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IN  COLDS. ..SINUSITIS 


neo-synephrine  hydrochloride  constricts  the  engorged  mucosa  surrounding  the 


ostia,  permitting  free  entrance  of  air  and  free  drainage  of  secretions. 
NeO'Synephrine  hydrochloride  affords  prompt  and  prolonged 
decongestion  with  virtually  no  irritation  or  congestive  rebound. 

neo-synephrine* 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 

}/\%  solution  (plain  and  aromatic),  1 ounce  bottles;  1%  solution, 

1 ounce  bottles;  water  soluble  jelly,  h/%  ounce  tubes. 

Neo-Synephrine,  trademark  rcg.  U.  S.  &.  Canada 


DEC  21  1949 
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THE 


CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

^ C*L/^//0  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

I REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


Veratrite  affects  a marked  relief  of  headache,  palpitation 


and  dizziness  in  hypertensive  subjects,  together  with  a feeling  of 
well-being  in  the  majority  of  cases  of  less-than-severe  degree. 

Each  tabule  contains:  veratrum 
viride  (bio-assayed)  3 Craw 
Units;  sodium  nitrite  1 grain; 
phenobarbital  14  grain. 

IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 


PROVE  CAMEL  MILDNESS 

ibr)bufzeff! 


R.  J.  Reynolds  Tobacco  Co..  Winston-Salem.  N.  C. 

According  to  a Nationwide  survey: 

MORE  DOCTORS  SMOKE 
CAMELS  THAN  ANY 
OTHER  CIGARETTE 

Doctors  smoke  for  pleasure,  too!  And  when 
hree  leading  independent  research  organiza- 
ions  asked  113,597  doctors  what  cigarette  they 
moked,  the  brand  named  most  was  Camel! 


Test  for  yourself 
what  throat  specialists 
reported  when  a 30-day 
smoking  test  revealed: 

“NO  THROAT 
IRRITATION 

« 

due  to  smoking 

CAMELS!” 


MAKE  YOUR  OWN  30- 
DAY  CAMEL  MILDNESS 
TEST.  Smoke  Camels,  and 
only  Camels,  for  30  days. 
Prove  for  yourself  how  mild 
Camels  are! 

Hundreds  of  men  and 
women,  from  coast  to  coast, 
recently  made  a similar  test. 
They  smoked  an  average  of 
one  to  two  packs  of  Camels  a 
day  for  30  days.  Their  throats 
were  carefully  examined  by 
throat  specialists.  And  after  a 
total  of  2470  examinations  — 
these  throat  specialists  re- 
ported " not  one  single  case  of 
throat  irritation  due  to  smok- 
ing Camels!” 

But  prove  it  yourself ...  in 
your  "T-Zone”  (T  for  Taste 
and  T for  Throat).  Let  YOUR 
OWN  TASTE  tell  you  about 
the  rich,  full  flavor  of  Camel’s 
choice  tobaccos.  Let  YOUR 
OWN  THROAT  give  the 
good  news  of  Camel’s  cool, 
cool  mildness. 
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Local  penicillin  reduced 
intranasal  bacteria  99% 

Proceedings  of  the  Society  of  American  Bacteriologists, 
47th  general  meeting,  May  13-17,  1947 

A series  of  patients  was  treated  intranasally 
with  local  penicillin,  500  units  per  cc.,  for 
5 consecutive  days.  At  the  end  of  this  time, 
the  bacteria  count  was  reduced  from  an  average 
of  7,363  per  cc.  of  nasal  washings  to  the 
amazingly  low  average  of  42. 

In  Par-Pen  you  have  a preparation  that  combines 
the  potent  antibacterial  action  of  penicillin, 

500  units  per  cc.,  with  the  rapid  and  prolonged 
vasoconstriction  of  'Paredrine  Aqueous’. 

For  sample  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
429  Arch  St.,  Philadelphia  5,  Penna. 

Par-Pen 

ie  penicillin-vasoconstrictor  combination 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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Now  . . a small  compact  electrosurgical  unit 

to  enable  you  to  perform  dozens  of  useful 

surgical  techniques  right  in  your  own  office ! 

17 WiMiTnZ. 


.IEBEL-FLARSHEIM  CO.  | 
1 1 N C I N N AT  I 2,  OHIO  | 

Gentleman:  Without  obligation,  send  me  your  4- 
I page  bulletin,  showing  the  many  practical  uses  of 
| the  new  office  bovie. 


NAME  . 


I 
I 

I ADDRESS  . 
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Send  for 
bulletin 
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Manufactured  by 

BAXTER  Laboratories 

Morton  Grove,  Illinois  Acton,  Ontario 


Produced  and  distributed  in  the  eleven  western 
slates  by  DON  BAXTER,  Inc.,  Glendale,  Californio 


STOPPER 


Since  Baxter  introduced  the  closed  system,  the  Fuso-Flo 
stopper  is  the  most  important  new  step  in  making 
blood  and  plasma  infusions  trouble-free.  This  exclusive 
Baxter  feature  provides  efficient  preliminary  straining, 
prior  to  filtration.  It  assures  proper,  uninterrupted  flow 
regardless  of  condition  or  age  of  blood  or  plasma. 

Fuso-Flo  is  another  example  of  continuing  Baxter  research 
and  development  in  parenteral  therapy.  No  other 
method  is  used  in  so  many  hospitals. 


BAXTER 


AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

Distributors  East  of  the  Rockies  • General  Offices:  Evanston,  Illinois 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DISTRESSED  LUNGS 
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DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  » MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration. 


TABLETS  - AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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The  incidence  of  mild  protein  deficiencies  in 
children,  predisposing  toward  infections  and 
edema,  is  reported11  much  greater  than 
generally  realized.  Infant  and  adolescent 
requirements  — not  only  for  tissue  repair 
and  maintenance,  but  also  for  growth  — 
are  much  higher  than  in  adulthood.3  To 
insure  adequate  protein  intake  in  infancy, 
Dryco  — Borden's  high-protein  infant  food 
— is  ideally  suited  as  a basis  for  formula 
building.  It  furnishes  all  the  essential 
amino  acids.  Its  low  fat  content  minimizes 
gastro-intestinal  upsets  due  to  fat  intolerance, 
while  its  intermediate  carbohydrate  content 
lends  itself  for  prescription  with  or  without  added 
carbohydrate.  Quickly  soluble  in  cold  or  warm 
water,  Dryco  contains  adequate  vitamins 
A,  Bi,  Bj  and  D,  plus  essential  milk  minerals. 

R*f*r*ncu:  1 . Dodd.  K.  and  Minot.  A.  S.:  J.  Pediat.,  8:442, 1936. 

2.  Dodd.  K.  and  Minot,  A.  S.:  J.  Pediat.,  8:452,  1936. 
3.  Sahyun,  M.:  Am.  J.  Dig.  Dis.,  13:59,  1946. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  Madison  Avenue,  New  York  17,  N.  Y. 


In  Canada  write  The  Borden  Company,  Limited 
Spadina  Crescent,  Toronto. 

DRYCO  is  made  from  spray-dried, 
pasteurized,  superior  quality  whole 
milk  and  skim  milk.  Provides 
2500  U.S.P.  units  vitamin  A 
and  400  U.S.P.  units  vitamin 
D per  reconstituted  quart. 
Supplies  3i  ;/2  calories  per 
tablespoon.  Available 
at  all  drug  stores  in  l 
and  2/2  lb.  cans. 
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• Assures  voluminous  aerosol  mists. 

• Produces  greater  topical  effectiveness. 

• Controls  breathing  pattern. 


The  latest  addition  to  the  Vaponefrin  Aerosol  Armamentarium 
— a new  polystyrene  plastic,  non-breakable  Aerosol  Mask 
equipped  with  a standard  Vaponefrin  Nebulizer — remarkably 
simplifies  the  mechanics  of  aerosol  therapy  . . . prevents  loss  of 
medication  ...  affords  optimum  quantities  of  the  therapeutic 
agent.  The  Vaponefrin  Aerosol  Motor  Unit  is  also  available 
as  inexpensive,  portable  equipment  for  home  or  office  use. 


VAPONEFRIN  COMPANY  : 
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(AN HYDROHYDROXY- PROGESTERONE  U.S.P  XIII) 

in  dysmenorrhea 

PRANONB*  is  clinically  effective,  affording  relief  in  the  majority  of  cases  of 
dysmenorrhea. 

“Anhydro-Kydroxy-progesterone  [Pranone]  was  administered  orally  to  a series 
of  28  patients  through  40  menstrual  cycles.  . . . Seventy-one  per  cent  of  the  patients 
were  benefited  by  the  medication.”1 

PRAXONEtherapy  is  physiologic,  aiming  at  correction  of  the  responsible  hor- 
monal imbalance. 

‘‘This  compound  . . . has  been  shown  to  have  progestomimetic  activity  when  admin- 
istered orally  in  immature  rabbits,  and  to  produce  in  human  beings  a progestinal 
effect  on  the  estrogen-primed  endometrium.”2 

PRANONEtherapy  is  simple  and  convenient  for  both  patient  and  physician. 

“The  oral  method  saved  the  time  of  both  the  patient  and  the  doctor.  Numerous 
trips  to  the  office  . . . were  unnecessary  when  tablets  of  pregneninolone  [Pranone] 
were  given  . . . the  cost  of  six  to  ten  days’  treatment  was  much  less.”3 

DOSAGE  :Pranone  10  to  25  mg.  daily  for  eight  to  ten  days  preceding  the  expected  date 
of  menstruation.  Occasionally  higher  doses  may  be  required. 

PACKAGING:Pranone,  Anhydrohydroxyprogesterone  U.S.P.  XIII,  is  available  in  tablets 
of  5 or  10  mg.  Boxes  of  20,  40,  100  and  250  tablets.  Also  25  mg.;  boxes  of  20  and  100  tablets. 

BIBLIOGRAPHY  :i.  Soule,  S.  D.:  J.  Clin.  Endocrinol.  1:567.  1941.  2.  Greenblatt.  R.  B.:  McCall,  E., 
and  Torpin,  R.:  Am.  J.  Obst.  & Gynec.  42:50,  1941.  3.  Harding,  F.  E. : Am.  J.  Obst.  & Gynec  50:56.  1945. 
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Odin 


for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  -10%  aqueous  solution  (\Y2  grains  per  cc.) 
AMPULES  - I cc.  (IV2  grains  Octin  hydrochloride.) 

Octin  (methylisooctenylamine)  Trade  Mark  Bilhaber. 

BILHUBER- KNOLL  CORP.,  ORANGE,  N.  J. 
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Specific  therapy 


The  Lederle  organization  has  devoted  itself  for 
many  years  wholeheartedly  to  the  prosecution  of 
research  to  develop  substances  exerting  a specific 
effect  upon  disease.  These  efforts  have  been 
crowned  with  success,  especially  in  the  fields  of 
nutrition  and  of  bacterial,  rickettsial,  and  virus- 
like infections.  At  this  time,  two  products  are  the 
talk  of  the  professional  world. 

AUREOMYCIN  Hydrochloride  Lederle 
This  new  antibiotic  is  useful  in  the  control  of 
Rocky  Mountain  spotted  fever,  Q fever,  typhus, 


rickettsialpox,  lymphogranuloma  venereum, 
psittacosis,  primary  atypical  pneumonia,  acute 
brucellosis,  infections  caused  by  penicillin-resist- 
ant  Gram-positive  cocci  (especially  staphylococci), 
and  infections  caused  by  coli-aerogenes  bacteria. 
In  typhoid  fever,  large  doses  may  be  helpful. 

FOLVITE*  Folic  Acid  Lederle 
Specific  for  the  hemopoietic  malfunction  in 
sprue;  and  nutritional,  gestational,  pellagrous, 
and  allied  macrocytic  anemias  accompanied  by 
megaloblastic  bone  marrow. 

* REG.  U.S.  PAT.  OFF. 


LEDERLE  LABORATORIES  DIVISION 


AMERICAN 


Cf/wamid 


COMPANr 


30  ROCKEFELLER  PLAZA  • NEW  YORK  20.  N.  Y. 


NEW 

TRANSPORTATION 

PLAN 

FOR  DOCTORS 

We  provide  you  with  a car,  service , 
and  all  preventive  maintenance. 


LOOK  WHAT  YOU  GET  I 

• Spot  delivery  . . . New  and  late 

model  cars  I 

• We  pay  for  service 

• We  pay  for  insurance 

• We  pay  for  oil  and  lubricants. 


CONVENIENCE  IS  THE  WORD  for  this 
special  service  enjoyed  by  many  doctors 
in  the  New  York  City  area.  We  supply 
you  at  once  with  Ford,  Chevrolet,  Plymouth, 
Mercury,  Dodge,  Chrysler,  or  Pontiac.  We 
also  pay  for  oil,  lubricants,  insurance,  and 
registration.  We  provide  free  service  and 
preventive  maintenance  and  replace  cars 
tied  up  for  long  repairs. 

You  get  unlimited  mileage  yet  rates  start 
at  only  $100  per  month.  Phone  us  right 
now  for  further  information  and  references. 

CARSERVICE,  Inc. 

50th  Street  at  Northern  Boulevard 
Long  Island  City,  (AS.  8-5400) 

(In  Surrey  Motors  Building) 
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PUZZLE 


: Find  the  complex  equipment 


in  this  picture  of 
penicillin  inhalation  therapy 

No  complicated  tubes,  valves,  oxygen  tanks  or  air  machines 
are  required  with  the  Aerohalor.  The  patient  may  use  this  inexpensive 
little  device  for  oral  or  nasal  inhalation  at  home,  at  work  or  in  your  office. 
It  consists  of  a discharge  chamber  plus  interchangeable  mouthpiece  and 
nosepiece.  It  is  used  with  disposable  Abbott  Sifter  Cartridges,  each  containing 
100,000  units  of  finely  powdered  crystalline  penicillin  G sodium.  For  oral 
inhalation,  the  patient  simply  attaches  the  mouthpiece  to  the  discharge  chamber, 
inserts  a cartridge  of  penicillin  and  "smokes”  it  like  a pipe — by  inhaling, 
removing,  exhaling.  Nasal  use  is  similar  except  that  the  nosepiece  is  used. 
This  treatment  is  indicated  for  infections  of  the  respiratory  tract  produced 
by  organisms  susceptible  to  penicillin.  It  is  contraindicated  in  infections  not 
susceptible  to  penicillin  and  for  patients  allergic  to  the  drug. 

No  serious  reactions  have  been  reported. 
The  Aerohalor  and  Abbott  Sifter  Cartridges  are  available  at  pharmacies 
everywhere — Cartridges  on  prescription  only.  For  complete,  illustrated 
literature,  write  Abbott  Laboratories,  North  Chicago,  111. 
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SALINIDOL 

Formula  U.S.P.H.  Service 


Salicylanilid 5% 

Carbowax 95% 


Ringworm  off  the  Scalp 

(Microsp.  Audouini  or  Microsp. 
Lanosum) 

Salinidol — Greaseless,  Stainless, 
Odorless.  Easily  removed  with 
water. 

The  hair  must  be  clipped  every 
10  days  and  Salitliaol  applied 
daily. 

Please  write  for  sample  and 
literature. 

DOAKCO.,  INC. 

Cleveland,  Ohio 

NY  1-49 
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Clinically  approved 


Today,  there  is  a wealth  of  clinieal  evidence  supporting 
the  use  of  Meonine  as  a supplement  to  the  protein-rich 
diet  usually  prescribed  for  liver  damage  associated  with 
malnutrition,  pregnancy,  allergy,  certain  chemical  poi- 
sons, and  alcoholism. 

Typical  of  this  evidence  is  a Beams-Endieott  pa- 
per*. The  authors  reported  that  a methionine  sup- 
plement seemed  to  cause  regeneration  of  the  liver 
parenchyma  in  cirrhotic  patients,  irrespective  of 
the  amount  of  protein  and  vitamins  in  the  diet. 

Complete  bibliography  on  request.  Meonine  is 
supplied  in  0.5  gram  tablets.  Wyeth,  Phila.,  Pa. 

*Beams,  A.  J.,  ami  Endicott,  E.  T.,  Histologic  changes 
in  the  livers  of  patients  with  cirrhosis  treated  with 
methionine.  Gastroenterology  9:718-735  (Dec.)  1947. 


MEONINE 

for  liver  damage 

(dUMethionine  Wyeth) 


"SMOKE  LESS.. .OR 
CHANGE  TO  PHILIP  MORRIS" 

...  if  smokers  are  affected  by  the  irritant 
properties  of  cigarette  smoke 


Sometimes  physicians  may  advise  "Don't  smoke 
at  all."  But  even  where  that  is  indicated,  how  many  patients 
will  forego  the  pleasure  of  smoking? 

For  such  patients,  as  for  all  smokers,  the  choice  should  be 
the  least  irritating  of  cigarettes.  Many  throat  specialists  suggest 
Philip  Morris*  because  they  are  convinced  from  published  studies**,  as  well 
as  their  own  observations  that  Philip  Morris  alone,  of  all  the 
leading  cigarettes,  is  by  far  the  least  irritating  to  the 
sensitive  tissues  of  the  nose  and  throat. 

Perhaps  you  too  will  find  it  advisable  to  suggest  to  your  patients 
who  smoke  . . ."Change  to  Philip  Morris." 


MORRIS 


Philip  Morris  & Co.,  Ltd.,  Inc.,  119  Fifth  Avenue,  N.  Y. 


IF  YOU  SMOKE  A PIPE... We  suggest  an 
unusually  fine  new  blend —Country  Doctor 
Pipe  Mixture.  Made  by  the  same  process  as 
used  in  the  manufacture  of  Philip  Morris 
Cigarettes. 


*Completely  documented  evidence  on  file. 

**  Reprints  on  Request: 

Laryngoscope,  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154; 
Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60;  Proc. 
Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  V.  State  Journ. 
Med..  Vo  I.  35,  6-1-25,  No.  II,  590-592. 
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for  maintaining 


urinary 


Or*  heaping  teaspoonful  provides: 

Calcium  Glycerophosphate, 


alkalinity 


1 6/10  grs.  0.10  Gm. 

Mognesium  Phosphate,  3’/j  grs.  0.22  Gm. 

Calcium  Phosphate,  3%  grs.  0.22  Gm. 
Potassium  Bicarbonate,  7 grs.  0.45  Gm. 


during 
sulfonamide 
therapy 


specify 


'Alka-Zane'*  Alkaline  Effervescent  Compound  gives  a supply  of 
different  bases  normally  present  in  the  body.  The  use  of  a 
variety  serves  to  be  more  "natural"  than  administering  a single 
alkali  such  as  sodium  bicarbonate. 

'Alka-Zane'  Alkaline  Effervescent  Compound  is  a pleasant  and 
efficient  agent  for  alkalinizing  the  urine;  in  addition,  it 
encourages  a good  fluid  intake.  These  properties  make  'Alka-Zane' 
a very  useful  product  during  sulfonamide  therapy  where  it  is 
necessary  to  raise  the  pH  of  the  urine  and  insure  a good  fluid 
intake  to  prevent  crystalluria.  'Alka-Zane'  Alkaline  Effervescent 
Compound  in  water  produces  a palatable  drink  that  makes  it 
easy  to  get  patients  to  take  enough  fluids. 

How  Supplied:  'ALKA-ZANE'  Alkaline  Effervescent  Compound 
is  supplied  in  1 1-2  oz.,  4 oz.,  and  8 oz.  bottles. 

•T.  M.  Reg.  U.  S.  Pet.  Off. 

William  R.  Warner  & Co.,  Inc.  113  West  18th  Street,  New  York  11,N.  Y. 
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(Iron  Proteinate) 

FORMULAS 

Hematinic  Therapy  to  Meet 
Individual  Requirements 

Presenting  iron  in  readily  assimil- 
able protein  combination.  Cause 
no  puckering,  griping,  gastric  up- 
sets, discoloration  of  teeth,  or 
constipation. 

Palatable  • Well  Tolerated 


with  Folic  Acid 

IDS 

Each  tablet  represents: 

Iron  (as  proteinate) 

Folic  Acid 

. 50  mg. 
. . 5 mg. 

BflEMABOLOIDS 

Liver  Concentrate 

with 

Each  fluid  ounce  represents: 

Alcohol  (by  volume) 

lror»(as  proteinate) 

Liver  Concentrate  (20:1) 

Cane  sugar,  glycerine,  flavoring...aa. . 

•17% 

1 20  mg. 
.500  mg. 
.q.s. 

Tablets  HEMABOLOIDS 

with  Liver  Concentrate 

Each  tablet  represents: 

Iron  (as  proteinate) 

Liver  Concentrate  (20:1) 

35  mg. 
1 00  mg. 

HEMABOLOIDS 

ARSENIATED 

Each  fluid  ounce  represents: 

Alcohol  (by  volume) 

Arsenous  Acid 

Iron  (as  proteinate) 

Cane  sugar,  glycerine,  flavoring...aa . . 

•17% 

1 /20  gr. 
1 20  mg. 
q.s. 

THE  ARLINGTON  CHEMICAL  COMPANY,  yonkers  i,  new  york 


+ 

In  Is  Reason  of  <§on&  3UiU 

you  can  help  us  strengthen  the  bonds  of  A clause  in  your  will  will  assist  in  continu- 

professional  comradeship  with  many  of  our  ing  this  direct  personal  service  of  the 

aged  and  retired  colleagues  and  their  widows.  Physicians'  Home. 


"I  give  and  bequeath  to  the  Physicians'  Home,  incorporated  in  the 

State  of  New  York,  June  4,  1919,  the  sum  of  $ 

to  be  used  by  the  Board  of  Directors  to  maintain  and  continue  the 
purposes  and  activities  of  the  Physicians'  Home." 


CONTRIBUTIONS  TO  THE  PHYSICIANS'  HOME  ARE 
DEDUCTIBLE  IN  COMPUTING  YOUR  FEDERAL  INCOME  TAX 

OFFICERS 

Charles  Gordon  Heyd,  M.D.,  President 

Harvey  B.  Matthews,  M.D.,  1st  Vice-President  Alfred  Heilman,  M.D.,  Assistant  Treasurer 

Walter  W.  Mott,  M.D.,  2nd  Vice-President  Beverly  C.  Smith,  M.D.,  Secretary 

B.  Wallace  Hamilton,  M.D.,  Treasurer  Adrian  Lambert,  M.D.,  Assistant  Secretary 

Make  checks  payable  to 

HOME  • 52  East  66th  St.,  New  York  21 
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PHYSICIANS' 


/ 

A neir  sedatii'e-hxpnotic 
. . . not  a barbiturate 

' Presidon,  a new  quick-acting, 

mild  sedative-hypnotic  for  insomnia 
1 and  nervous  tension,  is  a pyridine 

i derivative  chemically  different  from 

i the  barbiturates,  bromides  and  ureides. 

i 

Therapeutically  it  differs  in  the  low 
« incidence  of  usual  by-effects.  Clinical 

i trials  show  that  needed  relaxation 

i 

or  sleep  is  obtained  without  likelihood 
i of  drowsiness  on  awakening, 

'i  "hangover,”  excitation  or  headache. 

I 

l Available  in  scored  0.2  Gin  tablets, 
bottles  of  20  and  100. 

I 

I 

I 

*,  HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

Presidon  ™.-/won 

i 

I Presidon  ( brand  of  pyrithyldione)  is 

3.3-diethyl-2,4-dioxotetrahydropyridine. 

'Roche' 

l 

I 

I 

l 

1 

l 
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It  may  be  your  conscience  speaking. 

It  may  be  saying:  “Save  some  of  that  money, 
mister.  Your  future  depends  on  it!” 

Listen  closely  next  time.  Those  are  words  of 
wisdom.  Your  future  — and  that  of  your  family 
— does  depend  on  the  money  you  put  aside  in 
savings. 

If  you  can  hear  that  voice  speaking  clearly, 
do  this: 

Start  now  on  the  road  to  automatic  saving  by 
signing  up  on  your  company’s  Payroll  Savings 
Plan  for  the  purchase  of  U.  S.  Savings  Bonds. 

There’s  no  better,  no  surer  way  to  save 
money.  Surer  because  it’s  automatic  . . . better 
because  it  pays  you  back  four  dollars  for  every 
three  you  invest. 

Do  it  now.  If  you  can’t  join  the  Payroll  Savings 
Plan,  tell  your  banker  to  enroll  you  in  the  Bond- 
A-Month  Plan  that  enables  you  to  purchase  a 
bond  a month  through  your  checking  account. 

Remember  — better  save  than  sorry! 


/lutomatK/  saving  is  sure  swing  - U.$.  Savings  Bonds 


Contributed  by  this  magazine  in  co-operation 
with  the  Magazine  Publishers  of  America  as  a public  service. 
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/Jj  / CHLOROPHYLL’ 
HO10'  AEROSOL  THERAPY 

the  new  advance  in  the  Inhalation  Treatment 
of  Respiratory  Tract  Infections 


Chlorophyll  aerosol  ther- 
apy, as  made  possible  by  *Chloresiuin 
Aerosol  Solution,  enables  the  physician  to 
provide  the  remarkable  therapeutic  effec- 
tiveness of  chlorophyll  in  the  inhalation 
treatment  of  both  upper  and  lower  respi- 
ratory tract  infections.  It  is  the  result  of 
intensive  laboratory  and  clinical  investi- 
gation to  meet  the  long-felt  need  for  an 
effective  nontoxic,  healing,  decongestive, 
antibacterial  and  deodorizing  agent  for 
use  in  inhalation  therapy. 

For  use  with  any  standard 
nebulizing  equipment 

Chloresium  Aerosol  Solution  is  a speciallv  pro- 
cessed preparation  containing  the  purified 
therapeutically  active  water-soluble  deriva- 
tives of  chlorophyll  "a”  (CssHraOsNiMg),  de- 
signed for  use  with  any  standard  nebulizing 
equipment.lt  is  a natural,  nontoxic,  biothera- 
peutic  agent  and  may  be  used  either  alone  or, 
where  indicated,  as  a solvent  vehicle  for  pen- 
icillin or  other  antibiotic  inhalation  therapy. 

A unique  combination  of  advantages 

Chloresium  Aerosol  Solution  provides  the  fol- 
lowing unique  and  fundamental  advantages 
in  inhalation  therapy: 

Absolutely  nontoxic 

Accelerates  healing  by  stimulating  normal  cell 
metabolism 

Decongests,  promptly,  without  rebound 
phenomena 

Exerts  antibacterial  effect,  particularly  on 
secondary  saprophytic,  proteolytic  invaders 
Does  not  interfere  with  ciliary  activity ; tends 
to  restore  normal  motility  if  impaired 


Can  be  used  freely — especially  valuable  in  the 
field  of  pediatrics 

Deodorizes  fetid,  foul-smelling  conditions 
May  be  used  as  solvent  vehicle  for  antibiotic 
inhalation  therapy 

Indicated  for  all  respiratory 
tract  infections 

The  value  of  Chloresium  Aerosol  Solution 
used  alone  or  as  vehicle  for  antibiotics  has 
been  demonstrated  in  the  treatment  of  most 
infections  of  the  respiratory  tract  including 
acute  and  chronic  sinusitis,  rhinitis,  pharyn- 
gitis, ordinary -coryza,  ozena,  acute  and  chronic 
laryngitis,  bronchitis,  bronchiectasis,  lung 
abcesses  and  other  deep-seated  inflammatory 
conditions. 


Chloresium 

REG.  U.S.  PAT  OFF. 

Aerosol  Solution 


ETHICALLY  PROMOTED 
Available  at  all  leading  drugstores 

FREE— MAIL  COUPON 

RYSTAN  CO.,  INC.,  Dept.  SJ-1 
7 N.  MacQuesten  Parkway 
Mt.  Vernon,  N.  Y. 

Please  send  me,  without  obligation,  clin- 
ical samples  of  Chloresium  Aerosol  So- 
lution and  complete  literature. 

Dr 

Address 

City Zone State 
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< Jilways 

WAS,  IS  and 
WILL  BE 

^Dependable 


in  digitalization 

and  its  maintenance 


Digitalis 

(Davies,  Rose) 

o.l  Gram 

(WH.  1 Vi  grains) 

CAUTION:  To  be 
on?r,ed  on!»  or 

J Phhyes,S"">,i0n  of 


PiL  Digitalis  (‘Davies, 


0.1  Gram  (approx.  \l/2  grains) 


Physiologically  Standardized 

Each  pill  contains  0.1  Gram  (approx.  IVj  grs.)  Powdered  Digitalis, 
produced  from  carefully  selected  leaf  of  Digitalis  purpurea,  therefore  of  an 
activity  equivalent  to  1 U.S.P.  XIII  Digitalis  Unit. 

When  Pil.  Digitalis  ( 'Davies , T^ose)  are  dispensed  on  a prescription, 
the  physician  is  assured  that  the  patient  receives  digitalis  in  its  completeness 
and  obtains  the  full  benefit  of  the  therapy. 

Trial  package  and  literature  sent  to  physicians  on  request. 


Davies,  Rose  & Company,  Limited 


Manufacturing  Chemists, 


Boston  18,  Massachusetts 


D21 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin-sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 


dividually wrapped  in  aluminum  foil. 
1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 
New  York  State  J.  Med.  4S:  1159  (May  15)  1948. 


Sckenley 


LABORATORIES,  INC. 


350  FIFTH  AVENUE,  NEW  YORK  1,  N.  Y. 


Extra  Protective 


Additional  protection  against 
moisture  is  provided  by  a .special 
wax  coating  on  the  package  itself. 


© Schenley  Laboratories,  Inc. 
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“I  like  my  medicine!” 


7 . ■ 


Now . . . two  delicious 
S.K.F.  sulfonamide  preparations: 


These  pleasant-tasting  preparations 
may  be  prescribed  wherever  oral  dosage 
of  the  sulfonamides  is  indicated. 


new! . . Eskadiamer 


a combination  fluid  sulfonamide  containing  equal  parts  of 
sulfamerazine  and  sulfadiazine — the  two  safest  sulfonamides  in 
general  use.  Each  5 cc.  (one  teaspoonful)  contains  0.25  Gm.  (3.86  gr.) 
sulfamerazine  and  0.25  Gm.  (3.86  gr.)  sulfadiazine. 


Eskadiazine 

the  widely-prescribed  fluid  sulfadiazine  which  provides  desired 
serum  levels  much  more  rapidly  than  sulfadiazine  in  tablet  form. 
Each  5 cc.  (one  teaspoonful)  contains 
0.5  Gm.  (7.7  gr.)  sulfadiazine. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

'Eskadiamer'  & 'Eskadiazine'  T.M.  Reg.  U.S.  Pat.  Off. 
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for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . .designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 


PHARMACEUTICAL  MANUFACTURERS 


i fitted  €t  Qua/tfel  ictf&tf  A 
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ELIXIR 

VITAMIN  B 
COMPLEX-MRT 


“feeling” 


patient 


better! 


the 


ELIXIR  VITAMIN  B COMPLEX-MRT— IN  NEUROPATHIES 

In  a study  relative  to  the  management  of  dia- 
betic neuropathies,  a prominent  clinician  re- 
ports a return  to  80-85%  of  normal  vibratory 
sense  (Vibrometer  readings)  in  patients— upon 
whom  were  used  ELIXIR  VITAMIN  B COM- 
PLEX-MRT as  the  sole  therapeutic  agent. 

In  marked  contrast,  cases  upon  which  were 
employed,  25  highly  potent  B complex  capsules 
daily,  plus  100  mg.  quantities  of  B,,  B2,  and 
niacinamide  respectively,  responded  only  to 
the  extent  of  from  20-25%.  This  established 
beyond  doubt,  the  superiority  of  whole  vita- 
min B complex  therapy  — ideally  exemplified 
by  ELIXIR  VITAMIN  B COMPLEX-MRT. 
These  conclusions  fall  in  line  with  the  findings 
of  Lewey  and  Shay(1)  who  have  reported  on 
the  futility  of  attempting  curative  results  with 
synthetic  vitamins  in  neuropathies,  and  have 
stressed  the  necessity  for  natural  substances  to 
effect  remissions. 

ELIXIR  VITAMIN  B COMPLEX-MRT— FOR  MAXIMUM 
THERAPEUTIC  RESPONSE 

ELIXIR  VITAMIN  B COMPLEX-MRT  satis- 
fies the  strictest  requirements  for  complete 
and  potent  B complex  therapy;  maximum  re- 


sponse is  assured.  Your  patients  will  “feel” 
better!  Each  teaspoonful  (5  cc.)  derived  from 
19  grams  of  nature’s  richest  B complex  store- 
houses—liver,  rice  polishings,  brewer’s  yeast, 
wheat  germ  and  honey,  contains  2 mg.  Bi*, 
3 mg.  B:**,  and  20  mg.  niacin  and  niacina- 
mide plus  rich  and  balanced  amounts  of  pyri- 
doxine,  pantothenate,  folic  acid,  thymine,  Bl2, 
choline,  biotin,  and  all  other  B factors,  both 
known  and  unidentified. 

ELIXIR  VITAMIN  B COMPLEX-MRT— DOSAGE 

Prophylaxis : 1 teaspoonful  daily— children  in 
proportion. 

Therapy:  1 teaspoon  to  1 tahlespoonful  T.I.D. 
as  directed. 

(ELIXIR  VITAMIN  B COMPLEX-MRT  because  it 
is  exceptionally  palatable,  may  be  taken  undiluted. 
If  preferred  it  may  be  incorporated  into  milk,  fruit 
juices  or  any  other  convenient  food  base.' 

ELIXIR  VITAMIN  B COMPLEX-MRT— HOW  AVAILABLE 

ELIXIR  VITAMIN  B COMPLEX-MRT  is 
available  in  8 ounce,  16  ounce  and  gallon  con- 
tainers at  all  prescription  pharmacies. 

References:  (1)  Lewey  and  Shay,  Dietotherapy. 

Philadelphia,  W.  B.  Saunders  & Co.,  1945,  p.  860. 
* 2 x MDR  **  1 V2  x MDR 


!MRT 


no  coined  names  . . . specify 

literature  and  samples  on  request 

MARVIN  R.  THOMPSON,  INC. 

service  to  medicine  • Stamford,  Connecticut 
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The  newly  diagnosed 
diabetic  and 
Globin  Insulin 


WHEN  DIETARY  MEASURES  ALONE  CaiHlOt  Control 
a recently  established  case  of  diabetes  and  insu- 
lin must  be  resorted  to,  one  daily  injection  of 
intermediate-acting  ‘Wellcome’  Globin  Insulin 
with  Zinc  will  often  prove  both  adequate  and 
beneficial.  This  simplified  regimen  can  be  ini- 
tiated in  the  following  manner: 


ESTIMATING  THE  DOSAGE:  The  simplest  method 
| is  to  start  with  15  units  of  Globin  Insulin  and  in- 
! crease  the  dosage  every  few  days,  as  required. 

A closer  estimation  is  obtained  by  quantitative 
| sugar  determination  of  a 24-hour  urine  speci- 
| men.  For  the  initial  dosage,  % of  a unit  of 
Globin  Insulin  is  given  for  every  gram  of  sugar 
spilled  in  24  hours. 

Both  diet  and  dosage  must  subsequently  be 
adjusted  to  meet  the  needs  of  each  individual 
? patient. 

adjusting  THE  DIET:  In  general  it  has  been 
found  that  a good  carbohydrate  distribution  for 
the  patient  on  Globin  Insulin  consists  of  1/5  of 
the  total  carbohydrate  at  breakfast,  2/5  at  the 


BURROUGHS  WELLCOME  & CO.  (U.S.A.) 


noon  meal,  and  2/5  at  the  evening  meal.  Any 
tendency  toward  midafternoon  hypoglycemia 
may  usually  be  offset  by  giving  10  to  20  grams 
of  carbohydrate  between  3 and  4 p.m. 

This  starting  diet  may  subsequently  be  adjusted 
as  required  to  suit  the  needs  of  the  patient.  Final 
adjustment  of  carbohydrate  distribution  may  be 
based  on  fractional  urinalyses. 

ADJUSTING  to  24-HOUR  CONTROL:  Simulta- 
neously adjust  the  Globin  Insulin  dosage  to 
provide  24-hour  control  as  evidenced  by  a fast- 
in"  blood  sugar  level  of  less  than  150  mgm.,  or 

O O O’ 

sugar-free  urine  in  the  fasting  sample. 

‘Wellcome’ Globin  Insulin  with  Zinc  is  a clear  solu- 
tion, comparable  to  regular  insulin  in  its  freedom 
from  allergenic  properties.  Available  in  40  and  80 
units  per  cc.,  vials  of  10  cc.  Accepted  by  the  Council 
on  Pharmacy  and  Chemistry,  American  Medical 
Association.  Developed  in  The  Wellcome  Research 
Laboratories,  Tuckahoe,  New  York.  U.S.  Patent 
No.  2,161,198.  LITERATURE  ON  REQUEST. 

' Wellcome ' Trademark  Registered 


INC.,  9 & II  EAST  4 1 ST  STREET,  NEW  YORK  17,  N.Y. 


30 


To  re-establish  emotional 

Benzebar’  combines  the  effective  anti-depressant 
action  of  Benzedrine*  Sulfate  and  the  mild 
sedation  of  phenobarbital. 

The  'Benzedrine’  Sulfate  in  'Benzebar’  restores 
optimism,  cheerfulness  and  sense  of  well-being; 
increases  mental  activity  and  interest  in  life; 
imparts  a feeling  of  energy  and  alertness. 
Simultaneously,  the  phenobarbital  component 
calms  nervous  excitability  and  agitation; 
relieves  anxiety  and  tension. 

Thus,  'Benzebar’  is  valuable  in  the  symptomatic 
treatment  of  the  depressed  patient 
who  displays  anxiety  or  agitation. 


Benzebar 

a logical  combination  of  ‘Benzedrine’  Sulfate  (5  mg.) 

and  phenobarbital  (%gr.) 

Smith,  Kline  & French  Laboratories , Q Philadelphia 
*T.M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
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Ultraviolet  irradiation  of  plasma  destroys  not 
only  all  bacteria  but  also  any  viral  contaminants 
that  might  cause  homologous  serum  hepatitis.  • 
You  may  therefore  administer  irradiated  Lyovac 
plasma  without  danger  of  hepatitis.  • Stable,  port- 
able Lyovac  Normal  Human  Plasma  ( Irradiated ) 
is  prepared  from  fresh,  citrated,  human  blood  of 
healthy  donors,  according  to  regulations  of  the 
National  Institute  of  Health.  The  plasma  is  pooled, 
flash  frozen,  dehydrated  from  the  frozen  state  under 


high  vacuum  (lyophile  process),  and  sealed  under 
vacuum.  • Blood  substitute  of  choice  for  emergencies, 
irradiated  Lyovac  plasma  is  quickly  restored, 
needs  no  typing  or  crossmatching,  and  each  unit 
is  osmotically  equivalent  to  two  units  of  whole 
blood.  • Lyovac  Normal  Human  Plasma  (Irradi- 
ated) is  supplied  in  vacuum  bottles  to  yield  50  cc., 
250  cc.  and  500  cc.  of  restored,  irradiated  normal 
plasma,  or  smaller  quantities  of  hypertonic  plasma. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


Normal  Human  Plasma  IRRADIATED 
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Renal  protection,  so  urgently  needed  in 

sulfonamide  therapy,  is  ensured  two  ways 
by  Citrasulfas*  M . . . 


I It  protectively  contains  two 
independently  soluble  sulfa  drugs 
(sulfadiazine  and  sulfamerazine) 


and  also 

2 protectively  contains  sodium 
citrate  to  increase  urinary 
sulfonamide  solubility 


— a double  guard  against  crystalluria. 


•/rode  Mark  Reg.  U.S.  Pot.  Off 


KALAMAZOO  99,  MICHIGAN  FINE  PHAFlfcACEUTICA  SINCE  1886 

' 
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Editorials 


The  Annual  Meeting 


The  Medical  Society  of  the  State  of  New 
York  will  hold  its  1949  Annual  Meeting  at 
the  Hotel  Statler,  Buffalo,  from  May  2 to  5, 
inclusive.  You  are  asked  to  note  these 
dates  now  on  your  brand  new  calendars  or  in 
your  diaries,  for  even  “if  winter  comes  can 
spring  be  far  behind?” 

Accommodations  will  be  necessary  for 
those  who  plan  to  attend  from  other  parts  of 
the  State.  Reserve  yours  now  and  make  ar- 
rangements to  come  for  as  many  days  as  you 
can.  Your  Convention  Committee  and  the 

The  $64 

In  these  days  of  popular,  even  if  boresome, 
radio  quizzes,  it  has  become  customary  to 
regard  the  $64  question,  when  successfully 
answered,  as  the  one  that  hits  the  jack  pot. 
It  is  noteworthy  that  the  customer  pro- 
gresses by  stages  to  the  $64  question  and  is 
entitled  to  try  for  this  only  after  he  has 
correctly  answered  a series  of  questions 
having  less  monetary  value. 


Subcommittee  on  Scientific  Exhibits  have 
been  working  hard  to  assure  you  of  an  inter- 
esting meeting.  Do  not  let  them  down.  For 
your  own  information,  and  in  appreciation 
of  their  efforts  to  bring  you  the  latest  and 
best  in  their  power  to  obtain,  come  to  the 
Annual  Meeting.  See  your  old  friends  there, 
make  new  ones,  let  the  commercial  exhibi- 
tors, our  good  friends  who  make  the  meeting 
possible,  show  you  what  is  new  to  help  you 
practice  modern  medicine. 

Make  your  reservations  early. 

Question 

The  same  set  of  conditions  might  be  said 
to  be  applicable  to  the  use  of  the  laboratory 
in  the  diagnosis  of  disease.  In  approaching 
a diagnostic  problem,  the  clinician  frequently 
finds  it  necessary  to  invoke  the  aid  of  labo- 
ratory methods  in  his  attempt  to  hit  the  jack 
pot.  In  the  course  of  his  study  of  the  history 
and  clinical  findings,  certain  leads  emerge, 
entailing  the  use  of  the  x-ray  and  the  clinical 
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laboratory  for  the  purpose  of  confirming  or 
excluding  certain  of  the  clinical  facts  and 
arriving  at  a diagnosis.  His  approach  to  the 
use  of  these  ancillary  methods  will  depend  in 
a large  measure  on  his  familiarity  with 
laboratory  methods,  their  simplicity  and 
economy  of  approach,  and  the  limitations  of 
the  respective  methods  available  in  his 
hospital  laboratory,  as  well  as  on  the  in- 
trinsic complexity  of  the  problem  itself.  If 
he  be  sufficiently  well  versed  in  the  art  of 
using  the  laboratory,  obviously  he  might  be 
able  to  obtain  the  solution  of  his  problem  by 
asking  simply  the  $2  or  the  $4  question  only. 
On  the  other  hand,  if  he  uses  a less  precise 
approach,  not  uncommonly  he  unwittingly 
asks  the  $64  question  first.  To  cite  a familiar 
example — suppose  his  problem  is  that  of 
lymph  node  enlargement.  The  clinician 
familiar  with  laboratory  methods  will  in- 
variably request  first  a complete  blood  count, 
which  often  supplies  the  immediate  answer 
if  the  case  be  one  of  leukemia.  This  diag- 
nostic answer  is  forthcoming  at  the  simplest 
level  of  laboratory  investigation  at  a mini- 
mum of  cost  to  the  patient  and  expenditure 
of  laboratory  time  and  resources,  and  might 
be  compared  to  the  $2  question. 

His  first  attempt,  however,  might  not  be 
successful,  but  unlike  the  radio  quiz,  he  is 
entitled  to  try  for  more.  This  he  does  by 
asking  the  $4  question— in  other  words,  he 
requests  a bone  marrow  biopsy  which,  if  it 
shows  evidence  of  leukemic  infiltration  of  the 
marrow,  will  establish  his  case  as  one  of 
aleukemic  leukemia  at  a relatively  low  cost 
of  laboratory  effort  and  expense.  If,  on  the 
other  hand,  the  biopsy  is  negative,  then  he  is 
faced  with  the  consideration  of  investigating 
directly  the  enlarged  lymph  nodes.  This  he 
might  do  by  means  of  an  aspiration  biopsy, 
a method  of  little  expense  and  inconvenience, 
but  one  which  is  fraught  with  a certain 
amount  of  diagnostic  uncertainty  because  of 
its  intrinsic  limitations.  At  this  point  his  de- 
cision should  be  influenced  by  his  clinical 
knowledge  of  the  history  and  the  physical 
findings  in  the  case.  For  example,  if  the 
lymph  node  enlargement  be  of  a regional 
nature  only,  he  might  entertain  the  diag- 
nosis either  of  primary  lymphoid  disease  or 
metastatic  disease  from  a clinically  un- 
recognized primary  focus.  If  the  latter  be  the 


case,  an  aspiration  biopsy  should  have  little 
difficulty  in  establishing  the  metastatic 
nature  of  the  process,  because  the  cells  ex- 
amined by  the  pathologist  will  have  a mor- 
phologic pattern  entirely  foreign  to  that  of 
the  lymph  node  and  for  that  reason  be 
readily  diagnosable.  This  is  best  exemplified 
in  enlargement  of  the  cervical  lymph  nodes 
where  the  microscopic  picture  of  metastatic 
carcinoma  is  readily  recognizable  from  the 
aspirated  material,  but  where  often  the 
primary  growth  cannot  be  predicted  with 
certainty,  the  two  most  common  primary 
lesions  being  lymphoepithelioma  of  the 
oropharynx  and  carcinoma  of  the  lung.  Thus 
the  aspiration  biopsy  has  partly  answered 
the  $8  question  but  poses  in  turn  another 
question,  the  answer  for  which  must  be 
sought  through  the  aid  of  the  otolaryngolo- 
gist in  his  search  for  the  primary  tumor  and 
the  radiologist  in  his  study  of  the  lung,  ap- 
proaches which  savour  of  the  $64  question 
and  which  should  not  be  undertaken  until 
clear  indication  exists  as  to  their  need  and 
after  the  simpler  possibilities  first  have  been 
exhausted. 

On  the  other  hand,  great  diagnostic 
difficulty  might  be  encountered  by  the  pa- 
thologist if  the  cells  are  found  tobeof  the  lym- 
phocytic series,  as  aspiration  biopsies  of 
primary  disease  of  the  lymphoid  system 
carry  a definite  percentage  of  diagnostic 
error  even  in  the  hands  of  the  experienced 
pathologist.  Thus  the  clinician  might  be 
denied  an  answer  to  his  $8  question  and  has 
to  try  for  the  $16  question,  namely,  the  sur- 
gical removal  of  the  entire  lymph  node  for 
pathologic  examination  in  order  to  make  a 
final  diagnosis. 

The  above  example  illustrates  the  value  of 
teamwork  in  the  diagnosis  of  disease  and  em- 
phasizes the  intelligent  step-by-step  eco- 
nomical method  in  the  use  of  the  laboratory. 
It  is  a tailor-made  approach  to  the  individual 
diagnostic  problem  in  contrast  to  the  more 
wasteful  and  less  thoughtful  method  where 
“routine”  laboratory  work  is  ordered  on  a 
patient  irrespective  of  the  particular  prob- 
lem. For  one  thing,  this  latter  method 
makes  for  a more  superficial  investigation, 
as  the  ordering  of  routine  diagnostic  labora- 
tory work  savours  of  the  “Let  George  do  it” 
mental  attitude,  where  the  clinician  evades 
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his  prime  responsibility  calling  for  an  analysis 
of  the  problem  with  its  consequent  tentative 
diagnostic  possibilities,  to  be  sifted  and  re- 
fined by  further  specific  laboratory  or 
clinical  examinations,  and  becomes  instead 
the  recipient  of  a sheaf  of  laboratory  reports 
from  which  he  tries  to  abstract  information 
that  might  be  pertinent  to  the  case.  Apart 
from  the  economic  wastefulness  of  this  ap- 
proach, there  is  the  even  greater  danger  of 
diagnostic  error,  for  conceivably  with  the  use 
of  “routine”  laboratory  tests,  he  might  have 
failed  to  order  the  one  single  and  less  fre- 
quently used  test  that  would  provide  him 
with  the  diagnosis. 


Laboratory  studies  are  thus  simply  aids 
in  the  diagnosis  of  disease,  to  be  used  with 
forethought  and  precision  if  the  $64  question 
is  to  be  answered. 

Many  other  situations  have  a similar  im- 
port— a woman  presents  a symptom  of 
vomiting  and  a gastrointestinal  series  is 
ordered  rather  than  asking  the  question 
when  the  last  menstrual  period  occurred. 
Perhaps  certain  aspects  of  medical  education 
are  at  fault,  especially  in  the  case  of  recently 
graduated  residents,  by  whom  a so-called 
“work-up”  has  become  a routine  order. 
Perhaps  it  would  be  well  to  go  back  to  the 
old  teaching  of  “feel,  look,  and  listen.” 


Current  Editorial  Comment 


Doctors  and  the  Income  Tax.  Physicians 
may  have  overlooked  in  the  United  Medical 
Service  Bulletin  for  April,  1948,  the  follow- 
ing notice: 

Income  Tax  Returns.  The  Collector  of  In- 
ternal Revenue  has  directed  United  Medical 
Service  to  make  report  of  payments  to  physi- 
cians under  the  provisions  of  our  contracts. 
The  administration  of  this  regulation  makes 
necessary  for  us  to  assign  a code  number  for 
each  physician.  Watch  for  a communication 
which  will  be  mailed  to  you  within  the  next  six 
weeks  ...  you  are  familiar  with  such  reports 
if  you  do  “compensation”  cases.  A copy  of 
the  report  which  we  shall  make  to  the  Collector 
will  be  mailed  to  you  in  January,  1949,  re- 
porting 1948  payments  to  you  by  UMS. 

The  editors  of  this  Journal  again  bring 
it  to  your  attention.  All  physicians  will  by 
now  have  received  a key-ring  tag  with  the 
assigned  number  which  must  be  used  on 
certificates  in  claim  reports. 

In  this  issue,  on  page  80  will  be  found 
a special  article:  “Are  Physicians  Particu- 
larly Suspect  of  Tax  Fraud?”  The  editors 
feel  that,  while  the  answer  is  “No,”  this 
article  is  exceptionally  informative  and 
may  serve  to  bring  to  the  attention  of  many 
physicians  deficiencies  in  the  keeping  of 
their  office  books  which  may  cause  their 
income  tax  returns  to  fall  under  particular 
scrutiny  by  the  Bureau  of  Internal  Revenue. 
We  advise  all  our  readers  to  study  this 


article  carefully  and  to  have  it  in  mind  in 
preparing  future  tax  returns. 

Physicians’  Home.  The  report  of  the 
president  of  the  Physicians’  Home,  Dr. 
Charles  Gordon  Heyd,  at  the  annual 
meeting  of  the  organization,  held  October 
19,  1948,  at  the  offices  of  the  State  Society, 
contained  the  following  items  of  interest. 
Four  main  types  of  service  are  stressed: 
(1)  by  making  cash  contributions  to  the 
“guests”  through  the  treasurer  of  the  local 
county  medical  society  where  the  bene- 
ficiary resides;  (2)  where  the  doctor  and  his 
wife  are  living  together,  to  provide  adequate 
funds  for  the  maintenance  of  the  home;  (3) 
to  provide  transportation  of  “guests”  to 
relatives  in  distant  parts  of  the  United 
States,  and  (4)  to  provide  funds  for  emer- 
gencies. 

The  activities  of  the  Home  are  carried 
out  by  a Board  of  Directors  numbering  27 
and  nominated  by  the  Medical  Society  of 
the  State  of  New  York.  The  sources  of 
income  are  from  contributing  annual  mem- 
bers, now  509  in  number,  voluntary  assess- 
ment made  by  State  Society  members,  now 
amounting  to  $10,894,  bequests  by  wills 
and  individual  donations.  The  receipts  for 
the  past  year  were  $26,244,  disbursements 
$14,303,  leaving  a surplus  of  $11,940.  It 
was  possible  to  add  $6,000  to  the  capital 
account.  A bequest  from  the  estate  of 
Leon  F.  Gurriques,  M.D.,  was  received. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 


From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 

Revised  Certificates  of  Birth,  Stillbirth,  and  Death 


Revised  forms  of  birth,  stillbirth,  and 
death  certificates  have  been  put  into  use  in 
the  State,  outside  of  New  York  City,  begin- 
ning January  1,  1949.  Local  registrars  of 
vital  statistics  will  provide  all  practicing 
physicians,  hospitals,  and  undertakers  with 
supplies  of  appropriate  forms,  and,  when 
these  are  received,  all  of  the  old  forms  on 
hand  should  be  destroyed. 

The  changes  in  the  content  and  arrange- 
ment of  the  birth  and  stillbirth  certificates 
were  made  largely  to  provide  more  space  for 
some  of  the  entries  and  to  eliminate  sources 
of  ambiguity.  One  item  was  added  (on  the 
face  of  the  stillbirth  and  on  the  reverse  of 
the  birth  certificate)  which  reads  “Was 
mother’s  blood  tested  for  Rh  factor?  Yes 

No If  yes,  was  blood  Rh+ 

Rh- ?” 

The  death  certificate  has  also  been  rear- 
ranged and  some  of  the  phraseology  modi- 
fied for  greater  clarity.  Of  special  importance 
is  the  form  of  medical  certification  repro- 
duced below  (Table  1),  which  was  adopted  by 
the  member  countries  of  the  World  Health 
Organization  at  the  conference  held  in  Paris, 
April  26  to  30,  1948,  and  their  agreement 
upon  a uniform  procedure  for  the  tabulation 
of  deaths  according  to  cause. 

Table  1. — Medical  Certification  of  Cause  of  Death 

I.  Disease  or  Condition  Di-  Interval  Between 

rectly  Leading  to  Death.  Onset  and  Death 

This  does  not  mean  the 
mode  of  dying,  such  as  (a) 
heart  failure,  asthenia, 
etc.  It  means  the  dis- 
ease, injury,  or  compli-  Due 
cation  which  caused  to 
death.  (b) 

Antecedent  Causes 

Diseases  and  conditions,  Due 
if  any,  giving  rise  to  the  to 
above  cause,  stating  the  (c) 
underlying  cause  last. 

II.  Other  significant  condi- 
tions contributing  to 
the  death  but  not  re- 
lated to  the  disease 
or  condition  causing 
death. 


This  conference  also  agreed  on  a uniform 
procedure  for  the  tabulation  of  deaths  ac- 
cording to  cause.  The  problem  of  classifica- 


tion is  simple  when  only  one  cause  is  in- 
volved. However,  in  many  cases  two  or 
more  conditions  contribute  to  the  death.  In 
the  past  the  selection  of  the  “primary” 
cause  was  governed  largely  by  statistical 
rules  which  differed  from  country  to  coun- 
try. The  basic  consideration  from  a stand- 
point of  the  prevention  of  deaths  is,  of  course, 
the  disease  or  condition  which  initiated  the 
chain  of  events  leading  to  death.  In  the 
new  procedure  the  tabulation  of  deaths  will 
be  based,  as  it  should,  on  the  judgment  of 
the  certifying  physician.  When  his  state- 
ments are  entered  in  consistent  and  logical 
order,  the  selection  of  the  underlying  cause 
of  death  will  become  a matter  of  simple  ref- 
erence. 

In  the  past,  the  selection  of  the  primary 
cause  was  governed  largely  by  statistical 
rules.  Since,  however,  from  the  point  of 
view  of  the  prevention  of  deaths,  it  is  basic 
to  determine  the  underlying  cause  which  ini- 
tiated the  trend  of  events  leading  to  death, 
one  should  in  all  logic  depend  upon  the  judg- 
ment of  the  certifying  physician  for  the  an- 
swer, and  it  is  this  procedure  that  will  now 
be  followed.  If  the  physician  enters  a single 
cause  (under  I-a),  then  the  business  of  classi- 
fication is  simple;  if  he  enters  two  or  more 
causes,  then  the  one  entered  last  (under  I-b 
or  I-c)  will  be  considered  as  the  underlying 
cause  and  the  death  ascribed  to  it.  The 
“other  significant  conditions”  given  in  II 
will  be  used  in  connection  with,  but  not  in 
place  of,  the  statements  given  in  I;  they 
may  permit  a refinement  of  a more  general- 
ized statement  of  the  underlying  cause. 

If  every  physician  will  bear  this  fact  in 
mind  and  make  the  entries  in  the  medical 
certification  in  consistent  and  logical  order, 
then  we  may  hope  that  in  the  forthcoming 
years  the  mortality  statistics  more  and  more 
adequately  will  picture  the  bodily  and  men- 
tal ailments  of  the  people  in  terms  of  current 
medical  science  and  current  medical  prac- 
tice. 
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The  President’s  Page 

HAPPY  New  Year  to  every  member  of  the  Medical  Society 
of  the  State  of  New  York!  The  year  1949  can  be  a 
joyous  one  for  anyone  who  carries  in  his  heart  the  seeds  of 
happiness,  good  will,  and  contentment  and  who  nurtures  them 
diligently.  The  medical  profession  should  be  a happy  pro- 
fession, because  it  strives  unceasingly  for  the  relief  of  suffer- 
ing, not  always  as  successfully  as  we  would  wish,  but,  never- 
theless, with  sympathy  and  intelligence.  This  striving  is  a 
privilege  not  accorded  to  all  men,  but  to  a relative  few  who 
are  willing  to  travel  the  long  road  of  learning  and  discipline 
toward  the  goal  of  greater  human  health,  happiness,  and  well- 
being. 

The  medical  profession,  as  it  commences  the  new  year, 
should  find  joy  in  the  realization  of  what  miracles  it  has  ac- 
complished in  the  conquest  of  disease,  and  pray  that,  even 
though  there  is  plenty  yet  to  do,  more  knowledge  and  better 
tools  will  ever  be  added  with  which  to  do  it. 

Although  the  Declaration  of  Independence  guarantees  to 
us  only  the  pursuit  of  happiness,  that  in  itself  is  a tremendous  privilege.  We  have  had  por- 
tions of  happiness  in  our  hands  for  many  years,  still  have  them  in  fact,  and  the  continuing- 
pursuit  of  it  can  well  be  favored  by  the  purposeful  adoption  of  certain  attitudes.  We  are 
happy  to  be  living  in  one  of  the  greatest  countries  on  this  globe — a land  of  plenty,  still  a great 
land  of  opportunity,  and  an  oasis  of  peace  in  a troubled  world. 

The  medical  profession  has  been  privileged,  in  this  free  atmosphere,  to  develop  and  grow 
great  in  its  accomplishments  and  in  its  prestige.  There  are  greater  goals  for  us  still,  and  our 
responsibilities  will  be  ever  greater. 

Our  responsibilities,  our  rewards,  and  our  rights  and  privileges  are  intimately  intertwined. 
Our  responsibilities,  however,  come  mainly  from  within  ourselves,  while  our  rights  and  priv- 
ileges, although  partly  inherent  to  us  as  citizens,  must  come,  in  large  measure,  from  without. 
The  responsibilities  of  the  medical  profession  will  continue  to  be  discharged  in  our  traditional 
manner — by  ever  improving  our  technics,  by  seeking  ever  higher  standards,  educational  as 
well  as  ethical,  to  the  end  that  the  patient,  our  ultimate  object  of  solicitude,  will  have  the 
best  care  in  the  world.  Our  rewards  for  service  should  ever  emanate  from  the  pattern  handed 
down  by  our  forebears  who  did  not  measure  them  by  fine  scales  or  double  entry  bookkeeping. 
Their  adequacy  was  assured  by  giving  always  twenty  ounces  to  the  pound,  and  by  adding 
charity  as  flavoring. 

Our  rights  and  privileges,  coming  as  they  do  from  without,  are  not  ours  alone,  but  belong 
likewise  to  our  patients.  It  is  our  duty  to  protect  these  rights,  not  only  for  ourselves,  but 
for  them,  and  to  fight  for  them  with  all  our  strength,  for  they  are  fundamental  to  freedom, 
and  to  the  preservation  of  the  attitudes  and  ideals  that  have  made  this  country  of  ours  unique 
in  history. 

We  know  that,  as  a result  of  his  education  and  training,  the  doctor  is  psychologically  con- 
ditioned to  heal.  His  greatest  satisfaction  lies  first  and  foremost  in  healing.  The  will  to 
heal  becomes  part  of  him.  On  the  other  hand,  there  is  developed  in  the  patient,  who  has 
freedom,  individual  responsibility,  and  rewards,  the  will  to  get  well.  Bring  these  forces  to- 
gether— the  will  to  heal  and  the  will  to  get  well — and  you  have  the  power  that  has  made 
American  medicine  great. 

Take  away,  under  bureaucratic  supervision  and  control,  the  will  to  heal,  and  take  away 
with  liberty,  the  will  to  get  well,  and  replace  it  with  the  will  to  malinger — and  the  result  is 
government  medicine.  The  latter  would  be  the  ultimate  in  disaster  to  the  patient,  and  it  is 
our  duty  to  bring  this  fact  home  to  him.  We  must  do  our  part  to  prevent  it  happening. 
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The  future  will  disclose  dangers — it  may  be  that  it  is  the  business  of  the  future  to  be  dan- 
gerous. We  must  meet  these  dangers  with  honor  and  integrity.  The  future  will  see  many 
changes  in  the  distribution  of  medical  care.  We  have  had  many — none  of  them  catastro- 
phic. We  must  adapt  ourselves  to  change  whenever  it  is  necessary  for  the  welfare  of  the 
patient.  Narrow  consideration  for  ourselves  will  have  to  be  abandoned  whenever  it  is  best 
for  him.  Conditions  may  change,  but  principles  never. 

We  are  facing  the  new  year,  and,  in  spite  of  all,  we  have  reason  to  be  happy.  Let  us  never 
lose  faith  in  our  patients — in  the  man  in  the  street.  Our  economic  destiny  may  be  in  his 
hands.  I know  he  can  distinguish  between  gold  and  dross.  Our  spiritual  destiny  and  our 
marks  of  quality,  however,  are  in  our  own  hands.  So  let  us  have  a courageous  outlook  as  we 
begin  the  new  year! 

Leo  F.  Simpson,  M.D. 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May 
2, 1949,  in  Buffalo. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
ing on  the  outside  the  same  motto  or  device,  and  containing  the  name  and  address 
of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize, 
it  will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the 
Medical  Society  of  the  State  of  New  York  ‘‘to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1949,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State 
of  New  York,  292  Madison  Avenue,  New  York  17,  New  York. 

Armitage  Whitman,  M.D.,  Chairman 
Committee  on  Prize  Essays 


FACTS  ABOUT  NUTRITION 


Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


A New  Approach  to  the  Rheumatic  Fever  Problem 


At  this  time  of  year,  when  recurrences  of 
rheumatic  fever  begin  to  appear  in  larger 
numbers,  physicians  again  review  what 
measures  may  be  adopted  to  reduce  the  inci- 
dence of  recurrence  of  rheumatic  fever  among 
their  rheumatic  patients.  During  the  last 
decade  hopes  have  been  high  at  times,  only 
to  fall  on  realization  of  the  dangers  of  the 
methods  advocated.  It  is  the  purpose  of  this 
page  again  to  give  hope  to  the  physician 
whose  chief  aim  is  prevention  of  rheumatic 
recurrences,  for  he  knows  that  severe  car- 
diac damage  is  the  result  of  repeated  rheu- 
matic relapses. 

Along  the  road  travelled  in  the  search  for 
the  cause  and  prevention  of  rheumatic  fever 
there  have  been  many  discards,  but  signifi- 
cant milestones  remain.  The  first  of  these 
was  the  fact  that  the  hemolytic  streptococcus 
in  all  likelihood  played  some  part  in  the  de- 
velopment of  the  disease.1’2  This  led  to  at- 
tempts, through  isolation  or  chemotherapy, 
to  prevent  streptococcal  infections  in  pa- 
tients who  had  recovered  from  one  or  more 
attacks  of  rheumatic  infection. 

Beginning  in  1939  another  milestone  was 
passed  when  the  effectiveness  of  prolonged 
sulfonamide  administration  in  preventing  the 
disease  through  control  of  group  A hemolytic 
streptococcal  infections  was  demonstrated.3’4 
However,  the  reports  of  the  toxicity  of  sul- 
fonamide drags,  together  with  the  warning  of 
Rich  of  possible  sensitization  which  could 
result  in  development  of  periarteritis  nodosa, 
dampened  the  enthusiasm  of  many  clinicians 
and  undoubtedly  will  restrain  many  others 
until  the  risks  are  clarified.5’6  In  addition, 
the  demonstration  of  definite  evidence  of  a 
sulfonamide  resistant  strain  of  group  A 
hemolytic  streptococci,  appearing  during 


the  course  of  sulfadiazine  prophylaxis  at  a 
large  naval  training  station,  was  cause  for 
some  loss  of  confidence  in  the  method.7 

Fortunately,  other  milestones  appear  on 
the  road  which  offer  hope  of  replacing  those 
lost  through  the  toxicity  of  sulfonamide 
drugs.  These  are  the  effects  of  environmental 
living  conditions  on  the  course  of  the  disease. 
Taran,  in  a 1941  report,  pointed  out  that, 
many  factors  in  the  living  conditions  were 
important  in  that  they  could  vitiate  the 
improvement  made  during  convalescent 
carditis.8  He  divided  living  conditions  into 
three  groups— (a)  good — where  there  was  an 
adequate  budget,  a well-balanced  diet,  am- 
ple clothing  in  winter,  sensible  maternal 
care,  and  dry  sunny  sleeping  quarters;  ( b ) 
fair — where  two  of  the  above  factors  were 
lacking,  and  (c)  poor — in  which  three  or 
more  factors  were  lacking.  In  a careful  study 
of  recurrence  rates  only  one  eighth  of  group 
(a)  had  recurrences,  one  fifth  of  ( b ),  but  one 
half  of  group  (c).  The  incidence  of  rheu- 
matic recurrence  during  observation  was 
four  times  as  high  in  the  poor  environment 
as  in  the  good  one. 

It  has  long  been  suggested  that  economic, 
sociologic,  and  dietary  factors  are  concerned 
in  some  way  in  the  etiology  and  recurrence 
of  the  disease.  The  above  study  gives  em- 
phasis to  that  point  of  view.  In  1943  an- 
other milestone  was  reached  by  Coburn  and 
Moore  who  gave  positive  evidence  of  the 
relationship  between  adequacy  of  diet  and 
the  susceptibility  of  the  host  to  rheumatic 
fever.9  They  were  of  the  opinion  that  one 
of  three  factors  in  the  genesis  of  the  rheu- 
matic state  is  the  conditioning  of  the  host  by 
a poor  diet.  Coburn  and  Moore’s  specula- 
tions are  based  on  a statistical  comparison 
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of  dietary  intakes  of  50  children,  with  no 
rheumatic  history,  from  a private  school 
located  in  a section  of  the  city  where  there 
was  a high  incidence  of  the  disease,  with 
those  of  40  ambulatory  rheumatic  patients. 
Twenty-five  of  the  latter  children  appear 
“more  susceptible”  because  of  recrudescence 
during  the  two  years  preceding  the  study; 
the  remaining  group  was  labeled  “less  sus- 
ceptible” because  of  no  recrudescence  in 
two  to  ten  years.  They  found  that  defi- 
ciencies in  several  dietary  factors,  notably 
protein,  iron,  vitamin  A,  and  possibly  calcium 
and  riboflavin,  were  related  to  higher  sus- 
ceptibility in  the  host  rather  than  any  single 
dietary  component. 

The  most  recent  work  which  supports  the 
concept  of  Coburn  and  Moore  is  the  contri- 
bution by  Jackson  et  al.  of  Iowa.10  They 
made  a careful  study  of  recurrence  rates  in 
rheumatic  subjects  who  received  special 
advantage  in  diet  and  environmental  care 
but  did  not  receive  sulfonamide  drugs.  In- 
cluded in  the  study  were  266  children  who 
met  the  requirements  of  having  a certified 
diagnosis  of  rheumatic  fever.  Those  patients 
were  instructed  in  the  therapy  prescribed 
by  the  clinic  and  were  under  the  observa- 
tion and  supervision  of  the  clinic  for  some 
time  after  the  disease  had  become  inactive. 

The  age  specific  recurrence  rates  of  the 
Iowa-treated  group  which  had  careful  in- 
struction in  adequate  diet  and  good  environ- 
mental care  shows  a significant  deviation 
from  the  natural  course  of  the  disease.  An 
analysis  of  recurrences  in  relation  to  environ- 
mental care  indicated  that  dietary  care  was 
the  most  significant  protective  factor.  So- 
cial care  showed  some  relationship,  but  no 
correlation  with  economic  resources  was 
obtained. 

Jackson  concluded  that,  if  the  disease  is 
definitely  inactive,  an  excellent  diet  plus 
wholesome  living  conditions  will  practically 
eliminate  the  chances  of  recurrence  with 
carditis,  and  that  sulfonamide  prophylaxis 
is  not  indicated  for  children  recovered  from 
rheumatic  fever  unless  they  have  definite 
valvular  heart  disease  or  cardiac  enlarge- 
ments and  are  forced  to  live  in  an  environ- 
ment which  does  not  provide  a good  diet 
and  at  least  a fair  level  of  general  care. 

The  majority  of  children  studied  were  re- 


ceiving inadequate  diets  at  the  time  they 
developed  the  attack  of  rheumatic  fever 
which  brought  them  under  observation. 
The  degree  of  deficiency  of  the  diet  was  re- 
lated to  the  incidence  and  degree  of  heart 
damage.  The  diet  as  a whole  is  important, 
but  the  most  commonly  deficient  nutrients 
were  protein,  vitamin  D,  thiamin,  and  the 
minerals. 

Jackson  points  out  that  rheumatic  fami- 
lies who  have  been  helped  to  provide  a high 
level  of  environmental  care  for  their  chil- 
dren should  have  fewer  siblings  who  de- 
velop the  disease,  and  that  among  the  next 
generation  of  children  there  should  be  a 
lower  incidence  of  rheumatic  fever. 

This  study  indicates  that  every  effort 
should  be  made  toward  improvement  of  the 
general  living  conditions  of  rheumatic  chil- 
dren. This  involves  a different  concept  of 
prophylaxis  and  calls  for  different  skills. 
It  requires  much  more  time,  knowledge, 
and  patience  to  instruct  a mother  how  to 
care  for  and  feed  her  child  than  to  instruct 
her  in  giving  medication.  Where  formerly 
the  physician  and  his  nurse  or  technician 
could  prescribe  chemotherapy  for  prophy- 
laxis and  observe  patients  for  toxicity, 
planning  for  proper  environmental  care  and 
adequate  diet  for  the  rheumatic  child  calls 
for  additional  personnel.  This  sociologic 
approach  requires  contribution  from  public 
health  nurses,  nutritionists,  and  medical 
social  workers.  The  role  of  the  physician  is 
broadened  further  as  he  becomes  more  con- 
cerned with  education.  His  prestige  is  en- 
hanced through  community  service  and  he 
continues  as  captain  of  the  team  of  workers 
whose  objective  it  is  to  protect  the  rheu- 
matic child.  Medicine  will  do  well  to  pause 
for  thorough  exploration  of  this  recent  mile- 
stone in  rheumatic  fever  control. 
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BACTERIAL  FILTRATES  AND  AUTOGENOUS  VACCINES  IN  THE 
TREATMENT  OF  CHRONIC  SINUS  DISEASE  AND  OTHER 
CHRONIC  RESPIRATORY  AFFECTIONS 

Preliminary  Report 

Hugh  M.  Kinghorn,  M.D.,  George  E.  Wilson,  M.D.,  and  Morris  Dworski,  B.S., 

Saranac  Lake,  New  York 


THERE  are  some  conditions  of  the  respiratory- 
system  which  often  do  not  respond  to  the 
usual  therapeutic  measures,  either  medical  or 
surgical.  We  have  endeavored  to  treat  these 
intractable  conditions  with  a bacterial  filtrate 
and  an  autogenous  vaccine. 

The  diseases  studied  and  treated  by  us  are  as 
follows: 

1.  Chronic  sinus  disease  and  chronic  nasal 
catarrh. 

2.  Patients  with  cough  and  expectoration  still 
present  after  a partially  successful  pneumo- 
thorax treatment  or  thoracoplastic  opera- 
tion. 

3.  Patients  with  pulmonary  tuberculosis  with 
troublesome  cough  and  sputum  and  in 
whom  no  surgical  procedure  could  be  em- 
ployed. 

4.  Bronchiectasis. 

5.  Allergic  bronchitis. 

Technical  Procedures 

Preparation  of  Bacterial  Filtrates  and  Auto- 
genous Vaccines. — Cultures  by  means  of  swabs 
are  taken  from  both  posterior  nares  or  from  the 
sinuses  and  are  grown  as  we  shall  now  describe 
for  the  preparation  of  bacterial  filtrates  and  vac- 
cines from  sputum. 

The  patient  is  instructed  to  have  the  teeth  and 
mouth  as  clean  as  possible.  The  mouth  is  rinsed 
with  sterile  water  before  expectorating.  The 
sputum  should  be  coughed  up  and  not  procured 
simply  by  clearing  the  throat,  that  is,  the  patient 
should  submit  a specimen  of  sputum  which  comes 
from  the  bronchial  tree.  The  morning  specimen 
of  sputum  is  preferable,  and  the  second  or  third 
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expectoration  is  apt  to  be  freer  from  mouth 
contamination  than  the  first.  Sterile  flasks  with 
large  mouths  are  useful  to  receive  the  sputum. 
The  specimens  are  sent  as  soon  as  possible  to  the 
laboratory  and,  if  the  examiner  is  not  there,  are 
put  at  once  into  the  ice  chest.  If  possible,  smears 
from  the  sputum  should  be  made  at  the  bedside 
to  stain  for  spirochetes. 

To  obtain  cultures,  a small  amount  of  selected 
portion  of  sputum  is  washed  in  four  to  six  changes 
of  sterile  0.85  per  cent  sodium  chloride  in  Petri 
dishes.  The  washed  particles  are  streaked  on 
blood  agar  plates  and  on  Sabouraud’s  agar  and 
placed  in  dextrose  broth  and  in  thioglycollate 
broth  for  anaerobes.  The  following  smears  are 
prepared:  Ziehl-Neelsen,  gram,  Fontana,  and  20 
per  cent  potassium  hydroxide  hanging  drop  for 
mycotic  organisms. 

To  obtain  the  discharges  from  the  sinuses  and 
postnasal  spaces,  the  help  of  the  laryngologist  is 
often  necessary.  The  discharges  are  collected  on 
swabs  and  are  handled  as  with  the  sputum,  ex- 
cept that  washing  with  salt  solution  is  omitted. 

At  the  end  of  twenty-four  or  forty-eight  hours 
the  cultures  are  examined.  The  organisms  are 
subcultured  and  identified.  Usually,  all  of  the 
types  of  organisms  grown  are  utilized  in  preparing 
vaccine  and  bacterial  filtrate.  The  following  pro- 
cedure is  employed : 

1.  The  isolated  organisms  in  pure  culture  are 
grown  separately  in  dextrose  broth  flasks  for 
forty-eight  hours  at  37  C. 

2.  The  growth  is  then  centrifuged  for  thirty 
minutes  at  3,000  revolutions. 

3.  The  supernatant  fluids  of  all  cultures  are 
mixed  and  poured  into  flasks  and  saved  for  the 
preparation  of  sterile  bacterial  filtrate. 

4.  Each  bacterial  sediment  is  suspended  in 
salt  solution  (0.85  per  cent)  and  poured  into 
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separate  test  tubes  containing  glass  beads.  The 
tubes  are  sealed  and  shaken  by  a machine  until 
an  even  suspension  is  obtained. 

5.  The  shaken  suspension  is  filtered  through 
a cotton  filter  to  remove  any  clumps. 

6.  The  number  of  organisms  in  each  separate 
shaken  suspension  are  counted  in  the  hemocyto- 
meter  (a  Hauser-Petroff  counting  chamber)  and 
usually  diluted  so  that  each  cubic  milliliter  con- 
tains 40  billion  organisms.  From  these  con- 
centrated suspensions,  further  dilutions  are  made, 
and  the  various  organisms  are  now  mixed. 

7.  The  bottles  are  sealed  and  heated  at  56  C. 
for  one  hour. 

8.  Sterility  tests  are  made  by  adding  sus- 
pension to  dextrose  infusion  broth  and  incubating 
for  forty-eight  hours  at  37  C. 

9.  Finally,  phenol  is  added  to  make  a 0.5 
per  cent  solution. 

Bacterial  Filtrate. — 1.  The  supernatant  fluids 
of  all  cultures  are  mixed  and  are  sterilized  by 
passing  through  a Seitz  bacterial  filter. 

2.  Sterility  tests  are  made  by  incubating  the 
filtered  broths  for  seventy-two  hours. 

3.  If  sterile,  phenol  is  added  to  make  a 0.5 
per  cent  solution  as  a preservative. 

Demonstration  of  Sensitiveness. — To  determine 
whether  the  patient  is  sensitive  to  the  vaccines 
and  bacterial  filtrate  solutions  thus  prepared,  0.05 
cc.  of  vaccine  dilution  containing  200  million 
organisms,  and  0.05  cc.  of  bacterial  filtrate 
solution  are  injected  intracutaneously  into  the 
forearms — vaccine  into  the  right  arm,  and  bac- 
terial filtrate  solution  into  the  left  arm,  and  the 
results  observed  and  recorded  in  five,  ten,  and 
fifteen  minutes,  and  again  at  the  end  of  twenty- 
four  hours.  Two  reactions  may  occur:  an  im- 
mediate reaction  in  the  first  fifteen  minutes, 
characterized  by  a wheal,  often  10  mm.  in  diam- 
eter, surrounded  by  an  area  of  erythema,  often 
30  to  40  mm.  or  more.  This  reaction  is  similar 
to  that  obtained  by  horse  serum  or  white  of  egg 
in  a sensitive  patient.  Measurements  of  the 
wheal  and  of  the  erythema  are  recorded.  These 
reactions  may  fade  within  a few  hours  and  may 
or  may  not  be  followed  by  a secondary  reaction, 
which  resembles  a tuberculin  reaction,  with  a 
swollen  red  area  from  4 to  5 cm.  in  diameter. 
Sometimes  one  reaction  occurs  without  the  other, 
but  either  seems  to  indicate  general  sensitiveness. 
If  there  is  no  wheal  or  erythema  at  any  time 
following  the  test,  the  patient  is  probably  not 
sensitive  to  this  particular  vaccine  or  bacterial 
filtrate  solution,  and  the  vaccine  and  this  bac- 
terial filtrate  solution  will  probably  be  of  no  value 
in  treatment. 


Administration. — It  is  advisable  to  avoid  gen- 
eral reactions  in  the  administration  of  the  vac- 
cines and  bacterial  filtrates.  Therefore,  we  give 
them  intracutaneously  into  the  forearms — vac- 
cine into  one  arm,  and  bacterial  filtrate  into  the 
other — and  with  each  successive  dose  alternate 
from  one  to  the  other  arm.  Fever  reactions  are 
thus  rare.  Marked  and  extensive  hyperemia 
usually  follows  the  injections,  especially  with  the 
bacterial  filtrate  solutions.  The  injections  should 
begin  with  small  doses,  0.05  cc.  of  each  (both  bac- 
terial filtrate  and  vaccine),  and  each  week  the 
doses  can  be  increased  by  0.05  cc.  until  1 cc.  of 
each  preparation  be  reached.  As  mentioned 
above,  the  first  dose  of  0.05  cc.  vaccine  should 
contain  200  million  organisms,  or  approximately 
this  number.  One  should  continue  with  the  bottle 
of  solution  containing  this  dilution  until  1 cc.  be 
reached.  Then  a stronger  dilution  can  be  used. 
We  suggest  the  use  of  a tuberculin  syringe,  Betz 
Number  226,  for  giving  the  injections.  If  a very 
extensive  hyperemia  results,  the  dose  may  be 
repeated  or  reduced.  If  fever  results,  the  dose 
should  be  reduced  to  the  amount  that  failed  to 
produce  fever. 

The  injections  should  be  given  once  a week,  and 
treatment  usually  continues  from  four  to  six 
months.  If  favorable  results  occur,  they  are 
apparent  within  six  months,  and  often  the  im- 
provement may  be  more  or  less  permanent. 
If  the  patient  should  complain  of  headache,  pain 
in  the  back,  or  indefinite  pains  and  aches  follow- 
ing a dose,  even  though  there  is  no  fever,  the 
dose  should  either  be  repeated  or  reduced.  When 
0.5  cc.  of  vaccine  and  bacterial  filtrate  solution 
are  reached,  the  following  injections  should  be 
divided  into  two  amounts,  since  the  skin  may  not 
tolerate  doses  higher  than  this  amount.  We  be- 
lieve that  a better  vaccination  occurs  with  the 
intracutaneous  than  with  the  subcutaneous 
method. 

In  order  to  determine  the  effect  of  the  vaccine 
and  bacterial  filtrate  on  the  amount  of  sputum, 
a careful  sputum  record  should  be  kept.  This 
can  be  recorded  each  day  on  the  chart.  A con- 
venient time  to  measure  the  sputum  is  just  be- 
fore retiring.  An  average  of  the  amounts  of 
twenty-one  days  can  be  made  and  recorded  at 
the  end  of  each  chart  sheet.  The  sputum  can  be 
collected  in  a glass  receptacle  through  the  twenty- 
four  hours,  and  measured  in  a small  2-  or  3- 
ounce  medicine  glass.  The  medicine  glass  should 
be  so  graduated  that  small  amounts  of  sputum, 
y4  or  V 2 dram,  can  be  accurately  measured. 

A complete  physical  examination  should  al- 
ways be  made,  both  on  the  nasal  and  lung  pa- 
tients. X-ray  examinations  should  also  be  made 
on  both  groups. 
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Part  I — Results  of  Treatment  of  Chronic 
Sinus  Diseases  and  Chronic  Nasal  Catarrh 

Preparation  of  Cultures. — Cultures  by  means  of 
swabs  are  taken  from  both  posterior  nares  or  from 
the  sinuses  and  are  grown  as  described  in  the 
preparation  of  cultures  from  sputum. 

Method  of  Treatment. — These  patients  are 
given  their  autogenous  polyvalent  bacterial 
filtrates  and  vaccines  intradermically.  The  bac- 
terial filtrate  solutions  are  also  put  directly  into 
the  sinuses  when  necessary  and  are  always  ap- 
plied directly  on  swabs  into  the  middle  nares  in 
the  following  manner: 

The  bacterial  filtrate  solution  is  applied  to  both 
nostrils  by  fully  saturated  cotton  packs  to  the 
middle  meatus  in  the  region  of  the  hiatus  semilu- 
naris, where  one  finds  the  openings  of  the  antrum, 
the  anterior  ethmoid  cells,  and  the  frontal  sinus. 
Small  packs  are  also  applied  to  the  inferior  and 
middle  meatus.  When  we  wish  to  put  the  bac- 
terial filtrate  solution  into  the  antrum,  we  go 
either  through  the  natural  opening  of  the  antrum 
in  the  middle  meatus  or  puncture  under  the  in- 
ferior turbinate  into  the  antrum.  Selection  of 
method  depends  upon  the  nature  of  the  case. 
In  some  persons  it  is  very  difficult  to  enter  the 
antrum  by  the  natural  route.  In  either  method, 
however,  we  anesthetize  the  region  (under  the 
anterior  end  of  the  middle  turbinate  or  under  the 
inferior  turbinate)  with  10  per  cent  cocaine  solu- 
tion. About  2 cc.  of  the  bacterial  filtrate  solution 
is  put  into  each  antrum.  The  treatments  are 
given  weekly.  Each  treatment  is  followed  by  the 
usual  nasal  oil  sprays. 

The  types  of  cases  treated  with  the  vaccines 
and  bacterial  filtrate  solutions  were  divided  into 
two  groups,  one  the  true  sinus  cases  and  the 
other  called  chronic  nasal  catarrh.  A staphylo- 
coccus was  found  in  all  these  nasal  patients  and 
might  indicate  a causal  relationship  to  the  offend- 
ing infection. 

The  chronic  sinusitis  cases  had  definite  evi- 
dence by  x-ray  examination  of  sinus  disease.  The 
chronic  cases  of  nasal  catarrh  had  no  positive 
evidence  by  x-ray  of  sinus  disease,  but  we  believe 
that  a number  of  them  had  chronic  sinusitis  but 
I1  were  draining  well.  Our  classification  was  based 
i upon  the  presence  or  absence  of  evidence  of  dis- 
I ease  by  x-ray. 

Results. — There  were  24  nasal  cases,  16  with 
sinus  disease  and  eight  with  chronic  nasal  catarrh 
(Table  1).  Of  this  total  number,  21,  or  87.5 
per  cent,  were  either  cured  or  improved.  Three 
patients  (12.5  per  cent)  showed  no  improvement. 

Of  16  sinus  cases,  13  (81.25  per  cent)  were 
either  cured  or  improved;  6 patients,  or  37.5 
per  cent,  were  cured,  and  three  patients  (18.75 
per  cent)  were  not  improved. 


Of  eight  patients  with  chronic  nasal  catarrh,  all 
eight  (100  per  cent)  were  either  improved  or  cured 
while  three,  or  37.5  per  cent,  were  cured. 

One  sinus  patient  with  a Staphylococcus  albus 
became  cured.  Twelve  sinus  patients  with  S. 
aureus  were  either  cured  or  improved,  and  of  these 
five  were  cured. 

All  of  the  patients  with  chronic  nasal  catarrh 
had  S.  aureus. 


TABLE  1. — Summary  of  Treatment  in  Sinus  Disease 
and  Chronic  Nasal  Catarrh 


Number 

Nature  of 

of 

Cured  and 

Not 

Disease 

Cases 

Improved 

Cured 

Improved 

Sinus 

16 

13  (81.25%) 

6 (37.5%) 

3 (18.75%) 

Chronic  nasal 

catarrh 

8 

8 (100%) 

3 (37.5%) 

Total 

24 

21  (87.5%) 

9 (37.5%) 

3 (12.5%) 

Part  II — Results  of  Treatment  of 
Tuberculous  Patients 

It  has  long  been  known  that  secondary  organ- 
isms (mixed  infection)  are  often  present  in  the 
sputum  of  patients  with  pulmonary  tuberculosis, 
especially  in  the  advanced  cases  with  cavity  for- 
mation. It  has  been  thought,  however,  that  this 
secondary  or  mixed  infection  plays  a very  minor 
role,  and  that  it  is  of  little  or  no  importance. 
Dr.  F.  M.  Huntoon  was  one  of  the  first  to  attempt 
to  determine  the  significance  of  this  mixed  in- 
fection from  the  standpoint  of  allergy.1  The 
experience  which  he  gained  over  a period  of  two 
years  showed  (1)  pulmonary  tuberculosis  pa- 
tients are  often  allergic  (skin  sensitive)  to  such 
secondary  organisms.  (2)  Such  allergy  is  some- 
times accompanied  by  cough  and  expectoration 
not  referable  to  the  tuberculous  condition.  (3) 
Desensitization  of  such  patients  is  often  followed 
by  improvement  in  sedimentation  rate,  blood 
count,  and  clinical  condition.  (4)  A group  of 
organisms  often  implicated  in  this  connection  is 
the  Neisseria  gram-negative  cocci,  previously 
overlooked  or  ignored  in  this  connection. 

Of  other  workers  in  this  line  of  research  we 
mention  F.  Maurice  McPhedran,  E.  L.  Lane, 
and  J.  W.  Crossen.2  These  physicians  gave  their 
experiences  covering  a period  of  six  years.  Out 
of  the  280  tuberculous  patients  observed,  not 
less  than  30  per  cent,  including  those  in  all  stages 
of  the  disease,  showed  at  some  time  during  their 
course  an  ability  to  react  to  the  killed  staphylo- 
coccus suspensions  with  unmistakable  benefit, 
both  in  their  symptoms  and  in  their  lesions. 
In  many  of  their  cases  the  use  of  the  killed 
staphylococcus  vaccine  appeared  to  be  the  de- 
ciding factor  in  preventing  death  or  prolonged 
stalemate.  Of  142  cases  under  treatment  in 
1936  to  1938,  staphylococcus  vaccine  had  a 
striking  effect  in  20,  and  in  34  others  the  ad- 
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vantage  gained  was  unmistakable  but  could  not 
be  maintained  long  enough  to  control  the  entire 
course  of  the  disease.  Thus,  in  38  per  cent  of  the 
142  cases  there  was  unmistakable  improvement 
and  in  14  per  cent  a striking  improvement. 

Organisms  Present  in  the  Sputum. — All  of  the 
lung  cases  that  were  studied  showed  a mixed 
infection  and  had  one  or  several  types  of  strepto- 
cocci, except  for  one  patient  who  had  a pneumo- 
coccus and  a gram-negative  bacillus. 

We  are  unable  to  say  that  any  particular 
organism  or  combination  of  organisms  produced 
the  immense  improvement  which  occurred  in 
some  of  these  persons.  All  of  the  patients  with 
pulmonary  tuberculosis  had  far  advanced  disease, 
and  were  not  suitable  for  any  other  form  of  treat- 
ment. Some  of  them  were  seemingly  hopeless, 
and  these  are  included  in  our  results.  Our  cases 
were,  therefore,  not  chosen  ones.  They  were 
given  vaccine  and  bacterial  filtrate  treatment 
because  nothing  else  could  be  done  for  them. 

Eight  of  the  20  patients  suffering  from  far- 
advanced  pulmonary  tuberculosis  had  no  tubercle 
bacilli  in  the  sputum  when  the  vaccines  were  made. 
In  all  of  them,  however,  tubercle  bacilli  had  been 
present  previously.  In  some  of  the  patients  the 
cavities  had  cleaned  out,  and  were  not  shedding 
tubercle  bacilli,  and  the  other  patients  had  lost 
the  tubercle  bacilli  due  to  a partially  successful 
pneumothorax  treatment  or  thoracoplastic  opera- 
tion. 

Follow-up,  One  to  Thirteen  Years  ( Table  2). — 
Of  five  patients  with  far-advanced  pulmonary 
tuberculosis  who  improved  immensely  with  auto- 
genous polyvalent  vaccines  and  bacterial  filtrates, 
four  are  living  and  well  (80  per  cent).  One  other 
patient  is  dead  (20  per  cent).  One  other  patient 
has  improved  immensely  but  is  still  under  treat- 
ment. 


TABLE  2. — Summary  of  Treatment  in  Pulmonary 
Diseases 


Nature  of 
Disease 

Number 

of 

Cases 

Per  Cent 

Improved  Unimproved  Improved 

Bronchiectasis 

1 

0 

1 

Allergic 

bronchitis 

2 

2 

0 

100 

Far-advanced 

pulmonary 

tuberculosis 

20 

6 

14 

30 

This  summary  shows  that  there  was  no  improvement  in 
the  patient  with  bronchiectasis,  that  the  two  patients  with 
allergic  bronchitis  improved,  that  6 of  20  (30  per  cent)  pa- 
tients with  far-advanced  pulmonary  tuberculosis  improved, 
and  that  these  tuberculosis  patients  improved  immensely. 

Of  14  patients  who  did  not  improve  with  this 
treatment,  six  are  living  (42.85  per  cent),  and 
eight  are  dead  (57.1  per  cent). 

Summary 

Autogenous  bacterial  filtrates  and  vaccines 


were  given  to  47  patients  suffering  from  various 
chronic  respiratory  conditions.  Twenty-three  of 
these  patients  had  lung  diseases,  and  24  had 
chronic  nasal  and  accessory  sinus  troubles.  Of 
the  23  lung  diseases,  one  was  bronchiectasis; 
two  were  chronic  allergic  bronchitis,  and  20  were 
far-advanced  pulmonary  tuberculosis.  The  pa- 
tient with  bronchiectasis  did  not  improve;  the 
two  patients  with  chronic  allergic  bronchitis  im- 
proved immensely,  and  six,  or  30  per  cent,  of  the 
20  patients  with  far-advanced  pulmonary  tuber- 
culosis improved  immensely. 

Of  the  16  sinus  cases,  six,  37.5  per  cent,  were 
cured;  13  (81.25  per  cent)  were  improved  or 
cured,  and  three  were  unimproved  (18.75  per 
cent.) 

Of  the  eight  patients  with  chronic  nasal  catarrh, 
eight,  or  100  per  cent,  were  improved,  or  cured 
and  three  were  cured,  37.5  per  cent. 

Of  the  24  sinus  and  nasal  cases,  Staphylococcus 
aureus  was  present  in  all  of  the  patients. 

Discussion 

F.  Howard  Westcott,  M.D.,  New  York  City. — 
I am  in  no  position  to  confirm  or  refute  the  findings 
of  Doctor  Kinghorn’s  report.  In  my  opinion,  the 
work  was  carried  out  in  a truly  scientific  way,  and 
I am  glad  to  accept  his  results  until  the  cases  I am 
studying,  following  his  technic,  indicate  otherwise. 
I would,  therefore,  like  to  confine  my  remarks  to  the 
rationale  of  vaccine-phage-filtrate  therapy  in  these 
upper  respiratory  diseases. 

A bacteriophage  is  a filtrate  containing  a specific 
lytic  substance  and  also  distinct  endo-  and  exotoxic 
antigenic  properties.  This  it  has  in  common  with 
other  simple  filtrates  of  exotoxic  bacteria.  The 
phage  itself  is  filterable  through  bacteria-retaining 
filters,  and  is  considered  by  many  as  a virus  and  by 
others  as  an  inanimate.  We  know  it  can  only  be 
grown  in  living  bacterial  cultures. 

A vaccine  contains  bacterial  proteins  and  tissues 
with  its  endotoxic  antigenic  property.  It  may  also 
retain  some  small  amount  of  exotoxic  substance. 

A toxoid  is  a modified  form  of  exotoxic  filtrate 
and,  therefore,  more  like  a phage  than  like  a vac- 
cine. 

Skin  tests  with  vaccines  are  very  disappointing, 
and  most  allergy  clinics  have  discontinued  their 
routine  use.  Skin  tests  with  phages  have  not  been 
extensively  reported  and  in  my  experience  in  the 
past  ten  years  have  not  been  indicative  of  the  value 
of  phages’  clinical  use.  I found  many  negatives  in 
autogenous  preparations. 

I would  conclude  by  suggesting  that: 

1.  This  technic  be  tried  by  others  for  treat- 
ment of  chronic  recurring  upper  respiratory  dis- 
eases- 

2.  Skin  tests  not  be  used  as  a criterion  of  the 
value  of  any  given  vaccine  or  filtrate  therapy;  and 

3.  End  results  be  the  guide  as  to  their  form  of 
therapy  usefulness. 

Fdmonde  D.  Neer,  M.D.,  New  York  City. — Dr. 
Kinghorn  now  has  made  a definite  contribution  to  a 
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field  intimately  related  to  his  own.  His  long  experi- 
ence at  Trudeau  Sanitarium  has  allowed  him  to  ob- 
serve and  to  evaluate  the  different  kinds  of  treat- 
ment for  tuberculosis. 

In  the  treatment  of  chronic  sinus  disease  of  the 
polypoid  obstructive  type  and  the  suppurative  type, 
little  progress  was  made  until  radical  surgery  was 
employed.  This  was  accomplished  by  the  pioneers 
in  sinus  surgery.  Dr.  John  E.  Mackenty  advocated 
and  taught  these  principles,  and  his  students  have 
followed  them.  It  was  in  the  follow-up  treatment  of 
the  suppurative  operated  cases  that  the  autogenous 
vaccine  found  its  practical  application,  and  good 
results  were  obtained.  In  the  early  cases,  some  men 
employed  the  autogenous  vaccine,  combined  with 
daily  irrigation,  with  great  benefit  to  the  patient. 
Dr.  Mackenty  was  outstanding  because  he  did 
radical  surgery.  He  favored  the  use  of  autogenous 
vaccines  in  the  aftercare,  but  his  thorough  surgery 
was  foundational.  It  is  doubtful  that  he  had  op- 
portunity to  apply  bacteriophage. 

As  already  explained,  the  preparation  of  bacterio- 
phage is  most  meticulous  and  time-consuming.  It 
has  been  used  in  the  liquid  and  dry  form;  the  latter 
was  first  prepared  by  Professor  Sergienko,  but  since 
1937  little  use  has  been  made  of  the  dry  type  owing 
to  the  difficulties  of  preparation.  The  literature 
shows  that  the  application  in  the  liquid  form  has 
been  largely  directed  against  cholera,  typhoid,  para- 
typhoid, dysentery,  tetanus,  and  staphylococcic 
infections.  In  the  treatment  of  wounds  it  has  been 
shown  to  have  great  value  applied  locally  in  wet 
dressings. 

Dr.  Truman  B.  Rice  of  Indiana  University  states: 
“Striking  results  are  reported  in  the  treatment  of 
dysentery,  typhoid  fever,  and  colon  bacillus  infec- 
tion. Whatever  may  be  finally  decided  concerning 
the  above  diseases,  it  is  generally  conceded  that  the 
treatment  of  staphylococcus  lesions,  by  local  ap- 
plication of  antistaphylococcus  bacteriophage  fil- 
trates, is  well  established.”  Professor  Rice  reported  a 
highly  successful  series  of  300  such  cases.  He  be- 
lieves the  bacteriophage  filtrates  are  best  applied 
locally  in  the  form  of  a wet  dressing  or  injected  near 
the  lesion. 

There  has  been  considerable  argument  as  to  the 
manner  in  which  bacteriophage  is  effective  against 


disease.  D’Herelle,  a pioneer  worker,  holds  to  the 
original  view,  that  the  bacteriophage  parasitizes  the 
infecting  organisms  and  in  this  way  brings  the  infec- 
tion to  an  end  by  destroying  the  aggravating  agent. 

Much  has  been  written  on  the  different  theories 
as  to  the  nature  of  bacteriophage,  but  the  literature 
is  limited  on  the  therapeutic  application  of  bacterio- 
phage. This  is  understandable  owing  to  the  long, 
technical  processes  in  its  preparation  and  is  doubt- 
less the  explanation  why  so  few  laboratory  workers 
have  employed  it. 

Dr.  Kinghorn  and  his  coworkers  have  reported 
some  brilliant  results  covering  five  topics;  my 
remarks  are  confined  to  topic  one,  namely,  chronic 
sinus  disease  and  chronic  nasal  catarrh.  They  have 
taken  advantage  of  a technic  not  formerly  employed 
to  my  knowledge,  namely,  combining  autogenous 
vaccine  and  bacteriophage.  A staphylococcus  was 
found  in  all  their  nasal  cases  which  they  mention  as 
a possible  causal  factor  in  the  offending  infection. 

In  their  series  of  22  nasal  cases  (14  chronic  sinus 
and  eight  chronic  nasal  catarrh),  very  impressive 
results  are  tabulated.  A recent  survey  of  the  litera- 
ture shows  nothing  comparable  to  this  research. 

This  report  is  positive  evidence  of  the  role  played 
by  staphylococcus  in  chronic  sinus  and  chronic 
nasal  disease  and  of  the  destructive  action  of  bac- 
teriophage upon  staphylococcus  infections. 

Again  quoting  Rice,  “He  believes  that  bacterio- 
phage filtrates  are  a valuable  addition  to  the  arma- 
mentarium of  the  physician  in  the  treatment  of 
certain  suppurative  lesions,  provided  they  are 
properly  made  and  used.” 

In  summarizing,  special  mention  should  be  made 
of  certain  outstanding  cases  in  Dr.  Kinghorn’s 
series  which  establish  the  merit  of  this  technic. 

There  is  no  doubt  about  these  results;  they  are 
convincing,  and  they  offer  another  valuable  method 
of  treatment  which  is  a challenge  to  workers  in  sinus 
disease  and  nasal  catarrh.  It  must  be  accepted 
that  only  the  be^t  laboratory  facilities  and  the  most 
patient  investigators  can  duplicate  these  results. 
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ADDRESSES  STATE  EXECUTIVES  OF  WOMAN’S  AUXILIARY 


In  an  address  before  state  executives  of  the 
Woman’s  Auxiliary  of  the  American  Medical  Asso- 
ciation in  Chicago  recently,  William  F.  Doscher, 
assistant  director  of  A.M.A.  public  relations,  out- 
lined three  important  PR  objectives  which  face  the 
Woman’s  Auxiliary  in  every  state.  They  are: 

“1.  Know  and  define  the  public  relations  issues 
confronting  your  state  medical  society,  and  relate 
these  issues  to  your  Auxiliary  program  activity. 


“2.  After  consultation  and  agreement  with  your 
state  medical  society’s  advisory  council,  your 
auxiliary  should  choose  its  targets”  for  the  year  and 
follow  through  in  developing  sound  public  relations 
activities. 

“3.  Woman’s  auxiliary  public  relations  is  YOU; 
the  public  relations  program  of  your  state  auxiliary 
is  yourself,  in  the  final  analysis.” — Secretary’s  Letter, 
A.M.A.,  November  8,  1948 


BLOOD  PRESSURE  REACTION  OF  PATIENTS  UNDERGOING  EYE 
OPERATIONS  UNDER  LOCAL  ANESTHESIA 

W.  Guernsey  Frey,  M.D.,  New  York  City 


THE  many  advantages  of  local  anesthesia  in 
ophthalmic  surgery  are  generally  conceded. 
Nevertheless,  the  fear  and  excitement  experi- 
enced by  a patient  undergoing  an  operation  on  the 
eye  while  fully  conscious  may  cause  severe  blood 
pressure  changes,  as  well  as  nervous  reactions.1-4 

A study  was  made  of  the  blood  pressure  re- 
actions of  1 1 1 unselected  patients  undergoing  eye 
surgery  under  local  anesthesia  in  three  New  York 
hospitals,  the  blood  pressure  of  the  individual  at 
rest  being  compared  with  the  reading  taken  while 
the  operation  was  in  progress.  In  the  series,  four 
cases  were  from  St.  Luke’s  Hospital,  18  were  from 
Queens  General  Hospital,  Jamaica,  Long  Island, 
and  all  the  others  were  from  the  Manhattan  Eye, 
Ear  and  Throat  Hospital.  The  patients  were 
operated  on  by  18  different  surgeons,  including 
nine  residents;  the  blood  pressure  readings  were 
made  by  various  interns,  residents,  and  anesthe- 
tists. In  eight  cases,  there  was  a fall  in  systolic 
pressure;  in  95  cases,  a rise.  The  average  rise  in 
systolic  pressure  for  the  entire  series  was  16  mm. 
of  mercury.  The  diastolic  pressures  showed  no 
such  uniformity  of  reaction,  both  increases  and 
falls  being  noted,  with  an  average  rise  of  2.3  mm. 
There  was,  therefore,  an  average  increase  of  pulse 
pressure  of  13.7  mm.  of  mercury.  (The  average 
resting  systolic  blood  pressure  was  145.5  mm.,  and 
the  average  pressure  during  operation  was  161.5 
mm.)  The  average  diastolic  figures  were  86.7  and 
89,  respectively.  The  extreme  rises  were  90  sys- 
tolic and  75  pulse  pressure  (in  different  individu- 
als), and  the  greatest  falls  were  40  systolic  and  10 
pulse  pressure. 

In  the  series  there  were  51  men  and  60  women; 
there  were  representatives  of  the  many  races  and 
nationalities  seen  in  New  York  clinics,  including 
Negroes,  Jews,  Italians,  Russians,  Irish,  Latin 
Americans,  Scandinavians,  and  native-born 
whites.  It  may  be  said  that  neither  sex  nor  race 
was  a factor  in  the  blood  pressure  reactions. 

All  cases  received  preliminary  sedative  medi- 
cation: for  the  intraocular  operations — pheno- 
barbital,  sodium  pentobarbital,  or  codeine  (or 
combinations)  by  mouth;  for  the  extraocular 
operations — pontopan  or  morphine  by  hypoder- 
mic. Codeine,  1 grain,  and  phenobarbital,  3 
grains,  were  given  to  more  than  half  of  the  series, 
including  those  subsequently  showing  the  greatest 
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and  the  least  changes  in  blood  pressure.  In  this 
statistical  study  it  appeared  that  the  preoperative 
medication  played  no  predictable  part  in  influenc- 
ing the  blood  pressure  reactions. 

For  the  patients  with  the  highest  blood  pres- 
sure preoperatively,  either  the  retrobulbar  injec- 
tion was  omitted,  or  it  was  given  without  adrena- 
lin. The  seven  patients  showing  the  highest  rise 
in  systolic  pressure  during  operation  (averaging 
63.4  points)  averaged  sixty  and  seven-tenths 
years  of  age;  of  these  seven,  four  had  retrobulbar 
injections  with  adrenalin,  one  had  a retrobulbar 
injection  without  adrenalin,  and  two  had  no  retro- 
bulbar injection.  The  eight  patients  showing  a 
fall  in  systolic  pressure  during  operation  (averag- 
ing 13.25  points)  averaged  sixty-two  years  of  age; 
of  these,  three  had  retrobulbar  injections  with 
adrenalin.  Here  again  it  was  impossible  to  feel 
that  the  presence  or  absence  of  adrenalin  or  the 
action  of  the  retrobulbar  injection  played  any 
part  in  increasing  the  blood  pressure  during  opera- 
tion. 

The  above  findings  would  also  suggest  that  the 
age  of  the  patient  was  not  a factor,  but  analysis  of 
the  statistics  shows  that  the  31  patients  over 
seventy  years  of  age  (averaging  seventy-five)  did 
show  average  systolic  rises  during  operation  of  21 
points,  this  being  five  points  above  the  average 
for  the  entire  series.  The  average  age  for  the 
series  was  sixty  years. 

Studying  the  figures  further,  we  find  that  for 
the  cataract  cases,  constituting  somewhat  more 
than  half  the  series,  there  was  an  average  increase 
of  systolic  pressure  of  19.9  mm.  and  of  pulse  pres- 
sure of  16  mm.  For  the  other  long  intraocular 
operations  the  averages  were  18.5  and  15.4.  For 
the  short  intraocular  and  the  extraocular  opera- 
tions, the  average  figures  for  systolic  rise  and 
pulse  pressure  rise  were  10.3  mm.  and  6.4  mm., 
respectively. 

We  find,  then,  that  patients  undergoing  eye 
operations  under  local  anesthesia  have  an  average 
rise  in  systolic  blood  pressure  during  operation  of 
16  mm.  of  mercury,  that  the  operations  accom- 
panied by  the  least  average  rise  in  systolic  blood 
pressure  are  the  extraocular  operations  and  the 
short  intraocular  operations,  such  as  iridec- 
tomies, and  that  in  older  patients,  as  might  be  ex- 
pected, blood  pressure  rises  are  greater.  Beyond 
that,  sex,  nationality,  and  resting  blood  pressure 
are  in  themselves  no  indication  as  to  how  the  blood 
pressure  of  a given  individual  will  be  affected 
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by  the  ordeal  of  undergoing  an  eye  operation 
under  local  anesthesia.*  In  anticipating  how  his 
patient  will  react,  the  operator  must  be  guided  by 
his  intuition  and  appraisal  of  the  psychosomatic 
makeup  of  the  individual  as  a whole.6  If  a dan- 
gerous rise  in  blood  pressure  is  apprehended,  the 
surgeon  may  institute  more  energetic  measures  to 
anticipate  it.  These  will  include  larger  doses  of 
sedatives  over  a longer  preoperative  period,  the 
use  of  vasodilators  and  other  drugs  directed  to- 
ward an  immediate  and  transient  lowering  of  the 
blood  pressure,  and  possibly  phlebotomy. 

In  the  series  of  cases  here  reported,  there  was 
no  instance  of  expulsive  hemorrhage,  and  the  one 
case  showing  persistent  and  troublesome  postop- 
erative intraocular  bleeding  showed  no  rise  in 
systolic  pressure  and  only  a ten  point  rise  in  dia- 
stolic pressure  during  operation.  Nevertheless, 
the  danger  of  expulsive  hemorrhage  or  cerebral 
accident  due  to  heightened  systolic  blood  pressure 
is  a risk  which  no  surgeon  contemplates  with 
equanimity. 

Many  studies  have  been  reported  showing  that 
a fall  in  blood  pressure  usually  accompanies  deep 
general  anesthesia.6-8  The  disadvantage  of  gen- 
eral anesthesia  for  eye  surgery  is  principally  the 
liability  to  restlessness  during  the  periods  of  in- 
duction and  recovery.  However,  not  all  the  anes- 
thetic agents  are  equally  productive  of  restless- 
ness. For  eye  operations  under  general  anesthe- 
sia, most  anesthetists  prefer  to  use  either  intra- 
venous anesthesia  or  a combination  of  avertin 
with  nitrous  oxide  or  one  of  the  other  gases.  The 
author’s  own  experience  with  intravenous  anes- 
thesia is  that  it  is  satisfactory  for  all  eye  surgery 
except  cataract  extractions;  for  the  latter,  it  is 
unsatisfactory  because  relaxation  is  generally  not 
sufficient  (even  with  a retrobulbar  injection)  to 
abolish  all  muscular  contraction,  and  there  may 
be  consequent  loss  of  vitreous.  The  most  compe- 
tent anesthetists  feel  that  with  this  anesthetic,  if 
sufficient  is  given  to  induce  complete  muscular  re- 
laxation, the  margin  of  safety  is  too  small. 

Wilmer  in  1930  reported  satisfactory  experi- 
ence with  avertin  by  rectum,  used  either  alone  or 
in  combination  with  other  anesthetics,  for  eye 
surgery.9  In  the  author’s  experience,  avertin  as  a 
basal  anesthetic  induces  unconsciousness  with  a 
minimum  of  restlessness,  and  for  cataract  surgery 
complete  relaxation  is  achieved  by  the  additional 


* Cold  pressor  tests  were  carried  out  on  a series  of  patients 
in  the  Eye  Wards  at  St.  Luke’s  Hospital  in  1943  in  an  attempt 
to  determine  whether  the  results  would  afford  any  criterion 
for  assessing  the  vasolability  of  the  individuals  tested.  It  was 
hoped  that  the  findings  would  give  some  index  of  the  patient’s 
blood  pressure  reactions  on  the  operating  table,  but  the  find- 
ings were  utterly  bizarre,  and  no  correlation  could  be  estab- 
lished with  the  subsequent  systolic  and  pulse  pressure  changes 
occurring  while  the  patients  were  undergoing  eye  surgery 
under  local  anesthesia.  The  tests  were  therefore  discon- 
tinued. 


administration  of  nitrous  oxide  during  the  critical 
stage  of  making  the  section  and  delivering  the 
lens.  Sutures  are,  of  course,  employed,  and  no 
complications  have  resulted  from  the  occasional 
minimal  restlessness  which  may  be  present  during 
recovery.  In  many  patients  the  opium  deriva- 
tives must  be  avoided  because  of  their  not  infre- 
quent tendency  to  cause  excitement  or  nausea. 

Case  Report 

E.  M.,  seventy-six-year-old  man,  was  admitted  to 
Queens  General  Hospital  on  February  15,  1944,  for 
extraction  of  a mature  senile  cataract.  The  patient 
was  an  apparently  healthy,  normally  vigorous,  old 
man  with  blood  pressure  on  admission  of  152/78. 
On  F ebruary  1 6,  he  received  preoperatively  phenobar- 
bital,  2l/2  grains  and  sodium  allurate,  l3/,  grains. 
Four  per  cent  cocaine  was  used  for  conjunctival 
instillation.  He  had  a retrobulbar  injection  of  novo- 
cain with  adrenalin,  the  lids  were  blocked  with  novo- 
cain and  adrenalin,  and  4 mm.  of  4 per  cent  cocaine 
were  injected  subconjunctivally.  The  operation 
was  begun,  but  shortly  after  the  placing  of  sutures 
and  making  the  section,  the  patient  ceased  to  re- 
spond to  directions,  and  breathing  became  labored. 
The  operation  was  completed  rapidly;  the  patient 
was  found  to  be  definitely  unconscious  and  began  to 
manifest  slight  twitchings  of  the  extremities.  The 
blood  pressure  was  220/140.  Sedatives  were  ad- 
ministered intravenously.  Twenty-four  hours  later 
the  temperature  was  104.6  F.,  blood  pressure  130/70; 
there  was  definite  left-sided  muscular  weakness. 
Thirty-nine  hours  after  operation,  the  patient  died. 

This  was  apparently  a cerebral  accident  induced 
by  the  rise  in  blood  pressure  associated  with  an 
eye  operation  under  local  anesthesia.  One  wonders 
whether  this  man  might  not  be  alive  today  had  his 
cataract  extraction  been  performed  under  general 
rather  than  local  anesthesia. 

Discussion 

George  Edgar  Burford,  M.D.,  New  York  City. — 
Doctor  Frey’s  paper  brings  out  the  following  points: 

1.  There  is  a moderate  elevation  of  systolic, 
diastolic,  and  pulse  pressures. 

2.  In  about  6 per  cent  of  patients  there  is  a sharp 
elevation  of  systolic  and  diastolic  pressure. 

3.  Apparently  no  predictable  effect  on  the  blood 
pressure  can  be  correlated  with  such  miscellaneous 
factors  as  age,  race,  sex,  or  the  use  of  retrobulbar 
injections  or  epinephrine. 

Doctor  Frey  suggests  that  a larger  proportion  of 
these  patients  might  do  well  and  that  a selected  few 
would  definitely  be  better  off  operated  upon  under 
general  anesthesia. 

The  elevation  of  systolic,  diastolic,  and  pulse 
pressures  were  not  so  striking  as  might  have  been 
anticipated.  Physiologists  say  that  a change  of  10 
per  cent  is  necessary  in  order  to  indicate  a definite 
trend.  That  is  what  happened  in  this  series. 

The  most  interesting  point  to  me  concerning  these 
studies  was  the  fact  that  slightly  more  than  6 per 
cent  of  these  patients  showed  sharp  elevations  in 
systolic  pressure.  These  averaged  more  than  60 
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mm.  of  mercury.  Such  a reaction  on  the  part  of  the 
patient  must  necessarily  enter  into  the  surgeon’s 
calculations  about  the  success  of  his  operation  and 
even  the  safety  of  his  patient. 

It  is,  of  course,  difficult  to  predetermine  which  one 
is  going  to  show  this  substantial  elevation.  A 
method  of  selecting  these  people  would  be  most 
desirable.  Doctor  Frey  has  brought  out  the  diffi- 
culty of  making  this  selection.  I might  suggest 
that  the  individual  who  is  sure  that  he  cannot  stand 
an  operation  under  local  anesthesia  and  tells  you  so 
should  be  listened  to  carefully  and  frequently 
heeded. 

Another  type  is  the  one  who  already  shows  a 
high,  resting  blood  pressure.  Doctor  Frey  has 
brought  out  that  these  individuals  do  not  necessarily 
show  greater  elevations  of  pressure  during  operation 
than  other  members  of  his  series.  However,  an 
average  elevation  of  pressure  starting  from  a high 
base  may  have  more  serious  consequences. 

It  is  well  to  observe  most  critically  the  patients 
being  operated  upon  for  cataract.  These  are  usually 
the  most  serious  situations.  The  patient  is  likely 
to  be  older,  to  have  more  at  stake,  and,  therefore, 
to  be  apprehensive  and  under  tension.  Many  of 
these  people  could  be  better  handled  under  basal  fol- 
lowed by  general  anesthesia. 

It  seems  worthy  of  comment  that  Doctor  Frey 
found  that  neither  age  nor  the  retrobulbar  injection 
of  adrenalin  produced  any  greater  elevation  in  blood 
pressure  than  was  average  for  the  series.  It  must  be 
remembered,  however,  in  dealing  with  the  more 
elderly  person,  that  the  resting  levels  are  higher  and 
that  the  vascular  system  itself  is  less  able  to  respond 
satisfactorily  to  elevations  in  pressure.  Therefore, 
an  average  rise  of  pressure  in  these  patients  might 
produce  a more  unsatisfactory  result  than  one  oc- 
curring in  younger  individuals. 

It  was  remarkable  to  me  that  the  use  of  adrenalin 
in  a retrobulbar  injection  on  the  average  patient 
caused  no  sharp  rise  in  pressure.  I would  urge  con- 


siderable caution  in  using  this  drug.  We  in  anes- 
thesia have  come  to  think  of  adrenalin  as  a potent 
and  at  times  dangerous  drug.  When  combined  with 
cocaine,  even  in  small  amounts,  it  is  capable  of  pro- 
ducing alarming  cardiovascular  effects.  It  must 
be  remembered  that  what  we  are  dealing  with  is  not 
a group  of  average  patients.  A sharp  elevation  in 
just  one  patient  can  produce  a serious  result.  It 
may  be  significant  that  the  one  patient  in  this  series 
who  had  serious  trouble  did  receive  an  injection  of 
epinephrine. 

When  general  anesthesia  is  to  be  used,  some  form 
of  basal  anesthesia  should  be  first  administered. 
As  blood  pressure  changes  are  one  of  the  paramount 
considerations,  it  is  best  that  the  basal  anesthesia 
be  given  in  the  patient’s  room.  Undoubtedly,  the 
point  at  which  fear  and  excitement  are  at  the  peak 
is  during  the  approach  to  the  operating  room.  This 
trial  is  eliminated  by  the  rapid  induction  of  sleep  in 
the  patient’s  room. 

For  this  purpose  small  doses  of  avertin  are 
probably  best  suited.  In  our  experience  avertin 
practically  always  lowers  blood  pressure  during  the 
preliminary  period  before  operation  and  during  the 
first  part  of  the  operation.  This  effect  with  other 
anesthetics  is  not  as  well  established.  It  is  debat- 
able whether  this  lowering  of  blood  pressure  is  a 
good  thing  under  ordinary  circumstances.  How- 
ever, in  this  instance  it  appears  to  be  a specific 
beneficial  effect. 
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LIFE  INSURANCE  MEDICAL  RESEARCH  FUND 


The  Life  Insurance  Medical  Research  Fund, 
organized  in  1945  by  a group  of  United  States  and 
Canadian  life  insurance  companies,  with  Dr.  Fran- 
cis R.  Dieuaide  as  scientific  director,  has  recently 
issued  its  third  annual  report.  At  the  beginning  of 
1947  the  Fund  was  contributing  to  the  support  of  51 
research  programs  and  19  research  fellows.  During 
the  year  this  number  was  materially  increased. 

Present  studies  in  which  the  Fund  is  interested 
are  directed  mainly  toward  the  problems  of  heart 
disease,  so  important  from  the  actuarial  point  of  view. 


Contributions  by  the  life  insurance  companies  to 
research  into  the  causes  of  premature  death,  repre- 
sent a sound  investment  on  their  part.  Their 
profits  are  increased  by  human  longevity,  and,  con- 
versely, favorable  results  in  the  attainment  of 
longevity  should  have  their  favorable  effect  on 
insurance  premiums.  It  must  still  be  borne  in 
mind,  however,  lest  universal  longevity  be  achieved 
too  rapidly,  that  the  breadth  of  life  may  be 
more  important  than  its  length. — New  England 
Journal  of  Medicine,  October  7,  1948 


RECONSTRUCTION  OF  THE  THUMB 


Walter  C.  Graham,  M.D.,  Santa  Barbara,  California,  and  Daniel  Riordan,  M.D., 
Nashville,  Tennessee 


IT  IS  interesting  to  note  that  of  all  mammals, 
only  the  primates  have  opposable  thumbs.  In 
all  other  groups,  the  thumb  is  either  absent  or 
rudimentary  in  character.  Fingers  may  be  very 
nimble,  but  grasp  is  accomplished  by  opposing 
against  a pad  in  the  palm  of  the  hand.  A very 
definite  advantage  of  a primate  thumb,  particu- 
larly in  man,  is  the  ability  to  grasp  between  the 
the  thumb  and  fingers  in  a position  well  away 
from  the  palm  of  the  hand.  This  single  ability 
tremendously  increases  the  possibility  of  de- 
tailed and  refined  activities.  In  removing  de- 
tailed activities  from  the  palm,  the  thumb  is  as 
important  to  the  hand  as  the  arm  is  in  removing 
the  hand  from  the  body. 

In  a recent  contribution,  Slocum  and  Pratt 
attempted  to  estimate  the  various  functions  of 
parts  of  the  hand.1  They  feel  that  the  thumb  is 
40  per  cent  of  the  entire  hand.  They  arrived  at 
this  figure  by  considering  it  as  50  per  cent  of  the 
ability  to  grasp  and  pinch.  The  value  of  sensa- 
tion to  the  usefulness  of  a hand  is  also  estimated 
at  a total  of  50  per  cent.  It  is  very  evident  that 
a thumb  without  sensation  is  of  extremely  limited 
value.  In  view  of  the  above  values,  when  one  con- 
siders the  possibilities  of  the  various  methods  of 
reconstructing  a thumb,  it  is  obvious  that  a sur- 
geon must  always  have  in  mind  the  sensory 
capacity  of  the  part. 

Ideally,  the  new  thumb  should  have  sensation 
comparable  to  the  other  fingers  of  the  hand; 
naturally  this  includes  the  stereognosis  and  pro- 
prioception. One  must  also  be  able  to  maintain 
the  constructed  thumb  in  a position  of  function. 
This  includes  two  very  essential  details — the 
ability  to  oppose  and  adequate  muscle  control  to 
maintain  the  opposed  position  against  stress. 

There  are  four  methods  of  reconstructing  a 
thumb,  which  depend  upon  conditions  present  in 
the  remaining  portion  of  the  hand.  The  first  and 
simplest  is  that  of  deepening  the  web  between  the 
thumb  and  the  palm  of  the  hand.  This  is  par- 
ticularly useful  in  mangled  hands  where  there  is 
loss  of  the  fingers  and  the  thumb,  or  a tremendous 
shortening  of  the  digits.  A progression  of  the 
above  clefting  is  carried  out  in  phalangization  of 
the  metacarpals.  As  a rule,  only  two  metacar- 
pals  are  phalangized,  and  to  many  hand  surgeons 
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this  seems  adequate.  There  are  cases  reported  in 
which  all  five  metacarpals  have  been  phalangized, 
but  this  seemingly  inhibits  rather  than  promotes 
function. 

The  second,  and  probably  most  frequent 
method  of  restoring  a lost  thumb,  is  that  of  con- 
structing a tube  pedicle  on  the  abdomen  and 
transplanting  it  to  the  site  of  the  proposed  thumb. 
Of  course  the  extensiveness  of  this  procedure  is 
dependent  upon  the  site  of  amputation. 

The  third,  and  rather  popular  but  more  diffi- 
cult method,  is  pollicization  of  the  index  finger  to 
replace  the  missing  thumb. 

The  fourth  method  is  that  of  replacing  the 
thumb  with  a digit  from  the  opposite  hand  or 
with  a toe.  The  above  methods  and  their  indi- 
cations will  be  considered  individually. 

The  most  frequent  total  loss  of  the  thumb  and 
fingers  occurs  in  severe  frostbites.  It  is  less  com- 
monly found  in  congenital  deformities,  severe 
burns,  and  in  severe  crushing  wounds.  A hand  of 
this  type  has  no  more  function  than  that  of  a fore- 
foot of  a dog  or  bear.  These  animals  are  limited 
in  picking  up  and  rolling  objects  between  the 
paws.  In  this  type  of  hand  there  are  excellent 
possibilities  for  producing  a grasping  and  pinching 
member. 

A clefting  operation  between  the  first  and  third 
metacarpals  with  removal  of  the  second  can  be 
performed  and  a skin  flap  with  sensation  turned 
over  the  ratv  areas  where  contact  will  be  made. 
The  advantage  of  this  procedure  compared  to 
split  skin  grafts  in  the  contact  areas  is  readily 
realized,  as  sensation  is  maintained  and  the  skin 
is  much  more  resistant  to  trauma.  A few  sur- 
geons advocate  removing  the  second  and  third 
metacarpals  to  give  a wider  base  to  the  cleft.  As 
the  first  metacarpal  is  considerably  shorter  than 
the  others,  lengthening  it  is  definitely  advanta- 
geous. 

We  have  found  that  a very  convenient  method 
of  lengthening  th6  first  metacarpal  is  to  trans- 
plant the  distal  half  of  the  second  metacarpal  onto 
the  stump  of  the  first.  This  bone  is  allowed  to 
unite  in  moderate  valgus,  thus  placing  the  tip  of 
the  thumb  in  better  position  for  closer  proximity 
to  the  remainder  of  the  hand.  When  the  hand  is 
clefted,  the  intrinsic  muscles  are  kept  with  the 
first  metacarpal  so  that  the  power  of  grasp  will  be 
increased.  The  long  flexor  tendon  of  the  thumb 
is  also  attached  to  the  first  metacarpal  to  increase 
the  abduction  power.  We  have  found  this  pro- 
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cedure  to  be  extremely  gratifying,  and  the  pa- 
tients are  very  pleased  with  the  result. 

In  less  severe  cases  where  a portion  of  the  fin- 
gers remains,  a simpler  procedure  will  suffice  to 
give  a useful  hand.  If  there  is  total  loss  of  the 
thumb  and  loss  of  all  fingers  with  the  exception  of 
the  fifth,  a simple  procedure  such  as  osteotomy  of 
the  fifth  metacarpal  and  rotation  of  the  finger  into 
a position  for  opposition  against  the  stump  of  the 
thumb  will  be  extremely  useful.  This  gives  an 
excellent  position  for  grasping,  and  contact  is 
against  tissue  which  still  maintains  sensation.  In 
less  severe  cases  where  the  ring  and  middle  fingers 
also  remain,  an  osteotomy  of  the  first  meta- 
carpal, bringing  the  stump  of  the  thumb  well  over 
into  the  center  of  the  hand,  will  give  excellent 
contact  for  function. 

There  are  many  interesting  and  well-illustrated 
articles  recommending  the  replacement  of  a miss- 
ing thumb  with  a tube  pedicle  graft  into  winch  a 
bone  graft  is  inserted  for  stability.  The  abdomen 
is  usually  the  source  of  the  pedicle.  Occasionally, 
a case  is  reported  in  which  a compound  flap  is 
utilized.  Generally  a portion  of  the  clavicle  is 
incorporated  in  such  a skin  flap.  One  of  the 
lower  ribs  has  also  been  used  in  this  manner. 
The  most  common  sources  of  bone  grafts  are  the 
ilium,  a portion  of  the  rib,  and  tibia.  The  revas- 
cularization of  tibial  bone  is  extremely  slow,  and 
there  is  a tendency  for  the  bone  to  cause  necrosis 
of  the  flap.  We  feel  that  the  rib  or  ilium  grafts 
are  more  desirable,  as  they  are  more  easily  molded 
to  the  desired  shape  and  position.  The  appear- 
ance of  a reconstructed  thumb  of  this  type  is 
usually  satisfactory.  The  disadvantage  of  this 
procedure  is  the  lack  of  motion  of  the  distal  two 
joints  and  inadequate  muscular  control  to  place 
the  thumb  in  proper  position  for  useful  function. 

There  are  frequent  complications  encountered 
which  include  necrosis  of  the  bone  graft,  sloughing 
of  the  tip  of  the  pedicle,  and  failure  of  sensation  to 
extend  to  the  tip  of  the  thumb.  Of  course  no 
stereognosis  ever  develops,  as  the  special  sense 
organs  are  not  present  in  abdominal  skin. 

The  transplantation  of  digits  from  the  opposite 
hand  has  been  reported  frequently  in  the  Euro- 
pean literature.  Nicoladoni  reported  the  re- 
placement of  a portion  of  a defective  thumb  by 
transplanting  the  second  toe.2  Parin  made  an 
extensive  study  of  digital  transplantation  and  re- 
ported many  cases  of  his  own. 

As  a rule,  the  ring  finger  is  the  one  selected  for 
transplant  to  the  opposite  hand.  We  have  had 
no  experience  with  the  above  procedure,  but 
reports  available  at  present  would  indicate  that  it 
is  not  too  desirable.  The  cases  reported  indicate 
a general  atrophy  of  the  transplanted  digit,  as 
well  as  lack  of  sensation  and  function  in  the 


joints.  Better  function  is  reported  in  toe  trans- 
plants than  in  those  of  the  finger. 

Probably  the  most  desirable  reconstructed 
thumb  is  that  of  a pollicization  of  the  index  fin- 
ger. I doubt  very  much  the  advisability  of 
sacrificing  a normal  index  finger  to  reconstruct  a 
thumb,  but  in  most  cases  where  the  thumb  is  lost 
as  a result  of  injury,  there  will  be  some  damage  to 
the  index  finger  as  well.  As  a rule,  it  is  non- 
functioning as  to  position,  and  transplanting  it  to 
the  thumb  also  relieves  the  limitation  of  the  re- 
maining finger.  The  advantage  of  pollicization 
of  the  index  finger  is  that  the  normal  sensation, 
blood  supply,  and  tendon  and  muscle  function  can 
be  carried  with  the  bone  and  skin  to  the  new  posi- 
tion. A portion  of  the  second  metacarpal  or  the 
stump  of  the  proximal  phalanx  is  transplanted  to 
the  stump  of  the  first  metacarpal. 

It  is  necessary  that  the  finger  be  rotated  almost 
90  degrees  so  that  it  will  be  in  the  proper  position 
for  opposition  against  the  fingers.  The  nerves  of 
the  index  finger  are  well  divided  into  the  base  of 
the  hand  and  allowed  to  assume  a new  position  in 
the  hypothenar  eminence.  It  is  more  desirable 
to  maintain  the  flexor  tendon  of  the  index  finger 
than  to  attach  the  flexors  of  the  thumb  to 
the  transplanted  finger.  The  long  extensors  of 
the  index  finger  are  also  transplanted,  well  to  the 
radial  side  of  the  wrist,  so  that  the  pull  will  be  in 
the  desired  direction  to  allow  abduction  and  oppo- 
sition. In  many  cases  there  will  be  a loss  of  the 
opponens  muscles  of  the  hypothenar  eminence, 
and  an  opponens  operation  will  be  necessary  to 
restore  this  function. 

An  essential  problem  that  is  very  often  over- 
looked or  inadequately  appreciated  is  the  relative 
length  of  the  index  finger  as  compared  with  a 
normal  thumb.  Also  ignored  is  the  fact  that  a 
thumb  is  a two-joint  digit  and  that  three  joints 
in  the  transplant  are  not  only  unnecessary  but 
are  not  desirable.  As  a rule,  the  distal  phalanx 
may  be  sacrificed  so  that  the  finger  can  be  short- 
ened to  the  more  nearly  normal  length  of  the 
thumb.  Another  definite  advantage  in  sacrific- 
ing the  distal  phalanx  is  that  there  is  a change  in 
the  direction  and  an  increase  in  the  width  of  the 
distal  sensory  pulp  so  that  it  more  nearly  com- 
pares with  the  distal  phalanx  of  the  thumb  which 
normally  goes  into  hyperextension  and  thus  in- 
creases the  surface  which  contacts  the  other  fin- 
gers. An  index  finger  cannot  adequately  be 
freed  without  the  use  of  a flap,  usually  abdominal, 
to  form  a web  between  the  new-formed  thumb 
and  the  fingers. 

The  execution  of  rough  and  gross  procedures  is 
the  first  step  in  rehabilitation.  Later  the  gradual 
transition  to  the  finer  and  more  meticulous  types 
of  occupational  therapy  should  be  accomplished. 
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Summary 

Various  methods  and  problems  in  reconstruc- 
tion of  a thumb  are  considered.  The  three  im- 
portant factors  are  maintaining  sensation,  main- 
taining the  ability  to  oppose  the  thumb  against 
the  fingers,  and  having  the  position  of  opposition 
away  from  the  palm  when  possible. 


A satisfactory  substitute  for  a missing  thumb 
can  usually  be  produced  by  one  of  the  above-men- 
tioned procedures. 
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THE  PHYSICIAN  AND  THE  DETECTION  OF 
PRESYMPTOMATIC  CANCER 

Siegfried  W.  Westing,  M.D.,  Brooklyn,  New  York 
(From  the  Brooklyn  Cancer  Institute  and  the  Kings  County  Hospital ) 


THANKS  to  the  educational  activities  of  the 
American  Cancer  Society  the  public  is  gradu- 
ally becoming  aware  of  the  fact  that  cancer  has  a 
much  better  prognosis  if  discovered  before  sub- 
jective symptoms  appear.  Consequently,  with 
increasing  frequency  persons  who  consider  them- 
selves healthy  apply  to  the  physician  for  cancer 
detection.  Compelled  to  take  a stand  in  this 
matter  the  physician  finds  himself  confronted 
with  a number  of  questions.  Which  persons  and 
which  organs  should  be  examined?  How  should 
the  examination  be  conducted?  Which  labora- 
tory tests  and  which  specialized  studies  are  essen- 
tial? At  what  intervals  should  the  examination 
be  repeated?  Who  is  qualified  to  perform  the 
examination?  If,  in  search  for  answers  to  these 
questions,  the  physician  consults  the  current 
medical  literature,  he  will  discover  that  many  of 
the  details  of  the  problems  are  still  in  a contro- 
versial state.  For  instance,  whereas  the  editors 
of  the  Journal  of  the  Medical  Society  of  New  Jersey 
feel  that  cancer  detection  examination  of  ap- 
parently healthy  people  belongs  to  the  general 
practitioner,  a writer  from  New  York  maintains 
that  cancer  detection  in  symptom-free  persons  is 
no  longer  a one  man  job.1,2  Time  will  ultimately 
produce  a definite  solution  of  the  problems. 
Meanwhile,  the  author  submits  his  answers  to 
the  profession  for  consideration. 

Persons  of  any  age  may  harbor  malignancy. 
Science  does  not  possess  a generally  accepted, 
single  test  to  indicate  whether  malignancy  exists 


in  an  individual.  These  two  facts  would  seem  to 
render  it  imperative  to  examine  periodically  every 
organ  of  every  person  from  birth  on  for  signs  of 
beginning  malignancy.  While  such  a program 
would  represent  the  ideal,  it  cannot  be  carried 
out  with  the  physicians’  time  available.  Even  if 
the  search  is  confined  to  the  less  deep-seated 
organs,  to  examine  the  entire  population  of  the 
United  States  once  a year  would  add  to  every 
physician’s  daily  activities  an  average  of  five 
hours  of  strenuous  work.  Examinations  which 
include  every  organ  or  nearly  every  organ  are 
applicable  to  a selected  few  but  are  out  of  the 
question  as  a large-scale  program.  For  any  proj- 
ect that  intends  to  be  or,  at  least,  to  approach  a 
mass  survey,  it  becomes  necessary  to  limit  the 
search  to  the  age  groups  with  a comparatively 
high  incidence  of  malignancy  and  to  those  organs 
where  malignancy  is  frequent,  easily  discoverable, 
and  comparatively  easily  cured. 

Cancer  as  the  cause  of  death  plays  an  impor- 
tant role  in  persons  over  forty  years  only.  The 
initial  stages  of  these  cancers  must  be  detectable 
at  some  time  prior  to  death.  Therefore,  it  seems 
warranted  to  stipulate  that  candidates  for  the 
cancer  detection  examinations  be  thirty-five  years 
and  over.  While  persons  under  thirty-five  years 
will  not  be  refused  (at  one  of  the  detection  clinics 
children  from  one  year  on  are  accepted),  large- 
scale  surveys  of  persons  younger  than  this  must 
be  dispensed  with  as  long  as  physicians’  time  is  a 
factor. 
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Those  of  us  who  have  been  engaged  in  cancer 
detection  work  find  it  expedient  to  combine  the 
search  for  cancer  with  a general  health  check-up, 
taking  into  consideration  chiefly  such  important 
noncancerous  conditions  as  tuberculosis,  syphilis, 
renal-cardiovascular  disease,  and  diabetes.  The 
cancer-detection  examination  thus  becomes  a 
periodic  health  examination  characterized  by  the 
emphasis  placed  on  the  search  for  those  malig- 
nancies which  are  frequent,  easily  detectable, 
and  comparatively  easily  cured. 

The  examination  begins  with  the  taking  of  the 
past  and  family  history.  Although  the  examinee 
considers  himself  symptom-free,  thorough  ques- 
tioning may  elicit  relevant  facts  such  as  change  in 
bowel  movements,  loss  of  weight,  or  loss  of  appet- 
ite. The  person’s  habits  (eating,  sleeping,  intake 
of  stimulants  and  poisons,  including  occupational 
poisons)  are  discussed.  The  weight  of  the  ex- 
aminee is  recorded,  so  that  a change  can  be  dis- 
covered during  subsequent  examinations.  In- 
spection and  palpation  of  skin,  lips,  mouth, 
tongue,  pharynx,  axillae,  supraclavicular  regions, 
neck  (thyroid),  and  inguinal  regions  is  done. 
Blood  pressure  is  measured;  reflexes  are  tested, 
and  percussion  and  auscultation  of  the  chest  are 
performed.  The  rectum  is  examined  digitally, 
while  the  patient  is  standing  or  squatting,  as  a 
much  longer  stretch  of  bowel  can  be  investigated 
in  upright  position.  During  this  examination  in 
a man,  attention  is  paid  to  the  condition  of  the 
prostate.  The  examinee  is  then  placed  on  the  ex- 
amining table  for  the  inspection  and  palpation  of 
the  breasts  and  the  abdomen  (liver,  spleen,  kid- 
neys). Finally,  in  women,  the  pelvic  organs  are 
examined  in  the  customary  position. 

A vaginal  smear  may  be  obtained  and  processed 
according  to  Papanicolaou.3  One  will  keep  in 
mind  that  a negative  Papanicolaou  smear  does 
not  rule  out  genital  cancer  and  that  about  20 
per  cent  of  the  positives  are  false  positives. 4 These 
false  positives  may  create  distress  for  the  exami- 
nee and  embarrassment  for  the  physician.  In  spite 
of  these  shortcomings  the  test  promises  to  be 
accepted  as  a useful  screening  method.  Other 
essential  laboratory  tests  are  urinalysis,  differen- 
tial blood  count,  hemoglobin  determination,  and 
a serum  reaction  for  syphilis.  Examination  of  the 
feces  for  occult  blood  may  yield  valuable  infor- 
mation. It  has  been  pointed  Out,  and  my  ex- 
perience confirms  it,  that  the  preparatory  ab- 
stention from  meat  can  often  be  dispensed  with 
since  most  people  have  a negative  benzidine  test 
even  when  they  are  unprepared.6  A positive 
result  obtained  under  these  circumstances  will, 
of  course,  have  to  be  verified  by  repetition  after 
the  conventional  preparation. 

Up  to  this  point  the  examination  can  be  per- 


formed readily  by  any  well-trained  physician. 
The  question  arises  as  to  which  specialized  studies 
are  indicated . The  organs  covered  thus  far  furnish 
approximately  40  per  cent  of  all  the  fatal  cancers. 
The  application  of  the  laryngoscope  raises  this  per- 
centage to  42.  Fluoroscopic  or  roentgenographic 
chest  study  takes  care  of  organs  which  are  the 
site  of  10  per  cent  of  the  fatal  cancers,  quite  an 
impressive  figure.  However,  in  view  of  the  fact 
that  with  today’s  therapeutic  armamentarium  the 
cure  rate  of  pulmonary  cancer  is  still  low,  the 
roentgen  study  of  the  symptomless  chest  cannot 
be  expected  to  reduce  the  cancer  death  rate  ma- 
terially. Yet  it  will  be  retained  as  a tubercu- 
losis case-finding  method.  Proctosigmoidoscopy 
is  of  great  value  in  any  cancer  detection  proj- 
ect. One  cancer  detection  clinic  reports  that 
five  cancers  and  18  polyps  were  found  procto- 
sigmoidoscopically  among  299  cases  without 
symptoms.4  The  scope  not  only  visualizes  the 
lesions  disclosed  by  the  digital  examination  of  the 
rectum  but  also  extends  the  survey  into  a new 
area  which  contributes  4 per  cent  to  the  number 
of  killing  cancers.  If  a Papanicolaou  smear  is 
taken,  none  but  an  experienced  pathologist  can 
attempt  to  interpret  it. 

Malignancies  of  the  stomach  and  of  the  colon 
beyond  the  reach  of  the  proctosigmoidoscope  are 
decidedly  frequent;  either  of  these  two  groups 
takes  up  about  14  per  cent  of  the  fatal  cancers. 
If  the  recommended  schedule  of  examination  is 
carried  out,  the  only  hints  that  early  malignancy 
may  be  present  in  these  organs  are  the  findings  of 
occult  blood  in  the  feces,  loss  of  weight,  or  ane- 
mia. Some  authors  advocate  a much  more  active 
attitude  in  the  search  for  presymptomatic  gastric 
cancer.  Surgeons,  alarmed  by  the  low  cure  rate 
of  advanced  gastric  cancer— and  most  of  the  gas- 
tric cancers  are  advanced  by  the  time  they  reach 
the  surgeon — have  advised  that  periodically  the 
stomachs  of  symptom-free  persons  of  cancer  age 
undergo  various  examinations,  chiefly  roentgen 
studies.6  7 Others  wish  to  see  this  procedure 
confined  to  men,  since  gastric  cancer  is  more  prev- 
alent among  men  than  among  women.  While  it  is 
usually  easy  for  an  expert  to  recognize  an  ad- 
vanced gastric  cancer  with  the  help  of  x-ray 
methods,  the  problem  of  discovering  an  early 
gastric  malignancy  roentgenologically  is  a de- 
cidedly difficult  one.  An  experienced  roentgen- 
ologist will  have  to  perform  a thorough  fluor- 
oscopy, take  spot  films  with  and  without  graded 
compression  under  fluoroscopic  control,  and 
scrutinize  the  full  series  of  films  taken  with  vary- 
ing amounts  of  opaque  material,  if  he  wishes  to 
accomplish  the  task  with  as  few  false  positives 
and  false  negatives  as  possible.  The  files  of  the 
American  Medical  Association  list  2,589  physi- 
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cians  as  limiting  their  practice  or  giving  special 
attention  to  roentgenology  and  radiology.  If 
one  estimates  that  there  are  5,000  physicians 
qualified  to  perform  the  x-ray  examination  of  the 
stomach,  and  if  every  man  of  cancer  age  would 
undergo  such  an  examination  once  a year,  it  would 
mean  that  23  such  examinations  would  have  to 
be  added  daily  to  the  ordinary  duties  of  the 
roentgenologist.  It  is  obviously  impossible  to 
carry  out  such  a project  on  a scale  anywhere  near 
a mass  survey.  Another  point  to  consider  is  the 
occupational  hazard  which  accompanies  fluor- 
oscopic work.  If  the  roentgenologists  were  ex- 
posed to  such  an  excessive  increase  of  irradiation, 
the  danger  to  their  health  would  be  a factor  not 
to  be  neglected. 

Under  these  circumstances  it  is  understand- 
able that  shortened  procedures  have  been  looked 
for.  St.  John,  Swenson,  and  Harvey  have  per- 
formed the  experiment  of  fluoroscoping  rapidly 
the  stomachs  of  2,432  symptom-free  men  and 
women  over  fifty  years  of  age.8  They  were 
aware  that  their  method  did  not  come  up  to  the 
standards  of  a full-size  roentgen  survey  of  the 
stomach,  and  there  is  no  way  of  knowing  how 
many  cancer  cases  may  have  escaped  detection. 
However,  even  their  rapid  method  discovered 
three  cases  of  malignancy,  unsuspected  before 
the  examination,  later  corroborated  by  more  ex- 
tensive studies  and  finally  proved  by  surgery. 
Two  of  these  three  cases  of  unsuspected  gastric 
malignancy  are  now  without  evidence  of  disease 
over  five  years  after  the  resection.9  In  addi- 
tion to  these  three  cases,  there  were  five  other 
cases  where  fluoroscopy  aroused  suspicion  of 
malignancy.  More  careful  investigation  seemed 
to  bear  out  the  first  impression,  and  resection  dis- 
closed benign  ulcers. 

Dailey  and  Miller  examined  fluoroscopically 
500  men  over  forty-five  years  of  age  with  no  di- 
gestive complaints.10  They  had  to  call  back  29 
of  these  men  for  more  thorough  study.  One  was 
diagnosed  as  gastric  ulcer,  one  as  suspicion  of 
antral  polyp,  and  one  as  marked  antral  deformity. 
Only  the  latter  consented  to  further  study,  and, 
after  the  diagnosis  had  been  verified  by  gas- 
troscopy, received  a subtotal  gastrectomv. 
Nothing  worse  than  a gastritis  was  found. 

One  cannot  remain  unconcerned  about  the 
fact  that  six  persons  had  a partial  stomach  re- 
section for  a symptomless  ulcer  or  gastritis  and 
that  one  of  these  operations  caused  a fatality. 
(One  patient  of  the  first  series  died  on  the  fifth 
postoperative  day  of  pulmonary  embolism.) 
The  literature  reports  many  cases — and  every 
experienced  roentgenologist  can  easily  increase 
the  list — where  an  unnecessary  operation  was 
performed  on  the  strength  of  misinterpreted  x- 


ray  findings.  One  has  to  keep  in  mind  the  short- 
comings of  our  diagnostic  and  surgical  procedures 
when  he  attempts  to  decide  whether  rapid 
fluoroscopy  or  other  short-cut  x-ray  examinations, 
or  any  x-ray  procedures  at  all,  are  advisable  as 
means  of  detecting  gastric  cancer  in  symptom- 
free  persons.  Realizing  that  false  positives  are 
not  at  all  rare  and  that  the  operative  mortality, 
even  in  good  clinics,  is  far  from  zero,  I wish  to 
side  with  those  authors  who  feel  that  x-ray  ex- 
aminations of  the  stomach  have  no  place  in  the 
schedule  to  be  applied  to  the  detection  of  ma- 
lignancy in  symptom-free  persons  on  a mass  sur- 
vey scale.10-12 

Nobody,  to  my  knowledge,  has  proposed  rou- 
tine periodic  colon  x-ray  studies  in  symptom-free 
persons.  Such  an  undertaking  would  be  imprac- 
tical for  the  same  reasons  that  were  stated  in  re- 
gard to  the  stomach.  While  the  importance  of 
digital  and  proctosigmoidoscope  examinations 
was  emphasized  before,  x-ray  study  of  the  symp- 
tom-free colon  must  be  reserved  for  exceptional 
cases. 

It  will  be  noted  that  the  organs  dealt  with  so 
far  contribute  84  per  cent  of  the  fatal  cancers. 
The  remaining  16  per  cent  originates  in  organs, 
such  as  the  central  nervous  system,  esophagus, 
small  intestine,  liver,  pancreas,  urinary  tracts, 
adrenals,  and  bones,  which  are  either  rarely  af- 
fected by  cancer  or  less  readily  accessible  to  diag- 
nostic and  therapeutic  procedures  and,  therefore, 
find  but  little  space  in  the  program  of  presympto- 
matic  cancer  detection. 

Who  should  perform  the  examination  of  symp- 
tom-free persons?  Cancer  detection  clinics  as 
they  are  now  being  organized  in  increasing  num- 
bers are  staffed  and  equipped  to  do  all  that  is 
necessary  in  this  respect.  A report  from  one  of 
these  clinics  reveals  that  six  specialists  and  six 
nonmedical  personnel  are  spending  four  hours 
each  week  to  examine  16  people.2  Those  persons 
over  forty  years  of  age  are  invited  for  a return 
visit  in  six  months,  a policy  essential  for  the  ef- 
fectiveness of  the  project.  If  they  do  return 
every  half  year,  they  will  absorb  all  or  nearly 
all  the  time  of  the  clinic,  and  new  applicants  will 
have  little  chance  to  be  admitted,  once  the  serv- 
ice has  been  in  operation  for  a half  year.  That 
means  the  clinic  will  watch  over  the  health  of 
about  400  people.  This  figure  represents  about 
1/1,300  of  the  cancer  age  population  of  that  com- 
munity. To  provide  the  entire  community  with 
a similar  service,  1,299  more  such  clinics  would 
be  required.  Other  cancer  detection  clinics 
work  with  more  speed,  but  on  the  whole  the 
tendency  in  these  clinics  is  to  examine  each  per- 
son as  thoroughly  as  possible— even  ophthal- 
moscopy is  included,  as  a rule,  despite  the  known 
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rarity  of  ocular  malignancy.  Therefore,  the  ca- 
pacity of  these  clinics  as  they  are  operating  at 
present  is  quite  limited.  New  York  Medicine, 
admitting  that  “almost  any  conceivable  number 
of  cancer  detection  clinics  will  not  be  able  to  meet 
the  public  demand  for  this  service,”  raises  the 
question:  “Should  it  not  be  well,  therefore,  for 
private  physicians  to  undertake  whenever  pos- 
sible a comparable  service  for  their  private  pa- 
tients?”13 A number  of  physicians  have  un- 
doubtedly time  to  spare.  Some  of  these  are 
qualified  and  equipped  to  perform  the  examina- 
tions. Others  may  be  able  to  acquire  the  train- 
ing and  install  the  equipment  needed  for  this 
activity;  and  still  others  will  have  to  arrange  a 
collaboration  with  representatives  of  the  various 
specialties  mentioned  above  in  order  to  supple- 
ment their  own  examinations. 

Concerning  the  frequency  with  which  the  ex- 
aminations should  be  repeated,  various  recom- 
mendations have  been  made  ranging  from  once 
to  four  times  a year.  A larger  number  of  persons 
can  probably  be  accustomed  to  submit  to  such  an 
examination  once  a year  rather  than  several 
times  a year.  Since  the  annual  check-up  has  a 
better  chance  of  appealing  to  the  public,  it  is 
likely  to  be  more  effectual  in  the  long  run.  For 
a few  individuals  (for  instance  cancerophobics 
and  persons  with  an  incriminating  family  his- 
tory) a semiannual  health  check  may  be  indi- 
cated. Should  symptoms  make  their  appearance 
before  the  year  or  half  year  is  up,  the  return  visit 
has  to  take  place  immediately. 

Once  a physician  has  entered  this  new  field  of 
activity,  he  cannot  escape  the  conclusion  that 
what  is  valuable  for  persons  who  request  this 
service  ought  to  be  extended  to  the  entire  group 
of  people  who  depend  on  him  for  medical  care 
and  who  implicitly  expect  and  have  a right  to 
expect  that  he  will  let  them  share  in  the  benefits 
of  the  advances  of  medicine.  A physician  who 
serves  a community  of  a 1,000  people  will  see 
an  average  of  14  succumb  to  cancer  in  the  course 
of  ten  years.  While  many  of  these  deaths  can- 
not be  prevented  with  the  diagnostic  and  thera- 
peutic methods  at  our  disposal,  a considerable 
percentage  of  them  could  either  be  avoided  or  at 
least  postponed  if  a systematic  effort  were  made. 
If  lack  of  time,  training,  equipment  on  the  part 
of  the  physician,  and  lack  of  cooperation  by  his 
community  would  keep  the  physician  from  pro- 
ceeding with  the  full  cancer  detection  schedule, 
he  might  consider  carrying  out  a partial  program. 
Such  a partial  program  would  be  based  chiefly  on 
the  facts  that  cancers  of  the  female  breast  and  of 
the  uterus  constitute  about  25  per  cent  of  all 


fatal  cancers  (male  and  female),  are  compara- 
tively readily  discovered,  and,  when  found  while 
in  an  early  stage,  have  a comparatively  good 
prognosis.  In  this  community  of  1,000  there  are 
at  any  time  200  women  of  cancer  age.  If  these 
200  could  be  induced  to  submit  to  a modified 
cancer  detection  examination  twice  or  at  least  once 
a year,  the  physician's  task  would  be  either  400 
or  200  breast  plus  pelvic  examinations  annually, 
a job  which  may  prove  to  be  within  the  limits  of 
his  time,  capabilities,  and  facilities.  In  this  way, 
he  may  expect  to  save  two  or  three  of  the  14 
doomed.  If,  in  addition,  he  did  oral  and  rectal 
examinations  in  men  and  women,  he  would  be 
carrying  out  a program  which,  although  far 
from  covering  the  entire  field  of  cancer  detec- 
tion, would  have  the  advantages  of  being  ap- 
plicable to  the  masses,  without  burdening  the 
medical  profession  unduly,  and  of  promising 
beneficial  results  of  sufficient  magnitude. 

Summary 

Stimulated  by  the  campaigns  of  the  American 
Cancer  Society,  the  demand  for  cancer  detection 
examinations  of  symptom-free  persons  is  steadily 
increasing.  This  movement  gives  rise  to  a num- 
ber of  questions.  Who  and  what  should  be  ex- 
amined? How  should  the  examination  be  car- 
ried out,  and  which  laboratory  tests  and  special- 
ized studies  are  to  be  performed?  How  often 
should  a person  report  for  such  an  examination? 
Have  private  physicians,  individually  or  in 
groups,  the  time,  the  qualifications,  and  the 
equipment  necessary  to  perform  these  examina- 
tions, or  does  this  work  belong  to  the  cancer 
detection  clinics  exclusively?  Answers  to  these 
questions  are  submitted  to  the  profession  for 
consideration.  The  author  hopes  to  bring  this 
controversial  matter  a little  nearer  to  a practical 
and  generally  acceptable  solution  and  to  assist 
the  private  physician  in  establishing  his  place  in 
this  field  of  activity  so  widely  publicized  of  late. 
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RELIEF  OF  PERIPHERAL  VASCULAR  PAIN  AND  ANGIOSPASM  BY 
INTERLAMINAR  RHIZOTOMY 

Joseph  H.  Siris,  M.D.,  and  Jacob  W.  Kahn,  M.D.,  Brooklyn,  New  York 

{From,  the  Department  of  Neurological  Surgery  and  the  Peripheral  Vascular  Division  of  the  Department  of 
Medicine,  Jewish  Hospital  of  Brooklyn) 


A VARIETY  of  neurosurgical  procedures  is 
available  for  the  relief  of  the  pain  of  periph- 
| eral  vascular  disease.  Unfortunately,  most 
of  these  are  either  not  consistently  successful 
i or  are  of  such  magnitude  as  to  be  undertaken 
S only  in  cases  where  the  pain  factor  is  extreme. 
In  patients  in  whom  vasospasm  is  an  important 
factor  in  the  production  of  pain  or  paresthesia, 
as  in  those  suffering  from  Raynaud’s  disease  or 
causalgia,  interruption  of  the  sympathetic  path- 
ways, chemically  or  surgically,  is  warranted, 
i However,  because  of  the  marked  capacity  for 
! regeneration  in  sympathetic  nerves,  the  long- 
term follow-up  results  are  not  uniformly  good. 

More  recently,  similar  treatment  has  been 
recommended  for  the  pain  of  Buerger’s  disease 
in  patients  in  whom  angiospastic  factors  can  be 
demonstrated  by  reliable  vasomotor  tests,  such 
as  sympathetic  nerve  block  or  spinal  anesthesia. 
While  it  is  true  that  pain  relief  may  be  expected 
to  some  degree  in  such  instances,  there  are  oc- 
casional patients  who,  although  free  of  the  gener- 
alized, radiating  ischemic  pain,  still  continue  to 
suffer  severe  local  pain  at  the  site  of  a gangrenous 
process.  Furthermore,  since  such  interruption 
of  the  sympathetic  pathway  does  not  cure  or 
prevent  the  further  ravages  of  this  recurrent 
disease,  and  since  regeneration  of  sympathetic 
nerves  may  be  expected  over  a period  of  time, 
the  procedure  cannot  be  said  to  be  wholly  satis- 
factory. 

It  has  been  suggested  that  relief  of  peripheral 
vascular  pain  in  the  foot  may  be  achieved  by 
cutting  the  sensory  fibers  to  that  area.  In  our 
experience,  despite  complete  interruption  of  all 
the  known  sensory  nerves  of  the  foot,  intractable 
pain  persisted.  This  suggested  to  us  that  the 
pain  of  peripheral  vascular  disease  may  be  car- 
ried by  autonomic  rather  than  somatic  pain  fib- 
ers. 

Complete  relief  of  peripheral  vascular  pain, 
in  the  foot,  at  least,  can  be  achieved  by  spino- 
thalamic tractotomy,  but  this  is  a procedure  to 
be  undertaken  only  if  the  pain  is  severe  enough 
to  require  amputation  as  the  only  other  alterna- 
tive procedure.  There  appears  to  be  some  evi- 
dence that  this  form  of  cordotomy  may  be  fol- 
lowed by  some  improvement  in  skin  temperature, 
either  as  a result  of  abolishing  a vasoconstrictor 
reflex  evoked  by  pain  or  possibly  by  coincident 


interruption  of  descending  vasoconstrictor  im- 
pulses in  the  cord. 

In  considering  further  the  problem  of  relieving 
intractable  peripheral  vascular  pain,  we  have 
been  impressed  with  the  possibility  of  interrupt- 
ing pain  impulses  from  the  foot  by  the  relatively 
simple  procedure  of  extrathecal  section  of  the 
sensory  fibers  of  the  lower  lumbar  and  first  sacral 
nerves  through  an  interlaminar  approach.  The 
selection  of  particular  roots  to  be  sectioned  de- 
pends on  the  distribution  of  the  patient’s  pain. 
This  operation  as  a possibility  for  relief  of  foot 
pain  secondary  to  peripheral  vascular  disease 
suggested  itself  through  experience  with  the  sur- 
gery of  ruptured  low  lumbar  intervertebral 
disks,  where  it  was  found  that  the  fourth  and 
fifth  lumbar  and  first  sacral  nerves,  the  essential 
sensory  innervation  of  the  foot,  could  be  exposed 
without  laminectomy,  or  minimal  laminar  edge 
trimming.  As  yet,  it  is  too  early  to  assess  the 
merits  of  this  procedure,  the  use  of  which  is  pos- 
tulated not  only  on  the  possibility  of  relieving 
pain  but  also  on  the  possibility  of  abolishing  the 
vasospastic  reflex  evoked  by  pain.  If  subsequent 
experience  with  the  operation  confirms  the  favor- 
able results  obtained  in  the  cases  under  review 
here,  it  may  prove  to  have  a place  in  our  arma- 
mentarium for  the  relief  of  peripheral  vascular 
pain. 

Dermatomic  studies  that  have  resulted  from 
experience  with  radiculitis  secondary  to  herniated 
lumbar  disk  permit  fairly  accurate  determination 
of  the  roots  requiring  section  for  a given  patient’s 
pain.1  Thus,  pain  confined  to  the  great  toe  was 
considered  as  perhaps  relievable  by  section  of 
the  posterior  roots  of  the  fourth  and  fifth  lumbar 
nerves.  Pain  involving  the  more  lateral  toes 
and  lateral  aspect  of  the  foot  was  considered  as 
possibly  requiring  section  of  the  posterior  root 
of  the  first  sacral  nerve. 

To  test  this  hypothesis,  the  following  two  ad- 
vanced cases  of  peripheral  vascular  disease  were 
selected  for  this  type  of  pain-relieving  procedure. 
The  criteria  underlying  their  selection  were  failure 
to  secure  relief  with  more  conservative  measures 
and  the  likely  prospect  of  amputation  as  the  only 
alternative  that  could  be  offered. 

Case  Reports 

Case  1. — J.  K.,  a sixty-year-old  white  man,  a 
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known  sufferer  from  peripheral  vascular  disease  of 
the  lower  extremities  for  two  years,  was  admitted 
to  the  hospital  complaining  of  severe  pain  of  three 
months  duration  in  the  toes  of  the  right  foot.  The 
pain  was  described  as  burning,  originally  precipi- 
tated by  walking  but  subsequently  present  at  rest 
and  becoming  more  severe  on  activity.  It  was  at 
times  so  intense  that  the  patient  was  unable  to 
sleep. 

The  past  history  disclosed  that  the  patient  had 
been  a known  diabetic  for  seventeen  years  and  was 
controlled  by  diet  alone  during  the  past  few  years. 
He  had  been  attending  the  peripheral  vascular 
clinic  for  treatment  for  two  years  prior  to  admis- 
sion. In  1931  and  again  in  1934,  the  patient  had 
suffered  episodes  of  coronary  thrombosis  and  at  the 
time  of  admission  was  the  victim  of  anginal  syn- 
drome on  exertion,  relieved  by  nitroglycerine. 

Examination  disclosed  the  following  significant 
findings:  Blowing  systolic  murmur  in  the  mitral 
area,  nontender  liver  edge  5 cm.  below  the  costal 
margin,  and  bilateral  inguinal  hernia.  The  ex- 
tremities exhibited  cyanotic  rubor  of  the  right  foot,  # 
most  marked  in  the  toes.  Infection  in  the  nerve 
bed  of  the  right  first  toe  was  present.  The  right 
foot  was  colder  than  the  left.  Dorsalis  pedis  and 
posterior  tibial  arterial  pulses  were  not  palpable  on 
either  side.  Oscillometric  studies  and  skin  surface 
temperature  determinations  were  markedly  dim- 
inished below  the  normal  levels  in  both  lower  ex- 
tremities. A spinal  anesthesia  vasomotor  test 
performed  on  March  26,  1947,  showed  evidence  of 
marked  organic  vascular  occlusive  disease  involving 
both  lower  extremities,  more  pronounced  on  the 
right  side.  There  was  no  response  in  temperature 
elevation  on  the  right  side  and  a moderate  response 
on  the  left. 

Fasting  blood  sugar  studies  showed  a level  of  116 
mg.  per  cent.  Urea  nitrogen  was  16.6 _mg.  per  cent. 

On  April  2,  1947,  a right  lumbar  sympathectomy 
with  excision  of  the  second  and  third  lumbar  ganglia 
was  carried  out.  This  procedure  relieved  the 
radiating  pain  in  the  limb,  but  severe  pain  still 
persisted  in  the  right  first  toe  about  the  site  of  a 
gangrenous  process  in  the  ungual  region.  The 
patient  was  discharged  to  the  follow-up  clinic,  but 
because  of  persistence  of  pain  in  the  right  first  toe, 
he  was  re-admitted  to  the  hospital  where  a posterior 
rhizotomy  of  the  right  fourth  and  fifth  lumbar  roots 
was  carried  out  on  May  27,  1947.  Following  opera- 
tion, the  pain  was  of  appreciably  decreased  severity 
but  was  present  at  irregular  intervals  throughout  the 
day. 

When  re-evaluated  in  the  follow-up  clinic  on  June 
17,  1947,  twenty-one  days  after  operation,  the 
patient  was  found  to  be  free  of  the  major  portion 
of  the  pain,  which  prompted  the  operative  proce- 
dure. He  suffered  only  moderate  discomfort  in  the 
offending  toe  and,  for  the  first  time,  was  occa- 
sionally free  of  all  pain.  On  examination  both  feet 
were  found  to  be  ruborous  at  the  distal  plantar  por- 
tions and  toes  on  dependency.  No  pallor  was  pres- 
ent on  elevation  of  either  foot.  The  necrotic  ulcer 
of  the  nail  bed  of  the  right  first  toe  showed  evidence 
of  localization  and  demarcation  and  was  dry. 


Skin  surface  temperature  studies  prior  to  opera- 
tion had  shown  the  toes  of  the  right  foot  to  be  1 to 
1.5  degrees  (F.)  warmer  than  the  corresponding 
areas  on  the  left  toes.  Twenty-one  days  after 
rhizotomy  similar  readings  showed  the  right  toes 
to  be  3 to  4 degrees  warmer  than  the  left.  The 
oscillometric  studies  were  unaltered. 

When  seen  on  July  18,  1947,  the  patient  noted 
that  improvement  was  continuing  and  that  the 
former  pain  in  the  remaining  toes  and  dorsum  of  the 
foot  had  cleared  up  completely.  He  stated  that  he 
slept  six  hours  a night  instead  of  the  former  (pre- 
operative) two.  Apart  from  a very  slight  weakness 
of  dorsiflexion  of  the  right  foot,  no  demonstrable 
limitation  of  motor  power  was  observed.  Sensory 
examination  disclosed  a hypalgesia  of  the  first 
four  toes  of  the  right  foot.  An  interesting  feature 
was  the  fact  that,  although  vibratory  sensibility 
was  disturbed  in  these  toes,  muscle-joint  sense  ap- 
peared to  be  intact. 

On  August  1,  1947,  two  months  after  operation, 
healing  of  the  great  toe  was  noted.  The  patient 
stated  that  his  pain  was  75  per  cent  improved  and 
expressed  himself  as  being  satisfied  with  the  opera- 
tion. 

Case  2. — F.  S.,  a forty-six-year-old  Negro  man, 
was  admitted  to  the  hospital  on  March  21,  1947, 
complaining  of  pain  and  swelling  of  the  toes  of  the 
right  foot  of  four  months  duration.  This  started 
with  pain  and  ulceration  of  the  fifth  toe,  followed 
after  about  two  months  by  similar  involvement  of 
the  first  toe.  The  ulceration  in  the  former  digit 
healed;  that  in  the  latter  persisted,  presumably  be- 
cause of  an  underlying  osteomyelitis,  which  was 
revealed  by  x-ray  study.  For  about  two  months 
prior  to  admission  the  patient  had  been  subject  to 
intermittent  claudication  in  the  right  calf  muscles  on 
walking  half  a block.  At  the  time  of  admission  he 
complained  of  extreme  pain  in  the  first  and  fifth 
toes  of  the  right  foot. 

Of  interest  was  the  fact  that  six  years  previously 
the  patient  first  noted  swelling  and  pain  in  the  first 
toe  of  the  left  foot  which  subsided  after  several 
months. 

Examination  after  admission  disclosed  the  follow- 
ing significant  findings: 

Right  foot — Deeply  ruborous  on  dependency. 
There  was  no  pallor  on  elevation  of  the  extremity. 
The  foot  was  slightly  warm.  Pulsation  was  present 
in  the  femoral  artery  but  not  in  the  dorsalis  pedis  or 
posterior  tibial  vessels.  There  was  marked  edema 
of  the  right  foot,  ankle,  and  lower  leg.  A dry 
gangrenous  plaque  was  present  on  the  plantar  sur- 
face of  the  distal  portion  of  the  first  right  toe,  and 
an  infected  gangrenous  fissure  was  present  at  the 
base  of  the  right  fifth  toe. 

Left  foot — Pulsation  was  present  in  the  femoral 
artery  but  absent  in  the  dorsalis  pedis  and  posterior 
tibial  vessels.  Slight  edema  was  present  in  the  left 
foot  which  was  “icy”  cold  to  touch. 

Oscillometry  showed  asymmetry  between  the  two 
limbs,  the  left  leg  being  affected  more  than  the 
right.  Skin  surface  temperatures  were  slightly 
diminished  in  the  toes  on  the  right  side  and  markedly 
diminished  in  the  left  toes. 
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Paravertebral  sympathetic  block  at  the  first  to 
fourth  lumbar  vertebrae  was  carried  out  on  three 
occasions  with  immediate  temporary  relief  follow- 
ing each  procedure.  Despite  this,  it  was  felt  that  in 
view  of  the  likely  progressive  nature  of  the  disease 
more  than  sympathetic  interruption  would  be  re- 
quired to  effect  permanent  relief  of  the  patient’s 
pain. 

Accordingly,  on  May  1,  1947,  the  posterior  roots 
of  the  fifth  lumbar  and  the  first  sacral  nerves  on  the 
right  side  were  sectioned  under  spinal  anesthesia. 
This  resulted  in  marked  relief  of  the  pain  in  the 
patient’s  toes,  associated  with  hypesthesia  corre- 
sponding to  the  dermatomes  of  the  sectioned  roots. 
There  was  no  evidence  of  foot  drop  or  other  motor 
weakness. 

When  seen  on  May  20,  1947,  it  was  noted  that  the 
patient  could  walk  about  without  pain  and  that, 
while  at  the  previous  study  he  could  not  keep  the 
limb  elevated  for  more  than  two  minutes  without 
severe  anoxic  pain,  he  was  able  to  keep  the  foot 
elevated  for  fully  ten  minutes  without  symptoms 
at  this  examination.  On  dependency,  the  right 
foot  was  found  to  be  ruborous  but  not  cadaveric 
on  elevation,  while  the  left  foot  was  typically  cada- 
veric on  elevation  and  slightly  ruborous  on  de- 
pendency. Oscillometry  was  found  to  be  dimin- 
ished as  compared  with  the  study  made  twenty-two 
days  previously,  which  was  possibly  due  to  the 
progress  of  the  disease  also  seen  on  the  left  side. 
The  skin  temperatures  in  the  right  toes  were  some- 
what higher  than  on  the  left,  while  the  plantar  foot 
and  ankle  temperatures  on  the  right  were  consider- 
ably higher  than  those  at  corresponding  levels  on 
the  left  side. 

He  was  re-admitted  on  July  15,  however,  because 
of  a cerebrospinal  fluid  cyst  at  the  wound  site  and 
pain  along  the  medial  aspect  of  the  right  great  toe, 
corresponding  to  the  fourth  lumbar  dermatome  (the 
root  which  had  not  been  sectioned).  The  cyst  was 
tapped  on  three  occasions,  and  a tight  pressure 
dressing  was  applied.  This  resulted  in  its  disap- 
pearance and  abatement  of  the  pain.  Skin  surface 
temperature  studies  on  July  30,  1947,  showed  a rise 
of  3 degrees  in  the  corresponding  areas  of  the  toes  as 
compared  with  the  preoperative  studies. 

When  seen  in  the  follow-up  clinic  on  August  18, 
1947,  three  months  following  operation,  the  patient 
stated  that  he  was  practically  completely  free  of 
pain  except  for  a slight  degree  at  night.  However, 
he  and  wife  noted  that,  whereas  formerly  he  could 
get  no  more  than  two  hours  of  sleep  a night  be- 
cause of  the  pain,  he  now  slept  the  night  through. 
He  was  able  to  resume  his  work  as  a car  washer  in  a 
garage  without  pain  or  discomfort  in  the  foot. 
The  wound  on  the  plantar  aspect  of  the  right  first 
toe,  which  was  somewhat  slow  in  healing,  however, 
gradually  began  to  granulate  and  gave  the  patient 
no  subjective  symptoms.  He  was  able  to  do  his 
usual  work  with  a small  dressing  on  the  toe. 


Comment 

Reported  herein  are  two  cases  of  intractable 
peripheral  vascular  pain  treated  by  interlaminar 
rhizotomy.  The  background  underlying  the 
evolution  of  this  procedure  is  discussed. 

It  was  felt  that  the  procedure  possibly  spared 
each  of  these  patients  an  amputation. 

The  resultant  subjective  and  objective  hypal- 
gesia  corresponded  to  the  areas  subserved  by  the 
sectioned  roots. 

Misgivings  as  to  the  possibility  of  having  a 
useless  as  well  as  painless  foot  as  a result  of  dam- 
age to  fibers  carrying  impulses  of  position  sense 
were  not  borne  out  by  the  results  obtained.  In- 
terestingly enough,  although  hypalgesia  was  ap- 
preciable, the  impairment  of  position  sense  was 
minimal  and  certainly  not  enough  to  impair  the 
usefulness  of  the  foot.  The  explanation  of  this 
phenomenon  is  difficult  to  find,  but  it  may  be 
postulated  that  the  severance  of  two  adjacent 
posterior  roots,  while  sufficient  to  abolish  pain  in 
the  dermatomes  subserved  by  them,  is  not  suf- 
ficient to  give  a comparable  loss  of  position 
sense,  because  of  “sensory  overlapping”  from 
adjacent  dermatomes. 

Significant  motor  weakness  did  not  result  from 
the  operative  procedure  in  either  of  these  cases 
and  undoubtedly  should  not  if  the  section  is  con- 
fined to  the  posterior  roots. 

It  is  our  belief  that  there  has  been  definite  im- 
provement in  collateral  circulation  because  of  the 
findings  of  no  improvement  in  the  oscillometric 
studies — in  fact,  a diminution  in  oscillometry  iD 
one  case — accompanied  by  definite  increase  in 
skin  surface  temperature  readings  following  the 
procedure  in  both  cases.  That  this  may  not  be 
due  to  a remission,  such  as  occurs  with  Buerger’s 
disease,  is  indicated  by  the  fact  that  the  asso- 
ciated osteomyelitic  process  in  the  second  case 
remained  active  in  the  face  of  absence  of  pain  and 
increased  circulation  to  the  part.  Such  infection 
usually  precipitates  severe  pain  and  angiospasm. 
The  osteomyelitis  subsequently  responded  more 
rapidly  with  the  improved  circulatory  status. 

Therefore,  it  appears  that  relief  of  angiospasm 
in  these  cases,  apart  from  the  associated  relief  of 
pain,  is  attributable  to  abolition  of  the  vasospastic 
reflex  evoked  by  the  pain  factor. 
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EVER  since  it  was  recognized  that  the  main 
feature  of  glaucoma  in  general  was  an  in- 
crease in  intraocular  tension,  efforts  were  directed 
toward  reducing  this  tension.  Mainly,  two 
ways  were  followed  to  accomplish  this.  Due  to 
the  fact  that  drugs  which  create  miosis  proved  to 
reduce  the  intraocular  tension,  pilocarpine  and 
eserine  were  used  for  many  years,  but,  as  our 
knowledge  of  the  mechanism  of  sympathetic  and 
parasympathetic  stimulation  increased,  numerous 
compounds  were  discovered  that  would  have  a 
similar  effect,  the  newest  of  them  being  Furme- 
thide  (furfuryl-trimethyl-ammonium  iodide)  and 
D.F.P.  (di-isopropyl  fluorophosphate).  These 
compounds  are  usually  either  cholin-like  sub- 
stances or  cholinesterase  inhibitors.  On  the  other 
hand,  surgery  attained  a pre-eminent  position  for 
all  cases  where  the  intraocular  tension  could  not 
be  normalized  by  these  drugs.  The  principle  of 
almost  all  the  operations  for  glaucoma  was  to 
establish  some  sort  of  a safety  valve  through 
which  the  intraocular  fluid  could  escape,  which 
would  naturally  reduce  the  intraocular  tension. 
Both  miotics  and  filtering  operations  have  their 
great  merits.  They  have  saved  many  eyes  from 
blindness  and  will  always  play  an  important  role 
in  the  treatment  of  glaucoma.  It  seems  to  me, 
however,  that  research  toward  finding  new  mio- 
tics and  inventing  new  filtrating  operations  has 
led  us,  so  to  speak,  into  a blind  alley.  Some  of  the 
newer  miotics  are  more  powerful  than  pilocarpine 
and  eserine  and  are  able  to  control  some  cases  that 
would  not  be  normalized  by  these  drugs,  but  it 
was  found  that  some  of  them  may,  in  some  in- 
stances, produce  side-effects  that  are  undesirable 
and  even  harmful.  This  applies  to  histamine  and 
D.F.P.  in  particular. 

As  to  surgery,  it  seems  to  me  that  this  must  ap- 
pear to  us  as  a rather  crude  treatment.  The  re- 
search done  during  the  last  few  decades  has 
proved  that  the  regulation  of  the  intraocular  ten- 
sion is  an  extremely  complicated  and  subtle 
mechanism.  Most  glaucoma  operations  are  crip- 
pling injuries  to  the  eye.  They  reduce  the  tension 
drastically  and  may  lead  to  a shallow  chamber  of 
long  or  even  permanent  duration  which  causes 
displacement  of  the  lens  and  cataract.  Cyclodia- 
thermy puncture  is  not  exempt  from  this  criti- 
cism, as  coagulating  the  ciliary  body  is  a severe 
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TABLE  1. — Results  or  Cyclodiathermy  Punctures*  in 
32  Cases  of  Chronic  Simple  Glaucoma  in  Negroes 


Average 

Longest 

Period  of 

Period  of 

Number 

Observation 

Observation 

of 

(Months  after 

(Months  after 

Tension 

Cases 

C.D.P.) 

C.D.P.) 

Normalized 

20 

11.5 

31 

Improved  but  not 

7 

12.8 

32 

normalized 
Not  improved 

5 

14.8 

21 

Total 

32 

* Operations  performed  by  the  resident  staff  of  Duke  Uni- 
versity Hospital. 


injury  to  the  eye.  These  operations  certainly  can- 
not be  the  ultimate  answer  to  the  problem.  Glau- 
coma research  should,  therefore,  reach  out  into 
other  directions  and  tackle  the  problem  from 
other  angles  than  miotics  and  filtering  operations. 

Three  years  ago,  in  a paper  read  in  this  city,  I 
introduced  cyclodiathermy  puncture  for  the  first 
time  as  an  operation  for  chronic  simple  glaucoma. 
Up  to  then,  this  procedure  had  been  reserved  al- 
most exclusively  for  desperate  cases  that  had  re- 
sisted all  other  treatments.  Since  then,  the  resi- 
dent staff  of  Duke  University  Hospital  and  I in 
my  private  patients  at  McPherson  Hospital 
have  used  this  method  extensively  in  almost 
every  kind  of  glaucoma.  Although  we  do  not 
have  enough  cases  in  all  categories  to  provide 
a statistical  basis,  some  general  ideas  about  the 
indications  of  the  cyclodiathermy  puncture  are 
reflected  in  Tables  1 and  2.  In  order  to  keep  any 
personal  factor  from  influencing  the  statistics  I 
present  the  results  of  cases  that  have  not  been 
operated  on  by  me.  As  to  the  first  table,  I should 
say  that  more  cases  have  been  performed,  but 
due  to  the  fact  that  a great  number  of  our  clinic 
patients  live  so  far  away,  many  of  them  would  not 
return  for  observation  after  an  apparently  suc- 
cessful operation.  It  is  our  impression  that  cyclo- 
diathermy puncture  is  at  least  as  good  as  any 
other  operation  in  the  chronic  simple  glaucoma  of 

TABLE  2. — Indication  for  Cyclodiathermy  Puncture 
■ 

A.  As  first  operation 

1.  Chronic  simple  and  chronic  congestive  glaucoma  in 
the  Negro.  To  be  repeated  if  necessary. 

2.  Glaucoma  of  the  aphakic  eye. 

3.  Congenital  glaucoma  (hydrophthalmus). 

4.  Hemorrhagic  glaucoma  (malignant). 

5.  Glaucoma  secondary  to  thrombosis  of  central  retinal 
vein. 

6.  Glaucoma  combined  with  rubeosis  iridis  in  diabetes. 

B.  As  second  operation 

1.  Chronic  simple  and  chronic  congestive  glaucoma  in 
the  white,  after  failure  of  filtering  operation. 

2.  In  all  conditions  mentioned  under  A. 
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the  Negro.  In  fact  we  think  it  is  better,  less 
traumatizing,  and  easier  to  perform.  Even  Iliff, 
who  presented  one  of  the  most  optimistic  statis- 
tics on  the  result  of  filtering  operations  in  the 
Negro,  reports  only  54.2  per  cent  of  the  cases  con- 
trolled.1 As  to  the  second  table,  it  must  be  men- 
tioned that  I have  used  cyclodiathermy  puncture 
as  a first  operation  in  several  cases  of  chronic 
simple  glaucoma  in  white  patients  also.  The  re- 
sults were  similar  to  those  in  the  Negro,  and  no 
untoward  side-effects  were  noted.  Nevertheless, 
having  had  excellent  results  with  the  combined 
iridencleisis-sclerectomy  operation  in  those  cases, 
I did  not  see  sufficient  reason  to  abandon  this 
technic  in  favor  of  cyclodiathermy  puncture. 

It  is  the  purpose  of  this  paper  to  demonstrate 
methods,  other  than  miotics  and  operation,  of  in- 
fluencing the  intraocular  tension.  We  do  not 
pretend  to  have  found  the  ultimate  answer  to 
glaucoma  but  wish  to  report  the  results  of  our 
investigations  with  the  hope  that  they  may  stimu- 
late the  imagination  and  the  efforts  of  others. 

Before  describing  the  details  of  our  work  it  may 
be  appropriate  to  review  briefly  the  factors  that 
might  have  an  influence  on  the  intraocular  ten- 
sion. The  maintenance  and  regulation  of  the 
intraocular  pressure  is  based  on  the  balance  of 
inflow  and  outflow  of  the  intraocular  fluid. 
There  must  be  a central  regulating  mechanism 
which  probably  consists  of  a combined  action  of 
the  autonomous  nervous  system  and  of  hormones. 
The  ideal  treatment  would  be  to  influence  this 
regulating  mechanism  from  a central  point.  The 
complexity  of  symptoms  that  result  from  the  use 
of  drugs  acting  on  the  sympathetic  and  the  para- 
sympathetic system  in  general  makes  it  difficult  to 
restrict  their  effect  to  the  eye  as  desired. 

Disregarding  purely  anatomic  shortcomings 
such  as  are  present,  for  instance,  in  congenital 
glaucoma,  the  blood-aqueous  barrier,  which  sep- 
arates the  blood  plasma  from  the  intraocular 
fluid,  plays  a most  important  role.  Be  it  the  se- 
creting apparatus  of  the  ciliary  body  or  the  capil- 
lary walls  in  general,  the  fluid  has  to  pass  through 
that  barrier  from  the  vascular  system  into  the  eye. 
The  capillary  walls  represent  a semipermeable 
membrane.  Therefore,  an  equilibrium  of  osmotic 
pressure  tends  to  establish  itself  on  either  side  of 
the  membrane.  According  to  Kinsey  and  Grant, 
electrolytes,  secreted  by  the  ciliary  body  in  excess 
of  their  concentration  in  the  blood,  will  make  wa- 
ter pass  through  the  membrane  and  thereby  cre- 
ate intraocular  pressure.  The  excess  pressure 
would  be  disposed  of  by  the  outflow  through 
Schlemm’s  canal.  Any  change  in  osmotic  pres- 
sure on  either  side  of  the  blood-aqueous  barrier 
will  necessarily  affect  the  traffic  of  water  from  one 
side  to  the  other  and  by  that  change  the  intra- 
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Fig.  1.  Increased  concentration  of  electrolytes  in- 
duces water  to  travel  through  capillary  walls  from 
blood  into  eye. 


ocular  pressure  (Fig.  1).  Aside  from  the  strictly 
osmotic  phenomena,  there  is  a traffic  of  water  and 
other  substances  through  the  membrane  that  is 
controlled  by  the  hydrostatic  pressure  and  by  the 
state  of  permeability  of  the  blood-aqueous  bar- 
rier. Therefore,  changes  in  the  permeability  of 
the  membrane  may  also  indirectly  influence  the 
intraocular  tension.  These  three  factors,  the 
autonomic  nervous  system,  the  osmotic  pressure, 
and  the  permeability  of  the  blood  aqueous  bar- 
rier, were  the  object  of  our  experimental  and  clini- 
cal investigations. 

Considerable  work  had  been  done  previously  by 
others  in  order  to  study  the  role  of  the  autonomic 
nervous  system  in  regulating  the  intraocular 
tension.  We  will  be  able  to  mention  only  a few 
attempts  briefly.  Extirpation  of  the  superior 
cervical  sympathetic  ganglion  has  been  done  in 
cases  of  glaucoma.  The  results  were  inconsistent. 
Sympathetic  paralyzers,  like  ergotamine,  were 
used.  Results  were  sporadically  encouraging. 
Undesirable  side-effects  would  limit  their  use. 
Parasympathetic  stimulants,  like  Pacyl,  were 
used  with  some  effect,  but  the  problem  is  far  from 
being  solved.  Therefore,  we  tried  to  gather  some 
additional  information.  Opportunity  for  such  a 
study  presented  itself  in  two  ways.  First,  the 
surgical  treatment  of  certain  cases  of  arterial 
hypertension,  more  widely  practiced  recently, 
made  it  possible  to  observe  the  effect  of  the  re- 
moval of  various  parts  of  the  sympathetic  nerv- 
ous system  on  the  eye  and  on  the  intraocular 
tension  in  particular.  Second,  new  drugs  acting  on 
the  sympathetic  and  parasympathetic  system 
were  made  available.  Our  investigation  is  still  in 
the  experimental  stage,  but  some  interesting  facts 
have  already  been  gathered. 

Unilateral  or  bilateral  lumbodorsal  sympathec- 
tomy would  not  have  any  significant  effect  on 
either  the  size  of  the  pupil  or  the  intraocular  ten- 
sion. Bilateral,  total,  transthoracic  sympathec- 


60 


FREDERICK  W.  STOCKER 


[N.  Y.  State  J.  M. 


tomy  would  result  in  a moderate  lowering  of  the 
intraocular  tension  between  3 to  7 mm.  Hg.  ob- 
served over  a period  of  three  months  after  the 
operation.  Horner’s  symptom  complex  would  re- 
sult on  one  side  but  not  on  the  other.  In  another 
case,  the  same  operation  would  not  have  any 
marked  influence  on  the  intraocular  tension  but 
would  result  in  a low-grade  bilateral  miosis  with- 
out enophthalmus.  We  do  not  know  yet  what 
brings  about  the  different  reaction  to  the  same 
type  of  operation. 

Tetraethyl-ammonium-chloride  (Etamon)  is 
known  to  have  a paralyzing  effect  on  both  the 
sympathetic  and  parasympathetic  nervous  sys- 
tems. A nice  illustration  of  this  fact  could  be 
seen  in  Dr.  Hendrix’s  case,  observed  at 
Duke  Hospital,  of  unilateral  Horner’s  symptom 
complex  of  unknown  origin.  After  intravenous 
administration  of  Etamon  the  small  Horner  pupil 
enlarged  some  and  was  brought  to  the  same  size 
as  the  moderately  dilated  pupil  of  the  normal  side 
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Fig.  2.  In  this  case  rice  diet  had  little  effect  on 
blood  pressure  but  was  followed  by  marked  reduc- 
tion of  intraocular  tension. 


as  both  sphincter  and  dilator  became  paralyzed 
on  both  sides.  Etamon  also  reduces  the  blood 
pressure  temporarily.  In  a case  with  occlusion  of 
the  central  retinal  artery  we  obtained  a transitory 
reduction  of  the  intraocular  tension  from  19  to 
11  and  22  to  13  mm.  Hg.,  respectively.  It  is  pos- 
sible that  this  observation  might  lead  us  to  a new 
treatment  of  acute  glaucoma.  Studies,  with  a 
somewhat  similar  substance,  Priscol,  are  also 
being  done,  but  it  is  still  too  early  to  report  any 
practical  results. 

Attempts  to  influence  the  intraocular  tension 
by  drastically  altering  the  composition  of  the 
blood  serum  have  been  successful  in  cases  of  acute 
glaucoma  for  a long  time.  By  injecting  hyper- 
tonic solutions  of  salt  or  glucose  intravenously,  the 
osmotic  pressure  of  the  blood  can  be  raised. 
Water  will  flow  from  the  tissue  into  the  blood. 
The  eyeball,  by  losing  part  of  its  water  content, 
may  become  softer.  Such  drastic  measures  are 
obviously  not  applicable  to  chronic  simple  glau- 
coma. Having  witnessed  the  dramatic  results  of 
a strict  rice  diet  given  by  Kempner  at  Duke  Hos- 
pital in  certain  cases  of  cardiovascular-renal  dis- 
ease, we  investigated  what  influence  such  a diet 
would  have  on  the  intraocular  tension.  In  12 
cases  of  general  hypertension  not  suffering  from 
glaucoma,  the  intraocular  tension  was  taken  be- 
fore and  after  the  rice  diet  was  instituted.  All  of 
them  showed  a marked  reduction  of  the  intra- 
ocular tension  to  a variable  degree.  Reductions 
from  5 to  7 mm.  over  long  periods  were  not  un- 
common. Most  of  the  cases  also  reacted  with  a 
lowering  of  the  systolic  and  diastolic  blood  pres- 


sure. However,  there  was  no  definite  parallelism 
between  the  drop  of  tension  in  the  two  systems. 
Some  cases  that  responded  with  a marked  lower- 
ing of  blood  pressure  had  only  moderately  re- 
duced intraocular  pressure,  whereas  cases  with  a 
relatively  poor  response  of  the  blood  pressure 
would  show  a considerably  lower  intraocular 
pressure.  Control  cases,  which  had  been  treated 
for  arterial  hypertension  but  which  had  not  re- 
ceived the  rice  diet,  showed  a marked  reduction  in 
blood  pressure  but  practically  no  lowering  of  the 
intraocular  tension  (Figs.  2 and  3).* 

The  explanation  of  the  phenomenon  of  the  re- 
duction in  intraocular  tension  by  the  rice  diet  is 
still  hypothetical.  For  a while  we  thought  that  a 
relative  depletion  in  chlorides  of  the  tissues, 
brought  about  by  the  low  chloride  rice  diet,  might 
have  something  to  do  with  it,  but,  recently,  we 
are  more  inclined  to  attribute  the  drop  in  tension 
to  a possible  reduction  in  the  secretion  of  sodium 
by  the  ciliary  body.  This  would  be  in  line  with 
the  changes  taking  place  in  the  kidney.  There 
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Fig.  3.  This  case  was  not  on  rice  diet.  Reduc- 
tion of  blood  pressure  had  no  effect  on  intraocular 
tension. 


we  do  not  have  a process  of  secretion  where  the 
sodium  is  concerned  but  rather  one  of  reabsorp- 
tion of  sodium  in  the  tubules,  which  is  diminished 
following  the  use  of  the  rice  diet.  Whatever  the 
explanation  may  be,  however,  the  fact  exists  that 
the  intraocular  tension  may  be  influenced  by 
dietary  measures  under  certain  circumstances. 
Whether  the  rice  diet  will  prove  to  be  of  value  in 
the  treatment  of  glaucoma  is  not  yet  ascertained. 
We  are  just  beginning  to  try  it  out  in  cases  of  pri- 
mary glaucoma. 

The  studies  of  the  influence  of  permeability  of 
the  blood-aqueous  barrier  on  the  intraocular  ten- 
sion have  carried  us  somewhat  farther  than  the 
ones  on  the  autonomic  nervous  system  and  die- 
tary problems.  These  studies  have  passed  the 
experimental  stage,  and  a new  treatment  of  glau- 
coma adjuvant  to  the  treatment  with  miotics  can 
be  devised.  In  order  to  describe  our  work  in  this 
field,  we  have  to  go  back  to  the  miotics  and  their 
effects  on  the  eye. 


The  current  explanation  of  the  reduction  of 
intraocular  tension  by  miotics  may  be  summa- 
rized as  follows: 

1.  Contraction  of  the  pupil  and  the  ciliary 
muscle  pulling  on  the  scleral  spur  will  widen  the 
chamber  angle  and  facilitate  the  escape  of  fluid 
into  Schlemm’s  canal. 

2.  Dilation  of  the  smaller  blood  vessels  to  a 
various  degree  promotes  absorption  of  fluid 
through  the  choroidal  venous  plexus,  while  the 
arterial  supply  of  the  ciliary  body  is  supposed  to 
be  reduced  by  compression  of  the  smaller  arteries 
in  that  area,  due  to  the  contraction  of  the  ciliary 
muscle. 

Besides  these  two  main  effects,  an  important 
side-effect  of  miotics,  the  increase  in  permeability 
of  the  blood-aqueous  barrier,  has  been  demon- 
strated by  various  observers.  I could  confirm 
these  observations  using  the  electrophotofluoro- 
metric  method.2 

The  influence  of  this  side-effect,  the  increase  in 
permeability  of  the  blood-aqueous  barrier  on  the 
intraocular  tension,  has  not  yet  been  clearly  es- 
tablished. Von  Sallman  and  Dillion,  explaining 
the  rise  of  tension  following  the  administration  of 
di-isopropyl  fluorophosphate  in  some  of  their  ex- 
perimental animals,  attribute  this  rise  to  the  in- 
creased permeability  of  the  blood-aqueous  bar- 
rier.3 From  clinical  experience  I am  inclined  to  be- 
lieve that  increased  permeability  may  be  followed 
by  either  lowering  or  raising  the  intraocular  pres- 
sure. It  is  not  quite  clear,  though,  why  in  some 
cases  the  one  occurs  and  in  some  the  other.  It 
seems,  however,  that  the  occasional  rise  of  tension, 
observed  clinically  after  the  administration  of  a 
miotic,  could  be  explained  on  this  basis.  The  ten- 
sion-reducing component  of  contracting  the  pupil 
and  the  ciliary  muscle  may  become  partly  or  to- 
tally offset  by  the  side-effect  of  increasing  the 
permeability  of  the  blood-aqueous  barrier.  In 
cases  where  the  outflow  of  fluid  is  still  fairly  well 
maintained,  the  tension  will  still  be  reduced  by 
the  miotic.  In  some  cases  where  the  outflow  is 
very  much  reduced,  the  increase  in  permeability 
of  the  blood-aqueous  barrier  might  lead  to  a rise 
of  intraocular  tension.  On  the  other  hand,  if  the 
increase  in  permeability  could  be  prevented  or  re- 
duced, the  tension-reducing  action  of  the  miotic 
might  be  enhanced. 

This  reasoning  was  the  basis  of  animal  experi- 
ments and  clinical  studies.  It  is  now  well  known 
that  certain  glucosides  belonging  to  the  flavonol 
group  have  a definite  influence  on  the  permea- 
bility and  the  fragility  of  the  capillaries.  The 
first  substance  of  this  kind  was  discovered  by 
Szent-Gyorgi  and  his  coworkers.4  It  was  extracted 
from  lemon  and  called  citrin  or  Vitamin  P 
(P  stands  for  permeability).  In  our  experiments, 
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TABLE  3. — Base-Peak  Tension  of  26  Eyes  with  Glau- 
coma Simplex  Before  and  After  Adjuvant  Rutin 
Therapy 


Case 

Tension  in 
Mm.  Hg. 
(Schioetz) 
Before 
Rutin 
Low  High 

Tension  in 
Mm.  Hg. 
(Schioetz)' 
After 
Rutin 
Low  High 

Period  of 
Observa- 
tion 
After 
Rutin 
Months 

Remarks 

1 

19 

29 

25 

27 

6 

Not  improved 

2 

38 

45 

28 

35 

17 

Improved 

3 

38 

40 

32 

38 

ll/s 

Not  improved 

4 

20 

30 

19 

23 

9 

(surgery) 

Improved 

5 

20 

30 

20 

25 

9 

improved 

6 

32 

35 

29 

35 

5 

Not  improved 

7 

17 

18 

14 

19 

15 

Controlled  be- 

8 

22 

28 

19 

25 

10 

fore  and  af- 
ter rutin 
Questionable 

t» 

30 

30 

19 

22 

28 

Improved 

10 

25 

30 

19 

25 

28 

Improved 

11 

27 

32 

24 

38 

8 

Not  improved 

12 

25 

38 

23 

29 

8 

Improved 

13 

17 

30 

17 

20 

7 

Improved 

14 

25 

28 

16 

17 

6 

Improved 

15 

35 

38 

17 

19 

6 

Improved 

16 

26 

30 

22 

27 

6 

Questionable 

17 

26 

26 

26 

29 

6 

Not  improved 

18 

23 

30 

19 

23 

4 

Improved 

19 

18 

31 

19 

25 

12 

Improved 

20 

17 

30 

20 

23 

12 

Improved 

21 

19 

30 

21 

25 

3 

Improved 

22 

21 

40 

20 

23 

3 

Improved 

23 

22 

30 

18 

22 

10 

Improved 

24 

• 18 

28 

15 

17 

10 

Improved 

25 

20 

40 

21 

36 

6 

Questionable' 

26 

20 

35 

21 

26 

6 

Improved 

rutin  (C27H30O1G3H2O)  was  used.  This  substance 
was  isolated  first  from  cured  tobacco  by  the  East- 
ern Regional  Research  Laboratory,  United  States 
Department  of  Agriculture,  later  from  buckwheat 
and  now  is  commercially  produced. 

The  experiments  with  rabbits  had  shown  that 
no  influence  on  the  permeability  of  the  blood- 
aqueous  barrier  could  be  observed  after  the  ani- 
mals had  been  fed  20  mg.  of  rutin  per  day  for 
three  weeks.  If  an  animal  prepared  in  this  way 
received  one  drop  of  V2  per  cent  eserine  three 
times  a day  for  two  days,  the  permeability  of  the 
blood-aqueous  barrier  to  fluorescein  was  increased 
some,  but  in  a control  animal,  which  had  not  re- 
ceived rutin,  "the  same  treatment  with  eserine 
was  followed  by  a much  more  pronounced  in- 
crease in  permeability. 

The  clinical  experiments  were  arranged  in  the 
following  way.*  From  a larger  group  of  patients 
with  various  types  of  primary  and  secondary  glau- 
coma that  had  received  rutin,  a group  of  26  eyes 
with  uncomplicated  primary  glaucoma  in  15  pa- 
tients was  selected  for  final  consideration.  The 
same  kind  of  miotic  was  used  during  the  whole 
period  of  observation.  A number  of  cases  had  to 
be  excluded  because  the  follow-up  was  not  satis- 
factory, various  miotics  had  been  used,  or  the 
length  of  time  under  observation  had  not  been 
sufficient.  Otherwise,  the  cases  were  unselected. 
The  tension  was  taken  regularly  for  a variable 
period  of  time  and  as  much  as  possible  at  the  same 


* Complete  report  to  be  published  in  Archives  of  Oph- 
thalmology. 


time  of  the  day.  Then,  rutin,  20  mg.  three  times 
a day,  was  given  by  mouth  while  the  same  type  of 
miotic  was  used.  The  tension  continued  to  be  re- 
corded the  same  way  at  regular  intervals.  The 
average  length  of  observation  after  the  institution 
of  the  rutin  treatment  was  seven  and  eight- 
tenths  months,  the  shortest  three  months,  the 
longest  twenty-eight  months,  with  exception  of 
one  case  which  did  not  respond  and  was  operated 
on  after  one  and  a half  months.  In  order  to  get 
information  on  how  the  rutin  treatment  might 
have  influenced  the  tension-reducing  action  of  the 
miotic,  the  lowest  and  the  highest  reading  during 
the  periods  before  and  after  the  rutin  treatment 
was  recorded.  The  principle  of  base  and  peak 
tension,  introduced  by  Reese,  was  adopted  for 
these  recordings  and  proved  very  illustrative.5 

Since  rutin  has  a vitamin  rather  than  a phar- 
macologic effect,  a period  of  three  to  four  weeks 
treatment  will  be  necessary  in  order  to  expect  a 
definite  influence  on  the  condition  of  the  capillary 
walls.  Therefore,  only  recordings  obtained  four 
weeks  after  the  rutin  treatment  had  been  insti- 
tuted were  considered  for  the  establishment  of 
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Fig.  4.  Intraocular  tension  rose  after  adminis- 
tration of  pilocarpine  but  fell  drastically  after  rutin 
was  added. 
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the  base-peak  range  to  be  recorded  after  rutin 
treatment  (Table  3). 

The  cases  were  then  classified  as  improved, 
questionable,  and  not  improved.  In  order  to  be 
recorded  as  improved,  a reduction  of  the  peak 
pressure  of  about  15  per  cent  was  considered  to  be 
significant  enough.  Smaller  reductions  were  clas- 
sified as  questionable,  or  if  the  reduction  was  insig- 
nificant, as  not  improved.  The  result  was  as 
follows:  improved  17,  questionable  4,  and  not 
improved  5,  making  a total  of  26  cases. 

The  peak  pressure  was  chosen  for  this  classifica- 
tion partly  because  the  base  pressure  was  already 
within  normal  limits  or  even  rather  low  in  a num- 
ber of  cases.  One  could  hardly  expect  much 
change  in  those  figures.  In  the  eight  cases  where 
the  base  pressure  before  rutin  treatment  was 
over  25  mg.  Hg.  (Schioetz)  four  were  improved, 
one  questionable,  and  three  not  improved. 

Case  15  deserves  special  attention.  It  showed 
the  most  spectacular  reduction  in  pressure  after 
rutin  was  instituted.  The  fact  that  in  this  case 
the  tension  rose  after  pilocarpine  was  used  is  apt 
to  support  the  theory  advanced  above.  First,  the 
permeability  of  the  blood-aqueous  barrier  was  in- 
creased by  the  pilocarpine  nullifying  the  benefi- 
cial effect  of  miosis.  After  the  blood-aqueous 
barrier  was  tightened  by  rutin,  the  miotic  could 
display  its  full  tension-reducing  action  (Fig.  4). 


The  number  of  cases  reported  is  not  very  large, 
certainly  not  large  enough  that  percentage  figures 
with  statistical  value  could  be  drawn  from  their 
response  to  the  combined  treatment  with  miotics 
and  rutin.  Nevertheless,  the  fact  is  quite  im- 
pressive that,  of  26  eyes,  17  would  respond  con- 
siderably better  to  miotics  after  they  had  been 
given  60  mg.  per  day  of  rutin  orally  over  a period 
of  four  weeks.*  The  period  of  observation  after 
the  rutin  treatment  was  instituted  appears  to  be 
long  enough  to  exclude  largely  the  factor  of  coin- 
cidence. It  is  most  probable  that  rutin  is  able  to 
reduce  the  permeability  of  the  blood-aqueous 
barrier  and  thereby  enhance  the  tension-reducing 
effect  of  miotics.  Therefore,  rutin  is  to  be  re- 
garded as  a valuable  adjuvant  to  the  treatment 
with  miotics  and  will  make  it  possible  to  control  a 
number  of  cases  which  would  not  be  controlled  by 
miotics  alone,  thereby  averting  or  delaying  sur- 
gery. 

* Recently,  we  have  given  50  mg.  of  rutin  three  times  a 
day.  It  appears  that  even  larger  doses  could  be  used  without 
ill  effects. 
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PHYSICAL  AND  ROENTGENOLOGIC  FINDINGS  IN  THE  EARLY 
DIAGNOSIS  OF  NONOPAQUE  FOREIGN  BODIES  OF  THE 
BRONCHIAL  TRACT 

Arthur  Q.  Penta,  M.D.,  Schenectady,  New  York 
(From  the  Department  of  Broncho-esophagology,  Ellis  Hospital) 


NONOPAQUE  foreign  bodies,  particularly  in 
children  and  infants,  present  a most 
troublesome  problem  in  diagnosis,  since  in  many 
instances  they  are  frequently  overlooked  as  a 
diagnostic  possibility.  It  is  only  when  severe 
pulmonary  reaction  has  already  taken  place  that 
these  patients  are  sent  to  the  bronchoscopist  for 
examination.  Unfortunately,  because  of  inade- 
quate history  and  due  to  the  fact  that  these  for- 
eign bodies  are  not  visualized  by  the  conventional 
x-ray  films  of  the  chest,  many  of  these  patients 
developing  pulmonary  symptoms  are  at  first 
treated  for  bronchitis  or  pneumonia. 

The  early  diagnosis  and  localization  of  non- 
opague  foreign  bodies  demands  a thorough  under- 
standing and  interpretation  of  physical  and  radio- 
graphic  findings  of  the  chest.  The  altered  nor- 
mal mechanics  of  the  bronchial  tract  during  res- 
piration caused  by  the  lodgement  of  a foreign 
body  and  the  subsequent  pulmonary  pathologic 
changes  that  follow  can  usually  be  demonstrated 
by  a careful  physical  examination.  The  data 
thus  obtained,  used  in  conjunction  with  a knowl- 
edge of  the  patient’s  history,  symptoms,  and  x- 
ray  findings  will  very  often  estimate  accurately 
the  location  and  extent  of  the  bronchial  pulmo- 
nary disease  from  which  the  patient  is  suffering. 

The  abiding  aim  in  the  writing  of  this  article  is 
to  provide  a practical  basis  for  the  diagnosis  of 
nonopaque  foreign  bodies.  In  many  instances, 
particularly  in  smaller  communities,  it  is  not 
unusual  that  the  bronchoscopist  is  the  first  to  be 
consulted  regarding  the  existence  of  a foreign 
body  in  the  bronchial  tract.  Unless  he  is  fortu- 
nate in  having  at  his  immediate  disposal  the 
services  of  a trained  internist  and  radiologist,  he 
must  rely  entirely  upon  his  own  ability  to  estab- 
lish the  diagnosis.  He  must  be  able  to  carry  out 
a complete  physical  examination  of  the  chest  in 
order  to  detect  abnormal  physical  findings. 
Moreover,  he  must  be  able  to  interpret  his  own  x- 
ray  and  fluoroscopic  study.  Fluoroscopy  is  by 
far  one  of  the  most  important  procedures  in  the 
diagnosis  of  nonopaque  foreign  bodies.  Further- 
more, in  all  patients  suspected  of  having  a foreign 
body  obstruction,  lateral  as  well  as  anteropos- 
terior roentgenograms  should  always  be  made. 
Errors  in  diagnosis  with  subsequent  delay  in  the 
removal  of  nonopaque  foreign  bodies  may  lead  to 
a fatal  outcome  (Fig.  1). 


One  of  the  most  important  considerations  in  the 
diagnosis  of  foreign  bodies  is  a careful  history. 
In  every  child  or  infant,  seen  for  the  first  time, 
who  is  suffering  from  obvious  respiratory  diffi- 
culty or  pulmonary  infection,  the  history  ob- 
tained from  the  parents  should  always  include 
information  regarding  recent  attacks  of  coughing 
and  choking  while  eating  or  drinking.  If  wheez- 
ing is  present,  special  note  should  be  made  regard- 
ing duration  and  mode  of  onset.  A careful  his- 
tory thus  obtained  may  prove  to  be  a very  impor- 
tant clue  in  the  diagnosis  of  aspirated  foreign 
body.  In  an  excellent  article  written  by  Dr. 
Lyman  Richards  in  1931,  entitled  “Forgotten  For- 
eign Bodies”,  he  states  that  the  history  of  a foreign 
body  is  often  available  but  must  be  extracted 
from  parents  who  may  fail  to  consider  their  sus- 
picions of  sufficient  moment  to  mention  them.’ 


Fig.  1.  Postmortem  specimen  of  right  lung 
showing  a large  piece  of  nut  obstructing  the  right 
main  stem  bronchus.  Prolonged  pulmonary  sup- 
puration resulted  in  this  forty-six-year-old  woman’s 
death.  At  no  time  during  her  illness  had  any 
thought  been  given  to  the  possibility  of  a foreign 
body  as  the  causative  factor. 
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Mechanics  of  the  Bronchial  Tract 

In  order  to  understand  the  peculiar  physical 
signs  produced  by  nonopaque  foreign  bodies,  it  is 
important  that  one  should  have  a basic  knowledge 
of  the  mechanics  of  the  bronchial  tract  during 
respiration.  It  must  be  remembered  that  the 
bronchi  are  not  rigid  tubes  and  that  during  in- 
spiration they  elongate  and  widen.  Conversely, 
on  expiration  they  become  shortened  and  nar- 
rowed. This  constant  change  in  the  caliber  of 
the  bronchial  lumen  during  respiration  plays  a 
major  role  in  the  production  of  the  physical  signs 
commonly  found  when  foreign  bodies  invade 
the  bronchial  tract. 

As  a rule,  once  a nonopaque  foreign  body,  par- 
ticularly those  which  are  vegetal  in  type,  becomes 
lodged  in  the  bronchus,  a local  reaction  soon  fol- 
lows, causing  a severe  edema  of  the  bronchial 
mucosa  which  further  increases  the  bronchial 
obstruction.  At  first,  the  bronchi  being  normally 
widened  on  inspiration,  the  invasion  of  a bronchus 
by  a foreign  body  produces  only  a partial  ob- 
struction during  this  phase  of  respiration.  Suf- 
ficient space  still  remains  between  the  foreign  body 
and  the  bronchial  wall  to  allow  the  ingress  of  air. 
However,  on  expiration  the  situation  becomes 
entirely  reversed.  The  bronchi  now  normally 
narrowed,  the  foreign  body  and  the  resulting- 
local  mucosal  edema  will,  in  varying  degrees, 
obstruct  the  egress  of  air  from  that  portion  of  the 
lung  involved.  This  state  of  expiratory  ob- 
struction results  in  a hyperdistension  of  the 
pulmonary  segment  distal  to  the  obstructed 
bronchus.  In  other  words,  a condition  of  ob- 
structive emphysema  is  in  the  making.  The 
mechanics  involved  in  producing  this  condition 
are  often  referred  to  as  an  expiratory  check  valve 
mechanism.  If  there  is  any  delay  in  the  removal 
of  the  foreign  body  during  this  stage  of  obstruc- 
tive pulmonary  emphysema,  the  increased  muco- 
sal swelling  and  accumulated  secretions  resulting 
from  the  prolonged  local  irritating  action  of  the 
foreign  body  will  now  completely  cork  the  bron- 
chus, thereby  preventing  both  the  ingress  and 
egress  of  air  from  that  portion  of  the  lung  supplied 
by  the  obstructed  bronchus.  The  mechanism, 
which  was  previously  only  expiratory  in  type,  has 
now  changed  to  that  of  a complete  check  valve 
obstruction,  and  the  state  of  the  lung,  formerly 
emphysematous,  is  now  completely  atelectactic. 

Even  during  this  early  stage  of  obstructive 
atelectasis,  the  removal  of  the  foreign  body  and 
aspiration  of  the  retained  secretions  will,  in  many 
instances,  restore  the  lung  to  its  normal  function. 
However,  when  atelectasis  is  allowed  to  exist  for 
a period  of  time,  the  resulting  pulmonary  changes 
may  prove  to  be  irreversible.  This  last  stage  of 
complete  bronchial  obstruction  with  subsequent 


pulmonary  destruction  might  never  be  reached 
if  every  pediatrician  and  general  practitioner  of 
medicine  considered  the  diagnostic  possibility  of 
aspirated  foreign  bodies  as  the  causative  factor  in 
both  children  and  infants  who  are  suffering  from 
obvious  bronchial  or  pulmonary  infection. 

Symptoms  and  Physical  Signs 

The  symptoms  and  physical  signs  will  vary 
with  the  degree  of  bronchial  obstruction  and  the 
amount  of  interference  with  aeration  and  drain- 
age of  the  subjacent  portion  of  the  lung  involved. 
Certain  types  of  nonopaque  foreign  bodies,  beans 
in  particular,  which,  because  of  their  chemical 
structure,  possess  the  property  of  expanding  or 
enlarging  in  the  presence  of  moisture,  may  pro- 
duce a rapid,  complete  bronchial  obstruction, 
resulting  in  a massive  atelectasis  within  a few 
hours  following  the  intrusion.  Irritating  vegetal 
bodies  such  as  peanut  kernels  will  usually  set  up  a 
violent  reaction  immediately  following  the  bron- 
chial lodgement. 

Early  in  the  beginning  of  obstructive  emphy- 
sema, the  symptoms  are  mainly  those  of  laryngeal 
stridor,  bronchial  wheezing,  cough,  dyspnea, 
rapid  pulse,  and  slight  elevation  of  temperature. 
If  the  aspirated  foreign  body  is  unusually  large 
and  becomes  lodged  in  the  laryngeal  ventricle  or 
trachea,  in  addition  to  the  above  symptoms  there 
will  also  be  present  a marked  retraction  of  the 
suprasternal  fossa  and  indrawing  of  the  abdomen 
in  the  xiphoid  region.  Tracheal  foreign  bodies 
may  quickly  give  rise  to  a bilateral  obstructive 
emphysema,  and  the  entire  picture  is  often  con- 
fused with  bronchial  asthma.  Sudden  asphyxia 
and  death  may  be  the  penalty  for  any  delay  in  the 
removal  of  the  foreign  body.  The  child  or  infant 
with  marked  respiratory  difficulty  is  usually  very 
restless,  and,  when  closely  observed,  its  body  in- 
variably is  in  the  knee-chest  position.  In  ob- 
structive emphysema  inspection  usually  reveals 
a limited  pulmonary  expansion  of  the  involved 
side.  The  percussion  note  is  slightly  hyper- 
resonant, and  the  diaphragmatic  excursion  is 
limited.  Auscultation  reveals  diminished  or  dis- 
tant breath  sounds  with  asthmatoid-like  wheez- 
ing on  the  affected  side. 

Roentgenologic  Findings 

In  obstructive  emphysema,  the  conventional 
x-ray  films  of  the  lungs  will  show  a greater  trans- 
parency on  the  obstructed  side.  Figure  2 is  a 
roentgenogram  of  an  eight-year-old  boy.  Made 
on  deep  expiration,  it  shows  obstructive  em- 
physema of  the  left  lung  due  to  a nonopaque 
foreign  body  partially  obstructing  the  left  main 
stem  bronchus.  The  difference  in  density  of  the 
lung  fields  can  readily  be  seen  since  the  left  lung, 
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Fig.  2.  Roentgenogram  taken  on  deep  expira- 
tion. Note  the  right  border  of  the  heart  and 
mediastinum  displaced  into  the  right  hemithorax. 
The  low  position  of  the  left  diaphragm  is  abnormal 
in  expiration. 


being  hyperdistended  with  air,  is  darker  in 
appearance  than  the  right  lung.  If  the  balloon- 
ing of  the  lung  is  marked,  the  axis  of  the  ribs  is 
changed,  resulting  in  a widening  of  the  inter- 
costal spaces. 

The  dome  of  the  diaphragm  is,  at  first,  only 
slightly  depressed,  but  as  the  lung  becomes  more 
distended  with  air  it  tends  to  become  flattened. 
A very  important  finding  is  the  slight  displace- 
ment of  the  heart  shadow  toward  the  uninvolved 
side  which  appears  more  marked  in  films  taken  on 
expiration.  The  limited  diaphragmatic  excur- 
sion on  the  obstructed  side  and  the  shifting  of  the 
heart  shadow  toward  the  uninvolved  side  during 
expiration  is  very  diagnostic  of  obstructive  em- 
physema (Figs.  2 and  3). 

Once  obstructive  atelectasis  has  developed,  the 
physical  signs  and  x-ray  findings  are  completely 
changed.  Instead  of  a hyperresonant  note  on 
percussion,  the  note  is  now  dull  and  borders  on 
flatness.  Auscultation  reveals  the  breath  sounds 
to  be  extremely  distant  or  entirely  absent.  The 
x-ray  findings  now  reveal  a marked  density  of  the 
pulmonary  area  involved;  the  intercostal  spaces 
are  narrowed,  the  diaphragm  is  elevated  and  the 
mediastinal  structures  are  now  displaced  toward 
the  affected  side  due  to  the  increased  negative 
pleural  pressure  (Fig.  4).  Figure  5 is  a schematic 
drawing  illustrating  the  relative  disproportion  in 
size  of  the  involved  lung  in  massive  atelectasis. 
Fluoroscopic  examination  reveals  a dense  homo- 


Fig.  3.  Schematic  drawing  illustrating  difference 
in  size  of  the  involved  lung  in  obstructive  emphy- 
sema. 


Fig.  4.  Massive  obstructive  atelectasis  which 
followed  the  obstructive  emphysema  in  the  same 
patient  as  shown  in  Fig.  2.  Note  the  marked  pul- 
monary density  and  the  shifting  of  the  mediastinum 
toward  the  involved  side. 
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Fig.  5.  Schematic  drawing  illustrating  the  ap- 
pearance of  the  involved  lung  in  atelectasis. 


geneous  shadow  with  arrested  diaphragmatic 
movement  on  the  involved  side. 

Pulmonary  Complications 

During  the  stage  of  obstructive  emphysema  the 
majority  of  patients  with  nonopaque  bronchial 
foreign  bodies  will  make  an  uneventful  recovery 
following  the  early  bronchoscopic  removal  of  the 
offending  agent.  However,  if  there  is  any  delay 
in  the  removal  of  the  foreign  body,  massive  ate- 
lectasis will  soon  follow.  The  error  and  delay  in 
diagnosis  in  the  case  of  this  boy  resulted  in  be- 
ginning empyema  (Fig.  6).  A thoracotomy  with 
tube  drainage  was  performed  on  the  patient,  but 
no  improvement  followed  this  operation.  The 
patient  was  referred  for  bronchoscopic  exami- 
nation. Even  at  this  late  stage  no  thought  had 
been  given  to  the  possibility  of  a foreign  body  ob- 
struction as  the  cause  of  the  patient’s  illness. 
Figure  7 is  a roentgenogram  taken  two  weeks 
after  the  endoscopic  removal  of  the  foreign  body, 
which  proved  to  be  the  rubber  sac  of  a fountain 
pen  (Fig.  8). 

The  usual  sequence  of  events  which  generally 
take  place  when  obstructive  atelectasis  is  allowed 
to  go  untreated  for  a period  of  time  is  pulmonary 
suppuration  with  abscess  formation,  perforation 
of  the  lung,  and  pyopneumothorax.  In  a certain 


Fig.  6.  Roentgenogram  of  same  patient  taken 
two  weeks  later  showing  the  pulmonary  complica- 
tions which  eventually  follow  if  obstructive  atelec- 
tasis remains  untreated. 

percentage  of  cases,  a marked  destruction  of  the 
bronchial  wall  takes  place,  with  the  subsequent 
formation  of  bronchiectasis. 

Treatment 

It  is  imperative  that,  in  patients  developing  the 
above  complications,  thoracic  surgery  in  some 
form  or  other  be  resorted  to  immediately  as  a life- 
saving measure.  Chemotherapy  should  always 


Fig.  7.  Roentgenogram  taken  two  weeks  after 
removal  of  foreign  body. 
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Fig.  8.  Nonopaque  foreign  body  which  has  re- 
mained in  the  left  main  stem  bronchus  of  patient 
for  eight  weeks. 

be  instituted  as  a routine  procedure  following  the 
bronchoscopic  removal  of  bronchial  foreign 
bodies.  Follow-up  x-ray  study  should  always  be 
done  to  exclude  the  presence  of  a second  foreign 
body  which  may  have  been  overlooked  during 
the  first  examination.  No  patient  should  be  dis- 
charged from  the  hospital  following  the  removal 
of  a foreign  body  unless  the  physical  examination 


and  x-ray  findings  reveal  the  lung  involved  to  be 
completely  aerated  and  regaining  its  normal 
function. 

Summary 

Nonopaque  foreign  bodies  in  the  bronchial 
tract  if  not  removed  early  may  cause  severe  and 
fatal  pulmonary  destruction.  Adequate  history 
and  special  attention  to  the  physical  and  x-ray 
findings  are  of  the  utmost  importance  in  the  diag- 
nosis of  nonopaque  foreign  bodies.  Inadequate 
history  and  misinterpretation  of  the  physical  find- 
ings when  a patient  is  first  seen  may  lead  to  irre- 
versible pulmonary  damage.  In  all  children  and 
infants  presenting  the  symptoms  of  laryngeal 
stridor,  cough,  bronchial  wheezing,  dyspnea,  and 
elevation  of  temperature,  the  possibility  of  aspi- 
rated foreign  body  should  always  be  strongly  con- 
sidered as  a diagnostic  possibility,  and  no  time 
should  be  lost  in  seeking  bronchoscopic  consulta- 
tion. 
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TREATMENT  OF  LEUKEMIAS  AND  LYMPHOMAS 


In  the  October,  1948,  issue  of  California  Medicine, 
Howard  R.  Bierman,  M.D.,  discussed  the  newer 
methods  of  treatment  in  these  serious  conditions  and 
summarized  them  as  follows: 

The  early  localized  lesion  of  a lymphoma  which 
shows  no  evidence  of  spread  to  other  areas  is  best 
treated  by  wide  surgical  excision  followed  by  maxi- 
mum, intensive  x-ray  irradiation. 

Total  body  irradiation  appears  to  be  the  treatment 
of  choice  for  chronic  myelogenous  leukemia  in  most 
instances.  Radioactive  phosphorus  (P32)  is  as 
effective,  but  the  current  difficulty  of  obtaining  and 
handling  the  material  limits  its  use  to  research  insti- 
tutions. Other  radioactive  elements  as  therapeutic 
agents  at  this  time  are  neither  as  effective  nor  as 
practical  for  use  as  x-ray  irradiation  in  treating 
neoplastic  disease  of  the  lymphoma  group. 

There  has  been  no  authenticated  cure  of  any  of 
the  lymphomas  and  leukemias  through  treatment 
with  any  of  the  many  chemotherapeutic  agents 
tried  in  the  past  twenty  years. 

The  nitrogen  mustards  have  been  shown  to  arrest 
the  course  of  Hodgkin’s  disease  in  the  majority  of 
cases,  but  the  change  is  temporary.  In  general, 
patients  with  Hodgkin’s  disease  who  have  had  no 
previous  therapy  have  responded  better  and  for 
longer  remissions  than  those  who  have  had  x-ray 
therapy  and  are  no  longer  responding  favorably. 


Urethane  will  alter  the  course  of  chronic  myelo- 
genous leukemia  favorably,  but  the  change  is  tran- 
sient, and  no  permanent  benefit  has  resulted  yet. 

The  mycosis  fungoides  and  neoplastic  disease  of 
the  giant  follicular  lymphoma  group  also  respond 
favorably  to  the  nitrogen  mustards,  the  response 
being  similar  to  that  noted  in  the  Hodgkin’s  disease 
group.  The  nitrogen  mustards  are  a valuable  ad- 
junct to  x-ray  therapy  in  the  treatment  of  Hodgkin’s 
disease,  mycosis  fungoides,  and  giant  follicular 
lymphoma. 

The  remainder  of  the  lymphomas  and  leukemias 
have  shown  transient  response  to  the  nitrogen  mus- 
tards but  in  a much  smaller  percentage  of  patients. 

Folic  acid  derivatives,  such  as  pteroyldiglutamic 
acid  and  pteroyltriglutamic  acid,  are  as  yet  unproved 
as  effective  palliative  agents  in  any  of  the  lympho- 
mas and  leukemias. 

The  administration  of  a folic  acid  antagonist, 
4-aminopteroylglutamic  acid,  has  been  followed  by 
temporary  remissions  in  some  cases  of  acute  leuke- 
mia in  children.  There  is  no  basis  at  this  time  for 
considering  this  compound  as  more  than  an  arresting 
agent  in  some  cases. 

Many  other  agents  are  being  actively  investigated 
for  their  effect  upon  neoplastic  diseases.  None  of 
these,  however,  can  be  recommended  for  general  use 
as  yet. 
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THE  PRESENT  STATUS  OF  THE  FENESTRATION  OPERATION 

J.  Morrisset  Smith,  M.D.,  New  York  City 


IT  HAS  been  known  since  the  early  part  of  the 
eighteenth  century  that  the  hearing  could  be 
restored  in  certain  types  of  deafness  by  making  an 
opening  in  the  capsule  of  the  internal  ear,  either 
i through  the  horizontal,  posterior,  or  superior 
i semicircular  canals  or  in  the  cochlea.  Unfor- 
! tunately,  these  results  were  always  transient,  with 
| the  hearing  improvement  disappearing  in  a short 
time.  Despite  the  use  of  various  types  of  grafts, 
fatty  tissue,  and  the  wide  variety  of  technics  em- 
! ployed,  the  results  were  always  the  same. 

These  sporadic  attempts  to  restore  permanent 
hearing  continued  throughout  the  eighteenth  cen- 
tury without  success.  In  the  early  part  of  the 
nineteenth  century,  the  attempt  to  relieve  the 
! deafness  due  to  otosclerosis  was  given  a decided 
j impetus  by  the  work  of  Barany,  Jenkins,  Holm- 
1 gren,  and  other  noted  otologists,  but  the  results 
were  still  not  permanent  in  any  way  and  the  work 
was  criticized  by  many  aural  surgeons. 

In  the  early  twenties  of  the  nineteenth  century, 
Soudille  of  France  conceived  the  brilliant  idea 
that,  if  a fistula  could  be  made  in  the  internal  ear 
and  then  covered  with  a previously  prepared  very 
! thin  plastic  skin  flap,  permanent  hearing  might  be 
maintained.  He  reasoned  that,  if  the  site  of  the 
fistula  could  be  first  prepared  by  furnishing  the 
proper  access  to  it,  then  at  the  second  operation, 
the  plastic  skin  flap  properly  constructed,  and 
finally  at  a third  operation,  the  fistula  established 
and  covered  by  the  delicate  plastic  skin  flap,  clo- 
sure of  the  fistula  might  be  prevented  and  a per- 
manent hearing  improvement  maintained. 

This  highly  constructive  thinking  has  resulted 
in  the  present,  successful  fenestration  operation. 
Soudille  attacked  the  problem  by  choosing  the 
horizontal  semicircular  canal  as  the  site  of  the  fis- 
'tula  and  preparing  the  proper  access  to  it  by  the 
removal  of  the  bone  in  the  posterosuperior  canal 
iwall,  together  with  the  dense  bone  forming  the 
external  wall  of  the  attic  and  including  the  bot- 
tom of  the  bridge  forming  the  upper  part  of  the 
|tympanic  ring.  This  permitted  complete  access 
to  the  attic  space  and  allowed  the  removal  of  the 
incus  and  the  head  pf  the  malleus.  During  this 
operation,  extreme  care  was  taken  to  separate  and 
preserve  intact  the  delicate  layer  of  skin  continu- 
ous with  the  drum  membrane  and  lining  the  pos- 
terior superior  canal  wall.  This  procedure  he  des- 
ignated a “combined  atticotympanotomy.” 
This  was  allowed  to  heal,  and  after  several 
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months,  a plastic  flap  was  constructed  from  the 
carefully  preserved  skin  and  placed  over  the  site 
of  the  fistula  with  the  air  space  in  the  tympanum 
properly  maintained.  He  designated  this  the 
“internal  plastic  operation.”  A few  months  la- 
ter, this  carefully  prepared  skin  flap,  which  by  this 
time  had  become  very  thin,  was  gently  elevated 
and  the  fistula  established  with  an  electric  burr. 
The  flap  was  then  replaced,  sealing  off  the  area  of 
the  fistula  and  the  epitympanic  space.  Soudille 
gave  a report  on  the  surgical  treatment  of  otoscle- 
rosis in  England  in  1930  and  in  America  in  1934. 

The  prospect  of  a three-stage  operation  extend- 
ing over  a period  of  two  years  or  more  was  not 
popular  with  the  laymen  or  the  aural  surgeons. 
After  an  intensive  period  of  preparation,  Lempert 
correlated  the  different  steps  of  the  above  technic 
into  a one-stage  operation  and  first  performed  it 
as  such  in  1938.  The  fenestra  was  made  over  the 
barrel  of  the  semicircular  canal,  and,  while  per- 
manent and  successful  results  were  obtained,  the 
percentage  of  good  results  was  small  but  ex- 
tremely encouraging.  The  plan  of  leaving  the 
incus  in  position  and  removing  the  head  of  the 
malleus  was  tried  and  discarded.  The  next  im- 
provement was  made  by  Lempert  in  1941  when  he 
moved  the  site  of  the  fistula  forward  from  the  bar- 
rel of  the  semicircular  canal  to  the  space  over  the 
dome  of  the  vestibule  just  anterior  to  the  ampul- 
lated  end  of  the  horizontal  canal.  This  was.  an 
important  contribution  and  improved  the  results. 

The  complex  nature  of  the  anatomy  of  the  mas- 
toid and  the  middle  and  internal  ears,  together 
with  the  very  intricate  conducting  and  perceiving 
mechanism,  including  the  membranous  labyrinth, 
presents  many  problems  to  the  aural  surgeon. 
However,  the  intensive  work  and  research  by  the 
operators  seriously  interested  in  this  work  has  re- 
sulted in  a very  fine  contribution  to  the  manage- 
ment of  otosclerosis.  One  of  the  important  con- 
tributions to  this  progress  has  been  the  proper 
classification  of  the  types  of  deafness  which  may 
or  may  not  be  benefited  by  the  operation. 

In  the  beginning,  there  was  much  confusion 
concerning  the  indications  for  the  operation. 
There  were  conflicting  reports  concerning  suc- 
cessful operations  in  mixed  types  of  deafness  and 
even  cases  with  very  advanced  nerve  deafness. 
This  led  to  a thorough  trial  of  both  these  types  with 
full  consent  of  the  patients  and  demonstrated  very 
conclusively  that  lost  nerve  function  could  not  be 
restored  by  the  fenestration  operation. 

It  is,  therefore,  primarily  an  operation  for  con- 
duction deafness,  and  it  will  not  restore  the  hear- 
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ing  where  there  is  a complete  deafness  or  where 
there  is  a serious  impairment  or  loss  of  nerve  func- 
tion. In  a very  large  percentage  of  the  cases,  the 
damage  to  the  hearing  is  a gradual  process.  In 
the  early  stages,  the  bone  conduction  or  nerve 
function  shows  very  little  impairment,  even 
though  the  air  conduction  is  considerably  re- 
duced. As  the  condition  progresses,  the  nerve 
slowly  but  gradually  loses  function  so  that  over  a 
long  period  of  time  the  hearing  loss,  which  began 
as  a conduction  deafness,  changes  to  a mixed  type 
with  nerve  damage  and  finally  ends  with  a com- 
plete nerve  deafness  and  a total  loss  of  hearing 
in  the  extreme  cases. 

This  emphasizes  the  very  important  fact  that 
the  ideal  time  for  the  fenestration  to  restore  the 
hearing  is  during  the  conduction  stage  of  the 
deafness  and  that  the  chance  of  the  operation 
successfully  restoring  the  hearing  decreases  in  di- 
rect proportion  to  the  increase  in  the  loss  of  bone 
conduction  or  loss  of  nerve  function. 

The  operation  is  not  limited  to  true  otosclerosis 
cases.  A previous  middle  ear  or  mastoid  infection 
does  not  prevent  a successful  fenestration  opera- 
tion provided  the  infection  has  long  since  subsided 
and  the  drum  healed.  Many  of  the  so-called 
catarrhal  deafness  cases  are  included  in  this  cate- 
gory. The  primary  requisite  for  the  operation  is 
the  presence  of  the  necessary  residual  nerve  func- 
tion so  that,  when  the  new  window  is  made,  sound 
waves  may  again  be  conveyed  to  the  internal  ear 
and  the  hearing  restored.  The  term,  “clinical 
otosclerosis,”  is,  therefore,  best  used  to  designate 
the  type  of  deafness  suitable  for  the  operation. 

Another  important  contribution  to  the  opera- 
tion is  the  marked  improvement  in  the  technic. 
In  the  beginning,  it  required  five  or  more  hours  to 
complete  it.  This  time  has  been  reduced  to  two 
hours  or  less  in  the  hands  of  a competent  opera- 
tor, due  principally  to  the  better  control  of  the 
bleeding  and  the  proper  anesthesia.  The  blood  is 
best  controlled  by  using  the  proper  sedation, 
nembutal,  neonal,  and  demarol  and  supple- 
menting them  during  the  operation  as  necessary, 
in  order  to  avoid  the  use  of  a general  anesthetic. 
Morphine  should  be  avoided  because  of  its  depres- 
sing effect  on  the  respiration.  Where  it  is  neces- 
sary to  give  gas  and  oxygen  or  ether,  a decided  in- 
crease in  the  bleeding  may  be  expected. 

The  major  problem  still  confronting  this  opera- 
tion is  the  one  of  bone  regeneration.  Despite  all 
the  research  and  efforts  to  solve  it,  a small  per- 
centage of  the  fistulas  will  be  closed  by  new  bone. 

Some  of  the  methods  used  in  the  attempt  to 
prevent  this  have  been  the  use  of  small  metal  ob- 
turators, the  use  of  smooth  gold  burnishing  burrs, 
the  cartilage  stopple,  and  other  metal  abrasives 
on  the  edges  of  the  fistula.  Much  of  this  research 
has  been  carried  out  in  animals,  principally  mon- 
keys, and  some  in  patients.  Unfortunately,  none 


of  them  have  been  able  to  prevent  the  formation 
of  new  bone  in  all  cases  at  the  time  this  is  written. 
The  lead  burr  now  is  being  thoroughly  tried.  The 
fact  that  a large  number  of  the  fistulas  have  re- 
mained open  with  good  practical  hearing  encour- 
ages the  belief  that  continued  research  may  find  a 
method  of  preventing  the  closure  of  the  fistula. 

Problems  of  Partial  Nerve  Deafness 

Where  there  is  excellent  bone  conduction  with 
the  air  conduction  well  below  the  25-decibel  level 
in  the  three  important  speech  frequencies,  the 
chances  of  restoring  practical  hearing  are  good 
and  the  indications  for  operation  very  clear.  The 
real  problem  is  presented  to  both  the  patient  and 
the  aural  surgeon  when  there  is  a partial  loss  of 
nerve  function  resulting  in  a mixed  type  or  partial 
nerve  deafness. 

When  the  loss  of  nerve  function  is  limited  and 
the  nerve  has  not  been  seriously  damaged,  there  is 
still  a chance  to  check  the  progress  of  the  disease 
and  preserve  practical  hearing  for  the  patient. 
The  fact  that  a partial  impairment  of  nerve  func- 
tion will  prevent  a perfect  result  should  be  ex- 
plained to  the  patient  if  operation  is  advised  in 
this  type  of  case.  It  must  be  remembered  that 
otosclerosis  is  a progressive  disease,  and  if  it  can 
be  arrested  and  the  hearing  maintained  at  the  30- 
or  even  40-decibel  level,  a distinct  service  has  been 
rendered  the  patient.  Otologists  frequently  dis- 
agree on  the  indications  for  operation  in  some  of 
the  cases  of  partial  nerve  deafness.  Where  there 
is  a serious  impairment  of  nerve  function,  opera- 
tion will  result  in  an  increase  in  the  deafness 
rather  than  an  improvement  in  the  hearing  and  is 
very  definitely  contraindicated. 

Secondary  Operations 

It  was  my  feeling  in  the  early  stages  of  this 
work  that  there  was  great  danger  of  destroying 
the  membranous  labyrinth  when  attempting  to 
remove  the  growth  of  new  bone  over  the  fistula. 
Secondary  operations  on  a number  of  cases  have 
successfully  removed  the  new  bone,  restoring  and 
maintaining  practical  hearing  without  damage  to 
the  membranous  labyrinth.  It  is  especially  indi- 
cated when  a practical  restoration  of  hearing  has 
resulted  and  then  gradually  decreased  to  its 
preoperative  level  over  a period  of  several  weeks 
or  months.  There  must  be  good  bone  conduction 
with  a minimum  or  negative  response  to  pressure 
over  the  region  of  the  fistula.  Several  months 
should  elapse  before  the  second  operation. 

Where  there  is  a very  active  fistula  with  no  im- 
provement in  the  hearing  following  the  first  opera- 
tion, a second  operation  will  not  benefit  the  pa- 
tient. Where  the  bone  has  not  closed  the  fistula 
and  a fibrous  covering  is  encountered,  attempt  to 
remove  it  may  seriously  damage  the  membranous 
labyrinth.  The  postoperative  healing  time  fol- 
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lowing  a secondary  removal  is  very  short  and 
usually  completed  in  a few  days. 

The  reason  for  delaying  the  secondary  removal 
of  the  new  bone  over  the  fistula  is  to  allow  the 
plastic  skin  over  the  fenestra  to  become  as  thin  as 
possible,  and  also  the  additional  time  results  in  a 
diminished  blood  supply  to  the  new  bone  and 
membranous  tissues  over  it.  It  is  my  belief  that 
blood  is  one  of  the  chief  causes  of  failure  in  this 
operation.  This  is  especially  apt  to  be  true  in  the 
occasional  case  where,  with  the  best  indications 
and  a perfect  technic,  the  hearing  is  either  di- 
minished or  not  improved. 

The  most  plausible  explanation  is  bleeding  into 
the  vestibule  through  the  fistula  after  the  flap  has 
been  placed  in  position.  Therefore,  it  is  especially 
important  in  the  revision  that  the  flap  be  elevated 
with  the  least  possible  trauma  and  the  bleeding 
controlled  before  the  fistula  is  again  established 
and  the  flap  replaced. 

Two  important  factors  in  the  technic  have  had 
a very  material  bearing  on  the  results  in  my  ex- 
, perience  with  the  operation.  The  first  is  the  ex- 
j cessive  flushing  of  the  cavity  with  sterile  water  or 
normal  salt  solution  during  the  operation.  Re- 
i peated  syringing  of  the  cavity  with  a stream  of 
solution  during  the  operation,  especially  with  the 
cortex  off  and  the  semicircular  canals  exposed, 
results  in  an  almost  continuous  caloric  test  similar 
to  the  one  made  by  the  use  of  hot  and  cold  water 
to  test  the  function  of  the  vestibular  labyrinth. 
In  many  instances,  the  patient  has  been  nauseated 
, and  dizzy,  with  vomiting  lasting  twenty-four  to 
forty-eight  hours  in  cases  where  no  operation  has 
i been  performed.  The  excessive  use  of  water  dur- 
ing the  operation  has  the  same  effect,  only  in  a 
i more  exaggerated  form,  and  directly  contributes 
' to  the  postoperative  labyrinthitis  with  pro- 
longed nausea,  vomiting,  and  dizziness.  This 
' does  not  mean  that  the  bone  chips  and  the  bone 
dust  must  not  be  removed  during  the  operation. 
However,  the  reduction  in  the  amount  of  irriga- 
tion used  has  resulted  in  a marked  reduction  in 
the  postoperative  labyrinthitis.  Some  of  the  pa- 
tients have  been  allowed  to  get  out  of  bed  on  the 
third  and  fourth  day  with  no  ill  effects.  At  the 
conclusion  of  the  operation,  before  the  fistula  is 
i made,  all  available  bone  chips  are  removed  with 
' cotton-tipped  applicators;  the  smaller  ones  are 
then  removed  by  gentle  irrigation  and  suction. 

During  the  construction  of  the  fistula  a mini- 
mum amount  of  solution  is  used — just  enough  to 
remove  the  bone  dust  adequately.  When  the 
fistula  is  outlined  and  the  endosteum  exposed,  all 
bone  dust  should  be  removed  by  very  gentle  irri- 
gation and  suction.  Once  the  endosteum  has 
been  removed  with  the  needle  and  a communica- 
tion established,  excessive  irrigation  may  partly 
replace  the  normal  labyrinthian  fluid  with  water, 


thereby  contributing  to  the  labyrinthitis,  and 
may  interfere  with  the  hearing  improvement. 

The  second  and  more  important  factor  con- 
cerns the  operative  technic  in  the  middle  ear  and 
attic  space.  In  an  effort  to  improve  the  results 
and  perform  a technically  perfect  operation,  the 
three  semicircular  canals  were  thoroughly  out- 
lined, the  cells  removed  in  the  gutter  over  the 
superior  and  semicircular  canal,  some  of  the 
cellular  structure  removed  in  the  middle  ear  to 
the  dural  plate  in  the  middle  fossa,  and  the  dis- 
section carried  too  far  ahead  of  the  malleus. 
Then  the  pyramidal  eminence  was  lowered  to  the 
limit,  together  with  the  facial  ridge  practically  to 
the  facial  nerve.  This  perfect  technic  produced, 
in  effect,  a radical  operation  with  the  skeletal  bone 
so  removed  that  the  flap,  when  placed  in  position, 
came  in  contact  with  the  internal  wall  of  the  mid- 
dle ear  with  most  of  the  air  space  in  the  middle 
ear  eliminated.  A very  active  fistula  with  excel- 
lent bone  conduction  resulted,  but  the  hearing  by 
air  conduction  was  reduced  instead  of  improved. 

At  one  period  there  was  a distinct  drop  in  the 
percentage  of  successful  results.  It  is  my  opinion 
at  this  time  that  it  was  directly  caused  by  the  tech- 
nic described  above  and  that  better  results  will  be 
obtained  where  sufficient  skeletal  bony  structure 
is  allowed  to  remain  at  the  bottom  of  the  bridge  in 
the  roof  of  the  attic  and  over  the  region  of  the  eu- 
stachian  tube  in  order  to  maintain  properly  the  air 
space  in  the  tympanum  and  prevent  the  plastic 
flap  from  flattening  out  against  the  internal  wall 
of  the  middle  ear. 

It  seems  to  me  that  better  hearing  results  are 
obtained  with  fewer  bony  closures  of  the  fenestra 
where  the  cellular  structures  in  the  region  of  the 
fistula  are  allowed  to  remain  as  nearly  intact  as 
possible  and  the  fistula  is  established  with  the 
least  possible  trauma  to  the  surrounding  bony  tis- 
sues. Both  of  these  factors  are  controversial,  but 
are  well  worth  careful  consideration. 

There  is  also  a difference  of  opinion  concerning 
the  partial  or  complete  removal  of  the  mastoid 
cells  during  the  fenestration  operation.  Some 
operators  believe  the  hearing  results  are  better 
with  a partial  removal  of  the  cells.  Others  feel 
that  a complete  exenteration  of  the  cells  is  best. 

Present  Status  of  the  Operation 

With  the  problem  of  bone  regeneration  still  un- 
solved and  the  increasing  number  of  men  engaged 
in  the  operation  and  research,  it  is  only  natural 
that  there  should  be  a difference  of  opinion  re- 
garding some  of  the  steps  of  the  technic.  A frank 
discussion  of  these  problems  and  reports  by  the 
otologists  interested  in  the  fenestration  operation 
should  result  in  a continued  improvement  in  the 
technic  and  a possible  solution  to  the  bony  closure 
of  the  fistula. 
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A detailed  report  of  my  personal  experience 
with  the  work  was  presented  in  the  third  report  of 
425  fenestration  operations  in  the  March  edition 
of  the  Southern  Medical  Journal.  Full  credit  is 
given  to  the  Journal  for  the  material  from  that  re- 
port used  in  this  article. 

The  operation  as  it  stands  today  has  been 
proved  to  be  a thoroughly  sound  and  accepted 
surgical  technic  which  has  restored  practical  hear- 
ing in  a large  number  of  clinical  otosclerosis  cases 
which  previously  had  never  been  helped  by  any 
means  other  than  a hearing  aid. 

. The  writer  is  cognizant  of  the  claims  made  in 
the  literature  of  the  beneficial  effects  of  histamine 
and  vitamin  injections,  electric  vibration,  mas- 
sage, and  the  various  other  local  treatments.  A 
careful  test  of  the  hearing  in  a series  of  cases  of 
clinical  otosclerosis  by  the  tuning  forks,  spoken 
voice,  and  the  audiometer  show  identical  results — 
a gradual  but  progressive  loss  of  hearing  both  by 
bone  and  air  conduction  over  a period  of  time.  In 
the  past  these  patients  consulted  specialist  after 
specialist  and  were  told  by  the  conscientious  ones 
that  nothing  could  be  done  to  check  or  prevent 
their  loss  of  hearing  in  this  type  of  deafness.  Re- 
moval of  the  tonsils  and  adenoids  together  with 
any  nasal  obstruction  and  inflation  of  the  eusta- 
chian  tubes  in  an  effort  to  check  the  progress  of 
the  deafness  were  advised  without  any  real  benefit 
to  the  true  otosclerosis  cases. 

It  has  been  proved  to  be  practically  free  from 
danger  other  than  the  minimum  risk  incurred  in 
any  major  surgical  operation.  The  laity  by  now 
is  generally  aware  of  the  fact  that  the  operation  is 
not  successful  in  every  case  and  has  accepted  it  as 
an  opportunity  to  have  the  hearing  successfully 
restored  in  a good  percentage  of  the  cases  with  the 
proper  indications. 

Conclusions 

1.  The  fenestration  operation  restores  practi- 
cal and  lasting  airborne  hearing  in  a good  percent- 
age of  the  properly  selected  cases  of  clinical 
otosclerosis. 

2.  The  ideal  indications  for  the  operation  are 
present  during  the  conduction  stage  of  the  deaf- 
ness. 

3.  The  chances  of  a successful  operation  de- 
crease in  direct  proportion  to  the  increase  in  the 
loss  of  nerve  function. 

4.  The  operation  is  definitely  contraindicated 
where  there  is  a serious  loss  of  nerve  function  or  a 
complete  nerve  deafness. 

Discussion 

Robert  L.  Moorhead,  M.D.,  Brooklyn. — A few 
years  ago  considerable  skepticism  was  expressed  as  to 
the  efficacy  of  the  fenestration  operation.  Many 
statements  were  made  insisting  that  the  results 


would  not  be  permanent  and  that  in  time  the  win- 
dows would  close.  When  the  cases  recovered  with 
good  hearing,  it  was  demanded  that  these  cases 
should  be  observed  for  two  years,  then  three  and 
finally  five  years  before  being  called  permanent  re- 
sults. Now,  many  of  us  have  cases  that  have  re- 
tained good  hearing  for  seven,  eight,  and  ten  years  so 
that  now  the  most  doubtful  otologist  must  admit 
that  the  fenestration  operation  is  restoring  perma- 
nent, good  hearing  in  many  cases. 

This  brings  up  the  question  of  which  patients  will 
be  benefited  by  the  operation.  In  general,  we  may 
divide  our  patients  into  three  classes.  One,  those 
that  are  ideally  suitable;  second,  those  that  are 
obviously  unsuitable  and  are  easily  excluded,  and 
there  is  a third  class  of  patients  coming  in  between 
these  two  that  are  responsible  for  many  of  our 
difficulties.  AU  cases  of  otosclerosis  develop  some  de- 
gree of  nerve  degeneration  in  time,  many  in  the  early 
stages  but  fortunately  most  of  them  late.  It  is  the 
determination  of  the  amount  of  nerve  degeneration 
that  is  the  difficult  part  of  our  problem.  The  audi- 
ometer, the  tuning  forks,  and  the  hearing  tube  all 
have  their  place  in  estimating  the  amount  of  cochlea 
reserve  in  a given  case.  However,  all  of  our  tests  are 
subjective  and  may  vary  with  the  intelligence  and 
mental  alertness  of  the  patient.  What  we  really 
need  is  an  objective  test,  in  which  the  cooperation  of 
the  patient  is  not  necessary. 

I would  recommend  that  every  otologist,  even 
though  he  himself  is  not  performing  fenestration 
operations,  should  acquaint  himself  with  the  deter- 
mination of  bone  conduction  in  his  patients.  Nu- 
merous cases  are  referred  and  recommended  for 
operation  and  then  on  careful  testing  are  found  to  be 
unsuitable.  This  often  causes  resentment  in  the 
patient  toward  the  otologist  who  has  referred  him 
and  he  is  at  a loss  to  understand  the  divergent  views 
and  is  very  liable  to  consider  that  the  referring 
otologist  was  either  neglectful  or  ignorant  of  his  con- 
dition. Accuracy  in  testing  of  the  bone  conduction 
would  obviate  many  of  these  embarassing  situations. 

I know  a number  of  otologists  that  still  recom- 
mend that  their  patients  obtain  a hearing  aid  rather 
than  have  the  fenestration  performed.  While  it  is 
true  that  good  hearing  may  be  obtained  with  an  aid 
in  most  cases,  I have  yet  to  see  a patient  who  would 
willingly  wear  one  after  a successful  operation,  and 
patients  are  universally  disappointed  if  they  must 
continue  wearing  aids  for  one  reason  or  another. 
Furthermore,  while  wearing  an  aid,  the  hearing 
continues  to  decline  so  that  more  and  more  amplifi- 
cation of  the  sound  is  necessary  for  comfort.  Even- 
tually, the  hearing  aid  is  not  satisfactory  but  by  that 
time,  the  patient  is  unsuitable  for  operation  and  has 
lost  his  only  chance  for  restoration  of  hearing. 

Results  are  more  and  more  promising  with  the 
work.  The  reactionary  labyrinthitis  has  been 
greatly  reduced  in  the  last  few  years,  so  that  one 
rarely  sees  a failure  on  account  of  it.  Whether  or  not 
the  burnishing  of  the  window  by  pure  lead  will 
further  improve  our  results  is  as  yet  an  undetermined 
point,  but  certainly  the  results  to  date  are  most  en- 
couraging. The  fenestration  operation  has  proved 
itself,  is  here  to  stay,  and  will  in  time  be  regarded  as 
the  greatest  advance  in  otology  in  our  lifetime. 


TUBERCULOUS  FISTULA 

Lester  S.  Knapp,  M.D.,  Buffalo,  New  York 
{From  the  Buffalo  General  Hospital) 


IT  IS  not  the  intention  to  give  a classical  de- 
scription of  the  various  forms  of  anal  tuber- 
culosis in  this  paper.  Also,  I am  not  interested  in 
terminal  tuberculosis  and  the  forms  of  anal  pathol- 
ogy that  go  with  it.  The  subject  resolves  itself 
then  to  the  tuberculous  fistula  which  has  a defi- 
nite possibility  of  cure. 

It  is  still  common  belief  that  it  is  dangerous  to 
interfere  with  tuberculous  fistula  and  that  nothing 
can  be  done  to  cure  it.  It  is  felt  that  if  healing 
occurs  it  will  be  long  and  tedious  and  seldom  com- 
plete. Many  of  the  physicians  treating  tubercu- 
losis still  are  of  the  opinion  that  it  is  useless  to  try 
surgery  of  any  description.  In  ordinary  fistula 
surgery,  how  often  we  hear,  “This  fistula  must  be 
tuberculous  because  it  heals  so  poorly.”  This  is 
usually  an  excuse  for  inadequate  surgery  and 
bears  out  the  general  feeling  that  tuberculous 
fistula  is  a more  or  less  hopeless  condition.  In 
reference  books  such  quotes  as,  “The  operation 
should  be  done  with  the  object  of  establishing 
free  drainage  rather  than  with  the  object  of  curing 
the  fistula  and  there  should  be  as  little  cutting  as 
possible.”  (Mummery).1  Also,  “Excision  of  the 
fistula  and  immediate  closure  of  the  wound  with 
sutures  should  not  be  attempted  whenever  tuber- 
culosis is  suspected.” 

“The  dense  fibrous  wall  of  scar  tissue  about  the 
sinus  is  our  patient’s  protection  against  wide- 
spread tuberculosis.  The  sinuses  should  be  laid 
open  with  cautery  in  the  usual  manner  and  all 
necrotic  tissues  and  granulations  are  seared  out 
until  the  fibrous  base  is  exposed.”  (Drueck).1 

Both  authors  later  admit  that  healing  is  slow 
and  prolonged.  I would  expect  it  to  be  so  with 
either  form  of  treatment,  since  either  case  has  not 
had  removal  of  pathology. 

With  the  great  improvement  in  the  general 
tuberculosis  outlook,  we  will  have  increasing 
numbers  of  patients  who  have  had  tuberculosis 
and  have  become  arrested  cases.  The  develop- 
ment of  the  various  forms  of  surgical  treatment 
in  reference  to  the  primary  lesions  of  the  chest  has 
saved  the  lives  of  many  cases  that  otherwise 
would  have  been  hopeless.  This  increasing  group 
of  people  will  swell  somewhat  the  numbers  who 
will  be  susceptible  to  anal  fistula.  Many  of  the 
arrested  cases  have  developed  a tuberculous  sinus 
or  fistula  in  later  years,  often  so  long  afterwards 
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that  the  history  has  to  be  obtained  by  direct 
questioning  after  you  find  a suspicious  looking 
anal  fistula.  Often  the  response  is  that,  “I  had  a 
light  case  many  years  ago  and  was  completely 
cured.  What  does  that  have  to  do  with  my 
rectum?” 

Incidence 

The  incidence  of  tuberculous  fistula  has  been  a 
subject  of  discussion  which  has  shown  a wide 
divergence  of  opinion.  It  was  not  so  many  years 
ago  that  the  belief  that  “fistula  was  tuberculous 
in  the  majority  of  cases”  was  prevalent.1  Today 
we  know  that  this  is  not  so.  The  literature  shows 
reports  of  an  incidence  of  1.7  per  cent  in  Bacon’s 
cases  to  61  per  cent  reported  by  Melchior.  Such 
variations  cannot  be  accurate,  regardless  of  the 
conditions  or  the  methods  involved.  With  this  in 
mind  we  reviewed  the  subject  of  fistula  at  the 
Buffalo  General  Hospital.  We  felt  that  as  a 
general  hospital  with  the  usual  admissions  we 
could  obtain  some  fair  estimate  of  the  incidence 
of  tuberculosis  in  fistula.  Upon  examination  of 
the  records  over  a stated  period  of  time  we  found 
that  there  were  705  fistulas  of  the  anus  and  rec- 
tum. Of  this  number  we  found  13  tuberculous 
cases,  or  an  incidence  of  1.8  per  cent.  This  bears 
out  the  feeling,  I believe,  of  most  of  the  proctolo- 
gists engaged  in  this  work. 

Naturally,  it  is  true  that  in  the  incidence  of 
tuberculous  fistula  in  the  average  sanitarium 
there  will  be  much  higher  figures.  The  average 
figures  approach  78  per  cent.  Even  in  a tubercu- 
losis hospital  you  will  find  the  ordinary  pyogenic 
fistula  in  many  cases  regardless  of  a primary 
focus  in  the  chest. 

The  history  and  symptoms  of  a tuberculous 
fistula  are  quite  in  contrast  to  that  of  the  pyo- 
genic fistula.  There  is  no  question  about  the  on- 
set of  a pyogenic  fistula  with  the  acute  abscess  so 
distressing  to  the  patient.  With  the  tuberculous 
fistula  there  is  no  acute  onset  but  a mild  and  in- 
sidious one  that  is  often  only  recognized  when  the 
drainage  occurs.  Many  will  say,  “I  never  noticed 
a thing  until  I found  my  clothing  soiled  with  a 
sticky  substance.”  The  discharge  is  also  rather 
characteristic,  being  serous  and  sticky  with  a 
somewhat  musty  odor.  The  pyogenic  fistula  has 
the  typical  creamy  thick  discharge  of  the  usual 
infections.  The  serous  discharge  of  the  tuber- 
culous fistula  is  almost  continuous  with  no  evi- 
dence of  healing  over,  so  typical  of  pyogenic  ab- 
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scess.  The  usual  pyogenic  abscess  fills  and  drains, 
opens  and  reopens,  whereas  the  tuberculous  never 
seals  over. 

The  external  opening  has  an  appearance  also 
characteristic;  there  is  a bluish  cyanotic  area  of 
the  skin  with  a glistening  surface.  In  the  center 
of  this  area  there  may  be  a somewhat  ragged 
opening,  or  there  may  be  several  fine  pinpoint 
openings.  There  is  no  evidence  on  palpation  of  a 
fibrous,  raised,  healing  ring  so  typical  of  the  pyo- 
genic. When  this  area  is  palpated,  there  is  a 
countersunk  or  depressed  area  that  often  admits 
the  tip  of  the  finger.  Palpation  for  the  fistula 
tract  running  into  the  anus  will  not  reveal  that 
fibrous  tract  so  typical  of  the  pyogenic  fistula. 

The  internal  opening  in  the  majority  of  cases 
arises  in  the  crypts  of  Morgagni,  as  does  the 
majority  of  all  fistulas.  I cannot  agree  with  the 
appearance  of  the  internal  opening  as  described 
in  most  textbooks.  The  ordinary  fistula  has  the 
crypt  and  large  papilla  as  an  indicator  for  the  in- 
ternal opening  due  to  the  inflammatory  reactions. 
This  is  not  the  case  in  the  majority  of  tuberculous 
fistulas.  The  crypts  and  papillae  do  not  show  the 
enlargement  of  the  papilla  like  the  pyogenic,  and 
it  is  more  difficult  to  determine  which  crypt  or 
crypts  that  area  involved  until  the  fistula  is 
opened. 

Many  authors  describe  a large,  ragged  and  pal- 
pable internal  opening.  This  has  not  been  my 
experience  except  in  the  terminal  stages  or  non- 
surgical  cases.  I have  found  that  the  internal 
opening  of  the  pyogenic  fistula  is  much  easier  to 
determine  than  the  tuberculous  by  proctoscopy. 

Methods  to  determine  the  tuberculous  charac- 
ter of  fistula  have  consisted  of  Ziehl-Neelsen 
stain,  guinea-pig  inoculation,  and  histopathologic 
examination. 


The  first  two  methods  have  shown  such  an  ele- 
ment of  error  that  they  have  been  discarded  in 
most  hospitals.  C.  L.  Martin  has  shown  by  his 
work  the  impossibility  of  using  these  methods 
with  any  accuracy.2  We  believe  that  the  histo- 
pathologic examination  is  the  most  exact  method 
for  the  determiation  of  tuberculous  fistulas. 
This  determination  is  not  always  accurate  since 
it  depends  on  the  experience  of  the  pathologist 
and  the  willingness  to  do  repeated  or  serial  sec- 
tions to  find  the  Langhan’s  giant  cells  and  the 
characteristic  tubercle  formation. 

The  differential  histopathologic  diagnosis  be- 
tween the  tubercle,  foreign  body  granuloma, 
lymphogranuloma,  or  gumma  can  be  determined 
by  the  study  of  the  giant  and  epithelioid  cells, 
description  and  number  of  the  lesions,  tissue 
structure,  and  lymphocytes  and  plasma  cells. 
The  following  table  will  show  some  of  the  most 
important  points  of  differential  diagnosis  (Table 
1). 

Indications  for  surgery  in  these  cases  can  be 
fairly  well  classified.  It  is  unnecessary  to  note 
that  any  tuberculosis  case  that  is  rapidly  failing 
and  shows  anal  breakdown  is  not  a suitable  case 
for  surgery.  Some  cases,  however,  that  have  not 
stabilized  and  have  inadequate  drainage  should 
be  relieved  of  the  additional  load  by  conservative 
measures.  Any  case  that  shows  stability  in 
handling  the  primary  lesion  with  improvement  in 
the  general  condition  can  be  operated.  The  re- 
moval of  the  anal  lesion  will  relieve  further  the 
infection  load,  and  a boost  is  given  the  patient  for 
his  general  health  and  recovery. 

We  do  not  operate  any  anal  or  rectal  lesion  that 
has  proved  tuberculous  lesions  of  the  bowel. 
However,  after  the  bowel  lesion  has  been  taken 
care  of,  the  fistula,  if  present,  can  be  operated  on. 


TABLE  1. — Differential  Diagnosis 


Giant  cells 


Epithelioid  cells 


Description  of  lesion 


Tissue  structure 
Number  of  lesions 
Lymphocytes  and  plasma 
cells 


Tubercle 

Common.  Nuclei  at 
periphery 

Very  numerous.  Defi- 
nitely arranged  in 
tubercle  formation 

Caseation.  Absent 
blood  vessels.  Absent 
fibroblasts  from  ne- 
crotic area 


Completely  obliterated 
Rarely  single 
Less  numerous  than  in 
gumma 


Foreign  Body 
Granuloma 

Very  numerous.  Nu- 
clei all  over  cell  plus 
foreign  material  with- 
in the  cell 

Mononuclear.  Macro- 
phages not  arranged 
in  tubercular  fashion 

Characterized  by  focal 
nodules  containing 
also  fibrous  and 
granulation  tissue. 
Macrophages  fuse  to 
form  multinucleated 
giant  cells 


Still  visible 
Usually  single 
Less  numerous 


Lymphogranuloma 

Venereum 

Unusual 


Large  number  of  epheli- 
oid  cells  frequently 
palisading  about  ne- 
crotic tissue 
Looks  like  tubercle  bac- 
cillus  with  addition 
of  purulent  inflam- 
mation with  irregular 
or  stellate  shaped 
abscesses  containing 
many  polyps  and 
densely  packed 
mononuclear  cells. 
In  rectum  there  are 
miliary  infiltrations 
of  the  muscularis  by 
lymphocytes  and 
ulceration  of  the 
mucosa 
Still  visible 
Usually  multiple 
Very  numerous 


Gumma 

Rare 


Less  numerous 


Blood  vessels  some- 
times present.  Fi- 
broblasts may  be 
found  in  center 


Often  still  visible 
Frequently  single 
Very  numerous.  Peri- 
vascular 
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Patients  who  have  had  lung  surgery  for  arrest  of 
lung  lesions  with  good  results  are  not  contrain- 
dicated for  surgery.  Any  arrested  case  or  cases 
of  medical  or  surgical  treatment  are  acceptable 
for  fistula  surgery. 

Procedure 

In  describing  the  operation  we  have  done  on 
tuberculous  fistulas,  we  have  broken  about  all 
of  the  old  principles  that  are  quoted  in  the  text- 
books. Earlier  in  this  paper  I made  two  quotes 
from  well-known  men,  and  now  I am  about  to  do 
just  what  was  said  not  to  do.  I wish  to  describe 
the  type  of  fistulectomy  and  also  the  use  of  su- 
tures we  have  employed. 

The  fistulas  have  to  be  divided  into  three  classi- 
fications; first,  the  true  fistula  with  internal  and 
external  openings,  those  having  their  origin  in  the 
crypts  of  Morgagni.  This  invasion  is  believed  to 
be  secondary  to  ingestion.  We  have  found  that 
this  type  is  the  one  that  is  most  common.  The 
second  group  is  classified  as  sinus  inasmuch  as 
there  is  no  internal  opening  into  the  anus  or  rec- 
tum. They  arise  from  a breakdown  of  tubercles, 
and  it  is  felt  that  this  infection  is  lymphatic  or 
hematogenous-borne.  Fistulas  that  are  second- 
ary to  bone  or  other  tuberculous  organs  and  are 
not  usually  susceptible  to  curative  surgery  con- 
stitute the  third  group.  These  are  usually  failing 
and  terminal  cases  where  life  is  questionable. 
The  first  and  second  groups  are  amenable  to 
surgery  if  they  fulfill  the  previous  indications. 

After  the  actual  fistulous  area  has  been  pre- 
pared with  adequate  exposure  of  the  anal  region, 
the  countersunk  external  opening  is  opened  and 
the  edges  caught  by  Allis  forceps  for  good  •vision. 
The  appearance  of  the  fistula  is  funnel-shaped 
with  the  large  end  of  the  funnel  distal.  As  the 
tract  approaches  the  anal  ring,  it  becomes  smaller 
and  will  lead  to  one  or  more  crypts.  This  tract  is 
carefully  incised  to  the  crypt  to  expose  the  full 
length  of  involvement  and  the  amount  of  under- 
mining of  the  skin.  Often  the  area  is  quite  exten- 
I sive.  With  full  exposure,  dissection  is  carefully 
| started  distally,  removing  completely  the  in- 
| volved  area  including  the  so-called  protective 
fibrous  layer.  We  are  very  careful  to  avoid  any 
breaks  of  this  layer  for  fear  of  secondary  dissemi- 
nation. It  is  necessary  to  incise  the  tract  first  for 
exposure  of  involvement;  otherwise  a dissection 
often  cannot  be  done  without  breaking  through 
where  it  is  undermined.  There  is  no  tubular 
fibrosis  so  characteristic  of  the  ordinary  pyogenic 
fistula,  so  that  small  areas  may  be  left  with  the 
consequence  that  the  operation  is  unsuccessful. 

In  closure  of  the  often  large  external  defect,  we 
use  a nonabsorbable  suture,  usually  Kaldermic, 
in  a mattress  type,  passing  first  a wide  suture 
through  skin  below  the  defect  and  not  through 


any  of  the  space.  The  suture  is  then  passed 
through  both  edges  of  the  skin  and  tied  over  pearl 
buttons.  This  type  of  suture  will  close  all  dead 
space  in  the  cavity,  and  will  last  long  enough  for 
proper  healing  before  removal.  The  closure  is 
extended  to  the  anal  margin  leaving  the  last  por- 
tion for  drainage  of  the  anal  canal.  This  last  V- 
shaped  area  is  lightly  packed  with  oxycel  gauze. 
The  sutures  are  removed  after  five  to  seven  days. 
The  perirectal  sinuses  are  widely  dissected  and 
closed  in  the  same  manner  without  drainage. 

I wish  to  mention  streptomycin  and  some  of 
the  findings  that  have  been  observed.  First,  I 
have  given  pre-  and  postoperative  cases  1 Gm. 
per  day  as  a precautionary  measure,  and  I feel 
that  it  does  have  some  merit  in  this  category.  In 
following  the  reports  of  treatment  at  Perrysburg 
Hospital,  there  seems  to  be  a pattern  in  practi- 
cally all  cases  under  treatment,  regardless  of  chest 
kidney,  or  other  manifestation  of  tuberculosis. 
In  the  first  thirteen  weeks  most  cases  showed  a 
marked  and  miraculous  improvement,  especially 
in  the  bacillary  count.  After  this  period,  the 
count  rose  rapidly,  and  the  cases  seem  to  be  even 
in  wrorse  condition  than  before  treatment. 

Sinus  and  fistula  followed  the  same  pattern, 
with  improvement  under  streptomycin  with  de- 
crease of  discharge  and  apparent  healing  of  the 
lesions.  When  the  general  count  reverted,  be- 
coming streptomycin-fast,  the  fistulas  and  sinuses 
also  changed  for  the  worse. 

Recent  work  has  shown  that  better  results  with 
less  dosage  may  be  accomplished  in  the  future. 
However,  so  far,  streptomycin  will  have  to  serve 
as  a boon  to  the  surgeon  for  preparation  for 
surgery  and  postoperative  protection. 

Summary  and  Conclusions 

1.  Tuberculous  fistulas  are  not  so  prevalent 
as  quoted  in  the  literature. 

2.  We  should  dispel  the  idea  that  tuberculous 
fistula  is  not  amenable  to  surgery. 

3.  We  should  use  curative  methods  of  surgery 
in  tuberculous  fistulas. 

4.  Streptomycin  is  not  a cure-all  but  does 
have  a function  and  a place  in  our  armamenta- 
rium. 

689  Forest  Avenue 
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Discussion 

A.  W.  Martin  Marino,  M.D.,  Brooklyn.—  I am  in 
perfect  accord  writh  the  essayist’s  statement  that 
only  about  2 per  cent  of  all  fistulas  in  ano  are  tubercu- 
lous, and  I most  emphatically  do  not  subscribe  to  the 
statements  of  many  writers  such  as  Volkman, 
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Konig,  Melchior,  and  Goz  that  the  majority  of  all 
rectal  fistulas  are  tuberculous  in  origin.1'2  I would 
add  that  primary  tuberculosis  of  the  anorectum  is 
extremely  rare  and  that  it  is  usually  secondary  to 
pulmonary  tuberculosis.  Both  tuberculous  and 
nontuberculous  fistulas  in  ano  are  more  commonly 
found  in  men  than  in  women.  No  satisfactory  ex- 
planation of  this  has  been  advanced. 

Just  as  Doctor  Knapp  said,  anorectal  tuberculosis 
is  insidious  in  its  onset,  and  for  that  reason  it  is  well 
to  perform  frequent,  periodic  anorectal  examinations 
on  tuberculous  patients,  for  only  in  that  way  can 
these  lesions  be  discovered  early.  The  earlier  these 
anorectal  lesions  are  diagnosed,  the  less  extensive 
need  be  the  surgery,  and  the  sooner  is  the  patient 
relieved  of  an  additional  tuberculous  burden. 

There  has  been  considerable  controversy  as  to  the 
method  of  arriving  at  a diagnosis  of  tuberculous 
fistula  in  ano  and  how  to  distinguish  them  from  non- 
tuberculous fistulas.  Anyone  who  has  seen  a sub- 
stantial number  of  proved  tuberculous  fistulas  with 
their  characteristic  changes  knows  that  there  is  a 
distinct  difference  in  their  appearance  as  compared 
to  the  nontuberculous  fistulas.  As  a matter  of  fact, 
the  clinical  picture  in  tuberculous  fistulas  is  so  char- 
acteristic that  on  many  occasions  in  office  and  hos- 
pital practice  it  has  been  possible  to  discover  the 
presence  of  otherwise  unsuspected  pulmonary 
tuberculosis  from  the  appearance  of  the  anorectal 
lesion.  Roentgenograms  of  the  lungs,  sputum  ex- 
aminations, and  gastric  washings  have  confirmed 
the  diagnosis  in  such  cases.  That  unsuspected  pul- 
monary phthisis  may  be  present  in  patients  harbor- 
ing tuberculous  fistula  in  ano  is  shown  by  the  fact 
that  in  our  series  of  42  cases  of  proved  tuberculous 
fistulas  there  was  a history  of  pulmonary  involve- 
ment in  nine  cases  that  was  not  discovered  until 
several  weeks  to  seventeen  years  after  the  develop- 
ment of  the  anorectal  lesion.  Inasmuch  as  the  diag- 
nosis of  tuberculous  fistulas  can  only  be  proved  in  the 
laboratory,  either  by  examination  of  the  scrapings 
taken  from  the  edematous  granulations  which  line 
the  tracts  or  by  examination  of  the  removed  fistula, 
the  importance  of  as  accurate  a preoperative  diag- 
nosis as  possible  is  self-evident.  In  my  work,  if  I 
suspect  that  a fistula  in  ano  is  tuberculous,  I treat  it 
as  if  it  were  tuberculous.  Multiple  serial  sections 
are  examined  in  the  laboratory,  and  the  final  diag- 


nosis is  made  by  the  pathologist.  Here  again,  I am 
in  accord  with  Doctor  Knapp,  for  we  too  depend  on 
histopathologic  examinations  for  the  final  diagnosis. 

I shall  not  discuss  the  use  of  streptomycin  in 
tuberculous  fistulas  because  I have  not  employed  it 
for  that  condition.  We  know  that  there  are  dis- 
advantages and  dangers  which  accompany  its  use, 
and  minimal  as  these  may  be,  I have  chosen  to  leave 
its  use  to  the  tuberculosis  specialist.  I have  used  it 
in  preparation  of  the  bowel  for  colonic  surgery,  but 
we  are  not  discussing  that  field  here. 

One  of  the  most  significant  findings  in  the  study  of 
the  42  patients  with  proved  tuberculous  fistula  in 
ano,  which  I mentioned,  was  that  the  postoperative 
course  in  tuberculous  patients  in  the  quiescent  phase 
with  negative  sputa  and  gastric  washings  was  short 
and  favorable,  as  in  nontuberculous  patients.  In 
patients  with  positive  sputa,  however,  healing  took 
about  twice  as  long.  These  findings  convinced  me 
that  the  optimal  time  for  the  institution  of  operative 
measures  is  when  the  patient’s  sputum  is  negative, 
or  when  the  pulmonary  disease  is  in  a quiescent 
phase  with  the  number  and  concentration  of  tubercle 
bacilli  greatly  diminished.  In  considering  these 
findings  one  cannot  help  but  feel  that  the  swallowing 
of  positive  sputum  is  an  important  factor  not  only 
in  the  production  of  tuberculous  fistula  in  ano  but 
also  in  the  postoperative  convalescence. 

So  far  as  treatment  is  concerned,  I cannot  go 
along  with  Doctor  Knapp.  In  surgery  about  the 
anorectal  region,  I have  found  that  the  closure  or 
partial  closure  of  wounds  is  attended  by  pain,  infec- 
tion, prolonged  convalescence,  and  failure  of  the 
operation  to  accomplish  what  the  surgeon  intended. 
I perform  the  same  type  of  operation  on  tuberculous 
fistulas  as  I do  on  the  ordinary  kind,  excepting  that 
in  performing  fistulectomy  in  the  tuberculous 
variety,  I include  more  of  the  surrounding  healthy 
tissue  and  disturb  the  local  disease  as  little  as  possi- 
ble. The  wounds  are  not  sutured  in  any  way  but 
are  left  wide  open  to  assure  adequate  drainage  and 
proper  healing.  I agree  wholeheartedly  with  the 
speaker,  however,  that  tuberculous  fistulas  are 
amenable  to  surgery. 


1 Melchior,  E.:  Berl.  klin.  Wchnschr.  54:  621  (June  25) 

1917. 

2 Goz,  E.:  Beitr.  z.  klin.  Chir.  99:  268  (May)  1916. 


A.M.A.  FILM  GETS  CERTIFICATE  OF  MERIT 
At  a recent  convention  of  the  Biological  Photo- 
graphic Association  held  in  Philadelphia,  the  A.M.A. 
film  entitled  “The  Medical  Motion  Picture — Its 
Development  and  Present  Application,”  was 


awarded  a certificate  of  merit.  The  film  was  first 
shown  at  the  A.M.A.  centennial  session  in  Atlantic 
City  in  1947  by  the  A.M.A.  Committee  on  Medical 
Motion  Pictures. 
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PREGNANCY  COMPLICATING  OSTEOGENIC  TUMOR  OF  THE  SACRUM* 

Philip  B.  Wahrsinger,  M.D.,  F.A.C.S.,  and  J.  Irving  Kushner,  M.D.,  F.A.C.S., 

New  York  City 


( From  the  Department  of  Obstetrics,  Bronx  Hospital ) 


A JEWISH  housewife,  S.  T.,  was  first  seen  in  the 
prenatal  clinic  on  November  9,  1944.  Her 
menstrual  cycles,  which  began  at  the  age  of  twelve, 
were  of  the  thirty-day  type  with  a four-day  flow. 
There  was  a history  of  amenorrhea  since  July  24, 
1944.  Her  expected  date  of  delivery,  therefore,  was 
April  30,  1945. 

Her  past  history  revealed  an  appendectomy  in 
1930  with  an  uneventful  convalescence.  In  1937  she 
was  seen  at  the  Hospital  for  Joint  Diseases  because 
of  vague  pelvic  pains.  A tumor  of  the  sacrum  was 
found.  The  diagnosis  of  a benign  osteogenic  tumor 
or  an  ossifying  giant  cell  tumor  was  made  by  biopsy. 
She  was  treated  for  this  by  means  of  a radium  pack 
on  June  20,  1937,  and  received  10,575  milligram- 
hours.  Two  months  later,  she  received  another 
14,500  milligram-hours. 

Between  October,  1937,  and  December,  1937,  at 
Sydenham  Hospital,  she  received  twelve  additional 
x-ray  treatments  to  the  sacrum,  a total  of  2,400 
roentgen  units.  Following  this,  she  had  a period  of 
amenorrhea  for  one  year. 

On  February  11,  1943,  at  Montefiore  Hospital,  an 
x-ray  examination  showed  a large  mass,  8 cm.  in 
diameter,  arising  from  the  lower  end  of  the  sacrum. 
Upon  review  of  the  slide  taken  at  the  Hospital  for 
Joint  Diseases  in  1937,  the  diagnosis  was  now  made 
of  ossifying  fibroma.  At  this  hospital  she  was  checked 
at  regular  intervals  without  any  changes  in  the 
clinical  picture  being  found.  She  received  no  further 
therapy,  but  on  October  14,  1944,  because  of  ame- 
norrhea since  July,  an  Aschheim-Zondek  test  was 
made  and  found  to  be  positive.  She  was  then  trans- 
ferred to  our  prenatal  clinic. 

On  admission  to  the  Bronx  Hospital  no  abnormali- 
ties were  found  except  for  a bony  tumor  felt  on  pelvic 
examination  about  7.5  cm.  from  the  outlet,  appar- 
ently arising  from  the  sacrum  and  separate  from  the 
promontory. 

A pelvic  x-ray  revealed  a normal  inlet  and  midpel- 
vis, a slightly  contracted  outlet,  and  a large  calcified 
mass  in  the  region  of  the  sacrum  and  coccyx,  meas- 
uring 7.5  by  7.5  cm.  This  mass  protruded  into  the 
pelvic  canal.  The  patient  was  considered  a candi- 
date for  a cesarean  section,  since  it  was  felt  that  this 
tumor  would  make  a vaginal  delivery  impossible. 
After  a normal  prenatal  course,  on  April  19,  1945, 


* Presented  at  a meeting  of  the  New  York  Academy  of 
Medicine,  Section  on  Obstetrics  and  Gynecology,  March  16, 
1948. 


eleven  days  before  her  expected  due  date,  a rectal 
examination  revealed  a vertex  presentation  with  the 
head  well  engaged  in  the  left  occipito-anterior  posi- 
tion. It  was  now  felt  that  she  would  deliver  vagi- 
nally.  On  May  18,  1945,  after  a ten-hour  labor,  she 
was  delivered  by  low  forceps  of  a living  female  child, 
weighing  7 pounds  12  ounces.  The  baby  had  a de- 
pressed fracture  of  the  right  frontal  bone,  apparently 
where  the  tumor  mass  had  pressed  on  the  head  dur- 
ing the  passage  through  the  birth  canal.  This 
cleared  up  spontaneously,  and  mother  and  baby  left 
the  hospital  in  good  condition  on  the  tenth  postpar- 
tum day. 

A two-year  follow-up  of  the  baby  showed  no  ab- 
normal findings. 

The  patient  was  next  seen  again  in  the  prenatal 
clinic  on  March  27,  1947.  Her  last  menstrual  period 
was  December  10,  1946,  and  her  expected  date  of 
confinement  was  September  17,  1947.  She  was  re- 
ferred to  the  tumor  service  for  study.  A large  osteo- 
matous  growth,  roughly  7 by  7 cm.  in  size,  involving 
the  anterior  surface  of  the  lower  end  of  the  coccyx 
and  sacrum,  was  found.  This  projected  about  8 cm. 
from  the  anterior  surface  of  the  coccyx  and  sacrum. 
An  x-ray  film  showed  no  change  from  the  previous 
condition.  It  was  the  opinion  of  the  tumor  service 
that  no  surgery  was  indicated  for  the  sacral  lesion, 
and  no  abortion  was  justifiable.  However,  it  was 
felt  that  the  patient  should  have  an  elective  cesarean 
section  and  fallopian  tube  ligation  in  view  of  the 
previous  history  of  the  infant’s  skull  fracture. 

The  obstetric  staff  thought,  however,  that  she 
should  be  allowed  to  deliver  vaginally.  After  a nor- 
mal prenatal  course  the  patient  was  admitted  to  the 
hospital  in  active  labor  on  September  11,  1947,  with 
the  cervix  fully  dilated.  A low  forceps  delivery  was 
was  done  because  of  sudden  fetal  distress  and  a 
living  7-pound,  8-ounce  boy  was  delivered  with  a 
depressed  fracture  of  the  right  frontal  bone  in  the 
same  area  of  the  skull  as  had  been  found  in  the  first 
child.  Except  for  this,  the  baby  showed  no  abnor- 
malities, and  a neurosurgical  consultation  advised 
against  operation.  Both  mother  and  baby  were  dis- 
charged on  the  ninth  postpartum  day  in  good  condi- 
tion. 

The  baby  was  seen  in  the  follow-up  clinic  on  De- 
cember 11,  1947.  No  abnormalities  were  present. 
The  depression  of  the  skull  had  cleared  up. 

The  depression  having  occurred  in  the  frontal 
region  in  both  babies,  only  subsequent  observation 
will  determine  if  any  permanent  damage  had  been 
caused  in  the  so-called  silent  areas  of  the  brain. 
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MICROPHTHALMIA  ASSOCIATED  WITH  A VARIETY  OF  CONGENITAL 
ANOMALIES  IN  THREE  SIBLINGS* 

Bernard  Kronenberg,  M.D.,  New  York  City 

( From  the  Gouverneur  Hospital ) 


npHE  syndrome  presented  consists  of  a basic  micro- 
phthalmia which  is  associated  with  a number  of 
other  congenital  lesions  in  three  siblings.  The 
family  consists  of  eight  children  with  normal  parents 
who  were  first  cousins.  Five  of  the  children  were 
normal.  Three  of  these  five  have  a total  of  six  chil- 
dren all  of  whom  are  normal.  Of  the  original  eight, 
three  show  this  basic  syndrome,  microphthalmia. 


Case  Reports 

Case  1. — Carlos  N.,  age  nineteen,  has  micro- 
phthalmia, coloboma  of  the  iris,  marked  nystag- 
mus, and  eyes  fixed  in  convergence  of  both  eyes.  At 
the  age  of  twelve  days,  he  developed  an  external 
ocular  infection  which  led  to  the  formation  of  a 
corneal  opacity  of  the  right  eye  involving  almost  the 
entire  cornea,  leaving  only  a lunar-shaped  sector  up 
and  out.  He  shows  a coloboma  of  the  right  iris 
which  is  not  typical  but  is  located  at  five  o’clock. 
This  eye  shows  a myopia  of  —25.00.  The  left  eye, 
as  a result  of  this  infection,  has  a dense  leukoma 
adherens,  posterior  synechiae,  and  absorption  of 
most  of  the  lens  substance,  leaving  only  a calcified 
area  below.  The  vision  of  the  right  eye  is  4/400 
and  cannot  be  corrected.  The  left  eye  has  only 
hand  movements.  The  fundus  of  the  right  eye 
could  not  be  seen  very  clearly  because  of  the  marked 
nystagmus  and  the  corneal  opacity. 

Case  2. — Carmen  N.,  age  sixteen,  has  micro- 
ph  thalmia  with  ectropian  uvea  of  both  eyes  and  ectasia 
of  the  pupils.  She  also  shows  coloboma  of  the  optic 
nerve  and  macular  area  and  marked  nystagmus,  and 
the  eyes  are  fixed  in  convergence.  The  vision  of 
the  right  eye  is  6/400,  and  the  left  has  fingers  at  one 
foot.  Fundus  examination  of  the  right  eye,  which 
was  the  only  one  possible,  shows  myopia  of  — 24.00. 
The  right  eye  also  showed  remnants  of  a hyaloid 
artery  and  a posterior  lens  opacity.  The  left  eye,  in 
addition  to  the  abovementioned  anomalies,  has  a 
subluxation  of  the  lens  with  coronal  lens  opacities 
and  a persistent  pupillary  membrane. 

Case  3. — Celia  N.,  age  fifteen,  has  microphthal- 
mia but  not  so  marked  as  that  of  her  brother  and 
sister.  She  also  shows  a coloboma  of  the  iris,  optic 
nerve,  and  macula.  She,  too,  has  a marked  nystag- 
mus, and  her  eyes  are  fixed  in  convergence.  The 
vision  is  6/400  in  each  eye,  and  she  has  a myopia  of 


* Presented  at  the  New  York  Society  for  Clinical  Ophthal- 
mology, January  5,  1948. 


about  —24.00.  She  is  the  least  affected  member  of 
the  siblings. 

The  patients  presented  here  were  the  children  of 
first  cousins  who  must  have  carried  the  basic  anomaly 
as  a recessive  characteristic.  The  fact  that  it  has 
appeared  in  two  girls  and  one  boy  also  substantiates 
that  it  is  not  sex-linked.  These  patients  fall  into  the 
second  and  third  groups  of  the  Van  Duyse  classifica- 
tion. Both  the  mother  and  father  could  not  recall 
any  other  relatives  with  similar  eye  defects.  The 
consanguinity  and  appearance  of  three  members  in 
the  same  family,  of  course,  eliminates  the  possibility 
of  any  intrauterine  inflammatory  processes  causing 
these  anomalies. 

It  seems  to  me  that  only  one  defective  gene  for  a 
basic  anomaly  was  transmitted  by  each  parent. 
Certainly,  it  would  be  difficult  to  assume  the  trans- 
mission of  many  defective  genes  for  each  of  the  vari- 
ous anomalies  seen  in  this  family.  The  complete 
normality  of  the  other  children  also  eliminates  the 
possibility  of  more  than  one  defective  gene.  I must 
assume  that  the  basic  anomaly  here  was  a defect  in 
the  ectodermal  anlage  delaying  the  closure  of  the 
fetal  cleft  which  caused  the  microphthalmia.  The 
appearance  of  colobomata  of  the  iris,  typical  and 
atypical,  coloboma  of  the  optic  nerve,  ectasia  of  the 
pupil,  and  luxation  of  the  lens  must  all  be  secondary 
to  the  basic  anomaly  and  were  determined  during 
pregnancy  by  incidental  factors.  The  high  myopia 
can  only  be  explained  on  the  basis  of  a spherical 
change  in  the  lens.  The  nystagmus  is  explained  by 
the  presence  of  colobomas  in  the  macular  area. 

Summary 

Three  siblings  with  microphthalmia  and  a variety 
of  other  congenital  lesions  are  presented.  Their 
parents  are  first  cousins  and  have  a total  of  eight 
children.  Of  the  five  normal  children,  three  have  a 
total  of  six  children,  all  of  whom  are  normal. 

The  patients  have  an  ectodermal  defect.  Their 
anomalies  are  recessive  in  character.  Most  prob- 
ably, one  defective  gene  was  transmitted  by  each  par- 
ent for  the  basic  anomaly.  The  appearance  of  all  the 
other  anomalies  were  secondary  and  were  deter- 
mined during  pregnancy  by  incidental  factors. 


AUXILIARY  NURSING  SERVICE  PLEDGED 
“The  nursing  profession  is  responsible  for  pro- 
viding safe  nursing  service  to  the  public.  The 
national  professional  nursing  organizations  have 
accepted  this  responsibility  ever  since  their  found- 
ing— 

“The  national  nursing  organizations  now  recog- 


nize the  essential  nature  of  services  needed  by  the 
sick  from  practical  nurses  and  auxiliary  workers. 
They  are  ready  to  assume  full  responsibility  for 
leadership  and  guidance. . . .” — Practical  Nurses  and 
Auxiliary  Workers  for  the  Care  of  the  Sick,  1947 
To  which  we  say,  hurrah! — Editors 
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CARCINOMA  OF  THE  PROSTATE* 

A.  Strachstein,  M.D.,  New  York  City 
( From,  the  Department  of  Urology,  Beth  David  Hospital) 


'THE  statistics  gathered  by  Young  in  1936  reveal 
■*"  that  one  fifth  of  the  male  patients  who  seek  relief 
of  obstruction  of  the  vesical  neck  have  carcinoma  of 
the  prostate  gland.1  The  statistics  of  Rich  and 
Moore  have  been  frequently  and  widely  quoted  in 
urologic  literature.  Essentially,  they  are  as  follows : 
In  292  autopsies  on  men  over  fifty  years  of  age  at  the 
Johns  Hopkins  Hospital,  Rich  found  carcinoma  of 
the  prostate  gland  in  41  cases  or  14  per  cent,  in  68 
per  cent  of  these  cases  the  tumor  had  not  been  de- 
tected becauseit  was  toosmall  to  produce  symptoms. 2 
In  1935,  Moore  found  cancer  of  the  prostate  in  21 
per  cent  of  252  patients  between  forty-one  and 
ninety  years  of  age.3  Although  until  a few  years  ago 
carcinoma  of  the  prostate  had  always  been  con- 
sidered a trying  and  discouraging  malady,  the  newer 
androgenic  treatment  recommended  by  Huggins  and 
his  associates  in  1941  holds  out  a ray  of  hope  for 
these  unfortunates.4,6 

Case  Report 

D.  P.,  a white  man  of  sixty-five,  was  referred  to 
me  by  his  physician  early  in  1944  for  the  treatment 
of  a hydrocele.  The  hydrocele  was  removed,  and  the 
patient  made  an  uneventful  recovery.  On  January 
5,  1946,  the  patient  was  referred  again,  this  time 
complaining  of  hematuria,  frequency,  and  dysuria. 

Rectal  examination  revealed  a hard  nodular  pros- 
tate with  a stony,  hard  consistency  in  some  areas. 
Cystoscopic  examination  was  impossible  because  of 
the  density  of  the  prostatic  urethra.  No  x-ray  films 
were  taken  at  that  time,  but  the  blood  showed  a 
definite  acid  phosphatase  elevation.  A diagnosis  of 
carcinoma  of  the  prostate  was  made.  In  view  of  the 
advanced  stage  of  the  growth  we  did  not  advise  sur- 
gical removal.  There  was  also  no  indication  for 
transurethral  resection. 

The  patient  through  my  advice  was  treated  by  his 
family  physician  until  November  25,  1947,  with 
diethylstilbestrol  injections,  supplemented  orally  by 
tablets  of  the  same  drug.  The  urinary  symptoms 
had  completely  abated.  He  gained  weight  and  was 


* Presented  at  a meeting  of  the  New  York  Physicians 
Association,  May  13,  1948. 


coming  along  very  satisfactorily  until  the  latter 
part  of  November,  1947.  He  then  began  to  com- 
plain of  terrific  headaches,  abdominal  pain,  and  a 
chain  of  neurotic  symptoms.  Examination  at  that 
time  (November  25,  1947)  showed  the  prostate  to  be 
perfectly  soft  and  not  enlarged;  consistency  was 
normal  with  disappearance  of  the  previously  found 
nodular  masses,  and  there  was  no  dysuria. 

Radiologic  examination,  however,  revealed  the 
presence  of  metastases  in  the  pelvic  bones  and  in  the 
lumbar  spine.  Although  no  x-ray  films  were  taken 
when  we  first  detected  the  malignancy  of  the  pros- 
tate, we  had  reason  to  suspect  that  they  were 
present  then  and  were  checked  by  the  estrogenic 
therapy.  There  was  no  residual  urine  found,  but 
the  acid  phosphatase  was  still  elevated. 

Castration  was  now  advised  and  was  performed  on 
November  26,  1947.  It  is  remarkable  to  note  that 
his  headaches  had  completely  disappeared  within 
two  days  and  now,  to  quote  his  own  words,  “feels  fine 
and  never  better.”  At  the  present  time,  six  months 
after  the  orchiectomy,  he  is  free  from  symptoms. 
He  is  still  taking  the  diethylstilbestrol  orally.  The 
rationale  for  continuing  the  estrogenic  therapy  is  the 
following:  We  know  that  the  adrenals  are  secreting 
a certain  amount  of  androgens  even  after  orchiec- 
tomy, hence  neutralization  is  produced  by  the  con- 
tinuance of  the  stilbestrol. 

It  is  difficult  to  explain  the  severe  headaches  in 
this  case,  and  it  is  equally  difficult  to  explain  the 
relief  obtained  after  orchiectomy.  Metastases  in  the 
skull  from  carcinoma  of  the  prostate  are  rarely,  if 
ever,  found.  We  are  justified  in  concluding  that  this 
mode  of  treatment  may  prolong  the  life  of  the  pa- 
tient even  longer  than  a radical  prostatectomy  if  we 
are  to  judge  by  results  following  prostatectomy  for 
carcinoma  of  the  gland. 

133  East  58th  Street 
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PHYSICIANS  PER  POPULATION  IN  U.S. 

In  a recent  compilation  by  Medical  Economics 
(November,  1948),  the  statement  is  made  that  in  the 
United  States  there  is  one  private  physician  for  each 
1,082  people.  The  ratio  in  New  York  State  is 
claimed  to  be  1:640. 

Most  doctors  per  population  are  found  in  the 
District  of  Columbia,  where  an  active,  private 
physician  is  available  for  each  582  people.  Fewest 
such  medical  men  in  relation  to  population  are  found 


in  Mississippi,  which  has  one  per  2,420  people. 
Professional  competition  is  also  at  a peak  in  New 
York,  Massachusetts,  Colorado,  Connecticut,  Ver- 
mont, New  Jersey,  Maryland,  Illinois,  and  Cali- 
fornia. Each  of  these  areas  has  fewer  than  1,000 
people  for  every  active,  private  physician. 

Besides  Mississippi,  medicine  is  least  competitive 
in  Alabama,  Arkansas,  New  Mexico,  and  South 
Carolina. 
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Special  Article 


ARE  PHYSICIANS  PARTICULARLY  SUSPECT  OF  TAX  FRAUD? 

Curt  Gruneberg,  T.D.,  Kansas  City,  Missouri 

Department  of  Economics,  University  of  Kansas  City 


A PPROXIMATELY  one  and  a half  years  ago, 
GL  an  article  appeared  in  the  February,  1947,  issue 
of  Fortune  magazine.  This  article,  entitled  “The 
Ingenious  Taxpayer,”  contained  the  following  state- 
ment: “Hippocrates  would  be  surprised  to  learn 

that  there  have  been  more  doctors  convicted  of  tax 
evasion  than  any  other  group  except  professional 
gamblers.”  Apparently,  no  one  has  paid  any  at- 
tention to  this  remark  about  the  tax  honesty  of 
physicians.  Nevertheless,  it  should  be  of  special 
interest  to  every  physician  to  discuss  sine  ira  et 
studio  whether  and  to  what  extent  there  may  be  any 
truth  in  this  statement. 

Tax  fraud  has  rapidly  become  a major  problem 
to  the  tax  authorities  and  a serious  threat  to  our 
national  economy.  Additional  tax  assessments 
between  1930  and  1941  were — with  few  exceptions — 
between  three  and  four  hundred  thousand  dollars. 
Since  1942,  the  assessments  have  increased  in  an 
alarming  degree: 


Fiscal  year 


Additional  Tax  Assessed 


1942 

1943 

1944 

1945 

1946 

1947 


$ 438,000,000 

566.000. 000 

731.000. 000 

922.000. 000 

1,280,000,000 

1,929,000,000 


According  to  a recent  statement  by  A.  L.  M. 
Wiggins,  Undersecretary  of  the  Treasury,  the  Fede- 
ral government  loses  about  one  billion  dollars  a year 
through  fraudulent  tax  evasion.  The  loss  through 
nonfraudulent  tax  losses  is  estimated  at  about 
four  billion  dollars  a year  and  the  loss  in  ac- 
cumulated tax  evasions  at  least  five  billion.  In 
order  to  minimize  this  loss,  the  Treasury  Depart- 
ment attempted  to  get  a substantial  increase  in  per- 
sonnel, a move  which  was  defeated  by  Congress. 

How  does  the  Treasury  Department  make  the 
best  of  an  unsatisfactory  number  of  personnel,  es- 
pecially of  the  small  Internal  Revenue  Bureau’s 
intelligence  unit?  It  is  well  known  that  regular 
audits  or  at  least  repeated  audits  refer  to  taxpayers 
in  the  upper  tax  brackets,  whereas  taxpayers  in  the 
lower  brackets,  especially  as  far  as  they  receive  most 
of  their  income  from  employment,  get  more  or  less  a 
routine  check  only.  However,  a second,  rather 
efficient  check  method  is  not  well  known,  namely, 
the  selection  of  taxpayers  for  tax  audits  on  the 
basis  of  their  profession  or  occupation.  It  may  be  a 
very  unpleasant  surprise  to  many  physicians,  but  it 
is  a fact  that  doctors’  tax  returns  are  given  particu- 
lar attention  by  the  Treasury  Department. 

What  is’the  reason  for  this  attitude  on  the  part  of 
the  Treasury  Department,  and  does  it  justify 
the  statement  quoted  earlier?  Actually,  the 
comment  on  physicians  and  tax  evasions  is  wrong 
with  respect  to  two  factual  statements:  (1)  There 


are  no  statistics  on  tax  convictions  of  any  profes- 
sional or  occupational  group.  This  in  itself  shows 
that  the  statement  cannot  be  backed  up  by  facts. 
(2)  In  addition,  “professional  gamblers”  are,  of 
course,  neither  an  occupational  nor  a professional 
group  of  taxpayers.  The  Treasury  Department, 
while  it  has  made  surveys  and  investigations  of 
specific  occupational  and  professional  groups  of 
taxpayers  has  no  classification  of  “professional 
gamblers.”  Moreover,  since  gambling— under 
local  law — is  frequently  liable  to  punishment,  the 
comparison  of  physicians  with  professional  gamblers 
as  to  tax  honesty  does  not  indicate  any  actual  fact, 
but  only  the  personal,  not  very  flattering  attitude 
toward  physicians  of  the  author  of  the  article  in 
question. 

Nevertheless,  there  seems  to  be  something  wrong 
with  tax  returns  of  doctors.  One  small  analysis  of 
cases  concerning  the  frequency  of  tax  evasions  in 
any  occupation,  prepared  by  the  Treasury  Depart- 
ment, would  indicate  that  doctors  were  the  second 
largest  category  of  persons  involved  in  the  small 
group  of  cases  under  consideration.  Incidentally, 
the  first  place  in  this  survey  as  to  frequency  of  tax 
evasion  was  occupied  not  by  professional  gamblers 
but  by  persons  in  the  liquor  industry. 

It  is  true  that  the  Treasury  Department  has  se- 
lected nine  categories  of  occupations  or  professions 
whose  tax  returns  are  given  particular  attention  for 
tax  audit  purposes.  Physicians  are  one  of  these  nine 
groups,  apparently  for  the  following  reasons:  (1) 
lack  of  detailed  financial  records  which,  according  to 
the  experience  of  the  Treasury  Department,  is  cus- 
tomary in  the  medical  profession,  and  (2)  a large 
portion  of  medical  fees  is  paid  in  cash,  and  control 
of  cash  is  always  difficult. 

Yet,  this  particular  attention  by  the  Treasury 
Department  to  doctors’  tax  returns  may  change  for 
the  better.  More  and  more  patients  are  paying 
their  medical  bills  by  check  rather  than  in  cash; 
more  and  more  patients  who  still  pay  in  cash  ask 
their  doctor  for  a receipt  in  order  to  have  proof  for 
tax  deduction  under  Section  23(x)  of  the  Internal 
Revenue  Code,  and  more  and  more  doctors  are  being 
convinced  of  the  necessity  for  satisfactory  records  of 
their  income. 

Although  it  is  obviously  true  that  a few  doctors  are 
found  guilty  of  tax  evasion  from  time  to  time,  it  is 
not  fair  to  generalize  in  a way  which  reflects  on  the 
integrity  of  the  profession  as  a whole.  The  Treasury 
Department  has  developed  a method  of  tax  control 
and  supervision  which  requires  a verification  of  tax 
returns  of  a relatively  large  number  of  members  of 
the  medical  profession.  But  this  is  certainly  not  an 
indication  of  any  critical  attitude  of  the  Treasury 
Department  toward  the  medical  profession,  as  such, 
or  toward  its  individual  members. 


80 


CORRESPONDENCE 


The  Treatment  of  pneumonia 


To  the  Editor: 

I am  referring  to  the  article  in  the  Journal  of 
August  1,  1948,  p.  1735,  Clinicopathologic  Con- 
ferences on  Bacterial  and  Virus  Pneumonias,  and 
shall  appreciate  it  if  you  will  permit  me  to  make  a 
few  remarks  and  ask  a few  questions  in  connection 
with  the  two  cases  and  the  way  they  were  managed. 

It  appears  that  Case  1 was  an  elderly  man  who 
had  had  a coronary  occlusion  two  years  ago,  was  in 
chronic  heart  failure  and  contracted  a pneumonia. 
He  had  taken  digitalis  “sporadically”  and  had 
stopped  it  three  days  before  the  onset  of  the  present 
acute  illness.  It  is  difficult  to  judge  how  much 
digitalis  they  have  taken,  but  from  experience  I can 
say  that  such  people  need  seven  to  ten  tablets  of 
digitoxin,  0.1  mg.,  to  get  them  out  of  heart  failure, 
administered  within  the  first  twenty-four  to  thirty- 
six  hours  and  maintained  on  0.1  or  0.2  mg.  a day. 
This  man  received  0.2  mg.  a day  and  would  have  re- 
quired ten  to  twelve  days  to  become  digitalized.  He 
did  not  live  long  enough.  My  question  is:  Is  it 


T o the  Editor: 

In  reply  to  Dr.  Liebholz  I should  like  to  point  out 
that  the  major  problem  in  Case  1 was  the  pneumonia 
and  not  the  heart  failure,  which  was  only  moderate 
in  degree  at  the  time  of  admission.  Since  the  amount 
of  digitalis  that  the  patient  had  taken  was  not 
known,  it  seemed  wiser  to  avoid  rapid  digitalization 
and  to  give  full  doses  of  mercuhydrin.  I quite  agree 
that  heart  failure  complicating  pneumonia  should 
not  be  underdigitalized. 

In  regard  to  Case  2,  there  was  no  clinical  or 
radiographic  evidence  of  large  pleural  effusions, 
which  were  very  likely  preterminal  developments. 
Large  effusions  should,  of  course,  be  aspirated,  al- 


accepted practice  to  underdigitalize  a man  in  heart 
failure  if  he  contracts  a pneumonia? 

In  Case  2 we  see  an  elderly  man  succumb  to 
pneumonia  on  the  eighth  day  after  his  temperature 
has  returned  to  normal.  The  autopsy  showed  2,000 
cc.  fluid  in  each  pleural  cavity  and  some  more  fluid 
in  adhesions.  In  other  words,  the  chest  contained 
over  4 L.  of  fluid.  My  question  is:  Are  4 or  more  L. 
of  pleural  fluid  compatible  with  life?  Is  it  common 
practice  not  to  tap  a chest  filled  with  fluid  to  such  an 
extent? 

I realize  that  the  chance  of  both  patients  was 
small,  but  for  my  own  and  other  general  practi- 
tioners’ information  I would  like  to  hear  your  com- 
ment on  my  questions  and  shall  appreciate  any- 
thing you  wish  to  say  authoritatively. 

Ernest  Leibholz,  M.D. 

54-55  69th  Lane 
Maspeth,  New  York 
August  12,  1948 


though  the  presence  of  4,000  cc.  of  pleural  fluid  is 
not  incompatible  with  life.  The  hazards  of  hydro- 
thorax vary  considerably  and  depend  on  a number 
of  factors  which  include  the  size  of  the  effusion,  the 
location,  the  degree  of  encapsulation  sind  fixation, 
the  rate  of  accumulation,  and  the  underlying  dis- 
ease. 

I hope  that  these  remarks  will  be  of  aid  in  the  in- 
terpretation of  the  two  case  presentations. 

Emanuel  Appelbaum,  M.D. 

910  Park  Avenue 
New  York  City 
August  25, 1948 


DIABETES  AND  TUBERCULOSIS 


To  the  Editor: 

The  New  York  State  Journal  of  Medicine  of 
July  15, 1948,  includes  an  article  on  the  management 
of  diabetes  complicated  by  tuberculosis. 

On  the  basis  of  one  case  and  some  literature  dated 
1939,  the  conclusion  is  drawn  that  protamine  zinc 
insulin  has  a toxic  effect  and  that  it  is  not  valuable 
in  the  treatment  not  only  of  diabetes  but  especially 
of  diabetes  complicated  by  tuberculosis. 

In  the  first  place,  protamine  zinc  insulin  has  now 
been  used  in  the  treatment  of  diabetes  for  more  than 
ten  years,  and  there  is  scarcely  any  opinion  that  it  is 
the  cause  of  constant  toxic  effects. 

In  the  second  place,  in  1941  Mosenthal  and  Mark 
in  the  J.A.M.A.  of  June  14,  1941,  page  2652,  re- 
ported the  treatment  of  278  cases  of  diabetes  com- 
plicated by  tuberculosis  as  treated  at  Sea  View 
Hospital.  The  cases  were  about  evenly  divided  be- 
tween those  treated  with  regular  insulin  and  with 
protamine  zinc  insulin;  in  all  other  respects  the 


therapy  was  the  same  in  both  groups.  It  was  found 
that  the  control  of  diabetes  with  the  protamine  zinc 
insulin  was  infinitely  more  effective  than  with  the 
regular  insulin. 

Consequently,  I would  conclude  that  the  state- 
ments made  in  the  article  were  based  on  insufficient 
evidence  and  that  we  have  no  proof  that  protamine 
zinc  insulin  is  a universally  toxic  medication  and  that 
protamine  zinc  insulin  is  less  efficient  than  crystal- 
line zinc  or  regular  insulin  in  the  treatment  of  dia- 
betes complicated  by  tuberculosis.  In  fact,  it  seems 
that  protamine  zinc  insulin  is  far  and  away  the  more 
efficacious  in  the  control  of  tuberculosis  in  the  pres- 
ence of  diabetes. 

Herman  O.  Mosenthal,  M.D. 
889  Lexington  Avenue 
New  York  21,  New  York 
August  18,  1948 
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To  the  Editor: 

Reply  is  made  to  the  foregoing  letter  from  Dr. 
Herman  0.  Mosenthal  who  comments  on  our  paper 
“The  Management  of  Diabetes  Complicated  by 
Tuberculosis,”  which  appeared  in  the  New  York 
State  Journal  of  Medicine  48:  1613  (July  15) 
1948. 

It  was  not  unexpected  at  this  time  to  have 
clinicians  such  as  Dr.  Mosenthal  and  others  of  his 
standing  draw  conclusions  different  from  those  ex- 
pressed in  our  summary.  However,  the  recent 
literature  is,  nevertheless,  increasing  with  reports  re- 
garding the  toxic  effect  of  protamine.  These  damag- 
ing effects  may  have  left  their  marks  on  the  cardio- 
vascular, peripheral  vascular,  pulmonary,  ocular, 
and  genitourinary  systems.  Over  a long  period  of 
clinical  observation  of  the  exclusive  use  of  protamine 
zinc  insulin,  I have  found  the  following  blood 
chemistry  changes: 

1.  Increased  blood  cholesterol. 

2.  Increased  blood  uric  acid. 

3.  Increased  blood  creatinine. 

4.  Some  disturbance  in  the  albumin-globulin 

ratio. 

5.  Depression  of  the  renal  threshold  for  glu- 

cose. 

I have  also  discussed  a syndrome,  “protamine 
edema,”  noted  clinically  in  a number  of  cases  treated 
with  protamine  zinc  insulin  exclusively.  All  of  the 
above  findings  seem  reversible  when  regular  insulins 
are  substituted. 

Reference  may  also  be  made  to  the  work  of  Wild- 
strom  and  Willander  [Acta  med.  Scandinav.  88: 
434  (1936)]  who  found  that  heparin  prevented 
fibrinous  adhesions  in  pleurisy,  while  Chagraff  and 
Olson  [./.  Biol.  Chem.  122:  153  (1937)]  have  shown 
that  protamine  (salmine)  annuls  the  action  of 
heparin  both  in  vitro  and  vivo. 

Because  of  all  these  observations  and  studies,  it  is 
not  unreasonable  to  presume  that  many  thrombotic 
phenomena  in  diabetics  have  been  due,  at  least  in 
part,  to  the  inhibiting  influence  of  this  foreign  pro- 
tein substance  (protamine)  on  circulatory  dynamics, 


especially  since  protamine  has  been  shown  to 
counteract  the  action  of  heparin.  The  view  of 
Shelley  et  al.  [Proc.  Soc.  Exper.  Biol.  & Med.  50: 
300  (1942)]  that  protamine  tends  to  favor  vascular 
embolic  incidents  may  be  explained  on  the  basis  of 
this  disturbance  in  circulatory  dynamics. 

Dr.  Mosenthal  admits  that  there  has  been  con- 
siderable clinical  investigation  in  the  treatment  of 
tuberculosis  complicated  by  diabetes,  and  we  agree 
that  his  comparisons  in  1941  were  valid  then.  Since 
then,  however,  it  has  been  generally  accepted  that  in 
acute  and  febrile  diseases  preference  should  be  given 
the  quick-acting  insulins.  Since  tuberculosis  in 
both  acute  and  chronic  forms  is  an  active  disease  en- 
tity, it  is  my  opinion  that  the  same  rules  should  hold 
to  the  use  of  insulins. 

It  is  possible  that  the  trend  to  the  use  of  mixtures 
of  insulins  has  indirectly  been  a partial  check  on  the 
unfavorable  effects  of  protamine  zinc  insulin.  The 
increasing  demand  for  crystalline  zinc  insulin  is  an 
indication  that  from  the  clinical  viewpoint  the  pro- 
fession is  not  entirely  satisfied  with  the  results  of 
protamine  zinc  insulin.  Our  observations  seem  to 
add  light  to  the  abovementioned  reasons. 

Whereas,  clinical  observations  are  usually  a 
posteriori  deductions,  their  validity  is  quite  often 
confirmed  or  rationalized  by  a search  in  the  literature 
to  explain  one’s  observations.  For  example,  Reiner 
et  al.  [Proc.  Soc.  Exper.  Biol.  & Med.  50:  70  (1942)] 
report  that  protamine  inhibits  tissue  respiration. 
This  is  a mechanism  by  which  some  of  the  clinically 
observed,  adverse  effects  of  protamine  zinc  insulin 
may  be  explained. 

Far-reaching  changes  of  clinical  and  therapeutic 
import  may  develop  by  observations  of  one  or  several 
cases.  Dr.  Mosenthal  and  others  are  certainly  in 
the  position  to  aid  in  clarifying  the  issue  by  observa- 
tion and  interpretation. 

Morris  Ant,  M.D. 

61  Eastern  Parkway 
Brooklyn  17,  New  York 
October  30,  1948 


FEE  SCHEDULE  FOR  HOME  TOWN  MEDICAL  CARE  PROGRAM* 


To  the  Editor: 

It  has  come  to  my  attention  that  considerable 
misunderstanding  has  developed  throughout  the 
medical  profession  concerning  the  fees  for  medical 
services  to  be  paid  private  physicians  participating 
in  the  various  home  town  medical  care  plans  for 
veterans.  It  has  been  contended  that  the  Veterans 
Administration  has  arbitrarily  established  a fee 
schedule  of  maximum  amounts  which  may  be  paid 
for  any  given  service  and  that  this  is,  in  effect,  a 
national  fee  schedule.  It  has  also  been  claimed  that 
the  various  state  medical  societies  and  other  in- 
terested groups  were  not  consulted  when  this  fee 
schedule  was  adopted. 

In  order  to  avoid  misunderstanding  on  this  sub- 
ject, I am  authorized  to  state  that  the  Veterans  Ad- 
ministration Chief  Medical  Director,  Dr.  Paul  B. 
Magnuson,  neither  desires  nor  intends  to  establish  a 
national  schedule  of  fees,  nor  did  his  predecessor,  Dr. 
Paul  R.  Hawley. 


* This  letter  is  published  at  the  request  of  Dr.  Bauckus, 
president,  Veterans  Medical  Service  Plan.— Editor 


The  fee  schedules  originally  proposed  by  the 
various  state  medical  societies  when  the  Home  Town 
Medical  Care  Plan  was  inaugurated  varied  widely 
in  format,  terminology,  and  fees  for  similar  or  iden- 
tical services.  It  seemed  advisable,  therefore,  to 
establish  a uniform  fee  schedule  format  and  tentative 
fees  to  be  used  as  a guide  by  state  medical  societies  in 
submitting  proposals  for  the  furnishing  of  medical 
:are  to  veterans. 

The  uniform  fee  schedule  format  was  drawn  up  by 
the  professional  groups  of  national  consultants  to 
the  chief  medical  director.  These  groups,  composed 
of  eminent  physicians  from  all  parts  of  the  country, 
represent  all  the  specialties  in  medicine  and  surgery. 
Tentative  fees  were  included  in  the  format  after  a 
careful  analysis  of  prepaid  medical  care  plan,  and 
workman’s  compensation  and  insurance  fee  schedules 
and  also  of  the  fee  schedules  in  effect  in  the  various 
states  having  agreements  with  the  Veterans  Admin- 
istration. 

As  was  expected,  the  fees  reviewed  varied  con- 
siderably. The  professional  group  of  national  con- 
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sultants  made  every  effort  to  arrive  at  just  and 
reasonable  fees  for  inclusion  in  the  uniform  pro- 
visional fee  schedule.  This  schedule  is  intended  to 
serve  as  a guide  only  and  to  facilitate  and  expedite 
the  preparation  of  agreements  between  state  medical 
societies  and  the  Veterans  Administration. 

The  schedule  contains  elastic  fees  for  certain 
operations  and  services  which  evoke  more  than 
average  contention.  Maximum  and  minimum  fees 
considered  equitable  are  listed  for  these  items,  and 
they  are  marked  “AA,”  indicating  that  the  fee  is  to 
be  determined  by  arbitration  and  agreement  between 
tbe  medical  society  and  the  Veterans  Administra- 
tion. 

May  I repeat  that  the  Veterans  Administration 
fee  schedule  format  is  in  no  sense  an  arbitrary  or 


To  the  Editor: 

Dr.  Butler’s  letter  of  October  25,  relating  to  fee 
schedules,  is  at  hand,  and  I am  pleased  with  the 
tenor  of  its  content. 

As  you  know,  the  fee  schedule  which  is  in  effect  in 
New  York  State  is  the  result  of  study  and  agreement 
between  the  Veterans  Administration  and  the 
Veterans  Medical  Service  Plan  of  New  York,  Inc. 
It  has  been  changed  and  is  subject  to  change  from 
time  to  time,  by  mutual  agreement.  I regard  it  as 
quite  satisfactory,  and  I do  not  think  it  has  caused 
much  trouble  in  this  past  two  years  of  our  work. 
For  the  Plan,  we  have  always  been  in  favor  of  dis- 
cussing any  fee  schedule  items  that  did  not  seem 
agreeable  to  the  Veterans  Administration. 

The  uniform  fee  schedule  format  did  not  supercede 


WHAT’S  1 

T o the  Editor: 

In  the  August  issue  of  the  New  York  State 
Journal  of  Medicine  I noted  your  article  “There 
Is  a Need”  (page  1683). 

I have  a suggestion  to  make.  Why  not  call  the 
male  nurse  “Nurser”  and  the  female  nurse  “Nurse.” 


national  fee  schedule.  Nor  is  it  a fixed  schedule,  for 
it  is  subject  to  periodic  review  and  modification. 

With  your  approval,  I would  appreciate  very 
much  your  arranging  to  publish  this  as  an  open 
letter  in  the  New  York  State  Journal  of  Medi- 
cine. I should  like  this  to  reach  all  the  physicians 
in  New  York  State,  and  I know  of  no  better  way  to 
do  it  than  through  the  Journal. 

Ethan  Flagg  Butler,  M.D. 
Branch  Medical  Director 

Veterans  Administration 
Branch  Office  No.  2 
346  Broadway 
New  York  13,  New  York 

October  25,  1948 


our  New  York  State  fee  schedule.  I agree  that  such 
a format  is  necessary  for  clear  consideration  of  the 
many  items  that  need  to  be  discussed  before  con- 
tracts are  made  between  state  medical  societies  and 
the  Veterans  Administration.  It  is  my  understand- 
ing that  after  such  a study  the  state  medical  society, 
or  its  representatives,  and  the  Veterans  Administra- 
tion come  to  an  agreement  on  their  own  fee  schedule 
for  that  state. 

Herbert  H.  Bauckus,  M.D. 
President 

925  Delaware  Avenue 
Buffalo  9,  New  York 

October  26,  1948 


A NAME? 

This  change  might  make  a bisexual  profession  out  of 
the  now  unisexual  profession. 

Johannes  Behrendt 

93  Monroe  Avenue 
Rochester  7,  New  York 
October  22,  1948 


MARY  AND  HER  LITTLE  COLD 
Mary  had  a little  cold, 

But  wouldn’t  stay  at  home: 

And  everywhere  that  Mary  went, 

The  cold  was  sure  to  roam. 

It  wandered  into  Molly’s  eyes 
And  filled  them  full  of  tears — 

It  jumped  from  there  to  Bobby’s  nose, 


And  thence  to  Jimmie’s  ears. 

It  painted  Anna’s  throat  bright  red, 

And  swelled  poor  Jennie’s  head. 

The  moral  of  this  little  tale 
Is  very  quickly  said — 

She  could  have  saved  a lot  of  pain 

With  just  one  day  in  bed. — Distaff , July,  1948 
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Martin  Laurence  Bodkin,  M.D.,  seventy-nine, 
died  on  December  1 at  his  home  in  Brooklyn.  Dr. 
Bodkin  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1894 
and  started  practice  in  Brooklyn.  A former  chair- 
man of  the  medical  board  of  St.  Mary’s  Hospital, 
Brooklyn,  he  had  also  been  consulting  proctologist 
at  St.  Catherine’s,  Caledonian,  Midwood,  Zion, 
Williamsburgh,  and  Bushwick  Hospitals  in  Brook- 
lyn. He  was  a fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Brooklyn  Surgical 
Society  and  the  New  York  State  and  lungs  County 
Medical  Societies. 

Edward  John  Davin,  M.D.,  of  New  York  City, 
died  December  5 at  his  home.  He  was  fifty-nine. 
Dr.  Davin  received  his  medical  degree  from  the 
College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1912,  and  served  overseas  as  a captain 
in  the  Army  Medical  Corps  during  World  War  I. 
Formerly  director  of  obstetrics  and  gynecology  at 
Lincoln  Hospital,  the  Bronx,  and  director  of  ob- 
stetrics at  St.  Clare’s  Hospital,  Manhattan,  he  was 
a fellow  of  the  American  College  of  Surgeons,  a diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  and  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  County 
Medical  Societies. 

Annie  M.  Hull,  M.D.,  seventy,  died  at  her  home 
in  Glens  Falls  on  November  22.  She  was  a gradu- 
ate of  the  New  York  Medical  College  and  Hospital 
for  Women  in  1903  and  had  practiced  medicine  in 
Glens  Falls  for  almost  fifty  years.  She  had  also 
served  as  health  officer  for  the  town  of  Queensbury. 
Dr.  Hull  was  a member  of  the  New  York  State 
Board  of  Medical  Examiners  and  the  New  York 
State  and  Warren  County  Medical  Societies. 

Arthur  Many  Johnson,  M.D.,  died  November  30 
at  Strong  Memorial  Hospital,  Rochester,  at  the 
age  of  seventy-four.  He  was  graduated  from  Al- 
bany Medical  College  in  1895  and  interned  at  Ellis 
Hospital,  Schenectady,  before  starting  private  prac- 
tice in  Rochester  in  1897.  Dr.  Johnson  was  as- 
sociated with  the  Health  Bureau  from  1905  until 
his  retirement  in  1945,  and  served  in  the  Army  Medi- 
cal Corps  during  World  War  I. 

In  1943  he  received  the  Albert  David  Kaiser 
medal  of  the  Rochester  Academy  of  Medicine  in 
recognition  of  his  services  as  a health  officer  and 
coordinator  of  medical  activities  for  the  national 
defense  program.  He  was  a member  of  the  Roches- 
ter Academy  of  Medicine  and  the  New  York  State 
and  Monroe  County  Medical  Societies. 

Harry  Judson  Lipes,  M.D.,  seventy-seven,  died 
November  25  at  the  Albany  Hospital  after  a long 
illness.  He  was  graduated  from  Albany  Medical 
College  in  1897  and  served  in  France  during  World 
War  I with  an  artillery  unit,  receiving  wounds  which 
prevented  him  from  performing  surgical  operations 
although  he  continued  his  general  practice.  In  1916 
he  served  with  the  Second  New}  Yonkf Infantry  on 
the  Mexican  border  as  a major  in  the  hospital  corps. 
He  received  the  Silver  Star  from  General  Pershing 
for  gallantry  in  action.  1 


Active  in  veterans’  organizations,  Dr.  Lipes  was 
New  York  State  surgeon  general  of  the  Disabled 
American  Veterans.  A frequent  lecturer  on  obstet- 
rics at  Albany  Medical  College,  he  was  a member  of 
the  New  York  State  and  Albany  County  Medical 
Societies. 

Louis  De  Laittre  Pulsifer,  M.D.,  of  Mexico,  died 
suddenly  on  October  26  from  a heart  attack.  He 
was  seventy-six.  A graduate  of  Syracuse  University 
Medical  School  in  1900,  Dr.  Pulsifer  interned  at 
Bellevue  Hospital,  New  York  City,  and  practiced  for 
two  years  in  Deruyter  before  opening  his  office  in 
Mexico  in  1904,  where  he  practiced  for  forty-four 
years. 

Active  in  the  community,  Dr.  Pulsifer  had  served 
as  mayor  of  the  village,  town  supervisor,  a member 
of  the  board  of  education,  school  physician,  health 
officer  for  the  village  and  town  of  Mexico  and  the 
town  of  Palermo,  and  medical  examiner  of  the  draft 
board  at  Pulaski  during  World  War  I.  He  was  a 
member  of  the  New  York  State  and  Oswego  County 
Medical  Societies. 

George  Herbert  Ramsey,  M.D.,  fifty-seven,  died 
from  tuberculosis  at  Saranac  Lake  on  November  30. 
Nationally  known  in  public  health  circles,  he  was 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1917,  and  received 
the  degree  of  doctor  of  public  health  from  Johns 
Hopkins  University  in  1926.  During  World  War 
I he  served  as  an  Army  medical  officer  with  Base 
Hospital  15  in  Chaumont,  France. 

Formerly  deputy  commissioner  in  the  Michigan 
Health  Department,  he  taught  epidemiology  at  the 
University  of  Michigan  and  at  Johns  Hopkins  and 
in  1933  was  appointed  director  of  the  division  of 
communicable  diseases  of  the  New  York  State  De- 
partment of  Health.  An  advocate  of  physical 
examinations  as  a preliminary  to  marriage  in  New 
York,  he  had  general  supervision  of  the  program  for 
the  prevention  of  venereal  disease  in  this  State. 

In  1938  Dr.  Ramsey  was  appointed  health  com- 
missioner of  Westchester  County.  During  his 
term  there  he  developed  the  county’s  syphilis 
control  program,  campaigned  for  adequate  sewage 
disposal  for  communities  along  the  Hudson  River 
so  that  swimming  would  be  safe  from  danger  of 
typhoid  fever,  and  saw  the  county  make  gains  in 
the  control  of  such  diseases  as  tuberculosis,  ty-  I 
phoid,  and  pneumonia.  He  was  president  of  the 
American  Epidemiology  Society. 

Hans  Richard  Sauer,  M.D.,  forty-five,  died  on 
December  1 after  a heart  attack  while  performing  an 
operation  at  the  Roswell  Park  Institute  for  Malig- 
nant Diseases  in  Buffalo.  A native  of  Vienna,  he 
received  his  medical  degree  from  the  University  of 
Berlin  in  1928  and  came  to  this  country  in  1938,  be-  j 
coming  a citizen  in  1943.  He  was  a diplomate  of  the  I 
American  Board  of  Urology  and  a member  of  the  | 
Buffalo  Academy  of  Medicine  and  the  New  York  i 
State  and  Erie  County  Medical  Societies. 

Benjamin  James  Slater,  M.D.,  of  Rochester,  died  [ 
on  December  4 at  the  age  of  sixty.  Associate  medi- 
cal director  of  the  Eastman  Kodak  Company  of 
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Rochester,  he  was  nationally  known  in  the  field  of 
industrial  medicine  and  was  former  president  of  the 
New  York  State  Society  of  Industrial  Medicine. 

Dr.  Slater  was  graduated  from  Cornell  University 
Medical  College  in  1914  and  served  overseas  for  the 
Red  Cross  during  World  War  I as  resident  surgeon 
at  a military  hospital  for  France.  Commissioned 
in  1918  at  the  Army  Medical  School,  Washington, 
D.C.,  in  the  Army  Medical  Corps,  he  served  as 
chief  medical  examiner  of  the  Engineers  Examiners 
Board  before  entering  private  practice  in  Rochester 
and  becoming  associated  with  Eastman  Kodak. 

Former  president  of  the  Seventh  District  Branch 
of  the  State  Medical  Society,  Dr.  Slater  was  a fellow 
of  the  American  Association  of  Industrial  Physicians 
and  Surgeons  and  was  a member  of  the  New  York 
State  and  Monroe  County  Medical  Societies. 

Samuel  Aaron  Tannenbaum,  M.D.,  seventy-five, 
died  on  October  30  at  his  home  in  New  York  City. 
A graduate  of  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1898,  Dr.  Tannen- 
baum apportioned  his  time  to  the  study  of  medicine 
and  sixteenth  and  early  seventeenth  century  litera- 
ture, becoming  known  as  a Shakespearean  scholar. 
He  was  the  author  of  more  than  200  articles  and  57 
books  on  Elizabethan  literature  and  on  psycho- 
analysis. 

William  J.  Tierney,  M.D.,  New  York  City,  died 
on  November  23  at  the  age  of  eighty-one.  He  re- 
ceived his  medical  degree  from  New  York  University 
in  1888  and  was  medical  officer  of  the  New  York  City 
Fire  Department  from  1905  until  his  retirement  in 
1947. 


Giovanni  Tenca,  M D.,  fifty- three,  died  on  Octo- 
ber 16  at  Memorial  Hospital,  New  York  City.  Born 
in  Italy,  Dr.  Tenca  was  a graduate  of  the  College  of 
Medicine  and  Surgery  of  the  Royal  University  of 
Parma  in  1920  and  came  to  the  United  States  in 
1932.  For  fourteen  years  he  was  a medical  exam- 
iner for  the  Equitable  Life  Assurance  Society. 


Samuel  Abbott  Volpert,  M.D.  of  Lake  Placid, 
died  from  a heart  attack  on  November  27  at  his 
home.  He  was  forty-nine.  Dr.  Volpert  was  gradu- 
ated from  the  Syracuse  University  College  of  Medi- 
cine in  1922  and  had  practiced  in  the  Lake  Placid 
area.  He  was  a member  of  the  New  York  State 
and  Essex  County  Medical  Societies. 


Ernest  Milton  Watson,  M.D.,  sixty-three,  died 
on  December  5 at  Buffalo  General  Hospital  from  a 
cerebral  hemorrhage.  A graduate  of  the  Johns 
Hopkins  Medical  School  in  1913,  he  served  his  in- 
ternship in  medicine  at  Gorgas  Memorial  Hospital, 
Canal  Zone.  Dr.  Watson  was  professor  of  urology 
at  the  Buffalo  University  Medical  School,  attending 
urologist  at  Children’s  Hospital  and  at  Buffalo 
General  Hospital,  visiting  urologist  at  Meyer  Mem- 
orial Hospital,  and  consulting  urologist  at  Roswell 
and  Marine  Hospitals.  A fellow  of  the  American 
College  of  Surgeons,  he  was  a member  of  the  Buf- 
falo Academy  of  Medicine,  the  American  Urological 
Association,  the  Western  New  York  and  Ontario 
Urological  Society,  and  the  New  York  State  and 
Erie  County  Medical  Societies. 


AND  THE  GENERAL  PRACTITIONER 


. 

REHABILITATION 
In  an  address  delivered  before  the  57th  Annual 
Meeting  of  the  Association  of  Life  Insurance  Medi- 
cal Directors  by  Howard  A.  Rusk,  M.D.,  professor 
and  chairman,  Department  of  Rehabilitation  and 
Physical  Medicine,  New  York  University  College  of 
Medicine,  on  “Dynamic  Therapeutics  in  Chronic 
Disease  Pay  Dividends,”  Dr.  Rusk  stated  that,  in 
rehabilitation,  as  in  definitive  medical  care,  the 
general  practitioner  is  an  essential  and  integral 
member  of  the  therapeutic  team. 


Today,  as  new  and  mounting  demands  are  made 
upon  him  to  restore  his  patients  to  maximum  eco- 
nomic and  social  effectiveness,  he  must  turn  to  the 
expanding  field  of  rehabilitation  and  physical  medi- 
cine for  increased  technical  skills  and  assistance. 

However,  many  of  these  sqralertgetaics  he  can 
apply  director  fffil&romcevAiome,  Hum  hospital 
practice  to  nelp  nis  physically  ■ ttafepHts 
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Name  Medical  Staff  for  Seton  Hospital 


A PPOINTMENT  of  the  medical  staff  for  Seton 
Hospital,  the  Bronx,  a 500-bed  tuberculosis  in- 
stitution taken  over  by  New  York  City  last  year,  has 
been  announced  by  Dr.  Edward  M.  Bernecker,  com- 
missioner of  hospitals.  Dr.  Eli  H.  Rubin  has  been 
named  director  of  medicine  and  chairman  of  the 
medical  staff.  Other  directors  of  service  are:  Dr. 
Alexander  E.  W.  Ada,  surgery;  Dr.  Forris  E.  Chick, 
pediatrics;  Dr.  Goodlatte  B.  Gilmore,  otolaryngol- 
ogy; Dr.  Nathan  Savitsky,  neuropsychiatry;  Dr. 


John  Duff,  urology,  and  Dr.  Joseph  Hory,  ophthal- 
mology. Consultants  for  the  medical  staff  of  Seton 
Hospital  include:  Dr.  J.  Burns  Amberson,  medicine; 
Dr.  Louis  H.  Barenberg,  pediatrics;  Dr.  Edward  R. 
Cunniffe,  surgery;  Dr.  Joseph  Golomb,  pediatrics; 
Dr.  Milton  J.  Goodfriend,  gynecology;  Dr.  H.  C. 
Maier,  thoracic  surgery;  Dr.  Nathan  B.  Van  Etten, 
medicine;  Dr.  H.  M.  Zimmerman,  pathology;  Dr 
Frank  Berry,  thoracic  surgery,  and  Dr.  Murray  L. 
Brandt,  gynecology. 


State  to  Get  Seven  New  Hospitals  in  V.  A.  Program 


NEW  YORK  STATE  will  share  in  the  Veterans 
Administration’s  $1,000,000,000  ninety-one- 
hospital  building  program  to  the  extent  of  $122,000,- 
000  and  seven  new  hospitals. 

The  hospitals,  four  of  which  are  already  under 
construction,  will  house  more  than  8,000  long-term 
patients  and  will  be  capable  of  handling  more  than 
three  times  that  number  on  a short-term  or  daily 
basis.  Most  of  the  hospitals  will  be  general  medical 
and  surgical  institutions,  but  one,  the  Franklin 
Delano  Roosevelt  Veterans  Hospital  near  Peekskill, 
will  specialize  in  neuropsychiatric  treatment. 

The  six  other  hospitals  will  be  at  Albany,  Syra- 
cuse, Buffalo,  Fort  Hamilton  in  Brooklyn,  First 
Avenue  and  East  Twenty-fifth  Street  in  Manhattan, 
and  at  a site  in  New  York  City  not  yet  chosen.  The 
new  hospitals  will  bring  the  total  number  of  V.  A. 
hospitals  in  the  State  to  17. 


Colonel  W.  W.  Wanamaker,  district  engineer, 
revealed  that  the  last  piece  of  outside  brick  has  been 
put  in  place  on  th  1,000-bed  Fort  Hamilton  Hospi- 
tal. Work  is  progressing  according  to  schedule,  he 
said,  and  if  all  goes  well,  patients  will  begin  to  be  ad- 
mitted by  November,  1949. 

The  Franklin  Delano  Roosevelt  Hospital,  which 
overlooks  the  Hudson  River,  is  54  per  cent  complete 
and  will  be  ready  for  occupancy  in  the  fall  of  1949. 
It  consists  of  31  buildings  and  will  have  a bed  capacity 
of  1,984.  Excavation  has  been  completed  and 
foundations  have  been  poured  for  all  the  buildings. 
Brick  work  has  been  started  on  19  buildings  and 
roofs  have  been  installed  on  10. 

All  seven  hospitals  will  be  completed  by  1953,  but 
personnel  recruitment  will  not  start  until  the  sum- 
mer of  1949.  All  the  nonprofessional  positions  will 
be  filled  through  civil  service  channels. 


Set  Home  Care  Experiment 

AN  EXPERIMENT  in  the  care  of  rheumatic  fever 
patients,  which,  it  is  hoped,  will  enable  the  pa- 
tient to  live  at  home  under  adequate  medical  super- 
vision, has  been  set  up  at  the  Montefiore  Hospital, 
the  Bronx,  according  to  an  announcement  made  by 
Dr.  Robert  L.  Levy,  president  of  the  New  York 
Heart  Association.  The  experiment  is  made  pos- 
sible by  a grant  of  $52,600,  covering  the  period 
through  December  31,  1949,  which  was  voted  by  the 
Association  as  a result  of  a survey  made  by  the  or- 


for  Rheumatic  Fever  Patients 

ganization’s  committee  on  institutional  care,  under 
the  chairmanship  of  Dr.  Alfred  Langmann. 

The  project  is  described  as  a pilot  study  on  home 
care  for  “medically  indigent”  children  with  rheu- 
matic fever,  the  purpose  of  which  is  to  find  an  economi- 
cally feasible  means  of  providing  continuous  medical 
care  for  patients  who  have  been  released  from  hospi- 
tal treatment.  Services  are  made  available  free  of 
charge  to  families  which  otherwise  could  not  afford 
the  care. 


t 


Explain  Hospital  Deficits 


A GENERAL  hospital  maintaining  an  outpatient 
department  can  trace  one  third  of  its  operating 
deficit  to  that  department,  according  to  the  Bulletin 
of  the  Hospital  Council  of  Greater  New  York,  pub- 
lished recently. 

“Although  there  has  been  a reduction  in  the 
amount  of  outpatient  service  in  recent  years,”  it  is 


said,  “the  expense  of  operating  the  outpatient  de- 
partment increased  well  over  100  per  cent  between 
1937  and  1947.” 

Outpatient  department  expenses  of  the  49  volun- 
tary general  hospitals  belonging  to  the  United  Hospi- 
tal Fund  increased  from  $3,590,000  to  $7,590,000, 
while  the  total  income  in  1947  was  $3,160,000. 
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Lay  Cornerstone  for  Additional  Cancer  Hospital 


/'"ORNERSTONE  ceremonies  for  the  ten-story, 
1 300-bed  James  Ewing  Hospital  for  Cancer,  New 
York  City,  which  will  be  affiliated  with  the  Memorial 
Cancer  Center,  were  held  November  26,  1948,  with 
Mayor  William  O’Dwyer  as  principal  speaker.  Dr. 
Edward  M.  Bernecker,  city  commissioner  of  hospi- 
tals, presided. 


Expected  to  be  completed  late  this  year,  the  hospi- 
tal is  being  constructed  of  rigid  steel  frame  and  re- 
inforced concrete  with  the  exterior  of  red  brick  to 
match  Memorial  Hospital  and  the  Sloan-Kettering 
Institute  for  Cancer  Research,  thus  bringing  into 
architectural  harmony  the  entire  Memorial  Cancer 
Center  group. 


NEWS  NOTES 


Dr.  Edward  M.  Bernecker,  New  York  City  com- 
missioner of  hospitals  since  March,  1942,  retired 
from  the  post  at  the  end  of  December.  In  his  notice 
of  retirement,  he  summarized  his  department 
achievements,  and  predicted  that  “significant  de- 
velopments” in  the  city  hospitals  since  1945  will 
have  “far-reaching  effects  not  only  in  this  city  but 
throughout  the  country.” 


“Application  of  Physics  to  Clinical  Medicine” 
was  the  topic  of  a clinical  conference  held  December 
20,  1948,  by  the  Mount  Sinai  Hospital,  New  York 
City.  Speakers  and  their  topics  were:  Dr.  S.  B. 
Yohalem,  “Graves’  Disease  Treated  with  Radioac- 
tive Iodine”;  Dr.  S.  Megibow,  “Patent  Ductus  Ar- 
teriosus Diagnosed  by  Microplethysmography”; 
Dr.  N.  Simon,  “Carcinoma  of  Thyroid  Gland 
Treated  with  Radioactive  Iodine”;  Dr.  P.  Kaunitz, 
“Urinary  Calculus  Identified  by  X-ray  Diffraction,” 
and  Dr.  S.  Estron,  “A  Case  of  Polycythemia  Vera 
Treated  with  Radioactive  Phosphorus.” 


Dr.  Philip  T.  Cortese,  Amsterdam,  has  been  ap- 


pointed as  full-time  hospital  physician  at  the  Am- 
sterdam plant  of  the  Bigelow-Sanford  Carpet  Com- 
pany, succeeding  Dr.  Edward  A.  Bogden,  who  has 
returned  to  private  practice. 


Dr.  Stuart  Winning,  Brooklyn,  has  assumed  the 
position  of  chief  surgeon  at  the  A.  Barton  Hepburn 
Hospital,  Ogdensburg,  following  his  appointment 
by  the  board  of  directors. 


Dr.  George  F.  Bock  was  elected  president  of  the 
medical  staff  of  the  Mercy  Hospital,  Watertown,  at 
the  annual  election  held  November  30,  1948.  He 
succeeds  Dr.  Sutherland  E.  Simpson.  Other  of- 
ficers are  Dr.  Thomas  N.  Sickles,  vice-president,  and 
Dr.  Charles  F.  Goodnough,  secretary. 


Dr.  Richard  Nauen,  Delmar,  hospital  medical  ad- 
viser in  the  State  Division  of  Tuberculosis  Control, 
has  been  appointed  acting  director  of  the  J.  N.  Adam 
Memorial  Hospital  at  Perrysburg. 


ROCHESTER  BLUE  SHIELD  PLAN  EXPANDS  MEMBERSHIP 


Individual  subscribers  to  Blue  Cross  in  Rochester 
are  now  being  given  an  opportunity  to  become  mem- 
bers of  Blue  Shield,  according  to  a recent  announce- 
ment by  Dr.  Maurice  A.  Barnard,  president  of  Blue 
Shield. 

Originally  enrolled  through  a group,  many  Blue 
Cross  subscribers  transfer  to  an  individual  contract 
and  pay  their  dues  directly  to  the  Plan  upon  termina- 
tion of  their  employment  where  the  group  was 
formed.  Such  nongroup  members  frequently  total 
more  than  one  fourth  of  the  enrollment  in  the  aver- 


age Blue  Cross  Plan.  Wherever  Blue  Cross  mem- 
bership is  required  before  a person  may  subscribe 
to  the  affiliated  Blue  Shield  Plan,  these  direct 
payment  members  have  not  been  eligible  due  to 
group  enrollment  requirements. 

Blue  Shield  in  Rochester  is  one  of  the  first  Plans 
to  offer  membership  to  Blue  Cross  nongroup  sub- 
scribers. An  earlier  experiment  of  this  type  was 
made  in  Kansas  City  a year  ago,  and  repeated  again 
last  summer,  with  nearly  40  per  cent  of  the  eligibles 
signing  up  for  Blue  Shield. 
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Medical  Academy  Gets  Ancient  Manuscript 


'"THE  Edwin  Smith  Papyrus,  termed  “the  oldest 
scientific  book  in  America  and  the  oldest  nucleus 
of  really  scientific  knowledge  in  the  world,”  was  pre- 
sented to  the  New  York  Academy  of  Medicine  by 
the  New  York  Historical  Society  and  the  Brooklyn 
Museum  at  ceremonies  held  December  2,  1948. 

Dr.  Fenwick  Beekman,  president  of  the  Historical 
Society,  made  the  address  of  presentation.  The  Pa- 
pyrus is  estimated  to  be  3,600  years  old  and  contains 
the  most  important  body  of  medical  knowledge 
which  has  survived  from  the  ancients.  Divided  into 


three  parts,  it  deals  with  surgery  in  a series  of  48 
illustrative  cases,  each  presented  methodically,  be- 
ginning with  the  name  of  the  ailment,  the  examina- 
tion, a diagnosis  and  finally  the  “verdict.”  In  the 
text  the  word  “brain”  occurs  for  the  first  time  in 
writing. 

The  papyrus,  which  was  translated  in  the  1920’s 
by  the  late  Dr.  James  Henry  Breasted,  was  pur- 
chased in  Luxor  in  1862  by  the  late  Edwin  Smith, 
Egyptologist,  and  presented  by  his  daughter  to  the 
Historical  Society. 


Survey  of  Medical  Education 


THE  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  and  the  As- 
sociation of  American  Medical  Colleges  will  sponsor 
a joint  survey  of  medical  education,  beginning  Jan- 
uary 1.  New  York  members  of  the  committee  of 
seven  appointed  to  conduct  the  survey  and  publish 
a report  of  its  finding  include:  Dr.  Alan  Valentine, 
president,  University  of  Rochester,  chairman;  Dr. 
Herman  G.  Weiskotten,  dean  of  the  Syracuse  Uni- 
versity College  of  Medicine,  and  Dr.  Joseph  C.  Hin- 
sey,  dean  of  the  Cornell  University  Medical  College. 

The  committee  has  appointed  Dr.  John  E.  Deit- 
rick,  New  York  City,  to  be  the  full-time  director  of 
the  survey.  He  is  associate  professor  of  medicine  at 
the  Cornell  University  Medical  College  and  medical 
director  of  postgraduate  instruction  of  the  Second 
(Cornell)  Medical  Division,  Bellevue  Hospital,  New 
York  City. 


Objectives  of  the  study  are  to  evaluate  the  present 
programs  and  determine  the  future  responsibilities 
of  medical  education  in  its  broadest  aspects  for  the 
purpose  of: 

1 Improving  medical  education  to  better  meet 
the  over-all  needs  of  the  American  people  for  the 
prevention  of  disease,  the  restoration  as  far  as  pos- 
sible to  health  of  all  those  who  have  suffered  ill 
health  or  injury,  and  for  the  maintenance  of  the 
best  standards  of  the  physical  and  mental  health 
of  all  the  people. 

2.  Assessing  the  degree  to  which  medical  schools 
are  meeting  the  needs  of  the  country  for  physicians. 

3.  Promoting  the  advancement  of  knowledge 
in  the  field  of  medical  science. 

4.  Better  informing  the  public  concerning  the 
nature,  content,  and  purposes  of  medical  education. 


American  Board  of  Obstetrics  and  Gynecology 


THE  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held 
in  various  cities  of  the  United  States  and  Canada  on 
Friday,  February  4,  1949. 

Arrangements  will  be  made  so  far  as  is  possible  for 
candidates  to  take  the  Part  I examination  (written 
paper  and  submission  of  case  records)  at  places  con- 
venient for  them.  Candidates  who  successfully  com- 
plete the  Part  I examination  proceed  automatically 
to  the  Part  II  examination  to  be  held  May  8 to  14 
inclusive,  1949,  at  the  Hotel  Shoreland,  Chicago, 
Illinois.  Notice  of  the  exact  time  and  place  of  the 


Part  I and  Part  II  examinations  will  be  sent  all  can- 
didates well  in  advance  of  the  examination  date. 

New  bulletins  are  now  available  for  distribution 
upon  application  and  give  details  of  all  changes  in 
Board  requirements  and  regulations  made  at  the  an- 
nual meeting  of  the  Board  held  May  16  to  May  22, 
1948.  These  relate  both  to  candidates  and  to  hos- 
pitals conducting  residency  services  for  training. 

Application  forms  and  bulletins  are  sent  upon 
request  made  to  the  American  Board  of  Obstetrics 
and  Gynecology,  1015  Highland  Building,  Pitts- 
burgh 6,  Pennsylvania. 


Dedicate  Rehabilitation  Center  at  Buffalo 


THE  Western  New  York  Civic  Committee  for 
Education  on  Alcoholism,  comprised  of  more  than 
80  interested  community  leaders,  secured  funds  to 
establish  a Rehabilitation  and  Information  Center  in 
the  University  of  Buffalo  Medical  School,  which  was 
formally  dedicated  on  December  2.  A grant  of  Fed- 
eral money  was  made  through  the  New  York  State 
Department  of  Mental  Hygiene  and  will  be  adminis- 


tered on  the  State  level  by  the  State  Department  of 
Health  and  on  the  local  level  by  the  Medical  School 
with  the  cooperation  of  the  Committee  and  the 
Medical  Society  of  the  County  of  Erie. 

Speakers  at  the  ceremony  were  Dr.  Stockton  Kim- 
ball, dean  of  the  School  of  Medicine;  Dr.  E.  Dean 
Babbage,  president  of  the  Erie  County  Society,  and 
Dr.  Kenneth  Goldstein,  of  the  Rehabilitation  Center. 
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Cornell  Offers  Graduate  Instruction  in  Internal  Medicine 


/'“'ORNELL  University  Medical  College  is  now  of- 
fering  graduate  instruction  in  internal  medicine 
and  neurology.  The  teaching  facilities  of  the  Second 
(Cornell)  Medical  Division,  Bellevue  Hospital,  New 
York  City,  comprising  one  hundred  and  forty-five 
beds,  are  devoted  exclusively  to  this  work.  The  in- 
structors are  members  of  the  faculty  of  Cornell 
University  Medical  College. 

The  course  is  designed  to  give  practical  instruc- 
tion in  the  subjects  of  internal  medicine,  neurology, 
and  pathological  physiology.  The  work  consists  of 
daily  bedside  study  of  patients  on  the  medical  and 
neurologic  wards.  Each  physician  is  assigned  a ser- 
ies of  patients  and  cooperates  with  the  resident  and 
attending  staff  in  their  care.  A limited  number  of 
men  may  obtain  special  training  in  cardiology,  hema- 
tology, diabetes,  endocrinology,  and  gastrointesti- 
nal diseases  in  the  special  clinics  of  the  outpatient 
department.  All  students  receive  practical  instruc- 
tion in  electrocardiography. 


The  teaching  program  is  a continuous  one  and 
physicians  are  admitted  on  the  first  of  each  month  as 
vacancies  occur.  For  any  one  individual,  the  course 
is  of  either  three  months  or  six  months  duration. 
The  three  months  course  may  include  six  weeks  of 
neurology  and  six  weeks  of  medicine  or  may  be  lim- 
ited entirely  to  medicine.  The  maximum  number  of 
physicians  registered  in  the  course  at  any  one  time 
will  be  limited  to  25. 

An  examination  is  offered  by  the  Department  of 
Medicine,  Cornell  University  Medical  College,  at 
the  end  of  the  course.  Successful  completion  of  this 
examination  and  satisfactory  ratings  by  individual 
tutors  will  be  required  of  those  who  desire  credit  in 
partial  fulfillment  of  the  requirements  of  the  Ameri- 
can Board  of  Internal  Medicine. 

Inquiries  and  applications  should  be  addressed  to 
Dr.  John  E.  Deitrick,  Director,  Second  (Cornell) 
Medical  Division,  Bellevue  Hospital,  First  Avenue 
and  Twenty-sixth  Street,  New  York  16,  New  York. 


Doctors  Serving  New  York  50  Years  Honored 


AJ'ORE  than  30  doctors,  each  of  whom  has  prac- 
ticed  in  or  about  New  York  City  for  fifty  years 
or  more,  were  honored  December  7 at  the  New  York 
University-Bellevue  Medical  Center  during  cere- 
monies commemorating  the  merging  in  1898  of  the 
formed  Bellevue  Hospital  Medical  College  into  New 
York  University  College  of  Medicine. 

Highlight  of  the  speaking  program  and  reception, 
which  marked  the  event,  was  a tribute  paid  by  Dean 
Currier  McEwen,  speaking  on  behalf  of  the  Medical 
Center,  to  veteran  doctors  graduated  in  1898  or  be- 
fore. Thirty-two  of  the  cited  doctors  were  present 
and  received  the  tribute  in  person.  Also  present 
were  doctors  who  were  undergraduates  of  the  Col- 
lege in  the  years  immediately  following  the  merger, 
together  with  leaders  of  the  Medical  Center  and  of- 
ficials of  the  Department  of  Hospitals  of  New  York. 

Among  the  doctors  honored  were:  Dr.  Nathan  B. 
Van  Etten,  past  president  of  the  American  Medical 
Association;  Dr.  Samuel  A.  Brown,  acting  chairman 
of  the  board  of  trustees,  New  York  University-Belle- 
vue Medical  Center;  Dr.  William  Logie  Russell, 


professor  emeritus  of  psychiatry,  Cornell  University 
Medical  College;  Dr.  Thomas  A.  Gonzales,  medical 
examiner  of  New  York  City,  and  Dr.  John  F.  Erd- 
mann and  Dr.  John  J.  Moorhead,  New  York  surg- 
eons. 

Among  other  distinguished  alumni  present  were: 
Dr.  Homer  Swift,  formerly  director  of  the  Rheu- 
matic Fever  Service,  Rockefeller  Institute  for  Medical 
Research  and  during  World  War  II  acting  director 
of  the  Rockefeller  Hospital;  Dr.  John  M.  Hanford, 
now  a member  of  the  Columbia  University  medical 
faculty;  and  such  noted  New  York  physicians  as 
Dr.  Hervey  C.  Williamson,  Dr.  Luther  B.  MacKen- 
zie,  and  Dr.  Claude  Heaton,  New  York  medical  his- 
torian. 

The  old  University  Medical  College  was  founded 
in  1841  and  the  Bellevue  Hospital  Medical  College 
in  1861  on  the  grounds  of  Bellevue  Hospital.  After 
the  merger  in  1898,  the  College  of  Medicine  was 
known  as  the  University  and  Bellevue  Hospital 
Medical  College  until  1935,  when  the  present  name 
was  officially  adopted. 


Postgraduate  Fellowships  Announced 


"POSTGRADUATE  fellowships  in  the  fields  of  re- 
search,  physical  medicine,  and  public  health  are 
now  available  through  the  National  Foundation  for 
Infantile  Paralysis.  Application  may  be  made  to 
the  Foundation  at  120  Broadway,  New  York  5, 
New  York,  at  any  time  during  the  year.  Selection 
of  candidates  will  be  made  on  a competitive  basis  by 
committees  composed  of  specialists  in  each  field. 
Awards  are  based  on  the  individual  need  of  each  ap- 
plicant. 

Research  fellowships  are  available  in  virology,  or- 
thopedic surgery,  pediatrics,  epidemiology,  and 
neurology.  These  fellowships  are  intended  to  em- 


phasize advanced  training  in  the  basic  sciences  as 
they  apply  to  the  particular  specialty  and  to  re- 
search, and  experience  in  research,  which  need  not 
be  immediately  related  to  poliomyelitis. 

In  physical  medicine,  clinical  fellowships  are  avail- 
able for  physicians  who  wish  to  prepare  for  eligibil- 
ity for  certification  by  the  American  Board  of  Physi- 
cal Medicine.  Public  health  fellowships  are  avail- 
able to  physicians  for  one  year  of  postgraduate  study 
leading  to  a Master  of  Public  Health  degree  at  a 
school  of  public  health  approved  by  the  American 
Public  Health  Association.  Further  information 
may  be  obtained  from  the  Foundation. 
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MEETINGS 

PAST 


Middle  Atlantic  States  Regional  Conference 

The  Middle  Atlantic  States  Regional  Conference 
was  held  on  November  18,  1948,  in  Philadelphia, 
with  the  Philadelphia  County  Medical  Society  acting 
as  host.  Topic  of  the  morning  session  was,  “What 
Is  the  Responsibility  of  the  Practitioner  in  Relation 
to  Hospital  Financing?”  and  of  the  afternoon  ses- 
sion, “Blue  Cross-Blue  Shield — Commission  Pro- 
posals.” 

New  York  participants  included  Dr.  Thomas  A. 
McGoldrick,  Brooklyn,  a member  of  the  A.M.A. 
Council  on  Medical  Service,  who  served  as  moderator 
of  the  afternoon  session. 

Saranac  Lake  Medical  Society 

At  a meeting  of  the  Saranac  Lake  Medical  Society 


on  November  24,  Dr.  Elliott  Michelson  spoke  on 
“Thoracoplasty  at  Trudeau”  and  Drs.  G.  W.  Wright 
and  R.  S.  Mitchell  discussed  “Pneumoperitoneum.” 
At  the  December  1 meeting,  Dr.  William  W. 
Beckman,  assistant  dean  of  the  New  York  Univer- 
sity College  of  Medicine,  spoke  on  “Medical  Aspects 
of  Social  Service.” 

Brooklyn  Dermatological  Society 

At  the  meeting  of  the  Brooklyn  Dermatological 
Society  in  December,  the  following  officers  were 
elected:  Dr.  E.  A.  Gauvain,  president;  Dr.  I.  N. 
Holtzman,  vice-president;  Dr.  S.  I.  Greenberg, 
secretary-treasurer,  and  Dr.  S.  H.  Silvers,  editorial 
secretary.  Meetings  are  held  on  the  third  Moijday 
of  each  month,  at  the  Brooklyn  Hospital  Dispensary. 


FUTURE 


Women’s  Medical  Society  of  New  York  State 

The  semiannual  meeting  of  the  Women’s  Medical 
Society  of  New  York  State  will  be  held  January  29 
and  30  in  New  York  City.  Further  details  will  be 
announced.  Dr.  Adelaide  Romaine,  New  York 
City,  will  preside. 

Association  of  Military  Surgeons  of  the  United 
States,  Metropolitan  New  York  Chapter 

A joint  meeting  of  the  Metropolitan  New  York 
Chapter  of  the  Association  of  Military  Surgeons  of 
the  United  States  and  the  New  York  Academy  of 
Medicine  will  be  held  Monday  evening,  January  31, 
at  8:30  p.m.,  at  the  Academy. 


Dr.  George  Baehr,  president  of  the  Metropolitan 
Chapter,  will  be  chairman  of  the  meeting.  The  pro- 
gram will  include  the  following  speakers  and  topics: 
Major  General  R.  W.  Bliss,  surgeon  general,  U.  S. 
Army,  “Military  Responsibility  for  Civilian  Health 
in  War”;  Admiral  Ross  T.  Mclntire,  administrator 
of  the  National  blood  program,  American  Red 
Cross,  “American  Red  Cross  National  Blood  Pro- 
gram”; Dr.  Edwin  J.  Cohn,  professor  of  biologic 
chemistry,  Harvard  Medical  School,  “Fractionation 
of  Blood”;  Dr.  Louis  K.  Diamond,  department  of 
pediatrics,  Harvard  Medical  School,  “The  Rh  Fac- 
tor,” and  Colonel  Elbert  DeCoursey,  U.  S.  Army, 
“Effects  of  Atomic  Radiations  on  Blood-forming 
Elements.” 


PERSONALITIES 


Honored 

Dr.  Maurice  J.  Lewi,  president  and  founder  of 
Long  Island  University’s  College  of  Podiatry,  by  a 
group  of  100  friends  and  relatives  in  celebration  of 
his  ninety-first  birthday. . .Dr.  George  N.  Papani- 
colaou, New  York  City,  professor  of  clinical  anatomy 
at  Cornell  University  Medical  College,  who  re- 
ceived the  Borden  Prize  for  the  outstanding  contri- 
bution by  a faculty  member  of  an  American  medical 
college  in  the  field  of  medical  science . . . Dr.  Mary 
Ross,  Binghamton,  named  Broome  County’s  out- 
standing general  practitioner  by  the  Broome  County 
Medical  Society. . .Dr.  Howard  A.  Rusk,  New  York 
City,  chairman  of  the  department  of  rehabilitation 
and  physical  medicine  at  New  York  University 
College  of  Medicine,  who  received  the  annual  meri- 
torious award  of  the  National  Rehabilitation  Asso- 
ciation for  outstanding  service  in  the  field  of  rehabili- 
tation. 

Appointed 

Dr.  George  B.  Jerzy  Glass,  New  York  City,  as 
assistant  clinical  professor  of  medicine  at  the  New 
York  Medieal  College,  Flower  and  Fifth  Avenue 
Hospitals . 


Elected 

Dr.  Arthur  M.  Dickinson,  Albany,  as  vice-presi- 
dent of  the  Association  of  Surgeons  of  the  New  York 
Central  System... Dr.  George  H.  Marcy,  Buffalo, 
as  president  of  the  same  group . . . Dr.  Horace  S. 
Baldwin,  New  York  City,  treasurer  of  the  American 
Academy  of  Allergy. 

Retired 

Dr.  Joe  Rainey  Clemmons,  executive  vice-presi- 
dent and  medical  director  of  Roosevelt  Hospital, 
New  York  City,  for  the  past  eleven  years,  on  Janu- 
ary 1. 

Speakers 

Dr.  Maurice  Meltzer,  New  York  City,  on  “Present 
Day  Treatment  of  Prostatism,  Benign  and  Malig- 
nant” at  a meeting  of  the  North  Hudson  Physicians 
Society,  North  Hudson  Hospital,  Weehawken,  New 
Jersey,  on  November  22. ..Dr.  George  T.  Pack, 
New  York  City,  on  November  17  at  a cancer  confer- 
ence for  Rhode  Island  physicians  held  under  the 
auspices  of  the  Rhode  Island  Medical  Society  at 
Providence,  and  on  December  1 at  a cancer  seminar 
at  the  University  of  Maryland,  Baltimore,  on  “Can- 
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cer  of  the  Stomach” ...  Dr.  George  M.  Wheatley, 
New  York,  chairman  of  the  rheumatic  fever  com- 
mittee of  the  American  Academy  of  Pediatrics,  on 
November  21  at  the  academy’s  annual  meeting  in 
Atlantic  City,  New  Jersey. 

New  Offices 

Dr.  A.  S.  Catinella,  former  Batavia  health  of- 


ficer, general  practice  in  New  York  City... Dr. 
Richard  J.  Clifford,  Navy  veteran,  general  practice 
in  Amsterdam. 

Dr.  Robert  D.  Hubbard,  a veteran  of  five  years 
service  with  the  Army  Medical  Corps  in  the  South 
Pacific,  practice  of  dermatology  and  syphilology 
with  the  Slocum-Dickson  Clinic,  Utica. 


COUNTY  NEWS 


Albany  County 

The  annual  election  of  officers  of  the  Albany 
County  Medical  Society  was  held  at  the  December 
15  meeting.  The  slate  presented  by  the  nominating 
committee  included:  Dr.  Edward  S.  Goodwin, 

president;  Dr.  Thomas  J.  O’Donnell,  vice-presi- 
dent; Dr  Albert  Vander  Veer,  secretary;  Dr. 
Frances  E.  Vosburgh,  treasurer,  and  Dr.  Emerson 
C.  Kelly,  historian. 

Speakers  at  recent  meetings  have  included : at  the 
November  24  meeting,  Dr.  L.  C.  D.  Bingham,  pro- 
fessor of  surgery,  Queens  University,  Kingston, 
Ontario,  on  “Early  Diagnosis  and  Treatment  of 
Carcinoma  of  the  Colon,”  and  at  the  October  27 
meeting  Dr.  J.  S.  L.  Browne,  professor  of  medicine, 
McGill  University,  Montreal,  Quebec,  on  “The 
Alarm  Reaction  and  the  Diseases  of  Adaptation.” 

The  annual  dinner  dance  of  the  society  was  held 
on  December  9 at  the  Colonie  County  Club,  Al- 
bany. 

Allegany  County 

Dr!  Henry  C.  Shaw,  associate  professor  of  medi- 
cine at  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  spoke  on  “Common  Diseases 
of  the  Skin”  at  the  meeting  of  the  Allegany  County 
Medical  Society  held  November  11  in  Belmont. 
The  lecture  was  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  with  the  cooperation 
of  the  State  Department  of  Health. 

Bronx  County 

Dr.  Louis  J.  Soffer  spoke  on  “The  Role  of  the 
Adrenals  in  Health  and  Hypofunction  and  Hyper- 
function of  the  Adrenals”  at  the  November  17 
meeting  of  the  Bronx  County  Medical  Society. 

At  the  October  20  meeting,  Dr.  Renato  J.  Azzari, 
president  of  the  county  society,  gave  his  inaugural 
address;  Dr.  Leo  F.  Simpson,  president  of  the 
State  Society,  spoke  on  “Your  State  Medical  So- 
ciety,” and  Dr.  David  J.  Kaliski,  director  of  the 
State  Society’s  Workmen’s  Compensation  Bureau, 
spoke  on  “The  New  York  State  Compensation  Law.” 

Broome  County 

Progress  of  the  rheumatic  fever  program  inau- 
gurated last  spring  was  reviewed  by  Dr.  William 
Aten,  chairman  of  the  program,  at  the  meeting  of 
the  Broome  County  Medical  Society  October  12  in 
Binghamton.  Dr.  William  H.  Hobbs,  Binghamton, 
discussed  cancer  of  the  breast. 

Chenango  County 

“The  Painful  Back”  was  the  topic  of  a lecture  by 
Dr.  Roscoe  D.  Severance,  clinical  professor  of  ortho- 
pedic surgery,  Syracuse  University  College  of  Medi- 


cine, at  the  meeting  of  the  Chenango  County  Medi- 
cal Society  December  14  in  Norwich.  The  program 
was  postgraduate  instruction  arranged  by  the 
Council  Committee  on  Public  Health  and  Educa- 
tion with  the  State  Department  of  Health. 

Clinton  County 

New  officers  were  elected  at  the  meeting  of  the 
Clinton  County  Medical  Society  held  November  16. 
They  are:  Dr.  Aaron  Davis  Mooers,  president; 

Dr.  Leonard  J.  Schiff,  Plattsburg,  vice-president, 
and  Dr.  Kenneth  M.  Clough,  Plattsburg,  secretary- 
treasurer. 

At  the  October  28  meeting,  postgraduate  instruc- 
tion was  given  by  Dr.  Leon  G.  Berman,  clinical 
associate  professor  of  surgery,  Syracuse  University 
College  of  Medicine,  on  “The  Diagnosis  and  Treat- 
ment of  the  Acute  Abdomen.” 

Cortland  County 

Dr.  William  Woodin,  instructor  in  medicine  at 
the  Syracuse  University  College  of  Medicine,  spoke 
on  “The  Antihistaminic  Drugs  in  Therapy  of  Aller- 
gic Diseases”  at  the  meeting  of  the  Cortland  County 
Medical  Society  on  November  19  in  Cortland.  The 
instruction  was  arranged  by  the  State  Society’s 
Council  Committee  on  Public  Health  and  Education 
with  the  cooperation  of  the  State  Department  of 
Health. 

Dutchess  County 

On  December  8,  a dinner  meeting  of  the  Dutchess 
County  Medical  Society  and  its  Auxiliary  was  held 
in  Poughkeepsie,  with  Dr.  Joseph  S.  Lawrence,  di- 
rector of  the  Washington  office  of  the  Council  on 
Medical  Service  of  the  A.M.A.,  as  guest  speaker. 
His  topic  was  “Medical  Legislation”. 

Dr.  John  E.  Heslin,  professor  of  urology  at  Al- 
bany Medical  College,  spoke  on  “Conservation  of 
Renal  Function”  at  the  November  10  meeting  held 
at  the  Hudson  River  State  Hospital,  Poughkeepsie. 
At  the  October  16  meeting,  held  at  the  Veterans’ 
Hospital,  Castle  Point,  Dr.  Konrad  Birkhaug,  from 
the  State  Department  of  Health,  spoke  on  “BCG 
Vaccination  Against  Tuberculosis.” 

Essex  County 

At  the  annual  meeting  of  the  Essex  County  Medi- 
cal Society,  held  October  7,  the  following  officers 
were  elected:  Dr.  T.  J.  Cummins,  president;  Dr. 
Wilbur  S.  Rose,  vice-president,  and  Dr.  James  E. 
Glavin,  secretary-treasurer. 

Fulton  County 

Dr.  Locke  L.  Mackenzie,  assistant  professor  of 
obstetrics  and  gynecology  at  the  New  York  Uni- 
versity Post-Graduate  Medical  School,  spoke  on 
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“The  Use  of  Cell  Smears  in  the  Early  Diagnosis  of 
Cancer”  at  the  meeting  of  the  Fulton  County"  Medi- 
cal Society  held  November  17  in  Johnstown.  The 
program  was  arranged  by  the  Council  Committee 
on  Public  Health  and  Education  of  the  State  Society 
with  the  cooperation  of  the  State  Department  of 
Health. 

Greene  County 

Dr.  Michael  Viviano  of  Tannersville  was  elected 
president  of  the  Greene  County  Medical  Society  at 
the  annual  meeting  held  October  12  in  Catskill. 
Other  officers  elected  were:  Dr.  M.  K.  Colie,  vice- 
president;  Dr.  William  M.  Rapp,  secretary,  and 
Dr.  Mahlon  H.  Atkinson,  treasurer,  all  of  Catskill. 

Jefferson  County 

“Practical  Problems  in  Management  of  Diabetes” 
was  discussed  by  Dr.  William  S.  Collens,  of  Brook- 
lyn, chief  of  the  diabetic  and  peripheral  vascular 
disease  clinic  of  Israel  Zion  Hospital,  at  the  meeting 
of  the  Jefferson  County  Medical  Society  held  De- 
cember 9 in  Watertown. 

At  the  November  11  meeting,  Dr.  Harry  A. 
Steckel,  professor  emeritus  of  psychology  at  the 
Syracuse  University  College  of  Medicine,  spoke  on 
“Psychosomatic  Medicine.” 

Dr.  Leonard  M.  Vincent  of  Brownville  was  elected 
president  of  the  Jefferson  County  Society  at  the 
annual  meeting. 

Kings  County 

Speakers  at  the  November  16  meeting  of  the 
Kings  County  Medical  Society  included:  Miss 

Marie  Knowles,  executive  director  of  the  Visiting 
Nurse  Association  of  Brooklyn,  who  explained  the 
activities  of  the  group;  Dr.  George  E.  Anderson, 
secretary  of  the  American  Diabetes  Association,  on 
“Diabetes  Detection  Drive,”  and  Louis  Bromfield, 
Ohio,  on  “Health  Through  the  Soil.” 

At  the  October  19  meeting  the  program  was  spon- 
sored by  the  Brooklyn  Cancer  Committee,  and  in- 
cluded: “Cytogenic  Aspects  of  the  Cancer  Prob- 

lem,” Dr.  Vernon  Bryson,  Cold  Spring  Harbor; 
“Carcinoma  of  the  Breast,”  Dr.  Cushman  D.  Haag- 
ensen,  New  York;  “Cancer  of  the  Colon  and  Rec- 
tum,” Dr.  Frank  H.  Lahey,  Boston,  Massachusetts, 
and  “Teamwork  in  Cancer  Diagnosis,”  Dr.  Brews- 
ter S.  Miller,  American  Cancer  Society. 

Lewis  County 

Dr.  Harry  A.  Steckel,  professor  emeritus  of 
psychiatry  at  the  Syracuse  University  College  of 
Medicine,  spoke  on  “Alcoholism  as  a Medical  Prob- 
lem” at  the  meeting  of  the  Lewis  County  Medical 
Society  held  November  4 in  Lowville.  The  post- 
graduate instruction  was  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  with  the  cooperation  of  the  State  Depart- 
ment of  Health. 

Livingston  County 

Dr.  Ward  Ekas  of  Rochester  spoke  on  “Office 
Gynecology”  at  the  meeting  of  the  Livingston 
County  Medical  Society  held  October  27  at  the 
Avon  Inn. 

Monroe  County 

A one-day  program  of  postgraduate  instruction 
was  presented  for  the  Monroe  County  Medical 
Society  on  November  11  at  the  Rochester  Academy 
of  Medicine.  Arrangements  were  made  by  the 
State  Society’s  Council  Committee  on  Public 


Health  and  Education  with  the  cooperation  of  the 
State  Department  of  Health 

Speakers  and  their  topics  were:  Dr.  Paul  A. 
Bunn,  associate  professor  of  medicine,  Syracuse 
University  College  of  Medicine,  “Recent  Advances 
in  Chemotherapy  of  Bacterial  Infections”;  Dr. 
William  T.  Foley,  instructor  in  medicine,  Cornell 
University  Medical  College,  “The  Use  of  Dicumarol 
in  Cardiovascular  Diseases”;  Dr.  Edward  F.  Har- 
tung,  assistant  clinical  professor  of  medicine  and 
chief  of  the  division  of  arthritis,  New  York  Post- 
Graduate  Medical  School  and  Hospital,  “Diagnosis 
and  Treatment  of  Back  Pain  from  the  General 
Practitioner’s  Point  of  View”;  Dr.  A.  H.  Aaron, 
clinical  professor  of  medicine,  University  of  Buffalo 
School  of  Medicine,  “The  Periodic  Health  Examina- 
tion with  Special  Reference  to  Cancer  Control,” 
and  Dr.  Leon  H.  Griggs,  clinical  professor  of  medi- 
cine, Syracuse  University  College  of  Medicine. 
“Common  Diseases  of  the  Skin.” 

Nassau  County 

A series  of  postgraduate  instruction  lectures  have 
been  arranged  for  the  Nassau  County  Medical  So- 
ciety by  the  Council  Committee  on  Public  Health 
and  Education  of  the  State  Society,  with  the  cooper- 
ation of  the  State  Department  of  Health,  and  are 
being  held  Thursday  afternoons,  at  4:00  p.m.,  at  the 
Nassau  Hospital  auditorium,  Mineola. 

Future  programs  include: 

January  27 — “Newer  Concepts  and  Therapy  of 
Hypertension” — Dr.  Richard  S.  Gubner,  assistant 
medical  director,  Equitable  Life  Assurance  Society, 
New  York. 

February  3 — “Common  Parasitic  Infections  En- 
countered in  General  Practice” — Dr.  Arthur  W. 
Grace,  professor  of  clinical  dermatology  and  syphilol- 
ogy,  Long  Island  College  of  Medicine. 

February  10 — -“The  Management  of  the  Failing 
Heart” — Dr.  Nathaniel  T.  Kwit,  associate  car- 
diologist, Beth  Israel  Hospital  and  Hospital  for 
Joint  Diseases. 

Feburary  17— “What  Can  the  General  Prac- 
titioner Do  About  Lowering  Cancer  Mortality?” — 
Dr.  Lloyd  F.  Craver,  associate  professor  of  clinical 
medicine,  Cornell  University  Medical  College. 

At  a joint  meeting  of  the  Nassau  County  Medical 
Society  and  its  Woman’s  Auxiliary,  held  November 
30  at  the  Garden  City  Hotel,  the  speaker  was  Mr. 
John  Hennessy,  chairman  of  the  board,  Hotel 
Statler,  who  discussed  “Future  in  Foods”  and  gave  a 
radar  demonstration. 

Niagara  County 

Dr.  Murray  S.  Howland,  department  of  medicine, 
Buffalo  General  Hospital,  spoke  on  “Evaluation  of 
Recent  Advances  in  Ulcer  Therapy”  at  the  meeting 
of  the  Niagara  County  Medical  Society,  held 
November  9 in  Lockport. 

At  the  October  12  meeting,  held  in  Lewiston,  Dr. 
F.  J.  Clifford  of  Niagara  Falls  spoke  on  “Immediate 
Treatment  of  Facial  Wounds.” 

Onondaga  County 

“An  American  Looks  at  the  World  Today”  was 
discussed  by  Professor  Donald  G.  Bishop  of  Syra- 
cuse University  at  the  annual  meeting  of  the 
Onondaga  County  Medical  Society  held  December  7 
in  Syracuse. 

The  annual  election  of  officers  was  held,  with  the 
following  slate  presented  by  the  nominating  com- 
mittee: Dr.  L.  W.  Ehegartner,  president;  Dr.  C.  F. 

[Continued  on  page  94] 


93 


is  now  available  in 


Here  is  another  original  contribution  to  the 
antibiotic  armamentarium  from  Bristol  Laboratories: 
streptomycin  sulfate  for  topical  application,  in  a 
smooth,  greaseless,  ointment  base.  This  significant 
development  of  Bristol  research  is  noteworthy 
for  the  following: 


1.  A Broad  Antibacterial  Spectrum 

The  variety  of  bacteria  destroyed  or  inhibited  by  strep- 
tomycin is  remarkably  broad.  Its  antibacterial  spectrum 
surpasses  those  of  other  antibiotics  in  current  use  for 
topical  application. 


2.  Less  Sensitizing 


^ Streptomycin  in  ointment  form  minimizes  the  great- 
3est  single  objection  to  topical  antibiotic  therapy  in 
that  it  is  demonstrably  less  sensitizing. 


Water-Soluble  Ointment  Base 


Bristol  Streptomycin  Ointment  is  unusually  pleasant 
to  use,  because  it  is  incorporated  in  a smooth,  water- 
soluble  base.  Despite  the  fact  that  there  is  no  grease 
or  oil,  adequate  potency  can  be  expected  to  persist 
throughout  the  full  dating  period  of  nine  months  after 
manufacture. 


Bristol  Streptomycin  Ointment  is  indicated 
in  skin  and  wound  infections  due  to  streptomycin- 
sensitive  organisms.  Each  gram  of  the  ointment 
contains  5000  micrograms  of  pure  streptomycin. 


A vail  able  NO  W from  your  usual  source 
of  supply , in  I oz ■ lubes,  singly,  or 
packed  12  to  a carton. 
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Potter,  vice-president;  Dr.  I.  L.  Ershler,  secretary, 
and  Dr.  A.  C.  Hofmann,  treasurer. 

Ontario  County 

Dr.  Robert  Doran  was  elected  president  of  the 
Ontario  County  Medical  Society  at  the  annual  meet- 
ing held  October  12  in  Canandaigua.  Other  officers 
chosen  are:  Dr.  C.  C.  Williamson,  president-elect; 
Dr.  Carl  B.  Smith,  secretary-treasurer. 

Orange  County 

Programs  of  postgraduate  instruction,  arranged 
for  the  Orange  County  Medical  Society  by  the  Coun- 
cil Committee  on  Public  Health  and  Education  of 
the  State  Society  and  the  State  Department  of 
Health,  were  held  November  9 and  November  23  in 
Goshen 

Speakers  were:  Dr.  H.  S.  Weichsel,  compensation 
medical  examiner,  New  York  Workmen’s  Compensa- 
tion Board,'  “Trauma  and  Peripheral  Vascular 
Disease,”  and  Dr.  A.  H.  Aaron,  clinical  professor  of 
medicine,  University  of  Buffalo  School  of  Medicine, 
“The  Evaluation  of  the  Common  Drugs  in  General 
Practice.” 

Oswego  County 

Dr.  L.  Maxwell  Lockie,  head  of  the  department  of 
therapeutics  at  the  University  of  Buffalo  School  of 
Medicine,  spoke  on  “Management  of  Arthritis — 
Acute  and  Chronic”  at  the  meeting  of  the  Oswego 
County  Medical  Society  held  November  16  in 
Fulton.  The  program  was  postgraduate  instruc- 
tion arranged  by  the  State  Society’s  Council  Com- 
mittee on  Public  Health  and  Education  with  the 
cooperation  of  the  State  Department  of  Health. 

Queens  County 

A series  of  Friday  afternoon  meetings,  arranged 
by  the  Queens  County  Medical  Society’s  committee 
on  graduate  education,  have  been  held,  with  the 
following  speakers  and  topics:  November  5 — Dr. 
Jacob  Werne,  assistant  medical  examiner,  New 
York  City,  “Unexpected  Findings  in  Unexpected 
Deaths”;  November  12 — Dr.  Henry  K.  Taylor, 
Goldwater  Memorial  Hospital,  “Angiocardiogra- 
phy”; December  3 — Dr.  Linn  J.  Boyd,  director  of 
medicine,  New  York  Medical  College,  “Pulmonary 
Embolism”;  December  10 — Dr.  Harry  Erhlich, 
director  of  the  tumor  clinic,  Mount  Sinai  Hospital, 
“Tumors  of  the  Head  and  Neck,”  and  November  19 
— Dr.  George  Schaefer,  clinical  instructor,  obstetrics 
and  gynecology,  New  York  Medical  College, 
“Tuberculosis  and  Pregnancy.” 

Richmond  County 

A symposium  on  “Heart  Disease  and  Pregnancy” 
was  conducted  by  Dr.  Edward  P.  Maynard,  Jr., 
professor  of  clinical  medicine  at  the  Long  Island 
College  of  Medicine,  and  Dr.  J.  Thornton  Wallace, 
clinical  professor  of  obstetrics  and  gynecology  at  the 
Long  Island  College  of  Medicine,  at  the  meeting 
of  the  Richmond  County  Medical  Society  held 
December  8. 

Seneca  County 

At  the  annual  meeting  of  the  Seneca  County 
Medical  Society,  held  October  27  at  Willard,  the 
following  officers  were  elected:  Dr.  Emil  J.  Bove, 


Seneca  Falls,  president;  Dr.  Kenneth  Keill,  Willard 
State  Hospital,  vice-president,  and  Dr.  Bruno 
Riemer,  Romulus,  secretary-treasurer. 

At  the  meeting  Dr.  Guy  Walters,  supervising 
psychiatrist  of  Willard  State  Hospital,  spoke  on 
“The  Plan  for  the  Care  of  Elderly  Mental  Patients,” 
and  Dr.  Stanley  Lincoln  and  Dr.  Frederick  Beck  of 
Biggs  Memorial  Hospital,  Ithaca,  spoke  on  “Dif- 
ferential Diagnosis  of  Diseases  of  the  Chest.” 

Steuben  County 

Dr.  C.  E.  Patti  of  Hornell  was  elected  president 
of  the  Steuben  County  Medical  Society  at  the  an- 
nual dinner  meeting  held  November  4 in  Steuben.  I 
Other  officers  chosen  are:  Dr.  Maynard  Guernsey, 
Corning,  vice-president,  and  Dr.  R.  J.  Shafer,  I 
Corning,  secretary-treasurer. 

At  the  scientific  session  Dr.  Milton  G.  Bohrod, 
pathologist  and  director  of  laboratories  at  Rochester 
General  Hospital,  spoke  on  “The  Clinical  Impor- 
tance of  Pathology.” 

Tioga  County 

Dr.  Ellery  G.  Allen,  clinical  professor  of  medicine,  j 
Syracuse  University  College  of  Medicine,  spoke  on 
“General  Resume  of  Hematologic  Disorders,  In- 
cluding the  Anemias”  at  the  meeting  of  the  Tioga 
County  Medical  Society  held  December  7 in  Candor. 
The  postgraduate  instruction  was  arranged  by  the  j 
Council  Committee  on  Public  Health  and  Educa- 
tion of  the  State  Society,  with  the  cooperation  of  the 
State  Department  of  Health. 

Warren  County 

At  the  meeting  of  the  Glens  Falls  Academy  of 
Medicine,  held  November  18  in  Glens  Falls,  Dr. 
Linn  J.  Boyd,  professor  of  medicine  at  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pitals, spoke  on  “Pulmonary  Embolism”  as  a post- 
graduate instruction  program  arranged  by  the  Coun-  ! 
cil  Committee  on  Public  Health  and  Education  with 
the  cooperation  of  the  State  Department  of  Health. 

Washington  County 

New  officers  for  the  Washington  County  Medical 
Society  were  elected  at  the  annual  meeting  held 
October  12  in  Hudson  Falls.  They  are:  Dr. 

John  A.  Sumner,  Granville,  president;  Dr.  Joseph 
Feingold,  Fort  Edward,  vice-president;  Dr.  Denver  i 
M.  Vickers,  Cambridge,  secretary,  and  Dr.  Charles  1 
H.  Prescott,  Hudson  Falls,  treasurer. 

At  the  scientific  session,  Dr.  R.  Leith  Skinner, 
retiring  president,  gave  his  presidential  address  on 
“Experiences  in  Treatment  of  Hypertension,”  and 
Dr.  John  G.  Hayes,  Albany,  spoke  on  “The  Manage- 
ment of  Some  Common  Obstetric  Difficulties.” 

Wayne  County 

Dr.  Harry  A.  Steckel  of  Syracuse  spoke  on  “The 
Psychiatric  Approach  in  General  Practice”  at  the 
meeting  of  the  Wayne  County  Medical  Society  held 
October  12  in  Lyons. 

Westchester  County 

“Unexplained  Death”  was  the  subject  of  a lecture 
given  by  Dr.  Alan  R.  Moritz,  professor  of  legal 
medicine  at  Harvard  University,  at  a meeting  of  the 
Westchester  County  Medical  Society  held  November 
16  in  White  Plains. 
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Zke  Importance  of  Protein  Mtyuacy 
Jn  Diabetes  M dlitus 

It  appears  in  the  light  of  recent  experience  that  the  daily  protein 
requirement  of  the  diabetic  has  been  underestimated  and  calls  for 
an  upward  revision. 

The  success  obtained  in  diabetic  retinopathy  from  the  use  of  high 
protein  diets  emphasizes  the  deleterious  possibilities  of  hypoalbumin- 
emia  in  this  metabolic  disease. 

In  view  of  the  excellent  results  observed  from  a high  protein  intake, 
in  many  forms  of  hepatic  disease,  a dietary  rich  in  protein  is  suggested 
as  a therapeutic  measure  in  the  management  of  liver  enlargement, 
one  of  the  frequent  complications  of  diabetes.1  Since  impaired  liver 
function  reduces  the  efficacy  of  insulin,  prevention  of  liver  enlarge- 
ment by  a liberal  allowance  of  protein  in  the  daily  diet  of  the  dia- 
betic appears  an  important  factor  in  the  control  of  this  disease.  With 
an  estimated  2,000,000  diabetics  in  the  United  States2  every  benefit 
achieved  in  this  field  makes  itself  felt  on  a truly  large  scale. 

Meat  is  an  outstanding  source  of  protein  in  the  dietary  of  the 
patient  with  diabetes  mellitus  for  these  reasons:  It  is  notably  rich  in 
protein,  from  17  to  20  per  cent  of  its  uncooked,  and  from  2 5 to  30 
per  cent  of  its  cooked  weight.  The  protein  of  meat,  regardless  of  cut 
or  kind,  whether  fresh,  cured,  or  canned,  is  biologically  complete. 
All  meat  is  of  excellent  digestibility — from  9 6 to  98  per  cent.  Fur- 
thermore, meat  ranks  with  the  best  sources  of  B vitamins,  potassium 
and  phosphorus,  all  of  which  are  essential  factors  in  the  metabolism 
of  carbohydrate. 

Nutrition  in  Diabetes,  Nutrition  Rev.  6:257  (Sept.)  1948. 

2Diabetes  and  Arteriosclerosis  in  Youth,  Editorial,  J.A.M.A.  135:1074 
(Dec.  20)  1947. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 
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Symptoms  and  Signs  in  Clinical  Medicine.  An 
Introduction  to  Medical  Diagnosis.  By  E.  Noble 
Chamberlain,  M.D.  Fourth  edition.  Octavo  of  463 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1947.  Cloth,  $8.00. 

The  jaded  clinician  will  find  in  this  book  many 
sources  of  new  enthusiasm  in  his  never-ending  study 
of  the  sick.  This  easily  read  volume  will  disclose  to 
the  bewildered  bedside  medical  student  that  syn- 
thesis of  the  countless  facts  studied  in  the  preclinic 
years  really  is  possible. 

Systematic  appraisal  of  facts  and  the  laboratory 
and  radiographic  aids  that  bear  on  the  clinical  prob- 
lems are  thoroughly  elucidated.  The  section  on  the 
nervous  system  is  intellectually  inviting  and 
beautifully  simple.  Maurice  Tulin 

History  of  Medicine.  A Correlative  Text,  Ar- 
ranged According  to  Subjects.  By  Cecilia  C. 
Mettler,  Ph.D.  Edited  by  Fred  A.  Mettler,  M.D. 
Octavo  of  1,215  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1947.  Cloth  $8.50. 

Let  no  one  believe  this  to  be  “just  another” 
history  of  medicine.  It  is  indeed  a monumental 
work  which  occupied  the  last  nine  years  of  a brilliant 
mind.  Sad  indeed  that  with  the  completion  of  this 
book  the  author’s  career  came  to  a sudden  and  sad 
end. 

In  this  work  you  will  find  a review  of  the  various 
stages  in  the  progress  of  medicine,  as  far  back  as  the 
anatomic  observations  by  Galen  and  on  through  the 
Middle  Ages  and  up  to  the  present  era  of  specializa- 
tion. Here  you  will  meet  with  the  immortals  like 
Roentgen,  Einthoven,  Virchow,  Pasteur,  Koch,  etc. 
The  specialties  are  treated  individually,  pointing  out 
the  various  steps  toward  progress.  References  are 
listed  in  profusion  throughout  the  book.  All  in  all, 
it  is  a book  worth  owning  and  reading. 

Harry  Apfel 

Progress  in  Clinical  Medicine.  By  Various 
Authors.  Edited  by  Raymond  Daley,  M.D.,  and 
Henry  G.  Miller,  M.D.  Octavo  of  356  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1948.  Cloth, 
$6.00. 

This  book  attempts  to  present  advances  in  in- 
ternal medicine  while  limiting  itself  largely  to  those 
of  proved  clinical  value.  The  emphasis  is  on  prac- 
ticability and  offers  an  excellent  opportunity  to 
familiarize  oneself  with  current  trends. 

Adolph  P.  Raab 

Physician’s  Handbook.  By  John  Warkentin, 
M.D.,  and  Jack  D.  Lange,  M.D.  Fourth  edition. 
Sextodecimo  of  282  pages,  illustrated.  Chicago, 
University  Medical  Publishers,  1946.  Board,  $1.50. 

The  purpose  of  this  Physician’ s Handbook  is 
to  summarize  diagnostic  procedures  and  factual  data 
which  a physician  must  have  quickly  available.  An 
effort  has  been  made  to  include  a relatively  com- 
plete laboratory  manual  and  other  information 
which  one  might  otherwise  forget. 

Nf.lson  M.  Holden 


The  Nervous  Child.  By  Hector  Charles  Cameron, 
M.D.  Fifth  Edition.  Duodecimo  of  252  pages. 
New  York,  Oxford  University  Press,  1946.  Cloth, 
$3.00. 

The  author  has  attempted  to  enumerate  in  this 
small  volume  all  the  traits  and  symptom  complexes 
encountered  in  the  child  commonly  termed  “ner- 
vous.” The  material  is  compiled  into  separate  chap- 
ter headings,  and,  as  a result,  has,  of  necessity,  been 
treated  somewhat  sketchily.  It  does  make  interest-  ] 
ing  reading  and  serves  a good  purpose  in  focusing  on 
the  fact  that  the  hygiene  of  the  child’s  mind  is  as  im- 
portant to  the  physician  as  is  the  child’s  body. 

Mark  J.  Wallfield 

The  Thematic  Apperception  Test.  The  Theory 
and  Technique  of  Interpretation.  By  Silvan  S.  I 
Tomkins,  Ph.D.  Octavo  of  297  pages.  New  York, 
Grune  & Stratton,  1947.  Cloth,  $5.00. 

This  test  was  first  published  in  1935  by  Morgan 
and  Murray.  It  is  based  on  a series  of  pictures; 
the  observer  is  instructed  to  create  a dramatic  story  I 
around  them,  thus  revealing  his  own  inner  life. 

The  author  states  that  the  thematic  apperception  1 
test  has  proved  useful  in  the  exploration  of  child  de- 
velopment, social  attitude  and  sentiments,  assess-  • 
ment  of  military  personnel,  and  most  recently,  j 
culture  and  personality. 

The  book  is  well  written  and  documented  with 
many  references.  It  is  of  value,  however,  only  to 
those  interested  in  psychology  and  practicing  psy-  j 
cliiatry.  Stanley  S.  Lamm 

Progress  in  Gynecology.  Edited  by  Joe  V.  Meigs,  >, 
M.D.,  and  Somers  H.  Sturgis,  M.D.  Octavo  of  552  I 
pages,  illustrated.  New  York,  Grune  & Stratton,  ' 
1946.  Cloth,  $7.50. 

The  book  consists  of  a series  of  papers  written  on 
various  subjects  in  gynecology,  bringing  up  to  date  | 
the  newer  knowledge.  The  volume  is  divided  into 
ten  sections  covering  every  phase  of  gynecology, 
commencing  with  growth  and  physiology  and  in- 
cluding functional  disorders,  endocrine  glands,  be- 
nign and  malignant  growths,  the  newer  operative 
technics  and  postoperative  care. 

For  the  up-to-date  gynecologist  the  book  is  a 
short  review.  Its  greatest  usefulness  will  be  found 
by  those  physicians  interested  in  gynecology,  who 
have  been  away  from  practice  during  the  war  years. 

Jacob  ILalperin 

Reconstructive  and  Reparative  Surgery.  By  Hans 
May,  M.D.  Quarto  of  964  pages,  illustrated.  1 
Philadelphia,  F.  A.  Davis  Co.,  1947.  Cloth  $15. 

The  author  covers  a wide  field,  including  most  of 
the  tissues  and  regions  of  the  body.  He  begins  with 
the  general  principles  of  transferring  tissues.  He  de- 
tails such  varied  procedures  as  esophagoplasty  and 
the  correction  of  facial,  breast,  and  genital  deformi- 
ties. For  cancer  of  the  breast  the  plastic  closure  is 
stressed  rather  than  the  complete  removal  of  the 
neoplasm. 

[Continued  on  page  98] 
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Your  acne  patient 
cooperates 


when  you  prescribe  Acnomel.., 


Because:  Acnomel  is  delicately  flesh-tinted.  It  effectively 
masks  the  blemishes  and  blotches  of  acne — yet 
is  virtually  invisible  after  application. 

Acnomel  ordinarily  brings  definite  improvement 
— not  in  months  or  weeks,  but  in  a matter  of  days. 
Thus,  the  use  of  Acnomel  changes  the  acne 
patient’s  typically  defeatist  attitude  toward  treat- 
ment. Encouraged,  he  will  faithfully  follow  the 
regimen  you  prescribe  and  apply  Acnomel  reg- 
ularly, as  you  direct. 

Available,  on  prescription  only,  in  specially -lined  oz.  tubes. 

Resorcinol,  2% ;'sulfur,  8%;  in  a stable  grease-free  flesh-tinted 
vehicle. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


a significant  advance,  clinical  and  cosmetic, 

in  acne  therapy 
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This  book  will  probably  appeal  most  to  the 
isolated  surgeon  who  must,  himself,  perform  all  types 
of  plastic  surgery.  William  H.  Field 

Calcium  and  Phosphorus  in  Foods  and  Nutrition. 

By  Henry  C.  Sherman.  Octavo  of  176  pages,  illus- 
trated. New  York,  Columbia  University  Press, 
1947.  Cloth,  $2.75. 

This  book  contains  factual  information  about 
calcium  and  phosphorus  as  they  relate  to  the  human 
body  and  its  nutrition.  The  author  has  devoted  a 
sizable  chapter  to  the  subject  of  phosphorus. 

The  bibliography  at  the  end  of  the  book  does  not 
have  to  be  followed  from  page  to  page,  as  is  common 
in  current  periodicals.  The  discussions  are  purely  in- 
formative and  clinical  and  should  be  of  value  to  all 
interested  in  these  elements.  Morris  Ant 

The  Practice  of  Physical  Medicine.  By  Heinrich 
F.  Wolf,  M.D.  Octavo  of  322  pages,  illustrated. 
Chicago,  Wilcox  & Follett  Co.,  1947.  Cloth,  $5.00. 

In  compiling  this  book  Dr.  Wolf  has  made  a dis- 
tinct contribution  to  the  better  understanding  of 
physical  medicine.  He  has  drawn  upon  his  long  and 
extensive  experience  in  the  field,  and,  by  a process  of 
evaluation  and  elimination,  has  presented  a true 
present-day  view  of  the  useful  methods  used.  In 
some  instances  Dr.  Wolf’s  opinions  differ  rather 
sharply  from  those  usually  accepted,  but  these 
opinions  are  based  upon  actual  observation  and 
must  not  be  considered  to  be  without  merit. 

The  book  is  well  written  and  clearly  printed  and 
illustrated.  It  will  make  a most  desirable  addition  to 
the  library  of  the  student  and  practitioner  of 
physical  medicine.  Jerome  Weiss 

Morphologic  Hematology.  Special  Issue  No.  1 of 
Blood,  the  Journal  of  Hematology . Editorial  Board, 
William  Damashek,  M.D.,  Editor-in-Chief.  Large 
Octavo  of  200  pages,  illustrated.  New  York,  Grune 
& Stratton,  1947.  Cloth,  $4.75; 

This  issue  of  Blood  offers  illuminating  articles  on 
the  bone  marrow  and  lymph  node  aspirations.  In- 
tensive studies  are  presented  embracing  the  red  cell 
and  white  cell  series.  There  are  special  studies  on 
anemia  and  phagocytic  functions  in  man  and 
animals.  A new  departure  in  the  study  of  adhesive- 
ness and  agglutination  of  platelets  is  undertaken  in 
three  articles.  All  in  all,  this  is  a valuable  con- 
tribution, one  that  the  expert  and  student  of  physi- 
ology cannot  afford  to  miss.  Maurice  Morrison 

An  Approach  to  Social  Medicine.  By  John  D. 
Kershaw,  M.D.  Octavo  of  329  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1946.  Cloth,  $4.50. 

This  work  consists  of  329  pages,  well  printed  on 
good  paper,  and  contains  a small  bibliography  as 
well  as  an  index.  The  reader  will  find  that  the  text  is 
not  written  for  the  medical  profession  alone,  but 
also  for  the  laity.  It  is  well  written  and  will  be 
appreciated  by  those  interested  in  good  literature. 

C.  T.  Graham-Rogers 

Dermatology  in  General  Practice.  By  Sigmund 
S.  Greenbaum,  M.D.  Quarto  of  889  pages,  illus- 
trated. Philadelphia,  F.  A.  Davis  Co.,  1947.  Cloth, 
$12. 

This  book  is  excellent  for  the  purpose  for  which  it 
was  written.  An  unusual  feature  is  the  placing  of 
the  various  diseases  in  alphabetic  order  rather  than 
in  various  classifications  as  is  more  common  in 
dermatologic  literature. 


The  author  remarks  that  all  classifications  break 
down  as  certain  diseases,  even  with  our  present 
knowledge,  defy  classification.  For  this  reason  the 
alphabetic  listing  is  probably  as  good  as  any,  if  not 
better.  Altogether,  this  book  is  to  be  highly  recom- 
mended. John  C.  Graham 

Psychopathology  and  Education  of  the  Brain- 
Injured  Child.  By  Alfred  A.  Strauss  and  Laura  E. 
Lehtinen.  Octavo  of  206  pages,  illustrated.  New 
York,  Grune  & Stratton,  1947.  Cloth,  $5.00. 

The  authors  are  psychoeducational  consultants  in 
Evanston,  Illinois,  and  are  connected  with  a school 
for  brain-injured  children. 

The  book  is  divded  into  two  sections;  one  com- 
prising psychopathology  and  the  second  section  de- 
voted to  education  of  the  brain-injured  child.  This 
latter  section  is  especially  useful,  as  it  indicates  the 
specific  disabilities  in  arithmetic,  reading  and 
writing,  and  the  method  for  correction. 

This  is  a good  book  and  is  highly  recommended  to 
the  profession.  Stanley  S.  Lamm 

The  Compleat  Pediatrician.  Practical,  Diagnos- 
tic, Therapeutic  and  Preventive  Pediatrics.  For  the 
Use  of  Medical  Students,  Interns,  General  Prac- 
titioners, and  Pediatricians.  By  Wilburt  C.  Davis- 
son, M.D.  Fifth  Edition.  Octavo  of  348  pages.  , 
Durham,  North  Carolina,  Duke  University  Press,  j 
Cloth,  $3.75. 

This  reviewer  has  had  the  opportunity  to  com- 
pare the  present  fifth  edition  with  the  original  first 
and  can  only  marvel  at  the  way  all  modern  ad- 
vances in  diagnosis  and  therapy  have  been  kept  up  to 
date,  to  mention  only  the  Rh  factor  and  the  use  of  1 
streptomycin. 

The  medical  student,  general  practitioner,  and  ( 
pediatrician  will  find  this  truly  encyclopedic  yet  I 
practical  volume  good  reference  reading. 

Mark  J.  Wallfield 

Ear,  Nose  and  Throat.  Symptoms — Diagnosis—  1 
Treatment.  By  George  D.  Wolf,  M.D.  Octavo  of  j 
523  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1947.  Cloth,  $10. 

The  aut  hor  sets  out  to  prepare  a treatise  on  a very  j 
difficult  subject  and  intends  this  volume  to  be  for  | 
general  office  practice.  He  accomplishes  his  task  in  i 
an  admirable  manner,  with  the  result  that  this  book  ] 
serves  not  only  the  purposes  of  a busy  practitioner  | 
but  definitely  fulfills  a need  for  students  and  nurses.  ] 
The  text  is  prepared  simply,  but  at  the  same  time  is  j 
complete  in  every  detail  and  includes  a chapter  on 
allergy.  The  illustrations  and  color  plates  are  un- 
usually well  done.  The  practitioner  will  do  well  to  1 
keep  this  book  on  his  desk  for  ready  reference. 

Samuel  Zwerling 

Communicable  Diseases.  By  Franklin  H.  Top,  3 
M.  D.  and  collaborators.  Second  edition.  Octavo  1 
of  992  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  I 
Co.,  1947.  Cloth,  $8.50. 

This  book  seems  to  contain  all  that  anyone  should 
know  adequately  to  diagnose,  prevent,  and  care  for  I 
the  diseases  mentioned. 

A handbook  it  is  not,  by  definition:  “A  small  J 
guidebook  or  manual.”  This  book  contains  992 
numbered  pages.  If  it  were  called  encyclopedic,  or  ? 
better  still,  monographic,  that  would  not  lead  the  | 
reader  astray.  Each  chapter  is  complete  in  itself,  1 
and,  if  one  wants  to  read  farther,  he  has  an  extensive  j 
bibliography. 

[Continued  on  page  100] 


99 


An  interesting 

new  development 

. in  inunction  therapy 

Because  of  the  constant  demand  for  an  external  preparation  that 
can  be  safely  used  as  a “home  remedy,”  we  have  developed 

Rub  A-535. 

Rub  A-535  is  intended  for  the  symptomatic  relief  of  those  con- 
ditions for  which  external  analgesics  and  counter-irritants  are 
commonly  used.  Rub  A-535  contains  a combination  of  analgesics 
with  a high  percentage  of  methyl-salicylate  in  a new  type  of 
greaseless,  stainless,  vanishing  base,  which  permits  ease  of  appli- 
cation and  almost  instant  utilization  of  the  medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manu- 
facturer has  a dual  responsibility.  He  must  offer  only  such 
products  which  may  safely  be  used  in  the  average  household  and 
must  inform  the  medical  profession  of  the  products’  ingredients 
and  action. 

The  formula  of  Rub  A-535  is 


Methyl-Salicylate 12% 

Oil  of  Eucalyptus V2°/o 

Menthol 1% 

Camphor : 1% 

Base  (specially  prepared) 85)^2% 


Rub  A-535  has  been  thoroughly  tested  both  clinically  and  in  over 
6,000  homes.  If  you  would  like  a tube  of  Rub  A-535,  just  drop  us 
a line. 

THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 
163  Varick  Street  New  York  13,  N.  Y. 
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One  would  have  to  seek  microscopically  to  find 
errors  or  omissions,  but  this  reviewer  supposed  that  it 
was  standard  procedure,  in  this  country  at  this  time, 
to  take  rectal  temperatures  “unless  contraindi- 
cated.” Besides  age  and  intelligence,  this  elimi- 
nates the  necessity  of  deciding  the  degree  of  mental 
activity  in  doubtful  cases. 

This  reviewer,  demanding  hand-washing,  dis- 
believes its  adequacy  in  protecting  one  patient  from 
another,  particularly  in  going  from  one  baby  to 
another.  The  operating  surgeon  wears  gloves  over 
his  “clean”  hands,  even  in  a sterile  operation.  This 
applies  particularly  to  epidemic  diarrhea  of  the  new- 
b°rn-  W.  D.  Ludlum 

Hodgkin’s  Disease  and  Allied  Disorders.  By 
Henry  Jackson,  Jr.,  M.D.,  and  Frederic  Parker,  Jr., 
M.  D.  Quarto  of  177  pages,  illustrated.  New  York, 
Oxford  University  Press,  1947.  Cloth,  $6.50. 

This  volume  presents  the  point  of  view  of  two 
eminent  students  of  Hodgkin’s  disease.  It  is  well 
arranged,  complete  and  absolutely  reliable.  It  is  a 
magnificent  reference  book  for  its  own  content  and 
for  its  bibliography.  Andrew  Babey 

Encyclopedia  of  Medical  Sources.  By  Emerson 
Crosby  Kelly,  M.D.  Octavo  of  476  pages.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $7.50. 

This  work  will  be  enormously  useful  to  anyone 
having  occasion  to  consult,  list,  or  verify  original 
references,  and  this  applies  to  all  active  medical 
men.  There  must  be  few  important  omissions;  we 
searched  for  one  a long  time  until  finally  failing  to 
find  a mention  of  Huggins  of  prostatic  cancer  dis- 
tinction. However,  this  criticism  verges  on  the 
captious  in  the  case  of  a work  of  such  excellence. 

Arthur  C.  Jacobson 

Hospital  Care  in  the  United  States.  A Study  of 
the  Function  of  the  General  Hospital,  Its  Role  in  the 
Care  of  All  Types  of  Illness,  and  the  Conduct  of 
Activities  Related  to  Patient  Service,  with  Recom- 
mendations for  Its  Extension  and  Integration  for 
More  Adequate  Care  of  the  American  Public.  By 
the  Commission  on  Hospital  Care.  Octavo  of  631 
pages,  illustrated.  New  York,  Commonwealth 
Fund,  1947.  Cloth,  $4.50. 

In  November,  1947,  Mr.  Bernard  M.  Baruch  was 
widely  quoted  as  recommending  more  and  better 
doctors  and  hospitals  and  urging  the  medical  pro- 
fession to  get  in  and  pitch  and  stop  fighting  a rear 
guard  action. 

In  preparation  for  its  part,  leaders  of  medical 
thinking  will  find  this  an  excellent  source  book.  The 
summary  of  conclusions  and  recommendations  is  ex- 
cellent. The  detailed  supporting  material  upon 
which  they  are  based  contains  the  facts. 

No  intelligent  discussion  of  the  hospital  problem 
in  the  United  States  of  America  can  be  carried  on 
without  the  type  of  background  provided  in  this 
volume.  Alec  N.  Thomson 

Paravertebral  Block  in  Diagnosis,  Prognosis,  and 
Therapy.  Minor  Sympathetic  Surgery.  By  Felix 
Mandl,  M.D.  Translated  by  Gertrude  Kallner, 
M.D.  Octavo  of  330  pages,  illustrated.  New  York, 
Grune  & Stratton,  1947.  Cloth,  $6.50. 

This  monograph  on  paravertebral  block  contains  a 
scholarly  compilation  of  knowledge  which  is  of 
special  value  to  the  internist  and  surgeon. 

After  an  introductory  section  on  anatomy  and 
technic,  the  use  of  sympathetic  nerve  block  in 


differential  diagnosis  and  as  a test  method  is  dis- 
cussed. 

The  rest  of  the  book  covers  the  value  of  para- 
vertebral block  in  angina  pectoris,  thrombophlebitis, 
and  in  the  treatment  of  certain  phases  of  causalgia, 
phantom  limb,  and  reflex  dystrophy  of  the  extremi-  ' 
ties,  as  well  as  in  other  conditions. 

The  book  is  well  written  and  very  informative. 

William  Sheinfeld 

War  Stress  and  Neurotic  Illness.  By  Abram 
Kardiner,  M.D.  with  the  collaboration  of  Herbert 
Spiegel,  M.D.  Second  Edition  of  The  Traumatic  \ 
Neuroses  of  War.  Octavo  of  428  pages.  New  • 
York,  Paul  B.  II ocher*,  Inc.,  1947.  Cloth,  $4.50. 

Psychiatric  disorders  following  the  two  World 
Wars  attracted  the  attention  not  only  of  physicians 
but  also  of  all  intelligent  people.  Dr.  Kardiner 
studied  the  chronic  cases  of  these  mentally  sick 
people  and  wrote  Traumatic  Neuroses  of  War.  ] 
Following  the  second  World  War  he  collaborated 
with  Dr.  Spiegel,  who  had  a rich  experience  with  the 
acute  cases  of  the  last  World  War,  and  published 
this  second  edition  of  his  work  under  the  above  title.  I 

It  is  a complete  and  thorough  analysis  of  the  sub- 
ject, dealing  with  every  phase  of  the  illness.  There 
are  many  interesting  case  histories  illustrating 
various  aspects  of  the  subject.  It  is  difficult  to  re- 
view the  book  because  it  is  so  scientific,  so  well 
written,  and  so  splendidly  presented  that  only 
praise  can  be  given  to  it.  It  is  highly  recommended 
as  an  authoritative  and  illuminating  volume  on  war 
neurosis.  Irving  J.  Sands 

A Primer  of  Cardiology.  By  George  E.  Burch,  ! 
M.D.,  and  Paul  Reaser,  M.D.  Octavo  of  272  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1947.  1 
Cloth,  $4.50. 

This  is  an  excellent  primer  in  cardiology’  which  is  j 
well  organized,  authoritative,  and  easy  to  read.  It 
contains  a great  quantity  of  useful  information,  i 
Others  besides  medical  students  would  profit  by  a 
careful  study  of  its  abundant  fundamental  informa-  I 
ti°n-  Andrew  Babey 

Diseases  of  the  Gallbladder  and  Allied  Structures. 
Diagnosis  and  Treatment.  By  Moses  Behrend, 
M.D.  Octavo  of  290  pages,  illustrated.  Phila-  1 
delphia,  F.  A.  Davis  Co.,  1947.  Cloth,  $7.00. 

The  outstanding  feature  of  this  thorough,  con- 
cise and  up-to-date  publication  is  its  fifty  pages  of 
drawings  of  anatomic  relations  and  anomalies  of  . 
the  gallbladder,  ducts,  and  arteries,  drawn  from 
anatomic  dissections  at  the  Baugh  Institute  of  " 
Anatomy. 

The  presentation  of  the  medical  treatment 
suffers  because  too  much  disjointed  information  is 
crowded  into  the  chapter.  The  author’s  preference  . 
for  the  delayed  operation  for  acute  cholecystitis  is  \ 
open  to  question.  His  use  of  heavy  catgut  material 
may  also  be  open  to  discussion.  Several  errors  in 
definition  of  terms  relative  to  surgical  anatomic 
structures  will,  no  doubt,  be  corrected. 

Nevertheless,  this  book  is  a most  worthwhile 
addition  to  one’s  library.  Lewis  E.  Schottenfeld 

Human  Gastric  Function.  An  Experimental 
Study  of  a Man  and  His  Stomach.  By  Stewart 
Wolf,  M.D.,  and  Harold  G.  Wolff,  M.D.  Second 
edition.  Octavo  of  262  pages,  illustrated.  New  ' * 
York,  Oxford  University  Press,  1947.  Cloth,  S5.00. 

“Tom’s  stomach,”  as  visualized  and  studied  by 
[Continued  on  page  102] 
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AROYPIJLVIS 

• • . in  the 
better  control  of 

TRICHOMONIASIS 


For  Home  Use  by  the  Patient 
2 -gram  capsule  for  insertion  by  the  patient 

Composition Physical  Properties 


ARGYPt'LVis  contains  powdered  argyrol  (20%), 
Kaolin  (40%)  and  Beta  Lactose  (40%)  . . . finely 
milled,  to  provide  the  fluffiness  which  makes  for 
easy  insufflation,  and  with  an  attraction  for 
water  which  promotes  fast  action. 


7 -fir am  bottles 
in  cartons  oj  3 


2 -fir  am 
capsules  in 
bottles  of  12 


12223 


• • • • 


ARGYPULVIS 

IARGYROL  and  ARGYPULVIS  are  registered  trademarks# 
[ he  property  of 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

'Reich,  Button  and  IS/cchtow % "Treatment  of  Trichomonas  Vagi- 
inlis  Vaginitis"  Surgery , Gynecology  and  Obstetrics , May  1947 1 
p.  891-896 


For  use  by  the  Physician 

7-gram  bottles  fitting  Holmspray 
or  equivalent  powder  bloiver 


. . . This  new  adaptation 
of  ARGYROL  offers  distinct 
advantages  for  office  treatment 
and  home  application 

Utilizing  for  the  first  time 
the  positive  protozoacidal  action, 
with  its  demulcent  and  detergent 
properties,  this  adaptation  of  argyrol 
offers  the  physician  an  effective 
weapon  in  the  treatment  of  Tricho- 
moniasis. The  same  effective  powder 
form  provided  for  office  treatment  is 
also  made  available  for  supplemen- 
tary home  use  ...  so  essential  to 
effective  control.* 


INTRODUCTORY  TO  PHYSICIANS:  On  request  we  will 
send  professional  samples  of  arcypulvis  (both  forms),  together 
with  a reprint  of  the  Reich,  Button  and  Nechtow  report. 
(Use  coupon). 

A.  C.  Barnes  Company 

Dept.  NY-19,  New  Brunswick,  N.  J. 

Name 

Address 

City State 
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Wolf  and  Wolff,  promises  to  become  as  enduring  as  is 
man’s  curiosity,  nay,  the  intense  desire  to  know  the 
“all”  of  gastric  functions  and  its  aberrations.  The 
contributions  made  by  these  observers  in  the  two 
editions  of  this  book  will  be  the  more  valued  as  time 
adds  experience  and  further  knowledge  to  that  which 
they  have  revealed. 

One  can  have  no  words  but  those  of  praise  for 
such  a work  so  well  done.  p Bernstein 

Pye’s  Surgical  Handicraft.  A Manual  of  Surgical 
Manipulations,  Minor  Surgery,  and  Other  Matters 
Connected  with  the  Work  of  Surgical  Dressers, 
House  Surgeons,  and  Practitioners.  Edited  by 
Hamilton  Bailey,  F.R.C.S.  Fifteenth  edition. 
Octavo  of  668  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1947.  Cloth,  $7.00. 

This  edition  brings  a practical  handbook  suited  to 
the  needs  of  hospital  house  officers  and  general 
practitioners  up  to  date.  Numerous  minor  surgical, 
routine  hospital,  and  medical  procedures  are  de- 
scribed tersely  and  illustrated  aptly.  Blood  trans- 
fusion, gastric  lavage,  stomach  and  intestinal  intuba- 
tion, abdominal  and  thoracic  paracentesis,  to  men- 
tion only  a few  procedures,  are  shown. 

For  the  country  doctor  and  the  “rotating  intern” 
this  book  should  be  a most  valuable  guide. 

William  Sheinfeld 

A Hand-Book  of  Ocular  Therapeutics.  By  San- 
ford R.  Gifford,  M.D.  Revised  by  Derrick  Vail, 
M.D.  Fourth  edition.  Octavo  of  336  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1947.  Cloth, 
$5.00. 

Dr.  Vail  and  his  assistants  have  completely  re- 
vised Dr.  Gifford’s  work  on  ocular  therapeutics. 
The  section  on  disorders  of  muscular  apparatus  has 
been  dropped,  the  author  feeling,  and  rightly  so,  that 
this  topic  rates  a more  exhaustive  treatise.  The  re- 
viewer found  the  sections  on  drugs  and  organic  ex- 
tracts used  in  ophthalmology  and  the  discussions 
of  therapy  in  retinitis  pigmentosa  and  myopia  of 
especial  interest.  The  latest  thought  on  the  anti- 
biotics is  quite  instructive.  Dr.  Vail’s  revision 
should  be  a gratifying  addition  to  the  library  of  any 
ophthalmologist,  and  especially  to  one  who  has 
spent  any  time  in  the  armed  forces. 

Charles  E.  R.  Hopkins 

Diagnosis  in  Daily  Practice.  An  Office  Routine 
Based  on  the  Incidence  of  Various  Diseases.  By 

Benjamin  V.  White,  M.D.,  and  Charles  F.  Geschick- 
ter,  M.D.  Octavo  of  693  pages,  illustrated.  Phila- 
delphia, J.  B.  Lippincott  Co.,  1947.  Cloth,  $15. 

This  volume,  like  others  which  are  designed  to 
help  the  practitioner  make  a quicker  diagnosis  from 
leading  signs  and  symptoms,  contains  a vast  quan- 
tity of  sound  information  and  many  magnificent 
colored  photographs  illustrating  common  clinical 
conditions.  Scattered  throughout  the  pages  are 
numerous  useful  tables  of  differential  diagnosis.  For 
the  practitioner  and  mature  student  it  should  prove 
useful,  mainly  because  of  the  abundant  information 
it  contains  and  not  because  it  presents  a new 
“system”  making  diagnosis  a mechanical  procedure. 

Andrew  Babey 

Trichomonas  Vaginalis  and  Trichomoniasis.  By 

Ray  E.  Trussell,  M.D.  Octavo  of  277  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas,  1947. 
Cloth,  $6.00. 

This  is  not  the  last  word  on  trichomonas  vaginalis, 


but  a complete  summary  of  all  that  is  known  of  this 
troublesome  and  common  parasite.  An  immense 
amount  of  well-organized  research  of  extraordinary 
interest  to  every  gynecologist  will  be  found  here. 
The  introduction  by  E.  D.  Plass  is  worth  while,  too. 

Charles  A.  Gordon 

Pathology  of  Tumors.  By  R.  A.  Willis,  M.D. 
Octavo  of  992  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $20. 

This  text  on  tumors  covers  the  experience  of  the 
author  during  a period  of  twenty  years  as  a hospital 
pathologist.  It  is  divided  into  two  parts,  dealing, 
respectively,  with  general  properties  of  tumors  and 
specific  tumors  of  various  regions  of  the  body.  It  is 
replete  with  numerous  illustrations  of  excellent 
quality.  It  carries  at  the  end  of  each  chapter  an 
ample  list  of  references. 

It  is  a very  readable  text  and  can  be  recommended 
to  pathologists  and  workers  in  the  clinical  field. 

Theo  J.  Curphey 

Nursing  in  Modem  Society.  By  Mary  Ella 
Chayer,  R.  N.  Octavo  of  288  pages.  New  York, 
G.  P.  Putnam’s  Sons,  1947.  Cloth,  $4.00. 

Controversial  problems  of  nursing  are  discussed 
in  this  book.  The  ideas  are  set  forth  clearly  and  con- 
cisely. The  main  theme  is  that  the  professional 
nurse  needs  better  preparation  for  her  job.  Good 
public  relations  is  suggested  for  professional  nurses, 
also  an  awareness  of  the  changing  situations  in  the 
world.  Selection  of  students  for  practical  nursing 
should  be  on  the  same  basis  as  professional  nurses,  so 
that,  when  they  can,  they  may  continue  their  educa- 
tion and  training  for  professional  nursing. 

Marie  M.  Behlen 

On  Hospitals.  By  S.  S.  Goldwater,  M.D.  Octavo 
of  395  pages,  illustrated.  New  York,  Macmillan 
Co.,  1947.  Cloth,  $9.00. 

Through  Dr.  Goldwater’s  vast  experience  in  hos- 
pital administration  and  building,  this  book  was 
made  possible.  It  is  clearly  written,  has  good  illus- 
trations, and  is  well  organized.  The  section  on  ad- 
ministration and  organization  should  prove  useful  to 
students,  boards  of  directors,  and  administrators. 

The  patient  and  the  community  are  carefully  con- 
sidered in  regard  to  treatment  and  changes.  The 
descriptions,  diagrams,  and  suggestions  for  hospital 
building  reflect  the  great  interest  and  understanding 
Dr.  Goldwater  had  in  hospital  architecture. 

Joseph  Tenopyr 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1947.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1947.  Published  bi-monthly 
(six  numbers  a year).  Cloth,  $16  net;  paper,  $12 
net. 

This  Boston  number  has  valuable  papers  on 
hepatitis,  edema  in  Bright’s  disease,  streptomycin  in 
meningitis,  hypertension,  hematology,  epilepsy,  and 
neostigmine.  Careful  study  of  this  volume  will 
prove  profitable.  Andrew  Babey 

Pictorial  Handbook  of  Fracture  Treatment.  By 

Edward  L.  Compere,  M.D.,  and  Sam  W.  Banks, 
M.D.  Revised  with  the  assistance  of  Clinton  L. 
Compere,  M.D.  Illustrated  by  Harold  Laufman, 
M.D.  Second  edition.  Large  duodecimo  of  390 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1947.  Cloth,  $5.50. 

The  second  edition  of  the  Pictorial  Handbook  of 
[Continued  on  page  104] 
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an  entirely  new 
to  the  treatment 


The  intensity  of  pain  is  determined,  in  no  small  degree, 
by  the  patient’s  mood.  It  follows  that  any  measure  which  will 
lessen  your  patient’s  preoccupation  with  his  pain 
will  actually  make  him  feel  his  pain  less. 

Edrisal  contains  two  analgesics  of  established  effectiveness. 

But,  just  as  important,  it  also  contains  the  logical  anti-depressant, 
Benzedrine*  Sulfate.  Thus  Edrisal  not  only  relieves  your  patient’s 
organic  pain,  but  also  relieves  his  anxiety  over  it.  In  Edrisal, 
therefore,  you  have  a unique  weapon — a double-barreled  weapon — 
for  the  relief  of  pain. 

Each  Edrisal  tablet  contains  acetylsalieylic  acid  (2.5  gr.),  phenacetin  (2.5  gr.),  and  ‘Benzedrine’  Sulfate 
(2.5  mg.).  For  samples  and  full  information,  write  us  at  429  Arch  St.,  Philadelphia  5,  Pa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Edrisal 

its  dual  action  relieves  pain  • lifts  mood 


* T.  M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 


Photo  courtesy  University  of  Pennsylvania  Museum! 
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Fracture  Treatment  is  a comprehensive  symposium  of 
the  basic  principles  of  diagnosis  and  treatment. 
Students,  interns,  and  surgeons  will  find  this  revised 
and  profusely  illustrated  handbook  informative, 
thorough,  and  specific  in  its  recommendations  in  the 
treatment  of  the  typical  entities.  The  procedures  are 
depicted  chiefly  by  diagrams  with  a concise  but 
adequate  description  of  procedures  which  are 
generally  accepted.  Irwin  E.  Siris 

Clinical  Diagnosis  by  Laboratory  Methods.  By 
James  Campbell  Todd,  M.D.,  and  Arthur  Hawley 
Sanford,  M.D.,  with  the  collaboration  of  George 
Giles  Stilwell,  M.D.  Eleventh  edition.  Octavo  of 
954  pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Co.,  1948.  Cloth,  $7.50. 

The  eleventh  edition  of  Clinical  Diagnosis  by 
Laboratory  Methods  by  Todd  and  Sanford  maintains 
the  excellent  reputation  established  by  all  the  pre- 
ceding editions  during  the  past  forty  years.  The  re- 
viewer has  possessed  and  steadily  used  the  succeed- 
ing editions  as  they  appeared  and  has  never  been 
disappointed  in  their  usefulness.  In  the  same  way 
this  most  recent  edition  has  been  completely  modern- 
ized and  amplified.  One  cannot  itemize  all  the  im- 
provements, they  are  so  numerous.  Suffice  to  say 
that  this  book  is  an  essential  for  the  laboratorian, 
be  he  professionally  or  technically  employed,  as  well 
as  for  the  physician,  general  practitioner,  or  special- 
ist. Max  Lederer 

The  Practice  of  Mental  Nursing.  By  May 

Houliston,  R.M.N.  (Eng.).  Duodecimo  of  164 
pages.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $2.75. 

This  is  a useful  book  for  junior  nurses  in  mental 
hospitals,  but  it  is  not  sufficient  to  take  the  place  of  a 
regular  textbook  on  psychiatric  nursing.  It  is 
clearly  written,  concise,  and  well  organized.  The 
definitions  are  good  and  the  nursing  care  is  well  out- 
lined. 

The  book  could  be  used  in  general  hospitals  and 
could  be  put  into  the  hands  of  students  in  prepara- 
tion for  psychiatric  affiliation. 

Marie  M.  Behlen 

Diseases  of  the  Nose,  Throat  and  Ear.  By  Wil- 
liam Lincoln  Ballenger,  M.D.,  and  Howard  Charles 
Ballenger,  M.D.,  assisted  by  John  Jacob  Ballenger, 
M.D.  Ninth  edition.  Octavo  of  993  pages,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1947.  Cloth, 
$12.50. 

This  is  the  same  dependable,  comprehensive  text- 
book brought  up  to  date  by  inclusion  of  the  latest 
concepts  in  respect  to  headaches  and  neuralgias, 
surgical  treatment  of  otosclerosis  (fenestration),  and 
allergies. 

The  revision  of  outstanding  importance  is  the 
author’s  acknowledgment  that  nasal  reconstruction 
(rhinoplasty)  belongs  naturally  in  the  domain  of  the 
rhinologist. 

This  volume  will  serve  as  standard  reference  for 
students,  general  practitioners,  and  specialists. 

Harry  Meyersburg 

Colloid  Science.  A Symposium.  Contributors: 
E.  K.  Rideal,  A.  E.  Alexander,  D.  D.  Eley  et  al. 
Octavo  of  208  pages,  illustrated.  Brooklyn,  Chemi- 
cal Publishing  Co.,  1947.  Cloth,  $6.00. 

This  is  a symposium  of  a study  of  the  chemical, 
physical,  and  mechanical  properties  of  colloid  mat- 
ter. It  includes  the  determination  of  the  atomic  and 


molecular  structure,  submicroscopic  texture,  and 
general  shape  of  the  more  complex  organic  molecules 
which  are  of  biologic  importance,  using  x-ray 
analysis  and  optical  measurements.  There  is  a 
study  of  macromolecules  by  means  of  the  ultracen- 
trifuge, electrophoresis,  and  diffusion.  It  should  be 
of  aid  in  interpreting  the  phenomena  encountered 
with  matter  in  the  form  of  films,  membranes,  and 
fibers.  Edward  H.  Nidish 

American  Medical  Research  Past  and  Present. 

By  Richard  H.  Shryock,  Ph.D.  Octavo  of  350  pages. 
New  York  Commonwealth  Fund,  1947.  Cloth, 
$2.50. 

This  is  one  of  a number  of  monographs  made 
possible  by  the  Commonwealth  Fund  as  the  result  of 
the  study  made  by  the  Committee  on  Medicine  and 
the  Changing  Order.  It  covers  in  an  exhaustive  and 
readable  manner  the  “story  of  medical  research’’ 
from  1750  to  the  present  day,  with  its  trends,  in- 
fluences, sources  of  support,  its  impact  on  medical 
education,  and  its  effect  on  society  in  general. 

Benjamin  M.  Bernstein 

Modem  Cosmeticology.  By  Ralph  G.  Harry. 
Third  edition.  Octavo  of  515  pages,  illustrated. 
Brooklyn,  Chemical  Publishing  Co.,  1947.  Cloth, 
$12. 

It  was  my  real  pleasure  to  review  a former  edition 
of  this  famous  book  for  the  New  York  State 
Journal  of  Medicine.  It  is  only  now  that  I have 
been  able  to  secure  a copy  for  my  own  use.  No  re- 
view, so  limited  as  we  are  compelled  to  be  for  space, 
can  begin  to  express  one’s  appreciation  of  the  vast- 
ness of  its  contents  and  the  completeness  of  its 
technical  information.  It  is  one  book  that  every 
dermatologist  and  every  cosmeticologist  should 
have  at  hand  for  constant  reference  use. 

Nathan  Thomas  Beers 

Treatment  of  Some  Chronic  and  “Incurable” 
Diseases.  By  A.  T.  Todd,  M.D.  (Edin.).  Second 
edition.  Octavo  of  324  pages.  Baltimore,  Williams 
& Wilkins  Co.,  1947.  Cloth,  $7.00. 

This  book  has  some  good  and  some  bad  features, 
and  the  bad  could  be  so  misleading  that  the  book 
cannot  be  recommended  generally.  In  the  manage- 
ment of  diabetes  the  author  suggests  that  insulin  is 
not  always  beneficial  and  may  be  harmful,  for  it  puts 
the  pancreas  at  rest  and  perpetuates  the  diabetic 
state.  Whenever  possible,  he  adds,  it  should  be  dis- 
continued as  early  as  possible.  He  also  recommends 
the  taking  of  synthalin  by  mouth. 

In  his  opinion,  a hepatic  defect  is  “central  and 
dominant”  in  the  cause  of  rheumatism.  He  also 
recommends  fluoride  plus  iodine  in  toxic  goiter. 

Andrew  Babey 

Medicine  Today.  The  March  of  Medicine,  1946. 
The  New  York  Academy  of  Medicine  Lectures  to  the 
Laity.  New  York,  Columbia  LTniversity  Press,  1947. 
Cloth,  $2.00. 

The  doctor,  as  well  as  the  lay  reader,  will  find 
much  to  interest  and  edify  him  in  this  most  recent 
symposium  of  the  Academy’s  annual  series.  It 
holds  the  mirror  up  to  modern  medicine  in  an  en- 
lightening, even  though  at  times  disturbing,  way. 
The  order  of  things  in  medicine  is  changing  and  this 
small  volume  points  up  new  directions.  Reading  it 
makes  one  feel  a bit  like  Christian  in  the  Pilgrim’s 
Progress  as  he  faced  successive  challenges.  The 
question  is,  can  we,  too,  reach  the  Delectable  Moun- 
[Continued  on  page  106] 
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GREENMONT  ON  HUDSON 

OSSINING,  NEW  YORK 

An  intimate  distinctive  institute  for  the  treatment  of  emotional 
disorders,  acute  and  chronic  mental  diseases  and  alcoholism. 
All  forms  of  modern  treatment  and  electro-narcosis. 

Medical  Director,  Dr.  Ralph  S.  Banay 

Formerly  Medics!  Director  of  Yale  University  Alcohol  Clinics 


Telephone  Ossining  4100 


N.Y.C.  Office  709  Park  Avenue,  Butterfield  8-9060 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME- 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  « 

Fiv.  Acr.i  of  Pinewoodtd  Ground. 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients.  s " ; 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

M.dic.l  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamerty  5-4175 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Anun- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-, n-aarg,. 


GLADYS  BROWN  RDAU/N’C 

Owner  - Director  DrtUTT  II  O 


MEDICAL  BUREAU 


MUrroy  Hill 
7-1819 


. 7 East  42  Street,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


PINEWOOD 

Westchester  County , Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  Dy  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


Z E M M E R pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • 'PITTSBURGH  13,  PA. 
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tains  if  we  abandon  individualism  and  loosen  the 
patient-physician  bond  on  the  way? 

Arthur  C.  Jacobson 

Atlas  of  Bacteriology.  By  R.  Cranston  Low, 
M.D.,  and  T.  C.  Dodds.  Octavo  of  168  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $8.50. 

The  167  colored  illustrations  are  superb  and  very 
explanatory.  The  Allas  can  be  highly  recommended 
for  students  and  laboratory  technicians. 

Nathan  Reibstein 

Diabetes  Mellitus  in  General  Practice.  By 

Arthur  R.  Colwell,  M.D.  Octavo  of  350  pages, 
illustrated.  Chicago,  Year  Book  Publishers,  1947. 
Cloth,  $5.25. 

The  outstanding  virtue  of  this  fine  volume  is  the 
simplicity  with  which  the  problem  of  diet  and  the 
diabetic  is  presented.  The  usual  mysticism  sur- 
rounding the  diet  prescription  is  torn  aside.  The 
tables  of  substitutions  and  household  equivalents 
are  excellent. 

The  author  moves  easily  from  one  camp  to  the 
other  in  the  current  “cold  war”  regarding  hyper- 
glycemia; but,  fortunately,  so  far  as  this  reviewer  is 
concerned,  he  rests  himself  periodically  with  those 
who  know  insulin  shock  to  be  a great  hazard,  rather 
than  with  those  who  unphysiologically  condemn 
hyperglycemia. 

The  discussion  of  the  complications  of  diabetes  is 
splendid.  Maurice  Tulin 

The  Practical  Nurse.  Bv  Dorothy  Deming,  R.N. 
Octavo  of  370  pages.  New  York,  Commonwealth 
Fund,  1947.  Cloth,  $3.00. 

This  book  gives  substantial  reasons  for  the  re- 
newed demand  for  the  practical  nurse  today  and  in 
the  days  to  come.  The  author  gives  a clear  insight 
into  many  problems  relative  to  the  entire  nursing 
profession,  including  those  of  the  professional  nurse. 

The  author  did  a thorough  job  by  personally 
visiting  many  hospitals  and  industrial  establish- 
ments where  positions  are  being  filled  successfully  by 
the  practical  nurse,  alone  as  well  as  with  her  pro- 
fessional colleague.  Harry  Apfel 

Handbook  on  Fractures.  By  Duncan  Eve,  Jr., 
M.D.,  in  collaboration  with  Trimble  Sharber,  M.D. 
Octavo  of  263  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1947.  Cloth,  $5.00. 

Handbook  on  Fractures  is  a valuable  book  for  the 
resident  surgeon  and  specialist,  as  it  has  a definite 
purpose  in  emphasizing  the  treatment  of  a specific 
entity.  It  is  the  result  of  the  author’s  extensive  ex- 
perience with  procedures  which  have  given  him  uni- 
formly good  results.  It  does  not  go  into  discussion  of 
controversial  procedures.  It  is  concise  but  clear  in 
its  recommendations  and  should  be  valuable  to  the 
surgeon  interested  in  fractures.  Irwin  E.  Siris 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1947.  Index  1945- 
1947.  Octavo.  Philadelphia,  W.  B.  Saunders  Co., 
1947.  Published  bi-monthly  (6  numbers  a year). 
Cloth,  $16  net;  paper,  $12  net. 

This  timely  volume  of  Clinics  presents  a sym- 
posium on  respiratory  diseases  including  sinusitis, 
allergic  rhinitis,  and  the  various  viral  infections  as 
well  as  a chapter  on  chemotherapy  of  tuberculosis. 

This  volume  is  worth  careful  study. 

Andrew  Babey 


A Manual  of  Fractures  and  Dislocations.  By  1 

Barbara  Bartlett  Stimson,  M.D.  Second  edition,  j 
Duodecimo  of  223  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1947.  Flexible  cloth,  $3.25. 

This  excellent  book  is  now  in  its  second  edition. 
Although  the  subject  is  not  covered  exhaustively, 
methods  of  diagnosis  and  principles  of  treatment  are 
clearly  indicated. 

The  material  is  presented  under  definite  headings, 
which  makes  for  ready  understanding  and  easy 
readability.  The  summary  at  the  end  of  each  dis-  \ 
cussion  is  of  great  value. 

The  book  is  heartily  recommended  as  a quick 
reference  guide.  Mayer  E.  Ross 

Medicine  in  the  Changing  Order.  Report  of  the  1 
New  York  Academy  of  Medicine  Committee  on  | 
Medicine  and  the  Changing  Order,  Malcolm  Good-  j 
ridge,  M.D.,  Chairman.  Octavo  of  240  pages,  j 
New  York,  Commonwealth  Fund,  1947.  Cloth, 
$2.00. 

In  perusing  this  little  volume  one  cannot  help  but 
be  impressed  with  the  authoritativeness  of  the 
source  of  all  the  information  contained  therein  and 
the  absolutely  unbiased  approach  to  every  phase  of 
this  subject.  The  vast  amount  of  discussion  in  re- 
cent years  among  medical  groups,  as  well  as  among 
the  laity,  as  to  the  best  method  of  providing  adequate  j 
medical  care  to  all  the  people  is  analyzed  here  in 
minute  detail.  All  interested  in  this  important  sub- 
ject are  urged  to  read  this  book;  it  has  all  the 
answers. 

It  is  gratifying  to  read  some  of  its  conclusions  as  to 
the  best  method  to  attain  the  desired  goal — com-  j 
prehensive  medical  service.  Here  are  some  of  them:  J 
For  optimal  results,  organization  and  cooperation  of 
physicians  is  required.  Extensive  education  for  ! 
both  physicians  and  the  public  is  another  desira-  j 
bility.  In  acknowledging  government  participa- 
tion, the  Committee  strongly  recommends  a general 
method  of  grants-in-aid  as  the  one  that  has  stood  the  I 
test  of  American  experience. 

No  physician  can  approach  a serious  discussion  of  5 
voluntary  and  compulsory  health  insurance  in  all  j 
their  phases  without  a thorough  reading  and  under-  | 
standing  of  this  exceptionally  well-written  volume,  j 

S.  R.  Blatteis 

A Textbook  of  Clinical  Neurology.  With  an  In- 
troduction to  the  History  of  Neurology.  By  Israel  [ 
S.  Wechsler,  M.D.  Sixth  edition.  Octavo  of  829 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Co.,  1947.  Cloth,  $8.50. 

This  reviewer  admits  at  the  onset  a favorable 
prejudice  for  this  product  of  Israel  Wechsler’s  pen. 
This  book  is  a real  clinical  neurology,  well  rounded 
in  scope  with  no  undue  emphasis  on  a writer’s  J 
hobby.  As  an  able  clinician,  he  naturally  stresses  } 
the  careful  taking  of  a history  and  the  importance  of 
examining  the  patient,  so  often  neglected  by  “arm 
chair”  psychiatrists. 

The  author  was  the  first  to  introduce  in  a textbook 
of  neurology  a description  of  the  pyschometric 
examination,  an  evaluation  of  trauma  to  the 
nervous  system;  and  an  introduction  to  the  history 
of  neurology.  In  his  clinical  approach  there  is  no 
neglect  of  the  psychosomatic  aspect  ably  presented 
in  a clear  practical  discussion  of  the  neuroses.  Like 
Osier,  Dr.  Wechsler  is  a master  of  the  pithy  phrase,  a 
characteristic  which  enables  him  to  describe  clearly 
rare  clinical  entries.  For  the  medical  student  there  is 
[Continued  on  page  108J 
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THE  MAPLES,  inc. 


An  •xeliuiv*  rest  home  for  lavalldi,  convalescents  and  chronic  cates.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  me 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

|:  Physicians  and  psychiatrists  in  residency.  Trained 
II  nursing,  physio  and  hydrotherapy  staff. 

I Patients  are  assured  of  complete  privacy  if  desired. 

I.  Length  and  cost  of  treatment  arc  predetermined. 

I;  Advantageously  situated  facing  Central  Park.  So- 
il larium  and  recreation  roof.  Excellent  cuisine  and 
I service. 

Literature  on  request. 

I W.  D.  SILKWORTH  # EDWARD  8.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Ij  Our  ad  also  appears  in  JAMA  and  other  leading  medical  iournals. 


F 

A 

L K I R 

K 

IN  THE 

R 

A 

M A P O 

S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE 

W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL 

VALLEY,  Orange  County,  N. 

Y. 

‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  lull  information. 


George  K.  Pratt,  M.D.,  Medical  Director 


F.  H.  Jones,  Bus.  Mgr. 
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[Continued  from  page  106] 

no  better  textbook.  To  the  neurologist  or  general 
practitioner  it  will  prove  a welcome  new  edition. 

Harold  R.  Merwarth 

A Study  of  Individual  Children’s  Diets.  By  E.  M. 

Widdowson.  Octavo^  of  196  pages,  illustrated. 
London,  His  Majesty’s  Stationery  Office,  1947. 
Board,  6/. 

The  book  covers  a four-year  study  in  nutrition  of 
over  1,000  British  children  of  ages  from  one  to 
eighteen  years.  Some  30,000  individual  meals  are 
tabulated  and  analyzed.  The  study  shows  some 
children  doing  better  than  average  in  point  of  de- 
velopment without  any  milk  in  their  menus.  Calorie 
requirements  are  based  on  weight  and  height  rather 
than  on  age,  similar  to  the  old  “NEM”  method  of 
Pirquet.  Some  feeding  trends  of  former  years  are 
mentioned  when  children  were  given  beer,  and  cheese 
was  strenuously  forbidden  as  dangerous. 

Harry  Apfel 

New  Fields  of  Psychiatry.  By  David  M.  Levy, 
M.D.  Octavo  of  171  pages.  New  York,  W.  W. 
Norton  & Co.,  1947.  Cloth,  $2.75. 

Dr.  Levy,  in  this  book,  enlarges  on  the  material 
which  he  gave  in  the  Salmon  Lectures,  describing  the 
application  of  principles  and  knowledge  derived 
from  psychiatry  as  applied  to  the  practical  problems 
of  criminology,  social  work,  education,  military 
service,  and  political  indoctrination.  The  volume  is 
well  documented,  with  references  to  work  in  these 
various  disciplines,  and  is  rendered  dynamic  by  the 
author’s  personal  experience  as  he  watched  and 
contributed  to  the  development  of  these  fields  of 
thought.  Edward  F.  Falsey 

Uterotubal  Insufflation.  A Clinical  Diagnostic 
Method  of  Determining  the  Tubal  Factor  in  Sterility 
Including  Therapeutic  Aspects  and  Comparative 
Notes  on  Hysterosalpingography.  By  I.  C.  Rubin, 
M.D.  Octavo  of  453  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co,  1947.  Cloth,  $10. 

This  book  merits  a position  as  one  of  the  most  im- 
portant contributions  to  our  present  knowledge  in 
the  study  of  infertility.  There  has  been  no  other 
single  procedure  in  the  investigation  of  the  problem 
of  sterility  that  has  in  itself  been  as  conclusive  in  as- 
certaining a particular  factor  as  the  uterotubal  in- 
sufflation of  gas.  This  epochal  procedure  was  first 
brought  to  our  attention  by  the  author  in  1919. 

Dr.  Rubin  has  critically  searched  and  reviewed  the 
literature,  avoiding  the  speculative  and  contro- 
versial, digested  it,  and  handed  it  back  to  the 
reader  in  an  assimilable  form.  He  has  maintained 
the  clinical  viewpoint  of  the  application  of  the  utero- 
tubal insufflation  throughout  his  text  and  has  corre- 
lated this  with  both  the  physiology  and  pathology  of 
the  fallopian  tubes.  He  augments  this  with  many 
illustrative  and  concise  case  histories,  as  well  as 
graphs  and  drawings,  the  latter  being  beautifully 
reproduced. 

This  book  is  recommended  as  a valuable  addition 
to  the  library  of  those  interested  in  the  problem  of 
human  infertility  and  will  no  doubt  become  one  of 
the  standard  practical  reference  works  on  the  sub- 
ject. Samuel  L.  Siegler 

English-Spanish  Chemical  and  Medical  Diction- 
ary. Comprising  Terms  Employed  in  Medicine, 
Surgery,  Dentistry,  Veterinary,  Biochemistry,  Bi- 
ology, Pharmacy,  Allied  Sciences,  and  Related 
Scientific  Equipment.  By  Morris  Goldberg.  Octavo 


of  692  pages.  New  York,  McGraw-Hill  Book  Co. 
1947.  Cloth,  $10. 

This  dictionary  gives  the  Spanish  equivalents  of 
some  40,000  English  words  used  in  medicine  and  in 
physical  and  biologic  science,  together  with  brief 
explanations,  in  simple  nontechnical  language,  of  the 
meanings.  It  is  complete  and  includes  all  the  recent 
chemotherapeutic  and  antibiotic  terms.  A bibliogra- 
phy is  appended.  Dennis  Ryan  Gillen 

The  1947  Year  Book  of  General  Medicine. 

Edited  by  George  F.  Dick,  M.D.,  J.  Burns  Amber- 
son,  M.D.,  George  R.  Minot,  M.D.,  et  al.  Duo- 
decimo of  784  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1947.  Cloth,  $3.75. 

This  familiar  perennial  continues  to  deserve  a 
position  of  favor  in  the  physician’s  library.  The 
abstracts  are  done  with  skill  by  Dick,  Amberson, 
Minot,  Castle,  Stroud,  and  Eusterman.  As  usual,  I 
the  editorial  comments  enhance  the  value  of  the  I 
abstracts.  The  “Year  Book  Quiz”  on  the  book  j 
jacket  is  a unique  feature  which  will  intrigue  every- 
one-  Milton  Plotz 

Synopsis  of  Neuropsychiatry.  By  Lowell  S.  I 
Selling,  M.D.  Second  edition.  Duodecimo  of  561 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1947. 
Cloth,  $6.50. 

This  manual  is  the  second  edition  of  a book  that  j 
has  been  intended  to  serve  as  a simplified  and  stand-  I 
ardized  guide  in  neuropsychiatry.  It  covers  the  field 
of  neurology  and  psychiatry  amply  and  well.  In 
all,  there  are  28  chapters  ranging  from  basic  an-  I 
atomic  principles  to  mental  deficiency.  It  is  not  in-  I 
tended  as  a textbook,  but  simply  as  a broad  outline  1 
in  the  field  of  neuropsychiatry. 

It  is  recommended  for  all  who  are  interested  in  ! 
this  field  of  medicine.  Irving  J.  Sands 

What  to  Do  Until  the  Psychiatrist  Comes.  By  I 

Norman  Anthony.  Octavo  of  150  pages,  illustrated. 
New  York,  Duell,  Sloan  & Pearce,  1947.  Cloth,  i 
$2.50. 

This  book  is  a collection  of  nonsensical  cliches  and 
definitions  supposed  to  supply  the  demand  for  a 
“five-cent  psychiatry.”  It  is  contended  on  the  jacket 
that  unless  a man’s  “got  bats  in  the  upper  brackets,”  J 
he  can’t  afford  psychiatric  treatment.  There  are  a 
few  pertinent  observations  and  drawings,  some 
humorous,  some  ludicrous.  The  fun,  however,  is 
rather  thinned  out  by  the  150  pages. 

Joseph  Raphael 

Aphasia:  A Guide  to  Retraining.  By  Capt.  Louis 
Garnich,  MC,  USA.  Appendix  in  collaboration  with 
Sgt.  George  W.  Pangle,  MC,  USA.  108  pages.  New 
York,  Grune  & Stratton,  1947.  Cloth,  $2.75. 

The  author  served  as  a school  psychologist  for  the 
Board  of  Education  of  the  City  of  New  York,  special- 
izing in  problems  of  educational  disability.  During 
the  late  War  he  served  in  the  remedial  language  ' 
department,  as  the  aphasic  training  unit  was  called, 
which  was  a part  of  the  neurology  section  of  the 
Thomas  M.  England  General  Hospital,  in  Atlantic  - 
City.  They  had  a wealth  of  material  and  the  re- 
sults that  they  obtained  were  quite  satisfactory. 

The  book  is  based  upon  these  experiences,  is  well 
formulated,  and  methods  of  rehabilitation  are  out-  , 
lined.  It  is  a valuable  little  book  that  would  be 
extremely  useful  to  all  who  are  interested  in  speech 
disorders,  particularly  in  cases  of  aphasia  resulting 
from  cerebral  vascular  disorders  or  following  brain 
injuries.  Irving  J.  Sands 
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Jt£t4/0  The  Stout  Your 
Patients  can  Enjoy! 


Iong  a favorite  in  the  United  Kingdom  and  throughout  the  world 
because  of  its  creamy  mellowness,  Mackeson’s  Milk  Stout— 
an  entirely  different  and  really  delicious  brew-is  now  available  in 
America. 

Mackeson’s  Milk  Stout  has  all  the  qualities  of  fine  stout  and  has 
long  been  recommended  in  cases  wherever  it  is  considered  that  a 
stout  may  be  advisable.  It  contains  the  carbohydrates  of  the  purest 
dairy  milk. 

Samples  Sent  On  Request 

The  Original  & Genuine 

MACKESON'S 

Milk  Stout 

Imported  by 

Greenwich  Village  Beverage.  Inc.,  N.  Y.  • Suffern  Distributors,  Inc.,  Mahwah,  N.  J. 
Edward  Goodman.  Brooklyn  3,  N.  Y.  • Premium  Beer  Distr.,  New  Hyde  Park,  N.  Y. 
Mount  Kisco  Bottling  Company,  Mount  Kisco,  N.  Y.  • Bailis  Bros.,  Mt.  Vernon,  N.  Y. 


REAL  ESTATE 


REAL  ESTATE 


For  rent  or  sale,  new  house  with  completely  equipped 
new  office,  at  cost  price.  Available  immediately.  Located 
in  suburban  Long  Island,  practice  practically  unopposed  in 
new  development,  growing  community.  Owner  leaves  be- 
cause of  assignment  to  research  project.  Box  277,  N.  Y. 
St.  Jr.  Med. 


NEW  DOCTOR’S  APARTMENT! 


1721  Grand  Ave.  (at  176  St.)  Bronx 
New  building!  January  occupancy! 

Small  or  large  units.  Will  make  necessary  basic  alter- 
ations without  additional  charge! 

Agent  on  premises  daily  and  Sunday. 

Phone  CYpress  9-9711. 


SPLENDID  OPPORTUNITY 


For  Doctor  in  equipped  office,  and  good  home  with  older 
Dr.  who  is  physically  unable  to  continue  country  practice 
at  this  time.  Beautiful  location,  near  two  cities.  Percent- 
age Basis.  Box  276,  N.  Y.  St.  Jr.  Med. 


DOCTOR’S  APARTMENT 
FOR  RENT 

IN 

NEW  YORK  CITY 
1 East  69th  Street 

Located  on  the  ground  floor  of  one  of  New  York’s 
newest  apartment  buildings  recently  completed. 
Has  separate  entrance  on  69th  Street.  Waiting 
room,  9'4"  X 12'5".  Three  consultation  offices, 
largest  being  14'5"  X 16'.  X-Ray  room  and 
laboratory.  Total  space,  approximately  1,000 
square  feet.  Rental,  $5000  per  year.  If  larger 
space  is  needed,  additional  room  can  be  added. 
Smaller  units  also  available.  Immediate  posses- 
sion. For  floor  plans  or  further  information, 
phone  or  write: 

BROWN,  WHEELOCK,  HARRIS,  STEVENS,  Inc. 
Renting  Agent 
14  East  47th  Street 
New  York  City 
PI  5-5500 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1949—22,404 


County  President 


Albany 

J.  J.  Clemmer . . . 

Allegany 

R.  0.  Hitchcock . 

Bronx 

R.  J.  Azzari 

Broome 

J.  C.  Zillhardt. . . . 

Binghamton 

Cattaraugus.  . 

N.  P.  Johnson.  . . 

Cayuga 

C.  T.  Yarington.  . 

Chautauqua . . 

E.  0.  Black 

. . .Fredonia 

Chemung 

A.  C.  Glover 

Chenango .... 

J.  A.  Hollis 

, . . . Norwich 

Clinton 

W.  W.  Johnson . . 

. .Plattsburg 

Columbia 

L.  D.  Carpenter.  .Germantown 

Cortland 

II.  H.  Kerr 

Delaware 

C.  K.  Ives 

Dutchess 

L.  W.  Stoller ....  Poughkeepsie 

Erie 

E.  D.  Babbage. . . 

Essex 

R.  J.  Martin 

Ticonderoga 

Franklin 

A.  A.  Hartmann.  . 

Fulton 

D.  M.  McMartin 

. .Johnstown 

Genesee 

D.  B.  Johnson . . . 

Greene 

W.  A.  Petry 

....  Catskill 

Herkimer.  . . . 

R.  W.  Dennis.  . . 

Jefferson 

L.  0.  Fox 

. .Brownville 

Kings 

A.  W.  M.  Marino 

. . .Brooklyn 

Lewis 

L.  A.  Avallone 

Livingston .... 

F.  J.  Hamilton . . . 

. . . Hemlock 

Madison 

R.  B.  Cuthbert. . . 

. .Canastota 

Monroe 

E.  B.  Soble 

Montgomery  . 

R.  E.  Wytrwah.St.  Johnsville 

Nassau 

H.  A.  Butman. . . 

. . Manhasset 

New  York.  . . . 

William  B.  Rawls 

. .New  York 

Niagara 

W.  W.  Pierce 

Oneida 

James  I.  Farrell.  . 

Onondaga .... 

J.  G.  F.  Hiss 

Ontario 

Robert  E.  Doran . 

....  Geneva 

Orange 

T.  R.  Proper 

. .Newburgh 

Orleans 

A.  F.  Leone 

....  Medina 

Oswego 

J.  L.  H.  Mason. . 

Pulaski 

Otsego 

E.  J.  Keegan .... 

Putnam 

R.  S.  Cleaver . . . . 

. . .Brewster 

Queens 

Alfred  Angrist . . . 

Rensselaer.  . . 

C.  J.  Handron.  . . 

Troy 

Richmond.  . . 

J.  H.  Diamond.  .New  Brighton 

Rockland 

G.  G.  Stone 

St.  Lawrence. 

P.  T.  McGreevy. . 

. . . . Massena 

Saratoga 

F.  A.  Mastrianni . 

Mechanicville 

Schenectady. . 

N.  H.  Rust 

Scotia 

Schoharie .... 

J.  H.  Wadsworth 

. . . Cobleskill 

Schuyler 

F.  C.  Ward 

Odessa 

Seneca 

C.  M.  Smith 

. . . Waterloo 

Steuben 

V.  S.  Higby 

Bath 

Suffolk 

W.  S.  Stakes. . . . 

. . Patchogue 

Sullivan 

R.  S.  Break ey . . . 

Tioga 

A.  J.  Capron 

Tompkins . . . . 

H.  W.  Ferris 

Ithaca 

Ulster 

E.  S.  Goodyear. . . 

. . . Kingston 

Warren 

Saul  Yafa 

. Glens  Falls 

Washington  . . 

John  A.  Summer. 

. . . Granville 

Wayne 

J.  H.  Arseneau. . . 

Lyons 

Westchester.  . 

W.  G.  Childress. . 

. . . .Valhalla 

Wyoming 

0.  T.  Ghent 

Yates 

R.  H.  Davis 

Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early .Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

H. G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon.  . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill.  . .Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drab  kin.  . .Rockville  Centre 

B.  W.  Hamilton.  . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass . . . .Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


T reasurer 

F.  E.  Vosburgh Alban 

L.  P.  Bly Cut 

C.  W.  Frank Bror 

J.  W.  Kane Binghamto 

George  C.  Cash Olea 

L.  H.  Rothschild Aubur 

C.  E.  Hallenbeck. . . .Dunkir 

E.  S.  Ridall Elmir 

J.  H.  Stewart Norwic 

K.  M.  Clough Plattsbur 

L.  J.  Early Hudso  . 

F.  F.  Sornberger Cortlan 

S.  G.  Edgerton Dell 

J.  F.  Rogers. . . .Poughkeepsi 

E.  A.  Woodworth Kenmoi 

J.  E.  Glavin Port  Henr 

D.  H.  Van  Dyke Malon 

W.  H.  Raymond. . .Johnstow 
C.  C.  Koester Batavi 

M.  H.  Atkinson Catski 

R.  C.  Ashley Little  Fall 

L.  E.  Henderson.  .Watertow 

H.  Mandelbaum ....  Brookly 

E.  A.  Barnes Lowvill 

R.  A.  Hemphill. . .Mt.  Morri 

J.  F.  Rommel Oneid 

J.  L.  Norris Rocheste 

F.  F.  Pipito Amsterdar 

I.  Drabkin ..  Rockville  Centr 

C.  W.  Cutler New  Yor 

F.  A.  Lowe Niagara  Fall 

R.  C.  Hall Utic 

A.  C.  Hofmann Syracus 

Carl  B.  Smith Victo 

E.  C.  Waterbury. . . Newburg 

J.  G.  Parke Albi 

U.  Cimildoro Osweg 

J.  M.  Constantine.  . . .Oneont 

G.  H.  Steacy Mahopa 

D.  M.Raskind . Long  Island  Cit; 

H.  C.  Engster Tro; 

H.  Dangerfield St.  Georg 

M.  R.  Hopper Nyac- 

L.  T.  McNulty Potsdar  . 

J.  M.  Lebowich j 

Saratog 

Harry  Miller Schenectad; 

D.  L.  Best Middlebur 

C.  W.  Schmidt.  .Montour  Fall 

Bruno  Riemer Romulu 

R.  J.  Shafer Cornin 

David  Corcoran . Central  Islij 

D.  S.  Payne Libert; 

I.  N.  Peterson Oweg  j 

Richmond  Douglass ....  Ithac  | 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Fall 

C.  A.  Prescott ..  Hudson  Fall 

I.  M.  Derby Newar 

R.  R.  Heffner.  .New  Rochell 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Ya 
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SCHOOLS 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

Milton  2ff.  2£erry 
^Foundation  jSrfyools 


In  Far  Hills,  N.  J. — a PRIVATE  schools  Founda. 
tion  teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Encino,  Calif.;  Houston,  Texas,-  Cincinnati,  Ohio,- 
Oshkosh  (Lake  Winnebago),  Wisconsin,- 
Portland,  Oregon,-  Tulsa,  Oklahoma 


U 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray.  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

Mancll  School 

Licensed  by  the  State  of  New  York 


1834  Broadway  — NYC 
Circle  7-3434 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 

HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person's  needs. 

We  do  not  sell  Hearing  Aids;  only  AMA  approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING.  INC. 

Founded  1903 

342  Madison  Ave.  New  York  17,  N.  Y. 

Murray  Hill  2-0423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regents 


' 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  oi  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N Y 


CLASSIFIED 


Classified  Rates 


Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times 1.20 

6 Consecutive  times 1.00 

12  Consecutive  times .90 

24  Consecutive  times .85 


MINIMUM  3 LINES 

Count  7 average  words  to  each  line. 

Copy  must  reach  us  by  the  20th  of  the  month  for  issue  of 
First  and  by  the  5th  for  issue  of  Fifteenth. 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway.  N.  Y.  7,  BA  7-3984 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


FOR  SALE 


Flatbush — 2 family  Brick — Center  Hall  excellent  for  doctor 
or  dentist  6l/2  and  3l/s  room  apartments.  Will  dispose  at 
sacrifice.  Tel:  Es.  7-9813,  Mu.  3-4396,  2911  Kings  High- 
way, Brooklyn,  N.  Y. 


Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


Each 


tablet 


Extract 


Rhubarb 
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Oil 
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“Imprisoned  in  every  fat  man, 
a thin  one 

is  wildly  signaling  to  be  let  out.” 

C.  C.  Palinurus,  quoted  in  Bull.  New  York  Acad.  Med.  24:2  (Feb.)  1948. 


Overeating  imprisons  the 
“thin  one”,  and  he  can  signal 
till  doomsday,  but  he  will 
never  get  out  unless  the 
“fat  man”  stops  overeating. 
‘Dexedrine’  Sulfate  curbs  appetite,  makes  it  easy 
for  the  overweight  patient  to  stop  overeating  and 
thus  reduces  weight  safely  without  the  use  (and  risk) 
of  such  potentially  dangerous  drugs  as  thyroid. 

Dexedrine  . Sulfate  Tablets  & Elixir 

The  most  effective  drug  for  control  of  appetite  in 
weight  reduction 

Smith,  Kline  & French  Laboratories  Philadelphia 


‘Dexedrine’  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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so  “TRUE 


Fried  & Kohler’s 

ARTIFICIAL  HUMAN  EYES 

Especially  made  to  order  by  Skilled  Artisans 

► Comfort  and  pleasing  cosmetic  appearance  guaranteed. 

► Eyes  also  fitted  from  stock  by  experts.  Selections  sent  on 
memorandum. 

► Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 

665  FIFTH  AVE.  (near  53rd  St.)  NEW  YORK  22,  N.Y. 

Tel.  ELdorado  5-1970 


TO  LIFE” 


“ Over  Forty -five  Years  devoted  to  pleasing  particular  people” 
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the  important 
VITAMINS  in  the 
nutritional  orbit 
. . . in  potent,  balanced 
economical,  easy-to-take 
^Ncapsules 


Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians— the  diet 

of  every  strata  of  the  U.  S.  population  has  been 
weighed  in  the  nutritional  balance  and  found 

wanting  in  health-essential  vitamins. 
Deficiencies  are  almost  always  multiple.1 

MORE  VIGOROUS  HEALTH  may  be  derived  by  patients 
with  vitamin-poor  menus,  by  fortifying  their  diets 
once  daily  with... 


ONE  SMALL 

OCTAPLEX 

CAPSULE 


Vitamin  A 5,000  U.S.P.  Unit* 

Vitamin  D 500  U.S.P.  Unit* 

Ascorbic  Acid  (Vitamin  C) 50  mg. 

Thiamine  HCI  (Vitamin  Bi) 3 mg. 

Riboflavin  (Vitamin  B2) 3 mg. 

Pyridoxine  HCI  (Vitamin  B0)....  0.5  mg. 

Calcium  Pantothenate 5 mg. 

Niacinamide  20  mg. 


So  easy  to  take  youngsters  swallow  them  readily — so  high  in 
potency  and  easy  on  the  purse,  patient  appreciate  their  economy. 
• BOTTLES  OF  100  CAPSULES 


SAMPLE  OF 


OCTAPLEX 


CAPSULES  UPON  REQUEST 


1.  Bulletin  Notional 

Research  Council,  Nov.  1 943. 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  CHEMISTS 


NEW  YORK  18,  N.  Y. 


PROVE  CAMEL  MILDNESS 

-/or  Yourself! 


According  to  a Nationwide  survey: 


MORE  DOCTORS  SMOKE 
CAMELS  THAN  ANY 


' OTHER  CIGARETTE 


'1  'Ctors  smoke  for  pleasure,  too!  And  when 
I ee  leading  independent  research  organiza- 
i ns  asked  1 13,597  doctors  what  cigarette  they 
I oked,  the  brand  named  most  was  Camel! 


Test  for  yourself 
what  throat  specialists 
reported  when  a 30-day 
smoking  test  revealed: 


“NO  THROAT 
IRRITATION 

due  to  smoking 

CAMELS!" 


MAKE  YOUR  OWN  30- 
DAY  CAMEL  MILDNESS 
TEST.  Smoke  Camels,  and 
only  Camels,  for  30  days. 
Prove  for  yourself  how  mild 
Camels  are! 

Hundreds  of  men  and 
women,  from  coast  to  coast, 
recently  made  a similar  test. 
They  smoked  an  average  of 
one  to  two  packs  of  Camels  a 
day  for  30  days.  Their  throats 
were  carefully  examined  by 
throat  specialists.  And  after  a 
total  of  2470  examinations  — 
these  throat  specialists  re- 
ported " not  one  single  case  of 
throat  irritation  due  to  smok- 
ing Camels!” 

But  prove  it  yourself  ...  in 
your  "T-Zone”  (T  for  Taste 
and  T for  Throat).  Let  YOUR 
OWN  TASTE  tell  you  about 
the  rich,  full  flavor  of  Camel’s 
choice  tobaccos.  Let  YOUR 
OWN  THROAT  give  the 
good  news  of  Camel’s  cool, 
cool  mildness. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


VOLUME  49  JANUARY  15,  1949  NUMBER  2 

Publishtd  twice  a month  by  the  Medical  Society  op  the  Statb  op  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  W hether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5-00  per  year.  Entered  as  second-class  matter  March  13, 1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24, 1912. 


CONTENTS 

SCIENTIFIC  ARTICLES 

Arthroplasties  of  the  Hip,  Frank  E.  Stinchfield,  M.D.,  and  Robert  E.  Carroll,  M.D 159 

Osteochondritis  Dissecans  of  the  Talus  in  Recurrent  Ankle  Sprains,  Frederick  M.  Marek, 

M.D 163 

Recurrent  Dislocation  of  the  Patella:  End  Results  Following  Surgical  Treatment,  Pio 

Blanco,  M.D 169 

Calcareous  Bursitis,  Samuel  Kleinberg,  M.D 171 

Hyperleukocytosis  Occurring  in  Carcinoma  of  the  Bladder,  Leon  N.  Sussman,  M.D.,  and 

Joseph  Litwins,  M.D.,  F.A.C.P 174 

Common  Sources  of  Error  in  the  Diagnosis  and  Treatment  of  Chronic  Brucellosis,  Harold 

J.  Harris,  M.D.,  F.A.C.P 177 

The  Conservative  and  Surgical  Management  of  Ethmoid  and  Sphenoid  Sinusitis,  Stuart 

L.  Craig,  M.D \ 181 

Urologic  Manifestations  of  Acute  Appendicitis,  Philip  B.  Weis,  M.D.,  and  William  H. 

Potter,  M.D 185 

(i Continued  on  page  118 ) 


★ 

jfot  #£asmt  of  (inati  MfU 

you  can  help  us  strengthen  the  bonds  of  A clause  in  your  will  will  assist  in  continu- 

professional  comradeship  with  many  of  our  ing  this  direct  personal  service  of  the 

aged  and  retired  colleagues  and  their  widows.  Physicians'  Home. 


"I  give  and  bequeath  to  the  Physicians'  Home,  incorporated  in  the 

State  of  New  York,  June  4,  1919,  the  sum  of  $ 

to  be  used  by  the  Board  of  Directors  to  maintain  and  continue  the 
purposes  and  activities  of  the  Physicians'  Home." 


CONTRIBUTIONS  TO  THE  PHYSICIANS'  HOME  ARE 
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These  'picture-words’  represent  a primitive  classification  of 
urines  used  by  early  Babylonian  and  Egyptian  physicians. 


centuries  to  perfect 

seconds  to  perform 

When  Sumerian  and  Babylonian  physicians,  circa  4000  B.C.,  noted  the 
varying  colors  and  constitutions  of  the  “water  of  the  phallus,”  they  were 
probably  not  the  first  uroscopists  in  history.  They  were  assuredly  not  the 
last,  for  fifty-odd  centuries  were  to  elapse  before  Fehling’s  first  paper  on  the 
copper  reduction  test  for  urine-sugar  appeared  in  1848.' 

But  centuries  to  perfect  diagnostic  procedures  are  condensed  into  seconds 
to  perform  the  reliable  Clinitest®  method  for  urine-sugar  levels.  From  start 
to  finish,  the  test  takes  less  than  a minute.  This  tablet  method  is  simplicity 
itself  . . . readily  learned  by  every  diabetic  patient.  External  heating  is 
uniquely  eliminated  by  the  Clinitest  procedure.  Routine  test  interpretation 
is  made  easy. 


Clinitest 

for  urine-sugar  analysis 
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DIGILANID 

(crystalline  complex  of  lanatosides  A,  B and  C) 

DIGILANID®  gives  the  dependable  action  of  the  total  glycosides  present  in 
Digitalis  lanata  whole  leaf.  DIGILANID  may  be  regarded  as  a "crystalline 
whole  leaf"  preparation  possessing  advantages  of  stability,  uniform 
potency  and  virtual  freedom  from  impurities. 
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Sodium  restriction  is  an  essential  part  of  the 
modern  management  of  cardiovascular 
failure.  But,  without  seasoning,  low  sodium  diets  are 
difficult  to  endure. 

Neocurtasal,  completely  sodium  free  salt,  palatably 
seasons  all  foods.  Neocurtasal  looks,  tastes,  and 
is  used  like  ordinary  table  salt.  Available 
in  convenient  2 oz.  shakers  and  8 oz.  bottles. 

Write  for  pads  of  diet  sheets. 


Neocurtasal,  trademark  reg.  U.  S.  & Conodo 


Windsor,  On t. 
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for  the  successful  treatment 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Bur ow's  Solution 
DOMEBORO  —Tablet*  • Powder  • Packet*  • Ointment 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  la  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  Paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnared  with  a modified  "Unna’s  Formula"  consisting  of  sine 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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CALMITOL 


assurance  of  safety... 

because  Calmitol  is  entirely  free  from  stimu- 
lating or  keratolytic  drugs.  It  is  carefully 
formulated  to  exclude  phenol  and  cocaine 
and  their  derivatives,  as  well  as  other  notori- 
ously dangerous  substances.1 2 3'4 

assurance  of  speed . . . 

because  Calmitol  acts  pharmaco^lynamically 
to  block  off  pruritic  sensations  directly  at 
their  origin  by  raising  the  impulse  threshold 
of  skin  receptor  organs  and  nerve  endings. 

assurance  of  sustained  control... 

because  Calmitol  maintains  intimate,  cling- 
ing, protective  contact  with  the  lesion  and 
the  affected  area  for  considerable  periods. 


assurance 


for  speedy,  sustained 
and  SAFE  relief 
from  symptomatic  itch 
...CALMITOL 


1.  Underwood,  G.  B„  and  Gaul,  L.  E.:  J.A.M.A.  (38:570,  1948. 

2.  Underwood,  G.  B.;  Gaul,  L.  E.;  Collins,  E.,  and  Mosby,  M.: 
J.A.M.A.  130: 249,  1946. 

3.  Andrews,  G.  C.:  Diseases  of  the  Skin,  Philadelphia,  W.  B. 
Saunders  Co.,  1946. 

4.  Gaul,  L.  E.:  J.A.M.A.  1 27:439,  1945. 
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Cam  molds 


TRADEMARK 


BRAND  OF  AMIN0PEPT0DR  ATE 

HIGH  biological  value  — Contains  all  of  the 
recognized  essential  amino  acids  . . . de- 
rived from  extracted  liver  and  beef  muscle, 
wheat  gluten,  soya,  yeast,  casein,  and 
lactalbumin.  One  tablespoonful  t.i.d.  pro- 
vides 12  Gm.  protein  as  hydrolysate. 

WIDE  patient-acceptance— Notable  palat- 
ability  and  adaptability  to  a variety  of 
vehicles  assure  adherence  to  prescribed 


Supplied:  Bottles  containing  6 oz.; 
1-lb.,  5-lb.,  and  10-lb.  containers. 

*New  designation  of  Aminoids  adopted  as  a 
condition  of  acceptance  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  The  word  Caminoids  is 
an  exclusive  trademark  of  The  Arlington 
Chemical  Company. 


THE  ARLINGTON  CHEMICAL  COMPANY  • yonkirs  i,  niw  york 
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BOTH  NATIONS 

AND  UNBORN  QENERATIONS 

ARE  DEPENDENT  ON  LIFE-LINES 

WHERE  WOULD  THE  UNITED  STATES  BE  TODAY 
WITHOUT  THE  PANAMA  CANAL? 

OR  THE  FETUS 

WITHOUT  THE  UMBILICAL  CORD? 

THESE  CANALS— THESE  CHANNELS 

TO  PROVIDE  BOTH  NUTRITION  AND  DEFENSE 

HELP  ASSURE  THE  CONTINUANCE  OF  THAT  PRICELESS  HERITAGE 

OF  A HEALTHY  SECOND  GENERATION. 


OBron 


is  the  of  choice  to  meet  the 
increased  needs  of  both  mother  and  child  during  gestation 
and  lactation.  Study  its  formula— consider  its  carefully  tested 
balance. 

Try  OBron  on  your  next  OB  case. 


ALL  IN  ONE  CAPSULE 

*Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulphate  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil) 5,000  1A.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol)  ....  400  TJ.S.P.  Units 

Vitamin  (Thiamine  Hydrochloride)  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride) 0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate  3.0  mg. 


*8guiva1ent  to  15  grains  Dicalcium  Phosphate  Dihydrate 

ONE  OF  THE  ROERIG  BALANCED  FORMULAE 


ROERIG 


Originators  of 

Heptuna  • Heptuna  with  Folic  Acid  • 

J.  B.  ROERIG  AND  COMPANY 

536  LAKE  SHORE  DRIVE  • CHICAGO  11,  ILLINOIS 
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NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 


— a continuous  warm,  moist  dressing  in  the  treatment  of  local  inflammations, 
furunculoses,  sprains,  tonsillitis,  chest  conditions. 

DECONGESTIVE  . . . ANALGESIC  • 4,  8,  15  and  30  oz.  jars 

IMOTIZINE,  INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 


FORMULA:  Each  100  Gr.  Contains: 
Guaicol 0.260 


Beechwood  Creosote 1.302 

Methyl  Salicylate 0.260 


Sol.  Formaldehyde 0.260 

Glycerine  C.  P 51-000 


Aluminum  Silicate 46.888 

Carmine 0.030 


The  right-upper  quadrant  distress  of  the 
"postsurgical  biliary  syndrome"  often 
responds  readily  to 


KETOCHOL 

Ketochol  is  a combination  of  oxidized, 
unconjugated  bile  acids  insuring  "a  good 
flow  of  thin  bile.”* 

One  to  two  tablets  three  times  daily. 


♦Ivy,  A.  c.:  Clin.  Med.  54:1 19  (April)  1947 


SEARLE 


RESEARCH  IN  THE  SERVICE  OF  MEDICINE 


Ketochol  is  the  registered  trademark  of  G.  D.  Searle  & Co., 
Chicago  80,  Illinois. 
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*The  word 
•RAMSES1' 
isa  registered 
trademark  of 
Julius  Schmid,  Inc. 


OPTIMUM  PROTECTION 
IN  ONE  PACKAGE... 

The  experience  of  competent  clinicians  clearly  establishes  that 
optimum  protection  is  afforded  the  patient  by  the  combined  use 
of  an  occlusive  diaphragm  and  a spermatocidal  jelly. 

By  specifying  the  gj 

• IIADIMAIK  «tO.  U.*.  fAt.  OH. 

PRESCRIPTION  PACKET  NO.  501 

the  physician  provides  optimum  protection  in  one  convenient 
package. 

COMPLETE  LITERATURE  ON  REQUEST 
"RAMSES”*  Prescription  Packet  No.  501  . . . Contains  a 
"RAMSES”  Flexible  Cushioned  Diaphragm  of  the  prescribed 
size,  a "RAMSES”  Diaphragm  Introducer  of  corresponding  size, 
and  a tube  of  "RAMSES”  Vaginal  Jelly. 

"RAMSES”  Vaginal  Jelly  is  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association.  The 
"RAMSES"  Diaphragm  and  Diaphragm  Introducer  are  accepted 
by  the  Council  on  Physical  Medicine  of  the  American  Medical 
Association. 


gynecological  division 

JULIUS  SCHMID,  INC. 

42 3 West  55tb  Street,  New  York  19,  N.  Y. 
quality  first  since  188 3 
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■PIONEERS  in  Research . . . and 

Leadership  thru  the  years  in  combating 


OTITIS  MEDIA 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC . . . both  effective! 


IN  ACUTE  OTITIS  MEDIA 

...«a  • 


0-T0S-M0-SAN 

■ 

IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA, FURUNCULOSIS 


is  a scientifically  prepared,  completely  water-free  Gly- 
cerol (DOHO)  having  the  highest  specific  gravity 
obtainable,,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 

is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 


Literature  and  samples  on  request 


THE  DOHO  CHEMICAL  CORPORATION 


New  York  13.N.Y. 


Montreal 


London 
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Breon  &.  Company 


KANSAS  CITY 
RENSSELAER.  N Y. 
ATLANTA 
SAN  FRANCISCO 


The  Emotions, 
the  Liver 
and  Doxychol-K 


Joy  prompts  a moderate  increase  in  the 
flow  of  bile.  Anger  stops  the  flow. 
Strong  loathing  can  contract  the  biliary 
system  and  even  back-pressure  bile  into 
blood  vessels. 


This  is  an  era  when  the  emotions  have  more 
scope  than  ever  to  set  organs  awry. 

It  is  also  a time,  fortunately,  when  some 
better  controls  of  the  liver  are  at  hand. 

One  of  these,  Doxychol-K,  flushes  the 
entire  biliary  tree  (by  the  good  offices  of 
the  liver)  with  free-flowing  bile.  Doxychol-K, 
too,  furthers  nutrition  by  changing  dormant 
pancreatic  ferment  to  a fat-splitting  form. 


Doxychol-K  of  course  is  not  directly 
concerned  with  laughter  or  tears.  But  the 
predictable  actions  of  its  bile 
acids  against  biliary  stasis  and 
defective  fat  digestion  are  pri- 
mary to  far  effects  on  emotions— 
feeling  tone— on  capacity  for 
pleasure;  on  activity  or  repose. 
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even  after  40#  a woman's  work  is  never  done... 

Dishes,  dustpans,  a thousand  details . . . the  three 
"d's"  of  household  drudgery. . .are  challenge  enough 
at  any  age,  but  a stack  of  dinner  dishes  can  look  moun- 
tain high  to  the  woman  in  the  menopause.  This  is  a disquiet- 
ing aspect  of  the  daily  life  of  such  patients  that  physicians 
can  bring  into  proper  perspective  with  " Premarin .” 

" Premarin " therapy,  it  has  been  found,  has  in  it  a certain  "plus" 
that  produces  a sense  of  well-being  in  most  women.  " Premarin " 
quickly  relieves  the  symptoms  of  the  menopause.  It  is  orally  active, 
and  is  rapidly  absorbed  from  the  intestine. 

While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  estro- 
gens...  estradiol.  equilin,  eq uilenin,  hippulin 
...are  probably  also  present  in  varying 
amounts  as  water  soluble  conjugates. 

ESTROGENIC  SUBSTANCES  (WATER  SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 

Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

4901 
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A Palatable 
Choline . . . 


SYRUP  CHOLINE  (FLINT) 

Representing  Choline  Dihydrogen  Citrate  25%W/V 

Your  specification  "Syrup  Choline 
(Flint)”  is  your  assurance  of  a stable, 
palatable  product  that  encourages  full 
patient  acceptance  and  cooperation. 

Choline  therapy  is  assuming  an  in- 
creasingly important  role  in  the  man- 
agement of  hepatic  conditions  related 
to  dietary  deficiencies,  alcoholism, 
sulfonamide  administration,  and  fatty 
livers  associated  with  toxemias  and 
infections. 

Each  teaspoonful  of  Syrup  Cho- 
line (Flint)  presents  1 gram 
Choline  Dihydrogen  Citrate. 
Supplied  in  pint  and  gallon 
bottles. 

COUNCIL-ACCEPTED 
CHOLINE  PRODUCT 


For  your  copy  of  “The  Present  Status  of 
Choline  Therapy  in  Liver  Dysfunction”  write: 

FLINT,  EATON  & COMPANY 
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C^yvp  SUPPORTS  for  the  LOW  BACK 


Discussing  the  general  treat- 
ment of  low  back  pain  in  a 
recent  article,  an  orthopedic 
surgeon*  comments  on  sup- 
ports (among  other  items)  as 
follows:  “The  second  remedy 
tried  by  time  is  further  rest 
provided  by  support  after  the 
patient  gets  out  of  bed.  Various 
corsets,  braces,  and  casts  have 
been  used  and  the  one  criterion 
is  that  they  be  well  fitted  and 
do  the  work  intended.” 


The  Camp  lumbosacral  support  (illustrated)  fits  down  over  the  gluteal 
region  and  restricts  the  motion  of  the  pelvic  and  lumbar  joints.  The 
lower  adjustment  following  about  the  major  portion  of  the  pelvic  girdle 
is  a prime  factor  in  relieving  the  weight-bearing  joints  of  the  lower  spine. 

The  support  lends  itself  readily  to  reinforcement  with  the  Camp  spinal 
brace  (illustrated).  The  brace  is  made  of  spring  steel  and  comes  in 
varying  lengths  — twelve,  fourteen,  sixteen,  and  eighteen  inch  lengths. 
Aluminum  uprights  and  pads  are  also  provided  by  Camp  for  reinforce- 
ment of  orthopedic  supports. 

Camp  fitters  are  trained  and  supervised  by  nurses  and  instructors. 
*Hugh  T.  Jones,  M.D. 

Low  Back  Pain  from  the  Orthopedic  Standpoint 
California  Medicine 
Vol.  68,  February,  1948 


S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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This  is  the  new  three  anti  one-half  mil- 
lion dollar  Sturgis  (Michigan)  Similac 
Laboratory.  This  additional  capacity  was 
made  necessary  by  your  confidence  in 

: Similac,  and  your  increasing  use  of  the 
product  in  your  infant  feeding  practice. 

1 The  years  of  basic  and  clinical  research 
which  preceded  the  introduction  of 
Similac,  established  with  us  a habit  for 
research.  And  the  many  years  of  accep- 


tance which  Similac  has  enjoyed  since 
its  introduction,  make  us  fully  con- 
scious that  continuing  research  is  an 
obligation. 

In  our  present  resources  to  fulfill  this 
obligation  we  take  a pardonable  pride. 

But  our  greatest  pride  will  continue  to 
be  the  high  esteem  in  which  Similac  is 
held  by  Doctors  everywhere. 


M & R DIETETIC  LABORATORIES,  INC.  • COLUMBUS  16,  OHIO 


SIMILfAC . . . 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 


WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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Aspergum  (White  Laboratories,  Inc.)  Between  116  & 117 

Auralgan  (The  Doho  Chemical  Corp.) 127 

Bacitracin  (Commercial  Solvents  Corporation) 

Benylin  Expectorant  (Parke,  Davis  & Company). 
Calmitol  (Thomas  Leeming  & Company,  Inc.) . . 
Caminoids  (The  Arlington  Chemical  Company) . 

Clinitest  (Ames  Company,  Inc.). 117 

Crystalline  Procaine  Penicillin  (Eli  Lilly  and 

Company) 152 

Daxalan-Dome-Pdste  (Dome  Chemical  Inc.).  . . 124 

Diaparene  (Homemakers’  Products  Corporation)  221 

Digilanid  (Sandoz  Chemical  Works,  Inc.) 118 

Dihydrostreptomycin-Merck  (Merck  & Com- 
pany, Inc.) _ 211 

Dihydrostreptomycin-Squibb  (E.  R.  Squibb  & 

Sons) 149 

Donnatal  (A.  H.  Robins  Company)  Between  128  & 129 

Doxychol-K  (George  Breon  & Company) 128 

Duracillin,  In  Oil  (Eli  Lilly  and  Company) 152 

Elixir  Alysine  (The  William  S.  Merrell  Company) 

2nd  Cover 

Harplex  (Harmon  Chemicals,  Inc.) 146 

Ketochol  (G.  D.  Searle  & Company) 125 

Koromex  (Holland-Rantos  Company,  Inc.) 131 

Liquiderm  (Colin  Pharmacal  Company,  Inc.).  . . 142 

Meonine  (Wyeth  Incorporated) 224 

Mesopin  (Endo  Products,  Inc.) 209 

Metandren  Linguets  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 3rd  Cover 

Mol-Iron  (White  Laboratories,  Inc.) 138-139 

Monocaine  Formate  (Novocol  Chemical  Mfg.  Co., 

Inc.1 151 


Orapen-250  (Schenley  Laboratories,  Inc.) 140 

O-Tos-Mo-San  (The  Doho  Chemical  Corporation)  127 

Ovaltine  (Wander  Company) 148 

Pabena  (Mead  Johnson  & Company) 4th  Cover 

Premarin  (Ayerst,  McKenna  & Harrison  Limited) 
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Protoplex  (Walker  Vitamin  Products,  Inc.) 150 

Ramses  (Julius  Schmid,  Inc.) 126 

Ray-Formosil  (Raymer  Pharmacal  Company). . . 147 

Similac  (M  & R Dietetic  Laboratories,  Inc.) 133 

Syrup  Choline  (Flint,  Eaton  & Company) 130 

Thesodate  (Brewer  & Company,  Inc.) 141 

Thum  (Num  Specialty  Company) 134 

Westsal  (Westwood  Pharmacal  Corporation) . . 


135 


Dietary  Foods 


Malt  Soup  Extract  (Borcherdt  Malt  Extract 
Company) 221 


Medical  & Surgical  Equipment 


Artificial  Eyes  (Fried  & Kohler,  Inc.) 

Artificial  Limbs  (J.  E.  Hanger,  Inc.) 

Artificial  Limbs  (Natural  Action  Limb  Corp.). 
Edin  Cardiograph  (County  Surgical  Company) 
Hydrogalvanic  Generators  (Teca  Corporation) 
Orthopedic  Shoes  (Pediforme  Shoe  Company) . 

Supports  (S.  H.  Camp  and  Company) 

Supports  (William  S.  Rice,  Inc.) 


113 

215 

151 

213 

215 

146 

132 

134 


Neocurtasal  (Winthrop-Stearns,  Inc.) 119 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.).  . 221 

Numotizine  (Numotizine,  Inc.) 120 

Obron  (J.  B.  Roerig  & Co.) 123 

Occy-Crystine  (Occy-Crystine  Laboratory) 213 

Octaplex  (American  Pharmaceutical  Company).  114 
Omadern  (Colin  Pharmacal  Company) 142 


Miscellaneous 


Brioschi  (G.  Ceribelli  & Company) 

Candy  (National  Confectioners’  Association) . . . 
Cigarettes  (R.  J.  Reynolds  Tobacco  Company) . 
Spring  Water  (Saratoga  Springs  Authority) . . . . 
Whiskey  (Carstairs  Bros.  Distilling  Company) . . 


142 
144 
115 
136 

143 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  18,  N.  Y. 

Established  1933 
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ivestsal  is  a joy  to  patients  on 
low-salt  (sodium)  diets. 
It’s  the  only  salt  substitute 
that  makes  food  taste  exactly 
as  if  seasoned  with  salt.  No  bitter, 
no  disagreeable  taste.  Used  freely  at  the  table  — in 
cooking  and  baking.  • Sodium-free,  safe,  convenient,  ivestsal 
assures  eating  without  cheating,  a minimum  intake  of  harmful 
sodium,  better  nourishment,  and  grateful,  happier  patients  in  . . . 

congestive  heart  failure  • hypertension  * toxemias  of  pregnancy 


the  onjg  salt  substitute  that 
tastes  exactly  like  salt 


weslsal  is  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing 
traces).  Bottles  of  2%  oz. 

WESTWOOD  PHARMACEUTICALS,  Dept.  N.Y«  468  Dewitt  St.,  Buffalo  13,  N.  Y. 

division  of  Foster-Milburn  Co. 
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Findings 
from  the 
Saratoga  Spa 
records* 

s 

CARBON  DIOXIDE  BATHS 


Many  observations  have  been  made  on 
the  changes  which  occur  in  the  alveolar 
carbon  dioxide  tension,  the  skin  temper- 
ature, and  the  respiratory  metabolism  of 
human  subjects  who  have  been  submerged 
in  baths  of  either  carbon  dioxide  water 
or  plain  water. 

The  alveolar  carbon  dioxide  tension 
showed  a 5 to  10  per  cent  rise  during 
baths  in  the  carbon  dioxide  water,  and 
returned  to  the  resting  level  about  twenty 
minutes  after  the  bath.  There  was  no  sig- 
nificant change  during  baths  in  plain  water. 

There  was  no  essential  difference  in  the 
skin  temperature  during  the  carbon  di- 
oxide and  plain  water  baths. 

There  was  a marked  increase  in  the 
elimination  of  carbon  dioxide  in  the  ex- 
pired air  during  the  time  the  patient  was 


in  the  mineral  water  bath.  This  increase 
did  not  occur  in  the  plain  water  bath. 

No  evident  variation  in  the  oxygen  con- 
sumption occurred  with  either  bath. 

The  possible  source  of  the  excess  carbon 
dioxide  is  discussed.  The  evidence  sup- 
ports the  theory  that  this  extra  carbon  di- 
oxide is  obtained  by  absorption  of  the 
carbon  dioxide  in  the  water  through  the 
skin  and  its  subsequent  elimination 
through  the  lungs. 

It  is,  therefore,  concluded  that  the  results 
obtained  in  the  treatment  of  patients  with 
carbon  dioxide  mineral  water  baths  de- 
pend, in  part,  at  least,  on  the  absorption 
of  carbon  dioxide  through  the  skin  and 
its  subsequent  influence  on  the  circulation 
and  nervous  system  which  occurs  in  the 
process  of  its  natural  elimination  by  way 
of  the  blood  stream  and  the  lungs. 


* As  printed  in  American  Heart  Journal,  Vol.  29,  No.  1,  Pages  44-61,  January,  1945. 


Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed,  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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LOW  INDEX  OF  ALLERGENICITY  — Bacitracin  is  outstanding 
in  that  its  application  topically  is  only  rarely  complicated  by 
allergic  manifestations.  It  therefore  possesses  a distinct  advantage 
over  many  other  antibiotics,  freeing  topical  antibiotic  therapy 
from  this  formerly  serious  limitation. 


WIDE  RANGE  OF  EFFECTIVENESS  — While  its  spectrum  of  ac- 
tion largely  parallels  that  of  penicillin,  Bacitracin  is  destructive 
to  many  strains  of  pathogens  which  are  penicillin-fast.  Thus  it 
broadens  the  scope  of  antibiotic  therapy  and  enhances  its  ther- 
apeutic efficacy. 


PROMPT  ACTION  — Injected  in  solution  into  the  base  of  pyogenic 
lesions,  or  applied  topically  in  the  form  of  an  ointment,  Bacitracin 
acts  promptly  upon  the  bacterial  invasion.  Response  is  apparent 
in  most  cases  within  a short  period. 


INDICATIONS  — Bacitracin,  topically  administered,  is  indicated 
in  the  treatment  of  many  deep  pyogenic  lesions  of  the  skin, 
superficial  cutaneous  pyogenic  lesions,  and  many  external  ocular 
infections  due  to  Bacitracin-sensitive  organisms.  Bacitracin  is 
administered  topically  only. 


Bacitracin,  in  dry  form  for  making  solutions,  is  supplied  in  20  cc. 
serum-type  vials  containing  2,000  and  10,000  units,  and  in  50 
cc.  vials  containing  50,000  units.  Also  available  as  Bacitracin 
Ophthalmic  Ointment  in  Y ounce  tubes  and  as  Bacitracin  Oint- 
ment in  Yi  ounce  tubes,  both  containing  500  units  per  Gm. 
Literature  available  to  physicians  on  request. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 
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HEMATOLOGIC 

ADVANCE  CONFIRMED 


For  almost  two  years,  all  pregnant 
outpatients  at  this  largest  maternity 
hospital  in  the  country  have  had  their 
hematologic  status  carefully  ap- 
praised. Patients  with  uncomplicated 
hypochromic  anemia  were  divided 
into  three  comparable  groups.  Using 
standard  treatment  periods,  Chesley 
and  Annitto*  then  determined  the 
therapeutic  efficacy  of  molybdenized 
ferrous  sulfate,  unmodified  ferrous 
sulfate,  and  ferrous  sulfate  combined 
with  liver -stomach  extract  or  folic 
acid. 


SUJMAIAR Y:  "...The  yardstick 
of  therapeutic  response  was  the  rate 
of  hemoglobin  increase  calculated 
for  a standard  period  of  6 weeks 
prior  to  the  last  two  months  of  preg- 
nancy. Based  on  this  criterion,  mo- 
lybdenized ferrous  sulfate  produced 
a substantially  more  rapid  therapeutic 
response  than  ferrous  sulfate,  the  dif- 
ference in  response  being  statistically 
significant.  Addition  to  ferrous  sulfate 
of  either  liver-stomach  extract  or 
folic  acid  did  not  potentiate  the  ac- 
tion of  the  iron  salt.” 


The  rates  of  hemoglobin  increase  effected  by  six  weeks’  treatment  with 
molybdenized  ferrous  sulfate  and  with  ferrous  sulfate.  Significant  is  the 
continued  sharp  rise  in  hemoglobin  formation  with  Mol-Iron  after  the 
second  week,  after  which  time  the  ferrous  sulfate  curve  approaches  a plateau. 


* 
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Enhanced  Efficacy  of  Alolybdenized  Iron  in  Hypochromic 
Anemias  Demonstrated  by  Recent  Clinical  Study 
at  Margaret  Hague  Maternity  Hospital 

Comparison  of  total  hemoglobin  gains  in  the  three  test  groups  reveals  the  follow- 
ing statistically  better  response  from  molybdenized  ferrous  sulfate  therapy — 

Percent  of  cases  with  hemoglobin  gains  of  2 Gm.or  more  during  standard  treatment  periods 


IRON  PREPARATIONS: 


FERROUS  SULFATE  WITH  LIVER- 
STOMACH  EXTRACT  OR  FOLIC  ACID  wU/o 


Significantly,  Chesley  and  Annitto 
further  state  that: 

"None  of  the  patients  treated  with 
molybdenized  ferrous  sulfate  com- 
plained of  more  than  mild  digestive 
symptoms  related  to  the  medication. 
However,  8 per  cent  of  the  patients 


originally  selected  for  treatment  with 
ferrous  sulfate  had  to  be  withdrawn 
from  the  study  because  of  consequent 
digestive  up-sets.” 

*Chesley,  R.  F.,  and  Annitto,  J.  E.:  Evaluation  of  Molyb- 
denized Ferrous  Sulfate  in  the  Treatment  of  Hypochromic 
Anemia  of  Pregnancy,  Bull.  Margaret  Hague  Maternity 
Hosp.,  1:6 8-75  (Sept.)  1948. 


ol-iron 

MOLYBDENIZED  FERROUS  SULFATE 


Tablets , Liquid 


a specially  processed,  co-precipitated,  stable  complex 
of  molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous 
sulfate  195  mg.  (3  gr.).  In  bottles  of  100  and  1000 
tablets.  Also  available  in  a highly  palatable  Liquid, 
in  bottles  of  12  fluidounces. 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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Orapen-250 


MOW 


to  give  250,000  units  of  crystalline 
penicillin  G (potassium  salt)  in  one  coated,  pleasant-tasting,  buffered 
tablet,  if  you  specify  the  Schenley  product.  Ample  evidence  supports 
the  value  of  the  oral  administration  of  penicillin  when  given  in  suffi- 
ciently high  dosage.  Clinical  reports  show  that  even  serious  infections  due 
to  penicillin-sensitive  organisms  — such  as  acute  respiratory  illness, ,'2  3’4 
impetigo,4  gonorrhea,5  and  rheumatic  fever  (prophylaxis)6— can  be 
treated  effectively  by  this  convenient,  painless  method  of  administration. 


ORAPRX  IS  UNIQUE 

A special  coating  completely 
masks  the  taste  of  penicillin. 
Oi’.U’KN  is  stable  at  ordinary 
room  temperatures,  eliminat- 
ing necessity  for  refrigeration. 


REFEIIEM  KSt 

1.  J.  Pediat’  32:1  (1948). 

2.  Am.  J.  M.  Sc.  213:513 

(1947). 

3.  J.  Pediat.  32:119  (1948). 

4.  New  England  J.  Med. 

236:817  (1947). 

5.  New  York  State  ].  Med. 

48:517  (1948). 

6.  Lancet  1:255  (1947). 


Orapcn-25© 
Orapen-lOO  • ©rapen-50 

1 [penicillin  tablets  schenley] 

Each  containing  250,000,  100,000,  or 
50,000  units  of  Penicillin  Crystalline  G, 
buffered  with  calcium  carbonate. 


ORAPEX-250: 

Available  in  bottles  of  10  and  50. 

OH  A PEN- 1 OOt 

Available  in  bottles  of  12  and  100. 

OHAPEN-SO: 

Available  in  bottles  of  12  and  100. 

SCHENLEY  LABORATORIES,  INC. 
350  FIFTH  AVENUE  • NEW  YORK  1,  NEW  YORK 


©Schenley  Laboratories,  Inc. 


IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  value  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

RECOMMENDED  DOSAGE  7 1/2  grains  q.i.d.  before  meals  and  be- 
fore retiring.  A capsule  upon  arising  if  necessary. 

SUPPLIED  In  bottles  of  — 100  — 500  — 1000 

TABLETS  THESODATE 

*{iy2  gr)  0.5  Gm *(3%  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(7l/2  gr.)  0.5  Gm.  with  ( y2  gr.)  30  mg. 

(71/2  gr.)  0.5  Gm.  with  ( y4  gr.)  15  mg. 

*(3^4  gr-)  0.25  Gm.  with  ( y4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (y4  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 


Literature  with  confirming  bibliography 
and  physicians’  sample  sent  on  request. 


BREWER  & COMPANY,  INC. 

WORCESTER,  MASSACHUSETTS  U.  S.  A. 
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OMADERM  and  LIQUIDERM  are  Ethically  Detailed 

Literature  and  Sample  Upon  Request 


B R IOS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no, 
injurious  drugs.  ' Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 


121  VARICK  STREET 


NEW  YORK 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

refer  to 

HARRY  F.  WANVIG 

A uthorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
* For  Members  oj  the  State  Society  only 
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EVER  X-RAY  A WHISKEY? 


OF  course,  whiskies  can't  be  X-rayed,  but 
they  can  be  analyzed.  Analysis  reveals 
why  today  so  many  physicians  recommend 
light  blended  whiskies  to  their  patients  when 
whiskey  is  indicated. 

For  neutral  spirit  blends  contain  few 
congeners,  such  as  fusel  oil,  tannins,  alde- 
hydes, esters,  furfurals,  acids,  etc.  That 
means  neutral  spirit  blends  are  not  only 
light  but  mild,  too.  What’s  more,  they  are 
usually  low  in  alcoholic  content. 


One  of  America’s  leading  whiskies  of 
this  type  is  Carstairs  White  Seal.  Extremely 
low  in  congeneric  content,  it  is  blended 
with  care  by  master  distillers  unmatched  for 
skill  and  experience.  And,  though  high 
quality,  it  is  surprisingly  low  in  price. 

Whenever  whiskey  is  indicated,  may  we 
suggest  that  you  recom- 
mend that  superb  blend — 

Carstairs  White  Seal  whis- 
key— to  your  patients? 


The  i Man  who  Cares  says: 

CARSTAIRS  White  Seal 


BLENDED  WHISKEY 


CARSTAIRS 

QWKileSeaE) 

bumded  wniskiv 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C. 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.,  86.8  Proof,  72%  Grain  Neutral  Spirits 


144 


perimental  studies.  The  laboratory  animal,  driven  by  hunger,  will  eat  and 
thrive  on  any  food  substance  that  is  adequately  nutrient.  Taste  and  variety 
and  meal  satisfaction  are  of  little  moment  in  such  nutritional  studies. 


In  human  nutrition,  the  joy  of  eating,  and  especially  the  satisfaction 
of  having  eaten  well,  play  an  important  role.  Frequently,  though  physiologic  hunger  has 
not  come  about,  it  is  the  pleasant  memory  of  the  last  meal  that  engenders  the  appetite. 


To  add  satiety  value  to  the  meal,  candy  may  well  serve  as  its  last 
course.  Even  an  otherwise  drab  meal  gains  much  when  topped  off  by  a piece  or  two 
of  candy. 

Confections  in  the  manufacture  of  which  milk,  butter,  eggs,  fruits, 
and  nuts  or  peanuts  are  used,  are  particularly  suited  for  this  purpose.  This  is  true, 
not  only  because  of  their  universal  taste  appeal,  but  also  because  they  contribute 
small  amounts  of  many  essential  nutrients. 

ot  °f  CAN°  e0»ena<«e» 

■tOITIONM-  PLA  of  high  ‘oV,e,y  V°e  of  ^tidac^ion 

Tli(  4 Cood'eS  are  J the  sen 5®  eaten  >n 

general  sappb  a„d  meals,  0f  nutr>- 

1.  C°nlf'!0,k  ,rei  little  d«9es-  moderat.onbe  Q mere  so« to  ,he 

in  small  bulk-  candy  feqU,re  Condy  is  more  » der,  „ eonW.M 

n Sugar  supp''«“  Jv0llable  energy-  hich  5'  is  a morale 

•* 

M,d 

- 

these  mQre 


COUNCIL  ON  CANDY  OF  THE 


— HHMM 


1 NORTH  LA  SALLE  STREET 
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a completely  I16W  approach 
to  cough  relief 


The  antispasmodic  and  decongestant  action  of 
BENYLIN  EXPECTORANT  combats  cough,  re- 
laxes the  bronchial  tree,  diminishes  bronchial 
congestion  and  alleviates  nasal  stuffiness,  sneez- 
ing and  lacrimation.  Containin'g  no  narcotics, 
BENYLIN  EXPECTORANT  combines  Bena- 
dryl® hydrochloride,  10  mg.  per  teaspoonful, 
with  other  remedial  agents  for  safe,  effective 
control  of  coughs  due  to  colds  as  well  as  those 
of  allergic  origin. 


BENYLIN 

EXPECTORANT 

promotes  liquefaction  and  removal  of  mucous 
secretions  from  the -respiratory  tract.  The  de- 
mulcent action  of  its  vehicle  soothes  irritated 
mucosa.  Acceptable  alike  to  children  and  adults, 
its  pleasant,  mildly  tart  taste  avoids  the  objec- 
tions to  cloying,  overly-sweet  preparations. 

DOSAGE:  One  or  two  teaspoonfuls  every  two  to  three 
hours,  as  soon  as  possible  following  appearance  of  symp- 
toms. Children,  % to  one  teaspoonful  every  three  hours. 

BENYLIN  EXPECTORANT  contains  in  each  fluid  ounce: 

Benadryl  Hydrochloride  80  mg. 

(diphenhydramine  hydrochloride,  P.  D.  & Co.) 

Ammonium  Chloride  12  gr. 

Sodium  Citrate 5 gr. 

Chloroform  2 gr. 

Menthol  1/10  gr. 

BENYLIN  EXPECTORANT  is  supplied  in  10-oz.  and  gallon  bottles. 


COMPANY  • DETROIT  32,  MICHIGAN 

vOCdoOvVOOCT'  ' 
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Harplex  presents  the  physician  f 

MPLIX) 

SODASCORBATE,  Van  Patten’s  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  gastric  irritation  frequently  ex- 
perienced with  large  doses  of  plain  ascorbic 
acid. . . Approximately  neutral  in  chemical  re- 
action . . . well  tolerated . . . Stable,  pleasant- 
tasting. 

m Sign  and  mail  coupon  below  for  samples  and  literature 


with  a basic  and  practical 
therapeutic  formula  for  the 
treatment  of  frank  deficiency 
states.  Easily  administered, 
well  tolerated,  readily  assimi- 
lated, Harplex  merits  your  con- 
sideration wherever  high  "B" 
Complex  therapy  is  indicated. 


FOR  INTRAMUSCULAR 
OR  INTRAVENOUS  USE 
30cc  Multiple  Dose  Viol 
Each  1 cc.  contains: 
Thiamin  HCI  ..100  mg. 

Riboflavin  2 mg. 

Pyridoxine  HCIIOmg. 
Calcium  Pantothenate 
1 mg. 

Niacinamide  200  mg. 


Employing  BROMINATED  THYROID 


THYROBROM,  brand  of  brominated  thyroid 
provides  efficient,  dependable  medication. 
THYROBROM  is  not  just  a mixture  of 
thyroid  and  bromides.  In  THYROBROM 
the  bromine  enters  into  chemical  combination 
with  the  active  ingredient  of  desiccated  thyroid. 
Iodine  content  0.2% — same  as  U.S.P.  Bromine 
content  2.0%.  THYROBROM  may  be  pre- 
scribed in  hypothyroid  obesity,  or  whenever 
thyroid  medication  is  indicated.  Supplied  in 
tablet  form  for  oral  administration.  In  ]/2,  1 
and  2 gr.  strengths.  Bottles  of  100,  500,  1000 
tablets. 

HYPOTHYROID  OBESITY 

The  visual  results  of  THYRO- 
BROM therapy  are  clearly 
illustrated  in  the  photographs 
of  this  case  of  hypothyroid 
obesity — a 17  year  old  girl, 
5',  3"  in  height,  who  lost  28 
pounds. 

These  “before  and  after” 
silhouettes  were  taken  under 
identical  photographic  condi- 
tions, and  are  typical  of  results 
obtained  in  a large  series  of 
hypothyroid  obesity  cases 
treated  with  THYROBROM 
and  dietary  control. 


Write  for  full  details 


Propyl  Parahydroxy- 
benzoate   0.02% 


HARMON  CHEMICALS,  INC. 

66  Herkimer  PI.,  Brooklyn  16,  N.Y. 


Methyl  Parahydroxy- 
benzoate   0.18% 

Benzyl  Alcohol 2% 


From  infants,  to  adults- Pediforme 
Shoes  follow  the  need  for  changing 
lasts  to  more  perfectly  conform  to  the 
natural  development  of  the  feet. 

Undoubtedly  a reason  for  sending 
your  patients  to  a Pediforme  shop 
when  proper  shoes  are  indicated. 


Sign  and  mail  coupon  below  for  samples  and^literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  nys 
1227  Loyola  Avc.,  Chicago,  26  1-49 

Gentlemen:  Please  send  items  checked: 
THYROBROM  Q Samples  Q Literature 

SODASCORBATE  □ Samples  □ Literature 

Dr. 

Address 

Town  State 

Zone 


1 

I 


MANHATTAN  — 34  West  36th  Street 
BROOKLYN  — 288  Livingston  Street 
FLAT  BUSH  — 8 43  Flotbush  Avenue 
HEMPSTEAD  — 241  Fulton  Avenue 
NEW  ROCHELLE-545  North  Avenue 
EAST  ORANGE-29  Washington  PI 
HACKENSACK-290  Main  Street 
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RAY-FORMOSIL 


fe/i  f/ie  fiwatwww/  cfl 


ARTHRITIS  and 
RH  EUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 

Descriptive  clinical  literature  will  be  furnished 
upon  request. 

Supplied  in : 1 cc.  and  2 cc.  Ampuls 
Boxes  of  25,  50,  100 

Price  list  of  other  Raymer  Medicinals 
will  be  sent  on  request. 


73%  ^Benefited 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
bestresults  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34 , PA. 


0V&1  rjd  Quo/de* 
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Clinical  studies1’2’3  demonstrate  that  the 
results  of  inadequate  dietaries  are  insidi- 
ously cumulative  and  may  not  become 
evident  for  many  years.  Many  of  the 
afflictions  of  old  age  are  now  attributed 
to  lifelong  faulty  dietaries  and  no  longer 
need  be  the  inevitable  accompaniment  of 
advanced  years. 

In  advanced  age  the  wisdom  of  die- 
taries high  in  vitamins,  minerals,  and  pro- 
tein, low  in  fat,  and  moderate  in  carbo- 
hydrate, is  pointedly  emphasized  in 
reported  clinical  studies.  Liberal  amounts 
of  vitamin  B complex  and  of  calcium,  in 
particular,  are  important  for  increasing 


the  appetite  and  for  supporting  the  cal- 
cium integrity  of  the  skeletal  structure. 

Ovaltine  in  milk,  a delicious  multiple 
dietary  supplement,  is  highly  useful  in 
the  management  of  aged  patients.  Its 
multiple  vitamins,  its  important  miner- 
als, and  its  biologically  complete  protein 
are  the  very  nutrients  required  for  effect- 
ing full  adequacy  of  even  seriously  faulty 
diets.  The  refreshing  tastefulness  and 
easy  digestibility  are  welcomed  by  the 
aged. 

The  rich  dietary  contribution  made  by 
three  daily  glassfuls  of  Ovaltine  in  milk, 
is  outlined  in  detail  in  the  table. 


■Boss,  E.P.:  The  Physiologic  and  Clinical  Phenomena  of  Aging,  New  Orleans  M.  & S.  J. 

97:64  (Aug.)  1944. 

’Spies,  T.D.,  and  Collins,  H.S.:  Observation  on  Aging  in  Nutritionally  Deficient  Persons, 

J.  Gerontol.  1:33  ( J an . ) 1946. 

’Stieglitz,  E.J.:  Therapy  of  the  Aged,  M.  Ann.  District  of  Columbia  1 7:197  (Apr.)  1948. 

THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
'/i  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

676 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

32  Gm. 

RIBOFLAVIN  

2.0  mg. 

CARBOHYDRATE  . . . 

65  Gm. 

NIACIN 

6.8  mg. 

CALCIUM  

. 1.12  Gm. 

VITAMIN  C 

30.0  mg. 

PHOSPHORUS  . . . . 

. 0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON  

12  mg. 

COPPER  

0.5  mg. 

* Based 

on  average 

reported  values  for  milk. 

149 


PERMITS  HIGHER  DOSAGE  FOR  MORE  PROLONGED  PERIODS 


A potent  antibiotic  compound  derived  from  streptomycin  by  re- 
duction with  hydrogen. 

Like  streptomycin,  as  an  adjunct  to  other  measures  in  tuberculosis. 

The  antibacterial  activity  of  Dihydrostreptomycin  usually  parallels 
that  of  streptomycin  in  tuberculosis.  Resistant  strains  of  organisms 
appear  to  develop  as  rapidly  as  with  streptomycin. 

Dihydrostreptomycin  is  significantly  less  neurotoxic  than  strepto- 
mycin and  hence  can  be  given  in  larger  doses  and  for  more  pro- 
longed periods.  In  addition,  patients  showing  allergic  reactions  to 
streptomycin  have  been  able  to  continue  with  the  dihydro  form. 

Only  intramuscularly,  pending  further  clinical  studies. 

Daily  doses  of  2 grams  of  Dihydrostreptomycin  Squibb  may  be 
given  safely  for  periods  equal  to  those  in  which  streptomycin  has 
been  restricted  to  1 gram  a day,  provided  there  is  no  renal  dysfunc- 
tion. Average  dosage— 1 to  2 grams  daily  in  divided  doses  every 
12  hours. 

20  cc.  vials  containing  the  equivalent  of  1 Gm.  streptomycin  base 
50  cc.  vials  containing  the  equivalent  of  5 Gm.  streptomycin  base 

E.  R.  Squibb  & Sons,  New  York  22,  N.  Y. 

BB  a leader  in  antibiotic  research  and  manufacture 


WHAT  IS  IT?  = 

WHEN  IS  IT 
INDICATED? 

HOW  DOES  == 

IT  ACT?  = 


WHAT  ARE  ITS  == 

ADVANTAGES? 


HOW  IS  IT 
ADMINISTERED? 

WHAT  IS  THE 
DOSAGE? 


HOW  SUPPLIED? 
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PROTOPLEX 

Whole  Protein  pluA  Whole  JUuesi  and  fl/e&U 


PROVED 

BIOLOGICALLY 

SUPERIOR 

to  casein  and  dried  skim  milk, 
recognized  as  standards  in 
protein  nutrition — demonstrat- 
ed in  growth  studies  conducted 
by  an  independent,  accredited 
laboratory. 


PROTOPLEX*  provides  all  the  essential  and  nonessential  amino 
acids  as  present  in  casein,  lactalbumin,  primary  dried  yeast 
U.S.  P.,  and  desiccated  whole  liver.  Relatively  salt-  and  fat-free. 


^elcccoud  — Eaten  like  cereal... may 
also  be  incorporated  in  cakes,  biscuits, 
and  waffle  batters. 

Ziccelle* it  ^lolesumoe  — An  extra 
50  to  100  grams  of  protein  daily  easily 
administered. 

SUPPLIED:  In  1-lb.  packages,  available 
through  your  local  pharmacist. 

’Exclusive  trademark  of  Walker  Vitamin  Products,  Inc. 


VITAMIN  PRODUCTS,  INC.,  mount  vernon,  n.  y. 
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2)e&i  1 'bocto'i : 


For  the  benefit  of  amputee  patients  we  would  like  to  show  you  the 
new  Natural  Action  Limb,  which  is  all  that  the  name  implies. 

With  single  column  shin  structure,  new  improvements  have  been 
developed  including  cosmetic  cover. 

The  safe  knee  action  and  self-aligning  feature  made  possible  by 
the  universal  ankle  motion  make  the  owner  forget  the  major  difficul- 
ties and  cares  which  haunt  most  wearers  who  fear  knee-buckling 
and  unsteadiness. 

The  automatic  toe-lift  and  synchronization  of  knee  and  ankle 
motion  allows  the  wearer  to  step  normally  without  awkward  swaying 
or  hiking  of  the  body.  He  experiences  the  thrill  of  complete  confi- 
dence and  effortless  control  that’s  beyond  anything  in  normal  limb 
wearing  experience.  Many  wearers  speak  of  commendatory  remarks 
they  have  received  on  the  improvement  accomplished  after  being 
fitted  with  a Natural  Action  Limb. 

But  how  did  this  come  about?  Through  research  by  George  A. 
Hinkle  who  wore  the  conventional  type  of  limb  for  27  years.  He 
realized  that  a radical  change  was  necessary  in  design  and  function  to 
do  the  trick  of  making  amputees  walk  better  and  enjoy  a more 
natural-acting  appliance.  We’ve  arrived  at  the  correct  principles 
for  accomplishing  this,  and  would  like  to  have  you  see  the  new 
design  in  actual  use.  May  we  send  you  more  complete  informa- 
tion or  have  an  appointment  to  demonstrate? 


A.  T.  Weger, 
General  Manager 


NATURAL  ACTION  LIMB  CORPORATION 


DEPT.  A 100  E.  96THST.  NEW  YORK  CITY  ATW  9-8727 
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INCIDENCE 
OF  COMPLICATIONS 


Anesthetists  who  have  been 
using  MonScaine  Formate  con- 
sistently for  subarachnoid  anes- 
thesia report  several  advantages 
demonstrated  by  this  spinal 
anesthetic. 

A recent  clinical  report  cover- 
ing 2230  clinical  spinal  anes- 
thesias in  which  MonScaine 


Formate  was  employed  suggests 
that  operative  and  post-operative 
complications  following  Mon6- 
caine  spinal  anesthesia  were  of 
low  incidence.  This  report  also 
indicated  that  MonScaine  For- 
mate induces  rapid  anesthesia 
and  anesthesia  of  long  duration, 
sufficient  for  the  average  opera- 
tion. 


Clinical  reports  and  descrip- 
tive literature  are  available  on 
request. 

* Monocaine,  a Brand  of  Butethamine 
Formate,  is  the  registered  trade  mark 
of  the  Novocol  Chem.  Mfg.  Co.,  Inc. 


. Novocol  Chemical  Mfg.  Co.,  Inc. 

| 2911  Atlantic  Ave.,  B’klyn  7,  N.  Y. 

i Please  tend  detailed  information 
i on  Monocaine  Formate. 
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vicious 


High  blood  levels  . . . prolonged 
therapeutic  effect  . . . characterize 


' Duracillin , In  Oil'  ( Crystalline  Procaine  Penicillin — G 
in  Oil,  Lilly) . To  overwhelm  invading  bacteria , effective  penicillin 
blood  levels  must  be  maintained  around  the  clock.  ' Duracillin , In  Oil,'  is  more  than 
adequate  to  do  the  job*  An  injection  of  1 cc.  ( 300,000  units)  of 

' Duracillin , In  Oil,'  assures,  for  at  least  twenty-four  hours,  blood 

concentrations  of  penicillin  that  are  sufficient  to  subdue  most  of  the 

virulent  penicillin-susceptible  organisms.  Repeating  the  1-cc.  dose  at 
twenty-four-hour  intervals  is  all  that  is  required  to  keep  most  invading 

pathogens  " on  the  run."  Specify  ' Duracillin , In  Oil,'  in  1-cc.  or  10-cc. 
rubber-stoppered  ampoules.  No  refrigeration  is  necessary. 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.  S.A. 


*See  "Clinical  Evaluation  of  'Duracillin,  In  Oil,’  ’’  Physician* s Bulletin , 
September-October,  1948. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1949  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D., 
Managing  Editor 

Laurance  D.  Redway,  M.D.,  Assistant  Managing  and 

Literary  Editor 

Dwight  Anderson,  Business  Manager 

Alvina  Rich  Lewis,  Technical  Editor 

George  W.  Kosmak,  M.D.,  Chairman 
Dwight  Anderson 
W.  P.  Anderton,  M.D. 

Publication  Committee 

Laurance  D.  Redway,  M.D. 
James  R.  Reuling,  M.D. 
Edward  T.  Wentworth,  M.D. 

Louis  H.  Bauer,  M.D. 
William  A.  Brumfield,  M.D. 
Theodore  J.  Curphey,  M.D. 
Norman  S.  Moore,  M.D. 

Associate  Editorial  Board 

Peter  M.  Murray,  M.D. 
William  J.  Orr,  M.D. 
Howard  A.  Rusk,  M.D. 
Armitage  Whitman,  M.D. 

VOLUME  49 

JANUARY  15,  1949 

NUMBER  2 

Editorials 

The  A.M.A.  Assessment 


The  House  of  Delegates  of  the  American 
Medical  Association,  at  its  1948  interim 
session  in  St.  Louis,  voted  unanimously  for  a 
proposal  to  assess  each  member  of  the  As- 
sociation the  sum  of  $25  for  the  purpose 
of  commencing  a country-wide  educational 
campaign  to  inform  the  public  of  its  views 
concerning  the  proposed  institution  of  a 
compulsory  health  insurance  scheme  by  the 
national  government.  The  following  ob- 
jectives have  been  formulated: 

1.  To  awaken  the  people  to  the  danger  of 
a politically  controlled  compulsory  health  in- 
surance system. 

2.  To  acquaint  the  people  with  the  su- 
perior advantages  of  American  medicine 
over  the  government-dominated  medical 
systems  of  other  countries. 

3.  To  stimulate  the  growth  of  voluntary 
health  insurance  systems  and  prepaid  medi- 
cal care  plans  to  take  the  economic  shock  out 
of  illness  and  increase  the  availability  of 
medical  care  to  the  American  people. 

The  need  for  action  is  evident,  and  what 
means  must  be  developed  to  accomplish  the 


end  sought  are  matters  requiring  careful 
thought  and  consideration,  for  the  practice 
of  medicine  in  the  United  States  is  approach- 
ing a crossroads.  There  should  be  a una- 
nimity of  support  by  doctors  on  the  proposal 
to  inform  the  public  of  the  proposed  im- 
position of  a system  of  compulsory  health  in- 
surance which  elsewhere  has  been  found  un- 
satisfactory and  costly.  There  is  a minority 
in  the  profession  which  favors  the  attempt  to 
foist  this  scheme  on  the  public,  a public 
which  does  not  appear  to  appreciate  the 
consequences.  Whether  the  medical  care  of 
people  beyond  certain  limits  should  be  a 
governmental  rather  than  an  individual  re- 
sponsibility is  a matter  which  cannot  be  de- 
cided by  political  measures  manipulated  by 
pressure  groups.  The  people  themselves 
must  determine  whether  or  not  they  will 
subject  themselves  to  centralized,  bureau- 
cratic control  of  a matter  which  is  definitely 
their  personal  concern.  For  this  reason,  if 
for  no  other,  it  is  essential  that  they  be 
made  acquainted  with  facts,  and  for  this 
purpose  an  educational  campaign  fund  is  im- 
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perative.  It  must  be  regarded  as  a universal 
contribution  in  an  effort  to  sustain  the 
American  freedom  of  action.  There  are 
ways  for  the  citizens  to  insure  themselves 
against  the  costs  of  illness ; these  are  volun- 
tary, and  their  growth  is  a satisfactory 
demonstration  of  what  can  be  accomplished 
through  voluntary  rather  than  compulsory 
procedures. 


Every  physician  in  this  State  should  give 
careful  consideration  to  the  proposal  an- 
nounced in  the  opening  paragraph  of  this 
editorial.  Steps  are  now  being  taken  to  de- 
velop the  details  of  collecting  the  fund.  The 
Constitution  of  the  American  Medical  Associ- 
ation establishes  the  right.  It  remains  an 
obligation  for  every  physician  to  support  the 
action  of  the  A.M.A. 


Buck  Rogers,  Health  Detective? 


One  would  not  ordinarily  associate  com- 
edy with  health  teaching.  Doctors,  pub- 
lic health  authorities,  life  insurance  compa- 
nies, publishing  houses  would  not  consider 
health  teaching  to  be  a laughing  matter. 
Perhaps  it  is  not;  yet,  when  one  considers 
the  amazing  success  of  the  so-called  “comic 
books”  in  capturing  at  least  the  attention  of 
young  people,  one  is  inclined  to  speculate 
whether  a health  teaching  medium  has  not 
been  overlooked  because  of  its  implication  of 
levity,  an  implication  which,  in  fact,  does  not 
exists  since  some  of  these  publications  deal 
extensively  with  blood-letting,  mayhem  of 
all  sorts,  atomic  weapons,  moon  rockets — 
hardly  to  be  classified  as  comic  subjects  in 
any  sense  of  the  word. 

Let  us  assume  that,  at  the  seventh  grade 
level,  the  vacuum  created  by  the  recent  dis- 
appearance of  the  more  objectionable  “com- 
ics” eould  be  filled  by  dramatization  of  pub- 
lic health  problems.  There  is  surely  material 
here  for  the  wildest  speculation;  a Buck 
Rogers,  health  detective,  utilizing  electron 


microscopes,  Geiger-Miiller  counters  for 
running  down  radioactive  wastes,  protecting 
workers  in  underground  industrial  plants, 
zooming  in  jet  planes  over  wdld  country  in 
search  of  new  strains  of  molds  for  superpen- 
icillin, dispersing  by  use  of  fleets  of  planes 
heavy  fog  concentrations  containing  poison- 
ous industrial  waste  gases,  making  artificial 
rain  with  dry  ice.  What  a lush  field  for  the 
mowing! 

We  present  the  idea  for  what  it  may  be 
worth.  We  aim  at  the  seventh  grade  level 
in  the  school  systems  since  the  following 
year  children  of  this  age  will  enter  high 
school  and  prepare  for  a career.  Why  not 
tell  them  in  a manner  they  will  understand 
the  possibilities  in  public  health,  in  medicine, 
in  nursing,  tie  this  in  with  local  government* 
in  a vital  and  attention-getting  medium  ica 
which,  so  far,  has  not  been  developed  alto-  [ P:' 
gether  for  the  public  good. 

Is  this  workable  or  just  another  flight  of 
editorial  fancy? 

* Water  supply,  garbage  disposal,  smoke  control,  etc. 


Current  Editorial  Comment 


The  Lighthouse  Keeper  and  Other 
Matters.  His  is  a thankless  job.  Many 
think  of  him  as  a lazy,  isolated  man,  with 
nothing  to  do  but  to  fill  his  lamps,  or, 
latterly,  to  turn  the  current  on  and  off  at 
stated  intervals,  devoting  the  rest  of  his 
time  to  snoozing  with  his  feet  on  the  rail. 
Be  that  as  it  may,  the  lighthouse  keeper 
reminds  us  that  “eternal  vigilance  is  the 
price  of  liberty.”1 


1 Curran,  John  Philpot:  Speech  upon  the  Rights  of  Election, 
1790. 


Emulating  the  vigilant,  symbolic  watch- 
fulness of  the  keeper  of  the  light,  your  edi- 
tor scans  the  public  prints  for  evidence  of 
skullduggery  of  whatever  sort.  And,  oc- 
casionally, he  finds  not  only  such  evidence, 
but  matter  for.  commendation  as  well.  To 
wit: 

A part  of  the  immense  debt  that  man  owes 
to  his  friend,  the  dog,  will  be  suggested  .... 
at  the  show  of  the  Brooklyn  Kennel  Club. 
A group  of  dogs  described  as  the  “most  valu- 
able” ever  shown 
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One  of  the  dogs  will  be  Stevey  Jr.,  from  the 
Columbia  Presbyterian  Medical  Center.  This 
lively  little  brown  mongrel  is  a bundle  of 
energy,  but  his  entire  right  front  shoulder  and 
right  leg  are  made  of  plastic  and  steel.  He  is 
one  of  the  first  test  caseS  for  a new  bone  re- 
placement technic  developed  at  the  Center. 
If  it  fulfills  its  promise,  it  will  be  able  to  save 
limbs  and  lives  of  persons  whose  bones  have 
been  affected  by  arthritis  and  tumors,  by  ac- 
cidents and  wounds.  Suzie,  a stoutish  brown 
Labrador  that  might  have  a touch  of  German 
shepherd  and  huskie  in  her  blood  stream,  will 
also  be  on  view.  She  is  the  first  living  creature 
to  survive  a new  heart  operation  developed  at 
the  Jewish  Hospital  in  Brooklyn.  If  this  type 
of  surgery,  done  directly  on  the  chambers  of 
the  heart,  continues  to  give  satisfactory  results, 
Suzie  may  be  the  research  pioneer  that  can  cut 
the  toll  of  the  nation’s  number  one  killer — 
heart  disease. 

These  remarkable  dogs — and  others — have 
been  assembled  to  call  attention  to  the  work 
of  the  National  Canine  Research  Foundation, 
a nonprofit  organization  devoted  to  research 
to  benefit  dogs  as  some  measure  of  return  for 
the  immense  benefits  to  man  resulting  from 
medical  research  on  dogs.  . . . 

There  are  at  least  20,000,000  dogs  in  the 
United  States.  Interest  in  them  and  love  of 
them  is,  of  course,  widespread.  Comparatively 
little,  however,  has  been  done  to  combat  the 
virulent  diseases  which  beset  them.2 
Something,  however,  will  be  done  in  the 
careful  orderly  manner  of  modern  scientific 
procedure  by  the  actual  friends  of  animal 
research  and  of  the  animals  themselves. 

Meanwhile  your  questing  editor  finds  and 
calls  to  your  attention  the  following: 

A Pledge  for  Antivivisectionists 

1.  I shall  examine  with  extreme  suspicion 
all  medical  knowledge. 

2.  If  I or  my  children  become  diabetic,  I 
shall  not  use  insulin. 

3.  If  I am  afflicted  with  pernicious  anemia, 
I shall  not  use  liver  extract. 

4.  I shall  never  accept  a blood  transfusion. 

5.  Vitamins  will  be  as  poison  to  me. 

6.  I shall  use  no  drugs  which  have  first  bedh 
tested  on  animals  for  strength  and  purity. 

7.  If  an  operation  is  necessary,  I shall 
repudiate  anesthesia. 

8.  These  operations  shall  be  anathema  to 
me  and  mine: 

(a)  on  the  heart  and  its  valves 


(6)  on  the  lungs 

(c)  on  the  blood  vessels 

( d ) on  the  brain 

( e ) on  the  stomach  and  intestines 

(/)  on  the  ovaries  and  womb 

9.  If  my  child  is  afflicted  with  rickets,  I 
shall  look  away  in  pity. 

10.  I shall  not  allow  my  children  to  be  im- 
munized against  diphtheria,  but  shall  allow 
them  to  strangle  with  this  disease. 

11.  I shall  avoid  sulfa  drugs  and  penicillin 
as  I would  the  plague. 

12.  I shall  make  out  my  will  immediately.3 

We  offer  these  quotations  without  com- 
ment. They  speak  the  last  word  for  them- 
selves. If  the  next  time  an  antivivisection 
bill  is  proposed  in  Albany,  or  elsewhere,  its 
antagonists  were  to  hand  to  its  proponents 
a copy  of  the  statements  we  have  just  set 
down,  we  should  be  interested  to  hear  what 
any  sane  person  could  say  in  rebuttal. 

8 Medical  Economics  (Oct.)  1948. 


Inspiring  Example.  Is  it  too  much  to 
ask  that  those  who  make  laws  should  abide 
by  them?  That  those  who  occupy  the 
seats  of  the  mighty  should,  to  the  lowly, 
set  a personal  example? 

Prime  Minister  Attlee  has  for  some  time 
been  ailing.  It  was  under  Mr.  Attlee’s 
government  that  Socialized  Medicine  came 
into  practice  in  England.  We  have  heard 
wails  of  pain  and  indignation  from  various 
sources,  all  to  be  dismissed  by  proponents 
of  that  “Noble  Experiment”  as  being  from 
prejudiced  origins. 

Very  well,  gentlemen  of  the  opposition, 
read  this: 

Britain’s  Prime  Minister  Attlee  recently 
entered  a London  hospital  as  a “free  care” 
patient.  Apparently  finding  the  country’s 
nationalized  medicine  needed  seasoning  with 
private  care,  he  paid  $59  “extra”  for  a private 
suite,  $185  fare  to  fly  a specialist  from  the 
Isle  of  Jersey.1 

If  a man,  not  a doctor,  deems  himself 
sufficiently  omniscient  to  prescribe  for  an 
entire  nation,  should  he  not,  in  the  moment 
of  his  own  weakness,  be  willing  to  swallow 
his  own  bitter  prescription? 

We  pause  for  a reply. 


* New  York  Times  (Oct.  23)  1948,  Editorial. 


1 Medical  Economics  (Nov.)  1948,  p.  200. 


In  Memoriam 

Oliver  Wendell  Holmes  Mitchell,  M.D. 

December  20,  1948 


T n the  untimely  death  of  Dr.  Mitchell  on  December  20,  1948,  our  Society  lost  a valuable 
and  respected  member  who  had  served  in  varied  capacities  for  many  years.  He  had 
occupied  many  offices,  but  his  most  noteworthy  achievement  was  the  chairmanship  of  the 
important  Committee  on  Public  Health  and  Education  in  which  he  succeeded  Dr.  Thomas 
Farmer.  Dr.  Mitchell  developed  this  outstanding  work  in  postgraduate  medical  education 
of  the  State  Society  to  a remarkable  degree,  providing  speakers  for  lectures  on  current  med- 
ical topics  for  meetings  of  county  societies  in  every  part  of  the  State,  and  thus  encouraging 
the  vital  cooperation  of  a large  group  of  participating  physicians.  In  conducting  these 
postgraduate  courses  he  enlisted  the  interest  of  the  State  Department  of  Health  and  de- 
veloped a close  cooperation  with  the  educational  efforts  of  this  important  branch  of  the 
State  government. 

Always  cordial,  friendly,  and  helpful,  he  gave  unsparingly  of  his  time  and  effort;  he  kept 
in  close  touch  with  the  county  societies  and  stimulated  their  interest  in  postgraduate  educa- 
tion to  an  extent  which  built  up  a strong  desire  for  the  continuation  of  this  activity.  The 
Course  Outline  Book  issued  during  recent  years  has  served  as  a model  for  similar  efforts  in 
other  states,  and  constitutes  an  important  source  of  information  for  those  undertaking  sim- 
ilar courses  elsewhere. 

Dr.  Mitchell’s  labors  as  an  active  component  in  the  work  of  the  Council,  of  which  he  was 
a member  for  many  years,  deserve  our  praise  and  commendation. 

Born  in  Lancaster,  Missouri,  on  August  17,  1886,  Dr.  Mitchell  was  the  son  of  William 
Francis  and  Elizabeth  (Marshall)  Mitchell.  He  received  his  medical  degree  in  1908  from 
the  University  of  Missouri,  and  was  married  in  1913  to  Pauline  Preston  Settle.  A son  was 
Philip  Marshall  Mitchell. 

At  his  alma  mater  he  was  associate  professor  of  pathology  and  bacteriology  from  1910  to 
1914.  He  then  came  to  Syracuse,  where  he  was  city  bacteriologist  from  1914  to  1918,  and 
professor  of  bacteriology,  hygiene,  and  public  health  at  Syracuse  University  College  of  Medi- 
cine until  his  recent  retirement.  He  also  worked  with  the  City  of  Syracuse  Department  of 
Health  as  director  of  the  Bureau  of  Public  Health  Education.  During  World  War  I,  Dr. 
Mitchell  was  secretary  of  the  medical  advisory  board  in  Syracuse,  and  became  a major  in 
the  medical  reserve.  He  was  the  author  of  numerous  contributions  to  medical  literature  in 
his  field  and  a member  of  the  American  Association  of  Pathologists  and  Bacteriologists  and 
other  societies. 
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Thiamine  and  Alcohol 


Many  physicians  who  followed  the  early 
literature  on  vitamin  requirements  in  alcohol 
metabolism  have  become  confused  after 
reading  current  reports.  Others  are  un- 
aware that  thinking  has  changed.  It  is  the 
purpose  here  to  clarify  misconceptions  by 
means  of  a brief  review  of  known  facts.  The 
history  of  medicine  is  filled  with  similar  con- 
fusions where  a “truth”  has  been  accepted, 
clinical  applications  designed  and  executed, 
only  to  be  discarded  later  because  newer 
findings  could  not  substantiate  earlier  con- 
clusions. 

In  the  mid  1930’s  we  heard  much  of  the 
importance  of  including  B vitamins  with 
cocktails.  We  advised  patients  that  it  was 
good  practice  to  protect  their  livers,  brains, 
and  their  next  day’s  efficiency  by  taking 
yeast  or  its  equivalent  when  consuming 
alcoholic  beverages.  When  one  asks  how 
this  idea  came  about,  he  can  find,  if  he  likes, 
that  it  started  as  a misconception  of  a 
scientific  truth.  The  lpng  train  of  events 
which  led  to  this  mistake  in  thinking  started 
with  Shattuck,  who,  in  1928,  first  mentioned 
that  vitamin  deficiency  might  be  a factor  in 
the  development  of  polyneuritis  in  alcohol 
addicts.1  Myer,  Wechsler,  and  others  later 
supported  this  view  without  contributing 
further  evidence  for  it.2  3 Minot,  Strauss, 
and  Cobb  added  evidence  that  poor  intake  or 
absorption  of  vitamin  B (thiamine)  was  re- 
lated to  alcoholic  neuritis.4  Strauss  in  1935 
observed  that  alcoholic  patients  with  poly- 
neuritis improved  while  taking  whiskey  if  a 
vitamin  rich  diet  and  supplementary  vita- 
mins also  were  taken.5 

About  this  time  it  was  accepted  that  an 
abundant  carbohydrate  intake  increased  the 
need  for  thiamine  and  the  substitution  of  fat 
for  carbohydrate  reduced  the  requirement 


for  this  vitamin.  Since  there  was  no 
evidence  to  the  contrary,  the  assumption  was 
retained  that  the  metabolism  of  alcohol  in- 
creased the  need  of  thiamine,  too.  The  latter 
assumption  was  reinforced  by  Cowgill,  who 
proposed  a formula  relating  the  vitamin  B 
requirement  to  body  weight  and  caloric  in- 
take.6 Jolliffe  and  coworkers  used  Cowgill’s 
relationship  in  their  calculations  to  show 
that  a deficiency  of  vitamin  B was  present  in 
the  diet  of  alcoholics  who  developed  poly- 
neuritis.7 The  attack  incidence  of  poly- 
neuritis could  not  be  predicted  consistently 
unless  the  calories  from  alcohol  were  in- 
cluded in  the  total  calories  consumed.  Al- 
though including  calories  from  alcohol  in  the 
basis  for  calculating  the  thiamine  require- 
ment was  a misconception,  at  that  time  the 
idea  was  heralded  as  an  advance  in  nutri- 
tion. Warning  to  doctors,  who  in  turn 
warned  patients  not  to  take  alcoholic  drinks 
without  B vitamin  supplement,  was  gen- 
erally encouraged.  Doctors  soon  became 
targets  for  questions.  Because  they  had 
been  warned  that  thiamine  was  a pre- 
requisite to  complete  carbohydrate  metabo- 
lism and  with  so  much  emphasis  on  the 
vitamin-calorie  ratio,  it  was  inevitable  that 
physicians  would  accept  the  thesis  that 
thiamine  was  necessary  for  the  metabolism 
of  alcohol. 

That  thiamine  is  required  for  alcohol 
metabolism  has  not  proved  to  be  a fact,  al- 
though many  physicians  and  large  numbers 
of  laymen  continue  to  think  in  terms  of 
milligrams  of  thiamine  per  cocktail  to  insure 
a clear  head  the  day  following  a party. 
Physicans  should  be  aware  that  at  the 
present  time  there  is  evidence  that  al- 
cohol may  actually  decrease  the  thiamine 
requirement.  Lowry,  Sebrell,  Daft,  and 
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Ashburn  have  shown  that  polyneuropathy 
and  death  in  rats  on  a thiamine-deficient  diet 
were  delayed  by  ingestion  of  alcohol  whether 
the  alcohol  replaced  the  carbohydrate  or  was 
in  addition  to  the  usual  diet.8  Recently, 
Westerfeld  and  Doisy  have  further  in- 
vestigated the  question  of  the  role  of  thi- 
amine in  alcohol  metabolism.9  They  found 
that  isocaloric  substitution  of  alcohol  for 
dietary  carbohydrate  delays  the  onset  of 
thiamine  deficiency.  They  conclude  further 
that  alcohol  requires  less  thiamine  for 
metabolism  than  carbohydrate.  The  de- 
pendence of  carbohydrate  metabolism  on 
thiamine  becomes  evident  with  the  accumu- 
lation of  pyruvate  during  thiamine  de- 
ficiency. If  alcohol  metabolism  were  like- 
wise dependent  on  thiamine  one  would  sus- 
pect that  the  rate  of  alcohol  removal  would  be 
adversely  affected  during  a thiamine  de- 
ficiency. Berg,  Stotz,  and  Westerfeld  say 
this  is  not  the  case.10 

It  seems  no  longer  tenable  to  rely  on  the 
vitamin  B (thiamine)  caloric  ratio  of  Cow- 
gill.6  His  original  idea  was  based  on  the  con- 
cept that  a definite  ratio  exists  between 
calories  and  thiamine  throughout  the  entire 
calorie  range.  In  1945  the  Food  and  Nu- 
trition Board  recognized  “that  the  propor- 
tion of  thiamine  required  decreases  as  the 
calorie  expenditure  increases  above  the 
basal  levels.”11  The  Board  lowered  its 
recommended  thiamine  allowances  accord- 
ingly. Further,  the  sources  of  calories,  as 
well  as  their  number,  are  important.  If  the 
diet  is  nutritionally  adequate  there  is  little 
likelihood  of  signs  of  deficiency  resulting 
from  alcohol  intake.  Symptoms  of  de- 
ficiency in  chronic  alcoholic  patients  stem 
from  inadequate  nutrient  intake,  not  from 
alcohol  itself.  It  is  true,  however,  that 
alcohol  indirectly  contributes  to  deficiency 
symptoms  in  chronic  heavy  drinkers  by  its 
well-known  demoralizing  effects  on  eating 
habits.  While  the  above  facts  release  the 
physician  from  warning  the  occasional  or 
social  drinker  that  he  needs  supplemental 
vitamins,  it  does  not  justify  the  physician 
from  neglecting  to  ascertain  whether  his 
patients  who  consistently  imbibe  eat  an 
adequate  diet.  For  investigating  the  food 


consumption  of  such  patients,  the  diet  in- 
ventory methods  recommended  on  this  page 
in  December  will  be  of  assistance. 

Recent  experiments  lend  little  support  to 
the  belief  that  alcohol  requires  thiamine  for 
its  metabolism.  The  reason  why  alcohol 
differs  from  carbohydrate  in  this  respect  may  • 
be  explained  on  the  basis  of  recent  studies 
indicating  that  the  metabolic  paths  of  these 
two  substances  are  different.  In  the  course 
of  the  breakdown  of  carbohydrate,  pyruvate 
is  formed  which  requires  thiamine  for  its 
oxidation  to  acetate.  Alcohol,  however,  is 
apparently  oxidized  to  acetate  without 
going  through  the  pyruvate  state  and,  thus, 
no  thiamine  is  required.  Many  investiga- 
tions support  this  explanation.12-16 

Physicians  no  longer  need  to  encourage 
patients  to  take  supplementary  vitamins 
with  alcoholic  beverages.  Undoubtedly 
many  people  are  convinced  they  have  a 
better  feeling  of  well-being  if  they  supple- 
ment their  cocktails  with  vitamins.  If  these 
people  have  adequate  diets,  nutrition  is  not 
the  answer  to  their  improved  feeling  of  well- 
being. This  story  parallels  other  clinical 
applications  which  have  followed  scientific 
discoveries.  Some  remain  stable,  and  re- 
search strengthens  their  position.  Others  are 
unstable  and  cannot  stand  exposure  to 
critical  tests.  The  thiamine  requirement  for 
metabolism  of  alcohol  appears  to  have  oc- 
cupied the  latter  position. 
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ARTHROPLASTIES  OF  THE  HIP 

Frank  E.  Stinchfield,  M.D.,  and  Robert  E.  Carroll,  M.D.,*  New  York  City 
( From  the  New  York  Orthopaedic  Hospital , Columbia-Presbyterian  Medical  Center) 


MOTION  without  pain  is  one  of  modern  sur- 
gery’s greatest  challenges  in  the  presence 
of  hip  pathology.  An  excellent  procedure  was 
offered  by  Smith-Petersen  in  1939  when  he  pub- 
lished his  method  of  vitallium  cup  arthroplasty. 
During  the  years  that  followed,  this  operation 
was  performed  by  many  surgeons.  Its  results 
have  been  hotly  debated  by  excellent  men.  We 
do  not  propose  to  evaluate  the  vitallium  cup 
arthroplasty  as  a method  of  treatment.  Our  pur- 
pose is  to  present  the  end  results  obtained. 

Material 

At  the  New  York  Orthopaedic  Dispensary  and 
Hospital,  45  cup  arthroplasties  have  been  per- 
formed on  38  patients.  The  first  operation  was 
performed  in  1940,  and  the  last  case,  described 
in  this  paper,  was  treated  ten  months  ago. 
Seventy-four  per  cent  had  disease  in  both  hips 
and  26  per  cent  in  one  hip.  Only  seven  cases  had 
bilateral  cup  arthroplasty.  The  average  age  was 
thirty-six  and  one-tenth  years.  The  age  of  a six- 
year-old  female  child  with  a congenital  disloca- 
tion of  the  hips  was  not  included,  since  it  would 
have  created  a false  average. 

Method 

For  the  purpose  of  analysis,  it  must  be  assumed 
that  the  operative  technic  and  postoperative 
treatments  by  the  surgeons  in  one  clinic  would  be 
essentially  the  same.  The  clinical  charts  were 
abstracted  directly  and  without  deductions.  All 
patients  were  invited  to  return  for  interview, 
examination,  and  roentgenograms.  It  is  of  great 
importance  to  note  that  in  only  26  per  cent  of  our 
cases  were  the  authors  unable  to  evaluate  the 


* By  invitation. 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Orthopedics,  May  20,  1948. 


present  condition  of  these  patients.  In  these 
cases  the  last  clinical  note  closed  the  study. 

This  series  of  cases  fell  into  eight  etiologic 
groups.  Our  records  consisted  of  facts  and 
figures  of  preoperative  observations,  three  months 
postoperative  follow-up,  and  yearly  observation 
thereafter.  The  range  of  follow-up  study  extends 
from  the  first  case  in  May,  1940,  to  the  last  case 
in  this  series  in  September,  1947.  The  average 
period  of  follow-up  study  was  three  and  a quarter 
years. 

With  each  type  of  case,  a graph  is  used  to 
illustrate  the  course  of  the  active  flexion  of  the 
hip  compared  to  the  fixed  flexion  deformity.  For 
purposes  of  clarity  only  degrees  of  active  flexion 
and  fixed  flexion  were  used,  because  the  other 
motions  of  the  hip  were  in  proportion  to  the 
amount  of  active  flexion. 

Rheumatoid  Arthritis. — In  16  cases  of  rheuma- 


Solid  Line— — -Active  Flexion 
Broken  Line Fixed  Flexion 


Fig.  1.  Rheumatoid  arthritis. 
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toid  arthritis  a vitallium  cup  arthroplasty  was 
performed  because  of  pain  and  limitation  of  mo- 
tion in  the  hips.  Figure  1 shows  that  hip  mo- 
tion progressed  through  the  third  year  and  then 
declined.  The  degree  of  fixed  flexion  deformity 
did  just  the  reverse. 

We  found  that  our  patients  had  more  relief 
from  pain  rather  than  greatly  improved  hip  mo- 
tion (Table  1).  Exactly  half  were  using  some 
form  of  support  when  last  seen.  No  correlation 
was  found  to  exist  between  pain  and  motion.  In 
general,  good  results  were  not  closely  correlated 

TABLE  1. — Result  in  16  Rheumatoid  Ahthbitis  Patients 
(20  Cups)* 


Range  of 
Motion 

Results  (Degrees)  Pain  Economic  Status 

Very  good  2 (180-115)  8 (None)  3 (Same  job — no 

limitation) 

Good  3 (115-80)  3 (Minimal)  2 (Same  job — 

limited) 

Fair  8 (80-50)  6 (Moderate)  6 (Sedentary) 

Poor  6(50-0)  2 (Severe)  4 (No  job) 


* There  was  one  death  in  this  group. 

with  age,  due  to  the  necessity  for  operation  in 
some  cases.  However,  the  two  best  results  were 
found  in  two  twenty-four-year-old  patients. 
Three  arthroplasties  had  to  have  revision  because 
of  decreased  motion  and  increased  pain.  Trauma 
to  the  hip  in  one  case  caused  a draining  sinus  of 
the  wound  two  years  postoperatively.  The  cup 
was  removed  in  this  case. 

Osteoarthritis. — This  condition  was  present  in 
the  hips  of  nine  patients  whose  average  age  was 
fifty-seven  years.  Ten  were  treated  with  a 
vitallium  cup  arthroplasty.  In  general,  motion 
increased  until  the  fourth  year  (Fig.  2).  At  that 
point  the  degree  of  fixed  flexion  deformity  was  the 
least.  Most  of  these  cases  were  classified  as  good 
(Table  2). 

Four  out  of  nine  patients  used  some  form  of 
support.  One  of  these  had  a bilateral  cup  ar- 
throplasty. Again  no  relation  was  found  between 
pain  and  motion  or  between  motion  and  age  of 
patient.  One  patient,  age  sixty-five,  died  on  the 
eighth  postoperative  day  of  pulmonary  embolism 
from  a phlebothrombosis  of  the  lower  extremity. 
Following  considerable  discussion  one  case  was  re- 

TABLE  2. — Results  in  Nine  Osteoarthritis  Patients 
(10  Cups)* 


Range  of 
Motion 

Results  (Degrees)  Pain  Economic  Status 

Very  good  2 (180-115)  1 (None)  2 (Same  job — no 

limitation) 

Good  3 (115-80)  5 (Minimal)  5 (Same  job — 

limited) 

Fair  1 (80-50)  2 (Moderate)  1 (Sedentary) 

Poor  3(50-0)  1 (Severe)  0 (No  job) 


Solid  Line Active  Flexion 

Broken  Line Fixed  Flexion 


Fig.  2.  Osteoarthritis. 


vised  after  three  months  time  to  deepen  the  acet- 
abulum, since  it  was  feared  that  the  cup  would 
dislocate. 

Congenital  Dislocation. — There  are  five  cases  of 
congenital  dislocation  of  the  hip.  The  average 
age  was  twenty-three  and  nine-tenths  years. 
We  found  that  motion  was  improving,  even  in  the 
seventh  postoperative  year,  although  a small  de- 
gree of  fixed  flexion  deformity  remained  present 
(Fig.  3).  This  was  a satisfactory  group  of  cases. 
In  all  cases  pain  was  completely  relieved,  and  the 
patients  were  quite  active  (Table  3).  Only  one 
patient  used  a cane  at  the  time  of  her  recent 
evaluation.  Again,  pain,  motion,  or  age  did  not 
correlate.  One  patient  had  a revision  at  the  end 
of  five  years  as  motion  had  markedly  decreased 
and  roentgenograms  showed  increased  bone  pro- 
liferation. The  other  case  was  that  of  a six-year- 


Solid  Line Active  Flexion 

Broken  Line Fixed  Flexion 


Fig.  3.  Congenital  dislocation. 


* There  was  one  death  in  this  group. 
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TABLE  3. — Results  in  Five  Cases  or  Congenital  Dis- 
location (5  Cups) 


Solid  Line Active  Flexion 

Broken  Line Fixed  Flexion 


Results 

Range  of 
Motion 
(Degrees) 

Pain 

' ^ 

Economic  Status 

Very  good 

2 (180-115) 

5 (None) 

3 (Same  job — no 

Good 

1 (115-80) 

limitation) 

Fair 

1 (80-50) 

. . . 

2 (Sedentary) 

Poor 

1 (50-0) 

old  child.  At  the  end  of  two  years  the  cup  was 
removed  because  it  was  feared  that  all  other 
structures  would  grow  out  of  proportion. 

Postinfedion. — Two  of  our  patients  had  an- 
kylosed  hips  following  previous  infection.  The 
average  age  was  nineteen  and  a half  years.  Oper- 
ations were  done  eleven  and  a half  years  after  in- 
fection, one  patient  having  a bilateral  cup  ar- 
throplasty and  the  other  a unilateral  cup  arthro- 
plasty. We  see  that  the  best  result  obtained  was 
in  the  period  immediately  following  operation. 
The  range  of  motion  has  continued  to  decrease 
since  the  operation,  while  the  amount  of  fixed 
flexion  deformity  has  increased'  (Fig.  4) . Although 


Solid  Line Active  Flexion 

Broken  Line Fixed  Flexion 


Pre-op.  3 mo.  1 yr.  2 yr.  3 yr.  4 yr.  5 yr.  6 yr.  7 yr.  8 yr. 
Fxo.  4.  Postinfection. 


the  range  of  motion  is  poor,  the  patients  are  defi- 
nitely improved  as  to  the  amount  of  pain  and 
abili  ty  to  earn  a living  (Table  4) . The  patient  who 
had  the  unilateral  cup  arthroplasty  is  the  only  one 
using  a cane  for  support.  In  one  case,  the  arthro- 


TABLE  4. — Results  in  Two  Cases  of  Postinfection  (3 
. Cups) 


Results 

Range  of 
Motion 
(Degrees) 

Pain 

Economic  Status 

Very  good 

2 (None) 

1 (Same  job — no 

Good 

limitation) 

1 (Same  job — 

Fair 

1 (Moderate) 

limited) 

Poor 

3 (50-0) 

Pre-op.  3 mo.  1 yr.  2 yr.  3 yr.  4 yr.  5 yr.  6 yr.  7 yr.  8 yr. 


Fig.  5.  Slipped  femoral  epiphysis. 


plasty  was  revised  at  the  end  of  two  months.  A 
new  cup  was  placed  to  give  greater  range  of  mo- 
tion and  less  pain.  The  same  problem  arose  in 
the  other  case  at  the  end  of  six  months. 

Slipped  Femoral  Epiphysis. — In  only  two  cases 
of  old,  slipped  upper  femoral  epiphysis  were 
vitallium  cup  arthroplasties  performed.  The 
improvement  was  immediately  great  and  the 
range  sustained  until  a decline  was  noticed  in  the 
third  year  (Fig.  5).  At  that  time  the  amount  of 
fixed  flexion  deformity  increased  slowly.  Both 
cases  could  be  considered  good  results  by  most 
standards.  They  use  no  support  and  are  without 
pain.  Neither  find  limitation  in  the  amount  of 
their  activity. 

Arthrokatadysis. — One  patient,  aged  eighteen, 
suffered  from  the  condition  known  as  arthrokata- 
dysis since  birth.  Because  of  a great  flexion  de- 
formity and  a small  range  of  motion,  a bilateral 
cup  arthroplasty  was  performed.  The  fixed 
flexion  deformity  was  decreased,  and  the  range  of 
motion  was  increased.  Her  general  condition  has 
improved  but  is  not  completely  satisfactory  to 
the  patient.  She  must  use  crutches  at  all  times 
for  support. 

Arthritis  Secondary  to  Trauma. — Two  patients 
had  arthritis  of  the  hip  secondary  to  previous 
trauma.  The  average  age  was  twenty-_seven  and 
a half  years.  A vitallium  cup  arthroplasty  was 
used  to  .counteract  the  pain  and  stiffness.  We 
find  that  the  immediate  range  of  motion  has  in- 
creased, while  the  fixed  flexion  deformity  has  de- 
creased. It  will  be  interesting  to  see  what  a 
longer  term  of  observation  will  show.  One  pa- 
tient is  a very  good  result.  The  other  is  improved 
but  still  uses  a cane  at  times  for  support.  He  dis- 
located his  cup  four  days  postoperatively  and 
was  reduced  openly. 
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Osteochondritis  Dissecans. — A thirty-six  year- 
old  traveling  salesman  was  found  to  have  marked 
osteochondritis  of  the  hips  which  caused  con- 
siderable pain.  An  arthroplasty  relieved  his  pain 
and  allowed  him  an  increasing  amount  of  motion 
while  he  followed  his  postoperative  regime.  He 
lost  his  range  of  motion  when  his  irregular  living 
habits  increased.  However,  he  obtained  a fair 
amount  of  activity,  while  continuing  to  use  a 
cane.  We  were  informed  that  he  was  found  dead 
in  his  room  just  four  years  after  his  operation, 
death  reportedly  due  to  alcoholism. 

Discussion 

In  considering  the  total  group  of  cases,  the 
results  are  not  surprising,  in  view  of  the  indica- 
tions on  which  they  were  based.  The  majority 
of  the  cases  were  given  a cup  arthroplasty  when 
the  probability  of  arthrodesing  the  other  hip  was 
great.  With  such  a high  percentage  of  trilateral 
hip  involvement,  age  does  not  make  much  differ- 
ence. From  the  operation  itself,  no  patient  can 
be  said  to  have  died.  Our  only  death  associated 
with  the  operation  was  from  a surgical  complica- 
tion, phlebothrombosis. 

None  of  the  patients  with  a cup  arthroplasty 
came  to  hip  arthrodesis.  Even  in  a patient  with 
a poor  arthroplasty  result,  hip  arthrodesis  was 
not  desired.  In  only  two  cases  with  poor  results, 
both  rheumatoid  arthritis  cases,  did  the  patient 
feel  that  the  operation  was  not  worth  while. 

The  gait  of  patients  with  good  range  of  motion 
was  smooth.  However,  we  found  that  in  all 
cases  there  was  a limp  perceptible  to  the 
examiner. 

The  most  common  indications  for  cup  arth- 
roplasty were  pain  and  limitation  of  motion  in  the 
hip.  It  was  found  that  the  majority  of  the  pa- 
tients valued  the  relief  from  pain  more  than  the 
motion  retained. 

Support  in  walking  was  used  by  45  per  cent  of 


the  cases.  This  was  in  the  form  of  a cane  or  a 
crutch.  No  patient  felt  that  his  hip  was  unstable. 
Support  was  used  to  give  tripod  balance  in  motion 
or  to  relieve  pain  in  the  hip.  We  evaluated  seven 
bilateral  cup  arthroplasties.  One  used  no  sup- 
port; one  used  one  crutch,  and  the  rest  used  two 
crutches  for  ambulation. 

Conclusions 

1.  The  total  unselected  number  of  vitallium 
cup  arthroplasties  in  one  clinic  has  been  reviewed. 
They  have  been  classified  according  to  disease 
etiology. 

2.  In  only  26  per  cent  of  the  cases  are  the 
authors  unable  to  report  on  the  current  status 
(within  this  year). 

3.  From  this  series  there  is  no  correlation  to 
be  found  between  age,  motion,  pain,  or  sex. 

4.  The  results  for  the  total  group  are  not  out- 
standing. When,  however,  individual  cases  are 
selected  with  regard  to  indication  and  postopera- 
tive course,  the  results  leave  little  to  be  desired. 

5. "  One  of  the  most  important  facts  to  be 
learned  is  the  fact  that  70  per  cent  of  the  patients 
found  themselves  relieved  of  pain. 

6.  There  is  a definite  postoperative  period 
when  the  range  of  motion  increases  and  the 
amount  of  fixed  flexion  deformity  decreases.  This 
falls,  in  general,  between  the  second  and  third 
years. 

7.  No  case  in  this  series  either  came  to  ar- 
throdesis or  wished  to  have  this  performed  due  to 
a poor  arthroplasty  result. 

8.  We  find  that  the  best  results  have  been  ob- 
tained in  the  group  of  slipped  femoral  epiphysis 
patients.  The  worst  results  have  been  found  in 
patients  with  previously  infected  hips. 

9.  From  reviewing  these  cases  it  is  felt  that 
vitallium  cup  arthroplasty  is  of  definite  merit  in 
selected  cases  in  the  repair  of  hip  pathology. 


HELL  IS  NOT  PAVED  WITH  GOOD  INTENTIONS 


O Bedpan!  Implement  of  woe 
To  one  who  is  compelled  to  go 
In  bed.  Whence  earnest  thou? 

Who  first  thought  to  make  of  thee  a plan 
To  minister  to  urgent  need  of  man? 

No  mind  celestial  ever  gave  thee  birth. 

No  human  science  ever  tried  to  break 
The  law  by  Isaac  Newton  found, 

And  make  go  up  what  should  go  down. 

Let  thine  own  anatomy  quite  frankly  speak! 


Whether  of  clay  or  agate  it  is  clearly  read 
That  fires  Satanic  were  thy  natal  bed. 

Thou  art  a stolen  quadrate,  I know  full 
well, 

From  the  tessellated  pavement  of  deepest 
Hell. 

— By  the  late  Dr.  Samuel  W.  Lambert , reprinted  in 
the  foreword  to  the  book,  “Merely  the  Patient,”  by 
Henry  Howard  Harper.  By  permission  of  the  pub- 
lishers, Minton,  Balch  & Company,  New  York,  1930 


OSTEOCHONDRITIS  DISSECANS  OF  THE  TALUS  IN  RECURRENT 
ANKLE  SPRAINS 

Frederick  M.  Marek,  M.D.,  New  York  City 

( From  the  Orthopedic  Service  of  Mount  Sinai  Hospital) 


Osteochondritis  dissecans  is  a joint 

lesion  of  the  articular  surface,  character- 
ized by  partial  or  complete  separation  of  a frag- 
ment of  articular  cartilage  and  subchondral 
bone  and  its  frequent  extrusion  into  the  joint. 
The  condition  was  supposedly  first  recognized 
by  Monro  over  two  hundred  years  ago  but  was 
named  by  Konig  in  1905. 1-3  The  knee  joint 
has  been  most  commonly  affected,  with  the 
elbow,  hip,  and  ankle  next  in  order  of  frequency. 
Attention  has  recently  been  focused  on  osteo- 
chondritis dissecans  of  the  talus.4-13 

Pathogenesis 

The  pathogenesis  of  osteochondritis  dissecans 
is  still  dubious,  and  numerous  theories  have  been 
advanced.  For  the  most  part,  these  may  be 
grouped  conveniently  into  those  attributing  the 
lesion  to  trauma,  congenital  predisposition,  vas- 
cular interference,  and  inflammation  and/or  in- 
fection.14-21 There  is  now  some  agreement  that 
trauma  causing  either  a simple  intra-articular 
fracture  or  secondary  intra-articular  fracture  by 
injury  to  the  supply  vessel  plays  the  major  part. 
Fisher  and  Fairbank  have  popularized  the  idea 
of  fracture.  In  all  the  cases  herewith  reported, 
a definite  history  of  trauma  was  obtained. 

Pathology 

The  pathology  varies  with  the  stage  of  the 
lesion.  If  the  articular  surface  is  unbroken  or 
only  partially  broken  and  a vascular  connection 
exists,  the  bone  as  well  as  the  cartilage  can  be 
viable.  If,  however,  separation  of  the  osteocarti- 
laginous fragment  is  complete,  the  bone  will  be 
necrotic.  It  seems  plausible  to  me  that  in  cases 
of  some  duration  there  is  generally  a real  state  of 
nonunion  between  a small  necrotic  bone  chip  and 
the  main  bone,  a situation  somewhat  similar  to 
ununited  fractures  of  the  carpal  navicular. 
This  is  further  borne  out  by  the  finding  of  sclerosis 
on  the  bottom  of  the  crater  left  by  removal  or 
extrusion  of  the  fragment  and  the  occasional 
feeble  attempt  at  repair,  as  evidenced  by  the 
fibrous  tissue  lining  sometimes  found  on  the 
undersurface  of  the  bone.  In  two  of  our  cases  the 
specimen  was  examined  microscopically.  Both 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Orthopedic  Surgery,  May  21,  1948. 


were  instances  of  partial  separation.  The  bone 
found  in  these  bodies  was  partially  viable,  thus 
confirming  the  impression  of  osteochondral 
tangential  fracture. 

It  may  be  appropriate  here  to  speculate  about 
why  these  intra-articular  fractures  occur.  It  is 
my  impression  that  joint  hypotonia,  as  in  C^se  1, 
is  a predisposing  condition.  This  is  substan- 
tiated by  Case  6,  where  a free  joint  “mouse” 
was  gouged  out  of  the  medial  joint  surface  of  the 
talus  by  the  tip  of  the  medial  malleolus  (this  im- 
pression is  inescapable  in  the  Watson-Jones 
stress  inversion  view  of  the  ankle)  in  the  presence 
of  an  at  least  partially  torn  lateral  collateral  liga- 
ment.22 Case  5,  which  came  to  operation,  is 
probably  also  due  to  an  unrecognized  tear  of  the 
lateral  ligament.  The  pathologic  condition  in 
this  case  was  essentially  identical  with  that 
found  in  the  first  four  patients  with  lesions  of  the 
trochlea  of  the  talus.  The  configuration  of  the 
talus,  a bone  wider  anteriorly  than  posteriorly — 
thus  allowing  some  inversion  and  eversion  of  the 
talus  in  the  ankle  mortise  in  plantar  flexion — may 
also  play  an  important  role  in  the  traumatization 
of  the  superomedial  and  superolateral  borders  of 
the  talus.  In  none  of  the  trochlear  lesions  was 
the  fragment  displaced  out  of  its  bed.  This  is 
in  variance  to  the  behavior  of  osteochondritic 
lesions  in  other  joints  and  can  possibly  be  ex- 
plained by  the  narrowness  of  the  ankle  joint 
space  and  the  location  of  the  lesion  on  the  su- 
perior surface  of  the  talus.  Similar  fragments 
are  readily  displaced  from  the  medial  surface  of 
the  talus. 

History  and  Findings 

The  stage  of  pathologic  development  of  so- 
called  osteochondritis  dissecans  explains  the 
symptomatology.  The  usual  history  obtained  is 
a severe  sprain -of  an  ankle  which  did  not  com- 
pletely recover,  despite  adequate  conservative 
treatment.  In  an  unseparated  lesion  there  will 
be  signs  of  a minor  joint  disturbance,  namely, 
occasional  pain,  particularly  after  exercise,  mild 
swelling,  and  perhaps  in  a more  advanced  state, 
crepitation  on  motion.  If  the  fragment  sepa- 
rates, locking  of  the  ankle  may  occur.  Quite 
conceivably  the  original  roentgenograms  after 
injury  might  have  been  negative,  demarcation 
occurring  with  absorption  of  the  fracture  mar- 
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gins.  This  again  is  similar  to  the  situation  per- 
taining to  the  carpal  navicular.  Months  after 
injury  there  may  be  only  tenderness  over  the 
superomedial  or  superolateral  border  of  the  talus 
to  guide  us.  This  finding,  however,  was  constant 
in  our  cases.  Other  signs  may  include  limp, 
effusion,  and  limitation  of  motion.  Adequate 
roentgen  examination  of  the  ankle  is  the  most 
important  diagnostic  procedure.  This  should 
include  anteroposterior,  lateral,  and  oblique  views 
of  the  joint  in  every  persistent  sprain.  Roent- 
genograms with  the  Watson- Jones  technic  of 
forced  inversion  are  indicated  in  all  chronic 
sprains  of  the  ankle.  Planography  might  very 
occasionally  become  necessary.9 

Treatment 

Painful  lesions  should  be  explored,  and  the 
affected  portion  of  the  articular  surface  removed. 
The  defect  thus  created  will  fill  in  slowly.  The 
cases  reported  indicate  that  relief  of  pain  can  be 


Fig.  1. 


expected  for  some  time,  provided  the  ankle  was 
not  arthritic  at  the  time  of  operation.  The  ulti- 
mate prognosis  for  the  joint  is  uncertain,,  as  the 
operative  defect  may  provoke  a traumatic  arth- 
ritis. In  instances  of  pre-existing  arthritis, 
only  incomplete  relief  of  pain  can  be  anticipated. 
The  surgical  approach  must  be  adequate  to  ex- 
plore the  ankle  in  the  vicinity  of  the  lesion  and, 
of  course,  must  render  this  completely  accessible. 
Soft  tissue  incisions  sufficed  in  the  first  three 
cases.  In  the  fourth,  because  of  the  size  of  the 
lesion,  removal  of  a small  portion  of  bone  from 
the  anterior  surface  of  the  medial  malleolus  helped 
expose  the  lesion.  Complete  osteotomies  of 
the  malleoli  have  not  been  necessary  in  this  series 
but  should  be  advantageous  if  large  exposure  is 
required. 

If  the  presence  of  osteochondritis  dissecans  is 
known  immediately  after  injury,  prolonged  im- 
mobilization of  the  joint  could,  theoretically,  lead 
to  union.  However,  even  with  adequate  history 
and  roentgen  examinations,  it  is  difficult  to  as- 
certain the  age  of  a lesion,  and  thus  it  is  not 
known  how  much  healing  time  will  be  required. 
Several  authors  mention  spontaneous  healing  of 
osteochondritis  dissecans.  I have  not  been  able 
to  find  any  authenticated  reports  of  this  occur- 
rence in  the  literature. 

■ 

Case  Reports 

Case  1. — F.  F.,  a housewife,  age  twenty-nine, 
complained  of  pain,  limp,  and  crepitation  in  her  right 
ankle  following  a sprain  of  the  foot  in  November, 
1942.  She  gave  a history  of  multiple  minor  sprains 
of  both  ankles  over  a period  of  many  years. 

First  examination  in  December,  1942,  revealed 
the  following:  Gait  was  normal.  All  joints  were 
hypotonic.  Slight  swelling  was  noted  over  the 
anterior  aspect  of  the  right  ankle.  Motions  of  this 
joint  were  free.  The  anteromedial  corner  of  the 
talus  was  exquisitely  tender.  Roentgenograms  of 
the  right  ankle  showed  a small,  triangular,  appar- 
ently free  bony  fragment  at  the  superomedial 
border  of  the  talus  (Fig.  1). 

Arthrotomy  of  the  ankle  was  performed  through 
an  anteromedial  incision.  The  lesion  was  readily 
exposed.  The  fragment  consisted  of  a large  piece 
of  cartilage.  Some  bone  was  hinged  by  cartilage  an- 
teriorly, but  some  bone  was  free  at  its  posterior  border. 
The  fragment  was  removed,  the  underlying  dense 
crater  curetted,  and  the  cartilage  beveled.  A plaster 
of  paris  boot  was  applied  for  two  weeks,  after  which 
free  weight-bearing  was  allowed.  Patient  con- 
tinued to  have  occasional  discomfort  in  the  right 
ankle  for  several  months. 

This  patient  injured  her  left  ankle  when  she 
tripped  while  running  in  August,  1945,  and  con- 
t.inued  to  have  moderate  discomfort  about  this 
joint  for  months.  Examination  in  December, 
1945,  revealed  the  following:  Gait  was  normal; 

motions  of  the  left  ankle  were  free.  Again  there 
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Fig.  2. 


was  sharply  localized  tenderness  over  the  antero- 
medial corner  of  the  talus.  Roentgenograms  of 
the  left  ankle  revealed  a small  free  demarcated  frag- 
ment of  bone  at  the  superomedial  border  of  the 
talus  (Fig.  2).  At  operation  in  February,  1946,  a 
partially  detached  fragment  of  cartilage  and  bone, 
measuring  2 cm.  by  1 cm.,  was  found.  The  frag- 
! ment  was  removed  and  the  bed  curetted  and  beveled. 
A plaster  of  paris  boot  was  applied  for  two  weeks 
and  weight-bearing  allowed,  following  this  period. 
Recovery  was  uneventful.  This  patient  was  last 
seen  in  May,  1947,  when  she  had  no  complaints 
I referable  to  either  ankle. 

Pathologic  examination  of  the  specimen  removed 
at  the  second  operation  showed  it  to  consist  mainly 
j of  viable  cartilage.  The  underlying  bone  was  only 
| partially  necrotic. 

Case  2. — R.  G.,  a student,  age  eighteen,  injured 
her  left  ankle  while  skiing  in  December,  1941.  The 
joint  did  not  recover  completely  and  was  occasion- 
ally painful  and  constantly  swollen.  On  examina- 


tion in  December,  1942,  the  gait  was  normal;  mo- 
tions of  the  left  ankle  were  free.  There  was  slight 
swelling  of  the  anterior  aspect  of  the  joint  and 
sharply  localized  tenderness  over  the  anterolateral 
corner  of  the  talus.  Roentgenograms  revealed  a 
small,  free  bone  fragment  separated  from  the  supero- 
lateral border  of  the  talus  (Fig.  3). 

The  ankle  was  explored  through  an  anterolateral 
incision  in  December,  1942.  The  fragment  was 
lying  free  in  its  bed  and  was  removed.  The  crater 
was  curetted  and  beveled.  A plaster  of  paris  boot 
was  applied  for  two  weeks  and  weight-bearing  al- 
lowed after  this  period.  This  patient  was  last  seen 
in  April,  1943,  when  she  had  no  complaints  referable 
to  the  left  ankle. 

Case  8. — M.  J.,  a housewife,  age  thirty-one, 
twisted  her  right  ankle  in  May,  1946,  when  she  fell 
down  a flight  of  stairs.  She  had  no  medical  at- 
tention at  the  time.  Pain  and  swelling  persisted 
and  were  aggravated  by  activity.  On  examination 
in  January,  1947,  the  patient’s  gait  was  normal. 
Motions  of  the  right  ankle  were  free.  There  was 
slight  swelling  of  the  anterior  aspect  of  the  joint  and 
localized  tenderness  over  the  anterolateral  corner  of 
the  talus.  Roentgentograms  revealed  a roughly 
triangular,  demarcated  fragment  near  the  antero- 
lateral border  of  the  talus  (Fig.  4). 

The  ankle  was  opened  through  an  anterolateral 
incision.  On  plantar  flexion  of  the  foot,  a partially 
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separated,  discolored  area  of  cartilage  measuring  V* 
by  IV2  cm.  near  the  dorsolateral  corner  of  the  talus 
was  noted.  The  cartilage  was  soft,  and  the  frag- 
ment moved  in  its  bed  when  manipulated  with  a 
forceps.  The  synovia  was  normal.  A cartilage 
bridge  anteriorly  had  to  be  severed  to  remove  the 
fragment.  The  crater  was  very  dense  and  was 
curetted.  A plaster  boot  was  applied  for  six  days, 
and  then  weight-bearing  was  allowed. 

When  last  seen  in  October,  1947,  the  ankle  was 
completely  asymptomatic.  Pathologic  examination 
of  the  specimen  showed  it  to  be  composed  mainly  of 
viable  cartilage  and  a small  piece  of  bone  which  was 
also  viable. 

Case  It. — A.  S.,  a business  man,  age  forty-two, 
injured  his  left  ankle  in  the  fall  of  1945.  The 
“sprain”  did  not  subside  completely,  and  the  pa- 
tient continued  to  complain  of  pain  on  walking. 


Fig.  5. 

The  clinical  examination  in  April,  1946,  was  essen- 
tially negative.  Roentgenograms  revealed  osteo- 
chondritis dissecans  of  both  ankles,  symmetrically 
located  at  the  superomedial  border  of  the  talus  (Figs. 
5 and  6). 

Because  of  persistent  complaints  of  pain,  the  left 
ankle  was  operated  on  in  November,  1947.  Ap- 
proach was  difficult,  and  a small  anterior  portion  of 
the  medial  malleolus  had  to  be  removed  to  allow 
access  to  the  lesion.  A discolored  but  not  separated 
area  of  cartilage,  measuring  IV2  cm.  in  diameter, 
was  encountered.  This  area  was  softened  and  was 
excised  with  the  underlying  demarcated  bone.  The 
bed  was  curetted  and  beveled.  A plaster  of  paris 
boot  was  applied  for  one  week  and  then  full  weight- 
bearing allowed.  The  patient  has  continued  to 
complain  of  some  discomfort  about  the  left  ankle  to 
date.  The  right  ankle  has  remained  asymptomatic. 

Case  5. — E.  K.,  a housewife,  age  thirty-nine,  was 
first  seen  in  March,  1942,  complaining  of  vague  dis- 
comfort and  swelling  below  the  tip  of  the  medial 
malleolus  of  the  left  ankle.  She  had  a history  of 
recurrent  sprains  over  a period  of  many  years. 
Examination  revealed  no  abnormality  of  the  gait. 
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Fig.  6. 

Motions  of  the  left  ankle  were  somewhat  restricted. 
There  was  no  definite,  clinical  relaxation  of  the 
ankle  joint.  Tenderness  was  localized  to  the  me- 
dial border  of  the  talus  anteriorly  below  the  medial 
malleolus.  Roentgenograms  revealed  an  irregular 
bony  fragment  just  below  the  tip  of  the  medial 
malleolus  (Fig.  7). 

Because  of  persistent  complaints,  the  left  ankle 
was  explored  through  an  anteromedial  incision  in 
May,  1942.  A round  focus  of  soft  cartilage,  meas- 
uring 2 cm.  in  diameter,  was  encountered  in  the 
medial  articular  surface  of  the  talus.  Several  free 
bone  chips  surrounded  this  area.  The  free  fragments 
and  softened  cartilage  lesion  were  removed.  Ex- 
ploration of  the  rest  of  the  ankle  was  negative. 
The  patient  had  only  partial  relief  following  this 
procedure  and  continued  to  complain  of  occasional 
pain  and  swelling  when  she  was  last  seen  in  June, 
1947. 

Pathologic  examination  of  the  specimens  re- 
vealed viable  cartilage  and  bone  without  significant 
microscopic  changes. 

Case  6. — L.  C.,  a business  man,  age  thirty-three, 


was  first  seen  in  May,  1943,  for  recurrent  moderate 
pain  about  the  inner  side  of  the  right  ankle.  The 
patient  gave  a history  of  multiple  injuries  to  this 
joint,  dating  back  to  a very  active  athletic  college 
career.  Examination  of  the  ankle  was  essentially 
negative  except  for  marked  tenderness  below  the 
medial  malleolus.  Roentgenograms  revealed  a 
large,  loose  bone  fragment,  apparently  originating 
from  the  medial  articular  surface  of  the  talus  just 
below  the  tip  of  the  internal  malleolus.  Roentgen 
examination  of  the  right  ankle  in  forced  inversion 
revealed  a definite  tear  of  the  lateral  collateral  liga- 
ment as  indicated  by  a marked  tilt  of  the  talus  (Fig. 
8).  The  patient  has  refused  surgical  interven- 
tion until  now. 


Summary  and  Conclusions 

1.  Four  cases  of  osteochondritis  dissecans  of 
the  trochlea  of  the  talus  have  been  presented; 
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two  of  these  involved  bilateral  lesions.  Two 
cases  of  osteochondritis  dissecans  of  the  medial 
articular  surface  of  the  talus  have  been  described. 

2.  Osteochondritis  dissecans  of  the  talus  is  a 
fairly  frequent  lesion  and  should  be  suspected 
whenever  a severely  sprained  ankle  does  not  re- 
spond to  adequate  conservative  treatment. 

3.  Osteochondritis  dissecans  is  caused  by 
trauma  and  probably  presents  a simple  fracture 
of  the  articular  surface. 

4.  The  main  diagnostic  clues,  apart  from  the 
history,  are  localized  tenderness  over  the  talus 
and  roentgen  findings. 

5.  The  typical  lesions  in  the  trochlea  of  the 
talus  have  been  linked  with  similar  lesions  of 
the  medial  articular  surface  of  the  talus,  prob- 
ably due  to  impingement  of  the  tip  of  the  medial 
malleolus  as  a sequelae  of  tear  of  the  lateral 
collateral  ligament  of  the  ankle. 

6.  Treatment  has  been  discussed,  and  a 
warning  has  been  sounded  as  to  ultimate  prog- 
nosis for  the  joint. 

Discussion 

John  C.  McCauley,  Jr.,  M.D.,  New  York  City. — 
Dr.  Marek’s  paper  is  particularly  instructive  to  some 
of  us  who  have  not  been  sufficiently  aware  of  the 
occurrence  of  this  condition.  On  inquiry,  I was 
surprised  to  learn  from  the  roentgenologists  of  two 
of  our  orthopedic  hospitals  that,  in  their  experience, 
the  ankle  occupied  the  second  position  to  the  knee 
in  order  of  frequency  of  osteochondritis  dissecans. 

The  speaker  aligns  injury  to  etiology  and  in  his 
cases  substantiates  this  thought  by  the  mechanics 
oi  the  ankle  joint  and  historic  evidence.  This  seems 
logical  when  we  consider  it  as  a joint  similar  to  the 
knee  and  hip  in  being  subject  to  weight-bearing 
traumas.  One  is  led  to  wonder  whether  some  in- 
trinsic joint  susceptibility  may  exist,  in  the  bilateral 
cases,  at  least. 

It  is  helpful  to  learn  that  the  results  of  the  usual 
method  of  treatment  applied  to  other  joints  can  be 
expected  to  attain  about  the  same  degree  of  success 
in  the  ankle  and  that  the  same  limitations  in  prog- 
nosis apply. 

The  speaker  noted  the  mention  of  spontaneous 
healing  of  osteochondritis  dissecans  in  the  literature 
but  failed  to  find  evidence  of  an  authenticated  case. 
I should  like  to  cite  one  case  of  osteochondritis  of 
the  knee  in  this  respect. 

H.  M.,  age  eleven,  was  first  seen  in  1941  with  typi- 
cal subjective  and  objective  symptoms  of  an  osteo- 
chondritis of  the  left  knee,  verified  by  x-ray.  At 
operation,  the  area  of  the  x-ray  lesion  was  found 
covered  by  perfectly  normally  colored  and  textured 
cartilage.  No  evidence  of  subchondral  softening  to 
pressure  could  be  demonstrated.  The  decision  was 
difficult,  but  it  was — to  do  nothing.  The  knee  was 
closed,  the  boy  had  a normal  convalescence,  and  no 
further  symptoms  arose.  He  has  been  examined  at 
intervals  until  the  present  time,  seven  years  after 
onset  of  his  complaints.  He  developed  into  a large 
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muscular  individual  and  has  been  unusually  active 
in  strenuous  sports.  Follow-up  x-rays,  seven 
months  after  operatiofi,  showed  resolution  of  the 
process.  X-rays  about  six  years  after  operation 
were  completely  normal. 
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RECURRENT  DISLOCATION  OF  THE  PATELLA 

End  Results  Following  Surgical  Treatment 
Pio  Blanco,  M.D.,  Buffalo,  New  York 

(From  the  Department  of  Orthopedic  Surgery,  Millard  Fillmore  Hospital) 


WHEN  I first  conceived  the  idea  of  reporting 
my*  end  results  in  the  surgical  treatment  of 
recurrent  lateral  dislocation  of  the  patella,  I did 
not  realize  that  a great  deal  had  been  written  on 
the  subject  and  that  at  least  sixty  different  sur- 
gical operations  had  been  devised.1  In  order  to 
avoid  repetition  the  author  wishes  to  refer  the 
reader  to  the  article  by  Hauser  in  which  he  dis- 
cusses the  subject  fully.2 

In  my  series  of  five  patients,  four  were  women. 
The  oldest  patient,  at  the  time  of  operation,  was 
fifty  years  of  age,  and  the  youngest  was  nineteen. 
In  one  patient  both  knees  were  involved.  Four  of 
the  patients  had  had  trouble  since  childhood,  and 
one  patient  first  noticed  disability  in  the  knee  at 
the  age  of  sixteen.  In  this  patient,  the  medial 
semilunar  cartilage  was  removed  without  relief. 
The  brother  of  one  patient  was  known  to  have 
similar  trouble  with  his  knee.  Two  complaints 
were  common  in  all  of  these  patients,  namely,  a 
feeling  of  insecurity  of  the  knee  to  the  extent  that 
it  constituted  a physical  handicap  and  repeated 
lateral  dislocation  of  the  patella,  brought  about 
by  certain  twisting  motions  of  the  knee  and  re- 
quiring immediate  medical  attention.  Each 
attack  was  followed  by  total  disability  from  four 
to  six  weeks.  The  physical  findings  were  also 
fairly  constant.  The  appearance  of  the  leg,  for 
instance,  suggested  a very  slight  hourglass  con- 
striction at  the  knee;  the  vastus  medialis  muscle 
was  somewhat  flattened ; the  motor  power  of  the 
“quadriceps  system”  against  resistance  was 
slightly  diminished  as  compared  with  the  normal 
leg;  in  one  patient  the  patella  was  smaller  than 
its  mate;  in  all  the  patients,  the  position  of  the 
patella  was  higher  than  normal.  The  most  strik- 
ing physical  finding,  however,  was  the  extreme 
relaxation  of  the  patella  and  patellar  tendon 
which  allowed  it  to  slide  laterally  over  the  brim 
of  the  lateral  condyle.  None  of  the  patients  had 
knock  knee  deformity.  No  special  x-ray  studies 
were  made  of  the  condyles  of  the  femur. 

Description  of  the  Operation 

The  operation  consisted  of  exposing  the  patellar 
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tendon  and  dissecting  it  free  from  all  the  sur- 
rounding extra-articular  soft  tissues.  The  tendon 
was  then  split  into  two  equal  halves,  beginning  at 
its  attachment  to  the  patella  and  extending  down- 
wards to  its  insertion  in  the  tibial  tubercle.  The 
insertion  of  the  medial  half  of  the  tendon,  to- 
gether with  a piece  of  the  tubercle,  was  lifted  with 
a chisel  and  pulled  downwards  and  medially  over 
the  flat  surface  of  the  tibia.  At  the  same  time, 
the  patella  was  pushed  medially  as  far  as  possible. 
A suitable  bed  was  gouged  on  the  tibia,  and  the 
fragment  of  tubercle  with  its  tendon  was  securely 
imbedded  in  the  bone  and  held  in  place  with 
chromic  catgut  and  silk  sutures.  The  relaxed 
lateral  half  of  the  tendon  was  sutured  to  the 
transplanted  portion  as  far  down  as  it  was  neces- 
sary to  shorten  it.  The  divided  fascia  on  the 
medial  side  was  resutured  to  the  tendon,  but  no 
attempt  was  made  to  resuture  the  fascia  on  the 
lateral  side.  A plaster  of  paris  splint  was  applied, 
extending  from  the  middle  of  the  thigh  to  the  toes, 
with  the  knee  in  full  extension.  The  patients 
were  allowed  to  bear  weight  on  a walking-iron 
two  weeks  after  the  operation,  and  the  plaster 
splint  was  completely  removed  six  weeks  after  the 
operation. 

This  operation  was  first  described  by  Mac- 
Ausland  and  Sargent  in  1922  and  was  also  men- 
tioned by  Key  in  1945.3-4 

Results 

The  longest  period  of  observation  has  been  two 
and  a half  years,  the  shortest  one  year.  In  evalu- 
ating the  results,  I have  paid  particular  attention 
to  the  following:  (1)  All  the  patients  recovered 
full  range  of  motion  in  the  knee;  (2)  there  was  no 
recurrence  of  the  dislocation;  (3)  the  feeling  of 
insecurity  in  the  knee  completely  disappeared, 
and  (4)  there  was  no  evidence  of  arthritis  in  any 
of  the  patients. 

Comment 

In  1937,  Galloway  and  Macey  reported  a series 
of  43  patients  from  the  Mayo  Clinic  with  96  per- 
cent “good  results.”6  The  operation  they  per- 
formed on  their  last  patient  was  similar  to  that 
recommended  by  Hauser  in  1938  which  he  ac- 
knowledges in  his  article.2  The  operation  con- 
sists of  dividing  the  fascia  on  the  lateral  side  of 
the  patella  without  entering  the  joint  and  trans- 
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planting  the  insertion  of  the  patellar  tendon,  with 
a block  of  bone  attached,  to  the  medial  surface  of 
the  tibia. 

In  1945,  McCarroll  and  Schwartzmann  re- 
ported a series  of  43  patients  on  whom  four  differ- 
ent types  of  operations  were  used.1  In  the  last  23 
patients,  the  authors  used  Hauser’s  operation, 
and,  in  addition,  the  tendon  of  the  semitendinosus 
was  transplanted  to  the  substance  of  the  patella. 
In  this  series,  there  were  no  failures,  whereas  in 
the  first  20  patients,  on  whom  other  types  of 
operations  were  performed,  there  was  a high  per- 
centage of  failures. 

In  1947,  Thompson  and  Bosworth  reported  a 
series  of  six  patients  with  excellent  results  in  four.6 
They  used  Hauser’s  operation,  but  they  anchored 
the  transplanted  tendon  on  the  tibia  with  metal 
screws  and  a metal  plate. 

The  operation  I have  described  resembles  the 
one  recommended  by  Goldthwaite.  He  trans- 
planted the  lateral  half  of  the  split  patellar  tendon 
medially,  whereas  I transplant  the  medial  half  of 
the  tendon.  I found  no  contracture  of  the  cap- 
sule or  fascia  on  the  lateral  side  of  the  patella  in 
my  series,  and  there  was  no  involvement  of  the 
iliotibial  band  as  suggested  by  Ober.7  However, 
it  is  conceivable  that  both  of  these  structures 
might  become  secondarily  contracted  as  the  result 
of  a constant  stress  and  strain.  If  contractures 
exist  which  prevent  the  mobilization  of  the 
patella  medially,  they  should  be  divided. 

The  transplantation  of  the  entire  patellar  ten- 
don or  of  the  medial  half  of  the  split  tendon  is 
basically  essential  because  it  corrects  two  of  the 
most  constant  pathologic  changes  found  in  re- 
current dislocation  of  the  patella,  namely,  the 
lateral  pull  of  the  “quadriceps  system”  and*  the 
marked  relaxation  of  the  patellar  tendon. 
Whether  or  not  the  entire  tendon  or  the  medial 
half  of  the  tendon  is  transplanted  makes  no  ma- 
terial difference,  but  there  are  these  three  features 
which  make  the  latter  procedure  more  desirable: 
(1)  It  is  less  radical  and,  therefore,  is  easier  to 
perform;  (2)  in  case  the  transplant  should  not 
hold  for  some  reason  beyond  the  control  of  the 
surgeon,  the  risk  is  much  less  when  only  half  of  the 
tendon  is  transplanted,  and  (3)  although  the  ex- 
ternal rotation  of  the  tibia  is  normally  controlled 
by  the  integrity  of  the  tibial  collateral  ligament 
and  crucial  ligaments,  it  would  seem,  a priori, 
that  a radical  change  in  the  insertion  of  the 
patellar  ligament  might  in  the  course  of  time  pro- 
duce an  undesirable  degree  of  external  rotation  of 
the  tibia. 

Conclusions 

1.  The  two  most  important  pathologic 
changes  found  in  recurrent  dislocation  of  the 


patella  of  congenital  origin  are  the  lateral  pull  of 
the  “quadriceps  system”  and  the  marked  relaxa- 
tion of  the  patellar  ligament. 

2.  Contracture  of  the  lateral  portion  of  the 
joint  capsule  and  fascia  (including  the  iliotibial 
band)  is  a secondary  feature  produced  by  the  con- 
stant stress  and  strain.  It  may  or  may  not  be 
present  in  recurrent  dislocation  of  the  patella. 

3.  The  most  logical  operation  is  the  trans- 
plantation of  the  patellar  ligament  in  whole  or  in 
part  to  the  medial  surface  of  the  tibia* 

4.  Transplantation  of  the  medial  half  of  the 
patellar  tendon  is  more  desirable  for  the  reasons 
given  in  the  comment. 

Discussion 

Lewis  Clark  Wagner,  M.D.,  New  York  City. — Dr. 
Blanco  has  added  a new  procedure  based  on  a modi- 
fication of  Goldthwaite’s  operation.  With  60 
different  operations,  as  described  by  the  author  from 
the  literature,  one  has  to  feel  that  there  have  been 
many  indications  for  such  changes  or  else  that  each 
man  has  had  good  results  with  his  own  procedure.  I 
admit  that  good  results  can  be  secured  by  this  less 
radical  operation  described  today,  and  I think  Dr. 
Blanco’s  procedure  is  well  adapted  to  older  patients 
when  the  slipping  of  the  patella  is  minimal.  Very 
often  a diagnosis  of  internal  derangement  of  the  knee 
is  made  in  such  cases  when  the  real  cause  of  the 
trouble  is  the  habitual  lateral  slipping  of  the  patella. 
Lateral  displacement  of  the  patella,  treated  by 
transplantation  of  -the  entire  patellar  tendon,  is  a 
very  satisfactory  operation,  but  even  in  this  proce- 
dure I have  noted  recurrences  which  require  further 
surgery. 

I feel  very  strongly,  with  the  experience  of  well 
over  30  cases  in  younger  subjects  up  to  twenty  years 
of  age,  that  complete  transplantation  of  the  patellar 
tendon  medially,  with  capsular  repair,  is  the  safest 
procedure.  There  have  been  no  recurrences  to  date. 
One  has  not  only  to  think  of  the  proper  alignment  of 
the  quadriceps  mechanism  but  also  the  supporting 
capsular  ligaments,  on  the  medial  aspect  of  the  knee, 
which  may  be  greatly  relaxed.  I feel  Dr.  Blanco’s 
procedure  is  most  suitable  for  mild  cases  and  is 
probably  indicated  for  older  subjects.  In  a larger 
series  of  younger  individuals,  I believe  there  would 
__  be  many  recurrences. 
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CALCAREOUS  BURSITIS 

Samuel  Kleinberg,  M.D.,  New  York  City 
( From  the  Hospital  for  Joint  Diseases ) 


BURSITIS  is  a common  pathologic  lesion. 

It  is  found  in  many  parts  of  the  body,  fre- 
quently with  special  characteristics  in  different 
I locations.  Generally,  we  see  a swelling  due  to 
i the  distension  of  an  underlying  bursal  sac.  In 
some  locations,  notably  in  front  of  the  patella 
i and  behind  the  olecranon,  there  is  a tendency  to 
1 chronicity  with  marked  enlargment  of  the  sac, 
thickening  of  its  wall,  and  the  presence  of  an  ex- 
i cessive  amount  of  fluid.  In  others,  especially 
I those  in  relation  to  tendons,  and  particularly  at 
i the  shoulder,  a calcareous  deposit  is  frequently 
‘ present  within  the  tendon.  In  the  latter  condi- 
tion the  bursal  inflammation  is  undoubtedly 
!.;  secondary  to  a primary  tendonitis,  traumatic, 
toxic,  or  degenerative.  The  cases  about  to  be 
reported  are  exceptional  in  that  in  one  instance 
: the  calcareous  deposit  invaded  and  penetrated 
the  underlying  bony  cortex,  and  in  the  other  the 
calcareous  deposit  infiltrated  the  joint  capsule 
and  was  so  extensive  as  to  raise  the  suspicion  of 
a neoplasm. 

Case  Reports 

Case  1. — F.  G.,  a woman  of  fifty  years,  first  con- 
ij  suited  me  in  October,  1946,  for  pain  in  the  lower  back 
i and  the  left  lower  limb.  The  clinical  and  roentgeno- 
graphic  findings  led  to  the  diagnosis  of  a lumbar 
arthritis  with  a secondary  left  sciatica.  A support- 
ing plaster  of  paris  jacket  was  applied  and  in  the 
course  of  several  months  she  recovered.  She  had 
had  a complete  physical  examination,  and  nothing 
abnormal  was  noted  about  her  knees. 

She  returned  on  April  3,  1947,  complaining  of  a 
' painful  swelling  on  the  inner  side  of  the  right  knee. 

! She  recalled  having  had  occasional  discomfort  in 
the  right  knee  for  several  years.  In  recent  months  a 
i swelling  had  appeared,  the  knee  became  painful 
i when  pressed  upon,  and  she  had  some  difficulty  in 
walking.  Examination  showed  that  the  patient 
walked  with  a right-sided  limp,  and  the  right  knee 
was  in  slight  but  persistent  flexion.  Since  the  pa- 
1 tient  had  been  seen  several  times  six  months  pre- 
viously and  at  that  time  had  no  complaint  referable 
to  the  right  knee,  walked  with  a limp  on  the  left 
1 side  because  of  a secondary  left  sciatica,  and  no 
swelling  had  been  noted  about  the  right  knee,  it  is 
fair  to  assume  that  the  lesion  at  the  right -knee,  if 
present  on  her  first  visit  to  me  six  months  previously, 
had  become  severely  aggravated.  There  was  no 
history  of  trauma  or  illness  other  than  the  lumbar 
arthritis. 
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Fig.  1.  Anteroposterior  roentgenogram  of  right 
knee.  Note  the  thickened  bursa  on  inner  side  of 
the  knee  with  several  calcareous  masses,  the  upper- 
most of  which  extends  into  the  internal  femoral 
condyle. 

t 

The  right  knee  presented  a conspicuous  swelling 
on  its  inner  aspect.  The  swelling  was  about  3 
inches  in  diameter  and  at  its  center  was  very  painful 
on  deep  pressure.  The  swelling  was  also  painful 
at  the  extremes  of  extension  and  flexion.  Roent- 
genograms showed  a soft  tissue  swelling  containing 
at  least  two  large  calcareous  deposits  (Fig.  1). 
There  was  manifestly  no  intra-articular  involve- 
ment, and  the  swelling  was  unaccompanied  by  any 
local  heat,  redness,  or  induration,  so  that  I was 
reasonably  sure  that  I was  dealing  with  a simple 
calcareous  bursitis.  Because  it  was  painful  and 
interfered  with  locomotion,  I advised  excision. 

Operation  was  performed  April  15,  1947.  An  in- 
cision was  made  over  the  tumefaction  and  extended 
down  to  the  deep  tissues.  An  oblong  cystic  mass 
was  found  in  relation  to  the  tendons  of  the  sartorius 
and  gracilis.  On  its  deep  surface  the  mass  was 
attached  to  the  internal  lateral  ligament  of  the  knee 
joint,  and  in  freeing  it  part  of  the  ligament  had  to  be 
cut  away,  exposing  the  joint.  On  further  freeing 
and  elevating  the  mass,  it  was  found  adherent  to  the 
underlying  bone,  and  calcareous  material  was  seen 
to  extend  from  the  mass  into  the  substance  of  the 
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Fig.  2.  Microphotograph  showing  invasion  of  the 
bone  by  calcareous  material. 


internal  femoral  condyle.  The  calcareous  deposit 
penetrated  the  bone  for  a distance  of  l/2  inch,  and 
only  after  this  had  been  removed  did  one  see  normal 
spongy  bone.  The  cystic  mass  was  removed,  and 
the  wound  was  closed  without  drainage.  Primary 
healing  occurred,  and  the  patient  has  been  com- 
pletely relieved. 

The  cystic  mass  was  bisected,  found  to  be  multiloc- 
ular  and  filled  with  cheesy  material.  The  pathol- 
ogy report  was  as  follows  (Fig.  2) : 

Gross:  Specimen  consists  of  a bursa,  containing 
a number  of  spaces  filled  with  a whitish  calcareous 
material.  In  addition,  some  slivers  of  bone  were 
received.  These  show  similar  material  involving 
the  spongiosa. 

Microscopic:  Sections  show  a heavily  calcified 
bursal  wall. 

The  unusual  feature  in  this  case  is  the  extension  of 
the  calcareous  deposit  from  the  bursa  into  the 
femoral  condyle.  A passage  had  been  established 
in  the  cortex  by  .penetration  of  the  calcareous  ma- 
terial. All  along  the  passage  the  newly  deposited 
calcareous  substance  was  distinct  from  the  normal 
bone.  The  extent  and  distribution  of  the  calcareous 
deposit  could  justifiably  have  led  to  the  suspicion 
of  a bone  tumor. 

Case  2. — Mrs.  M.  L.,  forty-two  years  old,  con- 
sulted me  on  January  31,  1947,  for  pain  and  stiffness 
of  the  left  elbow.  This  patient  had  had  pain  in  the 
left  elbow  for  eight  years.  The  onset  was  without 
known  cause.  She  had  had  treatment  of  the  elbow, 
chiefly  by  physical  therapy,  and  there  had  been 
many  remissions  during  which  she  had  been  com- 
fortable. Three  months  before  I saw  her,  a flexion 
contraction  occurred,  apparently  arising  from  in- 
creased pain  and  consequent  voluntary  restriction 
of  motion.  She  received  treatment  by  splinting 
and  physical  therapy  with  only  partial  relief.  About 
one  week  before  she  came  to  me  the  pain  increased 
so  that  she  required  morphine.  The  past  history 
reveals  the  interesting  fact  that  some  time  ago  she 
passed  a renal  calculus. 

Examination  showed  no  pathology  other  than 
that  in  the  left  elbow.  The  elbow  did  not  appear 
swollen  but  was  held  in  persistent  extension  of  140 


degrees.  Flexion  was  possible  to  45  degrees.  The 
forearm  was  in  pronation,  and  attempts  at  supina- 
tion were  painful,  as  were  forced  flexion  and  ex- 
tension of  the  elbow.  There  was  marked  tender- 
ness to  pressure  over  the  outer  aspect  of  the  elbow 
in  the  interval  between  the  external  condyle  of  the 
humerus  and  the  head  of  the  radius.  The  rest  of 
the  elbow  was  not  tender  to  pressure.  Roentgeno- 
grams showed  an  unusually  large,  irregular,  amor- 
phous calcareous  deposit  on  the  lateral  aspect  of  the 
elbow  in  the  line  of  the  external  lateral  ligament 
(Fig.  3). 


Fig.  3.  Roentgenogram  of  the  left  elbow  showing 
an  extensive  amorphous  calcareous  deposit  on  the 
outer  side  of  the  joint  in  close  proximity  to  the  ex- 
ternal condyle  of  the  humerus. 

The  presumptive  diagnosis  was  radiohumeral 
calcareous  bursitis.  The  extent  of  the  deposit,  its 
proximity  to  the  external  humeral  condyle,  and  the 
long  duration  of  the  symptoms  suggested  the  possi- 
bility, although  not  the  probability,  of  a neoplasm. 
An  operation  was  advised  and  performed. 

Operation  was  performed  on  February  4,  1947. 
An  incision  was  made  over  the  lateral  aspect  of  the 
elbow.  It  was  deepened  to  the  common  origin  of 
the  extensor  tendons  from  the  external  humeral 
condyle.  On  incision  of  the  extensor  tendons 
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Fig.  4.  Microphotograph  showing  calcareous  de- 
, posit  within  the  external  ligament  of  the  elbow. 


there  came  into  view  a large  calcific  mass  which  ex- 
■ tended  downward  along  the  external  lateral  liga- 
ment to  the  head  of  the  radius.  There  was  con- 
siderable scarring  of  the  soft  tissue  around  the  cal- 
careous mass.  The  calcareous  deposit  was  excised. 
The  scarred  tissue  included  a part  of  the  lateral 
ligament  and  capsule  of  the  joint  so  that  its  removal 
exposed  the  elbow  joint.  While  at  this  point  no 
more  calcareous  material  was  grossly  visible,  x-ray 
films  still  showed  some  density  on  the  lateral  aspect 
of  the  radial  head  interpreted  as  chronically  in- 
flamed soft  tissue.  A bursa  could  not  be  identified. 
The  wound  was  carefully  sewed  in  layers  recon- 
structing the  normal  support  and  covering  of  the 
elbow. 

The  wound  healed  by  primary  union,  and  a note 
made  on  March  13,  1947,  a little  more  than  five 
weeks  postoperatively,  stated  that  she  had  a full 
range  of  motion  both  in  the  elbow  and  the  forearm, 
and  there  was  no  tenderness  to  pressure.  New  x- 
ray  films  showed  that  the  large  calcareous  mass  was 
gone,  but  there  was  slight  calcific  streaking  along  the 
external  lateral  ligament. 

The  pathology  report  indicated  calcification  in  the 
ligamentous  tissue,  evidently  the  radiohumeral 
ligament  (Fig.  4). 

This  case  is  unusual,  mainly  because  of  the  chro- 
nicity  of  the  lesion,  which  had  been  present  at  least 
eight  years,  and  the  extensiveness  of  the  deposit. 
Clinically,  this  lesion,  both  from  its  location  and 
symptoms,  appeared  as  a radiohumeral  bursitis.  Y et 


in  retrospect  it  more  closely  resembled  a supra- 
spinatus  calcareous  tendonitis  with  a secondary 
bursitis.  The  lesion  probably  originated  from 
some  injury  and  resulted  in  a tendonitis.  The 
irritation  and  calcareous  deposit  extended  down- 
ward along  the  external  lateral  ligament  of  the  elbow 
joint  involving  the  radiohumeral  bursa  with  resul- 
tant symptoms  and  functional  disability  character- 
istic of  a radiohumeral  bursitis. 

Radiohumeral  bursitis  is  a common  condition 
seen  frequently  in  housewives  and  tennis  players 
and  professional  people  such  as  dentists,  who  have 
occasion  to  perform  sudden  or  often  repeated  rotary 
motions  of  the  elbow.  Usually,  there  is  a mild 
tumefaction  with  localized  pain  and  tenderness  and 
limited  elbow  and  forearm  motion.  Conservative 
treatment,  consisting  mainly  of  rest  and,  perhaps, 
immobilization  of  the  elbow,  generally  yields  com- 
plete relief.  Among  the  very  many  cases  of  radio- 
humeral bursitis  which  have  come  to  my  attention, 
I have  seen  only  a few  with  a calcareous  deposit, 
and  on  only  one  previous  occasion  were  the  symp- 
toms severe  enough  to  require  surgery.  In  the  case 
here  recorded  the  calcareous  deposit  was  so  large 
that  one  had  to  consider  the  possibility  of  a neo- 
plasm arising  from  the  humerus  or  even  an  extra- 
skeletal  osseous  tumor  arising  by  metaplasia  within 
the  soft  tissues  on  the  lateral  aspect  of  the  elbow. 
That  we  have  to  be  alert  for  the  latter  possibility  is 
attested  to  by  the  fact  that  some  forty-odd  cases  of 
osteogenic  sarcoma,  many  resulting  fatally,  have 
been  reported  arising  in  the  soft  tissues  of  the  body. 
Fifteen  of  these  cases  were  found  in  the  upper  and 
lower  limbs. 

Summary 

Two  cases  of  calcareous  bursitis  are  reported 
because  of  several  unusual  features : 

1.  In  neither  instance  was  there  a history  of  a 
trauma. 

2.  lit  the  case  of  the  bursa  at  the  knee  the 
calcareous  deposit  penetrated  the  cortex  and 
extended  into  the  spongiosa. 

3.  In  the  elbow  case  the  condition  had  been 
in  existence  for  at  least  eight  years,  which  in  it- 
self is  perhaps  not  remarkable  since  similar 
chronicity  is  frequent  at  the  shoulder  joint,  but 
the  extensive  calcification  led  to  the  suspicion  of 
a bone  neoplasm. 


FUNDAMENTAL  RESEARCH 
At  a meeting  of  the  American  Pharmaceutical 
Manufacturer’s  Association,  held  in  New  York  City 
on  December  7,  1948,  an  “award  of  distinction”  was 
made  to  Dr.  Rollo  E.  Dyer,  director  of  the  National 
Institute  of  Health,  principal  research  unit  of  the 
Public  Health  Service,  Washington,  D.C.  The  pres- 
entation was  made  by  Dr.  Ernest  E.  Iron3,  presi- 
dent-elect of  the  American  Medical  Association. 
In  his  address  Dr.  Irons  warned  that,  while  outstand- 
ing results  in  scientific  research  have  been  obtained 


with  the  assistance  of  government  funds,  most  of 
the  world’s  progress  in  research  has  been  the  result 
of  individual  effort.  “There  is  always  the  danger,” 
he  said,  “of  government  domination  of  institutions 
which  accept  government  assistance  no  matter  how 
meticulous  the  safeguards.  When  the  program  of 
government  support  is  carried  further,  the  govern- 
ment tends  to  become  totalitarian,  and  the  quality  of 
performance,  including  that  of  production  of  good 
research,  declines.” 


HYPERLEUKOCYTOSIS  OCCURRING  IN  CARCINOMA  OF 
THE  BLADDER 

Leon  N.  Sussman,  M.D.,  and  Joseph  Litwins,  M.D.,  F.A.C.P.,  New  York  City 

( From  the  Beth  Israel  Hospital) 


IN  1926,  Krumbhaar  introduced  the  term 
“leukemoid”  to  describe  types  of  peripheral 
blood  which  resembled  leukemia  but  did  not  have 
either  the  bone  marrow  or  tissue  changes  charac- 
teristic of  this  disease.1  Virchow  in  articles  from 
1845  to  1865  demonstrated  clearly  the  pathologic 
tissue  findings  in  leukemia,  and  to  him,  of  course, 
went  the  credit  for  the  original  description  of  this 
disease,  despite  the  earlier  reports  by  Craigie  and 
Bennett  of  the  abnormal  findings  in  the  periph- 
eral blood.2-9  Thus,  it  is  generally  agreed 
that  leukemia  may  only  be  diagnosed  when  the 
blood-forming  organs,  and  perhaps  other  organs, 
exhibit  excessive  proliferation  of  leukoblastic  tis- 
sue. It  is  also  generally  agreed  that  these  imma- 
ture cells  may  appear  in  the  peripheral  blood,  but 
this  is  not  necessary  for  the  diagnosis  of  leukemia. 
Boyd  states,  “The  changes  in  the  myeloid  and 
lymphoid  tissue  are  of  paramount  importance,  the 
alterations  in  the  blood  being  merely  secondary 
and  unessential,  although  useful  for  diagnosis.”10 
Thus,  when  the  blood  picture  is  suggestive  of 
leukemia,  it  must  be  corroborated  by  changes  in 
the  myeloid  or  lymphoid  tissue.  Without  such 
tissue  changes,  we  then  have  a leukemoid  (Krum- 
bhaar) blood  picture.  Again,  the  peripheral  blood 
picture  may  be  normal;  yet  a postmortem  diag- 
nosis of  leukemia  can  be  made  because  of  the  tis- 
sue findings. 

The  term  leukemoid  as  originally  used  by 
Krumbhaar  included  cases  in  which  the  peripheral 
blood  resembled  leukemia  but  did  not  have  the 
necessary  tissue  changes.  Some  of  his  cases  were 
instances  in  which  the  peripheral  blood  picture 
showed  immaturity  of  the  cells  (myelocytes  and 
myeloblasts),  while  others  were  those  of  excessive 
numbers  of  mature  cells  (lymphocytosis  or  poly- 
morphonucleosis).  We  feel  that  the  terms  leuke- 
moid and  hyperleukocytosis  should  not  be  inter- 
changed. Leukemoid  should  be  reserved  for  those 
cases  where  immature  cells  appear  in  the  peri- 
pheral blood  without  the  tissue  changes  of  leu- 
kemia, regardless  of  the  total  number  of  white 
cells.  Likewise,  we  feel  the  term  hyperleuko- 
cytosis should  be  reserved  for  those  cases  where 
the  white  blood  cell  count  reaches  beyond  the 
expected  number,  such  as  in  infections,  carci- 
noma, or  Hodgkin’s  disease,  and  other  condi- 
tions.11 Similar  states  of  hyperleukocytosis  have 
been  reported  in  pertussis  with  peripheral  white 
blood  count  of  176,000  with  66  per  cent  lymphocy- 


tosis ; in  congenital  syphilis  with  peripheral  white 
blood  count  of  105,000;  in  cancer  of  the  breast 
and  extensive  ulceration  and  hemorrhage  with 
peripheral  white  blood  count  of  120,000  with  92 
per  cent  polymorphonuclear  cells,  and  in  sul- 
fonamide reactions.12-15  Domarus  quotes  a 
case  of  Becleres  with  a remarkable  hyperleuko- 
cytosis of  340,000  white  blood  cells  with  94  per 
cent  polymorphonuclear  cells.16  Toughy  reports 
a case  of  splenomegaly  with  a polymorphonuclear 
leukocytosis  reaching  240,000  with  99  per  cent 
polymorphonuclears  which  gradually  returned  to 
45,000  with  the  same  differential  twenty-three 
days  after  splenectomy.16’17 

Study  of  the  tissue  is  frequently  the  point  of 
differentiation  between  leukemia  and  leukemoid 
reaction.  For  this  purpose  the  sternal  marrow  is 
particularly  suited  because  of  its  accessibility. 
In  acute  fulminating  leukemia,  the  marrow  may 
present  the  only  evidence  of  tissue  infiltration,  as 
in  the  case  reported  by  Green wald  et  al.is 

We  wish  to  report  a case  of  carcinoma  of  the 
bladder  with  rapid  growth  and  necrosis,  accom- 
panied by  polymorphonuclear  hyperleukocytosis. 

Case  Report 

A sixty-one-year-old  man,  S.  A.,  was  first  admitted 
to  the  hospital  on  November  21, 1946,  with  a history 
of  frequency,  nocturia,  and  urgency  for  the  past  three 
months.  Hematuria  had  been  present  for  the  past 
month.  Cystoscopy  and  bladder  instillations  of 
silver  nitrate  had  been  performed,  with  no  effect  on 
the  hematuria.  The  past  history  was  entirely  ir- 
relevant. 

The  physical  examination  was  essentially  normal. 
The  blood  pressure  was  140/80. 

Laboratory  data  on  admission  showed  the  uri- 
nalysis to  be  normal  except  for  many  white  blood 
cells.  The  nonprotein  nitrogen  was  26  mg.  per  cent. 
A blood  count  revealed  4,370,000  red  blood  cells 
with  87  per  cent  hemoglobin,  12,900  white  blood 
cells,  and  a differential  of  stabs  4,  polymorpho- 
nuclears 69,  eosinophils  2,  lymphocytes  22,  and 
monocytes  3. 

The  patient  was  cystoscoped  and  a biopsy  taken 
of  a mass  in  the  bladder.  A pathologic  report  of 
papillary  bladder  tumor  with  carcinomatous  changes 
was  made.  On  November  26  a suprapubic  cystos- 
tomy  was  performed,  and  a large  tumor,  the  size 
and  shape  of  a golf  ball,  was  removed.  The  base  was 
thoroughly  coagulated.  Several  small  elevations 
in  the  region  of  the  base  were  also  coagulated. 
Following  this,  the  patient  ran  a febrile  course,  com- 
plicated by  atelectasis  of  the  lungs,  and  a cystitis 
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caused  by  Staphylococcus  albus,  Lactus  aerogenes 
and  Bacillus  proteus.  The  blood  counts  during  this 
time  showed  a mild  anemia  with  a moderate  leuko- 
cytosis (Table  1). 


formed  the  day  of  admission.  The  subcutaneous 
tissue,  muscle,  and  fascia  were  sloughed,  as  was  the 
bladder  wall.  A large  amount  of  necrotic  tissue  was 
removed.  Pathologic  examination  revealed  this 


TABLE  1. — Blood  Counts — Patient  S.  A. 


Date 

Hemo- 

globin 

Red  Blood 
Cells 

White 
Blood  Cells 

Stab 

Forms 

Segmental 

Cells 

Lympho- 

cytes 

Monocytes 

Eosinophils 

November  21 

87 

4,375,000 

12,900 

4 

69 

22 

3 

2 

December  3 

81 

4,250,000 

11,800 

10 

75 

9 

4 

2 

December  14 

67 

3,900,000 

23,450 

7 

80 

6 

6 

1 

January  6 

51 

3,000,000 

131,000 

69 

24 

5 

1 

..  Metamyelocyte  (1) 

January  16 

37 

2,030,000 

215,000 

59 

28 

4 

3 

. . Myelocyte  (1) 

Therapy  with  sulfonamides,  penicillin,  and 
[ streptomycin  resulted  in  a slow  but  gradual  return 
| to  normal  temperature  and  clinical  improvement, 
ll  The  patient  was  discharged  to  his  home  on  Decem- 
ber  19,  1946. 

On  January  6,  1947,  three  weeks  later,  he  was 


tissue  to  be  necrotic  carcinoma  of  the  bladder.  A 
blood  count  at  this  time  revealed  an  intense  hyper- 
leukocytosis (Table  1). 

The  patient’s  course  was  steadily  downhill, 
characterized  hematologically  by  progressive  anemia 
and  elevation  of  the  white  blood  count  on  numerous 


TABLE  2. — Complete  Hematologic  Study 


— Bone  Marrow— 
January  17,  1947 


Total  nucleated  cells 

Myeloblasts 

Promyelocytes 

Myelocyte: 

Staff 

Segmented 

Lymphocyte 

Plasma  cells 

Normoblasts 


500,000 

1.0 

1.3 

12.0 

22.0 

49.2 

2.6 

4.0 

8.9 


Megakaryocytes Occasional 

Impression:  normal  cellular  distribution 


•Peripheral  Blood  Study- 
January  16,  1947 


Red  blood  cells 

Hemoglobin 

White  blood  cells 

Platelets 

Reticulocytes 

Bleeding  time 

Coagulating  time 

Clot  retraction 

Fragility  test 

Sedimentation  rate 

Hematocrit 

Packed  red  blood  cells. . . 

Packed  white  blood  cells 
Total  protein 


2,030,000 

37% 

215.000 

258.000 
None  seen 
2 Minutes 

6 Minutes  (Lee-White) 
Normal 
Normal 

148  Mm.  in  45  Minutes 


17  Mm. 
14  Mm. 
4.17  Gm.  % 

A/G  Ratio  0 . 56 


again  admitted  to  the  hospital  because  of  a gradual 
progressive  enlargement  around  the  suprapubic 
wound  which  had  not  entirely  healed.  During  the 
week  before  admission  he  had  received  300  roentgen 
units  of  x-ray  therapy.  Drainage  of  a foul  discharge 
from  the  wound  had  been  noted  for  one  week. 
Examination  at  this  time  revealed  an  obviously  ill 
adult  with  a football-shaped  mass,  measuring  6 by  9 
cm.  in  the  area  of  the  wound,  which  was  slightly 
necrotic  and  malodorous.  This  was  moderately 
tender  and  cystic.  His  temperature  was  102  F. 
Debridement  and  drainage  of  the  bladder  were  per- 


determinations.  On  January  16,  a complete  hema- 
tologic study  was  performed  (Table  2).  The  micro- 
photograph of  the  stained  smear  shows  the  intense 
polynucleosis  that  existed  (Fig.  1).  Bone  marrow 
study  revealed  an  intensely  hyperplastic  marrow 
with  an  essential  normal  distribution  of  cellular  ele- 
ments (Fig.  2). 

Notwithstanding  transfusions,  antibiotics,  and 
local  therapy  the  patient’s  course  was  steadily  down- 
hill until  death  occurred  January  19,  1947.  Permis- 
sion for  autopsy  was  not  obtained. 


• <*** 


• A 
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Fig.  1.  Peripheral  blood  smear  showing  intense 
polynucleosis. 


Fig.  2.  Sternal  bone  marrow  smear  showing  hyper- 
plasia with  normal  cellular  distribution. 
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Discussion 

We  suggest  that  the  following  criteria  be  estab- 
lished for  the  diagnosis  of  leukemia,  leukemoid 
reactions,  and  hyperleukocytosis. 

1.  Leukemia  must  be  accompanied  by  prolif- 
eration of  Ieukoblastic  tissue  with  or  without 
changes  in  the  peripheral  blood. 

2.  Leukemoid  reactions  must  be  accompanied 
by  immaturity  of  the  cells  in  the  peripheral  blood 
without  any  proliferative  changes  of  the  leuko- 
blastic  tissue  regardless  of  the  total  number  of 
white  cells. 

3.  Hyperleukocytosis  is  that  condition  where 
the  white  blood  count  is  above  the  expected  num- 
ber with  no  evidence  of  immaturity  and  without 
proliferative  changes  of  Ieukoblastic  tissue. 

Summary 

1.  Herewith  is  presented  a case  of  hyper- 
leukocytosis occurring  as  a result  of  neoplastic 
stimulation  and  necrosis. 

2.  The  total  white  cell  count  of  215,000  with 
92  per  cent  polymorphonuclear  cells  represent,  to 
the  best  of  our  knowledge,  the  highest  recorded 
white  blood  count  in  this  condition. 

3.  The  occurrence  of  this  exceedingly  high 
white  cell  count  in  our  patient  may  be  explained 
with  Krumbhaar’s  statement  that  “hemorrhage 


added  to  infection,  especially  in  cases  of  neoplasm, 
seems  to  be  a most  potent  stimulus  to  leuko- 
genesis.  If  the  stimulus  is  gradually  increased, 
however,  very  large  total  counts  can  be  reached 
without  the  appearance  of  noteworthy  immature 
forms.” 


We  are  indebted  to  Dr.  S.  Z.  Freedman  for  the  use  of  his 
clinical  material  and  to  Miss  Leah  Blickman  for  her  technical 
aid  in  the  preparation  of  this  case.  The  hemoglobin  percent- 
age is  on  the  basis  of  15.4  Gm.  equalling  100  per  cent. 
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SHOES 

The  first  mention  of  shoes  in  the  literature  was  in 
the  Old  Testament.  F ollowing  some  kind  of  a ruckus 
they’d  been  having  Abraham  told  the  King  of  Sodom 
he  wouldn’t  accept  so  much  as  a “shoe-latchet” 
from  him.  I s’pose  that  meant  one  of  the  leather 
thongs  they  tied  their  sandals  on  with.  The  an- 
cient Romans  had  shoes,  for  special  purposes,  more 
or  less  like  what  we  have  today. 

The  main  purpose  of  shoes  always  has  been  to 
protect  the  feet.  But,  human  nature  being  involved, 
some  of  the  fashionable  folks  had  to  have  something 
freakish — like  the  early  English  ones  with  toes  so 
long  they  had  to  tie  ’em  to  their  knees  to  keep  from 
getting  tangled  up  in  ’em.  In  the  eighteenth  century 
came  “French  heels.”  They  were  so  foolish  and 
unpractical  that  they  became  all  the  rage.  And  I 
regret  to  say  they’re  still  raging. 

I’ll  admit  French  heels  look  kind  of  nifty  on  some 
women  but  they’ve  ruined  an  awful  lot  of  feminine 
feet.  Get  out  your  catalog  some  time  and  look  at 


’em:  heels  almost  three  inches  high,  feet  at  an  angle 
of  nearly  45  degrees,  standing  on  their  toes  in  nar- 
row shoes.  Plenty  of  women — their  tendons  are 
shortened  so  they  can’t  set  their  heels  on  the  floor 
without  pain,  to  say  nothing  of  what’s  happened  to 
their  toes. 

Our  modem  teenagers — the  bobby-soxers — 
they’ve  reacted  the  other  way.  These  “lounger” 
affairs  they  wear  (I  thought  they  were  “keds”  ’til  I 
found,  from  the  dictionary,  that  a ked  was  a sheep- 
tick)  of  course  they  look  sloppy  in  ’em  but  I thought 
it  was  encouraging  that  they,  at  least,  had  their 
feet  on  the  ground.  But  an  orthopedist  told  me,  re- 
cently, that  they  too  were  damaging  their  feet. 
They  wear  ’em  too  short  and  have  to  double  up  their 
toes  to  keep  ’em  from  falling  off.  Well,  I hope  these 
kids  won’t  forget  how  much  of  their  future  standing 
depends  on  their  feet.  They’re  at  the  bottom  of  a 
lot  of  things. — From  “Doctor  Jones  Says,”  by  Paul  B. 
Brooks,  M.D.,  December  6, 1948 


COMMON  SOURCES  OF  ERROR  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  CHRONIC  BRUCELLOSIS 

Harold  J.  Harris,  M.D.,  F.A.C.P.,  Westport,  New  York 
| {From  the  Champlain  Valley  Hospital) 


DIAGNOSTIC  measures  in  chronic  brucello- 
sis, as  usually  performed,  are  unsatisfac- 
tory. There  is  no  laboratory  procedure  compara- 
ble in  accuracy  to  the  Wassermann  reaction. 
'Recovery  of  the  organism  is  definitive  evidence  of 
Brucella  infection  but  is  rarely  possible  in  the 
chronic  illness.  Many  conflicting  statements 
rave  appeared  in  the  literature  concerning  the 
available  laboratory  tests — blood  agglutination 
tnd  opsonocytophagic  and  intradermal  reaction — 
•esulting  in  confusion  concerning  their  use  and 
nterpretation.  Only  if  these  tests  are  employed 
as  a battery  in  their  proper  sequence  and  inter- 
preted with  respect  to  each  other  and  the  physi- 
:al  examination,  history,  and  symptomatology 
'an  a diagnosis  be  made  or  ruled  out  with  reason- 
able accuracy. 

At  present  the  blood  complement  fixation 
•eaction  for  brucellosis  cannot  be  considered  a 
•eliable  single  test,  although  the  occurrence  of 
Complement  fixation  is  significant  when  present. 
It  s possible  that  the  technic  of  the  test  can  be 
mproved.  In  the  meantime,  more  scientific  use 
jbf  other  data  can  be  made. 

Diagnostic  Procedures 

' Effect  of  Early  Skin  Testing.- — Hasty  per- 
formance of  a skin  test,  using  any  available  anti- 
gen and  before  making  the  opsonocytophagic 
and  agglutination  tests,  is  probably  the  com- 
monest  error.  If  negative,  it  signifies  nothing, 
for  patients  with  positive  cultures  may  have 
jaegative  skin  tests.  If  positive,  it  indicates 
Brucella  allergy  achieved  as  the  result  of  infection 
but  gives  no  information  as  to  the  status  of  the 
infection — whether  active,  quiescent,  or  even 
possibly  eradicated.  What  harm  is  done  is 
'irreversible,  for  skin  testing  with  any  Brucella 
antigen,  within  a week  after  its  performance,  may 
stimulate  agglutinins  to  marked  degree  and  for 
prolonged  periods  of  time,  statements  to  the 
Contrary  notwithstanding.1 

Whereas  agglutinins  are  absent  in  the  majority 
of  chronic  Brucella  infections,  their  presence  is  of 
diagnostic  importance  if  formed  in  response  to 
infection.  It  is  manifestly  wrong  to  stimulate 
production  of  specific  agglutinins  by  skin  testing 
and  then  to  attach  significance  to  such  agglu- 
tinins. 

Similarly,  if  skin  testing  is  carried  out  before 

Presented  at  the  staff  meeting  of  the  Orange  Memorial 
Hospital,  East  Orange,  New  Jersey,  April  30,  1948. 


the  opsonocytophagic  reaction  is  determined, 
opsonins  are  stimulated,  rendering  subsequent, 
tests  valueless  as  diagnostic  procedures.  Absence 
of  significant  phagocytosis  may  occur  in  the  pres- 
ence of  active  Brucella  infection,  as  proved  by 
culture.  However,  the  presence  of  phagocytic 
activity  against  Brucella  suggests  recent  or  re- 
mote infection,  unless  such  phagocytosis  is  not 
naturally  determined. 

Confusion  as  to  the  diagnostic  significance  of 
either  agglutinins  or  opsonins  may  occur,  un- 
avoidably, under  other  circumstances.  Cross 
agglutination  with  Brucella  may  occur  in  the 
presence  of  other  infections  including  B.  cholerae, 
B.  typhosus,  B.  dysenteriae,  and,  among  others, 
B.  tularense,  but  differentiation  usually  can  be 
made.  Prophylactic  vaccination  against  cholera 
may  result  in  Brucella  agglutinins  as  well  as 
opsonins.2-4  A careful  history  of  previous  illness 
and  prophylactic  inoculations  is  necessary,  there- 
fore. 

Culture. — Since  Brucella  bacteremia  is  likely 
to  be  transient  in  the  chronic  illness,  if  it  occurs 
at  all,  repeated  cultural  attempts  should  be  made, 
preferably  at  times  when  fever  (if  it  exists)  is 
highest.  Only  the  special  technics  and  media  for 
the  isolation  of  Brucella  should  be  employed. 

Blood  should  not  be  the  only  avenue  of  cultural 
investigation.  In  the  presence  of  symptoma- 
tology suggesting  localized  infection,  urine,  bile, 
stool,  uterine  discharge,  prostatic  fluid,  bone 
marrow,  spinal  fluid,  or  other  material  should  also 
be  cultured.  Biopsy  material,  such  as  lymph 
node,  spleen,  and  liver,  for  histologic  as  well  as 
cultural  examination,  should  be  collected  when 
indicated. 

Animal  inoculation,  as  an  adjunct  to  culture, 
may  be  the  only  means  of  recovery  of  the  organ- 
ism under  some  circumstances. 

Blood  Agglutination  Reaction. — Agglutinins  in 
titers  of  1:80  or  higher  should  be  considered  as 
specific  reaction  to  recent  or  remote  Brucella 
infection,  with  the  exceptions  noted.  Agglu- 
tinins in  lesser  titer  are  often  significant  and 
should  be  considered  along  with  other  data. 

Technic  may  include  the  microscopic  aggluti- 
nation reaction  as  a screening  method,  but  part 
of  the  same  blood  specimen  should  always  be 
tested  by  the  macroscopic  (tube)  method  to 
determine  the  exact  titer. 

Opsonocytophagic  Reaction. — This  procedure 
gives  a quantitative  measure  of  the  patient’s 
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resistance  to  Brucella  infection,  with  the  excep- 
tions noted.  To  avoid  confusion  it  should  not  be 
designated  as  “positive”  or  “negative.”  A very 
low  reading  is  often  found  in  the  presence  of 
agglutinins  in  high  titer  and/or  positive  culture, 
signifying  only  lack  of  immune  response  to  infec- 
tion. A high  reading  may  be  found  in  patients 
not  clinically  ill,  following  recovery  from  clinical 
or  subclinical  infection,  or  in  patients  dying  from 
an  overwhelming  infection. 

Technic  is  exacting.  The  slightest  variation  in 
any  step  will  result  in  grossly  inaccurate  readings. 
The  reaction  is  not  dependable  unless  carried  out 
on  blood  not  more  than  three  hours  old,  using 
forty-eight-hour-old  cultures  of  a smooth  strain 
of  Brucella. 

Intradermal  Reaction. — A highly  satisfactory 
antigen  is  that  prepared  from  heat-killed  Brucella 
abortus  organisms.  It  will  detect  sensitivity  to 
the  Brucella  of  any  of  the  three  species  with  lesser 
local,  focal,  and  systemic  reaction  in  hypersensi- 
tive patients  than  is  caused  by  mixed  strains. 
The  information  obtained  can  be  supplemented 
by  concomitant  skin  testing  with  bacterial  anti- 
gen complexes  (BAC,  Hoffmann),  made  from 
each  of  the  three  species  of  Brucella,  in  an  attempt 
to  determine  the  species  allergy.6  All  four  anti- 
gens and  a saline  control  are  used  simultaneously 
in  amounts  of  0.02  cc.  each.  The  reactions  to  the 
BAC  preparations  are  read  within  thirty  minutes 
and  at  the  end  of  twenty-four  hours.  The  reac- 
tion to  the  heat-killed  Brucella  abortus  organisms 
is  read  at  the  end  of  four  days;  if  negative,  it  is 
observed  again  at  the  end  of  seven  or  eight  days 
to  detect  possible  delayed  reaction.6 

To  avoid  undue  skin  reactions  in  patients  sus- 
pected of  hypersensitivity  or  in  the  presence  of 
central  nervous  system  or  ocular  involvement,  the 
skin  test  may  be  done  with  a 1 : 10  or  1 : 100  dilu- 
tion of  the  usual  stock  concentration  of  two  bil- 
lion organisms  per  cubic  centimeter.  If  nega- 
tive, the  test  may  be  repeated  within  two  weeks, 
using  the  usual  concentration  of  antigen,  without 
likelihood  of  a false  positive  reaction  due  to  sensi- 
tization resulting  from  the  first  skin  test.  Hy- 
persensitivity may  be  expected  in  persons  having 
direct  contact  with  infected  domestic  animals;  in 
others  it  is  unpredictable. 

Brucellergen,  a nucleoprotein  fraction  prepared 
from  any  of  the  three  species  of  Brucella,  may 
fail  to  detect  Brucella  allergy  in  approximately 
50  per  cent  of  Brucella-sensitive  patients.7’8 
Among  patients  who  reacted  to  heat-killed  Bru- 
cella abortus  organisms  but  failed  to  react  to 
Brucellergen  when  skin-tested  with  both  simul- 
taneously was  one  whose  blood  agglutination 
titer  was  1:1280  and  whose  blood  yielded 
Brucella  suis.9  The  lesser  sensitivity  of  Brucel- 
lergen as  a skin  testing  agent  negates  any  ad- 


vantage that  lies  in  its  lesser  tendency  to  produce 
skin  necrosis.  * 

The  technic  of  skin-testing  is  similar  to  that  of 
the  intradermal  tuberculin  skin  test.  New  syr- 
inges should  be  used  or  syringes  should  be  soaked 
overnight  in  a solution  of  potassium  dichromate- 
sulfuric  acid  after  each  use,  before  washing,  and 
before  autoclaving  or  boiling,  since  other  antigens 
may  adhere  to  barrels  and  pistons  indefinitely, 
giving  false  reactions. 

Weak  reactions  should  be  recorded  as  positive, 
indicating  only  lesser  degrees  of  Brucella  allergy. 

Additional  Diagnostic  Aids. — Leukopenia  with 
relative  lymphocytosis  and  normal  sedimentation 
rates  are  usual  but  not  invariable  findings. 

Systemic  or  focal  reactions  to  skin  tests  often 
consist  of  exacerbation  of  previously  existing 
symptoms,  giving  some  indication  that  they  are 
specific  and,  therefore,  significant  responses  to 
Brucella  antigen. 

Therapeutic  trial  of  a Brucella  antigen,  when 
attended  by  exacerbation  of  symptoms  suspected 
to  be  of  Brucella  origin  and  especially  if  followed 
by  remission  and  commensurate  phagocytic  re- 
sponse, is  of  some  confirmatory  diagnostic  im- 
portance. 

Psychologic  Aspects 

Psychoneurosis  may  simulate  brucellosis  or  be 
simulated  by  it.10’11  Psychoneurosis  and  brucel- 
losis may  coexist  by  chance  because  of  the  fre- 
quent occurrence  of  both.  Emotional  states  may 
be  precipitated  or  aggravated  by  chronic  brucel- 
losis or  may  persist  after  recovery,  the  patient 
unconsciously  clinging  to  the  diagnosis  of  a so- 
matic illness  rather  than  accepting  the  more 
onerous  diagnosis  of  psychoneurosis. 

It  may  be  difficult  to  determine  to  what  degree 
the  patient  is  maladjusted  because  of  illness  or  is 
ill  because  of  maladjustment.  The  patient  with 
chronic  brucellosis  and  psychoneurosis  may 
handle  his  neurotic  problems  better  after  allevia- 
tion of  his  somatic  illness.  Conversely,  a patient 
may  recover  from  chronic  brucellosis  more  readily 
if  personality  and  situational  problems  are  re- 
solved. 

Long  delay  in  diagnosis  and  treatment  may 
favor  the  development  of  emotional  elements  in 
the  illness.  Therefore,  psychologic  studies  are 
usually  carried  out  early  in  the  observation  of  the 
patient.  A satisfactory  battery  of  tests  to  sup- 
plement interviews  and  other  data  consists  of 
projective  and  nonprojective  testing  procedures, 
including  the  Cornell  Selectee  Index,  Rorschach 
test,  figure  drawings,  thematic  apperception  test, 

* This  and  other  work  was  aided  by  a grant  from  the  Com- 
mittee on  Scientific  Research  of  the  American  Medical 
Association. 
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, and  others,  and  correlation  of  the  psychologic 
data  with  the  clinical  and  laboratory  findings. 

There  is  an  obvious  need  for  a blending  of  the 
: viewpoints  of  the  internist  and  the  psychiatrist, 
both  in  diagnosis  and  treatment.  When  neces- 
sary, treatment  of  both  the  somatic  and  psycho- 
logic components  of  the  total  illness  may  be 
, carried  out  concomitantly. 

Treatment 

Treatment  of  the  chronic  illness  may  be  placed 
in  three  categories:  (1)  attempts  to  improve  the 
general  condition  of  the  patients,  (2)  antigenic 
therapy,  and  (3)  attempts  to  eradicate  the  organ- 
ism. A high  protein  diet  with  moderate  to  high 
carbohydrate  and  low  fat  content  is  usually  de- 
sirable. The  vitamin  B complex  and  ascorbic 
acid  may  increase  phagocytosis  and  improve 
immune  response.  Anemia  demands  independ- 
ent therapy. 

Specific  Antigenic  Therapy. — The  aims  of 
specific  measures  are  to  increase  the  patient’s 
immune  response  to  Brucella  infection  and  to  de- 
crease Brucella  allergy.  Usually,  these  aims  are 
achieved  concomitantly. 

Brucellin,  a culture  filtrate  prepared  from  all 
three  strains  of  Brucella,  affects  the  course  of  the 
disease  by  producing  a systemic  allergic  reaction 
which,  in  turn,  is  accompanied  by  a neutrophilic 
leukocytosis  and  an  increase  in  immune  opso- 
nins.12  About  25  per  cent  of  chronic  cases  re- 
spond to  its  use.13  Reactions  are  likely  to  be 
severe  and  occasionally  are  deleterious. 

Mixed  heat  or  chemically  killed  Brucella  vac- 
cines may  be  used,  although  the  presence  of  suis 
and  melitensis  strains,  along  with  the  abortus,  is 
productive  of  greater  reactions  in  the  sensitive 
patient.14 

Detoxified  Brucella  vaccine  (Foshay) , prepared 
from  equal  parts  of  nitrous  acid  strains  of  abortus 
and  suis,  is  less  likely  to  produce  reactions  even 
in  the  hypersensitive  patient.  It  is  used  daily  in 
subtolerance  doses.15 

M.B.P.  (Castaneda),  an  antigen  prepared  from 
soluble  fractions  with  partially  ground  Brucella 
of  all  three  species,  is  given  subcutaneously,  usu- 
ally twice  weekly,  with  the  aim  of  desensitization 
with  minimal  reaction.16 

Bacterial  antigen  complexes  (BAC,  Hoffmann), 
made  from  each  separate  species  of  Brucella  by  a 
precipitation  process,  gives  promise,  after  experi- 
mental use  for  a period  of  one  year,  of  bringing 
about  desensitization  and  immune  response 
rapidly,  even  in  the  hypersensitive  patient.*5'17 
It  is  used  intradermally. 

Brucella  abortus  vaccine  (bacterin),  made 
from  heat-killed  Brucella  abortus  organisms 

* This  work  was  aided  by  a grant  from  the  Lilly  Research 
Laboratories. 


alone,  is  given  intramuscularly  in  subtolerance 
doses  of  any  dilution  necessary  to  avoid  more 
than  slight  and  fleeting  reaction.  It  has  been 
successful  in  production  of  phagocytic  response, 
desensitization,  and  lasting  recovery  from  clini- 
cal symptoms  in  about  50  per  cent  of  over  600 
patients  observed  for  periods  of  one  to  fifteen 
years.  Improvement  has  occurred  in  an  addi- 
tional 35  to  40  per  cent,  many  of  whom  have 
needed  intermittent  treatment.  From  10  to  15 
per  cent  of  the  patients  failed  to  respond  for  vari- 
ous reasons,  including  refractoriness  to  treat- 
ment, inadequate  treatment,  or  other  concurrent 
disease.18 

Criteria  of  response  are  based  on  clinical  evalu- 
ation and  phagocytic  response.  Usually,  an  in- 
creasing phagocytic  index  will  parallel  improve- 
ment, since  desensitization  and  immunologic  re- 
sponse are  likely  to  accompany  each  other. 

Chemotherapy  and  Antibiotics. — Various  of  the 
sulfonamides  may  influence  the  course  of  chronic 
brucellosis  favorably  but  in  a much  smaller  per- 
centage than  in  the  acute  febrile  illness.  Cure  is 
unlikely. 

Penicillin  has  no  apparent  effect  against  Bru- 
cella infections,  acute  or  chronic. 

Streptomycin  alone  is  likely  to  affect  the  acute 
or  subacute  febrile  illness  favorably  with  early 
remission,  but  relapse  occurs  in  the  majority.  In 
the  chronic  illness,  little  is  to  be  expected  from 
streptomycin  alone,  although  remissions  may 
occur.19 

Streptomycin  and  sulfadiazine  combined  may 
result  in  clinical  recovery  and  perhaps  actual 
cure.9'20-21  This  measure  should  be  reserved  for 
patients  who  fail  to  make  complete  or  lasting  re- 
sponse to  more  conservative  measures  or  for 
special  indications,  such  as  severe  infections  or 
those  presumably  recently  acquired,  with  the 
hope  of  preventing  tissue  or  intracellular  en- 
trenchment of  the  organism. 

There  is  a growing  tendency  to  give  streptomy- 
cin, alone  or  in  combination  with  sulfadiazine, 
without  regard  to  the  toxic  manifestations. 
Although  moderately  large  doses  (2  to  4 Gm. 
daily)  may  be  justifiable  to  initiate  treatment  in 
order  to  overwhelm  the  organism  and  to  prevent 
establishment  of  tolerance,  the  drug  should  be 
withdrawn  at  once  at  the  appearance  of  any  evi- 
dence of  eighth  nerve  dysfunction,  such  as  tinni- 
tus, giddiness,  vertigo,  visual  disturbance,  un- 
steadiness of  gait,  or  impairment  of  hearing.  Care- 
ful distinction  must  be  made  between  the  toxic 
effects  of  streptomycin  and  sulfadiazine.  Ap- 
parently, permanent  damage  to  the  eighth  nerve 
function  from  too  large  dosage  or  its  continued 
use  after  the  onset  of  toxic  symptoms  may  occur. 
Duration  of  treatment  with  streptomycin  should 
be  from  seven  to  twenty-one  days,  depending 
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upon  dosage  employed,  clinical  response,  and 
possible  toxic  manifestations.  Sulfadiazine,  un- 
less in  itself  toxic,  should  be  continued  for  twenty- 
one  days. 

It  is  to  be  hoped  that  an  effective  antibiotic 
will  be  found  which  is  less  toxic  than  streptomy- 
oin.  Whereas  Polymyxin  (Aerosporin  A)  used 
experimentally  has  given  promising  results  in 
acute  cases,  there  is  growing  evidence  that  it  is 
nephrotoxic.  It  has  failed  to  demonstrate  its 
curative  effect  in  guinea  pigs  experimentally 
inoculated  with  Brucella  suis.  Chloromycetin 
has  not  been  evaluated  in  human  brucellosis.  Its 
toxicity  is  thought  to  be  of  the  order  of  strepto- 
mycin. Other  antibiotics,  notably  aureomycin, 
are  in  process  of  investigation. 

Summary 

Chronic  brucellosis  is  discussed  from  the  stand- 
point of  diagnosis,  differential  diagnosis  from 
psychoneurosis  (with  the  evaluation  of  both  com- 
ponents when  they  coexist),  and  treatment.  Use 
of  the  battery  of  diagnostic  procedures  rather 
than  individual  tests  is  emphasized.  Caution  in 
the  use  of  streptomycin  is  stressed. 
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BRITISH  DOCTORS  FLOODED  WITH  PATIENTS 


British  doctors  are  so  flooded  with  patients  under 
the  National  Health  Service  that  they  do  not  have 
time  to  examine  serious  cases,  reports  the  regular 
London  correspondent  of  the  Journal  of  the  American 
Medical  Association. 

“With  the  onset  of  colder  weather,  doctors  now 
complain  that  they  are  so  flooded  with  patients  un- 
der the  National  Health  Service  that  they  do  not 
have  time  for  the  examination  of  serious  cases. 

“Hypochondriacs  and  persons  who  have  only  such 
ailments  as  slight  colds,  for  which  they  would  not 
trouble  a doctor  if  they  had  to  pay,  come  in  numbers. 

“At  the  first  annual  meeting  of  the  Executive 
Councils’  Association  of  the  National  Health  Service, 
the  Minister  of  Health,  Mr.  Bevan,  confirmed  this 


waste  and  referred  to  other  forms  of  waste  as  follows: 
“ ‘Because  things  are  free  is  no  reason  why  peo- 
ple should  abuse  their  opportunities.  This  is  a very 
great  test  of  the  maturity  of  the  British  people,  in  so 
far  as  they  have  all  the  resources  of  the  medical 
profession  at  their  disposal  without  charge.  The 
general  practitioner  has  a very  great  responsibility. 
Overprescribing  can  be  as  bad  as  underprescribing. 
Some  general  practitioners  are  very  conscious  of  the 
impressiveness  of  long  lists  of  drugs  in  their  prescrip- 
tions on  the  psychology  of  their  patients.’ 

“Mr.  Bevan  said  that  it  seemed  that  an  extraor- 
dinary proportion  of  the  population  had  bad  sight. 
The  rush  for  spectacles  had  been  so  great  that  it  had 
overtaken  productive  capacity.” 


THE  CONSERVATIVE  AND  SURGICAL  MANAGEMENT  OF  ETHMOID 
AND  SPHENOID  SINUSITIS 

Stuart  L.  Craig,  M.D.,  New  York  City 


IT  IS  my  purpose  in  this  paper  to  present  briefly 
conclusions  based  on  clinical  experience  in 
hospital  and  private  practice.  The  breadth  of 
(this  subject  forbids  the  complete  coverage  of  all 
the  aspects  of  disease  of  the  ethmoid  labyrinth 
and  sphenoid.  This  is  especially  true  of  their 
relation  to  involvement  of  the  other  accessory  si- 
nuses to  which  they  are  so  intimately  related 
anatomically  and  by  communication. 

Any  consideration  of  sinusitis  as  to  treatment 
must  begin  with  causes,  more  especially  in  chronic 
sinusitis  where  prevention  is  often  the  only  satis- 
factory cure.  Factors  of  cause  are  as  follows:  cli- 
mate, occupational,  hygienic,  lowered  resistance, 
glandular  dyscrasia,  neglected  acute  sinusitis, 
neglected  abnormalities  of  nose  and  throat,  and 
neglected  allergies.  The  prevalence  of  sinusitis  on 
the  eastern  seaboard  and  crowded  cities  as  against 
relative  freedom  from  sinus  involvement  in  Eng- 
land and  France  where  the  climate  is  as  change- 
able and  inclement  and  more  foggy  and  damp 
would  lead  to  the  conclusion  that  the  American 
way  of  life,  with  its  steam  heat  and  habitual  over- 
heating of  homes  and  business  offices,  leads  to 
changes  in  the  nasal  mucosa.  This  process  is  re- 
versed in  summer  with  air  conditioning.  The 
rapid  transition  from  heat  to  cold,  or  cold  to  heat, 
puts  an  undue  strain  on  the  mucous  membranes  of 
the  nose  and  throat. 

The  atmosphere  of  our  large  cities  is  impreg- 
nated with  dust,  pulverized  rubber,  gases,  etc.,  and 
is  detrimental  to  healthy  membranes,  increases 
irritation  when  they  are  infected  or  inflamed,  and 
predisposes  to  inflammation  and  bacterial  inva- 
sion. Climatic  conditions  play  an  important  role 
in  the  incidence  and  continuation  of  sinus  condi- 
tions. No  climate  is  perfect,  but  the  West  Indies, 
Puerto  Rico,  Santo  Domingo,  the  desert  climates, 
and  high  dry  areas  of  this  country  are  nearest  to 
.ideal  for  nose  and  throat  conditions,  both  from 
1 the  standpoint  of  maintaining  normal  membranes 
in  the  nasal  cavities  and  sinuses  and  for  the  resolu- 
tion of  the  condition  when  these  areas  are  dis- 
eased. The  habit  of  the  American  people  of 
sleeping  with  open  windows  is  not  sound,  espe- 
cially during  inclement  weather  and  when  respira- 
tory inflammation  or  infection  is  present.  Ven- 
tilation is  essential,  but  it  should  be  accomplished 
without  undue  exposure. 

We  are  confronted  constantly  with  the  neces- 
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sity  of  advising  our  patients  as  to  a suitable  cli- 
mate for  the  individual  case.  Sending  patients 
away  always  involves  economic  and  social  prob- 
lems, especially  with  children  who  must  continue 
their  educational  program  away  from  family  and 
normal  home  life.  No  case  should  ever  be  sent 
away  until  active  infection  has  been  controlled. 
The  place  of  exile  should  be  thoughtfully  chosen 
and  provision  made  for  treatment  and  supervision 
in  the  new  environment. 

Conservative  treatment  of  sinusitis  should  ac- 
cept all  factors  of  the  general  physical  condition. 
Due  consideration  must  be  given  to:  (1)  all  die- 
tary factors,  including  carbohydrate  block;  (2) 
vitamin  deficiency,  specifically  A,  B,  C,  and  D; 
(3)  environmental  check,  as,  for  example,  of  the 
person  whose  occupation  gives  constant  mental 
and  physical  fatigue  to  contribute  to  lowered 
resistance,  and  (4)  glandular  dyscrasias  are 
known  to  have  a definite  effect  on  nasal  mucous 
membrane,  the  most  usual  being  hypothyroidism, 
but  the  adrenal  and  pituitary  are  also  to  be  con- 
sidered. The  administration  of  hormones  are  of- 
ten used  to  advantage,  but  all  persons  needing 
such  treatment  should  be  followed  and  prescribed 
for  by  a specialist  of  that  field. 

Any  suspicion  of  allergy  manifested  in  the  nasal 
mucous  membrane  should  be  promptly  studied. 
Allergic  changes,  plus  bacterial  invasion,  will 
block  drainage  of  the  sinuses  and  thus  present  a 
problem  of  approach  to  the  infection.  Recently, 
many  antihistamine  drugs  have  been  put  on  the 
market — Benadryl,  Pyribenzamine,  etc.  These 
drugs  relieve  symptoms  and  have  a definite  place 
in  treatment  and  relief  from  discomfort  but  do  not 
relieve  the  underlying  cause.  The  only  real  ap- 
proach is  to  determine  the  allergy  and  institute 
measures  for  permanent  relief. 

The  common  cold  and  acute  sinus  infection 
should  be  treated  promptly  and  efficiently  to  pre- 
vent residual  changes  in  the  mucous  membrane. 
This  is  especially  true  in  children  who  are  too  of- 
ten neglected  because  of  the  fear  that  they  will  be 
overtreated  or  manipulated  too  strenuously.  The 
removal  of  diseased  tonsils  and  adenoids  elimi- 
nates a very  important  source  of  reinfection  of  the 
sinuses.  The  correction  of  all  forms  of  nasal  ob- 
struction, i.e.,  anatomic  and  polypi,  is  essential 
for  free  drainage  and  ventilation. 

The  use  of  vaccines,  both  for  prevention  and 
cure,  is  extensively  advocated.  The  administra- 
tion of  influenza  virus  vaccine  and  the  new  pneu- 
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mococcus  saccharides,  both  A and  B,  is  often  use- 
ful in  upper  respiratory  infections  in  susceptible 
individuals.  Autogenous  vaccine  or  polyvalent 
stock  vaccine  are  indicated  where  infections  are 
resistant. 

Thorough  x-ray  study  of  the  sinuses  should  be 
done  to  determine  the  extent  and  distribution  of 
disease  in  the  lining  mucous  membrane.  X-ray 
pictures  should  always  be  made  before  any  ma- 
nipulation for  diagnosis  or  treatment,  because  if 
they  are  made  afterwards,  any  blood  present  will 
give  a false  picture.  All  views  should  be  pre- 
sented, particularly  the  stereo,  and,  for  the  sphe- 
noid, the  verticosubmental  position  is  the  most 
adequate  diagnostic  view. 

Careful  study  of  the  infecting  organism  of  the 
nose,  throat,  and  sinus  cavities  should  be  made  by 
direct  culture.  Our  cultures  are  made  from  the 
nasopharynx  by  use  of  a sterile  swab,  the  ma- 
terial cultured  on  blood  agar  or  in  broth,  and,  in 
addition,  a fixed  smear  is  made.  We  culture  the 
postethmoid  Region  by  using  a long  platinum  loop, 
and  the  material  obtained  is  then  planted  on 
blood  agar  or  broth. 

Sphenoid  cultures  are  made  by  the  instillation 
of  normal  salt  solution  into  the  cavity  by  using  a 
small  sphenoid  canula  and  10-cc.  Luer  syringe. 
The  cavity  is  filled  to  the  point  of  overflow;  then 
the  fluid  is  withdrawn  into  the  syringe  and  cul- 
tured for  study  both  aerobically  and  anaero- 
bically. The  definition  of  the  infecting  organism 
is  of  great  importance  in  determining  the  course 
of  treatment  to  be  followed.  For  example,  a 
true  culture  of  the  sphenoid  often  reveals  an 
organism  of  the  colon  group.  These  organisms 
are  not  susceptible  to  penicillin  or  the  usual  bac- 
tericides but  are  inhibited,  if  not  destroyed,  by 
streptomycin  and  sulfadiazine.  In  such  cases  we 
usually  instill  a solution  of  penicillin  and  strepto- 
mycin, 1,000  units  each  per  cc. 

The  ethmoid  labyrinth,  consisting  of  such  a 
variable  number  of  cells  irregularly  distributed  in 
relation  to  so  many  vital  structures,  should  be 
handled  conservatively,  both  by  treatment  and 
surgical  intervention.  The  sphenoid,  although  a 
single  cell,  because  of  its  location,  demands  the 
same  conservative  approach. 

The  conservative  treatment  of  acute  ethmoidi- 
tis  has  as  its  purpose : elimination  of  infection  and 
inflammation,  establishment  of  drainage,  relief 
from  pain,  and  prevention  of  complications. 
During  the  acute  stage,  our  treatment  consists  of 
a spray  and  packing  of  the  nose  with  a solution  of 
Vs  of  1 per  cent  cocaine  and  x/\  of  1 per  cent  neo- 
synephrine  to  secure  complete  shrinkage.  When 
this  has  been  accomplished,  a pack  of  A.I.G.  is 
inserted  for  ten  minutes.  After  the  ten-minute 
period  the  pack  is  removed  and  the  nose  thor- 
oughly cleansed  with  a spray  of  Alkalol  or  irri- 


gated under  very  low  pressure  with  a normal  Saline 
solution  at  110  F.  Following  this,  the  patient  is 
given  aerosol  penicillin,  50,000  units,  for  twenty 
minutes  and  200,000  units  of  penicillin  intramus- 
cularly. This  treatment  should  be  followed  one 
to  four  times  a day,  depending  on  the  severity  of 
the  infection.  Bed  rest  is  advised  in  a room  of 
even,  warm  temperature  and  proper  humidity 
with  sufficient  sedation  to  keep  the  patient  com- 
fortable. Our  usual  routine  is  one  capsule  of  co- 
pavin  with  5 grains  of  aspirin  every  three  hours 
for  a forty-eight-hour  period.  Neosynephrine, 
y4  of  1 per  cent,  or  isotonic  ephedrine,"  IV2  per 
cent,  prescribed  as  nose  drops,  to  be  followed  by 
an  inhalation  of  a compound  of : 

Mentholis 

Camphora,  aa  grs  XY 
Oleum  Eucalyptus 
Oleum  Pini  Pumilionis,  aa  Zss 
Oleum  Rose  Geranium,  mv 
Liquid  Albolene,  qsad  Z ii. 

One  teaspoonful  of  the  compound  should  be  added 
to  a pint  of  boiling  water  in  a pan  or  jar  and  the 
vapor  inhaled  from  eight  to  ten  minutes  or  as 
long  as  the  solution  vaporizes.  The  eyes  should 
be  carefully  protected  from  the  vapor  during  this 
treatment.  This  solution  is  not  used  in  the  elec- 
tric inhalator  or  kept  boiling  in  the  patient’s 
room.  The  nose  drops  and  inhalation  should  be 
used  three  times  a day. 

After  the  acute  stage  has  subsided,  it  is  often 
desirable  to  use  a solution  of  penicillin,  500  units 
per  cc.,  by  the  Proetz  displacement  method.  In 
our  practice  we  have  been  using  a modification  of 
the  Proetz  technic — our  technic  consisting  of  the 
instillation  into  one  anterior  naris  of  10  cc.  of  the 
penicillin  solution  by  Luer  syringe,  using  a glass 
bulb  tip  and  applying  suction  to  the  opposite  na- 
ris with  a glass  bulb  tip  in  which  a small  hole  is 
present  so  that  the  pressure  and  vacuum  can  be 
controlled  by  the  manipulation  of  the  finger  of  the 
operator.  Before  this  procedure  the  mucous 
membrane  of  the  nose  has  been  shrunk  with  neo- 
synephrine, y4  of  1 per  cent,  and  cocaine,  Vs  of 
1 per  cent,  or  2 per  cent  butyn.  The  patient  is 
treated  while  sitting  upright,  but  the  head  is  tilted 
backward  to  secure  as  nearly  as  possible  the 
original  Proetz  position.  A vacuum  of  150  mm. 
of  mercury  is  usually  sufficient. 

Using  tip  suction  with  long  cannulae  varying  in 
size  is  very  useful  for  removing  retained  exudate 
in  the  recesses  of  the  nasal  cavities  and  in  the 
sinuses.  We  use  it  before  and  after  the  Proetz 
displacement.  It  is  particularly  useful  where  the 
material  is  thick  and  tenacious  and  not  removable 
by  manipulation  or  irrigation. 

Acute  sphenoiditis  is  all  too  often  an  unrecog- 
nized condition,  because  the  pain  and  symptoms 
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are  so  erratic  as  to  make  localization  of  the  pathol- 
ogy difficult.  Sphenoidal  pain  may  be  referred  to 
almost  any  area  which  is  innervated  by  the  fifth 
nerve.  When  we  are  confronted  with  complaints 
of  pain  in  the  distribution  of  this  nerve,  an  investi- 
gation of  the  sphenoid  is  indicated.  It  is  often 
sufficient  to  open  the  sphenoid  with  an  applicator 
moistened  with  2 per  cent  cocaine,  butyn,  or  pro- 
caine, with  neosynephrine,  V*  of  1 per  cent,  to 
give  relief  of  the  pain  and  promotion  of  drainage. 
|If  it  is  possible  after  opening  and  shrinking  of  the 
orifice,  irrigation  with  normal  saline  110  F.  fol- 
lowed by  instillation  of  penicillin,  500  units  per 
cc.,  is  desirable. 

The  home  treatment  for  acute  sphenoiditis  is 
the  same  as  that  cited  for  acute  ethmoiditis — 
briefly,  shrinkage,  steam  inhalation,  sedation, 
rest,  even  room  temperature,  copavin,  aspirin, 
penicillin  by  inhalation,  and  injection. 

The  relation  of  the  antrum  to  the  ethmoid  cells 
(must  always  be  remembered.  The  possibility  of 
jthe  antral  approach  to  the  ethmoid  is  not  to  be 
disregarded.  It  is  often  advisable  to  investigate 
the  antrum  in  acute  ethmoiditis,  even  though  the 
indications  are  not  evident.  To  do  this,  irrigate 
the  antrum  through  the  natural  orifice  with  nor- 
imal  saline  110  F.,  and  follow  this  by  the  instilla- 
jtion  of  penicillin,  500  units  per  cc.  The  heat  of 
(the  saline  solution  is  valuable  in  facilitating 
(drainage  and  relieving  congestion  in  the  ethmoid, 
and  the  instilled  penicillin  acts  as  a continuing 
Inhibition  to  the  infecting  organisms. 

Treatment  of  chronic  ethmoiditis  includes  the 
removal  of  all  obstructions  to  drainage  and  ven- 
tilation, nasal  shrinkage,  A.I.G.  packs,  Proetz 
displacement  with  penicillin,  streptomycin,  or 
both,  and  sulfadiazine  in  ethanolamine  solution, 
iusing  these  solutions  either  alone  or  in  combina- 
tion, depending  on  the  bacteriology.  Attention 
ishould  also  be  paid  to  hygienic,  dietary,  and  oc- 
cupational factors,  climate  change  if  indicated, 
and  possible  correction  of  allergic  influences,  both 
(fundamental  and  symptomatic.  The  administra- 
tion of  vitamins  should  be  in  large  amounts.  A 
'full  coverage  of  all  possible  general  conditions 
which  might  influence  nasal  pathology'  should  be 
(made. 

The  use  of  aerosol  penicillin  in  chronic  cases  is 
not  so  effective  as  in  acute  and  subacute  condi- 
tions. If  used,  it  should  be  given  intensively  at 
least  twice  a day  for  a period  of  two  weeks,  more 
often  if  practical,  and  at  the  same  time  intramus- 
cular injections  should  be  given,  200,000  units 
twice  daily. 

The  operative  treatment  of  chronic  ethmoiditis 
presents  one  of  the  most  difficult  problems  of 
nasal  surgery,  and  one  which  has  not  been  realis- 


The  middle  turbinate  which  divides  the  anterior 
and  posterior  ethmoid  labyrinth  is  the  crux  of  the 
whole  matter.  Whether  the  middle  turbinate 
should  or  should  not  be  removed  and  the  ethmoid 
exenterated  as  a whole,  or  whether  the  ethmoid 
should  remain  intact  or  as  intact  as  possible  is  the 
main  point  in  question  in  any'  ethmoid  surgical 
procedure.  When  I began  to  practice  as  an  asso- 
ciate of  Dr.  Coakley  in  1912,  it  was  considered 
good  surgery  to  remove  the  entire  middle  turbin- 
ate and  the  entire  ethmoid  labyrinth  in  so  far  as 
possible  by  the  intranasal  approach.  Since  that 
period,  many  operations  have  been  advocated  for 
radical  ethmoidal  exenteration,  wherein  the  entire 
ethmoid  is  removed,  or  as  far  as  is  physically  pos- 
sible. I have  done  these  operations  and  have  seen 
the  results  of  numerous  other  surgeons,  and  the 
results  have  been,  in  my  observation,  uniformly 
unsatisfactory,  because,  whereas  the  diseased 
ethmoid  has  been  removed,  the  patient  has  been 
left  with  a nasal  condition  which  requires  con- 
tinual treatment  and  the  normal  function  of  the 
nose  has  been  destroyed.  These  individuals  are 
subject  to  continual  crusting  and  constant  reinfec- 
tion, and  the  effect  of  the  loss  of  the  nasal  func- 
tions on  the  nasopharynx,  pharynx,  larynx,  tra- 
chea, and  bronchi  is  evident  as  constant  inflam- 
mation and  infection  of  these  areas.  In  my  opin- 
ion the  intranasal  exenteration  of  the  ethmoid  is 
not  indicated  unless  the  middle  turbinate  and  the 
ethmoid  labyrinth  have  ceased  to  be  a functioning 
part  of  the  respiratory  mechanism.  If  there  is 
complete  degeneration  of  the  turbinate  and  eth- 
moid cells,  they  can  be  treated  as  no  longer  of 
value.  I believe  the  proper  approach  to  chroni- 
cally diseased  ethmoids  is  the  external  route, 
either  by  the  antrum  or  edge  of  the  orbit.  By 
this  approach  the  diseased  cells  can  be  more  easily 
removed,  leaving  the  functioning  middle  and  su- 
perior turbinate  and  the  nasal  mucous  membrane 
intact.  The  transantral  approach  to  the  ethmoid 
is,  in  my  opinion,  the  proper  one  for  the  elimina- 
tion of  chronically'  diseased  ethmoid  cells,  and 
through  this  approach  the  sphenoid  can  be  ex- 
plored and  widely  opened. 

Our  instruments  for  the  ethmoid  operation  do 
not  include  curetes.  We  use  the  Gruenwald  for- 
ward biting  punch,  the  Faraci  punch  and  Knight’s 
nasal  biting  forcep,  or  other  similar  forceps. 
These  instruments  are  self-limited  in  their  bite 
and  are  relatively  safe.  The  curet  is  not  so  effec- 
tive or  as  free  from  hazard  and  has  no  place  in  eth- 
moid surgery. 

Chronic  disease  of  the  sphenoid  is  far  more 
prevalent  than  is  usually  accepted.  Because  of 
the  relation  of  the  sphenoid  to  the  optic  nerve  and 
tissues  of  the  orbit,  it  is  of  far  greater  importance 
than  the  involvement  of  the  locale.  When  I was 


184 


STUART  L.  CRAIG 


[N.  Y.  State  J.  M. 


with  Dr.  Coakley,  he  pointed  out  that  disease  of 
the  sphenoid  did  not  have  to  be  evidenced  by- 
exudation  but  that  a loss  of  lining  mucous  mem- 
brane, roughening  of  the  wall,  or  marked  thicken- 
ing of  the  lining  mucous  membrane  was  sufficient 
indication  of  disease.  We  have  demonstrated 
this  many  times  in  our  practice  by  examination  of 
the  sphenoid  with  a probe  and  have  found  either 
a thickened  mucous  membrane  or  denuding,  indi- 
cating the  presence  of  disease.  Our  sphenoid 
findings  in  patients  who  are  suffering  from  eye 
conditions  have  added  significance. 

Retrobulbar  neuritis,  choroiditis,  optic  neuri- 
tis, and  glaucoma,  as  ophthalmologic  diag- 
noses, render  any  involvement  of  the  sphenoid  and 
ethmoid  of  major  importance  and  justify  our 
opening  and  draining  these  regions  on  findings 
that  would  be,  without  the  eye  involvement, 
insufficient  to  warrant  surgery. 

I repeat  that  a large  percentage  of  the  carefully 
made  cultures  of  the  sphenoid  reveal  an  infection 
caused  by  the  bacilli  of  the  colon  group,  the 
pathogenesis  of  which  is  in  question  but  the  tox- 
icity of  which  is  known.  The  value  of  streptomy- 
cin in  these  infections  is  not  fully  established  but 
has  proved  sufficient  to  indicate  its  use  by  irriga- 
tion and  instillation. 

The  treatment  of  chronic  disease  of  the  sphe- 
noid would  be  along  the  same  lines  recommended 
for  the  ethmoids  except  that  the  sphenoid  is  a 
single  cavity,  and  this  makes  drainage  and  the 
instillation  of  bactericides  possible.  Treatment 
here  is  accomplished  by  shrinkage  of  the  orifice, 
irrigation  with  hot  normal  saline,  and  the  instil- 
lation of  penicillin,  1,000  units  per  cc.,  streptomy- 
cin, 1,000  units  per  cc.,  or  a mixture  of  both.  The 
cavity  is  left  filled  with  the  solution. 

Surgery  of  the  sphenoid  should  consist  in  the 
removal  of  only  the  posterior  one  third  of  the  mid- 
dle turbinate  or  fracturing  it  over  sufficiently  to 
free  the  sphenoid-ethmoid  angle,  thus  enabling  us 
to  open  freely  the  anterior  wall  of  the  sphenoid 
and  the  posterior  ethmoid  cell,  which  is  almost  in 
constant  relation.  The  anterior  wall  of  the  sphe- 
noid should  be  removed  in  its  medial  superior  and 
lateral  aspects  to  a sufficient  degree  to  attain  a 
fair  opening,  and  then  the  floor  removed  as  far  as  is 
physically  expedient. 

The  sphenoid  is  opened  with  a Schaffer  curet, 
the  thin  end  of  the  blade  inserted  into  the  orifice, 
working  downward  only,  or  with  small  Faraci 
forcep,  and  the  same  technic  used.  The  lining 
mucous  membrane  of  the  sphenoid  is  not  removed 
because  of  the  danger  of  direct  extension  of  infec- 
tion to  the  meninges. 

It  is  usually  impossible  to.  remove  the  front  wall 
of  the  sphenoid  below  sufficiently  to  avoid  leaving 
the  floor  at  a lower  level  than  the  opening.  This 
results  in  a pocket  which  interferes  with  drainage, 


but  it  is  unwise  to  expose  the  cancellus  bone  of  the 
floor,  as  this  leads  to  excessive  granulation. 

The  postoperative  treatment  of  a surgically 
opened  ethmoid  and  sphenoid  should  consist  of 
constant  observation  and  daily  cleansing  of  the 
area.  The  more  completely  infection  is  con- 
trolled, the  less  these  areas  will  granulate.  Our 
procedure  is  200,000  units  of  penicillin  intramus- 
cularly twice  a day  for  one  week,  beginning  the 
day  of  the  operation,  and  the  use  of  a nasal  spray 
of  penicillin,  500  units  per  cc.  every  two  hours, 
with  1,000  units  per  cc.  of  streptomycin  in  the 
spray  if  a gram-negative  organism  has  been  dem- 
onstrated. As  soon  as  the  operative  reaction 
has  subsided,  we  irrigate  daily  with  normal  saline 
and  instill  penicillin  or  streptomycin  or  a mixture 
of  both.  When  granulations  appear,  they  should 
be  controlled  with  99  per  cent  trichloracetic  acid, 
50  per  cent  silver  nitrate,  actual  cautery,  figura- 
tion, or  operative  removal.  It  is  essential  after 
these  operations  that  the  infection  be  controlled 
and  the  granulations  kept  in  abeyance  if  the 
openings  are  to  be  maintained. 

In  conclusion  I would  say  that  the  conservative 
treatment  of  ethmoidal  and  sphenoidal  conditions 
should  be  carried  out  fully  before  we  resort  to 
surgery.  Whereas  our  primary  objective  is  the 
elimination  of  infection  and  the  relief  of  symp- 
toms when  surgery  is  done,  we  must  always  bear 
in  mind  that  too  radical  surgery  will  leave  the  pa- 
tient a nasal  cripple,  render  him  unable  to  live  in 
his  normal  environment,  and  leave  him  in  con- 
stant need  of  treatment.  Although  the  relation 
between  ethmoidal  and  sphenoidal  disease  and 
eye  conditions  is  a matter  of  considerable  contro- 
versy, there  is  enough  evidence  of  the  relation  be- 
tween the  two  to  make  us  examine  these  cases  for 
diagnosis  with  extreme  care,  treat  them  conserva- 
tively, and,  when  treatment  is  not  securing  re- 
sults, resort  to  surgery,  even  though  the  evidence 
would  not  be  sufficient  to  indicate  surgical  inter- 
ference without  eye  involvement. 

Discussion 

David  Robb,  M.D.,  Ithaca. — I think  a good  motto, 
particularly  for  rhinologists,  is  “don’t  leave  the 
patient  worse  off  than  when  you  found  him,”  and 
this  includes  being  prepared  to  do  surgery. 

Dr.  Craig’s  outline  of  treatment  for  acute  ethmoid 
and  sphenoid  sinusitis  certainly  sounds  adequate, 
but  my  reaction  is  that,  with  the  class  of  clientele  we 
in  the  rural  areas  have  to  treat,  it  is  impractical  to 
spend  so  much  time  on  one  patient,  except  in  ex- 
treme cases. 

I am  pleased  to  hear  him  mention  the  antrum  in 
connection  with  the  other  sinuses,  as  I have  found 
irrigation  of  the  antrum  to  be  very  effective  in  some 
cases  of  acute  frontal  sinusitis,  even  though  the 
antrum  itself  was  apparently  not  involved. 

My  routine  treatment  over  a period  of  years  for 
both  acute  and  chronic  sinusitis  has  been  suction, 
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irrigation,  solargentum  packs,  and  diathermy,  and, 
in  the  last  few  years,  penicillin,  300,000  units  intra- 
muscularly every  second  day,  when  indicated. 

I have  not,  as  yet,  had  much  experience  with 
aerosol  penicillin  but,  since  the  article  in  the  Reader’s 
Digest,  find  it  almost  a command  performance. 


As  to  surgery  for  chronic  ethmoiditis,  I am  con- 
vinced that  it  is  sufficient  to  establish  drainage  and 
rarely  necessary  to  attempt  complete  exenteration. 
If  complete  exenteration  is  indicated,  I prefer  the 
external  route  from  the  standpoint  of  safety  and 
thoroughness  of  the  procedure. 


UROLOGIC  MANIFESTATIONS  OF  ACUTE  APPENDICITIS 

Philip  B.  Wels,  M.D.,  and  William  H.  Potter,  M.D.,  Buffalo,  New  York 

( From  the  Surgical  Service  of  the  Edward  J.  Meyer  Memorial  Hospital  and  the  Department  of  Surgery, 
University  of  Buffalo,  School  of  Medicine) 


HREE  cases  of  appendicitis  which  had  not 
been  diagnosed  were  admitted  to  the  urologic 
service  by  our  surgical  residents  last  year.  These 
errors  in  diagnosis  were  made  shortly  after  pres- 
entation of  a study  of  appendicitis  at  this  hospi- 
tal, and  our  attention  was  directed  toward  the 
urologic  manifestations  of  this  disease.  Among  a 
series  of  328  patients  who  were  operated  on  be- 
tween 1941  and  1948  and  in  whom  acute  appen- 
dicitis was  found,  there  were  12  with  sufficient 
urologic  symptomatology  to  constitute  problems 
in  differential  diagnosis.  A*  comparison  of  the 
two  groups  is  shown  in  Table  1. 


TABLE  1.— Comparison  of  All  Patients  with  Acute 
Appendicitis  with  Those  Having  Urologic  Symptomatol- 
ogy 


Average  duration  of  symptoms  be- 
fore admission 

Cases  with 
Urologic 
Mani- 
festations 

94  hours 

All 

Cases 

41  hours 

Incidence  of  diarrhea 

42% 

23% 

Right  lower  quadrant  tenderness 

58% 

81% 

Suprapubic  tenderness 

25% 

6% 

Right  costovertebral  angle  tender- 
ness   

33% 

1.5% 

Average  leukocyte  count 

17,600 

13,700 

Differential  count — polymorpho- 
nuclears 

86% 

76% 

Incidence  of  albuminuria 

33  % 

1.5% 

Red  cells  in  urine 

42% 

1.8% 

Appendix  retrocecal  or  pelvic 

75% 

10.2% 

Total  number  of  cases 

12 

328 

Three  of  the  series  with  urinary  complaints  had 
pain  in  the  right  flank,  one  in  the  right  testis. 
Of  these  12,  each  complained  of  one  or  more  uro- 
logic symptoms.  Three  had  both  frequency  and 
burning,  one  of  whom  had  urgency.  One  had 
burning,  gross  hematuria,  and  right  costoverte- 
bral angle  pain.  One  complained  of  hesitancy, 
nocturia,  and  suprapubic  pain.  Each  of  the 
remaining  five  had  one  of  the  following:  fre- 
quency, burning,  urgency,  dysuria,  or  pain  in  the 
penis.  Between  the  group  with  and  the  group  with- 
out urologic  manifestations,  the  incidence  of  pelvic 


or  rectal  tenderness  failed  to  show  a significant 
difference. 

On  the  average  a 10  per  cent  increase  in  the 
polymorphonuclear  cell  count  was  noted  in  the 
12  patients  with  urinary  difficulties.  Because  of 
the  limited  number  of  cases  in  our  series,  this 
figure  may  not  be  significant. 

Our  policy  of  treatment  for  appendicitis  is 
immediate  operation.  The  delay  in  these  prob- 
lem cases  averaged  twenty-three  and  six-tenths 
hours,  one  having  waited  four  days  and  another 
three  between  the  time  of  admission  and  surgery. 

In  this  hospital,  a McBurney  incision  is  used 
routinely  for  appendicitis  unless  the  diagnosis  is 
questionable  or  a mass  is  felt.  Among  these  12 
cases,  there  were  eight  right  rectus  and  four 
McBurney  incisions.  Six  of  the  appendices  were 
found  to  be  retrocecal,  two  pelvic,  two  with 
spread  inflammation,  one  without  the  location 
recorded,  and  one  in  normal  position.  In  the  12 
patients  with  urinary  complaints,  there  were  four 
perforated  appendices,  three  with  abscess,  and 
one  with  generalized  peritonitis.  These  figures 
are  similar  to  those  of  the  larger  group.  The 
remaining  eight  revealed  nonperforated  acute 
appendicitis. 

In  ten  cases  primary  appendectomy  was  done. 
Drainage  of  an  appendiceal  abscess  with  interval 
appendectomy  was  performed  upon  the  remain- 
ing two.  There  was  one  death,  the  case  with 
generalized  peritonitis. 

The  long  interval  between  the  onset  of  symp- 
toms and  admission  suggests  difficulty  in  diag- 
nosis in  that  the  patient  and  family  physician 
were  not  aware  of  the  appendiceal  nature  of  the 
process.  The  urologic  manifestations  can  be 
explained  by  neighborhood  irritation  of  the  uri- 
nary tract  in  ten  of  the  12  cases.  In  reference  to 
the  difference  in  the  white  blood  cell  counts,  it  is 
interesting  to  note  that  in  acute  pyelonephritis 
the  white  count  is  usually  significantly  higher 
than  in  acute  appendicitis.  One  wonders  whether 
the  difference  encountered  in  this  study  may  be 
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accounted  for  by  the  secondary  involvement  of 
the  urinary  tract. 

Case  Reports 

Case  1. — A.  S.,  a thirty-three-year-old  white  man, 
was  admitted  to  the  urologic  service  on  January  6, 
1947,  complaining  of  diarrhea  for  two  weeks  dura- 
tion, frequency,,  dysuria,  nocturia,  and  suprapubic 
pain  for  four  days.  Physical  examination  revealed 
the  following:  temperature,  99.8  F.  (rectal),  pulse, 
92,  and  suprapubic  tenderness  and  spasm.  Rectal 
examination  revealed  the  sphincter  tone  to  be  nor- 
mal, prostate  boggy,  and  right  seminal  vesicle 
thickened.  Urine  was  not  remarkable.  The  admis- 
sion diagnosis  was  prostatitis  and  seminal  vesiculitis. 

On  the  second  hospital  day  the  temperature  was 
100.2  F.  and  the  pulse,  92.  There  were  lower  ab- 
dominal tenderness  and  spasm,  more  marked  on  the 
right,  with  rebound  tenderness  localized  to  the  right 
lower  quadrant.  Rectal  examination  showed  a 
questionable  tender  mass  high  on  the  right.  White 
blood  count  was  10, 120. 

On  the  third  hospital  day  the  temperature,  98.6 
F.  (rectal).  There  were  spasm  and  tenderness 
localized  to  the  right  lower  quadrant.  While  the 
urine  remained  normal,  the  white  count  increased  to 
22,000,  and  the  patient  was  transposed  to  the  surgi- 
cal service. 

On  the  fourth  hospital  day  the  symptoms  de- 
creased, and  the  rectal  mass  became  definite.  At 
operation,  on  the  fifth  hospital  day,  an  appendiceal 
abscess  was  found  at  the  pelvic  brim  with  a fecalith 
lying  near  the  iliac  vessels  and  ureter.  Postopera- 
tively,  urinary  burning  continued  for  ten  days,  al- 
though the  urine  specimens  examined  remained 
normal.  At  interval  appendectomy,  ten  weeks  after 
initial  drainage,  the  appendix  was  found  over  the 
pelvic  brim,  its  distal  half  missing.  The  patient  was 
asymptomatic  at  follow-up  visit  seven  months  post- 
operatively. 

Case  2. — M.  S.,  a thirty-three-year-old  white 
woman,  a graduate  nurse,  was  admitted  to  the 
urologic  service  October  2,  1947,  complaining  of 
urinary  frequency  and  urgency  for  the  past  three 
weeks,  chills  and  diarrhea  for  three  days,  and 
crampy  periumbilical  pain  for  one  day.  She  had  a 
normal  bowel  movement  and  vomited  the  morning 
of  admission.  Past  history  revealed  that  she  had 
passed  a urinary  calculus  three  and  one-half  years 
ago  and  had  had  pyuria.  Two  years  before  admis- 
sion, skin  and  agglutination  tests  for  brucellosis 
were  positive. 

On  physical  examination  her  temperature  was  100 
F.  (rectal)  and  pulse,  90.  Her  nasopharynx  was 
injected,  and  there  were  palpable  cervical  nodes. 
She  exhibited  suprapubic,  right  costovertebral  angle 
and  slight  epigastric  tenderness.  Catheter  urine 
showed  no  albumin,  an  occasional  white  blood  cell  per. 
high  power  field,  and  scattered  gram-negative  bacilli. 
The  residual  urine  measured  45  cc.  Leukocyte  blood 
count  numbered  19,500;  polymorphonuclears  92 
per  cent.  Her  blood  urea  was  20  mg.  per  cent. 
Admission  diagnosis  was  “cystitis  or  pyelonephritis; 
brucellosis  to  be  ruled  out.” 

By  the  third  hospital  day  her  pain,  tenderness, 


and  spasm  shifted  to  the  right  lower  quadrant  and 
the  right  flank.  Her  temperature  remained  at  98.8 
F.  (rectal)  with  a pulse  of  98.  White  cells  were 
21,000  and  polymorphonuclears  84  per  cent.  This 
day  she  was  transposed  to  the  surgical  service,  and 
an  appendectomy  was  performed.  The  appendix 
was  found  lateral  to  the  cecum,  overlying  the  ureter, 
gangrenous,  and  with  apparent  pus  which  contained 
Bacterium  coli.  Urine  culture  on  the  fourth  post- 
operative day  showed  B.  coli  anaerogenes,  Staphylo- 
coccus albus  hemolyticus  and  anhemolyticus  and  B. 
fecalis  alkaligenes.  Eight  weeks  postoperatively  the 
patient  was  asymptomatic. 

Case  3. — J.  T.,  a forty-year-old  Negro  man,  was 
admitted  to  the  urologic  service  October  13,  1947, 
complaining  of  sharp,  knifelike,  periodic,  right, 
costovertebral  angle  pain  radiating  to  the  right  flank 
and  near  the  inguinal  ring,  with  chills  and  fever  of 
one  week  duration.  Physical  examination  showed 
his  rectal  temperature  to  be  100  F.  and  pulse  90. 
In  his  chest  there  were  rales  at  the  left  base.  There 
were  right  flank  tenderness,  spasm  and  rebound 
tenderness,  and  right  costovertebral  angle  tender- 
ness. V oided  urine,  uncentrifuged,  was  found  to  con- 
tain eight  to  ten  white  blood  cells  and  four  to  five  red 
blood  cells  per  high  power  field.  White  count  was  10,- 
800.  In  the  kidney,  ureter,  and  bladder  x-ray  no  cal- 
culi were  seen.  Admission  diagnosiswas  right  ureteral 
calculus.  The  pain  continued  for  four  days.  On  the 
third  hospital  day  his  temperature  had  risen  to  100.8 
F.  rectally,  pulse  to  98.  A questionable  right  upper 
quadrant  mass  was  felt.  On  the  fourth  hospital 
day  he  was  transposed  to  the  surgical  service,  and 
an  appendiceal  abscess,  lateral  to  the  ascending  colon, 
was  drained.  Peritoneal  culture  grew  B.  coli  and 
S.  albus  hemolyticus.  On  the  eighteenth  postopera- 
tive day,  asymptomatic,  he  was  discharged  to  the 
outpatient  department.  On  the  twenty-eighth 
postoperative  day  he  developed  coryza;  on  the  thir- 
tieth day  fever,  sharp  right  lower  quadrant  pain, 
nausea  and  vomiting. 

Thirty-three  days  postoperatively  he  was  re- 
admitted with  a rectal  temperature  of  101.4 
F.,  pulse,  108,  pharynx  injected,  a right 
lower  quadrant  granulating  wound  overlying  a 
tender,  orange-sized  mass  and  a while  count  of 
8,900.  Incision  and  drainage  of  the  abscess  and 
right  lumbar  gutter  gave  vent  to  50  cc.  of  foul,  yel- 
low-green pus.  B.  coli  and  S.  aureus  hemolyticus 
were  reported  from  culture.  Twenty-two  days 
after  this  second  admission  the  patient  was  dis- 
charged, asymptomatic.  Three  and  one-half 
months  after  the  second  drainage  interval  appendec- 
tomy was  performed,  the  appendix  having  been 
found  posterolateral  to  the  cecum.  For  two  weeks 
postoperatively  the  patient  was  asymptomatic. 

Summary 

1.  Twelve  cases  of  appendicitis  with  urologic 
manifestations  are  analyzed. 

2.  Three  cases  are  presented  which  were 
misdiagnosed  on  admission,  sent  to  the  urologic 
service,  and  later  transposed  to  the  surgical  serv- 
ice for  treatment. 


EUSTACHIAN  TUBE  IRRADIATION 

Edmund  P.  Fowler,  Jr.,  M.D.,  New  York  City 
( From  the  Columbia-Presbyterian  Medical  Center) 


THE  use  of  radium  in  the  nasopharynx  for 
excess  lymphoid  tissue  when  it  blocks  the 
; eustachian  tube  and  produces  recurrent  otitis 
media  has  become  an  established  modality  for  the 
, treatment  of  patients  and  the  prevention  of  deaf- 
ness. The  usual  method  now  used  is  shown  in 
Fig.  1 and  consists  of  the  insertion  along  the  floor 
of  the  nose  of  two  0.3  mm.  monel  metal  cap- 
sules containing  50  mg.  of  radium.  The  success 
with  this  method,  which  was  pioneered  by  Crowe 
and  his  associates  at  Johns  Hopkins,  has  become 
i overpopular  on  one  hand  and  has  been  damned 
; as  entirely  worthless  or  extremely  dangerous  on 
the  other.1-3  This  is  the  usual  fate  of  medical 
1 modalities,  but  at  this  time  it  seems  worthwhile 
to  analyze  the  reasons  for  the  diverse  opinions. 
Those  physicians  who  use  radium  in  the  naso- 
j pharynx  primarily  for  alleviation  of  deafness  are 
bound  to  be  disappointed.  Radium  in  the  naso- 
pharynx has  never  been  advocated  as  a “cure”  for 
deafness.  It  simply  improves  the  function  of  the 
eustachian  tube  in  certain  cases  so  that  recurrent 
otitis  media,  whether  it  be  due  to  barotrauma  or 
■ recurrent  infection  in  the  nasopharynx,  may  be 
I helped.  Radium  in  the  nasopharynx  does  not 
I replace  surgical  adenoidectomy.  As  a matter  of 
i fact,  it  is  usually  entirely  unsuccessful  if  hyper- 
trophied midline  adenoids  are  not  removed  sur- 
gically before  its  use.  The  reason  for  this  is 
largely  mechanical.  It  is  virtually  impossible  to 
place  the  radium  applicator  in  a satisfactory 
i position  unless  the  midline  adenoids  have  been 
! removed  previously. 

It  is  manifestly  absurd  to  think  that  radium 
in  the  nasopharynx  will  dissolve  the  adhesions 
— 
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around  the  ossicles  which  are  the  sequelae  of  recur- 
rent infections  in  the  middle  ear  and  the  cause  of 
deafness.  If  the  middle  ear  happens  to  be  filled 
with  fluid  or  edematous  mucous  membrane  at  the 
time  of  treatment,  and  the  application  of  radium 
to  the  nasopharynx  relieves  the  congestion  in  the 
tube  sufficiently  to  allow  this  fluid  or  edema  to 
subside,  there  may  be  relief  of  acute  deafness,  but 
this  deafness  might  also  be  relieved  spontane- 
ously or  by  other  types  of  treatment. 

Chronic  secretory  otitis  media  without  block- 
age of  the  eustachian  tube,  probably  due  to  a 
virus  infection,  although  first  described  many 
years  ago  is  becoming  increasingly  more  preva- 
lent. 

Some  of  these  cases  of  recurrent  secretory  dis- 
eases are  probably  due  to  the  reduction  of  the 
purulent  elements  incident  to  otitis  media  with 
chemotherapy  and  the  antibiotics.  In  such  cases 
excess  lymphoid  tissue  may  be  a factor,  but  the 
virus  types  of  otitis  media  are  usually  not  helped 
by  irradiation  to  the  mouth  of  the  eustachian 
tube.4 

Recent- studies  of  the  histology  of  the  eusta- 
chian tube  reveal  that,  most  commonly,  blockage 
of  the  eustachian  tube  is  from  excess  lymphoid 
tissue  in  the  pharyngeal  orifice.  There  may, 
however,  be  excess  lymphoid  tissue  throughout 
the  entire  length  of  the  eustachian  tube  including 
its  bony  portion.  Small  lymphoid  masses  inside 
the  tube  ordinarily  do  not  mechanically  block  the 
whole  lumen,  but  it  is  conceivable  that  such 
masses  prevent  proper  evacuation  of  mucus  and 
thus  contribute  to  temporary  or  partial  blocking. 

If  the  lymphoid  tissue  responsible  for  blocking 
the  tube  is  lateral  to  the  pharyngeal  orifice,  the 
monel  metal  capsules  of  Crowe  are  usually  unsatis- 
factory for  eustachian  tube  treatment.  One- 


TABLE  1. — Estimated  Tissue  Doses  in  Roentgens  at  Various  Depths  in  Tissue  from  Surface  of  Standard 

Nasopharyngeal  Radium  Applicator*! 


* Exposure * 

Minutes  Mg.-Hr. 

1 Mm. 

2 Mm. 

— Tissue  Depth 

1 Cm. 

2 Cm. 

3 Cm. 

8.5 

7.1 

l,940r 

l,150r 

42r 

13r 

5r 

9 

7.5 

2,050r 

l,215r 

45r 

14r 

5r 

12 

10 

2,740r 

l,620r 

60r 

18r 

7r 

45 

37.5 

10,500r 

6,100r 

225r 

68r 

27r 

* Radium  content,  50  mg.;  active  length,  1.5  cm.7  diameter,  3.0  mm.  of  monel  metal,  0.3  mm.  in  thickness, 
t This  table  was  prepared  by  Dr.  Edith  H.  Quimby  of  the  Department  of  Radiology  of  Columbia-Presbyterian  Medical 
Center.  It  is  not  based  on  actual  measurements  with  a nasopharyngeal  applicator  but  is  developed  from  approximations 
based  on  experiments  with  other  radium  sources.  These  calculated  values  may  be  somewhat  higher  than  the  true  ones,  be- 
cause there  is  not  available  accurate  data  on  the  self-absorption  in  these  particular  capsules  fabsorption  of  the  rays  by  the 
radium  salt  itself). 
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half  millimeter  platinum  capsules,  moderate  volt- 
age x-ray  therapy,  or  a combination  of  the  two 
tend  to  be  more  useful.  On  the  other  hand,  both 
of  these  are  much  more  dangerous  than  the  use  of 
50-mg.  monel  metal  capsules  for  eight  or  nine 
minutes,  particularly  in  children  where  changes 
in  bone  and  cartilage  growth  may  be  affected. 

Comparison  of  the  dosage  reduced  to  gamma 
roentgens  may  be  of  interest  iA  this  regard 
(Table  1). 

It  is  my  impression  that  both  the  original  1- 
mm.  brass  capsule  containing  radon  recom- 


mended by  Crowe  and  the  0.5-mm.  platinum 
capsule  modification  which  I used  from  1939  to 
1944  were  slightly  more  satisfactory  in  the  relief 
of  symptoms.8  On  the  other  hand,  they  are 
more  dangerous  not  only  to  the  patient,  as  men- 
tioned above,  but  also  to  the  physician  handling 
them.  I have  not  yet  heard  of  any  radium  burns 
or  a drop  in  blood  count  among  ear,  nose,  and 
throat  men  using  radium  capsules,  but  I have  seen 
cracked  nails,  particularly  on  the  thumb  of  the 
left  hand  which  had  presumably  been  used  for 
lifting  the  tip  of  the  nose  while  inserting  the  cap- 


(Reprinted  from  Archives  ol  Otolaryngology,  volume  43,  page  X,  January,  1946,  through  courtesy 
of  Thomas  Nelson  & Sons,  New  York  City.) 

Fig.  1.  Schema  traced  from  the  slides  of  the  case  showing  how  far  1 mm.,  1 cm.,  2 cm., 
and  3 cm.  is  from  a capsule  placed  in  the  nasopharynx  through  the  nose  according  to 
the  technic  employed  by  the  author  for  the  irradiation  of  the  eustachian  tube  (See  Table  1 
for  dosages  at  these  distances). 
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i sules.  Likewise,  I have  not  yet  heard  of  any 
; radium  reactions,  either  in  the  secretaries,  nurses, 
• or  other  assistants  of  nose  and  throat  men  using 
( this  modality,  but  certainly  it  is  something  to 
: keep  in  mind,  especially  since  I have  seen  two  50- 
j mg.  capsules  locked  up  in  a secretary’s  desk  less 
| than  two  feet  away  from  her  ovaries.  For- 
I tunately,  the  small  lead  containers  of  the  radium 
I only  remained  there  for  about  two  days,  but  seri- 
j:  ous  accidents  can  occur  unless  essential  precau- 

i tions  necessary  in  the  handling  of  radium  are 
f checked  by  a competent  radium  therapist  and 
j physicist  cognizant  of  the  protective  precautions 
■ necessary  for  those  exposed  to  radium  active  ele- 
I ments. 

Much  more  serious  are  the  reactions  which 
j occur  in  the  patients  with  repeated  irradiation. 

! The  most  serious  reactions  I have  seen  were  in 
| patients  who  have  had  x-ray  therapy  rather  than 

ii  radium  application  or,  in  some  cases, who  have  had 
both.  A continuously  dry  throat  after  very 

i moderate  dosage  of  x-ray  therapy  is  not  unusual 
I in  my  experience.  I have  seen  one  case  where 
j there  was  evidence  of  hypersensitivity  to  radium 


therapy  in  a third  course  of  treatments.  This 
was  in  a young  pathologist  who  had  received  first 
a course  of  deep  x-ray  therapy  with  relief  of  symp- 
toms, then  two  years  later  three  applications  of 
the  monel  metal  50-mg.  capsules  for  eight  and 
one-half  minutes  at  three-week  intervals.  A 
year  later  after  a single  nine-minute  treatment, 
he  developed  a diffuse  bluish-red  appearance  in 
the  entire  nasopharynx  and  the  upper  part  of  the 
pharynx  which  lasted  over  one  month.  Biopsy 
from  the  region  of  the  eustachian  tube  showed 
such  a severe  epithelitis  that  there  was  some  ques- 
tion in  the  mind  of  the  pathologist  as  to  whether 
an  intramucosal  carcinoma  was  not  beginning; 
there  were  many  mitotic  figures  in  the  epithelium 
covering  the  lymphoid  tissue  (Fig.  2). 

It  must  be  remembered  that  previous  irradia- 
tion may  sensitize  tissue  to  further  irradiation 
and  even  to  infection,  particularly  if  large  doses 
are  used. 

Conclusions 

The  use  of  irradiation  of  nasopharyngeal 
lymphoid  tissue  in  the  orifices  of  the  eustachian 


Fig.  2.  Biopsy  from  a region  of  the  eustachian  tube  of  a patient  who  had  received  a high  voltage  radio- 
therapy and  0.5-mm.  platinum  tube  irradiation  in  1941  plus  three  treatments  with  50  mg.  radium  in  a 0.3- 
mm.  monel  metal  applicator  in  1947  and  one  treatment  with  the  same  applicator  for  nine  minutes  one 
month  before  this  biopsy  was  taken  in  1948.  Note  mitotic  figures  in  stratified  squamous  epithelium,  some 
marked  with  arrows. 
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tube  has  been  proved  to  be  a useful  modality  for 
the  control  of  recurrent  otitis  media  and  for  the 
prevention  of  deafness  consequent  thereto.  It 
is  not  a panacea,  however,  for  if  chronic  infection 
of  the  nose  or  chronic  suppurative  disease  in  the 
petrous  bone  is  present,  it  will  be  of  little,  if 
any,  avail. 

Many  ear,  nose,  and  throat  men  are  not  aware 
of  the  cumulative  effects  of  radium  brought  on 
themselves  and  on  their  patients. 

A case  of  epithelitis  due  to  recurrent  usage  of 
this  modality  is  discussed  briefly. 


It  is  the  author’s  belief  that  in  properly  selected 
cases  and  with  due  heed  to  the  indications  and 
dangers  of  repeated  or  excessive  dosage  that 
radium  is  a useful  adjunct  to  the  treatment  and 
prevention  of  otitis  media. 
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BA L (2,3-DIMERCAPTOPROPANOL)  IN  ARSENICAL  OPTIC  NEURITIS 

Bernhard  Dattner,  M.D.,  Irving  H.  Distelheim,  M.D.,  and  Leonard  Meltzer,  M.D., 
New  York  City 

( From  the  Department  of  Dermatology  and  Sy philology,  and  the  Department  of  Neurology,  New  York 
University  College  of  Medicine,  and  the  Third  Medical  ( New  York  University ) Division,  Bellevue 
Hospital ) 


PENTAVALENT  arsenicals  by  their  neuro- 
tropic action  have  proved  to  be  of  definite 
value  in  the  treatment  of  neurosyphilis.  How- 
ever, the  toxic  effects  resulting  chiefly  from  this 
same  neurotropic  tendency,  believed  to  be  pro- 
duced by  the  combining  of  arsenical  compounds 
with  — SH  groups  in  the  tissues,  have  long  posed 
a serious  problem. 

As  early  as  1902,  the  first  pentavalent  arsenical 
atoxyl  was  introduced  by  Blumenthal  and  in  1905 
employed  by  H.  W.  Thomas  for  the  treatment  of 
protozoan  diseases.  Shortly  thereafter,  Ehrlich 
used  different  modifications  of  atoxyl,  among 
them  arsacetin.  In  1915,  Jacobs  and  Heidel- 
berger  developed  tryparsamide,  which  was  not 
clinically  employed  in  this  country  until  1923. 
At  about  the  same  time,  different  pentavalent 
arsenicals  began  to  be  utilized  in  many  countries 
on  the  continent.  Not  one  is  entirely  free  of 
toxic  effects,  although  some  seem  to  be  better 
tolerated  than  others. 

Downs  and  his  associates  found  ocular  reac- 
tions with  definite  contraction  of  visual  fields  in 
52  of  223  patients  treated  with  tryparsamide.1 
In  five  of  these  cases  there  was  sudden  and  com- 
plete, or  almost  complete,  loss  of  vision.  Some 
return  of  vigion  occurred  in  all  within  a few  weeks 
but  with  extensive  residual  damage.  Casten 
reported  a patient  who  had  rapid  failure  of  vision 
with  only  ten  degrees  central  field  remaining 


after  two  tryparsamide  injections.2  Forced 
drainage  of  cerebrospinal  fluid  was  resorted  to  on 
four  occasions  with  improvement  of  vision  to 
20/10  in  both  eyes  and  expansion  of  the  fields 
from  20  to  60  degrees  after  four  months.  King 
described  a patient  with  loss  of  vision  following  a 
third  injection  of  tryparsamide.3  Except  for 
transitory  improvement  in  which  a previously 
noted  central  scotoma  disappeared,  there  was  a 
persistent  contraction  of  the  fields  and  complete 
blindness  four  and  a half  months  later.  Sloan 
and  Woods, reported  loss  of  vision  and  constric- 
tion of  peripheral  fields  after  the  administration 
of  a total  of  3 Gm.  of  tryparsamide.4  Treatment 
with  typhoid  vaccine,  malaria  inoculation,  and 
forced  drainage  of  the  cerebrospinal  fluid  im- 
proved visual  acuity  from  perception  of  shadow 
to  20/30.  Only  a moderate  depression  of  the 
visual  fields  remained  seven  months  later. 
These  same  authors  in  another  study  reported 
acute  and  chronic  reactions  after  treatment  with 
tryparsamide.5  In  the  acute  type  (one  in  16 
cases),  the  patient  became  almost  totally  blind 
within  three  days  after  the  first  injections  of 
tryparsamide.  After  forced  drainage  of  cerebro- 
spinal fluid,  the  fields  and  vision  showed  gradual 
improvement  and  were  almost  normal  eight 
months  later.  In  the  more  frequently  observed 
chronic  reactions  there  is  a definite  tendency 
toward  gradual  improvement  of  the  field  defect 
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if  tryparsamide  is  discontinued.  Kopp  and 
' Solomon  found  that  some  patients  with  toxic 
I amblyopia  due  to  tryparsamide  recovered  if 
treatment  was  discontinued  and  forced  spinal 
fluid  drainage  instituted.6  In  some,  however, 
permanent  damage  had  occurred.  Turvey  stated 
that  permanent  damage  occurred  in  3 per  cent  of 
cases  of  syphilis  of  the  central  nervous  system 
treated  with  tryparsamide.7  He  quotes  Woods 
and  Moon  as  having  found  that  94  per  cent  of  the 
reactions  occurred  between  the  first  and  tenth 
dose.  In  his  series  he  found  the  average  recovery 
, commencing  after  two  weeks. 

British  anti-lewisite  (BAL)  has  been  shown  to 
I be  of  value  in  removing  arsenicals  and  heavy 
metals  from  living  tissue.  There  have  been  re- 
ports on  the  efficacy  of  BAL  in  cases  of  arsenical 
encephalopathy,  but  as  far  as  we  know,  only  one 
' has  appeared  in  the  literature  on  its  use  in  cases  of 
; optic  neuritis.8  Therefore,  we  are  reporting  an 
! additional  case  where  a rapid  reversal  seems  to 
i indicate  the  beneficial  effect  of  the  use  of  a 
1 pentavalent  arsenical  on  optic  neuritis.  The 
action  of  BAL  (2,3-dimercaptopropanol)  lies  in 
preventing  the  previously  mentioned  combination 
of  arsenical  compounds  with  the  — SH  groups  in 
the  tissues.  This  purportedly  takes  place  be- 
cause the  BAL  has  a much  greater  affinity  for 
arsenic  than  tissue  proteins  have.  The  BAL 
may  act  either  by  combining  with  the  arsenicals 
‘ while  they  are  circulating  in  the  blood  or  by  ex- 
I tracting  the  arsenicals  from  combinations  with 
1 the  tissues. 

While  arsenical  optic  neuritis,  when  it  does 
! occur,  is  most  frequently  found  after  therapy  for 
neurosyphilis,  the  following  case  treated  by  the 
authors  at  Bellevue  Hospital  resulted  from  the 
use  of  arsenicals  for  pemphigus  vulgaris. 

Case  Report 

\ sixty-four-year-old  white  man  entered  the  hos- 
pital on  August  5,  1946,  with  the  history  of  having 
developed  a pruritic  dermatosis  in  December,  1945. 
Three  months  after  the  onset,  bullae  appeared  on 
the  nose,  forearms,  and  in  the  mouth.  These  bullae 
appeared  in  crops,  and  his  general  condition  became 
progressively  worse.  During  this  time  he  was  given 
calcium  gluconate,  penicillin,  and  sulfonamides. 
On  admission  the  patient  did  not  appear  acutely  ill. 
The  temperature  was  99.6  F.,  pulse  94,  respirations 
24,  and  blood  pressure  122/76.  On  the  scalp,  face, 
neck,  mouth,  trunk,  and  extremities  there  was  an 
eruption  which  was  essentially  bullous  but  showed 
some  lesions  which  might  be  classified  as  vesicles. 
They  were  grouped  and  somewhat  symmetrically 
distributed.  Some  of  the  bullae  were  tense,  while 
others  were  flaccid;  some  arose  from  normal  skin, 
while  others  were  on  an  erythematous  base.  The 
remainder  of  the  physical  examination  was  negative 
except  for  denuded  areas  in  the  mouth  and  a general- 


ized adenopathy.  No  definite  diagnosis  could  be 
made  at  this  time.  Clinically,  the  patient  seemed 
to  have  pemphigus  vulgaris,  although  biopsy  did  not 
confirm  this. 

Repeated  blood  studies  done  between  August  8, 
1946,  and  February  3,  1947,  revealed  no  abnormali- 
ties except  for  a mild  eosinophilia  and  mild  hypo- 
chromic anemia.  The  urine  was  normal  except  for  1 
to  3 plus  sugar.  Bullous  fluid  smears  revealed  10  to 
12  per  cent  eosinophils. 

The  patient  was  given  general  supportive  therapy 
for  pemphigus  which  included  carbarsone  (a  penta- 
valent arsenical),  0.25  Gm.  daily  orally  for  seven 
days  starting  August  6,  1947,  and  then  increased  to 
two  tablets  daily  until  February  15,  1948. 

On  February  13,  1947,  the  patient  complained  of 
a sudden  loss  of  vision  in  the  right  eye  and  almost 
complete  loss  in  the  left.  Visual  acuity  in  the  right 
as  reported  by  the  ophthalmologist  disclosed  im- 
paired light  perception.  Vision  in  the  left  was  16/ 
100. 

External  examination  revealed  the  adnexa  to  be 
normal  and  the  cornea  elastic.  Pupils  were  equal, 
regular,  and  reacted  slowly  to  light.  The  tension 
was  normal  to  fingers.  Ophthalmoscopically,  the 
media  of  the  right  eye  were  clear,  and  the  fundus 
showed  2 plus  temporal  pallor  of  the  right  disk. 
There  was  no  cupping,  and  macula  was  approx- 
imately normal.  At  the  branching  of  the  inferior 
temporal  vessels  a small  plaque  was  seen  which 
appeared  to  lie  over  the  vessels.  In  the  left  eye  the 
media  were  clear,  and  the  fundus  showed  a hyper- 
emic  disk.  The  vessels  were  not  remarkable  in 
either  eye,  and  it  was  felt  that  the  fundus  findings 
did  not  explain  the  visual  loss  in  the  right  eye. 
Peripheral  visual  fields  for  17/330  white  revealed  a 
markedly  constricted  field.  The  left  eye  had  im- 
paired light  perception. 

A neurologic  examination  on  February  20,  1947, 
showed  that  the  pupils  were  equal,  both  reacting  to 
light,  the  right  sluggishly.  Also,  the  right  con- 
sensual response  was  much  greater  than  the  direct 
response.  The  fundi  revealed  a pale  disk  on  the 
right,  chiefly  of  the  temporal  portion,  with  yellowish 
color  and  diminution  in  the  number  of  vessels.  The 
left  fundus  seemed  normal.  1 1 was  remarkable  that, 
in  the  absence  of  light  perception  in  the  right  eye, 
there  still  was  pupillary  response  to  light  stimuli. 
The  diagnosis  of  a toxic  optic  neuritis  secondary  to 
the  pentavalent  arsenical  was  made. 

In  view  of  this  diagnosis,  treatment  with  BAL  was 
started.  For  the  first  dose  the  patient  was  given  0.5 
cc.  intramuscularly;  then  the  dosage  was  increased 
0.5  cc.  every  three  hours  day  and  night  to  2 cc. 
Ephedrine  sulfate,  0.24  Gm.  was  given  orally,  one- 
half  hour  before  each  dose  of  BAL  and  repeated  at 
the  time  of  injection.9  Since  this  regime  was  well 
tolerated,  the  following  morning  2.5  cc.  of  BAL  were 
given  and  increased  by  similar  increments  every 
three  hours  up  to  4.5  cc.  However,  that  evening, 
after  having  received  his  first  injection  of  4.5  cc.,  the 
patient  became  irrational,  paranoic,  confused,  and 
excited.  His  speech  seemed  slurred.  The  BAL 
was  discontinued;  the  patient  passed  a fairly  com- 
fortable night.  The  following  morning  he  seemed 
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quite  normal  and  recalled  his  confusion  of  the  eve- 
ning before.  Vision  in  the  left  eye  improved  for 
both  near  and  far  objects,  and  light  perception  re- 
turned in  the  right.  In  view  of  this  visual  improve- 
ment and  rapid  recovery  from  the  toxic  effects  of  the 
BAL,  therapy  was  reinstituted  with  doses  of  2 cc. 
and  ephedrine  sulfate,  0.024  Gm.  About  two  hours 
after  the  fourth  dose  of  BAL,  the  patient  became 
very  restless  and  again  exhibited  all  the  manifesta- 
tions of  a toxic  psychosis. 

The  BAL  was  immediately  discontinued  after  a 
total  dosage  of  36  cc.  The  results  of  another  eye 
examination  on  February  26  are  shown  in  Table  1. 


TABLE  1.— Results  of  Eye  Examination  After  Discon- 
tinuance of  BAL  Therapy 


Right  Eye 

Left  Eye 

Pupils 

Very  sluggish  reaction 
to  light 

Fairly  good  reaction  to 
light 

Fundus 

Temporal  pallor  of  the 
disk 

Normal  as  far  as  visual- 
ized 

Vision 

Light  perception  present 
No  light  projection 

Visual  acuity  more  than 
40/200 

Visual  field:  remnant 

in  the  lower  nasal 
quadrant  seems  to 
reach  periphery  and 
include  at  least  part 
of  the  macular  area 

The  impression  was  that  there  were  probably 
retrobulbar  lesions  of  both  optic  nerves  due  to  in- 
toxication with  arsenic. 

On  February  28,  1947,  the  patient  had  increased 
vision  in  the  right  eye,  being  able  to  see  fingers  at  a 
distance  of  one  meter,  and  by  March  1,  the  patient 


was  able  to  read  a newspaper  with  the  aid  of  his 
usual  reading  glasses. 

Summary  and  Conclusions 

Pentavalent  arsenicals  have  proved  to  be  effec- 
tive in  the  treatment  of  the  late  forms  of  neuro- 
sj'-philis  and  various  dermatoses.  However, 
there  is  danger  of  toxic  reaction  involving  the 
optic  nerve,  which  in  many  cases  results  in  com- 
plete blindness.  This  affliction  of  the  optic 
nerve  is  unpredictable  and,  for  this  reason,  repre- 
sents a great  therapeutic  risk.  Experience  in 
this  case  suggests  that  by  the  use  of  BAL  it  may 
be  possible  to  cope  with  such  reactions.  Earlier 
reports  on  its  beneficial  effect  on  arsenical  enceph- 
alopathy support  our  assumption.  It  also 
seems  noteworthy  that  BAL  may  cause  a toxic 
psychosis  if  poorly  tolerated. 
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ARTIFICIAL  EYES  THAT  MOVE 
Artificial  eyes  that  have  the  ability  to  move  like 
natural  eyes  are  the  latest  boon  which  medical  sci- 
ence can  offer  to  those  who  have  lost  an  eye.  The 
doctor  of  medicine  who  developed  this  motion  mech- 
anism, Dr.  A.  D.  Ruedemann  of  Cleveland,  has 
been  awarded  gold  medals  from  both  the  American 
Medical  Association  and  the  American  Academy  of 
Ophthalmology  for  his  work. 

The  new  eyes,  made  of  plastic,  are  much  more 
life-like  in  appearance,  too.  The  irises,  or  colored 
portion,  are  reproduced  by  a photographic  technic, 
and  the  black  dots,  representing  the  pupils,  are  set 
deep  into  the  material  for  a more  natural  effect. 

A wartime  development,  the  eyes  make  use  of 
tantalum  mesh,  which  is  a soft,  shimmering  gauze  of 


nonirritating  metal.  Body  tissues  will  grow  to  this 
mesh  just  as  they  will  grow  to  one  another.  The 
hollow-shell  backs  of  the  plastic  eyes  are  covered 
with  this  mesh,  and  each  of  the  four  muscles  which 
control  eye  movement  are  sewed  to  it.  Within  a 
short  time  the  eye  muscles  grow  directly  to  the 
tantalum-mesh-backed  artificial  eyes,  and  thus  can 
move  them. 

The  new  eyes  can  be  implanted  immediately  after 
an  injured  eye  is  removed,  but  people  who  have  lost 
their  eyes  years  ago  can  also  use  them.  Patients  with 
the  new  movable  eyes  often  get  up  the  day  after  the 
operation,  and  are  ready  to  go  home  on  the  fourth  or 
fifth  day. — Health  News,  Michigan  State  Medical 
Society,  October  27,  19^8 


OSTEITIS  PUBIS 

Robert  S.  Hotchkiss,  M.D.,  Carl  W.  Schoenau,  M.D.,  and  Albert  B.  Accettola,  M.D.. 
New  York  City 

{From,  the  Department  of  Urology,  Bellevue  Hospital ) 


OSTEITIS  pubis  is  probably  far  more  com- 
mon in  occurrence  than  is  indicated  by 
clinical  reports.  The  signs  and  symptoms  are 
consistently  repetitious  and  are  pathognomonic 
of  the  disease  so  that  a diagnosis  is  not  difficult 
once  an  acquaintance  is  established  with  the  signs 
and  symptoms. 

Edwin  Beer  reported  six  cases  of  an  inflam- 
■ matory  disease  of  the  anterior  pelvic  girdle  in 
1924.1  These  patients  all  developed  osteitis  pubis 
I as  a complication  to-  prostatectomy.  In  the  past 
r twenty-three  years,  about  20  other  reports  have 
1 appeared  describing  this  affection  under  such 
• titles  as  periosteitis  pubis,  osteitis  pubis,  and 
3 osteochondritis.  Beer  described  the  infection  as 
being  due  to  contamination  of  the  prevesical 
space  with  infected  urine  incident  to  the  supra- 


complication  of  herniorraphy,  prostatic  abscess, 
trauma  to  the  lower  abdomen,  pyelonephritis,  and 
as  a result  of  difficult  labor. 

Barnes  described  the  syndrome  occurring  after 
1 a perineal  prostatectomy,  and  this  communica- 
tion includes  reports  of  osteitis  pubis  developing 
after  transurethral,  suprapubic  prostatectomies, 
and  a combined  suprapubic  cystotomy  and  peri- 
neal prostatectomy.2  Shivers  and  Groom  collec- 
ted data  on  14,865  prostatectomies,  and  it  is 
surprising  to  observe  that  osteitis  pubis  was  re- 
ported as  a complication  in  only  five  instances.3 
The  present  report  of  four  cases  in  a far  smaller 
number  of  prostatectomies  would  infer  that  the 
disease  has  often  escaped  diagnosis. 

Wheeler  attempted  to  reproduce  the  disease  in 
rabbits  on  assumption  that  trauma  and  direct 
implantation  of  bacteria  were  the  causative  fac- 
tors.4 He  utilized  four  methods  of  approach: 
(1)  the  subperiosteal  injection  of  sterile  urine 
into  the  pubis,  (2)  injection  of  urine  plus  Staphy- 
lococcus aureus  from  a known  case  of  osteitis 
pubis,  (3)  the  injection  of  infected  urine  beneath 
the  periosteum  of  the  pubis  plus  deliberate  trauma, 
and  (4)  the  injection  of  infected  urine  plus  trauma 
followed  by  the  suturing  of  a foreign  body  to  the 
periosteum.  Despite  these  attempts  to  create  the 
disease  by  such  specific  measures,  he  was  unable 
to  do  so.  Consequently,  the  causative  factors 
remain  obscure.  It  is  apparent,  however,  that 
exposure  of  the  bone  is  not  an  essential  require- 
ment to  the  development  of  the  disease,  for 
organisms  have  reached  the  area  after  labor  and 


after  transurethral  resection  of  the  prostate.  Re- 
gional extension  by  venous  and  lymph  channels 
may  account  for  the  osteitis  as  well  as  direct  im- 
plantation of  organisms. 

The  symptoms  of  osteitis  pubis  are  severe  and 
can  scarcely  escape  attention  in  the  typical  case. 
Within  ten  to  sixty  days  following  the  exciting 
cause,  which  is  apt  to  be  an  operation  on  the 
prostate  gland,  the  patient  complains  of  severe 
pain  in  the  region  of  the  symphysis.  Shortly 
thereafter,  the  individual  objects  bitterly  to  any 
passive  or  active  movement  that  involves  tension 
on  the  tendons  of  muscles  attached  to  the  pelvis. 
He  may  refuse  to  walk,  stand,  or  flex  the  trunk, 
and,  in  particular,  strenuously  objects  to  adduc- 
tion or  rotation  of  the  thighs.  The  latter  sign  is 
most  characteristic.  The  pain  migrates  to  the 
perineum,  and  point  pressure  on  the  ischial  bones 
produces  great  distress. 

Coincidental  to  these  complaints  a slight  ele- 
vation of  temperature  is  commonly  accompanied 
by  a moderate  increase  in  the  polymorphonuclear 
cells  and  an  increase  in  the  erythrocyte  sedimen- 
tation rate.  Debilitation  and  weight  loss  are  fea- 
tures of  the  disease  which  emphasize  the  justified 
concern.  Palpation  of  the  soft  tissue  adjacent  to 
the  symphysis  may  reveal  induration  suggesting 
an  abscess,  or,  more  rarely,  the  surgical  wound 
may  reopen  and  discharge  purulent  exudate. 

The  clinician  may  have  little  help  from  roent- 
genograms of  the  region  during  the  first  days  of 
illness.  A fraying  of  the  periosteum  may  occur  by 
the  third  week,  followed  by  rarefaction  and  decal- 
cification of  the  pubis  and  ischial  bones.  At  this 
point  an  error  in  diagnosis  may  easily  arise.  Pain, 
weight  loss,  and  irregular  absorption  of  bone 
structure  suggests  metastatic  disease,  but  the 
chronologic  sequence  of  events  subsequent  to  a 
regional  operation  alerts  the  observer  to  await 
developments  which  establish  the  diagnosis. 
These  are  mainly  diastasis  of  the  symphysis,  the 
characteristic  osteophytes  projecting  from  the 
border  of  the  periosteum,  and  replacement  of  the 
rarefied  areas  by  new  bone. 

The  clinical  course  is  variable,  but  improve- 
ment is  noted  concurrent  with  the  calcification  of 
the  cartilage  of  the  symphysis  and  the  develop- 
ment of  the  osteophytes.  The  latter  may  mark 
the  sites  of  attachment  of  muscle  to  the  perio- 
steum of  the  pubis.  Gain  in  weight  and  appetite 
are  to  be  expected  by  the  tenth  week  or  shortly 
after  the  pain  is  modified,  and  sleep  becomes  pos- 
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sible  without  sedatives.  Ultimate  recovery  is  the 
rule  despite  persisting  distortion  of  the  bone 
structure  of  the  pelvis  as  illustrated  herewith. 
The  cultures  from  aspiration  or  curetage  have 
revealed  Bacillus  coli,  S.  aureus,  and  B.  proteus. 

The  degree  of  pain  and  disability  are  influential 
factors  in  formulating  therapy.  The  pain  was  so 
intense  in  one  of  the  patients  reported  herein  that 
he  refused  to  move  in  bed  for  bathing,  changing 
of  linen,  or  the  use  of  a bed  pan.  Sedation  is 
imperative,  and  immobilization  in  plaster  may 
be  required.  Rarely  do  abscesses  develop  re- 
quiring drainage.  Chemotherapy  and  use  of 
antibiotics  may  not  be  followed  by  specific  im- 
provement, although  in  Case  3 large  dosage  of 
penicillin  was  followed  by  amelioration  of  pain. 

Three  of  the  following  case  summaries  were 
obtained  from  the  Department  of  Urology  of 
Bellevue  Hospital,  and  the  fourth  was  a patient 
at  the  New  York  Hospital,  Department  of  Sur- 
gery (Urology). 

Case  Reports 

Case  1. — A fifty-three-year-old  white  man  was 
admitted  to  the  department  of  urology  of  Bellevue 
Hospital  in  May,  1942.  A diagnosis  of  benign  pro- 
static hypertrophy  and  diabetes  mellitus  was  es- 
tablished. After  the  diabetic  control  was  obtained, 
a transurethral  prostatic  resection  was  done,  and  the 
patient  was  discharged  eight  days  later.  A diagnosis 
of  fibromuscular  hypertrophy  was  made  after  study 
of  the  resected  tissue.  An  x-ray  of  the  pelvis  was 
taken  May  21,  1942  (Fig  .1). 

Three  years  later  a second  transurethral  resection 
of  the  prostate  was  required  because  of  a recurrence 
of  symptoms . The  tissue  was  again  reported  to  show 
fibromuscular  hypertrophy.  The  patient  was  dis- 
charged one  week  after  the  resection,  but  one  month 
later  (July,  1945)  he  returned  and  was  admitted  to  a 
medical  ward  with  the  complaint  of  suprapubic  pain 
aggravated  by  the  movement  of  his  legs,  flexion  of 
his  trunk,  and  cough.  Pain  was  also  severe  in  the 
region  of  the  ischial  tuberosities.  A slight  elevation 
in  temperature  was  noted;  the  leukocyte  count  was 
11,700,  69  per  cent  polymorphonuclear  cells.  Ten- 


Fig.  1.  Case  1 — May  21,  1942. 


Fig.  2.  Case  1 — October  17,  1945. 

derness  was  elicited  by  pressure  over  the  symphysis  j 
and  ischial  tuberosities.  Numerous  films  of  the 
pelvis  were  taken  without  disclosing  any  abnormal- 
ity. He  was  discharged  undiagnosed  from  the  medi- 
cal department,  but  one  month  later  (August,  1945) 
he  was  forced  to  return  to  the  hospital.  He  was 
admitted  to  the  orthopedic  department  because  of 
great  pelvic  pain  on  walking  and  pain  in  the  peri- 
neum. An  x-ray  of  the  pelvis  disclosed  an  irregular 
absorption  with  loss  of  substance  involving  the  in- 
ferior periphery  of  the  descending  rami  of  the  pubic 
bones  (Fig.  2).  The  cortex  of  the  superior  rami 
revealed  a thickening,  particularly  on  the  right. 
Marked  diastasis  of  the  symphysis  was  observed. 

Consideration  was  given  to  the  possibility  of 
metastatic  disease,  and  a search  for  the  primary 
tumor  was  made  without  success.  Penicillin  and, 
finally,  radiation  therapy  were  given  without  ap- 
preciable benefit.  Improvement  was  slow  and  inter- 
val x-ray  films  demonstrated  gradual  repair  of  the 
above-described  lesions  in  the  pelvic  bone.  He  was 
able  to  leave  the  hospital  three  months  later  but 
still  had  considerable  difficulty  in  walking.  The 
symptoms  gradually  diminished,  and  one  year  later 
the  pain  had  disappeared.  Roentgenographic  stud- 
ies were  made  at  monthly  intervals.  Nine  months 
(May,  1946)  after  the  onset  of  his  complaints,  the 
areas  of  rarefaction  showed  considerable  replacement 
with  formed  bone.  A number  of  osteophytes  pro- 
jected from  the  periosteum  of  the  pubic  rami.  A 
loose  calcified  body  was  located  inferior  to  the  left 
ischial  tuberosity.  The  symphysis  was  obscured  by 
soft  tissue  mass.  The  cortices  of  both  superior  rami 
were  extremely  dense  with  improvement  in  the 
delineation  of  the  medullary  space. 

Observations  were  continued  for  nineteen  months 
(February,  1947).  At  that  time  it  was  apparent  that 
the  cortices  of  the  superior  rami  were  thinned,  so  that 
they  resembled  normal  bone.  The  trabeculi  within 
the  medullary  cavities  were  again  well  defined.  The 
rarefied  areas  in  the  descending  rami  were  completely 
obliterated  by  normal  bone,  and  bony  union  had 
developed  across  the  diastasis  of  the  symphysis  pu- 
bis. Osteophyte  formation  had  progressed  (Fig.  3). 

Case  2.— A man  of  fifty- three  years  was  admitted 
to  the  department  of  urology  of  Bellevue  Hospital 
in  January,  1947.  Three  months  previously,  he  had 
entered  the  urologic  department  of  another  hospital 
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Fig.  3.  Case  1— February  14,  1947. 

while  in  urinary  retention.  A suprapubic  cystos- 
tomy  was  done,  but  because  of  cardiac  disease  with 
failure,  prostatectomy  was  postponed  for  two 
months.  On  December  1, 1946,  a perineal  prostatec- 
tomy was  performed,  and  benign  prostatic  tissue  was 
removed.  He  was  discharged  twenty-eight  days 
later.  Fourteen  days  thereafter,  he  was  admitted  to 
Bellevue  Hospital  because  of  circulatory  failure. 
He  also  complained  of  suprapubic  pain,  and  on  Feb- 
ruary 6,  1947,  he  was  first  seen  by  a member  of  the 
urologic  department.  A mass  was  palpated  directly 
above  the  symphysis.  The  perineal  wound  was 
open,  discharging  purulent  exudate.  Exquisite 
pain  resulted  from  pressure  on  the  pubic  and  ischial 
tuberosities.  Movement  of  the  legs  was  attended 
with  great  distress.  The  patient’s  temperature  was 
102  F.,  and  the  leukocyte  count  was  15,000,  90  per 
cent  of  the  cells  being  polymorphonuclears.  Uri- 
nalysis disclosed  many  white  blood  cells,  a trace  of 
albumin,  and  culture  produced  a growth  of  colon 
bacillus.  An  urethroscopy  was  done,  and  a small 
opening  was  visualized  in  the  prostatic  urethra. 
Pressure  on  the  suprapubic  mass  provoked  a rapid 
flow  of  purulent  exudate  from  the  sinus.  An  x-ray 
of  the  pubic  bones  disclosed  a slight  diastasis  of  the 
symphysis,  but  no  changes  were  apparent  elsewhere 
(Fig.  4). 

Pain  was  severe  on  attempted  movement  and 
voluntary  adduction  of  the  thighs  was  prohibitive. 


Fig.  4.  Case  2 — January  22,  1947. 


SSJHe  was  given  30,000  units  of  penicillin  every  three 
||hours  and  4 Gm.  of  sulfadiazine  daily.  The  supra- 
frtaubic  induration  decreased  in  size,  and  within  three 
y Weeks  the  perineal  sinus  had  closed  and  the  mass  had 
kjresolved.  At  the  end  of  six  weeks  limited  ambula- 
SHtion  was  possible.  Roentgenograms  taken  March 
j 12,  1947,  demonstrated  increased  diastasis  of  the 
, 'symphysis.  The  trabecular  detail  of  the  pubic 
ibones  were  obscured  (Fig.  5). 

P One  month  later  the  coarsening  of  the  trabecula- 
Fjtion  had  extended  more  peripherally  in  the  ascending 
* and  descending  rami,  and  the  involved  area  was 
rarefied  with  scattered  zones  of  sclerosis.  At  this 
[ time,  the  pain  had  subsided,  and  he  left  the  hospital 
without  signs  or  urinary  symptoms  and  with  only 
minor  complaints  incident  to  walking. 

Case  3. — A sixty-four-year-old  man  was  admitted 
to  the  urologic  department  of  the  New  York  Hos- 
pital in  urinary  retention.  A suprapubic  cystos- 
tomy  was  performed  on  September  5,  1946,  and  one 
week  later  the  prostate  was  enucleated  through  the 
suprapubic  incision.  Recovery  was  uneventful,  and 


[FiG.r5.  Case^2 — March  12,  1947. 

eleven  days  later  he  was  discharged  with  wound 
closed.  Microscopic  examination  of  the  tissue  con- 
firmed the  diagnosis  of  benign  prostatic  hypertrophy. 
Shortly  after  his  arrival  home,  he  noticed  weak- 
ness in  both  legs  and  pain  in  the  suprapubic  area. 
A roentgenologist  secured  the  films  of  the  pelvis  and 
made  a diagnosis  of  metastatic  tumor  involving  the 
left  pubic  rami  (Fig.  6). 

The  patient  was  readmitted  to  the  hospital  on 
November  3,  1946,  with  the  complaints  of  severe 
suprapubic  and  perineal  pain,  loss  of  weight,  and 
great  pain  and  difficulty  on  walking.  The  leukocyte 
count  was  13,000,  76  per  cent  polymorphonuclear 
cells.  The  temperature  was  99  F.  The  urine  con- 
tained 40  white  blood  cells  per  high  power  field. 

X-rays  of  the  pubic  bones  revealed  a generalized 
rarefaction  and  trabecular  reabsorption  in  the  bodies 
of  both  pubic  bones.  The  left  descending  ramus  was 
involved  in  its  entirety,  whereas  the  right  was 
altered  only  in  the  proximal  portion.  An  irregularity 
was  apparent  in  the  juxtaposed  cortices  of  the  pubic 
symphysis  which  likewise  showed  a moderate  dias- 
tasis. Preoperative  films  of  the  pubic  bones  had 
been  entirely  normal. 
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Fig.  6.  Case  3 — November  1,  1946. 

A search  was  made  for  a primary  neoplasm  but 
pyelograms,  gastric  series,  and  cystoscopy  were 
unrewarding.  Additional  sections  were  cut  from 
t]pe  tissue  removed  by  the  previous  prostatectomy, 
but  no  evidence  of  malignancy  was  obtained.  The 
acid  phosphatase  of  the  blood  was  normal. 

His  symptoms  became  worse,  and  within  twenty 
days  his  weight  fell  from  116  to  103  pounds.  Adduc- 
tion of  the  thighs  was  resisted,  and  he  was  unable  to 
move  out  of  bed  or  sleep  without  sedation.  Stil- 
bestrol  was  given  without  effect.  On  December  12, 
1947,  x-rays  of  the  pelvis  showed  extension  of  the 
destructive  processes  in  the  rami  and  an  increase  in 
the  diastasis  of  the  symphysis. 

On  the  nineteenth  hospital  day  of  the  second 
admission  he  was  given  50,000  units  of  penicillin 
every  three  hours.  This  was  continued  for  seven 
days  without  encouraging  results.  The  dosage  was 
increased  to  100,000  units  every  three  hours  followed 
by  prompt  improvement  characterized  by  relief  of 
pain  and  recovery  of  appetite.  The  patient  was 
also  able  to  sit  in  a chair  and  walk  a short  distance. 
Fifty  days  after  admission  he  left  the  hospital  with- 
out pain,  having  regained  his  lost  weight,  vigor,  and 
strength.  The  penicillin  was  continued  at  home  for 
three  weeks. 

Frequent  roentgenograms  were  taken.  Bony 
spurs  developed  at  the  periphery  of  the  descending 
rami  of  both  pubis  bones.  Bony  replacement  of  the 
rarefied  areas  had  begun  prior  to  discharge,  and  an 
irregular  sclerosis  of  the  body  of  the  bones  was 
noted.  Four  months  later,  normal  bone  had  re- 
placed the  sclerotic  and  rarefied  areas.  The  sym- 
physis of  the  pubis  was  sclerosed  and  widened  (Fig. 
7).  The  patient  has  remained  well  and  is  free  from 
any  disorders. 

Case  J. — A seventy-four-year-old  white  man  was 
admitted  to  Bellevue  Hospital  on  April  17,  1947, 
with  complaints  of  frequency  and  hematuria.  Rec- 
tal examination  revealed  an  enlarged  prostate,  and  a 
perineal  prostatectomy  was  performed  three  weeks 
later.  The  immediate  postoperative  course  was 
uneventful.  The  report  of  the  tissue  was  fibromus- 
cular  hyperplasia.  The  wound  healed  per  primum, 
and  he  had  no  urinary  complaints. 

On  the  thirtieth  day  following  operation,  he  ex- 


Fig.  7.  Case  3 — April  7,  1947. 
perienced  suprapubic  pain  aggravated  by  walking, 
and  he  developed  a temperature  of  101  F.  A white 
blood  count  of  12,500  was  obtained.  Five  days 
later  he  was  unable  to  leave  his  bed,  and  adduction 
of  thighs  and  pressure  on  the  symphysis  and  ischial 
tuberosities  produced  great  pain.  An  x-ray  of  the 
pelvic  bone  failed  to  show  any  abnormalities,  ex- 
cept a slight  diastasis  of  the  symphysis.  On  July 
21,  1947,  a patchy  rarefaction  was  apparent  in  the 
bodies  of  both  the  pubis  bones. 

The  patient  remained  in  bed  for  seventy  days  fol- 
lowing the  onset  of  the  symptoms  which  led  to  the 
diagnosis  of  osteitis  pubis.  Treatment  consisted  of 
sedation  and  penicillin  in  increasing  amounts  from 
30,000  to  100,000  units  given  every  three  hours. 
His  symptoms  were  not  specifically  influenced  by 
medication . Gradual  improvement  began  about  the 
seventieth  day,  and  on  the  ninetieth  day  he  was  able 
to  leave  the  hospital  with  only  slight  pain  when 
walking.  He  has  not  returned  to  the  outpatient  de- 
partment. 

Summary 

Osteitis  pubis  offers  a diagnostic  problem  to  the 
internist,  the  radiologist,  the  orthopedist,  and  the 
urologist.  The  presenting  signs  and  symptoms 
may  strongly  suggest  a neoplastic  disease.  Assist- 
ance in  diagnosis  is  obtained  by  correlating  the 
disorder  with  a previous  pelvic  operation — 
usually  the  prostate  gland.  Roentgenograms  are 
of  material  aid  in  the  later  stages  of  the  disease 
when  bone  healing  is  once  established,  but  in  the 
earlier  phase  the  destructive  lesions  may  lead  the 
observer  astray.  The  disease  may  not  have  a 
fatal  termination,  but  the  great  pain  and  disabil- 
ity warrants  familiarity  with  its  course. 
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Case  Reports 


ABDOMINAL  PREGNANCY  WITH  PREMATURE  SEPARATION  OF  THE 

PLACENTA 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  and  Lawrence  J.  Caruso,  M.D.,  New  York  City 
(From  the  Obstetric  and  Gynecologic  Service  of  Morrisania  City  Hospital) 


A BDOMINAL  pregnancy  per  se  is  a rare  condi- 
tion.  There  are  two  types,  primary  and 
secondary.  Secondary  abdominal  pregnancies  are 
the  direct  results  of  tubal  abortion  or  tubal  rupture. 
A careful  history  will  usually  elicit  the  signs  and 
symptoms  commonly  occurring  in  an  early  ectopic 
gestation  with  rupture  or  tubal  abortion.  When  a 
woman  asymptomatically  aborts  through  the  fim- 
briated end  of  a fallopian  tube,  an  abdominal  preg- 
nancy may  continue  by  implantation  of  the  tropho- 
blastic elements  on  the  surrounding  tissues.  These 
pregnancies  usually  progress  close  to  term  before 
complications  occur  and  a diagnosis  is  made  and 
laparotomy  performed.  Some  of  these  pregnancies 
terminate  by  lithopedian  formation.  Although  pre- 
mature separation  of  trophoblastic  elements  may 
conceivably  take  place  in  an  abdominal  pregnancy, 
this  condition  occurs  but  rarely,  as  shown  in  the 
following  case. 


Case  Report 

B.  B.,  thirty-five  years  old,  Negro,  was  admitted 
to  the  Morrisania  City  Hospital  on  August  30,  1947. 
She  was  a gravida  II,  para  I.  Her  last  menstrual 

Eeriod  occurred  April  20,  1947.  Her  menses  which 
ad  begun  at  thirteen  years  of  age  occurred  regu- 
larly every  twenty-eight  days  and  lasted  four  to  five 
days.  Her  last  pregnancy  was  seventeen  years  ago. 
She  had  led  a normal  married  life  without  using 
contraception  during  the  interval  between  preg- 
nancies. Since  the  onset  of  her  present  pregnancy 
she  had  been  troubled  with  fainting  spells  at  irregu- 
lar intervals.  A day  and  a half  prior  to  admission 
she  developed  nausea,  vomiting,  and  fainted  on 
several  occasions.  There  was  also  vaginal  bleeding 
but  no  sharp  or  tearing  abdominal  pains.  The  past 
history  was  noncontributory.  There  was  no  history 
of  trauma  to  the  abdomen.  Physical  examination, 
on  admission,  revealed  an  acutely  ill  woman  in  shock. 
Blood  pressure  was  70/40,  pulse  88,  temperature 
normal,  and  hemoglobin  48  per  cent.  The  general 
physical  examination  was  negative.  On  palpation, 
there  was  a fullness  and  distention  of  the  lower  two 
thirds  of  the  abdomen.  There  was  generalized 
tenderness  but  no  generalized  rigidity  or  rebound 
tenderness.  Vaginal  examination  revealed  a multi- 
parous introitus  and  a tender,  very  soft,  midline 
suprapubic  mass,  the  size  of  a five  and  one-half- 
month  gestation.  This  mass  was  interpreted  to  be 
uterus.  The  cervix  was  soft,  tender  on  motion,  and 


closed.  The  adnexa  were  not  palpated.  On  specu- 
lum examination  there  was  bleeding  from  the  exter- 
nal os. 

A diagnosis  of  premature  separation  of  a normally 
implanted  placenta  with  concealed  hemorrhage  was 
made,  and  because  of  the  patient’s  poor  general  con- 
dition, supportive  treatment  alone  was  instituted. 
The  patient  was  typed,  including  an  Rh  determina- 
tion, cross  matched,  and  a transfusion  of  500  cc.  of 
whole  blood  and  500  cc.  of  plasma  simultaneously 
started.  The  patient  was  closely  observed  for  the 
period  of  one  hour  during  which  time  it  was  noted 
that  the  height  of  the  uterus  was  rising  and  was  now 
at  the  level  of  the  umbilicus  and  the  lower  abdomen 
showed  evidence  of  rigidity.  Because  the  patient 
did  not  appear  to  be  improving  and  the  apparent 
level  of  the  fundus  was  rising,  laparotomy  was  de- 
cided upon  in  order  to  evacuate  the  uterus  rapidly. 

Under  general  anesthesia  with  a second  trans- 
fusion of  500  cc.  of  whole  blood  being  given,  a mid- 
line suprapubic  incision  was  made.  Immediately 
upon  opening  the  peritoneal  cavity,  a mass  of  free 
and  clotted  blood  was  detected.  A fetus  of  three 
and  one-half  months  size  was  found  free  in  the  peri- 
toneal cavity.  No  amniotic  sac  could  be  identified. 
The  placenta  was  found  attached  to  the  posterior 
surface  of  the  uterus,  right  broad  ligament,  and  down 
to  the  cul-de-sac,  to  the  intestines,  and  to  the  bladder 
wall.  About  one  third  of  the  placental  tissue  was 
found  free.  This  free  portion  was  removed.  No 
attempt  was  made  to  marsupialize  or  remove  the  re- 
maining placental  tissue.  Because  of  a generalized 
ooze  from  the  site  of  the  detachment  of  the  placenta 
in  the  cul-de-sac,  four  strips  of  oxycel  gauze  were 
placed  over  the  bleeding  surfaces,  a Penrose  drain 
inserted,  and  the  abdomen  closed  in  layers.  Imme- 
diately postoperative,  the  patient  was  given  a third 
transfusion  of  500  cc.  of  whole  blood.  Blood  pres- 
sure at  this  time  was  95/64  and  pulse  112. 

On  the  first  postoperative  day,,  the  patient  became 
distended,  and  a Wangensteen  suction  was  started 
and  permitted  to  continue  for  forty-eight  hours. 
The  patient  continued  to  drain  a bright  red  bloody 
discharge  from  the  abdominal  wound.  Additional 
transfusions  were  given  to  compensate  for  the  blood 
lost  through  drainage.  The  patient  received  a total 
of  seven  transfusions,  3,500  cc.  of  whole  blood  in 
addition  to  500  cc.  of  plasma.  The  patient  made 
steady  improvement  with  a course  of  sulfadiazine 
and  penicillin,  transfusions,  and  supportive  treat- 
ment. The  temperature  fluctuated  between  101 
and  102  F.  for  about  thirty  days  postoperatively. 
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The  discharge,  which  had  at  first  been  sanguineous, 
later  became  serosanguineous  and  then  dark,  re- 
sembling oxycel  stained  with  old  blood  and  necrotic 
placental  tissue.  . On  the  thirty-first  postoperative 
day  the  temperature  dropped  to  normal.  At  this 
time  a vaginal  examination  revealed  softness,  tender- 
ness, and  bulging  in  the  right  fornix,  the  upper  limits 
of  which  could  not  be  clearly  outlined.  The  im- 
pression at  this  time  was  that  the  mass  was  probably 
remaining  placental  tissue.  Drainage  continued 
for  about  six  weeks  in  all,  following  which  the  ab- 
dominal wound  closed  and  healed. 

During  routine  follow-up  in  the  outpatient  de- 
partment, the  mass  was  found  to  be  getting  smaller 
and  had  disappeared  entirely  by  October  of  1947. 
She  had  a regular  menstrual  period  in  October  and 
monthly  periods  since  then. 

Recent  pelvic  examination  revealed  the  uterus  to 
be  anterior,  normal  in  size  and  shape,  and  freely 
movable;  the  cervix  was  closed,  firm,  and  not  tender 
on  motion.  There  are  no  palpable  masses  in  the 
adnexa.  A salpingogram  taken  at  this  time  showed 
both  tubes  to  be  present  and  patent.  There  was  no 
evidence  by  radiologic  examination  of  any  point 
of  rupture  in  either  tube.  It  is  assumed  from  the 
events  that  transpired  in  this  case  that  the  placenta 
became  necrotic,  autolyzed,  and  was  absorbed,  after 
which  the  patient’s  normal  menses  returned. 

Concerning  the  management  of  the  placenta  in 
abdominal  pregnancy,  much  has  been  written.  At 
the  present  time  the  trend  is  toward  closing  the 
abdomen  tightly  as  long  as  there  is  no  free  bleeding. 


When  an  attempt  is  made  to  remove  the  placenta 
from  its  attachments,  the  uncontrollable  hemor- 
rhage which  ensues  results  in  a very  high  mortality. 
Marsupialization  of  the  placenta  leads  to  prolonged 
convalescence  with  sinus  formation  and  secondary 
infection.  In  this  case,  although  the  portion  of  the 
placenta  which  had  separated  was  removed  and  the 
remainder  left  in  situ,  the  abdomen  was  drained 
because  of  the  generalized  ooze  from  the  cul-de-sac. 
Cornell  and  Lash  advise  closing  the  abdomen  with- 
out drainage  wherever  possible.1  They  state  that 
this  procedure  in  their  hands  has  reduced  the  mater- 
nal mortality  considerably  and  that  necrosis  of  the 
placenta  and  membranes  is  a physiologic  process  and 
should  be  no  indication  for  drainage  of  the  abdomen. 

The  premature  separation  of  the  piece  of  the 
placenta  in  this  case  increased  the  amount  of  ab- 
dominal bleeding,  but  after  replacement  of  the  blood 
that  was  lost  and  the  packing  of  the  bleeding  area, 
enough  pressure  was  brought  to  bear  on  the  area  to 
control  the  hemorrhage.  That  the  placenta  was 
completely  absorbed  can  be  shown  by  the  disap- 
pearance of  the  pelvic  mass  and  the  return  of  the 
normal  functioning  menses  every  month. 
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STEVENS-JOHNSON  SYNDROME  TREATED  WITH  ANTIHISTAMINIC  DRUGS 

Mardoqueo  I.  Salomon,  M.D.,  Bronx,  New  York 


npHE  syndrome  originally  described  in  1922  by 
Stevens  and  Johnson  is  usually  considered  as 
very  rare.  Hence,  case  reports  would  serve  the  use- 
ful purpose  of  calling  attention  to  its  existence. 
Moreover,  it  seems  to  me  that  its  rarity  is  more  ap- 
parent than  real,  for  certainly  many  mild  cases  pass 
undiagnosed,  probably  because  they  are  confused 
with  other  exanthematic  febrile  disorders  or  even  afe- 
brile maladies. 

The  syndrome  is  characterized  by  fever,  consti- 
tutional symptoms,  stomatitis  with  enathema,  exan- 
thema, and  often  ophthalmia.  While  cases  of 
marked  severity  do  occur,  the  mortality  is  rather 
low,  the  chief  danger  to  those  surviving  being  ocular 
complication  (including  panophthalmitis)  with  par- 
tial or  even  total  loss  of  vision.1  As  far  as  thera- 
peutic measures  are  concerned,  it  seems  to  be  the 
consensus  of  opinion  that  sulfonamide  drugs  and/or 
penicillin  control  the  disease  more  or  less  efficiently.2 

Recently,  I examined  one  extremely  severe  case 
of  Stevens- Johnson  syndrome  and,  at  the  same  time, 
another  mild  one.  In  addition,  several  still  milder 


cases  presented  themselves,  suggesting  a small  epi- 
demic focus. 

Case  Reports 

Case  1. — A thirty-year-old  Puerto  Rican  woman, 
who  had  lived  in  this  city  since  her  early  childhood, 
called  me  on  account  of  a high  fever.  This  elevated 
temperature  developed  rather  suddenly  along  with 
a very  severe  headache  and  pains  in  the  face.  Her 
past  history  was  characterized  by  continuously  per- 
fect health  and  delivery  of  two  normal  children. 
However,  five  months  ago  she  had  an  episode  ex- 
actly similar  to  her  present  illness  although  much 
milder.  At  that  time  an  intravenous  injection  ad- 
ministered by  another  physician  cut  the  episode 
short.  No  further  details  were  obtainable.  Her 
family  history  was  entirely  noncontributory. 

Physical  examination  disclosed  a mildly  obese 
mulatto  woman,  apparently  seriously  ill.  The 
fever,  which  had  started  about  twenty-four  hours 
before,  was  105  F.  Inspection  disclosed  the  presence 
of  a marked  lymphadenopathy  in  the  preauricular, 
retroauricular,  cervical,  nuchal,  and  submental 
regions.  These  glands  were  tender,  rigid,  and  non- 
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confluent  and  seemed  to  have  appeared  concomi- 
tantly with  the  fever.  Curiously  enough,  no  other 
glandular  swelling  could  be  detected  on  inspection  or 
palpation. 

The  examination  of  the  cardiovascular  system  and 
of  her  liver  and  spleen  was  normal,  except  for 
bronchial  rales  (indicating  an  acute  bronchitis — the 
patient  complained  of  cough)  and  generalized 
exanthema  and  enanthema  of  the  buccal  cavity. 
The  latter  showed  no  signs  of  general  involvement 
but  merely  several  pustules,  mainly  in  the  fauces, 
surrounded  by  a small  area  of  redness.  The  re- 
maining buccal  mucosa  was  normal.  The  exanthema 
started  the  day  I saw  the  patient,  became  worse 
the  next  day,  and  reached  its  acme  a few  days  later. 
It  was  truly  multiform  but  predominantly  of  the 
iris  form.  Parenthetically,  it  may  be  stated  that  in 
erythema  multiforme  the  lesions  in  the  individual 
case  are  strictly  one  type — “multiforme”  refers  to 
its  manifestations  in  different  patients.  A rather 
severe  conjunctivitis  was  the  only  ocular  manifes- 
tation. The  right  half  of  her  upper  lip  showed  a 
marked  edema  as  seen  in  angioneurotic  disorders. 
All  her  ctitaneous  lesions  were  markedly  pruriginous. 
While  I made  the  diagnosis  of  Stevens-Johnson  syn- 
drome, the  presence  of  the  angioneurotic  type  edema 
induced  me  to  try  pyranisamine  maleate  (Neo- 
antergan),  50  mg.  four  times  a day,  as  sole  thera- 
peutic agent.  While  not  dramatic,  the  response  was 
satisfactory:  fever  subsided,  exanthema  and 

enanthema  faded  in  about  three  days,  and  the 
patient’s  sense  of  well-being  was  definitely  improved. 

Case  2. — A thirty-three-year-old  Puerto  Rican 
woman  had  practically  the  same  morbid  phe- 
nomena but  in  a much  milder  degree.  Indeed,  her 
fever  only  reached  101  F.,  and  instead  of  feeling 
severely  ill,  she  simply  felt  a slight  malaise.  In  fact, 
were  it  not  for  my  orders,  she  would  have  remained 
ambulatory.  Here  again,  the  general  physical  ex- 
amination and  the  routine  laboratory  tests  (includ- 
ing blood  serology)  were  entirely  negative.  On  the 
other  hand,  the  above-mentioned  antihistaminic 
drug  seemed  to  have  been  more  efficacious  in  this 
patient,  for,  unless  it  is  post  hoc  ergo  propter  hoc, 
all  her  signs  and  symptoms  cleared  completely 
within  three  days  after  she  started  to  take  the  200 
mg.  of  pyranisamine  maleate. 

The  truly  interesting  feature  about  this  case  was 
the  fact  that  several  of  her  friends  (not  neighbors) 

| seem  to  have  had  the  same  disease  about  a week  be- 
l fore,  and  yet  none  of  the  nine  persons  living  in  the 
| same  apartment  (including  her  husband)  developed 
it.  I could  obtain  no  further  details  concerning 
those  contacts.  However,  the  distressing  lymph- 
I adenopathy  in  the  above-mentioned  regions,  plus 
the  exanthema  (“like  a swollen  measles,”  as  my 
patient  aptly  described  it),  formed  a rather  con- 
vincing combination. 

Comment 

If  the  disease  that  we  are  describing  were  classified 
j according  to  Soli,  Case  1 would  fit  into  the  group 
! that  he  called  Stevens-Johnson  syndrome  proper, 

I while  Case  2 would  correspond  to  what  he  calls  the 

(“intermediate  group,”  referring  to  its  nosographic 
j relations  to  erythema  multiforme  exudativum,  as 
! described  by  Hebra.3  However,  I consider  the 
I “true”  erythema  multiforme  as  a heterogeneous 
4 syndrome;  hence,  there  is  no  reason  to  consider  it 
as  a fixed  point  nosographically.  On  the  other  hand, 

I do  not  believe  there  could  be  any  diagnostic 
I doubt  concerning  the  identification  of  the  two  eases 


described.  In  general,  the  differential  diagnosis 
of  Stevens-Johnson  syndrome  is  not  always  easy. 

Before  the  characteristic  rash  appears,  the  disease 
can  be  confused  with  practically  all  acute  infectious 
disorders.  Its  diagnosis  thereafter  must  rule  out  a 
large  group  of  diseases.  One  point  to  be  recalled  is 
the  possibility  of  confusion  with  toxic  erythemas  due 
to  a variety  of  causes,  most  frequently  drugs  (espe- 
cially sulfanilamide)  which  are  apt  to  be  administered 
in  acute  diseases  even  before  any  final  diagnosis  has 
been  established.  In  fact,  I am  sure  that  quite  a 
few  cases  of  Stevens-Johnson  syndrome  are  mis- 
diagnosed as  “drug  eruptions.”  Rheumatic  fever 
and  the  syndrome  described  by  Libman  and  Sachs 
on  one  hand  and  the  “idiopathic”  erythema  multi- 
forme on  the  other  hand  could  also  cause  confusion, 
especially  in  such  a protean  entity  as  Stevens- 
Johnson  syndrome.  However,  the  exanthemata  of 
the  latter  and  the  marked  tendency  toward  a pro- 
nounced lymphadenopathy  should  aid  in  establish- 
ing the  diagnosis.  The  same  enanthema  or  an  analo- 
gous one  occurs  also  in  the  different  forms  of  stoma- 
titis, but  here  again  it  is  the  general  picture  of  the 
disorder  that  is  different.  In  neither  of  my  cases  did 
lesions  of  the  genitourinary  system  or  of  the  rectum 
develop,  although  they  seem  to  be  rather  common 
and  are  frequently  mentioned.* 2’3 

Wright,  Gold,  and  Jennings  mention  foot  and 
mouth  disease  as  source  of  possible  diagnostic 
difficulties.2  My  experience  in  tropical  countries 
with  this  disease  in  humans  does  not,  however, 
confirm  this  impression,  although  in  certain  cases, 
it  must  be  stated  a priori  that  only  inoculation  tests 
would  be  able  to  rule  it  out.  Pemphigus  vulgaris, 
secondary  and  tertiary  lues,  rickettsial  pox,  and 
Reiter’s  syndrome  should  not  cause  insurmountable 
diagnostic  difficulties. 

The  cause  of  the  disorder  is  unknown.  All  at- 
tempts to  isolate  a causative  agent  have  failed,  and 
only  secondary  invaders  have  been  encountered  in 
smears,  exudates,  etc.  However,  the  clinical  be- 
havior of  the  disease  seems  to  point  very  strongly 
toward  a filtrable  virus.  Case  2 would  indicate 
the  existence  of  minor  epidemics. 

While  the  prognosis  of  the  syndrome  is  generally 
good,  the  tendency  to  leave  some  dangerous  sequelae 
has  been  repeatedly  mentioned.  The  tendency  to 
recurrences  is  well  established. 

As  far  as  treatment  is  concerned,  I have  tried  an 
antihistaminic  drug.  Only  two  cases  were  at  my 
disposal,  and  the  results  were  not  dramatic  enough 
to  warrant  a definite  conclusion.  However,  they 
seemed  sufficiently  impressive  to  call  for  further 
trial.  This  should  not  be  interpreted  as  suggestive 
of  a purely  allergic  cause  of  the  disorder,  although 
this  may  indeed  be  the  case. 

Addendum:  Very  recently,  I encountered  three  more  cases 
of  the  same  type  (one  with  acute  catarrhal  otitis  media). 
All  of  them  responded  fairly  well  to  antihistaminic  drugs. 
The  antibiotics  were  used  only  against  secondary  invadrse 
but  with  rather  moderate  success. 
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ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK 


A t its  meeting  on  November  11,  1948,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  illness  for  the 
following  members:  New  York  County,  David  E. 
Alexander,  Carl  C.  Franken,  Eugene  H.  Pool  for 
1948;  Thomas  E.  Cooney  for  1947  and  1948,  and 
William  D.  Weiss,  for  1947;  Ontario,  John  A. 
Spengler,  1948. 

Communications. — 1.  Letter  from  Mrs.  Harry 
Aranow,  October  27,  1948,  thanking  the  Council  for 
flowers  and  expression  of  sympathy  and  friendship 
for  Dr.  Aranow. 

2.  Letter  from  Dr.  B.  Wallace  Hamilton,  secre- 
tary, Medical  Society  of  the  County  of  New  York, 
dated  October  25, 1948,  to  Dr.  Anderton  requesting  a 
ruling  as  to  whether  or  not  resignations  of  members 
who  have  not  paid  the  War  Memorial  assessment 
should  be  accepted. 

The  Council  voted  that  a member’s  resignation 
cannot  be  accepted  when  he  owes  his  War  Memor- 
ial assessment.  Without  such  payment  he  will  be 
considered  in  arrears  and  dropped. 

3.  Letter  from  Mr.  William  Martin,  legal  counsel, 
to  Dr.  Anderton,  November  8,  1948,  stating  he  had 
received  a summons  and  complaint  in  an  action  in 
the  Supreme  Court,  Queens  County,  which  has  been 
instituted  against  a doctor.  He  was  in  doubt  as  to 
whether  the  status  of  the  doctor  as  a member  of  the 
Medical  Society  of  the  State  of  New  York  is  such 
that  he  is  entitled  to  malpractice  defense  by  him  as 
counsel  and  he  seeks  advice  of  the  Council. 

The  doctor  carries  no  policy  of  malpractice  in- 
surance which  would  be  applicable  to  this  case.  He 
was  elected  to  membership  in  his  county  society  on 
May  25,  1948,  and  at  or  about  that  time,  the 
county  medical  society  accepted  $10  as  part  pay- 
ment of  his  1948  dues.  The  balance  of  his  dues  was 
received  from  the  doctor  by  the  county  society  re- 
cently in  the  form  of  a check,  dated  October  21, 
1948. 

After  discussion,  it  was  voted  to  grant  the  doctor 
malpractice  defense. 

It  was  voted  that  the  secretary  be  instructed  to 
write  a letter  to  the  Medical  Society  of  the  County 
of  Queens  quoting  Chapter  I,  Section  2 of  the 
Bylaws  which  reads  as  follows: 

“The  term  ‘good  standing’  is  hereby  defined  as: 
“(a)  A member  is  in  good  standing  when  his 
dues  to  his  County  Society  and  the  assessment  of 
the  State  Society  have  been  paid  when  they  are 
due  and  payable.  The  dues  year  shall  coincide 
with  the  fiscal  year,  January  1 to  December  31  of 
each  year. 

“(b)  A member  whose  dues  and  assessments  are 
unpaid  after  May  31  of  any  current  year  is  not 
in  good  standing.  He  is  in  arrears  for  dues.” 

Dr.  Anderton  was  instructed  to  state  that  the 
Council  has  voted  legal  protection  for  the  doctor  be- 
cause he  was  elected  to  membership  on  May  25, 
1948,  on  the  payment  of  $10,  but  that  the  Medical 
Society  of  the  County  of  Queens  had  been  derelict  in 
its  duty  in  so  electing  the  doctor. 

After  discussion,  the  Council  voted  to  inform  each 


constituent  county  society  in  the  State  of  New  Y ork 
that  no  new  member  is  entitled  to  the  privileges  of 
membership  in  the  society,  including  malpractice 
defense,  until  his  dues  and  assessment  have  been 
paid  in  full. 

It  was  voted  that  the  matter  of  partial  payment  of 
dues  and  state  assessment  be  referred  to  the  Com- 
mittee on  Constitution  and  Bylaws  with  the  re- 
quest for  report. 

4.  Request  from  Dr.  Sol  Rottenberg,  retired 
member,  October  21,  1948,  that  he  be  nominated  to 
the  American  Medical  Association  for  Associate 
Fellowship. 

It  was  voted  that  he  be  so  nominated. 

5.  Letter  and  report  from  the  Military  Affairs 
Committee  of  the  Forsyth  County  Medical  Society 
of  North  Carolina,  dated  October  28,  1948,  to  Dr. 
Anderton  in  regard  to  drafting  physicians. 

After  discussion,  it  was  voted  to  distribute  to  the 
delegates  from  our  Society  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  copies 
of  this  report. 

6.  Dr.  Anderton  reported  that  he  had  two  com- 
munications from  Dr.  Jacob  L.  Lochner,  Jr.,  secre- 
tary of  the  New  York  State  Board  of  Medical  Ex- 
aminers, which  state  in  essence  that  there  will  be  a 
vacancy  on  the  Medical  Grievance  Committee  of  the 
New  York  State  Department  of  Education  on 
January  1, 1949. 

Under  the  law  the  State  Society  is  requested  to 
nominate  a member  for  appointment  by  the  Board 
of  Regents  to  that  Committee.  The  Board  of 
Regents  requests  three  names. 

It  was  voted  to  nominate  Dr.  Edward  L.  Hunt,  Dr. 
Martin  DeForest  Smith,  and  Dr.  John  M.  Han- 
ford to  the  Board  of  Regents. 

Meetings. — Your  Secretary  has  been  notified  that 
the  1949  annual  meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania  will  be  held  at  the  William 
Penn  Hotel,  Pittsburgh,  September  26  through  29, 
1949.  He  has  also  been  notified  that  November  15 
will  be  the  deadline  for  the  American  Medical 
Association  to  receive  a nomination  from  each  con- 
stituent association  for  award  of  the  1948  General 
Practitioner’s  Medal. 

Since  your  last  meeting,  your  Secretary  has  at- 
tended  meetings  of  the  First  and  Second  District 
Branches,  a meeting  of  the  Program  Subcommittee 
of  the  Convention  Committee  in  Buffalo,  and  the 
Annual  Secretaries’  Conference  in  Albany.  He  also 
attended  a meeting  of  the  National  Committee  for 
Mental  Hygiene,  Inc.,  at  the  Hotel  Pennsylvania, 
New  York  City,  for  a short  time  on  November  3, 
1948. 

Flowers  and  a cheerfully  sympathetic  letter  were 
dispatched  to  Dr.  Harry  Aranow,  as  you  instructed. 

The  annual  conference  of  County  Society  Secre- 
taries was  held  at  the  Hotel  Ten  Eyck,  Albany, 
November  4,  1948.  There  were  present  24  county 
society  secretaries,  four  county  society  executive 
secretaries,  five  executives  from  the  Medical  Society 
of  the  State  of  New  York,  Councilors  Kenney, 
Mitchell,  and  Wertz,  Speaker  Andresen,  Dr.  A. 
Whitman,  and  your  Secretary. 

Following  a luncheon  which  would  have  been 
approved  by  the  National  Prohibition  Party,  a 
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number  of  matters  of  interest  to  various  secretaries 
were  informally  discussed.  Also  Dr.  Kenney  and 
Dr.  Kaliski  discussed  matters  relating  to  Workmen’s 
Compensation  Insurance.  Dr.  Wertz  and  Mr. 
Farrell  discussed  matters  relating  to  Medical  Care 
Insurance.  Dr.  Kenney  dwelt  upon  matters  with 
which  the  Planning  Committee  for  Medical  Policies 
is  concerned.  Speaker  Andresen  told  of  his  efforts  to 
select  reference  committees  for  the  House  of  Dele- 
gates. Dr.  Mitchell  made  an  informative  short 
address  regarding  work  of  the  Public  Health  and 
Education  Committee.  Dr.  Hannon  spoke  about 
matters  legislative.  Dr.  B.  Wallace  Hamilton, 
treasurer  of  Physicians’  Home,  Inc.,  detailed  the 
accomplishments  and  ambitions  of  that  body.  At 
Dr.  Wertz’s  request  Dr.  Anderton  made  a few  re- 
marks regarding  the  program  of  the  1949  annual 
meeting.  He  also  discussed  “home  town”  treatment 
of  veterans’  service-connected  disabilities  and  the 
War  Memorial  assessment. 

Judging  from  the  reactions  of  those  present,  the 
meeting  was  successful  and  worth  while. 

It  was  voted  that  the  Secretary’s  Report  be 
approved  and  his  recommendations  accepted. 
Address  of  welcome.- — Dr.  Simpson,  in  the  name  of 
the  Council,  welcomed  the  new  member,  Dr. 
Frederic  W.  Holcomb. 

The  Treasurer’s  Report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  verbally  as  follows: 

The  Executive  Officer  reports  that  the  last  two 
district  branch  meetings  were  held  the  latter  part  of 
October,  thus  completing  the  district  branch  meet- 
ings. 

The  Executive  Officer  attended  the  meeting  of  the 
County  Society  Secretaries  in  Albany  and  the  Public 
Health  and  Education  Committee  meeting. 

The  Albany  Office  has  been  busy  preparing  legisla- 
tion for  the  next  year,  and  much  of  the  matter  was 
covered  at  a meeting  of  the  Legislative  Committee  on 
Tuesday,  November  9.  A further  report  will  be 
made. 

In  view  of  the  unexpected  turn  of  the  election,  our 
outlook  for  legislative  matters  this  year  is  quite 
different  from  what  we  expected.  It  seems  as  if  we 
will  probably  have  a busy  session  both  federally  and 
in  the  State. 

It  was  voted  that  the  report  be  accepted. 

Activities  of  Committees 
Legislative. — Dr.  Holcomb,  chairman,  reported 
verbally  as  follows: 

You  have  before  you  the  letter  pertaining  to 
recommendations  on  the  Wicks  Commission’s  Re- 
port. We  have  considered  this  matter,  a very 
lengthy  report.  I ask  the  approval  of  the  Council  of 
the  action  of  the  Legislative  Committee  in  regard  to 
this  report. 

It  was  voted  that  the  Council  approve  the  proposed 
letter  to  Senator  Arthur  H.  Wicks,  and  the  ex- 
pressions of  opinion  of  the  Medical  Society  of  the 
State  of  New  York  regarding  proposals  in  the  re- 
port of  the  Wicks  Commission. 

Dr.  Hannon  requested  an  opinion  from  the 
Council  on  the  following: 

A request  came  from  the  Dental  Society  about  the 
Medical  Society’s  opinion  on  amending  the  Nursing 
Law.  The  Nursing  Law  permits  a nurse  to  carry  out 
only  the  orders  of  a licensed  physician.  In  view  of 


the  fact  that  many  dentists  are  on  hospital  staffs,  and 
both  doctors  and  dentists  operate  on  patients  and 
give  treatments,  and  that  dentists  use  nurses  in  their 
offices  for  various  treatments,  the  question  arises  as  to 
w'hether  a dentist  has  a right  to  give  orders  to  a 
nurse  and  whether  the  nurse  should  carry  out  such 
orders.  The  Legislation  Committee  was  in  favor  of 
making  such  an  amendment  to  the  law  adding  “and/ 
or  dentist”  after  the  word  “doctor.” 

It  was  voted  that  the  Council  approve  of  making  an 
amendment  to  the  law  adding  “and/or  dentist”  to 
“doctor”  and  that  the  Dental  Society  be  so  noti- 
fied. 

Convention. — -Dr.  Wertz,  chairman,  reported  that 
a meeting  of  the  Scientific  Program  Committee  wras 
held  in  Buffalo  on  October  30,  1948,  and  a splendid 
program  arranged. 

Economics. — Mr.  Farrell,  director  of  the  Bureau 
of  Medical  Care  Insurance,  made  the  following  re- 
port: 

Mr.  Farrell  attended  the  joint  meeting  of  the 
Liaison  Committee  with  Veterans  Administration 
and  the  Board  of  Directors  of  Veterans  Medical 
Service  Plan  of  New  York,  Inc.,  October  18,  1948. 

On  October  14, 1948,  Mr.  Farrell  was  present  at  the 
joint  meeting  of  the  Subcommittee  on  Medical  Ex- 
pense Insurance  of  the  Council  Committee  on 
Economics,  and  Presidents  of  New  York  State 
Medical  Care  Plans  (approved  by  the  Medical  So- 
ciety of  the  State  of  New  York),  to  discuss  proposals 
for  the  Blue  Cross-Blue  Shield  Association  and  Blue 
Cross-Blue  Shield  Health  Service,  Inc.  A summary  of 
these  proposals  and  material  pertinent  to  the  meet- 
ing were  prepared  by  Mr.  Farrell. 

Mr.  Farrell  attended  the  Conference  of  Blue 
Shield  Plans  at  French  Lick,  Indiana,  October  25  to 
28,  1948.  At  this  Conference  proposals  for  the 
Blue  Cross-Blue  Shield  Association  and  Blue  Cross- 
Blue  Shield  Health  Service,  Inc.,  were  to  be  voted  on 
by  member  plans.  The  agenda  called  for  two  dis- 
cussion days  on  these  proposals.  However,  the 
Commission  of  Blue  Shield  Plans  presented  recom- 
mendations at  the  opening  of  the  Conference  as 
follows: 

“1.  It  is  recommended  to  the  Conference  of 
Plans  that  the  proposals  for  a Blue  Cross-Blue  Shield 
Association  and  Blue  Cross-Blue  Shield  Health 
Service,  Inc.,  be  thoroughly  discussed  by  the  mem- 
ber Plans  but  that  final  action  not  be  taken  at  this 
conference. 

“2.  It  is  recommended  that  after  discussion  of 
the  Blue  Cross-Blue  Shield  Association  and  Blue 
Cross-Blue  Shield  Health  Service,  Inc.,  by  the  Con- 
ference of  Plans  that  the  proposals  be  referred  to  the 
component  units  of  Associated  Medical  Care  Plans 
for  discussion  and  an  expression  of  their  opinion  to 
the  Commission;  and  it  is  further  recommended  that 
printed  copies  of  the  proposals  be  distributed  in 
quantity  to  the  Plans  for  their  further  study  and 
conference  with  their  sponsoring  medical  societies. 

“3.  It  is  recommended  to  the  Conference  of 
Plans  that  the  proposals  for  a Blue  Cross-Blue  Shield 
Association  and  Blue  Cross-Blue  Shield  Health 
Service,  Inc.,  be  referred  to  the  House  of  Delegates 
of  the  American  Medical  Association  at  the  St. 
Louis  Interim  Session  or  any  subsequent  session; 
that  Associated  Medical  Care  Plans  request  that 
the  House  of  Delegates  grant  a hearing  on  the  sub- 
ject of  these  proposals,  and  that  to  implement  this 
resolution  the  president  of  Associated  Medical  Care 
Plans  be  authorized  to  appoint  a special  committee 
of  such  size  and  personnel  as  he  may  determine  to 
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develop  and  carry  into  effect  ways  and  means  for  the 
adequate  presentation  to  the  A.M.A.  House  of  Dele- 
gates of  all  factors  bearing  upon  the  proposals.” 
These  recommendations  were  adopted  by  member 
plans  present,  but  no  vote  was  taken  by  Blue  Shield 
member  plans  on  the  adoption  of  the  proposals  in 
view  of  the  recommendations  made  by  the  Commis- 
sion. 

A report  of  the  Delegates  to  the  Conference  of 
Blue  Shield  Plans  was  presented  by  J.  Douglas 
Coleman,  chairman  of  the  Blue  Cross  Commission, 
as  follows: 

“At  the  conclusion  of  the  business  session  of  Blue 
Cross  Plans  this  morning,  I was  directed  to  report  its 
actions  to  the  Conference  of  Blue  Shield  Plans  so 
that  you  might  have  prompt  and  accurate  informa- 
tion on  these  actions.  I appeared  at  your  meeting, 
but  unfortunately  it  was  not  possible  to  make  this 
report  to  you  in  person  prior  to  the  adjournment  of 
your  session  this  morning.  Therefore,  with  the  con- 
currence of  your  chairman,  Dr.  Schriver,  this 
written  report  is  being  presented  to  you. 

“At  its  business  session  on  Tuesday,  October  26, 
1948,  the  conference  of  Blue  Cross  Plans  passed  the 
following  resolution: 

Be  it  resolved  that  the  Blue  Cross  Commission 
be  authorized  to  proceed  with  the  organization  of 
an  association,  having  purposes  and  powers  and 
being  controlled  in  a manner  not  inconsistent  with 
the  proposals  approved  by  the  Commission  on 
August  20,  1948,  all  in  such  form  as  it  shall  con- 
sider will  enable  Blue  Cross  Plans  best  to  serve 
their  subscribers. 

This  resolution  authorizes  the  implementation  of  the 
proposals  essentially  as  presented  to  both  Blue 
Cross  and  Blue  Shield  Plans  with  such  minor  changes 
in  form  as  would  be  necessary  to  concur  with  the 
many  helpful  suggestions  that  have  been  received  at 
this  meeting,  but  which  do  not  alter  the  substance  of 
the  proposals.  It  was  understood  that,  under  this 
authorization,  the  Blue  Cross  Commission  would 
have  authority  to  proceed  only  if  concurrent  action 
were  taken  by  Blue  Shield  Plans. 

“At  the  business  session  on  Wednesday,  October 
27,  1948,  a discussion  was  held  concerning  the 
action,  if  any,  that  would  be  desirable  in  the  event 
Blue  Shield  Plans  did  not  authorize  the  implementa- 
tion of  these  proposals.  I think  it  will  be  clear  from 
your  reading  of  the  action  taken  by  the  Conference, 
which  is  transcribed  below,  that  the  whole  intent  of 
this  action  was  to  instruct  the  Blue  Cross  Commis- 
sion to  pursue  all  possible  avenues  of  concurrent 
action  with  Blue  Shield  Plans,  and  to  give  all  pos- 
sible opportunity  for  the  consummation  of  such  con- 
current action.  I take  this  opportunity  to  empha- 
size this  point.  At  no  moment  during  the  meeting 
was  any  other  point  of  view  expressed.  The  resolu- 
tion adopted  was  as  follows : 

Having  long  felt  the  urgent  need  for  an  instru- 
ment such  as  that  contained  in  the  Proposals 
approved  by  the  Blue  Cross  Commission  on 
August  20, 1948,  and 

Recognizing  that  its  aims  can  be  best  achieved 
if  such  instrument  is  created  by  both  Blue  Cross 
and  Blue  Shield  Plans, 

However  it  is  the  sense  of  this  meeting  that  the 
need  is  so  urgent  that  it  is  hereby 

Resolved  that,  if  concurrent  action  is  not  feasible 
following  adjournment  of  the  1948  Interim  Ses- 
sion of  the  House  of  Delegates  of  the  American 
Medical  Association,  the  Blue  Cross  Commission 
be  authorized  to  organize  an  association  to  serve 


Blue  Cross  Plans  in  a manner  substantially  similar 
to  that  heretofore  approved,  on  the  express  under- 
standing that  the  form  of  organization  shall  per- 
mit its  revision  at  a later  date  to  include  Blue 
Shield  Plans  on  an  equal  basis,  and  also 
That,  in  the  interim,  all  possible  assistance  and 
cooperation  shall  be  extended  to  Blue  Shield 
Plans.” 

Blue  Cross  member  plans  voted  in  favor  of  adopt- 
ing the  proposals  by  a weighted  vote  of  233,  which 
gave  a majority  in  favor  of  11  votes  out  of  a potential 
vote  of  444.  No  further  action  is  to  be  taken  on  the 
proposals ‘until  after  the  Interim  Meeting  of  the 
A.M.A.  House  of  Delegates,  November  30,  1948. 

Subcommittee  on  Medical  Expense  Insurance. — 
A joint  meeting  of  the  Subcommittee  and  Presidents 
of  New  York  State  plans  approved  by  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
State  Society  offices,  on  the  afternoon  of  October  14, 
1948,  Dr.  A.  H.  Aaron,  chairman,  presiding.  The 
purpose  of  the  meeting  was  to  discuss  and  act  on  the 
proposals  for  the  Blue  Cross-Blue  Shield  Association 
and  Blue  Cross-Blue  Shield  Health  Service,  Inc. 

Following  discussion,  the  Committee  recom- 
mended that  member  plans  not  vote  in  favor  of 
adoption  of  these  proposals  at  the  Conference  of 
Blue  Shield  and  Blue  Cross  Plans,  October  25,  1948, 
until  after  the  Interim  Meeting  of  the  A.M.A.  House 
of  Delegates,  November  30,  1948.  This  was  in 
accord  with  the  action  of  the  Council  of  the  State 
Society  on  October  14, 1948. 

Proposed  draft  of  letter  to  be  sent  to  plan  presi- 
dents and  executive  directors  of  New  York  State 
approved  plans  outlining  the  effect  on  medical  care 
distribution  if  the  proposals  are  adopted  and  recom- 
mending that  New  York  State  member,  plans  in 
AMCP  not  vote  in  favor  of  the  proposals  at  the 
French  Lick  Conference  was  read  by  the  chairman. 
Motion  was  made  and  seconded  approving  the 
letter.  An  amended  motion  followed  that  the 
action  of  the  Council  of  the  State  Society  on  October 
14  that  no  action  be  taken  until  after  the  Interim 
Meeting  of  the  A.M.A.  House  of  Delegates  be  in- 
cluded in  the  letter.  Motion  as  amended  was 
carried.  The  proposed  letter  was  sent  October  15. 

In  order  to  acquaint  county  medical  societies, 
which  sponsor  their  local  medical  care  plans,  with 
the  recommendations  of  the  Subcommittee  Mr. 
Farrell  was  instructed  to  send  a letter  to  secretaries 
of  county  medical  societies  in  New  York  State. 

The  matter  of  increasing  income  levels  for  service 
benefits  under  United  Medical  Service  contracts 
was  presented  for  discussion.  It  was  brought  out 
that  this  would  tend  to  increase  enrollment  and 
would  necessitate  increases  in  the  benefit  schedule 
and  premium  rates. 

After  discussion,  Dr.  Chas.  Gordon  Heyd,  presi- 
dent of  United  Medical  Service,  stated  that  reactions 
to  this  change  would  have  to  be  obtained  from  the 
17  county  medical  societies  in  the  plan  operating 
area  and  that  no  definite  changes  were  contemplated 
until  after  the  first  of  the  year.  No  recommenda- 
tions were  made  on  this  proposed  change. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Wood  reported  verbally  for  Dr.  Schiff,  chairman, 
who  was  unable  to  be  present: 

Due  to  the  enormous  increase  in  cases  in  the  first 
nine  months  of  this  year  the  incurred  loss  ratio  in  our 
insurance  has  amounted  to  113  per  cent  of  the  gross 
premiums.  Obviously  we  cannot  continue  that  way, 
and  equally  obviously  the  Yorkshire  cannot  con- 
tinue either,  so  that  they  are  increasingly  con- 
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cemed  about  the  situation,  and,  of  course,  the  first 
thing  that  becomes  necessary  is  to  increase  the 
premiums  to  cover  these  losses. 

Because  of  this  situation  the  Board  recommends 
that  the  Council  approve  an  increase  of  the  premium 
rates  in  metropolitan  New  York  from  $46  to  $55  and 
in  the  upstate  area  from  $32  to  $40.  That  is  an  in- 
crease in  the  metropolitan  area  of  $9.00  and  in  the 
upstate  area  of  $8.00. 

It  seems  obvious  that  this  increase  is  necessary  if 
we  are  to  continue  solvent.  On  the  other  hand,  it 
probably  will  not  be  very  good  news  to  our  member- 
ship. Nonetheless,  the  Board  sees  no  other  way  out, 
and  of  certainty  no  insurance  company  is  going  to 
carry  our  insurance  at  a loss.  Therefore,  I recom- 
ment that  the  Council  approve  an  increase  of  the 
rates  in  the  metropolitan  area  from  $46  to  $55  and 
in  the  upstate  area  from  $32  to  $40. 

After  discussion,  it  was  voted  that  the  Council 
approve  an  increase  of  the  insurance  rates  in  the 
metropolitan  area  including  Westchester  and 
Nassau  Counties  from  $46  to  $55  and  in  the  up- 
state area  including  Suffolk  County  from  $32  to 
$40. 

Mr.  Martin,  counsel,  stated  that  he  had  been 
asked  to  appear  in  a law  case  as  amicus  curiae  on  be- 
half of  the  State  Medical  Society;  that  is,  though  he 
is  not  a party  either  for  the  defendant-appellant  or 
the  plaintiff-respondent,  they  wish  him  to  appear  be- 
cause there  is  a matter  of  public  policy  involved  and 
he  is  asked  to  submit  a brief  on  behalf  of  the  Medical 
Society. 

After  discussion,  it  was  voted  that  the  counsel 
should  not  appear  in  this  case. 

It  being  Armistice  Day,  at  eleven  o’clock  for  two 
minutes  the  Council  remained  in  silent  tribute  to  the 
war  dead. 

Medical  Service 

A.M.A.  Annual  General  Practitioner's  Award. — 
Dr.  Wertz,  chairman,  reported  verbally  as  follows: 
Your  Committee  on  Medical  Service  was  asked  to 
help  the  Council  in  having  the  various  county  so- 
cieties nominate  men,  one  of  whom  would  be  recom- 
mended by  this  Council  to  the  American  Medical 
Association  for  the  general  practitioner  award  of  the 
year. 

This  committee  received  six  nominations  from  six 
different  counties.  As  I understand  it,  your  Com- 
mittee was  to  nominate  three,  and  the  Council  was 
to  select  one.  The  first  choice  was  Dr.  Arthur  D. 
Jaques,  of  Lynbrook,  and  from  Erie  County  the 
nomination  of  Dr.  Robert  E.  De  Ceu,  and  from 
Cayuga  County  the  nomination  of  Dr.  Clinton  E. 
Goodwin,  of  Weedsport.  The  committee  recom- 
mends that  the  name  of  one  be  sent  to  the  Trustees 
of  the  American  Medical  Association. 

It  was  voted  that  the  Council  recommend  Dr. 
Arthur  D.  Jaques  of  Lynbrook,  Nassau  County, 
Long  Island,  to  the  American  Medical  Association 
for  nomination  for  the  general  practitioner  award 
of  the  year. 

It  was  voted  that  the  Secretary  be  instructed  to 
send  the  name  of  Dr.  Jaques  to  the  American 
Medical  Association  promptly,  as  the  deadline  is 
the  fifteenth  of  November. 

Planning  Committee  for  Medical  Policies. — Dr. 
Kenney  reported  verbally  as  follows: 

I appeared  at  the  four  eastern  portions  of  the 
State  at  the  district  branch  meetings  to  make  con- 
tacts in  connection  with  their  possible  redistricting. 
Also  at  the  County  Society  Secretaries’  Conference 


I urged  that  word  be  carried  to  the  county  societies, 
stating  it  was  the  opinion  of  you,  I believe,  sir,  and  all 
of  us  that  proposals  for  redistricting  of  the  State 
Society  should  originate  at  the  grass  roots  level  and 
the  county  society.  I just  want  to  spread  that 
message  here  and  to  ask  any  of  you  gentlemen  when 
you  go  home  if  you  will  ask  your  county  society 
president  or  some  responsible  officer  in  the  district 
branch  to  communicate  with  the  chairman  of  the 
Planning  Committee  to  help  us  in  our  deliberations. 
We  hardly  hope  to  resolve  the  problem  this  year,  be- 
cause there  is  a great  difference  of  opinion,  but  I 
want  to  bring  forth  a constructive  report. 

The  Planning  Committee  will  hold  its  first  meeting 
on  December  7.  The  date  was  chosen  to  bring  it 
close  to  the  Council  Meeting,  without  interfering 
with  other  committee  meetings.  This  date  was  pur- 
posely put  off  until  after  the  end  of  November  in  the 
hope  that,  after  I return  from  St.  Louis,  in  another 
two  weeks,  I will  have  acquired  more  up-to-date  in- 
formation on  where  the  American  Medical  Associa- 
tion stands  on  group  practice. 

Following  that  meeting  I propose  to  hold  meetings 
on  January  11  and  February  8,  and  I hope  with  these 
three  meetings  we  can  solve  the  problems  that  are 
before  us. 

There  is  no  further  information  on  the  progress  of 
the  State’s  program  in  the  implementation  of  the 
Hill-Burton  Bill,  since  the  report  I made  to  the 
Council  in  September.  I tried  to  contact  Dr. 
Bourke  when  I was  in  Albany  recently,  but  he  was  in 
the  City  of  New  York  that  day.  I requested  his 
office  to  have  him  contact  me  on  his  next  visit  to 
town. 

I attended  the  Pennsylvania  State  Society  Meet- 
ing on  the  third  of  October.  I had  no  opportunity  to 
mention  this  a month  ago  because  of  the  heavy 
agenda.  It  was  an  exceptionally  outstanding  meet- 
ing. It  was  their  Centennial  Meeting  and  was  con- 
ducted on  a very  high  plane,  with  a particularly 
comprehensive  program.  At  the  House  of  Dele- 
gates a number  of  things  were  discussed  that  I 
thought  I would  just  mention.  President  Hess 
stressed  very  greatly  the  public  relations  program 
within  individual  county  societies  and  its  relation  to 
the  state  public  relations  office.  He  laid  much  em- 
phasis on  the  function  of  the  county  society  in 
public  relations.  That  seems  to  be  something  that 
our  county  societies  can  take  up  with  a good  deal  of 
profit. 

Another  thing  that  interested  me  very  much  was 
the  number  of  fee  schedules  that  are  in  operation  in 
Pennsylvania  as  compared  with  our  own.  They  have 
a fee  schedule  for  public  welfare;  they  have  a special 
fee  schedule  for  the  poliomyelitis  program  which  has 
not  yet  been  approved,  and  they  have  the  fee 
schedule  with  the  Veterans  Administration.  As  a 
result  their  Economic  Committee  is  studying  and  has 
brought  in  a program  on  the  advisability  of  setting 
up  a uniform  fee  schedule  for  all  governmental  agen- 
cies. 

It  seems  to  me  there  is  some  merit  in  that,  in  view 
of  the  fact  that  we  have  so  many  fee  schedule 
problems  in  this  State,  and  I bring  it  to  the  Council 
just  for  their  information.  I thought,  perhaps,  it 
would  be  a matter  we  could  discuss  in  the  Planning 
Committee,  and  if  they  are  in  favor  of  it,  it  might  be 
referred  to  our  Economics  Committee  for  considera- 
tion. 

Dr.  Wertz  stated  that  last  month  the  Council 
assigned  to  the  planning  Committee  the  study  of  the 
Attorney-General’s  ruling  that  the  hospitals  in  the 
Blue  Cross  Plans  could  provide  certain  medical 
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services  to  their  subscribers,  and  he  felt  that  the 
Committee  should  study  it  immediately  and  not 
wait  until  the  House  of  Delegates  meets  in  May. 

Dr.  Curphey  suggested  that  a committee  be 
appointed  to  meet  with  Attorney-General  Goldstein 
to  discuss  the  matter  of  his  ruling. 

After  discussion,  it  was  voted  that  the  Goldstein 
opinion  be  referred  to  a subcommittee  of  three  of 
the  Planning  Committee  with  the  addition  of  one 
man  from  each  of  the  four  affected  groups, 
anesthesiology,  radiology,  pathology,  and  physical 
therapy.  Later,  the  Council  approved  Dr.  Simp- 
son’s appointment  of  Dr.  Kenney,  Dr.  Mott,  and 
Dr.  Masterson,  as  this  subcommittee. 

It  was  left  to  the  discretion  of  the  chairman  of  the 
Planning  Committee  when  this  subcommittee 
should  meet  with  the  Attorney-General. 

Publication. — Dr.  Kosmak,  chairman,  reported 
verbally  as  follows : 

The  Publication  Committee  had  its  regular 
monthly  meeting  yesterday.  It  lasted  over  three 
hours.  Many  routine  matters  were  discussed  which 
are  not  of  immediate  interest  to  this  meeting,  but 
there  are  a few  that  I want  to  bring  to  your  atten- 
tion. 

The  publication  of  the  transactions  of  the  last 
Annual  Meeting  aroused  a great  deal  of  interest,  pre- 
sented in  a supplementary  issue  of  the  Journal. 
However,  the  cost  of  this  was  about  $4,000,  and  the 
Publication  Cdmmittee  feels  that  it  would  be  more 
desirable  and,  of  course,  result  in  a saving  of  a great 
deal  of  money  if  the  minutes  of  the  House  of  Dele- 
gates could  be  summarized  and  published  in  a single 
issue  of  the  Journal.  Tiyit  would  preclude  the 
printing  of  many  remarks  made  by  members  of  the 
House  of  Delegates  who  are  possibly  very  good 
speakers  and  orators.  However,  it  costs  a lot  of 
money  to  put  what  they  say  into  print.  If  the 
Council  directs,  the  Publication  Committee  would 
like  to  follow  the  course  that  I have  just  outlined. 
If  anybody  wants  to  see  details  in  the  minutes  of  the 
meeting,  they  can  consult  the  official  verbatim  copy 
in  the  hands  of  the  Secretary.  We  would  like  an 
experession  of  opinion  as  to  whether  the  Council 
would  agree  to  have  that  course  followed  next  year. 
After  discussion,  it  was  voted  that  this  matter  be 
referred  to  the  House  of  Delegates  and  incor- 
porated in  the  Publication  Committee’s  annual 
report. 

Dr.  Kosmak  continued: 

I suppose  a great  many  of  the  members  of  the 
Society  have  been  annoyed  by  the  lateness  in  the 
receipt  of  their  Journal.  We  have  taken  this 
matter  up  with  the  printer  on  numerous  occasions 
and  have  had  further  promises  that  the  publication 
date  will  be  met.  We  have  a very  satisfactory 
printing  concern,  but  they  occasionally  get  into 
jams,  and  unfortunately  we  have  been  the  victims, 
but  I think  in  the  future  some  improvement  will 
ensue. 

Directory. — The  Publication  Committee  felt  that 
the  insertion  in  the  Directory  of  a list  of  proprietary 
hospitals  would  not  be  desirable  because  it  would 
mean  more  or  less  of  an  endorsement.  We  hope  that 
this  view  will  be  agreed  to. 

We  have  also  had  the  problem  in  the  Directory 
publication  of  the  inclusion  of  lists  of  doctors  in 
New  Jersey  and  Connecticut.  This  is  expensive, 
especially  as  we  get  so  little  return  in  way  of  pur- 
chased copies — two  hundred  copies  in  New  Jersey 
and  80  in  Connecticut.  We  have  discussed  the  ad- 
visability of  continuing  the  insertion  of  this  list  of 


names  in  future  issues.  Of  course  they  will  be  in  the 
ne^t  issue,  but  the  point  is  what  we  should  do  about 
the  issue  two  years  hence.  We  have  contacted  the 
executive  secretaries  of  both  organizations.  No 
definite  reply  has  as  yet  been  received,  and  we  expect 
to  report  on  this  matter  in  the  future.  It  costs  a lot 
of  money  to  publish  that  Directory. 

Public  Health  and  Education. — The  report  as  dis- 
tributed with  the  agenda  is  as  follows: 

Activities  of  the  Chairman. — October  30:  In 

Buffalo  to  attend  the  meeting  of  the  Program  Sub- 
committee of  the  Committee  on  Convention. 

November  4:  In  Albany  to  attend  a conference  of 
the  Secretaries  of  the  County  Medical  Societies. 

November  9:  In  New  York  City  to  attend  a meet- 
ing of  the  Legislative  Committee. 

November  10:  In  New  York  City  to  attend  a 
meeting  of  the  Council  Committee  on  Public  Health 
and  Education  and  the  Subcommittees  on  Child 
Welfare  and  Rheumatic  Fever. 

Postgraduate  Education. — Postgraduate  instruc- 
tion has  been  completed  in  the  following  counties: 
Columbia,  Ontario,  St.  Lawrence,  Suffolk,  Ulster, 
and  Wayne. 

Postgraduate  instruction  is  being  presented  in  the 
following  counties:  Allegany,  Clinton  Fulton, 

Jefferson,  Lewis,  Monroe,  Nassau,  Onondaga, 
Orange,  Oswego,  Richmond,  Schenectady,  Scho- 
harie, Sullivan,  Tompkins,  and  Warren. 

A Regional  Cancer  Teaching  Day  will  be  held  in 
Ithaca  on  December  1,  1948.  This  meeting  is 
sponsored  by  the  Tompkins  County  Medical  So- 
ciety, The  Bureau  of  Cancer  Control  of  the  New 
York  State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York.  Invitations  to 
attend  this  meeting  will  be  sent  to  the  members  of 
the  following  county  medical  societies:  Tioga, 

Chemung,  Schuyler,  Seneca,  Cayuga,  and  Cortland. 

Dr.  Mitchell  supplemented  his  report  by  stating 
that  he  thought  it  advisable,  in  connection  with  the 
twelve  regions,  to  add  a regional  chairman  in  In- 
ternal Medicine. 

It  was  voted  that  for  each  of  the  twelve  regions,  in 

addition  to  the  Chairmen  on  Obstetrics  and 

Pediatrics,  there  be  a Chairman  of  Internal 

Medicine. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

On  October  27  a news  letter  was  issued  which 
stressed  the  necessity  of  making  preparations  for  the 
1949  legislative  session. 

The  staff  of  the  Public  Relations  Bureau  attended 
the  meeting  of  the  Second  District  Branch  at 
Garden  City  on  October  20  and  the  meeting  of  the 
First  District  Branch  at  Newburgh  on  October  26. 
Both  meetings  were  covered  by  advance  releases  sent 
to  the  daily  papers  and  wire  services,  together  with 
excerpts  of  the  address  made  by  Dr.  John  J.  Master- 
son,  president-elect.  In  addition,  coverage  was 
secured  in  the  local  press  and  the  wire  services  of  the 
election  of  Dr.  Charles  C.  Murphy  as  the  new 
president  of  the  Second  District  Branch  and  Dr. 
Stephen  R.  Monteith  as  the  new  president  of  the 
First  District  Branch. 

Mr.  Walsh  represented  the  Public  Relations 
Bureau  at  a meeting  of  the  executive  board  of  the 
Woman’s  Auxiliary  in  Syracuse  on  October  18  and 
19  and  attended  the  organization  meeting  of^  the 
Westchester  County  Woman’s  Auxiliary  in  White 
Plains  on  October  27.  He  also  attended  meetings  of 
the  Speakers  Bureaus  of  Orange  and  Nassau 
Counties. 
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The  meeting  of  Secretaries  of  County  Medical 
Societies  in  Albany  on  November  4 was  attended  by 
Mr.  Miebach  and  Mr.  Walsh  as  representatives  of 
the  Public  Relations  Bureau. 

In  anticipation  of  a campaign  by  the  chiropractors 
to  obtain  licensure,  the  Public  Relations  Bureau  has 
prepared  for  the  printer  a booklet  entitled  Myth  and 
Menace — The  Truth  About  Chiropractic.  This  pam- 
phlet contains  the  report  submitted  at  the  last  meet- 
ing of  the  House  of  Delegates  by  the  Subcommittee 
on  Cults  of  the  Council  Committee  on  Legislation. 
The  report  was  prepared  by  three  commissioners  who 
made  a study  of  chiropractic  and  came  to  the  con- 
clusion that  it  was  unsound.  A new  edition  of 
Medicine  Men  and  Men  of  Medicine  also  is  being 
printed. 

Assistance  of  the  Public  Relations  Bureau  was  re- 
quested by  Dr.  Leonard  R.  Rubin  in  connection  with 
a story  and  photographs  for  Life  magazine  dealing 
with  an  operation  for  the  replacement  of  an  ear  by 
using  a new  type  of  plastic.  Proofs  of  the  proposed 
story  are  to  be  examined  by  us  before  publication. 

The  following  postgraduate  sessions  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education  were  covered  by  releases  to  the  press: 
Columbia,  Jefferson,  Onondaga,  Richmond,  St. 
Lawrence,  Schenectady,  Schoharie,  Suffolk,  Sullivan, 
and  Ulster  Counties. 

A request  was  received  from  radio  station  WMCA 
to  supply  a doctor  to  appear  on  a radio  round-table 
discussion  on  health  insurance  on  November  5. 
The  station  already  had  obtained  consent  of  Dr. 
Samuel  Z.  Freedman  to  appear  on  the  program  to 
defend  the  medical  viewpoint  and  required  the 
services  of  one  other  physician.  As  none  in  the 
metropolitan  area  appeared  to  be  immediately 
available,  arrangements  were  made  to  have  Mr. 
Charles  A.  Togut,  associate  executive  director,  Man- 
hattan General  Hospital,  and  former  associate 
executive  director  of  the  Employees  Group  Plan  for 
Medical  Surgical  and  Hospital  Care,  participate  in 
the  discussion. 

Mr.  Walsh  has  continued  to  maintain  contact 
with  the  Richmond  County  Unit  of  the  American 
Legion  and  is  arranging  for  a meeting  of  the  presi- 
dent of  the  Society  and  the  members  of  a Subcom- 
mittee on  Veterans  Medical  Care  of  Richmond 
County  to  review  the  progress  of  the  Veterans 
Medical  Care  Plan  of  New  York,  Inc. 

In  response  to  a request  from  the  Chemung 
County  Medical  Society,  the  Public  Relations 
Bureau  in  cooperation  with  the  Bureau  of  Medical 
Care  Insurance  sent  a quantitity  of  materiaLto  be 
distributed  at  a fair  in  Elmira,  November  3 to  6. 

Woman’s  Auxiliary. — Dr.  Beekman,  chairman  of 
the  Advisory  Committee  to  the  Woman’s  Auxiliary, 
reported  verbally  as  follows: 

I recently  received  a pamphlet  called  Ladder  to 
Auxiliary  Success  gotten  out  by  the  Woman’s 
Auxiliary.  It  has  great  interest.  It  is  well  organized 
and  has  a fund  of  information  which  every  doctor 
should  know.  It  not  only  tells  the  county  societies 
how  to  conduct  their  meetings,  what  subjects  could 
be  brought  up  for  discussion,  but  it  also  tells  what 
the  Auxiliary  is  doing,  and  how  they  are  assisting 
the  medical  profession  in  the  State  in  many  ways. 
For  instance,  here  is  a page  of  suggested  reading: 

The  Brookings  Institute  Report  on  the  Issue  of 
Compulsory  Health  Insurance 

Paradise  Unlimited 

The  Menace  of  the  Police  State 

Voluntary  Non-Profit  Medical  Care 

Dogs,  Drugs  and  Doctors 


Check  and  Double  Check  on  Sickness  Insurance 
Medicine  Men  and  Men  of  Medicine 
Mental  Hygiene 

Tuberculosis  Affected  by  the  Standard  of  Living 
Private  Enterprise,  by  Dr.  Louis  Bauer 
Article  in  The  Saturday  Evening  Post  which  was 
recently  published  on  the  question  of  antivivisec- 
tion. 

“They  are  Trifling  with  Your  Life" 

Fifty  Years  of  Medical  Progress 
and  then  a long  list  of  reference  material  which  can 
be  obtained  from  the  American  Medical  Association. 

Also  it  tells  how  material  of  interest  to  the 
profession  can  be  placed  in,  and  suggestions 
for  submitting  Auxiliary  News  • to,  the  New 
York  State  Journal  of  Medicine. 

I feel  this  is  of  such  importance  that  we  should  ask 
the  Auxiliary  that  each  member  of  this  body,  the 
Council,  have  a copy. 

The  Auxiliary  has  just  completed  its  series  of  fall 
meetings  which  were  held  in  conjunction  with  the 
district  branch  meetings  of  the  State  Society. 

Recently,  they  held  their  executive  board  meeting 
in  Syracuse,  at  which  our  president  addressed 
them.  At  this  meeting  a subcommittee  was  ap- 
pointed to  revise  an  outline  on  What  Every  Doctor 
Knows:  A Treatise  on  the  Advantages  of  Medical 
Care  Plans  Over  Compulsory  Health  Insurance.  This 
book  is  rapidly  becoming  the  Auxiliary  members’ 
bible  on  both  the  state  and  national  levels. 

It  was  voted  that  the  Council  request  the  Woman’s 
Auxiliary  to  supply  each  member  of  the  Council 
with  a copy  of  the  publication  Ladder  to  Auxiliary 
Success. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, submitted  the  following  report  as  distributed 
with  the  Agenda: 

Your  director  addressed  a meeting  of  the  Nassau 
County  Medical  Society  on  Workmen’s  Compensa- 
tion problems  and  the  new  fee  schedule  on  Thursday 
evening,  October  19,  in  Garden  City. 

On  Wednesday,  October  20,  he  appeared  before 
the  annual  meeting  of  the  Bronx  County  Medical 
Society  and  spoke  on  the  new  fee  schedule. 

On  Thursday,  November  4,  your  chairman  and 
director  attended  the' Secretaries  meeting  at  the  Ten 
Eyck  Hotel  in  Albany. 

New  Fee  Schedule. — We  continue  to  receive 
numerous  inquiries  concerning  items  in  the  new 
fee  schedule,  some  of  which  are  susceptible  to  ex- 
planations, and  others  await  a declaratory  state- 
ment after  a hearing  that  we  have  recommended  the 
chairman  call  in  the  near  future. 

We  have  requested  the  county  medical  society 
officers  and  physicians  to  send  to  the  Bureau  any 
instances  of  errors  and  omissions  in  the  new  fee 
schedule  which,  together  with  our  own  studies,  will 
be  presented  to  the  chairman  of  the  Workmen’s  Com- 
pensation Board  in  the  near  future. 

After  learning  that  a certain  insurance  carrier  had 
been  remiss  in  answering  correspondence  and  paying 
bills  to  a considerable  number  of  physicians  for 
medical  services,  your  director  got  in  touch  with  an 
official  of  the  company  and  succeeded,  with  the  co- 
operation of  the  manager,  in  correcting  the  diffi- 
culty. 

We  have  been  informed  by  the  chairman  of  the 
Workmen’s  Compensation  Committee  of  the  Living- 
ston County  Medical  Society  that  Dr.  V.  Bonafede, 
an  employe  of  a State  institution,  who  has  been 
recommended  by  the  Workmen’s  Compensation 
Committee  of  Livingston  County  for  a workmen’s 
compensation  rating,  has  not  been  rated  as  yet  be- 
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cause  of  the  alleged  failure  of  the  Commissioner  of 
Mental  Hygiene  to  make  the  necessary  recommenda- 
tion to  the  chairman  of  the  Workmen’s  Compensa- 
tion Board.  We  have  again  requested  the  com- 
missioner to  make  such  recommendation. 

The  report  was  accepted. 

New  Business 

War  Memorial  Assessment — Bronx  County.— 

Dr.  Reuling  reported  that  the  Bronx  County  Medical 


Society  is  not  sending  out  bills  for  the  War  Memorial 
assessment  until  January  1,  1949. 

It  was  voted  that  Bronx  County  Medical  Society  be 
requested  in  the  name  of  the  Council,  to  send  out 
bills  for  the  War  Memorial  assessment  as  soon  as 
possible. 

Appointments. — The  appointment  by  the  presi- 
dent of  Dr.  Harry  C.  Guess  as  a member  of  the 
Committee  on  Problems  of  Alcoholism  was  con- 
firmed. 


CORRESPONDENCE 

Folic  Acid 


To  the  Editor: 

We  have  been  peculiarly  interested  in  your  edi- 
torial of  September  1,  1948,  entitled  “Folic  Acid  vs. 
Liver  Extracts:  The  Present  Score.”  For  the  past 
three  years,  we  have  been  doing  considerable  work 
with  folic  acid  in  a wide  variety  of  anemias  and  dur- 
ing the  past  year  have  intensified  our  study  of  its 
action  in  normal  human  beings  and  in  those  suffer- 
ing from  anemia  other  than  pernicious  anemia.  We 
are  in  thorough  agreement  with  your  comments  re- 
garding the  fact  that,  to  date,  liver  extracts  afford 
us  a quick  and  more  complete  return  to  normal  both 
of  the  blood  and  clinical  status  of  patients  suffering 
with  pernicious  anemia.  Our  data  also  suggests  that 
folic  acid  is  of  no  value  for  the  relief  of  neurologic 
disturbances  occurring  in  pernicious  anemia.  We 
have,  as  yet,  however,  not  found  any  unequivocal 
evidence  that  these  lesions  were  aggravated  by  folic 
acid. 

In  view  of  our  own  experiences,  we  were  somewhat 
startled  last  year  by  the  editorial  from  the  New 
England  Journal  of  Medicine , which  your  editor 
quotes  as  authority.  Because  our  general  impres- 
sions were  at  variance  with  the  impressions  expressed 
in  the  New  England  Journal  editorial,  we  decided  to 
do  a rather  complete  toxicity  study  on  normal  sub- 
jects and  those  suffering  with  anemias  other  than 
ernicious  anemia.  Our  normal  subjects  have  been 
ept  steadily  on  a dose  of  20  mg.  of  folic  acid  daily 
for  a period  which  is  now  passing  into  its  eleventh 
month.  Our  subjects  (various  anemias)  have  been 


given  similar  doses  for  periods  ranging  from  four  to 
eleven  months.  Neither  in  the  cases  with  anemias, 
totaling  over  30,  nor  in  the  normal  subjects,  25  in 
number,  have  we  seen  the  development  of  any  posi- 
tive neurologic  sign  from  the  administration  of  what 
we  would  consider  a relatively  large  dose  of  folic 
acid.  I repeat  that  we  are  in  full  agreement  with  the 
idea  that  folic  acid  does  not  fully  answer  the  prob- 
lem of  subjects  suffering  from  pernicious  anemia. 
Furthermore,  we  recognize  its  distinct  limitation  in 
the  management  of  anemias.  Nevertheless,  we  feel 
that  it  is  a valuable  agent  in  certain  types  of  anem- 
ias and  materially  enhances  the  effectiveness  of 
hematenics  containing  iron.  We  feel  that  the  evi- 
dence; furthermore,  the  dangers  inherent  in  the  use 
of  this  drug  in  a therapeutic  range  of  dosage  (our 
studies  have  quadrupled  the  dosage  normally 
recommended)  seem  to  us  to  have  been  markedly 
overemphasized.  It  is  certainly  desirable,  as  your 
editorial  mentions,  to  replace,  whenever  possible, 
medicines  of  unknown  composition  for  those  that 
can  be  identified  quantitatively  and  qualitatively 
in  a chemically  pure  state.  For  this  reason  and  be- 
cause folic  acid  does  quite  strictly  influence  certain 
hematopoietic  disturbances,  we  have  taken  the 
liberty  of  thus' 'addressing  you. 

Thomas  H.  McGavack,  M.D. 

Jonas  Weissberg,  M.D. 

New  York  Medical  College 
December  1,  1948 
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Panel  Discussions  to  Aid  General  Practitioners 


FIVE  panel  discussions  to  aid  the  general  prac- 
titioner by  bringing  him  abreast  of  the  latest  ad- 
vances in  medicine  and  surgery  will  be  held  at  the 
New  York  University-Bellevue  Medical  Center  be- 
ginning January  26.  Sponsored  by  the  New  York 
University  College  of  Medicine  Alumni  Association, 
the  panels  will  make  available  to  doctors  of  the 
greater  New  York  area,  without  cost,  the  experience 
of  more  than  twenty  faculty  members  of  the  College 
of  Medicine,  Cornell  Medical  School,  and  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity. 

The  panels  are  scheduled  for  one  day  in  each 
month  and  will  cover  the  following:  January  26 — 


arthritis;  March  2— high  blood  pressure;  March 
30 — peripheral  vascular  diseases;  April  27 — con- 
genital heart  disease,  and  May  25 — antibiotics.  All 
sessions  will  be  held  from  8:30  to  10:00  p.m.  Ad- 
mission will  be  by  card,  and  arrangements  are  under 
the  direction  of  Dr.  William  Goldring,  chairman  of 
the  Alumni  committee  on  science  and  education. 

At  the  January  26  panel  on  arthritis,  Dr.  Currier 
McEwen,  dean  of  the  New  York  University  College 
of  Medicine,  will  act  as  moderator,  with  Dr.  Richard 
H.  Freyberg,  of  Cornell  Medical  School,  and  Drs. 
Joseph  J.  Bunim,  Edward  F.  Hartung,  and  Otto 
Steinbrocker,  all  from  New  York  University  College 
of  Medicine,  as  speakers. 


Columbia  to  Construct  Cancer  Research  Unit 


PLANS  to  construct  a two-million-dollar  cancer 
research  unit  at  the  Columbia-Presbyterian 
Medical  Center  were  announced  recently  by  Dr. 
Willard  C.  Rappleye,  dean  of  the  Faculty  of  Medi- 
cine, Columbia  University.  Three  floors  of  new 
laboratories  will  be  constructed  atop  the  present 
Vanderbilt  Clinic  and  will  be  in  continuity  with  the 
existing  laboratories  of  the  Medical  School  and  in 
close  relationship  to  the  Presbyterian  Hospital. 

The  National  Advisory  Cancer  Council  has  agreed 
to  provide  one  million  dollars  toward  the  construc- 
tion cost  of  the  new  laboratories,  the  remaining  one 


million  dollars  to  be  provided  by  Columbia  Uni- 
versity. The  new  floors,  built  as  extensions  of  exist- 
ing laboratories  of  the  College  of  Physicians  and 
Surgeons,  will  thus  be  in  direct  contact  with  the 
basic  laboratory  facilities  of  such  medical  sciences  as 
anatomy,  bacteriology,  biochemistry,  pathology 
pharmacology  and  physiology,  as  well  as  the  major 
clinical  fields  of  surgery,  medicine,  and  gynecology. 
There  will  also  be  close  association  with  researchers  in 
the  field  of  biophysics. 

With  work  to  begin  early  this  year,  the  new  unit  is 
expected  to  be  completed  in  1950. 


Tuberculosis  Unit  Plans  Germ  Study 


GENETIC  studies  of  tuberculosis  germs  to  dis- 
cover why  some  varieties  develop  resistance  to 
drugs  and  sustain  the  disease  in  humans  will  play  a 
leading  part  in  the  1949  research  program  planned 
by  the  National  Tuberculosis  Association. 

Dr.  Esmond  R.  Long,  the  Association’s  director  of 
research,  explained  that  such  resistance  prevents 
drugs  like  streptomycin  from  realizing  their  full 
potentialities.  It  overpowers  a substantial  propor- 
tion of  tuberculosis  bacilli,  but  at  the  same  time 
causes  the  development  of  streptomycin-resistant 
strains.  This  riddle  has  puzzled  scientists  since  the 
drug,  the  most  effective  in  the  tuberculosis  field,  was 
discovered  in  1945. 


Dr.  Long  cited,  as  an  example  of  the  work 
planned,  a genetic  study  begun  early  in  1948  by  Dr. 
Vernon  Bryson  at  the  Long  Island  Biological  Labora- 
tory, Cold  Spring  Harbor,  New  York.  There  Dr. 
Bryson  is  seeking  to  determine  the  rate  at  which 
biologic  changes  occur  in  certain  bacilli  strains,  from 
generation  to  generation,  until  a resistant  variety 
evolves.  He  also  hopes  to  discover  whether  drug- 
resistant  strains  ever  change  into  types  which  can  be 
killed. 

The  genetic  studies  are  among  22  research  projects 
for  which  grants  to  qualified  investigators  will  be  re- 
quested from  the  Association’s  board  of  directors 
early  this  year. 


To  Raise  Research  Fund  for  Multiple  Sclerosis 


THE  National  Multiple  Sclerosis  Society  has  made 
plans  to  raise  a research  and  education  fund  of 
$225,000  for  the  year  1949,  it  was  announced  by 
Ralph  I.  Straus,  president  of  the  Society,  recently. 
Mr.  Straus  explained  that  multiple  sclerosis  is  a far 
more  important  health  problem  in  the  United  States 
than  most  people  realize.  Although  accurate 


statistics  are  not  yet  available,  a recent  survey  of 
New  York  City  hospitals  indicated  there  are  many 
more  persons  admitted  with  multiple  sclerosis  than 
with  many  of  the  better  known  diseases.  A rather  in- 
complete survey  by  mail  was  conducted  among  a 
group  of  New  York  physicians  in  1946  and  approxi- 
mately 5,000  cases  were  uncovered. 
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MEDICALLY  SPEAKING— 


Aid  for  Congress  on  Rheumatic  Diseases — Sur- 
geon General  Leonard  A.  Scheele  of  the  Public 
Health  Service,  Federal  Security  Agency,  announced 
that  on  the  recommendation  of  the  National  Ad- 
visory Health  Council  he  had  approved  a grant  of 
$15,000  to  help  finance  the  International  Congress  on 
Rheumatic  Diseases  to  be  held  in  New  York  City 
from  May  30  to  June  3,  1949.  The  American  Rheu- 
matism Association,  serving  as  host  for  the  Congress 
and  providing  most  of  the  financing,  hopes  that  the 
meeting  will  result  in  a renewed  and  better  integrated 
world-wide  attack  on  rheumatic  diseases.  The  five 
days  of  scientific  discussions  are  being  planned  to 
emphasize  that  only  a combined  world-wide  attack 
by  scientists  trained  in  the  biologic,  biophysical,  bio- 
chemical, and  clinical  disciplines  will  realize  the  full 
potentialities'of  modern  science  in  combatting  these 
diseases. 

Mississippi  Valley  Medical  Society  1949  Essay 
Contest — The  Society  will  offer  a cash  prize  of  $100, 
a gold  medal,  and  a certificate  of  award  for  the  best 
unpublished  essay  on  any  subject  of  general  medical 
interest  (including  medical  economics  and  educa- 
tion) and  practical  value  to  the  general  practitioner 
of  medicine.  Certificates  of  merit  may  ^lso  be 
granted  to  the  physicians  whose  essays  are  rated 
second  and  third  best.  Contestants  must  be  mem- 
bers of  the  American  Medical  Association  who  are 
residents  and  citizens  of  the  United  States.  The 
winner  will  be  invited  to  present  his  contribution  be- 
fore the  fourteenth  annual  meeting  of  the  Mississippi 
Valley  Medical  Society  to  be  held  in  St.  Louis,  Mis- 
souri, on  September  28, 29,  and  30,  1949.  Allcontribu- 
tions shall  be  typewritten  in  English  in  manuscript 
form,  submitted  in  five  copies,  not  to  exceed  5,000 
words,  and  must  be  received  not  later  than  May  1, 
1949.  Further  details  may  be  secured  from  Harold 
Swanberg,  M.D.,  secretary,  Mississippi  Valley 
Medical  Society,  209-224  W.C.U.  Building,  Quincy, 
Illinois. 


Postgraduate  Course  in  Diseases  of  the  Chest — 
The  Council  on  Postgraduate  Medical  Education  of 
the  American  College  of  Chest  Physicians  and  the 
Laennec  Society  of  Philadelphia  announce  a post- 
graduate course  in  diseases  of  the  chest  to  be  held  in 
the  Warwick  Hotel,  Philadelphia,  Pennsylvania, 
from  February  28  through  March  5,  1949.  This 
course  will  emphasize  the  recent  developments  in  all 
aspects  of  diagnosis  and  treatment  of  diseases  of  the 
chest.  Application  may  be  made  through  the  execu- 
tive offices  of  the  American  College  of  Chest  Physi- 
cians, 500  North  Dearborn  Street,  Chicago  10, 
Illinois. 

Research  Grant  Made — A grant  to  the  Brooklyn 
College,  Brooklyn,  in  the  amount  of  $1,200  for  the 
support  of  Dr.  Harry  G.  Albaum’s  research  into 
phosphorylated  compounds  has  been  made  by  the 
Ernst  Bischoff  Company,  Incorporated,  of  Ivoryton, 
Connecticut. 

V 

If  Your  Child  Stutters — An  interesting  and  in- 
formative pamphlet  has  been  issued  by  the  National 
Hospital  for  Speech  Disorders,  in  which  stress  is 
laid  upon  the  necessity  of  reaching  parents  of  chil- 
dren who  stutter,  and  through  them  eliminating 
sources  of  tension  in  the  home.  Copies  of  the 
pamphlet  may  be  obtained  by  addressing  the  Hospi- 
tal, at  61  Irving  Place,  New  York  3,  New  York. 

Infant  Diarrhea  Fought — The  New  York  State 
Health  Department  has  announced  “an  intensive 
campaign”  to  reduce  deaths  of  infants  caused  by 
diarrhea.  Between  1942  and  1947  there  have  been 
28  outbreaks  of  the  disease  among  newborn  infants  in 
hospital  nurseries.  Six  hundred  eighteen  babies 
were  stricken,  and  62  died.  A new  regulation,  effec- 
tive January  1,  has  been  added  to  the  sanitary  code 
of  the  State. 


MEETINGS 

PAST 


Saranac  Lake  Medical  Society 

Dr.  Jerome  Hartz,  instructor  in  psychiatry,  Johns 
Hopkins  Hospital,  Baltimore,  spoke  on  “Psycho- 
therapeutic Medicine”  at  the  meeting  of  the 
Saranac  Lake  Medical  Society  held  December  15. 
At  the  December  22  meeting,  Dr.  S.  J.  L.  Browne, 
professor  of  medicine,  and  Dr.  John  Hackney,  of  the 
department  of  medicine,  both  of  McGill  University, 
Montreal,  Canada,  spoke  on  “Protein  Metabolism 
in  Damage  and  Convalescence.” 

New  York  Council  of  Surgeons 

Dr.  Isidore  Arons,  director  of  radiotherapy  and 
chief  of  the  tumor  clinic  at  Harlem  Hospital,  spoke 
on  “Benign  and  Malignant  Conditions  of  the  Fe- 
male Genital  Organs”  at  a meeting  sponsored  by  the 
New  York  Council  of  Surgeons  on  December  21  at 
the  Parkchester  General  Hospital,  the  Bronx. 


New  York  Psychoanalytic  Society 

“Instinct  Satisfaction  and  Pleasure”  was  the  topic 
of  a scientific  paper  presented  by  Dr.  Ludwig  Eidel- 
berg  at  the  meeting  of  the  New  York  Psycho- 
analytic Society  held  December  21  in  New  York 
City. 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

At  the  last  meeting  of  the  Eastern  New  York  Eye, 
Ear,  Nose  and  Throat  Association,  held  January  6 in 
Schenectady,  Dr.  Benjamin  Volk  of  Albany  pre- 
sented a paper  on  “Malignancy  of  the  Middle  Ear,” 
which  was  discussed  by  Dr.  Eldridge  Campbell,  pro- 
fessor of  surgery  at  Albany  Medical  College,  and  Mr. 
Fritz  W.  Jardon  of  the  American  Optical  Company 
spoke  on  “The  Stone-Jardon  Implant,”  with  discus- 
sion by  Dr.  H.  Gordon  Anderson,  Troy. 


FUTURE 

New  York  City  Department  of  Health,  Bureau  of  nar  on  venereal  disease  at  the  New  York  City  Health 
Social  Hygiene  Department,  125  Worth  Street,  beginning  on  Satur- 

A panel  of  specialists  in  the  diagnosis  and  treat-  day,  January  15,  and  continuing  weekly  through 
ment  of  syphilis  and  gonorrhea  will  conduct  a semi-  [Continued  on  page  210] 
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Endo  Products  Inc. 

Richmond  Hill  18,  N.  Y. 


Vomiting  of  infancy  when  caused  by  pylorospasm, 
as  well  as  intestinal  colic  due  to  spasm,  is  often  relieved  by  the 
administration  of  atropine.  However,  atropine  commonly 
produces  undesirable  side  effects  on  widely  separated  and  unrelated 
parts  of  the  body.  In  contrast,  Mesopin  permits  more 
selective  management  of  gastrointestinal  spasticity  without  the 
untoward  effects  of  atropine  and  similar  antispasmodics.  When  spastic  pain 
is  due  to  nervous  irritability  or  improper  digestion,  sedative 
medication  and  dietary  regulation  are  also  indicated. 

9 

The  average  dose  of  Mesopin  for  infants  is  0.6  mg. 
(1/100  gr.)  given  shortly  before  each  feeding.  One-quarter 
of  a tablet  of  Mesopin  may  be  crushed  and 
mixed  with  water  or  other  liquids. 
Mesopin  is  supplied  in  tablets  of  2.5  mg.  (1/24  gr.). 

Samples  sent  on  request. 


selective  gastrointestinal  antispasmodic 


Muop 


l4V 

brand  of  homatropine  methyl  bromide 
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April  30.  Each  session  will  begin  at  10:30  a.m., 
and  attendance  at  the  seminar  will  be  open  to 
physicians,  nurses,  social  workers,  laboratory  per- 
sonnel, teachers,  and  others  concerned  with  the  con- 
trol of  venereal  disease. 

The  lecture  schedule  is  as  follows: 

January  15 — “Modern  Treatment  of  Early  Syphi- 
lis,” Dr.  Evan  Thomas,  assistant  professor  of  medi- 
cine, New  York  University  Medical  School. 

January  22 — “Treatment  of  Gonorrhea,”  Dr. 
Adolph  Jacoby,  associate  professor  of  gynecology, 
New  York  Post-Graduate  Medical  School. 

January  29 — “Treatment  of  the  Minor  Venereal 
Disease,”  Dr.  Norris  Kornblith,  associate  surgeon, 
Gouverneur  Hospital. 

February  5 — “Serodiagnosis  of  Syphilis,”  Dr.  It. 
C.  Arnold,  Venereal  Disease  Research  Laboratory, 
U.S.  Public  Health  Service. 

February  12— Holiday. 

February  19 — “Diagnostic  and  Immunologic  As- 
pects in  the  Field  of  Venereal  Disease,”  Dr.  Alfred 
Cohn,  Montefiore  Hospital. 

February  26 — “Office  Management  of  the  Patient 
with  Syphilis,”  Dr.  Joseph  Earle  Moore,  chairman, 
Syphilis  Study  Section,  National  Institute  of  Health. 

March  5 — “Cardiovascular  Syphilis,”  Dr.  Samuel 
S.  Paley,  Bronx  and  Harlem  Hospitals. 

March  12 — “Syphilis  in  Pregnancy,”  Dr.  Norman 
Ingraham,  Jr.,  associate  professor,  Hospital  of  the 
University  of  Pennsylvania. 

March  19 — “Latent  and  Late  Syphilis,”  Dr. 
Bernard  Kaplan,  physician,  Sing  Sing  Prison,  Ossin- 
ing. 

March  26 — “The  Physician  as  an  Epidemiologist 
in  Veneral  Disease,”  Dr.  E.  Gurney  Clark,  professor 
of  epidemiology,  Colorado  University  School  of 
Public  Health. 

April  2 — “Differential  Diagnosis  of  Early  Syphi- 
lis,” Dr.  Frank  Combes,  professor  of  dermatology 
and  syphilology,  New  York  University  Medical 
School. 

April  9 — “Congenital  Syphilis,”  Dr.  Dabney 
Moon-Adams,  assistant  professor  of  dermatology 
and  syphilology,  College  of  Physicians  and  Sur- 
geons, Columbia  University. 

April  16 — “Ambulatory  Treatment  of  Syphilis,” 


Dr.  William  Leifer,  associate  professor  of  derma- 
tology and  syphilology,  New  York  University 
Medical  School. 

April  23— “Syphilis  of  the  Central  Nervous  Sys- 
tem,” Dr.  Bernhard  Dattner,  associate  neuropsychia- 
trist, Bellevue  Hospital. 

April  30 — “Syphilis  and  Sudden  Death,”  Dr. 
Milton  Holpern,  deputy  chief  medical  examiner, 
New  York  City. 

American  Goiter  Association 

A meeting  of  the  American  Goiter  Association  will 
be  held  on  May  26,  27,  and  28  at  the  Hotel  Loraine, 
Madison,  Wisconsin.  The  program  for  the  three- 
day  meeting  will  consist  of  papers  dealing  with 
goiter  and  other  diseases  of  the  thyroid  gland,  dry 
clinics,  and  demonstrations. 

International  Congress  on  Rheumatic  Diseases 

The  first  International  Congress  on  Rheumatic 
Diseases  to  be  held  in  the  United  States  will  take 
place  at  the  Waldorf-Astoria  Hotel,  New  York  City, 
from  May  30  to  June  3,  inclusive.  This  seventh 
International  Congress  is  sponsored  by  the  Inter- 
national League  against  Rheumatism  and  the 
American  Rheumatism  Association,  in  cooperation 
with  the  New  York  Rheumatism  Association,  will  be 
the  host. 

Seven  scientific  sessions  are  planned  and  five  one- 
hour  round  table  conferences  on  various  clinical 
topics,  under  the  leadership  of  authorities  in  the  re- 
spective fields.  Short  clinics,  papers  and  reports  will 
be  given  concurrently  at  four  New  York  hospitals 
during  three  afternoons.  The  Congress  is  being  held 
with  the  official  sanction  of  the  United  States 
Government  whose  State  Department  will  cooperate 
in  the  issuance  of  official  invitations  to  various 
governments  and  rheumatism  associations.  The  in- 
vited guests  will  be  members  of  the  International 
League,  the  European  League  and  Pan  American 
League  against  Rheumatism  with  the  constituent 
organizations,  the  Canadian  Rheumatism  Associa- 
tion, the  British  Empire  Rheumatism  Council,  the 
Heberden  Society  of  London,  and  the  ten  state  or 
civic  rheumatism  societies  affiliated  with  the 
American  Rheumatism  Association. 


PERSONALITIES 


Honored 

Three  faculty  members  of  the  New  York  Uni- 
versity College  of  Medicine,  Dr.  William  S.  Tillett, 
professor  of  medicine  and  chairman  of  the  depart- 
ment of  medicine;  Dr.  Colin  M.  MacLeod,  professor 
of  microbiology  and  chairman  of  the  department  of 
microbiology,  and  Dr.  R.  Keith  Cannan,  professor  of 
chemistry  and  chairman  of  the  department  of 
chemistry — the  “Certificate  of  Appreciation,”  a 
joint  U.S.  Army-Navy  award  for  “patriotic  civilian 
service.” 

Three  Yonkers  physicians,  Dr.  George  B.  Stanwix, 
Dr.  Paul  J.  Bauerberg,  and  Dr.  F.  J.  C.  Fitzgerald, 
each  of  whom  has  completed  fifty  years  of  medical 
practice,  at  a golden  jubilee  dinner  given  for  them  on 
November  16  by  a doctors’  committee  of  the  Yonkers 
Professional  Hospital. 

Dr.  Ludwig  Adler,  New  York  City,  who  has  been 
elected  an  honorary  fellow  of  the  Medical  Society  of 
Vienna  and  of  the  Societas  Medicorum  Svecana,  the 
Swedish  Medical  Society  of  Stockholm.  . . Dr. 


Stanley  Cobb,  president  of  the  American  Neurologi- 
cal Association,  and  psychiatrist-in-chief  at  Massa- 
chusetts General  Hospital,  Boston,  wrho  has  been 
selected  as  the  Salmon  Memorial  Lecturer  for 
1949.  . . Dr.  Samuel  K.  Levy,  Brooklyn,  who  has 
been  presented  with  a scroll  by  the  pediatric  section 
of  the  Kings  County  Medical  Society,  in  recognition 
of  his  service  to  the  organization. 

Appointed 

Dr.  George  Babcock,  Jr.,  and  Dr.  Abbott  W. 
Allen,  to  the  medical  staff  of  the  Schering  Corpora- 
tion, Bloomfield,  New-  Jersey.  . .Dr.  Merel  Hilber 
Harmel,  as  associate  professor  of  anesthesiology  at 
Albany  Medical  College,  and  Dr.  Charles  M. 
Landmesser,  as  instructor  in  anesthesiology  and 
assistant  attending  anesthetist  at  Albany  Hospital. . . 
Dr.  J.  Lawrence  Pool,  an  Army  veteran  and  former 
chief  of  neurosurgery  at  the  Thomas  M.  England 
[Continued  on  page  212] 
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Announcing... 

DIHYDROSTREPTOMYCIN 


A New,  Dramatic  Advance  In  Antibiotic  Therapy 


* Less  Frequent  Allergic  Manifestations 

* Unsurpassed  Purity 

* Undiminished  Antibacterial  Activity  against  Mycobac- 
terium tuberculosis 

Dihydrostreptomycin  Merck  is  a new,  highly 
purified  antibiotic,  chemically  distinct  from 
streptomycin,  and  characterized  by  greatly  re- 
duced neurotoxicity. 


Allergic  manifestations  due  to  dihydrostrep- 
tomycin therapy  are  rare,  and  no  local  skin  irri- 
tation or  other  allergic  phenomena  have  been 
reported  thus  far  among  personnel  who  fre- 
quently handle  this  drug. 

Dihydrostreptomycin  Merck  and  Strepto- 
mycin Calcium  Chloride  Complex  Merck  may 
be  used  interchangeably  in  the  treatment  of 
tuberculosis. 


DIHYDROSTREPTOMYCIN 

MERCK 

(supplied  as  the  sulfate  or  the  hydrochloride) 


MERCK  & CO.,  Inc. 


RAHWAY,  N.  J. 


NECROLOGY 


Arthur  Thomas  Davis,  M.D.,  sixty-six,  died  at  his 
home  in  Riverhead,  Long  Island,  on  December  17. 
Dr.  Davis  was  graduated  from  Albany  Medical 
College  in  1904  and,  after  practicin  gmedicine  in 
Utica,  Clark  Mills,  and  Pine  Bush  for  several  years, 
he  enlisted  in  the  Army  Medical  Corps.  He  served 
through  the  first  World  War  and  was  a major  in 
charge  of  communicable  disease  control  at  the  New 
York  port  of  embarkation.  From  1923  to  1928  Dr. 
Davis  was  Commissioner  of  Health  of  the  State  of 
Delaware,  resigning  to  accept  the  Suffolk  County 
post. 

Dr.  Davis  was  a consultant  epidemiologist  at 
Mather  Memorial  Hospital,  Port  Jefferson,  con- 
sultant physician  at  Southampton  Hospital,  South- 
ampton, and  also  served  as  consultant  epidemiologist 
at  Southside  Hospital,  Bay  Shore.  He  was  also  a 
member  of  the  American  Public  Health  Association, 
the  American  Medical  Association,  and  the  New 
York  State  and  Suffolk  County  Medical  Societies. 


George  Johnson  Hamilton,  M.D.,  New  York  City, 
died  of  a heart  attack  on  November  12.  Dr.  Hamil- 
ton was  forty-seven  years  old.  A graduate  of  St. 
Bartholomew’s  Hospital  and  St.  Mark’s  Hospital, 
both  in  London,  England,  he  served  as  a lieutenant 
colonel  in  the  Army  Medical  Corps  in  World  War  II 
in  the  European  Theater.  He  was  division  surgeon 
of  the  Seventy-seventh  Infantry  Division,  ORC. 

Dr.  Hamilton  was  a Fellow  of  the  Royal  College  of 
Surgeons  of  England  and  of  the  American  Proctologic 


Society,  and  was  associate  proctologist  at  Polyclinic 
Hospital.  He  was  a member  of  the  New  York  State 
and  County  Medical  Societies. 

Albert  J.  Keenan,  M.D.,  of  Newburgh,  died  on 
October  3,  1947,  at  the  age  of  seventy-one.  A 
graduate  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1902,  he  was  consulting 
otolaryngologist  at  Mary  Immaculate  Hospital, 
Queens,  and  otolaryngologist  at  St.  Peter’s  and  St. 
Mary’s  Hospitals,  Brooklyn.  He  was  a member  of 
the  New  York  • State  and  Kings  County  Medical 
Societies. 

Charles  A.  J.  McKenna,  M.D.,  died  on  November 
23  at  the  age  of  fifty-two  at  his  home  in  Greenburgh. 
A graduate  of  Fordham  Medical  School  in  1921,  Dr. 
McKenna  was  medical  examiner  for  the  New  York 
State  Department  of  Labor,  in  New  York  City. 

William  John  McNemey,  M.D.,  sixty-four,  died 
on  November  17  in  Syracuse.  He  was  graduated 
from  the  Syracuse  University  College  of  Medicine 
in  1912.  Appointed  instructor  of  clinical  medicine 
at  Syracuse  University  College  of  Medicine  in  1921, 
he  was  professor  emeritus  at  the  time  of  his  death. 
Dr.  McNerney  was  consultant  on  the  staff  of  the 
University  Hospital,  Syracuse,  and  the  Marcy 
State  Hospital,  Marcy.  He  was  a member  of  the 
New  York  State  and  Onondaga  County  Medical 
Societies. 
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[Continued  from  page  210] 

Hospital  in  Atlantic  City,  noted  as  a pioneer  in 
brain  surgery,  as  director  of  the  neurological  service 
at  the  Neurological  Institute  of  Presbyterian  Hos- 
pital, New  York  City,  and  professor  of  neurological 
surgery  and  executive  officer  of  the  department  of 
neurological  surgery  of  the  Faculty  of  Medicine  of 
Columbia  University. 

Retired 

Dr.  Charles  F.  Tenney,  New  York  City,  on  Jan- 
uary 1. 

Speakers 

Dr.  Leo  Alexander,  director  of  the  neurobiologic 
unit  division  of  psychiatric  research,  Boston  State 
Hospital,  who  gave  the  third  Laity  Lecture  at  the 
New  York  Academy  of  Medicine  on  December  23  on 


“Science  under  Dictatorship”  . . . Dr.  Harold  W. 
Kipp,  Ossining,  Army  veteran,  on  the  staff  of  Grass- 
lands Hospital,  Valhalla;  Ossining  Hospital  and 
Sing  Sing  Prison  Hospital,  Ossining,  on  “Develop- 
ments in  Modern  Surgery”  at  a meeting  of  the 
Croton  Rotary  Club  on  December  7 . . . Dr.  George 
W.  Ward,  attending  physician  at  Vassar  and  St. 
Francis  Hospitals,  Poughkeepsie,  on  “Periodic 
Physical  Examinations”  at  a meeting  of  the  Pough- 
keepsie Business  and  Professional  Women’s  Club  on 
November  18. 

New  Offices 

Dr.  Jack  S.  Bullock,  formerly  resident  physician 
at  the  Delaware  County  Hospital,  Drexel  Hill, 
Pennsylvania,  general  practice  in  Milford  . . . Dr. 
M.  V.  Shenberg,  formerly  of  Yonkers,  general  prac- 
tice in  Cherry  Creek. 
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CHECK  THE  EXTRA  ADVANTAGES! 
THE  ACCURATE  DEPENDABLE 


I N K - W R I T I N G 

CARDIOGRAPH 


YYVYites  clearly  and  sharply  IN  INK,  requiring  no 
’’  developing  or  processing  of  charts.  Marked 
difference  in  widths  of  deflection  and  base  lines  makes 
it  easy  to  read  excursion.  Deflections  are  clearly  and 
fully  defined  by  continuous  ink  line.  Writes  on  low- 
cost,  ink  writing  chart  paper.  Records  all  commonly 
used  leads  with  one  set  of  Electrode  connections.  Use  lead 
selector  switch  to  record  leads  I,  II,  III,  CR,  CL,  CF,  V 
(Central  terminal,  Goldberger  lead),  aVr,  aVI,  aVf. 
Patented  interference  eliminator.  Many  other  exclusive 
features. 

GET  A FREE  DEMONSTRATION! 

Any  of  the  authorized  distributors  listed  below  who 
sell  and  service  (an  important  factor),  will  be  pleased  to 
arrange  a demonstration  of  this  instrument  in  your 
office.  Simply  mail  the  coupon  to  the  dealer  nearest  you. 

BEDFORD  SURGICAL  COMPANY 

1326  Fulton  St.  Brooklyn  16,  N.  Y. 

Tel.  Nevins  8-1230 

COUNTY  SURGICAL  COMPANY 

1237  Atlantic  Ave.  Brooklyn  16,  N.  Y. 

Tel.  Nevins  8-3500 


MAIL  THIS  COUPON  TODAY! 

I T 

GcQtlcmcn: 

Yes,  I'd  like  to  sec  the  Edin  ink-writing  CARDIOGRAPH 
demonstrated.  Please  phone  for  an  appointment. 


Dr. 


Address 


City . . 
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ILCCKDIKI^CB  forward 

WITH  OCCY-CRYSTINE  PRESCRIBERS 


Upon  the  occasion  of  the  thirtieth  an- 
niversary of  the  successful  formulation 
of  Occy-Crystine  by  a practicing  physi- 
cian, the  makers  of  this  product  pause 
to  convey  their  appreciation  to  the  many 
members  of  the  profession— who,  by  their 
numerous  prescriptions  and  voluntary 
communications  over  the  past  three  dec- 
ades, have  testified  to  its  therapeutic 
efficacy  and  to  the  beneficial  results 

FORMULA:  Occy-Crystine  is  o hypertonic 
solution  of  sodium  thiosulfate  ond  magne- 
sium sulfate  as  active  ingredients— with  small 
amounts  of  potassium  and  calcium  sulfates 
added  for  the  maintenance  of  solubility. 


derived  from  personal  and  clinical  use. 

During  the  years  ahead,  with  the  help 
and  guidance  of  leaders  in  the  pharma- 
ceutical, biochemical  and  physiological 
fields,  and  in  the  light  of  ever  newer 
knowledge,  we  shall  continue  to  keep 
reports  on  Occy-Crystine  therapy  fully 
abreast  of  the  latest  findings  on  the  value 
of  this  saline  cathartic,  cholagogue, 
diuretic  and  sulfur-bearing  agent. 

MEDICAL  DIRECTOR 


1918 


1948 


30  YEARS  YOUNG 
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HOSPITAL  NEWS 


Union  Membership  in  Blue  Cross  Plan  Increases 


TNCREASING  union  membership  in  Associated 

Hospital  Service,  New  York’s  Blue  Cross  Plan,  is 
revealed  in  “A  Union  Problem  Involving  Worker’s 
Earnings,”  a report  issued  December  22  for  distribu- 
tion to  union  leaders. 

According  to  the  report,  union  approval  of  Blue 
Cross  hospitalization  in  employe  welfare  programs 
has  contributed  materially  to  the  growth  of  AHS, 
which  now  has  a membership  of  approximately 
3,700,000,  or  one  out  of  every  three  eligible  persons 
in  the  area  served.  Welfare  programs  negotiated  as 


part  of  collective  bargaining  agreements  account  for 
more  than  350,000  of  the  union  members  and  family 
dependents  covered  by  the  plan. 

Benefits  paid  to  four  representative  unions  are 
cited  as  an  indication  of  the  value  of  the  hospitaliza- 
tion plan.  During  the  past  year,  6,843  members  of 
the  New  York  Hospital  Trades  Council,  the  Painting 
Industry  Insurance  Fund,  the  United  Furniture 
Workers  of  America,  and  the  Bronx  Bartenders 
Union  received  benefits  amounting  to  $683,412  for 
hospital  care. 


Manhattan  General  Hospital  Marks  Anniversary 


THE  twenty-fifth  anniversary  dinner  of  the  Man- 
hattan General  Hospital  of  New  York,  sponsored 
by  the  medical  staff  in  tribute  to  the  founder  and 
present  executive  director,  Dr.  Alfred  A.  Richman, 
was  held  December  11  at  the  Waldorf-Astoria  Hotel, 
New  York  City. 

Speakers  at  the  dinner  included  Mr.  Louis  H. 
Pink,  president  of  Associated  Hospital  Service;  Dr. 
William  B.  Rawls,  president  of  the  New  York 
County  Medical  Society,  and  Dr.  Edward  M. 


Bernecker,  New  York  City  Commissioner  of  Hos- 
pitals. 

Increased  cooperation  between  government,  in- 
dustry, labor,  and  the  health  professions  to  provide 
better  distribution  of  hospital  and  medical  care 
under  the  present  voluntary  system,  instead  of  ex- 
perimentation with  compulsory  health  insurance 
measures,  was  urged  by  Mr.  Pink  and  Dr.  Rawls  in 
their  addresses  before  600  medical  and  hospital 
leaders  attending  the  anniversary  dinner. 


Choose  Committee  for  VA  Hospital 


THE  Deans  Committee  which  will  establish  and 
supervise  the  medical  residency  program  of  the 
Veterans  Administration  hospital  in  Albany  has 
been  appointed  by  the  chief  medical  director  of  the 
Veterans  Administration  in  Washington.  Dr. 
Thomas  Hale,  Jr.,  director  of  Albany  Hospital  and 
assistant  dean  of  Albany  Medical  College,  has  been 
named  chairman  of  the  committee.  Other  members 
are:  Dr.  R.  S.  Cunningham,  dean  of  Albany 
Medical  College;  Dr.  S.  Eugene  Barrera,  professor 
of  neurology  and  psychiatry ; Dr.  Richard  T.  Beebe, 
professor  of  medicine,  and  Dr.  Eldridge  H.  Camp- 
bell, professor  of  surgery,  all  of  the  Medical  College. 
The  committee  will  collaborate  with  the  YA 


hospital  manager  on  medical  and  nonmedical  per- 
sonnel, residency  training,  including  clinical  stand- 
ards and  practices,  space  utilization,  structural 
alteration,  and  selection  and  use  of  equipment  and 
supplies.  The  committee  will  supervise  resident, 
consulting,  and  attending  staffs. 

Appointments  for  residency  training,  a post- 
graduate course  for  physicians  on  a student  basis 
beyond  internship,  will  be  made  by  the  hospital 
manager  on  recommendation  of  the  committee. 
Resident  medical  appointments  will  be  made  in 
three  grades,  junior,  intermediate,  and  senior.  The 
appointments  will  be  for  a period  of  not  less  than  six 
months  and  not  more  than  three  years. 


Long  Island  College  Hospital  Starts  Memorial  Building 


CONSTRUCTION  of  the  John  Osborn  Polak 
^ ' Memorial  Building,  major  unit  in  the  expansion 
program  of  the  Long  Island  College  Hospital,  Brook- 
lyn, got  under  way  on  December  17  when  corner- 
stone-laying ceremonies  were  held.  Colonel  John  J. 
Bennett,  deputy  mayor  of  the  City  of  New  York, 
spoke,  terming  the  new  addition  “a  major  gift  to  the 
people  of  this  city.” 

The  four-story  addition,  honoring  the  late  Dr. 
John  Osborn  Polak,  former  president  of  the  hospital, 
will  be  erected  atop  the  hospital  powerhouse,  which 


was  designed  to  serve  as  a foundation.  When  com- 
pleted, the  addition  will  house  a six-room,  air-con- 
ditioned operating  suite,  a 19-bed  children’s  surgical 
ward,  and  two  17-bed  wards  for  adults. 

At  the  cornerstone  ceremonies,  Dr.  Alfred  C. 
Beck,  professor  of  obstetrics  and  gynecology  at  the 
Long  Island  College  of  Medicine,  who  was  the 
immediate  successor  to  Dr.  Polak  at  both  the  College 
of  Medicine  and  the  Long  Island  College  Hospital, 
gave  the  tribute  to  Dr.  Polak. 

[Continued  on  page  216] 
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t RESEARCH 


Invented  in  1861,  Hanger  Artificial 
Limbs  have  been  constantly  improved 
over  the  years.  Today,  the  Hanger 
Leg  is  recognized  as  one  of  the  world's 
finest  artificial  limbs. 

Hanger  Research  is  continually  develop- 
ing  and  testing  new  ideas,  new  methods, 
and  new  materials.  From  these  efforts 
have  come  many  outstanding  achieve- 
ments, adding  greatly  to  the  comfort 
and  to  the  ever-increasing  utility  of 
the  limb.  Hip  control,  dural  light  con- 
struction, natural  action  joints,  the  flexi- 
ble foot,  are  a few  of  the  many  ad- 
vancements of  recent  years. 

The  many  Hanger  companies  in  many  key  cities 
throughout  the  United  States  are  constantly  study- 
ing, planning,  and  developing  new  improvements 
to  give  you  an  ever  better  artificial  limb. 


HANGER!? 


ARTIFICIAL 
LIMBS 


104  Filth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


For  Business  Opportunities, 
Real  Estate,  and 
Positions  Wanted, 

See 

Page  223 


SCHOOLS 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 
HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person's  needs. 

We  do  not  sell  Hearing  Aids ; only  AM  A approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING.  INC. 

Founded  1903 

342  Madison  Ave.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regents 


spastic  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

jQiltnn  tSerry 
^Foundation  -^rljoolu 


In  Far  Hills,  N.  J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Encino,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio,- 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


TRAINED  MEDICAL  PERSONNEL 

Rigid,  thorough  training  In  haematology,  urinalysis,  all 
phases  of  medical  stenography,  x-ray  and  mtdical  machines 
makes  Paine  Hall  graduatas  capable  assistants.  Our  frau 
placamcnt  service  will  help  you  find  the  right  girl. 

1*  'S4,_i§  Jj/i  1008  Fifth  Ave.,Newyork  28 
(aui&taxJL  Licensed  by  State  of  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Oar  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

MatuLl  School  M N y C 

Licensed  by  the  State  of  New  York  
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Announce  Hospital  Staff  Advances 


'T’HE  Hospital  for  Joint  Diseases,  New  York  City, 
J-  has  announced  the  following  advances  in  position 
of  the  medical  staff: 

Dr.  Maurice  M.  Pomeranz,  director  of  radiology; 
Dr.  Milton  Friedman,  attending  radiation  therapist; 
Dr.  A.  J.  Beller,  director  of  general  surgery;  Dr. 
Benjamin  N.  Berg,  attending  general  surgeon;  Dr. 
Julius  Gottesman,  attending  general  surgeon;  Dr. 
Roland  I.  Grausman,  attending  general  surgeon; 
Dr.  David  Sashin,  associate  orthopedic  surgeon; 
Dr.  E.  J.  Haboush,  adjunct  orthopedic  surgeon; 
Dr.  O.  Fliegel,  adjunct  orthopedic  surgeon;  Dr.  M. 
M.  Segal,  adjunct  in  gynecology;  Dr.  M.  Clyman, 

Hospital  Aid  Law 

Y7'OLUNTARY  hospitals  in  New  York  State  are  in 
* urgent  need  of  better  financial  foundations,  but 
their  situation  is  not  so  precarious  as  to  warrant 
emergency  stopgap  State  legislation  at  this  time, 
according  to  Dr.  Eli  Ginzberg  of  Columbia  Uni- 
versity. Addressing  a special  meeting  in  Albany  on 
December  16  of  the  New  York  State  Joint  Hospital 
Survey  and  Planning  Commission,  Dr.  Ginzberg 
said  his  conclusions  were  based  on  preliminary 
studies  made  since  Columbia  University  signed  a 
contract  this  fall  to  undertake  a basic  study  of  the 
hospital  system  of  the  State.  He  is  survey  director. 

Dr.  Ginzberg  emphasized  that  the  study  would 
concern  itself  with  the  economics  and  finances  of  the 
hospital  system,  not  the  operation  of  individual 
hospitals.  With  respect  to  the  work  Columbia  was 
doing,  he  explained:  “We  have  divided  our  work 

into  two  parts.  First  we  have  sought  to  determine 


adjunct  in  gynecology;  Dr.  L.  Hess,  assistant  ad- 
junct in  gynecology;  Dr.  C.  C.  Mandelbaum,  assist- 
ant adjunct  in  gynecology;  Dr.  A.  N.  Berk,  assist- 
ant adjunct  in  gynecology;  Dr.  L.  R.  Lang,  adjunct 
in  ophthalmology;  Dr.  L.  S.  Safian,  adjunct  plastic 
surgeon;  Dr.  F.  B.  Jaffe,  adjunct  oral  surgeon;  Dr. 
A.  W.  Seligmann,  assistant  adjunct  in  cardiology; 
Dr.  A.  E.  Bash,  adjunct,  chest  surgery;  Dr.  F.  W. 
Lederman,  assistant  adjunct,  chest  surgery;  Dr.  S. 
Pollack,  assistant  adjunct,  chest  surgery;  Dr.  A.  S. 
Hartstein,  adjunct  in  dermatology  and  syphilology, 
and  Dr.  M.  E.  Greenberg,  assistant  adjunct,  physical 
medicine. 

Held  Unnecessary 

whether  the  position  of  the  voluntary  hospitals  was 
so  precarious  as  to  warrant  immediate  stopgap 
legislation.  Based  on  the  materials  we  have 
analyzed  to  date,  which  were  made  available  to  us 
largely  through  the  cooperation  of  the  seven  regional 
hospital  planning  councils  of  the  Joint  Hospital 
Survey  and  Planning  Commission,  we  have  con- 
cluded that  stopgap  legislation  is  apparently  not 
indicated. 

“The  second  is  the  basic  part  of  our  study.  It 
deals  with  the  underlying  trends  in  hospital  financing 
and  will  not  be  completed  until  late  in  1949.  There 
is,  however,  considerable  indication  from  our  pre- 
liminary studies  that  the  foundations  of  hospital 
financing  are  far  from  secure  and  will  need  consider- 
able reinforcement.  The  magnitude  of  the  problem 
and  the  most  effective  solutions  must  await  comple- 
tion of  the  basic  research.” 


NEWS  NOTES 


The  new  Manhasset  Medical  Center  Hospital, 
Manhasset,  opened  on  December  1 with  65  beds, 
including  private,  semiprivate,  arid  wards,  four  or 
five  apartments  for  resident  specialists,  and  twenty 
office  suites  for  doctors  practicing  in  the  area.  Dr. 
Louis  Hirschhorn  is  the  medical  director  and  the 
staff  includes  approximately  200  doctors  and  certi- 
fied specialists.  The  hospital  is  of  revolutionary 
design,  built  on  the  principle  of  a wheel,  with  all 
patients’  rooms  on  the  outside,  and  all  services  ad- 
ministered from  the  hub  or  a central  point. 


The  twentieth  anniversary  celebration  of  the 
opening  of  the  South  Nassau  Communities  Hospital, 
Oceanside,  was  held  on  December  8,  with  a special 
program  including  guest  artists.  Construction  of 
the  South  Nassau  Communities  Hospital  was 
started  on  November  16,  1927,  and  the  hospital  was 
opened  to  the  public  on  November  12,  1928. 


Sydenham  Hospital,  New  York  City,  held  its  fifth 
anniversary  dinner  December  14  at  the  Waldorf- 
Astoria  Hotel,  New  York  City.  Speakers  included 
Mr.  Oscar  R.  Ewing,  Federal  Security  Adminis- 
trator; Robert  E.  Sherwood,  author,  and  Dr. 
Mordecai  W.  Johnson,  president  of  Howard  Uni- 
versity. 


A report  read  by  Dr.  Charles  C.  Sweet  at  the 


monthly  meeting  of  the  medical  staff  of  the  Ossining 
Hospital,  Ossining,  on  November  26,  indicated  that 
the  incidence  of  neonatal  deaths  is  lower  at  the 
Ossining  Hospital  than  in  any  other  hospital  in 
Westchester  County.  Dr.  Sweet’s  report  was  based 
on  an  investigation  made  by  the  County  Maternal 
Health  Committee.  During  the  scientific  program, 
Dr.  Thomas  Hershey  of  Briarcliff  presented  a paper 
on  the  diagnosis  and  treatment  of  cancer  of  the 
prostate  gland,  with  discussion  by  Dr.  Sweet  and 
Dr.  Harold  W.  Kipp.  Dr.  John  W.  Reilly,  staff 
president,  presided. 


Albany  Hospital  is  planning  to  expand  its  space 
for  offices  and  x-ray  service,  according  to  a recent 
announcement.  The  two  patios  which  flank  the 
front  wing  of  the  main  building  will  be  enclosed  to 
provide  the  additional  space.  New  x-ray  space  will 
be  used  to  provide  free  chest  x-rays  to  all  patients 
over  the  age  of  fourteen  who  are  admitted  to  the 
hospital,  thus  adding  15,000  x-rays  to  the  75,000 
taken  each  year  for  detection  of  tuberculosis  and 
other  lung  diseases. 


Dr.  John  K.  Meneely,  Jr.,  of  Glenmont,  has  been 
appointed  medical  director  of  Albany  Hospital, 
according  to  an  announcement  of  the  Board  of 
Governors.  A graduate  of  the  Yale  University 
School  of  Medicine,  Dr.  Meneely  served  overseas 
during  World  War  II  as  regimental  surgeon  of  the 
Tenth  Mountain  Division. 
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‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


HOLBROOK  MANOR  ™G 

Five  Acrei  o ( Pinewoodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  V.  Office:  GRemerey  5-4173 


WEST  UILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Cbarp. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 

Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  arc  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 

■— M— ■ 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IS89 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HILL-TOP  SANITARIUM 

BATAVIA,  N.  Y.  , Phone  1660 

Combined  facilities  of: 

Electrotherapy  Hydrotherapy 

Massage  Exercise 

Diet  Control 


For  the  care  of: 

The  convalescing  and  nervous  (not  mental): 
also  weight  control,  arthritis  and  other  chronic 
diseases. 

Midway  between  Buffalo  and  Rochester,  N.Y. 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 


George  K.  Pratt,  M.D.,  Medical  Director 


Mrs.  F.  H.  Jones,  Bus.  Mgr. 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Distaff  Features  Work  of  Councilors 


TN  THE  November,  1948,  issue  of  the  Distaff, 
T publication  of  the  State  Woman’s  Auxiliary, 
activities  of  the  eight  district  councilors  are  de- 
scribed, and  reports  from  each  of  the  eight  districts 
and  their  component  county  auxiliaries  are  included. 
Under  the  editorship  of  Mrs.  Lee  R.  Sanborn,  of 
Angola,  the  Distaff  presents  a newsy  and  interesting 
account  of  State  and  county  auxiliary  work,  and 
features  an  article  by  Dr.  Elton  R.  Dickson,  Bing- 
hamton, a member  of  the  State  Society  Advisory 
Council,  on  “Why  Auxiliary  Membership?” 

Other  items  are:  a message  from  the  State  pres- 
ident, Mrs.  Edgar  M.  Neptune,  Syracuse;  editorials 


on  the  councilors,  the  election,  and  duties  of  doctors’ 
wives;  reports  of  various  committees  and  of  the 
executive  board  meeting  in  Syracuse;  a tabulation 
of  birth  announcements;  an  account  of  the  organ- 
ization of  the  Westchester  Auxiliary;  a report  on  the 
Pennsylvania  State  Auxiliary  convention;  small 
news  accounts,  and  several  poems. 

Assisting  Mrs.  Sanborn,  the  editor,  are  Mrs. 
Thomas  M.  D’Angelo,  circulation  manager,  and  the 
following  editorial  staff:  Mrs.  Alfred  L.  Madden, 

Albany;  Mrs.  Arthur  F.  Holding,  Albany;  Mrs.  A. 
Carl  Hofmann,  Syracuse,  and  Mrs.  Adolf  H.  Emer- 
son, Brooklyn. 


COUNTY  NEWS 


Albany  County 

A luncheon  and  meeting  of  the  Albany  County 
Woman’s  Auxiliary  was  held  on  December  15  at  the 
Albany  Country  Club,  with  members  of  the  Sche- 
nectady and  Rensselaer  County  Auxiliaries  as  guests. 
Guest  speaker  was  Dr.  Marjorie  Murray,  child 
psychologist  and  assistant  professor  of  pediatrics  at 
Albany  Hospital. 

Each  member  brought  a Christmas  gift  to  be  sent 
to  the  patients  at  the  Hospital  for  Incurables  at 
Kenwood,  for  which  hospital  the  Auxiliary  has  voted 
to  contribute  two  bedside  tables. 

Auxiliary  members  again  aided  in  the  annual 
Christmas  sale  for  the  blind  and  in  the  sale  of  Christ- 
mas Seals. 

Broome  County 

A benefit  bridge  party  for  the  nurses  scholarship 
fund  was  held  on  December  8 at  the  Binghamton 
City  Hospital  by  members  of  the  Broome  County 
Auxiliary.  In  charge  of  arrangements  were  Mrs. 
Doane  Meacham,  Mrs.  George  C.  Hamilton,  and 
Mrs.  Frank  D.  Baston,  members  of  the  nurse  re- 
cruitment committee  of  the  Auxiliary. 

Cayuga  County 

At  the  meeting  of  the  Cayuga  County  Auxiliary, 
held  November  19  at  the  Cayuga  Home  for  Chil- 
dren, Mr.  Ralph  Knight,  superintendent  of  the  Home, 
spoke  to  the  group  on  the  founding,  organization, 
and  needs  of  the  Home.  Mrs.  Edward  Platt, 
president,  was  in  charge  of  the  meeting,  at  which  a 
report  on  the  silver  tea  held  by  the  Auxiliary  for  the 
Home  for  Children  was  given  by  Mrs.  Herbert  Jones. 

To  furnish  paint  and  equipment  for  the  halls  and 
playroom  at  the  Home,  a rummage  sale  was  spon- 
sored by  the  Auxiliary  on  December  3 and  4 in 
Auburn,  with  Mrs.  Anthony  Cimildora  as  chairman. 

Clinton  County 

The  regular  quarterly  meeting  of  the  Clinton 
County  Auxiliary  was  held  November  8 at  the 
Champlain  Valley  Hospital,  Plattsburg.  Reports 


were  given  by  delegates  to  the  State  and  national 
conventions,  and  the  president,  Mrs.  E.  W.  Sartwell, 
Peru,  presented  plans  for  the  year.  These  include 
participation  in  the  Christmas  Seal  sale,  the  polio 
drive,  and  aid  for  the  Medical  and  Surgical  Foreign 
Relief  Committee. 

Erie  County 

Community  projects  in  which  members  of  the 
Erie  County  Auxiliary  have  participated  include: 
addressing  more  than  1,500  invitations  for  the  dedi- 
cation of  the  Rehabilitation  and  Information  Center 
at  the  University  of  Buffalo  Medical  School;  staffing 
the  diabetic  detection  centers  in  the  City  of  Buffalo 
during  the  week  of  December  6;  assisting  in  the  dis- 
tribution of  posters  for  the  public  health  night  on 
tuberculosis,  held  December  9 at  the  Hotel  Statler, 
Buffalo,  and  entertaining  new  and  prospective  aux- 
iliary members  at  a tea  on  December  14. 

Nassau  County 

A one-act  play  on  cancer,  written  and  directed  by 
Mrs.  Arthur  C.  Martin,  was  presented  at  a recent 
meeting  of  the  Nassau  County  Auxiliary.  Purpose 
of  the  play  was  to  explain  cancer  in  a “matter-of- 
fact”  manner.  Following  the  presentation,  Dr. 
Theodore  J.  Curphey,  Nassau  County  medical  ex- 
aminer and  chairman  of  the  board  of  directors  of  the 
Nassau  County  Cancer  Committee,  answered  ques- 
tions on  cancer. 

Members  of  the  cast  were:  Mrs.  Eugene  Miele, 
Freeport;  Mrs.  Percival  Robin,  Hempstead;  Mrs. 
Clymer  A.  Long,  Freeport;  Mrs.  Kare  Wechtil, 
Woodmere;  Mrs.  Louis  B.  Chmielewski,  Floral 
Park,  and  Mrs.  Frank  Huber,  Garden  City.  Mrs. 
Carl  W.  Nutzhorn,  Rockville  Centre,  assisted  with 
the  production. 

Oneida  County 

Dr.  Willard  H.  Willis,  chairman  of  the  rheumatic 
fever  committee  of  the  Oneida  County  Medical 
Society,  was  guest  speaker  at  the  meeting  of  the 
Oneida  County  Auxiliary  held  November  9 in 
[Continued  on  page  220] 


THE  MAPLES,  inc. 


An  cxclualve  rest  home  (or  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-buildirft  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  ol  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amity  ville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Ttl.  2-1621 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drag  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St* 
SYRACUSE,  N.  Y. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  iniirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.^  Tel:  1700,  1,  2. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 
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SCIENTIFIC  EXHIBITS 
1949 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the 
Chairman  of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 
Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  2 to  6, 1949,  at  the  Hotel  Statler  in  Buffalo. 

No  applications  can  be  considered  after  January  15,  1949 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are 
judged  on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experi- 
mental studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and 
correlation  of  facts. 


W.  P.  Anderton,  M.D.,  Secretary 
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Oriskany,  supplementing  his  talk  with  a sound  film, 
“Treatment  of  Rheumatic  Fever.” 

A tea  for  prospective  members  was  held  on  De- 
cember 6 in  Utica,  with  Mrs.  Paul  H.  Girard,  Utica, 
as  chairman,  assisted  by  Mrs.  Bradford  F.  Golly, 
Rome. 

Onondaga  County 

The  annual  Christmas  luncheon  of  the  Onondaga 
County  Auxiliary  was  held  December  2 in  Syracuse, 
with  Mrs.  Lawrence  Ehegartner  as  chairman.  Each 
member  brought  a gift  to  be  turned  over  to  the 
Christmas  Bureau  for  distribution  to  underprivi- 
leged children.  Singing  of  Christmas  carols,  holiday 
decorations,  and  a fashion  show  of  hats  completed 
the  program  and  festivities. 

Orange  County 

A student  nurses’  loan  fund  has  been  established 
by  the  Orange  County  Auxiliary,  which  is  now  pre- 
pared to  give  two  loans  of  S100  each  per  year  for  a 
period  of  three  years,  thereby  hoping  to  help  in- 
crease the  number  of  nurses  who  enter  training. 
One  recipient  is  now  in  training  at  Kingston  Hos- 
pital. 

Richmond  County 

Mrs.  Frank  Hammel,  president  of  the  Staten 
Island  Garden  Club,  spoke  on  “Flower  Arrange- 
ments” at  the  meeting  of  the  Richmond  County 
Auxiliary  held  November  16  at  the  Nurses  Home, 
Richmond  Memorial  Hospital,  with  Mrs.  Joseph  F. 
Worthen  presiding. 

Mrs.  J.  Emerson  Noll,  district  councilor,  spoke  on 
“The  Origins  of  Auxiliaries.” 

Schuyler  County 

Recent  activities  of  the  Schuyler  County  Aux- 
iliary include:  purchase  of  an  anesthetic  machine 
for  the  Schuyler  Community  Hospital  at  a cost  of 
-S275;  furnishing  transportation  for  donors  to  the 
Red  Cross  Blood  Bank;  contribution  of  $1,100  to 
the  Schuyler  Community  Hospital,  money  earned 
from  the  sale  of  programs  at  the  Grand  Prix  auto 
races  at  Watkins  Glen;  the  adoption  of  a French 
doctor  and  his  family,  to  whom  boxes  of  food,  cloth- 
ing, and  supplies  have  been  sent,  and  the  holding,  on 
December  12,  of  a joint  Christmas  party  with  the 
Schuyler  County  Medical  Society,  at  Montour  Falls. 

Seneca  County 

A meeting  of  the  Seneca  County  Auxiliary  was 


held  November  16  at  the  home  of  Mrs.  J.  A.  Brussels 
in  Willard.  Mrs.  Harry  I.  Norton  of  Rochester  was 
the  guest  speaker,  presenting  ideas  and  suggestions 
for  the  group’s  work  as  a medical  auxiliary.  Plans 
were  made  to  save  magazines  for  the  patients  of  the 
Willard  State  Hospital,  and  to  collect  drug  samples 
to  be  sent  overseas. 

Tompkins  County 

Dr.  Edward  F.  Hall  and  Dr.  Herbert  K.  Ensworth 
discussed  the  needs  of  the  hospital  at  the  meeting  of 
the  Tompkins  County  Auxiliary  held  November  15 
in  Ithaca,  and  Dr.  Stewart  Wallace  presented  plans 
for  a proposed  nursing  school  to  relieve  the  nursing 
shortage. 

The  Auxiliary  is  now  working  with  the  Tompkins 
County  Medical  Society  in  the  organization  and 
management  of  a Speaker’s  Bureau  of  physicians  to 
supply  guest  speakers  for  community  groups. 

Wayne  County 

Mrs.  Harry  I.  Norton,  seventh  district  councilor, 
spoke  on  the  importance  of  studying  legislation  at 
the  meeting  of  the  Wayne  County  Auxiliary  held  in 
November  in  Lyons.  She  also  urged  members  to 
acquaint  themselves  with  medical  health  insurance 
plans  and  with  local  public  relations  problems. 

At  the  meeting,  Mrs.  Charles  Steyaart,  Lyons, 
outlined  plans  for  a refresher  course  in  practical 
nursing  for  Auxiliary  members,  to  be  held  at  the 
Wayne  County  Home  Infirmary. 

Westchester  County 

A luncheon  meeting  of  the  newly-organized  West- 
chester County  Auxiliary  was  held  January  14  at  the 
Roger  Smith  Hotel,  White  Plains,  with  Dr.  Louis  H. 
Bauer,  secretary  of  the  WoVld  Medical  Association 
and  past-president  of  the  State  Medical  Society,  as 
guest  speaker. 

Committee  chairman  for  the  Auxiliary,  an- 
nounced by  Mrs.  Laurance  D.  Redway,  Ossining, 
president,  include:  Mrs.  Charles  L.  Brieant,  Ossi- 
ning, historian  and  archives;  Mrs.  John  N.  Dill, 
Yonkers,  constitution  and  bylaws;  Mrs.  Eugene  W. 
Bogardus,  Pleasantville,  hospitality  and  entertain- 
ment; Mrs.  Waring  Willis,  Bronxville,  legislation; 
Mrs.  Frank  J.  Massucco,  Port  Chester,  membership; 
Mrs.  Colgate  Phillips,  Bronxville,  press  and  pub- 
licity; Mrs.  Reginald  A.  Higgons.  Port  Chester, 
program,  and  Mrs.  William  G.  Childress,  Valhalla, 
public  relations. 


ARMY  SEEKS  CIVILIAN  DOCTORS  FOR  PANAMA 


Permanent  appointments  in  the  Civil  Service  for 
physicians  now  exist  in  the  Panama  Canal  Medical 
Service. 

Salaries  range  from  $5,599  to  $7,794,  with  free 
transportation  to  the  Canal  Zone  provided  for 
physicians,  their  families  and  household  goods. 
Return  transportation  is  provided  upon  completion 
of  a minimum  of  one  year’s  service.  In  addition, 
doctors  who  receive  appointments  get  two  months 
paid  vacation  (including  time  lost  by  illness)  and 


reduced  fares  on  Panama  Canal  passenger  vessels. 
Physicians  who  desire  experience  in  a tropical 
country  under  standard  American  living  conditions 
may  avail  themselves  of  an  unusual  opportunity  for 
broad  general  and  tropical  medical  training  in  Central 
America. 

Physicians  who  are  interested  should  communicate 
with  Chief  of  Office,  The  Panama  Canal,  Washing- 
tom  D.C.  Applications  also  may  be  submitted  the 
U.S.  Civil  Service  Commission,  Washington,  D.C. 


d Babie 

erdt's  Malt  Soup  Extract  is  a laxative 
modifier  of  milk.  One  or  two  teaspoonfuls  in  a 
single  feeding  produce  a marked  change  in  the 
stool.  Council  Accepted.  Send  for  sample. 


BORCHERDT  MALT  EXTRACT  COMPANY,  217  N.  Wolcott  five.,  Chicago  12, 
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Pharmaceutical  Division , Homemakers'  Products  Corporation 
360  Second  Ave  , New  York  10  * 36-48  Caledonia  Rd.,  Toronto  10 


SUPERIOR  PERSONNEL  AMistant*  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 
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NEW  TORE  MEDICAL  EXCHANGE 

48*  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAY  HILL  2-0676 


A.M.A.  COUNCIL  DEFINES  MEDICAL  CARE  TERMS 


With  all  the  debates  and  discussions  of  medical 
care  programs,  a variety  of  meanings  have  been 
given  to  such  terms  as  socialized  medicine,  state 
medicine,  sickness  insurance,  and  others.  Many 
inquiries  received  by  the  A.M.A.  in  the  past  show 
great  confusion  as  to  the  meaning  of  these  terms. 

In  an  effort  to  determine  definition  of  the  terms 
generally  acceptable  to  the  medical  profession,  the 
Council  on  Medical  Service  of  the  A.M.A.  has 
drafted  a set  of  definitions,  subject  to  the  approval 
of  the  House  of  Delegates  when  it  meets  during  the 
Interim  Session  in  St.  Louis. 

Socialized  Medicine. — Socialized  medicine  is  a 
system  of  medical  administration  by  which  the 
government  promises  or  attempts  to  provide  for  the 
medical  needs  of  the  entire  population  or  a large  part 
thereof. 

State  Medicine. — State  medicine  is  a form  of 
socialized  medicine  in  which  the  government 
attempts  to  provide  medical  services  directly  to  the 
general  population  from  funds  established  by  taxa- 
tion. The  physicians  become  employes  of  the  state, 
and  medical  practice  becomes  subject  to  the  direc- 
tives of  the  third  party. 

Sickness  Insurance. — Sickness  insurance  is  osten- 
sibly a method  of  transferring  the  economic  burden 
of  sickness  from  the  individual  to  the  group.  Sick- 
ness insurance  may  be  voluntary  or  compulsory. 

Compulsory  Sickness  Insurance.— Compulsory 
sickness  insurance  is  a system  of  sickness  insurance 
in  which  all  members  of  a given  group  of  persons  in 
a given  governmental  area  are  compelled  by  law  to 
contribute  to  and  be  enrolled  in  the  scheme.  Any 
compulsory  sickness  insurance  program  under 
direct  control  of  the  state  is  socialized  medicine; 
insurance  principles  no  longer  prevail,  and  the  com- 
pulsory contributions  become  a special  tax. 


Voluntary  Sickness  Insurance. — Voluntary  sick- 
ness insurance  is  that  system  whereby  individual 
costs  are  spread  over  a period  of  time  by  a group  of 
people  who  voluntarily  band  together  to  protect 
themselves  against  the  economic  burden  of  sickness. 
It  involves  the  insurance  principle  and  an  organized 
system  of  payment.  It  is  popularly  known  as 
voluntary  prepayment  medical  care  insurance. 

Public  Health. — Public  health  includes  those 
arrangements  whereby  the  government  provides 
medical  services  for  special  groups  of  persons  and 
undertakes  activities  which  are  concerned  with  the 
protection  of  the  health  of  the  people  as  a whole. 
Public  health  is  concerned  with  persons  requiring 
institutionalized  care,  with  those  who  are  wards  of 
the  government,  with  the  indigent,  with  proper 
sanitation,  and  with  the  control  and  prevention  of 
communicable  diseases. 

Health  Insurance. — Health  insurance  is  used 
interchangeably  with  sickness  insurance  and  usually 
means  the  same  thing.  It  may  be  voluntary  or 
compulsory,,  although  national  health  insurance 
usually  means  compulsory  sickness  insurance. 

Group  Medical  Practice. — Group  medical  practice 
is  the  provision  of  medical  service  by  a number  of 
physicians  working  in  systematic  association  with 
the  joint  use  of  equipment  and  technical  personnel 
and  with  centralized  administration  and  financial 
organization. 

Private  Group  Clinics. — The  term  private  group 
clinics  applies  to  organizations  owned  and  managed 
by  one  or  more  physicians  offering  medical  services. 
Services  are  usually  supplied  by  a number  of  physi- 
cians who  practice  as  a group,  using  joint  office 
facilities  and  equipment.  The  physicians  are  under 
the  supervision  of  a medical  director. — Secretary’s 
Letter,  A.M.A.,  November  8,  1948 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  15,  1949—22,384 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. 
Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

J.  J.  Clemmer Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

J.  C.  Zillhardt Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

E.  O.  Black Fredonia 

A.  C.  Glover Elmira 

J.  A.  Hollis Norwich 

W.  W.  Johnson. . . .Plattsburg 
L.  D.  Carpenter.  .Germantown 
R.  H.  Kerr Cortland 

C.  K.  Ives .Roxbury 

L.  W.  Stoller. . . .Poughkeepsie 

E.  D.  Babbage Buffalo 

R.  J.  Martin Ticonderoga 

A.  A.  Hartmann Malone 

D.  M.  McMartin.  .Johnstown 

D.  B.  Johnson Batavia 

W.  A.  Petry Catskill 

R.  W.  Dennis Herkimer 

L.  0.  Fox Brown ville 

A.  W.  M.  Marino. . .Brooklyn 
L.  A.  Avallone Lowville 

F.  J.  Hamilton Hemlock 

R.  B.  Cuthbert Canastota 

E.  B.  Soble Rochester 

R.  E.  Wytrwal-.St.  Johnsville 

H.  A.  Butman Manhasset 

William  B.  Rawls.  .New  York 

W.  W.  Pierce Lockport 

James  I.  Farrell Utica 

J.  G.  F.  Hiss Syracuse 

Robert  E.  Doran Geneva 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

J.  L.  H.  Mason Pulaski 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Alfred  Angrist Jamaica 

C.  J.  Handron Troy 

J.  H.  Diamond.  .New  Brighton 

G.  G.  Stone Suffern 

P.  T.  McGreevy Massena 

F.  A.  Mastrianni 

Mechanicville 

N.  H.  Rust Scotia 

J.  H.  Wadsworth. . .Cobleskill 

F.  C.  Ward Odessa 

C.  M.  Smith Waterloo 

V.  S.  Higby Bath 

W.  S.  Stakes Patchogue 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

H.  W.  Ferris Ithaca 

E.  S.  Goodyear Kingston 

Saul  Yafa Glens  Falls 

John  A.  Summer ....  Granville 

J.  H.  Arseneau Lyons 

W.  G.  Childress Valhalla 

O.  T.  Ghent ; . .Warsaw 

R.  H.  Davis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby . . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

H.  A.  Burch Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

H.  G.  Walker Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  K.  Lenz Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 

C.  H.  Loughran Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill. . ,Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

D.  W.  Childs Amsterdam 

I.  Drabkin.  . .Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

H.  H.  Dodds Utica 

I.  L.  Ershler Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

E.  A.  Wolff Forest  Hills 

H.  F.  Albrecht Troy 

R.  E.  Lucey Stapleton 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern 

Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts  ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

W.  A.  Kelly. . .Mount  Vernon 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

L.  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

George  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck ....  Dunkirk 

E.  S.  Ridall Elmira 

J.  H.  Stewart Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

E.  A.  Woodworth Kenmore 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson.  .Watertown 

H.  Mandelbaum ....  Brooklyn 

E.  A.  Barnes Lowville 

R.  A.  Hemphill . . . Mt.  Morris 

J.  F.  Rommel Oneida 

J.  L.  Norris Rochester 

F.  F.  Pipito Amsterdam 

I.  Drabkin . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

Carl  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

U.  Cimildoro Oswego 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

D. M.Raskind . Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield St.  George 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich 

Saratoga 

Harry  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

David  Corcoran . Central  Islip 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

Richmond  Douglass ....  Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott.  .Hudson  Falls 

I.  M.  Derby Newark 

R.  R.  Heffner.. New  Rochelle 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1 .20 
6 Consecutive  times  ...  1.00 
12  Consecutive  times  . . . .90 

24  Consecutive  times  ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U S.  Pat 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescription  blanks;  time-saver  statements  and 
window  envelopes;  prolessional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write: 
The  Medico  Press,  Millerstown,  Pa. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


GENERAL  PRACTITIONER 


Graduate  1935  Charles’  University,  Prague,  Czechoslovakia; 
New  York  State  license;  one  year  approved  .internship — 
desires  assistantship  or  association  with  individual  or  group; 
will  also  consider  purchase  of  practice.  Box  279,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Fluoroscope,  Senior  Wappler,  good  condition;  white  metal 
instrument  cabinet-  Dr.  Harry  Hoffman,  Monroe,  N.  Y. 


REAL  ESTATE 


DOCTOR’S  APARTMENT 
FOR  RENT 
IN 

NEW  YORK  CITY 
1 East  69th  Street 

« 

Located  on  the  ground  floor  of  one  of  New  York’s 
newest  apartment  buildings  recently  completed. 
Has  separate  entrance  on  69th  Street.  Waiting 
room,  9'4"  X 12'5".  Three  consultation  offices, 
largest  being  14'5"  X 16'.  X-Ray  room  and 
laboratory.  Total  space,  approximately  1,000 
square  feet.  Rental,  S5000  per  year.  If  larger 
space  is  needed,  additional  room  can  be  added. 
Smaller  units  also  available.  Immediate  posses- 
sion. For  floor  plans  or  further  information, 
phone  or  write: 

BROWN,  WHEELOCK,  HARRIS,  STEVENS,  Inc. 
Renting  Agent 
14  East  47th  Street 
New  York  City 
PI  5-5500 


FOR  RENT 


Doctor’s  offices  completely  furnished  with  new  Hamilton 
Furniture,  Files,  Instruments,  Drugs  and  Records.  Will 
Introduce. 

Address  Box  278  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Office  and  residence.  Excellent  location  for  G.  P.  8 rooms 
for  offices.  4 room  apartment.  Available  separately:  100 
M.A.  Keleket  X Ray  (new),  Cambridge  Simplitrol  Port- 
able ECG  (new),  reconditioned  B&L  microscope,  laboratory 
bench,  examining  table,  office  desk.  All  available  at  low 
price.  Phone  Peekskill  3487. 


DOCTORS  OFFICE  AND  RESIDENCE 


Fully  equipped  X-ray  Diagnosis  and  Therapy,  Mid-Man- 
hattan near  Central  Park  West,  moderately  priced,  for  sale. 
Owner  leaving  New  York.  Box  280. 


22  years  medical  practice.  Very  modern  2 family  house,  plus 
6 room  office.  Brooklyn.  Cash  needed  816,000.  Mornings, 
Circle  7-3051 


BUY 

SAVINGS  BONDS 
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Clinically  approved 


Today,  there  is  a wealth  of  clinical  evidence  supporting 
the  use  of  Meonine  as  a supplement  to  the  protein-rich 
diet  usually  prescribed  for  liver  damage  associated  with 
malnutrition,  pregnancy,  allergy,  certain  chemical  poi- 
sons, and  alcoholism. 

Typical  of  this  evidence  is  a Beams-Endicott  pa- 
per*. The  authors  reported  that  a methionine  sup- 
plement seemed  to  cause  regeneration  of  the  liver 
parenchyma  in  cirrhotic  patients,  irrespective  of 
the  amount  of  protein  and  vitamins  in  the  diet. 

Complete  bibliography  on  request.  Meonine  is 
supplied  in  0.5  gram  tablets.  Wyeth,  Phila.,  Pa. 

*Beams,  A.  J.,  and  Endicolt,  E.  T.,  Histologic  changes 
in  the  livers  of  patients  with  cirrhosis  treated  with 
methionine.  Gastroenterology  9:718-735  (Dec.)  1947. 


MEONINE 

for  liver  damage 

(dl-Methionine  Wyeth) 


With  the  patient  sitting  in  a quiet  room,  the  blood  pres- 
sure is  determined  at  five  minute  intervals  until  a basal  level  is  obtained.  This  usually 
takes  from  twenty  to  forty-five  minutes.  The  test  procedure  is  explained  to  the 
patient,  followed  by  another  brief  rest  period  until  the  basal  level  is  again  reached. 


At  an  observed  moment  of  normal  quiet  expiration  the  patient  is 
instructed  to  compress  both  nostrils  suddenly  and  simultaneously  to  close  the  mouth 
by  compressing  the  lips.  The  breath  is  held  for  twenty  seconds  during  which  the 
systolic  rise  is  determined.  Following  a rest  period  and  return  to  the  basal  level,  the 
same  test  is  repeated  in  order  to  determine  the  diastolic  rise.  (Normal  systolic  or 
diastolic  rise  does  not  exceed  22  mm.) 


SIGNIFICANCE: 


t } 


Holding  the  breath  in  normal  expiration  increases  the  carbon 
dioxide  content  of  the  alveolar  air.  This  is  quickly  reflected  in  the  blood  with  stim- 
ulation of  the  vasomotor  center  and  a resulting  rise  in  the  blood  pressure.  In  hyper- 
tensive patients  the  rise  in  pressure  is  from  two  to  four  times  greater  than  in  normal 
subjects. 

7.  Ayman,  David,  and  Goldshine,  Archie  D.:  Arch.  Inf.  Med.,  63:899,  May,  1939. 

2.  Feldt,  Robert  H.,  and  Wenstrand,  D.  E.  W.:  Arch.  Int.  Med.,  67:1157,  June,  1941. 


THEOMINAL 


BPS'* 


FOR  GRADUAL  AND  PROLONGED  REDUCTION  OF  BLOOD  PRESSURE 

Combines  vasodilator  and  sedative  agents  to  reduce  vascular  and  nervous  tension.  Each  tablet 
contains  theobromine  5 grains  and  Luminal  ® Vi  grain.  Dose:  1 tablet  two  or  three  times  daily; 
when  improvement  sets  in,  the  dose  may  be  reduced.  Bottles  of  25,  100  and  500  tablets. 


Theominal,  trademark  reg.  U.  S.  & Canada 


Luminal,  trademark  reg.  U.  S.  & Canada,  brand  of  phenobarbital 


* Nt w Yost  13,  N.  V.  WitiOiO*.  o m. 


♦ 


THE 

CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

^ CLINIC  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

i REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


FOR  THE  HYPERTENSIVE 


DURATION  OF  EFFECT 
IN  HOURS 


Veratrite  affects  a marked  relief  of  headache,  palpitation 
and  dizziness  in  hypertensive  subjects,  together  with  a feeling  of 
well-being  in  the  majority  of  cases  of  less-than-severe  degree. 


Veratrite0 


Each  tabule  contains:  veratrum 
viride  (bio-assayed)  3 Craw 
Units;  sodium  nitrite  1 grain; 
phenobarbital  14  grain. 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 


PROVE  CAMEL  MILDNESS 

ibr'yburself! 


According  to  a Nationwide  survey: 


MORE  DOCTORS  SMOKE 
CAMELS  THAN  ANY 


OTHER  CIGARETTE 

)octors  smoke  for  pleasure,  too!  And  when 
tiree  leading  independent  research  organiza- 
ions  asked  1 13,597  doctors  what  cigarette  they 
moked,  the  brand  named  most  was  Camel! 


Test  for  yourself 
what  throat  specialists 
reported  when  a 30-day 
smoking  test  revealed: 


“NO  THROAT 
IRRITATION 

due  to  smoking 

CAMELS!” 


R.  J.  Reynolds  Tobacco  Co..  Winston-Salem,  N.  C. 


MAKE  YOUR  OWN  30- 
DAY  CAMEL  MILDNESS 
TEST.  Smoke  Camels,  and 
only  Camels,  for  30  days. 
Prove  for  yourself  how  mild 
Camels  are ! 

Hundreds  of  men  and 
women,  from  coast  to  coast, 
recently  made  a similar  test. 
They  smoked  an  average  of 
one  to  two  packs  of  Camels  a 
day  for  30  days.  Their  throats 
were  carefully  examined  by 
throat  specialists.  And  after  a 
total  of  2470  examinations  — 
these  throat  specialists  re- 
ported " not  one  single  case  of 
throat  irritation  due  to  smok- 
ing Camels!’’ 

But  prove  it  yourself  ...  in 
your  "T-Zone”  (T  for  Taste 
and  T for  Throat).  Let  YOUR 
OWN  TASTE  tell  you  about 
the  rich,  full  flavor  of  Camel’s 
choice  tobaccos.  Let  YOUR 
OWN  THROAT  give  the 
good  news  of  Camel’s  cool, 
cool  mildness. 
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Many  infectious  diseases  of  infancy  and  childhood  cause  an  iron-deficiency 
anemia.  This — in  turn — makes  the  patient  prone  to  further  infection. 

Result:  the  vicious  circle  of  infection-anemia-infection. 

"Prevention  of  iron  deficiency  anemia  . . . reduces  the  incidence 
of  intercurrent  infection."  (M.  Clin.  North  America  30:87.) 

Therefore,  routine  administration  of  Feosol  Elixir  for  some  weeks 
following  infection  is  a sound  general  rule. 

In  iron-deficiency  anemia,  iron — and  iron  alone — is  specific. 

Feosol  Elixir  contains  adequate  dosage  of  ferrous  sulfate — 
grain  for  grain  the  most  effective  form  of  iron. 

Each  2 fluid  drams  (2  teaspoonfuls)  supplies  5 gr.  ferrous  sulfate. 
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Smith,  Kline  & French  Laboratories,  Philadelphia 
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flavored  — provides  natural,  physiologic  approach 
to  correction  of  stasis.  Supplies  lactobacilli,  pre- 
dominant flora  of  the  normal  intestine  . . . gently 
lubricates.  Restores  normal  function  without  griping, 
flatulence,  diarrheic  movements.  Melting  point 
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The  evidence  is 


HYDRYLLIN 


building  UP 

"much  better”' 

"most  striking  improvement’’2 
"more  impressive”3 

IN  ASTHMA 


7.  Levin,  S.  J.,  and  Moss,  S.  S.:  Hydryllin  in  Asthma  and  Hay  Fever,  J.  Michigan 
M.  Soc.  4 7:869  (Aug.)  1948. 

"Hydryllin  . . . has  been  evaluated  clinically  in  forty-eight  cases 
of  asthma  [25  cases]  and  hay  fever  [23  cases].  The  results  in  both 
these  conditions  are  much  better ....  The  side  reactions  have 
been  considerably  less  in  number." 


25 


2.  Brown,  E.  B.,  and  Brown,  F.  W.:  The  Use  of  a New  Antihistaminic  Combination 
[ Hydryllin ] in  the  Treatment  of  Allergic  Disorders,  New  York  State  J.  Med. 
48:7465  (July  1)  1948. 

"The  most  striking  improvement . . . was  in  the  adult  asthmatics, 
who  showed  82  per  cent  improvement.” 


3.  Report  of  the  Committee  on  Therapy  to  the  American  Academy  of  Allergy,  St. 
Louis,  Dec.  15- 17,  1947. 

"In  the  asthmatic  cases,  both  those  with  asthma  due  to  pollen  and 
those  having  asthma  from  other  sources,  the  figures  of  the  effec- 
tiveness of  the  drug  [Hydryllin]  are  more  impressive  than  those  of 
other  antihistaminics." 
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Aminophyllin  (Searle) 100  mg. 

HYDRYLLIN  ELIXIR 

(4  cc.  = Vi  tablet) 


HYDRYLLIN 

SEARLE 

RESEARCH 
IN  THE  SERVICE 
OF  MEDICINE 
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G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


HYDRYLLIN  COMPOUND 

(Cough  Preparation) 
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Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  I V2  grains.) 
TABLETS  - l V2  grains. 

ORAL  SOLUTION  - ( I V2  grains  per  cc.) 

Metraxol,  brand  of  pentainethylentetrazol,  Trade  Mark  reg.  U.  S.  Pat.  Off. 
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in  ocular  emergencies 

prevent  infection  with 

SULFACETIMIDE 
SOLUTION  30% 


Prompt  and  continued  use  of  Sodium  Sulfacetimide 
Solution  30%  eye  drops  immediately  following 
removal  of  a foreign  body — or  after  emergency  treat- 
ment of  abrasions,  lacerations  or  burns  due  to  chemicals 
—is  rapidly  gaining  wide  acceptance.  Recent  reports1,2 
emphasize  the  effectiveness  of  Sodium  Sulfacetimide 
Solution  30%  in  preventing  infection,  hastening 
recovery  and  saving  sight. 


Patients  should  be  instructed  to  instill  one  drop  of 
solution  into  the  traumatized  eye  every  hour  for  the 
first  day.1  Thereafter  the  drops  may  be  used  every  three 
or  four  hours  until  the  threat  of  infection  has  ceased. 

PACKAGING:  Sodium  Sulfacetimide  Solution  (Sodium  Sulamyd*) 
30%  is  available  on  prescription  in  15  cc.  amber,  eye-dropper  bottles. 
Sodium  Sulfacetimide  Ophthalmic  Ointment  (Sodium  Sulamyd)  is 
supplied  in  a concentration  of  10%  in  Vs  oz.  tubes.  Sodium  Sulfaceti- 
mide Nasal  Solution  10%,  with  d/-desoxyephedrine  hydrochloride 
0.125%  is  available  in  15  cc.  bottle  with  dropper.  Schering’s  Sodium 
Sulfacetimide  (Sodium  Sulamyd)  preparations  contain  0.05%  methyl 
and  0.01%  propyl  p-hydroxybenzoates  as  preservatives  and  are  stabilized 
with  sodium  thiosulfate. 


BIBLIOGRAPHY:  1.  McCuire,  W.  P.  : Virgin 


M.  Monthly  75:338.  1948.  2.  Uhde, 
C.  I..-  Am.  J.  Ophth.  31  :323,  1948. 


One  of  the  few  sulfonamides  that  can  be  dissolved  in 
high  concentration  at  physiologic  pH  of  7.4,  sodium 
sulfacetimide  is  virtually  nonirritating  and  nontoxic. 
Because  sodium  sulfacetimide  penetrates  into  deep 
ocular  tissues  by  rapid  diffusion,  protection  against 
infection  of  underlying  as  well  as  superficial  structures 
is  achieved  readily. 


SODIUM  SULFACETIMIDE  SOLUTION  30% 
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Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture)  , they 
provide  for  maximum  utilization  of  the 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram. 
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You  have  one  outstanding  drug 

for  the  treatment 
of  depression 

In  the  depressed  patient, 
‘Dexedrine’  Sulfate  can  be  depended  upon 
to  dispel  the  characteristic  “chronic  fatigue”; 
to  induce  a feeling  of  energy  and  well-being; 
and  to  restore  optimism,  mental  alertness 
and  capacity  for  work. 

Dexedrine’s  anti-depressant  effect  is  notable 
for  its  freedom  from  distracting  elation, 
irritability  and  inward  nervous  tension. 

Its  uniquely  “smooth”  action  spares  the  patient 
the  uncomfortable  feeling  of  “drug  stimulation”. 

Dexedrine  Sulfate  Tablets  & Elixir 

The  anti-depressant  of  choice 

Smith,  Kline  & French  Laboratories  Philadelphia 


‘Dexedrine’  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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A palatable,  natural  source  of  complete,  high-quality  proteins 


It’s  not  surprising  that  soft-diet  pa- 
tients develop  appetite-apathy.  The 
things  they  have  to  eat! 

To  help  overcome  this  anorexia 
many  doctors  now  recommend  Swift’s 
Strained  Meats.  Delicious,  real  meat 
that  patients  on  soft,  smooth  diets  can 
eat  and  enjoy.  Swift’s  Strained  Meats 
provide  an  excellent  base  for  a high- 
protein,  low-residue  diet.  Rich  in  iron, 
they’re  chemically  and  physically  non- 
irritating. They  make  all  the  essential 
amino  acids  available  simultaneously  for 


optimum  protein  synthesis. 

Swift’s  Strained  Meats  are  tasty 
enough  to  tempt  tired  appetites.  They 
supply  goodly  amounts  of  B vitamin 
to  help  stimulate  patients’  natural  ap- 
petite for  other  foods.  Swift’s  Strained 
Meats  are  100%  meat — a variety  of 
six  kinds:  beef,  lamb,  pork,  veal,  liver, 
heart.  Originally  prepared  for  infant 
feeding,  they’re  exceptionally  fine  in 
texture — may  easily  be  used  in  tube 
feeding.  Convenient — ready  to  heat 
and  serve. 


6 varieties: 

Beef,  lamb,  pork, 
veal,  liver,  heart 


For  patients  who 
can  take  foods  of  less 
fine  consistency- 
Swift’s  Diced  Meats 
offer  tender  morsels 
of  nutritious  meats 
with  tempting 
flavors  patients 
appreciate. 


The  makers  of  Swift's  Strained  A I eats  invite  yon  to  send  for 
your  copy  of  "The  Importance  of  Protein  Foods  in  Health 
and  Disease" — a physicians'  handbook  of  protein  feeding t 
written  by  a doctor.  Send  to: 


SWIFT  *r  COMPANY 


Chicago  9,  Illinois 

All  nutritional  statements  made  in  this  advertise- 
ment are  accepted  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 
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three  IBEROL  tablets,  the  average 
daily  dose  for  adults,  supply: 
FERROUS  SULFATE,  U.S.P 1.05  Gm. 

(representing  210  mg.  elemental  iron,  the  active 
ingredient  for  the  increase  of  hemoglobin  in  the 
treatment  of  iron-deficiency  anemia.) 

plus  these  nutritional  constituents: 
Folic  Acid 5.1  mg. 


In  only  three  tablets  a day,  Iberol  provides  the  important  blood-building 
and  nutritional  substances  needed  by  many  patients  with  secondary 
anemias.  This  dosage  of  Iberol  represents  the  accepted  standard  for  a 
hematinic,  plus  generous  amounts  of  folic  acid,  other  B vitamins  and 
ascorbic  acid.  • For  all  their  potency,  Iberol  tablets  are  moderate  in 
size — achieved  by  using  the  ferrous  sulfate  itself  as  one  of  two 
subcoatings.  An  outer  sugar  coating  covers  the  liver  odor  and 
iron  taste  to  make  a tablet  that  is  pleasant  to  take.  The  cap- 
sule shape  makes  it  easy  to  swallow.  This  convenient,  con- 
centrated dosage  form  is  comparatively  economical  for  the 
patient.  • Iberol  may  also  be  used  prophylactically  in  preg- 
nancy, convalescence,  and  other  conditions  predisposing  to 
anemia.  In  pernicious  anemia,  it  should  be  used  only  as 
a supplement  to  liver  extract.  Iberol  is  available  now 
in  bottles  of  100,  500  and  1000  sugar-coated  tablets. 
Abbott  Laboratories,  North  Chicago,  Illinois 


Thiamine  Hydrochloride 6 mg. 

(6  x MDR*) 

Riboflavin 6 mg. 

(3  x MDR*) 

Nicotinamide 30  mg 

(1VS  x rd*t) 

Ascorbic  Acid 150  mg. 

(S  x MDR*) 

Pyridoxine  Hydrochloride 3 mg. 

Pantothenic  Acid 6 mg. 

(as  Calcium  Pantothenate) 

Liver  Fraction 1.5  Gm. 

(boiling  water  extract) 


*Minimum  Daily  Requirement. 
{Recommended  Daily  Dietary  Allowance. 


(IRON  • VITAMIN  B COMPLEX  • FOLIC 
ACID  • LIVER  FRACTION,  ABBOTT) 
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BURO-SOL 
PO WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  2-49 


For  Rapid  Response 

in  HYPOCHROMIC  ANEMIAS! 


(INJECTABLE) 


Effective  therapy  for  hypochromic  ane- 
mia usually  requires  more  than  iron 
administration  alone.  The  balanced,  ra- 
tional formula  of  Ferrolivron  B,  not 

only  provides  readily  available  iron, 
but  also  generous  quantities  of  essen- 
tial B complex  vitamins,  plus  fresh  liver 
(as  liver  concentrate). 

• Each  2 cc.  of  Ferrolivron  B contains: 

liver  Extract  100  mgm. 

(10  USP  Units— injectable) 
Colloidal  Iron 

Hydroxide  19.1  mgm. 

Niacinamide  50  mgm. 

Pyridoxine 

Hydrochloride  0.3  mgm. 

Riboflavin  0.3  mgm. 

Phenol  0.5% 

Sodium  Citrate  1% 

For  Intramuscular  use 


Supplied  In  30  cc.  Vials. 
Write  for  literature. 


INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (The  Alkalol  Company) 325 

Aluminum  Penicillin  (Hynson,  Westcott  & Dun- 
ning, Inc.) 238 

Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.) . 232 

Argyrol  (A.  C.  Barnes  Company) 327 

Baxter  Solutions  (American  Hospital  Supply 

Corp.) 231 

Buro-Sol  Powder  (Doak  Co.,  Inc.) 242 

Chloresium  (Rystan  Co.,  Inc.) 253 

Dexedrine  Sulfate  (Smith,  Kline  & French 

Laboratories) 239 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  Cover 

Diaparene  (Homemakers’  Products  Corp.) 325 

Eskadiamer  and  Eskadiazine  (Smith,  Kline  & 

French  Laboratories.) 249 

EskaphenB Elixir  (Smith,  Kline  & French  Labora- 
tories)   336 

Eskays’  Theranates  (Smith,  Kline  & French  Lab- 
oratories)   256 

Feosal  Elixir  (Smith,  Kline  & French  Labora- 
tories)   233 

Ferrolivron  (Harmon  Chemicals,  Inc.) 242 

Folvite  (Lederle  Laboratories  Division) 245 

Hydryllin  (G.  D.  Searle  & Company) 235 

Iberol  (Abbott  Laboratories) 241 

Intraderm  Tyrothricin  (Wallace  Laboratories, 

Inc.) 248 

Koagamin  (Chatham  Pharmaceuticals,  Inc.) ....  229 

Metrazol  (Bilhuber-Knoll  Corp.) 236 

Neo-Cultol  (The  Arlington  Chemical  Company) . 234 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) . . 331 

Otomide  (White  Laboratories,  Inc.) . .Between  240-241 
Paredrine-Sulfathiazole  Suspension  (Smith,  Kline 

& French  Laboratories) 323 

Par-Pen  (Smith,  Kline  & French  Laboratories) . . 243 

Pelvicins  (Schenley  Laboratories,  Inc.) 251 

Perandren  (Ciba  Pharmaceutical  Products,  Inc.) 

2nd  Cover 

Petrogalar  (Wyeth,  Inc.) 250 

Pragmatar  (Smith,  Kline  & French  Laboratories) . 329 

Ray-Formosil  (Raymer  Pharmacal  Co.) 252 

Raysal  (Raymer  Pharmacal  Co.) 247 

Rub  A 535  (Denver  Chemical  Manufacturing 

Co.) 244 

Seconal  Sodium  (Eli  Lilly  & Company) 

Between  256-257 

Sedulon  (Hoffmann-LaRoche,  Inc.) 246 

Sodium  Sulfacetimide  Solution  (Schering  Cor- 
poration)   237 

Syrup  Urethane-MRT  (Marvin  R.  Thompson, 

Inc.) 3rd  Cover 

Theominal  (Winthrop-Stearns,  Inc.) 225 

Thera-Vita  (William  R.  Warner  & Co.) 254 

Tyrozets  (Sharp  & Dohme) 255 

Veratrite  (Irwin,  Neisler  & Company) 226 

Vytinic  with  folic  acid  (Bristol  Laboratories, 

Inc.) 321 

Zymenol  (Otis  E.  Glidden  & Co.) 228 

Dietary  Foods 

Meats  for  Babies  (Swift  & Company) 240 

Medical  and  Surgical  Equipment 

Bovie  Electrosurgical  Unit  (Liebel-Flarsheim  Co.)  230 
Plastishield  (Plastishield,  Inc.) 325 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 227 


HARMON  CHEMICALS,  Inc. 


BROOKLYN  16, 
NEW  YORK 
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This  penicillin-vasoconstrictor  combination 

provides- 


*»* 

i 


£ 

lit 


rapid  and  prolonged  shrinkage 

Par-Pen  contains  'Paredrine  Aqueous’ — 
one  of  only  two  proprietary  aqueous 
vasoconstrictors  favorably  noted 
in  a report  issued  for  the  information 
of  the  Mayo  Clinic  Staff. 


potent  antibacterial  action 

Par-Pen  contains  sodium  crystalline 
penicillin,  now  recognized  as  the 
most  desirable  form  of  this  potent  drug. 

An  important  advantage  of  this  newr  form 
of  penicillin  is  its  superior  stability. 

Your  patient  need  not  refrigerate  Par-Pen. 
Even  after  a week  at  room  temperature, 
Par-Pen  will  contain  500  units  of 
penicillin  per  cc. — the  accepted 
strength  for  local  use.  For  samples  and 
full  information,  write  Par-Pen  on  your 
prescription  blank  and  mail  it  to  us  at 
1530  Spring  Garden  St.,  Philadelphia  1,  Pa. 


for 

intranasal 

use 


Smith,  Kline  & French  Laboratories,  Philadelphia 


All  interesting 

new  development 

in  inunction  therapy 

Because  of  the  constant  demand  for  an  external  preparation  that 
can  be  safely  used  as  a “home  remedy,”  we  have  developed 
Antiphlogistine  Rub  A-535. 

Rub  A-535  is  intended  for  the  symptomatic  relief  of  those  con- 
ditions for  which  external  analgesics  and  counter-irritants  are 
commonly  used.  Rub  A-535  contains  a combination  of  analgesics 
with  a high  percentage  of  methyl-salicylate  in  a new  type  of 
greaseless,  stainless,  vanishing  base,  which  permits  ease  of  applica- 
tion and  almost  instant  utilization  of  the  medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manu- 
facturer has  a dual  responsibility.  He  must  offer  only  such 
products  which  may  safely  be  used  in  the  average  household  and 
must  inform  the  medical  profession  of  the  products’  ingredients 
and  action. 

The  formula  of  Rub  A-535  is 


Methyl-Salicylate 12% 

Oil  of  Eucalyptus 3dj% 

Menthol 1% 

Camphor 1% 

Base  (specially  prepared) 853^% 


Antiphlogistine  Rub  A-535  has  been  thoroughly  tested  both 
clinically  and  in  over  6,000  homes.  If  you  would  like  a tube  of 
Rub  A-535,  just  drop  us  a line. 

THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 
163  Varick  Street  New  York  13,  N.  Y. 
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During  the  past  several  years,  Lederle  has 
made  a very  substantial  investment  in  time 
and  money  for  the  investigation  of  nutritional 
deficiency  states.  The  vast  majority  of  such 
investigations  lead  down  dead-end  streets, 
but  occasionally — and  most  fortunately  for 
mankind — a brilliant  result  is  achieved.  One 
of  the  fields  in  which  these  efforts  have 
proven,  and  are  proving,  successful  is  the 
field  of  nutritional  macrocytic  anemias.  The 
first  step  in  the  conquest  of  this  field  was  the 

£ REG.  U.  S.  PAT.  OFF. 


perfection  of  a practicable  intramuscular 
liver  extract  by  Lederle  several  decades  ago. 
More  recently,  the  Lederle-Cyanamid 
research  team  isolated  and  synthesized  folic 
acid,  which  has  been  proven  specific  for  the 
macrocytic  anemias  of  sprue,  infancy  and 
childhood,  pregnancy,  gastrointestinal 
dysfunction,  and  pellagra.  We  are  close  to 
a solution  of  many  other  similar  nutritional 
problems.  FOLVITE*  Folic  Acid  Lederle,  in 
various  forms,  is  available  for  prescription  use. 


LEDERLE  LABORATORIES  DIVISION 


AM  ER!  CAM 


Gfwuunid 


COMPAXY 


30  ROCKEFELLER  PLAZA  • NEW  YORK  20,  N Y. 


4 

I 

I 


produces  . . . insomnia 


i Syrup  Sedulon,  a new,  non-narcotic  cough 
I preparation,  usually  controls  "night  cough” 
I which  robs  the  patient  of  needed  sleep, 
i Syrup  Sedulon,  given  in  therapeutic  doses, 

I seems  to  act  specifically  on  the  cough  reflex 
I without  interfering  with  heart  rate  or 

i 

I respiration.  Because  of  its  mild  sedative 
I effect,  the  patient  sleeps  well,  and  next  day 
i experiences  no  after-effects.  Sedulon,  the 
i unique  active  ingredient,  has  a wide  margin 

I of  safety,  is  well  tolerated,  and  remarkably 

j effective  even  in  persistent  "night  cough.” 

i 

I HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

I 

I 

! syrup  Sedulon® 

1 Each  leaspoonful  (4 cc)  contains  60  mg  of 

'Roche'  Sedulon  ( 3,3-diethyl-2t4-dioxo-piperidine ). 


I 
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for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . .Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  thesalicylatedetoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


*T/te  Q)e/cxi flirt/  Ta/icij/ti/r  (rt/ttttn irrt/ 

ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 


PHARMACEUTICAL  MANUFACTURERS 


0vek  a.  ’r&n/ttfru  SPetoving r £P/ybicicwtb 
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1 

“RESULTS  HAVE  BEEN  SO 
GRATIFYING  . . . that 

there  appears  to  be  little 
otcasion  for  thange."' 


This  is  the  opinion  shared  by  many  clinicians  who  have 
used  INTRADERM*  TYROTH RICI N in  stubborn  cases  of  acne  vul- 
garis, sycosis  vulgaris,  furunculosis,  impetigo,  and  other 
pyogenic  skin  infections. 

INTRADERM  TYROTHRICIN  presents  tyrothricin,  most  powerful 
antibiotic  for  local  use,  in  a unique  skin-penetrant 
vehicle  permitting  rapid  diffusion  of  the  medication 
throughout  the  affected  area. 

ADVANTAGES:  Rapid  and  sustained  antibacterial  effect  • Non- 
irritating to  skin  • Active  even  in  presence  of  pus,  serum, 
and  exudates  • Does  not  give  rise  to  drug-fast  strains  • 
Leaves  no  unsightly  film,  making  it  most  acceptable  to 
patient. 


1.  Grinnell,  E.:  Journal-Lancet  68:  121  (Apr.)  1948 

•The  word  INTRADERM  is  a registered  trademark  ol  Wallace  Laboratories,  Inc. 


INTRADERM  TYROTHRICIN 

Reg.  U.  S.  Pat.  Off. 

SUPPLIED:  120-cc.  bottles  containing  1 mg.  of  tyrothricin  per  cc. 


m 


V w 

53 


WALLACE  LABORATORIES,  INC. 

53  Park  Place  New  York  8,  N.  Y. 
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new! . . Eskadiamer 


“I  like  my  medicine!" 


Now...  tWO  delicious 
S.K.F.  sulfonamide  preparations: 

These  pleasant-tasting  preparations 
may  be  prescribed  wherever  oral  dosage 
of  the  sulfonamides  is  indicated. 


a combination  fluid  sulfonamide  containing  equal  parts  of 
sulfamerazine  and  sulfadiazine — the  two  safest  sulfonamides  in 
general  use.  Each  5 cc.  (one  teaspoonful)  contains  0.25  Gm.  (3.86  gr.) 
sulfamerazine  and  0.25  Gm.  (3.86  gr.)  sulfadiazine. 


Eskadiazine 

the  widely-prescribed  fluid  sulfadiazine  which  provides  desired 
serum  levels  much  more  rapidly  than  sulfadiazine  in  tablet  form. 
Each  5 cc.  (one  teaspoonful)  contains 
0.5  Gm.  (7.7  gr.)  sulfadiazine. 

Smith , Kline  & French  Laboratories , Philadelphia 

'Eskadiamer’  & 'Eskadiazine'  T.M.  Reg.  U.S.  Pat.  Off. 
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HABIT 

TIME 





137*374 


Petcogalar 

Aqueous  Suspension 
of  Mineral  Oil 
Plain 


Active 
Ingredient: 
Mineral  Oil  65%. 


DIRECTIONS:  Adults,  one  table- 
spoonful. Children  over  six  years 
old;  one  teaspoonful.  May  be 
thinned  with  water,  milk  or  fruit 
juice  if  desired. 


CAUTION:  To  be  taken  only  at 
bedtime.  Do  not  use  at  any  other 
time  or  administer  to  infants.except 
upon  the  advice  of  a physician. 


SHAKE  WELL 


Vf£e//i  INCORPORATED  • PHIIAOEI.PHIA  • PA. 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin-sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 


dividually wrapped  in  aluminum  foil. 
1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 
New  York  State  J.  Med.  48:  1159  (May  15)  1948. 


Schenley 


LABORATORIES,  INC. 


350  FIFTH  AVENUE,  NEW  YORK  1,  N.  Y. 


Extra  Protective 


Feature 


Additional  protection  against 
moisture  is  provided  by  a .special 
wax  coating  on  the  package  itself. 


© Schenley  Laboratories,  Inc. 
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RAYFORMOSIL 


fat  Jfie  fibea/wiew/  cfl 


ARTHRITIS  and 
RHEUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 


Descriptive  clinical  literature  will  be  furnished 
upon  request. 

Supplied  in:  1 cc.  and  2 cc.  Ampuls 
Boxes  of  25,  50,  100 

Price  list  of  other  Raymer  Medicinals 
will  be  sent  on  request. 


73%  ZB&nefe, ’Ted 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
best  results  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


0wek  Qua/U&t 
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/Jj  / CHLOROPHYLL* 
HOli)-  AEROSOL  THERAPY 

the  new  advance  in  the  Inhalation  Treatment 
of  Respiratory  Tract  Infections 


Chlorophyll  aerosol  ther- 
apy, as  made  possible  by  *Chloresium 
Aerosol  Solution,  enables  the  physician  to 
provide  the  remarkable  therapeutic  effec- 
tiveness of  chlorophyll  in  the  inhalation 
treatment  of  both  upper  and  lower  respi- 
ratory tract  infections.  It  is  the  result  of 
intensive  laboratory  and  clinical  investi- 
gation to  meet  the  long-felt  need  for  an 
effective  nontoxic,  healing,  decongestive, 
antibacterial  and  deodorizing  agent  for 
use  in  inhalation  therapy. 

For  use  with  any  standard 
nebulizing  equipment 

Chloresium  Aerosol  Solution  is  a specially  pro- 
cessed preparation  containing  the  purified 
therapeutically  active  water -soluble  deriva- 
tives of  chlorophyll  "a”  (Css  T^OsNiMg),  de- 
signed for  use  with  any  standard  nebulizing 
equipment.  It  is  a natural,  nontoxic,  biothera- 
peutic  agent  and  may  he  used  either  alone  or, 
where  indicated,  as  a solvent  vehicle  for  pen- 
icillin or  other  antibiotic  inhalation  therapy. 

A unique  combination  of  advantages 

Chloresium  Aerosol  Solution  provides  the  fol- 
lowing unique  and  fundamental  advantages 
in  inhalation  therapy: 

Absolutely  nontoxic 

Accelerates  healing  by  stimulating  normal  cell 
metabolism 

Decongests,  promptly,  without  rebound 
phenomena 

Exerts  antibacterial  effect,  particularly  on 
secondary  saprophytic,  proteolytic  invaders 
Does  not  interfere  with  ciliary  activity;  tends 
to  restore  normal  motility  if  impaired 


Can  he  used  freely — especially  valuable  in  the 
field  of  pediatrics 

Deodorizes  fetid,  foul-smelling  conditions 
May  be  used  as  solvent  vehicle  for  antibiotic 
inhalation  therapy 

Indicated  for  all  respiratory 
tract  infections 

The  value  of  Chloresium  Aerosol  Solution 
used  alone  or  as  vehicle  for  antibiotics  has 
been  demonstrated  in  the  treatment  of  most 
infections  of  the  respiratory  tract  including 
acute  and  chronic  sinusitis,  rhinitis,  pharyn- 
gitis, ordinary  coryza,  ozena.  acute  and  chronic 
laryngitis,  bronchitis,  bronchiectasis,  lung 
abcesses  and  other  deep-seated  inflammatory 
conditions. 


Chloresium 

REG.  U S.  RAT  Off 

Aerosol  Solution 


ETHICALLY  PROMOTED 
Available  at  all  leading  drugstores 

FREE— MAIL  COUPON 

RYSTAN  CO.,  INC.,  Dept.  SG-2 
7 N.  MacQuesten  Parkway 
Mt.  Vernon,  N.  Y. 

Please  send  me,  without  obligation,  clin- 
ical samples  of  Chloresium  Aerosol  So- 
lution and  complete  literature. 

Dr 

Address 

City Zone State 
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WILLIAM 
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CO.,  INC. 

ST.  LOUIS 


Dosage 

• One  'THERA-VITA’f  cap- 
sule daily  provides  minimum 
therapeutic  quantities. 

• Two  THERA- VITA' t cap- 
sules daily  provide  average 
therapeutic  quantities. 

• Three  TH  ERA-VITA' t cap- 
sules daily  provide  high  thera- 
peutic quantities. 

How  supplied 

THERA- VITA'  f Therapeutic 
Vitamin  Capsules  'Warner' 
are  available  in  bottles  of  100 
and  1000. 


'When . . . signs  of  a 
dietary  deficiency 
disease  are 
manifest, 
supplementary 
levels  of  vitamins 
are  inadequate 
and  nutritional 
therapy  is 
indicated .*’* 
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Tyrothricin 

Benzocaine 


Tyrothricin,  potent  antibacterial  extract  of 
Dubos'  bacillus,  and  widely  considered  the 
topical  antibiotic  of  choice,  is  the  principal 
ingredient  of  TYROZETS  Lozenges,  Sharp  & 
Dohme’s  remarkable  new  preparation  for 
prophylaxis  and  treatment  of  gram-positive 
throat  and  mouth  infections,  and  for  post- 
surgical  care  of  the  pharynx. 

Tyrothricin  is  penetrating,  nontoxic  when 
applied  locally,  and  highly  effective  against 
such  gram-positive  organisms  as  Coryne- 
bacterium  diphtheriae,  pneumococci,  strep- 
tococci and  staphylococci  frequently  re- 
sponsible for  infections  of  throat  and 
mouth. 

Each  Tyrozets  lozenge  contains 
tyrothricin,  1 mg.,  and  5 mg.  of  sooth- 
ing, analgesic  benzocaine. 


Tyrozets  Antibiotic-Anesthetic  Throat  Loz- 
enges rapidly  relieve  the  pain  and  discom- 
fort of  infected  or  irritated  throats,  promptly 
destroying  gram-positive  pathogens. 
These  new,  nontoxic,  pleasantly  flavored 
Sharp  & Dohme  lozenges  are  indicated 
for  treatment  of  gram-positive  throat  and 
mouth  infections, sore  throats,  and  especially 
following  tonsillectomies  and  pharyngeal 
surgery.  They  are  also  effective  for 
prophylactic  throat  protection  when  colds 
are  prevalent. 

TYROZETS  Lozenges  are  packed  in  neat, 
shatter-proof,  amber  plastic  tubes  of  12. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 

TYROZETS 
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the  psychology 


For  the  elderly  patient,  the  benefit  of  a 
good  tonic  is  not  entirely  limited  to  its 
tone-restoring  and  appetite-stimulating  effects. 
Most  physicians  know  how  much  the  little  ritual 
of  taking  each  pre-meal  dose  of  Eskay’s 
Theranates  can  brighten  "the  endless,  daily, 
dull  routine”  of  the  elderly  patient’s  life. 

And — of  great  importance — "his  tonic”  is  an 
ever-present  symbol  of  the  reassuring  and 
comforting  fact  that  he  is  "in  the  care 
of  his  physician.” 

Smith , Kline  & French  Laboratories , Philadelphia 


Each  adult  dose,  2 fluid  drams  (2  teaspoon  fills), 


contains: 

Alcohol 10  per  cent 

Vitamin  Bi  (thiamine  hydrochloride) 

(250  U.S.P  Units) 0.75  mg. 

Strychnine  glycerophosphate, 

anhydrous 1/64  grain 

Sodium  glycerophosphate  ....  2 grains 

Calcium  glycerophosphate  ....  2 grains 

Phosphoric  acid,  75% 1.7  minims 


Available  in  12  fl.  oz.  bottles. 

Eskay’s  Theranates 

The  formula  of  famous  Neuro  Phosphates 
plus  Vitamin  Bj. 
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Editorials 


Competition  in  Publicity 


The  straightforward  aim  of  the  American 
Medical  Association  is  to  tell  to  the  general 
public  the  story  of  progress  made  in  Ameri- 
can medicine  by  a free  profession.  To  that 
purpose  the  fund  raised  by  the  assessment 
of  $25  on  each  member  will  be  devoted  this 
year.  The  people  want  and  should  have 
facts;  they  want  and  should  have  good 
medical  care. 

To  disseminate  these  facts  to  a people  now 
confused  by  the  efforts  of  politicians,  social 
planners,  and  others,  including  certain  small 
groups  of  physicians,  will  demand  a supreme 
effort,  an  effort  to  be  guided  by  educational 
and  not  pressure  tactics  in  the  usual  sense. 
People  must  be  told  that  American  medicine 
has  attained  its  high  standards  largely  by 
voluntary  methods,  by  the  free  and  unre- 
stricted and  unhampered  labors  of  the  indi- 
vidual. People  must  be  persuaded  to  be- 
lieve that  voluntary  medical  care,  probably 
through  self  insurance,  is  superior  to  a politi- 
cally imposed  compulsory  system  in  which 
bureaucratic  control  would  govern.  It  will 
not  be  a simple  matter  to  accomplish  this, 


and  the  appeal  for  the  necessary  funds  is 
justified.  The  source  of  these  funds  will 
be  the  doctor  himself,  and  the  accounting 
will  be  an  open  one,  so  that  all  may  be  aware 
of  the  spending  program. 

A press  release  emanating  from  a group 
calling  themselves  the  “Committee  for  the 
Nation’s  Health,  Inc.,”  claims  to  number 
“among  its  officers,  Russell  Davenport, 
William  Green,  Bishop  Francis  J.  McCon- 
nell, Philip  Murray,  Thomas  Addis,  M.D., 
Barry  Bingham,  Morris  Llewellyn  Cooke, 
Gerard  Swope,  David  Sarnoff,  Mrs.  Gardner 
Cowles,  Mrs.  Albert  D.  Lasker,  R.  M.  Walls, 
D.D.S.,  Matthew  Woll,  Emil  Rieve,  and 
Michael  M.  Davis.”1 

The  chairman  of  the  group,  Dr.  Channing 
Frothingham,  takes  a dim  view  of  the 
A.M.A.’s  determination  to  carry  on  its  own 
publicity  with  funds  raised  by  its  members. 
He  announces  in  the  release  that  there  will 
be  “a  grass  roots  doctors’  rebellion”  against 
the  American  Medical  Association  plan  to 
raise  “a  $3,500,000  war  chest.”  He  criti- 

1 Release  (Dec.  6)  1948. 
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cizes  the  House  of  Delegates  for  “pursuing 
a course  unworthy  of  the  medical  profession 
and  repugnant  to  the  ethics  of  American 
doctors.”  One  of  his  arguments  is  that  this 
body  is  not  representative,  that  only  5 per 
cent  of  its  members  are  under  45.  Any  one 
who  attends  the  A.M.A.  House  of  Delegates 
sessions  would  be  impressed  by  the  activities 
displayed  by  these  chosen  elderly  (sic) 
statesmen. 

“It  is  particularly  disturbing  to  note,”  he 
says,  “that,  although  many  physicians  of  the 
A.M.A. ’s  membership  support  national 
health  insurance,  the  proposal  to  embark  on 
a nation-wide  multimillion  dollar  campaign 
against  it  was  not  made  known  to  the  mem- 
bership in  advance  of  the  closed  session  at 
which  the  decision  was  reached ” 

We  would  be  grateful  to  Dr.  Frothingham 
for  information  which  we  would  be  glad 
to  pass  on  to  our  readers  as  to  the  exact 
methods  by  which  the  A.M.A.  could  tell  its 
members  of  a decision  before  it  had  been 
reached. 


But  now  that  we  know  the  source  of  the 
funds  by  which  the  A.M.A. ’s  educational 
campaign,  unworthy  though  it  be  in  his 
opinion,  wall  be  carried  on,  wall  Dr.  Chan- 
ning  Frothingham  and  the  “Committee  for 
the  Nation’s  Health”  be  quite  frank  and 
disclose  the  source  of  its  funds,  some  of 
which  obviously  must  be*  used  to  carry  on 
its  Washington  office,  its  New  York  office, 
the  salaries  of  its  employes  and  the  prepara- 
tion and  mailing  of  its  press  releases? 

We  concede  the  right  to  the  “Committee 
for  the  Nation’s  Health,  Inc.,”  to  set  forth 
its  view7s  in  any  legal  manner,  as  we  insist 
upon  the  A.M.A.’s  right  to  say  its  say  on  the 
same  terms.  But  wre  do  not  think  that  the 
important  question  at  issue;  namely,  na- 
tional compulsory  sickness  insurance  as  pro- 
jected by  the  new  administration  vs.  volun- 
tary health  insurance  plans  as  advocated 
by  the  A.M.A.  in  its  ten-point  program,  wall 
be  fairly  settled  in  the  public  interest  ex- 
cept on  the  basis  of  cold,  hard  facts.  Pub- 
licity on  both  sides  should  adhere  to  the  facts. 


Relief  Load  Rises 


Of  significance  to  the  medical  profession  is 
the  news  recently  reported  of  the  sharp  rise 
in  the  nation’s  relief  load.1  This  information 
comes  from  the  American  Municipal  Asso- 
ciation and  is  attributed  by  that  group  to  in- 
flation, unemployment  among  unskilled 
wrorkers  displaced  by  skilled  wTar  veterans 
and  movement  of  many  families  to  other 
parts  of  the  country,  causing  temporary 
emergencies. 

Says  the  new7s  report  in  part: 

The  number  of  actual  cases  has  increased  54 
per  cent  in  the  last  three  years,  from  232,000  to 
358,000,  while  costs  have  jumped  136  per  cent, 

from  $6,600,000  to  $15,600,000  a month 

Relief  cases  covered  in  the  survey  are  general 
assistance  payments  to  the  indigent  from  the 

states  and  localities 

However,  relief  cases  and  costs  still  are  far 
behind  those  in  the  period  just  before  the  w7ar. 
In  February,  1940,  a total  payment  of  $14,500,- 
000  was  made  to  1,687,000  families 

» N.Y.  Times,  Nov.  15,  1948,  p.  28. 


Why  should  this  increase  in  relief  be  of 
concern  to  doctors  of  medicine?  Because 
doctors  are  also  citizen-taxpayers  like  most 
everyone  else.  They  carry  their  fair  share  of 
the  tax  load  and  will  naturally  be  interested 
in  the  136  per  cent  increase  in  costs  noted 
above  in  the  last  three  years. 

Since  the  relief  cases  covered  in  the  survey 
are  “general  assistance  payments  to  the  in- 
digent from  the  states  and  localities,”  it  is 
logical  to  assume  that  the  item  of  medical 
care  would  enter  little  if  at  all  into  this  pic- 
ture of  general  assistance.  Inflated  prices 
of  nearly  every  item  entering  into  living 
costs  are  responsible. 

During  the  year,  New  York  show7ed  a 2.2 
per  cent  decrease  in  case  load  according  to 
the  report,  which  is  not  explained.  How- 
ever, New  York  State  Labor  Department 
statistics  show  a net  decline  since  Septem- 
ber, 1948,  of  1.1  per  cent  in  employment  and 
4.8  per  cent  in  pay  rolls  from  2,378  factories 
in  the  State.  This  may  shortly  be  reflected 
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in  augmented  relief  rolls  and  higher  taxes  to 
meet  the  increased  costs. 

It  seems  at  this  writing  that  substantial 
increases  in  the  New  York  State  income  tax 
will  be  necessary,  perhaps  in  addition  to  a re- 
turn to  the  normal  100  per  cent  tax  on  in- 
corporated businesses.  Relief  costs,  of 
which  the  State  already  pays  80  per  cent, 
are  rising,  and  there  may  be  demand  for  the 
State  to  carry  an  even  larger  share  of  this 
burden.  For  welfare  and  education  alone,  it 
is  estimated  an  additional  75  million  will  be 
required  next  year,  even  if  the  laws  covering 
State  aid  in  such  respects  remain  the  same. 
If  altered  to  pay  higher  percentages,  natur- 
ally, this  figure  rises. 

In  a time  of  inflation  such  as  the  present, 
wage  scales  or  fee  schedules  mean  little  as  an 
index  of  prosperity  unless  they  are  realisti- 
cally related  to  taxes  and  living  costs,  or  the 
costs  of  doing  business.  Under  modern  prac- 
tices of  federal  and  state  subsidies  to  agencies 
concerned  with  relief,  it  becomes  difficult  to 
judge  the  efficiency  with  which  such  agen- 
cies operate  in  administering  their  relief 
load. 

This  is  not  to  be  critical  of  rising  costs 
of  relief  to  the  indigent,  but,  assuming 
reasonably  efficient  management,  to  use 
these  costs  intelligently  as  an  index  to  fore- 


cast the  taxpayer’s  burden  in  the  conduct  of 
big  business. 

For  relief  to  the  indigent  has  become  big 
business.  Principally  it  is  being  admin- 
istered by  government  and  paid  for  by  the 
taxpayer.  Private  relief,  conducted  by  non- 
governmental agencies  but  paid  for  in 
private  contributions  by  the  citizens,  is  in 
addition  to  the  tax-supported  enterprises,  so 
that  anticipated  ta*x  increases  will  not  assist 
but  actually  diminish  citizen-aid. 

Mass  production,  be  it  noted,  while  it 
cheapens  the  cost  of  things  if  it  produces 
more  of  them,  places  at  the  disposal  of 
citizen-taxpayers  and  their  governments  the 
means  to  create  mass  destruction  and  mass 
misery.  This  misery,  of  various  kinds,  must 
again  be  alleviated  by  relief  at  the  tax- 
payer’s expense  so  that  the  costs  of  this  aid 
should  properly  be  added  to  production 
costs  in  any  fair  accounting. 

Doctors  who  repair  the  salvageable  rem- 
nants left  behind  by  the  guided  or  mis- 
guided missiles  that  infest  our  streets,  for  ex- 
ample, in  increasing  numbers,  will  be  in  a 
position  to  appreciate  the  prospect  for  vast 
increases  in  the  case  load  of  relief  to  the 
indigent  and  the  enormous  increase  in  costs 
of  this  relief  which  inflation  must  neces- 
sarily bring  in  its  train. 


Medicine  in  the  News 


As  this  editorial  is  being  written,  nearly 
every  publication  daily,  weekly,  or  monthly 
in  the  United  States  is  featuring  some  aspect 
of  medicine.  This  rather  overwhelming 
attention  recently  and  rather  suddenly  ac- 
corded to  the  profession  resembles  the 
blooming  of  a century  plant.  For  the  roots 
of  that  interest  were  planted  about  1848,  in  a 
series  of  revolutionary  movements  in  Europe. 

Medicine  in  its  modern  science  and  prac- 
tice encompasses  the  growth  of  all  learning 
in  the  natural  sciences,  in  sociology,  eco- 
nomics, and  manufacturing,  and  is  a cross- 
roads of  historic  movements  developing  and 
gathering  momentum  through  the  last  cen- 
tury. 

Progress  in  healing  has  always  been  news- 
worthy because  it  offered  hope  for  millions  of 
sufferers  and  was  pledged  to  the  conquest  of 


death  itself.  The  spirit  of  liberalism  has 
been  and  is  the  guiding  genius  of  the  medical 
profession  and  has  pervaded  its  science  and 
.practice  wherever  the  profession  has  been 
unchained  and  free  to  develop.  The  com- 
paratively isolated  position  of  the  United 
States,  together  with  its  political  philosophy, 
has  secured  for  the  medical  profession  here  a 
longer  guarantee  of  freedom  than  most  other 
regions  of  the  earth.  This,  too,  is  news- 
worthy, the  more  so  as,  one  after  the  other, 
the  nations  of  Europe  have  succumbed  to 
various  forms  of  state  socialism. 

At  this  writing  the  American  Medical 
Association  has  announced  an  assessment 
upon  each  member  of  $25  to  raise  a sum  of 
approximately  $3,500,000.  This  also  is 
newsworthy.  But  the  urgent  need  to  raise 
this  sum  is  even  more  newsworthy. 
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The  revolutionary  tide  of  1848,  having 
rolled  over  Europe,  is  now  lapping  at  the 
shores  of  this  continent.  This  should  be 
newsworthy  and  in  fact  is  so  recognized.1-2 
Called  by  various  names  and  tagged  with 
assorted  political  labels,  it  is  the  same 
national  socialism  that  has  engulfed  and 
captured  the  formerly  free  medical  profes- 
sion in  all  the  countries  of  Europe.  In  Eng- 
land, national  health  insurance  immediately 

1 Life  Magazine  (Nov.  22)  1948,  p.  85. 

2 J.A.M.A.,  138:  1098  (Dec.  11)  1948. 


preceded  the  nationalization  of  medicine  and 
the  Bank  of  England.  That  also  was  news- 
worthy but  remote. 

Now,  national  health  insurance  is  pro- 
posed for  this  country,  with  nationalization 
of  the  services  of  the  medical  profession  here 
soon  to  follow  through  the  medium  of  com- 
pulsory sickness  insurance.  The  people  of 
the  country  should  be  informed  of  what  goes 
on.  It  is  the  intention  of  the  A.M.A.  to  do 
this.  Your  contribution  or  assessment  is  to 
be  devoted  to  this  purpose. 


Current  Editorial  Comment 


Combined  Ventral  and  Lateral  Pyrami- 
dotomy  in  the  Treatment  of  Paralysis  Agi- 
tans.  It  has  been  suggested  by  Bucy  that 
tremor  is  transmitted  from  the  Betz  cells 
of  area  Ay  through  the  large  fibers  of  the 
pyramidal  tracts.  This  is  based  on  his 
own  experiences  with  excision  of  area  4 7, 
and  those  of  Putnam  in  section  of  the 
lateral  pyramidal  tract,  in  the  upper  cervi- 
cal region  of  the  spinal  cord,  in  cases  of 
paralysis  agitans.  However,  lateral  pyram- 
idotomy  does  not  interrupt  all  of  the 
fibers  arising  from  the  large  Betz  cells  of 
area  Ay,  as  the  ventral  and  ventrolateral 
pyramidal  tracts  remain  intact.  Because 
of  the  peculiarities  of  pyramidal  tract  de- 
cussation, complete  interruption  in  the 
upper  cervical  cord  of  all  pyramidal  tract 
impulses  to  one  side  would  entail  section 
of  the  ipsilateral  lateral  tract  and  the  con- 
tralateral ventral  and  ventrolateral  tracts. 

A technic  has  been  devised  by  Dr. 
Judah  Ebin  to  perform  this  through  a single 
cord  incision  which  crosses  the  midline,  a 
technic  which  was  presented  in  a paper  at 
a recent  meeting  of  the  New  York  Academy 
of  Medicine.  This  procedure,  a combined 
ventral  and  lateral  pyramidotomy,  has 
been  used  in  11  cases  of  paralysis  agitans 
presenting  unilateral  or  bilateral  tremor 
and/or  rigidity  with  almost  complete  dis- 
appearance of  tremor  and  rigidity  on  the 
operated  side.  Motor  power  returns,  on 
the  average,  to  approximately  35  to  40  per 
cent  of  normal.  In  one  case  with  bilateral 
symptoms,  the  procedure  was  done  bilater- 
ally with  an  excellent  result.  Reports  on 
further  applications  of  this  procedure  will 
be  awaited  with  interest. 


The  Course  Outline  Book.  Just  previous 
to  the  lamented  death  of  the  late  Dr.  Oliver 
Wendell  Holmes  Mitchell,  chairman  of  the 
Council  Committee  on  Public  Health  and 
Education  of  the  State  Society,  there  was 
issued  from  his  committee  a Course  Outline 
Book.  In  this  comprehensive  pamphlet  of 
almost  100  pages  there  is  presented  a pro- 
gram for  lectures  and  demonstrations,  in- 
cluding practically  all  branches  of  medicine 
and  surgery,  available  to  the  county  so- 
cieties of  the  State.  The  contributors  are 
outstanding  clinicians  and  teachers  who 
have  agreed  to  give  these  lectures  on  re- 
quest, and  this  represents  a noteworthy  ef- 
fort by  the  State  Society  to  bring  the  ad- 
vances in  medical  knowledge  to  every  com- 
munity of  physicians  who  may  desire  to 
participate.  The  booklet  is  a monument 
to  the  labor  of  Dr.  Mitchell  and  his  asso- 
ciates, for  which  the  Society  should  be  most 
grateful. 


A Legislative  Manual.  Under  the  above 
title,  an  important  communication  has 
been  addressed  to  the  chairmen  and  mem- 
bers of  the  legislative  committees  of  the 
constituent  county  societies.  The  impor- 
tance of  developing  and  maintaining  an 
active  interest  in  legislative  matters  should 
not  be  limited  to  these  special  committees. 
The  membership  at  large  should  keep  itself 
informed  about  proposed  legislation  which 
affects  its  interests.  The  work  of  the 
county  societies’  committees  will  be  stim- 
ulated by  an  evidence  of  such  interest. 
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The  Special  Roles  of  Fat  in  the  Diet 


Fats  have  two  and  a quarter  times  the 
caloric  value  of  carbohydrates  and  thus  pro- 
vide a condensed  source  of  energy  which  is 
particularly  needed  for  hard  work.  They 
also  add  palatability  and  a satiety  value  to 
the  diet,  factors  which  are  of  large  impor- 
tance in  food  acceptance,  as  wartime  and 
postwar  European  experience  has  demon- 
strated. In  addition,  there  are  certain  spe- 
cific compounds  in  the  fat  molecule  which 
have  essential  functions  in  nutrition. 

The  Essential  Fatty  Acids 

The  fatty  acids  which  have  come  to  be 
recognized  as  dietary  essentials  are  unsatu- 
rated acids  of  high  molecular  weight — linoleic 
and  arachidonic.  The  recognition  of  their 
essentiality  dates  from  1929  when  Burr  and 
Burr  demonstrated  that  rats  fed  a diet  al- 
most devoid  of  fat  developed  a scaly  condi- 
tion of  the  skin,  failed  to  grow  normally, 
and  eventually  died.1  Certain  derange- 
ments of  kidney  function  and  disturbances  of 
reproduction  were  also  noted  in  the  affected 
animals.  The  unsaturated  acids  were  estab- 
lished as  the  responsible  deficiencies  in  the 
fat-free  diet  on  the  basis  of  their  effectiveness 
in  preventing  or  curing  the  specific  troubles 
produced  in  their  absence.  It  became  recog- 
nized that  the  acids  in  question  were  dietary 
essentials  because  they  could  not  be  synthe- 
sized in  the  body,  in  contrast  to  oleic  and 
the  many  others  which  make  up  body  fats. 
It  also  became  evident,  however,  that  both 
acids  were  not  needed  together,  apparently 
because  one  can  be  synthesized  from  another. 
Either  linoleic  or  arachidonic  acid  alone 
cured  the  skin  symptoms  and  caused  re- 
sumption of  growth. 

In  extending  the  studies  to  other  species, 
puppies  reared  on  low-fat  diets  were  found 
to  develop  a scaly  skin  curable  by  the  in- 


gestion of  a fat  high  in  linoleic  acid.  At- 
tempts to  produce  this  condition  in  pigs, 
however,  have  resulted  in  failure.  Similarly, 
no  deficiency  symptoms  were  noted  by 
Brown  and  coworkers  in  one  human  sub- 
ject kept  on  a nearly  fat-free  diet  for  six 
months.2 

Of  special  interest  to  physicians  are  the 
studies  which  have  been  made  of  the  possible 
usefulness  of  fats  containing  the  essential 
fatty  acids  in  the  treatment  of  eczema. 
Hansen  noted  that  the  blood  serum  of  human 
subjects  suffering  from  eczema  was  lower 
than  normal  in  unsaturated  fat,  correspond- 
ing to  previous  observation  with  rats.3,4 
They  reported  improvement  when  eczema- 
tous infants  were  given  oils  containing  the 
essential  acids. 

Hansen’s  initial  report  stimulated  a num- 
ber of  others  to  try  oils  rich  in  unsaturated 
acids  for  the  treatment  of  eczema,  with 
varying  results.  Cornbleet  reported  favor- 
able effects  with  corn  oil  on  chronic  eczema 
which  previously  had  resisted  treatment.5 
Finnerud  and  associates  reported  clinical 
improvement  in  the  majority  of  18  hospi- 
talized patients,  none  being  considered 
cured,  however.6 

On  the  other  hand,  Epstein  and  Glick  re- 
ported no  benefit  from  the  use  of  linseed  oil, 
except  in  one  case  out  of  34.7  While  Gins- 
berg and  Bernstein  noted  improvement  in  a 
few  of  17  patients  from  feeding  codliver  oil 
or  corn  oil,  they  concluded  that  there  was  no 
reason  to  believe  any  specific  benefit  re- 
sulted from  feeding  oils  rich  in  the  highly  un- 
saturated acids.8  Taub  and  Lakon  from  a 
study  with  eight  patients  concluded  that  the 
use  of  linseed  oil  as  recommended  by  Hansen 
was  entirely  unjustified  and  not  without 
danger  in  patients  who  might  be  sensitive 
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to  rt.s  The  most  extensive  study,  however. 
Las  recently  teen  published  by  Hansen  and 
associates."-1  In  observations  on  1-tS  eczem- 
atous patients  of  various  ages,  addition  to 
the  -diet  of  iard  and  certain  vegetable  oils  rich 
in  the  unsaturated  fatty  acids  produced  a 
clinical  response  judged  to  be  "good  to  ex- 
cellent"' in  60  cases,  “fair  to  good''  in  51, 
and  "slight  or  nil""  in  37. 

From  a consideration  of  the  reports  as  a 
whole,  it  appears  that  the  ingestion  of  the 
essential  fatty  acids  may  have  a beneficial 
effect  on  eczema  in  the  case  of  certain  indi- 
viduals, when  used  along  with  good  local 
and  general  therapy,  including  the  elimina- 
tion from  the  diet  of  all  foods  to  which  the 
patient  is  known  to  be  sensitive.  As  Han- 
sen and  associates  stress  in  their  article,  the 
ingestion  of  fats  rich  in  the  specific  acids 
should  be  considered  adjunct  to  and  not  a 
substitute  for  other  measures. 1 

It  should  be  noted  that,  except  in  the  case 
of  rats,  the  reported  benefits  have  been  ob- 
tained with  fiats  rich  in  the  unsaturated 
acids  and  not  with  the  acids  per  se.  Thus, 
some  other  constituent  besides  the  acids  may 
possibly  be  concerned. 

The  normal  human  diet  should  not  be  de- 
ficient in  these  acids.  If  man  s need  is  pro- 
portional to  that  of  the  rat,  an  intake  of  1 
per  cent  of  the  total  calories  should  suffice. 
Considering  the  wide  distribution  of  these 
acids  in  animal  and  vegetable  fats  which 
make  up  our  daily  diets,  a deficiency  where 
absorption  is  normal  seems  highly  improb- 
able. Whether  any  beneficial  effect  on 
eczema  results  because  the  patient's  intake 
was  previously  deficient,  or  whether  failure 
of  normal  absorption  is  involved  is  un- 
known. 

Animal  vs.  Vegetable  Fats 

Much  research  has  centered  around  the 
question  as  to  whether  animal  fats  are  nu- 
tritionally superior  to  vegetable  fats,  as  a 
class.  This  research  has  been  stimulated 
Largely  by  the  butter-oleomargarine  con- 
troversy, and  many  papers  have  been  pub- 
lished accordingly.  This  question  was  very 


carefully  reviewed  by  a special  committee 
of  the  Food  and  Nutrition  Board  with  the 
following  conclusion:  “The  present  avail- 

able scientific  evidence  indicates  that  when 
fortified  (vitamin  A)  margarine  is  used  in 
place  of  butter  as  a source  of  fat  in  a mixed 
diet,  no  nutritional  differences  can  be  ob- 
served.”11 Since  the  above  report  was 
issued,  further  evidence  has  confirmed  the 
conclusion  reached.  It  now  seems  clear 
that  butter  and  fortified  oleomargarine  are 
nutritionally  equal  for  all  practical  purposes 
in  the  human  diet. 

A special  value  for  butter  because  of  its 
content  of  an  unusual  fatty  acid,  vaccenic 
acid,  was  suggested  by  a report  by  Boer 
et  al.,  in  1947.11  These'  workers  published 
evidence  that  summer  butter  has  a special 
effect  on  rat  growth  because  of  its  content 
of  this  acid.  Later  studies  by  others  have 
failed  to  confirm  these  findings.  It  is  also 
apparent  that  vaccenic  acid  occurs  in  other 
fats,  both  animal  and  vegetable. 

Butter  is  superior  to  other  fats  because  of 
its  vitamin  A value,  unless  this  vitamin  is 
added  to  the  other  fats.  This  superiority 
does  not  hold  for  any  other  animal  fat.  The 
essential  fatty  acids  are  to  be  found  in  both 
animal  and  vegetable  fats.  Lecithin,  which 
provides  the  choline  essential  for  fat  trans- 
port by  means  of  phosphorylation,  is  pres- 
ent in  both.  Thus,  all  the  evidence  indicates 
that,  as  a class,  the  two  sources  of  fat  are  nu- 
tritionally  alike. 
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Scientific  Articles 


VALUE  OF  SUPPLEMENTARY  PROTEIN  FEEDING  IN  AGED  AND 
CHRONICALLY  INFECTED  ORTHOPEDIC  PATIENTS 

A.  Della  Pietra,  M.D.,  New  York  City 
(From  the  Orthopedic  Service  of  St.  Luke’s  Hospital ) 


NO  ORTHOPEDIC  surgeon  will  find  it  dif- 
ficult to  recall  to  his  memory  a case  such  as 
the  following. 

A seventy-three-year-old  patient  with  injured 
hip  is  admitted.  Roentgenographic  examination 
reveals  a displaced  fracture  of  the  neck  of  the 
femur.  The  laboratory  reports  mild  anemia  with 
normal  urine  analysis  and  blood  chemistry'.  The 
fractured  hip  is  nailed  without  difficulty,  and  the 
patient  is  returned  to  the  ward  in  a satisfactory 
condition.  The  immediate  postoperative  course 
is  uneventful.  In  a few  days  the  nurse  reports 
beginning  sacral  skin  necrosis.  Shortly  there- 
after. the  patient’s  appetite  is  noted  to  be  poor. 
Fluid  intake  is  low,  and  the  patient  appears  ap- 
athetic. 

Within  two  weeks  the  patient  becomes  con- 
fused and  incontinence  of  urine  and  feces  is  pres- 
ent. There  is  a slight  elevation  of  temperature 
and  the  decubital  ulcer  becomes  larger.  Pressure 
sores  develop  at  the  elbows  and  elsewhere.  De- 
spite most  careful  nursing,  a steady  downhill 
course  results.  Wasting  becomes  evident,  daily 
rises  in  temperature  occur,  and  loss  of  bladder 
and  bowel  control  is  complete.  The  pulse  rate 
rises ; rales  are  heard  in  both  lung  fields.  Quietly, 
slowly,  undramatically.  the  temperature  rises  to 
104  F.  Respirations  are  increased,  and  the  pulse 
becomes  weak  and  thready.  Death  ensues  in  spite 
of  conservative  or  heroic  measures.  Autopsy  is 
obtained.  The  pathologist  reports  a body  ap- 
pearing older  than  the  stated  age  with  a healed 
operative  incision,  decubital  ulcers  at  weight-bear- 
ing areas,  generalized  arteriosclerosis  and  heart 
disease,  bilateral  bronchopneumonia,  and  malnu- 
trition. 

Fortunately,  this  sequence  of  events  can  be 
made  rare  by  constant  awareness  of  the  effects  of 
malnutrition,  avitaminosis,  and  the  altered  metab- 
olism  of  the  injured  patient.  Only  by  the  at- 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York.  New  York  City,  Section  on 
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tending  surgeon's  refusal  to  accept  the  inevitabil- 
ity of  such  indefinite  symptoms  can  the  sequence 
of  events  be  reversed.  Many  lines  of  investiga- 
tion have  been  stimulated  to  find  the  plausible 
explanation  of  this  clinical  picture.  In  this,  as  in 
so  many  other  problems  present  in  medicine  and 
surgery',  an  answer  may  be  found  by  careful 
analysis  of  a single  thought,  or,  indeed,  a single 
word. 

The  word  protein,  derived  from  the  Greek 
word  meaning  first  (or,  freely  translated,  “of  first 
importance”),  has  drawn  the  attention  of  many 
investigators.  Strangely'  enough,  not  many  in- 
vestigators of  orthopehic  problems  have  been 
concerned  with  it.  Research  workers  studying 
protein  have  been  directly'  interested  in  wound 
healing,  nitrogen  balance,  fluid  balance,  salt  bal- 
ance, nutrition,  blood  clotting,  and  its  many  as- 
sociated problems.  Protein  investigation  has 
been  extensive  as  related  to  local  edema,  gener- 
alized edema,  pulmonary  edema,  nephrotic  states, 
the  problems  of  immunity,  the  hepatorenal  syn- 
drome, sepsis,  the  hormones,  the  enzymes,  liver 
function,  and  the  protective  role  of  the  Liver  to 
toxins.  It  has  even  been  extended  to  the  syn- 
thesis of  prothrombin  and  the  poor  response  of 
patients  to  trauma,  operations,  and  anesthesia. 
The  basic  physiologic  relation  of  the  proteins  to 
all  these  problems  has  been  presented  by  many 
authors.  With  relation  to  the  direct  problems  or 
the  orthopedic  surgeon,  in  1919,  Clark,  working 
with  dogs,  showed  that  the  lag  phase  in  wound 
healing  was  markedly  shortened  with  high  protein 
diet.1  Howes  and  McKeown  in  1934  pointed  out 
the  relationship  of  high  protein  intake  to  bone 
healing  with  specific  favorable  influence  of  rate 
and  firmness  of  callus  formation  in  animals  on  a 
high  protein  diet.2  Cuthbertson  in  1936  pointed 
out  the  remarkable  loss  of  proteins  in  the  urine 
following  fractures.5-5  A decreased  formation  of 
callus  in  hypoproteinemic  dogs  was  reported  by 
Rhoads  and  Kasinskas  in  1942.*  More  recently', 
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Barr  and  his  coworkers  at  Cornell  observed  and 
reported  a marked  negative  protein  balance  pres- 
ent in  presumably  normal  patients  confined  to 
bed.  Best  and  Taylor  in  discussing  calcium  bal- 
ance state  that  protein  foods  tend  to  increase  the 
absorption  of  calcium  since  the  latter  forms  sol- 
uble complexes  with  certain  amino  acids.7  Al- 
bright has  postulated  that  the  adrenal  gland  pro- 
duces an  “N,”  or  protein  anabolic  hormone,  and 
an  “S,”  or  sugar  anti-anabolic  hormone,  and  that 
normally  these  are  balanced.8  After  injury,  there 
may  be  decreased  excretion  of  “N”  and  an  in- 
creased excretion  of  “S”  hormone,  producing  an 
increased  catabolism  of  protein.  More  recently, 
the  events  of  the  war  have  led  to  the  realization 
of  the  massive  loss  of  protein  associated  with  frac- 
tures of  the  femur,  so  much  so  that  many  authors 
refer  to  this  phenomenon  as  a “toxic”  loss  of  pro- 
tein. 

The  pressure  of  these  events  forced  us  to 
consideration  of  the  nutritional  state  of  patients 
on  the  orthopedic  service  at  St.  Luke’s  Hospital. 
The  essential  nutrition  of  an  aged  patient  with  a 
fractured  hip,  an  aseptic  necrosis  of  the  head  of 
the  femur,  a nonunion  of  a fractured  neck  of  the 
femur,  or  a fractured  femoral  shaft  is  far  beyond 
treatment  with  vitamins  or  the  so-called  “regu- 
lar diet.”  A patient  convalescing  from  a hip 
fusion  or  patients  with  chronic  osteomyelitis  with 
draining  sinuses  in  need  of  massive  saucerization, 
bone-grafting,  pedicle  skin-grafting,  etc.,  always 
demand  accurate  estimation  of  protein  status  and 
specific  reinforcement  of  dietary  proteins. 

A so-called  “regular  diet,”  so  blandly  and 
casually  ordered  in  routine  fashion,  when  closely 
scrutinized,  reveals  many  deficiencies,  not  only  in 
itself  but  also  in  the  way  it  is  received  by  the 
individual  patients.  A thirty-day  survey  of  32 
unselected  patients  revealed  that  half  the  patients 
ate  70  per  cent  of  their  diet,  a quarter  of  them  ate 
50  per  cent  of  this  diet,  and  the  remaining  quarter 
ate  only  15  to  30  per  cent.  The  average  patient 
was  receiving  50  per  cent  of  the  diet,  or  only  35 
Gm.  of  protein  daily.  Together  with  this  fact 
was  combined  the  observation  that  routine  initial 
total  protein  blood  levels  were  5.1  to  5.6  mg.  per 
cent.  These  facts  led  us  to  realize  that  highly 
technical  tests  were  unnecessary  to  establish  the 
presence  of  low  protein  intake  and  the  marked 
deficiency  of  the  so-called  “regular  diet.” 

Recognition  of  protein  deficiency  is  not  dis- 
cernible by  clinical  observation  alone.  A simple 
clinical  or  laboratory  test  to  determine  such  a 
deficiency  is  not  available.  Complete  nutrition 
study  at  the  present  time  includes  a nitrogen 
balance  study  (which  indicates  the  metabolism 
of  the  whole  protein),  an  amino  acid  balance  study 
(which  follows  the  fate  of  single  amino  acids),  plus 
blood  volume  determinations,  total  circulating 


protein  determinations,  and  determination  of  the 
available  fluid  space,  which  gives  some  indication 
of  the  amount  of  interstitial  fluid  in  the  body. 
More  recently,  Localio  et  al.  have  advocated  that 
the  estimation  of  the  protein  concentration  of  the 
patient’s  fascia  be  used  as  a means  of  ascertaining 
the  state  of  protein  nutrition  and  protein  level 
of  the  tissues.9  The  very  existence  of  thesevarious 
tests  points  out  the  complexities  of  the  problem 
of  accurately  determining  the  nutritional  state 
of  the  patient. 

The  above  scientific  investigation  is  obviously 
. impossible  on  a mass  of  clinical  material.  In  our 
patients  the  laboratory  investigation  was  limited 
to  total  protein  blood  level,  albumin-globulin 
ratios,  and  blood  hemoglobin  levels.  One  must 
note  that  a low  plasma  protein  and  a low  albumin- 
globulin  ratio  are  strong  indicators  of  protein  de- 
ficiencies. This  basic  laboratory  work  was  done 
on  our  patients  and  definite  observation  of  the 
average  patient’s  diet  and  actual  daily  protein 
intake  made.  It  was  realized  from  numerous  re- 
ports that  intravenous  supplementary  protein 
feeding  is  unsatisfactory.  Steps  were  taken, 
therefore,  to  increase  the  oral  protein  intake  of 
our  patients.  If  one  is  not  aware  of  the  extreme 
difficulty  in  accomplishing  this,  he  will  shortly 
realize  that  cooperation,  not  only  from  the  patient 
but  also  from  the  nurse  in  charge,  the  dietitians, 
the  house  officers,  and  the  attending  surgeons,  is 
absolutely  necessary.  At  first,  increased  protein 
feedings  were  provided  by  the  use  of  additional 
eggs,  eggnogs,  albumin  water,  and  increased  meat 
portions.  This  was  accepted  neither  quickly  nor 
without  difficulty  by  the  patients  as  a group. 
Some  patients  did  not  want  an  increased  num- 
ber of  eggs.  Others  did  not  take  to  eggnogs,  and 
still  others  complained  that  they  could  not  eat 
such  quantities  of  meat.  The  appearance  of 
actual  indigestion,  biliousness,  diarrhea,  and  ab- 
dominal cramps,  while  not  generally  present  at 
any  one  time,  were  noted  in  isolated  cases.  With 
constant  attention,  supervision,  variation  in  diet, 
and  emphasis  to  the  patient  of  the  importance 
of  an  adequate  diet,  much  was  and  can  be  ac- 
complished. Yet,  it  cannot  be  stated  too  ve- 
hemently that  the  clinical  impression  that 
patients  are  on  a high  protein  diet  and  getting  a 
massive  quantity  of  protein  is,  in  many  cases, 
erroneous.  Actual  eating  of  the  diet  must  be 
observed  by  the  nurse  or  dietitian.  The  food 
trays  must  be  checked  for  amount  of  food  con- 
sumed, and  records  must  be  kept  and  evaluated 
by  trained  dietitians.  In  all  our  cases,  such  rec- 
ords were  kept  on  the  daily  intake  in  grams  of 
carbohydrates,  proteins,  fats,  and  the  total  cal- 
ories actually  eaten  by  such  patient.  This  routine 
showed  very  strikingly  that  the  writing  of  an 
order  for  a high  protein  diet  and  the  serving  of  a 
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high  protein  diet  to  the  patient  did  not  mean  that 
the  patients  were  actually  providing  themselves 
with  100  to  150  Gm.  of  protein  daily. 

In  fact,  analysis  of  these  records  showed  that 
during  any  one  week  patients  would  vary  their 
intake  from  a low  of  35  Gm.  of  protein  daily  to 
a high  of  160  Gm.  The  caloric  intake  in  the  same 
patient  would  vary  from  a low  of  1,215  total 
calories  a day  to  a high  of  3,325  calories.  The 
most  striking  fact,  discovered  upon  close  observa- 
tion of  the  dietary  habits  of  these  patients,  was 
that  the  majority  of  them,  thought  to  be  on  a 
regular  diet,  were  actually  eating  only  35  to  50 
Gm.  of  protein  daily.  In  most  cases  the  compari- 
son of  the  resident’s  impression  of  the  food  intake 
of  the  patient  with  the  actual  amount  of  food 
consumed  was  completely  erroneous.  Moreover, 
this  study  revealed  that  those  caring  for  a group 
of  patients  would  be  cognizant  of  the  patient’s 
diagnosis,  roentgenographic  findings,  number  of 
days  in  bed,  temperature,  pulse  and  respiration, 
fluid  intake  and  output,  and  clinical  and  labora- 
tory facts  (commonly  accepted  as  important),  yet 
no  one  knew  exactly  the  amount  of  food  the  indi- 
vidual patients  were  consuming.  We  cannot 
emphasize  too  strongly  the  need  for  directing  at- 
tention to  the  actual  food  eaten  by  the  aged  and 
chronically  infected  orthopedic  patient.  Interest 
and  concern  must  be  directed  to  more  than  the 
mere  ordering  of  a regular  diet,  a high  protein 
diet,  or  whatever  the  so-called  routine  may  be. 
The  food  actually  eaten  must  be  known  so  that 
the  vicious  cycle  of  loss  of  strength,  lassitude, 
anorexia,  depletion  of  tissue  proteins,  loss  of 
weight,  and  all  its  consequent  hazards  will  not 
bring  the  patient  to  a low  level  of  asthenia. 

Following  a period  in  which  patients  were  main- 
tained on  high  protein  feedings  as  mentioned 
above,  other  steps  were  taken  to  assure  patients 
of  a high  protein  intake,  namely,  the  use  of  a 
supplementary  protein.  The  product  used  was 
Protinal.*  The  powdered  product  is  palatable 
and  capable  of  producing  the  same  clinical  and 
laboratory  response  as  was  noted  with  supple- 
mentary protein  foods. 

There  were  32  patients  studied  in  this  series. 
These  patients  were  closely  followed  as  to  daily 
carbohydrate,  protein,  and  fat  intake.  A mini- 
mum of  100  Gm.  of  protein  daily  (and  a maximum 
of  150  Gm.)  were  provided  by  diet  and  supple- 
mentary protein  feedings.  Six  to  eight  table- 
spoons of  Protinal  were  taken  daily  by  the  patients 
in  addition  to  their  regular  food  (70  Gm.  of  pro- 

*  Provided  for  this  study  by  the  National  Drug  Company. 
Protinal  is  a whole  protein-carbohydrate  preparation  possess- 
ing high  nutritive  value  and  containing  70  per  cent  of  an 
effective  intact  protein  with  all  of  the  essential  and  non- 
essential  amino  acids  and  an  adequate  carbohydrate  content. 
Each  30  Gm.  contain  18.4  Gm.  of  protein,  derived  from  milk, 
with  7.2  Gm.  of  carbohydrate. 


tein).  One  hundred  twenty  grams  of  protein  a 
day  were  therefore  provided.  Blood  protein 
levels  and  albumin-globulin  ratios  were  done 
weekly.  Blood  hemoglobin  levels  were  done  as 
indicated.  The  weights  of  the  patients  were 
checked  on  admission  and  at  time  of  discharge 
from  the  hospital. 

For  the  sake  of  analysis,  these  patients  will  be 
presented  in  two  groups.  Group  I included  the 
aged  patients  with  fractured  necks  of  the  femur, 
intertrochanteric  fractures,  and  nonunion  of  frac- 
ture of  the  neck  of  the  femur.  Group  II  were 
those  with  gross  infections  of  nonunited  tibiae 
and  femora. 

There  were  15  patients  in  Group  I.  The  aver- 
age age  on  admission  was  sixty-seven  years,  and 
their  average  blood  hemoglobin  was  84  per  cent. 
On  discharge  the  average  blood  hemoglobin  was 
93  per  cent.  Average  total  blood  protein  on 
admission  was  5.7,  and  on  discharge  it  was  6.8. 
These  15  patients  are  still  being  seen  in  follow- 
up clinic,  and,  while  it  is  too  early  to  comment 
on  the  results  of  the  various  orthopedic  prob- 
lems, their  postoperative  course  and  convalescent 
periods  were  strikingly  uneventful.  It  is  well  to 
mention  at  this  time  that  a consideration  of  the 
complete  response  of  the  patient  cannot  be  at- 
tributed to  the  benefits  of  adequate  diet  alone. 
These  people  had  the  benefit  of  excellent  anes- 
thesia, together  with  well  worked  out  surgical 
procedures,  antibiotics  when  indicated,  careful 
supervision  of  fluid  balance,  vitamin  therapy,  and 
transfusion  at  operation  when  indicated.  The 
point  is  made,,  however,  that  protein  therapy  was 
considered  a most  important  part  of  postopera- 
tive care.  Two  typical  cases  of  the  first  group 
are  reported. 

Case  Reports 

Case  1. — E.  L.,  a sixty-one-year-old  Russian 
woman,  was  admitted  following  a fall  at  home 
twenty-four  hours  prior  to  admission.  Roentgeno- 
grams revealed  an  intracapsular  fracture  of  the  right 
femur.  On  admission,  the  total  blood  protein  level 
was  5.1  mg.  per  100  cc.  and  the  hemoglobin  was  81 
per  cent.  She  also  had  severe  rheumatoid  arthritis 
which  had  been  treated  in  the  arthritic  clinic  for  a 
period  of  fourteen  months.  Within  twenty-four 
hours  an  internal  fixation  was  done,  and  she  was 
placed  on  supplementary  protein  feedings  which  were 
accepted  poorly  at  first.  With  continued  efforts  her 
protein  intake  level  was  raised.  In  three  weeks 
she  was  permitted  up  and  about  with  crutches  and 
brace.  She  complained  of  pain  in  the  affected  hip 
and  roentgenograms  revealed  that  the  three-flange 
nail  had  displaced  in  the  femoral  head  (Fig.  1).  A 
hexagonal  osteotomy  was  immediately  done,  and 
skeletal  traction  maintained  for  six  weeks.  The 
blood  protein  level  rose  from  5.1  to  6.1,  and  the 
hemoglobin  increased  from  78  per  cent  to  87  per 
cent.  The  patient  had  gained  nine  pounds  when  dis- 
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Fig.  1.  Roentgenograms  on  February  27,  1947, 
revealing  displaced  three-flange  nail  out  of  femoral 
head  (Case  1). 

charged  on  July  12,  1947.  Rapid  healing  of  the 
osteotomy  site  was  noted,  and  when  last  seen  in  fol- 
low-up clinic,  the  intracapsular  fracture  was  healed 
(Fig.  2).  During  all  this  time,  despite  her  age,  frac- 
ture, bed  confinement,  and  two  operations,  the 
general  condition  continued  to  improve. 

Case  2. — E.  P.,  a fifty-year-old  white  woman,  was 
admitted  February  16,  1947,  with  a pathologic  sub- 
trochanteric fracture  of  the  right  femur.  Two  years 
prior  to  admission,  the  patient  had  been  treated  on 
the  medical  service  for  chronic  alcoholism,  pernicious 
anemia,  and  tertiary  syphilis.  Ten  days  after  admis- 
sion, a Jewett  nailing  of  the  right  femur  was  done. 
She  was  in  traction  eight  weeks,  and  then  a brace 
was  used.  Three  and  one-half  months  after  the 
fracture,  while  moving  in  bed,  she  refractured  her 
femur  and  broke  the  nail.  A second  nailing  with 
bone  grafts  was  done,  and  she  was  kept  in  a brace 
in  bed  for  a full  five-month  period.  On  December 
12,  1947,  after  being  out  of  the  hospital  two  days, 
she  had  recurrence  of  pain  in  the  right  hip.  Roent- 
genograms revealed  a second  refracture  of  the  femur 
and  the  nail.  An  osteotomy  was  done  with  steel 
plate  and  additional  bone  grafts.  At  present  she 


is  still  hospitalized  and  in  traction.  This  patient’s 
protein  blood  level  was  5.8  on  admission  and  now 
ranges  between  7.2  and  7.4.  Hemoglobin  was  90  per 
cent  at  first  and  is  now  102  per  cent.  During  her 
initial  stay  of  approximately  ten  months  in  the 
hospital  she  gained  28  pounds.  This  patient  had  a 
fractured  hip,  two  refractures,  three  severe  hip 
operations,  a year  in  bed,  and  yet  her  general  basic 
condition  has  been  steadily  improved. 

The  second  group  of  patients  studied  repre- 
sents that  group  with  compound  fractures  of  the 
femur  or  tibia  complicated  by  osteomyelitis  of 
long  duration.  The  three  following  cases  are 
representative  of  this  group. 

Case  8.—M.  P.,  a forty-three-year-old  white 
woman,  was  admitted  to  St.  Luke’s  Hospital  on 
May  11,  1946,  with  a history  of  falling  under  a sub- 
way train  seven  months  prior  to  admission.  She  had 
sustained  multiple  injuries  and  a compound  fracture 
of  the  left  femur.  On  admission  she  had  a nonunion 
of  the  left  femur  with  draining  sinuses.  Four  opera- 
tive procedures  were  performed  as  follows : Immedi- 
ate removal  of  plate  and  screws;  six  months  later, 
decortication  and  sequestrectomy  of  the  shaft  of  the 
femur;  seven  months  postadmission,  iliac  strip  graft- 
ing of  the  still  draining  femur  through  fresh  incision, 
and  eighteen  months  postadmission,  incision  and 
drainage  of  an  abscess  of  thigh.  During  most  of  the 
hospital  stay  Staphylococcus  aureus  hemolyticus  was 
cultured  from  draining  sinuses  from  the  thigh  which 
eventually  healed.  On  admission  the  patient  had 
nonunion  infected  femur,  a hemoglobin  of  94  per 
cent,  total  protein  of  6.9,  and  weighed  121  pounds. 
On  discharge  she  had  a solid  healed  femur,  a hemo- 
globin of  96  per  cent,  total  protein  averaging  8.1,  and 
had  gained  28  pounds. 


Fig.  2.  Roentgenograms  on  January  13,  1948, 
almost  one  year  after  hexagonal  osteotomy,  showing 
healed  intracapsular  fracture  (Case  1). 
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Fig.  3.  Roentgenograms  on  February  14,  1947, 
of  an  old  compounded  infected  nonunion  left  tibia 
(Case  4). 


Case  4- — J.  H.,  a forty- five-year-old  white  man, 
was  admitted  to  St.  Luke’s  Hospital  on  February  13, 
1947,  giving  a history  of  a compound  fracture  of  the 
left  tibia  in  1931  (Fig.  3).  In  1933  there  had  been 
grafting  of  the  tibia.  In  1934  this  was  followed  by 
sequestrectomy.  Transplantation  of  the  fibula  to 
the  tibia  had  been  done  without  avail.  The  lower 
extremity  was  asymptomatic  (but  with  nonunion  of 
the  tibia)  until  1942  when  a draining  sinus  appeared 
and  was  untreated  for  five  years.  Following  admis- 
sion to  St.  Luke’s,  saucerization  of  the  tibia  was  done 
which  was  followed  by  a split  thickness  graft  one 
month  later.  Three  months  after  admission  there 
was  implantation  of  iliac  chip  grafts  and  plastic  skin 
closure.  Union  occurred  despite  incomplete  skin 
healing.  He  was  discharged  six  months  after  admis- 
sion with  minimal  drainage  from  the  tibia.  He  had 
gained  27  pounds  in  weight  while  on  the  service  and 
on  discharge  had  a hemoglobin  of  98  per  cent  and 
a total  blood  protein  of  7.4,  as  compared  to  an  admis- 
sion hemoglobin  of  80  per  cent  and  an  initial  blood 


protein  of  6.1.  Follow-up  roentgenogram,  taken  on 
February  11,  1948,  is  shown  in  Fig.  4. 

Case  5. — J.  L.,  a fifty-one-year-old  white  man,  was 
admitted  to  the  orthopedic  service  on  March  10, 
1947.  On  admission  this  patient  had  a compounded 
nonunion  of  the  left  femur  sustained  one  year  be- 
fore. There  was  minimal  drainage  from  the  thigh. 
Manipulation  was  done  for  severe  angulation,  and 
four  months  later,  through  a posterior  approach  iliac 
strip  bone  grafts  were  placed  about  the  site  of  non- 
union. One  month  later,  incision  and  drainage  of 
the  thigh  was  necessary.  Two  weeks  following  his 
bone-grafting,  drainage  occurred  at  the  operative 
site.  Staphylococcus  aureus  hemolyticus  was  cul- 
tured. He  was  maintained  on  penicillin  throughout, 
despite  marked  resistance  of  the  organism  cultured, 
to  prevent  secondary  infection  with  other  organisms. 
Tins  patient  went  on  to  complete  healing  with  the 
actual  take  of  the  iliac  grafts  at  the  infected  site  of 
the  femur.  On  admission  he  had  a hemoglobin  of  84 
per  cent,  a total  blood  protein  of  6.2  per  cent.  At 
time  of  discharge  on  April  28,  1948,  he  had  a hemo- 
globin of  96  per  cent,  a total  blood  protein  of  7.1  per 
cent,  and  had  gained  6 pounds  in  weight. 


Fig.  4.  Roentgenograms  on  February  11,  1948, 
showing  healing  with  union  and  absence  of  infection 
(Case  4). 
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The  three  patients  mentioned  above  are  repre- 
sentative of  a group  of  patients  which  are  notori- 
ous for  poor  wound  healing  and  poor  bone-graft- 
ing results.  The  maintenance  of  high  protein 
intake  is  not  the  sole  factor  in  the  care  of  these 
patients  but  is  considered  of  critical  importance 
to  their  healing.  All  three  of  these  patients  at 
the  present  time  are  healed,  with  no  evidence  of 
infection,  and  the  reconstructive  procedures 
were  completed  in  spite  of  the  presence  of  gross 
infection. 

We  have,  in  the  past,  seen  a group  of  patients 
with  generalized  decalcification  of  the  spine, 
multiple  compression  fractures  of  the  vertebral 
bodies,  and  lassitude  and  marked  asthenia,  which 
have  responded  poorly  to  treatment.  A small 
number  of  these  patients  have  been  placed  on  high 
protein  diets,  both  with  and  without  androgenic 
and  estrogenic  therapy.  It  is  too  early  as  yet  to 
state  any  definite  opinion,  but  our  impression  is 
that  the  general  well-being  and  symptoms  of  these 
patients  are  vastly  improved  by  a high  protein 
diet. 

Conclusions 

1.  Aged,  injured,  infected,  or  bedridden  ortho- 
pedic patients,  if  left  to  themselves,  tend  to  as- 
sume a negative  protein  balance,  even  if  offered 
an  adequate  diet. 

2.  Positive  protein  balance  can  be  provided 
by  ingestion  of  100  to  150  Gm.  of  food  protein  or 


by  the  less  expensive  and  more  positive  means  of 
“medication”  with  a supplementary  protein 
product  such  as  Protinal.  The  regular  hospital 
diet  (70  Gm.  of  protein)  is  too  low  for  adequate 
maintenance. 

3.  To  secure  results,  a record  of  definite  in- 
gestion of  protein  provided  must  be  maintained, 
and  difficulty  in  initiating  such  ingestion  is  often 
encountered. 

4.  Positive  protein  balance  is  reflected  by  rise 
in  blood  protein,  hemoglobin,  and  body  weight. 

5.  Positive  protein  balance  has  shown  benefit 
in  maintaining  integument  integrity,  promoting 
bone  healing  processes,  controlling  old  osteolytic 
infections,  and  reversing  debilitating  processes 
of  the  injured  aged. 

6.  Supplementary  protein  therapy  avoids 
detrimental  obesity  incident  to  fat  and  carbo- 
hydrate intake  accompanying  protein  in  high 
caloric  diets. 
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BLOOD  DERIVATIVES  IMPORTANT  FOR  MEDICINE,  RESEARCH 


Writing  in  the  November  20  issue  of  the  Journal  of 
the  American  Medical  Association,  Charles  A.  Jane- 
way, M.D.,  from  the  department  of  pediatrics, 
Harvard  Medical  School,  and  the  Children’s  Medical 
Center,  Boston,  reports  that  breaking  up  blood  into 
specific  components  also  effects  a great  economy  in 
using  blood  donations. 

Because  a function  of  the  blood  is  concentrated  in 
each  fraction,  donations  which  in  the  form  of  whole 
blood  could  be  used  to  treat  only  20  patients  can  be 
used  as  blood  derivatives  to  treat  over  200  patients, 
he  points  out. 


Another  important  consideration,  Dr.  Janeway 
says,  is  that  many  of  the  blood  components  undergo 
rapid  deterioration  in  whole  blood.  Separated  and 
concentrated,  each  may  be  packaged  in  a state  best 
adapted  to  the  preservation  of  its  functional  activity, 
ready  for  clinical  use  when  and  where  it  is  needed. 

During  the  Army-Navy-Red  Cross  blood  pro- 
gram of  World  War  II,  slightly  more  than  two  mil- 
lion blood  donations  were  subjected  to  fractionation, 
yielding  products  which  were  used  in  part  by  the 
armed  forces.  Surplus  products  were  returned  to  the 
American  people. 


IMPOTENTIA 

Jesse  G.  Keshin,  M.D.,  and  Bernard  D.  Pinck,  M.D.,  New  York  City 

(From  the  Sterility  and  Impotentia  Clinic,  Department  of  Urology,  New  York  Post-Graduate  Hospital  and 
Medical  School) 


FEW  problems  encountered  in  medical  practice 
are  as  refractory  to  solution,  as  widespread  in 
ramifications,  and  as  productive  of  anguish  and 
distress  to  the  patient  as  the  difficulty  of  impo- 
tentia in  the  male.  Impotence  may  be  inter- 
preted as  the  inability  to  perform  normal  sexual 
intercourse,  this  definition  encompassing  all 
manifestations  of  sexual  insufficiency  whether  it 
be  lack  of  desire,  desire  with  inability  to  have 
erection,  faulty  ejaculation  or  absence  of  ejacula- 
tion, premature  ejaculation,  ejaculation  without 
erection,  painful  erection  or  ejaculation,  or  actual 
physical  genital  defect  precluding  technical 
possibility  of  satisfactoiy  coitus.  Impotence 
may  be  either  on  a temporary  basis  or  a per- 
manent one;  it  may  be  partial  or  complete. 

The  desperation  provoked  by  this  problem  has 
led  men  to  subject  themselves  to  weird  and 
fantastic  ventures  and  to  therapies  the  rationale 
of  which,  in  the  light  of  present  knowiedge,  is 
actually  appalling.  The  paucity  of  acceptable 
scientific  work  in  this  field  has  stimulated  the 
present  study,  the  material  having  been  ac- 
cumulated in  a ten-year  survey  in  the  Sterility 
and  Impotentia  Clinic  of  the  Department  of 
Urology  of  the  Post-Graduate  Hospital. 

Physiologic  Background  of  Impotentia 

The  cerebral  center  of  sexual  desire  is  known  to 
exist  but  has  not  been  located  as  yet.  This  cen- 
ter transmits  impulses  received  from  any  or  all 
of  the  five  senses  or  imagination  by  way  of  the 
spinal  cord  to  a sexual  lumbar  center  for  erection 
which  may  be  designated  as  the  erection  center. 
Impulses  from  this  center  are  conveyed  by  way 
of  the  nervi  erigentes,  lumbar  and  sacral  para- 
sympathetic plexuses,  and  internal  pudendal 
nerves  to  the  blood  supply  of  the  corpora  caver- 
nosa and  corpus  spongiosum  of  the  penis.  This 
causes  a vasodilatation  and  a filling  of  the  erectile 
cavernosus  muscles  which  results  in  erection. 
As  excitation  and  stimulation  are  maintained, 
the  peristaltic  contraction  of  the  epididymis  and 
vas  deferens  cause  the  spermatic  elements  to  be 
brought'to  the  ampulla  of  the  vas  deferens  where 
it  is  held  until  ejaculation  takes  place.  Impulses 
return  to  the  center  for  ejaculation  which  is  lo- 
cated in  the  spinal  cord  near  the  center  for  erec- 
tion but  separated  from  it.  When  these  im- 
pulses reach  a certain  degree  of  intensity,  stimuli 


are  sent  out  to  the  involuntary  musculature  of  the 
urethra  and  the  voluntary  bulbo-urethral  mus- 
cles. As  a result  of  the  intermittent  contractions, 
the  seminal  fluid  is  ejaculated  from  the  urethral 
canal.  The  centers  for  erection  or  ejaculation 
can  be  stimulated  through  the  peripheral  nerve 
endings  or  through  the  spinal  cord. 

An  example  of  the  central  stimulation  in 
animals  has  been  performed  in  the  laboratory  by 
passing  an  electric  current  through  the  neck  of 
the  guinea  pig  which  produces  almost  immediate 
ejaculation.  It  is  known  that  in  men  who  are 
hanged,  a similar  reaction  may  occur  due  to  the 
irritation  of  the  nervous  mechanism  in  the  cervi- 
cal region.  The  entire  process  is  peculiar  to  each 
individual,  the  threshold  for  ejaculation  varying 
writh  the  intensity  and  number  of  stimuli  reaching 
it.  Thus,  in  some  males  a greater  over-all 
stimulation  is  required  to  effect  ejaculation  than 
in  others.  In  such  cases,  intercourse  is  naturally 
prolonged.  Conversely,  in  other  individuals, 
the  threshold  may  be  so  low  that  minimal  stimu- 
lation will  set  off  ejaculation,  even  occurring  prior 
to  full  erection.  Similarly,  the  threshold  for 
ejaculation  may  be  variable  in  the  same  person 
corresponding  to  environmental  and  psychic 
factors. 

The  endocrine  glands  affecting  sexual  charac- 
teristics, are  in  their  order  of  importance:  the 
testicle,  pituitary,  adrenals,  thyroid,  pancreas, 
and  thymus.  Dysfunction,  however,  of  any  of 
these  glands  may  influence  the  development  of 
impotence.  The  hormone  of  the  prostate,  if  it 
exists,  has  little  or  no  effect  on  the  development 
of  sexual  characteristics,  for,  wrhen  the  prostate 
is  removed,  no  sexual  changes  have  been  ob- 
served. According  to  E.  L.  Keyes,  Jr.,  if  erec- 
tions are  lost  before  prostatectomy,  they  are 
rarely  restored  and,  if  present,  are  retained  in  50 
per  cent  of  the  cases  studied.1  Hugh  Young 
states  that  frequently  sexual  powder  is  impaired 
for  a time  after  prostatectomy  but  is  usually 
restored.2  The  removal  of  an  infected  prostate, 
however,  oftentimes  results  in  increased  sexual 
powrer. 

The  relationship  of  various  vitamins  to  testic- 
ular function  is  not  clearly  understood.  How- 
ever, it  is  knowm  that  a deficiency  of  vitamin  E is 
responsible  for  a lack  of  development  of  seminif- 
erous elements  as  well  as  a lack  of  libido  in  lowTer 
animals.3 
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Etiology  of  Impotentia 

The  causes  of  impotence  may  be  classified  in 
three  main  categories:  organic  causes,  the  endo- 
crinologic  causes,  and  the  psychic  factors.  One 
or  all  factors  may  be  involved  in  any  case. 

The  organic  causes  may  be  said  to  include  those 
due  to  a physical  defect  such  as  extreme  hypo- 
spadias or  epispadias,  tumor  of  the  penis,  phi- 
mosis, growths  and  edema  of  the  penis,  chordee, 
or  fibrous  bands  in  the  corpus  cavernosum. 
Traumatic  causes  such  as  fracture  of  the  penis 
and  lacerations  of  muscles  of  the  perineum  oc- 
casionally are  responsible.  Significant  among 
organic  factors  are  systemic  infections  such  as 
syphilis,  diabetes,  mumps,  tuberculosis,  and 
fevers  of  long  standing  which  cause  generalized 
debilitation  as  well  as  weakness  of  the  sexual  or- 
gans. Anemias  and  blood  dyscrasias  have  the 
same  enfeebling  effect.  Focal  infections  such  as 
in  teeth,  tonsils,  and  sinuses  may  cause  inflamma- 
tory lesions  of  the  genital  organs.  Local  infec- 
tions such  as  gonorrhea,  tuberculosis,  and  non- 
specific infections  causing  prostatitis,  as  well  as 
verumontanitis,  polyps  of  the  posterior  urethra, 
posterior  urethritis,  and  epididymitis  anorchitis 
are  frequently  conducive  to  sexual  incapacity. 
Lesions  of  the  nervous  system,  both  peripheral 
and  central,  such  as  traumatic  lesions  of  the  cord, 
multiple  sclerosis,  syphilis,  and  lesions  resulting 
from  tumors,  have  similar  effect.  Drugs  depress- 
ing the  central  nervous  system,  such  as  morphine, 
nicotine  in  large  quantities,  bromides,  and  bar- 
biturates, tend  to  produce  impotence. 

Congestion  of  the  posterior  urethra,  whether  it 
be  due  to  abnormal  sexual  practices,  such  as 
coitus  interruptus,  or  infection,  produces  an  ir- 
ritation to  the  nerve  endings  in  this  area.  As  a 
result  the  patient  frequently  complains  of  pre- 
mature ejaculation.  This  condition,  if  un- 
treated, is  liable  to  progress  to  the  stage  where 
the  patient  has  ejaculation  before  erection  and 
finally  no  erection  or  ejaculation.  Several  fac- 
tors may  account  for  this  condition:  (1)  the  nerve 
endings  which  were  originally  overstimulated  are 
damaged  as  the  result  of  infection  and  lose  their 
ability  to  conduct  stimuli  properly  to  the  centers 
for  erection  and  ejaculation,  or  (2)  the  centers  of 
ejaculation  and  erection  may  become  damaged 
as  the  result  of  the  excessive  number  of  stimuli 
coming  to  them.  Eighty  per  cent  of  those  at- 
tending our  clinic  for  impotence  have  a history  of 
premature  ejaculation  at  one  time  or  another  in 
their  sexual  history.  This  not  infrequently  prog- 
resses to  the  stage  where  they  have  complete 
impotence  with  loss  of  erection  and  ejaculation. 

Alfred  C.  Kinsey  points  out  that  early  ejacula- 
tions may  be  entirely  physiologic.4  The  situa- 
tion, however,  assumes  pathologic  proportions 


when  ejaculation  takes  place  prior  to  erection  or 
when  the  individual  attributes  sexual  weakness 
to  the  prematurity.  If  the  ejaculation  occurs 
prior  to  the  mate’s  orgasm,  sexual  relations 
are  understandably  impaired.  Frequently,  the 
process  is  influenced  by  diverse  circumstances, 
environmental  and  psychic.  Individuals  who 
are  tense  tend  to  have  ejaculation  more  rapidly 
than  phlegmatic  individuals.  If  the  partner 
reaches  a climax  slowly  or  is  frigid,  the  mate  may 
have  an  ejaculation  which  is  premature  only  in  a 
relative  sense.  If  intercourse  were  indulged  in 
with  a female  partner  who  attains  an  orgasm 
quickly,  intercourse  would  be  perfectly  satis- 
factory for  both  partners. 

Shapiro  states  that  premature  ejaculation  is 
of  two  types:  “(1)  due  to  exhaustion  and  irritable 
weakness  often  associated  with  erectile  insuffi- 
ciency (sexual  hypotonus)  and  (2)  due  to  sexual 
hypertension  which  is  often  associated  with 
erection  on  slight  stimulation  (sexual  hyper- 
tonus).”5 This,  then,  would  correspond  to 
those  cases  of  premature  ejaculation  which  (1) 
have  a so-called  low  potential  of  their  center  for 
ejaculation  and  (2)  to  those  cases  which  have  an 
excessive  number  of  stimuli  coming  to  the  center 
for  ejaculation.  Many  cases  of  impotence  have 
an  organic  lesion  on  which  is  superimposed  a 
psychic  factor.  It  must  be  realized,  however, 
that  serious  pathology  may  be  present  in  the 
lower  genitourinary  tract  without  any  disturb- 
ance of  sexual  potency. 

There  are  comparatively  few  cases  that  are 
entirely  on  an  endocrine  basis.  The  predom- 
inant endocrinologic  manifestation  is  eunuchoi- 
dism, which  is  a defective  state  of  the  testicles  or 
testicular  secretions  with  impaired  sexual  power. 
Eunuch-like  symptoms  may  be  either  the  result 
of  an  hereditary  background,  exposure  to  x-rays, 
partial  or  complete  castration,  obstructive  tumors 
of  the  testicle,  or  concomitant  dysfunction  of  the 
other  influencing  and  sex-associated  endocrines. 

Method  of  Investigation 

The  evaluation  of  all  factors  pertaining  to  each 
individual  problem  must  be  approached  with 
careful  scrutiny  and  consideration  to  establish 
the  predominating  underlying  defect.  A sys- 
tematized and  comprehensive  routine  is  es- 
sential.6 Complete  medical  history  is  expanded 
to  include  detailed  information  about  the  specific 
difficulty.  Thus  it  must  be  determined  which  of 
the  many  features  of  impotence  are  involved — 
desire,  erection,  ejaculation,  prematurity  or 
excessive  prolongation,  and  the  element  of  pain. 
Interrogation  must  discover  the  duration,  pro- 
gression, and  temporal  character  of  the  im- 
potence. The  past  histoiy  is  investigated  in 
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order  to  disclose  any  possible  antecedent  episodes 
of  trauma  to  the  genitalia,  venereal  disease,  or 
childhood  illnesses,  such  as  mumps  and  scarlet 
fever,  which  are  sometimes  provocative  of 
orchitis  and  epididymitis.  An  extensive  sexual 
history  is  carefully  checked  and  investigated; 
this  must,  of  course,  include  detailed  information 
about  prepubertal  sexual  experiences,  advent  of 
puberty  (delayed  in  hypo-orchidism  and  eu- 
nuchoidism), and  premarital  relationships.  The 
current  marital  status  is  then  thoroughly  ex- 
plored with  specific  reference  to  frequency  of 
intercourse,  extramarital  associations,  and  any 
possible  emotional  or  physical  incompatibility 
with  the  mate.  It  is  not  uncommon  for  a patient 
to  have  normal  intercourse  extramaritally  and  yet 
be  impotent  with  his  own  wife.  Questions  con- 
cerning abnormal  sexual  practices  (coitus  inter- 
rupts, perversions,  etc.)  are  imperative.  The 
social  background  of  the  patient  is  determined  as 
well  as  his  occupation  and  economic  status  with  a 
view  to  uncovering  any  relationship  to  his  com- 
plaint. Drug  addiction  and  alcohol  indulgence 
are  important  considerations.  Although  alcohol 
will  cause  a retardation  of  spermatogenic  ele- 
ments, only  in  exceptionally  large  doses  over  a 
long  period  of  time  will  it  have  an  effect  on  po- 
tency. The  hereditary  history  is  investigated  in 
order  to  ascertain  any  possible  hereditary  dis- 
position to  sexual  weakness.  A routine  func- 
tional inquiry  is  made  to  bring  to  light  any 
abnormalities  in  any  of  the  systems  which  may 
have  a bearing  on  the  patient’s  complaint. 

Physical  examination  must  of  necessity  be 
thorough  and  complete.  Special  note  is  made  of 
the  distribution  of  fat  and  hair,  as  well  as  genital 
abnormalities.  Scrotal  contents,  perineum,  and 
prostate  are  accorded  special  care.  In  every  in- 
stance microscopic  examination  of  the  prostate- 
vesicular  secretion  is  performed.  Where  indi- 
cated, extensive  laboratory  data  are  procured 
to  indicate  infectious  disorder  or  metabolic  or 
endocrinologic  dysfunction.  Thus,  delayed  epi- 
physeal closure  is  revealed  by  x-rays  of  the  long 
bones  when  hypogonadism  is  associated  with 
anterior  pituitary  disturbance.  Seminal  secre- 
tions may  be  examined  as  a supplementary  test, 
since,  occasionally,  hypofunction  of  the  testicles 
is  associated  with  finding  inactive  and  decreased 
numbers  of  sperm.  Cystoscopy  is  frequently 
performed  to  discover  any  pathology  in  the  pos- 
terior urethra,  such  as  polyps,  cysts,  or  chronic 
inflammatory  changes.  In  rare  instances  seminal 
catheterization  and  vesiculography  are  considered 
important. 

Treatment 

The  treatment  of  impotence  depends  upon 


establishing  a proper  diagnosis  as  to  its  cause. 
Surgical  therapy  is  rarely  required  and  is  usually 
confined  to  those  cases  in  which  there  is  a con- 
genital abnormality.  The  following  defects  fall 
into  this  category:  (I)  extreme  epispadias  or 
hypospadias,  (2)  trauma  of  the  perineum  by 
accident  or  operation,  (3)  inflammatory  lesions 
of  the  perineum  due  to  excessive  scar  formation, 
(4)  certain  cases  of  advanced  age  with  loss  of 
tone  of  perineal  muscles,  (5)  conditions  pre- 
venting erection  such  as  concealed  penis,  where 
the  copulatory  organ  has  grown  into  the  scrotum, 
(6)  congenital  strictures,  (7)  gangrene  of  the  penis 
followed  by  impotence  where  the  slough  has  been 
replaced  by  scar  tissue,  and  (8)  injuries  to  erectile 
tissue  such  as  fractures  of  the  penis. 

Various  operative  procedures  have  been  used 
in  order  to  control  erection.  One  is  ligation  of 
the  deep  dorsal  vein  of  the  penis.  The  theory 
underlying  this  procedure  is  to  prevent  the  too 
rapid  egress  of  the  blood  from  the  penis  so  that  a 
more  rigid  erection  will  be  obtained.  Another 
surgical  procedure  is  that  of  Steinach  where  the 
vasa  deferentia  are  tied  off  in  order  to  increase 
the  number  of  interstitial  cells  with  a consequent 
increase  in  hormonal  secretion.  Results  with 
this  type  of  procedure  have  not  been  altogether 
satisfactory  according  to  the  majority  of  reports. 
Another  method  to  obtain  a more  satisfactory 
erection  is  that  introduced  by  Lowsley,  who 
plicates  the  bulbocavernosus  muscle  and  the 
ischiocavernosus  muscle  which  allows  greater 
compressibility  of  the  veins  leading  from  the 
penis  and,  therefore,  a better  erection  can  be 
obtained.7  The  group  of  cases  that  can  be 
treated  surgically,  however,  is  comparatively 
small.  Polyps  and  other  growths  of  the  posterior 
urethra  may  be  treated  surgically  by  cauteriza- 
tion through  the  cystoscope. 

In  discussing  therapy  for  impotence  due  to 
congestion  of  the  posterior  urethra,  prostate,  and 
seminal  vesicles,  in  which  there  is  a catarrhal 
inflammation  of  this  area,  the  treatment  con- 
sciously or  unconsciously  has  been  directed  to- 
ward relieving  irritation  of  the  peripheral  nerve 
endings  of  this  area  which  are  constantly  sending 
impulses  to  the  central  nervous  system.  Our 
theory  is  that  premature  ejaculations  and  final 
loss  of  sexual  desire  are  part  and  parcel  of  the 
same  process.  With  excess  stimulation  due  to 
the  catarrhal  inflammation  present,  one  would 
expect  a hypersensitivity  of  the  nerve  endings 
with  consequent  premature  ejaculation.  As  this 
stimulation  continues,  the  nerve  centers  in  the 
spinal  cord  either  become  fatigued  due  to  the 
continuous  stimulation  or,  because  of  the  con- 
stant inflammatory  condition  about  them,  be- 
come damaged,  with  the  result  that  impulses 
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are  not  carried  through  them.  Treatment  then 
is  logically  directed  toward  relieving  congestion 
and  irritation  in  the  posterior  urethra,  prostate, 
and  seminal  vesicles  in  order  to  put  the  nerve 
endings  in  a more  receptive  condition.  This  is 
accomplished  by  massage  of  the  prostate,  weak 
instillations  of  silver  nitrate  with  a Bangs’  in- 
stillator,  and  stimulation  of  the  nerve  endings  by 
cold  sounds,  physical  therapy,  such  as  faradic 
stimulation  of  the  posterior  urethra,  as  well  as 
rectal  diathermy.  Kovacs  believes  that  physio- 
therapy plays  a most  important  role  in  relieving 
congestion  of  the  posterior  urethra.8  He  claims 
that  treatment,  comprising  massage  of  the  pro- 
state, deep  instillations,  and  rectal  irrigations, 
means  long  treatment  with  varying  results.  He 
recommends  treatment  with  faradic  current  with 
the  rate  of  discharge  of  the  spark  gap  not  to  ex- 
ceed 30  per  minute.  This  increases  tone  and 
tends  to  relieve  the  congestion  of  the  posterior 
urethra.  Rectal  diathermy  is  also  recommended 
in  our  clinic.  Hot  and  cold  douches  and  showers, 
as  well  as  hip  baths,  act  as  stimulants  to  the  cen- 
tral nervous  system.  Further  study  of  the  phys- 
iology of  both  stimulation  of  the  nervous  centers 
and  of  nerve  endings  will  be  of  great  help  in  the 
understanding  of  the  problem  of  impotentia. 
The  success  of  our  treatment  depends  upon  the 
extent  of  injury  already  sustained  by  the  nervous 
system  and  its  recuperative  powers. 

Aphrodisiacs  such  as  yohimbine  and  canthara- 
din  have  not  been  found  of  much  value  in  stimu- 
lating those  cases  in  which  there  is  lack  of  desire, 
premature  ejaculation,  or  lack  of  normal  erection. 
In  general,  treatment  tonics  containing  arsenic 
and  strychnine  are  given  with  fairly  satisfactory 
stimulating  results.  In  those  cases  in  which 
there  is  hyperirritability  of  the  nervous  system, 
sedatives  are  employed.  Full,  well-balanced 
diets  are  constantly  recommended  with  adequate 
quantities  of  alpha-tocopherol. 

Endocrine  therapy  has  been  used  extensively, 
but,  as  has  been  pointed  out,  if  the  glands  are 
not  impaired  or  deficient,  they  will  not  respond 
to  such  stimulation.9  Testosterone  is  given  in 
doses  ranging  from  25  mg.  three  and  four  times  a 
week,  depending  upon  the  extent  of  the  endocrine 
pathology  or  deficiency.  An  excess  of  testoster- 
one causes  inhibition  of  the  pituitary  with  con- 
sequent failure  of  the  gonadotropic  hormones  to 
enter  into  the  blood  stream.  This  is  a checking 
mechanism  since  the  decline  of  pituitary  stimula- 
tion causes  a similar  decline  in  testicular  secre- 
tion. The  influence  of  testosterone  propionate 
on  the  testes  is  variously  interpreted.  The 
general  assumption  is,  however,  that  the  injec- 
tion of  the  testicular  hormone  is  the  substitution 
of  the  gland’s  own  secretion  which  brings  out  the 


secondary  sex  characteristics  and  generally 
stimulates  the  secondary  sex  apparatus.  Severe 
injury  to  the  seminiferous  tubules  may  result 
from  excess  administration  of  the  hormone,  as 
demonstrated  by  Zuckerman  in  his  work  on 
monkeys.10  Testosterone  propionate  is  of  little 
value  in  cases  that  have  no  endocrine  disturb- 
ance. 

In  problems  in  which  there  is  a relative  hypo- 
gonadism with  no  congestion  of  the  posterior 
urethra,  dramatic  results  with  testosterone  are 
frequently  obtained.  The  drug  must  be  con- 
tinued, however,  for,  with  cessation  of  its  use, 
the  patient’s  status  regresses.  In  the  more 
nervous  type  of  patient,  sedatives  are  used. 
Anesthetic  ointments  on  the  glans  penis  in  pre- 
mature ejaculation  have  been  recommended  by 
some  authors.  Further  investigation  regarding 
the  pathology  of  nerve  endings  and  their  response 
to  stimulation  may  open  new  vistas  as  to  the 
proper  treatment  of  obstinate  cases. 

Those  cases  which  are  purely  psychic  should  be 
handled  by  a physician  trained  in  psychiatry. 
However,  all  organic  disease  must  be  first  ruled 
out  before  the  patient  is  referred  to  a psychiatrist. 
Logically,  the  study  of  cases  of  impotence  falls 
to  the  care  of  the  urologist  because  of  his  training 
in  diseases  of  the  genitourinary  tract  and  his 
consequent  ability  to  rule  out  any  organic  lesions 
which  may  be  causing  impotence.  In  all  cases, 
reassurance,  sympathetic  management,  and  cor- 
rection of  misconceptions  are  essential.  Ther- 
apy must  be  of  an  all-inclusive  nature  which  re- 
quires a high  degree  of  interdepartmental  co- 
operation directed  to  the  correction  of  the  basic 
defects,  whether  organically  or  functionally 
determined. 

Summary 

The  problem  of  impotentia  in  the  male  has 
been  surveyed  as  a clinical  entity  with  special 
consideration  of  the  physiologic  and  pathologic 
factors  involved.  A method  of  approach  to  the 
problem  has  been  described,  and  therapeutic 
aspects  have  been  discussed. 
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Samuel  E.  Cohen,  M.D.,  Elmira,  New  York,  and  Victor  W.  Bergstrom,  M.D., 
Binghamton,  New  York 

( From  the  Arnot-Ogden  Memorial  Hospital,  Elmira,  and  the  Binghamton  City  Hospital,  Binghamton) 


GIANT  follicle  lymphadenopathy  is  to  be 
understood  as  a pattern  of  hyperplasia 
with  potentialities  for  multiple  differentiation, 
the  end  phase  being  unrecognizable  in  the^initial 
morphology.  This  disease  is  a composite  condi- 
tion of  a potentially  malignant  lymphoma.  In 
its  earliest  form  it  begins  as  a lymph  node  hyper- 
plasia in  which  undifferentiated  cells  that  pos- 
sess unrestrained  potency  for  differentiation  par- 
ticularly participate.  Giant  follicle  lymphad- 
enopathy is  characterized  by  its  ability  to  change 
its  morphologic  form  and  is  capable  of  direct 
transformation  into  one  of  several  structural 
modifications:  lymphatic  leukemia,  lympho- 

sarcoma, polymorphous  cell  sarcoma,  and  Hodg- 
kin's disease.  The  disease  need  not  change  its 
histologic  pattern  but  can  steadfastly  maintain 
its  original  pathodiagnostic  architecture  unal- 


lar  lymphoblastoma  to  indicate  that  the  prog- 
nosis is  uncertain  and  may  be  poor.  Regres- 
sions, exacerbations,  and  complete  remissions 
are  possible.  In  its  early  stages,  the  ailment  is 
still  reversible.  More  frequently,  the  disease 
progresses  slowly,  takes  the  course  of  a malignant 
neoplasm,  and,  according  to  some,  is  invariably 
fatal.2  The  totality  of  phases,  the  terminal 
manifestations,  and  the  prognoses  can  be  sche- 
matized as  follows  (Table  1). 

The  disease  has  multiple  unique  features.  It 
is  the  purpose  of  this  presentation  to  review 
briefly  some  of  the  patho-anatomic  forms  and 
indicate  the  clinical  course.  Secondly,  of  all  the 
malignant  lymphomas,  giant  follicle  lymphadenop- 
athy has  a relatively  better  prognosis  than  other 
forms  in  this  category.  The  disease  develops  and 
progresses  slowly;  it  is  particularly  radiosensi- 


TABLE  1. ScHEMATIZATtON  OF  THE  COURSE  OF  GlANT  FoLLICULE  LYMPHADENOPATHY 


Simple  inflammatory  hyperplasia 


Follicular  inflammatory  hyper- 
plasia 


of  lymph  node 


Giant  follicle  lymphaden-  Giant  follicle  lymphoblas- 
opathy  toma 

(Follicular  lymphoma)  Lymphosarcoma 

(Giant  follicular  hyperplasia)  Lymphatic  leukemia 
Hodgkin's  disease 
Polymorphous  cell  sarcoma 
Reticulum  cell  sarcoma 


Reversible  Reversible  Irreversible 

Recurrent 

Brill-Symmers  disease  probably  dates  to  Cohnheim  (1865)  who  introduced  the  term  “pseudoleukemia”  when  he  described  a 
case  which  seems  to  have  been  a follicular  lymphadenopathy.  Lennander  (1893)  and  Pfister  (1901)  recorded  similar  cases, 
Becker  (1901)  retained  “pseudoleukemia”  in  his  presentation  of  an  instance  of  hyperplastic  activity  in  lymph  nodes  accom- 
panied by  splenomegaly.  Detailed  reports  of  the  entity  were  then  given  by  Foix  and  Roemmle  (1902),  Kettle  (1920),  and  de- 
Long  (1921).  In  1925,  Brill,  Baehr,  and  Rosenthal  gave  impetus  to  the  recent  appreciation  of  the  disease  when  they  discussed 
fully  the  clinical  and  histologic  features.  These  authors  identified  giant  follicle  lymphadenopathy  as  a variety  of  lymphosar- 
coma from  which  it  required  differentiation.  They  interpreted  the  disease  as  an  intermediate  condition  between  lympho- 
sarcoma and  lymphatic  leukemia  or,  in  the  earlier  stages,  as  a transition  between  hyperplasia  and  lymphosarcoma.  Symmers 
in  1927  and  1938  postulated  an  inflammatory  or  toxic  origin  and  demonstrated  the  ability  of  giant  follicle  lymphadenopathy 
to  change  its  histologic  appearance  and  become  polymorphous  cell  sarcoma  or  Hodgkin’s  disease.  In  1946  reticulum  cell 
sarcoma  was  introduced  as  a terminal  outcome  of  this  disease,  and  it  was  demonstrated  that  the  follicular  pattern  could  be 
maintained  unaltered  into  death  (giant  follicular  lymphoblastoma). 


tered  until  death  (giant  follicle  lymphoblastoma). 
Recently,  the  concept  of  the  pluripotentiality  in- 
herent in  giant  follicle  lymphadenopathy  was 
expanded  to  include  the  transformation  into 
reticulum  cell  sarcoma  of  bone.1  The  patho- 
anatomic  forms  which  this  disease  can  assume 
are  now  seven  in  number.  Each  of  the  various 
terminal  manifestations  does  not  constitute  a 
separate  disease  but  represents  an  end  phase. 

Originally,  the  disease  was  called  giant  follicu- 
lar hyperplasia  but  the  name  changed  to  follicu- 
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tive  in  some  phases.  These  features  we  shall 
attempt  to  correlate  with  the  morphology. 

Case  Reports 

Apparent  Curability 

Case  1. — It.  O.,  a white  man  aged  fifty-six,  was  re- 
ferred in  1943  because  of  a mass  which  had  developed 
near  the  angle  of  the  jaw  on  the  left  side.  The  tumor 
appeared  to  be  part  of  the  parotid  gland  and  was 
demarcated  from  the  adjacent  structures  and  not 
tender.  Other  nodes  were  found  in  the  neck, 
axillae,  and  groins.  The  spleen  and  liver  were  not 
enlarged.  The  region  of  the  parotid  tumor  was  ex- 
plored and  biopsied.  A giant  follicle  lymphadenop- 
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athy  was  diagnosed,  and  the  patient  received  two 
courses  of  radiotherapy.  All  palpable  tumor  masses 
disappeared;  there  has  been  no  recurrence.  It  is 
five  years  now,  and  the  man  is  apparently  well. 

Case  2. — E.  S.,  a white,  thirty-one-year-old  house- 
wife, with  two  children,  was  first  seen  in  1942.  She 
complained  of  a “bunch”  in  the  throat  of  faur  weeks 
duration  which  was  growing  and  causing  a drawing 
sensation.  An  enlarged  lymph  node  was  found 
along  the  right  side  of  the  neck  and  was  completely 
excised.  There  was  no  other  lymphadenopathy  nor 
any  visceral  enlargement.  The  pathologic  diagnosis 
was  giant  follicle  lymphadenopathy  proceeding  into 
lymphosarcoma.  A course  of  nine  x-ray  treatments 
was  given  to  the  lateral  neck  region.  Six  years  have 
passed,  and  there  has  been  no  reappearance  of  the 
disease;  no  further  treatment  was  necessary.  The 
woman  has  in  the  meantime  developed  a multiple 
sclerosis. 

Protracted  Recurrent  Course 

Case  3. — E.  H.  (reported  with  Dr.  J.  H.  Hunt)  was 
a white,  unmarried  woman  of  twenty-two  when  first 
seen  in  November,  1940.  She  was  then  admitted  to 
the  hospital  for  the  removal  of  a tumor  of  the  navel. 
She  had  always  known  a mass  to  be  present  in  the 
umbilicus,  but  this  tumor  had  enlarged  to  the  size 
of  a plum  within  two  to  three  months.  The  tumor 
was  excised  and  found  to  be  a cyst,  1 cm.  in  diameter, 
filled  with  yellow  sebaceous  material.  Microscopi- 
cally, a stratified  squamous  epithelium  was  seen 
lining  a wall  composed  of  connective  tissue,  and  the 
diagnosis  of  an  epidermoid  cyst  was  made.  Re- 
covery was  rapid  and  final.  A urinalysis  during  that 
time  showed  numerous  pus  cells  and  occasional 
erythrocytes. 

The  patient  consulted  the  hospital  for  a second 
time  in  March,  1943,  as  a twenty-four-year-old, 
married,  childless  woman  with  a complaint  of  pain 
in  the  back  which  radiated  down  through  the  legs. 
She  was  unable  to  stand  erect  for  any  long  period  of 
time.  There  was  a sense  of  weight  and  fullness  in  the 
abdomen.  These  symptoms  were  of  three  weeks 
duration.  There  had  been  a weight  loss  of  15  pounds 
and  some  transitory  pruritus. 

Physical  examination  disclosed  a few,  slightly  en- 
larged, cervical  lymph  nodes  on  both  sides  of  the 
neck,  being  larger  on  the  right  side.  The  abdomen 
was  flat  and  soft;  the  liver  and  spleen  were  not  en- 
larged. An  uncinate  tumor  mass  was  palpable  to  the 
right  of  the  navel.  This  tumor  was  irregular  in  out- 
line, hard,  and  somewhat  nodular.  It  seemed  to 
arise  on  the  right  side,  in  the  midrectus  line,  descend 
U-shaped  around  and  below  the  umbilicus,  and  ex- 
tend to  the  left  chondral  margin  terminating  at  the 
left  paramedian  line.  Both  kidney  regions  were 
tender.  No  lymphadenopathy  was  found  in  the 
groins  nor  in  the  axillae.  The  examination  of  the 
rectum  and  the  gynecologic  survey  were  normal. 
Reflexes  and  extremities  were  normal;  lungs  and 
heart  were  also  normal. 

The  initial  impression  was  that  of  a horseshoe 
kidney  but  intravenous  pyelography  revealed  good 
filling  of  both  sides  with  no  particular  abnormality 


in  either  kidney.  The  gastrointestinal  series  (fluor- 
oscopy and  serial  plates)  disclosed  no  evidence  of  any 
organic  lesion  within  the  bowel.  The  x-ray  examina- 
tion suggested  a retroperitoneal  mass  which  was  im- 
pinging on  the  pyloric  portion  of  the  bowel  and  on 
the  hilar  regions  of  the  kidneys. 

Laboratory  data  included  a normal  urinalysis, 
adequate  red  cell  count  (4,300,000;  14.3  Gm.),  de- 
creased white  cell  count  (4,000)  with  a slight  in- 
crease of  the  lymphocytes  (polymorphonuclears  58, 
lymphocytes  38,  monocytes  4),  normal  sedimenta- 
tion rate,  normal  blood  chemistry,  and  a normal 
glucose  tolerance  curve. 

A laparotomy  was  performed  on  the  second  day  of 
hospitalization.  A moderate  amount  of  serous  exu- 
date was  present  between  the  coils  of  the  intestines; 
no  adhesions  were  seen.  Inspection  and  palpation 
of  each  of  the  abdominal  viscera  disclosed  no  ab- 
normal findings.  A thin-walled  right  ovarian  cyst, 
4 cm.  in  diameter,  found  in  the  pelvis  ruptured  on  mild 
manipulation.  In  the  retroperitoneum,  at  the  level 
of  the  transverse  colon,  the  tumor  mass  was  located 
in  the  region  of  the  pancreas  from  the  posterior  as- 
pect of  which  the  tumor  appeared  to  arise.  The 
mass  extended  craniad  into  the  lesser  omental  space, 
and  caudad  it  could  be  palpated  almost  to  the 
lumbosacral  prominence.  In  its  breadth  the  tumor 
occupied  practically  the  entire  width  of  the  retro- 
peritoneal space.  It  appeared  to  be  a diffuse,  homo- 
geneous tumefaction  interspersed  with  multiple  dis- 
crete nodules.  The  parenchyma  was  moderately 
soft  in  texture  and  gray-yellow  in  color.  The  gross 
appearance  and  the  topography  of  the  tumor  sug- 
gested multiple  adenomata  of  the  pancreas.  One  of 
the  nodules,  about  the  size  of  an  olive,  was  removed 
for  study.  This  specimen  was  encapsulated  and  con- 
tained a richly  vascularized  pedicle.  The  abdomen 
was  closed  with  the  postoperative  diagnosis  of  a re- 
troperitoneal mesoblastic  tumor. 

The  specimen  received  by  the  pathologist  meas- 
ured 2.5  cm.  in  diameter.  It  was  judged  to  be  firm 
in  consistency  and  gray-yellow  in  color.  Cut  sur- 
faces were  devoid  of  any  defining  structural  mark- 
ings. The  microscopic  sections  showed  that  the 
tissue  was  a lymph  node.  The  follicles  were  increased 
numerically  and  dimensionally;  the  germinal  centers 
were  enlarged.  The  sinuses  were  indistinct  due  to 
overgrowth  of  lymphocytes.  The  capsule  was  intact 
and  not  involved  by  any  infiltration.  The  patho- 
logic diagnosis  was  giant  follicle  lymphadenopathy. 

X-ray  therapy  (2,220  r)  was  given  to  the  abdomen 
and  lumbar  regions  from  April  16  to  23,  1943,  in  16 
daily  doses  ranging  from  120  to  160  r (200  kilovolt- 
age  peak;  half  value  layer,  0.5  mm.  Cu  and  1.0  mm. 
Al;  25  milliamperes,  50  Cm.).  Already  on  April  17, 
noticeable  diminution  of  the  abdominal  mass  was 
recorded.  The  woman  was  feeling  stronger,  and  her 
disposition  was  cheerful;  the  tired  feeling  in  the  legs 
had  disappeared.  From  August  16  to  23,  1,000  r 
were  given  to  the  neck  in  five  equal  consecutive 
treatments  because  in  the  interim  the  cervical 
lymph  nodes  had  enlarged  bilaterally.  On  August 
23,  no  cervical  nodes  could  be  found;  on  the  right 
side  one  small  residual  node  was  still  noticeable.  The 
patient  had  gained  10  pounds  and  was  well  gen- 
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erally;  the  menstruation  was  regular,  the  abdomen 
soft,  and  no  masses  were  palpable. 

The  woman  was  seen  at  intervals  thereafter.  All 
of  her  tumors  had  faded  away;  she  felt  strong  and 
ambitious.  The  patient  became  pregnant  and  was 
delivered  on  August  21,  1945,  of  a female  child, 
weighing  7 pounds  13V2  ounces,  which  has  developed 
normally  and  is  in  good  health. 

In  February,  1946,  she  consulted  Dr.  L.  F.  Craver 
because  of  malaise,  reappearance  of  lymph  nodes 
in  the  neck,  and  loss  of  weight.  She  was  judged  as 
having  responded  well  to  previous  irradiation  and 
was  given  700  r in  two  doses  to  the  left  side  of  the 
neck.  In  April,  x-ray  films  of  the  pelvis  were  taken 
because  of  pain  in  the  sacroiliac  region;  these  were 
negative  for  bone  changes.  In  May,  she  received 
350  r to  combat  a right  inguinal  node  and  the  same 
dose  to  the  anterior  of  the  left  upper  mediastinum 
for  what  appeared  to  be  a small  signal  node.  When 
examined  in  July,  1946,  the  nodes  in  the  neck  and 
groin  had  disappeared,  and  there  appeared  to  be  good 
control  of  the  disease.  Dr.  Craver  considered  the 
case  to  be  a generalized  follicular  lymphosarcoma, 
fairly  radiosensitive.  “The  prognosis  may  be  fairly 
good  for  a few  years  more  or  less  with  good  control  of 
the  disease,  but  one  can  only  expect  the  usual  out- 
come.”3 

By  October,  1946,  nodes  had  reappeared  in  the 
groins,  in  the  axillae,  along  the  neck  bilaterally,  and 
pre-auricular  on  the  right  side.  An  intense  course 
of  radiation  in  32  divided  doses  was  given  during  the 
fall  and  winter.  In  February,  1947,  a check-up 
showed  that  the  lymph  nodes  had  again  receded  and 
were  no  longer  palpable.  The  general  condition  of 
the  patient  was  found  to  be  good;  she  had  become 
amenorrheic.  When  she  was  seen  in  1948,  several 
small  nodes  were  found,  and  there  was  a secondary 
anemia. 

Change  to  Hodgkin’s  Disease 

The  authors  have  had  no  personal  cases  illustrat- 
ing this  metamorphosis.  We  would  like  to  inform 
you  of  a unique  case  which  has  been  mentioned 
twice  in  medical  reports.4,6  It  is  an  excellent  ex- 
ample of  the  conversion  of  giant  follicle  lymphaden- 
opathy  into  Hodgkin’s  disease.  The  sequence  was 
briefly  as  follows : 

Case  4- — A white  woman  who  was  born  in  1885 
had  a tumor  removed  from  her  right  groin  in  1926. 
In  May,  1934,  an  egg-sized  mass  was  removed  from 
the  left  groin.  No  pathologic  diagnosis  was  made  at 
either  occasion.  In  October,  1937,  a spindle-shaped 
tumor  was  excised  from  the  left  epitrochlear  region. 
This  was  diagnosed  as  giant  follicular  hyperplasia, 
and  the  case  was  classified  as  a probable  Brill- 
Symmer’s  disease.  In  February,  1940,  a lymph  node 
was  removed  from  the  right  groin  and  reported  as 
Boeck’s  sarcoid  or  tuberculosis. 

The  patient  returned  again  in  1941  for  complaints 
which  necessitated  a partial  gastrectomy.  Boeck’s 
sarcoid  was  again  diagnosed.  A simultaneous  liver 
biopsy  revealed  miliary  sarcoid. 

In  June  of  1945,  she  was  readmitted  for  a radical 
dissection  of  the  right  groin.  The  pathologic  report 
this  time  was  Hodgkin’s  disease.  All  of  the  previous 


tissues  were  re-examined,  and  the  original  diagnoses 
were  verified.  This  case  is,  indeed,  complex.  At- 
tention is  directed  to  the  initial  giant  follicular  hyper- 
plasia and  the  present  Hodgkin’s  disease  for  which 
the  patient  is  now  being  treated. 

This  possibility  of  change  into  Hodgkin’s  disease 
has  been  adequately  substantiated  by  Jackson  and 
Parker.6  In  their  series  of  39  cases  that  showed  giant 
follicle  lymphoma,  seven  later  developed  Hodgkin’s 
granuloma  and  two  developed  Hodgkin’s  sarcoma. 

Change  to  Lymphosarcoma 

This  is  apparently  the  most  frequent  transforma- 
tion. Soon  after  Brill  el  al.  published  their  observa- 
tions, several  reports  appeared,  emphasizing  the  out- 
come of  giant  follicular  hyperplasia  into  lympho- 
sarcoma (Baehr,  Baehr  and  Klemperer,  Sugarbacker 
and  Craver,  and  Stout).7-11  This  evolution  occurred 
so  often  that  the  disease  assumed  the  name  of  giant 
follicular  lymphosarcoma.  This  designation  indi- 
cates a single  finality  of  form  and  prognosis.  Ac- 
tually, giant  follicular  hyperplasia  is  an  intermediate 
transitional  phase  capable  of  development  into  one 
of  three  directions:  (1)  regression  and  cure,  (2)  per- 
sistence as  giant  follicle  hyperplasia  with  intermit- 
tant  recurrence,  or  (3)  transformation  into  one  of  six 
other  histologic  forms.  There  are  then  at  least  eight 
possibilities,  of  which  giant  follicular  lymphosarcoma 
is  only  one.  Brill-Symmers  disease  as  an  eponym  is 
applicable  to  the  totality  of  phases  and  forms  al- 
ready enumerated.  While  the  disease  is  still  in  the 
intermediate  stage  of  its  development,  giant  follicle 
lymphadenopathy  is  the  recommended  nomencla- 
ture. 

Change  to  Reticulum  Cell  Sarcoma 

Case  5. — D.  M.,  a white  woman,  when  twenty-four 
years  of  age  in  1936  developed  a tumor  mass  in  a 
breast  and  homolateral  axillary  lymphadenopathy. 
A biopsy  of  a node  disclosed  numerical  and  dimen- 
sional overgrowth  of  lymph  follicles  without  com- 
pression or  obliteration  of  the  intervening  lymph 
sinuses.  The  node  was  classified  as  giant  follicle 
lymphadenopathy.  Following  the  biopsy,  the  breast 
lesion  and  the  lymphadenopathy  disappeared  spon- 
taneously. 

The  patient  required  medical  advice  again  four 
years  later  (in  1940)  for  “pains  in  the  joints  and 
bones”  which  she  had  suffered  intermittently  during 
six  years  preceding  the  biopsy.  In  1942  and  1943 
she  was  again  treated  for  complaints  referable  to  the 
osseoarticular  system. 

After  five  months  of  hospitalization,  in  1943,  a rib 
biopsy  was  performed,  and  her  condition  was  recog- 
nized as  a disseminated  reticulum  cell  sarcoma  of 
bone.  The  woman  died  three  months  after  the 
diagnosis  was  made  and  seven  years  after  the  biopsy 
disclosed  giant  follicle  lymphadenopathy.  She  had 
suffered  pains  in  the  bones  and  joints  for  twelve 
years. 

It  might  be  said  that  the  successive  appearance  of 
the  two  diseases  in  this  individual  was  merely  coin- 
cidental. The  authors  prefer,  however,  to  interpret 
the  two  entities  as  interrelated.  The  follicular 
lymphoma  in  this  individual  served  as  a herald  node 
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for  the  subsequent  reticulum  cell  sarcoma  of  the 
bone.  The  giant  follicle  lymphadenopathy  was  a 
signal  node  indicating  a derangement  which  then 
became  manifest  in  the  osseous  system.  It  is  not  to 
be  interpreted  that  the  affliction  changed  its  ana- 
tomic site  (lymph  node  to  bone);  rather,  the  dis- 
ease remained  in  the  same  histologic  substrate 
(lymphoreticular  tissue).  In  the  case  presented,  the 
association  of  the  nodal  follicular  hyperplasia  and 
the  reticulum  cell  sarcoma  was  that  of  related  con- 
ditions. 

Change  into  Giant  Follicular  lymphoblastoma 

Case  6. — M.  H.  was  a white  woman,  admitted  in 
August,  1942,  at  the  age  of  sixty-three,  because  of 
edema  around  the  ankles  and  in  both  legs.  This  was 
of  three  to  four  weeks  standing  and  was  the  second 
such  occurrence,  the  first  having  taken  place  a month 
previously  and  having  receded  spontaneously.  An 
x-ray  examination  at  that  time  had  disclosed  “a 
large  heart  and  enlarged  kidneys.”  Dyspnea  was 
present;  there  had  always  been  some  shortness  of 
breath  since  a heart  attack  four  years  previous. 
It  was  never  so  uncomfortable  as  at  the  time  of  this 
admission  to  the  hospital.  In  1938,  the  patient  had 
suffered  an  episode  of  severe  precordial  pain  with 
radiation  to  the  left  shoulder  and  arm,  but  this  re- 
quired no  medical  care.  There  had  been  no  other 
ailments. 

Physical  examination  disclosed  edema  of  both 
lower  limbs  and  in  the  abdominal  wall  and  an  en- 
larged spleen  extending  five  finger-breadths  below 
the  costal  margin.  Lymph  nodes  were  palpable  in 
the  posterior  cervical  chain,  in  the  supraclavicular 
and  axillary  fossae,  and  in  both  inguinal  regions. 
The  blood  pressure  was  180/90.  The  admission  im- 
pression was  Hodgkin’s  disease  or  lymphatic  leu- 
kemia. A lymph  node  was  removed  from  the  neck 
for  diagnosis.  Microscopically,  the  typical  archi- 
tecture of  giant  follicular  hyperplasia  was  noted. 

Deep  roentgen  therapy  was  commenced,  and  after 
one  month  the  patient  was  discharged  to  the  clinic 
for  continuation  of  irradiation.  The  patient  did  not 
fare  well  and  returned  in  March,  in  May,  and  in  July 
of  1943.  Bilateral  pleural  effusion  and  abdominal 
ascites  had  set  in,  requiring  frequent  tapping  in  those 
months.  The  lymph  nodes  and  the  spleen  continued 
to  enlarge;  generalized  anasarca  appeared.  She 
died  on  July  9,  1943,  at  the  age  of  sixty-four  after 
eleven  months  of  illness. 

The  autopsy  disclosed  a disseminated,  malig- 
nant lymphoma  with  the  histologic  pattern  of 
the  giant  follicle  type  intact.  Splenomegaly  with 
the  same  microscopic  architecture  was  also 
present.  All  lymph  nodes  were  involved,  the 
enlargements  being  preponderant  in  the  mesenteric 
and  retroperitoneal  regions.  Lymph  follicles  had 
appeared  in  the  liver,  cancellous  bone,  lungs,  and 
in  areas  generally  deficient  in  lymphadenoid  tissue. 
In  the  kidneys  the  lesion  was  of  a diffuse,  infiltra- 
tive character,  as  was  also  the  case  in  the  heart, 
adrenal  gland,  uterus,  and  ovary.  The  thyroid, 
bowel,  and  pancreas  were  not  involved.  In  this 
case  the  pathodiagnostic  follicular  pattern  had  re- 
mained unchanged  from  beginning  to  end. 


Prognosis  and  Radiosensitivity 

Gall  and  Mallory  in  their  cytologic  classifica- 
tion of  malignant  lymphomas  reviewed  618  cases 
and  were  able  to  include  42  instances  of  follicular 
lymphoma.12  These  authors  encountered  five- 
year  survivals  which  ranged  from  3 per  cent  of 
the  patients  with  lymphoblastic  lymphoma  to 
53  per  cent  of  those  with  follicular  lymphoma. 
Four  types  (stem  cell,  clasmatocytic  and  lympho- 
blastic lymphomas,  Hodgkin’s  sarcoma)  offered 
a relatively  poor  prognosis  with  survival  medians 
of  six-tenths  to  one  and  one-tenth  years.  The 
remaining  three  types  (lymphocytic,  Hodgkin’s 
and  follicular  lymphomas)  tended  to  run  com- 
paratively slower  courses  with  medians  of  two 
and  four-tenths,  three  and  two-tenths,  and  five 
years,  respectively.  Hellwig  studied  202  cases 
of  malignant  lymphoma  for  their  cellular  con- 
stitution.13 His  five-year  survival  rates  were 
almost  identical,  from  less  than  5 per  cent  in 
lymphoblastoma  to  about  50  per  cent  in  follicu- 
lar lymphoma. 

Gall,  Morrison,  and  Scott  surveyed  63  cases  of 
giant  follicle  lymphadenopathy  which  were  hos- 
pitalized during  the  period  from  1917  to  1939.14 
They  demonstrated  five-year  survivals  in  47  per 
cent  of  the  cases  and  ten-year  survivals  in  1 1 per 
cent.  For  comparison  the  authors  studied  50 
instances  of  malignant  lymphoma  exclusive  of 
the  follicular  variety.  In  this  control  group 
19  per  cent  survived  five  years  and  4 per  cent  ten 
years.  The  mortality  for  follicular  lymphoma 
of  less  than  two  years  duration  was  20  per  cent; 
in  the  comparative  group  56  per  cent  lived  less 
than  two  years.  Incidentally,  those  who  suc- 
cumbed to  follicular  lymphoma  had  lived  five  and 
two-tenths  years  on  the  average;  of  those  alive 
at  the  time  of  their  study  the  average  duration  of 
the  disease  was  six  and  eight-tenths  years. 

Recently,  Stout,  after  reinvestigation  of  his 
material,  could  confirm  the  conclusion  that  the 
giant  follicular  tumors  maintain  a statistic 
advantage  in  comparison  to  reticulum  cell  and 
lymphocytic  cell  tumors  of  lymph  nodes:  36.8, 
15.4,  and  20  per  cent,  respectively,  survived  five 
years,  while  15.8,  9,  and  7.5  per  cent,  respec- 
tively, survived  ten  years.11 

The  multicentricity  of  the  foci  and  the  initial 
site  of  the  disease  are  additional  determinant 
factors  in  the  prognosis  of  the  disease.  Indi- 
viduals with  solitary  lymph  node  involvement  do 
better  than  when  a group  or  groups  of  nodes  are 
involved.  As  the  disease  progressively  overtakes 
various  regions  and  establishes  multiple  foci,  the 
prognosis  becomes  graver.  Multicentricity  of 
foci  can  overbalance  a persistence  of  the  struc- 
tural pattern  so  that  the  disease  can  terminate 
fatally  even  though  the  pathodiagnostic  follicular 
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pattern  has  been  steadfastly  maintained.  A 
striking  feature  which  Stout  demonstrated  was 
the  great  difference  in  the  ten-year  cure  rate  be- 
tween those  cases  which  start  in  lymph  nodes 
and  spleen  and  those  which  are  primary  else- 
where: “For  the  lymph  nodes  only  7.2  per  cent 
were  symptom-free  at  ten  years  while  25.7  per 
cent  with  tumors  primary  elsewhere  were  well 
over  ten  years  after  treatment.”11 

Radiotherapeutists  are  impressed  with  the  con- 
spicuous radiosensitivity  of  giant  follicle  lym- 
phadenopathy.  Small  to  moderate  dosage  suffices 
to  yield  a therapeutic  result.  Failures  to  re- 
spond favorably  are  rare.15  Rubenfeld  in  his 
follow-up  of  patients  treated  for  giant  follicle 
lymphadenopathy  and  for  polymorphous  cell 
sarcoma  found  66  and  60  per  cent,  respectively, 
were  well  five  or  more  years  after  start  of  radio- 
therapy.16,17 Previously,  five-year  survival  rates 
were  quoted  at  47  to  50  per  cent.  Rubenfeld 
emphasized  the  difference  in  the  response  be- 
tween giant  follicle  lymphadenopathy  and  the 
polymorphous  cell  sarcoma  derivative.  His 
follicular  lymphomata  receded  quickly  and  re- 
quired moderate  radiation,  while  the  sarcomat- 
ous variety  regressed  only  after  intense  treat- 
ment and  showed  a lag  period  before  response. 
These  dual  features,  the  general  radiosensitivity 
of  the  disease  and  the  differences  in  the  response 
of  allied  terminal  forms,  have  a common  patho- 
anatomic  background. 

Brill-Symmers  disease  is  a composite  entity 
consisting  of  various  phases  and  multiple  morpho- 
logic manifestations.  The  disease  has  all  the  po- 
tentialities of  a malignant  condition,  but  the 
degree  of  malignancy,  both  pathologic  and 
clinically,  varies  in  the  different  subdivisions. 
Of  all  the  malignant  lymphomas,  giant  follicle 
lymphadenopathy  has  a better  prognosis  than 
other  forms  in  the  group.  This  disease  develops 
and  progresses  slowly;  its  response  to  irradiation 
is  gratifying.  This  comparatively  favorable 
course  of  giant  follicle  lymphadenopathy  is  de- 
termined by  its  morphology.  The  prognosis  of 
Brill-Symmers  disease  is  an  attribute  of  its  struc- 
ture. In  its  earliest  form  the  disease  begins  as 
a lymph  node  hyperplasia  histologically  resem- 
bling the  inflammatory-toxic  type.  Fundamen- 
tally, the  disease  is  characterized  by  a morpho- 
logic pattern  that  is  a differentiated  form  of  struc- 
tural arrangement.  It  is  this  degree  of  dif- 
ferentiation that  determines  the  development 
and  the  radiosensitivity  outcome.  In  its  early 
phases  the  disease  is  reversible  or  curable. 
When  it  has  become  transformed  into  a dedif- 
ferentiated structural  modification,  the  course  is 
irreversible,  and  the  outcome  is  fatal.  The 
development  and  prognoses  of  giant  follicle 
lymphadenopathy  are  conditioned  by  its  morpho- 


logic differentiation.  The  prognosis  deterio- 
rates as  the  pattern  of  differentiation  originally 
inherent  in  the  disease  disintegrates. 

Radiosensitivity  does  not  always  indicate  cur- 
ability. While  the  disease  responds  in  the  be- 
ginning, it  progressively  becomes  radioresistant. 
Of  those  patients  surviving  five  years,  about  one 
half  to  two  thirds  will  not  reach  the  ten-year 
mark,  and  the  impression  exists  that  even  ten 
years  is  not  a sufficient  length  of  time  to  be  sure 
that  a malignant  lymphoma  may  not  reappear. 
Although  usually  highly  responsive  to  radiother- 
apy, most  frequently  the  disease  progresses  slowly, 
taking  the  full  course  of  a malignant  neoplasm, 
and,  in  the  experience  of  many,  is  invariably  fatal 
under  the  methods  of  treatment  now  routinely 
available.  Life  can  be  maintained,  however,  and 
in  ever-increasing  survival  rates. 

Summary 

1.  Giant  follicle  lymphadenopathy  is  a com- 
posite condition  of  a potentially  malignant  and 
fatal  disease.  The  multiplicity  of  phases  and 
forms  are  enumerated. 

2.  Cases  are  cited  to  illustrate  some  of  these 
forms  and  to  indicate  the  variation  in  the  clinical 
course. 

3.  Of  the  malignant  lymphomas,  giant  fol- 
licle lymphadenopathy  has  a relatively  favorable 
prognosis..  It  is  also  strikingly  radiosensitive. 

4.  These  features  are  attributes  of  its  particu- 
lar morphology:  differentiated  forms  of  struc- 
tural arrangement. 

5.  The  prognosis  and  the  therapeutic  response 
deteriorate  as  the  pattern  of  differentiation  orig- 
inally inherent  in  the  disease  disintegrates. 

Discussion 

Joseph  C.  Ehrlich,  M.D.  New  York  City'.— The 
practical  aspects  of  follicular  lymphoblastoma,  as 
concerned  with  problems  of  therapy  and  prognosis, 
have  been  well  worked  out  by  studies  in  the  past 
twenty  years.  It  appears  that,  as  time  goes  on, 
fewer  and  fewer  cases  remain  of  which  it  may  be 
said  that  complete  regression  without  recurrence 
took  place.  It  is  known  that  the  disease  may  re- 
main comparatively  quiescent  under  therapy  for  as 
long  as  twenty  years  and  still  threaten  to  go  into 
an  invasive  and  malignant  phase.  While  one  can- 
not dogmatically  assert  that  every  instance  of  fol- 
licular lymphoblastoma  must,  of  necessity,  even- 
tually terminate  in  a variety  of  malignant  lym- 
phoma, the  consensus  of  experience  makes  this  a 
safe  prediction  once  the  diagnosis  is  established. 

There  is  much  less  uniformity  of  opinion  about  the 
precise  terminology,  classification,  and  interrelation- 
ship with  other  varieties  of  lymphoma.  The  view- 
points expressed  by  Drs.  Cohen  and  Bergstrom,  re- 
garding the  manifold  developmental  potentialities 
of  follicular  lymphoblastoma,  have  many  support- 
ers. In  addition  to  those  referred  to  by  the  au- 
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thors,  I might  mention  a survey  of  the  material  at 
the  Army  Institute  of  Pathology  recently  completed 
by  Dr.  Philip  Custer,  who  has  kindly  provided  me 
with  some  statistics  of  a rather  large  series.  Of 
1, 190  malignant  lymphomas  received  at  the  Institute 
between  Pearl  Harbor  and  VJ  Day,  110  were  classi- 
fied as  follicular  lymphoblastoma,  an  incidence  of  a 
little  over  10  per  cent.  In  all  cases  where  follow-up 
data  are  available,  the  disease  has  either  persisted 
or  undergone  transformation  to  lymphosarcoma  of 
the  round  cell  or  reticulum  cell  varieties.  A few 
instances  of  transformation  to  lymphoid  leukemia 
and  Hodgkin’s  granuloma  were  also  recorded. 
These  changes  took  place  after  some  unpredictable 
interval  of  persistence  as  lymphoblastoma,  and  the 
conclusion  was  reached  that  total  regression  in  this 
disease  does  not  occur  but  that  it  may  be  expected 
either  to  persist  as  follicular  lymphoblastoma  or  to 
undergo  transformation,  predominantly  to  lympho- 
sarcoma. The  experience  at  Lebanon  Hospital 
and  Mt.  Sinai  Hospital  has  been  that  all  transfor- 
mations take  place  in  the  direction  of  lymphosar- 
comatosis,  and  follicular  lymphoblastoma  is  looked 
upon  as  a special  category  of  lymphoma  belonging 
to  the  group  of  lymphosarcoma.  Two  cases  de- 
veloped a lymphoid  leukemic  blood  picture. 

The  discrepancy  of  experience  may  be  the  result 
of  different  viewpoints  regarding  the  significance 
of  the  finding  of  follicular  architecture  in  lympho- 
mas. It  is  a fact  that  early  lesions  of  Hodgkin’s 
granuloma,  Hodgkin’s  sarcoma,  malignant  reticu- 
losis, and  certain  leukemias  may,  at  times,  pre- 
sent a conspicuous  follicular  arrangement.  These 
cannot  always  be  differentiated  from-  follicular 
lymphoblastoma  in  which  one  expects  to  find  not 
only  a pronounced  increase  in  the  number  and  size 
of  follicles  but  also  rather  characteristic  small, 
compact,  hyperchromatic,  round  and  polygonal  cells 
of  the  lymphoblastic  series  constituting  the  bulk  of 
the  cytologic  elements  in  the  swollen  follicles.  In  a 
recent  experience,  a patient  with  lymphadenopathy 


was  subjected  to  a biopsy  of  a lymph  node.  This 
gland  condition  was  interpreted  as  follicular  lympho- 
blastoma. Some  months  later,  a second  node  was 
excised  and  reported  as  Hodgkin’s  granuloma.  It  is 
tempting  to  cite  this  as  an  instance  of  transforma- 
tion. However,  another  pathologist  who  examined 
the  first  lymph  node  interpreted  it  as  Hodgkin’s 
disease. 

It  appears  doubtful  whether  especially  fine  histo- 
pathologic criteria  can  settle  this  controversy.  Per- 
haps further  developments  in  biologic  technics  like 
the  leuko-agglutination  of  Steinberg  and  Martin, 
who  reported  that  rabbit  antisera  to  lymphosarcoma 
cells  do  not  agglutinate  cells  of  lymphatic  leukemia, 
or  other  methods  such  as  tissue  culture  and  anterior 
chamber  transplants  may  prove  useful  in  promoting 
a more  objective  classification  of  the  varieties  of 
lymphoma. 

References 

1.  Cohen,  S.  E.,  and  Bergstrom,  V.  W.:  Am.  J.  Clin. 
Path.  16:22  (Jan.)  1946. 

2.  Meyer,  O.O. : J.A.M. A.  130:  1047  (Apr.  13)  1946. 

3.  Craver,  L.  F. : Personal  communications — Sept.  23, 

1946,  and  Jan.  31,  1947. 

4.  Gore,  I.:  Surgery  16:  865  (Dec.)  1944. 

5.  Oppenheim,  A.,  and  Pollack,  R.  S.:  Am.  J.  Roent- 
genol. 57:  28  (Jan.)  1947. 

6.  Jackson,  H.,  and  Parker,  F.:  Hodgkin’s  Disease 

and  Allied  Disorders,  New  York,  Oxford  University  Press, 

1947. 

7.  Brill,  N.  E.,  Baehr,  G.,  and  Rosenthal,  N.:  J.A.M. A. 
84:  668  (Feb.  28)  1925. 

8.  Baehr,  G.:  Tr.  A.  Am.  Phys.  47:  330  (1932). 

9.  Baehr,  G.,  and  Klemperer,  P.:  New  York  State 
J.  Med.  40:  7 (Jan.  1)  1940. 

10.  Sugarbaker,  E.  D.,  and  Craver,  L.  F.:  J.A.M. A.  17. 
115  (1940). 

11.  Stout,  A.  P.:  New  York  State  J.  Med.  47:  158 
(Jan.  15)  1947. 

12.  Gall,  E.  A.,  and  Mallory,  T.  B.:  Am.  J.  Path.  18:  381 
(May)  1942. 

13.  Hellwig,  C.  A.:  Am.  J.  Clin.  Path.  16:  564  (Sept.) 
1946. 

14.  Gall,  E.  A.,  Morrison,  H.  R.,  and  Scott,  A.  T.:  Ann. 
Int.  Med.  14:  2073  (May)  1941. 

15.  Heintzelmann,  F.:  Acta  med.  Scandinav.  74:  359 
(1946). 

16.  Rubenfeld,  S. : Am.  J.  Roentgenol.  44:  875  (Dec.) 
1940. 

17.  Ibid:  J.A.M.A.,  137:  849  (July  3)  1948. 


INTERNATIONAL  HEALTH  PROGRAMS 

The  World  Health  Organization,  now  firmly 
established  as  a member  agency  of  the  United 
Nations,  held  its  .first  World  Health  Assembly  in 
Geneva  in  June  and  July,  1948.  As  a major  part 
of  the  constructive  work  of  the  Assembly,  pro- 
visional agenda  for  various  international  programs 
were  drawn  up  and  approved. 

The  Committee  on  Programme  placed  malaria 


control  first  on  the  fist  of  recommended  activities 
in  view  of  the  high  prevalence  of  the  disease,  then 
maternal  and  child  health,  tuberculosis  and  venereal 
diseases.  For  further  activities  it  was  recommended 
that  particular  attention  should  be  given  to  alcohol- 
ism, drug  addiction  and  habit-forming  drugs, 
hygiene  of  seafarers,  influenza,  nursing,  nutrition, 
rural  hygiene,  and  schistosomiasis. 


DEXEDRINE  AND  WEIGHT  REDUCTION 

E.  Philip  Gelvin,  M.D.,  and  Thomas  H.  McGavack,  M.D.,  New  York  City 
(From  the  Endocrine  Service,  New  York  Medical  College,  Welfare  Island  Dispensary  Unit ) 


A LOSS  of  weight  associated  with  a decrease  of 
voluntary  food  intake  has  been  noticed 
since  the  earliest  experiments  on  the  pharma- 
cology of  amphetamine  sulfate.  Ulrich,  who  used 
amphetamine  sulfate  for  the  treatment  of  narco- 
lepsy, andDavidoff  andReifenstein,  who  employed 
it  for  the  treatment  of  depressed  states,  observed 
a loss  of  weight  in  most  of  their  patients.1-2 
Since  then,  many  reports  have  appeared,  most  of 
them  enthusiastic,  describing  the  value  of  this  drug 
as  an  adjunct  to  weight  reducing  regimes.3-10 

In  most  of  these  studies,  the  drug  was  ad- 
ministered in  conjunction  with  a low  calorie  diet, 
Pilner  going  so  far  as  to  insist  that  it  was  of  little 
use  unless  coupled  with  a dietary  regime. 3-4-6-8-10 
Albrecht,  however,  was  able  to  accomplish  satis- 
factory weight  reduction  by  use  of  amphetamine 
sulfate  alone,  the  loss  of  weight  being  ascribed  to  a 
diminution  of  appetite  with  consequent  lessening 
of  caloric  intake.5  Rosenthal  and  Solomon  found 
that  patients  lost  weight  seven  times  as  fast  when 
diet  was  combined  with  amphetamine  sulfate  as 
they  did  when  diet  alone  was  used.8 

More  recently,  the  dextrorotatory  form  of 
amphetamine  sulfate  has  become  available  and  is 
said  to  be  more  effective  and  less  toxic  than  the 
racemic  type.9  Collon  concluded  that  the  latter 
contains  more  of  the  cerebral  stimulating  factor, 
while  the  former  exhibits  more  appetite  depress- 
ing qualities.  However,  this  fine  distinction  has 
not  been  definitely  established.  Harris  and  Ivey 
have  found  d-amphetamine  sulfate  approximately 
twice  as  potent  as  r-amphetamine  sulfate.11 

The  mechanism  of  appetite  depression  by  am- 
phetamine sulfate  is  still  obscure.  It  has  been  f ound 
that  these  drugs  cause  an  increase  in  the  emptying 
time  of  the  stomach  by  decreasing  the  tonus  of 
the  stomach  and  by  increasing  that  of  the 
pylorus.12’13  However,  the  dry  weight  of  the  stool 
is  not  diminished,  so  there  is  apparently  no  de- 
crease in  absorption  or  assimilation.7  Anorexia 
and  weight  loss  were  unchanged  after  surgical 
ablation  of  the  sensory  nerves  (vagi  and  thoraco- 
lumbar visceral  afferents)  of  the  gastrointestinal 
tract,  a fact  which  suggests  that  the  drug  produces 
its  effects  through  some  central  nervous  system 
action.11  This  concept  was  tentatively  con- 
firmed when  amphetamine  sulfate  failed  to  reduce 
the  voluntary  food  intake  of  patients  on  whom  a 
surgical  frontal  lobotomy  had  been  performed.11 

Materials  and  Methods 

Subjects. — Thirty  obese  men  and  women 


regularly  attending  the  Welfare  Island  Dis- 
pensary were  selected  for  this  study.  The  period 
of  observation  varied  from  four  to  forty  weeks, 
with  an  average  of  nineteen  and  six-tenths  weeks. 
Their  ages  ranged  from  fourteen  to  sixty-eight 
years.  Three  were  men,  and  27  were  women. 
Twelve  were  white,  and  18  were  Negroes. 

Since  all  of  the  patients  had  been  attending 
some  other  branch  of  the  clinic  before  they  were 
referred  to  us,  their  weights  had  been  recorded  for 
considerable  periods  of  time.  No  patient  was 
accepted  for  this  study  if  it  was  felt  that  a spon- 
taneous loss  of  weight  was  occurring. 

Many  were  suffering  from  other  conditions  be- 
sides the  obesity.  There  was  hypertension 
(systolic  above  145,  and/or  diastolic  above  90)  in 
14,  diabetes  mellitus  in  one,  asthma  in  two,  an  in- 
active duodenal  ulcer  in  one,  and  chronic 
nephritis  in  one. 

Procedure. — On  admission  to  the  clinic,  a com- 
plete history  and  physical  examination  were  per- 
formed on  each  patient.  This  examination  al- 
ways included  the  recording  of  height,  weight, 
upper  and  lower  measurements,  span,  circum- 
ferences at  the  neck,  chest,  waist,  hips,  and 
thighs,  pulse  rate,  and  blood  pressure. 

Among  the  routinely  performed  laboratory  de- 
terminations were  a complete  blood  count, 
urinalysis,  six-hour  glucose  tolerance  test,  blood 
cholesterol  and  esters,  total  serum  proteins,  basal 
metabolism,  electrocardiogram,  and  x-ray  of  the 
skull  for  bony  changes. 

Each  patient  was  then  given  amphetamine  sul- 
fate by  mouth  in  its  dextrorotatory  form  (Dexe- 
drine).*  Every  subject  was  given  5 mg.,  twenty 
to  thirty  minutes  before  each  meal  (15  mg.  daily) 
as  an  initial  dose.  This  was  rapidly  increased,  if 
tolerated,  to  10  mg.  before  breakfast  and  lunch, 
and  5 mg.  before  dinner  (25  mg.  daily),  then  to  10 
mg.  before  each  meal  (30  mg.  daily).  This  latter 
dosage  was  not  exceeded.  At  each  visit  the 
patient  was  questioned  about  nervousness,  in- 
somnia, palpitation,  or  dizziness.  The  blood 
pressure  and  pulse  were  checked  frequently. 
Patients  were  first  seen  weekly,  then  biweekly 
and,  finally,  after  being  stabilized  at  the  maxi- 
mum dosages  of  Dexedrine,  every  three  or  four 
weeks.  Patients  were  permitted  to  eat  as  they 
pleased,  and  fluids  were  not  limited. 


* Generous  supplies  of  Dexedrine  were  made  available  for 
this  study  through  the  courtesy  of  Mr.  Swain  of  Smith,  Kline 
and  French  Laboratories,  Philadelphia, 
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TABLE  1. — Amount  and  Rate  of  Weight  Lobs  in  30  Obese  Individuals 


! Weight  (lbs.) 

Period  of  Average  Rate  of 


Patient 

Observation 

Weeks 

Initial 

Final 

Total  Lost 

Average  Loss 
per  Week 

Loss  Maintained, 
Weeks 

C.  Ro. 

6 

264 

258 

6 

1.0 

6 

J.  Co. 

11 

221 

212 

9 

0.8 

6 

V.  M. 

16 

1941/2 

198i/2 

Gain 

Q.  F. 

8 

207 

201 

6 

6!75 

’4 

A.  P. 

18 

157 

146 

11 

0.6 

5 

B.  L. 

40 

208 

180 

28 

0.7 

13 

M.  C. 

40 

189 

168 

21 

0.5 

12 

L.  A. 

40 

264 

252 

12 

0.3 

4 

A.  T. 

24 

163 

150 

13 

0.5 

10 

I.  D. 

32 

260 

228 

32 

1.0 

32 

C.  R. 

40 

208 

191 

17 

0.4 

3 

E.  G. 

6 

175 

169 

6 

1.0 

3 

L.  T. 

7 

189 

175 

14 

2.0 

7 

I.  S. 

7 

197 

183 

14 

2.0 

7 

L.  F. 

10 

228 

193 

25 

2.5 

10 

L.  C. 

8 

230 

226 

14 

1.7 

8 

M.  M. 

8 

185 

174 

11 

1.4 

8 

H.  T. 

' 9- 

219 

204 

15 

1.7 

9 

S.  P. 

5 

187 

178 

9 

1.8 

5 

L.  S. 

4 

222 

218 

4 

1.0 

4 

F.  C. 

25 

177 

168 

9 

0.35 

0 

J.  R. 

24 

204 

2111/2 

Gain 

F.  R. 

40 

170 

162 

8 

6.2 

4 

E.  M. 

30 

196 

178 

18 

0.6 

8 

W.  J. 

22 

218 

217 

1 

J.  C. 

25 

233 

218 

15 

616 

8 

E.  F. 

28 

155 

138 

17 

0.6 

11 

J.  M. 

42 

196 

181 

15 

0.3 

2 

H.  J. 

8 

267 

253 

14 

1.7 

8 

C.  G. 

5 

236 

230 

6 

1.2 

5 

Results 

Twenty-seven  of  the  30  subjects  lost  weight  on 
the  regime  described  above  (Table  1).  However, 
the  total  loss  and  rate  of  loss  varied  considerably. 
Our  standard  for  a satisfactory  decrease  in  weight 
was  set  at  a minimum  of  1 pound  a week.  From 
Table  1,  it  can  be  seen  that  only  13  subjects  lost 
this  minimum  average  amount  throughout  the 
entire  period  of  observation,  of  whom  ten  were 
under  observation  for  a period  of  eight  weeks  or 
less.  The  suggestion  that  a satisfactory  loss  of 
weight  during  Dexedrine  medication  occurred 
only  during  the  early  phase  of  treatment  led  to  a 
further  analysis  of  the  data  for  each  individual. 
After  eight  weeks  of  treatment  14  patients  (47 
per  cent)  had  an  average  weight  loss  of  at  least  1 
pound  a week.  After  ten  weeks,  eight  patients 
(27  per  cent),  and  after  twelve  weeks,  seven 
patients  (23  per  cent)  fell  into  this  category. 
Beyond  this  time,  the  number  of  patients  averag- 
ing a loss  of  1 pound  a week  decreased  rapidly, 
until,  after  twenty  weeks,  only  one  patient  was 
able  to  maintain  this  average  (Fig.  1).  Figure  2 
demonstrates  the  average  loss  of  weight  per  per- 
son per  week  plotted  against  time.  From  this 
graph,  it  can  be  seen  that  an  average  loss  of 
weight  of  a minimum  of  1 pound  per  week  for  the 
entire  group  was  maintained  for  only  eight  weeks. 

Untoward  effects  of  Dexedrine  medication  were 
observed  in  eight  subjects  and  were  mild  in  de- 
gree and  exceedingly  few.  These  included  in- 
somnia in  five  instances,  nervousness  in  four,  and 
palpitation,  dizziness,  and  tingling  of  the  hands  in 
one  each.  A moderate  increase  in  blood  pressure 


was  noted  in  five  patients.  One  individual  had  a 
rise  in  blood  pressure  from  164/78  to  230/104 
while  taking  30  mg.  of  Dexdrine  daily.  The  dose 
of  the  drug  was  reduced  to  15  mg.  daily,  after 
which  the  blood  pressure  returned  to  its  original 


Fig.  1.  Number  of  subjects  maintaining  a loss  of  1 
pound  or  more  weekly. 


Pounds 
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Fig.  2.  The  average  weekly  weight  loss  per  subject  in 
30  subjects  treated  with  Dexedrine. 

level  within  one  week.  The  dosage  of  15  mg. 
daily  was  maintained  for  three  weeks,  and  then 
again  increased  to  30  mg.  daily  without  any 
further  significant  change  in  blood  pressure.  This 
was  the  only  patient  in  whom  a decrease  in  the 
dose  of  Dexedrine  was  necessary.  All  other 
toxic  manifestations  were  easily  controlled  with 
small  doses  of  phenobarbital. 

It  should  be  noted  that  the  subjects  of  this  re- 
port were  clinic  patients,  all  in  the  lower  economic 
brackets,  for  the  most  part  intellectually  under- 
privileged and  without  exception  tremendously 
overweight.  Our  private  patients,  most  of  whom 
were  business  people,  and  not  nearly  so  obese  as 
those  described  above,  have  not  tolerated  large 
doses  of  Dexedrine  nearly  so  well.  They  have 
complained  mostly  of  “increased  tension,” 
“jitteriness,”  and  “insomnia.”  However,  all 
have  tolerated  15  mg.  of  Dexedrine  daily,  and 
often  more  if  small  doses  of  phenobarbital  were 
concomitantly  administered.  The  appetite  of 
patients  in  private  practice  has  been  depressed 
satisfactorily  by  Dexedrine,  and  results  have  been 
more  dramatic  than  with  the  clinic  group  since 
dietary  instructions  were  simultaneously  ob- 
served. 

No  significant  changes  in  pulse  rate  were  noted 
in  any  of  the  subjects. 

The  laboratory  and  special  diagnostic  tests 
enumerated  above  (Materials  and  Methods)  were 
repeated  in  nine  of  the  subjects.  In  no  case  was 
there  any  significant  variation  from  the  original 
findings. 


All  of  the  patients  stated  on  direct  questioning 
that  their  appetite  was  decreased  while  taking 
Dexedrine.  Moreover,  several  who  did  not 
keep  appointments  and  consequently  ran  out  of 
the  drug  volunteered  the  information  that  their 
appetite  increased  when  the  medication  was  not 
available. 

During  the  early  phase  of  this  study,  it  was 
necessary  to  substitute  r-amphetamine  sulfate  for 
Dexedrine  on  several  occasions.  It  was  found 
that  there  was  no  appreciable  difference  between 
the  two  in  equal  dosage,  either  subjectively  or 
objectively.  Occasionally,  a patient  preferred 
the  dextro  form,  while  an  equivalent  small  num- 
ber preferred  the  racemic  form.  These  findings 
are  at  variance  with  the  conclusions  of  others  who 
have  found  the  dextro  variety  of  amphetamine 
sulfate  more  potent.9,11 

Conclusioift 

In  its  simplest  form,  it  may  be  stated  that  the 
weight  of  an  individual  is  dependent  upon  the 
relationship  between  food  intake  and  energy  out- 
put. Consequently,  any  regime  which  has  as  its 
object  the  reduction  of  weight  should  either  de- 
crease the  former,  increase  the  latter,  or  both.  In 
this  series  of  experiments,  the  effect  of  Dexedrine 
upon  decreasing  food  intake  by  reducing  appetite 
was  studied.  The  effectiveness  of  this  method 
was  measured  by  the  amount  and  rate  of  weight 
loss.  From  the  data  obtained,  it  can  be  con- 
cluded that  Dexedrine  is  effective  in  causing  a 
loss  of  weight.  In  this  group  of  patients  toxic 
manifestations  were  infrequent,  usually  mild,  and 
never  serious.  It  was  the  subjective  impression 
of  most  patients  that  the  appetite  was  definitely 
decreased.  However,  since  most  obese  patients 
are,  a priori,  victims  of  faulty  eating  habits,  this 
medication  alone  was  not  completely  effective  in 
restoring  weight  to  ideal  levels.  It  would  appear 
that  a properly  regulated  dietary  regime  is  also 
necessary,  if  a satisfactory  rate  of  weight  loss  is  to 
be  maintained. 

Diets  low  in  calories  (1,000  to  1,200  calories) 
were  given  to  several  of  these  patients  following 
the  period  of  observation  covered  in  this  study. 
However,  since  it  was  impossible  for  most  of  them 
to  adhere  to  a diet,  either  for  intellectual  or 
economic  reasons,  no  additional  conclusions  can 
be  drawn. 

Summary 

The  effect  of  Dexedrine  on  weight  reduction 
was  studied  in  30  obese  individuals.  It  was  found 
that  satisfactory  weight  reduction  (a  minimum  of 
1 pound  a week)  could  be  maintained  for  an 
average  of  approximately  eight  weeks.  After 
that,  the  weight  soon  became  stabilized  at  a lower 
le^el,  and  a satisfactory  rate  of  weight  reduction 
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could  not  be  maintained  on  the  dosage  o£  Dexe- 
drine  used  (a  maximum  of  30  mg.  daily).  Toxic 
symptoms  were  infrequent  and  mild.  No  sig- 
nificant change  in  the  blood  count,  urinalysis, 
basal  metabolic  rate,  electrocardiogram,  glucose 
tolerance,  blood  cholesterol,  and  blood  proteins 
was  discernible  in  nine  patients  on  whom  these 
tests  were  performed  before,  during,  and  after 
medication. 
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VISCERAL  INVOLVEMENT  IN  MULTIPLE  MYELOMA 

Alvin  J.  Gordon,  M.D.,  and  Jacob  Churg,  M.D.,  New  York  City 
(From  the  Department  of  Pathology  Laboratories  of  Mount  Sinai  Hospital ) 


VISCERAL  involvement  in  multiple  myel- 
oma, other  than  by  direct  extension  from  a 
bone  lesion,  was  considered  a rarity  until  recent 
years.  A number  of  isolated  cases  can  be 
found  in  the  literature,  but  systematic  studies 
have  been  lacking.1-3  Lowenhaupt  in  1945 
reported  finding  “plasma  cell  infiltration”  of  the 
spleen  and  lymph  nodes  in  every  one  of  12  cases 
of  multiple  myeloma,  without,  however,  speci- 
fying the  exact  nature  of  these  plasma  cells.4 
On  the  other  hand,  Lichtenstein  and  Jaffe  could 
find  only  two  instances  of  visceral  lesions  among 
their  18  autopsied  cases.3 

For  the  purpose  of  studying  the  incidence  of 
visceral  involvement,  we  reviewed  30  consecutive 
cases  of  multiple  myeloma  coming  to  autopsy 
at  the  Mount  Sinai  Hospital  between  the  years 
1933  and  1947,  and  found,  contrary  to  expecta- 
tion, that  such  involvement  could  be  estab- 
lished in  nearly  three  fourths  of  all  cases. 

Tabulation  of  reports  in  the  literature  shows 
that  the  viscera  most  commonly  involved  are  the 
spleen,  lymph  nodes,  and  liver.1  In  our  series, 
22  cases  showed  lesions  of  the  latter  organs. 
Usually,  all  three  were  involved.  In  nine  of 
these  22,  myeloma  cells  were  found  also  in  other 
viscera. 

The  presence  of,  lesions  could  be  established 
in  ten  cases  on  the  basis  of  gross  examination 
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alone.  Such  lesions  were  often  not  striking  and 
could  easily  have  been  overlooked.  In  half  of 
this  group  there  were,  particularly  in  the  liver, 
single  or  multiple,  scattered,  grayish-white  no- 
dules, 0.1  to  1 cm.  in  diameter.  In  the  remain- 
ing five  cases  involvement  was  much  more  pro- 
nounced, consisting  of  streaks  or  solid,  poorly 
circumscribed  areas  of  tumor  tissue,  obliterating 
the  normal  architecture  of  the  liver  or  spleen, 
or  converting  the  involved  lymph  nodes  into 
huge  fused  masses.  The  largest  spleen  weighed 
2,000  Gm.,  and  the  largest  liver  weighed  3,300 
Gm. 

In  seven  of  the  30  cases  myelomatous  infil- 
tration of  the  spleen  or  lymph  nodes  could  have 
been  suspected  on  gross  examination  because  of 
moderate  enlargement  and  increased  consistency 
of  the  organ,  loss  of  normal  markings,  and  dis- 
appearance of  the  follicles.  The  significance  of 
these  changes  was  not  realized  until  the  present 
study  was  far  advanced.  The  presence  of 
lesions  in  this  group,  as  well  as  in  five  other 
cases  showing  no  obvious  gross  changes,  was 
established  only  by  microscopic  examination. 

The  nature  of  suspicious  looking  cells  in  sec- 
tions of  viscera  could  be  readily  recognized  in 
some  of  the  cases.  All  that  was  necessary  was  to 
compare  them  carefully  with  the  cells  of  the  bone 
tumor.  In  other  instances,  however,  the  ap- 
pearance of  the  myeloma  cells  was  modified  by 
postmortem  changes,  poor  fixation,  action  of 
acid  in  the  process  of  decalcification,  and  other 
similar  artificial  factors,  so  that  many  of  the 
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identifying  features  were  obscured.  Unless  such 
myeloma  cells  occurred  in  true  nodules,  even  if 
these  were  of  microscopic  size,  their  identity 
could  be  definitely  established  only  by  the  pres- 
ence of  special  features,  such  as  unusually 
prominent  nucleoli,  multinucleated  forms,  or 
characteristic  nuclear  and  cytoplasmic  inclusions. 
Among  the  latter  were  eosinophilic  globules  in  the 
cytoplasm,  basophilic  granules  following  stil- 
bamidine  treatment,  and  rod-shaped  bodies  in  the 
nucleus.6 

On  microscopic  examination  of  the  liver, 
myeloma  cells  were  found  in  the  sinusoids  and, 
considerably  less  frequently,  in  the  periportal 
fields.  When  sufficiently  numerous,  they  com- 
pressed the  liver  cords,  producing  atrophy  of  the 
cells  and  forming  grossly  visible  nodules  and 
gray  streaks. 

In  the  lymph  nodes  individual  myeloma  cells 
could  be  seen  within  the  medullary  cords  and 
interfollicular  areas  as  if  replacing  individual 
lymphocytes.  As  the  number  of  myeloma  cells 
increased,  the  lymphocytes  decreased,  germinal 
centers  disappeared,  and  the  architecture  became 
obscured.  Small  nodules  of  tumor  cells  occurred 
within  the  pulp  and  particularly  in  the  sinu- 
soids. Eventually,  the  entire  lymph  node  was 
replaced  by  the  tumor  cells  in  leukemic  fashion. 
Infiltration  of  the  capsule  was  noted  on  occasion. 

Changes  in  the  spleen  were  similar  to  those 
seen  in  the  lymph  nodes.  Myeloma  cells  lay  in 
the  sinusoids,  either  in  close  approximation  to  the 
lining  endothelium  or  filling  the  lumen.  They 
also  appeared  in  the  pulp  cords,  often  congre- 
gating around  the  small  arterioles  and  the  trabec- 
ulae. The  architecture  of  the  red  pulp  became 
obscured,  while  the  follicles  decreased  in  size  and 
number  and  finally  disappeared.  Distribution 
of  the  myeloma  cells  was  often  uneven,  producing 
the  previously  mentioned  gray  areas  or  even 
true,  sharply  defined  nodules.  However,  when 
infiltration  was  diffuse  and  even,  the  appearance 
of  the  organ  was  very  similar  to  that  seen  in 
leukemia. 

In  nine  cases,  myeloma  cells  were  observed  in 
organs  other  than  those  of  the  hematopoetic 
system.  As  mentioned  before,  in  all  of  these 
cases  the  hematopoetic  organs  were  also  involved. 
In  four  instances  tumor  cells  merely  lay  free  in 
the  capillaries  of  the  renal  medulla  or  the  lung. 
The  fifth  case  presented  a small  focus  in  the 
tonsil.  This  may  indicate  the  need  for  more 
thorough  investigation  of  the  tonsils  in  all  cases 
of  multiple  myeloma.  In  the  sixth  case,  there 
was  infiltration  of  the  renal  parenchyma  and  a 
polypoid  nodule  in  the  colon.  In  the  seventh, 
small,  sharply  circumscribed  nodules  appeared  in 
the  renal  cortex,  renal  capsule,  pleura,  and 


periaortic  fat.  The  eighth  and  ninth  cases  were 
examples  of  widespread  invasion  of  various 
organs  (lung,  diaphragm,  epicardium,  subcu- 
taneous tissue,  and  voluntary  muscles  in  one  and 
peritoneum,  pleura,  lung,  kidney,  testis,  and 
periadrenal  fat  in  the  other),  in  addition  to  mas- 
sive splenomegaly,  hepatomegaly,  and  generalized 
lymphadenopathy. 

Among  our  30  cases,  eight,  or  27  per  cent, 
were  classified  as  showing  no  visceral  involve- 
ment. In  some  of  them  suspicious-looking  cells 
were  present,  particularly  in  the  spleen,  but  all 
our  criteria  were  insufficient  to  prove  their 
myelomatous  nature.  A few  cases  showed  rare 
scattered  myeloma  cells  in  larger  vascular  spaces 
of  the  spleen.  These  cells,  as  well  as  the  cells 
found  in  the  renal  and  pulmonary  capillaries 
(see  above),  were  undoubtedly  brought  by  the 
blood  stream.  It  is  known  that  myeloma  cells 
very  frequently  occur  in  the  blood.6  Blood 
smears  were  available  to  us  in  eleven  of  our 
cases,  and  five  of  them  showed  myeloma  cells 
varying  in  amount  from  less  than  1 to  over  70 
per  cent  of  all  white  cells.  Finally,  there  were 
cases  in  which  no  myeloma  cells  could  be  found  in 
the  viscera,  despite  the  fact  that  autopsies  were 
performed  very  soon  after  death,  tissues  were 
well  fixed,  and  the  sections  were  of  excellent 
quality.  Obviously,  visceral  involvement  is 
not  as  constant,  nor,  generally,  as  massive  as 
involvement  of  the  bone  marrow.  Perhaps  the 
former  represents  an  extension  of  the  latter  in  the 
sense  that  the  stimulus  causing  proliferation  of 
the  myeloma  cells  in  the  marrow  eventually  acts 
upon  the  reserve  hematopoetic  tissue.  If  this  is 
true,  the  occurrence  of  visceral  lesions  would  be 
conditioned  by  the  intensity  of  the  stimulus  on 
one  hand  and  by  individual  responsiveness  of  the 
reserve  tissue  on  the  other  hand. 

Summary 

1.  In  addition  to  the  bone  marrow,  other 
organs  of  the  hematopoetic  system  (spleen,  liver, 
and  lymph  nodes)  are  involved  in  a majority  of 
cases  of  multiple  myeloma. 

2.  Infiltration  of  other  viscera  occurs  but 
more  rarely. 

3.  Careful  cytologic  study  is  often  necessary 
to  establish  the  presence  of  visceral  lesions. 
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TESTICULAR  TUMORS 

N.  Chandler  Foot,  M.D.,  New  York  City 
( From  the  Department  of  Pathology,  Cornell  University  Medical  College) 


IT  IS  the  purpose  of  this  paper  to  consider  the 
tumors  of  the  testis  seriatim  in  the  order  of 
their  probable  origin  from  various  elements  of 
the  gonad  and  its  adnexa.  In  this  way  there  is 
an  automatic  classification  which  is  based  on  the 
sound  principles  of  anatomic  structure  and  not 
merely  on  the  less  satisfactory  foundation  of 
morphologic  appearance  under  the  microscope. 
Such  a classification  has  already  been  promul- 
gated by  Friedman  and  Moore,  but  there  is  some 
room  within  its  frame  for  expansion  and  addition.1 
They,  too,  have  apparently  recognized  the  value 
of  considering  anatomic  units  of  an  organ  as 
potential  sources  of  its  various  tumors,  a method 
of  thought  which  not  only  simplifies  classification 
but  clarifies  understanding.  The  malignant 
group  of  tumors,  which  will  be  called  “dysger- 
minoma”  in  this  paper,  has  all  too  long  gone 
under  a variety  of  names  that  have  successfully 
confused  clinicians,  if  not  pathologists. 

Testicular  Parenchymal  Tumors 

The  group  of  tumors  arising  from  the  testicular 
parenchyma  has  been  named  “gonocytoma”  by 
Theilum  of  Copenhagen;  it  is  not  peculiar  to 
men,  since  women  have  analogous  growths,  ap- 
parently derived  from  the  same  primordium  (the 
Wolffian  body).2  These  have  long  been  known 
as  “dysgerminomas,”  and,  for  that  reason,  it 
seems  well  to  retain  that  terminology  and  to 
apply  it  to  the  similar  growths  in  the  testis. 

Seminoma.- — The  simplest  and  most  frequently 
observed  of  this  group  (occurring  in  about  the 
same  percentage  of  cases  as  the  teratocarcinoma) 
is  the  seminoma.  Its  origin  has  been  disputed 
for  a long  time,  and  it  is  still  questionable 
whether  it  arises  from  spermatogonia  of  the 
testis  or  from  primitive  germ  cells  which  (natu- 
rally enough)  precede  these  and  resemble  them 
quite  closely.  At  all  events,  its  appearance 
strikingly  resembles  that  of  testicular  tissue  gone 
awry;  it  is  also  one  of  the  better  differentiated 
members  of  this  group.  Grossly,  it  is  usually 
about  the  size  of  the  testis  or  considerably  larger 
before  it  is  noticed  by  the  patient.  It  is  a very 
firm,  fairly  well-outlined  growth  and,  on  section, 
light  brown  and  more  fibrous  on  gross  inspection 
than  it  proves  to  be  under  the  microscope. 

Microscopically,  it  comprises  tubular  or 
alveolar  spaces  in  which  ovoid  or  spherical  cells 
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are  packed  fairly  closely  or,  less  often,  somewhat 
loosely.  They  resemble  spermatogonia  or  germ 
cells  according  to  the  bias  of  the  observer. 
Situated  in  the  stroma  of  the  compartments  are 
numerous  lymphocytes  that  are  seldom  absent, 
Ewing’s  “lymphoid  stroma.”  More  rarely,  for- 
eign body  giant  cells  may  be  noted  among  those 
of  the  tumor,  a phenomenon  observed  in  dysger- 
minomas in  women  as  well.  The  size  of  the  cells 
vary  from  large  to  relatively  small,  according 
to  the  tumor,  a fact  which  has  led  some  observers 
to  correlate  them  with  different  orders  of  sperma- 
togonia. Occasionally  very  small  cells  with 
dense,  pyknotic  nuclei  suggest  spermatids. 

While  the  growth  is  indubitably  malignant,  it 
is  not  so  much  so  as  are  the  other  members  of  this 
group. 

Embryonal  Carcinoma. — The  second  member  of 
this  category  of  dysgerminomas  is  a tumor  which 
is  apt  to  show  a good  deal  of  whitish  necrotic 
material  on  gross  inspection  and  is  also  apt  to 
grow  more  rapidly  than  the  seminoma.  On 
microscopic  examination  it.  is  found  to  consist 
of  meandering  cords  of  more  or  less  columnar  cells 
with  pale  cytoplasm  and  vesicular  nuclei  that 
weave  about  through  a loose,  connective  tissue 
stroma.  The  growth  has  the  potentiality  of 
metastasizing  to  distant  parts  of  the  body 
relatively  early,  and  the  metastases  may  sur- 
prise the  pathologist  by  proving  to  be  mor- 
phologically more  similar  to  the  next  tumor  in 
this  group,  the  choriocarcinoma,  rather  than  to 
the  embryonal  carcinoma  whence  they  pre- 
sumably came.  We  had  one  such  example  in 
New  York  Hospital  where  the  choriocarcinomat- 
ous  metastasis  was  found  on  necropsy  at  another 
hospital.  The  veins  about  the  suprarenal  were 
effectually  plugged  with  it.  As  this  tumor  is  one 
step  down  the  scale  of  differentiation  from  the 
seminoma,  it  is  correspondingly  more  malignant. 
Friedman  and  Moore  found  it  to  constitute  19  per 
cent  of  the  tumors  in  their  series  of  922  cases.  It 
thus  ranks  second  in  frequency  to  seminoma  and 
teratocarcinoma,  each  of  which  represented  35 
per  cent. 

Choriocarcinoma. — This  tumor  represented 
only  about  0.4  per  cent  of  the  series  just  quoted, 
although  tumors  showing  choriocdrcinomatous 
elements  mixed  with  others  were  not  uncommon. 
It  is  histologically  identical  with  choriocar- 
cinoma in  women,  whether  it  originates  in  the 
uterus  and  vagina  as  a truly  chorionic  tumor  or 
in  the  ovary  as  a dysgerminoma.  It  grows  very 
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rapidly  and  is  apt  to  be  very  hemorrhagic. 
Microscopically,  it  is  found  to  comprise  spherical 
masses  of  moderately  large,  often  very  bizarre 
replicas  of  the  Langhans  cells  of  the  chorionic 
villi.  In  well  fixed  specimens  these  are  seen  to  be 
enclosed  in  a syncytial  layer  of  cells  which  exhibit 
less  metaplasia  and  closely  resemble  chorionic 
syncytia  of  the  placental  villi.  This  is  the  most 
malignant  variety  of  dysgerminoma. 

Teratocarcinoma. — This  tumor,  one  of  the  two 
better  differentiated  members  of  the  group,  occurs 
in  a younger  age  group  than  does  the  dysger- 
minoma, but  it  has  an  equal  incidence.  It 
grows  to  considerable  size  and  is  usually  larger 
than  the  usual  dysgerminoma  when  operated 
on.  Its  gross  appearance  is  rather  heterogeneous 
and  nodular,  and  the  growth  may  contain  bits  of 
bone  or  cartilage  visible  to  the  naked  eye.  Under 
the  microscope  it  is  seen  to  comprise  well  dif- 
ferentiated areas  of  bone,  cartilage,  skin,  nervous 
tissue,  and  other  recognizable  histologic  ele- 
ments, and,  in  scattered  foci,  masses  of  totally 
undifferentiated  cells  most  closely  comparable  to 
those  of  embryonal  carcinoma.  The  tumor  is 
often  called  “malignant  teratoma.”  It  is  as 
malignant  as  its  most  malignant  group  of  ele- 
ments, and  the  fact  that  much  of  it  shows  good 
differentiation  and  appears  to  be  a simple  tera- 
toma makes  no  difference  in  the  poor  prognosis. 

Teratoma. — This  uniformly  well  differentiated 
neoplasm  of  the  testicular  parenchymal  group  of 
tumors  is  the  teratoma,  or  “monstrous  tumor.” 
It  comprises  7 per  cent  of  Friedman  and  Moore’s 
series  and  is  seldom  seen  in  our  hospital.  It  may 
attain  considerable  size  but  grows  much  more 
slowly  than  any  of  the  tumors  we  have  thus  far 
considered.  It  is  distinctly  heterogeneous  in  its 
gross  make-up,  and  under  the  microscope  it  is 
essentially  similar  to  any  other  teratoma  or 
“dermoid  cyst.”  Lacking  any  groups  of  malig- 
nant, undifferentiated  cells,  it  is  nonmalignant. 

It  has  been  the  custom  in  New  York  to  call 
almost  any  testicular  tumor  “teratoma”;  this 
should  be  strongly  decried.  From  the  stand- 
point of  the  writer  there  is  only  one  teratoma, 
and  that  is  the  well  differentiated,  nonmalignant 
neoplasm  just  described.  The  term  “embryoma” 
is  also  sometimes  applied  to  these  tumors,  and 
since  this  means  one  of  the  dysgerminomas  in 
one  city  and  denotes  an  extraordinarily  well 
differentiated  and  fetus-like  growth  in  another, 
it  should  be  jettisoned  as  ambiguous! 

It  will  be  evident  to  one  familiar  with  pathol- 
ogy that  this  group  of  tumors  merits  Theilum’s 
designation  of  “gonocytoma”  as  its  members 
are  found  in  the  testis  and  ovary  alike  and  pre- 
sumably stem  from  elements  in  the  Wolffian  body 
that  would  ordinarily  produce  male  gonads.  The 


fact  that  they  may  be  followed  from  more  or  less 
chaotic  structures  through  a course  of  increas- 
ingly good  differentiation  to  something  a little 
less  than  an  embryo  might  argue  that  they 
represent  phases  in  the  development  of  germinal 
cells  from  the  genital  ridge.  The  older  theory, 
to  the  effect  that  the  better  differentiated  mem- 
bers of  the  group,  such  as  teratoma,  represent  a 
sort  of  parthenogenesis,  might  also  appear  to  be 
strengthened  by  the  fact  that  gonadotropic  hor- 
mones are  increased  in  the  blood  and  urine  of 
patients  suffering  from  such  tumors.  Such  a 
parthenogenesis,  however,  has  yet  to  produce  an 
intratesticular  fetus! 

Tumors  of  Rete  Testis 

Ordinary  adenomas  of  the  rete  testis  would 
appear  to  be  a possibility,  but  they  are  rarely,  if 
ever,  seen;  carcinomas  arising,  presumably,  from 
a malignant  transformation  of  epithelium  in  this 
body  are  rare,  but  a few  have  been  recorded. 

Androblastoma. — Theilum  recently  described 
a unique  case  of  a tumor  developing  from  the 
primitive  rete  which  he  calls  “androblastoma.”2 
In  an  orchiectomized  testis,  removed  in  connec- 
tion with  prostatic  carcinoma,  we  discovered  a 
tiny  example  of  such  a tumor  which  had  given 
rise  to  no  symptoms.  In  Theilum’s  case,  how- 
ever, the  growth  was  large,  the  patient  showed 
feminizing  changes,  with  gynecomastia,  lack  of 
hair  on  the  face,  and  a mildly  feminine  habitus; 
libido  and  potency  were  lost.  That  tumor  was 
the  size  of  a goose  egg  and  rather  meaty,  yellowish 
in  color,  and  not  homogeneous.  Parts  of  it, 
later  found  to  be  filled  with  lipidized  cells,  were 
bright  yellow.  Under  microscopic  examination 
it  was  found  to  be  identical  in  its  histology  with 
the  arrhenoblastoma  of  the  female;  it  also  con- 
tained the  heavily  lipidized  areas  similar  to  the 
“folliculome  lipidique”  or  “adrenal  cell  tumor” 
of  gynecologic  literature.  The  growth  was 
composed  of  long  tubules  comprising  cells  with 
small  nuclei,  some  of  them  having  the  appearance 
of  neural  rosettes  on  cross  section,  thus  resembling 
mesonephric  tubules  or  the  structures  so  often 
noted  in  Wilms’  tumors.  Here  again  we  are 
faced  with  a growth  common  to  both  sexes.  The 
fact  that  it  is  feminizing  in  the  one  and  masculin- 
izing in  the  other  does  not  disturb  Theilum,  who 
points  out  that  it  may  be  noted  in  connection 
with  other  gonadial  tumors.  Androblastoma  is 
a newcomer  to  the  literature,  but  it  is  a most 
interesting  and  instructive  one. 

Before  leaving  this  part  of  the  discussion,  it 
might  be  well  to  point  out  the  similarity  between 
the  testicular  tumors  thus  far  considered  and 
certain  ovarian  tumors  and  also  some  of  the 
embryonal  group  of  renal  growths.  As  they  are 
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all  closely  connected  with  the  developmental  and 
involutional  phases  of  the  mesonephros,  this  is 
not  particularly  strange. 

Tumors  of  Epididymis  and  Vas  Deferens 

Here  again,  adenomas  are  potentially  possible 
but  practically  nonexistent;  carcinoma  of  the 
epididymis  has  been  noted  occasionally.  In  this 
case  we  are  probably  dealing  with  a more  ortho- 
dox development  of  carcinoma  from  the  epithe- 
lium of  adult  ducts,  paralleling  that  which  is  seen 
in  tumors  of  the  breast  or  stomach,  for  example. 

Tumors  of  Interstitial  Gland 

These  are  rare  and  are  mentioned  only  for  the 
sake  of  completeness.  Ewing  cites  instances  of 
Leydig  cell  tumors  in  the  literature,  but  they 
are  seldom  seen  in  practice.3  They  are  dark 
brown  and,  under  the  microscope,  consist  of  cells 
that  are  pigmented,  granular,  and  much  like 
those  of  the  glands  from  which  the  tumors  origi- 
nate. 

Tumors  of  the  Tunica  Vaginalis 

Mesothelioma. — For  a long  time  tumors  have 
been  encountered  at  the  junction  of  the  epididy- 
mis and  vas,  springing  from  the  tissue  over  these 
and  producing  conical  and  stony  masses  that  lie 
with  their  apices  directed  upward  along  the  cord. 
Grossly  they  resemble  malignant  growths  on 
account  of  their  adamantine  consistence  and 
their  intimate  infiltration  of  the  cord.  Micro- 
scopically, they  are  found  to  be  chiefly  fibrous 
with  numerous  widened  sinuses,  often  lined  by 
flat,  endothelioid  cells  and  containing  what 
appears  to  be  coagulated  lymph.  They  were 
first  known  as  lymphangiomas  and  then,  because 
of  their  tendency  to  recur,  as  “lymphangiosar- 
comas.”  This  is  very  lax  classification;  clinical 
features,  in  the  absence  of  morphologic  confirma- 
tion, should  not  influence  the  pathologist  toward 
calling  a tumor  by  a name  not  justified  by  his- 
tologic criteria  such  as  metaplasia  and  mitotic 
figures.  Infiltration,  too,  is  small  justification, 
since  it  is  also  shown  by  certain  fibrous  and  non- 
malignant  growths,  such  as  the  desmoid  fibromas. 

The  fact  that  some  of  the  channels  in  the 
growth  are  lined  by  plumper  cells  caused  many 
of  us  to  hesitate — were  they  endothelial  or  epithe- 
lial? Masson  has  apparently  solved  the  riddle 


by  attributing  them  to  mesothelial  overgrowth 
and  distortion.4  He  found  the  tumors  in  both 
sexes ; in  the  female  they  lie  over  the  uterus  and 
tubes  and  apparently  take  their  origin  from 
peritoneal  mesothelium. 

Malignant  Mesothelioma. — One  instance  of  this 
has  been  seen  by  the  writer,  and  the  case  has  not 
been  published,  except  for  mention  in  a textbook. 
The  patient  was  an  old  man  who  had  a tumor,  10 
to  15  cm.  in  diameter,  arising  from  his  epididymis 
and  overlying  a tiny  and  atrophic  testis  which 
seemed  to  be  entirely  uninvolved  and  measured 
about  3 cm.  in  long  diameter.  The  growth 
exhibited  extensive  necrosis  and  great  prolif- 
erative activity  and  brought  about  the  death 
of  the  patient  through  multiple  metastases. 
Microscopically  speaking,  it  was  composed  of 
solid  masses  of  undifferentiated  cells  growing  in 
alveolar  spaces  and  fulfilling  in  their  appearance 
the  hypothesis  that  they  might  represent  malig- 
nant transformation  in  the  mesothelial  elements 
of  a mesothelioma.  Mitoses  were  abundant. 
The  diagnosis  was  made  in  consultation  with  an 
observant  and  quick-witted  pathologist  from  a 
neighboring  hospital;  otherwise  the  tumor  might 
have  passed  as  a carcinoma  of  the  epididymis. 

Conclusions 

This,  then,  carries  us  out  of  the  anatomic 
boundaries  of  the  testis  and  its  conductive 
apparatus.  In  covering  the  growths  that  occur 
between  the  seminal  tubules  and  the  vas  deferens, 
it  is  believed  that  nothing  has  been  omitted,  if  we 
except  metastatic  tumors  such  as  leukosarcoma  in 
leukemia.  Such  growths  must  be  kept  in  mind, 
but  they  are  not  intrinsic  to  the  testis  and  are 
usually  very  rarely  encountered.  The  classifica- 
tion thus  arrived  at  is,  at  least,  orderly  and  de- 
scriptive; it  correlates  several  of  the  gonadial 
tumors  common  to  both  sexes,  and  it  relies  rela- 
tively little  upon  unimportant  morphologic 
differences. 
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MIDDLE  AGE  . 

Middle  age  brings  its  annoying  four  b’s: 
Baldness,  bifocals,  and  bulges; 

With  bridgework,  by  gum! 


Most  annoying  to  some — 

Or  so  our  respondent  divulges. 

— Anonymous 


CORONARY  DISEASE  IN  WOMEN 

Sol  Glotzer,  M.D.,  and  Henry  Wolfer,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 
( From  the  Medical  Services  of  Kings  County  Hospital) 


THE  present  study  was  made  in  the  hope  that 
the  causative  factors  related  to  myocardial 
infarction  in  women  would  be  given  prominence. 
Of  particular  interest  was  the  role  played  by 
metabolic  diseases  and  hypertension. 

During  a period  of  six  and  one-half  years,  from 
January,  1940,  to  June,  1946,  the  records  from 
all  services  at  the  Kings  County  Hospital  included 
a large  number  of  women  in  whom  a diagnosis  of 
coronary  occlusion  and/or  myocardial  infarction 
were  recorded  at  death.  Of  these,  37  were 
necropsied  and  constitute  the  basis  for  this  phase 
of  the  report.  Before  continuing  with  the  analysis 
we  should  like  to  clarify  the  terminology  to  be 
used.  Diagnostic  names  are  still  used  rather 
loosely  in  this  group  of  cardiac  diseases.  Our 
charts  contained  clinical  diagnoses  of  coronary 
occlusion,  coronary  thrombosis,  and  myocardial 
infarction,  and  it  was  obvious  that  no  distinction 
was  being  made.  We,  therefore,  included  all  such 
cases  in  one  large  group  which  we  call  coronary 
occlusion  and/or  myocardial  infarction. 

Thirty-five  of  our  cases  showed  such  lesions. 
One  of  the  remaining  two  was  admitted  with  a 
history  of  precordial  pain  radiating  to  the  left 
elbow  of  two  week’s  duration  and  an  acute 
attack  of  precordial  pain  accompanied  by  cyano- 
sis and  pulmonary  edema  three  days  before 
admission.  Death  occurred  twenty-four  hours 
after  admission.  The  electrocardiogram  was 
interpreted  as  posterior  wall  myocardial  infarc- 
tion. Marked  myocardial  fibrosis  was  found  with 
no  infarction  or  occlusion.  The  second  case  com- 
plained of  dyspnea  and  epigastric  pain  of  two 
weeks  duration  and  died  of  pulmonary  edema. 
The  electrocardiogram  showed  anterior  wall 
infarction.  The  coronary  arteries  were  patent 
but  sclerotic,  and  no  occlusion  or  infarction  were 
found.  We  have  felt  it  reasonable  to  include 
these  cases  in  our  analysis,  since  such  occurrences 
are  occasionally  reported. 

Only  one  woman  in  the  entire  group  was  Negro. 
She  was  fifty-one  years  old  and  had  severe  hyper- 
tension for  many  years.  Hemiplegia  had  oc- 
curred at  twenty-seven  and  at  fifty  years  of  age, 
and  her  history  included  several  episodes  of  car- 
diac failure  during  the  year  preceding  admission. 
Retinal  examination  revealed  choked  disks  with 
fresh  and  old  hemorrhages,  spastic  arteries,  and 
dilated  veins.  Electrocardiogram  showed  a left 
ventricular  strain  pattern,  and  the  heart  weighed 
410  Gm.  at  necropsy.  The  only  clinical  attack  of 
precordial  pain  occurred  two  hours  before  death. 


Necrosis  was  found  at  the  apex  of  the  left  ventri- 
cle with  incomplete  occlusion  by  sclerosis  of  its 
feeder  branch  of  the  anterior  descending  branch 
of  the  left  coronary  artery.  No  thrombus  was 
found.  On  work  Houlobeck  did  in  the  South,  he 
found  44  of  117  necropsied  infarctions  in  his  series 
to  be  Negroes.1  It  is  difficult  to  correlate  the 
paucity  of  Negro  women  in  our  series  with  the 
large  number  of  Negro  patients  admitted  to  the 
hospital  in  recent  years. 

The  age  distribution  showed  a peak  between 
fifty  and  eighty  years,  with  32  of  the  37  cases  be- 
ing almost  equally  divided  among  those  three 
decades.  The  youngest  was  forty-seven,  four 
were  in  the  eighty-one  to  ninety-year  group,  and 
the  oldest  was  eighty-seven  years.  Among  the 
nine  diabetics  in  the  series,  the  age  ranged  be- 
tween fifty-seven  and  seventy-six  years  with  only 
two  patients  below  sixty.  In  the  known  hyper- 
tensive group,  numbering  18,  fifteen  were  in  the 
sixth,  seventh,  and  eighth  decades.  The  average 
age  for  the  entire  group  was  sixty-seven  and 
seven-tenths  years,  for  the  diabetics  sixty-six  and 
seven-tenths  years,  and  for  the  known  hyper- 
tensives sixty-five  and  two-tenths  years,  indicat- 
ing slight  differences.  These  averages  are  some- 
what higher  than  those  reported  by  Masters  who 
reviewed  the  literature  and  found  the  average 
age  for  women  dying  of  coronary  occlusion  to  be 
fifty-six  years  as  compared  with  the  over-all 
average  age  in  both  sexes  of  fifty-four  years.2  He 
found  the  peak  decades  in  112  women  to  be  the 
sixth  and  seventh  with  six  cases  under  forty. 
Coronary  disease  has  generally  been  found  to  oc- 
cur ten  years  later  in  women  than  in  men. 3 While 
Master’s  group  does  not  bear  this  out,  our  aver- 
age age  of  sixty-seven  and  seven-tenths  years  is 
significantly  higher  than  his  over-all  average  of 
fifty-four  years.  Mintz  found  an  average  age  of 
sixty-two  and  four-tenths  years  in  180  females 
with  recent  infarction.4 

Dublin’s  statistics  for  the  period  of  four  years 
from  1931  to  1934  shows  a lower  mortality  for 
women,  3.5  per  100,000  as  compared  to  16  per 
100,000  for  men.5  He  points  out  that  the  rela- 
tive mortalities  of  men  and  women  approach  each 
other  as  the  higher  age  groups  are  reached.  At 
the  age  period  forty-five  to  fifty-four,  the  ratio  of 
men  to  women  is  4:1;  at  fifty-five  to  sixty-four, 
2.5:1;  and  at  sixty-five  to  seventy-four,  1.84:1. 
White  and  Negro  women  have  the  same  mortality 
curves. 

The  reason  for  this  age  difference  is  not  certain 
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but  may  be  related  to  the  comparative  incidence 
of  atherosclerosis.  Willius  found  an  increase  in 
blood  lipoids  in  women  with  coronary  disease.3 
He  suggested  that,  since  the  storage  of  lipoids  is 
increased  during  pregnancy,  the  mechanism  of 
lipoid  metabolism  might  be  more  efficient  and  so 
account  for  the  lowered  tendency  to  vascular 
sclerosis.  He  also  found  coronary  sclerosis  in 
33.6  per  cent  of  men  and  in  only  18.8  per  cent  of 
women  in  consecutive  necropsies,  while  De  Porte 
in  a study  of  heart  disease  found  coronary  scle- 
rosis in  23.7  per  cent  of  893  men  and  in  only  16  per 
cent  933  women.7 

Diabetes  mellitus  was  present  in  nine  of  the  37 
cases  (24.3  per  cent),  with  ages  ranging  from 
fifty-seven  to  seventy-six  years,  averaging  sixty- 
six  and  seven-tenths  years  as  compared  with  the 
total  average  of  sixty-seven  and  seven-tenths 
years.  Old  occlusions  were  found  in  two  recent 
infarction  in  seven  of  these  patients.  Four  of 
the  nine  had  an  associated  previously  known 
hypertension.  Of  these,  three  showed  recent 
infarction.  The  other  case  showed  only  myo- 
cardial fibrosis  along  the  course  of  coronary 
vessels  which  were  markedly  narrowed  by  ather- 
osclerosis. At  one  point  sclerosis  completely 
occluded  the  vessel.  The  heart  weighed  460  Gm. 
and  was  heavier  than  the  other  three  (300,  300, 
and  400  Gm.,  respectively).  This  high  incidence 
of  diabetes  is  in  accord  with  the  statistics  of  many 
other  observers.  Coronary  sclerosis  is  found 
with  greater  frequency  in  diabetics  than  in  non- 
diabetics. Root  studied  the  coronary  vessels 
of  316  diabetics  over  forty  years  of  age  and  found 
occlusion  in  38.2  per  cent  of  men  and  in  32  per 
cent  of  women  as  compared  with  the  figures  9.9 
per  cent  for  men  and  4.9  per  cent  for  women  in 
152  nondiabetics.8  Enklewitz  found  coronary 
occlusion  in  31.8  per  cent  of  261  diabetics.9 
Stearns  found  coronary  sclerosis  in  all  of  50  dia- 
betics, of  whom  31  were  women,  and  in  only  37 
per  cent  of  nondiabetic  controls.10  He  also  noted 
occlusions  in  19  of  31  diabetic  women  and  in  only 
11  of  145  nondiabetic  women.  In  Master’s  series 
of  112  women  with  coronary  occlusion,  26.8  per 
cent  has  diabetes.2  It  is  apparent  that  the  occur- 
rence of  diabetes  in  women  has  a statistical  sig- 
nificance in  susceptibility  to  coronary  occlusion. 

In  a hospital  serving  an  economically  poor  sec- 
tion of  the  city,  such  as  that  under  consideration, 
many  patients  are  admitted  in  extremis,  and 
complete  accurate  histories  are  often  difficult  to 
obtain.  Without  a history  of  hypertension  it  is 
frequently  impossible  to  determine  whether  the 
blood  pressure  of  a patient  in  shock  was  previ- 
ously elevated.  The  incidence  of  hypertension  in 
our  series  is,  therefore,  a conjectural  rather  than 
an  absolute  value.  Eighteen  of  the  37  patients 
(48.6  per  cent)  were  definitely  hypertensive  at 
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some  time  prior  to  admission,  considering  a sys- 
tolic level  over  145  mm.  and  a diastolic  over  95 
as  abnormal.  The  remaining  19  cases  were  care- 
fully studied  for  such  evidences  which  could  be 
considered  as  pointing  to  previous  hypertension. 
For  the  purpose  of  simplicity,  this  group  will  be 
referred  to  as  “unknowns,”  while  those  with 
definite  hypertension  will  be  called  “knowns.” 
The  average  heart  weight  of  the  “known”  groups 
was  464  Gm.  with  a range  of  300  to  690  Gm., 
while  the  “unknowns”  ranged  from  300  to  600 
Gm.  with  an  average  of  441  Gm.  Little  differ- 
ence existed  in  the  age  groupings,  except  that 
three  of  the  “unknowns”  and  only  one  of  the 
“knowns”  fell  in  the  eighty-one  to  ninety  group. 

Several  factors  were  analyzed.  Cardiac  hyper- 
trophy can  safely  be  assumed  only  when  the 
heart  weight  greatly  exceeds  normal,  since  nor- 
mal values  in  themselves  are  difficult  to  evaluate. 
Body  height  and  weight  have  been  correlated 
with  cardiac  weight,  and  a wide  range  of  normals 
has  been  reported  in  various  series.  The  only 
accurate  method  is  to  measure  individual  muscle 
fibers,  and,  since  this  was  not  done,  heart  weight 
must  be  relied  upon  for  our  survey.  Zeek  stud- 
ied the  weight  of  the  normal  heart  in  224  women 
and  found  a variation  from  150  to  374  Gm.11 
He  cites  figures  from  other  analyses  in  which  the 
combined  variations  are  from  110  to  367  Gm. 
with  a combined  average  of  263  Gm.  It  would 
then  seem  reasonable  to  consider  any  heart  , 
weighing  more  than  400  Gm.  as  definitely  hyper-  [ 
trophied,  although  Peery  used  500  Gm.  as  the 
upper  limit  of  normal  in  his  study.12  Five  of 
our  unknowns  had  hearts  weighing  500  Gm.  or 
more;  ten  others  weighed  between  400  and  500 
Gm.  which  placed  15  of  the  19  in  the  category  of 
hypertrophied  hearts.  Using  Zeek’s  tables,  in 
which  he  correlated  body  length  with  heart 
weight  in  normal  individuals,  we  obtained  for  the 
remaining  four  cases  the  figures  shown  in  Table  1. 
Accordingly,  we  can  consider  all  19  of  our  un- 
knowns as  having  cardiac  hypertrophy. 

TABLE  1. — Correlation  of  Body  Length  with  Heart 

Weight  in  Four  Cases  According  to  Zeek’s  Tables 

Estimated 


Case 

Body  Length 

Heart  Weight 

Actual 

Number 

(Cm.) 

(±30  Gm.) 

Weight 

6 

152 

249 

300 

25 

162 

267 

350 

29 

145 

236 

350 

9 

166 

274 

390 

Many  factors  other  than  hypertension  can  in- 
crease cardiac  weight.  'No  evidences  of  signifi- 
cant amounts  of  edema  fluid  or  inflammatory 
exudate  was  found  in  these  hearts.  In  the  four 
borderline  cases  mentioned  above,  one  showed 
myocardial  fibrosis  with  several  areas  of  necrosis 
of  muscle  bundles,  chronic  passive  congestion, 
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and  mild  pulmonary  edema.  Another  had  a 
flabby  fibrotic  myocardium  with  bronchopneu- 
monia and  200  cc.  of  fluid  in  the  left  pleural  sac. 
The  third  had  a large  infarct  with  bloody  peri- 
cardial fluid,  and  the  fourth  had  an  infarct  with 
myocardial  flbrosis,  mild  pulmonary  edema,  and 
cardiac  failure. 

The  effect  'of  calciflc  disease  of  the  aortic  valve 
on  heart  weight  was  studied  by  Karsner  and 
Koletsky  and  in  200  cases  the  average  heart 
weight  was  512  Gm.13  Where  calciflc  valvular 
lesions  existed  without  deformity,  the  average 
weight  was  453.55  Gm.  and  rose  to  529  Gm.  if 
deformity  or  stenosis  were  present.  Simple 
calcification  of  the  aortic  valve,  therefore,  is  not 
to  be  considered  a significant  cause  of  more  than 
slight  hypertrophy  unless  associated  with  de- 
formity. In  our  19  unknowns  the  description 
of  the  valves  included  the  presence  of  thickening, 
calcification,  and  fusion  of  the  commissures. 
Whether  sufficient  fusion  existed  to  cause  actual 
stenosis  could  not  be  ascertained  in  most  of  the 
reports.  Only  three  were  labeled  “fusion,”  and 
their  weights  were  550,  430,  and  500  Gm.  each. 
They  were  excluded  as  having  a sufficient  causa- 
tive factor  for  hypertrophy  other  than  hyper- 
tension, even  though  it  is  not  likely  that  the  ex- 
tent of  deformity  is  adequate  to  account  com- 
pletely for  the  amount  of  hypertrophy.  Two 
other  cases  had  normal  valves  and  weighed  390 
and  400  Gm.  each. 

Whether  coronary  sclerosis  alone  can  cause 
cardiac  hypertrophy  is  open  to  final  decision. 
Blood  flow  through  the  coronary  vessels  may 
conceivably  be  reduced  sufficiently  to  cause  is- 
chemic weakness  and  increased  stretching  of  the 
muscle  in  diastole,  an  effective  stimulus  to 
hypertrophy.  Kahn  and  Ingraham  found  in- 
creased heart  weight  in  cases  with  moderate  or 
marked  coronary  sclerosis.14  Shohet  et  al.  also 
found  cardiac  hypertrophy  in  122  necropsies  in 
which  all  other  factors  responsible  for  hyper- 
trophy except  coronary  disease  had  been  elimi- 
nated.16 While  it  may  be  causative,  the  extent 
of  hypertrophy  is  certainly  not  very  great. 
Nathanson  reports  45  of  113  cases  with  marked 
sclerosis  and/or  obstruction  of  the  coronary 
arteries  weighing  400  Gm.  or  less.16  Since  five 
of  our  19  unknowns  with  heart  weights  of  400 
Gm.  or  less  showed  coronary  sclerosis  of  moderate 
or  marked  degree,  these  were  also  excluded. 
Thus,  11  of  19  cases  can  be  considered  as  having 
probably  had  a previous  hypertension,  giving  a 
corrected  figure  of  78  per  cent  of  the  total  series 
with  hypertensive  hearts.  Of  the  remaining 
eight,  three  were  diabetic,  so  that  of  the  37  cases 
32  were  either  hypertensive,  diabetic,  or  both, 
constituting  86.5  per  cent  of  the  total. 

Acute  clinical  attacks  of  myocardial  infarction 


were  noted  in  23  patients.  Twenty-two  occurred 
within  two  weeks  before  admission  and  the 
other  within  one  month.  In  only  four  were 
previous  attacks  reported;  these  were  at  two, 
six,  sixteen,  and  thirty-six  months,  respectively, 
before  the  final  attack.  Most  significant  is  the 
high  mortality  rate  in  this  group  with  the  first 
attack  about  50  per  cent  of  the  total.  A history 
of  angina  was  present  in  only  six  cases.  In  three 
no  acute  attacks  had  ever  been  noted,  but  in  two 
the  electrocardiogram  showed  myocardial  in- 
farction. 

Electrocardiograms  were  obtained  in  18  cases 
and  in  ten  were  diagnostic  of  infarction.  Corre- 
lation with  pathologic  findings  was  positive  in 
eight  of  these  ten.  In  the  other  two  no  evidence 
of  either  infarction  or  occlusion  could  be  found. 
In  one  case  the  tracing  was  made  two  weeks  after 
the  acute  clinical  attack,  while  in  the  other  no 
muscle  damage  was  noted,  but  100  cc.  of  peri- 
cardial fluid  were  found,  together  with  signs  of 
cardiac  failure.  In  three  cases  where  acute 
clinical  attacks  occurred  and  in  which  electro- 
cardiograms were  not  diagnostic,  the  tracings 
were  made  less  than  one  week  after  the  acute  epi- 
sode. The  possibility  that  the  tracing  was 
made  too  early  to  show  damage  to  the  myocar- 
dium seems  logical  in  some  of  our  cases  and  is  not 
the  prime  reason  for  the  inconsistencies.  It  is 
often  difficult  to  account  for  such  electrocardio- 
graphic changes  which  occur  in  the  absence  of 
pathology  unless  it  is  borne  in  mind  that  chemi- 
cal changes  in  the  muscle  may  be  reflected  as 
changes  in  conduction  and  are  not  visible  micro- 
scopically. 

Old  infarctions  were  found  in  nine  cases  with 
added  recent  infarcts  in  four,  causing  death.  Of 
the  other  five,  two  died  of  pulmonary  infarction 
due  to  embolism  or  thrombosis,  one  of  diffuse 
peritonitis  resulting  from  rupture  of  a divertic- 
ulum of  the  colon,  one  of  a cerebral  vascular 
accident,  probably  originating  from  a thrombus 
in  an  old  ventricular  aneurysm  (cardiac),  and  the 
fifth  case  died  of  acute  cardiac  failure. 

In  general,  the  distribution  of  lesions  has 
been  similar  to  that  found  by  many  other  in- 
vestigators. The  distribution  in  24  cases  in 
which  fresh  occlusions  were  found  is  indicated  in 
Table  2. 

TABLE  2. — Distribution  op  Lesions  in  24  Cases  with 
Fresh  Occlusions 

Number  of  Cases 


Left  coronary  artery  18 

Anterior  descending  branch  13 

Descending  branch  of  ciroumflex  2 

Posterior  descending  branch  2 

Branch  not  specified  • 1 

Right  coronary  artery  5 

Not  specified  1 


In  four  other  cases  in  which  old  healed  occlu- 
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sions  were  noted,  two  were  in  the  left,  one  in  the 
right  coronary  artery,  and  in  one  the  location 
was  not  specified.  In  four  cases  occlusion  was 
by  calcification  alone  without  thrombosis.  In 
eight  cases,  of  which  six  were  recent  and  two  old, 
infarction  was  present  without  occlusion.  In 
one  other  case  an  old  occlusion  was  found  with- 
out any  area  of  infarction,  recent  or  old. 

Thrombi  were  found  attached  to  the  endo- 
cardial surface  11  times:  in  the  ventricle  alone 
in  eight  cases,  in  the  right  auricular  appendage 
in  two,  and  in  both  ventricle  and  auricle  in  one. 
In  six  of  these  cases  no  embolization  occurred. 
Infarction  was  noted  in  organs  other  than  the 
heart  in  13  cases.  In  four  of  these  ventricular 
thrombus  was  present,  and  three  were  in  au- 
ricular fibrillation  before  death.  Infarcts  were 
found  in  the  lungs  and  kidney  in  the  case  con- 
taining both  ventricular  and  auricular  thrombi 
with  regular  cardiac  rhythm.  Both  cases  with 
auricular  thrombi  only,  one  of  which  was  in  au- 
ricular fibrillation,  showed  distant  embolizations. 
In  the  remaining  six  cases  no  origin  for  the  dis- 
tant infarcts  could  be  found  in  the  heart,  although 
two  of  these  also  showed  auricular  fibrillation. 
Therefore,  auricular  fibrillation  and/or  mural 
thrombus  accounted  for  nine  of  the  13  cases  with 
distant  infarction.  In  the  remaining  four,  pul- 
monary infarcts  were  found  in  three  cases  and 
cerebral  thrombosis  in  one.  Both  lesions  could 
have  resulted  from  local  stasis.  Mural  thrombus 
or  infarcts  in  distant  organs  were  found  in  17  of 
the  37  cases  (46  per  cent) . In  the  series  reported 
by  Nay  and  Barnes,  37  per  cent  of  100  cases  of 
coronary  occlusion  and/or  myocardial  infarction 
showed  thrombotic  or  embolic  manifestations.17 
The  distribution  of  such  lesions  in  our  cases  is 
seen  in  Table  3.  The  high  frequency  of  this 
complication  seems  to  favor  the  routine  early  use 
of  anticoagulant  therapy  in  myocardial  infarc- 
tion. 


TABLE  3. — Distribution  of  Thrombotic  or  Embolic 
Manifestations  in  this  Series 


Location 

Number  of  Cases 

Pulmonary 

9 

Abdominal  aorta 

1 

Superior  mesenteric  artery 

1 

Cerebral 

3 

Spleen 

2 

Kidneys 

3 

Thrombophlebitis 

1 

Large  amounts  of  pericardial  fluid  are  in- 
frequent in  myocardial  infarction  unless  hemor- 
rhage occurs.  Some  effusion  probably  occurs 
since  the  friction  rub  so  commonly  heard  dis- 
appears fairly  rapidly.  Normally,  up  to  50  cc. 
of  free  fluid  may  be  found  in  the  pericardial  sac. 
In  the  26  cases  in  which  mention  of  fluid  was 
made,  less  than  50  cc.  was  present  in  14,  between 
50  and  200  cc.  was  found  in  11,  and  more  than 


200  cc.  in  one.  Six  of  these  effusions  were 
bloody;  two  as  a result  of  rupture  of  the  ventric- 
ular wall,  and  in  the  other  four  due  to  oozing 
from  fresh  hemorrhagic  infarction.  It  is  likely 
that  cardiac  failure  in  the  other  five  might  have 
contributed  to  the  effusion.  The  infrequent 
presence  of  pericardial  effusion  in  this  series  is 
in  keeping  with  other  reports. 

The  association  of  biliary  tract  disease  with 
coronary  disease  has  been  the  object  of  much 
research  since  1878.  Various  views  have  been 
held:  cholecystitis  predisposes  to  coronary  scle- 
rosis, cardiac  lesions  increase  the  incidence  of 
cholelithiasis,  cholecystectomy  for  cholelithiasis 
can  result  in  improvement  of  angina  and  reversal 
of  electrocardiographic  changes  in  some  cases. 
The  more  conservative  viewpoint  is  that  chole- 
lithiasis will  cause  anginal  manifestations  only 
where  some  coronary  sclerosis  with  insufficiency 
already  exists.  Breyfogle  found  gallbladder 
disease  in  363  of  1,493  consecutive  autopsies 
(24.3  per  cent)  and  in  79  of  162  cases  of  coronary 
disease  (42.4  per  cent),  demonstrating  the  in- 
creased incidence  in  association  between  gall- 
bladder and  coronary  disease.18 

In  our  series,  the  presence  of  biliary  calculi 
was  noted  in  12  instances  (32.4  per  cent).  Dia- 
betes was  present  in  four  (33.3  per  cent),  which  is 
a greater  incidence  than  was  noted  for  the  entire 
group  124.3  per  cent).  Whether  the  same  dis- 
turbance in  fat  metabolism  is-  responsible  for 
coronary  sclerosis  and  for  the  formation  of  calculi 
in  these  women  is  a subject  for  further  investi- 
gation. One  fact  appears  evident.  The  pres- 
ence of  biliary  calculi  must  not  be  relied  upon 
entirely  to  explain  manifestations  of  coronary 
heart  disease.  We  have  been  unable  to  ascer- 
tain whether  clinical  symptoms  related  to  biliary 
colic  were  present  in  our  patients  during  life. 
It  seems  unlikely  that  cholecystectomy  would 
have  affected  the  course  of  the  cardiac  disease 
in  this  group. 

Discussion 

We  have  presented  an  analysis  of  the  necropsy 
findings  in  37  women  in  whom  the  cause  of  death 
included  a diagnosis  of  myocardial  infarction 
and/or  coronary  occlusions.  The  age  distri- 
bution coincided  with  that  reported  by  many 
others,  with  the  average  age  being  approxi- 
mately ten  years  more  than  that  found  in  men. 
The  reason  for  this  difference  is  still  not  deter- 
mined, although  the  theory  of  a better  meta- 
bolic utilization  of  lipoids  in  women  is  the  most 
widely  quoted.  Dock’s  theory  seems  more 
likely.19  He  studied  the  coronary  vessels  in  12 
male  and  12  female  infants  less  than  one  day  old 
and  found  the  intima  in  the  male  about  three 
times  thicker  than  in  the  female,  with  an  intima- 
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media  ratio  of  26  per  cent  in  the  male  and  8 per 
cent  in  the  female.  He  believes  the  predilection 
of  atherosclerosis  for  the  male  coronary  vessels 
depends  on  this  congenital  difference.  Minkow- 
sky repeated  this  study  in  infants  more  than  one 
day  old  and  corroborated  Dock’s  findings.20  In 
addition,  he  reported  areas  of  intimal  thicken- 
ing with  a distribution  similar  to  that  found  in 
the  adult  arteriosclerotic  lesion  in  the  coronary 
vessels.  These  findings  point  to  an  anatomic 
difference  in  the  vessels  of  the  sexes  which  may 
in  part  explain  the  clinical  difference  noted  in 
later  life.  When,  in  addition,  the  metabolism 
is  disturbed  by  diabetes  with  its  tendency  to  pro- 
duce early  atherosclerosis,  or  if  hypertension 
occurs  with  its  production  of  vascular  thicken- 
ing, the  incidence  of  coronary  artery  disease  in- 
creases at  a more  rapid  rate  than  would  occur 
under  normal  aging  processes  in  the  female. 

The  relatively  rare  incidence  of  angina  was 
surprising.  Further  studies  are  in  progress  in 
a larger  series  of  nonautopsied  cases  of  women 
with  coronary  occlusion  which  may  not  bear 
out  these  figures.  It  is  difficult  at  this  time  to 
give  any  fully  satisfactory  explanation.  Since 
most  of  these  women  were  in  the  higher  age 
groups  and  probably  confined  their  activities  to 
housework,  their  coronary  insufficiency  may  not 
have  been  induced  as  frequently  as  it  might  in  a 
man  required  to  perform  more  arduous  physical 
tasks  in  earning  a livelihood.  We  are  also  in- 
clined to  question  the  accuracy  of  certain  his- 
tories where  more  time  and  skill  in  questioning 
would  have  differentiated  digestive  from  coro- 
nary complaints  more  accurately.  Finally,  the 
high  mortality  with  the  first  attack  of  myocar- 
dial infarction  may  have  lowered  the  incidence  of 
longstanding  relative  ischemia  which  usually 
causes  angina. 

We  wish  to  emphasize  again  the  high  incidence 
of  cholelithiasis  in  these  cases  of  acute  myocar- 
dial infarction  because  of  the  tendency  in  recent 
years  to  minimize  the  signs  pointing  to  coronary 
disease  in  women  in  whom  x-rays  reveal  calculi. 
Although  a number  of  patients  have  had  relief 
of  anginal  symptoms  following  cholecystectomy, 
great  diagnostic  skill  is  frequently  required  to 
assign  the  proper  significance  to  the  symptoms 
observed.  The  higher  incidence  of  association 
of  these  two  conditions  suggests  a common  de- 
nominator in  the  cause.  It  would  be  more  pru- 
dent to  consider  a woman  with  cholelithiasis  and 
symptoms  of  coronary  disease  as  a more  likely 
candidate  for  infarction  than  to  take  the  reverse, 
more  optimistic  stand.  However,  we  do  not 
object  to  cholecystectomy  in  very  carefully 
selected  cases. 

Our  figures  relating  to  the  occurrence  of 
thrombi  both  in  the  heart  and  in  other  organs 


and  embolization  resulting  therefrom  show  a 
high  incidence.  In  a large  number  of  our  cases 
death  was  probably  hastened,  if  not  entirely 
caused,  by  embolization,  and  the  prevention  of 
such  accidents  by  anticoagulants  could  be  a 
valuable  aid  in  reducing  at  least  the  immediate 
mortality.  Recent  trends  in  the  wider  use  of 
anticoagulants  in  routine  treatment  of  myo- 
cardial infarction  have  produced  large  series  of 
cases  with  results  which  favor  such  therapy. 

Summary 

1.  An  analysis  is  presented  of  the  findings  in 
37  women  in  whom  necropsy  revealed  coronary 
occlusion  and/or  myocardial  infarction. 

2.  Their  ages  ranged  from  forty-seven  to 
eighty-seven  years,  with  an  average  of  sixty- 
seven  and  seven-tenths  years.  This  coincides 
with  the  findings  in  other  surveys  which  indicate 
that  coronary  artery  disease  in  women  occurs  a 
decade  later  than  in  men. 

3.  Diabetes  mellitus  was  found  in  24.3  per 
cent,  hypertension  in  78  per  cent,  and  either  or 
both  in  a total  of  86.5  per  cent.  The  signifi- 
cance of  this  finding  is  discussed. 

4.  Death  followed  the  first  attack  in  more 
than  50  per  cent.  A history  of  anginal  pain  was 
rarely  obtained,  occurring  in  only  six  patients. 

5.  The  site  and  age  of  infarction  were  tabu- 
lated. In  general,  the  distribution  of  lesions 
in  the  coronary  vessels  follows  the  usual  pattern 
of  predominantly  left  coronary  artery  involve- 
ment. The  frequency  of  thrombus  formation 
in  the  endocardium  with  embolic  manifesta- 
tions has  been  emphasized,  having  been  noted 
in  46  per  cent  of  this  series. 

6.  The  occurrence  of  cholelithiasis  in  12  cases 
points  to  a disturbance  in  fat  metabolism  as  a 
possible  common  denominator  in  its  associa- 
tion with  diabetes  mellitus,  hypertension,  and 
atherosclerosis. 

7.  Coronary  artery  disease  in  women  differs 
from  that  in  men  in  many  respects,  as  indicated 
above.  A further  study  of  these  factors  may 
point  the  way  to  clarification  of  the  etiology  of 
a process  which  has  taken  increasing  death  toll 
in  recent  years. 
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UNUSUAL  REACTIONS  TO  TETANUS  ANTITOXIN 

J.  A.  Mishkin,  M.D.,  Watertown,  New  York 

{From  the  Mercy  Hospital) 


ALTHOUGH  tetanus  toxoid  has  come  to  the 
fore  as  a prophylactic  and  therapeutic 
agent  against  tetanus,  tetanus  antitoxin  is  still 
more  widely  used  throughout  the  world  for  that 
same  purpose.  Unfortunately,  because  of  the 
small  number  of  marked  reactions  to  the  anti- 
toxin, much  too  large  a number  of  medical  men 
have  become  overcourageous  and  have  adminis- 
tered the  antitoxin  without  a previous  test  for 
sensitivity  or  have  not  paid  adequate  attention  to 
the  skin  test.  This  paper  is  presented,  therefore, 
as  a warning  against  the  further  practice  of  giving 
tetanus  antitoxin  without  proper  delineation  of  a 
previously  performed  skin  test. 

Briefly,  it  is  well  known  that  the  antitoxin  is 
derived  from  the  serum  of  a horse  which  has  pre- 
viously received  a nonlethal  dose  of  tetanus  toxin. 
The  undue  reactions  which  occasionally  appear 
after  inoculation  of  tetanus  antitoxin  are  due  not 
to  the  tetanus  toxin  but  to  the  serum  of  the 
horse.  A large  percentage  of  the  population  is 
allfergic  to  horse  serum,  some  individuals  more 
than  others  and  particularly  those  who  have  been 
in  contact  with  horses — farmers,  horse  dealers, 
tanners,  etc. 

Allergic  reactions  to  serum  may  be  immediate 
or  delayed,  local  or  general.  Serum  disease  which 
may  be  expected  in  about  15  per  cent  of  cases  is 
characterized  by  the  fact  that  it  occurs  in  normal 
persons  without  a history  of  previous  serum  injec- 
tion and  that  an  incubation  period  is  necessary 
before  the  development  of  symptoms.  Artificial 
serum  allergy  is  seen  in  those  normal  persons  who 
have  become  sensitized  because  of  a previous 
injection  of  serum  and  maybe  expected  inabout  50 
per  cent  of  such  cases.  Natural  serum  allergy 
occurs  in  those  individuals  who  give  a family  his- 
tory of  allergy  and  is  extremely  rare,  occurring 
only  once  in  70,000  serum  injections. 

It  is  necessary  to  determine  whether  or  not  the 
patient  is  sensitive  to  horse  serum,  or  to  bovine 
serum  if  the  latter  is  to  be  employed.  The  his- 


tory, physical  examination,  and  sensitivity  tests 
assist  in  diagnosing  a state  of  serum  hypersensi- 
tivity. 

Sensitivity  tests  must  be  carried  out  each  time 
serum  is  to  be  given.  The  information  supplied 
by  sensitivity  tests  is  valuable  but  by  no  means 
infallible,  and  the  various  tests  differ  in  their 
degree  of  sensitivity  and,  therefore,  in  their  prac- 
tical significance.  The  ophthalmic  test,  although 
not  so  sensitive  as  the  skin  test,  is  a more  reliable 
means  of  predicting  the  occurrence  of  acute  reac- 
tions. On  the  other  hand,  the  skin  tests  fre- 
quently detect  states  of  sensitivity  which  are  not 
of  clinical  significance.  Obviously,  the  results 
of  the  various  tests  must  be  correlated  with  the 
history  and  physical  examination. 

In  performing  the  intracutaneous  test,  0.1  ml. 
of  a 1 : 100  dilution  of  serum  in  sterile  physiologic 
salt  solution  is  injected  intradermally.  A posi- 
tive local  reaction  consists  of  an  area  of  edema 
about  V*  inch  in  diameter  with  a surrounding 
erythema,  frequently  with  pseudopodia  extending 
from  the  wheal.  It  is  said  that  the  sooner  the 
local  reaction  appears  the  greater  the  sensitivity. 
The  size  of  the  reaction  does  not  indicate  the 
degree  of  sensitivity,  merely  that  sensitivity 
exists. 

The  ophthalmic  test  is  made  by  placing  a drop 
of  serum  diluted  1:10  in  the  conjunctival  sac. 
If  redness,  burning,  and  itching  occur  in  ten 
minutes,  a marked  state  of  sensitivity  is  said  to 
be  present. 

Case  Reports 

Case  1. — E.  B.,  age  twenty-seven,  a white  woman, 
ran  a nail  into  the  lateral  aspect  of  her  left  foot  on 
November  14,  1942.  The  puncture  wound  was 
opened  and  cauterized.  After  a negative  skin  test, 
1,500  units  of  tetanus  antitoxin  were  given  sub- 
cutaneously. On  November  18  she  suddenly  de- 
veloped pain  in  the  back  of  her  neck,  enlargement  of 
the  axillary  glands,  chills,  and  fever.  She  had  com- 
plained of  lethargy  and  malaise  during  the  preceding 
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two  days.  Examination  revealed  a semicomatose 
woman  whose  face  was  flushed  and  whose  skin  was 
moist.  Temperature  was  97.8  F.  by  rectum,  pulse 
140  per  minute,  respirations  36  per  minute  shallow 
and  rapid,  and  blood  pressure  was  100/80.  Pupils 
were  normal,  neck  was  stiff,  Kernig  and  Brudzinski 
signs  were  positive,  deep  reflexes  were  active  and 
equal,  Babinski  signs  were  negative,  and  sensory 
status  was  intact.  There  was  no  evidence  of  motor 
impairment.  Adrenalin  by  hypodermic  injection, 
ephedrine  sulfate  by  mouth,  and  calcium  gluconate 
intravenously  relieved  the  symptoms  within  one-half 
hour.  On  the  next  day  she  developed  generalized 
urticaria  which  cleared  up  two  days  later  without 
any  other  untoward  symptoms. 

This  patient  represents  the  usual  type  of  reaction 
to  tetanus  antitoxin  accompanied,  however,  by  a 
form  of  meningismus,  undoubtedly  on  an  allergic 
basis.  The  syndrome  of  fever,  chills,  adenopathy, 
arthralgia,  and  urticaria  usually  manifests  itself 
about  five  to  seven  days  after  the  injection  of  serum. 
Lyall  and  Murdick  in  an  analysis  of  1,000  cases 
receiving  New  York  State  tetanus  antitoxin  showed 
that  general  reactions  were  much  greater  in  those 
persons  with  a history  of  previous  injection  of  serum 
than  in  those  with  no  such  history.1  The  incidence 
was  36.6  per  cent  in  the  former  as  compared  to  18.2 
per  cent  in  the  latter.  This  case  belongs  to  the 
series  of  patients  who  had  not  received  any  previous 
serum  and  is  classified  as  serum  disease. 

Case  2. — F.  M.,  age  forty-five,  a white  man, 
stepped  on  a nail  on  May  27,  1942,  inflicting  a punc- 
ture wound  on  the  left  foot.  The  wound  was  taken 
care  of  in  the  usual  manner,  and  because  the  skin 
test  with  New  York  State  tetanus  antitoxin  was 
markedly  positive,  no  serum  was  given.  The  follow- 
ing day  the  right  forearm,  at  the  site  of  the  skin  test, 
became  very  swollen,  red,  hot,  indurated,  and  did  not 
pit  on  pressure.  This  swelling  increased  tremen- 
dously so  that  on  May  29  it  extended  from  his 
shoulder  down  to  the  tips  of  his  fingers.  He  also 
began  to  complain  of  marked  local  prurijis.  Tem- 
perature, pulse,  and  respiration  remained  normal. 
Bed  rest,  elevation  of  the  arm,  Burow  solution  wet 
dressings,  and  7 minims  of  adrenalin  hypodermically 
every  four  hours  finally  brought  the  swelling  down 
to  normal  three  days  later. 

This  case  represents  the  most  marked  local  reac- 
tion to  a skin  test  with  tetanus  antitoxin  that  I have 
ever  seen  or,  probably,  that  has  ever  been  reported 
in  the  literature.  Although  he  had  never  received 
any  previous  injections  of  serum  or  antitoxin,  he  had 
formerly  been  a dealer  of  horses  and  had  had  to  give 
up  his  trade  because  of  so-called  “eczema”  resulting 
from  the  handling  of  the  horses. 

Case  3. — L.  T.,  age  thirty-eight,  a white  man,  cut 
the  dorsum  of  his  right  index  finger  with  a machine 
tool  on  May  12,  1943.  The  wound  was  cleansed 
and,  after  a negative  skin  test  1,500  units  of  New 
York  State  tetanus  antitoxin  were  given  subcutane- 
ously. Five  days  later  he  developed  axillary  adeni- 
tis and  urticaria.  This  was  relieved  within  three 
days,  following  several  injections  of  adrenalin.  On 
May  20,  the  patient  complained  of  severe  sharp  pain 
in  the  right  arm  which  was  not  relieved  by  sedation. 


The  pain  became  worse  and  involved  the  entire 
right  shoulder  girdle  radiating  to  the  side  of  the  neck 
and  to  the  occiput.  This  was  accompanied  by  an 
inability  to  use  the  arm.  Temperature,  pulse,  and 
respiration  remained  normal.  The  pathology  was 
limited  to  the  right  shoulder  girdle.  The  arm  hung 
limply  at  the  side  and  could  not  be  abducted  or  ro- 
tated outward.  There  was  loss  of  pinprick  sensation 
on  the  outer  side  of  the  arm.  The  biceps,  brachio- 
radialis  and  brachialis  anticus  muscles  were  flaccid 
and  showed  occasional  fibrillary  twitchings.  Biceps 
jerks  were  absent  on  the  right  side.  Flexion  at  the 
elbow  was  absent,  but  movement  of  the  hand  and 
fingers  was  normal.  Spinal  tap  was  normal,  but  a 
mild  blood  eosinophilia  of  8 per  cent  was  present. 
The  marked  pain  disappeared  after  six  hours,  leaving 
a mild  ache  for  about  two  days.  Full  power  in  the 
right  shoulder  girdle  returned  to  normal  two  weeks 
after  the  onset. 

This  case  represents  an  Erb  Duchennc  type  of 
involvement  of  the  brachial  plexus,  namely,  the  fifth 
and  sixth  cervical  roots.  This  is  the  most  frequent 
type  of  polyneuritis  following  an  injection  of  tetanus 
antitoxin.  Most  of  these  cases  of  radiculitis  have 
been  reported  from  the  continent,  chiefly  France.2-6 
To  date,  a little  over  a hundred  cases  have  been  re- 
ported in  the  literature.  Peculiarly  enough,  the 
right  shoulder  girdle  is  involved  more  often  than  the 
left.  It  is  more  apt  to  occur  in  individuals  who  had 
serum  injections  previously  and  in  adults  rather 
than  children.  According  to  Chavany  and  Askenazy , 
the  amount  of  serum  injected  plays  no  part  in  the 
ensuing  reaction.2  The  prognosis  is  usually  good, 
but  the  more  severe  cases  may  persist  for  one  to  two 
years. 

Every  physician  has  had  cases  which  have 
developed  some  form  of  reaction  to  tetanus  anti- 
toxin. As  a rule,  these  after-effects  are  mild  and 
annoying,  but  at  times  the  reactions  are  more 
severe  as  in  cases  2 and  3.  There  have  even  been 
deaths  reported  on  an  anaphylactic  basis  but, 
fortunately,  these  cases  are  rare. 

Although  the  physician  should  be  aware  of  the 
different  types  of  reactions  to  serum,  these  unde- 
sirable side-effects  should  not  deter  him  from 
administering  the  antitoxin  to  the  required  cases. 
With  proper  desensitization  in  the  sensitive  cases 
and  with  the  use  of  adrenalin,  ephedrine  sulfate 
and  like  derivatives,  and  the  newer  antihistamine 
drugs,  most  of  these  cases  can  be  treated  ade- 
quately and  rapidly. 
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CLINICAL  PATHOPHYSIOLOGY  OF  THERAPEUTIC  EXERCISES 

Hans  Kraus,  M.D.,  New  York  City 

{From  the  Department  of  Physical  Therapy,  Vanderbilt  Clinic,  Columbia-Presbyterian  Medical  Center) 


» 

EXERCISES  have  gradually  become  one  of  the 
most  important  modalities  of  physical  medi- 
cine. This  is  mainly  due  to  the  fact  that  they  can 
help  to  restore  or  improve  function.  There  are 
two  main  groups  of  therapeutic  exercises : general 
therapeutic  exercises,  the  aim  of  which  is  to  im- 
prove metabolism,  general  muscle  status,  circula- 
tion, breathing,  etc.,  and  exercises  to  improve 
more  or  less  localized  conditions,  i.e.,  exercises 
whose  main  aim  is  to  affect  the  muscle  status  of 
more  or  less  localized  body  regions.  It  is  this 
latter  group  which  is  to  be  discussed  here.  This 
group  includes  exercises  for  poliomyelitis,  cerebral 
palsy,  posture,  traumatic  conditions,  and  local 
arthritic  conditions.  In  other  words  it  includes 
numerous  orthopedic  and  neurologic  and  certain 
medical  indications. 

Therapeutic  exercises  were  introduced  to  this 
country  by  Dr.  G.  H.  Taylor  with  the  publication 
of  his  book,  Exposition  of  the  Swedish  Movement 
Cure.  While  this  book  presents  an  over-all  view 
of  the  various  fields  in  which  exercises  are  used,  we 
are  presently  in  a period  of  super  specialization. 
The  trend  toward  singling  out  special  systems  of 
exercise  therapy  for  special  conditions  is  very 
definite.  It  is  deplorable  that  exercise  therapy, 
which  can  be  a valuable  part  of  the  therapeutic 
armamentarium,  has  been  divided  into  a number 
of  individual  therapeutic  fields  (posture  work, 
cerebral  palsy  work,  infantile  paralysis  work, 
traumatic  work).  This  branching  off  into  differ- 
ent fields  of  exercise  therapy  has  real  drawbacks. 

Physical  therapists  trained  in  only  one  of  these 
fields  will  be  less  capable  in  others.  They  are 
prone  to  apply  the  principles  of  their  own  field  to 
whatever  problem  they  may  encounter.  They 
lose  contact  with  the  general  problem  of  muscle 
development,  and  the  individual  “systems”  freeze, 
sacrificing  the  chance  to  improve  and  absorb  new 
progress.  Furthermore,  individual  systems  tend 
to  develop  “followers”  who  demonstrate  an 
emotional,  and  almost  religious,  fervor  in  the  sup- 
port of  their  adopted  technics. 

Far-reaching  specialization  is  not  possible  in 
small  communities.  A handful  of  persons  or 
perhaps  only  a single  individual  may  have  to 
cope  with  all  the  problems  of  therapeutic  exer- 
cises, and  for  this  reason  we  need  therapists  and 
doctors  in  physical  medicine  with  good  general 
backgrounds.  It  has,  therefore,  been  our  aim  to 
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establish  common  denominators  for  exercise 
treatment  and  its  prescription — common  denom- 
inators which  may  serve  as  indications  in  the  vari- 
ous fields  of  application  of  therapeutic  exercise. 

We  feel  that  an  exercise  prescription  should  be 
written  and  filled  as  accurately  as  any  prescrip- 
tion for  a highly  potent  drug.  It  should  be  based 
on  proper  analysis  of  the  motor  deficiency  requir- 
ing treatment.  This  analysis  should  not  only 
include  a defining  of  the  groups  of  muscles  requir- 
ing treatment  but  the  type  of  muscle  deficiency. 
It  should  include  quality  and  quantity  of  exercise 
desired. 

In  an  attempt  to  establish  common  denomina- 
tors for  an  exercise  treatment  we  will  carry  our 
analysis  of  muscle  function  only  to  a point  where 
the  elements  defined  can  be  used  directly  as  a 
basis  for  exercise  prescription.  Anything  more 
complicated  would  be  valueless  for  such  a pur- 
pose. 

For  a rough  working  analysis  it  will  be  sufficient 
to  differentiate  three  functional  basic  qualities  of  a 
muscle:  (1)  muscle  power,  the  ability  of  the 
muscle  to  overcome  resistance  and  to  lift  or  hold 
weights,  according  to  its  ability  to  contract;  (2) 
elasticity,  the  ability  of  the  muscle  to  relax  the 
state  of  contraction  and  actively  adapt  itself  to 
varying  lengths  without  straining  its  fibers,  and 
(3)  coordination,  the  correct  play  of  muscle 
power  (1)  and  elasticity  (2)  relative  to  a time  unit. 
We  realize  that  these  basic  qualities  are  a gross 
oversimplification,  but  they  constitute  the  three 
main  aspects  of  muscle  action  which  can  be  trans- 
lated directly  into  an  exercise. 

The  leading  principle  for  all  exercise  work  is  the 
fact  that  the  muscle  will  develop  exactly  the 
quality  which  is  demanded  by  the  performance 
of  the  particular  exercise.  Thus,  if  a muscle  is 
called  on  to  lift  weights,  to  increase  its  contrac- 
tion, its  ability  to  contract  and  its  power  will  be 
increased;  if  a muscle  is  made  to  relax,  to  give  up 
tenseness,  to  increase  its  length,  its  elasticity  will 
be  increased ; if  a muscle  is  called  upon  to  function 
properly  in  relation  to  other  muscles,  its  coordina- 
tion will  be  improved. 

Another  principle  in  prescribing  therapeutic 
exercises  is  the  fact  that  only  sufficient  repetition 
of  a sufficiently  difficult  task  will  cause  the  muscle 
to  increase  whatever  property  is  demanded  of  it. 
Let  us  call  this  requirement  “exercise  value.” 
Since  only  a certain  number  of  minutes  every  day 
will  be  available  for  exercise,  it  is  vital  to  use  all 
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this  time  for  necessary  movements  and  to  stand- 
ardize these  movements  in  order  to  concentrate 
on  the  muscles  requiring  treatment.  In  most 
cases  it  is  also  important  to  avoid  fatigue  and  pain. 

The  form  of  an  exercise  is  the  sum  total  of  the 
following  elements:  muscles  involved  in  the 

movement,  the  qualities  of  muscle  function  neces- 
sary for  the  movement,  the  speed  of  performance, 
rest  periods  between  performances,  range  of  move- 
ment and  intensity,  and  effort  employed. 

Individual  Types  of  Exercise 

Power. — The  maximum  weight  which  can  be 
lifted  by  a muscle  indicates  its  absolute  muscle 
power.  The  length  of  time  during  which  this 
weight  can  be  lifted  a consecutive  number  of  times 
indicates  the  endurance.  This  period  will  obvi- 
ously be  longer  for  a weight  that  is  less  than  the 
maximum  capacity. 

Exercises  leading  to  muscle  power  are  those 
which  require  the  lifting  of  a weight  or  the  over- 
coming of  resistance  which  may  be  represented  by 
the  weight,  or  partial  weight,  of  the  body  region 
moved  by  the  muscle.  Whenever  the  muscle  is 
too  weak  to  manage  the  full  weight  of  the  body 
region  or  when  the  synergists  of  a muscle  are  not 
able  to  give  it  adequate  help,  outward  assistance 
must  be  given.  This  may  take  the  form  of  sup- 
port by  the  hands  of  a second  person,  the  buoyant 
effect  of  water  in  which  the  part  is  immersed,  or 
support  by  the  hands  of  the  patient  himself.  Re- 
sistance to  the  muscle  contraction  may  be  provided 
by  some  other  person  or  by  mechanical  device. 

The  quantity  of  weight  to  be  lifted,  the  resist- 
ance to  the  movement,  and  the  time  of  applica- 
tion of  the  exercise  must  be  increased  gradually. 
Experiments  registering  the  maximum  weight- 
lifting capacity  of  normal  persons  have  shown  that 
the  maximum  weight  that  could  be  lifted  was  less 
on  the  second  and  third  days  than  on  the  first. 
The  fourth  and  fifth  days  brought  a gradual  in- 
crease. It  took  the  subjects  of  the  experiment 
approximately  six  days  to  a week  to  regain  the 
weight-lifting  capacity  of  the  first  day  of  training. 
From  then  on  a gradual  gain  over  the  initial  capac- 
ity was  observed. 

Power-building  exercises  should,  therefore,  be- 
gin on  a gradually  increasing  scale  so  that  the 
negative  phase  can  be  avoided.  They  should  be 
performed  regularly,  since  exercising  once  or  twice 
a week  will  barely  maintain  the  status  quo.  As 
soon  as  the  patient  can  return  to  his  daily  work, 
normal  use  will  keep  the  muscle  at  the  required 
level  of  efficiency.  It  must  be  emphasized,  how- 
ever, that,  unless  the  limb  which  has  been  treated 
is  quite  ready  for  normal  use,  there  will  always  be 
a tendency  on  the  part  of  the  patient  to  favor  it,  in 
which  case  he  will  not  find  the  necessary  amount 


of  exercise  in  his  daily  occupation  and  will  lapse 
into  a lower  level  of  muscle  power. 

Overtaxing  muscle  power,  especially  in  the  ini- 
tial stage  of  treatment,  will  result  in  discomfort 
and  pain,  not  only  in  the  affected  muscles  but 
often  in  affiliated  muscle  groups.  Muscle  spasm 
will  set  in  or  will  be  increased,  and  limitation  of 
motion  will  result. 

As  previously  stated,  muscle  power  is  based  on 
the  ability  of  a muscle  to  contract.  The  word 
contraction  is  a misnomer,  since  the  main  criterion 
of  contraction  is  not,  as  the  word  implies,  shorten- 
ing, but  increase  of  tension  of  the  muscle.  Con- 
traction can,  as  a matter  of  fact,  be  associated 
with  shortening  of  the  muscle  (concentric  contrac- 
tion), or  it  can  be  associated  with  lengthening  of 
the  muscle  (eccentric  contraction),  or  again  no 
change  in  length  may  occur  at  all  (isometric  con- 
traction). In  isometric  contraction  no  move- 
ment results,  but  the  increase  of  muscle  tension 
may  be  effective  as  holding  power.  It  is  impor- 
tant to  be  aware  of  these  different  types  of  muscle 
power-building  movements  in  order  to  prescribe 
the  right  type  of  therapeutic  exercise.  The  fol- 
lowing examples  will  serve  to  illustrate  concentric, 
eccentric,  and  isometric  forms  of  contraction. 

(а)  The  flexors  of  the  elbow  may  increase 
in  tension  and  decrease  in  length  when  the 
elbow  is  actively  flexed.  This  is  “concentric” 
contraction. 

(б)  The  flexors  of  the  elbow  may  increase  in 
tension  to  the  maximum  of  their  capacity 
against  an  overpowering  pull  by  an  outside 
force  in  the  opposite  direction.  The  elbow  will 
be  forced  from  a flexed  to  a stretched  position 
in  spite  of  increased  muscle  tension  in  the  flex- 
ors. This  will  result  in  increased  tension  and 
increased  length  in  the  elbow  flexors.  This  is 
“eccentric”  contraction. 

(c)  The  flexors  of  the  elbow  may  be  con- 
sciously made  to  increase  in  tension,  as  in  a 
muscle  setting  exercise,  without  any  movement 
resulting  at  the  elbow  and  without  change  in 
muscle  length.  This  is  “isometric”  contrac- 
tion. 

Elasticity. — Total  elasticity  is  the  ability  to 
give  up  contraction  and  to  decrease  tension,  plus 
the  mechanical  ability  to  yield  to  passive  stretch- 
ing. The  first,  physiologic  elasticity — the  giving 
up  of  contraction  (relaxation) — may  be  observed 
in  three  forms,  depending  on  the  relation  between 
the  length  and  tension  of  a muscle.  These  are 
counterparts  to  the  three  forms  of  muscle  contrac- 
tion described  under  muscle  power.  Concentric 
relaxation,  in  which  decrease  of  tension  is  as- 
sociated with  decrease  of  length,  is  a condition 
present  in  a relaxed  passive  movement  in  which 
insertion  and  origin  of  the  muscle  are  approxi- 
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mated.  Eccentric  relaxation  is  release  of  tension 
combined  with  increase  in  length,  the  common 
procedure  in  normal  aetive  movement.  Isomet- 
ric relaxation  is  the  release  of  tension  without  a 
corresponding  increase  in  length.  No  movement 
results,  but  the  tension  of  the  muscle  is  decreased. 
The  following  are  examples  of  the  three  forms  of 
muscle  relaxation. 

(а)  The  flexors  of  the  elbow  may  be  con- 
sciously fully  relaxed  or  decontracted  while  the 
elbow  is  passively  carried  from  a position  of 
extension.  This  is  “concentric  decontraction” 
(concentric  relaxation). 

(б)  The  flexors  of  the  elbow  may  be  re- 
laxed (decontracted)  and  lengthened  when  the 
elbow  is  being  stretched  from  a flexed  position 
to  full  extension.  This  is  “eccentric  decontrac- 
tion” (eccentric  relaxation). 

(c)  The  flexors  of  the  elbow  may  be  con- 
sciously fully  relaxed  without  any  movement  at 
the  elbow  joint  and  without  change  in  muscle 
length.  This  is  “isometric  decontraction” 
(isometric  relaxation) . 

Physiologic  elasticity  may  be  diminished  by 
impairment  of  a muscle’s  ability  actively  to  re- 
lease tension.  This  is  the  case  in  spasticity 
caused  by  lesion  of  the  upper  motor  neuron.  The 
muscle  reacts  to  an  excess  of  stimuli  reaching  it 
via  the  spinal  cord  by  contracting.  It  does  not 
relax  when  its  antagonists  contract  but  responds 
to  contractions  of  its  antagonists  with  contraction. 
Normally,  a muscle  should  give  up  contraction, 
even  before  the  antagonist  contracts,  and  thereby 
release  motion.  In  a case  of  spasticity  such  as 
found  in  hemiplegia,  spinal  cord  lesions,  and  in  the 
spastic  types  of  cerebral  palsy,  relaxation  is  the 
first  aim. 

An  entirely  different  approach  is  necessary  in  a 
case  of  painful  muscle  spasm  such  as  is  seen  in 
acute  trauma  or  infantile  paralysis.  Here,  relief 
of  pain  is  the  first  step  toward  normal.  Only 
after  local  relief  of  pain  has  been  obtained  is  the 
second  step  taken.  In  other  words,  the  first  step 
consists  of  an  attempt  to  release  contraction 
through  low-grade  local  relaxation  exercises. 

If  the  elasticity  of  a muscle  is  diminished  in  a 
physical  sense,  that  is,  if  the  muscle  is  physically 
foreshortened,  this  state  must  be  treated  with 
active  or  passive  stretching  of  the  muscle  contrac- 
ture. 

When  giving  power-building  exercises  as  well  as 
exercises  to  increase  elasticity  and  coordination, 
the  need  for  a warm-up  must  be  considered. 
Recently,  it  has  been  shown  that  a muscle  does 
not  function  with  maximal  efficiency  unless 
warmed  up  by  work  or  deep  heat  to  a slightly  lesser 


extent.  This  has  been  shown  by  measuring  the 
muscle  temperature  and  at  the  same  time  compar- 
ing the  efficiency  in  a series  of  normal  persons. 

Coordination. — Coordination  is  the  well-timed 
and  well-balanced  aggregate  functioning  of 
several  muscles  in  a given  movement.  The  func- 
tion of  a group  of  muscles  is  well  balanced  if  the 
necessary  degree  of  contraction  is  matched  by  an 
adequate  degree  of  decontraction  in  the  antago- 
nists. 

Normal  movements  of  joints  are  produced  by 
the  concerted  action  of  several  muscles.  The 
actions  of  these  muscles  consist  of  contractions  of 
one  group  and  decontractions  of  another. 
Changes  of  muscle  length  and  tone  occur  in  vary- 
ing degrees.  The  simplest  movement,  therefore, 
is  a combination  of  many  different  muscle  actions 
by  several  muscles  and  groups  of  muscles.  This 
combination  of  muscle  actions  constitutes  a move- 
ment pattern. 

In  all  the  previously  described  disturbances  of 
muscle  power  and/or  elasticity,  the  affected 
muscle  will  not  be  able  to  cooperate  in  a well- 
timed  and  well-balanced  way  with  its  synergists 
and  antagonists.  If  its  dysfunction  is  of  minor 
degree,  this  disability  may  be  hidden  by  other 
compensating  muscles.  When  it  is  severe  enough 
to  be  apparent,  it  results  in  poor  or  lacking  co- 
ordination— incoordination.  This  incoordina- 
tion will  be  more  obvious  as  the  movement  pat- 
terns become  more  complicated. 

With  power  and  elasticity  perfect,  coordination 
can  still  be  impaired  if  timing  and  quantitative 
cooperation  of  some  muscles  are  not  functioning 
correctly.  Lesions  of  the  central  nervous  sys- 
tem and  of  the  organs  of  equilibration  are  possible 
causes  for  this  malfunction.  If  motor  patterns 
cannot  be  established  or  have  been  forgotten, 
the  symptoms  of  “incoordination”  may  be  ap- 
parent. This  is  true  physiologically  when  learn- 
ing new  skills. 

Conclusion 

It  is  difficult  at  this  time  to  establish  a satis- 
factory scientific  approach  for  therapeutic  exer- 
cises. It  is,  however,  entirely  possible  to  estab- 
lish a few  common  denominators  for  the  whole 
field  of  therapeutic  exercises  on  the  basis  of  known 
physiologic  and  pathologic  facts.  While  these 
common  denominators  cannot  be  considered  final, 
they  may  have  a temporary  value  as  a clinical 
approach  for  the  prescription  of  therapeutic  exer- 
cise. They  constitute  an  attempt  to  give  a ra- 
tional approach  to  exercise  therapy  and  to  avoid 
overspecialization  in  the  various  subdivisions. 


SURFACE-ACTIVE  SOLVENTS  IN  TOPICAL  ANTIBIOTIC  THERAPY 
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Cold  Spring  Harbor,  New  York 

(From  the  Grace  Clinic  and  the  Biological  Laboratories,  Cold  Spring  Harbor ) 


WE  HAVE  shown  in  a series  of  previous 
publications  that  improved  clinical  re- 
sults may  often  be  obtained  if  therapeutic  meas- 
ures are  directed  toward  increasing  topical  con- 
tact between  bacterial  pathogens  and  an  appro- 
priate antibiotic.1-4  To  this  end  the  use  of  100  ml. 
of  0.1  per  cent  dioctyl  ester  of  sodium  sulfosucci- 
nate  (aerosol  O.T.)  as  a solvent  for  1,000,000 
units  of  penicillin  was  designed  to  further  the 
penetration  of  the  antibiotic  into  osteomyelitis 
lesions.  The  arrest  of  drainage  in  cases  of 
chronic  osteomyelitis,  previously  treated  un- 
successfully by  almost  all  conventional  methods, 
led  to  a more  extended  investigation  of  this  sim- 
ple and  conservative  method  of  treatment.  It 
was  observed  that  the  activity  of  penicillin  was 
greatly  enhanced  in  the  presence  of  aerosol  O.T. 
or  zephiran  chloride,  aqueous  solution,  surface- 
active  synergists.** 

Particularly  important  in  multiple  chemo- 
therapy is  the  probable  lack  of  opportunity  for 
the  development  of  resistant  bacterial  strains  as 
observed  in  correlated  laboratory  studies  and 
as  found  by  other  investigators.4  Since  the 
great  problem  of  resistant  bacterial  strains  is 
assuming  increased  clinical  significance,  atten- 
tion must  be  directed  toward  the  manner  of  ori- 
gin and  the  control  of  resistant  organisms.  All 
patients  treated  with  a single  antibiotic  will 
not  necessarily  develop  resistant  strains,  but 
the  opportunity  for  such  an  occurrence  be- 
comes increasingly  great  as  patients  with  chronic, 
protracted,  supperative  disease  continue  from 
day  to  day  on  inadequate  regimes  of  penicillin 
or  streptomycin. 

Failure  to  understand  the  few  elementary  con- 
cepts concerning  the  origin  and  control  of  re- 
sistant forms  of  bacteria  may,  in  fact,  seriously 
diminish  the  efficiency  of  therapy.  These  sim- 
ple concepts  may  be  summarized  as  follows: 
Resistant  bacteria  originate  spontaneously  by  a 
process  of  mutation,  or  genetic  change,  and  a 
few  of  them  may  be  found  in  any  large  collection 
of  so-called  sensitive  cells.  Their  origin  does  not 
depend  on  the  presence  of  a drug  against  which 
resistance  is  acquired.  Resistant  strains  are 
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found  after  prolonged  programs  of  therapy  merely 
because  the  therapeutic  drug  may  act  as  a selec- 
tive agent,  eliminating  the  sensitive  cells  but  in- 
capable of  eradicating  the  more  resistant  vari- 
ants. The  chance  that  resistant  bacteria  will 
anise  is  greatly  reduced  if  more  than  one  anti- 
bacterial agent  is  used.  By  the  simultaneous  use 
of  several  antibiotic  or  germicidal  substances  any 
cell  which  becomes  resistant  to  one  component 
will  remain  vulnerable  to  another  component, 
providing  the  modes  of  action  of  different  com- 
ponents are  sufficiently  specific  so  that  no  over- 
lapping protection  is  afforded  by  a genetic  change. 
The  activity  of  penicillin  in  vitro  is  synergistically 
enhanced  by  the  presence  of  some  detergents. 
We  have  observed  a definite  synergism  of  peni- 
cillin with  9-amino  acridine  hydrochloride  and 
streptomycin  using  Staphylococcus  aureus  among 
other  test  organisms. 

With  these  principles  of  the  control  of  resist- 
ance in  mind,  together  with  the  obvious  ad- 
vantages of  synergism  and  reduced  surface  ten- 
sion apparent  in  antibiotic  detergent  solutions, 
we  have  used  surface-active  antibiotic  solutions 
by  inhalation  or  local  application  in  a variety  of 
clinical  problems  with  the  results  to  be  reported. 

In  presenting  the  following  cases,  we  would 
like  to  emphasize  that  each  of  these  patients  has 
previously  had  the  benefit  of  all  modern  forms 
of  therapy  with  unsatisfactory  results.  The 
present  cures  now  obtained  must,  therefore,  be 
entirely  credited  to  the  above-mentioned  plan  of 
therapy.  The  potential  magnitude  of  this  rela- 
tively simple  method  for  coping  immediately  with 
the  numerous  problems  of  pulmonary  tuberculo- 
sis is  clearly  obvious,  and  ajil  forms  of  collapse 
therapy  should  be  re-evaluated  in  the  light  of 
these  data. 

Chronic  Osteomyelitis 

It  would  seem  at  least  possible  to  assume  that 
we  would  obtain  enhanced  penetration  of  osteo- 
myelitic lesions  by  using  a detergent  solvent  with 
penicillin  in  infected  bone  in  humans.  Neverthe- 
less, a fundamental  of  this  entire  problem  of  topi- 
cal therapy  for  all  suppurative  disease  was  predi- 
cated on  our  experimental  work  on  the  freshly 
excised  femur  of  rabbits  in  which  was  observed 
the  enhanced  penetration  of  0.1  per  cent  methyl 
green  in  surface-active  solution.  Therefore,  we 
felt  that  curing  hopeless  cases  of  chronic  osteo- 
myelitis in  humans  would  represent  a very  firm 
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foundation  to  launch  this  newer  concept  of  anti- 
biotic therapy. 

In  preliminary  reports  we  have  shown  that 
osteomyelitis  can  be  cured  by  this  method.1-3 
We  will  briefly  report  five  of  the  most  difficult 
cases  sent  to  us,  involving  different  anatomic  types 
of  chronically  infected  bones — long  bones,  skull, 
spine,  and  knee  joint. 

Case  Reports 

Case  1. — This  patient  had  a chronic  osteomyelitis 
of  the  right  tibia  of  fifty  years  duration  with  two 
chronic  sinuses,  now  closed  after  topical  germicidal 
detergent  antibiotic  therapy  of  aerosol  O.T.  with 
penicillin,  administered  every  four  hours  night  and 
day  for  ten  days.  Infecting  organism  was  Staphylo- 
coccus aureus. 

Case  2. — A twenty-six-year-old  western  rancher 
had  chronic  osteomyelitis  of  twenty-five  years  dura- 
tion involving  the  distal  portion  of  the  left  tibia. 
The  frequent  trauma  to  this  leg  associated  with 
herding  cattle  would  often  be  associated  with  a 
fracture  of  the  tibia  in  its  midportion,  probably  due 
to  the  chronic  osteomyelitis  at  the  distal  portion. 
Osteomyelitis  was  closed  by  topically  applied  deter- 
gent germicidal  aerosol  O.T.  therapy,  administered 
every  four  hours  night  and  day  for  ten  days.  In- 
fecting organism  was  hemolytic  Staphylococcus 
aureus. 

Case  S. — This  patient  had  bad  left-sided  facial 
deformity  secondary  to  chronic  osteomyelitis  of  the 
frontal  bone  nasal,  maxillary,  and  ethmoid  with 
numerous  (probably  five)  purulent  fistulas  closed. 
The  detergent  zephiran  chloride,  aqueous  solution, 

1 : 1,000,  with  penicillin  was  used  in  this  patient  be- 
cause of  the  proximity  to  the  eyes.  Administered 
every  four  hours  night  and  day  for  ten  days.  In- 
fecting organism  was  Staphylococcus  aureus. 

Cose  4 • — Patient  has  osteomyelitis  of  the  spine, 
ileum,  sacrum,  and  sacroiliac  joint  of  fifteen  years 
duration.  Aerosol  O.T.  was  administered  with  peni- 
cillin in  August,  1946.  The  discharge  did  not  en- 
tirely disappear.  When  seen  again  on  July,  1947, 
the  patient  showed  improvement  about  95  per  cent 
better  than  prior  to  treatment.  A second  course  of 
therapy  with  aerosol  wash  containing  500,000  units 
penicillin  plus  500,000  units  of  streptomycin  was 
started  in  August,  1947.*  The  patient  was  in- 
structed to  instill  1 ml.  every  three  hours  night  and 
day  for  five  days  through  a ureteral  catheter.  The 
sinus  closed  promptly  after  a cessation  of  therapy  and 
has  remained  so.  Infecting  organism  was  Staphylo- 
coccus aureus. 

Case  5. — This  patient,  a veteran  injured  by  shrap- 
nel going  through  the  upper  end  of  the  right  tibia  and 
fibula,  was  under  treatment  for  three  years  and  dis- 
charged from  the  veteran's  hospital  with  war  injury 
still  draining,  and  increased  evidence  of  joint  in- 


*  Aerosol  wash:  Aerosol  O.T. — 0.68  per  cent  dioctyl  ester 
of  sodium  sulfosuccinate;  Aerosol  No.  22 — 0.08  per  cent 
N-octadecyl,  N(l-2  dicarboxyethyl)  tetrasodium  sulfosuc- 
cinate with  preservatives:  distilled  water;  q.s.  ad.  100  per 
cent  V. 


volvement  of  bones  and  limitation  of  motion  of 
joint.  The  lesion  is  now  closed  with  function  of 
knee  joint  90  per  cent  normal.  Aerosol  O.T.  with 
penicillin  administered  every  four  hours  night  and 
day  for  ten  days.  Infecting  organism  was  hemo- 
lytic Staphylococcus  aureus. 

Our  series  of  cases  comprised  35  patients 
treated  with  germicidal  detergent  solvents  with 
penicillin.  The  five  cases  noted  above  are  typi- 
cal for  22  patients  of  the  entire  series.  Of  the 
remaining  13  cases  in  the  series,  seven  are  im- 
proved and  want  no  further  therapy  but  still  have 
some  discharge,  and  six  are  unimproved.  These 
six  cases  were  among  some  of  the  earliest  cases 
treated.  It  is  conceivable  that  a combination  of 
factors — inexperience,  inadequate  supply  of  de- 
tergent, and  insufficient  knowledge  of  such  sol- 
vents— was  responsible  for  the  lack  of  improve- 
ment in  these  patients. 

We  have  very  deliberately  laid  great  emphasis 
on  this  aspect  of  our  work  on  osteomyelitis.  If 
such  solutions  in  diseased  bone  can  destroy 
bacterial  pathogens,  the  potential  effectiveness  of 
detergent  antibiotics  in  soft  tissue  becomes 
apparent. 

Pulmonary  Tuberculosis 

Advanced  cases  of  pulmonary  tuberculpsis 
that  had  previously  received  all  forms  of  therapy 
without  results  have  responded  satisfactorily  to 
the  same  principle  of  topical  therapy  when  peni- 
cillin and  streptomycin  are  used  in  a germicidal 
detergent  zephiran  chloride,  aqueous  solution, 
1 : 1,000.  The  solution  is  inhaled  directly  into 
the  lungs  as  an  aerosol  or  mist.  It  is  of  prime 
importance  to  realize  that  for  this  type  of  topical 
treatment  an  expandable  lung  is  necessary,  and 
we  believe  that  all  collapse  therapy  should  not  be 
used  until  this  infinitely  more  conservative  method 
is  first  tried.  The  irreversible  tissue  damage  that 
reflects  itself  in  high  mortality  and  morbidity 
rate  for  pulmonary  tuberculosis  might,  therefore, 
be  arrested.  This  simple  and  relatively  inex- 
pensive plan  can  very  easily  be  expanded  be- 
yond the  limited  facilities  now  available.  It 
would  probably  lead  to  better  clinical  results, 
especially  when  used  in  early  cases. 

If  pulmonary  tuberculosis  with  its  complicat- 
ing and  crippling  deformities  is  to  be  controlled 
and  cured,  we  feel  that  this  new,  nonmutilating 
method  should  be  considered  the  first  method  of 
choice.  The  topical  use  of  streptomycin  and 
penicillin  in  a germicidal  detergent  solvent  and 
inhaled  as  an  aerosol  would  seem  to  be  an  ideal 
vehicle. 

The  detergent  solution  is  prepared  by  dissolv- 
ing 300,000  units  of  streptomycin  and  100,000 
units  of  penicillin  in  4 ml.  of  zephiran  chloride, 
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aqueous  solution,  1 : 1,000.  Five  milliliters  of 
Sulmefrin  or  Neosynephrine  are  inhaled  first  to  aid 
in  the  opening  of  the  bronchioles,  thus  facilitating 
the  deposition  of  the  antibiotic  mist  into  the 
periphery  of  the  lung.  Patients  are  instructed 
to  exhale  very  forcibly  so  that  they  may  inhale 
deeply  the  aerosolized  mist  into  the  terminal 
bronchi  and  bronchioles.  The  mist  is  then  deeply 
inhaled  through  the  mouth  every  six  hours  for 
the  first  twenty-four  hours  and  then  every  eight 
hours  night  and  day  for  two  to  four  weeks.  If 
the  patient  complains,  we  may  stop  inhalation 
entirely  for  a few  days  and  then  start  again.  The 
final  steps  consist  of  washing  the  aerosolizer  with 
1 ml.  of  physiologic  saline  and  inhalation  of  this 
solution.  As  a motivating  agent  we  have  used 
oxygen  running  at  the  rate  of  5 to  7 L.  per  minute, 
although  simpler  and  less  expensive  methods 
can  easily  be  devised. 

The  patient  is  also  injected  daily  with  1 Gm.  of 
streptomycin  and  300,000  units  of  penicillin,  the 
latter  dissolved  in  an  appropriate  solvent  to 
maintain  an  adequate  therapeutic  blood  level. 
We  feel  that  the  combination  of  the  two  antibi- 
otics mildly  supplements  systemically  the  syner- 
gistic therapy  in  the  lung.  Experimental  evi- 
dence exists  showing  that  a synergism  occurs 
when  streptomycin  and  penicillin  are  combined, 
and  the  clinical  value  is  obvious.  The  amount 
of  streptomycin  administered  never  exceeded 
60  Gm.  We  have  not  encountered  permanent 
eighth  nerve  damage  or  any  other  severe  compli- 
cations. Some  apparently  mild  allergic  reac- 
tions were  satisfactorily  controlled  by  histamine 
drugs. 

We  believe  that  the  most  valuable  element  in 
this  plan  of  therapy  is  noted  above,  but,  never- 
theless, we  have  augmented  therapy  systemically 
with  the  following:  liver  and  vitamin  B paren- 
terally,  three  times  a week;  vitamins  B and  C; 
liver  and  iron  preparation ; protein  hydrolysates ; 
vitamin  K — Menadione — 2 mg.  daily;  and 
Staticin,  4 Gm.  every  quarter  hour,  night  and 
day  for  the  first  forty-eight  hours. 

Vitamin  K is  given  in  the  hope  that  it  may  aid 
in  the  production  of  fibrosis.  Although  the 
exact  nature  of  the  action  whereby  Vitamin  K 
will  increase  the  prothrombin  time  is  not  known, 
nevertheless,  we  feel  it  may  be  therapeutically 
helpful.  With  the  administration  of  Staticin, 
4 Gm.,  we  may  obtain,  at  the  very  on- 
set, a higher  penicillin  level  which  will  aid  in  the 
destruction  of  bacteriologic  invaders  secondary 
to  the  Mycobacterium  tuberculosis.  The  im- 
portance of  liver  damage  in  pulmonary  tubercu- 
losis has  too  often  been  overlooked.  We  conse- 
quently have  a well-balanced  routine  diet  to 
keep  protein  and  carbohydrate  intake  high  and 


fats  moderately  low.  Our  first  consideration  in 
therapy  is  the  lung  and,  following  this,  the  liver. 

Case  6. — This  patient  had  tuberculosis  of  two 
years  duration.  Routine  therapy  was  ineffective. 
The  patient  was  first  seen  in  December,  1946,  with 
massive  hemorrhage  and  evidence  of  disease  pro- 
gressing. Routine  therapy  to  control  hemorrhages 
was  started.  In  January,  1947,  when  hemorrhage 
was  under  control,  inhalation  therapy  started. 
Within  one  month,  cavity  had  diminished  consider- 
ably. At  the  end  of  three  months,  the  cavity  had 
disappeared,  sputum  was  negative,  and  all  other 
laboratory  data  were  within  normal  limits.  Gastric 
cultures  every  two  months  have  been  consistently 
negative. 

Case  7. — The  first  positive  tuberculosis  sputum 
from  this  patient  was  seen  in  October,  1946.  Roent- 
gen examination  showed  bilateral  tuberculosis. 
Right  pneumothorax  was  begun  in  November, 

1946.  Aerosol  inhalation  therapy  started  in  March, 

1947.  After  cessation  of  therapy,  temporary  pa- 
ralysis of  right  diaphragm  by  crushing  phrenic 
nerve  was  done.  By  the  end  of  April,  1947,  spu- 
tums  were  negative.  To  date,  there  have  been  ten 
negative  sputums  and  four  negative  gastric  cultures. 

Case  8. — A twenty-one-year-old  woman  was  in 
good  health  until  December,  1946,  when  she  coughed 
up  blood.  She  was  immediately  hospitalized,  and 
no  diagnosis  made.  In  June,  1947,  there  was  a 
second  episode  of  coughing  up  blood.  The  diagno- 
sis was  pulmonary  tuberculosis  of  right  side.  There 
was  no  therapy  until  the  patient  was  seen  by  us  for 
the  first  time  in  September,  1947,  with  a diagnosis  of 
advanced  tuberculosis  with  cavitation  of  the  right 
lung.  The  patient  was  hospitalized  immediately. 
Inhalation  therapy  was  carried  out  for  three  weeks 
and  stopped  because  of  complaint  of  pain  in  lower 
midportion  of  chest.  There  was  a satisfactory  re- 
covery. After  cessation  of  therapy,  temporary 
paralysis  of  right  diaphragm  by  crushing  the  phrenic 
nerve  was  done.  Cough  promptly  subsided.  Spu- 
tums became  negative  and  have  remained  so.  Four 
gastric  analyses  were  negative. 

Case  9. — This  was  a patient  with  a history  of 
pulmonary  tuberculosis  for  one  year  with  empyema 
following  pneumothorax  associated  with  broncho- 
pleural fistula.  Inhalation  therapy  was  instituted 
in  November,  1946,  along  with  permanent  paralysis 
of  right  diaphragm  by  excision  of  about  2 to  3 mm.  of 
phrenic  nerve.  The  patient  has  been  followed  for 
twenty  months  and  is  progressing  satisfactorily. 
Sputums  and  gastric  analyses  are  consistently  nega- 
tive. 

Case  10. — This  patient  first  coughed  up  blood  in 
the  summer  of  1941  and  had  an  acute  respiratory 
attack  in  February,  1942.  Sputum  was  positive. 
In  the  same  month  the  patient  suffered  large  hemor- 
rhage. Right  pneumothorax  was  begun  and  satis- 
factory collapse  was  obtained.  Sputum  was  nega- 
tive in  May,  1942  and  remained  negative  for  three 
years,  the  patient  being  entirely  symptom-free  for 
two  years  with  a weight  gain  of  30  pounds.  The 
lung  was  permitted  to  re-expand  gradually.  X-ray 
film  in  January,  1946,  showed  slight  shadow  in  left 


300 


GRACE  AND  BRYSON 


[N.  Y.  State  J.  M. 


second  interspace  which  was  somewhat  larger  when 
re-examined  in  June,  1946.  Absolute  bed  rest  was 
advised.  In  July,  the  lesion  appeared  better,  and 
there  were  no  abnormal  lung  signs  or  clinical  symp- 
toms. 

The  patient  was  first  seen  by  us  in  October,  1946, 
with  reactivation  of  tuberculosis  and  questionable 
symptoms  of  tracheobronchial  tuberculosis.  No 
pathology  was  seen  on  bronchoscopy.  In  January, 
1947,  inhalation  therapy  was  given  with  temporary 
paralysis  of  right  diaphragm  by  crushing  phrenic 
nerve.  Patient  has  been  followed  for  eighteen 
months,  and  condition  is  satisfactory.  Sputums 
and  gastric  analyses  are  consistently  negative. 

All  forms  of  modern  collapse  therapy  for  pul- 
monary tuberculosis  predate  the  antibiotic  era. 
During  the  last  quarter  of  a century,  and  especi- 
ally during  the  last  decade,  sufficient  evidence  has 
become  available  to  show  that,  in  spite  of  count- 
less technical  and  mechanical  devices,  collapse 
therapy  has  lamentably  fallen  far  short  of  the 
desired  goal.  Of  more  recent  date,  streptomycin 
in  adequate  quantities  has  been  made  available. 
However,  associated  with  the  usual  mode  of  ad- 
ministration of  streptomycin,  some  patients  may 
become  worse  since  they  develop  resistant  strains 
with  the  resulting  clinical  danger. 

We  believe,  therefore,  that  the  method  of 
choice  for  therapy  of  pulmonary  tuberculosis 
may  be  the  use  of  aerosolized  antibiotic 
therapy,  using  a germicidal  detergent  as  the  sol- 
vent. No  form  of  collapse  therapy  or  lobectomy 
should  be  attempted  until  this  simple,  nonmuti- 
lating method  has  been  thoroughly  investi- 
gated. 

Tuberculous  Sinus 

The  fundamental  studies  by  Schatz,  Bugie, 
and  Waksman  in  isolating  streptomycin  and  the 
experimental  studies  by  Feldman  and  Hinshaw 
led  to  the  clinical  use  of -this  antibiotic  in  the 
treatment  of  pulmonary  tuberculosis.8’6  We  feel 
that  the  results  might  be  improved  if  the  basic 
concept  previously  noted  is  followed.  We  be- 
lieve, also,  that  cases  of  chronic  draining  tubercu- 
lous sinuses  are  an  ideal  group  for  topical  therapy 
with  streptomycin  without  concurrent  parenteral 
therapy.  This  almost  hopeless  complication  of 
tuberculosis  might  easily  be  cured. 

Case  11. — This  patient,  known  to  have  pulmonary 
tuberculosis  since  1934,  had  had  all  accepted  forms 
of  therapy  until  October,  1946.  There  has  been 
chronic  draining  since  1939  of  a tuberculous  sinus 
secondary  to  tuberculous  empyema  for  which  a 
complete  thoracoplasty  was  done  in  1939.  In 
October  of  1946,  the  patient  was  hospitalized  and 
treated  with  a detergent  solvent  with  streptomy- 
cin. The  sinus  promptly  closed  and  remained  so 
for  seventeen  months  until  February,  1948,  when  it 


reopened.  At  this  time,  treatment  consisted  of 
instillation  every  four  hours,  night  and  day,  of  4 ml. 
of  the  following  solution : 1 Gm.  of  penicillin  and  1 
Gm.  of  streptomycin  dissolved  in  the  detergent 
zephiran  chloride,  aqueous  solution,  1:1,000.  The 
treatment  lasted  for  ten  days.  The  sinus  closed 
and  shows  no  signs  of  recurring  four  months  after 
cessation  of  therapy. 

This  case  report  of  a draining  tuberculous 
fistula  in  which  biopsy  and  bacteriologic  studies 
confirmed  the  diagnosis  supports  our  theoretic 
contention  that  topical  detergent  antibiotic 
therapy  is  the  method  of  choice.  We  have  noted 
none  of  the  toxic  effects — dizziness,  deafness,  or 
other  commonly  described  complications. 

If  confronted  with  a similar  case,  we  would 
unhesitatingly  follow  the  penicillin-streptomycin 
detergent  therapy.  Originally,  we  concentrated 
on  Mycobacterium  tuberculosis  and  used  only 
streptomycin  detergent  therapy  ignoring  the  signi- 
ficant problem  of  secondary  invaders.  In  our 
second  attempt  with  the  use  of  the  penicillin- 
streptomycin  detergent  therapy,  we  were  guided 
by  accumulated  clinical  and  experimental  ex- 
perience. This  simple  method  of  therapy  for 
tuberculous  sinuses  is  strongly  indicated  as  the 
one  of  choice  in  view  of  the  clinical  benefits  and 
the  small  amount  of  streptomycin  used — 2 Gm. 
as  opposed  to  200  to  250  Gm.  currently  used  in 
other  technics.  Before  final  conclusions  can  be 
drawn,  it  would  be  desirable  to  study  a larger 
series  of  cases. 

Lung  Abscess 

The  putrid  lung  abscess  is  one  of  the  most  acute 
fulminating  forms  of  pulmonary  suppuration. 
The  accepted  treatment  has  been  immediate 
surgical  drainage  to  remove  the  suppurative 
material  from  the  lung  and  to  allow  oxygen  to 
enter  the  abscess  cavity  to  alter  the  anoxic  en- 
vironment in  which  the  anaerobes  thrive.  It 
has  been  felt  that  without  surgical  intervention 
the  outlook  is  almost  always  fatal. 

Case  12. — This  patient  presented  a severe  in- 
fection of  the  right  lung.  Roentgen  diagnosis  of 
large  lung  abscess  and  a clinical  diagnosis  of  putrid 
lung  abscess  was  made.  There  were  no  results 
with  all  accepted  medications  including  sulfa  and 
penicillin.  Penicillin  detergent  aerosol  therapy 
was  administered,  following  the  technic  as  described 
for  pulmonary  tuberculosis.  Therapy  lasted  ten 
days,  and  the  patient  made  an  uneventful  recovery. 
A two-year  follow-up  recently  found  the  patient 
in  good  health  without  pulmonary  symptoms. 

Case  13. — According  to  a local  physician,  this  pa- 
tient had  a putrid  empyema  seven  years  ago.  In 
an  emergency,  a large  rubber  tube  was  inserted  into 
the  lung  abscess.  The  tube  was  removed  after  the 
acute  phase.  However,  the  patient  immediately 
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became  toxic  with  elevation  of  temperature,  and  it 
was  necessary  to  reinsert  the  tube.  Five  local 
surgeons  have  attempted  its  removal  during  the 
last  seven  years  but  always  with  the  same  results. 
He  was  treated  recently  with  penicillin  detergent 
aerosol  wash,  and  the  tube  was  replaced  by  a large 
mushroom  catheter  so  that  instilled  detergent  anti- 
biotic solution  would  diffuse  through  the  old  abscess 
cavity  and  not  go  through  to  the  bronchus.  Four 
milliliters  of  the  following  solution  were  inhaled 
every  eight  hours,  night  and  day:  1 Gm.  strepto- 
mycin and  1 Gm.  penicillin  dissolved  in  100  ml.  of 
zephiran  chloride,  aqueous  solution,  1:1,000.  These 
detergents  were  used  alternately  so  that  there  was 
a constant  introduction  of  the  detergent  antibiotic 
therapy  every  four  hours.  The  patient  was  in- 
structed to  lie  on  his  good  side  so  that  the  antibi- 
otic detergent  solution  would  have  the  aid  of  gravity. 
He  had  considerable  dyspnea  on  the  seventh  day, 
and  inhalation  was  therefore  stopped.  The  tube 
was  removed  on  the  tenth  day  with  no  clinical  symp- 
toms. The  dental  sepsis  which  is  usually  present 
in  putrid  lung  abscess  or  empyema  was  cleared  up 
before  therapy  was  started.  At  present,  roentgeno- 
graphic  studies  show  that  suppurative  process  in  the 
lung  has  markedly  disappeared  with  aeration  and 
expansion  of  the  diseased  area. 


The  therapy  for  the  various  types  of  cases 
described  in  this  paper  is  a radical  departure  from 
the  usual  surgical  intervention.  The  philosophic 
concept  of  surgeons  must  also  be  radically  altered 
to  meet  present  conditions  as  provided  by  anti- 
biotics. Research  workers  have  provided  us  with 
new  tools  which  we,  as  surgeons,  have  been  slow 
in  utilizing.  The  medical  clinician  has  readily 
accepted  and  made  use  of  these  antibiotic  tools. 
Surgeons  have  accepted  them  only  as  an  adjunct 
to  surgery.  It  is  now  time  for  us  to  scrutinize 
more  closely  all  possibilities  of  utilization  of  anti- 
biotics, not  only  as  an  aid  to  surgery,  but,  wher- 
ever possible,  as  a substitute  for  surgery. 

We  wish  to  express  our  appreciation  for  the  aid  given  to 
us  by  Dr.  Donald  O.  Hamblin  of  the  American  Cyanamid 
Company  and  Dr.  Stanton  M.  Hardy,  Dr.  Benjamin  Carey, 
and  Dr.  Rutledge  W.  Howard  of  the  Lederle  Laboratory 
Division. 
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MALIGNANT  disease  of  the  thyroid  gland 
constitutes  a confusing  chapter  in  on- 
cology. This  statement  is  attested  by  the 
perplexing  terminology  employed  and  by  the 
difficulty  experienced  in  forecasting  the  life  his- 
tory of  some  of  the  growths.  Certain  forms  of 
malignant  disease  of  the  thyroid  gland  are  not  a 
real  problem  since  the  behavior  of  these  tumors 
follows  that  of  similar  tumors  arising  in  other 
organs.  Thus,  patients  with  giant  cell,  spindle 
cell,  squamous  cell,  or  small  cell  tumors  and  ana- 
plastic adenocarcinomas  usually  die  within  rel- 
atively short  periods  of  time. 

There  is  much  confusion  regarding  the  benign 
or  malignant  nature  of  the  papillary  tumors. 
Willis  writes,  “Papillary  adenomas  cannot  be 
distinguished  from  papillary  carcinomas,”  and 
he  continues,  “The  discovery  that  an  enucleated 
tumor  has  a papillary  structure,  however  highly 
organized  and  quiescent  in  appearance,  calls  for 
at  least  partial  thyroidectomy  of  the  tumor- 
bearing part  of  the  organ  and  a guarded  progno- 
sis.”1 Dunhill  saw  only  two  tumors  which  he 
regarded  as  “benign  papillomas,”  and  one  of  these 
recurred.2  Crile  feels  that  it  is  not  possible,  on 
histologic  criteria  alone,  to  classify  a tumor  as  to 
whether  it  is  a nonpapillary  carcinoma  with  a few 
papillary  foci  or  whether  it  is  a papillary  carci- 
noma with  nonpapillary  foci.3  He  feels  that  dis- 
tinguishing between  the  two  is  necessary  since  the 
clinical  course  of  each  type  is  different,  the 
papillary  tumors  being  relatively  benign.  Thus 
it  is  evident  that  differences  of  opinion  exist  re- 
garding tumors  containing  papillae. 

In  the  hope  of  discovering  further  criteria  for  the 
appraisal  of  such  neoplasms  and  of  finding  out,  if 
possible,  what  factors  influenced  experienced  ob- 
servers in  designating  a tumor  as  benign  or  malig- 
nant, this  preliminary  study  of  an  unselected 
group  of  thyroid  tumors  showing  papillation  has 
been  undertaken.  Particular  attention  has  been 
directed  to  the  papillae — their  form,  cellular 
content,  and  retrogressive  changes.  The  mate- 
rial consists  of  87  thyroid  neoplasms  containing 
papillary  formations.  These  represent  27.3  per 
cent  of  the  318  thyroid  neoplasms,  malignant  or 
suspected  of  being  malignant,  in  the  hands  of  the 
Committee  on  Thyroid  Cancer  of  the  American 
Goiter  Association.  Of  the  87  lesions  only  two 
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have  been  accepted  by  all  examiners  as  benign. 
The  remaining  85  tumors  have  been  classed  as 
malignant  or  doubtfully  malignant.  There  is  a 
strong  indication  that  some  observers  regard  the 
presence  of  papillae  as  a bad  sign  and  are  reluc- 
tant to  designate  a lesion  as  innocent  if  papillation 
is  present. 

Of  the  87  tumors,  the  submitting  pathologists 
designated  70  as  malignant,  11  as  doubtfully 
malignant,  and  six  as  benign.  Not  all  of  the 
tumors  have  been  studied  by  each  member  of  the 
committee  and  by  each  of  the  consultants,  but 
the  results  to  date  show  that  one  consultant,  in 
examining  47  tumors,  found  14  (30  per  cent) 
benign  and  one  doubtfully  malignant;  another 
consultant  studied  22  tumors  and  designated  one 
(4  per  cent)  as  benign;  another  reviewed  20 
lesions  and  found  one  (5  per  cent)  benign,  and 
two  members  of  the  Committee  studying  all  87 
tumors  regarded  seven  (8  per  cent)  as  benign. 
It  is  apparent  that  the  interpretation  of  the  cri- 
teria denoting  the  presence  or  absence  of  malig- 
nant disease  in  the  thyroid  gland  varies  widely. 

Of  the  87  lesions,  80  were  in  women  and  seven 
in  men,  indicating  a ratio  of  about  1 1 to  one.  In 
women  most  of  the  tumors  occurred  in  the  fifth 
decade.  The  smaller  number  of  men  having 
papillary  tumors  makes  any  figures  concerning 
age  incidence  unreliable.  It  is  generally  agreed 
that  in  all  forms  of  thyroid  cancer  there  is  an 
excess  of  women  afflicted,  usually  in  the  ratio  of 
approximately  four  women  to  one  man.  Our 
finding  of  1 1 women  to  one  man  makes  it  appear 
that  neoplasms  having  papillary  formations  are 
particularly  prone  to  occur  in  women.  This  ratio 
is  even  greater  than  the  five  to  one  frequency  of 
Graves  disease  among  women  and  men.  Al- 
though the  majority  of  the  tumors  containing 
papillae  were  regarded  as  malignant,  it  is  impor- 
tant to  note  that,  of  the  87  cases  in  this  series,  74 
had  but  one  operation,  8 had  two  operations,  and 
5 had  three  operations.  These  data  might  in- 
dicate that  recurrences  are  not  very  frequent  and 
bear  out  Crile’s  contention  that  it  is  possible  to  re- 
move all  of  the  neoplastic  tissue  even  after  rela- 
tively widespread  cervical  lymph  node  involve- 
ment.4 

The  opinion  that  papillary  tumors  usually 
arise  in  pre-existing  adenomas  is  sustained  by 
finding  histologic  evidence  of  a capsule  in  75  per 
cent  of  the  cases  in  this  series.  It  is  probable 
that  a capsule  would  have  been  demonstrated  in 


302 


February  1,  1949] 


PAPILLARY  TUMORS  OF  THE  THYROID  GLAND 


303 


many  others  if  the  blocks  for  histologic  section- 
ing had  been  more  judiciously  chosen.  In  over 
83  per  cent  of  the  cases  possessing  a capsule  it 
was  possible  to  demonstrate  capsule  invasion,  al- 
though it  is  realized  that  there  are  varying 
opinions  of  what  constitutes  this  feature.  Rigor- 
ous criteria  must  be  satisfied  before  some  patholo- 
gists accept  the  fact  that  the  capsule  has  been 
penetrated.  Stout  has  pointed  out  the  difficulty 
of  determining  the  presence  or  absence  of  inva- 
sion by  thyroid  tumors  because  of  the  frequency 
of  hemorrhages  and  cicatrices  in  the  thyroid 
gland  and  that  in  the  resulting  scar  tissue  the  in- 
clusion of  deformed  and  otherwise  altered  thy- 
roid gland  cells  and  acini  is  frequent  and  gives 
the  appearance  of  invasive  growth.5 

Graham  called  attention  to  the  importance  of 
blood  vessel  invasion  as  an  aid  in  determining 
whether  or  not  a thyroid  neoplasm  is  benign  or 
malignant.6  He  stated  that  in  his  series  he  had 
not  observed  blood  vessel  invasion  in  “papillif- 
erous  adenocarcinomata.”  Graham  stated  that 
this  comment  applied  only  to  a particular  form 
of  intracystic  papillary  growth,  and  he  called 
attention  to  the  fact  that  blood  vessel  invasion 
occurs  regularly  in  certain  other  types  of  papil- 
lary growths.7  In  the  85  cases  of  malignant  or 
doubtfully  malignant  disease  under  discussion, 
12  (14.1  per  cent)  showed  evidence  of  blood 
vessel  invasion.  The  incidence  of  blood  vessel 
invasion  in  papillary  tumors  probably  accounts 
for  Crile’s  opinion  regarding  the  low  degree  of 
malignancy  of  “lateral  aberrant  tumors”  which 
generally,  but  not  always,  abound  in  papillary 
formations.4  In  four  cases  vessels  were  found  to 
be  invaded,  but  it  was  not  possible  to  decide 
whether  they  were  blood  or  lymph  vessels. 

The  thyroid  gland  epithelium,  together  with 
stroma,  exhibits  a propensity  for  the  formation 
of  finger-like  or  polypoid  projections  into  epithe- 
lial-lined spaces.  Papillation  in  the  thyroid  may 
be  the  result  of  non-neoplastic  processes,  as 
occurs  in  hyperthyroidism;  it  may  reflect  an  in- 
creased secretory  activity  occurring  in  a nodular 
goiter,  or  it  may  follow  the  administration  of 
thiourea  derivatives.  The  responses  of  these 
stimuli  follow  a more  or  less  uniform  and  dis- 
tinctive pattern.  Neoplastic  papillation  occurs 
as  a result  of  some  other  unrecognized  process. 
This  change  is  not  characterized  by  a specific 
histologic  pattern  but  by  an  almost  endless 
variety  of  patterns.  Papillary  projections  in  the 
thyroid  consist  of  a fibrovascular  core  with  an 
epithelial  covering.  As  a rule,  the  epithelial  in- 
vestment is  only  one  cell  layer  deep,  but  in  some 
instances  the  cells  may  be  piled  upon  one  another. 
The  fibrovascular  core  contains  varying  propor- 
tions of  fibrous  tissue  and  blood  vessels.  In 


some  papillae  the  fibrous  element  is  reduced  to  a 
delicate  membrane  acting  as  a support  for  vascu- 
lar endothelium  on  one  hand  and  epithelial  ele- 
ments on  the  other.  This  sort  of  papillation  is 
found  in  non-neoplastic  conditions  such  as  Graves 
disease  and  in  the  papillary  infoldings  sometimes 
encountered  in  nodular  goiter. 

In  neoplastic  disease,  however,  the  papillae 
contain  relatively  large  amounts  of  fibrous  tissue. 
Since  the  presence  of  large  amounts  of  fibrous 
tissue  is  the  most  obvious  difference  between  neo- 
plastic and  non-neoplastic  papillation  it  was 
thought  that  further  investigation  might  reveal 
interesting  facts.  The  fibrous  core  of  the  pap- 
illae seems  to  determine  the  general  pattern,  or 
variations  thereof,  in  a given  tumor.  Thus,  the 
papillae  may  be  simple  or  branched,  slender  or 
thick.  The  fibrous  core  of  a papilla  is  subject  to 
all  the  ills  to  which  fibrous  tissue  elsewhere  is  heir. 
Specific  changes  such  as  cellular  infiltrations  and 
retrogressive  alterations  will  be  discussed  later. 

Because  of  a deplorable  lack  of  follow-up  data, 
it  was  impossible  to  determine  the  malignancy  or 
innocence  of  a tumor  by  its  effect  on  the  patient’s 
life.  As  an  expedient,  admittedly  poor  and 
questionable,  it  was  decided  to  study  the  lesions 
in  the  light  of  opinions  rendered  by  persons  who 
have  had  more  than  ordinary  experience  in  the 
histologic  diagnosis  of  thyroid  neoplasms.  It  was 
hoped  that  this  method  would  discover  some 
trend  in  the  thinking  of  such  persons  that  might 
be  of  value  to  others  who  are  required  to  make 
diagnoses  on  thyroid  tumors.  The  87  tumors 
were  accordingly  divided  into  three  groups. 

A lesion  was  classed  as  “malignant”  if  it  had 
been  so  designated  by  at  least  two  members  of  the 
committee  and  the  submitting  pathologist  and 
had  not  been  considered  benign  or  questionably 
benign  by  any  of  the  consultants  or  other  members 
of  the  committee.  There  were  60  tumors  in  this 
group. 

A lesion  was  classed  as  “doubtful”  if  it  was  re- 
garded as  benign  by  any  of  the  consultants  or  by 
the  committee  chairman  regardless  of  the  number 
who  thought  it  malignant.  There  were  25 
tumors  in  this  group. 

Since  only  two  tumors  were  regarded  as  “be- 
nign” by  all  observers  who  studied  them,  this 
small  number  was  thought  to  be  of  no  statistical 
value.  Accordingly,  various  attributes  of  60 
uncontestedly.  malignant  tumors  and  of  25 
doubtfully  malignant  tumors  were  tabulated. 

An  attempt  was  made  (Table  1)  to  estimate  the 
proportion  of  papillary  to  nonpapillary  tissue  by 
grouping  according  to  the  amount  of  papillation 
present. 

Since  36  per  cent  of  the  tumors  composed  al- 
most entirely  of  papillae  fall  in  the  doubtful 
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TABLE  1. — Papillation  in  Tumobs 


Approximate 

60 

25 

% Of 

All  85 

Malignant 

Doubtful 

Papillae 

Tumors 

Tumors 

Tumors 

± 5 

18  (21%) 

15  (25%) 

3 (12%) 

±25 

13  (15%) 

10  (17%) 

3 (12%) 

±50 

15  (17%) 

12  (20%) 

3 (12%) 

±75 

11  (13%) 

9 (15%) 

2 (8%) 

Up  to  100 

20  (24%) 

11  (18%) 

9 (36%) 

group,  it  is  possible  that  the  presence  of  almost 
complete  papillation  might  be  regarded  as  a token 
of  innocency.  It  must  be  emphasized,  however, 
that  certain  students  regard  the  presence  of  pap- 
illae, in  large  or  small  numbers,  as  an  omen  of 
evil. 

It  was  noted  that  some  tumors  had  papillae 
consisting  of  a fibrovascular  core  alone,  while 
others  contained  neoplastic  acini  as  well.  It  was 
further  noted  that  in  some  instances  acini,  con- 
taining colloid  and  resembling  those  found  in  ad- 
jacent nontumorous  thyroid  tissue,  were  present 
(Table  2). 


TABLE  2. — Acinab  Content  of  Papillae 


All  85 

60 

Malignant 

25 

Doubtful 

Tumors 

Tumors 

Tumors 

Papillae  with  neoplastic 
and  normal  acini 

41  (48%) 

26  (43%) 

15  (60%) 

Papillae  with  normal  acini 

12  (14%) 

7 (12%) 

5 (20%) 

Papillae  with  neoplastic 
acini 

29  (34%) 

19  (32%) 

10  (40%) 

Papillae  without  acini 

44  (52%) 

34  (57%) 

10  (40%) 

These  findings  suggest  that  normal  acini  are 
not  often,  but  can  be,  present  in  the  papillae  of 
malignant  lesions  and,  further,  that  neoplastic 
acini  are  found  quite  often  in  cases  of  doubtful 
malignant  disease. 

Very  little  attention  has  been  paid  to  the 
presence  of  lymphocytes  and  plasma  cells  in  the 
papillae  of  thyroid  gland  neoplasms.  The  fol- 
lowing study  was  made  in  order  to  find  out 
whether  the  presence  or  absence  of  these  cells  is 
of  significance  (Table  3). 


TABLE  3. — Lymphocytes  and  Plasma  Cells  in  Papillae 


Lymphocytes 
and  plasma 

All  85 
Tumors 

60 

Malignant 

Tumors 

25 

Doubtful 

Tumors 

Average 
Age  of 
All 
Cases 

cells 

29  (34%) 

23  (38%) 

6 (24%) 

40 

Lymphocytes 

10  (12%) 

7 (12%) 
11  (18%) 

3 (12%) 

49 

Plasma  cells 
No  lymphocytes 
or  plasma 

11  (13%) 

0 

50 

cells 

56  (64%) 

37  (62%) 

19  (76%) 

59 

No  significant  differences  in  the  presence  or 
absence  of  lymphocytes  and/or  plasma  cells  in  the 
malignant  or  doubtfully  malignant  tumors  were 
found.  The  distribution  of  lymphocytes  was 
found  to  be  greater  in  the  younger  age  groups. 
This  finding  is  in  accord  with  the  relative  prev- 


alence of  lymphocytes  in  other  tissues  in  young 
individuals. 

Retrogressive  tissue  changes  in  the  stroma  of 
papillae  were  found  to  be  distributed  as  shown 
in  Table  4. 


TABLE  4. — Retbogbessive  Changes  in  the  Stboma  of 
Papillae 


All  85 
Tumors 

60 

Malignant 

Tumors 

25 

Doubtful 

Tumors 

Psammomatous  bodies 

in  papillae 

9 (11%) 

7 (12%) 
7 (12%) 

2 (8%) 

in  spaces 

9 (11%) 

2 (8%) 

Hemosiderin 

in  papillae 

3 

1 

2 

in  spaces 

16  (19%) 

12  (20%) 

4 (16%) 

Foam  cells 

in  papillae 

11  (13%) 

9 (15%) 

2 (8%) 

in  spaces 

19  (22%) 

17  (28%) 

2 (8%) 

Hyalinization 

of  papillae 
Edema 
of  papillae 

29  (34%) 

18  (30%) 

11  (44%) 

13  (15%) 

7 (12%) 

6 (24%) 

Except  for  a relatively  larger  number  of  tumors 
with  edematous  papillae  in  the  doubtfully  malig- 
nant group  and  a relatively  larger  number  of 
tumors  with  “foam  cells”  in  the  malignant  group 
no  significant  relationships  were  found. 

The  presence  of  hyperthyroidism  and  the 
number  of  cases  having  multiple  operations  are 
shown  in  Table  5. 


TABLE  5. — Miscellaneous  Data 


AU  85 

60 

Malignant 

25 

Doubtful 

Tumors 

Tumors 

Tumors 

Hyperthyroidism 

22  (24%) 

19  (32%) 

3 (12%) 

Number  of  operations 
2 

12  (14%) 

6 (10%) 

6 (24%) 

3 

7 (8%) 

4 (7%) 

3 (12%) 

The  high  proportion  of  cases  in  which  hyper- 
thyroidism was  said  to  have  been  present  makes 
it  necessary  to  question  the  evidence  on  which 
these  opinions  were  based.  Because  of  the  small 
number  of  cases  having  more  than  one  operation, 
it  is  not  wise  to  draw  generalizations.  In  this 
series,  however,  the  patients  with  unquestioned 
malignant  tumors  had  only  half  as  many  multi- 
ple operations  as  those  with  questionably  malig- 
nant tumors.  Inferences  as  to  the  significance 
of  this  cannot  be  made  until  more  follow-up  data 
are  at  hand. 

The  available  data  indicated  that  seven  of  the 
87  lesions  might  be  classified  as  so-called  “lateral 
aberrant  tumors.”  No  information  which  might 
help  clarify  the  conflicting  theories  regarding  such 
lesions  was  discovered. 

Squamous  metaplasia  was  considered  to  be 
present  in  five  cases.  The  malignant  group  con- 
tained three  of  these,  and  the  doubtful  group  con- 
tained two.  The  degree  of  squamous  metaplasia 
was  slight  in  all  cases,  and  further  studies  would 
be  required  to  prove  that  such  metaplasia  was 
present  beyond  doubt  in  every  instance. 


February  1,  1949] 


PAPILLARY  TUMORS  OF  THE  THYROID  GLAND 


305 


Conclusions 

The  following  information  was  elicited  from 
this  study: 

Tumors  composed  almost  entirely  of  papillae 
occurred  twice  as  frequently  in  the  doubtful 
group  as  in  the  malignant  group. 

Tumors  having  small  proportions  of  papillae 
were  more  frequent  in  the  malignant  group. 

Tumors  with  only  “normal  acini”  in  the  pap- 
illae occurred  relatively  more  often  in  the  doubt- 
ful group. 

No  significant  differences  in  the  presence  or 
absence  of  lymphocytes  and/or  plasma  cells  were 
found  in  the  malignant  and  doubtful  groups.  It 
was  noted,  however,  that  tumors  containing 
either  or  both  of  these  cells  were  found  more  often 
in  the  younger  individuals. 


“Foam  cells”  were  found  more  frequently  in 
the  tumors  classified  as  malignant. 

Papillary  tumors  were  found  11  times  more 
frequently  in  women  than  in  men. 


Note:  The  author  values  highly  the  helpful  comments 

made  by  Dr.  Allen  Graham  during  the  preparation  of  this 
paper. 

Dr.  Klinck  is  now  at  the  Army  Institute  of  Pathology, 
Washington  25.  D.  C. 
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PICKPOCKET  MEDICINE 

“Pickpocket  Medicine”  was  the  title  of  an  address 
which  John  L.  Bach,  director  of  press  relations  of  the 
A.M.A.,  delivered  recently. 

His  talk  stressed  the  dangers  of  any  form  of  com- 
pulsory insurance  for  the  American  people  as  advo- 
cated in  the  recent  report  by  Federal  Security  Ad- 
ministrator Ewing.  'Pointing  out  that  any  such 
plan  would  necessitate  a new  payroll  tax  and  the  ad- 
dition to  the  public  payroll  of  at  least  300,000  ad- 
ministrative people  to  handle  the  paper  work,  Mr. 
Bach  said:  “Mr.  Ewing’s  plan,  costly  as  it  is,  is  no 
cure-all  for  the  health  care  ills  of  the  nation;  it  is 
merely  a highly  tooted  snake  medicine  that  falls  in 
the  realm  of  quackery.” — Secretary’s  Letter , A.M.A., 
November  15,  1948 

WOMEN  DOCTORS  FOR  NAVY 
On  October  18  the  Navy  announced  a plan  for 
giving  commissions  to  women  doctors  who  have 
completed  internships  in  civilian  hospitals.  In 
addition,  it  hopes  to  take  25  women  doctors  into 
Navy  hospitals  as  interns. 


NEW  INSULIN  MIXTURE  MORE  EFFECTIVE 

A new  insulin  combination  which  gives  the  dia- 
betic patient  a smoother  balance  and  gentler  action 
and,  in  addition,  allows  him  more  freedom  from  the 
hypodermic  needle  and  greater  social  latitude,  has 
just  been  announced. 

A two-to-one  preparation  of  standard  insulin,  and 
protamine  insulin,  now  known  only  as  “2:1  mix- 
ture,” the  product  has  been  used  over  a period  of  six 
years  on  more  than  500  severe  diabetics  by  Dr.  Ar- 
thur R.  Colwell,  associate  professor  of  medicine  at 
Northwestern  University,  and  president  of  the  Chi- 
cago Diabetes  Association.  Ninety  per  cent  of  his 
patients  using  the  new  combination  need  only  one 
injection  a day,  usually  administered  in  the  morn- 
ing, while  the  most  severe  cases  require  two  divided 
doses  a day.  Like  other  insulin  products,  2: 1 may 
be  injected  subcutaneously  by  the  patient  himself. 

Not  only  is  a 2: 1 mixture  more  effective  in  its  re- 
sults on  diabetes,  but  it  eliminates  hundreds  of 
injections  a year  per  patient,  Dr.  Colwell  said.  “Un- 
der the  older  system,  thousands  of  diabetics,  in  the 
course  of  20  years,  were  obliged  to  run  a needle 
through  the  skin  20,000  times,”  he  explained. 
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Treatment  of  Cardiovascular  Syphilis 


Dr.  Bruce  Webster:  The  subject  of  the  con- 
ference today  is  the  treatment  of  cardiovascular 
syphilis. 

As  most  of  you  know,  if  early  syphilis  is  not 
treated,  approximately  10  per  cent  of  those  in- 
fected develop  cardiovascular  lesions.  The  best 
method  of  dealing  with  the  problem  of  cardio- 
vascular syphilis,  therefore,  is  to  prevent  it  by 
the  adequate  treatment  of  early  syphilis.  We 
may  now  be  on  the  threshold  of  a new  era  in  the 
control  of  syphilis  because  of  the  liberal  use  of 
penicillin,  not  only  as  a specific  measure  in  cases 
in  which  the  diagnosis  of  syphilis  is  established 
but  also  as  an  antibiotic  measure  in  other  dis- 
eases with  which  unrecognized  syphilis  may  co- 
exist. 

There  has  been  a revival  of  interest  in  the 
subject  of  cardiovascular  syphilis  in  recent  years. 
Not  so  long  ago,  the  chief  interest  in  these  pa- 
tients centered  on  the  diagnosis.  The  attitude 
of  many  clinicians  was  fatalistic,  and  very  little 
was  done,  particularly  in  the  way  of  antisyphi- 
litic therapy.  The  treatment  of  cardiovascular 
syphilis  falls  into  two  phases:  one  is  the  general 
management  of  the  cardiac  state,  and  the  other 
is  the  specific  therapy  directed  against  the  under- 
lying infection. 

Dr.  Reader  will  open  the  discussion. 

Dr.  George  Reader:  Dr.  Webster  has  al- 
ready indicated  the  importance  of  cardiovascular 
syphilis  and  the  number  of  cases  which  might 
occur  if  syphilis  is  untreated.  In  addition  to 
being  one  of  the  important  forms  of  heart  dis- 
ease, cardiovascular  syphilis  is  one  of  the  most 
important  forms  of  syphilis;  patients  with  syphi- 
lis die  from  either  the  neural  or  cardiovascular 
form  and  very  rarely  from  any  other. 

Cardiovascular  syphilis  results  from  the  in- 
vasion of  the  heart  and  great  vessels  by  the  Trepo- 
nema pallidum.  Its  basic  lesion  is  an  arteritis 
of  the  vasa  vasorum;  by  simple  extension  or  by 
interference  with  nutrition,  this  lesion  produces 
a break  in  the  elastic  tissue  of  the  media  of  the 


aorta,  dilatation  of  the  aorta,  and  contracture  of 
the  aortic  cusps.  The  process  may  cause  par- 
tial or  total  occlusion  of  the  coronary  arteries  by 
extending  to  involve  their  ostia.  Rarely,  the 
myocardium  may  be  damaged  by  direct  inva- 
sion by  the  treponemas  and,  still  more  rarely, 
gumma  formation  may  occur  in  the  heart  or 
great  vessels. 

The  various  lesions  of  cardiovascular  syphilis 
may  be  classified  as  follows:  uncomplicated 

aortitis,  saccular  aneurysm,  aortic  insufficiency, 
coronary  artery  atresia,  syphilitic  myocarditis, 
and  gumma  formation.  Uncomplicated  aortitis 
produces  an  irregular  fusiform  dilatation  of  the 
aorta,  but  it  is  generally  agreed  by  students  of 
the  subject  that  this  should  not  be  called  aneu- 
rysm. When  I use  the  term  aneurysm  today,  I 
will  be  referring  only  to  saccular  aneurysms. 
The  differentiation  of  these  various  forms  of 
cardiovascular  syphilis  is  a matter  of  some  im- 
portance, but  by  long  odds  the  most  significant 
point  is  to  determine  whether  the  patient  has 
syphilis.  A history  is  of  great  help.  More  cru- 
cial information  is  secured  from  a serologic  test 
for  syphilis.  In  patients  with  cardiovascular 
syphilis  who  have  never  been  treated,  this  test 
is  positive  in  the  vast  majority  of  cases.  Nega- 
tive tests  in  such  cases  were  present  in  less  than 
2 per  cent  in  the  general  experience  and  in  even 
fewer  number  in  our  experience  here  at  New  York 
Hospital.  The  5 to  10  per*  cent  incidence  of 
negative  serologic  tests  in  untreated  cardiovascu- 
lar syphilis  is  based  on  the  relatively  insensitive 
Wassermann  which  was  done  prior  to  1938.  Two 
factors  will  influence  the  interpretation  of  a nega- 
tive serologic  test  for  syphilis  in  a patient  with 
signs  suggesting  cardiovascular  syphilis.  A his- 
tory of  treatment  with  bismuth,  arsenic,  or  peni- 
cillin, even  in  small  amounts,  is  often  definitive 
in  establishing  the  diagnosis  of  syphilis.  The 
same  is  true  of  the  presence  of  a lesion  character- 
istic of  syphilis,  such  as  the  Argyll-Robertson 
pupil. 
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Physical  signs  and  the  x-ray  are  the  chief 
means  for  the  recognition  of  the  lesions  of  cardio- 
vascular syphilis.  Angiocardiography  is  ex- 
tremely helpful.  The  latter  is  the  only  means  for 
the  detection,  with  any  degree  of  certainty,  of 
uncomplicated  syphilitic  aortitis.  Unless  the 
aortic  dilatation  is  extreme,  it  can  rarely  be  de- 
tected by  physical  signs.  The  angiocardiogram 
reveals  the  irregular  dilatation  of  the  ascending 
aorta,  a lesion  which  is  almost  exclusively  con- 
fined to  syphilitic  aortitis.  Arteriosclerosis  may 
produce  some  aortic  dilatation,  but  Dr.  Charles 
Dotter,  in  his  angiocardiographic  studies  at  the 
New  York  Hospital,  rarely  encountered  a widely 
dilated  aorta  from  this  cause.  Calcification  of 
the  ascending  aorta  is  strong  presumptive  evi- 
dence of  syphilis,  since  in  arteriosclerosis  this 
change  predominates  in  the  descending  portion. 
Hypertension,  which  may  also  produce  dilatation 
of  the  aorta,  is  distinguished  from  syphilis  by 
the  fact  that  in  hypertension  the  dilatation  is 
regular  and  fusiform  in  contrast  to  the  irregular, 
saccular  dilatation  of  syphilitic  aortitis.  The 
angiocardiogram  provides  the  only  means  for  the 
diagnosis  of  some  cases  of  aortic  aneurysm. 

An  aortic  diastolic  murmur  in  the  absence  of 
rheumatic  heart  disease  is  presumptive  evidence 
of  cardiovascular  syphilis.  Hypertension  and 
arteriosclerosis  may  cause  an  aortic  diastolic  mur- 
mur, but  most  experiences  are  in  accord  with  the 
belief  that  aortic  insufficiency  as  the  result  of 
either  hypertension  or  arteriosclerosis  is  rare. 

Atresia  of  the  ostia  of  the  coronary  arteries  as 
the  result  of  syphilis  is  always  a presumptive  diag- 
nosis. It  is  to  be  suspected  when  angina  occurs 
in  a patient  with  syphilitic  aortitis  and  aortic 
insufficiency.  I wish  to  lay  emphasis  on  the 
point  that  the  angina  representing  coronary 
atresia  is  likely  to  be  due  to  syphilis  only  when 
aortic  insufficiency  is  also  present.  This  has 
been  our  experience  in  the  syphilis  clinic  of  the 
New  York  Hospital. 

Syphilitic  myocarditis  and  gumma  of  the  heart 
are  extremely  rare,  and  their  diagnosis  always 
remains  little  more  than  a suspicion  in  unusual 
cases. 

The  chemotherapy  of  cardiovascular  syphilis 
is  a matter  of  controversy.  There  are  two  pri- 
mary questions : 

Does  the  treatment  accomplish  any  con- 
spicuous beneficial  results?  Are  there  impor- 
tant dangers? 

Let  me  state  our  position  at  the  outset.  We 
believe  it  is  beneficial  and  that  the  dangers  are 
not  significant.  Our  practice  is  to  treat  them  in- 
tensively. The  plan  we  pursued  previously  con- 
sisted of  100  intravenous  injections  of  0.03  to 
0.06  Gm.  of  Mapharsen  and  100  intramuscular 
injections  of  0.2  Gm.  of  bismuth  subsalicylate. 


Now  that  the  more  potent  antispirochetal  peni- 
cillin is  available,  we  use  this.  In  our  present 
experimental  schedule  of  therapy,  we  give 

20.000  units  of  an  aqueous  solution  of  penicillin 
intramuscularly  every  three  hours,  or  a single 
injection  of  300,000  units  (preferably  procaine 
penicillin),  every  day  for  fourteen  days,  and  fol- 
low either  of  these  schedules  with  a course  of 

300.000  units  of  aqueous  or  procaine  penicillin 
twice  a week  for  ten  weeks. 

The  decision  to  employ  large  amounts  of  po- 
tent antisyphilitic  agents  was  based  on  the  as- 
sumption that  a low-grade  infection  such  as  is 
found  in  cardiovascular  syphilis  would  require 
large  doses  of  the  drugs.  The  choice  of  the 
schedule  in  the  case  of  penicillin  was  based  on 
the  experimental  evidence  in  bacterial,  diseases, 
confirmed  by  Dr.  Harry  Eagle  for  experimental 
syphilis,  that  a continuous  level  of  penicillin 
was  not  necessary  to  achieve  therapeutic  results. 

The  nature  of  the  pathology  of  cardiovascular 
syphilis  helps  to  understand  what  may  be  ex- 
pected from  specific  chemotherapy.  The  spiro- 
chete invades  the  aorta  early  in  the  course  of 
generalized  infection,  but  it  takes  an  average  of 
ten  years  to  produce  sufficient  damage  to  make 
the  diagnosis  clinically  evident.  It  accomplishes 
the  end  result  by  damaging  the  vasa  vasorum  and 
interfering  with  the  nutrition  of  the  media. 
Elastic  tissue  in  the  media  breaks  and  produces 
stress  on  the  intima.  The  aortic  wall  is  weak- 
ened ; it  dilates  and  eventually  sacculates.  The 
aortic  valve  cusps  contract  as  the  media  around 
them  scars,  and  the  coronary  ostia  are  compro- 
mised by  the  same  process.  This  theory,  the 
nutritional-mechanical,  is  the  one  which  most 
pathologists  accept.  It  does  not  rule  out  the 
presence  of  spirochetes  in  the  intima.  In  a ful- 
minating case  of  aortitis  the  spirochetes  may  well 
be  present  throughout  the  whole  wall,  but  the 
major  damage  is  produced  indirectly  by  an  arte- 
ritis of  the  vasa  vasorum. 

Hu,  Lin,  Chen,  and  Frazier  have  settled 
the  question  of  whether  or  not  virulent  trep- 
onemas are  present  in  the  aorta  in  cardio- 
vascular syphilis.  They  ground  up  the  aorta  of 
a patient  who  had  died  from  syphilitic  aortitis 
and  injected  it  into  rabbits.  Most  of  their 
rabbits  developed  syphilis  which  is  proof  that 
virulent  organisms  were  present  in  the  ves- 
sel wall.  Specific  therapy  directed  against  the 
treponemas  would  be  expected,  then,  to  produce 
healing  of  the  lesions  in  the  vasa  vasorum  and 
indirectly  influence  the  whole  pathologic  proc- 
ess. Treatment  cannot  restore  the  continuity 
of  the  elastica,  and  dilatation  and  contracture 
may  continue  for  some  time  before  proliferation 
of  fibrous  tissue  renders  the  process  static.  Our 
studies  here  have  confirmed  this.  Moore,  Dang- 
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lade,  and  Riesinger  showed  in  1932  that  life  ex- 
pectancy after  the  onset  of  symptoms  from  aneu- 
rysm is  increased  by  specific  therapy  to  an  aver- 
age of  seventy-five  months  from  an  average  of 
nineteen  months  in  untreated  cases.  Our  data 
show  that  patients  may  live  for  as  long  as  four- 
teen years  after  the  original  diagnosis  of  aortic 
insufficiency.  Our  experience  here  at  the  New 
York  Hospital,  therefore,  shows  a much  more 
favorable  prognosis  in  aortic  insufficiency  than 
is  the  common  view.  There  is  little  reason  for 
doubting  that  these  results  are,  at  least  in  part, 
due  to  our  intensive  use  of  chemotherapy  in 
these  cases. 

Last  year  Dr.  Webster  and  I followed  up  the 
work  of  Dr.  Howe  at  this  hospital,  by  examining 
microscopically  the  aortas  of  all  patients  who 
came  to  autopsy  here.  We  compared  19  un- 
treated cases  with  19  cases  that  had  received  at 
least  20  injections  of  arsenic  and  20  injections  of 
bismuth.  Among  the  19  treated  cases,  only 
three  showed  an  active  inflammatory  process; 
on  the  other  hand,  all  of  the  19  untreated  cases 
showed  active  cellular  infiltration  of  the  aorta. 
This  suggested  healing  of  the  lesion  by  specific 
therapy.  There  was  also  the  suggestion  that 
bismuth  alone  had  little  effect  on  the  aortitis  com- 
pared with  arsenic,  but  the  number  was  too  small 
for  a final  decision  to  be  reached. 

Much  has  been  written  concerning  the  dangers 
of  chemotherapy  in  cardiovascular  syphilis. 
That  accidents  have  occurred  is  beyond  doubt. 
Such  patients  have  been  known  to  die  of  ventricu- 
lar fibrillation  from  an  ordinary  dose  of  ars- 
phenamine.  The  other  forms  of  trivalent  arsenic 
are  safer,  but  even  with  these  a nitritoid  reaction 
or  a severe  bout  of  vomiting  may  prove  disas- 
trous in  a patient  with  serious  impairment  of 
cardiac  function.  However,  the  dangers  of 
chemotherapy  in  cardiovascular  syphilis  have 
received  more  weight  than  they  deserved. 

The  Jarisch-Herxheimer  reaction  is  a danger 
that  is  prominently  featured.  It  seems  to  us  the 
least  important  of  all  the  untoward  responses. 
In  a search  of  the  literature,  I failed  to  find  a 
single  case  of  death  immediately  after  the  onset 
of  treatment,  which  was  proved  at  autopsy  to  be 
due  to  swelling  around  the  coronary  ostia.  Most 
reports  of  a supposed  cardiovascular  Herxheimer 
reaction  fail  to  carry  conviction.  You  may  re- 
call the  cases  reported  in  the  J.A.M.A.  a few 
years  ago.  For  the  most  part,  there  were  ac- 
counts of  patients  with  cardiac  pain  before, 
during,  and  after  treatment  with  arsenic  and 
bismuth  or  penicillin  but  without  satisfactory 
evidence  that  the  pain  was  related  to  the  treat- 
ment. Most  syphilologists  now  begin  treat- 
ment with  full  doses  of  arsenic  or  penicillin  and 


ignore  the  hazard  of  a Jarisch-Herxheimer  re- 
action which  is  essentially  theoretic.  It  is 
certain  that  one  cannot  avoid  a Herxheimer  re- 
action by  beginning  treatment  with  small  doses, 
since  it  has  been  shown  in  the  case  of  secondary 
syphilis  that  as  soon  as  the  dose  becomes  suffi- 
cient to  prove  therapeutically  effective,  the  Herx- 
heimer reaction  may  take  place. 

The  therapeutic  paradox  seems  to  be  another 
bogey.  Attention  was  originally  called  to  this 
phenomenon  by  the  experience  that  patients  with 
syphilitic  heart  disease  sometimes  went  into 
failure  during  and  after  specific  therapy.  If 
one  examines  some  of  the  early  reports,  one 
finds  that  some  of  these  patients  had  heart 
failure  before  treatment,  that  the  failure  was 
brought  under  control,  and  that  they  subse- 
quently developed  failure  again.  There  is  no 
clear  proof  in  these  that  the  specific  therapy  was 
anything  more  than  incidental  in  the  course  of 
these  events,  for  bouts  of  failure  with  temporary 
periods  of  recovery  are  known  to  occur  in  other 
forms  of  heart  disease.  The  notion  of  the  thera- 
peutic paradox  has  also  been  applied  to  the  case 
of  aortic  insufficiency  and  to  angina  in  conse- 
quence of  narrowing  of  the  coronary  ostia. 
There  is  the  possibility  that,  after  specific 
therapy  eliminates  the  active  process,  the  en- 
suing scar  formation  may  lead  to  aortic  insuffi- 
ciency as  the  result  of  contracture  of  the  aortic 
cusps.  Such  scarring  at  the  coronary  ostia  may 
also  diminish  coronary  flow.  It  is  quite  prob- 
able that  such  changes  occur.  The  experience 
in  our  clinic,  with  aortic  insufficiency  occurring 
in  -this  way,  indicates  that  it  is  a benign  process 
with  self-limiting  progression.  It  is  our  belief 
that  disability  from  either  aortic  insufficiency  or 
coronary  atresia  arising  in  this  manner  is  essen- 
tially theoretic  and  that  the  so-called  thera- 
peutic paradox  should  not  be  used  as  a basis  for 
withholding  specific  therapy  in  cardiovascular 
syphilis. 

There  is  a legend  with  regard  to  the  nonspe- 
cific therapy  of  cardiovascular  syphilis  that  treat- 
ment with  digitalis  and  other  drugs  usually 
called  upon  in  cardiac  failure  is  of  little  benefit 
in  a patient  with  syphilitic  aortic  insufficiency. 
This  is  quite  without  basis  in  fact.  We  have 
proved  time  and  again  in  the  New  York  Hospital 
that  patients  with  cardiovascular  syphilis,  who 
have  gone  into  failure,  respond  to  digitalis  and 
mercurial  diuretics  in  the  same  manner  as  pa- 
tients with  any  other  type  of  heart  disease. 

Dr.  Webster:  This  discussion  by  Dr.  Reader 
has  brought  up  a number  of  points  which  are 
controversial  and  which  will  warrant  further 
discussion. 

Dr.  Gold,  do  you  have  any  comments? 
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Dr.  Harry  Gold:  I might  ask  a question  or 
two  on  some  points  which  I have  jotted  down. 
What  proportion  of  patients  with  syphilis  who 
come  to  postmortem  for  some  reason  unrelated 
to  the  syphilis  show  syphilitic  involvement  of  the 
aorta? 

Dr.  Reader:  The  figures,  which  are  usually 
quoted  relating  to  this  point,  concern  autopsies 
Of  patients  who  have  shown  one  or  another 
lesion  of  syphilis.  In  such  a group,  syphilitic 
lesions  of  the  aorta  occur  in  about  70  per  cent. 
In  a group  of  patients  with  latent  syphilis,  that 
is,  no  manifest  lesions  of  syphilis,  I believe  the 
incidence  of  aortic  lesions  at  autopsy  would  be 
much  smaller. 

Dr.  Walter  Modell:  I should  like  to  have 
this  clarified  for  me:  I think  the  statement  was 
made  that  it  was  not  your  intention  to  keep  a 
sustained  level  of  penicillin,  since  it  had  been 
demonstrated  that  such  a level  was  not  necessary. 
If  that  is  so,  why  is  it  that  doses  of  penicillin  are 
given  every  three  hours  in  your  regimen? 

Dr.  Reader:  The  regimen  represents  a com- 
promise. Dr.  Walsh  McDermott  and  others 
have  expressed  the  belief  that  intermittent  doses 
would  be  satisfactory,  and,  in  fact,  such  schedules 
are  being  used.  Most  clinics  in  the  country  are 
now  using  a schedule  in  which  the  penicillin  is 
administered  for  about  two  weeks.  Such  a 
period  of  treatment  seemed  to  us  to  be  short  for 
a disease  with  the  type  of  pathology  found  in 
cardiovascular  syphilis.  Therefore,  we  adopted 
the  plan  of  an  intensive  treatment  for  a period  of 
two  weeks  and  extended  the  treatment  through 
ten  additional  weeks  during  which  a less  inten- 
sive dosage  schedule  is  applied. 

Dr.  Webster:  Our  therapy  is  a compromise 
because  we  did  not  feel  satisfied  to  discontinue 
the  treatment  at  the  end  of  two  weeks  on  the 
basis  of  the  histologic  evidence.  Cardiovascular 
syphilis  appeared  to  be  more  resistant  to  arseni- 
cal therapy  than  other  forms  of  syphilis.  There- 
fore, we  reasoned  that  it  might  prove  more  re- 
sistant to  penicillin.  We  believed  that  we  had  a 
greater  chance  for  success  by  prolonging  treat- 
ment over  a period  of  about  ninety  days. 

Dr.  Gold:  Is  this  method  which  you  have 
just  outlined  the  one  you  advocate  for  routine 
use  at  the  present  time? 

Dr.  Webster:  We  are  using  it. 

Dr.  Gold:  You  do  not  give  any  arsenic  or 
bismuth? 

Dr.  Webster:  I would  not. 

. Dr.  Gold:  Only  penicillin? 

Dr.  Webster:  The  Veterans  Administration 
and  the  Army  have  adopted  the  plan  of  giving 
penicillin  for  two  weeks  as  their  therapy  for 
cardiovascular  syphilis.  Similarly,  in  Dr.  Stokes’ 


clinic  in  Philadelphia  and  in  Dr.  Moore’s  clinic 
in  Baltimore,  they  are  treating  cardiovascular 
syphilis  with  penicillin  given  continuously  over 
two  to  three  weeks. 

Dr.  Gold:  Are  the  patients  ambulant? 

Dr.  Webster:  Here  we  hospitalize  them  for 
two  weeks  and  then  carry  them  on  an  ambula- 
tory basis. 

Dr.  Gold:  Would  you  have  any  objection  to 
having  the  patient  receive  the  injections  of  the 
first  two  weeks  while  he  is  up  and  about  and 
working? 

Dr.  Webster:  No. 

Dr.  Seymour  Rinzler:  Do  you  have  any 
statistics  on  the  comparison  of  the  results  with 
penicillin  and  arsenicals? 

Dr.  Webster:  That  question  brings  up  the 
matter  of  how  to  evaluate  results  in  cardiovascu- 
lar syphilis.  The  ultimate  evaluaton  is  made  in 
terms  of  the  length  of  time  the  patient  survives 
after  the  diagnosis  is  made  and  the  nature  of  the 
findings  at  autopsy. 

Dr.  Rinzler:  Do  you  have  any  comparative 
statistics? 

Dr.  Webster:  It  is  still  too  early  for  such 
data. 

Doctor:  What  is  the  outlook  for  the  patient 
with  syphilitic  aortic  insufficiency  from  the  time 
of  the  first  bout  of  failure? 

Dr.  Reader:  The  prognosis  varies  with  the 
individual  patient,  and  it  is  impossible  to  gener- 
alize. It  depends,  in  part,  on  the  presence  of 
other  heart  disease  and  on  the  general  health  of 
the  patient.  We  have  patients  in  our  clinic  who 
have  been  treated  with  digitalis  and  mercurials 
for  ten  to  fifteen  years  and  who  are  still  gainfully 
employed.  Their  work  load  has  had  to  be  re- 
duced. They  are  not  heavy  laborers,  but  they 
are  able  to  support  themselves.  In  general,  the 
prognosis  in  most  cases  is  now  much  better  than 
the  one-  to  two-year  figures  which  are  often 
quoted. 

Doctor:  Dr.  Reader,  I would  like  to  hear  some 
more  discussion  on  the  differential  diagnosis  of 
early  uncomplicated  aortitis;  that  is,  how  does 
one  decide  between  syphilis  and  arteriosclerosis 
as  the  etiologic  factor? 

Dr.  Reader:  I have  little  to  add  to  what  I 
have  already  said  about  this  matter.  I can 
only  emphasize  that  angiocardiography  is  ex- 
tremely valuable  as  an  aid.  Calcium  deposition 
in  an  irregularly  dilated  ascending  aorta  in  the 
presence  of  a positive  serologic  test  for  syphilis  or 
a history  of  antisyphilitic  therapy  constitute 
strong  support  for  the  diagnosis  of  syphilitic 
aortitis.  In  contrast,  arteriosclerosis  rarely 
affects  the  ascending  aorta  and  produces  little 
or  no  dilatation;  hypertension  produces  a regu- 


310 


CONFERENCES  ON  THERAPY 


[N.  Y.  State  J.  M. 


lar,  fusiform  dilatation  of  the  ascending  aorta 
but  not  of  the  magnitude  of  that  seen  in  syphilis. 
A mistake  can  be  made  when  the  combination  of 
hypertension  and  arteriosclerosis  produces  dila- 
tation of  the  aorta  in  a patient  with  a positive 
serologic  reaction.  However,  the  percentage  is 
definitely  in  your  favor  if  you  call  every  case 
with  calcified  and  dilated  ascending  aorta  and  a 
positive  serologic  test  one  of  syphilitic  aortitis 
and  treat  it  as  such.  With  the  present  treat- 
ment the  risk  is  negligible.  There  are,  to  be 
sure,  cases  of  syphilitic  aortitis  in  which  none  of 
the  foregoing  signs  are  present,  when  the  disease  is 
in  such  an  early  stage  that  the  clinical  diagnosis 
cannot  be  made. 

Dr.  Webster:  We  have  always  acted  on  the 
premise  that  a patient  with  a positive  serologic 
test  and  a dilated  ascending  aorta  should  be 
treated  as  a case  of  cardiovascular  syphilis.  By 
the  present  methods  of  treatment  one  would  do 
no  harm  even  if  it  turned  out  not  to  be  syphilitic 
aortitis.  On  the  other  hand,  if  the  condition  is 
syphilitic,  withholding  treatment  would  result 
in  irreparable  damage.  We  have  preferred  to 
lean  over  backwards,  and  we  have  treated  a few 
patients  in  whom  treatment  was  perhaps  un- 
necessary. It  has  been  pretty  well  proved  at 
autopsy  that  the  majority  of  lesions,  the  etiology 
of  which  seem  uncertain  clinically,  turn  out  to  be 
syphilitic  when  the  final  answer  is  obtained. 

Dr.  Gold:  I want  to  ask  you  about  a situa- 
tion which  we  encounter  not  infrequently  in  the 
clinics.  In  the  typical  case,  a man,  forty-five 
years  of  age  with  a blood  pressure  of  160/90, 
when  examined  fluoroscopically  shows  quite  a 
bulge  in  the  region  of  the  ascending  aorta  in  the 
P-A  view,  and  in  the  oblique  view  the  bulge  is 
unquestionable.  The  aorta  gives  the  appear- 
ance of  saccular  dilatation.  The  patient  has  a 
negative  blood  Wassermann  and  a negative  his- 
tory for  syphilis.  The  reason  I ask  this  question 
is  that  a dilated  aorta  in  hypertensive  and  arterio- 
sclerotic disease  was  described  as  rare  earlier  in 
this  conference.  This  seems  to  be  one  of  the 
most  common  sources  of  diagnostic  trouble  in  our 
clinics,  namely,  the  patient  with  negative  ser- 
ology, hypertension  and  arteriosclerosis,  and  a 
bulging  or  widened  ascending  aorta.  Would 
you  treat  such  a patient  as  a syphilitic? 

Dr.  Webster:  Not  with  negative  serology 
and  without  a history  of  syphilis.  I think  you 
have  to  depend  a great  deal  on  the  history  in 
these  cases. 

Dr.  Reader:  Do  you  do  angiocardiograms 
on  these  patients,  Dr.  Gold? 

Dr.  Gold:  No. 

Dr.  Reader:  I think  Dr.  Dotter  has  shown 
conclusively  that  it  is  impossible  to  ascertain  by 


fluoroscopy  alone  whether  the  aorta  is  dilated. 
A tortuous  aorta  can  simulate  a dilated  aorta. 
Without  angiocardiography  one  cannot  be  cer- 
tain. Dr.  Dotter  has  proved  in  several  cases,  in 
which  a diagnosis  of  saccular  aneurysm  of  the 
ascending  aorta  had  been  made  in  the  absence 
of  a history  of  syphilis,  that  the  aorta  was  not 
sacculated  but  merely  tortuous. 

Dr.  Gold:  I am  not  sure  that  I could  agree 
that  it  is  difficult  to  see  a real  bulge  to  the  right 
of  the  sternum  and  a localized  bulge  at  the  be- 
ginning of  the  aorta,  when  the  patient  is  examined 
fluoroscopically  in  the  P-A  and  oblique  views. 

Dr.  Reader:  I think  it  is  quite  common  to 
find  bulging  of  the  aorta  with  hypertension  be- 
cause the  pulsations  are  so  prominent,  but  an 
actual  saccular  dilatation  of  the  ascending  aorta 
just  does  not  occur  without  syphilis.  It  is 
practically  unknown.  I am  willing  to  stand  on 
that. 

Dr.  Gold  : I agree  that  the  typical  sac  is  seen 
only  in  syphilis,  but  this  represents  an  advanced 
lesion.  There  is  a stage  in  syphilis  of  the  aorta 
where  all  one  sees  is  a slight  bulging.  It  is  in  this 
stage  in  which  we  encounter  all  the  difficulty 
in  differentiating  syphilis  from  arteriosclerosis  or 
hypertension.  When  one  sees  a large,  rounded 
sphere  in  the  region  of  the  aorta,  the  differential 
diagnosis  is  not  difficult  by  any  method  of  exami- 
nation, either  angiocardiography  or  simple  fluor- 
oscopy. In  this  connection  I should  mention  that 
fluoroscopy  is  more  satisfactory  than  the  x-ray 
plate.  In  the  former  examination  advantage  can 
be  taken  of  the  most  favorable  angle  of  rotation 
in  the  oblique  positions  for  disclosing  the  maxi- 
mum salient  of  a bulge. 

Dr.  Webster:  I would  like  to  add  a word 
about  angiocardiography  in  the  diagnosis  of 
cardiovascular  disease.  It  has  long  been  recog- 
nized that  the  diagnosis  of  uncomplicated 
aortitis  is  very  difficult.  This  is  the  most  impor- 
tant stage  of  the  disease  in  which  to  make  the 
diagnosis  because  it  is  the  stage  in  which  treat- 
ment offers  the  best  prognosis.  Angiocardi- 
ography seems  to  have  answered  many  of  our 
problerhs.  We  started  it  with  some  trepidation 
because  we  were  afraid  of  reactions.  The  only 
complication  has  been  a mild  chemical  thrombo- 
phlebitis which  subsides  readily.  Angiocardio- 
ography  is  the  single  most  important  advance 
which  has  been  made  in  a long  time  in  the 
diagnosis  of  this  disease. 

Dr.  Gold:  Would  you  tell  us  how  you  do  it? 

Dr.  Webster:  The  technic  is  very  simple.. 
Through  a 12-gauge  needle  which  has  been  intro- 
duced into  an  antecubital  vein,  about  40  or  50  cc. 
of  75  per  cent  Neo-Iopax  or  70  per  cent  Diodrast 
are  introduced  into  the  circulation.  It  is  the 
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usual  procedure  to  take  two  left  anterior  oblique 
films.  The  first  is  taken  in  an  average  of  about 
ten  .seconds  after  the  injection  of  the  contrast 
medium  has  begun.  The  interval  varies  with 
the  cardiac  status.  In  the  presence  of  failure,  - 
the  interval  is  considerably  longer.  The  radiolo- 
gists now  have  a special  x-ray  machine.  It  takes 
a film  at  intervals  of  0.6  second,  and  as  many 
films  as  necessary  can  be  taken  The  films  are 
larger  than  the  routine  chest  film  to  make  accu- 
rate measurements  possible. 

Dr.  George  Peabody:  In  relation  to  Dr. 
Gold’s  point  about  the  diagnosis  of  early  dilata- 
tion, I think  the  series  of  patients  which  we  are 
now  studying  may  be  of  some  interest.  In 
these  we  obtained  a simple  chest  x-ray  and  an 
angiocardiogram.  The  angiocardiogram  some- 
times shows  a dilatation  which  is  not  seen  in  the 
x-ray,  and  conversely,  a contour  interpreted  as  a 
dilatation  in  the  x-ray  fails  to  appear  in  the  angio- 
cardiogram. The  angiocardiogram  has  proved 
to  be  the  only  method  of  establishing  the  diag- 
nosis of  dilatation  with  certainty. 

Dr.  McKeen  Cattell:  In  speaking  of  the 
therapeutic  paradox,  Dr.  Reader  mentioned 
scarring  as  one  of  the  complications  of  therapy. 
Does  he  have  evidence  that  scarring  is  less  in  the 
same  period  of  time  without  treatment?  Is 
scarring  specifically  accelerated  by  the  treat- 
ment? 

Dr.  Reader:  I am  not  sure  of  that,  Dr.  Cat- 
tell. Our  evidence  indicates  that  scarring  is 
part  of  the  pathologic  process,  and  it  is  our  belief 
that  it  develops  even  after  the  inciting  organism 
has  been  eliminated. 

Dr.  Peabody:  In  view  of  what  Dr.  eader 
has  just  stated,  what  would  be  the  sigm  jance 
of  the  serologic  test?  We  have  had  patients 
with  a diagnosis  of  uncomplicated  aortitis  who 
received  treatment  which  we  considered  to  be 
adequate  and  in  whom  the  serologic  test  turned 
negative  after  the  treatment.  Some  of  these, 
however,  went  on  to  develop  aortic  insufficiency. 
We  raised  the  question  as  to  whether  these 
should  be  re-treated.  Additional  treatment 
would  not  be  logical  if  the  progression  to  aortic 
insufficiency  were  simply  the  result  of  an  ana- 
tomic change  in  consequence  of  damage  previ- 
ously produced  by  the  active  infection.  Would  a 
positive  or  negative  serologic  test  after  adequate 
treatment  help  to  decide  the  issue? 

Dr.  Webster:  That  is  a very  good  point. 

Dr.  Reader:  I believe  that  these  patients  pro- 
vide evidence  for  the  nutritional-mechanical 
mechanism  of  damage  and  indicate  that  it  is  not 
the  active  invasion  of  the  aortic  intima  by  spiro- 
chetes which  produces  the  aortic  insufficiency. 
I do  not  believe  that  the  kind  of  patient  you  de- 


scribe needs  to  be  re-treated,  irrespective  of 
whether  the  serology  has  become  negative  or  has 
remained  positive.  The  important  point  in 
this  connection  is  the  fact  which  you  mentioned, 
namely,  that  an  adequate  course  of  treatment 
had  been  given. 

Dr.  Peabody:  I would  also  like  to  ask  Dr. 
Reader  about  another  point.  We  have  recently 
seen  several  patients  who  were  admitted  to  the 
hospital  for  treatment  of  syphilitic  heart  disease, 
because,  under  clinic  supervision,  they  developed 
an  early  diastolic  murmur.  The  murmur  was 
heard  by  several  observers  over  a period  of  three 
to  four  months.  It  was  also  heard  within  the 
first  few  days  following  hospitalization.  There- 
after, a controversy  arose;  many  observers  were 
unable  to.  hear  the  diastolic  murmur  and  dis- 
puted its  presence.  Should  that  be  taken  to 
mean  that  rest  abolished  the  murmur  and  that 
perhaps  we  are  not  employing  rest  sufficiently  in 
the  treatment  of  the  patient  with  syphilitic 
heart  disease? 

Dr.  Reader:  I think  your  observation  is  a 
common  experience.  Of  course,  there  always 
remains  the  possibility  that  the  murmur  was 
there  and  for  some  reason  was  not  heard  by  the 
particular  observer,  but  this  has  happened  often 
enough  to  the  same  competent  observers  to 
leave  little  doubt  that  the  murmur  comes  and 
goes.  Perhaps  it  can  be  explained  by  dilatation 
of  the  aortic  ring.  The  dilatation  would  be  ex- 
pected to  increase  when  the  heart  is  put  under 
stress  and  to  diminish  when  the  stress  is  removed, 
with  the  result  that  the  murmur  would  disap- 
pear. Rest  is  a very  important  feature  in  the 
treatment  of  patients  with  cardiovascular  syphi- 
lis. These  patients  in  failure  need  greater  care 
than  those  in  failure  from  rheumatic  heart  dis- 
ease. They  must  be  warned  to  avoid  over- 
exertion, and  even  moderately  heavy  labor 
should  be  interdicted  for  the  rest  of  their  lives. 

Dr.  Gold:  I wonder  whether  dilatation  of  the 
aortic  ring  is  the  best  explanation  for  the  ob- 
servation that  the  diastolic  aortic  murmur  is 
heard  at  one  time  and  not  at  another.  The  aor- 
tic insufficiency  is  caused  by  distortion  of  the 
valves  in  such  a manner  as  to  make  it  impossible 
for  them  to  make  a tight  closure.  The  audi- 
bility of  a murmur  under  these  conditions  is  re- 
lated to  the  kind  of  vibrations  which  are  set  up, 
and  the  latter  in  turn  depend  on  the  speed  and 
pressure  of  the  circulation.  Changes  in  these 
vibrations  would  be  expected  to  occur  with 
variations  in  physical  exertion.  In  this  connec- 
tion, it  is  noteworthy  that  even  in  the  most  ad- 
vanced forms  of  heart  failure  from  any  cause, 
physical  exertion,  which  produces  marked  in- 
crease in  cardiac  and  vascular  pressure  with 
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marked  dilatation,  rarely,  if  ever,  produces  a 
basal  diastolic  murmur. 

Doctor  : How  much  penicillin  is  given  in  the 
ten-week  period  of  treatment? 

Dr.  Reader:  It  makes  a total  of  6,000,000 
units.  This  is  in  addition  to  the  2,240,000  or 
4,200,000  units  which  are  given  in  the  first  two 
weeks,  depending  on  which  schedule  is  selected. 

Dr.  Webster:  One  may  ask  whether  we  are 
justified  in  treating  cardiovascular  syphilis  with 
penicillin  at  all.  We  know  that  penicillin  is 
probably  the  most  potent  antispirochetal  agent 
in  early  syphilis.  We  know  its  value  in  neuro- 
syphilis and  in  syphilis  during  pregnancy.  It 
would  seem  to  be  a safe  conclusion  that,  if  it  is  so 
potent  against  spirochetes  in  all  those  conditions, 
it  will  prove  effective  in  cardiovascular  syphilis. 
For  final  evaluation,  a long-term  study  is  neces- 
sary. Plans  for  it  are  now  in  the  making.  We 
shall  have  the  definite  answer  only  when  the 
patients  who  are  now  being  treated  have  lived  out 
their  lives  and  data  are  obtained  revealing 
whether  these  lives  were  longer  or  shorter  than 
their  expectancy  by  other  methods  of  treatment 
and  also  when  a certain  number  have  come  to  au- 
topsy. Penicillin  therapy  has  few  hazards.  I 
think  we  are  justified  in  using  it  until  some  evi- 
dence appears  to  the  contrary. 

Summary 

Dr.  Clarke  Wescoe:  The  treatment  of 

cardiovascular  syphilis  is  a controversial  sub- 
ject. There  is  no  complete  agreement  even  on 
such  fundamental  questions  of  whether  specific 
antisyphilitic  therapy  exerts  any  beneficial 
effects  or  whether  the  beneficial  effects  which  may 
occur  are  offset  by  the  inherent  dangers.  The 
position  adopted  by  the  workers  in  the  syphilis 
clinic  of  the  New  York  Hospital,  who  have  de- 
voted a great  deal  of  attention  to  the  problem  of 
cardiovascular  syphilis,  was  explored  in  the  con- 
ference this  afternoon.  Their  experience  leads 
them  to  the  belief  that  intensive  antisyphilitic 
therapy  should  be  applied  in  all  cases  of  cardio- 
vascular syphilis.  They  recommend  penicillin 
as  the  therapy  of  choice  and  advocate  a schedule 
of  20,000  units  intramuscularly  every  three 
hours  around-the-clock  or  300,000  units  (prefer- 
ably procaine  penicillin)  daily,  for  the  first  two 
weeks,  followed  by  300,000  units  twice  a week 
for  the  next  ten  weeks. 

The  defense  of  this  position  lies  in  the  proof 
that  spirochetes  are  active  in  the  aorta  of  the 
patient  with  syphilitic  aortitis  and  in  the  observa- 
tion reported  in  the  literature — that  the  duration 
of  life  from  a particular  point  in  the  disease  was 
about  four  times  as  long  in  cases  that  were 


treated  as  in  comparable  ones  that  went  without 
treatment.  While  the  dangers  of  specific  treat- 
ment in  cardiovascular  syphilis  are  recogqized, 
emphasis  was  placed  on  the  point  that  disasters 
are  infrequent  and  that  some  of  the  hazards  that 
are  stressed  in  the  literature,  such  as  the  Jarisch- 
Herxheimer  reaction  and  the  so-called  thera- 
peutic paradox,  are,  for  the  most  part,  hypo- 
thetic. The  discussion  embraced  points  re- 
lating to  differential  diagnosis,  the  pathogenesis 
of  the  cardiovascular  lesions  of  syphilis  as  a basis 
for  understanding  what  may  be  expected  from 
specific  antisyphilitic  drugs,  and  the  use  of  non- 
specific measures  in  cardiovascular  syphilis. 
The  experience  with  angiocardiography  leads  to 
the  belief  that  it  is  one  of  the  most  important 
aids  for  detecting  the  type  of  dilatation  of  the 
ascending  aorta  which  is  characteristic  of  syphi- 
litic aortitis.  The  view  was  expressed  that  ar- 
teriosclerosis and  hypertension  produce  changes 
in  the  aorta  that  are  difficult  to  distinguish 
grossly  from  those  of  uncomplicated  syphilitic 
aortitis,  but  the  point  was  made  that  the  dilated 
ascending  aorta,  in  the  presence  of  positive  ser- 
ology, had  best  be  considered  as  syphilitic  aorti- 
tis and  treated  as  such,  since  a large  proportion 
of  these  prove  to  be  syphilis,  and  the  few  in  which 
that  does  not  turn  out  to  be  the  case  are  not  in- 
jured by  the  relatively  innocuous  specific  therapy 
which  is  now  available. 

Another  point  of  interest  is  the  observation 
that  angina  pectoris  in  the  patient  with  syphilis 
is  likely  to  be  an  independent  disease,  unless  it  is 
encountered  in  association  with  aortic  insuffi- 
ciency. In  the  detection  of  syphilitic  cardio- 
vascular disease,  it  is  of  first  importance  to  ascer- 
tain whether  the  patient  has  syphilis,  and  in  this 
connection  it  was  pointed  out  that  the  high  in- 
cidence of  negative  blood  serology  in  cardio- 
vascular syphilis  no  longer  applies  to  the  present- 
day  problems.  The  use  of  more  sensitive  tests 
show  that  the  vast  majority,  98  per  cent  or  more, 
of  cases  of  cardiovascular  syphilis  have  positive 
blood  serology.  The  experience  at  the  New 
York  Hospital,  based  on  the  intensive  use  of 
specific  antisyphilitic  measures,  formerly  arseni- 
cals  and  bismuth  and  now  penicillin,  as  well  as 
the  liberal  application  of  nonspecific  measures, 
such  as  rest,  digitalis,  and  the  mercurial  diuretics, 
indicates  that  there  is  much  in  cardiovascular 
syphilis  which  is  accessible  to  control,  and  that 
the  gloomy  outlook  of  the  past  may  no  longer 
apply  to  this  group  of  patients.  There  is  much 
promise  in  the  routine  use  of  penicillin  for  the 
control  of  cardiovascular  syphilis,  both  in  pre- 
vention and  treatment.  The  final  proof  awaits 
the  evidence  of  the  long-term  investigations 
which  are  now  in  progress. 
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Philip  H.  Bourne,  M.D.,  died  on  January  2 at 
the  age  of  seventy-nine.  A physician  in  Salamanca 
for  fifty-five  years,  Dr.  Bourne  was  graduated  from 
the  University  of  Michigan  Medical  School  in  1891. 
He  was  a coroner  for  Cattaraugus  County  at  the 
time  of  his  death  and  was  a member  of  the  American 
Medical  Association  and  the  New  York  State  and 
Cattaraugus  County  Medical  Societies. 

William  Ballantine  Boyd,  Sr.,  M.D.,  seventy-one, 
of  New  York  City,  died  on  December  1.  Dr.  Boyd, 
a graduate  of  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1905,  was  an 
alumnus  of  Sloane  and  Presbyterian  Hospitals. 
He  had  served  as  an  assistant  attending  physician 
at  Vanderbilt  Clinic  and  for  several  years  was  in 
charge  of  the  Personnel  Medical  Clinic. 

Fred  J.  Douglas,  M.D.,  who  represented  the 
Thirty-third  Congressional  District  for  four  terms, 
died  at  his  home  in  Utica  on  January  1 after  a long 
illness.  He  was  seventy-nine  years  old.  Active  in 
the  Utica  political  scene,  Dr.  Douglas  received  his 
medical  degree  from  Dartmouth  Medical  School 
in  1894.  He  joined  the  staff  of  Faxton  Hospital 
in  1899,  and  from  1921  until  1932  was  surgeon-in- 
chief. He  also  served  as  a consultant  surgeon  at 
St.  Elizabeth  and  Utica  State  Hospitals,  Utica. 
Dr.  Douglas  was  a fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American  Medical 
Association,  the  Utica  Academy  of  Medicine,  and 
the  New  York  State  and  Oneida  County  Medical 
Societies. 

Thomas  Irwin  Henning,  M.D.,  died  on  January 
8.  His  age  was  eighty-five.  Dr.  Henning,  who 
was  made  a Licentiate  of  the  Royal  College  of 
Physicians,  England,  in  1890,  had  practiced  medi- 
cine in  Glens  Falls  from  1891  until  his  retirement 
twenty  years  ago.  He  had  also  been  a consultant 
on  the  staff  of  Glens  Falls  Hospital. 

Alexander  Codling  Howe,  M.D.,  eighty-six- 
year-old  retired  ear,  nose,  and  throat  specialist, 
died  at  his  home  in  Brooklyn  on  December  23.  Dr. 
Howe  was  graduated  from  New  York  University 
College  of  Medicine,  in  1893.  He  had  been  a sur- 
geon at  the  Brooklyn  Eye  and  Ear  and  Jewish 
Hospitals,  a member  of  the  board  of  Peck  Memorial 
Hospital,  and  an  attending  surgeon  on  the  staff  of 
Methodist  Hospital,  Brooklyn.  He  had  also 
served  as  medical  director  of  the  Brooklyn  Y.M.C.A. 
Dr.  Howe  was  a fellow  of  the  American  College  of 
Surgeons  and  a diplomate  of  the  American  Board  of 
Otolaryngology  and  was  a member  of  the  American 
Medical  Association  and  the  New  York  State  and 
Kings  County  Medical  Societies. 

Myron  Brill  Morris,  M.D.,  died  of  a heart  attack 
on  January  4 at  the  age  of  sixty-eight.  A physician 
and  surgeon  on  Staten  Island  for  forty-five  years, 
Dr.  Morris  was  a graduate  of  Syracuse  University 
Medical  School  in  1904.  After  his  internship  at 
St.  Joseph’s  Hospital,  Paterson,  New  Jersey,  he 
joined  the  staff  of  St.  Vincent’s  Hospital,  West 
New  Brighton,  Staten  Island,  in  1910  and  served  on 
the  staff  of  that  hospital  until  his  retirement  five 
years  ago.  He  continued  to  serve  as  consulting 
surgeon  for  the  hospital  even  after  his  retirement. 
He  was  chief  surgeon  for  seven  years  and  chief  of 
the  hospital  staff  for  fifteen  years.  Dr.  Morris 
had  also  been  medical  examiner  for  the  New  York 
State  Athletic  Commission  for  several  years  and 


during  both  world  wars  was  chief  physician  at  the 
Bethlehem  Steel  shipyards  on  Staten  Island. 

Samuel  H.  Nerenstone,  M.D.,  of  the  Bronx, 
died  on  October  25.  He  was  fifty-one  years  old. 
Dr.  Nerenstone  was  graduated  from  Cornell  Uni- 
versity Medical  College  in  1923.  He  was  chief  of 
the  proctologic  service  and  a clinical  assistant  in 
surgery  of  the  Lincoln  Hospital  Outpatient  Depart- 
ment, Bronx.  Dr.  Nerenstone  was  a member  of 
the  New  York  Proctological  Society,  the  American 
. Medical  Association,  and  the  New  York  State  and 
Bronx  County  Medical  Societies. 

John  Joseph  O’Loughlin,  M.D.,  fifty-five,  died 
of  a cerebral  hemorrhage  on  December  14.  Dr. 
O’Loughlin  received  his  medical  degree  from  Ford- 
ham  Medical  School  in  1918.  He  was  a first  lieuten- 
ant in  the  Army  Medical  Corps  during  World  War 
I.  In  addition  to  his  practice  in  Howard  Beach, 
Queens,  Dr.  O’Loughlin  served  as  an  associate 
surgeon  on  the  staff  of  Bushwick  Hospital,  Brook- 
lyn. He  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Queens 
County  Medical  Societies. 

Michael  Francis  O’Shea,  M.D.,  seven ty-seven- 
year-old  retired  physician  of  West  New  Brighton, 
Staten  Island,  died  on  January  1.  Dr.  O’Shea  was 
graduated  from  Bellevue  Hospital  Medical  College 
in  1897. 

Joseph  Sweetman  Parent,  M.D.,  died  on  Decem- 
ber 7.  Dr.  Parent,  aged  eighty-seven,  had  prac- 
ticed medicine  in  the  town  and  village  of  Galway 
for  fifty-six  years  when  he  retired  in  1942.  He  had 
also  served  as  health  officer  for  the  town  for  several 
years.  He  received  his  medical  degree  from  Albany 
Medical  College  in  1886.  He  was  a member  of  the 
Albany  Medical  College  Alumni,  the  New  York 
State  and  Saratoga  County  Medical  Societies,  and 
the  American  Medical  Association. 

Leo  S.  Schwartz,  M.D.,  of  Brooklyn,  died  on 
December  31  at  the  age  of  sixty-six.  Dr.  Schwartz, 
a graduate  of  Cornell  University  Medical  College 
in  1908  and  an  alumnus  of  Jewish  Hospital,  Brook- 
lyn, was  formerly  chief  gynecologist  and  director  of 
obstetrics  at  Jewish  Hospital.  He  was  a clinical 
professor  in  obstetrics  and  gynecology  at  the  Long 
Island  College  of  Medicine  and  had  also  been  chief 
of  gynecology  and  director  of  obstetrics  at  Israel 
Zion  Hospital,  now  a division  of  Maimonides  Hos- 
pital. 

Dr.  Schwartz  was  a director  of  the  American 
Jewish  Physicians’  Committee,  a fellow  of  the 
American  College  of  Surgeons,  and  a diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology. 
He  served  as  president  of  the  Brooklyn  Gyne- 
cological Society  in  1932  and  of  the  Kings  County 
Medical  Society  in  1944  and  was,  in  addition,  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  Medical  Society. 

Mose  Scuccimara,  M.D.,  a physician  in  Peekskill 
for  twenty-nine  years,  died  on  December  26  at  the 
age  of  sixty-five.  Graduated  from  Fordham 
Medical  School  in  1919.  Dr.  Scuccimarra  served  as 
plant  physician  at  Standard  Coated  Products 
from  1927  until  his  retirement  last  year,  and  was 
on  the  staff  of  Peekskill  Hospital.  During  the 
recent  war  he  was  examining  physician  for  the 
Selective  Service  Board.  He  was  a member  of 
[Continued  on  page  315J 
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Hospitals  Warned  on  Narcotics 


DR.  HERMAN  E.  HILLEBOE,  State  Health 
Commissioner,  has  called  upon  hospitals,  phar- 
macists, and  physicians  to  take  greater  care  in  guard- 
ing narcotic  drug  supplies.  There  were  more  than 
twenty  major  thefts  of  such  supplies  from  New  York 
State  hospitals  during  1948  in  New  York  City,  Buf- 
falo, Troy,  Syracuse,  Rochester,  Schenectady,  and 
Jamestown. 

Dr.  Hilleboe  outlined  a program  to  help  meet  the 
situation,  calling  for  prompt  installation  of  suitable 
storage  space;  adequate  protection  for  all  doors  and 
windows  leading  to  hospital  pharmacies  and  drug 
stock  rooms,  and  use  at  all  times  of  all  protective 


devices;  keeping  working  stocks  of  narcotic  drugs  at 
a minimum;  returning  working  drug  stocks  to  pro- 
tective storage  when  the  drugs  are  not  in  active  use, 
and  guarding  against  overstocking  at  main  supply 
points. 

“Too  many  hospitals  regard  drugs  only  in  the 
light  of  their  legal  value,  a mistake  shared  by  phar- 
macists and  physicians,”  Dr.  Hilleboe  said.  “They 
fail  to  realize  that  the  underworld  prices  on  morphine 
. and  cocaine  are  reportedly  more  than  100  times  their 
legal  value;  that  one  ounce  of  cocaine,  for  instance, 
for  which  they  might  pay  S15,  produces  a phenome- 
nally exaggerated  price  in  illicit  traffic  of  the  drug.” 


State’s  Pay  to 

GOVERNOR  Thomas  E.  Dewey  announced  that 
beginning  January  1 an  increase  in  the  maxi- 
mum daily  rate  paid  to  hospitals  for  rehabilitation 
services  for  physically  handicapped  children  has 
gone  into  effect.  The  former  rate  of  $6.25  a day  to 
general  hospitals  is  increased  to  $8.50,  while  the  in- 
crease for  convalescent  hospitals  is  from  $5.00  to 
$6.00  a day.  The  State  and  localities  each  pay  half. 


Hospitals  Rises 

The  total  number  of  physically  handicapped  chil- 
dren who  wrere  hospitalized  during  1947  was  5,600, 
and  included  spastics,  paralytics,  and  amputees. 
Health  authorities  expect  the  number  to  be  in- 
creased to  6,500  for  1949. 

The  present  maximum  daily  rate  has  been  in  effect 
since  July  1,  1947.  The  higher  rates  became  neces- 
sary because  of  increased  costs. 


Bernecker  Appointed  Administrator  for  N.Y.U.-Bellevue  Center 


DR.  EDWARD  M.  BERNECKER,  who  has  re- 
signed as  New  York  City  Commissioner  of  Hos- 
pitals, has  been  appointed  administrator  of  hospital 
services  at  the  New7  York  University-Bellevue  Medi- 
cal Center,  according  to  an  announcement  from  Dr. 
Harry  Woodbum  Chase,  chancellor  of  N.Y.U. 

In  his  new'  position,  Dr.  Bernecker  w'ill  be  respon- 
sible for  the  administration  of  University  Hospital, 
formerly  the  New  York  Post-Graduate  Hospital 
which  wras  transferred  to  the  N.Y.U.-Bellevue 
Center  on  December  1,  1948.  He  will  also  be  re- 


sponsible for  the  coordination  of  clinical  programs 
for  instruction  at  other  hospitals  associated  with  the 
Medical  Center,  and  the  administration  of  the  Uni- 
versity’s Institute  of  Rehabilitation  and  clinics. 

Mr.  Edwin  A.  Salmon,  director  of  the  Medical 
Center,  said  that  Dr.  Bernecker’s  knowledge  of  hos- 
pital construction  w’ould  be  of  great  assistance  in 
executing  the  construction  program  scheduled  to 
begin  this  spring  in  the  four  blocks  north  of  Bellevue 
Hospital,  between  First  Avenue  and  the  Franklin 
D.  Roosevelt  Drive. 


Postgraduate  Program  for  Mather  Memorial  Hospital 


A RRANGED  by  the  Council  Committee  on  Pub- 
H lie  Health  and  Education  of  the  Medical  Society  of 
the  State  of  New  York,  with  the  cooperation  of  the 
State  Department  of  Health,  a program  of  post- 
graduate instruction  w'ill  be  held  for  the  medical 


NEWS 

The  medical  board  of  the  White  Plains  Hospital, 
White  Plains,  for  1949  w’as  appointed  at  the  Decem- 
ber meeting  of  the  Board  of  Governors,  w'ith  Dr.  Ed- 
win G.  Ramsdell  continuing  as  chief  of  staff.  Medi- 
cal board  members  are:  Dr.  Ramsdell,  director  of 
surgery;  Dr.  Edw'ard  W.  Weber,  director  of  medi- 
cine; Dr.  J.  R.  Montgomery,  director  of  obstetrics; 
Dr.  J.  R.  Whisenant,  director  of  urology,  and  Dr. 
R.  W.  Moriarty,  director  of  eye,  ear,  nose,  and 


board  of  the  Mather  Memorial  Hospital,  Port  Jef- 
ferson, on  Thursday,  February  24,  at  11:30  a.m. 

Dr.  Charles  A.  R.  Connor,  instructor  in  medicine 
at  the  New  York  University  College  of  Medicine, 
will  speak  on  “Rheumatic  Fever.” 

NOTES 

throat.  Appointed  doctors  at  large  were:  Dr.  D.  A. 
MacDonald,  Dr.  J.  W.  Ehrlich,  Dr.  W.  M.  Sheridan, 
and  Dr.  John  Cannon. 

Dr.  Spencer  Myers  was  elected  president  of  the 
medical  staff  of  the  Ossining  Hospital,  Ossining,  at 
the  annual  organization  meeting  December  29. 
Others  elected  were:  Dr.  M.  S.  Rednick,  vice- 
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president,  and  Dr.  Harold  W.  Kipp,  secretary-treas- 
urer. 


Dr.  I.  Herbert  Scheffer,  former  medical  superin- 
tendent of  the  Metropolitan  Hospital,  New  York 
City,  has  been  promoted  to  a position  as  general 
medical  superintendent  of  the  New  York  City  Hos- 
pital Department,  as  of  December  16, 1948. 


Dr.  Lloyd  H.  Gaston,  assistant  director  of  St. 
Luke’s  Hospital,  New  York  City,  since  1945,  has 
been  appointed  director  of  the  Hospital,  effective 
January  1,  succeeding  Dr.  Claude  W.  Munger,  who 
retired  July  1, 1948,  because  of  ill  health.  Since  that 
time,  Dr.  Gaston  has  been  acting  director. 


Dr.  Walter  E.  Lawrence,  former  assistant  to  the 
superintendent  of  the  Schenectady  County  Hospital 
for  six  years,  has  succeeded  Dr.  Walter  L.  Rathburn 
as  superintendent  of  Newton  Memorial  Hospital  in 
Cassadaga. 


Fifteen  more  private  rooms  will  be  available  for 
St.  Francis  Hospital,  Olean,  with  the  construction 
of  a $100,000  addition  as  a wing  in  the  rear,  Mother 
Mary  Viator  has  announced.  The  rooms,  on  the 
first  floor,  are  now  occupied  by  the  Sisters  of  St. 
Francis,  who  will  be  housed  in  the  addition.  The  bed 
capacity  of  the  hospital  now  is  100. 


The  appointment  of  Dr.  Leo  M.  Davidoff  as  di- 
rector of  neurosurgery  at  Beth  Israel  Hospital,  New 
York  City,  has  been  announced.  Dr.  Davidoff  is 
professor  of  clinical  neurologic  surgery  at  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity. 


With  Grover  A.  Whalen  and  other  speakers  citing 
its  record  of  having  cared  for  nearly  one  million 
patients,  Beth-El  Hospital,  Brooklyn,  celebrated  its 
twenty-fifth  anniversary  December  19  at  the  .Wal- 
dorf-Astoria Hotel,  New  York  City.  Mr.  Whalen, 
as  chairman  of  the  city’s  Golden  Jubilee  Committee, 


cited  progress  in  medicine  and  surgery  and  out- 
lined the  growth  of  the  city  during  the  last  half  cen- 
tury. In  spite  of  the  storm,  970  persons  attended  the 
Silver  Jubilee  Dinner. 


The  Central  Harlem  Medical  Society,  New  York 
City,  composed  of  180  Negro  physicians,  has  voted 
indorsement  of  the  interracial  policy  at  Sydenham 
Hospital,  New  York  City,  and  of  the  campaign  to 
make  up  operating  deficits,  Dr.  Cyril  H.  Dolly, 
president  of  the  society,  announced. 


At  the  regular  meeting  of  the  staff  of  Highland 
Hospital,  Beacon,  Dr.  C.  B.  Dugan  was  re-elected 
president  of  the  medical  staff. 


Dr.  Frank  R.  Ilenne,  formerly  with  the  Marcy 
State  Hospital,  has  been  appointed  assistant  direc- 
tor of  the  Harlem  Valley  State  Hospital,  Wingdale. 
Dr.  Louis  Loeffler,  Ogdensburg,  has  been  appointed 
director  of  laboratories. 


Dr.  Eugene  J.  Cohen  spoke  on  “The  Use  of  An- 
drogens in  Males  and  Females”  and  “A  Review  of 
Some  of  the  Recent  Advances  in  Thyroid  Physiology 
and  Therapy”  on  January  3 and  January  10,  respec- 
tively, at  the  Veterans  Administration  Hospital, 
Castle  Point. 


Officers  for  1949  were  elected  at  the  regular  meet- 
ing of  the  medical  staff  of  the  E.  J.  Meyer  Memorial 
Hospital,  Buffalo.  They  are:  Dr.  Donald  R.  Mc- 
Kay, president;  Dr.  George  E.  Slotkin,  vice-presi- 
dent; Dr.  Kenneth  Goldstein,  secretary,  and  Dr. 
Ernest  L.  Brodie,  treasurer. 


Dr.  George  W.  Wheeler,  assistant  director  of  the 
New  York  Hospital,  has  retired  after  thirty-six  years 
of  service.  He  was  guest  of  honor  at  a testimonial 
dinner  given  by  the  Board  of  Governors  of  the  Hos- 
pital, and  was  elected  an  honorary  life  member  of 
the  Society  of  the  New  York  Hospital. 
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the  New  York  State  and  Westchester  County 
Medical  Societies  and  the  American  Medical  As- 
sociation. 

Andrew  John  Taddeo,  M.D.,  died  at  his  Bronx 
home  on  December  24  after  a brief  illness.  He 
was  forty-eight  years  old.  Dr.  Taddeo,  a captain 


in  the  Army  Medical  Corps  in  World  War  II, 
received  his  medical  degree  from  New  York  Univer- 
sity and  Bellevue  Medical  College  in  1929  and  in- 
terned at  St.  Mary’s  Hospital,  Hoboken,  New 
Jersey.  He  was  assistant  attending  physician  at 
Morrisania  Hospital. 
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Columbia  Coordinates  Physical  Medicine  Program 


Y^OLUMBIA  University,  New  York  City,  on  Janu- 
ary  1 embarked  upon  a new  program  of  coor- 
dination and  integration  of  the  widespread  physical 
medicine  program  which  has  been  developed  under 
impetus  from  a grant  of  $400,000  from  Bernard 
Baruch  through  the  Baruch  Committee  on  Physical 
Medicine. 

President  Dwight  D.  Eisenhower  announced  that 
Dr.  Robert  C.  Darling,  associate  professor  of  medi- 
cine at  the  College  of  Physicians  and  Surgeons  and 
chairman  of  the  physical  fitness  subcommittee  of  the 
Baruch  Committee,  will  serve  as  coordinator  of  the 
program.  Dr.  Willard  C.  Rappleye,  dean  of  the 
Faculty  of  Medicine,  explained  that,  as  a result  of 
the  Baruch  grant,  the  University’s  physical  medi- 
cine facilities  have  become  so  diverse  and  numerous 
that  the  need  has  arisen  for  a coordinator. 

The  new  program  will  deal  with  the  instructional 


and  research  activities  in  physical  medicine  at  Col- 
umbia-Presbyterian  Medical  Center;  the  Institute 
for  the  Crippled  and  Disabled,  which  is  affiliated 
with  Columbia;  the  instructional  program  in  phys- 
ical and  occupational  therapy  at  the  Medical  Center 
and  Teachers  College,  and  training  projects  for  both 
technical  and  medical  personnel  at  the  Medical  Cen- 
ter as  well  as  eight  other  hospitals  in  New  York 
City. 

The  physical  therapy  services  at  the  Medical  Cen- 
ter during  the  year  ending  December  31,  1947,  ad- 
ministered 161,233  treatments,  Dr.  Rappleye  an- 
nounced, and  in  occupational  therapy,  30,719 
treatments  were  given — a total  of  191,952  treat- 
ments. In  the  teaching  phase,  the  University  con- 
ducts three  courses  in  physical  medicine  for  physi- 
cians, in  addition  to  classes  in  occupational  and 
physical  therapy. 


Accidents  to  Workers  Increase  in  1948 


THE  number  of  accidents  to  workers  reported  last 
year  by  employers  in  this  State  reached  a high 
record  of  818,694,  the  New  York  State  Workmen’s 
Compensation  Board  said  recently. 

Miss  Mary  Donlon,  board  chairman,  said  that  the 
increase  of  4 per  cent  over  the  number  of  accidents 
reported  in  1947  was  because  of  high  employment, 
improved  reporting  methods  of  employers,  and  the 
expansion  of  workmen’s  compensation  coverage  to 
new  groups,  such  as  domestic  workers  and  volunteer 
firemen.  The  accident  rate  is  “leveling  off,”  Miss 
Donlon  said. 

The  increase  in  the  number  of  accidents  was 
sharpest  in  the  New  York  metropolitan  area,  in- 
cluding, in  addition  to  the  city,  the  counties  of 
Westchester,  Nassau,  Suffolk,  and  Rockland.  The 
metropolitan  district  reported  468,359  accidents  last 
year,  an  increase  of  6 per  cent  over  1947. 

The  Buffalo  and  Albany  districts  showed  increases 
in  the  number  of  accidents  over  1947,  while  the 
Rochester  and  Syracuse  districts  reported  a decline 
in  accidents. 

The  Binghamton  office,  opened  last  March  1,  re- 
ported 16,295  accidents  for  ten  months  of  1948. 
During  the  first  two  months  last  year,  as  in  previous 
years,  the  industrial  accidents  from  counties  in  that 
part  of  the  State  had  been  reported  to  other  upstate 
offices. 


The  accident  figures  for  each  of  the  six  district  of- 
fices of  the  Workmen’s  Compensation  Board,  for 
1948  and  1947,  follow: 


District  Office 

1948 

1947 

New  York  City 

. . . 468,359 

441,159 

Albany 

. . . 84,808 

81,233 

Binghamton 

16,295 

Buffalo 

. . . 113,042 

107,512 

Rochester 

55,200 

55,822 

Syracuse 

. . . 80,990 

101,519 

“While  continued  emphasis  on  safety  and  accident 
avoidance  are  reflected  in  a leveling  off  of  reported 
accidents  relative  to  the  number  of  workers  em- 
ployed in  compensable  employments,”  said  Miss 
Donlon,  “the  plain  truth  is  that  carelessness  is  still 
causing  too  many  avoidable  accidents.  Even  though 
many  of  the  818,694  accidents  were  minor,  there  was 
some  medical  care  given  and  some  discomfort  suf- 
fered even  when  little  or  no  work  time  was  lost.” 
Declaring  that  analysis  of  several  hundred  thou- 
sand cases  showed  that  the  “human  factor”  was  the 
cause  of  more  accidents  than  machine  failures  or  de- 
fects, Miss  Donlon  said:  “Here  is  the  opportunity 
for  management  and  labor  to  cooperate  with  obvious 
benefits  to  all.  The  only  good  accident  is  the  one 
that  never  happens.” 


National  Cancer  Institute  Grants  Announced 


GRANTS  totaling  $508,527,  to  aid  laboratory  and 
clinical  cancer  research,  have  been  announced 
from  the  National  Cancer  Institute  through  the 
Federal  Security  Administration. 

In  New  York  State,  grants  received  include: 
Albany  Medical  College,  $3,888,  and  University  of 


Rochester,  $1,230.  In  New  York  City,  the  grants 
are:  Fordham  University,  $9,800;  Columbia  Uni- 
versity, College  of  Physicians  and  Surgeons, 
$7,560;  Memorial  Hospital,  $98,508;  Barnard 
College,  $1,800,  and  Mount  Sinai  Hospital,  $16- 
200. 
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Medical  Center  Receives  Eight-Million  Dollar  Grant 


THE  New  York  Uniyersity-Bellevue  Medical 
Center  has  received  a gift  “in  excess  of  $8,000,- 
000”  from  the  Samuel  H.  Kress  Foundation,  it  was 
announced  on  January  10.  The  terms  of  the  grant 
stipulate  that  it  will  be  devoted  to  the  development 
at  the  Center  of  a program  of  postgraduate  medical 
education  which  will  be  national  and  world-wide  in 
scope,  and  which  will  require  a decade  to  work  out  on 
a constructive  basis. 

Of  the  total  grant  by  the  Kress  Foundation  to  the 
Medical  Center,  approximately  $4,000,000  will  be 
made  available  as  capital  funds  for  construction  of 
postgraduate  facilities  in  the  new  buildings.  A sec- 
ond $4,000,000  from  the  Kress  grant  will  be  ear- 
marked as  support  for  a program  of  postgraduate 


medical  teaching  by  outstanding  physicians  and 
surgeons. 

The  new  Post-Graduate  Medical  School,  which 
now  has  the  support  of  the  Samuel  H.  Kress  Founda- 
tion, has  its  own  faculty  and  dean,  with  an  analyti- 
cal program  for  a model  organization  and  adminis- 
trative responsibility.  It  will  function  in  association 
with  the  University’s  hundred-year-old  College  of 
Medicine,  which  will  continue  to  specialize  in  the 
training  of  medical  students  for  their  M.D.  degrees. 
In  addition  to  the  two  medical  schools,  the  Medical 
Center  has  in  operation  its  Institute  of  Rehabilita- 
tion, an  Institute  of  Industrial  Medicine,  the  Uni- 
versity Clinic,  and  the  University  Hospital  (formerly 
Post-Graduate  Hospital) . 


MEDICALLY 

American  Board  of  Obstetrics  and  Gynecology — 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Friday,  February  4,  1949. 

Arrangements  will  be  made  so  far  as  is  possible 
for  candidates  to  take  the  Part  I examination 
(written  paper  and  submission  of  case  records)  at 
places  convenient  for  them.  Candidates  who 
successfully  complete  the  Part  I examination  pro- 
ceed automatically  to  the  Part  II  examination  to 
be  held  May  8 to  14,  inclusive,  1949,  at  the  Hotel 
Shoreland,  Chicago,  Illinois.  Notice  of  the  exact 
time  and  place  of  the  Part  I and  Part  II  examina- 
tions will  be  sent  all  candidates  well  in  advance  of 
the  examination  date.  Closing  date  for  reapplica- 
tions for  admission  to  the  Part  II  examinations 
will  be  April  1,  1949. 

New  bulletins  are  now  available  for  distribution 
upon  application  and  give  details  of  all  changes  in 
Board  requirements  and  regulations  made  at  the 
annual  meeting  of  the  Board  held  in  Washington, 
D.C.,  May  16  to  May  22,  1948.  These  relate 
both  to  candidates  and  to  hospitals  conducting 
residency  services  for  training. 

Application  forms  and  bulletins  are  sent  upon 
request  made  to:  American  Board  of  Obstetrics 

and  Gynecology,  Inc.,  1015  Highland  Building, 
Pittsburgh  6,  Pennsylvania. 

Leaves  Funds  for  Research — Ernest  L.  Wood- 
ward, former  head  of  the  Jell-0  Company,  who 
died  last  year,  left  $2,198,571.54  to  the  University 
of  Rochester  for  medical  research.  He  also  left 
$250,000  to  the  Genesee  Memorial  Hospital  in 
Batavia,  and  $50,000  to  St.  Mark’s  Episcopal 
Church  in  Le  Roy,  his  home.  / 

Postgraduate  Course  on  Diabetes — The  Frank  E. 
Bunts  Educational  Institute  and  Cleveland  Clinic 
will  present  a continuation  course  for  physicians 
entirely  devoted  to  the  diagnosis  and  management 
of  diabetes  and  its  complications,  to  be  held  on 
March  17,  18,  and  19.  Dr.  Henry  T.  Ricketts  of 
Chicago,  Dr.  John  S.  L.  Browne  of  Montreal,  and 


SPEAKING— 

Dr.  H.  L.  C.  Wilkerson  of  the  United  States  Public 
Health  Service  will  be  guest  speakers.  Dr.  E. 
Perry  McCullagh  is  director  of  the  course. 

Inquiries  regarding  the  complete  program  and 
registration  may  be  addressed  to  the  Director  of 
Education,  Frank  E.  Bunts  Educational  Institute, 
2020  East  Ninety-third  Street,  Cleveland  6,  Ohio. 

Fellowships  in  Exfoliative  Cytology — The  Ameri- 
can Cancer  Society  announces  that  fellowships  are 
available  for  advanced  training  in  diagnostic  tech- 
nic in  exfoliative  cytology  for  qualified  pathologists. 
Six  of  these  are  at  the  Cornell  University  Medical 
College,  under  the.  direction  of  Dr.  George  N. 
Papanicolaou,  and  one  at  the  New  York  University 
Hospital,  under  Dr.  Locke  L.  MacKenzie.  Ap- 
plications should  be  made  directly  to  the  institu- 
tions where  the  fellowships  are  available. 

Surgery  Course  to  Be  Offered — A postgraduate 
course  in  orthopedic  surgery  will  be  offered  by  the 
Hospital  for  Joint  Diseases,  1919  Madison  Avenue, 
New  York  City,  in  affiliation  with  the  College  of 
Physicians  and  Surgeons,  Columbia  University. 
The  course  will  comprise  eleven  morning  and  eleven 
afternoon  sessions  on  consecutive  Thursdays,  be- 
ginning March  3,  held  at  the  Hospital.  Physicians 
may  apply  for  registration  at  the  office  of  the  As- 
sistant Dean,  Graduate  Medicine,  College  of 
Physicians  and  Surgeons. 

National  Heart  Campaign  Set — National  Heart 
Week  in  1949  has  been  designated  as  the  week  of 
February  14  to  21,  a period  of  intensified  public 
education  and  fund  raising  within  the  national 
campaign  of  the  American  Heart  Association, 
February  7 to  28. 

Propose  Law  for  Rh  Factor — A bill  to  require  the 
testing  of  blood  of  expectant  mothers  for  the  Rh 
factor  is  to  be  introduced  into  the  1949  State 
Legislature,  according  to  State  Senator  Thomas  C. 
Desmond.  Purpose  of  the  bill,  according  to  Sena- 
tor Desmond,  is  to  help  avert  the  tragedies  of  still- 
births, deaths  in  infancy,  and  births  of  subnormal 
children,  due  to  antagonistic  Rh  blood  factors  in 
the  parents. 
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MEETINGS 

PAST 


New  York  Council  of  Surgeons 
Dr.  Anthony  J.  Della  Rocca,  assistant  surgeon  at 
the  Manhattan  Eye,  Ear  and  Throat  Hospital  and 
instructor  in  ophthalmology  at  the  New  York  Poly- 
clinic Medical  School  and  Hospital,  spoke  on  “Man- 
agement of  the  Acute  Congestive  Eye”  at  a meeting 
sponsored  by  the  New  York  Council  of  Surgeons, 
January  4 at  the  Parkchester  General  Hospital, 
New  York. 

Society  of  Medical  Jurisprudence 
At  the  meeting  of  the  Society  of  Medical  Jurispru- 
dence held  January  10  in  New  York  City,  Dr.  Har- 
rison J.  Martland,  professor  of  forensic  medicine  at 
the  New  York  University-Belle vuq  Medical  Center, 
spoke  on  “The  Danger  of  Increasing  the  Normal  Ra- 
dioactivity of  the  Human  Body,”  and  Mr.  Edward 
Holloway  gave  the  presidential  address  on  “Medicine 
and  the  Law.” 

Saranac  Lake  Medical  Society 
Dr.  Gavin  Miller,  professor  of  surgery  at  McGill 
University,  Montreal,  spoke  on  “Recent  Advances 


in  Surgery  of  the  Gastrointestinal  Tract”  at  the 
meeting  of  the  Saranac  Lake  Medical  Society  held 
January  12. 

Cancer  Teaching  Day 

A cancer  teaching  day  was  held  January  19  at  the  .! 
Hermann  M.  Biggs  Memorial  Hospital,  Ithaca,  un-  i| 
der  the  auspices  of  the  Tompkins  County  Medical 
Society,  the  State  Medical  Society,  the  Tompkins 
County  Department  of  Health,  and  the  Bureau  of 
Cancer  Control  of  the  State  Department  of  Health.  ! 

Speakers  and  their  topics  included:  Dr.  Norman 
Treves,  instructor  in  surgery,  Cornell  University  || 
Medical  College,  “Cancer  of  the  Breast”;  Dr.  John  ; 
S.  LaDue,  assistant  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  “Operative 
Risk  and  Pre-  and  Postoperative  Care  of  Patients  | 
with  Cancer”;  Dr.  Clyde  L.  Randall,  professor  of 
gynecology.  University  of  Buffalo  School  of  Medi- 
cine, “Significance  and  Management  of  Abnormal 
Vaginal  Bleeding,”  and  Dr.  Albert  F.  R.  Andresen, 
professor  of  clinical  medicine,  Long  Island  College 
of  Medicine,  “Gastrointestinal  Cancer.” 


PERSONALITIES 


Honored 

Dr.  James  M.  Cronk,  Hyde  Park,  at  a testimonial 
dinner  held  on  December  15,  marking  his  completion 
of  fifty  years  of  the  practice  of  medicine  in  the  Hyde 
Park  area,  where  he  established  his  practice  in  Octo- 
ber, 1898  . . . Dr.  Wilbur  A-  Sawyer,  first  director  of 
health  for  the  United  Nations  Relief  and  Rehabili- 
tation Administration,  who  received  the  1948  Rich- 
ard P.  Strong  Medal  for  distinguished  service  in 
tropical  medicine,  at  the  annual  dinner  of  the  Ameri- 
can Foundation  for  Tropical  Medicine,  January  13 
in  New  York  City. 

Awarded 

One  of  the  first  two  fellowships  in  clinical  cancer 
research  under  the  Damon  Runyon  Memorial  Fund, 
to  Dr.  Genevieve  Mary  Bader,  New  York  City, 
clinical  assistant  at  the  Strang  Cancer  Prevention 
Clinic  . . . Dr.  Irving  Rappaport,  instructor  at  the 
Long  Island  College  of  Medicine,  a fellowship  for 
medical  research  at  the  College,  from  the  Benson 
Memorial  Fund  . . . Dr.  Harold  Wiggers,  Albany 
Medical  College,  a $2,700  grant  from  the  American 
Foundation  for  High  Blood  Pressure  for  research  in 
high  blood  pressure  and  hardening  of  the  arteries. 

Appointed 

Dr.  Henry  S.  Di  Stefano,  Syracuse,  as  instructor 
in  the  department  of  anatomy,  Syracuse  University 
College  of  Medicine  . . . Dr.  Merwin  E.  Marshland, 
Mamaroneck,  to  the  Westchester  County  Board  of 
Health  . . . Dr.  D.  Frank  Milam,  formerly  with  the 
International  Health  Division  of  the  Rockefeller 
Foundation,  as  national  director  of  the  Planned 
Parenthood  Federation  . . . Dr.  George  M.  Wheat- 
ley,  as  third  vice-president  of  the  Metropolitan  Life 
Insurance  Company,  to  supervise  the  "ompany’s 
health  and  welfare  activities. 


Elected 

Dr.  George  Baehr,  retiring  president  of  the  New 
York  Academy  of  Medicine,  as  chairman  of  the 
board  of  directors  of  the  Health  Insurance  Plan  of 
Greater  New  York  . . . Dr.  Rustin  McIntosh,  direc- 
tor of  the  pediatric  service,  Presbyterian  Hospital, 
as  1949  chairman  of  the  American  Council  on  Rheu-  1 
matic  Fever  of  the  American  Heart  Association. 

Dr.  McIntosh  is  also  Carpenter  Professor  of  Pediat- 
rics at  the  College  of  Physicians  and  Surgeons, 
Columbia  University. 

Speakers 

Dr.  I.  D.  Bobrowitz,  medical  superintendent  of 
the  New  York  City  Municipal  Sanatorium,  Otis- 
ville,  on  “The  Prognosis  and  Treatment  of  Minimal  ' 
Tuberculosis”  at  a meeting  of  the  Society  of  the 
New  York  Medical  College  on  December  21  . . Dr. 
John  J.  Levbarg,  New  York  City,  on  “The  Use  of 
Hypnosis  in  Dentistry”  at  a meeting  of  the  Tenth 
District  Dental  Society  January  26  in  Hempstead  . . . s 
Dr.  Joseph  Earl  Moore,  Johns  Hopkins  Hospital, 
Baltimore,  on  “Office  Management  of  the  Patient 
with  Syphilis”  at  the  weekly  seminar  on  venereal 
disease  control  February  19  at  10:30  a.m.  at  the  1 
New  York  City  Department  of  Health,  125  Worth 
Street,  Manhattan  . . . Dr.  Howard  A.  Rusk,  chair- 
man of  the  department  of  rehabilitation  and  physical 
medicine  at  the  New  Y ork  University  College  of  Med-  S 

icine,  on  a program  of  rehabilitation  for  the  victim  I p 
of  multiple  sclerosis,  at  the  annual  conference  of  the 
Association  for  Research  in  Nervous  and  Mental 
Diseases,  December  11  in  New  York  City. 

New  Offices 

Dr.  Fisk  Brooks,  formerly  in  Delhi,  general  prac- 
tice in  Oneonta . . . Dr.  Donald  F.  Harrington,  World 
War  II  Navy  veteran,  general  practice  in  Seaford. 
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COUNTY  NEWS 


Bronx  County 

The  importance  of  increased  cooperation  between 
the  medical  profession  and  United  Medical  Service, 
the  Doctor’s  Plan,  was  discussed  at  the  regular 
monthly  meeting  of  the  Physician’s  Group  of  Bronx 
County,  held  December  .14  at  the  Concourse  Plaza 
Hotel.  A talk  on  the  health  needs  of  the  community 
was  given  by  State  Senator  Arthur  Wachtel.  Other 
speakers  were  Dr.  Frederick  E.  Elliott,  Mr.  John 
McCormack,  and  Mr.  Alfred  L.  Golden,  vice-presi- 
dents of  U.M.S. 

Broome  County 

A panel  of  doctors  that  can  be  called  in  an  emer- 
gency at  any  time  of  day  or  night  has  been  set  up  by 
the  Broome  County  Medical  Society  for  persons 
whose  own  doctors  are  unavailable  when  an  emer- 
gency arises. 

A special  committee  on  Problems  of  Alcoholism 
has  been  appointed  from  the  Broome  County  Medi- 
cal Society,  as  follows:  Dr.  Herman  M.  Hurdum, 
chairman,  Dr.  Harry  L.  Fulton,  Dr.  Charles  A. 
Mossew,  Dr.  Karl  D.  Rundell,  Dr.  John  D.  Tocco, 
and  Dr.  J.  C.  Zillhardt. 

Chemung  County 

Dr.  M.  F.  Butler  was  elected  president  of  the 
Chemung  County  Medical  Society  at  the  annual 
meeting  held  December  15  in  Elmira.  Other  offi- 
cers chosen  are:  Dr.  A.  H.  Hillman,  vice-president: 
Dr.  J.  A.  Mark,  treasurer,  and  Dr.  J.  J.  McConnell, 
secretary. 

Clinton  County 

Dr.  Howard  T.  Behrman,  assistant  clinical  profes- 
sor of  dermatology  and  syphilology,  New  York  Uni- 
versity College  of  Medicine,  will  speak  on  “Modern 
Treatment  of  Skin  Diseases”  at  the  meeting  of  the 
Clinton  County  Medical  Society  to  be  held  Thurs- 
day, March  17,  at  8.30  p.m.  at  the  Champlain  Valley 
Nurses’  Home,  Plattsburg.  The  program  is  post- 
graduate instruction  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  State 
Society,  with  the  cooperation  of  the  State  Depart- 
ment of  Health. 

The  December  and  January  meetings  of  the  Clin- 
ton County  Medical  Society  also  included  postgradu- 
ate instruction  programs.  On  December  14,  Dr. 
Paul  A.  Bunn,  associate  professor  of  medicine  at 
the  Syracuse  University  College  of  Medicine,  spoke 
on  “Problems  in  Physical  Diagnosis,”  and  on  Janu- 
ary 20,  Dr.  A.  Wilbur  Duryee,  chief  of  the  peripheral 
vascular  clinic  at  the  New  York  Post-Graduate 
Hospital,  spoke  on  “Management  of  Peripheral 
Vascular  Diseases.” 

Dutchess  County 

At  the  January  12  meeting  of  the  Dutchess 
County  Medical  Society,  held  at  the  Hudson  River 
State  Hospital,  Poughkeepsie,  Dr.  C.  Stuart  Welch, 
professor  of  surgery  at  Tufts  Medical  College,  spoke 
on  “Surgery  of  the  Biliary  Tract.” 

Erie  County 

Officers  for  1949  were  installed  at  the  meeting  of 
the  Erie  County  Medical  Society  held  January  25, 
and  Dr.  Roy  L.  Scott,  new  president,  gave  his  in- 
augural address.  Other  officers  are:  Dr.  Stephen  A. 
Graczyk,  first  vice-president:  Dr.  Elmer  T.  Mc- 
Groder,  second  vice-president:  Dr.  Mary  J.  Kaz- 


mierczak,  secretary,  and  Dr.  Walter  Scott  Walls, 
treasurer. 

Franklin  County 

New  officers  were  elected  at  the  annual  meeting  of 
the  Franklin  County  Medical  Society,  held  Decem- 
ber 8 at  Saranac  Lake.  Dr.  Carter  Morse,  Tupper 
Lake,  is  president,  succeeding  Dr.  Alfred  A.  Hart- 
mann. Other  officers  are:  Dr.  Warriner  Woodruff, 
Saranac  Lake,  vice-president,  and  Dr.  Daisy  H.  Van 
Dyke,  Malone,  secretary-treasurer. 

Fulton  County 

“Operative  Deliveries:  The  Occipitoposterior 

Position”  was  the  topic  of  a program  of  postgraduate 
instruction  presented  by  Dr.  Raymond  J.  Pieri,  pro- 
fessor of  clinical 'obstetrics  at  the  Syracuse  Univer- 
sity College  of  Medicine,  at  the  meeting  of  the  Ful- 
ton County  Medical  Society  held  January  20  in 
Johnstown.  The  program  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society,  with  the  cooperation  of  the 
State  Department  of  Health. 

Kings  County 

A scientific  program  on  “Atomic  Fission  Injuries” 
was  presented  at  the  meeting  of  the  Kings  County 
Medical  Society,  held  December  21  in  Brooklyn. 
Speakers  and  their  topics  included:  Dr.  James  C. 
Barnett,  department  of  radiology,  Long  Island  Col- 
lege Hospital,  “The  Injuring  Force”;  Dr.  Phillip  E. 
Lear,  assistant  professor  of  clinical  surgery,  Long 
Island  College  of  Medicine,  “Somatic  Injuries”; 
Dr.  Joseph  DiPalma,  assistant  professor  of  medicine, 
Long  Island  College  of  Medicine,  “Genetic  Injuries,” 
and  Dr.  Howard  W.  Brondum,  fellow  in  radiology, 
Long  Island  College  Hospital,  “Protection  Against 
Injury.” 

Livingston  County 

Dr.  Kenneth  Diehl  of  Rochester  spoke  at  the 
annual  meeting  of  the  Livingston  County  Medical 
Society  on  December  16.  His  topic  was  “Oral 
Endoscopy.” 

Nassau  County 

Dr.  Arthur  D.  Jaques,  Lynbrook,  and  Dr.  Louis 
H.  Bauer,  Rockville  Center,  were  guests  of  honor  at 
the  annual  dinner-dance  of  the  Nassau  County 
Medical  Society,  held  December  1 1 in  Garden  City. 
Dr.  Jaques  was  named  by  the  Medical  Society  of 
the  State  of  New  York  as  its  nominee  for  the  Ameri- 
can Medical  Association’s  award  as  “General  Prac- 
titioner of  1948,”  and  Dr.  Bauer  was  recently  named 
secretary-general  of  the  World  Medical  Society. 

Niagara  County 

Dr.  Walter  Walls,  University  of  Buffalo  School  of 
Medicine,  spoke  on  “Present  Day  Treatment  of 
Burns”  at  the  meeting  of  the  Niagara  County  Medi- 
cal Society  held  January  11  in  Lockport. 

Onondaga  County 

As  a program  of  postgraduate  instruction,  Dr. 
Marcy  L.  Sussman,  clinical  professor  of  radiology  at 
the  Columbia  University  College  of  Physicians  and 
Surgeons,  spoke  on  “Recent  Radiologic  Contribu- 
tions to  the  Study  of  Heart  Disease”  at  the  meeting 
of  the  Onondaga  County  Medical  Society,  on  Febru- 
ary 1 in  Syracuse.  The  instruction  was  arranged  by 
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the  Council  Committee  on  Public  Health  and  Edu- 
cation of  the  State  Medical  Society,  with  the  cooper- 
ation of  the  State  Department  of  Health. 

Queens  County 

At  the  annual  meeting  of  the  Queens  County 
Medical  Society,  held  November  30,  Dr.  Arthur  A. 
Fischl  of  Astoria  succeeded  Dr.  Alfred  Angrist, 
Jamaica,  as  president.  Officers  chosen  included: 
Dr.  Ezra  A.  Wolff,  Forest  Hills,  president-elect; 
Dr.  William  Benenson,  Flushing,  secretary;  Dr. 
Ernani  D’Angelo,  Jamaica,  assistant  secretary;  Dr. 
Carl  Krenz,  Flushing,  treasurer,  and  Dr.  John 
Lowry,  assistant  treasurer. 

Rensselaer  County 

At  the  annual  meeting  of  the  Rensselaer  County 
Medical  Society,  held  December  1-5  in  Troy,  officers 
were  elected,  and  a talk  was  given  by  Mr.  E.  R. 
Schooley,  New  York  City,  insurance  manager  of  the 
Pinkerton  Detective  Agency. 

Richmond  County 

Dr.  Louis  H.  Bauer,  past-president  of  the  Medical 
Society  of  the  State  of  New  York  and  secretary 
of  the  World  Medical  Society,  will  speak  on 
“Socialized  Medicine”  at  the  joint  meeting  of  the 
Richmond  County  Medical  Society  and  its  Woman’s 
Auxiliary,  to  be  held  Wednesday,  March  9,  at  the 
Atlantic  Inn,  Staten  Island.  The  program,  which 
is  postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Society,  with  the  cooperation  of  the  State 
Department  of  Health,  will  begin  at  9: 00  p.m. 

Rockland  County 

Dr.  John  J.  Rooney,  Jr.,  Nyack,  was  elected  presi- 
dent of  the  Rockland  County  Medical  Society  at  the 
annual  meeting  held  December  1 at  the  Summit 
•Park  Sanatorium.  Other  officers  chosen  are:  Dr. 
A.  J.  Maged,  Suffern,  vice-president;  Dr.  Marjorie 
R.  Hopper,  Nyack,  treasurer,  and  Dr.  Robert  L. 
Yeager,  Pomona,  secretary. 

St.  Lawrence  County 

Officers  elected  to  head  the  St.  Lawrence  County 
Medical  Society  for  this  year  are:  Dr.  R.  V.  Pers- 
son,  Newton  Falls,  president;  Dr.  A.  D.  Burr, 
Gouverneur,  vice-president;  Dr.  W.  R.  Carson, 
Potsdam,  secretary,  and  Dr.  L.  T.  McNulty,  Pots- 
dam, treasurer. 

Schenectady  County 

Dr.  Stuart  MacMillan  was  elected  president  of  the 
Schenectady  County  Medical  Society  at  the  annual 
dinner  and  election  held  December  9 in  Schenectady. 
Dr.  William  Mallia  was  elected  vice-president,  Dr. 
Ralph  E.  Isabella,  secretary,  and  Dr.  Harry  Miller, 
treasurer.  At  the  meeting  the  guest  speaker  was 


Mr.  Scott  Dickson  of  the  General  Electric  Com- 
pany, whose  topic  was  “Feats  of  Magic.” 

At  the  January  4 meeting,  Dr.  Evan  W.  Thomas, 
director  of  the  rapid  treatment  center,  New  York 
University-Bellevue  Hospital,  spoke  on  “The  Treat- 
ment of  Syphilis  with  Penicillin.” 

Suffolk  County 

Dr.  Gaylord  W.  Graves,  clinical  professor  of 
pediatrics,  New  York  University  College  of  Medi- 
cine, spoke  on  “Problems  of  Practice  in  the  First 
Year  of  Life”  at  the  meeting  of  the  Suffolk  County 
Medical  Society,  held  January  26  in  Patchogue. 
The  program  was  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Medical  Society,  with  the 
cooperation  of  the  State  Department  of  Health. 

Wayne  County 

At  the  annual  meeting  of  the  Wayne  County 
Medical  Society,  held  December  14,  in  Lyons,  elec- 
tion of  officers  was  held,  and  annual  reports  were 
given.  The  guest  speaker  was  Dr.  James  Quin- 
livan,  assistant  director  of  local  health  services  of  the 
State  Department  of  Health,  whose  topic  was  “What 
an  Independent  County  Health  Department  Has  to 
Offer.” 

Westchester  County 

Reorganization  of  the  board  of  directors  of  the 
Westchester  County  Laboratory,  with  expansion  to 
nine  members,  was  recommended  to  the  supervisors 
by  County  Executive  Herbert  C.  Gerlach.  Serving 
on  the  laboratory  board  are:  Dr.  Edwin  G.  Rams- 
dell,  White  Plains;  Dr.  William  A.  Holla,  county 
health  commissioner,  both  ex-officio  members;  Dr. 
G.  C.  Adie,  New  Rochelle:  Dr.  Christopher  Wood, 
White  Plains;  Dr.  Margaret  Loder,  Rye;  Dr.  Reid 
R.  Heffner,  New  Rochelle;  Dr.  E.  L.  Harmon, 
Grasslands  Hospital  medical  director;  Dr.  M.  D. 
Touart,  Bronxville,  and  Dr.  Lester  R.  Stewart, 
Scarsdale. 


Officers  of  the  Westchester  County  Medical  Soci- 
ety for  this  year,  elected  at  the  annual  meeting  held 
November  16  in  White  Plains,  are:  Dr.  Waring 

Willis,  Bronxville,  president;  Dr.  Christopher 
Wood,  White  Plains,  president-elect;  Dr.  Henry  E. 
McGarvey,  Bronxville,  vice-president;  Dr.  Mar- 
garet M.  Loder,  Port  Chester,  secretary,  and  Dr. 
David  Fertig,  Hartsdale,  treasurer. 


At  the  meeting  of  the  Westchester  Division, 
Podiatry  Society  of  New  York,  held  November  23  in 
White  Plains,  the  program  presented  included  a 
symposium  on  “Arthritis  of  the  Lower  Extremities.” 
Speakers  were  Dr.  M.  S.  Rednick,  Ossining,  and  Dr. 
Emanuel  Frankel,  Richmond  Hill. 


Note  the  dates  for  the  143rd  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York — May  2—6,  1949,  Hotel  Statler,  Buffalo. 
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Your  patients  of  all  ages  will 
like  Vytinic,  Bristol’s  liquid  hematinic 

with  folic  acid.  A clear,  transparent  solution,  it  is  pleasing  to  the  eye,  and  exceedingly 
well  tolerated.  But  most  important,  Vytinic’s  exceptional  appeal  to  a finicky  palate  en- 
sures your  patients’  co-operation. 

The  approach  of  Vytinic  to  the  treatment  of  secondary  anemia  is  modern  and  com- 
prehensive-providing in  balanced  proportions  essential  factors  certainly  deficient  in 
hemorrhagic  anemia  and  frequently  deficient  in  anemias  of  nutritional  origin. 

Prescribe  Vytinic  for  your  anemia  patients,  and  note  how  willingly  they  follow  your 
dosage  instructions— and  how  hemoglobin  responds  in  consequence. 


Each  fluidounce  contains: 

. Ferric  Ammonium  Citrate,  USP 390  mg. 

Thiamin  Hydrochloride  (Vitamin  Bi) 10  mg. 

Riboflavin  (Vitamin  Bs) 4 mg. 

Niacinamide 100  mg. 

Liver  extract  derived  from  20  Gm.  of  fresh  liver 

Folic  Acid 2 mg. 

Available  for  your  prescription  in 
bottles  of  12  oz.  and  1 gal. 

Send  for  tasting  sample. 


Dosage:  Adults  — one  tablespoonful,  t.i.d.,  with  or  im- 
mediately after  meals.  Children  — in  proportion  to 
their  age.  The  suggested  daily  adult  dose  provides  the 
following  multiples  of  the  minimum  daily  requirement 
for  adults:  iron— 10;  vitamin  B,  — 15;  vitamin  Bi  — 3; 
plus  adequate  amounts  of  niacinamide,  liver  extract, 
and  folic  acid. 


with 

folic  acid 


Bristol  Laboratories  trademark  for  an  oral  hematinic 
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RECEIVED 


Gynaecological  and  Obstetrical  Anatomy.  By 

C.  F.  V.  Smout,  M.D.  With  Chapters  on  the  His- 
tology of  the  Female  Reproductive  Tract  and  Its 
Endocrine  Control  by  F.  Jacoby,  M.D.  Second  edi- 
tion. Octavo  of  248  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $11. 

General  Endocrinology.  By  C.  Donnell  Turner, 
Ph.D.  Octavo  of  604  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1948.  Cloth,  $6.75. 

A Course  in  Practical  Therapeutics.  By  Martin 
Emil  Rehfuss,  M.D.,  F.  Kenneth  Albrecht,  M.D., 
and  Alison  Howe  Price,  M.D.  Quarto  of  824  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $15. 

Correlative  Neuroanatomy.  By  Joseph  J.  Mc- 
Donald, M.D.,  Joseph  G.  Chusid,  M.D.,  and  Jack 
Lange,  M.D.  Fourth  edition,  revised.  Octavo  of 
156  pages,  illustrated.  Palo  Alto,  California,  Uni- 
versity Medical  Publishers,  1947.  Paper,  $3.00. 

How  Laymen  Cut  Medical  Costs.  Octavo  of  38 
pages,  illustrated.  Chicago,  Public  Health  Insti- 
tute, 1948. 

Listen,  Little  Man!  A Document  from  the  Ar- 
chives of  the  Orgone  Institute.  By  Wilhelm  Reich. 
Translated  by  Theodore  P.  Wolfe.  Illustrated  by 
William  Steig.  Octavo  of  126  pages,  illustrated. 
New  York,  Orgone  Institute  Press,  1948.  Cloth, 
$3.00. 

Practice  of  Allergy.  By  Warren  T.  Vaughan, 
M.D.  Revised  by  J.  Harvey  Black,  M.D.  Second 
edition.  Quarto  of  1,132  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $15. 

Principles  Governing  Eye  Operating  Room  Pro- 
cedures. By  Emma  L.  Clevenger,  R.N.  Octavo  of 


215  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co. 
1948.  Cloth,  $5.50. 

Standard  Radiographic  Positions.  By  Nancy 
Davies  and  Ursel  Isenburg.  Second  edition.  Oc- 
tavo of  223  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1948.  Cloth,  $6.00. 

Venous  Thrombosis  and  Pulmonary  Embolism. 
By  Harold  Neuhof,  M.D.  Octavo  of  169  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1948. 
Cloth,  $4.50.  (Mt.  Sinai  Hospital  Monograph  No. 
2) 

A Way  to  Natural  Childbirth.  A Manual  for 
Physiotherapists  and  Parents-to-Be.  By  Helen 
Heardman.  Duodecimo  of  124  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$2.50. 

The  Principles  and  Practice  of  Modern  Cosmetics. 
Vol.  II.  Cosmetic  Materials.  Their  Origin,  Char- 
acteristics, Uses  and  Dermatological  Action.  By 
Ralph  G.  Harry.  Octavo  of  479  pages,  illustrated. 
London,  Leonard  Hill,  1948.  Cloth,  35/ 

Eskimo  Doctor.  By  Aage  Gilberg,  M.D.,  Trans- 
lated by  Karin  Elliott.  Octavo  of  229  pages,  illus- 
trated. New  York,  W.  W.  Norton  & Co.,  1948. 
Cloth,  $3.00. 

Racial  Variations  in  Immunity  to  Syphilis.  A 
Study  of  the  Disease  in  the  Chinese,  White,  and 
Negro  Races.  By  Chester  North  Frazier,  M.D., 
and  Li  Hung-Chiung,  M.D.  Octavo  of  122  pages, 
illustrated.  Chicago,  University  of  Chicago  Press, 
1948.  Cloth,  $2.50. 

Diseases  of  the  Ear,  Nose  and  Throat.  By  Wil- 
liam Wallace  Morrison,  M.D.  Octavo  of  772  pages, 
illustrated.  New  York,  Appleton-Centurv-Crofts, 
1948. 


REVIEWED 


Tomorrow’s  Food.  The  Coming  Revolution  in 
Nutrition.  By  James  Rorty  and  N.  Philip  Norman, 
M.D.  Large  duodecimo  of  258  pages.  New  York, 
Prentice-Hall,  1947.  Cloth,  $3.50. 

This  is  a book  for  the  layman.  It  is  of  little  clini- 
cal value  to  the  practicing  physician,  as  the  material 
is  of  general  interest  and  compiled  mostly  from 
government  sources. 

There  is  too  much  emphasis  placed  on  the  quest 
for  profit  by  food  processing  industries;  the  Council 
of  Foods  of  the  A.M.A.  comes  in  for  some  harsh  re- 
marks. These  remarks  are  unjustified.  The  re- 
viewer refers  the  authors  to  the  last  paragraph  on 
page  244  of  this  book,  relating  to  Nutrition  Reviews. 
“This  monthly  digest  of  nutritional  literature  can  be 
read  with  profit  by  both  food  scientists  and  laymen. 
Ably  and  objectively  edited,  it  has  already  contrib- 
uted substantially  to  nutrition  progress  as  well  as  to 
the  prestige  and  public  acceptance  of  the  aims  and 
purpose  of  its  sponsor  the  Nutrition  Foundation.” 

The  sponsors  of  the  Nutrition  Foundation  are  the 
food  industry.  Their  personnel  in  this  foundation 


are  well-known  nutrition  scientists  who  have  en- 
joyed the  confidence  of  the  Council  on  Foods  of  the 
A.M.A.  and  the  National  Research  Council. 

M.  Ant 

Jaundice.  Its  Pathogenesis  and  Differential 
Diagnosis.  By  Eli  Rodin  Movitt,  M.D.  Octavo  of 
261  pages,  illustrated.  New  York,  Oxford  Univer- 
sity Press,  1947.  Cloth,  $6.50. 

This  is  a modern  and  up-to-date  exposition  of  the 
subject  which  encompasses  an  abundant  collection  of 
useful  information  on  this  intriguing  phenomenon. 
Although  such  important  topics  as  erythroblastosis 
and  the  Rh  factors  are  not  discussed,  much  practical 
knowledge  is  made  available  for  the  practicing  physi- 
cian, specialist  or  general  practitioner,  in  dealing 
with  this  vexing  problem  in  patients.  The  colored 
plates,  tables,  illustrations,  and  prolific  references  are 
carefully  selected  and  presented. 

Max  Lederer 
[Continued  on  page  324] 


322 


323 


Here's  why  you  get 

quick  results  with  this  intranasal  sulfonamide 


A superior  vasoconstrictor  plus  a potent  bacteriostatic  agent  make  Paredrine- 
Sulfathiazole  Suspension  the  amazingly  effective  intranasal  preparation  that  it  is. 

Its  vasoconstrictor — Taredrine  Aqueous’ — is  one  of  only  two  proprietary  vaso- 
constrictors favorably  noted  in  a report  recently  issued  for  the  information  of  the 
Mayo  Clinic  staff.  It  produces  rapid,  complete  and  prolonged  shrinkage — with  no 
central  nervous  effects. 

This  superior  vasoconstrictor — combined  with  S.K.F.’s  famous  'Micraform’  sulfa- 
thiazole — forms  an  outstanding  preparation  which  is  unusually  effective  in  the 
treatment  of  nasal  and  sinus  infections. 

A stable  suspension  of  Micraform  (microcrystalline)  sulfathiazole,  5%,  in  an  isotonic 

solution  of 'Paredrine’  (p-hydroxy-a-methylphenethylamine,  S.K.F.)  hydrobromide,  1%. 

Available  in  1 fl.  oz.  (30  cc.)  and  12  fl.  oz.  (355  cc.)  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Suspension 


vasoconstriction  in  minutes  . . . 
bacteriostasis  for  hours 
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[Continued  from  page  322] 

Poisons.  Their  Isolation  and  Identification.  By 

Frank  Bamford,  B.Sc.  Second  edition.  Revised 
by  C.  P.  Stewart,  M.Sc.  Octavo  of  304  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1947.  Cloth, 
$5.00. 

This  book  will  be  useful  to  the  forensic  chemist  in 
its  discussion  of  the  methods  of  various  analyses  for 
the  identification  of  the  usual  poisons  met  with  in 
medicolegal  work.  The  methods  described  have 
been  found  reliable  through  personal  experience  of 
the  author. 

Since  volatile  and  metallic  poisons  as  well  as  fur 
dyes  are  also  included,  the  book  should  also  be  of 
value  to  the  industrial  hygiene  chemist.  A brief 
description  of  the  pharmacologic  action  of  numerous 
poisons  is  included,  particularly  of  the  alkaloids. 

Nathan  Millman 

Gynaecological  Endocrinology.  For  the  Prac- 
titioner. By  P.  M.  F.  Bishop,  D.M.  (Oxon.) 
Duodecimo  of  124  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1946.  Cloth,  $2.00. 

In  this  small  volume,  dealing  with  the  endocrine 
aspects  of  gynecology,  the  author  attempts  to  ex- 
plain some  of  the  fundamentals  and  clinical  appli- 
cations in  both  the  male  and  female,  avoiding  the 
speculative  and  controversial. 

Although  aware  of  the  difficulties  in  the  appraisal 
of  the  many  hormonal  preparations  recommended  to 
the  general  practitioner  in  the  field  of  gynecology, 
the  reviewer  commends  the  author  for  his  conserva- 
tism in  his  recommendations  for  treatment.  Too 
many  glandular  products  have  been  empirically 
given  for  the  cure  of  endocrine  or  so-called  endocrine 
imbalance  without  controlled  observations  to  evalu- 
ate their  efficacy. 

This  volume  can  be  recommended  as  a compen- 
dium to  gynecologic  endocrinology  for  the  general 
practitioner.  Samuel  L.  Siegler 

The  Treatment  of  Diabetes  Mellitus.  By  Elliott 
P.  Joslin,  M.D.,  Howard  F.  Root,  M.D.,  Priscilla 
White,  M.D.,  Alexander  Marble,  M.D.,  and  C. 
Cabell  Bailey,  M.D.  Eighth  edition.  Philadel- 
phia, Lea  & Febiger,  1946.  Cloth,  $10. 

The  title  of  this  book  has  always  remained  The 
Treatment  of  Diabetes  Mellitus.  Everything  of  any 
interest  related  to  diabetes  mellitus  is  described  com- 
pletely and  accurately,  in  a well-organized  manner. 
The  volume  has  become  a veritable  Bible  on  dia- 
betes. 

The  new  edition  is  revised  with  elaborate  thor- 
oughness. The  sections  on  alloxan  diabetes,  de- 
generative complications,  insulin  modifications, 
pregnancy,  and  related  endocrine  disorders  are  re- 
vised from  a particularly  modern  point  of  view. 

The  experience  of  Dr.  Joslin  and  his  associates  is 
spread  over  forty-eight  years  and  covers  about  29,- 
000  diabetic  patients.  Samuel  G.  Slo-Bodkin 

An  Introduction  to  Biochemistry.  By  William 
Robert  Fearon,  M.B.  Third  edition.  Octavo  of 
569  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1947.  Cloth,  $6.00. 

This  work  covers  briefly  the  inorganic  and  bio- 
logic elements  in  the  body,  the  major  part  of  the 
book  being  devoted  to  descriptions  of  the  chemistry 
and  structure  of  the  carbohydrates,  proteins,  amino 
acids,  lipids,  and  steroids. 

The  physiology  of  excretion,  body  fluids  and  blood 


is  discussed.  The  author  gives  a brief  outline  of  the 
hormones.  This  book  is  highly  recommended. 

Morris  Ant 

Cornell  Conferences  on  Therapy.  Volume  2. 
Editorial  Board,  Harry  Gold,  M.D.,  Managing 
Editor.  Duodecimo  of  354  pages,  illustrated.  New 
York,  Macmillan  Co.,  1947.  Cloth,  $3.75. 

The  second  volume  in  the  series  of  Cornell  Con- 
ferences on  Therapy  continues  to  be  interesting  and 
informative.  Many  aspects  of  treatment  are 
brought  up  to  date  in  a most  entertaining  fashion. 

The  first  chapter  on  the  use  of  placebos  in  therapy 
should  be  read  by  everyone.  The  chapters  on  the 
treatment  of  edema  are  the  best  available  summaries 
for  the  general  practitioner. 

The  volume  is  attractively  printed  and  priced  and 
can  be  highly  recommended.  Milton  Plotz 

Histopathologic  Technic.  By  R.  D.  Lillie,  M.D. 
Octavo  of  300  pages.  Philadelphia,  Blakiston  Co., 
1948.  Cloth,  $4.75. 

This  volume  contains  many  new  technics  in  both 
staining  and  preparation  of  slides.  Although  there 
are  no  illustrations,  the  reading  is  simple  and  the 
material  concise.  Nathan  Reibstein 

A Textbook  of  Medicine.  Edited  by  Russell  L. 
Cecil,  M.D.,  with  the  assistance  of  Walsh  McDer- 
mott, M.D.  Associate  Editor  for  Diseases  of  the 
Nervous  System,  Harold  G.  Wolff,  M.D.  Seventh 
edition.  Quarto  of  1,730  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1947.  $12. 

This  seventh  edition  is  indeed  a monumental  work. 
It  contains  1,730  pages,  16  entirely  new  articles,  and 
new  treatises  on  54  subjects  previously  covered. 
As  one  looks  over  the  list  of  contributors,  their 
names  and  qualifications,  one  is  impressed  with  the 
number  of  men  whose  names  are  among  the  leaders 
of  American  medicine.  One  is  also  impressed  with 
the  authoritativeness  of  their  contribution. 

The  student  must  indeed  have  a “mens  sana  in 
corpore  sano”  to  be  able  to  carry  the  book  around. 
It  weighs  six  pounds,  ten  ounces.  It  is  a book  that 
must  be  anchored  in  the  student’s  room. 

Since  there  are  136  specialists,  no  subject  has  been 
neglected  nor  stingily  treated.  But  since  it  also 
serves  the  general  practitioner,  that  tendency  is  justi- 
fiable. This  work  is  now  the  outstanding  textbook 
of  medicine.  S.  R.  Blatteis 

Osteotomy  of  the  Long  Bones.  By  Henry  Milch, 
M.D.  Octavo  of  294  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1947.  Cloth,  $6.75. 

This  monograph  brings  under  one  cover  a series  of 
articles  published  by  the  author  over  a period  of 
fifteen  years. 

A relatively  simple  procedure  technically,  the  sur- 
gical importance  of  osteotomy  and  its  biomechanical 
implications  are  thoroughly  and  ingeniously  demon- 
strated. The  mathematical  discussions  under  the 
chapter  on  angulational  osteotomy  are  understand- 
ably somewhat  burdensome,  but  their  practical  ap- 
plication to  osteoarthritis,  fracture  of  the  femoral 
neck,  and  tuberculosis  of  the  hip,  as  well  as  to  con- 
genital and  developmental  defects  of  the  hip,  dis- 
closes interesting  contraindications  and  explains  the 
reason  for  failure  in  poorly  planned  operations. 

Practitioners  of  bone  surgery  will  find  it  an  inter- 
esting and  valuable  contribution. 

Max  S.  Rabinowitz 
[Continued  on  page  326] 
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/ incidence  of  mastitis  and  other  breast 
/ complications  is  reduced  with  the  Plastishield 
/ Technic  of  Aseptic  Breast  Care. 

' • Mastitis  is  frequently  the  result  of  excessive 

handling  of  breasts  and  nipples,  as  well  as 
insufficient  cleanliness  in  postpartum  breast  care. 

• Most  cases  of  mastitis  can  be  traced  to  nipple 
fissures  or  sore  nipples  which  DeLee  estimates 
affect  more  than  half  of  all  lactating  women. 

• Many  breast  complications  can  be  avoided  when 
the  use  of  plastishields,  begun  in  the  hospital 
immediately  after  parturition,  is  continued  at  home. 

• plastishields  are  clean,  simple  to  use  and 
comfortably  worn. 

• They  are  easily  sterilized  and  prevent  soreness, 
cracking  and  fissuring  of  nipples. 

• You  are  invited  to  write  for  further  information 
on  the  plastishield  Technic  of  Aseptic  Breast  Care. 

Plastishield 
technic  of 


ARMY  PLANS  STUDY  OF  MELANOMA 
Major  General  Raymond  \V.  Bliss,  surgeon  gen- 
eral of  the  Army,  has  announced  an  intensive  study 
of  some  400  autopsy  and  surgical  specimens  of 
malignant  melanoma.  Having  collected  this  ma- 
terial over  a number  of  years,  the  Army  Institute  of 
Pathology  is  now  preparing  thousands  of  slides  for  an 
exhaustive  study  that  may  continue  five  or  six 
years.  Pathologists  and  dermatologists  of  the 
Army  Medical  Department  hope  that  findings  will 
bring  a complete  histologic  understanding  of  the 
disease,  its  manner  of  growth,  and  criteria  for  recog- 
nition of  malignant  melanoma  in  an  early  stage  be- 
fore it  has  become  fatal. 


For  Business  Opportunities, 
Real  Estate,  and 
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Communicable  Disease  Control.  By  Gaylord  W. 
Anderson,  M.D.,  and  Margaret  G.  Arnstein,  R.N. 
Second  edition.  Octavo  of  450  pages,  illustrated. 
New  York,  Macmillan  Co.,  1948.  Cloth,  $5.00. 

Written  for  the  student  of  public  health,  this  book 
is  a clear  concise  resum6  of  the  principles  of  disease 
control  as  applied  to  some  twenty-five  communica- 
ble diseases  or  groups  of  diseases. 

During  the  seven  years  that  have  passed  since  the 
first  edition,  many  changes  have  occurred  in  the 
regulation,  prophylaxis,  and  treatment  of  these 
diseases. 

An  informal  style  makes  the  book  such  pleasant 
and  easy  reading  that  every  practitioner  will  enjoy  it 
and  will  gain  much  practical,  valuable  knowledge 
from  its  perusal.  Kenneth  G.  Jennings 

400  Years  of  a Doctor’s  Life.  Collected  and 
Arranged  by  George  Rosen,  M.D.,  and  Beate 
Caspari-Rosen,  M.D.  Octavo  of  429  pages.  New 
York,  Henry  Schuman,  1947.  Cloth,  $5.00. 

Here  is  a collection  of  passages,  mostly  autobio- 
graphic, illuminating  the  lives  of  many  doctors  of  the 
past  four  centuries.  The  selections  are  grouped  in 
various  sections  showing  the  doctor  as  youth,  stu- 
dent, practitioner,  teacher,  lover,  patient,  soldier, 
writer,  etc.  There  is  not  a dull  page  in  the  collection 
and  one  will  read  with  the  greatest  interest  about 
Theophrastus  in  the  sixteenth  century  and  about 
Seagrave,  Heiser,  and  many  others  of  the  present 
day.  One  could  only  wish  that  some  of  the  selections 
had  been  longer,  but  readers  will  certainly  be  moved 
to  go  to  the  original  sources  themselves. 

Milton  Plotz 

The  Oculorotary  Muscles.  By  Richard  G.  Scobee, 
M.D.  Octavo  of  359  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1947.  Cloth,  $8.00. 

As  the  author  states  in  his  preface,  this  book  is  the 
outgrowth  of  a series  of  lectures  given  to  graduate 
students  in  ophthalmology;  hence  its  appeal  will  be 
to  them  and  to  ophthalmologists  of  all  ranks  rather 
than  to  the  undergraduate  student  or  to  the  general 
practitioner.  Though  it  is  true  that  a thorough 
understanding  of  the  oculorotary  muscles,  of  their 
anatomy,  and  especially  of  their  physiology,  renders 
fairly  simple  the  diagnosis  of  their  defects  and  devia- 
tions, yet  the  subject  must  be  considered  a really 
complex  one,  and  any  contribution  which  adds  to  its 
understanding  and  simplification  is  welcome.  To 
the  reviewer  this  book  appears  to  be  definitely  such  a 
contribution. 

It  is  clearly  printed  on  excellent  quality  paper,  is 
adequately  though  not  profusely  illustrated.  Any 
reader  will  find  his  understanding  of  the  oculorotary 
muscles  increased  to  a marked  degree  by  this  volume, 
which,  therefore,  is  recommended  to  the  ophthal- 
ologist  and  graduate  student  in  ophthalmology. 

E.  Clifford  Place 

The  Diagnosis  and  Treatment  of  Diarrheal 
Diseases.  By  WilliamZ.  Fradkin,  M.D.  New  York, 
Grune  & Stratton,  1947.  Cloth,  $6.00. 

This  book  summarizes  the  common  and  rarer 
causes  of  chronic  diarrhea.  It  is  most  helpful  in  its 
insistence  upon  simple  yet  adequate  diagnostic  pro- 
cedures before  the  cause  has  been  masked  by  treat- 
ment. It  is,  however,  not  without  its  faults  and 
may  confuse  the  general  practitioner.  There  is  no 
objective  summary  of  the  relative  frequency  of  the 
common  chronic  diarrheas  of  civil  practice.  The 
presentation  entitled  “Glandular  Diarrheas”  is  es- 


pecially vulnerable  and  controversial.  Despite  these 
faults,  however,  the  book  is  valuable  for  its  exposi- 
tion of  methods  of  diagnosis  available  to  all  medical 
practitioners.  Alfred  R.  Lenzner 

Rheumatism  and  Soft  Tissue  Injuries.  By  James 
Cyriax,  M.D.  Octavo  of  410  pages,  illustrated. 
New  York,  Paul  B.  Hoeber,  1948.  Cloth,  $9.50. 

This  book  by  James  Cyriax,  physician-in-charge 
of  the  physiotherapy  department  of  St.  Thomas’ 
Hospital,  London,  is  a controversial  volume,  par- 
ticularly with  reference  to  referred  pain  in  segmental 
areas.  It  has  numerous  plates,  supernumerary. 

The  reviewer  would  say  it  is  a good  book  for  the 
physician  in  physical  medicine  to  read,  to  evaluate, 
before  pronouncing  it  a good  book  for  the  medical 
profession  or  the  technical  physiotherapist. 

John  J.  Hauff 

Diseases  of  the  Nervous  System.  Described  for 
Practitioners  and  Students.  By  F.  M.  R.  Walshe, 
M.D.  Fifth  edition.  Octavo  of  351  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $4.50. 

In  reading  this  book  one  is  most  favorably  im- 
pressed with  its  orderliness,  method  of  presentation, 
and  the  thoroughness  with  which  the  author  covers 
the  subject.  It  is  simple  yet  complete,  contains 
basic  concepts  and  the  most  accepted  views  regard- 
ing etiology,  pathology,  and  modern  forms  of  treat- 
ment of  the  different  neurologic  disorders.  Its  very 
simplicity,  yet  thoroughness,  makes  it  a useful  text 
for  students.  The  last  edition  contains  numerous 
figures  and  illustrations  which  greatly  enhance  the 
usefulness  of  the  book.  Irving  J.  Sands 

Public  Health  Law.  By  James  A.  Tobey,  Dr. 
P.  H.  Third  edition.  Octavo  of  419  pages.  New 
York,  Commonwealth  Fund,  1947.  Cloth,  $4.50. 

Tobey  brings  this  standard  work  up  to  date  in  a 
third  edition.  His  knowledge  of  both  public  health 
and  law  qualifies  the  author  in  this  subject.  This 
book  is  intended  primarily  for  public  health  teachers 
and  administrators,  as  well  as  for  lawyers. 

A.  E.  Shipley 

Psychiatric  Research.  Papers  Read  at  the 
Dedication  of  the  Laboratory  for  Biochemical  Re- 
search, McLean  Hospital,  Waverley,  Massachusetts, 
May  17,  1946.  By  Cecil  K.  Drinker,  M.D.,  Jordi 
Folch,  M.D.,  Stanley  Cobb,  M.D.,  et  al.  Octavo  of 
113  pages,  illustrated.  Cambridge,  Harvard  Uni- 
versity Press,  1947.  Cloth,  $2.00.  (Harvard  Uni- 
versity Monographs  in  Medicine  and  Public  Health.) 

This  small  book  is  a compilation  of  six  addresses 
delivered  on  the  occasion  of  the  dedication  of  a 
laboratory  for  biochemical  research  in  psychiatry  at 
the  McLean  Hospital,  Waverley,  Massachusetts. 

The  keynote  of  these  papers,  written  by  eminent 
authorities  in  the  domain  of  neuropsychiatry, 
stresses  the  need  of  supplementing  clinical  studies  of 
psychiatric  problems  with  the  technics  of  bio- 
physical findings.  Their  hope  is  piously  expressed 
that  the  search  for  metabolic  equivalents  of  normal 
and  abnormal  mental  functions  will  ultimately  es- 
tablish objective  criteria  and  fundamental  causes  of 
discrete  psychiatric  processes. 

All  the  addresses  are  erudite  and  authentic  com- 
mentaries on  modern  trends  in  psychiatry,  worth 
reading  by  everyone  interested  in  the  frontiers  of 
psychiatric  research.  Simon  Rothenberg 

[Continued  on  page  328] 
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The  argyrol  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent  ARGYROL 
instillations  through  the  nasolacrimal  duct. 

2.  The  nasal  passages . . . with  1 0 per  cent  ARGYROL 
solution  in  drops. 

3.  The  nasal  cavities . . . with  1 0 per  cent  ARGYROL 
by  nasal  tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to  the  membrane 
and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic  to  tissue. 

3.  Stimulates  secretion  and  cleanses,  thereby 
enhancing  Nature's  own  first  line  of  defense. 


ARGYROL  — the  medication  of  choice  in 
treating  para-nasal  infection. 

Made  only  by  the 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

argyrol  is  a registered  trademark , the  property  of 
A.  C.  Barnes  Company 


In  Para-nasal  Infection 


Experience  provides  ample 
proof  of  argyrol' s effectiveness 
and  freedom  from  distressing  after- 
effects . . . notably  congestive 
rebound  and  Rhinitis  Medicamentosa. 
argyrol  effectively  promotes  the 
restoration  of  normal  nasal  function 
due  to  its  excellent  bacteriostatic, 
detergent  and  demulcent  properties. 


ARGYROL 


promotes 
normal  nasal  function  with 
no  congestive  rebound 
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Petticoat  Surgeon.  By  Bertha  Van  Hoosen. 
Octavo  of  324  pages.  Chicago,  Pellegrini  & Cudahy, 
1947.  Cloth,  $3.75. 

We  hope  that  all  woman  doctors  will  read  this  life 
of  effort  and  accomplishment — and  we  advise  the 
doctors  of  the  other  sex  not  to  disregard  its  medical 
and  administrative  implications  and  teachings.  Dr. 
Van  Hoosen  was  brought  up  on  a farm  in  Michigan 
and  tells  interestingly  of  her  early  years.  She  was 
graduated  in  arts  and  medicine  from  the  University 
of  Michigan,  and  the  year  1947,  the  date  of  the 
printing,  finds  the  doctor  still  functioning  at  the  age 
of  84.  The  jacket  blurb  tries  to  make  something  of 
her  trials  and  tribulations  as  a “hen  medic,”  but  it 
would  seem  that  the  doctor  herself  concedes  that  her 
problems  may  have  been  complicated  by  her  “red- 
headedness.” Joseph  Raphael 

Stereoscopic  Atlas  of  Neuroanatomy.  By  H.  S. 

Rubinstein,  M.D.,  and  C.  L.  Davis,  M.D.  Quarto  of 
43  plates,  and  descriptive  pamphlet  of  19  pages. 
Illustrated.  New  York,  Grune  & Stratton,  1947. 
$10,  set. 

This  work  consists  of  43  stereoscopic  photographic 
plates  with  a companion  guide  to  enable  one  to 
correlate  the  figures  with  dissections.  There  are 
demonstrations  of  the  central  nervous  system  s de- 
velopment as  well  as  views  of  the  gross  external  and 
internal  structures  of  the  brain.  A few  photographs 
lack  clarity,  as  in  some  of  those  portraying  the  basal 

gaThis  atlas  can  be  highly  recommended  to  all  who 
desire  to  study  the  spatial  configuration  of  the 
various  parts  of  the  brain. 

Arthur  J.  Lapovsky 


Skeletal  Tuberculosis.  By  Vicente  Sanchis- 
Olmos,  M.D.  Translated  by  John  G.  Kuhns,  M.D. 
Octavo  of  261  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1948.  Cloth,  $5.00. 

This  Spanish  author  describes  in  detailed  and 
illuminating  fashion  the  pathogenesis  and  pathology 
of  bone  tuberculosis.  He  divides  bone  tuberculosis 
into  three  types,  granular  exudative,  and  caseous 
osteitis.  The  pathology  of  each  type  is  illustrated 
with  slides,  x-rays,  and  clinical  findings  The  author 
contrasts  the  methods  of  treatment  and  clinical  con- 
cepts of  two  continents. 

In  Part  II,  various  parts  of  the  skeleton,  such  as 
the  head  and  face,  elbow,  wrist,  spine,  etc.,  are  dis- 
cussed separately.  Carmelo  C.  Vitale 


their  production  and  disposal  in  the  body  chemistry, 
is  a volume  in  itself.  It  is  a most  versatile  and 
authoritative  work.  Thomas  F.  Nevins 

Dr.  Samuel  Guthrie,  Discoverer  of  Chloroform, 
Manufacturer  of  Percussion  Pellets,  Industrial 
Chemist  (1782-1848).  By  Jesse  Randolph  Pawling, 
M.D.  Octavo  of  123  pages,  illustrated.  Water- 
town,  N.Y.,  Brewster  Press,  1947.  Cloth,  $3.50. 

This  is  a good  biography  of  an  interesting  man, 
Dr.  Samuel  Guthrie,  1782-1848,  who  practiced 
medicine  in  Sackets  Harbor,  Jefferson  County, 
New  York,  and  found  time  to  be  a good  chemist. 
At  his  home  is  a New  York  State  Education  Depart- 
ment marker  saying:  “Home  of  Dr.  Samuel  Guth- 
rie, Discovered  Chloroform,  1831,  Invented  Per- 
cussion Caps,  Surgeon  in  War  of  1812.”  Chloro- 
form was  in  use  in  general  anesthesia,  within  seven- 
teen years  of  its  discovery  by  Sir  James  Young 
Simpson  of  Edinburgh,  although  Dr.  Guthrie  had 
previously  demonstrated  its  anesthetic  powers  and 
surgical  application  under  the  popular  names  of 
“Sweet  whiskey”  and  “Guthrie’s  sweet  whiskey.” 
The  priority  of  his  discovery  of  chloroform  in  a pure 
form  seems  to  be  conceded. 

Dr.  Guthrie  was  evidently  a chemist  of  con- 
siderable ability  and  communicated  the  results  of  his 
experiments  to  Professor  Silliman  of  the  department 
of  chemistry  of  Yale  University.  His  interest  in  the 
manufacture  of  gunpowder  led  to  his  production  of 
“priming  powder”  in  the  form  of  pellets  or  pills,  al- 
though, as  the  author  states,  it  is  quite  erroneous  to 
designate  Dr.  Guthrie  as  the  inventor  of  the 
“Percussion  Cap.”  Joseph  Raphael 

Case  Histories  in  Clinical  and  Abnormal  Psy- 
chology. Edited  by  Arthur  Burton,  Ph.D.,  and 
Robert  E.  Harris,  Ph.D.  Octavo  of  680  pages,  illus- 
trated. New  York,  Harper  & Bros.,  1947.  Cloth, 
$4.00. 

This  book  is  a compilation  of  case  histories  in 
clinical  and  abnormal  psychology  by  a number  of 
workers  in  this  field  who  have  demonstrated  that 
clinical  psychologists  can  employ  useful  technics  in 
order  to  make  diagnosis  and  prognosis  in  practically 
every  type  of  case  known  in  the  field  of  psychiatry. 

The  book  contains  many  cases  that  will  be  of  con- 
siderable interest  to  those  psychiatrists  and  psychi- 
atric social  workers  who  work  with  clinical  psycholo- 
gists toward  the  synthetic  approach  to  the  under- 
standing of  human  personality  that  is  provided  by 
their  combined  efforts.  Simon  Rothenberg 


Essentials  of  Pharmacology.  By  Frances  K. 
Oldham  Ph.D.,  F.  E.  Kelsey,  Ph.D.,  and  E.  M.  K. 
fipilinff  Ph.D.  Duodecimo  of  440  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1947.  Cloth, 
$5.00. 

The  authors  and  collaborators  have  produced  a 
most  exhaustive  and  scholarly  treatise  on  one  of 
medicine’s  many  specialties.  Reading  it  with  con- 
siderable mental  indigestion,  one  realizes  that 
pharmacology  has  become  one  of  medicine  s most 
keen-edged  tools,  to  be  used  cautiously  and  skillfully 
but  with  confidence  when  one  has  mastered  it. 

The  crude  science  of  Hippocrates,  the  dogmatism 
nfr  Galen  the  practicality  of  Paracelsus,  the  spade 
work  of  Karl  Binz  and  Rudolf  Bucheim  resulted  in 
the  founding  of  the  first  chair  of  pharmacology  at 
he  University  of  Dorpat  in  1849.  This  and  its  con- 
tinuation to  the  present  time  is  all  covered  most 
painstakingly.  The  new  and  most  complex  story  of 
the  sulfas,  penicillin,  hydrolysates,  amino  acids  and 


Rhinoplasty  and  Restoration  of  Facial  Contour. 
With  Special  Reference  to  Trauma.  By  Jaques  W. 
Maliniac,  M.D.  Octavo  of  327  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1947.  Cloth,  $7.50. 

Rhinoplasty  and  Restoration  of  Facial  Contour 
brings  up  to  date  surgical  procedures  for  restoration 
of  external  nasal  deformities.  Special  emphasis  has 
been  placed  on  the  early  diagnosis  and  modern  treat- 
ment of  nasal  injuries.  Reconstructive  technics  sug- 
gested for  the  various  types  of  nasal  deformities  are 
fully  described  and  made  practical  through  the 
means  of  descriptive  drawings  and  photographs.  It 
is  an  excellent  book  for  those  interested  in  rhino- 
plastic  problems.  Gerald  R.  O’Brien 

Psychotherapy  in  Child  Guidance.  By  Gordon 
Hamilton.  Octavo  of  340  pages.  New  York, 
Columbia  University  Press,  1947.  Cloth,  $4.00. 

This  book  presents  a complete  study  of  the  child 
[Continued  on  page  330] 
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when  the 
diagnosis 


is  seborrheic 
dermatitis. . . 


Pragmatar 

Highly  effective  in  an  unusually 

tvide  range  of  common  skin  disorders 


Formula:  cetyl  alcohol-coal  tar  distillate,  4%; 
near-colloidal  sulfur,  3%;  salicylic  acid,  3% — 
incorporated  in  a special  washable  base. 
Available  in  W2  oz.  jars. 


Remember  that 
Pragmatar — 

the  outstanding 
tar-sulfur-salicylic 
acid  ointment — 
is  now  recognized 
as  one  of  the  most 
effective  preparations 
available  for  the 
treatment  of 
seborrheic  dermatitis, 
and  particularly  for 
the  general  care 
and  hygiene  of  the 
seborrheic  scalp. 

Pragmatar  is  also 
extremely  useful 
in  fungous  infections, 
eczematous  eruptions, 
psoriasis  and 
pityriasis  rosea. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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guidance  program  of  the  Jewish  Board  of  Guardians 
in  New  York.  Various  types  of  problems  are  pre- 
sented and  the  author  then  demonstrates  how  they 
are  handled  through  a utilization  of  educational, 
social,  and  therapeutic  principles,  psychoanalytically 
oriented. 

For  physicians  interested  in  the  field  of  psycho- 
therapy in  child  guidance,  this  book  should  be  use- 
ful- Stanley  S.  Lamm 

A Text-Book  of  Bacteriology.  By  R.  W.  Fair- 
brother,  M.D.  Fifth  edition.  Octavo  of  480  pages, 
illustrated.  New  York,  Grune  & Stratton,  1948. 
Cloth,  $6.00. 

This  textbook  concentrates  on  the  medical  aspects 
of  bacteriology.  It  is  thoroughly  revised,  and  deals 
with  bacteria  as  agents  of  disease  in  man  and  with 
the  application  of  bacteriologic  methods  in  the  pre- 
vention, diagnosis,  and  treatment  of  disease.  It  in- 
corporates the  many  important  developments  in  bac- 
teriology that  have  taken  place  in  recent  years.  It  is 
strongly  recommended  as  an  up-to-date,  well 
balanced  and  clearly  expressed  account  of  the 
accepted  teachings  in  bacteriology. 

Edward  H.  Nidish 

Textbook  of  Medicine.  By  Various  Authors. 

Edited  by  Sir  John  Conybeare,  D.M.  (Oxon.). 
Eighth  edition.  Octavo  of  1,170  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1947. 
Cloth,  $8.00. 

To  put  much  into  a textbook  of  medicine  and  still 
keep  it  within  1,170  pages  is  an  art,  and  that  Cony- 
beare and  his  sixteen  English  associates  have 
accomplished.  This  is  established  by  the  fact  that 
the  volume  is  now  in  its  eighth  edition  since  1929. 

Of  convenient  size  and  weight,  it  is  often  the  first 
to  be  consulted  in  the  doctor’s  office.  Naturally  one 
must  not  expect  too  much  in  details.  A broad  and 
valuable  scope  in  dealing  with  disease  is  maintained, 
in  consequence  of  which  the  book  has  special  value 
for  quick  and  ready  reference.  Frank  B.  Cross 

Prophet  in  the  Wilderness.  The  Story  of  Albert 
Schweitzer.  By  Hermann  Hagedorn.  Octavo  of 
221  pages,  illustrated.  New  York,  Macmillan  Co., 
1947.  Cloth,  $3.00. 

This  is  a well-written  biography  on  the  life  of  Dr. 
Albert  Schweitzer,  theologian  and  philosopher,  one 
of  the  world’s  great  medical  men,  who  gave  up  the 
promise  of  a prosperous  European  career  to  devote 
his  life  as  a jungle  missionary  doctor  in  French 
Equatorial  Africa.  It  is  a very  interesting  and  in- 
structive story.  Thomas  B.  Wood 

Microbial  Antagonisms  and  Antibiotic  Sub- 
stances. By  Selman  A.  Waksman.  Revised  edition. 
Octavo  of  415  pages,  illustrated.  New  York,  Com- 
monwealth Fund,  1947.  Cloth,  $4. 

This  second  edition  of  Dr.  Waksman’s  basic  text 
on  Microbial  Antagonisms  and  Antibiotic  Substances 
comes  up  to  all  expectations.  The  distinguished  dis- 
coverer of  streptomycin  here  gives  us  a comprehen- 
sive, well-balanced  survey  of  the  field. 

Dr.  Waksman  begins  by  discussing  the  influence 
of  micro-organisms  upon  each  other  as  they  exist 
side  by  side  in  the  soil  and  in  other  natural  associa- 
tions. Particular  stress  is  placed  on  antagonistic 
effects.  The  bulk  of  the  book  is  devoted  to  anti- 
biotics; their  recognition,  production,  and  methods 
of  assay;  their  chemistry  and  their  chemothera- 
peutic and  pharmacologic  action. 


In  a stimulating  last  chapter,  he  describes  the 
methods  used  in  the  search  for  new  antibiotics  and 
discusses  some  of  the  problems  of  the  future  and  the 
ways  of  solving  them.  Arnold  H.  Eggerth 

Modern  Treatment  of  Peptic  Ulcer.  By  Asher 
Winkelstein,  M.D.  Octavo  of  205  pages,  illus- 
trated. New  York,  Oxford  University  Press,  1948. 
Cloth,  $4.00. 

No  book  dealing  with  this  subject  can  claim  to 
have  found  the  answer  to  this  baffling  problem. 
The  author,  his  enthusiasm  understood  and  bias  for- 
given, expends  much  space  in  espousing  his. own  pro- 
cedure for  treatment  without  offering  adequate 
proof.  In  a small  volume  he  does  cover  thoroughly 
the  present  theories  of  etiology  and  methods  of  ap- 
proach to  therapy.  It  appears  to  the  reviewer  that 
the  acid-pepsin  factor  as  the  solution  for  the  ulcer 
problem  in  treatment  especially  leaves,  as  the  au- 
thor notes  in  his  70  questions  on  pages  152  to  156, 
too  many  things  unanswered. 

Benjamin  M.  Bernstein 

How  Life  Is  Handed  On.  By  Cyril  Bibby,  M.A. 
Octavo  of  159  pages,  illustrated.  New  York,  Emer- 
son Books,  1947.  Cloth,  $2.00. 

Life  is  discussed  in  a simple  manner  which  any 
child  could  understand.  Each  age  group  is  dealt 
with.  School  teachers  or  instructors  in  the  grade 
and  high  schools  could  well  profit  by  a study  of  this 
volume.  It  could  readily  be  included  in  the  course 
of  study  for  teacher  training.  Bibby  puts  in  plain 
language  the  explanation  of  the  problem  of  life, 
which  has  heretofore  too  often  been  obtained  by  our 
children  in  a garbled  and  lewd  manner. 

Arthur  D.  Jaqtjes 

The  Principles  and  Practice  of  Medicine.  Origi- 
nally Written  by  William  Osier,  M.D.,  F.R.C.P. 
Designed  for  the  Use  of  Practitioners  and  Students 
of  Medicine.  By  Henry  L.  Christian,  M.D.  Six- 
teenth edition.  Octavo  of  1,539  pages.  New  York, 
D.  Appleton-Century  Company,  1947.  Cloth, 
$11. 

Now  called  Christian’s  Practice,  but  primarily 
Osier’s  in  its  sixteenth  edition,  this  old  friend  in  new 
dress  presents  a text  of  1,381  pages,  with  an  index  of 
156  pages.  One  never  tires  of  browsing  in  this  fine 
volume;  old  and  new  facts  are  woven  into  a splendid 
presentation  of  internal  medicine. 

The  text  is  abreast  of  today’s  knowledge,  and 
every  effort  is  obviously  made  to  hold  to  all  that  is 
good  and  of  proved  value  and  add  suggestive  ideas 
relative  to  new  procedures  in  diagnosis  and  treat- 
ment. 

References  are  excellent.  The  index  is  over- 
extended: for  instance,  botulism,  covered  on  parts 
of  two  pages,  does  not  deserve  a name  reference  and 
seven  subreferences.  Re-editing  can  definitely  im- 
prove this  fault.  Frank  B.  Cross 

Teaching  Psychotherapeutic  Medicine.  An  Ex- 
perimental Course  for  General  Physicians.  Given 
by  Walter  Bauer,  M.D.,  Douglas  D.  Bond,  M.D., 
Henry  W.  Brosin,  M.D.  et  al.  Edited  by  Helen 
Leland  Witmer,  Ph.D.  Octavo  of  464  pages,  illus- 
trated. New  York,  Commonwealth  Fund,  1947. 
Cloth,  $3.75. 

The  impetus  for  this  experiment  came  from  a 
group  of  military  and  naval  psychiatrists  and  medi- 
cal educators  who  met  at  Hershey,  Pennsylvania,  in 
February,  1945,  under  the  auspices  of  the  National 
[ConHinued  on  page  332] 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME- 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.  2-1621 


PINEWOOD 

Westchester  County,  Katonah,  N.  y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Frl 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sal 


HOLBROOK  MANOR  nhuomeg 


Fiv.  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual . Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
N-  Y N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbrician-in-Cbarp. 


GLADYS  BROWN  BRAWN'S  MUrray  Hill 

Owner -Director  DHUff  IB  9 7 

MEDICAL  BUREAU 

7 East  42  Straet,  New  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 
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Committee  for  Mental  Hygiene  and  the  Common- 
wealth Fund,  to  discuss  the  needs  of  veterans  with 
psychoneurotic  reactions.  This  group  agreed  that 
care  of  such  patients  must  be  given  primarily  by  gen- 
eral physicians.  They  recommended  that,  an  experi- 
mental course  be  set  up  on  a postgraduate  level  to  ex- 
plore the  possibilities  of  educating  the  general  prac- 
titioner for  this  responsibility. 

The  material  presented  was  compiled  from  steno- 
graphic notes  obtained  from  the  course  which  was 
given  at  the  division  of  postgraduate  education  of 
the  University  of  Minnesota.  Its  down-to-earth 
style  is  highly  recommended  as  a syllabus  for  the 
teacher  of  clinical  psychiatry  in  our  medical  schools 
on  an  undergraduate  level.  The  dynamic  mecha- 
nisms used  by  the  various  instructors  in  the  inter- 
pretation of  the  patient’s  symptoms  are  Freudian 
in  nature.  This  is  fairly  consistent  throughout  the 
book.  Of  course,  this  one-sided  attitude  leaves 
room  for  a great  deal  of  doubt  and  skepticism  in 
those  of  us  who  are  less  orthodox  as  to  the  value  of 
the  text.  Nevertheless,  it  is  highly  recommended 
for  the  clarity  and  uniqueness  of  presentation  of  a 
difficult  subject.  Joseph  Zimmerman 

Diseases  of  the  Joints  and  Rheumatism.  By 

Kenneth  Stone,  M.D.  Octavo  of  362  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1947.  Cloth 
$6.50. 

This  book,  written  in  two  sections,  deals  with  dis- 
eases of  joints  as  well  as  the  diseases  involving  the 
soft-tissue  structure  about  the  joints.  The  section 
on  gout  is  well  written.  It  is  a textbook  which 
could  be  read  with  interest  by  the  student  of  arthritis 
as  well  as  by  the  orthopedist.  The  illustrations  are 
few  but  well  chosen.  Irving  Greenfield 

Public  Health  Administration  in  the  United 
States.  By  Wilson  G.  Smillie,  M.D.  Third  edi- 
tion. Octavo  of  637  pages,  illustrated.  New  York, 
'Macmillan  Co.,  1947.  Cloth,  $6.50. 

The  field  of  public  health  expands  so  rapidly  that 
a textbook  on  this  subject  soon  requires  revision; 
therefore,  the  author  publishes  the  third  edition  of 
his  book.  Extensive  changes  have  been  made  in  the 
subject  matter  on  the  control  of  communicable  dis- 
eases, housing,  the  use  of  insecticides,  problems  of 
nutrition,  geriatrics,  and  industrial  health. 

A.  E.  Shipley 

Gynecological  and  Obstetrical  Urology.  By 

Houston  S.  Everett,  M.D.  Second  edition.  Oc- 
tavo of  539  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1947.  Cloth,  $6.00. 

The  gynecologist  will  like  the  second  edition  of 
Everett’s  work,  even  though  the  problems  associated 
' with  neoplastic  disease  calculus  and  tuberculosis  re- 
ceive more  attention  than  ureteral  injuries.  The 
technic  of  Kelly  air  cystoscopy  is  described  in  detail. 
The  Hopkins  ideas  on  focal  infection,  ureteral  stric- 
ture, and  elusive  ulcers  of  the  bladder  originally 
advanced  by  Hunner  are  well  discussed. 

Charles  A.  Gordon 

The  Philosophy  of  Insanity.  By  a late  inmate  of 
the  Glasgow  Royal  Asylum  for  Lunatics  at  Cart- 
navel.  Large  duodecimo  of  116  pages.  New  York, 
Greenberg:  Publisher,  1947.  Cloth,  $2.50. 

This  book,  by  an  anonymous  author,  was  first  pub- 
lished in  Glasgow  in  1860.  The  author,  who  had 
recovered  from  a psychotic  episode,  was  inspired  to 
write  his  experiences  while  confined  to  a psychiatric 


hospital.  He  stressed  the  principle  that  the  differ- 
ence between  psychotics  and  normal  patients  is  a 
quantitative  rather  than  a qualitative  one,  and  that 
thoughts  and  ideas  which  govern  the  conduct  of 
psychotics  were  to  be  found  in  apparently  normal 
people.  Written  so  long  ago,  it  is  truly  remarkable 
that  the  author  had  possessed  such  a profound  under- 
standing of  psychologic  mechanisms. 

Irving  J.  Sands 

Practical  Clinical  Psychiatry.  By  Edward  A. 
Strecker,  M.D.,  Franklin  G.  Ebaugh,  M.D.,  and 
Jack  R.  EwaJt,  M.D.  Section  on  Psychopathologic 
Problems  of  Childhood.  By  Leo  Kanner,  M.D. 
Sixth  edition.  Octavo  of  476  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1947.  Cloth,  $5.00. 

This  is  a textbook  for  use  by  students  of  psychia- 
try and  by  psychiatrists  for  ready  reference.  It 
deals  with  the  mental  diseases  of  childhood,  middle 
age,  and  advanced  life. 

Strecker,  Ebaugh,  and  Ewalt  have  compiled  a 
thorough  stud}'  of  psychiatry  in  this  volume. 

Arthur  D.  Jaques 

Physikalische  Medizin  in  Diagnostik  und  Ther- 
apie.  By  Wolfgang  Holzer,  M.D.  Fifth  and  Sixth 
editions.  Octavo  of  769  pages,  illustrated.  Vienna, 
Verlag  Wilhelm  Maudrich  (New  York,  Grune  & 
Stratton),  1947.  Cloth,  $9.00.  (Bucherei  der 
Physikalischen  Medizin,  Band  II.) 

This  volume  describes  all  methods  of  physical 
medicine — diagnostic  and  therapeutic.  The  author 
has  made  the  welcome  attempt  to  correlate  the  ap- 
plications of  physical  medicine  with  the  modern  con- 
cepts of  physics  and  physiology.  The  physiologic 
importance  of  the  skin  organ  is  emphasized  through- 
out the  book. 

Undoubtedly  it  should  be  of  interest  and  value  to 
all  interested  in  physical  medicine. 

H.  J.  Behrend 

Psychiatry  for  the  Pediatrician.  By  Hale  F. 

Shirley,  M.D.  Octavo  of  442  pages.  New  York, 
Commonwealth  Fund,  1948.  Cloth,  $4.50. 

Not  since  Kanner’s  pioneering  book,  Child  Psy- 
chialry,  published  1935,  has  there  appeared  such  a 
readable  and  authoritative  treatise  as  this  most  com- 
mendable book.  In  some  measure  it  is  a compli- 
ment to  Dr.  Kanner,  since  the  author  studied  under 
the  former  and  naturally  radiates  the  fundamentals 
of  child  psychiatry  as  it  became  integrated  with  pedi- 
atric practice  in  the  Harriet  Lane  Home  at  Johns 
Hopkins  Hospital. 

The  medical  student,  pediatrician,  and  general 
practitioner  who  desire  a basic  acquaintance  with 
the  working  tools  of  child  psychiatry  could  do  no 
better  than  embrace  this  attractively  written  book. 

Frederick  L.  Patry 

Plague  Laennec  (1782-1826)  Inventor  of  the 
Stethescope  and  Father  of  Modem  Medicine.  By 

Arthur  N.  Foxe,  M.D.  Octavo  of  122  pages,  illus- 
trated. New  York,  Hobson  Book  Press,  1947. 
Cloth,  $2.50. 

This  well-written  historical  biography  on  the  life 
of  Laennec  (1782-1826),  inventor  of  the  stethescope 
and  father  of  modern  medicine,  is  a most  interesting 
book,  both  for  its  factual  content  and  its  choice 
literature.  Anyone  interested  in  medical  history 
should  possess  this  important  document.  Reader 
interest  is  kept  alive  from  the  first,  page  to  the  last. 

Thomas  B.  Wood 
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HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  cither  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24.  N.  Y. 
SChuylcr  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  iournals. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


THE  MAPLES,  inc 


An  exclusive  rest  home  foi  invellds,  convalescents  end  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  ni«ht  nursing.  Resident  physician.  Sis  acres  of  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 
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Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  FEBRUARY  1,  1949—22,377 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  0.  Hitchcock Alfred 

It.  J.  Azzari Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

It.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

A.  A.  Hartman Malone 

H.  C.  Hagaman . . . Gloversville 

D.  B.  Johnson Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton. . . .Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

W.  B.  Rawls New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius.  . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

T.  R.  Proper Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

E.  J.  Keegan Oneonta 

It.  S.  Cleaver Brewster 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

G.  G.  Stone Suffern 

R.  V.  Persson.  . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  II.  Wadsworth.  . . Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Fads 

J.  A.  Sumner Granville 

J.  H.  Arseneau Ljmns 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

It.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Fads 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton. . . .New  Yrork 

C.  M.  Dake Niagara  Fads 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Water  bury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

It.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  It.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Fads 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

It.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis. . , . . . .Glens  Fads 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

W.  S.  Wads Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  II.  Raymond.  . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Fads 

L.  E.  Henderson. . .Watertown 

FI.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill . . . Mt.  Morris 

J.  F.  Rommel Oneida 

It.  E.  Dclbridge.  . . .Rochester 
Harry  Lehman. . . .Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Fads 

R.  C.  Had Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz.  . . .Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield  . . Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Fads 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  II.  Eller Say  vide 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Fads 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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SCHOOLS 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

fQtlion  2^-  Sierry 
3Founi>ation  ^rljoola 


In  Far  Hills,  N. ). — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Eneino,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

McutcLl  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 

HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person's  needs. 

We  do  not  sell  Hearing  Aids ; only  AM  A approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING,  INC. 

Founded  1903 

342  Madison  A?e.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regents 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
ihows  that  using  the  “hidden  values'’  and  securing  the  missing  clauses  prevents 
osses  and  increases  policy  bcnchts  10%  to  40%  without  changing  policies  or 
ncrcasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
md  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
rour  policies.  This  is  a public  relations  service  to  the  medical  profession 
vithout  obligation. 

USTIN  TRAUB,  225  Broadway,  N.  Y.  7,  BA  7-3984 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1.20 
6 Consecutive  times  ...  1.00 
12  Consecutive  times  ...  .90 

24  Consecutive  times  ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


REAL  ESTATE 


FOR  RENT 


3 rooms,  (waiting  room,  consulting  room,  and  examining  room) 
formerly  occupied  by  physician.  Situated  on  Boulevard, 
2 doors  from  church  and  school.  Call  after  8 P.M. 
Hollis  5-0069  M. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4897,  Att:  Jerome  Dansker. 


BUY 

SAVINGS  BONDS 


FOR  SALE 


Albany,  N.  Y.  Doctor’s  Home  and  Office.  Modern,  spacious, 
ideal  location.  Box  281,  N.  Y.  State  Jr.  Med. 


POSITION  WANTED 


Laboratory  technician;  B.  A.;  ASCP;  experienced;  Hema- 
tology, Chemistry,  Bacteriology  and  Serology.  Desires  posi- 
tion in  New  York  City.  Phone  Trafalgar  9-9411. 
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One  nervous  woman  can  give  rise 
to  more  diverse, 
undiagnosed  and 
undiagnosable 
complaints 
than  a whole 
pathological  ward.” 

Harding,  T.S.:  M.  Rec.  160:198,  1947 


For  the  many  patients,  especially  women, 
who  complain  of  nervous  tension  throughout 
the  day  and  wakefulness  during  the  night, 
Eskaphen  B Elixir  is  an  ideal  preparation. 

Eskaphen  B Elixir  provides  both 
the  calming  action  of  phenobarbital 
(*/4  gr.  per  5 cc.)  and  the  tone-restoring 
effect  of  thiamine  (5  mg.  per  5 cc.). 

Eskaphen  B Elixir 

The  delightfully  palatable  combination 
of  phenobarbital  and  thiamine. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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for  perfection  in  matching 


44 True  to  Life ” 

ARTIFICIAL  HUMAN  EYES 

by 

Fried  & Kohler 


• Especially  made  to  order  by  skilled  artisans. 

• Comfort  and  pleasing  cosmetic  appearance 
guaranteed. 

• Eyes  also  fitted  from  stock  by  experts.  Selections 
sent  on  memorandum. 

• Referred  cases  carefully  attended. 

FRIED  & KOHLER,  Inc. 

Specialists  in  ALL  TYPES  of  Artificial  Human  Eyes  Exclusively 
665  Fifth  Avenue  (Tel.  Eldorado  5-1970)  New  York  22,  N.  Y. 

• 


“Over  Forty-five  Years  devoted  to  pleasing  particular  people” 


< QiiaA<* 
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In  a recent  coast  to  coast  test  of  hundreds  of  people  who  smoked  only 
Camels  for  30  days,  throat  specialists,  after  weekly  examinations,  reported : 


‘Not  one  single  case  of 
liroat  irritation  due  to 
smoking  CAMELS!’’ 


Doctors  smoke  for  pleasure,  too!  And  when  three 
leading  independent  research  organizations  asked 
113,597  doctors  what  cigarette  they  smoked,  the 


Hundreds  of  men  and 
women  were  included  in  this 
coast  to  coast  test.  These 
men  and  women  smoked 
Camels  — and  only  Camels 
— for  30  consecutive  days. 
They  smoked  on  the  average 
of  one  to  two  packages  a day. 
Each  week  noted  throat  spe- 
cialists examined  the  throats 
of  these  Camel  smokers  — a 
total  of  2470  careful  examin- 
ations. In  every  report,  the 
findings  of  these  throat  spe- 
cialists were  the  same — “not 
one  single  case  of  throat  ir- 
ritation due  to  smoking 
Camels.” 
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TRADEMARK 

1 

BRAND  OF  AMIN0PEPT0DR  ATE 

It 

m 

HIGH  biological  value  — Contains  all  of  the 

l 

recognized  essential  amino  acids  . . . de- 
rived from  extracted  liver  and  beef  muscle, 
wheat  gluten,  soya,  yeast,  casein,  and 

i 

1 

lactalbumin.  One  tablespoonful  t.i.d.  pro- 
vides 12  Gm.  protein  as  hydrolysate. 
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^AFIDE  patient-acceptance— Notable  palat- 

V 

L ability  and  adaptability  to  a variety  of 

vehicles  assure  adherence  to  prescribed 

f 

regimen. 

- 

IL  A 

Supplied:  Bottles  containing  6 ox.; 
1-lb.,  5-lb.,  and  10-lb.  containers. 

*New  designation  of  Aminoids  adopted  as  a 
condition  of  acceptance  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  The  word  Caminolds  is 
an  exclusive  trademark  of  The  Arlington 
Chemical  Company. 
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Vital  Fluids 

Decholin  Sodium®,  long  a clinical  synonym  for  hy- 
drocholeretic effect,  also  has  increasingly-recognized 
value  in  connection  with  two  other  vital  fluids. 

Enhancement  of  Diuresis.  In  cardiac  decompensation  with  hepatic  engorgement, 
Decholin  Sodium  given  alone  produces  mild  diuresis.  More  often  it  is  administered 
simultaneously  with  mercurial  diuretics  to  potentiate  their  action  and  reduce  their 
dose. 


Blood  Circulation  Time.  Arm-to-tongue  blood  circulation  time  is  reliably  and 
relatively  safely  determined  by  injection  of  Decholin  Sodium  into  a cubital  vein.  If 
desired,  an  arm-to-lung  time  test  is  readily  included  in  the  procedure  by  adding  ether 
to  the  Decholin  Sodium  injection. 


Decholin  Sodium 


sodium  dehydrocholate 

supplied  in  20%  aqueous  solution  for  intravenous  administra- 
tion. Available  now  in  ampuls  of  3 cc.,  5 cc.  and  10  cc.;  boxes 
of  3 and  20  ampuls. 

The  booklets,  “Decholin  Sodium  in  Blood  Velocity  Determina- 
tion” and  “The  Diuretic  Action  of  Decholin  Sodium”  are  now 
available— and  will  be  sent  upon  your  request. 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 


1.  SYMPATHETIC  INHIBITION  with  ergo- 
famine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellafoline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  well  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SAN  DOZ  PHARMACEUTICALS 

Division  of  SAND0Z  CHEMICAL  WORKS,  INC. 

68-72  CHARLTON  STREET,NEW  YORK  14,N.  Y. 


SA  N DOZ 

Originality  • Elegance 


Perfection 
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decongestive  for  allergic  rhinitis, 


neo-synephrine  is 

prompt  and  prolonged  in  its  decongestive  action 
effective  on  repeated  application 
virtually  nonirritating 
nonstimulating  to  central  nervous  system 

Supplied  in  14%  solution  plain  and  aromatic,  1 oz.  bottles. 

Also  1%  solution  (when  greater  concentration  is  required),  1 oz.  bottles, 
and  Vffo  water  soluble  jelly,  oz. 


New  York  13,  N.  Y.  Windsor,  Ont. 


NEO-SYNEPHRINE,  TRADEMARK  RED.  U.5.  i CANADA 


colds,  sinusitis 


open 

the  nasal 


Swollen  nasal  mucous 
membranes  . . . lacrimation  . . . 

nasal  discharge — the  most  acutely 
annoying  manifestations  of  upper 
respiratory  tract  allergy  or 

infection — respond  quickly 
to  the  vasoconstrictive  action  of 
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for  the  successful  treatment^of  • 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC.  neVaysoV3iVnreyt 

Makers  of  the  Soothing,  Modernized  form  of  Bur ow'j  Solution 
DOMEBORO  — Tablets  • Powder  • Packets  • Ointment 
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Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  In  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  m . . 

Dome  Paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  impregnared  with  a modified  "Unna’s  Formula’*  consisting  of  zinc 
oxide,  glycerine,  gelatine  add  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 


‘N.N.K.,  1947,  p.  398. 

^Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 


Available  in  8 fluidounce  bottles. 


Adult  Dose:  As  a sedative:  Vi  to  1 teaspoonful  with  water , 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


ELLO-SED 

- 3 — . . I 

FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  IflYi  gr.);  Calcium  Bromide, 

0.5  Gm.  iflVi  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 
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GUIATHYME 


Reg.  U.  S.  Pot.  Off. 


FOR  THE  EFFECTIVE  REDUCTION  OF 
CONGESTION  IN  BRONCHITIS  AND 
OTHER  TYPES  OF  RESPIRATORY 
INFECTIONS 


GUIATHYME,  administered  intramuscularly, 
tends  to  liquefy  the  mucous  secretions  and 
promote  drainage.  Indicated  in  the  manage- 
ment of  bronchitis,  bronchial  infections, 
asthma.  Also  effective  as  an  adjuvant  in 
acute  coryza,  sinusitis,  chronic  asthmatic 
bronchitis,  rhinitis,  influenza  and  other  res- 
piratory infections.  Caution:  Not  intended 
for  use  in  tuberculosis. 

FOR  INTRAMUSCULAR  USE -2  <c.  Ampuls 
Each  2 cc.  of  GUIATHYME  contains: 

Guaiacol  0.1  gm.  Eucalyptol  0.1  gm. 

Iodoform  0.02  gm.  Gomenol  0.12  gm. 

Camphor  0.05  gm.  Corn  Oil  q.s. 

Write  for  full  details 

HARMON  CHEMICALS,  INC. 

66  HERKIMER  PLACE  • BROOKLYN  16,  N.  Y. 


B R I O S C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

1 SI  VARICK  STREET  NEW  YORK 
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Slow-Down  Strike 
on  the  Blood  Transit 

ENOUGH  CORPUSCLES  IN  THE 
BODY  TO  STRETCH  FOUR  TIMES 
AROUND  THE  GLOBE  — 

A BLOOD  TRANSIT  SYSTEM— 

AND  WHEN  HEMOGLOBIN  IS  DOWN 
THERE’S  A "POWER  LEAKAGE" 

WITH  SECONDARY  EFFECTS  — 

ANOREXIA,  AVITAMINOSIS 
AND  ACHLORHYDRIA. 

Watch  out  for  those  secondary  effects 
in  the  secondary  anemias 

HEPTUNA  with  folic  acid 

meets  all  these  needs  in  a single  capsule.  Study  the  formula. 
Clinical  observation  shows  Heptuna  with  Folic  Acid  brings  a 
rapid  hemoglobin  regeneration,  change  in  the  hematopoietic 
picture  and  relief  of  secondary  effects  with 
a minimum  of  digestive  reactions. 


ALL  IN  ONE  CAPSULE 

Folic  Acid f.7  mg. 

Ferrous  Sulfate  U.S.P 4.5  Qrains 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  'Units 

Vitamin  D (Tuna-Liver  Oil) 500  U.S.P.  Units 

Vitamin  Bj  (Thiamine  Flydrochloride)  .......  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  Be  (Pyridoxine  Hydrochloride)  0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 


Jogether  with  other  B-complex  factors  from  liver  and  yeast 
ONE  OF  THE  ROERIC  BALANCED  FORMULAE 

^ Originators  of  Heptuna  • Darthronol.  • OBron 

J*  B.  ROERIG  AND  COMPANY 

ROERIG  536  LAKE  SHORE  DRIVE  • CHICAGO  11,  ILLINOIS 
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$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  tor  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  18,  N.  V. 

Ert.bllth.d  1931 


348 


Judicious  Laxation 


through  controlled  action 


Phospho-Soda  (Fleet)*,  over  the  years, 
has  won  discriminating  preference 
by  thousands  of  physicians  . . . 
because  of  its  controlled  action  — 
its  freedom  from  undesirable  side 
effect  — and  its  ease  of  administration. 
Your  prescription  of  Phospho-Soda 
(Fleet)*  assures  effective  (and  safe) 
results.  Liberal  samples  on  request. 

C.  B.  FLEET  CO.  INC. 

LYNCHBURG,  VIRGINIA 

PHOSPHO-SODA'  and  FLEET' 

ore  registered  trade  marks  of  C.  B.  Fleet  Co.,  Inc. 


PHOSPHO-SODA 


Phospho-Soda  (Fleet)*  is  a solution 
containing  in  each  100  cc.  sodium 
biphosphate  48  Gm.  and  sodium  phosphate  18  Gm. 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


CHECK  LIST 


for  choice  of 
a laxative 


SIDE 

EFFECTS 


Free  from 
Mucosal  Irritation 

Absence  of  Con- 
stipation Rebound 

^ No  Development 
of  Tolerance 

✓ Safe  from  Excessive 
Dehydration 

^ No  Disturbance  of 
Absorption  of 
Nutritive  Elements 

^ Causes  no 

Pelvic  Congestion 

No  Patient 
Discomfort 

Nonhabituating 

^ Free  from 

Cumulative  Effects 


ADMINIS- 

TRATION 


^ Flexible  Dosage 
'S  Uniform  Potency 
V y Pleasant  Taste 


Phospho-  type  OF 

, mm- action 

^ Prompt  action 
^ Thorough  action 
Gentle  action 
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A Pleasant  Way  to 
Prescribe  Choline 


•‘Syrup  CHOLINE  (Flint)” 

Representing  Choline  Dihydrogen 
Citrate  25%W/V 


Only  within  the  present  decade  lias 
choline  assumed  its  important  position 
as  -a  vital  part  of  the  dietary  treatment 
of  hepatic  dysfunction. 

Palatable  Syrup  Choline  Dihydrogen  Citrate 
(Flint)  may  be  used  as  a supplement  to  other 
therapeutic  measures  in  the  treatment  of 
chronic  liver  involvement  in  diabetes,  in 
malnutrition,  in  poisoning  by  hepatoxic 
agents,  in  various  infectious  processes  and 
in  cirrhosis. 

“Syrup  Choline  (Flint)”  containing 
1 gram  Choline  Dihydrogen  Citrate  in 
each  4 cc.  is  supplied  in  pint  and 
gallon  bottles. 

A COUNCIL-ACCEPTED  CHOLINE 
PRODUCT 


For  your  copy  of  “The  Present 
Status  of  Choline  Therapy  in 
Liver  Dysfunction”  — write: 

FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 
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Num  Specialty  Co. 348 

Numotizine,  Inc 358 

Parke,  Davis  & Company 357 

The  E.  L.  Patch  Company 371 

Pediforme  Shoe  Co.,  Inc 433 

Raymer  Pharmacal  Company 370 

R.  J.  Reynolds  Tobacco  Co 338-339 

William  S.  Rice,  Inc 358 

A.  H.  Robins  Company Between  352-353 

J.  B.  Roerig  and  Company 347 

Sandoz  Chemical  Wprks,  Inc 342 

Saratoga  Springs  Authority 368 

Schenley  Laboratories,  Inc 375 

Julius  Schmid,  Inc 447 

E.  R.  Squibb  & Sons 429 

Standard  Pharmaceutical  Co 359 

Teca  Corporation 359 

Charles  B.  Towns  Hospital 443 

Twin  Elms 443 

U.  S.  Vitamin  Corporation 374 

Van  Patten  Pharmaceutical  Co 441 

Walker  Vitamin  Products,  Inc 431 
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West  Hill 445 
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in  psoriasis 


SAS-PAR  Tablets  for  their 
systemic  benefits  and  - 

ULTROINE  Ointment  to  control  ^ 
the  disfiguring  scaly  lesions 
constitute  effective  dual  therapy  ’ 
that  is  decidely  encouraging  to 
the  despairing  psoriatic. 


SAS-PAR 

tablets  orally 

Active  ingredient:  the  valuable  saponin, 
sarsaponin,  which  has  a chemical 
affinity  for  cholesterol  by  which 
it  neutralizes  excess  blood  lipoids 
(frequently  associated  with  psoriasis). 

Conveniently  administered 
Pleasant-tasting 
Well-tolerated  gastrically 
Clinically  tested 

2 to  6 tablets  daily  (or  more  if  required) 
for  a 3-month  period. 


ULTROINE 

ointment  topically 

Offers  ^time-honored  antiseptic 
properties  of  coal  tar. 

Non-irritating  to  skin 
and  mucous  membranes. 

Readily  absorbed 
Non-toxic 
Clean-smelling 
Non-staining 

Local  applications  twice  daily  after  removal 
of  scales  by  soap-and-watcr  scrubbing. 


Clinical  supply  of  SAS-PAR  and  ULTROINE  Ointment,  to- 
gether with  literature,  gladly  sent  on  request  of  physicians. 


fBisclioff) 


ERNST  BISCHOFF  COMPANY,  INC  • IVORYTON,  CONNECTICUT 
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NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine— color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 

Qalatedt 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Acetone  *ledt  (DENCO) 
FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


COLOR  REACTION  IMMEDIATELY 


A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 

Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 

WRITE  FOR  DESCRIPTIVE  LITERATURE 


iftce/tme  £Tebt idencoi . . .(8a/atejf 

THE  DENVER  CHEMICAL  MFG.  COMPANY 

1*3  Vorick  Street,  New 'York  13,  N.Y. 


• • • 


PROMISE 

and  Performance 


Born  1820  . . . 

Still  going  strong 


Both  86.8  proof 


Yes,  Johnnie  Walker 
always  delivers  as 
promised.  When  you 
savour  this  smoother- 
than-smooth  Scotch, 
you  always  enjoy 
whisky  of  superlative 
mellowness  and  rich- 
ness of  flavour  to  the 
very  last  sip. 


Johnnie 

Walker 

BLENDED  SCOTCH  WHISKY 

Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y . 
Sole  Importer 
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the  only  salt  substitute  that 
tastes  exactly  like  salt 


ices* sal  is  a joy  to  patients  on 
low-salt  (sodium)  diets. 

^ that  makes  food  taste  exactly 

as  if  seasoned  with  salt.  No  bitter, 
no  disagreeable  taste.  Used  freely  at  the  table — in 
cooking  and  baking.  •Sodium-free,  safe,  convenient,  tves-sal 
assures  eating  without  cheating,  a minimum  intake  of  harmful 
sodium,  better  nourishment,  and  grateful,  happier  patients  in  . . . 


congestive  heart  failure  • hypertension  • toxemias  of  pregnancy 


'send  for 
tasting 
^samples. 


i rental  js  a solution  of 
lithium  chloride  with  small 
amounts  of  citric  acid  and 
potassium  iodide  (iodizing 
traces).  Bottles  of  2*4  oz. 

WESTWOOD  PHARMACEUTICALS,  Dept.  NY  * 468  Dewitt  St.,  Buffalo  13,  N.Y. 

division  of  Foster  Milburn  Co. 


C t . I . ■ 
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COMPREHENSIVE  CLINICAL 

COMMONLY  USED 

Two-Year  Investigation  Confirms  Superiority  of 
Molyhdenized  Ferrous  Sulfate 

Significant  in  anemia  therapy,  a recent  comprehensive  study  demonstrates  distinct 
advantages  of  molyhdenized  iron  over  other  commonly  used  iron  preparations. 

At  the  Margaret  Hague  Maternity  Hospital,  careful  hematologic  appraisal 
of  all  pregnant  outpatients  observed  over  a two-year  period  was  done  by 
Chesley  and  Annitto1  and  in  those  with  hypochromic  anemia  a comparative 
study  was  made  on  the  effectiveness  of  molyhdenized  ferrous  sulfate,  un- 
modified ferrous  sulfate,  and  ferrous  sulfate  combined  with  liver- stomach 
extract  or  folic  acid. 

SUMMARY.'  ”...  molybdenized  fer- 
rous sulfate  produced  a substantially  more 
rapid  therapeutic  response  than  ferrous 
sulfate,  the  difference  in  response  being 
statistically  significant.  Addition  to  fer- 
rous sulfate  of  either  liver-stomach  extract 
or  folic  acid  did  not  potentiate  the  action 
of  the  iron  salt  . . . None  of  the  patients 
treated  with  molybdenized  ferrous  sulfate 
complained  of  more  than  mild  digestive 


Rates  of  hemoglobin  increase  after  six 
weeks’  treatment  with  molybdenized  fer- 
rous sulfate  and  with  plain  ferrous  sulfate. 
Note  sharp  rise  with  Mol-Iron  after  second 
week,  whereas  ferrous  sulfate  curve  ap- 
proaches a plateau. 


1.  Chesley,  R.  F.  and  Annitto,  J.  E. : Bulletin  of  the  Mar- 
garet Hague  Maternity  Hospital,  1:65  (Sept.)  1948. 

2.  Dieckmann,  W.  J.,  Ptiddle,  H.  D-,  Turner,  R.  and 
Treptow,  B.:  Proceedings,  Central  Society  for  Clinical 
Research,  21:88  (1948). 

0 1 2 3 4 5 6 

WEEKS  OF  TREATMENT 

Adopted  from  Chesley  and  Annitto 


symptoms  related  to  the  medication 
Similar  conclusions  were  recently 
reached  by  Dieckmann2:  "Treatment  with 
ferrous  or  ferric  iron  alone  or  with  various 
vitamin  combinations  did  not  cause  a sig- 
nificant increase  in  the  rate  of  hemoglobin 
formation.  A molybdenum-iron  complex 
has  resulted  in  a rapid  increase  in  hemo- 
globin concentration.” 
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STUDY  EVALUATES 
r RON  PREPARATIONS 


HEMOGLOBIN  INCREASES  (Gm.  per  cent)  1.0-2.0  2.1-3.3  3.4+ 


Molybdenized 
Ferrous  Sulfate 

21.8% 

56.3% 

1 

21.8% 

i 

78. 

1% 

Ferrous  Sulfate 

77.7% 

22.2% 
i . 

0 

i 

22. 

2% 

Ferrous  Sulfate 
with  liver- 
stomach  extract 
or  folic  acid 

70% 

30% 

• 

0 

i 

- 3C 

% 

dapted  from  Chesley  and  Annitto 


— Mol-iron 

MOLYBDENIZED  FERROUS  SULFATE 


Tablets,  Liquid 


a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  In  bottles  of  100  and  1000  Tablets.  Also  avail- 
able in  a highly  palatable  Liquid,  in  bottles  of  12  fluid  ounces. 


JC'HITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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PRENATAL 


POSTOPERATIVE 


POSTNATAL 


SACRQ-lMAC 


pendulous 

mjdomln 


DORSOLUMBAR 


VISCEROPTOSIS 


"Si#** 


nephroptosis 


Consistent  Research  Makes  Scientific  Design  Basic  In 


CAMP  SCIENTIFIC  SUPPORTS 


For  many  decades  it  has  been  our  privilege  to  work  closely  with 
physicians  and  surgeons  in  the  design,  improvement  and  manu- 
facture of  anatomical  supports  to  meet  the  needs  of  their  patients. 

The  unique  Camp  adjustment  feature  insures  proper  firmness 
about  the  pelvis  and  controlled  support  of  the  abdomen,  spinal 
column  and  gluteal  region  without  compression.  Write  for  your 
copy  of  the  Camp  "Reference  Book  for  Physicians  and  Surgeons.” 

THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training 
of  CAMP  fitters  insures  precise  and  conscientious  atten- 
tion to  your  recommendations. 

S.  H.  CAMP  and  COMPANY,  Jackson,  Michigan 
World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  ‘Windsor,  Ontario  • London,  England 
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a new  and  outstanding  development 

in  penicillin  therapy 


PENICILLIN  S R 


COMBINED 


Soluble  and 

REPOSITORY 


PENICILLIN 


higher  initial  levels 

A 1-cc.  intramuscular  injection  produces  serum  levels  of 
4.0  units  per  cc.-a  v alue  133  times  higher  than  the  com- 
monly accepted  therapeutic  level,  0.03  units  per  cc. 


quicker  maximal  therapeutic  levels 

Within  a half  hour  or  less  after  the  injection,  a high  con- 
centration of  penicillin  is  found  in  the  tissues. 

prolonged  high  maintenance  levels 

For  twenty-four  hours  or  longer,  a single  injection  con- 
tinues to  provide  effective  therapeutic  levels. 

better  control  of  infection 

Rapid  onset  and  prolonged  maintenance  of  higher  levels 
means  more  effective  antibacterial  action  than  possible 
with  penicillin  in  retardant  vehicles. 

extra  margin  of  effectiveness 

Higher  levels  quickly  obtained  permit  early  dominance 
over  infecting  organisms  and  diminish  likelihood  of  peni- 
cillin-fastness. 

ease  of  flow 

Penicillin  S-R  contains  no  oil,  no  wax,  no  added  suspend- 
ing or  dispersing  agents  to  impede  injection  or  clog  needle 
and  syringe. 


t na/ af/van/a<jG4  of  pe.v  ««  ■ lli  x s-h 


PREPARATION! 

Easily  and  quickly  prepared 
Aqueous  diluent 
No  vigorous  shaking 


ADMINISTRATION. 
Free-flowing 
Quickly  injected 
No  special-type  syringe 


CONVENIENCE. 

Syringe  and  needle  need  not  be  dry 
No  plugging  of  needles  (20  or  21  gage) 
Syringe  and  needles  easily  cleaned 


TOLERANCE  « 

No  sensitizing  diluents 
No  added  suspending  agents 
Completely  absorbed 
Minimal  pfcin 


PENICILLIN  S-R  is  supplied  in  both  one-dose  (400,000  units)  and  five-dose  rubber-diaphragm-capped  vials.  When  diluted 
according  to  directions  (with  Water  for  Injection.  U.S.P.,  Normal  Saline  Solution.  U.S.P..  or  3 per  cent  Dextrose  Injection.  U.S.F), 
each  cc.  contains  300.000  units  of  crystalline  procaine  penicillin-G  and  loo.ooo  units  of  buffered  crystalline  sodium  penicillin-G.  The 
one-dose  vial  is  also  available  with  an  accompanying  ampoule  of  Water  for  Injection.  U.S.P.,  if  desired.  Potency  of  the  suspension  is 
maintained  for  seven  days  at  refrigerator  temperatures. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNI  A — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request. 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Auralgan  (The  Doho  Chemical  Corp.) 361 

Bellergal  (Sandoz  Chemical  Works,  Inc.) 342 

Beminal  (Ayerst,  McKenna  & Harrison  Ltd.).  . . 363 

Caminoids  (The  Arlington  Chemical  Company) . . 340 

Cod  Liver  Oil  Concentrate  Liquid  (White  Labo- 
ratories, Inc.) Between  368  & 369 

Chorionic  Gonadotropin  (Armour  Laboratories) . . 364 

Conestron  (Wyeth  Incorporated) 439 

Crystalline  Procaine  Penicillin  G (Commercial 

Solvents  Corporation) 362 

Dasin  (S.  E.  Massengill  Company) 360 

Daxalan-Dome  Paste  (Dome  Chemicals,  Inc.).  . . 344 

Decholin  Sodium  (Ames  Company,  Inc.) 341 

Diaparene  (Homemakers’  Products  Corporation)  359 


Dienestrol  (White  Laboratories,  Ine.)Between  368  & 369 
Di-Sulfameracol  (Colin  Pharmacal Company,  Inc. ) 367 

Donnatal  Elixir  (A.  H.  Robins  Company) 

Between  352  & 353 

Elixir  Alysine  (The  William  S.  Merrell  Company) 


2nd  cover 

Fello-Sed (Fellows  Medical  Mfg.  Co.  Inc.) 345 

Fer-Dona  (International  Vitamin  Division,  Ives- 

Cameron  Co.,  Inc.) 372 

Furacin  (Eaton  Laboratories,  Inc.) 435 

Galatest  (Denver  Chemical  Mfg.  Co.) 352 

Glytheonate  (E.  L.  Patch  Company) 371 

Guiathyme  (Harmon  Chemicals,  Inc.) 346 

Heptuna  (J.  B.  Roerig  & Co.) 347 

Homicebrin  (Eli  Lilly  and  Company) 376 

Licovite  (International  Vitamin  Division,  Ives- 

Cameron  Co.,  Inc.) 372 

Mandelamine  (Nepera  Chemical  Co.,  Inc.) 437 

Mol-Iron  (White  Laboratories,  Inc.) 354-355 

Monocaine  Formate  (Novocol  Chemical  Mfg. 

Co.,  Inc.) 433 

Numotizine  (Numotizine,  Inc.) 358 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.)  ..  359 

Neo-Synephrine  (Winthrop-Stearns  Inc.) 343 

Oleum  Percomorphum  (Mead  Johnson  & Com- 
pany)   , 4th  cover 

Orapen-250  (Schenley  Laboratories,  Inc.) 375 

Penicillin  S-R  (Parke,  Davis  & Company) 357 


Penicillin  Dispolator  (E.  R.  Squibb  & Sons) 429 

Phospho-Soda  (C.  B.  Fleet  Company) 349 

Privine  (Ciba  Pharmaceutical  Products,  Inc.) . 3rd  cover 

Protoplex  (Walker  Vitamin  Products,  Inc.) 431 

Pyridium  (Merck  & Co.,  Inc.) 373 

Ramses  (Julius  Schmid,  Inc.) 447 

Raysal  (Raymer  Pharmacal  Company) 370 

Sas-Par  (Ernst  Bischoff  Company,  Inc.) 351 

Sedacof  and  Codeine  (S.  E.  Massengill  Company)  360 
Sodascorbate  (Van  Patten  Pharmaceutical  Co.). . 441 

Sulfadiacol  (Colin  Pharmacal  Co.,  Inc.) 367 

Syrup  Choline  (Flint,  Eaton  & Company) 350 

Thesodate  (Brewer  & Company,  Inc.) 427 

Thum  (Num  Specialty  Company) 348 

Thyrobrom  (Van  Patten  Pharmaceutical  Co.).  . . 441 

Ultroine  (Ernst  Bischoff  Company,  Inc.) 351 

Vi-Syneral  Vitamin  Drops  (U.  S.  Vitamin  Corpo- 
ration)  374 

Wes-Sal  (Westwood  Pharmaceuticals) 353 

Dietary  Foods 

Similac  (M  & R Dietetic  Laboratories,  Inc.) 366 

Medical  and  Surgical  Equipment 

Artificial  Eyes  (Fried  & Kohler,  Inc.) 337 

Artificial  Limbs  (J.  E.  Hanger,  Inc.) 433 

Artificial  Limbs  (Natural  Action  Limb  Corp.).  . . 359 

Hydrogalvanic  Generators  (Teca  Corporation). . . 359 

Orthopedic  Shoes  (Pediforme  Shoe  Co.,  Inc.). . . . 433 

Supports  (S.  H.  Camp  and  Company) 356 

Supports  (William  S.  Rice,  Inc.) 358 

Miscellaneous 

Baby  Oil  (Conti  Products  Corp.) 369 

Brioschi  (G.  Ceribelli  & Company) 346 

Cigarettes  (R.  J.  Reynolds  Tobacco  Company) . 338-339 

Coca-Cola  (Coca-Cola  Company) 448 

Cosmetics  (Ar-Ex  Cosmetics  Inc.) 445 

Spring  Water  (Saratoga  Springs  Authority) 368 

Tubulin  (Increto  Products  Corp.) 441 

Blended  Whiskey  (Carstairs  Bros.  Distilling  Co.) . 365 

Blended  Scotch-Whisky  (Canada  Dry  Ginger  Ale, 

Inc.) 352 


NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 


. . . relieves  pain  . . . supplies  moist  heat . . . promotes  decongestion 

— in  respiratory  affections,  sprains,  strains,  contusions,  boils,  etc.  A 
single  treatment  lasts  for  eight  hours  or  more.  4,  8,  15  and  30  oz.  jars. 

NUMOTIZINE , INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 


FORMULA:  Each  100  Gr.  Contains: 
Guaicol 0.260 


Bccchwood  Creosote 1.302 

Methyl  Salicylate 0.260 


Sol.  Formaldehyde 0.260 

Glycerine  C.  P 51.000 


Aluminum  Silicate 46.888 

Carmine 0.030 


2>e&i  Zboctoti: 
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For  the  benefit  of  amputee  patients  we  would  like  to  show  you  the 
new  Natural  Action  Limb,  which  is  all  that  the  name  implies. 

With  single  column  shin  structure,  new  improvements  have  been 
developed  including  cosmetic  cover. 

The  safe  knee  action  and  self-aligning  feature  made  possible  by 
the  universal  ankle  motion  make  the  owner  forget  the  major  difficul- 
ties and  cares  which  haunt  most  wearers  who  fear  knee-buckling 
and  unsteadiness. 

The  automatic  toe-lift  and  synchronization  of  knee  and  ankle 
motion  allows  the  wearer  to  step  normally  without  awkward  swaying 
or  hiking  of  the  body.  He  experiences  the  thrill  of  complete  confi- 
dence and  effortless  control  that’s  beyond  anything  in  normal  limb 
wearing  experience.  Many  wearers  speak  of  commendatory  remarks 
they  have  received  on  the  improvement  accomplished  after  being 
fitted  with  a Natural  Action  Limb. 

But  how  did  this  come  about?  Through  research  by  George  A. 
Hinkle  who  wore  the  conventional  type  of  limb  for  27  years.  He 
realized  that  a radical  change  was  necessary  in  design  and  function  to 
do  the  trick  of  making  amputees  walk  better  and  enjoy  a more 
natural-acting  appliance.  We’ve  arrived  at  the  correct  principles 
for  accomplishing  this,  and  would  like  to  have  you  see  the  new 
design  in  actual  use.  May  we  send  you  more  complete  informa- 
tion or  have  an  appointment  to  demonstrate? 


A.  T.  Weger , 
General  Manager 


NATURAL  ACTION  LIMB  CORPORATION 


DEPT.  A 21  WEST  31ST  ST.  NEW  YORK  CITY  LONGACRE  3-6940 


Pharmaceutical  Division,  Homemakers'  Products  Corporation 
380  Second  Ave,  New  York  10  * 36-48  Caledonia  Rd.,  Toronto  10 


SUPERIOR  PERSONNEL  Aniittati  tad  esece- 
tWoa  in  all  fields  of  medicine — young  physiol  ana,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


uO.  r 
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NEW  YORK  MEDICAL  EXCHANGE 

48*  riTTH  AVE.,  N I C (AGENCY)  MURRAY  HILL  2-0676 


OUTSTANDING  IN  EFFICIENCY  • APPEARANCE  • DURABILITY 


Specializing  in  the  Manufacture  of  Electrotherapeutic  Apparatus 

For  Detailed  Information,  Write:  TECA  CORPORATION,  220  W.  42  St.,  New  York  18,  N.Y. 
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In 

acute 

respiratory 

infections 

control 

of 

the 

distressing 

discomfort 
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In  Colds 


Alleviation  of  the  many  distressing  symptoms  associated  with  even 
minor  upper  respiratory  infections  is  promptly  obtained  by  Dasin. 
Presenting  Dover’s  powder  i}/i  gr.),  aspirin  (2  gr.),  acetophenetidin 
(l]/2  gr.),  camphor  (}/\  gr.),  caffeine  (l/%  gr.)  and  atropine  sulfate 
( 1/500  gr.),  Dasin  provides  the  analgesic,  antipyretic  and  diaphoretic 
actions  required  for  quick  relief.  Excess  nasal  and  bronchial  secre- 
tions are  reduced.  Average  dose,  1 or  2 capsules  every  2 or  3 hours. 


Sedacof  and  Codeine, 


For  Coughs 

When  annoying  cough  complicates  the  respiratory  infection,  Sedacof 
and  Codeine  is  indicated.  Presenting  per  fluidounce  codeine  phos- 
phate (1  gr.),  sodium  citrate  (16  gr.),  ammonium  chloride  (2  gr.), 
ephedrine  hydrochloride  (1  gr.),  antimony  and  potassium  tartrate 
(1/16  gr.),  pilocarpine  hydrochloride  (1/20  gr.),  and  aromatics 
(q.s.),  Syrup  Sedacof  and  Codeine  acts  as  a secretolytic  agent, 
promotes  ciliary  function  important  for  removal  of  secretions,  and 
affords  needed  sedation  for  suppressing  the  cough  reflex. 

Sedacof  and  Codeine,  a palatable  syrup,  is  indicated  in  the  cough 
of  the  common  cold,  in  laryngotracheobronchial  irritation,  in- 
fluenza, and  the  hacking  cough  of  the  aged.  Average  adult  dose  1 to 
2 teaspoonfuls  2 to  4 times  daily.  Children  according  to  age. 


CTAe  S.  E Co 


Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


rSEY/fCODy 
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■ PIONEERS  in  Re  search . . . and 

Leadership  thru  the  years  in  combating 


OTITIS  ME 


i i 


DOHO  in  realizing  the  need  for  a potent, 
topical,  well  tolerated  ear  medication,  yet 
mindful  that  no  one  formula  could  be  suitable 
for  all  conditions  . . . devoted  every  facility 
and  scientific  resource  to  the  development  and 
perfection  of  AURALGAN  and  OTOSMO- 
SAN.  Each  has  its  sphere  of  usefulness . . . 
each  has  been  tested  and  clinically  proven  in 
many  thousands  of  cases.  Reprints  and  sub- 
stantiating data  sent  on  request. 


EACH  A SPECIFIC . . . both  effective! 


is  a scientifically  prepared,  completely  water-free  Gly* 
cerol  (DOHO)  having  the  highest  specific  gravity 
obtainable,  containing  antipyrine  and  benzocaine  . . . 
which  by  its  potent  decongestant,  dehydrating  and  anal- 
gesic action  provides  effective  relief  of  pain  and  inflam- 
mation. 


0-T0S-M0-SAN 

IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA, FURUNCULOSIS 
AND  AURAL  DERMATITIS 


is  not  just  a mere  mixture,  but  a scientifically  potent 
chemical  combination  of  Sulfathiazole  and  Urea  in 
AURALGAN  Glycerol  (DOHO)  base  ...  which  exerts 
a powerful  solvent  action  on  protein  matter,  liquefies 
and  dissolves  exuberant  granulation  tissue,  cleanses  and 
deodorizes,  and  tends  to  exhilarate  normal  tissue  heal- 
ing in  the  effective  control  of  chronic  suppurative  otitis 
media. 


Literature  and  samples  on  request 

THE  DOHO  CHEMICAL  CORPORATION 

New  York  13,  N.Y.  • Montreal  • London 

"BBKSKBV  * 
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Antibiotic  therapy  is  greatly  simplified  when 
C.S.C.  Crystalline  Procaine  Penicillin  G in  Pea- 
nut Oil  with  aluminum  monostearate  is  pre- 
cribed.  A single  1 cc.  injection  (300,000  units) 
produces  therapeutic  blood  levels  for  96  hours  in 
over  90%  of  patients,  and  for  48  hours  in  all  patients. 
For  certainty  of  therapy,  this  preparation  need 
not  be  given,  as  a rule,  more  often  than  once 
every  other  day. 

Crystalline  Procaine  Penicillin  G in  Peanut 
Oil-C.S.C.  contains  300,000  units  of  micronized 
procaine  penicillin  per  cc.,  together  with  2% 
aluminum  monostearate  for  producing  a thixo- 
tropic suspension.  This  outstanding  penicillin 
preparation  is  free  flowing  and  requires  no  re- 
frigeration. It  is  indicated  in  the  treatment  of 
most  infectious  diseases  amenable  to  penicillin 
therapy. 

Crystalline  Procaine  Penicillin  G in  Peanut 
Oil-C.S.C.  is  available  at  all  pharmacies  in  eco- 
nomical 10 cc.  size  rubber-stoppered  vials  (300,000 
units  per  cc.).  Also  in  vials  containing  300,000 
units  (1  cc.),  in  boxes  of  five  vials. 


96-HOUR 

CRYSTALLINE  PROCAINE  PENICILLIN  G 

IN  PEANUT  OIL 

WITH  2%  ALUMINUM  MONOSTEARATE 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


Six  of  a kind... /or therapy 


Now... with  the  addition  of  ‘Beminal’  fortified  with  Iron,  Liver  and 
Folic  Acid . . . the  ‘Beminal’  family  offers  six  distinctive  forms  and 
potencies.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  will 
prove  especially  suitable  in  the  prevention  and  treatment  of  iron- 
deficiency  anemias,  certain  macrocytic  anemias,  and  as  adjunctive 
therapy  in  pernicious  anemia.  Beginning  with  the  newest  member, 
the  following  are  the  six  dosage  forms  and  potencies  now  available: 


1.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  ( Capsules ) no.  821 

2.  ‘Beminal’  Forte  with  Vitamin  C ( Capsules ) no.  817 

3.  ‘Beminal’  Forte  Injectable  Dried  no.  495 

4.  ‘Beminal’  Granules  no.  925 

5.  ‘Beminal’  fortified  with  Iron  and  Liver  (Capsules)  no.  816 

6.  ‘Beminal’  Tablets  no.  815 

Ayerst,  McKenna  & Harrison  Limited  22  East  40 th  Street, New  York  16 
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PARALLELING  THE  PITUITARY 


The  placenta  produces  a hormone 
whose  clinical  action  almost  parallels 
that  of  the  luteinizing  hormone  of  the 
pituitary  gland.  This  hormone,  known 
as  chorionic  gonadotropin,  is  excreted 
in  the  urine  in  appreciable  quantities 
after  the  third  month  of  pregnancy.  It 
is  a true  gonad  stimulating  substance 
and  thus  has  important  therapeutic 
applications  in  both  the  male  and 
female  where  luteinizing  hormone 


therapy  is  indicated.  In  the  male  it  has 
proven  of  great  value  in  cryptorchidism, 
and  it  has  been  used  successfully  in 
treating  simple  hypogonadism  and  hy- 
pogenitalism. In  the  female  it  has 
been  effectively  employed  in  the  treat- 
ment of  functional  uterine  bleeding 
as  well  as  in  secondary  amenorrhea, 
oligomenorrhea  and  hypo-ovarianism. 
Detailed  literature  will  be  sent  gladly 
to  physicians  upon  request. 


Have  confidence  in  the  preparation  you  prescribe  — specify 

CHORIONIC  GONADOTROPIN,  ARMOUR 

Available  in  packages  containing  ampoule  of  5,000  I.  U.  of  lyophilized 
chorionic  gonadotropin  and  vial  of  sterile  distilled  water. 

A ARMOUR 

CHICAGO  9,  ILLINOIS 


Headquarters  for  medicinals  of  Animal  Origin 
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Why  Many  Physicians  Write  It 

CAfy  STAINS 

when  whiskey  is  indicated 


i. 


More  and  more  well-informed  physicians 
are  recommending  light  blended  whiskey 
to  their  patients  when  whiskey  is  medically 
indicated.  Reason: 

Neutral  spirit  blends  contain  few  congeners, 
such  as  fusel  oil,  tannins,  aldehydes,  esters, 
furfurals,  acids,  etc.  That  means  they’re 
not  only  light  but  mild,  too.  What’s  more, 
they’re  usually  around  only  86  proof 
(43%  alcohol  by  volume). 

One  of  America’s  leading  whiskies  of  this  type 
is  Carstairs  White  Seal.  It  is  blended  with  care 
...  by  expert  distillers  devoted  to  the 
highest  quality  standards.  Their  insistence 
on  perfection  has  made  Carstairs  famous  as 
the  Perfectly  Balanced  Blend. 

Whenever  whiskey  is  indicated,  may  we  suggest 
that  you  recommend  that  superb  blend  — Carstairs 
White  Seal  — to  the  patients  in  your  care? 

The  ^ Man  who  Cares  says 


CARSTAIRS  White  Seal 


Blended  Whiskey 


I 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on 
the  difference  between  whiskies  of  various  types.  For  your  free  copy,  write: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Avenue,  New  York,  N.  Y. 


CARSTAIRS  BROS.  DISTILLING  CO.,  INC.,  BALTIMORE,  MD.  BLENDED  WHISKEY  86.8  PROOF,  12%  GRAIN  NEUTRAL  SPIRITS 
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This  is  the  new  three  and  one-half  mil- 
lion dollar  Sturgis  (Miehigan)  Siniilac 
Laboratory.  This  additional  capacity  was 
made  necessary  by  your  confidence  in 
Similac,  and  your  increasing  use  of  the 
product  in  your  infant  feeding  practice. 

The  years  of  basic  and  clinical  research 
which  preceded  the  introduction  of 
Similac,  established  with  us  a habit  for 
research.  And  the  many  years  of  accep- 


tance which  Siniilac  has  enjoyed  since 
its  introduction,  make  us  fully  con- 
scious that  continuing  research  is  an 
obligation. 

In  our  present  resources  to  fulfill  this 
obligation  we  take  a pardonable  pride. 

But  our  greatest  pride  will  continue  to 
he  the  high  esteem  in  which  Similac  is 
held  by  Doctors  everywhere. 

INC.  • COLUMBUS  16,  OHIO 


M & R DIETETIC  LABORATORIES, 


SIMILAC . . . 
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in  Sulfonamides... 


the  flavor  of 

candy  is  dan 


Our  detail  man  trill  visit 
you  with  literature  and 
physicians 9 samples.  Or  if 
you  prefer  immediate 
information  and 
samples , write  to  Colin 
Pharmacol  to.,  Inc. 


Sulfadiacol  and  Di-Sul fameracol,  two  NEW 
Sulfonamides  that  please  the  palate  . . . and 
are  clinically  approved  for  oral  dosage 

SULFADIACOL 

A microcrystalline  Sulfadiazine  emulsion  in  a pleasant 
syrup  base,  with  sodium  lactate  to  increase  the  pH  of 
the  urine  and  to  reduce  the  danger  of  crystalluria. 
Microcrystalline  sulfonamides  allow  for  faster  absorp- 
tion and  more  effective  blood  levels. 

Each  teaspoon) ul  (4  cc)  contains: 

0.5  grams  microcrystalline  Sulfadiazine 
0.5  grams  sodium  lactate 

DI-SULFAMERACOL 

A combination  of  microcrystalline  Sulfadiazine  and 
microcrystalline  Sulfamerazine  for  dual  sulfonamide 
therapy,  in  a pleasant  syrup  base.  Prepared  for  great- 
est effectiveness  and  tolerance,  and  lowest  toxicity. 
Each  teaspoonful  (4  cc)  contains: 

0.3  grams  microcrystalline  Sulfadiazine 
0.2  grams  microcrystalline  Sulfamerazine 


PHARMACAL  COMPANY,  INC. 

186  JORALEMON  STREET  • BROOKLYN  2.  N.  Y. 
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Findings 
from  the 


Saratoga  Spa 
records* 


INHALATIONS 


The  results  obtained  in  the  treatment  of 
738  patients  with  inhalation  at  the  New 
York  State-owned  Saratoga  Spa  show  in- 
teresting tendencies. 

Marked  relief  of  the  condition  treated  was 
noted  in  38  patients  (5.2%);  moderate 
relief  in  468  patients  (63.4%);  temporary 
relief  in  46  (6.4%);  and  no  change  in 
185  (25%). 

Conditions  for  which  the  treatments  were 
given  included  sinusitis,  coryza,bronchitis, 
chronic  rhinitis,  bronchial  asthma,  laryn- 
gitis, allergic  rhinitis,  hay  fever,  and 
pharyngitis.  The  treatments  consisted  of 
the  inhalation  of  finely  nebulized  saline- 
alkaline,  .naturally  carbonated  mineral 
waters,  and  medicated  oils. 

The  relief  obtained  bore  a definite  relation 
to  the  number  of  treatments  taken.  In 


acute  conditions,  from  four  to  six  treat- 
ments were  necessary  to  obtain  consistent 
improvement  while  in  chronic  conditions, 
twelve  to  fifteen  treatments  were  usually 
required. 

Inhalations  are  taken  without  discomfort, 
which  is  an  important  factor  in  therapy. 

The  safety  of  the  therapy  can  be  stressed. 
Reactions  of  significance  occurred  in  only 
three  patients.  One  patient  may  possibly 
have  had  a sensitivity  to  chlorenan,  one 
developed  an  acute  asthmatic  paroxysm, 
and  the  third  noted  a general  reaction  to 
epinephrine. 

Attention  to  the  general  condition  of  the 
patients  suffering  from  respiratory  dis- 
orders is  an  important  factor.  Inhalations 
have  a definite  place  in  the  general  "cure” 
regimen  of  a spa. 


As  printed 


the  New  York  State  Journal  of  Medicine,  44:1214  (June  1)  1944. 


Physician,  Give  Heed  to  Thine  Own  Health " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  .McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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PRESENTS  THE  PERFECT 

Olive  Oil  TRIO 

FOR  BABY’S  SKIN 


•onti 

Mfiy 

POWDER 


.ouYiS 


rY£  01L< 


NEW  CONTI  BABY  OIL— With  Olive  Oil 

The  lighter  quality  of  this  oil  makes 
for  easier  spreading  and  consequently 
a saving  of  the  nurse’s  and  mother’s 
time.  A pure,  specially  refined  olive 
oil,  scientifically  combined  with  lano- 
lin and  light  mineral  oil,  made  to  the 
same  high  standards  which  have  made 
the  name  of  CONTI  famous  for  nearly 
a century.  No  antiseptic  — No  danger 
of  allergy.  Attractive,  non-skid  6-oz. 
bottle. 

NEW  CONTI  BABY  POWDER-WithOiive  Oil 

A fluffy,  olive  oil  powder,  skin- 
smooth,  of  extra-finely  textured  white 
talc,  delicately  scented  and  special 


spray-treated  with  refined  olive  oil. 
Handsome  10-oz.  container. 

These  two  products  combined  with 
the  CONTI  CASTILE  SOAP  which  has 
been  medically  approved  for  babies 
for  years  constitute  a new  perfect  trio 
of  pediatric  aids. 

CONTI  PRODUCTS  CORP.,  NEW  YORK 

FREE  CLINICAL  SAMPLES 

CONTI  PRODUCTS  CORP.,  45  CLINTON  AVENUE 
BROOKLYN  5,  N.Y.  Dept  103- 
Please  send  me  free  clinical  samples  of  CONTI  Baby 
Oil,  CONTI  Baby  Powder  and  CONTI  Castile  Soap. 


370 


for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . .Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


PT/te  (J)e/vxfffe<J  Tr/  /icy /a/e  ^lecUcanienf 

ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 


0-vek  a Qhftt/l/el  ^enAu/ty  SPetwinp  ZPAybrcieMiA 


BRAND  OF  THEOPHYLLINE  SODIUM 


GLYCINATE 


For  Intensive  and  Prolonged 
Oral  Theophylline  Therapy 


Minimal  gastric  irritation  as  shown  by  Paul1  and 
Bubert2  permits  high  dosage  levels  and  pro- 
longed oral  use.  Glytheonate  is  a combination 
of  theophylline  and  sodium  glycinate  represent- 
ing 50%  theophylline  U.S.P.  It  is  available  in 
tablets  and  suppositories  (rectal). 


Note  how  the  muscle  fibers  run 
around  the  bronchioles.  Note  how  con- 
traction of  these  muscles  constricts  the 
bronchioles.  One  beneficial  effect  of 
theophylline  compounds  is  attributed 
to  their  antispasmodic  action  directly 
on  the  bronchial  muscles,  relaxing  the 
spastic  contraction,  with  a subsequent 
dilation  of  the  bronchial  tree  and  a flow 
of  more  air  into  inner  recesses  of  lungs. 

Glytheonate  is  used 

• To  treat  bronchial  asthma  and  Cheyne- 
Stokes  respiration. 

• To  relieve  paroxysmal  dyspnea  of  pul- 
monary edema  and  paroxysmal  attacks 
of  cardiac  dyspnea. 

• As  a diuretic  in  congestive  heart  fail- 
ure. 

• Like  other  xanthines,  it  stimulates  the 
myocardium  to  increased  vigor  of  con- 
traction. 

(1)  Paul,  W.  D.,  and  Montgomery,  A.  E.:  J._ 
Iowa  State  M.  Soc.  38:237  (June)  1948. 

(2)  Bubert,  H.  M.,  and  Cook,  S.:  S.  Med. 
Journ.  41:  146  (Feb.)  1948 


The  E.  L.  PATCH  COMPANY,  Boston,  Massachusetts 
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YOUR  CHOICE  OF  WEAPONS 


selection  of  gun  and  shell  depends  upon  the  target . . . 


the  same  is  true  of  arms  in  the 
anemia  armamentarium. 


IN  IRON  DEFICIENCY  ANEMIAS 

In  the  prevention  and  treatment  of  iron 
deficiency  anemias  the  choice  is 
FER-DONA,  because: 

It  is  clinically  economical. 

Small  dosage,  only  six  capsules  daily. 
Surprisingly  free  from  gastrointestinal 
upsets. 


FER-DONA 

6 Capsules  contain: 

Liver, . .42  grains  Whole 
Liver  Substance 
and  Secondary 
Liver  Fraction 
Iron. ...  100  mg.  as  Exsic. 

Ferrous  Sulfate 
Copper. 2 mg.  as  Inherent 
Cupric  Compounds 

B] 2 mg.  Thiamine 

HC1 

B2(G)..3  mg.  Riboflavin 
PP 20  mg.  Niacina- 

mide 


LICOVITE 

Each  Capsule  contains: 

Folic  Acid 

Exsic.  Ferrous 
Sulfate 

2 grains 

Thiamine  HC1 

. 2 mg. 

Riboflavin 

Niacinamide. . 

. 20  mg. 

Pyridoxine 
HC1 

. 2 mg. 

Calcium 

Pantothenate.  1 mg. 

Copper 1 mg. 

Secondary  Liver 

Fraction....  3 grains 


Professional  Service  Department 
INTERNATIONAL  VITAMIN  DIVISION 
IVES-CAMERON  CO.,  INC.  Ny  , 

22  E.  40  St.,  New  York  16,  N.  Y. 

Please  send  me  professional  literature 
and  sample  of 

□ FER-DONA  □ LICOVITE 

Dr 

Street 

City Zone . . . State 


PLUS  . . . 

Copper  and  iron,  liver  and  the 
Vitamin  B complex. 

IN  MACROCYTIC  ANEMIAS 

In  the  prevention  and  treatment  of  macro- 
cytic anemias  the  choice  is  LICOVITE,® 
because: 

It  is  clinically  economical. 

Folic  acid  6 mg.  in  three  capsules. 

All  other  blood-building  factors  as  con- 
tained in  secondary  liver  fraction. 

PLUS  . . . 

Ferrous  sulfate,  copper,  thiamine  hydro- 
chloride, niacinamide,  pyridoxine 
hydrochloride,  calcium  pantothenate. 

FER-DONA  AND  LICOVITE  offer  essential 
vitamin  supplementation  in  addition  to 
anti-anemia  values  ...  in  small  dosages 
that  are  well  tolerated  and  economical  to 
the  patient. 


INTERNATIONAL  VITAMIN  DIVISION  IVES-CAMERON  CO.,  INC.  NEW  YORK  1 6,  N.  Y. 
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Young  Patients  Also  Appreciate  Pyridium® 


GRATIFYING 

RELIEF 

through  effective , 
Safe 

Urogenital 

Analgesia 


Distressing  symptoms  of  urinary  tract  infection  such 
as  urinary  frequency,  pain  and  burning  on  urination 
can  be  relieved  promptly  in  a high  percentage  of  patients 
through  the  simple  procedure  of  administering  Pyridium 
orally. 

Pyridium  is  virtually  nontoxic  in  therapeutic  dosage  and 
can  be  administered  concomitantly  with  streptomycin, 
penicillin,  sulfonamides,  or  other  specific  therapy. 

With  this  easy-to-administer  and  safe  urinary  analgesic, 
physicians  can  often  provide  their  patients  with  almost  im- 
mediate relief  from  distressing  urinary  symptoms  during 
the  time  that  other  therapeutic  measures  are  directed  to- 
ward alleviating  the  underlying  condition. 

Literature  on  request 


PYRIDIUM* 

(Brand  of  Phenylazo-dtamino-pyridinc  HCI) 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

tsf (an ufactu t tn fj  c(?Aetnib& 

In  Canada:  MERCK.  & CO.,  Ltd.  Montreal,  Que. 


Is  the  trode-mork  of 
the  Pyridium  Corporation  for 
its  Brand  of  Phenyloxo- 
diamino-pyridine  HCI.  Merck 
& Co.,  Inc.,  sole  distributors 
in  the  United  Stages. 
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That  vitamin  A in  aqueous  solution  is  more  readily  and  more  fully  absorbed  and 
utilized  than  vitamin  A in  oily  solutions  (such  as  percomorph  liver  oils)  is  now 
amply  confirmed.* 

Substantially  higher  blood  and  liver  levels  are  obtained  with  aqueous  solutions  of 
vitamin  A,  while  loss  through  fecal  excretion  is  only  l/5th  that  of  vitamin  A given 
in  oil  solution. 


vi-syneral  vitamin  drops 


1 00%  natural  vitamins  D and  A 
in  aqueous  solution  . . . 
the  original  aqueous 
multi-vitamin  solution 
marketed  since  19 A3. 


Each  0.6  cc. 
as  marked  on  dropper 
supplies: 


Vitamin  A 

5,000  U.S.P.  Units 

Vitamin  D 

1,000  U.S.P.  Units 

Ascorbic  Acid 

50  mg. 

Thiamine 

1 mg. 

Niacinamide 

5 mg. 

Riboflavin 

O.A  mg. 

Pyridoxine 

0.1  mg. 

Pantothenic  Acid 

2 mg. 

In  aqueous  solution  . . . contains  no  alcohol 
Perfect  miscibility  with  infant’s  formula, 
milk,  etc.;  no  fish  taste  or  odor. 


*Send  for  sample  and  literature 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 

250  E.  43rd  St.,  New  York  17,  N.Y. 


Orapen-250 


ivtoto"  jurisiS e€a> 


to  give  250,000  units  of  crystalline 
penicillin  G (potassium  salt)  in  one  coated,  pleasant-tasting,  buffered 
tablet,  if  you  specify  the  Schenley  product.  Ample  evidence  supports 
the  value  of  the  oral  administration  of  penicillin  when  given  in  suffi- 
ciently high  dosage.  Clinical  reports  show  that  even  serious  infections  due 
to  penicillin-sensitive  organisms— such  as  acute  respiratory  illness,1’2  3 4 
impetigo,4  gonorrhea,5  and  rheumatic  fever  (prophylaxis)6— can  be 
treated  effectively  by  this  convenient,  painless  method  of  administration. 


ORAPEX  IS  I .YMM  E 

A special  coating  completely 
masks  the  taste  of  penicillin. 
Ooapen  is  stable  at  ordinary 
room  temperatures,  eliminat- 
ing necessity  for  refrigeration. 
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Orapen-250 
Orapen-lOO  • Orapen-50 

[penicillin  tablets  schenleyJ 

Each  containing  250,000,  100,000,  or 
50,000  units  of  Penicillin  Crystalline  G, 
buffered  with  calcium  carbonate. 


ORAPEK-2ftOx 

Available  in  bottles  of  10  and  50. 

ORAPEN-IOOi 

Available  in  bottles  of  12  and  100. 

ORAPEiVSO: 

Available  in  bottles  of  12  and  100. 


SCHENLEY  LABORATORIES,  INC. 

350  FIFTH  AVENUE  • NEW  YORK  1,  NEW  YORK 


© Schenley  Laboratories,  Inc. 


JUrMMitfdA- 


If  baby  knew,  as  physicians  do,  the  importance 
of  adequate  quantities  of  the  five  vitamins  considered 
essential  to  good  nutrition,  he  would  count  his 
vitamins  even  more  carefully  than  his  toes. 
For  infants,  one-half  to  one  average  teaspoonful 
of  HOMICEBRIN  (Homogenized  Vitamins  A, 
Bi,  B2,  C,  and  D,  Lilly)  will  provide  the  optimal 
requirements  for  these  five  vitamins. 


Pleasantly  flavored,  HOMICEBRIN  is  miscible  with 
water,  milk,  or  orange  juice.  It  is  available  in  bottles  of  60 
and  120  cc.  at  retail  drug  stores  everywhere 
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Editorials 

The  Health  of  the  American  People 


The  health  of  the  American  people  is  the 
concern  of  the  people  themselves  through 
their  government — their  elected  representa- 
tives, and  of  physicians  who  by  reason  of 
their  skills,  technics,  and  scientific  alertness 
now  lead  the  world. 

The  issue  of  the  best  method  of  bringing 
those  attainments  of  American  physicians  to 
all  the  people  is  precipitated  by  the  new 
administration’s  advocacy  of  a program  of 
: compulsory  health  insurance.  Mr.  Oscar 
R.  Ewing,  F.S.A.  head,  is  presently  carrying 
the  ball  for  the  government. 

The  American  Medical  Association,  repre- 
senting the  maj  ority  of  the  coimtry ’s  doctors, 
has  announced  a campaign  of  public  informa- 
tion to  put  before  the  people  the  facts  relat- 
ing to  its  advocacy  of  voluntary  prepaid 
health  insurance.  To  do  this,  the  Associa- 
: tion  is  assessing  its  members  $25  a head,  little 

[i  enough,  we  think,  considering  the  importance 
of  the  public  health  problems  involved. 

Mr.  Ewing  spoke  recently  in  New  York 
City  about  the  government’s  proposed  com- 
pulsory health  insurance  plan.  According 


to  the  Daily  News,  in  its  editorial,  “Why 
Smear  the  Doctors,”  Mr.  Ewing  succeeded 
in  creating  a doubt  of  the  validity  of  his 
plan.1  Says  the  Daily  News,  in  part: 

At  this  stage  of  the  medical  argument,  we 
feel  more  against  Mr.  Ewing  than  for  him. 

One  big  reason  why  we’re  so  dubious  is  the 
Ewing  manner  of  opening  the  campaign  to  per- 
suade Congress  to  adopt  his  health  project. 

In  a recent  speech  in  New  York,  for  example, 
Mr.  Ewing,  instead  of  explaining  the  plan 
calmly,  saw  fit  to  cut  loose  with  a salvo  of  abuse 
of  the  leaders  of  the  American  Medical  Asso- 
ciation. These  gentlemen  intend  to  assess  the 
nation’s  doctors  $25  a head  in  order  to  raise  a 
$3,500,000  fund  with  which  to  fight  the  Ewing 
proposals. 

They  have  a perfect  right  to  do  that,  so  far 
as  we  can  see,  only  provided  they  comply  with 
laws  on  registering  lobbyists  in  Washington. 
If  the  doctors  haven’t  such  a right,  then  neither 
have  the  big  labor  organizations  a right  to  raise 
money  to  push  their  chiefs’  ideas,  or  the  drys  to 
build  big  kitties  to  peddle  prohibition.  We 
don’t  hear  any  protests  from  administration 
circles  about  these  labor  and  dry  funds. 

1 Daily  News  (Dec.  20)  1948,  p.  33. 
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To  Mr.  Ewing,  however,  the  doctors’  defense 
chest  is  a slush  fund  “to  finance  the  greatest 
lobby  in  history  for  a last-ditch  stand,”  and  the 
doctors  collecting  the  money  are  “the  reaction- 
ary elements  of  the  medical  profession.” 
Also,  “the  hour  of  these  gentlemen  is  past,”  and 
they  feel  “the  inevitable  breathing  hard  on  their 
necks.” 

That  is  smear  language,  name-calling,  an 
effort  to  line  up  public  opinion  against  the  op- 
ponent before  he  has  had  a chance  to  open  his 
mouth  in  his  own  behalf. 

It  is  not  fair  play.  We  think  it  is  bad  tac- 
tics. We  feel  sure  it  cannot  contribute  to  an 
intelligent  solution  of  the  problem  of  extending 
adequate  medical  care  to  the  whole  U.S.  popu- 
lation. 

There  is  no  argument  on  the  fact  that  many 
Americans  now  do  not  get  such  care,  either  be- 
cause they  can’t  pay  for  it  or  because  there  are 
not  enough  doctors.  Plenty  of  others,  too, 
depend  on  rabbits’  feet  or  quacks  or  witches  for 
their  medical  help,  and  plenty  more  are  afraid 
to  consult  doctors  to  find  out  what  ails  them,  for 
fear  the  news  will  scare  them  to  death. 

It  seems  to  us  that  the  socialized  medicine 
debate  will  be  much  more  intelligent  and  con- 
structive if  those  on  both  sides  will  contribute 
light  instead  of  heat.  Mr.  Ewing’s  output  up 
to  now  has  been  chiefly  heat. 

We’d  like  some  hardpan,  factual  information, 
for  instance,  on  such  questions  as  these : 

If,  under  the  proposed  system,  a patient  can 
choose  his  own  doctor,  what  happens  when 
some  popular  physician  is  swamped  with  cus- 
tomers and  an  unpopular  one  in  the  same  com- 
munity finds  time  hanging  heavy  on  his  hands? 

How  are  hypochondriacs  (people  who  think 
they’re  sick  most  of  the  time  but  aren’t)  to  be 
kept  from  overloading  the  setup?  Same  as  to 
chiselers,  malingerers,  and  people  who  would 
just  love  to  move  into  hospitals  for  good  long 
rests  if  the  government  would  pay  the  bills. 
Suppose  doctors  here  and  there  sabotage  the 
plan,  by  prescribing  unnecessary  and  expensive 
medicines,  or  unneeded  spectacles,  false  teeth, 
trusses,  etc.? 

These  and  many  other  surprises  are  cropping 
up  in  England,  where  the  Labor  Government 
has  recently  installed  a state  medicine  system. 
Costs  are  ballooning  above  original  estimates, 
while  Health  Minister  Aneurin  Bevan  screams 
alibis  and  oaths. 


It  would  be  helpful,  we  feel,  if  Mr.  Ewing  and 
his  compulsory  health  insurance  friends  would 
let  the  public  know,  in  plain  English,  what  if 
any  precautions  are  taken  in  their  plans  against 
some  sad  and  very  costly  repetitions  of  the 
British  mishaps. 

After  all,  this  public  health  problem  is  a 
serious  one,  and  the  main  object  is  to  get  it 
solved  correctly  the  first  time.  Smearing  the 
American  medical  profession — which  inciden- 
tally leads  the  world  in  skill,  technics  and  scien- 
tific alertness — can  hardly  help  toward  that 
end. 

The  American  sense  of  fair  play  and  the 
recognition  voiced  by  the  Daily  News  of  the 
seriousness  of  the  public  health  problem,  we 
feel,  will  become  more  in  evidence  as  time 
goes  on.  Facts  are  badly  needed,  we  agree. 
To  this  end  the  American  Medical  Asso- 
ciation’s program  of  public  education  will  be 
built  around  three  objectives: 

1.  To  awaken  the  people  to  the  danger  of 
a politically  controlled  compulsory  health 
insurance  system. 

2.  To  acquaint  the  people  with  the  supe- 
rior advantages  of  American  medicine  over 
the  government-dominated  systems  of  other 
countries. 

3.  To  stimulate  the  growth  of  voluntary 
health  insurance  systems  and  prepaid  medi- 
cal care  plans  to  take  the  economic  shock  out 
of  illness  and  increase  the  availability  of 
medical  care  to  the  American  people. 

There  are  facts  to  support  all  three  of  the 
above  objectives,  and  we  may  assure  the 
Daily  News  and  all  others  that  those  facts 
will  constitute  the  foundation  of  the 
A.M.A.’s  educational  campaign.  On  that 
foundation  of  fact  will  be  built  a body  of  in- 
formed opinion  free  of  political  “gobblede- 
gook,”  available  to  the  public  through  the 
monetary  contributions  of  the  majority  of 
the  doctors  of  the  country  whose  sole  aim  is 
to  improve  by  the  best  means  possible  the 
health  of  the  American  people.  They  have 
pursued  this  goal  consistently  and  will  never 
abandon  it.  Who  else  but  the  doctors  have 
created  the  public  health? 


Note  the  dates  for  the  143rd  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York — May  2-6,  1949,  Hotel  Statler,  Buffalo. 
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The  medical  profession,  called  by  Robert  Louis  Stevenson 
“the  flower  of  our  civilization,”  is  now  on  trial.  Grave 
decisions  will  soon  be  made,  which  will  determine  whether  our 
methods  of  service,  our  ideals,  our  independence  will  endure. 

We  are  not  opposed,  to  change.  In  fact,  we  will  work  con- 
tinually for  change  if  it  is  for  the  benefit  of  our  patients,  and 
if,  in  the  end,  that  change  leaves  our  individual  patient  an 
individual,  not  a number.  The  physician  is  only  part  of  the 
social  picture,  and  it  is  certain  that  the  profession  will  not 
completely  control  its  own  destiny  in  the  economic  sphere 
Its  spiritual  destiny,  however,  will  be  its  own  to  preserve 
gloriously,  or  to  lose  miserably. 

Opposing  us  are  large  groups  of  people  of  various  sorts. 
Sociologists,  labor  organizations,  government  bureaucrats, 
j and  even  minority  groups  in  the  profession  itself  are  doing 
their  utmost  to  shackle  the  physician  in  a system  of  govern- 
ment-controlled distribution  of  medical  care. 

The  issue,  as  expressed  by  all  of  these  groups,  is  for  the  most  part  an  economic  one,  and 
is^based  on  the  false  idea  that  money  can  cure  the  evils  that  beset  mankind.  If  we  add  our 
war  debt,  the  material  price  of  our  liberty  to  date,  we  are  now  spending  and  giving  away  our 
great-grandchildren’s  money,  with  dogged  perseverance,  to  prove  this  thesis,  but  I leave  it 
to  you  whether  the  evils  seem  to  be  diminishing  or  multiplying. 

The  physician,  on  the  other  hand,  points  out  that  the  most  important  thing  is  a high 
standard  of  medical  service  to  the  people.  So  both  sides  are  not  talking  about  the  same 
thing  at  any  time. 

The  medical  profession  is  keenly  aware  of  the  high  cost  of  medical  care.  No  one  is 
more  so.  Medical  fees  are  but  a fraction  of  it.  It  is  indeed  a very  complicated  problem.  The 
medical  profession  will  accept  whatever  is  for  the  good  of  its  patients,  provided  the  control  of 
and  responsibility  for  their  care  is  left  with  the  doctors — where  it  belongs. 

The  medical  profession  will  fight  this  threat  to  its  patients  best  welfare  with  all  its 
strength,  and  with  honor  and  integrity.  Our  hope  is  that  the  people  themselves,  as  this 
controversy  is  waged,  will  distinguish  between  sound  and  sound  judgment. 

The  long-range  program  of  the  government  should  be  to  empty  the  beds  of  hospitals 
now  existing,  rather  than  to  pile  hospital  on  hospital.  Public  health  centers  widely  dis- 
tributed throughout  the  United  States  and  intense  research  to  eliminate  the  diseases  that 
now  fill  the  beds  would  be  steps  in  the  right  direction.  A campaign  of  Scottish  thrift  in  the 
govermnent  also  might  become  contagious  throughout  the  land,  and  might  eventually  pre- 
vent us  from  becoming  a nation  of  querulous  mendicants. 

The  true  physician,  actuated  by  his  ideals,  will  ever  carry  on  in  fair  weather  or  foul. 
He  would  rather  carry  on  as  at  present,  with  the  ever-increasing  potentialities  for  good  for 
his  patient.  If,  however,  he  must  bow  to  the  whirlwind,  his  wounds  will  be  on  his  front  and 
not  on  his  rear,  and  he  will  still  carry  on.  If  a debacle  should  come,  he  will  again  assume 
control  and  carry  on.  It  will  be  his  duty  to  do  so.  He  knows  no  other  stimulus.  It  is  in 
his  blood. 

The  people  should  not  be  anxious  about  their  doctors.  They  should  be  anxious  for 
themselves.  If  medicine  should  be  socialized,  that  will  be  here,  as  it  has  been  elsewhere,  the  en- 
tering wedge  to  the  collective  state — the  great  leveler.  If  this  nemesis  should  catch  up  with 
our  generation,  it  will  sit  down  with  our  children  and  our  children’s  children. 
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ADVANCES  IN  PHYSICAL  MEDICINE 


From  the  Department  of  Rehabilitation  and  Physical  Medicine 
New  York  University  College  of  Medicine 

Howard  A.  Rusk,  M.D.,  Director 


Rehabilitation  in  Multiple  Sclerosis 


Because  of  the  hopeless  outlook  in  multi- 
ple sclerosis,  therapy  in  general  has  been 
directed  toward  symptomatic  relief,  and  the 
approach  has  been  a negative  one.  In  re- 
habilitation, the  disability,  rather  than  the 
specific  disease  process  which  has  produced 
it,  is  our  primary  consideration.  In  multi- 
ple sclerosis,  as  in  any  other  chronic,  pro- 
gressive, crippling  disease,  the  problems  are 
the  same.  In  considering  a patient  as  to 
feasibility  for  training,  progression  of  the 
disease  must  be  carefully  evaluated,  for  if 
the  disease  process  outstrips  training,  such 
training  is  obviously  wasted. 

In  rehabilitation,  the  primary  consider- 
ation, in  working  out  a program  for  the 
severely  disabled,  is  to  teach  him  to  live,  and 
if  possible  to  work,  with  what  he  has  left. 
Those  capacities  can  be  determined  only 
through  performance  testing.  In  addition 
to  general  diagnostic  studies,  the  medical 
evaluation  of  the  multiple  sclerosis  patient 
must  include  muscle  tests,  joint  range  of 
motion,  and  tests  for  the  inherent  needs  of 
daily  living.  These  are  of  primary  impor- 
tance, for  it  is  upon  their  results  that  the 
patient’s  rehabilitation  program  is  planned. 

Too  frequently,  in  rehabilitation,  many  of 
the  basic  skills  necessary  for  effective  daily 
living  are  overlooked.  The  patient  is  given 
numerous  medical,  psychologic  and  voca- 
tional services  in  preparation  for  employ- 
ment, but  retraining  in  the  basic  physical 
skills  of  ambulation,  elevation  and  self-care 
activities  is  neglected,  with  the  result  that 
the  patient,  being  unable  to  walk,  travel,  or 
care  for  his  personal  needs,  is  also  unable 
effectively  to  utilize  the  other  medical, 
psychologic,  social,  and  vocational  services 
he  has  received  for  richer  and  fuller  living. 

It  has  been  found  difficult  in  many  in- 


Presented  at  a meeting  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  December  11,  1948. 


stances  to  differentiate  between  muscular 
inability  due  to  disease  and  that  due  to 
atrophy  of  disuse,  and  sometimes  only  a test 
period  of  conditioning  exercise  will  provide 
this  information,  which  is  vital  in  the  train- 
ing program. 

From  the  information  gained  by  the  tests 
for  the  factors  of  daily  living,  a suitable 
program  is  set  up  for  the  individual,  de- 
signed to  meet  his  particular  needs.  It  has 
been  noted,  especially  in  hand  activities  and 
gait  training,  that  individuals  long  in- 
capacitated from  multiple  sclerosis  will  have 
alienation  and  overcompensation  of  certain 
muscle  groups.  With  muscle  re-education 
and  definitive  therapeutic  exercise,  it  is 
often  possible  to  accomplish  much  in  cor- 
recting these  conditions. 

We  approach  the  psychiatric-psychologic 
problem  as  a team — the  psychiatrist,  the 
social  worker  and  the  psychologist — working 
with  the  family  as  well  as  with  the  patient. 

It  has  been  found  that  the  previous  per- 
sonality of  multiple  sclerosis  does  not  con- 
form to  any  particular  pattern.  There  is 
immaturity  in  certain  cases,  and  a great  deal 
of  independence  and  relative  maturity  in 
other  cases. 

The  main  point  is  that,  after  the  patient’s 
personality  is  thoroughly  known  by  psychi- 
atric examination,  psychologic  study  and 
social  service  investigation,  then  each  prob- 
lem, as  it  comes  up,  can  be  handled  with  the 
full  knowledge  of  the  limitations  of  the 
patient,  psychologically  and  physically. 

Multiple  sclerosis  offers  one  of  the  most 
challenging  problems  in  the  entire  field  of  re- 
habilitation, both  from  the  physical  and  the 
psychologic  standpoint.  Therapy  in  this 
field  requires  patient  training  and  deep 
understanding.  However,  the  results  in  the 
restoration  of  confidence  and  function, 
although  far  from  satisfactory,  have  been 
gratifying. 
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FACTS  ABOUT  NUTRITION 

Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Parenteral  Nutrition,  I 


The  reduction  in  surgical  mortality,  at  a 
time  when  surgeons  were  undertaking  an  ex- 
tensive and  prolonged  attack  on  pathologic 
conditions  formerly  considered  inoperable, 
has  been  one  of  the  outstanding  achieve- 
ments of  medicine  during  the  past  decade. 
Advances,  too,  have  been  made  in  internal 
medicine,  some  being  the  direct  result  of  a 
better  understanding  of  the  metabolic  needs 
of  the  human  organism.  In  surgery,  prac- 
tical application  of  this  understanding  must 
begin  before  the  patient  goes  to  the  operat- 
ing room.  Antibiotics,  better  anesthesia, 
and  improved  technical  skill  have  assisted 
in  bringing  about  a reduction  in  operative 
deaths.  None  of  these  beneficial  factors 
function,  however,  if  the  patient’s  fate  is  al- 
ready determined  by  incorrect  preoperative 
treatment.  Likewise,  in  medicine,  a pa- 
tient may  cross  a nutritional  threshold  over 
which  he  cannot  return  because  some  proc- 
esses are  not  reversible.  Many  compli- 
cations of  surgery,  such  as  failure  of  wounds 
and  anastomoses  to  heal,  sepsis,  poor  re- 
sponse to  anesthesia,  and  -operative  trauma, 
are  now  known  to  be  related  to  preoperative 
protein  privation.  Surgeons  have  reduced 
surgical  mortality  by  concerning  themselves 
with  phases  of  the  patient’s  care  in  addition 
to  good  operative  technic.  The  internist, 
too,  has  welcomed  the  advantages  of  paren- 
teral alimentation.  He,  as  well  as  the  sur- 
geon, deals  with  patients  whose  gastrointesti- 
nal systems  malfunction  for  various  lengths 
of  time.  It  is  the  purpose  here  to  review 
briefly  the  historical  development  of  the 
various  components  of  parenteral  alimenta- 
tion, including  blood  which  always  is  food  for 
the  recipient,  regardless  of  other  medical  in- 
dications for  transfusion. 

In  subsequent  issues,  symptoms  and  signs 
of  nutritional  deprivation  will  be  discussed. 
Finally,  the  various  nutrient  components  of 
the  parenteral  diet  will  be  delineated,  and 
their  interrelationships  clarified. 


Soon  after  Harvey’s  discovery  of  the  circu- 
lation in  1628,  physicians  began  to  think  of 
introducing  substances  into  the  body  by  way 
of  the  veins.  Wren,  in  1657,  is  reported  by 
Keynes  to  have  been  the  first  physician  to 
inject  medicinal  agents  into  the  veins  of  ani- 
mals.1 Wren’s  reports  stimulated  Lower  to 
try  transfusion  of  blood  from  dog  to  dog. 
Although  Denys  in  1667  successfully  trans- 
fused a boy  with  lamb’s  blood,  for  the  re- 
mainder of  the  seventeenth  century  trans- 
fusions of  animals’  blood  to  man  met  with 
frequent  failure,  and  finally  legislation  was 
introduced  in  England  to  prohibit  the  prac- 
tice. Early  in  the  nineteenth  century  (1818) 
Blundell  gave  the  first  transfusions  from  man 
to  man.2  Six  out  of  ten  of  these  transfusions 
were  failures.  Undoubtedly,  ignorance  of 
the  different  groups  of  human  blood  was  re- 
sponsible for  these  failures.  Following  the 
classification  of  the  blood  groups  in  man  by 
Landsteiner  in  1901,  interest  was  again 
aroused  in  transfusions  for  blood  loss  re- 
placement.3 After  the  discovery  by  Lewi- 
sohm  in  1915  of  a practical  and  efficient  way 
to  avoid  coagulation  of  the  blood  by  the  use 
of  sodium  citrate,  transfusion  technic  for  the 
indirect  method  gradually  replaced  the  direct 
donor-recipient  method.4  Blood  banks  of 
today  are  built  upon  the  work  of  Landsteiner 
and  Lewisohm. 

To  Thomas  Lotta  of  Leith,  Scotland,  goes 
the  credit  for  first  using  the  intravenous 
route  to  replace  water  and  salts  to  the  body.5 
His  account  of  clinical  improvement  in  pa- 
tients severely  dehydrated  from  cholera, 
who  received  intravenous  salt  and  water,  and 
the  reports  of  O’Shaughnessy’s  chemical 
analysis  of  the  blood  of  patients  who  re- 
ceived this  treatment  indicate  a comprehen- 
sive understanding  of  the  electrolyte  and 
water  requirements  of  the  body.6  Although 
the  method  was  used  throughout  the  nine- 
teenth century,  contamination  by  pyrogens 
was  common,  and  the  solutions  were  not  iso- 
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tonic.  Reactions  were,  therefore,  common, 
and  clinical  improvement  did  not  always  fol- 
low the  infusion  if  isotonic  solutions  were  re- 
quired for  improvement.  Not  until  Van 
Slyke  clarified  the  complex  problem  of  acid- 
base  balance  did  the  intravenous  method  for 
replacing  water  and  electrolytes  become  the 
•accepted  method  for  combating  dehydration 
with  its  concomitant  acidosis  or  alkalosis.7 

The  first  injection  of  carbohydrate  into 
veins  was  made  by  Claude  Bernard.8  He 
recorded  that  cane  sugar  when  injected  into 
• the  vein  soon  appeared  in  the  urine,  but  if  it 
had  previously  been  acted  upon  by  gastric 
juice  (converted  to  glucose),  it  disappeared 
and  apparently  was  utilized.  In  1896  Biedl 
and  Kraus  showed  that  a 10  per  cent  solu- 
tion of  glucose  disappears  following  intra- 
venous injection  without  the  appearance  of 
glycosuria  or  polyuria.9  It  remained  for 
Woodyatt  and  his  associates  in  1915,  how- 
ever, to  demonstrate  man’s  capacity  for 
metabolizing  intravenous  carbohydrate  and 
to  point  out  the  dangers  of  excessively  large 
doses  of  hypertonic  glucose.10  In  1942 
Stewart  and  Rourke  stressed  the  importance 
of  differentiating  between  the  effect  of  glu- 
cose in  water  and  the  effect  of  glucose  in  sa- 
line.11 Rightly,  they  called  attention  to  the 
fact  that  the  former  combination  was  de- 
hydrating, while  the  latter  when  introduced 
intravenously  resulted  in  water  retention. 

Austin  and  Eisenhey  in  1912  suggested 
that  dogs  could  utilize  dog  and  horse  serum 
administered  intravenously  as  a source  of 
tissue  nitrogen.12  It  remained  for  Holman 
and  associates  in  1934  to  demonstrate  that 
positive  nitrogen  balance  in  dogs  could  be 
obtained  by  using  homologous  plasma  intra- 
venously as  the  sole  source  of  protein  in- 
take.13 Similarly,  Wangensteen  and  asso- 
ciates demonstrated  that  man  could  be  main- 
tained in  positive  nitrogen  balance  by  ad- 
ministering human  plasma  intravenously  as 
the  only  source  of  nitrogen  intake.14  It  is 
now  known  that  plasma  protein  given  intra- 
venously soon  disappears  from  the  circu- 
lation and  apparently  becomes  a part  of 
general  body  protein  stores.15-16  In  1939 
Elman  and  Weiner  reported  the  use  of  an 
acid  hydrolysate  of  casein  with  added  trypto- 
phane and  cystine  for  intravenous  alimenta- 
tion, and  they  reported  positive  nitrogen  bal- 
ance with  its  use.17  Many  nutritional  stud- 


ies since  1939  have  centered  attention  on 
the  fact  that  positive  nitrogen  balance  can  be 
maintained  in  man  by  parenteral  use  of  an 
enzymatic  casein  digest.18-19 

Fat,  as  a nutrient  having  calorie  value,  has 
not  kept  pace  with  preparations  of  protein 
and  carbohydrate  for  parenteral  use.  Curi- 
ously enough,  fat  was  the  first  food  stuff  to  be 
injected  parenterally.  Menzel  and  Perco 
injected  various  types  of  oil  into  the  subcu- 
taneous tissues  of  dogs  and  found  that  the 
site  of  injection  showed  almost  complete  ab- 
sorption of  the  fat  in  twenty-four  to  forty- 
eight  hours.20  Koehne  and  Mendel  have 
shown  that,  although  fat  is  absorbed  from 
local  sites  of  injection,  there  is  little  utiliza- 
tion of  it  by  the  body.21  Fat  emulsions  for 
intravenous  use  have  been  extensively  stud- 
ied over  the  past  quarter  century.  Never- 
theless, a general  employment  of  this  method 
of  parenteral  alimentation  has  not  been 
forthcoming.  Recently,  however,  a fat  com- 
ponent has  been  developed  for  parenteral 
use  which  appears  to  have  promise.22 
Mann  et  al.  report  that  their  emulsion  No. 
35  is  utilized  by  growing  puppies  without 
chemical  or  histologic  trace  of  fat  retention 
when  given  them  intravenously  in  amounts 
not  exceeding  30  per  cent  of  their  caloric  re- 
quirement.23 
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CHILD  HEALTH  SERVICES  IN  NEW  YORK  STATE 

George  M.  Wheatley,  M.D.,  New  York  City 
{From,  the  Metropolitan  Life  Insurance  Company) 


THIS  is  a partial  report  of  the  study  conducted 
in  New  York  State  in  1946  and  1947  by  the 
American  Academy  of  Pediatrics  in  cooperation 
with  the  Medical  Society  of  the  State  of  New 
York,  the  State  Health  Department,  organized 
dentistry,  hospitals,  and  other  health  agencies  to 
determine  the  amount  and  availability  of  health 
services  for  children.*  The  survey  was  part  of  a 
nation-wide  project  undertaken  by  the  American 
Academy  of  Pediatrics  to  determine  the  volume 
of  existing  preventive  and  curative  services  for 
children  as  a basis  for  the  medical  profession  to 
make  recommendations  for  improving  and  ex- 
panding these  services.  The  investigation  em- 
braced not  only  private  medical  and  dental  prac- 
tice but  hospital  facilities  and  public  health  serv- 
ices, including  those  provided  by  voluntary 
agencies  for  children.  This  paper  is  concerned 
with  services  rendered  to  children  by  general  prac- 
titioners, pediatricians,  and  other  specialists, 
the  comparative  amount  of  service  in  various 
parts  of  the  State  and  in  the  country  as  a whole, 
and  certain  major  facts  regarding  physicians  in 
the  State.  The  complete  report  will  be  published 
in  a few  months.** 

Method  and  Organization 

The  study  depended,  in  the  main,  on  ques- 
tionnaires addressed  to  three  chief  sources:  (1) 
hospitals,  (2)  private  practitioners  of  medicine 
and  dentistry  including  their  specialties,  and  (3) 
public  and  private  health  organizations  providing 
health  services  to  children.  The  reliability  of 
the  data  from  private  practitioners*  of  medicine 
and  dentistry  was  checked  by  a team  of  profes- 
sional interviewers  who  visited  a representative 
sample  of  physicians  and  dentists  throughout  the 
State. 

Since  a fundamental  part  of  the  study  was  the 
information  from  private  practitioners,  the  assist- 
ance of  the  State  Medical  and  Dental  Societies 


* The  study  in  this  State  was  financed  largely  by  the  local 
chapters  of  the  National  Foundation  for  Infantile  Paralysis 
and  by  a grant  from  the  Association  for  the  Aid  of  Crippled 
Children. 

**  Copies,  now  available,  may  be  obtained  from  the  author 
at  1 Madison  Avenue,  New  York  10,  New  York. 


was  indispensable.  The  project  has  had  not  only 
the  endorsement  but  the  active  participation  of 
these  organizations.  The  work  itself  was  under 
the  immediate  supervision  of  a committee  of  four 
pediatricians  representing  the  American  Academy 
of  Pediatrics:  Drs.  Paul  Beaven  of  Rochester, 
William  Orr  of  Buffalo,  and  Frederick  Wilke  and 
Thurman  Givan  of  New  York  City.  Twelve 
regions  of  the  State  were  designated  by  the  State 
Medical  Society,  each  with  a pediatrician  to  be 
responsible  for  the  distribution  of  questionnaires 
and  local  interpretation  of  the  study. 

The  State  Dental  Society’s  Council  on  Dental 
Health,  under  the  chairmanship  of  Dr.  Donald  H. 
Miller,  Dr.  Franklin  A.  Squires,  Dr.  Waldo  H. 
Mork,  and  the  late  Dr.  Burkhart,  gave  us  in- 
valuable aid  in  securing  the  cooperation  of  prac- 
ticing dentists. 

Not  only  was  there  an  excellent  response  to 
our  request  for  information  by  a large  majority 
of  physicians  and  dentists,  but  many  official  and 
voluntary  health  agencies  have  made  the  job 
easier  by  helping  to  obtain  some  of  the  data, 
providing  office  space,  and  many  other  aids.  The 
immediate  responsibility  for  the  work  was  carried 
by  a full-time  staff  headed  at  first  in  Greater  New 
York  by  Dr.  Theodore  Allen,  later  succeeded  by 
Mr.  John  Peterson.  Dr.  Arthur  Johnson,  retired 
health  officer  of  Rochester,  directed  the  collection 
of  data  for  the  entire  upstate  area. 

Some  appreciation  of  the  magnitude  of  the 
survey  task  can  be  realized  from  the  fact  that, 
although  New  York  is,  in  geographic  area,  only 
the  twenty-ninth  state,  it  holds  one-tenth  of  the 
population  of  our  whole  country.  It  has  14  per 
cent  of  all  the  hospital  beds  in  the  nation,  a sixth 
of  the  physicians,  a fifth  of  all  the  pediatricians, 
a sixth  of  all  the  dentists,  and  8 per  cent  of  all  the 
children. 

Number  and  Location  of  Pediatricians 

The  definition  of  a pediatrician  for  purposes  of 
the  study  was  “any  physician  who  stated  he  was 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Pediatrics,  May  20,  1948. 
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a pediatrician.”  In  the  study  year  1946  to  1947, 
the  total  number  of  pediatricians  in  the  United 
States,  by  this  definition,  was  3,496.  This  was  3 
per  cent  of  the  116,795  physicians  reported  in 
private  practice.  New  York  State  leads  all 
other  states,  having  about  twice  as  many  pediat- 
ricians as  the  next  highest  state,  California.  In 
relation  to  child  population,  New  York  stands 
first  with  24  pediatricians  per  100,000  children; 
Connecticut,  21,  Rhode  Island,  Maryland-Dis- 
trict  of  Columbia,  and  Massachusetts,  19;  and 
California,  18.  This  distribution  of  pediatricians 
seems  to  be  related  to  at  least  two  factors:  (1) 
the  concentration  of  population  and  (2)  the  in- 
come level  or  per  capita  income  of  the  respective 
states.  In  the  country  as  a whole,  1,796  (51  per 
cent)  of  the  pediatricians  are  diplomates  of  the 
National  Board  of  Pediatrics.  New  York  State 
has  53  per  cent  of  its  pediatricians  certified  by  the 
Board. 

For  analysis  of  the  data,  the  counties  in  the 
State  were  divided  into  three  groups : 

Greater  Metropolitan — those  counties  containing 
a city  with  a million  population  or  more  and  those 
counties  adjacent  to  it  with  a high  population 
density.  This  included  New  York  City,  West- 
chester, Rockland,  Nassau,  and  Suffolk  Counties. 

Lesser  Metropolitan  Area — those  counties  with 
a city  of  50,000  or  more  but  less  than  a million 
and  adjacent  counties  with  high  population  den- 
sity. 

All  Other  Counties. 

The  Lesser  Metropolitan  group  of  counties  in- 
cludes the  cities  of  Albany,  Utica,  Syracuse, 
Rochester,  Buffalo,  and  Binghamton. 

The  map  in  Fig.  1 shows  the  county  groupings 
based  on  these  definitions  of  population  centers. 
The  number  and  location  of  pediatricians  in  the 
State  is  shown  also  on  the  map.  The  shading  on 
the  map  illustrates  a unique  demographic  feature 
compared  to  most  other  states,  namely,  more  than 


half  of  the  Empire  State’s  population  is  concen- 
trated in  a very  small  section  at  the  tip  end  of  the 
State,  the  Greater  Metropolitan  Area,  which,  be- 
cause of  its  location,  is  a medical  center  for  several 
adjacent  states.  It  is,  in  addition,  a national 
and  international  medical  center,  attracting  pa- 
tients from  distant  parts. 

Location  of  Physicians  in  Private  Practice 

The  map  in  Fig.  2 gives  the  location  by  counties 
of  physicians  in  private  practice  in  the  State.  At 
the  time  of  the  study,  in  the  five  counties  com- 
prising New  York  City  there  were  13,323  phy- 
sicians in  private  practice  out  of  a total  of  19,756 
in  the  State  as  of  October,  1946.  The  shadings 
show  the  concentration  of  practicing  physicians 
per  1,000  children  in  each  county. 

Almost  three  fourths  of  the  general  practitioners 
are  located  in  the  Greater  Metropolitan  Area 
(New  York  City,  Nassau,  Suffolk,  Westchester, 
and  Rockland  Counties).  In  this  region,  82  per 
cent  of  all  the  State’s  pediatricians  practice  as  do 
nearly  80  per  cent  of  the  other  specialists.  By 
comparison,  61  per  cent  of  the  child  population 
under  fifteen  years  of  age  live  in  the  Greater 
Metropolitan  area  (Table  1). 

A comparatively  high  concentration  of  special- 
ists is  found  in  the  upstate  urban  areas.  The 
explanation  may  be  that  important  medical 
centers  and  medical  schools  are  located  in  Albany, 
Syracuse,  Rochester,  and  Buffalo.  As  might  be 
anticipated,  there  are  the  least  number  of  special- 
ists in  the  sparsely  settled  counties. 

Age  and  Sex  in  Relation  to  Site  of  Practice 

According  to  our  data,  one  in  ten  of  the  general 
practitioners  in  the  entire  State  is  sixty-five 
years  or  older.  As  Table  2 shows,  a dispropor- 
tionate number  of  older  physicians  are  outside 
the  Greater  Metropolitan  Area.  The  proportion 
is  highest  (17  per  cent)  in  the  least  populated 


COUNTY  GROUPINGS  USED  IN 
STUDY  Of  CHILD  HEALTH  SERVICES 
AND  LOCATION  OF  PEDIATRICIANS 


Fig.  1. 


Fig.  2 


February  15,  1949]  CHILD  HEALTH  SERVICES  IN  NEW  YORK  STATE 


385 


TABLE  1. — Distribution  of  Physicians  and  Child  Population  by  County  Group 


General 

Other 

Child 

Practitioners, 

Pediatricians, 

Specialists, 

Population, 

Area 

Per  Cent  * 

Per  Cent 

Per  Cent 

Per  Cent 

Greater  Metropolitan 

74 

82 

79 

61 

Lesser  Metropolitan 

13 

13 

16 

21 

All  Other  Counties 

13 

5 

5 

18 

TABLE  2. — Age  Distribution  of  General  Practitioners,  Pediatricians,  and  Other  Specialists— New  York  State* 


^ 

Age  Group 
All  ages 
Under  35 
35-44 
45-54 
55-64 

65  and  over 

Whole  State 
100.0 

13.1 

35.1 

26.5 

14.6 

10.6 

Greater 

Metropolitan 

County 

Groups 

100.0 

13.4 

35.6 

27.9 

14.2 

8.9 

Lesser 

Metropolitan 

County 

Groups 

100.0 

13.9 

31.4 
25.0 
16.2 

13.4 

All  Other 
County 
Groups 
100.0 
11.2 
35.9 
20.2 
15.6 
17.1 

Pediatricians 

100.0 

15.1 

34.6 

33.7 
13.3 

3.3 

Other 
Specialists 
100.0 
8.5 
. 30.6 

34.6 

17.6 
8.8 

* Percentages. 


counties.  Only  about  3 per  cent  of  the  pediat- 
ricians are  sixty-five  years  of  age  or  older.  This 
might  be  expected  since  pediatrics  is  a relatively 
young  specialty.  Almost  9 per  cent  of  the  other 
specialists  in  the  State  are  sixty-five  years  of  age 
or  over. 

Of  the  1,094  women  practicing  medicine  in 
New  York  State,  9 per  cent  specialize  in  pediat- 
rics, while  only  3 per  cent  of  men  practicing  are 
in  this  specialty.  Of  the  677  pediatricians, 
women  constitute  14  per  cent.  We  found  that 
they  tend  to  be  concentrated  in  the  Greater 
Metropolitan  Area — 81  of  the  93  women  who  said 
they  were  practicing  pediatricians  are  in  the  New 
York  City  area 

Availability  of  Private  Medical  Care 

Figure  3 permits  a comparison  of  the  avail- 
ability of  the  three  categories  of  physicians — 
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Fig.  3.  N umber  of  physicians  per  100,000  children. 


general  practitioners,  pediatricians,  and  other 
specialists — in  the  several  county  groups. 

We  have  not  tried  to  answer  the  question 
“What  is  the  optimum  ratio  of  physicians  to 
children?”  New  York  State,  even  in  rural  areas, 
is  better  supplied  with  practicing  physicians  than 
the  ratio  of  296  per  100,000  for  a sample  group  of 
eight  states.  * 

' TABLE  3. — Pediatricians  Per  100,000  Children 


New  York  State 24 

* Total  United  States 10 

New  York  State — County  Group 

Greater  New  York  area 32 

Upstate  urban  centers 15 

All  other  counties 7 


It  is  evident  from  Table  3 that  New  York  State 
is  well  supplied  with  pediatricians.  The  Empire 
State  has  about  2V2  times  more  pediatricians  per 
100,000  children  than  the  United  States  as  a 
whole.  When  we  study  the  distribution  of 
pediatricians  by  county  groupings,  we  see  once 
more  the  relatively  higher  concentration  of 
pediatricians  in  the  Greater  New  York  City’-  Area. 
Even  the  rural  areas  of  the  State  have  seven 
pediatricians  per  100,000  children. 

Private  Medical  Care  of  Children 

One  of  the  unique  findings  of  the  study  con- 
cerns the  medical  care  received  by  children.  For 
the  first  time  we  have  data  on  the  services  ren- 
dered by  a large  group  of  general  practitioners  and 
specialists.  Of  the  19,756  physicians  in  private 
practice,  12,259  reported,  as  requested,  the  num- 
ber of  child  patient  visits  on  one  day  of  practice. 

As  seen  in  Fig.  4,  in  every  area  of  the  State, 
the  major  portion  of  the  private  medical  care 
for  children  is  rendered  by  general  practitioners. 

* Data  from  these  states  (Alabama,  Illinois,  Montana, 
New  Hampshire,  New  Mexico,  North  Carolina,  Oregon,  and 
a “composite”  state-Maryland,  District  of  Columbia,  and 
two  nearby  Virginia  counties)  were  available  for  comparison 
before  the  national  averages  were  released  by  the  Academy 
of  Pediatrics. 
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Fig.  4.  Chart  illustrating  who  gives  private  medi- 
cal care  for  children — per  cent  of  all  visits. 


Fig..  5.  Visits  for  sickness  vs.  visits  for  health 
supervision — per  cent  of  total  visits  in  private 
practice  in  New  York  State. 


This  is  perhaps  the  most  significant  observation 
from  all  the  data  on  private  medical  care  of  chil- 
dren. For  the  State  as  a whole,  the  proportion  is 
71  per  cent,  ranging  from  63  in  the  Lesser  Metro- 
politan Areas  to  82  per  cent  in  the  outlying  areas. 
The  total  amount  of  private  medical  care  ren- 
dered by  pediatricians  is  somewhat  less  than  that 
rendered  by  other  specialists.  This  is  true  for 
each  of  the  major  geographic  divisions.  Special- 
ists of  all  types  care  for  a larger  percentage  of 
children  in  the  big  cities.  It  would  be  surprising 
if  this  were  not  so  because,  as  we  have  previously 
shown,  more  specialists  are  found  in  these  cities. 
In  the  less  populated  districts,  the  general  prac- 
titioners take  care  of  most  of  the  children.  They 
provide  82  per  cent  of  the  private  care.  This  is 
similar  to  the  findings  in  North  Carolina,  an  es- 
sentially rural  state,  where  general  practitioners 
provide  79  per  cent  of  the  medical  care  for  chil- 
dren.1 

Visits  for  Sickness  Vs. 

Visits  for  Health  Supervision 

Two  thirds  of  the  general  practitioners’  serv- 
ices are  rendered  to  sick  children,  whereas  only 
42  per  cent  of  the  pediatricians’  services  are  to 
sick  children  (Fig.  5).  A large  percentage  of 
pediatricians’  services  go  for  health  supervision 
which  consists  of  services  such  as  regulation  of 
feeding,  immunization,  and  health  examinations. 
As  might  be  expected,  the  bulk  of  the  services  of 
other  specialists  is  for  care  of  sickness  in  children. 
The  segment  of  service  for  health  supervision  by 
other  specialists  represents  well-child  visits  by 
internists  and  obstetricians  and  indicates  the 
extent  to  which  these  specialists  are  involved  in 
pediatrics.  It  is  interesting  to  note  that  both  the 
general  practitioners  and  the  pediatricians  in 
New  York  State  devote  more  time  to  health 
supervision  than  do  practitioners  and  pediatricians 
in  the  group  of  eight  states.  In  the  country 
generally,  health  supervision  accounts  for  28  per 
cent  of  visits  by  general  practitioners  and  56  per 
cent  of  visits  by  pediatricians.2  The  pilot  study 


state,  North  Carolina,  reported  that  general 
practitioners  saw  only  one  fifth  of  their  patients 
for  such  health  supervision.  Only  a little  more 
than  a third  of  the  visits  of  pediatricians  in  North 
Carolina  were  for  purposes  of  health  supervsion. 
It  reflects  a more  widespread  acceptance  by  par- 
ents in  New  York  State  of  the  physician’s  func- 
tion of  health  supervision  of  the  growing  child. 

Volume  of  Private  Care 

The  one-day  record  of  visits  submitted  by 
general  practitioners  and  specialists  and  the 
twenty-eight  day  record  by  pediatricians  permit 
an  estimate  of  the  relative  amount  of  private  care 
received  by  children  in  the  three  major  geographic 
groupings.  Children  in  the  Greater  Metropolitan 
Area  received  the  most  private  medical  care. 
The  ratio  of  visits  to  children  was  about  30  per 
cent  less  upstate  than  in  the  Greater  New  York 
Area.  The  differences  are  smaller  with  respect  to 
private  care  for  illness  than  for  health  super- 
vision. The  upstate  figure  for  care  during  illness 
was  about  20  per  cent  less  than  in  the  New  York 
City  area;  for  health  supervision,  it  was  40  per 
cent  less.  Apparently  this  also  reflects  local 
mores  with  respect  to  medical  services. 

Further  analysis  of  our  data  shows  that  the 
great  majority  of  general  practitioners  see,  as  a 
maximum,  about  20  patients  of  all  ages  in  one  day 
and  that  the  average  daily  number  of  patients 
treated  is  about  12.*  Pediatricians  see  on  the 
average  about  11  private  patients  per  day, 
although  39  per  cent  of  them  report  seeing  be- 
tween 10  and  20  patients.  The  other  specialists 
who  reported  visits  see  on  the  average  of  eight 
patients  per  day. 

Nearly  one  third  of  the  general  practitioners 
reported  that  on  the  day  specified  they  had  made 
no  visits  at  all  to  children,  while  about  60  per 
cent  of  them  reported  that  they  had  treated  be- 
tween one  and  ten  children  during  the  day. 
About  two  thirds  of  the  other  specialists  who  re- 

* Sundays,  holidays,  and  days  off  are  included  in  making 
these  averages. 
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ported  had  seen  no  children  on  the  specific  day 
studied,  while  only  3 per  cent  had  treated  ten  or 
more  children  on  that  day. 

General  practitioners  also  report  treatment  in 
more  specialized  fields  for  children.  About  20 
per  cent  of  them  reported  that  they  did  major 
surgery  for  their  child  patients,  and  34  per  cent 
reported  that  they  did  tonsillectomies  for  chil- 
dren. Only  5 per  cent  of  the  pediatricians  per- 
formed tonsillectomies,  however.  The  majority 
(71  per  cent)  of  general  practitioners  take  care  of 
the  feeding  problems  of  the  children  under  their 
care. 

Place  of  Treatment 

General  practitioners  and  pediatricians,  ac- 
cording to  our  data,  see  59  per  cent  of  their  child 
patients  in  their  own  offices.  They  see  27  per 
cent  in  the  children’s  homes  and  treat  the  re- 
mainder in  hospitals.  Specialists  in  other  fields 
see  more  than  half  (54.1  per  cent)  of  their  child 
patients  in  their  own  offices.  Nearly  two  fifths 
of  their  services  are  rendered  in  hospitals,  and 
only  6 per  cent  of  their  care  is  given  in  the  child’s 
home.  This  distribution  of  service  between 
home,  office,  and  hospitals  as  regards  specialists 
is,  of  course,  to  be  anticipated,  since  surgery  is  the 
major  field  covered  by  the  nonpediatric  special- 
ists. 

Other  Professional  Activities 

The  physicians  also  reported  on  the  amount  of 
time  they  had  devoted  during  one  month  to  child 
health  conferences,  school  health  services,  and 
other  medical  activities  aside  from  their  private 
practices.  Their  reports  show  that  one  out  of 
every  eight  general  practitioners  and  almost  one 
out  of  every  three  pediatricians  participates  in 
child  health  conferences.  The  general  practi- 
tioners who  participate  devote  an  average  of  over 
eleven  hours  per  month  to  this  work;  the  pediat- 
ricians, over  ten  hours. 


Ten  per  cent  of  the  general  practitioners  and 
15  per  cent  of  the  pediatricians  of  those  who  re- 
plied to  this  question  stated  that  they  partici- 
pated in  school  health  services  during  the  past 
month.  Of  these  physicians,  the  general  practi- 
tioners again  devoted  more  time  to  the  work, 
averaging  twenty-one  hours  per  month  as  against 
fifteen  hours  given  by  the  pediatrician  group. 

Practically  all  of  the  pediatricians  (95  per 
cent)  and  a little  more  than  a third  of  the  general 
practitioners  (34  per  cent)  reported  that  they  had 
participated  in  other  medical  activities  aside 
from  their  private  practices.  During  the  month 
studied,  the  pediatricians  devoted  an  average  of 
thirty-four  hours  to  this  work,  the  general  practi- 
tioners an  average  of  twenty-four  hours. 

Pediatric  Preparation  of  Physicians 

About  90  per  cent  of  all  general  practitioners  in 
the  State  had  had  at  least  a year’s  internship 
(Fig.  6).  A substantial  number  had  two  years 
or  more  of  hospital  training.  Almost  70  per 
cent  of  those  in  general  practice  in  the  Greater 
Metropolitan  Area  have  had  two  years  or  more; 
53  per  cent  in  the  outlying  counties  have  had  two 
years  or  more.  It  is  in  the  group  of  physicians  over 
forty-five  years  of  age  where  hospital  training  is 
lacking;  14  per  cent  of  those  forty-five  and  over 
had  no  hospital  training,  only  4 per  cent  of  those 
in  the  younger  group. 

It  is  of  interest  to  compare  this  lack  of  hospital 
training  with  other  states.  Figure  7 indicates 
that  relatively  more  general  practitioners  in  New 
York  State  have  hospital  experience  than  in  the 
country  generally.  In  fact,  for  the  group  of  eight 
states  the  proportion  of  general  practitioners 
without  hospital  training  was  twice  as  great  as  in 
New  York  State. 

Of  considerable  importance  to  medical  educa- 
tion is  the  finding  that,  in  New  York  State,  33  per 
cent  of  the  general  practitioners  had  had  little 
or  no  pediatric  training  after  graduation.  This 
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Fig.  ft.  Hospital  training — general  practitioners  in 
New  York  State. 


Fig.  7.  General  practitioners  lacking  hospital 
training. 
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Fig.  8.  Hospital  training  of  pediatricians  in  New 
York  State. 

fact,  together  with  our  previous  observation  that 
more  than  70  per  cent  of  private  medical  care  to 
children  is  rendered  by  general  practitioners, 
stresses  the  need  for  more  pediatric  training  for 
general  practitioners,  not  only  in  medical  school 
and  hospital  service  but  after  they  have  estab- 
lished themselves  in  practice.  In  spite  of  this, 
New  York  again  compared  favorably  with  the 
national  average,  with  45  per  cent  of  the  general 
practitioners  lacking  pediatric  training. 

Hospital  Training  of  Pediatricians 

It  will  be  recalled  that  the  definition  of  a 
pediatrician  in  the  study  was  the  physician’s  ow  n 
statement  that  he  limited  his  practice  to  children. 
This  may  account  for  the  fact  to  be  noted  in  Fig. 
8 that  a third  of  the  physicians  who  said  they 
limited  their  practice  to  children  had  less  than  a 
year  of  hospital  experience  in  pediatrics.  To  be 
eligible  for  certification  by  the  Board  of  Pedi- 
atrics, a physician  must  have  had  at  least  two 
years  of  pediatric  hospital  training  in  addition  to 
other  pediatric  experience.  As  previously  stated, 
slightly  more  than  half  of  the  pediatricians  in  the 
State  are  certified  by  the  Board  as  specialists. 

Summary 

1.  New  York  State  is  comparatively  rich  in 
physicians  in  all  categories. 

2.  Greatest  concentration  is  in  the  urban 
areas,  especially  New  York  City. 

3.  Rural  areas  of  New  York  State  compare 
favorably  with  other  states  as  regards  availability 
of  physicians. 

4.  The  bulk  of  private  pediatric  care  is 
rendered  by  general  practitioners. 


5.  New  York  State’s  general  practitioners 
see  one  third  of  their  child  patients  for  health 
supervision. 

6.  Compared  to  those  other  states  where  data 
are  available,  hospital  training  of  New  York 
physicians  is  better  than  average. 

7.  Although  general  practitioners  render  the 
bulk  of  medical  care  for  children,  a third  of  gen- 
eral practitioners  report  little  or  no  hospital 
training  in  pediatrics. 

8.  Most  of  the  pediatricians  are  located  in  the 
major  population  centers. 

9.  The  postgraduate  training  of  New  York 
pediatricians  is  better  than  average,  although  a 
third  have  had  less  than  one  year  of  hospital 
training  in  pediatrics. 

10.  The  study  points  to  the  need  for  emphasis 
on  pediatrics  in  postgraduate  medical  education, 
especially  for  the  general  practitioner  who  pro- 
vides 71  per  cent  of  the  private  medical  care  to 
children  in  the  State. 

Comment 

This  information  and  the  data  on  hospitals 
and  health  service  which  are  to  be  reported  later  J 
should  be  of  unique  value  in  planning  child  health 
services.  All  too  frequently,  discussions  con- 
cerning the  lacks  and  gaps  in  health  services  for 
children  have  been  conducted  largely  on  a specu- 
lative and  theoretic  basis.  Missing  has  been  in- 
formation as  to  the  amount  of  service  rendered 
by  the  chief  dispenser  of  medical  care — the 
private  physician.  This  study  has  obtained  data 
from  62  per  cent  of  the  practicing  physicians  in 
the  State.*  For  the  first  time,  we  have  a picture 
of  the  enormous  volume  of  child  care  rendered  by 
private  physicians,  both  in  the  treatment  of  ill- 
ness and  in  the  prevention  of  disease.  The  study 
is  also  notable  for  the  fact  that  it  was  initiated 
by  physicians  and  carried  out  by  them. 

No  doubt,  some  of  the  facts  which  we  will  have 
available  in  the  completed  report  are  already 
familiar  to  one  or  more  of  the  medical  groups 
interested  in  the  findings,  for  example,  data  on 
hospital  services  and  public  health  services. 

These  facts,  however,  have  been  unfamiliar  to 
many  physicians  who  will  now  have  a better 
understanding  of  them.  This  can  be  one  of  the 
most  important  by-products  of  the  study.  For 
the  physicians  who  have  actively  participated  in 
the  study,  it  has  had  real  value  as  an  educational 
process  in  community  health  organization.  We 
physicians  have  learned  not  only  much  about  the 
volume  of  services  rendered  in  this  State  to  chil- 


* Our  original  mailing  list  of  physicians  totaled  22,309 
from  whom  we  received  16,234  or  73  per  cent  returns.  Of 
the  19,756  physicians  in  private  practice.  12.259  physicians 
or  62  per  cent  reported  child  visits. 
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dren,  but  we  have  learned  a great  deal  about  the 
State  and  the  many  agencies  which  exist  to 
supplement  the  work  of  the  practicing  physician. 

Many  persons  have  contributed  to  make  this 
study  a reality.  Not  the  least  have  been  the 
individual  physicians  and  dentists  who  took  the 
time  from  their  crowded  days  to  answer  our 
questionnaries.  We  thank  them  for  their  help 
and  their  patience  with  us.  We  think  that 
securing  a return  of  73  per  cent  of  our  question- 
naires is  a remarkable  achievement.  It  shows  an 
interest  and  a willingness  to  cooperate  in  a 
medicosocial  effort  on  the  part  of  physicians 


which  must  confound  critics  of  “organized 
medicine.”  The  complete  report,  we  are  con- 
fident, will  be  a guide  for  intelligent  action  by  the 
medical  profession  and  other  organizations  con- 
cerned with  the  health  of  children  in  our  State. 


Mr.  Herbert  Marks,  medical  statistician  of  the  Metropoli- 
tan Life  Insurance  Company,  gave  expert  assistance  in  the 
review,  further  analysis,  and  interpretation  of  the  statistical 
data  in  this  report. 
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SUPRASPINATUS  TENDONITIS  CALCAREA 

J.  V.  Robbins,  M.D.,  Port  Jervis,  New  York 
( From  the  Department  of  Surgery,  St.  Francis  Hospital) 


LESIONS  of  the  supraspinatus  tendon  in- 
cluding the  subacromial  bursa  are  the  com- 
monest causes  of  pain  in  the  shoulder  in  adults. 
This  was  pointed  out  by  Codman  in  1934.1  The 
literature  covering  this  subject  describes  in  great 
detail  the  incidence,  cause,  and  pathogenesis  of 
this  condition.2-7  Suffice  it  to  say  that  supra- 
spinatus tendonitis  calcarea  is  a condition  oc- 
curring only  in  adults  in  the  most  active  period  of 
life  and  is  due  to  repeated  small  traumas  of  the 
supraspinatus  tendon  and  its  intimately  con- 
nected bursa  while  impinging  against  the  acro- 
mion. Calcification  of  the  tendon  and  bursa  is  a 
natural  sequence  of  pathologic  events. 

The  diagnosis  of  supraspinatus  tendonitis 
calcarea  depends  upon  a careful  history,  physical 
and  roentgen  examination.  Pain,  the  outstand- 
ing complaint,  is  localized  in  the  anterior  portion 
of  the  shoulder,  inferior  to  the  acromion,  varying 
from  mild  to  agonizing,  and  having  been  present 
from  one  week  to  six  months.  Limitation  of 
abduction  and  internal  rotation  is  a secondary 
complaint  due  to  aggravation  of  the  pain  pro- 
duced by  these  motions.  The  patient  cannot 
place  the  hand  of  the  affected  extremity  on  the 
back  of  his  head  nor  behind  the  small  of  his  back. 
The  pain  is  worse  at  night  and  on  sitting  down. 
It  is  relieved  when  the  arm  hangs  unsupported, 
due  to  the  humeral  head  dropping  away  from  the 
acromion  in  this  position.  The  history  reveals  a 
type  of  occupation  requiring  repeated  and  con- 
stant abduction  over  a period  of  years.  Physical 
examination  will  reveal  a site  of  exquisite  tender- 
ness, which  I will  call  the  “trigger  area,”  just 
inferior  to  the  acromion  in  the  anterior  aspect  of 
the  shoulder.  Roentgen  films  of  the  affected 


shoulder  revealing  calcification  of  the  supraspi- 
natus tendon  complete  the  diagnosis.  Films 
should  be  at  least  three  in  number,  in  various  de- 
grees of  rotation  of  the  humeral  head;  otherwise 
small  or  early  calcium  deposits  may  be  missed. 
A Bucky-Potter  grid  and  high  detail  screens  are 
used. 

The  treatment  of  calcification  of  the  supra- 
spinatus tendon  by  infiltration,  multiple  needling, 
and  aspiration  was  first  used  by  the  author  while 
a member  of  a surgical  group  overseas  in  the  re- 
cent war.  These  records  are  not  available, 
but  this  paper  is  a report  of  the  method  and 
treatment  used  during  the  past  two  years  in  52 
cases  in  a general  surgical  practice  with  very 
favorable  results  in  the  large  majority  of  cases. 
Lapidus  in  1943  reported  a series  of  34  cases  in 
which  a similar  procedure  was  used  with  prompt 
relief  of  pain  and  recovery.8  The  occupational 
distribution  of  the  cases  in  this  series  is  shown  in 
Table  1.  All  patients  in  this  group  gave  clear- 
cut  histories  consistent  w'ith  supraspinatus  ten- 
don stretching  under  tension  day  after  day. 
These  cases  all  presented  the  criteiia  of  “trigger 

TABLE  1. — Occupational  Distribution  of  52  Cases  of 
Supraspinatus  Tendonitis  Calcarea 

Number  of 


Occupation  Cases 

Machine  operators 11 

Housewives 7 

Truck  drivers 6 

Laborers 5 

Typists 5 

Painters 4 

Coal  shovelers 3 

Masons 3 

Machinists 3 

Telephone  operators 2 

Bakers 2 

Airplane  pilot I 
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area”  and  positive  x-ray  findings  of  calcium  de- 
posit. 

The  technic  is  as  follows : The  patient  is  placed 
in  an  armchair  with  the  elbow  of  the  affected  side 
resting  on  an  arm.  The  “trigger  area”  is  care- 
fully marked  with  a oolored  antiseptic,  and  the 
skin  in  this  area  is  infiltrated  with  1 cc.  of  2 per 
cent  procaine.  Through  the  same  skin  puncture, 
a 19  gauge,  3-inch  needle  is  introduced  per- 
pendicularly into  the  body  of  the  calcareous  de- 
posit. The  patient  should  experience  pain  when 
the  needle  penetrates  this  deposit.  Should  there 
be  no  painful  sensation,  the  needle  is  not  cor- 
rectly placed,  and  a poor  result  will  ensue  should 
the  treatment  be  continued.  The  physician, 
being  satisfied  that  the  needle  is  correctly  placed, 
begins  the  injection.  A syringe  containing  20  cc. 
of  1 per  cent  procaine  is  connected  to  the  needle 
which  is  transfixing  the  calcareous  deposit,  and 
while  injecting  the  solution  slowly  and  steadily, 
the  needle  is  repeatedly  but  partially  withdrawn 
and  inserted  ten  to  twenty  times,  depositing  the 
procaine  in  a fanlike  manner  in  all  directions 
radiating  from  the  site  of  the  original  puncture. 
Grating  of  the  needle  point  against  the  calcium 
is  usually  felt  as  it  is  thoroughly  needled,  al- 
though, if  the  calcium  is  very  soft,  this  may  not 
be  noticeable.  Aspiration  is  frequently  at- 
tempted during  the  procedure  of  infiltration,  and 
although  these  attempts  are  usually  fruitless, 
occasionally  one  will  aspirate  1 to  3 cc.  of  milky 
fluid.  Should  this  be  the  case,  the  treatment 
may  be  concluded  then  and  there,  and  an  ex- 
cellent' prognosis  offered.  The  needle  point 
frequently  hits  the  cortex  of  the  humeral  head, 
but  I have  found  that  this  does  not  produce  any 
untoward  effects.  When  properly  performed, 
the  infiltration  of  the  procaine  is  soon  followed  by 
an  excellent  analgesia  and,  with  the  needle  still 
in  situ,  40  cc.  of  warm  isotonic  solution  of  sodium 
chloride  is  infiltrated  in  a similar  manner.  When 
the  calcium  deposit  is  rather  extensive  and  wide- 
spread, I do  not  hesitate  to  infiltrate  as  much  as 
60  cc.  of  normal  saline. 

Upon  the  completion  of  treatment,  the  shoulder 
appears  swollen,  and  the  patient  is  instructed  to 
try  all  types  of  motion  immediately,  especially 
abduction  and  internal  rotation.  This  he  does 
with  some  hesitation  in  the  beginning  but  soon 
finds  that  he  has  little  pain  and  then  moves  the 
arm  rather  freely.  He  is  instructed  to  use  the 
arm  in  his  daily  activity  up  to  the  point  of  more 
than  moderate  pain  and  told  that  the  shoulder 
will  probably  be  more  painful  for  the  next  few 
days  than  it  was  before.  For  this  he  is  given 
sedatives  and  instructed  that  he  may  apply  mild 
heat  to  the  part  but  no  massage.  Almost  nor- 
mal mobility  without  pain  usually  appears  in  an 
average  of  eight  to  ten  days.  Should  satisfac- 


tory improvement  fail  to  appear  in  that  time, 
the  entire  procedure  is  repeated. 

No  patient  received  more  than  two  such  treat- 
ments. Two  cases  in  this  group  who  failed  to 
respond  to  two  treatments  were  relieved  by  ex- 
cision of  the  subacromial  bursa  under  local  an- 
esthesia. Two  cases,  a coal  shoveler  with  a 
bilateral  lesion  and  a mason  with  a unilateral 
lesion,  required  another  treatment  eighteen 
months  later  with  relief.  Thirty-nine  cases 
were  relieved  with  a single  treatment.  Nine 
cases  did  not  return  for  follow-up,  and  results  on 
them  were  not  available. 

Several  cases  were  followed  with  x-ray.  The 
calcium  deposit  either  diminished  in  size  or  dis- 
appeared in  most  cases  within  one  to  three 
months,  but  several  patients  still  show  fair- 
sized calcium  deposits  two  years  later,  yet  re- 
main symptom-free.  The  absorption  of  the 
calcium  is  attributed  to  the  needling  and  the 
fluid  injected  which  results  in  hyperemia,  in- 
creased circulation,  and  local  leukocytosis. 

This  treatment  was  also  tried  on  three  cases 
of  acute  painful  shoulder,  with  “trigger  area” 
but  no  calcareous  deposit  with  dramatic  over- 
night relief.  The  procedure  was  of  no  value  in 
two  cases  of  “frozen  shoulder”  where  there  was 
neither  a “trigger  area”  nor  calcium  deposit. 

It  may  be  pointed  out  that  this  condition  is 
sometimes  self-limited  and  self-curative,  but 
there  is  no  way  of  determining  which  case  will  or 
will  not  require  special  treatment.  The  patient 
whose  symptoms  are  severe  enough  to  cause  him 
to  seek  attention  deserves  the  benefit  of  treat- 
ment and  not  watchful  waiting. 

Conclusions 

1.  Acute  supraspinatus  tendonitis  calcarea  is 
one  of  the  most  common  causes  of  pain  in  the 
shoulder  in  adults. 

2.  The  criteria  of  “trigger  area”  and  positive 
roentgen  findings  of  calcium  deposit  must  be 
present  to  assure  a favorable  prognosis. 

3.  Infiltration,  multiple  needling,  and  aspira- 
tion of  the  calcareous  deposit  is  a safe  and  satis- 
factory treatment. 

4.  The  actual  removal  of  the  calcareous  ma- 
terial is  not  essential  for  the  relief  of  pain. 
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COMMON  ERRORS  IN  PEDIATRIC  PRACTICE 

Harry  Bakwin,  M.D.,  New  York  City 
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IT  HAS  seemed  useful,  from  time  to  time,  to 
review  and  assess  the  ideas  and  practices 
which  we  use  in  our  everyday  work.  As  we 
glance  back  over  the  years,  we  are  inclined  to 
shake  our  heads  in  wonder  at  the  tenacity  with 
which  our  professional  forefathers  clung  to  prac- 
tices which  were  not  only  useless  but  which  were, 
not  infrequently,  actually  harmful.  There  is  no 
reason  to  suppose,  however,  that  the  present  time 
is  a great  deal  different  in  this  respect  from  any 
other.  Much  which  is  now  commonly  considered 
to  be  the  result  of  experience  or  demonstrated  in 
the  laboratory  will  be  recognized  at  some  future 
time  as  based  on  prevalent  fashion  or  imperfect 
thinking. 

With  this  idea  in  mind  I read  a paper  some 
four  years  ago,  in  which  I recounted  what  ap- 
peared to  me  to  be  fallacious  ideas  and  practices 
then  in  general  use.1  I discussed  indiscriminate 
tonsillectomy,  the  improper  use  of  myringotomy 
in  infants,  indiscriminate  hospitalization  for  the 
delivery  of  babies,  the  mishandling  of  infants  and 
children  in  hospitals,  principally  from  the  psy- 
chologic viewpoint,  the  neglect  of  the  physician 
to  consider  the  psychologic  attributes  of  children, 
and  the  overemphasis  on  dietetics  and  the  under- 
emphasis on  good  cooking.  In  addition,  I men- 
tioned, among  others,  the  unnecessary  treatment 
of  physiologic  bowing  of  the  legs;  the  premature 
use  of  orthodontia;  the  diagnosis  and  treatment 
of  rickets  because  the  ribs  flare  or  the  legs  are 
bowed  or  the  head  shape  is  unusual,  although 
rickets  is  not  the  cause,  and  the  routine  use  of 
unnecessarily  expensive  sugars  for  babies,  al- 
though their  superiority  over  the  much  cheaper, 
ordinary  cane  sugar  has  not  been  demonstrated. 
I also  discussed  briefly  certain  shortcomings  in 
the  education  of  the  pediatrician. 

I fear  that  my  discourse  in  1944  has  had  little, 
if  any,  influence  on  pediatric  practice  in  1948. 
Except  for  indiscriminate  myringotomy,  which 
was  on  the  way  out  anyway  owing  to  the  use  of 
the  chemotherapeutic  agents,  and  some  changes 
in  the  hospital  care  of  newborn  infants,  erroneous 
practices  persist  much  as  before.  It  is  my  im- 
pression that  tonsillectomy  is  more  popular  than 
ever,  taking  its  annual  toll  of  some  80  to  90  lives 
from  anesthesia,  plus  a considerable  morbidity, 
costing  society  millions  of  dollars  annually  and 
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taking  up  hospital  beds  unnecessarily.  More 
babies  are  born  in  hospitals  than  ever  before.  In 
New  York  City  the  percentage  of  hospital  de- 
liveries is  close  to  100.  The  Boston  Lying-In 
Hospital  has  closed  its  outdoor  service  because  of 
lack  of  applicants  for  home  delivery.  There  has 
been  some  humanization  of  the  hospital  care  of 
infants  and  a relaxation  of  the  old  'aseptic  ward 
technic,  and  a commendable  interest  is  being 
shown  in  the  psychologic  attributes  of  children. 
As  far  as  the  dietary  situation  is  concerned, 
mothers  still  get  upset  unnecessarily  because  their 
children  are  not  getting  balanced  diets,  and  the 
vitamin  business  is  booming.  The  education  for 
the  practice  of  pediatrics  is  as  unrealistic  as 
before. 

However,  I shall  proceed  today  to  recount 
further  pediatric  practices  which,  to  me,  seem 
erroneous. 

Care  of  the  Newborn 

Shaw,  in  a paper  entitled,  “The  Most  Unphysi- 
ologic  Period  of  Life,”  has  compared  the  natural 
course  of  neonatal  development  with  the  arti- 
ficialities of  modern  care.2  He  points  out  that 
the  newborn  infant  is  endowed  with  an  adaptive 
pattern  of  existence.  Primitively,  the  infant  was 
born  with  a minimum  of  midwifery.  He  was 
bedded  with  his  mother  and  promptly  put  to  her 
breast.  At  first  he  secured  only  small  amounts  of 
colostrum,  but  gradually  the  maternal  milk  supply 
was  established  and  an  adaptation  effected  be- 
tween the  needs  of  the  baby  and  the  nourishment 
supplied  by  the  mother. 

The  initial  meagerness  of  the  breast  milk  was 
accepted  as  a matter  of  course.  Loss  of  weight 
during  the  early  days  of  life  was  expected,  and 
whether  or  not  this  served  a useful  purpose,  it 
seemed,  at  least,  to  do  no  harm.  As  a matter  of 
fact,  routine  weighings  were  not  done,  nor  were 
temperatures  taken,  and,  consequently,  dehy- 
dration fever  was  no  problem.  To  be  sure,  the 
infant  whose  mother  did  not  produce  enough 
milk  was  unfortunate,  and  it  is  here  that  modern 
pediatrics  has  made  a splendid  contribution. 
Delivery  at  home  was  the  rule,  and,  consequently, 
the  baby  and  mother  were  not  exposed  to  the 
hazard  of  epidemic  disease  in  the  hospital. 

The  entire  course  of  birth  and  neonatal  proce- 
dure has  been  modified  in  recent  years.  Most 
infants  are  now  delivered  in  hospitals.  Mothers 
are  subjected  to  all  sorts  of  procedures  to  alleviate 


391 


392 


HARRY  BAKWIN 


[N.  Y.  State  J.  M. 


the  pain  of  childbirth  and  to  expedite  delivery. 
As  a consequence,  many  babies  are  born  suffi- 
ciently affected  by  hypnotic,  narcotic,  and  an- 
esthetic drugs  to  interfere  with  the  normal  mech- 
anisms which  initiate  and  maintain  respiration. 
There  is  a growing  conviction,  based  on  clinical 
observation  and  experimental  work,  that  the 
postnatal  hypoxia  may  seriously  affect  the 
neonate  with  far-reaching  and  dismal  effects  on 
his  future  development  and  behavior.3-4 

Although  the  majority  of  obstetricians  and 
pediatricians  give  lip  service  to  breast  feeding, 
physicians  and  nurses  seem  to  do  everything 
possible  to  thwart  it.  Mother  and  baby  are 
promptly  separated  after  birth,  and  the  baby  is 
brought  to  the  mother  only  at  specified  times 
which  suit  the  hospital  routine,  regardless  of  the 
baby’s  demands. 

In  many  of  the  highly  rated  hospitals  in  New 
York  City  the  mother  is  permitted  to  see  her  baby 
only  once  a day  unless  she  happens  to  be  nursing 
him.  In  one  hospital,  during  an  epidemic  of  neo- 
natal diarrhea,  mothers  were  not  allowed  to  nurse 
their  babies  at  all!  The  father,  of  course,  is  al- 
most completely  disregarded.  He  can  see  his  baby 
once  a day  through  a glass  window — from  4 : 00 
to  4:30  or  from  8:00  to  8:30  p.m. 

In  most  hospitals — in  New  York  City  at  any 
rate — it  is  customary  to  give  a formula  during  the 
first  few  days  of  life,  before  the  breast  milk  begins 
to  flow,  in  a vain  attempt  to  prevent  the  physi- 
ologic weight  loss.  This  practice  discourages 
breast  feeding  since  it  blunts  the  baby’s  appetite, 
thus  lessening  the  intensity  of  sucking  which  is  a 
major  factor  in  initiating  and  continuing  the 
flow  of  milk. 

A further  drawback  to  delivery  in  the  hos- 
pital is  the  effect  which  the  early  separation  of 
mother  and  baby  may  have  on  the  emotional 
relations  between  the  two.  It  is  natural  for  the 
young  of  mammals,  and  lower  forms  as  well,  to 
cuddle  and  snuggle  against  the  mother’s  body. 
In  this  way  the  baby  gets  not  only  food,  but 
warmth  and  skin-to-skin  contact  which  is  so 
soothing  to  him. 

There  is  reason  to  believe  that  the  pattern  of 
mother-child  relationship,  set  up  during  the  early 
days  of  life,  is  even  more  important  for  the  mother 
than  for  the  baby.  There  are  many  mothers 
who  did  not  want  to  have  a baby  at  this  particular 
time,  who  are  not  matured  to  the  point  of  ac- 
cepting motherhood,  or  who  are  having  a baby 
because  they  think  they  ought  to,  without  any 
real  desire  to  do  so.  To  some  mothers,  having  a 
baby  means  an  annoying  interruption  of  work 
outside  the  home  which  is  profitable  or  absorbing, 
or  both. 

In  these  instances  every  effort  must  be  made  to 
establish,  at  the  earliest  possible  moment,  an  in- 


timate relationship  between  mother  and  child. 
One  of  the  best  ways  of  doing  this  is  by  allowing 
the  mother  to  have  her  baby  at  her  side  in  the 
hospital  and  by  having  the  baby  suckle  at  her 
breast. 

There  is  no  question  but  that  the  hospital  is  the 
place  of  choice  when  obstetric  difficulties  are 
anticipated.  Nor  is  there  any  question  about 
resorting  to  artificial  feeding  when  breast  feeding, 
given  a proper  trial,  fails.  The  development  of 
proper  substitutes  for  natural  feeding  has  been  an 
enormous  boon,  but  what  we  have  done  with 
modern  obstetric  and  neonatal  care  is  to  apply  the 
devices  developed  for  handling  deviations  from 
normal  to  situations  which  would  be  physiologic 
if  we  did  not  tamper  with  them. 

At  the  present  time,  home  delivery,  desirable 
though  it  may  seem  to  some  of  us,  is  out  of  the 
question.  The  best  substitute  is  the  rooming-in 
system,  widely  used  in  continental  hospitals,  and 
the  short  hospital  stay.  In  this  way  such  emer- 
gencies which  may  arise,  notably  postpartum  hem- 
orrhage in  the  mother  and  respiratory  difficulties  in 
the  baby,  can  best  be  handled,  and  the  con- 
venience of  the  obstetrician  is  served.  By  elim- 
inating frequent  weighings,  temperature  takings, 
water  administration  to  prevent  dehydration, 
and  the  early  use  of  bottle  feeding,  the  danger  of 
cross  infection  can  be  lessened,  and,  at  the  same 
time,  much  nursing  time  saved. 

Care  of  Premature  Babies  in  the  Home 

A number  of  errors  center  about  the  concept  of 
prematurity  and  the  management  of  the  prema- 
turely born  infant.  The  commonly  accepted 
definition  of  the  premature  infant  is  one  who 
weighs  less  than  5 Vs  pounds  or  2.5  Kg.  at  birth. 
The  absurdity  of  this  definition  is  evident  when 
it  is  applied  to  twins,  one  of  whom  weighs  4 
pounds,  the  other  6 pounds.  Are  we  to  speak  of 
the  4-pound  baby  as  being  premature  and  the  6- 
pound  one  as  full-term?  Moreover,  when  birth 
weight  is  taken  as  a measure  of  maturity,  it  ob- 
scures the  significance  of  birth  weight  as  a meas- 
ure of  prenatal  growth.  In  a certain  number  of 
children  who  are  markedly  undersized,  it  will  be 
found  that  the  birth  weight  was  less  than  5 
pounds,  although  the  mother  insists  that  the 
cliild  was  born  at  term.  If  these  children  were 
labeled  as  premature  simply  on  the  basis  of 
weight,  the  fact  that  their  retardation  in  growth 
began  before  birth  would  be  lost. 

Again,  in  studies  on  the  physiology  of  the  pre- 
mature, it  must  be  clear  that  the  subjects  studied 
are  actually  premature  and  not  small,  full-term 
babies,  else  the  significance  of  such  studies  would 
be  lost. 

A premature  infant  is  one  who  is  bom  ahead  of 
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Weight  at  bi Pth -pounds 

Fig.  1.  Comparison  of  the  case  fatality  rates  for 
infants  cared  for  in  a modern  American  premature 
unit  (“Hospital”),  at  home  without  special  nursing 
guidance,  and  at  home  with  special  nursing  aid. 
From  data  kindly  supplied  by  Dr.  F.  J.  W.  Miller, 
Newcastle-upon-Tyne,  England, 


time.  The  accuracy  of  predicting  the  duration  of 
pregnancy  was  determined  by  Hotelling  and 
Hotelling  on  data  obtained  from  the  clinic  of  the 
Lane  Hospital  in  San  Francisco.6  They  found 
that  the  duration  of  pregnancy  can  be  predicted 
within  eleven  days  in  two  thirds  of  the  cases  and 
within  twenty-two  days  in  about  95  per  cent  of 
cases.  It  is  customary  among  obstetricians  to 
label  as  premature  a baby  who  is  born  four  weeks 
or  more  before  term.  It  seems  to  us  that  a diag- 
nosis of  prematurity  should  be  based  on  three 
criteria:  the  length  of  gestation,  the  clinical  ap- 
pearance of  the  infant,  and,  lastly,  the  birth 
weight. 

More  important  for  us,  perhaps,  than  the  defi- 
nition of  prematurity  is  the  care  of  the  premature. 
Here,  it  seems  to  me  we  are  making  a major  error, 
to  wit,  all  prematures  require  hospital  care  in  a 
specially  designed  unit.  Nowhere  in  the  Ameri- 
can literature  is  there  any  intimation  that  the 
premature  can  be  cared  for  at  home.  The  em- 
phasis is  on  an  elaborate,  expensive  hospital 
setup.  In  this  relation  the  experience  of  Dr. 
Elaine  Field  in  the  care  of  prematures  in  London 
during  the  early  years  of  World  War  II  is  worth 
mentioning.®  Her  unit  was  in  a side  room  off  the 
obstetric  ward  in  the  basement  of  the  hospital. 
The  premature  room  functioned  also  as  the  head 
nurse’s  office.  To  this  room,  students,  nurses, 
and  medical  staff  had  free  access.  Masks  and 
gowns  were  worn  by  the  nurse  in  attendance  but 
rarely  by  the  medical  staff.  The  results  were  not 
notably  different  from  those  obtained  in  the  much 
more  elaborate  American  premature  units. 
Although  the  number  of  cases  in  her  series  was  too 
small  for  accurate  statistical  comparison,  they  in- 


dicate that  babies,  3V2  pounds  and  over,  fared  at 
least  as  well  as  do  ours. 

Even  more  significant  are  the  results  of  F.  J.  W. 
Miller  of  Newcastle-upon-Tyne,  who  reported  on 
the  care  of  prematures  in  the  home  (Fig.  I).7 
Newcastle-upon-Tyne  is  an  industrial  city  of 
265,000  inhabitants  in  the  north  of  England. 
Housing  conditions  there  are  very  bad.  Dr. 
Miller  writes  that,  even  before  the  war,  Newcastle 
achieved  the  unenviable  distinction  of  being  one 
of  the  most  over-crowded  areas  in  England  and 
Wales.  Since  then,  the  housing  situation  has  be- 
come worse.  Because  hospital  facilities  are  inade- 
quate to  take  care  of  the  more  than  300  prema- 
tures born  each  year,  a home  service  has  been  or- 
ganized. Specially  trained  “premature  nurses” 
are  provided  to  visit  the  homes  on  request  and  to 
give  instructions  to  the  mother.  Necessary 
equipment  is  sent  out  in  a hospital  ambulance. 
One  nurse  can  take  care  of  three  babies  in  this 


1937-  1940-  1943-  1946 

1939  1942  1945 


INCIDENCE  OF  ERYTHROBLASTOSIS 
NEONATORUM  (per  10,000  BIRTHS) 

Fig.  2.  The  incidence  of  erythroblastosis  neona- 
torum at  the  Johns  Hopkins  Hospital,  calculated 
from  the  data  of  Hallman  and  Vosburgh.8 
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way.  She  acts  as  friend,  helper,  and  teacher.  At 
present,  no  charge  is  made  for  this  service. 

The  number  of  cases  taken  care  of  in  this  way 
is,  as  yet,  small.  However,  of  82  babies  weighing 
between  3V2  and  4V2  pounds,  75,  or  over  90  per 
cent,  survived,  as  did  all  44  babies  weighing  be- 
tween 4V2  and  5V2  pounds.  Thirteen  out  of  25 
babies  weighing  between  2V2  and  3x/2  pounds  sur- 
vived. Eight  babies  weighing  less  than  21/i 
pounds  died.  The  study  is  being  continued,  and 
there  will  soon  be  enough  cases  for  a more  ac- 
curate evaluation  of  this  system  of  premature 
care. 

At  present,  the  cost  of  private  care  for  a pre- 
mature in  a hospital  is  well-nigh  prohibitive. 
Moreover,  there  are  other  disadvantages  to  the 
hospital  care  of  the  premature.  The  possibility 
of  estrangement  between  mother  and  baby,  owing 
to  their  separation  in  the  obstetric  hospital,  is 
greatly  increased  when  the  baby  is  premature  and 
consequently  remains  in  the  hospital  for  weeks, 
sometimes  months,  after  birth.  When  the  baby 
finally  does  come  home,  the  mother,  imbued  with 
the  notion  of  the  baby’s  fragile  state,  is  often 
afraid  to  handle  him  as  freely  as  is  necessary. 

Miller’s  study  indicates  that  the  indiscriminate 
hospitalization  of  prematures  weighing  3^2 
pounds  or  over  is  unnecessary.  We  need  further 
studies  on  the  indications  for  hospital  care  of  pre- 
matures and  on  the  best  methods  to  use  in  the 
home. 

Transfusions 

For  the  past  twenty-five  years  blood  trans- 
fusions have  been  used  freely  in  babies.  They 
have  been  used  in  the  treatment  of  infants  with 
severe  diarrhea,  in  undernourished  infants,  in 
infants  with  moderate  degrees  of  anemia,  in  in- 
fants with  bronchopneumonia.  Before  the  dis- 
covery of  vitamin  K,  intramuscular  blood  injec- 
tions were  often  given  to  newborns  after  difficult 
delivery  to  supply  prothrombin  and  thereby 
lessen  the  tendency  to  bleed.  Intramuscular 
blood  was  also  used  as  a prophylactic  against 
measles  before  immune  serums  were  developed. 
The  general  attitude  toward  transfusion  was  that, 
if  the  bloods  of  donor  and  recipient  were  properly 
matched,  it  could  do  no  harm.  Of  course,  even 
with  careful  checking,  occasional  fatal  trans- 
fusion reactions  resulted. 

There  is  ample  evidence  to  show  that  many  of 
the  transfusions,  which  were  given  so  blithely  in 
years  gone  by,  did  do  harm.  Transfusion  of 
women  who  are  Rh  negative  with  blood  which  is 
Rh  pbsitive  sensitizes  them  so  that  their  Rh 
positive  offspring  suffer  from  erythroblastotic 
anemia  of  the  newborn.  How  important  a factor 
sensitization  by  transfusion  is  in  the  incidence  of 


this  very  serious  disease  was  brought  out  by  a re- 
cent report  by  Heilman  and  Vosb’urgh.8  They 
found  that  the  incidence  of  erythroblastotic 
anemia  of  the  newborn  at  the  Johns  Hopkins 
Hospital  rose  from  9 per  10,000  in  1937  to  1939  to 
29  per  10,000  in  1946  (Fig.  2).  At  the  same  time 
transfusions  increased  from  1,100  in  1939  to 
5,585  in  1946,  a fivefold  increase. 

Between  1937  and  1946,  inclusive,  there  were 
27  cases  of  erythroblastotic  anemia.  Seven  of  the 
mothers,  approximately  one  fourth,  gave  a history 
of  transfusion.  One  of  these,  a woman  of  twenty- 
one,  had  received  a transfusion  when  she  was  two 
months  old.  Two  more  women  had  received 
transfusions  and  developed  antibodies,  but  their 
children  were,  fortunately,  Rh  negative  and  hence 
escaped.  These  rune  women  had  had  five  normal 
children  prior  to  their  transfusions  but  only  two 
normal  infants  afterwards. 

That  transfusion  and  intramuscular  injection  of 
blood  may  sensitize  a woman  who  is  Rh  negative 
and  thus  render  her  incapable  of  bearing  normal 
children  who  are  Rh  positive  has  been  known  for 
some  time.  The  important  feature  of  Heilman 
and  Vosburgh’s  study  is  the  demonstration  of  the 
frequency  with  which  transfusion  of  the  mother 
may  be  an  etiologic  factor. 

The  induction  of  sensitivity  in  an  Rh  negative 
mother  is  not  the  only  harm  which  may  result 
from  transfusion.  Karelitz,  Bass,,  and  Moloshok 
recently  reported  an  unusual  outbreak  of  acute 
fulminating  hepatitis  resulting  in  death,  with 
acute  yellow  atrophy  of  the  liver  in  four  babies 
and  active  hepatitis  in  two  more.9  Five  of  these 
children  had  received  plasma,  the  sixth  an  ex- 
change transfusion.  These  important  obser- 
vations point  up  another  hazard  in  the  use  of 
transfusion.  At  present,  it  is  the  greatest  hazard, 
since  there  is  no  known  way  of  preventing  the 
jaundice  transmitted  in  this  way. 

Psychologic  Care 

Pediatric  practice  is  in  a transitional  stage. 
We  are  passing  from  the  rigid  prescriptions  and 
exact  formulations  of  yesterday  to  a keener  ap- 
preciation of  human  variability  and  a better 
understanding  of  the  need  for  individualization  in 
child  care.  This  change  in  attitude  is  more  rev- 
olutionary and  more  far-reaching  than  the  dis- 
covery of  the  chemotherapeutic  agents  and  anti- 
biotics. In  some  respects  the  present  trend  has 
not  gone  far  enough.  It  is  not  surprising  that,  in 
other  respects,  it  has  gone  too  far. 

You  will  recall  that,  until  recently,  we  told 
mothers  not  only  exactly  what  to  feed  their  babies 
and  how  much  and  when,  but  how  much  sleep 
they  were  to  have,  what  the  temperature  of  the 
nursery  should  be,  what  days  they  were  to  be 
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taken  out,  etc.  The  aim  of  the  child  psychol- 
1 ogist  was  to  “adjust”  children  to  a preconceived 

(standard.  To  some  extent  this  sort  of  spoon- 
feeding continues,  principally  because  most 
\ parents  like  to  have  specific  directions,  but  also, 
perhaps,  because  the  implication  of  modern  pe- 
diatrics has  not  been  stated  with  sufficient  clear- 
ness. The  modern  concept  of  child  care  is,  as  I 
see  it,  that  the  parent,  and  not  the  physician,  is 
responsible  for  the  child’s  welfare.  Each  child 
must  be  recognized  as  an  individual,  differing 
from  every  other  child  that  ever  was  born  or  will 
be  born.  The  parents  will  know  their  child  better 
than  any  one  else — certainly  better  than  the 
pediatrician  who  sees  the  child  once  a month  or  so. 
The  pediatrician  gives  advice  from  his  knowl- 
edge of  children  in  general;  the  application  of 
knowledge  must,  in  the  final  analysis,  be  made  by 
the  parent.  From  the  very  beginning,  the 
parents  must  be  made  to  feel  that  they  are  the 
responsible  ones  and  that  they  cannot  shift  their 
responsibilities  to  others.  This  should  be  made 
clear  to  the  parents  at  the  first  visit  in  the  ob- 
stetric hospital  and  should  be  repeated  again  and 
again. 

Advice  along  these  lines  need  not  create  anx- 
iety in  the  parents  if  we  temper  our  remarks  by 
pointing  out  that  child-rearing  is  a function  for 
which  woman  is,  by  nature,  endowed.  After  all, 
science  has  come  to  appreciate  that  the  attitudes 
and  gestures  which  the  mother  intuitively  uses 
toward  the  baby  are  the  ones  which  are  best 
suited  to  please  and  soothe  and  comfort  him. 

I mentioned  that  in  certain  respects  the  pen- 
dulum has  swung  too  far.  A principle  of  modern 
pediatrics,  which  seems  to  be  well  established,  is 
that  the  child’s  developing  potentialities  should 
give  the  cue  for  his  management,  not  a precon- 
ceived pattern  in  the  mind  of  the  physician  or 
parent. 

This  principle,  of  allowing  the  child’s  ma- 
turing capabilities  to  be  the  guide  to  manage- 
ment, has  led  in  too  many  instances  to  a policy  of 
overindulgence.  It  seems  to  me  that  this  is  a 

(worse  error  than  the  old  rigidity.  Whereas  for- 
merly we  had  too  much  regulation,  now  we  have 
too  little.  To  feed  a baby  whenever  he  cries — so- 
called  self-demand  or  self-regulation — is  hardly 
conducive  to  the  management  of  an  orderly 
household,  especially  when  babies  readily  adjust 
to  a schedule  after  the  first  two  or  three  weeks  of 
life. 

To  concede  to  every  demand  of  the  child 
does  not  lead  to  the  formation  of  a well-balanced 
personality.  The  very  freedom  which  is  sought  by 
this  overpermissive  attitude  is  lost.  The  child  is 
expected  by  the  overindulgent  parent  to  define 
for  himself  the  limits  of  his  freedom,  a decision  for 
which  he  is  not  ready  developmentally  and  for 


which  he  lacks  experience.  Discipline  is  just  as 
necessary  now  as  it  ever  was.  We  live  in  a social 
world.  Child-rearing  implies,  among  other 
things,  training  in  self-restraint  and  in  an  ap- 
preciation of  the  rights  of  others. 

Widespread  Use  of  Penicillin 

It  is  hardly  necessary  to  mention  how  widely 
penicillin  is  used  for  mild  infections  in  children. 
I am  not  at  all  clear  on  the  reasons  for  this. 
Penicillin  is  said  to  be  less  toxic  than  sulfadiazine. 
This  is  undoubtedly  true  in  adults,  but  I doubt 
whether  the  same  holds  for  children,  especially 
young  ones.  One  occasionally  sees  febrile  re- 
sponses and  rashes  following  sulfa  therapy,  but 
the  physician  quickly  learns  which  of  his  patients 
show  these  reactions,  and  he  avoids  its  use  in 
these.  Urinary  complications  are  unusual  in 
children,  probably  because  the  volume  of  urine  is 
relatively  large. 

Sulfadiazine  has  the  great  advantage  of  simplic- 
ity of  administration  and  cheapness.  In  most 
of  the  infections  for  which  it  is  given,  its  anti- 
bacterial effect  is  on  a par  with  that  of  penicillin. 

The  question  of  expense  is  one  which  should  not 
be  taken  lightly.  Medical  costs  are  rising. 
What  with  the  widespread  use  of  oxygen,  paren- 
teral fluids,  x-rays,  injection  therapy,  and  the  high 
cost  of  hospital  and  nursing  care  and  laboratory 
procedures,  the  physicians’  fees  are  becoming  a 
minor  part  of  the  cost  of  medical  care.  Patients 
will  have  what  they  consider  proper  medical  care 
whether  they  can  pay  for  it  or  not.  If  they 
haven’t  the  money  to  pay  for  it,  they  will  borrow, 
cheat,  lie — finally,  they  are  going  to  ask  the  state 
to  pay  for  it. 

There  are,  without  question,  indications  for  the 
use  of  penicillin.  In  the  everyday  practice  of 
pediatrics,  however,  where  minor  infections  are 
under  consideration,  sulfadiazine  is  the  drug  of 
choice. 

Overreliance  on  Hospital  Care 

Only  a few  years  ago  the  hospital  was  reserved 
for  those  with  serious  illness.  Things  are  cer- 
tainly different  now.  Children  are  sent  to  the 
hospital  on  the  slightest  provocation.  Although 
there  are  many  reasons  for  this  change  of  attitude, 
we  must  bear  our  share  of  the  blame  for  this  trend. 
Too  often  one  hears  a colleague  say,  “I  would  feel 
better  if  my  patient  was  in  the  hospital.”  With- 
out question  it  is  a great  relief  to  the  physician  to 
be  able  to  share  responsibility  for  the  care  of  a 
sick  child  with  others — there  should  be  fewer 
“coronaries”  among  physicians  of  the  future — 
but  often  this  is  not  in  the  best  interests  of  the 
patient. 

Especially  is  this  true  of  infants.  By  and  large 
they  do  badly  in  hospitals.  At  home  the  baby 
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in  the  home  has  a full-time,  twenty-four-hour 
nurse,  the  mother,  to  care  for  him.  She  under- 
stands his  wants  and  his  idiosyncrasies  and  is  un- 
sparing in  her  efforts.  In  the  hospital,  by  con- 
trast, he  is  cared  for  by  at  least  three  different 
nurses  whose  primary  interests  are  usually  else- 
where. He  is  exposed  to  ward  infections  and  to  a 
hospital  routine  which  is  new  and  disturbing. 
Only  occasionally  do  the  gadgets  available  in  the 
hospital  compensate  for  its  disadvantages. 
Moreover,  most  procedures  can  be  carried  out  in 
the  home.  A healthy  move  away  from  over- 
hospitalization has  already  begun.  At  the 
Montefiore  Hospital  a program  for  the  home  care 
of  patients  with  cancer  is  under  way  and  is  highly 
successful. 

Stated  in  general  terms,  we  err  too  often  be- 
cause of  our  willingness  to  accept  an  idea  which 
seems  reasonable  even  though  it  has  not  been 
proved,  because  we  fail  to  make  allowance  for 
human  variability,  and  because  of  an  overwill- 
ingness to  adopt  the  complex  and  expensive  when 
the  simple  and  cheap  are  as  good  or  better.  On 
the  other  hand,  we  are  unwilling  to  rely  on  the 
adaptability  of  the  human  organism  with  the  con- 
sequent resort  to  corrective  devices  which  are 
often  harmful.  We  tend  to  rush  in  with  thera- 
peutic procedures  where  knowledge  is  incomplete. 
We  are  too  prone  to  adopt  the  attitude  that  “this 
or  that  procedure  can  do  no  harm,”  and  too  often 
we  feel  that  now  we  have  the  answer,  when  all  that 
has  been  accomplished  is  to  lift  a little  the  veil  of 
ignorance. 

Summary 

I have  outlined  in  this  talk  some  of  the  more 
common  errors  in  pediatric  ideation  and  practice  as 
I see  them.  These  errors  are  not  isolated  ones 
but  are  an  integral  part  of  every-day  practice. 
This  is  not  to  imply  that  I feel  that  we  are  not 
making  progress.  I feel  very  definitely  that  we 
are  going  forward.  I have  tried,  merely,  to 
point  out  the  countercurrents  in  the  onward  flow 
of  pediatric  knowledge.  We  have  it  in  our  power 
to  do  much  that  is  good.  Let  us  not  dilute  the 
benefactions  which  it  is  in  our  power  to  bestow  by 
practices  which  may  be  harmful. 

Discussion 

John  D.  Craig,  M.D.,  New  York  City. — I will  limit 
my  discussion  to  those  subjects  in  which  I do  not 
agree  with  Dr.  Bakwin’s  views  or  to  those  that  I feel 
should  be  emphasized. 

Indiscriminate  Tonsillectomy. — It  has  been  my 
impression  that  in  the  past  ten  years,  especially 
among  pediatricians,  the  trend  has  been  to  do  tonsil- 
lectomies only  on  those  patients  where  there  have 
been  definite  indications  after  carefully  weighing  the 
facts.  Available  data  on  this  subject  are  scarce,  and 


I do  not  know  the  importance  of  Dr.  Bakwin’s 
opinion,  since  he  did  not  give  us  necessary  support- 
ing figures. 

Care  of  the  Newborn. — The  onus  of  the  use  of  for- 
mula feeding  in  babies  only  a few  hours  old,  whether 
to  keep  them  quiet  or  to  prevent  loss  of  weight,  in 
most  instances,  lies  directly  with  the  doctor.  A 
simple,  direct  order  (written)  that  newborns  shall 
have  nothing  by  mouth  for  the  first  twenty-four 
hours,  and  glucose  water  for  the  second  twenty-four 
hours  will  be  carried  out  in  the  same  way  that  other 
written  orders  are  carried  out. 

Rooming-In. — Some  great  need  at  the  time, 
whether  good  or  bad,  created  the  change  from  home 
delivery  to  hospital  delivery.  The  present  trend  to 
the  rooming-in  system  requires  expensive  structural 
changes  in  existing  hospitals.  Would  it  not  be  bet- 
ter to  encourage  the  liberalization  of  rules  and  regu- 
lations pertaining  to  the  visits  between  mother  and 
baby,  in  order  that  they  may  be  carried  out  within 
the  structural  setups  we  have?  When  the  baby  goes 
home,  usually  within  a few  days,  he  will  have  to  fit 
into  the  available  space,  i.e.,  if  there  is  a spare  room 
he  will  be  put  there,  and,  if  not,  he  will  be  put  with 
the  other  children  or  the  parents. 

Premature  babies. — We  do  keep  healthy  small 
babies  in  the  hospital  too  long.  In  Dr.  Hess’s  pre- 
mature center  in  Chicago  he  allows  them  to  go  home 
at  4V2  pounds.  In  New  York  City  the  Board  of 
Health  suggests  that  they  be  kept  until  weighing 
5lA  pounds.  As  a first  step  could  we  not  at  least 
ease  this  back  to  5 pounds  for  those  who  are  doing 
well. 

Penicillin  and  Sulfa  Therapy. — Even  too  much 
sulfa  is  prescribed  where  there  are  no  definite  clinical 
indications,  especially  in  the  simple,  upper  respira- 
tory infections.  Any  number  of  times  a mother  has 
told  me  that  after  a moderate  fever  her  child  has' 
been  cured  by  two  doses  of  sulfa.  This  is,  of  course, 
not  true.  It  might  be  better  to  stick  to  your  aspirin ; 
at  the  same  time,  leave  a prescription  for  your  favor- 
ite sulfa  drug  to  be  started,  either  by  telephone  or 
when  you  re-examine  the  child. 

Overreliance  on  Hospital  Care. — I have  always 
thought  it  was  far  easier  for  a doctor  to  practice  in 
an  urban  community  than  in  the  country.  If  he  is 
rushed  or  does  not  wish  to  take  the  time  to  observe 
the  patient  until  hospitalization  is  indicated  and  ex- 
plain same  to  the  parents,  he  is  prone  to  hospitalize 
the  patient  and  let  the  resident  work  the  case  up  for 
him.  The  country  doctor  is  on  his  own.  Unless 
hospitalization  is  clearly  indicated,  it  would  be  better 
to  wait  before  you  consider  it.  Ask  yourself,  is  it 
really  necessary? 
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OF  PERTUSSIS 
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IN  THE  United  States,  during  the  past  twenty- 
five  years,  we  have  observed  a declining  mor- 
tality rate  in  whooping  cough.  This  trend, 
which  is  shared  with  certain  other  infectious 
diseases,  has  occurred  in  urban  communities 
chiefly.  In  spite  of  this  favorable  trend,  the 
disease  remains  one  of  importance,  for  the  case 
fatality  rate  among  hospitalized  patients  under 
twelve  months  of  age  remains  between  5 and  10 
per  cent. 

The  general  case  fatality  rate  is  about  2.3  per 
cent,  although  in  certain  surveyed  areas  it  has 
1 been  found  to  be  as  low  as  0.35  per  cent.  Forty- 
seven  per  cent  of  the  10,730  deaths  from  whoop- 
ing cough  recorded  in  the  United  States  (1938  to 
1940,  inclusive)  occurred  during  the  first  seven 
months  of  life.  In  New  York  State,  pertussis 
causes  about  6 per  cent  of  the  infant  mortality 
rate.  According  to  Kohn  and  Fisher,  the  case 
fatality  for  patients  ill  with  whooping  cough  in 
the  Willard  Parker  Hospital  during  the  past 
eight  years  was  equal  to,  or  above,  the  combined 
fatality  rates  of  measles,  scarlet  fever,  and  diph- 
theria.1 

The  highest  death  rate  now  occurs  in  rural 
rather  than  urban  populations.  In  such  areas 
I Dauer  found  it  to  be  directly  related  to  poor 
\ living  conditions,  poverty,  crowding,  and  inade- 
j quate  professional  care.2 

In  the  last  fifteen  years,  considerable  advance- 
ment has  been  made  in  the  study  of  pertussis, 

! resulting  from  a general  renewal  of  interest  in 
various  aspects  of  the  problem.  Among  im- 
i,  portant  contributions  may  be  mentioned  the  fol- 
lowing: (1)  proof  that  Hemophilus  pertussis 

alone  causes  the  disease;  (2)  demonstration  that 
j antigenically  active  strains  of  the  organism  are 
required  for  the  production  of  effective  vaccine; 

; (3)  establishment  of  the  disease  experimentally; 
(4)  studies  of  the  antigenic  structure  of  the  or- 
ganism; (5)  production  and  use  of  immune  serum 
' for  passive  prevention  and  treatment;  (6)  im- 
i provement  of  culture  medium,  and  (7)  improved 
methods  of  laboratory  diagnosis. 

Cultural  methods  are  particularly  important 
| from  the  standpoint  of  the  laboratory  diagnosis 
j which  seems  to  be  an  increasingly  important 
I practical  problem.  The  typical  case  of  pertussis 
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offers  little  diagnostic  difficulty,  but  the  wide- 
spread use  of  vaccine  results  in  a growing  number 
of  modified  cases  when  complete  protection  fails 
to  occur.  These  mild  cases  often  constitute 
diagnostic  difficulties,  and  they  also  represent  im- 
portant epidemiologic  problems.  Moreover,  other 
diseases  of  the  respiratory  tract — infections  of  the 
postnasal  region,  enlargement  of  peritracheal 
lymph  nodes,  allergic  bronchitis,  parapertussis, 
and  even  infection  with  Brucella  bronchiseptica 
and  Brucella  abortus — have  been  confused  clini- 
cally with  pertussis.  During  the  past  few  years  my 
attention  has  been  attracted  to  the  marked  simi- 
larity which  sometimes  exists  between  the  cough 
of  so-called  “atypical”  pneumonia  and  that  of 
whooping  cough.  Experienced  physicians  have 
come  to  realize  that  every  patient  who  whoops 
does  not  have  whooping  cough,  and,  conversely, 
that  whooping  cough  may  exist  without  the 
whoop.  For  this  reason  the  name  “pertussis” 
is  preferred  to  that  of  “whooping  cough”  by  some 
physicians. 

Sincp  1916,  the  cough-plate  method  of  Chievitz 
and  Meyer  has  been  used,  routinely  by  some,  for 
the  isolation  of  the  causative  organism.  Because 
of  certain  difficulties  encountered  with  this 
method,  the  nasal-swab  method  was  introduced 
in  1940.  In  our  hands,  as  well  as  in  the  hands  of 
others,  this  method  has  represented  a distinct  im- 
provement over  the  cough-plate  method,  es- 
pecially in  infants.3 

Some  workers  have  advocated  the  use  of  ag- 
glutination and  complement  fixation  tests  to 
measure  the  level  of  humoral  immunity,  while 
others  believe  that  the  mouse-protective  test  is 
superior.  It  seems  probable  that  an  agglutina- 
tive titer  of  1:320  or  higher  is  indicative  of  re- 
sistance to  infection.  However,  it  is  also  clear 
to  those  who  are  experienced  observers  that  cer- 
tain individuals  who  possess  a lower  titer,  or  even 
none  at  all,  are  immune.  The  recent  demon- 
stration by  Keogh  and  his  coworkers  in  Australia, 
that  freshly  isolated  strains  of  H.  pertussis  pos- 
sess hemagglutinins  for  the  red  blood  cells  of  man 
and  certain  other  species  and  that  a specific  in- 
hibitory antibody  against  this  reaction  can  be 
demonstrated  in  the  serum  of  immune  persons, 
suggests  another,  perhaps  a sharper  method,  of 
distinguishing  the  susceptibles  from  the  im- 
mune.4 No  doubt,  you  have  anticipated  the  de- 
velopment of  a simple  skin  test,  similar  to  the 
Schick  reaction,  which  would  be  made  available 
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for  this  purpose.  Considerable  effort  has  been 
directed  to  this  end.  Two  materials  that  have 
resulted  from  recent  studies  on  the  antigenic 
structure  of  H.  pertussis  are  the  agglutinogen 
and  the  heat  labile  toxin.  In  the  hands  of  cer- 
tain investigators,  particularly  Flosdorf  and 
Strean,  these  substances,  when  used  as  skin- 
testing materials,  have  given  interesting  if  not 
promising  results.6’6  It  is  interesting  that  the 
agglutinogen  gives  a positive  reaction  when  im- 
munity is  present,  while  the  toxin,  like  the  Schick 
test,  is  positive  when  susceptibility  exists.  It 
appears  now  from  recently  reported  experiences 
that  the  agglutinogen  is  the  more  valuable  of 
these  two  skin-testing  materials. 

In  recent  years,  my  associates  and  I have  been 
interested  in  applying  methods  of  passive  pro- 
tection to  the  very  young  infant  who  is  either  ex- 
posed or  who  is  in  the  early  period  of  the  disease. 
It  was  observed  that  convalescent  and  adult  im- 
mune serum  had  occasionally  been  used  for  this 
purpose.  In  1936,  Kendrick  introduced  hyper- 
immune human  serum.  This  work  was  actively 
extended  by  McGuinness  and  his  associates, 
and  its  superiority  over  ordinary  convalescent 
serum  soon  became  apparent.  Laboratory  tests 
revealed  the  high  protective  value  of  hyperim- 
mune serum  against  the  experimental  disease  in 
mice.  When  this  serum  was  injected  into  an  in- 
fant during  the  catarrhal  period  of  whooping 
cough,  antibody  values  of  the  infant’s  serum 
comparable  to  those  existing  during  convales- 
cence were  regularly  observed.  This  type  of 
serum  has  proved  effective  in  the  prevention  and 
modification  of  the  disease. 

In  1939,  it  seemed  practical  to  attempt  the 
production  of  an  immune  rabbit  serum.  This  was 
originally  prepared  by  injecting  rabbits  with  sus- 
pensions of  living,  freshly  isolated  H.  pertussis. 
The  antiserum  which  resulted  possessed  high 
agglutinin  and  mouse-protective  titers  but  very 
little  antitoxin.  The  globulin  fraction  prepared 
from  this  antiserum  contained  practically  all  of 
the  antibody  of  the  original  serum  and,  when  re- 
stored to  the  original  volume,  was  as  equally 
protective  as  was  the  original  antiserum.  This 
antibacterial  serum  and  a similar  one  prepared 
by  Silverthorne  and  Brown  have  proved  to  be  defi- 
nitely effective  in  preventing  the  disease  in  ex- 
posed infants.7  Two  other  interesting  types  of 
antisera  have  since  been  introduced : an  antitoxin 
prepared  by  injecting  rabbits  with  the  toxic 
material  obtained  from  the  organism,  and  a com- 
bined antibacterial  and  antitoxic  serum  prepared 
by  injecting  the  animal  with  both  organism  and  its 
toxin.  The  antitoxin  in  high  dilution  neutral- 
ized the  toxin,  possessed  a low  agglutinative  titer, 
but  protected  mice  against  the  experimental 
disease  resulting  from  either  the  intranasal  or 


intra-abdominal  route  of  inoculation.  The  ob- 
servations of  Dr.  Katsampes,  in  our  laboratory, 
indicate  that  the  antitoxin  also  inhibits  the  de- 
velopment of  hyperlymphocytosis,  which  char- 
acterizes both  the  murine  and  human  type  of  in- 
fection. Studies  now  in  progress  suggest  that 
certain  fractions  prepared  from  hyperimmune 
human  serum  and  whole  blood  plasma  are  also 
highly  protective. 

In  addition  to  the  usual  accepted  methods  of 
symptomatic  treatments,  such  as  the  use  of  oxy- 
gen and  adequate  nursing  care,  it  appears  certain 
that  sulfadiazine,  penicillin  (for  control  of  second- 
ary invading  organisms),  and  the  various  types 
of  immune  serums  are  indicated.  Preliminary 
studies  suggest  that  Aerosporin  and  Polymyxin 
may  possess  interesting  therapeutic  possibili- 
ties.8,9 

Since  the  organism  is  sensitive  to  streptomycin 
in  concentration  of  from  1 to  3 micrograms  per 
ml.  of  medium,  this  agent  has  also  been  carefully 
tested  against  the  experimental  as  well  as  the 
human  disease. 10  Although  it  is  clearly  effective 
in  the  treatment  of  experimental  murine  disease, 
definite  conclusions  cannot  yet  be  drawn  in  regard 
to  its  value  against  the  human  infection. 

Treatment 

When  one  considers  therapy  in  whooping  cough, 
one  must  keep  in  mind  not  only  the  fatality  risk 
but  serious  sequelae,  such  as  those  of  the  cerebral 
and  pulmonary  type.  That  seriously  ill  infants 
are  best  treated  in  properly  equipped  hospitals  is 
readily  admitted.  The  findings  of  Dauer  ade- 
quately support  this  opinion. 

The  generally  recognized  essential  require- 
ments for  the  adequate  care  of  an  infant  suffer- 
ing from  pertussis  have  been  summarized  in  the 
recent  paper  by  Kohn  and  Fisher.1  They  are  as 
follows: 

“1.  An  experienced  medical  and  nursing  per- 
sonnel. 

2.  The  use  of  oxygen. 

3.  Aspiration  of  the  upper  respiratory  tract. 

4.  Chemotherapy. 

5.  Hydration  and  the  use  of  parenteral 
therapy. 

6.  Special  feeding  technic. 

7.  The  use  of  hyperimmune  and  rabbit 
serums.” 

For  more  than  a decade,  we  have  been  inter- 
ested in  testing  the  therapeutic  value  of  various 
agents  against  the  experimental  murine  disease. 
When  these  agents  proved  protective,  they  were 
tried  in  the  treatment  of  the  disease  in  infants. 

As  is  well  known,  it  is  often  difficult  to  assess 
the  therapeutic  value  of  an  agent  in  a disease  as 
variable  in  its  clinical  course  as  pertussis.  This  is 
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Fig.  1.  Effect  of  various  therapeutic  agents  on 
the  results  of  the  nasopharyngeal  swab  cultures  for- 
H.  pertussis. 


particularly  true  in  areas  where  the  disease  ap- 
pears to  be  becoming  less  severe  and  of  lower  in- 
cidence. In  the  experimental  disease,  observed 
under  standard  conditions,  we  can  easily  observe 
mortality  rates,  pulmonary  pathology,  and  cul- 
tural results.  In  the  human  disease,  it  is  ordin- 
arily more  fruitful  to  observe  the  effects  on  the 
specific  infant  under  treatment.  While  im- 
provement of  clinical  symptoms,  such  as  lessening 
of  the  cough  and  decrease  in  vomiting,  usually 
result  from  effective  therapy,  these  are  variable 
symptoms,  and  their  evaluation  introduces  the 
factor  of  clinical  impressions. 

It  is,  therefore,  useful  to  observe  the  effect 
of  a therapeutic  agent  on  such  objective  criteria 
as  the  disappearance  of  the  causative  organism 
from  the  respiratory  tract,  the  trend  of  number 
of  leukocytes,  and  the  prevention  of  hilar  le- 
sions, as  shown  by  the  x-ray.  The  results  of 
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Fig.  2.  Influence  of  various  therapeutic  procedures 
on  the  course  of  severe  pertussis. 


some  of  our  observations  in  respect  to  the  first 
two  criteria  are  illustrated  in  Figs.  1 and  2. 

Summary 

Relatively  recent  studies  in  pertussis  have  indi- 
cated the  following: 

1 . The  necessity  of  the  use  of  cultural  methods 
to  supplement  clinical  diagnosis.  The  nasal  cul- 
ture method  which  is  superior  for  this  purpose 
should  be  more  widely  applied.  Bacteriologic 
diagnosis  is  particularly  important  when  specific 
preventive  and  therapeutic  agents  are  being 
tested. 

2.  General  therapeutic  measures  for  seriously 
ill  patients  should  include  adequate  professional 
care,  the  maintenance  of  proper  nutrition,  and 
the  administration  of  oxygen. 

3.  Immune  serum  of  high  antibacterial  titer, 
either  human  or  rabbit,  is  indicated.  There  is 
evidence  that  antitoxin  serum  is  also  of  thera- 
peutic value,  as  is  also  sulfadiazine.  Preliminary 
studies  suggest  that  streptomycin  may  be  thera- 
peutically effective,  particularly  as  a supplement 
to  other  agents. 

Discussion 

Jerome  L.  Kohn,  M.D.,  New  York  City. — From 
our  experience  at  the  Willard  Parker  Hospital,  a 5 
per  cent  mortality  rate  for  infants  under  one  year  ' 
is  excellent.  There  are  children  in  whom  there 
has  been  such  extensive  damage  to  the  nervous  sys- 
tem before  admission  that  survival  is  impossible. 
In  others  there  is  almost  complete  consolidation  and 
atelectasis  of  the  lungs. 

There  is  no  question  that  the  nasopharyngeal 
culture  is  far  superior  to  any  other  culture  method 
in  use.  H.  pertussis  is  a very  fickle  bacterium. 
The  bacteriologist  must  be  specially  trained.  When 
we  had  a change  of  bacteriologists,  the  percentage 
of  positive  cultures  dropped  appreciably  for  sev- 
eral months. 

When  considering  the  differential  diagnosis,  I 
wish  to  add,  to  the  list  given  by  Dr.  Bradford,  infant 
tuberculosis  and  cystic  pancreatic  fibrosis.  We 
have  had  a number  of  children  with  these  condi- 
tions in  the  last  year.  The  cough  simulates  that  of 
whooping  cough. 

In  our  experience  the  Strean  skin  test  was  not  of 
much  value.  The  Flosdorf  agglutination  test  was 
much  more  useful.  Flosdorf  suggested  that  the 
test  be  read  within  twenty-four  hours,  but  we  have 
found  it  best  to  reread  it  after  forty-eight  and 
seventy-two  hours.  This  avoided  many  false  posi- 
tives. The  test  was  often  negative  in  young  in- 
fants, but  in  children  over  one  year  it  was  positive 
in  88  per  cent  of  the  patients  tested.  The  test  be- 
came positive  about  three  weeks  after  the  onset  of 
cough.  In  a number  of  instances  in  which  the 
nasopharyngeal  cultures  were  positive  the  skin 
test  was  negative.  There  wrere  very  few  false  posi- 
tives. We  occasionally  obtained  negative  skin 
tests  in  the  ward  personnel. 
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Of  all  the  means  at  our  disposal  for  the  treatment 
of  whooping  cough,  we  believe  that  the  use  of  oxygen 
is  the  most  effective  agent.  It  is  of  value  in  infants 
with  extensive  pulmonic  involvement  and  also  in 
children  who  have  severe  frequent  exhausting 
paroxysms  without  extensive  pulmonary  involve- 
ment. It  is  of  great  value  also  in  children  who  are 
having  frequent  convulsions.  Human  hyperim- 
mune serum,  we  felt,  was  of  great  value  in  the  treat- 
ment of  severe  whooping  cough.  However,  it  had 
no  effect  on  the  finding  of  H.  pertussis  in  the  naso- 
pharynx. 

Up  to  the  present,  streptomycin  has  been  adminis- 
tered to  about  160  patients  at  the  Willard  Parker 
Hospital.  The  initial  plan  was  to  rotate  the  method 
of  administration,  by  (1)  intranasal  drops,  (2)  aero- 
sol, (3)  intramuscular  injection,  and  (4)  no  strep- 
tomycin. In  the  dosage  used  by  us  we  felt  that  the 
intranasal  method  had  very  little  therapeutic  value. 
The  aerosol  and  intramuscular  injection,  on  the 
other  hand,  seemed  to  have  some  therapeutic  value. 
In  severely  ill  children  we  were  forced  to  break  this 
pattern  and  administer  streptomycin  by  aerosol  and 
intramuscular  injection.  In  a few  patients  human 
hyperimmune  serum  was  also  given.  For  some  com- 
plications sulfonamides  and  penicillin  were  used. 

Last  winter  we  gave  much  larger  doses  and  in  the 
infants  combined  the  aerosol  and  intramuscular  in- 
jections. In  the  older  children  we  used  aerosol 
alone,  and,  whenever  possible,  the  nebulizer  was  put 


directly  into  the  child’s  mouth.  With  the  above 
technig  we  feel  that  we  have  influenced  the  course 
of  the  whooping  cough.  In  a number  of  instances 
we  have  been  able  to  have  controls  in  members  of 
several  families.  In  the  treated  child  the  paroxysms 
often  became  decidedly  less  prolonged  and  less 
frequent  within  three  days.  There  was  no  improve- 
ment in  the  condition  of  the  child  serving  as  a con- 
trol until  treatment  was  begun  several  days  later. 

When  the  smaller  dosage  of  streptomycin  was 
used,  there  seemed  to  be  little  effect  on  the  naso- 
pharyngeal cultures.  However,  in  the  group 
treated  this  winter  we  have  gotten  many  more  nega- 
tive cultures  after  completion  of  treatment. 
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OVERWEIGHT  INCREASES  INCIDENCE  OF 

Overweight  is  a serious  menace  to  health  because 
it  appears  to  increase  the  incidence  of  many  diseases, 
according  to  three  Rochester,  Minnesota,  re- 
searchers. 

Writing  in  the  January  8 issue  of  the  Journal  of 
the  American  Medical  Association,  Clifford  F.  Gasti- 
neau,  M.D.,  of  the  Mayo  Foundation,  and  Edward 
H.  Rynearson,  M.D.,  and  Alice  Karslake  Irmisch, 
M.S.,  of  the  Mayo  Clinic,  say  that  between  the  ages 
of  45  and  50  years,  25  pounds  of  excess  weight  results 
in  an  increase  of  25  per  cent  in  mortality. 

“Greater  degrees  of  overweight  are  a correspond- 
ingly greater  hazard  to  fife  and  health,”  they  point 
out.  “Overweight  has  been  found  to  be  associated 
with  an  increased  incidence  of  high  blood  pressure, 
diabetes,  cancer,  heart  disease,  kidney  disease,  hard- 
ening of  the  arteries,  liver  disease,  and  varicose 
veins.” 

Emotions,  training  and  habit  “exert  a considera- 
ble influence”  in  determining  whether  people  overeat 
or  undereat,  they  say,  adding:  “Investigations  of 
the  lean  and  fat  by  a number  of  psychiatrists  have 
suggested  a strikingly  high  incidence  of  psychologic 
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aberrations.  The  apparently  increased  incidence  of 
neuroses  in  association  with  obesity  or  leanness  may 
be  open  to  some  question,  since  most  such  investiga- 
tions have  not  included  psychiatric  studies  of  per- 
sons of  normal  weight  for  control  purposes. 

“Glandular  disorders  are  rarely  a cause  of  either 
pronounced  obesity  or  leanness.  It  is  difficult  to 
hazard  a guess  whether  inheritance  or  environment 
exerts  the  greater  influence  on  eating  habits.  If 
mother  prides  herself  on  setting  a good  table,  if  dad 
eats  heartily  and  with  obvious  enjoyment,  if  the 
household  attitude  and  feeling  is  that  good  food  in 
generous  quantities  is  the  end  and  purpose  of  life,  it 
is  not  surprising  that  an  entire  family  may  become 
obese  without  the  mediation  of  heredity.  Imitation 
of  elders  and  attitudes  acquired  in  childhood  may 
govern  eating  habits  in  later  life.” 

In  general,  the  best  way  to  get  rid  of  excess  weight 
is  to  eat  less,  the  researchers  indicate.  Several  medi- 
cines which  have  been  used  for  reducing  accomplish 
little,  and  massage,  local  applications  of  heat,  and 
exercise  have  no  effect  on  local  deposits  of  fat,  they 
say. 
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EXPERIMENTAL  studies  and  clinical  ex- 
perience prove  that  a spontaneous  primary 
infection  with  tubercle  bacilli  which  renders  the 
organism  hypersensitive  to  tuberculin  confers  an 
i incomplete  but  relatively  significant  resistance 
against  a subsequent  tuberculous  infection  and 
that  the  first  victims  of  tuberculous  disease  are 
1 tuberculin-negative  individuals  who  have  escaped 
i a spontaneous  and  nonprogressive  primary  tuber- 
culous infection. 

A direct  result  of  the  modern  trend  to  defer 
i the  primary  tuberculous  infection  from  childhood 
| to  adult  life  is  an  increasing  susceptibility  among 
tuberculin-negative  individuals  of  early  adult  age 
to  contract  a serious  clinical  tuberculosis  when 
they  are  intimately  exposed  to  infection  with 
tubercle  bacilli.  This  modern  trend  in  the  epi- 
demiology of  tuberculosis  has  brought  about  a 
j reorientation  toward  the  use  of  artificial  im- 
j munization  against  tuberculosis  by  means  of 
killed  or  attenuated  living  tubercle  bacilli.  So 
far,  only  the  avirulent  and  living  BCG  (Bacille 
Calmette-Gu6rin)  vaccine  has  regularly  produced 
hypersensitiveness  to  tuberculin  and  an  incom- 
plete but  significant  protection  against  tuber- 
? culosis.  The  vaccine  has  been  used  in  some  ten 
ii  millions  of  people  during  the  past  twenty  years. 

It  is  unrealistic,  therefore,  to  claim  that  BCG 
j vaccination  is  still  in  the  experimental  stage. 

I Nevertheless,  there  exists  a lamentable  lack  of 
i unassailable  statistical  proof  of  the  effectiveness 
j of  BCG  under  rigidly  controlled  conditions  in 
I man,  although  such  evidence  is  highly  suggestive 
j in  animal  experimentation.  Unanimity  ob- 
tains, however,  as  to  its  harmlessness  and  near 
j unanimity  in  regard  to  its  almost  complete  pro- 
| tection  against  the  clinical  manifestations  of 
[ postprimary  tuberculosis  in  children  and  adoles- 
i cents  and  an  incomplete  but  highly  significant 
| protection  against  clinical  pulmonary  tuberculosis 
i!  in  adults. 

In  a refreshingly  critical  article,  Professor  G.  S. 
Wilson  contends  that  the  documentary  evidence 
in  favor  of  BCG  vaccination  is  insufficient  to 
i prove  conclusively  that  this  mode  of  artificial 
immunization  has  any  protective  effect  at  all,  at 
least  in  a civilized  population  like  that  of  Great 
Britain.1  The  past  twenty  years  of  uninter- 
rupted BCG  vaccination  on  more  than  one  million 
~T 
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persons  in  Scandinavia,  which  the  author  re- 
viewed last  year,  provides  the  other  side  of  the 
picture.2  Professor  Arvid  Wallgren  of  Stock- 
holm, whose  experience  with  BCG  vaccination  in 
children  has  placed  him  in  the  forefront  of  special- 
ists on  this  subject,  remarked  recently  that  the 
vaccine  has  been  so  successful  in  Sweden  that  it 
would  now  be  impossible  to  provide  two  identical 
groups  of  vaccinated  persons  and  unvaccinated 
controls,  because  the  physicians  would  regard  it 
as  unjustifiable  to  take  the  risk  of  leaving  a con- 
trol group  unvaccinated  merely  to  satisfy  statis- 
ticians.3 He  even  goes  so  far  as  to  counter  Pro- 
fessor Wilson  with  the  statement  that  no  follow- 
up study  of  BCG  vaccinated  persons  has  so  far 
been  reported  in  which  the  vaccine  has  proved 
entirely  ineffective,  and  this  includes  the  New 
York  City  records  of  Levine  and  Sackett.4'5 
Wallgren  offers  the  opinion  that  countries  which 
have  adopted  BCG  vaccination  are  satisfied  as 
to  its  value  and  they  are  not  likely  to  abandon  it 
until  a more  efficient  prophylactic  method  is 
introduced.  He  does  not  hesitate  to  advise  his 
colleagues  in  countries  which  look  on  BCG  vac- 
cination with  suspicion:  “Give  BCG  vaccination 
a fair  trial,  and  you  will  be  convinced  of  its 
effectiveness.” 

The  country  which  is  making  the  most  energetic 
attack  on  tuberculosis  is  Norway,  although  her 
present  tuberculosis  mortality  rate  is  less  than  50 
deaths  per  100,000  population.  Norway  has  al- 
ready enacted  laws  for  the  obligatory  tuberculin 
testing  of  the  entire  school  population,  obligatory 
miniature  chest  radiographic  examination  of  the 
entire  population,  and  obligatory  control  of  all 
open  cases  of  tuberculosis.  On  December  8, 1947, 
the  Norwegian  parliament  passed  a new  law  for  the 
compulsory  tuberculin  testing  and  BCG  vaccina- 
tion of  certain  groups  of  persons.  In  discussing 
this  law,  the  Lancet  makes  the  following  state- 
ment : 

....  this  radical  measure  encountered  hardly  any 
opposition,  because  in  the  past  twenty  years  tens 
of  thousands  of  people  (in  a nation  numbering 
only  three  million)  had  had  direct  experience  of 
BCG;  because  the  doctors,  tuberculosis  specialists 
in  particular,  were  in  favour  of  it;  and  because  the 
Norwegian  department  for  social  affairs  (cor- 
responding in  some  respects  to  our  Ministry  of 
Health)  had  prepared  a comprehensive  memoran- 
dum as  a guide  to  the  legislators.  This  memoran- 
dum recalled  that  in  March,  1946,  the  head  of  the 
Norwegian  army  medical  service  pointed  out  that 
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about  half  the  men  called  to  the  colours  were  tuber- 
culin-negative, and  that  B.C.G.  immunisation 
could  not  be  satisfactorily  achieved  on  a purely 
voluntary  basis.  In  the  following  September  a 
committee  of  experts  reported  that  compulsory 
B.C.G.  immunisation  was  desirable  (1)  for  all 
persons  in  a tuberculous  environment,  (2)  for 
doctors,  nurses,  hospital  workers,  and  other 
groups  with  a high  tuberculosis  morbidity,  (3)  for 
men  liable  for  military  service,  and  (4)  for  young- 
sters at  the  school-leaving  age,  students  and 
others.  Soon  afterwards  the  Norwegian  Tubercu- 
losis Doctors’  Association  unanimously  passed  a 
resolution  in  its  favour. 

In  a commentary  on  the  various  paragraphs 
of  the  Bill  now  enacted  the  department  for  social 
affairs  says  that,  though  in  the  world  at  large  the 
number  of  persons  inoculated  against  tuberculosis 
now  runs  into  millions,  no  case  of  tuberculosis  has 
so  far  been  traced  to  B.C.G.  The  Oslo  public- 
health  service  has  found  that  the  positive  tubercu- 
lin reaction  achieved  with  B.C.G.  immunisation 
is  nearly  always  present  five  to  six  years  later. 
On  the  west  coast  of  Norway,  where  opposition 
to  vaccination  against  smallpox  is  common,  there 
is  no  such  opposition  to  vaccination  against 
tuberculosis.  In  several  towns  where  B.C.G 
vaccination  has  been  provided  for  those  of  school- 
leaving age,  the  percentage  voluntarily  accepting 
the  offer  has  ranged  from  50  to  90.  It  is  calculated 
that  if  no  compulsion  is  used  the  immunisation  of 
all  who  need  it  will  take  too  long;  but  on  the  other 
hand  compulsory  immunisation  must  be  confined 
at  present  to  the  groups  requiring  it  most,  for  the 
people  who  can  undertake  it  are  not  unlimited  . . . • 

A noticeable  change  in  favor  of  BCG  vaccina- 
tion is  taking  place  in  Soviet  Russia,  where  every 
infant  is  being  immunized  at  birth,  in  South 
America,  Mexico,  Australia,  New  Zealand,  Japan, 
China,  India,  and  the  Near  East,  where  extensive 
immunization  programs  are  being  planned.  The 
most  gigantic  BCG  program  is  being  carried  out 
today  by  the  World  Health  Organization  in  war- 
stricken  countries  of  Europe,  under  the  auspices 
of  the  Danish  Red  Cross,  with  the  active  support 
of  the  Danish  Public  Health  Service  and  of  the 
State  Serum  Institute  in  Cophenhagen.  The  sum 
of  nearly  one  million  dollars  has  been  earmarked 
by  the  Danish  Red  Cross  and  two  million  dollars 
by  the  World  Health  Organization  for  BCG 
vaccination  in  Poland,  Jugoslavia,  Hungary, 
Austria,  and  the  American  and  British  zones  in 
Germany.  About  sixty  doctors  trained  in  BCG 
vaccination  and  twice  that  number  of  nurses 
are  planning  to  test  about  50  million  persons  with 
tuberculin  and  to  vaccinate  about  15  million 
tuberculin-negative  persons  during  1948  and  1949. 
Three  aeroplanes  have  been  purchased  for  the 
supply  of  fresh  vaccine  at  short  intervals  to  the 
various  centers  in  which  the  teams  happen  to  be 
working.  Since  practically  everyone  over 
twenty-five  years  of  age  in  these  countries  is 


tuberculin-positive,  BCG  vaccination  becomes 
limited  to  persons  under  that  age.7 

New  Developments  in  BCG  Vaccination  in 
America 

What  then  is  the  American  attitude  toward 
BCG  vaccination  today?  The  need  for  ade- 
quately controlled  BCG  studies  in  man  has  been 
fully  appreciated  in  this  country.  Fortunately, 
a few  such  long-term,  controlled  investigations 
have  now  progressed  to  a point  which  permits 
some  definite  conclusions  to  be  drawn. 

Baudouin  reported  a study  based  on  BCG 
vaccination  of  more  than  20,000  infants  in 
Canada.8  Restricting  his  report  to  children  who 
were  exposed  to  open  cases  of  tuberculosis  in 
their  homes,  he  found  that  the  morbidity  from 
tuberculosis  in  793  vaccinated  cases  was  about 
70  per  cent  less  and  the  mortality  47  per  cent  less 
than  in  1,239  controls.  In  his  series  the  resist- 
ance seemed  to  be  maintained  throughout  the 
period  of  seven  years  observation. 

Aronson  and  Palmer  reported  an  extensive 
BCG  study  in  Indians  from  one  to  twenty  years 
of  age  living  on  four  reservations  in  the  United 
States  and  in  twelve  communities  in  Alaska.9 
The  economic  level  of  the  group  was  low,  and 
there  was  a high  degree  of  exposure  to  tuber- 
culosis. There  were  1,550  vaccinated  individuals 
and  a satisfactory  control  group  of  1,457  with 
negative  tuberculin  reactions  who  were  not  vac- 
cinated. These  were  followed  for  six  years  or 
more  by  means  of  repeated  physical  examinations, 
chest  x-rays,  and  tuberculin  tests.  The  tuber- 
culosis mortality  rate  was  four  among  the  vac- 
cinated, all  starting  during  the  first  two  years 
after  vaccination,  as  compared  with  28  among  the 
controls,  which  were  fairly  evenly  distributed  over 
the  six-year  observation  period.  The  number  of 
manifest  tuberculous  was  40  among  the  vacci- 
nated,* or  4.7  per  1,000  person-years,  and  185,  or 
24.3  per  1,000  person-years  in  the  controls.  The 
latter  were  evenly  distributed  over  the  six-year 
period,  but  the  rate  among  the  vaccinated  fell 
progressively  from  11.8  during  the  first  year  to 
less  than  1 per  1,000  person-years  during  the  sixth 
year.  This  suggested  that  the  degree  of  protec- 
tion increased  rather  than  decreased  during  this 
period  under  the  conditions  obtaining  in  this 
group.  As  late  as  May  16,  1948,  Aronson  re- 
ported before  the  Fourth  International  Con- 
gresses on  Tropical  Medicine  in  Washington, 
D.C.,  that  the  vaccinated  group  has  now  been 
“observed  for  a total  of  16,406  person-years,  the 
control  group  for  a total  of  15,207  person-years. 
During  this  time  six  persons  among  the  vacci- 
nated died  from  tuberculosis,  a rate  of  0.4  per 
1,000  person-years.  Deaths  from  other  causes 
were  49 — a rate  of  3.0  per  1,000  person-years. 
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Among  the  controls,  53  died  from  tuberculosis — 
a rate  of  3.5  per  1,000  person-years;  56  died  from 
other  causes — a rate  of  3.7  per  1,000  person- 
years.”  And  Aronson  concludes  that  “This 
controlled  study  indicates  that  the  use  of  BCG 
vaccine  is  a safe  and  practical  procedure  and  that 
it  has  significantly  reduced  the  mortality  from 
tuberculosis  in  a highly  infected  population  during 
the  nine  to  eleven  year  period  of  observation.”10 

The  most  extensive  and  carefully  controlled 
BCG  study  in  infants  is  that  of  Rosenthal  and 
coworkers  in  Chicago,  among  a low-income  group 
in  which  there  was  a relatively  high  degree  of  ex- 
posure to  tuberculosis.11  The  infants  were 
largely  those  delivered  at  the  Cook  County 
Hospital,  and  the  multiple  puncture  method  of 
vaccination  was  employed  during  the  first  few 
days  of  life.  If  there  was  a case  of  open  tuber- 
culosis in  another  member  of  the  child’s  house- 
hold, the  infant  was  isolated  at  the  hospital  for 
six  to  twelve  weeks  before  being  returned  home. 
Infants  in  the  control  group  series,  subject  to 
such  exposure,  were  similarly  isolated.  The  re- 
sults of  the  first  seven  years  observation  were 
reported  in  1945  and  brought  up  to  date  in  Jan- 
uary this  year.  Of  the  children  not  directly  ex- 
posed to  tuberculosis  in  the  household,  1 1 cases  of 
demonstrable  tuberculosis  occurred  in  1,417 
vaccinated  in  comparison  with  39  cases  among  the 
1 ,414  controls.  There  was  one  death  from  tuber- 
culosis in  the  vaccinated  groups  and  seven  deaths 
in  the  control  groups.  Of  children  directly  ex- 
posed to  tuberculosis  in  their  households  there 
were  two  cases,  with  no  deaths  in  151  vaccinated 
in  comparison  with  five  cases  and  four  deaths  in 
105  controls,  giving  morbidity  rates  of  3.86  per 
1,000  person-years  in  the  vaccinated  and  17.60 
in  the  controls.  As  the  control  groups  in  this 
study  were  adequately  followed  up  and  equalized 
with  the  vaccinated  groups,  in  every  possible 
respect,  the  figures  must  be  regarded  as  highly 
significant. 

These  observations  and  the  result  of  vaccination 
under  war  conditions  in  Scandinavian  countries 
produced  a most  favorable  impression  in  this 
country.  Professor  Kai  Jensen,  of  Copenhagen, 
visited  in  New  York  in  the  spring  of  1946,  and 
his  records  were  thoroughly  discussed  by  the  staff 
of  the  State  Department  of  Health.  In  July  the 
Division  of  Laboratories  and  Research  was 
authorized  to  undertake  the  preparation  of  vac- 
cine and  in  October,  I joined  the  Division  and 
organized  a laboratory  for  that  purpose.  Dr. 
Edward  S.  Godfrey,  Jr.,  then  New  York  State 
Commissioner  of  Health,  held  a conference  the 
same  month  in  which  the  Department’s  program 
was  formulated.  The  Department’s  judgment 
proved  to  be  quite  similar  to  that  of  the  confer- 
ence held  in  Washington  the  previous  month 


under  the  auspices  of  the  United  States  Public 
Health  Service.  The  conference  recommended 
extensive  study  before  general  use  or  commercial 
manufacture.  The  federal  and  New  York 
programs  are  quite  similar  and  should  helpfully 
supplement  each  other.  Since  the  federal 
program  had  been  planned  by  Dr.  Herman  E. 
Hilleboe,  then  Assistant  Surgeon  General  and 
now  New  York  State  Commissioner  of  Health, 
the  further  correlation  of  the  two  studies  is  as- 
sured. 

On  January  8,  1947,  the  Subcommittee  on 
Child  Welfare  of  the  Medical  Society  of  the 
State  of  New  York  discussed  the  use  of  the  BCG 
vaccine  in  New  York  State  as  a part  of  the  Tuber- 
culosis Control  Program.  This  Committee  was 
of  the  opinion  that  an  educational  program 
should  be  inaugurated  to  inform  the  medical 
profession  of  this  State  about  BCG  immuniza- 
tion. 

The  Committee  on  Public  Health  and  Educa- 
tion, with  the  Committee  on  Child  Welfare,  and 
representatives  of  the  New  York  State  Depart- 
ment of  Health,  met  with  representatives  of  the 
nine  medical  schools  of  New  York  State  in  New 
York  City  on  February  12,  1947.  After  a 
thorough  discussion  of  BCG  immunization,  it 
was  recommended  that  an  advisory  committee 
be  appointed  by  the  New  York  State  Department 
of  Health  and  the  State  Medical  Society  to  work 
out  a plan  whereby  instruction  would  be  available 
for  those  who  are  to  be  in  charge  of  BCG  im- 
munization programs,  as  well  as  for  county  medi- 
cal societies,  hospital  staffs,  and  other  medical 
groups. 

On  March  12,  1947,  the  BCG  Advisory  Com- 
mittee held  its  first  meeting  in  New  York  City. 
Preliminary  plans  were  drawn  up  for  the  dis- 
tribution and  use  of  the  vaccine.  It  was  decided 
that,  for  the  present,  only  a limited  number  of 
physicians  should  be  allowed  to  use  the  vaccine 
and  only  in  selected  groups  of  tuberculin-nega- 
tive persons  who  work  or  reside  in  an  environ- 
ment where  they  are  intimately  exposed  to 
tuberculous  infection,  such  as  nurses,  medical 
students,  hospital  and  sanatoria  personnel,  etc. 

Since  the  first  Washington  conference  on  BCG 
vaccination  in  September,  1946,  the  interest  in 
immunization  against  tuberculosis  had  steadily 
grown.  “So  great,  indeed,  had  been  the  demand 
from  every  quarter,”  according  to  Francis  J. 
Weber,  Medical  Director,  Chief,  Tuberculosis 
Control  Division  of  the  United  States  Public 
Health  Service,  “for  additional  information  con- 
cerning the  course  of  BCG  investigations  that  an 
evaluation  and  review  of  recent  work  in  the  field 
had  become  increasingly  appropriate.  To  that 
end,  a second  conference  convened  in  New  York 
City  on  March  9,  1948,”  which  was  attended  by  a 
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larger  group  of  specialists  than  had  met  in  1946 
to  formulate  the  original  policy.12  The  majority 
of  the  Conference  favored  the  use  of  BCG  among 
restricted  categories  of  people  which  permitted 
long-term  follow-up  studies  to  determine  the 
best  methods  of  administering  the  vaccine,  the 
duration  of  tuberculin  hypersensitiveness  pro- 
duced by  vaccination,  and  the  protective  value 
against  tuberculous  disease.  In  order  to  obtain 
more  accurate  knowledge  than  is  now  available 
concerning  the  vaccine,  the  Conference  felt  that 
the  Public  Health  Service  should  assist  State, 
local,  and  other  official  agencies  with  vaccination 
centers  necessary  for  this  activity  and  should 
also  make  provision  for  the  eventual  participation 
of  the  private  physician.  Such  selective  vaccina- 
tion programs  should  be  promoted  among  con- 
tacts of  open  cases,  medical  and  nursing  person- 
nel, hospital,  sanatorium,  and  laboratory  em- 
ployes, inmates  of  penal  and  mental  institutions. 
The  Conference  also  recommended  the  develop- 
ment of  controlled  BCG  studies  with  State, 
territorial,  and  local  health  agencies,  in  good- 
sized  population  groups  where  the  prevalence  of 
tuberculosis  is  great,  such  as  in  the  North 
American  Indian  population,  parts  of  Alaska, 
Puerto  Rico,  Hawaii,  and  the  Philippines,  and 
segments  of  our  great  cities.  Finally,  it  was  also 
recommended  to  assist  State  and  local  health  de- 
partments in  the  development  of  large-scale 
trial  of  the  value  of  BCG  vaccination  in  the  gen- 
eral population  in  a number  of  metropolitan 
areas  and,  whenever  possible,  in  conjunction  with 
community  x-ray  surveys.  These  recommenda- 
tions mark  a definite  advance  from  the  position 
taken  by  the  first  Washington  conference.  This 
wider  application  of  vaccination  represents  a 
compromise  between  the  two  extreme  trends  of 
thought  expressed  by  minority  groups,  favoring 
either  a general  use  of  BCG  in  the  United  States 
or  no  use  of  the  vaccine  except  in  controlled  re- 
search studies. 

By  April  26,  1948,  the  BCG  program  for  the 
State  of  New  York  had  advanced  to  the  stage  of 
official  rules  being  promulgated  by  the  Com- 
missioner of  Health,  Dr.  Herman  E.  Hilleboe, 
pursuant  to  Article  XVI,  Section  311-a  of  the 
Public  Health  Law,  on  “Vaccine  and  Vaccination 
against  Tuberculosis.”13  This  was  followed  by 
the  issuance  on  May  7,  1948,  of  a booklet,  BCG 
Vaccination,  by  New  York  State  Department  of 
Health  and  the  Medical  Society  of  the  State  of 
New  York.  This  publication  sets  forth  the 
official  BCG  vaccination  program  for  the  State. 
The  first  part  of  the  booklet  deals  with  the  ad- 
ministrative aspects  of  the  program,  and  the 
second  part  is  a technical  guide  for  physicians. 

The  opening  paragraph  reads  as  follows: 


BCG  vaccination  is  one  of  the  known  methods 
of  reducing  morbidity  and  mortality  from  tubercu- 
losis, and  at  present  is  the  only  known  practical 
method  of  inducing  specific  resistance  to  tubercu- 
losis. There  is  general  agreement  on  two  points: 
(a)  it  is  safe;  (b)  it  serves  to  convert  non-reactors 
to  tuberculin  to  reactors  through  infection  with 
avirulent  and  benign  bovine  - tubercle  bacilli. 
There  is  sufficient  evidence  of  the  effectiveness  of 
BCG  to  warrant  its  use  in  selected  population 
groups  in  which  the  infection  rate  is  high.  Per- 
sons who  do  not  react  to  tuberculin  in  such  groups 
might  otherwise  be  first  infected  with  virulent 
organisms.  BCG  vaccine  is  not  to  be  administered 
indiscriminately,  because  it  can  be  of  benefit  only 
to  those  persons  who  have  NOT  been  infected  by 
the  tubercle  bacillus.  It  must  be  emphasized 
that  BCG  vaccine  has  NO  value  in  the  treatment 
of  tuberculous  disease. 

The  vaccine  is  recommended  for  use  in  selected 
groups  as  follows: 

Tuberculin  negative  persons  (a)  in  groups  occu- 
pationally exposed,  such  as  nurses,  medical  stu- 
dents and  hospital  personnel;  (b)  in  population 
groups  with  high  tuberculosis  morbidity  and  mor- 
tality rates,  and  (c)  where  there  has  been  a known 
exposure  to  tuberculosis  or  where  an  exposure  is 
likely  to  occur,  as  in  the  households  of  patients 
returning  from  hospitals  or  sanatoria. 

Local  full-time  health  departments  should  be  in 
a position  to  judge  the  need  for  and  the  timeliness 
of  a BCG  program  in  their  respective  localities. 
The  details  of  the  program  are  to  be  carried  out 
by  local  personnel  and  facilities.  Other  local 
agencies  which  will  participate  in  this  program  are 
medical  schools,  nurses’  training  schools,  general 
hospitals,  hospitals  for  the  tuberculous,  and  tuber- 
culosis clinics. 

For  the  present,  BCG  vaccine  will  be  distributed 
on  request  to:  (1)  local  full-time  health  depart- 
ments, (2)  medical  colleges  and  teaching  hospitals, 
(3)  superintendents  of  public  tuberculosis  hospitals 
and  directors  of  tuberculosis  clinics,  and  (4)  addi- 
tional hospitals  and  institutions  with  specially 
trained  physicians  who  have  been  designated  by 
the  State  Commissioner  of  Health  to  administer 
BCG  vaccine. 

The  procedures  recommended  are  as  follows: 

1.  Tuberculin  test  the  entire  group.  Use 
purified  protein  derivative  intracutaneously.  In 
groups  in  which  there  has  been  a known  unduly 
high  exposure  to  tuberculosis  it  is  preferable  to 
use  two  test  doses  of  P.P.D.:  0.00002  mg.  for 
the  first  test  dose  and  0.0002  mg.  for  the  second 
dose.  When  a single  test  is  used,  the  dosage 
recommended  is  0.0002  mg.  of  P.P.D.  Interpreta- 
tions of  the  tests  should  be  made  at  forty-eight  to 
seventy-two  hours,  preferably  the  latter.  A re- 
action to  tuberculin  should  not  be  interpreted 
unless  there  is  definite  induration  or  edema  of  at 
least  6 to  8 mm.  diameter,  regardless  of  whether 
redness  is  present  or  not.  If  old  tuberculin  is  used, 
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it  is  recommended  that  the  intracutaneous  method 
be  used.  Comparable  doses  of  O.T.  for  the  two- 
test  procedure  are  0.01  mg.  O.T.  for  the  first  test 
dose  and  0.1  mg.  for  the  second  dose.  When  a 
single  test  of  O.T.  is  used,  the  dosage  recommended 
is  0.1  mg.  of  O.T.  Interpretations  should  be  made 
in  the  same  manner  as  with  P.P.D. 

2.  Take  chest  x-ray  of  the  non-reactors  before 
vaccination,  whenever  practicable. 

3.  Give  BCG  vaccine  only  to  non-reactors. 
Vaccination  should  be  performed  within  two  weeks 
of  the  tuberculin  test. 

4.  Test  vaccinated  group  with  tuberculin 
eight  to  ten  weeks  after  vaccination.  If  P.P.D. 
was  used  before  vaccination,  use  0.0002  mg.  P.P.D. 
for  this  retesting.  If  O.T.  was  used  before  vac- 
cination, use  0.1  mg.  O.T.  for  the  retesting. 

5.  Revaccinate  those  previously  vaccinated 
who  remain  non-reactors  to  tuberculin  upon  re- 
testing. 

6.  Whenever  possible,  all  persons  comprising 
the  initial  group,  including  the  initial  prevaccina- 
tion reactors  as  well  as  the  initial  non-reactors 
should  be  observed  for  as  long  a period  of  time  as 
possible,  and  preferably  for  at  least  five  to  ten 
years,  with  semiannual  chest  x-ray  examinations 
and  annual  tuberculin  tests.  By  repeating  tuber- 
culin tests  at  yearly  intervals,  those  who  revert 
from  positive  to  negative  can  be  identified. 

7.  Revaccinate  those  reverting  to  tuberculin- 
negative status  following  vaccination. 

Consultation  and  advisory  service  by  the 
State  Department  of  Health,  including  assistance 
in  planning  a local  program,  will  be  available  and 
may  be  requested  at  any  time.  Arrangements 
may  be  made  for  instruction  and  demonstration 
in  vaccination  procedures.  Requests  for  such 
service  or  information  should  be  made  to  the 
Division  of  Tuberculosis  Control,  28  Howard 
Street,  Albany  7,  New  York. 

It  should  be  noted  that  the  BCG  program  for 
the  State  of  New  York  makes  no  provision  for  a 
control  nonvaccinated  group.  The  Division  of 
Tuberculosis  Control  is  planning,  however,  a 
systematic,  annual  follow-up  examination  of  the 
vaccinated  persons  with  tuberculin  tests  and  chest 
x-rays,  for  the  purpose  of  evaluating  the  influence 
of  BCG  immunization  on  tuberculosis  morbidity 
and  mortality  rates  in  groups  of  intimately  ex- 
posed persons. 

BCG  vaccination  of  tuberculin  negative  nurses 
and  medical  students  is  now  a regular  practice  in 
seven  of  the  State’s  nine  medical  schools.  A dozen 
nurses’  training  schools  and  teaching  hospitals 
as  well  as  several  tuberculosis  hospitals  and 
clinics  have  likewise  entered  upon  the  systematic 
BCG  immunization  of  tuberculin  negative  nurses, 
doctors,  and  employes.  Vaccination  programs 
have  also  been  launched  in  some  of  the  State’s 
mental  hospitals  and  plans  are  being  formulated 
for  BCG  immunization  work  among  the  tuber- 
culin-negative population  in  Harlem  where  the 


current  tuberculosis  mortality  rate  is  more  than 
eight  times  that  among  the  white  population  in 
New  York  City. 

The  New  York  State  BCG  Program  may  seem 
a very  modest  endeavor  in  comparison  with  the 
extensive  vaccination  work  carried  out  in  the 
Scandinavian  countries  and  more  so  in  view  of 
the  gigantic  immunization  program,  entered  upon 
by  the  World  Health  Organization,  of  more  than 
one  million  vaccinations  per  month  in  Poland, 
Jugoslavia,  Hungary,  Austria,  and  the  American 
and  British  zones  in  Germany.  However,  if  the 
preliminary  conclusions  of  the  BCG  Advisory 
Committee  for  the  State  of  New  York  become 
confirmed  by  the  work  now  in  progress,  we  may 
hope  that  the  vaccine  will  soon  be  available  for 
use  on  a more  extensive  scale. 

Conclusion 

The  New  York  State  Department  of  Health 
and  the  Medical  Society  of  the  State  of  New  York 
recommend  that  BCG  immunization  be  used  ex- 
tensively in  tuberculin  negative  reactors  in  groups 
of  occupationally  exposed  persons,  such  as  nurses, 
medical  students,  and  hospital  personnel;  in 
population  groups  with  high  tuberculosis  mor- 
bidity and  mortality,  and  where  there  has  been  a 
known  exposure  to  tuberculosis  or  where  an  ex- 
posure is  likely  to  occur,  as  in  the  households  of 
patients  returning  home  from  hospitals  or  san- 
atoria. For  the  present,  the  vaccine  will  not  be 
distributed  generally. 

Discussion 

Arthur  B.  Robins,  M.D.,  New  York  City. — I shall 
confine  my  discussion  to  three  aspects  of  the  subject 
presented  which  are  of  special  public  health  signifi- 
cance at  this  time,  case-finding,  BCG,  and  strepto- 
mycin. 

One  plan  for  tuberculosis  case-finding  currently 
proposed  is  the  community-wide  survey  as  demon- 
strated so  brilliantly  by  the  United  States  Public 
Health  Service  in  Milwaukee,  Minneapolis,  St. 
Paul,  and  now  in  Washington,  D.  C.  This  is  not 
feasible  in  New  York  City  at  this  time.  There  are 
more  than  6,000,000  individuals  over  fifteen  years 
of  age  in  this  City.  Even  if  we  assume  that  100,000 
persons  can  be  x-rayed  by  each  survey  unit  annually, 
a minimum  of  60  such  units  would  be  required  to 
cover  the  adult  population  in  New  York  City  in  the 
course  of  a year.  In  our  experience,  approximately 
5 per  cent  of  those  x-rayed  require  further  study. 
This  would  call  for  the  re-examination  of  over  300,- 
000  persons.  If  the  tuberculosis  prevalence  rate  of 
2 per  cent  found  in  the  160,000  x-ray  examinations 
done  in  1947  is  applied  to  the  entire  adult  population, 
continued  supervision  would  be  required  for  at 
least  100,000  cases  of  tuberculosis.  This  exceeds  the 
total  number  of  individuals  examined  in  our  chest 
clinics  last  year.  The  usual  finding  of  only  one  to 
two  active  cases  of  pulmonary  tuberculosis  in  each 
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thousand  persons  examined  would  hardly  seem  to 
justify  the  expenditure  of  time  and  money  involved, 
even  if  the  facilities  needed  for  a project  of  this 
magnitude  were  available. 

A more  practicable  approach  is  the  x-ray  examina- 
tion of  selected  groups,  the  groups  in  which  the  bulk 
of  the  3,100  deaths  and  7,600  new  cases  of  tubercu- 
losis last  year  occurred.  Concentration  of  our  efforts 
in  these  groups  should  lead  to  finding  a larger  num- 
ber of  active  cases  of  the  disease  and  finding  them 
earlier.  Analysis  of  the  data  for  1947  indicates  that 
approximately  70  per  cent  of  all  male  deaths  from 
tuberculosis  occurred  in  men  over  forty-five  and  pre- 
dominantly in  white  males  in  poor  economic  circum- 
stances. Almost  the  same  proportion  of  female 
deaths  occurred  in  women  under  forty-five.  The 
nonwhite  population  contributed  30  per  cent  of  all 
deaths,  and  these  were  mostly  in  younger  persons. 
The  distribution  of  new  cases  by  age,  sex,  and  race 
presented  a similar  picture. 

Case-finding  among  these  persons  can  be  done  in 
several  ways.  The  x-raying  of  all  hospital  admissions 
is  highly  productive  and  should  become  a routine 
hospital  procedure.  Recent  studies  show  that  a 
significantly  higher  proportion  of  active  tuberculosis 
is  found  among  patients  consulting  private  physi- 
cians for  a multiplicity  of  complaints  than  in  the 
so-called  apparently  healthy  population.  Routine 
screening  of  all  private  patients  by  fluoroscopy  or  x- 
ray  is  indicated.  The  entire  mass  x-ray  survey 
program  should  be  directed  more  selectively  at  older 
white  males  and  younger  females,  particularly  in 
the  nonwhite  population.  Women  attending  pre- 
natal clinics,  domestics,  and  people  receiving  public 
assistance  should  be  x-rayed  almost  routinely. 
Such  a program  can  and  should  be  continuous,  and 
the  services  of  the  Department  of  Health  are  freely 
available  for  this  purpose. 

The  problem  of  the  use  of  BCG  in  New  York  City 
rests  on  practical  rather  than  theoretic  grounds. 
The  mortality  from  tuberculosis  in  childhood  has 
been  reduced  to  so  low  a level  that  the  need  for  BCG 
must  be  doubted.  In  fact,  it  is  only  when  the  twenty 


to  twenty-four-year  age  group  is  reached  that  the 
number  of  tuberculosis  deaths  becomes  sufficiently 
great  to  justify  considering  the  administration  of 
BCG  to  the  large  number  of  individuals  involved. 
This  is  the  group  in  which  least  is  known  about  the 
effect  of  the  vaccine  and  the  duration  of  the  im- 
munity it  produces.  Until  these  questions  have  been 
answered,  the  routine  administration  of  BCG  to 
adolescents  and  young  adults  in  New  York  City 
would  seem  to  be  premature.  Such  investigations 
are  under  consideration  by  the  Health  Department. 

Just  a few  words  about  streptomycin.  In  the 
enthusiasm  over  the  first  effective  antibiotic 
against  the  tubercle  bacillus,  the  fact  that  the  case 
must  be  found  before  it  can  be  treated  must  not  be 
overlooked.  The  earlier  it  is  found,  the  greater  is 
the  likelihood  that  streptomycin  will  control  the 
infection.  Streptomycin  offers  the  strongest  justi- 
fication for  the  expansion  of  our  efforts  to  find  early 
cases  of  tuberculosis.  On  the  other  hand,  the  injudi- 
cious use  of  the  drug  may  not  only  do  the  patient  no 
good  but  may  even  deprive  some  unfortunate  con- 
tact of  his  best  chance  of  getting  well.  This  very 
real  danger  places  the  public  health  responsibility 
for  the  use  of  streptomycin  squarely  on  the  shoulders 
of  the  clinician. 
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OSTEOPATHS  LOSE  KANSAS  CASE 
The  three-judge  Federal  court  convened  at  the 
request  of  four  Kansas  osteopaths,  in  a unanimous 
decision  November  16,  1948,  upheld  the  constitu- 
tionality of  the  Kansas  osteopathic  act.  In  doing  so, 
the  court  gave  full  recognition  to  the  right  of  the 
state  to  confine  osteopaths  to  manipulative  therapy 
and  to  detiy  to  them  the  right  to  “use  or  administer 
medicinal • therapeutics  or  operative  surgery . with 
instruments:”  The  court  pointed  out  that,  prior  to 
and  since  the  enactment  of  the  osteopathic  act  in 
1913,  “the  science  of  osteopathy  has  been  and  is  now 
based  upon  the  concept  that  the  curative  powers  for 


bodily  disease,  infirmity  or  disability  are  within  the 
body  itself,  and,  if  the  structural  integrity  of  the  body 
is  maintained,  the  natural  cures  will  combat  the 
disability;  that  the  art  and  science  of  osteopathy 
lies  in  detecting  and  correcting  structural  derange- 
ments in  the  body  by  manipulative  therapy.” 

In  Kansas,  the  court  said,  “the  osteopathic  profes- 
sion is  classified  and  regulated  as  a drugless  and 
knifeless  healing  art  or  science.”  An  appeal^  from 
this  decision  may  be  taken  direct  to  the  United 
States  Supreme  Court. — J.A.M.A.,  November  14, 
1948 


ABDOMINAL  SURGERY  IN  INFANCY  AND  CHILDHOOD 

Edward  J.  Donovan,  M.D.,  New  York  City 

(From  the  Department  of  Clinical  Surgery,  College  of  Physicians  and  Surgeons,  Columbia  University,  and  St. 
Luke’s  and  Babies  Hospitals ) 


THERE  are  certain  qualities  necessary  in  a 
man  who  wishes  to  be  successful  in  the  sur- 
gery of  infants  and  children.  First  of  all,  he 
must  be  fond  of  children,  understanding,  sympa- 
thetic, and  most  important  of  all  requisites,  he 
must  be  gentle  at  all  times.  He  must  be  a keen 
observer  and  able  to  seize  his  opportunities  as 
they  present  themselves,  since  it  is  often  necessary 
to  make  the  diagnosis  not  only  without  the  co- 
operation of  the  patient  but  in  spite  of  his  opposi- 
tion. He  must  not  consider  an  infant  or  a child 
as  a small  edition  of  an  adult,  subject  to  the  same 
diseases  as  adults  and  reacting  in  the  same  way. 

While  at  times  almost  every  adult  surgical 
condition  may  be  found  in  an  infant  or  a child, 
the  converse  does  not  hold  true,  as  children 
suffer  from  several  abdominal  conditions  such  as 
acute  mesenteric  lymphadenitis,  congenital  py- 
loric stenosis,  idiopathic  intussusception,  and  cer- 
tain malignant  tumors,  such  as  Wilms’  tumor  of 
the  kidney,  neuroblastoma  of  the  adrenal  or 
sympathetic  nerve  cells,  which  have  no  counter- 
part in  adult  life.  The  pathologic  process  in  a 
child  is  often  exactly  the  same  as  that  found  in 
adults  but  is  modified  by  the  child’s  reaction  to 
it.  It  is  for  this  reason  that  many  diseases  of 
infancy  and  ahildhood  are  abrupt  in  their  onset, 
intense  in  their  manifestations,  and  of  short 
duration.  Children  do  not  suffer  from  the  de- 
generative diseases  of  adult  life,  and  their  fresh 
young  tissues  react  most  satisfactorily  to  surgical 
trauma.  Their  powers  of  healing  are  tremen- 
dous and  through  the  process  of  growth  and  de- 
velopment may  overcome  great  handicaps.  The 
best  example  of  this  power  is  the  way  that  an 
infant  will  heal  a postoperative  incisional  hernia 
by  growth  only,  while  these  hernias  in  adults 
always  need  surgical  repair. 

Another  way  in  which  abdominal  surgery  in 
infants  and  children  differs  from  that  in  adults  is 
the  children’s  reactions  to  surgical  trauma.  There 
is  a very  definite  limit  to  the  amount  of  abdominal 
surgery  that  an  infant  or  child  can  tolerate,  yet 
it  has  always  been  amazing  to  see  how  much 
surgery  even  a very  young  infant  is  able  to  stand 
if  the  surgeon  remembers'  that  he  is  operating 
upon  an  infant  instead  of  an  adult.  Children 
do  not  stand  rough  handling  of  their  tissues,  are 
very  easily  disturbed  by  the  loss  of  blood,  and 
will  resist  vigorously  up  to  a certain  point,  but 
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beyond  that  point  the  drop  may  be  precipitous 
and  unheralded.  The  surgical  attack  on  the 
offending  organ  should  be  as  direct  as  possible, 
as  there  is  practically  no  indication  in  abdominal 
surgery  of  infants  and  children  for  the  so-called 
exploratory  laparotomy  of  adult  life. 

It  is  now  generally  agreed  that  any  child  about 
to  face  an  operation  must  be  in  the  best  possible 
condition  as  far  as  fluid  balance  is  concerned. 
No  longer  are  the  long  periods  of  starvation  and 
purgation  before  operation  considered  either 
necessary  or  desirable,  since  it  is  much  more  im- 
portant to  increase  his  fluid  intake  right  up  to  the 
time  of  operation  than  to  remove  a quantity  of 
fluid  from  his  gastrointestinal  tract  by  use  of 
purgatives.  There  is  no  excuse  nowadays  for 
operating  on  any  child  who  is  not  in  fluid  balance, 
as  the  necessary  fluids  may  easily  be  supplied  in  a 
matter  of  a few  minutes  or  perhaps  an  hour. 
Many  a successful  operation  has  proved  to  be  a 
failure  because  the  patient  was  anemic,  dehy- 
drated, or  in  no  condition  to  stand  an  operation 
when  the  delay  of  perhaps  an  hour  in  replenishing 
his  lost  fluids  would  have  assured  the  successful 
outcome.  There  is  no  abdominal  condition  in  an 
infant  or  child  which  is  so  urgent  that  the  child 
need  be  operated  on  when  he  is  not  properly  pre- 
pared. Clyses  or  infusions  of  glucose  and  saline 
and  transfusions  of  whole  blood  or  plasma  are  too 
easily  done  to  allow  any  child  to  be  operated  on 
without  these  benefits.  No  better  example  of 
the  benefits  of  proper  preparation  for  operation 
is  needed  than  the  present  low  mortality  in  the 
surgical  treatment  of  pyloric  stenosis.  In  the 
days  when  these  babies  were  operated  on  as 
emergencies  and  when  the  medical  profession  did 
not  appreciate  the  importance  of  fluid  balance, 
the  mortality  was  as  high  as  35  per  cent.  As  soon 
as  it  was  found  that  these  babies  needed  to  have 
their  lost  fluids  restored  more  than  an  emergency 
operation,  the  mortality  began  to  drop  and  con- 
tinued to  do  so  until  it  has  now  reached  the  level 
of  1 per  cent. 

It  has  also  been  stated,  and  I believe  quite 
without  justification,  that  diagnosis  of  abdominal 
conditions  in  infants  and  children  is  more  difficult 
than  in  adults.  This  I believe  depends  almost 
entirely  upon  the  examiner’s  approach  to  his 
problem.  TheI^^RRIR^a<S®laTlH£he  has 
a painful  lesion  m his  abdomen, , 
strangeiGpt^JiijiJmSes'ln^bed  ^an^^VnYMrtP 
is  only  going  to  §dd  iP 

proper  approach^ fs  maae— ana  tms  means  being 
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friendly  and  kind,  restoring  the  child’s  confi- 
dence in  you,  and  making  him  think  that  you 
are  his  best  friend — he  will  allow  you  to  do  many 
things,  such  as  a rectal  examination  which  is 
painful  and  adds  greatly  to  his  discomfort,  while 
someone  else  in  attempting  to  accomplish  these 
things  in  a different  way  will  be  wholly  unsuccess- 
ful. For  example,  if  the  child  is  suspected  of 
having  an  acute  appendix,  do  not  start  your  ab- 
dominal examination  by  palpating  his  right 
lower  quadrant.  Start  on  the  left  side  and  work 
around  gently  to  the  right  lower  quadrant.  If 
you  start  by  hurting  him,  you  are  almost  surely 
doomed  to  fail.  Symptoms  alone  may  make  a 
diagnosis  in  an  adult,  but  this  is  not  true  for  a 
child.  A very  careful  and  thorough  abdominal 
and  rectal  examination  is  essential  in  all  abdomi- 
nal surgical  conditions. 

The  actual  operation  should  be  done  as  quickly 
as  is  consistent  with  careful  handling  of  tissues 
and  complete  hemostasis,  but  speed  must  never 
be  attained  by  hurried,  careless  work.  Each 
structure  should  be  seen  rather  than  felt  and 
intra-abdominal  manipulation  should  be  kept 
at  a minimum.  Because  of  their  thin  abdominal 
walls,  infants  and  children  are  much  more  apt  to 
disrupt  their  abdominal  incisions  than  adults. 
Disruption  of  a surgical  wound  is  a serious  compli- 
cation, because  it  practically  always  means  a 
second  anesthetic,  often  in  a very  critical  period 
of  the  child’s  convalescence  and  perhaps  before 
he  has  fully  recovered  from  the  first  anesthetic. 
For  this  reason,  great  care  must  be  given  to  the 
layer  closure  of  all  abdominal  incisions.  It  is 
also  an  excellent  plan  to  use  retention  sutures  of 
silk  on  all  abdominal  incisions,  except  perhaps 
on  the  McBurney  incision. 

The  child’s  postoperative  reaction  to  an  ab- 
dominal operation  is,  for  the  most  part,  most 
gratifying.  Postoperative  respiratory  infections 
and  atelectasis  occur  very  rarely.  Children 
never  have  to  be  catheterized  nor  do  they  require 
cathartics  after  operation.  They  are  usually 
ready  and  eager  to  take  the  nourishment  that 
they  require  and  need  not  be  urged  to  move 
around  the  bed  or  sit  in  the  chair  when  the  proper 
time  comes.  They  are  also  very  tolerant  of  such 
things  as  infusions,  Miller  Abbott  tubes,  etc.,  far 
more  so  than  many  adults. 

The  greater  part  of  the  abdominal  surgery  of 
the  first  year  of  life  is  the  direct  result  of  some 
congenital  anomaly.  Infection,  therefore,  plays 
a minor  role  in  the  abdominal  surgery  of  this 
period,  but,  after  the  child  is  a year  old,  infection 
forms  the  background  of  many  abdominal 
pathologic  processes  as  it  does  in  adult  life.  The 
genitourinary  tract  is  probably  the  most  common 
site  for  congenital  anomalies,  but  the  gastro- 
intestinal tract  is  not  far  behind  and  it  is  the 


latter  anomalies  which  concern  us  most  today. 
It  is  impossible  in  a paper  of  this  kind  to  cover 
all  of  the  abdominal  surgical  conditions  in  in- 
fants and  children,  so  that  I am  going  to  discuss 
the  congenital  anomalies  of  the  gastrointesti- 
nal tract,  attempting  to  accentuate  the  most  im- 
portant points  in  the  diagnosis  and  treatment  of 
these  conditions. 

One  of  the  first  of  the  congenital  anomalies  of 
the  gastrointestinal  tract  is  congenital  atresia  of 
the  esophagus.  It  is  considered  first  because  it 
is  found  at  the  upper  end  of  the  gastrointestinal 
tract  and  also  because  it  makes  its  presence 
known  but  a few  hours  after  the  child  is  born. 
This  anomaly  exists  in  four  different  types,  but 
one  type  is  by  far  the  most  common,  occurring  in 
at  least  85  per  cent  of  the  cases,  and  is  the  only 
one  we  need  to  discuss  today.  This  anomaly  con- 
sists of  a closed  upper  esophageal  pouch,  com- 
pletely separated  from  the  lower  esophageal  seg- 
ment which  communicates  with  the  trachea  at  or 
just  above  the  bifurcation.  One  may  suspect 
the  presence  of  this  anomaly  if  the  newborn  baby 
seems  to  have  an  unusual  amount  of  saliva  or 
mucus  in  his  mouth  and  pharynx.  Your  suspi- 
cion may  then  be  confirmed  by  passing  a cathe- 
ter, about  size  16  F,  down  the  esophagus  and  en- 
countering a complete  obstruction  about  12  cm. 
from  the  anterior  alveolar  arch.  Your  suspicions 
of  the  presence  of  the  anomaly  should  be  in- 
creased if,  in  addition  to  the  presence  of  the  ab- 
normal amount  of  secretions  in  the  mouth  and 
pharynx,  the  baby  exhibits  severe  .distress  with 
the  very  first  drink  of  water  he  is  allowed  by 
mouth.  He  regurgitates  it  through  his  mouth 
and  nose  immediately,  becomes  cyanotic,  and  has 
quite  a serious  time  as  the  result  of  taking  the 
fluid.  Further  confirmation  may  be  obtained 
by  injecting  a small  quantity  of  lipiodol  (never 
barium)  into  this  catheter  and  taking  an  x-ray. 
Barium  should  not  be  used  for  this  x-ray,  as  the 
baby  will  aspirate  it  into  his  trachea  and  it  will 
spread  through  his  bronchial  tree.  Lipiodol 
under  these  circumstances  is  quite  harmless.  If 
the  lower  esophageal  pouch  communicates  with 
the  trachea,  as  it  usually  does,  the  same  x-ray 
plate  will  show  a normal  amount  of  air  or  gas  in 
the  stomach  and  intestines.  This  baby  should 
be  operated  upon  as  quickly  as  possible,  for  he 
will  have  an  aspiration  pneumonia  in  a matter  of 
three  or  four  days.  (The  reason  for  this  is  that 
there  is  always  a great  amount  of  secretion  and 
mucus  in  the  closed  upper  pouch  which  he  will 
regurgitate  and  then  aspirate  into  his  trachea  and 
bronchi.  The  ideal  operation  is  to  disconnect 
the  fistula  from  the  trachea  and  do  an  end-to-end 
anastomosis  between  the  two  esophageal  seg- 
ments. Unfortunately,  this  is  not  always  possi- 
ble because  of  the  distance  between  the  two  seg- 
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ments  or  because  of  the  great  disparity  in  the 
size  of  their  lumens.  If  the  ideal  operation  can- 
not be  done,  the  upper  pouch  must  be  brought 
out  in  the  neck  with  the  hope  of  later  establish- 
ing an  external  esophagus.  Great  progress  has 
been  made  in  the  past  ten  years  in  the  surgical 
treatment  of  this  anomaly  and,  as  surgeons’  ex- 
perience increases,  many  more  end-to-end  anas- 
tomoses will  be  accomplished. 

Another  early  congenital  anomaly  which  needs 
surgical  repair  early  in  life  is  hernia  into  the  um- 
bilical cord.  This  condition  is  present  at  birth 
and  should  be  corrected  as  quickly  as  possible, 
because  the  sac  of  the  hernia,  which  is  made  up  of 
amnion  and  peritoneum,  is  so  thin  that  if  allowed 
to  dry  it  will  crack  and  permit  infection  to  pass 
from  the  outside  to  the  peritoneal  cavity.  This 
condition  is  usually  easily  corrected  by  excising 
the  sac  and  closing  the  defect  in  the  abdominal 
wall  with  through-and-through  silk  sutures. 

Passing  down  the  gastrointestinal  tract,  the 
next  congenital  anomaly  that  is  encountered  is 
pyloric  stenosis.  This  condition  is  caused  by 
hypertrophy  of  the  circular  muscle  of  the  pylorus 
which  oftentimes  is  five  or  six  times  its  normal 
thickness,  while  all  other  structures  at  the  pylorus 
are  normal.  This  condition  occurs  about  seven 
times  more  often  in  males  than  in  females  and 
very  frequently  in  the  first  child  of  a family. 
Vomiting,  which  is  always  the  first  symptom, 
usually  does  not  begin  until  the  baby  is  two  weeks 
old.  The  vomiting,  which  is  a regurgitation  at 
first,  soon  becomes  projectile  in  character.  The 
vomitus  never  contains  bile,  which  is  a very  im- 
portant differential  point  between  pyloric  steno- 
sis and  congenital  duodenal  obstruction.  The 
vomitus  may  contain  blight  red  blood  or  coffee- 
ground  material  which  is  due  to  the  rupture  of  a 
gastric  mucosal  vessel  during  the  forceful  vomit- 
ing or  to  the  associated  gastritis  which  is  present 
in  a large  majority  of  the  cases.  The  diagnosis 
of  pyloric  stenosis  is  made  by  palpating  the  py- 
loric tumor  which  is  present  in  every  true  case  of 
pyloric  stenosis  and  is  pathognomonic  since  it  is 
found  in  no  other  condition.  These  babies  soon 
become  dehydrated,  lose  weight  rapidly,  and  be- 
come constipated  because  they  are  losing  all  of 
their  fluid  by  vomiting.  They  should  all  be 
operated  on  as  soon  as  the  pyloric  tumor  is  pal- 
pated and  the  fluids  that  they  "have  lost  by  vom- 
iting have  been  completely  restored. 

They  should  never  be  considered  emergen- 
cies, as  there  is  really  no  hurry  about  operat- 
ing on  them,  and  they  should  never  be  operated 
on  until  the  tumor  is  palpated  and  until  they 
are  completely  hydrated.  The  Fredet-Ramm- 
stedt  operation  is  successful  in  all  cases  and 
gives  a permanent  result  as  shown  by  the 
follow-up  of  cases  that  has  extended  over  the 


years.  The  mortality  should  not  be  greater  than 
1 per  cent. 

Congenital  duodenal  obstruction  may  be  di- 
vided into  two  groups  depending  on  whether  the 
obstructing  lesion  is  intra-  or  extraluminal.  The 
common  causes  of  both  groups  are  as  follows: 


Extrinsic  Causes 

1.  Developmental  bands 

2.  Volvulus  of  the  mid- 
gut loop 

3.  Fixation  of  the  duo- 
denum in  an  abnormal 
position 


Intrinsic  Causes 

1.  Atresia 

2.  Stenosis 

3.  Intraluminal  dia- 
phragm or  mem- 
brane 


There  is  quite  a difference  in  the  clinical  be- 
havior of  the  two  groups,  as  the  extrinsic  lesions 
are  apt  to  start  as  incomplete  obstructions  which 
may  become  complete,  perhaps  while  you  have 
the  baby  in  the  hospital  for  observation.  These 
lesions  do  not  always  require  immediate  atten- 
tion directly  after  birth  as  an  intrinsic  lesion  often 
will,  because  the  latter  usually  caused  complete 
obstruction  and  calls  for  a major  surgical  opera- 
tion when  the  baby  is  but  a few  hours  old.  Suc- 
cess with  this  type  of  surgery  depends,  to  a large 
extent,  on  how  quickly  the  diagnosis  is  made  and 
the  thoroughness  of  the  preparation  before  opera- 
tion. The  diagnosis  of  any  type  of  duodenal  ob- 
struction is  suspected  if  the  baby  vomits  bile. 
A plain  plate  of  the  abdomen  usually  discloses  the 
enlarged  duodenum  distended  with  gas,  with  no 
gas  shadow  beyond  it  if  the  obstruction  is  com- 
plete. Anastomosis  of  the  jejunum  to  the  di- 
lated duodenum  either  in  front  of  or  behind  the 
transverse  colon  is  the  operation  of  choice. 

There  are  many  causes  of  congenital  obstruc- 
tion of  the  small  or  large  bowel  in  newborn  in- 
fants. The  most  common  causes  are  atresia,  de- 
velopmental bands,  various  forms  of  malrotation, 
and  meconium  ileus.  The  diagnosis  of  intestinal 
obstruction  may  easily  be  made  with  the  help  of 
a plain  plate  of  the  abdomen  and  the  obstruction 
located  either  in  the  small  or  large  bowel  by  this 
means,  but  it  is  impossible  to  determine  the  cause 
of  the  obstruction  until  laparotomy  is  done.  It 
is  wise  to  be  careful  of  the  use  of  barium  mixtures 
in  making  the  diagnosis  of  intestinal  obstruction, 
as  you  may  convert  an  incomplete  obstruction 
into  a complete  one  by  so  doing.  All  of  the  in- 
formation necessary  may  be  obtained  by  a plain 
plate  of  the  abdomen.  All  cases  of  intestinal 
obstruction  in  the  newborn  should  be  operated 
upon  immediately,  as  sometimes  the  delay  of  an 
hour  or  two  may  make  a great  difference  in  the 
outcome  of  the  operation. 

Every  patient  with  congenital  atresia  of  the 
bile  ducts  should  be  operated  upon  in  the  hope 
that  it  may  be  possible  through  some  type  of 
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anastomosis  to  deliver  the  bile  into  the  intestinal 
tract.  Unfortunately,  so  little  of  the  extra- 
hepatic  duct  system  is  developed  that  it  is  im- 
possible to  accomplish  this  in  the  majority  of 
cases.  The  liver  and  the  extrahepatic  ducts  go 
through  a very  complicated  process  in  their  de- 
velopment, so  that  it  is  not  to  be  wondered  at 
that  these  anomalies  occur  quite  frequently. 
The  history  in  almost  every  case  shows  the  pres- 
ence of  jaundice  which  appears  shortly  after 
birth  and  persists  beyond  the  period  one  would 
expect  physiologic  jaundice  to  do.  The  jaundice 
is  accompanied  by  clay-colored  stools  in  many, 
but  not  all,  cases.  Passage  of  a duodenal  tube 
and  no  finding  of  bile  in  the  duodenal  drainage  is 
an  excellent  test.  The  diagnosis  actually  de- 
pends upon  the  findings  of  obstructive  jaundice 
by  laboratory  tests.  Operation  should  not  be 
done  until  the  patient  is  at  least  six  weeks  old  and 
has  been  under  careful  observation  for  several 
days.  Physiologic  jaundice  has  usually  disap- 
peared by  the  third  week  of  life. 

Congenital  diaphragmatic  hernia  may  exist  in 
one  of  several  forms.  One  of  the  most  common 
types  shows  the  defect  to  be  in  the  posterior  part 
of  the  chest  where  the  embryonal  fibers  of  verte- 
bral and  costal  origin  have  failed  to  fuse.  This 
opening  is  called  the  foramen  of  Bochdalek. 
Hernias  through  the  esophageal  hiatus  are  the 
next  most  common  variety.  The  diagnosis  of 
most  congenital  hernias  may  be  made  by  taking 
a plain  plate  of  the  chest.  This  will  show  the 
gas  bubbles  in  the  chest,  collapse  of  the  corre- 
sponding lung,  and  displacement  of  the  heart  to 
the  opposite  side  of  the  chest.  Any  infant  or 
child  who  has  coils  of  bowel  in  the  chest  should  be 
operated  upon  as  quickly  as  possible;  otherwise 
he  is  a candidate  for  intestinal  obstruction,  the 
worst  complication  that  can  befall  a patient  with 
diaphragmatic  hernia.  It  is  also  important  not 
to  delay  operation  because  the  abdomen  will  not 
develop  if  all  of  its  contents  are  in  the  chest.  So, 
by  waiting  to  repair  the  hernia,  the  operator  may 
find  that  the  abdomen  is  too  small  to  contain  all 
of  the  structures  he  brings  down  from  the  chest. 
We  have  successfully  operated  upon  several  small 
infants  who  were  in  such  respiratory  distress  that 
they  had  to  be  kept  in  oxygen  until  they  were 
anesthetized. 

Meckel’s  diverticulum  is  another  congenital 
anomaly  whose  possible  presence  in  the  abdomen 
must  not  be  forgotten.  It  may  be  troublesome 
because  when  it  becomes  inflamed  the  signs  are 
impossible  to  differentiate  from  those  of  acute 
appendicitis.  It  is,  moreover,  much  more  apt 
to  cause  intestinal  obstruction  by  becoming 
wrapped  around  some  loop  of  intestine,  "or  it  may 
be  the  cause  of  intussusception.  When  it  con- 
tains aberrant  gastric  mucosa,  as  it  frequently 


does,  a gross  abdominal  hemorrhage  may  be  the 
first  indication  of  its  presence.  The  treatment 
in  all  cases  is  to  remove  the  diverticulum. 

Congenital  malformations  of  the  rectum  and 
anus  seem  to  be  all  too  frequent.  The  most 
common  anomaly  in  female  babies  is  an  abnormal 
position  of  the  anus,  which  is  located  in  the  pos- 
terior vaginal  wall.  The  anus  should  be  re- 
moved and  transplanted  to  its  normal  position, 
but  this  operation  should  not  be  attempted  until 
the  girl  is  about  ten  years  old.  It  must  be  done 
before  menses  start,  but  it  should  not  be  done  too 
early  in  life.  The  transplantation  of  the  rectum 
anh  anus  should  be  preceded  by  a completely 
defunctioning  transverse  colostomy.  A splendid 
result  may  be  expected.  In  boys  the  anus,  anal 
canal,  rectosigmoid,  or  the  rectum  may  be  absent. 
The  diagnosis  of  what  part  of  the  large  bowel  is 
present  may  usually  be  made  by  taking  a plain 
plate  of  the  abdomen.  If  the  rectum  or  sigmoid 
is  absent,  a colostomy  must  be  done.  The 
large  majority  of  boys  with  imperforate  anus 
have  a congenital  communication  between  the 
bladder  or  the  posterior  urethra  and  the  rectum, 
and  this  fistula  is  usually  diagnosed  by  the  spon- 
taneous passage  of  meconium  through  the  penis 
or  by  the  passage  of  urine  into  the  rectum.  This 
fistula  will  require  surgical  closure,  sometime 
after  we  have  been  able  to  establish  continuity  of 
the  gastrointestinal  tract; 

Duplication  of  any  part  of  the  gastrointestinal 
tract  may  occur  in  children,  but  by  far  the  most 
common  site  is  in  the  terminal  ileum.  Duplica- 
tions usually  develop  from  embryonic  rests  and 
lie  in  the  mesentery  of  the  bowel  they  parallel. 
They  also  have  the  same  blood  supply  as  the 
viscus  they  parallel  and,  for  this  reason,  it  is  im- 
possible to  remove  them  without  compromising 
the  blood  supply  and  the  adjacent  loop  of  gut. 
They  very  frequently  do  not  contain  the  same 
type  of  mucous  membrane  as  the  gut  whose 
mesentery  they  share,  and  frequently  contain 
gastric  mucous  membrane  which  ulcerates  and 
may  cause  very  serious  gastrointestinal  hemor- 
rhage. They  usually  communicate  with  the 
bowel  at  one  end,  but  frequently  they  do  not  do 
so.  They  do  not  show  in  a gastrointestinal  x-ray 
series,  so  that  they  are  frequently  diagnosed  by 
the  process  of  exclusion.  They  should  be  com- 
pletely removed  with  a corresponding  length  of 
the  gut  they  parallel. 

There  are  many  abdominal  surgical  conditions 
in  infants  and  children  which  have  no  relation  to 
the  anomalies,  and  I would  like  to  call  attention 
to  the  salient  features  in  the  care  of  some  of  the 
more  common  of  these  conditions. 

The  earliest  and  probably  the  most  common 
surgical  emergency  in  children  between  the  ages 
of  five  and  eighteen  months  is  idiopathic  in- 
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tussusception.  This  condition  occurs  much 
more  frequently  in  boys  than  in  girls,  and  often 
in  the  healthiest  and  most  vigorous  of  the  male 
children.  The  history  in  almost  all  cases  is  the 
same,  i.e.,  a strong  healthy  male  child  between 
the  ages  of  five  and  eighteen  months  gets  a very 
acute  abdominal  pain  for  no  reason  known  to  the 
; mother.  This  pain  is  so  acute  that  he  cries  out, 
may  become  pale  and  covered  with  perspiration, 
and  there  is  no  doubt  in  the  mother’s  mind  that 
something  acute  has  taken  place  inside  his  abdo- 
men. He  may  recover  from  this  initial  shock  in 
a few  minutes  only  to  have  a recurrence  of  the 
acute  attack  later.  He  soon  passes  blood  or 
bloody  mucus  by  rectum,  but  it  is  well  to  remem- 
, ber  that  it  is  possible  for  him  to  pass  one  or  more 
i perfectly  normal  stools  before  they  show  the 
bloody  mucus.  With  a history  such  as  this,  one 
should  suspect  the  child  of  having  an  acute  in- 
. tussusception.  The  diagnosis  is  confirmed  by 
palpating  an  abdominal  mass,  usually  running 
transversely  across  the  epigastrium.  Operation 
i should  be  done  as  quickly  as  it  is  possible,  be- 
cause every  hour  of  delay  may  decrease  the  opera- 
tive chance  of  reducing  the  intussusception.  The 
j mortality  in  the  treatment  of  intussusception 
may  all  be  attributed  to  delay  in  diagnosis  or  de- 
lay in  operation. 

Acute  appendicitis  may  occur  at  any  age.  We 
| have  seen  several  cases  in  infants  less  than  one  year 
of  age.  This  is  another  condition  where  the 
mortality  is  almost  entirely  due  either  to  delay 
in  diagnosis  or  delay  in  the  operative  treatment. 
No  amount  of  skill  on  the  part  of  the  surgeon  may 
overcome  the  harm  caused  by  delay  as  stated 
above.  The  diagnosis  is  probably  no  more  diffi- 
cult in  infants  and  childen  than  it  is  in  adults. 
The  history  in  almost  eveiy  case  is  that  of  general- 
ized abdominal  pain  followed  by  vomiting.  The 
most  reliable  of  all  physical  signs  is  definitely 
localized  tenderness  or  rebound  tenderness  over 
McBumey’s  point.  We  prefer  to  use  a McBur- 
ney  incision  on  all  males  and  on  all  females  under 
' twelve  years  of  age.  After  twelve  years  of  age, 
we  prefer  to  make  a right  rectus  incision  in  girls 
unless  there  is  no  doubt  whatever  in  the  surgeon’s 
I mind  that  acute  appendicitis  is  the  cause  of  the 
trouble.  It  is  very  difficult  to  treat  other  condi- 
tions than  acute  appendicitis  through  a McBur- 
1 ney  incision. 

The  care  of  inguinal  and  umbilical  hernias  in 
infants  often  causes  the  attending  physician  no 
end  of  worry.  A simple  statement  of  the  indica- 
I tion  for  surgical  treatment  of  this  condition  may 
I be  helpful.  Because  so  many  inguinal  hernias  in 
; infants  will  heal  spontaneously  during  the  first 
j year  of  life,  they  are  not  all  considered  to  be  surgi- 
i cal.  Many  of  them  will  be  helped  by  the  use  of  a 
yarn  truss.  In  other  words,  the  only  indication 


for  the  surgical  repair  of  an  inguinal  hernia  in  an 
infant  under  one  year  of  age  is  that  the  hernia  is 
troublesome,  and  by  that  I mean  that  it  is  fre- 
quently becoming  incarcerated,  and  the  physi- 
cian has  to  be  called  to  reduce  it.  After  the  in- 
fant has  reached  the  age  of  one  year,  very  few 
inguinal  hernias  will  heal  spontaneously,  so  that 
they  should  all  be  operated  upon.  The  mortality 
and  the  recurrence  rate  in  the  surgical  treatment 
of  inguinal  hernias  are  both  zero.  Similar  condi- 
tions and  indications  apply  to  umbilical  hernias 
in  infants.  Many  umbilical  hernias  occur  in  in- 
fants who  have  rickets,  and  as  the  rickets  im- 
prove and  by  the  process  of  growth  and  develop- 
ment of  the  child,  an  umbilical  hernia  may  be 
cured  spontaneously  up  to  the  age  of  four  years, 
so  that  it  is  our  policy  not  to  operate  upon  um- 
bilical hernia  before  the  child  is  four  years  old, 
unless  the  hernia  becomes  repeatedly  incar- 
cerated. Very  few  umbilical  hernias  will  heal 
spontaneously  after  the  child  has  reached  the  age 
of  four  years. 

Incompletely  descended  testes  should  be 
brought  down  to  the  scrotum  before  puberty,  as 
the  testicle  undergoes  its  greatest  development  at 
puberty  and  has  a far  better  chance  of  becoming 
a good  testicle  if  it  is  in  the  scrotum.  The  best 
time  for  operation  is  between  the  ages  of  eight 
and  twelve  years.  Since  for  most  incompletely 
descended  testes  there  is  a mechanical  reason  why 
they  do  not  descend  into  the  scrotum,  I do  not 
believe  that  many  of  them  are  helped  in  their 
descent  by  the  use  of  hormones.  Many  parents 
request  a trial  of  hormone  treatment,  and  I see 
no  real  reason  why  it  should  not  be  tried  if  done 
judiciously. 

Infants  and  children  are  excellent  subjects  for 
carefully  planned  and  skillfully  executed  abdo- 
minal surgical  procedures.  They  will  respond 
most  gratifyingly  to  the  careful  handling  of  their 
tissues  and  will  get  well  in  spite  of  the  greatest 
odds  if  they  are  given  a chance. 

Discussion 

John  Aikman,  M.D.,  Rochester. — Dr.  Donovan’s 
paper  shows  what  may  be  accomplished  by  team- 
work and  by  devoting  special  attention  to  surgery  of 
children.  It  is  through  the  work  of  these  children’s 
surgeons  that  so  much  has  been  accomplished. 

Dr.  Donovan  has  emphasized  the  value  of  x-ray 
and  the  diagnosis  of  gastrointestinal  and  other  ab- 
normalities. I would  like  to  add  that  more  intra- 
venous pyelography  will  probably  bring  out  the 
diagnosis  of  more  congenital  abnormalities  of  the 
urinary  tract. 

I admire  the  author’s  stand  on  delay  of  operations 
on  hernias.  I have  long  felt  that  the  general  surgeon 
rushes  in  on  these  cases.  I am  surprised  that  he  does 
not  find  that  the  antibiotics  have  greatly  influenced 
his  results. 
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R.  Franklin  Carter,  M.D.,  New  York  City. — After 
considerable  experience  in  the  management  of  ab- 
dominal conditions  in  infancy  and  childhood,  the 
general  surgeon  will  appreciate  and  understand  the 
importance  of  the  special  features  in  this  field  as 
pointed  out  by  the  author.  Certain  qualities  in  the 
man  may  be  desirable,  but  certainly  the  man  must 
realize  that  the  child  is  not  a small  edition  of  the 
adult  in  a surgical  way  before  he  can  become  as 
successful  in  this  field  as  he  may  after  such  a reali- 
zation. Throughout  the  whole  discussion  that  we 
have  just  heard  there  is  evident  a profound  under- 
standing and  appreciation  of  the  importance  of  these 
special  features : 

Special  conditions  encountered  in  infants  and 
children,  as  well  as  the  difference  in  reaction  of  the 
child  to  pathologic  conditions  seen  in  adult  life, 
have  been  pointed  out  for  our  guidance.  The  prompt 
and  severe  reaction  of  an  infant  to  conditions  com- 
mon to  both  infant  and  adult  has  often  discouraged 
the  pediatrician  as  well  as  the  surgeon  in  instituting 
radical  surgical  measures. 

Exploratory  laparotomy  in  childhood  is  rarely,  if 
ever,  indicated  because  of  subjective  symptoms. 
The  severe  abdominal  symptoms  encountered  in  the 
adult  in  association  with  psychosomatic  conditions 
are  not  seen  in  the  child.  Vomiting  is  at  times  a 
very  misleading  sign  in  children  when  it  is  seen  in 
connection  with  a behavior  problem. 

The  belief  that  children,  and  especially  infants, 
could  not  withstand  as  much  surgery  as  adults  is 
gradually  being  dispelled.  With  an  equal  degree  of 
preparation  beforehand  and  an  adequate  immediate 
preparation,  such  as  having  an  infusion  started 
through  a cut-down  procedure,  and  with  plenty  of 
blood  on  hand,  any  surgical  procedure  can  be  planned 
and  carried  out  on  the  child  to  the  same  extent 
that  it  could  be  in  the  adult.  Surgical  shock  may 
appear  quickly  and  with  little  warning  in  the  midst 
of  extensive  abdominal  operations  in  children.  To 
wait  until  shock  appears  before  starting  an  infusion 
on  a child  is  not  so  safe  as  in  an  adult;  this  is  es- 
pecially true  of  infants.  The  child  may  be  so  small 
that  actually  there  is  not  room,  during  the  opera- 
tion, for  anyone  to  get  near  enough  to  start  an  in- 
fusion. Therefore,  all  infants  should  have  an  in- 
fusion going  through  a cut-down  cannula  in  place 
or  a well-secured  needle  before  the  abdominal  in- 
cision is  made  in  cases  in  which  resection  of  intestine 
may  be  necessary. 

We  have  all  heard  the  statement  that  diagnosis  of 
abdominal  conditions  in  children  is  more  difficult 
than  in  adults.  This  may  be  due  to  the  examiner’s 
approach  to  the  problem,  but  it  is  also  very  ma- 
terially influenced  by  the  examiner  having  an  errone- 
ous opinion  on  the  subject,  such  as,  that  acute 
appendicitis  does  not  occur  under  a certain  age  or 
that  children  do  not  have  some  other  conditions; 
therefore,  something  common  to  childhood  must  be 
looked  for.  Vomiting  in  infants  is  more  often  caused 
by  incorrect  eating  than  it  is  in  the  adult,  but  it  may 
be  the  result  of  organic  disease  in  infancy  just  as  it 
is  in  adult  life. 

Wound  disruption  is,  or  was,  common  in  infants 
until  we  realized  that  the  omentum  in  very  young 


infants  contains  little  fat.  It  may  be  caught  in  the 
wound  closure  without  being  detected.  In  this 
position,  the  wound  is  bathed  in  peritoneal  fluid, 
healing  is  interfered  with,  and  disruption  may  result. 

The  surgical  conditions  encountered  during  the 
first  year  of  life  make  up  the  most  interesting  group 
of  all  conditions  found  in  childhood.  In  them  we 
have  a surgical  opportunity  to  restore  the  continuity 
of  the  intestinal  tract,  relieve  obstruction,  and  re- 
move or  relieve  developmental  defects.  A special 
experience  in  the  management  of  these  patients  is  a 
necessity  in  order  that  prompt  diagnosis  can  be  made 
and  proper  surgical  relief  measures  instituted.  A 
knowledge  of  the  most  common  lesions  causing  ob- 
struction, their  most  frequent  location,  and  the 
proper  operation  to  employ  is  of  paramount  impor- 
tance to  anyone  in  this  field.  Exploratory  lapar- 
otomy and  disemboweling  the  patient  to  search  for 
the  obstructing  lesion  is  a shocking  procedure.  In 
the  presence  of  an  existing  shock  of  intestinal  ob- 
struction, the  exploration  may  very  well  be  more 
than  the  infant  can  stand.  Therefore,  emergency  or 
temporary  relief  measures  such  as  ileostomy  or  colos- 
tomy become  necessary  procedures  to  use  instead 
of  removal  or  proper  short  circuiting  operations. 
Infants  tolerate  ileostomy  poorly.  Colostomy  will 
complicate  the  second  operation  by  its  presence  in 
the  field.  An  accurate  diagnosis  as  to  the  site  and 
most  probable  cause  of  the  obstruction  before  open- 
ing the  abdomen  with  a direct  and  prompt  exposure 
of  the  lesion  under  local  anesthesia  will  enable  the 
surgeon  to  perform  a permanent  or  complete  opera- 
tion in  one  stage. 

The  use  of  the  x-ray  in  patients  with  suspected 
obstruction  of  the  gastrointestinal  tract  in  infancy 
has  been  variously  advocated.  It  is  thought  that  a 
partial  obstruction  may  be  converted  into  a complete 
one  by  the  presence  of  the  barium  above  the  lesion. 
Such  a stenosis  will  ultimately  result  in  obstruction 
in  any  event  so  that,  if  it  be  precipitated  by  the 
mixture,  we  feel  the  information  obtained  by  its  use 
justifies  the  risk  involved  in  patients  with  suspected 
lesions  in  the  stomach  or  duodenum.  A preliminary 
exposure  of  the  abdomen  to  detect  the  presence  of 
intestinal  gas  will  prevent  the  use  of  a barium  mix- 
ture in  atresia  of  the  esophagus,  small  intestine,  and 
lower  bowel.  The  x-ray  will  locate  the  site  of  the 
lesion  in  the  duodenum.  With  this  information  the 
surgeon  can  quickly  reach  the  area  and  determine  the 
cause.  The  barium  mixture  should  be  thoroughly 
washed  from  the  stomach  before  operation.  An  in- 
dwelling catheter  in  the  stomach,  after  thorough 
lavage,  should  be  a routine  preoperative  measure  in 
all  patients  with  obstruction.  Any  patient  going 
to  the  operation  with  a dilated  stomach  is  apt  to 
eructate  or  vomit  during  the  handling  of  the  stomach 
and  thereby  inspire  gastric  content  into  the  bronchi 
and  set  up  postoperative  complications  much  more 
serious  than  the  operation  itself. 

Congenital  anomalies  of  the  bile  ducts  present  a 
problem  with  biliary  obstruction  that  should  be  diag- 
nosed by  the  third  month  of  life  or  earlier.  The 
prompt  use  of  all  the  blood  and  urine  tests  together 
with  duodenal  drainage  will  establish  the  diagnosis 
early.  After  three  months  of  age  the  enlarged  liver 
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makes  the  operation  very  difficult,  liver  damage  be- 
comes severe,  and  the  ducts  above  the  atresia  are 
found  to  have  become  caked  with  inspissated  bile. 
Restoration  of  bile  flow  in  the  presence  of  liver 
damage  and  bile  casts  may  never  take  place  after  the 
obstruction  is  relieved  if  the  patient  is  not  operated 
on  before  the  finer  bile  capillaries  become  clogged. 

In  five  instances  of  congenital  lesions  of  the  ducts 
with  complete  biliary  obstruction  under  treatment 
at  the  New  York  Post-Graduate  Hospital  during  the 
past  year,  two  were  found  to  be  amenable  to  surgery 
at  the  time  of  the  operation.  A congenital  cystic 
formation  of  the  common  bile  duct  was  relieved  by 
cholecyst ogastrostomy  and  a complete  atresia  of  the 
common  hepatic  duct  by  hepaticoduodenostomy. 
The  patient  with  cystic  formation  has  recovered; 
the  second  case,  with  complete  atresia,  has  bile  in 
the  stool  and  is  developing  well,  although  a little 
jaundiced  still.  The  three  cases  in  which  restoration 
of  bile  flow  could  not  be  accomplished  were  in  the 
older  age  group,  the  oldest  being  twenty-two  months 
of  age.  The  main  intrahepatic  bile  ducts  were  ex- 


plored in  both  lobes  of  the  liver  without  finding  a 
lumen  large  enough  to  anastomose  satisfactorily  to 
the  intestinal  canal.  The  terminal  bile  capillaries 
were  distended  with  bile  casts.  From  the  cut  sur- 
face of  the  liver,  small  amounts  of  bile  drained  for  a 
few  weeks  after  the  operation.  Some  improvement 
was  noted  from  the  hepatotomy  and  external  drain- 
age of  the  intrahepatic  areas,  but  nothing-  approach- 
ing a real  bile  flow  could  be  established  for  turning 
into  the  intestinal  canal.  We  hope  to  get  cases  earlier 
for  no  one  knows  whether  the  condition  is  entirely 
due  to  changes  during  intrauterine  life  or  whether  the 
process  may  not  continue  on  after  birth.  Earlier 
operation  should  reveal  less  clogging  of  what  ducts 
may  be  found  and  give  the  liver  a better  opportunity 
to  re-establish  external  secretion  after  the  ducts  are 
opened  up. 

As  we  have  said,  this  paper  of  Dr.  Donovan’s 
contains  most  valuable  points  for  every  general 
surgeon  to  study  carefully  for  improving  his  diag- 
nosis and  operative  procedures  to  be  used  in  this 
special  field  of  surgery  in  early  life. 


A TRIBUTE  TO  DOCTORS 

For  my  dough,  the  most  important  people  in  the 
world  are  doctors 

If  you  cut  yourself,  if  something  starts  biting  at 
your  insides,  if  your  kid  breaks  out  in  spots,  whom 
do  you  holler  for?  Your  Congressman?  The  presi- 
dent of  your  bank?  The  Secretary  of  War?  Not  on 
your  tintype.  You  send  for  the  man  with  the  little 
black  satchel. . . . 

I sometimes  think  it  wouldn’t  make  very  much  dif- 
ference to  this  world  if  it  took  most  of  its  inventors, 
politicians,  and  generals,  and  ground  them  up  for 
hamburger.  Inventors  have  given  us  a lot  of  cute 
toys  to  play  with — steam  heat,  electric  lights,  radio, 
and  the  telephone.  But  inventors  are  also  responsi- 
ble for  the  airplane,  the  submarine  and  the  atomic 
gadget  which  has  the  world  standing  on  one  foot. . . . 

I feel  pretty  much  the  same  about  politicians. 
After  being  in  charge  for  five  thousand  years,  they’ve 
still  got  us  up  the  well-known  creek.  Every  twenty 
years  or  so,  one  of  them  makes  the  same  speech: 
“As  of  yesterday,  my  country  is  at  war  with  your 
country ” 

And  as  for  generals,  I never  could  get  very  excited 
about  any  of  them.  Patton  was  a picturesque  fellow 
and  a fine  strategist,  but  let’s  face  it:  Was  he  as  im- 
portant as  Pasteur,  who  put  the  hex  on  germs,  or 
Fleming  who  put  the  finishing  touches  to  penicillin? 
Not  in  my  book. . . . 


When  I was  a kid,  I had  scarlet  fever,  and  they 
tacked  up  a sign  on  my  house  and  nobody  could 
come  near  me.  But  a small  gent  with  a black  bag 
walked  right  in.  I can  still  see  the  tiny  red  veins  on 
his  nose  and  smell  the  iodoform  and  tobacco  on  his 
suit. 

I remember  asking  my  mother,  “Can’t  doctors 
catch  scarlet  fever?”  She  said  they  couldn’t — but 
she  was  fibbing.  The  list  of  doctors  who  were  killed 
by  the  bugs  they  were  chasing  would  stretch  from 
here  to  Valhalla. . . . 

During  the  last  century,  doctors  have  added 
something  like  thirty  years  to  the  average  life  expects 
ancy.  I can’t  speak  for  the  fellow  next  door,  but  I 
wouldn’t  swap  one  spring  of  the  extra  thirty  for  a 
chunk  of  gold  as  big  as  Radio  City. . . . 

Of  course,  the  great  standouts  of  medical  science 
don’t  need  any  ballyhoo  from  me.  But  the  doctor 
who  rides  around  in  that  1937  Chevvy  could  use  a 
little  applause.  In  a civilization  that  rates  a guy  by 
how  big  a check  he  can  write,  the  doctor  knocks  his 
brains  out  for  less  than  we  pay  a bricklayer  or  a 
plumber.  Sun  or  slush,  he’s  on  tap  if  you’re  in 
trouble.  Twenty-four  hours  a day  he  stands  ready 
to  stop  what’s  hurting  you. 

To  me  that’s  as  important  as  anybody  can  get. — 
From  “Wine,  Women  and  Words,"  by  Billy  Rose, 
1948 


A COOPERATIVE  PROGRAM  IN  RESTAURANT  HYGIENE 

Meredith  H.  Thompson,  D.Eng.,  Troy,  New  York 

{Director  of  Environmental  Hygiene,  Rensselaer  County  Department  of  Health ) 


ALTHOUGH  faulty  restaurant  hygiene  has 
not  been  proved  to  be  a major  cause  of 
mortality,  and  the  correction  of  errors  in  food 
handling  in  restaurants  may  not  be  considered 
the  most  important  function  of  a health  depart- 
ment dedicated  to  the  reduction  of  mortality, 
prevention  of  disease,  and  promotion  of  health, 
public  demand  and  the  dramatic  nature  of  food- 
borne  disease  compel  the  local  health  department 
to  serious  consideration  of  the  problem.  How- 
ever, in  a program  of  restaurant  hygiene,  the 
health  department  should  place  emphasis  upon 
those  phases  of  the  problem  having  a direct  bear- 
ing on  the  public  health.  This  the  Rensselaer 
County  Department  of  Health  has  attempted  to 
do. 

The  Rensselaer  County  Department  of  Health 
is  one  of  the  newest  county  health  departments  in 
New  York  State,  having  been  established  Novem- 
ber 1,  1946,  the  first  under  new  laws  passed  by  the 
1946  State  Legislature.  This  county  health 
department  differs  from  those  previously  func- 
tioning in  New  York  State  in  that  the  unit  was  the 
first  to  have  included  within  its  jurisdiction  a city 
of  more  than  50,000  population,  namely,  Troy, 
New  York,  where  the  health  department  head- 
quarters are  located. 

Organization  of  the  Department 

The  Division  of  Environmental  Hygiene,  the 
sanitation  arm  of  the  department,  was  organized 
on  January  1,  1947.  Organization  of  this  unit 
or  similar  units  entails  at  least  four  major  func- 
tions : 

1.  Classification  and  adequate  training  of 
both  transferred  and  new  personnel.  Some 
employes  had  no  previous  sanitation  experience, 
while  others  had  experience  in  limited  fields. 

2.  Detailed  field  surveys  of  existing  sanitary 
conditions. 

3 .  Establishment  of  adequate  and  efficient  sys- 
tems of  records  and  methods  of  reporting. 

4.  Determining  and  establishing  policies  and 
procedures  for  all  personnel,  functions,  and  records. 

Although  all  four  functions  are  important  and 
of  interest  to  those  associated  with  the  organiza- 
tion of  many  phases  of  a health  unit,  at  this  time 
we  are  considering  the  policies  and  procedures  of  a 
restaurant  program.  At  the  outset  of  operation 
it  was  agreed  that  the  over-all  policy  of  the 
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environmental  sanitation  division  should  be  one 
of  education,  cooperative  supervision,  and  co- 
operative and  instructive  inspection.  The  need 
for  such  a policy  was  indicated  forcefully  by  our 
preliminary  survey  of  some  350  restaurants  to 
determine  existing  sanitary  conditions,  which 
indicated  that  many  conditions,  including  dish- 
washing, dish  handling,  food  storage,  and  food 
handling  were  unsatisfactory  at  most  of  the  eat- 
ing establishments  surveyed.  This  condition  is 
not  necessarily  peculiar  to  Rensselaer  County 
but  would  probably  become  apparent  elsewhere 
by  a similarly  intensive  and  detailed  survey. 

This  survey  indicated  that,  although  inspec- 
tions (more  properly  called  visits)  had  been 
carried  on  for  many  years  by  city  and  State 
agencies,  no  noticeable  permanent  improvements 
had  been  accomplished,  and,  more  important, 
that  the  employes  and  managements  had  little 
or  no  knowledge  of  restaurant  hygiene.  It  was 
also  apparent  that  the  restaurant  employes,  as  in 
most  areas,  had  little  respect  for  and  were  un- 
friendly toward  the  inspector.  This  had  been 
admitted  subsequently  by  numerous  employes, 
who  give  the  reasons  for  their  attitude  as  the 
unconstructive  criticism,  noncooperativeness, 
lack  of  personal  knowledge,  and  police  attitude  of 
most  previous  inspectors. 

Food  outbreaks  such  as  occur  at  restaurants 
are  not  prevented  by  police  methods,  but  by  good 
day-by-day  hygienic  technics  of  the  owners  and 
employes,  who,  therefore,  require  education, 
instruction,  and  cooperation.  The  prevention  of 
Staphylococcus  poisoning  and  Salmonella  infec- 
tions caused  by  food-handling  establishments 
depends  upon  the  knowledge  of  the  proprietors 
and  employes  as  to  the  cause  of  these  conditions, 
and  their  willingness  to  take  proper  precautions. 
Education  is  more  important  than  inspection. 

Organization  of  the  Program 

These  were  the  major  factors  to  be  taken  into 
account  in  organizing  an  efficient  and  progressive 
restaurant  hygiene  program  for  Rensselaer 
County.  It  was  believed  that  such  a program 
could  be  carried  out  only  if  (1)  department  per- 
sonnel were  qualified  and  well  trained  in  all 
aspects  of  restaurant  hygiene,  (2)  department 
personnel  were  instructed  in  public  relations,  (3) 
restaurant  management  and  personnel  were 
educated  to  know  the  reasons  for  and  how  to 
accomplish  desired  conditions,  (4)  the  department 
provided  a cooperative  and  instructive  inspection 


sir.' 

c® 

rest 

tier 

EU: 

fi« 

cie 

Trs 


6K 

OK 

ini' 

eta 

in? 

tag 

we: 

ca; 

tin 

CO! 

til 

do 

lo- 

ot: 

It 

P 

E 

sr 

si 

si 

si 

S( 

E 

K 

E 

tl 

1 

t: 

I 

t 


414 


February  15,  1949] 


A PROGRAM  IN  RESTAURANT  HYGIENE 


415 


service,  and  (5)  a method  of  getting  voluntary 
compliance  with  sanitary  regulations  by  the 
restaurant  personnel  and  management  could  be 
devised.  All  of  the  items  are  important,  and  all 
must  be  accomplished  for  a program  to  be  progres- 
sive. Without  any  one  of  these  a completely 
adequate  program  is  not  probable. 

Training  of  Personnel 

The  training  of  personnel  in  restaurant  hygiene 
and  public  relations  was  accomplished  in  part 
over  a period  of  approximately  one  year,  by  an 
intensive  in-service  training  program,  including 
classroom  lectures,  demonstrations,  and  field 
inspections.  It  was  furthered  also  by  eliminat- 
ing from  this  work  that  group  of  personnel  who 
were  not  only  not  qualified  but  also  seemed  in- 
capable of  becoming  qualified. 

It  is  necessary  to  remember  that  sanitary  in- 
spectors are  important  in  the  public  relations  of 
the  health  department,  since  they  have  personal 
contact  with  the  public.  They  may  help  sell  and 
build  up  public  confidence  in  the  work  of  the 
department,  or  may  seriously  hamper  the  prog- 
ress of  their  own  program  and  the  efforts  of 
other  branches  to  gain  complete  public  support. 
It  is  necessary  that  the  inspectors  have  tact  and  a 
good  personality,  are  neat,  and  have  a funda- 
mental understanding  of  the  work. 

All  personnel  of  the  division  on  inspection  work 
are  instructed  to  make  no  recommendations  for 
alterations  or  changes,  unless  the  inspector  is 
able  to  provide  a logical  reason  for  requiring  the 
alteration  or  change  and  show  how  it  can  be 
accomplished.  This  practice  works  wonders  on 
many  inspectors,  because  they  must  stop  and  con- 
sider each  recommendation  before  making  it, 
with  the  result  that  few  impractical  recom- 
mendations are  made.  The  inspector  also  finds 
that  he  has  less  tendency  to  criticize  when  it  is 
necessary  for  him  to  provide  a logical  explana- 
tion. 

Education  of  Restaurant  Personnel 

The  education  of  restaurant  managers  and 
personnel  has  been  carried  out  partially  through 
the  institution  of  food  handlers  schools  similar  to 
other  such  schools  held  throughout  the  United 
States  in  the  past  ten  years.  These  schools  con- 
sist of  four  sessions  of  approximately  one  and  one 
half  hours  duration  each.  At  these  sessions,  lec- 
tures, demonstrations,  and  visual  aids  are  used  to 
the  fullest  extent.  School  enrollees  are  given  an 
idea  of  what  germs  are  and  their  relation  to  the 
transmission  of  disease;  how  to  wash  and  handle 
dishes;  how  to  refrigerate,  display,  store  and 
handle  food,  and,  of  great  importance,  personal 
hygiene. 


Why  do  these  people  need  to  know  about 
germs?  Suppose  an  inspector  has  made  swab 
tests  of  dishes  and  silverware  of  a restaurant,  and 
the  bacterial  counts  are  high.  It  is  the  inspec- 
tor’s job  to  educate  the  dishwasher  or  other 
personnel  on  methods  of  dishwashing,  handling, 
and  storage.  The  inspector  returns  to  the  res- 
taurant and  begins  a friendly  explanation  about 
the  restaurant’s  dirty  dishes.  The  dishwasher, 
perplexed,  picks  up  a glass,  closely  scrutinizes  it, 
and  rightfully  states,  “This  glass  looks  clean  to 
me.”  The  inspector  states,  “Physically  the  glass 
is  clean,  but  numerous  germs  or  bacteria  are 
present  on  the  glass,  and  they  must  be  removed.” 

How  can  this  dishwasher  be  expected  to  remove 
something  he  can’t  see  and  doesn’t  know  about? 
If  he  knew  a little  about  what  bacteria  are  and 
how  they  function  he  might  be  expected  to  see  the 
reasons  for  the  inspector’s  trying  to  get  better 
dishwashing,  disinfection,  and  satisfactory  dish 
handling,  as  well  as  refrigeration.  Unless  the 
employe  knows  some  of  the  background  of  his 
particular  problem  he  can’t  be  expected  to  do  a 
good  job.  It  isn’t  axiomatic  that,  since  a person 
operates  a restaurant  or  does  a particular  job  in  a 
restaurant,  he  knows  all  about  food  handling  or 
all  about  his  particular  job.  He  may  have  ten 
years  of  experience,  but  it  may  be  ten  years  of 
one-year  experiences. 

All  persons  attending  all  four  sessions  of  a food 
handlers  school  and  passing  a simple  true-false 
type  quiz  are  issued  a certificate  of  attendance. 

Inspection  Service 

A cooperative  and  instructive  inspection  serv- 
ice is  in  force  100  per  cent  today.  The  success 
with  which  cooperative  and  instructive  inspec- 
tion works  is  best  illustrated  by  the  facts  that 
restaurant  personnel  willingly  discuss  their  prob- 
lems with  the  inspector,  actually  point  out  things 
they  believe  they  may  be  doing  incorrectly,  and 
telephone  the  health  department  office  asking 
that  the  inspector  pay  them  a visit.  The  res- 
taurant employes  have  come  to  know  that  the 
health  department  is  trying,  by  cooperation,  to 
maintain  certain  standards  at  eating  establish- 
ments, in  order  to  protect  the  health  not  only  of 
the  public  but  also  of  the  employe.  The  employe 
is  convinced  that  an  inspector  will  not  criticize 
him  unjustly  or  just  to  show  his  authority,  but, 
instead,  if  some  item  isn’t  satisfactory,  will  ex- 
plain what  is  unsatisfactory,  why  it  is  unsatisfac- 
tory, and  either  tell  or  show  him  how  to  correct  it. 
The  employe  also  knows  he  will  be  given  an 
opportunity  to  give  his  views  on  the  subject  and 
receive  serious  consideration — and  it’s  surprising 
how  often  the  restaurant  employe  has  a good 
reason  for  his  method  of  operation. 
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Previously,  the  only  instruction  an  employe 
received  from  an  inspector  was,  “Don’t  do  this,” 
“Don’t  do  that” — with  possibly  a $25  fine  added. 
No  one  usually  stopped  to  explain,  for  example, 
why  cream-filled  pastry  should  be  refrigerated. 
But,  after  fining  or  a police-like  inspection,  has 
that  inspection  agency  actually  accomplished 
anything?  We  believe  not,  and  the  records  seem 
to  bear  us  out.  Instead,  the  employe  and  res- 
taurant owner  are  both  angry  at  the  inspecting 
agency  for  (1)  wasting  the  taxpayers’  money,  (2) 
wasting  the  owner’s  and  the  employe’s  time,  (3) 
usually  making  impractical  requirements,  and  (4) 
providing  no  assistance.  This  type  of  inspection 
procedure  causes  personnel  to  become  upset  and 
more  careless,  consequently  creating  a more  seri- 
ous health  hazard  within  their  own  establish- 
ment than  existed  prior  to  the  inspection. 

Let  us  not  forget  that  the  restaurant  owner  and 
employe  prefer  to  be  treated  like  human  beings, 
and  that  they  have  the  same  sense  of  American 
fairness  as  other  people.  The  modern  inspector 
should  be  a coworker  and  friend,  not  the  old  type 
police  inspector  with  badge  and  uniform. 

Securing  Voluntary  Compliance 

Securing  voluntary  compliance  is  being  ac- 
complished by  the  use  of  a well-designed,  attrac- 
tive, framed  placard  which  may  be  displayed  by 
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THIS  IS  TO  CERTIFY 

THAT  THE  MANAGEMENT  AND  STAFF  OF  THE  ABOVE-MENTIONED  EATING  AND/OR 
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MAINTAINING  A HIGH  STANDARD  OF  SANITATION 
AND 

SATISFACTORY  ATTENDANCE  AT  A FOOD  H ANDLER'S  SCHOOL 


Fig.  1. 


the  management,  indicating  not  necessarily 
approval  by  the  health  department  but  (1)  that 
at  least  50  per  cent  of  their  personnel  have  atten- 


dance certificates  indicating  voluntary  attendance 
at  a food  handlers  school  conducted  by  the  Rens- 
selaer County  Department  of  Health,  and  (2) 
that  the  management  and  employes  are  volun- 
tarily maintaining  optimum  sanitary  standards 
(Fig.  1).  The  placard,  the  property  of  the  health 
department,  is  issued  only  after  two  consecutive 
inspections  indicate  all  conditions  are  satisfac- 
tory, and  may  be  repossessed  for  noncooperation 
on  important  points  of  sanitation  or  not  sufficient 
personnel  holding  attendance  certificates. 

The  appearance  of  the  placard  in  the  window  of 
one  restaurant  causes  the  customers  of  the  nearby 
eating  establishment  to  ask  the  manager  why  his 
establishment  doesn’t  display  a placard.  * Con- 
tinued explanations,  such  as,  “My  dishes  aren’t 
clean,”  become  embarrassing  to  the  manager, 
with  the  result  that  he  requests  information  as  to 
what  is  necessary  to  obtain  the  placard.  By  this 
method  it  is  found  unnecessary  to  issue  annual 
permits — the  issuing  of  which  takes  a great  deal 
of  time  of  an  office  staff,  and  which,  after  being 
issued,  usually  have  very  little  significance  to  the 
health  department  or  to  the  consuming  public, 
who  constitute  the  main  reason  for  restaurant 
hygiene.  In  many  departments  using  annual 
permits,  no  attempt  is  made  to  revoke  permits  for 
infractions  of  the  sanitary  code  unless  the  depart- 
ment is  certain  of  successful  prosecution  in  court. 
Therefore,  it  appears  simpler  and  more  effective 
in  getting  corrections  merely  to  indicate  that  cer- 
tain corrections  should  be  made  to  obtain  a pla- 
card, or,  if  a placard  is  already  possessed,  that 
certain  additional  corrections  or  alterations 
should  be  made  to  prevent  it  being  necessary  for 
the  health  department  to  repossess  the  good- 
standing card. 

Conclusion 

Under  this  plan  of  education  and  cooperation, 
the  eating  establishments  in  Rensselaer  County 
have  shown  tremendous  improvement.  At  the 
same  time,  an  atmosphere  of  friendship  has  been 
built  between  the  health  department,  the  owner, 
and  the  employe.  It  is  believed  that  this  co- 
operative restaurant  hygiene  program  has  ac- 
complished and  will  continue  to  accomplish  more 
in  public  health  results  than  a system  of  policing, 
prosecution,  and  fines. 


THE  GASTROPHILE 

My  very  best  friend  is  my  stomach, 

A source  of  great  joy  and  delight, 

I push  it  about  in  the  daytime, 

And  often  far  into  the  night. 

But  (such  are  the  beauties  of  friendship). 


Although  I’ve  abused  it  for  years, 

It  noisily  greets  me  at  dawning 
And  promptly  burps  up  its  worst  fears. 


— Anonymous 


IMPORTANCE  OF  VASOCONSTRICTION  IN  THE  TREATMENT  OF 
ACUTE  AND  CHRONIC  MAXILLARY  SINUSITIS 

A.  Reginald  Everett,  M.D.  New  York  City 

{From  St.  Luke’s  Hospital  and  Ear,  Nose  and  Throat  Outpatient  Department) 


A REVIEW  of  the  literature  reveals  little 
reference  to  the  importance  of  decon- 
gesting the  antral  mucous  membrane.  A detailed 
study  and  follow-up  of  171  cases  of  acute  and 
chronic  maxillary  sinusitis  has  led  us  to  believe 
that  many  of  the  failures  with  the  local  use  of 
penicillin  and  the  sulfonamides  may  be  attrib- 
uted to  this.1  Because  of  numerous  conflicting 
reports  as  to  the  degree  of  benefit  derived  from 
various  preparations  of  these  compounds,  it  was 
decided  in  1944  to  investigate  systematically  the 
effects  of  the  more  popular  agents  in  the  treat- 
ment of  acute  and  chronic  sinusitis. 

Shortly  after  Turnbull  advocated  the  use  of 
sodium  sulfathiazole  in  the  treatment  of  sinu- 
sitis, we  evaluated  the  use  of  a freshly  prepared 
5 per  cent  solution  of  sodium  sulfathiazole  in- 
stilled into  the  maxillary  sinuses  after  irrigation 
with  normal  saline  solution.2  Soon  thereafter, 
there  became  available  a stabilized  preparation 
containing  2.5  per  cent  of  sodium  sulfathiazole  and 
a vasoconstrictor,  0.125  per  cent  dl-desoxyephed- 
rine  hydrochloride.* *  One  particular  advantage 
of  this  product  was  the  presence  of  a vasocon- 
stricting  agent.  Furthermore,  it  was  consider- 
ably less  irritating  to  the  nasal  mucosa  than 
plain  sodium  sulfathiazole  in  higher  concentra- 
tion. Several  years  experience  with  the  use  of 
this  compound  had  shown  that  it  produced  highly 
satisfactory  results  in  the  treatment  of  acute  and 
chronic  sinusitis  (Table  1).  Encouraged  with 
our  results  we  continued  our  studies  with  other 
therapeutic  agents. 

As  is  true  of  infections  elsewhere  in  the  body, 
it  seems  rational  to  select  the  compound  most 
efficacious  for  dealing  with  a specific  organism  or 
strain.  It  would  seem  logical  that  sulfadiazine 
might  succeed  where  sulfathiazole  failed.  How- 
ever, the  results  with  Pickrell’s  solution,  which 
contains  sulfadiazine  but  no  vasoconstrictor,  were 
not  so  impressive  in  these  cases  as  the  results  with 
sulfathiazole  containing  the  vasoconstrictor. 
Tyrothricin  was  also  investigated,  as  a 1 per  cent 
solution  in  isotonic  sodium  chloride.  In  ap- 
proximately 50  instances  of  antrum  irrigations, 
the  results  were  not  sufficiently  impressive  to 
warrant  the  continued  use  of  this  substance. 

The  wide  use  of  penicillin  and  the  favorable 
results  of  its  intramuscular  injection  and,  in 

Presented  at  a meeting  of  the  New  York  Academy  of 
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certain  cases,  of  its  topical  application  indicated 
that  its  local  use  for  sinusitis  might  prove  bene- 
ficial. Therefore,  in  December,  1944,  my  col- 
leagues and  I began  investigating  the  effects  of 
penicillin  instilled  into  the  maxillary  sinus  after 
irrigations  in  cases  both  of  acute  and  of  chronic 
infections.  After  irrigation  of  the  antrum  and 
displacement  of  the  isotonic  solution  of  sodium 
chloride  with  air,  2 to  4 cc.  of  isotonic  solution  of 
sodium  chloride  containing  10,000  units  of  peni- 
cillin per  cubic  centimeter  was  instilled  and  al- 
lowed to  remain  in  the  sinus.  The  results  were 
disappointing,  as  can  be  seen  in  Table  1.  The 
published  reports  of  others  indicated  similarly 
poor  results.3-6  Fowlkes  wrote,  “I  have  not 
been  able  to  obtain  satisfactory  results  with  the 
local  use  of  penicillin  instilled  into  the  sinus 
cavities,  either  in  acute  or  chronic  cases.”4 
Woodward  and  Holt  reported  good  results  in 
acute  cases  but  failures  in  all  of  their  chronic 
cases.7 

In  reporting  a comparative  study  of  95  cases 
of  the  local  use  of  penicillin  and  of  Sulmefrin 
in  acute  and  chronic  sinusitis,  we  concluded  that 
the  results  with  the  sulfonamide  in  combination 
with  a vasoconstricting  agent  was  much  superior 
to  the  plain  penicillin  in  saline  solution.1 

More  recently,  we  have  studied  the  effects  of 
a newly  developed  ephedrine  salt  of  penicillin.* 
The  results  have  been  surprisingly  good,  com- 
paring favorably  with  the  Sulmefrin  in  the  acute 
cases  and  more  effective  in  the  chronic  cases 
(Table  1).  The  response  in  some  of  the  chronic 
cases  was  spectacular,  and  we  are  in  agreement 
that  many  patients  were  thus  spared  antrotomies 
or  Caldwell-Luc  operations.  To  date  we  have 
treated  60  cases  of  maxillary  sinusitis  with 
Tersavin.  A total  of  53  of  these  was  cured,  a 
considerable  number  having  previously  received 
one  or  more  of  the  other  forms  of  medication 
without  apparent  benefit. 

Since  the  results  with  the  two  therapeutic 
agents  containing  a vasoconstrictor  had  been 
good  and  the  results  with  the  three  containing 
no  vasoconstrictor  had  been  poor,  we  became 
curious  as  to  whether  or  not  the  whole  benefit 
came  from  the  vasoconstriction.  Therefore,  we 
treated  a similar  group  of  cases,  instilling  only  a 

* Tersavin — buffered  tablets  of  the  1-ephedrine  salt  of 
penicillin  G.  Experimental  material  supplied  through  the 
courtesy  of  Dr.  E.  L.  Sevringhaus,  Hoffmann-La  Roche,  Nut- 
ley,  New  Jersey. 
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TABLE  1. — Comparison  op  Results  with  Various  Therapeutic  Agents  in  the  Treatment  of  Maxillary  Sinusitis 


Sodium  Sulfathiazole 
and 

dl- Desoxyephedrine 
— Hydrochloride — 

Penicillin 

in 

Normal  Saline 

1-Ephedrine  Salt 
of 

Penicillin  G 

dl-Desoxyephedrine 
Hydrochloride  in 
Normal  Saline 

Cured 

Not  Cured 

Cured 

Not  Cured 

Cured 

Not  Cured 

Cured  Not  Cured 

Maxillary  Sinusitis  . 
Acute 

35 

3 

9 

7 

31 

3 

9 3 

Subacute 

8 

0 

2 

0 

4 

0 

Chronic 

13 

6 

3 

8 

18 

4 

0 5 

Total 

56 

9 

14 

15 

53 

7 

9 8 

vasoconstricting  agent,  0.125  per  cent  desoxy- 
ephedrine.  The  results  were  inferior  to  Sulme- 
frin  and  to  Tersavin  in  both  acute  and  chronic 
cases  but  in  the  acute  cases  were  superior  to  plain 
penicillin  (Table  1).  All  five  of  the  chronic  cases 
failed  to  respond  to  the  desoxyephedrine,  but 
four  of  these  were  later  cured  with  Tersavin.  The 
only  reason  for  this  series  being  small  is  that  the 
results  were  not  sufficiently  impressive  to  war- 
rant its  further  use. 

After  a careful  analysis  we  have  come  to  the 
conclusion  that  the  presence  of  an  effective,  non- 
irritating vasoconstrictor  in  low  enough  concen- 
tration to  avoid  undesirable  secondary  effects, 
together  with  an  antibiotic  or  chemotherapeutic 
agent  is  essential  to  obtain  consistently  prompt 
and  effective  results.  This  is  not  surprising  if 
one  takes  into  consideration  the  intense  edema 
of  the  mucous  membranes  lining  the  sinuses 
during  an  infection.  The  introduction  of  a solu- 
tion containing  a vasoconstricting  agent  produces 
decongestion  and  shrinkage  of  the  mucous  mem- 
brane, thus  exposing  a greater  surface  area  to  the 
bacteriostatic  component.  Patients  with  acute 
and  chronic  ethmoiditis  showed  good  response 
to  treatment  when  Sulmefrin  and  Tersavin  were 
instilled  into  the  antrum.  The  prolonged  and 
gradual  escape  of  the  bacteriostatic  and  vaso- 
constricting agent  into  the  middle  meatus  has 
provided  increased  drainage  to  the  ethmoid  cells 
and  has  exposed  them  to  more  prolonged  con- 
tact with  the  bacteria-inhibiting  compound. 
Their  enhanced  effectiveness  in  maxillary  sinu- 
sitis is  attested  to  by  the  decreased  number  of 
individual  treatments  required  for  resolution 
of  the  disease  process  (Table  2).  Dysart  in 
measuring  the  overflow  capacity  of  the  antrum 
found  that  during  an  acute  attack  of  sinusitis  the 
capacity  of  2 or  3 cc.  might  later  become  12  or 
15  cc.  after  resolution  of  the  infection,  indicating 
the  degree  of  edema  of  the  sinus  mucous  mem- 
brane.8 


TABLE  2. — Average  Number  of  Instillations  Needed 
to  Effect  a Cure 


Acute 

Chronic 

Sulfathiazole  with  ephedrine 

3.4 

6 

Penicillin  in  saline 

4.6 

6 

Penicillin  in  ephedrine  (Tersavin) 

3.1 

4.9 

Mode  of  Treatment 

Cultures  from  the  antrum  were  taken,  the 
amount  and  type  of  pus  recorded,  and,  after  ap- 
praisal of  the  history,  the  patients  were  classified 
as  acute,  subacute,  or  chronic.  (Table  3). 


TABLE  3. — Type  of  Bacterial  Infection  Encountered 


Pneumococcus 

Acute 

28 

Subacute 

2 

Chronic 

5 

Staphylococcus  albus 

22 

3 

11 

Staphylococcus  aureus 

15 

1 

16 

Streptococcus  hemolyticus 

10 

1 

1 

Streptococcus  nonhemolytic 

8 

3 

7 

Streptococcus  viridans 

5 

2 

8 

Micrococcus  catarrhalis 

3 

2 

1 

No  growth 

3 

0 

0 

Hemophilus  influenza 

1 

0 

2 

Colon  aerogenes  group 

0 

0 

2 

Irrigation  with  normal  saline  solution  was 
carried  out  through  the  middle  meatus  by  means 
of  the  Bowers  cannula.  The  solution  was  dis- 
placed by  air,  inclining  the  head  toward  the  op- 
posite side.  The  head  was  then  deviated  to  the 
other  side  of  the  midline,  and  the  antrum  com- 
pletely filled  with  the  Sulmefrin  or  desoxyephed- 
rine solution;  in  the  cases  of  plain  penicillin 
dosage  2 to  4 cc.  of  saline  solution  containing 
10,000  units  per  cubic  centimeter  were  employed. 
When  Tersavin  was  used,  one  buffered  tablet 
containing  30,000  units  of  penicillin  and  9 mg.  of 
ephedrine  was  dissolved  in  4 or  5 cc.  of  sterile  tap 
water  and  was  instilled  into  the  antrum.  None 
of  these  patients  received  any  chemotherapeutic 
or  antibiotic  agents  systemically. 

No  serious  evidence  of  irritation  or  of  sensitivity 
has  been  encountered  nor  have  we  noted  any 
side-  or  after-effects  from  the  ephedrine  or  the 
desoxyephedrine.  Of  the  three  cases  in  which 
we  cultured  Hemophilus  influenza  and  the  two 
of  the  colon  group,  none  responded  to  either  the 
Tersavin  or  the  Sulmefrin.  It  may  be  of  interest 
to  point  out  that,  although  the  manufacturer  of 
Tersavin  recommends  that  distilled  water  be 
used  in  the  preparation  of  the  solution  from  the 
tablets,  we  routinely  employed  sterile  tap  water 
without  observing  any  deleterious  effects  there- 
from. 

Favorable  results  with  parenteral  streptomy- 
cin in  laryngotracheobronchitis  cases  with  posi- 
tive influenza  cultures  and  the  known  suscepti- 
bility of  the  colon  group  to  streptomycin  have  led 
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us  to  the  use  of  streptomycin  locally  in  the  an- 
trum— 5 mg.  per  cc.  in  1/%  per  cent  ephedrine. 
We  are  encouraged  by  the  results,  but  our  pres- 
ent experience  is  too  limited  for  further  com- 
ment at  this  time. 

Summary 

1.  A series  of  171  cases  of  acute  and  chronic 
maxillary  sinusitis  treated  with  sulfathiazole, 
penicillin,  and/or  a vasoconstrictor  is  presented. 

2.  A vasoconstricting  agent  in  combination 
with  a bacteria-inhibiting  compound  appears  to 
be  essential  in  treating  these  infected  mucous 
membranes. 


3.  The  crystalline  1-ephedrine  salt  of  peni- 
cillin G is  the  most  effective  and  one  of  the  least 
toxic  agents  which  we  have  used  in  the  treatment 
of  acute  and  chronic  sinusitis. 
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ANNOUNCEMENT 


The  Board  of  Medical  Examiners  of  the  New 
York  State  Education  Department  has  notified  the 
State  Department  of  Health  of  action  taken  by  the 
Board  of  Regents  with  respect  to  the  medical  licenses 
of  the  following  persons: 


Maynard  Smith  Owen,  Delaware,  Ohio.  License 
revoked,  annulled  and  canceled,  effective  September 
30,  1948. 

Louis  Klein,  68  Pratt  Street,  Hartford,  Connecti- 
cut. To  be  censured  and  reprimanded,  effective 
September  30,  1948. 

Walter  G.  Connor,  Detroit,  Michigan.  Osteo- 
pathic license  revoked,  annulled  and  canceled,  effec- 
tive August  4,  1948. 

Ellis  Charles  Johnson,  151  16th  Street,  Buffalo, 
New  York.  Physiotherapy  license  revoked,  an- 
nulled and  canceled,  effective  July  13, 1948. 

Beniamino  Aquaro,  also  known  as  Benjamin 
Aquaro-Deodati,  637  Lorimer  Street,  Brooklyn, 
New  York.  License  suspended  for  a period  of  six 
months  from  July  29,  1948. 


Robert  J.  Tuttle,  92  West  Main  Street,  Gowanda, 
New  York.  License  revoked,  annulled  and  can- 
celed, effective  July  6,  1948. 

Charles  S.  Yongue,  654  Madison  Avenue,  New 
York.  Suspension  of  license  for  six  months  modified 
to  suspension  for  two  months,  suspension  being 
effective  July  13,  1948  to  September  13,  1948. 

Emery  Gibson  Minckler,  141  East  150th  Street, 
New  York.  License  revoked,  annulled  and  can- 
celed, effective  July  8,  1948. 

Edward  H.  Willie,  New  York  State.  License 
which  was  annulled  and  canceled  April  26,  1928, 
restored,  effective  July  31,  1948. 

Edward  O.  MacDonald,  Roselle  Park,  New  Jersey. 
To  be  censured  and  reprimanded,  effective  October 
19,  1948. 

Albert  G.  Pohly,  24  West  59th  Street,  New  York. 
To  be  censured  and  reprimanded,  effective  Decem- 
ber 6,  1948. 

Lloyd  Gray,  New  York  State  Vocational  Institute, 
West  Coxsackie,  New  York.  License  revoked, 
annulled  and  canceled,  effective  December  3, 1948. 


VISCERAL  ACTIVITY  IN  SMALL  BOWEL  PERFORATION 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
{From  the  Department  of  Surgery,  Saint  Peter’s  Hospital) 


IN  A PREVIOUS  survey  I reported  18  cases  of 
traumatic  perforation  of  the  small  intestine 
due  to  nonpenetrating  abdominal  injuries.1  At 
that  time  attention  was  called  to  the  fact  that 
blunt  trauma  to  the  abdomen  can  result  in  multi- 
ple rents  in  the  small  intestinal  tract.  Following 
an  injury  of  this  type  the  patient  may  be  free  of 
acute  symptoms  for  many  hours  after  the  trauma. 
Subsequently,  the  first  sign  of  intra-abdominal 
pathology  may  be  a complicating  peritonitis. 
At  the  time  of  operation  certain  observations 
were  made  which  assisted  in  determining  the 
reason  for  this  absence  of  abdominal  signs.  In 
the  early  stages  of  acute  traumatic  perforation 
of  the  small  intestine,  only  a small  amount  of 
intestinal  contents  empties  into  the  peritoneal 
cavity.  The  reason  for  this  is  a protecting 
mechanism  on  the  part  of  the  small  intestine  as  a 
response  to  noxious  stimuli.  This  clinical  ob- 
servation has  been  verified  in  experiments  on  the 
small  intestine  of  rabbits.  Such  an  experimental 
study  is  the  topic  of  this  paper. 

Protective  Physiology 
Normal  activity  of  the  small  intestine  is  pro- 
duced by  muscular  and  nervous  elements.  The 
exact  mechanism  by  which  this  is  regulated,  how- 
ever, is  not  fully  known.  The  nervous  com- 
ponent of  small  bowel  activity  resides  in  the 
sympathetic  and  parasympathetic  nervous  sys- 
tems. The  vagi  increase  the  tone  and  activity 
of  the  small  intestine.  The  sympathetic  chain 
has  the  opposite  effect  of  decreasing  the  tone  and 
activity.  Physiologically,  it  is  known  that,  even 
though  the  vagus  and  sympathetic  nerve  supplies 
may  be  divided,  small  bowel  peristalsis  continues. 
Excised  segments  of  the  small  intestine  continue 
to  exhibit  rhythmic  activity.  This  activity  is 
not  unlike  cardiac  activity  when  the  heart  is  ex- 
tirpated from  the  thoracic  cavity.  For  this 
reason  it  is  logical  to  suppose  that  intestinal 
movements  may  be  continued  by  means  of  local 
activity  of  the  muscular  layers.  These  layers 
are  both  circular  and  longitudinal  fibers  which 
apparently  have  an  intrinsic  activity  similar  to 
cardiac  muscles.  The  application  of  mechanical 
and  chemical  stimuli  to  the  small  intestine  as  it 
resides  within  the  peritoneal  cavity  of  the  rabbit 
produces  a contracture  above  the  point  of  stimu- 
lation and  relaxation  below  this  point.  This 
activity  is  controlled  and  produced  by  Auer- 
bach’s plexus,  which  brings  about  coordinated 


intestinal  activity.  Some  physiologists  have 
applied  the  term  “law  of  the  intestine”  to  this 
activity  of  contraction  and  relaxation  following 
stimulation  of  the  small  intestine. 

This  normal  physiologic  activity  is  an  inherent 
characteristic  of  the  small  intestine.  It  is  also 
a protective  mechanism  which  prevents  an  ex- 
cessive spilling  of  intestinal  contents  into  the 
peritoneal  cavity  following  traumatic  rents 
through  all  layers  of  the  small  bowel.  Experi- 
mentally, perforations  were  made  in  the  small 
intestine  of  rabbits.  These  commenced  in  the 
serosa,  passed  the  mucosa  and  entered  the  lumen  of 
the  bowel.  Immediate  active  contraction  of  the 
small  intestine  above  the  site  of  perforation  with 
relaxation  below  this  site  always  occurred  (Fig.  1). 


Fig.  1.  Small  intestine  of  a rabbit  showing  con- 
traction and  relaxation  of  the  intestine  above  and 
below  the  point  of  noxious  stimulus.  Area  is 
marked  with  a hemostat. 

This  activity  prevented  the  elimination  of  intes- 
tinal contents  above  the  site  of  perforation.  The 
relaxation  below  the  point  of  injury  permitted 
the  emptying  of  intestinal  fluid  into  the  distal 
segments  of  the  intestine  without  the  extravasa- 
tion of  intestinal  contents  into  the  abdominal 
cavity.  This  procedure  was  performed  innumer- 
able times  on  the  intestinal  tracts  of  rabbits. 
Never  have  the  above  results  failed  to  occur. 
The  procedure  was  repeated  at  the  same  site  on 
many  occasions  until  muscular  fatigue  prevented 
additional  responses  to  noxious  stimuli.  Muscu- 
lar fatigue,  however,  did  not  occur  sooner  than 
four  hours  following  constant  stimulation. 
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This  activity  of  small  intestines  explains 
clinically  the  apparent  delay  of  clinical  symptoms 
in  the  group  of  patients  previously  reported.1 
From  the  evidence  offered  experimentally  it  ap- 
pears proper  to  assume  that,  in  traumatic  per- 
forations of  the  small  intestine,  human  intestinal 
activity  closely  parallels  that  observed  in  the 
rabbit.  A rent  in  the  small  intestine  may  occur 
in  a patient  who  has  been  the  victim  of  blunt 
trauma  to  the  abdomen.  However,  the  pro- 
tective activity  of  contraction  above  with  re- 
laxation below  the  point  of  perforation  prevents 
the  spillage  of  intestinal  contents  into  the  peri- 
toneal cavity,  thus  delaying  the  onset  of  peri- 
toneal irritation  and  its  subsequent  chain  of 
symptoms.  However,  when  muscular  exhaus- 
tion occurs,  this  protective  activity  ceases  and 
the  initial  signs  of  peritonitis  occur.  If  this 
type  of  patient  is  operated  upon  within  this 
period  of  protective  muscular  activity  of  the 
small  intestine,  the  prognosis  is  better  than  after 
the  onset  of  peritonitis.  This  fact  is  in  keeping 
with  the  results  of  our  survey  of  18  patients  who 
had  small  bowel  perforations.  The  conclusions 
drawn  from  our  study  of  18  cases  coincided  with 
the  experience  of  others  that  traumatic  perfora- 
tion of  the  small  intestine  is  associated  with  an 
unusually  high  mortality.  This  mortality  can 


be  definitely  lowered  if  surgical  intervention 
occurs  within  that  period  of  protectivity  exer- 
cised by  small  intestine. 

This  experimental  observation  is  offered  as 
clinically  important  because  of  the  fact  that 
several  questions  associated  with  the  traumatic 
abdomen  can  be  answered.  First,  the  freedom 
of  serious  symptoms  immediately  following  blunt 
injury  to  the  abdomen  is  explained.  Second,  the 
optimum  time  of  surgical  intervention  is  during 
this  period  of  protectivity.  Exploratory  lapar- 
otomy during  the  protective  period  will  be  the  de- 
ciding factor  in  lowering  the  mortality  in  trau- 
matic intestinal  perforations. 

Conclusions 

1.  Experimental  and  clinical  observation  on 
the  protective  activity  of  small  intestine  physi- 
ology in  traumatic  perforation  is  recorded. 

2.  The  clinical  importance  of  this  observa- 
tion in  lowering  the  mortality  in  traumatic  per- 
forations of  the  small  intestine  is  explained. 

3.  This  protective  activity  is  a character- 
istic of  the  small  intestine  beyond  the  duodenum 
and  does  not  include  the  colon. 
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LAWS  REGULATING  DP  DOCTORS  PROTECT 

Laws  which  confront  foreign  physicians  who  want 
to  practice  medicine  in  the  United  States  were  set  up 
as  a protection  against  unqualified  and  incompetent 
doctors,  explains  an  editorial  appearing  in  the  No- 
vember 13  issue  of  the  Journal  of  the  American  Medi- 
cal Association. 

The  editorial  says  in  part : 

“The  laws  regulating  medical  licensure  were  not 
adopted  for  the  protection  of  the  medical  profession 
but  for  the  protection  of  the  American  people  against 
unqualified  and  incompetent  doctors.  The  laws  of 
the  various  states  differ.  Some  states  require  full 
citizenship;  others  require  first  papers;  some  re- 
quire a year  of  internship  in  a hospital  within  the 
state;  many  of  them  demand  fully  accredited  cre- 
dentials which  physicians  from  foreign  countries  fre- 
quently do  not  have. 

“The  medical  schools  of  many  of  the  foreign  coun- 
tries have  been  in  a deplorable  state  since  the  begin- 
ning of  the  Nazi  invasions.  Recently  (at  the  Forty- 
Fourth  Annual  Congress  on  Medical  Education  and 
Licensure,  Chicago,  February  10,  1948),  Dr.  Irving 
S.  Wright  of  New  York,  civilian  consultant  in  medi- 


AMERICAN  PEOPLE 

cine  to  the  Surgeon  General  of  the  United  States 
Army,  reported  on  a study  of  the  schools  of  Europe. 
One  of  the  chief  difficulties  has  been  the  attempt  of 
the  schools  to  take  on  more  students  than  they 
could  teach  properly,  since  they  suffer  from  a lack  of 
teaching  personnel  and  equipment. 

“Europe  was  completely  shut  off  from  scientific 
information  developing  elsewhere  in  the  world  dur- 
ing at  least  the  years  1939  to  1944.  Foreign  doctors 
knew  nothing  whatever  of  the  development  of  anti- 
biotic drugs,  of  new  methods  of  anesthesia,  and  of 
any  other  new  medical  technics  which  had  been 
developed  elsewhere.  Estimates  indicate  that  there 
are  about  2,000  physicians  in  DP  camps.  It  is  un- 
likely that  more  than  a few  of  these  will  eventually 
come  to  the  United  States. 

“Many  of  them  will  accompany  the  people  with 
whom  they  fled  from  their  own  countries.  Most  of 
them  had  such  a difficult  time  keeping  alive  during 
their  flight  that  they  had  little  opportunity  to  keep 
abreast  of  medical  knowledge.  The  younger  physi- 
cians graduated  from'  medical  schools  which  have  had 
a serious  time  trying  to  survive  since  1933. 


ABSTRACT  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 

OF  THE  STATE  OF  NEW  YORK 


ITS  meeting  on  December  9,  1948,  the 
Council  considered  the  following  matters, 
taking  action  as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
the  armed  forces  for  one  member  for  1948  and  three 
members  for  1947. 

Communications. — 1.  Letter  from  Dr.  William 
A.  Petry,  president  of  the  Greene  County  Medical 
Society,  December  2,  1948:  “Please  tell  me  if  or  not 
the  State  Society  approved  of  a member  putting 
such  titles  as  F.A.C.S.,  F.I.C.S.,  Diplomate  of  Am. 
Board  of  Int.  Med.,  on  his  stationery,  business  cards, 
prescription  blanks,  etc.” 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Questions  on  Ethics. 

2.  Letter  from  Martha  R.  Wegner,  executive 
secretary,  New  York  State  High  School  Athletic 
Protection  Plan,  Inc.,  November  29,  1948,  request- 
ing the  State  Society  to  send  copies  of  the  Plan’s 
General  Information  Bulletin  to  the  membership. 
After  discussion,  it  was  voted  that  the  Secretary  be 
instructed  to  reply,  stating  New  York  State  High 
School  Athletic  Protection  Plan,  Inc.,  can  secure 
names  of  physicians  from  the  Medical  Directory 
of  New  York,  New  Jersey,  and  Connecticut; 
also 

It  was  voted  that  the  Bureau  of  Medical  Care 
Insurance  study  this  corporation’s  insurance  form. 
Meetings. — On  November  12,  1948,  your  Secre- 
tary was  present  at  a meeting  in  the  New  York  City 
Office  of  the  State  Education  Department  which 
was  attended  by  Dr.  Robert  R.  Hannon,  Executive 
Officer;  Dr.  Richard  A.  Kovacs  and  Dr.  Madge  C. 
L.  McGuinness,  as  well  as  several  licensed  physio- 
therapy technicians,  their  lawyer;  Dr.  Irwin  A. 
Conroe,  Assistant  Commissioner  for  Professional 
Education;  Dr.  Jacob  L.  Lochner,  Jr.,  secretary  of 
the  State  Board  of  Medical  Examiners;  and  Mr. 
James  A.  Malaney,  Executive  Secretary  of  Profes- 
sional Conduct. 

The  physical  therapy  technicians  seemed  desirous 
of  having  the  existing  law  changed  so  as  to  allow 
them  legally  to  practice  without  the  prescription  or 
supervision  of  a licensed  physician.  They  stated 
brazenly  that  they  did  so  now  and  for  that  reason 
claimed  the  law  should  be  changed. 

On  November  18  your  Secretary  attended  the 
Middle  Atlantic  States  Regional  Conference  on 
Medical  Service  of  the  American  Medical  Associa- 
tion, at  the  Philadelphia  County  Medical  Society, 
Philadelphia,  Pennsylvania.  Also  present  were  Dr. 
Carlton  E.  Wertz,  chairman,  Committee  on  Medical 
Service;  Dr.  J.  Stanley  Kenney,  Councilor;  Dr. 
Laurance  D.  Redway,  Assistant  Managing  and 
Literary  Editor  of  the  New  York  State  Journal 
of  Medicine,  and  Mr.  George  P.  Farrell,  director 
of  the  Bureau  of  Medical  Care  Insurance.  The 
morning  session  was  devoted  to  the  subject,  “What 
Is  the  Responsibility  of  the  Practitioner  in  Regard 
to  Hospital  Financing?”  The  afternoon  session  was 
spearheaded  by  Dr.  Paul  R.  Hawley  and  the  sub- 
ject was  “Blue  Cross-Blue  Shield  Commission 
Proposals.”  During  luncheon,  Dr.  Joseph  S. 
Lawrence  discussed  the  “Washington  Horoscope.” 
Dr.  J.  Stanley  Kenney  was  selected  to  be  a member 


of  the  Executive  Committee  of  this  body  for  the 
ensuing  year. 

On  November  23,  your  Secretary  attended  a 
meeting  of  the  Advisory  Council  on  Nursing  of  the 
New  York  State  Education  Department  in  Albany. 
Among  other  business  at  this  meeting,  it  was  voted 
to  recommend  that  the  Department  of  Education 
support  a proposed  bill  to  allow  dentists  legally  to 
give  orders  to  nurses,  in  caring  for  patients. 

On  November  28  and  29,  1948,  your  Secretary  at- 
tended the  American  Medical  Association  Confer- 
ence of  State  Medical  Association  Secretaries  and 
Editors  at  the  Hotel  Statler,  St.  Louis,  Missouri. 
The  program  included  a Symposium  on  Medical 
Legislation,  a Symposium  on  Osteopathy,  a Report 
on  Cooperative  Medical  Advertising  Bureau,  confer- 
ences on  Medical  Society  Radio  Programs,  Medical- 
Hospital  Prepayment  Plans,  and  Medical  Legisla- 
tion. Also,  a clinic  was  held  regarding  state  medical 
journals  at  which  Arizona  Medicine,  the  Pennsyl- 
vania Medical  Journal,  the  Journal  of  the  South 
Carolina  Medical  Association,  and  the  Texas  State 
Journal  of  Medicine  were  discussed  from  a sympto- 
matic and  therapeutic  standpoint.  Dr.  Paul  R. 
Hawley  addressed  the  conference  on  “Medical  and 
Hospital  Care  Prepayment  Plans”  and  Dr.  James  C. 
Sargent,  chairman  of  the  American  Medical  As- 
sociation Council  on  National  Emergency  Medical 
Service,  delivered  an  address  entitled,  “Medical 
Care  of  the  Nation  in  the  Event  of  Another  War.” 

On  November  30  and  December  1,  1948,  your 
Secretary  attended  the  Interim  Session  of  the  House 
of  Delegates  of  the  American  Medical  Association 
in  St.  Louis,  Missouri. 

Also,  on  December  1, 1948,  your  Secretary  conferred 
for  an  hour  with  Mr.  Rolen  Waterson,  executive 
secretary  of  the  Alameda  County  (California) 
Medical  Association,  regarding  prevention  of  suits 
for  malpractice. 

Since  returning  to  New  York  your  Secretary  has 
attempted  to  accomplish  the  work  which  had  ac- 
cumulated during  his  absence.  He  has  attended 
committee  meetings,  yesterday  and  the  day  before, 
and  on  December  7 he  attended  a meeting  of  the 
Board  of  Censors  of  the  Medical  Society  of  the 
County  of  New  York. 

It  was  voted  that  the  report  be  approved  and  the 

recommendations  adopted. 

Treasurer’s  Report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  stated  he  had  been  busy  with  his 
usual  office  routine,  and  preparing  for  future  legisla- 
tion. 

Activities  of  Committees 

Legislation. — Dr.  Holcomb,  acting  chairman,  re- 
ported verbally  as  follows: 

I would  like  to  give  a report  to  the  Council  on  our 
meeting  of  November  9 at  the  Hotel  Roosevelt. 
Those  present  were  Dr.  Mott,  Dr.  Mitchell,  Dr. 
Kenney,  Mr.  Martin,  and  Mr.  Clearwater  for  our 
legal  department,  Mr.  Farrell,  Dr.  Anderton,  Mr. 
Dwight  Anderson,  Mr.  Walsh,  Mr.  Miebach,  and 
Dr.  Hannon,  our  executive  officer. 

At  that  time  we  took  up  the  mandates  from  the 
House  of  Delegates. 

The  first  is  our  acknowledgment  of  the  splendid 
work  done  by  Mr.  Dwight  Anderson  and  his  staff 
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in  preparing  the  Legislative  Manual  for  county  so- 
ciety presidents  and  legislative  chairmen.  It  is 
comprehensive,  direct,  and  gives  them  a definite 
idea  of  the  procedures  necessary  to  introduce  legis- 
lation in  the  State  legislature. 

In  the  matter  of  the  Wicks  Commission  Report,  a 
letter  was  sent  out,  as  approved  by  this  Council.  I 
have  interviewed  one  of  the  staff  of  Senator  Wicks’ 
office,  who  has  a great  deal  to  do  with,  and  is  con- 
versant with  this  report  which  deals  with  all  of  the 
professions.  He  has  gone  over  our  communication, 
and  he  has  given  me  the  assurance  that  it  is  the  in- 
tent of  Senator  Wicks  to  hear  the  various  groups  in 
Albany,  when  he  will  take  up  the  specific  objec- 
tions we  have  made.  In  other  words,  we  will  be 
given  a hearing  before  legislation  is  enacted.  It  is 
splendid  that  we  have  such  assurance. 

Dr.  Hannon  has  notified  the  New  York  State 
Dental  Society  that  the  Legislative  Committee  and 
the  Council  approved  the  proposed  amendment  to 
the  Nursing  Law  favored  by  them.  You  will  re- 
call that  had  to  do  with  allowing  a dentist  to  write 
or  authorize  treatment  by  nurses  of  a hospital 
patient. 

The  first  question  we  discussed  was  Section  94 
which  pertained  to  the  abolishment  of  the  Medical 
Practice  Committee  of  the  Workmen’s  Compensa- 
tion Board.  This  was  a mandate  from  the  House  of 
Delegates  that  the  Legislative  Committee  have 
introduced  a bill  to  abolish  the  Medical  Practice 
Committee.  We  have  heard  arguments  for  intro- 
ducing this  bill,  and  also  for  introducing  a bill  that 
would  cut  down  the  activities  of  the  Medical  Prac- 
tice Committee. 

We  find  that  it  will  be  extremely  difficult  perhaps 
to  get  favorable  legislation  on  the  abolishing  of 
this  Medical  Practice  Committee.  Apparently 
many  of  the  legislators  are  kindly  toward  it.  I 
think  the  Department  of  Labor  favors  such  a com- 
mittee, but  we  will  carry  out  the  mandate  of  the 
House  of  Delegates  and  introduce  the  legislation. 

Dr.  Hannon  has  called  my  attention  to  the  fact 
that  last  year,  of  the  questionnaires  he  sent  out  to 
all  the  sixty-one  county  medical  societies,  only  six 
were  answered — all  affirmative.  However,  with 
such  meager  support  you  can  see  it  will  not  be  easy 
to  get  favorable  legislation  on  this  matter. 

On  Section  106,  the  bill  to  amend  the  law  for  relief 
by  injunction,  we  decided  that  the  Tartikoff  Bill, 
in  which  is  eliminated  certain  words,  such  as  “crimi- 
nal,” was  the  better  bill  of  the  two,  and  we  recom- 
mend that  bill.  I might  call  your  attention  to  the 
fact  that  this  injunction  bill  is  favorably  reported 
by  the  Wicks  Commission.  I have  spoken  to  the 
member  of  the  staff  of  Senator  Wicks’s  office  to  whom 
I previously  referred.  He  feels  that  there  is  a 
good  chance  of  the  injunction  bill  being  adopted.  - 

In  our  county  society  meeting  this  week  I asked 
to  have  passed  a resolution  favoring  this  bill  (the 
injunction  bill).  The  society  requested  Senator 
Wicks  and  our  assemblyman  to  introduce  the  bill 
themselves.  This  resolution  was  passed  and  will 
be  sent  to  the  two  legislators.  Of  course,  a copy 
will  be  sent  to  the  Albany  office  for  Dr.  Hannon. 

You  will  recall  that  in  the  Legislative  Manual — 
perhaps  you  have  not  read  it  yet— we  have  advo- 
cated the  adoption  of  this  plan  of  having  county 
societies  pass  resolutions  on  important  legislation 
and  instructing  their  secretaries  to  send  copies  to 
their  local  legislators.  I feel  that  the  legislators  in 
Albany  think  of  the  medical  profession  as  purely 
.22,000  votes.  I don’t  think  they  consider  that  we 
have  a great  deal  of  influence  on  public  opinion,  or 


that  at  least  we  are  too  lazy  or  too  indifferent  to 
exercise  it.  I feel  if  some  of  the  county  societies, 
when  they  receive  information  regarding  important 
legislation,  will  carry  on  this  procedure,  we  will 
exercise  a direct  influence  on  legislation  in  Albany. 

The  podiatry  legislation  was  another  thing  that 
came  from  the  House  of  Delegates,  a difficult  prob- 
lem. When  this  resolution  was  referred  to  the 
Council  protesting  about  podiatry  legislation,  the 
bill  had  Already  passed.  It  had  been  signed  by  the 
Governor  and  is  in  force.  Our  feeling  is  that  to 
attempt  to  do  anything  about  the  podiatry  law  will 
only  weaken  our  position  in  regard  to  other  impor- 
tant legislative  matters. 

It  was  voted  that  the  Council  expresses  approval 
of  the  Legislative  Committee’s  recommendation 
not  to  do  anything  regarding  podiatry  legislation 
unless  a new  bill  is  introduced. 

The  question  on  the  Lien  Law,  another  mandate 
from  the  House  of  Delegates,  was  brought  up  at  our 
county  society  and  it  was  decided  by  your  Legisla- 
tion Committee  to  introduce  the  1938  bill  with 
changes  that  have  been  suggested.  As  you  recall, 
the  lien  bill  gives  the  physician  a lien  on  judgments 
that  before  we  have  not  had.  Our  county  society 
has  already  passed  a resolution  favoring  such  a lien 
bill.  It  will  be  sent  to  our  two  legislators,  but  I 
am  not  sure  just  how  that  will  work  in  the  Legisla- 
ture. I think  other  professions  are  protected,  but 
the  medical  profession  is  not — a crying  shame! 

There  is  also  the  question  of  another  section  to 
amend  the  law  concerning  group  practice  or  partner- 
ship. This  was  referred  to  the  Council  by  the  House 
of  Delegates  for  action  before  the  1949  legislative 
session.  Lest  there  be  criticism  of  the  Legislative 
Committee  and  the  Council  for  not  taking  decisive 
action  in  this  matter,  I believe  it  will  be  important 
that  we  discuss  what  has  taken  place  regarding  this 
proposed  legislation  and  the  reason  for  not  attempt- 
ing legislation  at  this  time. 

There  has  been  in  this  partnership  legislation  a 
great  deal  of  conflicting  and  controversial  opinion 
by  influential  groups,  and  our  feeling  is  that  this 
matter  should  be  studied  before  we  attempt  to  have 
introduced  legislation  which  might  be  ill-founded 
and  may  meet  with  tremendous  resistance. 

I am  going  to  ask  Dr.  Hannon  if  he  will  outline 
briefly  the  problem  we  have  with  this  particular 
question. 

Dr.  Hannon:  “The  proposal  is  that  we  have 

amended  those  sections  of  the  law  that  were  passed 
in  1947,  the  so-called  Milmoe-Griffith  Bills,  which 
were  for  the  benefit  of  the  Health  Insurance  Plan  of 
New  York  City. 

We  have  had  many  discussions  on  this.  I have 
talked  to  Mr.  Clearwater  and  Mr.  Martin.  The 
general  opinion  is  that  unless  we  have  a strong  argu- 
ment we  will  meet  with  defeat,  which  will  just 
strengthen  the  present  law.  It  will  be  rather  dif- 
ficult, in  view  of  the  support  that  those  bills  had 
from  many  members  of  the  medical  profession  in 
their  passage,  to  get  sufficient  united  support  from 
all  of  the  medical  profession  to  make  our  attempts 
successful. 

This  same  matter  is  being  considered  by  the 
Planning  Committee,  and  they  have  several  prob- 
lems along  the  same  line.” 

Dr.  Holcomb:  “I  would  perhaps,  as  all  committees 
do  when  their  hands  are  tied,  look  for  support. 
My  feeling  would  be  that,  if  the  Council  could  recom- 
mend that  the  Legislative  Committee  with  the 
Planning  Committee  or  other  interested  groups 

of  the 


424 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


should  study  this  question  further,  in  an  attempt 
to  have  introduced  satisfactory  legislation  that 
might  have  some  possible  chance  of  passing,  it 
might  be  of  help,  before  we  get  our  next  spanking 
from  the  House  of  Delegates.  I am  not  seeking  an 
out,  but  I think  you  all  realize  that  when  we  are 
confronted  with  insoluble  problems,  we  simply  wish 
to  have  the  concurrence  and  help  of  the  Council  in 
carrying  on  further  study  before  we  can  have  intro- 
duced such  legislation. 

I would  like  to  ask  at  this  time  that  a motion  be 
made  that  the  matter  of  group  practice,  partnership, 
etc.,  be  subjected  to  further  study,  because  we  are 
not  able  to  initiate  such  legislation  at  this  time.” 

It  was  voted  that  the  matter  of  group  practice, 
partnership,  etc.,  be  subjected  to  further  study 
as  it  is  not  feasible  to  have  legislation  regarding 
it  initiated  at  this  time. 

The  next  matter  is  the  question  of  Sections  116 
and  117  pertaining  to  bills  making  x-ray  diagnosis 
the  practice  of  medicine,  also  pathology,  physical 
therapy,  and  anesthesiology.  Our  feeling  in  the 
Committee,  after  a long  discussion  on  this  matter, 
was  that  we  did  not  seem  to  be  getting  anywhere. 
You  have  four  divergent  groups,  four  groups  that 
have  different  ideas,  and  we  are  asking  for  more  time 
to  confer  with  each  one  of  these  groups  and  get  an 
expression  of  opinion  as  to  the  definite  legislation 
that  they  wish  to  have  introduced — the  type  of 
legislation. 

Our  next  matter  is  another  resolution  about  the 
title  of  “Doctor”  appended  to  your  name,  in  your 
letters,  and  making  it  mandatory  that  that  be  ap- 
plied on  stationery,  signs,  or  something  of  that  kind. 
The  Legislative  Committee  felt  that  this  should 
have  further  study  as  well,  because  it  has  so  many 
implications. 

As  regards  the  report  of  the  study  on  the  Domes- 
tic Relations  Law,  we  were  asked  to  have  introduced 
a bill  to  shorten  the  period  of  time  for  the  premarital 
blood  test.  At  the  present  time  persons  must  ob- 
tain a license  within  thirty  days  after  the  serologic 
examination  and  physical  examination.  Then  they 
have  sixty  days  in  which  to  use  the  license.  That 
is  a total  of  ninety  days.  The  suggestion  was  to 
cut  that  down  to  fifty-five  days.  Studies  were  made 
of  two  hundred  and  fifty  people,  and  it  was  found 
that  93  per  cent  were  married  within  four  weeks  of 
the  date  of  their  physical  examination,  and  about 
55  per  cent  were  married  within  two  weeks.  Sena- 
tor Desmond  and  the  New  York  City  Department 
of  Health  are  considering  again  the  introduction  of 
such  a bill.  Senator  Desmond  in  a letter  stated  that, 
in  light  of  the  views  expressed  by  well-informed  doc- 
tors, it  is  probably  not  desirable  that  such  a bill  be 
introduced.  Our  Legislative  Committee  decided 
to  recommend  to  the  Council  that  such  legislation 
be  not  introduced  this  year. 

We  had  another  question  that  was  extremely 
important — making  it  compulsory  to  use  iodized 
salt  in  New  York  State.  We  had  several  com- 
munications about  the  importance  and  uselessness 
of  iodized  salt.  As  a result  it  was  decided  that 
medical  evidence  does  not  warrant  the  passage  of 
legislation  making  iodized  salt  mandatory  in  this 
State. 

Mr.  President,  I ask  approval  of  our  recommenda- 
tions. 

It  was  voted  that  the  recommendations  of  the 
Legislative  Committee  be  approved. 

Constitution  and  Bylaws. — Mr.  Clearwater  re- 
ported that  the  Ontario  County  Society  proposed 


bylaws  had  been  considered.  However,  these  in- 
cluded provision  for  associate  members  who  would 
not  be  members  of  the  State  Society. 

After  discussion,  it  was  voted  that  this  matter  be 
laid  over  for  a month,  for  further  discussion  and 
report. 

Mr.  Clearwater  read  the  following  correspond- 
ence: 

MEDICAL  SOCIETY  OF  THE  COUNTY  OF  ULSTER 
My  dear  Dr.  Anderton: 

We  have  a problem  to  solve  here  in  our  County  which 
you  will  be  able  to  understand  after  reading  the  carbon 
copy  of  my  letter  to  the  Attorney  General  at  Albany. 

Am  also  enclosing  the  reply  from  the  Attorney  General’s 
office.  We  do  not  have  a paid  attorney  for  our  society 
and  it  was  suggested  that  perhaps  the  Attorney  for  the 
State  Society  may  take  the  matter  up  for  us  and  let  us 
know  what  the  decision  was  in  the  case  cited.  If  this 
cannot  be  done  please  advise  what  our  next  step  should  be. 
Thanking  you  in  advance,  I remain 

Yours  very  truly, 

F.  H.  Voss,  M.D.,  F.A.C.P. 
Secretary 

This  is  the  letter  to  the  Attorney  General  of  the 
State  of  New  York,  dated  November  16,  1948: 

My  dear  Sir: 

At  the  Comitia  Minora  (Executive  Committee)  meeting 
of  the  Medical  Society  of  the  County  of  Ulster  held  Novem- 
ber 12th,  I was  directed  to  address  a letter  asking  your 
opinion  on  the  following  matter: 

The  Comitia  Minora  desires  to  know,  if  a physician, 
now  a member,  is  found  to  be  enrolled  in  a political 
party  which  advocates  the  overthrow  of  the  Constitu- 
tion of  the  United  States,  and  holds  a membership  card, 
proven  by  the  U.S.  F.B.I.,  whether  or  not  the  said 
County  Society  may  expel  or  cancel  his  membership? 
Our  Bylaws  state  that  a physician  must  be  a citizen  and 
qualified  by  the  N.Y.  State  Board  of  Regents. 

Respectfully  submitted, 

F.  H.  Voss,  M.D.,  F.A.C.P. 
Secretary 

The  Attorney  General’s  Assistant,  Ruth  Kessler 
Toch,  replied  to  Dr.  Voss,  November  19,  1948,  as 
follows: 

I have  your  letter  of  November  16,  1948. 

Since  the  Attorney  General  is  authorized  to  advise  only 
officials  and  departments  of  the  State  government,  I 
regret  that  I cannot  give  you  an  opinion  upon  your  prob- 
lem. I suggest  that  a private  attorney  could  advise  you 
on  the  scope  of  your  disciplinary  jurisdiction  as  provided 
in  the  Membership  Corporation  Law  and  the  constitution 
and  bylaws  of  your  society. 

Informally  and  unofficially  I call  your  attention  to  the 
case  of  Ewald  v.  Medical  Society  of  the  County  of  New  York, 
144  App.  Div.’82,  which  contains  some  discussion  on  the 
subject. 

Mr.  Clearwater:  That  Ewald  case  is  a general  case 
that  provides  that  medical  societies  have  powers  to 
discipline  members,  but  this  case  is  different.  There 
is  this  power  to  discipline  a man  who  indulged  in  some 
real  medical  fraud,  but  that  is  not  helpful  to  this  par- 
ticular problem. 

One  thing  I noted  is  that  they  refer  to  a man  who 
advocates  the  overthrow  of  the  Constitution  of  the 
United  States.  That  is  a little  different  from  the 
overthrow  of  the  government  of  the  United  States. 
I don’t  know  whether  that  is  exactly  what  they 
intended  to  say,  but  it  strikes  me  that  this  is  a 
matter  that  could  very  well  be  referred  to  the  Con- 
stitution and  Bylaws  Committee,  to  see  if  the  State 
Society  wishes  to  take  action  which  might  be  a 
precedent  in  future  matters  of  the  same  sort. 

After  discussion,  it  was  voted  to  refer  this  matter  to 
the  Committee  on  Constitution  and  Bylaws. 
Supplementing  this  report,  Dr.  Reuling  stated  that 
the  Council  at  the  meeting  last  month  voted  that 
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the  matter  of  partial  payment  of  county  society 
dues  and  State  assessment  be  referred  to  the  Com- 
mittee on  Constitution  and  Bylaws.  There  has 
been  no  meeting  of  the  Committee,  and  this  is 
simply  a report  of  the  chairman  to  the  effect  that 
it  is  his  feeling  that  our  bylaws  are  perfectly  clear 
in  the  matter.  May  I read  Bylaws,  Chapter  I, 
Section  1: 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  County  Medical  Societies.  A 
copy  of  the  roster  of  such  members,  certified  to  be  cor- 
rect by  the  secretary  of  such  County  Society,  shall  be 
evidence  of  the  right  of  the  members  whose  names  appear 
therein  to  membership  in  this  Society.  No  member  who 
has  been  dropped  from  the  roll  of  a component  County 
Society  by  reason  of  failure  to  pay  dues  shall  be  accepted 
by  another  Society  except  by  regular  transfer  after  rein- 
statement in  the  original  Society. 

Section  2.  The  term  “good  standing”  is  hereby 
defined  as: 

(а)  A member  is  in  good  standing  when  his  dues  to  his 
County  Society  and  the  assessment  of  the  State  Society 
have  been  paid  when  they  are  due  and  payable.  The  dues 
year  shall  coincide  with  the  fiscal  year,  January  1 to 
December  31  of  each  year. 

(б)  A member  whose  dues  and  assessments  are  unpaid 
after  May  31  of  any  current  year  is  not  in  good  standing. 
He  is  in  arrears  for  dues.  He  has  lost  his  right  to  mal- 
practice defense  by  Counsel  of  the  Medical  Society  of  the 
State  of  New  York  for  any  acts  upon  which  suit  may  be 
predicated  during  the  period  of  his  arrears.  This  last  is 
not  recoverable,  even  when  he  becomes  reinstated.  Im- 
mediately upon  payment  of  dues  during  the  current  year, 
his  right  to  malpractice  defense  by  Counsel  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  restored  from  that 
date. 

It  is  the  opinion  of  the  chairman  of  the  Committee 
that  the  matter  is  entirely  covered  in  our  present 
bylaws  and  needs  no  further  action. 

It  was  voted  that,  as  the  matter  is  entirely  covered 
in  the  present  bylaws,  no  further  action  was 
needed. 

Convention. — A letter  from  Dr.  Ingegno,  chair- 
man of  the  Subcommittee  on  Scientific  Program  of 
the  Council  Committee  on  Convention,  regarding 
payment  of  expenses  of  certain  speakers,  was  re- 
ferred to  the  Convention  Committee. 

Economics. — Mr.  Farrell,  director  of  the  Bureau 
of  Medical  Care  Insurance,  made  the  following 
report: 

Mr.  Farrell  attended  the  annual  meeting  of 
County  Society  Secretaries  in  Albany,  November  4. 

November  15 — Your  Director  conferred  with  the 
Executive  Director  of  Genesee  Valley  Medical 
Care,  Inc.,  Rochester,  on  the  proposed  State-wide 
contract.  He  spoke  to  the  senior  medical  students 
of  Syracuse  University  College  of  Medicine,  Novem- 
ber 16,  on  “Voluntary  Medical  Care  Plans  and  the 
Effect  They  Will  Have  on  Economics  in  Medical 
Practice.” 

November  18 — Mr.  Farrell  attended  the  Middle 
Atlantic  States  Regional  Conference  of  the  Council 
on  Medical  Service  of  the  American  Medical  As- 
sociation in  Philadelphia. 

Mr.  Farrell  was  present  at  the  Interim  Session 
of  the  A.M.A.  House  of  Delegates  in  St.  Louis, 
November  30  to  December  3.  Prior  to  the  open- 
ing of  the  House,  Mr.  Farrell  appeared  before  the 
Council  on  Medical  Service,  November  29,  and 
spoke  regarding  the  position  of  the  Council  of  the 
State  Society  on  the  proposals  for  Blue  Cross-Blue 
Shield  Association  and  Blue  Cross-Blue  Shield 
Health  Service,  Inc. 

On  November  30,  by  invitation,  Mr.  Farrell  at- 
tended a meeting  of  the  State  Society  delegates  to 


discuss  the  proposals  for  the  Blue  Cross-Blue  Shield 
Association  and  the  national  insurance  corporation. 

Mr.  Farrell  was  present  December  1 at  a meeting 
of  the  Reference  Committee  on  Report  of  the  Coun- 
cil on  Medical  Service.  Attached  is  a supple- 
mentary report  of  the  Council  on  Medical  Service 
on  the  A.M.C.P.  proposals  to  form  a national  in- 
surance company  which  was  unanimously  adopted 
by  the  House. 

December  2 — Mr.  Farrell  conferred  with  Dr. 
Wertz,  chairman  of  the  Committee  on  Medical  Serv- 
ice, and  Dr.  Aaron,  chairman  of  the  Subcommittee 
on  Medical  Expense  Insurance  of  the  Committee  on 
Economics  in  Buffalo,  relative  to  the  A.M.A.  Interim 
meeting. 

Supplemental  Report  on  A.M.C.P.  Proposal  to  Form  a 
National  Insurance  Company 

I.  Decision  Up  to  the  House  of  Delegates. — Decision  as  to 
whether  or  not  it  is  desirable  to  form  a national  insurance 
company  or  a reciprocal  enrolling  agency  to  supplement  the 
present  prepayment  program  is  now  before  the  House  of 
Delegates  for  action  at  this  present  session.  The  Council 
on  Medical  Service  has  accomplished  the  principal  purpose 
of  its  preliminary  report  of  October  2,  1948,  namely,  guarding 
and  guaranteeing  the  right  of  the  House  of  Delegates  to  speak 
for  American  medicine  on  this  important  subject.  (A  copy 
of  the  October  2 report,  approved  by  the  Board  of  Trustees, 
was  sent  to  each  member  of  the  House  previous  to  this  meet- 
ing.) The  right  of  the  House  of  Delegates  to  determine  its 
own  and  medicine’s  course  of  action  was  sustained  by  repre- 
sentatives of  the  Council  on  Medical  Service  and  repre- 
sentatives of  various  state  plans  at  the  A.M.C.P.  meeting  at 
French  Lick,  Indiana,  in  October. 

II.  Physicians  Should  Study  Proposal. — The  second  pur- 
pose of  the  October  2 statement  of  the  Council  was  to  make  it 
possible  for  physicians  throughout  America  to  have  an  op- 
portunity to  study  thoroughly  the  proposal  for  a national 
insurance  company. 

Although  many  state  and  county  medical  societies  and 
groups  have  considered  the  insurance  proposal  and  both 
proponents  and  opponents  have  been  active  in  presenting 
their  claims,  the  medical  profession  is  not  yet  fully  informed 
in  regard  to  the  scope  of  the  proposal.  Less  than  three 
months  ago  the  printed  proposal  of  the  Blue  Cross-A.M.C.P 
insurance  company  was  distributed  to  the  Blue  Cross  and 
Blue  Shield  plans.  The  printed  proposal  was  not  sent  to  all 
state  and  county  medical  societies  at  that  time,  and,  there- 
fore, few  state  medical  organizations  have  had  the  oppor- 
tunity to  take  action. 

III.  An  Enrollment  Agency  Still  Should  Be  Considered. — 
At  the  June  19  meeting  of  representatives  of  state  and  terri- 
torial medical  associations,  it  was  evident  that  more  com- 
plete agreement  could  be  reached  by  the  profession  for  the 
development  of  a national  enrollment  agency  than  for  the 
formation  of  a national  insurance  company.  The  Council  re- 
ported this  fact  to  the  House  of  Delegates  at  its  Annual  Meet- 
ing in  Chicago  in  June,  1948. 

Sufficient  detailed,  concrete  evidence  has  not  yet  been 
presented;  therefore,  it  is  not  possible  to  rule  out  further 
consideration  of  an  enrollment  agency  at  this  time.  The 
Council  is  of  the  opinion  that  an  enrollment  agency,  if  it 
received  the  wholehearted  support  of  the  officers  of  A.M.C.P. 
would  gain  the  acclaim  of  a great  majority  of  physicians 
and  not  raise  the  doubts  and  raise  the  repercussions  re- 
sulting from  the  present  proposal. 

IV.  Bill  of  Particulars. — Proponents  claim  a national 
insurance  company  is  necessary  to  underwrite  national 
accounts.  In  answer  to  a request  for  specific  information 
concerning  these  accounts  the  Council  received  the  fol- 
lowing letter  from  Dr.  Hawley: 

I have  just  received  a letter  from  Mr.  Frank  Van  Dyk, 
manager  of  the  National  Enrollment  Division  of  Blue 
Cross.  When  I requested  this  information  from  him,  I 
also  asked  him  to  send  it  to  you;  but,  in  case  he  has  not, 
I am  furnishing  you  a summary. 

In  the  files  of  the  National  Enrollment  office  are  re- 
corded 1,955  national  employers.  We  do  not  believe  this 
list  to  be  complete. 

Within  the  past  two  or  three  years,  Blue  Cross  has  com- 
peted in  the  bidding  for  the  coverage  of  22  national  em- 
ployers, who  have  a total  of  214,450  employes,  without 
success.  These  have  all  chosen  commercial  insurance 
instead  of  nonprofit. 

In  the  same  period  Blue  Cross  has  lost  42  accounts  of 
national  employers,  which  they  had  previously  had,  and 
these  accounts  total  456,800  employes. 

A statement  from  Mr.  Van  Dyk  has  not  been  received  and 
the  Council  is  of  the  opinion  that  the  data  so  far  supplied  is 
inadequate  and  hence  suggests  that  the  House  should  re- 
ceive the  answers  to  the  questions  set  forth  in  the  Bill  of 
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Particulars  before  arriving  at  a decision.  (A  copy  of  the 
Bill  of  Particulars  is  attached,  see  Addenda  1.) 

V.  Alternate  Proposal. — The  Council  suggests  that  the 
House  give  consideration  to  further  study  of  this  entire  sub- 
ject by  some  impartial  group  such  as  the  Brookings  Institu- 
tion. 

VI.  Findings  of  Council.— The  Council  is  making  inde- 
pendent inquiries  relative  to  demands  for  national  contracts. 
(Findings  of  the  Council  to  date  appear  in  Addenda  2.) 

The  Council  reminds  the  House  that  the  Council’s  promo- 
tion of  prepayment  plans  predates  the  activation  of  A.M.- 
C.P.  A.M.C.P.  has  been  in  operation  only  since  December, 
1946. 

The  cumulative  experience  and  data  pertaining  to  the 
individual  plans,  together  with  that  of  A.M.C.P.,  are  not 
yet  sufficient  to  warrant  the  inauguration  of  such  an  ir- 
revocable step  as  contemplated  in  the  A.M.C.P.  proposal. 

The  Council  is  convinced  that  the  primary  strength  of 
the  voluntary  plans  lies  in  their  flexibility.  The  present 
plans  are  meeting  local  needs  for  which  they  were  developed. 
This  is  evidenced  by  the  acceptance  of  these  plans  by  the 
public.  The  Council  is  further  convinced  that  the  A.M.C.P 
proposal  would  have  an  adverse  effect  upon  the  autonomy  of 
the  local  plans. 

VII.  Political  Phase. — The  whole  subject  must  be  con- 
sidered in  the  light  of  two  national  developments  which  in  a 
way  offset  each  other:  (1)  The  re-election  of  President  Tru- 
man with  his  program  for  compulsory  sickness  insurance. 
According  to  adherents  of  the  A.M.C.P.  plan  this  strength- 
ens their  belief  that  the  creation  of  a national  insurance  com- 
pany is  now  obligatory  to  further  the  voluntary  prepayment 
movement  and  thereby  offset  “socialized  medicine,”  and 
(2)  The  proceedings  of  the  Department  of  Justice  against 
medical  organizations  in  Oregon  and  California  and  ru- 
mored investigations  elsewhere.  This  should  be  a warning  to 
those  who  propose  a national  insurance  company  involving 
the  present  state  and  county  medical  society  plans  in  inter- 
state business,  thereby  making  them  vulnerable  to  govern- 
ment prosecution. 

VIII.  Conclusion.— In  conclusion  the  Council  points  up 
the  fact  that  in  its  opinion  neither  the  election  results,  nor 
demands  by  any  group,  nor  the  fact  that  Blue  Cross  is  going 
ahead  with  its  own  insurance  company  regardless  of  A.M.A. 
actions,  has  materially  changed  the  fundamental  principles 
and  philosophy  expressed  by  the  Council  in  its  statement  of 
October  2. 

It  does  believe  that  whether  or  not  the  House  decides  to 
approve  a national  insurance  company  that  clarification  of 
the  functions  and  relations  of  A.M.A.  and  the  A.M.C.P. 
is  vital  to  the  future  progress  of  the  voluntary  prepayment 
movement  in  America.  The  Council  believes  that  a definite 
statement  of  the  House  delineating  the  functions  of  A.M.C.P. 
as  a trade  organization,  which  it  was  set  up  to  be,  and  of  the 
Council  as  the  policy-making  body,  is  essential  to  a smooth- 
running combination  to  moment  and  impel  the  voluntary 
prepayment  health  movement  which  is  so  vital  in  the  battle 
against  “socialized  medicine.”  Hence,  the  Council  recom- 
mends that  the  House  of  Delegates: 

1.  Approve  the  formation  of  a national  enrollment 
agency  and  disapprove  the  proposal  for  the  formation  of  a 
national  insurance  company. 

2.  Approve  the  statement  delineating  the  field  of 
operation  of  the  Council  and  A.M.C.P.  which  was  pre- 
sented to  the  Board  of  Trustees  in  December,  1946,  and 
approved  by  the  Board,  but  not  approved  by  the  A.M.C.P. 
Commission.  (Copy  is  attached,  Addenda  3.) 

3.  Recommend  that  A.M.C.P.  make  necessary  changes 
in  its  Constitution  and  Bylaws  which  would  take  A.M.C.P. 
out  of  the  policy-making  field. 

4.  Reaffirm  the  Council’s  authority  to  promote  the 
voluntary  prepayment  plan  program  in  America. 

Addenda  1. — Bill  of  Particulars  in  Regard  to  National 
Enrollment 

Those  who  advocate  a national  Blue  Cross-Blue  Shield  in- 
surance company  (Blue  Cross-Blue  Shield  Health  Service, 
Inc.)  have  made  general  statements  that  hundreds  of  com- 
panies and  groups  demand  health  coverage  on  a national, 
rather  than  a state  or  local  basis.  The  Council  on  Medical 
Service  believes  that  specific  information  'should  be  made 
available  to  support  these  general  claims. 

Proponents  for  "Proposals  for  the  Blue  Cross-Blue  Shield 
Association  and  Blue  Cross-Blue  Shield  Health  Service, 
Inc.”  have  stated  repeatedly  that  these  organizational  struc- 
tures are  necessary.  They  claim  they  are  necessary  for  two 
reasons:  first,  in  order  to  bid  successfully  for  the  enrollment 

of  employes  of  national  employers,  and  second,  to  conserve 
and  continue  to  service  those  national  accounts  which  are  now 
enrolled. 

National  Accounts  are  said  “to  be  those  firms  which  have 
groups  of  employes  in  areas  not  served  by  a single  plan." 

This  may  be  an  unsatisfactory  definition,  but  nevertheless 
it  is  used  in  the  proposals. 

There  are  many  medical  and  nonmedical  people  (including 
some  who  have  had  the  most  extensive  and  comprehensive 
experience  with  prepayment  medical  care  plans)  who  do  not 
believe  the  agencies  to  be  created  by  these  proposals  are 
necessary. 


There  are  others  who  believe  that  a national  enrollment 
agency  might  be  desirable  in  order  to  assist  in  enrolling 
employes  who  may  reside  in  areas  served  by  more  than  one 
plan.  Those  in  this  category  state  that  some  enrolling 
agency,  other  than  an  insurance  company,  could  coordinate 
enrolling  and  servicing  activities  and  still  retain  the  autonomy 
of  state  and  local  plans. 

When  literally  interpreted,  these  "proposals”  are  far- 
reaching  and  constitute  great  concentration  of  corporate 
powers  as  well  as  powers  to  determine  professional  and  other 
policies. 

Before  any  further  efforts  are  made  toward  forming  either 
the  organization  called  for  in  the  proposals  or  an  enrolling 
agency  to  which  local  plans  could  subscribe  on  a voluntary 
basis,  it  seems  that  certain  information  is  desirable.  Docu- 
mentary evidence  i3  considered  necessary  in  order  to  for- 
mulate sound  planning. 

The  answers  to  the  following  items  are  minimal  in  deter- 
mining a course  of  action: 

1.  Names  and  number  of  “national  accounts”  which 
now  have  their  employes  enrolled  in  Blue  Cross  Plans 
and  which  will  discontinue  such  enrollment  in  the  absence  of 
the  formation  of  Blue  Cross-Blue  Shield  Health  Service,  Inc. 

2.  Number  of  employes  and  the  number  of  dependents 
who  will  be  affected  by  Number  1. 

3.  Names  and  number  of  “national  accounts"  which 
now  have  their  employes  enrolled  in  member  A.M.C.P. 
plans  and  who  will  discontinue  such  enrollment  in  the 
absence  of  the  formation  of  Blue  Cross-Blue  Shield  Health 
Service,  Inc. 

4.  Number  of  employes  and  the  number  of  dependents 
who  will  be  affected  under  Number  3. 

5.  Names  and  number  of  “national  accounts”  which 
do  not  now  have  their  employes  enrolled  in  Blue  Cross 
plans  but  which  would  enroll  their  employes  if  Blue  Cross- 
Blue  Shield  Health  Service,  Inc.,  became  operative. 

6.  Number  of  employes  and  number  of  dependents 
who  would  be  affected  under  Number  5. 

7.  Names  and  number  of  “national  accounts”  which 
do  not  now  have  their  employes  enrolled  in  member 
A.M.C.P.  plans  but  which  would  enroll  their  employes  if 
Blue  Cross-Blue  Shield  Health  Service,  Inc.,  became  an 
operating  insurance  company. 

8.  Number  of  employes  and  number  of  dependents  who 
would  be  affected  by  Number  7. 

9.  Number  and  names  of  “national  accounts”  which 
demand  that  all  benefits  (surgical,  medical  and/or  hos- 
pital) for  employes  shall  be  uniform  regardless  of  the  resi- 
dence of  the  employe. 

10.  Number  of  employes  and  number  of  dependents 
involved  in  Number  9. 

All  of  the  above  items  involve  primarily  the  attitudes  of 
employers  since  the  majority  of  such  coverages  are  made 
available  to  employes  by  virtue  of  employer  cooperation  and 
in  most  cases  employer  contribution  toward  the  costs. 

Not  so  many  years  ago,  the  employer  (or  a committee 
representing  management  only)  decided  what,  if  any,  types  of 
social  insurance  benefits  the  employes  would  be  eligible  to 
receive.  Management  selected  the  plan  or  plans,  deter- 
mined the  amount  to  be  contributed  by  the  employer  and 
announced  the  plan  or  plans  and  the  net  costs  to  the  eligible 
employes.  The  employes  were  then  free  to  participate  or 
not  participate  as  they  wished. 

More  recently,  many  of  these  employe  benefits  have  be- 
come the  subject  of  negotiation  between  management  and 
labor.  Sometimes  the  negotiations  are  carried  on  by  a com- 
mittee representing  both  labor  and  management.  The 
labor  members  of  such  committees  are  selected  by  the  em- 
ployes themselves.  In  other  cases,  unions  (representing 
union  leaders  rather  than  union  members)  make  specific 
demands  relative  to  insurance  benefits  and  employer  con- 
tributions. 

In  addition  to  getting  specific  data  on  the  ten  above  items, 
it  might  be  well  to  attempt  to  secure  similar  information 
with  regard  to  employe  and  union  demands. 

To  obtain  expressions  of  the  reactions  of  management  and 
employers,  it  is  suggested  that  the  following  agencies  be 
contacted:  United  States  Chamber  of  Commerce,  American 
Management  Association,  Industrial  Relations  Association, 
and  the  Federation  of  Employee  Benefit  Associations.  As 
some  of  these  sources  are  contacted,  it  is  probable  that  many 
other  valuable  sources  may  be  discovered  and  explored. 

In  order  to  make  any  undertaking  complete,  factual  data 
should  also  be  requested  from  all  recognized  labor  and  em- 
ploye organizations  which  are  interested  in  the  problems 
under  consideration. 

Addenda  2. — Findings  of  the  Council  to  Date 
In  addition  to  inquiries  directed  to  A.M.C.P.,  the  Council 
is  exploring  other  sources  of  information  relative  to  "Na- 
tional Accounts." 

Some  of  the  organizations  contacted  include  the  Industrial 
Relations  Association,  the  United  States  Chamber  of  Com- 
merce and  certain  insurance  companies  and  associations. 
Time  has  not  permitted  a complete  or  thorough  study  of  all 
possible  sources  of  information. 

[Continued  on  page  428] 
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to  meet  the  requirements 
id  requests  many  physicians 


am 


THE  NEW  STRENGTH  - iy2  gr.  enteric-coated, 

green  tablets  with  y gr*  phenobarbital,  has  been 
formulated  for  physicians  wishing  to  prescribe  the 
same  effective  amount  of  Theobromine  Sodium 
Acetate,  Ijut  with  less  amount  of  sedative. 


Complete  List  of  Potencies — 

THESODATE 

(7  M gr.)  0.5  Gm.*  or  (3M  gr.)  0.25  Gm* 

THESODATE  WITH  PHENOBARBITAL 

(7Ji  gr.)  0.5  Gm.  with  (}£  gr.)  30  mg.* 

(7^i  gr.)  0.5  Gm.  with  04  gr.)  15  mg. 

(3J4  gr.)  0.25  Gm.  with  (*4  gr.)  15  mg.* 

THESODATE,  POTASSIUM  IODIDE,  PHENOBARBITAL 

(5  gr.)  0.3  Gm.  (2  gr.)  0.12  Gm.  (}4  gr.)  15  mg. 

* Supplied  also  in  capsules  (not  enteric-coatfed)  for  supplementary  medication 

PROVIDES  A WIDE  RANGE  OF  AN  EFFECTIVE  MEDIUM 
FOR  TREATMENT  IN  CORONARY  DISEASE. 


For  literature  and  samples  write  to  Sales  and  Service  Dept. 


-r*"  \ BREWER  & COMPANY.  Inc. 


Sifte* 


WORCESTER  4,  MASS..  U.  S.  A. 
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[Continued  from  page  426] 

To  date,  replies  to  inquiries  seeking  specific  data  indicate 
there  is  no  uniform  pattern  nor  a uniform  demand  for  social 
insurance  benefits. 

Some  national  employers  have  indicated  a desire  for  uni- 
form social  insurance  benefits  for  all  employes,  regardless  of 
residence,  for  the  following  reasons: 

1.  Lower  costs 

2.  The  company  transfers  many  of  its  personnel  from 
branch  to  branch,  and  where  uniform  coverage  is  in  effect, 
such  benefits  are  not  disturbed;  and 

3.  Many  company  employes  and  executives  travel  ex- 
tensively. These  employes  and  executives  know  they  are 
entitled  to  stipulated  benefits  regardless  of  where  they  may 
be  when  these  benefits  are  needed. 

One  large  employer  indicated  that  it  was  company  policy 
to  deal  with  insurance  companies  rather  than  Blue  Cross. 
This  company  established  this  policy  several  years  ago  be- 
cause the  company  did  not  believe  in  the  avowed  policy  of 
Blue  Cross — i.e.,  service  benefits.  This  company  operates 
in  several  areas  and  the  branches  are  more  or  less  autonomous. 
The  branches  are  permitted  to  negotiate  their  own  social 
insurance  programs. 

Insurance  companies  which  operate  in  all  states  are  in  a 
position  to  underwrite  uniform  benefits  for  employes  of  na- 
tional employers.  Certain  information  received  from  one 
large  insurance  company  indicates  that  it  receives  bids  from 
employers  to  underwrite  varying  benefits  for  different  em- 
ployes. 

Recently  an  insurance  association  chose  25  representative 
business  firms  to  determine  the  existence  of  uniformity  of 
benefits  pertaining  to  national  accounts.  Of  these  25  firms, 
twelve  companies,  emplpying  some  426,000  persons,  had 
nation-wide  surgical  benefit  programs.  The  remaining 
thirteen  firms,  employing  over  2,160,000  persons,  did  not 
have  a nation-wide  surgical  benefit  program. 

A recent  publication  entitled,  The  Experience  of  123  Com- 
panies Having  Employee  Benefit  Plans,  published  by  the  Dart- 
nell  Corporation,  also  indicates  a lack  of  uniformity  of  bene- 
fits among  the  corporations  included  in  that  study. 

The  Council  on  Medical  Service  has  received  numerous 
letters  and  telegrams  stating  opposition  to  the  Blue  Cross- 
A.M.C.P.  proposal  for  a national  insurance  company,  and 
copies  of  resolutions  from  several  county  and  state  medical 
societies  expressing  disapproval  of  the  proposal. 

Some  resolutions  have  approved  the  October  2 state- 
ment of  the  Council  and  the  Board  of  Trustees.  Other  res- 
olutions have  urged  serious  consideration  of  the  proposal 
by  the  House  of  Delegates  of  the  A.M.A.  before  any  action  is 
taken. 

One  resolution  encouraged  “the  formation  of  a National 
Agency  for  Voluntary  Health  Service  Plans,”  but  did  not  ap- 
prove the  specific  proposal  under  consideration. 

There  is  a wide  difference  between  the  total  enrollment  of 
most  Blue  Cross  plans  and  the  total  enrollment  of  coordinated 
prepayment  medical  care  plans. 

In  the  aggregate.  Blue  Cross  enrollment  exceeded  co- 
ordinated prepayment  medical  care  plan  enrollment  by  ap- 
proximately 18,000,000  on  June  30,  1948. 

Addenda  3. — Recommendations  op  the  Council  on 
Medical  Service  with  Regard  to  A.M.C.P. 

The  A.M.C.P. — An  organization  of  the  plans  themselves. 
Primarily  interested  in  the  internal  problems  of  organiza- 
tion and  administration.  Its  function  might  well  be  to 
assist  plan  managers  in  specific  problems  concerned  with  the 
details  of  actual  plan  operation  and  cooperation  with  the 
Council  in  the  over-all  program. 

Some  of  the  subjects  and  problems  with  which  A.M.C.P. 
should  be  primarily  concerned  are: 

1.  Physical  setup  of  plan  offices  and  ■ service  equip- 
ment. 

2.  Personnel  setup  of  plans. 

3.  Standardization  of  methods  or  systems  of  keeping 

actuarial  data  on  plan  experience.  . 

4.  Standardization  of  forms  used  by  plans. 

5.  Uniformity  of  contracts  and  provisions  for  reciproc- 
ity among  plans. 

6.  Methods  and  media  to  be  employed  in  selling,  etc. 
The  Council. — The  Council  Bhould  assume  the  major  role 

of  promoter,  director,  and  coordinator  on  a nation-wide  basis. 
Promotion  includes: 

1.  Urging  all  areas  (through  the  state  and  county 
medical  societies)  to  make  some  sort  of  adequate  program 
of  prepayment  available  to  the  public. 

2.  Providing  consultation  and  field  service  to  the  state 
and  county  medical  societies,  including  A.M.C.P.  in  this 
field  service  where  needed. 

3.  Assisting  the  state  and  county  medical  societies  in 
educating  the  doctors  (and  the  public)  to  the  need  for 
prepayment  programs. 

4.  Providing  publishable  data  and  information  on  all 
of  the  plans  to  state  and  county  medical  societies,  to  na- 
tional publications,  groups,  and  conferences  and  for 
A.M.A.  publications. 

5.  Striving  for  a basis  of  cooperation  among  all  volun- 
tary agencies. 


Direction  includes: 

1.  Over-all  studies  on  growth,  specific  contract  provi- 
sions (x-ray,  etc.),  enrollment  practices,  and  other  items  in 
which  over-all  suggestions  and  exchanges  of  ideas  might  be 
applicable. 

2.  Setting  of  standards  for  plans  and  issuing  the  “Seal  of 
Acceptance,”  including  nation-wide  recognition  of  the 
Seal  as  the  emblem  of  doctor-sponsored  medical  care 
plans. 

3.  Studying  other  programs  of  medical  service  includ- 
ing indigent  care,  contract  practice,  cooperatives,  etc.,  to 
evaluate  them  and  determine  their  place,  if  any,  in  the 
A.M.A.  medical  care  program. 

Coordination  includes: 

1.  Providing  a clearing  house  for  ideas  and  data,  in- 
cluding central  file  on  factual  information. 

2.  Assisting  A.M.C.P.  in  selling  its  recommendation  to 
the  doctors  and  the  plans. 

Approved  by  the  Board  of  Trustees,  December,  1946. 

Dr.  Wertz,  chairman,  supplemented  this  report 
by  stating  that  in  spite  of  the  action  of  the  American 
Medical  Association,  the  Blue  Cross  people  are 
having  a meeting  in  Chicago  to  consider  the  forma- 
tion of  a national  health  insurance  company. 

Also  the  following  letter  was  read  and  discussed: 

December  6,  1948 

Dr.  L.  Howard  Schriver,  President 
Associated  Medical  Care  Plans 
550  South  Wells  Street 
Chicago  6,  Illinois 
Dear  Doctor  Schriver: 

At  the  Interim  Meeting  held  in  St.  Louis  last  week  the 
American  Medical  Association  rejected  certain"Proposals" 
presented  by  Associated  Medical  Care  Plans  for  the  or- 
ganization of  an  insurance  company  to  provide  combined 
hospital  and  medical  coverage  on  a national  basis.  At  the 
same  time  the  A.M.A.  reaffirmed  its  belief  in  voluntary 
prepaid  medical  care  insurance  conducted  on  the  local 
level  and  pledged  its  support  to  every  state  medical  so- 
ciety sponsoring  medical  care  plans. 

It  was  our  understanding  that  A.M.C.P.  would  abide  by 
the  decision  of  the  A.M.A.  in  this  matter.  Yet,  the 
New  York  Times  of  December  3,  1948,  states: 

Despite  the  A.M.A.’s  reaffirmation  of  its  stand  against 
“socialized  medicine”  and  any  form  of  compulsory  sick- 
ness insurance,  the  Blue  Cross-Blue  Shield  Commission 
announced  it  would  proceed  with  its  plans  to  set  up  a 
national  insurance  company,  a nation-wide,  nonprofit 
organization  to  combat  Federal  plans.  Dr.  Paul  R. 
Hawley,  executive  officer  of  the  commission,  said  the  com- 
mission would  meet  December  9 in  Chicago  to  lay  the 
groundwork  for  a stock  company  to  sell  voluntary  medi- 
cal and  hospital  insurance  “in  a package  deal”  through 
Blue  Gross  units  with  the  cooperation  of  Blue  Shield 
organizations.  Blue  Cross  units  now  prepay  hospital 
insurance.  Blue  Shield  is  for  the  doctors’  fees. 

As  Blue  Shield  Commissioners  from  District  No.  2, 
may  we  protest  the  foregoing  statement,  call  attention  to 
the  fact  it  was  made  without  our  knowledge  or  consent, 
and  that  it  is  contrary  to  the  sentiments  of  the  District. 

We  do  not  question  the  right  of  the  Blue  Cross  Commis- 
sion to  arrange  for  hospital  coverage  on  a national  basis, 
but  we  think  participation  of  Blue  Shield  representatives 
in  such  a plan  in  order  to  provide  medical  coverage  in  a 
single  package  could  rightfully  be  construed  as  a circum- 
vention of  the  wishes  of  the  medical  profession  expressed 
by  the  A.M.A.,  hence  a breach  of  faith  on  the  part  of 
A.M.C.P. 

Bearing  in  mind  the  recent  rejection  of  a national  medi- 
cal plan,  it  would  be  a great  mistake  to  try  to  force  doc- 
tors to  take  part  in  a national  hospital  plan  (including 
medical  services),  for  no  plan,  hospital  or  medical,  can 
succeed  without  the  free  and  wholehearted  cooperation 
of  the  medical  profession.  This  cannot  be  obtained 
through  subterfuge  or  by  defiance  of  the  A.M.A. 

Therefore,  in  order  not  to  forfeit  A.M.A.  support  of 
A.M.C.P.  and  to  assure  cooperation  between  hospitals 
and  the  medical  profession,  we  suggest  that  the  Blue  Cross 
Commission  be  requested  to  postpone  action  on  the  matter 
of  national  hospital  coverage  pending  an  early  joint  meet- 
ing of  the  full  membership  of  both  Commissions.  If 
this  is  not  agreeable  to  the  Blue  Cross  Commission,  we 
recommend  the  Blue  Shield  Commissioners  withdraw  and 
have  the  meeting  of  December  9 go  on  record  as  being 
held  by  the  Blue  Cross  Commission  for  hospital  insurance 
purposes  only.  We  are  aware  that  some  plan  executives 
represent  both  hospitals  and  medicine  but  in  the  present 
situation  we  believe  it  wise  for  them  to  act  for  hospitals 
alone. 

May  we  request  that  you  make  these  views  known  to  our 
[Continued  on  page  430] 


429 


Simplicity 


IN 


PENICILLIN  POWDER  INHALATION  THERAPY 


Disposable 
Easy  to  use 


Effective 


Economical 


Inhalations  draw 
container  A to  point  B, 
where  penicillin  powder 
enters  the  air  stream. 


After  treatment,  the  patient  throws  it  away. 

The  Dispolator  is  a complete  therapeutic  unit. 

The  patient  has  no  assembly  problems. 

Can  be  inhaled  through  mouth  or  nostrils. 

Maximum  concentration  of  penicillin  per  unit  area. 
Slower  absorption  for  longer  topical  action. 

Nothing  else  to  buy. 

Supplied  in  Packages  of  3. 

penicillin  DISPOLATOR 

SQUIBB  micro-pulverized  penicillin  inhaler  (DISPOSABLE) 
100,000  units  crystalline  penicillin  G sodium 

Squibb 





430 


MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  428] 

colleagues  on  the  Blue  Shield  Commission.  Some  idea  of 
their  reactions,  also  your  own,  would  be  greatly  appreci- 
ated. 

Sincerely  yours, 

John  F.  McCormack 
Commissioner,  District  No.  2 
Frederic  E.  Elliott,  M.D. 
Commissioner,  District  No.  2 

No  action  was  taken. 

Dr.  Wertz,  chairman,  reported  further  that 
Governor  Dewey  was  going  to  hold  a hearing  on 
sickness  disability  insurance  legislation,  and  he  felt 
that  the  Society  should  be  represented. 

Jt  was  voted  that  the  Council  request  Dr.  Wertz 
to  represent  the  Medical  Society  of  the  State  of 
New  York  at  the  proposed  hearing  regarding  sick- 
ness insurance. 

Malpractice  Insurance  and  Defense  Board. — The 

Council  approved  the  recommendation  of  the  Mal- 
practice Insurance  and  Defense  Board  that  con- 
tinuation of  insurance  be  denied  a certain  member. 

Planning  Committee  for  Medical  Policies. — Dr. 
Kenney,  chairman,  reported  that  the  Planning 
Committee  at  a recent  meeting  considered  three 
major  problems,  the  reorganization  of  the  district 
branches,  the  relationship  of  hospitals  to  the  prac- 
tice of  medicine,  and  the  inclusion  of  medical  serv- 
ices in  hospital  insurance  contracts.  The  Com- 
mittee also  discussed  group  practice. 

Publication  Committee. — Dr.  Kosmak,  chairman, 
reported  verbally  as  follows: 

The  Publication  Committee  had  its  meeting 
yesterday  afternoon  with  full  attendance.  We  were 
also  favored  by  the  presence  of  Dr.  Simpson. 

A number  of  routine  matters  were  discussed, 
including  that  of  a possible  change  in  the  format  of 
the  Journal  and  its  enlargement. 

After  discussion,  the  Council  voted  to  approve  the 
recommended  inclusion  of  the  Union  Health 
Center  in  the  1949  Directory. 

Public  Health  and  Education. — The  report  as 
distributed  with  the  agenda  is  as  follows: 

Activities  of  the  Chairman 

November  18 — In  New  York  City  conferred  with 
Dr.  Leonard  Greenburg,  director  of  the  Division  of 
Industrial  Hygiene  and  Safety  Standards  of  the 
New  York  State  Department  of  Labor  and  Chair- 
man of  the  Study  Committee  on  Industrial  Health. 

November  19 — Your  chairman  spoke  on  the 
subject  “State  Medical  Society  BCG  Program”  at 
the  fall  meeting  of  the  Brooklyn  Tuberculosis  and 
Health  Association  in  Brooklyn. 

November  30,  December  1 and  2 — Your  chairman 
attended  the  Interim  Session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

December  7 — In  New  York  City  attended  the 
meeting  of  the  Planning  Committee. 

December  9 — In  New  York  City  a meeting  of  the 
Council  Committee  on  Public  Health  and  Education 
and  the  Study  Committee  on  Industrial  Health 
was  held.  Some  of  the  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  representatives 
of  the  New  York  State  Department  of  Health  and 
the  City  of  New  York  Department  of  Health  were 
present. 

Also  on  this  day  in  New  York  City  a meeting  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation and  the  chairmen  of  all  of  the  Subcommittees 
was  held.  Also  present  were  some  of  the  officers 
of  the  Medical  Society  of  the  State  of  New  York 
and  representatives  of  the  New  York  State  De- 
partment of  Health. 


Subcommittee  on  Blood  Banks. — Lester  ■ J. 
Unger,  M.D.,  chairman,  reported  that  the  Sub- 
committee on  Blood  Banks  of  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  has  held 
three  meetings.  The  first  was  in  Albany  on  July 
28,  1948.  Present  were  representatives  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion, officers  of  the  Medical  Society  of  the  State  of 
New  York,  of  the  Subcommittee  on  Blood  Banks,  and 
representatives  of  the  New  York  State  Department 
of  Health,  and  the  City  of  New  York  Department 
of  Health.  A free  discussion  of  the  blood  bank 
problems  ensued,  and  all  of  those  who  attended 
expressed  their  views.  A representative  of  the 
State  Department  of  Health  presented  recom- 
mendations for  a State-wide  blood  bank  program 
under  the  auspices  of  the  New  York  State  Depart- 
ment of  Health. 

A meeting  with  representatives  of  the  American 
National  Red  Cross  took  place  on  August  27,  1948, 
in  New  York.  Representatives  of  the  same  groups 
present  at  the  first  meeting  were  also  present,  and 
representatives  of  the  American  National  Red  Cross, 
the  North  Atlantic  Headquarters  and  the  Rochester 
Regional  Blood  Bank  attended.  At  this  meeting 
the  representatives  of  the  American  National  Red 
Cross  discussed  the  policies  of  the  National  Blood 
Donor  Program. 

The  third  meeting  was  held  September  16,  1948, 
in  New  York.  Those  present  were  Dr.  John  J. 
Masterson,  Dr.  Morris  Maslon,  Dr.  Eugene  L. 
Lozner,  and  Dr.  Lester  J.  Unger.  Present  as  guests 
were  Dr.  Ralph  T.  B.  Todd,  Dr.  I.  Jay  Brightman 
of  the  New  York  State  Department  of  Health,  Dr. 
Ernest  I.  Stebbins  and  Dr.  G.  Foard  McGinnes 
representing  the  American  National  Red  Cross. 
Dr.  Mitchell,  because  of  illness,  was  unfortunately 
unable  to  attend.  The  purpose  of  this  meeting 
was  to  explore  the  possibility  of  reconciling  the  dif- 
ferences between  the  policy  of  the  Blood  Program 
of  the  American  National  Red  Cross  and  the  so- 
called  “proposed  Westchester  Plan.”  This  was 
desirable  because  the  official  letter  of  our  Society  to 
the  members  appointed  to  this  Committee  stated 
that  the  resolution  passed  by  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  on  May  17,  1948,  directed  that  your  Sub- 
committee use  as  an  example  the  “proposed  West- 
chester Plan.”  This  plan  allocates  certain  duties  to 
the  American  Red  Cross. 

After  considerable  discussion  it  was  asked  whether 
or  not  any  of  the  provisions  of  the  so-called  “pro- 
posed Westchester  Plan”  were  acceptable  to  the 
American  National  Red  Cross.  Dr.  McGinnes 
suggested  that  Dr.  Stebbins  reply  to  this,  and  the 
latter  informed  your  Committee  that  the  “proposed 
Westchester  Plan”  was  not  acceptable;  first,  as  a 
unit  of  the  National  Program  of  the  American  Red 
Cross,  and  second,  that  it  was  not  entirely  acceptable 
as  a permissive  program  of  the  American  Red 
Cross.  The  following  questions  were  submitted 
by  Dr.  Todd  for  answer  by  the  American  National 
Red  Cross. 

1.  Is  the  fundamental  philosophy  of  the  American  Red 
Cross  Blood  Bank  Program  to  prepare  for  national  emer- 
gency and  civilian  disaster? 

(The  answer  was  yes,  but  with  an  added  "for  civilians” 
and  when  there  was  no  disaster.) 

2.  Does  the  A.R.C.  agree  that  the  Civilian  Blood  Bank 
network  be  expanded  sufficiently  to  accomplish  this 
purpose? 

3.  Does  the  A.R.C.  agree  to  the  deletion  of  the  words 
“free  blood?” 

4.  Will  the  A.R.C.  agree  that  all  local  publicity  should 
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be  subject  to  mutual  agreement  between  the  local  Red 
Cross  Chapter  and  the  local  medical  society? 

5.  Does  the  A.R.C.  agree  that  the  initial  contact  shall 
always  be  with  the  local  medical  society  when  a local 
blood  bank  program  is  contemplated  by  the  A.R.C.? 

6.  Will  the  A.R.C.  agree  to  foster  active  program  of 
conference  with  local  blood  bank  officials  on  the  best  ways 
of  securing  integration  with  and  improvement  of  existing 
facilities? 

7.  Will  A.R.C.  agree  to  adjudicate  local  disagreements 
at  state  and  national  levels? 

8.  Will  A.R.C.  agree  that  their  blood  bank  projects 
will  not  undermine,  in  any  way,  existing  blood  banks? 

9.  Why  is  it  that  the  A.R.C.  will  not  recognize  the  so- 
called  "proposed  Westchester  Plan”  as  a permissive  pro- 
gram? 

After  discussion  of  the  Committee’s  recom- 
mendations, it  was  voted  that  the  Council  grant 
Dr.  Mitchell  permission  to  send  the  report 
of  the  Blood  Bank  Subcommittee  to  the  county 
societies,  who  request  information,  as  a study  re- 
port, specifically  stating  that  it  is  not  the  full 
and  considered  opinion  of  the  State  Society. 
Subcommittee  on  Mental  Hygiene. — S.  Bernard 
Wortis,  M.D.,  chairman,  reports  as  follows: 

I would  like  to  submit  this  report  in  connection 
with  what  has  been  happening  with  the  New  York 
State  Mental  Hygiene  Advisory  Council. 

The  Subcommittee  on  Mental  Hygiene  of  the 
Medical  Society  of  the  State  of  New  York  recom- 
mended to  the  Governor  that  an  Advisory  Mental 
Hygiene  Council  be  appointed  to  work  with  the 
Commissioner  of  Mental  Hygiene  of  the  State  of 
New  York.  This  Council  was  appointed  and  your 
chairman  has  been  your  representative  on  this 
committee. 

The  first  meeting  of  the  Advisory  Council  was 
held  on  September  27,  1948,  in  Albany.  Present 
at  the  meeting  were:  Dr.  Howard  Potter,  New 

York;  Judge  Collins,  Nassau  County;  Dr.  Sharp, 
Buffalo;  Miss  Marion  McBee,  New  York  State 
Charities  Aid;  Dr.  Gorham,  formerly  professor  of 
medicine,  Albany  Medical  College;  Mr.  Ralph 
King,  State  Welfare  Agency;  Dr.  J.  L.  Poole  and 
Dr.  S.  Bernard  Wortis,  New  York  City. 

The  agenda  of  the  first  meeting  included:  (1) 

discussion  of  the  function  of  the  Council;  (2)  or- 
ganization and  meetings  of  the  Council;  (3)  the 
work  of  the  Council  in  relationship  to  Federal 
Health  Projects;  (4)  consideration  of  the  expansion 
of  the  educational  program  in  mental  hygiene  by  the 
State;  (5)  methods  of  approach  and  work  with  the 
medical  profession,  and  (6)  general  hospital  plan- 
ning and  legislation  indicated. 

In  addition,  there  is  some  general  discussion  given 
to  problems  of  child  guidance  clinics,  the  State 
hospital  building  program,  and  also  placed  on  the 
agenda  was  consideration  of  the  better  care  of 
psychoneurotics,  alcoholics,  seniles,  juvenile  de- 
linquents, and  mental  defectives.  This  first  meeting 
was  largely  devoted  to  organization  plans  of  the 
Council  and  several  of  the  community  service  proj- 
ects were  reviewed  and  approved  by  the  committee. 

A second  meeting  of  the  Council  was  held  October 
25,  1948,  in  New  York  City.  At  this  second  meet- 
ing, there  was  consideration  of  general  plans  to  be 
applied  in  the  development  of  the  New  York  State 
program  under  Federal  funds  and  a consideration  of 
recommendations  to  the  Council  concerning  priori- 
ties for  the  granting  of  funds  in  various  geographic 
areas  of  the  State.  The  main  discussion  at  this 
meeting  centered  around  the  program  of  psychiatric 
care  and  setting  up  psychiatric  services  in  general 
hospitals.  There  was  consideration  of  this  problem 
under  the  problems  of  medical  care,  financing,  and 
legislative  requirements. 


A third  meeting  is  scheduled  for  November  29, 
1948,  in  Albany  and  I will  continue  to  keep  the 
Committee  informed  of  the  work  of  the  State  Advis- 
ory Council. 

Postgraduate  Instruction. — Postgraduate  instruc- 
tion is  being  given  in  the  following  counties:  Chen- 
ango, Clinton,  Cortland,  Jefferson,  Nassau,  Rich- 
mond, and  Tioga. 

Postgraduate  instruction  has  been  completed  in 
the  following  counties:  Fulton,  Lewis,  Monroe, 

Onondaga,  Orange,  Oswego,  Schenectady,  Scho- 
harie, Sullivan,  Tompkins,  and  Warren. 

Dr.  Mitchell  called  the  attention  of  the  Council 
to  a very  attractive  little  magazine  which  is  gotten 
out  by  the  New  York  State  Health  Department 
called  The  Health  News. 

Public  Relations. — Dr.  Winslow,  chairman,  sub- 
mitted the  following  report: 

Immediately  following  the  November  meeting 
of  the  Council  at  which  Dr.  Arthur  D.  Jaques  of 
Lynbrook,  New  York,  was  nominated  for  the 
American  Medical  Association’s  Outstanding  Gen- 
eral Practitioner’s  Award,  the  Public  Relations 
Bureau  issued  a news  release  and  biographic  mate- 
rial regarding  Dr.  Jaques  to  the  daily  press  and 
wire  services  and  the  weekly  press  in  Nassau  County. 
All  daily  publications  were  furnished  with  photo- 
graphs and  the  weekly  papers  with  mats.  Further 
information  was  given  to  the  New  York  Herald 
Tribune  which  resulted  in  a full  column  feature  story. 

On  November  15,  copies  of  the  commemorative 
booklet,  20,000  Years  of  Service,  were  sent  to  all 
libraries  in  the  State  (335).  Previously  they  had 
been  mailed  only  to  those  libraries  in  the  towns 
where  fifty-year  men  lived. 

The  manual  for  chairmen  of  legislative  commit- 
tees was  completed,  bound  in  a special  cover,  and 
mailed  to  61  legislative  chairmen  throughout  the 
State.  Additional  copies  were  mailed  to  members 
of  the  Council  and  Board  of  Trustees  and  to  execu- 
tive secretaries  of  county  societies.  Copies  also 
are  being  sent  to  members  of  legislative  committees 
as  their  names  are  received.  There  have  been  a 
number  of  requests  for  copies  of  the  manual  from 
medical  societies  of  other  states. 

Mr.  Philip  J.  Smith,  newly  appointed  executive 
secretary  of  the  Medical  Society  of  the  County  of 
Richmond,  visited  the  office  of  the  Public  Relations 
Bureau  on  November  19  for  the  purpose  of  deter- 
mining the  best  manner  of  coordinating  the  work  of 
his  society  with  the  State  Society.  Members  of  the 
Public  Relations  Bureau  staff  spent  considerable 
time  with  Mr.  Smith  making  him  acquainted  with 
various  procedures. 

Following  repeated  difficulty  in  obtaining  physi- 
cians to  appear  on  public  platforms,  radio  programs, 
etc.,  to  support  the  medical  profession’s  views  in 
opposition  to  compulsory  sickness  insurance,  a 
conference  was  arranged  between  Mr.  Barton 
Pevear,  executive  secretary  of  the  Medical  Society 
of  the  County  of  New  York,  and  members  of  the 
Public  Relations  Bureau  staff.  Mr.  Pevear  reported 
that  the  New  York  County  Society  is  preparing  to 
organize  an  active  Speakers’  Bureau  whose  aim  it 
will  be  to  have  available  at  all  times  doctors  who 
are  willing  and  able  to  represent  the  medical  profes- 
sion under  such  circumstances.  Preliminary  plans 
were  made  to  gather  factual  material  and  to  make 
all  the  resources  of  the  State  Society  available  in 
assisting  the  inauguration  and  operation  of  this 
project.  It  is  planned  to  extend  the  same  services 
to  other  counties  as  rapidly  as  they  organize  their 
speakers’  bureaus. 

[Continued  on  page  434] 
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CHILDREN'S 

shoes::;; 


Whether  a simple  wedge A 

or  a complicated  cork  raise 

SPECIFY  PEDIFORME  FOOTWEAR 

for  an  accurate  fitting 
in  accordance  with 
your  prescription. 

• 

Club  Foot  and  Flat  Foot  Shoes 
IN  STOCK 

MANHATTAN  - 34  West  36th  Street 
BROOKLYN  - 288  Livinsston  Street 
FLATBUSH  - 843  Flatbush  Avenue 
New  Rochelle  Hempstead 

East  Orange  Hackensack 

Your  l prescription  PROMPTLY  acknowledged! 


Charles  Myers,  an  above  knee  amputee,  wore  his 
first  Hanger  Limb  over  eight  years  ago.  "During 
that  time  I was  in  Central  America,  Mexico,  and 
Canada.  In  Central  America  I worked  on  air  route 
surveys  under  jungle  conditions.  I found  that  my 
Hanger  Limb  stood  up  well."  The  sturdiness  and 
dependability  of  the  Hanger  Limb  allows  wearers  to 
return  to  normal  life.  Many,  such  as  Mr.  Myers,  find 
they  can  continue  their  unusual  occupations. 

HANGER^tumbs 

104  Fifth  Avenve  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


INCIDENCE 
OF  COMPLICATIONS 


Anesthetists  who  have  been 
using  MonScaine  Formate  con- 
sistently for  subarachnoid  anes- 
thesia report  several  advantages 
demonstrated  by  this  spinal 
anesthetic. 

A recent  clinical  report  cover- 
ing 2230  clinical  spinal  anes- 
thesias in  which  MonScaine 


Formate  was  employed  suggests 
that  operative  and  post-operative 
complications  following  MonS- 
caine  spinal  anesthesia  were  of 
low  incidence.  This  report  also 
indicated  that  MonScaine  For- 
mate induces  rapid  anesthesia 
and  anesthesia  of  long  duration,  „ 
sufficient  for  the  average  opera-  I 
tion.  • 


Clinical  reports  and  descrip- 
tive literature  are  available  on 
request. 

* MonScaine,  a Brand  of  Butethamine 
Formate,  is  the  registered  trademark 
of  the  Novocol  Chem.  Mfg.  Co.,  Inc. 


Novocol  Chemical  Mfg.  Co.,  Inc. 
2911  Atlantic  Ave.,  B'klyn  7,  N.  Y. 

Please  send  detailed  information 
on  Monocaine  Formate. 

Dr 

Address 

City 
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A request  was  received  from  Leo  E.  Brown,  execu- 
tive assistant  of  the  Medical  Society  of  the  State 
of  Pennsylvania,  to  reprint  the  pamphlet  Dogs, 
Drugs  and  Doctors.  Permission  to  reprint  was 
granted  with  the  understanding  that  credit  would 
be  given  to  the  Medical  Society  of  the  State  of 
New  York. 

The  Auxiliary  booklet,  The  Ladder,  was  distrib- 
uted to  all  members  of  the  Council  and  Trustees, 
according  to  the  Council  resolution  of  November  11. 

The  booklet,  Myth  and  Menace,  opposing  the 
licensure  of  chiropractors,  and  a reprint  of  the 
booklet,  Medicine  Men  and  Men  of  Medicine,  are  on 
the  press. 

During  November,  Mr.  Walsh  spoke  on  legisla- 
tion to  the  members  of  the  Kings  and  Monroe 
County  Auxiliaries.  He  also  attended  three  meet- 
ings of  the  Nassau  County  Speakers’  Bureau  and 
provided  material  and  suggestions  to  both  the 
Nassau  and  Monroe  County  Speakers’  Bureaus. 

The  following  postgraduate  sessions  held  under 
the  auspices  of  the  Committee  on  Public  Health  and 
Education  were  covered  by  releases  to  the  press: 
Alleghany,  Jefferson,  Lewis,  Monroe,  Nassau, 
Onondaga,  Orange,  Richmond,  Schenectady,  Scho- 
harie, Sullivan,  Tompkins,  and  Warren  counties. 

Veterans  Administration,  Liaison  with  the. — 
Dr.  Bauckus,  president  of  the  Veterans  Medical  Serv- 
ice Plan  of  New  York,  Inc.,  sent  the  following 
telegram,  dated  Buffalo,  New  York,  December  8, 
1948: 

Dr.  Ethan  Flagg  Butler  telephoned  me  today  asking  we 
continue  contract  until  March  31,  1949.  He  states  this 
will  give  more  time  for  headquarters  to  consider  policies 
which  were  taken  up  at  A.M.A.  meeting  on  Monday  with 
Dr.  Magnuson.  I am  in  favor  of  doing  this.  Please  pre- 
sent to  Council. 

It  was  voted  that  the  Council  approve  continua- 
tion of  the  existing  contract  between  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  and  the 
United  States  Veterans  Administration  until 
March  31,  1949. 

War  Memorial. — Dr.  Anderton  stated  Dr.  Rooney 
requested  him  to  report  on  account  of  his  inability 
to  be  present,  and  state  that  letters  and  forms  re- 
questing proof  for  beneficiaries  have  been  mailed. 
Further  action  by  the  War  Memorial  Committee 
will  take  place  as  soon  as  replies  have  been  received. 
There  are  about  sixty  beneficiaries  for  the  War 
Memorial  Fund  to  be  helped  with  their  education. 

Woman’s  Auxiliary. — Dr.  Beekman  reported  that 
there  had  been  a meeting  December  8,  attended  by 
Mrs.  Neptune  and  other  members  of  the  Board  to 
discuss  some  of  their  problems  on  administration. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  verbally  as  follows: 

The  activities  of  the  Council  Committee  and  the 
Bureau  of  Workmen’s  Compensation  are  proceeding 
in  a rather  happy  way.  We  are  not  settling  all  of 
the  problems  that  are  before  us  immediately,  but 
the  spirit  of  cooperation  and  effort  seem  to  be  im- 
proved judging  from  my  observations  as  I go  about 
the  State,  as  I have  been  in  the  last  few  months. 

Last  Friday  in  Buffalo,  we  had  a meeting  with  the 
Conference  Committee  on  Workmen’s  Compensa- 
tion Problems  which  is  a working  group  of  the  repre- 
sentatives of  the  county  medical  societies  in  the 
Eighth  District  of  our  State  Society.  A meeting, 
with  Miss  Mary  Donlon  as  chief  speaker,  was  held 
last  Friday  night.  It  was  attended  by  the  presi- 
dent of  the  Erie  County  Medical  Society,  Dr. 
Bauckus,  Dr.  Wertz  of  our  Council,  and  by  presi- 
dents, secretaries,  and  chairmen  of  the  committees 


on  workmen’s  compensation  of  these  different 
county  medical  societies.  Some  25  or  30  people 
were  there. 

It  was  an  exceptional  meeting.  Miss  Donlon 
talked  for  a full  hour.  She  was  asked  a good  many 
questions,  and  the  whole  spirit  of  the  meeting  was 
good  and  engendered  a better  feeling  I am  sure. 

A good  many  of  the  men  met  Miss  Donlon  inform- 
ally after  the  meeting  and  sat  down  and  talked  with 
her  about  various  problems  that  she  could  not  j 
cover  during  the  meeting. 

The  gist  of  Miss  Donlon’s  paper  and  the  chief 
thing  she  stressed  was  what  she  was  pleased  to  call 
the  “plus”  services  that  doctors  can  render  in  work- 
men’s compensation.  It  is  a subject  upon  which  I 
have  expressed  myself  in  some  remarks  that  I 
made  around  the  district  branches.  She  feels  that 
the  doctor  has  a social  service  to  render  in  workmen’s 
compensation  over  and  beyond  the  mere  rendering  of 
medical  care  and  being  remunerated  for  it.  She 
brought  this  out  in  a very  pleasant  way,  and  the 
attitude  that  she  takes  in  this  whole  problem  of 
workmen’s  compensation  is  that  she  is  definitely 
against  having  anything  happen  which  will  lead 
to  the  breakdown  of  this  social  experiment  in 
medical  care.  She  is  with  the  Medical  Society  in 
that  respect.  Her  remarks  got  a very  good  press. 

I was  accorded  the  privilege  of  speaking  for  some 
twenty  minutes  and  discussed  mostly  the  problems 
confronting  the  doctors  and  our  own  problems  of 
acting  as  liaison  between  Miss  Donlon  and  the 
group. 

I thought  her  reaction  was  very  good  to  this 
meeting,  and  she  expressed  the  hope,  after  the 
legislative  session  and  the  stress  of  work  in  Albany, 
of  appearing  before  similar  groups  in  other  parts  of 
the  State  to  discuss  mutual  problems.  I think 
that  is  a feature  in  our  relations  that,  if  carried  out,  | 
will  be  helpful  to  us. 

We  had  a meeting  on  Monday  afternoon  of  this 
week  of  the  Advisory  Council  to  the  Workmen’s 
Compensation  Board.  This  meeting  particularly 
was  in  reference  to  proposed  legislation  which  the 
Labor  Department  is  interested  in.  We  also  dis- 
cussed matters  affecting  the  insurance  carriers, 
particularly  in  regard  to  their  increasing  costs  in 
meeting  the  problems  of  care  to  the  injured  work- 
men, both  hospital  and  medical. 

Just  a brief  word  in  connection  with  the  fee 
schedule.  This,  as  you  know,  has  only  been  in  exist- 
ence about  two  months,  and  there  are  a great  many 
problems  of  interpretation.  There  is  to  be  a meet- 
ing on  December  13  with  the  chairman  of  the  Board 
and  the  Advisory  Council  that  drew  up  the  fee 
schedule,  on  which  the  State  Society  is  represented 
by  Dr.  Van  Ettem  and  Dr.  Anderton.  Our  director, 
Dr.  Kaliski,  has  painstakingly  prepared  a very  ex- 
cellent brief  of  the  complaints  that  have  come  in 
from  all  around  the  State  and  also  matters  that  he 
has  been  able  to  detect  himself  in  the  law,  which 
will  come  before  that  meeting. 

This  new  fee  schedule  is  going  to  mean  an  in- 
crease of  some  ten  million  dollars  a year  in  medical 
fees  that  the  doctors  of  the  State  will  receive  over 
what  they  have  been  getting.  This  increase  is  in 
addition  to  and  beyond  what  the  costs  are  for  hos- 
pitals. These  costs  have  gone  up  so  rapidly  it  is  a 
matter  of  great  concern  and  is  under  study  at  the 
moment  with  Miss  Donlon.  I think  she  intends  to 
try  to  have  a bill  introduced  at  this  session  of  the 
Legislature  giving  her  rather  broad  authority  to 
adjust  hospital  fees  to  meet  rising  costs. 

Another  thing  for  your  information  is  that  for 
[Continued  on  page  436] 
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1948  there  were  over  800,000  new  compensable 
cases  in  this  State.  That  gives  you  some  idea  of  the 
vast  size  of  the  problem  that  is  before  all  those 
concerned  in  the  administration  of  workmen’s  com- 
pensation in  this  State. 

Miss  Donlon  brought  out  the  fact  that  increasing 
costs  of  administering  workmen’s  compensation 
both  by  her  Board  and  by  the  carriers  could  be 
minimized  if  prompt  reporting  of  accidents  and 
compensable  illness  was  done  according  to  the  legal 
requirements. 

It  seemed  to  be  the  consensus  of  opinion  of  the 
Advisory  Council  in  Buffalo  the  other  afternoon 
that  some  kind  of  an  official  statement  on  the  need 
for  prompt  reporting  should  be  drawn  up  by  the 
chairman  of  the  Board  and  circulated  to  everybody 
concerned,  the  doctors,  the  carriers,  and  everybody 
else.  Miss  Donlon  accepted  that  suggestion  with 
favor,  and  I think  she  will  have  such  a statement 
prepared,  but  I would  like  to  have  you  carry  back 
to  your  county  societies  the  word,  which  Dr.  Kaliski 
has  as  you  know  been  continually  stressing,  that  it 
is  important  to  file  the  C-104  and  C-4  forms  promptly. 
The  C-104  form  is  usually  the  first  notice  of  accident 
or  compensable  illness  that  the  Workmen’s  Com- 
pensation Board  or  carrier  gets.  The  workman  does 
not  begin  to  receive  his  compensation  until  after  the 
report  is  filed  and  processed.  That  means  that 
many  times  these  injured  workmen  go  on  public 
welfare  or  temporary  State  care,  pending  the  arrival 
of  their  workmen’s  compensation  check.  Any 
tardiness  is  apt  to  increase  costs  tremendously. 

There  is  one  thing  I would  like  to  mention,  and 
that  is  next  Monday,  Tuesday,  and  Wednesday  at 
the  Association  of  the  Bar  of  the  City  of  New  York, 
42  West  44th  Street,  in  Room  10,  will  be  held  the 
annual  hearings  of  the  Joint  Legislative  Committee 
on  Industry  and  Labor,  of  which  Mr.  Mailler  is 
chairman.  Matters  concerning  workmen’s  com- 
pensation legislation  will  be  discussed  at  four 
o’clock  on  Monday  afternoon.  On  Tuesday  the 
hearings  will  be  given  over  to  rehabilitation  and  an 
inspection  of  clinics.  On  Wednesday,  I believe 
there  will  be  further  proposals  regarding  rehabilita- 
tion. I would  like  to  call  to  your  attention  the 
advisability  of  this  Council’s  being  represented  in 
these  various  sections  or  somebody  at  least  being 
there  to  present  our  views.  I propose  to  attend 
the  meeting  on  Workmen’s  Compensation,  and  Dr. 
Kaliski  will  certainly  be  there,  but  I thought  maybe 
a representative  from  Dr.  Mitchell’s  committee  or 
from  some  other  source  should  attend. 

I will  submit  without  reading  this  formal  report 
from  Dr.  Kaliski.  I don’t  think  there  is  anything 
in  it  you  can’t  read  in  due  course. 

The  report  is  as  follows: 

Report  of  Council  Committee  on  Workmen’s  Compensa- 
tion 

We  have  just  been  informed  that  the  chairman  of  the  Work- 
men’s Compensation  Board  has  called  a meeting  of  the  Advis- 
ory Committee  on  the  new  fee  schedule  to  consider  all  inquir- 
ies and  complaints  concerning  same  at  a meeting  to  be  held 
on  December  13,  1948.  This  bureau  has  sent  to  the  chair- 
man our  views,  suggestions,  and  recommendations  concerning 
the  fee  schedule  promulgated  on  September  1,  1948,  and 
there  are  certain  recommendations  concerning  fees  for  all 
general  practitioners  promulgated  on  June  1,  1947.  Dr. 
Nathan  B.  Van  Etten,  chairman  of  the  Advisory  Committee, 
has  informed  us  that  he  does  not  intend  to  remain  a member 
of  that  Committee.  Dr.  W.  P.  Anderton  is  our  representa- 
tive on  the  Committee. 

Examinations  in  diagnostic  roentgenology  and  radiation 
therapy  were  held  at  the  New  York  University  Medical 
School  on  Tuesday,  November  30,  1948.  Three  applicants 
from  Queens  County  were  examined.  Two  applicants 
failed  to  make  a passing  mark,  and  one  passed  for  the  D-2 
rating. 


We  have  received  a communication  from  Dr.  E.  C.  Water- 
bury,  secretary  of  the  Orange  County  Medical  Society,  con- 
cerning an  item  which  appears  on  page  7 of  the  fee  schedule 
referring  to  the  authorization  of  physicians  by  the  chairman 
of  the  Workmen’s  Compensation  Board.  The  statement 
referred  to  indicates  that  a physician  who  is  desirous  of 
rendering  medical  care  shall  first  apply  to  and  receive  author- 
ization from  the  chairman  of  the  Workmen’s  Compensation 
Board.  Dr.  Waterbury’s  inquiry  asked  whether  this  sup- 
planted the  provisions  of  the  law  which  provide  that  a physi- 
cian shall  apply  to  the  medical  society  in  all  counties  having 
a population  of  less  than  one  million  while  in  the  four  counties 
having  a population  of  one  million  or  over,  application  is 
made  and  considered  by  the  Medical  Practice  Committee. 
It  was  our  opinion  that,  while  the  authority  to  authorize 
physicians  to  render  medical  care  under  the  Workmen’s  Com- 
pensation Law  undoubtedly  resides  in  the  chairman  of  the 
Workmen's  Compensation  Board,  the  mechanism  by  which  a 
physician  may  be  authorized  provides  that  he  shall,  in  coun- 
ties of  less  than  one  million  population,  first  apply  to  the 
medical  society  which,  after  examining  the  physician’s 
qualifications,  shall  make  recommendations  to  the  chairman 
of  the  Board  upon  which  she  acts.  This  procedure  has  not 
been  changed,  nor  has  the  law  been  modified.  The  entire 
matter  will  be  drawn  to  the  attention  of  the  chairman  at  the 
proper  time. 

The  routine  work  of  the  Department  continues  to  be  fairly 
heavy,  particularly  in  view  of  the  uncertainty  on  the  part 
of  physicians  as  to  the  application  of  certain  fees  in  the 
new  fee  schedule.  It  is  our  hope  that  the  conference  we 
have  recommended  for  some  time,  which  will  be  held  shortly, 
will  result  in  prompt  easement  of  the  situation. 

Dr.  Kenney  read  the  following  letter  from  the  Medical 
Society  of  the  County  of  Albany: 

The  General  Practice  Committee  of  the  Medical  Society  of 
the  County  of  Albany  met  in  September  and  again  in 
November.  It  reviewed  the  new  Medical  Fee  Schedule 
of  the  Workmen’s  Compensation  Board  issued  under 
date  of  September  1,  1948. 

It  is  obvious  that  the  services  of  the  general  practitioner 
are  not  considered  of  great  value.  Unless  approved  for 
specialty  rating,  his  fees  are  covered  in  the  first  nine  lines 
on  page  II:  first  visit,  office  call,  including  examination 

and  report,  $3.50;  office  call,  $2.50;  and  hospital  call, 
$2.50,  and  so  forth,  the  greatest  fee  being  $15  as  an  as- 
sistant to  a surgeon — and  that  only  where  there  is  no  in- 
tern available.  The  fee  for  office  visits  for  compensation 
cases  is  not  equal  to  the  fees  charged  private  patients  in  our 
county. 

The  minimum  fee  schedule,  the  general  practitioner  finds, 
is  also  the  maximum  fee  schedule — as  interpreted  by  the 
insurance  carriers.  The  majority  of  the  work  done  by  the 
general  practitioner  is  done  at  his  office  where  he  supplies 
the  space,  equipment,  materials,  and  nursing  services, 
in  which  case  there  are  no  hospital  charges. 

The  Committee  does  not  in  any  way  wish  to  object  to 
the  fees  allowed  physicians  with  specialty  ratings.  It  feels 
that  they  are  justly  entitled  to  additional  fees  for  special- 
ized services. 

In  reviewing  the  fee  schedule  for  specialties  on  page  62,  it 
is  noted  that:  complete  office  examination  and  written 

report,  $10  to  $20;  subsequent  hospital  or  office  visits, 
$5  to  $10;  with  pages  of  fees  allowed  for  various  proce- 
dures varying  in  amount  from  $10  to  $300. 

Another  comparison  on  page  21  reveals  that  the  rates 
allowed  for  osteopaths  are,  on  the  average,  $1.00  more  per 
visit  than  for  the  general  practitioner.  This,  to  say  the 
least,  is  not  flattering. 

Records  indicate  that  75  to  80  per  cent  of  the  profes- 
sional care  rendered  under  workmen’s  compensation  is 
still  given  by  the  general  practitioner.  It  is  easy  to 
understand  how  specialist  fees  may  be  raised,  leaving  the 
rates  of  the  general  practitioner  at  their  present  minimum 
without  greatly  affecting  the  insurance  payments  for 
medical  care.  Yet,  it  is  known  that  insurance  rates  to 
employers  have  been  markedly  increased  in  the  last  year. 
There  have  also  been  increased  benefits  to  the  claim- 
ants. The  Committee  feels  that  somewhere  along  the 
line  the  general  practitioner's  interests  must  be  considered. 

Therefore,  the  General  Practitioners’  Committee  of  the 
Medical  Society  of  the  County  of  Albany  recommends 
that: 

1.  The  Society  hereby  recognize  the  inequities  in  the 
Medical  Fee  Schedule  as  they  apply  to  the  general  prac- 
titioner. 

2.  The  Workmen’s  Compensation  Committee  be  di-. 
rected  to  review  the  fee  schedule  for  the  purpose  of  making 
recommendations  for  the  correction  of  these  inequities  and 
that  the  Committee  itself  be  enlarged  to  have  greater  repre- 
sentation by  the  general  practitioner. 

3.  The  sentiment  of  this  Society  be  reported  to  the 
Workmen's  Compensation  Committee  of  the  Medical 
Society  of  the  State  of  New  York;  to  Dr.  David  J.  Kaliski, 
director  of  the  Bureau  of  Workmen’s  Compensation;  to 
Mary  Donlon,  chairman  of  the  Workmen's  Compensation 
Board,  and  a copy  be  sent  to  the  secretary  of  each  county 
society  in  the  State  of  New  York. 

[Continued  on  page  438) 


Urinary  Antiseptic  of  Choice — for 

the  chronic  ambulatory  patient 

MANDELAMINE  1 recognized  as  a medica- 
tion that  quickly  controls  most  urinary  infec- 
tions,1 is  ideally  suited  for  use  in  the  management 
of  the  resistant  case,  e.g.,  neurogenic  bladder, 
nephroptosis  with  pyelitis,  cystitis,  prostatitis, 
nonspecific  urethritis,  infections  associated  with 
urinary  calculi,  pyelonephritis,  and  pyelitis.  It  is 
being  used  routinely  for  the  chronic  ambulatory 
patient,  since  its  administration  is  remarkably 
free  from  toxic  reactions  or  the  development  of 
sensitization,  drug-fastness,  or  urinary  concre- 
tions.1'2'3 Moreover,  the  simplicity  of  the  oral 
regimen  increases  the  likelihood  of  faithful  adher- 
ence to  your  instructions  between  office  visits. 

SUPPLIED:  Enteric-coated  tablets  of  0.25  Gm. 

(3%  grains)  each,  bottles  of  120,  500,  and  1,000. 


REG.  U S.  PAT.  OFF 


UTSTANDING 

FEATURES 


1 No  gastric  upset 

56  No  dietary  or  fluid  regulation 

3 No  supplementary  acidification 
(except  when  urea-splitting  or- 
ganisms occur) 

4 Wide  antibacterial  range 

5 No  danger  of  drug-fastness 

6 Simplicity  of  regimen — 3 or  4 
tablets,  t.i.d. 


1.  Carroll,  G.,  and  Allen,  H.  N.:  I.  Urol.  55: 
674  (1946).  2.  Merricks,  J.  W.:  West  Virginia 
M.  I.  44:  157  (1948).  3.  Scudi,  J.  V.,  and 
Duca,  C.  I.:  I.  Urol,  (to  be  published). 

’MANDELAMINE  is  the  registered  trademark 
of  Nepera  Chemical  Co.,  Inc.,  for  its  brand 
of  Hexydaline  (methenamine  mandelate). 


NEPERA  CHEMICAL  CO.,  INC. 


NEPERA  PARK  • YONKERS  2,  N.  Y. 
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MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


[Continued  from  page  436] 

I would  presume  the  Council  will  want  to  refer 
that  in  due  course  to  this  Committee,  but  I thought 
it  should  be  read  at  this  time. 

I would  just  like  to  comment  on  that,  because 
the  subject,  long  before  I knew  about  this  resolution, 
was  discussed  in  Buffalo,  too.  There  seemed  to  be 
among  the  discussions  from  the  practitioners  there 
the  opinion  that  too  much  stress  has  been  put  upon 
specialists  and  G.P.’s  have  been  brushed  over  a 
little  bit.  Dr.  O’Gorman  talked  quite  a bit  about 
it,  as  did  Dr.  Dayton  of  Niagara,  Dr.  Bell  of  Olean, 
and  a number  of  others,  and  they  were  very  critical 
of  general  practitioners’  fees. 

This  is  the  end  of  the  year  and  the  cooperation  I 
have  had  from  the  director  of  the  Bureau  as  evi- 
denced by  my  personal  experience  and  by  the  many 
comments  and  communications  I have  received 
from  practitioners  around  the  State  upon  the 
promptness  and  dispatch  of  his  handling  their 
complaints  and  his  great  assistance  in  getting  their 
bills  adjudicated  is  much  appreciated.  I would 
like  to  record  my  thanks  as  chairman  of  the  Com- 
mittee for  the  cooperation  he  has  tendered  to  me. 

The  Chair  referred  the  letter  from  Albany  County 
on  general  practitioners  care  to  the  Workmen’s 
Compensation  Committee. 

Report  of  the  Delegates  to  the  1948  Interim  Ses- 
sion of  the  American  Medical  Association. — Dr. 
Winslow  presented  the  following  report: 

The  following  delegates  from  the  Medical  Society 
of  the  State  of  New  York  attended  the  Interim  Ses- 
sion of  the  House  of  Delegates  of  the  American 
Medical  Association  at  St.  Louis,  Missouri,  on 
November  30  and  December  1,  1948:  Leo  F. 

Simpson,  Herbert  H.  Bauckus,  W.  P.  Anderton, 
Albert  F.  R.  Andresen,  Clarence  G.  Bandler,  James 
R.  Reuling,  Floyd  S.  Winslow,  Ralph  T.  B.  Todd, 
0.  W.  H.  Mitchell,  Edward  P.  Flood,  W.  Guernsey 
Frey,  Jr.,  John  J.  Masterson,  J.  Stanley  Kenney, 
Thomas  A.  McGoldrick,  Andrew  A.  Eggston, 
Thomas  M.  D’Angelo,  Peter  J.  Di  Natale,  George 
W.  Kosmak,  Stephen  R.  Monteith,  Joseph  P. 
Henry,  and  Scott  Lord  Smith. 

Dr.  Monteith  was  a member  of  the  Reference 
Committee  on  Rules  and  Order  of  Business;  Dr. 
Kosmak  was  chairman  of  the  Reference  Committee 
on  Medical  Education;  Dr.  Andresen  was  on  the 
Reference  Committee  on  Hygiene  and  Public  Health; 
Dr.  Winslow  was  chairman  of  a Reference  Committee 
on  Amendments  to  Constitution  and  Bylaws;  Dr. 
Flood  was  a member  of  the  Reference  Committee  on 
Credentials,  and  Dr.  Kenney  was  chairman  of  the 
Reference  Committee  on  Executive  Session.  Also 
in  attendance  at  the  House  of  Delegates  were  Dr. 
Chas.  Gordon  Heyd,  Dr.  Edward  R.  Cunniffe,  Dr. 
Louis  H.  Bauer,  Dr.  Frederic  Elliott,  Mr.  Dwight 
Anderson,  Mr.  Frederic  Miebach,  Mr.  Thomas  E. 
Walsh,  and  Mr.  George  P.  Farrell. 

On  Tuesday,  November  30,  1948,  your  delegates, 
the  above-mentioned  gentlemen,  and  Mr.  John  Mc- 
Cormack, vice-president  of  United  Medical  Service, 
met  from  5:05  until  6 p.m.  Discussion  was  held 
regarding  proposed  amalgamation  of  Blue  Cross  and 
Blue  Shield  insurance  plans  in  a national  insurance 
corporation,  and  the  proposed  $25  per  capita  as- 


sessment of  members  of  the  American  Medical 
Association.  The  House  of  Delegates  voted  un- 
favorably upon  a national  insurance  company  but 
proposed  a national  recruitment  office  for  hos- 
pital and  medical  care  prepayment  insurance.  The 
House  also  voted  that  an  individual  assessment  of 
$25  each  be  levied  by  the  Board  of  Trustees  of  the 
American  Medical  Association  upon  each  member. 

Your  delegates  were  diligent  in  their  attendance 
at  the  meetings  and  competently  represented  our 
Society. 

American  Medical  Association  Assessment. — 

Dr.  Anderton  stated  that  a telegram  had  been  re- 
ceived from  Dr.  George  F.  Lull,  secretary  of  the 
American  Medical  Association,  dated  December  7, 
1948,  as  follows: 

The  American  Medical  Association  House  of  Delegates 
on  December  1 created  a committee  to  guide  a nation- 
wide plan  of  education  on  the  progress  of  American  medi- 
cine, the  importance  of  the  conservation  of  health,  and 
the  advantages  of  the  American  system  in  securing  a wide 
distribution  of  a high  quality  of  medical  care.  As  a first 
request  of  the  Committee,  it  is  urged  that  you  have  a mem- 
ber of  your  Society,  preferably  their  family  physician,  talk 
to  your  national  legislators  in  order  to  inform  them  of  the 
inferior  type  of  medical  care  of  the  public  that  would 
result  from  the  proposed  compulsory  sickness  insurance 
program.  The  doctor  who  does  the  interviewing  should 
have  authoritative  information  on  the  subject.  In  order 
to  better  inform  the  person,  a booklet  entitled,  Uncle  Sam, 
M.D.,  will  be  sent  to  every  doctor  in  the  United  States  as 
background  material  for  informing  the  public. 

As  a result  of  that  telegram,  at  the  request  of  a 
couple  of  the  other  gentlemen  who  were  interested 
in  it,  he  telephoned  to  Dr.  Lull  and  was  told  that  the 
booklet  had  been  presented  at  the  Conference  on 
Public  Relations  which  met  before  the  House  of 
Delegates.  He  stated  that  the  booklet  had  gone  to 
the  printers  but  would  not  be  ready  for  distribution 
for  a couple  of  weeks. 

The  second  telegram,  dated  December  8,  reads: 

Recent  interim  session  of  House  of  Delegates  unani- 
mously decided  to  assess  each  member  of  the  American 
Medical  Association  $25.  You  are  requested  to  collect 
this  assessment  through  your  county  units  or  any  other 
way  you  desire.  Bill  Association  for  any  extra  expense  in 
connection  with  collection. 

After  a lengthy  discussion  as  to  how  the  assess- 
ment should  be  collected  and  whether  it  were  manda- 
tory, 

It  was  voted  that  the  decision  as  to  the  best  means 
of  collecting  the  American  Medical  Association 
assessment  of  $25  be  referred  to  a special  commit- 
tee composed  of  the  officers  and  trustees  to  study 
and  report  at  the  next  Council  meeting. 

It  was  voted  that  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Medical 
Association  to  send  a communication  to  each 
member  of  the  American  Medical  Association  ex- 
plaining the  purposes  of  the  $25  assessment. 

New  Business 

Appointments. — The  appointment  by  the  presi- 
dent of  Dr.  Elton  R.  Dickson  as  a member  of  the 
Council  Committee  on  Public  Relations  in  place  of 
Dr.  Dan  Mellen  was  approved. 


PLAN  NOW  TO  ATTEND  THE  ANNUAL  MEETING 
MAY  2 TO  6,  1949,  HOTEL  STATLER,  BUFFALO 
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Conestron  oral  therapy  provides  an 
especially  flexible  method  of  prescrib- 
ing for  the  progressive  physical  and 
mental  adjustments  of  the  meno- 
pause. This  method  results  in  a mini- 
mum feeling  of  distress  ...  a maxi- 
mum feeling  of  well-being  . . . for 
the  patient.  Conestron  consists  of 
water-soluble,  estrogenic  substances 
from  natural  sources.  Two  stretigths 


— 0.625  mg.  and  1.25  mgs.  Bottles  of 
100  and  1000  tablets. 

To  supplement  your  advice  and  to 
enable  your  patients  and  their  fami- 
lies to  arrive  at  a better  home  adjust- 
ment during  this  difficult  menopausal 
period,  the  booklet  “Through  One  of 
Life's  Progressive  Changes ” is  avail- 
able to  physicians,  gratis,  in  distri- 
bution quantities. 


PHILADELPHIA  3,  PA. 


Oonestron 


Estrogenic  Substances  (Water  Soluble),  Wyeth 

Orally  Active  • W ell  Tolerated 


NECROLOGY 


Ina  Van  Deerhoof  Burt,  M.D.,  of  Phelps,  died  at 
the  age  of  eighty-one  on  January  2.  Dr.  Burt,  who 
received  her  medical  degree  from  the  Woman’s 
Medical  College  of  the  New  York  Infirmary  for 
Women  and  Children  in  1895,  was  retired.  She  was 
a member  of  the  New  York  State  and  Ontario 
County  Medical  Societies  and  the  American  Medical 
Association. 

John  Dugan,  M.D.,  eighty-two,  died  on  Novem- 
ber 12.  Dr.  Dugan,  a former  resident  of  Geneva  and 
Albion,  was  graduated  from  the  University  of 
Buffalo,  School  of  Medicine,  in  1896,  and  at  the  time 
of  his  death  was  a member  of  the  New  York  State 
and  Orleans  County  Medical  Societies  and  the 
American  Medical  Association. 

Cyril  Dustan,  M.D.,  an  authority  on  the  health 
hazards  in  the  handling  of  beryllium,  a metallic  ele- 
ment used  in  industry  and  in  the  development  of 
atomic  energy,  died  of  a heart  attack  at  his  Brooklyn 
home  on  January  21.  Dr.  Dustan,  thirty-four  years 
old,  received  his  medical  degree  in  1943  at  the  Long 
Island  College  of  Medicine.  He  was  a research 
associate  at  the  Columbia  University  School  of 
Public  Health  and,  while  at  Columbia,  had  received 
the  Fleischman  Foundation  medical  scholarship. 
His  report  on  the  medical  aspects  of  beryllium 
poisoning,  based  on  a year’s  study  recently  made  for 
the  Atomic  Energy  Commission,  was  almost  com- 
plete, and  he  was  preparing  to  leave  to  join  the  staff 
of  the  Tennessee  Valley  Authority  to  continue  his 
research  on  beryllium.  He  had  been  a member  of 
the  American  Medical  Association  and  the  New 
York  State  and  Kings  County  Medical  Societies. 

Victor  J.  Fingar,  M.D.,  forty-one  years  old,  died 
at  his  West  Ghent  home  on  January  10.  Dr.  Fingar, 
assistant  medical  director  of  the  Equitable  Life  As- 
surance Society,  was  graduated  from  Albany  Medi- 
cal College  in  1932.  He  served  as  a major  in  the 
Army  Medical  Corps  in  World  War  II  and  was 
attached  to  the  Twelfth  Air  Force  in  North  Africa 
and  Italy.  Dr.  Fingar  was  formerly  a general  prac- 
tioner  in  Brasher  Falls,  serving  there  also  as  a 
medical  examiner  for  the  Equitable  Life  Assurance 
Society. 

LeRoy  Clarence  Green,  M.D.,  died  on  December 
29  at  his  home  in  Ashville.  He  was  seventy-seven 
years  old.  Dr.  Green,  a graduate  of  the  University 
of  Buffalo,  School  of  Medicine,  in  1895,  interned  at 
the  Buffalo  General  Hospital  and  worked  for  a time 
under  Dr.  Roswell  Park,  noted  surgeon.  He  had 
practiced  in  Chautauqua  County  for  over  half  a cen- 
tury and  was  recently  honored  by  the  New  York 
State  Medical  Society  for  his  fifty  years  of  service. 
Dr.  Green  practiced  in  Panama  from  1897  to  1922, 
when  he  moved  to  Ashville.  He  was  a member  of  the 
New  York  State  and  Chautauqua  County  Medical 
Societies  and  the  American  Medical  Association. 

Reuben  Paul  Higgins,  M.D.,  sixty-eight,  died  on 
January  13.  A physician  in  the  town  of  Cortland, 
he  received  his  medical  degree  from  Johns  Hopkins 
University,  School  of  Medicine,  in  1905.  Dr.  Hig- 
gins served  as  chief  ophthalmologist  on  the  staff  of 
the  Cortland  County  Hospital.  A former  president 
and  secretary  of  the  Cortland  County  Medical  So- 
ciety, Dr.  Higgins  was  a diplomate  of  the  American 
Board  of  Ophthalmology  and  a fellow  of  the  Ameri- 
can College  of  Surgeons.  He  was  also  a member  of 
the  American  Academy  of  Ophthalmology  and 


Otolaryngology,  the  Central  New  York  Eye,  Ear, 
Nose  and  Throat  Society,  the  American  Medical 
Association,  and  the  New  York  State  and  Cortland 
County  Medical  Societies. 

Louis  Morgan  Mooney,  M.D.,  eighty-seven-year- 
old  retired  physician,  died  at  his  New  York  home  on 
January  19.  Dr.  Mooney  was  a graduate  of  the 
University  and  Bellevue  Medical  College  in  the 
year  1899.  He  had  served  as  a consultant  in  gastro- 
enterology at  the  Misericordia  Hospital  and  had 
also  served  on  the  staffs  of  Polyclinic  and  St.  Eliza- 
beth’s Hospitals.  Dr.  Mooney  was  a member  of  the 
New  York  State  and  County  Medical  Societies,  the 
Celtic  Medical  Society,  the  Valentine  Mott  Medical 
Society,  and  the  American  Medical  Association. 

Alfred  Carlyle  Prentice,  M.D.,  of  Endicott,  for 
many  years  a practicing  physician  in  New  York 
City,  died  on  January  14  at  the  age  of  seventy- 
three.  Dr.  Prentice  received  his  medical  degree  from 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1901  and  served  his  internship  at 
Roosevelt  Hospital. 

Dr.  Prentice  was  formerly  associate  surgeon  at 
Vanderbilt  Clinic  and  French  Hospital  and  surgical 
lecturer  at  Polyclinic  Hospital.  He  had  practiced 
in  recent  years  in  Endicott  where  he  was  an  asso- 
ciate surgeon  of  Ideal  Hospital.  He  was  also  resident 
staff  surgeon  of  Wilson  Memorial  Hospital,  Johnson 
City. 

A former  secretary  of  both  the  New  York  County 
Medical  Society  and  the  Physicians  Mutual  Aid 
Association,  he  was  also  a member  of  the  New  York 
State,  Broome  County,  and  Benjamin  Rush  Medical 
Societies,  the  Association  of  Military  Surgeons,  and 
was  a member  and  former  delegate  of  the  American 
Medical  Association.  He  also  served  at'  one  time  as 
surgeon  major  of  the  Seventy-first  Regiment,  New 
York  National  Guard. 

Michael  Napoleon  Ratzan,  M.D.,  died  at  his  home 
in  Brooklyn  on  January  20.  His  age  was  sixty-seven. 
He  was  graduated  from  the  Medico-Chirurgical 
College  of  Philadelphia  in  1906.  He  served  on  the 
staffs  of  Unity,  Williamsburg,  and  Crown  Heights 
Hospitals  and  was  also  active  in  research  in  cancer 
and  diabetes.  Dr.  Ratzan  founded  the  Brooklyn 
Cancer  Society  in  1928  and  became  its  first  president. 

Alvah  H.  Traver,  M.D.,  who  had  practiced  medi- 
cine and  surgery  in  Albany  for  more  than  fifty  years, 
died  at  his  home  on  January  22.  He  was  seventy- 
three  years  old.  Dr.  Traver,  a graduate  of  Albany 
Medical  College  in  1898,  was  chief  of  staff  of  the 
Child’s  Hospital,  associate  surgeon  on  the  staff  of 
Albany  Hospital,  and  associate  professor  of  surgery, 
Albany  Medical  College.  During  the  recent  war  he 
was  an  examining  physician  for  selective  service 
boards  in  upper  New  York  State  and  had  since 
served  with  the  Veterans  Administration.  Dr. 
Traver  was  a fellow  of  the  American  College  of 
Surgeons  and  also  a member  of  the  New  York  State 
and  Albany  County  Medical  Societies  and  the 
American  Medical  Association. 

Gilbert  J.  Van  der  Smissen,  M.D.,  of  the  Bronx, 
died  on  January  20,  1949.  He  was  seventy-five 
years  old.  Dr.  van  der  Smissen  was  graduated  from 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1895  and  interned  at  Lenox  Hill  Hos- 
pital. He  was  a member  of  the  New  York  State  and 
Bronx  County  Medical  Societies  and  the  A.M.A. 
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TUBULIN 

TRADE  MARK 

DEPROTEINATED  RENAL  EXTRACT 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 

Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP. 

231  W.  58th  STREET  NEW  YORK 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

refer  to 

HARRY  F.  WANVIG 

Authorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
*For  Alembers  of  the  State  Society  only 


^NEW 

IMPROVED 

'l/itam/n  (3 


SODASCORBATE,  Van  Patten’s  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  gastric  irritation  frequently  ex- 
perienced -with  large  doses  of  plain  ascorbic 
acid. . . Approximately  neutral  in  chemical  re- 
action . . . Well  tolerated . . . Pleasant-tasting. 

I Sign  and  mail  coupon  below  for  samples  and  literature 


Employing  BROMINATED  THYROID 

THYROBROM,  brand  of  brominated  thyroid 
provides  efficient,  dependable  medication. 
THYROBROM  is  not  just-  a mixture  of 
thyroid  and  bromides.  In  THYROBROM 
the  bromine  enters  into  chemical  combination 
with  the  active  ingredient  of  desiccated  thyroid. 
Iodine  content  0.2% — same  as  U.S.P.  Bromine 
content  2.0%.  THYROBROM  may  be  pre- 
scribed in  hypothyroid  obesity,  or  whenever 
thyroid  medication  is  indicated.  Supplied  in 
tablet  form  for  oral  administration.  In  3^,  1 
and  2 gr.  strengths.  Bottles  of  100,  500,  1000 
tablets;  grooved  for  easy  adjustment  of  dosage. 

HYPOTHYROID  OBESITY 

The  visual  results  of  THYRO- 
BROM therapy  are  clearly 
illustrated  in  the  photographs 
of  this  case  of  hypothyroid 
obesity — a 17  year  old  girl, 
5',  3"  in  height,  who  lost  28 
pounds. 

These  “before  and  after” 
silhouettes  were  taken  under 
identical  photographic  condi- 
tions, and  are  typical  of  results 
obtained  in  a large  series  of 
hypothyroid  obesity  cases 
treated  with  THYROBROM 
and  dietary  control. 

Sign  and  mail  coupon  below  for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  nys 
1227  Loyola  Ave.,  Chicago  26 
Gentlemen:  Please  send  items  checked: 


THYROBROM  Q Samples  Q Literature 

SODASCORBATE  □ Samples  Q Literature 
Dr. 


Address 

Town 

State 

MEDICAL  NEWS 


$32,000,000  Architectural  Program  for  NYU-Bellevue  Medical  Center 


DETAILS  of  new  definitive  architectural  plans 
for  the  new  University  section  of  the  New 
York  University-Bellevue  Medical  Center  have 
been  announced.  The  new  plans,  which  are  the 
result  of  several  years  study,  supersede  the  pre- 
liminary architectural  plans  announced  earlier  for 
the  Center.  The  University’s  new  cost  estimates 
for  the  Center  are  nearly  twice  those  previously 
announced  and  are  due  both  to  the  expansion  of 
the  Center’s  program  and  to  the  rise  in  prevailing 
construction  costs  during  the  past  three  years. 
The  plans  for  the  University  section  of  the  Medi- 


cal Center  include  facilities  for  two  medical  schools, 
a 600-bed  University  Hospital  designed  primarily 
to  serve  patients  in  the  middle-income  brackets, 
and  related  clinics.  The  project  also  includes 
provision  for  a program  of  postgraduate  medical 
education  which  has  been  underwritten  by  an 
$8,000,000  grant  from  the  Samuel  H.  Kress  Founda- 
tion, announced  by  the  University  Monday, 
January  10.  In  addition  to  the  other  facilities, 
the  new  University  section  of  the  Center  will  in- 
clude space  for  the  Institute  of  Rehabilitation,  a 
hall  of  residence,  and  an  alumni  hall  auditorium. 


MEETINGS 

FUTURE 


American  College  of  Surgeons,  New  York  and 
Brooklyn  Fracture  Committee 

The  fourteenth  annual  Fracture  Day  sponsored 
by  the  New  York  and  Brooklyn  Fracture  Com- 
mittee of  the  American  College  of  Surgeons  will  be 
held  Saturday,  February  26,  1949,  in  the  Einhorn 
Auditorium  of  the  Lenox  Hill  Hospital,  New  York 
City. 

The  program  will  open  at  9 :00  a.m.,  with  the  chair- 
man’s address  by  Dr.  Preston  A.  Wade.  Papers 
to  be  presented  during  the  morning  session  include: 
“A  New  Forceps  for  Grasping  and  Holding  Bone 
Plates,”  Dr.  Meyer  Stone;  “Mode  of  Treatment 
of  Fractured  Neck  of  Femur  in  Two  Children  ” 
Dr.  A.  Della  Pietra  and  Dr.  David  M.  Boswortn; 
“Unusual  Fracture  Subluxations  of  the  Shoulder,” 
Dr.  Frederick  Thompson  and  Dr.  Edward  Winant; 
“The  Misuse  and  Use  of  Metal  for  Internal  Fixation 
of  Fractures,”  Dr.  Edwin  F.  Cave;  “Use  of  Kunt- 
scher  Nail,”  Dr.  Harold  A.  Sofield,  and  “Observa- 
tions on  Results  of  Shoulder  Cuff  Repair,”  Dr. 
Harrison  McLaughlin  and  Dr.  Theodore  Asherman. 

At  the  afternoon  session,  scheduled  to  begin  at 
2:00  p.m.,  Dr.  Robert  H.  Kennedy  will  give  a report 
of  the  National  Fracture  Committee  proceedings. 
Papers  to  be  presented  include:  “Blood  Supply  and 
Its  Relation  to  Bone  Healing  and  Nonunion,” 
Dr.  Charles  Burbank;  “A  Method  for  Further 
Evaluating  Joint  Injuries,”  Dr.  John  Royal  Moore, 
and  “Results  of  Three-Year  Follow-up  on  Fracture 
Dislocations  of  the  Hip  Joint,”  Dr.  George  O. 
Eaton. 


Niagara  Falls  Academy  of  Medicine 

The  Third  Annual  Clinical  Day  of  the  Academy 
of  Medicine  of  Niagara  Falls  will  be  held  on  March 
5 at  the  Hotel  Niagara,  Niagara  Falls. 

The  program  of  lectures  to  be  presented  during 


the  day,  starting  at  9:30  a.m.,  will  include  the 
following:  “Management  of  the  Failing  Heart,” 

Dr.  Harry  Gold,  New  York  City;  “The  Value  of  X- 
ray  Examination  of  the  Pregnant  Woman,”  Dr. 
Paul  A.  Bishop,  Philadelphia;  “The  Role  of  Cer- 
vical Smear  in  General  Medical  Practice,”  Dr. 
Ernest  Ayre,  Montreal;  “The  Use  and  Abuse  of 
Sex  Steroids,”  Dr.  L.  J.  Bailey,  Detroit;  “The 
Diagnosis  of  Angina  Pectoris,”  Dr.  Lewis  M. 
Hurxtall,  Boston,  and  “Low  Back  Pain,”  Dr. 
Edward  L.  Compere,  Chicago. 


New  York  Tuberculosis  and  Health  Association 

On  March  8,  the  annual  conference  of  the  New 
York  Tuberculosis  and  Health  Association  will  be 
held  at  the  Hotel  Statler,  New  York  City.  Au- 
thorities on  the  various  phases  of  tuberculosis  work, 
social  hygiene,  and  health  education  will  present 
papers  at  the  morning,  afternoon,  and  luncheon 
sessions.  Also,  election  of  officers  of  the  Tuber- 
culosis Sanatorium  Conference  of  Metropolitan 
New  York,  which  will  meet  simultaneously,  will 
be  held  at  that  time. 


National  Society  for  the  Prevention  of  Blindness 

The  theme  of  the  three-day  national  conference 
of  the  National  Society  for  the  Prevention  of 
Blindness  will  be  “The  Battle  Against  Blindness — 
The  Next  Forty  Years.”  The  meeting  will  be 
held  at  the  Hotel  New  Yorker,  New  York  City, 
on  March  16,  17,  and  18,  and  the  subjects,  eye 
problems  in  middle  life,  eyes  of  children  and  adults, 
vision  in  industry,  medical  advances  in  sight  con- 
servation, and  glaucoma — a community  problem, 
will  be  discussed.  Details  of  the  program  may  be 
obtained  from  the  Society  at  1790  Broadway, 
New  York  City. 
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‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  iniirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  _ EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST.  NEW  YORK  24,  N.  Y. 
SChuyler  4-0770 

Member  American  Hospitel  Assoc. 

Oured  elso  appears  in  JAMA  end  other  leeding  medical  lournels. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbjsician-in-Cbargt. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


THE  MAPLES,  inc. 


An  exclusive  rest  heme  lor  Invalids,  convalescents  end  chronic  eases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  ol  bceutilul  land- 
seeped  lewns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  S35.00  to  S65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  lull  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


Officers — County  Medical  Societies — 1949 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton . . * . . . . 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


TOTAL  MEMBERSHIP  AS  OF  FEBRUARY  15,  1949—22,408 


President 

E.  S.  Goodwin Albany 

R.  0.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan.  . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newiton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaret ville 

C.  A.  Crispell.  . .Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

W.  B.  Rawls New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

E.  J.  Keegan Oneonta 

R.  S.  Cleaver Brewster 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

G.  G.  Stone Suffern 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth.  . . Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster. .Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon. . . .Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland. . . . . .Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne : Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash.  Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill...  Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge.  . . .Rochester 
Harry  Lehman ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield.  .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty. ....  .Potsdam 
J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca  :| 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark  : 

David  Fertig Hartsdale  * 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan  , 
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DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merrill  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  N„uS!f 

Five  Acres  of  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non  sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4875 


FALKIRK 

m THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


SCHOOLS 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 

HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person's  needs. 

We  do  not  tell  Hearing  Aids;  only  AM  A approved 
aids  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid. 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING.  INC. 
Founded  1903 

342  Madison  Are.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  RegenU 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  A X-RAY  AVAILABLE 
Ok  It-months  day  course  includes  Intensive  training 
In  leberetory  techniques,  physiolherepy  apparatus, 
X-Rey,  nursing  techniques,  end  medlcel  stenography. 

A FEW  LAB  TECHNICIANS  NOW  AVAILABLE 

1834  Broedwey  — NYC 
Clide  7-3434 


Mandl  School 


Licensed  by  the  Stele  ol  New  York 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully, located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physicien  in  Cherge 
Telephone:  Kingsbridge  9-8440 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

Milton  Sierra 
^foundation  ^rljoola 


In  Far  Hills,  N.  J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Enclno,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


REE  FORMULARY 


RESS 


liana 


ROUGH  HANDS 

FROM  TOO  MUCH  SCRUBBING? 

Soften  dry  skin  with  AR-EX  CHAP  CREAM! 
Contains  carbonyl  diamide,  shown  in  hos- 
pital test  to  make  skin  softer,  smoother, 
and  even  whiter!  Archives  of  Derm,  and 
S.,  July,  1943.  FREE  SAMPLE. 

rni.M'M.llllIJMLIMI.IHN,' 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1.20 
6 Consecutive  times  ...  1.00 
12  Consecutive  times  . . . .90 

24  Consecutive  times  ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  AD  advertise- 
ments are  payable  in  advance. 


POSITION  WANTED 

College  grad.  Psych  major  seeks  job  Doctor’s  office.  Ex- 
perienced medical  work  and  terminology.  Supply  references. 
Pearl  Moskowitz,  311  East  3 Street,  N.Y.C.  9. 


PHYSICIANS’  PRINTED  SUPPLIES 

Medioo*  sanitary  dispensing  envelopes  (*Reg.  U S.  Pat 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  preecripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  oards;  record  cards;  plate- 
lees  engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write: 
The  Medico  Press,  Millerstown,  Pa. 


DIAGNOSING  LUNG  CANCER 

Microscopic  examination  of  sputum  for  cancer 
cells  is  a valuable  aid  in'  diagnosing  cancer  of  the 
lung  and  pulmonary  tuberculosis,  according  to 
three  St.  Louis  physicians,  Drs.  Martin  Bergmann, 
Burton  A.  Shatz,  and  I.  Jerome  Fiance. 

Differentiating  between  cancer  and  tuberculosis  of 
the  upper  part  of  the  lung  has  been  extremely  diffi- 
cult. The  only  methods  known  for  procuring  tissue 
from  the  upper  lobes  for  study  under  the  microscope 
have  undesirable  aspects,  and  the  areas  are  hard  to 
visualize  by  means  of  x-rays.  Tubercle  bacilli  are 
frequently  not  seen  in  the  sputum  in  cases  of  early 
pulmonary  tuberculosis. 

Microscopic  examination  of  sputum  for  cancerous 
cells  gives  a positive  diagnosis  in  from  60  to  88  per 
cent  of  lung  cancers  and  is  an  essentially  desirable 
technic  for  discovering  lesions  of  the  upper  lobes  of 
the  lungs,  they  report.  Drs.  Bergmann,  Shatz,  and 
Fiance  examined  the  sputum  of  158  patients.  In 
three  cases  a diagnosis  of  cancer  was  made  by  spu- 
tum examination  at  a time  when  the  clinical  diag- 
nosis was  tuberculosis  or  wavered  between  tubercu- 
losis and  cancer. — J.A.M.A.,  November  13,  1948 


REAL  ESTATE 
FOR  SALE  - FOR  RENT 
INVESTMENTS 


FOR  SALE 


Albany,  N.  Y.  Doctor’s  Home  and  Office.  Modern,  spacious, 
ideal  location.  Box  281,  N.  Y.  State  J.  Med. 


EXCEPTIONAL  OPPORTUNITY 


General  practice,  Physician  retiring.  Beautiful  home,  good 
location,  large  practice,  Exceptional  terms.  Isseks  Broth- 
ers, Attorneys,  Middletown,  New  York, 


FOR  SALE 


Brooklyn.  Practice  and  Office.  Beautifully  furnished 
4 rooms,  modern.  40  ma  X-ray,  BMR,  EKG,  diathermy, 
suction,  aerosol,  lamps,  scales,  cautery,  etc.,  etc.  Lab. 
and  Dark  Room.  Foot  pedal  sink.  All  under  3 years  old. 
Most  beautiful  set-up.  Dickens  2-3168’ 


FOR  RENT 


Poughkeepsie,  N.  Y.  Three  room,  professional  suite. 
Ideal  location.  Available  for  immediate  occupancy.  Mod- 
erate rental.  Inquire  Box  282,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


“House  and  extensive  offices-excellent  condition.  Con- 
venient to  all  transportation.  Now  occupied  by  successful 
urologist.  Extra  opportunity  for  urologist."  Telephone- 
Sterling  3-3131  Augustus  Harris 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


UNFURNISHED  TO  RENT 


West  86  St.,  127,  exceptional  location,  newly  decorated  pro- 
fessional offices  street  floor;  charming  professional  apart- 
ment first  floor;  Representative  premises.  Ki-3-2398  (7  P.M.) 


BUY 

SAVINGS  BONDS 


Clinicians  generally  favor  the  use  of  an  occlusive 
device  supplemented  by  a sperm-immobilizing  agent 
for  optimum  protection.  However,  authoritative 
studies  have  established  that  a high  degree  of  pro- 
tection is  afforded  by  use  of  a jelly  alone— provided 
that  the  jelly  has  rapid  spermatocidal  action  together 
with  adhesive  and  cohesive  properties  sufficient  to 
provide  a dependable  barrier. 

When  dependence  must  be  placed  on  the  “jelly 
alone”  method,  there  is  no  better  product  available 
than  “RAMSES”*  Vaginal  Jellyf  because: 

1.  It  provides  rapid  spermatocidal  action. 

2.  It  possesses  dependable  adhesive  and  cohesive 
properties— will  not  melt  or  run  at  body  temperatures. 

3.  Direct-color  photographs  show  that  it  will  occlude 
the  cervix  for  ten  hours. 


“RAMSES”  Vaginal  Jelly  is  available  in  regular 
and  large-size  tubes  through  all  pharmacies. 


t Active  ingredients:  Dodecaethvleneglycol 
Monolaurate  5%;  Boric  Acid  1 %;  Alcohol  5 %. 


gynecological  division 


423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 
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Have  a Coke 


The  pause  that  refreshes 
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More  than  just  palatable 


When  100  or  more  grams  of  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


. . . high  concentration  of  protein 


. . . minimum  bulk 


WIN7HR0P  STURNS 

tv 


, tasteless  . . . bland  . . . unflavored 


Supplied  in  7Vi  and  14  oz.  jars. 


New  York  13,  N.  Y.  Windsor,  Ont. 


in c.  Write  for  Recipe  Book: 

Specify  number  desired. 


Essenamine.  trademark  reg.  U.  S.  & Canada 
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THE 

CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

^ CL/N/C  Medical  sections  for  the  care  ol 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

4 REST , RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modem  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 


ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


(Iron  Proteinate) 

FORMULAS 

Hematinic  Therapy  to  Meet 
Individual  Requirements 

Presenting  iron  in  readily  assimil- 
able protein  combination.  Cause 
no  puckering,  griping,  gastric  up- 
sets, discoloration  of  teeth,  or 
constipation. 

Palatable  • Well  Tolerated 


Tablets  HEMABOLOIDS 

with  Folic  Acid 

Each  tablet  represents: 

Iron  (as  proteinate) 50  mg. 

Folic  Acid 5 mg. 

HEMABOLOIDS  with 


Liver  Concentrate 
Each  fluid  ounce  represents: 

Alcohol  (by  volume) 17% 

lro»(as  proteinate) 120  mg. 

Liver  Concentrate  (20:1) 500  mg. 

Cane  sugar,  glycerine,  flavoring...aa. . . q.s. 


Tablets  HEMABOLOIDS 

with  Liver  Concentrate 


Each  tablet  represents: 

Iron  (as  proteinate) 35  mg. 

Liver  Concentrate  (20:1) 100  mg. 


HEMABOLOIDS 


ARSENIATED 

Each  fluid  ounce  represents: 

Alcohol  (by  volume) 17% 

Arsenous  Acid 1 /20  gr. 

Iron  (as  proteinate) 120  mg. 

Cane  sugar,  glycerine,  flavoring...aa...q.s. 


THE  ARLINGTON  CHEMICAL  COMPANY,  yonkers  i,  new  york 


L 


ow  mild  can  a cigarette  be? 


In  a recent  coast-to-coast 
test,  hundreds  of  men  and 
women  smoked  Camels— and 
only  Camels— for  30  consecu- 
tive days.  These  people 
smoked  on  the  average  of  one 
to  two  packages  of  Camels  a 
day  during  the  entire  test  pe- 
riod. Each  week,  throat  spe- 
cialists examined  these  Camel 
smokers.  A total  of  2,470  care- 
ful examinations  were  made 
by  these  doctors.  After  study- 
ing the  results  of  the  weekly 
examinations,  these  throat 
specialists  reported: 


“Not  one  single  case  of  throat 

RRITATION  DUE  TO  SMOKING  CAMELS! 


^Sae/c 
icvn  fee  / 


f 


Test  CameL  mildness  for  yourself  in  your  own 
"T-Zone.”  T for  taste,  T for  throat.  If,  at 
any  time,  you  are  not  convinced  that  Camels 
are  the  mildest  cigarette  you’ve  ever  smoked, 
return  the  package  with  the  unused  Camels 
and  we  will  refund  its  full  purchase  price, 
plus  postage.  (Signed)  R.  J.  Reynolds  Tobacco 
Company,  Winston-Salem,  North  Carolina. 

s. ‘fccorc/ing  to  a Nationwide  survey. 

More  Doctors 
smoke  Camels 


Doctors  smoke  for  pleasure,  too!  And  when 
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ffcllll  Protein  is  essential  in  the  diet.  It  is  life  itself. 

HyP  But  people  cannot  always  have  it  in  the  palatable  form 
of  red  meat.  For  example,  a surgical  patient  faces  the 
shock  of  tissue  destruction,  blood  loss,  loss  of  body 
protein.  Before  and  after  surgery,  Protein  Hydrolysate 
Baxter  materially  helps  to  meet  the  protein  needs  of  the 
surgical  patient.  This  new  achievement  of  Baxter  research  is  a 
beef  product . . . prepared  from  bovine  plasma  . . . 
enzymatically  digested.  Autoclaved,  proven  sterile  and 
non-pyrogenic,  it  is  conspicuously  free  from  reactions. 

Full  information  is  available  on  request. 


Protein  Hydrolysate 


BAXTER 


Baxter  Laboratories,  Inc. 
Morton  Grove,  III. 


Available  with  or  without  Dextrose 


Distributed  and  available  only  in  the  37  states  east  of  the  Rockies  through — 

American  Hospital  Supply  Corporation  • General  Offices,  Evanston,  Illinois 
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THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881)  (The  Pioneer  Post-Graduate  Medical  Institution  in  America ) 
EYE,  EAR,  NOSE  AND  THROAT 


A combined  full-time  course  covering  an  academic  year 
(9  months).  It  consists  of  attendance  at  clinics,  wit- 
nessing operations,  lectures,  demonstration  of  cases 
and  cadaver  demonstrations;  operative  eye,  ear,  nose 
and  throat  on  the  cadaver;  head  and  neck  dissection 
(cadaver);  clinical  and  cadaver  demonstrations  in 
bronchoscopy,  laryngeal  surgery  and  surgery  for 
facial  palsy;  refraction;  roentgenology;  pathology, 
bacteriology  and  embryology;  physiology;  neuro- 
anatomy; anesthesia;  physical  therapy;  allergy; 
examination  of  patients  pre-operatively  and  follow-up 
post-operatively  in  the  wards  and  clinics.  Also  re- 
fresher courses  (3  months). 


UROLOGY 

A combined  full-time  course  in  Urology  covering  an 
academic  year  (8  months).  It  comprises  instruction  in 
pharmacology;  physiology;  embryology;  biochemistry; 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver;  regional  and  general  anesthesia  (cadaver); 
office  gynecology;  proctological  diagnosis;  the  use  of 
the  ophthalmoscope;  physical  diagnosis;  roentgeno- 
logical interpretation;  electrocardiographic  interpreta- 
tion; dermatology  and  syphilology;  neurology;  physi- 
cal therapy;  continuous  instruction  in  cysto-endoscopic 
diagnosis  and  operative  instrumental  manipulation;  op- 
erative surgical  clinics;  demonstrations  in  the  operative 
instrumental  management  of  bladder  tumors  and  other 
vesical  lesions  as  well  as  endoscopic  prostatic  resection. 


For  information  address  MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St.,  NEW  YORK  CITY,  19 
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WHAT  QOOB  ARE  THE 
QENES  AND  CHROMOSOMES 
IF  THE  FETUS  IS  STARVED ? 


THE  LIFE-LINE  BETWEEN  THE  MATERNAL  ORGANISM 
AND  THE  UNBORN  MUST  BE  KEPT  OPEN 
BOTH  MUST  RECEIVE  OPTIMAL  NUTRITION  — 

ESPECIALLY  OF  THOSE  CRITICAL  SUPPLIES  — 

CALCIUM,  IRON  AND  THE  ESSENTIAL  VITAMINS— 

TO  INSURE  THE  PRICELESS  HERITAGE  OF  SOUND  YOUTH. 


OBron  is  specially  designed  for  the  OB  patient. 
Note  the  15  grains  of  dicalcium  phosphate*  per 
capsule  plus  the  abundance  of  vitamins  in  adequate 
amounts  to  assure  continuous  flow  of  these  nutrients  from 
mother  to  child.  Try  OBron  on  your  next  OB  case. 


ALL  IN  ONE  CAPSULE 


*Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulphate  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  Units 

Vitamin  D (Irradiated  Ergosterol)  ....  400  VS. P.  Units 

Vitamin  Bi  (Thiamine  Hydrochloride)  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  . ....  0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 


*£cfuivalent  to  15  grains  Dicalcium  Phosphate  Dihydrate 


ONE  OF  THE  ROERIC  BALANCED  FORMULAE 


ROERIG 


Originators  of 

Heptuna  • Heptuna  with  Folic  Acid  • Darthronol 

J.  B.  ROERIG  AND  COMPANY 

536  LAKE  SHORE  DRIVE  • CHICAGO  11.  ILLINOIS 
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A Marked  Increase 
in  Vital  Capacity 


VAPONEFRIN  AEROSOL  UNIT 

Vaponefrin  Solution,*  as  a bronchodilator  adminis- 
tered by  inhalation  produces  (l)  marked  increase 
in  vital  capacity  through  relief  of  bronchospasm; 
(2)  prompt  and  prolonged  relief  of  symptoms  with 
minimum  side-effects.  Write  for  literature. 


*an  especially  purified  synthetic 
racemic  epinephrine  available 
with  Vaponefrin  Nebulizer. 


VAPONEFRIN  COMPANY 


6812  MARKET  STREET  • UPPER  DARBY.  PENNSYLVANIA 
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The  severe,  painful  spasm  associated  with  the  hypertonic  or  hyperactive  bowel 
of  colitis  suggests  the  need  for  the  combined  spasmolytic-sedative  action  of — 

PAVATRINE  with  PHENOBARBITAL 

(j3-diethylaminoethyl  fluorene-9-carboxylate  hydrochloride) 

Pavatrine,  a potent,  well-tolerated,  synthetic  spasmolytic,  is  unique  because  of 
its  combined  neurotropic  and  musculotropic  action  on  painful,  smooth  muscle 
spasm.  The  inclusion  of  the  mild  central  nervous  system  sedative,  phenobarbital, 
affords  effective  symptomatic  relief  in  such  prevalent  conditions  as  gastroin- 
testinal hypertonicity,  pylorospasm  associated  with  peptic  ulcer,  dysmenorrhea 
and  bladder  spasm. 


Research  in  the  Service  of  Medicine 


G.  D.  SEARIE  & CO. 
Chicago  80,  Illinois 
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1 Tletrazol  Council  Accepted 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  \Vi  grailtt- 
TABLETS  - 1 y2  grains. 

ORAL  SOLUTION  - (iVi  grains  per  cc.) 

Metrazol.  brand  of  pentamethylentetrazol,  Trade  Mark  rear.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 


461 


water-dispersible 

Vitamin  A . . . 5,000  U.S.P.  Units 
Vitamin  D . . . 1,200  U.S.P.  Units 
Thiamine  Hydrochloride  . . 1.8  mg. 

Riboflavin  ...  0.4  mg. 
Pyridoxine  Hydrochloride  . 0.3  mg. 
Ascorbic  Acid  ...  60  mg. 
Niacinamide  ...  3 mg. 
Pantothenic  Acid  . . . 1.2  mg. 


polyvitamin  drops 

INCREASED  VITAMIN  A ABSORPTION 
8 VITAMINS  IN  ONE  PRODUCT 
EFFECTIVE  FOR  CHILDREN  AND  ADULTS 
HIGH  POTENCY  OF  ESSENTIAL  VITAMINS 
NON-ALCOHOLIC 
PALATABLE,  NO  FISHY  TASTE 
ECONOMICAL 
READILY  MISCIBLE 


Supplied  in  15  and  30  cc.  Dropper  Bottles  • Samples  sent  on  request 
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w Pharmaceutical  Division 

^HOMEMAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10,  N.  Y. 

36-48  Caledonia  Road,  Toronto  10,  Canada 

Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence. 

Or 

Arirlrmt < 

City Z 


_ State.. 
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Trimeton 

< brand  of  prophenpy ridamine) 

Trimeton*  differs  from  most  other  antiliistaminic 
agents  in  not  being  a derivative  of  ethanolamine  or 
ethylenediamine.  This  difference  is  noteworthy  and  is 
responsible  for  the  gratifying  clinical  results  obtained. 
In  one  study  of  227  patients  with  various  allergic 
conditions1 

83%  obtained  benefit  from  Trimeton 

Side  effects,  common  to  all  antihistaminics,  occur  with 
Trimeton,  but  only  a few  patients  find  that  they  cannot 
tolerate  the  drug.1 

Relief  from  allergic  symptoms  is  usually  obtained  with 
one  Trimeton  25  mg.  tablet  three  times  daily;  in  some 
patients  half  this  dosage  is  sufficient.  The  action  of 
Trimeton  lasts  from  four  to  six  hours.2 

PACKAGING:  Trimeton  ( 1-phenyl-l- (2-pyridyl ) -3-diniethyla- 
minopropane)  is  available  in  25  mg.  tablets,  scored,  in  bottles  of 
100  and  1000. 

BIBLIOGRAPHY  : 1.  Bruwn,  E.  A.:  Aim.  Allergy  6:393.  I9W.  2.  Witlich.  F.  W.: 
Aim.  Allergy  6:497,  1948. 

•Tiumeton  trade-mark  of  Sobering  Corporation 

CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERINC  CORPORATION  LIMITED.  MONTREAL 


TRIMETON  * 
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When  protamine  zinc  insulin  treatment  is 
complicated  by  post-prandial  hyperglycemia, 
nocturnal  insulin  reaction,  protamine  sensitivity, 
or  other  difficulties,  a change  to  Globin  Insulin 
often  results  in  the  desired  improvement.  The 
change  is  achieved  in  three  steps: 

I.  THE  INITIAL  CHANGE-OVER  DOSAGE:  The  first 
day,  30  minutes  or  more  before  breakfast,  give 
a single  dose  of  Globin  Insulin,  equal  to  Vi  the 
total  previous  daily  dose  of  protamine  zinc 
insulin  or  of  protamine  zinc  insulin  combined 
with  regular  insulin.  The  next  day,  dose  may 
be  increased  to  % former  total. 


3.  ADJUSTMENT  OF  DIET:  Simultaneously  adjust 
carbohydrate  distribution  of  diet  to  balance 
insulin  activity;  initially  2/10,  4/10  and  4/10. 
Any  midafternoon  hypoglycemia  may  usually 
be  offset  by  10  to  20  grams  carbohydrate  at 
3 to  4 p.m.  Base  final  carbohydrate  adjustment 
on  fractional  urinalyses. 

Most  mild  and  many  moderately  severe  cases 
maybe  controlled  by  one  daily  injection  of ‘Well- 
come’ Globin  Insulin  with  Zinc.  Vials  of  10  cc.; 
40  and  80  units  per  cc.  Developed  in  The  Well- 
come Research  Laboratories,  Tuckahoe,  New 
York.  U.S.  Pat.  2,161,198.  Literature  on  request. 


2.  ADJUSTMENT  TO  24-HOUR  CONTROL:  Gradually 
adjust  the  Globin  Insulin  dosage  to  provide 
24-hour  control  as  evidenced  by  a fasting  blood 
sugar  level  of  less  than  150  mgm.  or  sugar-free 
urine  in  the  fasting  sample. 


' Wellcome * Trademark  Registered 


■T/T  BURROUGHS  WELLCOME  & CO.  (U.S.A.) 


INC.,  9 & II  EAST  4 1 ST  STREET,  NEW  YORK  17,  N.Y. 
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In  a recent  study,  Long  used  Edrisal  to  control  dysmenorrhea 
in  630  factory  workers:  90%  reported  relief.  Indust.  Med.  15:679 
In  another  study,  Hindes  used  Edrisal  for  dysmenorrhea  in  approximately 
200  office  employees:  96%  were  benefited.  Indust.  Med.  15:262 

Each  Edrisal  tablet  contains  acetylsalicylic  acid  (2.5  gr.),  phenacetin  (2.5  gr.).  and  Benzedrine*  Sulfate  (2.5  mg.). 
For  samples  and  full  information,  write  us  at  435  Arch  St.,  Philadelphia  5,  Pa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 
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Veratrite  affects  a marked  relief  of  headache,  palpitation 
and  dizziness  in  hypertensive  subjects,  together  with  a feeling  of 
well-being  in  the  majority  of  cases  of  less-than-severe  degree. 

Literature  and  samples  on  request. 

Each  tabule  contains:  veratrum 
viride  (bio-assayed)  3 Craw 
Units;  sodium  nitrite  1 grain; 
phenobarbital  Va  grain. 

IRWIN,  NEISLER  & COMPANY  fS  DECATUR,  ILLINOIS 
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Jh  the  Rational  Weight  Reduet  ion  Program 


One  dictum  is  universally  recognized  in  the  planning  of 
reducing  diets:  the  basic  requirements  of  good  nutrition 
remain  unaltered,  and  adequate  amounts  of  high-quality 
protein  are  the  cardinal  factor  in  the  successful  dietary 
management  of  overweight. 

Protein  allowance  in  such  a program  is  stated  to  be 
not  less  than  1.5  to  1.7  Gm.  per  Kg.  of  ideal  body  weight.1 
A further  advantage  of  the  diet  high  in  protein  and  low  in 
fat  and  carbohydrate  is  its  greater  simplicity;  the  tedious 
calculation  of  calories  may  be  omitted  without  impairing 
the  efficacy  of  the  program.2 

It  is  therefore  recommended  that  lean  meat  be  given 
a dominant  role  in  reducing  diets.1 

The  protein  content  of  meat  is  notably  high.  Regardless 
of  cut  or  kind,  meat  provides  biologically  complete  protein 
able  to  satisfy  the  multiple  amino  acid  needs  of  the  body. 

Lean  meat,  particularly,  is  of  excellent  digestibility. 
Its  outstanding  satiety  value  assures  patient  cooperation,  a 
vital  factor  in  the  success  of  any  weight  reducing  program. 

1 McLester,  J.  S.:  Nutrition  and  Diet  in  Health  and  Disease,  ed. 

4,  Philadelphia  and  London,  W.  B.  Saunders  Company,  1943. 

2 Kunde,  M.  M.:  The  Role  of  Hormones  in  the  Treatment  of 
Obesity,  Ann.  Int.  Med.  28:971  (May)  1948. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 


New. . . For  Arthriti 


minimal  risk 
of  salicylism! 


By  synergistic  enhancement  of  the  therapeutic  efficacy  of 
the  antirheumatic  agents  in  Pabalate,  a higher  and 
adequate  salicylate  titer  is  achieved  from  smaller  dosage. 
Thus,  the  usual  danger  of  such  distressing  side 
actions  as  (a)  visual  and  mental  disturbance, 

(b)  dizziness,  (<-)  sweating,  ( d ) ringing  in  the 
ears,  and  (e)  hyperpnea,  following  ordinary  * 
salicylate  therapy,  is  now  greatly  minimized. 

Pabalate  Tablets,  furthermore,  are  coated  to 
prevent  gastric  irritation  and  to  assure 
maximal  toleration  and  patient  cooperation. 


blood 

salicylate 


“Dramatic  and  complete  clinical  response"2  in 
rheumatic  affections  have  been  observed  from  a 
combination  of  para-aminobenzoic  acid  with 
salicylates.  Recent  studies  have  established 
para-aminobenzoic  acid  not  only  as  an  effective 
anti  rheumatic,  causing  “fall  in  temperature 
and  relief  of  the  joint  pains,"1  but  also  as 
acting  synergistically  with  the  salicylates1’2 — . 
increasing  blood  salicylate  levels  “two  to  five  times”3 
by  reducing  the  salicyl  ion’s  urinary  excretion. 2,3 
Now,  in  the  new  Pabalate,  Robins’  research  makes 
this  potent  combination  available  for  the  management 
of  the  arthri tides — with  minimal  risk  of  salicylism! 

Your  pharmacist  has  it  (or  can  secure  it) 
for  your  prescription. 

REFERENCES : 1.  Rosenblum,  H.  and  Fraser,  L.  E. : Proa  Soc.  Exper. 

Biol.  Med.,  65 :1 78,  1947.  2.  Dry  T.  J.  et  al. : Proa  Staff  Meetings, 

Mayo  Clinic,  21 :497,  1946.  3.  Belisle,  M.:  Union  Med.  Can.,  77:392,  1948. 

A.  H.  ROBINS  GO.,  INC.  • RICHMOND  20,  VA. 

Ethical  Pharmaceuticali  of  Merit  since  1878 


USES:  Rheumatoid  arthritis; 
rheumatic  fever;  fibrositis;  gout, 
osteo-arthritis. 

DOSAGE:  Two  to  three  enteric- 
coated  tablets  every  three  to  four 
hours,  without  sodium  bicarbonate. 


FORMULA:  Each  enteric- 
coated  tablet  contains  Sodium 
Salicylate,  U.S.P,  (5  gr.),  0.3  gm. 
Para-aminobenzoic  Acid  (as  the 
sodium  salt)  (5  gr.),  0.3  gm. 

SUPPLIED:  In  bottles  of  100 
tablets. 


For  Arthritic  Affections 

PABALATE 

© © 
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RAY-FORMOSIL 


flo/i  tfie  Aetztwiew/  cfl 


ARTHRITIS  and 
RHEUMATISM 


Ray-Formosil  for  intramuscular  injection  is  a clini- 
cally proved,  effective  treatment  for  Arthritis 
and  Rheumatism.  It  is  a non-toxic  and  sterile, 
buffered  solution  containing  in  each  cc.  the 
equivalent  of: 

FORMIC  ACID  5 mg. 

HYDRATED  SILICIC  ACID  2.25  mg. 

Descriptive  clinical  literature  will  be  furnished 
upon  request. 

Supplied  in:  1 cc.  and  2 cc.  Ampuls 
Boxes  of  25,  50,  100 

Price  list  of  other  Raymer  Medicinals 
will  be  sent  on  request. 


J3%  ^Benefited 


In  one  series  of  clinic-treated  cases  of  atro- 
phic, hypertrophic  and  mixed  arthritis— with 
best  results  in  hypertrophic  and  fibrositic  types. 


RAYMER  PHARMACAL  COMPANY 

PHARMACEUTICAL  MANUFACTURERS  • PHILADELPHIA  34,  PA. 


0ve/i  Quo/det 


18  iV 
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an  effective 
new  preventive 
for  motion  sickness 


Mosidal  is  a drug  in  tablet  form 
offered  for  the  prevention  and  treatment 
of  nausea  caused  by  the  motion 
of  automobiles,  airplanes  and  ships. 
Protection  continues  for  15  to  18 
hours  after  treatment  without 
undesirable  side-effects. 

The  drug  is  ethyl-fota-methylallylthio- 
barbituric  acid  which  acts  as  a 
depressant  against  the  nerve  centers 
concerned  with  vomiting. 

Wartime  studies  revealed  that  this  drug 
exerts  a protective  and  therapeutic 
action  against  motion  sickness, 
affording  protection  or  improvement 
in  78  percent  of  the  test  cases.* 

One  Mosidal  tablet  (0.15  Gm.) 
taken  immediately  after  the  morning 
and  evening  meals  is  the  suggested 
dosage.  In  this  dosage  the  drug 
has  very  little  depressant  effect. 
Treatment  should  not  be  continued  for 
more  than  five  consecutive  days. 

Small,  easy-to-swallow  Mosidal  tablets 
are  now  available  at  your  pharmacy — 
on  prescription  only — in  Bottles 
of  25  and  100.  Write  for 
professional  literature. 

Abbott  Laboratories,  North  Chicago,  111. 


(Methallatal,  Abbott ) 


*Noble,  R.  L.  (1946),  Treatment  of 
Experimental  Motion  Sickness  in  Humans, 
Canadian  J.  Research,  Section  E,  24:10. 
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How  its  special  vehicle  makes  Acnomel 


a significant  advance, 


Acnomel’s  superior  vehicle  embodies 
an  entirely  new  principle  in  topical 
acne  therapy.  To  this  vehicle — 
a stable,  grease-free,  flesh-tinted 
hydrosol— Acnomel  owes  the  following 
important  advantages: 
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clinical  and  cosmetic, 

in  acne  therapy 


• It  is  easy  to  apply  smoothly  and  evenly. 

• Upon  application,  it  dries  in  a few  seconds. 

• Its  active  ingredients  are  maintained  in  intimate 
and  prolonged  contact  with  the  affected  areas. 

• It  removes  excess  oil  from  the  skin. 

• It  is  readily  washed  off  with  water. 

Active  ingredients:  resorcinol , 2%;  sulfur , 8%. 

Available , on  prescription  only,  in  specially-lined  llA  oz.  tubes. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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To  Build  a Sound  Foundation 

Your  careful  supervision  assures  babies  of 
that  solid  foundation  of  bone  and  tooth  de- 
velopment so  essential  to  healthy  growth. 
We’re  glad  to  share  a little  of  that  responsi- 
bility by  providing  Nestle’s  Evaporated  Milk- 
recognized  by  the  profession  as  a reliable 
“foundation-builder.” 


Your  Job— ■ 
And  Ours: 


Nestle’s  Has  the  “Know-How”  to 
Produce  a Good  Product 

• For  75  years,  Nestle’s  milk  products  have  been  best 
known,  most  used  for  babies  ’round  the  world. 

• Nestle’s  was  the  first  evaporated  milk  fortified  with 
400  U.S.P.  units  of  genuine  Vitamin  D3  per  pint. 

• Nestle’s  accepts  milk  only  from  carefully  inspected 
herds.  As  further  assurance  of  quality,  rigid  con- 
trols check  Nestle’s  Milk  every  step  of  the  way.  We 
even  take  the  plant  apart  every  day  and  wash  it! 


NextlIx 

EVAPORATED 

MILK 


No  wonder  so  many  doctors 


Nflmii 

MILK 


recommend  HilTLi’x  Milk  by  name 


NESTLE’S  MILK  PRODUCTS,  INC.,  New  York,  U.  S.  A. 


3,500,000 (est) 


Bo  r Jen’s  prescription  specialties  are  flexibly  adaptable  to  cope  effectively 
with  the  sharply  increased  number  of  your  infant  feeding  problems. 


B 1 0 LAC  — a complete  infant  formula  (only 
vitamin  C supplementation  needed)  for  infants 
deprived,  of  mother’s  milk. 

DRYCO-a  powdered,  high-protein,  low-fat, 
moderate  carbohydrate  milk  food  ideally  suited 
for  all  formulas. 

BETA-LACTOSE  -an  exceptionally  palatable, 
highly  soluble  milk  sugar  for  formula  modi- 
fication. 


MULL-SOY— a hypo -allergenic  emulsified  soj 
food  for  infants  and  adults  allergic  to  mill 
proteins.  The  1:1  standard  dilution  approx! 
mates  cow’s  milk  in  fat,  protein,  carbohydrafo 
and  mineral  content. 

KLIM-  a spray-dried  whole  milk  with  soft  curd 
properties  essential  in  infant  feeding  anc 
special  diets.  Particularly  valuable  when  avail- 
ability or  safety  of  fresh  milk  is  uncertain. 


j\  Borden  prescription  products  are  available  at  all  drug  stores. 

Complete  professional  information  may  be  obtained  on  request. 


;) 


BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 


350  MADISON  AVENUE,  NEW  YORK  U,  H.  I 

_ ■ 
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A THERAPY  THAT  EMBRACES 
IN  THEIR  NATIVE  STATE 
THE  ENTIRE  ALKALOIDS 
OF  STRAMONIUM 


IN  THE 
SEQUELAE 
OF 

EPIDEMIC 

ENCEPHALITIS 


STBAMO  KIUU 


PILLS 


m 


(Davies,  rose) 

0-15  GRAM  (approx  o,/ 

v HOX2/2  grains) 

These  pj||s  exhibit  fhe  powdered  dried 
“ 3 OWering  '°P  o'  Datura  Slra. 
77",  a"3l°'da,,y  and 

a^^ed,  and  before  co„fain, 

^ P'°375m9(m7°9ra,n)ohh, 

alkak,id*  of  stramonium. 

Sampfc-:^- 

da77OSE4compa-— 

1"*““"“'  Manufacturers 
Boston  18,  Mass  y $ A 


St  3 
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4 
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one  of  the  reasons  why  you  get 
quick  results  with  Feosol  Tablets 

Feosol  Tablets’  special  vehicle  and  coating 
ensure  disintegration  in  the 

acid  medium  of  the  stomach  and  upper  duodenum 
— the  region  most  favorable  to  iron  absorption. 

That  is  one  of  the  principal  reasons  why 
Feosol  Tablets  achieve  such  rapid  hemoglobin 
regeneration,  such  prompt  reticulocyte  response. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

the  standard  form  of  iron  therapy 


Microphotograph  of  cross  section  of  ieosol  Tablet 

A special  protective  coating  of 
fatty  esters  prevents  oxidation 
of  the  ferrous  sulfate  to  the 
relatively  ineffective  ferric  form. 

Each  Feosol  Tablet  contains  3 
gr.  ferrous  sulfate  exsiccated. 
Available  in  bottles  of  100  and 
1000  tablets. 


1 Outer  coating 


2 Under  coating 

3 Protective  fatty  esters 


4 Compressed  ferrous  sulfate 


An  interesting 

new  development 

in  inunction  therapy 


Because  of  the  constant  demand  for  an  external  preparation  that 
can  be  safely  used  as  a “home  remedy,”  we  have  developed 
Antiphlogistine  Rub  A-535. 

Rub  A-535  is  intended  for  the  symptomatic  relief  of  those  con- 
ditions for  which  external  analgesics  and  counter-irritants  are 
commonly  used.  Rub  A-535  contains  a combination  of  analgesics 
with  a high  percentage  of  methyl-salicylate  in  a new  type  of 
greaseless,  stainless,  vanishing  base,  which  permits  ease  of  applica- 
tion and  almost  instant  utilization  of  the  medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manu- 
facturer has  a dual  responsibility.  He  must  offer  only  such 
products  which  may  safely  be  used  in  the  average  household  and 
must  inform  the  medical  profession  of  the  products’  ingredients 
and  action. 


The  formula  of  Rub  A-535  is 


Methyl-Salicylate 12% 

Oil  of  Eucalyptus V2°/o 

Menthol 1% 

Camphor 1% 

Base  (specially  prepared) 85)^ % 


Antiphlogistine  Rub  A-535  has  been  thoroughly  tested  both 
clinically  and  in  over  6,000  homes.  If  you  would  like  a tube  of 
Rub  A-535,  just  drop  us  a line. 


THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 
163  Varick  Street  Dept.  10  New  York  13,  N.  Y. 
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INOSITOL 


A MEMBER  6f  THE  VITAMIN  B COMPLEX 
OF  GREAT  THERAPEUTIC  PROMISE 


THE  availability  of  inositol,  a member  of  the  vitamin  B complex, 
follows  many  years  of  intensive  laboratory  and  clinical  investi- 
gation. In  the  experimental  animal  inositol  has  been  shown  to  be 
intimately  concerned  with  fat  and  lipoid  metabolism.  It  exerts  a 
distinct  lipotropic  action  on  the  liver  and  is  capable  of  counteracting 
the  influence  of  metabolic  aberrations  or  of  a disturbed  dietary 
known  to  induce  lipoid  degeneration.  Inositol  also  has  been  shown 
to  reduce  the  severity  of  or  prevent  the  development  of  atheroscle- 
rosis in  animals  fed  a high  cholesterol  diet. 


While  the  clinical  applicability  of  inositol  is  not  clearly  defined 
at  this  writing,  most  of  the  investigators  who  have  worked  with  this 
substance  are  unanimous  in  the  thought  that  it  holds  great  promise 
in  the  treatment  of  degenerative  arterial  processes,  many  hepatic 
disorders,  and  certain  metabolic  diseases. 


Inositol-C.S.C.  is  available  in  0.5  Gm.  capsules  in  bottles  of  100. 
A complete  review  of  the  literature  on  inositol  and  dosage  recom- 
mendations arising  therefrom  are  available  to  physicians  on  request. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  N.  Y. 
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Announcing 
an  unusually  palatable 
liquid  penicillin 
for  oral  use 

Eskacillin 


Eskacillin  is  pleasant-tasting  and  easy-to-give.  Your  patients — 
children,  the  aged  and  others  who  balk  at  tablets  and  hitter  mixtures — 
will  actually  like  to  take  Eskacillin.  In  addition,  Eskacillin: 


1 . . . Spares  children  the  pain  and  disturbance  of  injections. 

2 . . . Spares  parents  the  chore  of  crushing  tablets  and  coaxing 

sick  children  to  swallow  an  unappealing  mixture. 

3 . . . Maintains  its  potency  for  7 full  days  when  kept  in  a refrigerator. 


One  teaspoonful  (5  ce.)  of  ESKACILLIN  contains  50,000  units  of  crystal- 
line penicillin  G — the  same  potency  as  the  usual  oral  penicillin  tablet. 


Smith, 


k 


For  full  information,  write: 
Kline  & French  Laboratories 
1530  Spring  Garden  St. 
Philadelphia  1,  Pa. 
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Council  Accepts 
Propion'  Gel 

Propionate  compound  jelly 


A new  treatment  for  mycotic  vulvovaginitis  (moniliasis), 
Propion  Gel  was  developed  to  free  physicians  and  patients 
from  the  disadvantages  of  the  classical  gentian  violet 
method.  It  contains  propionates  and  propionic  acid  . . . two 
highly  effective  anti-fungous  agents. 

Clinical  reports  show  that  Propion  Gel  usually  produces 
symptomatic  relief  in  three  days  or  less  . . . negative  cul- 
tures after  three  weeks  in  many  obstetric,  in  nearly  all 
gynecologic,  cases.  Also  that  Propion  Gel  is  innocuous, 
convenient,  nonstaining. 

As  a result  of  this  evidence,  Propion  Gel  now  stands 
accepted  by  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  for  inclusion  in  New 
and  Nonofficial  Remedies. 

Literature  on  request.  Propion  Gel  comes  in  95-gram 
tubes  (7-day  supply) — with  or  without  applicator.  Wyeth, 

Philadelphia,  Pa. 


. . . safe,  practical  treatment 
for  mycotic  vulvovaginitis 

(moniliasis) 

Calcium  Propionate  9.5% — Sodium  Propionate  9.5% — Propionic  Acid  1% 


\ 
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PRESENTS  THE  PERFECT 

OUve  Od  TRIO 

FOR  BABY’S  SKIN 
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NEW  CONTI  BABY  OIL— With  Olive  On 

The  lighter  quality  of  this  oil  makes 
for  easier  spreading  and  consequently 
a saving  of  the  nurse’s  and  mother’s 
time.  A pure,  specially  refined  olive 
oil,  scientifically  combined  with  lano- 
lin and  light  mineral  oil,  made  to  the 
same  high  standards  which  have  made . 
the  name  of  CONTI  famous  for  nearly 
a century.  No  antiseptic  — No  danger 
of  allergy.  Attractive,  non-skid  6-oz. 
bottle. 

NEW  CONTI  BABY  POWDER— With  Olive  Oil 

\v 

A fluffy,  olive  oil  powder,  skin- 
smooth,  of  extra-finely  textured  white 
talc,  delicately  scented  and  special 


spray-treated  with  refined  olive  oil. 
Handsome  10-oz.  container. 

These  two  products  combined  with 
the  CONTI  CASTILE  SOAP  which  has 
been  medically  approved  for  babies 
for  years  constitute  a new  perfect  trio 
of  pediatric  aids. 

CONTI  PRODUCTS  CORP.,  NEW  YORK 

FREE  CLINICAL  SAMPLES 

CONTI  PRODUCTS  CORP.,  45  CLINTON  AVENUE 
BROOKLYN  5,  N.Y.  Dept  103. 

Please  send  me  free  clinical  samples  of  CONTI  Baby 
Oil,  CONTI  Baby  Powder  and  CONTI  Castile  Soap. 
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Bromide  'Warner 

The  Newest  Cholinergic  Compound 

Superior  effects 
Smooth  balanced  action 
Minimum  by-effects 

WILLIAM  R.  WARNER  & 
CO.,  INC.  is  proud  to  present 
STIGMINENE*  BROMIDE 
‘Warner’,  an  effective  choliner- 
gic compound  of  low  toxicity, 
wide  margin  of  therapeutic 
safety,  and  prolonged  action. 

STIGMINENE*  BROMIDE 
‘Warner’  is  indicated  in  the  pre- 
vention and  treatment  of  post- 
operative abdominal  distention 
and  urinary  retention.  It  may 
be  used  for  all  degrees  of  intes- 
tinal and  urinary  bladder  atony 
— from  gastro-intestinal  atony 
developing  in  chronic  illness, 
certain  acute  infections  or  toxe- 
mias, and  following  anesthesia; 
meteorism  complicating  pneu- 
monia; to  as  severe  an  involve- 
ment as  paralytic  ileus. 

STIGMINENE*  BROMIDE 
‘Warner’  is  supplied  in  l-cc  am- 
puls of  a 1:2000  solution,  0.5 
mg.  each;  cartons  of  12  and  50 

ampuls.  ‘Trade  Mart 

WILLIAM  R.  WARNER  & CO.,  INC. 

New  York  St.  Louis 


what  Pragmatar’s  special  base 
means  to  you 
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Pragmatar’s  superior  oil-in-water 


emulsion  base  helps  make  it  the  outstanding 
tar-sulfur-salicylic  acid  ointment. 

Because  of  this  special  base,  Pragmatar 
mixes  readily  with  the  skin’s  oily  mantle 
and  with  serous  exudate.  The  therapeutically 
active  agents  come  into  intimate  and 
prolonged  contact  with  the  lesion.  Pragmatar, 


furthermore,  is  non-gummy  and  non-staining; 
easy  to  apply  and  easy  to  remove. 


Smith , Kline  & French  Laboratories , 
Philadelphia 

Formula:  cetyl  alcohol-coal  tar 
distillate,  4%;  near-colloidal 
sulfur,  3%;  salicylic  acid,  3%. 

Available  in  1 XA  oz.  jars. 

Pragmatar 


highly  effective  in  an  unusually 
wide  range  of  common  skin  disorders 
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Thephorin,  the  new  antihistamine 
with  minimal  side  reactions,  is  now 
available  in  5 percent  ointment 
for  effective  relief  of  distressing 
allergic  skin  manifestations.  In  most 
cases  Thephorin  Ointment  quickly 
relieves  the  discomfort  of  atopic 
dermatitis,  chronic  contact  dermatitis, 
lichenified  eczema,  pruritus  ani, 
pruritus  vulvae,  urticaria  and  drug 
dermatitis.  1 Vi  oz.  tubes  and  1 lb.  jars. 

HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 


'Roche* 


Thephorin 

Ointment 

T.  A/.— Thephorin 

brand  oj  phenindamine 


Local  penicillin  reduced 
intranasal  bacteria  99% 

Proceedings  of  the  Society  of  American  Bacteriologists, 
47th  general  meeting,  May  13-17,  1947 

' • * ’ . 

A series  of  patients  was  treated  intranasally 
1 with  local  penicillin,  500  units  per  cc.,  for 
5 consecutive  days.  At  the  end  of  this  time, 
the  bacteria  count  was  reduced  from  an  average 
of  7,363  per  cc.  of  nasal  washings  to  the 
amazingly  low  average  of  42. 

In  Par-Pen  you  have  a preparation  that  combines 
the  potent  antibacterial  action  of  penicillin, 

500  units  per  cc.,  with  the  rapid  and  prolonged 
vasoconstriction  of  Taredrine  Aqueous’. 

For  sample  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
429  Arch  St.,  Philadelphia  5,  Penna. 

Par-Pen 

e penicillin-vasoconstrictor  combination 


Smith,  Kline  & French  Laboratories . Philadelphia. 
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Marvin  R.  Thompson,  Ph.D.,  through 
original  laboratory  methods  has  suc- 
ceeded in  the  development  of  a unique 
lacto-salicylate  compound  which  pro- 
vides liquid  salicylate  therapy  in  the 
ultimate,  at  the  same  time  by-passing 
untoward  effects  generally  associated 
with  acetosalicylic  acid  and  other  re- 
lated salicylate  administration. 


power  . . . 

and  speed 
without 

penalty  in 
salicylate 

therapy! 


SYRUP  LACTO- 
SALICYLATE  CO, 
-MRT 

(An  original  MRT  contribution) 


SYRUP  LACTO-SALICYLATE  CO.- 
MRT  is  an  exceptionally  stable  and 
palatable  syrup  containing  sodium 
salts  of  salicylic  and  lactic  acids. 

INDICATIONS : Recommended  for  use 
whenever  aspirin  or  other  salicylates 
are  indicated;  namely  as  an  analgesic 
and  antipyretic  agency  in  colds,  grippe, 
rheumatic  disease,  gout,  neuralgias, 
arthritis,  etc. 


Each  teaspoonful  (5  c.c.)  of  SYRUP 
LACTO-SALICYLATE  CO.-MRT  con- 
tains 1.5  Gm.  of  sodium  lactate  and 
0.3  Gm.  of  sodium  salicylate  represent- 
ing the  full  potency  of  5 grains  of 
acetosalicylic  acid  (aspirin). 


no  coined  names 


i i 

specify  . . . j MRT  i 

i 

I i 


literature  and  samples  on  request 


MARVIN  R.  THOMPSON,  inc. 

service  to  medicine 

STAMFORD,  CONNECTICUT 
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FROM 


GALENICALS  TO  ACTIVE 


PRINCIPLES 


The  isolation  oj  quinine  by  Pelletier  and  Cavnitou 
in  1820  marked  the  first  great  advance  in  the  fight 
against  malaria.  Quinine  replaced  crude,  uncertain 
dosage  with  precise  dosage  and  predictable  action. 


mbMM I— 

C,  From  digitalis 


When  Nativelle  isolated  Digitaline,  the  chief 
active  principle  of  digitalis  purpurea,  far 
greater  precision  in  the  treatment  of  cardiac 
decompensation  became  possible.  With  Digital  i ne, 
full  digitalization  can  be  achieved 
in  as  little  as  six  hours— instead  of  in  days. 


EASE  OF  ADMINISTRATION 

Rapid  Digitalization  ...  1.2  mg.  in 
equally  divided  closes  of  0.6  mg.  at  three- 
hour  internals. 

Maintenance:  0.1  or  0.2  mg.  daily  de- 
pending upon  patient’s  response. 

Change-over:  o.i  or  0.2  mg.  of  Digital- 
ine Nativelle  may  advantageously  replace 
present  maintenance  dosage  oj  0.1  grn. 
or  0.2  gm.  oj  whole  leaj. 


Widely  prescribed  for  this  greater 
accuracy  in  therapy: 

1.  I’nifonn  potency  by  weight.  2.  Identical 
dosage  and  effect  when  given  intravenously  or  by 
mouth.  3.  Virtual  freedom  from  gastric  upsets 
and  other  untoward  side  effects.  4.  Absorp- 
tion and  action  is  rapid,  uniform,  determinable  by 
the  clock.  5.  Active  principle  enthusiastically 
accepted  by  leading  cardiologists. 

Send  for  new  brochure ‘Modern  Digitalis  Therapy”  Varick  Pharinacal  Co.  Inc. 

(Division  of  E.  Fougcra  & Co.  Inc.)  75  Varick  St.,  New  York. 


Digitaline 


Chief  active  principle  of  digitalis  purpurea  (digitoxin) 
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A new  pharmacologic  advance  for  improved  therapy! 


they  don't  melt . . . they  dissolve! 


Tresanoids  combine  tyrothricin  and  benzo- 
caine  in  a soothing,  astringent  formula  with 
an  entirely  new,  heat-stable  (m.p.  48-50°C.), 
water-washable  base. 

They  Don't  Melt  . . . They  Dissolve! 

Tresanoids  remain  firm  at  room  temperature 
and  will  not  melt  even  at  body  heat.  Yet 
Tresanoids  act  promptly  because  they  are 
water-soluble  and  disintegrate  quickly  in  the 
moisture  of  the  rectum,  relieving  pain  and 
combating  gram-positive  organisms. 


Antibiotic  . . . Analgesic 

Indicated  for  antibiotic-analgesic  therapy  of 
hemorrhoids,  anal  fissure,  cryptitis,  and  proc- 
titis, each  water-soluble  Tresanoids  supposi- 
tory releases:  Tyrothricin , 1 mg.;  Benzocaine, 
15  mg. ; Propadrine®  HCl,  20  mg. ; Bismuth  sub- 

i 

gallate,  150  mg.;  Zinc  oxide,  150  mg.  Supplied 
in  boxes  of  12. 

* v t.M  .. 

For  a sample  quantity,  mail  this  page  and 
your  prescription  blank  to:Professional  Serv- 
ice Dept.,  Sharp  & Dohme,  Phila.  1,  Pa. 
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Editorials 


The  Annual  Meeting  Reminder 


Once  more,  as  the  blusterings  winds  of 
March  whistle  about  the  eaves,  may  we  re- 
!mind  our  readers  that  the  Annual  Meeting  is 
(approaching.  It  will  be  held  this  year  at  the 
> Hotel  Statler  in  Buffalo,  May  2 to  6,  inclu- 
sive. If  you  have  not  already  made  plans  to 
attend,  please  do  so  now.  Make  your  room 
reservations  now  as  space  this  year  is  at  a 
premium.  Write  now. 

This  year  the  specter  of  national  health  in- 
surance threatens  the  public  interest.  Dele- 
gates to  the  Annual  Meeting  must  know  how 
you  stand  on  this  vital  issue  if  they  are  to 
represent  you  on  questions  pertaining  to  it. 

1 The  A.M.A.  through  its  new  public  rela- 
tions representatives  is  doiiig  a herculean 
task  of  educating  the  public  on  the  pros  and 
cons  of  socialized  medicine.  Are  you  discuss- 
ing with  the  delegates  from  your  county  so- 
ciety how  you  feel  about  it?  Are  you  in- 


forming your  patients?  Are  you  doing  a 
good  public  relations  job  for  the  medical 
profession  right  in  your  office  and  in  the  hos- 
pitals? If  you  are,  that  is  part  of  the  task. 
A second  part  is  to  keep  yourself  informed. 

At  the  Annual  Meeting  you  will  hear  the 
latest  scientific  advances  in  medicine  de- 
scribed in  the  various  section  meetings,  you 
will  see  the  newest  and  most  up-to-date  in- 
struments displayed,  the  most  advanced 
pharmaceuticals.  These  are  the  things  that 
the  ingenuity  of  private  enterprise  has  cre- 
ated to  help  you  make  the  medical  care  you 
give  to  your  patients  the  finest  in  the  world. 
If  only  to  familiarize  yourselves  with  the 
newest  modalities  available  to  you,  attend 
the  meeting  without  fail.  Watch  for  the 
April  1 issue  of  the  Journal,  the  Annual 
Meeting  number. 

Meanwhile,  make  your  reservations  now. 


Veterans’  Home  Town  Medical  Care 

In  September,  1948,  the  question  of  a re-  the  Veterans  Administration,  whereby  out- 
newal  of  the  contract  between  the  Veterans’  patient  home  town  medical  care  for  service- 
Medical  Service  Plan  of  New  York,  Inc.,  and  connected  veterans’  disabilities  is  rendered, 
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came  up  for  consideration.  It  had  been  pre- 
viously renewed  on  June  30,  1948,  for  a 
period  of  three  months.  For  some  time  the 
VA  had  wanted  to  discontinue  the  super- 
vision by  the  State  Medical  Society  of  the 
medical  aspects  of  the  plan  through  its  Co- 
ordinators who  are  paid  by  VA  funds  but 
who  are  responsible  to  the  Society. 

For  some  time  also  the  Medical  Society 
of  the  State  of  New  York  had  questioned 
whether  the  veterans’  own  organizations  in 
the  State  were  fully  aware  of  the  extent  to 
which  the  veterans’  medical  care  available  to 
the  veteran  under  the  Veterans’  Home  Town 
Medical  Care  Plan  was  being  curtailed  in 
favor  of  medical  care  rendered  in  VA  out- 
patient clinics.  The  executive  secretary  of 
the  Society  accordingly  wrote  a letter  to  the 
commanders  of  the  veterans’  organizations 
of  New  York  State  on  September  13,  with 
regard  to  the  matter,  calling  the  comman- 
ders’ attention  to  the  effort  of  the  VA  to 
curtail  home  town  medical  care  and  the  free 
choice  of  physician,  which  was  a principal 
point  of  contention  in  the  contract  renewal 
negotiations  then  being  considered  by  repre- 
sentatives of  the  Society  and  the  VA.  The 
thought  was  that  the  veterans’  organizations 
might  be  of  assistance  to  the  Medical  Society 
of  the  State  of  New  York  in  retaining  for  the 
veterans  of  the  State  continuance  of  the 
Veterans’  Home  Town  Medical  Care  Plan  for 
service-connected  cases,  and  the  avoidance 
of  a return  of  the  type  of  indifferent  clinic 
care  which,  following  World  War  I,  had  oc- 
casioned considerable  hardship,  loss  of  time, 
inconvenience,  and  needless  suffering  to 
many  veterans  of  the  State. 

As  evidence  of  the  way  the  leaders  of  the 
veterans’  organizations  feel  about  the  medi- 
cal services  available  to  the  veteran  under 
the  Veterans’  Home  Town  Medical  Care 
Plan,  we  quote  from  one  of  the  replies  re- 
ceived : 

It  is  felt  that  the  chief  reason  for  the  es- 
tablishment of  the  clinics  is  to  save  funds  and 
thus  grant  the  veteran  the  best  in  medical  care 
at  the  least  expense.  This  is  most  laudable,  but 
in  saving  public  funds  it  may  cause  the  indi- 
vidual veteran  a day’s  pay  and  some  personal 

expense  in  travel  funds 

I feel  in  looking  at  the  entire  picture  from 
both  sides  that  a return  to  the  former  system  of 


treatment  by  private  physician  will  serve  the 
best  interests  of  the  veteran  in  many  cases. 
That,  while  I do  approve  of  the  climes  as  now 
established,  the  element  of  choice  should  be 
left  to  the  veteran,  especially  those  who  live  in 
the  more  remote  areas  and  for  those  who  cannot 
attend  the  clinic  without  loss  of  wages  due  to 
the  hours  of  operation  of  the  clinic  conflicting 
with  the  hours  of  employment .... 

From  another  commander  who  apparently 
has  been  advised  that  there  have  been  gross 
abuses,  by  some  doctors,  of  the  privileges 
granted  under  the  plan,  we  quote  the  follow- 
ing: 

“I  am  certain  that  the  Medical  Society  of  the 
State  of  New  York  has  done  and  will  continue 
to  do  everything  in  its  power  to  eliminate  such 
undesirable  practices  (abuses)  on  the  part  of 
members  in  its  profession. 

So  that  every  veteran  and  every  tax-pay- 
ing citizen  may  understand  that  the  Medical 
Society  of  the  State  of  New  York  does  not 
countenance  any  abuses  of  the  privileges 
granted  the  doctor  whatsoever,  we  submit 
that  the  Medical  Society  of  the  State  of  New 
York  has  been  from  the  beginning  insistent 
upon  retention  of  its  Coordinators  for  just 
this  purpose,  and  this  even  against  the  in- 
creasing pressure  of  the  VA  to  abridge  this 
safeguard  by  clinic  treatment  of  service- 
connected  disabilities,  thus  eliminating  from 
the  plan  the  Coordinators  and  the  participa- 
tion of  private  home  town  physicians. 

The  observation  quoted  from  the  second 
letter  has  so  moved  the  directors  and  par- 
ticipating members  of  the  Veterans’  Medical 
Care  Plan  that  we,  both  veteran  and  non- 
veteran physician  alike,  sincerely  trust  that 
the  smokescreen  of  barely  tenable  allega- 
tions of  abuse,  not  by  many  but  by  a few 
physicians  participating  in  a vast  plan  to 
render  high-quality  medical  care  to  veterans 
without  hardship,  loss  of  time  or  incon- 
venience, will  not  be  permitted  to  deprive  the 
service-connected  disabled  veteran,  if  he  de- 
sires it,  of  the  best  service  the  physicians  of 
the  State  can  render  to  him  or  her. 

We  feel  that  it  is  incumbent  upon  the 
leadership  of  the  veterans’  own  organiza- 
tions not  only  to  understand  the  principles 
involved,  but  also  to  interpret  them  ac- 
curately to  their  membership.  Only  if  the 
individuals,  the  tax-paying  veterans  them- 
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selves,  want  this  kind  of  medical  care  and  will 
assist  the  Medical  Society  of  the  State  of 
New  York  in  maintaining  it  on  an  honest, 
properly  safeguarded  basis,  can  the  physi- 
cians of  the  State  hope  to  be  in  a position  to 
provide  it.  Such  service  cannot  be  rendered 
cheaply,  it  cannot  be  given  “free,”  somebody 
has  to  pay  for  it  in  some  sort  of  currency.  The 
physicians  can  only  make  it  medically  pos- 
sible, the  Coordinators  can  only  see  to  it  on 
behalf  of  the  Medical  Society  of  the  State 
that  it  conforms  to  the  rules,  the  principles 
of  ethics,  and  that  violations  are  properly 
and  sufficiently  investigated  with  the  help 


and  assistance  of  the  Inspection  and  Investi- 
gation Department  of  the  VA.  The  single 
principle  involved  is  free  choice  of  hour, 
place,  and  physician  who  will  care  for  the  dis- 
abled veteran.  Do  the  veterans  themselves 
want  it?  The  Medical  Society  of  the  State 
of  New  York  can  only  advise  the  veterans  and 
their  organizations  that  in  our  opinion 
maintenance  of  the  Veterans’  Home  Town 
Medical  Care  Plan  is  the  surest  way  of 
assuring  the  highest  quality  of  medical 
service  with  a minimum  of  hardship.  What 
say  the  veterans?  What  say  their  elected 
officials  in  the  State  of  New  York? 


Resolution  to  Oppose  Socialized  Medicine  Passed  by  the  Ameri- 
can Legion 

Whereas,  The  American  Legion  has  consistently  opposed  all  efforts  to 
socialize  medicine  in  the  United  States  as  evidenced  by  the  resolution 
adopted  in  1945  and  reiterated  in  1946,  and 

Whereas,  there  is  still  persistent  and  constant  effort  being  made  to  enact 
socialized  medicine  legislation  for  the  alleged  benefit  of  all  the  people  of  the 
United  States,  and 

Whereas,  compulsory  health  insurance  would  result  in  a general  loss  of 
our  high  standards  of  health  care  which  now  exist  and  would  deprive  us  of  a 
large  measure  of  our  personal  liberty  and  would  also  increase  the  burden  of 
bureaucracy,  and 

Whereas,  Government  control  of  medical  care  would  add  an  enormous 
tax  burden  to  the  American  people,  including  hundreds  of  thousands  of 
our  disabled  veterans  of  both  wars,  and  widows  and  orphans  of  our  deceased 
veterans,  and 

Whereas,  The  American  Legion  takes  pride  in  our  program  of  improving 
the  standard  of  medical  care  within  the  Veterans  Administration  and  other 
contract  institutions,  which  has  now  done  much  to  elevate  the  standard 
of  care  in  all  hospitals,  and 

Whereas,  it  is  still  our  conviction  that  any  compulsory  health  insur- 
ance plan — political  medicine — destroys  the  essential  personal  relation- 
ship between  patient  and  the  doctor  of  his  choice  and  increases  Govern- 
ment supervision  and  control  of  our  private  lives  and  is  in  full  substance  and 
effect — the  planned  economy  of  a collectivist  nature — and, 

Whereas,  the  Communists  have  proclaimed  “socialized  medicine  is  the 
keystone  to  the  arch  of  the  socialistic  state,”  and 

Whereas,  any  plan  of  compulsory  health  insurance  would  have  the 
tendency  to  lower  the  standard  medical  care  that  is  now  guaranteed  our 
veterans  and  would  also  deprive  the  citizen  of  the  right  to  select  the  quality 
of  medical  care  that  he  can  afford,  and  this,  we  believe,  is  contrary  to  the 
fundamental  rights  of  the  individual,  and 

NOW , THEREFORE,  BE  IT  RESOLVED  by  The  American  Legion 
in  Convention  assembled  in  Miami,  Florida,  this  18th,  19th,  20th,  and 
21st  of  October,  1948,  that  we  are  still  unalterably  opposed  to  all  efforts  and 
movements  to  enforce  socialized  medicine  upon  the  American  people. 

(Sponsored  and  recommended  by  the  Department  of  Illinois) 


FACTS  ABOUT  NUTRITION 

Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Parenteral  Nutrition,  II  — Protein  Privation 


Malnourished  patients  usually  can  be 
recognized  by  their  appearance.  Sometimes, 
however,  appearances  are  deceptive.  Blood 
level  tests  may  be  inconclusive,  too.  Never- 
theless, the  true  status  of  a patient  must  be 
determined  so  that  proper  preoperative 
treatment  is  given  the  surgical  patient  and 
replacement  therapy  is  begun  for  the  medi- 
cal patient  before  a critical  nutritional  phase 
is  reached.  In  both  medical  and  surgical 
patients,  loss  of  body  weight  and  the  rate  of 
loss  of  weight  are  important  guides.  Knowl- 
edge of  the  patient’s  food  intake,  which  can 
be  gained  only  by  a diet  inventory,  enables 
the  doctor  to  judge  whether  the  weight  loss 
has  occurred  at  the  expense  of  protein  or 
fat.  For  a patient  whose  protein  stores  have 
been  severely  depleted,  surgical  risk  is 
great.  Studley  reports  that  more  than  a 20 
per  cent  loss  of  weight  increases  surgical 
mortality  from  3 per  cent  to  33  per  cent  in 
cases  operated  for  complications  of  duodenal 
ulcer.1  Varco  has  stressed  the  importance  of 
prolonging  preoperative  treatment  in  pro- 
portion to  weight  loss  if  surgical  mortality  is 
to  be  reduced.2 

Because  protein  privation  is  often  insidi- 
ous, and  because  its  recognition  is  important, 
a short  review  of  the  frequent  causes  of  pro- 
tein deficiency  is  given,  together  with  its  com- 
mon effects  on  body  function. 

Frequent  Causes  of  Deficiency  in  Protein 

Starvation  is  probably  the  most  common 
cause  of  protein  deficiency.  Many  lesions  of 
the  mouth  and  esophagus  interfere  with  the 
taking  of  food.  Care  must  be  exercised  when 
a liquid  diet  is  substituted  for  a mixed  one  in 
cases  of  partial  obstruction,  as  the  wrong 
ingredients  will  precipitate  a protein  defi- 


ciency. Anorexia  follows  protein  starvation 
and  may  increase  protein  privation,  even 
though  the  earlier  obstructive  difficulties 
may  no  longer  interfere.  Loss  of  appetite 
usual  ly  is  reversed  on  resumption  of  positive 
nitrogen  balance,  either  through  proper  oral 
feeding  or  after  parenteral  amino  acids  are 
administered.3 

Faulty  absorption  of  adequate  protein  in- 
take may  lead  to  protein  privation.  In 
many  medical  and  surgical  conditions,  al- 
tered absorption  is  the  rule.  Diarrhea,  ul- 
cerative colitis,  and  fistulas  involving  the 
small  intestine  alone  or  in  combination  with 
the  stomach  and  colon  can  deplete  protein 
stores  if  the  advantages  of  parenteral  feed- 
ing are  not  utilized.  Histologic  changes 
have  been  observed  in  the  intestinal  villi  of 
animals  during  starvation.  Atrophied  villi 
commonly  associated  with  the  latter  state 
usually  regenerate  after  refeeding.  If  re- 
generation does  not  take  place,  the  animal 
dies.4-5  It  is  not  clear  whether  the  same  his- 
tologic changes  occur  in  man.  Histologic 
and  enzymatic  alterations  may  be  responsible 
for  the  phenomenon  that  some  patients  can- 
not respond  to  protein  feeding,  either  by 
mouth  or  parenterally,  when  malnutrition 
has  reached  an  advanced  stage.  Reports  of 
mass  starvation  during  the  last  war  do  not 
consistently  support  the  opinion  of  Magee 
that,  in  the  terminal  stages  of  starvation,  a 
copious  and  persistent  diarrhea  with  dehy- 
dration occurs  as  the  result  of  chemical  and 
histologic  changes  in  the  bowel.6-9 

Excessive  protein  loss  often  accounts  for 
protein  privation.  In  tubular  lesions  of  the 
kidney,  large  amounts  of  protein  leave  the 
circulation.  Likewise,  internal  hemorrhage, 
plasma  loss  from  open  wounds  and  burns, 
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suppuration  and  fluid  formation  in  peritoni- 
tis, empyema,  intestinal  obstruction,  and 
cirrhosis  of  the  liver  may  deplete  the  body 
protein  stores.  While  there  is  definite  nitro- 
gen loss  associated  with  all  operations,  frac- 
tures, and  injuries,  this  loss  is  not  likely  to 
be  of  a magnitude  which  will  threaten  pro- 
tein deficiency  in  a healthy  individual,  unless 
intake  of  protein  is  delayed  for  some  time. 
On  the  other  hand,  further  nitrogen  loss  can 
be  serious  in  a patient  already  depleted  of 
protein  stores. 

Altered  protein  synthesis,  especially  in  the 
albumin  fraction,  may  account  for  plasma 
albumin  deficiency  in  hepatic  disease.  In 
depleted  states,  protein  stores  in  the  liver  are 
dependent  on  an  extraneous  supply  of  pro- 
tein before  restitution  of  plasma  albumin  can 
be  made,  especially  if  anemia  is  present. 
Robscheit-Robbins  and  associates  have 
shown  that  in  dogs,  depleted  of  both  plasma 
proteins  and  hemoglobin,  the  latter  is  always 
produced  more  abundantly  than  plasma 
proteins  and  often  is  produced  at  their  ex- 
pense.10 In  the  patient  with  acute  yellow 
atrophy  plasma  transfusions  can  be  life  sav- 
ing if  given  promptly  and  continued  until  the 
liver  regenerates. 

Effects  of  Protein  Deficiency 

While  it  is  true  that  the  level  of  the  albu- 
min fraction  of  plasma  proteins  most  fre- 
quently falls  early  with  protein  depletion, 
the  actual  amount  of  circulating  plasma  al- 
bumin cannot  be  predicted  from  the  serum 
albumin  level  of  the  blood.  Many  observers 
have  pointed  out  that  blood  volume  de- 
creases with  protein  depletion,  thereby  re- 
ducing the  amount  of  circulating  albu- 
min.11-12 In  fact,  there  is  considerable  evi- 
dence that  plasma  proteins  have  a regulatory 
effect  upon  blood  volume.13  Sachar  and 
associates  feel  that  hypoalbuminemia  can  be 
used  as  a quantitative  measure  of  tissue 
protein  depletion. 14  They  postulate  that,  for 
every  gram  of  change  in  total  serum  albu- 
min, there  has  been  a concomitant  change  in 
the  same  direction  of  30  Gm.  of  tissue  pro- 
tein. Restoration  of  plasma  albumin  does 
not  take  place  on  refeeding  until  protein  is 
restored  to  the  organ  responsible  for  the 
formation  of  plasma  albumin,  namely,  the 
liver. 


The  osmotic  pressure  of  the  plasma  pro- 
teins in  drawing  tissue  fluid  into  the  capil- 
laries is  a potent  force  in  maintaining  a con- 
stant plasma  volume.  The  albumin  frac- 
tion has  the  major  osmotic  effect.  A level 
below  2.5  Gm.  per  cent  plasma  albumin  usu- 
ally results  in  edema.15  A large  salt  and 
fluid  intake,  however,  may  alter  the  level  of 
plasma  albumin  at  which  edema  appears.16 
Either  depletion  of  plasma  proteins  or  exces- 
sive sodium  intake  in  a protein-depleted  pa- 
tient may  result  in  the  postoperative  compli- 
cation of  intestinal  edema.17  Abdominal 
distention  is  relieved  promptly  following 
plasma  transfusions,  lending  support  to  the 
view  that  hypoproteinemia  is  a cause 
rather  than  an  effect  of  the  condition.18 

There  have  been  many  reports  associating 
hypoproteinemia  with  high  incidence  of 
wound  disruption.  They  stress  the  impor- 
tance of  adequate  protein  stores  for  wound 
healing.19-21  Vitamin  C deficiency  may  be 
responsible  in  part  for  poor  wound  healing. 
However,  low  ascorbic  acid  values  are  fre- 
quently found  in  hypoproteinemia. 

The  long  series  of  reports  of  Cannon  and 
coworkers  emphasize  that  good  protein  re- 
serves are  required  for  the  formation  of  glob- 
ulin and  antibodies.22-24  In  protein-de- 
pleted animals,  antibodies  are  deficient. 
Madden  and  Whipple  and  Sako  have  dem- 
onstrated that  hypoproteinemic  animals  are 
less  resistant  to  infection  than  ones  with 
normal  protein  levels.25-26 

Hypoproteinemia  exhausts  important  pro- 
tein stores.  One  of  these  is  the  protein  in 
the  liver.  When  this  occurs,  the  liver  is 
more  subject  to  injury  from  anesthetics. 
Extensive  experimental  work  with  animals 
has  demonstrated  that  protein  best  protects 
the  liver  from  anesthetics  and  other  toxic 
agents.27-28  The  effect  of  starvation  on  the 
liver  is  profound.  After  short  periods  of 
fasting,  liver  weight  is  reduced  considerably 
at  the  expense  of  its  protein  content.29 

Many  conditions  of  clinical  importance 
have  been  found  to  originate  from  protein 
privation.  Restoration  to  an  adequate  nu- 
tritional state  before  operation  and  correc- 
tion of  acute  hypoproteinemia  postopera- 
tively,  if  it  occurs,  decreases  surgical  mor- 
tality. Likewise,  by  recognition  and  correc- 
tion of  the  chronic  hypoproteinemic  states  of 
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medical  patients,  reversal  of  deteriorating 
trends  is  frequently  achieved. 
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NOTICE  TO  MEMBERS 

The  Council  of  the  Medical  Society  of  the  State  of  New  York  formally  ap- 
proved the  collection  of  the  A.M.A.  assessment  at  its  meeting  held  February  10, 
1949. 


THE  A.M.A.  ASSESSMENT 

The  following  letter  has  been  forwarded  to  all  members  of  the  Medical 
Society  of  the  State  of  New  York;  it  should  meet  with  an  early  response. 

My  dear  Doctor: 

The  House  of  Delegates  of  the  American  Medical  Association  at  its  recent  meet- 
ing in  St.  Louis  unanimously  voted  to  assess  each  of  its  members  $25  to  carry  on  a 
nation-wide  program  of  education  on  the  progress  of  American  medicine. 

The  House  of  Delegates,  who  are  your  own  representatives,  are  calling  on  you  to 
join  with  one  another,  and  with  them,  in  a concerted  effort  to  protect  our  patients 
and  to  preserve  the  ideals,  the  independence,  and  the  integrity  of  the  medical  pro- 
fession. 

American  medicine  is  at  the  crossroads,  and  the  health  of  the  people  is  at  stake. 
Within  a short  time  Congress  will  be  called  upon  to  make  a grave  decision.  This 
issue,  in  the  last  analysis,  will  be  determined  by  the  people — our  patients. 

The  medical  profession,  as  represented  by  the  A.M.A.,  needs  your  $25.  More 
than  that,  however,  it  needs  you,  your  efforts,  your  determination  and  loyalty. 

May  I,  on  behalf  of  the  Medical  Society  of  the  State  of  New  York,  urge  you  to 
make  your  remittance  now.  Make  your  check  payable  to  the  American  Medical 
Association  and  mail  it  to  the  office  of  the  State  Society,  292  Madison  Avenue, 
New  York  17,  New  York.  It  will  be  forwarded  to  Chicago  as  soon  as  it  is  received. 

With  my  sincere  best  wishes,  I am 


Very  sincerely  yours, 


President 
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Scientific  Articles 


THE  MECHANISM  OF  THE  STRUCTURAL  CHANGES  IN  SCOLIOSIS 

Preliminary  Report 

Alvin  M.  Arkin,  M.D.,  New  York  City 
( From  the  Orthopedic  Services  of  Bellevue  and  Mount  Sinai  Hospitals ) 


STRUCTURAL  scoliosis  may  be  defined  as 
that  form  of  lateral  curvature  of  the  spine 
which  is  accompanied  by  the  development  of 
wedging  and  deformation  of  the  vertebrae.  It 
is  to  be  differentiated  from  functional  scoliosis 
which  is  not  accompanied  by  vertebral  wedging 
or  deformation.  This  paper  will  attempt  to  de- 
scribe the  mechanism  of  development  of  the 
' structural  changes  in  scoliosis. 

The  relationship  between  pressure  and  epiphys- 
eal growth  has  been  mentioned  by  various 
authors.  Haas  showed  that  compression  of  an 
epiphyseal  plate  by  a wire  will  arrest  growth.1 
The  wire  itself  without  compression  has  no 
effect,  and  growth  will  be  resumed  when  the  pres- 
sure is  removed. 

The  mechanics  of  a scoliotic  curve  can  now  be 
considered,  bearing  these  factors  in  mind. 
Figure  1 reveals  that  there  must  be  compression 
of  the  concave  sides  of  the  vertebral  bodies  and 
distraction  at  the  convex  sides.  This  is  also  in- 
dicated by  the  narrowing  of  the  intervertebral 
disk  on  the  concave  side  and  its  expansion  on  the 
convex  side  in  the  roentgenogram  of  a scoliotic 
spine. 

It  is  impossible  to  realize  the  tremendous  order 
of  magnitude  which  this  pressure  may  assume 
unless  a diagram  of  the  forces  acting  upon  the 
vertebral  body  is  constructed  (Fig.  2).  Let  x 
represent  the  distance  perpendicularly  from  the 
line  of  center  of  gravity  to  the  near  edge  of  the 
disk,  and  let  y represent  the  distance  from  the 
pivot  point  or  fulcrum  (comer  of  the  body)  to  the 
ligament  on  the  convex  side  of  the  curve.  Hence, 
the  weight  concentrated  on  this  small  section 
of  the  body  will  equal  superincumbent  weight 
plus  superincumbent  weight  times  x/y. 

Here,  then,  is  tremendous  compression,  con- 
centrated on  a very  small  section  of  the  grow- 
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ing  epiphyseal  plate  (the  superior  and  inferior 
surfaces  of  the  body  which  grow  by  enchondral 
ossification),  sufficient  to  arrest  the  growth  in 
height  on  the  concave  side  and  lead  to  the 
typical  wedged  vertebra  characteristic  of  the 
apex  of  a scoliotic  curve.  Wedging  can  be  ex- 
plained only  by  unilateral  epiphyseal  arrest  since 


Fig.  1.  Action  of  superincumbent  weight  on  a 
column  of  blocks. 
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Fig.  2.  Forces  acting  on  an  apical  vertebra  in 
scoliosis. 


the  same  tremendous  compression  applied  after 
growth  is  completed  does  not  cause  wedging. 

Examination  of  a typical  vertebra  from  above 
will  show  that  the  normal  spine  may  be  considered 
to  be  supported  at  four  points  denoted  by  A,  B,  C, 
and  D (Fig.  3).  Lateral  bending  in  the  normal 
spine  takes  place  through  the  axis  AD . If  support 
A is  depressed  by  the  mechanism  described  above, 
then  lateral  bending  will  take  place  through  the 
axis  BD.  Hence  the  concavity  of  the  curve  is 
directed  anteriorly  as  well  as  laterally  producing 
the  kyphoscoliosis  seen  clinically. 


Rotation 

A wedged  vertebral  body  under  compression 


Fig.  3 Diagrammatic  representation  of  vertebrae 
seen  from  above. 


acts  like  a wedge  and  is  squeezed  out  laterally 
when  pressure  is  applied,  leading  to  the  conve: 
side  rotation  seen  in  scoliosis.  Some  of  the 
rotation  occurs  by  the  actual  rotation  of  a body 
across  the  one  adjacent  (between  the  individual 
bodies),  although  this  is  limited  by  the  sur- 
rounding ligaments  and,  especially,  by  the  limited 
excursion  of  the  posterior  joints. 

Much  of  rotation  occurs  by  plastic  torsional 
deformation  within  the  individual  vertebra 
against  the  resistance  of  the  posterior  articula- 
tions. The  bodies’  internal  structures  follow 


Fig.  4.  Rotation  in  an  apical  vertebra  seen  from 
above. 


accurately  the  lines  of  force  occurring  in  a struc- 
ture such  as  that  shown  in  a scoliotic  spine  with 
weight-bearing.  The  bodies  at  the  apex  of  the 
curve  are  subjected  to  internal  plastic  defor- 
mation due  to  the  “wedge”  action.  The  bodies 
at  the  upper  and  lower  end  of  the  curve  show  de- 
formation in  response  to  the  lines  of  force  which 
are  oblique  to  their  vertical  axis  leading  to  the 
formation  of  the  “oblique”  or  “quadrilateral” 
vertebra  found  in  this  location.  This  plastic  de- 
formation ceases  when  epiphyseal  growth  ceases. 
Thus  one  may  postulate  that  it  is  produced  by  an 
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oblique  or  sidewise  deflection  of  growth  by  the 
pressure  forces  at  the  epiphyseal  region.  It  is 
suggested  that  the  slow  deformation  in  slipping 
of  the  femoral  capital  epiphysis  is  produced 
similarly. 

If  a diagrammatic  representation  of  a wedged 
vertebra,  as  seen  from  above,  is  examined,  it  is 
noted  that  the  body  is  squeezed  over  to  the 
convex  side  (Fig.  4) . It  is  known  that  no  muscles 
act  upon  the  body  to  distort  it  in  this  fashion, 
and  this  passive  deformation  in  the  direction  of 
increasing  rotation  about  the  facets,  it  is  realized, 
is  the  result  of  the  wedge  action  described  above. 

However,  the  spinous  process  is  also  deviated — 
to  the  concave  side.  This  cannot  be  the  result  of 
wedging  since  it  is  not  wedged  and  not  in  con- 
tact with  any  other  bone.  The  deformation 
must  be  the  result  of  forces  in  soft  tissue,  since 
only  soft  tissues  contact  the  spinous  process. 
Moreover,  this  deformation  is  in  the  direction  of 
increasing  rotation,  and  it  seems,  therefore,  that 
there  must  be  some  muscular  or  ligamentous 
component  of  rotation. 

If  reference  is  made  to  Fig.  5,  the  line  of  dots 
represents  the  tips  of  the  spinous  processes  in  a 


scoliotic  spine.  The  line  connecting  these  dots 
represents  the  interspinous  and  supraspinous 
ligaments.  Obviously,  when  these  ligaments  are 
put  under  tension  (in  a kyphoscoliosis),  they  tend 
to  straighten  out  the  curve  as  shown.  In  addi- 
tion, the  long  spinal  muscles  on  the  convex  side 
tend  to  push,  and  the  muscles  on  the  concave  side 
tend  to  pull  the  spinous  processes  into  a straight 
line,  the  shortest  distance  between  two  points. 
In  a spine  which  is  perfectly  straight,  there  would 
obviously  be  no  tendency  to  push  or  pull  the  spi- 
nous processes  to  either  side. 

Development  of  Compensatory  Curves 

Let  us  consider  a single  major  curve  such  as 
that  indicated  in  Fig.  6.  The  ends  of  the  curva- 
ture are  bent  back  or  recurved,  due  to  the  attempt 
of  the  patient  to  level  off  his  pelvis  and  head. 
The  vertebral  bodies  in  this  region  are  unwedged ; 
hence  these  compensatory  curves  are  functional, 
not  structural. 
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It  will  be  noted  in  a radiograph  of  a scoliotic 
spine  that,  as  the  spine  begins  to  recurve,  the 
disks  begin  to  be  compressed  on  the  opposite 
side  of  the  bodies  and  on  the  concave  side  of  the 
new  curve  ( d and  / in  Fig.  6).  Pressure  is  thus 
falling  on  the  corners  of  the  bodies  at  point/ ; dis- 
traction is  present  at  d.  This  leads  to  inhibition 
of  growth  at  / with  wedging  of  the  vertebra  and 
conversion  of  the  “functional”  compensatory 
curve  into  a “structural”  curve  (Fig.  7). 

It  must  be  understood  the  superincumbent 
curve  need  not  be  structural  (wedged)  in  order 
to  initiate  the  development  of  a functional 
counter  curve.  Many  purely  functional  curves 
have  functional  counter  curves  which  have  de- 
veloped concurrently  with  them.  They  have 
never  deviated  sufficiently  from  the  weight- 
bearing line  to  cause  wedging,  and  these  well- 
compensated  curves  are  usually  static  and  do  not 
progress  to  a structural  scoliosis. 

Steindler  has  noted  that,  when  structural  scolio- 
sis is  arrested  spontaneously,  it  is  by  the  natu- 
ral development  of  compensatory  curves.2  His 
compensation  treatment  is  designed  to  aid  the 
development  of  this  process,  which,  of  course,  is 
the  principal  means  of  correction  in  all  methods 
of  treatment,  since  the  wedged  apical  vertebrae 
cannot  be  corrected.  He  states  “that  a spine, 
well  compensated  by  the  development  of  a triple 
scoliosis,  well-aligned,  maintaining  its  balance 
under  favorable  conditions,  is  a matter  of  almost 
daily  experience.”2 

An  examination  of  Fig.  7 will  demonstrate  why 
this  is  successful.  A factor  determining  the 
amount  of  weight  acting  upon  the  corner  of  the 
vertebral  body,  as  shown  earlier,  is  the  x dis- 
tance. Compensation  diminishes  this  distance 
and  therefore  diminishes  the  compression  of  the 
epiphysis.  It  is  to  be  remembered  that  Haas 
showed  that  growth  resumed  when  compression 
was  removed.1  Hence,  with  both  sides  of  the 
epiphysis  growing  the  deformity  does  not  pro- 
gress. 

Risser  uses  this  principle  in  his  method  of 
treatment  of  scoliosis.  He  has  noted  that  by 
forcibly  recurving  the  ends  of  the  scoliotic  curve 
he  can  produce  wedging  of  the  vertebrae  (at 
point  / in  Fig.  7),  realizing  that  this  is  due  to  in- 
hibition of  growth  by  pressure. 

Figure  8 reveals  the  anteroposterior  curves  of 
the  normal  spine.  It  will  be  noted  that  in  the 
cervical  and  lumbar  regions  the  normal  lordosis 
relieves  the  anterior  parts  of  these  regions  of  the 
spine  (the  vertebral  bodies)  from  part  of  the  super- 
incumbent weight,  throwing  it  more  upon  the  pos- 
terior articular  facets.  This  explains  why  the  re- 
gion from  approximately  the  second  thoracic  to  the 
second  lumbar  vertebra  is  the  danger  zone  for  the 
development  of  scoliosis.  The  cervical  vertebrae 


are  practically  never  wedged.  The  lumbar  ver- 
tebrae are  only  partially  protected,  due  to  the 
greater  superincumbent  weight  they  carry  (and 
due  also  to  the  forward  displacement  of  the  line  of 
gravity  in  low  dorsal  kyphoscoliosis),  but,  at  any 
rate,  are  sufficiently  protected  so  that  they  rarely 
become  wedged  despite  the  frequency  of  func- 
tional curves  due  to  inequality  of  leg  length. 

Hence,  when  the  x distance  is  increased  by 
habitual  postural  kyphosis,  excessive  weight  is 
thrown  upon  the  dorsal  vertebral  bodies.  It  is 
suggested  that  the  epiphyseal  rings,  which  appear 
at  about  the  fourteenth  year  of  life,  are  com- 
pressed by  this  mechanism,  leading  to  “vertebral 
epiphysitis”  or  adolescent  kyphosis. 

Comment 

It  has  been  shown  how  a functional,  non- 
wedged  curve  can  progress  into  a fixed  structural 
scoliosis.  The  etiology  of  the  preceding  func- 
tional curve  is  not  within  the  scope  of  this  paper. 
However,  it  may  be  assumed  that  the  initiating 
cause  of  the  functional  curve  may,  in  some  cases 
at  least,  continue  to  contribute  to  the  structural 
scoliosis  which  follows. 


Fig.  7.  Formation  of 
structural  compensatory 
curve. 


Whatever  the  cause  of 
the  functional  curve,  as 
soon  as  it  has  produced  a 
deviation  exceeding  a 
certain  critical  value,  the 
factors  described  in  this 
paper  come  into  play, 
and  the  spine  has  em- 
barked on  the  downward 
path  of  epiphyseal  com- 
pression and  structural 
scoliosis.  * 

Some  comment  may  be 
made  about  methods  of 
treatment.  Obviously, 
the  best  treatment  is  pre- 
vention by  correcting 
postural  deviations, 
whether  in  the  anteropos- 
terior and/or  the  lateral 
plane,  before  they  pro- 
gress to  structural 
changes.  In  a severe 
curve,  plaster  jackets  and 
braces  cannot  completely 
relieve  the  epiphysis  of 
the  pressure  induced  by 
the  superincumbent 
weight,  tremendously 
multiplied  as  it  is  by 
the  mechanical  arrange- 
ment which  obtains. 
Recumbency,  of  course. 


March  1,  1949] 


STRUCTURAL  CHANGES  IN  SCOLIOSIS 


499 


removes  the  superincumbent  weight  completely. 
A combination  of  the  two  methods  above  (jackets 
or  other  means  of  lateral  deviation  plus  recumb- 
ency) would  seem  to  offer  the  better  prospect  of 
successful  conservative  treatment. 

Summary 

1.  The  vertebral  deformation  of  structural 
scoliosis  can  be  explained  as  an  asymmetric  dis- 
turbance of  epiphyseal  growth  by  pressure. 

2.  Adolescent  kyphosis  (“vertebral  epiphy- 
sitis") may  be  explained  by  a similar  mechanism. 

Discussion 

Mather  Cleveland,  M.D.,  New  York  City.— Dr. 
Arkin  should  be  commended  for  an  interesting  and 
highly  intelligent  study  on  the  mechanism  of  struc- 
tural changes  in  scoliosis.  The  theory  which  he 
propounds  may  be  called  that  of  pressure  epi- 
physitis with  resulting  wedging  and  rotation  of  the 
vertebral  bodies.  This  deformity  can  only  take 
place  during  the  growing  years. 

It  has  been  shown  that  scoliosis  follows  thoraco- 
plasty, with  the  curve  convex  toward  the  side  with 
the  disrupted  thoracic  cage.  In  the  adult  this  re- 
sults in  a mild  lateral  curvature  of  less  than  15 
degrees,  a matter  of  no  consequence.  In  the  child 
with  intact  vertebral  epiphyses  and  several  years  of 
growth  ahead,  a bizarre  and  horrifying,  75-degree, 
lateral  curvature  of  the  spine  results. 

Dr.  Arkin  shows  very  convincingly  what  happens 
to  the  vertebrae  in  structural  scoliosis  and  how  it 
happens,  but  he  leaves  unanswered,  I believe,  the 
question  of  why  it  happens.  His  summary  is  a 
masterpiece  of  terse  statement.  He  merely  claims 
that  vertebral  deformity  of  structural  scoliosis  may 


* It  is  possible  that  factors,  such  as  rapidity  of  growth, 
heredity,  sex,  and  pathologic  processes,  e.g.,  rickets,  may 
modify  the  quantitative  relationship  between  pressure  and 
growth  arrest. 


Fig.  8.  Anteroposterior  curves  of  a normal  spine. 


be  explained  by  unilateral  epiphyseal  arrest  by 
pressure  and,  although  he  states  that  vertebral 
epiphysitis  is  a related  lesion,  perhaps  he  only  means 
that  it  may  be. 

The  underlying  basic  cause  of  structural  scoliosis, 
i.e.,  what  starts  the  ball  rolling  toward  this  de- 
formity, remains  unsolved.  Perhaps  the  thoraco- 
plasty in  a growing  child  gives  some  lead. 
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AVERAGE  AGE  OF  PHYSICIANS  DECLINES 

The  average  age  of  physicians  in  the  United  States 
is  slightly  less  today  than  it  was  at  the  outbreak  of 
World  War  II,  according  to  a report  by  Frank  G. 
Dickinson,  Ph.D.,  Chicago,  director  of  the  Bureau 
of  Medical  Economic  Research  of  the  American 
Medical  Association. 

This  age  decrease  reflects  the  “relatively  large 
number  of  physicians  trained  since  1940,”  Dr. 
Dickinson  reports.  Statistics  are  for  all  physicians 
in  the  United  States,  including  interns,  residents, 
and  doctors  not  in  active  practice.  The  median  age 
of  the  199,745  doctors  of  the  nation  is  44.4  years. 
In  1940  the  median  age  for  175,146  doctors  was  45.8 
years.  The  percentage  of  all  physicians  under  50 
years  rose  from  57.5  in  1940  to  60.2  in  1948.  In  the 
age  group  35  to  49,  the  percentage  rose  from  31.4 
to  36.5. 

“The  medical  population  has  increased  14  per 
cent  since  1940,  while  the  total  population  of  the 


country  increased  only  12  per  cent,”  Dr.  Dickinson 
points  out.  “Each  new  physician  is  destined  to  re- 
main in  the  medical  population  approximately  40 
years.” 

Numbers  of  young  physicians  holding  internships 
and  residencies  in  metropolitan  areas  probably 
account  for  the  lower  median  ages  of  physicians  in 
thickly  populated  states,  Dr.  Dickinson  indicates. 

“The  available  supply  of  medical  service  cannot 
be  measured  by  crude  numbers  of  living  physicians 
since  they  include  interns  and  residents  still  in  train- 
ing and  physicians  not  engaged  in  the  active  practice 
of  medicine. 

“An  adequate  inventory  of  medical  service  must 
also  include  an  evaluation  of  the  contributions  of  the 
large  force  of  technicians  and  medical  assistants  who 
enable  the  modern  physician  to  render  far  more 
medical  service  than  was  possible  only  a decade 
ago.” 
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A Study  of  328  Cases 

John  W.  Karr,  M.D.,  A.  L.  Grohowski,  M.D.,  G.  J.  Baron,  M.D.,  T.  B.  Steinhausen, 
M.D.,  and  S.  R.  Snow,  Jr.,  M.D.,  Rochester,  New  York 

( From  the  Departments  of  Radiology  and  Obstetrics  and  Gynecology  of  the  University  of  Rochester , School 
of  Medicine  and  Dentistry , and  Strong  Memorial  Hospital ) 


THE  present  study  is  the  first  one  made  of  the 
cases  of  carcinoma  of  the  cervix  from  the 
Strong  Memorial  and  Rochester  Municipal  Hos- 
pitals. The  period  of  this  study  extends  from  the 
time  of  the  opening  of  the  hospitals  in  January, 
1926,  to  the  end  of  December,  1942.  During  this 
time  about  200,000  patients  were  registered.  A 
pathologic  diagnosis  of  carcinoma  of  the  cervix 
was  made  in  397  cases  which  constitutes  55  per 
cent  of  the  primary  carcinomas  of  the  female 
genital  system  diagnosed  in  this  period.  This  is 
somewhat  lower  than  the  percentages  reported 
by  Miller  and  Schmitz  who  gave  65.8  and  79.0 
per  cent,  respectively.1-2  The  present  study  is 
limited  to  those  cases  which  received  all  of  their 
radiation  therapy  in  the  departments  of  radi- 
ology of  the  hospitals  and  consists  of  328  cases. 

The  cases  are  grouped  according  to  age,  marital 
status,  parity,  symptoms  and  their  duration 
cervical  stump,  complicating  diseases,  clinical 
grade,  method  and  time  of  treatment.  Survival 
rates  are  given  as  they  may  be  affected  by  these 
variables.  The  survival  rates  are  calculated  with- 
out regard  to  the  cause  of  death,  since  in  many  it 
was  unknown.  Also  all  those  in  whom  there  was 
an  incomplete  follow-up  were  considered  as  hav- 
ing died  within  five  years. 

Comparative  Data 

Age  Distribution 

Table  1 gives  the  distribution  of  the  cases 
according  to  the  age  in  decades. 

TABLE  1. — Age  Distribution  and  Survival 


Number 

5-Year 

Survival 

Age 

of  Patients 

Number 

Per  Cent 

20-29 

4 

1 

25.0 

30-39 

42 

12 

28.6 

40-49 

103 

28 

27.1 

50-59 

106 

27 

25.5 

60-69 

54 

15 

27.8 

70-79 

17 

2 

11.7 

80-89 

2 

1 

50.0 

Total 

328 

86 

26.8 

The  age  span  is  from  twenty-three  to  eighty- 
seven,  and  the  distribution  shows  64  per  cent  to 
be  in  the  fifth  and  sixth  decades  and  86  per  cent 
to  be  above  the  age  of  forty.  This  is  in  accord 
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with  the  age  distribution  generally  reported.3 
The  distribution  curve  of  the  clinical  grade  in  re- 
lation to  age  was  quite  smooth  except  for  a 
slightly  greater  percentage  of  grade  III  in  the 
sixth  decade.  The  survival  rates  show  no  marked 
variation  except  in  the  eighth  decade  where  there 
is  an  expected  drop,  since  survival  under  any 
circumstance  is  somewhat  limited. 

Marriage  and  Parity 

Three  hundred  nine,  or  94.4  per  cent,  of  these 
patients  were  or  had  been  married;  19,  or  5.6  per 
cent,  were  single.  The  distribution  according  to 
the  number  of  pregnancies  is  shown  in  Table  2. 

TABLE  2.— Parity 


>er  of  Pregnancies 

Number  of  Cases 

Per  Cent 

None 

55 

16.8 

1 to  4 

170 

51.8 

5 or  more 

95 

29.0 

Not  given 

8 

2.4 

Total 

328 

100.0 

II 


The  disease  occurred  about  five  times  as  fre- 
quently in  the  parous  as  in  their  nulliparous 
sisters,  yet  it  occurs  in  a significant  number  of  the 
latter  group.  Bowing  and  McCullough  and 
Hurdon  report  about  the  same  distribution  in 
much  larger  series.4-6 


Symptoms  and  Their  Duration 

Since  some  change  in  the  normal  course  of 
events  is  the  thing  which  brings  the  woman  to  the 
physician,  the  nature  of  this  change  is  of  great 
importance  in  this  serious  disease.  Table  3 fists 
the  name  and  distribution  of  the  symptoms  re- 
ported in  this  series. 


TABLE  3. — Symptoms 


Symptom 

Number  Per  Cent 

Vaginal  bleeding — alone  or  with  other 

272 

83.0 

Pain — alone  or  with  other 

41 

12.5 

Leucorrhea — alone  or  with  other 

37 

11.3 

None 

10 

3.5 

No  information 

7 

2.1 

It  is  apparent  that  the  principal  danger 
signal  is  abnormal  vaginal  bleeding.  Pain  and  va- 
ginal discharge  occur  with  about  equal  frequency, 
although  pain  may  be  indicative  of  a more 
advanced  stage  of  the  disease.  It  is  significant 
that  ten  of  these  patients  had  no  symptoms. 
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The  duration  of  symptoms  would  be  expected 
to  bear  some  relation  to  the  extent  of  disease  and 
thereby  to  prognosis.  Table  4 indicates  the  dura- 
tion of  symptoms  in  terms  of  months  and  years. 


TABLE  4. — Duration  of  Symptoms 


Duration 

Number  of  Patients 

Per  Cent 

0 months 

10 

3.0 

0-2  months 

90 

27.5 

2-6  months 

129 

39.4 

6-12  months 

57 

17.3 

1-2  years 

32 

9.8 

2+  years 

9 

2.7 

No  information 

1 

0.3 

Total 

328 

100.0 

Of  those  who  had  symptoms  70  per  cent  had 
had  them  for  over  two  months.  About  30  per 
cent  gave  a history  of  over  six  months  duration. 
However,  only  19  of  the  90  cases  with  symptoms 
of  less  than  two  months  were  in  grade  I.  This 
has  definite  implications  when  considering  the 
necessity  of  regular  routine  physical  examination. 
Among  others,  Schmitz  and  Healy  and  Twombly 
have  noted  the  lack  of  correlation  between  dura- 
tion of  symptoms  and  extent  of  disease.2-6 

Classification 

Epidermoid  carcinoma  was  diagnosed  in  306, 
or  93  per  cent,  and  adenocarcinoma  in  22,  or 
7 per  cent,  which  corresponds  to  the  percentage 
of  these  two  classes  reported  generally.  Adeno- 
carcinoma, in  this  group,  carried  a poorer  prog- 
nosis than  the  group  as  a whole,  since  only  3,  or 
13.6  per  cent  of  the  22,  were  alive  or  accounted  for 
at  five  years.  This  is  not  the  universal  exper- 
ience, however,  since  Baclesse  and  Fernandez 
found  a five-year  survival  of  24  per  cent  in  420 
cases  treated  by  radiation,  as  reported  in  the 
literature.7 

The  highest  incidence  of  adenocarcinoma  oc- 
curred in  the  sixth  decade.  One  patient  only  was 
under  the  age  of  forty. 

Cervical  Stump 

Cancer  occurred  in  the  cervical  stump  in  11,  or 
3.4  per  cent  of  these  cases.  This  is  similar  to  the 
incidence  reported  by  Cosbie  and  Martzloff.8-9 
The  five-year  survival  in  the  cervical  stump  group 
was  only  9.1  per  cent,  which  is  far  below  that  of  the 
series  considered  as  a whole,  and  it  is  lower  than 
that  reported  by  others.  Healy  and  Arneson, 
Fricke  and  Bowing,  and  Cantril  and  Buschke  re- 
port a total  of  132  cases  of  carcinoma  of  the  cer- 
vical stump  with  a five-year  survival  rate  of  22.7 
per  cent.10-12 

Complicating  Diseases 

A variety  of  diseases  were  present  in  these  pa- 
tients, alone  or  in  combination,  in  addition  to 
carcinoma  of  the  cervix.  Cardiovascular  disease 
was  found  in  36,  syphilis  in  18,  diabetes  in  ten, 


other  malignancies  in  13,  and  other  diseases  which 
would  affect  expectancy  in  26  patients. 

One  of  the  patients  in  this  group  was  eight 
months  pregnant  at  the  time  of  diagnosis  of  car- 
cinoma of  the  cervix.  The  fetus  was  delivered  by 
cesarean  section,  following  which  a complete 
course  of  radiation  therapy  was  given.  She  died, 
however,  of  generalized  metastases  fourteen 
months  after  diagnosis. 

Clinical  Grade 

All  of  the  clinical  grading  was  done  by  one  of 
us,  (S.R.S.)  using  the  1938  League  of  Nations 
classification.  . Grade  I included  58  (17.7  per 
cent);  grade  II,  83  (25.3  per  cent);  grade  III, 
107  (32.6  per  cent),  and  grade  IV,  80  (24.4  per 
cent)  of  the  cases.  These  are  listed  in  Table  5 
according  to  each  of  the  year  periods  into  which 
the  study  is  divided. 

Radiation  Therapy 

The  methods  of  radiation  therapy  separated 
themselves  into  three  fairly  well  defined  periods : 
that  from  1926  through  1932,  from  1933  through 
1937,  and  from  1938  through  1942. 

The  radiation  therapy  of  the  first  period  was 
characterized  by  the  use  of  large  amounts  of 
radium  for  relatively  short  periods  of  time  with 
repeated  applications.  The  total  number  of 
milligram  hours  was  high.  Thirty  per  cent  had 
over  10,000  mg.  hrs.  and  70  per  cent  over  7,000 
mg.  hrs.  The  roentgen  radiation  was  given  by  the 
massive  dose  method  at  widely  separated  and 
irregular  times.  Ninety-four  per  cent  of  these 
patients  received  over  400  r to  each  of  two  fields 
per  treatment.  Also  the  total  doses  were  small, 
since  65  per  cent  had  less  than  7,000  r.  (All  doses 
are  given  as  air  measurements.) 

The  radiation  therapy  of  the  second  period  is 
characterized  by  wide  variations  in  the  dosage  of 
radium  and  roentgen  radiation.  Sixty  per  cent 
of  the  patients  received  less  than  4,000  mg.  hrs., 
while  13  per  cent  received  over  8,000  mg.  hrs.  The 
roentgen  radiation  was  largely  given  by  the 
massive  dose  method  but  of  relatively  low  total 
dose.  The  dosage  in  94  per  cent  of  the  treatments 
in  this  period  was  400  r or  more  per  .field,  and 
usually  two  fields  were  treated  each  day.  The 
total  roentgen  dose  varied  from  3,000  to  10,000  r, 
but  at  least  82  per  cent  of  the  patients  received 
less  than  7,000  r. 

The  method  of  radiation  therapy  of  the  third 
period  was  the  one  popularized  in  this  country  by 
the  group  at  Memorial  Hospital.13-14  It  was 
characterized  by  the  use  of  smaller  amounts  of 
radium  with  better  distribution  and  greater  pro- 
traction of  application.  The  total  dose  in  milli- 
gram hours  was  less,  since  86  per  cent  of  the  pa- 
tients in  this  period  received  between  4,500  and 
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5,500  mg.  hrs.  Roentgen  radiation  was  given 
using  smaller  doses  per  treatment  and  over  a 
greater  period  of  time,  with  a higher  total  dose. 
Eighty-six  per  cent  received  200  r to  two  fields  per 
treatment,  and  over  80  per  cent  of  the  patients 
received  more  than  7,000  r total. 

The  technical  factors  of  the  roentgen  radiation, 
used  in  all  three  periods,  showed  variations  in 
kilovoltage  peak  of  180  to  220  and  milliamperes 
of  10  to  25;  filtration  was  constant  at  0.5  mm. 
copper  and  1.0  mm.  aluminum  added.  The 
skin  target  distance  varied  from  50  to  70  cm. 
Considerable  variation  occurred  in  the  size  and 
number  of  fields  treated.  The  size  varied  from 
10  by  12  cm.  to  25  by  25  cm.  The  number  of 
fields  used  varied  from  one  to  six. 

It  is  important  to  note  that  roentgen  radiation 
was  given  before  radium  in  75  per  cent  of  the 
cases  in  the  third  period  and  in  59  per  cent  of  the 
cases  in  the  second  period,  while  in  the  first  period 
only  10  per  cent  were  treated  in  this  manner. 
Only  5 per  cent  of  the  cases  of  the  third  period 
were  treated  by  radium  alone,  while  the  second 
and  first  periods  showed  10  and  17  per  cent,  re- 
spectively. Those  variations  in  method  are  well 
described  by  O’Brien  in  his  historical  review  of 
treatment  of  carcinoma  of  the  cervix.16 

It  is  believed  that  the  complications  of  treat- 
ment, the  complications  of  treatment  and/or 
disease,  and  the  survival  rates  are  profoundly 
affected  by  these  variations  in  method. 

Complications 

The  primary  complications  of  therapy  were 
more  common  in  the  first  period,  with  some  re- 


duction in  the  second  and  a marked  falling  off  in 
the  third  period. 

Major  complications,  such  as  fistulas,  intestinal 
obstruction,  ureteral  stenosis,  and  pelvic  abscess, 
cannot  all  be  ascribed  to  therapy,  since  these  can 
be  natural  consequences  of  the  disease  as  has  been 
shown  by  Sackett,  Ingelman-Sunderberg,  and 
Den  Hoed,  among  others.16-18  Radiation  ther- 
apy, however,  cannot  avoid  some  share  of  re- 
sponsibility. It  is  noteworthy  that  58  major  com- 
plications occurred  in  the  first  period,  40  in  the 
second,  and  only  17  in  the  third.  When  this  is 
compared  with  the  number  of  patients  in  the 
various  periods  (Table  6),  this  difference  becomes 
more  striking.  It  is  felt  too  that  the  difference 
in  the  number  of  advanced  cases  in  the  three 
periods  can  scarcely  account  for  this  discrepancy 
in  number  of  major  complications.  This  problem 
receives  more  adequate  discussion  by  Ingelman- 
Sunderberg  and  Corscaden  et  ah17-19 

The  complication  of  fracture  of  the  upper 
femur,  so  often  emphasized,  occurred  three  times 
in  this  series  of  328  cases.  However,  two  of  these 
were  due  entirely  to  trauma.  Radiation  necrosis 
of  the  proximal  femur  was  held  to  be  responsible 
in  one.  This  gives  a percentage  of  0.3  per  cent 
which  corresponds  with  that  reported  by  Stamfli 
and  Kerr  in  their  analysis  of  1,372  cases.20  We 
continue  to  use  lateral  ports. 

Results 

Results  are  given  in  Tables  5 and  6.  Table  5 
shows  the  distribution  by  grade  and  year  period, 
the  five-  and  ten-year  survival  rates  for  each 


TABLE  5. — Distribution  op  Cases  According  to  Grade  and  Period 


Cases 

Five-Year  Survival 

Ten- Year  Survival 

Grade 

Year  Period 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

I 

1926-1932 

12 

12.0 

3 

25.0 

1 

8.3 

1933-1937 

11 

10.2 

11 

100.0 

6 

55.0 

1938-1942 

35 

29.1 

26 

74.3 

Total 

58 

17.7 

40 

69.0 

7 

12.1 

II 

1926-1932 

23 

23.0 

6 

26.0 

5 

21.7 

1933-1937 

31 

28.6 

7 

22.6 

1 

3.2 

1938-1942 

29 

24.1 

12 

41.4 

Total 

83 

25.3 

25 

30.1 

6 

7.3 

III 

1926-1932 

32 

32.0 

3 

9.4 

2 

6.3 

1933-1937 

35 

32.7 

7 

20.0 

4 

11.4 

1938-1942 

40 

33.4 

7 

17.5 

Total 

107 

32.6 

17 

15.9 

6 

5.6 

IV 

1926-1932 

33 

33.0 

1 

3.0 

1 

3.0 

1933-1937 

31 

28.0 

3 

9.7 

0 

0.0 

1938-1942 

16 

13.0 

0 

0.0 

Total 

80 

24.4 

4 

5.0 

1 

1.3 

Grand  Total 

328 

100.0 

86 

26.2 

20 

6. 1 

TABLE  6. — Survival 

by  Year 

Period 

Cases 

Five-Year  Period 

Ten- Year  Period 

Year  Period 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

1926-1932 

100 

30.5 

13 

13.0 

9 

9.0 

1933-1937 

108 

33.0 

28 

25.9 

11 

10.2 

1938-1942 

120 

36.5 

45 

37.5 

Total 

328 

100.0 

86 

26.2 

20 

9.6 
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grade  by  the  year  period,  and  the  totals  for  each 
grade. 

Table  6 gives  the  totals  for  each  of  the  year 
periods  with  five-  and  ten-year  survivals.  Again 
it  must  be  mentioned  that  deaths  from  whatever 
cause  and  all  not  followed  cases  are  considered 
as  dead  of  disease  within  five  years. 

These  tables  reveal  a five-year  survival  of  69.0 
per  cent  in  grade  I,  30.1  per  cent  in  grade  II,  15.9 
per  cent  in  grade  III,  and  5.0  per  cent  in  grade  IV 
with  a total  five-year  salvage  of  26.2  per  cent. 
This  compares  with  a five-year  salvage  of  27.4 
per  cent  taken  from  the  combined  data  covering 
16,385  cases  reported  by  Tod,  Schmitz,  Smith 
and  Dresser,  and  Ingelman-Sunderberg.21-23-17 

From  Table  6 it  is  seen  that  there  was  a pro- 
gressively increasing  five-year  salvage  from  13.0 
to  26.05  to  37.5  per  cent  in  the  three  periods.  This 
corresponds  to  the  progressive  increase  in  five- 
year  salvage  reported  by  others,  among  whom  are 
Hurdon,  Smith  and  Dresser,  Heyman,  Jacoby, 
and  Richards.  There  is  also  an  increase  in  the 
number  of  those  with  grade  I in  the  third  period 
compared  with  either  of  the  other  two  periods. 

Clinical  grade  is  the  chief  controlling  factor  of 
five-year  survival  as  demonstrated  by  the  pro- 
gressive drop  from  69  per  cent  in  grade  I to  30.1 
per  cent  in  grade  II  to  15.9  per  cent  in  grade  III 
to  5.0  per  cent  in  grade  IV. 

Summary  and  Conclusions 

This  is  a presentation  of  a series  of  328  proved 
cases  of  carcinoma  of  the  cervix  uteri  seen  be- 
tween 1926  and  1942  which  received  all  radiation 
therapy  in  our  hospitals.  The  greatest  incidence 
occurred  in  the  fifth  and  sixth  decades.  The  age 
of  the  patient  did  not  greatly  affect  the  five-year 
survival.  Abnormal  vaginal  bleeding  was  the 
most  common  symptom.  Duration  of  symptoms 
was  not  indicative  of  the  extent  of  the  disease. 

Epidermoid  carcinoma  was  the  classification 
of  93  and  adenocarcinoma  of  7 per  cent.  Ade- 
nocarcinoma carried  a less  favorable  prognosis, 
as  did  carcinoma  occurring  in  the  cervical  stump. 
Seventeen  and  seven-tenths  per  cent  of  these  cases 
were  grade  I;  25.3  per  cent  were  grade  II,  32.6 
per  cent  grade  III,  and  24.4  per  cent  were  found 
to  be  grade  IV.  The  five-year  salvage  for  these 
grades  was  69.0,  30.1,  15.9  and  5.0  per  cent,  re- 
spectively. The  five-year  salvage  for  all  cases 
was  26.2  per  cent. 

Complications  of  treatment  and/or  disease 
were  most  common  in  the  first  period  of  the  study. 
There  was  a gratifying  progressive  increase  in  the 
five-year  survival  rate  from  the  first  to  final 
period.  More  early  cases  were  seen  in  the  last 
period  than  in  either  of  the  earlier  ones,  which  is 
most  encouraging. 

Routine  physical  examinations  and  the  use  of 


cancer  detection  clinics  will  bring  in  more  early 
cases  for  treatment  with  a consequent  higher 
salvage.  The  intelligent  use  of  improved  radia- 
tion technics  and  equipment  should  lead  further 
toward  the  same  goal. 

Discussion 

S.  R.  Snow,  Jr.,  M.D.,  Rochester. — As  Doctor 
Karr  has  stated,  this  is  the  first  comprehensive 
statistical  study  of  carcinoma  of  the  cervix  at  the 
Strong  Memorial  Hospital.  The  yearly  five-  and 
ten-year  arrests  have  been  reported  to  our  local 
cancer  society  for  the  last  fifteen  years. 

The  core  of  the  investigation  is  in  the  last  two 
periods.  The  first  period  covers  the  years  in  which 
the  school  was  starting;  organization  was  not  too 
complete  and  the  school  at  times  a dumping  ground 
for  many  hopelessly  advanced  cases.  Anyone  who 
has  worked  in  the  tumor  clinic  looks  with  a sigh  of 
relief  at  the  end  results  of  the  last  two  periods. 
They  are  better  than  he  had  dared  hope,  although 
they  leave  much  to  be  desired. 

It  should  be  stressed  that  all  of  these  are  cases  of 
gross  cancer.  There  are  no  cases  of  noninvasive 
cancer;  there  are  no  cases  where  cancer  was  found 
in  a removed  cervix.  There  are  few,  if  any,  cases 
where  recuts  were  necessary  to  establish  the  diag- 
nosis. The  great  majority  were  diagnosed  in  search- 
ing a single  slide.  This  knowledge  is  important 
when  one  attempts  to  evaluate  the  results  of  any 
form  of  treatment. 

It  was  startling  to  see  the  number  of  grades  II 
and  III  listed  among  those  having  symptoms  of 
only  one  or  two  months.  As  has  been  pointed  out, 
this  finding  stresses  the  need  for  the  many  detection 
clinics  springing  up  throughout  the  country. 

The  study  well  illustrates  the  value  of  the  so-called 
protracted  dosage  treatment,  the  latter  having  been 
adopted  near  the  end  of  the  second  period.  That 
we  are  for  the  great  part  merely  arresting  the 
disease  is  attested  to  by  the  ten-year  survivals — 
9 per  cent  in  the  first,  10.2  per  cent  in  the  second 
period,  for  a total  of  9.6  per  cent  ten-year  arrests  in 
the  first  two  periods.  The  ten-year  survivals  for 
the  third  period  will  probably  be  greater. 

It  can  be  stated  that  the  treatment  for  carcinoma 
of  the  cervix  at  the  Strong  Memorial  Hospital  has 
been  and  will  be,  in  the  immediate  future,  radium 
and  x-ray.  By  closer  cooperation  between  indi- 
viduals of  the  gynecologic  and  x-ray  departments, 
particularly  with  reference  to  better  distribution 
of  radium  through  the  use  of  a greater  variety  of 
applicators,  whose  choice  will  be  determined  and 
make-up  accomplished  after  examination  of  the 
patient  under  anesthesia,  it  is  hoped  that  we  shall 
be  able  to  show  a greater  improvement  in  future 
results. 

The  discovery  of  noninvasive  or  early  invasive 


Credit  is  due  Dr.  Andrew  H.  Dowdy,  recently  professor  of 
radiology,  University  of  Rochester  and  Strong  Memorial 
Hospital,  and  now  professor  of  radiology,  University  of 
California  at  Los  Angeles,  for  his  inspiration  and  assistance 
in  this  study. 

Also  credit  is  to  be  given  to  the  Division  of  Statistics  of  the 
Department  of  Radiology  of  the  University  of  Rochester. 
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cases  through  detection  clinics  will  undoubtedly 
increase  survival  rates  in  the  future.  Every  effort 
must  be  directed  toward  improving  the  methods  of 
treatment,  and  thereby  the  cure  rates,  in  these  cases 
of  so-called  gross  carcinoma  of  the  cervix,  since  it 
will  be  years  before  they  become  a rarity. 
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VA  REPORT  ON  “HOME  TOWN”  MEDICAL 
An  annual  report  just  released  by  the  Veterans 
Administration  reveals  that  during  the  fiscal  year 
ended  June  30,  1948,  private  physicians  treated 
761,165  veterans  under  arrangements  with  the 
Veterans  Administration.  For  their  services  they 
received  $11,437,739  for  a total  of  2,735,429  treat- 
ments. Thus,  the  average  cost  per  treatment  was 
$4.18  and  the  cost  per  veteran,  for  the  twelve- 
month  period,  was  $15.03. 


CARE  IN  1948 

In  the  same  period,  Veterans  Administration  staff 
doctors  at  outpatient  clinics  administered  1,680,183 
treatments  to  865,004  veterans.  For  the  first 
quarter  of  the  present  fiscal  year  (July,  August,  and 
September,  1948),  the  number  of  cases  handled — 
both  by  private  physicans  and  Veterans  Administra- 
tion staff  men — ran  about  30  per  cent  behind  the 
figure  for  the  corresponding  period  in  1947. — 
J.A.M.A.,  December  25, 1948 


THE  NATIONAL  HEALTH  SERVICE 
Application  for  permit  to  be  ill 
Age. 


Name No. 

Address 

1. 

2. 


I hereby  make  application  for  a permit  to  be  ill. 
I declare  (a)  that  I have  a pain  in  my 
(i  ) Head  (ii ) Chest 

(iii)  Stomach  (iv)  Legs 

(v ) Arms  (vi)  

( b ) that  my  complexion  is  (i)  ruddy,  (ii)  pallid, 
(iii)  green. 

(c)  that  I have  broken  my  (i)  arm,  (ii)  leg, 
(iii)  back,  (iv)  engagement. 

(d)  that  during  the  past  twelve  hours  I have 

been  sick times. 

(e)  that  I expect  to  be  sick  again  in hours. 

(/)  that  I am  afraid  I shall  (i)  die,  (ii)  not  die, 

(iii)  live,  (iv)  not  live. 

( g ) that  I am  off  (i)  food,  (ii)  drink. 

3.  The  name  of  my  doctor /veterinary  surgeon  is 

4.  I am  in  (i)  bed,  (ii)  pain,  (iii)  desperation,  (iv)  my 

coffin. 

5.  What  is  the  effect  of  a dose  of  cascara? 

How  many  times? 

6.  I can  see  (i)  spots,  (ii)  nothing,  (iii)  animals 

(state  what  type  and  color). 

7.  I have  spots  on  my They 

do /do  not  itch. 


8.  I am/am  not  pregnant  (in  the  case  of  a male 

applicant  further  details  may  be  given  on  a 
separate  sheet). 

9.  I am  (i)  depressed,  (ii)  elated,  (iii)  about  to  shoot 

myself.  (Note  in  this  case  a firearms  license 
is  required.) 

This  form  when  completed,  should  be  submitted  in 
triplicate  to  the  local  Health  Officer.  Should  the 
applicant  die  before  the  permit  is  issued  the  local 
Health  Officer  should  be  notified  and  a fresh  applica- 
tion for  a permit  to  be  declared  dead  should  be  sub- 
mitted by  a relative  or  creditor. 

Permits  are  not  transferable  but  a permit  for  a com- 
mon cold  may  be  used  by  a}l  members  of  an  appli- 
cant’s family  provided  that  all  the  colds,  up  to  a 
maximum  of  six,  are  caught  within  14  days  of  the 
date  of  the  permit. 

DECLARATION.  I declare  that  all  the  particulars 
given  above  are  true  and  that  I am  as  well  as  can  be 
expected. 


Signed . 
Date . . 


Form  No.  111/No.  9/say /99. 

— “Tonics  and  Sedatives,”  J.A.M.A.,  November  18, 
1948 


THE  ORTHOPEDIC  MANAGEMENT  OF  FOOT  PROBLEMS 
IN  CHILDREN 

Frederick  Lee  Liebolt,  M.D.,  New  York  City 

( From  the  Department  of  Surgery  ( Orthopedics ) of  the  New  York  Hospital-Cornell  Medical  Center ) 


WHEN  a newborn  child  is  presented  to 
the  mother,  one  of  her  first  acts  is  to 
examine  the  child’s  feet.  This  is  because  of 
long  apprehension  concerning  possible  deform- 
ities of  the  feet  and  because  the  foot  is  an 
organ  which  can  be  seen  and  examined.  The 
mother’s  next  period  of  interest  occurs  at  the 
time  the  child  begins  to  walk  and  is  caused  by 
her  consciousness  of  the  ordinary  foot  com- 
plaints in  everyday  life.  It  is  the  pediatrician 
who  is  called  upon  to  examine  the  feet  at  birth 
and  again  upon  walking,  making  it  necessary 
for  him  to  understand  the  common  foot  prob- 
lems in  children  and,  in  a large  sense,  to  be 
able  to  treat  and  to  give  advice  concerning  the 
various  conditions.  Not  to  do  so  may  not  only 
displease  the  mother  but  also  may  allow  the 
little  patients  to  be  exploited  and  preyed  upon 
by  shoe  salesmen,  advertising  agencies,  and 
other  unqualified  nonprofessional  groups.  To 
assist  the  pediatrician  with  the  various  foot 
problems,  discussion  is  to  be  from  a practical 
standpoint  and  limited  to  diagnosis  and  treat- 
ment without  mention  of  theory,  etiology,  or 
unnecessary  detail. 

Diagnosis  and  Treatment 
Weak  Foot. — This  condition  is  one  in  which 
the  longitudinal  arch  of  the  foot  is  relaxed 
(Fig.  1).  Other  terms  denoting  the  same  con- 


Fig.  1.  Weak  feet.  Note  on  left  that  longitu- 
dinal arches  are  Relaxed,  and  on  right  pa;ient  is  ele- 
vating the  arches  but  cannot  do  so  completely  (com- 
pared with  fig.  5). 

dition  are  flat  foot,  flexible  foot,  strained  foot, 
and  static  foot.  The  diagnosis  is  established 
when  the  longitudinal  arch  is  decreased  and 
dorsiflexion  of  the  foot  is  15  to  30  degrees  less 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Pediatrics,  May  20,  1948. 

This  study  was  aided  by  a grant  from  the  Marie  Heye 
Clemens  Fund,  Inc. 


than  a right  angle.  Most  children  are  born 
with  such  .findings,  but  the  feet  of  about  one 
half  will  develop  normally  without  treatment. 
Inasmuch  as  it  cannot  be  determined  in  ad- 
vance which  group  will  develop  normally,  it  is 
wise  to  do  nothing  until  the  child  begins  to 
walk.  Should  the  findings  persist,  a prescrip- 
tion should  be  given  for  well-made,  solid  leather 
shoes  with  thick  soles,  wedged  Vs  inch  on  the 
inner  heel  and  Vs  inch  on  the  outer  sole,  the 
wedges  to  be  placed  outside  and  not  inside  the 
shoe.  Either  high  or  low  cut  shoes  may  be 
prescribed,  but  booties,  artificial  leather,  and 
soft  sole  shoes  never  should  be  used.  The 
child  should  not  be  allowed  to  go  barefoot  for 
any  period  of  time.  The  prognosis  in  such 
cases  is  good'. 

Talipes.Calcaneovalgus. — This  condition  is  a 
severe,  congenital  form  of  weak  foot.  Dorsi- 
flexion of  such  feet  often  is  30  to  45  degrees  less 
than  a right  angle,  frequently  allowing  the  dor- 
sum of  the  foot  to  be  pushed  up  and  against  the 
tibia,  making  the  calcaneum  prominent  (Fig. 
2).  At  the  same  time  the  foot  is  everted,  pro- 
ducing valgus  and  pronation  (Fig.  3).  Often 
at  birth  the  feet  are  fixed  in  dorsiflexion  and 
eversion,  causing  alarm  to  the  mother.  Aca- 
demically/the condition  belongs  to  the  family 
of  clubfeet,  but  this  term  should  never  be  used 
to  the  layman  because  it  stigmatizes  the  child 
for  life  for,  in  reality,  the  condition  is  nothing 
more  than  a severe  type  of  weak  foot.  At 
birth  such  feet  may  well  be  left  alone,  or  at  best, 
for  reassurance,  the  mother  may  stretch  the 
feet  downward  each  time  the  diapers  are 
changed.  The  use  of  plaster  casts,  wedgings, 
braces,  and  splints  are  of  no  more  value  than 


Fig.  2.  ■ Talipes  calcaneovalgus.  Excessive 
dorsiflexion  allows  dorsum  of  feet  to  reach  the 
tibiae. 
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Fig.  3.  Talipes  Calcaneo valgus.  Excessive  re- 
laxation of  longitudinal  arches  and  eversion  of  feet 
produce  valgus  and  pronation. 

passive  stretching;  in  fact,  without  any  treat- 
ment the  feet  will  resume  normal  position. 
Upon  walking  the  same  treatment  described 
above  for  weak  feet  should  be  employed,  but  no 
promises  should  be  made  as  to  prognosis  be- 
cause the  congenital  type  of  weak  feet  do  not 
develop  normal  longitudinal  arches.  The  use 
of  naviculocuneiform  arthrodesis  (surgical 
fusion  of  the  two  bones  at  the  apex  of  the  longi- 
tudinal arch)  at  about  ten  years  of  age  when 
the  bones  are  developed  sufficiently  is  a well 
recognized  procedure  and  quite  useful  in  pre- 
venting symptoms  later  in  adult  life. 

Plantar  Flexed  Talus. — This  term  is  applied 
to  a congenital  deformity  in  which  the  talus 
(astragalus)  is  deviated  excessively  toward  the 
sole  of  the  foot  (Fig.  4).  The  talus  carries  with 
it  the  navicular  bone  producing  a marked 
flattening  of  the  longitudinal  arch.  The  diag- 
nosis may  be  suspected  if  the  longitudinal  arch 
appears  reversed  like  the  rocker  of  a rocking 
chair  and  is  confirmed  by  x-ray  studies  of  the 
feet  in  the  standing  position.  Unfortunately, 
the  condition  is  not  amenable  to  conservative 
measures.  This  is  the  proper  case,  however, 
in  which  to  use  arch  supports  in  the  form  of 
dural  aluminum  or  monel  metal  (as  opposed  to 
rubber)  until  the  bones  are  developed  suffi- 
ciently to  allow  subtalar  (triple)  arthrodesis  to 
be  performed  to  avoid  the  symptoms  of  flat  feet 
in  adult  life. 


Fig.  4.  Plantar  flexed  talus.  Note  talus  devi- 
ates excessively  toward  sole  of  foot  producing  rocker 
deformity. 


Pronated  Foot. — This  term  is  reserved  for 
those  feet  which  present  a good  longitudinal 
arch  but  which  show  an  internal  rotation  of  the 
foot  upon  standing  (Fig.  5).  The  condition  is 
the  most  common  foot  problem  in  children.  It 
is  frequently  confused  with  weak  foot,  flat  foot, 
and  weak  ankles  but  can  be  differentiated  from 
these  by  placing  the  patient  in  a standing  posi- 
tion and  passively  rotating  the  foot  back  to  a 
normal  position  beneath  the  tibia.  At  this 
time  it  will  be  noted  that  the  longitudinal  arch 
remains  unchanged  in  height  and  that  the  foot 
has  merely  rotated  inward  at  the  talocalcaneo- 
navicular joint.  Likewise,  because  of  the 
medial  inclination  of  the  foot  and  tibia  with 
prominence  of  the  medial  malleolus  the  impres- 
sion is  often  gained  that  the  ankle  joint  is  weak, 
but  such  is  not  the  case.  Correction  is  ob- 


Fig.  5.  Pronated  feet.  Note  typical  internal  ro- 
tation of  foot  on  left,  while  on  the  right,  patient  is 
correcting  rotation  showing  longitudinal  arch  is  nor- 
mal (see  Fig.  1). 

tained  by  inner  heel  wedges  of  Vs  inch,  changed 
to  3/i6  inch  when  the  child  is  three  or  four  years 
of  age,  plus  exercises  designed  to  strengthen  the 
anterior  and  posterior  tibial  muscles.  This 
exercise  is  done  best  by  raising  on  the  toes  and 
then  slowly  rolling  down  the  outer  border  of 
the  feet  until  the  heels  reach  the  floor,  contract- 
ing the  anterior  and  posterior  tibial  muscles 
during  the  procedure. 

Cavus  Foot. — This  condition  consists  of  an 
excessively  high  longitudinal  arch  and  over- 
active  long  toe  extensor  tendons  producing 
hyperextension  at  the  metatarsophalangeal 
joints  and  flexion  at  the  interphalangeal  joints 
(Fig.  6).  Such  findings  should  cause  the 
examiner  to  think  in  terms  of  heredity,  short 
shoes,  poliomyelitis,  congenital  lues,  or  neuro- 
logic conditions  affecting  the  posterior  and  lateral 
columns  of  the  spinal  cord.  Metatarsal  pads, 


March  1,  1949] 


FOOT  PROBLEMS  IN  CHILDREN 


507 


Fig.  6.  Cavus  foot — high  longitudinal  arch, 
hyperextension  of  metatarsophalangeal  joints,  and 
flexion  of  interphalangeal  joints. 


metatarsal  bars,  and  stretching  exercises  are 
useful  in  the  early  conservative  treatment. 
Later,  transplantation  of  the  long  toe  extensor 
tendons  is  indicated,  and  if,  in  addition,  bony 
deformity  is  present,  subtalar  arthrodesis  must 
be  added. 

Kohler’s  Disease. — This  condition  is  an 
osteochondritis  or  inflammatory  reaction  re- 
sulting in  flattening,  condensation,  and  irregu- 
larity of  the  tarsal  navicular  (scaphoid)  bone 
due  to  aseptic  necrosis  (Fig.  7).1  It  occurs  in 
children  between  five  and  ten  years  of  age. 
The  symptoms  consist  of  pain  upon  walking 
and  tenderness  over  the  navicular  bone,  often 
associated  with  redness  and  swelling.  The 
diagnosis  is  confirmed  by  x-rays.  Treatment 
consists  of  hot  epsom  salt  soaks  and  massage 
for  the  pain  and  swelling  and  a monel  metal  or 
aluminum  arch  made  from  a plaster  mold  to 
fit  and  support  the  foot.  Inactivity,  immo- 
bilization, and  plaster  casts  are  not  necessary, 
and  complete  spontaneous  recovery  is  the  rule. 

Frieberg’s  Disease. — This  is  another  mem- 
ber of  the  family  of  osteochondroses  which 
affect  the  feet  of  children.2  It  is  a progres- 
sive flattening  of  a metatarsal  head,  generally 
the  second  or  third,  due  to  a circulatory  dis- 
I turbance  producing  aseptic  necrosis  with 
fibrous  tissue  replacing  the  bone  tissue  (Fig. 
8).  Gradually  the  metatarsal  head  develops  a 
I flat  and  deformed  contour  with  increased  cal- 

I 


Fig.  7.  Kohler’s  disease.  Note  flattening,  con- 
densation, and  irregularity  of  the  navicular  bone. 


Fig.  8.  Frieberg’s  disease.  Note  flattening,  cal- 
cification, bony  rim,  and  loose  bodies  at  third  meta- 
tarsal head  on  the  right. 

cification,  a projecting  bony  rim,  and,  fre- 
quently, loose  bodies.  The  early  symptoms 
are  pain,  swelling,  and  redness,  and  the  late 
symptoms  are  those  of  metatarsalgia  or  pain  in 
the  metatarsal  area  of  the  foot.  Examination 
early  reveals  tenderness  and  swelling  localized 
to  a metatarsal  head  and,  later,  a palpable  bony 
rim  extending  around  the  head  and  associated 
with  slight  shortness  of  the  toe.  Early  treat- 
ment should  consist  of  hot  epsom  salt  soaks, 
massage,  and  a metatarsal  pad  or  metatarsal 
bar  applied  to  the  shoe  or  to  an  insole.  Again, 
immobilization  is  not  necessary,  for  it  has 
been  shown  to  have  no  effect  on  the  progress  of 
the  disease.  Later,  surgery  may  be  necessary 
in  the  form  of  excision  of  the  bony  rim  of  the 
metatarsal  head,  removal  of  loose  bodies  from 
the  joint,  or  in  some  cases  resection  of  the  head 
of  the  metatarsal  bone. 

Calcaneal  Apophysitis. — This  is  an  osteo- 
chondritis of  the  calcaneal  tubercle  and  be- 
longs to  the  group  of  osteochondroses  (Fig.  9). 
The  symptom  is  pain  at  the  insertion  of  the 
calcaneal  tendon  with  the  examination  reveal- 
ing an  enlarged,  mildly  tender,  calcaneal 
tubercle.  Treatment  consists  of  hot  epsom 
salt  soaks  and  massage  to  relieve  the  pain  and 
tenderness  at  the  tubercle  and  elevation  of  the 
heel  of  the  shoe  to  relieve  the  pull  of  the  cal- 
caneal tendon  at  its  insertion.  Immobiliza- 


Fig.  9.  Calcaneal  apophysitis.  Note  soft  tissue 
swelling  and  irregularity  at  calcaneal  epiphysis, 
which  is  difficult  to  see  in  reproduced  photograph. 
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Fig.  10.  Hammer  toes — flexion  deformity  at 
proximal  interphalangeal  joint  of  each  second  toe. 

tion  and  inactivity  are  rarely  necessary.  The 
prognosis  is  good. 

Hammer  Toe. — The  term  applies  to  a flexion 
deformity  of  either  or  both  of  the  interphalan- 
geal joints  of  any  toe — generally  the  second 
(Fig.  10).  The  condition  is  a congenital  defect 
which  bears  no  relation  to  footwear  except  that 
short  shoes  are  a possible  cause  where  the 
second  toe  is  longer  than  the  first  toe.  The 
complaint  generally  is  of  a cosmetic  nature  on 
the  part  of  the  parent  although  later  a dorsal 
callosity  may  develop  and  become  painful  to 
the  patient.  Splints  of  all  types  and  stretch- 
ing of  the  deformity  are  of  no  value  from  a cura- 
tive standpoint.  After  about  ten  years  of  age 
arthrodesis  of  the  affected  joint  may  be  per- 
formed for  permanent  correction  and  relief. 

Web  Toe. — This  condition  is  a congenital 
defect  in  which  segmental  differentiation  of  the 
toes  fails  to  take  place  (Fig.  11).  The  webbing 
may  be  by  skin  and  soft  tissue  or  by  bone. 
The  web  may  extend  only  to  the  proximal 
interphalangeal  joint,  to  the  distal  inter- 
phalangeal joint,  or  to  the  tip  of  the  toes. 
Generally  speaking,  the  digits  are  distinct  with 
the  bones,  joints,  and  nails  developed  normally. 
Inasmuch  as  symptoms  rarely  develop  in  such 
toes,  treatment  is  unnecessary  except  occasion- 


Fig.  11.  Webbed  toes.  Note  on  left  failure  of 
segmentation  of  second  and  third  toes  which  roent- 
genogram on  right  demonstrates  to  be  due  to  soft 
tissue  only. 


Fig.  12.  Subluxated  fifth  toe.  Note  on  left 
that  fifth  toe  is  displaced  dorsally  and  adducted 
over  the  fourth  toe. 

ally  when  plastic  repair  is  performed  for  cos- 
metic reasons. 

Overlapping  Toe. — This  term  applies  to  a 
congenital  defect  in  which  a toe  is  elevated 
above  the  adjacent  toes,  most  often  the  second 
or  third.  Splints  to  hold  the  toe  in  position  or 
the  strapping  of  the  toe  to  an  adjacent  toe  may 
be  used  but  will  not  correct  the  condition. 
Often  the  elevated  toe  will  assume  a normal 
position  without  treatment,  but  if  the  condition 
persists  and  becomes  symptomatic  later  in  life, 
amputation  may  be  performed. 

Subluxated  Fifth  Toe. — The  condition  is  a 
congenital  deformity  in  which  the  fifth  toe  is 
subluxated  dorsally,  rotated  externally,  and 
adducted  over  the  fourth  toe  (Fig.  12).  In  the 
past,  surgery  consisted  of  amputating  the  toe, 
but  today  the  treatment  of  choice  is  to  remove 
the  contracture  and  straighten  the  toe  by  the 
Lantzounis  procedure.3 

Varus  Toe. — This  is  another  congenital 
deformity  in  which  the  distal  phalanx  of  one  or 
more  of  the  lateral  four  toes  is  curved  over  or 
under  the  inner  adjacent  toe  (Fig.  13).  Often 
the  deformity  is  painful,  due  to  weight  bearing 
on  the  bottom  toe  or  rubbing  of  the  shoe  on  the 
top  toe.  Generally,  the  deformity  is  fixed,  pre- 
venting the  use  of  conservative  methods  of 


Fig.  13.  Varus  toes — distal  phalanx  of  each  of 
the  lateral  three  toes  is  curved  under  the  inner  ad- 
jacent toe. 
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Fig.  14.  Hallux  varus.  Note  on  the  right 
medial  deviation  of  first  toe,  while  the  opposite  foot 
is  normal. 


treatment.  Correction  is  obtained  by  arthrod- 
esing  the  involved  interphalangeal  joint  with 
the  phalanx  in  straight  alignment. 

Hallux  Varus. — This  term  is  applied  to 
abduction  or  medial  deviation  of  the  first  toe 
(Fig.  14).  Although  congenital,  it  is  more  or 
less  a normal  finding  in  infants.  It  produces 
no  symptoms  and  does  not  require  treatment 
because  as  soon  as  shoes  are  worn  the  toe  will 
assume  a straight  position. 

Accessory  Toe. — Not  infrequently,  children 
are  born  with  extra  toes,  and  whenever  the 
x-ray  studies  reveal  all  digits  to  be  normal,  no 
treatment  is  indicated  (Fig.  15).  However,  at 
times  the  abnormal  position  of  the  toes  or  the 
projecting  segments  of  bone  produce  a defor- 
mity which  is  unsightly  or  symptomatic  due  to 
shoe  pressure  (Fig.  16).  The  only  treatment 
is  amputation  of  the  supernumerary  digit, 
preferably  at  birth. 

Callosities. — So-called  corns  develop  in  chil- 
dren only  on  the  toes,  most  frequently  the  first 
and  fifth.  The  condition  is  a mere  protective 
I thickening  of  the  skin  due  to  abnormal  shoe 
pressure.  It  produces  no  symptoms,  but  the 
( mother  notices  the  skin  to  be  red  and  thick- 
' ened.  It  is  an  indication  of  improper  fitting  of 
l the  shoes,  either  too  short  or  too  narrow,  and  is 
j relieved  completely  by  obtaining  larger  shoes. 

Metatarsus  Varus.— The  common  name  for 
| this  cqndition  is  pigeon  toe.  It  consists  of 
j!  varus  or  adduction  of  the  forefoot  on  the  rear- 
I foot  (Fig.  17).  The  deformity  may  be  postural 
i or  structural,  and  this  differentiation  is  ex- 
I tremely  important  because  of  the  difference  in 
treatment  and  prognosis. 

In  the  postural  type,  examination  will  reveal 
the  deformity  to  be  flexible  and  to  be  over- 
corrected easily  by  passive  manipulation. 
Such  a condition  is  frequently  normal  in 
! infants,  but  internal  tibial  torsion  and  internal 
rotation  of  the  entire  extremity  must  be  ruled 


Fig.  15.  Accessory  toes.  Note  that  although 
each  forefoot  is  broad  and  the  last  metatarsal  bone 
bifurcated  the  six  toes  of  each  foot  appear  normal, 
and  surgery  is  not  indicated. 


Fig.  16.  Accessory  toes.  Note  that  because  one 
of  the  seven  toes  on  the  left  foot  overlies  the  fourth 
toe,  surgery  is  indicated. 


out.  The  treatment  consists  only  of  applying 
a wedge  to  the  outer  aspect  of  the  sole  of  the 
shoe,  measuring  Vs  inch  in  young  children  and 
3/i6  inch  in  older  children.  Upon  walking  such 
wedges  automatically  change  the  forefoot  to  a 
straight  position,  and  the  correction  gradually 
becomes  permanent. 

In  the  structural  type,  examination  will 
reveal  the  deformity  to  be  fixed  and  over- 
correction by  passive  manipulation  not  pos- 
sible. This  type  of  deformity  belongs  to  the 
clubfoot  family,  requires  much  more  extensive 
and  involved  treatment,  and  the  prognosis  for 
full  correction  is  much  less  favorable.  Treat- 


Fig.  17.  Metatarsus  varus.  Note  on  the  right 
the  forefoot  is  adducted  on  the  rear  foot,  while  on 
the  left  the,  foot  is  normal. 
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Fig.  18.  Talipes  equinovarus — a true  clubfoot  on 
the  left  and  a normal  foot  on  the  right. 

ment  should  consist  of  wedging  plaster  casts  in 
which  the  forefoot  is  forced  gradually  into  a 
position  of  overcorrection  and  held  there  for 
six  weeks. 

Talipes  Equinovarus. — This  is  the  medical 
term  for  true  clubfoot,  and  the  colloquial 
term,  “clubfoot,”  should  be  reserved  for  this 
type  of  deformity  only.  It  is  an  inherited  and 
congenital  deformity  of  a severe  type  (Fig.  18). 
The  prognosis  for  cure  always  must  be  guarded. 
The  diagnosis  is  established  by  the  possible 
history  of  similar  deformities  in  the  family 
and  the  physical  findings  of  a fixed  deformity  in 
which  the  forefoot  is  turned  in,  the  heel  drawn 
up,  and  the  foot  held  in  inversion  and  plantar 
flexion.  In  those  cases  in  which  the  diagnosis 
is  difficult  because  the  degree  of  deformity  is 
mild,  a simple  method  of  establishing  the 
diagnosis  is  to  palpate  the  space  between  the 
navicular  tubercle  and  the  medial  malleolus. 
In  the  normal  foot  this  space  is  the  width  of 
the  little  finger,  and  the  two  bones  are  never 
approximated,  while  in  all  true  clubfeet  the 
space  is  decreased  in  width,  and  often  the  two 
bones  are  in  direct  approximation.  The 
treatment  of  clubfeet  is  tedious,  difficult,  and 
highly  technical.  It  should  be  instituted  at 
birth,  even  while  the  baby  is  still  in  the  hospital, 
because  the  ease  and  degree  of  correction  is 
related  closely  to  the  age  of  the  patient.  Al- 
though many  types  of  treatment  have  been  and 
are  being  used,  the  most  dependable  and  best 
established  method  for  correction  is  to  apply 
and  to  wedge  plaster  casts  after  the  method  of 
Kite.4  Surgery  today  is  reserved  for  residual 
deformities  later  in  life. 

Summary 

Brief  comments  on  the  practical  aspects 


concerning  diagnosis  and  treatment  of  the 
ordinary  foot  problems  in  children  is  presented 
to  the  pediatrician. 

Discussion 

Fred  W.  Bush,  M.D.,  Rochester. — The  field  of  the 
pediatrician  in  the  management  of  foot  problems  is 
closely  linked  to  the  orthopedic  surgeon,  in  that 
early  recognition  and  early  orthopedic  care  of  con- 
genital malformations  of  the  feet  are  very  necessary 
to  their  correction.  Conditions  requiring  treatment 
must  be  recognized  before  contractions  begin  to  take 
place  in  the  ligamentous  structures  which  would 
markedly  increase  the  difficulty  in  manipulation 
and  correction.  Every  newborn  infant  should  have 
a careful  examination  of  his  feet.  I agree  with  Dr. 
Liebolt  that  many  feet  in  the  newborn  that  show 
bizarre  positions  frequently  correct  spontaneously. 
What  we,  as  pediatricians,  are  particularly  interested 
in  is  the  foot  described  as  weak  foot  and  pronated 
foot.  As  children  begin  to  stand,  all  show  some 
degree  of  weakness — flat  feet  being  universal. 
Accompanying  this  in  some  cases  is  pronation  and 
pigeon  toe,  whereas  some  cases  are  definitely  what 
we  feel  are  congenitally  flat  feet.  I agree  that  at 
least  50  per  cent  of  the  weak  feet  will  correct  them- 
selves regardless  of  the  type  of  shoe  or  treatment 
instituted.  In  my  experience  congenital  flat  feet 
are  usually  painless  and  symptomless,  and  since 
they  often  remain  so,  my  practice  is  to  disregard 
them  unless  the  child  complains  of  leg  aches.  The 
early  shoes  many  pediatricians  recommend  are  soft- 
soled,  flexible  shoes.  I use  these  with  no  correction 
unless  symptoms  are  present  until  the  child  is  about 
three  years  of  age,  at  which  time  a sponge  rubber 
cookie  for  the  longitudinal  arch  or  wedging  of  the 
inner  surface  of  the  heel  is  advised.  This  is  done  if 
the  feet  are  not  making  progress  or  if  the  child  com- 
plains of  being  tired  after  walking  a short  distance. 
At  this  time  exercises  such  as  picking  up  marbles, 
tiptoe  games,  and  up-on-the-toes  exercises  are  recom- 
mended. I would  be  interested  in  Dr.  Liebolt’s 
opinion  of  the  moccasin  type  shoe  and  the  various 
flexible  soled  shoes  for  children  up  to  three  years  of 
age. 

I endorse  the  idea  that  it  is  our  job  to  protect  our 
patients  from  being  exploited  by  shoe  salesmen  and 
shoemakers,  and  I feel  very  strongly  that  our  exam- 
ination should  include  advice  as  to  foot  care. 

The  anomalies — webbed  toes,  accessory  toes, 
hammer  toes,  crowded  and  overlapping  toes — have 
been  fully  covered,  and  I am  in  agreement  with  the 
treatment  offered.  The  cases  requiring  surgery, 
however,  are  seen  early  more  frequently  by  the 
orthopedic  surgeon,  I am  sure,  as  are  the  cases  in 
which  the  pediatrician  finds  himself  at  a loss  to  ex- 
plain the  pain  of  osteochrondritis  of  any  of  the  bones 
of  the  foot. 
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CLASSIFICATION  OF  BONE  DISEASES 
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IN  1925,  Mandl  successfully  removed  a para- 
thyroid adenoma  in  a patient  with  Reckling- 
hausen’s bone  disease.1'2  This  operation  led  to 
an  almost  complete  clinical  cure.  The  patient, 
who  had  been  confined  to  bed  and  who,  for  a long 
time,  had  been  suffering  excruciating  pains,  was 
soon  able  to  get  up  and  ultimately  walked,  even 
without  the  help  of  a cane. 

Mandl’s  discovery  was,  of  course,  received  with 
great  enthusiasm.  Everywhere  physicians  and 
surgeons  searched  for  patients  with  Reckling- 
hausen’s bone  disease,  and  the  large  number  of 
successful  operations  reported  in  and  near  1930 
was,  at  least  in  part,  the  result  of  a careful  culling 
of  such  patients  from  homes  for  incurable  crip- 
ples in  order  to  find  as  many  candidates  for  para- 
thyroidectomy as  possible.  Soon  it  became  evi- 
dent that  the  diagnosis  of  Recklinghausen’s  bone 
disease  required  more  careful  criteria  than  the 
presence  of  a widespread  or  even  generalized 
osteitis  fibrosa  with  cyst  formation  as  originally 
described  by  Recklinghausen. 

Mandl,  in  his  original  publication,  already  in- 
* sisted  that  before  operation  the  calcium  content 
of  his  patient’s  serum  had  been  abnormally  high 
and  that  the  urine  had  been  turbid  due  to  exces- 
sive excretion  of  calcium  phosphate.  After  re- 
moval of  the  adenoma  both  these  phenomena  dis- 
appeared and  returned  to  normal.  Other  investi- 
gators elaborated  upon  these  findings,  and  soon  it 
was  emphasized  that  Recklinghausen’s  bone  dis- 
. ease  is  only  one  of  the  clinical  entities  which  result 
when  hyperparathyroidism  due  to  hyperfunction 
of  the  parathyroids  sets  in.3-5  For  the  diagnosis 
of  Recklinghausen’s  bone  disease  the  clinical 
picture,  the  anatomic  findings  in  a biopsy  of  the 
, bone,  and  the  roentgenograms  are  of  importance, 
1(j  but  still  more  important  is  the  presence  of  the 
i-  biochemical  syndrome  of  hyperparathyroidism. 
This  biochemical  syndrome,  which  must  be  pres- 
ent before  the  diagnosis  of  Recklinghausen’s  bone 
''  disease  can  be  made,  consists  of  increase  of  the 
! calcium  content  of  the  serum  (normal  9.5  to  10.5 
mg.  per  cent);  decrease  of  the  inorganic  phos- 
! phorus  content  of  the  serum  (normal  3 to  4 mg. 

per  cent);  excessive  excretion  of  calcium  in  the 
. urine,  and  excessive  excretion  of  inorganic  phos- 
phorus in  the  urine. 

For  completeness  sake  it  may  be  added  that 
when  this  biochemical  syndrome  is  found,  one  or 
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more  parathyroid  adenomas  must  be  present, 
even  if  roentgenologic  studies  do  not  reveal  clear- 
cut  abnormalities  of  the  skeletal  structure.  In 
such  cases  of  hyperparathyrodism  without  bone 
lesions  the  formation  of  renal  stones  is  often  the 
outstanding  sign.6 

Increase  of  the  alkaline  phosphatase  of  the 
serum  is  also  a nearly  constant  sign  of  Reckling- 
hausen’s bone  disease.  It  is  dependent  upon  the 
increase  in  bone  reparation  which  is  always  present 
in  this  disease,  but  it  is  not  caused  by  hyperpara- 
thyroidism per  se. 

Only  in  patients  with  bone  disease  who  exhibit 
the  full  biochemical  syndrome  of  hyperparathy- 
roidism is  the  search  for  a parathyroid  adenoma 
indicated.  During  the  wave  of  enthusiasm  which 
developed  after  Mandl’s  publication,  many  pa- 
tients with  cystlike  areas  on  the  roentgenograms 
suffered  an  unsuccessful  exploration  for  a para- 
thyroid adenoma.  Thus  it  soon  became  neces- 
sary to  distinguish  hyperparathyroidism  from 
other  bone  diseases  which  had  a certain  similarity 
to  Recklinghausen’s  bone  disease.  This  was  the 
reason  why  in  1932  we  described,  together  with 
Parisel,  and  in  1934,  with  Posthuma,  two  patients 
who,  in  our  opinion,  exhibited  a syndrome  which 
at  that  time  was  commonly  diagnosed  as  Reck- 
linghausen’s bone  disease,  but  which  could  be 
easily  distinguished  from  this  disease.7-8 

Case  Reports 

Case  i.— The  first  patient  was  a girl,  ten  years  old, 
who  had  started  to  menstruate  regularly  when  she 
was  only  seven  years  old.  When  we  saw  her  in 
1932,  she  had  already  suffered  five  femur  fractures 
in  the  course  of  the  last  three  years.  Physical 
examination  revealed  extensive  bone  lesions  apart 
from  the  presence  of  several  small  brown  naevi  on 
face  and  chest.  There  existed  gross  deformities  of 
the  upper  parts  of  both  femora  with  swelling  of  both 
humeri.  Roentgenograms  showed  extensive  cyst- 
like areas  in  both  femora  and  humeri  and  many 
other  bones.  A parathyroid  exploration  had  been 
performed  twice  but  without  success. 

A biopsy  in  one  of  the  pseudocystic  areas  showed 
that  no  actual  cyst  was  present.  There  was  a cavity 
filled  with  soft  and  friable  bone  tissue  which  at 
microscopic  examination  showed  the  presence  of 
osteitis  fibrosa  and  a few  nests  of  xanthoma  cells 
filled  with  double  refracting  particles,  that  is,  choles- 
terol esters.  After  decalcification,  bone  trabeculae 
were  found,  between  which  fibrous  marrow  was 
present.  In  some  areas,  rows  of  osteoclasts  adjacent 
to  bone  trabeculae  were  present. 

This  patient  died  in  1936  of  a fibrosarcoma  of  the 
femur. 
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Case  2. — The  second  patient  was  a man  of  thirty- 
five  years  whom  we  first  observed  in  1934.  From 
the  age  of  eleven  till  date  of  admission  he  had  suf- 
fered two  spontaneous  fractures  of  the  left  upper 
arm,  of  the  right  upper  arm,  and  of  one  finger. 
Examination  showed,  apart  from  several  large  pig- 
mented areas  of  the  mucous  membrane  of  lips  and 
mouth,  multiple  lesions  of  the  skeleton.  The  face 
was  asymmetric;  there  was  considerable  swelling  of 
the  right  frontal  bone  above  the  superciliary  arch, 
and  roentgenologic  examination  showed  the  presence 
of  extensive  cystlike  areas  with  thinning  of  the  cor- 
tex in  both  humeri,  in  the  right  radius,  in  the 
scapula,  in  the  left  femur,  and  in  the  right  calcaneus 
bone.  At  the  time  we  stressed  the  absence  of  hyper- 
calcemia and  hypercalciuria.  In  addition,  we 
emphasized  that,  apart  from  the  osteolytic  cystlike 
areas,  there  was  no  thinning  of  the  cortex  of  the  bone 
of  the  rest  of  the  skeleton.  In  Recklinghausen’s 
bone  disease  the  osteitis  fibrosa  is  generalized  and 
also  leads  to  a decalcification  and  destruction  of  the 
cortex  of  the  skeleton  in  areas  where  no  cystic  de- 
generation has  occurred. 

In  view  of  the  biochemical  findings  this  patient 
could  not  suffer  from  hyperparathyroidism  nor, 
therefore,  from  Recklinghausen’s  bone  disease. 
This  was  further  confirmed  at  exploration  when  the 
parathyroids  proved  to  be  normal.  Biopsy  of  the 
left  humerus  and  of  the  right  humerus  only  showed 
the  presence  of  osteitis  fibrosa.  Not  satisfied  with 
these  findings,  we  performed  a biopsy  of  the  left 
greater  trochanter  which  again  revealed  the  presence 
of  osteitis  fibrosa  in  which  many  islands  of  xanthoma 
cells  filled  with  cholesterol  esters  were  found. 

The  biopsy  reports,  as  published,  read'  as  follows: 

1.  Right  humerus:  Microscopically  the  cyst- 
like area  consisted  of  cellular  connective  tissue. 
Many  bone  trabeculae  were  present,  often  sur- 
rounded by  a zone  of  osteoid  tissue.  In  addition, 
there  were  bone  trabeculae  around  which  many 
osteoclasts  were  situated.  The  pieces  of  bone 
cortex  showed  fibrous  bone  marrow,  and  the  cellu- 
lar fibrous  tissue  mentioned  above  was  found  at 
the  inner  side  of  these  cortex  fragments.  No 
lipoid-containing  cells  were  present. 

2.  Head  of  the  femur:  A large  number  of  tis- 

sue fragments  varying  in  size  from  y2  cm.  to  3 by 
2 Vs  by  3 cm.  were  obtained,  consisting  of  white, 
somewhat  glassy,  firm  tissue.  Many  of  these 
tissue  pieces  showed  brown  spots.  Several  irregu- 
lar yellow  spots  to  a size  of  1/2  cm.  were  also  seen. 
A few  small  pieces  of  bone  were  present.  Micro- 
scopically, the  main  part  of  the  tissue  consisted  of 
fibrous  connective  tissue  which  in  general  was 
poor  in  nuclei.  A few  remnants  of  bone  tissue 
were  found,  occasionally  surrounded  by  an  osteoid 
zone.  ■ 

The  yellow  areas  mentioned  above  appeared  to 
consist  of  islands  of  typical  xanthoma  cells.  In 
the  specimen,  stained  with  sudan,  these  cells  con- 
tained needle-like  crystals  which  were  bi-refractile 
and  stained  pale  yellow.  Heating  of  the  un- 
stained specimen  resulted  in  the  formation  of 
bi-refractile  drops. 

On  the  basis  of  these  data  the  diagnosis  of  xan- 
thomatosis of  the  bone  was  made. 

The  pigmentation  of  the  mucous  membrane  of 


lips  and  mouth  and  the  findings  of  a slight  hypoten- 
sion led  to  the  determination  of  the  sodium  content 
of  the  serum.  As  this  was  repeatedly  found  to  be 
normal,  the  presence  of  Addison’s  disease  could  be 
excluded.  Treatment  with  cortical  extract  did  not 
influence  the  condition. 


We  thus  defined  a syndrome  consisting  of 
multiple  cystlike  areas  of  bone,  normal  structure 
of  the  skeleton  in  so  far  as  it  was  not  involved  in 
this  cystlike  degeneration,  osteitis  fibrosa  in 
which  large  nests  of  xanthoma  cells  could  be 
found,  absence  of  the  biochemical  syndrome  of 
hyperparathyroidism,  and  absence  of  a parathy- 
roid adenoma.9 

The  separation  of  this  syndrome  was  important 
in  order  to  prevent  unnecessary  operations  on  the 
parathyroids.  At  the  time  we  were  much  im- 
pressed by  the  presence  of  islands  of  xanthoma 
cells.  As  mentioned  above,  we  even  performed 
three  biopsies  on  our  second  patient  in  order  to  find 
these  islands.  In  this  respect  we  followed  the 
example  of  Kienboeck  who  had  insisted  that  cyst- 
like areas  of  the  skeleton  may  represent  xantho- 
mas or  lipoid  granulomas.  Thus,  we  carefully 
studied  these  cases  for  the  presence  of  other  signs 
of  lipoid  granuloma  which,  by  the  way,  we  could 
not  reveal.  Nevertheless,  we  designated  this  new 
entity  of  skeletal  disease  as  lipoid  granulomatosis 
of  the  bones  without  signs  of  Hand-Schiiller- 
Christian  disease. 

In  1937  Albright  described  several  instances  of 
this  syndrome.10,11  He  named  this  disease 
osteitis  fibrosa  with  pigmentation  (as  present  in 
both  of  our  patients)  and  precocious  puberty  (as 
present  in  our  female  patient)*  In  1938,  Lichten- 
stein, later  Lichtenstein  and  Jaffe,  stressed  the 
fact  that  the  bone  lesion  is  the  outstanding  lesion 
of  this  syndrome.12  They  make  it  clear  that  only 
one  in  every  twenty  to  thirty  cases  that  show 
these  cystlike  lesions  of  the  skeleton  also  present 
pigmentations  with  irregular  edges  and  pre- 
cocious puberty.  They  also  insisted  that  the 
term  osteitis  fibrosa  was  unfortunate  because 
osteitis  fibrosa  is  too  general  a designation  and 
rebaptized  the  disease  as  polyostotic  fibrous  dys- 
plasia. The  latter  name  has  become  popular, 
although  many  clinicians  use  the  name  Albright’s 
disease.  Monostotic  fibrous  dysplasia  also  occurs 
frequently.  In  the  course  of  years  it  has  been 
brought  out  that  in  cases  with  multiple  bone  in- 
volvement the  lesions  are  sometimes  limited  to 
one  side  of  the  body.  In  our  material  this  charac- 
teristic of  the  disease  has  occurred  less  frequently 
than  has  been  emphasized.  Sexual  precocity  is 
relatively  frequent  in  the  female  patients  but  has 
also  been  observed  in  a few  instances  in  boys. 

In  1938,  we  described  sarcoma  development  in 
an  area  of  fibrous  dysplasia  as  was  later  observed 
by  Coley  and  Stewart  and  also  by  Jaffe.13  In 
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addition,  Jaffe  has  reported  that  occasionally  one 
of  the  lesions  may  show  exuberant  growth  and 
thus  lead  to  the  formation  of  a large  tumor-like 
mass.14 

Jaffe  and  Lichtenstein  carefully  described  the 
pathology  of  the  disease.15  They  emphasized 
that  the  cystlike  areas  are  not  actually  cystic.  In 
these  lesions  the  bone  is  replaced  by  a yellow- 
white  fibrous  tissue  which  is  often  gritty  in  char- 
acter due  to  the  presence  of  minute  spicules  of 
bone.  The  connective  tissue  is  often  arranged  in 
characteristic  whorls.  The  bone  spicules  consist 
of  trabeculae  of  partly  calcified,  newly  formed 
bone  which  is  formed  by  direct  metaplasia  of  con- 
nective tissue.  As  mentioned  by  Schlumberger, 
even  the  more  mature  trabeculae  are  deeply  pene- 
trated by  bundles  of  collagenous  fibers.16  Much 
less  frequently,  fiber  bone  and  islets  of  cartilage 
are  found  within  the  lesion. 

It  should  be  added  that  several  investigators 
have  confirmed  our  original  observation  of  the 
presence  of  large  islands  of  xanthoma  cells  in  the 
areas  of  coarse  fibrous  tissue  which  replace  the 
bone  marrow.  Adams,  Compere,  and  Jerome  in 
one  case  stated  that  the  pseudocystic  lesion  con- 
tained loose  fibrous  tissue  and  nests  of  xanthoma 
or  foam  cells.17  Coleman  reported  an  autopsy 
case  where,  apart  from  the  bone  lesions  near  the 
hilum  of  the  kidney,  several  irregular  yellow 
masses  were  found.18  These  masses  were  soft, 
ill-defined,  not  vascular,  and  resembled  lipoid 
masses,  somewhat  like  cortical  substance  of  the 
adrenal  glands.  Windholz  mentions  groups  of 
xanthoma  cells  visible  in  the  vicinity  of  blood  ves- 
sels of  which  he  presents  an  excellent  picture.19 
Albright  and  also  Jaffe  and  Lichtenstein  have 
always  been  of  the  opinion  that  these  islands  do 
not  represent  a primary  lipoid  granulomatosis. 
The  formation  of  the  xanthoma  cells  was,  in  their 
opinion,  secondary  to  the  original  pathologic 
lesions.  Windholz  believes  that  the  xanthoma 
cells  indicate  resorption  of  fatty  material  from 
the  tissue  of  the  dysplastic  focus. 

Whereas  we ' characterized  this  disease  as  a 
granuloma  with  tendency  to  xanthomatous 
infiltration,  and  thereby  as  a variation  of  Hand- 
Schuller-Christian’s  disease,  Albright  postulated 
a malformation  of  the  central  nervous  system. 
Lichtenstein  and  Jaffe  suggest  that  a develop-' 
mental  defect  of  the  bone-forming  mesenchyma 
may  be  the  cause  of  this  syndrome.  They  are 
inclined  to  consider  the  individual  bone  lesions  as 
tumor-like  malformations  resulting  from  flaws  of 
development  and  characterized  by  defects  of  tis- 
sue combination.  Thannhauser  defended  the 
opinion  that  a close  relation  exists  between  this 
disease  and  neurofibromatosis.20 

In  many  excellent  articles  on  these  remarkable 
skeletal  lesions  Albright  and  Jaffe  have  always 


insisted  that  this  disease  is  a separate  entity  and 
that  it  is  easy  to  distinguish  between  actual 
lipoid  granulomatosis  of  the  bones  and  the  disease 
which  is  nowadays  described  as  Albright’s  disease 
or  polyostotic  fibrous  dysplasia.  Thus,  in  the 
course  of  years  the  differentiation  of  this  clinical 
entity  from  Recklinghausen’s  disease  of  the  bone 
has  become  less  important  than  the  speculations 
about  its  pathogenesis. 

Reviewing  the  data  available  in  the  literature, 
it  must  be  conceded  that  no  observer  has  reported 
gross  areas  of  xanthoma  tissue  in  patients  with 
polyostotic  fibrous  dysplasia  in  whom  pigmenta- 
tion, precocious  puberty,  or  segmental  distribu- 
tion of  bone  lesions  were  found  at  the  same  time. 
In  one  autopsy  of  a patient  with  fibrous  dysplasia, 
reported  by  Sternberg  and  Joseph,  careful  ana- 
tomic examination  failed  to  reveal  the  presence  of 
lipoid  granuloma.21  The  bones  of  the  right 
humerus  and  femur  were  examined,  and  no  trace 
of  lipoid  granuloma  was  found.  In  another 
autopsy  which  has  not  yet  been  reported  in  detail 
only  two  islands  of  xanthoma  cells  were  found.22 
Pigmentations  with  irregular  edges  and  prema- 
ture menarche  have  not  been  found  in  genuine 
cases  of  lipoid  granulomatosis  and  favor  the  diag- 
nosis of  polyostotic  fibrous  dysplasia.  Albright 
has  especially  emphasized  that,  in  the  latter  dis- 
ease, on  the  roentgenograms  not  only  bone  de- 
struction but  also  increased  bone  formation  can 
be  visualized,  in  lipoid  granulomatosis  hyperos- 
tosis or  osteosclerosis  allegedly  does  not  occur.22 
Jaffe  has  insisted  that  thickening  and  overgrowth 
of  bone  at  the  occipital  squama,  which,  by  the 
way,  our  very  first  patient  in  1932  also  showed,  is 
of  considerable  importance  for  the  diagnosis  of 
polyostotic  fibrous  dysplasia.23 

Regardless  of  the  question  whether  this  syn- 
drome is  closely  connected  with  xanthomatosis  of 
the  bones  or  not,  these  different  diagnostic  criteria 
are  not  always  foolproof.  As  originally  defended, 
cases  of  burnt-out  lipoid  granulomatosis  may  be 
diagnosed  as  polyostotic  fibrous  dysplasia.  Such 
was  the  case  in  the  patient  described  below. 

Case  8. — A thirty-one-year-old  man  was  admitted 
in  October,  1945.  The  actual  complaint  was  right 
lower  back  pain  of  four  months  duration.  Since  the 
age  of  fourteen  he  had  suffered  several  pathologic 
fractures.  In  1928,  he  broke  his  right  thigh  after  a 
fall  on  the  stairs;  in  1929,  he  broke  his  left  thigh 
while  at  play;  in  1930,  he  broke  his  left  tibia  and 
fibula  after  minor  exertion;  in  1936,  he  broke  his 
left  fifth  metatarsal  while  stepping  from  the  curb 
onto  the  pavement.  For  the  last  six  years  he  had 
been  complaining  of  crampy  sensations  in  the  calves. 
For  twelve  years  he  had  had  a swelling  of  the  left 
lower  jaw  at  one  of  the  incisors.  Nothing  in  the  his- 
tory suggested  the  presence  of  diabetes  insipidus  or 
other  endocrinologic  disturbances.  There  were  no 
bone  diseases  in  the  family.  Physical  examination 
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showed  the  presence  of  approximately  twelve  small, 
discrete,  soft,  dark  brown  elevations  over  arms, 
back,  and  abdomen.  These  were  not  caf6-au-lait 
spots  but  probably  small  moles.  The  left  leg  was 
about  1 cm.  shorter  than  the  right. 

Laboratory  examination  showed  that  the  urine 
and  the  total  blood  count  were  normal.  Blood  urea 
nitrogen  was  13  mg.  per  cent;  fasting  blood  sugar, 
65  mg.;  serum  calcium,  11.5  mg.;  phosphorus,  3.0 
mg.;  alkaline  phosphatase,  five  King- Armstrong 
units.  The  cholesterol  was  moderately  increased; 
total  cholesterol  was  reported  as  380  mg.,  420  mg., 
and  480  mg.,  cholesterol  esters,  225  mg.  and  235  mg. 
Renal  function,  as  demonstrated  by  the  concentra- 
tion and  phenolsulfonthalein  tests,  was  normal.  The 
basal  metabolic  rate  was  plus  1 per  cent.  On  a 
calcium-poor  Bauer-Aub  diet,  the  urinary  calcium 
excretion  was  moderately  increased,  657  mg.  in 
2,250  cc.  of  urine  in  the  course  of  three  days. 

The  roentgenologic  report  read  as  follows: 

Examination  of  the  skull,  long  bones,  feet, 
lumbar  vertebrae,  and  pelvis  shows  considerable 
mottling  of  the  bones  of  the  calvarium  which 
appears  to  be  due  to  irregular  areas  of  increased 
and  decreased  density.  The  outlines  of  the  sella 
turcica  are  normal.  There  is  a large  ovoid  cystic 
area  in  the  proximal  phalanx  of  the  left  fourth 
finger,  causing  local  expansion  of  the  bones  and 
bulging  of  the  lateral  cortex.  The  other  bones  of 
the  hand  do  not  appear  abnormal.  No  abnormal- 
ity in  the  bones  of  the  forearm  and  arm  or  bones 
of  the  feet  is  to  be  seen,  nor  any  distinct  abnor- 
malities in  the  lumbar  vertebrae  or  the  innominate 
bones.  There  is  a deformity  of  the  left  femur  in 
its  mid-third,  due  to  an  old  healed  fracture,  and  a 
small  area  of  rarefaction  in  the  outer  cortex  at  the 
upper  end  of  the  right  femur.  A transverse  line  of 
decreased  density  in  this  area  suggests  an  infarc- 
tion of  the  cortex.  The  cortex  at  the  outer  aspect 
of  each  tibia  in  its  middle  third  is  considerably 
thickened.  In  the  mandible,  a considerable 
irregular  area  of  rarefaction  in  the  anterior  portion 
of  the  left  side  is  present.  The  changes  do  not 
appear  to  indicate  the  presence  of  hyperparathy- 
roidism but  of  a polyostotic  fibrous  dysplasia. 

A biopsy  of  the  skull  showed  that  the  marrow 
spaces  were  filled  with  fibroblasts  and  a network  of 
fine,  connective  tissue  fibrils.  Numerous  plasma 
cells,  lymphocytes,  and  histiocytes  were  found  in  this 
fibrous  tissue.  A biopsy  of  the  cystic  lesion  of  the 
left  fourth  finger  showed  the  presence  of  a lipoid 
granuloma. 

The  presence  of  cystlike  changes  and  hyperostosis 
in  different  areas  of  the  skeleton,  especially  in  the 
skull  and  around  the  cystlike  phalangeal  lesions, 
combined  with  the  normal  calcium,  phosphorus,  and 
phosphatase  levels  in  the  serum,  actually  seemed  to 
favor  the  diagnosis  of  fibrous  dysplasia.  In  view  of 
these  roentgenologic  signs,  the  moderate  hyper- 
cholesterolemia was  disregarded.  The  biopsy  of  the 
phalangeal  lesion  revealed  the  presence  of  lipoid 
granulomatosis.  The  lesion  of  the  skull  was  prob- 
ably older,  which  would  account  for  the  extensive 
osteitis  fibrosa  found  there.  True,  the  skull  lesion 
did  not  show  the  whorls  of  coarse  and  thick  fibrous 
tissue  characteristic  of  fibrous  dysplasia  of  the  bone. 


However,  the  lesion  was  evidently  old  enough  to 
have  resulted  in  areas  of  hyperostosis  of  the  skull. 

It  may  be  questionable  whether  the  islands  of 
xanthoma  cells  which  occur  in  Albright’s  disease 
or  polyostotic  fibrous  dysplasia  justify  the  diag- 
nosis of  lipoid  granuloma.  However,  it  follows 
from  this  case  that  lipoid  granulomatosis  of  the 
bones  may  terminate  as  fibrous  osteitis  with 
hyperostosis  and  that  competent  radiologists  may 
diagnose  it  as  polyostotic  fibrous  dysplasia. 


Summary 

As  early  as  1932  and  1934,  we  described  two  ex- 
amples of  a disease  characterized  by  the  presence 
of  multiple  cystlike  changes  of  the  skeleton  which 
until  this  time  had  always  been  diagnosed  as 
Recklinghausen’s  disease  of  the  bones.  One  of 
the  patients  was  a girl  in  whom  menarche  had 
started  at  the  age  of  seven;  both  patients  showed 
hyperpigmentation  and  osteitis  fibrosa.  At  the 
same  time  we  stressed  the  presence  of  osteitis 
fibrosa  with  islands  of  xanthoma  cells  in  both 
patients.  In  view  of  the  latter  finding  we  as- 
sumed that  the  diagnosis  of  lipoid  granuloma  of 
the  bones  was  in  order.  The  occurrence  of 
accumulations  of  xanthoma  cells  in  the  fibrous 
bone  marrow  has  been  confirmed  repeatedly. 

We  differentiated  the  syndrome  which  these 
two  patients  exhibited  from  Recklinghausen’s 
disease  because  the  characteristic  biochemical 
features  of  the  latter  disease  were  absent  and  be- 
cause the  cortex  of  the  bones  was  normal  except 
in  the  areas  where  the  cystlike  areas  had  de- 
veloped. We  carefully  described  the  histology  of 
the  disease. 

In  1937,  Albright  described  seven  cases  of  this 
syndrome  as  osteitis  fibrosa  with  pigmentation 
and  precocious  puberty.  In  his  opinion  this  dis- 
ease is  a separate  entity  and  is  not  connected  with 
lipoid  granuloma  of  the  bone.  In  1939,  Lichten- 
stein and  Jaffe  concurred  with  this  opinion,  de- 
scribed the  histology  of  the  disease  in  detail  and 
designated  it  as  polyostotic  fibrous  dysplasia. 
The  cystlike  lesions  represent  areas  where  cancel- 
lous bone  and  bone  marrow  have  been  replaced 
by  firm  fibrous  tissue,  arranged  in  interlacing 
bundles  and  whorls.  In  this  fibrous  tissue,  a 
•considerable  number  of  minute  spicules  of  imma- 
ture bone,  and  sometimes  islands  of  cartilaginous 
tissue,  are  found.  In  older  lesions,  sclerosis  of 
the  bones  develops.  Cutaneous  pigmentation  is 
found  in  a considerable  number  of  these  cases,  and 
in  the  female  patients  premature  sexual  develop- 
ment is  commonly  present. 

Both  authors  insist  that  pigmentation,  pre- 
cocious puberty,  and  hyperostotic  lesions  favor 
the  diagnosis  of  fibrous  dysplasia  of  the  bones  and 
exclude  the  presence  of  lipoid  granulomatosis. 
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It  may  well  be  that  this  disease  should  be  dif- 
ferentiated from  lipoid  granulomatosis  of  the 
bones.  At  the  time  it  was  more  important  to  de- 
fine the  characteristics  of  the  disease  which  per- 
mitted differentiation  of  this  clinical  entity  from 
Recklinghausen’s  disease.  In  addition,  we  have 
always  insisted  that  some  of  the  cases  diagnosed 
as  polyostotic  fibrous  dysplasia,  even  those  pre- 
senting marked  hyperostosis,  may  represent 
burnt-out  cases  of  lipoid  granulomatosis  of  the 
bone.  One  case  illustrating  this  possibility  is  re- 
ported here. 
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CONTAMINATION  OF  FOOD  PUBLIC  HEALTH  HAZARD 


Poisons  that  remain  in  foods  after  preparation  for 
the  table  are  a hazard  to  public  health,  warns 
James  R.  Wilson,  M.D.,  Chicago,  secretary  of  the 
Council  on  Foods  and  Nutrition  of-  the  American 
Medical  Association. 

Dr.  Wilson  points  out  the  need  for  protection 
against  such  contamination  of  food  in  an  article  on 
‘ pesticides  which  appears  in  the  January  issue  of 
1 Hygeia. 

; The  pesticides,  or  poisons  to  which  Dr.  Wilson 
3 refers  are  relatively  new  products  introduced  during 
and  after  World  War  II.  Pesticides  include  insecti- 
cides, such  as  DDT,  used  to  combat  insects  that 
5 damage  crops;  fungicides,  used  to  combat  plant 
)i  diseases;  herbicides,  or  weed  killers;  and  rodenti- 
; cides,  used  in  the  control  of  rats  and  mice. 

Fresh  fruits  and  vegetables  are  considered  danger- 
ous because  there  is  little  protection  to  the  consumer 
> at  this  time  against  contamination  of  them  with 
pesticides.  Manufacturers  of  infant  foods  are  re- 
0,  fusing  to  accept  from  growers  fruits  and  vegetables 
which  contain  DDT  or  other  residues  which  cannot  be 
removed  in  processing.  Canners  have  developed 
satisfactory  methods  for  removal  of  the  residue  from 
certain  fruits,  however. 


Steers  fed  on  food  contamined  with  DDT  store 
the  material  in  their  body  fat,  and  cows  not  only 
store  it  but  also  excrete  DDT  in  their  milk.  Dr. 
Wilson  says  that  this  matter  is  being  studied. 

BHC — benzene  hexachloride,  one  of  the  newer 
insect  killers — and  parathion,  another  new  insecti- 
cide, apparently  penetrate  the  surface  of  plants  and 
are  incorporated  in  the  tissue.  These  penetrating 
poisons  cannot  be  entirely  removed  by  washing  or 
peeling,  the  article  indicates. 

The  Council  on  Foods  and  Nutrition  has  warned 
against  indiscriminate  use  of  these  pesticides  and  has 
urged  that  measures  be  taken  immediately  to  insure 
adequate  protection  for  consumers.  “Disastrous 
consequences  seem  a certainty  unless  the  use  of  the 
new  pesticides  is  surrounded  by  better  safeguards 
than  now  exist,”  Dr.  Wilson  says.  “Concerning 
their  toxicity  to  man,  there  is  a shocking  lack  of 
factual  data  having  to  do  with  the  effect  of  these 
substances  when  incorporated  in  foods  and  eaten. 
Little  of  practical  value  is  known  of  how  human 
beings  withstand  small  amounts  over  long  periods  of 
time.  Adequate  toxicity  studies  are  essential  for 
the  establishment  of  safe  methods  for  the  use  of 
these  poisons.” 


THE  RELATION  OF  SINGLE  NODULES  TO  CANCER  OF  THE 
THYROID  GLAND 

John  C.  McClintock,  M.D.,  and  John  J.  Farrell,  M.D.,  Albany,  New  York 
( From,  the  Departments  of  Surgery  and  Pathology,  Albany  Medical  College  and  Albany  Hospital) 


THE  frequency  of  malignant  disease  of  the 
thyroid  gland  has  been  indicated  in  relation 
to  many  different  factors.  Watson  and  Pool 
stated  that  thyroid  cancer  comprised  0.43  per 
cent  of  the  general  admissions  to  Memorial 
Hospital,  New  York.1  Smith,  Pool,  and  Olcott 
give  the  frequency  as  2.5  per  cent  of  all  thyroid 
specimens,  and  Cattell  reported  2.3  per  cent 
malignant  in  relation  to  all  thyroid  operations.2'3 
Many  authors  compare  the  frequency  of  cancer  to 
nodular  goiters  and  their  reported  figures  are  as 
follows:  Pemberton  4.9  per  cent;  Cole,  Slaugh- 
ter, and  Rossiter  7.2  per  cent,  and  Hinton  and 
Lord  7.6  per  cent.4-6  In  Boston,  Vanderlaan 
could  find  only  five  cases  of  malignant  thyroid 
disease  in  18,669  autopsy  protocols,  but  Schles- 
inger,  Gargill,  and  Saxe  in  the  same  city  studied 
1,373  necropsies  to  find  112  nodular  thyroid 
glands  of  which  4.5  per  cent  were  malignant.7-8 
This  confusion  concerning  the  actual  incidence  of 
malignancy  must  certainly  create  an  attitude  of 
indifference  on  the  part  of  those  doctors  whose 
contact  with  thyroid  cancer  is  infrequent. 

During  the  past  few  years  increasing  attention 
has  been  paid  to  single  nodules  in  the  thyroid 
gland  as  a source  of  malignant  disease.  This 
comparison  has  the  advantage  of  more  forcibly 
impressing  physician  and  surgeon  with  the  im- 
portance of  nodular  goiter,  because  Cole  et  al.  re- 
ported that  cancer  was  found  in  24  per  cent  of  92 
cases  of  nontoxic  single  thyroid  nodules,  and 
Ward  found  malignancy  in  14  of  100  patients  with 
solitary  thyroid  tumors.9  Because  of  this  trend 
it  was  decided  to  limit  this  study  to  the  frequency 
of  cancer  in  single  thyroid  tumors.  Our  results 
follow  the  pattern  of  the  published  statistics,  and 
they  re-emphasize  the  often  repeated  and  often 
neglected  admonition  to  remove  nodular  goiters. 

From  the  office  records  of  over  three  thousand 
patients  with  nodular  goiter  operated  on  from 
1930  to  1947,  inclusive,  1,684  cases  were  selected 
because  the  examiner  noted  a single  tumor.  The 
hospital  charts  on  this  latter  group  were  reviewed, 
and  any  suggestion  of  multiplicity  of  nodules  in 
either  the  operative  finding  or  gross  pathologic 
description  disqualified  the  case  for  this  study. 
Three  hundred  eighty-two  cases  were  finally 
selected  as  acceptable  for  the  investigation,  and 
the  original  microscopic  slides  on  all  of  this  num- 
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ber  were  studied  histologically.  Thirty-two  pa- 
tients in  this  group  had  been  given  an  original 
diagnosis  of  cancer,  and  in  three  more  the  patholo- 
gist was  suspicious  of  malignant  disease.  The  re- 
maining 347  cases  were  all  diagnosed  as  benign  on 
the  original  pathologic  examination. 

In  their  initial  review  of  the  histologic  prepara- 
tions the  authors  eliminated  those  cases  that  were 
clearly  benign.  Any  variation  in  architecture 
was  an  indication  to  prepare  additional  micro- 
scopic sections  from  the  original  tissue  blocks. 
One  hundred  forty-three  cases  were  restudied 
after  preparation  of  new  slides,  and,  of  these,  69 
were  retained  for  further  examination.  These  69 
single  tumors  still  regarded  as  “possibly  malig- 
nant” were  then  reviewed,  and  finally,  the  sec- 
tions on  25  remaining  cases  still  suspected  of 
malignancy  were  examined.* 

Among  the  347  cases  originally  diagnosed  as 
benign,  ten  cases  were  found  with  sufficient 
histologic  evidence  to  call  them  malignant. 
Histologic  evidence  of  malignancy  was  present  in 
several  additional  cases  that  had  to  be  excluded 
because,  in  spite  of  the  fact  that  only  one  tumor 
was  found  grossly,  multiple  tumors  were  found  on 
microscopic  examination.  Two  of  the  three  cases 
termed  “suspicious”  on  the  original  pathologic 
report  are  still  regarded  with  suspicion  and  are 
not  included  in  the  malignant  group.  One  of 
them,  however,  is  now  considered  definitely  to  be 
cancer  and  is  included.  In  our  entire  series  of 
382  cases  of  single  thyroid  tumors  then,  43  are 
considered  malignant,  an  incidence  of  11.25  per 
cent.  Analysis  of  the  types  of  tumor  found  re- 
vealed 17  cases  that  were  papillary  in  their  archi- 
tecture; 21  that  were  adenocarcinomas,  and  five 
which  were  highly  malignant  lesions.  The  rela- 
tive frequency  of  these  tumor  types  by  decades  is 
indicated  in  Fig.  1. 

In  only  two  of  the  43  patients  was  there  evi- 
dence of  thyrotoxicosis.  A clinical  diagnosis  of 
benign  tumor  was  made  in  26  of  the  43  cases  now 
considered  to  be  malignant.  This  fact  adds  em- 
phasis to  the  belief  that  single  tumors  of  the  thy- 
roid are  more  dangerous  than  is  generally  ac- 
cepted. Malignant  disease  was  suspected  or  di- 

* The  authors  acknowledge  their  indebtedness  to  Dr.  G.  H. 
Klinck,  Jr.,  associate  in  pathology,  Albany  Medical  College, 
and  director  of  laboratories,  Samaritan  Hospital;  Dr.  James 
R.  Roberts,  assistant  professor  of  pathology  and  bacteriology, 
Albany  Medical  College,  and  Dr.  A.  W.  Wright,  professor  of 
pathology,  Albany  Medical  College.  Appreciation  is  also 
expressed  to  Dr.  Allen  Graham  for  constructive  comments  on 
the  text. 
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Fig.  1.  Frequency  by  decades. 

agnosed  clinically  in  all  the  others  except  one,  and 
in  that  case  the  malignant  character  of  the  growth 
was  recognized  at  operation.  The  percentage  of 
cases  with  sufficient  evidence  to  suggest  a clinical 
diagnosis  of  cancer  is  the  same  as  the  average  re- 
ported in  the  literature. 4>10>  11 

In  41  of  these  cases  follow-up  information  is 
available  through  personal  observation  or  a 
statement  from  the  family  physician.  Two 
patients  are  known  to  have  local  persistence  of 
their  disease.  Two  patients  had  recurrence  of 
the  disease  with  excision  of  the  recurrence  one 
year  and  five  years  after  the  original  operative 
procedure.  Both  are  still  alive,  one  patient  eight 
years  and  the  other  thirteen  years  after  the  first 
operation.  Two  instances  of  lateral  aberrant  thy- 
roid tumors  are  included,  one  of  which  had  the 
primary  tumor  excised  while  the  other  did  not. 
The  latter  patient  had  been  operated  on  before 
coming  to  our  hospital  when  a nodule  in  the  cervi- 
cal lymph  node  chain  was  removed.  In  our  hos- 
pital another  surgeon  removed  a second  tumor 
but  did  not  do  a homolateral  thyroidectomy  in 
spite  of  a palpable  nodule  in  that  lobe.  A third 
nodule  has  since'  been  removed  from  this  patient 
in  another  city.  This  case  supports  the  belief 
that  all  lateral  aberrant  tumors  represent  metas- 
tases  from  a primary  lesion  in  the  homolateral 
lobe  of  the  thyroid  gland. 

Of  25  patients  who  were  operated  on  more 
than  five  years  ago,  five  are  known  to  be  dead. 


Four  were  followed  for  only  one  to  two  years. 
The  remaining  16  cases  are  alive  and  well  six  to 
seventeen  years  postoperatively.  Eighteen  pa- 
tients were  operated  on  during  the  years  1943  to 
1947,  inclusive.  Of  these,  three  are  dead  because 
of  their  disease,  and  two  are  living  with  persist- 
ence of  the  cancer. 

In  any  study  of  this  type  it  is  essential  that  the 
factors  used  to  establish  a diagnosis  be  clearly  set 
forth.  The  criteria  used  in  this  review  were 
those  emphasized  by  Graham  as  significant  in  the 
separation  of  early  malignant  from  benign  thy- 
roid tumors.12  Invasion  of  the  tumor  capsule, 
extension  into  surrounding  normal  tissues,  pene- 
tration through  the  endothelium  of  blood  vessels, 
or  a combination  of  these  features  was  found  in 
each  of  the  cases  diagnosed  as  malignant  (Fig.  2). 
A large  group  of  cases  was  found  in  which  acini, 
parts  of  acini,  or  groups  of  tumor  cells  were 
present  in  several  blood  vessels  and  in  more  than 
one  section  (Fig  3) . The  significance  of  this  finding 
is  not  clear.  Are  these  isolated  acini  or  cell  groups 
in  vascular  lumens  to  be  accepted  as  evidence  of 
blood  vessel  invasion?  In  general,  we  believe 
they  are  pot.  However,  multiple  sections  in  one 
such  neoplasm  did  reveal  a point  where  cells  from 
the  tumor  itself  were  actually  penetrating  the 
endothelium  and  extending  into  the  vessel  lumen, 
indicating  that  the  isolated  cell  groups  present  in 
the  vascular  lumens  at  a distance  from  the  point 
of  penetration  did  originate  in  the  tumor.  Many 
tumors  that  showed  this  finding  were  hyperplastic 
adenomas,  and  a study  is  now  under  way  to  de- 
termine whether  or  not  Loeb’s  finding  that  re- 
generating thyroid  tissue  can  invade  blood  vessels 
applies  to  hyperplastic  thyroid  epithelium.13  At 
the  present  time,  however,  we  cannot  accept  the 
finding  of  isolated  acini  or  tumor  cells  in  blood 
vessels  as  valid  evidence  of  malignant  change, 
since  such  acini  may  represent  artefacts  produced 
during  manipulation  of  the  tissue. 


Fig.  2.  Capsule  invasion. 
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Fig.  3.  Tumor  acini  in  blood  vessel.  Not  accept- 
able as  blood  vessel  invasion. 

Our  series  is  too  small  to  be  statistically  signifi- 
cant as  to  the  relative  frequency  of  the  various 
types  of  malignant  disease  of  the  thyroid  gland. 
The  variations  in  architecture  are,  however, 
associated  with  well  recognized  characteristics  of 
growth  and  metastasis  that  result  in  slight  modi- 
fication of  the  surgical  treatment  for  each  form. 
Thus,  papillary  tumors  account  for  about  30  per 
cent  of  all  thyroid  malignancies.4  They  may 
recur  or  metastasize  as  long  as  twenty  years  after 
the  original  diagnosis.14  The  survival  rates  re- 
ported are  as  high  as  80  per  cent  alive  after  five 
years.15  Complete  hemithyroidectomy  and  re- 
moval of  the  lymphoid  tissue  when  involved  is 
sufficient  surgery  in  the  usual  case  to  eliminate 
the  disease.16  Total  thyroidectomy  should  be 
done  when  the  lesion  is  near  the  midline.  Willis 
says,  “Papillary  adenomas  cannot  be  distin- 
guished from  papillary  carcinoma.”17  The  prog- 
nosis must  always  be  guarded. 

The  large  group  of  adenocarcinomas  is  notori- 
ous for  its  invasion  of  blood  vessels,  and  this  fact 
may  easily  result  in  the  early  appearance  of 
metastases  from  a tiny  nodule.  The  prognosis 
in  most  of  these  cases  is  five-year  survival  in  70 
per  cent,  but  the  histologic  finding  of  solid  foci  of 
anaplastic  cells  is  an  ominous  sign  that  reduces 
the  five-year  survival  to  about  30  per  cent  of  the 
cases.3  The  tendency  to  blood  vessel  invasion 
requires  radical  excision  of  overlying  muscles  and 
all  veins,  including  the  internal  jugular. 

Highly  malignant  tumors  are  usually  rapidly 
fatal  regardless  of  the  therapy.  Extensive  surgi- 
cal removal  of  the  growth  combined  with  deep 
x-ray  treatments  has,  according  to  Cattell,  im- 
proved the  five-year  survival  rate.3  Unfortu- 
nately, most  of  these  tumors,  except  reticulum 
cell  sarcoma,  are  radioresistant.  Only  one  pa- 
tient in  this  series  of  highly  malignant  types  is 
living  with  persistence  of  an  epidermoid  carci- 
noma first  diagnosed  two  years  ago. 

The  histologic  recognition  of  early  cancer  in  the 


thyroid  gland  is  extremely  difficult,  especially  in 
tumors  presenting  the  first  two  types  of  architec- 
tural change.  Pathologists  who  have  studied 
many  thousands  of  thyroid  specimens  do  not  al- 
ways agree  on  the  benign  or  malignant  nature  of 
a given  tumor.  Even  in  our  small  series  the 
three  pathologists  have  expressed  different  opin- 
ions regarding  the  benign  or  malignant  nature  of 
a few  tumors.  A majority  opinion  has  prevailed 
in  the  final  interpretation,  but  wherever  possible, 
a benign  diagnosis  has  been  accepted. 

We  hope  that  this  study  will  stimulate  critical 
thought  devoted  to  the  development  of  minimum 
standards  for  interpreting  existing  criteria.  The 
development  of  new  and  more  consistently  relia- 
ble aids  in  the  separation  of  benign  from  malig- 
nant thyroid  lesions  is  certainly  a field  for  future 
investigation.  Our  review  emphasizes  the  fact 
that  greater  experience  in  the  diagnosis  of  thyroid 
tumors  results  in  an  increase  in  the  number  of 
accurate  diagnoses.  An  important  part  of  this 
experience  is  the  knowledge  that  study  of  many 
sections,  preferably  serial  sections,  of  a suspicious 
neoplasm  is  absolutely  essential  if  a correct 
histologic  interpretation  is  to  be  obtained.  The 
pathologist,  therefore,  has  an  extremely  impor- 
tant role  in  the  management  of  the  thyroid  cancer 
case  because  both  the  treatment  and  the  prognosis 
are  influenced  by  the  type  of  tumor  removed. 

Summary 

1.  This  retrospective  study  of  382  single  thy- 
roid tumors  revealed  43  cases  of  malignant  dis- 
ease, ten  not  previously  recognized. 

2.  Minimum  standards  for  interpreting  the 
existing  criteria  by  which  early  malignant  lesions 
are  separated  from  benign  thyroid  tumors  must 
be  more  widely  established  because  of  the  influ- 
ence the  histologic  diagnosis  has  on  the  treatment 
and  prognosis. 

3.  Malignant  change  occurs  in  a much  higher 
percentage  of  single  thyroid  tumors  than  has 
heretofore  been  generally  accepted. 
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IT  WOULD  be  a pleasant  exercise  at  this 
time  to  discuss  thoroughly  the  anatomy 
and  physiology  of  the  sympathetic  division  of 
the  autonomic  nervous  system,  for  it  is  better 
knowledge  of  these  subjects  which  has  in- 
creased the  indications  for  surgical  and  chemi- 
cal attacks  on  the  system.  However,  since 
this  is  written  mainly  to  stimulate  an  interest 
in  the  clinical  effects  following  ablation  of 
sympathetic  nerve  impulses,  only  the  high 
points  of  those  subjects  will  be  recalled. 

When  a sufficient  number  of  good  thera- 
peutic results  are  reported  or  have  appeared 
in  my  personal  experience,  an  epitomized  case 
history  or  subject-summary  will  be  presented. 
In  each  category  of  indications  there  may  be 
less  than  good  results  or  failures,  but  if  even  in  a 
few  cases  there  is  sufficient  evidence  of  value, 
it  is  fair  to  consider  further  trials.  Of  great 
significance  when  poor  results  or  failures  are 
reported  are  the  questions  of  completeness  of 
operation,  correct  application  of  blocking 
needles,  or  proper  diagnosis  or  selection  of 
cases  in  the  beginning.  The  beneficial  results 
of  the  therapy  under  discussion  would  have 
more  universal  application  if  we  kept  in  mind 
the  physiologic  actions  of  the  system  and 
recognized  the  results  of  overstimulation. 

Results  of  Stimulation 

Objective. — A man,  paralyzed  by  fright, 
exemplifies  the  activities  of  the  system  for  easy 
remembrance.  His  hair  “stands  on  end,”  his 
pupils  dilate,  his  mouth  is  dry,  sweat  pours 
from  him,  his  hands  and  feet  are  cold,  he 
trembles,  his  heart  pounds,  and  his  blood  pres- 
sure goes  up.  For  the  time,  he  is  incapable  of 
activities  which  make  life  worth  while.  He  is  a 
completely  adrenergic  individual.  Sympa- 
thetic nerve  end  organs  and  adrenal  glands  are 
pouring  their  activators  into  his  blood.  The 
kidneys  add  renin  and  the  hypophysis 
pituitrin,  the  whole  process  starting  in  the 
frontal  lobes  of  his  brain. 

In  a lesser  degree  which  we  might  picture  as 
a chronic,  mild  fright-state,  man  exhibits 
similar  signs.  Subtract  worry  from  the  mind 
of  the  man  with  a hypersensitive  sympathetic 
nervous  system,  and  you  will  have  little  need 
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for  sympathetic  nerve  surgery.  Prolonged 
stress  of  this  sort  or  recurrent  attacks  of  over- 
activity of  the  system  are,  so  far  as  we  know, 
the  basic  causes  of  many  of  the  disease  entities 
we  are  considering.  Blood  vessels  contract,  as 
in  vasospastic  diseases  of  which  Raynaud’s, 
and  perhaps  early  Buerger’s,  are  extreme  ex- 
amples. Into  this  category  also  fall  the  vascu- 
lar spasms  accompanying  postinfantile  paraly- 
sis, extremity  traumata  followed  by  causalgia, 
Sudeck’s  disease,  thrombophlebitis,  and  the 
vasospastic  phenomena  following  frostbite, 
sprained  ankles,  sprained  shoulders,  and  the 
like. 

Sweat  gland  hyperactivity  is  seen  clinically 
in  cases  of  profuse  sweating  (hyperhidrosis) 
which  at  times  becomes  almost  completely 
disabling.  Constantly  wet  hands  and  feet 
often  make  the  sufferer  a social  and  occu- 
pational outcast.  Severe  obstipation  may  re- 
sult from  hypertonic  activity  of  the  smooth 
muscle  sphincters  of  the  rectum. 

Subjective. — Pain  impulses  are  carried  in 
sympathetic  nerve  trunks  by  means  of  pain 
fibers  similar  to  those  found  in  the  somatic 
nervous  system.  Pain  is  initiated  by  contrac- 
tion or  distention  of  viscera  and  blood  vessels 
beyond  physiologic  limits.  Examples  are  pri- 
mary dysmenorrhea,  pain  of  aortic  aneurysm, 
angina  pectoris,  painful  herpes,  intractable 
pain  of  the  gastrointestinal  tract  and  the  pan- 
creatic and  biliary  tracts.1-* 

It  is  in  the  latter  category  that  most  recent 
advances  have  been  made.  This  is  true  also  of 
cervical  sympathetic  block,  surgery  for  relief 
of  vasospastic  types  of  headache,  and,  most  re- 
cently, intractable  asthma.4-5 

Testing 

The  simplicity  of  paravertebral  procaine 
block  procedures  as  a means  of  testing  the  re- 
sults of  ablation  of  sympathetic  nerve  impulses 
should  shorten  the  period  of  disability  of  many 
patients.  Too  often  there  is  long  delay  while 
various  physical  therapy,  medical,  and  ortho- 
pedic procedures  are  tried.  It  is  well  known 
that  the  trigger  reflex  action,  which  results  in 
vasospastic  phenomena  and  pain,  may  be 
stopped  by  a ganglion  block. 

A general  block  may  be  obtained  by  the  use 
of  tetra-ethyl-ammonium  chloride.  This  sub- 
stance is  being  used  to  aid  in  determining  the 
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drop  in  blood  pressure  which  may  be  expected 
following  sympathectomy  and  for  relief  in  cer- 
tain painful  conditions,  of  which  herpes  zoster 
is  an  example.  While  it  has  been  used  in  at- 
tempts to  determine  the  value  of  proposed  sym- 
pathectomy in  peripheral  vascular  diseases,  its 
value  in  this  respect  or  as  a therapeutic  mea- 
sure is  doubtful." 

Examples  of  Use 

Necessarily  epitomized,  the  following  exam- 
ples are  offered  as  being  typical  of  what  may  be 
expected.  They  are  given  in  this  manner  in 
lieu  of  a detailed  discussion  which  would  re- 
quire a separate  paper  for  each  entity  and  de- 
feat the  purpose  of  this  presentation. 

Extremity  Pain  Followed  by  Disability. — 

Mrs.  F.  I.  first  noticed  pain  in  her  right  shoul- 
der when  she  was  ironing.  The  pain  increased 
daily  until  any  movement  of  the  arm  or  hand 
was  impossible.  The  fingers  became  blue  and 
cold  and  moist.  Finger  movement  caused 
pain.  She  was  admitted  to  a hospital  on 
July  17,  1942,  three  weeks  after  the  onset  of 
symptoms.  At  that  time,  her  shoulder,  elbow, 
and  fingers  were  stiff.  Heat  treatments  and 
massage  were  given.  After  two  weeks  without 
benefit,  the  orthopedic  service  was  called  in. 
Her  arm  was  placed  in  overhead  traction  for 
two  weeks.  Then,  under  intravenous  anes- 
thesia, the  shoulder,  elbow,  and  fingers  were 
manipulated  twice  a week  for  about  two 
months.  There  was  no  betterment.  The 
prospect  of  complete  ankylosis  of  the  entire 
right  upper  extremity  was  imminent. 

However,  after  the  first  stellate  ganglion  and 
upper  thoracic  block  with  15  cc.  of  1 per  cent 
procaine  solution,  the  patient’s  hand  became 
warm  and  painless.  She  was  able  to  attempt 
movements.  Two  more  blocks  were  given  at 
intervals  of  a few  days.  The  improvement 
was  progressive.  The  patient  cooperated  will- 
ingly, manipulating  her  fingers  with  her  left 
hand  and  raising  her  arm  of  her  own  volition. 
There  was  no  pain.  In  a few  months  she  was 
crocheting. 

There  has  been  no  recurrence,  and  at  the 
present  time  all  motions  are  normal.  She  is 
working  as  a practical  nurse. 

This  is  an  extreme  example,  but  it  gives  the 
lead  to  early  treatment  of  similar  disorders  of 
lesser  degree  but  of  equally  painful  beginnings. 
The  vasospastic  nature  of  the  picture,  with 
lack  of  nutriment  to  the  involved  parts,  is  indi- 
cated in  the  case  of  Mrs.  F.  I.  by  the  fact  that 
she  found  it  unnecessary  to  cut  her  fingernails 
during  the  entire  period  preceding  the  procaine 
blocks.  There  was  no  osteoporosis. 


The  osteoporosis  of  post-traumatic  painful 
osteoporosis  (Sudeck’s  disease)  is,  no  doubt,  of 
similar  nature,  i.e.,  based  on  vasospasm  and 
lack  of  proper  nutriment  to  the  involved  bones. 
The  results  of  block  in  these  cases  are  similar, 
Extremity  pain  after  trauma  (often  forgotten 
by  the  patient)  should  have  early  trial  block 
of  the  regional  sympathetic  nerve  ganglia  as 
the  treatment  of  choice. 

Thrombophlebitis. — Mrs.  D.  D.  was  ad- 
mitted to  the  hospital  with  a left  leg  thrombo- 
phlebitis. On  the  night  of  admission  her  tem- 
perature rose  to  105  F.,  and  the  patient  was 
delirious.  When  seen  the  next  morning,  the 
leg  looked  like  a well-boiled  sausage — as  if 
steam  would  escape  if  it  were  pricked  with  a 
pin.  Tenderness  was  extreme.  A needle  was 
inserted  at  the  level  of  the  first  left  lumbar 
ganglion;  15  cc.  of  1 per  cent  procaine  solution 
was  injected.  With  a properly  placed  needle 
this  amount  of  solution  spreads  to  neighboring 
ganglia.  It  is  not  necessary  to  use  several 
needles.  At  the  end  of  twenty-four  hours  the 
leg  was  half  its  forbner  size  and  painless  to  pres- 
sure. The  temperature  was  normal.  In  three 
days  the  leg  was  normal  in  size.  The  patient 
left  the  hospital  seven  days  after  admission. 

Typical  Raynaud’s. — E.  J.,  manager  of  a 
shoe  store,  noticed  an  increasing  inability  to  fit 
shoes  because  he  could  not  flex  his  fingers. 
Examination  revealed  Raynaud’s  syndrome 
with  scleroderma  of  the  dorsum  of  both  hands. 

A cervical  sympathectomy  resulted  in  gradu- 
ally increasing  flexibility  of  the  skin  which 
allowed  him  to  approximate  thumb  and  fingers 
and  finally  resulted  in  complete  rehabilitation. 
However,  he  should  have  had  the  benefit  of  the 
operation  long  before  the  onset  of  scleroderma. 

Infantile  Paralysis. — Miss  G.  E.,  age  thirty- 
six,  had  had  anterior  poliomyelitis  at  the  age  of  . 
six.  Both  lower  extremities  were  affected.  The 
right  leg  became  unbearably  cold  during  win- 
ter months  with  ulcerations  the  past  two  win- 
ters. The  left  leg  was  cold  but  not  so  severely. 
Right  lumbar  ganglionectomy  and  trunk  re- 
section were  done  at  age  thirty-six,  in  Septem- 
ber, 1944.  During  her  stay  in  the  hospital, 
the  patient  repeatedly  remarked  that  the  leg 
was  warm  and  comfortable  for  the  first  time 
within  her  memory.  In  June  of  the  next  year, 
she  reported  that  the  leg  no  longer  became 
swollen  as  it  formerly  did  on  hot  days.  Her 
subjective  symptoms  are  explained  in  a letter 
dated  March,  1946.  “My  leg  kept  warm  all 
winter,  but  my  other  leg  was  cold  about  all  the 
time.  I wore  wool  underclothes  and  was  in  a 
furnace-heated  house,  but  the  leg  was  cold  just 
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the  same.  But  it  didn’t  break  out  in  ulcers. 
I wish  now  I had  let  you  operate  on  that  one 
too.” 

This  story  is  typical  after  sympathectomy  in 
one  of  these  cases.  It  seems  unfortunate  that 
the  opportunity  for  relief  by  sympathectomy  in 
this  group  of  cases  is  not  more  widely  recog- 
nized. 

Buerger’s  Disease. — W.  L.  M.  presented 
himself  with  a typical  picture  of  bilateral 
thrombo-angiitis  obliterans.  There  was  an 
ulcer  at  the  base  of  the  right  third  toenail;  his 
feet  were  red  and  cold.  He  had  been  unable 
to  do  his  work  as  a plumber  for  six  months  be- 
cause of  intermittent  claudication,  which 
limited  his  walking  ability  to  half  a city  block, 
and  the  coldness  of  his  feet  which  was  at  times 
almost  unbearable.  The  acute  symptoms  were 
apparently  precipitated  by  an  attack  of  virus 
pneumonitis  in  April,  1946.  A bilateral  lum- 
bar sympathectomy  in  two  stages  was  per- 
formed in  October,  1946.  Both  feet  and  legs 
became  dry,  warm,  and  comfortable. 

He  reported  for  observation  on  March  30, 
1948,  and  has  been  working  steadily  for  one 
year  without  a lost  day.  His  legs  and  feet  are 
dry  and  warm.  There  have  been  no  ulcers. 
If  he  walks  too  fast,  his  calves  begin  to  cramp 
after  a block  and  a half.  Going  slowly,  he  has 
no  trouble.  He  does  not  use  tobacco. 

This  is  a fairly  typical  story  of  Buerger’s  dis- 
ease treated  by  sympathectomy.  These  pa- 
tients must  continue  on  a careful  regimen  and 
must  not  overload  a circulation  which,  while 
no  doubt  better  than  it  was  before  operation,  is 
still  encumbered  by  diseased  vessels.  Much 
depends  upon  the  sympathectomy-established 
collateral  circulation.  It  would  seem  that 
early  operation  in  Buerger’s  disease  should  be 
an  almost  routine  procedure.  It  would  save 
the  patient  much  expense  and  many  time- 
consuming  medical  measures,  to  say  nothing  of 
reaching  the  point  where  sympathectomy 
would  be  useless  and  have  to  be  replaced  by 
amputation. 

Indolent  Varicose  Ulcers. — Mrs.  J.  C.,  age 
forty-one,  seen  in  December,  1946,  had  had 
varicose  ulcers  of  her  right  leg  for  thirteen  years 
and  of  the  left  leg  for  four  years.  She  had  had 
every  known  treatment,  including  venous  liga- 
tions and  repeated  skin  grafts  which  were  not 
successful.  Following  a bilateral,  two-stage, 
lumbar  sympathectomy  in  December,  1946, 
the  ulcers  on  both  legs  healed  under  ordinary 
treatment  of  cleanliness  and  epithelium-stimu- 
lating applications. 

This  also  is  a rather  extreme  example. 
Earlier  recourse  to  sympathectomy  would  have 


saved  this  woman  much  disability  and  misery. 
Improved  circulation  and  a warm,  dry  envelope 
of  skin,  under  which  all  cell  metabolism  is  im- 
proved, are  the  bases  of  beneficial  results. 

Amputations. — Preamputation  sympathec- 
tomy has  aided  materially  in  healing  stumps  of 
extremities  and,  in  some  cases,  has  allowed 
lower  amputations,  even  when  it  seemed  use- 
less to  subject  the  patient  to  the  procedure 
in  arteriosclerotic  disease.  There  are  some 
contraindications  to  sympathectomy  in  oblit- 
erative arterial  disease  where  it  might  be  hoped 
that  the  extremity  could  be  saved  by  sympa- 
thectomy.7 

Relief  of  Pain — Dysmenorrhea. — Miss  M. 
W.,  age  eighteen,  suffered  from  severe  primary 
dysmenorrhea,  periodically  disabling  for  one 
day.  No  relief  was  gained  from  medical  meas- 
ures except  opium  derivatives.  Without  the 
patient’s  knowledge  (but  with  the  parent’s  con- 
sent), a resection  of  the  superior  hypogastric 
plexus  (“presacral  nerve”)  was  done,  incidental 
to  an  exploratory  celiotomy  for  generalized, 
right-sided  abdominal  pain.  A defect  in  the 
mesentery  had  allowed  the  jejunum  and  upper 
ileum  to  slip  through  and  lie  in  the  right  side  of 
the  abdominal  cavity.  Three  weeks  after  the 
operation,  the  patient,  in  school  in  New  Eng- 
land, delightedly  telephoned  her  mother,  va- 
cationing in  Florida,  that  she  had  had  a period 
and  did  not  even  know  it  had  started.  This 
freedom  from  cramps  continued.  She  was 
married  seven  months  later,  and  ten  months 
later  while  at  home,  she  experienced  a slight 
abdominal  crampy  feeling,  which  she  attributed 
to  being  preliminary  to  a bowel  movement. 
Two  hours  later,  after  a drive  of  twenty  miles 
to  the  hospital,  her  baby  was  born.  She  just 
made  it. 

It  has  been  said  that  most  cases  of  dysmenor- 
rhea are  of  a psychologic  nature,  that  opera- 
tions, when  effective,  were  on.  that  basis. 
This  case,  even  though  it  is  but  one,  should 
help  to  explode  that  theory.  It  is  to  be  fur- 
ther noted  that  obstetricians  have  reported 
similar  experiences,  nearly  painless  deliveries, 
in  patients  who  have  been  delivered  following 
resection  of  the  superior  hypogastric  plexus. 

This  is  an  operation  which  requires  most 
meticulous  resection  of  all  fibers  leading  to  the 
plexus;  otherwise  pain  impulses,  even  though 
remaining  fibers  are  few  and  small,  may  still 
be  transmitted  and  the  operation,  rather  than 
the  operator,  blamed. 

Abdominal  Visceral  Pain  (Unexplained). — 

Resection  of  superior  mesenteric  plexuses  and 
celiac  ganglia  has  resulted  in  relief  of  vihex- 
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plained  abdominal  pain  after  all  other  methods, 
including  psychiatric  checkup,  have  failed. 
Indications  for  exploratory  operation  should 
be  present.  The  patient  should  have  the  bene- 
fit of  the  sympathetic  pain-ablating  operation 
when  no  anatomic  or  pathologic  condition 
which  might  cause  the  distress  is  found.8 

Causalgia. — Shumacker  et  al.  report  a series 
of  34  upper  and  23  lower  extremity  causalgias 
treated  by  sympathectomy.9  This  report 
emphasizes  what  has  been  noted  by  many 
others,  namely,  that,  while  procaine  block 
alone  may  give  permanent  relief,  there  are 
some  cases  which,  because  of  decreasing  effect  of 
repeated  blocks,  need  a sympathectomy. 
These  authors  make  the  following  statement: 

In  all  of  medical  practice  no  results  are  more 
sudden  or  spectacular.  Before  the  injection,  the 
patient  would  be  in  agonizing  pain,  guarding  his 
injured  extremity  with  zealous  care,  reluctant  to 
have  it  examined  even  after  painstaking  assur- 
ance that  every  effort  would  be  taken  to  perform 
the  examination  in  the  gentlest  manner,  hesitant 
to  have  the  block  itself  carried  out  because  he  felt 
his  capacity  to  suffer  prevented  him  enduring  any 
more  discomfort,  even  the  prick  of  a needle  which 
he  had  often  heard  from  other  sufferers  might 
lead  the  way  to  cure.  As  soon  as  the  injection 
was  completed,  his  careworn  face  would  assume 
an  expression  of  extreme  satisfaction,  the  beads  of 
perspiration  would  disappear,  and  he  would  settle 
back  with  a sigh  of  relief  to  enjoy  his  respite. 

It  is  unfortunate  that  too  often  there  has 
been  delay  in  diagnosis,  which  has,  in  turn, 
caused  unnecessary  suffering,  and,  too,  that 
the  use  of  physical  therapy  methods  and  drugs 
have  been  resorted  to  because  of  the  lack  of  rec- 
ognition that  ablation  of  sympathetic  nerve 
impulses  is  required. 

Injuries  (Sprains). — The  classic  example  of 
relieving  vessel  spasm  by  blocking  impulses  at 
the  site  of  a .purposely  applied  irritating  sub- 
stance is  often  forgotten  in  cases  of  sprained 
ligaments.  Sprains  are  accompanied  by  the 
pain  and  edema  of  vasospasm.  When  a local 
procaine  block  is  produced  at  the  point  of 
greatest  tenderness,  the  relief  of  pain  allows 
use  of  the  part,  and  there  is  a surprising  subsid- 
ence of  the  edema.  Occasionally,  a second  or 
even  third  block  may  be  necessary  at  twenty- 
four-hour  intervals.  No  time  should  be  lost  in 
applying  this  method  of  eliminating  the  trigger 
mechanism. 

Hypertension. — Best  known  today  is  the  op- 
eration of  thoraco-abdominal  sympathectomy 
for  essential  hypertension.  Indications  for 
operation  are  being  clarified.  There  is,  how- 
ever, still  a lack  of  unanimity  regarding  the 


extent  of  the  thoracic  and  lumbar  portions  of 
the  procedure.  Some  surgeons  advocate  a 
complete  resection  of  the  thoracic  ganglionic 
chain,  including  the  splanchnic  nerves,  while 
others  favor  a more  modified  technic.  My 
own  experience  has  included  all  suggested  ap- 
proaches from  that  of  Adson,  through  the 
Peet,  Smithwick,  and  Hinton  technics.10-18 
The  end  results,  from  the  standpoint  of  symp- 
tomatic relief,  have  been  closely  similar.  This 
is  also  true  of  the  blood  pressure  manometric 
results. 

Evidence  is  collecting  that  widespread  re- 
section is  not  only  unnecessary  but  adds  ma- 
terially to  the  dangers  of  the  immediate  post- 
operative period  and  to  the  sometimes  severe 
postural  difficulties  of  the  patient  months  after 
the  operation.  And  all  this  is  without  the 
added  material  benefit  in  the  long-term  end 
result. 

There  is  further  evidence  that  the  blood  ves- 
sel dilation,  which  may  have  led  surgeons  to  ex- 
tend their  attacks  to  include  the  entire  thoracic 
chain  in  some  instances,  is  not  the  chief  reason 
for  relief  of  symptoms.  The  effect  on  the  hu- 
moral factor  is  receiving  more  attention.14  A 
simple  life  without  the  urge  and  mental  stress 
of  modern  living,  as  found  with  the  African 
negro  and  the  agricultural  Chinese,  does  not 
lead  to  essential  hypertensive  disease.  Set 
these  easygoing  brains  to  worrying  by  trans- 
planting them  to  high-speed  living  and  prop- 
erty worries,  and,  depending  on  inherent  gene- 
tic influences  of  the  individual,  we  begin  to  see 
functional  results  which  lead  to  the  formulation 
of  postulates  pointing  to  a humoral  factor. 

Sympathectomy  of  the  adrenals,  decreasing 
the  hormonal  influence,  could  be  the  mecha- 
nism which  lessens  the  production  of  the  hor- 
mones concerned  in  the  pathogenesis  of  essen- 
tial hypertension. 

Now  that  end  results  are  pretty  well  estab- 
lished, it  would  be  well  for  surgeons  to  consider 
backtracking  to  a point  which  assures  adrenal 
denervation  with  a minimum  of  surgical 
assault. 

Apoplexy. — The  recently  proposed  stellate 
ganglion  block  in  cases  of  cerebral  accidents, 
excluding  hemorrhage,  will  require  careful 
study  by  internists  especially  interested  in  the 
subject.  The  procedure  itself  is  a simple  one, 
but  surgeons  are  not  in  a position  to  evaluate 
the  indications.14 

Summary 

A series  of  brief  case  reports  is  presented. 
Epitomized  reviews  of  newer  concepts  of  the 
advantages  of  various  methods  of  ablation  of 
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sympathetic  nerve  impulses  in  certain  diseases 
are  added.  The  purpose  of  the  paper  is  a gen- 
eral stimulation  of  thought  on  therapeutic 
measures  which  are,  as  yet,  not  sufficiently  re- 
cognized by  the  general  medical  profession. 
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GASTROINTESTINAL  ANOMALIES 

C.  Douglas  Sawyer,  M.D.,  Brooklyn,  New  York 
(From  the  Methodist  Hospital) 


THE  newborn,  full-term  infant  is  an  excellent 
surgical  risk  and  will  readily  withstand  opera- 
tive procedures  for  the  correction  of  congenital 
anomalies  of  the  gastrointestinal  tract.  Recent 
advances  in  maintaining  physiologic  balance,  in 
surgical  technic,  and  in  the  use  of  antibiotics  now 
make  it  possible  to  perform  difficult  surgical  pro- 
cedures on  newborn  infants.  The  general  surgeon 
has  a very  definite  obligation  to  acquaint  himself 
with  these  newer  methods.  General  hospitals 
are  now  equipped  to  prepare  these  infants  for 
surgery,  to  provide  the  necessary  equipment  for 
anesthesia  and  operation,  and  to  care  for  them 
postoperatively.  The  pediatrician  or  general 
practitioner  must  be  convinced  of  the  need  for 
early  diagnosis  in  infants  presenting  these  con- 
genital defects.  Developing  a philosophy  of 
treatment  of  these  gastrointestinal  deformities  in 
the  presence  of  other  defects  is  most  important. 
It  is  a commofi  belief  among  pediatricians  that 
operations  upon  babies  with  multiple  congenital 
anomalies  is  a waste  of  time.  Over  25  per  cent 
of  the  infants  with  congenital  anomalies  of  the 
gastrointestinal  tract  will  show  another  con- 

Snital  anomaly.  If  the  defect  is  amenable  to 
rgery,  there  is  no  reason  why  it  should  not  be 
attacked. 


Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  May  20,  1948. 


The  Pediatric  Service  at  the  Methodist  Hos- 
pital makes  the  diagnosis  of  congenital  anomalies 
of  the  gastrointestinal  tract  within  forty-eight 
hours.  Vomiting  is  considered  the  most  impor- 
tant symptom,  even  though  it  occurs  in  most  new- 
borns. How  is  one  to  determine  whether  or  not 
he  is  dealing  with  an  intestinal  obstruction?  The 
vomiting  which  becomes  more  frequent  and  in- 
tense with  successive  feedings  is  not  normal. 
Immediate  regurgitation  suggests  atresia  of  the 
esophagus.  Bile-stained  vomitus  with  milk 
curds  suggests  a high  atresia,  beyond  the  ampulla 
of  Vater.  Malodorous  and  fecal  vomitus  sug- 
gests low  atresia. 

The  most  outstanding  aid  to  diagnosis  is  the 
roentgenogram.  The  use  of  barium  in  the  diag- 
nosis of  any  intestinal  obstruction  in  the  newborn 
is  to  be  decried.  Not  only  does  the  barium  regur- 
gitate into  the  tracheal  tree  and  cause  broncho- 
pneumonia, but  it  prevents  the  proper  handling  of 
the  bowel  at  the  time  of  operation.  There  is 
never  any  need  to  use  barium  for  visualization  in 
a newborn  infant.  If  contrast  medium  is  indi- 
cated, a dilute  solution  of  lipiodol  will  suffice. 

With  these  few  general  remarks,  I wish  to  dis- 
cuss in  detail  the  more  recent  developments  in 
management  of  congenital  atresia  of  the  esopha- 
gus, congenital  diaphragmatic  hernia,  atresia  or 
stenosis  of  the  small  intestine  or  colon,  reduplica- 
tions of  the  gastrointestinal  tract,  rotational 
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anomalies  of  the  small  bowel  and  colon,  and  con- 
genital atresias  of  the  anus  and  their  accompany- 
ing fistulas. 

Esophageal  Atresia 

Congenital  atresia  of  the  esophagus  is  brought 
to  mind  when  an  infant  immediately  regurgitates 
several  feedings.  This  anomaly  can  be  diagnosed 
quickly  by  radiography,  after  inserting  a small 
amount  of  lipiodol  in  the  upper  pouch  of  the 
esophagus.  The  presence  of  air  within  the  ab- 
dominal cavity  indicates  a fistulous  connection 
between  the  respiratory  tract  and  the  distal  end 
of  the  esophagus.  This  is  the  most  usual  type  of 
deformity  encountered.  The  operative  approach 
is  extrapleural,  through  the  third,  fourth,  and  fifth 
ribs  posteriorly.  The  operator  must  exercise  care 
in  not  entering  the  pleura. 

The  upper  end  of  the  atretic  esophagus  is  more 
readily  identified  if  a small  French  catheter  has 
been  placed  in  the  pouch.  A silk  retention 
stitch  in  the  pouch  will  facilitate  finding  it  later 
on  and  will  also  serve  as  a means  of  traction.  The 
lower  end  of  the  esophagus  should  be  freed  at  its 
entrance  into  the  trachea  and  tied  off  by  a silk 
ligature.  If  it  seems  improbable  that  the  lower 
end  of  the  esophagus  may  not  be  brought  to  the 
upper  end,  extension  of  the  head  and  freeing  of 
the  lower  portion  of  the  esophagus  down  to  the 
diaphragm  may  make  a juncture  of  the  two  por- 
tions possible.  The  lower  end  of,  the  infant 
esophagus  will  stand  this  type  of  manipulation, 
although  the  adult  esophagus  will  not.  The 
distal  esophagus  may  be  atretic  for  some  dis- 
tance, rendering  anastamosis  impossible.  The 
approximation  of  the  proximal  and  distal  esopha- 
gus should  be  done  without  tension  and  the  stoma 
made  as  wide  as  possible.  The  wound  is  closed 
after  having  placed  a semirigid  tube  down  to  the 
site  of  the  anastamosis.  There  is  an  additional 
collection  of  fluid  around  this  site,  which  some- 
times impairs  the  anastomotic  juncture.  It  can 
be  aspirated  through  the  tube.  The  question  of 
subsequent  gastrostomy  as  a secondary  proce- 
dure is  left  to  the  operator’s  judgment.  Gas- 
trostomy feedings  should  not  be  large  or  under 
pressure.  There  are  no  definite  reports  on  the 
end  result  of  this  operative  procedure.  There 
have  been,  however,  reports  of  stenoses,  some  re- 
quiring constant  dilatation. 

Diaphragmatic  Hernia 

Congenital  diaphragmatic  hernia,  although  it  is 
not  essentially  an  anomaly  of  the  gastrointestinal 
tract,  is  a cause  of  intestinal  obstruction  and 
respiratory  embarrassment  in  the  newborn.  The 
previous  consensus  of  opinion,  particularly  among 
pediatricians,  that  this  disease  does  not  require 
immediate  surgical  intervention,  is  wrong.  These 


infants,  if  they  survive  to  adulthood,  have 
innumerable  complaints.  When  they  finally 
come  to  operation,  the  procedure  is  more  difficult 
to  do  and,  sometimes,  cannot  be  done.  The 
congenital  diaphragmatic  hernias  usually  occur 
on  the  left  side.  They  may  occur  on  the  right, 
and  bowel  can  be  found  in  the  right  thoracic 
cavity.  The  liver  does  not  always  plug  the  de- 
fect. A roentgenogram  will  give  all  the  informa- 
tion required. 

Usually,  the  first  symptoms  are  difficulty  in 
breathing  and  rapidly  appearing  cyanosis;  there 
is  also  regurgitation  of  feedings.  These  babies 
seldom  do  well  after  birth  and  should  be  operated 
on  immediately.  The  operative  procedure  is 
dramatic  but  not  too  difficult.  I believe  these 
cases  should  have  a phrenic  nerve  crush  before 
operation.  It  immobilizes  the  diaphragm  and 
permits  easier  delivery  of  the  abdominal  contents 
from  the  chest.  Also,  more  abdominal  space  can 
be  obtained  at  the  time  of  closure.  The  abdomi- 
nal approach  is  used.  A catheter  placed  in  the 
upper  part  of  the  thoracic  cavity  will  equalize 
the  intrathoracic  pressure  and  permit  easier  re- 
moval of  the  intestinal  contents  into  the  abdomi- 
nal cavity.  At  no  time  must  manipulation  be 
forced.  If  the  hernia  cannot  be  reduced,  the 
incision  may  be  extended  into  the  chest  through 
the  costal  margin,  or  a separate  incision  can  be 
made  into  an  intercostal  space.  After  the  con- 
tents are  reduced,  the  closure  of  the  diaphragm 
permits  the  re-expansion  of  the  lung  under  pres- 
sure. To  facilitate  closure  of  the  defect  in  the 
diaphragm,  the  intestines  should  be  brought  out 
on  the  abdominal  wall.  It  may  be  impossible  to 
close  the  abdominal  wall  in  layers,  the  cavity  be- 
ing too  small  to  contain  the  viscera.  Undermin- 
ing the  skin  of  the  abdominal  wall  for  a distance 
of  2 or  3 cm.  around  the  incision  and  simply  clos- 
ing it  over  the  abdominal  contents  will  suffice. 
In  three  or  four  days,  the  wall  will  relax  suffi- 
ciently to  close  the  wound  in  layers. 

Atresia  or  Stenosis  of  Intestine 

Atresias  or  stenoses  of  the  duodenum,  jejunum, 
ileum,  and  large  bowel  present  difficulties  in  diag- 
nosis. Vomiting  which  persists  in  a newborn  in- 
fant usually  indicates  some  type  of  intestinal 
obstruction.  Frequent  vomiting  -will  empty  the 
stomach,  duodenum,  and  jejunum,  and  when  the 
child  is  seen,  there  will  be  no  upper  abdominal 
distension.  The  x-ray  film  may  show  only  a 
small  amount  of  air  present  in  this  part  of  the 
bowel.  Feed  the  child  to  see  exactly  what  hap- 
pens. Atresias  may  be  multiple  or  single.  Iti 
performing  any  abdominal  surgery  on  these  in- 
fants, it  is  best  to  eviscerate  the  abdominal  con- 
tents on  a hot  lap  pad  at  the  time  of  operation. 
Thus,  the  operator  is  able  to  appraise  rapidly  the 
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type  of  anomaly  with  which  he  is  dealing.  Multi- 
ple atresias  usually  occur  in  the  ileum,  but  the 
atresias  occurring  in  the  duodenum  and  jejunum 
are  frequently  single.  If  the  atresia  is  low  enough 
in  the  duodenum  to  permit  a jejunoduodenos- 
tomy,  this  is  the  operation  of  choice.  However, 
if  it  is  in  the  first  portion  of  the  duodenum,  a gas- 
troenterostomy must  be  done.  It  is  difficult  at 
times  to  handle  the  distal  undistended  bowel, 
which  at  first  sight  might  even  appear  to  be 
atretic.  The  lumen  can  be  distended  with  air  or 
mineral  oil,  so  that  it  is  defined.  It  is  necessary 
to  aspirate  contents  and  air  from  the  proximal 
bowel.  The  anastamosis  is  readily  accomplished 
by  a single  or  double  layer  of  nonabsorbable  su- 
ture in  a side  to  side  manner.  The  operator 
should  pay  close  attention  to  the  corner  ends  of 
the  anastamosis  and  by  placing  a small  catheter 
in  these  corners,  they  are  more  readily  identified. 

Reduplications  of  Intestine 

Reduplications  of  the  bowel  in  a newborn  will 
present  the  same  picture  of  intestinal  obstruction 
when  they  are  high  in  the  gastrointestinal  tract. 
The  reduplication  is  intimately  associated  with 
the  normal  bowel  itself.  The  muscular  coat  may 
form  some  of  the  muscular  coat  of  the  normal 
bowel,  and  its  blood  supply  is  the  same.  Re- 
duplications of  the  esophagus  can  sometimes  be 
resected.  However,  it  is  probably  far  safer  to 
destroy  them  by  an  actual  caustic  after  opening 
into  the  reduplicated  area.  Reduplications  of 
the  stomach  and  duodenum  are  difficult  to  handle. 
Some  communication  between  the  normal  stom- 
ach or  duodenum  and  the  reduplication  should  be 
established  or  a resection  accomplished.  Re- 
duplications of  the  ileum  are  easily  handled  by 
resection  of  the  normal  bowel  and  the  reduplica- 
tion. 

Rotational  Anomalies 

It  is  sometimes  confusing  for  a surgeon  to  open 
the  abdomen  of  a newborn  and  be  confronted 
with  a picture  that  seems  impossible  to  unravel. 
This  confused  picture  immediately  suggests  that 
the  operator  is  dealing  with  some  type  of  rota- 
tional anomaly.  Evisceration  of  the  entire  small 
bowel  on  the  abdominal  wall  will  usually  indicate 
the  presence  of  a volvulus.  There  may  be  non- 
rotation or  malrotation  with  odd  fixations  of  the 
parietal  and  visceral  peritoneum.  After  the 
volvulus  is  reduced,  the  location  of  the  cecum 
should  be  determined.  It  usually  lies  free  or  is 
fastened  in  the  midline  by  bands  which  extend 
across  the  second  portion  of  the  duodenum. 
Freeing  of  this  band  across  the  duodenum  is  one 
of  the  most  important  points  of  the  operation. 
No  attempt  should  be  made  to  suture  the  cecum 
into  the  right  lower  quadrant. 


Anal  and  Rectal  Atresias 

For  a long  period  of  time  atresias  of  the  rectum 
have  been  approached  surgically.  When  one 
sees  these  cases  in  foliow-up,  it  is  obvious  that  the 
proper  method  of  treatment  has  not  yet  been 
reached.  I do  not  feel  that  a concerted  effort  has 
been  made  in  every  case  to  determine  the  location 
of  the  distal  bowel.  It  may  be  in  the  abdomen. 
I have  seen  scarred  fibrous  tubes  without  sphinc- 
ter control  that  serve  as  ani.  Fistulas  connecting 
the  bladder,  urethra,  and,  in  the  female,  the 
uterus  or  vagina  may  have  been  overlooked. 
Fistulas  are  associated  with  atretic  ani  in  about 
55  per  cent  of  the  cases.  There  are  several  pit- 
falls  to  be  encountered  in  the  diagnosis  of  atresia 
of  the  anus.  A fistula  will  be  present  on  the  ex- 
ternal perineal  surface  and  may  be  assumed  to  be 
the  normal  anal  opening.  Careful  inspection  will 
show,  however,  that  such  is  not  the  case.  One 
must  be  constantly  on  the  alert  for  the  presence 
of  fistulas  running  from  the  rectum  to  the  other 
organs  which  empty  into  the  perineal  area.  I 
believe  that  any  case  which  presents  an  atresia  of 
the  anus  with  a fistula  discharging  meconium 
does  not  present  an  immediate  operative  problem. 
These  patients  decompress  themselves  and 
apparently  get  along  for  periods  of  time  if  the 
rectum  is  satisfactorily  emptied  through  the 
fistula.  If  urinary  infection  or  intestinal  ob- 
struction do  not  develop,  these  patients  are  better 
left  alone  until  they  reach  an  opportune  age. 

The  method  of  x-ray  diagnosis  as  described  by 
Wangensteen  and  Rice  in  1930  has  presented  the 
only  means  we  have  of  knowing  exactly  where  the 
most  distal  loop  of  the  rectum  lies.1  A metal 
marker  is  placed  over  the  anus,  the  child  is  sus- 
pended by  its  feet  over  an  x-ray  plate,  and  a 
roentgenogram  taken  in  that  position.  The 
column  of  air  will  proceed  to  the  furthest  point  in 
the  rectum,  and  in  that  way  one  can  tell  how  far 
the  rectal  bulb  is  from  the  anus.  There  is  no  set 
rule  as  to  the  exact  distance,  but  it  is  perfectly 
obvious  how  needless  it  would  be  to  explore  the 
perineum  if  the  rectum  were  out  of  the  pelvis. 

The  anatomic  relation  of  the  anus,  the  rectum, 
and  the  pelvis  in  the  infant  does  not  correspond  to 
the  adult.  The  sacral  concavity  is  not  present, 
and  the  rectum  is  usually  straight  in  the  infant. 
In  relative  sizes,  the  adult  pelvis  is  much  larger 
than  the  infant  pelvis.  The  perineal  approach  in 
a newborn  infant  is  through  an  area  considerably 
smaller  than  the  corresponding  area  in  the  adult, 
notwithstanding  the  minute  actual  area  with 
which  the  surgeon  is  presented.  If  he  proceeds 
to  grope  around  in  the  perineum,  after  splitting 
the  sphincters,  he  is  definitely  bound  to  interfere 
with  the  nerve  supply  to  the  sphincter.  This  fact 
was  brought  out  in  a communication  by  Dr.  C. 
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Everett  Koop  of  the  Children’s  Hospital  in  Phila- 
delphia.3 Dr.  Koop  feels  that  prolonged  peri- 
neal exploration  endangers  the  nerve  and  blood 
supply  to  the  sphincters.  It  is  more  advisable  to 
operate  on  those  babies  with  the  rectum  out  of 
the  perineal  area  by  a combined  abdominal  and 
perineal  approach.  Babies  do  not  do  well  with 
colostomies,  and  it  is  far  better  to  do  the  initial 
procedure  all  at  one  time. 

Whatever  part  of  the  bowel  presents,  whether 
the  distal  end  of  it  be  in  the  region  of  the  trans- 
verse colon  or  the  descending  colon,  it  can  gener- 
ally be  freed  to  the  point  where  it  can  be  brought 
down  to  the  pelvic  floor  and  pulled  through  the 
perineum.  The  external  sphincter  can  be  lo- 
cated externally  by  tickling  the  buttocks  on  either 
side.  The  sphincter,  usually  present,  will  be 
seen  to  contract  under  the  skin.  Without  mak- 
ing any  incisions  through  the  sphincter  whatso- 
ever, a hemostat  can  be  pushed  through  the 
sphincter  into  the  pelvic  opening.  After  the 
bowel  has  been  freed,  by  using  the  hemostatic 
clamp,  it  can  be  pulled  down  and  brought  to  the 
outside  through  the  normal  external  sphincter. 
The  bowel  is  then  sutured  to  the  outside  skin  and 
opened.  Mechanical  dilatation  after  many  of 
these  procedures  is  usual.  This  is  a definite  im- 
provement over  previous  transperineal  attacks 
that  have  been  unsuccessful,  leaving  the  infant 
with  a colostomy  and  destroyed  sphincters.  If  a 
fistula  is  encountered,  the  rectum  must  be 
brought  down  through  the  sphincter  to  a point 
beyond  the  fistula  and  excised. 

Preoperative  Preparation 

The  preoperative  preparation  of  these  babies  is 
not  complicated.  Infants  are  endowed  with  a 
normal  physiologic  setup  which  they  can  main- 
tain for  forty-eight  hours.  It  is  always  well  to 
know  the  plasma  and  the  red  cell  concentration 
or  dilution.  This  is  determined  by  estimating 
the  total  protein  level  and  hematocrit  readings. 
In  desperately  ill  babies,  these  readings  help  to 
determine  at  which  period  they  are  in  physiologic 
balance  and  ready  for  operation.  Dr.  Edward 
Donovan  in  1937  pointed  out  the  need  for  careful 
preoperative  preparation  of  babies  for  pyloro- 
myotomy.3  Previously,  that  procedure  had  been 
considered  an  emergency.  I believe  that  in- 
fants that  are  not  brought  into  the  hospital  within 
the  first  forty-eight  hours  do  much  better  if  they 
are  given  a certain  period  of  preparation,  even 
though  they  are  in  desperate  condition  when  they 
arrive.  They  can  be  made  good  surgical  risks. 

• The  intravenous  work  is  done  by  the  pediatric 
house  staff,  who  find  it  very  easy  to  shave  the 
scalp  and  inject  one  of  the  small  scalp  veins  by 
needling.  In  preparing  the  newborn  for  any  ex- 
tensive surgical  procedure,  it  is  better  to  insert  a 


cannula  into  the  malleolar  vein  in  either  foot. 
The  surgeon  then  has  constant  access  to  the  in- 
fant’s venous  system  during  the  surgical  proce- 
dure. This  also  permits  the  baby  to  be  left  in  an 
incubator  without  being  moved  around  or  un- 
duly handled.  To  prevent  regurgitation  of  any 
substance  in  the  stomach  into  the  bronchial 
tree,  a small  catheter  is  always  placed  in  the 
stomach  and  aspirated  repeatedly  during  the 
operative  procedure.  It  also  aids  in  deflating  the 
stomach,  if  one  is  trying  to  place  the  viscera  back 
into  the  abdomen. 

To  prevent  loss  of  body  heat,  the  extremities 
should  be  wrapped  in  wadding,  and  small  warm 
bottles  of  water  placed  in  the  axilla  and  along  the 
flanks  and  thighs.  The  infant  is  placed  on  a 
porcelain  tray,  such  as  can  be  found  in  any  oper- 
ating room,  under  which  is  placed  a hot  water 
bottle. 

Aneshesia 

The  problem  of  anesthesia  in  the  newborn  is 
concerned  with  the  margin  of  safety.  Even  using 
open  drop  ether,  which  is  probably  the  safest 
method,  the  infant  is  constantly  in  danger  of  a 
lethal  dose.  There  is  a difference  of  opinion  as  to 
the  most  satisfactory  type  of  anesthesia.  In  my 
experience,  open  drop  ether  is  the  best.  When 
intrathoracic  procedures  are  done,  tight-fitting 
masks  with  a simple  resuscitating  outfit  are  used 
during  the  period  of  expansion  of  lung.  The 
expansion  is  carried  out  by  gentle  squeezing  of  the 
bag  in  the  closed  circuit. 

Postoperative  Care 

Postoperatively,  these  babies  should  be  placed 
in  an  incubator  with  an  atmosphere  of  90  per 
cent  oxygen.  The  less  they  are  handled,  the 
better  they  fare.  The  question  of  feeding  in 
gastrointestinal  cases  is  most  important.  I do 
not  believe  these  infants  should  be  fed  for  the 
first  seventy-two  hours  after  anastamotic  intes- 
tinal work  has  been  done. 

Summary 

1.  A general  introduction  to  the  prob'em  of 
gastrointestinal  anomalies  in  the  newborn  has 
been  presented. 

2.  The  management  of  the  more  common 
anomalies  has  been  discussed  in  detail. 

3.  The  importance  of  early  diagnosis  and  the 
need  for  surgical  intervention  and  careful  pre-  and 
postoperative  care  has  been  stressed. 

References 

1.  Wangensteen,  O.  H.,  and  Rice,  C.  O. : Ann.  Surg.  92:  77 
(1930). 

2.  Koop,  C.  E. : Personal  communication. 

3.  Donovarf.  E.  J.:  J.A.M.A.  109:  558  (1937). 


PLANNING  FOR  THE  CHRONICALLY  ILL— A COOPERATIVE  TASK 

Joseph  H.  Kinnaman,  M.D., Garden  City,  New  York 
(From,  the  Nassau  County  Health  Department) 


UNTIL  the  star-studded  team  of  community 
service  plans  and  works  together  and  uses 
effectively  the  best  available  offense  and  defense, 
chronic  illness  will  continue  to  outscore  it. 

Community  service  has  top-flight  coaches. 
They  include  the  American  Medical  Association, 
the  American  Public  Health  Association,  the 
American  Hospital  Association,  and  the  American 
Public  Welfare  Association.  Only  recently, 
that  all-American  staff,  capitalizing  on  ac- 
cumulated experience,  prepared  a joint  statement 
of  recommendations  on  planning  for  the  care  of 
the  chronically  ill.1  In  that  report  the  social, 
economic,  health,  and  medical  aspects  of  chronic 
illness  are  dealt  with  as  “a  complex  of  interrelated 
problems  which  require  simultaneous  solution.” 
The  players  opposing  long-term  illness  include 
health,  welfare,  and  education  departments, 
legislators,  voluntary  health  agencies,  hospitals, 
medical  societies,  medical  schools,  nursing  schools 
and  organizations,  social  agencies,  rehabilitation 
services,  and  nursing  homes.  They  are  gaining 
confidence,  as  teamwork  and  plays  improve,  in 
their  ability  to  prevent  or  lessen  the  scoring  op- 
portunities of  chronic  illness. 

Medicine  today  is  as  much  a social  as  it  is  a 
biologic  science.  Increasingly  it  must  organize 
itself  to  participate  in  community  efforts  in  the 
development  of  sound,  preventive  health  and 
medical  services  for  all  the  people.  Planning 
involves  an  estimate  of  the  medical-social  prob- 
lems of  at  least  the  next  generation.  An  es- 
sential inclusion  is  an  exploration  of  the  frontiers 
of  knowledge  in  an  effort  to  solve  the  mysteries 
of  diseases,  particularly  those  that  take  the  largest 
toll  in  disability  and  death,  and  to  provide  sound 
methods  for  the  diagnosis,  treatment,  and  pre- 
vention of  physical  and  mental  illness  and  for  the 
development  of  a healthy  population.  The 
coach,  Organized  Medicine,  recognizes  the  need 
for  a nation-wide,  integrated  research  program 
and  for  that  reason  supports  the  principle  of  a 
Federal  bill  which  proposes  the  establishment  of  a 
National  Science  Foundation.  The  longest  gains 
result  when  several  players  coordinate  their  ball 
handling. 

Montefiore  Hospital  in  New  York  City  has  a 
complete  home-care  plan  which  illustrates  the 
power  of  team  members  when  they  pass  the  ball 
effectively  to  one  another  to  help  the  patient  and 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Public  Health,  Hygiene,  and  Sanitation,  May  20.  1948. 


his  family  score  against  long-term  illness.  Serv- 
ing the  total  needs  of  the  advanced  cancer  case 
are  the  hospital,  hospital  staff  physicians  and 
specialists,  social  service,  public  health  nursing, 
visiting  housekeeper  service,  employment  service 
(New  York  State),  and  voluntary  health  agency 
(American  Cancer  Society).  Dr.  Martin  Cher- 
kasky,  supervisor  of  this  program,  says,  in  effect, 
that  it  proves  that  advanced  cancer  patients 
living  at  home  can  receive  adequate  hospital, 
medical,  and  nursing  care,  at  lower  cost  than 
otherwise.  Another  gain  is  especially  impor- 
tant— that  program  frees  hospital  beds  for  new 
patients. 

Chronic  illness  piles  up  a bigger  score  than  it 
should  because  community  service  does  not  use 
winning  plays  often  enough  and  seldom  uses 
them  in  combination.  The  players  agree  that 
the  preventive  approach  offers  the  greatest  hope 
of  defeating  chronic  illness.  Coach  Organized 
Medicine  recognizes  the  need  for — in  fact,  recom- 
mends— nation-wide  coverage  with  full-time  local 
health  units.  Yet,  today,  only  twelve  of  the  57 
varieties  of  counties  in  upstate  New  York  provide 
their  citizenry  with  the  community  health  pro- 
tection services  which  develop  under  the  leader- 
ship of  a full-time  department  of  health. 

At  every  opportunity,  authorities,  such  as  Dr. 
Howard  A.  Rusk,  stress  the  fact  that  the  experi- 
ences of  both  the  Veterans  Administration  and 
some  civilian  hospitals  show  that  rehabilitation 
to  the  point  of  self-care,  and  even  to  full  or  limited 
employment,  is  possible  for  many  of  the  chroni- 
cally ill  who  have  been  hospitalized  (or  given 
custodial  care  elsewhere)  over  long  periods.  Yet, 
patients  in  most  civilian  hospitals  receive  none 
or  too  little  such  service.2  Rehabilitation  and 
convalescent  care  aspects  of  medical-social  serv- 
ice and  educational  responsibility  obviously  are 
not  entirely  medical  in  character.  They  repre- 
sent an  ideal  area  of  cooperation  between  medi- 
cine, social  service,  vocational  training  and  guid- 
ance, industry,  and  the  public. 

The  employment  records  of  handicapped  and 
older  workers  during  World  War  II  show  that 
they  were  loyal,  reliable,  and,  when  properly 
placed,  as  productive  as  younger  persons  doing 
the  same  work.  The  viewpoint  that  older  work- 
ers can  learn  to  do  well  jobs  which  they  can  get 
is  gaining  support.  The  New  York  State  Legisla- 
tive Committee  on  Problems  of  the  Aged  reminds 
industry  and  business  that  employment  is  a form 
of  therapy,  and  that  full  utilization  of  older  work- 
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ers  is  essential  in  order  to  maintain  the  present 
standard  of  living  (and  health)  in  this  nation. 

The  essentials  for  home  care  of  the  chronically 
ill  are : a general  medical-care  program  with  care 
of  the  chronically  ill  inseparable  from  it,  ready 
access  to  diagnostic  and  specialist  service,  bed- 
side and  other  public  health  nursing  services, 
housekeeper  service,  improved  housing,  super- 
vised boarding  homes,  medical-social  service, 
recreational  and  occupational  therapy,  vocational 
rehabilitation,  and  social  security  measures.1 

The  author  has  described  elsewhere  the  re- 
sponsibility of  a licensing  agency  for  carrying  on 
an  intensive  educational  program  in  order  to  im- 
prove the  care  given  in  individual  nursing  homes.3 
The  discussion  which  follows  deals  primarily  with 
the  principles  of  licensure  of  “care”  facilities. 

Widespread  support  is  developing  for  several 
basic  concepts  regarding  care  for  chronically  ill 
persons  who  cannot  or  should  not  remain  at  home, 
and  who  do  not  require  hospitalization.  The 
total  needs  of  long-term  patients  can  be  met  only 
if  homes  for  the  aged,  boarding,  convalescent 
and  nursing  homes  are  available  to  them.  Both 
tax-supported  and  privately  owned  facilities  of 
these  types  are  now  generally  insufficient  to  meet 
the  demands  for  care  outside  the  home  and  hos- 
pital. Some  communities  are  now  operating 
public  nursing  homes.  Many  other  cities  and 
counties  are  planning  such  facilities.  Those 
planners  should  consider  the  effect  of  an  aging 
population  on  the  need  for  nursing  home  care. 
Barring  wars,  life  expectancy  is  certain  to 
lengthen  appreciably  in  the  future.  This  means 
that  persons  forty-five  years  of  age  and  over  will 
comprise  an  increasingly  larger  proportion  of  the 
total  population.  The  prevalence  of  chronic  dis- 
ease becomes  greater  as  a population  ages. 

To  make  an  effective  and  necessary  contribu- 
tion to  the  general  medical  care  program  of  a 
community,  all  types  of  “between  the  home  and 
hospital”  facilities  should  meet  minimum  stand- 
ards, be  regularly  inspected,  serve  the  total  needs 
of  the  persons  in  them,  and  conserve  the  financial 
resources  of  patrons  by  basing  charges  on  services 
actually  required  at  a given  time. 

The  Public  Health  Ordinance  of  Nassau 
County,  New  York,  provides  for  the  licensure  of 
nursing  homes.  That  ordinance  became  effective 
October  1,  1941.  The  provisions  are  essentially 
the  same  as  those  adopted  previously  by  New 
York  City.  That  ordinance  falls  short  of  being 
a model.  So  do  most  others  having  the  same 
purpose.  Whoever  attempts  to  improve  such 
ordinances  should  keep  several  general  considera- 
tions in  mind. 

First,  all  types  of  facilities  caring  for  the  sick, 
infirm,  handicapped,  and  aged,  for  a considera- 
tion, should  be  subject  to  inspection  and  super- 


vision by  the  health  department.  Second,  pro- 
vision for  probationary  licensure  of  “care”  homes 
is  an  essential  inclusion  in  a licensure  law.  The 
health  authorities  in  Nassau  County,  New  York, 
agree  with  Potter  and  others  that  this  is  an  effec- 
tive method  of  raising  standards.4  The  public, 
operators,  and  licensing  agency  benefit  from  this 
procedure.  This  device  reduces  the  number  of 
illegal  operators,  makes  more  facilities  available, 
enables  the  licensing  agency  to  make  education 
rather  than  enforcement  the  keynote  of  super- 
vision, and  helps  to  establish  the  important  re- 
lationship between  cost  of  care  and  quality  of 
services. 

Third,  it  is  unrealistic  and  uneconomic  to  make 
the  minimal  standards,  including  fire  and  safety 
requirements,  identical  for  supervised  boarding 
homes  for  older  persons  and  for  nursing  homes. 
The  condition  of  the  patients  in  them  is  the  best 
criterion  for  regulations.  The  ordinance  should 
make  it  a violation  for  an  operator  of  a boarding 
home  for  older  persons  to  accept  or  to  keep  any 
person  who  is  unable  to  get  about  without  help 
or  who  has  a demonstrable  physical  or  mental 
disease,  disability,  or  infirmity  which,  in  medical 
opinion,  constitutes  an  indication  for  attendant 
or  nursing  service.  The  ordinance  should  make 
it  a violation  for  an  operator  of  a nursing  home  to 
accept  or  to  keep  any  person  who,  in  medical 
opinion,  requires  hospitalization.  These  require- 
ments take  into  account  the  fact  that  the  condi- 
tion of  patients  changes  with  time. 

Fourth,  all  nursing  homes  require  medical 
services  affiliated  with  the  staff  or  a secondary 
hospital  center.8  Additional  benefits  accrue  to 
patients  and  facilities  when  both  hospital  and 
nursing  homes  have  affiliations  with  supervised 
boarding  homes  for  older  persons.  The  advan- 
tages of  affiliations  between  all  types  of  “care” 
facilities  show  up  best  when  one  compares  the 
total  services  now  generally  given  with  those 
available  under  that  plan.  An  affiliation  of  a 
nursing  home  with  a hospital  makes  possible  the 
development  of  a smoothly  operating  mechanism 
for  referral  of  patients  from  one  facility  to  an- 
other. This  two-way  movement  of  patients  be- 
tween facilities  helps  to  assure  the  chronically  ill 
of  services  geared  to  need,  is  an  essential  step  in 
freeing  hospital  beds  now  occupied  by  long-term 
patients  who  do  not  require  hospitalization,  and 
saves  money. 

Another  advantage  of  affiliation  is  the  oppor- 
tunity which  it  affords  for  training  all  types  of 
personnel  giving  care  to  chronically  ill  persons. 
If  the  community  has  a specialized  chronic  dis- 
ease hospital,  that  institution  has  the  major  re- 
sponsibility for  organizing  and  conducting  such  a 
training  program. 

Under  existing  circumstances,  the  determining 


March  1,  1949] 


PLANNING  FOR  THE  CHRONICALLY  ILL 


529 


factor  in  the  placement  of  patients  in  “care” 
facilities  is  the  availability  of  a bed  anywhere. 
Under  an  affiliation  plan,  welfare  departments  se- 
cure admission  of  public  recipients  to  a hospital, 
or  to  its  outpatient  department.  The  medical 
staffs  of  the  hospital  and  the  welfare  department 
determine  the  total  medical-social  problems  of  the 
patient,  and  outline  a program  based  on  those 
needs,  then  the  welfare  department  recommends 
the  placement  of  the  patient  accordingly.  Peri- 
odically, the  medical  staff  of  the  hospital  and 
welfare  caseworkers  re-examine  these  persons  in 
order  to  keep  the  regimen  and  placement  in  line 
with  their  changing  conditions.  Whenever  an 
individual  in  a nursing  home  requires  diagnostic 
and  specialist  services,  full  use  is  made  of  total 
available  community  resources.  This  arrange- 
ment makes  possible  optimal  services  to  the 
patient  at  the  lowest  possible  cost.  The  medical 
staff  of  the  hospital  having  affiliation  with  a 
nursing  home  functions  in  that  nursing  home 
exactly  as  it  does  in  the  hospital  situation.  Pri- 
vate patients  can  have  these  same  advantages. 

This  arrangement  is  advantageous  to  the  nurs- 
ing home  for  the  following  reasons:  (1)  it  facili- 
tates a two-way  flow  of  patients  between  the 
hospital  and  nursing  home;  (2)  it  identifies  such 
homes  as  being  an  integral  part  of  the  general 
medical  care  program  of  the  community;  (3)  it 
provides  a means  for  the  training  of  attendant 
and  nursing  personnel  of  such  homes,  thus  assur- 
ing the  operators  of  an  adequate  supply  and 
competent  personnel,  and  (4)  it  improves  the 
quality  of  the  preventive,  medical,  and  health 
services  in  such  homes. 

Since  nursing  home?  are  medical  care  facilities, 
the  important  consideration  is  the  quality  of  the 
medical,  preventive,  and  health  services  rather 
than  the  facility  itself. 

The  majority  of  licensure  laws  now  in  effect  do 
not  set  minimum  standards  for  medical  services 
in  nursing  homes.  One  exception,  which  merits 
study,  is  Ordinance  No.  2467  of  the  City  of  Fort 
Worth,  Texas. 

Experience  points  to  the  need  for  covering  all 
types  of  medical  care  facilities  by  licensure  laws. 
New  York  State  does  not  have  such  legislation. 
In  1946,  eight  states  had  such  legislation.  In  all 
of  them,  the  health  department  is  the  licensing 
agency.6  Exemption  of  any  “care”  facility  from 
requirement  of  licensure  by  the  health  depart- 
ment is  not  in  the  public  interest.  Legislation 
governing  “care”  homes  commonly  exempts  those 
that  are  publicly  operated.  This  practice  is  un- 
sound. The  facts  do  not  generally  support  the 
implied  assumption  that  public  facilities  do  not 
need  supervision  because  they  are  already  making 
an  effective  and  necessary  contribution  to  the 
total  medical  care  program  of  the  community. 


Boarding  homes  for  older  persons  and  homes 
caring  for  less  than  three  sick  or  infirm  persons 
seldom  have  to  meet  the  requirements  of  such 
legislation.  Such  exclusions  from  licensure  in- 
crease the  number  of  illegally  operating  nursing 
homes.  This  observation  is  true  for  Nassau 
County,  New  York,  where  the  ordinance  does  not 
cover,  specifically,  boarding  homes  for  older  per- 
sons. There,  unless  the  evidence  is  that  three  or 
more  sick  or  infirm  persons  are  given  care  for  a 
consideration  in  a private  home,  the  ordinance 
does  not  apply.  Medical  health  officers  face 
practical  difficulties  in  determining  whether  or 
not  older  persons  in  such  homes  are  infirm. 
Since  such  individuals  seldom  have  preadmission 
and  periodic  medical  examinations,  the  health 
official  can  form  an  opinion  only  on  the  basis  of 
what  is  obvious  on  inspection.  These  limitations 
decrease  the  likelihood  of  successful  prosecution 
of  those  whom  the  licensing  agency  charges  with 
violation  of  the  nursing  home  article  of  the  public 
health  ordinance.  In  Nassau  County  today,  the 
number  (not  the  capacity)  of  known  so-called 
“boarding”  homes  for  older  persons  and  homes 
offering  care  to  less  than  three  patients  exceeds 
that  of  licensed  nursing  homes.  There,  health 
officials  frequently  find  that  the  “boarding  home” 
is,  in  fact,  an  unlicensed,  second-rate  nursing 
home. 

Amendment  of  the  ordinance,  in  accordance 
with  the  principles  given  previously,  offers  the 
greatest  promise  of  resolving  these  administra- 
tive problems. 

The  following  discussion  shows  the  practical 
application  of  these  principles  of  licensure.  A 
person  files  an  application  for  a license  to  operate 
a “care”  home.  The  health  department  deter- 
mines both  the  adaptability  of  the  physical  plant 
to  such  use  and  the  fitness  of  the  applicant  to  oper- 
ate such  a facility.  After  completing  an  investi- 
gation, the  health  department  either  denies  the 
application  or  issues  a “care”  home  license  for  a 
probationary  period,  if,  from  the  evidence  at 
hand,  it  appears  highly  probable  that  both  the 
plant  and  the  operator  can,  within  a year,  meet 
or  exceed  the  minimum  standards  either  of  a 
supervised  boarding  home  for  older  persons  or  of 
a licensed  nursing  home.  A statement  accom- 
panies this  license.  This  tells  the  operator  exactly 
what  he  must  do  in  accordance  with  a time  sched- 
ule, if  he  is  to  qualify  for  a license  to  operate  either 
a supervised  boarding  home  for  older  persons  or  a 
licensed  nursing  home.  If,  at  any  time  during  the 
probationary  period,  the  operator  fails  to  meet 
the  conditions  of  the  license  to  operate  a “care” 
home,  the  department  gives  notice  and  later  re- 
vokes that  license  and,  if  necessary,  files  an  in- 
formation. During  the  probationary  period,  the 
department  gives  a great  deal  of  educational 
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assistance  to  the  operator.  If,  prior  to,  or  at  the 
end  of  that  period,  the  facility  meets  the  mini- 
mum standards  either  of  a supervised  boarding- 
home  for  older  persons  or  of  a licensed  nursing 
home,  the  department  issues  a license  accordingly. 

Conclusion 

The  simultaneous  solution  of  the  complex  and 
interrelated  problems  of  chronic  illness  neces- 
sarily requires  a cooperative  program  of  the 
people  in  their  own  communities.  Since  medicine 
is  primarily  responsible  for  adding  years  to  life, 
an  important  cause  of  a changing  social  order,  it 
cannot  escape  the  responsibilities  for  helping  to 
resolve  the  medical-social  problems  of  an  aging 


population.  There  are  abundant  signs  that 
medicine  is  now  frequently  playing  the  center 
position  on  the  many  community  service  teams 
throughout  the  nation,  and  that  it  is  passing  the 
ball  from  one  player  to  another  in  order  to  help 
the  patient  and  his  family  outscore  chronic  ill- 
ness. 
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TROUBLES  MOUNT  IN  ENGLAND  UNDER  NATIONAL  HEALTH  ACT 


Since  the  National  Health  Service  Act  has  been  in 
effect  in  England,  doctors’  offices  are  overcrowded 
by  persons,  “many  of  whom  have  little  or  nothing 
the  matter,  seeking  medical  advice,”  says  the  Lon- 
don correspondent  of  the  J.A.M.A. 

“What  may  happen  if  we  have  a winter  epidemic 
of  some  kind  is  a nightmare  for  the  physician,”  his 
foreign  letter  says,  adding: 

“The  demands  for  drugs  and  apparatus  is  exces- 
sive. For  the  first  three  months  of  the  service  the 
national  bill  for  eye  testing  and  spectacles  amounted 
to  nearly  $4,000,000,  for  drugs  $7,600,000  and  for 
dentists,  including  dentures,  $4,900,000.  These 
figures  do  not  include  the  cost  of  treatment  and 
appliances  provided  through  the  hospitals. 

“An  abuse  of  the  Health  Service  has  occurred,  the 
extent  of  which  cannot  be  stated  because  of  the 
secrecy  of  the  practice.  A woman  obtains  a pre- 


scription from  a doctor,  for  which  she  has  little  if  any 
need.  Perhaps  she  shams  illness.  She  takes  the 
prescription  to  a pharmacist  and  trades  the  prescrip- 
tion for  cosmetics  or  other  things  which  he  sells. 
The  pharmacist  has  no  difficulty  in  getting  payment 
for  the  prescription,  as  he  returns  it  with  those  that 
he  has  dispensed.  Both  score  over  this  fraud.  The 
woman  obtains  her  cosmetics  for  nothing  and  the 
pharmacist  probably  makes  an  increased  profit  on 
this  sale  of  cosmetics.” 

The  article  says  that  the  medical  profession  does 
not  reap  any  reasonable  benefits  from  the  act  “be- 
cause of  the  enormous  waste  involved — waste  of 
time  and  material.”  “A  crowning  bit  of  extrava- 
gance may  be  mentioned,”  the  article  continues. 
“Foreigners  who  come  to  this  country  are  to  be 
entitled  to  free  medical  attention  at  the  public  ex- 
pense for  the  first  two  months.” 


“DOCTOR  JONES”  SAYS— 

Just  for  a change,  supposing  we  talk  about  a war, 
but,  this  time,  one  with  some  cheering  aspects.  The 
war  against  tuberculosis  has  been  going  on,  in  this 
country,  for  sixty-odd  years  and,  now,  success  is 
practically  in  sight.  Tuberculosis  was  a scourge 
long  before  that,  but  it  wasn’t  ’til  Dr.  Koch  dis- 
covered the  tubercle  bacillus,  in  1882,  that  they 
knew  what  caused  it  and  really  started  fighting. 
Now  we’ve  reached  the  point  where,  if  we  can  throw 
in  enough  reinforcements  to  take  the  final  ramparts, 
the  war’ll  be  won.  Then  all  we’ll  have  to  do  will  be 
to  guard  the  peace. 

About  eight  years  after  Dr.  Koch  discovered  the 
germ  he  came  out  with  tuberculin.  It  began  to  be 
used  for  testing  cattle  to  find  out  if  they  were  in- 
fected— and,  later  on,  children.  Around  1897  the 
New  York  City  Board  of  Health  began  requiring 
the  reporting  of  cases:  the  first  in  the  country, 

apparently,  to  do  it.  Laboratories  began  looking 
for  the  germs  in  specimens  from  patients.  Inci- 
dentally, the  educational  work  started  then,  on  pre- 


vention of  the  disease,  was  the  real  beginning  of 
systematic  public  healtn  education. 

In  1900,  when  I began  getting  interested,  tubercu- 
losis was  the  leading  cause  of  death.  (The  last  time 
I checked  up  it  was  number  7 on  the  fist) . A large 
part  of  the  market  milk  that  wasn’t  pasteurized  had 
live  tubercle  bacilli  in  it.  It  was  estimated  that  70 
per  cent  of  the  people  over  fifteen  years  old  has  been 
infected  to  some  degree.  If  the  disease  didn’t  get  ’em 
the  infection  probably  left  ’em  with  some  immunity. 
Between  that  and  the  work  that’s  been  done  the 
death  rate  has  been  coming  down  steadily  until — 
well,  you  know  where  it  is  today. 

We’ve  had  enough  experience  with  military  mat- 
ters, these  late  years,  to  know  that  a battle  almost 
won  can  be  lost  by  a slow-down.  In  our  war  with 
tuberculosis  now’s  the  time  to  give  it  everything 
we’ve  got. 

As  Joe  Louis  might  say:  “When  they’re  on  the 
ropes  turn  on  the  heavy  stuff.” — Paul  B.  Brooks, 
M.D.,  December  20,  1948 


RAMSAY  HUNT’S  SYNDROME 

Joseph  H.  Melant,  M.D.,  Buffalo,  New  York 
{From,  the  Mercy  Hospital) 


RAMSAY  Hunt’s  syndrome  is  interesting 
and  rare  enough  to  justify  the  presenta- 
tion of  a single  case.  I should  like  to  alter  the 
usual  routine  by  presenting  the  history  and 
physical  findings  first,  followed  by  a brief  his- 
toric review  with  a discussion  of  the  anatomy 
and  physiology  involved,  and,  finally'-,  a sum- 
mary. 

Case  Report 

S.  M.,  a white  man,  aged  fifty,  was  seen  for  the 
first  time  on  March  19,  1948.  He  complained  of 
severe  pain,  of  one  week  duration,  situated  in  and 
behind  the  right  ear.  Two  days  after  the  pain  had 
begun,  blisters  appeared  on  the  ear,  and  right-sided 
facial  paralysis  occurred  on  the  morning  of  March  18. 
He  had  been  treated  with  diathermy  for  two  days 
previous  to  the  palsy,  by  the  referring  physician. 
There  was  no  vertigo  or  obvious  disturbance  in  hear- 
ing sensation.  His  mouth  felt  dry. 

Examination  revealed  a complete  right  facial 
paralysis  with  Bell’s  phenomenon— -on  attempting  to 
close  the  eyes  the  right  eyeball  turned  upward  and 
outward  (Fig.  1).  He  was  unable  to  wrinkle  the 
right  side  of  his  forehead,  to  whistle,  or  to  smile  con- 
vincingly. Epiphora  was  not  present.  Absence  of 
the  sense  of  taste  at  the  anterior  two  thirds  of  the 
tongue  on  the  right  with  normal  taste  sensation  on 
the  left  was  observed  the  following  day.  Muscle 
movements  of  tongue  and  soft  palate  were  normal. 

The  left  ear  canal  and  drum  showed  nothing  ab- 
normal. The  right  auricle  was  moderately  swollen 
and  injected.  There  were  numerous  discrete  vesicles 
and  some  dry  scales  at  the  concha  (Fig.  2).  Tuning 
forks  of  the  higher  frequencies  were  distinctly 
irritating  to  the  right  ear. 

The  patient  improved  rapidly  under  simple  in- 
frared and  vitamin  B complex  therapy.  X-rays  or 
electric  current  stimulation  was  not  employed.  A 
bland  ointment  was  prescribed  for  the  eruption,  and 
facial  massage  was  carried  out  by  the  patient  at 
home.  The  cutaneous  lesions  disappeared  within  two 
weeks.  After  another  two  weeks  taste  sensation  re- 
turned and  facial  movements  became  normal,  in  that 
order.  He  never  complained  of  any  intranasal 
disease  nor  was  any  found.  An  interesting  incidental 
finding  of  herpes  simplex  of  the  left  corner  of  the 
mouth  was  noted  three  days  after  the  palsy  became 
established  (Fig.  1). 

It  was  in  1906  that  Ramsay  Hunt  first  pointed 
to  the  geniculate  ganglion  of  the  seventh  cranial 
nerve  as  the  site  of  the  pathology  in  the  syn- 
| drome  that  now  bears  his  name.1  The  disease 
designates  the  occurrence  of  herpes  zoster  at  the 
| auricle,  usually  associated  with  neurologic  signs 
of  the  facial  and  also  frequently  of  the  acoustic 


nerves.  Recently,  Tschiassny  has  found  reason 
to  disagree  with  some  of  Hunt’s  theories.2 

Anatomy  of  Facial  Nerve 

In  order  to  determine  the  site  of  the  facial 
nerve  lesion  it  is  necessary  to  understand 
thoroughly  its  anatomy.  The  seventh  nerve  is 


Fig.  1.  Complete  right-sided  facial  paralysis 
with  Bell’s  phenomenon.  Note  lesions  of  herpes 
simplex  at  left  corner  of  mouth. 


Fig.  2.  Illustration  showing  dry  scales  at  the 
concha. 
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comprised  of  four  differently  functioning  ele- 
ments. Two  are  afferent  (sensory  and  gusta- 
tory), and  two  efferent  (motor  and  secretory). 

Sensory  Element. — Here  we  are  primarily 
interested  in  that  portion  concerned  in  the 
syndrome.  Ramsay  Hunt’s  “geniculate  zone” 
includes  the  concha,  tragus,  antitragus,  fossa, 
part  of  the  helix,  antihelix,  and  a small  portion 
of  the  lobule.  The  fibers  are  conducted  to 
their  destination  mainly  with  Arnold’s  nerve 
and  partly  with  the  auriculotemporal  and  the 
posterior  auricular  nerves. 

Gustatory  Element. — Briefly,  taste  fibers 
leave  the  geniculate  ganglion  and  are  dis- 
tributed to  the  anterior  two  thirds  of  the  tongue 
through  the  chorda  tympani  nerve. 

Motor  Element. — The  levator  palati  and  the 
uvulae  muscles  are  supplied  by  the  palatine 
nerves  via  the  greater  superficial  petrosal 
nerve  after  the  latter  passes  through  the 
sphenopalatine  ganglion.  The  exact  nerve  sup- 
ply of  the  palate  remains  unsettled.  The 
stapedius  nerve  leaves  the  main  trunk  in  the 
middle  ear  and  innervates  the  smallest  striated 
muscle  in  the  body.  The  footplate  of  the 
stapes  is  drawn  out  of  the  oval  window  by  the 
contraction  of  this  muscle,  the  stapedius.  This 
reflex  occurs  during  loud  noises  and  is,  there- 
fore, a protection  for  the  inner  ear.  Contrac- 
tion of  the  stapedius  muscle  decreases  hearing 
acuity;  conversely,  paralysis  of  the  muscle 
causes  an  increase  in  hearing  sensation.  Up  to 
the  present  this  phenomenon  has  been  called 
hyperacousis,  but  Tschiassny  prefers  the  term 
“phonophobia”  since  there  really  is  no  in- 
creased acuity  of  the  hearing  organ  but  rather 
an  increased  sensitivity. 

Secretory  Element  — Postganglionic  fibers 
leaving  their  respective  ganglia  find  their  way 
to  the  lacrimal  gland  (sphenopalatine),  the 
mucous  glands  of  the  nose  and  palate  (spheno- 
palative) , the  parotid  gland  (geniculate  and  otic) , 
and  the  submaxillary  glands  (submaxillary). 

In  order  to  facilitate  the  location  of  the 
lesion  the  facial  nerve  is  further  divided  into 
the  following: 

Infrachordal  Portion. — That  portion  of  the 
seventh  nerve  below  the  chorda  tympani.  In- 
volvement here  would  result  primarily  in  facial 
paralysis  alone.  If  the  disease  is  extracranial, 
the  posterior  auricular  nerve  escapes.  Thus, 
slight  movement  of  the  auricle  is  possible. 
Sensation  at  the  geniculate  zone  is  not  affected. 

Suprachordal  Portion. — That  portion  of  the 
seventh  nerve  above  the  chorda  tympani.  The 
small  stapedius  nerve  leaves  the  main  trunk 
between  the  chorda  tympani  and  the  geniculate 
ganglion.  Hence,  the  suprachordal  portion 
can  be  further  subdivided  into  an  infrastapedial 
and  a suprastapedial  portion.  Involvement 


above  the  chorda  tympani  and  below  the 
stapedial  nerve  (suprachordal-infrastapedial) 
would  show  facial  palsy  plus  loss  of  taste  sensa- 
tion at  the  anterior  two  thirds  of  the  tongue  on 
that  side.  There  would  also  be  a decrease  in 
the  salivary  flow.  However,  a lesion  situated 
above  the  stapedius  nerve  and  below  the 
geniculate  ganglion  would  cause  a paralysis  of 
the  stapedius  muscle.  The  patient  would  then 
lose  the  protection  of  the  loud  noise  reflex,  thus 
making  strong  auditory  stimuli  irritating  to  the 
ear,  i.e.,  the  appearance  of  phonophobia.  It 
has  been  shown  that  by  forcibly  closing  the 
eyes  most  people  will  experience  a blowing 
noise  in  both  ears.  This  is  thought  to  be  due  to 
an  oculostapedial  reflex  causing  contraction  of 
the  stapedius  muscle  and,  consequently,  with- 
drawal of  the  footplate  from  the  oval  window. 
A negative  test  means  nothing  unless  it  was 
positive  previously.  This  test  would  neces- 
sarily be  negative  with  a lesion  above  the 
stapedius  nerve. 

Geniculate  Portion. — That  portion  of  the 
seventh  nerve  at  the  geniculate  ganglion. 
Signs  of  involvement  here  are  as  above  with 
the  addition  of  hypolacrimation,  possible 
deviation  of  the  palate  and  uvula  to  the  good 
side,  and  more  dryness  of  the  mouth. 

Supraqeniculate  Portion. — That  portion  of 
the  seventh  nerve  above  the  geniculate  gang- 
lion. The  signs  are  as  above  with  the  noted 
exception  that  the  sense  of  taste  at  the  an- 
terior two  thirds  of  the  tongue  returns.  The 
reason  for  this  apparent  discrepancy  is  that 
taste  fibers  pass  off  in  the  greater  superficial 
petrosal  nerve  which  leaves  the  ganglion,  and 
these  fibers  escape  the  lesion. 

Comment 

In  the  patient  presented,  the  lesion  would  be 
located  at  the  geniculate  ganglion.  Clinically, 
he  demonstrated  the  facial  palsy,  the  loss  of 
taste  at  the  anterior  two  thirds  of  the  tongue, 
the  phonophobia,  and  the  diminished  saliva- 
tion. Because  of  these  findings  and  especially 
because  of  the  vesicles  situated  at  the  “genicu- 
late zone,”  this  case  can  be  designated  as  a true 
example  of  Ramsay  Hunt’s  syndrome  as 
originally  described. 

Summary 

1.  A case  of  Ramsay  Hunt’s  syndrome  is 
presented. 

2.  The  anatomy  and  physiology  of  the 
facial  nerve  are  briefly  reviewed. 
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THEPHORIN:  A NEW  HISTAMINE  ANTAGONIST  IN  THE  SYMPTO- 
MATIC TREATMENT  OF  ALLERGY 

Emanuel  Schwartz,  M.D.,  F.A.C.P.,  and  Harry  Leibowitz,  M.D.,  Brooklyn,  New  York 
( From  the  Division  of  Allergy  of  the  Department  of  Medicine,  Long  Island  College  Hospital) 


IN  RECENT  years  various  histamine  antago- 
nists have  been  widely  used  in  various  allergic 
disorders  with  remarkable  results.  In  1910,  Dale 
and  Laidlaw  advanced  the  histamine  theory  in 
anaphylactic  shock  and  in  allergic  conditions.1 
The  fundamental  observations  of  Lewis  revealed 
that  the  physiologic  response  in  anaphylactic 
shock  and  in  allergic  reactions  is  due  to  the  union 
of  antigen  and  antibody  in  the  shock  tissues,  with 
the  resulting  liberation  of  an  “H”  or  histamine- 
like substance.2 

Code,  in  his  discussion  of  the  action  of  hista- 
mine, stated  that  the  effect  upon  smooth  muscle 
is  one  of  contraction,  as  seen  in  the  bronchi  for 
example,  and  the  effect  upon  the  capillaries  is  one 
of  dilation  and  increased  permeability,  as  dem- 
onstrated on  the  skin  and  mucous  membrane.3 
Code  further  suggests  that  there  is  another  factor, 
not  histamine,  which  is  fundamental  in  anaphy- 
laxis and  allergic  reactions,  and  he  stresses  that 
the  sensitized  cell  damage  is  the  factor  responsible, 
with  incidental  release  of  histamine  as  a result  of 
this  cell  damage. 

To  discard  the  importance  of  histamine,  even 
though  secondary  in  the  production  of  many 
allergic  reactions,  is  illogical  at  this  time.  There 
is  evidence  that  the  release  of  histamine  is  respon- 
sible in  many  allergic  reactions.  As  a result, 
many  investigators  began  to  search  for  a drug 
which  would  effectively  displace  or  replace  hista- 
mine at  the  cell  receptors.  The  French  were  the 
first  to  develop  histamine  antagonists.  Antergan 
(N'-phenyl-N'-benzyl-N-dimethyl  ethylenedia- 
mine)  was  the  first  drug  to  be  used.  Others  soon 
followed.  These  early  histamine  antagonists 
were  found  to  be  too  toxic  in  the  human  being, 
although  effective  in  animals.  A great  number  of 
drugs  of  the  ethylenediamine  type  of  chemical 
j structure  with  various  side-chain  modifications 
soon  made  their  appearance.  Clinical  reports 
began  to  appear  in  1945  and  1946,  affording  a 
great  number  an  opportunity  to  try  them,  with 
various  results. 

Feinberg  summarized  the  subject  of  histamine 
antagonists  by  stating  that  a cure  is  not  to  be 
anticipated  as  a result  of  the  use  of  these  drugs; 
they  are  palliative  only  and  in  many  manifesta- 
i tions  of  allergy  will  not  be  effective,  while  other 
cases  will  be  helped  by  the  additional  employment 
of  these  palliative  measures.'*  In  other  words, 
these  histamine  antagonists  have  not  supplanted 
I specific  desensitization  therapy,  and,  while  they 


do  not  relieve  all  allergic  symptoms,  they  do  give 
a great  deal  of  relief  in  a great  number  of  pa- 
tients. 

In  1947  a new  histamine  antagonist  was  intro- 
duced, characterized  chemically  by  a structure 
totally  different  from  those  of  the  other  drugs 
previously  reported.  This  drug  is  known  as 
Thephorin  (2-methyl-9-phenyI-2,3,4,9-tetrahydro- 
1-pyridindene  hydrogen  tartrate.) 

We  have  used  Thephorin  in  141  cases  of  vari- 
ous allergic  conditions.  * This  group  comprised  the 
following:  hay  fever  60  cases,  vasomotor  rhinitis 
55  cases,  bronchial  asthma  20  cases,  chronic 
urticaria  four  cases,  vernal  catarrh  one  case,  and 
contact  dermatitis  one  case.  The  dosage  em- 
ployed was  25  mg.  given  orally  three  to  four  times 
daily.  As  the  symptoms  improved,  the  dose  was 
reduced  to  25  mg.  once  daily,  to  be  given  when 
necessary.  In  the  table  that  follows  it  is  to  be 
noted  that  unless  the  patient  obtained  50  per  cent 
relief  of  symptoms  following  a reasonable  trial  of 
Thephorin  the  result  was  charted  as  “no  relief.” 

TABLE  1. — Results  op  Treatment  op  Patients  with 
Thephorin  (Nu  1504) 


Allergic  Condition 

Num- 

ber 

of 

Cases 

Re- 

lief 

No 

Re- 

lief 

Per 

Cent 

Re- 

lieved 

Hay  fever 

60 

46 

14 

76.7 

Vasomotor  rhinitis 

55 

33 

22 

60.0 

Bronchial  asthma 

20 

3 

17 

15.0 

Chronic  urticaria 

4 

3 

1 

75.0 

Vernal  catarrh 

1 

0 

1 

0.0 

Contact  dermatitis 

1 

1 

0 

100.0 

Totals 

141 

86 

55 

61.0 

Discussion  of  each  case  is  not  feasible.  The 
best  results  were  obtained  in  hay  fever,  vaso- 
motor rhinitis,  and  urticaria. 

Of  95  cases  treated  with  Thephorin,  twelve,  or 
12.6  per  cent,  complained  of  side-reactions.  No 
reactions  encountered  were  severe  enough  in  any 
case  to  cause  the  discontinuance  of  the  drug. 

TABLE  2. — Side-Reactions  in  12  of  95  Cases  Treated 
. with  Thephorin 

Side-reaction  Number  of  Cases 


Drowsiness  7 

Dryness  of  mouth  2 

Headache  2 

Indigestion  2 

Tiredness  2 

Dizziness  1 

Palpitations  1 

Bitter  taste  1 


* Thephorin  was  furnished  through  the  courtesy  of  Hoff- 
mann-La  Roche, ,Inc. 
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Summary  and  Conclusions 

1.  A review  of  the  histamine  theory  in  allergy 
and  the  introduction  of  the  use  of  histamine  an- 
tagonists are  presented. 

2.  A group  of  141  patients  with  various  forms 
of  allergy  were  treated  with  Thephorin. 

3.  Symptomatic  relief  was  obtained  in  46  of 
60  cases  (76.7  per  cent)  of  hay  fever;  in  33  of  55 
cases  (60.0  per  cent)  of  vasomotor  rhinitis;  in 
three  of  20  cases  (15.0  per  cent)  of  bronchial 
asthma;  in  three  of  four  cases  (75.0  per  cent)  of 
chronic  urticaria.  No  relief  was  obtained  in  one 
case  of  vernal  catarrh.  One  case  of  contact  der- 
matitis obtained  relief. 


4.  Side-reactions  occurred  in  12  of  95  cases,  or 
12.6  per  cent. 

5.  It  is  concluded  that  Thephorin  is  an 
effective  antihistaminic  drug  of  low  toxicity. 
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FISHBEIN  ANSWERS  SOCIAL  PLANNERS  ON  HEALTH 


In  an  article  entitled  “Health  and  Social  Security” 
in  the  December  25  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association,  Dr.  Morris  Fishbein  says 
that  “the  problem  of  providing  medical  care  wherever 
needed  is  not  nearly  as  simple  as  many  economists 
and  political  leaders  would  lead  the  American  people 
to  believe.” 

“Again  and  again  political  leaders  have  denied 
that  nation-wide  compulsory  sickness  insurance  is 
socialized  medicine,”  the  editor  of  the  Journal 
stated,  adding:  “Yet  the  nations  that  embark  on 
such  programs  move  inevitably  into  a socialized 
state  in  which  mines,  banks,  transportation  and 
practically  all  public  services  become  nationalized, 
private  responsibility  and  ownership  disappear, 
individual  initiative  is  destroyed,  and  the  result  is  a 
socialized  state.  At  the  same  time  that  many  of  our 
political  leaders  oppose  communism  they  move  to- 
ward communism  by  embracing  socialism.” 

In  his  article  dealing  with  medical  economics,  Dr. 
Fishbein  reviews  the  amount  of  money  which  the 
80th  Congress  appropriated  for  health  and  medical 
care  of  the  American  people. 

“Few  persons  realize  how  greatly  our  Federal 
government  enters  into  the  care  of  the  sick  under 
existing  legislation,”  the  article  says.  “In  1948  the 
Federal  government  assumed  the  total  cost  of  ap- 
proximately $6  000,000,000  for  medical,  hospital, 
educational  ana  welfare  needs  of  veterans.  Bene- 
fits were  paid  to  more  than  2,000,000  persons  under 
old  age  and  survivors’  insurance  program.” 

He  reviewed  many  of  the  health  bills  passed  by  the 
80th  Congress  and  then  discussed  Federal  Security 
Administrator  Oscar  Ewing’s  report  to  the  President, 
entitled  “The  Nation’s  Health,”  which  Dr.  Fishbein 
says  “comes  far  indeed  from  being  anything  re- 
sembling a scientific  document.” 

“Almost  from  the  first  it  was  apparent  that  Mr. 
Ewing  was  stacking  his  executive  committee,”  Dr. 
Fishbein  says,  and  “what  came  forth  was  a shrewdly 
contrived  document,  designed  to  break  down  the 
confidence  of  the  American  people  in  their  medical 
care  and  pointing  repeatedly  to  compulsory  sickness 
insurance  as  the  cure  for  misrepresentation  that  the 
document  sets  forth. 

“A  peculiar  folly  is  the  suggestion  that  every  state 
should  have  a medical  school  and  a medical  center 
around  the  school.  That  type  of  broad  generaliza- 
tion could  have  been  made  only  by  someone  totally 
lacking  in  a knowledge  of  medical  education  and  its 
problems.  It  will  take  far  more  than  ten  years  to 
accomplish  that  objective. 


“The  report  says  that  a scant  20  per  cent  of  our 
people  are  able  to  afford  all  the  medical  care  they 
need — and  this  in  a nation  with  the  highest  standard 
of  living  of  any  nation  in  the  world.  Who  deter- 
mines how  much  medical  care  people  need?  What 
kind  of  medical  care  meets  the  needs  of  the  American 
people?  We  have  in  the  United  States  some  200,000 
physicians,  16,000  chiropractors  and  7,000  or  8,000 
osteopaths,  with  perhaps  15,000  or  20,000  more  non- 
descript healers  of  every  type  from  faith  healing  to 
the  utilization  of  electric  gadgets.  How  much  could 
be  saved  by  the  elimination  of  this  borderline  quack- 
ery? Bear  in  mind  that  no  other  nation  in  the  world 
is  subject  to  the  amount  of  medical  quackery  that 
we  seem  to  tolerate  and  support. 

“In  England,  following  the  adoption  of  the  Na- 
tional Health  Act  which  promised  everyone  in  Eng- 
land free  medical  service  and  free  hospitals,  free  eye- 
glasses and  free  teeth,  as  well  as  everything  else  free 
in  the  field  of  medicine,  the  service  has  been  marked 
by  utter  inability  of  the  doctors,  the  hospitals,  the 
pharmacists  or  the  dentists  to  meet  the  demands 
placed  on  them  by  a great  rush  of  people  who  wanted 
perhaps  simply  to  find  out  how  the  system  works. 

“My  observations  in  England  led  me  to  the 
opinion  that  the  quality  of  medical  service  rendered 
under  the  National  Health  Act  would  never  be  satis- 
factory to  the  average  American  laborer  or  farmer. 

“We  need  no  revolution  to  advance  against  dis- 
ease at  this  tremendous  rate  of  the  past  forty  years, 
nor  do  we  need  a revolution  to  intensify  our  progress. 
The  establishment  of  a compulsory  sickness  insur- 
ance system  which  would  inevitably  degrade  and 
deteriorate  the  medical  profession  would  represent 
a revolution  and  would  with  certainty  deteriorate 
the  quality  of  medical  care  rendered  to  our  people. 
Once  a nation  has  embarked  on  such  a program,  the 
ability  to  retrace  the  steps  becomes  less  and  less 
with  every  year  that  passes.  As  the  years  go  by,  the 
quality  of  medical  education  deteriorates.  As  the 
years  go  by,  young  men  seek  opportunity  to  enter 
other  professions  than  medicine.  Research  fails  to 
attract  the  type  of  men  who  in  the  past  have  given 
us  the  discoveries  that  have  removed  the  fear  of 
tuberculosis  and  pneumonia  and  of  epidemic  disease. 

“With  what  sophistic  explanations  will  those  who 
propose  to  tear  down  the  great  edifice  of  medical 
education,  medical  research  and  the  quality  of  medi- 
cal care  that  we  have  established  in  this  country  and 
to  replace  it  with  a bureaucratic  civil  servant  type 
of  medical  care  justify  their  conduct  in  the  years  to 
come?” 


THE  TREATMENT  OF  PNEUMONIA  WITH  PENICILLIN 

Comparison  of  Penicillin  in  Water-in-Oil  Emulsion  and  Penicillin  in  Water  Solution* 

Harold  H.  Coppersmith,  M.D.,  Woodbury  Perkins,  M.D.,  James  Leland,  M.D., 
Dickinson  W.  Richards,  Jr.,  M.D.,  and  K.  Jefferson  Thomson,  M.D.,  New  York  City 

{From  the  First  Medical  Division,  Bellevue  Hospital,  and  the  Department  of  Medicine, 

Columbia  University  College  of  Physicians  and  Surgeons ) 


SEVENTY-NINE  cases  of  pneumonia  admit- 
ted to  the  First  Medical  Division,  Bellevue 
Hospital,  during  the  winter  and  spring  of  1947 
were  treated  with  penicillin,  300,000  units  every 
twelve  hours.  This  study  consists  of  two  series: 
an  initial  group  of  48  patients  in  which  penicillin 
was  administered  in  a water-in-oil  emulsion  con- 
taining beeswax  and  peanut  oil,  and  a group  of  31 
patients  in  which  the  penicillin  was  administered 
in  a simple  water  solution. 

The  number  of  patients  treated  is  not  large 
enough  to  permit  definite  conclusions,  but  the 
results  suggest  that  penicillin  in  .water  solution 
given  in  doses  of  300,000  units  every  twelve  hours 
may  constitute  adequate  therapy  for  pneumo- 
coccal pneumonia. 

As  yet,  there  is  little  in  the  literature  on  peni- 
cillin in  water  solution  given  at  twelve-hour  in- 
tervals. Young  has  described  three  patients 
treated  with  250,000  units  of  penicillin  every 
twelve  hours,  and  17  patients  treated  every  eight 
hours.1  One  of  the  three  responded  satisfactorily ; 
two  gave  a delayed  response,  requiring  four  to 
seven  days.  Tompsett,  in  a discussion  of  the 
treatment  of  pneumonia,  mentioned  26  cases, 
treated  with  300,000  units  every  twelve  hours 
until  the  temperature  fell,  then  300,000  units  once 
a day  thereafter.1  The  results  were  identical  with 
those  of  other  treatment  regimens. 

Methods 

Amorphous  penicillin  (Schenley),  1,000,000 
units  in  a 100-cc.  vial,  was  used  throughout  the 
study.  The  menstruum  in  the  oil  emulsion  series 
was  a mixture  of  peanut  oil,  beeswax,  and  choles- 
terins  termed  Pendil,  which  was  heated  to  liquid- 
ity for  emulsification  with  penicillin  in  aqueous 
solution.  **  The  method  of  mixing  the  Pendil  and 
: penicillin  was  as  follows:  1,000,000  units  of 

i amorphous  penicillin  in  a 100-cc.  vial  were  dis- 
■ solved  by  the  addition  of  3 cc.  of  sterile  distilled 
' water.  The  dissolved  1,000,000  units  were  then 
transferred  to  a second  vial  of  1,000,000  units  of 

* This  study  was  supported  by  a grant  from  Endo  Prod- 
ucts, Inc. 

Presented  at  the  Resident’s  Meeting,  Section  on  Medicine, 
j New  York  Academy  of  Medicine,  April  20,  1948. 

**  Provided  through  the  courtesy  of  Dr.  Samuel  Gordon  of 
Endo  Products,  Inc.  Pendil  is  a semisolid  mixture  of  a 
cholesterol  derivative  II  parts  and  peanut  oil  20  parts,  to 
which  beeswax,  2 per  cent,  is  added. 


amorphous  penicillin.  The  2,000,000  units  of 
penicillin  dissolved  in  3 cc.  of  distilled  water  were 
then  mixed  with  9 cc.  of  Pendil  heated  to  liquid- 
ity. The  two  substances  were  agitated  with  a 
hand  syringe  into  a homogeneous  water-in-oil 
emulsion.3  Two  cubic  centimeters  of  this  emul- 
sion, containing  approximately  300,000  units  of 
penicillin,  constituted  an  intramuscular  dose  of 
this  preparation. 

For  the  aqueous  penicillin  series,  1,000,000 
units  of  similar  penicillin  were  dissolved  in  6 cc.  of 
sterile  distilled  water.  Two  cubic  centimeters  of 
this  preparation,  which  contained  approximately 
300,000  units  of  penicillin,  were  used  for  the 
intramuscular  injection. 

The  injections  of  both  Pendil  penicillin  and 
aqueous  penicillin  were  given  at  twelve-hour 
intervals  in  alternate  buttocks. 

The  bacteriologic  studies  consisted  of  sputum 
typing  and  culture  on  blood  agar  plates  if  immedi- 
ate typing  could  not  be  obtained;  blood  culture 
with  typing  of  pneumococci  if  growth  occurred 
within  nineteen  days,  and  similar  culture  and 
typing  of  pleural  fluid  when  obtained.  Sputum 
typing  and  blood  culture  were  taken  as  a routine 
on  establishing  the  diagnosis  and  before  therapy 
was  given.  Penicillin  assays  were  done  by  the 
method  of  Hobby.4 

Clinical  Material 

The  patients  in  this  study  were  consecutive 
admissions  in  whom  the  diagnosis  of  pneumonia 
was  based  on  the  usual  clinical  and  laboratory 
criteria,  including  an  immediate  fluoroscopy  and 
subsequent  roentgenograms  of  the  chest.  No 
patient  was  included  in  the  series  who  had  re- 
ceived a chemotherapeutic  or  antibiotic  agent 
prior  to  admission  (or  transfer)  to  the  service. 
Patients  were  not  excluded  from  the  series  be- 
cause of  the  presence  of  another  illness  in  con- 
junction with  pneumonia.  Diagnostic  proce- 
dures such  as  white  blood  cell  count,  fluoroscopy  or 
roentgenogram  of  the  chest,  and  the  collection  of 
sputum  and  blood  for  pneumococcus  typing  and 
culture  were  done  before  the  first  administration 
of  penicillin.  Three  hundred  thousand  units  of 
penicillin  were  then  given  every  twelve  hours. 
The  serum  levels  of  penicillin,  as  measured  in  a 
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Fig.  1.  Scatter  graphs  of  penicillin  blood  levels 
in  six  patients  after  a single  intramuscular  injection 
of  300,000  units  of  penicillin-in-oil  (top)  and  in  six 
patients  after  a single  intramuscular  injection  of 
300,000  units  of  aqueous  penicillin  (bottom). 


small  number  of  these  patients,  are  tabulated  in 
Fig.  1. 

The  patients  in  the  two  series  were  essentially 
unselected.  The  exceptions  were  as  follows: 
patients  admitted  primarily  with  cardiac  failure 
who  later  developed  pneumonia  were  not  accepted 
for  study;  one  patient  with  pneumonia  due  to 
Klebsiella  pneumoniae  was  excluded  because  it  was 
considered  advisable  to  give  streptomycin  as  well 
as  penicillin,  and  one  patient  was  excluded  who 
had  bronchiectasis,  later  demonstrated  by  bron- 
choscopy, and  frankly  suppurative  pneumonia. 

No  attempt  was  made  to  differentiate  bacterial 
bronchopneumonia  from  lobar  pneumonia. 
There  were  no  recognized  cases  of  primary  atypi- 
cal pneumonia,  although  the  possible  existence  of 
this  disease  in  some  cases  in  which  pneumococci 
were  not  cultured  from  the  sputum  could  not  be 
excluded.  The  majority  of  patients  had  lobar 
distribution  of  their  disease  with  one  or  more 
lobes  involved.  Bacteriologic  identification  of 
the  causative  organism  was  accomplished  in  the 
minority  of  cases.  However,  as  the  season  pro- 
gressed, the  percentage  of  typed  cases  increased. 


The  first  group  was  treated  during  February, 
March,  and  early  April,  1947,  and  comprised  48 
cases.  These  received  300,000  units  of  aqueous 
solution  of  penicillin  emulsified  with  Pendil. 
This  group  is  hereafter  referred  to  as  the  oil 
series.  The  second  group  treated  from  mid-April 
through  June,  1947,  comprised  31  cases  who 
received  300,000  units  of  aqueous  penicillin  alone. 
This  group  is  hereafter  referred  to  as  the  water 
series.  The  onset  of  illness  was  dated  from  the 
advent  of  shaking  chill,  pleuritic  pain,  known 
fever,  or  hemoptysis  and  is,  in  many  cases,  an 
approximation. 

Results 

Certain  arbitrary  criteria  for  evaluation  of 
therapy  have  been  established.  A rapid  recovery 
is  defined  as  a case  that  became  afebrile  within 
five  days  and  had  an  essentially  clear  roentgeno- 
gram of  the  chest  within  three  weeks.  Fever  was 
considered  a rectal  temperature  of  100°  F.  or 
above.  An  “essentially  clear”  chest  roentgeno- 
gram includes  .those  with  slight  haziness  of  the 
pleura  or  increased  hilar  markings  extending  into 
the  affected  area,  still  present  at  discharge.  Such 
patients  were  considered  to  have  recovered. 
Three  patients  who  recovered  promptly  from 
their  acute  pneumonia  had  a persistence  of  pa- 
renchymal shadows  by  roentgenogram  and  sub- 
sequently developed  sputa  positive  for  m. 
tuberculosis.  These  are  considered  cases  of  rapid 
recovery  from  an  acute  pneumonia  superimposed 
on  a tuberculous  infection. 

Slow  recovery  was  considered  to  have  existed 
in  those  instances  where  fever  persisted  over  five 
days,  but  in  which  there  was  otherwise  a favor- 
able and  uncomplicated  course. 

The  complications  of  pneumonia  encountered 
were  delayed  resolution  and  empyema.  The 
criterion  of  delayed  resolution  was  a homogeneous 
parenchymal  density  by  chest  roentgenogram 
persisting  after  three  weeks.  A diagnosis  of 
empyema  was  made  in  two  cases  with  grossly 
purulent  fluid,  although  this  fluid  was  sterile  by 
culture. 

Oil  Series. — There  were  no  deaths.  Forty-six 
of  the  48  patients  recovered  without  complica- 
tions. In  general,  the  fever  declined  promptly, 
the  average  febrile  period  lasting  three  and  two- 
tenths  days  after  the  commencement  of  therapy. 
There  were  six  patients  classified  as  slow  recov- 
eries, five  of  whom  had  a slow  initial  temperature 
response  with  fever  persisting  past  five  days  and 
one  patient  who  had  a febrile  relapse  the  ninth 
day  with  the  development  of  pneumonia  in  the 
other  lung.  In  this  latter  instance  there  was  a 
satisfactory  response  to  a second  course  of  peni- 
cillin. This  was  the  only  occasion  in  which  a 
second  course  of  penicillin  was  administered. 
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In  other  respects  these  six  patients  made  unevent- 
ful recoveries.  There  was  one  additional  patient 
with  successful  recovery  whose  pneumonia 
responded  satisfactorily  but  who  had  a persistent 
fever  in  conjunction  with  chronic  pyelonephritis. 
The  only  two  cases  in  which  complications  devel- 
oped showed  delayed  resolution  in  both.  These 
two  patients  made  eventual  recoveries. 


Fig.  2.  Temperature  response  of  a fifty-five- 
year-old  white  man  with  pneumococcus,  type  II,  in 
sputum  and  blood  who  received  300,000  units  of 
penicillin-in- water  twice  daily.  Total  penicillin 
dosage  was  2,700,000  units.  Partial  consolidation 
of  left  lower  lobe  was  clear  by  x-ray  within  three 
weeks. 

Water  Series. — Of  the  31  patients  treated  there 
were  two  deaths.  One  died  of  pneumonia  seven 
hours  after  admission  during  which  time  he 
received  one  injection  of  penicillin.  The  other 
fatal  case  was  an  elderly  man  with  diffuse  meta- 
static carcinoma  who  developed  pneumonia  while 
on  the  ward.  He  died  on  the  twelfth  day  after 
penicillin  was  started.  Of  the  remaining  29  sur- 
viving patients,  23  made  uncomplicated  recover- 
ies (for  example,  see  Fig.  2).  In  this  group 
are  included  two  patients  with  slow  temperature 
response  with  fever  persisting  seven  and  ten  days 
and  one  patient  whose  persistent  low-grade  fever 
was  attributed  to  a proved  underlying  tuberculo- 
sis. One  of  these  three  patients  had  a sterile 
transudate  in  the  pleural  space  on  the  same  side 
as  the  pneumonia. 

Six  of  the  29  surviving  patients  developed  com- 
plications. Four  of  these  had  delayed  resolu- 
tion,* and  there  were  two  cases  of  empyema. 
One  patient  with  delayed  resolution  had  a per- 
sistent patch  of  density  by  roentgenogram  at  six 
weeks,  although  afebrile  and  asymptomatic  after 
the  fifth  day.  Further  study  including  bron- 


*  Two  of  the  four  cases  of  delayed  resolution  are  the  same 
individual.  This  man  was  admitted  a second  time  with  right 
upper  lobe  consolidation  forty  days  after  discharge  for  an 
earlier  right  upper  lobe  consolidation  which  had  incom- 
pletely resolved  when  the  patient  refused  further  convales- 
cent care.  He  donated  blood  within  four  weeks  after  the 
first  discharge.  Eventually,  he  made  a good  recovery. 


choscopy  and  bronchogram  failed  to  reveal  the 
nature  of  the  pathology.  Both  of  the  empyema 
patients  were  chronic  alcoholics  with  hemoglobin 
values  below  10  Gm.  per  cent.  One  was  actively 
bleeding  from  the  gastrointestinal  tract,  and  the 
other  was  a repeated  blood  donor  who  had  been 
ill  ten  days  prior  to  admission.  Neither  patient 
required  surgical  intervention.  The  four  cases  of 
delayed  resolution  occurred  in  blood-donating 
chronic  alcoholics  with  anemia.  Ultimately, 
these  six  cases  with  complications  all  recovered 
without  additional  treatment. 

Other  than  anemia  and  chronic  alcoholism,  the 
presence  of  one  or  more  additional  diseases  or 
conditions  (including  pregnancy)  in  conjunction 
with  pneumonia  did  not  seem  to  influence  the 
outcome  of  the  pneumonia.  In  the  water  series  a 
total  of  12  other  types  of  disorder  were  present  in 
26  of  the  31  patients.  A comparison  of  the 
results  in  the  two  series  is  shown  in  Table  1. 

Discussion 

In  this  report  patients  in  the  oil  series  and  water 
series  are  comparable  with  respect  to  age,  sex, 
duration  of  illness  prior  to  admission,  and  extent 
and  severity  of  the  disease.  The  bacteriologi- 
cally  proved  cases  were  more  numerous  in  the 
water  than  in  the  oil  series  (Table  2).  Both 
groups  of  patients  received  approximately  the 
same  amount  of  penicillin,  an  average  of  about 
3,000,000  units  which  constituted  five  days  of 
treatment.  Penicillin  was  continued  until  the 
patient  had  been  afebrile  for  forty-eight  hours. 
There  were  a few  more  complications  encountered 
in  the  water  than  in  the  oil  series,  but  it  seems 
not  unlikely  that  these  complications  are  an 
expression  of  the  presence  of  more  serious  accom- 
panying disorders  in  this  particular  unselected 
group,  rather  than  a reflection  of  the  method  of 
penicillin  administration.  It  may  be,  however, 
that  the  therapeutic  response  was  slightly  slower 
in  the  water  solution  series.  Further  work  will 
be  needed  to  decide  this  point. 

The  presence  of  anemia  on  admission  and  the 
existence  of  chronic  alcoholism  seemed  to  pre- 
dispose to  complications.  Of  16  patients  with 
hemoglobin  values  below  12  Gm.  per  cent,  eight 
had  delayed  resolution  or  empyema.  Four  of  the 
patients  who  had  delayed  resolution  were  chronic 
alcoholics. 

The  results  of  the  treatment  of  pneumonia  with 
penicillin  in  water-in-oil  emulsion,  injected  twice 
daily,  do  not  seem  to  differ  significantly  from  the 
results  of  other  studies  in  which  other  beeswax 
and  oil  menstrua  were  injected  twice  daily,  nor 
from  the  results  obtained  from  the  intramuscular 
injection  of  aqueous  penicillin  every  three  hours.6 
By  and  large  in  this  study  patients  became 
afebrile  in  three  to  four  days  and  had  a clear 
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TABLE  1. — Summary  op  Results  in  Oil  and  Water  Series 


Number  of 

Age 

Response 

Delayed 

Patients 

Over  50 

Under  50 

Rapid 

Slow 

Resolution 

Empyema 

Deaths 

Oil  series 

48 

27 

21 

40 

6 

2 

0 

0 

Water  series 

31 

18 

13 

21 

2 

4 

2 

2 

TABLE  2. — Summary  of  Results  in  Cases  with  Pneumococcal  Sputum  and  Cases  with  Pneumococcal  Bacteremia 


Number  of 

Rapid 

Slow  Delayed 

Patients 

Response 

Response  Resolution 

Empyema 

Deaths 

Oil  series 

A. 

Cases  with  Pneumococcal  Sputum 

14 

13 

1 0 

0 

0 

Water  series 

16 

11 

1 2 

2 

0 

B.  Cases  with  Pneumococcal  Bacteremia 

Oil  series 

3 

3 

0 0 

0 

0 

Water  series 

6 

4 

0 1 

1 

0 

roentgenogram  of  the  chest  in  about  three  weeks, 
irrespective  of  the  duration  or  the  extent  of  the 
pneumonic  process.  The  data  indicate  that  the 
response  of  pneumonia  to  300,000  units  of  peni- 
cillin in  aqueous  solution  given  twice  daily  does 
not  differ  significantly  from  that  of  cases  treated 
with  penicillin  in  water-in-oil  emulsion,  but  this 
series  is  too  small  to  permit  definite  conclusions. 

Special  emphasis  should  be  directed  to  Tables 
1 and  2,  giving  the  results  of  treatment  in  cases  in 
which  pneumococcal  typing  was  obtained  and 
cases  with  bacteremia.  It  will  be  seen  that  the 
results  of  both  the  oil  series  and  the  water  series 
were  comparable  to  those  of  other  series  in  which 
the  patients  were  treated  at  more  frequent  inter- 
vals. As  shown  in  Table  2B,  all  cases  of  pneumo- 
coccal pneumonia  with  bacteremia  recovered, 
three  in  the  oil  series,  and  six  in  the  water  series. 

It  will  be  noted  from  Fig.  1 that  a therapeutic 
penicillin  blood  level  (0.050  unit  per  cc.  of  serum) 
in  the  oil  series  persisted  for  twelve  hours,  whereas 
a similar  level  was  found  for  only  six  to  seven 
hours  in  the  water  series.  This  observation,  plus 
the  clinical  results,  implies  that  a sustained  thera- 
peutic blood  level  of  penicillin  may  not  be  neces- 
sary for  the  successful  treatment  of  pneumonia. 

Summary 

Seventy-nine  patients  with  lobar  or  broncho- 


pneumonia were  treated  twice  daily  by  the 
intramuscular  injection  of  300,000  units  of  peni- 
cillin. Forty-eight  of  these  cases  received  peni- 
cillin in  water-in-oil  emulsion;  31  cases  received 
a similar  amount  of  penicillin  in  aqueous  solution 
alone.  Both  forms  of  therapy  were  effective. 
While  the  incidence  of  complications  was  slightly 
greater  in  the  aqueous  solution  group,  no  signifi- 
cant differences  could  be  established  in  the 
therapeutic  results  of  the  two  series. 

It  is  suggested  that  an  aqueous  solution  of 
300,000  units  of  penicillin  given  at  twelve-hour 
intervals  intramuscularly  may  be  an  effective 
method  of  treating  pneumococcal  pneumonia 
despite  the  absence  of  a sustained  therapeutic 
blood  level  of  the  penicillin.  Marshall  cites 
evidence  that  a sustained  blood  level  of  penicillin 
is  not  necessary  for  therapeutic  effectiveness  in 
certain  experimentally  induced  infections.® 

The  authors  are  indebted  to  Miss  Marion  L.  Goldberg  for 
technical  assistance. 
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ALLERGY 

Andrew  A.  Eggston,  M.D.,  New  York  City 
( From  the  Manhattan  Eye,  Ear  and  Throat  Hospital ) 

Notwithstanding  earlier  contributory 

observations  which  blazed  the  pioneer 
trail,  the  association  of  asthma/  hay  fever,  and 
other  allergic  diseases  with  anaphylaxis  and  al- 
lergy did  not  materialize  in  practice  until  the 
turn  of  the  last  century.  It  was  Portier  and 
Richet  in  1902  who  coined  the  word  anaphylaxis 
to  designate  some  unusual  reaction  following  the 
initial  inoculation  of  a foreign  protein  in  ani- 
mals.1 

In  1906  Von  Pirquet  used  the  word  allergy  to 
express  hypersensitization  to  tuberculin.2  Of 
late,  allergy  is  used  to  describe  a wide  range  of 
diseases,  many  having  only  a remote  simulation 
to  an  allergic  phenomenon.  The  pendulum  has 
indeed  swung  too  far  when  such  conditions  as  my- 
opia, cataracts,  epilepsy,  nephritis,  and  hyper- 
tension are  explained  on  an  allergic  basis. 

After  many  years  of  allergic  investigations  and 
practical  application,  what  has  been  wrought? 
Those  of  us  who  have  lived  through  this  period  of 
allergic  study  and  the  use  of  many  agents  in  the 
treatment  of  allergic  diseases  may  well  stop  and 
try  to  evaluate  some  of  the  experiences  of  aller- 
gists in  order  to  clarify,  at  least  in  our  own 
minds,  what  has  been  accomplished  and  what  im- 
provement has  been  forthcoming  to  alleviate  the 
many  sufferings  of  allergic  individuals. 

In  a short  discourse  only  a few  high  points  of 
achievements  and  failures  can  be  discussed.  First, 
and  above  all,  it  may  be  said  that  the  develop- 
ment and  use  of  allergic  antigens  has  resulted 
in  their  intelligent  use  in  testing,  as  well  as  in  the 
treatment,  of  allergy  which  has  added  a great 
deal  to  the  understanding  of  the  subject.  Never- 
theless, the  fundamental  mechanism,  or  modus 
operandi  of  the  allergic  phenomena,  still  lies  much 
in  the  realm  of  the  unknown.  Just  what  consti- 
tutes the  etiology  or  the  physiochemical  reac- 
tions involved  in  allergies  certainly  has  not  been 
clarified. 

Much  experimental  work  has  been  done  to  find 
the  nature  of  the  anaphylactic  toxin  responsible 
for  the  tissue  reaction  and  shoek  in  sensitization 
disease.  All  the  by-products  of  protein  hydroly- 
sis have  been  accused  in  the  production  of  the 
violent  symptoms  of  anaphylactic  shock.  Blood 
enzymes  and  antienzymes,  proteins,  peptones 
i and  amino  acids  have  all  been  the  subject  of  ex- 
; tensive  investigation.  Up  to  now  the  outstand- 
ing formula  advanced  to  explain  many  of  the 

Presented  at  a meeting  of  the  Section  on  Otolaryngology  of 
the  New  York  Academy  of  Medicine,  November  19,  1947. 


symptoms  has  been,  briefly,  as  follows:  a sensi- 
tized cell  develops  adherent  antibodies  so  that, 
when  a second  introduction  of  the  specific  anti- 
gen which  previously  illicited  the  antibody  is 
given,  there  will  result  a biochemical  union  of  the 
two  reagents  initiating  a reaction  and  resulting 
in  the  production  of  histidine.  This  is  ultimately 
converted  into  histamine  or  H.  substance,  a 
highly  toxic  agent  for  all  tissues.  While  the 
amount  of  histamine  produced  from  the  antigen 
injected  is  small,  it  further  mobilizes  the  other 
latent  histamine  present  in  the  tissues.  In  1910 
Dale  and  Laidlaw  first  called  attention  to  the 
similarity  of  the  effects  of  histamine  upon  tissues 
and  anaphylactic  shock.3  Recently,  Dragstedt 
in  1945  observed  that  the  role  of  histamine  in 
allergy  has  been  abundantly  discussed  but  adds 
that  this  would  not  be  the  case  if  the  question 
had  been  settled.4  He  points  out  several  argu- 
ments indicating  that  histamine  plays  a part  in 
the  allergic  reaction. 

1.  There  is  an  analogy  in  the  effects  of  hista- 
mine and  anaphylaxis  in  animal  and  man. 

2.  There  is  present  in  human  tissue  enough 
histamine  to  cause  symptoms. 

3.  The  similarity  of  allergy  symptoms  is  anal- 
ogous to  the  effects  of  histamine  in  human  beings. 

4.  It  has  been  shown  that  histamine  or  a like 
substance  is  released  during  allergic  reactions. 

5.  Clinically,  the  therapeutic  use  of  hista- 
mine has  been  of  some  value  in  the  treatment  of 
some  allergic  diseases. 

While  these  statements  may  be  true  in  part, 
the  positive  identification  of  histamine  in  the 
blood  has  not  been  made  on  the  contrary.  It  is 
true  that  one  cannot  desensitize  tissues  to  hista- 
mine. Histamine  shock  is  not  followed  by  the 
temperature  and  coagulation  changes  so  charac- 
teristic in  anaphylaxis.  Furthermore,  quinine  and 
alcohol  increase  the  sensitivity  to  foreign  proteins 
but  have  no  effect  upon  the  toxicity  of  histamine. 

It  would  seem  that  histamine  is  a concomitant 
finding  in  allergy  somewhat  analogous  to  the  in- 
crease of  sugar  in  the  blood  in  diabetes,  but  nei- 
ther can  be  accused  of  being  the  causative  fac- 
tors. Both  are  the  result  of  faulty  biochemical 
reaction  and  an  abnormal  metabolism. 

As  diabetes  may  result  from  anterior  pitui- 
tary, corticoadrenal,  liver,  and  sympathetic 
nerve  dysfunction,  as  well  as  from  pancreatic 
pathology,  likewise  it  is  rational  to  consider  dis- 
turbances of  similar  organs  as  playing  a role  in 
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allergy.  Allergy  as  well  as  diabetes  is  inherited 
in  recessive  proportion  to  the  Mendelian  dictum 
of  genetics.  Pancreatic  pathology  is  only 
demonstrable  in  from  41  to  75  per  cent  of  dia- 
betics, while  about  15  per  cent  of  pancreatic 
pathology  cases  do  not  show  diabetes,  so  that 
diabetes  is  due  to  multiple  factors  and  not  neces- 
sarily to  destruction  of  the  islands  of  Langerhans. 
Allergies  may  well  be  explained  by  some  similar 
metabolic  dyscrasia.  A finality  is  lacking  in  any 
explanation  of  the  complex  phenomena  and  vio- 
lent tissue  reaction  encountered  in  allergic  shock. 
Multiple  causes  undoubtedly  interplay  to  pro- 
duce such  a biologic  change. 

Having  arrived  at  this  point,  it  is  time  that  I 
discussed  a few  practical  applications  and  per- 
sonal observations  in  the  practice  of  allergy. 

Relation  of  Allergy  to  Rhinology 

The  upper  and  lower  respiratory  tracts  are 
embryologically  as  well  as  structurally  related 
so  that  the  diseases  of  one  area,  such  as  sinusitis 
and  bronchitis,  have  a correlated  effect  upon 
each  other.  Sinusitis  and  allergy  are  so  fre- 
quently associated  that  at  times  it  is  difficult  to 
separate  them  and  even  more  difficult  to  deter- 
mine which  preceded  the  other.  Experience  has 
shown,  however,  that  neither  can  be  successfully 
treated  if  the  other  is  neglected.  The  essence  of 
remedial  measures  is  cooperation  between  the 
rhinologist  and  allergist,  better  still  if  someone 
has  training  in  both  conditions.  As  it  now  ap- 
pears, the  two  conditions  can  never  be  separated, 
and  that  is  why  this  paper  has  been  written  and 
is  also  the  reason  for  an  allergy  clinic  in  existence 
since  1916  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  for  patients  cleared  through 
that  institution. 

Vasomotor  or  Perennial  Hay  Fever 

Hay  fever  is  probably  an  example  of  histamine 
tissue  reaction,  and  the  antihistamine  drugs  are 
of  value  but  only  for  temporary  relief.  These 
patients  should  take  adequate  nonshock  dosage 
of  specific  antigens  for  many  years.  While  some 
will  “outgrow”  hay  fever  in  time,  this  period  can 
be  shortened  by  proper  hyposensitization  injec- 
tions. As  was  expected,  two  groups  of  thera- 
peutic procedures  have  developed,  one  of  ade- 
quate dosage  just  short  of  reaction  or  shock  and 
the  other  where  only  an  infinitesimal  fraction  of 
an  adequate  dose  is  given.  The  former  has  the 
sanction  of  immunity  and  anti-allergic  practice, 
while  the  latter  seems  dilatory  and  inadequate, 
however  safe  to  the  unschooled  in  the  usage  of 
desensitization  it  may  be.  Of  these  two  we 
must,  according  to  all  immunization  tenets  and 
experience,  subscribe  to  an  adequate  dosage. 

Perennial  hay  fever  sufferers  are  legion  and  dis- 


tressed. Allergic  studies  help  but  are  often  dis- 
appointing. A relatively  small  group  reveals  ac- 
tive allergic  test  reactions  even  with  strong  intra- 
dermal  tests. 

Concerning  the  sensitization  tests,  I prefer  the 
scratch  test  to  the  intradermal  test  because  it 
can  be  made  more  comprehensive.  It  is  less  pain- 
ful and  time-consuming,  is  highly  specific,  and 
sufficiently  sensitive  if  a significant  allergy  exists. 
The  scratch  test  is  not  likely  to  cause  a nonspe- 
cific or  false  reaction  which  frequently  occurs 
with  the  intradermal  technic.  It  is  also  not 
fraught  with  severe  or  dangerous  constitutional 
reactions.  The  intradermal  test  is  useful  if  a 
more  critical  test  is  desired.  Several  permanent 
concentrated  fluid  extracts  are  now  available  for 
scratch  testing  so  that  it  may  be  done  with  dis- 
patch. 

My  experience  with  many  of  these  hay  fever 
cases  has  convinced  me  of  a bacterial  allergic 
factor;  therefore,  nose,  throat,  and  stool  cultures 
are  routinely  made  upon  these  cases,  as  well  as  on 
asthmatics.  Escherichia  coli  or  B.  Pyocyaneus 
are  very  common  bacterial  proteins  concerned 
in  the  perennial  cases  and  are  routinely  included 
in  all  autogenous  vaccines  along  with  the  organ- 
ism isolated  from  the  upper  respiratory  tract. 
Naturally,  any  extrinsic  protein  to  which  positive 
reactions  are  obtained  are  included. 

In  the  urticaria,  conjunctivitis,  and  eczema 
cases  a work-up  and  routine  similar  to  those  in 
vasomotor  rhinitis  are  followed.  Many  of  these 
cases  are  bacterial  or  mycoid  in  origin,  and  the 
proper  use  of  bacterial  or  fungoid  antigens  are 
often  of  value.  Vitamin  C in  large  doses  aids  in 
some  of  these  cases.  On  the  other  hand,  calcium 
and  potassium  have  been  of  no  value.  Many  of 
these  cases  are  neurogenic  or  psychosomatic 
and  at  times  are  very  difficult  to  manage.  Dilan- 
tin has  proved  useful  in  some  cases. 

Food  allergy  is  an  indefinite  and  uncertain 
factor  when  considering  ingested  foods;  however, 
foods,  when  extrinsic  in  the  form  of  powder  such 
as  wheat  or  rice  flour,  have  a definite  relationship 
to  perennial  hay  fever,  asthma,  or  dermatitis  in 
certain  industries. 

Asthma  and  bronchitis  cover  a very  broad 
scope  of  allied  symptoms.  In  children  asthma 
can  frequently  be  shown  to  be  allergic  and  the 
proper  treatment  instituted;  however,  in  older 
people  asthma  seems  to  have  some  other,  un- 
known factor  beyond  the  allergic  phase  as  a 
prominent  cause.  Each  case  requires  good  his- 
tory taking  and  long  and  patient  forebearance 
on  the  part  of  the  subject  as  well  as  the  physicians. 
Allergic  antigens,  mixed  vaccines  including  E. 
coli,  and  the  careful  elimination  of  foci  of  infec- 
tions, as  sinusitis,  cholecystitis,  appendicitis, 
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salpingitis,  and  infected  teeth,  are  all  valuable 
procedures.  Nevertheless,  the  relief  of  asth- 
matics still  is  far  from  solution.  Above  all  the 
injections  of  antigens  and  bacterial  proteins 
must  be  continued  for  many  years  at  stated  in- 
tervals and  without  lapse  in  the  treatment. 
Many  patients  get  tired  too  soon  and  discontinue 
injections.  This  is  very  likely  to  occur  if  there 
are  no  more  symptoms  present.  In  many  cases 
the  symptoms  will  recur  when  the  patients  give 
up  injections  with  the  sad  result  that  if  injections 
are  again  resumed  they  will  not  get  the  desired 
relief  the  second  time.  Vaccine  or  foreign  pro- 
tein therapy  is  often  a lifetime  proposition. 

Histamines 

The  evidence  of  histamine  playing  an  active 
role  in  allergy  immediately  stimulated  investi- 
gators to  try  to  neutralize  its  action  upon  cells. 
Best  in  1929  discovered  an  enzyme  which  neu- 
tralizes the  action  of  histamine  in  vitro.  How- 
ever, when  tried  clinically  it  soon  became  evi- 
dent that  histaminase  was  of  no  value,  but  great 
was  its  commercial  exploitation.  Then  followed 
the  development  of  histamine-inhibiting  agents. 
Benadryl  was  among  the  first  (1946)  antihista- 
minic  drugs  available  to  the  medical  profession  in 
this  country.  This  drug  has  been  used  ex- 
tensively, and  while  it  does  give  some  relief  in 
hay  fever  and  allergic  dermatosis,  it  is  of  little 
value  in  asthma.  Because  of  unpleasant  side- 
effects  it  has  lost  popularity.  Pyribenzamine 
is  another  antihistamine  drug  available,  and 
in  our  experience  is  to  be  preferred  to  Benadryl, 
but  it  too  is  of  little  value  in  asthma.  Many 
drugs  have  been  tried,  namely,  Antergan,  Neo- 
antergan,  Anthallan,  Hydryllin. 

In  our  clinic  we  have  treated  some  275  cases  of 
various  allergies  with  a new  drug  Nu-1504  or 
Thephorin.  This  drug  was  developed  to  avoid 
some  outward  effects  encountered  with  the  anti- 
histaminic  drugs  now  available.  It  acts  as  a 
histamine  antagonist  on  a different  basic  chemical 
structure.  One  action  of  Thephorin  is  to  coun- 
teract the  effects  of  adrenalin  upon  arterial 
pressure,  while  most  of  the  other  known  anti- 
histamine drugs  potentiate  its  action.  The- 
phorin has  a prolonged  and  sustained  effect  in 
allergy.  Nothing  is  known  about  the  mecha- 
nism of  its  action,  but  it  is  suggested  that  the 
antihistamine  effect  is  similar  to  Benadryl  or 
Pyribenzamine  in  spite  of  its  different  chemical 
structure.  In  the  cases  treated  in  our  clinic  it 
appears  effective  in  vasomotor  rhinitis,  hay 
fever,  and  allergic  dermatitis  but  is  of  very  little 
value  in  asthma.  In  some  cases  it  also  manifests 
toxic  symptoms,  such  as  nausea,  vomiting,  or 
nervous  irritations.  Its  use  is,  as  yet,  too 
limited  to  be  finally  evaluated. 


From  my  experience  the  place  and  value  of 
histamine  and  antihistamine  treatments  in  al- 
lergy have  been  exaggerated  and  are  not  borne  out 
in  the  practical  application.  Since  this  has  occur- 
red to  others  (we  see  now),  there  will  no  doubt  be 
a new  approach  by  some  therapeutic  enthusiasts 
who  base  their  claims  not  on  an  antihistaminic  ac- 
tivity but  on  some  other  nebulous  action. 

In  migraine,  asthma,  and  neurodermatitis 
there  are  many  factors  besides  allergy  which 
create  psychic  reactions.  These  act  in  a comple- 
mentary fashion  to  instigate  an  allergic  syn- 
drome. Evaluating  these  reactions  requires  the 
exercise  of  much  intuition  (or  the  art  of  medicine 
if  you  please).  Such  an  approach  is  valuable  in 
spite  of  fixed  scientific  principles  of  psychosomatic 
technic.  For  instance,  heredity,  childhood  neur- 
oses, and  specific  emotional  disturbances  which 
accompany  puberty  and  paternal  or  marital  re- 
sponsibility are  all  factors  to  be  evaluated  by  good 
history  taking. 

French  and  Alexander  have  offered  a very 
comprehensive  psychologic  study  of  bronchial 
asthma  and  have  particularly  noted  a dependent 
and  infantile  relationship  to  parents,  etc.,  which, 
if  jeopardized,  would  initiate  asthmatic  at- 
tacks.5 Weiss  observed  that  it  is  possible  to  eval- 
uate the  physical  or  allergic  reactions  along  with 
the  psychologic  factors  leading  to  the  proper 
management  of  allergic  diseases.5 

Conclusion 

There  needs  to  be  a resolving  spirit  in  order  to 
separate  the  true  and  the  false,  to  clarify  what 
is  exploitation  and  what  are  honest  efforts  toward 
the  solution  of  this  complicated  problem.  One 
must  conclude  from  a review  of  the  voluminous 
and  inconclusive  literature  of  today  that  allergy 
has  almost  replaced  cancer  as  the  queen  bee  of 
diseases  for  exploitation  because  of  the  very  com- 
plicated nature  of  the  disease.  Certainly,  final 
words  have  not  been  written  on  this  baffling  sub- 
ject, but  the  problem  as  a whole  is  becoming 
slowly  but  definitely  clearer  year  by  year.  Per- 
haps too  much  emphasis  on  the  histamine  theory 
has  had  a blinding  effect  and  caused  a deflection 
of  effort  from  more  fruitful  fields. 

It  is  apparent  that  in  future  investigations  it 
will  be  appropriate  to  intensify  the  study  of 
metabolic  and  endocrine  disturbances,  to  cor- 
relate the  multiple  factors  in  allergy,  to  measure 
circulating  toxins  and  the  production  of  anti- 
bodies as  well  as  antibody  blocks,  to  develop 
further  therapeutic  perfections  in  the  administra- 
tion of  pollens  and  other  antigens  in  order  to 
obtain  slow  nonreactive  absorption,  thus  to  main- 
tain continuous  desensitization  action  from 
fewer  injections  such  as  exists  in  a delayed  insulin 
injection  treatment. 
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Finally,  if  there  is  a known  hereditary  factor  in 
a family,  attempt  should  be  made  early  to  pre- 
vent exposure  to  infections  and  extrinsic  agents 
to  avoid  the  initial  onset  of  allergic  diseases. 
This  applies  particularly  to  asthmatics  with  a 
bad  family  history.  They  should  use  all  possible 
preventative  measures  to  avoid  upper  respira- 
tory infections. 

In  the  practice  of  allergy,  physicians  should 
broaden  their  scope  of  medical  interest  to  think 
more  of  body  physiology  and  pathology  in  its 


correlated  entirety  than  of  the  upper  respiratory 
tract  as  if  it  were  set  apart. 
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THE  PSYCHODYNAMICS  OF  CHILD  BEHAVIOR 

Marvin  L.  Blumberg,  M.D.,  Forest  Hills,  New  York 

{From,  the  Pediatric  Mental  Hygiene  Clinic,  Queens  General  Hospital ) 


CHILDREN  are  the  most  misunderstood  of  all 
persons.  There  is  no  other  age  group  toward 
whom  so  much  anxiety  and  love,  or  rejection,  or 
ambivalence  is  directed.  Thus,  the  child  often 
presents  as  much  of  a dilemma  for  the  adult  as  the 
adult  does  for  the  child.  The  child  is  created 
through  no  fault  or  desire  of  his  own.  He  starts 
out  in  life  naive  and  impressionable,  with  certain 
innate  endowments,  and  usually  with  parents  who 
will  be  the  greatest  force  for  good  or  evil  during 
his  formative  years. 

The  first  question  to  consider  is  why  parents 
have  children.  Presumably,  at  least  in  our  type 
of  society,  many  children  are  born  because  of  the 
Eros  or  love  instinct  for  creation  which  pervades 
a man  and  a woman  who  are  physically  attracted 
to  each  other.  These  children  are  usually  planned 
for,  wisely  or  unwisely  as  the  case  may  be.  Some 
children  are  born  because  their  parents'  religious 
convictions  forbid  the  mechanical  prevention  of 
conception.  Still  other  children  are  conceived 
accidentally  by  parents  who  are  under  the  in- 
fluence of  alcohol  or  under  the  delusion  of  trusting 
to  defective  contraceptive  devices  or  to  “change 
of  life.”  Others  are  created  as  an  emergency  de- 
vice in  the  hopes  of  cementing  a failing  marriage 
relationship.  Finally,  some  are  conceived  by  un- 
willing mothers,  not  for  love  or  religious  scruples 
or  by  accident,  but  on  the  deliberate  advice  of  a 
doctor,  as  a therapeutic  instrument  for  attempt- 
ing to  correct  a malposition  of  the  uterus. 

Presented  at  a meeting  of  the  Association  for  the  Advance- 
ment'of  Psychotherapy  in  New  York  City. 


It  is  obvious  that  these  different  motives  will 
produce  different  attitudes  in  the  respective 
parents  toward  their  children,  and  so  will  affect 
the  personalities  of  the  respective  children  di- 
versely. Children  born  of  a union  of  love  are 
generally  wanted  and  are  identified  to  some  ex- 
tent by  each  parent  with  the  other.  If  the  parents 
are  well  adjusted  in  their  relations  with  each 
other,  the  chances  are  that  the  children  will  be 
well  adjusted.  The  child  who  is  conceived  be- 
cause of  religious  abstinence  from  contraception 
may  also  be  well  accepted  by  the  father  and 
mother  and  loved  by  them.  Religion,  after  all,  is 
based  on  ethics  and  exercises  a moral  influence  in 
many  spheres.  The  child  who  is  an  “accident” 
all  too  frequently  is  treated  with  the  attitude  that 
persons  have  toward  unwelcome  mishaps.  This 
individual  will  almost  certainly  be  rejected, 
spurned,  and  made  the  butt  for  all  that  annoys 
the  parents.  He  will  virtually  be  blamed  for 
being  born  and  will  be  identified  by  each  parent 
with  the  unfavorable  characteristics  of  the  other. 
Needless  to  say,  the  “emergency”  baby  rarely 
succeeds  in  improving  a poor  marital  relation- 
ship, and,  if  the  parents’  sense  of  duty  to  the  baby 
keeps  them  married,  they  generally  never  forgive 
the  baby  for  this.  The  “therapeutic”  child  is 
never  thanked  for  the  relief  he  may  bring  his 
mother  by  straightening  her  womb,  and,  not  being 
wanted  as  a baby,  he  may  be  treated  with  apathy 
or  rejection. 

Before  deviate  and  aberrant  personalities  are 
considered,  the  mechanism  of  the  development  of 
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the  normal  personality  should  be  considered . The 
psychologic  development  of  the  individual  pro- 
ceeds essentially  along  three  lines — psychosexual, 
social,  and  moral.  These  are  more  or  less  related 
and  overlapping.  For  the  newborn  infant  the  en- 
tire world  begins  and  ends  in  himself.  He  is 
aware  only  of  stimuli  which  affect  his  senses 
directly,  such  as  cold,  hunger,  bright  lights,  and 
sudden  loud  noises.  He  reacts  most  strongly  to 
noxious  stimuli  and  protests  in  self-protection. 
He  is  purely  an  id  creature  at  this  leyel,  with  no 
demarcation  between  conscious  and  subconscious 
mind.  Then  he  gradually  becomes  aware  of  the 
outside  world  around  him  in  an  egocentric  way. 
He  sees  moving  blurs,  then  objects  and  persons. 
Soon  he  distinguishes  familiar  faces  from  others. 
By  the  end  of  the  first  year  he  has  developed  an 
ego  or  conscious  purposeful  response  to  his  en- 
vironment. He  begins  to  learn  and  to  apply  re- 
strictions to  his  id  impulses.  Still  his  personality 
has  not  become  clearly  defined,  and  it  is  not  until 
he  is  about  two  and  a half  years  of  age  that  he  can 
differentiate  persons  and  possessions  in  terms  of 
personal  pronouns.  Then  he  becomes  a first  per- 
son singular  “I"  or  “me”  instead  of  “Billy”  or 
“the  baby.” 

Now  his  social  development  is  well  on  its  way. 
There  also  occurs  the  transition  from  a poly- 
morphous sexuality  where  any  and  every  part  of 
the  infant’s  body  shares  about  equally  the  ability 
to  be  physically  gratified,  to  a more  specialized 
oral,  anal,  and  perhaps  even  genital  level  of 
physical  gratification,  although  the  latter  gen- 
erally occurs  much  later.  The  young  child  may 
indulge  in  an  infantile  type  of  masturbation 
purely  for  sensation,  without  abstract  thoughts. 
The  attraction  to  the  parent  of  the  opposite  sex 
makes  its  appearance  as  the  child  moves  into  the 
latent  stage  between  infantile  sexuality  and  pre- 
pubertal heterosexual  interest  at  about  five  or  six 
years  of  age.  This  attraction  produces  identifi- 
cations and  imitations  which  serve  to  pave  the 
way  toward  future  social  activity  and  hetero- 
sexual adjustment.  On  the  other  hand,  there  de- 
velops latent  or  overt  hostility  toward  the  other 
j parent  which  may  produce  ambivalence  or  re- 
main as  hostility.  The  conflict  with  and  ac- 
ceptance of  authority,  or  the  compromise  atti- 
tude toward  it,  arises  in  the  relationship  with  the 
father.  It  is  during  the  latent  stage  of  psycho- 
sexual  development,  when  the  child  experiences 
the  height  of  his  oedipus  conflicts,  that  he  begins 
to  aquire  a conscience.  His  actions,  which  were 
completely  governed  and  restricted  by  parental 
approval  or  disapproval,  now  become  objects  of 
his  own  censorship.  As  a result  of  the  process  of 
identification  with  the  father,  the  child  gradually 
becomes  capable  of  introjecting  the  governing 
force  within  himself  to  form  his  superego  or  con- 


science. This  enables  him  to  modify  his  con- 
scious and  unconscious  drives  to  produce  the  in- 
tegrated social  behavior  which  is  the  overt  mani- 
festation of  his  personality.  Thus,  personality  is 
fairly  well  delineated  by  the  time  the  child  enters 
adolescence.  No  small  role  is  played  by  the 
child’s  imitation  of  the  actions  and  thoughts  of 
older  siblings. 

One  can  generalize  and  say  that  most  person- 
ality deviations  from  normal  are  the  results  of 
psychic  traumata,  acute  or  recurrent,  and  usually 
multiple.  In  the  psychotic  patient,  there  is  an 
underlying  disease  process  which  may  be  set  off 
by  minimal  or  by  no  apparent  psychic  trauma. 
Deviate  children,  on  the  whole,  fall  into  six  cate- 
gories: (1)  primary  behavior  disorder,  (2)  neu- 
rotic personality,  (3)  psychopathic  personality, 
(4)  mental  deficiency,  (5)  organic  brain  condi- 
tions, and  (6)  psychoses. 

The  primary  behavior  disorder  appears  in  the 
otherwise  normal  child  who  is  under  stresses  and 
tensions  from  such  factors  as  rejecting  parents, 
fighting  in  the  home,  neurotic  parents  who  nag  at 
him,  too  much  pressure  for  scholastic  achieve- 
ment where  the  intelligence  capacity  is  limited — 
to  mention  only  a few. 

When  marked  psychic  trauma  is  associated 
with  specific  basic  functions,  neurotic  traits  and 
neurotic  personality  develop.  For  example,  too 
early  or  too  rigid  weaning  from  breast  or  bottle, 
too  early  or  too  rigid  toilet  training,  forcible  pre- 
vention of  thumb  sucking,  and  so  on,  may  result 
in  functional  enuresis,  functional  constipation, 
prolonged  thumb  sucking,  nail  biting,  or  stammer- 
ing. Early  sex  trauma,  either  in  the  form  of  se- 
duction or  observation,  may  influence  the  de- 
velopment of  neurotic  behavior.  Masturbation 
appears  at  two  stages  and  is  virtually  universal  in 
its  occurrence.  The  infantile  type  is  merely  a 
rhythmic  physical  erotism  in  which  the  genital 
stimulation  is  not  accompanied  by  thought  fan- 
tasies of  sexual  relations.  Often  the  genital, 
anal,  and  oral  pleasures  are  not;  clearly  differen- 
tiated psychologically  by  the  very  young  child. 
The  adolescent  type  is  definitely  centered  upon 
the  genitals  and  the  autoerotism  is  practiced  with 
fantasies  of  hetero-  or  homosexual  activities. 
Psychic  trauma  is  often  related  to  either  stage, 
whether  due  to  general  feelings  of  tension  and  in- 
security in  the  child,  or  to  direct  attention  by  the 
parents  to  the  act  with  threats  or  punishment  on 
their  part  and  reactions  of  guilt  in  the  child. 
Such  trauma  may  very  well  instigate  the  pro- 
longation of  either  type  of  masturbation  into 
adulthood  in  many  cases  and  even  to  the  extent 
of  preventing  the  normal  psychosexual  adjust- 
ment of  the  individual. 

Behavior  problems  in  children  are  manifes- 
tations of  their  sadomasochism.  The  problem, 
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whatever  it  may  be — enuresis,  feeding  difficulty, 
etc. — begins  as  a demonstration  of  hostility 
against  the  parent  or  parent  substitute,  due  to 
real  or  fancied  grievances.  This  progresses  into  a 
cycle  of  hostility,  guilt  feelings,  need  for  and  de- 
mand for  punishment,  further  hostility  as  a result 
of  punishment,  and  so  on  in  self-perpetuation. 

The  psychopathic  personality  is  a person  who  is 
devoid  of  a social  conscience,  one  who  is  unable  to 
live  properly  in  the  family  group  or  in  the  larger 
social  group.  It  has  already  been  noted  that  the 
individual  acquires  his  social  conscience  mainly  by 
introjecting  the  father  authority  into  his  own 
mind.  Thus,  anything  that  will  deprive  the  child 
of  his  father  or  father  substitute  during  his  forma- 
tive years  may  contribute  to  the  creation  of  a 
psychopathic  personality.  The  child  who  grew 
up  during  the  war  years,  without  the  presence  of 
his  father,  and  frequently  with  a mother  working 
part-time,  may  become  an  antisocial  delinquent. 
The  psychopathic  personality  is  often  clever  and 
plans  his  repeated  difficulties  without  feelings  of 
remorse  and  with  a completely  hedonistic  atti- 
tude. 

Mental  deficiency  and  organic  brain  conditions, 
including  head  injuries  with  their  sequelae  and 
various  types  of  epilepsy,  present  problems 
mainly  in  management  and  become  serious  diffi- 
culties when  they  are  associated  with  detri- 
mental environmental  factors.  In  some  respects 
the  psychoses  resemble  the  organic  mental  dis- 
eases and  probably  owe  their  pathogenesis  to  a 
combination  of  intrinsic  and  extrinsic  factors. 

Children  are  too  often  viewed  as  miniature 
adults  who  should  think  and  reason  as  their  elders 
but  have  none  of  their  freedoms  or  privileges.  It 
is  worth  considering  what  children  do  think,  or 
rather,  how  they  think.  The  concept  which  can- 
not be  stressed  too  strongly  is  that,  while  the  adult 
is  a grown-up  child,  the  child  is  not  a young  adult. 
The  maturity  of  the  adult  represents  a qualitative 
as  well  as  a quantitative  metamorphosis  from 
childhood  as  a result  of  experience,  frustrations, 
cynicism,  and  the  veneer  of  society.  The  adult 
neurotic  is  fixated  at  a childish  level  of  emotional 
development. 

The  child’s  thought  content  may  be  compared 
to  that  of  primitive,  uncivilized  man  in  his  magi- 
cal beliefs  and  in  his  feelings  of  omnipotence. 
The  child  dwells  in  a world  of  fantasy  where  wish- 
fulfillment  often  blurs  the  dividing  line  between 
what  the  youngster  believes  and  what  he  makes- 
believe.  In  his  day  dreams,  as  well  as  in  his  night 
dreams,  he  kills,  resurrects,  transforms,  and  rules 
with  ruthless,  sadistic  magic  born  of  a psycho- 
logic ignorance  of  his  own  mortal  limitations. 
The  young  child  is  egocentric  and  amoral. 

These  fantasies  and  magical  beliefs  are  respon- 
sible in  large  part  for  the  common,  and  at  this  age 


level,  normal  compulsions  and  ritual  types  of  be- 
havior. Thus,  children  may  frequently  be  seen 
walking  along  the  street  stepping  on  or  avoiding 
cracks  in  the  pavement,  or  touching  every  tele- 
phone pole  or  every  other  one.  There  are  many 
other  types  of  ritual  superstitious  acts,  some  in- 
volving counting  or  recitation  of  certain  phrases 
or  formulas.  These  actions  easily  become  con- 
verted to  and  fixed  as  bad  habits,  behavior  diffi- 
culties, and  neurotic  traits  under  emotional 
strains.  • 

The  child  is  notably  less  inhibited  than  the 
adult  and,  therefore,  reacts  to  pressure  or  inimical 
situations,  usually  with  hostility,  aggression,  and 
even  destructiveness.  On  the  other  hand,  what 
is  frequently  taken  for  aggression  in  the  young 
child  may  be  normal  behavior  for  his  exploring 
age,  and  what  is  frowned  upon  as  des'tructiveness 
may  be  activity  stimulated  by  the  curiosity  of  the 
child  who  is  probing  and  taking  apart  his  environ- 
ment in  order  to  see  “what  makes  it  tick.” 

Why  is  a problem  child  brought  to  a psychia- 
trist? First  of  all,  it  must  be  borne  in  mind  that 
no  child  is  born  bad,  although  he  may  have  cer- 
tain constitutional  defects  which  make  him  more 
prone  to  deviate.  Thus,  almost  without  excep- 
tion, all  problem  children  are  products  of  their 
environment,  and  a large  number  owe  their  prob- 
lems to  their  parents.  There  are  essentially  two 
types  of  mothers  who  bring  their  offspring  to  psy- 
chiatrists. One  is  sincere  in  her  desire  to  correct 
the  youngster’s  behavior.  She  realizes  her  own 
responsibility  and  wants  advice  and  help.  She 
has  often  been  misguided  and  overanxious  and 
responds  well  to  correction  and  advice.  The 
other  type,  unfortunately  the  majority,  is  the  neu- 
rotic parent  who  expresses  her  own  neuroses 
through  her  child.  This  parent  has  a large 
amount  of  guilt  feeling  and  compensates  with  a 
halo  of  self-justification,  complaining  about  the 
child  as  if  he  were  a self-perpetrating  evil  force. 
She  comes  to  the  psychiatrist,  not  for  help  or  ad- 
vice, but  to  transfer  the  burden  of  responsibility 
for  the  child’s  badness  and  of  its  cure  onto  the 
doctor.  She  constantly  challenges  the  doctor  and 
expects  miraculous  swift  cures  without  cooperat- 
ing with  him.  Of  course,  the  second  type  of  case 
is  more  difficult  and  often  impossible  to  cure. 
Here  the  parent  may  also  benefit  by  psycho- 
therapy, preferably  with  another  psychiatrist. 
Wards  of  social  agencies  who  are  without  parents 
because  of  either  death  or  rejection  are  starved  for 
love  and  react  according  to  their  experiences  in 
society.  There  are  more  psychopathic  personali- 
ties in  this  group  than  among  the  home-grown 
problem  children. 

The  child  psychiatrist  must  first  of  all  have  a 
sincere  understanding  of  children.  He  must 
think  and  talk  to  them  on  their  own  level  without 
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any  attempts  at  awing  or  impressing  them. 
Children  are  too  naive  to  appreciate  bombast. 
In  general,  the  doctor  must  establish  confidence 
and  respect  it.  He  must  allay  suspicions  by  deed 
as  well  as  by  word.  He  must  be  on  the  child’s 
side  and  contribute  to  the  latter’s  personal  satis- 
faction. On  the  other  hand,  the  doctor  must  be 
tactful  with  the  parents  and  enlist  their  coopera- 
tion, too.  If  the  parents  are  too  resistant  and  it 
becomes  apparent  that  they  are  using  the  doctor 
as  their  foil,  the  case  may  prove  to  be  very  diffi- ' 
cult. 

One  of  the  major  achievements  of  adulthood  in 
our  type  of  culture  is  the  increased  ability  to  ver- 
balize. The  average  adult  patient  who  comes  to 
the  psychiatrist  does  so  of  his  own  accord  because 
he  is  troubled  and  wishes  to  talk  about  his 
troubles.  The  therapy  is,  therefore,  conducted 
mainly  on  a verbal  level.  Conversely,  the  child 
who  may  be  dragged,  tricked,  or  bribed  into  the 
psychiatrist’s  office  generally  cannot  or  will  not 
verbalize  his  troubles.  He  lacks  the  adult’s  fa- 
cility for  clothing  thought  in  language,  and  his 
suspicions  and  fears  further  block  his  speech. 
Thus,  other  methods  have  to  be  employed  in 
treating  children. 

The  term,  child’s  play,  is  notoriously  miscon- 
strued. For  a child,  playing  is  not  merely  amuse- 
ment or  relaxation.  It  is  his  living.  It  is  more 
important  and  serious  for  him,  in  many  respects, 
than  the  adult’s  occupation  is  for  the  latter.  An 
occupation  is  a means  to  an  end,  the  acquiring  of 
wealth,  food,  and  so  on.  The  grownup  has  other 
forms  of  experience  and  social  intercourse.  The 
youngster,  however,  learns  life  with  its  frustra- 
tions and  rewards  and  how  to  live  with  his  fellows 
through  play.  Play  is  his  serious  occupation. 
This  medium  is  the  most  important  tool  of  the 
child  psychiatrist.  In  playing  with  dolls  repre- 
1 senting  adults  and  children  of  both  sexes,  with  toy 
furniture,  and  so  on,  a child  will  be  able,  with  the 
psychiatrist’s  help,  to  work  out  his  problems. 
For  example,  soldiers  and  war  toys  afford  wonder- 
ful outlets  for  aggression. 

Art  work  is  another  important  means  of  diag- 
nosis and  treatment.  Paints  and  crayons  afford 
the  child  a dual  method  of  expression,  form  and 
color.  Aggression  will  be  manifested  in  drawings 


of  violence  and  killing;  compulsiveness  will  be  de- 
picted by  repetitious,  darkly  and  sharply  outlined 
pictures;  depression  will  show  up  in  the  use  of 
dark  colors,  etc.  The  bizarreness  of  the  schizo- 
phrenic’s thoughts  and  concepts  will  be  reflected 
in  his  pictures,  especially  those  of  persons.  Mod- 
eling clay  is  a wonderfully  expressive  medium. 
It  is  three-dimensional,  malleable,  and  resembles 
feces'.  The  hostile  pants-soiler  will  mash,  smear, 
and  throw  the  clay  around.  Other  children  will 
express  their  problems  symbolically  with  clay. 

These  methods  of  psychotherapy  give  the  ex- 
aminer some  clue  to  the  intelligence  level  of  the 
child.  Nevertheless,  the  psychiatric  examination 
should  be  supplemented  by  psychometric  tests, 
performance,  verbal,  and  even  projective  technics 
like  the  Rohrschach,  where  indicated.  Therapy 
helps  the  young  patient  work  out  his  hostility, 
gain  insight  or  awareness,  and  gain  reassurance. 
All  this  must,  of  course,  be  accompanied  by  the 
modification  of  the  parents  and  other  environ- 
mental factors.  The  psychotic  child,  who  is 
usually  schizophrenic,  can  be  aided  by  psycho- 
therapy if  he  has  a good  level  of  intelligence  and 
if  the  parents  will  cooperate. 

The  question  of  institutionalization  frequently 
arises.  The  three  main  reasons  for  committing  a 
child  should  be : too  severe  a mental  disturbance 
to  allow  unrestricted  activity,  removal  of  the 
child  from  a seriously  inimical  environment  pend- 
ing evaluation  of  his  behavior  and  placement  in  a 
new  home,  and  the  need  for  more  intensive  obser- 
vation of  the  case  for  diagnosis  and  appraisal. 
Institutionalization  is  rarely  without  psychic 
trauma  for  the  child.  He  is  more  or  less  pro- 
foundly affected  by  such  things  as  separation  from 
parents  and  home;  increased  guilt  feelings,  fears, 
and  anxieties  due  to  his  regarding  the  hospitaliza- 
tion as  a punishment  for  doing  evil;  and  exposure 
to  other  problem  children  with  all  of  their  bad 
behavior  traits.  Whenever  and  wherever  it  is 
possible  to  do  so,  treatment  of  the  child  should  be 
carried  out  in  the  office  while  he  continues  to  live 
at  home,  his  own  or  a suitable  foster  home.  It 
should  be  borne  in  mind  that,  as  far  as  the  young- 
ster is  concerned,  a poor  hoilie  situation  or  in- 
adequate parents  may  often  be  better  than  none. 
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EPIDERMOID  CARCINOMA  COMPLICATING  CHRONIC  OSTEOMYELITIS 

Emanuel  Blumenfeld,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Department  of  Pathology,  Bronx  Hospital) 


'"THAT  carcinoma  may  develop  in  old  ulcers  or 

sinuses  associated  with  chronic  osteomyelitis 
has  long  been  recognized.  The  lesion  is  more  com- 
mon in  males,  occurs  in  middle  life  or  beyond,  and  is 
associated  with  foul-smelling  ulcers  and  sinuses 
about  the  lower  leg  and  foot.  The  diagnosis  is 
usually  suspected  by  finding  a cauliflower  mass  sur- 
rounding the  fistulous  opening,  although  in  some 
cases  there  may  be  no  external  evidence  of  malignant 
disease.  X-rays  are  not  characteristic  and  rarely 
reveal  a typical  malignancy.  The  average  duration 
of  the  draining  sinuses  is  thirty  years.  As  a rule 
metastases  are  an  exception,  and  the  local  lymph 
nodes,  when  enlarged,  are  usually  of  an  inflammatory 
nature.  The  following  is  a report  of  a case  of  carci- 
noma complicating  chronic  osteomyelitis  of  the  tibia. 

Case  Report 

F.  W.  was  admitted  to  Bronx  Hospital,  December 
13,  1946.  The  patient  gave  a history  of  pain  in 
the  right  leg  and  painful  swelling  of  the  right 
knee  for  two  weeks.  Additional  history  from 
the  family  indicated  that  the  patient  had  had  chronic 
osteomyelitis  of  the  right  leg  for  over  thirty 
years.  She  had  had  two  operations,  the  nature  of 
which  were  unknown,  the  first  thirty  years  previ- 
ously and  the  second  one  year  prior  to  her  present 
admission.  Small  fragments  of  bone  had  been  com- 
ing out  of  the  wound  since  the  first  operation,  thirty 
years  before. 

During  the  first  half  of  1946,  she  was  hospitalized 
at  two  different  institutions.  Records  from  Knicker- 
bocker Hospital  show  that  she  was  admitted  on  Jan- 
uary 12,  1946,  with  a bleeding  ulceration  on  her  leg. 
It  was  noted  that  the  patient  had  a chronic  osteomy- 
elitis. X-ray  of  her  leg  revealed  a well  delineated 
bony  defect  of  the  proximal  third  of  the  tibial  shaft 
occupying  the  anterior  and  medial  aspect  of  the 
bone,  surrounded  by  an  extensive  periosteocortical 
thickening  and  endpsteal  sclerosis.  There  were  a 
few  minute  bony  sequestra  within  the  bony  defects. 
On  January  14, 1946,  the  ulcerated  area  was  curetted, 
and  culture  revealed  Bacillus  pyocyaneus.  The  dis- 
charge diagnosis  on  February  10,  1946,  was  chronic 
osteomyelitis  of  the  right  tibia  with  pyocyaneus  in- 
fection. 

She  was  hospitalized  at  Fordham  Hospital  from 
March  21,  1946,  to  June  5,  1946.  X-rays  of  the 
skull,  long  bones,  and  chest  were  negative.  The  dis- 
charge diagnosis  was  chronic  osteomyelitis  of  the 
right  tibia. 

Physical  examination  at  the  present  admission 
revealed  a frail,  emaciated,  pale,  elderly  white  fe- 
male, lying  quietly  in  bed  in  no  acute  distress.  Her 
temperature,  pulse,  and  respirations  were  normal. 
The  skin  was  clear,  pale,  warm,  and  dry  and  showed 


signs  of  recent  weight  loss.  An  acute  pharyngitis 
was  present.  Heart  and  lungs  were  negative.  The 
abdomen  was  relaxed,  soft,  nontender.  The  right 
leg  presented  a larger  ulcerated  area  at  the  upper 
third  near  the  inner  tuberosity  of  the  tibia.  This 
cavity  was  filled  with  a creamy  foul  pus.  Removal  j 
of  the  pus  disclosed  dirty  granulations  at  the  bottom  > 
of  the  cavity,  the  walls  of  which  contained  crevices,  j 
The  adjacent  skin  seemed  continuous  with  the  granu- 
lations which  bled  very  easily  on  being  wiped.  There 
was  a foul  and  offensive  odor  present.  The  right 
knee  was  swollen,  warm,  and  exquisitely  tender. 
Several  enlarged  inguinal  nodes  were  present,  and 
the  knee  was  held  flexed  at  110  degrees,  any  at- 
tempted motion  causing  pain.  The  admission  diag- 
nosis was  chronic  osteomyelitis,  but  malignancy  was 
also  considered. 

The  laboratory  data  including  urine  analyses  and 
blood  counts  were  not  remarkable  except  for  a report 
of  moderately  severe  secondary  anemia,  easily  con- 
trolled by  blood  replacement.  Wassermann  and 
Kahn  tests  were  negative.  During  her  stay  in  the 
hospital,  her  temperature  reflected  an  accumulation 
of  pus  in  the  vicinity  of  the  lesion  in  her  leg  and  a 
sympathetic  synovitis.  For  the  first  three  weeks, 
the  temperature  ranged  from  102  to  103  F.  By  the 
fourth  week,  after  multiple  incisions  and  drainages 
about  the  areas  of  fluctuation  in  the  upper  tibia,  her 
temperature  fell  to  a lower  level,  not  exceeding  101 
F.,  and,  from  the  fifth  week  to  discharge,  ranged  be-  1 Fit 
tween  98  and  100  F. 

Radiographic  examination  of  the  right  leg  and 
knee  on  December  12,  1946,  showed  a large  zone  of 
irregular  bone  sclerosis,  occupying  the  upper  fourth  f-i 
of  the  tibia,  surrounded  by  a large  bony  defect  (Fig.  j : 
1).  There  was  marked  thickening  of  the  synovia  of  k 
the  knee.  X-ray  of  the  pelvis  showed  no  abnormal- 
ity. X-ray  of  the  chest  on  December  16,  1946,  was 
negative. 

On  December  23,  1946,  pathologic  examination 
was  made  of  scrapings  from  the  depth  of  the  crater 
and  biopsy  specimens  taken  from  the  overhanging 
lips,  including  the  periosteum  and  bone  from  the 
proximal  and  distal  ends  and  depths  of  the  crater. 
Histologic  examination  of  the  biopsy  specimen  re- 
vealed the  following:  Specimen  consisted  of  many 
irregular  fragments  of  reddish-brown  and  yellowish- 
white  firm  tissue  together  with  a small  amount  of 
bone.  The  largest  specimen  measured  2 by  1 cm.  in 
size.  The  yellowish-white  portions  of  tissue  ap- 
peared to  be  covered  on  one  surface  by  skin.  Micro- 
scopic section  consisted  of  skin,  subcutaneous  tissue, 
and  bone.  The  skin  was  thickened  in  areas,  and  a 
moderate  degree  of  hyperkeratinization  was  present. 
The  deeper  portions  of  the  section,  including  bone 
marrow,  were  infiltrated  by  an  epidermoid  carcinoma 
which  was  fairly  well  differentiated.  A number  of 
pearls  were’  present.  A considerable  number  of 
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Fig.  1.  Radiographic  examination  of  the  right  leg 
and  knee  December  12,  1946. 


round  cells  were  seen  and  some  polymorphonuclear 
leukocytes,  particularly  in  the  subcutaneous  tissue. 
The  diagnosis  was  epidermoid  carcinoma  infiltrating 
bone  marrow  and  chronic  inflammation. 

The  patient  was  seen  again  on  January  7,  1947. 
At  this  time  there  was  noted  a squamous  cell  carci- 
noma of  the  skin  extending  down  to  and  diffusely  in- 
volving bony  structure.  Upon  reviewing  the  case 
and  histologic  report,  a high  thigh  amputation  was 
advised. 

While  awaiting  the  report  of  the  biopsy,  multiple 
incisions  and  drainages  were  done  about  the  fluctu- 
ating areas  over  the  inner  surface  of  the  upper  leg, 
but  not  involving  the  knee  joint.  Drains  were  left  in 
situ,  and  the  patient  was  treated  expectantly  until 
the  gross  infection  was  under  control  and  her  tem- 
perature was  down.  Thus,  on  January  17,  1947,  a 
guillotine,  flapless  midthigh  amputation  was  per- 
formed, traction  being  applied  to  the  stump  by 
means  of  adhesive  straps.  At  the  same  time,  the 
inguinal  nodes  in  the  groin  were  removed  for  exam- 
ination. These  did  not  reveal  any  evidence  of  mal- 
ignancy. 

Her  postoperative  course  was  uneventful,  so  that 
by  February  14,  1947,  a secondary  revision  of  the 
skin  wound  of  the  stump  was  performed,  followed  by 


healing.  Her  convalescence  continued  uneventfully 
and  by  March  3,  1947,  she  was  allowed  out  of  bed 
with  crutches. 

The  pathology  report  was  as  follows: 

Gross  Examination. — Specimen  is  a right  lower 
limb,  55  cm.  in  length,  amputated  18  cm.  above  the 
knee.  Two  incisions  are  present,  one  11  cm.  in 
length  on  the  posterior  surface  of  the  knee  and  an- 
other, 2 cm.  in  length,  on  the  medial  surface  of  the 
knee.  These  incisions  were  counter  incisions  made 
prior  to  the  amputation.  Five  centimeters  below  the 
knee  on  the  anterior  aspect  is  a large  ulcer  eroding 
through  all  tissues  into  the  bone.  There  is  a necro- 
tic, grayish,  friable  granulation  tissue  present  in  the 
center  of  the  ulcer.  The  ulcer  measures  6 cm.  in  di- 
ameter. The  margins  of  the  ulcer  are  smooth  and 
covered  with  atrophic  skin.  The  skin  on  the  margins 
extends  down  to  the  necrotic  area.  On  the  iongitu- 


Fig.  2.  Photomicrograph  of  section  of  skin  from 
area  adjacent  to  ulceration. 


Fig.  3.  Photomicrograph  of  section  of  bone 
marrow  at  base  of  ulceration — (A)  bone  trabecula, 
(B)  stratified  squamous  epithelium. 
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dinal  section  of  the  bone  the  areas  immediately 
above  and  below  the  ulcer  are  studded  with  areas  of 
necrotic  material  exuding  pus.  The  areas  are  dirty 
gray  in  appearance.  There  is  no  expansion,  but 
there  is  marked  thickening  of  the  cortex  which  is  in- 
tact. The  tibia  is  sclerotic  immediately  posterior 
and  inferior  to  the  ulcer.  The  cortex  below  the 
sclerotic  area  is  2 mm.  in  thickness.  The  cortex  of  the 
femur  is  2 mm.  in  thickness.  The  bone  marrow  of 
the  tibia  and  femur  are  replaced  by  soft,  fatty,  pink- 
ish-yellow marrow.  The  periosteum  of  the  tibia 
and  femur  strips  with  ease.  The  knee  joint  as  well 
as  soft  tissues  were  uninvolved  grossly. 

Microscopic  Examination. — The  center  of  the  spe- 
cimen reveals  extreme  hypertrophy  of  stratified 
squamous  epithelium  with  tremendous  pearl  forma- 
tion. The  marrow  reveals  a diminution  of  normal 
marrow  elements  and  fragments  of  trabecular  bone 
which  appears  viable.  The  marrow  spaces  contain  a 
moderate  amount  of  fibrous  tissue.  Many  of  the 
epithelial  pearls  have  undergone  collagenous  degen- 
eration. The  basal  layer  of  the  stratified  squamous 
epithelium  shows  disappearance  of  layering,  with 
pink  hyalinization  of  the  basal  layers  so  that  they 
resemble  a collar  of  hyalinized  tissue;  the  superficial 
layers  still  retain  flattened  stratified  epithelium. 
Throughout,  the  columns  of  stratified  squamous  epi- 
thelium have  increased  to  many  times  their  normal 
thickness.  In  no  area  is  there  normal  skin.  In  some 
areas,  there  is  marked  fibrosis  of  the  marrow  space 
through  which  these  huge  circular  keratin  pearls 
have  infiltrated.  Pearls  of  stratified  squamous  epi- 
thelium enclose  marrow  spaces  beneath  a thick  layer 
of  granulation  tissue  containing  many  blood  vessels 


which  are  empty;  there  is  marked  infiltration  with 
round  cells  and  polymorphonuclears,the  former  pre- 
dominating. Epithelial  pearls  are  dispersed  through 
the  granulation  tissue.  The  surface  of  the  granula- 
tion tissue  is  denuded  and  covered  with  red  blood 
cells  and  polymorphonuclear  cells  (Figs.  2 and  3.) 

Conclusions 

Carcinoma  is  a rare  complication  of  longstanding 
osteomyelitis.  The  diagnosis  is  easy  when  the  lesion 
is  superficial  but  difficult  when  it  is  deep-seated. 
Clinically,  suspicion  is  aroused  by  an  extremely  foul 
odor,  by  the  occurrence  of  hemorrhage,  and  the  onset 
of  pain  without  apparent  reason.  The  lesion  should 
be  thoroughly  curetted  and  histologically  examined 
in  an  effort  to  determine  the  presence  of  malignancy. 
Once  diagnosed,  if  the  case  does  not  fall  into  the  cate- 
gory of  local  excision,  amputation  of  the  involved 
extremity  is  advocated.  This  is  usually  attended  by 
cure  in  view  of  the  low  grade,  failure  to  invade,  and 
slow-growing  character  of  the  lesion.  Prophylactic 
extirpation  of  all  sinuses,  especially  epithelial-lined 
sinuses,  would  lead  to  the  elimination  of  this  con- 
dition. 
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“DOCTOR  JONES”  SAYS— 

“Jack  Spratt  could  eat  no  fat.”  When  that  first 
came  out  I don’t  s’pose  it  excited  much  comment  in 
scientific  circles.  But,  if  a statement  like  that,  about 
a prominent  person  like  Mr.  J.  Spratt,  was  con- 
spicuously published  today  it’d  start  some  of  the 
doctors  and  nutritionists  speculating.  “Who  says 
so?”  That’d  probably  be  their  first  question  and 
then,  “Why  can’t  he  eat  any  fat?” 

They’d  know  (at  least  if  they’d  read  the  same  arti- 
cle I have)  that,  for  good  nutrition,  it’s  highly  de- 
sirable to  have  fats  in  the  human  diet — enough  to 
furnish  around  a quarter  of  the  total  number  of 
calories.  A normal  person  should  be  able  to  digest 
it.  But  they  know,  too,  that  the  digestion  of  fats 
depends  a lot  on  steapsin,  an  enzyme  in  the  pan- 
creatic secretion  and  in  bile.  So  they’d  be  interested 
to  know  whether  Spratt  had  anything  wrong  with 
his  pancreas  or  his  bile-works.  Anyway,  people 
that  can’t  eat  fats  (plural),  or  think  they  can’t,  they 
try,  nowadays,  to  find  out  why. 

Fats  being  plural:  that  just  indicates  that  there’s 


different  kinds  of  fats,  depending  on  their  chemical 
setup.  Some,  like  that  from  mutton,  are  harder  to 
digest  because  it  takes  more  heat  to  melt  ’em.  For 
that  same  reason  some  of  our  grandmothers  used  ’em 
to  make  tallow  candles. 

The  body,  it  seems,  can  manufacture  fat  from 
carbohydrate  and  protein  foods.  But,  to  get  enough 
that  way,  it  takes  too  much  bulk  of  those  other 
things.  “Dyspepsia”  is  common  in  Japan,  they  say, 
apparently  because  their  diet’s  mostly  carbohy- 
drate— Dot,  enough  fat.  It  causes  too  much  fermen- 
tation. 

The  old  question  whether  milk  fat  is  more  nutri- 
tious than  the  fats  used  in  margarine — this  article 
said  that  still  wasn’t  positively  settled.  But  one 
interesting  thing:  it  said  the  chemical  composition 
of  human  milk  fat  more  nearly  resembles  margarine 
than  butter  fat.  When  fats  are  scarce  a fat  man  has 
temporary  advantage.  He’s  got  surplus  fat  in 
storage.  He’s  like  a camel  that  can  five  a long  time 
on  its  hump. — Paul  B.  Brooks,  M.D.,  J anuaryS,  1949 
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Penicillin  in  a flavored  Chicle  Chewing  Base 


A new  and  different  dosage 
form  for  Intraoral  Penicillin  Therapy 


Pleasant 


Here  is  Crystalline  Penicillin  G in  a pure  chicle  base,  as  pleasant  to  use  as  the 
popular  chewing  gum  confections.  Peppermint  flavored— entirely  free  from 
any  penicillin  taste  or  odor— this  new  dosage  form  will  be  welcomed  by  patients 
of  all  ages  for  whom  intraoral  penicillin  therapy  is  indicated. 


Effective 


One  Penette  maintains  a therapeutic  concentration  of  penicillin  in  the  saliva 
throughout  the  recommended  half-hour  chewing  period,  or  up  to  as  much  as 
2 hours  if  chewing  is  continued.  Wide  dispersion  of  penicillin  throughout  the 
entire  oral  cavity  is  assured  by  slow  and  regular  chewing.  A total  of  4 to  6 
Penettes  per  day,  combined  with  instrumentation  or  other  measures  as  indi- 
cated, will  normally  arrest  the  majority  of  intraoral  infections  due  to  Vincent’s 
organisms  within  2*4  to  48  hours. 


Why  not  test  Penettes'  advantages  yourself?  A penny  postcard  will  bring  you 
a sample. 


Each  Bristol  Penette  contains  10,000  units  of  Crystalline  Potassium 
Penicillin  G.  They  are  available  in  convenient  purse-  or  pocket- 
sized  packages  of  10. 


PENETTES  is  Bristol  Laboratories * 
trademark  for  Penicillin  Chewing 
Troches  in  a pure  chicle  base . 
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David  Hastings  Atwater,  M.D.,  of  Rochester,  died 
on  February  7 at  the  age  of  seventy-three.  Dr.  At- 
water was  graduated  from  Syracuse  University, 
College  of  Medicine,  in  1902,  and  for  the  past  twenty- 
nine  years  had  served  as  coroner  of  Monroe  County. 
A former  director  of  the  National  Association  of 
Coroners,  he  was  a member  of  the  New  York  State 
and  Monroe  County  Medical  Societies  and  the 
American  Medical  Association. 

John  MacEvitt  Auwerda,  M.D.,  ear,  nose,  and 
throat  specialist  of  Brooklyn,  died  of  a coronary 
thrombosis  on  January  11.  His  age  was  sixty.  Dr. 
Auwerda  received  his  medical  degree  from  the  Long 
Island  College  Hospital  in  1912  and  later  did  post- 
graduate work  at  the  University  of  Pennsylvania. 
He  was  senior  surgeon  at  the  Brooklyn  Eye  and  Ear 
Hospital,  consulting  surgeon  at  Nassau  Hospital, 
and  a member  of  the  staffs  of  St.  Mary’s,  Norwegian, 
and  Holy  Family  Hospitals.  Dr.  Auwerda,  a 
diplomate  of  the  American  Board  of  Otolaryngology 
and  a fellow  of  the  American  College  of  Surgeons, 
was  also  a member  of  the  American  Medical  Asso- 
ciation and  the  New  York  State  and  Kings  County 
Medical  Societies. 

Edward  Cussler,  M.D.,  sixty-six-year-old  New 
York  physician,  died  on  February  2.  Dr.  Cussler,  a 
graduate  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1904,  interned  at  New  York 
Hospital  and  continued  his  association  with  that 
hospital  for  more  than  forty-five  years.  He  was  an 
assistant  professor  of  medicine  at  Cornell  Uni- 
versity Medical  College,  a consulting  physician  at 
New  York  Hospital,  and  attending  physician  on  the 
staff  of  the  Westchester  Division  of  New  York  Hos- 
pital at  White  Plains.  Dr.  Cussler  was  honored  last 
month  for  his  long  service  at  the  New  York  Hospital. 
He  was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  State  and  County  Medical 
Societies,  and  the  American  Medical  Association. 

Isidor  J.  Ehlin,  M.D.,  of  the  Bronx,  died  on  Febru- 
ary 1 at  the  age  of  forty -seven.  Dr.  Ehlin  was  associ- 
ate urologic  surgeon  at  the  Metropolitan  Hospital 
where  he  had  served  his  internship  after  his  gradua- 
tion from  the  Eclectic  Medical  College  of  Cincinnati 
in  1927.  He  was  also  chief  of  urologic  surgery  in  the 
outpatient  department  of  Lebanon  Hospital  and  a 
physician  in  the  Department  of  Health  Social  Hy- 
giene Clinic.  At  one  time  Dr.  Ehlin  had  been  physi- 
cian at  the  old  Tombs  Prison.  At  the  time  of  his 
death  he  was  a member  of  the  New  York  State  and 
Bronx  County  Medical  Societies,  the  American 
Public  Health  Association,  and  the  American 
Medical  Association. 

Harriet  Williams  Hale,  M.D.,  eighty-two-year-old 
retired  physician,  died  at  her  home  in  Shushan.  Dr. 
Hale,  a resident  of  Brooklyn  for  more  than  seventy 
years  before  moving  to  Shushan,  was  graduated 
from  the  New  York  Medical  College  ana  Hospital 
for  Women  in  1896  and  practiced  medicine  in  New 
York  City  until  her  retirement  in  1940.  She  was  a 
former  member  of  the  staffs  of  Cumberland,  Pros- 
pect Heights,  and  Memorial  Hospitals,  Brooklyn. 
Dr.  Hale  had  been  a member  and  past  vice-president 
of  the  American  Institute  of  Homeopathy  and  a 


member  of  the  New  York  State  and  Kings  County 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 

Abraham  M.  Litvak,  M.D.,  sixty-six,  died  at  his 
home  in  Brooklyn  on  January  28.  Dr.  Litvak  re- 
ceived his  medical  degree  from  the  George  Washing- 
ton University  Medical  School  in  1920  and  served 
his  internship  at  Lincoln  Hospital,  Bronx,  and  Kings- 
ton Avenue  Hospital,  Brooklyn.  He  was  resident 
physician  at  the  latter  hospital  until  1924  when  he 
entered  private  practice.  He  was  director  of 
pediatrics  at  Beth-El  Hospital,  Brooklyn,  and  was 
president  of  the  medical  board  of  Kingston  Avenue 
Hospital  where  he  was  also  a visiting  physician. 

Dr.  Litvak  was  an  associate  pediatrician  at  Jewish 
Hospital,  Brooklyn. 

Author  of  more  than  seventy  papers  in  the  field  of 
pediatrics,  Dr.  Litvak  was  a fellow  of  the  American 
College  of  Physicians  and  a licentiate  of  the  Ameri 
can  Board  of  Pediatrics.  He  was  a member  of  the 
American  Medical  Association,  the  American 
Academy  of  Pediatrics,  the  Brooklyn  Academy  of 
Pediatrics,  the  Brooklyn  Academy  of  Medicine,  the 
East  New  York  Medical  Society,  and  the  New  York 
State  and  Kings  County  Medical  Societies. 

James  F.  McKemon,  M.D.,  retired  ear,  nose,  and 
throat  specialist,  died  at  his  New  York  City  home  on 
January  22  at  the  age  of  eighty-three.  Dr.  McKer- 
non,  who  received  his  medical  degree  from  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity in  1890,  began  his  long  association  with  New 
York  Post-Graduate  Medical  School  and  Hospital  in 
1900  with  his  appointment  as  professor  of  otology. 

He  was  elected  president  of  the  board  of  directors  in 
1911,  resigning  in  1917,  and  was  re-elected  in  1919. 

He  served  as  president  until  his  retirement  in  1928 
when  he  received  the  title  of  honorary  president. 

Commissioned  a captain  in  the  Medical  Reserve 
Corps  in  19  ¥7,  Dr.  McKernon  helped  organize  Base 
Hospital  8,  the  Post-Graduate  war  unit,  with  which 
he  served  in  France.  He  attained  the  rank  of  colonel 
while  overseas  and  became  chief  consulting  otologist 
to  the  American  Expeditionary  Forces. 

Dr.  McKernon,  also  formerly  associated  with  the 
Manhattan  Eye,  Ear,  and  Throat  Hospital,  was  a 
past  president  of  the  New  York  County  Medical 
Society,  the  American  Otological  Society,  and  the 
American  Laryngological  Society.  He  was  also  a j 
fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  New  York  Academy  of  Medicine,  the  r 
New  York  State  Medical  Society,  and  the  American 
Medical  Association.  . 


Carl  Mund,  M.D.,  died  on  January  19  in  his 
eighty-second  year.  A resident  of  Manorville,  Dr. 
Mund  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1892. 

Robert  Earl  Pound,  M.D.,  fifty-five,  died  of  a 
heart  attack  on  February  6.  Dr.  Pound,  director 
of  roentgenology  at  Lawrence  Hospital,  Bronxville, 
received  his  medical  degree  from  the  University  of 
Virginia  Department  of  Medicine  in  1916.  In  the 
first  World  War  he  served  in  France  as  a major  in 
the  Army  Medical  Corps.  A diplomate  of  the 
American  Board  of  Radiology  and  a fellow  of  the 
[Continued  on  page  552] 
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What  a good  tonic  means 
to  your  elderly  patient 

The  benefit  of  a good  tonic  is  not 
entirely  limited  to  its  tone-restoring 
and  appetite-stimulating  effects. 

Most  physicians  know  how  much  the 
little  ceremony  of  taking  each  pre-meal 
dose  of  Eskay’s  Neuro  Phosphates 
can  brighten  "the  endless,  daily,  dull 
routine"  of  the  elderly  patient’s  life. 
And — of  great  importance — "her  tonic” 
I is  an  ever-present  symbol  of  the 
| reassuring  and  comforting  fact  that 
I she  is  "in  the  care  of  her  physician.” 


it  is  prescribed  so  widely  because  it  works  so  well 

Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls),  contains: 


I Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous  . . 1/64  grain 

Sodium  glycerophosphate 2 grains 

Calcium  glycerophosphate 2 grains 

Phosphoric  acid,  75% 1.7  minims 

Available  in  12  fl.  oz.  bottles. 
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[Continued  from  page  550] 

American  College  of  Radiology,  Dr.  Pound  was  a 
consultant  roentgenologist  on  the  staffs  of  Yonkers 
General  Hospital,  Yonkers,  Misericordia  Hospital, 
New  York  City,  Dobbs  Ferry  Hospital,  Dobbs 
Ferry,  and  United  Hospital,  Port  Chester.  He  was 
formerly  secretary  and  trustee  of  the  New  York 
Academy  of  Medicine  and  was  a member  of  the 
American  Medical  Association,  the  American 
Roentgen  Ray  Society,  the  New  York  Roentgen 
Society,  and  the  New  York  State  and  County 
Medical  Societies. 

Abraham  Heilman  Salzberg,  M.D.,  died  February 
4 of  a heart  ailment  at  the  age  of  fifty-one.  Dr. 
Salzberg,  a Brooklyn  gynecologist,  was  graduated 
from  the  University  of  Maryland  School  of  Medicine 
in  1922.  He  was  an  associate  gynecologist  at 
Jewish  Hospital  of  Brooklyn  and  was  also  a diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a fellow  of  the  American  College  of 
Surgeons.  He  was  a member  of  the  American  Medi- 
cal Association,  the  Brooklyn  Gynecological  Society, 
and  the  New  York  State  and  Kings  County  Medical 
Societies. 

James  S.  Unger,  M.D.,  seventy-four-year-old 
specialist  in  diseases  of  the  eye,  died  of  a heart 
attack  at  his  New  York  home  on  January  19.  He 
was  graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1896.  He  was  a 
former  assistant  ophthalmic  surgeon  at  the  Man- 
hattan Eye,  Ear  and  Throat  Hospital  and  had 
taught  ophthalmology  at  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  and  at  the 
Vanderbilt  Clinic.  He  was  a member  of  the  New 
York  State  and  County  Medical  Societies  and  the 
American  Medical  Association. 

John  Elmer  Weeks,  M.D.,  nationally  known 
ophthalmologist  and  professor  emeritus  at  New 
York  University,  died  on  February  2 at  the  age  of 
ninety-five.  Dr.  Weeks  received  his  medical  degree 
from  the  University  of  Michigan  Medical  School  in 
1881  and  took  postgraduate  work  at  the  University 
of  Berlin.  He  was  first  assistant  in  the  department 
of  ophthalmology  of  University  Medical  College 
from  1886  to  1888  and  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  from  1888  to 
1890.  He  was  also  professor  of  ophthalmology  and 
otology  at  Woman’s  Medical  College  and  was  sur- 
geon at  the  New  York  Eye  and  Ear  Infirmary  from 


1889  to  1920.  During  the  first  World  War  he  served 
as  a lieutenant  in  the  Medical  Reserve  Corps.  From 
1900  to  1920  he  was  professor  of  ophthalmology  at 
the  University  and  Bellevue  Hospital  Medical 
College,  becoming  professor  emeritus  in  1920. 

Dr.  Weeks  was  codiscoverer  of  the  Koch-Weeks 
bacillus  and  was  also  famous  for  developing  an 
operation  for  inserting  an  artificial  eye  into  the  eye 
socket.  He  was  the  author  of  Diseases  of  the  Eye 
and  wrote  more  than  sixty  monographs  on  ophthal- 
mology. In  1929  he  received  the  Ophthalmological 
Research  Medal  from  the  American  Medical  Asso- 
ciation. A past-president  of  the  American 
Ophthalmological  Society  and  the  New  York 
County  Medical  Society,  Dr.  Weeks  had  been  chair- 
man of  the  ophthalmologic  sections  of  the  Ameri- 
can Medical  Association  and  the  New  York  Academy 
of  Medicine.  A fellow  of  the  American  College  of 
Surgeons,  he  was  also  at  one  time  a member  of  the 
American  Academy  of  Ophthalmology  and  • Oto- 
laryngology. 

Abraham  O.  Wilensky,  M.D.,  of  New  York,  died 
of  a heart  attack  on  February  4 at  the  age  of  sixty  - 
three.  Dr.  Wilensky,  a fellow  of  the  American  Col- 
lege of  Surgeons  and  a specialist  in  abdominal  sur- 
gery, was  the  author  of  many  works  on  osteomyelitis 
and  other  subjects.  He  was  a graduate  of  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1907,  and  interned  at  Mount  Sinai  and 
Lying-In  Hospitals.  He  was  attending  surgeon  at 
Mount  Sinai,  Bronx,  and  Beth  David  Hospitals, 
chief  of  the  surgical  service  of  the  Brownsville  and 
East  New  York  Dispensary,  and  consulting  surgeon 
at  Crown  Heights  Hospital,  Brooklyn.  He  was  a 
member  of  the  American  Association  of  Thoracic 
Surgery,  the  American  Medical  Association,  the 
New  York  Academy  of  Medicine,  and  the  New 
York  State  and  County  Medical  Societies. 

Ward  Young,  M.D.,  seventy-seven-year-old  eye, 
ear,  nose,  and  throat  specialist  of  Gouverneur,  died 
on  January  26  of  a heart  ailment.  A diplomate  of 
the  American  Board  of  Otolaryngology,  Dr.  Young 
received  his  medical  degree  from  Queens  University, 
Kingston,  Ontario,  Canada,  in  1898.  He  took  a 
course  in  postgraduate  study  at  the  Manhattan  Eye,. 
Ear,  and  Throat,  Hospital,  New  York,  which  he 
completed  in  1923.  He  was  a staff  physician  of  the 
Stephen  B.  Van  Duzee  Hospital,  Gouverneur,  and 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  St.  Lawrence  County 
Medical  Societies. 


MAKE  YOUR  PLANS  NOW  TO  ATTEND  THE  143RD  ANNUAL  MEET- 
ING OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK, 
MAY  2 TO  6,  1949.  HEADQUARTERS  WILL  BE  THE  HOTEL  STATLER, 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin-sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 


dividually wrapped  in  aluminum  foil. 
1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 
New  York  State  J.  Med.  48:  1159  (May  15)  1948. 
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HOSPITAL  NEWS 


Salaries  of  Hospital  Employes  Increase  10  Per  Cent 


C ALARIES  of  hospital  employes  increased  10  per 
^ cent,  and  hours  of  work  per  week  decreased  in 
1948  over  1947,  according  to  the  fourth  annual  na- 
tion-wide study  of  hospital  salaries  made  by  the 
American  Hospital  Association.  The  survey  was 
conducted  among  4,623  hospitals  of  all  types  except 
Federal  institutions. 

The  average  starting  salary  of  general-duty 
nurses  is  $204  per  month,  an  increase  of  $49  over  the 
1945  total  and  $17  per  month  over  the  1947  average. 
Untrained  women  employes  receive  an  average  of 
$119;  untrained  men,  $136.  Clerks  receive  an  av- 
erage of  $140,  and  practical  nurses’  average  monthly 
pay  is  $145,  as  compared  with  $132  for  1947. 

The  hospital  work  week  has  decreased  one  hour 
from  1947  to  1948  for  all  categories  of  personnel  ex- 
cept clerks,  for  whom  the  forty-four-hour  week  still 
prevails.  The  1948  average  for  all  personnel  is 
forty-five  and  four-tenths  hours  per  week.  General- 
duty  nurses  work  an  average  of  forty-five  hours, 
while  untrained  men  and  women  and  practical 
nurses  have  an  average  forty-six-hour  week. 

The  highest  average  number  of  days  of  paid  vaca- 
tion, sixteen  per  year,  was  received  in  1948  by  gen- 


eral-duty nurses.  Clerks  and  practical  nurses  had 
an  average  fourteen  days  of  paid  vacation.  Thir- 
teen days  was  the  average  paid  vacation  for  un- 
trained men  and  women. 

Fewer  hospitals  furnished  complete  maintenance 
for  employes  in  1948  than  in  previous  years.  Where 
maintenance  represents  a portion  of  the  gross  salar- 
ies reported,  however,  value  of  room  and  board  is 
computed  in  relation  to  the  Cost  of  Living  Index  of 
the  United  States  Department  of  Labor,  Bureau  of 
Labor  Statistics,  on  a computed  scale  for  all  sections. 

“Salaries  and  employe  maintenance  service,  be- 
cause they  constitute  over  one  half  of  total  hospital 
expenditures,  are  of  major  concern  to  hospital  ad- 
ministrators and  to  patients  who  pay  for  hospital 
care,”  said  George  Bugbee,  executive  director  of  the 
American  Hospital  Association. 

“This  survey  indicates  that  American  hospitals 
have  markedly  bettered  their  personnel  programs  in 
the  past  year,  with  regard  to  salaries,  hours  of  work, 
paid  vacations,  and  related  problems  of  effective 
personnel  administration,”  Mr.  Bugbee  stated. 
“The  result  is  constant  improvement  in  hospital 
care  offered  to  the  American  people.” 


Hospital  Honors  Fifty-Year  Doctors 


TjTVE  physicians  who  have  been  practicing  medi- 
cine  for  fifty  years  were  honored  January  23  by  the 
trustees  of  Lebanon  Hospital,  the  Bronx,  at  a testi- 
monial dinner  at  the  Waldorf-Astoria  Hotel,  New 
York  City. 

The  doctors  honored  were  Dr.  Henry  Roth,  sur- 
geon; Dr.  Abraham  J.  Rongy,  gynecologist;  Dr.  Sid- 
ney V.  Haas,  pediatrician;  Dr.  M.  D.  Lederman, 


ear,  nose,  and  throat  specialist,  and  Dr.  William 
Weinberger,  specialist  in  internal  medicine. 

L.  Victor  Weil,  president  of  the  hospital,  which  is 
located  at  1650  Grand  Concourse,  the  Bronx,  and  is 
an  affiliate  of  the  Federation  of  Jewish  Philanthro- 
pies of  New  York,  presented  each  doctor  with  an  en- 
graved plaque  “for  his  service  to  the  community  and 
to  Lebanon  Hospital.” 


Mount  Sinai  Starts  $7,000,000  Building  Project 


TO  MEET  increasing  demands  for  its  services  and 
to  intensify  its  educational  and  research  activi- 
ties, Mount  Sinai  Hospital  of  New  York  has  em- 
barked on  a $7,000,000  expansion  program  that  will 
add  a ten-story  maternity  pavilion  and  two  research 
laboratories  to  its  present  17-building  plant,  Alfred 
L.  Rose,  president  of  the  institution,  has  announced. 
The  three  buildings  soon  to  rise  are: 

1.  Maternity  Pavilion — The  first  in  the  hospi- 
tal’s ninety-six-year  existence  will  include  an  Insti- 
tute of  Biogenetics  for  education  and  research.  It 
will  have  160  beds  of  which  a large  proportion  will  be 
for  ward  and  semiprivate  patients,  although  it  will 
also  accommodate  private  patients. 

The  maternity  service  will  offer  continuous  care 
during  pregnancy,  childbirth,  and  the  lying-in  pe- 
riod and  will  train  mothers  in  the  handling  of  their 
babies.  In  addition,  the  institute  will  have  facilities 
for  clinical  and  biologic  research  into  all  phases  of 
human  reproduction  and  will  serve  as  a teaching 
center. 

2.  General  Laboratory  Building — A seven-story 
structure,  it  will  front  on  Madison  Avenue  and  ex- 


tend a wing  westward  toward  the  new  maternity 
building.  Equipped  with  a central  system  for  piping 
oxygen,  vacuum,  and  suction,  it  will  have  a floor 
space  of  over  50,000  square  feet  for  routine  labora- 
tory examinations,  research  into  new  medical  fields, 
and  the  broader  training  of  physicians. 

The  hospital’s  chemistry,  physics,  and  bacteriol- 
ogy departments  will  be  moved  to  this  building,  and 
their  present  quarters  will  be  renovated  to  be  used 
exclusively  by  the  pathology  department. 

3.  Berg  Institute  of  Research — This  building 
will  be  limited  to  specialized  investigative  work  by  a 
small  group  of  researchers.  Its  eastern  wall  will 
abut  the  new  laboratory  building.  Its  purpose  is  to 
provide  seclusion  for  advanced  research  fellows, 
while  making  available  to  them  the  facilities  of  a 
general  laboratory  and  of  an  entire  hospital.  The 
building  will  bear  the  name  of  Dr.  A.  A.  Berg,  a dis- 
tinguished surgeon  on  the  staff  of  the  hospital,  who 
donated  the  funds  for  its  construction. 

Now  nearing  its  centennial,  the  hospital  was 
founded  in  1852,  and  its  first  quarters  were  a four- 

[Continued  on  page  556] 
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story  building  with  45  beds  at  138  West  28t.h  Street. 
In  i862,  the  facilities  were  increased  to  care  for 
wounded  Federal  soldiers  in  the  Civil  War.  Ten 
years  later  the  hospital  moved  uptown  to  a building 
on  Lexington  Avenue  from  66th  to  67th  Streets,  with 
three  and  one-half  stories  and  120  beds. 

Mount  Sinai  appointed  two  women  to  its  profes- 
sional staff  as  early  as  1872,  granted  a diploma  in 
1886  to  the  first  woman  in  America  to  serve  a formal 
internship,  established  separate  medical  and  surgical 


services  in  1877,  opened  one  of  the  first  nursing 
schools  in  1881,  converted  a cloak  room  into  its  first 
laboratory  in  1893,  and  in  1906  started  one  of  the 
first  medical  social  service  departments. 

The  cornerstone  of  the  present  group  of  buildings 
was  laid  in  1901;  the  original  ten  buildings  have  a 
capacity  of  456  beds.  The  current  expansion  will 
give  the  hospital,  which  now  serves  almost  20,000 
persons  a year,  a capacity  of  a thousand  beds  and  a 
group  of  20  buildings  extending  from  101st  to  98th 
Streets  and  from  Fifth  to  Madison  Avenues. 


City  Hospital  Announces  Ward  Teaching  Program 


CITY  Hospital,  Welfare  Island,  New  York,  has 
announced  a practical  ward-teaching  program 
under  the  direction  of  Dr.  Carl  Reich,  attending 
physician  in  charge  of  First  Medicine.  Beginning 
on  February  1,  the  program  will  continue  for  three 
months  until  May  1 and  is  free  to  members  of  the 
medical  profession.  Inquiries  may  be  made  at 
City  Hospital. 

The  program  for  each  week  is  as  follows:  Monday 
— psychosomatic  medicine,  peripheral  vascular  dis- 
ease, metabolism;  Tuesday — endocrinology,  arth- 
ritis, cardiovascular  and  renal  diseases,  gastroenter- 
ology; Wednesday — diseases  of  respiratory  system, 
diseases  of  liver,  gastroenterology,  pathologic  phy- 


siology; Thursday — arthritis,  allergy,  tropical  medi- 
cine, parisotology,  and  Friday — correlative  roent- 
genology, hematology,  cardiovascular  and  renal 
diseases. 

Staff  members  taking  part  in  the  teaching  are: 
Drs.  Seymour  Fiske,  Joseph  Henry  Hodas,  Ernest 
Hammerschlag,  Albert  Hyman,  Benjamin  Jablons, 
Frank  S.  Pierson,  Cyril  Solomon,  and  James  Edlin, 
associates;  Drs.  Leon  Bader,  Joseph  Bandes,  Har- 
vey Brandon,  Albert  Cornell,  Milton  Drexler,  Daniel 
H.  Eichner,  Alfred  Fritsch,  Emil  Granet,  Milton  M. 
Greenberg,  Sanford  Goodfriend,  John  F.  Maloney, 
E.  Milton  Sachs,  Norman  A.  Samuels,  Max  Sterman, 
and  Sydney  Bassin,  assistants,  and  Dr.  Arthur  Forst. 


NEWS 

Conferences  on  neoplastic  diseases  are  held  at 
Montefiore  Hospital,  the  Bronx,  on  the  first  and 
third  Friday  of  each  month,  at  3:00  p.m.  Speakers 
and  topics  for  January  were;  January  7 — “Diagnosis 
and  Management  of  Esophageal  Lesions,”  Dr.  John 
Pool,  associate  attending  surgeon,  Memorial  Hos- 
pital, and  January  21 — “Early  Diagnosis  and  Treat- 
ment of  Cancer  of  the  Breast,”  Dr.  Cushman  D. 
Haagenson,  assistant  professor  of  surgery,  College 
of  Physicians  and  Surgeons,  Columbia  University. 


Dr.  William  R.  Carman  was  elected  president  of 
the  staff  of  Southside  Hospital,  Bay  Shore,  at  the 
meeting  held  December  28.  Other  officers  elected  are; 
Dr.  Myron  L.  Hafer,  vice-president;  Dr.  Warren  H. 
Eller,  secretary-treasurer,  and  Dr.  Sol  Shlimbaum, 
member-at-large . 


Officers  of  the  medical  board  of  St.  Vincent’s  Hos- 
pital, Staten  Island,  were  chosen  at  the  annual 
meeting  in  January.  They  are;  Dr.  Charles  L. 
Reigi,  president;  Dr.  John  J.  Goffer,  vice-president, 
and  Dr.  A.  G.  Maratea,  secretary. 


Dr.  Albert  Accettola  and  Dr.  Alfred  F.  Granatelli 
have  been  appointed  to  the  outpatient  department 
staff  of  the  Staten  Island  Hospital,  and  Dr.  T.  H.  Li 
of  Foochow,  China,  a graduate  of  Peiping  Union 
Medical  College,  Peiping,  China,  has  joined  the  in- 
tern staff  of  the  Hospital. 


NOTES 

Dr.  J.  J.  Golub,  executive  and  medical  director  of 
the  Hospital  for  Joint  Diseases,  New  York  City,  for 
the  past  twenty  years,  has  been  elected  executive 
vice-president  of  the  Hospital. 


Dr.  H.  W.  Whiteley,  Jordan,  was  reappointed  as 
chief  of  medicine  of  the  Auburn  City  Hospital  staff 
at  the  meeting  of  the  board  of  trustees  held  Decem- 
ber 23. 


Appointment  of  Dr.  William  Antopol  as  director 
of  laboratories  of  Beth  Israel  Hospital,  New  York 
City,  and  as  director  of  research  of  the  Joseph  and 
Helen  Yeamans  Levy  Foundation  has  been  an- 
nounced by  Mrs.  Charles  H.  Silver,  president  of  the 
Hospital  and  of  the  Foundation. 


French  Hospital,  New  York  City,  has  dedicated  a 
bronze  bust  of  the  late  Dr.  Arthur  M.  Wright,  di- 
rector of  surgery  from  1931  until  his  retirement  in 
1946.  Dr.  Wright  died  June  24,  1948.  The  bust  was  | 
a gift  of  the  Society  of  the  Alumni  of  the  French  Hos- 
pital. 


Dr.  Marcus  D.  Kogel,  former  general  medical 
superintendent  of  the  New  York  City  Department 
of  Hospitals,  was  sworn  in  by  Mayor  William 
O’Dwyer  on  January  28  as  Commissioner  of  Hospi- 
tals, succeeding  Dr.  Edward  M.  Bernecker,  retired. 

[Continued  on  page  558] 


"CHANGE  TO 
PHILIP  MORRIS 

OR... 

CUT  DOWN  YOUR 
SMOKING!" 


That  is  the  suggestion  of  many  of  the  country's  * 
leading  specialists  in  cases  of  throat  irritation.* 


Many  doctors  have  among  their  patients 
some  who  they  believe  smoke  too  much.  But  the 
difficulty  of  persuading  such  smokers  to  cut  down 
is  familiar  to  everyone.  What  better  advice 
therefore  than  "Change  to  Philip  Morris". . .the 
only  leading  cigarette  proved  definitely  and 
measurably  less  irritating. 

To  minimize  cigarette  irritants,  Philip  Morris 
are  made  by  a special  process  whose  advan- 
tages are  conclusively  shown  in  published 
studies.**  These  studies  may  convince  you  too 
that  the  most  effective  advice  for  patients  who 
smoke  is  "Change  to  Philip  Morris." 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  New  York 


ARE  YOU  A PIPE  SMOKER?  ...  We 

suggest  an  unusually  fine  new  blend  — 
Country  Doctor  Pipe  Mixture.  Made  by 
the  same  process  as  used  in  the  manu- 
facture of  Philip  Morris  Cigarettes. 


*Co mpletely  documented  evidence  on  file. 

**Reprints  on  request:  . 

Laryngoscope,  Feb.  1 935,  Vol.  XLV,  No.  2,  149-154 ; Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-60: 
Proc.  Soc.  Exp.  Biol,  and  Med..  1934,  32-241 ; N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-25.  No.  II,  590-592. 
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Dr.  Robert  Gordon  Douglas  has  been  appointed 
as  professor  of  obstetrics  and  gynecology  at  Cornell 
University  Medical  College  and  gynecologist-in- 
chief at  New  York  Hospital,  effective  July  1,  1949, 
according  to  an  announcement  made  January  30. 
His  predecessor,  Dr.  Henricus  J.  Stander,  died  May 
2,  1948,  since  when  Dr.  Douglas  has  been  acting  di- 
rector of  the  department. 


According  to  the  annual  report  of  the  Ossining 
Hospital,  Ossining,  for  1948,  a total  of  2,848  patients 
received  24,035  days  of  care,  making  an  average  of 
66  patients  under  care  each  day,  which  is  84  per  cent 
of  capacity. 


Dr.  Bruno  J.  Tryka  of  Perry  has  been  elected 
president  of  the  staff  of  the  Wyoming  County  Com- 
munity Hospital,  succeeding  Dr.  R.  T.  Williams  of 
Warsaw.  Other  officers  are:  Dr.  Charles  O.  Wagen- 
blos,  Warsaw,  vice-president;  Dr.  Paul  A.  Burge- 
son,  secretary;  Dr.  Clifford  H.  Harville,  Warsaw, 
chief  of  obstetric  service,  and  Dr.  Willard  J.  Chapin, 
Perry,  associate  chief  of  obstetrics. 


Dr.  Frederick  K;  Gifford  has  been  elected  presi- 


dent of  the  Rome  Hospital  medical  staff  to  succeed 
Dr.  Henry  N.  Reid.  Other  staff  officers  are:  Dr. 
Edward  E.  Powers,  vice-president;  Dr.  Edward  D. 
Dake,  secretary-treasurer;  Dr.  Rudolph  E.  Vander- 
veer,  chairman,  and  Dr.  Lawrence  S.  MacMillan 
and  Dr.  Roy  J.  Marshall,  executive  committee. 


Dr.  John  H.  Lawrence,  director  of  Donner  Lab- 
oratory of  Medical  Physics,  University  of  Califor- 
nia, Berkeley,  California,  delivered  the  William 
Henry  Welch  lectures  on  February  2 and  4 at  Mount 
Sinai  Hospital.  His  subjects  were:  “Tracer  Stud- 
ies with  Artificial  Radioactivity”  and  “Therapeutic 
Studies  with  Artificial  Radioactivity.” 


Dr.  Mark  A.  Freedman,  formerly  assistant  direc- 
tor of  the  Bronx  Hospital,  New  York,  has  been 
named  associate  director  of  Montefiore  Hospital  of 
New  York.  Dr.  Freedman  was  executive  officer  of 
the  Fifth  General  Hospital  in  England  for  three  and 
a half  years  during  the  war. 


Dr.  Howard  McC.  Snyder,  former  wartime  inspec- 
tor of  medical  operations  for  the  War  Department, 
has  been  appointed  special  consultant  to  Columbia 
University’s  New  York  State  Hospital  Study,  Dr. 
Eli  Ginzberg,  director  of  the  study,  has  announced. 


NEW  YORK  CITY  HEALTH  IN  1948 

In  the  preliminary  report  by  Dr.  Harry.  S.  Mus- 
tard, New  York  City  Commissioner  of  Health,  the 
following  items  are  of  interest: 

There  were  157,184  births  and  81,793  deaths  re- 
corded in  New  York  City  in  1948. 

Births  in  1948  were  about  six  per  cent  below  the 

1947  total,  but  the  number  is  higher  than  any  year 
other  than  1947.  More  than  half  of  all  deaths  in 

1948  were  of  persons  over  62  years  of  age,  giving 
emphasis  to  the  problem  of  the  diseases  of  later  life. 

The  infant  mortality  rate  for  1948  was  the  same  as 
for  1947,  the  lowest  on  record  for  New  York  City. 
More  than  75  per  cent  of  all  the  infant  deaths  oc- 
curred in  the  first  month  of  life. 

Maternal  mortality  rate  which  began  a steady  de- 
crease 12  years  ago  is  still  declining,  although  more 
slowly.  The  1948  rate  of  1.0  per  1,000  live  births 
was  the  lowest  in  the  history  of  the  City. 

The  downward  trend  in  diphtheria  cases  and 
deaths  which  has  been  going  on  for  decades  but 
which  was  interrupted  by  a backwash  from  Euro- 
pean epidemics  was  resumed  in  1948.  There  were 
fewer  diphtheria  cases  and  deaths  here  in  1948  than 
in  any  previous  year. 

New  low  records  were  set  In  whooping  cough  and 


scarlet  fever  cases  and  deaths.  Measles  regularly  I 
occur  in  alternating  cycles  of  “low”  followed  by  j 
“high”  years  and  1948  was  a “high”  year  with  the 
disease  reaching  epidemic  proportions  in  New  York 
City.  However,  the  death  rate  was  low. 

In  the  United  States  polio  cases  topped  every  year 
since  1916.  Although  there  were  more  cases  in  1948 
than  1947  New  York  City  escaped  an  epidemic. 
The  case  mortality  rate  was  the  lowest  on  record. 

A new  all-time  low  record  was  set  for  typhoid 
fever  cases  in  New  York  City  in  1948;  fifty-one  cases 
were  reported,  with  four  deaths. 

The  increase  in  the  number  of  newly  reported 
cases  and  decline  in  the  pulmonary  death  rate  seen 
here  in  1948  is  a trend  noted  since  1945. 

Pneumonia  situation  was  practically  unchanged. 
The  rate  declined  to  a still  lower  level  than  in  1947. 

The  decline  in  appendicitis  deaths,  which  began  j 
in  the  late  1930’s  continued  in  1948.  There  were 
248  deaths,  an  incidence  of  3.1  per  100,000. 

There  were  more  deaths  from  cancer  and  deaths  I 
from  diabetes  in  1948  than  ever  before  in  the  history  I 
of  the  City.  Deaths  from  diseases  of  the  heart,  ar-  1 
teries,  kidneys,  and  apoplexy  were  higher  than  any* 
year  except  1943. 


These  illustrations  show 

how  to  treat  sore  throat  effectively 


Before  instillation  of  Paredrine- 
Sulfathiazole  Suspension.  The 
patient  is  suffering  from  severe 
pharyngitis,  in  this  case  a compli- 
cation of  pansinusitis.  Pus  can  be 
seen  draining  down  the  posterior 
pharyngeal  wall. 


After  intranasal  instillation  of  the  Sus- 
pension—5 drops  in  each  nostril  every  two 
waking  hours.  Two  hours  have  elapsed  since 
the  last  dose.  The  microcrystalline  sulfathia- 
zole  has  formed  a bacteriostatic  film  over 
the  infected  area,  and  the  inflammation 
has  subsided. 


Smith , Kline  & French  Laboratories , Philadelphia 


A stable  suspension  of  Micraform 
(microcrystalline)  sulfathiazole,  5%,  in 
an  isotonic  solution  of  'Paredrine’ 
(p-hydroxy-a-methylphenethylamine, 
S.K.F.)  hydrobromide,  1%. 

Available  in  1 fl.  oz.  (30  cc.)  and  12  fl.  oz. 
(355  cc.)  bottles. 


vasoconstriction  in  minutes 
bacteriostasis  for  hours  . . . 
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Ceremonies  Honor  First  U.S.  Woman  Doctor 


ONE  HUNDRED  years  ago,  on  January  23,  1849, 
Elizabeth  Blackwell,  America’s  first  woman 
doctor,  was  graduated  from  college.  Two  com- 
memorations of  the  event  were  held  recently.  At  the 
New  York  Infirmary,  which  was  founded  by  Dr. 
Blackwell  four  years  after  her  graduation,  five 
woman  doctors  received  Elizabeth  Blackwell  Cita- 
tions for  distinguished  achievement  in  medicine.  At 
Geneva,  Hobart  College,  Dr.  Blackwell’s  alma  mater, 
honored  twelve  other  woman  doctors  with  similar 
citations. 

Elizabeth  Blackwell  Centennial  citations  were 
conferred  by  Dr.  Alan  W.  Brown,  president  of  the 
Geneva  colleges,  at  a special  convocation  on  the  fol- 
lowing woman  doctors: 

Dr.  Florence  R.  Sabin,  Denver,  Colorado,  for 
medical  research;  Dr.  Alice  Hamilton,  Hadlyme, 
Connecticut,  for  industrial  medicine;  Dr.  Helen  B. 
Taussig,  Baltimore,  Maryland,  for  clinical  medical 
research;  Dr.  Martha  May  Eliot,  Washington,  D.C., 
associate  chief,  U.S.  Children’s  Bureau,  for  public 
health;  Dr.  Gerty  T.  Cori,  Webster  Groves,  Mis- 
souri, for  work  in  biochemistry  and  pharmacology; 
Dr.  Priscilla  White,  Boston,  Massachusetts,  for  work 
in  the  field  of  diabetes;  Dr.  Helen  V.  McLean, 
Chicago,  Illinois,  for  psychiatry;  Dr.  Margaret  D. 
Craighill,  Topeka,  Kansas,  Chief  of  Service,  Medical 
Care  of  Women  Veterans,  Winter  Veterans  Ad- 
ministration Hospital  (first  woman  commissioned  as 
major  in  Army  of  United  States)  for  military  medi- 
cine, Dr.  Helen  MacMurchy,  C.B.E.,  Toronto, 
Canada,  former  chief  of  the  Division  of  Child  Wel- 
fare, Department  of  Health,  for  her  work  in  the  fields 
of  child  welfare  and  public  health  in  Canada;  Dr. 
Elise  S.  L’Esperance,  New  York,  for  her  work  in 
pathology  and  cancer  prevention  and  leadership  of 
women  in  medicine;  Dr.  Helen  M.  M.  Maekay, 
F.R.C.P.,  London,  England,  internationally  known 


pediatrician  and  first  woman  to  be  elected  to  the 
Fellowship  of  the  Royal  College  of  Physicians;  and 
Dr.  Therese  Bertrand  Fontaine,  Paris,  France,  first 
French  woman  medicin  des  hopitaux. 

Elizabeth  Blackwell  Citations  presented  by  the 
New  York  Infirmary  were  as  follows:  Dr.  Lauretta 
Bender,  senior  psychologist  in  charge  of  the  Chil- 
dren’s service  of  Bellevue  Hospital;  Dr.  Connie 
Myers  Guion,  chief  of  the  medical  clinic,  outpatient 
department,  New  York  Hospital;  Dr.  Anna  Hubert, 
director  of  the  department  of  surgery  and  gynecology 
of  the  New  York  Infirmary,  and  Dr.  May  Wilson, 
chief  of  the  Pediatric  Cardiac  Clinic  of  New  York 
Hospital.  Dr.  Ada  Chree  Reid,  chief  of  the  cardiac 
clinic  of  the  New  York  Infirmary  and  medical  staff 
member  of  the  Metropolitan  Life  Insurance  Com- 
pany, was  unable  to  attend. 

Geneva  College,  now  Hobart,  was  the  twenty- 
ninth  college  to  which  Dr.  Blackwell  applied  for  ad- 
mission to  study  medicine.  All  the  others  turned 
her  away.  The  Geneva  institution  put  it  up  to  the 
students,  and  Dr.  Blackwell  was  admitted  by  popu- 
lar vote. 

Born  in  Bristol,  England,  February  3,  1821,  she 
came  to  the  United  States  in  August,  1832,  lived  for 
six  years  in  New  York  and  Jersey  City,  and  at  the 
age  of  seventeen  went  to  Cincinnati,  Ohio.  She 
taught  school  in  Asheville,  North  Carolina,  and 
Charleston,  South  Carolina,  in  1845  and  1846  to  gain 
money  for  a medical  education. 

She  founded  the  New  York  Infirmary  for  Women 
and  Children  in  New  York  and  the  Woman’s  Medi- 
cal College  there.  In  1859  she  gained  the  honor  of 
being  the  first  woman  to  be  listed  in  the  British 
Medical  Register  and  in  1875  helped  to  found  and 
taught  at  the  first  school  of  medicine  for  women  in 
England.  She  died  at  Hastings,  England,  May  31, 
1910,  and  is  buried  at  Kilmun,  Argyllshire,  Scotland. 


Army  Surgeon  General  Announces  Community  Campaign 


A PROGRAM  to  unite  professional  and  civic  sup- 
port in  every  community  behind  a campaign  to 
meet  urgent  manpower  requirements  of  the  Army 
Medical  Department  through  volunteers  has  been 
announced. 

It  involves  setting  up  Professional  Manpower 
Committees  in  communities  and  coordinating 
them  with  the  existing  Military  Manpower  Com- 
mittees which  are  already  helping  the  general  re- 
cruiting campaign.  The  medical  program  is  part 
of  the  drive  to  obtain  physicians,  dentists,  nurses, 
and  other  medical  specialists  in  order  to  meet  the 
needs  for  medical  care  of  the  services. 

The  program  was  worked  out  by  the  Army  Medi- 
cal Department  in  cooperation  with  the  U.S.  Army 
and  U.S.  Air  Force  Recruiting  Service.  In  com- 


munities, outstanding  physicians,  surgeons,  dentists, 
and  other  leading  medical  specialists  will  be  asked  to 
serve  on  Professional  Manpower  Committees,  which 
will  l^e  set  up  as  subcommittees  to  the  Military  Man- 
power Committees  which  are  already  assisting  the 
Recruiting  Service.  The  cooperation  of  existing 
Army  Advisory  Committees  also  will  be  sought, 
particularly  in  the  larger  cities. 

The  plan  for  civilian  aid  to  medical  personnel  pro- 
curement has  been  developed  in  consultation  with 
the  national  societies  representing  the  professional 
fields  involved.  It  will  seek  the  help  of  local  units  of 
professional  organizations  and  enlist  the  cooperation 
of  local  chapters  of  many  veteran,  civic  and  fraternal 
groups  which  have  been  helping  the  services  in  their 
recruiting  campaigns. 


MEDICALLY  SPEAKING 


Medical  Schools  Offered  to  State — Two  medical 
schools  were  offered  as  gifts  to  the  newly  created 
New  York  State  University  in  a bid  to  have  the  State 
take  over  their  facilities  rather  than  build  new  medi- 
cal colleges.  The  offers,  one  from  the  Long  Island 
College  of  Medicine  and  the  other  from  Syracuse 
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University  Medical  College,  were  made  at  an  all-day 
hearing  held  January  10  by  a committee  on  medical 
education  centers  of  the  State  University’s  board 
of  trustees,  in  New  York  City.  The  University 
plans  to  build  or  take  over  a medical  center  in 
[Continued  on  page  662] 


561 


In  -Hypochromfo  -Anewta 


OVOFERRIN 


. . . The  build-up 
without  a let-down  is  a 


favored  prescription 
because  it  is  ACCEPTABLE 
. . . even  to  children 

EFFECTIVE  ...equally 

for  all  ages 


Unlike  ionized  iron  products,  Ovoferrin 
(iron  in  colloidal  form)  is  not  only 
easily  assimilable  but  is  virtually  un- 
affected by  the  gastric  juices.  Thus, 
this  unusual  iron  preparation  avoids 
the  gastric  upsets  which  so  frequently 
attend  the  use  of  usual  ionized  iron 
preparations. 


Because  it  lends  itself  so  perfectly 
to  the  patient’s  acceptance  and  the 
physician’s  objective,  Ovoferrin  really 
bridges  the  gap  between  iron  defi- 
ciency and  effective  iron  therapy. 
Physicians  are  invited  to  learn  first 
hand  of  Ovoferrin  advantages  by  the 
use  of  generous  professional  samples. 


• MAINTENANCE  DOSAGE 

For  Adults  and  Children : One 
teaspoonful  2 or  3 times  a day 
in  water  or  milk. 


THERAPEUTIC  DOSAGE 

ADULTS:  One  tablespoonful  3 or 
4 times  daily  in  water  or  milk. 
CHILDREN:  One  to  2 teaspoon- 
fuls 4 times  daily  in  water  or  milk. 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 


“ Ovoferrin ” is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 
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the  Metropolitan  area  and  another  at  least  100 
miles  upstate. 

Appoint  Consultant  Experts — Thirty-three  new 
members  have  been  appointed  by  Surgeon  Gen- 
eral Leonard  A.  Scheele  of  the  Public  Health  Service, 
Federal  Security  Agency,  to  serve  as  consultant  ex- 
perts in  study  sections  of  the  National  Institutes  of 
Health  at  Bethesda,  Maryland.  Members  from  New 
York  State  and  their  study  sections  are:  Malaria — 
Dr.  John  M.  Henderson,  Columbia  University, 
School  of  Public  Health;  Public  Health — Dr. 
Donald  Sheehan,  New  York  University,  and  Sanita- 
tion— Dr.  Rolf  Eliassen,  New  York  University. 

Announce  Course  in  Rehabilitation  Methods — 

Announcement  has  been  made  of  a special  advanced 
course  in  rehabilitation  methods  for  physical  thera- 
pists to  be  conducted  by  the  Institute  of  Rehabilita- 
tion and  Physical  Medicine  of  the  New  York  Uni- 
versity-Bellevue  Medical  Center  in  conjunction  with 
New  York  University  School  of  Education.  Instruc- 
tion will  be  given  under  the  supervision  of  Dr. 
Howard  A.  Rusk,  Dr.  George  G.  Deaver,  and 
Donald  A.  Covalt,  of  the  New  York  University 
College  of  Medicine.  The  first  course  is  from  Febru- 
ary 9 to  March  22,  and  the  second  from  April  4 to 
May  13.  For  details  write  Miss  Edith  Buchwald, 
director  of  the  courses,  Institute  of  Rehabilitation 
and  Physical  Medicine,  325  East  38th  Street,  New 
York  16. 

Ships  Doctor  for  Army  Transports — Positions  as 
ships  doctor  are  now  available  aboard  Army  trans- 
ports which  are  carrying  displaced  persons  from 
Europe  to  ports  in  countries  such  as  Argentina, 
Brazil,  Canada,  Australia,  etc.  Each  trip  is  ap- 
proximately two  months  long,  and  after  each  trip  the 
physician  may  or  may  not  sign  up  for  the  next  one, 
depending  upon  his  personal  wishes.  There  is  no 
contract  signed  which  makes  it  obligatory  for  the 
doctor  to  sail  more  than  one  voyage.  Requirements 
for  the  positions  of  ships  doctor  are:  graduation  from 
a recognized  medical  college,  completion  of  intern- 
ship, and  license  to  practice  in  any  state  in  the 
United  States,  and  American  citizenship.  Salary  is 
$5,400  per  year  plus  maintenance,  with  thirty  days 
vacation  per  year.  An  extra  sum  of  $2.50  per  day  is 
given  as  an  area  bonus  while  in  foreign  waters.  All 
interested  in  further  details  may  telephone  Mr. 
Howard  0.  Peacock,  Gedney  9-5400,  extension  978, 


or  report  to  him  in  person  any  day,  Monday  through 
Friday,  at  the  New  York  Port  of  Embarkation,  58th 
Street  and  First  Avenue,  Brooklyn. 

American  Board  of  Ophthalmology — The  Ameri- 
can Board  of  Ophthalmology  wishes  to  announce 
that  it  does  not  evaluate,  approve,  or  disapprove  any 
ophthalmic  residency  toward  fulfilling  the  require- 
ments for  candidates  for  board  examinations.  Any 
candidate  who  qualifies  for  the  board  examination 
and  completes  the  prerequisites  as  outlined  in  the  ; 
booklet  of  information  will  be  accepted.  A copy  of 
this  booklet  can  be  obtained  from  the  secretary,  56 
Ivie  Road,  Cape  Cottage,  Maine. 

New  Departure  Clinical  Fellowship  in  Industrial 
Medicine — -Under  the  joint  sponsorship  of  the  New 
Departure  Division,  General  Motors  Corporation, 
Bristol,  Connecticut,  and  the  Yale  Institute  of  Occu- 
pational Medicine  and  Hygiene,  utilizing  medical  1 
teaching  and  hospital  facilities  in  Bristol  and  New 
Haven  and  the  cooperative  assistance  of  the  Bureau 
of  Industrial  Hygiene,  Connecticut  State  Depart- 
ment of  Health,  a one-year  clinical  fellowship  is  I 
offered  to  a qualified  candidate  who  wishes  to  pursue  I 
a graduate  course  of  instruction  in  occupational  I 
medicine.  Application  forms  for  this  fellowship,  I 
which  will  run  from  July  1,  1949,  through  June  30, 
1950,  may  be  obtained  from  the  Institute,  310  Cedar  I 
Street,  New  Haven  11,  Connecticut. 

Institute  of  Cancer  Research — Establishment  at  ^ 
the  Columbia-Presbyterian  Medical  Center  of  an  In- 
stitute of  Cancer  Research,  in  which  outstanding  J 
cancer  specialists  from  all  fields  of  medicine  will  jj| 
launch  an  over-all,  integrated  attack  on  malignant  ! ' 
disease,  was  announced  February  3 by  Columbia  ! 
University.  Dr.  Williard  C.  Rappleye,  dean  of  the  { 
Faculty  of  Medicine,  declared  that  the  new  institute  | 
is  being  developed  primarily  to  bring  about  an  inte- 
gration of  the  activities  of  the  numerous  medical 
sciences  concerned  with  cancer  research. 

Metropolitan  Life  Insurance  Company  Statistical 
Bulletin — Announcement  has  been  made  that  the  1 
Statistical  Bulletin,  monthly  publication  of  the  | 
Metropolitan  Life  Insurance  Company,  is  available  t 
to  physicians  without  charge.  Application  should  be  ! 
made  to  the  company  at  1 Madison  Avenue,  New 
York  10,  New  York.  The  Bulletin  constitutes  a 
noteworthy  source  of  information  in  various  fields 
which  should  be  of  interest  to  practitioners  of 
medicine. 


MEETINGS 

PAST 


Brooklyn  Urological  Society 

At  the  December  meeting  of  the  Brooklyn 
Urological  Society  the  following  physicians  were 
elected  to  office:  Dr.  Lawrence  L.  Lavalle,  presi- 
dent; Dr.  Harold  B.  Hermann,  vice-president,  and 
Dr.  Mark  Fishberg,  secretary-treasurer. 

New  York  Academy  of  Medicine 

Dr.  William  C.  Boyd,  associate  professor  of  bio- 
chemistry, Boston  University  School  of  Medicine, 
spoke  on  "Blood  and  Man”  as  the  fourth  Laity 
Lecture  of  the  1948-1949  series  at  the  New  York 
Academy  of  Medicine,  on  January  13.  Dr.  Paul 
Reznikoff  was  presiding,  chairman. 

New  York  Academy  of  Medicine, 

Section  on  Microbiology 

The  Section  on  Microbiology  of  the  New  York 


Academy  of  Medicine  met  on  January  19  for  a pro- 
gram on  insect  pests  and  insecticides.  Papers  were 
presented  by  the  following:  Dr.  Arnold  J.  Lehman, 
division  of  pharmacology,  Food  and  Drug  Admin- 
istration, Washington,  D.C.,  “The  Major  Toxic 
Actions  of  Insecticides”;  Dr.  H.  L.  Haller,  assistant, 
Agricultural  Research  Administration,  U.S.  Departs 
ment  of  Agriculture,  “Chemical  Aspects  of  Some  of 
the  Newer  Insecticides,”  and  Dr.  E.  F.  Knipling, 
Bureau  of  Entomology  and  Plant  Quarantine,  Agri- 
cultural Research  Administration,  “Recent  Ad- 
vances in  Medical  and  Veterinary  Entomology.”  < 

Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

At  the  meeting  of  the  Eastern  New  York  Eye, 
Ear,  Nose  and  Throat  Association,  held  February  3 

(Continued  on  page  564] 
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Case  History  of  an  overweight  streetcar-operator  . . . 

^exedrine'  Sulfate  — because  it  curbed  appetite  and 
lowered  food  intake — enabled  even  this  extremely 
obese  patient  to  lose  weight  easily  and  safely  without 
the  use  (and  risk)  of  such  potentially  dangerous  drugs 
as  thyroid. 

Patient  before  treatment  (age  53;  height  5#  IOV2") 
weighed  352  pounds  . . . was  suffering  from  hyperten- 
sion, nervousness  and  dyspnea  . . . lived  in  fear  of  caus- 
ing an  accident  while  on  duty.  Overeating  was  the 
only  demonstrable  cause  of  his  obesity. 

Therapy:  ‘Dexedrine’  Us  mg.  A.C.t.i.d.) Results:  Weight  B.  P.  Pulse 

March,  1946  ‘Dexedrine’  therapy  begun 352  280/152  86 

November,  1946  . . 8th  month  of ‘Dexedrine’ therapy  . 269  160/84  86 

January,  1948  ....  22nd  month  of  ‘Dexedrine’  therapy  . 234  158/84  86 

In  addition  to  the  weight  reduction  of  118  pounds 
and  the  concurrent  lowering  of  blood  pressure,  a remark- 
able improvement  is  reported  in  the  patient's  mood  and 
outlook.  Earlier  nervousness  and  fears  have  vanished. 

Dexedrine* *  Sulfate  tablets  and  elixir  . . . . the  most  effec- 

tive drug  for  control  of  appetite  in  weight  reduction. 


Smith,  Kline  & French  Laboratories 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate.  S.K.F. 


Philadelphia 
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in  Albany,  Dr.  Harry  Little  of  Hudson  spoke  on 
“Orthoptics  in  the  Treatment  of  Eye  Muscle 
Imbalance.”  Assisting  was  Dr.  Little’s  associate, 
Miss  Elizabeth  Rose,  a diplomate  of  the  Council  of 
British  Ophthalmologists. 

Saranac  Lake  Medical  Society 
Dr.  Howard  A.  Rusk,  chairman  of  the  department 
of  rehabilitation  and  physical  medicine,  New  York 
University  College  of  Medicine,  spoke  on  “Dynamic 
Therapeutics  in  Chronic  Disease”  at  the  meeting  of 
the  Saranac  Lake  Medical  Society  held  February  9. 

Tuberculosis  Sanatorium  Conference 
of  Metropolitan  New  York 

The  Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York  held  a clinical  session  on 
chronic  pulmonary  diseases  February  9 at  the 
Cornell  University  Medical  College  auditorium, 
New  York  City.  Dr.  Carl  Muschenheim  acted  as 
chairman,  and  participants  were:  Dr.  John  N. 

Hayes,  medical  director  of  Gabriels  Sanatorium, 
“Tne  Present  Status  of  Pneumothorax”;  Dr.  Roger 
S.  Mitchell,  associate  medical  director,  Trudeau 
Sanatorium,  “The  Present  Status  of  Phrenic  Nerve 


Interruption  in  the  Treatment  of  Pulmonary 
Tuberculosis,”  and  Dr.  Ralph  E.  Moyer,  chief  of  the 
tuberculosis  service,  Veterans  Administration  Hos- 
pital, Oteen,  North  Carolina,  “The  Value  of  Pneu- 
moperitoneum in  the  Treatment  of  Pulmonary 
Tuberculosis.” 

Society  of  Medical  Jurisprudence 

Dr.  Sigmund  Epstem  spoke  on  “Famous  Wheel- 
chair Invalids  in  American  History”  at  the  meeting 
of  the  Society  of  Medical  Jurisprudence  held  Feb- 
ruary 14  at  the  New  York  Academy  of  Medicine. 
In  addition,  Dr.  Henry  H.  Kessler,  orthopedic  con- 
sultant for  the  Office  of  Rehabilitation,  New  Jersey, 
spoke  on  “Rehabilitation  of  the  Amputee.” 

Geneva  Academy  of  Medicine 

A program  of  postgraduate  instruction  was  pre- 
sented at  the  meeting  of  the  Geneva  Academy  of 
Medicine  held  February  17  in  Geneva,  with  Dr. 
Samuel  Kleinberg,  New  York  City,  speaking  .on 
“Back  Pain.”  The  program  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society,  with  the  cooperation  of  the 
State  Department  of  Health. 


FUTURE 


New  York  University  College  of  Medicine, 
Alumni  Association 

Panel  discussions  to  aid  the  general  practitioner 
are  being  held  at  the  New  York  University-Bellevue 
Medical  Center,  under  the  sponsorship  of  the 
Alumni  Association  of  the  New  York  University 
College  of  Medicine.  All  sessions  will  be  held  from 
8:30  to  10:00  P.M.,  and  arrangements  are  under  the 
direction  of  Dr.  William  Goldring,  chairman  of  the 
committee  on  science  and  education  of  the  Alumni 
Association. 

The  program  is  as  follows: 

March  2 — “Hypertension”:  Dr.  Herbert  Chasis, 
moderator,  and  Dr.  Goldring,  Dr.  William  Hinton, 
and  Dr.  Homer  W.  Smith,  speakers. 

March  30 — “Peripheral  Vascular  Diseases”:  Dr. 
Ludwig  W.  Eichna,  moderator,  and  Dr.  Wallace  B. 
Murphy,  Dr.  Julius  J.  Sachs,  and  Dr.  E.  M.  Papper, 
speakers. 

April  27— “Congenital  Heart  Disease”:  Dr.  C. 
E.  de  la  Chapelle,  moderator,  and  Dr.  Janet  S. 
Baldwin,  Dr.  Charles  E.  Kossmann,  Dr.  Herbert  C. 
Maier,  and  Dr.  Henry  K.  Taylor,  speakers. 

May  25 — “Chemotherapy  in  Medicine  and  Sur- 
gery”: Dr.  Colin  MacLeod,  moderator,  and  Dr. 

Henry  H.  Balch  and  Dr.  Joseph  J.  Bunim,  speakers. 

American  Academy  of  General  Practice 

The  first  annual  scientific  assembly  of  the  Ameri- 
can Academy  of  General  Practice  will  be  held  at  the 
Netherland  Plaza  Hotel,  Cincinnati,  Ohio,  on  March 
7,  8,  and  9.  Among  the  speakers  who  will  present 
papers  are:  Dr.  Walter  C.  Alvarez,  Rochester;  Dr. 
Howard  A.  Rusk,  New  York  City,  and  Dr.  Herman 
G.  Weiskotten,  Syracuse. 

New  York  Academy  of  Medicine, 

Section  on  Microbiology 

A symposium  dealing  with  “Certain  Aspects  of  the 
Biology,  Metabolism,  Immunity,  Diagnosis,  and 
Treatment  of  the  More  Common  Human  Parasitic 
Infections”  will  be  held  at  the  New  York  Academy 
of  Medicine,  under  the  auspices  of  the  Section  on 


Microbiology,  on  Tuesday  evening,  March  15,  and 
Wednesday  afternoon  and  evening,  March  16. 

Speakers  and  their  topics  will  include:  Dr.  Paul 
Russell,  Rockefeller  Foundation,  “The  World 
Health  Importance  of  Parasitic  Diseases”;  Dr. 
Clay  Huff,  National  Naval  Medical  Center,  “The 
Significance  of  New  Findings  in  the  Life  Cycle  of 
Malarial  Parasites”;  Dr.  James  T.  Culbertson, 
National  Institute  of  Health,  “Immunologic  Mech- 
anisms in  Parasitic  Infections”;  Dr.  Norman  Stoll, 
Rockefeller  Institute,  “Diagnosis  of  Intestinal 
Helminths  and  Protozoa”;  Dr.  William  Frye, 
Tulane  University,  New  Orleans,  “Studies  on 
Growth  and  Metabolism  of  Endamoeba  Histoly- 
tica”; Dr.  T.  von  Brand,  National  Institute  of 
Health,  “Physiology  of  the  Blood  Flagellates”; 
Dr.  Quentin  M.  Geiman,  Harvard  University,  “Cul- 
tivation of  Malarial  Parasites” ; Dr.  Ralph  McKee, 
Harvard  University,  “Biochemistry  and  Metabo- 
lism of  Malarial  Parasites”;  Dr.  Ernest  Bueding, 
Western  Reserve  University,  “Metabolism  of 
Helminths”;  Dr.  Hamilton  Anderson,  University  of 
California,  “Pharmacologic  Evaluation  and  Clinical 
Application  of  Amebicides”;  Dr.  Robert  Coatney, 
National  Institute  of  Health,  “The  World  Status  of 
Antimalarial  Drugs”;  Dr.  Harold  Brown,  Columbia 
University,  College  of  Physicians  and  Surgeons, 
“Therapy  of  Filariasis  and  the  More  Common 
Intestinal  Helminths,”  and  Dr.  Frederick  Brady, 
National  Institute  of  Health,  “Chemotherapy  of 
Schistosomiasis.” 

Glens  Falls  Academy  of  Medicine 

Dr.  Bradley  L.  Coley,  assistant  professor  of 
clinical  surgery,  Cornell  University  Medical  College, 
will  speak  on  “Diagnosis  and  Treatment  of  Bone 
Tumors”  at  a meeting  of  the  Glens  Falls  Academy 
of  Medicine,  to  be  held  Thursday,  March  17.  The 
program,  postgraduate  instruction  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  State  Society  with  the  State  Department  of 
Health,  will  begin  at  8:30  P.M.  in  the  Glens  Falls 
Library. 

[Continued  on  page  566] 
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Postgraduate  Teaching  Day  on  Heart  Disease 

A postgraduate  teaching  day  for  physicians  on 
heart  disease  will  be  held  March  23  at  the  Rochester 
Academy  of  Medicine,  under  the  sponsorship  of  the 
American  Heart  Association  and  the  Rheumatic 
Fever  and  Heart  Committee  of  the  Tuberculosis  and 
Health  Association  of  Rochester  and  Monroe 
County,  in  cooperation  with  the  Monroe  County 
Medical  Society. 

All  doctors,  whether  in  practice  or  on  the  resident 
staffs  of  hospitals,  and  medical  students  are  invited 
to  attend  free  of  charge.  Further  details  will  be 
announced. 

Cornell  University  Medical  College  Alumni 
Association 

The  annual  Alumni  Day  of  the  Cornell  University 
Medical  College  Alumni  Association  will  be  held 
March  24.  At  the  morning  session,  Dr.  David  P. 
Barr,  professor  of  medicine,  will  preside,  and 
speakers  will  include:  Dr.  S.  Bernard  Wortis, 

professor  of  neurology  and  psychiatry,  New  York 
University  College  of  Medicine,  “Medical  Mission 
to  Poland — 1948”;  Dr.  Irvine  H.  Page,  director  of 
research,  Cleveland  Clinic,  “The  Nature  of  Arterial 
Hypertension”;  Dr.  Thomas  Hale  Ham,  Thorndike 
Memorial  Laboratory,  “Diagnosis  and  Mechanism 
of  Hemolytic  Anemias,”  and  presentation  of  the 
first  annual  award  to  the  alumnus  selected  for  his 
outstanding  contribution  to  medicine,  to  Dr.  William 
S.  McCann,  professor  of  medicine,  Rochester  Uni- 
versity Medical  College,  who  will  speak  on  “Some 
Neglected  Aspects  of  Cardiology.” 

A surgical  program  will  be  presented  during  the 
morning,  also,  under  the  direction  of  Dr.  Frank 
Glenn,  professor  of  surgery,  and  the  staff.  The 
operation  schedule  will  be  posted  on  the  bulletin 
board. 

In  the  afternoon,  open  house  will  be  held,  giving 
alumni  an  opportunity  to  visit  laboratories  and 
demonstrations  by  those  who  are  carrying  on  re- 
search, and  for  informal  discussion.  These  will 
include:  anatomy,  Dr.  Joseph  C.  Hinsey  and 

associates;  bacteriology  and  immunology,  Dr. 
James  M.  Neill  and  associates;  biochemistry,  Dr. 
Vincent  du  Vigneaud  and  associates;  medicine,  Dr. 
David  P.  Barr  and  associates;  pathology,  Dr.  John 
G.  Kidd  and  associates;  pediatrics,  Dr.  S.  Z.  Levine 
and  associates;  obstetrics,  Dr.  R.  Gordon  Douglas 
and  associates;  pharmacology,  Dr.  McKeen  Cattell, 
Dr.  Harry  Gold,  and  associates;  physiology,  Dr. 
Eugene  F.  DuBois  and  associates;  psychiatry,  Dr. 
Oskar  Diethelm  and  associates;  public  health  and 
preventive  medicine,  Dr.  W.  G.  Smillie  and  asso- 
ciates; radiology,  Dr.  H.  N.  Temple  and  associates, 
and  Memorial  Hospital,  Dr.  C.  P.  Rhoads,  director, 
and  associates. 


The  annual  meeting  of  the  Alumni  Association 
will  be  held  in  the  afternoon  at  3: 30  P.M.,  with  Dr. 
W.  B.  Stubenbord,  president,  as  chairman.  Speakers 
will  include:  Dr.  Joseph  C.  Hinsey,  dean  of  Cornell 
University  Medical  College;  Dr.  Stanhope  Bayne- 
Jones,  president  of  the  board,  New  York  Hospital- 
Cornell  Medical  College,  and  Dr.  Edmund  E.  Day, 
president,  Cornell  University. 

The  program  will  close  with  a dinner  dance  that 
night  at  the  Waldorf  Astoria  Hotel. 

New  York  Academy  of  Medicine, 

Committee  on  Public  Health  Relations 

The  Hermann  M.  Briggs  Memorial  Lecture  which 
is  held  annually  in  Hosack  Hall  at  the  New  York 
Academy  of  Medicine  under  the  auspicies  of  the 
Committee  on  Public  Health  Relations  will  be 
delivered  this  year  on  Thursday,  April  7,  at  8:30 
P.M.  by  Dr.  Howard  A.  Rusk,  professor  and  chair- 
man of  the  department  of  rehabilitation  and  physi- 
cal medicine,  New  York  University  College  of 
Medicine. 

The  subject  of  the  lecture  will  be  “The  Medical, 
Social,  and  Public  Health  Aspects  of  Rehabilita- 
tion.” The  lecture  is  open  to  the  general  public. 

Geneva  Academy  of  Medicine 

Dr.  Harry  Bakwin,  associate  professor  of  pedi- 
atrics, New  York  University  College  of  Medicine, 
will  speak  on  “Clinical  Child  Psychology”  at  a 
meeting  of  the  Geneva  Academy  of  Medicine  to  be 
held  Thursday,  April  21,  at  8:30  P.M.  at  the  Bell- 
hurst  Restaurant  in  Geneva.  The  program  is 
postgraduate  instruction  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  with  the  cooperation  of  the  State  Depart- 
ment of  Health. 

International  and  Fourth  American  Congress 
on  Obstetrics  and  Gynecology 

The  International  and  Fourth  American  Con- 
gress on  Obstetrics  and  Gynecology  will  be  held 
from  May  14  to  19  at  the  Hotel  Statler  (formerly 
the  Hotel  Pennsylvania),  New  York  City,  under  the 
sponsorship  of  the  American  Committee  on  Mater- 
nal Welfare.  Dr.  Howard  C.  Taylor,  Jr.,  of  New 
York,  is  chairman  of  the  general  program  committee, 
which  is  planning  a series  of  morning  sessions  de- 
voted to  physiology  of  human  reproduction,  the 
pathology  of  human  reproduction,  social  and  eco- 
nomic problems,  neoplastic  disease  of  the  female 
reproductive  system,  and  obstetric  and  gynecologic 
procedures. 

The  afternoons  will  be  given  over  to  meetings  of 
various  groups  represented  at  the  Congress,  includ- 
ing nurses,  nurse  midwives,  hospital  administrators, 
educators,  practicing  physicians,  investigators  in 
special  fields,  and  public  health  doctors  and  nurses. 


PERSONALITIES 


Awarded 

Dr.  Lewis  Cohen,  New  York  City,  a Baruch 
Fellowship  in  physical  medicine  for  study  with  the 
Columbia  University  Faculty  of  Medicine.  . . Dr. 
Henry  E.  Meleney,  Hermann  M.  Biggs  professor  of 
preventive  medicine,  New  York  University-Bellevue 
Medical  Center,  a grant  from  the  Commonwealth 
Fund  to  make  a study  of  public  health  teaching 
needs  at  the  American  University  of  Beirut,  Leba- 
non. 

Appointed 

Dr.  Harold  H.  Berman,  formerly  assistant  director 


of  St.  Lawrence  State  Hospital,  Ogdensburg,  as 
director  of  Willowbrook  State  School,  Staten  Island. 
. . . Dr.  John  W.  Ferree,  associate  director  of  the 
National  Health  Council  in  New  York,  as  director 
of  the  public  health  division  of  the  American  Heart 
Association.  . .Dr.  Cushman  D.  Haagensen,  coor- 
dinator of  cancer  teaching  at  the  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons,  as  director 
of  Columbia  .University’s  new  Institute  of  Cancer 
Research.  . .Dr.  Joseph  Hirsh,  former  director  of 
public  information  for  the  World  Health  Organiza- 
tion of  the  United  Nations,  as  executive  secretary  of 
[Continued  on  page  568] 
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HALL-BROOKE 

Greens  Farms,  Conn,  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


THE  MAPLES,  inc. 


An  exclusive  rest  hone  (or  Invelids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  ol  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  S35.00  to  S65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katoneh  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.2-1621 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MHNTAL  AND  NERVOUS  PATIENTS.  An  un- 
instituti°nal  atmosphere.  Treatment  modern,  scientific, 
individual . Moderate  rates.  Licensed  by  dept,  of  Men- 
tal  Hygiene.  (See  also  our  advertisement  in  the  Medical 
a*  ^ ' J-  and  Conn.)  Address  inquiries  to 

MARGARET  TAYLOR  ROSS,  M.D.,  Phynaan-.n-Charg,. 


1 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 


Y. 


Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacro  3-0799 
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the  Hadassah-Hebrew  University  medical  reference 
board. 

Dr.  Norman  Jolliffo,  authority  in  the  field  of 
nutrition,  as  director  of  the  Bureau  of  Nutrition  of 
the  New  York  City  Department  of  Health.  . .Dr. 
Carl  W.  Lupo,  as  commander  of  the  362nd  General 
Hospital,  Organized  Reserve  Corps,  Brooklyn.  . . 
Dr.  Harry  Most,  associate  professor  of  preventive 
medicine,  New  York  University  College  of  Medicine, 
as  one  of  a team  of  physicians  designated  by  the 
Army  Medical  Department  to  visit  the  European 
theater  for  graduate  medical  training  of  physicians 
serving  overseas.  . . Dr.  Samuel  Wishik,  former 
assistant  director  of  the  division  of  health  services 
of  the  U.  S.  Children’s  Bureau  in  Washington,  D.C., 
as  head  of  the  New  York  City  Health  Department’s 
recently  reorganized  Bureau  for  Mothers  and  Young 
Children. 

Elected 

Dr.  Donald  B.  Armstrong,  Scarborough,  second 
vice-president  of  the  Metropolitan  Life  Insurance 
Company,  as  president  of  the  New  York  Tubercu- 
losis and  Health  Association.  . .Dr.  Conrad  Berens, 
New  York  City,  president  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology. 

Speakers 

Dr.  Frank  A.  Calderone,  director  of  technical 


liaison  services  of  the  New  York  office  of  WHO, 
and  Dr.  James  H.  Lade,  director  of  the  New  York 
State  Bureau  of  Venereal  Disease  Control,  on 
January  19  at  a conference  of  the  New  York  Tuber- 
culosis and  Health  Association.  . .Dr.  Robert 
Hannon,  executive  officer  of  the  State  Medical 
Society,  on  “The  Development  of  the  Science  of 
Medicine”  before  the  Albany  County  Chapter  of 
the  State  Society  of  Professional  Engineers,  on 
January  17.  . .Dr.  Leland  Hinsie,  associate  director 
of  the  State  Psychiatric  Institute,  New  York  City, 
on  “Psychotherapy  in  Relation  to  Psychosomatic 
Disorders”  on  January  15  at  a meeting  of  the 
Albany  Society  for  the  Advancement  of  Psychoso- 
matic Medicine.  . .Dr.  George  T.  Pack,  New  York 
City,  on  February  2,  at  a meeting  of  the  Harlem 
Surgical  Society,  on  “The  Endocrinology  of  Neo- 
plastic Diseases.” 

New  Offices 

Dr.  Robert  L.  Berger,  formerly  resident  physician 
at  the  Northern  Westchester  Hospital,  Mount 
Kisco,  general  practice  in  Chappaqua.  . .Dr.  J. 
Richard  Kline,  Navy  veteran,  practice  of  roent- 
genology in  Buffalo,  in  association  with  Dr.  Norman 
Heilburn.  . .Dr.  Winsor  Chase  Schmidt,  general 
practice  in  Owego.  . .Dr.  Casimir  J.  Simcik,  Army 
veteran,  practice  of  surgery  in  Elmhurst.  . .Dr.  I. 
Robert  Wood,  practice  of  pediatrics  in  Plattsburg, 
in  association  with  Dr.  S.  Mitchell. 


COUNTY  NEWS 


Albany  County 

Speakers  at  recent  meetings  of  the  Albany  County 
Medical  Society  include: 

January  26— Dr.  Asher  Winkelstein,  Mt.  Sinai 
Hospital,  New  York  City,  on  the  subject,  “Ulcera- 
tive Diseases  of  the  Gastrointestinal  Tract.” 

February  2 — Miss  Marjorie  Shearon,  Washington, 
D.C.,  on  the  subject  of  socialized  medicine. 

February  16— Dr.  George  W.  Thorn,  Hersey 
Professor  of  the  Theory  and  Practice  of  Physic, 
Harvard  Medical  School,  on  the  subject,  “The 
Pituitary- Adrenal  Relationship.  ’ ’ 

Announcement  of  the  recent  formation  of  an 
Albany  Chapter  of  the  New  York  State  Academy  of 
General  Practice  was  made  by  Dr.  William  G. 
Richtmyer  at  the  meeting  of  the  Albany  County 
Medical  Society  on  January  26.  Dr.  Richtmyer, 
of  Albany,  was  elected  temporary  president  and  Dr. 
John.  F.  Mosher  of  Coeymans  temporary  secretary- 
treasurer. 

Bronx  County 

Irving  Ben  Cooper,  Justice,  Court  of  Special 
Sessions,  New  York  City,  spoke  on  “Medical  Prob- 
lems in  a Criminal  Court”  at  a meeting  of  the 
Bronx  County  Medical  Society  on  January  19. 

Under  the  auspices  of  the  Bronx  County  Medical 
Society  Dr.  Louis  Schneider  presented  a talk  on 
“Tuberculosis — Not  Only  a Lung  Disease”  on 
radio  station  WNYC  on  December  14.  The  pro- 
gram was  under  the  auspices  of  the  Bronx  Comity 
Medical  Society  and  the  Bronx  Tuberculosis  and 
Health  Committee. 

Broome  County 

According  to  figures  released  by  the  Cancer  Com- 
mittee of  Broome  County,  examinations  at  Cancer 
Prevention  and  Detection  Centers  at  Wilson  Memo- 
rial, City,  and  Ideal  Hospitals  numbered  854.  The 
centers,  established  under  a program  sponsored  by 
the  American  Cancer  Society,  the  American  College 


of  Surgeons,  the  Broome  County  Medical  Society, 
and  the  Health  Association  of  Broome  County,  have 
been  in  operation  for  one  year. 

The  annual  election  meeting  of  the  Broome 
County  Medical  Society  was  held  on  December  14, 
and  Dr.  Leonard  Flannigan  was  elected  president 
for  the  forthcoming  year;  Dr.  William  Aten,  vice- 
president;  Dr.  R.  S.  McKeeby,  secretary,  to  be 
assisted  by  Dr.  Robert  Bogdasarian;  and  Dr. 
Worden  Kane,  treasurer,  to  be  assisted  by  Dr. 
Jeremiah  Ryan.  Dr.  Mary  Ross  of  Binghamton 
was  presented  with  a scroll  in  honor  of  her  being 
chosen  by  the  society  as  the  outstanding  general 
practitioner  of  Broome  County  for  1948. 

At  the  February  12  meeting  of  the  Broome  County 
Medical  Society,  held  jointly  with  the  Broome 
County  Bar  Association,  the  speaker  was  Dr.  Theo- 
dore J.  Curphey,  Hempstead,  Long  Island,  vice- 
president  of  the  New  York  State  Medical  Society. 

Chautauqua  County 

Through  arrangement  with  the  Chautauqua 
County  Medical  Society,  annual  examination  of  the 
more  than  2,500  members  of  the  County  Home 
Bureau  is  sought.  Support  of  the  plan  was  an- 
nounced by  the  County  Medical  Society  after  the 
December  meeting,  and  a physicians’  committee  to 
investigate  the  plan  headed  by  Dr.  H.  W.  Ingham, 
Jamestown,  was  appointed. 

Chemung  County 

A program  of  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  for  the  joint  meeting 
of  the  Chemung  County  Medical  and  Dental 
Societies  held  on  February  11  in  Elmira  consisted  of 
a talk  given  by  Dr.  Gordon  S.  Castigliano  of  the 
Cancer  Control  Center  of  the  American  Oncological 
Hospital,  Philadelphia.  His  topic  was  “What  Can 
the  Medical-Dental  Professions  Do  About  Cancer 
of  the  Mouth.”  . I 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  fs 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  N„“S2SG 

Fivv  Acitt  of  Pintwoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Madical  Diraetor:  O.  L.  Friadman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRawarcy  5-4175 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

893  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuylcr  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  hurnals. 

~ BM— — 


SEiliil 


GREENMONT  ON  HUDSON 

OSSINING,  NEW  YORK 

An  intimate  distinctive  institute  for  the  treatment  of  emotional 
disorders,  acute  and  chronic  mental  diseases  and  alcoholism. 
All  forms  of  modern  treatment  and  electro-narcosis. 

Medical  Director,  Dr.  Ralph  S.  Banay 

Formerly  Medical  Director  of  Yale  University  Alcohol  Clinics 


Telephone  Ossining  4100 


N.Y.C.  Office  709  Park  Avenue,  Butterfield  8-9060  |j 


tAc* 


BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


"TABLETS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
CheynejStokes  Respiration. 

AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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Chenango  County 

Members  of  the  Chenango  County  Medical  Soci- 
ety elected  Dr.  Newton  Brachin  of  Greene  as  presi- 
dent at  their  144th  annual  meeting  on  December  14 
in  Norwich.  In  addition,  Dr.  H.  Lynn  Wilson,  Nor- 
wich, was  named  vice-president  and  Dr.  Norman 
Lyster,  also  of  Norwich,  secretary-treasurer. 

Clinton  County  * 

Dr.  A.  Wilbur  Duryee,  attending  physician  at 
New  York  Post-Graduate  Hospital,  and  chief  of  the 
Peripheral  Vascular  Clinic,  addressed  the  Clinton 
County  Medical  Society  at  a meeting  on  January 
20  in  Plattsburg.  Dr.  Duryee’s  subject  was  the 
management  of  peripheral  vascular  diseases.  This 
postgraduate  instruction  was  arranged  by  the 
Medical  Society  of  the  State  of  New  York  with  the 
cooperation  of  the  New  York  State  Department  of 
Health. 

Cortland  County 

On  December  17,  at  a meeting  of  the  Cortland 
County  Medical  Society  in  Cortland,  Dr.  Frederick 
N.  Marty  of  the  Onondaga  County  Medical  Society 
spoke  on  the  formation  of  a Cortland  County  Red 
Cross  blook  bank. 

“Thyroid  Physiology  and  the  Treatment  of 
Thyrotoxicosis”  was  the  subject  of  a program  of 
postgraduate  instruction  at  the  January  21  meeting 
of  the  Cortland  County  Medical  Society.  The 
speaker  was  Dr.  Walter  F.  Rogers,  Jr.,  instructor  in 
medicine,  Syracuse  University  College  of  Medicine, 
and  the  program  was  arranged  by  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  State 
Society  in  cooperation  with  the  New  York  State 
Department  of  Health. 

Dutchess  County 

At  an  informal  dinner  meeting  of  the  Dutchess 
County  Medical  Society  on  February  9,  Dr.  Stuart 
Cosgriff  of  the  Columbia-Presbyterian  Medical 
Center  spoke  on  “Thromboembolic  Disease  and 
Anticoagulation  Therapy.” 

Election  of  officers  took  place  at  the  January  12 
meeting  of  the  Society  with  Dr.  Clifford  A.  Crispell, 
Poughkeepsie,  being  named  president;  Dr.  E. 
Gordon  MacKenzie,  Millbrook,  vice-president; 
Dr.  John  F.  Rogers,  Poughkeepsie,  secretary- 
treasurer.  Dr.  C.  Stuart  Welch,  professor  of 
surgery  at  Tufts  Medical  College,  addressed  the 
group.  His  topic  was  “Biliary  Surgery.” 

Fulton  County 

Dr.  Herbert  Hageman,  Gloversville,  was  elected 
president  of  the  Fulton  County  Medical  Society  at 
its  meeting  on  December  16.  Others  elected  were 
Dr.  John  Larabee,  Johnstown,  vice-president,  Dr. 
William  Raymond,  Johnstown,  treasurer,  and  Dr. 
Robert  Warner,  Gloversville,  secretary. 

On  February  17,  Dr.  Stanley  E.  Alderson, 
associate  professor  of  surgery,  Albany  Medical 
College,  addressed  the  group  on  the  topic,  “The 
Treatment  of  Common  Fractures,”  a program  of 
postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
State  Society  in  cooperation  with  the  State  Depart- 
ment of  Health. 

Herkimer  County 

The  Herkimer  County  Medical  Society  held  its 
annual  meeting  on  December  14  in  Herkimer.  Dr. 
Nicholas  D.  Lill,  Dolgeville,  was  chosen  president, 
as  well  as  Dr.  Ernest  Enzien,  Frankfort,  first  vice- 
president;  Dr.  W.  J.  MacDonald,  Mohawk,  second 


vice-president;  Dr.  Harold  E.  Golden,  Herkimer, 
third  vice-president,  and  Dr.  Robert  Ashley,  Little 
Falls,  secretary-treasurer  The  Society  also  heard 
a talk  by  Dr.  Herbert  Baukus,  Buffalo,  on  the 
“National  Physicians’  Comittee.” 

Jefferson  County 

“Disorders  of  the  Thyroid  Gland:  Diagnosis  and 
Management;  Use  of  Thiouracil”  was  discussed  by 
Dr.  Albert  J.  Ritzmann,  assistant  professor  of 
clinical  surgery,  Long  Island  College  of  Medicine, 
at  the  January  13  meeting  of  the  Jefferson  County 
Medical  Society  at  Watertown. 

On  February  10,  Dr.  David  Schwimmer,  clinical 
instructor  in  medicine,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  spoke  on  the 
topic,  “The  Interpretation  of  Liver  Function  Tests.” 
Both  this  and  the  lecture  at  the  January  meeting 
were  arranged  by  the  State  Medical  Society  in 
cooperation  with  the  State  Department  of  Health. 
Also  heard  at  this  meeting  of  the  County  Society 
was  Dr.  L.  E.  Kling,  associate  professor  of  health 
education  and  head  of  the  Division  of  Health  Edu- 
cation, School  of  Public  Health,  Columbia  Univer- 
sity, speaking  on  “Community  Health  Is  Your 
Responsibility.” 

Kings  County 

Speakers  at  the  February  8 meeting  of  the 
Physicians  Guild  of  Kings  County  included  Dr. 
Theodore  Sanders,  attending  physician,  Gouvemeur 
and  Beth  David  Hospitals,  on  “National  Health 
Insurance”  and  Lawrence  Sullivan,  Chevy  Chase, 
Maryland,  on  “The  Case  Against  Socialized  Medi- 
cine.” 


The  Joint  Committee  of  Postgraduate  Education 
of  the  Long  Island  College  of  Medicine  and  the 
Medical  Society  of  the  County  of  Kings  recently 
announced  that  the  registration  for  courses  offered 
by  the  Committee  during  1948  was  the  highest  ever 
recorded.  A total  of  64  courses  was  given,  and  the 
lectures  were  attended  by  1,094  doctors.  The 
committee  is  headed  by  Dr.  William  C.  Meagher. 


The  17th  Anniversary  Inaugural  Dinner-Dance 
was  held  by  the  Doctors  Club  of  Brooklyn  on  Janu- 
ary 22.  The  following  officers  were  installed: 
Dr.  D.  A.  Meiselas,  president;  Dr.  Samuel  George 
Schenck,  vice-president;  Dr.  Bernard  Seligman, 
treasurer;  Dr.  Mortimer  M.  Kopp,  secretary,  and 
Dr.  Charles  F.  Fisher,  historian.  A scroll  was  pre- 
sented to  Dr.  Irwin  E.  Siris  for  outstanding  service. 


At  the  January  18  meeting  of  the  Kings  County 
Medical  Society  Dr.  Irwin  E.  Siris  presented  his 
inaugural  address,  “The  Present  and  the  Future 
Problems  of  American  Medicine.”  Dr.  John  H. 
Mulholland,  professor  of  surgery,  New  York  Uni- 
versity College  of  Medicine,  also  spoke  on  “Pan- 
creatitis— Its  Diagnosis  and  Treatment.” 

Livingston  County 

Dr.  George  Lynch  of  Avon  was  elected  president 
of  the  Livingston  County  Medical  Society  at  the 
annual  meeting  held  December  17.  Other  officers 
elected  were  Dr.  Anderson  Vickers,  Mt.  Morris, 
vice-president,  and  Dr.  Roger  Hemphill,  Mt.  Morris, 
secretary-treasurer. 
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SCHOOLS 


TWO  EXTRA  SERVICES 

For  Your  Deafened  Patient 
HEARING  AID  CONSULTATION 

To  help  in  the  selection  of  the  aid  best  suited 
to  each  person’s  needs. 

We  do  not  sell  Hearing  Aids:  only  AM  A approved 
aide  demonstrated. 

AUDITORY  TRAINING 

To  help  the  user  get  maximum  benefit  from 
his  hearing  aid.  . 

To  help  train  his  hearing  and  to  teach  him  to 
combine  lip  reading  and  hearing. 

THE  NITCHIE  SCHOOL  OF  LIP  READING.  INC. 
Fouodcd  1903 

342  Madison  Are.  New  York  17,  N.  Y. 

Murray  Hill  2-6423 
Information  on  Request 

Chartered  by  New  York  State  Board  of  Regents 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 
ffiUton  1%.  Sierrg 
^foundation  Srljooia 


In  Far  Hills,  N.  J. — a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Endno,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  8,  X-RAY  AVAILABLE 
Oar  12-aouth*  day  course  Includes  Intensive  training 
la  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  norslng  techniques,  and  medical  stenography 
A FEW  MEDICAL  ASSISTANTS  NOW  AVAILABLE 


Mosul!  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


BURO-SOL 
P O WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weepingeczema,the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  3-49 


GLADYS  BROWN  BDAU/N’S  MUrroy  Hill 

Oivntr  - Director  D II V fill  O 7 Jgl9 

MEDICAL  BUREAU 

7 East  42  Stroet,  Now  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal  offices. 


ANNOUNCEMENT 

1949  Medical  Directory  Will  Be  Distributed  To  Members 
During  The  Month  Of  March 


Anti-Flatulent 
effects  in  Intestinal 
Putrefaction  and 
Fermentation 


HI  NUCARPO N 


TL 


tablet  c.nralm:  Extract  at  thubam,  Sam 
Pennel  OH,  in  o high  activated  willaw  charcoot 
Action  and  moor  MIM  laxative,  odaarhant  and 
ocMMy,  bloating  and  lotwianca. 

1 at  1 labiate  dotty  ^ boor  otter  mi  ate. 
STAMDAU  MAIMAOUTKAL  COv  INC 


a,  Prodpttotod  Setter,  Poppa,  mini  Oil  and 
boa*. 

eanotnattvo.  For  uoo  In  Indignation,  bypec- 
Bettiae  of  100. 

IW  Brndwuy,  Mow  Teat 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Executive  Board  Holds  Midwinter  Meeting 


THE  executive  board  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York 
held  its  two-day  midwinter  meeting  February  9 and 
10  at  the  Hotel  Biltmore,  New  York  City,  with  75 
state  officers,  committee  chairmen,  county  presi- 
dents, vice-presidents,  and  presidents-elect  attend- 
ing. 

The  program  opened  wfth  greetings  by  Mrs.  Edgar 
M.  Neptune,  Syracuse,  president,  and  Mrs.  John  J. 
Buettner,  Syracuse,  chairman  of  board  meetings. 
Reports  were  given  by.  Mrs.  Hugh  G.  Henry, 
Germantown,  treasurer,  and  Mrs.  Neil  M.  Paul, 
Jamesville,  for  Mrs.  Robert  H.  Rowner,  correspond- 
ing secretary.  Reports  were  received  from  the 
board  of  directors,  chairmen  of  standing  and  special 
committees,  district  councilors  and  county  presi- 
dents. 

Guest  speaker  at  the  opening  session  was  Miss 


Mary  B.  Rappaport,  supervisor  of  school  health 
education  of  the  State  Education  Department, 
Albany,  whose  topic  was  “The  Health  Teaching 
Program  in  the  Schools  of  New  York  State.”  At 
the  dinner  on  February  9,  Mrs.  Maurice  G.  Sheldon, 
Olean,  gave  a reading,  and  Mrs.  Neil  M.  Paul  pre- 
sented “A  Doctor’s  Wife  Speaks.” 

At  the  luncheon  following  the  closing  session,  Dr. 
Frederic  L.  Holcomb,  chairman  of  the  legislative 
committee  of  the  State  Society,  and  Dr.  Fenwick 
Beekman,  chairman  of  the  committee  on  the 
Woman’s  Auxiliary,  addressed  the  group. 

Plans  were  discussed  for  the  annual  convention 
of  the  State  Woman’s  Auxiliary,  to  be  held  May  2 
to  4 at  the  Hotel  Statler,  Buffalo.  Mrs.  Clarence 
J.  Durshordwe,  Buffalo,  is  chairman  of  convention 
arrangements,  and  the  Erie  County  Auxiliary  will 
be  hostess. 


COUNTY  NEWS 


Albany  County 

Dr.  Herman  E.  Hilleboe,  New  York  State  Com- 
missioner of  Health,  spoke  on  “Capitol  District 
Public  Health  Problems”  at  a meeting  of  the  Albany 
County  Auxiliary,  held  January  26. 

At  an  open  meeting  held  February  22,  Mr.  Arthur 
Conrad,  associate  administrator  of  the  National 
Physicians  Committee  for  the  Extension  of  Medical 
Service,  spoke  on  “The  Socialization  of  Professional 
and  Educational  Services — the  Opening  Wedge  to 
State  Socialism.”  Cosponsors  of  the  nieeting, 
which  was  open  to  the  public,  were  the  Auxiliary, 
the  Albany  County  Medical  Society,  the  Third 
District  Dental  Society,  and  the  Albany  Pharma- 
ceutical Association. 

Cattaraugus  County 

Plans  to  award  a nursing  scholarship  were  made 
at  the  meeting  of  the  Cattaraugus  County  Auxiliary, 
held  January  13.  Mrs.  R.  E.  Garvey  is  chairman  of 
the  committee  to  make  the  award.  Reports  on 
Christmas  activities  were  made  and  a donation  was 
voted  to  St.  Francis  Hospital.  Mrs.  William  Good- 
lett,  president,  was  in  charge  of  the  meeting. 

Erie  County 

A talk  on  “Receiving  Relief  from  Abroad”  was 
given,  by  Dr.  Ralph  W.  Lowe  of  the  Holy  Trinity 
Lutheran  Church  at  the  meeting  of  the  Erie  County 
Auxiliary,  held  January  25  in  Buffalo.  A nominat- 
ing committee  was  elected,  which  was  to  report  at 
the  February  28  meeting.  Mrs.  Joseph  A.  Zavisca, 
chairman  of  the  membership  committee,  reported 
that  the  Auxiliary  membership  had  reached  534. 

Plans  were  discussed  for  the  annual  convention  of 
the  State  Auxiliary,  May  2 to  4,  in  Buffalo,  for  which 
the  Erie  County  Auxiliary  will  be  hostess. 

Fulton  County 

Sample  drugs,  estimated  in  value  at  $400,  were 
collected  by  members  of  the  Fulton  County  Auxili- 
ary and  shipped  overseas  for  foreign  relief.  At 
the  December  meeting,  the  annual  Christmas  party 


was  held  at  the  home  of  the  president,  Mrs.  R.  S. 
Kunkel.  Biblical  flannelgraph  pictures  of  the 
Nativity  were  shown. 

Livingston  County 

Mrs.  Charles  Newton  of  Geneseo  was  elected 
president  of  the  Livingston  County  Auxiliary  at  the 
annual  meeting  held  in  December.  Other  officers 
chosen  are:  Mrs.  Vincent  Bonafede,  Sonyea,  presi- 
dent-elect; Mrs.  Emerson  Learn,  Mount  Morris, 
vice-president;  Mrs.  Roger  Hemphill,  Mount 
Morris,  secretary,  and  Mrs.  Foster  Hamilton,  Hem- 
lock, treasurer. 

Onondaga  County 

A dinner  dance  for  members  of  the  Onondaga 
County  Auxiliary  and  their  husbands  was  held 
February  17  at  the  Hotel  Syracuse,  Syracuse.  Mrs. 
William  J.  Ryan  was  chairman  of  the  committee, 
assisted  by  Mrs.  Francis  Irving,  Mrs.  Neil  M.  Paul, 
Mrs.  Marcus  Richards,  Mrs.  Joseph  Delmonieo,  and 
Mrs.  Richard  Sullivan. 

Orange  County 

Mr.  Benjamin  Hill,  of  the  New  York  State 
Training  School  Annex,  New  Hampton,  was  the 
guest  speaker  at  the  December  meeting  of  the 
Orange  County  Auxiliary,  held  at  the  home  of  Mrs. 
Walter  A.  Schmitz  in  Middletown.  Mr.  Hill  de- 
cribed  his  work  with  the  boys  sent  to  the  school 
because  of  their  behavior  problems. 

During  the.  business  session,  delegates  and  alter- 
nates to  the  State  Auxiliary  convention  were  elected, 
and  Mrs.  Harry  F.  Pohlmann  reported  on  her 
attendance  at  the  organization  meeting  of  the 
Orange  County  Heart  Association. 

Plans  for  the  annual  meeting  April  12  were  dis- 
cussed. 

Queens  County 

Dr.  Ernani  D’Angelo  spoke  on  “Psychiatric  Prob- 
lems of  Adolescents”  at  the  meeting  of  the  Queens 
County  Auxiliary  held  January  25  for  members  and 
[Continued  on  page  574] 
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CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1.20 
6 Consecutive  times  ...  1.00 
12  Consecutive  times  ...  .90 

24  Consecutive  times  ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


MISSING— SEVEN  CLAUSES 


Our  21  yean  of  ipecializcd  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  ‘ 'hidden  values"  and  securing  che  missing  clauses  prevents 
losses  and  increases  policy  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  oars 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB.  225  Broadway,  N.  Y.  7,  BA  7-3984 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


OPPORTUNITY  FOR  RADIOLOGIST 


Suite  especially  designed  for  X-ray  purposes,  available  in 
a Buffalo  professional  building.  Complete  facilities.  Lo- 
cal shortage  of  radiologists.  Box  283,  N.  Y.  St.  Jr.  Med. 


• FOR  SALE 


Modernized,  Brick  “Victorian”  7 chambers,  3 baths;  de- 
lightful, corner  location  county-seat  town  155  m.  from 
N.  Y.  C.;  for  nursing  home,  hospital,  offices;  $18,000. 
Hendrickson  Bros.,  Brokers,  Cobleskill,  N.  Y. 


FOR  SALE 


12  room  house.  1st  floor  8 rooms  suitable  two  offices. 
2nd  floor  4 room  apartment.  Immediate  occupancy.  Ex- 
cellent condition.  $18000.  Cash  above  mortgage.  211 
South  Division  Street  Peekskill  New  York.  Call  Peekskill 
3487.  Mrs.  Custer. 


FOR  SALE 


“House  and  extensive  offices-excellent  condition.  Con- 
j venient  to  all  transportation.  Now  occupied  by  successful 
I urologist.  Extra  opportunity  for  urologist.”  Telephone- 
Sterling  3-3131  Augustus  Harris 


APARTMENTS  FOR  RENT 


West  16th  St.,  bet.  6th  & 7th  Avenues,  New  York  City. 
4 Rooms  front.  Rental  $150.  per  month.  Call  Mr.  Herz 
MU2-0222 


Attractive  Doctors  office  and  residence  for  sale.  Corner- 
$25,000.  For  information  phone  Ellenville  875  or  Box  284. 
N.  Y.  St.  Jr.  Med. 


BUY 


SAVINGS  BONDS 


A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • ’PITTSBURGH  13,  PA. 
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guests.  Also  at  this  meeting,  Dr.  Jacob  Werne, 
chairman  of  the  Queens  County  Cancer  Committee, 
spoke,  asking  all  members  to  cooperate  with  the 
committee  by  volunteering  their- time  and  services 
in  the  information  office. 

On  March  22,  a membership  tea  will  be  held  at 
the  Society  building,  with  Mrs.  Sol  Axelrad  as 
chairman,  and  Mrs.  A.  W.  Pallone  as  assistant.  The 
past  presidents  will  serve  as  hostesses. 

Schenectady  County 

Miss  Mary  Hill  Landsrath,  executive  director  of 
the  Young  Women’s  Christian  Association,  spoke  on 
“The  YWCA  and  Our  Community”  at  the  meeting 
of  the  Schenectady  County  Auxiliary  held  January 
25  at  the  Mohawk  Golf  Club.  Mrs.  Herman  Gal- 
ster,  public  relations  chairman,  was  in  charge  of  the 
program,  and  Mrs.  Gomer  Richards,  Auxiliary  presi- 
dent, presided. 

On  December  14,  1948,  the  Auxiliary  held  a silver 
tea  for  the  benefit  of  the  nursing  scholarship  fund,  at 
the  home  of  Mrs.  James  E.  Fish,  Schenectady. 
Mrs.  Donald  Nitchman  was  chairman. 

Seneca  County 

Plans  for  programs  for  future  meetings  were  made 


at  the  meeting  of  the  Seneca  County  Auxiliary  held 
January  27  in  Hayts  Corners,  following  a joint 
dinner  meeting  with  the  Seneca  County  Medical 
Society.  Mrs.  Robert  Gibbs  presided  at  the  Auxili- 
ary meeting. 

Tompkins  County 

Dr.  Earl  A.  Bates  spoke  on  “Present  Status  of 
Planning  for  the  New  Hospital”  at  the  meeting  of  the 
Tompkins  County  Medical  Society  held  in  January 
in  Ithaca.  Hostesses  were  Mrs.  George  McCauley, 
chairman,  Mrs.  Norman  S.  Moore,  Mrs.  Philip  E. 
Robinson,  and  Mrs.  Seymour  Homrighouse. 

Westchester  County 

Members  of  the  Westchester  County  Auxiliary 
heard  Dr.  Louis  H.  Bauer,  secretary  of  the  World 
Medical  Association  and  immediate  past  president 
of  the  Medical  Society  of  the  State  of  New  York, 
discuss  “Private  Enterprise  or  Government  in 
Medicine”  at  a luncheon  meeting  January  14  in 
White  Plains. 

Dr.  Bauer  was  introduced  by  Mrs.  Reginald  A. 
Higgons,  Port  Chester,  chairman  of  the  program 
committee.  Mrs.  Laurance  D.  Redway,  Ossining, 
president,  presided  at  the  meeting. 
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Madison  County 

A program  of  postgraduate  instruction  arranged 
by  the  State  Medical  Society  in  cooperation  with 
the  New  York  State  Department  of  Health  will  be 
presented  on  Thursday  evenings  at  8:30  P.M.  at  the 
Hotel  Oneida,  Oneida,  for  the  Madison  County 
Medical  Society.  The  speakers  are  as  follows: 

February  17— “Sterility,”  Dr.  Ferdinand  J. 
Schoeneck,  clinical  instructor  in  gynecology,  Syra- 
cuse University  College  of  Medicine. 

February  24 — “The  Management  of  the  Allergic 
Family,”  Dr.  William  Woodin,  instructor  in  medi- 
cine, Syracuse  University  College  of  Medicine. 

March  3 — “Peripheral  Vascular  Disease — Diag- 
nosis and  Treatment,”  Dr.  Richard  H.  Lyons, 
professor  of  medicine,  Syracuse. 

March  10 — “Problems  of  Physical  Diagnosis,” 
Dr.  Paul  A.  Bunn,  associate  professor  of  medicine, 
Syracuse. 

March  17— “The  Diagnosis  and  Treatment  of  the 
Acute  Abdomen,”  Dr.  Leon  G.  Berman,  clinical 
associate  professor  of  surgery,  Syracuse. 

March  24 — “Recurrent  Convulsions  in  Children,” 
Dr.  Edward  M.  Bridge,  research  professor  of 
pediatrics,  University  of  Buffalo  School  of  Medi- 
cine. 

Monroe  County 

At  a special  meeting  of  the  Monroe  County 
Medical  Society  held  January  4 at  the  Rochester 
Academy  of  Medicine,  Joe  V.  Lovett,  of  Chicago, 
National  Physicians’  Committee,  and  Dr.  Joseph  V. 
Lawrence,  of  Washington,  director  of  the  Council  on 
Medical  Service  of  the  American  Medical  Associa- 
tion, discussed  compulsory  health  insurance. 

Montgomery  County 

Officers  elected  at  the  annual  meeting  of  the 
Montgomery  County  Medical  Society  on  December 
16  include  the  following:  Dr.  R.  R.  Violyn,  presi- 
dent; Dr.  A.  A.  Kindar,  vice-president;  Dr.  Joseph 


M.  Rupsis,  secretary,  and  Dr.  Harry  Lehman, 
treasurer.  Speakers  at  the  meeting  were  Dr.  John 
Heslin  and  Dr.  William  Howard,  both  of  Albany, 
who  talked  on  the  Association  of  American  Physi- 
cians and  Surgeons. 

Nassau  County 

“Psychosomatic  Problems  in  General  Practice”  is 
the  topic  of  a seminar  to  be  given  by  the  Nassau 
Neuropsychiatric  Society  for  the  Nassau  County 
Medical  Society.  Meetings  will  be  held  on  Thurs- 
days at  4:00  P.M.  in  the  auditorium  of  the  Nassau 
Hospital,  Mineola.  The  first  lecture  will  be  pre- 
sented on  March  10. 


The  Nassau  County  Medical  Society  met  on 
January  25  in  Garden  City,  Long  Island.  Dr. 
Louis  H.  Bauer,  secretary-general  of  the  World 
Medical  Association,  was  the  speaker. 

Niagara  County 

Mr.  Edward  J.  Mooradian  of  the  Bureau  of 
Internal  Revenue  spoke  on  “Federal  Revenue  Act 
1948”  at  the  February  8 meeting  of  the  Medical 
Society  of  the  County  of  Niagara. 

Westchester  County 

Dr.  Leo  M.  Taran,  medical  director  of  St.  Francis 
Sanatorium  for  Cardiac  Children,  spoke  at  the 
January  18  meeting  of  the  Westchester  County 
Medical  Society.  His  topic  was  “The  Diagnosis 
and  Treatment  of  Acute  Rheumatic  Heart  Disease 
in  Children.” 

The  February  15  meeting  of  the  Society  included 
a talk  on  “A  New  Concept  in  Relation  to  Therapy 
in  Degenerative  Vascular  Disease  in  the  Diabetic,” 
given  by  Dr.  George  E.  Anderson,  Long  Island 
College  of  Medicine,  and  secretary  of  the  American 
Diabetes  Association. 
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for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


T/te  Te/cxiftei;/  l/a/iey/a/e 


ENTERIC  COATED  TABLETS  (SALOL) 


Raysol 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 


a J Hua/i/ek  ^/lytociaiib 
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To  re-establish  emotional 

Benzebar’  combines  the  effective  anti-depressant 
action  of  Benzedrine*  Sulfate  and  the  mild 
sedation  of  phenobarbital. 

The  'Benzedrine’  Sulfate  in  Benzebar’  restores 
optimism,  cheerfulness  and  sense  of  well-being; 
increases  mental  activity  and  interest  in  life; 
imparts  a feeling  of  energy  and  alertness. 
Simultaneously,  the  phenobarbital  component 
calms  nervous  excitability  and  agitation; 
relieves  anxiety  and  tension. 

Thus,  'Benzebar’  is  valuable  in  the  symptomatic 

# 

treatment  of  the  depressed  patient 
who  displays  anxiety  or  agitation. 


lum 


Benzebar 

a logical  combination  of  ‘Benzedrine’  Sulfate  (5  mg.) 

and  phenobarbital  (%gr.) 

Smith,  Kline  & French  Laboratories , Philadelphia 
*T.M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
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MEDICAL  PROGRESS 


A new  approach  to  graduate  medical  literature — pithy,  concise, 
didactic — designed  for  ready  reference  to  immediate  implementation 
in  daily  practice.  Under  editorial  direction  of  Dr.  JohnB.  Youmans, 
men  such  as  Morgan  (Internal  Medicine),  Whitacre  (Obstet- 
rics and  Gynecology),  Poncher  (Pediatrics),  Cole  (Surgery)  — 
a total  of  23  clinicians  and  teachers  of  authority — distill  the  year’s 
advances  in  trends — procedures — technics — therapy  and  present 
their  findings  in  original  contributions,  written  in  narrative  style. 


This  annual  might  well  be  regarded  as  a substitute  for  a post- 
graduate course.  It  saves  hours  of  reading  time  and  reference.  It 
brings  to  the  general  practitioner  what  is  new  and  practical — how 
it  can  be  applied  in  everyday  medicine.  Here  is  the  economical 
way  to  analyze  latest  medical  achievements — what  to  accept  and 
what  to  reject  for  modern  medical  practice  is  condensed  and  pre- 
sented in  one  volume.  $5.00 


Timely— Checked  and  edited  up  to  press  time— One  printing 

J.  B.  LIPPINCOTT  COMPANY  • PH  I LADELPH IA  5,  PA. 

Please  enter  my  order  and  send  me  when  ready:  □ Medicine  of  the  Year,  First  Issue,  1949,  $5.00 

Name □ Cash  enclosed 

Address □ Send  C.O.D. 

City,  Zone,  State □ Charge  my  account 
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Announcing 

an  unusually  palatable 
liquid  penicillin 
for  oral  use 

Eskacittin 


Eskacillin  is  pleasant-tasting  and  easy-to-give.  Your  patients — 
children,  the  aged  and  others  who  balk  at  tablets  and  bitter  mixtures — 
will  actually  like  to  take  Eskacillin.  In  addition,  Eskacillin: 

1 . . . Spares  children  the  pain  and  disturbance  of  injections. 

2 . . . Spares  parents  the  chore  of  crushing  tablets  and  coaxing 

sick  children  to  swallow  an  unappealing  mixture. 

3 . . . Maintains  its  potency  for  7 full  days  when  kept  in  a refrigerator. 

One  teaspoonful  ( 5 cc .)  of  ESKACILLIN  contains  50,000  units  of  crystal- 
line penicillin  G — the  same  potency  as  the  usual  oral  penicillin  tablet. 


Iaow  nti/d cun  a cigarette  be? 


T 

Ina  recent  coast-to-coast 
test,  hundreds  of  men  and 
women  smoked  Camels— and 
only  Camels— for  30  consecu- 
tive days.  These  people 
smoked  on  the  average  of  one 
to  two  packages  of  Camels  a 
day  during  the  entire  test  pe- 
riod. Each  week,  throat  spe- 
cialists examined  these  Camel 
smokers.  A total  of  2,470  care- 
ful examinations  were  made 
by  these  doctors.  After  study- 
ing the  results  of  the  weekly 
examinations,  these  throat 
specialists  reported: 


“Not  one  single  case  of  throat 

TRITATION  DUE  TO  SMOKING  CAMELS!” 


<§€Ut  tff/t/w  / 


Test  Camel  mildness  for  yourself  in  your  own 
"T-Zone.”  T for  taste,  T for  throat.  If,  at 
any  time,  you  are  not  convinced  that  Camels 
are  the  mildest  cigarette  you’ve  ever  smoked, 
return  the  package  with  the  unused  Camels 
and  we  will  refund  its  full  purchase  price, 
plus  postage.  (Signed)  R.  J.  Reynolds  Tobacco 
Company,  Winston-Salem,  North  Carolina. 

According  to  a Nationwide  survey. 

More  Doctors 
smoke  Camels 


Doctors  smoke  for  pleasure,  too!  And  when 
three  leading  independent  research  organiza- 
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Caminoids 


TRADEMARK 


BRAND  OF  AMINOPEPTODRAJE 

HIGH  biological  value  — Contains  all  of  the 
recognized  essential  amino  acids  . . . de- 
rived from  extracted  liver  and  beef  muscle, 
wheat  gluten,  soya,  yeast,  casein,  and 
lactalbumin.  One  tablespoonful  t.i.d.  pro- 
vides 12  Gm.  protein  as  hydrolysate. 

WIDE  patient-acceptance — Notable  port- 
ability and  adaptability  to  a variety  of 
vehicles  assure  adherence  to  prescribed 


Supplied:  Bottles  containing  6 oz.; 
1-lb.,  5-lb.,  and  10-lb.  containers. 

*New  designation  of  Aminoids  adopted  as  a 
condition  of  acceptance  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  The  word  Caminoids  is 
an  exclusive  trademark  of  The  Arlington 
Chemical  Compony. 


THE  ARLINGTON  CHEMICAL  COMPANY  • yonkers  i,  new  york 
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me  for 
discovery 


The  national  total  of  undiagnosed  or  “unknown"  diabetics  may  run  from  a million  to 
two  or  even  three.1*  Modem  treatment,  when  promptly  initiated,  can  do  much  to 
prevent  metabolic  decompensation  and  to  minimize  diabetic  complications.  There- 
fore, the  clinical  revealment  of  diabetes,  mellitus  at  an  early  stage  is  essential. 

Thus,  “all  patients  who  present  themselves  to  the  physician  for  an  examination  should 
have  a routine  urine  examination."3  In  this  phase  of  practice,  the  advantages  of 
C Unite st®  tablets  for  urine-sugar  analysis  are  considerable. 

. 

Clivitest  is  dependably  accurate,  yet  it  takes  only  a few  seconds  to  perform.  The  test 
. is  simple— no  external  heat  need  be  applied;  interpretation  is  by  direct  color  com- 
parison. Clivitest  is  convenient  both  for  the  doctor’s  office  routine  and  for  the  diabetic 
patient’s  prescribed  sugar-level  checkups. 

(I)  Joslin,  E.  P.:  Postgraduate  Med.  4:302  (Oct.)  1948.  (2)  Kemper.  C.  F.:  Rocky  Mountain  M.  J.  45:1092 
(Dec.)  1948.  (3)  Pollack,  H.:  New  York  Med.  4:15  (Dec.  5)  1948. 


Clinitest 

for  urine-sugar  analysis 
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ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  SYMPATHETIC  INHIBITION  with  ergo- 
famine  tartrate. 

2.  PARASYMPATHETIC  INHIBITION  with 
Bellafoline. 

3.  CENTRAL  SEDATION  with  phenobarbital. 


SANDOZ 


Originality  • Elegance 


FOR  FUNCTIONAL  DISORDERS 

Patients  with  psychosomatic  disorders  suffer 
somatic  distress  just  as  much  as  those  with  or- 
ganic disease. 

For  these  patients  Bellergal  provides  an  effective 
combination  of  drugs  acting  on  both  divisions  of 
the  autonomic  nervous  system  as  well  as  on  the 
central  nervous  system. 

Use  Bellergal  in  the  treatment  of  gastrointestinal 
neuroses  and  other  functional  disorders. 


Bellergal 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

6 8-7  2 CHARLTON  STREET,  NEW  YORK  14,  N.  Y. 


Perfection 
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DEMEROL' 

HYDROCHLORIDE 


Demerol,  trademork  reg.  U.  S.  & Canada,  brand  of  meperidine  (isonipeeaine)  hydrochloride. 


WARNING:  May  be  habit  forming. 
Narcotic  blank  required. 


Particularly  in 
obstetrics,  the  power 
of  DEMEROL 
hydrochloride 
to  allay  pain,  usually 
without  depressing 
respiration  or 
endangering  mother 
or  child,  is  of  the 
highest  order 
of  significance. 
DEMEROL 
hydrochloride 
is  a specific  for  pain. 


Average  adult  dose: 
100  mg. 


Ampuls  of  2 cc. 
(100  mg.);  vials  of 
30  cc.  (50  mg./cc.); 
tablets  of  50  mg. 
and  100  mg. 


Winthrop-Stearns  Inc. 
New  York  13,  N.  Y. 
Windsor,  Ont. 
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is  immune 


Even  the  hardiest  worker,  in  industry  or 
in  agriculture,  is  not  immune  to  torment- 
ing pruritus  from  a wide  range  of  etiologie 
sources. 


1 55 


(ft 

4th  Street,  New  York  17,  N.  Y. 


Even  the  hardy  worker’s  skin  is  no  more 
immune  than  a sheltered  woman’s  to  the 
devastating  impact  of  notoriously  danger- 
ous medicaments  such  as  phenol  and  co- 
caine and  their  derivatives.1'4 

But  immunity  from  these  “therapeutic” 
dangers  can  be  conferred  with  the  use  of 
Calmitol  — a SAFE  antipruritic,  com- 
pletely free  from  such  noxious  drugs  and 
their  undesirable  effects.  Calmitol  assures 
prompt,  efficient  and  lasting  action  in 
checking  symptomatic  itch  regardless  of 
etiology. 

1.  Underwood,  G.B.,  and  Gaul,  L.E.:  J.A.M.A.  138:57 0,  1948. 

2.  Underwood,  G.B.;  Gaul,  L.E.;  Collins,  E.,  and  Mosby,  M.: 
J.A.M.A.  130: 249,  1946. 

3.  Andrews,  G.C.;  Diseases  of  the  Skin,  Philadelphia,  W.B. 
Saunders  Co.,  1946. 

4.  Gaul,  L.E.:  J.A.M.A.  /27:439,  1945. 
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i]  LOOKING  FORWARD 


WITH  OCCY-CRYSTINE  PRESCRIBERS 


Upon  the  occasion  of  the  thirtieth  an- 
niversary of  the  successful  formulation 
of  Occy-Crystine  by  a practicing  physi- 
cian, the  makers  of  this  product  pause 
to  convey  their  appreciation  to  the  many 
members  of  the  profession— who,  by  their 
numerous  prescriptions  and  voluntary 
communications  over  the  past  three  dec- 
ades, have  testified  to  its  therapeutic 
efficacyand  to  the  beneficial  results 

FORMULA  Otcy-Crystine  is  o hypertonic 
solution  of  sodium  thiosulfote  and  magne- 
sium sulfate  as  active  ingredients— with  smoll 
amounts  of  potassium  ond  calcium  sulfates 
added  for  the  maintenance  of  solubifity. 


derived  from  personal  and  clinical  use. 

During  the  years  ahead,  with  the  help 
and  guidance  of  leaders  in  the  pharma- 
ceutical, biochemical  and  physiological 
fields,  and  in  the  light  of  ever  newer 
knowledge,  we  shall  continue  to  keep 
reports  on  Occy-Crystine  therapy  fully 
abreast  of  the  latest  findings  on  the  value 
of  this  saline  cathartic,  cholagogue, 
diuretic  and  sulfur-bearing  agent. 


MEDICAL  DIRECTOR 


1918 


19-48 


30  YEARS 
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FOR  THE 
ACNE 
PATIENT  — 


IMMEDIATE  COSMETIC  BENEFIT 

+ 


COSMEDI  - C AKE 

COSMEDI-CAKE  §\,  plain, 
and  COSMEDI-CAKE  #2, 
medicated,  with  resorcin 
and  sulfur. 


Hypoallergenic  cream 
cake  make-ups ...  both 
available  in  two  tints  to 
suit  individual  com- 
plexions. 


EFFECTIVE  LOCAL  MEDICATION 


Provides  the  recognized 
dermatological  benefits  of  resorcin  and 
sulfur  in  an  opaque,  tinted  base  that 
hides  the  lesion.  COSMEDI-CAKE  pro- 
duces an  immediate  psychic  lift  on  the 
first  application,  and  enlists  the  patient’s 
cooperation  in  following  the  prescribed 
regimen. 

Available  at  All  Pharmacies.  Literature 
and  samples  to  physicians  on  request. 


Preferred  by  young 
male  patients 
COSMEDI -CREME 

Active  Ingredients: 
Resorcin,  Sulfur,  Di- 
chlorphenane. 


307  FIFTH  AVENUE 
NEW  YORK  16,  N.Y. 
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c/yyvp  ANATOMICAL  SUPPORT 

MECHANICS 


FOR  FAULTY 


PATIENT  OF  THIN  TYPE  OF  BUILD- 


SKELETON  INDRAWN 


In  conditions  of  faulty  body  mechanics, 
the  nonuse  of  the  abdominal  muscles  al- 
lows the  pelvis  to  rotate  downward  and 
forward,  bringing  the  sacrum  up  and  back. 
There  results  an  increased  forward  lumbar 
curve  with  the  articular  facets  of  the  lum- 
bar spine  crowded  together  in  the  back. 

The  dorsal  spine  curves  backward  with 
compression  of  the  dorsal  intervertebral 
discs  and  the  cervical  spine  curves  forward 
with  the  articular  facets  in  this  region 


closer  together.  Therefore,  chronic  strain 
of  the  muscles,  ligaments  and  joints  of  the 
spine  and  pelvis  occurs. 

Camp  Anatomical  Supports  have  an  ad- 
justment by  means  of  which  their  lower 
sections  can  be  evenly  and  accurately 
brought  about  the  major  portion  of  the 
bony  pelvis.  When  the  pelvis  is  thus  stead- 
ied, the  patient  can  contract  the  abdominal 
muscles  with  ease  and  then  with  slight 
movement  straighten  the  upper  back. 


Relieving  back  strain  and  fatigue  due  to  faulty  body  mechanics  is  a feature  of  the 
Camp  Support  illustrated  and  other  types  for  Prenatal,  Postnatal,  Postoperative, 
Pendulous  Abdomen,  Visceroptosis,  Nephroptosis,  Hernia  and  Orthopedic  conditions. 

S.  H.  CAMP  AND  COMPANY  • JACKSON,  MICHIGAN 

World s Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


o 


second 

bdjjuJz 


Every  doctor  has  a patient  within  a patient . . . the 

one  who  is  physically  ill  and  the  "second  patient” 

who  is  mentally  ill.  Illness,  even  though  it  be 

physical,  has  a mental  component.*  The  degree  depends  on 

the  severity  of  the  physical  disorder,  the  amount  of 

suffering,  and  the  personality  of  the  patient. 

For  the  patient  who  is  really  "two  patients”  . . . you 
may  allay  apprehension  and  speed  recovery.  Safe, 
mild  sedation  may  be  produced  with  Pheno-Bepadol®, 
a combination  of  phenobarbital  plus  B-complex 
factors  in  elixir  or  tablet  form. 

Pheno-Bepadol  is  available  only  on  your  prescription. 


Professional  Service  Department 
International  Vitamin  Division 
Ives-Cameron  Company,  Inc. 

22  E.  40  St.,  New  York  16,  N.  Y. 

Please  send  me  professional  literature  and  sample  of 
Pheno-Bepadol. 

Dr 

Street 

City Zone State 


ELIXIR  PHENO-BEPADOL 


contains,  per  teaspoonful: 


Phenobarbital H gr. 

Thiamine  HC1 1.0  mg. 

Riboflavin 0.5  mg. 

Niacinamide 5.0  mg. 

Calcium  Pantothenate 0.3  mg. 

Pyridoxine  HC1 0.15  mg. 


In  a base  of  rice  bran  extract,  yeast 
extract  and  soluble  liver  concentrate. 


EACH  PHENO-BEPADOL  TABLET 


contains: 

Phenobarbital \i  gr. 

Thiamine  HC1 3.0  mg. 

Riboflavin 2.0  mg. 

Niacinamide 10.0  mg. 

Calcium  Pantothenate 1.0  mg. 

Pyridoxine  HC1 0.5  mg. 

Secondary  Liver  Fraction q.  s. 

Dried  Yeast q.  s. 


•Allan,  F.  N.  and  Kaufman,  M.: 
Nervous  Factors  in  General 
Practice,  J.A.M.A.,  138: 1135-1138 
(Dec.  18)  1948. 


INTERNATIONAL  VITAMIN  DIVISION  IVES-CAMERON  CO.,  INC.  22  E.  40  ST.,  NEW  YORK  16,  N.  Y. 


A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 

The  Original  Cr  Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.  S.  Importers:  Van  Munching  & Co.,  Inc.,  New  York 

— * — A 


^eco*9wte«tdect . . . 

AS  AN  AID  IN  THE  PREVENTION  OF 


^Dented 


£treah^[altA 


"In  a controlled  study  on  several  hundred  children,  the  work 
done  by  Strean  and  Beaudet  suggests  that  a considerable 
decrease  in  the  incidence  of  dental  caries  may  be  explained  by 
the  synergistic  action  between  Vitamin  C and  D and  Fluorine. 
The  use  of  1 Strean-Tab  per  day  controls  the  amount  of  fluorine 
ingested." 

(Excerpts  from  N.Y.  State  J’l  of  Medicine — October  1945) 


Accumulating  evidence  seems  to  confirm  the  value 
of  STREAN-TABS  os  an  aid  in  the  prevention  of 
dental  carles  and  the  desensitlzatlon  of  sensitive 
teethl 

Clinical  trials  by  Dr.  Strean  on  hundreds  of  chil- 
dren showed  that  those  using  tablets  with  his 
formula  had  an  increase  in  caries  rate  attack  of 
only  15%,  while  the  control  groups  not  using  the 
tablet  had  an  increase  of  65%. 

Descriptive  literature  and  clinical  samples  are 
available  on  request  by  physicians,  mail  the  cou- 
pon to  us  for  a trial  supply. 


Each  Tablet  contains: 

Calcium  Buoride 2.0  mg. 

Vitamin  C (ascorbic  acid) 30  0 mg. 

Vitamin  D 400  I.U.  U.S.P.  XII 

Oil  of  Peppermint Q.S. 

Atlantic  Manufacturing  Corporation 
I 255  Warwick  St.,  Brooklyn  7,  N.  Y. 

I □ Please  send  clinical  samples  and  litera- 
ture on  the  scientific  background  of 
STREAN-TABS. 

_ □ Prescription  blanks. 


ATLANTIC  MANUFACTURING  CORP. 

255  WARWICK  STREET  BROOKLYN  7,  N.  Y. 


Dr 

Address 

City Zone State. 
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“syrup  CHOLINE  (FLINT)” 

Representing  Choline  Dihydrogen 
Citrate  25%  W/V  (Flint) 

Syrup  Choline  Dihydrogen  Citrate  (Flint) 
containing  1 gram  Choline  Dihydrogen 
Citrate  in  each  4 cc.,  is  supplied  in  pint  and 
gallon  bottles. 


National  Confectioners’  Association 677 

New  York  Medical  Exchange 683 

Num  Specialty  Company 594 

Numotizine,  Inc 683 

Occy-Crystine  Laboratory 586 

Parke,  Davis  & Company 593 

Pediforme  Shoe  Company 613 

Raymer  Pharmacal  Company 612 

R.  J.  Reynolds  Tobacco  Company.  579 

Wm.  S.  Rice,  Inc 594 

A.  H.  Robins  Company .Between  592-593 

Ronjo  Products  Corp 587 

Sandoz  Chemical  Works,  Inc 582 

Saratoga  Springs  Authority 614 

Schenley  Laboratories,  Inc 608 

Julius  Schmid,  Inc 681 

Smith,  Kline  & French  Laboratories 578 

E.  R.  Squibb  & Sons • • 609 

Standard  Pharmaceutical  Company. 588 

Teca  Corporation 584 

Charles  B.  Towns  Hospital 685 

Twin  Elms - 685 


A COUNCIL-ACCEPTED 
CHOLINE  PRODUCT 


For  your  copy  of  “The  Present  Status  of  Cho- 
line Therapy  in  Liver  Dysfunction” — write: 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 


Van  Patten  Pharmaceutical  Company 


613 


Walker  Vitamin  Products,  Inc. 

The  Wander  Company 

H.  F.  Wanvig 

West  Hill 

Westwood  Pharmaceuticals. . . 

Whitbread  & Co 

White  Laboratories,  Inc 

Winthrop-Stearns,  Inc 

Wyeth,  Incorporated 


599 

604 

600 

683 

601 

591 

Between  608  & 609,  596-597 

583 

688 


a completely  I16W  approach 

to  cough  relief 


The  antispasmodic  and  decongestant  action  of 
BENYLIN  EXPECTORANT  combats  cough,  re- 
laxes the  bronchial  tree,  diminishes  bronchial 
congestion  and  alleviates  nasal  stuffiness,  sneez- 
ing and  lacrimation.  Containing  no  narcotics, 
BENYLIN  EXPECTORANT  combines  Bena- 
dryl® hydrochloride,  10  mg.  per  teaspoonful, 
with  other  remedial  agents  for  safe,  effective 
control  of  coughs  due  to  colds  as  well  as  those 
of  allergic  origin. 


BENYLIN 

EXPECTORANT 

promotes  liquefaction  and  removal  of  mucous 
secretions  from  the  respiratory  tract.  The  de- 
mulcent action  of  its  vehicle  soothes  irritated 
mucosa.  Acceptable  alike  to  children  and  adults, 
its  pleasant,  mildly  tart  taste  avoids  the  objec- 
tions to  cloying,  overly-sweet  preparations. 

DOSAGE:  One  or  two  teaspoonfuls  every  two  to  three 
hours,  as  soon  as  possible  following  appearance  of  symp- 
toms. Children,  h to  one  teaspoonful  every  three  hours. 

BENYLIN  EXPECTORANT  contains  in  each  fluid  ounce: 

80  mg. 


Benadryl  Hydrochloride 

(diphenhydramine  hydrochloride,  I\  D.  & Co.) 

Ammonium  Chloride  

Sodium  Citrate 

Chloroform  

Menthol  


12  gr. 

5 gr. 

2 gr. 

..1/10  gr. 


BENYLIN  EXPECTORANT  is  supplied  in  lG-oz.  and  gallon  bottles. 


N C A A/ 


E TV 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request, 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Amchlor  (Brewer  & Company,  Inc.) 673 

Amphoj el  (Wyeth  Incorporated) 688 

Bellergal  (Sandoz  Chemical  Works,  Inc.) 582 

Benylin  (Parke,  Davis  & Co.) 593 

Calmitol  (Thomas  Leeming  & Co.  Inc.) 585 

Caminoids  (Arlington  Chemical  Company) 580 

Choline  (Flint,  Eaton  & Company) 592 

Clinitest  (Ames  Company,  Inc.) 581 

Cobione  (Merck  & Co.,  Inc.) 602-603 

Cosmedi-Cake  (Ronjo  Products  Corp.) 587 

Crystalline  Penicillin  G.  (Commercial  Solvents 

Corp.) • 6^9 

Daxalan  Dome  Paste  Bandage  (Dome  Chemicals, 

Inc.)... 598 

Desitin  Ointment  (Desitin  Chemical  Company).  615 

Demerol  (Winthrop-Stearns,  Inc.) 583 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  cover 

Diaparene  (Homemakers’  Products  Corp.) 600 

Donnatal  (A.  H.  Robins  Company) . . Between  592-593 
Elixir  Alysine  (William  S.  Merrell  Company). 2nd  cover 
Elixir  Pheno-Bepadol  (International  Vitamin  Di- 
vision of  Ives-Cameron  Co.) 590 

Eskacillin  (Smith,  Kline  & French  Labs.) 578 

Estrogenic  Substances  (George  A.  Breon  & Com- 
pany)  606 

Forthane  (Eli  Lilly  & Company) 616 

Koromex  (Holland-Rantos  Company) 610 

Liafon  (E.  R.  Squibb  & Sons) 609 

Mol-iron  (White  Laboratories,  Inc.) 596-597 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.)..  588 

Numotizine  (Numotizine,  Inc.) 683 

Occy-Crystine  (Occy-Crystine  Laboratory) 586 

Orapen-250  (Schenley  Laboratories,  Inc.) 608 

Penicillin  Inhalator  (Armour  Laboratories) 675 

Premarin  (Ayerst,  McKenna  & Harrison,  Ltd.).  . 605 

Protoplex  (Walker  Vitamin  Products,  Inc.) 599 


Pyribenzamine  (Ciba  Pharmaceutical  Products, 


Inc.) 3rd  cover 

Ramses  (Julius  Schmid,  Inc.) 681 

Raysal  (Raymer  Pharmacal  Co.) 612 

Sodascorbate  (Van  Patten  Pharmaceutical  Co.). . 613 

Strean-Tabs  (Atlantic  Mfg.  Corp.) 591 

Sulfathiazole  Gum  (White  Laboratories,  Inc.).  . . 


Thum  (Num  Specialty  Company) 594 

Thyrobrom  (Van  Patten  Pharmaceutical  Co.) . . . 613 

Tubulin  (Increto  Products,  Corp.) 598 

Westhiazole  (Westwood  Pharmaceuticals) 601 

Dietary  Foods 

Foods  for  Babies  (Beechnut  Packing  Co.) 595 

Ovaltine  (The  Wander  Company) 604 

Similac  (M  & R Dietetic  Labs.  Inc.) 611 

Medical  and  Surgical  Equipment 

Artificial  Limbs  (J.  E.  Hanger,  Inc.) 598 

Hydrogalvanic  Generators  (Teca  Corp.) 584 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 613 

Supports  (S.  H.  Camp  & Company) 589 

Supports  (Wm.  S.  Rice,  Inc.) 594 

Miscellaneous 

Medicine  of  Year  (J.  B.  Lippincott  & Company) . 577 

Brioschi  (G.  Ceribelli  & Co.) 613 

Candy  (National  Confectioners’  Association) ....  677 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 579 

Mackeson's  Milk  Stout  (Whitbread  & Co.) 591 

Spring  Water  (Saratoga  Springs  Authority) 614 

Whiskey  (Carstairs  Bros.  Distilling  Co.) 607 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

EiUbllfhtd  1931 


ORDER  FROM  TOUR  SUPPLY  HOUSE  OR  PHARMACIST 
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★ 


Widely  accepted  and  recom- 
p mended  by  doctors,  pediatricians 
and  food  specialists  for  their 
flavor  and  high  food  value. 

Babies  love  them— thrive  on  them 

“ACCEPTED 


Beech- Nut  high  stand- 
ards of  production  and  ALL  ADVERTISING 
have  been  accepted  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


There  is  a complete  line  of  Beech-Nut 
Strained  and  Junior  Foods. 


Packed 
In  Glass 


'Nut 

&appies 
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NEW  CLINICAL  STUDIES 

POTENTIATED 


Hypochromic  anemia  of  pregnancy  has  been  found  resistant  to  ordinary  iron 
preparations.  An  agent  which  produces  a superior  therapeutic  response  in 
this  type  of  anemia  is,  therefore,  of  significance  in  the  treatment  of  all  hypo- 
chromic anemias. 

Recently  reported,  a comprehensive  two-year  study1  at  the  largest  mater- 
nity hospital  in  the  United  States  conclusively  demonstrated  the  antianemic 
superiority  of  molybdenized  ferrous  sulfate  (Mol-Iron)  over  plain  ferrous 
sulfate  and  mixtures  of  iron  and  liver-stomach  extract  or  folic  acid. 

1.  More  rapid  hemoglobin  elevation. 

2.  Greater  quantity  of  hemoglobin  increase. 

3.  Better  gastro-intestinal  tolerance. 


A SIGNIFICANT  DIFFERENCE 

".  . . molybdenized  ferrous  sulfate  pro- 
duced a substantially  more  rapid  thera- 
peutic response  than  ferrous  sulfate,  the 
difference  in  response  being  statistically 
significant.  Addition  to  ferrous  sulfate  of 
either  liver-stomach  extract  or  folic  acid 


did  not  potentiate  the  action  of  the  iron 
salt . . . None  of  the  patients  treated  with 
molybdenized  ferrous  sulfate  complained 
of  more  than  mild  digestive  symptoms 
related  to  the  medication  ...” 


Renewed  hemoglobin  synthe- 
sis in  two  cases  treated  with 
molybdenized  ferrous  sulfate 
followingsuboptimalresponse. 
to  ferrous  sulfate  with  and 
without  liver  extract.  The  solid 
lines  indicate  added  hemoglo- 
bin rise  from  Mol-Iron  therapy. 


1.  Chesley,  R.  F.,  and  Annitto,  J.  E.: 
Evaluation  of  Molybdenized  Ferrous 
Sulfate  in  the  Treatment  of  Hypochro- 
mic Anemia  of  Pregnancy,  Bulletin  of 
the  Margaret  Hague  Maternity  Hos- 
pital, 1:65  (Sept.)  1948. 

2.  Dieckmann,  W.  J.,  Priddle,  H.  D., 
Turner;  R.  and  Treptow,  B. : Proceed- 
ings, Central  Society  for  Clinical  Re- 
search, 21:88  (1948). 


SHOW  IRON  IS 
BY  MOLYBDENUM 
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HEMOGLOBIN  INCREASES  (Gm.  per  cent)  1.0-2.0  2.1-3.3  3.4+ 

Molybdenized 
Ferrous  Sulfate 

21.8% 

56.3% 

1 

21.8% 

i 

78 

.1% 

Ferrous  Sulfate 

77.7% 

22.2% 

1 

0 

l 

22.2% 

Ferrous  Sulfate 
with  liver- 
stomach  extract 
or  folic  acid 

i 

70% 

30% 

i 

0 

1 

31 

)% 

Adapted  from  Chesley  and  Annitto 


FINDINGS  CONFIRMED 


In  a separate  study  recently  reported  by 
Dieckmann2,  almost  identical  conclu- 
sions were  reached  with  regard  to  the 
antianemic  superiority  of  Mol-Iron: 
"Treatment  with  ferrous  or  ferric  iron 
alone  or  with  various  vitamin  combina- 


tions did  not  cause  a significant  increase 
in  the  rate  of  hemoglobin  formation.  A 
molybdenum-iron  complex  has  resulted 
in  a rapid  increase  in  hemoglobin  con- 
centration.” 


— Mol-iron 

▼ ^^^MOLYBDENIZED  FERROUS  SULFATE 


Tablets,Liquid 


a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  In  bottles  of  100  and  1000  Tablets.  Also  avail- 
able in  a highly  palatable  Liquid,  in  bottles  of  12  fluid  ounces. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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TUBULIN 

TRADE  MARK 

DEPROTEINATED  RENAL  EXTRACT 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 

Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney- 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP.  . 

231  W.  58th  STREET  NEW  YORK 


standing  qualities  of  Hanger  Limbs.  Miss  Ferris  Jones, 
a nurse  wearing  a Hip  Control  Leg,  says:  "I  never  for- 
get that  I could  not  be  here — or  anywhere  that  I'd  like 
to  be  without  my  leg.  I am  able  to  carry  on  famously— 
and  for  me  life  has  regained  all  its  flavor.  Thank  you  for 
making  this  possible." 

hanger^1:;^ 

98  Central  Avenue  104  Fifth  Avenue 

Albany  6,  N.  Y.  New  York  11,  New  York 
200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


ANNOUNCEMENT 

1949  Medical  Directory  Will  Be  Distributed  To  Members 
During  The  Month  Of  March 


L 


for  the  successful  treatment^of . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  new  york  ,7|  n. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  —Tablets  • Powder  • Packets  • Ointment 


Y. 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  In  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  Paste  bandage  is  a flesh  colored,  A"  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna's  Boot  comes  to  you  io  t soft  condition  and  is  ready  for  instant  use. 
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PROTOPLEX 

'Whole  Mined  PnxUeut  pluA,  Whole  Jlloe/i  and  'Ifeail 


Weight 

■ 

PROVED 

(Gm.) 

140 

1 

130 

1 

rKU  IUrLtA~ 

BIOLOGICALLY 

120 

/ Dried  Skim 

/ Mill# 

SUPERIOR 

110 

to  casein  and  dried  skim  milk, 
recognized  as  standards  in 

100 

S/ 

Casein 

90 

/ 

protein  nutrition — demonstrat- 
ed in  growth  studies  conducted 
by  an  independent,  accredited 
laboratory. 

80 

70 

60 

_ . .. _ ■ ...... 

50 

Tlf 



VIE  IN  WEE 

„ 

12  3; 

PROTOPLEX*  provides  all  the  essential  and  nonessential  amino 
acids  as  present  in  casein,  lactalbumin,  primary  dried  yeast 
U.S.  P.,  and  desiccated  whole  liver.  Relatively  salt-  and  fat-free. 


^elcciouA.  — Eaten  like  cereal. ..may 
also  be  incorporated  in  cakes,  biscuits, 
and  waffle  batters. 

&ncelle+il  *]olesiance.  — An  extra 
50  to  100  grams  of  protein  daily  easily 
administered. 

SUPPLIED:  In  1-lb.  packages,  available 
through  your  local  pharmacist. 

‘Exclusive  trademark  of  Walker  Vitamin  Products,  Inc. 


VITAMIN  PRODUCTS,  INC.,  mount  vernon,  n.  y. 


600 


7 liap^t 


TABLET 


THE  ANTI-AMMONIACAL= 
: RINSE  FOR  NIGHT  DIAPERSE 


OINTMEN 


:THE  WATER-MISCIBLE  ANTI-E 
: BACTERIAL  FOR  DAY  CAREE 


-WIDELY—  DOCUMENTED: 


w Pharmaceutical  Division 

>J?^HOME MAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10,  N.  Y. 

36-48  Caledonia  Road,  Toronto  10,  Canada 

Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence. 


Dr 

Address _ 
City 


-Zone State.. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
Authorised  Indemnity  Representative  oj 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
* For  Members  oj  the  State  Society  only 


BUY 

SAYINGS 

BONDS 


MAIL  THIS  COUPON  TODAY 
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f reedo 


simply  • quickly 


from  VAGINITIS 


effectively 


single-dose  disposable  applicators 


The  "single  agent  of  choice”  1 
in  all  types  of  vaginitis 
and  cervicitis, 

WESTHIAZOLE*  VAGINAL  . . . 


SPEEDS  RELIEF  from  itching, 
discharge,  foul  odor,  etc.,  and 
recovery  within  2 to  7 weeks. 


RAPIDLY  ACHIEVES  vaginal 
acidity  and  flora  hostile  to 
pathogenic  organisms. 


INTIMATELY  MEDICATES 

mucosa  by  adhesive  solution 
in  vaginal  secretions. 


ARRESTS  INFECTION. 

assures  faster  healing  by  intensive 
local  sulfathiazole  concentration. 


SAMPLES?  NEW  LITERATURE?  Send  coupon,  please 


WESTHIAZOLE  VAGINAL  FORMULA 

10%  SULFATHIAZOLE,  4%  UREA. 
3%  LACTIC  ACID  in  polyethlyene 
base.  NON-IRRITANT,  NON-TOXIC. 

•T.M.REG.  U.S.  PAT.  OFF. 

1.  Siegler,  S.L.:  Amer.  J.  Obstef. 

& Gyn.  52:1,  1946. 

ESTWOOD  PHARMACEUTICALS 
BUFFALO  1 3,  N.  V. 


WESTWOOD  PHARMACEUTICALS 

S„nPl«i  t - •— » * W,S'hi”“"  " 


if 


Dr... 


Address. 


l 
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Now  Available.. 


First  isolated  in  the  Merck  Re- 
search Laboratories  in  1948,  clin- 
ical studies  have  demonstrated 
that  Cobione*  exhibits  extremely 
high  hematopoietic  activity  in  the 
following  conditions: 

★ PERNICIOUS  ANEMIA 

In  uncomplicated  cases  and  those  with 
neurologic  involvement. 

In  patients  sensitive  to  liver  preparations. 

★ NUTRITIONAL  MACROCYTIC  ANEMIA 

★ CERTAIN  CASES  OF  MACROCYTIC  ANEMIA 
OF  INFANCY 

★ SPRUE  (tropical  and  nontropical) 

Cobione * Possesses  Significant 
Advantages 

• It  is  a pure,  crystalline  compound  of 
extremely  high  potency,  and  no  known  tox- 
icity, when  given  in  recommended  dosage. 
• It  is  effective  against  all  manifestations 
of  pernicious  anemia,  including  the  neu- 
rologic manifestations. 

• It  is  effective  in,  and  well  tolerated  by 
patients  sensitive  to  all  liver  preparations. 

• It  is  effective  in  extremely  low  doses, 
because  of  its  remarkably  high  potency. 
• It  may  be  administered  in  precise  dos- 
age, because  it  is  a pure,  crystalline  com- 
pound. 

*Cobione  is  the  trade  mark  of  Merck  & Co.,  Inc. 
for  its  brand  of  Crystalline  Vitamin  B12. 
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TRADE  MARK 


(CRYSTALLINE  VITAMIN  B12  MERCK) 

★ ★ ★ 

Antipernicious  Anemia  Factor  of 
Liver  in  Pure,  Crystalline  Form 


Pernicious  anemia  before  treatment  with  Same  patient  ninety  hours  after  a single 

Cobione  ( Megaloblastic  Bone  Marrow ) injection  of  0.025  mg.  of  Cobione 


COBIONE 

TRADE  MARK 

(CRYSTALLINE  VITAMIN  Bi2  MERCK) 


M E R C K & CO..  Inc.  . va /i  R A H W A V M . .1 . 


7{/ufe/(/  'Ifoed.. 


BECAUSE  WIDELY  APPLICABLE 


Ovaltine  in  milk,  a multiple  dietary 
supplement,  is  eminently  useful  in  pre- 
venting malnutrition  referable  to  nutri- 
tionally incomplete  diets  or  to  restricted 
food  intake.  This  flavorsome  food  drink 
is  widely  applicable  in  dietotherapy  of 
illness  and  convalescence,  and  for  cor- 
recting inadequate  nutrient  intake  in 
persons  of  all  ages. 

1 . The  protein  of  this  delicious  food 
drink — Ovaltine  in  milk — is  of  high 
biologic  value,  supplies  all  the  indis- 
pensable amino  acids  required  for  tissue 
maintenance  and  growth  and  other 
physiologic  needs. 

2.  Its  contained  vitamins  and  min- 


erals provide  excellent  amounts  of  vit- 
amins A and  D,  ascorbic  acid,  niacin, 
riboflavin,  thiamine,  calcium,  copper, 
iron,  and  phosphorus. 

3-  Its  carbohydrate  energy  is 
promptly  available  for  utilization. 

4.  Its  easy  digestibility  makes  for 
ready  absorption  of  its  valuable 
nutrients. 

5.  Its  delicious  flavor,  appealing 
alike  to  children,  adults,  and  the  aged, 
makes  it  acceptable  even  when  other 
foods  may  be  refused. 

6.  Its  multiple  nutrients,  in  kind 
and  amount,  make  Ovaltine  in  milk  a 
highly  efficient  dietary  supplement. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 o z.  of  whole  milk,*  provide: 


CALORIES 676  VITAMIN  A 3000  I.U. 

PROTEIN 32  Gm.  VITAMIN  Bi 1.16  mg. 

FAT 32  Gm.  RIBOFLAVIN 2.0  mg. 

CARBOHYDRATE  ....  65  Gm.  NIACIN 6.8  mg. 

CALCIUM  1.12  Gm.  VITAMIN  C 30.0  mg. 

PHOSPHORUS 0.94  Gm.  VITAMIN  D 417  I.U. 

IRON  12  mg.  COPPER 0.5  mg. 


*Based  on  average  reported  values  for  milk. 
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even  after  40,  a woman  must  do  heavy  work... 

In  the  ranks  of  the  mop  and  pail  brigade  many 
of  the  recruits  are  on  the  far  side  of  forty. 

To  those  whose  work  is  made  doubly  difficult  by 
menopausal  symptoms,  " Premarin " may  bring  grati- 
fying relief.  The  prompt  remission  of  physical  symptoms 
and  the  sense  of  well-being  usually  experienced  follow- 
ing the  use  of  " Premarin " can  do  much  to  restore  normal 
efficiency  • • • Other  advantages  of  this  naturally-occurring, 
conjugated  estrogen  are  oral  activity,  comparative  freedom  from 
side-effects  and  flexibility  of  dosage . . ."Premarin"  is  available  in 
tablets  of  four  different  potencies  and  in  liquid  form. 


While  sodium  eslr one  sulfate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  esfrcn 

gens estradiol,  eq uilin,  equ ilenin,  hippulin 

...are  probably  also  present  in  varying 
amounts  as  water-soluble  con/ugafes. 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 
also  known  os  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

4903 
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Right.. . in  the  Right  Place 


There  need  be  no  lack  of  precision  in  the 
clinical  administration  of  estrogens.  Their 
physiologic  effects  are  advantageous  for  three 
general  purposes:  to  develop  the  genital 
tract,  to  reduce  temporarily  the  functioning 
of  the  anterior  pituitary,  and  to  counter 
androgenic  activity. 


When  menopausal  symptoms  are  severe, 
a precision  instrument  is  Estrogenic 
Substances-Breon.  The  solution  alleviates 
the  vasomotor  and  nervous  symptoms. 


In  atrophic  vaginitis  Estrogenic  Substances 
tend  to  restore  the  vaginal  epithelium  to 
its  normal  state,  including  resistance  to 
trauma  and  infection. 


When  post-partum  inhibition  of  lactation  is 
required,  Estrogenic  Substances,  used  judi- 
ciously, bring  relief  from  engorgement. 


Estrogenic  Substances  Oil  Solution-Breon 

for  injection  is  explicit,  often  th< 
right  agent  in  the  right  place. 


ampuls  of  10/000  I.U.  per  cc 
and  multiple  dose  vials  o< 
10/000  and  20/000  I.U.  per  cc. 


Diethylstilbestrol  Dipropionatt 
Breon  is  supplied  for  admin 
istration  by  mouth  in  Caplets  o 
0.2,  0.5,  and  1 mg.;  for  parentera 
use  the  same  synthetic  estroger 
available  in  ampuls  of  1 mg 


Georqe  A. 


Breon  a Company 


KANSAS  CITY 
RENSSELAER.  N Y. 
ATLANTA 
SAN  FRANCISCO 
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WHATEVER  YOU  PRESCRIBE  IT  FOR... 


ANGINA  PECTORIS 


ARTERIOSCLEROSIS 


CAR  STAIRS  IS  BLENDED  WITH  CARE 


FOR  PATIENTS  IN  YOUR  CARE 


For  a long  time,  alcohol  has  been 
a helpful  ally  of  the  medical 
profession. 

No  doubt  you’ve  frequently  pre- 
scribed it  in  the  form  of  whiskey 
for  disorders  like  angina  pectoris 
and  arteriosclerosis,  among  others. 

When  doing  that,  naturally  you 
want  your  patients  to  have  an  excel- 
lent product.  That’s  why  Carstairs 
White  Seal  is  so  admirably  suited 


to  medicinal  use.  This  fine  neutral 
spirit  blend  is  light . . . mild  . . . and 
low  in  congeneric  content. 

It  is  blended  with  care  ...  by  ex- 
pert distillers  long  devoted  to  the 
highest  quality  standards.  Their  per- 
fectionism and  skill  are  responsible 
for  the  excellence  of  the  “Perfectly 
Balanced  Blend.” 

When  whiskey  is  indicated,  may 
we  suggest  that  you  recommend 
CarstairsWhite  Seal  to  row r patients? 


#4^ 

The  t Man  who  Cares  says: 

CARSTAIRS  White  Seal 


'dun  fnr  f/u-  c *<&>  J 

CARSTAIRS 

bunded  whiskev 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C. 

Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.  blended  whiskey,  86.8  Proof,  72%  Grain  Neutral  Spirits 


I 
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Orapen-250 


vwuy  fwttiS&s 


to  give  250,000  units  of  crystalline 
penicillin  G (potassium  salt)  in  one  coated,  pleasant-tasting,  buffered 
tablet,  if  you  specify  the  Schenley  product.  Ample  evidence  supports 
the  value  of  the  oral  administration  of  penicillin  when  given  in  suffi- 
ciently high  dosage.  Clinical  reports  show  that  even  serious  infections  due 
to  penicillin-Sensitive  organisms  — such  as  acute  respiratory  illness,1'*-3-4 
impetigo,4  gonorrhea,5  and  rheumatic  fever  (prophylaxis)6— can  be 
treated  effectively  by  this  convenient,  painless  method  of  administration. 


O II  APE  X IS  I'SIQl'E 

A special  coating  completely 
masks  the  taste  of  penicillin. 
Orapen  is  stable  at  ordinary 
room  temperatures,  eliminat- 
ing necessity  for  refrigeration. 


REFERENCES: 

1. J.Pediat  32:1(1948). 

2.  Am.  J.  M.  Sc.  213:513 

(1947). 

3.  J.  Pediat.  32:119  (1948). 

4.  New  England  J.  Med. 

236:817  (1947). 

5.  New  York  State  J.  Med. 

48:517  (1948). 

6.  Lancet  1:255  (1947). 


Orapen-250 
Orapen-lOO  • Orapen-SO 

j [penicillin  tablets  schenley] 

Each  containing  250,000,  100,000,  or 
50,000  units  of  Penicillin  Crystalline  G, 
buffered  with  calcium  carbonate. 


OHAPEN-2SO: 

Available  in  bottles  of  10  and  50. 

ORAPEN-lOOi 

Available  in  bottles  of  12  and  100. 

ORAPEN-SO: 

Available  in  bottles  of  12  and  100. 

SCHENLEY  LABORATORIES,  INC. 
350  FIFTH  AVENUE  • NEW  YORK  1,  NEW  YORK 


(£)  Schenley  Laboratories,  Inc. 
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Anemia  is  more  often  than  not  of  mixed  patho- 
genesis, due  both  to  nutritional  deficiency  and 
primary  hematopoietic  inadequacy.” 

IStieglitz,  E.  J.-  M.  Ann.  District  Columbia  17:197,  1948 


LIAFON  supplies  four  blood-building  essentials  in  one  capsule 

DESICCATED  LIVER  for  all  secondary  antianemia  prin- 
ciples of  whole  fresh  liver 

FERROUS  SULFATE  for  ferrous  iron,  the  most  effective 
form  of  iron  medication 

ASCORBIC  ACID  to  aid  absorption  and  utilization  of  iron 

FOLIC  ACID  to  stimulate  bone  marrow  and  help  in  nor- 
mal red  blood  cell  development 

1 or  2 Capsules  t.  i.  d.  • Bottles  of  100  Capsules 


LIAFON 


Sqjjibb 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


"0#f  m Mofff  ry 
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SIMILfAC 
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One  measure  of  powder  4-  2 ounces 


water  = 2 ounces  of 


normal  formula  — 20  calories  per  ounce 


measure  included  in  each  can 


SIMILAC  DIVISION 
M & R DIETETIC  LABS.  INC. 
COLUMBUS  16,  OHIO 


! 

Could  you  use  an  extra  key  case.  Doctor— for  that  i 

29  second  set  of  car  keys?  We  will  be  glad  to  send  1 

you  one,  of  good  solid  leather,  if  you'll  PRINT 
your  name  and  address  below.  i 

NAME i 

ADDRESS I 
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for  the  Treatment  of 


ARTHRITIS  and  RHEUMATISM 


RAYSAL-  WITH  SUCCINATE  . . . The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corruptive  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


Wfe  Te/cxif'cr/  /Ja/icy/sr/e  ey't Icdicamcn/ 

ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34, 


PHARMACEUTICAL  MANUFACTURERS 


<f  Slua/t/el  SPeitnn/j  3>/ty&ician& 


PA. 
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WHEN  YOU  PRESCRIBE  . . . 


Wedges 
Metarsal  Bars 
Neopolitan  Soles 

or  any  corrective  alteration  in  shoes 

Specify  PEDIFORME  FOOTWEAR 

for  an  accurate  alteration 
in  accordance  with  your  prescription. 

• 

MANHATTAN  — 34  WEST  36  STREET 
BROOKLYN  — 288  LIVINGSTON  STREET 
FLATBUSH  — 843  FLATBUSH  AVENUE 
HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 

Prescriptions  acknowledged  for  your  records. 


BRIOSCHI 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


« NEW 

IMPROVED 

'l/itamin  G 


SODASCORBATE,  Van  Patten’s  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  gastric  irritation  frequently  ex- 
perienced with  large  doses  of  plain  ascorbic 
acid ...  Approximately  neutral  in  chemical  re- 
action . . . Well  tolerated . . . Pleasant-tasting. 

I Sign  and  mail  coupon  below  for  samples  and  literature 


employing  BROMINATED  THYROID 


THYROBROM,  brand  of  brominated  thyroid 
provides  efficient,  dependable  medication. 
THYROBROM  is  not  just  a mixture  of 
thyroid  and  bromides.  In  THYROBROM 
the  bromine  enters  into  chemical  combination 
with  the  active  ingredient  of  desiccated  thyroid. 
Iodine  content  0.2% — same  as  U.S.P.  Bromine 
content  2.0%.  THYROBROM  may  be  pre- 
scribed in  hypothyroid  obesity,  or  whenever 
thyroid  medication  is  indicated.  Supplied  in 
tablet  form  for  oral  administration.  In  T6>  1 
and  2 gr.  strengths.  Bottles  of  100,  500,  1000 
tablets ; grooved  for  easy  adjustment  of  dosage. 

HYPOTHYROID  OBESITY 

The  visual  results  of  THYRO- 
BROM therapy  are  clearly 
illustrated  in  the  photographs 
of  this  case  of  hypothyroid 
obesity — a 17  year  old  girl, 
S',  3"  in  height,  who  lost  28 
pounds. 

These  “before  and  after” 
silhouettes  were  taken  under 
identical  photographic  condi- 
tions, and  are  typical  of  results 
obtained  in  a large  series  of 
hypothyroid  obesity  cases 
treated  with  THYROBROM 
and  dietary  control. 

f Sign  and  mail  coupon  below  lor  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO.  NYS 
1227  Loyola  Ave.,  Chicago  26  2-o 

Gentlemen:  Please  send  items  checked: 


THYROBROM  □ Samples  □ Literature 

SODASCORBATE  Q Samples  □ Literature 
Dr. 


Address 

Town 

State 
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Findings 
from  the 
Saratoga  Spa 
records" 


CARBON  DIOXIDE  BATHS 
in  circulatory  diseases 


The  physiological  observations  of  the  in- 
fluence of  carbon  dioxide  baths  show  a 
decrease  in  the  pulse  rate,  an  increase  in 
the  pulse  pressure  dependent  mainly  on 
a drop  of  the  diastolic  pressure,  a better 
emptying  of  the  venous  blood  vessels,  a 
hyperemia  with  increased  capillary  cir- 
culation, a slightly  elevated  minute  vol- 
ume output  of  the  heart,  an  increase  in 
respiration  and  the  elimination  of  large 
quantities  of  the  carbon  dioxide  through 
the  lungs. 

In  evaluating  the  results  of  this  treatment 
for  patients  with  circulatory  disorders 
there  is  no  ideal  test  of  cardiac  function 
and  in  these  patients  the  ability  to  walk 
or  exercise  without  the  production  of 
symptoms  is  used  in  judging  their  clinical 


gain.  In  addition,  in  the  patients  with 
coronary  disease  suffering  from  anginal 
attacks,  it  is  striking  to  note  the  decrease 
in  the  frequency  and  severity  of  these 
attacks.  In  some  patients  they  will  dis- 
appear completely. 

Objective  changes  as  seen  in  physical  ex- 
amination and  in  the  studies  of  pulse  rate, 
blood  pressure,  roentgen  ray  findings, 
electrocardiographic  tracings,  and  vital 
capacity  are  noted  in  many  patients. 

The  clinical  improvement  of  many  pa- 
tients undergoing  treatment,  their  con- 
tinued well  being  after  their  return  home 
and  their  desire  periodically  to  return  for 
further  treatment  all  indicate  that  the 
carbon  dioxide  bath  has  its  place  in  the 
treatment  of  disorders  of  the  circulation. 


* As  printed  in  International  Clinics,  Vol.  1,  page  199,  March  1937 


msaBummm 


Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.  D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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D E S /TIN 

OINTMENT 

Contains  Crude  Cod  Liver  Oil,  Zinc 
Oxide,  Talcum,  Petrolatum  and  Lanolin 

Used  effectively  in  GENERAL  PRACTICE  lor 
the  treatment  of  Wounds,  Burns,  Indolent  Ulcers, 
Decubitus,  Intertrigo,  Skin  Lesions,  Hemorrhoids, 

Anal  Fissures,  etc. 

In  PEDIATRICS  for  the  treatment  of  Diaper 
Rash,  Exanthema,  Chafed  and  Irritated  Skin 
caused  by  Urine,  Excrements  or  Friction,  Prickly 
Heat  and  in  the  nursery  for  General  Infant  Care. 

Fatty  acids  and  vitamins  arc  in  proper  ratio, 
thereby  producing  optimum  results.  Non  irri- 
tant, acts  as  an  antiphlogistic,  allays  pain,  stim- 
ulates granulation,  favors  epithelization.  Under 
Desitin  dressing,  necrotic  tissue  is  quickly  cast 
off.  Dressing  does  not  adhere  to  the  wound. 

In  tubes  I oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

Desitin  Medicinal  Dusting  Powder  is  super 
fatted  with  crude  cod  liver  oil  in  a non  irri- 
tating powder  base.  Indications:  In  infant  care 
in  the  treatment  of  IRRITATED  SKIN,  SUPER- 
FICIAL WOUNDS,  DECUBITUS,  INTER- 
TRFGO,  PRURITUS  and  URTICARIA.  In  2 
oz.  Shaker-Top  Cans. 


Professional 
Samples 
on  Request 


For  the  Medical  Profession 

DESITIN 

CHEMICAL  COMPANY 


zo  ship  smir  • ptovioiHci  • *mod(  isiahd 


. 


more 


nt.  ... 

ore^ffecti^^ 


congesta  nt 


most  fastidious  patient.  The  odor 
is  pleasant,  the  decongestant  ef- 
fect prompt  and  prolonged.  Pre- 
scribed as  an  adjunct  to  office 
treatment.  Inhaler  'Forthane’  may 
be  depended  upon  to  contribute 
materially  to  the  patient's  comfort. 
Inhaler  'Forthane'  is  now  available 
at  retail  drug  stores. 
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Editorials 

The  Doctors  Act 


The  American  Medical  Association  is  the 
doctors  of  medicine  of  this  country,  some 
150,000  of  them  now.  Since  1847,  during 
one  hundred  and  two  years,  the  Association 
and  the  individual  physicians  whom  it  repre- 
sents have  built  the  American  structure  of 
medical  education,  research,  and  practice 
which  has  provided  the  citizens  of  this  na- 
tion with  medical  service  of  the  highest  at- 
tainable quality. 

This  service  has  been  and  still  is  the  result 
of  a continuing,  aggressive  attack  upon  dis- 
I ease,  quackery,  substandard  teaching,  and 
inefficient  research  methods.  Translated 
into  benefits  to  the  public,  this  aggressive 
policy  has  produced  high  quality  sanitation, 
superior  hospitals,  better  educated  doctors, 
and  superior  medical  practice.  With  the 
cooperation  of  American  industry  and  the 
ingenuity  of  many  citizens’  agencies,  oper- 
ating in  a free  economy,  the  medical  profes- 
sion has  been  and  now  is  able  to  produce  bet- 
ter drugs  and  appliances  and  to  make  them 
available  to  more  people  than  ever  before. 

Such  progressive  and  superior  accomplish- 
ment and  the  doctors  responsible  for  it  need 


no  defense,  but  instead  should  quickly  chal- 
lenge criticism  from  any  source  to  produce 
something  better,  something  which  has  worked 
better,  demonstrably,  and  on  the  record. 

Specific  plans  to  improve  already  existing 
medical  service,  announced  by  the  American 
Medical  Association  on  February  13,  1949, 
include: 

1.  Creation  of  a Federal  department  of 
health  of  cabinet  status  with  a secretary  who  is 
a doctor  of  medicine,  and  the  coordination  and 
integration  of  all  Federal  health  activities  under 
the  department,  except  for  the  military  activi- 
ties of  the  medical  services  of  the  armed  forces. 

2.  Promotion  of  medical  research  through  a 
national  science  foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  per- 
sonnel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage 
by  voluntary  hospital  and  medical  care  plans  to 
meet  the  costs  of  illness,  with  extension  as  rap- 
idly as  possible  into  rural  areas.  Aid  through 
the  states  to  the  indigent  and  medically  indi- 
gent by  the  utilization  of  voluntary  hospital 
and  medical  care  plans,  with  local  administra- 
tion and  local  determination  of  needs. 

4.  Establishment  in  each  state  of  a medical 
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care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development 
of  diagnostic  facilities,  health  centers  and  hos- 
pital services,  locally  originated,  for  rural  and 
other  areas  in  which  the  need  can  be  shown  and 
with  local  administration  and  control  as  pro- 
vided by  the  National  Hospital  Survey  and 
Construction  Act  or  by  suitable  private  agen- 
cies. 

6.  Establishment  of  local  public  health 
units  and  services  and  incorporation  in  health 
centers  and  local  public  health  units  of  such 
services  as  communicable  disease  control,  vital 
statistics,  environmental  sanitation,  control 
of  venereal  diseases,  maternal  and  child  hy- 
giene, and  public  health  laboratory  services. 
Remuneration  of  health  officials  commensurate 
with  their  responsibility. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and 
medical  agencies  to  inform  the  people  of  the 
available  facilities  and  of  their  own  responsi- 
bilities in  health  care. 

9.  Provision  of  facilities  for  care  and  reha- 
bilitation of  the  aged  and  those  with  chronic 
disease  and  various  other  groups  not  covered 
by  existing  proposals. 

10.  Integration  of  veterans’  medical  care 
and  hospital  facilities  with  other  medical  care 
and  hospital  programs  and  with  the  mainte- 
nance of  high  standards  of  medical  care,  includ- 
ing care  of  the  veteran  in  his  own  community 
by  a physician  of  his  own  choice. 

11.  Greater  emphasis  on  the  program  of  in- 
dustrial medicine,  with  increased  safeguards 
against  industrial  hazards  and  prevention  of 
accidents  occurring  on  the  highway,  home  and 
on  the  farm. 

12.  Adequate  support,  with  funds  free 
from  political  control,  domination  and  regula- 
tion, of  the  medical,  dental  and  nursing  schools 
and  other  institutions  necessary  for  the  train- 
ing of  specialized  personnel  required  in  the  pro- 
vision and  distribution  of  medical  care. 


and  for  some  time  past  available  to  all  who 
need  them,  money  raised  by  assessment  of 
its  membership  will  be  spent  by  the  American 
Medical  Association  in  a campaign  of  public 
enlightenment.  Every  member  who  has 
not  contributed  his  share  is  urged  to  do  so 
now. 

Every  successful  enterprise  has  its  critics, 
and  the  more  successful  the  undertaking  the, 
more  critics.  Partially,  at  least,  this  explains 
the  growing  volume  of  proposals  to  tie  the 
.American  medical  profession  like  a tin  can 
to  the  tail  of  the  social  security  dog.  The 
idea  is  not  new;  on  the  contrary,  it  is  an  old 
shopworn  European  custom. 

By  tying  in  the  medical  profession,  lock 
stock  and  barrel,  to  the  social  security  sys- 
tem, say  the  planners  and  critics,  all  the  im- 
perfections of  the  free-enterprise  production 
and  distribution  of  medical  service  will  be 
remedied.  Begin  with  national  health  insur- 
ance, and  use  the  mechanism  of  the  social 
security  system  to  collect  the  tax.  Planned 


In  order  that  the  public  may  be  informed 
of  these  plans  and  also  of  the  facilities  now 


democratic  community  can  exist  save  where 
its  members  understand  the  difference  be- 
tween having  their  hair  cut  short  and  having 
their  scalps  taken  clean  off,  and  recognize  in 
the  former  the  ever-growing  dangers  of  the 
latter.”1  England  had  its  national  health 
insurance  until  1948,  when  the  National 
Health  Services  Act  supplanted  it  on  July  5. 

The  American  Medical  Association  in  its 
twelve  point  plan  recognizes  the  need,  as' 
anyone  can  understand  who  reads,  for  im- 
provement of  medical  education  and  medical 
services,  more  coverage  by  voluntary  hos- 
pital and  medical  care  plans.  But  such  im- 
provement must  remain  free  from  political 
control.  Local  and  regional  initiative  can 
accomplish  this  as  it  has  previously  done 
with  the  support  of  an  informed  public,  and 
positive  aggressive  action  to  attain  this 
objective  is  now  being  financed  by  the  pro- 
ceeds of  your  assessment. 


economy.  “Yet,”  says  John  Jewkes,  “no  f 


Ordeal  by  Planning,  Macmillan,  1948,  p.  12. 


r! 


Medical  Contraindications  to  Flying 


With  growing  utilization  of  air  travel,  the 
doctor  is  confronted  with  a problem  when 
asked  by  a patient:  Is  it  safe  for  me  to  fly? 
How  shall  he  answer? 


Robson  believes  that  the  physician  who  is 
consulted  about  a person’s  fitness  for  travel 
must  first  consider  those  features  peculiar  to 
air  travel  and,  secondly,  should  try  to  assess 
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those  factors  in  his  patient’s  makeup  which  may 
operate  to  his  disadvantage  in  aviation.  De- 
spite all  drawbacks  air  travel  may  in  certain 
instances  constitute  a justifiable  risk,  and  on 
the  whole  invalids  travel  well.  Among  the 
conditions  which  ordinarily  constitute  contra- 
indications to  flying  may  be  mentioned  hyper- 
tefision,  angina  pectoris,  recent  myocardial 
infarction,  recurrent  asthma,  emphysema,  acute 
catarrh  of  the  upper  respiratory  tract,  most 
space-occupying  intrathoracic  lesions,  and  pul- 
monary tuberculosis,  especially  if  the  patient  is 
undergoing  treatment  by  pneumothorax  or 
pneumoperitoneum . 1 

Little  yet  has  been  made  available  to  the 
general  practitioner,  as  far  as  we  are  aware, 
in  the  way  of  a concise  handbook  in  which 
such  problems  are  discussed.  Flying  in- 
volves a calculated  risk  under  any  circum- 
stances both  for  well  and  sick  people.  This 
may  be  compensated  by  speed  of  flight  where 
this  is  a major  objective.  Air  evacuation  of 
wounded  is  a case  in  point.  But  it  is  not 
applicable  to  civilian  flying  where  the  ques- 
tion concerns  only  the  safety  of  flight  for  per- 


• J.A.M.A.  138:  619  (Oct.  23)  1948. 


sons  who  suffer  from  some  disease  in  some 
degree. 

Doubtless  in  the  literature  there  is  to  be 
found  scattered  in  many  diverse  places  and 
publications  a good  deal  which  could  bear 
practically  on  this  subject.  Many  physi-. 
cians  themselves  are  not  familiar  with  air 
travel.  Any  doctor  can  of  course  imagine 
“those  features  peculiar  to  air  travel.”  But 
until  or  unless  he  is  familiar  with  them  by 
personal  experience  how  can  he  accurately 
estimate  their  effect  on  his  patients?  For, 
aside  from  the  physically  measurable  fea- 
tures, there  are  psychologic  factors  to  be  con- 
sidered as  well.  It  may  be  assumed  that  any 
patient  who  desires  to  fly  has  already  ac- 
cepted for  himself  the  calculated  risk,  other- 
wise he  would  not  be  consulting  his  physician 
as  to  contraindications  which  he,  as  a non- 
medical person,  is  not  in  a position  to  evalu- 
ate. 

It  would  appear  that  some  kind  of  a hand- 
book for  physicians  broadly  covering  this 
subject  might  be  of  great  assistance  in  view 
of  the  probable  increase  in  air  travel  to  be 
anticipated  for  the  future. 


Current  Editorial  Comment 


The  Functions  of  the  State  Society. 

On  page  666  of  this  issue  there  is  presented 
a brief  account  dealing  with  the  activities 
of  the  Medical  Society  of  the  State  of 
New  York.  Every  member  should  inform 
himself  or  herself  of  the  extent  of  the  work 
which  is  being  done  by  the  organization. 
Likewise,  they  should  read  the  Journal 
regularly  for  its  editorial,  scientific,  and 
news  contents. 

• 

The  Acute  Abdomen.  Common  usage 
has  brought  many  words  into  spoken  and 
written  language  which  rarely  find  their  way 
into  the  dictionary.  Among  these  bandied- 
about  expressions  is  the  commonly  em- 
ployed term,  the  “acute  abdomen.”  We 
find  almost  an  entire  issue  of  one  of  our 
prominent  state  society  publications  given 
over  to  papers  on  the  “acute  abdomen,” 
although  the  author  of  the  leading  article 
admits  that  the  term  has  no  great  speci- 
ficity.1 But  why,  in  this  modern  age  of 
accuracy,  should  we  not  be  more  rather 
than  less  specific?  We  don’t  speak  of  an 
acute  kidney,  or  a gallbladder  or  an  ear! 

1 J.  Missouri  M.  A.  (Oct.)  1948. 


True,  the  frequently  used  term  may  be 
inclusive  or  descriptive  although,  essentially, 
it  means  little.  We  have  no  desire  to  be 
pedantic,  but  we  await  possible  comments 
from  our  readers  on  a more  satisfactory  sub- 
stitute which  will  really  mean  what  it  says! 


Public  Health  Leader.  Dr.  Hugh  S. 
Cumming,  who  died  recently,  had  a dis- 
tinguished career  in  the  United  States 
Public  Health  Service,  in  which  he  was  the 
Surgeon  General  during  the  terms  of  five 
presidents.  His  career  should  be  of  in- 
terest to  New  Yorkers  because  his  first 
station  was  at  the  United  States  Marine 
Hospital,  in  Staten  Island,  where  he  had 
an  opportunity  to  acquaint  himself  with 
the  clinical  activities  of  the  local  hospitals 
in  studying  tropical  diseases  on  arriving 
ships.  During  Dr.  Cumming’s  subsequent 
administration  as  Surgeon  General,  the 
national  quarantine  system  was  completed 
with  Federal  acquisition  of  the  last  State- 
owned  station  at  the  port  of  New  York. 
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Parenteral  Nutrition,  III — Water  and  Electrolytes 


In  the  previous  issue,  protein  deficiency 
states  and  their  causes  were  discussed.  It 
was  pointed  out  that  these  deficiencies  often 
could  be  corrected  by  a proper  oral  diet  if 
that  route  were  available,  but  if  positive 
nitrogen  balance  could  not  be  maintained, 
it  was  suggested  that  the  oral  diet  be  sup- 
plemented with  parenteral  protein  hydroly- 
sates, plasma,  or  whole  blood. 

It  has  been  said,  “The  parenteral  ad- 
ministration of  water  and  electrolyte  may 
be  as  life  saving  as  the  intravenous  injection 
of  blood  and  plasma.”1  We  physicians  are 
charged  with  the  responsibility  of  prescrib- 
ing the  correct  oral  or  parenteral  solution. 
We  usually  discharge  this  responsibility  well 
as  regards  cellular  requirements — for  the 
appearance  of  a severely  anemic  patient 
mobilizes  anxiety  in  most  of  us  to  the  extent 
that  we  automatically  think  in  terms  of 
whole  blood  transfusions.  Appearance  may 
.not  be  so  obvious  in  a patient  with  dehydra- 
tion. Nevertheless,  it  is  our  duty  to  recog- 
nize the  condition  and  to  ascertain  if  the 
dehydration  is  accompanied  by  acidosis  or 
alkalosis  or  changes  in  concentration  of 
electrolytes  and  water  of  either  or  both  the 
intracellular  or  extracellular  fluid  compart- 
ments. As  clinicians,  it  is  our  responsibility 
to  prescribe  the  solution  which  will  restore 
equilibrium.  Because  it  is  difficult  to 
remember  clearly  the  mechanisms  which 
keep  the  volume  of  body  water  and  elec- 
trolyte concentration  fairly  constant  in 
health,  it  is  the  purpose  here  to  review  the 
more  important  influences  which  maintain 
normal  equilibrium.  In  succeeding  issues 
specific  clinical  syndromes  involving  water 
and  electrolyte  changes  will  be  discussed,  as 
will  the  aids  for  their  differential  diagnosis 
and  the  significance  of  the  correct  choice  of 
parenteral  fluid  for  therapy. 


The  water  content  of  the  body  is  70  per 
cent  of  body  weight.  In  a man  of  average 
weight  this  is  divided  as  follows:  50  per 

cent  or  35  L.  is  intracellular  water;  20  per 
cent  is  extracellular  water.  The  latter  is 
made  up  of  3 L.  of  plasma  (5  per  cent  of  body 
weight),  and  10  L.  interstitial  fluid  (15  per 
cent  of  body  weight).  The  chemical  pat- 
tern of  the  body  fluid  compartments  in- 
fluences directly  the  water  volume  of  these 
compartments.  In  the  main,  this  pattern 
is  one  of  solutes  which  are:  (1)  organic,  of 
small  molecular  size  such  as  glucose,  urea, 
creatinine,  uric  acid,  amino  acids,  etc.,  or 
organic,  or  large  molecular  size  such  as 
proteins,  and  (2)  inorganic  ions  of  sodium, 
potassium,  magnesium,  calcium,  chloride, 
phosphate,  sulfate.  The  inorganic  solutes 
are  found  largely  in  the  interstitial  fluid,  the 
most  effective  one  being  the  cation  sodium. 
Cations  are  the  base  (alkali)  ions  of  body 
water— their  pattern  is  fairly  rigid — never- 
theless, they  must  always  be  in  ionic  equilib- 
rium with  anions.  Anions  are  the  acid  ions 
of  body  water  and  considerable  variation  in 
their  distribution  may  occur.  For  example, 
if  the  chloride  content  of  the  extracellular 
fluid  increases,  the  rise  is  usually  accom- 
panied by  a decrease  in  the  level  of  bicar- 
bonate. The  body’s  ability  to  produce  base 
is  limited  to  withdrawal  of  potassium  and 
weaker  cations  from  cells  and  to  the  kidney’s 
ability  to  produce  and  combine  ammonia 
with  acid  to  conserve  sodium.2  Only  a 
small  amount  of  the  protein  fraction  is 
present  in  interstitial  fluid  unless  the  capil- 
lary wall  has  become  permeable  to  protein 
through  anoxia,  dehydration,  or  disease. 
In  intracellular  fluid,  the  inorganic  elec- 
trolyte, potassium,  has  the  strongest  osmotic 
effect.  Other  cations  are  in  such  low  con- 
centration that  they  are  ineffective,  as  are 
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the  anions  because  of  their  reciprocal  rela- 
tionships. Calcium,  however,  is  reported 
to  contribute  much  to  volume  stability  be- 
cause of  its  relationship  to  cell  membrane 
permeability.3 

It  was  felt  formerly  that  plasma  volume 
was  maintained  in  a relatively  constant 
state  at  the  expense  of  interstitial  fluid.  It 
was  believed  that  the  plasma  volume  de- 
creased only  after  a marked  depletion  of 
interstitial  fluid  volume  had  occurred.4-6 
Recently,  it  was  shown  that  while  the  inter- 
stitial fluid  compartment  may  supply  water 
to  the  plasma  compartment,  both  the  inter- 
stitial fluid  volume  and  plasma  volume 
decrease  simultaneously  during  dehydra- 
tion.7, 8 In  order  to  maintain  these  con- 
stant proportions,  an  intake  of  2,500  cc. 
daily  of  fluids  and  10  to  12  Gm.  of  sodium 
chloride  is  required.*  About  50  per  cent 
of  the  total  water  intake  is  preformed  water, 
45  per  cent  is  water  contained  in  solid  food, 
and  5 per  cent  is  water  of  oxidation.  The 
sodium  chloride  requirement  is  present  in 
the  normal  mixed  diet.  In  addition,  po- 
tassium, magnesium,  calcium,  phosphorus, 
and  sulfur  ions  are  consumed  with  food  in 
amounts  to  supply  body  needs. 

There  is  a free  flow  of  water  and  elec- 
trolytes between  plasma  and  interstitial 
fluid.  For  this  flow,  the  plasma  depends  in 
> considerable  part  on  the  osmotic  effect  of  the 
plasma  proteins,  while  the  interstitial  fluid, 
having  a higher  concentration  of  electrolyte 
(sodium),  attracts  water  from  plasma.  The 
flow  from  the  interstitial  fluid  to  plasma 
takes  place  at  the  venous  side  of  the  capil- 
lary where  osmotic  pressure  is  greatest;  the 
reverse  flow  occurs  at  the  arterial  end  where 
filtration  pressure  is  more  substantial.  In- 
tracellular fluid  is  in  osmotic  equilibrium 
with  interstitial  fluid  mainly  through  the 
concentration  of  potassium  ions  and  protein. 
By  transfer  of  fluid  across  capillary  and  cell 
membranes,  nutrients  are  carried  to  cells  and 
waste  products  are  removed  from  them.  At 
present  it  is  believed  the  principal  forces 
responsible  for  this  phenomenon  are:  (1) 

filtration  pressure  minus  tissue  tension,  (2) 
capillary  osmotic  pressure,  (3)  the  osmotic 
pressure  of  the  interstitial  fluid,  and  (4) 
intracellular  osmotic  pressure.  Thus,  the 

* Applies  only  to  adults.  Infants  have  larger  daily  water 
and  salt  requirements  per  Ke.  of  body  weight. 


total  solute  concentration  of  the  body  fluids 
and  available  water  are  the  principal  fac- 
tors.9 

It  is  the  constant  exchange  of  fluid  in 
relatively  small  amounts  which  keeps  the 
body  water  compartments  in  nearly  constant 
volume.  However,  if  the  shift  of  fluid  is 
large,  plasma  volume  may  be  seriously  de- 
pleted or  intracellular  dehydration  may 
occur  with  the  tragically  swift  consequences 
of  profound  prostration,  hypotension,  and 
hemo  concentration  in  the  cellular  and 
colloid  constituents.7,10  If  salt  and  water 
deprivation  is  insidious,  less  severe  symp- 
toms will  appear. 

In  the  intracellular  and  extracellular  fluid 
compartments,  potassium  and  sodium  are, 
respectively,  the  important  ions  for  the 
maintenance  of  a relatively  constant  amount 
and  distribution  of  body  fluids.5,6,11,12  Be- 
cause of  this  fact,  the  preponderance  of 
sodium  or  potassium  content  of  water  ex- 
creted indicates  the  probable  intracellular 
or  extracellular  source  of  the  water  loss.13 
It  has  been  shown  that  so  far  as  total  body 
water  is  concerned  the  osmotic  effect  of  the 
plasma  proteins  is  practically  negligible.14 
However,  plasma  volume  is  largely  depen- 
dent on  the  amount  of  plasma  protein  pres- 
ent.15,16 There  is  considerable  evidence 
that  sodium  and  potassium  ions  do  not 
permeate  the  cell  membrane  except  in 
electrolyte  privation  and  hemorrhagic 
shock.17,18 

The  body  normally  excretes  about  2,500 
cc.  of  fluid  daily.  Nearly  one  half  of  this 
amount  is  excreted  by  the  kidneys,  one 
quarter  by  way  of  the  skin,  and  one  quarter 
through  vapor  from  the  lungs.  Only  100 
cc.  is  excreted  through  the  intestines.  The 
kidney  during  health  jealously  guards  the 
water  and  electrolyte  requirements  of  the 
body.  Of  the  170  L.  of  water  which  pass 
through  the  glomeruli  of  a normal  individual 
per  day,  109  L.  are  reabsorbed.  Selective 
reabsorption  of  cations  and  anions  by  the 
tubules,  together  with  the  ability  of  the 
kidney  to  synthesize  and  combine  ammonia 
with  acids,  makes  the  kidney  a strong  sup- 
porter of  the  buffers  which  work  for  con- 
stant pH  of  the  blood.  One  of  the  primary 
effects  of  adrenal  cortical  function  is  upon 
the  metabolism  of  electrolytes  and  water. 
This  effect  occurs  mainly  on  the  kidney 
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tubules  where  the  threshold  for  the  excretion 
of  sodium,  chloride,  potassium  ions,  and 
water  is  largely  controlled  by  the  hormone.19 
Excretion  of  sodium  and  chloride  can  be 
reduced  to  the  extent  that  salt  privation 
of  a temporary  nature  can  be  tolerated  with- 
out change  in  the  body  electrolyte  pattern 
or  fluid  volume. 

An  example  of  conservation  of  salt  by  the 
kidney  is  the  diminishing  concentration  of 
sodium  chloride  in  the  urine  of  men  during 
acclimatization  to  heat.  As  adjustment 
to  heat  proceeds  the  sodium  chloride  content 
of  the  perspiration  decreases.20  Under  ab- 
normal conditions  marked  changes  in  the 
rate  of  loss  of  water  and  electrolytes  may 
occur  which,  if  not  altered  by  a correct  oral 
or  parenteral  fluid,  can  lead  to  acute  deple- 
tion. Renal  insufficiency  caused  by  hypo- 
tension secondary  to  dehydration  may  be 
serious  if  salt  and  water  privation  is  pro- 
longed. Failure  of  concentration  on  the 
part  of  the  kidney  is  not  uncommon  after 
dehydration  is  relieved.  The  latter  con- 
dition, together  with  the  fact  that  the  kid- 
ney at  times  loses  its  ability  to  excrete  cer- 
tain inorganic  electrolytes,  makes  it  impor- 
tant that  the  physician  know  when  pre- 
scribing parenteral  liquids  whether  the  kid- 
ney and  the  circulatory  systems  are  func- 
tioning properly.21  For  this  reason,  one 


must  be  on  guard  for  symptoms  of  water 
intoxication  when  treating  dehydration. 
Subsequent  pages  on  nutrition  will  discuss 
the  difficulties  encountered  in  the  diagnosis 
and  treatment  of  conditions  brought  about 
by  electrolyte  and  water  deficiencies. 
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(From  the  Department  of  Urology,  Lincoln  Hospital) 


THE  purpose  of  this  paper  is  to  present  a 
series  of  23  carefully  observed  retropubic 
prostatectomies  in  which  the  steps  of  the  opera- 
tion were  quite  varied.  This  was  done  in  an 
attempt  to  determine  the  advantages  or  dis- 
advantages each  step  might  present.  In  this 
way  we  did  not  permit  our  methods  to  crystal- 
lize, and  we  were  consequently  able  to  learn  as 
much  as  possible  from  the  variations  without 
in  any  way  jeopardizing  the  patient  or  the  suc- 
cess of  the  operation.  We  used  the  standard- 
ized methods  of  Millen,  the  suggested  modifi- 
cations of  others,  and  a few  variations  of  our 
own.1  From  this  small  series  we  were  particu- 
larly impressed  by  two  things,  the  smooth  con- 
valescence of  the  patient  and  the  postoperative 
appearance  of  the  posterior  urethra  and  blad- 
der neck  as  viewed  on  endoscopy  and  as 
shown  by  cystourethrograms.  We,  therefore, 
submit  our  results  which  we  believe  will  be  of 
value. 

History 

Von  Stockum  is  the  first  noted  in  the  litera- 
ture as  having  done  this  type  of  operation,  in 
Holland  in  1909. 2 Jacobs  and  Casper  in  San 
Francisco  and  Vallejo,  California,  had  three 
cases  in  1932. 3 The  operation  did  not  capture 
the  fancy  of  American  urologists  at  that  time, 
and  it  was  not  until  June,  1947,  when  Millin 
first  demonstrated  his  operation  at  the  Brady 
Foundation  of  the  New  York  Hospital  that 
American  urologists  first  employed  the  opera- 
tion on  a considerable  series  of  patients.  The 
feasibility  of  the  operation  first  became  ap- 
parent to  Millin  during  the  course  of  radical 
cystectomy  for  carcinoma  of  the  bladder.4  In 
removing  the  bladder  transabdominally,  he 
saw  no  reason  why  the  prostate  and  seminal 
vesicles  should  not  be  removed  at  the  same 
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time  without  an  additional  operation  via  the 
perineum.  He  worked  his  operation  out  on 
cadavers  and  has  since  performed  more  than 
five  hundred  retropubic  prostatectomies. 

Operative  Procedure 

Skin  Incision. — -The  vertical  midline  in- 
cision through  the  skin,  fascia,  and  muscle  has 
given  ample  room  for  operation  and  good  ex- 
posure. The  transverse  (Pfannenstiel)  in- 
cision was  used  in  only  one  instance.  This  was 
in  a two-stage  operation  in  which  the  first 
stage  consisted  of  an  emergency  suprapubic 
insertion  of  trocar  and  catheter  in  an  eighty- 
four-year-old  patient  who  was  moribund.  The 
retropubic  prostatectomy  was  carried  out  five 
months  later.  The  exposure  was  good,  but 
there  was  not  quite  so  much  room  as  results 
with  a vertical  incision. 

Venous  Ligation  Before  Entering  the  Pros- 
tate.— The  veins  on  the  roof  of  the  capsule 
should  be  ligated  before  opening  the  prostate. 
The  veins  in  this  area  are  large  and,  when 
opened  without  previous  ligation,  present  a 
hazard  to  both  the  patient  and  the  surgeon — 
blood  loss  to  the  patient  and  a bloody  operative 
field  to  the  surgeon.  The  arteries  to  this  area 
are  small  and  present  no  great  problem. 
Therefore,  some  knowledge  of  the  distribution 
of  these  veins  is  vital  before  attempting  the  oper- 
ation.6 We  have  done  two  operations  in  which 
we  varied  our  incision  in  the  capsule  without 
previously  tying  off  the  large  vessels,  believing 
that  by  so  doing  we  would  be  able  to  avoid 
cutting  the  vessels  and  thereby  eliminate  the 
step  of  preliminary  ligation.  In  both  cases  we 
were  disappointed  and  as  a consequence  en- 
countered a bloody  field  and  had  a difficult 
time. 

Incision  into  the  Capsule. — In  three  in- 
stances we  used  the  vertical  incision,  com- 
mencing as  far  distally  as  possible.  In  two 
cases  we  cut  through  the  neck  of  the  bladder 
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and  into  the  lower  end  of  that  viscus.  In  all 
other  cases  the  transverse  incision  about  one  or 
two  centimeters  below  the  bladder  neck  was 
used.  Both  incisions  gave  ample  room  for  re- 
moving the  gland,  but  the  transverse  incision 
presented  better  exposure  to  the  entire  circum- 
ference of  the  bladder  neck  after  the  prostate 
had  been  removed.  The  postoperative  con- 
valescence was  equally  good  when  the  trans- 
verse and  the  longitudinal  incisions  were  used. 

Prostatectomy. — The  incision  into  the  pros- 
tatic capsule  is  carried  down  through  the 
surgical  capsule  until  the  adenoma  is  reached. 
Then,  with  the  index  finger,  the  adenoma  is 
separated  from  the  lateral  walls  first  and  next 
at  the  apex.  Here  it  may  be  advisable  to  use 
curved  scissors  to  sever  the  urethra.  The 
prostate  is  now  freed  from  its  floor  and  grasped 
with  a thyroid  clamp  at  its  apex  and  held  up. 
The  circular  fibers  at  the  bladder  neck  are  then 
carefully  stripped  off  the  gland  with  the  gauze- 
covered  finger  under  direct  vision.  Large, 
intravesically  intruding  prostatic  lobes  present 
no  problem  and  are  easily  removed  in  this 
manner.  In  several  instances  we  have  torn 
through  the  posterior  wall  of  the  prostatic 
capsule,  exposing  to  full  view  the  anterior  rectal 
wall  and  the  seminal  vesicles.  In  one  such 
case  we  did  a radical  prostatectomy  by  ex- 
cising the  entire  prostate,  seminal  vesicles,  and 
a circular  cuff  of  the  neck  of  the  bladder.  This 
was  in  a case  of  suspected  carcinoma  of  the 
prostate.  The  gland  was  fibrotic,  and  the 
pathologic  report  showed  no  carcinoma.  This 
patient  made  a good  recovery  and  had  excellent 
sphincter  control  before  leaving  the  hospital. 
Exposing  the  anterior  rectal  wall  presents  no 
hazard;  it  is  in  full  view,  and  there  are  no  large 
vessels  that  may  be  opened.  We  have  seen  no 
case  in  which  the  rectum  was  opened  during  the 
course  of  retropubic  surgery.  It  may  be  well 
to  point  out  at  this  time  that  we  have  never 
found  it  necessary  to  insert  a finger  in  the 
rectum  to  assist  in  the  enucleation  of  a prostate. 
After  the  gland  has  been  removed,  a hot  lapar- 
otomy pad  is  placed  in  the  prostatic  fossa  for 
hemostasis,  and  the  vesical  neck  is  treated. 

Treatment  of  Vesical  Neck. — Remnants  of 
prostatic  tissue  are  removed  from  the  prostatic 
fossa,  and  the  irregular  edges  of  the  bladder  neck 
are  trimmed  away  under  direct  vision.  The 
fine  exposure  of  the  bladder  neck  at  this  point  is 
another  great  advantage  of  retropubic  prostat- 
ectomy. The  cut  edges  of  the  lateral  vesical 
arteries  are  easily  ligated  with  transfixion 
sutures.  Lowsley  and  Gentile  place  a running 
catgut  suture  through  the  torn  mucosa  of  the 
trigone,  approximating  it  to  the  cut  edge  of  the 
muscle  at  the  bladder  neck.6  By  this  method 


they  catch  all  small  bleeders  and  smooth  out 
the  bladder  mucosa.  Millen  ties  the  bleeders 
as  he  sees  them,  using  the  fulgurating  current  if 
possible.  We  place  mattress  sutures  in  the 
lateral  walls  of  the  bladder  neck  in  addition  to 
ligating  all  visible  bleeders.  Both  ureteral 
orifices  are  in  full  view  at  all  times,  and,  con- 
sequently, there  is  no  danger  of  including  these 
in  a suture.  The  hemostatic  laparotomy  pad 
is  then  removed  from  the  prostatic  fossa  and 
the  catheter  passed  via  the  urethra.  The  tip 
of  the  catheter  is  brought  out  of  the  wound  and 
then  used  according  to  the  preference  of  the 
surgeon. 

Catheter. — The  treatment  of  the  catheter  is 
the  most  varied  factor  of  the  operation  and  is 
also  the  most  vital  part  for  the  insurance  of 
postoperative  comfort.  Millin  uses  the 
straight  Robinson  catheter;  Lowsley  and  Gen- 
tile use  the  Foley  catheter  with  the  inflatable 
bag  covered  with  strips  of  Gel-foam  which  are 
tied  in  place.  This  is  then  placed  in  the 
prostatic  fossa  while  the  tip  of  the  catheter  lies 
in  the  bladder.  Others  use  a small  Foley 
retention  catheter  placed  in  the  bladder.  We 
have  tried  all  methods;  plain  catheter  with 
and  without  hemostatic  agents  in  the  prostatic 
fossa  and  Foley  retention  catheter  placed  in 
the  bladher.  A hitherto  unmentioned  com- 
plication which  we  have  met  on  three  occasions 
has  been  the  engagement  of  the  tip  of  the 
catheter  under  the  neck  of  the  bladder  (Fig.  1). 
In  one  instance  it  was  the  cause  of  a sinus 
(fourteen  days)  which  required  a secondary 
operation  for  its  closure.  On  the  two  other 
occasions  it  was  discovered  at  operation  and 
immediately  corrected.  This  complication 
usually  arises  when  the  inflated  bag,  which  is 
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Fig.  1.  A complication  of  retropubic  prostatec- 
tomy showing  a short-tipped  catheter  lodged  under 
the  neck  of  the  bladder. 
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Fig.'2.  Long-tipped  catheter  suggested  by  Twinem. 


placed  in  the  prostatic  fossa,  is  drawn  down. 
This  may  occur  in  the  ward  or  due  to  the 
motion  of  the  patient,  causing  the  tip  of  the 
catheter  to  emerge  from  the  cavity  and  take  a 
position  under  the  neck  of  the  bladder.  For 
those  who  prefer  an  inflatable  bag  in  the 
prostatic  fossa  as  an  aid  to  hemostasis,  es- 
pecially when  large  prostates  are  removed, 
Twinem  has  devised  a catheter  which  has 
large  inflatable  bag  and  a very  long  tip  which 
projects  into  the  bladder  and  will  preclude  all 
possibility  of  having  its  tip  lodged  under  the 
posterior  lip  of  the  neck  of  the  bladder  (Fig.  2). 
The  catheter  is  wire-reinforced  in  its  distensible 
portion  so  that  the  lumen  will  not  be  diminished 
by  compression.  Before  inflation  the  bag  is 
surrounded  by  absorbable  gauze  (Hemo-pak). 
For  those  who  prefer  packing  the  prostatic 
fossa  without  the  aid  of  the  inflatable  bag, 
Beneventi  has  suggested  a catheter  with  an 
eccentric  bag  and  an  open  end  (Fig.  3).  The 
catheter  lies  flat  on  the  floor  of  the  bladder.  It 
employs  the  principle  of  drainage  at  the  most 
dependent  portion  of  the  bladder  and  pre- 
cludes the  possibility  of  diminishing  the  size  of 
the  lumen  by  blood  clots,  inasmuch  as  the 
single  opening  can  quickly  be  cleared  by 
irrigation.  After  the  catheter  is  placed  in  posi- 
tion the  cut  edges  of  the  prostatic  capsule  are 
reapproximated  with  interrupted  sutures.  The 
catheter  is  then  tested  several  times  by  irriga- 
tion. A small  Penrose  drain  is  placed  in  the 
prevesical  space,  and  the  wound  is  closed  in 
layers. 

Anesthetic.— The  choice  of  anesthetic  is  im- 
portant in  doing  a retropubic  prostatectomy, 
and  we  prefer  spinal  anesthesia.  Twenty-four 
hours  postoperatively,  we  were  compelled  to  do 
one  secondary  operation  for  hemorrhage  which, 


we  were  convinced,  was  the  result  of  poor  re- 
laxation at  the  time  of  operation.  The  patient 
had  been  given  a general  inhalation  anesthetic. 
Immediately  after  the  prostatic  capsule  had 
been  opened,  the  patient  began  to  bear  down. 
As  a result  the  peritoneal  contents  came  down 
over  the  site  of  the  operation,  and  it  was  tech- 
nically impossible  to  continue  with  the 
prostatic  enucleation.  Considerable  time  was 
lost  in  putting  the  patient  under  surgical 
anesthesia,  again  resulting  in  an  unnecessary 
blood  loss,  bloody  operative  field,  and  difficulty 
in  recovering  small  bleeders  which  lose  their 
characteristic  spurting  quality  when  allowed  to 
remain  open  for  several  minutes.  The  patient 
developed  a delayed  hemmorhage  and  was  re- 
operated on  twenty-four  hours  later  at  which 
time  we  approached  the  operative  site  in  the 
exact  manner  as  the  first  operation.  The 
capsule  of  the  prostate  was  reopened,  the 
prostatic  fossa  and  bladder  cleared  of  blood 
clots,  and  bleeding  points  which  were  small 
were  ligated.  Since  then  we  have  insisted  on 
complete  surgical  anesthesia. 

Armamentarium. — We  have  used  no  special 
instruments  excepting  those  we  devised  as  we 
went  along.  Although  special  instruments  are 
not  essential,  the  operation  is  greatly  facilitated 
by  their  use.  Electrocoagulation  for  hemo- 
stasis has  been  tried  by  us  in  only  one  case,  and, 
although  one  case  is  not  a fair  trial,  we  have 
had  such  good  results  with  plain  and  suture 
ligatures  that  we  continue  to  use  them  from 
choice.  Aside  from  the  catheters  we  have  al- 
ready mentioned,  we  have  devised  a curved 
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Fig.  3.  Catheter  suggested  by  Beneventi. 
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ligature  carrier  which  facilitates  placing  su- 
tures in  the  prostatic  capsule  far  under  the 
symphysis  pubis.  Our  retractor,  which  is 
self-retaining,  had  adjustable  lateral  and  medial 
arms  for  both  position  and  depth  so  that  it  can 
be  used  on  the  fat  or  the  lean  by  simply  making 
one  or  two  rapid  adjustments.7  The  medial 
arm  is  especially  suitable  in  retropubic  prostat- 
ectomy. 3 

Operative  Shock 

Our  personal  experience  deals  with  23 
retropubic  prostatectomies  at  the  Lincoln  Hos- 
pital, New  York  City,  which  is  a municipal, 
charitable  hospital.  Most  of  the  patients  who 
are  admitted  are  undernourished  and,  on  en- 
tering, find  the  hospital  a haven  with  three 
regular  square  meals  daily.  All  patients  with 
prostatic  obstruction  were  included  in  our 
series  excepting  those  with  bladder  neck  con- 
tractures and  small  median  bars.  No  other 
selection  of  patients  was  made.  The  propor- 
tion of  poor  risks  is  far  greater  than  in  private 
practice. 

About  65  per  cent  of  our  patients  were 
cardiacs  with  bundle  branch  blocks  or  auricular 
fibrillation  who  entered  the  hospital  with  acute 
urinary  retention  (Table  1).  Most  of  our 
patients  at  this  hospital  will  not  consent  to 
operation  unless  they  are  in  complete  retention. 

Our  fourth  patient  was  an  eighty-four-year- 
old  cardiac  with  bundle  branch  block  who  was 
in  auricular  fibrillation  at  the  time  of  operation. 
He  was  semicomatose,  disoriented,  and  in  poor 
condition.  It  had  been  necessary  for  him  to 
have  an  indwelling  urethral  catheter  for  ten  days . 
and  he  was  under  the  care  of  medical  men  who 
put  him  in  the  best  possible  shape  for  operation. 
This  was  the  type  of  patient  who  would  have 
been  ideally  treated  by  transurethral  resection 
or  two-stage  prostatectomy.  However,  we 
elected  to  do  a retropubic  on  him,  and  he  did 
remarkably  well  thereafter.  He  recovered 
rapidly,  was  oriented  on- the  second  day,  and 
the  catheter  was  out  on  the  sixth.  He  had 
good  urinary  control  on  the  eighth  day  and 
was  out  of  bed  on  the  tenth.  The  fine  recovery 
and  lack  of  shock  in  this  case  encouraged  us  a 
great  deal,  but  we  discovered,  however,  that 
not  all  cardiacs  respond  in  a similar  manner. 

Our  sixth  case  was  our  first  mortality.  He 
reacted  well  at  operation,  was  out  of  bed  on  the 
second  day,  and  voided  freely  on  the  fourth. 
On  the  sixth  day,  while  at  stool  he  died  sud- 
denly and  without  warning,  presumably  of 
pulmonary  embolism.  Our  seventeenth  case 
was  our  second  fatality  and  likewise  died  on 
the  sixth  postoperative  day  without  warning 
after  having  made  a fine  recovery. 


TABLE  1. — Preoperative  Status  of  Patients  in  a Series 
of  23  Retropubic  Prostatectomies* 


Number  of 
Patients 

Auricular  fibrillation  or  bundle  branch  block 

(clinical  and  electrocardiographic)  13 

Complete  urinary  retention  17 

Asthmatic  or  pulmonary  embarrassment  5 


* Age  varied  from  fifty-four  to  eighty-eight  years,  the 
average  being  seventy. 

Our  third  fatality  (eighteenth  patient)  shot 
an  embolus  during  the  operation  and  died  the 
following  day.  He  developed  pain  and  numb- 
ness in  his  left  arm.  No  pulse  was  perceptible 
in  the  left  arm  and  forearm.  At  this  point  the 
operation  had  proceeded  only  as  far  as  the  ex- 
posure of  the  prostate  and  bladder  neck.  The 
last  step  had  been  the  upward  retraction  of  the 
retropubic  fat.  No  incision  had  been  made  in 
the  prostate,  and  no  vessels  had  been  ligated. 
Had  we  elected  to  stop  the  operation  at  this 
point  or  to  change  to  a simple  cystostomy  our 
mortality  rate  might  have  been  decreased,  but 
we  proceeded  with  the  operation  which  went 
smoothly.  The  anesthetist  and  the  medical 
consultant  who  were  called  were  of  the  opinion 
that  he  had  developed  a pulmonary  and  left 
brachial  embolism.  We  regret  that  we  were 
unable  to  obtain  postmortems  on  any  of  these 
cases.  Three  out  of  23  died,  a mortality  rate  of 
14  per  cent,  which  is  high  but  not  discouraging 
because  there  was  no  selection  of  cases  and  we 
operated  on  some  who  were  indeed  in  very  bad 
condition.  Such  a series  is  not  comparable  with 
private  practice  where  it  is  often  possible  to  do 
100  cases  without  a mortality. 

Size  of  Prostate 

The  smallest  prostate  in  our  series  weighed  8 
Gm.,  and  the  largest  weighed  110  Gm.  It 
hardly  need  be  stated  that  the  smallest  glands 
are  the  most  difficult  to  enucleate,  and  inas- 
much as  they  are  so  amenable  to  treatment  by 
transurethral  resection,  we  have  come  to  the 
conclusion  on  the  basis  of  experience  that,  as  a 
rule,  retropubic  prostatectomy  should  not  be 
done  on  glands  weighing  less  than  30  Gm. 
Large,  smooth,  elastic  glands  enucleate  quite 
easily,  and  there  is  no  added  difficulty  in  the 
operation  when  the  hypertrophied  lobes  of  the 
prostate  protrude  into  the  bladder.  The 
circular  fibers  at  the  vesical  neck  are  easily 
stripped  off  the  gland  under  direct  vision,  and 
vital  structures  such  as  the  ureteral  openings 
are  clearly  seen  and  easily  avoided. 

When  it  is  necessary  to  enlarge  the  trans- 
verse incision,  as  in  dealing  with  massive 
glands,  great  care  and  caution  should  be  ex- 
ercised in  order  to  avoid  the  very  dense 
lateral  plexus  of  veins.  We  had  trouble  with 
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the  lateral  plexus  in  one  instance.  The  rent  in 
the  vessel  was  difficult  to  find  because  of  the 
constant  welling  of  venous  blood  into  the 
wound.  We  soon  brought  it  under  control 
with  plain  ties  on  the  clamped  vessels,  being 
careful  not  to  enlarge  the  rent  in  the  vein  by 
undue  motion  of  the  hemostat.  Suture  liga- 
tures should  not  be  used  in  dealing  with  the 
lateral  plexus  for  reasons  which  are  apparent. 

Postoperative  Course 

More  than  in  any  other  major  operation,  “the 
comfort  of  the  patient, ’’inMillin’s  words,  “must 
be  seen  to  be  appreciated.”  This  depends  on 
the  working  condition  of  the  catheter.  When 
the  catheter  drains  freely,  we  can  almost  be 
sure  the  patient  will  have  a fine  postoperative 
course.  Six  of  our  patients  received  no  post- 
operative morphine  or  demerol,  while  five  re- 
ceived no  sedation  of  any  kind.  Our  patients 
are  placed  on  free  drainage,  and  the  bladder  is 
irrigated  every  half  hour  for  the  first  six  hours 
and  every  two  hours  thereafter  for  the  first 
day.  If  the  urine  is  not  too  bloody,  the  patient 
is-  allowed  out  of  bed  on  the  second  or  third 
day,  provided,  of  course,  that  there  is  no 
medical  contraindication.  When  the  catheter 
is  removed  on  the  fifth  or  sixth  day,  the  patient 
should  be  able  to  void.  If  he  is  unable  to  do  so, 
the  catheter  is  reinserted.  In  45  per  cent  of  our 
cases  it  was  necessary  to  reinsert  the  catheter 
after  its  removal.  An  additional  day  or  two  of 
catheter  drainage  corrected  this  situation. 
Some  British  surgeons  leave  the  catheter  in  for 
eight  or  nine  days  routinely.  In  four  of  our 
cases,  the  suprapubic  wound  drained  urine 
when  the  catheter  was  out  in  spite  of  the  fact 
that  the  patient  was  able  to  void.  The  catheter 
was  then  allowed  to  remain  in  position  an  ad- 
ditional three  to  five  days,  and  this  permitted 
the  suprapubic  wounds  to  heal  rapidly.  In  one 
instance,  the  catheter  was  not  draining,  but  the 
patient  was  able  to  void  around  the  catheter 
forty-eight  hours  after  the  operation.  The 
catheter  was  removed  in  this  unusual  case,  and 
the  patient  voided  freely  thenceforth.  As  a 
general  rule,  it  is  easy  to  reinsert  a catheter 
after  the  second  postoperative  day,  but  great 
difficulty  is  encountered  if  tried  within  the  first 

TABLE  2. — Postoperative  Status  (Two  to  Nine  Months 
Postoperatively)  in  23  Retropubic  Prostatectomies 

Number  of 
Patients 


Urinary  incontinence  0 

Loss  of  sexual  power  0 

Epididymitis  0 

Osteitis  puttis  and  periostitis  pubis  0 

Embolism  3 

Secondary  operations  2 

Secondary  operations  on  the  bladder  neck  0 


twenty-four  hours.  Because  of  the  latter,  we 
doubly  check  the  drainage  of  the  catheter  while 
the  patient  is  in  the  operating  room  and  fix  it 
in  position.  When  a straight  catheter  is  used, 
sutures  in  the  glans  penis  or  prepuce  may  be 
used  to  anchor  the  catheter. 

Penicillin  and  the  sulfonamides  were  not 
given  as  a routine  postoperative  measure  to  our 
patients  but  were  resorted  to  only  when  spe- 
cifically indicated.  Three  patients  developed 
postoperative  pneumonia  from  which  they 
made  rapid  recoveries  with  the  administration 
of  penicillin. 

In  four  cases  there  was  some  stress  incon- 
tinence which  responded  immediately  to 
muscular  excercise,  such  as  starting  and 
stopping  the  urinary  stream  four  or  five  times 
during  micturition.  We  have  had  no  case  of 
urinary  incontinence  (Table  2). 

The  postoperative  residual  urine  varied  be- 
tween 0 and  20  cc.  in  all  cases  except  one  in 
which  a running  stitch  was  placed  in  the  blad- 
der neck  during  operation.  This  patient  had  45 
cc.  residual  urine  when  last  seen  in  the  out- 
patient department  four  months  postopera- 
tively. 

Osteitis  pubis  and  periostitis  pubis  have 
been  unknown  in  our  series.  None  of  our 
cases  has  had  preliminary  vasectomy,  and  we 
have  not  encountered  postoperative  epidid- 
ymitis. 

All  patients  who  were  potent  and  able  to 
have  erections  before  operation  retained  their 
powers  after  the  operation.  This  includes  the 
oldest  patient  who  was  eighty-eight  years  of 
age  who  states  that  now  the  act  lasts  so  long 
that  it  is  “tiring.” 

One  patient  developed  a white  stone,  about  2 
cm.  by  2 cm.  in  diameter,  about  four  weeks 
postoperatively.  We  were  able  to  see  the  stone 
on  endoscopy  in  the  posterior  urethra.  We 
were  unable  to  push  it  back  into  the  bladder 
and  crush  it,  nor  was  it  possible  to  draw  it  out, 
since  it  was  too  jagged  and  we  feared  tearing 
the  patient’s  urethra.  We  inserted  an  in- 
dwelling catheter  and  irrigated  it  with  G solu- 
tion. The  stone  vanished  in  five  days,  and  we 
were  unable  to  recover  the  nucleus.  Several 
cases  have  been  reported  where  stones  have 
formed  after  the  use  of  absorbable  hemostatic 
agents. 

The  endoscopic  picture  of  the  posterior 
urethra  is  remarkable.  The  walls  are  clear  and 
smooth  as  early  as  six  weeks  after  operation. 
Even  the  floor  of  the  prostatic  fossa  which  is 
not  sutured  at  operation  is  firm  and  smooth. 

The  average  hospital  stay  was  seventeen 
days,  although  many  could  have  gone  home 
many  days  sooner.  Either  because  they  got 
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better  care  in  the  hospital  or  because  they  had 
no  home,  our  patients  were  reluctant  to  leave, 
and  it  was  rare  indeed  for  a patient  to  request 
discharge  from  the  hospital.  Such  situations 
are  not  met  with  in  private  hospitals  where 
the  patients’  expenses  mount  with  each  hospital 
day.  When  our  patients  left  the  hospital,  they 
had  full  urinary  control  and  their  abdominal 
wounds  were  completely  healed. 

Summary  and  Conclusions 

We  present  our  small  series  of  23  retropubic 
prostatectomies  which  have  been  done  in 
various  ways  so  that  we  could  learn  the  most 
from  each  step.  These  were  done  in  a city 
hospital  where  patients  were  generally  under- 
nourished and  were  admitted  in  acute  urinary 
retention.  A brief  account  of  several  new  in- 
struments is  introduced.  We  feel  that  retro- 
pubic prostatectomy,  as  a ride,  should  not  be 
done  on  prostates  weighing  less  than  30  Gm. 
and  that  all  large,  smooth,  elastic  glands  are 
easily  and  ideally  removed  by  this  method. 
Small  prostates  should  not  be  treated  retro- 
pubically  for  three  reasons:  (1)  proximity  of 
the  large  branches  of  the  dorsal  vein  of  the 
penis  when  the  gland  is  small,  (2)  difficulty  in 
enucleating  small  glands,  and  (3)  the  ease  with 
which  they  are  amenable  to  treatment  by 
transurethral  surgery.  It  has  been  necessary 
for  us  to  do  one  secondary  operation  for 
hemorrhage.  The  approach  here  was  the  same 
as  in  the  primary  operation;  the  bleeders  were 
ligated,  the  wound  was  not  packed,  and  the 


bladder  was  not  opened.  Another  secondary 
operation  was  for  suprapubic  sinus  due  to  the 
inpingement  of  the  tip  of  the  catheter  under  the 
posterior  lip  of  the  bladder  neck. 

Routine  postoperative  administration  of 
penicillin  or  the  sulfonamides  was  not  done  in 
this  series,  yet  we  have  had  no  postoperative 
osteitis  pubis  or  periostitis  pubis.  There  has 
been  no  epididymitis,  although  no  preliminary 
vasectomies  were  done.  Urinary  incontinence 
has  been  absent  in  this  series,  and  none  of  our 
patients  has  lost  potency. 

We  are  particularly  impressed  by  the 
smooth  postoperative  convalescence  of  the 
patients  and  the  satisfactory  postoperative 
appearance  of  the  posterior  urethra  and  bladder 
neck  on  endoscopy.  For  this  reason  we  feel 
that  retropubic  operations  should  be  done  in 
selected  cases  of  large  benign  hyperplasia  of  the 
prostate  in  preference  to  suprapubic  prostatec- 
tomy. The  retropubic  method  is  technically 
somewhat  more  difficult  than  the  suprapubic, 
but  it  can  easily  be  learned  with  moderate  ex- 
perience. 

Ill  East  71st  Street 
901  Lexington  Avenue 
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THEY  ADVERTISED  FOR  COMPLAINTS— RESULT? 


A tacit  tribute  has  been  accorded  the  medical 
profession  of  Alameda  County  for  its  strict  adherence 
to  ethics.  It  comes  from  the  750,000  persons  of  this 
county  to  whom  the  Alameda  County  Medical  As- 
sociation is  addressing  its  advertising.  It  takes 
form  in  the  failure  of  the  advertisements  to  produce 
more  than  a trickle  of  response. 

We  have  repeatedly  advertised  a guarantee  of 
medical  care  for  all  who  need  it,  regardless  of  their 
ability  to  pay.  There  has  been  not  one  bona  fide 
case  reported  to  our  headquarters  office  of  anyone 
being  refused  medical  care  because  of  lack  of  money 
with  which  to  pay  the  doctor. 

We  have  repeatedly  advertised  a request  for  com- 
plaints on  excessive  fees  and  other  unethical  acts. 
There  have  been  answers  to  this  request — but  they 
have  been  few,  and  even  these  usually  prove  to  be 
primarily  a misunderstanding. 

It  was  a bold  step  to  advertise  for  those  who 
couldn’t  get  needed  medical  care,  to  advertise  for 
complaints.  No  other  medical  society  in  this 


country  had  ever  attempted  such  an  undertaking. 
But  we  went  forward  with  complete  confidence  that 
the  doctors  of  this  country  so  practiced  medicine 
that  the  negative  results  were  a foregone  conclusion. 

This  confidence  has  been  justified.  And,  if  Ala- 
meda County  doctors  are  typical,  and  we  believe 
they  are,  then  the  nation  has  every  reason  to  feel 
assured  of  its  medieal  care  resources,  regardless  of 
economic  or  other  conditions. 

If  there  are  areas  of  need  in  the  health  problems 
of  the  people,  they  must  be  outside  the  economics 
of  the  private  practice  of  medicine — in  public  health, 
nutrition,  public  health  education,  ancillary  facili- 
ties, and  services. 

We  have  been  convinced  that  there  is  no  area  of 
need  in  anything  over  which  the  private  practitioner 
of  medicine  exercises  control. 

— William  G.  Donald,  M.D.,  , 

President  Alameda  County  Medical  Assn., 
California — Bulletin,  Onondaga  County  Medico 1 
Society,  January,  194!) 


HORMONE  CONTROL  THERAPY  AS  A PREPARATION  FOR 
RADICAL  PERINEAL  PROSTATECTOMY  IN  ADVANCED 
CARCINOMA  OF  THE  PROSTATE 

A.  Laurence  Parlow,  M.D.,  and  W.  W.  Scott,  M.D.,  Rochester,  New  York 

(From  the  Department  of  Surgery,  Division  of  Urology,  of  the  University  of  Rochester,  School  of  Medicine 
and  Dentistry ) 


THE  management  of  advanced  carcinoma  of 
the  prostate  by  bilateral  orchiectomy,  the  ad- 
ministration of  estrogens,  or  a combination  of 
both  has  received  careful  study  by  numerous  ob- 
servers during  the  past  seven  years.  This 
therapy,  a result  of  excellent  basic  experimental 
and  clinical  studies  by  Huggins  and  his  associates, 
is  of  proved  clinical  value.1,2  Additional  recog- 
nition is  also  due  Kutscher  and  Wolbergs  and  the 
Gutmans  for  their  invaluable  research  regarding 
the  phosphatase  enzymes.3,4  In  this  report  we 
wish  to  limit  our  discussion  to  a group  of  cases  in 
which  the  cancer  has  extended  beyond  the  con- 
fines of  the  prostate  but  in  which  there  is  no 
clinical  evidence  of  metastases. 

Regression  in  the  size  of  primary  tumor  is  the 
usual  immediate  result  of  hormone  therapy  in  the 
majority  of  cases.  Colston  states  that  75  per  cent 
of  the  patients  with  prostatic  cancer  treated  with 
diethylstilbestrol  at  the  Brady  Urological  Insti- 
tute are  expected  to  show  objective  regression.6 
Scott  and  Benjamin  found  66.2  per  cent  showed 
regression  following  orchiectomy.6  It  is  interest- 
ing to  note  that  failure  of  response  to  hormone 
therapy  is  more  frequently  found  in  that  group  of 
cases  having  the  undifferentiated  type  of  pro- 
static cancer. 

Four  years  ago  at  a meeting  of  this  Society,  one 
of  us  (Parlow),  in  reporting  results  of  hormone 
therapy  in  75  patients  having  advanced  carcinoma 
of  the  prostate,  suggested  that  the  radical  perineal 
prostatectomy,  performed  on  patients  in  whom 
an  advanced  cancer  had  regressed  to  within  the 
confines  of  the  prostate  following  therapy,  might 
prolong  the  life  of  many  of  these  individuals  and 
prevent  them  from  suffering  the  agonies  of  a re- 
currence of  the  disease.7  This  idea  had  evidently 
occurred  to  others.  Vallett  reported  a case  in 
which  the  radical  operation  was  carried  out  on  a 
patient  following  bilateral  orchiectomy.8  The 
patient,  however,  unfortunately  died  too  soon 
#fter  the  operation  for  the  merits  of  the  procedure 
to  be  evaluated.  Colston  recommended  the  pro- 
cedure in  1944,  and  Scott  and  Benjamin  reported 
two  cases  in  1944. 9,6  One  of  their  patients  was 
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prepared  for  the  radical  operation  by  the  com- 
bination of  orchiectomy  and  stilbestrol  and  the 
other  by  the  administration  of  stilbestrol  only. 
One  of  us  (Parlow)  reported  a series  of  six  cases  at 
a meeting  of  the  Central  Section  of  the  American 
Urological  Association  in  March,  1946.  This  re- 
port was  not  published  as  it  was  felt  that  in- 
sufficient time  had  elapsed  following  the  radical 
surgery  in  order  for  one  to  arrive  at  any  satisfac- 
tory conclusion  as  to  its  ultimate  merits.  More 
recently,  Colston  has  submitted  a very  complete 
report  of  seven  patients  upon  whom  a radical 
prostatectomy  was  performed  following  prepara- 
tion by  the  administration  of  diethylstilbestrol,  1 
to  2 mg.  per  day.5  The  patients  had  all  been 
operated  on  within  a period  of  two  years.  One 
patient  suffered  a relapse  of  the  disease  and  died 
of  metastases  one  year  after  operation. 

In  the  Urological  Clinic  of  the  Strong  Memorial 
Hospital  we  have  treated  14  patients  using  the 
combination  of  hormone  therapy  and  radical 
surgery.  We  are  reporting  in  detail  only  nine  of 
these,  since,  in  our  opinion,  the  remaining  cases 
have  been  operated  on  too  recently  to  justify  any 
attempt  to  evaluate  the  efficacy  of  the  therapy. 
In  all  of  them  the  cancer,  when  first  seen  in  rectal 
examination,  was  found  to  be  too  extensive  to 
permit  its  complete  extirpation  by  radical  surgery. 
The  diagnosis  was  confirmed  by  prostatic  biopsy 
in  five  instances.  Each  patient  had  a life  ex- 
pectancy of  at  least  five  years  and  showed  no 
evidence  of  metastases  by  x-ray  and  by  acid  and 
alkaline  serum  phosphatase  estimations.  All 
were  prepared  for  the  radical  perineal  prostatec- 
tomy either  by  orchiectomy,  the  administration  of 
stilbestrol,  or  by  a combination  of  both.  The  re- 
gression of  the  primary  lesion  had  ceased  in  each 
patient,  and  in  our  opinion  the  characteristic  re- 
activation of  the  disease  would  ultimately  take 
place.  We  have  not  committed  ourselves  to  any 
one  form  of  hormone  therapy.  It  is  our  opinion 
that  the  preoperative  treatment  to  be  used  is  that 
which  will  result  in  the  most  rapid  and  complete 
regression  of  the  primary  lesion. 

Case  Reports 

Case  1. — C.  D.,  aged  seventy-two,  was  first  seen  on 
November  1,  1943.  He  gave  a history  of  having 
noticed  a gradual  diminution  in  the  force  and  caliber 
of  the  urinary  stream  during  the  previous  six  months. 
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During  this  time  he  had  also  developed  frequent 
urination  and  terminal  dribbling.  There  was  no 
history  of  loss  in  weight. 

Physical  examination  revealed  a well-nourished, 
well-developed  white  man,  apparently  in  good 
physical  condition.  The  external  genitalia  were 
normal.  On  rectal  examination  the  prostate  was 
moderately  enlarged  in  all  diameters,  smooth,  fixed, 
and  of  third  degree  induration  that  extended  to  in- 
volve both  seminal  vesicles.  There  was  a residual 
urine  of  15  cc.  The  acid  and  alkaline  phosphatase 
estimations  were  2.5  and  11.8  King- Armstrong  units, 
respectively.  X-ray  studies  showed  no  evidence  of 
metastases.  A prostatic  biopsy  revealed  adeno- 
carcinoma. 

Because  of  the  extent  of  the  carcinoma,  radical 
surgery  was  considered  inadvisable.  An  orchiectomy 
was  performed  on  November  22,  1943. 

During  the  following  year,  the  patient  was  seen  at 
frequent  intervals.  His  urinary  complaints  com- 
pletely disappeared,  and  he  gained  some  weight. 
The  serum  phosphatases  remained  normal. 

The  carcinoma  regressed,  and  on  November  13, 
1944  he  entered  the  hospital  for  a radical  perineal 
prostatectomy.  Laboratory  studies  showed  hemo- 
globin 12.9  Gm.,  white  blood  cells  8,150,  phenolsul- 
fonphthalein  excretion  85  per  cent  in  two  hours,  acid 
phosphatase  2.6,  and  alkaline  phosphatase  4.3  King- 
Armstrong  units,  respectively.  The  urine  was 
normal. 

On  November  14,  1944,  a radical  perineal  pros- 
tatectomy was  performed.  He  had  a satisfactory 
postoperative  convalescence.  The  urethral  catheter 
was  removed  sixteen  days  following  the  operation. 
When  discharged  from  the  hospital  seven  days  later, 
he  was  voiding  a stream  of  good  force  and  caliber  and 
had  perfect  control. 

Pathologic  studies  showed  extensive  carcinoma  of 
the  prostate  with  extension  into  the  seminal  vesicles. 

Following  his  discharge  from  the  hospital,  the 
patient  resumed  his  normal  activities.  He  is  well 
and  has  no  complaints  referable  to  the  act  of  urina- 
tion. A rectal  examination  on  April  19,  1948,  re- 
vealed a firm  nodule  at  the  site  of  the  prostate.  This 
was  considered  recurrent  carcinoma.  Stilbestrol  1 
mg.  per  day  has  been  prescribed. 

Case  2. — R.  D.  G.,  aged  fifty-eight,  was  first  ex- 
amined on  May  28,  1944.  Six  months  before,  a hard 
nodule  had  been  noticed  in  the  left  lobe  of  the  pros- 
tate. He  had  no  urinary  complaints  except  for  some 
diminution  in  the  caliber  of  the  urinary  stream. 

The  family  history  revealed  his  father  died  of 
carcinoma  of  the  bladder.  One  sister  died  of  car- 
cinoma of  the  breast,  and  one  brother  died  of  car- 
cinoma of  the  stomach:  The  patient  had  had  a 

coronary  attack  two  years  before,  and  electrocardio- 
graphic changes  were  present. 

On  physical  examination  he  seemed  to  be  in  rela- 
tively good  physical  condition.  The  heart  was  en- 
larged but  well  compensated.  The  right  leg  was  en- 
larged as  a result  of  a phlebitis  many  years  previous. 
The  external  genitalia  were  normal.  Rectal  examina- 
tion revealed  the  prostate  to  be  slightly  enlarged  in 
all  diameters.  In  the  left  lobe  there  was  a nodule  of 
stony  hard  consistency  that  had  extended  beyond 


the  confines  of  the  prostate.  It  was  felt  that  a 
better  functional  result  could  be  obtained  if  the 
prostate  could  be  made  to  regress.  He  was  placed  on 
stilbestrol,  5 mg.  per  day,  but  surgery  was  delayed 
because  of  a second  coronary  attack  in  June,  1944. 

On  November  17,  1944,  the  patient  was  admitted 
to  the  hospital  and  prepared  for  a radical  perineal 
prostatectomy.  All  laboratory  studies  were  normal. 
An  x-ray  of  the  heart  showed  arteriosclerosis  and  left 
ventricular  enlargement.  X-ray  of  the  bones  re- 
vealed no  evidence  of  metastases.  On  November  21 , 
1944,  a radical  perineal  prostatectomy  was  carried 
out.  Postoperatively  the  patient  had  a satisfactory 
convalescence,  and  he  was  discharged  from  the  hos- 
pital fifteen  days  later. 

Pathologic  studies  showed  carcinoma  of  the 
prostate  with  extension  through  the  capsule. 

Four  months  later  rectal  examination  revealed  a 
small  area  of  induration  on  the  right  side.  He  was 
given  1 mg.  of  stilbestrol  every  other  day.  Seventeen 
months  after  operation  he  suffered  another  coronary 
attack  and  was  confined  to  his  bed  for  two  months. 
Twenty  months  after  operation  his  urinary  control 
was  perfect.  He  has  been  followed  at  regular  inter- 
vals and  seems  in  good  condition.  The  area  of  in- 
duration noted  above  has  remained  unchanged,  and 
it  is  our  opinion  that  it  represents  a portion  of  unre- 
moved seminal  vesicle.  The  blood  phosphatases  and 
x-ray  studies  have  remained  normal. 

Case  3. — 0.  J.,  aged  sixty-one,  was  first  seen  on 
September  17,  1943.  He  gave  a history  of  gradually 
increasing  frequency,  dysuria,  and  dribbling  during 
the  previous  three  years. 

The  patient  seemed  to  be  in  good  physical  con- 
dition but  was  very  nervous.  The  external  genitalia 
were  normal.  On  rectal  examination  the  prostate 
was  enlarged  in  all  diameters.  It  was  of  third  degree 
induration  with  extension  to  both  seminal  vesicles. 
There  was  no  x-ray  evidence  of  metastases.  The 
serum  acid  and  alkaline  phosphatases  were  normal. 
A prostatic  biopsy  revealed  adenocarcinoma. 

He  was  given  stilbestrol,  5 mg.  per  day.  This 
therapy  gave  him  some  relief,  but  his  symptoms  did 
not  entirely  disappear.  The  cancer  did  regress  but 
not  to  the  degree  hoped  for.  On  April  5,  1945,  an 
orchiectomy  was  performed.  Stilbestrol  therapy  was 
continued.  The  carcinoma  then  rapidly  regressed, 
and  there  was  complete  disappearance  of  his  urinary 
symptoms.  Four  months  later  it  was  considered 
that  radical  surgery  was  possible. 

The  patient  entered  the  hospital  and  was  prepared 
for  operation.  The  urine  was  normal.  Kidney  func- 
tion tests  were  normal.  The  acid  and  alkaline  serum 
phosphatase  studies  were  3.6  and  1.8  King-Arms- 
strong  units,  respectively.  An  electrocardiograph 
showed  a tendency  toward  left  axis  deviation. 

On  September  9, 1945,  a radical  perineal  prostatec-* 
tomy  was  carried  out  without  difficulty.  Following 
operation,  the  patient  had  an  uneventful  con- 
valescence, and  the  wound  healed  normally.  On  re- 
moval of  the  catheter  he  had  almost  complete  in- 
continence of  urine.  This  annoyance  persisted  for 
about  two  weeks.  He  was  discharged  from  the  hos- 
pital twenty-eight  days  after  operation. 
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Pathologic  examination  revealed  adenocarcinoma 
of  the  prostate. 

This  patient  has  been  followed  at  regular  intervals 
since  leaving  the  hospital.  He  has  no  difficulty  in 
voiding  but  complains  of  some  incontinence  of  urine 
when  he  tires.  He  has  resumed  his  normal  life. 
There  has  been  no  evidence  whatsoever  of  any  re- 
turn of  the  cancer. 

Case  4. — W.  A.,  aged  fifty-eight,  was  seen  June  22, 
1942.  He  stated  that  his  urinary  stream  had 
gradually  decreased  in  size  and  caliber  and  had  been 
slow  in  starting  for  the  past  year.  His  father  had 
died  of  carcinoma  of  the  bowel. 

Physical  examination  revealed  the  patient  to  be  in 
good  physical  condition.  He  had  an  indirect  right 
inguinal  hernia.  The  prostate  was  definitely  en- 
larged, and  there  was  an  area  of  third  degree  indura- 
tion involving  all  of  the  right  lobe  and  the  greater 
part  of  the  left.  There  was  only  slight  involvement 
of  the  seminal  vesicles.  The  residual  urine  was  200 
cc.  X-ray  and  phosphatase  studies  showed  no 
evidence  of  metastases.  A prostatic  biopsy  revealed 
carcinoma. 

On  July  13,  1942,  an  orchiectomy  was  performed. 
Following  this  procedure  the  patient  felt  much 
better.  The  prostate  rapidly  decreased  in  size  and 
became  much  softer.  On  August  24,  1944,  he  was 
advised  to  have,  and  refused,  a radical  perineal 
prostatectomy.  On  November  2,  1945,  he  began  to 
have  some  difficulty  in  starting  the  urinary  stream. 
Stilbestrol,  5 mg.  per  day,  was  prescribed,  and  his 
symptoms  disappeared.  He  then  consented  to  have 
a radical  operation  and  was  admitted  to  hospital. 

Laboratory  studies  showed  acid  phosphatase  2.1, 
alkaline  phosphatase  9.3  King-Armstrong  units,  re- 
spectively. Blood  counts  and  hemoglobin  were 
normal.  The  nonprotein  nitrogen  and  phenolsul- 
fonphthalein  tests  were  normal.  An  x-ray  meta- 
static survey  was  normal.  A cystoscopic  examina- 
tion showed  50  cc.  of  residual  urine.  There  was  a 
smooth  enlargement  of  the  median  and  both  lateral 
lobes.  Both  sphincter  muscles  were  free  of  tumor. 

A radical  perineal  prostatectomy  was  carried  out 
on  January  22,  1946.  The  patient  had  a normal  con- 
valescence and  was  discharged  from  the  hospital 


Before  orchiectomy  12-20-44 
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twenty-three  days  following  operation.  At  this  time, 
control  of  his  urine  was  not  complete;  however,  five 
months  later  it  was  perfect. 

Pathologic  studies  revealed  carcinoma  of  the 
prostate. 

The  patient  has  been  followed  at  regular  intervals 
and,  as  of  this  date,  he  is  well  and  shows  no  evidence 
whatever  of  a return  of  the  cancer. 

Case  5.— H.  D.,  aged  seventy-two  was  admitted  to 
the  hospital  on  December  10,  1944,  with  complete 
retention  of  urine.  He  gave  a history  of  progressive 
urinary  frequency  and  difficulty  during  the  previous 
year.  There  was  no  loss  of  weight. 

The  patient  was  placed  on  catheter  drainage.  He 
looked  somewhat  pale.  The  prostate  was  markedly 
enlarged  in  all  diameters,  irregular,  and  stony  hard. 
The  induration  had  extended  to  involve  the  peri- 
prostatic tissue  and  both  seminal  vesicles.  A pros- 
tatic biopsy  revealed  adenocarcinoma. 

On  December  20,  1944,  an  orchiectomy  was  per- 
formed. The  catheter  was  removed,  and  the  patient 
voided  without  difficulty.  He  was  discharged  from 
hospital  and  given  stilbestrol,  1 mg.  per  day. 

During  the  next  year,  the  patient’s  general  con- 
dition improved.  He  felt  well.  The  prostate  re- 
gressed in  size,  became  soft,  and  on  March  1,  1946, 
the  carcinoma  had  regressed  to  a point  where  it  was 
felt  the  entire  prostate  could  be  completely  removed 
by  radical  surgery  (Fig.  1). 

Cystoscopic  examination  revealed  both  sphincter 
muscles  to  be  free  of  tumor.  Laboratory  studies 
showed  normal  urine.  Blood  counts  and  hemoglobin 
were  normal.  The  kidney  function  tests  were  nor- 
mal. The  phosphatases  were  normal.  An  x-ray 
survey  for  metastases  was  normal. 

On  March  26,  1946,  a radical  perineal  prostatec- 
tomy was  performed  with  no  difficulty.  Following 
operation,  the  patient  had  an  uneventful  convales- 
cence. The  catheter  was  removed  in  sixteen  days, 
and  he  was  discharged  from  the  hospital  two  days 
later. 

Pathologic  studies  revealed  carcinoma  of  the 
prostate. 

Since  leaving  the  hospital,  the  patient  has  re- 
sumed his  normal  life.  He  is  well  and  has  no  urinary 


radical  prostatectomzj  3-26-46 
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Fig.  1.  (A)  Diagram  of  rectal  findings  on  first  examination.  ( B ) Fifteen  months  after  bilateral  orchi- 

ectomy at  time  of  radical  perineal  prostatectomy. 
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complaints.  He  has  been  examined  at  regular  inter- 
vals and  shows  no  evidence  whatever  of  a return  of 
his  disease. 

Case  6. — C.  D.,  aged  sixty-one,  in  the  course  of  a 
routine  physical  examination  in  October,  1943,  was 
found  to  have  an  enlargement  of  the  prostate  gland 
with  an  area  of  second  degree  induration  involving 
the  outer  and  upper  third  of  the  right  lateral  lobe. 
This  area  did  not  seem  to  be  a malignancy,  and  he 
was  advised  to  return  for  re-examination  in  one 
month.  He  was  seen  six  months  later,  and  no  change 
in  the  prostate  was  noted.  He  returned  in  August, 
1945,  at  which  time  the  area  of  induration  had 
definitely  increased  in  size  and  seemed  to  have  ex- 
tended through  the  base  of  the  prostate  on  the  right 
side.  After  repeatedly  cancelling  appointments  the 
patient  finally  returned  on  November  5,  1945,  at 
which  time  a biopsy  of  the  prostate  was  obtained. 
The  pathologic  study  revealed  prostatic  cancer. 

X-ray  and  blood  serum  phosphatase  studies  re- 
vealed no  evidence  of  metastases.  He  was  given 
stilbestrol,  10  mg.  per  day.  On  this  therapy  the 
prostate  began  to  soften  and  decrease  in  size.  Four 
months  later,  it  was  considered  that  radical  surgery 
was  possible  and  indicated. 

Laboratory  studies  showed  normal  urine.  Blood 
studies  were  normal.  There  was  no  x-ray  evidence 
of  metastases.  The  phosphatases  were  normal. 

On  March  26,  1946,  a radical  perineal  prostatec- 
tomy was  carried  out,  and  at  this  time  the  tip  of  the 
right  seminal  vesicle  was  not  removed.  The  patient 
had  an  uneventful  convalescence  and  was  discharged 
from  the  hospital  in  nineteen  days.  At  this  time  the 
urine  showed  a coccal  infection. 

Pathologic  studies  revealed  carcinoma  of  the 
prostate. 

Two  months  after  his  discharge  from  the  hospital, 
the  patient  voided  a stream  of  good  force  and  caliber 
with  control.  The  urine  was  uninfected.  Re- 
peatedly, the  phosphatase  studies  have  been  normal. 
Per  rectum  the  tip  of  the  right  seminal  vesicle  re- 
mained palpable  but  on  August  14,  1946,  had  prac- 
tically disappeared.  He  has  been  followed  at 
regular  intervals  and  shows  no  clinical  evidence  of 
any  return  of  the  cancer. 

Case  7. — C.  L.,  aged  fifty-nine,  was  first  seen  April 
30,  1945,  complaining  of  difficulty  in  starting  to  void 
for  the  past  three  months.  He  also  complained  of 
frequent  urination  and  stated  his  stream  had  become 
smaller  in  force  and  in  caliber.  He  had  rheumatic 
fever  during  childhood  followed  by  valvular  heart 
disease.  Two  years  before  being  seen,  he  had  a 
slight  cerebral  accident  but  suffered  no  residual 
paralysis.  He  had  gonorrhea  when  a youth. 

The  patient  seemed  to  be  in  good  physical  con- 
dition. The  right  lobe  of  the  prostate  was  definitely 
enlarged  and  contained  a stony  hard  nodule  that  ex- 
tended from  the  apex  to  involve  the  seminal  vesicle. 
The  induration  seemed  to  have  extended  also  beyond 
the  lateral  border  of  the  gland.  The  left  lobe  was 
only  slightly  enlarged  and  soft.  The  carcinoma  was 
considered  as  being  too  extensive  to  be  completely 
extirpated  by  radical  surgery. 

He  was  given  stilbestrol,  5 mg.  twice  a day,  until 
July  14,  1946.  At  this  time  he  was  symptom  free. 
The  prostate  had  become  soft  and  had  regressed  to  a 


degree  where  radical  surgery  was  considered  ad- 
visable. 

Laboratory  studies  showed  a normal  urine,  red 
blood  count  3,800,000,  hemoglobin  13.2  Gm.,  phenol- 
sulfonphthalein  60  per  cent  output  in  two  hours,  and 
the  acid  phosphatase  3.5  and  alkaline  phosphatase 
10.3  King-Armstrong  units,  respectively.  The  x-ray 
survey  was  negative  for  metastases.  A cystoscopic 
examination  showed  a residual  urine  of  80  cc.  Both 
sphincter  muscles  were  free  of  tumor. 

On  July  16, 1946,  a radical  perineal  prostatectomy 
was  performed.  At  this  time  the  prostate  and  the 
right  seminal  vesicle  were  found  to  be  adherent  to 
the  surrounding  tissues.  Following  operation,  the 
patient  had  a satisfactory  convalescence.  The 
catheter  was  removed  fifteen  days  after  operation. 
He  was  discharged  six  days  later. 

Pathologic  studies  showed  carcinoma  of  the  pros- 
tate. 

This  patient  has  continued  to  be  well.  For  a few 
weeks  he  had  some  incontinence  of  urine  when  he 
became  tired.  He  now  has  no  urinary  difficulty. 
There  has  been  no  clinical  evidence  of  any  return  of 
the  cancer. 

Case  8. — N.  P.  D.,  aged  seventy-four,  was  first 
seen  on  August  29,  1946,  complaining  of  frequent 
urination  during  the  day  and  night.  Associated  with 
this  he  had  diminution  in  the  force  and  caliber  of  the 
urinary  stream.  He  gave  a history  of  having  had 
treatment  for  prostatic  disease  for  the  previous  five 
years. 

The  patient  appeared  to  be  in  good  physical  con- 
dition. The  external  genitalia  were  normal.  The 
prostate  was  moderately  enlarged  in  all  diameters, 
and  on  the  left  there  was  an  area  of  third  degree  in- 
duration which  was  very  distinct  and  protruded 
slightly  beyond  the  confines  of  the  prostate.  All 
laboratory  studies  were  normal.  The  urine  was 
normal.  He  was  given  stilbestrol,  10  mg.  per  day. 

One  month  later  the  area  in  the  prostate  had 
softened  and  decreased  in  size,  and  radical  surgery 
was  advised. 

Laboratory  studies  revealed  red  blood  count  3,- 
120,000,  white  blood  count  5,000,  and  hemoglobin 
11.9  Gm.  The  Wassermann  was  normal,  and  the 
blood  nonprotein  nitrogen  was  normal.  The  acid 
phosphatase  and  alkaline  phosphatase  estimations 
were  3.7  and  7.0  King-Armstrong  units,  respectively. 
A metastatic  x-ray  survey  showed  no  evidence  of 
any  metastases.  A cystoscopic  examination  revealed 
a residual  urine  of  45  cc.  Both  sphincter  muscles 
were  found  to  be  free  of  tumor. 

On  October  11,  1946,  a radical  perineal  prostatec- 
tomy was  carried  out  with  no  difficulty.  The 
catheter  was  removed  eight  days  after  operation  and 
the  patient  discharged  from  the  hospital  three  days 
later. 

The  pathologic  studies  revealed  carcinoma  of  the 
prostate. 

After  his  discharge  from  the  hospital  the  patient 
was  followed  at  regular  intervals.  He  has  remained 
well  and  is  voiding  without  difficulty.  He  has  re- 
sumed his  normal  life.  Examination  to  date  has  re- 
vealed no  evidence  of  any  return  of  the  disease  either 
local  or  metastatic. 
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Condition  when  first  seen 
before  stilbestrol  12-19-45 


A 


At  time  of  radical  prostatectomy  10~17~46 

B 


Fig.  2.  (dj  Diagram  of  rectal  findings  on  first  examination.  ( B)  Ten  months  after  institution  of  stil- 
bestrol therapy  at  time  of  radical  perineal  prostatectomy. 


Case  9. — W.  F.  D.  was  first  seen  on  December  19, 
1945.  He  complained  of  frequency  of  urination 
during  the  day  and  night.  The  urinary  stream  had 
become  smaller  in  force  and  caliber  over  a period  of 
approximately  two  weeks. 

He  appeared  to  be  in  good  physical  condition . The 
external  genitalia  were  normal.  The  prostate  was 
definitely  enlarged  in  all  diameters.  The  left  lobe 
was  of  third  degree  consistency  and  had  extended  be- 
yond the  confines  of  the  prostate  near  the  apex.  The 
right  half  of  the  prostate  was  soft.  The  seminal 
vesicles  were  not  considered  to  be  involved.  Urin- 
alysis was  normal.  He  was  given  stilbestrol,  10  mg. 
per  day. 

On  October  15,  1946,  examination  revealed  the 
tumor  to  have  regressed  to  a degree  where  it  was  felt 
a radical  operation  should  be  performed  (Fig.  2). 

Laboratory  studies  revealed  blood  nonprotein 
nitrogen  28  mg.  per  cent  and  the  phenolsulfonphthal- 
ein  test  80  per  cent  output  in  two  hours.  The  acid 
and  alkaline  phosphatases  were  1.6  and  4.9  King- 
Armstrong  units,  respectively.  An  x-ray  showed  no 
evidence  of  any  metastases.  An  electrocardiogram 
revealed  sinus  bradycardia.  Cystoscopic  studies 
revealed  both  sphincter  muscles  to  be  free  of  tumor. 

On  October  17,  1946,  a radical  perineal  prostatec- 
tomy was  performed.  Following  his  operation  the 
patient  had  an  uneventful  convalescence,  and  the 
catheter  was  removed  in  thirteen  days.  The  patient 
had  some  incontinence  of  urine  which  slowly  and 
progressively  improved.  Two  weeks  following 
operation  he  developed  a phlebitis  of  the  left  leg. 
This  condition  responded  to  therapy,  and  he  was  dis- 
charged from  the  hospital  November  29,  1946. 

Pathologic  studies  revealed  30  Gm.  of  prostatic 
tissue  showing  stilbestrol  effects.  Microscopic  ex- 
amination revealed  no  carcinoma.  Repeat  sec- 
tions were  impossible  inasmuch  as  the  original  speci- 
men had  been  destroyed  by  the  laboratory.  The 
gross  specimen  consisted  of  the  prostate,  seminal 
vesicles,  and  a portion  of  each  vas.  The  left  lobe  was 
hard  and  irregular,  and  its  cut  surface  was  quite  like 
that  observed  in  other  proved  carcinomatous 
prostate  glands  obtained  under  similar  circum- 


stances. We  have  included  this  case  for  the  follow- 
ing reasons:  (1)  in  a similar  case  we  found  it  neces- 
sary to  cut  numerous  repeat  sections  before  finding  a 
microscopic  area  of  carcinoma,  (2)  the  gross  specimen 
suggested  the  presence  of  carcinoma  of  the  prostate, 
(3)  the  response  to  hormone  control  therapy  was 
typical  of  that  observed  by  us  in  similar  cases  of 
carcinoma  of  the  prostate  gland  in  which  the  clinical 
diagnosis  had  been  confirmed  by  microscopic  patho- 
logic studies. 

Following  his  discharge  from  the  hospital,  the 
patient  has  been  seen  at  monthly  intervals.  He 
voids  a stream  of  good  force  and  caliber,  and  the  con- 
trol is  good.  There  has  been  no  evidence  of  any  re- 
turn of  the  cancer.  Rectal  examination  has  revealed 
a small  area  of  induration  above  the  level  of  the 
prostate  which  has  been  present  since  operation. 
There  has  been  no  change  whatsoever  in  this 
nodule  which  is  not  considered  malignant.  Phos- 
phatase studies  have  been  repeatedly  normal. 

Summary 

A series  of  14  cases  of  advanced  carcinoma  of 
the  prostate  prepared  for  the  radical  perineal 
prostatectomy  by  hormone  therapy  has  been 
reported,  nine  in  detail.  All  but  one  presented 
symptoms  of  urinary  obstruction,  one  having 
complete  retention. 

The  time  required  to  prepare  these  patients 
for  radical  surgery  varied  from  four  to  forty-two 
months.  The  average  time  was  twelve  months. 
In  one  patient  (Case  3)  the  administration  of 
stilbestrol  produced  little,  if  any,  change  in  the 
cancer.  However,  following  an  orchiectomy  and 
continued  stilbestrol  therapy,  the  lesion  rapidly 
regressed,  and  four  months  later  a radical  opera- 
tion was  performed. 

The  average  time  that  has  elapsed  since  the 
institution  of  hormone  control  is  forty-one 
months — the  longest  was  seventy  months  and 
the  shortest  twenty-two  months. 

The  average  time  that  has  elapsed  since  the 
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radical  perineal  prostatectomy  is  twenty-nine 
months — the  longest  is  forty-three  months  (two 
cases)  and  the  shortest  twenty  months. 

There  was  no  operative  mortality. 

It  is  of  interest  to  note  that  the  operative 
procedure  was  carried  out  with  more  ease  in  those 
patients  prepared  by  the  combination  of  orchiec- 
tomy and  the  administration  of  stilbestrol  than 
in  those  patients  prepared  by  stilbestrol  therapy 
alone. 

Herger  and  Sauer  report  that  the  average  time 
of  survival  of  patients  having  prostatic  cancer 
without  metastases  is  thirty  and  eight-tenths 
months.10  Vest  and  Frazier  found  36  per  cent, 
Alyea  35  per  cent,  and  Emmett  and  Green  found 
44  per  cent  of  their  patients  died  in  the  period  be- 
tween twenty-four  and  thirty  months  after  cas- 
tration.11-13 Dean  found  that  90  per  cent  of  his 
patients  showed  immediate  improvement  follow- 
ing hormone  therapy,  but  65  per  cent  relapsed 
after  a period  of  thirteen  months.14 

The  fact  that  all  of  the  reported  patients  are 
alive  and  well  and  only  one  shows  evidence  of  a 
local  return  of  the  disease  is,  we  believe,  note- 
worthy. We  are  hopeful  but  doubt,  however, 
that  these  results  will  be  maintained  in  our 
subsequent  cases. 

This  report  is  not  presented  as  an  evaluation 
of  the  ultimate  mortality.  The  fact,  however, 
that  all  of  these  patients  are  alive  and,  with  one 
exception,  apparently  free  from  any  evidence  of 
a return  of  the  disease  and  urinary  obstruction 
would  indicate  that  this  combined  treatment  may 
result  in  an  increased  life  expectancy  and  is 
worthy  of  further  trial. 

Discussion 

Roy  B.  Henline,  M.D.,  New  York  City. — This 
presentation  suggests  that  radical  surgery  may  be 
indicated  in  prostatic  carcinoma  in  a larger  number 
of  patients  than  was  formerly  considered  possible. 
Most  urologists  have  agreed  that  early  prostatic 
cancer  can  only  be  cured  by  early  complete  removal 
of  the  prostate  by  perineum.  Unfortunately,  many 
of  these  patients  with  early  prostatic  cancer  have  no 
symptoms  and,  therefore,  do  not  seek  medical  ad- 
vice at  an  early  stage  of  the  disease.  Early  surgery 
in  this  group  of  cases  is  accepted  as  the  treatment  of 
choice  by  most  urologists. 

Since  the  relationship  of  hormones  and  prostatic 
cancer  was  brought  to  our  attention  by  Huggins  in 
1941,  the  treatment  of  this  disease  has  changed  con- 
siderably. At  present,  it  is  generally  accepted  that 
the  administration  of  estrogenic  hormones  and/or 
castration  offers  tremendous  relief  and  benefit  to 
many  of  these  patients  with  prostatic  cancer  but 
does  not  actually  cure  the  disease.  As  a palliative 
measure  it  has  saved  much  human  suffering.  The 
administration  of  estrogens  or  castration  usually  re- 
sults in  demonstrable  regression  of  the  area  of  cancer 
in  the  prostate.  Since  this  reaction  is  only  temporary, 


it  has  now  been  suggested  that,  during  this  period  of 
regression,  radical  perineal  prostatectomy  should  be 
performed.  Doctors  Parlow  and  Scott  have  pre- 
sented evidence  in  a small  group  of  cases  that  this  is 
not  only  a logical  procedure,  but  one  which  may  pro- 
long the  life  of  some  of  these  patients  and  with 
greater  comfort.  Formerly,  this  group  of  patients 
was  considered  to  have  cancer  of  the  prostate  so  far 
advanced  that  surgery  should  not  be  undertaken 
By  the  preliminary  use  of  estrogens  or  castration 
sufficient  regression  has  occurred  to  make  them 
operable. 

Radical  surgery  will  probably  not  be  the  answer  to 
the  cure  of  malignancies  in  the  future.  When  there 
is  a better  understanding  of  the  origin,  develop- 
ment, and  treatment  of  malignancies,  it  may  be  un- 
necessary to  do  radical  surgery.  We  hope  this  day 
will  be  in  the  not  too  distant  future.  However,  until 
this  information  has  been  obtained,  it  is  generally 
considered  that  radical  surgery  affords  the  only  hope 
of  cure  in  this  disease.  We,  therefore,  subscribe  to 
radical  surgery  wherever  practicable  in  carcinoma  of 
the  prostate. 

The  authors  do  not  suggest  in  their  summary  that 
any  of  these  patients  are  necessarily  cured.  How- 
ever, they  do  suggest  that  combined  hormonal  treat- 
ment and  radical  surgery  may  afford  some  increased 
life  expectancy,  probably  with  greater  comfort. 

During  the  past  several  years  we  have  practiced 
this  method  of  treating  moderately  advanced  cases 
of  prostatic  cancer,  particularly  where  there  is  no 
demonstrable  evidence  of  metastases.  The  regres- 
sion noted  following  castration  and/or  estrogen 
therapy  makes  complete  surgical  removal  easier  to 
perform. 

It  is  my  impression  that  these  patients  remain  free 
from  urinary  distress  in  most  instances  as  long  as  they 
live.  In  only  one  case  that  has  come  to  my  attention 
has  a logical  malignant  recurrence  developed  in  the 
region  of  the  bladder  neck  following  a total  perineal 
prostatectomy.  It  may  even  be  possible  that 
metastatic  lesions  may  be  more  readily  controlled  by 
estrogens  after  the  original  cancer  in  the  prostate  has 
been  completely  removed. 
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AN  EXPERIMENTAL  APPROACH  TO  PSYCHOSOMATIC  BLADDER 
DISORDERS 


Leonard  R.  Straub,  M.D.,  Herbert  S.  Ripley,  M.D.,  and  Stewart  Wolf,  M.D., 

New  York  City 

{From  the  New  York  Hospital  and  the  Departments  of  Medicine  and  Psychiatry  of  Cornell  University  Medical 
College) 


IT  HAS  long  been  recognized  that  urinary  dis- 
turbances, including  both  frequency  and  reten- 
tion, may  occur  under  circumstances  of  emotional 
stress  and  in  the  absence  of  demonstrable  struc- 
tural changes. 1 ~4  The  present  report  concerns  an 
attempt  experimentally  to  explore  the  relevance 
of  personal  problems  and  conflicts  to  these  dis- 
orders of  bladder  function.  It  deals  chiefly  with 
an  account  of  the  method  of  study  and  contains 
brief  examples  of  the  characteristic  findings.  A 
more  detailed  report  of  the  whole  series  of  obser- 
vations will  be  published  later. 

Method 

The  subjects  of  the  study  were  patients  with 
urinary  complaints  in  whom  careful  neurologic 
and  urologic  examinations,  including  urinalysis, 
cystoscopy,  and  intravenous  and  retrograde 
pyelography,  failed  to  show  significant  abnormali- 
ties. Most  of  the  patients  were  obtained  from  the 
wards  and  outpatient  department  of  the  New 
York  Hospital.  Some  were  soldiers  seen  in  a 
large  general  hospital  in  the  Southwest  Pacific. 
A detailed  investigation  of  personality  features, 
family  background,  early  development,  and,  in 
particular,  reactions  to  traumatic  life  experiences 
was  undertaken. 

The  subject’s  bladder  disturbances  were  corre- 
lated in  point  of  time  with  difficult  life  situations, 
attitudes,  and’  feeling  states.  In  addition,  short- 
term experiments  were  conducted  in  which 
changes  in  intravesical  pressure  were  measured  by 
a special  cystometric  recorder  (Fig.  1).  Record- 
ings were  made  continuously  before,  during,  and 
after  discussions  of  significant  problems  and  con- 
flicts in  the  subject’s  life.  The  open  end  of  the 
catheter  (A)  was  attached  by  means  of  a glass 
adapter  with  rubber  tubing  ( B ) to  the  vertical 
limb  of  a glass  Y-tube  ( C ).  One  of  the  other  ends 
( D ) was  attached  to  a rubber  tube  leading  to  a 
suspended  calibrated  liter  flask,  containing  sterile 
distilled  water.  The  other  limb  (E)  was  attached 
by  means  of  a rubber  tube  to  a water  cystometer 
(F)  which  consisted  of  a glass  tube  attached  to  a 
vertical  board  calibrated  in  centimeters.  The 
upper  open  end  of  the  water  cystometer  (G)  was 
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attached  with  a rubber  tube  to  the  proximal  limb 
( H ) of  a glass  U-tube  partially  filled  with  water. 
In  this  distal  limb  (J)  of  the  U-tube  a floating  ink 
writer  was  placed.  In  this  fashion,  changes  in 
pressure  within  the  bladder  were  transmitted  to 
the  cystometer  where  they  could  be  read  and  at 
the  same  time  transmitted  to  the  ink  writer, 
where  they  were  recorded  on  a kymograph  ( K ). 

The  amount  of  fluid  run  into  the  bladder  was 
not  fixed.  In  some  tense  individuals  with  small 
bladder  capacity,  only  50  cc.  could  be  used; 
however,  50  cc.  were  rim  in  slowly  and  the  pres- 
sure noted  on  the  cystometer.  If  there  was  no 
desire  to  void,  the  amount  was  increased  by  50  cc. 
increments  and  checked  each  time,  although  not 
more  than  200  cc.  were  ever  used.  No  addi- 
tional water  was  introduced  into  the  bladder  dur- 
ing the  experimental  period.  A continuous  con- 
trol record  was  first  recorded  for  fifteen  to  thirty 
minutes.  During  this  time  the  subject  rested 
comfortably,  was  repeatedly  reassured,  and  usu- 
ally diverted  by  light  conversation.  Repeatedly, 
the  discussion  of  troublesome  personal  conflicts 
was  engaged  in  for  several  minutes.  This  period 
was  then  followed  by  strong  reassurance  and  re- 
newed attempts  to  induce  relaxation  by  diver- 
sion. During  each  experimental  interview,  after  a 
period  of  observation  without  medication,  sodium 
amytal  in  dosages  of  0.1  to  0.5  Gm.  was  adminis- 
tered intravenously.  At  the  end  of  the  experi- 
mental period,  the  bladder  was  emptied  tlirough 
the  catheter,  and  the  amount  of  fluid  was  meas- 
ured. 
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Frequency  and  Urgency  with  Hyperfunc- 
tioning Bladder 

Case  1. — R.  S.  was  a thirty-five-year-old  housewife 
who  came  to  the  hospital  because  of  recurrent  head- 
aches of  both  muscle  tension  and  vascular  varieties 
for  eight  years  and  because  of  urinary  urgency  and 
frequency  off  and  on  for  the  past  ten  years.  She  was 
a very  meticulously  dressed,  quiet-spoken,  unimagi- 
native, somewhat  rigid  person,  who  seldom  displayed 
her  feelings.  Her  parents  were  raised  in  Italy,  com- 
ing to  the  United  States  shortly  after  their  marriage. 
They  gave  little  warmth  or  support  to  their  children 
and  imposed  narrow  restrictions  on  their  activities. 
The  patient  had  met  these  frustations  by  suppressing 
her  feelings.  She  found  difficulty  expressing  in  words 
her  feelings  about  herself,  her  family,  and  her  mar- 
ried life. 

She  had  married  at  the  age  of  twenty-one,  after 
having  had  few  opportunities  to  go  out  with  men. 
She  was  ignorant  of  sexual  matters  at  the  time  of  her 
marriage,  and,  although  she  felt  little  gratification  in 
sexual  intercourse,  she  denied  any  conflict.  Her 
husband  was  described  as  a ‘ ‘nervous”  person  who  was 
said  to  have  migraine  and  peptic  ulcer.  Shortly  after 
her  marriage  she  became  pregnant.  She  said  that 
she  desired  a child  but  did  not  want  to  be  burdened 
with  the  responsibility  so  early  in  her  marriage.  Fol- 
lowing her  first  delivery,  which  she  considered  diffi- 
cult, she  wanted  no  further  pregnancies.  This 
brought  her  into  conflict  with  her  husband,  who 
wanted  more  children,  and  her  religion,  because  it 
forbade  contraception.  Her  urgency  and  frequency 
began  just  about  the  time  this  child  was  born.  Uri- 
nation occurred  every  thirty  minutes  to  an  hour  and, 
at  first,  was  associated  with  nocturia  two  or  three 
times  a night.  The  latter  subsided  after  a few  years. 
She  had  very  few  outside  interests  apart  from  her 
son,  on  whom  she  became  very  dependent,  and  she 
could  not  bring  herself  to  send  him  to  a summer 
camp. 

The  patient  was  cooperative  but  tense.  After 
catheterization  and  emptying  her  bladder,  200  cc. 
of  water  were  instilled  (Fig.  2).  Her  urinary  urgency 
and  frequency  were  discussed,  and,  as  she  began  to 
talk  about  them,  her  bladder  pressure  gradually 
rose,  as  shown  in  Fig.  2.  She  then  began  to  discuss 
the  quarrels  with  her  husband  and  their  financial 
problems.  Bladder  contractions  became  stronger 
and  more  frequent.  Finally,  she  complained  of 
severe  urgency.  At  this  point,  the  examiner  left 
her  to  prepare  an  injection  of  sodium  amytal.  The 
urgency  persisted  until  she  caught  sight  of  the 
syringe  containing  sodium  amytal,  which  she  had 
been  told  would  relieve  her  urgency.  Promptly,  the 
contractile  state  of  the  bladder  decreased  sharply, 
and  she  said  she  felt  at  ease  and  had  no  more 
urgency.  Sodium  amytal,  0.25  Gm.,  was  injected 
intravenously,  nevertheless,  and  she  was  asked  to 
discuss  her  troubles.  She  spoke  of  meeting  the  pay- 
ments on  the  home  and  new  car  and  her  anxiety 
about  her  son  and  also  her  husband  going  into  his 
own  business.  As  she  spoke  of  these  problems,  she 
again  appeared  ill  at  ease  and  tense.  There  was  a 
concomitant  reappearance  of  bladder  contractions,  a 
gradual  rise  in  intravesical  pressure,  and  urgency 
returned.  The  injection  of  sodium  amytal  was  re- 


sumed until  she  had  received  0.4  Gm.  She  shortly 
began  to  feel  relaxed  and  secure  again,  and  the  intra- 
cystic  pressure  fell.  It  remained  below  5 cm.  of 
water  for  approximately  one-half  hour,  although  at 
the  end  of  that  time  there  were  over  700  cc.  of  fluid 
in  her  bladder. 

This  case  illustrates  a reaction  pattern  of  the 
bladder  accompanying  anxiety  and  resentment 
in  association  with  a discussion  of  adverse  life 
situations.  Sodium  amytal  was  effective  in 
bringing  about  relaxation  of  the  bladder  only 
when  it  was  followed  by  a general  attitude  of 
relaxation  and  security.  In  other  patients  in  this 
group,  similar  reactions  were  noted. 

Case  2. — In  one  subject,  D.  L.,  age  forty,  there 
were  marked  contractions  of  the  bladder  with  only  50 
cc.  at  the  beginning  of  the  interview.  She  was 
markedly  tense  and  anxious  and  was  in  conflict 
about  her  marriage.  She  had  been  separated  from 
her  husband  and  was  under  pressure  from  him  to 
effect  a reconciliation.  On  the  one  hand,  she  wanted 
to  preserve  her  marriage  because  she  was  physically 
attracted  to  her  husband,  and  on  the  other,  she 
realized  she  could  not  live  happily  with  him.  At  the 
beginning  of  the  interview  her  anxiety  was  manifest 
in  her  appearance  and  behavior  and  was  reflected  in 
the  contractions  of  her  bladder  (Fig.  3).  She  was 
startled  by  the  entrance  of  one  of  the  examiners,  and 
there  was  a sudden  contraction  of  her  bladder. 
When  she  started  to  complain  spontaneously  about 
how  upset  she  was  over  the  test  procedure,  there 
were  strong  sustained  increases  in  intravesical  pres- 
sure. This  occurred  twice,  and  each  time  direct 
reassurance  seemed  to  allay  her  anxiety,  and  with  it 
there  was  a prompt  fall  in  pressure  to  previous  levels. 
When  she  spoke  of  her  conflicts  with  her  husband 
she  became  resentful,  and  there  was  a rise  in  bladder 
pressure.  The  first  time  this  occurred  she  was 
reassured  by  being  told  that  a solution  might  be 
found  for  her  problem.  She  appeared  relieved,  and 
her  bladder  pressure  fell.  On  rediscussing  her  mari- 
tal problems,  there  was  an  immediate  rise  in  bladder 
pressure  which  fell  as  she  spontaneously  mentioned 


MOUNTING  TENSION  *N0  *N»lETT 


1 1 S5 3 


0 4 GM 


-$ £ o • it  To  i>  U 


Fig.  2.  Hyperfunctioning  bladder  cystometric 
tracing  showing  elevation  of  bladder  pressure  during 
anxiety  but  diminution  of  pressure  during  reassur- 
ance and  relaxation  despite  large  volume  of  fluid. 
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Fig.  3.  Hyperfunctioning  bladder.  Repeated 
increase  in  intracystic  pressure  during  discussion  of 
significant  conflicts  with  repeated  return  of  pressure 
to  initial  baseline  following  reassurance. 


Fig.  4.  Hyperfunctioning  bladder  (continuation 
of  Fig.  3).  Sustained  low  bladder  pressure  without 
contractile  waves  following  reassurance  and  intra- 
venously administered  sodium  amytal. 


aspects  of  her  relationship  with  her  husband  that 
had  been  very  satisfying  to  her.  This  occurred  on 
two  occasions.  In  an  attempt  to  administer  sodium 
amytal  intravenously  difficulty  was  encountered  in 
keeping  the  needle  in  the  vein,  and  in  the  subsequent 
probing  she  became  very  resentful  (Fig.  4).  Asso- 
ciated with  this  were  forceful  contractions  of  the 
bladder  which  gradually  subsided  when  the  needle 
was  withdrawn.  When  the  needle  was  reinserted, 
there  was  a transitory  rise  in  pressure.  After  0.25 
Gm.  sodium  amytal  was  administered,  there  was  a 
marked  change  in  her  mood.  She  became  jocular, 
laughed,  and  appeared  very  relaxed.  Back  pain, 
of  which  she  had  complained  earlier,  disappeared, 
and  although  there  was  385  cc.  of  fluid  in  her  bladder 
at  the  end  of  the  experiment,  there  was  no  urgency 
or  appreciable  rise  in  pressure. 

These  experimental  results  indicate  that  hyper- 
motility of  the  bladder  in  certain  individuals  can 
occur  as  part  of  an  adaptive  reaction  to  stress. 
Accompanying  the  disorder  of  bladder  function, 
general  tension  and  feelings  of  anxiety  and  resent- 
ment were  noted. 

The  relationship  of  changes  in  the  contractile 
state  of  the  bladder  to  urgency  is  not  clear.  Usu- 
ally, the  two  were  associated,  but  at  times  either 
occurred  without  the  other,  ifuring  urgency,  the 
sensation  was  experienced  below  the  symphysis 
pubis,  and  especially  in  the  region  of  the  urethra. 
A sensation  of  fullness,  distention,  or  pain  above 
the  symphysis  pubis  was  not  commonly  recog- 
nized among  these  subjects.  It  may  be  that 
hyperemia  and  hyperirritability  in  the  region  of 
the  bladder  neck  may  be  the  change  most  relevant 
to  urgency. 

Retention  with  Hypofunctioning  Bladder 

In  this  group  were  individuals  who  wei^  found 
to  have  large  bladder  capacity  with  diminished 
motility. 

Reactions  involving  urinary  retention  have 
been  frequently  noted  in  individuals  under  cir- 
cumstances of  being  overwhelmed,  as,  for  exam- 


ple, under  combat  conditions  in  the  Southwest 
Pacific.  The  following  patient  is  illustrative. 

Case  3. — A twenty-two-year-old  Virginia  farm 
boy,  a first-class  seaman  on  a Navy  troop  ship,  com- 
plained of  intermittent  urinary  retention  over  the 
past  three  to  four  months.  He  was  admitted  to  the 
urologic  service  of  the  Ninth  General  Hospital  in 
New  Guinea.  Hearty  and  friendly  of  manner,  he 
appeared  superficially  well-adjusted.  Although  the 
period  of  his  symptoms  corresponded  in  the  point  of 
time  to  a tour  of  duty  in  enemy  waters  where  his 
ship  was  subjected  to  suicide  bombing  by  Japanese 
Kamikaze  pilots,  he  denied  anxiety  and  said  that  he 
was  looking  forward  to  getting  back  to  his  ship  with 
his  buddies.  At  the  time  he  was  seen  he  had  not 
voided  for  twenty-four  hours.  For  the  previous  five 
days,  it  had  been  necessary  to  catheterize  him  twice 
a day.  Careful  examination  had  revealed  the  pres- 
ence of  a palpable  bladder  above  the  symphysis 
which  dribbled  intermittently.  The  urine  was 
normal,  and  the  upper  urinary  tract  appeared  nor- 
mal on  intravenous  pyelography.  Cystoscopy 
showed  the  mucosa  to  be  of  normal  appearance,  the 
capacity  increased  and  the  bladder  neck  to  be  re- 
laxed. Perception  of  pain  and  temperature  discrimi- 
nation appeared  reduced.  Cystometry  yielded  a 
tabetic  or  atonic  type  curve. 

Since  no  cause  for  his  disability  had  been  uncov- 
ered, he  was  interviewed  under  sodium  amytal  on 
the  suspicion  that  the  bladder  disturbance  might 
constitute  part  of  a reaction  to  his  precarious  life 
situation  in  combat. 

Immediately  following  intravenous  injection  of  0.5 
Gm.  sodium  amytal,  he  spontaneously  voided  1,100 
cc.  His  manner  changed  abruptly.  He  lost  his 
bland  self-confidence  and  became  tense  and  slightly 
dejected.  He  was  surprised  and  slightly  puzzled 
over  his  ability  to  void.  When  the  difficulty  was 
formulated  to  him  on  the  basis  of  unconscious  emo- 
tional conflict,  ha  said  that  he  suspected  that  and 
that  it  had  always  been  impossible  for  him  to  void 
when  anyone  was  around  during  his  childhood. 
During  his  youth,  he  had  had  difficulty  meeting  the 
sexual  demands  of  his  girl  friends,  and  this  difficulty 
had  persisted  into  married  life.  He  later  noted 
difficulty  in  voiding  following  intercourse.  He 
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accepted  the  likelihood  that  the  present  episode  was 
related  to  his  fear  of  sailing  into  enemy  waters  and 
being  subjected  to  Japanese  suicide  bombers,  al- 
though he  said,  “I  know  I ought  to  be  with  the  rest 
of  them.  I am  no  better  than  anyone,  and  I am 
anxious  to  do  my  part.” 

This  patient  was  considered  to  have  an  hysterical 
type  of  psychoneurosis,  manifested  by  emotional 
detachment  and  loss  of  bodily  function — in  this 
instance,  bladder  contractility  rather  than  the 
familiar  blindness,  aphonia,  paralyses  of  extremities, 
and  anesthesias.  He  was  removed  to  the  psychiatric 
service  where  he  was  treated  for  two  weeks  with 
repeated  injections  of  sodium  amytal,  reassurance, 
and  occupational  therapy.  He  required  no  further 
catheterization.  Finally,  his  bladder  function  re- 
turned to  normal,  and  he  was  discharged  to  duty  in  a 
noncombat  area. 

Summary 

Urologists  are  familiar  with  disturbances  in 
bladder  function  attributable  to  local  lesions, 
irritative  and  obstructive.  They  are  also  familiar 
with  functional  disturbances  which  occur  as  a 
sequel  to  structural  neural  lesions.  The  data  pre- 
sented in  this  communication  concern  disorders  of 
vesical  function  which  are  due  presumably  to 
variations  in  neural  activity  related  to  situational 
conflicts  and  problems  of  personality  adjustment. 

It  would  appear  from  this  preliminary  study 
that  the  disturbances  observed  may  fall  con- 
veniently into  two  categories:  on  the  one  hand, 
vesical  hyperfunction  characterized  by  small 
bladder  capacity,  urinary  frequency,  urgency, 
and  often  dysuria;  on  the  other  hand,  vesical 
hypofunction,  large  bladder  capacity,  and  urinary 
retention. 

Conclusion 

• 

It  is  clear  from  these  data  that  profound  altera- 
tions in  bladder  function  accompany  changes  in 
life  situation  and  emotional  state  in  certain 
individuals.  In  general,  vesical  hyperfunction 
with  urinary  frequency,  urgency,  and  small  blad- 
der capacity  were  accompanied  by  anxiety  and 
resentment,  while  vesical  hypofunction  with  re- 
tention and  large  bladder  capacity  were  accom- 
panied by  hysterical  reactions  and  reactions  of 
being  overwhelmed.  The  recognition  of  such 
psychosomatic  phenomena  involving  the  bladder 
depends  not  on  the  failure  to  identify  a structural 
lesion  but  on  the  positive  identification  of  relevant 
situational  conflicts  which  can  be  correlated  with 
the  bladder  disturbance. 

Samples  of  these  phenomena  have  been  pre- 
sented, and  more  detailed  analysis  of  a series  of 
patients  with  functional  vesical  abnormalities 
will  be  presented  at  a later  date. 


The  authors  wish  to  express  their  gratitude  to  Dr.  G.  A. 
Humphreys  for  advice  and  assistance. 


Discussion 

David  H.  MacFarland,  M.D.,  New  York. — During 
the  time  I spent  overseas  in  the  Southwest  Pacific 
our  outfit  was  twice  given  the  responsibility  of  the 
health  of  large  infantry  units,  one,  an  old  division, 
the  32nd,  which  had  long  tropical  combat  service 
with  many  missions  behind  it,  and  the  other,  the 
11th  Airborne  Division,  a relatively  new  outfit  with 
only  a short  overseas  stay  behind  it.  In  the  older 
division  there  was  a strikingly  larger  incidence  of 
frequency,  urgency,  and  other  urologic  complaints 
without  obvious  physical  evidence  than  in  the  newer 
division.  In  addition,  a much  greater  number  of 
these  men  had  to  be  evacuated  for  more  definitive 
care  than  those  in  the  Airborne,  who  responded 
much  more  quickly  to  our  limited  means  of  therapy. 
I can  well  remember  that  some  of  our  psychiatric 
therapy  consisted  of  the  cases  being  referred  to  me 
by  one  of  the  three  other  medical  officers  in  the  outfit 
for  a special  urologic  opinion  with  emphasis  on  my 
specialty— the  examination  of  the  rectum.  It  is 
interesting  and  valuable  indeed  to  get  details  of  the 
care  of  these  cases  in  the  general  hospitals. 

In  my  civilian  residency  I remember  two  cases: 
one  a good  result,  the  other  a well-intentioned  fail- 
ure. The  first  was  a single  man  of  forty-one  who  had 
had  symptoms  of  frequency,  nocturia,  urgency,  and 
suprapubic  pain  for  twenty  years.  His  therapy  in 
the  past  had  consisted  of  everything  including 
psychotherapy,  chemotherapy,  local  urethral  treat- 
ment, and  even  two  transurethral  operations  on  the 
bladder  neck.  He  became  progressively  worse  until 
he  finally  arrived  on  the  service  at  New  York  Hos- 
pital. Work-up  was  entirely  negative,  including 
physical  examination,  laboratory  data,  x-rays,  and 
cystoscopy.  Finally,  the  resident  injected  novo- 
caine  through  the  panendoscope  into  the  bladder 
neck  and  prostatic  area.  Somewhat  to  our  surprise 
this  patient  became  entirely  symptom  free  and  to 
the  best  of  my  knowledge  has  remained  so  to  this 
day.  Perhaps  sodium  amytal  might  have  been  an 
easier  type  of  psychotherapy  for  him. 

The  other  patient  was  an  elderly,  sixty-two-year- 
old  man  who  had  been  treated  with  radium  at  an- 
other hospital  with  a definite  pathologic  diagnosis  of 
carcinoma  of  the  bladder.  His  work-up  showed  no 
evidence  of  carcinoma  but  did  show  a small  bladder 
with  chronic  cystitis,  apparently  due  to  radium. 
His  therapy  finally  was  ureterointestinal  transplan- 
tation and  radical  cystectomy.  Despite  an  excellent 
surgical  result,  he  was  almost  a daily  visitor  to  the 
clinic,  postoperatively,  with  his  old  complaints. 
Finally,  in  desperation,  he  was  given  sodium  amytal, 
and  to  our  slight  consternation  he  turned  out  to  be 
a marked  sexual  pervert  with  hysteria  and  improved 
somewhat  on  suggestive  psychotherapy. 
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CONTROL  OF  THE  TUBERCLE  BACILLUS  BY  SYNERGISTIC 
TREATMENT 

George  E.  Slotkin,  M.D.  and  Wilbert  Spencer,  Ph.D.  Buffalo,  New  York 

( From  the  Department  of  Urology,  University  of  Buffalo,  School  of  Medicine,  and  the  Millard  Fillmore  and 
E.  J.  Meyer  Memorial  Hospitals) 


EVER  since  the  discovery  of  the  tuberculosis 
organism  various  attempts  by  chemothera- 
peutic, hygienic,  and  natural  means  have  been 
made  to  control  this  disease.  All  have  their  pur- 
pose, have  been  found  wanting,  and  have  failed 
to  a greater  or  less  degree. 

In  the  past  the  individual  afflicted  with  this 
disease,  irrespective  of  the  anatomic  part  in- 
volved, depended  in  the  final  analysis  on  the  de- 
velopment of  his  own  resistance  and  general  good 
health  to  overcome  its  ravages,  but  there  was  no 
sinecure  that  the  disease  was  controlled.  Some 
unfortunate  individuals  would  develop  pulmo- 
nary tuberculosis  and,  after  several  years  of  eco- 
nomic and  physical  isolation,  be  pronounced 
cured,  not  because  the  bacillus  had  actually  been 
destroyed  but  because  the  lesion  or  the  fibrosis 
surrounding  it  had  calcified.  Years  later  a new 
focus  would  develop,  and  we,  as  urologists,  would 
disclose  positive  and  ample  evidence  of  a sup- 
pressed or  quiescent  lesion  of  many  years  stand- 
ing that  had  finally  broken  into  the  blood  stream 
with  a subsequent  hematogenous  involvement  of 
the  urinary  tract. 

Tuberculosis  is  definitely  a hematogenous  in- 
fection. This  is  confirmed  by  the  investigations 
of  Boyd,  Medlar,  and  Weslar  and  by  the  urinary 
symptoms  that  we  note  are  simply  one  manifes- 
tation of  this  disease.1-3 

The  tubercle  bacillus  is  a very  resistant  organ- 
ism. Brisco  and  Maddock  have  demonstrated 
that  the  organism  can  live  under  various  con- 
ditions for  months  and  years.4  On  this  basis, 
therefore,  the  lethal  elimination  of  the  bacillus 
was  not  final. 

With  the  advent  of  chemotherapy,  however, 
added  ^stimulus  and  hope  were  given  to  the 
possibility  that  the  goal  had  been  achieved, 
especially  with  the  introduction  of  strepto- 
mycin. Even  with  this  antibiotic,  however, 
it  was  shown  that,  while  large  doses  of  strepto- 
mycin have  an  altering  effect  on  the  bacillus, 
again  in  the  final  analysis  the  curative  processes  of 
the  body  must  be  depended  on  for  the  eradication 
of  the  disease.6  Unfortunately,  the  bacillus  has 
a strong  tendency  to  develop  resistance  against 
streptomycin,  but  in  any  event  an  opening  wedge 
had  been  made  in  counteracting  the  disease. 
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With  the  advent  of  the  sulfones  the  contact 
against  the  bacillus  in  vitro  seemed  promising, 
not  only  because  of  the  inherent  component  of 
the  single  drug  but  because  of  its  enhancement 
when  combined  with  streptomycin.  These 
studies  are  today  a matter  of  record,  and  the  in- 
vestigations of  Callomon  and  Kolmer  on  syner- 
gistic action  of  streptomycin  and  diasone,  of 
Smith  and  McCloskey  employing  promin  in 
streptomycin,  and  of  Lincoln,  Kirmse,  and  De- 
Vito utilizing  promizol  and  streptomycin  all  ap- 
peared to  be  significant  factors  in  breaking  down 
the  resistance  of  the  bacillus  to  the  individual 
drug.0-8 

With  the  knowledge  of  a protective,  waxy  mem- 
brane or  capsule  around  the  bacillus,  which  was 
resistant  to  the  action  of  the  various  component 
drugs  and  which  could  be  attacked  and  dissolved 
by  the  use  of  the  esters  of  chaulmoogra  and  hy- 
dnocarpus  oils,  the  fact  was  disclosed  that  the 
action  of  the  drug  in  animals  and  in  clinical  cases 
in  vivo  was  markedly  enhanced  by  combining 
the  oil  with  any  one  or  combination  mentioned 
above.  That  the  bacillus  can  be  so  attacked  is 
shown  by  the  electron  picture  before  and  after  the 
use  of  the  oil  (Figs.  1,  2,  3). 

We  are  very  fortunate  in  having  available  the 
services  of  Dr.  F.  W.  Bishop  of  the  University  of 
Rochester,  School  of  Medicine  and  Dentistry, 
who  was  of  great  assistance  in  the  investigation  of 
the  action  of  the  oil  and  streptomycin  on  the  tu- 
bercle bacillus,  being  able  to  demonstrate  this 
effect  with  the  electron  microscope.  That  has 
been  one  of  the  problems  of  our  hypothesis.  The 
theory  was  established.  The  effect  was  known 
and  disclosed  b'y  in  vitro  studies  and  by  attempt- 
ing to  grow  the  active  tubercle  bacillus,  which  had 
been  so  treated,  on  other  culture  media  and  not- 
ing viability  and  staining  effects.  Dr.  Bishop 
treated  the  strain  of  human  tubercle  bacillus 
known  as  H37Rv  with  chaulmoogra  esters  in 
vitro.  These  bacilli  were  grown  on  Dubos  liquid 
medium  for  fourteen  days.  Cultures  were  then 
centrifuged  and  washed  with  0.85  per  cent  sodium 
chloride  solution  twice  to  free  them  from  the  cul- 
ture medium.  The  centrifuged  cells  were  then 
suspended  in  the  ethyl  esters  of  chaulmoogra  oil 
for  twenty-four  hours  at  37  C.  This  suspension 
was  centrifuged  and  washed  twice  in  0.85  per  cent 
saline  solution  with  final  suspension  in  sterile  dis- 
tilled water.  Figure  2 discloses  the  dramatic 
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Fig.  1 . Electron  photomicrograph  of  the  bacillus 
of  human  tuberculosis  before  treatment  with  esters 
of  hydnocarpus  and  chaulmoogra  (30,500  X). 


changes  in  the  bacillus  with  dissolution  of  its 
waxy  capsules,  marked  deformity  in  the  bacillus 
proper,  and  partial  disintegration  of  the  polar 
bodies.  This  photograph,  I believe,  is  conclusive 
evidence  that  the  ester  prepares  and  softens  the 
bacilli  for  final  action  by  streptomycin.  The  lat- 
ter cannot  be  shown  because  of  the  complete  dis- 
appearance of  the  organism.  The  action  of  a 
solution  of  streptomycin  with  the  oil  and  the  dif- 
ference in  the  action  of  the  two  preparations  is 
significantly  demonstrated  in  Fig.  3. 

An  attempt  to  control  the  tubercle  bacillus  with 
the  oil  was  considered  possible  by  other  investi- 
gators, but  they  were  handicapped  by  not  having 
the  electron  microscope  to  see  the  effect  and  later 
the  antibiotic  itself. 

Kolmer,  Davis,  and  Jaeger  in  March,  1921, 
summarized  the  action  of  undiluted  chaulmoogra 
oil  on  the  tubercle  bacillus  and  stated  that  “It 
had  no  appreciable  general  vital  influence  in  vitro 
on  a strain  of  bovine  tubercle  bacilli.  Undiluted 
and  diluted  chaulmoogra  oil  had  no  appreciable 
effect  on  ver.  tubercle  bacillus  as  determined  in 
vitro  and  in  vivo  methods  employing  guinea  pigs. 
That  the  oil  is  relatively  nontoxic  for  the  guinea 
pigs,  that  they  have  borne  at  least  eleven  inter- 
muscular injections  of  0.2  cc.  per  100  Gm.  without 
deleterious  effect  except  a localized  inflammatory 
change  at  the  site  of  injection.” 

Sir  L.  Rogers  in  June,  1921,  concluded  “that 
the  animals  treated  with  the  oil  developed  infec- 
tions which  were  equivalent  to  acute  tuberculosis 
in  man  and  that,  while  the  results  were  negative, 
the  failures  in  such  cases  would  not  prove  that 
the  drugs  were  not  useless  in  the  more  chronic 
forms  of  tuberculosis  which  formed  the  greater 
majority  of  human  cases.”10 

Voegtlin,  Smith  and  Johnson  in  September, 
1921,  stated  “that  the  oil  and  its  derivative  were 
substances  of  relatively  low  toxicity,”  and  they 
quote  Kolmer  and  Davis  who  were  experimenting 
with  animals  at  the  same  time. 

It  is  unfortunate  that  these  investigators  did 


Fig.  2.  Same  strain  of  bacillus  after  exposure  to 
oil  showing  changes  in  the  capsule  by  swelling  and 
disintegration. 

not  have  the  advantage  of  the  electron  micro- 
scope which  we  now  have,  plus  the  knowledge  of 
the  toxic  action  of  the  antibiotics.  They  de- 
pended primarily  for  the  action  on  the  tubercle 
bacillus  of  the  oil  because  of  its  acid-fast  similarity 
to  B.  leprae.  Our  in  vitro  studies  with  the  tu- 


Fig.  3.  End  results  after  exposure  of  bacillus  to  oil 
for  one  week. 
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bercle  bacillus  have  confirmed  the  facts  that  the 
organism  is  made  more  sensitive  to  the  action  of 
the  antibiotic  when  treated  with  the  esters  of 
chaulmoogra  or  moogrol  and  that  the  bacillus 
cannot  be  killed  by  the  oil  per  se. 

The  tubercle  bacillus  has  been  grown  in  vitro 
on  a clear  liquid  media  containing  Tween  80  and 
enriched  with  serum  albumin  with  the  following 
results:  In  controls,  growth  appears  in  about 
three  days  and  increases  up  to  eight  days.  Sa- 
line suspensions  were  sensitive  to  3.125  units  of 
streptomycin.  Moogrol  suspensions  were  sensi- 
tive to  1.56  units  of  streptomycin  and  growth  be- 
came evident  later  than  in  the  saline  suspensions. 
The  strength  of  moogrol  used  appears  to  delay 
growth  of  Mycobacterium  tuberculosis  but  not  to 
kill  it. 

The  in  vivo  experiments  employing  guinea  pigs 
show  the  following  results. 


I 


Effect  of  Streptomycin  and  Moogrol  Oil 
Therapy  in  Experimental  Tuberculosis 

The  object  of  this  experiment,  preliminary  to 
subsequent  ones,  was  to  demonstrate  the  thera- 
peutic value  of  moogrol  oil,  a compound  long  sus- 
pected of  having  bacteriostatic  qualities  against 
acid-fast  organisms  and  used  in  combination  with 
streptomycin  in  treatment  of  tuberculosis  in 
guinea  pigs. 

In  this  experiment  a total  of  12  pigs  was  used — 
approximate  weight,  314  Gm.  each.  The  pigs 
were  kept  in  separate  cages,  receiving  the  usual 
laboratory  ration,  and  were  exposed  to  a week’s 
conditioning  with  daily  intraperitoneal  injections 
of  0.2  cc.  of  moogrol  oil.  This  was  done  to  build 
up  a supply  of  oil  in  the  various  tissues  and  organs 
prior  to  the  tuberculin  inoculation. 

The  pigs  were  divided  into  3 groups — -by  name, 
James  I,  II,  III,  Joseph  I,  II,  III,  and  John  I,  II, 
III — with  appropriate  controls  for  each  group. 
As  stated  above  all  pigs  received  the  same  pre- 
liminary moogrol  treatment.  On  the  eighth  day 
all  pigs  received  an  interperitoneal  inoculation  of 
culture  isolated  from  a patient  who  was  suffering 
from  an  advanced  case  of  urinary  tuberculosis. 

The  James  group  was  started  on  streptomycin 
therapy  the  day  following  injection,  the  plan  of 
administration  being  to  start  with  small  dosage, 
gradually  building  up  to  a maximum  of  6,000 
units  per  day.  For  the  first  week  two  injections 
were  given  each  day,  1,500  units  intramuscularly, 
six  hours  apart.  At  the  beginning  of  the  second 
week  the  unit  strength  of  the  injection  was  in- 
creased to  2,000  units  per  injection  and  finally  to 
3,000  units  at  the  start  of  the  third  week.  This 
method  of  therapy  was  carried  out  in  all  groups. 

The  Joseph  group  was  started  on  streptomycin 
five  days  after  inoculation.  The  John  group  was 
started  on  the  ninth  day.  None  of  the  pigs  suc- 


cumbed as  a result  of  tuberculosis  involvement. 
The  experiment  covered  a period  of  sixty-five 
days  at  the  end  of  which  time  all  pigs  were  sub- 
jected to  macroscopic  and  microscopic  observa- 
tion. 

Several  of  the  pigss  howed  varying  inguinal  nod- 
ular swelling  in  the  early  stages  of  the  experi- 
ment, this  condition  improving  toward  the  latter 
stages.  Abdominal  hemorrhages,  also  observed, 
were  absolved  with  prolonged  treatment.  The 
pigs  ate  well  and  showed  slight  signs  of  reduced 
activity. 

At  autopsy  the  controls  for  the  three  groups 
showed  extensive  tubercular  involvement  of 
lungs,  liver,  and  spleen  plus  the  omentum  and 
lymph  nodes.  These  macroscopic  findings  were 
corroborated  by  the  microscopic  reports.  In 
comparison  with  the  controls  pathologic  exami- 
nation of  all  pigs  showed  an  absence  of  macro- 
scopically  noticeable  tuberculosis  except  in  the 
region  of  the  site  of  injection. 

Pathologic  Report. — The  James  group,  I, 
III  (II  died  early  in  the  experiment  due  to  pul- 
monary pneumonitis)  gave  the  following  results: 
In  James  I the  spleen  had  many  tubercles,  some 
showing  caseation.  The  anterior  abdominal  wall 
at  site  of  injection  was  a mass  of  caseous  necrosis; 
liver  and  lungs  were  normal.  In  James  III  a 
large  area  of  tuberculous  caseation  was  found  in 
the  lung.  Small  histologic  lesions  were  scattered 
in  the  liver,  and  the  spleen  was  peppered  with  tu- 
bercles, most  of  which  showed  caseation  necrosis. 
The  rest  of  the  pig  was  not  involved. 

In  the  Joseph  group,  Pigs  I,  II,  III  survived, 
and  their  findings  are  as  follows : Joseph  I — slight 
involvement  in  the  form  of  histologic  tubercules 
found  in  spleen  and  one  section  of  liver,  otherwise 
pig  was  clear.  Joseph  II — lungs  showed  a few 
small  histologic  tubercules;  spleen  contained  a 
moderate  number  of  tubercles.  Joseph  III— An 
occasional  tubercle  was  found  in  the  liver. 
Spleen  involved  with  tubercles  which  are  almost 
confluent.  Lung  was  free. 

In  the  John  group  only  one  pig  survived  the  ex- 
periment; two  pigs  died  of  pulmonary  pneumo- 
nitis. The  sole  survivor  gave  no  evidence  of  tu- 
berculous involvement. 

Summary. — Twelve  guinea  pigs  were  con- 
ditioned for  one  week  with  intraperitoneal  injec- 
tion of  moogrol  oil.  They  were  injected  with  cul- 
tures of  tubercle  bacilli  on  the  eighth  day  with 
no  apparent  toxic  effects.  Subsequent  injections 
with  a dose  of  streptomycin  to  a maximum  of 
6,000  increasing  units  per  day  and  a continuation 
of  the  moogrol  treatments  were  given  for  a total 
of  sixty-five  days,  at  which  time  the  controls  and 
experimental  pigs  were  sacrificed.  The  findings 
were  varied  in  the  two  groups,  James  and  Joseph. 
The  guinea  pigs  of  the  James  and  Joseph  groups 
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showed  considerably  less  involvement  than  the 
controls;  none  showed  a complete  absence  of 
tubercular  involvement.  The  John  group  which 
was  started  on  treatment  the  ninth  day  after  in- 
jection showed  no  involvement  of  tuberculosis, 
but  these  results  are  hardly  valid,  since  there  was 
only  one  pig  to  survive  this  treatment. 

In  this  experiment  moogrol  oil  was  used  in  con- 
junction with  streptomycin  as  therapeutic  treat- 
ment of  experimental  tuberculosis.  The  results 
show  that  the  extent  of  tuberculosis  in  pigs 
treated  with  moogrol  and  streptomycin  was  much 
reduced  in  comparison  to  the  controls. 

At  the  present  time  we  are  employing  the  oil, 
streptomycin,  and  the  sulfone,  diasone,  in  the 
treatment  of  urinary  tuberculosis,  and  in  our  last 
series  of  cases  it  has  been  noted  that  with  the 
addition  of  the  sulfone  we  have  been  able  to  re- 
duce the  dosage  of  streptomycin  to  a minimum 
(V2  Gm.  per  day)  with  results  comparable  to 
those  obtained  with  the  larger  doses.  We  are 
also  employing  larger  doses  of  the  oil,  so  that  our 
present  regular  dosage  is  2 cc.  of  moogrol  in  a 
single  daily  injection,  1/2  Gm.  of  streptomycin 
divided  into  two  doses,  and  diasone,  0.30  Gm. 
after  meals.  This  simple  method  of  therapy  has 
discounted  the  necessity  for  hospitalization.  The 
patient  can  be  treated  as  ambulatory,  and  the  re- 
sults that  we  have  obtained  are  as  satisfactory  as 
the  earlier  cases  reported  where  streptomycin  was 
administered  every  three  hours. 

Case  Report 

The  following  case  typifies  the  response  to  syner- 
gistic therapy  and  the  rapid,  excellent  results  -ob- 
tained by  the  combined  treatment  of  the  oil  and 
chemotherapy  in  contrast  to  the  prosaic  hygienic 
measures.  This  patient  presented  herself  with  the 
usual  symptoms — fatigue,  loss  of  weight  (30  to  40 
pounds),  temperature  rise,  cough,  marked  urinary 
symptoms.  She  was  admitted  to  the  E.  J.  Meyer 
Memorial  Hospital  because  her  own  physician  found 
active  tuberculosis  in  the  urinary  tract.  The  right 
kidney  was  undergoing  caseous  degeneration;  the 
left  kidney,  while  appearing  perfectly  normal, 
showed  a small,  moth-eaten,  ulcerated  area  in  the 
lower  calyx.  We  obtained  as  many  bacilli  in  direct 
smear  from  the  left  kidney  as  we  obtained  from  the 
right  kidney;  the  right  kidney  was  entirely  function- 
less. 

The  chest  showed  active  evidence  of  bilateral  pul- 
monary infiltration.  This  was  undoubtedly  a typi- 
cal case  of  generalized  hematogenous  tuberculosis, 
certainly  not  one  for  surgical  intervention  (Fig.  4). 
She  was  put  on  combined  treatment  of  moogrol  and 
streptomycin.  Figure  5 is  a roentgenogram  of  her 
chest  taken  twenty-five  days  later.  Her  urinary 
symptoms  continued,  and  she  was  transferred  to  an- 
other hospital  because  of  these  persistent  urinary 
symptoms.  Her  sputum  which  had  formerly  been 
positive  was  now  negative.  Our  studies  again 
showed  that  her  urine  and  sputum  had  remained 
negative.  We  could  find  no  bacilli  in  direct  smear 


and  no  bacilli  on  culture.  Therefore,  we  reexamined 
her  on  January  19,  1948,  in  order  to  determine 
just  exactly  what  her  status  may  be,  and  whether 
there  was  any  possibility  of  this  urinary  tuberculosis 
having  been  eradicated  clinically.  She  was  feeling 
fine.  She  had  gained  weight,  had  a huge  appetite, 
was  completely  ambulatory.  A chest  plate  was  re- 
peated on  January  21.  There  was  no  active  evi- 
dence of  tuberculosis;  there  was  evidence  of  healing, 
and  a comparison  of  the  present  condition  of  chest 
with  that  previously  shown  certainly  indicates  quite 
an  improvement.  The  pyelogram,  however,  was  not 
so  favorable.  We  were  unable  to  get  up  the  right 
ureter.  It  was  obstructed,  and  the  typical  necrosis 
of  the  right  ureter  and  the  caseous  changes  which 
were  progressing  in  this  functionless  and  obstructed 
kidney  were  disclosed. 

We  obtained  direct  smears  from  the  left  kidney  and 
grew  on  rapid  culture  for  four  days.  There  was  no 
recurrence  of  a positive  culture  on  this  side.  On  the 
strength  of  these  findings  we  subjected  her  to  sur- 
gery. Figure  6 is  a specimen  of  the  kidney  which 
was  removed  on  January  22.  It  shows  the  caseous 
changes  in  the  kidney.  The  cortex,  however,  which 
was  peppered  on  the  first  examination,  shows  no  evi- 
dence of  tuberculosis.  Most  of  the  evidence  was  in 
the  pelvis  and  the  ureter.  She  healed  by  primary 
union  and  was  discharged  from  the  hospital  within 
ten  days. 

This  case  illustrates  the  rapid  results  that  can  be 
obtained  in  preparing  the  patient  for  surgery  and 
the  postoperative  results  as  compared  to  previous 
treatment  of  physical  isolation  and  economic  distress 
for  months  before  these  results  are  obtained. 

Conclusion 

The  attack  on  tubercle  bacillus  by  chemothera- 
peutic agents  has  proved  more  successful  and  per- 
manent than  the  physical  means  employed  in  the 


Fig.  4.  Generalized  hematogenous  tuberculosis. 
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Fig.  5.  Roentgenogram  taken  twenty-five  days 
after  the  institution  of  combined  moogrol  and 
streptomycin  therapy. 

past.  As  our  knowledge  has  increased  and  as  the 
bacillus  has  disclosed  its  inherent  qualities 
through  the  electron  microscope,  this  attack  has 
been  simplified  by  removing  the  outer  capsule 
I and  membrane  which  has  protected  the  tubercle 
bacillus  in  the  past.  This  is  accomplished  by 
employing  the  esters  of  hydnocarpus  in  the  form 
of  moogrol  or  chaulmoogra.  The  employment  of 
sulfones  in  addition  to  streptomycin  is  an  addi- 
tional step  forward  in  the  treatment  of  this 
chronic  and  devastating  disease,  and  on  the  basis 
of  the  results  which  we  have  obtained  in  the  uri- 
nary tract,  it  is  conceivable  that  the  bacillus  can 
be  controlled  by  this  synergistic  therapy. 

Discussion 

John  K.  Latimer,  M.D.,  New  York  City. — There 
is  some  doubt  that  the  addition  of  chaulmoogra  oil 
j contributes  anything  to  the  effect  of  streptomycin 
upon  genitourinary  tuberculosis.  Dr.  Slotkin  has 
undertaken  a difficult  and  tedious  piece  of  clinical 
i research.  I know  this  because  I am  concerned  with 
the  government  project  on  the  effect  of  streptomycin 
alone  upon  genitourinary  tuberculosis  at  the  Kings- 
bridge  Veterans  Hospital  in  the  Bronx.  The  govern- 
ment group  has  treated  a series  of  1 13  cases  of  genito- 
urinary tuberculosis  with  streptomycin  alone. 
Sixty  five  per  cent  of  these  cases  became  negative  for 
tubercle  bacilli  in  the  urine  and  have  remained  so  for 
a period  of  at  least  three  months.  I wish  to  quote 
some  data  from  the  16  cases  with  the  longest  follow- 
up. All  of  these  cases  were  positive  for  tubercle 
bacilli  in  the  urine  before  treatment  was  started. 
After  four  months  of  1.8  Gm.  of  streptomycin  daily, 
practically  all  of  the  patients  became  negative  for 
tubercle  bacilli  in  the  urine.  As  time  went  on,  how- 


ever, many  of  the  advanced  cases  broke  down  and 
again  became  positive.  Some  of  these  cases  went  as 
long  as  a year. 

It  is  necessary  not  to  depend  upon  smears  of  the 
urine  for  the  diagnosis  of  tuberculosis,  and  to  take, 
not  one,  but  eight  consecutive  twenty-four-hour  cul- 
tures of  the  urine  at  three-month  intervals.  It  is 
also  necessary  to  test  it  by  guinea-pig  inoculation 
and  by  the  culture  of  ureteral  specimens  at  these  in- 
tervals. You  will  note  that  our  cases  have  this  kind 
of  work-up.  Very  small  renal  lesions  which  do  not 
show  in  the  pyelogram  but  which  have  tubercle  ba- 
cilli in  the  urine  respond  very  well  to  streptomycin. 
Five  out  of  six  such  cases  became  negative  and  have 
stayed  negative  for  periods  of  over  one  year.  Ad- 
vanced cases  which  have  large  fibrocaseous  lesions 
in  the  kidney  which  are  visible  also  by  x-ray,  have 
surprised  us  by  becoming  negative  in  50  per  cent  of 
the  cases  and  staying  negative  for  one  year. 

Dr.  Slotkin  added  chaulmoogra  oil  to  the  treat- 
ment with  streptomycin.  He  himself  has  demon- 
strated by  his  work  which  was  published  in  the 
Journal  of  Urology  that  chaulmoogra  oil  is  inert  as 
far  as  affecting  tubercle  bacilli.  Chaulmoogra  oil 
was  tried  thoroughly  in  the  treatment  of  tuberculosis 
and  was  abandoned  many  years  ago.  The  use  of 
chaulmoogra  oil  is  based  on  the  premise  that  the  tu- 
bercle bacillus  has  a waxy  capsule  which  protects  it 
and  which  the  chaulmoogra  oil  is  supposed  to  soften 
so  that  the  streptomycin  can  reach  the  tubercle 
bacillus  more  easily.  We  have  been  shown  photo- 
graphs taken  of  tubercle  bacilli  under  the  electron 
microscope  and  have  had  pointed  out  to  us  the  cell 
membrane,  and  we  have  been  told  it  was  the  waxy 
capsule.  The  waxy  capsule  of  the  tubercle  bacillus 
is  a concept  which  was  given  up  years  ago.  The 
pathologists  and  bacteriologists  who  deal  with  tuber- 
culosis now  contend  that  there  is  no  such  thing  as  a 
waxy  capsule.  Dr.  Rich  of  Johns  Hopkins  Univer- 
sity in  his  book  on  tuberculosis  says  that  there  has 
been  no  proof  of  a lipid  capsule  around  the  tubercle 
bacillus.  The  membrane  around  the  tubercle  ba- 
cillus which  we  have  been  shown  is  just  the  cell  base- 


Fig.  6.  Kidney  specimen  showing  caseous  changes 
but  no  evidence  of  tuberculosis  in  the  cortex. 
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ment  membrane  which  can  be  seen  around  any  bac- 
terium under  the  electron  microscope.  The  fact 
that  that  cell  membrane  swells  up  when  immersed  in 
chaulmoogra  oil  does  not  prove  that  it  is  a waxy 
capsule  since  a soaking  of  three  to  twelve  days  in  any 
kind  of  oil  would  tend  to  destroy  the  bacillus.  The 
electron  microscope  is  especially  hard  on  organisms 
since  they  must  be  dried  and  photographed  in  a 
vacuum.  It  is  usually  assumed  that  chaulmoogra  oil 
is  not  a dangerous  drug,  but  only  last  week  Dr.  Hess 
of  Erie,  Pennsylvania,  reported  a death  which  he 
attributed  to  chaulmoogra  oil,  and  another  urologist 
reported  a high  fever  from  chaulmoogra  oil.  The 
success  of  the  chaulmoogra  oil  treatment  has  been 
supported  by  the  introduction  of  many  enthusiastic 
letters  from  people  who  are  relieved  of  their  symp- 
toms by  the  treatment  with  streptomycin  and  chaul- 
moogra oil.  This  type  of  hearsay  evidence  is  not  as 
dependable  as  evidence  based  on  one’s  own  labo- 
ratory reports  which  one  knows  are  reliable,  espe- 
cially since  all  patients  who  are  given  streptomycin 
in  any  form  will  have  great  symptomatic  relief  and 
are  prone  to  write  appreciative  letters. 

Cases  treated  with  a short  course  of  streptomycin 
which  become  symptomatic  again  and  are  treated  a 
second  time  with  streptomycin  will  again  have  a 
great  improvement,  so  that  it  does  not  necessarily 
prove  that  the  chaulmoogra  oil  contributed  any- 
thing more  than  the  streptomycin  alone. 

We  will  be  delighted  if  Dr.  Slotkin’s  method  does 
after  all  prove  to  be  better  than  the  treatment  with 
streptomycin  alone.  On  the  basis  of  what  we  have 
heard  to  date  and  of  the  results  published  so  far,  it 
seems  to  me  that  the  effect  which  has  been  reported 
could  perfectly  well  be  due  to  the  streptomycin  alone 
and  not  to  the  chaulmoogra  oil. 

H.  W.  Wade,  M.D.,  New  York  City. — For  many 
years  chaulmoogra  oil  (synonymous  with  hydnocar- 
pus  oil)  and  its  derivatives,  notably  the  ethyl  esters 
of  which  “moogrol”  is  an  example,  were  the  only 
drugs  of  any  real  value  in  leprosy,  though  they  are 
not  highly  effective.  The  recently  introduced  sul- 
fones  are  proving  much  more  active,  but  neverthe- 
less they  are  by  no  means  all  that  is  desired.  Conse- 
quently, news  of  Dr.  Slotkin’s  first  report  led  me  to 
visit  him  last  fall. 

Since  streptomycin  has  not  shown  promise  in  lep- 
rosy, the  suggestion  was  offered  to  Dr.  Slotkin  that 
he  extend  his  animal  experimentation  to  the  combi- 
nation of  chaulmoogra  and  a sulfone  administered  by 
mouth  (diasone).  At  the  International  Leprosy 
Congress,  held  in  Havana  in  April,  he  said  little  of 
that  experiment.  It  has  been  disappointing  not  to 
learn  more  here. 

The  comments  of  Dr.  Lat.timer  regarding  the  old 
idea  that  the  staining  peculiarities  of  acid-fast  bac- 
teria are  due  to  a “waxy  coat”  are,  I believe,  entirely 
in  order.  Reference  may  be  made  to  recent  work  of 
Yegian  and  associates,  which  has  demonstrated  how 
mobile  within  the  cell  membrane  is  the  carbol- 
fuchsin-stained  cytoplasm  of  the  tubercle  bacillus. 
Their  observations  have  recently  been  confirmed  by 
me  with  regard  to  the  leprosy  bacillus,  and  observa- 
tions with  the  newly  introduced  phase  microscope 
have  revealed  nothing  morphologically  peculiar 
about  its  cell  membrane. 


Dr.  Slotkin’s  electron  microscope  pictures  are 
most  interesting  but  mostly  because  of  changes  other 
than  those  which  he  endeavored  to  demonstrate. 
The  impression  was  gained  that  the  bacilli  exposed 
to  chaulmoogra  ethyl  esters  show  progressive  lessen- 
ing of  density  of  the  cytoplasm;  the  polar  (“nu- 
cleoid”?) bodies  apparently  did  not  share  in  that 
effect,  for  their  density — or  at  least  their  contrast  in 
the  photographs — seemed  even  increased.  It  may 
be  suggested  that  the  objects  shown  in  his  last  slide 
were  mostly  empty  cell  membranes  (cf.  photographs 
recently  published  by  Dr.  Eleanor  Alexander- 
Jackson).  Dr.  Lattimer  suggested  that  “3  in  1”  oil 
might  have  a similar  effect,  but  Dr.  Slotkin  stated 
that  the  concentration  of  the  chaulmoogra  was 
1:1,000.  Observations  at  Culion  by  J.  Manalang, 
comparing  the  effects  of  concentrated  chaulmoogra 
ethyl  esters  and  olive  oil,  indicated  a special  effect  on 
the  part  of  the  former. 

As  for  the  report  of  a death  from  chaulmoogra, 
I personally  know  of  only  one  such  occurrence  in 
many  years  of  leprosy  work,  in  which  the  drug  is 
commonly  injected  into  muscles  where  veins  of  some 
size  may  be  encountered.  In  that  case  the  multiple 
hemorrhages  of  the  lungs  found  at  autopsy  indicated 
the  obvious  explanation  of  oil  emboli. 

That  chaulmoogra,  even  in  the  doses  used  in  this 
work,  may  excite  fever  in  an  occasional  case  of  tu- 
berculosis seems  not  unlikely,  although  the  much 
larger  doses  employed  in  the  intensive  chaulmoogra 
therapy  of  leprosy  are  usually  without  such  effect. 
Occasional  febrile  episodes  are  seen,  and  actual 
lepra  reaction  may  be  induced,  but,  speaking  gener- 
ally, they  are  regarded — except  perhaps  in  the  rare 
instance  of  induced  intolerance — as  a secondary 
phenomenon  probably  resulting  from  the  effects  of 
the  drug  on  the  lesions.  Many  workers  believe  that 
induced  reactions,  if  not  too  severe,  are  in  the  end 
beneficial  rather  than  harmful.  In  view  of  the  na- 
ture of  tuberculosis,  febrile  reactions  should  doubt- 
less be  avoided.  Possibly  an  occasional  case  may  be 
found  unsuitable  for  such  treatment,  but  it  may  be 
ventured  that  they  will  be  few. 

From  the  clinical  evidence  that  has  been  presented 
here  and  without  dependence  on  the  bacteriologic 
evidence  advanced,  it  seems  quite  within  the  bounds 
of  possibility  that,  although  chaulmoogra  by  itself 
is  quite  ineffective  in  tuberculosis,  it  may  in  some 
way  “condition”  the  bacillus  so  that  strep  tom  ycin 
therapy  may  become  more  effective. 
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THE  TONUS  OF  THE  UPPER  URINARY  TRACT  AND  ITS  INFLUENCE 
ON  RENAL  DYNAMICS  AND  ABSORPTION 

Peter  A.  Narath,  M.D.,  Yorktown  Heights,  New  York 

{From  the  Department  of  Urology,  New  York  Polyclinic  Medical  School  and  Hospital) 


THE  importance  of  the  tonic  conditions  of  the 
urinary  tract  and  their  repercussion  on  the 
dynamic  status  is  only  partly  recognized  today. 

The  transporting  system  of  the  urinary  tract  is 
divided  into  several  dynamic  units  of  detrusor 
and  sphincter  sections.  Under  transporting 
system  we  understand  not  only  the  calyces,  the 
pelvis,  the  ureter  and  the  bladder,  but  also  the 
collecting  tubules,  or  canaliculi,  which  derive 
embryologically  from  the  ureteropelvic  anlage. 
The  first  dynamic  unit,  consequently,  consists  of 
the  collecting  tubular  system  and  the  fornical 
apparatus  of  the  calyx  and  ends  with  the  sphinc- 
ter fornicis.  This  unit  is  somewhat  different 
from  those  further  below  in  so  far  as  a detrusor 
action  of  the  tubules  does  not  seem  to  be  evident. 
In  this  special  case  the  muscular  detrusor  action  is 
substituted  by  several  factors  which  work  to- 
gether ingeniously — the  remnants  of  the  systolic 
filtration  pressure,  the  tonus  of  the  tubules  and 
the  suction  power  on  the  pores  of  the  papilla,  ex- 
ercised by  the  second  dynamic  unit,  the  calyx. 
As  we  shall  see  later,  we  are  not  able  to  draw  the 
borderline  of  this  first  unit  at  the  point  where  the 
collecting  tubules  meet  the  distant  convolute 
system.  The  total  structure  of  the  renculus  works 
in  close  relationship  with  the  action  of  the  trans- 
porting system  so  that  we  must  take  the  first 
section  with  the  renculus  as  an  entity. 

After  this  first  unit  we  have  the  calyx  itself 
with  its  terminal  sphincter  at  the  calycopelvic 
junction  as  the  second  one.  The  longitudinal 
muscle  of  the  calyx  acts  as  detrusor. 

The  true  pelvis,  which  constitutes  a primary 
reservoir,  ends  at  the  ureteropelvic  junction. 
Here  we  are  unable  to  demonstrate  a sphincter 
histologically,  but  a sphincter  action  is  evident 
functionally. 

A certain  variation  is  encountered  in  the 
ureter  itself.  Usually,  three  dynamic  units  will 
be  found,  but  there  are  instances  in  which  only 
two  are  present  and  still  others  in  which  four  are 
present.  Here  again  we  are  unable  to  detect 
true  sphincters,  but  functionally  the  ureter 
divides  into  dynamic  sections.  It  is  still  an  open 
question  whether  or  not  the  ureteral  orifice  has  a 
true  sphincter.  I believe  it  has.  This  opinion  will 
be  substantiated  and  published  soon. 


The  last  and  most  important  section  is  the 
bladder.  Its  detrusor  and  sphincter  action  is 
well  known. 

The  number  of  dynamic  units  varies  from  six  to 
eight  with  an  average  of  seven.  The  bladder 
plays  an  important  role  in  all  dynamic  and  tonic 
problems,  since  it  is  not  ruled  solely  by  auto- 
nomic innervation.  The  sphincter  externus  is  in- 
terposed between  bladder  and  urethra  and  is 
under  voluntary  control  to  a great  extent. 

A normal  bladder  is  totally  empty  after  mic- 
turition. The  musculature  of  the  wall  remains  in 
the  state  of  plastic  tonus  even  as  the  bladder  fills. 

When  the  filling  degree  has  reached  the  level 
which  one  could  call  the  “average  individual 
capacity,”  the  plastic  tonus  changes  over  to  a 
dynamic  state,  the  beginning  of  the  detrusor 
action.  The  plastic  tonus,  per  se,  does  not  exer- 
cise any  pressure  on  the  bladder  urine.  With  in- 
creasing filling,  howfever,  we  are  able  to  measure 
the  rising  internal  pressure.  This  is  due  to  the 
intra-abdominal  pressure  on  the  outside  wall  of 
the  bladder  which  gains  in  quantum  the  farther 
into  the  abdomen  the  filled  bladder  extends.  On 
the  other  hand,  the  plastic  tonus  forms  a protec- 
tion against  sudden  changes  of  the  abdominal 
pressure  and,  to  a certain  extent,  prevents  the 
transmission  of  the  pressure  excess  into  the  in- 
terior of  the  bladder. 

The  “average  individual  capacity”  is  an  ac- 
quired adjustment  to  the  demands  of  the  outside 
world  and  to  the  habits  of  the  owner.  A bladder 
can  be  emptied  frequently,  or  it  can  be  trained 
to  a large  capacity  without  creating  the  desire 
for  micturition.  When  the  plastic  tonus  changes 
to  a detrusor  action,  the  sphincter  internus  begins 
to  open  reflexively.  This  is  manifested  as  an  urge 
to  urinate.  If  possible,  the  bladder  will  be  emp- 
tied under  voluntary  innervation  of  the  sphincter 
externus.  However,  if  the  circumstances  just 
now  make  micturition  impossible  or  undesirable, 
the  sphincter  externus  can  effect  a firmer  con- 
traction to  counteract  the  already  working  de- 
trusor. The  fight  between  the  vegetative  action 
and  the  willful  command  gives  an  unpleasant 
sensation  which  subsides  as  soon  as  the  detrusor 
refrains  from  further  contraction. 

The  detrusor  action  stops,  and  a plastic  tonus 
of  a second  degree  is  established,  allowing  further 
filling.  Such  a process  can  repeat  itself  several^ 
times  until  finally  the  bladder  capacity 
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reached  extremely  high  degrees.  The  detrusor 
action,  starting  from  this  level,  creates  an  urge  to 
urinate  of  such  an  intensity  that  the  contraction 
of  the  sphincter  externus  can  give  way,  even 
against  the  will. 

The  filling  degree  of  the  bladder,  or,  to  express 
it  in  connection  with  our  topic,  the  various  levels 
of  plastic  tonus  cannot  be  without  effect  on  the 
upper  urinary  tract.  With  the  expansion  of  the 
bladder  and  with  the  rising  abdominal  pressure, 
the  urine  which  is  ejected  from  the  orifices  must  be 
transported  into  the  bladder  against  rising  in- 
ternal pressure.  Thus  it  is  necessary  that  the 
lower  third  of  the  ureter  must  function  at  a 
detrusor  pressure  somewhat  higher  than  the  in- 
terior pressure  of  the  bladder. 

During  the  time  of  micturition,  the  intravesical 
pressure  can  reach  levels  which  are  beyond  the 
possible  expelling  power  of  the  ureter.  Logically, 
therefore,  the  ureteral  orifices  must  stay  closed 
during  micturition.  This  is  achieved  by  a reflex 
mechanism,  and  the  fact  that  the  kinetic  co- 
operation works  this  way  can  be  seen  at  cysto- 
scopy. The  patient  is  asked  to  urinate  and  when 
the  detrusor  action  sets  in  and  the  sphincter  in- 
ternus  opens,  no  ejection  will  be  seen  from  the 
orifices.  The  argument,  that  the  time  of  ob- 
servation is  too  short  to  prove  such  a mechanism, 
can  be  met  in  the  following  way : when  the  patient 
is  urinating  alongside  the  instrument,  the  inflow 
of  the  filling  fluid  is  kept  up  under  sufficiently 
high  pressure  to  balance  the  loss  of  water  by 
micturition.  This  keeps  the  bladder  at  about 
the  same  filling  degree  and  forces  the  detrusor  to 
continuous  action.  No  peristaltic  waves  will  be 
seen  at  the  orifices  until  the  detrusor  comes  to 
rest. 

This  very  simple  experiment  is  of  far-reaching 
consequences  in  our  study  of  the  upper  urinary 
tract.  The  cystoscopic  observation  reveals  that 
the  orifices  eject  the  urine  periodically.  This 
proves  that  a retention  phase  must  exist  in  be- 
tween. Furthermore,  our  experiment  proves 
that  the  retention  phase  can  be  prolonged  under 
certain  conditions. 

How  does  the  upper  urinary  tract  react  to  in- 
creased bladder  pressure  and  prolonged  retention 
phases?  When  the  tonus  of  the  bladder  is  set 
to  lower  levels,  the  tonus  of  the  ureter,  the  true 
pelvis,  and  the  calyces  is  lowered  reflexively; 
a widening  of  the  diameter  results,  and  more  urine 
can  be  harbored.  Since  each  single  dynamic 
unit  contains  more  urine,  the  detrusor  action,  al- 
though less  frequent,  will  transport  a greater 
amount  of  urine  with  greater  force,  because  the 
muscular  action  on  the  heavier  column  is  me- 
chanically more  effective.  When  the  force  neces- 
sary to  transport  the  urine  from  one  section  to  the 
next  reaches  high  levels,  the  retention  in  the 


tract  can  lead  to  a loss  of  sphincter  action  and 
render  the  whole  tract  hypotonic  to  such  an  ex- 
tent that  the  borderlines  between  the  sections  are 
lost.  If  the  stagnation  in  the  tract  gains  in  in- 
tensity, also  the  detrusor  action  can  be  reduced 
nearly  to  zero,  and  the  tract  represents  a canal 
system  without  dynamic  qualities.  The  tonicity 
is  lost,  and  the  severe  hypotony  finally  ends  in  an 
elastic  expansion  or  a true  atony.  With  increas- 
ing lowered  tonus  of  the  tract  and  greater  filling, 
the  effects  on  the  renculus,  the  feeding  section, 
become  evident. 

A reflex  mechanism  could  affect  the  glomeruli 
and  inhibit  or  at  least  diminish  temporarily  the 
filtration  of  urine  to  prevent  further  overfilling. 
If  the  concept  that  the  filtering  process  is  a con- 
tinuous action  should  be  correct — there  is  doubt 
about  its  truth — a steady  flow  of  urine  must  be 
present  in  the  tubular  system  and  the  canaliculi. 
But  we  already  know  that  under  totally  undis- 
turbed conditions  this  stream  must  suffer  periodi- 
cal interruptions  when  the  sphincter  fornicis 
closes  the  calyx  against  the  papilla  during  its  own 
emptying  phase.  During  this  time,  however 
short  it  might  be,  a retention  must  occur  in  the 
tubular  system  with  a back  pressure  at  Bow- 
man’s capsule. 

The  following  possibilities  must  be  taken  into 
theoretic  consideration: 

1.  The  amount  of  urine  present  in  the  tubular 
system  is  reduced  by  reabsorption  of  water,  but 
this  could  account  only  to  a certain  extent  and  for 
a certain  length  of  time  for  the  ability  to  balance 
increasing  retention  in  the  tract. 

2.  If  the  tubular  system  should  have  a con- 
stant diameter — which  most  probably  is  not  the 
case — pressure  increase  could  reach  levels  in  the 
tubules  which  would  equal  or  even  surpass  the 
filtration  pressure  and  render  further  filtration  im- 
possible. But  if  the  tubular  diameter  could  be 
widened,  the  tubules  would  be  enabled  to  store 
more  urine.  This  is  possible  but  must  have  its 
limits. 

The  tubules  undoubtedly  have  the  faculty  of 
narrowing  and  widening  their  lumina  in  the  sense 
of  change  in  plastic  tonus.  A lowered  tonus  and 
a higher  filling  degree  would  favor  the  reabsorp- 
tion of  water.  There  is  one  experimental  ob- 
servation which  supports  the  possibility  of  urine 
retention  in  the  tubules:  a ureteral  catheter  is 
introduced  into  one  calyx  below  the  sphincter 
fornicis.  A syringe  is  attached  to  the  catheter, 
hanging  down,  so  that  the  plunger  can  act  as 
suction  weight.  When  the  sphincter  fornicis 
opens  for  the  next  filling  phase  of  the  calyx,  a 
small  amount  of  urine  empties  in  one  gush,  and 
thereafter  the  urine  dribbles. 

This  would  indicate  that  at  first  the  stored 
amount  of  urine  is  released  suddenly;  then  drops 
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are  trickling  through  the  pores  of  the  papilla  as 
they  are  filtered. 

3.  The  blood  stream  flowing  through  the 
glomerular  loops  at  the  time  of  high  intratubular 
pressure  would  be  unfiltrable,  and  the  amount  of 
blood  leaving  through  the  vas  efferens  must  be  the 
same  as  that  entering  through  the  afferens.  The 
vas  efferens,  however,  is  smaller  in  caliber  than 
the  afferens  since  it  carries  a lesser  amount  of 
blood,  due  to  the  filtration  loss.  Therefore, 
the  tonus  of  the  glomerular  loops  and  the  vas 
efferens  must  be  reduced  periodically  and  their 
diameters  widened  to  equal  that  of  the  vas 
afferens  in  order  to  let  the  blood  pass  undis- 
turbed. This  involves  a reflex  mechanism  acting 
on  the  vas  efferens  intelligently. 

There  is  another  possibility;  a reflex  mechanism 
which  could  act  on  the  vas  afferens  periodically, 
increasing  its  tonus  to  diminish  its  diameter  to 
the  size  of  the  vas  efferens.  This  process  seems  to 
afford  a more  logical  procedure,  since  not  only  a 
balance  in  diameter  would  result,  but,  at  the  same 
time,  the  systolic  pressure  in  the  glomerulus  must 
decrease  as  a result  of  increased  friction  in  the 
narrower  arteriole.  It  is  even  possible  that  the 
pressure  could  fall  below  the  necessary  filtration 
pressure  and  in  this  way  periodically  inhibit  filtra- 
tion. This  then  would  release  any  pressure  on  the 
tubular  system. 

We  are  unable  to  decide  which  way  is  effective 
in  the  renculus.  One  thing  is  sure,  however,  that 
there  exists  a retention  and  an  emptying  phase. 
Therefore,  we  must  include  the  glomeruli  and  the 
convolute  tubules  in  our  first  dynamic  unit. 

The  investigations  on  the  automaticity  of 
ureteral  kinesis,  and  the  dynamics  of  the  renal 
pelvis  of  the  extirpated  kidney  seem  to  prove 
that  the  kinesis  of  the  upper  urinary  tract  is  inde- 
pendent from  central  or  autonomic  innervation. 

Sympathicus  and  vagus  nerves  carry  sensory 
and  motor  fibers.  Which  role  do  they  play?  I 
feel  that  there  is  still  a great  deal  of  work  to  be 
done  and  that  the  situation  is  not  as  simple  as 
Lapides  believes1.  We  all  are  agreed  that  the 
sensory  fibers  transmit  impulses  which  are 
registered  as  distention  or  pain.  Are  the  motor 
fibers  idle,  or,  better,  do  they  innervate  the  blood 
vessels  only?  Even  if  that  should  be  the  case, 
variations  in  blood  supply  could  effect  changes  in 
the  status  of  the  muscular  layer  and  the  mucosa. 

It  seems  fairly  well  established  that  under 
normal  conditions  both  kidneys  produce  roughly 
the  same  amount  of  urine.  Therefore,  the  same 
amount  of  urine  passes  through  the  transporting 
system  and  exerts  the  same  intrapressure  on  both 
sides.  Why  then  do  we  find  differences  in  tonus 
between  the  two  sides  when  the  tonus  is  supposed 
to  be  the  result  of  intrapressure  alone?  The  ex- 
periments of  Lapides  are  not  complete  here,  since 


they  register  frequency  of  peristalsis,  amplitude, 
and  pressure  but  are  not  combined  with  intra- 
venous urography  which  would  simultaneously’ 
demonstrate  tonic  variations. 

I still  believe  that  the  tonus  in  the  urinary  tract 
is  of  bifold  nature.  On  one  hand  we  have  the  re- 
sponse to  various  filling  degrees  of  the  bladder  or 
the  reaction  to  high  levels  of  kidney  function,  and 
on  the  other  hand  we  have  tonic  changes  without 
intrinsic  impulses,  changes  produced  by  the  auto- 
nomic system  primarily. 

The  autonomic  apparatus  is  influenced  directly 
by  a vast  reflex  system  of  somatic  nature  and  in- 
directly by  cortical  impulses.  Quite  a number  of 
cases  of  acute  appendicitis  and  inflammatory  proc- 
esses of  the  cecum  exhibit  a lowered  tonus  of  the 
right  side.  Acute  gallbladder  conditions,  ovari- 
itis,  parametritis,  and  orchitis  affect  the  tract  of 
the  corresponding  side.  The  urogram  then  can  be 
an  adjuvant  in  diagnosis. 

Also  constitution  problems  enter  our  discus- 
sion. In  the  normal  person  the  autonomic  system 
works  in  perfect  harmony.  But  we  will  find  quite 
a number  of  instances  in  which  either  the  sym- 
pathicus or  the  vagus  predominates.  There  was  a 
trend  in  constitution  medicine  to  classify  those 
types  as  sympathicotonics  or  vagotonics.  Later 
investigation  has  shown  that  this  scheme  is  by  far 
too  narrow,  because  the  so-called  sympathico- 
tonic person  does  not  have  a sympathicotonic 
prevalence  throughout.  Only  certain  groups  of 
organs  can  be  out  of  autonomic  balance  when 
others  are  still  in  harmony.  Bergmann  has 
created  the  term  of  the  sympathicotonic  or 
vagotonic  stigmatized,  which  certainly  is  nearer 
the  truth.  We  must  grant  that  the  urologists 
have  paid  very  little  attention  to  these  problems. 

Unquestionably,  there  is  a functional  spasticity 
as  well  as  a hypotony  of  the  urinary  tract,  and 
both  must  have  their  characteristic  clinical  mani- 
festations. Also  the  age  of  the  patient  has  a 
bearing  on  the  autonomic  balance.  A child  is 
predominantly  vagotonic,  a geriatric  sympathico- 
tonic in  tonic  aspect.  The  differences  of  pyelo- 
grams  of  children  and  older  persons  are  well 
known  so  that  one  might  be  inclined  to  term  the 
one  a vagotonic,  the  other  a sympathicotonic 
pyelogram. 

Finally,  we  must  consider  briefly  the  influence 
of  various  tonus  levels  on  the  absorptive  processes 
in  the  upper  urinary  tract.  The  urothelium  is  a 
transitional  epithelium  which  increases  its  absorp- 
tive capacity  when  expanded.  Logically,  there- 
fore, lowering  of  the  tonus  and  thereby  widening 
of  the  urocanal  renders  absorption  by  the  mucosa 
easier.  Furthermore,  a longer  period  of  the  urine 
present  in  the  tract  favors  such  a process.  To  my 
knowledge  there  are  no  experiments  at  hand  which 
compare  the  composition  of  the  urine  collected 
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high  up  in  the  calyx  with  that  collected  low  in  the 
ureter.  My  own  investigations  along  these  lines 
'seem  to  establish  such  a difference.  If  this  should 
prove  to  be  correct,  a most  important  clinical 
aspect  emerges. 

Under  normal  tonic  and  dynamic  conditions 
the  reabsorption  of  water  and  solubles  seems  to  be 
only  slight,  but  increases  considerably  as  soon  as 
the  tonus  is  lowered  and  the  dynamics  are  dis- 
turbed. The  paramount  site  of  the  absorption  is 
the  fornical  space  as  shown  in  previously  pub- 
lished experiments.  The  mucosa  of  the  pelvis  and 
of  the  ureter  has  the  same  capacity  but  to  a lesser 
extent. 

Summary 

The  topic  was  presented  here  in  only  a brief 
way,  many  side  problems  not  being  mentioned  at 
all.  The  purpose  was  to  call  the  attention  of  the 
urologist  to  a problem  of  complex  nature  and  of 
promising  research. 

Discussion 

J.  Sydney  Ritter,  M.D.,  New  York  City. — I wish 
to  compliment  Dr.  Narath  for  his  untiring  efforts  to 
bring  to  light  the  normal  physiology  of  the  urinary 
tract.  His  keen  interest  in  this  field  and  his  inde- 
fatigable endeavors  are  well  known.  He  has  con- 
tributed much  toward  the  clarification  of  a very 
difficult  and  very  little  understood  branch  of  physi- 
ology'. His  study  and  contributions  to  the  normal 


and  abnormal  hydrodynamics  of  the  renal  pelvis 
hold  an  enviable  notch  in  the  archives  of  urology. 

I am  certain  that,  time  permitting,  Dr.  Narath 
would  have  shown  more  of  his  investigations  in  this 
field.  His  attempt  is  apparently  to  stimulate  more 
interest  in  this  particular  area  of  the  common 
anatomy.  I feel  that  this  has  been  accomplished. 
Although  much  of  a theoretic  nature  has  been  pre- 
sented, it  is  only  by  theorizing  and  studying  that  one 
can  hope  to  solve  such  problems  as  renal,  ureteral, 
and  vesical  stasis. 

Trueta  has  attempted  to  show  the  effects  of  vari- 
ous stimuli  on  the  blood  supply  and  circulation  of 
the  kidney,  this  having  a direct  bearing  on  renal 
function.  Narath  brings  forth  the  neuropatho- 
genesis, as  well  as  the  unhindered  muscular  and 
cellular  activities. 

Some  years  ago,  while  attempting  to  establish  a 
cause  for  the  atrophic  pyelonephritic  kidney  and  the 
hydronephritic  kidney,  when  obstructions  were  ap- 
plied at  the  samq  location,  we  noted  marked  changes 
in  the  circulation  of  the  kidney  due  to  pressure.  We 
also  noted  that  in  some  cases  there  were  large  hydro- 
nephritic  kidneys  and  in  others  atrophic  pyeloneph- 
ritic kidneys.  Why  these  contrary  pathologic 
specimens  were  produced,  although  the  mechanisms 
of  obstruction  were  identical,  we  were  unable  to  ex- 
plain. Perhaps  Dr.  Narath,  in  his  work  will  aid  us. 


Reference 

1.  Lapides,  J. : J.  Urol.  39:501(1948). 


TREATMENT  OF  PSORIASIS 

Psoriasis  responds  to  treatment  with  undecylenic 
acid,  according  to  Henry  Harris  Perlman,  M.D., 
Philadelphia.  Undecylenic  acid  is  a drug  which  re- 
sembles the  natural  oils  of  the  skin. 

Writing  in  the  February  12  issue  of  the  Journal 
of  the  American  Medical  Association,  Dr.  Perlman 
says:  “Seventeen  patients  with  chronic  psoriasis, 

both  localized  and  generalized,  were  given  gradually 
increased  doses  of  undecylenic  acid  by  mouth  for 
varying  periods  of  time,  with  improvement  in  the 
psoriasis  characterized  by  disappearance  of  the 
lesions,  permanent  relief  of  the  itching,  and,  in  sev- 
eral instances,  disappearance  or  improvement  in 
joint  pains. 

“Undecylenic  acid  has  been  tried  on  a small  num- 
ber of  patients  with  neurodermatitis  and  appears 
to  have  a definite  effect  on  the  lesions.  Definite 
claims  for  undecylenic  acid  cannot  be  made  from 
the  comparatively  small  number  of  patients  studied. 
However,  undecylenic  acid  seems  to  hold  a great 
deal  of  promise  in  the  improvement  and  possible 
prevention  of  recurrences  of  psoriasis  and  neuroder- 
matitis.” 

At  present  it  seems  that  the  greatest  benefit  from 


undecylenic  acid  in  the  treatment  of  psoriasis  is  in 
the  subacute  and  chronic  lesions  which  are  more  or 
less  generalized  on  the  body,  according  to  Dr.  Perl- 
man. In  psoriasis  of  only  a few  years  duration,  re- 
markable improvement  was  noticed  after  two  or 
three  weeks.  In  some  patients,  however,  clinical 
response  was  not  noticed  until  after  three  months, 
when  large  plaques  of  psoriasis  were  soon  replaced 
by  normal  skin. 

“With  the  continued  use  of  undecylenic  acid  before 
and  after  the  skin  has  cleared  up,  new  lesions  fail  to 
appear  and  in  those  few  instances  in  which  new  le- 
sions appeared  they  seemed  to  be  short  lived,  disap- 
pearing spontaneously,”  Dr.  Perlman  reports. 

“It  is  highly  probable  that  the  recurrence  of  psori- 
asis can  be  prevented,  at  least  in  significant  pro- 
portion of  cases,  by  a maintenance  dose  of  undecy- 
lenic  acid.” 

Although  the  drug  in  its  present  form  produces 
belching,  nausea,  diarrhea,  and  other  symptoms 
when  taken  by  mouth,  most  such  undesirable  reac- 
tions can  be  eliminated  by  development  of  coated 
capsules  and  by  temporary  discontinuance  of  treat- 
ment. 
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ACCORDING  to  the  Children’s  Tumor 
Registry  of  the  American  Academy  of 
Pediatrics,  “In  the  three-year  period,  1942  to 
1945,  more  children  died  in  New  York  from 
neoplasm  than  from  a large  number  of  commonly 
observed  disorders  of  childhood,  including  tuber- 
culosis.” Campbell  and  others  have  stated  that 
renal  neoplasms  constitute  20  per  cent  of  all 
tumors  of  childhood.1  In  the  sixteen-year 
period,  1931  to  1947,  Babies  Hospital  admitted 
53,771  patients,  23  of  whom  had  Wilms’  tumors. 
Nine  of  these  23  were  admitted  in  1946  and  1947. 
Diagnosis  must  be  made  and  treatment  insti- 
tuted at  the  earliest  possible  time  if  the  child  with 
embryonal  adenosarcoma  of  the  kidney  is  to  have 
any  chance  of  survival. 

Pathogenesis 

Most  discussions  on  pathology  of  Wilms’ 
tumor  are  concerned  with  theories  of  origin. 
Since  component  elements  of  a malignancy 
usually  suggest  the  possible  source  and  since 
primitive  renal  elements  predominate  in  a Wilms’ 
tumor,  it  was  logical  to  ascribe  their  presence  to 
inclusions  within  the  newly  formed  kidney  of  a 
metanephrogenic  rest.2  3 However,  other  tis- 
sues, smooth  and  striated  muscle,  cartilage,  bone, 
and  fat  were  also  found,  and  their  presence  could 
not  be  explained  on  the  basis  of  the  renal  blas- 
tema rest  theory.  Wilms  suggested  the  “primi- 
tive undifferentiated  mesoderm”  as  a possible 
source.4  This  layer  differentiates  into  mesen- 
chyme (smooth  muscle),  myotome  (striated 
muscle),  sclerotome  (vertebrae),  and  nephrotome 
(metanephrogenic  tissue).  A stray  bit  of  such 
mesoderm  caught  within  the  differentiating  kid- 
ney could  later,  under  the  proper  stimulus,  grow 
into  the  queer  jumble  of  apparently  unrelated 
elements  which  constitute  a Wilms’  tumor. 
Other  pathologists  clung  to  the  renal  blastema 
. rest  theory  and  ascribed  the  presence  of  the 
unexpected  tissue  to  metaplasia  or  to  retention 
by  nephrogenic  tissue  of  its  multiple  potentiality 
for  the  elaboration  of  normal  mesenchymal 
derivatives.5  More  recently,  Masson  found 
sympathetic  nerve  elements  in  the  tumors,  and 
modified  and  extended  the  theories  of  Wilms, 
Ribbert,  and  Harbitz.6  He  identified  not  only 
primitive  rudimentary  nephrons,  smooth  and 
striated  muscle,  and  cartilage,  but  also  neuro- 
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blasts,  lemmoblasts  apparently  developing  from 
what  he  termed  “mesectodermal  mesenchyma.” 
He  attributes  Wilms’  tumor  to  a rest  that  sepa- 
rates at  a much  earlier  embryologic  period  than 
that  of  the  metanephrogenic  mass  or  even  the 
primitive  undifferentiated  mesoderm.  In  his 
opinion  there  is  a “ne'uro-epithelium,  father 
of  the  lumbar  crests,  from  which  neuro-ectoder- 
mic  elements  and  nephrogenic  mesenchyme 
develop.”  It  is  this  neuroepithelium,  if  dis- 
placed and  activated,  that  is  the  “sole  source  of 
the  mixed  tumors  of  the  kidney  which  are  at  the 
same  time  nervous,  mesectodermic,  muscular, 
and  nephrogenic.”  One  finds  it  difficult  to 
accept  this  rather  complicated  theory  since  it  is 
based  on  the  theory  of  a cell  rest  embryologically 
“eons”  older  than  the  renal  blastema  (Fig.  1). 

Whatever  the  rest  or  source  may  be,  certain 
conclusions  regarding  Wilms’  tumors  may  be 
drawn : 

1.  They  are  not  teratomas,  because  the 
latter  are  thought  to  arise  from  a primitive 
totipotent  germ  cell.  Wilms’  tumors  probably 
arise  from  a cell  rest  of  a somewhat  later 
embryologic  date,  reduced  to  a bigerminal 
potentiality  and  capable  of  producing  ecto- 
dermal and  mesodermal  but  no  endodermal 
•elements. 

2.  Wilms’  tumors  are  congenital,  but  it  is 
not  possible  to  state  when  the  malignant  trans- 
formation takes  place.  The  number  of  cases  in 
which  this  cancer  is  demonstrable  at  birth  is 
surprisingly  small.  Farber,  in  3,000  necropsies 
on  children,  found  no  Wilms’  tumors  at  birth, 
and  neither  did  Wells  in  an  equal  series  on  pre- 
mature fetuses  and  stillborn.7'8  Wells  did 
find  several  congenital  cystic  kidneys.  In  his 
review  of  the  literature,  he  accepted  only  five 
cases  of  Wilms’  tumor  as  having  been  found  at 
birth;  11  cases  he  termed  “probable.”  It  is 
of  interest  to  note  the  absence  of  any  reports 
of  the  association  of  pelvic  kidneys;  however, 
two  cases  of  horseshoe  kidney  associated  with 
Wilms’  tumor  have  been  published.9  The  age 
factor,  nevertheless,  is  important  in  prognosis 
because  the  older  the  child,  the  longer  has  the 
potentially  virulent  mass  been  present  and  the 
greater  the  opportunity  for  growth  extension 
and  metastasis.  On  the  other  hand,  in  some 
cases,  particularly  in  those  with  large  cysts, 
long  duration  without  metastasis  bespeaks  of 
slow  growth  and  relatively  good  prognosis. 

3.  Many  of  the  reports  of  Wilms’  tumor  in 
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Fig.  1.  Schematic  representation  of  the  development  of  a Wilms’  tumor  (Melicow). 


adults  are  difficult  to  accept,  56  cases  having 
been  reported  to  date.10  One  has  to  assume 
that  a congenital  rest,  ordinarily  volatile  in 
growth  attributes,  had  remained  quiescent  for 
many  decades.  Few  of  the  photomicrographs 
reveal  the  characteristic  patterns  seen  in 
Wilms’  tumor  (mesenchymal  cords,  rosettes, 
protubules,  proglomeruli,  etc.).  The  majority 
resemble  metaplastic  or  anaplastic  malignan- 
cies. 

4.  Malignancies  in  infancy  and  childho&d 
are  relatively  rare  and  occur  principally  in 
blood-forming  organs  or  nerve  or  renal  tissue. 
Cramer  has  directed  attention  to  the  fact  that 
embryos,  chorionic  tissue,  brain,  and  kidney 
medulla  have  a type  of  metabolism  resembling 
that  of  tumors,  i.e.,  high  glycolysis.  This  may 
have  some  connection  with  the  occurrence  of 
renal  neoplasms  in  real  life. 

Pathology 

Microscopic  studies  of  Wilms’  tumor  reveal 
evidences  of  an  attempt  to  form  renal  elements. 
The  picture  becomes  bizarre  and  distorted  owing 
to  compression  of  component  cells  by  surround- 
ing structures.  We  can  identify  attempts  at 
creation  of  protubules  from  germinating  rosettes 
(Fig.  2,  a and  b).  Some  of  the  tubules  grow  to 
giant  size  and  are  lined  by  several  layers  of  co- 
lumnar cells  (Fig.  2c) ; others  show  complete  dif- 
ferentiation except  that*  they  are  smaller  than 
normal  (dwarf  tubules)  and  resemble  those  seen 
in  hypoplastic  kidneys  (Fig.  2d).  Still  other 
tubules,  unconnected  to  any  collecting  order, 
dilate  and  appear  cystic  (Fig.  2e).  Localized 
masses  of  small,  “granular”  cells  in  pseudotubular 


formations  are  present  in  some  areas  and  resemble 
remarkably  the  granular  cell  adenomas  and  car- 
cinomas of  the  adult.  Thus  there  may  be  a 
bridge  connecting  tumors  of  children  with  some  of 
those  in  adults.  The  not  uncommon  granular 
cell  adenomas  may  have  originally  been  micro- 
scopic rests  that  had  differentiated  and  become 
static.  In  some  cases  activation  takes  place 
later,  and  a malignancy  ensues. 

Pseudoglomeruli  are  seen  frequently  in  some 
tumors.  They  are  usually  bunched  in  several 
low-power  fields  and  are  often  surrounded  by 
dwarf  tubules.  Some  pseudoglomeruli  appear 
as  epithelial  excrescences  which  jut  into  the 
lumen  of  giant  tubules,  while  more  advanced, 
abortive  granular  cell  tufts  remain  small.  Blood 
vessels  do  not  enter  into  the  process,  and  the 
tufts  remain  avascular  clumps  of  small  deep- 
staining  cells  (Fig.  2d). 

The  rest  manifests  its  bipotentiality  by  form- 
ing other  mesodermal  derivatives:  smooth  and 
striated  muscle  cells  (Fig.  2f),  cartilage,  bone  and 
fat. 

The  jumbled  but  rapidly  growing  tissues  tend 
to  expand  but  are  hemmed  in  for  a time  by  the 
surrounding  renal  mass.  The  concomitant  at- 
tempts at  differentiation  are  frustrated,  and  no 
connection  with  the  functioning  kidney  occurs. 
The  bizarre  tissues  do  not  fit  because  they  are  not 
part  of  the  original  metanephrogenic  plan.  The 
tumor  cells  continue  to  divide  furiously  and 
finally  burst  barriers  and  inundate  neighboring 
structures,  lymphatics,  or  vascular  capillaries. 
It  is  difficult  to  base  prognosis  in  a Wilms’  tumor 
on  the  degree  of  differentiation.  A tumor  may 
show  advanced  elements  for  the  most  part,  yet  a 
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few  areas  may  contain  mesenchymal  cells  whose 
propensity  for  spread  is  great.  On  the  other 
hand,  another  tumor,  composed  mainly  of  highly 
anaplastic  cells,  may  resolve  with  radiotherapy 
but  leave  behind  a few  differentiated  cells — 
islands  which  can  continue  to  thrive. 

Diagnosis 

The  diagnosis  of  Wilms’  tumor  should  be 


relatively  simple.  It  is  unfortunate,  but  we 
believe  it  is  generally  true  that  embryoma  of  the 
kidney  has  never  been  diagnosed,  except  as  an 
incidental  finding  in  exploration  of  the  kidney  for 
some  other  cause,  until  the  tumor  has  reached  a 
size  sufficient  to  be  readily  palpable.911  If 
there  is  the  slightest  doubt  in  any  doctor’s  mind 
concerning  the  etiology  of  any  abdominal  mass, 
the  intravenous  pyelogram  will  generally  confirm 


Fig.  2.  Photomicrographs  of  sections  through  Wilms’  tumor:  (a)  masses  of  spindle  cells;  (b)  ro- 
sette formation ; (c)  giant  protubules;  (d)  abortive  glomeruli  and  dwarf  tubules;  (e)  myosarcoma- 

tous  area  separated  by  loose  mesenchyme  from  protubules  and  cyst  spaces;  (f)  striated  muscle. 
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the  presence  of  renal  pathology,  no  matter  how 
young  the  child.  It  may  be  necessary  to  secure 
retrograde  pyelograms,  and  even  then  a definite 
diagnosis  of  neoplasm  may  be  difficult,  but 
certainly  the  indication  for  operation  will  have 
been  determined.  We  have  found  transillumina- 
tion to  be  of  some  value  in  differentiating  between 
tumor  and  massive  hydronephrosis  with  ob- 
struction of  the  ureter.  Polycystic  disease  is 
bilateral,  but,  as  Campbell  has  recently  pointed 
out,  Wilms’  tumor  may  be  primary  in  both  kid- 
neys, simulating  this  disease.12  A large  solitary 
cyst  or  multiple  cysts  of  one  kidney  may  easily 
be  confused  with  tumor,  but  here  again,  trans- 
illumination might  be  helpful  in  arriving  at  the 
correct  diagnosis.  We  have  had  a recent  case 
in  which  a sympathicoblastoma  had  invaded  the 
renal  cortex  producing  pyelographic  changes 
suggestive  of  embryoma.  It  cannot  be  empha- 
sized too  strongly  that  the  absence  of  gross  or 
microscopic  blood  in  the  urine  does  not  rule  out 
the  possibility  of  Wilms’  tumor;  hematuria,  if  it 
occurs,  is  a late  symptom. 

Case  Reports 

We  will  present  our  23  cases  in  chronologic 
order.  Since  they  cover  a rather  extended 
period  (1931  to  1947),  they  include  the  work  of 
several  members  of  the  staff.  For  the  sake  of 
brevity  we  do  not  mention  negative  x-ray  find- 
ings, all  of  the  patients  having  had  roentgeno- 
grams of  the  chest  and  some  having  had  roent- 
genograms of  the  long  bones  to  determine  the 
presence  of  metastases.  Practically  all  the 
patients  had  a mild  secondary  anemia,  a few  had 
elevated  sedimentation . rate,  two  hypertension, 
and  several  elevated  temperatures.  The  diag- 
nosis was  not  confirmed  by  tissue  examination  in 
two  (cases  2 and  8),  but  the  x-ray  findings  and 
course  of  the  disease  were  so  typical  in  both  we 
felt  justified  in  including  them  in  this  series.  We 
have  not  described  each  tumor;  they  have  all 
shown  the  varied  picture  which  is  so  character- 
istic of  embryoma. 

Case  1. — P.  B.,  a six-year-old  girl,  was  admitted 
March  17,  1931,  complaining  of  abdominal  pain  of 
three  weeks  duration.  The  mother  had  noted  an 
abdominal  mass  during  this  period,  which,  on  our 
examination,  was  found  to  be  hard,  nontender,  and 
movable,  occupying  the  left  side  of  the  abdomen. 
Pyelographic  studies  confirmed  the  diagnosis  of 
Wilms’  tumor,  and  a lumbar  nephrectomy  was 
performed  on  March  31.  In  removing  the  tumor, 
the  capsule  ruptured,  and  local  lymph  nodes,  also, 
were  found  to  be  involved.  Pulmonary  metastases 
and  local  recurrence  were  first  noted  one  month 
following  operation;  these  were  irradiated.  The 
patient  died  on  September  13,  1931,  five  and  a 
half  months  after  operation. 

Case  2. — R.  L.,  a boy  of  three  years,  admitted 


March  1,  1933,  had  gross  hematuria  for  ten  weeks 
and  a rapidly  increasing  abdominal  mass  for  eight 
weeks.  The  mass  was  found  to  occupy  the  entire 
left  side  of  the  abdomen.  An  intravenous  pyelogram 
showed  no  secretion  of  dye  by  a large  right  kidney; 
far-advanced  pulmonary  metastases  were  present. 
Although  terminal,  radiation  therapy  was  advised 
on  his  return  to  his  home  town;  we  have  no  sub- 
sequent report  on  the  course  of  his  disease. 

Case  3. — C.  S.,  admitted  June  4,  1934,  was  a 
thirteen-month-old  boy  whose  family  had  noticed 
abdominal  swelling  for  one  month  and  had  felt  a 
definite  mass  six  days  prior  to  admission.  The 
examination  disclosed  a left  abdominal  tumor  ex- 
tending to  the  right  of  the  midline.  The  diagnosis 
of  renal  tumor  was  confirmed  by  intravenous  and 
retrograde  pyelograms.  The  mass  continued  to 
enlarge  during  the  seven-day  period  the  patient 
received  irradiation  in  preparation  for  operation. 
Lumbar  nephrectomy  was  performed  on  June  29, 
1934.  No  postoperative  radiation  therapy  was 
given.  On  October  4,  1937,  the  last  follow-up 
date,  three  years  after  operation,  the  boy  was  in 
good  health,  and  it  is  presumed  there  has  been  no 
recurrence  of  the  disease. 

Case  4- — R-  K.,  a six- week-old  girl,  was  admitted 
October  1,  1934,  because  of  swelling  of  the  abdomen 
of  one  week  duration.  A firm,  smooth  mass, 
filling  the  entire  right  side  of  the  abdomen,  was 
readily  palpable.  Retrograde  pyelogram  substanti- 
ated the  diagnosis  of  Wilms’  tumor,  and  a lumbar 
nephrectomy  was  done  shortly  after  admission. 
The  patient  received  no  preoperative  or  post- 
operative radiation.  In  October,  1946,  at  twelve 
years  of  age,  the  patient  was  in  excellent  health. 

Case  5. — J.  E.,  three  and  one-half-year-old  girl, 
who  had  complained  of  abdominal  pain  for  three 
weeks,  was  admitted  July  12,  1936.  The  abdomen 
was  visibly  enlarged  with  a palpable  tumor  on  the 
left;  the  temperature  was  elevated  and  the  sedi- 
mentation rate  58.  The  diagnosis  of  embryoma, 
left  kidney,  was  substantiated  by  intravenous  pyelo- 
gram. She  received  1,500  r,  with  decrease  in  the 
size  of  the  tumor  mass,  and  the  kidney  was  removed 
on  August  11, 1936,  through  lumbar  incision. 

The  pathology  examination  was  reported  as 
follows:  Microscopic  sections  revealed  a loose 

mesenchyme  showing  pseudotubules  and  abortive 
glomeruli.  Giant  tubules  lined  by,  several  layers  of 
cells,  some  showing  inward  budding,  were  present. 
An  anaplastic  tumor  with  moderate  differentiation. 

The  postoperative  therapy  consisted  of  1,400  r 
during  the  following  two  months.  On  February 
23,  1937,  x-rays  showed  massive  pulmonary  metas- 
tases; she  expired  March  2,  1937,  eight  months 
after  onset  of  her  symptoms. 

Case  6. — During  the  course  of  an  examination, 
necessitated  by  an  acute  upper  respiratory  tract 
infection,  an  abdominal  mass  was  palpated  in  W.D., 
a boy,  four  and  a half  years  old,  and  he  was  ad- 
mitted one  week  later  on  May  12,  1937.  Physical 
examination  showed  the  left-sided  mass  to  be 
firm,  fixed,  and  nontender,  and  the  intravenous 
pyelogram  confirmed  the  impression  of  Wilms’ 
tumor.  Radiation  therapy  was  given  for  fifteen 
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days  preceding  the  lumbar  nephrectomy.  He 
received  intensive  postoperative  irradiation  to  the 
operative  area.  Periodic  checkups  and  x-ray 
examinations  were  negative  up  to  June,  1939, 
at  which  time  a metastatic  mass  was  noted  in  the 
right  upper  lung.  The  patient  received  radio- 
therapy to  this  area,  and  the  mass  had  disappeared 
by  September,  1939.  Because  of  a recurrence  of  a 
shadow  in  the  same  area  in  April,  1940,  the  patient 
was  prepared  for  lobectomy  which  was  done  on 
May  24,  1940;  sections  confirmed  the  diagnosis  of 
metastases  from  primary  embryoma.  The  patient 
expired  August  24,  1940,  thirty-nine  months  after 
nephrectomy.  Autopsy  showed  metastases  to  the 
middle  and  lower  lobes  of  the  right  lung,  the  medias- 
tinum, and  the  left  lower  lobe. 

Case  7. — R.  S.,  a two-year-old  boy,  was  admitted 
June  30,  1937,  because  of  progressive  cachexia 
with  no  loss  in  weight  for  two  months.  A non- 
tender, left-sided  abdominal  mass  was  readily 
palpable,  and  an  intravenous  pyelogram  confirmed 
the  presence  of  a renal  tumor.  Twelve  hundred 
roentgens  were  given  during  the  eighteen  days 
preceding  nephrectomy,  August  13,  1937,  and  1,200 
units  following  operation.  Eight  months  later 
there  were  multiple  pulmonary  metastases  which  did 
not  respond  to  radiotherapy.  Autopsy  on  Decem- 
ber 4,  1939,  twenty-eight  months  after  nephrec- 
tomy, disclosed  metastases  to  the  brain,  lungs,  and 
right  kidney. 

Case  8. — H.  K.,  a one-year-old  boy,  was  brought 
to  the  clinic  for  treatment  of  his  eczema;  a routine 
physical  examination  revealed  a mass  in  the  left 
flank  which  was  thought  to  be  a splenomegaly. 
However,  because  of  the  rapid  increase  in  size  of 
the  “spleen,”  the  child  was  admitted  June  16,  1938. 
An  intravenous  pyelogram  demonstrated  tumor  of 
the  left  kidney  with  calcification;  x-ray  of  the  chest 
on  June  17  showed  no  evidence  of  pulmonary 
pathology.  During  the  following  twenty-four  days, 
2,400  r were  given  to  the  tumor  area,  and  the  mass 
decreased  in  size.  A repeat  x-ray  of  the  chest  on 
July  27,  prior  to  operation,  revealed  multiple  pul- 
monary metastases.  Operation  was  postponed 
indefinitely;  the  lung  fields  were  irradiated  with 
good  results,  but  radiotherapy  had  to  be  stopped 
due  to  the  profound  leukopenia  which  developed. 
At  the  time  of  death,  November  22,  1938,  five 
months  after  his  first  admission,  there  had  been  no 
recurrent  increase  in  size  of  the  primary  tumor  mass; 
the  metastases  occupied  both  lung  fields  and  the 
mediastinum.  Permission  for  postmortem  exami- 
nation was  not  obtained. 

Case  9. — W.  S.  was  a nine-month-old  boy  whose 
family  had  noticed  abdominal  swelling  for  two 
months  prior  to  admission  on  March  24,  1939. 
Physical  examination  disclosed  a firm,  smooth 
mass  occupying  the  entire  right  side  of  the  abdomen; 
diagnosis  of  renal  tumor  was  confirmed  by  intra- 
venous pyelogram.  A repeat  pyelogram  following 
radiation  demonstrated  decrease  in  the  size  of  the 
right  kidney  and  increased  function.  Lumbar 
nephrectomy  was  performed  on  May  23, 1939. 

Pathology  report  was  as  follows:  Microscopic 
sections  revealed  a dense  stroma  containing  masses  of 
small  cells,  some  forming  pseudotubules  of  very 


small  size.  Groups  of  abortive  glomeruli  were 
frequently  seen.  Deeply  staining  cells  with  tri- 
angular nuclei  were  seen  in  a hyalinized  stroma. 
The  latter  was  proably  the  result  of  radiotherapy. 
An  anaplastic  tumor  with  considerable  differentia- 
tion. Radiotherapy  had  not  destroyed  active  cells. 

Postoperative  radiotherapy  was  completed  in 
November,  1939.  Nineteen  months  after  nephrec- 
tomy, the  patient  developed  gross  hematuria  as- 
sociated with  transient  abdominal  pain  and  loss  of 
weight.  Roentgenograms  demonstrated  metastatic 
tumor  in  the  remaining  kidney  and  bilateral  pul- 
monary metastases.  Autopsy,  twenty-one  months 
after  operation,  disclosed  metastases  to  the  left 
kidney  with  extension  into  the  inferior  vena  cava, 
lungs,  left  adrenal,  and  liver. 

Case  10. — T.  L.,  a doctor’s  son,  three  and  a half 
years  old,  had  complained  of  abdominal  pain  for  one 
month,  during  which  time  he  was  examined  on 
several  occasions  with  no  positive  findings.  One 
day  before  admission  on  March  31,  1941,  a mass  was 
felt  in  the  right  upper  quadrant.  Intravenous 
pyelogram  confirmed  the  suspicion  of  renal  tumor, 
and  a transperitoneal  nephrectomy  was  performed 
the  following  day.  The  specimen  weighed  330 
Gm.,  and  the  tumor  measured  9.5  by  7.5  by  8 cm. 
No  radiation  therapy  was  given,  and  now,  seven 
years  later,  he  is  in  excellent  health. 

Case  11. — J.  K.  was  a three  and  one-half-year-old 
girl  who  was  found  to  have  an  abdominal  mass  while 
undergoing  a routine  examination  for  an  acute 
respiratory  fract  infection.  She  was  admitted  five 
days  later  on  October  21,  1941,  at  which  time  the 
mass  was  described  as  being  firm,  smooth,  nontender, 
and  filling  the  entire  left  side  of  the  abdomen.  In- 
travenous and  retrograde  pyelograms  confirmed  the 
diagnosis  of  renal  tumor.  A lumbar  nephrectomy 
was  performed  seven  days  after  admission. 

She  did  not  receive  postoperative  radiation  ther- 
apy. Two  months  later,  January  7,  1942,  x-rays 
showed  metastases  in  the  right  lower  lobe  which 
were  irradiated  with  good  results;  however,  treat- 
ment had  to  be  discontinued  because  of  leukopenia. 
The  patient  subsequently  developed  masses  in  the 
region  of  the  liver  and  the  umbilicus  and  died  at 
home  on  June  7,  1942. 

Case  12. — On  December  12,  1941,  M.  D.,  a four- 
year-old  girl,  was  brought  to  the  hospital  in  ex- 
tremis and  died  two  days  later.  She  had  been  ex- 
amined in  the  clinic  two  years  previously  for  an  ab- 
dominal mass  which  had  been  present  for  one  month. 
The  parents  refused  admission  at  that  time  and  had 
their  daughter  treated  by  a chiropractor  for  one 
year.  The  following  year  she  received  radiation 
therapy  at  another  hospital,  quantity  not  known. 
Postmortem  examination  showed  the  tumor  in  the 
left  kidney  to  be  fibrosed,  containing  calcareous 
material  with  no  local  extension;  the  metastases 
were  limited  to  the  lungs  and  pleura. 

Case  13. — H.  M.,  an  eleven-month-old  girl,  de- 
veloped a skin  rash  and  fever,  and  in  the  course  of 
the  examination  her  doctor  felt  a mass  in  the  ab- 
domen. Following  her  return  to  New  York,  one 
month  later,  she  was  admitted  on  January  19,  1942. 
A movable,  sharply  circumscribed,  hard  mass  was 
readily  palpable  in  the  left  upper  quadrant,  and  the 
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intravenous  pyelogram  substantiated  the  impression 
of  renal  tumor.  A transperitoneal  nephrectomy  was 
done  on  January  22. 

Pathology  report  was  as  follows:  Microscopic 

sections  revealed  masses  of  small  cells  in  complete 
anaplasia  in  some  fields  and  in  others  showing 
rosettes,  protubules,  and  proglomeruli.  A mixture 
of  anaplasia  and  attempts  at  differentiation. 

No  radiotherapy  was  given.  At  the  present  time, 
six  years  after  operation,  she  is  in  good  health. 

Case  14-— B.  H.,  a three  and  one-half-month  fe- 
male baby,  had  been  acutely  ill  with  vomiting,  con- 
stipation, and  elevated  temperature  for  three  weeks. 
An  abdominal  mass,  proved  by  intravenous  pyelo- 
gram to  be  a pathologic  right  kidney,  had  been  felt 
two  days  prior  to  her  admission  on  February  13, 
1942.  The  baby’s  condition  was  poor;  the  non- 
protein nitrogen  was  67,  temperature  105  F.,  blood 
pressure  140/80,  and  the  entire  right  side  of  the 
abdomen  was  occupied  by  the  renal  mass.  A 
retrograde  pyelogram  confirmed  the  diagnosis 
of  renal  neoplasm.  While  being  transfused,  in 
preparation  for  operation,  the  patient  expired. 
Autopsy  showed  the  entire  right  kidney  to  be  re- 
placed by  a well-encapsulated  Wilms’  tumor  weigh- 
ing 550  Gm.  and  measuring  12.2  by  10  by  8 cm.; 
there  were  no  demonstrable  metastases.  Death 
was  attributed  to  the  hypertension.  The  liver  and 
heart  were  twice  the  normal  weight,  and  the  lungs 
were  edematous. 

Case  15. — S.  W.  was  a two  and  one-half-year-old 
boy  with  abdominal  pain  of  three  weeks  duration 
and  hematuria  five  days  before  admission  on  March 
5,  1946.  Physical  examination  revealed  a stony- 
hard  mass,  about  10  by  10  cm.,  located  in  the  right 
side  of  the  abdomen;  the  blood  pressure  was  140/88, 
temperature  104  F.  An  intravenous  pyelogram 
confirmed  the  presence  of  a right  renal  tumor; 
x-ray  of  the  chest  showed  no  evidence  of  metastases. 
Exploration  showed  the  tumor  to  have  invaded 
through  into  the  peritoneal  cavity  with  omental 
metastases;  the  kidney  was  not  removed.  Post- 
mortem examination  two  days  later  revealed  addi- 
tional metastases  in  the  regional  lymph  nodes  and 
pleura. 

Case  16. — J.  G.,  seven-year-old  daughter  of  a 
doctor,  had  complained  of  occasional  pain  in  the 
right  lower  quadrant  for  one  week.  It  was  not 
until  two  days  before  admission  on  March  29,  1946, 
that  an  abdominal  mass  became  palpable.  The 
mass  was  located  in  the  right  upper  quadrant;  it 
was  firm,  slightly  tender,  and  irregular  in  outline. 
An  intravenous  pyelogram  substantiated  the  diag- 
nosis of  Wilms’  tumor.  A transperitoneal  nephrec- 
tomy was  performed  on  April  2,  and  tumor  tissue 
was  found  in  the  renal  vein.  The  specimen  weighed 
920  Gm.  and,  microscopically,  showed  few  mitotic 
figures.  Adenomatous  and  sarcomatous  elements 
were  present.  The  child  received  postoperative 
radiation,  but  she  developed  pulmonary  metastases 
and  died  six  months  after  operation. 

Case  17. — T.  F.,  a five-year-old  boy,  had  been 
under  observation  at  another  hospital  for  possible 
splenomegaly  which  had  been  present  for  two 
months.  “Splenic”  punctures  and  bone  marrow 


biopsies  had  been  done,  and  a diagnosis  of  acute 
lymphosis  had  been  made.  On  admission,  April 
14,  1946,  the  child  was  found  to  be  emaciated,  weak, 
and  with  a markedly  protuberant  abdomen.  After 
examination,  it  was  the  general  opinion  that  the 
child  was  in  the  terminal  stage  of  renal  neoplasm; 
a partial  autopsy  six  weeks  later  confirmed  the  diag- 
nosis of  Wilms’  tumor. 

Case  18. — M.  P.,  a girl  of  two  and  a half  years,  had 
had  mild  abdominal  pain  for  two  months,  but  it 
was  not  until  two  weeks  before  admission  on  Sep- 
temper  24,  1946,  that  a mass  was  first  palpated  by 
her  physician.  On  physical  examination,  the  mass 
was  easily  visible  and  found  to  occupy  the  entire 
right  side  of  the  abdomen;  an  intravenous  pyelo- 
gram confirmed  the  diagnosis  of  renal  neoplasm. 
A transperitoneal  nephrectomy  was  performed  on 
September  26;  tumor  tissue  was  found  in  the  renal 
vein. 

Pathology  examination  results  were  as  follows: 
Microscopic  sections  revealed  masses  of  densely 
packed  cells  lying  in  a loose  mesenchyme.  Rosette 
formation  and  protubules  were  present.  Cell 
islands  were  seen  in  blood  vessels.  An  anaplastic 
tumor  showing  some  differentiation,  but  it  has  in- 
vaded blood  vessels. 

During  the  following  three  months,  she  received 
intensive  irradiation  and  remained  in  good  health 
with  no  demonstrable  metastases  until  October  27, 
1947;  thirteen  months  postoperative,  x-ray  of  the 
chest  showed  metastases  in  both  lung  fields.  Radia- 
tion therapy  was  again  instituted;  the  lesions 
gradually  decreased,  and,  except  for  a slight  cough, 
the  child  feels  well.  The  last  x-ray,  April  13,  1948, 
showed  a radiation  pneumonitis  on  the  left  with  re- 
traction of  the  diaphragm  and  no  evidence  of  me- 
tastases. However,  in  spite  of  the  apparently  benefi- 
cial results  obtained  by  radiation,  we  feel  that  her 
prognosis  is  poor. 

Case  19. — M.  L.,  a two-year-old  girl,  was  ex- 
amined because  of  projectile  vomiting  of  four  days 
duration,  and  a large  left  abdominal  mass  was  pal- 
pated. She  was  admitted  on  September  30,  1946, 
and  an  intravenous  pyelogram  disclosed  the  presence 
of  a left  renal  neoplasm.  A transperitoneal  ne- 
phrectomy was  performed  on  October  3. 

Results  of  pathology  examination  were  as  follows: 
Microscopic  sections  revealed  masses  of  numerous 
cells  in  rosette  formations  and  presenting  a pattern 
resembling  granular  cell  adenoma*  Mitotic  figures 
were  frequent.  Protubules  and  proglomeruli  were 
occasionally  seen.  An  anaplastic  tumor  showing 
early  differentiation. 

Intensive  radiation  therapy  was  given,  the  course 
being  completed  December  20,  1946.  On  April  1, 
1947,  it  was  found  that  she  had  developed  a mass  in 
the  right  side  of  the  abdomen,  and  intravenous  py- 
elogram showed  the  right  kidney  to  be  enlarged  with 
distortion  of  the  calyces  and  pelvis;  the  lungs  re- 
mained radiographically  free  of  metastases.  The 
renal  area  was  irradiated  to  limit  of  tolerance,  a 
total  of  11,175  roentgen  units  being  administered 
between  April  17  and  November  24,  1947.  During 
this  period,  the  mass  regressed  for  a short  time,  and 
then  attained  a size  sufficient  to  produce  obstructive 
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symptoms  in  the  intestinal  tract.  The  patient  died 
on  March  11,  1948,  eighteen  months  after  operation. 
Autopsy  was  not  obtained. 

Case  20. — Three  days  after  an  abdominal  mass 
was  first  noted,  this  eight-year-old  boy  had  an  in- 
travenous pyelogram  which  demonstrated  a left 
renal  tumor.  Seven  days  later  he  was  admitted 
for  transperitoneal  nephrectomy  which  was  per- 
formed on  January  6,  1947.  The  specimen  weighed 
1,480  Gm. 

Pathology  was  as  follows:  Microscopic  sections 
revealed  large  intertwining  masses  of  closely  packed 
small  cells  surrounded  by  a loose  mesenchyme. 
There  was  no  evidence  of  differentiation.  A highly 
anaplastic  tumor. 

He  received  a course  of  radiation  therapy  after 
his  discharge  from  the  hospital.  At  the  present 
time,  sixteen  months  after  operation,  there  is  no 
evidence  of  recurrence  of  the  neoplasm. 

Case  21. — E.  L.,  a ten-week-old  girl,  was  examined 
j in  the  clinic  for  cleft  palate,  and,  in  addition,  an 
abdominal  mass  was  found  which  extended  from 
the  costal  margin  to  the  pelvis  from  the  left  flank 
to  the  midline.  According  to  the  mother,  the  mass 
I had  been  present  for  two  and  one-half  weeks.  Fol- 
lowing admission  on  January  17,  1947,  intravenous 
i and  retrograde  pyelograms  were  done  which  sub- 
stantiated the  diagnosis  of  Wilms’  tumor.  Trans- 
) peritoneal  nephrectomy,  which  had  been  deferred 
! because  of  bronchopneumonia,  was  performed  on 
January  31,  1947;  the  specimen  consisted  of  multi- 
ple cystic  masses  containing  fluid  and  degenerated 
tumor  tissue;  it  was  technically  impossible  to  re- 
move all  of  the  cysts. 

The  patient  received  intensive  radiation  (2,000 
r)  to  the  operative  area  in  the  following  two  months. 
At  this  time,  fifteen  months  after  nephrectomy, 
there  is  no  demonstrable  evidence  of  recurrence,  and 
the  child  is  in  good  health. 

Case  22. — R.  P.  was  a five-year-old  girl  who  had 
! had  enlargement  of  the  abdomen  for  eight  weeks  and 
a palpable  mass  for  five  weeks  prior  to  admission 
on  August  29,  1947.  The  physical  examination 
showed  distortion  of  the  abdominal  contour  by  a 
hard,  movable,  nontender  mass,  approximately  16 
by  14  cm.,  located  in  the  left  upper  quadrant.  The 
diagnosis  of  renal  neoplasm  was  confirmed  by  intra- 
venous pyelograms.  The  kidney  was  removed  by 
! transperitoneal  approach  on  September  4,  1947; 
2,025  r were  given  between  September  17  and  Oc- 
tober 17,  1947.  On  April  13,  1948,  seven  months 
after  operation,  the  liver  was  felt  to  be  enlarged,  and 
1 a small  mass  was  palpable  in  the  right  upper  quad- 
rant. She  is  now  receiving  further  radiation  ther- 
apy; the  prognosis  is  poor. 

Case  23. — M.  S.,  seven  and  one-half-month-old 
1 girl,  had  abdominal  swelling  for  three  weeks  prior 
to  her  admission  on  September  11,  1947.  The 
1 physical  examination  revealed  a firm,  fixed  mass 
occupying  the  entire  left  side  of  the  abdomen;  an 
intravenous  pyelogram  demonstrated  a left  renal 
neoplasm.  Transperitoneal  nephrectomy  was  per- 
formed on  September  15;  the  specimen  weighed  660 
Gm.  During  the  month  following  operation  the 
patient  received  2,100  r.  There  were  questionable 
shadows  seen  in  an  x-ray  of  the  chest,  December  3, 


1947;  a tissue  dose  of  approximately  2,400  r was 
given  to  each  lung  as  a prophylaxis.  Subsequent 
roentgenograms  have  been  negative,  and  the  child, 
eight  months  after  operation,  is  in  good  health. 

Case  Summary 

In  summarizing  the  23  cases  in  this  series 
(Table  1),  we  find  that: 

1.  Seventeen  were  less  than  four  years  of  age; 
the  oldest  was  eight  years. 

2.  In  17  cases,  the  duration  of  symptoms  was 
one  month  or  less;  eight  of  this  group  died  of  the 
disease  within  three  and  one-quarter  years,  the 
average  living  about  five  months. 

3.  An  abdominal  mass  was  palpable  in  all 
the  patients  at  time  of  admission. 

4.  Intravenous  or  retrograde  pyelograms 
confirmed  the  diagnosis  in  practically  all  of  the 
cases. 

5.  Six  children  received  preoperative  radia- 
tion therapy,  of  which  five  are  dead.  The  tumor 
of  the  lone  survivor  increased  in  size  during  this 
period.  One  boy  developed  pulmonary  metas- 
tases  invalidating  operation. 

6.  Nephrectomy  was  performed  on  17  pa- 
tients with  no  operative  deaths. 

7.  Of  the  nine  patients  still  living,  all  had  the 
primary  growth  removed;  four  of  these  may  be 
considered  cured,  and  not  one  of  them  received 
postoperative  irradiation.  The  remaining  five 
have  been  operated  on  too  recently  to  be  classi- 
fied as  cured.  All  of  this  group  have  received 
postoperative  radiotherapy,  and  two  have  shown 
fairly  definite  evidence  of  metastases. 

8.  The  eight  patients  who  died  following 
operation  showed  metastases  within  one  to 
twenty-five  months  and  were  dead  within  one  to 
thirty-nine  months  after  nephrectomy;  all 
received  radiation  therapy  either  to  the  operative 
area  or  to  metastases  as  they  appeared. 

Treatment 

At  the  present  time,  it  is  our  opinion  that  ne- 
phrectomy should  be  performed  as  soon  as  the  diag- 
nosis of  Wilms’  tumor  is  made,  irrespective  of  the 
size  of  the  mass.  In  general,  we  are  not  in  favor 
of  preoperative  radiation,  for  we  believe  this 
waiting  period  needlessly  jeopardizes  the  patient’s 
chance  of  survival.  We  agree  with  Ladd  that 
transperitoneal  approach  with  early  ligation  of 
the  renal  pedicle  is  the  procedure  of  choice  if  the 
neoplastic  cells  are  not  to  be  spread  incidental  to 
the  removal  of  the  tumor.13  Although  the  four 
patients  in  this  series  who  have  survived  more 
than  three  years  did  not  receive  radiotherapy 
after  operation,  it  has  been  used  by  us  routinely 
during  the  past  two  years;  it  has  seemed  reason- 
able to  give  the  child  the  benefit  of  a(nyjtr^tfg 
ment  that  is  ofQfrjb^ejd  value.  We  tyaye  been  " 
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TABLE  1. — Summary  of  23  Cases  of  Wilms'  Tumor  from  1931  to  1947 


Treatment 


Preop-  Postop- 
erative erative 

Radia-  Type  of  Radia- 


Year 

Case 

Age 

Symptom 

Duration 

tion 

Operation 

tion 

Course 

1931 

1 

6 years 

Mass 

• 3 weeks 

0 

L 

0 

M — 1 month 
D — 5 months 

1933 

2 

3 years 

Hematuria 

10  weeks 

0 

0 

0 

Terminal 

1934 

3 

13  months 

Mass 

1 month 

Yes 

L 

0 

3 years — no  re- 
currence 

1934 

4 

6 weeks 

Mass 

1 week 

0 

L 

0 

12  years — no 
recurrence 

1936 

5 

3 years 

Pain 

3 weeks 

Yes 

L 

Yes 

M — 6 months 
D — 6 ‘A  months 

1937 

6 

4 years 

Mass 

1 week 

Yes 

L 

Yes 

M — 25  months 
D — 39  months 

1937 

7 

2 years 

Cachexia 

2 months 

Yes 

L 

Yes 

M — 8 months 
D — 28  months 

1938 

8 

1 year 

Mass 

1 month 

Yes 

0 

M — 1 month 
D — 5 months 

1939 

9 

9 months 

Mass 

2 months 

Yes 

L 

Yes 

M — 19  months 
D — 21  months 

1941 

10 

3 years 

Pain 

1 month 

0 

T 

0 

7 years — no  re- 
currence 

1941 

11 

3 years 

Mass 

5 days 

0 

L 

0 

M — 2 months 
D — 6 months 

1941 

12 

4 years 

Mass 

25  months 

0 

0 

0 

Terminal 

1942 

13 

11  months 

Mass 

1 month 

0 

T 

0 

6 years — no  re- 
currence 

1942 

14 

3 months 

Vomiting 

3 weeks 

0 

D — day  of  ad- 
mission 

1946 

15 

2 years 

Pain 

3 weeks 

0 

Expl. 

0 

D — 2 days 

1946 

16 

7 years 

Pain 

1 week 

0 

T 

Yes 

M — 6 months 
D — 6 months 

1946 

17 

5 years 

Mass 

8 weeks 

0 

0 

0 

Terminal 

1946 

18 

2 years 

Pain 

2 months 

0 

T 

Yes 

M — 13  months 
Prognosis  ? 

1946 

19 

2 years 

Vomiting 

4 days 

0 

T 

Yes 

M — 6 months 
D — 18  months 

1947 

20 

8 years 

Mass 

10  days 

0 

T 

Yes 

16  months — no 
recurrence 

1947 

21 

10  weeks 

Mass 

2 'A  weeks 

0 

T 

Yes 

15  months — no 
recurrence 

1947 

22 

5 years 

Mass 

8 weeks 

0 

T 

Yes 

? M — 7 months 

1947 

23 

7 months 

Mass 

3 weeks 

0 

T 

Yes 

8 months — no 
recurrence 

Key:  T — Transperitoneal  nephrectomy;  L — Lumbar  nephrectomy;  M — Metastases  after  operation;  D— Death  after 
operation;  Expl. — Exploratory  operation. 


impressed  by  Sauer’s  report  of  ten-year  survival, 
and  Dean’s  series  of  five-year  survivals  in  children 
with  inoperable  neoplasms  who  received  roentgen 
therapy  as  the  only  treatment.1415  Nesbit  and 
Adams  have  stated  that  three  of  the  eight  living 
patients  in  their  series  owe  their  survival  to 
radiation  therapy  and  conclude  that  postopera- 
tive irradiation  is  indicated  in  all  patients.16 
Our  procedure  is  to  give  a minimum  of  1,000 
r to  the  operative  area  within  a period  of  one 
month,  starting  treatment  seven  to  ten  days 
after  nephrectomy,  and  to  irradiate  metastases 
intensively  as  they  appear.  Our  experience,  how- 
ever, does  not  tend  to  make  us  overly  optimistic, 
and,  until  some  method  has  been  developed  to 
aid  us  in  diagnosing  renal  embryoma  before  it  has 
become  active  or  before  the  cells  have  spread 
beyond  the  capsule,  we  feel  the  survival  rate  will 
remain  tragically  low. 

Conclusion 

It  is  our  impression  after  careful  analysis  of  our 
23  cases  and  review  of  the  literature  that : 

1.  Wilms’  tumor  may  be  the  result  of  activa- 
tion of  an  embryonal  rest  that  has  been  caught 
within  the  kidney;  the  tumor  tends  to  form 


renal  elements  and  those  of  the  myotome,  sclero- 
tome, and  possibly  neuroectoderm.  The  tumor 
is  highly  malignant  and  spreads  by  contiguity 
through  its  capsule  and/or  by  metastases  through 
veins  or  lymphatics,  principally  to  the  lungs, 
liver,  and  opposite  kidney. 

2.  The  onset  of  symptoms  is  generally  de- 
pendent on  the  size  of  the  tumor. 

3.  The  diagnosis  may  be  made  by  physical 
examination  alone,  but  it  should  be  confirmed  by 
secretory  or  retrograde  pyelography. 

4.  Prognosis  is  influenced  by  the  age  of  the 
patient:  the  smaller  the  patient,  the  more  easily 
the  tumor  is  felt,  the  earlier  the  diagnosis  is  made, 
and  the  sooner  treatment  is  instituted. 

5.  The  treatment  of  choice  in  the  majority  of 
cases  is  transperitoneal  nephrectomy  followed  by 
radiotherapy. 

6.  Metastases  may  become  evident  up  to 
two  years  after  removal  of  the  primary  growth 
and  generally  progress  to  cause  death  in  spite  of 
irradiation. 

7.  Prognosis  is  probably  dependent  on  the 
duration  of  activity,  the  composition  of  the 
cellular  components  of  the  neoplasm,  and  the 
integrity  of  the  capsule  surrounding  the  tumor.  | > 
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Discussion 

Meredith  F.  Campbell,  M.D.,  New  York  City. — 
This  presentation  of  Dr.  Hazzard’s  re-emphasizes 
that  Wilms’  tumor  in  children  need  not  entail  the 
95  per  cent  mortality  so  regularly  recorded  thirty 
years  ago.  With  greater  consciousness  on  the  part 
of  practitioners  in  general,  and  pediatricians  in  par- 
ticular, concerning  the  incidence  of  neoplastic  dis- 
ease in  the  young,  these  conditions  are  coming  to  be 
recognized  earlier.  With  modern  advances  in 
miniature’  urologic  instruments  for  the  young  and 
urographic  improvement,  the  precise  diagnosis  of 
renal  tumor  can  be  made  .early  in  practically  every 
case. 

It  is  axiomatic  that  the  hope  of  the  patient  for 
cure  lies  in  early  diagnosis  and  nephrectomy.  Ir- 
radiation therapy  is  an  invaluable  adjunct  postoper- 
atively.  We  have  employed  it  preoperatively, 
chiefly  in  those  children  whose  renal  tumors  were 
unusually  large,  simply  to  shrink  the  growth  to  mini- 
mize surgical  trauma  in  removal  of  a mass  which,  in 
some  instances,  accounts  for  a third  of  the  body 
weight.  I am  aware  that  many  are  in  favor  of  im- 
mediate direct  attack  upon  the  growth  and  prefer- 
ably by  the  transperitoneal  route  which  permits 
vascular  ligation  before  renal  dissection  is  at- 
tempted. Metastatic  spread  augmented  by  opera- 
tive squeezing  of  the  tumor  is  thereby  minimized. 
After  preoperative  irradiation,  we  use  the  loin  ap- 
proach more  often  than  the  transperitoneal. 

Postoperatively,  we  have  employed  radiation  al- 
most routinely,  but  one  cannot  precisely  evaluate 
this  therapy  when  the  patient  remains  apparently 
cured.  In  short,  we  do  not  know  whether  all  tumor 
cells  were  successfully  excised  or  whether,  and  this 
seems  probable,  residual  juxtarenal  and  extrarenal 
tumor  cells  were  destroyed  by  the  irradiation. 

In  looking  over  a personal  series  of  21  cases  in 
which  diagnosis  and  treatment  rested  entirely  in  my 
hands,  I found  that  eight  were  apparently  cured 
over  a period  of  eighteen  months  to  fifteen  years. 
Of  these  survivals  all  but  one  received  postoperative 
irradiation  and  only  three  preoperative  irradiation. 
One  of  the  nonsurvivors  had  bilateral  primary  em- 
bryonal adenomyosarcoma  of  -the  kidney.  It  is 
gratifying  to  note  that  nearly  a third  of  the  children 
in  this  series  are  probably  cured,  and  similar  en- 
couraging observations  have  come  from  Ladd  et  al. 
at  the  Children’s  Hospital  in  Boston,  Nesbit  and 
Adams  from  Ann  Arbor,  and  others.  In  general,  if 
the  child  from  whom  a Wilm’s  tumor  has  been  re- 
moved shows  no  evidence  of  recurrence  of  the  growth 
within  a year,  the  likelihood  of  permanent  cure  is 
comparable  to  the  five-year  test  of  cure  of  malignant 
disease  in  adults.  Yet,  as  in  adults  apparently 


cured,  metastatic  lesions  have  been  discovered  eight, 
ten,  or  more  years  following  the  initial  surgical  ex- 
tirpation. As  a rule,  recurrence  of  Wilms’  tumor  is 
evident  within  four  to  six  months  postoperatively 
and  predominantly  as  a neoplastic  mass  in  the  epi- 
gastrium. 

Attention  is  directed  to  the  importance  of  meticu- 
lous care  on  the  part  of  the  radiation  therapist  in 
these  cases.  Chiefly  this  concerns  adequate  protec- 
tion of  the  remaining  sound  kidney.  I have  had 
three  children  given  roentgen  therapy,  in  each  in- 
stance in  a different  hospital,  and  in  whom  irradia- 
tion nephritis  developed  and  was  fatal  in  two.  One 
of  these,  a twelve-month-old  boy  whose  tumor  was 
apparently  localized  to  the  kidney  and  whose  prog- 
nosis at  the  time  of  operation  seemed  unusually 
good,  developed  anuria  and  renal  bleeding  on  the 
eighth  day  when  he  had  been  ready  to  go  home.  Ure- 
teral catheterization  was  fruitless,  as  was  decapsula- 
tion. A section  of  the  kidney  removed  was  histo- 
logically diagnosed  as  irradiation  nephritis.  The 
boy  had  received  1200  r preoperatively.  In  an- 
other boy,  fatal  irradiation  nephritis  of  the  inade- 
quately protected  remaining  kidney  developed  a 
month  postoperatively,  the  clinical  picture  being 
that  of  acute  parenchymatous  nephritis.  In  a 
third  case,  a twenty-four-month-old  daughter  of  a 
physician,  irradiation  nephritis  produced  a marked 
hypertension  with  clinical  and  laboratory  evidence 
of  sclerotic  nephritis.  Yet  she  is  apparently  cured 
of  Wilms’  tumor  some  four  years  postoperatively. 
These  cases  are  cited  not  to  decry  the  employment 
of  irradiation  in  Wilms’  tumor  but  to  emphasize  the 
need  for  stringent  supervision  to  ensure  adequate 
protection  of  the  sound  and,  in  these  cases,  the  total 
renal  parenchyma. 
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EX  LIBRIS 

In  making  his  contribution  to  the  perpetuation 
of  a library  and  the  continuance  of  its  services,  the 
responsible  citizen,  whether  layman  or  physician, 
by  no  means  has  in  mind  what  particular  benefit 
he  as  an  individual  will  derive  from  it.  He  can  no 
more  calculate  the  returns  on  his  investment  in 
terms  of  personal  advantage  than  he  can  the  returns 
from  his  contributions  to  a hospital,  the  Red  Cross, 


Salvation  Army,  community  chest,  or  church. 
The  Massachusetts  Medical  Society  has  voted 
an  increase  in  its  annual  assessment  to  $25.  Of  this 
sum,  $5.00  from  each  fellow  was  allocated  to  the 
use  of  the  Boston  Medical  Library,  and  has  proved 
to  be  a most  welcome  transfusion  for  this  invaluable 
institution. — New  England  Journal  of  Medicine, 
February  17, 19/J) 


THE  EFFECT  OF  THE  INGESTION  OF  ALUMINUM  HYDROXIDE  ON 
THE  SERUM  SALICYLATE  LEVEL* 


R.  Wegria,  M.D.,  D.  Weaver,  M.D.,  and  H.  Krakauer,  M.D.,  New  York  City 
C From  the  College  of  Physicians  and  Surgeons,  Columbia  University,  and  the  Presbyterian  Hospital) 


THE  oral  administration  of  aspirin  or  sodium 
salicylate  frequently  results  in  gastroin- 
testinal upsets,  especially  pyrosis,  diarrhea, 
nausea,  and  vomiting,  and  it  is  customary  to  ad- 
minister with  aspirin  or  salicylate  an  equal  dose 
of  sodium  bicarbonate  to  relieve  such  symptoms. 
However,  if  it  is  desired  to  maintain  the  serum 
salicylate  concentration  at  a certain  level,  the 
administration  of  sodium  bicarbonate  is  con- 
traindicated, since  it  has  been  shown  by  Smull, 
W6gria,  and  Leland  that  such  doses  of  sodium 
bicarbonate  considerably  lower  the  serum  sali- 
cylate level.1  Since  the  main  mechanism  re- 
sponsible for  such  lowering  of  the  serum  salicylate 
level  is  the  increase  in  the  renal  excretion  of 
salicylate  or  its  derivatives  produced  by  sodium 
bicarbonate,  it  was  thought  of  interest  to  study 
the  effect  on  the  serum  salicylate  level  of  a drug 
such  as  aluminum  hydroxide,  which  has  been 
suggested  to  relieve  the  gastrointestinal  symptoms 
produced  by  aspirin  or  salicylate,  presumably  by 
alkalinizing  the  contents  of  the  gastrointestinal 
tract  and  yet  is  not  absorbed.2-3 

Method  and  Results 

One  normal  person  (subject  3,  Table  1)  and 
four  patients  with  active  rheumatic  fever  (sub- 
jects 1,  2,  4,  and  5,  Table  1)  were  given  from  0.9 


with  each  dose  of  aspirin,  5 cc.  of  commercial 
aluminum  hydroxide.  After  a few  days,  the 
aluminum  hydroxide  was  discontinued,  and  the 
subjects,  taking  the  same  dose  of  aspirin  as  before, 
were  followed  for  a variable  number  of  days.  In 
subject  2,  the  effect  of  sodium  bicarbonate  on  the 
serum  salicylate  level  was  also  studied  by  giving 
the  patient  2.4  Gm.  sodium  bicarbonate  with 
each  dose  of  aspirin.  The  results  observed  are 
summarized  in  Table  1. 

In  subjects  1,  3,  4,  and  5,  the  administration  of 
aluminum  hydroxide  for  three  to  seven  days  did 
not  modify  the  serum  salicylate  level.  In  sub- 
ject 2,  there  was  a definite  rise  of  the  serum  sali- 
cylate level  during  the  period  of  aluminum  hy- 
droxide administration,  but  this  increase  in  the 
salicylate  level  persisted  after  the  aluminum  hy- 
droxide was  discontinued.  It  seems,  therefore, 
that  aluminum  hydroxide  was  not  responsible 
for  the  rise  in  the  serum  salicylate  level.  Indeed 
we  have  observed  such  rise  in  some  patients  with 
active  rheumatic  fever  on  a constant  intake  of 
aspirin  or  salicylate,  probably  around  the  time 
at  which  the  rheumatic  activity  subsides.  It  can 
also  be  seen  that  a dose  of  2.4  Gm.  of  sodium  bi- 
carbonate taken  with  each  dose  of  aspirin  resulted 
(subject  2),  within  twenty-four  hours,  in  a fall  in 
the  serum  salicylate  level  which  rose  again  when 
the  sodium  bicarbonate  was  discontinued. 


TABLE  1. — Successive  Daily  Salicylate  Levels  (Micrograms  per  Cubic  Centimeter  op  Serum) 


1 

2 

Subjects 

3 

4 

5 

Control  period — aspirin 

alone 

360,  400,  403,  404 

328,  319,  317,  335 

332,  326,  328 

480,  475,  479,  478, 
. 493,  492 

215,  211,  210,  214, 
214 

Aspirin  (control  dose)  and  374,  392,  400,  390, 
5 cc.  aluminum  hydroxide  408 

351,  362,  368,  365, 
412,  417,  426, 
448 

328,  319,  329 

414,  493,  489,  477, 
506 

231,  191,  210,  227, 
238,  220,  219, 

Aspirin  (control  dose)  con- 
tinued— aluminum  hy- 
droxide withdrawn 

390 

486,  484,  444,  480 

326 

477,  488,  451 

239,  216,  232 

Aspirin  (control  dose)  and 
2.4  Gm.  sodium  bicar- 
bonate 

337,  242 

Aspirin  (control  dose)  con- 
tinued— sodium  bicar- 

bonate withdrawn 

244,  354 

to  1.2  Gm.  of  aspirin  every  four  hours,  day  and 
night.  Their  serum  salicylate  level  was  deter- 
mined by  the  method  of  Brodie,  Udenfriend,  and 
Coburn  on  the  serum  of  a sample  of  venous  blood 
drawn  every  day  just  before  the  administration 
of  a ne\V  dose  of  aspirin.4  When  a stable  serum 
salicylate  level  was  established,  the  subjects  took, 


* This  study  was  supported  by  a grant  from  the  Life 
Insurance  Medical  Research  Fund.  Inc. 
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Conclusion 

Doses  of  5 cc.  of  commercial  aluminum  hy- 
droxide every  four  hours  day  and  night  do  not 
modify  the  serum  salicylate  level. 
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THE  LABILITY  TEST:  A NEW  PROCEDURE  FOR  THE  DIAGNOSIS  OF 
CHRONIC  SIMPLE  GLAUCOMA 

Sylvan  Bloomfield,  M.D.,  New  York  City 
{From  the  Ophthalmological  Service  of  Mount  Sinai  Hospital) 


THE  diagnosis  of  chronic  simple  glaucoma  is 
established  without  difficulty  when,  in  a 
quiet  eye,  the  intraocular  pressure  is  found  to  be 
above  the  normal  range  and  advanced  signs  of 
glaucoma  are  present,  such  as  marked  excava- 
tion of  the  nerve  head  or  typical  field  changes. 
In  such  eyes,  the  course  of  the  disease  has  ad- 
vanced sufficiently  to  reveal  its  presence  by 
evidence  of  the  damage  it  inevitably  produces  if 
uncontrolled.  At  this  stage  irreversible  injury 
has  already  been  done  to  the  affected  eye,  and  the 
benefit  to  be  derived  from  any  treatment  is 
limited  to  the  prevention  of  further  ocular 
damage. 

To  reduce  the  incidence  of  such  ocular  dis- 
ability to  a minimum,  the  earlier  diagnosis  of 
chronic  simple  glaucoma  is  essential.  However, 
the  recognition  of  the  disease  early  in  its  course  is 
often  extremely  difficult.  Patients  with  early 
chronic  simple  glaucoma  may  consult  the 
ophthalmologist  because  of  symptoms  suggestive 
of  the  disease  and  yet  may  have  ocular  tensions 
within  the  normal  range,  even  on  repeated  exami- 
nations. Such  patients  may  show  either  no 
functional  or  anatomic  signs  of  glaucoma  or  in- 
sufficient evidence  for  that  diagnosis  to  be  made. 
Nevertheless,  the  absence  of  such  signs  of  the 
disease  does  not  eliminate  the  possibility  of  its 
presence  in  mild  or  early  form.  At  such  a time, 
the  need  for  proper  diagnosis  and  therapy  is 
urgent  in  order  to  prevent  the  insidious  develop- 
ment of  more  advanced  ocular  damage. 

Because  of  the  frequent  difficulty  in  diagnosing 
early  chronic  simple  glaucoma,  many  diagnostic 
procedures  have  been  devised  to  facilitate  its 
recognition.  Those  which  attempt  to  demon- 
strate the  presence  of  the  disease  by  causing  an 
abnormal  elevation  in  ocular  tension  are  often 
referred  to  as  provocative  tests.  Fundamentally, 
the  purpose  of  such  tests  is  to  throw  a strain  on 
the  mechanism  whereby  normal  ocular  tension  is 
maintained  within  a physiologic  range.  A con- 
sideration of  the  many  unrelated  factors  which 
must  be  integrated  to  produce  a homeostatic 
level  of  intraocular  pressure  has  led  many  ob- 
servers to  conclude  that  such  a controlling  mecha- 
nism must  exist.  While  its  exact  nature  is'  still 
uncertain,  it  seems  likely  that  some  disturbance 
in  such  a regulatory  system  is  present  in  chronic 
simple  glaucoma.  The  presence  of  such  a patho- 
logic dysfunction  may  be  demonstrated  by  any 
method  whereby  a sudden  strain  is  thrown  on 


that  control.  Under  such  circumstances,  a faulty 
regulation  of  ocular  tension  should  manifest  itself 
in  an  abnormal  rise  of  intraocular  pressure.  In 
nonglaucomatous  eyes,  the  normally  effective 
tension  control  would  be  demonstrated  by  a less 
labile  pressure  variation. 

The  older  provocative  tests  now  commonly 
employed  for  the  diagnosis  of  chronic  simple 
glaucoma,  such  as  the  dark  room  test,  the  caffeine 
and  water-drinking  tests,  and  the  use  of  myd- 
riatics,  have  proved  of  limited  value  because  the 
elevations  in  ocular  tension  that  they  produce 
when  positive  are  often  not  distinctly  abnormal, 
and  their  negative  results  are  frequently  unre- 
liable, as  has  been  emphasized  by  Gradle,  Duke- 
Elder,  and  others.1-6  In  other  words,  the  strain 
these  older  tests  place  on  the  regulatory  mecha- 
nism of  ocular  tension  is  often  too  small  or  too  in- 
consistent in  effect  to  be  of  diagnostic  value.  The 
need  for  a more  reliable  provocative  test  than 
those  now  commonly  employed  is  thus  apparent. 

About  three  years  ago,  the  late  Dr.  Robert  K. 
Lambert  and  I devised  a method  whereby  the  effec- 
tiveness of  the  tension  control  in  any  eye  could  be 
quantitatively  indicated  and  defective  regulation 
indicative  of  chronic  simple  glaucoma  be  readily 
demonstrated.  Our  method  is  based  on  the 
following  reasoning : 

The  enveloping  structures  of  the  globe  are 
reasonably  inelastic,  and  the  formed  elements 
within  the  eye  have  a relatively  constant  volume. 
The  most  important  factors  in  determining  the 
intraocular  pressure  at  any  time,  therefore,  are 
the  variations  in  volume  of  the  intraocular  fluids. 
The  amount  of  fluid  within  the  eye  depends  pri- 
marily on  the  intraocular  blood  flow.  Therefore, 
it  seemed  probable  to  us  that  the  induction  of 
transient  vascular  congestion  in  the  eye  would 
tend  to  produce  a significant  elevation  in  tension 
that  would  be  most  marked  if  the  normal  con- 
trolling mechanisms  were  pathologically  defec- 
tive. 

After  long  study,  we  devised  a procedure 
whereby  such  transient  intraocular  hyperemia 
could  be  safely  produced.  Appreciable  increases 
in  ocular  tension  that  were  significantly  greater  in 
eyes  with  chronic  simple  glaucoma  resulted.  We 
have  called  our  method  the  lability  test  because 
its  purpose  is  to  measure  quantitatively  the 
lability  of  tension  in  any  eye.  In  so  doing,  it 
demonstrates  the  presence  of  the  defective  pres- 
sure regulation  associated  with  chronic  simple 
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glaucoma  by  causing,  transiently,  an  abnormal 
rise  in  intraocular  pressure  in  affected  eyes. 

Basically,  the  lability  test  consists  of  the  simul- 
taneous application  of  the  cold  pressor  test  of 
Hines  and  Brown  and  the  jugular  compression 
test  described  by  Schoenberg.6-8  The  cold  pres- 
sor principle  is  that  elevations  in  systemic  blood 
pressure  are  produced  by  sudden  applications  of 
cold  to  the  body.  Our  studies  have  shown  that, 
under  such  circumstances,  a transient  increase  in 
ocular  tension  occurs  simultaneously,  suggesting 
an  increased  flow  of  blood  into  the  eye.9  Further- 
more, these  rises  in  ocular  tension  are  not  pro- 
portional to  the  increase  in  systemic  blood  pres- 
sure with  which  they  are  associated.  Compres- 
sion of  the  jugular  veins  by  pressure  on  the  neck 
interferes  with  the  outflow  of  blood  from  the  eye. 
Published  studies  have  shown  that  neither  of 
these  procedures  alone  produces  sufficiently  con- 
sistent or  appreciable  effects  on  intraocular  pres- 
sure to  be  of  diagnostic  value.9  However,  the 
combination  of  the  two  provides  a diagnostic  test 
of  marked  reliability  for  chronic  simple  glaucoma. 

The  Test 

The  lability  test  is  performed  by  first  measuring 
the  tension  of  each  eye  to  be  studied.  The  pa- 
tient then  places  one  open  hand  up  to  the  wrist  in 
ice  water.  Simultaneously  a blood  pressure  cuff 
previously  placed  loosely  about  his  neck  is  in- 
flated to  a pressure  of  50  to  60  mm.  of  mercury 
as  indicated  on  the  attached  manometer.  At  the 
end  of  exactly  one  minute,  the  ocular  tension  is 
again  recorded,  with  the  hand  still  in  ice  water  and 
the  cervical  pressure  undiminished.  Thereafter 
the  hand  is  withdrawn,  the  pressure  cuff  removed, 
and  the  test  is  over,  unless  a repetition  is  desired 


Fig.  1.  Preparation  of  patient  for  lability  test. 


for  purposes  of  accuracy.  Figure  1 shows  the 
setup  for  the  actual  performance  of  the  test. 

At  our  hospital  this  procedure  has  been  per- 
formed on  over  three  hundred  patients  without 
any  serious  complaint  or  undue  discomfort.  Old 
patients  and  patients  with  hypertension  have 
been  subjected  to  it  without  a single  complication. 
The  actual  test  requires  only  a minute  of  time; 
it  is  easily  performed  in  the  office  or  hospital 
room,  and  only  a few  technical  points  must  be 
remembered.  One  is  that  the  water  must  be  ice 
cold,  and,  for  that  purpose,  chipped  ice  or  ice 
cubes  are  usually  placed  in  the  water  for  about 
fifteen  minutes  before  use.  It  is  also  necessary 
that  the  bladder  in  the  pressure  cuff  be  applied 
anteriorly  on  the  neck,  so  that  both  jugular  veins 
are  compressed  simultaneously,  without  protec- 
tion from  surrounding  structures.  Furthermore, 
the  pressure  must  be  maintained  at  just  below  60 
mm.  of  mercury  until  after  the  tension  is  re- 
corded, which  should  be  after  exactly  one  minute. 
The  patient  can  breathe  quite  easily  with  such 
pressure  about  the  neck,  and,  of  course,  at  such 
levels  arterial  circulation  is  unimpeded.  Al- 
though some  reddening  of  the  face  occurs,  no 
real  discomfort  is  present.  Finally,  for  purposes 
of  diagnosis,  the  test  is  performed  only  on  eyes 
not  under  the  influence  of  miotics. 

The  application  of  this  test  to  a large  series  of 
eyes  has  shown  that  a rise  in  ocular  tension  during 
this  procedure  of  more  than  9 mm.  of  mercury 
(Schiotz)  is  indicative  of  an  abnormal  lability  of 
intraocular  pressure  and,  therefore,  suggestive  of 
the  presence  of  chronic  simple  glaucoma.  More- 
over, if  the  height  or  ceiling  to  which  the  ocular 
tension  rises  in  the  tested  eye  exceeds  the  normal 
limit  of  30  mm.  of  mercury  (Schiotz),  whether  or 
not  the  actual  rise  in  tension  is  more  than  9 mm. 
of  mercury,  the  presence  of  that  disease  is  even 
more  conclusively  indicated. 

Frequent  observation  has  demonstrated  that 
the  response  of  any  eye  to  the  lability  test  is 
almost  always  qualitatively  consistent  in  re- 
peated performances  of  the  test,  although, 
numerically,  the  rise  in  tension  often  varies  in 
repetitions  of  the  test  on  any  eye.  In  other 
words,  if  the  original  result  is  abnormal,  subse- 
quent performances  of  the  test  will  also  tend  to 
give  abnormal  responses,  although  the  actual 
tension  rise  each  time  may  vaiy.  The  tension  in 
all  cases  returns  to  its  original  level  within  two  or 
three  minutes. 

Figure  2 illustrates  the  response  to  the  lability 
test  of  77  eyes  without  history  or  signs  of  chronic 
simple  glaucoma.  The  average  age  of  the  patients 
in  this  group  was  forty-eight  years,  and  all  but 
eight  of  these  subjects  were  more  than  thirty-five 
years  old.  Thus,  the  age  level  of  these  patients 
was  comparable  to  that  of  the  group  with  chronic 
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Fig.  2.  Effect  of  the  lability  test  on  77  non- 
glaucomatous  eyes.  Each  vertical  line  represents  a 
single  eye  in  this  series.  The  lower  dot  in  each 
instance  shows  the  tension  in  that  eye  at  the  start 
of  the  test,  and  the  upper  dot  represents  the  height 
or  ceiling  to  which  the  tension  rose  after  one  minute. 
The  length  of  each  line  represents,  therefore,  the 
actual  rise  in  tension  that  occurred  in  each  eye. 

simple  glaucoma.  Many  of  the  eyes  in  this  non- 
glaucomatous  category  had  varying  degrees  of 
cataract  formation;  some  had  postoperative 
aphakia,  and  the  majority  had  no  apparent 
ocular  abnormality.  There  was  no  consistent 
difference  in  response  of  any  of  these  subgroups  of 
nonglaucomatous  eyes 

As  the  figure  graphically  shows,  in  only  four  of 
these  77  nonglaucomatous  eyes  did  the  rise  in 
tension  that  occurred  in  response  to  the  lability 
test  exceed  9 mm.  of  mercury.  These  four  eyes 
are  grouped  to  the  right  in  the  chart.  Even  more 
significantly,  in  only  one  eye,  that  in  which  the 
greatest  rise  occurred,  was  the  tension  raised  over 
the  level  of  30  mm.  of  mercury  (Schiotz)  to  indi- 
cate a definitely  pathologic  response.  In  one 
other  eye;  the  tension  rose  to  just  30  mm.  of 
mercury  (Schiotz)  which  would  be  interpreted  as 
suggestive,  but  not  definitely  indicative,  of  the 
presence  of  chronic  simple  glaucoma. 

In  Fig.  3 are  shown  the  results  of  the  lability 
test  when  applied  to  29  unoperated  eyes,  with 
known  chronic  simple  glaucoma,  that  were  tested 
when  their  tension  without  drops  was  within 
normal  range,  that  is,  below  30  mm.  of  mercury 
(Schiotz).  Thus,  these  29  eyes  simulated  those  of 
patients  in  whom  glaucoma  is  suspected  but  un- 
certain because  the  tension  is  normal.  This  is  the 
circumstance  for  which  these  diagnostic  tests  are 
specifically  designed.  As  shown,  the  lability  test 
raised  the  level  of  tension  in  each  of  these  glauco- 
matous eyes  transiently  to  the  level  of  30  mm.  or 
more  of  mercury  (Schiotz).  In  the  two  instances 
where  the  tension  rose  to  exactly  30  mm.  of 
mercury  (Schiotz),  the  result  would  be  considered 
suggestive  of  the  presence  of  chronic  simple 
glaucoma.  In  the  other  27  eyes  in  this  glauco- 
matous series  of  29,  the  tension  rose  over  the 
normal  ceiling  of  30  mm.  of  mercury  (Schiotz)  to 
indicate  more  definitely  the  presence  of  that 
disease.  It  should  be  recalled  that  in  Fig.  2 it 
was  shown  that  such  an  abnormal  result  occurred 
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Fig.  3.  Effect  of  lability  test  on  the  tension  of 
29  unoperated  eyes  with  known  chronic  simple 
glaucoma.  Each  vertical  line  represents  the  response 
of  a single  eye,  as  in  Fig.  2.  As  indicated,  the 
initial  tension  in  each  of  these  eyes  was  within 
normal  range. 

in  only  one  out  of  77  comparable  nonglaucomat- 
ous eyes. 

In  a recent  paper,  the  reliability  of  the  lability 
test  in  uncovering  the  presence  of  chronic  simple 
glaucoma  was  compared  with  that  of  five  diag- 
nostic procedures  that  have  been  most  frequently 
employed  for  that  purpose  in  the  past.10  These 
older  diagnostic  methods  were  the  dark  room  test, 
the  caffeine  test,  the  mydriatic  test,  the  water- 
drinking test,  and  the  record  of  the  twenty-four- 
hour  ocular  tension  curve. 

For  the  purpose  of  this  investigation,  the 
medication  of  a group  of  unoperated  eyes  with 
proved  chronic  simple  glaucoma  was  discon- 
tinued under  observation.  In  m'any  of  these 
eyes,  the  tension  remained  within  normal  limits 
for  a period  of  over  twenty-four  hours  after  the 
effects  of  all  medication  had  worn  off.  During 
this  interval,  therefore,  these  eyes  simulated  those 
of  patients  in  whom  glaucoma  is  suspected  but 
uncertain  because  the  intraocular  pressure  is 
within  normal  range.  Each  of  these  eyes  was 
subjected  to  two  or  more  of  the  diagnostic  pro- 
cedures under  investigation.  In  this  way  the  re- 
liability of  each  test  for  the  diagnosis  of  chronic 
simple  glaucoma  could  be  statistically  evaluated 
from  the  number  of  abnormal  responses  elicited 
by  each  when  applied  to  these  eyes.  We  found 
that  under  these  circumstances  the  lability  test 
produced  an  abnormal  response  in  91  per  cent  of 
these  eyes  and  was  most  reliable  in  revealing  the 
presence  of  chronic  simple  glaucoma.  It  was 
closely  followed  in  dependability  by  the  water- 
drinking test  which  elicited  abnormal  responses 
in  82  per  cent  of  these  glaucomatous  eyes.  The 
diurnal  tension  curve,  the  dark  room  test,  the 
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Fig.  4.  Effect  of  various  diagnostic  tests  for  chronic  simple  glaucoma  on  the  same  eyes  with  that  disease. 
Each  compartment  represents  one  eye,  and  the  tension  rises  shown  were  produced  in  that  eye  by  the  different 
tests  as  indicated  in  the  accompanying  legend.  As  in  previous  figures,  the  bottom  of  each  vertical  line  is 
the  initial  tension,  and  the  top  of  the  fine  indicates  the  height  to  which  the  tension  rose  in  response  to  that 
particular  test. 


caffeine  test,  and  the  response  to  mydriasis  pro- 
duced by  paredrine  were  found  to  be  much  less  de- 
pendable since  the  percentage  of  abnormal  re- 
sults each  produced  in  these  eyes  was,  respec- 
tively, 30,  17,  6,  and  0. 

It  was  also  demonstrated,  that  abnormal  re- 
sponses evoked  by  the  lability  test  were  generally 
greater  and  hence  more  easily  recognizable  than 
those  resulting  from  the  other  procedures.  Fur- 
thermore, the  lability  test,  particularly  in  view  of 
the  speed  with  which  it  could  be  performed, 
seemed  the  most  convenient  of  these  tests  to 
apply.  Figure  4 presents,  for  comparison, 
the  response  to  each  test  of  all  the  eyes  in  this 
series  to  which  three  or  more  of  these  procedures 
were  applied. 

These  studies  of  the  lability  test  have  been  con- 
cerned primarily  with  its  diagnostic  value  in 
chronic  simple  glaucoma.  In  a small  number  of 
cases,  the  test  has  been  applied  to  eyes  subject  to 
recurring  attacks  of  acute  congestive  glaucoma. 
From  these  there  has  been  some  indication  that 
the  reaction  of  such  eyes  during  quiescent  periods 
is  normal  and  so  differs  from  that  of  eyes  with 
chronic  simple  glaucoma.  However,  further  ex- 
perience will  be  required  to  establish  such  distinc- 
tion, if  true.  At  the  present  time  the  lability  test 
is  used  only  to  establish  the  diagnosis  of  chronic 
simple  glaucoma.  For  this  purpose  it  appears  to 
offer  advantages  in  reliability,  ease  of  interpreta- 


tion, and  speed  of  performance  that  should  facili- 
tate the  earlier  detection  of  that  disease. 

Summary  and  Conclusions 

There  is  a need  for  a more  reliable  test  to  reveal 
the  presence  of  early  chronic  simple  glaucoma. 

The  lability  test  is  a simple  and  quick  proce- 
dure devised  for  that  purpose. 

A study  of  its  results  when  applied  to  a series  of 
eyes  with  chronic  simple  glaucoma  and  to  another 
group  without  that  condition  indicates  that  it  is  a 
highly  reliable  test  for  that  disease. 

An  experimental  comparison  of  the  lability  test 
with  other  diagnostic  procedures  for  chronic 
simple  glaucoma  has  demonstrated  that  it  offers 
several  advantages  over  previous  methods  for  the 
early  detection  of  that  disease. 
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RHINOLOGIC  USE  OF  OXIDIZED  CELLULOSE  GAUZE 
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A NUMBER  of  publications  on  oxidized  cel- 
lulose gauze  appeared  during  the  last  few 
years.1-5  Houser  described  its  use  for  nasal 
bleeding  and  reports  that  oxidized  cellulose  gauze 
used  for  nasal  packing  was  nearly  dissolved  within 
48  hours.6  Recently  Woodward  and  Holt  re- 
ported on  its  use  in  otolaryngology.7  Since  they 
indicated  that  its  use  in  their  practice  is  practi- 
cally routine  “to  the  exclusion  of  regular  gauze 
packs,”  we  assume  they  use  oxidized  cellulose 
gauze  to  pack  the  entire  nasal  cavity  which,  ini- 
tially, was  the  method  of  application  used  by  us. 

They  further  report  the  removal  of  the  unab- 
sorbed oxidized  cellulose  gauze  (if  not  left  in  situ ) 
by  suction  or  irrigation.  It  seems  that  its  re- 
moval also  proved  in  their  hands  to  be  a tedious 
procedure. 

'When  first  employed  by  us,  we  also  packed  the 
whole  interior  of  the  nose  with  oxidized  cellulose 
gauze  in  case  of  nasal  hemorrhage  or  after  plastic 
or  other  endonasal  surgery.  However,  it  was  soon 
found  that  the  removal  of  the  unabsorbed  residue 
was  rather  difficult,  since  it  tended  to  separate 
into  small  pieces  after  a very  short  time,  when  dis- 
turbed by  instrumentation  or  suction.  Its  re- 
moval by  irrigation  was  never  attempted,  as  we 
do  not  use  this  procedure  after  endonasal  surgery. 
It  happened  quite  frequently  that  patients  whose 
nostrils  were  packed  with  oxidized  cellulose  gauze 
complained  of  blocked  nasal  passages  and  other- 
wise felt  uncomfortable  for  some  time,  as  the 
gauze  remained  in  place  until  absorbed.  There- 
fore, a modified  procedure  for  the  application  of 
this  otherwise  excellent  oxidized  cellulose  gauze 
was  decided  upon  and  proved  very  helpful. 

In  case  of  surgery,  only  the  incisions  which 
might  later  bleed  and,  in  the  case  of  nasal  hemor- 
rhage, only  the  bleeding  spots  are  covered  with 
one  or  two  layers  of  oxidized  cellulose  gauze. 
These  are  kept  in  place  by  petrolatum  gauze 
which  may  be  packed  as  tightly  as  required  to 
exert  the  necessary  pressure.  The  petrolatum 
gauze  is  left  in  place  as  long  as  advisable  and  is 
easily  removed.  The  strips  of  oxidized  cellulose 
gauze  are  not  disturbed  by  the  removal  of  the 
petrolatum  gauze,  and  its  remnants  do  not  im- 
pede the  nasal  breathing.  Oxidized  cellulose 
gauze  is  absorbed  quicker  if  used  in  this  manner 
than  if  the  whole  interior  of  the  nose  is  packed 
therewith.  The  unoperated  side  of  the  nose  is 
packed  with  petrolatum  gauze  alone  when  neces- 

Our  thanks  are  due  to  Dr.  John  Henderson  of  Johnson  & 
Johnson  who  supplied  quantities  of  oxidized  cellulose  gauze 
(Hemo-Pak)  for  clinical  investigation. 


sary,  as  for  example,  after  a submucous  resection, 
as  described  by  Kler.8 

We  have  also  found  that  oxidized  cellulose 
gauze  is  not  absorbed  for  a long  time,  if  applied  on 
a spot  which  had  previously  been  cauterized  with 
silver  nitrate.  Its  removal  from  such  a site  neces- 
sitated several  visits  during  which  suction  and  in- 
strumentation were  employed.  The  fragments  of 
oxidized  cellulose  gauze  removed  had  altered  in 
appearance.  In  this  case  silver  nitrate  had  prob- 
ably entered  into  a chemical  combination  with 
cellulosic  acid  and  hemoglobin  precipitating  the 
latter  and  altering  the  former,  thus  making  the 
former  unavailable  to  form  a coagulum.  The 
same  is  likely  to  happen  when  other  chemicals  are 
applied  before  the  use  of  oxidized  cellulose  gauze. 
Since  oxidized  cellulose  gauze  can  be  used  in  com- 
bination with  thrombin  topical  only  after  appli- 
cation of  sodium  bicarbonate,  it  is  likely  to  as- 
sume that  tannic  acid  and  other  chemical  agents 
used  in  rhinology  may  be  equally  incompatible. 

The  occurrence  of  damage  to  the  nasal  mucous 
membranes,  even  necrosis,  has  been  recently  re- 
ported after  packing  of  the  nose  with  oxidized 
cellulose  gauze.9-10  The  above  described  method 
of  applying  only  a small  amount  of  oxidized  cellu- 
lose gauze  might  prevent  this  damage.  Necrosis 
of  this  type  might  have  been  caused  by  a change 
in  the  intranasal  pH  or  some  purely  local  allergy 
due  to  packing  with  too  large  an  amount  of  this 
gauze.  At  any  rate,  we  have  not  seen  necrosis  as 
a result  of  using  oxidized  cellulose  gauze  in  this 
small  amount.* 

Summary 

Oxidized  cellulose  gauze  should  be  applied 
only  in  one  to  two  layers  to  the  bleeding  spots  in 
the  nose  or  to  incisions  after  endonasal  surgery 
and  should  be  kept  in  place  by  petrolatum  gauze 
packing,  which  may  be  removed  without  disturb- 
ing the  cellulose  gauze.  It  should  not  be  used 
immediately  after  application  of  chemical  agents. 
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Case  Report 


RUPTURE  OF  GALLBLADDER  DURING  PREGNANCY 

Wilford  J.  Ratzan,  M.D.,  and  Joseph  Kaldor,  M.D.,  F.A.C.S.,  New  York  City 

(From,  the  Israel  Zion  Hospital) 


'T'HE  occurrence  of  abdominal  catastrophies  dur- 
ing  pregnancy  is  often  followed  by  the  death  of 
the  fetus,  the  mother,  or  both.  In  addition,  the  dif- 
ficulty in  securing  an  accurate  diagnosis  of  intra-ab- 
dominal pathology  in  the  last  trimester  of  pregnancy 
is  well  known.  The  case  history  to  be  described  in- 
volves the  establishment  of  such  a recondite  diagno- 
sis with  a peculiar  successful  outcome  of  the  case. 

Case  Report 

A forty-two-year-old,  white  patient,  Para  I, 
gravida  II,  was  admitted  to  the  hospital  on  Decem- 
ber 2,  1947,  with  a diagnosis  of  full-term  pregnancy 
and  active  labor.  Rectal  examination  revealed 
that  the  patient’s  cervix  was  soft  and  one  and  a half 
fingers  dilated.  The  presenting  part  was  a vertex  and 
was  situated  at  minus  one  station.  Uterine  contrac- 
tions which  were  of  moderate  severity  occurred  at 
five-minute  intervals,  and  each  contraction  persisted 
for  approximately  thirty  seconds.  Membranes  were 
intact  but  ruptured  one  hour  after  admission.  The 
patient  was  allowed  to  continue  uninterruptedly 
with  active  labor  until  six  hours  after  admission  and 
eight  hours  after  the  onset  of  labor,  when  the  pa- 
tient spontaneously  delivered  a living,  normal,  male 
child,  seven  and  a half  pounds,  from  left  occipitoan- 
terior position  with  the  aid  of  a right  mediolateral 
episiotomy. 

The  past  history  is  of  import  in  relation  to  the 
subsequent  progress  of  this  patient.  The  previous 
obstetric  history  included  only  one  other  pregnancy 
successfully  concluded  in  1937  with  a spontaneous 
birth  of  a seven-pound,  normal,  living  male  child. 
The  patient’s  medical  history  was  essentially  normal 
prior  to  this  pregnancy.  However,  one  month  before 
term,  the  patient  developed  an  attack  of  severe  right 
upper  quadrant  pain  associated  with  nausea  and 
vomiting.  The  diagnosis  established  by  the  local 
physician  who  attended  the  patient  was  “acute  gall- 
bladder attack.”  Despite  the  instituted  medical 
therapy,  this  illness  lasted  for  ten  days  and  then  sub- 
sided abruptly  with  no  apparent  residua. 

The  first  twenty-four  hours  of  the  postpartum  pe- 
riod were  uneventful.  About  twenty-eight  hours 
after  delivery,  however,  the  patient  suddenly  devel- 
oped a temperature  of  101  F.  This  elevation  was  not 
accompanied  by  symptomatology  or  physical  signs 
and  dropped  sharply  to  normal  four  hours  after  its 
appearance,  despite  the  absence  of  therapy. 

The  temperature  remained  normal  for  four  days 
more  at  which  time  the  patient  complained  of  mild 
pain  in  the  right  side.  Physical  examination  re- 
vealed a large,  firm  mass  occupying  the  right  loin 
and  lumbar  region  and  extending  interiorly  to  the 
iliac  crest,  medially  to  the  umbilicus,  and  superiorly 
to  the  right  costal  margin.  This  mass  was  smooth, 
slightly  tender,  and  somewhat  movable.  A clear 
distinction  between  the  mass  and  the  inferior  border 
of  the  liver  could  not  be  ascertained  at  this  time. 


Vaginal  examination  revealed  slight  tenderness  in. 
the  right  fornix  and  a moderately  hard  homogeneous 
mass  dipping  into  the  right  side  of  the  pelvis.  There 
was  no  abdominal  rigidity  or  undue  tenderness. 

A blood  count  showed  the  following:  white  blood 
cells  10,000,  stab  forms  30,  and  segmented  52.  The 
sedimentation  rate  was  normal,  and  urinalysis  re- 
vealed no  pathologic  findings.  The  patient’s  tem- 
perature was  normal  and  remained  within  normal 
limits.  The  diagnosis  offered  included,  in  order  of 
decreasing  emphasis,  hepatoma,  retroperitoneal  tu- 
mor, renal  tumor,  hydrops  of  gallbladder,  and  ova- 
rian tumor. 

Inasmuch  as  this  patient  was  now  six  days  post- 
partum and  her  obstetric  status  was  adjudged  to  be 
successfully  resolving,  she  was  transferred  to  the 
surgical  service  for  further  study.  The  examina- 
tions conducted  on  this  patient  during  her  surgical 
work-up  comprised  the  following:  urinalysis,  blood 
counts,  sedimentation  rates,  blood  chemistries,  kidney 
function  tests,  intravenous  pyelogram,  liver  function 
tests,  and  x-rays.  These  laboratory  studies  were 
negative  except  for  a 3 plus  cephalin  flocculation 
test  and  the  x-ray  which  delineated  a large,  ovoid, 
homogeneous  mass  extending  below  the  kidney.  Re- 
peated physical  examinations  attested  to  the  per- 
sistence of  the  right-sided  abdominal  mass  as  de- 
scribed from  the  first  examination  and  further  iden- 
tified in  the  x-ray. 

This  patient  felt  completely  comfortable  for  three 
days  on  the  surgical  service  and  then  suddenly  signed 
herself  out  against  the  advice  of  the  obstetric  and 
surgical  staffs. 

However,  four  days  after  discharge  from  the  hos- 
pital, the  patient  had  a recurrence  of  severe  right 
upper  quadrant  pain  which  radiated  to  her  right 
scapular  region.  She  was  readmitted  to  our  institu- 
tion the  following  day,  exactly  five  days  after  she  had 
effected  her  discharge  and  sixteen  days  subsequent 
to  her  normal  delivery. 

Physical  examination  showed  moderate  tender- 
ness in  the  right  upper  and  lower  quadrants.  The 
mass  originally  delineated  was  in  all  ways  similar  to 
the  mass  palpated  on  the  previous  admission  of  the 
patient.  This  patient  was  watched  carefully,  and  a 
repeat  work-up  was  performed.  The  laboratory 
data  simply  confirmed  the  3 plus  cephalin  floccula- 
tion without  yielding  any  further  information.  It 
was  noted  five  days  after  this  readmission  that  the 
mass  appeared  to  be  slowly  decreasing  in  size.  The 
temperature  was  101  F.  on  this  second  admission, 
returned  to  normal  within  twenty-four  hours,  and 
rose  again  to  101.6  F.  on  the  fifth  day  of  this  admis- 
sion. It  was  decided  that  a laparotomy  was  the 
procedure  of  choice,  and  it  was  performed  under  gen- 
eral anesthesia  on  the  sixth  day  after  admission. 

The  operative  findings  were  multiple  adhesions 
between  the  omentum  and  the  surface  of  the  liver 
with  a large  mass  extending  down  to  the  iliac  crest. 
The  adhesions  were  liberated,  and  an  infrahepatic 
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abscess  due  to  a previously  ruptured  gallbladder  was 
exposed.  It  contained  an  abundance  of  yellow, 
creamy  pus.  Stones  were  not  present.  A cholecysto- 
stomy  with  drainage  and  removal  of  the  abscess  was 
immediately  done. 

Culture  of  the  pus  taken  from  the  abscess  cavity 
afforded  luxuriant  growths  of  Escherichia  coli  and 
hemolytic  staphylococci. 

The  postoperative  course  was  uneventful.  The 
cholecystostomy  tube  was  removed  in  two  weeks  and, 
shortly  after,  sixteen  days  following  operation,  the 
patient  was  discharged.  She  returned  to  follow-up 
clinic  six  weeks  later.  At  that  time  her  wound  was 
well  healed,  her  symptomatology  was  absent,  and 
she  looked  and  felt  well  and  was  discharged  as  cured. 

Discussion 

It  was  the  opinion  of  the  surgeon,  reasoning  a 
posteriori , that  this  patient  had  experienced  a rup- 
tured gallbladder  one  month  before  term  and  that 


the  omentum  and  the  expanding  uterus  had  walled 
off  the  formed  abscess  and  thus  prevented  the  further 
extension  of  infection.  The  resumption  of  her  symp- 
toms postpartum  was  probably  due  to  the  rapidly 
involuting  uterus  being  torn  away  from  its  intimate 
connection  with  the  abscess  mass,  thereby  allowing 
the  abscess  to  increase  in  size  and  encroach  upon  the 
space  previously  occupied  by  the  pregnant  uterus. 

Summary 

A case  of  ruptured  gallbladder  in  the  last  trimester 
of  pregnancy  with  the  expanded  uterus  acting  as  a 
means  of  walling  off  the  abscess  formed  is  herein  de- 
scribed. The  difficulty  in  securing  a diagnosis  at  this 
stage  of  pregnancy,  the  minimal  effect  of  the  rup- 
tured gallbladder  on  the  pregnancy,  and  the  peculiar 
coincidental  role  of  the  expanding  uterus  in  this 
case  are  cited. 


NEBRASKA.  ARKANSAS  LEGISLATURES  OPPOSE  COMPULSORY  INSURANCE  PROGRAM 


Legislature  of  Nebraska,  Sixty-First  Session,  Legis- 
lative Resolution  2 — Memorializing  the  Congress  of 
the  United  States  with  Respect  to  a National  Com- 
pulsory Sickness  Insurance  Program 

Whereas,  the  American  people  now  enjoy  the 
highest  level  of  health,  the  best  standards  of  scien- 
tific medical  care  and  the  finest  medical  institutions 
ever  attained  by  any  major  country  in  the  world; 
and 

Whereas,  these  accomplishments  of  American 
medicine  are  the  results  of  a free  people  working 
under  a system  of  free  enterprise;  and 

Whereas,  the  experience  of  all  countries  where 
government  has  assumed  control  of  medical  care 
has  been  a progressive  deterioration  of  medical  stand- 
ards and  medical  care,  to  the  detriment  of  the  health 
of  the  people; 

Now,  therefore,  Be  It  Resolved  by  the  members  of 
the  Nebraska  Legislature  in  Sixty-first  Session 
assembled:  1.  That  the  Legislature  of  the  State 

of  Nebraska  respectfully  request  the  Congress  of 
the  United  States  to  refrain  from  imposing  upon  the 
citizens  of  this  nation  any  form  of  compulsory  in- 
surance, or  any  system  of  medical  care  designed  for 
national  bureaucratic  control. 

2.  That  Nebraska  Senators  and  Representa- 
tives now  in  the  Congress  of  the  United  States  be 
and  are  hereby  respectfully  requested  to  use  every 
effort  at  their  command  to  prevent  the  enactment 
of  such  legislation. 

3.  That  copies  of  this  resolution  be  transmitted 
by  the  Clerk  of  the  Legislature  to  the  President  of 
the  United  States,  the  presiding  officer  of  the  United 
States  Senate,  the  United  States  House  of  Repre- 
sentatives, and  to  each  Senator  and  Congressman 
from  Nebraska. 


Charles  J.  Warner 
President  of  the  Legislature 

A Joint  Concurrent  Resolution  Memorializing  the 
Congress  of  the  United  States  Not  to  Federalize  the 
Practice  of  Medicine. 

Whereas,  the  American  people  now  enjoy  the 
highest  level  of  health,  the  finest  standards  of  scien- 
tific care  and  the  best  quality  of  medical  institu- 
tions thus  far  achieved  by  any  major  country  in  the 
world,  and 

Whereas,  the  great  accomplishments  of  American 
medicine  are  the  results  of  a free  profession  working 
under  a free  system  unhampered  by  government 
control,  and 

Whereas,  the  experience  of  all  countries  where 
government  has  assumed  control  of  medical  care 
has  been  progressive  deterioration  of  the  standards 
of  that  care  to  the  serious  detriment  of  the  sick  and 
the  needy,  now,  therefore,  be  it 

Resolved,  by  the  House  of  Representatives,  the 
Senate  concurring:  1.  That  the  Congress  of  the 

United  States  be  and  is  hereby  memorialized  not 
to  enact  legislation  that  has  been  proposed  the 
effect  of  which  will  be  to  bring  the  practice  of  medi- 
cine in  this  country  under  Federal  direction  and 
control. 

2.  That  the  senators  and  representatives  from 
Arkansas  in  the  Congress  of  the  United  States  be 
and  they  are  hereby  respectfully  requested  to  use 
every  effort  at  their  command  to  prevent  the  en- 
actment of  such  legislation. 

3.  That  copies  of  these  resolutions  be  trans- 
mitted by  the  Secretary  of  State  to  the  President  of 
the  United  States,  to  the  presiding  officer  of  each 
branch  of  the  Congress,  and  to  the  members  thereof 
from  this  state.. 


Special  Article 

FUNCTIONS  OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Walter  P.  Anderton,  M.D.,  New  York  City,  and  Laurance  D.  Redway,  M.D., 
Ossining,  New  York 


THE  administration  of  the  affairs  of  the  Medical 
Society  of  the  State  of  New  York  should  be  of  para- 
mount interest  to  the  membership.  The  daily  rou- 
tine work  of  the  office  is  carried  on  with  efficiency, 
and  the  work  of  the  various  officers  and  committees 
goes  forward  with  such  dispatch  and  quiet  effective- 
ness that  many  newer  and  some  older  members  of 
the  Society  have  little  realization  of  the  enormous 
daily  activity  and  energy  output  by  hard  working 
committee  men  and  women  of  the  Society  in  the 
interest  of  better  medical  care  for  the  public,  better 
administration  of  the  laws  regulating  medical  prac- 
tice, and  better  undergraduate  and  postgraduate 
education  for  all  the  doctors  of  the  State. 

It  is  well  that,  from  time  to  time,  some  attention 
should  be  drawn  to  these  administrative  matters. 
They  are  largely  conducted  by  the  members  them- 
selves as  chairmen  and  members  of  committees, 
many  of  whom  have  served  long  apprenticeships  in 
the  administrative  work  of  their  respective  county 
medical  societies.  Other  doctors,  however,  not  ac- 
tive in  their  county  medical  societies,  especially 
the  more  recent  graduates  in  medicine,  are  unaware 
of  the  vast  opportunities  for  service  to  the  public 
through  professional  society  channels  that  exist  in 
their  State  society  committees. 

This  necessarily  abridged  statement  of  the  func- 
tions of  the  Medical  Society  of  the  State  of  New  York 
will  be  of  assistance,  it  is  hoped,  to  those  members 
who  desire  to  know  what  their  Society  does  and  how 
it  does  it. 

Historical  Note 

The  Medical  Society  of  the  State  of  New  York  was 
founded  as  a result  of  efforts  which  had  commenced 
in  Saratoga  County.  “An  Act  to  Incorporate  Medi- 
cal Societies  for  the  Purpose  of  Regulating  the  Prac- 
tice of  Physic  and  Surgery  in  This  State,”  was 
passed  by  the  Legislature  and  Governor  of  New  York 
State  and  became  law  on  April  4,  1804.  On  April  3, 
1807,  an  improved  regulatory  law  was  passed  which 
permitted  county  medical  societies  to  send  represen- 
tatives to  meetings  of  the  Medical  Society  of  the 
State  of  New  York. 

There  had  previously  existed  a local  society  in 
New  York  City  named  the  Medical  Society  of  the 
State  of  New  York,  founded  November  14,  1794. 1 
Its  name  was  changed  in  1806. 

In  1813,  the  Medical  Society  of  the  State  of  New 
York  was  incorporated.  Its  functions  included  li- 
censing, enforcement  of  ethics,  and  holding  of  scien- 
tific meetings.  Later,  this  Society  became  part  of 
the  American  Medical  Association  and  participated 
in  the  compilation  of  the  United  States  Pharmaco- 
poeia. 

In  1882  many  county  medical  societies  disap- 
proved of  a new  code  of  ethics  promulgated  by  the 

1 The  local  Society,  according  to  W alsh,  had  its  inception  in 
1749  or  earlier  as  the  “Weekly  Society  of  Gentlemen  in  New 
York.’’  In  1794,  as  noted,  this  became  known,  after  a meet- 
ing at  City  Hall,  “by  the  name  and  style  of  the  Medical  Soci- 
ety of. the  State  of  New  York. ” • 


Medical  Society  of  the  State  of  New  York.  As  a 
result,  the  American  Medical  Association  refused  to 
seat  its  delegates.  Two  years  later,  the  New  York 
Medical  Association  replaced  the  Medical  Society  of 
the  State  of  New  York  as  a component  part  of  the 
American  Medical  Association.  Both  societies  con- 
tinued in  New  York  State  until  1906  when  they 
amalgamated  under  the  name  of  the  Medical  Soci- 
ety of  the  State  of  New  York. 

• 

Framework 

On  December  31, 1948,  there  were  22,376  members 
of  the  Medical  Society  of  the  State  of  New  York.2 
This  Society  consists  of  eight  district  branches 
which  meet  once  a year.  There  are  sixty-one  compo- 
nent county  medical  societies  which  meet  at  varying 
intervals.  Each  county  medical  society  elects  dele- 
gates, varying  in  number  according  to  its  size,  to  the 
House  of  Delegates.  The  House  of  Delegates  meets 
one  or  more  times  a year.  In  1948  there  were  171 
members  of  the  House  of  Delegates  elected  by  the 
constituent  county  medical  societies.  The  president 
of  each  district  branch  is  a member  of  the  House  of 
Delegates  as  are  the  eighteen  living  ex-presidents  of 
the  Medical  Society  of  the  State  of  New  York.  The 
nine  officers  of  the  society,  five  trustees  and  nine 
councilors  elected  by  the  House  of  Delegates,  are 
also  parts  of  its  membership.  The  House  of  Dele- 
gates at  its  annual  meeting  receives  reports  from  the 
officers,  from  the  Board  of  Trustees,  from  the  Coun- 
cil, and  from  each  District  Branch,  as  well  as  from  j 
the  five  House  committees.  The  Board  of  Trustees 
exercises  control  of  the  finances  of  the  Society  and 
has  charge  of  all  its  property.  It  is  required  to  meet 
at  least  bimonthly.  The  President,  Secretary,  and  p 
Treasurer  sit  with  the  Board  of  Trustees  with  i ; 
voice  but  without  vote. 

When  the  House  of  Delegates  is  not  in  session,  the  i 
Council  is  the  executive  body  of  the  Medical  Society  , ~ 
of  the  State  of  New  York.  The  Council  meets  ! 
monthly  except  in  July  and  August.  It  has  twenty- 
two  committees  and  these  committees  have  twenty 
subcommittees. 

Committees 

The  five  special  committees  of  the  House  of  Dele-  i 
gates  are  the  Emergency  Preparedness  Committee; 
a Committee  on  Problems  of  Alcoholism;  Commit- 
tee on  Prize  Essays;  Planning  Committee  for  Medi- 
cal Policies,  which  has  a subcommittee  on  the  At- 
torney General’s  medical  practice  opinion,  and  the 
Malpractice  Defense  and  Insurance  Board.  This 
Board  has  an  x-ray  advisory  subcommittee  and  a 
plastic  surgery  advisory  subcommittee.  Each  Coun-  j 
cil  Committee  consists  of  three  members.  The 
chairman  of  each  is  required  to  be  a Councilor. 


2 Total  estimated  population  of  the  State  of  New  York 
14,200,000;  all  registered  physicans,  1948,  31,937,  or  one 
physician  for  every  445  persons. 
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These  committees  are  as  follows: 

Council  Committees  (22) 

American  Medical  Association  Assessment 
Constitution  and  Bylaws 
Convention 
Subcommittees 
Arrangements 
Scientific  Program 
Scientific  Exhibits 
Scientific  Awards 

Dental  Health  (Joint  Committee  with  New  York 
State  Dental  Society) 

Economics 

Subcommittees 

Medical  Expense  Insurance 
Public  Medical  Care 
Questions  on  Ethics 
Finance 

Hospitals  (Joint  Committee  with  New  York  State 
Hospital  Association  Subcommittee) 

Legislation 

Subcommittees 

General  Subcommittee 

Physical  Medicine  (Joint  Subcommittee  of 
Legislation,  and  Public  Health  and  Educa- 
tion Committees) 

Medical  Licensure 

Medical  Research 

Medical  Service 

Nursing  Education 

Office  Administration  and  Policies 

Publication 

Public  Health  and  Education 
Subcommittees 
Blood  Banks 
Cancer 

Child  Welfare  (12  regional  chairmen) 

Geriatrics 

Hard  of  Hearing  and  Deaf 
Industrial  Health 

Maternal  Welfare  (12  regional  chairmen) 
Nutrition 

Physical  Medicine  (Joint  Subcommittee  with 
Legislation  Subcommittee) 

Rehabilitation 
Rheumatic  Fever 
Public  Relations 
Rural  Medical  Service 
Veterans  Administration,  Liaison  with 
War  Memorial 
Woman’s  Auxiliary 
Workmen’s  Compensation 
Advisory  Subcommittee 

District  Branches 

The  district  branches  are  composed  of  the  follow- 
ing constituent  county  societies: 

District  Branches 

I.  New  York,  Bronx,  Westchester,  Rockland, 
Dutchess,  Putnam,  Orange,  Richmond 


II.  Kings,  Queens,  Nassau,  Suffolk 

III.  Albany,  Rensselaer,  Schoharie,  Greene,  Col- 

umbia, Ulster,  Sullivan 

IV.  Franklin,  Clinton,  Essex,  Hamilton,  Fulton, 

Montgomery,  Schenectady,  Saratoga, 
Warren,  Washington 

V.  Onondaga,  Oneida,  Herkimer,  Oswego, 
Lewis,  Madison,  Jefferson,  St.  Lawrence 

VI.  Otsego,  Delaware,  Chenango,  Cortland, 
Tompkins,  Schuyler,  Chemung,  Tioga 
Broome 

VII.  Monroe,  Wayne,  Cayuga,  Seneca,  Yates,  On- 
tario, Steuben,  Livingston 

VIII.  Erie,  Niagara,  Orleans,  Genesee,  Wyoming, 
Allegany,  Cattaraugus,  Chautauqua 

These  district  branches  originally  conformed  to  the 
judicial  districts  of  New  York.  However,  when  the 
judicial  districts  were  increased  to  more  than  eight, 
the  number  of  district  branches  of  the  Medical  So- 
ciety of  the  State  of  New  York  was  not  altered. 

• 

Offices 

The  Medical  Society  of  the  State  of  New  York 
maintains  its  principal  office  at  292  Madison  Avenue, 
New  York  City  17.  The  Executive  Officer  has  his 
office  at  100  State  Street,  Albany  7,  New  York. 

Publications 

The  Society  publishes  the  New  York  State 
Journal  of  Medicine,  a semimonthly  scientific 
magazine,  and  the  Medical  Directory  of  New  York, 
New  Jersey  and  Connecticut. 

Library 

The  library  of  the  Medical  Society  of  the  State  of 
New  York,  as  a result  of  the  amalgamation  of  the 
New  York  State  Medical  Association  and  the  Medi- 
cal Society  of  the  State  of  New  York  in  1906,  is  lo- 
cated at  the  Medical  Society  of  the  County  of  Kings, 
1313  Bedford  Avenue,  Brooklyn  16,  New  York. 
This  library  maintains  a lending  service  for  mem- 
bers. 

Objectives 

When  a medical  graduate  is  elected  to  member- 
ship in  a county  medical  society,  he  becomes  a mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 

Although  the  Medical  Society  of  the  State  of  New 
York  is  a large  organization,  it  usually  functions 
smoothly.  It  is  of  great  value  to  the  members  in 
promoting  their  continuing  education,  in  helping 
them  maintain  high  ethical  standards,  and  in  legis- 
lative matters.  It  is  also  an  important  function  of 
the  Medical  Society  of  the  State  of  New  York  to  as- 
sist its  members  to  contribute  toward  public  health 
and  welfare. 


SEND  YOUR  HOTEL  RESERVATION  NOW  FOR  THE  143RD  ANNUAL 
MEETING,  MAY  2 TO  6,  1949,  AT  THE  HOTEL  STATLER,  BUFFALO. 


NECROLOGY 


Earl  John  Dorwaldt,  M.D.,  died  on  February  7. 
He  was  fifty-two  years  old.  Dr.  Dorwaldt  was 
graduated  from  Albany  Medical  College  in  1924  and 
had  practiced  in  Albany  in  association  with  Dr. 
Arthur  Bedell  and  the  late  Dr.  James  Vander  Veer. 
He  joined  the  faculty  of  the  New  York  State  Col- 
lege for  Teachers  at  Albany  in  1929  as  instructor  in 
hygiene.  He  was  also  the  College  physician.  He 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  Albany  County 
Medical  Societies. 

Homer  E.  Fraser,  M.D.,  eighty-eight-year-old 
specialist  in  urology  and  dermatology,  died  at  his 
New  Lebanon  home  on  February  17.  He  was 
graduated  from  Bellevue  Medical  College  in  1891  and 
interned  at  Brooklyn  Hospital.  Dr.  Fraser  prac- 
ticed in  Brooklyn  for  forty-three  years,  retired  in 
1934,  and  subsequently  resumed  his  practice  in  New 
Lebanon.  He  had  been  associate  professor  of  urology 
at  the  Long  Island  College  of  Medicine  and  served 
as  consultant  urologic  surgeon  on  the  staffs  of 
Caledonian,  Kings  County,  and  Long  Island  College 
Hospitals.  In  1948  he  was  honored  by  the  Medical 
Society  of  the  State  of  New  York  for  his  fifty- 
seven  years  as  a physician.  Dr.  Fraser  was  a mem- 
ber of  the  American  Medical  Association  and  the 
New  York  State  and  Columbia  County  Medical 
Societies  and  was  a fellow  of  the  American  College 
of  Surgeons. 

Raymond  H.  Kenan,  M.D.,  died  on  February  15  at 
the  age  of  forty-seven.  A graduate  of  Syracuse 
University  College  of  Medicine  in  1927  and  a mem- 
ber of  the  New  York  State  and  Wayne  County 
Medical  Societies  and  the  American  Medical  Asso- 
ciation, Dr.  Kenan  had  his  practice  in  North  Rose. 

B.  Lapowski,  M.D.,  aged  eighty-five,  of  New 
York,  died  on  January  1.  Dr.  Lapowski  received 
his  medical  degree  from  the  University  of  Warsaw  in 
1885.  He  was  a diplomate  of  the  American  Board 
of  Dermatology  and  Syphilology  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  New  York  State  and 
County  Medical  Societies,  and  the  American  Medi- 
cal Association. 

Sergeant  Price  Martin,  M.D.,  of  Kenmore,  died  on 
January  9.  He  was  sixty-one  years  old.  A graduate 
of  the  University  of  Pennsylvania  School  of  Medi- 
cine in  1912,  Dr.  Martin  was  a member  of  the 
American  Medical  Association,  the  American 
Urological  Association,  the  Buffalo  Academy  of 
Medicine,  and  the  New  Y ork  State  and  Erie  County 
Medical  Societies. 

Charles  Ogilvy,  M.D.,  seventy-four,  died  at  his 
New  Rochelle  home  on  February  18.  Dr.  Ogilvy, 
who  was  graduated  from  McGill  University  Faculty 
of  Medicine  in  1898  and  did  postgraduate  work  in 
Berlin  and  Vienna,  had  acted  only  in  consultant 
capacity  in  recent  years. 

During  World  War  I Dr.  Ogilvy  was  a captain  in 
the  Army  Medical  Corps.  He  was  formerly  asso- 
ciated with  New  York  Post-Graduate,  Lutheran,  and 
Children’s  Hospitals  and  at  the  time  of  his  death  was 
consultant  orthopedic  surgeon  at  United  Hospital, 
Port  Chester,  Grasslands  Hospital,  Valhalla,  and 
New  Rochelle  Hospital,  New  Rochelle.  He  had 
served  as  acting  director  of  orthopedic  surgery  and 
as  director  of  the  orthopedic  dispensary  at  the  latter 
hospital.  For  several  years  he  served  as  orthopedic 
consultant  on  a voluntary  basis  in  the  New  Rochelle 
public  school  system. 


Dr.  Ogilvy  belonged  to  the  following  medical 
organizations:  American  Medical  Association, 

American  Orthopedic  Association,  New  York 
Academy  of  Me'dicine,  and  the  New  York  State  and 
Westchester  County  Medical  Societies.  He  was  also 
an  honorary  member  of  the  New  Brunswick  Medical 
Society  of  Canada  and  was  a fellow  of  the  American 
College  of  Surgeons  and  a diplomate  of  the  American 
Board  of  Orthopedic  Surgery. 

Joseph  F.  Roe,  M.D.,  a physician  of  Binghamton, 
died  at  the  age  of  seventy-seven  on  February  2.  He 
served  as  consultant  in  diseases  of  the  eye,  ear,  nose, 
and  throat  at  Binghamton  City  Hospital  and  was  a 
member  of  the  New  York  State  and  Broome  County 
Medical  Societies  and  the  American  Medical  Associa- 
tion. Dr.  Roe  received  his  medical  degree  from 
Ohio  State  University  College  of  Medicine  in  1894. 

Arthur  Sayer,  M.D.,  fifty-five-year-old  derma- 
tologist, died  of  a heart  attack  at  his  New  York 
home  on  February  22.  Former  chief  of  clinic  at 
Mount  Sinai  Hospital,  Dr.  Sayer  was  attending 
dermatologist  at  Morrisania  Hospital,  Bronx,  and 
civilian  consultant  in  dermatology  at  St.  Albans 
Naval  Hospital.  During  World  War  II  he  served 
with  the  U.S.  Navy  in  the  rank  of  commander.  An 
associate  clinical  professor  of  dermatology  at  New 
York  Medical  College,  Dr.  Sayer  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1919  and  interned  at  Wyckoff 
Heights  Hospital,  Brooklyn.  Dr.  Sayer  was  presi- 
dent of  the  Bronx  Dermatological  Society,  a diplo- 
mate of  the  American  Board  of  Dermatology  and 
Syphilology,  a fellow  of  the  New  York  Academy  of 
Medicine,  and  a member  of  the  New  York  State  and 
County  Medical  Societies  and  the  American  Medical 
Association. 

George  J.  Signorelli,  M.D.,  died  of  a coronary 
thrombosis  on  January  27.  A practicing  physician  in 
Brooklyn  for  nearly  thirty  years,  Dr.  Signorelli  was 
fifty-eight  years  old.  He  interned  at  St.  Catherine’s 
Hospital,  Brooklyn,  after  his  graduation  from  Long 
Island  College  Hospital  in  1914.  During ‘the  first 
World  War  he  served  with  the  Army  Medical  Corps 
overseas  and  in  World  War  II  was  examining 
physician  of  a local  selective  service  board.  He  was 
assistant  surgeon  at  Evangelical  Deaconess  Hospital 
and  was  on  the  surgical  staff  of  St.  Catherine’s  Hos- 
pital. Dr.  Signorelli  was  a member  of  the  New  York 
State  and  Kings  County  Medical  Societies,  the 
Italian- American  Medical  Society,  and  the  American 
Medical  Association. 

Amos  Osborne  Squire,  M.D.,  died  on  February  11 
at  his  home  in  Ossining.  Dr.  Squire,  aged  seventy- 
two,  received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1899  and  established  his  medical  practice  in  Ossining 
that  same  year.  From  1906  to  1912  he  served  as 
county  coroner  in  Westchester.  Dr.  Squire  was 
Westchester’s  first  medical  examiner,  serving  from 
1925  until  his  retirement  last  June.  From  1914  to 
1925  he  was  chief  physician  at  Sing  Sing  prison,  and 
his  experiences  during  that  period  are  recounted  in 
his  book,  Sing  Sing  Doctor. 

A former  director  of  Rotary  International,  Dr. 
Squire  founded  the  Ossining  Rotary  Club  in  1921. 
He  was  medical  director  of  Allcock  Manufacturing 
Company,  director  of  the  New  York  State  Society 
for  Crippled  Children,  and  former  chief  surgeon  of 
the  New  York  State  Naval  Militia.  Dr.  Squire  was  a 
fellow  of  the  American  Psychiatric  Association  and 


668 


March  15,  1949] 


CORRESPONDENCE 


669 


had  been  president  of  the  Prison  Physicians  Associa- 
tion at  one  time.  He  was  a member  of  the  New 
York  Medico-Surgical  Society,  the  Clinical  Society 
of  Psychiatrists,  the  New  York  State  and  West- 
chester County  Medical  Societies,  and  the  American 
Medical  Association. 

James  Alexander  Stewart,  M.D.,  died  on  Febru- 
ary 9 at  the  age  of  ninety.  Dr.  Stewart,  a resident  of 
Hartsdale,  had  been  a medical  practitioner  in  Brook- 
lyn for  sixty  years  when  he  retired  last  September. 
He  was  graduated  from  New  York  Homeopathic 
Medical  College  in  1885.  Dr.  Stewart  was  an  honor- 


ary member  of  the  staff  of  Peck  Memorial  Hospital, 
Brooklyn,  and  also  belonged  to  the  New  York  State 
Homeopathic  Society. 

Fitch  Henry  VanOrsdale,  M.D.,  of  Auburn,  died 
on  January  29.  Formerly  a physician  in  Belmont, 
Dr.  VanOrsdale  was  eighty-nine  years  old.  He  ob- 
tained his  medical  degree  in  1891  from  the  University 
of  Buffalo,  School  of  Medicine,  and  practiced  in 
Belmont  from  1898  to  1938  when  he  retired.  Dr. 
VanOrsdale  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  Cayuga 
County  Medical  Societies. 


CORRESPONDENCE 


Carcinoma  of  the  Prostate 


To  the  Editor: 

I have  recently  read  an  article  in  the  New  York 
State  Journal  of  Medicine,  January  1,  1949, 
page  79,  entitled  “Carcinoma  of  the  Prostate,” 
by  A.  Strachstein,  M.D.,  New  York  City. 

The  treatment  of  this  case  of  carcinoma  of  the 
prostate  with  bony  metastases  would  appear  to 
have  been  well  handled  with  estrogenic  therapy  and 
orchiectomy.  However,  there  are  two  points 
which,  if  clarified,  would  appear  to  be  of  great  in- 
terest to  me  and  many  other  readers  of  this  article; 
namely  (1)  the  findings  referable  to  the  prostate 
during  rectal  examination  at  the  time  of  the  pre- 
operative physical  examination,  prior  to  the  hydro- 
cele repair,  and  (2)  the  report  of  skull  x-rays. 

The  finding  of  a normal  prostate  two  years  prior 
to  the  presence  of  definite  malignancy  with  metas- 
tases would  emphasize  the  importance  of  annual  or 
semiannual  rectal  examinations  in  men  of  “cancer” 
age.  If  the  rectal  examination  was  omitted  in  the 
preoperative  examination  of  a 65-year-old  man 
prior  to  hydrocele  repair,  this  fact  would  be  perhaps 


To  the  Editor: 

I am  grateful  to  you  for  referring  to  me  a letter 
from  Dr.  James  C.  Allanson  of  Ithaca,  who  makes 
two  pertinent  inquiries  concerning  my  case  of  car- 
cinoma of  the  prostate,  published  in  your  Journal, 
January  1,  1949. 

(1)  I am  fully  in  accord  with  Dr.  Allanson  that  no 
periodic  annual  or  semiannual  examination  is  com- 
plete unless  it  includes  a rectal  examination  of  the 
prostate.  Even  then  we  may  miss  at  times  a can- 
cerous nodule  in  the  gland,  as  was  pointed  out  by 
Rich  and  Moore.  Unfortunately  my  own  office 
record  fails  to  show  any  notation  about  the  rectal 
findings  although  I do  make  such  examinations  rou- 
tinely. Hence  I cannot  state  with  any  degree  of 
certainty  as  to  the  status  of  the  prostate  at  the  time 
prior  to  the  hydrocele  operation. 


even  more  important  in  that  it  would  serve  to  stress 
again  the  importance  and  the  responsibility  of  the 
individual  general  practitioner  and  specialist  as 
concerns  the  problem  of  cancer  detection. 

To  any  urologist  the  problem  of  diagnosis  of  can- 
cer of  the  prostate,  particularly  in  its  early  and  cur- 
able stages,  is  one  of  primary  importance.  It  has 
been  said  that  the  specialist  is  a doctor  who  does  a 
rectal  examination.  This  statement  is  actually  far 
from  irrelevant  when  the  problem  of  prostatic  can- 
cer is  considered. 

Concerning  the  second  point,  it  would  be  most 
interesting  to  see  the  author’s  views  as  regards  the 
etiology  of  this  patient’s  severe  headaches  (if  the 
skull  x-rays  were  negative). 

James  C.  Allanson,  M.D. 

1 18  West  Buffalo  Street 
Ithaca 

January  3,  1949 


(2)  Dr.  Allanson  is  also,  and  justly  so,  interested 
in  the  report  of  the  skull  x-rays,  particularly  so  be- 
cause the  severe  headaches  disappeared  after  or- 
chiectomy was  done.  Dr.  S.  Fineman,  a very  com- 
petent radiologist,  reported  the  following:  “The 

lateral  stereoscopic  views  of  the  skull  show  no  evi- 
dence of  metastases  to  the  bones.  The  sella  turcica 
looks  elongated  in  the  anteroposterior  diameter,  and 
the  atrophic  dorsum  sellae  is  somewhat  more  erect 
than  usual.  The  anterior  clinoic  processes  of  the 
tuber culum  sellae  are  normal.” 

A.  Strachstein,  M.D. 

133  East  58th  Street 
New  York  City 
January  12,  1949 


HOSPITAL  NEWS 


Hospital  Survey  Shows  Physician  Ratio 


EMPHASIZING  the  fact  that  New  York  City 
contains  the  largest  concentration  of  physicians 
of  any  city  in  the  country,  or  perhaps  in  the  world, 
the  Hospital  Council  of  Greater  New  York,  in  its 
February  Bulletin,  announced  the  first  presentation 
of  preliminary  data  concerning  the  hospital  staff 
appointments  of  the  more  than  17,000  licensed 
physicians  in  New  York  City. 

Comparing  the  population-physician  ratio,  the 
Council  study  showed  that,  “On  the  basis  of  the 
estimated  mid-year  population  of  7,888,000  for 
New  York  City  in  1948,  there  were  447  people 
for  each  physician  registered  in  New  York  City.” 
The  report  indicates  that  this  ratio  is  not  unusual 
compared  with  that  of  other  cities. 

Citing  similar  ratios  for  the  nine  largest  cities  in 
the  country,  the  Bulletin  said,  “Obviously  the  con- 
centration of  physicians  would  be  expected  to  be 
greatest  in  the  cities.  Chicago  had  475  persons  per 
physician,  Philadelphia  445,  Detroit  594,  Los 
Angeles  446,  Cleveland  483,  Baltimore  420,  St. 
Louis  402,  and  Boston  263.” 

The  Bulletin  points  out  that  in  both  Brooklyn 
and  Manhattan  there  are  approximately  two  general 
care  hospital  beds  per  physician  in  the  borough, 
while  Queens  and  the  Bronx  have  only  one  and  one- 
half  beds  per  physician  and  Richmond  three  beds 
for  every  physician  with  offices  in  the  borough  of 
Richmond. 


The  study  shows  that  less  than  7 per  cent  of  all  the 
licensed  physicians  are  women.  There  is  a total  of 
1,161  licensed  women  physicians,  but  not  all  of 
them  are  in  the  active  practice  of  medicine. 

The  survey  reveals  that  10,644  physicians  have 
regular  staff  appointments  which  permit  them  to 
care  for  ward  and  clinic  patients  in  one  or  more 
hospitals.  The  Bulletin  pointed  out  that,  “Since 
the  proprietary  hospitals  admit  only  private  and 
semiprivate  patients,  the  regular  staff  appointment 
is  available  only  in  the  municipal  and  voluntary 
hospitals.  The  largest  number  of  appointments 
is  in  voluntary  hospitals.” 

Of  the  total  with  regular  staff  appointments, 
1,554  doctors  have  no  hospital  connections  providing 
them  facilities  for  their  own  private  patients. 

The  data  presented  also  indicated  that  10,818 
physicians  have  private  patient  privileges  which 
do  permit  them  to  care  for  their  own  private  patients. 
As  municipal  hospitals  do  not  provide  accommoda- 
tions for  private  and  semiprivate  patients,  none  of 
these  appointments  are  in  municipal  hospitals. 
Just  over  8 per  cent  or  874  of  these  physicians  have 
appointments  in  proprietary  hospitals  only.  Most 
of  the  doctors  depend  on  voluntary  hospitals. 

The  Council  noted  that  1,728  of  the  physicians 
with  private  patient  privileges  do  not  have  the 
opportunity  of  working  in  the  ward  and  outpatient 
departments  of  voluntary  and  municipal  hospitals. 


To  Mark  Silver  Anniversary  of  Bellevue  Department 


TO  MARK  the  twenty-fifth  year  of  the  establish- 
ment of  the  Radiation  Therapy  Department  at 
Bellevue  Hospital,  New  York  City,  under  the  direc- 
torship of  Dr.  Ira  I.  Kaplan,  a series  of  lectures  and 
clinics  will  be  held  on  Thursday,  March  24,  at 
10: 00  a.m.  in  the  Stewart  Amphitheatre  at  Bellevue 
Hospital. 

Speakers  at  the  morning  session  will  include: 
Dr.  Bradley  L.  Coley,  “Bone  Tumors — A Field 


Requiring  Cooperation  Between  the  Radiologist  and 
the  Surgeon”;  Dr.  Douglas  A.  Quick,  “Advances  in 
Radiation  Therapy  in  the  Past  Twenty-Five  Years,” 
and  Dr.  I.  C.  Rubin,  “Twenty-Five  Years  Experi- 
ence with  Irradiation  Treatment  for  Sterility  As- 
sociated with  Habitually  Delayed  Periods.” 

Following  a luncheon,  a short  series  of  cases  will 
be  presented.  The  anniversary  activities  will  be 
concluded  by  a dinner  at  the  Biltmore  Hotel. 


American  College  of  Surgeons  Approves  3,150  Hospitals 


THE  American  College  of  Surgeons  announced 
February  4 that  3,150  hospitals  in  the  United 
States,  Canada,  and  a few  other  countries  had  been 
approved  as  a result  of  the  college’s  thirty-first 
annual  hospital  standardization  survey  as  of  1948. 
Of  the  hospitals  approved,  2,820  hospitals  are  fully 
approved,  and  330  are  provisionally  approved. 

The  approved  hospitals  constitute  79.7  per  cent 
of  the  total  of  3,947  surveyed.  In  1947  the  number 
surveyed  totaled  3,900,  of  which  3,143  were  ap- 
proved. 

A point-rating  system,  a new  development  in 
hospital  standardization,  was  applied  for  the  first 
time  in  1948.  Dr.  Malcolm  T.  MacEachern,  as- 
sociate director  of  the  college  in  charge  of  the  hos- 
pital standardization  program,  described  the  new 
rating  system  as  “an  attempt  to  achieve  a certain 
amount  of  precision  in  evaluating  hospitals,  with 
emphasis  on  the  quality  of  professional  services 
and  care  of  the  patient.” 

Balancing  the  higher  cost  of  hospital  care  these 
days,  Dr.  MacEachern  said,  “is  that  your  chances 
for  recovery  are  greater  than  ever  before.” 


“These  chances,”  he  declared,  “are  about  twice 
as  good  as  they  were  twenty  years  ago,  the  death 
rate  in  hospitals  having  dropped  from  6 to  8 per 
cent  to  3 to  4 per  cent.  Also,  your  illness  will  be 
shorter,  you  will  lose  less  time  from  work,  and  you 
are  more  likely  to  escape  permanent  disability  or 
chronic  invalidism  than  would  have  been  the  case 
had  you  got  sick  or  met  with  an  accident  a few  years 
back. 

“Your  average  hospital  stay  now  would  be  eight 
to  ten  days,  compared  with  eighteen  to  twenty  days 
in  1918.  As  one  hospital  administrator  phrased  it: 
‘While  the  cost  per  day  of  illness  is  higher,  the  cost 
per  cure  is  lower.’  ” 

The  rating  system,  Dr.  MacEachern  added,  would 
act  as  a stimulus  to  improve  scores  from  year  to 
year.  Scores  for  each  department  or  division  and 
the  total  score  are  disclosed  only  to  the  hospital. 
Full  approval  represents  a score  of  70  to  100  per 
cent;  provisional  approval,  60  to  69  per  cent,  and 
not  approved,  below  60  per  cent.  The  average 
score  on  surveys  to  date  is  approximately  75  per 
cent. 
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Hospital  Association 

DR.  EDWARD  M.  BERNECKER,  retired 
New  York  City  Commissioner  of  Hospitals, 
was  honored  February  15  at  a testimonial 
luncheon  of  the  Greater  New  York  Hospital  As- 
sociation, at  the  Hotel  Statler.  The  leadership  of 
Dr.  Bernecker  in  formulating  New  York  City’s 
$150,000,000  hospital  expansion  program  was 
praised  by  Mayor  William  O’Dwyer,  who  stated, 
“This  program,  which  we  expect  will  answer  the 
city’s  needs  for  one  hundred  years,  is  the  result  of 


Honors  Dr.  Bernecker 

the  thinking,  the  experience,  the  planning,  and  the 
patient  sympathy  for  the  sick  that  is  Dr.  Ber- 
necker’s.”  Mayor  O’Dwyer  presented  Dr.  Ber- 
necker with  a scroll  for  “distinguished  leadership  in 
the  hospital  field”  in  his  seven  years  as  commissioner. 

Other  speakers  who  praised  Dr.  Bemecker’s 
thirty-four  years  of  public  service  were  Dr.  Marcus 
D.  Kogel,  who  succeeded  him  as  commissioner  on 
February  1,  and  Mr.  Louis  Schenweiler,  president 
of  the  hospital  association. 


Break  Ground  for  Queens  Outpatient  Building 


GROUNDBREAKING  ceremonies  for  the  Out- 
patient Building  and  Ambulance  Station,  to  be 
erected  in  College  Point,  Queens,  were  held  February 
26  with  Acting  Mayor  Vincent  R.  Impelliterri  as 
principal  speaker.  Brief  addresses  were  made  by 
Dr.  Edward  M.  Bernecker,  former  New  York  City 
Commissioner  of  Hospitals  who  is  now  director  of 
hospital  services  for  the  New  York  University- 
Bellevue  Medical  Center;  Dr.  Arthur  A.  Fischl, 
president  of  the  Queens  County  Medical  Society; 
Honorable  James  A.  Burke,  president  of  the. Bor- 
ough of  Queens,  and  others.  Dr.  Marcus  D.  Kogel. 


New  York  City  Commissioner  of  Hospitals,  pre- 
sided. The  new  Outpatient  Building  and  Ambulance 
Station  will  be  constructed  at  an  estimated  cost  of 
$275,000  and  is  scheduled  for  completion  in  the  fall 
of  1949.  The  structure  will  be  staffed  and  serviced 
by  the  Queens  General  Hospital,  Jamaica.  Facili- 
ties will  include  a large  waiting  room  for  patients, 
eight  clinic  examination  rooms,  a conference  room, 
radiographic  room,  laboratory  space,  utility  room, 
an  emergency  ward  of  two  beds,  garage  for  two 
ambulances,  a room  for  ambulance  attendants, 
and  a boiler  room. 


To  Dedicate  Rochester  Psychiatric  Clinic 


T'HE  dedicatory  program  for  the  full  day  session 
planned  for  March  31,  1949,  when  the  new  Wing 
R Psychiatric  Clinic  of  the  Strong  Memorial  Hos- 
pital, University  of  Rochester  School  of  Medicine 
and  Dentistry,  will  be  dedicated,  has  been  an- 
nounced. 

Presiding  at  the  morning  session  will  be  Dr.  Donald 
W.  Gilbert,  provost  of  the  University  of  Rochester. 
Speakers  and  their  topics  will  include:  Dr.  George 
H.  Whipple,  dean  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry,  and  Dr.  John 
Romano,  professor  of  psychiatry,  University  of 
Rochester — introductory  remarks;  Dr.  Paul  Weiss, 
professor  of  zoology,  University  of  Chicago — 
“The  Biologic  Basis  of  Adaptation,”  and  Dr.  Homer 
W.  Smith,  professor  of  physiology,  New  York 


University — “Organism  and  Environment:  Dy- 

namic Oppositions.” 

At  the  afternoon  session,  Dr.  Romano  will  preside, 
and  the  following  papers  will  be  presented:  Dr. 
Howard  Liddell,  professor  of  psychobiology,  Cornell 
University — “Adaptation  on  the  Threshold  of 
Intelligence”;  Dr.  Lawrence  S.  Kubie,  clinical 
professor  of  psychiatry  and  mental  hygiene,  Yale 
University,  and  on  the  faculty,  New  York  Psycho- 
analytic Institute — “The  Neurotic  Potential  and 
Human  Adaptation,”  and  Dr.  Clyde  Kluckhohn, 
professor  of  anthropology,  Harvard  University — 
“Adjustment  and  Adaptation:  An  Anthropologic 
Approach.” 

The  program  will  be  held  in  the  Upper  Strong 
Auditorium,  River  Campus,  University  of  Rochester. 


NEWS  NOTES 


Dr.  Stanley  E.  Bradley,  assistant  professor  of 
medicine,  College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  will  speak  on  “Nephritis  and 
Lower  Nephron  Nephrosis”  at  a meeting  of  the 
Intern  Council  of  the  Arnot-Ogden  Memorial 
Hospital,  Elmira,  to  be  held  March  16  at  4:00 
p.m.  at  the  Arnot-Ogden  Hospital.  The  program  is 
postgraduate  instruction  arranged  by  the  State 
Society’s  Committee  on  Public  Health  and  Educa- 
tion with  the  cooperation  of  the  State  Department  of 
Health. 


Dr.  Gilbert  Dalldorf,  director  of  the  State  Health 
Department’s  Division  of  Laboratories  and  Re- 
search, has  accepted  an  appointment  as  visiting 
professor  of  bacteriology  at  the  University  of  Buffalo 
School  of  Medicine  and  will  also  help  organize  a 
virus  laboratory  at  Buffalo  General  Hospital. 


Dr.  Alden  J.  Townsend,  health  officer  of  the 
consolidated  health  district  of  Dansville  and  a 
former  U.S.  Army  Medical  Corps  major,  has  been 
elected  chief  of  the  medical  and  surgical  staff  of  the 
Dansville  Memorial  Hospital,  Dansville. 


At  an  open  forum  of  the  Doctors  Hospital  of 
Queens,  held  Februapr  24,  Mr.  Charles  A.  Togut, 
associate  executive  director  of  Manhattan  General 
Hospital,  spoke  on  “Compulsory  Federal  Health 
Insurance — Its  Impact  on  the  Physician  and  the 
Public.”  Dr.  Arthur  A.  Fischl,  president  of  the 
Queens  County  Medical  Society,  was  moderator  for 
the  question  and  answer  period  which  followed. 

[Continued  on  page  684] 
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Set  Examinations  for  Navy  Medical  Corps  Appointments 


"EXAMINATIONS  for  the  selection  of  candidates 

' for  appointment  to  the  grade  of  lieutenant 
(junior  grade)  in  the  Medical  Corps  of  the  Navy 
will  be  conducted  at  all  Naval  Hospitals  in  con- 
tinental United  States  during  the  period  April  4 to 
8,  1949. 

Graduates  of  approved  medical  schools  in  the 
United  States  or  Canada  who  have  completed  intern 
training  in  accredited  hospitals  or  who  will  complete 
such  training  within  four  months  of  the  date  of  the 
examination,  and  who  are  physically  and  otherwise 
qualified,  may  be  examined  for  appointment  as 
lieutenant  (junior  grade)  in  the  Navy  Medical 
Corps. 

Candidates  will  be  required  to  appear  before 
boards  of  medical  examiners  and  supervisory  Naval 
examining  boards  at  the  Naval  Hospital  nearest 


their  place  of  residence  to  demonstrate  their  physical 
and  professional  qualifications  for  appointment. 
Following  approval  by  the  President  of  the  United 
States  and  confirmation  by  the  Senate,  selected 
candidates  will  be  issued  appointment  and  orders 
assigning  them  to  duty  in  a Naval  medical  facility 
for  active  Naval  service. 

As  a result  of  the  authorized  additional  compensa- 
tion of  $100  a month  for  medical  officers,  a lieutenant 
(junior  grade)  in  the  Navy  Medical  Corps  receives 
pay  and  allowances  totaling  $5,011  a year  if  married, 
and  $4,575.50  if  without  dependents. 

Detailed  information  concerning  the  form  and 
procedure  of  application  may  be  obtained  from  the 
nearest  Naval  Officer  Procurement  office  or  from  the 
Bureau  of  Medicine  and  Surgery,  Navy  Depart- 
ment, Washington  25,  D.C. 


Commonwealth 

GRANTS  during  the  fiscal  year  ending  September 
30,  1948,  totaling  $1,992,208  were  made  by  the 
Commonwealth  Fund  for  all  purposes,  according  to 
its  thirtieth  annual  report  released  February  14. 
These  included  $667,705  for  medical  education  and 
mental  health,  and  $555,761  for  medical  research. 

Four  New  York  City  medical  schools  and  several 
hospitals  were  among  the  beneficiaries  of  the  fund 
whose  principal  objective  is  to  bring  about  better 
and  more  comprehensive  health  care. 

Stress  was  laid  in  the  1948  report  on  the  need  of 
supplying  integration  in  medical  education,  and  to 
this  end  the  fund  has  shared  in  various  experiments 
looking  to  the  broadening  of  medicine.  Particularly 
was  this  true  with  respect  to  the  component  of  com- 
prehensive medicine  derived  from  “dynamic  psy- 
chiatry,” the  report  declared. 

The  fund,  accordingly,  has  joined  forces  with 
medical  schools  which  are  trying  to  bring  psychia- 
trists into  teaching  partnership  with  departments  of 
medicine  and  pediatrics.  At  Cornell  Medical  Col- 
lege and  the  New  York  Hospital  support  was  given 
to  a “pilot  clinic  for  a broader  medical  service.” 


Bampton  Lectures 

DR.  PAUL  R.  HAWLEY,  chief  executive  officer  of 
Associated  Medical  Care  Plans  and  former  chief 
medical  director  of  the  Veterans  Administration,  will 
give  the  second  series  of  Bampton  Lectures  in 
America  at  Columbia  University,  beginning  May  9. 
The  series  of  seven  lectures  is  entitled  “New  Medical 
Discoveries  and  Their  Effect  Upon  the  Public 
Health.” 

The  Bampton  Lectures  were  inaugurated  last 
year  by  Arnold  Toynbee,  British  historian  and 
author  of  “A  Study  of  History.”  His  four  lectures 
were  on  the  subject,  “The  Prospect  of  Western 
Civilization.” 

Dr.  Hawley  will  survey  the  fields  of  surgery, 
medicine,  and  public  health.  The  first  three  lectures, 
May  9,  10,  and  11,  will  deal  with  “Our  Fabulous 
Blood.”  These  will  be  concerned  with  ancient 


ind  Lists  Grants 

% 

In  the  Institute  of  Child  Development  of  the  New 
York  Hospital  a fellowship  was  provided  for  a 
pediatrician  to  receive  training  in  psychiatric  work 
with  children.  At  the  Columbia-Presbyterian 
Medical  Center  the  School  of  Public  Health  was 
helped  to  establish  a new  course  in  health  education. 
At  the  Institute  of  Rehabilitation  and  Physical 
Medicine  of  the  New  York  University  College  of 
Medicine  the  fund  gave  support  to  a psychiatric  team 
“to  study  and  treat  problems  of  motivation  and 
emotional  freedom  that  arise  when  disabled  patients 
are  trying  to  return  to  an  independent  life.” 

At  the  Long  Island  College  of  Medicine  the  last  of 
a series  of  grants  for  the  development  of  the  depart- 
ment of  psychiatry  coincided  with  the  first  of  a 
series  for  the  reorganization  of  the  department  of 
physiology. 

Two  New  York  hospitals  directly  aided  were  the 
Memorial  Hospital,  with  grants  for  education  and  a 
large-scale  investigation  of  steroid  compounds  be- 
lieved to  be  significant  in  connection  with  cancer, 
and  Mount  Sinai  Hospital,  where  a study  of  a new 
antibacterial  agent  is  in  progress. 


to  Begin  May  9 

superstitions  associated  with  the  blood,  the  dis- 
covery of  blood  typing,  the  development  of  blood 
transfusions  and  blood  substitutes,  and  the  Rh  factor 
with  its  physical  and  social  effects. 

On  May  12,  Dr.  Hawley  will  discuss  the  latest 
surgical  technics  used  in  heart  surgery  and  “blue 
baby”  operations.  Lung  surgery  in  cancer  and 
tuberculosis  will  be  explained  with  the  aid  of  motion 
pictures  of  actual  surgery. 

The  last  three  lectures  on  May  16,  17,  and  18  will 
explore  the  prevention  and  treatment  of  mental 
disease  and  the  socio-economic  aspects  of  medical 
care.  Dr.  Hawley  will  trace  the  economic  history  of 
medical  care  and  the  gradual  development  of  public 
responsibility  in  the  fields  of  health  and  medical 
care. 

[Continued  on  page  674] 
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MEDICALLY  SPEAKING— 


Dr.  Mary  Crawford  Retires — The  first  woman 
ambulance  surgeon  in  Brooklyn,  Dr.  Mary  Craw- 
ford, who  also  served  two  years  with  the  American 
Ambulance  Service  in  France  during  World  War  I, 
will  retire  in  May  as  chief  of  the  health  department 
of  the  Federal  Reserve  Bank  of  New  York  City. 
Dr.  Crawford  created  the  department  in  1918,  and, 
now,  as  the  head  of  a department  of  twenty  persons, 
cares  for  the  health  of  2,800  bank  employes.  A 
graduate  of  Cornell  University  Medical  College  in 
1907,  Dr.  Crawford  became  an  ambulance  surgeon  of 
the  Williamsburg  Hospital  in  Brooklyn,  getting  the 
place  by  passing  an  examination  with  higher  marks 
than  her  men  competitors.  In  time,  she  became  the 
hospital’s  chief  surgeon.  She  also  served  for  many 
years  as  a member  of  the  medical  staff  of  the  Booth 
Memorial  Hospital. 

American  Academy  of  Pediatrics — Publication  of 
the  national  report  on  the  findings  of  the  recently 
completed  two  and  one-half  year  study  of  child 
health  services  will  be  marked  by  a dinner  on  April  2 
in  New  York  City,  according  to  an  announcement 
by  Dr.  Warren  R.  Sisson,  president  of  the  American 
Academy  of  Pediatrics.  A nationally  known  layman 
as  well  as  an  outstanding  authority  in  medicine  and 
public  health  are  being  invited  to  be  guest  speakers. 
The  two-volume  report  which  is  now  in  press  is 
being  published  by  the  Commonwealth  Fund  of  New 
York. 

Examination  for  Public  Health  Officers — A com- 
petitive examination  for  appointment  of  medical 
officers  in  the  regular  corps  of  the  U.S.  Public  Health 
Service  will  be  held  on  May  3,  4,  and  5,  1949.  Ap- 
pointments will  be  made  in  the  grades  of  assistant 
surgeon  (first  lieutenant)  and  senior  assistant  sur- 
geon (captain).  Appointments  are  permanent  in 
nature  and  provide  opportunities  to  qualified 
physicians  for  a lifetime  career  in  clinical  medicine, 
research,  and  public  health.  Application  forms  and 
additional  information  may  be  obtained  by  writing 
to  the  Surgeon  General,  U.S.  Public  Health  Service, 
Washington  25,  D.C. 

Organize  Red  Cross  National  Blood  Program — 

Dr.  Louis  K.  Diamond  of  Boston,  Massachusetts, 
has  been  named  medical  director  of  the  American 
Red  Cross  national  blood  program.  At  a recent  con- 
ference held  in  Boston,  Dr.  Edwin  J.  Cohn,  head  of 
the  department  of  physical  chemistry,  Harvard 
University,  declared:  “Based  on  this  conference,  it 
may  be  stated  that  present  methods  of  blood  banking 
do  not  represent  the  optimal  conditions  that  can  pre- 
sumably be  achieved  in  the  interest  of  preserving  all 
the  formed  elements  of  blood.  It  is  important  that 
new  methods  of  collection  and  preservation  of  blood 
be  instituted  if  adequate  quantities  are  to  be  ob- 
tained for  military  as  well  as  civilian  needs.’’  Dr. 
Diamond  was  appointed  full-time  medical  director  of 
the  program  to  direct  its  medical  phases  along  the 
soundest  and  most  advanced  lines. 

American  Board  of  Obstetrics  and  Gynecology — 

The  general  oral  and  pathology  examinations  (Part 
II)  for  all  candidates  will  be  conducted  at  Chicago, 
Illinois,  by  the  entire  Board  from  Sunday,  May  8, 
through  Saturday,  May  14,  1949.  The  Hotel  Shore- 
land  in  Chicago  will  be  headquarters  for  the  Board. 
Formal  notice  of  the  exact  time  of  each  candidate’s 
examination  will  be  sent  him  several  weeks  in  ad- 
vance of  the  examination  dates.  Candidates  for  re- 
examination in  Part  II  must  make  written  applica- 


tion to  the  secretary’s  office  not  later  than  April  1, 
1949.  Candidates  in  military  or  naval  service  are 
requested  to  keep  the  secretary’s  office  informed  of 
any  change  of  address.  Applications  are  now  being 
received  for  the  1950  examinations.  Application 
forms  and  bulletins  are  sent  upon  request  made  to: 
American  Board  of  Obstetrics  and  Gynecology,  1015 
Highland  Building,  Pittsburgh  6,  Pennsylvania. 

French  Doctors  Open  Welcome  Center  in  Paris — 

Doctors  from  around  the  world,  arriving  in  France, 
will  find  a welcome  awaiting  them  at  the  new  center 
recently  opened  in  Paris  at  60  Boulevard  de  Latour- 
Maubourg  by  the  French  Medical  Association.  The 
new  welcoming  center  plans  to  give  visiting  physi- 
cians information  on  all  subjects  of  interest  to  them, 
arrange  hospital  visits  and  consultations,  and  direct 
attention  to  various  scientific  congresses  and  lec- 
tures. As  an  added  service  to  the  medical  profession, 
the  French  Medical  Association,  in  conjunction  with 
the  Commissariat  General  au  Tourisme,  official 
government  tourist  organization,  will  advise  on 
travel  in  France  and  give  information  on  hotels, 
restaurants,  amusements,  and  cultural  activities. 
The  welcome  center  will  be  open  daily  from  9 : 00  to 
12 : 00  and  from  1 : 30  to  6 : 30. 

To  Demonstrate  Color  Television  for  Medical 
Teaching — Television  in  natural  color  for  the  teach- 
ing of  surgery  and  medicine  to  medical  students  will 
have  a pioneering  demonstration  at  the  annual 
meeting  of  the  American  Medical  Association  at  At- 
lantic City  in  June,  under  arrangements  concluded 
by  Smith,  Kline  & French  Laboratories,  Philadel- 
phia, and  the  University  of  Pennsylvania.  This 
revolutionary  method  of  teaching  will  enable  large 
groups  of  medical  students  to  study  close  up,  in  full 
color  detail,  surgical  technics  and  medical  procedures 
which  now  can  be  so  viewed  by  only  a few  at  a time. 

Baruch  Gets  Honorary  Membership  in  British 
Association — In  recognition  of  the  international  in- 
fluence of  his  activities  in  advancing  the  cause  of 
physical  medicine,  honorary  membership  in  the 
British  Association  of  Physical  Medicine  has  been 
granted  to  Mr.  Bernard  M.  Baruch,  elder  statesman 
and  founder  of  the  Baruch  Committee  on  Physical 
Medicine.  Long  concerned  with  the  problems  of  the 
physically  handicapped,  Mr.  Baruch  in  1944  es- 
tablished the  Baruch  Committee  on  Physical  Medi- 
cine with  a grant  of  $1,100,000  for  treatment,  train- 
ing and  research  in  the  field  in  which  his  father,  Dr. 
Simon  Baruch,  was  one  of  the  nation’s  pioneers. 
Established  to  meet  the  major  objectives  of  increas- 
ing the  number  of  physicians  trained  to  teach  and 
use  physical  medicine,  providing  for  more  extensive 
basic  and  clinical  research,  and  insuring  the  proper 
use  of  physical  medicine  in  relationship  to  wartime 
rehabilitation  and  peacetime  preparedness,  the 
Baruch  Committee  announced  last  year  that  its 
major  objectives  had  been  met  within  five  years. 

Doctor  Wanted  for  Arkansas  County — The 

Methodist  Church  is  looking  for  a physician  to 
settle  and  serve  in  Newton  County,  rural  north- 
western Arkansas,  where  10,000  are  without  a doctor 
or  nurse,  and  the  nearest  hospital  is  twenty-five 
miles  from  Jasper,  the  county  seat.  If  a doctor  can 
be  found  for  the  community,  the  Methodist  Church 
will  organize  community  support  for  the  erection  of  a 
clinic,  with  a laboratory  and  a few  beds,  and  will 
subsidize  the  establishment  until  the  practice  is 
built  up.  The  doctor  will  reside  in  Jasper,  will  be 
[Continued  on  page  676] 


For  the  simplest,  most  controlled  method 
of  local  Penicillin  Powder  Therapy 


Unlike  some  inhalators.  The  Armour  Inhalacor 
has  the  virtue  of  simplicity  of  construction. 
The  penicillin  is  delivered  by  power  of  bulb 
compression  rather  than  by  inhalation  alone. 
Bulb  control  means  more  accurate  control  of 
delivery.  When  the  power  of  inhalation  alone 
is  relied  upon,  the  amount  of  medication  de- 
posited may  be  negligible.  Often,  very  little 
will  be  carried  into  a congested  or  partially 
congested  nostril.  The  single  tip  of  The  Armour 
Inhalator  is  a further  assurance  of  control,  for 
each  nostril  and  the  throat  are  sprayed  individ- 
ually in  turn  with  the  desired  amount  deposited 
in  each  location. 

Armour’s  unique  thread-perforated  capsules 
add  to  the  practicality  of  operation  and  enhance 
the  element  of  control.  The  holes  left  after 
removal  of  the  thread  permit  just  the  proper 
delivery  of  powder.  The  capsule  is  not  opened 
and  the  inhalator  may  consequently  be  used  in 
any  position,  nozzle  up  or  down,  without  spill- 
ing the  powder. 

Equally  important.  The  Armour  Inhalator  is 
easy  to  clean  and  keep  clean.  Each  inhalator  is 
supplied  with  a special  "cleaner''  swab. 


Effective  even  when 
the  nasal  passages 
are  congested  ! 


1.  Simply  remove  thread  from  capsule. 

2.  Insert  capsule  into  inhalator. 

3.  Inhalate  desired  amount  of  penicillin  powder 
into  each  nostril  and/or  throat,  inhaling  at 
same  time.  Each  capsule  contains  100,000 
units.  This  amount  is  recommended  for  each 
complete  treatment  divided  between  various 
points  of  application. 

4.  After  using,  remove  and  discard  empty  capsule. 
Then  clean  inhalator  by  running  "cleaner” 
through  it.  Leave  "cleaner”  in  inhalator  to 
prevent  entry  of  foreign  particles. 

Supplied  in  sets  containing  inhalator  with  3 or  6 

threaded  penicillin  capsules.  Also  packages  of 

6 or  12  threaded  penicillin  capsules  alone. 
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related  to  public  health  and  school  health,  and  the 
State  will  probably  supply  a nurse.  For  further  in- 
formation, write  to  Dr.  M.  O.  Williams,  Board  of 
Missions  and  Church  Extension,  150  Fifth  Avenue, 
New  York  11,  New  York. 

New  Commission  for  AMCP— An  expanded  and 
newly  elected  Blue  Shield  Commission,  governing 
body  of  Associated  Medical  Care  Plans,  held  its  first 
full-scale  meeting  in  Chicago  on  January  15  and  16. 
Commissioners  elected  include  Dr.  Frederic  E. 
Elliott,  New  York  City;  Dr.  Carlton  E.  Wertz, 
Buffalo,  and  Dr.  John  F.  McCormack,  New  York 
City.  Appointed  by  the  Council  on  Medical 
Service  of  the  AMA  was  Dr.  Charles  Gordon  Heyd, 
New  York  City. 

1948  Borden  Awards — The  Borden  Awards  for 
1948,  administered  by  the  American  Chemical  So- 
ciety, the  American  Dairy  Science  Association,  the 
American  Home  Economics  Association,  the  Associa- 


tion of  American  Medical  Colleges,  the  American 
Institute  of  Nutrition,  the  American  Academy  of 
Pediatrics,  the  Poultry  Science  Association,  and  the 
American  Veterinary  Medical  Association,  include 
the  following:  Dr.  Dorothy  H.  Andersen,  assistant 
professor  in  pathology,  Columbia  University,  1948 
Borden  Award,  American  Academy  of  Pediatrics, 
for  outstanding  metabolic  studies  in  infants  and 
children  and  for  extensive  study  of  celiac  disease,  its 
related  syndromes  such  as  pancreatic  fibrosis,  and 
their  treatment;  Dr.  Barbour  L.  Herrington,  profes- 
sor of  dairy  chemistry,  Cornell  University,  1948 
Borden  Award,  American  Chemical  Society,  for 
fundamental  research  contributions  to  dairy  chem- 
istry, and  Dr.  George  N.  Papanicolaou,  professor  of 
clinical  anatomy,  Cornell  University  Medical  Col- 
lege, 1948  Borden  Award,  Association  of  American 
Medical  Colleges,  for  outstanding  contributions  in 
the  application  of  vaginal  smears  and  other  similar 
cytologic  methods  to  the  problem  of  early  diagnosis 
and  detection  of  cancer. 


MEETINGS 

FUTURE 


Geneva  Academy  of  Medicine 

Dr.  R.  Townley  Paton,  clinical  professor  of 
ophthalmology,  New  York  University  College  of 
Medicine,  will  speak  on  “Indications,  Contraindica- 
tions, and  Technic  of  Penetrating  and  Nonpenetrat- 
ing Corneal  Grafts”  at  the  meeting  of  the  Geneva 
Academy  of  Medicine  Thursday,  March  17,  at  8:30 
p.m.  at  the  Belhurst  Restaurant,  Geneva.  The  pro- 
gram is  postgraduate  instruction  arranged  by  the 
State  Society’s  Council  Committee  on  Public  Health 
and  Educat  ion  with  the  cooperation  of  the  State  De- 
partment of  Health. 

Utica  Academy  of  Medicine 

Dr.  Joe  W.  Howland,  chief  of  the  division  of 
medical  services,  Atomic  Energy  Project,  University 


of  Rochester  School  of  Medicine  and  Dentistry,  will 
speak  on  “Medical  Aspects  of  the  Atomic  Bomb”  at 
a meeting  of  the  Utica  Academy  of  Medicine  to  be 
held  Thursday,  March  17,  at  8:00  p.m.  at  the  Hotel 
Utica,  Utica.  The  program  is  postgraduate  instruc- 
tion arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  State  Society  with  the 
cooperation  of  the  State  Department  of  Health. 


University  of  Buffalo  School  of  Medicine  Alumni 
Association 

The  Alumni  Association  of  the  University  of 
Buffalo  School  of  Medicine  will  hold  its  twelfth 
annual  Spring  Clinical  Day  on  Saturday,  April  9, 
1949,  at  the  Hotel  Statler,  Buffalo. 


PERSONALITIES 


Honored 

Dr.  Malcolm  A.  Bouton,  Schenectady  health  com- 
missioner, at  a dinner  given  January  20  by  em- 
ployes of  the  health  department.  Dr.  A.  A.  Samorini 
was  toastmaster. 

Appointed 

Dr.  Mary  M.  Crawford,  medical  director  of  the 
Federal  Reserve  Bank  of  New  York  City,  as  a 
national  vice-chairman  for  Cornell  University’s 
$12,500,000  Greater  Cornell  Fund  campaign  . . . 
Dr.  James  J.  Quinlivan,  Johnstown,  as  assistant 
director  of  local  health  administration  in  the  State 
Health  Department’s  Division  of  Local  Health 
Services  . . . Dr.  Philip  J.  Rafle,  district  State  health 
officer,  as  health  commissioner  of  Suffolk  County, 
replacing  Dr.  Arthur  T.  Davis,  who  died  December 
17,  1948  . . . Dr.  George  Rosen,  New  York  City,  as 
director  of  the  Bureau  of  Health  Education  of  the 
New  York  City  Department  of  Health. 

Elected 

Dr.  Condict  W.  Cutler,  Jr.,  director  of  surgery  at 
the  Goldwater  Memorial  Hospital,  Welfare  Island,  as 
a member  of  the  Trustees  of  Columbia  University . . . 
Dr.  Dan  Vickers,  Little  Falls,  as  president  of  the 
Utica  Academy  of  Medicine. 


Speakers 

Dr.  Joseph  G.  Garen,  regional  State  health  officer, 
on  “Trends  in  Venereal  Disease  Control”  at  a Social 
Hygiene  Institute  in  Rochester,  January  27  . . . 
Dr.  Thomas  A.  McGoldrick,  New  York  City,  on 
“Do  You  Want  Socialized  Medicine?”  at  a meeting 
of  the  Republican  Committee  of  One  Hundred, 
February  8 in  New  York  City  . . . Dr.  Harry  S. 
Mustard,  New  York  City  Health  Commissioner,  on 
“A  Blood  Bank  to  Help  Everyone”  at  a Brotherhood 
Week  meeting  February  23  in  the  Bronx  . . . Dr. 
George  T.  Pack,  New  York  City,  on  “The  Endo- 
crinology of  Neoplastic  Diseases”  at  a meeting  of  the 
Kings  County  Surgical  Society  February  16  at  Bay- 
ridge  Hospital . . . Dr.  Everet  H.  Wood,  Auburn,  on 
“Compulsory  Sickness  Insurance”  at  a meeting  of 
the  Auburn  Kiwanis  Club  January  20. 

New  Offices 

Dr.  Martha  S.  Diorio,  practice  of  obstetrics  and 
gynecology  in  Schenectady  . . . Dr.  Stanley  A.  Korn- 
blum,  Army  veteran,  general  practice  in  Monticello 
. . . Dr.  Edward  G.  Murphy,  Army  veteran,  practice 
of  obstetrics  and  pediatrics  in  Little  Neck,  in  associa- 
tion with  Dr.  Robert  C.  Nevins. 

[Continued  on  page  678] 
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In  a carefully  chosen,  well  balanced  dietary  providing  all  essen- 
tial nutrients  in  proper  amounts,  there  is  adequate  provision 
for  foods  which  do  more  than  merely  satisfy  nutrient  needs  — 
foods  which  are  especially  tempting  to  the  palate.  Candy  is 
that  kind  of  food. 


Supplying  valuable  caloric  food  energy,  it  also  imparts  to  a 
meal  a finishing  touch  of  which  few  other  foods  are  capable. 
Candy,  with  its  almost  irresistible  attraction,  need  not  be 
denied  children  or  adults  providing  the  dietary  is  adequate 
in  all  other  respects.  In  fact,  candy  at  the  conclusion  of  a 
meal  imparts  a feeling  of  satiety  and  a sense  of  having  eaten 
well,  both  of  which  enhance  the  functioning  of  the  digestive 
processes. 

Many  candies  are  made  of  valuable  foods  in  addition  to 
sugar— butter,  milk,  cream,  eggs,  nuts  and  peanuts— and  to 
the  extent  these  foods  are  present,  candies  contribute  bio- 
ogically  adequate  protein,  vitamins,  and  minerals. 
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COUNTY  NEWS 


Bronx  County 

On  February  16  a meeting  of  the  Bronx  County 
Medical  Society  was  held  at  the  Concourse  Plaza 
Hotel.  Dr.  Thomas  P.  Magill  spoke  on  “Our 
Present  Knowledge  of  Virus  Diseases.” 

Clinton  County 

Dr.  William  F.  Lipp,  instructor  in  medicine, 
University  of  Buffalo  School  of  Medicine,  will  speak 
on  the  subject,  “Diseases  of  the  Biliary  Tract  As- 
sociated with  Jaundice,”  at  the  meeting  of  the  Clin- 
ton County  Medical  Society  on  April  21  at  8:00 
p.m.  at  the  Champlain  Valley  Hospital  Nurses’ 
Home,  Plattsburg.  The  program  was  arranged  by 
the  Council  Committee  on  Public  Health  and  Educa- 
tion of  the  Medical  Society  of  the  State  of  New  York 
in  cooperation  with  the  New  York  State  Department 
of  Health. 

Fulron  County 

Members  of  the  Fulton  County  Medical  Society 
heard  Dr.  Raymond  J.  Pieri  and  Dr.  E.  J.  Schwartz, 
both  of  the  Syracuse  University  College  of  Medicine, 
discuss  various  aspects  of  operative  deliveries  and 
extraperitoneal  cesarean  sections  and  the  implica- 
tions of  the  Rh  factor  in  obstetrics  at  the  January 
meeting  of  the  county  group. 

Jefferson  County 

“Blood  and  Blood  Substitutes”  was  the  topic  dis- 
cussed by  Dr.  Samuel  Standard,  associate  professor 
of  clinical  surgery  at  New  York  University  College 
of  Medicine,  at  a meeting  of  the  Jefferson  County 
Medical  Society  on  March  10.  The  instruction  was 
provided  by  the  State  Medical  Society  in  coopera- 
tion with  the  State  Department  of  Health. 

Kings  County 

David  A.  Karnofsky,  M.D.,  Sloan  Kettering  In- 
stitute, and  Emanuel  B.  Schoenbach,  M.D.,  Johns 
Hopkins  University  School  of  Medicine,  were  the 
speakers  at  a meeting  of  the  Kings  County  Medical 
Society  and  the  Brooklyn  Academy  of  Medicine  on 
February  15.  Their  topics  were  as  follows:  Dr. 

Karnofsky — “New  Advances  in  the  Chemotherapy 
of  Malignant  and  Allied  Diseases”;  Dr.  Schoenbach 
— “Recent  Advances  in  the  Chemotherapy  of  Bac- 
terial and  Rickettsial  Infection  with  Special  Refer- 
ence to  Polymyxin,  Chloromycetin,  and  Aureomy- 
cin.” 

Nassau  County 

A lecture  entitled  “Diagnosis  and  Therapy  of 
Neurological  Conditions  Found  in  General  Practice” 
was  presented  on  March  10  by  Dr.  Peter  Denker 
at  a seminar  being  given  by  the  Nassau  Neuropsy- 
chiatric Society.  The  next  two  lectures  will  be 
“Psychopathology  as  Found  in  Medicine  and  Sur- 
gery,” Dr.  James  L.  McCartney — March  17; 
“Psychopathology  in  Pediatrics,”  Dr.  Charles  E. 
Goshen,  and  “Mental  Hygiene  in  the  School  Child,” 
Dr.  John  E.  McGowan — March  24.  “Psychomatic 
Problems  in  General  Practice”  is  the  theme  of  the 
seminar,  and  meetings  are  held  every  Thursday  at 
4:00  p.m.  in  the  auditorium  at  Nassau  Hospital, 
Mineola. 


Dr.  Lloyd  F.  Craver  addressed  the  Nassau  County 
Medical  Society  on  the  topic,  “What  Can  the  Gen- 
eral Practitioner  Do  About  Lowering  Cancer  Mor- 


tality?” at  the  meeting  of  the  county  society  on 
February  17.  This  instruction  was  arranged  by  the 
Medical  Society  of  the  State  of  New  York  with  the 
cooperation  of  the  New  York  State  Department  of 
Health. 

Oneida  County 

Election  of  officers  took  place  at  the  January  11 
meeting  of  the  Oneida  County  Medical  Society  with 
Dr.  William  C.  Schintzius,  Boonville,  being  named 
president;  Dr.  John  F.  Kelley,  vice-president;  Dr. 
David  H.  MacFarland,  secretary,  and  Dr.  Gerald 
C.  Walker,  treasurer.  Dr.  James  I.  Farrell,  retiring 
president,  discussed  “Corneal  Transplants.” 

At  the  meeting  of  the  Utica  Academy  of  Medi- 
cine on  January  20  members  heard  the  following 
speakers:  Dr.  John  H.  Garlock,  clinical  professor 
in  surgery,  Columbia  University,  on  “Surgical 
Treatment  of  Carcinoma  of  the  Esophagus  and  of 
the  Cardiac  End  of  the  Stomach”  and  Dr.  Newton 
Bigelow,  Marcy  Hospital  superintendent,  on  “Neu- 
ropsychiatric  Diagnosis.” 

A joint  meeting  of  the  Utica  Academy  of  Medi- 
cine and  the  Oneida  County  Medical  Society  was 
held  on  February  17  under  the  auspices  of  the  State 
Medical  Society  and  the  State  Department  of 
Health  with  Dr.  Bradley  Coley,  assistant  professor 
of  clinical  surgery,  Cornell  University  Medical 
College,  speaking  on  “Bone  Tumors.” 

Onondaga  County 

On  February  15  the  Syracuse  Academy  of  Medi- 
cine held  its  meeting  with  Dr.  Howard  F.  Root, 
New  England  Deaconess  Hospital,  as  the  principal 
speaker.  Dr.  Root  spoke  on  “The  Treatment  of 
Diabetic  Emergencies  and  Coma.” 

Orange  County 

At  the  annual  meeting  of  the  Orange  County 
Medical  Society  held  in  December,  Dr.  Arnold 
Messing  of  Newburgh  was  elected  president.  Dr. 
N.  T.  Keys  of  Goshen  was  chosen  vice-president, 
Dr.  C.  C.  Waterbury,  Newburgh,  secretary- 
treasurer.  Dr.  Theodore  R.  Proper,  of  Newburgh, 
retiring  president,  reported  on  the  progress  of  the 
Orange  County  Cardiac  Association. 

Otsego  County 

Dr.  John  W.  Latcher,  Oneonta,  was  elected  presi- 
dent of  the  Otsego  County  Medical  Society  at  the 
December  15  meeting  of  the  group.  Dr.  Edward 
Olmstead,  Edmeston,  vice-president,  and  Dr.  John 
M.  Constantine,  Oneonta,  secretary-treasurer,  were 
among  other  officers  named.  Dr.  William  Howard 
and  Dr.  John  Heslin,  professors  of  radiology  and 
urology,  respectively,  at  Albany  Medical  College, 
spoke  on  the  organization  of  the  Association  of 
American  Physicians  and  Surgeons. 

Oswego  County 

Meetings  of  the  Oswego  County  Medical  Society 
held  on  January  25  and  February  22  included  lec- 
tures by  Dr.  George  P.  Hackel,  assistant  professor 
of  obstetrics  and  gynecology,  University  of  Ro- 
chester, School  of  Medicine  and  Dentistry,  who 
spoke  on  “The  Practical  Applications  of  Endo- 
crines  in  Gynecology”  and  Dr.  Walter  F.  Rogers, 
Jr.,  instructor  in  medicine,  Syracuse  University 
College  of  Medicine,  whose  topic  was  “Thyroid 
Physiology  and  the  Treatment  of  Thyrotoxicosis.” 
[Continued  on  page  680] 
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Tablets  Buffered 
CRYSTALLINE 
PENICILLIN  G 
POTASSIUM 


250,000  units 

9a  the  Oiiaf  tP/iepk^foxb 

o|  Gofiet/iWa 


By  means  of  a single  orally  administered  dose 
of  penicillin  taken  as  soon  as  possible  after 
exposure,  and  preferably  within  2 hours,  the 
development  of  gonorrhea  can  usually  be  pre- 
vented. In  a recently  reported  preliminary 
study,  * the  incidence  of  infection  was  dropped 
from  43  cases  in  3,616  liberties  among  un- 
treated controls  to  2 cases  in  1,239  liberties; 
there  is  reason  to  believe  the  two  infections 
may  have  been  due  to  failure  to  take  the 
medication  after  exposure. 

The  subjects  received  a single  buffered  tab- 


let of  penicillin  containing  250,000  units.  No 
contraindications  to  this  practice  were  de- 
tected. Ideally,  the  penicillin  should  be  taken 
within  two  hours  after  exposure,  but  some 
protection  is  afforded  even  after  an  interval 
of  six  to  eight  hours. 

Tablets  Buffered  Crystalline  Penicillin  G 
Potassium-C.S.C.,  individually  wrapped  in 
foil,  are  supplied  in  two  potencies:  250,000 
units  each  and  500,000  units  each,  in  boxes 
of  ten.  Either  may  be  employed,  depending 
upon  the  clinical  situation. 


*Eagle,  H.;  Gude,  A.  V.;  Beckman,  G.  E.;  Mast,  G.;  Sapero,  J.  J.,  and-Shindledecker,  J.  B.:  Prevention 
of  Gonorrhea  with  Penicillin  Tablets.  Preliminary  Report,  Pub.  Health  Rep.  63:1411  (Oct.  29)  194& 
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This  postgraduate  instruction  was  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York 
with  the  cooperation  of  the  New  York  State  Depart- 
ment of  Health. 

Queens  County 

A series  of  Friday  afternoon  meetings,  arranged 
by  the  Queens  County  Medical  Society’s  Committee 
on  Graduate  Education,  have  been  held  with  the 
following  speakers  and  topics:  January  7 — Dr. 

William  Filler,  New  York  University  College  of 
Medicine,  “Functional  Uterine  Bleeding  and 
Functional  Dysmenorrhea”;  January  14— -Sym- 
posium on  Applied  Functional  Gastroenterology; 
January  21 — Dr.  Sylvan  D.  Mannheim,  Mt.  Sinai 
Hospital,  “Proctology  in  General  Practice”;  Feb- 
ruary 4 — Dr.  Evan  W.  Thomas,  New  York  Univer- 
sity College  of  Medicine,  “Recent  Advances  in 
Penicillin  Therapy  of  Syphilis”;  February  11 — 
Dr.  Leo  Loewe,  Jewish  Hospital  of  Brooklyn,  “Anti- 
coagulant Therapy  and  Thromboembolic  Disease”; 
February  18 — Dr.  Kurt  Lange,  New  York  Medical 
College,  “Peripheral  Vascular  Diseases.” 

The  January  25  meeting  of  the  Queens  County 
Medical  Society  included  a talk  on  “The  Nature  of 
Heart  Failure”  by  Dr.  William  Dock,  Long 
Island  College  of  Medicine.  A program  of  post- 
graduate instruction  has  been  arranged  for  the  meet- 
ing of  the  Society  to  be  held  on  March  11  at  4:00 
p.m.  at  the  Queens  County  Medical  Society 
Building  which  will  include  Dr.  Charles  L.  Fox  as 
guest  speaker.  Dr.  Fox,  College  of  Physicians  and 
Surgeons,  Columbia  University,  wjjl  discuss  the 
topic,  “Plasma  Therapy.” 

At  a stated  meeting  of  the  Queens  County  Medical 
Society  on  February  23,  Dr.  William  Barclay  Par- 
sons, Presbyterian  Hospital,  spoke  on  “Nontoxic 
Nodular  Goiter  and  Carcinoma  of  the  Thyroid.” 

St.  Lawrence  County 

The  Medical  Society  of  the  County  of  St.  Law- 
rence, the  boards  of  directors  of  the  hospitals  in  St. 
Lawrence  County,  and  the  County  Tuberculosis  and 
Public  Health  Association  held  a dinner  meeting 
at  the  Potsdam  club  on  January  19  to  make  plans 
for  the  forthcoming  chest  x-ray  survey  to  be  con- 
ducted in  the  county. 

Schenectady  County 

“Cancer  of  the  Breast”  was  the  lecture  presented 
by  Dr.  Cushman  David  Haagensen,  associate  pro- 
fessor of  surgery,  Columbia  University,  at  the 
February  1 meeting  of  the  Schenectady  County 
Medical  Society.  This  postgraduate  instruction 
was  arranged  by  the  State  Medical  Society  in  coop- 
eration with  the  New  York  State  Department  of 
Health. 

Suffolk  County 

Dr.  Gaylord  Graves,  clinical  professor  of  pedia- 
trics, New  York  University  College  of  Medicine, 
addressed  the  members  of  the  Suffolk  County  Medi- 
cal Society  on  January  26.  Dr.  Graves’s  topic  was 
“Problems  of  Practice  in  the  First  Year  of  Life.” 

Sullivan  County 

A program  of  postgraduate  instruction  arranged 
by  the  New  York  State  Medical  Society  in  coopera- 
tion with  the  New  York  State  Department  of  Health 
for  the  Sullivan  County  Medical  Society  will  be  pre- 
sented on  Wednesdays  at  8:00  p.m.  through  March 
and  April.  The  meetings  are  to  be  as  follows: 


March  16 — “Care  and  Feeding  of  Prematures,’ 
Dr.  Hugh  Chaplin,  New  York  University  Colleg. 
of  Medicine,  to  be  held  at  the  Lenape  Hotel,  Lib 
erty. 

March  23— “Problems  of  Practice  in  the  First 
Year  of  Life,”  Dr.  Gaylord  W.  Graves,  New  Yorl 
University  College  of  Medicine,  to  be  held  at  th« 
Monticello  Hospital,  Monticello. 

March  30 — “Common  Behavior  Disorders  oi 
Children,”  Dr.  Harry  Bakwin,  New  York  Univer- 
sity College  of  Medicine,  to  be  held  at  the  Lenape 
Hotel. 

April  6 — “Diabetes  in  Childhood,”  Dr.  Elaine  P. 
Ralli,  New  York  University  College  of  Medicine, 
to  be  held  at  Monticello  Hospital. 

April  20 — “Pneumonias  of  Childhood,”  Dr.  Rosa 
Lee  Nemir,  New  York  University  College  of  Medi- 
cine, to  be  held  at  the  Lenape  Hotel. 

April  27 — “Vaginal  Infections  in  Infants  and  Child- 
hood,” Dr.  Reuel  A.  Benson,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals,  to  be 
held  at  Monticello  Hospital. 

May  11 — “Preventive  Orthopedics:  Common 

Defects  with  Good  Prognosis  Under  Medical  Care,” 
Dr.  Charles  M.  Allaben,  to  be  held  at  the  Sullivan 
County  Golf  and  Country  Club,  Liberty.  The 
last  mentioned  will  be  the  semiannual  meeting  of 
the  Society. 

Tompkins  County 

The  Tompkins  County  Medical  Society  elected 
Dr.  C.  W.  Wallace,  of  Ithaca,  president,  at  the  annual 
meeting  December  20.  Dr.  Fred  Beck  was  elected 
vice-president,  and  Dr.  Richmond  Douglas  was 
re-elected  secretary-treasurer.  The  February  21 
meeting  of  the  society  included  a program  of  post- 
graduate instruction.  Dr.  George  P.  Heckel,  Uni- 
versity of  Rochester,  School  of  Medicine  and  Den- 
tistry, spoke  on  “The  Practical  Applications  of 
Endocrines  in  Gynecology.” 

Ulster  County 

At  the  annual  meeting  of  the  Ulster  County  Medi- 
cal Society  in  December,  the  following  officers  were 
elected:  Dr.  Kenneth  H.  LeFevre,  Kingston,  presi- 
dent; Dr.  Saul  Ritchie,  Kingston,  vice-president; 
Dr.  Herbert  Johnson,  Kingston,  treasurer,  and  Dr. 
F.  H.  Voss,  Phoenicia,  secretary. 

Westchester  County 

The  anesthesiology  section  of  the  Westchester 
County  Medical  Society  met  on  January  20  and 
heard  a report  on  anesthesia  in  bronchiectasis  pre- 
pared by  Dr.  Hamilton  S.  Davis,  resident  anesthe- 
tist, Grasslands  Hospital,  Vahhalla.  Case  presenta- 
tions by  Dr.  Thomas  P.  Piazza,  Port  Chester,  and 
Dr.  Carlos  Adams,  Mt.  Kisco,  were  also  heard. 

“Electrolyte  Disturbances  in  Medicine  and  Sur- 
gery” was  the  subject  of  an  address  by  Dr.  Charles 
L.  Fox,  assistant  professor  of  bacteriology,  College 
of  Physicians  and  Surgeons,  presented  at  a meeting 
of  the  Society  on  January  20. 


The  Mount  Vernon  Medical  Society  elected  Dr. 
Raymond  K.  Bush  as  president  at  a meeting  held  on 
December  16.  Other  officers  elected  were  Dr. 
Eugene  Moskowitz,  vice-president,  Dr.  Guido  A. 
DeBlasio,  secretary,  and  Dr.  S.  J.  Fairstein,  treas- 
urer. Dr.  Jack  Wolf,  associate  professor  of  derma- 
tology and  syphilology,  New  York  Post-Graduate 
Medical  School,  addressed  the  members  on  the 
topic,  “This  Is  Dermatology.” 


♦The  word 
•RAMSES” 
is  a registered 
trademark  of 
Julius  Schmid,  Inc. 


OPTIMUM  PROTECTION 


IN  ONE  PACKAGE... 


The  experience  of  competent  clinicians  clearly  establishes  that 
optimum  protection  is  afforded  the  patient  by  the  combined  use 
of  an  occlusive  diaphragm  and  a spermatocidal  jelly. 

By  specifying  the  -gj 

■ TUMMMI  IN  UJ.  Ml.  Off. 

PRESCRIPTION  PACKET  NO.  501 

the  physician  provides  optimum  protection  in  one  convenient 
package. 

COMPLETE  LITERATURE  ON  REQUEST 
"RAMSES”*  Prescription  Packet  No.  501  . . . Contains  a 
"RAMSES"  Flexible  Cushioned  Diaphragm  of  the  prescribed 
size,  a "RAMSES"  Diaphragm  Introducer  of  corresponding  size, 
and  a tube  of  "RAMSES"  Vaginal  Jelly. 

"RAMSES”  Vaginal  Jelly  is  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association.  The 
"RAMSES”  Diaphragm  and  Diaphragm  Introducer  are  accepted 
by  the  Council  on  Physical  Medicine  of  the  American  Medical 
Association. 

gynecological  division 

JULIUS  SCHMID,  INC. 

42 3 West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1885 


SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF  THE 

STATE  OF  NEW  YORK 


AT  ITS  meeting  on  January  13,  1949,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
the  armed  forces  for  one  member  for  1949,  1948,  and 
46  members  for  1947.  On  account  of  illness  annual 
and  war  memorial  assessments  for  17  members  were 
remitted. 

Nominations  to  Associate  Fellowship  in  the  Ameri- 
can Medical  Association  for  Dr.  T.  Frederick 
Doescher,  Albany  County,  and  Dr.  Robert  F. 
Barber,  Kings  County,  were  approved. 

Communications 

It  was  voted  that  Dr.  Harry  Aranow’s  resignation 
from  his  various  offices  be  accepted  with  regret. 
Letter  from  Dr.  Christopher  Stahler,  chairman  of 
the  Section  on  Industrial  Medicine  and  Surgery, 
that  he  had  requested  Mr.  Oscar  Ewing  to  speak  at 
the  Annual  Meeting  on  “Relation  of  Socialized  Medi- 
cine to  Industry  and  Industrial  Medicine”  and  that 
Mr.  Ewing  had  accepted  tentatively. 

After  discussion,  it  was  voted  that  in  view  of  the 
importance  of  the  subject,  it  should  be  discussed 
before  a general  meeting;  Mr.  Ewing  should  be 
invited  to  debate  the  Truman  Health  Program. 
Treasurer' s Report  was  accepted. 

Reports  of  Committees 
Constitution  and  Bylaws 

It  was  voted  that  the  Council  approve  the  proposed 
bylaws  for  the  Ontario  County  Medical  Society, 
as  formulated  by  Mr.  Clearwater. 

Convention. — Dr.  Wertz,  chairman,  stated  that 
there  will  be  a Housing  Bureau  this  year  in  Buffalo. 
Arrangements  are  being  made  to  take  care  of  all 
members  who  apply  for  rooms. 

Economics. — The  report  of  the  Committee  was 
accepted.  Mr.  Farrell  told  of  his  activities  during 
the  preceding  month,  of  the  increased  membership, 
of  claims  and  of  income  of  Society-sponsored  plans, 
and  Dr.  Wertz  spoke  about  a proposed  law  regarding 
disability  insurance. 

Ethics. — Mr.  Clearwater  discussed  the  propriety 
of  doctors  deducting  from  income  taxes  monies  spent 
for  entertainment.  Dr.  Louis  Bauer  was  requested 
by  the  Council  to  transmit  to  the  president  or  secre- 
tary of  the  Nassau  County  Medical  Society  the  in- 
advisability of  making  such  deductions. 

Malpractice  Insurance  and  Defense  Board. — Dr. 
Anderton  read  a resolution  of  the  Malpractice  In- 
surance and  Defense  Board,  which  was  referred  back 
to  the  Board  with  a request  for  more  detailed  in- 
formation and  the  suggestion  that  sufficient  infor- 
mation has  already  been  obtained  to  show  that  the 
Alameda  County  (California)  Medical  Association 
plan  would  not  work  in  New  York  State  as  a whole. 

Nursing  Education. — Dr.  Frey,  chairman,  re- 
ported regarding  a meeting  of  the  Coordinating 
Council  on  Nursing  Problems.  The  Chair  directed 
the  Committee  on  Legislation  to  report  at  the  next 
meeting  whether,  in  their  opinion,  the  Nurse  Prac- 
tice Act  ought  to  go  into  effect  on  April  1,  1949. 

Office  Administration  and  Policies. — This  Com- 
mittee met  January  12.  There  were  no  recommen- 
dations. 


Planning  Committee  for  Medical  Policies. — Dr. 

Kenney,  chairman,  gave  a progress  report. 

Publication. — Dr.  Kosmak,  chairman,  reported 
on  the  increasing  publication  costs,  the  income  from 
advertisements,  that  the  Directory  would  probably 
be  distributed  in  March,  and  urged  that  the  chair- 
men of  committees  return  annual  reports  for  publi- 
cation as  soon  as  possible. 

There  was  discussion  about  the  decision  of  the 
Publication  Committee  not  to  accept  an  advertise- 
ment for  purchase  of  a compensation  practice  and 
It  was  voted  that  the  matter  be  referred  to  the  Com- 
mittee on  Ethics. 

Public  Health  and  Education. — A letter  from  Dr. 
Charles  D.  Post  was  read  detailing  activities  of  the 
Committee. 

President  Simpson  stated  that  the  Society  suffered 
an  irreparable  loss  in  the  death  of  Dr.  Mitchell. 

The  members  arose  and  stood  in  silent  tribute  to 
the  memory  of  their  departed  confrere. 

It  was  voted  that  Dr.  Simpson  be  requested  to  draw 
up  formal  resolutions  in  memory  of  Dr.  Mitchell 
for  publication  in  the  Journal. 

Public  Relations. — Dr.  Winslow,  chairman,  de- 
tailed the  activities  and  immediate  objectives  of  this 
Committee. 

Rural  Medical  Service. — Dr.  Winslow:  “The  chair- 
man of  our  Committee  on  Rural  Medical  Service  has 
been  through  some  very  distressing  experiences  in 
recent  months  which  have  deprived  the  Council  of 
his  presence.  Therefore,  I think  it  would  be  fitting 
for  us  to  express  that  our  sympathies  have  been  with 
him  during  his  trials  and  tell  him  how  much  we  ap- 
preciate his  taking  up  active  work  with  our  group 
again.” 

Workmen’s  Compensation. — Dr.  Kaliski  again 
emphasized  the  importance  of  doctors  promptly  re- 
porting Workmen’s  Compensation  cases  and  advised 
that  rehabilitation  of  injured  workmen  be  conducted 
in  already  existing  institutions. 

A.M.A.  Assessment. — Dr.  Simpson  stated  he  had 
appointed  a committee,  and  Dr.  Anderton  reported 
that  the  committee,  consisting  of  Dr.  Simpson,  Dr. 
Masters  on,  Dr.  Cunniffe,  Mr.  Anderson,  and  himself 
had  met  the  previous  afternoon.  It  was  voted  to 
approve  the  $25  A.M.A.  assessment  and  to  send  bills 
to  members  of  the  Medical  Society  of  the  State  of 
New  York  with  a letter  from  President  Simpson  and 
return  envelop  for  checks  payable  to  the  A.M.A. 
It  was  decided  to  receive  the  checks  at  the  State  So- 
ciety office,  to  list  and  forward  them  to  the  A.M.A. 
It  was  also  decided  to  send  lists  to  the  county  so- 
cieties, as  the  respective  assessments  of  their  mem- 
bers are  paid. 

It  was  voted  to  approve  the  above  report.  It  was 
decided  to  telegraph  this  action  to  each  county  so- 
ciety. 

New  Business 

Appointments. — The  Council  voted  approval  of 
the  President’s  appointment  of  Dr.  Greenberg  of  the 
Committee  on  Industrial  Medicine  and  Accident 
Prevention  to  represent  the  Society  at  the  American 
Medical  Association  Congress  on  Industrial  Medi- 
cine; also  the  approval  of  Dr.  Rabiner,  chairman  of 
the  Section  on  Neurology  and  Psychiatry,  as  repre- 

[Continued  on  page  684] 
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THE  MAPLES,  inc. 


An  •xcluilv*  rest  home  foi  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acras  of  beautiful  land- 
scaped lawns. 


MRS.  M K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Privet*  end 
Semi-Privet*  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physictan-tn-Charg,. 


| 


HOLBROOK  MANOR  “ 

Five  Acrat  of  Pincwoodtd  Groundt 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  3-4175 


WEST  HILL 

I West  252nd  St.  and  Fieldston  Road 

Riverdale-on-the-Hudson,  New  York  City 

■ For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
| beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
j scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
P Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 

— 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


SUPERIOR  PERSONNEL  Assistant*  and  execu- 
tives in  all  fields  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


NEW  TORK  MEDICAL  EXCHANGE 

489  FIFTH  AYE.,  N Y.C  (AGENCY)  MURRAY  HILL  2-0676 


BUY  SAVINGS  BONDS 


NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 

In  sprains  . . . strains  . . . contusions  . . . inflammations 

— combines  decongestive  and  analgesic  actions — reduces  swelling,  relieves 
pain.  A single  application  lasts  for  many  hours.  4,  8,  15  and  30  oz.  jars. 

W0TIZINE,  INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 
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[Continued  from  page  682] 

sentative  at  the  Cerebral  Palsy  National  Meeting  in 
New  York  City,  February  6 to  1(X 

Elections. — Dr.  Renato  J.  Azzari  was  elected 
Councilor  until  the  next  meeting  of  the  House  of 
Delegates. 


For  lack  of  space  it  has  been  found  necessary  to  condense 
and  summarize  the  minutes  of  the  Council,  but  beginning 
with  the  February  meeting,  a full  mimeographed  report  will 
be  sent  to  the  secretary  of  each  county  society  for  the  infor- 
mation of  members. 


HOSPITAL  NEWS 

[Continued  from  page  671] 


On  Tuesday  evening,  April  26,  at  8:30  p.m. 
Dr.  Perrin  H.  Long,  professor  of  preventive  medicine 
at  the  Johns  Hopkins  University  School  of  Medicine, 
Baltimore,  will  deliver  the  third  annual  Samuel 
Strausberg  Memorial  Lecture  sponsored  by  the 
Clinical  Society  of  the  Beth-El  Hospital.  His 
subject  will  be  “The  Clinical  Use  of  Aureomycin, 
Chloromycetin,  Polymyxin,  and  Other  New  Anti- 
biotics.” The  lecture  will  be  delivered  at  the  Kings 
County  Medical  Society  Building,  in  Brooklyn. 


Informal  approval  of  the  conversion  of  Camp  La 
Guardia  near  Chester  in  Orange  County  to  a tuber- 
culosis hospital  for  New  York  City  has  been  given 
by  the  State  Department  of  Health,  following  a 
consultation  between  Dr.  William  L.  Brumfield, 
deputy  State  health  commissioner,  and  the  town 
health  officers  of  Chester  and  Blooming  Grove. 


Dr.  Thomas  V.  Santulli  of  Colonial  Heights, 


instructor  in  surgery  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  has  been  ap- 
pointed as  director  of  surgery  of  St.  Joseph’s  Hos- 
pital, Yonkers.  Dr.  Santulfi  is  a member  of  the 
surgical  staff  of  Columbia-Presbyterian  Medical 
Center,  New  York  City,  the  Babies’  Hospital,  and 
the  First  Surgical  Division  of  Bellevue  Hospital. 


At  the  annual  meeting  of  the  Hudson  City  Hos- 
pital Association,  held  in  January,  the  members  by  a 
majority  vote  approved  the  changing  of  the  name  of 
the  hospital  to  Columbia  Memorial  Hospital.  * 

...  i W 

112 

- 

at  Beth-El  Hospital,  in  cooperation  with  the  Brook-  * 
lyn  Cancer  Committee.  Dr.  S.  Potter  Bartley, 
chairman  of  the  committee,  announced  that  the  new 
clinic  would  be  called  the  Jeri  Finesilver  Cancer 
Detection  Clinic  and  would  provide  comprehensive 
examinations  for  men  and  women  in  the  low-in- 
come  groups. 


SYNTHETIC  DRUG  RELIEVES  ASTHMA 

Aludrine,  a synthetic  drug  modified  from 
adrenalin,  generally  affords  quick  and  pleasant  re- 
lief for  asthma  sufferers,  according  to  Leslie  N.  Gay, 
M.D.,  and  James  W.  Long,  M.D.,  writing  in  the 
February  1 issue  of  the  Journal  of  the  American 
Medical  Association.  No  undesirable  reactions  to 
proper  dosage  of  aludrine  mist  occurred  in  48 
asthma  patients  treated. 

“Aludrine  solution  was  administered  by  hand 
atomizers,”  they  report.  “Patients  were  instructed 
to  take  five  inhalations  at  the  onset  of  wheezing  and 
to  repeat  this  again  in  five  minutes  if  necessary  and 
if  no  untoward  symptoms  appeared.  Each  patient 
was  able  to  determine  for  himself  the  best  number  of 
inhalations  and  courses  to  use  in  his  individual  case. 


“Every  patient  experiencing  mild  asthma  re- 
ported immediate  and  complete  relief  after  one 
course  of  three  to  six  inhalations.  Sixteen  of  19 
patients  experiencing  asthma  of  moderate  severity 
obtained  moderate  to  marked  relief  with  two  to  three 
courses  of  four  to  six  inhalations  each.  The  remain- 
ing patients  of  the  19  obtained  mild  relief. 

“Sixteen  of  21  patients  experiencing  frequently 
recurrent  paroxysms  of  severe  asthma  obtained 
moderate  to  marked  relief  employing  one  to  three 
courses  of  six  to  eight  inhalations  each.  Most  of 
these  cases  of  severe  asthma  were  those  requiring  j 
treatment  in  the  emergency  room  of  the  outpatient 
department  because  of  their  failure  to  respond  to  the 
usual  procedures  and  medications  used  at  home.” 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  IB89 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 
CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1651 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  4u(.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrist*  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  *n  request 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medical  Supt.  Director 

293  CENTRAL  PARK  WEST,  NEW  YORK  24,  N.  Y. 
SChuylu  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  journals. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone-.  Rye  550  Write  for  illustrated  booklet. 


ANNOUNCEMENT 

1949  Medical  Directory  Will  Be  Distributed  To  Members 
During  The  Month  of  March 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


HOTEL  RESERVATIONS  FOR  THE  ANNUAL  MEETING 

If  you  do  not  now  have  a confirmed  hotel  reservation  for  the  143rd  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  May  2 to  6,  1949,  in  Buffalo,  please 
fill  out  and  mail  the  reservation  form  at  the  bottom  of  this  page  to  the  Medical  Society 
Housing  Bureau.  602  Genesee  Building,  Buffalo  2,  New  York.  If  you  do  not  use  the 
reservation  form  below,  be  sure  to  identify  yourself  as  a physician  when  writing  regard- 
ing reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


APPLICATION  FOR  HOTEL  ACCOMMODATIONS 

Note:  Single  rooms  are  very  limited  in  number.  Please  arrange  to 
occupy  twin-bedded  rooms.  Be  sure  to  give  three  choices  of  hotels. 

HOUSING  BUREAU 
602  Genesee  Bldg. 

Buffalo  2,  New  York 
Please  reserve  the  following: 


Hotel First  Choice 

Hotel Second  Choice 

Hotel Third  Choice 


Hotel Third  Choice 


Room(s) 

with  Double  Bed  and  Bath  for 

. person(s) . 

Rate  $. 

to  $ 

Room(s) 

with  Twin  Beds  and  Bath  for 

.person(s). 

Rate  $. 

to  $.  . . . 

. . . .per  room. 

Room(s) 

and  bath  with  Connecting  Parlor  for . . 

. person  (s). 

Rate  $. 

to  . 

....  per  room. 

A.M. 

Arriving ,hour p.m.  Leaying 

Rooms  will  be  occupied  by: 

Name  Street  Address  City  State 


( Please  attach  list  of  additional  names  if  necessary) 


Name  of  person  making  this  application Title. 

Mailing  Address 

City State 


Hotel  Rates 

Single, 

Single, 

Double, 

Double, 

Without 

with 

Without 

with 

Twin 

Hotel 

Bath 

Bath 

Bath 

Bath 

Bedded 

Statler 

$4.00  up 
2.50  up 
2.50  up 

$6.25  up 

4.50  up 

3.50  up 

$7.00  up 
6.50  up 
5.00  up 

Buffalo 

Richford 

$2.00  up 

$2.50  up 

Graystone 

1 . 75  up 

2.00  up 

2.75  up 

3.50  up 

4.00  up 

Lafayette 

2.75 

3.50  up 

4.00  up 

3.00  up 
3.50  up 

6.00  up 
6.00  up 
5.50  up 
5.50  up 

7.00  up 

6.00  up 

5.00  up 

6.00  up 

Lenox 

Touraine 

Stuyvesant 

Worth 

2.00  up 

3.25  up 

Sheraton 

3.50  up 

6.00  up 
3.50  up 

6.50  up 

Markeen 

2 25  up 
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SPASTIC  - POLIO 

PARAPLEGIC  & PARAlfSIS  COKREC1ION 

iiiiUun  it f.  ffierry 
ifounbution  ^cljnols 


In  Far  Hills,  N.J.— a PRIVATE  schools  Founds- 
tion  teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Encino,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-month;  day  count  Include;  Intensive  training 
In  laboratory  technique;,  physiotherapy  apparatus, 
X-Ray,  mining  technique;,  and  medical  rtenography. 

A FEW  MEDICAL  ASSISTANTS  NOW  AVAILABLE 

Mandl  School  1834aWlV437  N y C 

WANTED  INTERNS 

For  1 yr.  rotating  service  for  250  bed  general  hospital. 
Approved  by  AMA,  ACS,  and  for  resident  trainining.  Hos- 
pital has  house  staff  educational  plan.  Apply:  Chairman 
of  Intern  and  Resident  Committee,  Saint  Vincent’s  Hos- 
pital, Staten  Island,  New  York  City. 

PHYSICIANS’  PRINTED  SUPPLIES 

Medico*  sanitary  dispensing  envelopes  (*Reg.  U S Pat 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermil) 
Cockle  tone  bond  paper.  A complete  service  for  physicians 
Established  1938.  Prices  and  samples  sent  on  request.  Write 
The  Medico  Press,  Millerstown,  Pa. 

FOR  SALE 

Medical  Equipment.  Examining  table,  small  and  large 
cabinet,  swivel  chair  lamp,  Hamilton  make.  All  like  new. 
Call  Virginia,  8-3529. 

FOR  SALE 

ENT  practice  at  L.  1.  town.  Only  price  for  equipment 
wanted,  Write  to  N.  Y.  State  Journal.  Box  288,  N.  Y. 
St.  Jr.  Med. 

FOR  SALE 

Maico  Audiometer,  model  D5,  in  good  condition.  $75. 
Also  rotary  inverter.  Call  Lexington  2-3427  or  write 
Room  1010,  475  Fifth  Avenue,  New  York,  N.  Y. 

CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1.20 
6 Consecutive  times  ...  1.00 
12  Consecutive  times  ...  .90 

24  Consecutive  times  ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  SALE 


12  room  house.  1st  floor  8 rooms  suitable  two  offices. 
2nd  floor  4 room  apartment.  Immediate  occupancy.  Ex- 
cellent condition.  $18000.  Cash  above  mortgage.  211 
South  Division  Street  Peekskill  New  York.  Call  Peekskill 
3487.  Mrs.  Custer. 


AVAILABLE 


Investment  opportunities  are  available  in  small  second  mort- 
gages; personal  supervision  and  management.  Dansker 
Realty  and  Securities  Corp.,  106  Montague  St.  Bklyn,  Main 
4-4397,  Att:  Jerome  Dansker. 


FOR  SALE 


"House  and  extensive  offices-excellent  condition.  Con- 
venient to  all  transportation.  Now  occupied  by  successful 
urologist.  Extra  opportunity  for  urologist.”  Telephone- 
Sterling  3-3131  Augustus  Harris 


FOR  SALE 


General  Practice,  completely  furnished  home  and  office, 
western  N.  Y.  Rural  and  industrial,  hospitals;  practically 
unopposed.  Box  285,  N.  Y.  St.  Jr.  Med. 


WANTED 


Ophthalmologist  — Otolaryngologist,  well  trained,  desires 
association  with  physician  or  group  appointment.  Box 
286,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctor’s  office  equipment.  Excellent  established  location 
in  growing  city  in  Central  New  York.  Small  investment. 
Box  289,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Valley  Streem,  L.  I.,  63^  room  house,  for  Office  and  Home. 
100%  location  Excellent  for  G.  P.,  Vascular  or  Geriatric 
Specialist.  Box  287,  N.  Y.  St.  Jr.  Med. 


' — WWW*”  ' ~ 


ALUMINUM  HYDROXIDE  GEL 

ALUMINA  GEL 


/ia/a/al/e  Stf/amina  ^e/ 

//atwrfr/  uh'{A 

$&/s  as  an  am^Ao/rrie  co/AxW  in  tAe 
remci’a/  of  A yr/rocAA>rt'e  aci/Z 
/rom  /A*  s/omaeA. 

'-free from  a/AaA'eS  on  a/An/tne  ear /As. 

FLUID  ANTACID 

AVERAGE  DOSE — On*  or  two  teospoonfuls 
(4  to  8 cc.)  undiluted  or  with  a littl*  water, 
to  be  taken  five  or  six  times  daily,  between 
meals  and  on  retiring. 

SHAKE  WELL 

KEEP  TIGHTLY  CLOSED 


IN  THE  MEDICAL  MANAGEMENT  OF  PEPTIC  ULCER 
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hypocalcemic 


(e.g.,  after  total  thyroidectomy) 
is  swiftly  controlled  by 
Hytakerol  together  with  calcium. 


• dose 

Orally  3 to  10  cc.  (or  6 to  20 
capsules)  daily  until  tetany  is  relieved; 
weekly  maintenance  dose  of  1 to  7 cc. 
or  2 to  14  capsules  depending  upon  the  blood 
and  urine  calcium  levels.  From  10  to  15  Gm. 
calcium  lactate  or  gluconate  should 
be  given  daily  through  the  period  of  therapy. 


• supply 

Hytakerol  in  Oil,  bottles  of 
15  cc.;  Hytakerol  Capsules  (each  equivalent 
to  0.5  cc.),  bottles  of  50. 


Hytakexo 


Jldl 


® 


Brand  of 
dihydrotachysterol 


New  York  13,  N.  Y.  \ Windsor,  Ont. 


Hytakerol,  trademark  reg.  U.  S.  & Canada 


iJSi 
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THE 

CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

9 

^ CI./N/C  Medical  sections  for  the  care  ol 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

i REST , RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


AT  THE  143rd  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Hotel  Statler,  Buffalo,  N.  Y.,  May  2nd  to  6th 

Doctor,  you  are  cordially  invited  to  visit  the  Cambridge  Booth,  No.  67,  to  see  our  complete  line  of 
Cardiac  Diagnostic  Instruments  including  the  "SIMPLI-TROL"  Model  Portable  Electrocardiograph,  the 
new  Cambridge  Plethysmograph,  and  the  new  Cambridge  Electrokymograph. 

CAMBRIDGE  INSTRUMENT  COMPANY,  INC. 

Pioneer  Manufacturers  of  the  Electrocardiograph 
3733  Grand  Central  Terminal  New  York  17,  N.  Y. 


CAMBRIDGE 

ail-elecbdc 

ELECTROCARDIOGRAPH 


How  mild  can  a cigarette  he  ? 


According  to  a 

Nationwide  survey. 

More  Doctors 
smoke  Camels 


than  any  other  cigarette 

Doctors  smoke  for  pleasure,  too!  And  when  three  leading  independent 
research  organizations  asked  113,597  doctors  what  cigarette  they  smoked, 


I 

Xna  recent  coast -to-coast 
test,  hundreds  of  men  and 
women  smoked  Camels — 
and  only  Camels — for  30 
consecutive  days.  These 
people  smoked  on  the  aver- 
age of  one  to  two  packs  a 
day.  Each  week,  during  the 
entire  test  period,  throat 
specialists  examined  these 
Camel  smokers.  A total  of 
2470  careful  examinations 
were  made.  The  doctors 
who  made  the  throat  exam- 
inations of  these  Camel 
smokers  reported: 

“NOT  ONE 
SINGLE  CASE  OF 
THROAT  IRRITATION 
due  to  smoking 
CAMELS!” 


'///oncgrAdac/i 
(fjuaian/ee  / 

Smoke  Camels  and  test  them  in  your 
own  “T-Zone”  — T for  taste,  T for 
throat.  If,  at  any  time,  you  are  not 
convinced  that  Camels  are  the  mildest 
cigarette  you  have  ever  smoked,  re- 
turn the  package  with  the  unused 
Camels  and  we  will  refund  its  full 
purchase  price,  plus  postage.  ( Signed ) 
R.  J.  Reynolds  Tobacco  Company, 
Winston-Salem,  North  Carolina. 
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Veratrite  affects  a marked  relief  of  headache,  palpitation 
and  dizziness  in  hypertensive  subjects,  together  with  a feeling  of 
well-being  in  the  majority  of  cases  of  less-than-severe  degree. 

Literature  and  samples  on  request. 

Each  tabule  contains:  veratrum 
viride  (bio-assaye  d)  3 Craw 
Units;  sodium  nitrite  1 grain; 
phenobarbital  % grain. 

IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 
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W.  5s? 


ULTRACAIN®  ointment 


Anesthetic  • Bacteriostatic  • Fungistatic 
Significantly  free  from  allergizing  side-effects  in 
abrasions,  burns,  dermatitis,  fissures,  ulcers, 
lacerations,  mucocutaneous  lesions  and  pruritus. 
Write  for  literature 


CHATHAM  THARMACEUTICALS,  INC 

NEWARK  2,  NEW  JERSEY 
Distributed  in  Canada  by  FISHER  & BURPE,  LTD.,  Winnipeg  Manitoba 
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A M A.,  FCC-  AND  U.  L. 
APPROVE  ITS  DESIGN 
AND  PERFORMANCE! 


THE  L-F  MODEL  SW-227 
DIATHERMY 


Used  end  preferred  by  more  physicians 
and  hospitals  than  any  other  frequency- 
controlled  apparatus. No  limit  to  its  useful- 
ness. Uses  all  accepted  types  of  applicators. 


4*  Write  for  Bulletin  No.  D-I 
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MEANS 

more  rest  time . . . 
earlier  ambulation 


The  high  rate  of  infusion  possible  with  Protein  Hydro- 
lysate, Baxter,  provides  total  daily  protein  require- 
ments in  from  two  to  four  hours.  This  leaves  a good 
portion  of  the  day  for  rest  and  recuperation,  enabling 
the  patient  to  benefit  from  early  ambulation.  This  is 
another  example  of  the  benefits  of  the  Baxter  program, 
which  provides  the  specific  solution,  the  exact  equipment 
for  any  parenteral  requirement. 

WRITE  for  booklet  giving  full  information. 

BAXTER  LABORATORIES,  Morton  Grove,  III.’ Acton,  Ont. 


Protein 
Hydrolysate 


protein  hydrolysate 
protein  hydrolysate  with  dextrose 
protein  hydrolysate  with  dextrose  and  alcohol 


Available  only  in  the  37  states  east  of  the  Rockies  ( except  El  Paso,  Texas)  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

General  Offices : Evanston,  Illinois 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


toys? 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration, 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class."1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,"  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 

■N.N.R.,  1947,  p.  398. 

^Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 


Available  in  8 fluidounce  bottles. 

Adult  Dose:  As  a sedative:  Vi  to  1 teaspoonful  ivith  water , 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  (7Vi  gr.);  Calcium  Bromide, 
0.5  Gm.  (7V2  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 
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for  RELIEF  of 

constipation 
without 
catharsis 


THE  ARLINGTON 
CHEMICAL  COMPANY 


I1E0-CULT0I 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored— restores  normal  intestinal  flora  and  normal 
colonic  function  without  griping,  flatulence,  diarrheic 
movements— gently  lubricates  without  leakage.  Jars 
containing  6 oz. 


YONKERS  1,  NEW  YORK 
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Slow-Down  Strike 
on  the  Blood  Transit 

ENOUGH  CORPUSCLES  IN  THE 
BODY  TO  STRETCH  FOUR  TIMES 
AROUND  THE  CLOBE  — 

A BLOOD  TRANSIT  SYSTEM#— 

AND  WHEN  HEMOGLOBIN  IS  DOWN 
THERE'S  A "POWER  LEAKAGE" 

WITH  SECONDARY  EFFECTS  — 

ANOREXIA,  AVITAMINOSIS 
AND  ACHLORHYDRIA. 

Watch  out  for  those  secondary  effects 
in  the  secondary  anemias 

HEPTUNA  with  folic  acid 

meets  all  these  needs  in  a single  capsule.  Study  the  formula. 
Clinical  observation  shows  Heptuna  with  Folic  Acid  brings  a 
rapid  hemoglobin  regeneration,  change  in  the  hematopoietic 
picture  and  relief  of  secondary  effects  with 
a minimum  of  digestive  reactions. 


ALL  IN  ONE  CAPSULE 

Folic  Acid 1.7  mg. 

Ferrous  Sulfate  U.S.P 4.5  Qrains 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  Units 

•Vitamin  D (Tuna-Liver  Oil) 500  U.S.P.  Units 

Vitamin  Bj  (Thiamine  Hydrochloride) 2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 


together  with  other  B-complex  factors  from  liver  and  yeast 
ONE  OF  THE  ROERIG  BALANCED  FORMULAE 

Originators  of  Heptuna  • Darthronol  • OBron 

J.  B.  ROERIG  AND  COMPANY 

536  LAKE  SHORE  DRIVE  • CHICAGO  11,  ILLINOIS 
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M COUNCIL  ACCEPTED 

I dram  to  4 ounces  in  a lotion  or  ointment 
for  dandruff,  itching  scalp  and  falling  hair 

BILHUBER-KNOLL  CORP.  - - ORANGE,  NEW  JERSEY 
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Chronic  osteomyelitis  of  12  years'  duration  after 
compound  fractures  of  leg.  14  surgical  procedures 
failed  to  close  the  cavity.  Pain  and  foul-smelling 
discharge  caused  patient  to  request  amputation. 


Treatment  with  Chloresium  brought  progressive 
closure  of  the  cavity.  Purulent  drainage  and  odor 
stopped.  Pinch  grafts  of  granulation  tissue  at  base 
were  successful  and  cavity  closed  completely. 


CHLOROPHYLL  HEALED 

where  other  methods  of  treatment  failed 


• The  case  shown  above  is  one  of  hundreds 
which  resisted  other  methods  of  treatment — until 
Chloresium  therapeutic  chlorophyll  preparations 
| were  used.  The  published  record*  shows  that  the 
great  majority  of  them  not  only  responded  rapidly 
I to  Chloresium’s  chlorophyll  therapy,  hut  healed 
completely  in  a relatively  short  time. 


Faster  healing  o f acute  cases 

Results  with  Chloresium  in  acute  wounds  and 
burns  have  been  equally  dramatic.  Faster  heal- 
ing, less  infection,  less  scar  tissue  formation  have 
been  obtained.  In  addition,  Chloresium  provides 
Iquick  deodorization  of  foul-smelling  conditions. 
This  new  approach  to  prompt,  effective  heal- 
ng  is  due  to  Chloresium’s  proved  ability  to 
stimulate  normal  cell  growth.  Now,  for  the  first 
ime,  you  can  give  positive  help  to  tissue  in  re- 
tiring itself.  Try  it  on  your  most  resistant  case 
it  is  completely  nontoxic,  bland  and  soothing. 


Chloresium 


Solution  (Plain):  Ointment;  Nasal  and 
Aerosol  Solutions 
Ethically  promoted — at  leading  drugstores 


The  Treatment  of 
Chronic  Leg  Ulcers 

Chlorophyll  in 
Wound  Healing  and 
Suppurative  Disease 


*Boehme,  E.  J. 

Bowers.  Wakneh  F. 

Cady.  Jos.  B.  and 
Morgan.  W.  S. 

Johnson.  Harold  M. 

Langley.  W.  D.  and 
Morgan,  W.  S. 


Treatment  of 
Chronic  Ulcers 
with  Chlorophyll 
Dermatologic 
evaluation  . . . 
Chlorophyll  in  the 
Treatment  of 
Dermatoses 


The  Lahey  Clinic 
Bulletin.  4:242 
(1946) 
Amer.  J.  Surgery. 
LX  XII  1:37 
(1947) 
Amer.  J.  Surgery. 
LXX V:4  (1948) 

Arch.  Dermal.  & 
Syph.  57:348  (1948) 
Penn.  Med. 
Journal.  Vol.  51: 
No.  1 (1948) 


Rafsky,  Henry  \.  and  Treatment  of  Intestinal  Rev.Gastroent 
Kreiger,  Charles  I.  Diseases  with  sols,  of  Vol.  15:549 
>v.  s.  Chlorophyll  (1948) 


NEW — Chloresium  Dental  Ointment  and 
Tooth  Paste  now  make  chlorophyll  therapy 
available  for  the  treatment  of  Vincent's  infec- 
tions, gingivitis  and  other  periodontal  diseases. 


FREE-CLINICAL  SAMPLES 


RYSTAN  CO.,  INC.  DePt.  sg-3 

7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 

I want  to  try  Chloresium  on  my  most  resistant  ease. 
Please  send  me,  without  obligation,  clinical  samples 
and  complete  literature. 

Dr 

A ddress 

City Zone State 
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^WIDELY-  DOCUMENTED: 


Pharmaceutical  Division 

19  .HOMEMAKERS'  PRODUCTS  CORPORATION 

| 380  Second  Avenue,  New  York  10,  N.  Y. 

S 36-48  Caledonia  Road,  Toronto  10,  Canada 

| Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
j and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
[ an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence 

j Dr 

J Address 

I City Zoni 
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New  Research  in  Motion  Sickness... 


“Operation  Seasickness” — a rough  weather  study  con- 
ducted on  U.  S.  Army  Transport  General  Ballou — reveals 
new  chemical  compound  Dramamine  to  be  a powerful 
and  non-toxic  drug  in  the  prevention  and  control  of 
motion  sickness. 


D&mm/jre 

A NEW  PRODUCT  OF  SBARLE  RESEARCH 

—is  a distinct  chemical  entity— /3-dimethylaminoethyl  benzohydryl 
BBfUdgi  ether  8-chlorotheophyllinate. 

A recent  controlled  investigation  of  Dramamine  by  Gay  and 
Carliner*  of  the  Allergy  Clinic  of  the  Medical  Department  of  Johns 
Hopkins  University  and  Hospital,  revealed  these  facts: 

1.  prophylactic  trial.  Dramamine  prevented  motion  sickness  in  98.6% 
(29%  of  the  placebo-treated  controls  became  seasick). 

2.  therapeutic  trial.  Dramamine  quickly  relieved  97.5%  of  established 
cases  of  seasickness. 

3.  toxicity  trial.  Dramamine  produced  no  undesirable  side  actions 
or  signs  of  toxicity. 

Dramamine  is  now  available  in  100  mg.  scored  tablets.  Recom- 
mended dosage  is  50  to  100  mg.  4 times  daily  depending  on  severity 
of  motion.  Literature  available  on  request  to 

G.  D.  SEARLE  & C0.,  Chicago  80,  Illinois 

•Gay,  L.  N.,  and  Carliner,  P.  E.:  The  Prevention  and  Treatment  of  Motion  Sick- 
ness: I.  Seasickness,  Bull.  Johns  Hopkins  Hospital,  in  press. 
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SOMATIC 


PSYCHIC 


Treatment  in 
two  planes 
for 


In  facilitating  the  medical  management  of 
conditions  complicated  by  symptoms  of 
neurasthenic  or  psychogenic  origin,  the  dual 
action  of  Barbidonna  is  of  obvious  value. 

As  a sedative-spasmolytic,  Barbidonna  is 
designed  to  induce  central  nervous  system 
sedation  cn  the  psychic  plane  and  to  diminish 
smooth  muscle  tension  and  spasm  on 
the  somatic  level. 

Therefore,  Barbidonna,  either  in  tablet 
form  or  as  the  recently  introduced  elixir,  is 
indicated  in  gastro-intestinal  spasm,  cardiac 
neuroses,  biliary  and  renal  colic,  respiratory 
spasms,  functional  tension  and  anxiety  states. 

Send  for  a free  trial  supply.  VanPelt  & 
Brown,  Inc.,  Richmond  4,  Virginia. 


VB  — Each  Barbidonna  Tablet  or  each  table 
spoonful  of  Elixir  Barbidonna  contains  Pheno 
barbital,  14  gr.,  and  belladonna  alkaloids 
(present  in  fixed  proportions), 

.000134  Gm.  — equivalent  to  Vi 
gr.  belladonna  leaves  or  7 min. 

Tr.  Belladonna. 

Barbidonna  Tablets  are  avail- 
able in  bottles  of  100,  500  and 
1,000  tablets.  Elixir  Barbidonna 
is  available  in  1 pint  bottles. 


BARBIDONNA 

Tablets  Elixir 

VANPEK.T  A MtttO  W V.  inv. 

Pharmaceutical  Chemists  • Richmond  4,  Virginia 


Alert  to  every  development  in  the  science  of  nutri- 
tion, and  every  refinement  in  modern  manufac- 
turing facilities,  Borden's  Prescription  Products 
now  brings  to  the  physician  the  New  Improved 
Biolac  — now  better  than  ever! 

The  New  Improved  Biolac 

is  better  nutritionally: 

A moderate  amount  of  especially  combined  fats 
provide  all  the  essential  fatty  acids,  with  a mini- 
mum of  the  volatile  fraction. 

Its  carbohydrate  content  provides  completely 
for  the  infant's  carbohydrate  needs,  with  bal- 
anced proportions  of  milk  sugar  (lactose)  and 
vegetable  sugars  for  more  satisfactory  absorp- 
tion—no  further  carbohydrate  addition  is  nec- 
essary. 

Its  protein  content  is  in  higher  concentration 
than  in  human  milk,  yielding  small,  readily 
digestible  curds  — and  less  allergenic  than  un- 
treated cow's  milk. 

High  levels  of  iron,  calcium,  phosphorus  and 
vitamins  A,  B|,  Bj  and  D are  provided;  only  vita- 
min C need  be  added. 


Full  caloric  requirements  of  the  infant  are  sup- 
plied—20  calories  per  fluid  ounce  standard  dilu- 
tion. 

The  New  Improved  Biolac 

is  better  physically: 

The  most  modern  manufacturing  equipment  gives 
the  New  Improved  Biolac  a higher  and  more 
stable  degree  of  emulsification  ..  .facilitates  di- 
gestion. 

Preparation  for  feeding  is  easily  calculated... 
quickly  completed  ...  I f).  oz.  New  Improved 
Biolac  to  T/a  fl.  oz.  water  per  pound  of  body 
weiaht. 

You  can  rely  on  the  New  Improved  Biolac: 

Clinical  tests  show  its  nutritional  and  digestional 
superiority.  It  can  be  used  interchangeably  with 
the  former  Biolac  which  has  the  same  percentage 
composition  of  nutritional  factors. 

. . . and  yet,  the  New  Improved  Biolac  comes 
at  no  increase  in  cost! 

You  can  prescribe  it  confidently.  Available  ex- 
clusively in  drugstores. 


706 


yflumi/uwi/ 


PENICILLIN, 

ORAL  TABLETS 


Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture),  they 
provide  for  maximum  utilization  of  the 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram. 


* Patent  applied  for 


Now 

Council  Accepted 


HYNS0N,WESTC0TT  & DUNNING. INC. 

BALTIMORE.  MARYLAND 
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For  tlio  troatmont  ami  bettor  control  of 


TRICHOMONIASIS  take  advantage  of  these 

Plus  Values  In  ARGYPULVIS 


1.  It  has  the  proven,  positive  protozoacidal  action  of  argyrol.* 

2.  Add  to  this  its  effective  detergent  and  demulcent  properties. 

!t.  And  for  better  control,  argypulvis  provides  the  same  effective 
powder  form  for  office  treatment  and  supplementary  home  use. 


ARGYPULVIS 

ARGYROL  and  ARGYPULVIS  arc  registered  trademarks, 
the  property  of 


C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

I * Reich,  Button  and  Nechtow , "Treatment  of  Trichomonas  Vagi- 
nalis Vaginitis Surgery,  Gynecology  and  Obstetrics,  May  1947 , 
pp.  891-896 


Composition Physical  Properties 

argypulvis  contains  powdered  argyrol  (20%). 
Kaolin  (40%)  and  Beta  Lactose  (40%)  . . . finely 
milled,  to  provide  the  fluffiness  which  makes  for 
easy  insufflation,  and  with  an  attraction  for 
water  which  promotes  fast  action. 


INTRODUCTORY  TO  PHYSICIANS:  On  request  we  will 
send  professional  samples  of  argypulvis  (both  forms),  together 
with  a reprint  of  t lie  Reich,  Button  and  Nechtow  report. 
(Use  coupon). 

A.  C.  Barnes  Company 

Dept.  NY-49,  New  Brunswick,  N.  J. 

Name . . 

\ddress 
City 


State 


New. . . For  Arthriti 


minimal  risk 
of  salicylism! 


By  synergistic  enhancement  of  the  therapeutic  efficacy  of 
the  antirheumatic  agents  in  Pabalate,  a higher  and 
adequate  salicylate  titer  is  achieved  from  smaller  dosage. 
Thus,  the  usual  danger  of  such  distressing  side 
actions  as  (a)  visual  and  mental  disturbance, 

( b ) dizziness,  (c)  sweating,  ( d ) ringing  in  the 
ears,  and  (e)  hyperpnea,  following  ordinary 
salicylate  therapy,  is  now  greatly  minimized. 

Pabalate  Tablets,  furthermore,  are  coated  to 
prevent  gastric  irritation  and  to  assure 
maximal  toleration  and  patient  cooperation. 


higher 


salicylate  blood 
levels  on  salicylate 

dosage  

“Dramatic  and  complete  clinical  response”2  in 
rheumatic  affections  have  been  observed  from  a 
combination  of  para-aminobenzoic  acid  with 
salicylates.  Recent  studies  have  established 
para-aminobenzoic  acid  not  only  as  an  effective 
antirheumatic,  causing  “fall  in  temperature 
and  relief  of  the  joint  pains,”1  but  also  as 
acting  synergistically  with  the  salicylates1’2 — . 
increasing  blood  salicylate  levels  “two  to  five  times”3 
by  reducing  the  salicyl  ion’s  urinary  excretion.2-3 
Now,  in  the  new  Pabalate,  Robins’  research  makes 
this  potent  combination  available  for  the  management 
of  the  arthritides — with  minimal  risk  of  salicylism! 

Your  pharmacist  has  it  (or  can  secure  it) 
for  your  prescription. 

REFERENCES:  1.  Rdsenblum,  H.  and  Fraser,  L.  E.:  Proc.  Soc.  Exper. 

Biol.  Med.,  65 :178,  1947.  2.  Dry  T.  .1.  et  al. : Proc.  Staff  Meetings, 

Mayo  Clinic,  21 :497,  1946.  3.  Belisle,  M. : Union  Med.  Can.,  77 :392,  1948. 

' 

A.  H.  ROBINS  GO.,  INC.  • RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1S78 


DOSAGE:  Two  to  three  enteric 
coated  tablets  every  three  to  four 
hours,  without  sodium  bicarbonate 


For  Arthritic  Affections 


USES:  Rheumatoid  arthritis; 
rheumatic  fever;  fibrositis;  gout, 
osteo-arthritis. 


FORMULA:  Each  enteric- 
coated  tablet  contains  Sodium 
Salicylate,  U.S.P.  (5  gr.),  0.3  gm. 
Para-aminobenzoic  Acid  (as  the 
sodium  salt)  (5  gr.),  0.3  gm. 

SUPPLIED:  In  bottles  of  100 
tablets. 
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Here’s  why  you  get 

quick  results  with  this  intranasai  sulfonamide 


A superior  vasoconstrictor  plus  a potent  bacteriostatic  agent  make  Paredrine- 
Sulfathiazole  Suspension  the  amazingly  effective  intranasal  preparation  that  it  is. 

Its  vasoconstrictor — Taredrine  Aqueous’ — is  one  of  only  two  proprietary  vaso- 
constrictors favorably  noted  in  a report  recently  issued  for  the  information  of  the 
Mayo  Clinic  staff.  It  produces  rapid,  complete  and  prolonged  shrinkage — with  no 
central  nervous  effects. 

This  superior  vasoconstrictor — combined  with  S.K.F.’s  famous  'MicrafornT  sulfa- 
thiazole — forms  an  outstanding  preparation  which  is  unusually  effective  in  the 
treatment  of  nasal  and  sinus  infections. 

A stable  suspension  of  Micraform  (microcrystalline)  sulfathiazole,  5%,  in  an  isotonic 

solution  of  Taredrine’  (p-hydroxy-a-methylphenethylamine,  S.K.F.)  hydrobromide,  1%. 

Available  in  1 fl.  oz.  (30  cc.)  and  12  fl.  oz.  (355  cc.)  bottles. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Paredrine- 

Sulfathiazole 

Suspension 


vasoconstriction  in  minutes  . . . 
bacteriostasis  for  hours 


he  tortured, 
\ asping 

isthmatic 


For  the  tortured,  gasping  asthmatic  — rapi 
more  certain  relief  of  respiratory  distress  with 


VMINET 


suppositories 


OTECTED  POTENCY  Aminet  Suppositories 

re  optimal  retention  of  labeled  potency.  They  provide 
prescribed  dosage  of  aminophylline  for  rapid  and  pro- 
ed  relief  of  symptoms. 

W BASE  The  newly  developed  Aminet  base*  over- 
es  the  disadvantages  of  cocoa-butter  bases  which  react 
and  quickly  inactivate  aminophylline. 

WAYS  FRESH  Aminet  Suppositories  are  thus 
ected  against  deterioration  even  after  long  storage  at 
temperature. 

NICALLY  EFFECTIVE  Aminet  Supposito- 

facilitate  the  management  of  bronchial  asthma  (acute 
chronic),  cardiac  asthma  (paroxysmal  nocturnal 
inea),  congestive  heart  failure  and  Cheyne-Stokes 
iration.  Their  rapidity  of  action  and  sustained  effect 
d a sense  of  security  to  physician  and  patient. 


fBischoff) 


Aminet  Suppositories: 

Full  Strength:  Aminophylline  gr. 
7*4  (0.5  Gm.)  Sod.  pentobarbital 
gr.  iy2  (0.1  Gm.) 

Half  Strength:  Aminophylline  gr. 
3%  (0.25  Gm.)  Sod.  pentobarbital 
gr.  % (0.05  Gm.) 

Benzocaine  has  been  added  for 
its  anesthetic  effect. 

* Patent  Pending 


NST  BISCHOFF  COMPANY  INC  • IVORYTON,  CONN. 
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There’s  no  fuss  when  a child  takes  a Sulfonamide 
Dulcet  Tablet.  He  takes  it — all  of  it — eagerly,  because 
he  likes  candy  and  this  tastes  like  candy.  Yet,  while 
satisfying  a youngster’s  taste  buds.  Dulcet  Tablets  have 
the  same  therapeutic  value  as  equal  weights  of  un- 
flavored sulfonamides.  • Newest  of  the  new  double 
sulfonamides  available  in  this  easy-to-take  form  are 
Duozine  Dulcet  Tablets.  Each  tablet  contains  0.15  Gm. 
sulfadiazine  and  0.15  Gm.  sulfamerazine,  a combina- 
tion that  exerts  the  full  antibacterial  effect  of  0.3  Gm. 
of  either  drug,  but  with  only  half  that  risk  of  crystal- 
luria.  The  same  general  rules  and  precautionary  meas- 
ures of  the  sulfonamide  compounds  should  be  observed 
with  Duozine  Dulcet  Tablets.  • Your  pharmacy  has 
Duozine  Dulcet  Tablets  and  others  listed  at  right.  If  you 
haven’t  yet  utilized  this  effective  method  of  adminis- 
tering sulfonamides,  why  not  try  it  on  your  next  case? 
Abbott  Laboratories,  North  Chicago,  Illinois. 


AND  LIKE  IT/ 


T)uX>ZWjb 


DULCET  Tablets 

(Compound  Sulfadiazine  0.15  Gm. 
and  Sulfamerazine  0.1 5 Gm.,  Abbott) 


DULCET  Tablets 

(Compound  Sulfadiazine  0.1  Gm., 
Sulfamerazine  0.1  Gm.,  and  Sulfa- 
thiazole  0.1  Gm.,  Abbott) 


§fl6CC^(^ 


Abbott's  NEW  Double  Sulfonamide 


DULCET  Tablets 

(Compound  Sulfadiazine  0.15  Gm., 
and  Sulfathiazole  0.15  Gm.,  Abbofl) 


'uozm& 


'COMPOUND  SULFADIAZINE  0.15  GM.  AND  SULFAMERAZINE  0.15  GM.’,  ABBOTT) 


® Medicated  Sugar  Tablets,  Abbott 


S u£faAuizvvi& 

DULCET  Tablets 
0.15  Gm.  and  0.3  Gm 

S vdfoAneAaz  one. 

DULCET  Tablets 

0.3  Gm. 

Sidfatkiazales 

DULCET  Tablets 

0.3  Gm. 


•TRAOC  MARK 
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An  interesting 

new  development 

in  inunction  therapy 

Because  of  the  constant  demand  for  an  external  preparation  that 
can  be  safely  used  as  a “home  remedy,”  we  have  developed 
Antiphlogistine  Rub  A-535. 

Rub  A-535  is  intended  for  the  symptomatic  relief  of  those  con- 
ditions for  which  external  analgesics  and  counter-irritants  are 
commonly  used.  Rub  A-535  contains  a combination  of  analgesics 
with  a high  percentage  of  methyl-salicylate  in  a new  type  of 
greaseless,  stainless,  vanishing  base,  which  permits  ease  of  applica- 
tion and  almost  instant  utilization  of  the  medications. 

Because  home  remedies  are  used  generally,  we  believe  the  manu- 
facturer has  a dual  responsibility.  He  must  offer  only  such 
products  which  may  safely  be  used  in  the  average  household  and 
must  inform  the  medical  profession  of  the  products’  ingredients 
and  action. 

The  formula  of  Rub  A-535  is 


Methyl-Salicylate 12% 

Oil  of  Eucalyptus } /£% 

Menthol 1% 

Camphor 1% 

Base  (specially  prepared) 853^% 


Antiphlogistine  Rub  A-535  has  been  thoroughly  tested  both 
clinically  and  in  over  6,000  homes.  If  you  would  like  a tube  of 
Rub  A-535,  just  drop  us  a line. 

THE  DENVER  CHEMICAL  MANUFACTURING  COMPANY,  Inc. 
163  Varick  Street  Dept.  10  New  York  13,  N.  Y. 
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try  tempting 
Swift's  Strained  Meats! 


6 varieties: 

Beef,  lamb,  pork, 
veal,  liver,  heart 


The  foods  soft-diet  patients  have  to  eat ! 
No  wonder  they  succumb  to  appetite- 
apathy. 

But  many  physicians  today  have  dis- 
covered there  is  a way  to  put  appetiz- 
ing, real  meat  goodness  into  soft  diets. 
They  recommend  Swift’s  Strained 
Meats.  These  specially  prepared  meats 
retain  all  their  palatability,  and  a max- 
imum of  nutrient  value  in  a form  that’s 
highly  digestible — easy  to  eat.  To  vary 
patients’  menus,  Swift’s  Strained  Meats 
offer  six  different  kinds:  beef,  lamb, 
pork,  veal,  liver,  heart. 


Nutritionally,  Swift’s  Strained  Meats 
provide  an  excellent  base  for  a high- 
protein,  low-residue  diet.  A rich  source 
of  complete,  high-quality  proteins, 
they  make  available  simultaneously  all 
known  essential  amino  acids — for  opti- 
mum protein  synthesis.  In  addition, 
Swift’s  Strained  Meats  supply  hema- 
poeitic  iron  and  goodly  amounts  of  B 
vitamins.  They’re  convenient — ready 
to  heat  and  serve.  Let  Swift’s  Strained 
Meats  help  overcome  anorexia  in  your 
soft-diet  patients! 


The  makers  of  Swift's  Strained  Meats  invite  you  to  send  for 
the  neu>  physicians'  handbook  of  protein  feeding,  written  by 
a doctor , "The  Importance  of  Protein  Foods  in  Flealth  and 
Disease."  Send  to: 


SWIFT  & COMPANY 


Chicago  9,  Illinois 


Alt  nutritional  statements  made  in  this  advertise- 
ment are  accepted  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


For  patients  who 
can  take  foods  of  less 
fine  consistency  — 
Swift’s  Diced  Meats 
offer  tender  morsels 
of  nutritious  meats 
with  tempting 
flavors  patients 
appreciate. 
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PRESENTS  THE  PERFECT 

OUve  Oil  TRIO 

FOR  BABY’S  SKIN 


■onti 

few 

POWDER 


fY£  OIL< 


(& U-S.r>  L) 


NEW  CONTI  BABY  OIL— With  Olive  Oil 

The  lighter  quality  of  this  oil  makes 
for  easier  spreading  and  consequently 
a saving  of  the  nurse’s  and  mother’s 
time.  A pure,  specially  refined  olive 
oil,  scientifically  combined  with  lano- 
lin and  light  mineral  oil,  made  to  the 
same  high  standards  which  have  made 
the  name  of  CONTI  famous  for  nearly 
a century.  No  antiseptic  — No  danger 
of  allergy.  Attractive,  non-skid  6-oz. 
bottle. 

NEW  CONTI  BABY  POWDER-WithOiive  Oil 

A fluffy,  olive  oil  powder,  skin- 
smooth,  of  extra-finely  textured  white 
talc,  delicately  scented  and  special 


spray-treated  with  refined  olive  oil. 
Handsome  10-oz.  container. 

These  two  products  combined  with 
the  CONTI  CASTILE  SOAP  which  has 
been  medically  approved  for  babies 
for  years  constitute  a new  perfect  trio 
of  pediatric  aids. 

CONTI  PRODUCTS  CORP.,  NEW  YORK 

FREE  CLINICAL  SAMPLES 

CONTI  PRODUCTS  CORP.,  45  CLINTON  AVENUE 
BROOKLYN  5,  N.Y.  Dept  103. 

Please  send  me  free  clinical  samples  of  CONTI  Baby 
Oil,  CONTI  Baby  Powder  and  CONTI  Castile  Soap. 
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In  the 


■ ’s  "QUERIES  AND  MINOR  NOTES’’... 


an  authority  lists  eight  specifications  for  a 
preparation  to  use  in  the  nose: 


It  "should  have  a moderate  decongestant  effect.” 

It  "may  contain  . . . penicillin.” 

It  "should  not  vary  greatly  in  . . . pH  (5.5  to  6.5) 
from  that  of  normal  nasal  secretions.” 

"Nor  ...  be  harmful  to  ciliary  action.” 

It  "should  not  injure  the  nasal  mucosa.” 

It  "should  be  isotonic  with  the  blood.” 

It  "should  not  cause  undue  secondary 
side  reactions.” 

It  should  not  "cause  the  blood  pressure 
to  rise  unduly.” 

Each  of  these  specifications 


For  samples  and  full  information,  write  Par-Pen 
on  your  prescription  blank  and  mail  it  to  us  at 
1530  Spring  Garden  St.,  Philadelphia  1,  Pa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


is  fulfilled  by 


Par-Pen 


the  penicillin-vasoconstrictor  combination  for  intranasal  use 


•Sodium  crystalline  penicillin,  500  units  pet  cc.; 
Paredrine  hydrobromide  1% 


■ 


Which  Form? 

When  androgen  therapy  is  indicated  in  the  male  or  female,  the 
availability  of  special  Oreton  preparations  permits  suitable 
individualization  of  treatment. 


Oreton*  (Testosterone  Propionate  U.S.R  XIII ) is  the  stand- 
ard male  hormone  preparation  for  intramuscular  injec- 
tion, recommended  particularly  whenever  androgen 
treatment  is  initiated.  With  it,  the  desired  clinical 
effects,  genital  or  metabolic,  are  rapidly  and  clearly 
evident.  Oreton  is  available  in  ampuls,  also  in  multiple 
dose  vials  for  increased  economy. 

After  control  of  symptoms  and  determination  of  the  min- 
imum daily  requirements  with  Oreton,  the  improved 
status  may  be  conveniently  maintained  by  oral  androgen  ther- 
apy with  Oreton-M*  (Methyltestosterone  U.S.R  XIII ) Tablets. 

ORETON 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

IN  CANADA.  SCHERINC  CORPORATION  LIMITED,  MONTREAL 


PACKAGING: 

Oreton  is  available  in  1 cc.  ampuls  containing  5,  10  or  25  mg.,  boxes  of  3,  6 and 
50;  and  in  10  cc.  multiple  dose  vials  containing  25  or  50  mg.  per  cc.,  boxes  of  1. 
Oreton-M  Tablets  of  10  mg.,  in  boxes  of  15,  30  and  100;  tablets  of  25  mg., 
in  boxes  of  15  and  100.  Oreton-M  Ointment,  tubes  of  50  Cm.,  2 mg.  per  Gm. 

Oreton  Buccal  Tablets  of  2.5  or  5 mg.,  in  boxes  of  30  and  100. 

Oreton-F  Pellets  of  75  mg.,  vials  of  1 and  3 pellets. 

0 * fPoLYM ydrol  trade-mark  of  Schering  Corporation 


(Testosterone  Propionate  U.S.P.  XIII) 

Another  convenient  method  of  ad- 
ministrating androgen  is  the  use  of 
Oreton  (Testosterone  Propionate 
U.S.R  XIII 1 Buccal  Tablets  containing  the  new  special  base, 
PoLYHYDROL.t  These  tablets  are  not  swallowed,  but  placed  in 
the  buccal  space  where  they  slowly  dissolve.  A greater  absorp- 
tion of  androgen  through  the  buccal  mucosa  directly  into  the 
systemic  circulation  is  made  possible  by  the  Polyhydrol  base. 

Th  is  increased  utilization  of  the  hormone  affords  a greater  econ- 
omy in  buccal  therapy. 

When  treatment  is  prolonged,  as  in  severe  deficiency  states,  the 
subcutaneous  implantation  of  Oreton-F*  (free  testosterone) 
Pellets  affords  a simple  and  economical  method  of  continuous 
physiologic  replacement  lasting  for  several  months. 


C=£=€0fl 
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protection 

for 
the 
. unborn 
child 


Romulus  and  Remus,  the  twins  abandoned  at  birth,  were 
nurtured  and  protected  against  the  hazards  oj  infancy  by 
a she-ivolf. 

The  unborn  child  may  be  assured  of  intrauterine  nurture  through 
protection  against  the  hormone  accidents  of  pregnancy- 
abortion,  premature  labor  and  toxemia — by  des,  Grant’s 
triply  crystallized  diethylstilbestrol  in  25  mg.  tablets. 

In  1941  Karnaky1  found  high-dosage  diethylstilbestrol  therapy 
to  excel  all  previous  methods — including  the  use  of 
progestins — against  threatened  and  habitual  abortion  and 
premature  labor. 

Rationale  for  this  therapy  resulted  from  the  work  of 
Smith,  Smith  and  Hurwitz2,  and  Meaker3  who  showed 
diethylstilbestrol  to  increase  production  and  utilization  of 
endogenous  progesterone,  thus  protecting  the  pregnancy.  These 
investigators  concluded  that  25  mg.  oral  tablets  of  diethylstilbestrol  i 
were  most  effective  protection  against  accidents  of  pregnancy 
referrable  to  progesterone  deficiency  — threatened  and  habitual  j 
abortion,  premature  delivery,  pre-eclampsia  and 
intrauterine  death. 

Rosenblum  and  Melinkoff4  employed  25  mg.  oral  tablets  of 
diethylstilbestrol  in  treatment  of  a large  group  of  cases  of 
threatened  and  habitual  abortion  and  of  threatened  premature 
labor  “with  more  favorable  results  than  . . . with  any 
other  type  of  treatment.” 

I 

References:  1.  Karnaky,  K.  J.:  Original  gynecological  and  obstetrical 
research — sterility,  endocrine  and  vaginal  operations.  M.  Rec.  & Ann.  35  851, 

1941.  2.  Smith,  O W.;  Smith,  G.  van  S..  and  Hurwitz.  D.:  Increased  excretion 
oi  pregnanediol  in  pregnancy  from  diethylstilbestrol  with  special  reference  to 
the  prevention  of  late  pregnancy  accidents.  Am.  J.  Obst.  & Gynec.  51:411,  1946. 

3.  Meaker.  S R.:  A working  classification  of  the  causes  of  abortion. 

J A M A.  123:680,  1943.  4.  Rosenblum.  G . and  Melinkoff.  E.:  Preservation  of 
the  threatened  pregnancy  with  particular  references  to  the  use  of 
diethylstilbestrol,  West.  J.  Surg.  Obst.  & Gynec.  55:597,  1947. 


GRANT  CHEMICAL  COMPANY, 


Available  in  containers 
of  100,  500,  and  1,000 
cross-scored  tablets, 

25  nig.  at  all  pharmacies 
and  from: 


INC.,  95  MADISON  AVE.,  NEW  YORK  16,  N. 
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The  complex  proteirfpattern  depicted  above— 
PUROGENATED*  toxoid  proteins — possesses 
the  power  to  teach”  cells  to  produce  specific 
antibodies  for  this  one  protein  and  also  to 

lemember  this  stimulus  so  well  that  reinjec- 
tion of  the  same  proteins  will  cause  an  instant 
outpouring  of  specific  antibodies.  A score  of 
years  may  have  elapsed,  but  the  defensive 
mechanism  of  the  body  will  always  "remember” 
how  to  duplicate  this  reaction. 

Lederle  is  the  largest  producer  of  biological 
products  in  the  world  and  has  led  the  field 
in  immunization  research  for  almost  half  a 
century.  The  modification  of  diphtheria  and 
tetanus  toxoids  mentioned  above  is  but  one  of 
many  methods  of  refinement  which  Lederle  has 
sponsored.  Toxoids  refined  by  this  alcohol- 
fractionation  method  present  a high  antigenic 
potency,  produce  little  or  no  reaction  in  the 
patient,  and  from  them  approximately  99.7% 
of  the  nonantigenic  nitrogen  has  been  removed. 

^TRADE-MARK  *REG.  U.  S.  PAT.  OFF. 


TRI-IMMUNOL**  DIPHTHERIA-TETANUS 
TOXOIDS,  Alum -Precipitated,  and  PERTUSSIS 
VACCINE,  COMBINED  Lederle 

1 immunization — 1 vial  of  1.5  cc. 

5 immunizations — 1 vial  of  7.5  cc. 

PUROGENATED*  DIPHTHERIA  TOXOID  Refined 
Alum-Precipitated  Lederle 

1 immunization — 1 vial  of  1 cc. 

5 immunizations — 1 vial  of  5 cc. 

PUROGENATED  TETANUS  TOXOID  Refined 
Alum -Precipitated  Lederle 

1 immunization — 1 vial  of  1 cc. 

5 immunizations — 1 vial  of  5 cc. 

PUROGENATED  DIPHTHERIA-TETANUS 
TOXOIDS,  COMBINED  Refined 
Alum-Precipitated  Lederle 

1 immunization — 1 vial  of  1 cc. 

5 immunizations — 1 vial  of  5 cc. 

PUROGENATED  DIPHTHERIA  TOXOID 
Fluid  Lederle 

PUROGENATED  TETANUS  TOXOID  Fluid  Lederle 

1 immunization — 1 vial  of  1.5  cc. 

5 immunizations — 1 vial  of  7.5  cc. 


LEDERLE  LABORATORIES 


DIVKTDM  AMER/CAV  CfMuimul  roMPA/yy 

30  ROCKEFELLER  PLAZA  • NEW  TORK  20.  N.  V. 
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for  the  more 

abundant  life  for 

YOUR  ARTHRITIC 
OR  RHEUMATIC 
PATIENT 


PHYSICIANS 


14  YEARS* 


Ray-Formosil  for  intramuscular  injection  is  a 
clinically  proved,  effective  treatment  for  Arth- 
ritis and  Rheumatism.  It  is  a non-toxic,  sterile, 
buffered  solution  containing  in  each  cc. 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


Literature  sent  upon  request. 


1 cc. 

25  — $6.25 
100  — 20.00 


2 cc. 

25  — $7.50 
100—25.00 


(These  net  prices  to  physicians  are  2 5%  off  regular  list  prices) 

*C.F.F„  M.D..  OF  PA.,  HAS  REORDERED  RAY-FORMOSIL  142  TIMES 


m 

Him, 


PHARMACAL  COMPANY  jW  }~J 

PHILADELPHIA  3 4,  PA. 

PHARMACEUTICAL  MANUFACTURERS 

Ov.et  a 
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The  active  principle 
of  Rhus  toxicodendron 
'(poison  ivy),  1 : 1000, 
in  bland,  sterile 
olive  oil. 


Intramuscular  injections  of 
Ivyol  desensitize  the  majority 
of  individuals  susceptible  to 
dermatitis  from  contact  with 
poison  ivy  or  poison  oak; 
relieve  symptoms  of  Rhus 
dermatitis  in  many  cases. 


f SHARP 
?D0HME 


Prophylaxis  or  treatment 
of  poison  ivy  or  poison 
oak  dermatitis. 

Supplied  in  packages  of 
one  or  four  0.5-cc.  vials. 
Sharp  & Dohme, 
Philadelphia  1,  Pa. 


poison  ivy  extract  (1:1,000) 
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why  this  is  the  ideal  phenobarbital  preparation 


for  children  . . 

ESKAPHEN  B ELIXIR 


i 


\\ 


Its  fluid  form 
makes  it  easy 
to  take. 


4- 

fa 


* * 


Its  good  taste  makes 
it  pleasant  to  take. 


iirJ— • »* 


i 


X#*-**" 


1 


3 


Its  calming  action 
is  supplemented  by 
the  tone-restoring  effect 
of  thiamine. 


l. 


} 


And  this  is  important,  too:  Parents  who  “know  all  about 

phenobarbital” — and  might  be  upset  at  the  idea  of  giving  it 
to  their  children — won’t  know  you  are  prescribing 

phenobarbital  when  you  write  Eskaphen  B Elixir. 


Each  teaspoonful 
(5  cc.)  contains:  . 

phenobarbital  '/4  gr.  } 


and  thiamine  5 mg. 


Smith,  Kline  8s  French  Laboratories,  Philadelphia 

ESKAPHEN  B ELIXIR 


I 

l 
f 


The  delightfully  palatable 
combination  of  { 

phenobarbital  and  thiamine 
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PICKER 


Here’s  a low-priced  combination  x-ray  unit 
that’s  exactly  right  for  moderate  routine  demands. 


It’s  versatile  . . . you  can  do  fluoroscopy  and  radiography, 
both,  with  it.  It’s  simple  and  safe  to  operate  . . . 


combination 
x-ray  apparatus 


compact,  space-conserving,  and  economical  too. 

The  table,  equipped  with  a built-in  Buckv  diaphragm, 
does  double  duty  as  an  office  examination  and  treatment  table. 

And  you  can  have  it  powered  to  suit  your  particular  needs 
(with  a generator  of  15  ma,  60  ma, 

100  ma  or  200  ma  capacity,  optionally). 

The  “Comet”  combination  x-ray  apparatus  is  built 
to  high  Picker  standards,  and  hacked 
by  alert  Picker  Service  (there  are  branches  and 
service  depots  in  principal  cities).  The  coupon  here  ^ 
will  bring  details  promptly.  r r rnttPORATlON  , v 

^ 

built  by  1 300  Fourth  A Us  of  the 

serviced  by  f * ativcCa». 

guaranteed  by  1 \ Q please  have  your  tep 

* \ **** 

“ add^ss  statp 

r.  C1TV ■ 


and  worth  investigating  now 
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PELVICINS  simplify  the 

problem  of  introducing  high  con- 
centrations of  penicillin  directly  at 
the  site  of  vaginal  infection,  achiev- 
ing optimal  efficacy  of  the  drug  in 
cervicitis  and  other  gynecologic 

conditions.1  PELVICINS 

provide  100,000  units  of  crystalline  penicillin  G (potassium  salt) 
in  each  suppository.  Even  where  primary  pathogens  are  not 

penicillin-sensitive,  PELVICINS  are  of  proved  value 

in  the  elimination  of  susceptible  secondary  invaders,  there- 
by enhancing  the  effectiveness  of  such  additional  medical  or 

surgical  measures  as  may  be  indicated.  PELVICINS 

are  supplied  in  boxes  of  6 and  12,  in- 
dividually wrapped  in  aluminum  foil. 

1.  Walter,  R.  I.;  Goldberger,  M.  A.;  and  Lapid,  L.  S.: 

New  York  State  J.  Med.  48:  1159  (May  15)  1948. 


Sclmiley 


LABORATORIES,  INC. 
350  FIFTH  AVENUE,  NEW  YORK  1,  N.  Y. 


Extra  Protective 


Feature 


Additional  protection  against 
moisture  is  provided  by  a special 
wax  coating  on  the  package  itself. 


© Schenley  Laboratories,  Inc. 
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FOR  THE 

ACNE 

PATIENT- 


IMMEDIATE  COSMETIC  BENEFIT 

+ 


EFFECTIVE  LOCAL  MEDICATION 


Provides  the  recognized 
dermatological  benefits  of  resorcin  and 


COSMEDI  - CAKE 


sulfur  in  an  opaque,  tinted  base  that 


COSMEDI-CAKE  #1,  plain, 
and  COSMEDI-CAKE  #2, 


hides  the  lesion.  COSMEDI-CAKE  pro- 


medicated,  with  resorcin 
and  sulfur. 

Hypoallergenic  cream 
cake  make-ups ...  both 


duces  an  immediate  psychic  lift  on  the 
first  application,  and  enlists  the  patient’s 
cooperation  in  following  the  prescribed 


available  in  two  tints  to 
suit  individual  com- 


regimen. 


plexions. 


Available  at  All  Pharmacies.  Literature 
and  samples  to  physicians  on  request. 


Preferred  by  young 
male  patients 
COSMEDI  -CREME 

Active  Ingredients: 
Resorcin,  Sulfur,  Di- 
chlorphenane. 


307  FIFTH  AVENUE 
NEW  YORK  16,  N.Y. 
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For  a lady 
in  distress 


‘Dexedrine’  Sulfate 
relieves 

much  of  the  distress 
of  the  menopause . . . 
by  reawakening  the 
patient’s  optimism 
and  mental  alertness 
...  by  restoring  her  feeling  of  energy  and 
well-being ...  by  reviving  her  interest 
in  life  and  living. 

‘Dexedrine’  produces  a uniquely 
“smooth”  anti-depressant  effect.  Unlike 
d-desoxyephedrine,  it  can  be  depended  upon 
to  improve  the  mood  and  brighten  the 
outlook  without  giving  the  patient  the 
uncomfortable  feeling  of  “drug  stimulation”. 

Dexedrine*  Sulfate  Tablets  & Elixir 

The  anti -depressant  of  choice 

/ 

in  the  menopause 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.  M.  Reg.  U.  S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


(LI 


for  the 

ARTHRITIS  a 


Treatment 

nd  RHE 


of 

UMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  thesalicylatedetoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


07ie  Qfiet ’cacifitecl  Ta/icy/a/e  <y{ (efticcm  ten/ 


ENTERIC  COATED  TABLETS  (SALOL) 

Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

a Quasifek 
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Digitaiine 

Nativelle 
puts  out 
the  'cat” 


• 

Dosage  by  " cat  units ” is  eliminated  by 
prescribing  Digitaiine  Nativelle,  the 
chief  active  principle  of  digitalis  pur- 
purea. Digitaiine  Nativelle  affords 
simplified  dosage  and  uniform  car- 
diotonic action.  ...  is  therefore  a 
preparation  of  choice  whenever  digi- 
talis therapy  is  indicated. 


Digitaiine  Nativelle 

affords  5 advantages . . . 

1.  Uniform  potency  by  weight. 

2.  Identical  dosage  and  effect  when 
given  intravenously  or  by  mouth. 

3.  Virtual  freedom  from  gastric  up- 
sets and  untoward  side  effects. 

4.  Uniform,  rapid  absorption  and  ac- 
tion, determinable  by  the  clock. 

5.  Active  principle  indorsed  by  lead- 
ing cardiologists. 


Extraneous  substances  and  their  un- 
toward side  effects,  so  common  with 
the  use  of  crude  preparations,  are  vir- 
tually eliminated  by  prescribing  Digi- 
taiine Nativelle,  the  chief  active  prin- 
ciple of  digitalis. 


Rapid  Dicitalization  ...  1.2  mg.  in 
equally  divided  doses  of  0.6  mg.  at 
three-hour  intervals. 


Maintenance:  0.1  or  0.2  mg.  daily 
depending  upon  patient’s  response. 


Change-over:  0.1  or  0.2  mg.  of  Digi- 
taiine Nativelle  may  advantageously 
replace  present  maintenance  dosage 
of  0.1  gm.  or  0.2  gm.  of  whole  leaf. 

For  faster,  uniform  action  with  less  “reac- 
tion”. . . prescribe  Digitaiine  Nativelle. 


Supplied  through  all  pharmacies  in 
0.1  mg.  pink  tablets  and  0.2  mg.  white 
tablets  — in  bottles  of  40  and  250.  In 
ampules  of  0.2  mg.  (1  cc.)  and  0.4 
mg.  (2  cc.)—  in  packages  of  6 or  50. 


Dieitaline  Nativelle 


. . . active  glycoside  of  digitalis  purpurea  ( digitoxin ) 


VARICK  PHARMACAL  CO.,  INC.  ( Division  of  E.  Fougera  & Co.,  Inc.)  75  Varick  St.,  New  York,  N.  Y. 


the  psychology  of 


a good  tonic 


For  the  elderly  patient,  the  benefit  of  a 
good  tonic  is  not  entirely  limited  to  its 
tone-restoring  and  appetite-stimulating  effects. 

Most  physicians  know  how  much  the  little  ritual 
of  taking  each  pre-meal  dose  of  Eskay’s 
Theranates  can  brighten  "the  endless,  daily, 
dull  routine”  of  the  elderly  patient’s  life. 

And — of  great  importance — "his  tonic”  is  an 
ever-present  symbol  of  the  reassuring  and 
comforting  fact  that  he  is  "in  the  care 
of  his  physician.” 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Each  adult  dose,  2 fluid  drams  (2  teaspoon  fuls). 


contains: 

Alcohol 10  per  cent 

Vitamin  Bi  (thiamine  hydrochloride) 

(250  U.S.P  Units) 0.75  mg. 

Strychnine  glycerophosphate, 

anhydrous 1/64  grain 

Sodium  glycerophosphate  ....  2 grains 

Calcium  glycerophosphate  ....  2 grains 

Phosphoric  acid,  75% 1.7  minims 


Available  in  12  fl.  oz.  bottles. 

Eskay’s  Theranates 


The  formula  of  famous  Neuro  Phosphates 
plus  Vitamin  Bx. 
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Schieffelin 

enzestro 


(p.hydroxyphenyl)  -3-ethyl  hexane) 


Schieffelin  & Co 

Pharmaceutical  and 
Research  Laboratories 
20  Cooper  Square, 
New  York  3,  N.  Y. 


Schieffelin  BENZESTROL 
is  available  for  oral, 
parenteral  and  intravaginal 
administration. 

Literature  and  samples 
upon  request. 


THE  SEN  AT  O R HOTEL 

SOUTH  CAROLINA  AVENUE  ATLAN-|-|C  CITY,  N.  J. 
JUST  OFF  BOARDWALK 

INTRODUCES 

Its  New  Scientific 
Sun  Room 

Providing  the  Benefits 

of  Synthetic  Sunlight 

THIS  first  commercial  installa- 
tion of  its  kind  combines — under 
glass  roof  and  walls  infrared 
heat  lamps,  a new  type  of  ultra- 
violet mercury  arc,  and  R.  S.  re- 
flector sunlamps  to  duplicate  the 
light,  both  infrared  and  ultraviolet, 
that  produces  the  radiant  warmth 
and  benefit  of  natural  sunshine. 
Ideal  for  post-operative  recuper- 
ation and  convalescence. 

ORLO  A.  BARTHOLOMEW,  President  EUGENE  C.  ANE,  Manager. 

Telephone  Atlantic  City  5-2206 


All  members  of  the  medical  profession  are  cordially  invited 
to  inspect  this  new  room. 

Other  facilities  for  physio-therapy  treatment  are  available. 
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A new  sedative-hypnotic 
. . . not  a barbiturate 

i Presidon,  a new  quick-acting, 

’ mild  sedative-hypnotic  for  insomnia 

; and  nervous  tension,  is  a pvridine 

i derivative  chemicallv  different  from 

i the  barbiturates,  bromides  and  ureides. 

I 

Therapeutically  it  differs  in  the  low 
i incidence  of  usual  bv-effects.  Clinical 

I J 

i trials  show  that  needed  relaxation 

i 

I or  sleep  is  obtained  without  likelihood 

i of  drowsiness  on  awakening, 

"hangover,”  excitation  or  headache. 
Available  in  scored  0.2  Gm  tablets, 

' bottles  of  20  and  100. 


HOFFMANN-LA  ROCHE  INC.  • NUTF.EY  10  • N.  J. 


I 

'Roche' 


Presidon  T.M.—  Presidon 

Presidon  ( brand  of  pyrithyldione)  is 
3,3-dielhyl-2,4-dioxotetrnhydropyridine. 


I 

\ 

1 


Edrisal  is  a significant  advance  over  ordinary 
analgesics — it  is  the  only  analgesic  containing 
Benzedrine*  Sulfate , the  rational  anti-depressant. 

Thus  Edrisal,  besides  relieving  pain  promptly, 

also  brightens  your  pain-depressed  patient’s  mood. 

No  wonder  so  many  physicians  find  Edrisal 

highly  effective  in  a wide  range 

of  conditions  characterized  by  pain, 

and  by  the  depression  that 

almost  always  accompanies  pain. 

Each  Edrisal  tablet  contains  acetylsalicylic  acid  (2.5  gr.), 
phenacetin  (2.5  gr.),  and  'Benzedrine’  Sulfate  (2.5  mg.). 

For  samples  and  full  information,  write  us  at 
435  Arch  St.,  Philadelphia  5,  Pa. 

*T.M.  Reg.  U.S.  Pat.  Off.  for 
racemic  amphetamine  sulfate,  S.K.F. 

Smith,  Kline  & French  Laboratories, 

Philadelphia 


its  dual  action  relieves  pain,  lifts  mood 


EFFECTIVE 

PRESCRIPTIONS 

IN 

Penicillin  /,  000, 000  uniti 

SULFADIAZINE  with 
SODIUM  LACTATE  Fn 

luMliL.4.  jjl.  Jttt  (90  CC.j  T 
H>i(f. 

One  taJjdeA/pXfO^jul  fy  4 k. 
pyi  2 dated,  then  jt  9 k. 

PPkake  w-eli 


• Pneumonia 

• Empyema 

• Septicemia 

• Meningitis 

• Otitis  Media 

• Mastoiditis 

• Sinusitis 


Penicillin  /,  000, 000  uaik 

SULFA-LACTATE  CO. 

him  9-^  w (90  cc.) 
<znd  in 

^*9’  ®ne  9 U. 

it0'1  99  denied  then  cfr.  i/  h 
£haJze  WLell 


A one  dram  dose  in  either  of  the  foregoing  Rx's 
provides  over  55,000  units  of  penicillin,  0.5  grams 
(7.7  grains)  sulfas,  plus  1 .5  grams  (22  grains)  sodium 
lactate. 

no  coined  names  . . . specity  ( MRT 

*U.  S.  Patent  No.  2,460,437.  m 

literature  and  samples  on  request 


MRT 


original  contributions  by  MARVIN  R.  THOMPSON,  INC. 

STAMFORD,  CONNECTICUT 
SERVICE  TO  MEDICINE 
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a ige  Description 


Dosage :Two  teaspoonfuls  of  Gelusil* 
Antacid  Adsorbent  (liquid)  or  two 
Gelusil*  tablets  may  be  given  between 
meals  as  often  as  necessary  to  relieve 
symptoms  of  hyperacidity  and  promote 
recovery.  Gelusil*  tablets  are  par- 
ticularly adaptable  for  the  ambulant 
patient. 


Package  Information 

Gelusil*  Antacid  Adsorbent  is  supplied  in 
bottles  containing  6 and  12  duiaounces. 
Gelusil*  Antacid  Adsorbent  tablets  ate  sup- 
plied in  bottles  of  50.  100  and  1000. 


Patients  with  stomach  disorders  are  generally  squeamish  about 
their  foods  or  medicines.  Your  patient’s  battle  is  half  won  if  he 
can  look  forward  with  pleasant  anticipation  to  ’taking  his  medicine’ 
instead  of  being  upset  or  annoyed  at  the  prospect.  With  the  obstacle 
of  objectionable  taste  eliminated  and  the  patient  in  the  proper  frame 
of  mind, the  ameliorative  action  of  pleasant-tasting  Gelusil*  Antacid 
Adsorbent  is  consequently  enhanced.  Relief  is  almost  immediate 
with  Gelusil*  Antacid  Adsorbent  and  unlike  ordinary  alumina  gels, 
it  leaves  the  patient  practically  free  of  constipating  after-effects. 

Indications:  Gelusil*  Antacid  Adsorbent  is  indicated  for  the 
relief  of  gastric  hyperacidity  resulting  from  dietary  indiscretions, 
nervous  or  emotional  disturbances,  food  intolerances  or  in  peptic 
ulcer  therapy. 
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"The  intraderm  solutions  have  a singular  advantage  over  other 
topical  applications  in  that  they  are  simple  to  apply  and  there 
is  a notable  absence  of  messiness.  There  can  be  little  doubt 
that  these  features  contribute  materially  to  the  success  of  this 
method.  Patients  who  usually  object  to  the  messiness  of  other 
preparations  are  more  cooperative  with  the  intraderm  regime.”1 

1.  Grinnell,  E.:  Journal-Lancet  68:  121  (1948). 


INTRADERM® SULFUR  SOLUTION 


Skin  - Penetrant 


Provides  the  dermatologic  benefits  of  sulfur  in  a unique  skin- 
penetrating  vehicle  which  carries  the  medication  to  the  site  of  the 
disturbance,  diffusing  through  the  affected  cutaneous  structures.2 

2.  MacKee,  G.  M.;  et  al.:  J.  Invest.  Dermat.  6:  43  (1945). 

INTRADERM  SULFUR  is  supplied  in  30-cc.  bottles  . . . available 
through  all  prescription  pharmacies. 
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Editorials 

The  Annual  Meeting,  1949 


This  year  it  is  more  than  ever  necessary 
for  all  physicians  who  can  do  so  to  plan  to 
attend  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  at  the  Hotel 
Statler,  Buffalo,  May  2 to  6.  The  House  of 
Delegates  will  have  matters  of  grave  concern 
to  all  practitioners  of  medicine  to  consider 
and  to  decide  rightly  so  that  the  public  inter- 
est and  the  future  of  medical  practice  in  this 
country  Mill  be  conserved. 

The  American  Medical  Association,  with 
its  component  state  and  county  medical 
societies  and  the  individual  physicians  com- 
posing them,  is  responsible.  It  is  responsible 
to  the  citizens  for  the  best  system  of  medical 
education  and  practice  that  exists  anywhere. 
It  is  responsible  to  the  citizens  to  maintain 
the  excellence  of  that  system.  This  respon- 
sibility is  now  challenged.  The  right  of  the 
American  Medical  Association  to  inform  the 
citizens  by  every  legal  means  of  communica- 
tion of  the  excellence  of  the  system  of  prac- 
tice it  has  created  is  challenged.  Voluntary 
support  of  this  objective  is  challenged  by  a 
few  individuals  and  some  county  societies. 


The  American  way  is  being  challenged, 
undermined  subtly  by  those  who  would 
wreck  it  through  sowing  discord  and  dissen- 
sion so  that  they  might  reap  the  tawdry  har- 
vest of  insurrection.  It  is  time  and  past 
time  for  those  physicians,  who  value  the 
merits  of  orderly  evolution  in  medical  educa- 
tion and  practice  to  which  they  and  the 
people  of  the  nation  are  indebted  for  the 
quality  of  the  training  they  now  enjoy  and 
the  privilege  of  using  it  in  freedom,  to  lend 
their  heads  and  hands  to  preserve  it  and  ad- 
vance it.  Attend  your  professional  meet- 
ings, stand  up  and  be  counted.  Your  repre- 
sentatives in  the  House  of  Delegates  need  the 
support  and  allegiance  of  everyone  who  can 
attend  the  Annual  Meeting. 

Much  care  and  thought  has  gone  into  the 
plans  for  the  Annual  Meeting,  the  Teaching 
Day  and  scientific  programs,  the  annual 
banquet,  and  the  scientific  and  technical 
exhibits. 

Dr.  Morris  Fishbein,  editor  of  the  Journal 
of  the  American  Medical  Association,  will  be 
the  guest  speaker  at  the  banquet  on  Wednes- 
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day,  May  4.  A panel  discussion  on  “Medi- 
cal Care  Insurance”  and  a symposium  on 
“Adult  Heart  Disease”  will  be  included  in 
the  Teaching  Day  program  on  Tuesday, 
May  3.  The  General  Sessions  program  will 
present  a symposium  on  “Control  of  Pain” 
and  one  on  “Surgical  Treatment  of  Heart 
Disease.” 

Of  special  interest  will  be  the  Fracture 
Conference  planned  for  the  Section  on  Ortho- 
pedic Surgery,  the  panel  discussion  on 


“Medical  and  Surgical  Problems  of  the 
Aged”  at  the  joint  meeting  of  the  Sections 
on  Medicine  and  Surgery,  and  the  sym- 
posium on  “Rehabilitation”  in  the  Session  on 
Physical  Medicine. 

All  parts  of  the  program  will  be  of  signifi- 
cance, and  this,  plus  the  vital  discussions 
facing  the  House  of  Delegates,  makes  your 
attendance  at  the  1949  convention  of  the 
Medical  Society  of  the  State  of  New  York  an 
important  item  on  your  calendar. 


Current  Editorial  Comment 


Acute  Total  Body  Radiation  Illness. 

Casualties  of  atom  bomb  explosions  may 
be  grouped  in  three  classes:  (1)  those  with 
lethal  doses,  death  within  a month  (some- 
times suddenly  between  the  fourth  and 
tenth  days)  being  due  to  ionizing  radiation 
alone;  (2)  those  in  the  intermediate  dose 
range,  some  with  a chance  of  survival,  and 
(3)  sublethal  dose  range,  no  deaths  resulting 
solely  from  the  effects  of  radiation.1  In 
this  group,  the  most  important  injuries 
are  flash  burns.  The  critical  problem  is  the 
quick,  accurate  segregation  of  casualties 
into  those  three  categories  on  the  basis  of 
the  amount  of  radiation  received.  This 
cannot  be  done  clinically,  but  only  by 
developing  an  easily  read  casualty  dosim- 
eter that  can  be  distributed  to  the  whole 
population. 

Lethal  exposures  are  followed  by  nausea, 
vomiting,  and  malaise  within  a few  hours, 
then  a latent  period,  followed  by  the  ter- 
minal stage.  With  lesser  exposures,  all 
intervals  are  lengthened,  the  milder  symp- 
toms and  increased  percentage  of  recoveries 
being  inversely  proportional  to  the  dosage 
of  radiation.  A guide  to  the  symptoms  and 
treatment  is  found  in  the  susceptibility 
of  all  tissues  of  the  body  to  the  effects  of 
ionizing  radiation.  Increasing  resistance 
is  in  the  following  order:  (1)  lymphocytes, 
(2)  erythroblasts,  (3)  germinal  epithelium 
of  the  testicles,  (4)  myeloblasts,  (5)  epithe- 
lium lining  of  base  of  gastrointestinal 
crypts,  (6)  germinal  cells  of  the  ovary, 
(7)  basal  layer  of  the  skin,  (8)  connective 
tissue,  (9)  bone,  (10)  liver,  (11)  pancreas, 

1 Cronkite,  E.  P.,  and  Chapman.  W.  H.:  Mil.  Surgeon 
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(12)  kidney,  (13)  nerve,  (14)  brain,  and 
(15)  muscle. 

The  most  sensitive  to  irradiation  are  the 
immature  proliferating  cells.  On  that  basis 
the  predominating  injury  is  to  the  blood 
cells,  gastrointestinal  system,  reproductive 
organs,  and  the  skin.  It  follows  naturally 
that  there  will  be  failure  of  hematopoiesis, 
the  development  of  agranulocytic  infections 
overwhelming  bacterial  invasion,  extensive 
hemorrhages  and  petechiae,  ulcerative  en- 
teritis, and  intractable  diarrhea. 

The  desirable  clinical  laboratory  tests 
are  almost  too  numerous  to  accomplish. 
The  most  valuable  relate  to  the  blood  and 
include  white  cell  and  differential  counts, 
direct  eosinophil  counts,  red  cell  and  plate- 
let counts,  determination  of  hemoglobin, 
hematocrit,  reticulocyte  levels,  capillary 
fragility,  and  blood  clotting  times.  Also 
important  are  17-ketosteroid  excretion, 
bacteriologic  studies,  particularly  of  the 
blood  and  urine,  and  tests  of  kidney  func- 
tion. 

General  treatment  must  include  com- 
plete rest,  control  of  environmental  tem- 
perature, mild  sedation,  high  protein  diet, 
scrupulous  nursing  care,  and  meticulous 
asepsis.  The  most  important  therapeutic 
measures  are  the  prophylactic  use  of  peni- 
cillin and  transfusions  with  fresh  whole 
blood.  Fluids  and  electrolytes  should  be 
given  in  amounts  adequate  to  maintain  a 
minimum  daily  excretion  of  1,000  cc.  of 
urine.  Those  measures  rest  on  a solid 
foundation  of  clinical  experience  and  some 
animal  experiments.  Other  treatment  with 
drugs  and  vitamins  has  no  experimental 
basis  and  is  symptomatic. 


The  President1  s Page 


Ex-President  Hoover,  a short  time  ago,  in  praising  the 
common  man,  stated  that  when  the  latter  is  in  real  need  to 
build  his  home,  to  protect  his  property,  to  care  for  him  and 
his  family  when  ill,  he  seeks  an  uncommon  man,  uncommon 
in  his  skills,  in  his  integrity,  and  in  his  knowledge. 

The  modern  physician  is  just  such  an  uncommon  man. 
The  problem  is  to  so  distribute  these  men  throughout  the 
country  that  the  supply  will  be  approximate  to  the  demand. 

The  A.M.A.  has  been  the  prime  factor  in  producing  these 
men.  Fifty  years  ago  medical  education  in  the  United 
States  was  in  a chaotic  condition.  Because  of  its  untiring 
efforts,  of  its  far-seeing  planning,  of  its  formulation  of  stand- 
ards in  buildings,  equipment,  in  the  intellectual  content  of 
the  curriculum,  in  its  insistence  on  clinical  teaching,  in  all 
of  these,  plus  eternal  vigilance  and  stimulation,  the  A.M.A. 
now  looks  with  satisfaction  on  the  finished  product  of  its 
work — the  uncommon  doctor. 

It  ill  deserves  the  criticism  aimed  at  it  by  certain  public  figures,  and  least  of  all  that 
of  any  physician ; for  the  latter,  in  the  last  analysis,  is  what  he  is  because  of  the  ideals  and 
standards  initiated  by  his  physician  mother,  the  A.M.A. 

Years  ago  a small  percentage  of  the  qualified  graduates  in  medicine  undertook  to  care 
for  certain  limited  portions  of  the  body.  They  were  called  specialists,  and  served  a very 
useful  function.  They  still  do,  but,  in  recent  years,  this  trickle  of  men  has  become  a flood. 

In  my  own  county  of  about  500,000  population,  75  per  cent  of  the  physicians  are  special- 
ists. At  an  evening  meeting  of  a county  society  which  I attended  recently,  seven  new  mem- 
bers were  admitted.  Six  were  specialists.  This  situation,  in  my  opinion,  is  fast  becoming 
preposterous  and  dangerous  to  the  welfare  of  the  specialists  themselves,  as  well  as  making  it 
extremely  difficult  properly  to  use  our  medical  manpower  to  serve  all  the  people. 

The  specialist,  dependent  as  he  is  on  the  hospital  to  function,  and  lacking  maneuverabil- 
ity to  live  under  adverse  economic  conditions,  could  easily  become  the  employe  of  the  hos- 
pital trustees;  at  least  the  needed  few  could. 

A graduate  of  a modern  medical  school,  after  two  years  of  well-planned  internship, 
which,  in  addition  to  the  standard  disciplines,  should  include  the  diagnosis  and  treatment  of 
functional  nervous  disorders,  should  be  able,  with  a few  aids,  to  diagnose  and  treat  85  per  cent 
of  the  patients  who  seek  his  counsel.  If  we  are  not  careful  we  will  soon  have  85  per  cent  of 
the  physicians  as  specialists  to  treat  the  15  per  cent  of  patients  who  need  them. 

If  the  records  of  the  great  number  of  tests  found  to  be  normal  and  the  special  examina- 
tions listed  as  negative  could  be  removed  from  our  hospital  charts,  it  would  at  least  reduce 
their  weight.  There  is  a suspicion  that  a well-trained  general  practitioner  would  not  have 
ordered  a large  percentage  of  them  in  the  first  place.  Are  examinations  that  are  financially 
depleting  and  physically  exhausting  routinely  necessary  for  competence? 

This  whole  question  is  but  one  item  in  the  over-all  adequacy  of  medical  care  which  we 
are  endeavoring  to  give  the  American  people  at  a cost  they  can  afford  to  pay.  Speaking 
for  our  patients,  I say  they  can  ill  afford  a flood  of  inadequately  trained  physicians  to  fill  a gap. 

Several  ideas  have  been  advanced  to  remedy  the  condition:  That  the  training  of  spe- 
cialists be  a function  of  medical  school  hospitals  only,  that  voluntary  hospitals  give  only  a 
two-  or  three-year  residency  in  general  practice,  that  general  practitioners  be  a definite 
entity  in  our  hospitals,  that  specialists  be  able  to  function  in  more  than  one  capacity. 

The  problem  of  furnishing  the  entire  population  with  adequate  medical  care  by  un- 
common men  needs  constant  study  by  those  whose  intellectual  curiosity  has  not  atrophied. 
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Parenteral  Nutrition,  IV — Electrolyte  and  Water  Deprivation 


In  the  last  issue  the  physiology  of  elec- 
trolytes and  water  was  discussed.  To  avoid 
confusion,  the  symptoms  and  signs  of  dehy- 
dration states  were  not  included.  The  pres- 
ent discussion  is  concerned  with  the  symp- 
tom ology  of  electrolyte  and  water  depriva- 
tion as  observed  in  animals  and  man  and  with 
the  limitation  of  laboratory  aids  in  differen- 
tial diagnosis. 

Dehydrations 

There  are  two  pure  types  of  dehydration — 
one  results  from  water  privation  alone,  the 
other  occurs  directly  as  a result  of  salt  loss 
when  water  intake  is  adequate.  Pure  states 
of  dehydration,  however,  are  seldom  encoun- 
tered, and  thus  the  clinician  usually  is  faced 
with  a loss  of  both  electrolytes  and  water. 
Because  it  is  important  to  know  which  of 
these  components  comprises  the  major 
deficit,  the  physician  should  recognize  that 
this  differentiation  is  a difficult  problem 
which  is  made  more  complex  by  the  limita- 
tions of  many  of  the  recommended  quick 
aids  to  diagnosis.  The  reports  of  investiga- 
tors observing  symptoms  and  signs  of  the 
pure  types  of  dehydration  have  emphasized 
certain  characteristics  in  the  clinical  pat- 
terns.1-4 

Water  Privation  Alone. — When  water 
depletion  occurs  by  itself,  thirst  and  diffi- 
culty in  swallowing  appear  early.  There  is 
sharp  diminution  in  urine  volume  brought 
about  by  reabsorption  of  water  by  the  kidney 
tubules  until  urine  volume  has  reached  a 
minimum  and  urine  concentration  is  maxi- 
mum. The  facies  become  pinched  and  pale 
and  a characteristic  cyanosis  appears  around 
the  mouth.  The  serum  sodium  and  chloride 
levels  rise,  as  does  the  blood  urea.  Water  is 
drawn  from  the  cells.  With  these  changes  in 
solute  concentration,  the  osmotic  pressure  of 


the  body  becomes  greater.  It  is  believed  the 
increased  osmotic  pressure  of  the  cells  is  the 
mechanism  causing  death  when  water  dep- 
rivation is  fatal.  The  fluid  loss  is  diffuse, 
but  the  larger  part  comes  from  the  intra- 
cellular compartment.  Only  slight  changes 
in  the  hematocrit  occur. 

Correction  of  acute  water  dehydration  is 
made  by  the  therapeutic  use  of  water  alone 
or  in  combination  with  glucose.  The  anti- 
dehydrating  effect  of  glucose  is  considerable 
because  it  contributes  the  water  produced 
through  its  oxidation  and,  by  sparing  pro- 
tein, saves  the  expenditure  of  water  which 
otherwise  would  be  used  to  excrete  urea.5,6 
When  thirst  is  relieved,  hydration  is  usually 
adequate  and  further  administration  of 
water  is  not  required.  It  seems  well  estab- 
lished that  thirst  does  not  seem  to  originate 
in  dryness  of  the  oral  mucosa.  As  reported 
by  Peters,  there  is  much  evidence  that  this 
sensation  is  related  to  the  water  content  of 
the  body  cells.4  However,  if  dehydration 
has  resulted  in  loss  of  power  of  the  kidneys 
to  concentrate,  and  the  blood  urea  rises  in 
spite  of  adequate  water  intake  and  normal 
urine  volume,  the  administration  of  large 
amounts  of  water  to  raise  the  urine  volume 
two  to  three  times  normal  is  good  therapy 
providing  the  kidney  can  excrete  water.6 
By  coordinating  the  symptom  of  thirst,  water 
intake  as  obtained  in  the  history,  and  degree 
of  dryness  as  observed  from  a physical 
examination,  with  the  specific  gravity  and 
volume  of  urine  and  urea  levels  of  the  blood, 
one  can  determine  how  a patient  recovering 
from  water  dehydration  is  progressing.  The 
importance  of  ascertaining  clinical  progress 
by  appraising  the  results  of  many  simple 
tests  and  observations  rather  than  depend- 
ing on  “rule  of  thumb”  generalizations 
cannot  be  overemphasized. 


740 


April  1,  1949] 


FACTS  ABOUT  NUTRITION 


741 


Salt  Deficiency. — Volunteers  who  take  no 
salt  but  consume  adequate  calories  and  water 
develop  an  interference  with  taste  but  do 
not  experience  severe  thirst.  Where  the 
salt  loss  is  insidious,  weakness,  apathy,  and 
anorexia  appear  and  are  prominent  symp- 
toms.1'3 There  is  a definite  interference 
with  water  metabolism  not  unlike  that  seen 
in  Addison’s  disease,  in  which  diuresis  is 
delayed  after  various  amounts  of  water  have 
been  consumed.  This  water  balance  abnor- 
mality appears  when  the  body  begins  to 
sacrifice  osmotic  pressure  to  maintain  its 
extracellular  fluid  volume  by  retention  of 
water  while  sodium  excretion  continues.3 
Increased  protein  catabolism  results  in  an 
elevated  blood  urea  level.  The  hematocrit 
usually  rises.  When  this  syndrome  is  pro- 
duced rapidly  in  animals  by  injections  of 
glucose  intraperitoneally  and  subsequently 
withdrawing  the  fluid,  a state  resembling 
shock  ensues  with  almost  complete  anuria.4 
Patients  in  salt  depletion  are  reported  to 
have  a “wrinkled  tongue,  sticky  skin,  putty 
muscles  and  soft  eyeballs”  when  extracellu- 
lar fluid  volume  is  reduced  four  to  six  per 
cent  of  body  weight.7 

While  these  symptoms  and  signs  are  the 
direct  result  of  sodium  deficiency,  a state  of 
water  excess  exists  because,  as  mentioned 
above,  the  kidney  will  not  preserve  elec- 
trolyte osmotic  pressure  to  the  total  neglect 
of  the  volume  of  the  extracellular  fluid.  If  a 
patient  in  such  a state  receives  large  quanti- 
ties of  water,  extreme  swelling  of  the  cells 
occurs,  accompanied  by  mild  to  severe  symp- 
toms. Rowntree  has  emphasized  the  fact 
that  various  symptoms  from  headache, 
dizziness,  restlessness,  vomiting,  cramps, 
asthenia,  and  tremors,  to  ataxia,  convul- 
sions, stupor,  and  coma  can  occur  in  this 
state  of  “water  intoxication.”8  Others  have 
called  attention  to  the  possibility  of  abnor- 
mal states  of  pregnancy,  the  toxemia  of 
burns,  and  precipitation  of  epileptiform  at- 
tacks being  caused  from  excess  water.9-11 
There  can  be  no  simple  rule  which  will  sub- 
stitute safely  for  the  history  of  salt  and 
water  intake  and  physical  signs  of  dehydra- 
tion. Unfortunately,  the  concentration 
effect  on  the  protein  masks  the  real  protein 
situation  so  that  the  plasma  protein  concen- 
tration cannot  be  relied  upon  as  a guide  to 
the  degree  of  dehydration;  neither  can  the 


hemoglobin  content  or  the  plasma  chloride 
level.  Abbott  has  shown  that  one  should 
keep  in  mind  the  fact  that  normal  plasma 
sodium,  protein,  chloride,  or  specific  gravity 
values  may  be  encountered  when  a state  of 
dehydration  or  overhydration  exists.  Fur- 
ther, he  warns  that  the  hematocrit  value 
may  be  low,  high,  or  normal  in  shock,  in 
dehydration,  and  in  apparently  normal 
states.  All  these  determinations  may,  at 
times,  indicate  directional  changes  in  dehy- 
dration, but  they  cannot  be  employed  as  a 
quantitative  measure  of  it.5  Therefore,  the 
clinician  whose  judgment  is  based  on  his- 
tory and  physical  examination  findings  will 
not  be  misled  if  some  of  the  laboratory  “rule 
of  thumb”  tests  are  not  in  accord  with  his 
estimation  of  the  water  and  protein  priva- 
tion. Where  facilities  are  available,  plasma 
volume  determinations  will  give  more  ere- 
deuce  to  metabolite  concentration  values  by 
permitting  calculation  of  the  total  amount 
of  these  solutes  in  the  plasma. 

Because  the  kidney  at  times  excretes  large 
amounts  of  albumin  (nephrosis),  in  other 
conditions  sodium  ions  in  excess  (Addison’s 
disease),  and  at  times  loses  its  ability  to  con- 
centrate sodium  and  chloride  during  and 
following  dehydration,  renal  function  must 
be  evaluated  before  ordering  parenteral 
replacement  of  fluids  to  restore  equilibrium 
In  a majority  of  cases,  the  clinician  is  depend 
ent  on  the  ability  of  the  patient’s  kidney 
function  to  restore  normal  equilibrium  after 
the  proper  parenteral  fluid  is  chosen.  If 
poor  kidney  function  prevents  the  excretion 
of  undesirable  ions  in  the  parenteral  fluid,  not 
only  is  restoration  obstructed,  but  serious 
symptoms  are  invited. 

The  constant  flow  of  extracellular  fluid 
into  and  out  of  the  gastrointestinal  tract 
bringing  the  ingesta  there  into  ionic  equilib- 
rium with  blood  plasma  makes  the  loss  of 
intestinal  secretions  through  fistulas,  vomit- 
ing, and  diarrhea  a serious  threat  to  the 
body.4  Losses  from  these  conditions,  while 
involving  both  water  and  salt,  usually  pro- 
duce a state  of  primary  salt  depletion,  the 
symptoms  of  which  are  made  worse  by  the 
loss  of  much  water  (severe  dehydration  acido- 
sis or  alkalosis) , or  by  rapid  over-replacement) 
of  water  (water  iptoxication)Li  The  latter 
(water  excess)  can /be  allayed  by  administer- 
ing hypertonic  saline  in  spit^Riithb  facttKat 
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it  further  swells  the  body  fluids.6  Increased 
plasma  volume  apparently  increases  glomeru- 
lar filtration  which  initiates  diuresis.12,13 

Several  clinical  states  have  been  recog- 
nized which  are  caused  by  abnormal  varia- 
tion of  water  and  the  electrolyte  patterns. 
Whether  these  occur  in  the  area  of  surgery, 
medicine,  or  pediatrics,  the  doctor  respon- 
sible for  restoration  must  make  an  accurate 
appraisal  of  the  kind  and  magnitude  of  the 
disturbance  and  apply  rational  principles  of 
therapy  based  on  an  understanding  of  the 
changing  needs  of  the  case.  Some  of  these 
specific  clinical  conditions  will  be  discussed 
in  the  next  issue. 
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RESOLUTION 

Adopted  by  the  Council  of  the  Medical  Society  of  the  State  of  New  York, 

March  10,  1949 

Whereas,  there  are  now  before  the  Congress  of  the  United  States  several  bills 
embodying  the  principle  of  compulsory  health  insurance  whose  professed  purpose  is  to 
provide  a national  health  insurance  and  public  health  program;  and 

Whereas,  it  has  been  demonstrated  in  other  countries  that  compulsory  health 
insurance  leads  to  the  deterioration  of  standards  of  health,  the  quality  of  medical  care, 
and  the  scientific  medical  facilities  wherever  it  has  been  adopted,  thus  constituting  a 
grave  threat  to  the  maintenance  of  the  present  high  level  of  medical  service  which  in  the 
United  States  has  become  the  best  in  the  world  under  free  enterprise;  and 

Whereas,  compulsory  health  insurance  would  impair  the  relationship  between 
doctor  and  patient,  bring  about  the  control  of  American  medicine  by  a Federal  bureauc- 
racy, entail  an  undetermined  payroll  tax  upon  the  wage  earner  and  a concomitant 
drain  upon  the  general  revenue  of  unspecified  proportions;  and 

Whereas,  an  extension  of  medical  services  to  the  American  people  can  be  pro- 
vided without  the  adoption  of  compulsory  health  insurance  through  the  expansion  of 
facilities,  research,  health  education  and  similar  measures  as  advocated  in  the  12-point 
program  adopted  by  the  American  Medical  Association,  and  the  encouragement  of  vol- 
untary prepaid  medical  care  insurance  plans  which  provide  the  public  the  opportunity 
to  budget  for  the  expenses  of  medical  care  without  dictation  by  the  government; 

Now,  Therefore,  Be  It  Resolved  by  the  members  of  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York: 

1.  That  they  hereby  go  on  record  against  any  form  of  compulsory  health  in- 
surance or  any  system  of  political  medicine  that  is  now  or  hereafter  may  be  introduced 
before  the  Congress  of  the  United  States; 

2.  That  a copy  of  this  resolution  be  forwarded  to  the  President  of  the  United 
States,  to  each  Senator  and  Representative  from  the  State  of  New  York,  and  that  said 
Senators  and  Representatives  be  and  are  hereby  respectfully  requested  to  use  every  ef- 
fort at  their  command  to  prevent  the  enactment  of  such  legislation. 

Leo  F.  Simpson,  M.D.,  President 
Walter  P.  Anderton,  M.D.,  Secretary 


1949  ANNUAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 

May  2 to  6 — Hotel  Statler,  Buffalo 


House  of  Delegates 

The  regular  annual  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order 
at  10:00  a.m.  on  Monday,  May  2,  1949, 
in  the  Ballroom,  main  floor  of  the  Hotel 
Statler,  Buffalo. 

In  accordance  with  Chapter  II,  Section 
3 of  the  revised  Bylaws,  the  House  will  as- 
semble according  to  the  following  schedule: 
Monday,  May  2,  1949,  10 : 00  a.m. 

Tuesday,  May  3,  1949,  9:00  a.m.  and  2:00 

P.M. 

Wednesday,  May  4,  1949,  9:00  a.m. 

At  the  last  adjourned  session  (9:00  a.m., 
Wednesday,  May  4)  the  election  of  officers, 
councilors,  trustees,  and  delegates  will  occur 
in  accordance  with  Chapter  III,  Section  1 of 
the  revised  Bylaws. 

Albert  F.  R.  Andresen,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 


Annual  Meeting 

The  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York  will  be  held 
on  Wednesday,  May  4,  at  7:00  p.m.  in  the 
Ballroom,  Hotel  Statler,  Buffalo. 

Leo  F.  Simpson,  M.D.,  President 
W.  P.  Anderton,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Ballroom,  main  floor  of  the 
Hotel  Statler,  on  Monday,  May  2,  after 
9:P0  a.m.  ; for  members  and  guests  on  the 
17th  floor,  on  Monday,  Tuesday,  Wednes- 
day, and  Thursday,  May  2 to  5,  from  9:00 
a.m.  to  6:00  p.m.,  and  on  Friday,  May  6, 
from  9:00  a.m.  to  2:00  p.m. 


Exhibits 

Scientific  Exhibits  will  be  located  on  the 
mezzanine  floor. 

Technical  Exhibits  will  be  located  on  the 
17th  floor. 

Scientific  Motion  Pictures  will  be  shown 
on  the  17th  floor. 

Teaching  Day 

A special  series  of  lectures,  arranged  by  the 
Council  Committee  on  Public  Health  and 
Education,  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York 
State  Department  of  Health,  will  be  held 
Tuesday,  May  3,  at  9:30  a.m.  and  2:00 
p.m.  in  the  Assembly  Room  on  the  17th 
floor.  See  program  on  page  736. 

Scientific  Sessions 

General  Sessions  will  be  held  on  Wednes- 
day and  Friday  afternoons.  Section  and 
Session  Meetings  will  be  held  on  Wednesday 
morning,  Thursday  morning  and  afternoon, 
and  Friday  morning. 

143rd  Annual  Meeting 

The  Ballroom,  Wednesday,  May  4,  7:00 

P.M. 

Calling  the  Society  to  order  by  the  Presi- 
dent, Leo  F.  Simpson,  M.D. 

Reading  of  the  Minutes  of  the  142nd 
Annual  Meeting  by  the  Secretary,  W.  P. 
Anderton,  M.D. 

The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in  the 
Ballroom,  Wednesday,  May  4,  at  7:00  p.m., 
guest  speakers  to  be  announced. 

Tickets  will  be  available  at  the  registra- 
tion desk  on  the  17th  floor. 

The  Woman’s  Auxiliary 

See  page  745  for  the  program. 
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TEACHING  DAY 


Arranged  by 

the  Council  Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York 

Charles  D.  Post,  M.D.,  Syracuse,  Acting  Chairman 
George  Baehr,  M.D.,  New  York  City 

and  the 

State  of  New  York  Department  of  Health 

Herman  E.  Hilleboe,  M.D.,  Albany,  Commissioner 
I.  Jay  Brightman,  M.D.,  Albany 


Tuesday,  May  3,  1949 

Assembly  Room,  17th  Floor 
Charles  D.  Post,  M.D.,  Syracuse,  Presiding 


9:30  a.m. 

1.  Prevention  of  Malpractice  Law  Suits 

William  F.  Martin,  Esq.,  New  York  City, 
Counsel  of  the  Medical  Society  of  the  State  of 
New  York 

2.  Britain’s  Medical  Experiment:  One  Year 
Later 

William  Alan  Richardson,  Rutherford,  New 

Jersey,  Editor,  Medical  Economics 

3.  Panel  Discussion — Medical  Care  Insur- 
ance Plans 

A.  H.  Aaron,  M.D.,  Buffalo,  Moderator, 
Chairman  Subcommittee  on  Medical  Expense 
Insurance 

Chas.  Gordon  Heyd,  M.D.,  New  York  City, 
President,  United  Medical  Service 
Carlton  E.  Wertz,  M.D.,  Buffalo,  President 
Western  New  York  Medical  Plan 
Charles  S.  Lakeman,  M.D.,  Rochester,  Chair- 
man, Public  Relations  Committee,  Monroe 
County  Medical  Society 

Each  lecture  will  be  approximately  thirty  minutes, 
followed  by  general  discussion. 


2:00  p.m. 

Symposium 

ADULT  HEART  DISEASE 

1.  Differential  Diagnosis  of  Rheumatic  and 
Congenital  Heart  Disease  in  Adults 

J.  G.  Fred  Hiss,  M.D.,  Syracuse,  Clinical 
Professor  of  Medicine,  Syracuse  University, 
College  of  Medicine 

2.  Therapeutic  and  Prognostic  Aspects  of 
Coronary  Arterial  Disease 

Clayton  W.  Greene,  M.D.,  Buffalo,  Professor 
of  Medicine,  University  of  Buffalo,  School  of 
Medicine 

3.  Recent  Trends  in  Hypertensive  Heart 

Disease 

Morris  E.  Missal,  M.D.,  Rochester,  Consult- 
ing Cardiologist  to  Eastman  Kodak  Company 

4.  Diagnosis  and  Treatment  of  Peripheral 
Arterial  Disease 

J.  Sutton  Regan,  M.D.,  Buffalo,  Professor  of 
Surgery,  University  of  Buffalo,  School  of 
Medicine 
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Alfred  P.  Ingegno,  M.D.,  Chairman,  Brooklyn 
and 

Chairmen  of  Sections  and  Sessions 


GENERAL  SESSIONS 

Dr.  Ingegno,  Presiding 


The  presentations  at  these  Sessions  will  consist  of  one-half  hour  lectures, 
without  discussion.  The  meetings  will  start  promptly  at  the  hour  speci- 
fied. Members  are  requested  to  be  in  their  seats  at  least  five  minutes  in 
advance  of  the  meeting  time. 


Wednesday,  May  4 — 2 :30  P.M. 

Assembly  Room,  17th  Floor 
Symposium 

The  Control  of  Pain 

. The  Pharmacologic  Action  and  Practical 
Use  of  Analgesic  Agents 

Charles  Solomon,  M.D.,  Director  of  Post- 
graduate Courses  in  Pharmacology  and  Thera- 
peutics, Brooklyn  College  of  Pharmacy,  Long 
Island  University,  Brooklyn 

. Newer  Analgesic  Methods  and  Agents  of 
Value  in  the  Control  of  Pain 

E.  M.  Papper,  M.D.,  Assistant  Professor  of 
Anesthesiology,  New  York  University  College 
of  Medicine;  Assistant  to  Director,  Depart- 
ment of  Anesthesiology,  Bellevue  Hospital, 
New  York  City 

Relief  of  Pain  by  Surgical  Therapy 

E.  Jefferson  Browder,  M.D.,  Professor  of 
Surgery,  Long  Island  College  of  Medicine; 
Director,  Department  of  Surgery,  Long  Island 
College  Hospital,  Brooklyn 

Psychologic  Aspects  of  Pain  Causation  and 
Control 

Stewart  G.  Wolf,  Jr.,  M.D.,  Assistant  Pro- 
fessor of  Medicine,  Cornell  University,  Medi- 
cal College;  Assistant  Attending  Physician, 
New  York  Hospital,  New  York  City 


Friday,  May  6 — 2:00  P.M. 

Niagara  Room — Lower  Lobby 

Symposium 

The  Surgical  Treatment  of  Heart  Disease 

1.  Clinical  Aspects  of  Congenital  Cardiac 
Lesions  Amenable  to  Surgical  Therapy 

Janet  S.  Baldwin,  M.D.,  Assistant  Professor  of 
Pediatrics,  New  York  University  College  of 
Medicine;  Chief  of  Children’s  Cardiac  Clinics, 
Bellevue  Hospital  and  Lenox  Hill  Hospital, 
New  York  City 

2.  Use  of  Cardiac  Catheterization  and  Angio- 
cardiography in  the  Diagnosis  of  Congeni- 
tal Cardiac  Lesions 

Frederick  H.  King,  M.D.,  Adjunct  Physician, 
Mount  Sinai  Hospital,  New  York  City 

3.  The  Surgical  Treatment  of  Certain  Types 
of  Congenital  Heart  Disease  in  Adults 

Arthur  S.  W.  Touroff,  M.D.,  Clinical  Profes- 
sor of  Surgery,  College  of  Physicians  and  Sur- 
geons, Columbia  University;  Attending  Sur- 
geon, Mount  Sinai  Hospital,  New  York  City 

4.  Recent  Advances  in  the  Surgical  Restora- 
tion of  the  Coronary  Circulation* 

Claude  S.  Beck,  M.D.,  Professor  of  Neuro- 
surgery, Western  Reserve  University,  School 
of  Medicine,  Cleveland,  Ohio  (By  invitation) 

* The  A.  Walter  Suiter  Lecture  ....  This 
will  be  the  tenth  lecture  delivered  under  this 
fund. 
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SECTIONS 

All  papers  read  before  t he  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secre- 
tary of  the  Section. 

Discussers  should  have  their  remarks  typed,  double-spaced,  and  should 
hand  them  to  the  Secretary. 

Time  limits:  Twenty  minutes  for  each  paper,  five  minutes  for  individual 
discussion. 

Section  meetings  shall  begin  promptly  at  the  hour  specified.  The  first 
order  of  business  of  the  first  session  of  the  second  day  of  Section  meetings 
shall  be  the  election  of  officers.  “To  participate  in  the  election  of  any  Sec- 
tion, a member  must  be  registered  with  such  Section  and  must  have  recorded 
his  name  and  address  in  the  Section  registry .” — Bylaws,  Chapter  XII,  Sec- 
tion 3. 


Section  on 

ANESTHESIOLOGY 

Chairman John  J.  Buettner,  M.D.,  Syracuse 

Vice-Chairman. ..  Harold  F.  Bishop,  M.D.,  Valhalla 

Secretary 

. . .Frances  A.  Harmatuk,  M.D.,  New  York  City 

Wednesday,  May  4 — 10:00  A.M. 

Parlor  E,  Mezzanine  Floor 

1.  Panel  Discussion 

Obstetric  Anesthesia 

Spinal 

Barnett  A.  Green,  M.D.,  Brooklyn 
Caudal 

Jacob  Herzlich,  M.D.,  Brooklyn 
Inhalation 

Kenneth  G.  Jahraus,  M.D.,  Buffalo 
Obstetrician’s  Viewpoint 

Samuel  Siegler,  M.D.,  Brooklyn 

2.  Clinical  Report  in  Gynecologic  Surgery 

George  H.  Finer,  M.D.,  New  York  City 
Discussion:  Lester  C.  Mark,  M.D.,  New 

York  City  (By  invitation) 

3.  Quantitative  Pharmacologic  Studies  with 
Pentothal 

Lester  C.  Mark,  M.D.,  New  York  City  (By 
invitation) 

E.  M.  Papper,  M.D.,  New  York  City 
E.  A.  Rovenstine,  M.D.,  New  York  City 
Bernard  B.  Brodie,  Ph.D.,  New  York  City 
(By  invitation) 

Discussion:  Merel  Harmel,  M.D.,  Albany  (By 
invitation) 

4.  Prophylactic  and  Therapeutic  Use  of 
Tracheotomy  During  Surgery 

Pascal  Friscia,  M.D.,  Bronx 
Discussion:  Harold  F.  Bishop,  M.D.,  Valhalla 

Thursday,  May  5 — 2:00  P.M. 

Parlor  E,  Mezzanine  Floor 

1.  Panel  Discussion 

Overdose  of  Anesthetic  Agents 

Virginia  Apgar,  M.D.,  New  York  City 
Merel  Harmel,  M.D.,  Albany  (By  invitation) 
Rose  Lenahan,  M.D.,  Buffalo 

2.  Intravenous  Quinidine  for  Control  of 
Acute  Cardiac  Arrhythmias  Under  Anes- 

. thesia 


Vincent  J.  Collins,  M.D.,  New  York  City 
Discussion:  Virginia  Apgar,  M.D.,  New  York 
City 

3.  Recognition  and  Management  of  Circula- 
tory and  Cardiac  Emergencies  During 
Anesthesia 

S.  R.  Masiello,  M.D.,  New  York  City 
A.  A.  Lombardi,  M.D.,  New  York  City 
Discussion:  John  H.  Geckler,  M.D.,  Buffalo 


Section  on 
CHEST  DISEASES 

Chairman Foster  Murray,  M.D.,  Brooklyn 

Secretary ; I 

...  .Samuel  A.  Thompson,  M.D.,  New  York  City 

Thursday,  May  5 — 2:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Mediastinal  Emphysema  with  Spontaneous  i 
Pneumothorax 

Donald  R.  McKay,  M.D.,  Buffalo 
Discussion:  David  Ulmar,  M.D.,  New  York 
City 

2.  Present  Views  on  Streptomycin  Therapy  in  1 
Pulmonary  Tuberculosis 

William  H.  Stearns,  M.D.,  New  York  City 
Discussion:  Nicholas  D.  D’Esopo,  M.D.,  Sun- 
mount  (By  invitation) 

3.  Monaldi  Drainage — A Valuable  Adjunct  in  ‘ 
the  Surgical  Treatment  of  Pulmonary 
Tuberculosis 

Warriner  Woodruff,  M.D.,  Saranac  Lake 

Carl  G.  Merkel,  M.D.,  Saranac  Lake 
Discussion:  Allan  Stranahan,  M.D.,  Albany 

4.  Exact  Diagnosis  of  Pulmonary  Tubercu- 
losis 

Herman  E.  Hilleboe,  M.D.,  Albany 
Discussion:  Nelson  W.  Strohm,  M.D.,  Buffalo 

Friday,  May  6 — 10:00  A.M. 

Niagara  Room,  Lower  Lobby 

1.  Diaphragmatic  Hernia  , 

Herbert  Willy  Meyer,  M.D.,  New  York  City 
Discussion:  John  D.  Stewart,  M.D.,  Buffalo 

2.  Pneumonectomy  for  Tuberculous  Broncho- 
stenosis 
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Edward  N.  Packard,  M.D.,  Trudeau 
Discussion:  George  W.  Wright,  M.D.,  Saranac 
Lake 

3.  Mediastinal  Packing  in  the  Treatment  of 
Esophageal  Varices 

John  H.  Garlock,  M.D.,  New  York  City 
Discussion:  Max  L.  Som,  M.D.,  New  York  City 

4.  Decortication  of  the  Lung  in  Nontraumatic 
Lesions 

Herbert  C.  Maier,  M.D.,  New  York  City 

Walter  W.  Fischer,  M.D.,  New  York  City 
Discussion:  Lew  A.  Hochberg,  M.D.,  Brooklyn 


Section  on 

DERMATOLOGY  AND  SYPHILOLOGY 

Chairman James  W.  Jordon,  M.D.,  Buffalo 

Secretary 

Orlando  Canizares,  M.D.,  New  York  City 

Thursday,  May  5 — 10:00  A.M. 

Niagara  Room,  Lower  Lobby 

Symposium 

Precancerous  and  Cancerous  Dermatoses  of 
the  Skin 

1.  Precancerous  Lesions  of  the  Skin 

George  C.  Andrews,  M.D.,  New  York  City 

Charles  F.  Post,  M.D.,  New  York  City 

2.  Routine  Management  of  Carcinoma  of  the 
Skin  and  Lips 

Herbert  L.  Traenkle,  M.D.,  Buffalo 

3.  Early  Recognition  of  Possibly  Dangerous 
Nevi  (Moles)  and  the  Best  Procedures  to 
Avoid  Malignant  Melanomas  (Neval  Car- 
cinomas) 

Eugene  F.  Traub,  M.D.,  New  York  City 

4.  The  Problem  of  Plantar  Radiodermatitis 

Royal  M.  Montgomery  M.D.,  New  York  City 

Andrew  H.  Montgomery,  M.D.,  New  York 

City 

Donald  C.  Montgomery,  M.D.,  New  York 

City  (By  invitation) 

Discussion  of  Symposium:  Earl  D.  Osborne, 
M.D.,  Buffalo 

Friday,  May  6 — 10:00  A.M. 

Parlor  E,  Mezzanine  Floor 

1 . Recent  Advances  in  the  Antibiotic  Therapy 
of  Syphilis 

J.  F.  Mahoney,  M.D.,  Stapleton,  Staten 

Island  (By  invitation) 

2.  Five-Day  Ambulatory  Penicillin  Treat- 
ment of  Early  Syphilis 

Norbert  G.  Rausch,  M.D.,  Buffalo 
Discussion  of  papers:  Rudolph  Ruedemann, 

M.D.,  Albany 

3.  Cutaneous  Leishmaniasis:  Reportofa  Case 
and  the  Summary  of  the  Newer  Concepts 

Marvin  Winer,  M.D.,  Buffalo 
Discussion:  Harold  L.  Walker,  M.D.,  Elmira 

4.  A New  Approach  in  the  Treatment  of  Com- 
mon Fungus  Infections  of  the  Skin,  Hair, 
and  Nails 

Frederick  Reiss,  M.D.,  New  York  City 
Discussion:  Shepard  Quinby,  M.D.,  Buffalo 


Section  on 

GASTROENTEROLOGY  AND 
PROCTOLOGY 

Chairman 

Rudolph  V.  Gorsch,  M.D.,  New  York  City 

Vice-Chairman Frank  Meyers,  M.D.,  Buffalo 

Secretary Alfred  M.  Buda,  M.D.,  Brooklyn 

Wednesday,  May  4 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

1.  The  Relation  of  Amebic  Dysentery  to 
Chronic  Ulcerative  Colitis 

Willard  H.  Bernhoft,  M.D.,  Buffalo 
Discussion:  Joseph  Felsen,  M.D.,  New  York 
City 

2.  Papillary  Adenomas  of  the  Rectum 

George  E.  Binkley,  M.D.,  New  York  City 
Charles  J.  Miller,  M.D.,  New  York  City 
Discussion:  Sidney  A.  Gladstone,  M.D.,  New 
York  City 

3.  The  Newer  Antibiotics 

J.  Ruegsegger,  M.D.,  Pearl  River  (By  in- 
vitation) 

Discussion:  Erwin  Neter,  M.D.,  Buffalo 

4.  Aureomycin  in  Lymphogranuloma  Venereum 
and  Granuloma  Inguinale 

Aaron  Prigot,  M.D.,  Forest  Hills 
Discussion:  Arthur  W.  Grace,  M.D.,  Brooklyn 

Thursday,  May  5 — 2:00  P.M. 

Assembly  Room,  17th  Floor 

1.  Present  Status  of  Treatment  of  Chronic 
Ulcerative  Colitis 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn 
Discussion:  John  R.  Paine,  M.D.,  Buffalo; 
John  J.  Maisel,  M.D.,  Buffalo 

2.  Colon  Dysfunction 

Sara  M.  Jordon,  M.D.,  Boston,  Massachusetts 
(By  invitation) 

Discussion:  A.  II.  Aaron,  M.D.,  Buffalo 

3.  Ileojejunitis:  Ultimate  Prognosis 

Burrill  B.  Crohn,  M.D.,  New  York  City 
Discussion:  John  Burke,  M.D.,  Buffalo 

4.  Gastroenteritis  in  Man  Due  to  a Filtrable 
Agent 

Irving  Gordon,  M.D.,  Albany 
Hollis  S.  Ingraham,  M.D.,  Albany 
Robert  F.  Korns,  M.D.,  Albany 
Ray  E.  Trussell,  M.D.,  Albany 
Discussion:  Samuel  Frant,  M.D.,  New  York 
City 

Section  on 

INDUSTRIAL  MEDICINE 
AND  SURGERY 

Chairman 

Christopher  Stabler,  Jr.,  M.D.,  Albanv 

Secretary  

William  P.  Eckes,  M.D.,  New  York  City 

Wednesday,  May  4 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  ClNEPLASTY  AND  ARM  AMPUTEES 

Henry  H.  Kessler,  M.D.,  Newark,  New 
Jersey  (By  invitation) 

2.  Treatment  of  the  Postphlebitic  Syndrome 

S.  Thomas  Glasser,  M.D.,  Now  York  City 
Discussion:  C.  Douglas  Sawyer,  M.D.,  Brook- 
lyn 
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3.  The  Management  of  Traumatic  Injuries  to 
Major  Arteries 

Robert  R.  Linton,  M.D.,  Brookline,  Massa- 
chusetts (By  invitation) 

Discussion:  Clarence  Traver,  M.D.,  Albany 

4.  Sympathectomy  in  the  Treatment  of  Cer- 
tain  Vascular  Lesions 

Gerald  H.  Pratt,  M.D.,  New  York  City 
Discussion:  Harry  Dan  Vickers,  M.D.,  Little 
Falls 

Thursday,  May  5—2:00  P.M. 

Chinese  Room,  Mezzanine  Floor 

1.  Old  Age 

Theodore  G.  Klumpp,  M.D.,  New  York  City 
(By  invitation) 

Discussion:  Carl  Ferdinand  Runge,  M.D., 

Schenectady 

2.  Uses  and  Abuses  of  Physical  Therapy  in  In- 
dustrial Medicine  and  Surgery 

Richard  Kovacs,  M.D.,  New  York  City 
Discussion:  Philip  Forster,  M.D.,  Albany 


Section  on 
MEDICINE 

Chairman Grosvenor  W.  Bissell,  M.D.,  Buffalo 

Vice-Chairman 

Thomas  H.  McGavack,  M.D.,  New  York  City 
Secretary. . . Edwin  W.  Gates,  M.D.,  Niagara  Falls 

Thursday,  May  5 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

Joint  Meeting  with  the  Section  on  Surgery 
(See  Section  on  Surgery) 

Friday,  May  6 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

1.  The  Etiology  of  Poliomyelitis 

Gilbert  Dalldorf,  M.D.,  Albany 
Discussion:  Ernest  Witebsky,  M.D.,  Buffalo 

2.  The  Mechanisms  of  Dyspnea  in  Pulmonary 
Insufficiency 

Robert  Bruce,  M.D.,  Rochester 
Discussion:  Howard  Dayman,  M.D.,  Buffalo 

3.  Metabolic  Aspects  of  Vascular  Degenera- 
tion in  Diabetes  Mellitus 

George  E.  Anderson,  M.D.,  Brooklyn 
Discussion:  Byron  D.  Bowen,  M.D.,  Buffalo 

4.  Uses  and  Abuses  of  Penicillin 

Paul  Bunn,  M.D.,  Syracuse 
Discussion:  David  K.  Miller,  M.D.,  Buffalo 


Section  on 

NEUROLOGY  AND  PSYCHIATRY 

Chairman  . . . Abraham  M.  Rabiner,  M.D.,  Brooklyn 

Secretary 

Theodore  J.  C.  von  Storch,  M.D.,  Albany 

Thursday,  May  5 — 10:00  A.M. 

Fillmore  Room,  Mezzanine  Floor 

1.  Encephalitis  in  Children  with  Electro- 
encephalographic  Changes 

Burton  M.  Shinners,  M.D.,  Buffalo 
Ruth  F.  Krauss,  M.D.,  Buffalo  (By  invitation) 
Betsey  Rochester,  B.A.,  Buffalo  (By  invita- 
tion) 


2.  The  Diagnostic  Significance  of  the  Lange 
Colloidal  Gold  Sol  Curve  in  Multiple 
Sclerosis 

Theodore  J.  C.  von  Storch,  M.D.,  Albany 
Albert  H.  Harris,  M.D.,  Albany 
Tiffany  Lawyer,  Jr.,  M.D.,  Albany 

3.  Neuritis  and  Neuronapathy  in  Industrial 
Medicine 

Orman  C.  Perkins,  M.D.,  Brooklyn 

4.  Cerebral  Apoplexy:  Mechanism  and  Dif- 

ferential Diagnosis 

Harry  M.  Zimmerman,  M.D.,  Bronx  (By  in- 
vitation) 

Friday,  May  6 — 10:00  A.M. 

Fillmore  Room,  Mezzanine  Floor 

Symposium. 

Psychosurgery 

1.  Successes  and  Failures  Following  Frontal 
Lobotomy 

Burness  E.  Moore,  M.D.,  New  Haven,  Con- 
necticut (By  invitation) — For  the  Connecticut 
Lobotomy  Committee 

2.  Thalamotomy 

Neuropsychiatric  Aspects 

Ernest  A.  Spiegel,  M.D.,  Philadelphia, 
Pennsylvania  (By  invitation) 

Surgical  Aspects 

Henry  T.  Wycis,  M.D.,  Philadelphia, 

Pennsylvania  (By  invitation) 

3.  Results  of  Topectomy  in  the  Treatment  of  1 3 
Psychiatric  Conditions 

Robert  G.  Heath,  M.D.,  New  Orleans,  Louisi-  j 
ana  (By  invitation) 

John  J.  Weber,  M.D.,  New  York  City  (By  in- 
vitation) 

J.  Lawrence  Pool,  M.D.,  New  York  City 

4.  Evaluation  of  Psychosurgical  Technics 

Fred  A.  Mettler,  M.D.,  New  York  City  (By  i 
invitation) 

Section  on 

OBSTETRICS  AND  GYNECOLOGY 

Chairman.  . . J.  Thornton  Wallace,  M.D.,  Brooklyn 
Secretary.  . .Joseph  H.  Cornell,  M.D.,  Schenectady  J 

Wednesday,  May  4 — 9:00  A.M. 

Niagara  Room,  Lower  Lobby 

1.  Vesicovaginal  and  Ureterovaginal  Fistula 

Arthur  J.  Wallingford,  M.D.,  Albany 
Discussion:  John  E.  Heslin,  M.D,  Albany 

2.  Placental  Stage  and  Prevention  of  Post-  I 
partum  Hemorrhage 

William  J.  Dieckmann,  M.D.,  Chicago, 
Illinois  (By  invitation) 

Discussion:  Edward  C.  Hughes,  M.D.,  Syra- 
cuse 

3.  Does  There  Remain  a Place  for  Extra- 
peritoneal  Cesarean  Section  in  the  Arma- 
mentarium of  the  Obstetrician? 

William  F.  Nelms,  M.D.,  Brooklyn 
Discussion:  Charles  A.  Gordon,  M.D.,  Brooklyn 

Thursday,  May  5 — 2:00  P.M. 

Fillmore  Room,  Mezzanine  Floor 

1.  Present  Status  of  Counterimmunization  in  i: 
Rh  Sensitization 

Charles  A.  Gwynn,  M.D.,  Syracuse 
Discussion:  Leslie  H.  Tisdall,  M.D.,  Brooklyn  z . 
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2.  Vaginal  Smear  Examination  as  a Diagnostic 
Aid  in  Gynecology 

Locke  L.  Mackenzie,  M.D.,  New  York  City 
Discussion:  Hannah  Peters,  M.D.,  Rochester 

3.  Rupture  of  Granulosa  Cell  Tumors  of  the 
Ovary  with  Intra-Abdominal  Hemorrhage 
(Report  of  Three  Cases) 

W.  G.  French,  M.D.,  Brooklyn 
Discussion:  Samuel  A.  Wolfe,  M.D.,  Brooklyn 

Section  on 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

Chairman 

Darrell  G.  Voorhees,  M.D.,  New  York  City 

Secretary Walter  F.  Duggan,  M.D.,  Utica 

Thursday,  May  5 — 9:00  A.M. 

Parlor  D,  Mezzanine  Floor 
Ophthalmologic  Program 

1.  The  Complications  and  Failures  of  Retinal 
Reattachments 

Ivan  J.  Koenig,  M.D.,  Buffalo 
Discussion:  Loren  P.  Guy,  M.D.,  New  York 
City 

2.  The  Functions  of  the  New  York  State 
Commission  for  the  Blind 

David  F.  Gillette,  M.D.,  Syracuse 
Discussion:  Walter  C.  Mott,  M.D.,  Albany 

3.  Defects  in  the  Visual  Fields  Resulting 
from  Increased  Intracranial  Pressure 

C.  Wilbur  Rucker,  M.D.,  Rochester,  Minne- 
sota (By  invitation) 

Discussion:  John  F.  Gipner,  M.D.,  Rochester 

Friday,  May  6 — 9:00  A.M. 

Georgian  Room,  Mezzanine  Floor 
Otolaryngologic  Program 

1.  The  Postlaryngectomy  Clinic  of  the 
National  Hospital  for  Speech  Disorders  (A 
Statistical  Study  of  300  Patients) 

James  S.  Greene,  M.D.,  New  York  City 
Discussion:  Girard  F.  Oberrender,  M.D.,  New 
York  City;  John  D.  Kernan,  M.D.,  New  York- 
City 

2.  The  Correction  of  Nasal  Deformities  As- 
sociated with  Nasal  Obstruction 

Jay  Dashiell  Whitham,  M.D.,  New  York  City 
Discussion:  Gustave  Aufricht,  M.D.,  New  York 
City 

!.  Deafness  as  It  Occurs  in  the  Various  Age 
Groups 

C.  Stewart  Nash,  M.D.,  Rochester 
Discussion:  Herrmann  E.  Bozer,  M.D.,  Buffalo; 
Greydon  Gill  Boyd,  M.D.,  New  York  City 

Section  on 

ORTHOPEDIC  SURGERY 


'hairman Joseph  D.  Godfrey,  M.D.,  Buffalo 

ecretary Otho  C.  Hudson,  M.D.,  Hempstead 


Thursday,  May  5 — 10:00  A.M. 

Iroquois  Room,  Mezzanine  Floor 

Fracture  Conference 

labert  P.  Dobbie,  M.D.,  Buffalo,  Chairman 
l ank  N.  Potts,  M.D.,  Buffalo 
. Ward  Plummer,  M.D.,  Buffalo 
o Blanco,  M.D.,  Buffalo 


Alfred  V.  Cherry,  M.D.,  Buffalo 
James  P.  Cole,  M.D.,  Buffalo 
Gordon  J.  Culver,  M.D.,  Buffalo 
Joseph  Dziob,  M.D.,  Lackawanna 
Russell  B.  Erickson,  M.D.,  Buffalo 
John  Kohl,  M.D.,  Buffalo 
Joseph  E.  MacManus,  M.D.,  Buffalo 
George  H:  Marcy,  M.D.,  Buffalo 
Vincent  D.  Moran,  M.D.,  Buffalo 
Benjamin  E.  Obletz,  M.D.,  Buffalo 
Harlan  G.  Vowinkel,  M.D.,  Buffalo 
Joseph  D.  Godfrey,  M.D.,  Buffalo 

Friday,  May  6 — 10:00  A.M. 

Parlors  A and  B,  Mezzanine  Floor 

1.  Treatment  of  Comminuted  Colles’  Frac- 
tures by  Ulnar  Styloid  Resection 

Carl  F.  Freese,  M.D.,  Hempstead 

2.  Radiologic  Interpretation  of  Osseous  Le- 
sions in  Children 

G.  N.  Scatchard,  M.D.,  Buffalo 

3.  Management  of  Fractured  Femurs  in 
Children 

Frank  N.  Potts,  M.D.,  Buffalo 
Discussion:  William E.  Gazely,  M.D.,  Schenec- 

tady 

4.  The  Cerebral  Palsies:  Classification, 

Diagnosis,  and  Treatment 

William  D.  Dugan,  M.D.,  Buffalo 
Discussion:  Mark  R.  Harwood,  M.D.,  Syracuse 

5.  Primary  Care  of  Injured  Hands 

J.  Harold  Couch,  F.R.C.S.,  Toronto,  Ontario, 
Canada  (By  invitation) 

Discussion:  F.  L.  Liebolt,  M.D.,  New  York 
City 

Section  on 

PATHOLOGY  AND  CLINICAL 
PATHOLOGY 

Chairman 

Victor  W.  Bergstrom,  M.D.,  Binghamton 

Vice-Chairman 

Arthur  Purdy  Stout,  M.D.,  New  York  City 

Secretary M.  J.  Fein,  M.D.,  New  York  City 

Wednesday,  May  4 — 10:00  A.M. 

Iroquois  Room,  Mezzanine  Floor 

1.  Applications  of  Sponge  Biopsy  for  Cancer 
Diagnosis  in  Office  Practice 

Sidney  A.  Gladstone,  M.D.,  New  York  City 
Discussion:  Alfred  Angrist,  M.D.,  Jamaica: 

Bernard  L.  Cinberg,  M.D.,  New  York  City 

2.  Cytologic  Studies 

A.  B.  Constantine,  M.D.,  Buffalo  (By  in- 
vitation) 

D.  N.  Shaver,  M.D.,  Buffalo  (By  invitation) 
Discussion:  S.  Tannhauser,  M.D.,  Buffalo; 

Charles  F.  Becker,  M.D.,  Buffalo 

3.  Needle  Biospy  of  Liver  in  Alcoholic  Pa- 
tients 

S.  Sanes,  M.D.,  Buffalo 
W.  C.  Chappie,  M.D.,  Buffalo 
Robert  Bahn,  M.D.,  Buffalo  (By  invitation) 
Norman  Chassin,  M.D.,  Buffalo  (By  invita- 
tion) 

Discussion:  Kornel  L.  Terplan,  M.D.,  Buffalo 

4.  Dissecting  (Intramural)  Diverticulitis 

Samuel  E.  Cohen,  M.D.,  Elmira 
Discussion:  Milton  G.  Bohrod,  M.D.,  Roches- 
ter; Alfred  P.  Tngegno,  M.D.,  Rrooklyn 
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Thursday,  May  5 — 2:00  P.M. 

Iroquois  Room,  Mezzanine  Floor 

1.  Ball  Thrombus  of  Ascending  Aorta,  with 
Slow  Occlusion  of  the  Innominate,  Carotid, 
and  Subclavian  Arteries 

Siegfried  Tannhauser,  M.D.,  Buffalo 

2.  Fibroids  in  Pregnancy 

A.  V.  Postoloff,  M.D.,  Buffalo 
S.  Sanes,  M.D.,  Buffalo 
Discussion:  Clyde  L.  Randall,  M.D.,  Buffalo 

3.  Anthracosilicosis:  Disparity  Between 

Chemical  Findings  and  Histologic  Changes 

Fred  Preuss,  M.D.,  Batavia 

4.  The  Toxicology  Laboratory  and  Its  Im- 
portance to  the  Community 

N.  Klendshoj,  M.D.,  Buffalo 
M.  Feldstein,  M.D.,  Buffalo  (By  invitation) 
Discussion:  S.  Sanes,  M.D.,  Buffalo;  Abraham 
W.  Freireich,  M.D.,  Malvcrne 

5.  Vaccination  Against  Tuberculosis 

Hugh  M.  Kinghorn,  M.D.,  Saranac  Lake 
Morris  Dworski,  B.S.,  Saranac  Lake  (By  in- 
vitation) 

Discussion:  Ernest  Witebsky,  M.D.,  Buffalo 


Section  on 
PEDIATRICS 

Chairman Thurman  B.  Givan,  M.D.,  Brooklyn 

Vice-Chairman.  . . Jerome  Glaser,  M.D.,  Rochester 

Secretary 

Reginald  A.  Higgons,  M.D.,  Port  Chester 

Thursday,  May  5 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 

1.  Study  of  Child  Health  Services  in  New 
York  State 

Panel  Discussion 

Next  Steps  to  Improve  Child  Health 
Speakers: 

George  M.  Wheatley,  M.D.,  New  York  City, 
Moderator 

John  J.  Bourke,  M.D.,  Albany 
Albert  D.  Kaiser,  M.D.,  Rochester 
Edward  R.  Schlesinger,  M.D.,  Albanj' 

J.  F.  Folley,  Jr.,  D.D.S.,  New  Hartford,  New  York 
(By  invitation) 

2.  Management  of  the  Symptom  Complex  of 
Acute  Poliomyelitis 

Emil  Smith,  M.D.,  Brooklyn 
David  J.  Graubard,  M.D.,  New  York  City 
Discussion:  Irving  J.  Sands,  M.D.,  Brooklyn 

Friday,  May  6 — 10:00  A.M. 

Iroquois  Room,  Mezzanine  Floor 

Panel  Discussion 

The  Diarrheas  of  Infancy  and  Childhood 
Speakers  * 

L.  Emmett  Holt,  Jr.,  M.D.,  New  York  City, 
Moderator 

Katherine  Dodd,  M.D.,  Cincinnati,  Ohio  (By  in- 
vitation) 

William  J.  Orr.,  M.D.,  Buffalo 
Hollis  S.  Ingraham,  M.D.,  Albany 


Section  on 

PUBLIC  HEALTH,  HYGIENE, 
AND  SANITATION 


Chairman Wendell  R.  Ames,  M.D.,  Buffalo 

Vice-Chairman 

William  A.  Holla,  M.D.,  White  Plains 

Secretary F.  E.  Coughlin,  M.D.,  Troy 


Wednesday,  May  4 — 10:00  A.M. 

Fillmore  Room,  Mezzanine  Floor 

1.  Chest  X-ray  Surveys  in  Buffalo  and  Erie 
County 

Miller  H.  Schuck,  M.D.,  Buffalo 

2.  The  Niagara  Falls  Mass  Chest  X-ray 

Survey:  Community  Organization 

Jerauld  A.  Campbell,  M.D.,  Niagara  Falls  (By 
invitation) 

3.  The  Niagara  Falls  Mass  Chest  X-ray 

Survey:  Procedures  and  Results 

William  Siegal,  M.D.,  Albany 
Herman  E.  Wirth  M.D.,  Albany 
Discussion  of  Papers:  Herman  E.  Hilleboe, 

M.D.,  Albany 

Thursday,  May  5 — 2:00  P.M. 

Parlor  D,  Mezzanine  Floor 

1.  Diabetes  Control  in  the  Public  Health 
Program 

Hugh  L.  C.  Wilkerson,  M.D.,  Boston,  Massa- 
chusetts (By  invitation) 

Discussion:  I.  Jay  Brightman,  M.D.,  Albany 

2.  Problem  of  Cerebral  Palsy 

Morton  L.  Levin,  M.D.,  Albany 
I.  Jay  Brightman,  M.D.,  Albany 
Edith  J.  Burtt,  Albany  (By  invitation) 
Discussion:  Hollis  S.  Ingraham,  M.D.,  Albany 

3.  Diarrhea  of  the  Newborn 

Ray  E.  Trussell,  M.D.,  Albany 
Discussion:  Harold  Abramson,  M.D.,  New  York 
City  (By  invitation) 

4.  Immune  Serum  Globulin  in  the  Prophylaxis 
of  Rubella 

Robert  F.  Korns,  M.D.,  Albany 
Discussion:  Morris  Greenberg,  M.D.,  New  York 
City  (By  invitation) 


Section  on 
RADIOLOGY 

Chairman Carlton  F.  Potter,  M.D.,  Syracuse 

Vice-Chairman 

Ramsay  Spillman,  M.D.,  New  York  City 

Secretary E.  Forrest  Merrill,  M.D.,  Rochester 

Thursday,  May  5 — 10:00  A.M. 

Georgian  Room,  Mezzanine  Floor 

Round  Table  Discussion 
Film  Reading  Session 

Interesting  proved  cases  will  be  presented  for  dis- 
cussion. 

Discussion  leaders: 

A.  L.  Loomis  Bell,  M.D.,  Brooklyn,  Chairman 
Ross  Golden,  M.D.,  New  York  City 
Henry  K.  Taylor,  M.D.,  New  York  City 
George  H.  Ramsey,  M.D.,  Rochester 
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Friday,  May  6 — 10:00  A.M. 

Parlor  D,  Mezzanine  Floor 

1.  Social  Trends  Affecting  the  Status  of 
Roentgenology 

Ramsay  Spillman,  M.D.,  New  York  City 
Discussion:  John  J.  Masterson,  M.D.,  Brooklyn 

2.  New  Method  for  Roentgen  Anatomic  Study 
of  the  Skull 

Lewis  E.  Etter,  M.D.,  Pittsburgh,  Pennsyl- 
vania(By  invitation) 

Discussion:  George  H.  Ramsey,  M.D.,  Roches- 
ter 

3.  Carcinoma  of  the  Cervix 

James  P.  Palmer,  M.D.,  Buffalo  (By  invita- 
tion) 

Discussion:  Walter  T.  Murphy,  M.D.,  Buffalo 


Section  on 
SURGERY 

Chairman Dan  Mellen,  M.D.,  Rome 

Secretary  

John  J.  Mulholland,  M.D.,  New  York  City 

Thursday,  May  5 — 10:00  A.M. 

Assembly  Room,  17th  Floor 

Joint  Meeting  with  the  Section  on  Medicine 
Panel  Discussion 

Some  Medical  and  Surgical  Problems  in  the 
Aged 

H.  W.  Lovell,  M.D.,  New  York  City,  Moderator 

1.  The  Gastrointestinal  Tract  in  the  Aged 
Henry  L.  Bockus,  M.D.,  Philadelphia,  Penn- 
sylvania (By  invitation) 

i.  The  Cardiovascular  System  in  the  Aged 

David  Scherf,  M.D.,  New  York  City 

5.  The  Problem  of  Osteoporosis  in  the  Aged 

E.  C.  Reifenstein,  Jr.,  M.D.,  New  York  City 

[.  Fractures  in  the  Aged 

Irwin  E.  Siris,  M.D.,  New  York  City 

i.  Abdominal  Surgical  Emergencies  in  the 

Condict  W.  Cutler,  Jr.,  M.D.,  New  York  City 

■.  Urologic  Disorders  in  the  Aged 

Robert  S.  Hotchkiss,  M.D.,  New  York  City 

Friday,  May  6 — 10:00  A.M. 

Chinese  Room,  Mezzanine  Floor 

. Selection  of  Operation  for  Cancer  of  the 
Lower  Colon  and  Rectum 
Charles  W.  Mayo,  M.D.,  Rochester,  Minne- 
sota (By  invitation) 

Discussion:  John  Burke,  M.D.,  Buffalo 

. Gastric  Malignancy 

John  J.  Morton,  M.D.,  Rochester 
Discussion:  George  T.  Pack,  M.D.,  New  York 
City;  William  A.  Cooper,  M.D.,  New  York  City 

Gastric  Resection  for  Peptic  Ulcer  in  Poor 
id  Risk  Patients 

John  D.  Stewart,  M.D.,  Buffalo 
Discussion:  Stockton  Kimball,  M.D.,  Buffalo; 
Herman  Pearse,  M.D.,  Rochester 


4.  Etiology  and  Surgical  Treatment  of  Pan- 
creatitis 

Henry  Doubilet,  M.D.,  New  York  City 
Discussion:  John  J.  Morton,  M.D.,  Rochester 


Section  on 
UROLOGY 

Chairman 

William  J.  Kennedy,  M.D.,  Gloversville 

Vice-Chairman. . .William  A.  Milner,  M.D.,  Albany 

Secretary 

Robert  S.  Hotchkiss,  M.D.,  New  York  City 


Wednesday,  May  4 — 10:00  A.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Replacement  Lipomatosis  of  the  Kidney 

Franklin  C.  Farrow,  M.D.,  Buffalo 
James  B.  Cross,  M.D.,  Buffalo 
Siegfried  Tannhauser,  M.D.,  Buffalo 
Joseph  T.  Andrews,  M.D.,  Buffalo  (By  in- 
vitation) 

Discussion:  A.  M.  Crance,  M.D.,  Geneva 

2.  Urinary  Sediment  in  the  Diagnosis  of 
Cancer  of  the  Genitourinary  System 

George  N.  Papanicolaou,  M.D.,  New  York 
City  (By  invitation) 

Carl  Schmidlapp,  M.D.,  New  York  City  (By 
invitation) 

Discussion:  Leo  Gibson,  M.D.,  Syracuse 

3.  Importance  of  Pathologic  Classification  in 
the  Prognosis  of  Carcinoma  of  the  Prostate 

N.  C.  Foot,  M.D.,  New  York  City 
G.  A.  Humphreys,  M.D.,  New  York  City 
E.  Craig  Coats,  M.D.,  New  York  City 
Discussion:  Roy  B.  Henline,  M.D.,  New  York 
City 

4.  Interstitial  Cystitis  in  the  Male 

Christopher  Mamonas,  M.D.,  Albany  (By  in- 
vitation) 

John  E.  Heslin,  M.D.,  Albany 
Discussion:  Walter  G.  Hayward,  M.D.,  James- 

town 


Thursday,  May  5 — 2:00  P.M. 

Georgian  Room,  Mezzanine  Floor 

1.  Genitourinary  Symptoms  Due  to  Extrinsic 
Disease  (Chairman’s  Address) 

William  J.  Kennedy,  M.D.,  Gloversville 

2.  Ureterointestinal  Anastomosis  by  Direct 
Elliptic  Connection 

Reed  M.  Nesbit,  M.D.,  Ann  Arbor,  Michigan 
(By  invitation) 

Waite  Bohne,  M.D.,  Ann  Arbor,  Michigan 
(By  invitation) 

Discussion:  Carl  Aberhart,  M.D.,  Toronto, 

Ontario,  Canada  (By  invitation) 

3.  Ectopic  Ureteral  Orifice  in  Children 

Charles  H.  Lynch,  M.D.,  Syracuse  (By  invita- 
tion) 

Discussion:  J.  A.  Benjamin,  M.D..  Rochester 
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SESSIONS 


Session  on 

HISTORY  OF  MEDICINE 

Chairman. . .Richard  A.  Leonardo,  M.D.,  Rochester 

Vice-Chairman 

George  Rosen,  M.D.,  New  York  City 

Thursday,  May  5 — 8:00  P.M. 

Niagara  Room,  Lower  Lobby 

1.  Anson  Jones,  Doctor  and  Diplomat 

T.  Wood  Clarke,  M.D.,  Utica 
Discussion:  Richard  A.  Leonardo,  M.D., 
Rochester 

2.  History  of  Progress  in  the  Field  of 
Ophthalmology  in  the  19th  Century:  Par- 
ticular Reference  to  Contributions  from 
New  York  State 

Eliott  B.  Hague,  M.D.,  Buffalo 
Discussion:  Henry  F.  Balconi,  M.D.,  Rochester 

3.  New  Windsor:  An  18th  Century  Medical 
Crossroad 

Charles  B.  Reed,  M.D.,  Newburgh 
Discussion:  Benedict  V.  Favata,  M.D.,  Roches- 
ter 

4.  Public  Health  Problems  in  New  York  City 
During  the  19th  Century 

George  Rosen,  M.D.,  New  York  City 
Discussion:  Samuel  Frant,  M.D.,  New  York 

City 


5.  History  of  the  19th  General  Hospital  in 
World  War  I and  World  War  II 
E.  R.  Vernou,  M.D.,  Rochester 
Discussion:  Edward  T.  Wentworth,  M.D., 

Rochester 

Evening  meeting— open  to  public 


Session  on 

PHYSICAL  MEDICINE 

Chairman.  . . .George  F.  Bock,  M.D.,  Watertown 
Secretary.  .Hans  J.  Behrend,  M.D.,  New  York  City 

Wednesday,  May  4 — 10:00  A.M. 

Parlor  D,  Mezzanine  Floor 

Symposium 

Rehabilitation 

1.  Rehabilitation  of  the  Paraplegic  in  the 
Veterans  Administration 

Harry  Kessler,  M.D.,  Bronx 
Arthur  S.  Abramson,  M.D.,  Bronx 

2.  Rehabilitation  in  Hemiplegia  by  the  Pri- 
vate Physician 

Donald  A.  Covalt,  M.D.,  New  York  City 

3.  Returning  the  Patient  to  Normal  Activity 
Following  Injury 

R.  Plato  Schwartz,  M.D.,  Rochester 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

ANNUAL  CONVENTION 

Hotel  Statler,  Buffalo,  May  1 to  4,  1949 

THE  ANNUAL  CONVENTION  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  be  held  May  1 to  4,  1949,  at  the  Hotel 
Statler,  Buffalo. 

All  doctors’  wives,  whether  members  of  a Woman’s  Auxiliary  to  a county  medical 
society  or  not,  are  urged  to  register  at  the  Registration  Desk — Sunday,  Main  Lobby 
near  the  Delaware  Avenue  Entrance;  Monday,  Tuesday,  and  Wednesday,  Mez- 
zanine Floor.  They  are  cordially  invited  to  participate  in  all  parts  of  the  program. 


PROGRAM 


Sunday,  May  1 

2:00  p.m.-  Registration  of  Delegates,  Alternates, 
8:00  p.m.  Guests — Main  Lobby,  Delaware 

Avenue  Entrance 

Registration  for  supper  party  Mon- 
day, May  2,  7:00  p.m.;  for  Lunch- 
eon, Tuesday,  May  3,  1:15  p.m.; 
for  Tea,  Wednesday,  May  4,  3:30 

P.M. 


Monday,  May  2 


9:00  a.m.- 
5:00  p.m. 


9:00  a.m.— 
12  Noon 
10:00  a.m. — 
12  Noon 


1:00  p.m.— 
5:00  p.m. 


Registration,  all  doctors’  wives — 

Chinese  Room  Foyer,  Mezzanine 
Floor 

Registration  for  Supper  Party,  Mon- 
day, May  2,  7:00  p.m.;  for  Lunch- 
eon, Tuesday,  May  3,  1:15  p.m.; 
for  Tea,  Wednesday,  May  4,  3:30 
p.m. 

Registration  of  Delegates — Chinese 
Room  Foyer,  Mezzanine  Floor 

Preconvention  meeting  of  Executive 
Board— Chinese  Room,  Mezzanine 
Floor 

House  of  Delegates  Meeting,  First 
Session — Chinese  Room,  Mezzanine 
Floor 


6:00  p.m.-  Cocktail  party — Parlors  B and  C, 
7:00  p.m.  Mezzanine  Floor 
7:00  p.m.  Supper  party — Georgian  Room,  Mez- 
zanine Floor 


Tuesday,  May  3 


9:00  a.m.— 
5:00  p.m. 
9:00  a.m.— 
12  Noon 


1 : 15  p.m. 


Registration,  all  doctors’  wives,  Mez- 
zanine Floor 

House  of  Delegates  Meeting,  Second 
Session — Chinese  Room,  Mezzanine 
Floor 

Luncheon — Twentieth  Century  Club 


Wednesday,  May  4 


9:00  a.m.— 
12  Noon 
9:00  a.m.— 
12  Noon 

12  Noon- 
2:00  p.m. 


3:30  p.m. 


Registration,  all  doctors’  wives — 

Mezzanine  Floor 

House  of  Delegates  Meeting,  Final 
Session — Parlors  A,  B,  and  C, 
Mezzanine  Floor 

Postconvention  Meeting  of  Executive 
Board  and  County  Presidents’  Con- 
ference— Parlors  A,  B,  and  C, 
Mezzanine  Floor 
Tea — Garret  Club 


OFFICERS 

President,  Mrs.  Edgar  M.  Neptune  Second  Vice-President,  Mrs.  Morris  H.  Newton 

President-Elect,  Mrs.  William  J.  Lavelle  Treasurer,  Mrs.  Hugh  G.  Henry 

First  Vice-President,  Mrs.  Herman  W.  Galster  Recording  Secretary,  Mrs.  Thomas  M.  D’Angelo 

Corresponding  Secretary,  Mrs.  Robert  H.  Rowner 
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WOMEN  S MEDICAL  SOCIETY  OF 
NEW  YORK  STATE 

ANNUAL  MEETING 


Hotel  Statler,  Buffalo,  May  1—2,  1949 

THE  forty-second  Annual  Meeting  of  the  Women’s  Medical  Society  of  New  York 
State  will  be  held  in  Buffalo,  May  1 and  2. 

There  will  be  an  informal  meeting  on  Sunday,  May  1. 

The  program  for  Monday,  May  2,  is,  in  outline: 

9:00  a.m. — Registration,  Fillmore  Room,  Mezzanine  Floor 
10:00  a.m. — Business  Meeting,  Fillmore  Room 
1 : 00  p.m. — Luncheon 

2 : 00  p.m. — Scientific  Session,  Fillmore  Room 

Adelaide  Romaine,  M.D.,  President 
Mabel  Silverberg,  M.D.,  Secretary 


Officers  of  the  Women’s  Medical  Society 


Honorary  Presidents 

Mary  T.  Greene.  M.D. 

Helene  J.  C.  Kuhlmann,  M.D. 
Rosalie  Slaughter  Morton,  M.D. 

President 

Adelaide  Romaine,  M.D. 

35  W.  9th  St.,  New  York  City 

Vice-Presidents 

Elizabeth  Vuornos,  M.D. 

12  Chestnut  St.,  Liberty 
Rose  M.  Lenahan,  M.D. 

605  Lafayette  Ave.,  Buffalo 
Myrtle  Wilcox-Vincent,  M.D. 

134  Main  St.,  Binghamton 

Secretary 

Mabel  Silverberg,  M.D. 

2 W.  87th  St.,  New  York  City 

Treasurer 

Julia  Lichtenstein,  M.D. 

2 W.  87th  St.,  New  York  City 

COUNCILLORS 

1st  District  Branch 

Madge  C.  L.  McGuinness,  M.D. 

51  E.  87th  St.,  New  York  City 

2nd  District  Branch 

Isabelle  F.  Borden,  M.D. 

83-09  35th  Ave.,  Jackson  Heights 

3rd  District  Branch 

Matie  E.  Green,  M.D. 

II  South  Lake  Ave.,  Albany 


4th  District  Branch 

Annie  M.  Hull,  M.D. 

13  Pine  St.,  Glens  Falls 

5th  District  Branch 

Marguerite  McCar thy’ Brough,  M.D. 
1811  W.  Genesee  St.,  Binghamton 

6th  District  Branch 

Margaret  Bencho,  M.D. 

88  Oak  St.,  Binghamton 

7th  District  Branch 

Julia  A.  Delehanty,  M.D. 

41  Main  St.,  Geneseo 

8th  District  Branch 

Harriet  Hosmer,  M.D. 

333  Linwood  Ave.,  Buffalo 

Honorary  Councillors 

Helene  J.  C.  Kuhlmann,  M.D. 

Emily  Dunning  Barringer,  M.D. 

Lois  L.  Gannett,  M.D. 

Esther  Parker,  M.D. 

Rosalie  Slaughter  Morton,  M.D. 
Marion  S.  Morse,  M.D. 

Mary  J.  Kazmierczak,  M.D. 

Clara  H.  Pierce,  M.D. 

Elise  S.  L’Esperance,  M.D. 

Madge  C.  L.  McGuinness,  M.D. 
Marguerite  P.  McCarthy,  M.D. 
Theresa  Scanlan,  M.D. 

Helen  G.  Walker,  M.D. 


Honorary  Members 

Judge  Dorothy  Kenyon 
Catherine  Macfarlane,  M.D. 
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CHAIRMEN  of  committees 
Scientific  Program 

Gertrude  Felshin,  M.D. 

888  Park  Ave.,  New  York  City 

Legislative 

Lois  J.  Plummer,  M.D. 

131  Linwood  Ave.,  Buffalo 

Medical  Education 

Mary  T.  Greene,  M.D. 

Sanitarium,  Castile 

Public  Health 

Sophie  Rabinoff,  M.D. 

166  E.  96th  St.,  New  York  City 

Public  Relations 

Leoni  Claman,  M.D. 

40  E.  88th  St.,  New  York  City 

Membership 

Mary  A.  Jennings,  M.D. 

349  E.  49th  St.,  New  York  City 

Resolutions 

Anna  P.  Walsh,  M.D. 

391  Jersey  St.,  Buffalo 

Medical  Economics 

Helen  Toskov,  M.D. 

526  Linwood  Ave.,  Buffalo 

Arrangements 

Elizabeth  Pierce  Olmsted,  M.D. 
k.  »k  568  Lafayette  Ave.,  Buffalo 

Publicity 

Alta  Sager-Green,  M.D. 

30  Cayuga  Rd.,  Williamsville 


SCIENTIFIC  EXHIBITS 

Hotel  Statler,  Buffalo,  May  3 to  6,  1949 


J.  G.  Fred  Hiss,  M.D.,  Chairman,  Syracuse 
Theodore  J.  Curphey,  M.D.,  Hempstead 
Alfred  H.  Hoehren,  M.D.,  Buffalo 


Mezzanine  Lounge 


Electroencephalographic  Changes  in  Meta- 
bolic Disease 

B.  M.  Shinners,  M.D. 

R.  M.  Jaeger,  M.D. 

D.  H.  Weintraub,  M.D. 

University  of  Buffalo,  School  of  Medicine 
Buffalo 

Comparative  study  of  the  clinical  findings  and 
the  brain-wave  abnormality  found  in  hypoglycemia 
due  to  an  islet  cell  tumor  of  the  pancreas.  Similar 
analysis  in  the  problem  of  hypocalcemia  of  a patient 
with  tetany  and  convulsions  produced  by  pseudo- 
hypoparathyroidism. Studies  of  cases  with  diabetes 
mellitus  and  insipidus.  {Booth  201) 

Low  Toxicity  op  Sulfonamide  Mixtures 

David  Lehr,  M.D. 

New  York  Medical  College, 

Flower  and  Fifth  Avenue  Hospitals 
New  York  City 

Several  sulfonamides  can  be  dissolved  simultane- 
ously in  the  same  medium  to  the  full  extent  of  their 
separate  saturation  levels  without  the  occurrence 
of  precipitation.  As  a result  combinations  of  par- 
tial dosages  of  several  sulfonamides,  if  compared 
with  equal  total  amounts  of  single  drugs,  showed 
significantly  less  tendency  to  oversaturation  and  de- 
position of  crystals  in  the  tubular  urine.  The 
in  vitro  antibacterial  activity  of  such  sulfonamide 
mixtures  was  equal  and  sometimes  superior  to  that 
of  single  compounds.  In  the  experimental  animal, 
the  toxicity  of  mixtures  was  strikingly  low,  despite 
high  blood  and  urine  concentrations  of  sulfonamide. 
One  thousand  patients  with  acute  systemic  infec- 
tions were  treated  with  various  combinations  using 
the  routine  dosage.  Therapeutic  results  were 
highly  satisfactory.  Crystalluria  was  infrequent 
despite  the  intentional  omission  of  adjuvant  alkali 
therapy.  No  signs  of  renal  irritation  were  encount- 
ered. The  incidence  of  allergic  reactions  also  ap- 
peared decreased.  {Booth  202) 

Methylthiouracil  in  the  Treatment  of  Hyper- 
thyroidism 

Grosvenor  W.  Bissell,  M.D. 

Victor  Totah,  M.D. 

John  Benny,  M.D. 

Florence  Gilbert 

E.  J.  Meyer  Memorial  Hospital 
University  of  Buffalo,  School  of  Medicine 

Charts  and  pictures  indicating  clinical  effects  of 
this  drug  in  hyperthyroidism.  Animal  studies  indi- 


cating mode  of  action  of  the  drug  and  some  of  its 
pharmacologic  effects.  Descriptions  of  animal  ex- 
periments and  pathologic  sections  showing  some  of 
the  basic  effects  of  the  drug.  If  seasonal  condi- 
tions permit,  amphibia  in  aquaria  will  be  shown  in 
live  state.  {Booth  203) 

Sponge  Biopsy:  A New  Method  in  Cancer 

Diagnosis 

Sidney»A.  Gladstone,  M.D. 

New  York  Polyclinical  Medical  School  and  Hospital 
New  York  City 

The  method  of  sponge  biopsy  consists  of  rubbing  a 
suitable  sponge,  e.g.,  gelatin,  over  an  ulcer  or  mucous 
membrane  to  absorb  tissue  fluid,  suspended  cells, 
and  small  particles 'of  tissue.  The  sponge  and  ab- 
sorbed contents  are  fixed  in  formalin,  embedded  in 
paraffin,  cut,  and  stained  prior  to  microscopic  ex- 
amination. The  method  has  been  applied  in  the 
diagnosis  of  accessible  lesions,  e.g.,  cancer  of  the  skin, 
cervix,  rectum,  vocal  cords,  and  bronchi.  t 

Charts  describing  the  method  and  tabulating  re- 
sults, photographs  of  equipment,  methods  of  ap- 
plication, and  lesions,  photomicrographs  of  surgical 
and  sponge  biopsies  from  the  same  lesion,  and  short 
clinical  summaries  of  illustrated  cases.  {Booth  204) 

Prone  Position  in  Thoracic  Surgery 

Emil  A.  Naclerio,  M.D. 

Kings  County  Hospital 
Brooklyn 

Among  the  many  improvements  and  innovations 
in  the  management  of  the  patient  for  any  of  numer- 
ous intrathoracic  operations  is  the  use  of  the  prone 
(Overholt)  position.  Its  advantages  are  clearly 
outlined  in  this  exhibit.  Roentgenograms  of  se- 
lected cases  are  shown.  A series  of  spirograms  and 
vital  capacity  studies  performed  on  normal  subjects 
are  presented,  contrasting  the  results  in  the  prone 
position  with  those  in  the  lateral  and  supine  posi- 
tions. Since  the  use  of  the  prone  position  on  a 
standard  operating  table  has  proved  impractical,  a 
support  specially  designed  for  this  purpose  is  demon- 
strated. {Booth  205) 

New  Method  for  Roentgen  Anatomic  Study  of 
the  Skull 

Lewis  E.  Etter,  M.D. 

Western  State  Psychiatric  Institute  and  Clinic 
Pittsburgh,  Pennsylvania 

The  method  is  essentially  one  of  anatomic  analy- 
sis and  synthesis.  Roentgenograms  of  individual 
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bones  in  the  same  relative  positions  occupied  in  the 
skull  in  the  standard  projections  are  followed  by 
roentgenograms  of  the  skull  with  the  bone  in  ques- 
tion removed.  Another  exposure  is  made  with  the 
bone  replaced.  By  this  method  features  contributed 
to  the  roentgen  image  by  each  bone  can  be  exactly 
delineated  and  correlated.  Films,  mounted  in 
Plexiglas,  and  anatomic  specimens.  ( Booth  206) 


Pharmacologic  Agents  in  the  Treatment  of 
Neuromuscular  Diseases 

Edward  B.  Schlesinger,  M.D. 

A.  Leslie  Drew,  M.D. 

Barbara  Wood,  R.N. 

Neurological  Institute 
Institute  for  the  Crippled  and  Disabled 
New  York  City 

Descriptions  of  the  clinical  pharmacology  and  ap- 
plications of  three  drugs  affecting  neuromuscular 
disorders:  d-tubocurarine  chloride,  myanesin,  and 
diparcol.  Photographic  display  of  the  effect  of 
curare  on  a typical  spastic  gait.  Analysis  of  the 
mechanisms  underlying  the  so-called  “muscle 
spasm”  of  acute  anterior  poliomyelitis  with  illus- 
trative material  on  the  use  of  myanesin  in  studying 
these  mechanisms.  ( Booth  207) 


Modern  Aspects  of  Glaucoma 

Adolph  Posner,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital 
, New  York  City 

Single  and  stereoscopic  colored  transparencies 
which  depict  selected  clinical  and  anatomic  aspects 
of  glaucoma.  Emphasis  on  newer  concepts  in 
ophthalmoscopy,  gonioscopy,  biomicroscopy,  per- 
imetry, tonometry,  pupillography,  genetics,  and  sur- 
gery. ( Booth  208) 


Plastic  Surgery  in  Rehabilitation  of  the 
Veteran 

Michael  L.  Lewin,  M.D. 

Bertram  Olmsted,  M.D. 

Veterans  Administration  Hospital 
Staten  Island 

The  activities  of  the  plastic  surgery  service  at  the 
Halloran  Hospital  since  its  initiation  two  years  ago. 
Rehabilitation  of  the  injured  and  handicapped  vet- 
eran is  emphasized,  with  particular  reference  to  the 
late  care  of  the  service-connected  disabilities. 
Cases  of  maxillofacial  surgery,  correction  of  nasal 
deformities,  the  use  of  a variety  of  implants,  sur- 
gery of  the  external  ear,  and  treatment  of  deformities 
of  the  face  and  extremities,  particularly  of  the  hand. 
Role  of  plastic  surgery  in  the  rehabilitation  of  the 
paraplegic  patient.  Contribution  of  the  plastic 
surgeon  to  the  work  of  the  surgical  service  in  treat- 
ment of  malignancies  and  ulcerations.  ( Booth  209) 


Protection  of  the  Newborn  Against  Infection 

Herman  E.  Hilleboe,  M.D.,  Commissioner 
R.  F.  Korns,  M.D. 

G.  W.  Larimore,  M.D. 

E.  R.  Schlesinger,  M.D. 

Ray  E.  Trussed,  M.D. 

Madeline  Y.  Phaneuf,  R.N. 

New  York  State  Department  of  Health 
Albany 

The  development  and  the  provisions  of  “Regula- 
tion 35,”  which  establishes  minimum  standards  for 
care  of  the  newborn,  are  presented.  The  role  to  be 
played  by  physicians,  nurses,  and  hospital  adminis- 
trators in  the  protection  of  the  newborn  from  the 
hazards  of  infection  is  illustrated.  ( Booth  210) 


Services  of  the  Public  Health  Laboratories 
for  the  Practicing  Physician 

Herman  E.  Hilleboe,  M.D.,  Commissioner 
New  York  State  Department  of  Health 
Albany 

( Booth  210) 


Medical  Procedure  in  Workmen’s  Compensa- 
tion 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

Documents  used  in  preparing  a case  in  compensa- 
tion; the  relationship  of  the  physician  to  the  case; 
the  various  steps  followed  illustrating  the  importance 
and  urgency  of  the  medical  reports;  the  interrela- 
tionship of  (1)  the  attending  physician,  (2)  the  car- 
rier’s physician,  (3)  the  State  examiner,  and  (4) 
possible  consultants. 

Wall  charts:  examples  of  forms;  pertinent  points 
of  the  law.  Photographs.  {Booth  211) 


Council  Committee  on  Public  Health  and 
Education 

Medical  Society  of  the  State  of  New  York 
Charts  show  activities  of  this  Committee,  empha- 
sizing help  given  to  county  medical  societies  in 
arranging  programs.  ( Booth  212) 


The  Directory 

Medical  Society  of  the  State  of  New  York 
Here  is  an  oportunity  for  you  to  see  just  exactly 
what  the  Directory  “Blue  Book”  contains.  The 
new  edition  is  the  largest  and  best  indexed  Directory 
the  Society  has  ever  published.  ( Booth  212) 


New  York  State  Journal  of  Medicine 
Medical  Society  of  the  State  of  New  York 
The  exhibit  of  the  New  York  State  Journal  of 
Medicine  is  designed  to  show  the  variety  and 
extent  of  the  material  included  in  each  issue  of  the 
publication,  such  as:  editorials,  scientific  articles, 
case  reports,  special  articles,  necrology,  medical  and 
hospital  news,  woman’s  auxiliary  news,  correspond- 
ence, book  reviews,  etc. 

The  editorial  staff  invites  your  contributions  of 
news  items  and  scientific  articles.  {Booth  212) 
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Etiologic  Diagnosis  of  Heart  Disease 

Charles  A.  R.  Connor,  M.D. 

American  Heart  Association,  Inc. 

New  York  City 

Charts  showing  the  leading  causes  of  deaths  in 
different  age  groups.  Various  etiologic  causes  of 
heart  disease;'  the  criteria  of  the  American  Heart 
Association  for  diagnosis  in  most  frequent  types; 
colored  illustrations  of  pathologic  classifications. 
The  asms  and  purposes  of  the  American  Heart  Asso- 
ciation as  a voluntary  health  agency  in  the  field  of 
cardiovascular  disease.  ( Booth  213) 

Voluntary  Prepayment  Medical  Care  Plans 

George  P.  Farrell 

Bureau  of  Medical  Care  Insurance 
Medical  Society  of  the  State  of  New  York 
New  York  City 

A colored  map  of  New  York  State  indicating 
areas  served  by  each  of  the  six  plans.  Graphs  il- 
lustrating growth  in  enrollment  and  benefits  to 
members.  {Booth  214) 

Rehabilitation  of  the  Crippled  in  New  York 
State 

Philip  Kerker 

New  York  State  Association  for  Crippled  Children, 
Tnc. 

Albany 

Photographic  panels  depicting  rehabilitation  work 
carried  on  in  various  cities  of  the  State  for  victims 
of  cerebral  palsy,  crippling  accidents,  and  diseases 
resulting  in  maiming.  Among  the  centers  featured 
are  those  in  Buffalo,  Syracuse,  Schenectady,  Center 
Moriches,  New  York  City,  Binghamton,  and  West- 
chester County.  ( Booth  21.5) 


Certain  Aspects  of  Sight  Conservation 

Alice  O.  Booth 

New  York  State  Department  of  Social  Welfare 
Commission  for  the  Blind 
New  York  City 

Graphs  showing  causes  of  blindness  and  other  rele- 
vant information  based  on  New  York  State  reports 
of  1947.  Display  of  eye  report  form  combining  the 
eye  examination  report  and  report  of  blindness,  as 
required  by  legislative  enactment.  ( Booth  216) 


Ambulatory  Management  of  Hypertension: 
the  Low  Sodium  Diet 

Irving  Greenfield,  M.D. 

Woodmere 

Translite  films  demonstrating  the  beneficial  re- 
sults obtained  with  patients  on  the  low  sodium 
regime.  Several  cases  demonstrating  the  reversi- 
bility of  cardiac  disease  with  patients  who  exceeded 
the  sodium  intake  will  be  shown.  {Booth  217 ) 


Esophageal  Disease 

Edwin  Boros,  M.D. 

Bellevue  Hospital 
New  York  City 
Historical  development  of  diagnostic  and  thera- 
peutic methods.  An  approach  to  the  diagnosis 


and  therapy  with  an  evaluation  of  symptoms  and 
differential  methods  of  diagnosis  (rugal  studies, 
endoscopy,  and  biopsy).  Relationship  of  esoph- 
ageal changes  to  systemic  disease.  Various 
methods  of  treatment  (dilators,  bougie,  etc.). 
Prognostic  significance  of  local  involvement.  ( Booth 
218) 

% 

Radioisotopes 

Nathan  E.  Woodruff 

Isotopes  Division,  Oak  Ridge  Operations 

United  States  Atomic  Energy  Commission 

Oak  Ridge,  Tennessee 

Presentation  of  isotope  distribution,  application, 
health  protection,  research,  and  services.  Graphic 
sketches  showing  methods  of  diagnosis,  therapy, 
irradiation,  and  tracing.  A model  pile  with  legend 
to  show  pile  parts  and  processes.  ( Booth  219) 

Gold  Toxicology  in  Rheumatoid  Arthritis 

Charles  LeRoy  Steinberg,  M.D. 

Rochester  General  Hospital 
Rochester 

The  increased  use  of  gold  salts  in  the  treatment  of 
rheumatoid  arthritis  requires  increased  knowledge 
of  the  various  toxic  manifestations  of  this  medica- 
tion. Kodaehromes  show  bone  marrow  studies 
before  gold  treatment,  changes  in  the  bone  marrow 
during  gold  treatment,  and  in  some  instances  the 
return  of  the  bone  marrow  to  normal  after  discon- 
tinuing treatment.  Bone  marrow  eosinophilia  was 
found  weeks  before  subjective  skin  manifestations. 
Early  toxic  changes  were  found  in  the  granulocytes, 
and  the  immediate  cessation  of  treatment  prevented 
agranulocytosis.  The  clinical  effect  of  2,3-dithio- 
propanol  (BAL)  in  exfoliative  dermatitis  caused  by 
gold  intoxication  Ls  shown  by  serial  kodachrome  trans- 
parencies. Changes  in  the  peripheral  platelet  count 
are  shown  by  graphs.  The  pharmacology  and  toxi- 
cology of  both  gold  salts  and  2,3-dithiopropano! 
(BAL)  are  summarized.  Study  of  over  eighty 
cases.  (Booth  220) 

Management  of  Arthritis  in  the  Aged 

James  L.  Blanton,  M.D. 

Clifton  Springs  Sanitarium  and  Clinic 
Clifton  Springs 

The  over-all  care  of  the  senile  arthritic  patient  is 
outlined.  The  general  medical  management  is  cor- 
related with  a program  of  rehabilitation  stressing 
physiotherapy,  occupational  therapy,  recreational 
therapy,  and  vocational  training.  The  prevention 
of  deformities,  as  well  as  the  correction  of  disabili- 
ties, is  stressed.  Illustrations  of  various  forms  of 
physiotherapy  and  occupational  therapy,  suggested 
exercises  for  preventing  deformities,  and  some  simple 
surgical  methods  for  correction  of  deformities  will 
be  given.  (Booth  221) 

A Comprehensive  Study  in  the  Prophylaxis  and 
Treatment  of  Thrombophlebitis  and  Phi.ebo- 
thrombosis 

Samuel  Feldman,  M.D. 

David  Kershner,  M.D. 

Morton  Farber,  M.D. 

Beth  El  Hospital 

Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
Brooklyn 
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Charts  and  photographs  demonstrating  a classifi- 
cation of  thrombophlebitis  and  phlebothrombosis 
with  an  attempt  to  establish  a prethromboembolic 
stage.  Treatment  of  these  conditions  with  special 
emphasis  on  prophylaxis.  Study  of  200  cases. 
(Booth  222) 

Malignant  ^Tumors  of  the  Skin 

George  C.  Andrews,  M.D. 

Charles  F.  Post,  M.D. 

Columbia-Presbyterian  Medical  Center 
New  York  City 

Photographs,  photomicrographs,  and  summaries 
of  clinical  histories  on  basal  and  squamous  cell  epi- 
thelioma, Paget’s  and  Bowen’s  diseases,  erythro- 
plasia, and  the  cutaneous  lymphoblastomas.  ( Booth 

223 ) 

Vaginal  Smears  in  the  Evaluation  of  Ovarian 
Functional  Activity 

Ralph  G.  Bonime,  M.D. 

Greenpoint  Hospital 
Metropolitan  Hospital 
New  York  City 

Mature  ovarian  activity  can  be  schematically 
illustrated  with  synchronous  changes  in  the  endo- 
metrium. In  aberrant  ovarian  activity  there  is 
neither  uniformity  of  endometrial  reactivity  nor 
uniform  correlation  between  observed  endometrial 
states  and  degree  of  follicular  activity.  Ovarian 
activity  defined  and  compared  according  to  ovarian 
and  chronologic  age  by  means  of  vaginal  smears. 
The  following  ovarian  ages  are  demonstrated : 
(a)  infantile,  (b)  prepubertal,  (c)  pubertal,  (d) 
mature.  ( Booth  224) 

Modern  Advances  in  Plastic  Surgery 

J.  Eastman  Sheehan,  M.D. 

W.  A.  Swanker,  M.D. 

D.  M.  Mayer,  M.D. 

St.  Clare’s  Hospital 
New  York  City 


Photographic  exhibit  of  technics.  Pre-  and  post- 
operative photographic  review  of  cases.  ( Booth 

225) 


Treatment  of  Urinary  Tuberculosis  by  Syner- 
gistic Therapy 

George  E.  Slotkin,  M.D. 

University  of  Buffalo,  School  of  Medicine 
Buffalo 

Photographs  disclosing  the  synergistic  action  of 
the  ester  of  chaulmoogra  oil  combined  with  strepto- 
mycin in  the  treatment  of  urinary  tuberculosis. 
This  action  displayed  through  in  vitro  studies  and 
action  on  guinea  pigs.  Clinical  results  evaluated  in 
a series  of  over  forty  cases.  Comparison  of  the 
simple  treatment  by  streptomycin  in  counter- 
distinction to  the  synergistic  treatment.  ( Booth 
226) 


New  York  State  Medical  Library 

Maude  E.  Nesbit,  Medical  Librarian 
Department  of  Education 
Albany 

A representative  of  the  Medical  Library  will  be 
present  to  answer  questions  concerning  the  services 
and  facilities  of  the  library.  All  members  of  the 
Medical  Society  of  the  State  of  New  York  are  in- 
vited to  use  their  library  in  the  State  Education 
Building,  Albany.  There  are  over  57,000  volumes 
in  the  library,  and  over  500  periodicals  are  received 
currently.  Books  or  selected  material  on  a desired 
subject  will  be  sent  to  the  borrower  on  request. 
The  only  obligations  imposed  on  the  borrower  are 
the  prompt  return  of  the  material  borrowed  and 
payment  of  return  transportation  charges. 


The  Technical  Exhibits  at  the  143rd  Annual  Meeting  at  the  Hotel  Statler,  Buffalo,  May 
3 to  6,  will  feature  this  year  new  and  improved  products  and  services  for  the  physician. 
The  following  paragraphs  will  give  you  a description  of  the  displays. 


Abbott  Laboratories,  North  Chicago,  Illinois  (Booth 
23),  will  feature  Desoxyn  (the  cerebral  stimulant 
and  long-acting  vascopresser  agent)  at  this  exhibit, 
which  is  well  worth  your  interest  and  investigation. 
Abbott  professional  service  representatives  in  at- 
tendance will  welcome  discussion  of  Desoxyn  and 
the  long  line  of  Council-accepted  research  products 
including  antibiotics,  anticonvulsants,  anesthetics, 
vitamins,  etc. 

The  Alkaloid  Company,  Taunton,  Massachusetts 
(Booth  74),  will  feature  Alkalol,  the  balanced 
alkaline,  saline  solution  for  the  treatment  of  mucous 


membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective,  and  has  been  a favorite  since 
1896.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  is  widely  used  also  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 

Almay,  Inc.,  New  Y ®rk  (Booth  31) , cordially  welcomes 
all  members  to  the  exhibit  of  the  complete  line  of 
Almay  hypoallergenic  cosmetics  as  well  as  Almay 
therapeutic  specialties  and  topical  prescription  ad- 
juvants. Specific  information,  descriptive  literature, 
and  cosmetics  are  available. 
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The  Armour  Laboratories,  Chicago  (Booth  59),  a 
pioneer  in  the  field  of  endocrinology,  will  welcome 
members  of  the  Medical  Society  of  the  State  of  New 
York  to  visit  their  exhibit.  If  you  have  not  received 
copies  of  Armour  booklets  on  The  Thyroid  Gland, 
Function  and  Malfunction  of  the  Biliary  System, 
and  the  Armour  Atlas  of  Hematology,  you  may 
secure  them  at  the  Armour  booth. 

Ayerst,  McKenna  & Harrison,  Ltd.,  New  York 
(Booth  2),  will  feature  Premarin  (estrogenic  sub- 
stances, water-soluble),  a highly  effective  and  well- 
tolerated  preparation  of  naturally  occurring,  orally 
active,  conjugated  estrogens  (equine).  The  potency 
of  Premarin  is  expressed  in  terms  of  its  principal 
estrogen,  sodium  estrone  sulfate.  Premarin  is 
available  in  tablets  of  four  potencies  and  also  in 
liquid  form. 

The  A.  C.  Barnes  Company,  New  Brunswick,  New 
Jersey  (Booth  25),  cordially  invites  all  physicians  to 
visit  their  new  exhibit.  Argypulvis,  a recent  addi- 
tion to  the  Barnes  line,  will  be  featured  by  a series  of 
illuminated  color  transparencies  depicting  an  effec- 
tive new  treatment  for  Trichomonas  vaginalis 
vaginitis.  Literature  and  professional  samples  will 
be  available.  Argyrol  and  Ovoferrin  also  will  be  on 
display.  See  the  Barnes  color  and  sound  films, 
“Cervicities — Etiology  & Treatment”  and  “Non- 
operative Treatment  of  Paranasal  Sinusitis,”  at  the 
scientific  motion  picture  exhibit. 

Bilhuber-Knoll  Corporation, 

Orange,  New  Jersey  (Booth 
• 53 ) . The  prescription  is  writ- 
ten evidence  of  the  physician’s 
skill  in  the  treatment  of  a 
disease.  The  Bilhuber-Knoll 
Corporation  presents  Bro- 
mural,  Dilaudid,  Metrazol, 
Theocalcin,  Octin,  and  other 
fine  medicinal  chemicals 
which  have  established  their 
place  in  the  physician’s  individualized  prescriptions. 
You  are  cordially  invited  to  visit  their  booth.  Your 
discussions  of  their  prescription  chemicals  will  be 
welcomed. 

Ernst  Bischoff  Company,  Inc.,  Ivoryton,  Connecticut 
(Booth  3),  will  display  ethical  pharmaceuticals  of 
merit.  Highlighted  will  be  Aminet  Suppositories 
that  are  found  successful  in  the  control  of  paroxysms 
of  bronchial  asthma;  Anayodin,  a Council-accepted 
amebicide;  and  Diatussin,  a concentrated  non- 
narcotic  antitussive.  Mr.  Joseph  Garlick  and  Mr. 
Harold  Sherman  will  be  in  attendance  and  will  wel- 
come all  visitors. 

The  Borden  Company,  New  York 
(Booth  18).  A new,  improved, 
better-than-ever  Biolac  is  pre- 
sented at  our  booth — better 
nutritionally  and  better  physi- 
cally. Unchanged  are  the  dilu- 
tions, analysis,  caloric  values, 
vitamin  fortification,  and  ease  of 
feeding.  This  liquid  modified 
milk  for  infant  feeding  brings  to 
you  the  latest  in  nutritional 
science — at  no  increase  in  cost. 

Brewer  & Company,  Inc.,  Worcester,  Massachusetts 
(Booth  39).  This  exhibit  consists  of  the  specialties: 
Thesodate,  for  the  treatment  of  coronary  artery 
disease,  and  Luasmin,  for  the  treatment  of  bronchial 


asthma.  Also,  Soduxin  (sodium  succinate — Brewer) 
and  a complete  line  of  vitamin  preparations  for  oral 
use  and  injection.  Gel-ets,  the  newest  mode  in 
vitamin  therapy,  and  Amchlor,  enteric  coated  1- 
Gm.  tablets  of  ammonium  chloride,  are  also  featured. 

Burroughs  Wellcome  & Company  (U.S.A.),  Inc., 

Tuckahoe,  New  York  (Booth  36).  Among  sig- 
nificant products  featured  will  be  Wellcome  brand 
Globin  Insulin  with  Zinc  B.  W.  & Co.,  which  pro- 
vides an  action  which  is  timed  to  be  more  suitable 
for  the  average  diabetic;  Dexin  brand  High  Dextrin 
Carbohydrate,  in  which  the  nonfermentable  propor- 
tion predominates;  Digoxin,  the  pure,  stable, 
crystalline  glycoside  which  offers  predictable  digi- 
talization, and  Methedrine,  a recent  sympathomi- 
metic drug  of  wide  therapeutic  application. 

Cambridge  Instrument  Company,  Inc.,  New  York 
(Booth  67).  Important  developments  in  this  well- 
known  line  of  diagnostic  instruments  will  be  on  dis- 
play. Among  the  instruments  shown  will  be  the 
Cambridge  Simpli-Trol  portable  model  electrocardio- 
graph and  electrocardiograph-stethograph  with 
pulse  recorder,  the  new  Cambridge  Electrokymo- 
graph for  recording  heart  border  motion,  and  the 
Cambridge  Plethysmograph  which  makes  quantita- 
tive and  reproducible  records. 

Camel  Cigarettes,  New  York  (Booths  71  and  72), 
will  present  a dramatic  full  color  review  of  their 
recent  medical  research  on  smoking,  as  well  as  the 
details  of  the  nation-wide  survey  showing  that 
“More  Doctors  Smoke  Camels  Than  Any  Other 
Cigarette.”  Another  panel  will  illustrate  the  ab- 
sorption of  nicotine  in  the  respiratory  tract.  Rep- 
resentatives will  be  present. 

Cameron  Heartometer  Company,  Chicago  and  New 
York  (Booth  54).  See  the  improved  Heartometer,  a 
scientific  precision  instrument  for  accurately  record- 
ing systolic  and  diastolic  blood  pressures,  also  fur- 
nishing a permanent  graphic  record  of  the  pulse  rate, 
disturbances  of  the  rhythm,  myocardial  response,  the 
action  of  the  valves,  as  well  as  peripheral  vascular 
circulation.  The  Heartometer  clearly  reveals  heart 
disturbances  in  both  early  and  advanced  stages  and 
is  of  great  value  in  checking  the  progress  of  treat- 
ments. 

Canadian  Radium  & Uranium  Corporation,  New 
York  (Booth  56).  American-mined  and  American- 
refined  radium  now  available  to  the  medical  pro- 
fession. Complete  line  of  instruments,  accessories, 
and  protective  equipment.  Burnam-Crowe  type 
nasopharyngeal  applicator.  Radium  D applicator 
for  treatment  of  ophthalmic  conditions.  Old 
radium  exchanged  for  new.  For  details,  visit  our 
booth. 

Carnation  Company,  Los  Angeles,  California  (Booth 
6),  invites  you  to  visit  their  booth  where  you  will  see 
an  attractive  display  on  Carnation  Evaporated 
Milk — “the  milk  every  doctor  knows.”  Some 
valuable  information  on  the  use  of  this  milk  for 
infant  feeding,  child  feeding,  and  general  diet  will  be 
presented,  and  the  method  by  which  Carnation  is 
generously  fortified  with  pure  crystalline  Vitamin 
D — 400  U.S.P.  units  per  reconstituted  quart — will 
be  explained.  Interesting  literature  will  be  available 
for  distribution. 

Chatham  Pharmaceuticals, [Inc.,  Newark,  New  Jersey 
(Booth  60),  cordially  invites  you  to  call  at  their 
booth  for  a copy  of  Facts  and  Therapy  in  Hemor- 
rhage, a comprehensive  chart  outlining  the  preven- 
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tion  and  control  of  bleeding  with  Koagamin,  paren- 
teral blood  hemostatic.  Also  inquire  about  Ultracain 
Ointment  used  in  dermatologic  and  surgical  con- 
ditions. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  44).  The  Ciba  exhibit  of  “Economi- 
cal Hormone  Therapy”  will  feature  Metandren 
Linguets,  the  most  potent  oral  androgen  in  tablets 
designed  for  absorption  through  sublingual  mucosa; 
Lutocylol  Linguets,  orally  effective  progestogen 
especially  designed  for  sublingual  absorption;  and 
Eticylol,  the  most  potent  oral  estrogen.  Represen- 
tatives in  attendance  will  gladly  furnish  literature 
and  answer  questions  about  these  and  other  Ciba 
products. 

The  Coca-Cola  Company,  Atlanta,  Georgia 
(Booth  76).  Ice-cold  Coca-Cola  will  be  served 
through  the  courtesy  of  the  Buffalo  Coca-Cola 
Bottling  Company  and  the  Coca-Cola  Company. 

Davies,  Rose  & Company,  Ltd,  Boston,  Massa- 
chusetts (Booth  55).  Members  of  the  Medical 
Society  of  the  State  of  New  York,  generally  speak- 
ing, are  familiar  with  the  laboratory  productions  of 
Davies,  Rose  & Company,  Ltd.  However,  a 
visit  to  this  firm’s  exhibit  should  prove  of  interest  to 
those  attending  the  convention.  Messrs.  H.  V. 
Orne  and  R.  J.  Bannin  are  there  to  extend  to  you  a 
cordial  welcome. 

The  Denver  Chemical  Manufacturing  Company, 
Inc.,  New  York  (Booth  17).  Galatest,  for  the  in- 
stantaneous determination  of  urine  sugar,  and 
Acetone  Test  (Denco)  for  the  detection  of  acetone  in 
urine  will  be  exhibited.  You  are  cordially  invited  to 
visit  our  booth  for  demonstration  of  these  “spot 
tests”  for  sugar  and  acetone.  Galatest  and  Acetone 
Test  (Denco)  offer  advantages  of  accuracy,  sim- 
plicity, and  economy  in  routine  urinalysis. 

The  Doho  Chemical  Corporation,  New  York  (Booth 
49).  The  makers  of  Auralgan  are  featuring  at  this 
meeting  their  new  sulfa  preparation,  Otosmosan, 
indicated  in  the  treatment  and  control  of  chronic 
suppurative  ears.  Also,  Mallon,  Division  of  Doho, 
is  introducing  our  new  topical  anesthesia,  Rectalgan, 
for  relief  of  pain  and  itching  in  hemorrhoids  and 
pruritus.  This  new  therapy  enjoys  many  advan- 
tages over  the  outmoded  suppositories  and  oint- 
ments. Our  representatives  will  be  happy  to  ex- 
plain in  detail  the  workings  of  these  medications. 

Dome  Chemicals,  Inc.,  New  York  (Booth  64). 
Dome  Chemicals  pioneered  in  the  moderniza- 
tion of  Burows  Solution  Wet  Dressing  Therapy 
under  the  name  of  Domeboro.  Domeboro  is  avail- 
able in  four  convenient  forms:  tablets,  bulk  powder, 
calculated  dose  powder,  and  ointment.  Daxalan 
and  Dome  Paste  Bandagh  are  the  products  used  by 
Dr.  William  Cooper  in  the  successful  treatment  of 
leg  ulcers. 

Eaton  Laboratories,  Inc.,  Norwich,  New  York 
(Booth  30),  will  exhibit  the  following  Council- 
accepted  Eaton  specialties:  Furacin  Soluble  Dress- 
ing, a topical  antibacterial  agent  (nitrofurazone 
N.N.R.)  with  a wide  antibacterial  spectrum,  in  a 
water-soluble,  ointment-like  base;  Furacin  Solution, 
for  use  when  a liquid  vehicle  is  more  convenient; 
Lorophyn  Suppositories  and  Lorophyn  Jelly,  for 
conception  control  when  pregnancy  is  contraindi- 
cated, and  Aspogen,  an  amino  acid-basic  aluminum 
salt  (dihydroxy  aluminum  aminoacetate  N.N.R.) 


for  use  in  the  treatment  of  peptic  ulcer  and  hyper- 
chlorhydria. 

Fellows  Medical  Manufacturing  Co.,  Inc.,  New  York 

(Booth  51),  invites  you  to  visit  their  exhibit  for  in- 
formation on  the  latest  products  developed  in  their 
laboratories.  Fello-Sed  will  be  featured,  Fellows 
Sedative  Elixir-Chloral  Hydrate  presented  in  an 
aromatic  sugar-free  vehicle  which  successfully  masks 
the  odor  and  taste  of  chloral.  Other  products  on 
exhibit:  Erqua  Tablets  and  Liquid,  sodium  salicy- 
late and  menadione,  for  safer  salicylate  therapy; 
ArBeC  Suppositories,  Fellows  aminophylline  bar- 
biturate compound  for  prompt  relief  and  rest  in 
asthmatic  conditions;  Ionlex  with  folic  acid,  ferrous 
gluconate,  liver,  and  B-complex  in  therapeutic 
doses. 

C.  B.  Fleet  Company,  Inc.,  Lynchburg,  Virginia 
(Booth  73),  cordially  invites  you  to  stop  at  their 
booth  for  a short  visit  with  the  representatives  who 
see  you  in  your  office  about  once  a year.  Perhaps 
there  is  something  about  Phospho-Soda  (Fleet),  the 
pure,  stable,  aqueous  concentrate  of  the  two  U.S.P. 
sodium  phosphates,  you  would  like  to  discuss  with 
them. 

General  Electric  X-Ray  Corporation,  Chicago 
(Booth  19). 

Otis  E.  Glidden  & Company,  Inc.,  Evanston,  Illinois 
(Booth  12).  Our  representatives  are  on  hand  to 
discuss  Zymenol,  an  emulsion  with  Brewer’s  Yeast, 
for  effective  bowel  management  without  resorting 
to  the  use  of  irritant  drugs,  dehydrating  salines,  or 
bulking  agents.  Effective  but  not  habit-forming. 
Professional  samples  and  descriptive  literature 
available. 

Grune  & Stratton,  Inc.,  New  York,  (Booth  58). 
Among  the  recent  publications  shown  are  the  follow- 
ing: Davis,  Shock  and  Allied  Forms  of  Failure  of  the 
Circulation;  Crohn,  Regional  Enteritis;  Sommers, 
Histology  and  Histopathology  of  the  Eye;  Wiener, 
Surgery  of  the  Eye;  Goldstein,  Language  and  Lan- 
guage Disturbances;  Rosenzweig,  Tests  in  Psycho- 
diagnosis. In  addition  to  Grune  & Stratton’s  own 
publications,  books  by  leading  European  publishers 

Hof  fmann-La  Roche, 
Inc.,  Nutley,  New  Jersey 
(Booth  42),  will  feature 
Presidon,  the  new  mild 
sedative-hypnotic  which 
is  not  a barbiturate  but 
a pyridine  derivative. 
Presidon  is  so  well  toler- 
ated that  it  rarely,  if 
ever,  causes  “hangover.” 
It  is  especially  useful  for 
daytime  sedation,  for 
premature  awakening  or 
broken  sleep,  and  for 
mild  and  moderate  insomnia.  • 

Holland-Rantos  Company,  Inc.,  New  York  (Booth 
11).  Medical  service  representatives  will  be  pleased 
to  show  you  the  anatomically  correct  Pelvi-Form 
Clinical  Teaching  Model  which  provides  an  in- 
valuable aid  in  visual  demonstration  not  only  of 
diaphragm-jelly  technic,  but  for  explaining  gyneco- 
logic abnormality  or  establishing  surgical  ap- 
proach. New  package  design  of  Koromex  contra- 
ceptive specialties  will  interest  you.  Upon  request, 
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you  can  obtain  samples  not  only  of  Council-ac- 
cepted Ivoromex  Jelly  and  Cream,  but  also  of 
Nylmerate  Jelly,  a specific  trichomonacide  that  is 
effective,  inexpensive,  and  convenient  to  use. 

Homemakers’  Products  Corporation,  New  York 
(Booth  28).  Diaparene  (formerly  called  Diapene), 
nonvolatile,  nonmercurial  antisepsis  for  skin  and 
diaper  as  protection  against  irritating  bacteria  de- 
posited on  skin  by  stool  and  urine.  .Comes  in  oint- 
ment for  skin  and  as  tablet  for  antiseptic  rinsing  of 
genital  napkin  to  prevent  ammonia  formation. 
Nonirritating,  nonallergic,  nontoxic. 

International  Vitamin  Division,  Ives-Cameron  Com- 
pany, Inc.,  New  York  (Booth  5).  Competent 
medical  service  representatives  will  be  at  the  I VC 
booth  to  answer  all  your  questions  regarding  vita- 
mins and  other  pharmaceutical  products  made  by 
the  Ives-Cameron  Company.  Our  eminently  well- 
qualified  research  staffs,  through  constant  experi- 
mentation and  study,  are  responsible  for  some  of  the 
most  important  advances  in  the  field  of  vitamin 
therapy. 

Jeffrey-Fell  Company,  Buffalo,  New  York  (Booth 
13),  one  of  the  oldest  and  largest  major  distributors 
of  manufacturers  of  the  finest  medical  and  surgical 
equipment,  will  display  only  the  newest  and  most 
interesting  equipment  and  supplies  available  to  the 
medical  profession. 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wisconsin 
(Booth  43),  will  feature  the  modern  management  of 
cardiac  decompensation  in  general  practice.  The 
new  schedules  and  technics  of  medical  treatment  in 
this  condition  will  be  the  point  of  interest  at  the 
Lakeside  exhibit.  Representatives  will  be  prepared 
to  discuss  these  problems  and  will  be  equipped  with 
reprints  of  clinical  publications  and  other  materials 
bearing  on  this  rapidly  changing  subject. 

Lanteen  Medical  Laboratories,  Inc.,  Chicago 
(Booth  26),  cordially  invites  you  to  visit  their  ex- 
hibit. Representatives  will  be  pleased  to  discuss 
Lanteen  Flat  Spring  Diaphragm,  and  an  improved 
diaphragm  fitting  technic. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  New  York  (Booth  70),  cordially  invites 
you  to  visit  their  booth  where  you  will  find  repre- 
sentatives who  are  prepared  to  give  you  the  latest 
information  on  Lederle  products. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  37),  cordially  invites  you  to  visit  their  booth 
where  the  latest  in  Liebel-Flarsheim  diathermy 
equipment  and  Bovie  electrosurgical  apparatus  is  on 
display.  Capable  L-F  representatives  will  be  on 
hand  to  demonstrate  the  equipment  and  answer  any 
questions.  • 

Eli  Lilly  and  Company,  Indianapolis,  Indiana 
(Booth  1).  Your  Lilly  medical  service  representa- 
tive cordially  invites  you  to  visit  their  exhibit. 
Many  new  therapeutic  developments  will  be  fea- 
tured and  literature  on  these  products  will  be 
available.  Lilly  medical  service  representatives  are 
to  be  in  attendance  to  aid  visiting  physicians  in 
every  way  possible . 

M & R Dietetic  Laboratories,  Inc.,  Columbus,  Ohio 
(Booth  69),  will  display  Similac,  a food  for  infants. 
Our  representatives  will  appreciate  the  opportunity 
to  discuss  the  merit  and  suggested  application  for 
both  the  normal  and  special  feeding  cases. 


McNeil  Laboratories,  Inc.,  Philadelphia,  Penn- 
sylvania (Booth  15).  The  new  chemothera- 
peutic preparation,  Liquoid  Mer-Diazine,  is  pre- 
sented by  means  of  displays  which  point  out  the 
factor  of  safety  in  use.  Mer-Diazine  combines  sul- 
fadiazine microcrystalline  and  sulfamerazine  micro- 
crystalline in  the  unusual  Liquoid  dosage  form. 
Also  on  exhibit  will  be  recent  facts  about  Butisol 
Sodium,  the  “Intermediate  Sedative-Hypnotic.” 
Physicians  are  invited  to  discuss  the  unusual  factors 
of  these  two  preparations  with  our  representatives 
who  will  be  in  attendance. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booths  46  and  47).  The  newer  knowledge  of 
medical  nutrition  is  translated  into  practical  appli- 
cation with  the  products  and  diet  services  at  the 
Mead  Johnson  exhibit.  There  are  new  Mead  prod- 
ucts for  the  pediatrician.  There  will  be  special 
products  for  the  obstetrician.  Mead’s  pioneering 
of  the  protein  field  has  perfected  Amigen  for  pa- 
renteral and  Protenum  for  oral  use. 

Medical  Film  Guild,  New  York.  “Medical  Films 
That  Teach”  presents  a refresher  course  in  funda- 
mental medical  problems.  Each  film  subject  is 
produced  in  the  manner  of  a textbook,  profusely 
illustrated,  offering  information  comparable  to  that 
found  in  postgraduate  courses  as  presented  at  our 
leading  medical  schools.  These  films  review  such 
subjects  as  Allergy-Immunology  Diagnosis  and  Treat- 
ment, Management  of  the  Failing  Heart,  Occupational 
Health  Problems,  Hypothyroidism-Etiology  Diag- 
nosis Treatment,  Cervicitis-Etiology  and  Treatment, 
A Clinic  on  Deafness,  A Clinic  on  Sigmoid  Sinus 
Thrombosis,  A Clinic  on  Petrositis  with  Meningitis, 
Bronchial  Catheterization  and  Broncho  Pulmonary 
Lesions,  Treatment  of  the  Major  Neuralgias,  Func- 
tion of  the  Ear  in  Health  and  Disease,  Chronic 
Purulent  Otitis  Media,  Bronchial  Asthma,  and 
many  others.  These  films  are  available  at  no  charge 
to  intern  groups,  hospital  staff  conferences,  limited 
nurses’  groups,  and  to  general  medical  meetings. 
This  includes  projection  service  at  no  charge  and  is 
arranged  through  grants  for  postgraduate  instruc- 
tion. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio 
(Booth  48).  For  prompt  relief  of  bronchial  asthma, 
Merrell  announces  Nethaphyl.  Clinically  tested  for 
the  past  eight  years,  Nethaphyl  has  relieved  84  to 
90  per  cent  of  asthmatic  cases,  with  almost  com- 
plete clinical  freedom  from  “jitters”  or  other  side- 
effects,  and  no  acquired  sensitivity.  It  is  effective 
in  most  ephedrine-fast  patients.  Nethaphyl  com- 
bines  nethamine,  butaphyllamine,  and  phenobar- 
bital. 

Philip  Morris  & Company,  New  York  (Booth  14), 
will  demonstrate  the  method  by  which  it  was  found 
that  Philip  Morris  cigarettes,  in  which  diethylene 
glycol  is  used  as  the  hygroscopic  agent,  are  less  ir- 
ritating than  other  cigarettes.  Their  representatives 
will  be  happy  to  discuss  researches  on  this  subject, 
and  problems  on  the  physiologic  effects  of  smoking. 

National  Dairy  Council,  Chicago,  Illinois  (Booth 
B),  cordially  invites  you  to  visit  their  exhibit  of 
health  education  materials.  Booklets  and  posters, 
giving  timely  and  authentic  nutrition  information, 
will  be  on  display.  This  literature  may  be  used  for 
distribution  to  patients  or  for  the  reception  room. 
Sample  material  may  be  requested. 

The  National  Drug  Company,  Philadelphia,  Penn- 
sylvania (Booth  9).  Resinat,  completely  nontoxic, 
anion  exchange  resin  antacid  and  pepsin  inhibitor. 
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and  Protinal  Powder — delicious,  micropulverized, 
whole  protein  carbohydrate — will  be  the  featured 
products.  Samples  and  literature  will  be  avail- 
able. Trained  representatives  will  be  on  hand  to 
answer  inquiries  concerning  any  of  National’s  vast 
array  of  pharmaceutic,  biologic  and  biochemical 
preparations. 

Nepera  Chemical  Company,  Inc.,  Yonkers,  New 
York  (Booth  32 ),  cordially  invites  the  members  of  the 
Medical  Society  of  the  State  of  New  York  to  visit 
their  booth  to  discuss  Mandelamine,  the  urinary 
antiseptic  of  choice.  Reprints  and  literature,  as 
well  as  samples,  are  available. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  21),  cordially  invites  you  to  visit 
their  booth,  where  they  will  feature  their  full  line  of 
contraceptives  including  Ortho-Gynol  and  Ortho- 
Creme.  Information  on  the  newer  specialties  in- 
cluding Triple  Sulfa  Cream  for  bacterial  vaginitis, 
Nidoxital  for  nausea  and  vomiting  of  pregnancy. 
Others  will  also  be  available. 

Parke,  Davis  and  Company,  Detroit,  Michigan 
(Booth  40).  Members  of  our  medical  service  staff 
will  be  available  at  our  commercial  exhibit  for  con- 
sultation and  discussion  relating  to  regular  products 
classified  In  our  pharmaceutic,  biologic,  and  me- 
dicinal lists.  Unusual  specialties  of  recent  develop- 
ment such  as  benadryl,  etamon  chloride,  oxycel, 
thrombin  topical,  influenza  virus  vaccine,  antibi- 
otics, hypnotics,  amino  acids,  and  various  biologies 
will  be  featured  in  the  exhibit.  You  are  cordially 
invited  to  call  at  our  exhibit  with  the  assurance  that 
your  interest  will  indeed  be  very  much  appreciated. 

Pet  Milk  Company,  St.  Louis,  Missouri  (Booth  8). 
An  actual  working  model  of  a milk  condensing  plant 
in  miniature  will  be  exhibited  by  the  Pet  Milk  Com- 
pany in  its  booth.  This  exhibit  offers  an  oppor- 
tunity to  obtain  information  about  the  production 
of  Pet  Milk,  its  use  in  infant  feeding,  and  the  time- 
saving  Pet  Milk  services  available  to  physicians. 
Miniature  Pet  Milk  cans  will  be  given  to  the  phy- 
sicians who  visit  the  Pet  Milk  booth. 

Pitman-Moore  Company,  Indianapolis,  Indiana 
(Booth  75),  will  feature,  among  other  things,  the  new 
Council-accepted  sulfonamide  combination,  Mag- 
moid  Sulfadimer,  an  extremely  palatable  fluid  sus- 
pension of  microcrystalline  sulfadiazine  and  sulfa- 
merazine  with  sodium  lactate;  also  Tablets  Neo- 
cholan,  “a  complete  gallbladder  drug  regimen  in 
single  tablet,”  and  several  other  recent  important 
pharmaceutic  and  biologic  developments. 

Plastishield,  Inc.,  Minneapolis,  Minnesota  (Booth 
57).  Plastishields,  shaped  plastic  shields,  represent 
a new  technic  for  the  ante-  and  postpartum  care  of 
the  breast  and  nipple.  It  was  inspired  by  the  need 
for  a technic  which  would  attack  the  unfortunately 
high  incidence  of  nursing  difficulties  arising  from 
cracked,  sore,  bleeding  nipples  and  breast  infec- 
tions. The  Plastishield  technic  is  now  an  estab- 
lished routine  in  many  hospitals  throughout  the 
United  States  and  Canada.  With  this  technic, 
time  required  of  maternity  nurses  in  assisting  the 
nursing  mother  is  greatly  reduced.  Plastishields 
are  used  without  any  medication.  Trained  nurses 
will  be  available  at  our  exhibit  to  explain  this  tech- 
nic. 

L.  & B.  Reiner,  Inc.,  New  York  (Booth  34).  Factory 
representatives  exhibiting:  The  Jones  Motor  Basal, 
original  waterless  metabolism  machine,  featuring 


a self-correcting,  double  slope  tracing  and  no 
calculations;  E.P.L.  Cardiotron,  the  first  successful, 
direct-recording  electrocardiograph  with  exclusive 
autoprestomatic  switch  and  permograph  paper; 
the  new  Mass  Clinical  Analyzer,  a photoelectric 
Colorimeter  calibrated  for  70  tests. 

J.  B.  Roerig  and  Company,  Chicago  (Booth  10). 
Members  of  the  Medical  Society  of  the  State  of  New 
York  and  their  guests  are  cordially  invited  to  visit 
this  exhibit.  Interesting  new  preparations  will  be 
featured  and  company  representatives  will  be  on 
hand  to  explain  these  products  in  detail  and  to  offer 
the  courtesy  of  its  professional  service  department 
to  all  interested  members. 

Rystan  Company,  Mount  Vernon,  New  York  (Booth 
Gl).  Chloresium  preparations  contain  the  purified, 
therapeutically  active  water-soluble  derivatives  of 
Chlorophyll  “a”  (C&5H720&N4Mg).  They  are  na- 
tural, nontoxic  biogenic  healing  and  deodorizing 
agents  for  the  topical  treatment  of  wounds,  burns, 
ulcers,  dermatoses,  and  lesions  of  the  intestinal  tract; 
also  for  healing,  decongesting  and  deodorizing  acute 
and  chronic  respiratory  tract  infections;  and  for 
the  treatment  of  inflammatory  periodontal  condi- 
tions. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  4).  An  exhibit  of  interest  to  clinicians, 
specialists,  and  research  men  alike — in  the  fields  of 
cardiology  and  endocrinology.  On  display  will  be 
working  models  of  such  clinical  diagnostic  instru- 
ments as  the  Sanborn  Metabulator,  the  “all-en- 
closed” metabolism  tester;  and  the  Sanborn  Viso- 
Cardiette,  leader  among  direct  writing  electrocar- 
diographs. These  will  be  supplemented  by  more 
specialized,  research-type  equipment,  including  the 
Poly-Viso  Cardiette,  multichannel  biophysical 
research  recorder;  the  Electromanometer,  outstand- 
ingly useful  for  a wide  variety  of  venous,  arterial, 
intracardiac,  and  other  “pressure”  recordings;  and 
other  diagnostic  instruments  of  still  more  recent  de- 
velopment. 

• 

Sandoz  Chemical  Works,  Inc.,  New  York  (Booth 
68).  Among  recently  released  Sandoz  medicinal 
specialties  are:  Methergine  (Methyl  Ergonovine),  a 
partial  synthetic  oxytocic;  Mesantoin  (Methyl- 
phenyl-ethyl  Hydantoin),  and  Hydantal  (Mesan- 
toin plus  phenobarbital),  anticonvulsants  for  the 
control  or  reduction  in  the  frequency  of  epileptic 
seizures;  Dihydroergotamine  Sandoz  (D.H.E.- 
45),  the  improved  non-narcotic  relief  for  migraine. 
Dihydroergotamine  lessens  incidence  of  nausea  and 
vomiting,  uterotonic  effect  of  ergotamine  is  practi- 
cally eliminated,  sympathico-inhibitory  effect  is  en- 
hanced. Other  well-known  Sandoz  products  in- 
clude Bclladenal,  Bellergal,  Bellafoline,  Cedilanid, 
Digilanid,  Neo-Calglucon  Syrup  and  ampul  solu- 
tion. 

Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  65).  This  exhibit  consists  of  pictorial 
information  to  explain  facilities  available  to  the  public 
at  the  New  York  State-owned  Saratoga  Spa  as  a part 
of  the  State’s  public  health  service.  The  center 
theme  is  an  aerial  view  of  the  1,200  acre  reservation. 
It  emphasizes  treatments  with  naturally  carbonated 
mineral  waters,  bottled  waters,  and  recreational 
features.  State  bottled  Geyser  water  will  be  served 
by  an  attendant  throughout  the  meeting. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  24).  Among  the  new  pharmaceutic  and 
hormone  preparations  developed  in  the  Schering 
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research  laboratories,  Mieropellets  Progynon  will  be 
featured.  This  new  potent  form  of  the  female  sex 
hormone,  alpha  estradiol,  provides  maximum  re- 
sults at  minimum  cost  to  the  patient.  Combisul 
and  Combisul  Liquid,  the  triple  sulfonamide  com- 
binations which  eliminate  the  dangers  of  sulfonamide 
renal  damage,  will  also  be  presented.  Trimeton,  the 
outstanding  antihistaminic,  will  highlight  the  ex- 
hibit. Schering  professional  service  representatives 
will  be  present  to  welcome  you  and  will  be  happy  to 
answer  your  inquiries  concerning  Schering ’s  new 
products  as  well  as  their  other  hormone,  x-ray  diag- 
nostic, chemotherapeutic,  and  pharmaceutic  spe- 
cialties. 

Schieffelin  & Company,  New  York  (Booth  31). 
Schieffelin  Benzestrol,  a synthetic  estrogen  de- 
veloped in  the  research  laboratories  of  Schieffelin  & 
Company,  is  featured  for  three  forms  of  administra- 
tion— oral,  parenteral,  and  vaginal.  A qualified 
staff  will  be  on  hand  to  discuss  the  advantages  of 
Benzestrol  and  the  use  of  each  form,  and  to  answer 
any  questions.  Literature  will  be  available,  and 
information  on  other  Schieffelin  products  may  be 
secured. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
29),  cordially  invites  you  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Re- 
search. Featured  will  be  Ruphyllin,  for  abnormal 
capillary  fragility,  Hydryllin,  new  and  effective 
antihistaminic,  as  well  as  such  time-proved  products 
as  Searle  Aminophyllin  in  all  dosage  forms,  Meta- 
mucil,  Ketochol,  Floraquin,  Kiophyllin,  Diodoquin, 
Pavatrine,  and  Pavatrine  with  phenobarbital. 

Sharp  & Dohme,  Inc.,  Philadelphia,  Pennsyl- 
vania (Booth  50),  extends  a cordial  welcome  to 
all  visitors  at  their  booth.  Stable,  portable  “Lyo- 
vac”  Normal  Human  Plasma  irradiated  to  destroy 
not  only  bacteria  but  also  the  viral  contaminants 
that  might  cause  homologous  serum  hepatitis  merits 
your  attention.  Unusual  specialties  including  the 
popular  sulfonamide  drugs  also  will  be  of  major 
interest.  Courteous  attendants  will  be  pleased  to 
serve  you. 

Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth41).  Dcxedrine Sulfate  (dextro- 
amphetamine sulfate,  S.K.F.)  will  be  a feature  at 
this  exhibit.  Dexedrine  therapy,  now  established 
as  the  treatment  of  choice  in  overweight,  spares  the 
patient  the  discouragement  and  irritability  which 
ordinarily  accompany  adherence  to  reducing  regi- 
mens. Because  it  successfully  curbs  appetite, 
Dexedrine  makes  it  easy  for  the  overweight  patient 
to  stop  overeating.  Thus  it  reduces  weight  safely, 
without  the  use  (and  risk)  of  such  drugs  as  thyroid. 

Spencer,  Inc.,  New  Haven,  Connecticut  (Booth 
16).  On  display  will  be  Spencer  Individually 
Designed  Supports  for  abdomen,  back,  and 
breasts.  We  particularly  invite  your  investigation 
of  the  Spencer  Abdominal  Spring  Pad;  the  Spencer 
Mastectomy  Breast  Support  with  breast  forms,  and 
such  special  orthopedic  features  as  our  Outside 
Pelvic  Binder,  Removable  Rigid  Steels  with  molding 
tools,  and  Pivoting  Shoulder  Straps. 

E.  R.  Squibb  & Sons,  New  York  (Booth  52),  will 
feature  Dihydrostreptomycin  and  the  new  Penicillin 
Dispolator. 
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Swift  & Company,  Chi- 
cago,  Illinois  (Booth  33), 
are  exhibiting  their  all- 
in  Wrni  meat  baby  foods,  Swift’s 
Meats  for  Babies  and 
'esmavl  Juniors.  You  may  sample 
and  examine  strained  or 
diced  meats  in  six  varie- 
ties, beef,  lamb,  veal,  pork, 
heart,  and  liver.  These 
high  protein  foods  are  also  useful  in  adult  special 
diets.  Literature  available. 

Tampax,  Inc.,  New  York  (Booth  62).  With  the 
rapidly  developing  preference  for  the  Tampax 
method  of  menstrual  protection,  physicians 
will  want  to  review  the  authoritative  information 
on  appropriate  use  of  the  three  absorbencies — 
Junior,  Regular,  and  Super.  Trained  educational 
consultants  will  welcome  an  opportunity  to  discuss 
these  exclusive  features  with  you.  See  the  new 
Tampax  vendor. 

U.S.  Vitamin  Corporation,  New  York  (Booth  66). 
Full  color  illustrated  brochure,  Diagnosing  Vitamin 
Deficiencies,  together  with  professional  samples  and 
literature  on  Vi-Syneral,  Vi-Syneral  Vitamin  Drops, 
Poly-B,  Vi-Litron,  Hypervitam,  Lipo-Heplex,  Dal- 
sol,  Desiver,  Amiprote,  Rutin-Rutascorb,  Methi- 
schol,  Tri-Sulfanyl,  Vi-Syneral  Injectable,  and 
others. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
(Booth  38),  will  present  to  the  profession  a new  sym- 
pathomimetic agent,  Orthoxine  Hydrochloride,  for 
the  prevention  and  treatment  of  bronchial  asthma. 
Orthoxine  is  an  orally  effective  chemical  entity 
singularly  specific  as  a bronchodilator.  Orthoxine 
is  remarkably  free  from  the  common  vasopressor, 
cardiac,  and  central  nervous  side  effects  of  even  the 
newest  amines.  An  attractive  display  will  serve  as 
a background  for  Upjohn  representatives.  They 
will  be  pleased  to  discuss  this  new  product  with  the 
profession. 

% 

VanPelt  and  Brown,  Inc.,  Richmond,  Virginia 
(Booth  20),  will  feature  two  hematinic  prepara- 
tions, Vifoliron  Tablets  (folic  acid,  liver,  iron, 
and  B complex  vitamins),  and  Gluco  Ferrum 
Tablets  and  Elixir  (ferrous  gluconate  with  thiamine). 
Samples  and  literature  of  other  specialties  will  be 
available. 

Vaponefrin  Company,  Upper  Darby,  Pennsylvania 
(Booth  22).  The  Vaponefrin  exhibit  features  de- 
vices and  solution  for  use  in  Aerosol  Therapy.  This 
comprises  the  Vaponefrin  nebulizer  and  solution 
(Physicians  Aerosol  Unit),  the  positive  negative 
pressure  apparatus  for  sinusitis,  the  Vapocillin  re- 
breathing  apparatus  for  serious  respiratory  diseases, 
the  Aerosol  motor  unit  for  low  pressure  aerosol 
utilizing  air,  and  the  Vaponefrin  aerosol  mask. 

Varick  Pharmacal  Company,  Inc.,  New  York  (Booth 
63).  The  makers  of  Digitaline  Nativelle,  the  origi- 
nal digitoxin,  have  prepared  an  interesting  and 
informative  exhibit  on  new  and  broader  concepts  of 
treating  the  failing  heart.  Emphasis  is  given  to  the 
role  of  Digitaline  (Nativelle),  the  preparation  of 
choice  in  congestive  failure.  Literature  and  samples 
of  Digitaline  will  be  available  as  well  as  copies  of 
our  recently  published  brochure,  Low  Sodium  Diet. 
We  cordially  invite  you  to  visit  our  exhibit. 
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Wallace  & Tieman  Products,  Belleville,  New  Jersey 
(Booth  27),  is  exhibiting  the  new  Desenex  Solution, 
as  well  as  the  well-known  ointment  and  powder 
forms  of  this  fungicide;  Azochloramid,  their  ef- 
fective, nonsensitizing  chlorine  antiseptic;  Mono- 
mestrol,  an  orally  effective  estrogen;  Sotradecol, 
the  new  sclerosing  agent  for  the  injection  therapy 
of  varicose  veins;  and  Salundek,  a topical  applica- 
tion for  tinea  capitis.  You  are  cordially  invited 
to  visit  our  booth  and  to  register  for  generous  sample 
quantities  of  these  useful  preparations. 

Westinghouse  Electric  Corporation,  New  York 
(Booth  35).  The  popular  50  ma.  “RX”  unit  for 
fluoroscopy,  radiography  and  Bucky  radiography 
will  be  exhibited  together  with  demonstrating  x-ray 
films  and  accessories.  This  practical  type  of  x-ray 
equipment  permits  the  doctor  to  start  with  fluor- 
oscopy only,  then  add  later  radiographic  and  Bucky 
facilities. 

Westwood  Pharmaceuticals,  Buffalo,  New  York 
(Booth  77),  exhibits  the  new,  improved,  single-dose, 
disposable  applicators  for  Westhiazole  Vaginal,  the 
therapy  of  choice  for  vaginal  and  cervical  infections. 
We  will  be  glad  to  demonstrate  the  convenience  and 
simplicity  of  these  applicators  and  to  describe  the 


effectiveness  of  Westhiazole  Vaginal  jelly  in  the 
treatment  of  trichomonas,  nonspecific  infections, 
and  the  monilias. 

White  Laboratories,  Inc.,  Newark,  New  Jersey 
(Booth  45).  White’s  Dienestrol  Tablets  and 
Dienestrol  Suspension  (Council-accepted),  a new 
orally  effective  synthetic  estrogen  is  featured. 
Complete  information  and  literature  are  available 
regarding  the  advantages  of  Dienestrol’s  high  bio- 
logic activity,  excellent  patient-tolerance,  and  econ- 
omy. Other  products  of  White  Laboratories,  Inc., 
are  on  display,  and  White’s  medical  service  represent- 
atives in  attendance  will  be  pleased  to  supply  any 
further  information  requested. 

Winthrop-Steams,  Inc.,  New  York  (Booth  7),  ex- 
tends a cordial  invitation  to  visit  its  booth 
where  representatives  will  be  on  hand  to  discuss  the 
latest  therapeutic  contributions  made  by  this  firm. 
Featured  will  be  Demerol,  powerful  analgesic, 
spasmolytic,  and  sedative,  especially  well  suited  for 
pre-  and  postoperative  use;  Isuprel,  new,  more  effi- 
cient and  convenient  bronchodilator,  tablets  for 
sublingual  use,  solution  for  inhalation;  Neo-Syne- 
phrine  with  penicillin  for  the  treatment  of  sinusitis. 
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SCIENTIFIC  MOTION  PICTURES 

17th  Floor 

Tuesday,  May  3 


9:00  A.M. — Nonoperative  Treatment  of  Para- 
nasal Sinusitis 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

9:20  A.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 
J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

10:13  A.M. — Peptic  Ulcer 

Everett  D.  Kiefer,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 
11:00  A.M. — Cervicitis:  Etiology,  Diagnosis, 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 
11:55  A.M. — Clinic  on  Deafness 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

12:22  P.M. — Chronic  Purulent  Otitis  Media 
Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 


INTERMISSION 

2:00  P.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 
J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

2:53  P.M. — Cervicitis:  Etiology,  Diagnosis, 
Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 

3:48  P.M. — Allergy:  Immunology,  Diagnosis, 
Treatment 

Leo  Criep,  M.D.,  University  of 
Pittsburgh,  School  of  Medicine, 
Pittsburgh,  Pennsylvania 

4:41  P.M. — Calcaneous  Deformity  Due  to 
Paralysis  of  Gastrocnemius  Sol- 
eus  Muscles 

Leo  Mayer,  M.D.,  Hospital  for 
Joint  Diseases,  New  York  City 

5 : 00  P.M. — Requests 
to  6: 00  P.M. 


Wednesday,  May  4 


9:00  A.M. — Sturmdorf  Trachelo plasty  for 
Chronic  Endocervicitis 
Edward  Hoenig,  M.D.,  and  Robert 
Hoenig,  M.D.,  Jewish  Memorial 
Hospital,  New  York  City 

9:20  A.M. — Cervicitis:  Etiology,  Diagnosis, 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 

10:15  A.M. — Calcaneous  Deformity  Due  to 
Paralysis  of  Gastrocnemius  Sol- 
eus  Muscles 

Leo  Mayer,  M.D.,  Hospital  for 
Joint  Diseases,  New  York  City 

10:37  A.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 
J.  Lerman,  M.D.%  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

11:30  A.M. — Allergy:  Immunology,  Diagnosis, 
Treatment 

Leo  Criep,  M.D.,  University  of 
Pittsburgh,  School  of  Medicine, 
Pittsburgh,  Pennsylvania 

12:20  P.M. — Esophageal  Disease 

Edwin  Boros,  M.D.  New  York 
City 


INTERMISSION 

2:00  P.M. — Nonoperative  Treatment  of  Para- 
nasal Sinusitis 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 
2 : 20  P.  M . — Clinic  on  Deafness 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

2:47  P.M. — Cervicitis:  Etiology,  Diagnosis, 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 
3:42  P.M. — Hypothyroidism:  Etiology,  Diag- 

nosis, Treatment 

J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

4:35  P.M. — Peptic  Ulcer 

Everett  D.  Kiefer,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 
5:22  P.M. — Modern  Advances  in  Plastic  Sur- 
gery 

J.  Eastman  Sheehan,  M.D.,  St. 

Clare’s  Hospital,  New  York  City 
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Thursday,  May  5 


9:00  A.M. — Calcaneous  Deformity  Due  to 
Paralysis  of  Gastrocnemius  Sol- 
eus  Muscles 

Leo  Mayer,  M.D.,  Hospital  for 
Joint  Diseases,  New  York  City 

9:22  A. M.— Clinic  on  Deafness 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

9:49  A.M.— Cervicitis:  Etiology,  Diagnosis, 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 

10:44  A.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 
J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

11:37  A.M. — Nonoperative  Treatment  of  Para- 
nasal Sinusitis 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

11:57  A.M. — Peptic  Ulcer 

Everett  D.  Kiefer,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 

INTERMISSION 


2:00  P.M. — Chronic  Purulent  Otitis  Media 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

2:49  P.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 
J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

3 : 38  P.  M.— Cervicitis  : Etiology,  Diagnosis  , 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 

4:33  P.M. — Allergy:  Immunology,  Diagnosis, 
Treatment 

Leo  Criep,  M.D.,  University  of 
Pittsburgh,  School  of  Medicine, 
Pittsburgh,  Pennsylvania 

5:26  P.M. — Nonoperative  Treatment  of  Para- 
nasal Sinusitis 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 

5:45  P.M. — Sturmdorf  Tracheloplasty  for 
Chronic  Endocervicitis 

Edward  Hoenig,  M.D.,  and  Robert 
Hoenig,  M.D.,  Jewish  Memorial 
Hospital,  New  York  City 


Friday,  May  6 


9:00  A.M. — Esophageal  Disease 

Edwin  Boros,  M.D.,'  New  York  City 

9:18  A.M. — Cervicitis:  Etiology,  Diagnosis, 

Treatment 

Bela  C.  Balas,  M.D.,  and  Herbert 
Schmitz,  M.D.,  Loyola  University, 
School  of  Medicine,  Chicago,  Illinois 


10:13  A.M. — Peptic  Ulcer 

Everett  D.  Kiefer,  M.D.,  Lahey 
Clinic,  Boston,  Massachusetts 

11:00  A.M. — Clinic  on  Deafness 

Samuel  J.  Kopetzky,  M.D.,  and 
Ralph  Almour,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hos- 
pital, New  York  City 


11:27  A.M. — Hypothyroidism:  Etiology,  Diag- 
nosis, Treatment 

J.  Lerman,  M.D.,  Massachusetts 
General  Hospital,  Boston,  Massa- 
chusetts 

12:10  P.M. — Modern  Advances  in  Plastic  Sur- 
gery 

J.  Eastman  Sheehan,  M.D.,  St. 

Clare’s  Hospital,  New  York  City 

1:05  P.M. — Calcaneous  Deformity  Due  to 
Paralysis  of  Gastrocnemius  Soleus 
Muscles 

Leo  Mayer,  M.D.,  Hospital  for 
Joint  Diseases,  New  York  City 

1:27  P.M. — Requests 


The  films  are  shown  through  the  courtesy  of  Mr.  Joseph 
P.  Hackel,  Medical  Film  Guild,  New  York  City. 
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Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  C — REHABILITATION, 
NUTRITION,  GERIATRICS,  PHYSICAL  MEDICINE 

Harry  V.  Spaulding,  Chairman,  Section  Delegate 
Charles  L.  Pope,  District  Delegate 
E.  Carlton  Foster,  Yates 
Edwin  L.  Harmon,  Westchester 
Madge  C.  L.  McGuinness,  New  York 

Council — Part  VI 

ECONOMICS,  PUBLIC  MEDICAL  CARE,  MEDICAL  SERVICE, 
JOINT  COMMITTEE  OF  THE  HOSPITAL  ASSOCIATION  AND 
THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Thomas  O.  Gamble,  Chairman,  Albany 
James  E.  McAskill,  District  Delegate 
Irwin  Felsen,  Allegany 
Alfred  Angrist,  Queens  . 

Elton  R.  Dickson,  Broome 

Council — Part  VII 

MEDICAL  CARE  INSURANCE 

John  B.  D’Albora,  Chairman,  District  Delegate 

Guy  S.  Philbrick,  Niagara 

William  T.  Boland,  Chemung 

John  M.  Galbraith,  Nassau 

Frederic  E.  Elliott,  Section  Delegate 

Council — Part  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION 
WAR  MEMORIAL 

Joseph  P.  Henry.  Chairman,  Monroe 
Benjamin  M.  Bernstein,  Kings 
Stephen  H.  Curtis,  Rensselaer 
Joseph  L.  Kiley,  Saratoga 
Halford  Hallock,  Section  Delegate 

Council — Part  IX 

LEGISLATION 

William  B.  Rawls,  Chairman,  New  York 

A.  W.  Martin  Marino,  Kings 

Henry  W.  Miller,  Putnam 

Olin  J.  Mowry,  Oswego 

John  L.  Sengstack,  Suffolk 

Council — Part  X 
workmen’s  COMPENSATION 

A.  Wilbur  Duryea,  Chairman,  New  York 
Charles  E.  Goodell,  Chautauqua 
Walter  S.  Bennett,  Washington 
Reginald  A.  Higgons,  Westchester 
John  H.  Garlock,  New  York 
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Council — Part  XI 

PUBLICATION 
PUBLIC  RELATIONS 

Eugene  H.  Coon,  Chairman,  Nassau 
Frank  LaGattuta,  Bronx 
Irving  J.  Sands,  Kings 
Leo  E.  Reimann,  Cattaraugus 
William  A.  Peart,  Niagara 

Council — Part  XII 

MISCELLANEOUS  — CONVENTIONS,  MEDICAL  LICEN- 
SURE, NURSING  EDUCATION,  WOMAN’S  AUXILIARY, 
OFFICE  ADMINISTRATION  AND  POLICIES,  ETHICS, 
MEMORIALS 

Joseph  A.  Geis,  Chairman,  Essex 
Charles  H.  Loughran,  Kings 
Charles  Gullo,  Livingston 


E.  Dean  Babbage,  Erie 
Ezra  A.  Wolff,  Queens 

Miscellaneous  Business  A 

Andrew  A.  Eggston,  Chairman,  Westchester 

Joseph  Tenopyr,  Kings 

Edward  P.  Flood,  Bronx 

George  C.  Vogt,  Broome 

Orrin  Q.  Flint,  Delaware 

Miscellaneous  Business  B 

Norman  S.  Moore,  Chairman,  Tompkins 
Edwin  A.  Griffin,  Kings 
Goodlatte  B.  Gilmore,  Bronx 
J.  William  Quinlan,  Monroe 
M.  Renfrew  Bradner,  Orange 


RESUME  OF  INSTRUCTIONS  OF  THE  1948  HOUSE  OF  DELEGATES 
AND  ACTIONS  THEREON  OF  THE  COUNCIL,  BOARD  OF 
TRUSTEES,  AND  OFFICERS 


Change  in  Constitution  of  the  American  Medical 
Association  (Sections  38,  49, 108). — As  instructed  by 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  its  delegates  to  the  American 
Medical  Association  introduced  a resolution  to  the 
effect  that  no  component  society  of  the  American 
Medical  Association  should  exclude  any  qualified 
physician  from  membership  by  reason  of  race,  creed, 
or  color.  The  reference  committee,  to  which  this  was 
referred,  reported  that  the  American  Medical  Asso- 
ciation is  a federation  and  that  the  decision  regarding 
its  membership  lies  entirely  within  the  rights  of  each 
county  medical  society. 

Specialty  Boards  (Section  52). — A resolution,  re- 
garding the  requirement  of  some  hospitals  that  a 
physician  have  certification  from  a national  specialty 
board  before  he  can  be  eligible  for  a senior  staff  ap- 
pointment, was  introduced  in  the  House  of  Delegates 
of  the  American  Medical  Association  by  Dr.  Edward 
P.  Flood.  The  intent  of  this  resolution  was  adopted 
by  the  House  as  part  of  a committee  report. 

Draft  of  Physicians  (Section  69,  170)  — The  New 
York  members  of  the  House  of  Delegates  of  the 
American  Medical  Association  were  instructed  to 
introduce  a resolution  regarding  the  unfairness  of 
proposed  drafting  of  physicians  for  the  armed  serv- 
ices of  the  United  States.  This  resolution  was  not 
introduced  because  the  legislation  to  which  it  re- 
ferred had  been  passed  by  the  Congress  of  the 
United  States  before  the  meeting  of  the  American 
Medical  Association,  and  because  such  draft  was 
not  included  in  the  law.  However,  Dr.  Anderton 
! wrote  to  the  legislators  in  Washington,  as  directed. 

Increased  Appropriation  for  Woman’s  Auxiliary 
(Section  77). — The  House  of  Delegates  urged  the 
Council  to  “recommend  to  the  Board  of  Trustees 
that  the  appropriation  be  increased  by  $1,000”  for 
the  Woman’s  Auxiliary.  On  recommendation  from 
the  Council,  the  Trustees  so  voted. 

Question  on  Ethics  (Section  79). — The  House  of 
Delegates  referred  back  to  the  Council  for  further 


study  the  proposed  substitution  to  be  added  to 
Section  31(b)  of  the  Principles  of  Professional  Con- 
duct entitled,  “Advertisements  and  Announcements 
of  Publications  for  the  Laity.”  A revision  of  these 
is  being  recommended  to  the  1949  House  of  Dele- 
gates (see  report  of  Committee  on  Ethics). 

Directory  (Section  85). — It  was  voted  that  the 
Council  should  consider  the  advisability  of  discon- 
tinuing publication  in  the  Medical  Directory  of  New 
York,  New  Jersey , and  Connecticut  of  names  of 
physicians  in  New  Jersey  and  Connecticut  until 
means  can  be  devised  to  interest  these  physicians  in 
defraying  some  of  the  cost  of  compiling  the  publica- 
tion. The  Council  referred  this  matter  to  the  Publi- 
cation Committee.  The  Publication  Committee’s 
deliberations  regarding  this  matter  are  included  in 
its  annual  report  (see  annual  report  of  Publication 
Committee). 

Medical  Practice  Committee,  Workmen’s  Com- 
pensation Law  (Section  94).- — A resolution  advocat- 
ing abolition  of  the  Medical  Practice  Committee  as 
established  under  the  Workmen’s  Compensation 
Law,  and  bespeaking  added  support  from  county 
medical  societies  outside  the  Metropolitan  area,  was 
referred  to  the  Committee  on  Legislation  and  the 
Workmen’s  Compensation  Committee.  Such  legis- 
lation was  to  be  introduced  at  the  time  of  the  writing 
of  this  resume. 

Workmen’s  Compensation  (Section  96). — As  a re- 
sult of  action  by  the  House  of  Delegates,  President 
Simpson  appointed  the  following  Advisory  Subcom- 
mittee of  the  Workmen’s  Compensation  Board:  Dr. 
Fenwick  Beekman,  New  York  City,  chairman:  Dr. 
Joseph  A.  Manzella,  Brooklyn;  Dr.  Stanley  E.  Alder- 
son,  Albany;  Dr.  Walter  S.  Bennett,  Granville;  Dr. 
Dwight  V.  Needham,  Syracuse;  Dr.  Charles  D. 
Squires,  Binghamton;  Dr.  Joseph  A.  Lane,  Roches- 
ter, and  Dr.  Guy  S.  Philbrick,  Niagara  Falls. 

Fee  Schedule  (Section  96). — The  House  resolution 
that  the  “Chairman  of  the  Workmen’s  Compensa- 
tion Board  arrange  for  a yearly  consideration  and 
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review  of  the  Fee  Schedule  and  that  Miss  Donlon 
designate  it  as  a ‘Minimum  Medical  Fee  Schedule’  ” 
was  referred  by  the  Council  to  the  Workmen’s  Com- 
pensation Committee,  as  was  a recommendation  that 
steps  be  taken  for  settlement  of  disputed  workmen’s 
compensation  medical  bills  in  the  four  counties 
having  a population  of  over  one  million,  through 
arbitration  by  a committee  consisting  of  five 
physicians  (see  Annual  Report  of  Workmen’s  Com- 
pensation Committee). 

Salaries  of  Public  Health  Physicians  in  the  New 
York  State  Department  of  Health  (Section  100). — 
The  House  of  Delegates  took  action  urging  an  up- 
ward salary  scale  revision  of  “salaries  for  Public 
Health  and  Laboratory  Physicians  in  the  State  De- 
partment of  Health”  and  referred  the  matter  to  the 
Council.  Upon  instruction  by  the  Council,  the 
Secretary  wrote  to  Governor  Thomas  E.  Dewey  on 
June  14,  1948,  enclosing  copy  of  the  House  resolu- 
tion. Honorable  Charles  B.  Breitel,  Counsel  to  the 
Governor,  replied  four  days  later  that  he  was  trans- 
mitting the  Secretary’s  letter  to  the  State  Director  of 
Budget,  stating  in  part,  “I  am  sure  it  will  receive 
proper  consideration  and  attention.” 

Malpractice  Defense  Insurance  (Section  102). — As 
the  result  of  the  recommendation  to  the  House  of 
Delegates,  the  Malpractice  Insurance  and  Defense 
Board  has  continued  the  group  plan  of  Malpractice 
Defense  Insurance. 

Plan  to  Diminish  Suits  for  Malpractice  (Section 
103). — The  House  of  Delegates  instructed  the  Coun- 
cil to  study  the  plan  instituted  by  the  Alameda 
County  (California)  Medical  Association  to  pre- 
vent malpractice  law  suits.  This  was  referred  to  the 
Malpractice  Insurance  and  Defense  Board.  Con- 
siderable information  was  accumulated  regarding 
this  matter  (see  report  of  Malpractice  Insurance  and 
Defense  Board). 

Abatement  of  Illegal  Practice  of  Medicine  Through 
Injunction  (Section  106). — The  House  of  Delegates 
referred  to  the  Committee  on  Legislation  a proposal 
“to  introduce  the  necessary  recommended  injunctive 
legislation  in  the  1949  legislative  session.”  After 
consultations  with  Sidney  Tartikoff,  Esquire,  As- 
sistant Attorney  General,  Dr.  Robert  R.  Hannon 
and  members  of  the  Committee  on  Legislation 
secured  the  introduction  of  a bill  which  if  enacted 
would  allow  the  stopping  of  the  illegal  practice  of 
medicine  through  issuance  of  an  injunction.  This 
proposal  was  also  urged  by  the  Wicks  Commission 
(see  annual  report  of  Committee  on  Legislation). 

Report  of  the  Temporary  State  Commission  on  Co- 
ordination of  State  Activities  (Section  111). — The 
Wicks  Commission  Report  was  referred  to  the  Com- 
mittee on  Legislation  with  power.  On  November  10, 
1948,  a letter  was  sent  by  Leo  F.  Simpson,  M.D., 
president  of  the  Medical  Society  of  the  State  of  New 
York,  Frederic  W.  Holcomb,  M.D.,  chairman 
of  the  Committee  on  Legislation,  and  Robert  R. 
Hannon,  M.D.,  executive  officer  of  the  Medical 
Society  of  the  State  of  New  York,  to  Honorable 
Arthur  H.  Wicks,  in  which  was  enclosed  a forcible, 
comprehensive  and  scholarly  memorandum.  Dr. 
Holcomb,  Dr.  Hannon  and  Dr.  Anderton  appeared  at 
the  Wicks  Commission  hearing  (see  report  of  Com- 
mittee on  Legislation). 

Podiatry  Legislation  (Section  112). — A resolution 
regarding  podiatry  legislation  was  referred  to  the 


Committee  on  Legislation  with  instructions  to  re- 
port to  the  Council.  The  legal  definition  of  podiatry 
was  amended  in  1948.  The  Committee  on  Legisla- 
tion recommended  to  the  Council  “that  to  attempt 
to  do  anything  about  the  podiatry  law  will  only 
weaken  our  position  in  regard  to  other  important 
legislative  matters.”  The  Council  voted  “not  to  do 
anything  regarding  podiatry  legislation  unless  a new 
bill  is  introduced.” 

Lien  Law  (Section  113). — A recommendation  that 
the  Lien  Law  should  be  amended  to  include  bills  of 
physicians  and  surgeons  was  referred  to  the  Com- 
mittee on  Legislation.  Such  a bill  was  introduced 
(see  report  of  Committee  on  Legislation). 

Legislative  Committee  Activities  (Section  114). — 
The  House  expressed  the  opinion  that  “the  com- 
ponent county  societies  will  become  an  active  inte- 
gral part  of  the  legislative  program.”  They  recom- 
mended consideration  and  institution  of  such 
measures  as  will  make  our  legislative  program  an 
outstanding  success.  This  was  referred  to  the  Com- 
mittee on  Legislation.  As  a result,  a legislative 
manual  was  prepared  by  the  Public  Relations 
Bureau  and  distributed  to  county  medical  society 
presidents  and  legislative  chairmen.  This  manual  is 
comprehensive  and  direct,  and  has  received  much 
complimentary  criticism  (see  report  of  Committee 
on  Legislation). 

Partnership  and  Group  Practice  (Section  115). — A 
request  from  the  House  that  legislation  be  introduced 
to  amend  the  law  concerning  group  practice  or  part- 
nership was  referred  to  the  Committee  on  Legisla- 
tion. As  a result  of  careful  study,  this  committee 
reported  to  the  Council.  On  December  8,  1948,  the 
Council  voted  “that  the  matter  of  group  practice, 
partnership,  etc.,  be  subjected  to  further  study  as  it 
is  not  feasible  to  have  initiated  such  legislation  at 
this  time.” 

X-Ray  as  a Practice  of  Medicine  (Section  116). — 
It  was  voted  that  the  Medical  Society  of  the  State  of 
New  York  actively  work  for  passage  of  a bill  to 
amend  the  law  in  such  a way  as  to  declare  the  use  of 
x-rays  in  diagnosis  and  therapy  and  the  practice  of 
radium  therapy  be  limited  to  physicians,  dentists, 
osteopaths,  and  podiatrists.  This  was  referred  to 
the  Committee  on  Legislation.  It  was  considered 
with  the  following  proposed  amendment  to  Educa- 
tion Law  in  regard  to  anesthesiology,  physical 
therapy,  and  radiology  (Section  117).  The  Com- 
mittee on  Legislation  to  whom  the  preceding  and 
this  matter  were  referred  reported  to  the  Council 
on  December  8,  1948,  that  unanimity  of  opinion 
among  the  members  of  our  profession  interested  in 
these  matters  cannot  be  achieved.  It  was  voted 
that  the  Council  feels  it  unwise  to  change  the 
definition  of  the  practice  of  medicine  as  contained 
in  the  Medical  Practice  Act. 

Federal  Funds  for  Pediatric  Education  (Section 
119). — A resolution  regarding  allocation  of  Federal 
funds  for  undergraduate,  graduate  and  postgraduate 
education  in  pediatric  education  was  referred  by  the 
Council  to  the  Committee  on  Economics.  This 
committee  had  not  reported  before  the  annual  meet- 
ing of  the  House  of  Delegates  of  the  American  Medi- 
cal Association.  The  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  A.M.A.  felt 
that  the  wording  of  the  resolution  required  a report 
from  the  Committee  on  Economics  before  the  resolu- 
tion should  be  introduced.  This  matter  was  acted 
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upon  at  the  Interim  Session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association,  Novem- 
ber 30  and  December  1,  1948,  at  St.  Louis,  Missouri, 
condemning  use  of  Federal  funds  for  such  purposes. 

Special  Meeting  of  House  of  Delegates  (Section 
130). — Insomuch  as  no  particular  reason  arose  “a 
suggestion  to  the  Board  of  Trustees  and  Council  to 
consider”  whether  or  not  to  hold  a special  meeting  of 
the  House  of  Delegates  in  1948  was  postponed  by 
the  Council  voting  “that  no  action  be  taken  at  this 
time.” 

Scientific  Medical  Advertising  (Section  134). — On 
recommendation  as  the  result  of  the  vote  by  the 
House,  President  Simpson  appointed  the  following 
Advisory  Committee  to  help  consider  new  advertis- 
ing in  the  New  York  State  Journal  of  Medicine: 
Dr.  Charles  C.  Lieb,  New  York  City;  Dr.  Harry 
Gold,  New  York  City,  and  Dr.  Walter  A.  Bastedo, 
New  York  City.  The  Publication  Committee  was 
guided  during  the  past  year  by  recommendations 
from  the  House  regarding  advertisements  in  the 
Journal. 

Premature  Publicity  of  Medical  Matters  by  State 
Officers  (Section  135). — The  House  voted  that  the 
Society  go  on  record  as  advising  interested  govern- 
ment agencies  that  the  Society  is  always  ready  to 
conduct  preliminary  discussion  about  subjects  which 
involve  medical  service  and  the  allied  branches  of 
the  government,  before  press  releases  are  permitted, 
and  that*  the  matter  be  referred  to  the  Publifc  Rela- 
tions Committee.  This  subject  was  thoroughly  stud- 
ied by  the  director  of  the  Public  Relations  Bureau 
and  the  chairman  of  the  Committee  on  Public  Rela- 
tions. The  decision  was  reached  that  “the  whole 
project  does  not  seem  to  be  feasible  by  virtue  of  the 
fact  that  such  a request  would  have  to  be  broadcast 
to  hundreds  of  agencies  who  would  pay  no  attention 
to  it  unless  the  request  came  immediately  before 
they  were  planning  some  kind  of  an  announcement, 
in  which  case,  if  it  were  to  their  advantage  to  take  it 
up  they  would  do  so.  If  they  wished  immediate 
publication,  as  is  usually  the  case,  and  thought  that 
our  advice  would  be  to  minimize  or  change  the  copy, 
they  would  pay  no  attention  to  us  whatever.  In 
addition,  the  further  difficulty  appears  that  releases 
often  emanate  from  sources  wholly  unexpected,  and 
these  could  not  be  foreseen  and  the  agencies  notified 
in  advance The  expense  and  difficulty  of  get- 

ting up  a list  of  names  of  persons  to  be  notified  with 
their  addresses  would  be  extremely  time-consuming 
and  results  so  little,  if  any,  that  it  is  not  feasible.” 
The  New  York  State  Department  of  Health  lias  co- 
operated most  courteously  with  our  Society  regard- 
ing press  releases,  for  a long  time. 

Hospital  and  Medical  Care  for  Veterans  (Section 
138). — This  resolution  from  the  Medical  Society  of 
the  State  of  New  York  was  introduced  in  the  House 
of  Delegates  of  the  American  Medical  Association, 
June,  1948,  and  passed  after  favorable  report  by  the 
Reference  Committee  on  Legislation  and  Public 
Relations. 

Redistricting  District  Branches  (Section  143). — 
The  subject  of  re-arrangement  of  county  medical 
societies  in  district  branches  was  referred  to  the 
Council  which  requested  the  Planning  Committee 
for  Medical  Policies  to  make  recommendations  (see 
annual  report  of  Planning  Committee  for  Medical 
Policies). 

The  Title  “Dr.”  (Section  144). — The  House  re- 
ferred to  the  Committee  on  Legislation  a recom- 


mendation that  practitioners  of  medicine  and  allied 
healing  arts  be  required  by  law  to  append  to  their 
names  their  degree  and  state  license  number.  On 
account  of  the  ramifications  of  such  a requirement, 
the  Legislative  Committee  reported  to  the  Council 
“that  this  should  have  further  study.” 

Participation  in  World  Health  Organization 

(Section  145). — The  secretary  of  the  Medical  Society 
of  the  State  of  New  York  wrote  the  Rules  Com- 
mittee of  the  U.S.  House  of  Representatives  in  ac- 
cordance with  the  following  resolution:-  “Resolved, 
that  the  House  Rules  Committee  be  petitioned  by 
the  Medical  Society  of  the  State  of  New  York  to 
present  this  bill  for  a vote  by  the  House  of  Repre- 
sentatives in  order  that  the  leadership  of  American 
medicine  and  public  health  may  have  its  rightful 
voice  in  dealing  with  international  health  problems,” 
urging  that  the  U.S.  participate  in  the  World  Health 
Organization. 

Group  Practice  (Section  153). — A resolution 
calling  for  “detailed  and  serious  study  of  the  subject 
of  group  practice”  was  referred  to  the  Planning 
Committee  for  Medical  Policies  (see  annual  report  of 
Planning  Committee  for  Medical  Policies). 

Premarital  Blood  Tests  (Section  154). — The 
House  voted  “as  being  in  favor  of  a shorter  period  of 
time  between  examination  and  consummation  of  the 
marriage,”  referring  to  time  between  physical  ex- 
amination and  serologic  blood  test,  and  marriage. 
This  was  referred  .to  the  Committee  on  Legislation. 
On  December  8, 1948,  this  committee  reported  to  the 
Council  that  “at  the  present  time  persons  have  to 
obtain  a license  within  thirty  days  after  the  serologic 
examination  and  physicial  examination.”  Sixty 
days  are  allowed  to  lapse  before  use  of  license  is  re- 
quired, making  a possible  total  of  90  days.  Studies 
show  that  93  per  cent  of  250  people  were  married 
within  four  weeks  of  date  of  their  physical  examina- 
tion and  about  55  per  cent  within  two  weeks.  After 
learning  that  Senator  Desmond,  who  had  been  in- 
terested in  this  matter,  felt  that  it  was  probably  not 
desirable  to  have  the  law  changed,  the  Legislation 
Committee  recommended  to  the  Council  that  such 
legislation  not  be  fostered  this  year. 

Termination  of  Exemption  from  Dues  for  Mem- 
bers of  the  Armed  Forces  (Section  155). — A reso- 
lution was  passed  by  the  House  of  Delegates  to  allow 
the  Council  discretionary  power  regarding  any  spe- 
cific case  when  exemption  of  assessments  for  tempo- 
rary or  permanent  members  of  the  armed  service 
was  requested.  The  Council  has  been  guided  by 
these  instructions. 

Special  Committee  on  the  Problems  of  Alcoholism 
(Section  16C^). — As  the  result  of  a vote  of  the  House, 
President  Simpson  appointed  the  following  mem- 
bers of  the  House  of  Delegates  as  the  Special  Com- 
mittee on  Problems  of  Alcoholism:  Dr.  Milton  G. 
Potter,  Buffalo,  chairman;  Dr.  Henry  W.  Miller, 
Brewster;  Dr.  Raymond  F.  Kircher,  Albany;  Dr. 
John  F.  Norris,  Rochester;  Dr.  Irving  J.  Sands, 
Brooklyn,  and  Dr.  Harry  C.  Guess,  Buffalo.  A 
resolution  (Section  161)  advocating  a study  of  the 
problem  of  alcoholism  by  the  State  Department  of 
Health  was  referred  to  the  Special  Committee  on 
Problems  of  Alcoholism  and  copies  of  the  resolution 
were  transmitted  to  “the  officials  Concerned.” 

Isotope  C ommitt e (Section  162).— At  the  behest 
of  the  Council,  the  Committee  on  Public  Health*  and 
Education  ha^iu^^rtaken  to  implement  the  resolu- ' 
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tion  of  the  House  in  regard  to  coordinating  and  dis- 
seminating information  regarding  uses  and  protective 
measures  applicable  to  the  use  of  isotopes  and  radio- 
active materials. 

Practice  of  Medicine  by  Hospitals  (Section  165). — 
A House  resolution  instructing  the  Council  to  refer 
to  a committee  the  study  of  the  problem  of  hospitals 
practicing  medicine  interfering  with  private  practice 
was  referred  to  the  Economics  Committee  (see 
annual  report  of  Economics  Committee). 

Insurance  Forms  (Section  166). — The  House  reso- 
lution instructing  the  Council  to  have  a committee 
meet  with  a committee  of  the  Association  of  Life  In- 
surance Companies  “for  the  purpose  of  standardizing 
the  illness  and  mortality  forms  and  thereby  make 
them  more  brief,”  was  referred  to  the  Committee  on 
Economics  (see  annual  report  of  Committee  on 
Economics). 

Voluntary  Insurance  (Section  167)'. — A resolution 
of  the  House  of  Delegates  of  the  Medical  Society  of 


the  State  of  New  York  urging  the  American  Medical 
Association  to  have  its  employes  insured  for  hospital- 
ization through  a nonprofit  plan  was  introduced  by 
Dr.  Stephen  R.  Monteith.  As  a result  of  the 
Reference  Committee  report,  the  House  of  Dele- 
gates went  on  record  that  the  A.M.A.  should  con- 
tact both  Blue  Cross  and  Blue  Shield  organizations 
if  possible  when  these  organizations  have  available 
policies  in  Chicago. 

Blood  Banks  (Section  168). — A resolution  con- 
cerning blood  banks  was  considered  by  a Subcom- 
mittee on  Blood  Banks  of  the  Committee  on  Public 
Health  and  Education,  the  establishment  of  which 
was  recommended  by  the  House  (see  Annual  Report 
of  Public  Health  Activities,  Part  IV,  Blood  Banks). 

1949  Meeting  (Section  173)/ — As  authorized  by 
the  House  of  Delegates,  the  Convention  Committee 
arranged  for  the  1949  meeting  6f  the  Medical  Society 
of  the  State  of  New  York  to  be  held  in  Buffalo,  May 
2 to  6,  with  approval  of  the  Council. 


PROPOSED  AMENDMENTS  TO  THE  CONSTITUTION  AND  BYLAWS 


In  accordance  with  Article  XIII  of  the  Constitu- 
tion the  following  proposed  amendments  are  pub- 
fished  for  the  information  of  the  House  of  Delegates. 


Proposed  Amendment  to  Article  XI  of  the 
Constitution — District  Branches 

Introduced  by  Dr.  Stephen  R.  Monteith,  Rock- 
land County: 


“ Resolved , that  Article  XI  of  the  Constitution  and 
Bylaws  of  the  ‘Medical  Society  of  the  State  of  New 
York  be  hereby  amended  to  create  a Ninth  District 
Branch,  and  by  such  other  redistribution  as  appears 
advantageous  to  develop  the  organizational  activities 
of  the  District  Branches." 


Proposed  Amendment  to  Chapter  IV,  Sec- 
tion 10  of  the  Bylaws — Enlargement  of 
Council  Committee  on  Workmen’s  Com- 
pensation 

Introduced  by  Dr.  Joseph  C.  O’Gorman,  Erie 
County: 

“Whereas,  the  Constitution  of  the  Medical  Society 
of  the  State  of  New  York  limits  the  membership  of 
the  Council  Committee  on  Workmen’ s Compensation 
to  three;  and 

“Whereas,  there  exists  a definite  need  for  enlarge- 
ment of  this  Committee  so  as  to  give  it  under  geo- 
graphic representation;  now  therefore  be  it 

“Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by  in- 
serting in  Chapter  IV,  Section  10,  thereof,  after  the 
sentence  beginning  with  ‘The  membership  of  the 
Committees’  and  ending  with  ‘of  the  Bylaws’  the 
words  ‘and  the  Committee  on  Workmen’s  Compensa- 
tion ( k ) Chapter  IV,  Section  9 of  the  Bylaws.’  ” 

Dr.  James  F.  Rooney,  Trustee,  gave  notice  of  in- 
tention to  amend  the  bylaws  to  provide  one  extra 
meeting  of  the  House  each  year. 

He  also  gave  notice  of  intention  generally  to 
change  the  Constitution  and  bylaws. 
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REPORT  OF  THE  PRESIDENT 


To  the  House  of  Delegates,  Gentlemen: 

I am  closing  my  year  as  president  in  what  may  be 
a lull  before  a storm.  Certain  well-intentioned 
individuals  are  endeavoring  to  have  our  govern- 
ment go  even  deeper  into  making  our  people  ever 
more  and  more  dependent  upon  Washington.  They 
plan  to  make  the  government  ever  stronger  and  the 
individual  ever  weaker.  One  of  the  measures  that 
will  contribute  to  this  dubious  and,  I believe,  un- 
American  philosophy  is  compulsory  health  in- 
surance. This  involves  compulsion,  bureaucratic 
administration,  diminished  quality  of  service  to 
patients  who  need  it  due  to  the  impossible  demands 
of  those  who  do  not,  and  inevitably  it  will  lead  to 
outright  state  medicine.  This  issue  may  be  de- 
cided, unfortunately,  on  the  basis  of  emotionalism, 
political  expediency,  on  supposed  economic  grounds, 
rather  than  on  the  basis  of  what  is  best  for  the  sick 
patient. 

We  have  faith  that  the  educational  campaign 
conducted  by  the  A.M.A.  will  have  a salutary 
effect,  and  I urge  all  those  who  may  not  have  con- 
tributed their  $25  assessment  to  do  so  at  once. 

One  of  our  bulwarks  against  compulsory  health 
insurance  is  ever  to  increase  the  membership  in  our 
voluntary  nonprofit  medical  care  plans,  and  to  in- 
crease their  benefits  to  the  patient  as  soon  as  it  is 
actually  permissible.  Our  own  State  has  indeed  an 
excellent  record  in  this  matter.  We  increased  our 
membership  in  these  plans  by  515,000  in  the  past 
year.  Great  credit  is  due  Dr.  Carlton  E.  Wertz, 
chairman  of  the  Council  Committee  on  Economics, 
to  Dr.  A.  H.  Aaron,  chairman  of  the  Subcommittee 
on  Medical  Expense  Insurance,  and  to  Mr.  George 
Farrell,  director  of  our  State  Bureau  of  Medical 
Care  Insurance  for  this  splendid  progress. 

During  the  year  we  lost  the  services  of  Dr.  Harry 
Aranow  because  of  illness.  He  was  chairman  of  our 
State  Legislative  Committee,  and  the  State  Society 
has  lost  a wise  and  valued  adviser.  Dr.  Frederic 
Holcomb  is  now  the  chairman,  and  under  his 
energetic  leadership,  coupled  with  the  invaluable 
services  of  our  executive  officer,  Dr.  Robert  Hannon, 
our  legislative  matters  have  been  well  cared  for. 
Dr.  Hannon,  in  addition,  has  arranged  for  the  dis- 
trict branch  meetings,  and  this  year  they  have  been 
uniformly  successful  and  well  attended. 

This  year,  too,  at  the  suggestion  of  my  predeces- 
sor, Dr.  Louis  H.  Bauer,  your  president  attended  and 
addressed  four  of  the  district  meetings,  while  Dr. 
Masterson,  your  president-elect,  attended  the  other 
four.  This  has  proved  to  be  an  eminently  satisfac- 
tory procedure  and  should  be  continued.  In  this 
way  your  president-elect,  before  he  retires  as  presi- 
dent, will  have  visited  all  eight  branches,  but  will 


have  been  spared  the  burden  of  attending  all  of  them 
in  a single  year. 

The  Public  Relations  Bureau  has  had  a busy  year. 
It  has  stepped  up  its  activities  in  a most  remarkable 
way  due  to  the  untiring  efforts  of  Dr.  Floyd  S. 
Winslow,  with  the  able  assistance  of  Mr.  Dwight 
Anderson  and  his  staff.  The  Bureau  is  an  informa- 
tion booth  to  the  county  societies,  and  an  active 
collaborator  with  the  A.M.A.  in  its  campaign  of 
education.  It  has  a multitude  of  activities  for  the 
service  of  the  profession,  and  is  one  of  the  great 
assets  of  the  State  Society. 

Our  State  Journal  has,  I believe,  constantly  im- 
proved during  the  past  year,  both  in  the  quality  and 
quantity  of  its  scientific  content,  and  our  editorials 
have  maintained  a high  quality  of  excellence.  This 
has  been,  in  large  measure,  due  to  the  prodigious 
efforts  of  Dr.  Kosmak,  ably  assisted  by  Dr.  Laurance 
D.  Red  way. 

I would  recommend  to  the  House  of  Delegates  that 
it  re-evaluate  our  policy  on  blood  banks  as  it  was 
formulated  last  year,  and  give  it  new  expression  in 
terms  that  are  consistent  with  the  principles  ex- 
pressed by  the  A.M.A.,  with  the  duties  of  the 
medical  profession,  with  the  policy  of  the  State 
Health  Department,  and  with  the  position  of  the 
American  Red  Cross.  This  policy  should  be  elastic 
enough  to  preserve  private  hospital  banks  where  de- 
sired, to  take  advantage  of  the  facilities  of  the  Red 
Cross  where  they  well  fill  a need,  and  to  be  capable 
of  infinite  expansion  should  an  emergency  demand 
an  extraordinary  amount  of  blood. 

Our  Compensation  Committee,  under  the  leader- 
ship of  Dr.  J.  Stanley  Kenney,  with  the  able  as- 
sistance of  Dr.  David  Kaliski  the  director  of  our 
Bureau  of  Compensation,  has  done  valiant  work  for 
the  profession.  They  have  given  of  their  time  and 
of  their  specialized  knowledge  without  stint,  and 
the  result  is  a vastly  more  satisfied  profession.  Miss 
Donlon,  New  York  State  Commissioner  of  Labor, 
has  given1  our  committee  a full  measure  of  under- 
standing and  cooperation. 

Mr.  Martin,  our  legal  adviser,  has  carried  a great 
burden  for  the  profession  and  has  performed  his 
duties  with  great  ability.  The  work  that  he  and  his 
associates  have  to  do  for  the  Society  is  ever  growing 
greater,  due  largely  to  the  increasing  number  of  mal- 
practice actions.  This  has  caused  great  anxiety  to 
our  Malpractice  Defense  Board,  and  this  year  we 
were  obliged  to  increase  premiums  on  our  policies  as 
a result.  This  is  a problem  for  every  doctor  in  the 
Society,  and  it  will  only  be  relieved  by  each  and 
every  one  of  us  being  ever  alert  in  our  care  of  our 
patients,  and  ever  more  slow  in  criticizing  our  fellow 
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doctors  until  we  have  a complete  complement  of 
facts. 

It  was  a tremendous  blow  to  the  Society  to  lose  the 
services  of  two  of  its  staunchest  supporters  during 
the  past  year — Dr.  Albert  A.  Gartner  and  Dr.  Oliver 
W.  H.  Mitchell.  Dr.  Gartner,  as  chairman  of  the 
Board  of  Trustees,  gave  wise  counsel  to  the  Society 
for  many  years,  and  Dr.  Mitchell,  as  a member  of 
the  Council  and  chairman  of  the  Committee  on 
Public  Health  and  Education,  was  largely  respons- 
ible for  the  steady  growth  of  the  programs  of  post- 

§raduate  education — one  of  the  best  in  the  United 
tates. 

Although  the  Medical  Society  of  the  State  of  New 
York  has  been  in  its  present  business  quarters  but  a 
short  time,  it  is  becoming  apparent  that  the  available 
space  is  still  not  fully  adequate  for  its  needs.  I sug- 
gest, therefore,  that  a committee  be  appointed  to  ex- 
plore the  situation,  and  to  make  recommendations 
to  the  Council  covering  any  suggested  change. 

I would  be  remiss  in  making  my  report  if  I did  not 
express  my  deep  appreciation  to  those  members  of 
the  Society’s  staff  who  have  been  of  such  great  as- 
sistance to  me  during  the  year.  In  mentioning  Mr. 
Anderson,  Mr.  Farrell,  Dr.  Kaliski,  Dr.  Hannon, 
Miss  Dougherty,  and  last,  but  not  least,  our  in- 
valuable Dr.  Anderton,  I am  naming  only  those  who 


head  their  respective  departments  and  bureaus. 
The  entire  working  staff  at  292  Madison  Avenue  has 
demonstrated  a fine  loyalty  and  helpfulness  without 
which  it  would  be  impossible  for  any  president  to 
carry  on  his  duties. 

Much  of  the  work  of  the  Society  is  accomplished 
by  the  many  committees  which  often  perform  their 
labors  with  insufficient  recognition  of  the  many  hours 
they  devote  to  their  tasks.  I wish  to  extend  my 
thanks  to  all  of  those  committee  members  who 
served  the  Society  so  faithfully  and  well  during  the 
year. 

To  the  members  of  the  House  of  Delegate,  I wish, 
too,  to  express  my  sincere  appreciation  for  the  honor 
conferred  on  me  last  year  when  you  elected  me  as 
your  president.  It  has  been  a rewarding  experience 
to  have  represented  such  a large  portion  of  a great 
profession. 

I trust  that  my  successor,  Dr.  John  Masterson, 
will  find  his  work  as  president  equally  rewarding, 
and  I know  that  his  administration  will  fully  justify 
your  selection  of  him. 

Respectfully  submitted, 

Leo  F.  Simpson,  M.D.,  President 

February  12,  1949 
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To  the  House  of  Delegates,  Gentlemen: 

Membership. — In  1948,  1,168  new  members  were 
elected;  118  members  were  reinstated.  The  net 
decrease  for  the  year,  as  shown  below,  was  132. 
This  decrease  seems  mainly  to  have  been  due  to  (a) 
the  number  of  members  dropped  for  failure  to  pay 
their  dues  (delinquents),  and  ( b ) decrease  in  number 
of  new  members. 


Membership — 1947 21;303 

New  Members — 1948 1,168 

Reinstated  members — 1948 118  22,589 


Deaths — 1948 248 

Resignations — 1948 32£) 

Licenses  revoked — 1948 4 

Licenses  suspended — 1948 3 584 


22,005 

1948  delinquent  members 834 


Membership— 1948 21,171 


Honor  counties  (all  of  whose  members  paid  their 
dues  in  1948)  include  Clinton,  Columbia,  Cortland, 
Essex,  Greene,  Livingston,  Madison,  Orleans, 
Schenectady,  Schuyler,  and  Wyoming. 


Comparative  totals  of 
follow: 

1937  15,529 

1938  16,177 

1939  16,785 

1940  17,409 

1941  17,781 

1942  18,313 


membership  since  1938 

1943....!..  18,652 

1944  18,941 

1945  19,234 

1946  20,524 

1947  21,303 

1948  21,171 


Due  to  the  increase  in  our  number  of  members, 
the  Medical  Society  of  the  State  of  New  York  in 
1949  is  entitled  to  three  additional  members  in  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation. Consequently,  your  Secretary  has  noti- 
fied the  three  alternates  with  the  highest  number  of 
votes  in  your  1948  election  that  they  have  been 
elevated  to  the  position  of  delegate. 

Publications. — The  New  York  State  Journal 
of  Medicine  has  continued  as  a remarkable  publica- 
tion in  its  field  during  the  past  year.  An  Associate 
Editorial  Board  of  eight  members  was  appointed 
from  outstanding  members  of  our  Society  through 
the  State,  as  follows:  Drs.  Louis  H.  Bauer,  William 
A.  Brumfield,  Theodore  J.  Curphey,  Norman  S. 
Moore,  Peter  M.  Murray,  William  J.  Orr,  Howard 
A.  Rusk,  and  Armitage  Whitman. 

Also  appearing  on  the  masthead  since  February 
are  the  names  of  the  J ournal  advertising  represen- 
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tatives,  Mr.  Gordon  Marshall  and  Mr.  Charles  L. 
Baldwin,  Jr.  Perhaps  the  most  outstanding  feature 
during  the  year  has  been  a series  of  articles  entitled, 
“Facts  About  Nutrition,”  prepared  by  the  School  of 
Nutrition,  Cornell  University,  Ithaca,  and  edited  by 
Associate  Editor,  Dr.  Norman  S.  Moore. 

The  Medical  Directory  of  New  York,  New  Jersey 
and  Connecticut  appeared  early  in  1949.  Great  care 
was  taken  to  have  it  as  accurate  as  possible.  Mem- 
bership in  a number  of  scientific  organizations  not 
previously  noted  are  included  in  this  issue.  Prepara- 
tion for  the  1951  Directory  has  already  commenced. 
The  question  of  whether  or  not  to  include  lists  of 
medical  doctors  in  Connecticut  and  New  Jersey  has 
arisen.  This  is  being  given  careful  consideration  by 
your  Publication  Committee. 

Council. — During  the  past  year,  the  Council  has 
met  monthly  except  in  July  and  August.  Those  of 
you  who  have  read  the  Council  minutes  as  published 
in  the  New  York  State  Journal  of  Medicine 
realize  the  prodigious  amount  of  work  accomplished 
by  this  body.  The  matters  referred  to  it  by  this 
House  are  recorded  elsewhere  as  “Resume  of  In- 
structions of  1948  House  of  Delegates  and  Actions 
Thereon  by  the  Council,  Board  of  Trustees,  and 
Officers.” 

After  nomination  by  the  Council,  Dr.  Clayton 
W.  Greene  of  Buffalo  was  nominated  by  the  New 
York  State  Education  Department  to  succeed  him- 
self for  a term  of  three  years  as  a member  of  the  Nurse 
Advisory  Council.  Owing  to  illness,  Dr.  Harry 
Aranow’s  resignation  was  regretfully  accepted  in 
January.  Dr.  Frederic  W.  Holcomb  of  Kingston  suc- 
ceeded Dr.  Aranow  as  chairman  of  your  Committee 
on  Legislation.  Dr.  Dan  Mellen  of  Rome  resigned 
from  membership  on  the  Council  in  October,  1948, 
and  Dr.  Holcomb  was  elected  to  serve  in  his  place 
until  this  meeting.  Dr.  Mellen  was  elected  Trustee 
until  this  meeting  to  fill  the  vacancy  caused  by  the 
untimely  death  of  Dr.  Albert  A.  Gartner  of  Buffalo. 
Another  great  loss  to  our  Society  was  due  to  the 
death  of  Dr.  O.  W.  H.  Mitchell  of  Syracuse  in  De- 
cember, 1948.  Although  fittingly  recorded  else- 
where, your  Secretary  takes  the  liberty  of  expressing 
his  admiration  and  esteem  for  Dr.  Gartner  and  Dr. 
Mitchell,  whose  long  years  of  valiant  accomplish- 
ments for  our  Society  will  leave  memories  long  to  be 
admired  and  emulated. 

At  the  Interim  Session  of  the  American  Medical 
Association’s  House  of  Delegates  at  St.  Louis  in  De- 
cember, 1948,  an  assessment  of  $25  for  each  member 
was  voted  in  accordance  with  Article  11  of  the  Con- 
stitution of  the  American  Medical  Association.  As 
requested,  the  Council  voted  to  implement  the  col- 
lection of  this  assessment  by  sending  bills  from  your 
New  York  City  office  and  routing  checks  to  the 
American  Medical  Association.  The  parent  body 
specified  it  would  reimburse  your  Society  for  all 
expenses  in  connection  with  this  activity. 

Grievance  Committee. — The  Committee  on  Medi- 
cal Grievances  of  the  New  York  State  Department 
of  Education  labors  long  and  receives  insufficient 
commendation  for  its  endeavors  in  helping  enforce 
the  Medical  Practice  and  Education  Laws  of  the 
State  of  New  York.  Dr.  George  C.  Vogt  of  Bing- 
hamton succeeded  Dr.  Roy  D.  I'pham  as  chairman 
during  the  past  year,  and  Dr.  William  0.  Kingsbury 
(D.O.)  of  New  York  City  was  succeeded  by  Dr. 
Horace  E.  Ayers  of  New  York  City  as  secretary. 


Comments. — The  privilege  of  serving  this  House 
of  Delegates  and  your  Society  has  been  much  ap- 
preciated by  your  secretary  in  the  past  year.  It 
has  been  a pleasure  to  fulfill  the  duties  of  correspond- 
ing and  recording  secretary  and  to  attend  meetings 
of  boards,  committees,  and  subcommittees. 

Your  secretary  attended  the  annual  meeting  of 
the  Medical  Society  of  the  County  of  Monroe  and 
the  annual  dinner  of  the  Medical  Society  of  the 
County  of  Kings.  He  was  present  at  the  Thirty- 
fourth  Annual  Convention  of  the  International  As- 
sociation of  Industrial  Accident  Boards  and  Com- 
missions, in  New  York  City  in  September.  Your 
secretary  attended  the  annual  meeting'  of  State 
Society  Secretaries  and  Editors  in  St.  Louis,  Mis- 
souri, last  December,  during  the  two  days  preceding 
the  Interim  Session  of  the  American  Medical  As- 
sociation House  of  Delegates,  in  which  he  was  one 
of  your  representatives.  He  also  attended  the 
A.M.A.  House  of  Delegates  in  Chicago  last  June. 
The  Annual  Conference  of  Health  Officers  of  the 
New  York  State  Department  of  Health  was  at- 
tended in  Saratoga  last  August  as  well  as  the  two 
meetings  of  the  Middle  Atlantic  States  Regional 
Conference  on  Medical  Service,  of  the  American 
Medical  Association,  in  Philadelphia,  Pennsylvania. 
In  November,  with  Dr.  Robert  R.  Hannon,  your 
executive  officer,  the  secretary  appeared  at  a hearing 
regarding  functions  of  physiotherapists  held  by  Dr. 
Irwin  A.  Conroe,  assistant  commissioner  for  profes- 
sional education  in  the  New  York  State  Department 
of  Education  office  in  New  York  City.  Later  the 
same  month,  with  Chairman  Holcomb  of  the  Com- 
mittee on  Legislation  and  Dr.  Hannon,  your  secre- 
tary attended  a hearing  before  the  Wicks  Commis- 
sion in  Albany  when  a proposal  to  abolish  the  Medi- 
cal Grievance  Committee  was  discussed.  The  other 
meetings  in  Albany  during  the  past  year  which  your 
secretary  attended  were  those  of  the  chairmen  of 
county  society  legislative  committees,  and  of  the 
county  society  secretaries.  During  the  year  your 
secretary  also  has  functioned  as  secretary  of  Veter- 
ans Medical  Service  Plan  of  New  York,  Inc.,  and  he 
inspected  the  Physiotherapy  Department  of  Ithaca 
College  in  September,  1948. 

You  are  all  probably  aware  that  the  draft  of  physi- 
cians proposed  in  Washington  last  spring  was  not 
included  in  the  law  as  enacted  by  Congress.  There- 
fore, your  delegates  to  the  American  Medical  Asso- 
ciation did  not  introduce  the  resolution  regarding 
such  draft. 

With  the  cordial  cooperation  of  the  county  socie- 
ties’ secretaries,  your  secretary  has  helped  secure 
medical  advisers  for  local  Selective  Service  Boards 
throughout  the  State,  by  making  recommendations 
to  Colonel  W.  H.  Boughton,  executive  officer,  Selec- 
tive Service  System,  New  York  State  Headquarters 
in  Albany. 

The  work  of  your  offices  could  not  have  been  car- 
ried on  without  the  ever  efficient  and  cheerful  work 
of  your  entire  staff.  The  kindly  and  helpful  cooper- 
ation of  your  officers  and  executives  and  committee- 
men has  also  been  very  deeply  appreciated  by  your 
secretary.  A report  double  this  length  could  be 
written  enumerating  various  actions  in  illustration 
of  this  paragraph.  It  is  a pleasure  to  express  this 
all  too  meagerly,  my  heartfelt  appreciation. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 
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REPORT  OF  THE  TREASURER 


To  the  House  of  Delegates,  Gentlemen: 


There  is  attached  hereto  the  letter  of  transmittal 
of  the  certified  public  accountants  engaged  by  your 
Board  of  Trustees  to  audit  the  books  of  the  Medical 
Society  of  the  State  of  New  York,  together  with  (1) 
Balance  Sheet  as  of  December  31,  1948;  (2)  State- 
ment of  Financial  Income,  Expenses  and  Capital  for 
the  year  ending  December  31,  1948,  and  (3)  State- 
ment of  Operating  Income  and  Expenses  for  the 
Year,  as  submitted  by  Patterson  and  Ridgway, 
Certified  Public  Accountants. 

At  first  glance  the  operating  figures  for  this  year 
appear  much  better  than  those  of  last  year.  How- 
ever, attention  is  directed  to  the  fact  that  for  the 
year  1947  the  entire  net  cost  of  the  last  Directory 
($59,395.68)  was  taken,  while  for  the  year  1948  only 
half  of  the  estimated  net  cost  of  the  1949  Directory 
($34,000)  was  charged.  (It  appears  at  this  time  as 
though  the  estimated  net  cost  of  the  new  Directory 
of  $68,000  is  much  too  low.) 

While  the  year  1947  showed  an  operating  deficit 
of  $96,538.11  and  1948  shows  an  excess  of  income 
over  expenses  of  $59,079.16,  these  figures  should  be 
viewed  in  the  light  of  several  factors.  First,  during 
1947  we  still  had  many  members  whose  dues  had 
been  remitted  because  of  service  with  the  Armed 
Forces.  Also,  as  noted  previously,  the  entire  net 
cost  of  the  Directory  was  charged  to  that  one  year. 
On  the  other  side  of  the  ledger  during  1948  the  dues 
income  was  increased  fifty  per  cent.  Finally,  a 
bank  loan  of  $50,000  was  liquidated  out  of  the  1948 
increased  income.  Without  the  increased  dues  we 
would  have  shown  an  operating  deficit  of  approxi- 
mately $46,000. 

Frequently  the  question  has  been  asked,  “Why 
should  we  always  be  adding  to  our  surplus?” 

I do  not  propose  to  answer  that  query,  but  I will 
state  my  belief  that  it  is  always  advisable  to  have  a 
surplus,  whether  it  be  as  a private  individual,  a 
business,  a business  corporation,  an  association,  or  a 
society.  Last  year  we  did  not  have  a surplus.  We 
had  a deficit  of  $96,000,  and  here  was  the  proof  that 
there  is  a distinct  advantage  in  having  assets  avail- 
able. It  so  happened  that  the  Society’s  assets  were 
of  such  a quality  that  we  were  able  to  borrow  money 
at  the  lowest  known  rate  of  interest. 

In  reviewing  the  report  which  was  presented  to  the 
House  of  Delegates  last  year,  the  operating  income 
from  the  Journal  for  the  preceding  three  years  was 
reported  as  follows: 


1945  $37,020.01 

1946  25,201.64 

1947  5,076,05 


with  the  additional  note  that  we  might  expect  a 
continuing  decrease  in  revenue  from  this  source. 
This  forecast  is  now  confirmed.  The  Journal 
operating  income  for  this  year  (1948)  amounts  to 
only  $1,332.87,  and  it  is  probable  that  costs  will  con- 
tinue to  increase  and  wipe  out  even  this  small 
operating  income. 


Believing  that  the  members  of  the  House  of  Dele- 
gates might  be  interested  in  conditions,  operating 
costs,  and  dues  income  over  the  past  twenty  years, 
there  is  submitted  herewith,  as  accurately  as  they 
could  be  ascertained  from  the  records,  some  other 
comparative  figures. 

This  gives  some  idea  of  the  growth  of  the  Society 
and  its  trends.  It  is  not  offered  as  a critical  analysis. 
The  one  fact  that  is  outstanding  above  all  else  is 
that  the  Society  has  been  and  is  growing. 

In  order  to  establish  better  routine  in  our  ac- 
counting office,  it  is  recommended  that  the  House 
of  Delegates  authorize  the  adoption  and  furnishing 
of  forms  to  the  component  county  societies  for  use 
in  uniformly  reporting  members’  dues  and  assess- 
ments to  the  State  Society. 

In  closing,  I wish  to  thank  the  Assistant  Treasurer 
and  those  in  the  Accounting  Department  for  their 
excellent  cooperation  at  all  times. 

. Respectfully  submitted, 

James  R.  Reuling,  M.D.,  Treasurer 


Auditor’s  Certificate 


To  the  Board  of  Trustees,  Medical  Society  of  the  State 
of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  Newr  York  as  of 
December  31,  1948,  and  the  related  statements  of 
operating  income,  financial  income,  and  capital  for 
the  year  then  ended.  Our  examination  was  made  in 
accordance  with  generally  accepted  auditing  stand- 
ards, and  accordingly  included  such  tests  of  the 
accounting  records  and  such  other  auditing  proce- 
dures as  we  considered  necessary  in  the  circum- 
stances. 

We  did  not  confirm  the  unpaid  members’  dues  by 
correspondence  with  the  members. 

In  our  opinion,  the  accompanying  balance  sheet 
and  statements  of  operating  income,  financial  in- 
come, and  capital  present  fairly  the  financial  posi- 
tion of  the  Medical  Society  of  the  State  of  New  York 
at  December  31,  1948,  and  the  results  of  its  opera- 
tions for  the  year  then  ended,  in  conformity  wdth 
generally  accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year. 

Patterson  and  Ridgway 

Certified  Public  Accountants 


Comparative  Figures*  on  Conditions,  Operating  Costs,  and  Dues  Income,  1929  to  1949 
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ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

BALANCE  SHEET 
December  31,  1948 


ASSETS 


GENERAL  FUND 


Current  Assets 


Cash  in  banks  and  on  hand 

Accounts  Receivable 

Less  : Reserve  for  Doubtful  Accounts  and  for  Agency  Commissions 


$104,847.60 

$ 13,604.62 

444.85  13,159.77 


Advances  to  Veterans  Medical  Service  Plan  of  New  York,  Inc 16,866.98 

Due  from  Endowment  Fund 100.00 

Dues  Receivable — Net,  estimated 8,350.00 

Investments — 

At  Cost  (Market  or  Redemption  Value  $484,692)  (see  Note  A) 469,251 . 88 

Accrued  Interest  Receivable 9,084.91 

Inventory  of  paper  stock 9,184.69 


Total  Current  Assets 630,845.83 

Other  Assets 
Advance  costs 


1949  Annual  Meeting 

Prepaid  Expenses  and  Deposits 


1,944.80 

4,394.35 


D 


Total  Other  Assets 


6,339.15 


Ac 


Furniture  and  Fixtures — At  Nominal  Value 


2.00 


ENDOWMENT  FUNDS 


A.  I 


Cash  in  Bank 

WAR  MEMORIAL  FUND 


12,499.39 


Cash  in  Bank 

Due  from  General  Fund 


Total  War  Memorial  Fund 


139,095.50 

24.00 


139,119.50 


, 


Ml 


$788,805.87 

— Ui 

I 


TOTAL  ASSETS 
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LIABILITIES  AND  CAPITAL 


GENERAL  FUND 


Current  Liabilities 


Accounts  Payable . .. $ 20,860.86 

Commissions  Payable — Journal  and  Directory  Advertising  Sales  10,406.72 

Reprints  Paid  in  Advance 1,303.41 

Taxes  Payable  (Including  Withholding) 4,562.93 

Due  to  War  Memorial  Fund 24.00 


Total  Current  Liabilities 


Deferred  Credits 


Journal  Advertising  and  Circulation 

Annual  Meeting — 1949 

Reserve  for  Medical  Directory — 1949 $ 34,000.00 

Less:  Net  Costs  Incurred  to  Date.  . ...  20,214.12 


2,203.93 

10,447.50 

13,785.88 


Membership  Dues — 1949 7,408.00 


Total  Deferred  Credits 


Reserve  for  Future  Annual  Meetings 


Capital— General  fund 


ENDOWMENT  FUNDS 


Account  Payable 


100.00 


Capital 

Lucien  Howe  Prize  Fund 4,993.22 

Merritt  H.  Cash  Prize  Fund 1,987.87 

A.  Walter  Suiter  Lectureship  Fund 5,418.30 


WAR  MEMORIAL  FUND 


TOTAL  LIABILITIES  AND  CAPITAL 


Note  A:  U.  S.  Treasury  bonds  in  the  amount  of  $39,000  have  been  earmarked  for  the  Journal  Reserve, 
the  Annual  Meeting  Reserve. 


$ 37,157.92 


33,845.31 

10,000.00 

556,183.75 

12,499.39 

139,119.50 
$ 788,805.87 


and  $10,000  for 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Operating  Income  and  Expenses 


For  the  Year  Ended  December  31,  1948 


Operating  Income 


Members’ Dues  for  the  Current  Year — After  Reserve $316,105.00 

Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  bv  the 

Board  of  Trustees 55,168.00 


260,937 . 00 

Arrears  (Dues) 1,375.00 

Operating  income  from  the  Journal $ 1,332.87 

Plus  Allocation  of  Dues 55,168.00  56,500.87 


Sundry 69.72 


318,882.59 

Operating  Expenses 


Administrative 81,798.85 

Public  Relations  Bureau 27,545.46 

Medical  Directory  (One-half  Estimated  Cost  of  1949  Directory  Allocated  to 

1948) 34,000.00 

Annual  Meeting 33.18* 

Legislative  Bureau — Albany  Office 18,217.27 

Counsel — Retainer  and  Expenses 16,000.00 

Traveling  Expenses 17,465.20 

Planning  Committee  for  Medical  Policies 895.63 

Workmen’s  Compensation  Bureau 20,263.87 

Bureau  of  Medical  Care  Insurance 15,137.29 

Scientific  Activities 18,586.90 

Malpractice  Defense  and  Insurance  Board 1,744.13 

Committee  on  Cults. 630.31 

District  Branches. 2,747.48 

A.M.A.  Conference  Room  Expense 461 .42 

Woman’s  Auxiliary 2,000.00 

World  Medical  Association 488.76 

Moving  Expenses 898.00 

Veterans  Medical  Service  Plan  of  New  York 456.04 

Friends  of  Medical  Research 500 . 00 


Total 259,803.43 


Excess  ok  Operating  Income  Over  Expenses 


$ 59,079.16 


* Italics  denote  figures  in  red. 


April  1,  1949] 


REPORT  OF  THE  TREASURER 


781 


Statement  of  Financial  Income,  Expense  and  Capital 

For  the  .Year  Ended  December  31,  1948 


Merritt  H. 

A.  W.  Suiter 

General 

Lucien  Howe 

Cash  Prize 

Lectureship 

Fund 

Prize  Fund 

Fund 

Fund 

Balance  at  January  1,  1948 

Additions: 

$477,777 . 02 

$4,919.16 

$1,958.40 

$5,385.83 

Excess  of  operating  income  over  expenses. . . 

59,079.16 

Interest  on  bank  balances 

516.82 

74.06 

29.47 

81.83 

Income  from  securities 

Profit  (net)  from  sale  of  securities 

Additional  payment  received 

18,229.04 

1,168.75 

.64 

556,770.79 

4,993.22 

1,987.87 

5,468.30 

Deductions: 

Custodian  and  investment  fees 

Prize 

587.04 

50.00 

587.04 

. 50.00 

Balance  at  December  31,  1948 

$556,183.75 

$4,993.22 

$1,987.87 

$5,418.30 

Cash  in  Banks  and  On  Hand 

December  31.  1948 


General  Funds „ $ 83,291.65 

Investment  Funds 21,555.95 

Total $104,847.60 


ENDOWMENT  FUNDS 


Union  Dime  Savings  Bank 

Lucien  Howe  Prize  Fund $ 4,993.22 

Merritt  H.  Cash  Prize  Fund 1,987.87 

A.  Walter  Suiter  Lectureship  Fund 5.518.30 


$ 12,499.39 


Bayside  National  Bank 


WAR  MEMORIAL  FUND 


$ 139,095.50 


Investments 

The  investments  of  the  Society  (General  Fund)  are  summarized  as  follows: 


U.S.  Government  bonds  (see  Note  A) 

Railroad  Bonds 

Public  Utility  bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 


Cost 

267,197.70 

5,551.25 

20,763.61 

5,291.50 

21,865.07 

148,582.75 


Market 
$ 273,465.00 

5.422.00 

20.750.00 

5.291.00 

20.516.00 
159,248.00 


Total 


$ 469,251.88  $ 484,692.00 


These  securities  (except  the  mortgage,  which  is  held  by  your  attorneys)  are  in  the  possession  of  the  Chase 
National  Bank  as  Custodian  for  the  Trustees  of  the  Medical  Society  of  the  State  of  New  York. 


Note  A:  U.S.  Treasury  bonds  in  the  amount  of  $39,000  have  been  earmarked  for  the  Journal  Reserve,  and  $10,000  for 
the  Annual  Meeting  Reserve. 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 


To  the  House  of  Delegates,  Gentlemen: 

The  Trustees  have  met  regularly  at  monthly  in- 
tervals to  consider  the  financial  affairs  of  the  So- 
ciety. 

The  following  statements  are  excerpts  from  the 
reports  of  the  treasurer,  accountant,  bookkeeper,  and 
auditor.  All  of  these  sources  of  information  are 
commended.  The  finances  of  the  Society  are  in  a 
sound  condition.  The  Society  has  lived  within  its 
budget. 

A few  facts  may  be  quoted  as  illustrative  evidence 
of  the  management,  control,  and  stewardship  of 
your  funds,  and  for  information  you  may  wish  to 
retain. 

The  Society  had  at  the  beginning  of  the  year  work- 
ing funds  to  the  amount  of  $91,371,  and  at  the  end 
of  the  year,  $104,847.  These  funds  are  kept  in  three 
banks,  the  Guaranty  Trust,  National  City,  and 
Chase  National.  The  less  active  funds  are  kept  in 
savings  banks  at  interest  and  yet  always  available. 
The  Society  had  on  hand  in  the  early  part  of  1948 
uninvested  funds  of  $24,573,  deposited  in  the  Chase 
National  Bank. 

In  addition,  the  Society  has  three  special  funds: 
the  Lucien  Howe,  the  Merritt  H.  Cash,  and  the  A. 
W.  Suiter,  totalling  $12,264,  deposited  in  the  Dime 
Savings  Bank  of  Brooklyn.  The  Society  had  on 
hand  April  30,  1948,  invested  funds  amounting  to 
$451,927,  and,  in  addition,  furniture  and  fixtures  of  a 
nominal  value,  and  inventories  not  here  appraised. 
All  of  these  assets  total  $687,241. 

The  invested  funds  of  the  Society  have  been 
placed  in  United  States  government  securities,  pre- 
ferred and  common  stocks.  The  income  from  this 
source  for  the  year  ending  June  30,  1948,  was 
$16,437.  The  return  on  the  invested  funds  is  3.6 
per  cent.  This  is  a satisfactory  return  considering 
the  fact  that  fifty  per  cent  of  the  fund  is  in  United 
States  Treasury  Bonds.  All  securities  are  selected 
by  the  Board  on  advice  of  investment  experts. 

On  December  31,  1948,  the  investment  funds 
amounted  to  $469,252.  At  the  end  of  1947,  the 
book  value  of  invested  funds  was  $455,229. 

The  War  Memorial  Fund  on  December  31,  1948, 
amounted  to  $139,096,  deposited  in  the  Bayside 
National  Bank. 

The  portfolio  as  a whole  and  the  individual  items 
comprising  it  have  attention  throughout  the  year. 
The  custodial  cost  of  the  fund  and  investment 
service  was  $587  for  the  year  ending  December  31, 
1948. 

The  estimated  income  of  the  Society  from  dues, 
dividends,  and  interest  for  this  year  is  $339,700.  The 
financial  activities  of  the  Society  have  grown  into 
“big  business.”  To  illustrate,  the  cost  of  the  Jour- 
nal for  this  year  is  estimated  to  be  $177,520.  The 
budget  provides  for  the  Public  Relations  Bureau 
this  year  $31,000,  for  the  Legislative  Bureau  $19,645, 
for  the  Workmen’s  Compensation  Bureau  $21,065, 
for  the  Medical  Care  Insurance  Bureau  $16,270,  and 
for  the  scientific  activities  of  the  Society  $20,870. 
The  present  estimated  net  cost  of  the  Directory  is 
almost  $85,000. 

These  statements  are  made  so  that  you  may  bear 
them  in  mind,  or  the  impression  they  suggest,  and 
become  interested  enough  to  study  carefully  the 
reports  of  the  Society  given  in  more  detail  else- 
where. 

The  stenotype  minutes  of  the  Council  and  of  the 
Board  of  Trustees  are  of  great  value.  The  approxi- 
mate annual  cost  of  these  minutes  for  the  Council 


was  $550  and  for  the  Board  of  Trustees  $316  per 
year.  There  has  been  no  increase  in  rates  for  the 
past  ten  years.  Recently,  the  Board  of  Trustees 
increased  the  expenditures  to  $600  and  $400,  re- 
spectively, one  of  the  most  conservative  increases 
the  Board  of  Trustees  has  observed. 

In  November,  1948,  the  Board  of  Trustees  took 
up  a study  of  the  counsel’s  arrangement  with  the 
Society.  His  services  are  not  under  contract,  but 
follow  the  use  of  a retainer.  This  retainer  has  re- 
mained as  arranged  several  years  ago  even  though 
the  cost  and  degree  of  service  has  largely  increased. 
The  study  showed  that  the  counsel  had  had  to 
increase  his  staff  substantially  to  care  for  the  So- 
ciety’s work.  It  showed  also  that  while  he  was  paid 
by  the  Yorkshire  Indemnity  Company  for  members 
insured  against  malpractice  suits,  he  defended  the 
uninsured  members  having  the  right  of  defense. 

The  legal  work  of  the  Society  has  grown  steadily, 
not  only  in  the  number  of  cases  presented  but  also 
in  the  pretrial  procedures  such  as  examinations, 
depositions,  and  recovery  proceedings.  There  have 
been  56  uninsured  cases  since  April  1,  1946.  During 
this  period  many  other  claims  have  been  disposed  of 
without  litigation.  Compensation  for  all  of  this 
work  has  been  included  in  the  counsel’s  annual  re- 
tainer. The  counsel,  or  his  associates,  attend  all 
meetings  of  the  House  of  Delegates,  the  Council, 
and  the  Board  of  Trustees.  He  is,  therefore,  avail- 
able for  any  legal  problems  that  may  arise.  In  addi- 
tion, the  counsel,  upon  request,  attends  district 
branch  meetings  and  various  committee  meetings, 
and  all  meetings  of  the  Malpractice  Defense  and 
Insurance  Board.  So  complicated  and  time-con- 
suming has  the  extra  trial  work  become  that  the 
counsel  is  often  required  to  use  the  services  of  his 
associates.  There  is  also  a substantial  volume  of 
correspondence  with  the  various  officers  of  the 
Society  and  individual  members. 

The  counsel  (or  some  member  of  his  staff)  is  fre- 
quently requested  to  speak  on  medicolegal  sub- 
jects. Within  the  last  two  years,  talks  have  been 
given  before  the  New  York  Bar  Association,  the 
Long  Island  College  of  Medicine,  the  Broome 
County  Bar  Association  and  Medical  Society 
joint  meeting,  to  several  district  branches,  several 
county  medical  societies,  to  the  staff  of  St.  Peter’s 
Hospital  in  Albany,  the  Central  New  York  Nose  and 
Throat  Society,  the  Roosevelt  Hospital  School  of 
Nursing,  the  West  Side  Clinical  Society,  and  others. 
This  work  is  a valuable  asset  in  public  relations. 
The  counsel  said  that  this  phase  of  the  work  has  been 
steadily  increasing  with  the  years  and  that  the  cost 
of  operation  of  his  office  made  it  necessary  to  ask 
consideration  of  a substantial  increase  to  his  present 
retainer  of  $16,000.  The  current  annual  expense 
account  of  the  counsel’s  office  to  cover  disburse- 
ments for  travel,  telephone,  and  hotel  is  not  suffi- 
cient, and  he  asked  that  this  be  increased  by  $500. 
After  consideration  of  these  facts,  the  Board  of 
Trustees  increased  the  counsel’s  retainer  by  $5,000 
and  the  annual  expense  allowance  to  $1,000. 

At  this  point,  the  Board  of  Trustees  departs  a 
little  from  the  usual  form  of  report  by  commenting 
upon  the  function  of  a trustee  and/or  Board  of 
Trustees. 

A trustee  is  responsible  for  the  proper  administra- 
tion of  funds  or  property  entrusted  to  him  for  the 
benefit  of  others.  It  is  his  duty  to  prevent  waste, 
exercise  due  conservatism,  to  evaluate  proposed 
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expenditures,  and  to  avoid  use  of  the  concept  that 
cheapness  is  the  sole  measure  of  economy.  A trustee 
assumes  a grave  responsibility  when  he  undertakes 
this  trust.  The  word  trustee  implies  the  assumption 
of  confidence,  thoughtfulness,  and  judgment  in  those 
who  comprise  the  Board  your  Society  has  elected. 

These  qualities  have  been  made  available  to  the 
Society  for  the  sum  of  $850  for  reimbursement  of 
the  expense  of  attending  monthly  meetings  of  the 
Board. 

The  Board  of  Trustees  has  only  two  recommenda- 
tions at  this  time:  first,  that  the  Council  advise  its 
committees  to  live  within  their  budgets,  and,  second, 
that  the  individual  members  observe  the  regulation 
that  itemized  bills  for  reimbursements  of  expenses 


incurred  in  attending  meetings  be  rendered  within 
the  stipulated  30-day  period. 

The  Board  expresses  appreciation  of  the  services 
of  the  secretary  of  the  Society,  the  administrative 
assistant,  the  treasurer  of  the  Society,  the  executive 
secretary,  the  accountant,  and  the  auditor. 

A supplementary  report  will  be  presented  before 
the  annual  meeting. 

Respectfully  submitted, 

James  F.  Rooney,  M.D. 

Edward  T.  Wentworth,  M.D. 

Edward  R.  Cunniffe,  M.D. 

Dan  Mellen,  M.D. 

William  H.  Ross,  M.D.,  Chairman 


REPORT  OF  THE  COUNSEL 


To  the  House  of  Delegates,  Gentlemen: 

Your  Counsel  herewith  submits  his  report  of  the 
activities  of  the  Legal  Department  of  the  Medical 
Society  of  the  State  of  New  York  for  the  period  from 
February  1,  1948,  to  and  including  January  31, 
1949. 

During  the  year  there  have  been  two  additions  to 
the  staff  of  your  Counsel.  They  are  Mr.  Robert  W. 
Prier,  a graduate  of  Columbia  Law  School,  recently 
admitted  to  the  New  York  bar,  and  Mr.  Harold  B. 
Smith,  who  has  an  excellent  medical  school  back- 
ground, as  well  as  being  a graduate  of  Illinois  Law 
School  and  a member  of  the  Illinois  bar  and  who  is 
awaiting  admission  to  the  bar  of  this  State.  Mr. 
Prier  and  Mr.  Smith,  it  is  anticipated,  will  greatly 
assist  in  the  efficient  handling  of  the  manifold  duties 
of  the  Legal  Department.  Mr.  Thomas  H.  Clear- 
. water  and  your  Counsel  have  continued  to  engage  in 
j the  practice  of  law  as  the  firm  of  Martin  & Clear- 
water. 

Mr.  Clearwater’s  work  as  attorney  for  the  Society 
. ! has  been  known  to  the  members  of  the  House  since 
I 1930.  Mr.  Robert  J.  Bell,  who  has  been  engaged  in 
■,  this  work  for  nearly  as  many  years,  continues  his 
j fine  work  in  the  defense  of  malpractice  actions,  and 
Mr.  John  J.  DeLuca  is  likewise  a valuable  member 
' of  the  staff. 

In  making  this  report,  it  is  necessary  to  be  as 
brief  as  possible.  Again  your  Counsel  divides  his 
! | work  into  three  categories:  (a)  The  actual  handling 
of  malpractice  actions  and  claims,  (b)  counsel  work 
with  officers,  committees,  and  members  of  the  So- 
ciety, and  (c)  legislative  matters. 

Litigation. — Many  times  your  Counsel  and  his 
predecessors  have  pointed  out  the  fact  that  a large 
part  of  malpractice  litigation  has  its  source  in  hasty, 
careless,  and  frequently  wholly  unjustified  criticism 
by  a physician  made  concerning  the  work  of  another. 
These  unfortunate  remarks  are  often  enough  to  plant 
the  seed  of  litigation  in  the  mind  of  a patient  and  are 
enough  to  cause  real  harm  to  the  other  man,  even 
though  no  harm  is  intended.  In  their  dealings  with 
patients  physicians  should  ever  be  mindful  of  this 
1 constant  danger. 

Again  also  we  feel  that  it  is  in  order  to  point  out 
that  there  is  the  ever-present  danger  to  every 
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practicing  physician  that  he  may  find  himself  the 
defendant  in  a malpractice  action.  There  seems  to 
be  no  type  of  practice  that  carries  with  it  immunity 
from  such  hazards. 

Very  often  we  find  physicians  seeking  defense  who 
are  amazed  that  in  their  particular  field  of  endeavor 
they  could  become  so  involved,  but  general  practi- 
tioner and  specialist  alike,  regardless  of  the  sort  of 
practice,  do  become  involved  in  such  cases,  and 
often  where  they  feel  they  are  in  no  respect  to  blame 
for  an  unhappy  result. 

It  is  generally  true  that  the  public  has  in  recent 
years  become  more  claim  minded  than  ever,  and, 
with  the  decreasing  value  of  the  dollar,  verdicts  in 
all  sorts  of  personal  damage  suits  are  larger  than 
formerly.  The  expense  of  handling  malpractice 
suits  is  no  exception  to  this  general  trend. 

As  the  House  well  knows,  for  many  years  the 
Society  has  sponsored  a group  plan  of  insurance  to 
afford  protection  to  members  against  financial  loss 
from  malpractice  litigation.  Its  excellent  work  has 
continued.  In  addition,  the  Society  furnishes  de- 
fense to  such  actions  gratis  to  members  who  carry 
no  malpractice  insurance.  Each  year,  a considerable 
number  of  physicians  who  carry  no  such  insurance 
avail  themselves  of  such  defense,  but  invariably  they 
realize  how  much  more  secure  would  have  been  their 
position  if  they  had  purchased  protection  under  the 
group  plan.  Strangely  enough,  most  such  men 
unhesitatingly  pay  higher  rates  for  insurance  cover- 
age for  their  automobiles  but  disregard  the  hazards 
involved  in  the  practice  of  modern  medicine. 

Since  1936,  the  carrier  for  the  plan  has  been  the 
Yorkshire  Indemnity  Company.  It  has,  during  the 
reporting  period,  as  in  former  years,  fully  and  prop- 
erly discharged  its  obligations  to  its  assureds,  and 
has  extended  excellent  cooperation  to  your  Counsel 
in  the  handling  of  cases.  We  again  record  our  ap- 
preciation for  the  work  of  Mr.  Horace  Crowell,  Jr., 
secretary  of  the  Company,  in  charge  of  its  claim 
department,  and  of  his  associates,  particularly  Mr. 
Lawrence  S.  Cunningham,  who  is  well  known  to 
many  members  of  the  Society. 

The  House  of  Delegates  in  1946  set  up  a special 
committee  known  as  the  Malpractice  Insurance  and 
Defense  Board.  The  Board  has  functioned  during 


784 


ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


the  year  under  the  able  chairmanship  of  Dr.  Leo 
F.  Schiff  of  Plattoburg,  The  Board  has  met  at  fre- 
quent intervals  and  held  many  busy  and  lengthy 
sessions  in  endeavoring  to  iron  out  numerous  prob- 
lems in  connection  with  malpractice  defense. 

The  term  of  office  of  the  Board  members  has 
enabled  them  to  gain  real  familiarity  with  such  work. 
Your  Counsel  and  Mr.  Clearwater  have  attended 
the  meetings  of  the  Board. 

With  these  preliminary  statements,  we  note  that 
there  were  commenced  during  the  reporting  period 
203  actions.  This  shows  a considerable  increase  over 
the  153  actions  reported  during  the  preceding  year. 
However,  it  is  still  no  greater  than  the  number  of 
actions  instituted  during  various  prewar  years. 
These  figures  do  not  include  a large  number  of 
claims  outstanding  on  which  suit  may  eventually  be 
brought.  We  are  constantly  in  conference  with 
many  claimants  and  their  attorneys  and  frequently 
succeed  in  convincing  them  of  the  lack  of  merit  in 
their  claims,  so  that  many  such  claims  do  not  mate- 
rialize into  lawsuits. 

Table  1 shows  that  during  the  present  reporting 
period  we  have  disposed  of  140  cases,  35  more  than 
during  the  preceding  year.  Eighty-nine  of  these 
cases  were  settled,  and  51  terminated  in  favor  of  the 
physician.  In  but  one  case  during  said  period  was 
there  a verdict  for  the  plaintiff,  but,  in  that  case,  the 
trial  court  set  aside  the  verdict  and  ordered  a new 
trial,  and  the  case  still  remains  undetermined. 


TABLE  1. — Number  ok  Suits  Instituted  and  Disposed  of 
in  1948-1949 


Instituted 

Disposed  of 

1948-1949, 

1948-1949, 

12  Months 

12  Months 

1. 

Fractures,  etc 

23 

ii 

2. 

Obstetrics,  etc 

22 

13 

3. 

Amputations 

5 

3 

4. 

Burns — x-rays,  etc 

25 

17 

5. 

Operations,  abdominal, 

eye, 

tonsil,  ear,  etc 

....  65 

42 

6. 

Needles  breaking 

. . . . 7 

3 

7. 

Infections 

12 

4 

8. 

Eye  infections 

1 

6 

9. 

Diagnosis 

13 

11 

10. 

Lunacy  commitments. . . 

11. 

Unclassified — medical.  . . 

30 

30 

Total 

203 

140 

Actions  for  death 

17 

24 

Infants’  actions 

18 

6 

Total 

35 

30 

IIow  Disposed  of 

Settled 

89 

Terminated  in  favor  of  defendant  physician  . 

51 

Judg 

;ment  for  plaintiff 

0 

Total 

140 

There  were  pending  at  the  end  of  the  reporting 
period  approximately  450  cases,  many  of  which  are 
entirely  dormant. 

During  the  year,  your  Counsel  obtained  an  Ap- 
pellate Court  ruling  of  considerable  general  interest 
and  importance  to  the  profession,  which  requires 
brief  comment.  The  defendant,  a surgeon  and  a 
member  of  the  attending  staff,  was  called  upon  at 
night  to  come  to  a hospital  in  connection  with  an 
appendectomy  to  be  performed  upon  a charity  pa- 
tient. Following  customary  practice,  he  supervised 
the  operation  and  acted  as  first  assistant  to  a resi- 
dent who  did  the  work.  The  operation  was  un- 
eventful and,  as  the  resident  was  closing  the  skin, 
the  attending  surgeon  left  the  operating  room, 
leaving  the  resident  to  complete  the  work.  This 
task  was  completed,  and  then  the  resident,  in  the 
absence  of  the  attending  surgeon,  in  attempting  to 


wash  the  operative  area  with  alcohol,  in  some  man- 
ner applied  phenol,  causing  severe  burns.  The 
plaintiff  sought  to  impose  liability  for  the  injuries 
upon  the  attending  surgeon,  contending  that  he,  as 
“captain  of  the  ship,”  was  automatically  liable  for  the 
acts  of  his  subordinate,  the  resident  surgeon.  The 
trial  court,  however,  ruled  in  favor  of  the  defend- 
ant, supporting  your  Counsel’s  contentions  that 
legal  liability  may  only  be  imposed  upon  a surgeon 
when  he  is  personally  at  fault,  and  that  the  facts  did 
not  impose  liability  upon  him  by  a theory  of  agency, 
or  master  and  servant.  The  decision  was  upheld  by 
the  Appellate  Division  of  the  Supreme  Court  and  the 
Court  of  Appeals  refused  to  review  the  case  further. 
The  importance  of  this  decision  as  a precedent  re-  I 
quires  no  discussion. 

Counsel  Work. — During  the  period  of  this  report, 
your  Counsel  and  Mr.  Clearwater  have  attended  the 
Annual  Meeting  of  the  Society  and  the  regular 
meetings  of  the  Council  and  Board  of  Trustees  and 
have  conferred  with  members  of  those  bodies,  and 
with  members  of  committees,  upon  numerous  legal 
problems  that  have  arisen.  This  work  each  year  has 
increased  with  the  increase  in  the  many  and  varied  J 
activities  of  the  Society. 

Your  Counsel  prepared  the  contracts  between  the  : 
Society  and  Dr.  Robert  II.  Hannon,  Dr.  David  J. 
Kaliski,  and  Mr.  Ceorge  P.  Farrell  and  also  the  con- 
tracts with  the  Society’s  auditors. 

Your  Counsel,  acting  with  the  Committee  on 
Bylaws,  has  examined  a number  of  proposed  amend- 
ments to  the  Constitution  and  Bylaws  of  a number 
of  component  county  medical  societies  and  has 
rendered  advice  and  made  suggestions  in  connection 
therewith. 

We  have  been  in  frequent  consultation  with  Dr. 
Anderton,  Mr.  Anderson,  and  Dr.  Kaliski  relative 
to  legal  phases  of  problems  which  have  arisen  in 
their  particular  fields  of  activity. 

In  addition,  your  Counsel  receives  frequent  re- 
quests, oral  and  written,  for  opinions  from  members 
on  a great  variety  of  topics.  Some  of  the  matters 
upon  which  advice  has  been  given,  during  the  past 
year,  are  the  following:  legality  of  sterilization  oper- 
ations, ownership  of  x-ray  plates,  legality  of  partner- 
ships between  physicians,  consents  to  special  opera- 
tive procedures,  right  to  remove  cancer  discovered 
during  operation,  indications  for  therapeutic  abor- 
tion, legality  of  physician  employing  unlicensed 
physician  as  assistant,  legal  status  of  osteopaths, 
legal  status  of  podiatrists,  employment  of  physician 
by  corporation,  limitations  of  time-governing  actions 
against  physicians,  delivery  of  living  child  from 
dead  mother,  malpractice  actions  against  physicians 
doing  charity  work  in  municipal  hospitals,  legal 
status  of  resident  physicians,  bill  collection  methods, 
production  of  records  into  court  under  subpoena, 
disclosure  to  patient  of  presence  of  foreign  body,  and 
reports  to  employer  concerning  findings  upon 
physician’s  examination  of  employe. 

It  should  be  noted  that  your  Counsel’s  office  is  at 
the  service  of  all  members  of  the  Society,  and  it  is  a 
daily  Recurrence  for  us  to  be  consulted  either  by 
personal  inquiry  or  by  telephone  concerning  the 
many  legal  problems  arising  out  of  emergency  situa- 
tions which  cannot  be  handled  by  correspondence. 
We  endeavor  to  render  assistance  in  such  situations, 
which,  of  course,  entails  a considerable  amount  of 
time  and  work. 

During  the  year,  your  Counsel  and  Mr.  Clear- 
water have  appeared  before  a number  of  medical 
societies  and  other  groups  of  doctors  to  address  them 
concerning  medicolegal  problems  and  particularly 
malpractice  problems  which  arise  out  of  the  practice 
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of  medicine.  Such  talks  have  been  given  in  widely 
scattered  parts  of  the  State. 

Legislative  Advice  and  Activities. — During  the 
reporting  period,  your  Counsel  and  Mr.  Clearwater 
have  conferred  with  numerous  persons  in  connection 
with  proposed  changes  in  the  law  which  affect  the 
practice  of  medicine  and  the  medical  profession. 
Such  problems  have  been  discussed  at  length  with 
the  Society’s  officers  and  committeemen,  and  with 
Dr.  Hannon,  the  executive  officer.  Mr.  Clearwater 
attended  the  annual  meeting  of  the  Council  Com- 
mittee on  Legislation  with  the  chairmen  of . the 
county  society  legislative  committees  at  Albany. 
On  several  occasions  we  also  conferred  concerning 


proposed  legislation  with  ^representatives  of  the 
hospitals  and  of  various  medical-specialties. 

Conclusion. — Your  Counsel  closes  his  report,  as 
in  other  years,  by  expressing  his  appreciation  of  the 
advice  and  assistance  given  throughout  the  entire 
State  by  many  members  of  the  Society  who  have 
helped  us  in  the  handling  of  litigation,  and  in  our 
numerous  problems.  The  officers  of  the  Society  and 
the  members  of  the  Council  and  Board  of  Trustees 
have  aided  and  assisted  us  in  great  measure. 

Such  cooperation  has  enabled  your  Counsel  to 
obtain  the  results  shown  in  this  report. 

Respectfully  submitted, 
William  F.  Martin,  Counsel 


REPORT  OF  THE  COUNCIL 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the  ex- 
ecutive and  administrative  affairs  of  the  Society  in 
the  period  following  your  last  meeting,  May  17  to  21, 
1948.  The  various  matters  that  came  before  it, 
actions  thereon,  and  recommendations  are  here  pre- 
sented. 

Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and  By- 
laws has  the  following  membership: 


James  R.  Reuling,  M.D.,  Chairman Bayside 

W.  P.  Anderton,  M.D New  York 

George  W.  Kosmak,  M.D New  York 


During  the  past  year  changes  in  bylaws  of  three 
constituent  county  societies  have  been  approved  by 
the  Council  after  recommendation  by  the  Committee 
on  Constitution  and  Bylaws. 

Proposed  amendment  of  Chapter  VII,  Article 
2,  and  Chapter  VIII,  Article  2,  of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  were 
approved. 

The  redrafted  Constitution  and  Bylaws  of  the 
Medical  Society  .of  the  County  of  Rockland  were 
approved  with  certain  modifications  which  were 
acceptable  to  the  Medical  Society  of  the  County  of 
Rockland.  Proposed  changes  in  Chapter  II  (Mem- 
bership) of  the  Bylaws  of  the  Medical  Society  of  the 
County  of  Ontario  were  redrafted  by  Mr.  Thomas 
H.  Clearwater,  of  Counsel,  and  approved  by  the 
Council  on  recommendation  of  the  Committee  on 
Constitution  and  Bylaws. 

When  the  Council  was  notified  that  a certain  com- 
ponent county  society  was  accepting  payment  of 
first  county  society  dues  and  State  Society  assess- 
ment in  installments  and  accepting  the  newly 
elected  member  “to  good  standing’’  before  comple- 

!tion  of  payments,  the  Council  referred  the  matter  to 
the  Committee  on  Constitution  and  Bylaws.  This 

(committee  reported  to  the  Council  that  such  a situ- 
ation is  covered  clearly  in  Chapter  I of  the  By- 
laws, Sections  1 and  2,  to  the  effect  that  a member 
is  “in  good  standing”  when  his  annual  county 
» society  dues  and  State  Society  assessment  have  been 
paid  when  they  are  due  and  payable.  “The  dues 
< year  shall  coincide  with  the  fiscal  year  The 

1 Council  so  notified  the  component  county  medical 
society. 


PART  I 

Postgraduate  Medical  Education 

Up  to  the  time  of  Doctor  Mitchell’s  death  on 
December  20,  1948,  the  committee  had  the  following 
membership: 


O.  W.  H.  Mitchell,  M.D.,  Chairman Syracuse 

George  Baehr,  M.D New  York 

Charles  D.  Post,  M.D Syracuse 


Advisers 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany 

Harry  S.  Mustard,  M.D.,  Commissioner  of  Health, 
City  of  New  York 

The  Council  Committee  on  Public  Health  and 
Education  arranges  for  instruction  in  a wide  variety 
of  subjects.  Speakers  are  provided  by  the  Com- 
mittee for  meetings  of  county  medical  societies, 
hospital  staffs,  and  other  medical  groups.  This 
program  is  made  available  through  the  combined 
efforts  of  the  faculties  of  the  medical  schools  and  re- 
search institutions  in  New  York  State,  the  New 
York  State  Department  of  Health,  the  Dental 
Society  of  the  State  of  New  York,  the  Division  of 
Industrial  Hygiene  and  Safety  Standards  of  the 
New  York  State  Department  of  Labor,  the  Medical 
Society  of  the  State  of  New  York,  and  several  other 
^organizations  and  associations. 

For  programs  arranged  by  the  Committee,  the 
Medical  Society  of  the  State  of  New  York  pays  the 
traveling  expenses  of  the  speakers  from  inside  the 
State,  and  the  honoraria  for  all  speakers  are  provided 
by  the  New  York  State  Department  of  Health. 

...Instruction  may  be  arranged  as  series  of  lectures, 
single  lectures,  symposia,  or  teaching  days.  A 
teaching  day  is  a combination  of  clinics,  demon- 
strations, and  lectures  for  an  afternoon  and  evening. 

The  Committee  prepares  and  distributes  the 
Course  Outline  Book  which  lists  subjects  and  speakers 
available.  The  Course  Outline  Book  was  revised  this 
year  and  the  1948-1949  publication  contains  67 
announcements,  including  symposia,  courses  of  lec- 
tures, teaching  day  programs,  and  single  lectures  on 
special  subjects. 

Appearing  for  the  first  time  in  the  Course  Outline 
Book  is  an  announcement  of  speakers  available  for 
lectures  on  “Medical  Aspects  of  Radioactive  Ma- 
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terials.”  This  list  of  speakers  was  obtained  in  re- 
sponse to  letters  which  were  sent  to  the  deans  of  the 
nine  medical  schools  in  the  State  requesting  them  to 
submit  the  names  of  members  of  their  faculties  who 
would  be  available  for  lectures  on  this  subject. 

The  1948-1949  Course  Outline  Book  carries  an 
announcement  of  medical  motion  picture  films  pro- 
curable on  a loan  basis  from  the  American  Medical 
Association  and  the  New  York  State  Department  of 
Health  without  cost  to  the  societies. 

Also  appearing  for  the  first  time  in  the  Course  Out- 
line Book  is  an  announcement  of  instruction  on 
“Diarrhea  of  the  Newborn”  prepared  by  the  New 
York  State  Department  of  Health. 

In  May,  1948,  letters  were  sent  to  the  physicians 
who  so  kindly  arrange  instruction  for  inclusion  in  the 
Course  Outline  Book  requesting  them  to  make  any 
changes  in  subjects  and  speakers  desired.  As  a re- 
sult of  this  correspondence  additions  were  made  to 
many  of  the  course  outlines. 

Copies  of  the  1948-1949  Course  Outline  Book  have 
been  distributed  to  the  presidents,  secretaries,  and 
chairmen  of  Public  Health  and  Program  Committees 
of  county  medical  societies,  officers  of  the  Medical 
Society  of  the  State  of  New  York,  members  of  the 
Council  Committee  on  Public  Health  and  Education 
and  the  Subcommittees;  regional  chairmen  in 
Obstetrics  and  Pediatrics;  the  delegates  from  the 
county  medical  societies  to  the  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York  in 
May,  1949;  past  presidents,  presidents  of  district 
branches,  section  and  session  officers  of  the  Medical 
Society  of  the  State  of  New  York;  the  State  Com- 
missioner of  Health,  assistant  commissioners  and 
directors  of  divisions,  district  State  health  officers, 
city  and  county  health  commissioners  of  the  New 
York  State  Department  of  Health;  Commissioner  of 
Health  of  the  City  of  New  York;  physicians  who 
arranged  courses  in  the  Course  Outline  Book;  deans 
of  the  medical  schools  in  the  United  States;  the 
presidents  of  universities  in  New  York  State, 
librarians  of  the  medical  schools  in  New  York  State; 
secretaries  of  the  state  medical  societies  in  the 
United  States;  executive  health  officers  of  the  vari- 
ous states;  secretaries  of  the  national  medical  soci- 
eties; members  of  the  New  York  State  Board  of  Re- 
gents, the  New  York  State  Commissioner  of  Educa- 
tion, and  directors  of  several  Divisions  of  the  New 
York  State  Education  Department;  officers  of  the 
American  Medical  Association,  the  Council  on 
Medical  Education  and  Hospitals,  Council  on  Med- 
ical Service,  chairman  of  the  Council  on  Industrial 
Health  and  officers  of  the  Section  on  Preventive  and 
Industrial  Medicine  and  Public  Health,  and  director 
of  the  Bureau  of  Public  Health  Education  of  the 
American  Medical  Association;  chairman  and  ex- 
ecutive director  of  the  Joint  Hospital  Survey  and 
Planning  Commission  of  New  York  State;  Com- 
missioner, Deputy  Commissioner  of  Public  Assist- 
ance and  Director,  Vocational  Rehabilitation  Service 
of  the  New  York  State  Department  of  Social  Wel- 
fare; Commissioner,  State  Department  of  Mental 
Hygiene;  Surgeon  General,  United  States  Public 
Health  Service;  secretary  and  executive  secretary 
of  the  New  York  State  Charities  Aid  Association; 
representatives  of  the  National  Foundation  for  In- 
fantile Paralysis;  the  Rockefeller  Foundation;  the 
John  and  Mary  R.  Markle  Foundation  and  the 
Metropolitan  Life  Insurance  Company. 

Since  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  in  May,  1948,  to  February 
1,  1949,  the  Committee  arranged  for  postgraduate 
instruction,  presented  as  series  of  lectures,  symposia 
or  single  lectures  on  special  subjects,  for  33  counties. 


The  following  counties  have  had  or  will  have  had 
this  instruction: 


COUNTY 

INSTRUCTION 

Allegany 

General  Medicine 
Dermatology 
Duties  of  the  Coroner 
Surgery 

Cayuga 

f Symposium — Hypertension 
General  Medicine 
[Gynecology 

Chemung 

Cancer  (Joint  meeting  with 
Chemung  County  Dental 
Society) 

General  Medicine  (Intern 
Council  of  Arnot-Ogden 
Memorial  Hospital) 

Chenango 

'Rheumatic  Fever 
, Orthopedics 

Clinton 

General  Medicine 
.Dermatology 

Columbia 

General  Medicine 

Cortland 

Medical  Aspects  of  Radio- 
active Materials 
Allergy 

General  Medicine 

Fulton 

Diabetes 

General  Medicine 
Cancer 
Obstetrics 
Traumatic  Surgery 

Jefferson  < 

General  Medicine 
Otolaryngology 
Psychosomatic  Medicine 
Diabetes 
Neurosurgery 
Plasma  Therapy ' 

Lewis  | 

Alcoholism  as  a Medical  Prob- 
lem 

Madison 


Nassau 


Oneida 


Onondaga 


Ontario 

Orange 

Oswego 

Otsego 

Queens 


NUMBER 

OF 

LECTURES 

1 

1 

1 

1 

2 

1 

1 


Gynecology 

Allergy 

General  Medicine 

Surgery 

Pediatrics 

Symposium — Cerebral  Palsy, 
Poliomyelitis 
General  Medicine 
Dermatology 
Diabetes 
Syphilis 

Tropical  Disease 
Cancer 

f Cancer 

1 Medical  Aspects  of  Radio- 
1 active  Materials  (Utica 
( Academy  of  Medicine) 

Rheumatic  Fever 

Cancer 

Radiology 

General  Medicine  (Syracuse 
Academy  of  Medicine) 

The  Doctor  on  the  Witness 
Stand  (Syracuse  Academy 
of  Medicine  with  Rome 
Academy  of  Medicine) 


General  Medicine 
Orthopedics 
Pediatrics 


{Plasma  Therapy 
Cancer 

General  Medicine 
Industrial  Health 

Dermatology 
General  Medicine 
Gynecology 

(Dermatology 

(Neurology 

Plasma  Therapy 


Geneva 
Academy 
of  Medi- 
cine 
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Richmond 

General  Medicine 
Obstetrics 

Symposium — Heart  Disease 
and  Pregnancy 
Socialized  Medicine 

Rockland 

Cancer 

Symposium — Bacterial  Flora 
of  the  Mouth  in  Relation  to 
Subacute  Bacterial  Endo- 
carditis and  Other  Diseases 

St.  Lawrence 

General  Medicine 
Surgery 

Schenectady 

Traumatic  Surgery 

Gynecology 

Cancer 

Schoharie 

Dermatology 
Gynecology 
Orthopedics 
Rheumatic  Fever 
Ophthalmology 

Seneca 

General  Medicine 

Steuben 

General  Medicine 

Suffolk 

Pediatrics 

Rheumatic  Fever — Rheumatic 
Heart  Disease  (Medical  Staff 
of  Mather  Memorial  Hos- 
pital) 

Sullivan 

General  Medicine 

Cancer 

Pediatrics 

Tioga 

General  Medicine 
Symposium — General  Medi- 
cine 

Tompkins 

Physical  Medicine 
Industrial  Health 
Gynecology 

Ulster 

Diabetes 

Warren 

General  Medicine 
Cancer  (Glens  Falls  Academy 
of  Medicine) 

Wayne 

Psychosomatic  Medicine 

l 

1 

2 

1 

1 


2 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 


1 

1 

1 

6 

1 

2 

1 

1 

1 

1 

1 

1 

1 


Regional  Meetings  and  Teaching  Days. — For 
regional  meetings,  invitations  are  sent  to  the  mem- 
bers of  the  medical  societies  in  counties  adjacent  to 
that  in  which  the  instruction  is  given,  or  to  the  mem- 
bers in  certain  regions  and  districts  where  the  meet- 
ings are  held.  The  Committee  will  arrange  for  the 
speakers  and  printing  and  distribution  of  programs 
to  county  medical  societies,  medical  schools,  hos- 
pitals, the  New  York  State  Journal  of  Medicine, 
the  Journal  of  the  American  Medical  Association,  and 
the  Bureau  of  Public  Relations  of  the  Medical 
Society  of  the  State  of  New  York  for  publication  in 
the  local  newspapers. 

The  following  is  a list  of  counties  where  Regional 


Meetings 

or  Teaching  Days  have  been  held  this 

year: 

NUMBER 

OF 

COUNTY 

REGION 

INSTRUCTION  LECTURES 

General  Medicine 

3 

Monroe 

(Not  regional) 

Cancer 

1 

Dermatology 

1 

Ontario 

(Not  regional) 

General  Medicine 

1 

.Industrial  Health 

1 

Suffolk 

(Not  regional) 

Allergy 

Obstetrics  (Mather 

2 

Suffolk 

(Not  regional) 

Memorial  Hospital 
[ Medical  Staff) 

2 

Tompkins 

Cayuga, 

Chemung, 

Cortland, 
Schuyler,  • 

Cancer* 

4 

Seneca, 

Tioga,  and 
Tompkins 

* Traveling  expenses,  honoraria  of  speakers,  and  printing 
of  programs  provided  by  the  New  York  State  Department,  of 
Health. 


As  of  February  1,  1949,  the  Committee  has 
arranged  for  postgraduate  instruction  in  34  counties 
with  a total  of  130  lectures. 

A request  has  been  received  from  the  Genesee  , 
County  Medical  Society  for  a Regional  Teaching 
Day  to  be  held  on  Wednesday,  April  20,  1949,  in 
Rochester.  This  will  consist  of  five  lectures.  The 
memberships  of  Livingston,  Orleans,  and  Wyoming 
County  Medical  Societies  are  active  participants  in 
this  meeting. 

The  Chemung  County  Medical  Society  plans  to 
holds  its  Annual  Spring  Teaching  Day  on  Wednes- 
day, April  20,  1949.  When  subjects  and  speakers 
are  decided  upon,  the  Committee  will  endeavor  to 
complete  arrangements.  This  is  a regional  meeting 
and  invitations  to  attend  will  be  sent  to  the  member- 
ships of  Broome,  Chemung,  Schuyler,  Steuben, 
Tioga,  and  Tompkins  County  Medical  Societies. 

The  Graduate  Education  Committee  of  the 
Queens  County  Medical  Society  is  contemplating  a 
Teaching  Day  devoted  to  the  topic  of  cardiovascular 
diseases  to  be  held  on  May  13, 1949.  When  subjects 
and  speakers  are  decided  upon,  the  Committee  will 
endeavor  to  complete  arrangements. 

The  Council  Committee  on  Public  Health  and 
Education  is  arranging  a Teaching  Day  to  be  held  at 
the  time  of  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  on  Tuesday,  May 
3,  1949.  Subjects  will  be  chosen  which  will  not  con- 
flict with  the  scientific  session  and  section  programs 
to  be  held  on  Wednesday,  Thursday,  and  Friday, 
May  4,  5,  and  6,  1949. 

Talks  by  the  Chairman. — At  the  request  of  the 
chairman  of  the  Associated  State  Postgraduate 
Committees,  Dr.  Leroy  Parkins,  of  Boston,  Massa- 
chusetts, the  late  Dr.  O.  W.  H.  Mitchell  spoke  on 
the  subject  of  “The  Postgraduate  Medical  Educa- 
tion Program  of  the  Medical  Society  of  the  State  of 
New  York”  at  the  annual  meeting  of  the  Association 
held  on  June  23,  1948,  in  Chicago.  This  is  an 
association  of  the  various  State  Society  postgraduate 
committees  and  meets  once  a year  during  the  week 
of  the  A.M.A.  Convention. 

Dr.  Mitchell  was  invited  to  participate  in  the 
annual  fall  meeting  of  the  Brooklyn  Tuberculosis 
and  Health  Association  held  on  November  18,  1948, 
in  Brooklyn,  New  York.  The  subject  of  his  talk 
was  “State  Medical  Society  BCG  Program.” 

PART  II 

Maternal  and  Child  Welfare 

Maternal  Welfare. — The  Subcommittee  on  Ma- 
ternal Welfare  has  the  following  membership: 


Charles  A.  Gordon,  M.D.,  Chairman . . . .Brooklyn 

Paul  W.  Beaven,  M.D Rochester 

Edward  C.  Hughes,  M.D Syracuse 

James  K.  Quigley,  M.D Rochester 


Regional  Chairmen  in  Obstetrics: 

1.  New  York,  Richmond,  Bronx 

George  W.  Kosmak,  M.D.,  23  East  93rd 
Street,  New  York  City 

2.  Kings,  Queens,  Nassau,  Suffolk 

Harvey  B.  Matthews,  M.D.,  1G2  Clinton 
Street,  Brooklyn 

3.  Westchester,  Rockland,  Dutchess,  Putnam, 

Orange 

Julian  Hawthorne,  M.D.,  Highland  Hall 
Apartment,  Rye 

4.  Schenectady,  Fulton,  Montgomery,  Scho-. 

harie,  Greene,  Ulster 
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William  M.  Mallia,  M.D.,  1364  Union 
Street,  Schenectady 

5.  Albany,  Washington,  Saratoga,  Columbia, 

Warren,  Rensselaer 

Joseph  O’C.  Iviernan,  M.D.,  496  Madison 
Avenue,  Albany 

6.  Clinton,  Essex,  Franklin,  St.  Lawrence 

Edwin  W.  Sartwell,  M.D.,  14  Brinkerhoff 
Street,  Plattsburg 

7.  Jefferson,  Lewis,  Herkimer,  Hamilton 

Wendell  D.  George,  M.D.,  Trust  Com- 
pany Building,  Watertown 

8.  Onondaga,  Oswego,  Oneida,  Madison,  Cort- 

land, Cayuga 

Edward  C.  Hughes,  M.D.,  713  East 
Genesee  Street,  Syracuse 

9.  Broome,  Tioga,  Chenango,  Otsego,  Dela- 

ware, Sullivan  * 

Stuart  B.  Blakely,  M.D.,  140  Chapin 
Street,  Binghamton 

10.  Monroe,  Orleans,  Wayne,  Livingston, 

Ontario,  Yates,  Seneca 

Ward  L.  Ekas,  M.D.,  176  South  Goodman 
Street,  Rochester 

11.  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany 

It.  Scott  Howland,  M.D.,  531  West  Water 
Street,  Elmira 

12.  Erie,  Niagara,  Chautauqua,  Cattaraugus, 

Genesee,  Wyoming 

Lewis  F.  McLean,  M.D.,  826  West  Dela- 
van  Avenue,  Buffalo 

A meeting  of  the  Subcommittee  on  Maternal 
Welfare  was  held  in  New  York  City  on  September  9, 
1948.  In  addition  to  the  subcommittee  members 
there  were  present  members  of  the  Council  Com- 
mittee on  Public  Health  and  Education,  some  of  the 
officers  of  the  Medical  Society  of  the  State  of  New 
York,  and  representatives  of  the  New  York  State 
Department  of  Health.  At  this  meeting,  there  was 
discussed  a proposed  joint  project  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health  of  a professional  motion 
picture  film  library  in  which  the  Department  would 
supply  films  without  cost  to  county  medical  societies, 
medical  schools,  and  other  medical  groups,  with  the 
assistance  of  the  State  Society  in  procurement, 
reviewing,  and  recommending  films.  As  a result  of 
this  discussion,  a resolution  was  passed  that  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  be  requested  to  authorize  the  appointment  of  a 
Committee  to  review  and  pass  on  the  films. 

The  chairman  of  the  Council  Committee  on  Pub- 
lic Health  and  Education,  at  the  meeting  of  the 
Council  on  October  14,  1948,  requested  the  appoint- 
ment of  a review  board  to  select  films  best  adapted 
for  postgraduate  education. 

After  discussion,  it  was  voted  that  the  Motion 
Picture  Review  Board  be  appointed  by  the  presi- 
dent when,  as,  and  if  necessary. 

Child  Welfare. — The  Subcommittee  on  Child 
Welfare  has  the  following  membership: 


Paul  W.  Beav?n,  M.D.,  Chairman Rochester 

A.  Clement  Silverman,  M.D.,  Vice- 

Chairman  Syracuse 

Charles  A.  Gordon,  M.D Brooklyn 

Albert  D.  Kaiser,  M.D Rochester 

Alexander  T.  Martin,  M.D New  York  City 

William  J.  Orr,  M.D Buffalo 

Frederick  H.  Wilke,  M.D New  York  City 


Regional  Chairmen  in  Pediatrics  (for  regions  com- 


prising counties  as  shown  in  the  list  of  Regional 
Chairmen  in  Obstetrics) : 

Region 

Number 

1 Harry  Bakwin,  M.D.,  132  East  71st  Street, 

New  York  City 

2 Charles  A.  Weymuller,  M.D.,  85  Pierrepont 

Street,  Brooklyn 

3 Reginald  A.  Higgons,  M.D.,  264  King 

Street,  Port  Chester 

4 James  J.  York,  M.D.,  930  State  Street, 

Schenectady 

5 Hugh  F.  Leahy,  M.D.,  176  Washington 

Avenue,  Albany 

6 Sidney  Mitchell,  M.D.,  71  Court  Street, 

Plattsburg 

7 H.  Louis  George,  Jr.,  M.D.,  Trust  Company 

Building,  Watertown 

8 Brewster  C.  Doust,  M.D.,  713  East  Genesee 

Street,  Syracuse 

9 John  B.  Burns,  M.D.,  153  Chapin  Street, 

Binghamton 

10  Albert  D.  Kaiser,  M.D.,  729  Buckingham 

Street,  Rochester 

11  George  R.  Murphy,  M.D.,  531  West  Water 

Street,  Elmira 

12  William  J.  Orr,  M.D.,  333  Linwood  Avenue, 

Buffalo 

After  many  conferences  by  representatives  of  the 
State  Health  Department  with  representatives  of 
the  Medical  Society  of  the  State  of  New  York,  the 
American  Academy  of  Pediatrics  Committee  on 
Fetus  and  Newborn  and  other  interested  organiza- 
tions and  individuals,  “Regulation  35’’  of  the  New 
York  State  Sanitary  Code  was  adopted  to  establish 
certain  minimum  standards  for  the  care  of  newborn 
infants  in  nurseries.  Appearing  below  is  “Regula- 
tion 35”: 

PRECAUTIONS  TO  BE  OBSERVED  FOR  THE 

CONTROL  OF  DIARRHEA  OF  THE  NEWBORN 
NEW  YORK  STATE  SANITARY  CODE 

The  Public  Health  Council  at  its  meeting  on  January  16. 
1948,  adopted  the  following  amendment  to  Chapter  II: 

R egui.ation  35.  Precautions  to  be  observed  for  the  control 
of  diarrhea  of  the  newborn.  It  shall  be  the  duty  of  admin- 
istrators of  general  hospitals  or  child  caring  institutions,  pro- 
prietors of  maternity  hospitals  or  maternity  homes,  and 
physicians  and  nurses  responsible  for  the  care  of  normal 
newborn  and  premature  infants  in  general  hospitals  or  child 
caring  institutions,  or  maternity  hospitals  or  maternity 
homes,  to  take  all  reasonable  precautions  to  prevent  the 
introduction  and  spread  of  diarrhea  of  the  newborn,  including 
the  following: 

(а)  Formulae  and  other  fluids  offered  to  newborn  infants  in 

hospitals  or  child  caring  institutions,  or  in  maternity  hospitals 
or  maternity  homes,  shall  be  poured  into  individual  feeding 
bottles  at  the  time  of  preparation,  and  a nipple  shall  be 
attached  to  each  bottle  and  covered  with  a cap.  The  entire 
product  shall  then  be  subjected  to  terminal  heating  by  steam 
under  pressure  of  not  less  than  15  pounds  (121  C.  or  250  F.) 
for  not  less  than  five  minutes,  or  at  a pressure  of  not  less  than 
6 pounds  (110  C.  or  230  F.)  for  not  less  than  ten  minutes,  or 
by  flowing  steam  at  a temperature  of  not  less  than  100  de- 
grees C.  (212  F.)  for  not  less  than  thirty  minutes.  The 
temperature  of  the  formula  or  fluid,  as  determined  by  periodic 
examination,  shall  be  not  less  than  93  C.  (200  F.)  at  the  end 
of  the  heating  process.  The  nipple  cap  shall  remain  on  the 
bottle  until  the  time  of  feeding.  If  fruit  juices  or  formula 
containing  lactic  acid,  meats,  or  cereals  are  given  to  newborn 
infants,  they  may  be  offered  without  such  terminal  heating, 
but  shall  be  prepared  with  and  stored  in  presterilized  equip- 
ment.  , . , 

(б)  Normal  newborn  and  premature  infants  born  in  a hos- 
pital or  maternity  hospital  or  maternity  home  shall  not  be 
kept  in  the  same  nursery,  room,  or  ward  with  sick  infants  or 
older  children.  Nurses  giving  care  to  infected  patients  shall 
not'  come  in  contact  with  infants  in  the  normal  newborn  or 
premature  infant  nurseries.  No  infant  born  outside  the 
hospital  or  maternity  hospital  or  maternity  home  shall  be 
admitted  to  the  nursery  for  well  infants,  except  after  isolation 

period  of  one  week.  An  infant  born  to  a mother  who  has 
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diarrheal  or  respiratory  illness  shall  not  be  admitted  to  the 
nurseries  for  normal  newborn  or  premature  infants. 

(c)  An  infant  suspected  of  having  diarrhea  of  the  newborn 
shall  be  promptly  removed  from  the  normal  newborn  or  pre- 
mature infant  nurseries  and  kept  under  isolation  precautions. 
If,  after  observation,  diarrhea  of  the  newborn  is  found  to 
exist,  such  infant  shall  then  be  transferred  to  an  isolation 
nursery. 

( d ) Individual  equipment  shall  be  provided  for  each  infant 
except  for  the  weighing  scales,  which  shall  be  freshly  covered 
for  each  infant.  Common  bathing  and  dressing  tables  are 
prohibited.  The  use  of  racks,  carriers,  or  bassinet  stands  for 
holding  or  transporting  more  than  one  infant  at  a time  is  pro- 
hibited. Physicians  and  nurses  shall  wash  their  hands  under 
running  water  before  and  after  coming  in  contact  with  any 
infant. 

( e ) Nursing  care  shall  be  given  to  each  infant  at  the  bed- 
side. Space  shall  be  adequate  to  give  such  care,  provided 
that  the  total  nursery  floor  space  shall  average  not  less  than 
24  square  feet  per  infant,  or  the  infants  shall  be  placed  in 
individual  cubicles. 

C /)  No  room  used  as  a nursery  shall  house  more  than  12 
infants  nor  shall  such  a room  intercommunicate  with  other 
rooms  used  as  nurseries.  There  shall  be  running  hot  and  cold 
water  for  handwashing  in  each  room  used  as  a nursery,  with 
the  flow  of  water  controlled  by  elbow,  knee,  or  foot  valves. 
No  nurse  shall  give  care  to  more  than  12  infants  and  their 
equipment. 

This  regulation  to  be  effective  January  1,  1949, 
except  that  the  enforcement  of  either  or  both  sub- 
divisions (e)  and  (/)  may  be  deferred  for  an  individ- 
ual institution  for  a period  not  later  than  January  1, 
1951,  by  the  State  commissioner  of  health  upon  re- 
quest of  such  institution. 

The  “requirements”  of  this  Regulation  were 
brought  to  the  attention  of  the  hospitals  by  the 
State  Health  Department. . To  explain  the  basis  for 
and  the  administration  of  Regulation  35,  the  Med- 
ical Society  of  the  State  of  New  York  and  the  State 
Department  of  Health’ held  one-day  institutes  in  the 
eleven  Regions  of  the  Medical  Society  of  the  State  of 
New  York  (exclusive  of  New  York  City).  At  each 
one  of  these  Institutes  the  following  were  included: 

(а)  The  diagnosis  and  treatment  of  the  diarrheal 
illnesses  of  newborn  infants. 

(б)  The  epidemiologic  basis  for  Regulation  35. 

(c)  Practical  interpretation  of  Regulation  35. 

(d)  Rational  nursing  procedures  for  nurseries, 
with  emphasis  on  simplification  and  safe 
time-saving  short  cuts. 

(e)  The  hospital  administrators’  problems  in  the 
application  of  Regulation  35. 

(/)  A question  and  answer  period. 

The  Regional  Chairmen  in  Pediatrics  gave  the 
discussion  of  the  diagnosis  and  treatment  of  diarrhea 
of  the  newborn  at  the  institutes  held  in  their  par- 
ticular Regions. 

As  there  were  a number  of  different  speakers  at 
the  various  institutes,  a meeting  was  held  in  Buffalo 
on  Thursday,  April  29,  1948,  with  Dr.  Stewart 
Clifford,  chairman  of  the  National  Committee  on 
Fetus  and  Newborn  of  the  American  Academy  of 
Pediatrics,  as  guest  speaker.  The  Regional  Chair- 
men of  Pediatrics  and  Obstetrics,  the  Subcommittee 
on  Child  Welfare,  the  chairman  of  the  Council 
Committee  on  Public  Health  and  Education,  and 
the  secretary  of  the  Medical  Society  of  the  State  of 
New  York  were  present  at  this  meeting,  as  were 
representatives  of  the  New  York  State  Department 
of  Health  and  other  individuals  concerned  with  this 
program.  This  conference  was  held  for  a prelim- 
inary discussion  and  orientation  to  give  a certain 
amount  of  uniformity  to  each  institute. 

At  each  regional  institute  all  of  the  hospital  ad- 
ministrators, the  obstetrician  and/or  pediatrician  in 
each  hospital  in  charge  of  the  nurseries,  the  key 
nursing  personnel,  laboratory  directors,  health 
officers,  and  other  interested  individuals  were  in- 
vited. 


INSTITUTES  OF  DIARRHEA  OF  THE  NEWBORN 


Region 

Counties  Comprising 

Date 

Institute 

Number 

Each  Region 

Held  (1948) 

Place 

2* 

Kings,  Queens,  Nas- 
sau, Suffolk 

September 

Long  Island 

3 

Westchester,  Rock- 
land, Dutchess,  Put- 
nam, Orange 

May  5 

Valhalla 

4 

Schenectady,  Fulton, 
Montgomery,  Scho- 
harie, Greene,  Ulster 

May  7 

Schenectady 

5 

Albany,  Washington, 
Saratoga,  Columbia, 
Warren,  Rensselaer 

May  11 

Albany 

6 

Clinton,  Essex,  Frank- 
lin, St.  Lawrence 

May  12 

Saranac  Lake 

7 

Jefferson,  Lewis,  Her- 
kimer, Hamilton 

May  13 

Watertown 

8 

Onondaga,  Oswego, 
Oneida,  Madison, 
Cortland,  Cayuga 

June  2 

Syracuse 

» 

Broome,  Tioga,  Che- 
nango, Otsego, 

Delaware,  Sullivan 

June  8 

Binghamton 

10 

Monroe.  Orleans, 

Wayne,  Livingston, 
Ontario,  Yates,  Sen- 
eca 

June  16 

Rochester 

11 

Chemung,  Schuyler, 
Steuben,  Tompkins, 
Allegany 

June  2 

Elmira 

12 

Erie,  Niagara,  Chau- 
tauqua, Cattaraugus, 
Genesee,  Wyoming 

May  24 

Buffalo 

* Kings  and  Queens  counties  not  included. 


The  State  Department  of  Health  reported  that 
the  institutes  were  well  attended  and  that  this  was 
due  to  the  fact  that  the  Regional  Chairmen  led  the 
way  and  missed  no  opportunity  at  these  meetings 
to  see  that  Regulation  35  was  put  into  effect. 

In  December,  1948,  the  members  of  the  Sub- 
committee on  Child  Welfare  were  requested  by  the 
director  of  the  Bureau  of  Maternal  and  Child  Health 
of  the  New  York  State  Department  of  Health  to 
pass  on  a set  of  leaflets  on  nutrition  of  infants  to  be 
distributed  by  the  Department.  These  leaflets  are 
for  use  in  child  health  conferences  and  by  those 
private  physicians  who  wish  to  utilize  them  in  their 
own  practice.  These  leaflets  are  not  intended  for 
broadside  distribution  directly  to  the  public,  but 
only  through  the  medium  of  the  private  physician  or 
public  health  nurse  in  a child  health  conference. 
When  the  public  health  nurse  distributes  them,  they 
will  be  used  as  expansion  of  the  physician’s  recom- 
mendations to  the  mother. 

The  members  of  the  Subcommittee  on  Child 
Welfare  attended  the  meeting  of  the  Subcommittee 
on  Rheumatic  Fever  held  in  New  York  City  on 
November  10,  1948.  For  a report  of  these  activities 
see  that  part  of  the  report  on  Rheumatic  Fever. 

PART  III 

Public  Health  Activities  A 

Industrial  Health. — The  Subcommittee  on  Indus- 
trial Health  has  the  following  membership: 

Leonard  Greenburg,  M.D.,  Chairman 

New  York  City 


Stanley  E.  Alderson,  M.D Albany 

Stuart  A.  Good,  M.D Buffalo 

David  J.  Kaliski,  M.D New  York  City 


A meeting  of  the  Subcommittee  on  Industrial 
Health  was  held  in  New  York  City  on  December  9, 
1948.  In  addition  to  the  members  of  the  subcom- 
mittee. there  were  also  present  members  of  the 
Council  Committee  on  Public  Health  and  Edu- 
cation, some  of  the  officers  of  the  Medical  Society  of 
the  State  of  New  York,  representatives  of  the  State 
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Department  of  Health,  and  the  Commissioner  of 
Health  of  the  City  of  New  York.  Subjects  dis- 
cussed were: 

1.  Postgraduate  instruction  in  industrial  health 
and  occupational  diseases. 

2.  The  Joint  Occupational  Disease  Cancer  Com- 
mittee of  the  New  York  State  Departments  of  Labor 
and  Health  and  the  U.S.  Public  Health  Service.  A 
pamphlet  has  been  prepared  on  this  subject  by  the 
Committee.  The  Medical  Society  of  the  State  of 
New  York  is  requested  to  assist  in  the  distribution  of 
it  and  to  give  publicity  to  it  in  the  New  York  State 
Journal  of  Medicine.  It  was  also  requested  that 
the  Medical  Society  of  the  State  of  New  York  ap- 
point a representative  to  this  Committee. 

3.  The  importance  of  reporting  occupational  dis- 
eases in  New  York  State,  with  the  New  York  State 
Labor  Law  stating  occupational  diseases  must  be 
reported.  After  discussion  it  was  agreed  that  the 
chairman  of  the  Subcommittee  on  Industrial  Health 
would  compile  a list  of  occupational  diseases  for  pub- 
lication in  the  county  society  bulletins,  the  New 
York  State  Journal  of  Medicine,  and  the 
Health  News,  a publication  of  the  New  York 
State  Department  of  Health. 

4.  Industrial  plants  operating  medical  bureaus. 

5.  The  need  for  a list  of  physicians  who  are  doing 
full-  or  part-time  medical  work  in  industrial  plants. 

6.  Industrial  rehabilitation. 

Postgraduate  instruction  in  industrial  health  was 
arranged  for  three  county  medical  societies : Ontario, 
Orange,  and  Tompkins.  Many  of  the  lectures  ar- 
ranged by  the  Committee  on  Public  Health  and  Edu- 
cation for  county  medical  societies  are  a part  of  the 
Industrial  Health  Program,  even  though  not  so 
designated. 

Rural  Medical  Service. — The  Council  Committee 
on  Rural  Medical  Service  has  the  following  member- 
ship: 

Dan  Mellen,  M.D.,  Chairman  (Resigned) ..  Rome 


Peter  J.  Di  Natale,  M.D Batavia 

Homer  J.  Knickerbocker,  M.D Geneva 


There  is  interest  in  New  York  State  in  attracting 
physicians,  dentists,  and  nurses  into  rural  areas. 
However,  the  physicians  are  interested  in  going  to 
areas  where  there  are  good  hospital  facilities.  With 
the  new  program  of  State  aid  and  State  development 
of  rural  hospitals  it  is  probable  that  such  a program 
will  be  developed.  Similar  plans  of  some  of  the 
medical  colleges  are  trying  to  arrange  for  postgradu- 
ate work.  It  is  hoped  that  this  can  be  worked  out  to 
the  satisfaction  of  everyone  concerned.  As  far  as  we 
know,  only  a very  few  rural  communities  are  seeking 
aid,  and  these  requests  are  being  handled  through 
the  office  of  the  Medical  Society  of  the  State  of  New 
York. 

The  dominant  farm  groups  in  New  York  State  are 
the  Grange  and  the  4H  clubs.  We  have  had  no  com- 
munication from  an}-  of  the  agricultural  colleges  on 
their  programs. 

The  Hill-Burton  program  is  progressing,  and  we 
should  learn  more  of  this  in  the  near  future. 

During  the  past  year  there  has  been  activity  in  the 
Joint  Hospital  Survey  and  Planning  Commission, 
and  this  should  facilitate  or  help  in  the  practice  of 
medicine  through  more  adequate  hospital  facilities 
in  the  rural  areas.  Finla  G.  Crawford  of  Syracuse  is 
chairman  of  this  Commission,  and  Dr.  John  J. 
Bourke  is  executive  director. 

The  American  Medical  Association  has  been  holding 
its  annual  meetings  on  rural  health,  and  while  many 
of  the  more  sparsely  populated  western  .states  have 
problems  to  present,  New  York  State  seems  to  be 


fairly  free  of  such  difficulties.  While  the  problems 
of  New  York  State  have  been  fairly  light,  there  may 
be  more  work  along  these  lines  in  the  future. 

The  chairman  of  the  Committee  on  Rural  Medical 
Service  attended  the  National  Conference  on  Rural 
Health  which  was  held  in  Chicago,  Illinois,  on  Febru- 
ary 7 and  8,  1948,  and  Dr.  Peter  J.  Di  Natale  repre- 
sented our  Society  at  a similar  meeting  in  Chicago, 
February  3,  1949. 

Problems  of  Alcoholism. — The  Special  Committee 
on  the  Problems  of  Alcoholism  has  the  following 


membership: 

Milton  G.  Potter,  M.D.,  Chairman Buffalo 

Henry  W.  Miller,  M.D Brewster 

Raymond  F.  Kircher,  M.D Albany 

John  L.  Norris,  M.D Rochester 

Irving  J.  Sands,  M.D Brooklyn 

Harry  C.  Guess,  M.D Buffalo 


The  history  of  the  Special  Committee  on  the  Prob- 
lems of  Alcoholism  is  short.  This  committee  origi- 
nated in  the  House  of  Delegates  last  year,  and  its 
membership  was-  limited  to  members  of  the  House  of 
Delegates.  This  limitation  was  a mistake  because 
the  president  of  the  Society  had  considerable  diffi- 
culty in  finding  six  members  of  the  House  of  Dele- 
gates who  were  interested  in  the  problem.  This 
caused  a delay  in  the  formation  of  the  Committee. 

The  next  obstacle  which  delayed  the  functioning 
of  the  Committee  was  the  total  lack  of  an  appropria- 
tion for  1948.  However,  for  1949  a budget  of  $750 
has  been  approved.  It  is  obvious  that,  if  a com- 
mittee, whose  membership  is  scattered,  has  no  means 
of  support,  the  end  results  Cannot  be  satisfactory, 
but  it  is  hoped  more  progress  can  be  reported  next 
year  if  this  committee  is  continued. 

While  the  accomplishments  were  not  many,  this 
committee  has  functioned  in  a limited  fashion  as 
follows: 

1.  Progress  is  being  made  in  the  compilation  of  a 
practical  medical  reference  booklet  on  alcoholism  for 
general  practitioners.  This  project  is  more  formid- 
able than  we  first  realized,  and  the  end  product  will 

, not  be  ready  for  some  time  to  come. 

2.  Stimulating  the  formation  of  special  com- 
mittees on  the  problem  in  the  various  county  so- 
cieties has  not  been  completely  accomplished  and 
should  be  continued. 

The  interest  of  the  general  public  is  rapidly  being 
activated  by  civic  groups  of  the  laity,  and  it  behooves 
the  component  county  societies  to  be  alert  to  their 
local  situation  and  take  the  leadership  in  plans  for 
the  rehabilitation  of  the  alcoholic. 

This  is  a medical  and  public  health  problem  pri- 
marily and  therefore  a medical  and  a public  responsi- 
bility. The  public  looks  to  the  medical  society  for 
leadership,  and  we  should  be  ready  and  equipped  to 
take  that  leadership.  In  order  that  the  leadership 
be  instructive  and  constructive,  committees  of  the 
county  society  must  first  educate  themselves  in  the 
problem,  which  is  most  complex,  involving  medical, 
psychiatric,  and  socio-economic  pathologies.  A 
major  effort  of  the  State  Society  to  stimulate  and  ac- 
quaint the  county  societies  with  their  responsibilities 
is  of  prime  importance  for  the  next  year. 

Much  progress  is  being  made  by  the  Special  Com- 
mittees on  Alcoholism  in  Rochester,  Syracuse,  Bing- 
hamton, and  Buffalo.  It  is  hoped  that  other  areas 
will  soon  follow  suit. 

The  chairman  has  tried  to  be  of  some  practical  aid 
as  a consultant  in  some  of  the  meetings  held  in 
Rochester,  Syracuse,  and  Buffalo. 

The  State  Society  is  represented  on  the  Board  cJ 
Directors  of  the  Rehabilitation  Center  which  is  ad- 
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ministered  by  the  School  of  Medicine  of  the  Univer- 
sity of  Buffalo.  This  is  a pioneer  pilot  demonstra- 
tion unit  sponsored  by  the  Department  of  Mental 
Hygiene  of  the  State  of  New  York,  Department  of 
Health  of  the  State  of  New  York,  and  the  Medical 
Society  of  the  County  of  Erie.  This  demonstration 
is  being  financed  under  the  National  Mental  Hygiene 
Act.  Under  the  act,  the  State  Mental  Health  Au- 
thority, consisting  of  Dr.  Frederick  MacCurdy,  Com- 
missioner of  Mental  Hygiene,  and  Dr.  Herman  E. 
Hilleboe,  New  York  State  Commissioner  of  Health, 
receives  funds  from  the  U.S.  Public  Health  Service. 
The  authority  has  entered  into  a contract  with  the 
Medical  School  of  the  University  of  Buffalo. 

The  clinic  is  available  to  individuals  of  the  com- 
munity without  regard  to  race,  creed,  color,  or 
country  of  origin:  at  least  five  days  per  week;  for 
medical  and  psychiatric  diagnosis,  advice  and  treat- 
ment and/or  rehabilitation  of  persons  addicted  to  the 
habitual,  excessive,  and  harmful  use  of  alcoholic 
beverages.  This  clinic  has  been  functioning  since 
December  6,  1948.  On  the  results  obtained  will  de- 
pend the  future  expansion  to  other  communities  of 
this  type  of  study,  treatment,  and  rehabilitation. 
The  outlook  is  promising.  Our  committee  recom- 
mends: 

1.  The  membership  of  this  special  committee 
should  not  be  limited  to  the  House  of  Delegates. 

2.  A definite  appropriation  should  be  allotted  to 
this  committee  for  expenses. 

3.  That  encouragement  of  the  formation  of 
county  committees  be  continued. 

4.  That  the  work  on  the  reference  booklet  on 
alcoholism  be  continued. 

5.  Encouragement  of  members  of  county  so- 
cieties to  assume  leadership  of  the  many  lay  com- 
mittees which  are  being  organized- for  education  on 
alcoholism. 

6.  Encouragement  of  the  education  of  the  profes- 
sion on  this  problem  be  continued. 

7.  That  activities  of  local  county  committees 
clear  through  the  State  Committee  any  alcoholic 
projects  under  advisement. 

PART  IV 

Public  Health  Activities  B 

Cancers— The  Subcommittee  on  Cancer  has  the 
following  membership: 

George  C.  Adie,  M.D.,  Chairman.  New  Rochelle 


Frank  E.  Adair,  M.D New  York  City 

John  S.  Fitzgerald,  M.D Utica 

Victor  C.  Jacobsen,  M.D Troy 

Louis  C.  Kress,  M.D Bfiffalo 

Dwight  V.  Needham,  M.D Syracuse 

Clyde  L.  Randall,  M.D Buffalo 

Irwin  E.  Siris,  M.D : Brooklyn 


A meeting  of  the  Subcommittee  on  Cancer  was 
held  on  June  9,  1948,  in  New  York  City.  Members 
of  the  Council  Committee  on  Public  Health  and 
Education,  some  of  the  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York,  and  representatives 
of  the  State  Department  of  Health  were  also  present. 

At  this  meeting,  the  Subcommittee  on  Cancer  con- 
sidered and  approved  the  program  of  cancer  control 
of  the  Bureau  of  Cancer  Control  of  the  New  York 
State  Department  of  Health.  Second,  there  was 
referred  by  the  Subcommittee  on  Cancer  to  a sub- 
committee, composed  of  the  chairman  of  the  Sub- 
committee on  Cancer  and  the  Director  of  Cancer 
Control  of  the  State  Department  of  Health,  the  for- 
mulation of  a “blueprint”  for  detection  clinics. 


Also  considered  were  the  qualifications  for  fellow- 
ships in  the  study  of  cancer.  A plan  for  tumor 
clinics  was  also  referred  to  this  Subcommittee. 
These  recommendations  will  be  prepared  in  con- 
junction with  the  State  Department  of  Health. 

A meeting  of  the  Subcommittee  on  Cancer  was 
held  in  New  York  City  on  October  13,  1948.  In 
addition  to  the  Subcommittee  members,  there  were 
also  present  members  of  the  Council  Committee  on 
Public  Health  and  Education,  some  of  the  officers  of 
the  Medical  Society  of  the  State  of  New  York,  and 
representatives  of  the  State  Department  of  Health. 

The  Subcommittee  on  Cancer  and  the  New  York 
State  Department  of  Health  are  contemplating  the 
preparation  of  a cancer  manual  of  about  160  to  200 
pages.  It  will  be  issued  in  the  name  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health  with  the  New  York 
State  Department  of  Health  bearing  the  cost  of  dis- 
tribution to  all  doctors  in  the  State.  Details  for  this 
publication  are  being  perfected. 

Fifteen  lectures  on  cancer  have  been  given  in  12 
counties,  including  a Regional  Cancer  Teaching  Day 
in  Tompkins  County.  For  a report  of  these  activi- 
ties see  the  report  on  Postgraduate  Education. 
These  lectures  were  presented  jointly  by  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health  and  were  well  attended 
and  received. 

Hard  of  Hearing  and  the  Deaf. — The  Subcom- 
mittee on  Hard  of  Hearing  and  the  Deaf  has  the  fol- 
lowing membership: 

Gordon  D.  Hoople,  M.D.,  Chairman. . . .Syracuse 

C.  Stewart  Nash,  M.D.,  Vice-Chairman 


Rochester 

Hermann  E.  Bozer,  M.D Buffalo 

Edmund  P.  Fowler,  M.D New  York  City 

Karl  W.  Gruppe,  M.D Utica 

Marvin  F.  Jones,  M.D New  York  City 


No  meetings  of  the  Subcommittee  on  Hard  of 
Hearing  and  the  Deaf  have  been  held  since  the 
Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  in  May,  1948. 

Mental  Hygiene.— The  Subcommittee  on  Mental 
Hygiene  has  the  following  membership: 

S.  Bernard  Wortis,  M.D.,  Chairman 

New  York  City 


George  Lavine,  M.D Rochester 

Leslie  A.  Osborn,  M.D Buffalo 

Harry  A.  Steckel,  M.D Syracuse 


Last  year  the  Subcommittee  on  Mental  Hygiene 
of  the  Medical  Society  of  the  State  of  New  York  rec- 
ommended to  the  Governor  of  the  State  of  New 
York  that  an  Advisory  Mental  Hygiene  Council  be 
appointed  to  work  with  the  Commissioner  on  Mental 
Hygiene  of  the  State  of  New  York.  This  Council 
was  appointed,  and  the  chairman  of  the  Subcom- 
mittee on  Mental  Hygiene  was  appointed  as  a repre- 
sentative of  the  Medical  Society  of  the  State  of  New 
York. 

The  first  meeting  of  the  Council  was  held  on 
September  27,  1948,  in  Albany.  This  meeting  was 
largely  devoted  to  organizational  plans  of  the  Coun- 
cil, and  several  of  the  community  service  projects 
were  reviewed  and  approved  by  the  Council. 

A second  meeting  of  the  Council  was  held  on 
October  25,  1948,  in  New  York  City  at  which  there 
was  consideration  of  general  plans  to  be  applied  in 
the  development  of  the  New  York  State  Program 
under  Federal  funds  and  a consideration  of  recom- 
mendations to  the  Council  concerning  priorities  for 
the  granting  of  funds  in  various  geographic  areas  of 
the  State.  The  main  discussion  at  this  meeting  cen- 
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tered  around  the  program  of  psychiatric  care  and 
psychiatric  services  in  general  hospitals.  There  was 
consideration  of  this  problem  under  the  problems  of 
medical  care,  financing,  and  legislative  require- 
ments. 

There  have  been  no  meetings  of  the  Subcom- 
mittee on  Mental  Hygiene  since  the  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York  in 
May,  1948. 

Rheumatic  Fever. — This  Subcommittee  on  Rheu- 
matic Fever  has  the 'following  membership: 

Frederick  H.  Wilke,  M.D.,  Chairman 


New  York  City 

Charles  A.  R.  Connor,  M.D New  York  City 

Maurice  .J.  Dattelbaum,  M.D Brooklyn 

Clayton  W.  Green,  M.D Buffalo 

J.  G.  Fred  Hiss,  M.D Syracuse 

Albert  D.  Kaiser,  M.D Rochester 

George  M.  Wheatley,  M.D New  York  City 


A meeting  of  the  Subcommittee  was  held  in  New 
York  City  on  November  10,  1948.  Also  present 
were  members  of  the  Council  Committee  on  Public 
Health  and  Education,  the  Committee  on  Child  Wel- 
fare, and  some  of  the  officers  of  the  Medical  Society 
of  the  State  of  New  York.  Representatives  of  the 
State  Department  of  Health  and  of  the  City  of  New 
York  Department  of  Health  were  invited  to  attend 
but  were  unable  to  be  present. 

This  meeting  was  held  to  consider  the  various  ac- 
tivities of  numerous  organizations  and  associations 
and  to  plan  a program  for  the  coming  year.  At  this 
meeting,  it  was  suggested  that,  in  addition  to  the 
Regional  Chairmen  in  Obstetrics  and  Pediatrics,  a 
Regional  Chairman  in  Internal  Medicine  be  ap- 
pointed for  each  of  the  12  regions  in  the  Medical  So- 
ciety of  the  State  of  New  York.  This  recommenda- 
tion was  presented  by  the  chairman  of  the  Council 
Committee  on  Public  Health  and  Education  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  at  its  meeting  on  November  11,  1948. 

At  this  meeting,  it  was  voted  that  for  the  12  regions, 
in  addition  to  the  Chairmen  of  Obstetrics  and 
Pediatrics,  there  be  a Chairman  of  Internal  Medi- 
cine. 

As  of  February  1,  1949,  postgraduate  instruction 
in  rheumatic  fever  was  presented  in  the  following 
counties:  Chenango,  Onondaga,  Schoharie,  and 

Suffolk. 

Blood  Banks. — The  Subcommittee  on  Blood 
Banks  has  the  following  membership: 

Lester  J.  Unger,  M.D.,  Chairman 

New  York  City 


Eugene  L.  Lozner,  M.D Syracuse 

Morris  L.Maslon,  M.D Glens  Falls 


At  the  Annual  Meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  in 
May,  1948,  the  following  resolution  was  approved: 
Whereas,  the  National  Red  Cross  has  undertaken  the 
establishment  of  a nation-wide  Blood  Donor  Service  Pro- 
gram, the  basic  philosophy  of  which  is  to  provide  blood  for 
all,  and  which  provides  in  some  areas  not  only  for  donor 
service  but  also  for  collecting,  processing,  and  distributing 
blood  from  a centralized  bank;  and 

Whereas,  free  service  for  all  economic  levels  of  the  popu- 
lation is  not  compatible  with  established  patterns  of 
American  life;  and 

Whereas,  a centralized  blood  bank  service  under  the 
Red  Cross  may  tend  to  destroy  existing  blood  banks  in  the 
hospitals ; and 

Whereas,  all  professional  and  technical  phases  of  a blood 
bank  program  should  be  under  the  control  and  supervision 
of  the  physicians  of  the  community;  and 

Whereas,  a permissive  program  adapted  to  meet  local 
needs  has  been  approved  in  Westchester  County  in  full 
cooperation  with  the  Westchester  Chapter  of  the  American 
Red  Cross;  now,  therefore  be  it 


Resolved , that  the  New  York  State  Medical  Society  urge 
county  societies  to  consider  the  establishment  of  a Red 
Cross  Blood  Donor  Service  Program  similar  to  that  pro- 
posed for  Westchester  which  provides: 

(1)  Red  Cross  Blood  Donor  Service, 

(2)  Free  Red  Cross  blood  for  the  medically  indigent 
who  are  unable  to  provide  replacement, 

(3)  The  continuation  of  existing  hospital  blood  banks 
and  encouraging  the  establishment  of  banks  in  other  hos- 
pitals, 

(4)  Implementation  and  supplementation  of  the  exist- 
ing blood  bank  services, 

(5)  All  professional  and  technical  control  and  super- 
vision of  the  donor  service  program  vested  in  a committee 
of  physicians  appointed  by  the  county  medical  society, 

(6)  And  general  coordination  of  the  program  through  a 
committee  representing  the  Red  Cross,  the  county  hospital 
association,  and  the  county  medical  society. 

It  was  voted  to  refer  this  to  the  Committee  on  Pub- 
lic Health  and  Education. 

The  -House  voted  “that  it  was  in  favor  of  the  pur- 
poses of”  the  American  Association  of  Blood  Banks. 
Also,  the  House  approved: 

1.  The  recommendation  of  the  Reference  Com- 
mittee that  a special  committee  on  blood  banks  be 
appointed. 

2.  It  is  suggested  that  the  principles  of  the 
American  Association  of  Blood  Banks  be  approved 
and  ultimately  have  blood  banks  of  the  State  pos- 
sibly become  associated  in  this  group. 

3.  It  is  recommended  that  the  special  committee 
use  as  an  example  “the  good  cooperative  plan  proposed 
and  agreed  upon  by  both  the  Red  Cross  and  West- 
chester County  Society  and  in  the  process  of  being 
established  in  Westchester  County.”  In  this  the 
medical  profession  operates  the  blood  banks  and 
supervises  them  and  the  Red  Cross  cooperates 
in  the  obtaining  of  blood  donors  and  transportation 
of  donors  and  blood. 

(The  House  was  misinformed  in  regard  to  the  above.  The 
American  National  Red  Cross  had  not  accepted  the  pro- 
posed Westchester  plan.  W.  P.  Anderton,  M.D.,  Secretary) 

It  was  voted  that  the  president  be  empowered  to 
appoint  a subcommittee  under  Committee  on 
Public  Health  and  Education. 

On  July  9,  1948,  in  New  York  City  a meeting  of 
the  Council  Committee  on  Public  Health  and  Edu- 
cation was  held  to  discuss  several  phases  of  the  prob- 
lem of  civilian  defense,  blood  banks,  atomic  energy, 
and  related  subjects.  In  attendance  were  some  of 
the  members  of  the  newly  appointed  Emergency 
Preparedness  Committee,  some  of  the  officers  of  the 
Medical  Society  of  the  State  of  New  York,  and  repre- 
sentatives of  the  New  York  State  Department  of 
Health  and  of  the  City  of  New  York  Department  of 
Health. 

Following  this  meeting,  the  President  of  the  Medi- 
cal Society  of  the  State  of  New  York  appointed  the 
Subcommittee  on  Blood  Banks.  This  Subcommittee 
received  the  approval  of  the  Council  on  September  9, 
1948. 

The  following  is  a report  of  the  chairman  of  the 
Subcommittee  on  Blood  Banks  which  was  submitted 
to  the  Council  at  its  meeting  on  December  9,  1948. 

The  Subcommittee  on  Blood  Banks  of  the  Coun- 
cil Committee  on  Public  Health  and  Education  of 
the  Medical  Society  of  the  State  of  New  York  held 
three  meetings.  The  first  was  held  in  Albany  on 
July  28,  1948.  Present  were  representatives  of 
the  Council  Committee  on  Public  Health  and 
Education,  some  of  the  officers  of  the  Medical  So- 
ciety of  the  State  of  New  York,  the  Subcommittee 
on  Blood  Banks,  and  representatives  of  the  New 
York  State  Department  of  Health  and  of  the  City 
of  New  York  Department  of  Health.  A free  dis- 
cussion of  the  blood  bank  problems  ensued,  and 
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all  of  those  who  attended  expressed  their  views. 
A representative  of  the  State  Department  of 
Health  presented  recommendations  for  a State- 
wide blood  bank  program  under  the  auspices  of 
the  New  York  State  Department  of  Health. 
(See  attached*) 

It  was  decided  that  a meeting  with  representa- 
tives of  the  American  National  Red  Cross  be  ar- 
ranged. This  meeting  took  place  on  August  27, 
1948,  in  New  York  City.  Representatives  of  the 
same  groups  present  at  the  first  meeting  were  also 
present  at  this  second  meeting,  and  representatives 
of  the  American  National  Red  Cross,  the  North 
Atlantic  Headquarters,  and  the  Rochester  Re- 
gional Blood  Bank  also  attended.  At  this  meet- 
ing the  representatives  of  the  American  National 
Red  Cross  discussed  the  policies  of  the  National 
Blood  Donor  Program. 

The  third  meeting  was  held  September  16, 
1948,  in  New  York  City.  Present  were  some  of 
the  officers  of  the  Medical  Society  of  the  State  of 
New  York,  the  Subcommittee  on  Blood  Banks, 
representatives  of  the  American  National  Red 
Cross,  the  Westchester  County  Medical  Society, 
and  the  State  Department  of  Health.  The  chair- 
man of  the  Council  Committee  on  Public  Health 
and  Education,  because  of  illness,  could  not  at- 
tend. The  purpose  of  this  meeting  was  to  explore 
the  possibility  of  reconciling  the  differences  be- 
tween the  policy  of  the  Blood  Program  of  the 
American  National  Red  Cross  and  the  so-called 
“proposed  Westchester  Plan.”  This  was  desir- 
able because  the  official  letter  of  the  Society  to  the 
members  appointed  to  this  Committee  stated  that 
the  resolution  passed  by  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York  in 
May,  1948,  directed  that  the  Subcommittee  use 
as  an  example  the  “proposed  Westchester  Plan.” 
This  plan  allocates  certain  duties  to  the  American 
National  Red  Cross. 

After  considerable  discussion  it  was  asked  whe- 
ther or  not  any  of  the  provisions  of  the  so-called 
“proposed  Westchester  Plan”  were  acceptable  to 
the  American  National  Red  Cross.  A representa- 
tive of  the  American  National  Red  Cross  replied 
that  “the  ‘proposed’  Westchester  Plan  was  not 
acceptable;  first,  as  a unit  of  the  National  Pro- 
gram of  the  American  Red  Cross;  and  second,  that 
it  was  not  entirely  acceptable  as  a permissive  pro- 
gram of  the  American  Red  Cross.”  The  repre- 
sentative from  the  Westchester  County  Medical 
Society  submitted  nine  questions  for  answer  by 
the  American  National  Red  Cross.  (See  at- 
tached**) 

The  Subcommittee  on  Blood  Banks  recom- 
mended that  either  this  Committee  be  continued, 
or  a new  committee  be  appointed  to  study  the  sub- 
ject of  inaugurating  a sound  blood  bank  program 
on  a regional  and  county  basis  in  conjunction  with 
the  New  York  State  Department  of  Health  and 
under  the  direct  supervision  of  the  local  medical 
profession. 

Y our  Committee  further  recommends  that  exist- 
ing blood  banks  be  encouraged  and  expanded  and 
that  new  ones  be  developed  wherever  feasible  and 
as  soon  as  possible . It  is  the  opinion  of  your  Com- 
mittee that  the  mandate  of  the  House  of  Dele- 
gates, as  expressed  in  the  letter  to  the  Committee 
members,  dated  July  14,  1948 — “The  House 
voted  that  your  committee  should  supervise  and 
coordinate  the  nonprofit  blood  banks  throughout 
the  State,  encourage,  advise,  and  assist  in  the 
establishment  of  blood  banks  on  a local,  county, 
or  similar  decentralized  subdivision  basis,  and 


should  see  that  these  blood  banks  are  so  consti- 
tuted and  organized  that  cooperative  effort  could 
immediately  be  carried  out  in  case  of  emer- 
gency.”— requires  the  services  of  one  or  more  full- 
time physicians  competent  in  this  field. 

Your  committee  further  recommends  that  this 
phase  of  the  mandate  be  referred  to  the  New  York 
State  Department  of  Health,  working  in  coopera- 
tion with  this  Subcommittee. 

Your  Committee  further  recommends  that  the 
officers  of  the  individual  county  societies  be  in- 
formed in  detail  of  the  salient  features  of  the 
cooperative  plan  proposed  and  agreed  upon  by 
both  the  Westchester  County  Chapter  of  the 
American  Red  Cross  and  the  Westchester  County 
Medical  Society,  and  which  now  requires  the  ap- 
proval of  the  National  Red  Cross,  and  that  they 
also  be  informed  in  detail  of  the  action  taken  by 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  in  May,  1948,  relative  to 
blood  banks  operated  and  to  be  operated  in  the 
State  of  New  York.  Such  blood  banks  are  to  be 
under  the  sole  control  of  the  medical  profession, 
subject,  however,  to  such  rules  and  regulations  as 
may  be  set  up  by  the  New  York  State  Department 
of  Health.  Any  county  medical  society  deciding 
to  operate  a blood  bank  may  include  the  coopera- 
tion of  its  local  branch  of  the  American  Red 
Cross,  but  it  should  retain  full  control  over  the 
policies,  technical  help,  and  personnel  of  the  blood 
bank. 

(Dr.  Eugene  L.  Lozner  was  in  hospital  when  this  report 
was  submitted  and  did  not  sign  it.  OnFebruary25, 1949,  Dr. 
Lozner  wrote  Chairman  Uqger,  in  part,  as  follows:  “I 

would  like  it  clearly  stated  in  this  report  that  I dissented 
with  the  final  paragraph  of  the  final  report  of  the  Subcom- 
mittee on  Blood  Banks.”) 

After  discussion,  it  was  voted  that  the  Council 
grant  the  chairman  of  the  Council  Committee  on 
Public  Health  and  Education  permission  to  send 
the  report  of  the  Subcommittee  on  Blood  Banks 
to  the  county  societies  who  request  information,  as 
a study  report,  specifically  stating  that  it  is  not  the 
full  and  considered  opinion  of  the  State  Society. 

* Letter  from  Herman  E.  Hilleboe,  M.D.,  Commissioner  of 
Health 

.August  5,  1948 

Dr.  O.  W.  H.  Mitchell,  Chairman 

Council  Committee  on  Public  Health  and  Education 

New  York  State  Medical  Society 

428  Greenwood  Place 

Syracuse  10,  New  York 

My  dear  Doctor  Mitchell: 

At  the  meeting  held  in  Albany  on  Wednesday,  July  28, 
1948,  among  members  of  the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  State  Department  of  Health, 
we  presented  to  you,  upon  a quite  informal  basis,  our  recom- 
mendations for  expansion  of  blood  bank  services  in  the  up- 
state New  York  area.  These  recommendations  were  designed 
to  meet  more  adequately  the  peacetime  requirements  for 
whole  blood  and  also  to  provide  for  rapid  procurement  and 
distribution  of  blood  in  the  case  of  a catastrophe.  For  the 
purpose  of  allowing  the  members  of  your  Subcommittee  on 
Blood  Banks  to  consider  our  proposals  more  carefully,  I 
should  like  to  review  them  briefly. 

The  State  Department  of  Health  already  has  a program  for 
granting  financial  assistance  to  cities  and  counties  which  de- 
velop and  operate  blood  banks  at  the  request  of  the  local 
medical  profession.  Such  banks  are  now  in  operation  in 
Tompkins,  Montgomery,  and  Broome  Counties,  and  in  the 
city  of  Kingston.  In  addition,  a blood  bank  is  now  being 
organized  in  association  with  the  Westchester  County  labo- 
ratory to  serve  the  Grasslands  Hospital.  Additional  State 
aid  (city  or  county)  laboratories  will  institute  blood  bank 
service  when  called  upon  by  the  county  medical  societies 
and  hospitals.  ' 

Many  good  banks  are  operated  by  individual  hospitals, 
but  in  many  instances  these  are  unable  to  meet  fully  the  needs 
of  their  own  institutions.  Recent  clinical  advances  have  led 
surgeons  and  obstetricians  to  call  for  whole  blood  more  fre- 
quently and  in  larger  amounts  than  in  previous  years.  An 
attempt  will  be  made  to  render  financial  assistance  to  hospital 
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banks,  if  operated  in  conjunction  with  an  approved  labo- 
ratory, to  allow  them  to  expand  their  facilities  to  provide 
better  service  to  their  institutions  and  also  to  render  service 
to  surrounding  hospitals  which  are  too  small  to  operate  inde- 
pendent banks  satisfactorily. 

Banks  organized  as  part  of  hospital  laboratories  or  of  public 
health  laboratories  may  operate  upon  a replace-or-pay  basis, 
a community  procurement  basis  with  blood  distributed  with- 
out charge,  or  upon  a combined  system.  The  best  method 
of  procurement  for  each  locality  should  be  determined  by  the 
community  itself,  including  the  local  medical  profession,  the 
hospitals,  and  the  cooperating  voluntary  agencies.  When  a 
replace-or-pay  system  is  used,  the  oharges  for  a unit  of  blood 
shall  be  adjusted  so  that  they  are  just  high  enough  to  stimu- 
late individuals  to  replace  blood  and  thereby  avoid  payment 
for  same.  No  attempt  shall  be  made  to  set  fees  so  high  as  to 
purposefully  arrange  for  financial  profit  in  the  blood  bank 
operations.  Replacements  shall  be  on  a two-for-one  basis, 
but  replacements  or  payments  for  blood  in  excess  of  the  first 
two  pints  required  by  a patient  may  be  waived  or  reduced  on 
the  recommendations  of  the  attending  physician.  Com- 
munity procurement  may  be  on  an  insurance  basis,  with  each 
donor  receiving  credit  over  a one-year  period  for  two  units  of 
blood  for  each  unit  donated.  Such  credits  may  be  available 
to  him  and  to  designated  members  of  his  household.  In  addi- 
tion, credits  may  be  extended  by  donors  to  other  members  of 
their  organizations,  plants,  union,  etc.,  when  25  per  cent  of 
the  members  of  such  agencies  have  donated  blood. 

Obviously  an  exclusive  replace-or-pay  basis  may  be  self- 
supporting.  On  the  other  hand,  a complete  community  blood 
procurement  program  will  have  no  income.  The  cost  of  the 
latter  will  be  high,  but  the  best  results  will  be  gained  in  terms 
of  meeting  peacetime  requirements  and  setting  up  machinery 
for  rapid  procurement  in  case  of  disaster. 

Community  procurement  programs  require  an  intensive 
program  of  public  education  regarding  the  needs  for  donating 
blood  and  an  extensive  campaign  for  securing  donors  regu- 
larly so  that  the  requirements  of  physicians  are  continuously 
met  without  difficulty.  This  requires  the  work  <}f  a person 
devoting  himself  to  this  field  on  a full-time  basis.  Such  a 
person  may  serve  a regional  program  exclusively  or  may  be 
assigned  to  work  in  several  counties  in  local  programs.  This 
approach  to  developing  community  cooperation  in  this  field 
is  similar  to  the  public  health  educational  technics  applied  in 
other  programs,  such  as  tuberculosis  and  venereal  disease  con- 
trol. When  a community  procurement  program  is  agreed 
upon  by  the  local  physicians  and  hospitals,  the  State  Depart- 
ment of  Health  will  try  to  provide  special  health  educators  to 
meet  this  need. 

There  are  several  counties  in  which  the  medical  societies  are 
asking  for  blood  bank  service  but  which  are  not  sufficiently 
large  to  warrant  the  maintenance  of  a bleeding  unit.  For 
example,  the  Public  Health  Laboratory  in  Fulton  County  has 
been  requested  by  the  medical  profession  to  operate  a blood 
bank  to  serve  the  133-bed  hospital  in  Gloversville.  A bleed- 
ing clinic  held  once  every  two  weeks,  at  which  30  donors  were 
bled,  would  adequately  meet  the  needs  of  such  a bank.  The 
organization  of  one  or  more  bleeding  teams  by  the  State  De- 
partment of  Health  will  allow  for  a program  whereby  the 
teams  would  be  loaned  to  communities  for  two  or  more  ses- 
sions a month.  The  blood  collected  at  these  sessions  would 
be  given  to  th§  local  blood  banks,  whether  located  at  a hos- 
pital or  a public  health  laboratory,  where  it  would  be  processed 
and  prepared  for  transfusion  therapy  at  the  local  hos- 
pital. The  bleeding  team  would  not  only  be  of  great  value  to 
peacetime  civilian  blood  programs  but  would  serve  to  train 
personnel  for  mass  bleedings  in  case  of  disaster.  The  bleeding 
team  could  also  engage  in  mass  blood  grouping  programs  as 
part  of  the  plan  for  preparedness. 

The  development  and  expansion  of  blood  bank  services  in 
public  health  laboratories  and  in  hospital  laboratories,  the 
employment  of  public  health  educators,  and  the  organization 
of  bleeding  teams  are  projects  which  can  be  developed  through 
the  usual  cooperative  efforts  of  the  State  Medical  Society  and 
the  State  Department  of  Health. 

However,  our  plans  for  State- wide  expansion  of  blood  bank 
services  must  take  into  consideration  the  "complete  pro- 
gram" of  the  American  Red  Cross  now  being  operated  in  part 
of  this  State.  As  you  know,  the  Rochester  Red  Cross  Re- 
gional Blood  Bank  is  providing  service  to  11  counties,  and  a 
similar  program  ia  being  considered  for  the  Syracuse  region 
covering  17  counties.  In  view  of  the  desirability  of  maintain- 
ing all  local  blood  banks  under  the  control  of  the  medical  pro- 
fession, I should  like  to  suggest  that  you  arrange  a conference 
with  the  American  Red  Cross  for  the  purpose  of  ironing  out 
any  differences  of  opinion  regarding  policies  and  methods  of 
operation  of  these  banks.  Such  a conference  should  be  at- 
tended by  members  of  the  National  and  North  Atlantic 
Headquarters  of  the  American  Red  Cross,  the  Rochester 
Blood  Bank,  the  Westchester  County  Medical  Society,  the 
State  Medical  Society,  and  the  State  Department  of  Health. 

I have  taken  the  liberty  of  suggesting  the  form  of  the  letter 
which  might  be  addressed  to  the  Red  Cross  asking  for  the  con- 
ference, and  outlining  the  major  subjects  which  might  come 
up  for  discussion. 

Please  be  assured  of  our  sincere  desire  to  carry  forward  the 
excellent  spirit  of  cooperation  between  our  organization  in 
approaching  these  problems  of  mutual  concern. 


**  Questions  Submitted  by  Represent ative  of  the 
Westchester  County  Medical  Society 

1.  Is  the  fundamental  philosophy  of  the  American  Red 
Cross  Blood  Bank  Program  to  prepare  for  national  emergency 
and  civilian  disaster? 

(The  answer  was  yes  but  with  an  added  “for  civilians”  and 
when  there  was  no  disaster.) 

2.  Does  the  A.R.C.  agree  that  the  civilian  blood  bank  net- 
work be  expanded  sufficiently  to  accomplish  this  purpose? 

3.  Does  the  A.R.C.  agree  to  the  deletion  of  the  words 
“free  blood?” 

4.  Will  the  A.R.C.  agree  that  all  local  publicity  should  be 
subject  to  mutual  agreement  between  the  local  Red  Cross 
Chapter  and  the  local  medical  society? 

5.  Does  the  A.R.C.  agree  that  the  initial  contact  shall  al- 
ways be  with  the  local  medical  society  when  a local  blood 
bank  program  is  contemplated  by  the  A.R.C? 

6.  Will  the  A.R.C.  agree  to  foster  active  program  of  con- 
ferences with  local  blood  bank  officials  on  the  best  ways  of 
securing  integration  with  and  improvement  of  existing  fa- 
cilities? 

7.  Will  the  A.R.C.  agree  to  adjudicate  local  disagreements 
at  state  and  national  level? 

8.  Will  the  A.R.C.  agree  that  their  blood  bank  projects 
will  not  undermine,  in  any  way,  existing  blood  banks? 

9.  Why  is  it  that  the  A.R.C.  will  not  recognize  the  so- 
called  "proposed  Westchester  Plan”  as  a permissive  pro- 
gram? 


Part  V 

Public  Health  Activities  C 

Geriatrics. — The  Subcommittee  on  Geriatrics  has 
the  following  membership: 

Stephen  R.  Monteith,  M.D.,  Chairman. . .Nyack 


Wardner  D.  Ayer,  M.D Syracuse 

C.  Ward  Crampton,  M.D New  York  City 

Scott  Lord  Smith,  M.D Poughkeepsie 


The  following  report  was  prepared  by  the  chair- 
man of  the  Subcommittee  on  Geriatrics  and  sub- 
mitted to  the  Council  at  its  meeting  on  October  14, 
1948: 

A meeting  of  the  Subcommittee  on  Geriatrics  was 
held  at  Summit  Park  Sanatorium,  Pomona,  New 
York,  on  Wednesday,  September  15,  1948.  Present 
were  Drs.  Scott  Lord  Smith,  C.  Ward  Crampton,  and 
S.  R.  Monteith  of  the  Subcommittee  and  the  chair- 
man of  the  Council  Committee  on  Public  Health  and 
Education,  Dr.  O.  W.  H.  Mitchell. 

A review  was  made  of  the  Committee’s  report  to 
the  House  of  Delegates,  and  it  was  considered  proper 
at  this  time  to  formulate  plans  to  urge  legislation 
concerning  some  of  the  matters  recommended  in  the 
report,  if  such  plans  meet  with  the  approval  of  the 
Council. 

Nursing  Homes. — The  Committee  feels,  in  the 
matter  of  care  of  the  chronically  ill,  that  what  prog- 
ress as  is  at  present  possible  is  being  made  in  develop- 
ing hospital  facilities  for  the  chronically  ill.  At 
least,  stimulation  to  concerted  effort  in  this  direc- 
tion appears  to  be  developing. 

In  order  to  fulfill  requirements  at  the  nursing  home 
level,  your  Committee  feels  that  the  very  first  step 
should  be  the  enactment  of  legislation  embodying  the 
licensing  of  nursing  homes  and  standardization  of 
their  construction,  equipment,  and  staffing. 

Practical  Nursing. — In  close  relationship  with  de- 
velopment of  nursing  homes  and  the  recently  ad- 
vanced idea  of  supplying  nursing  service  in  the 
home,  under  hospital  direction  on  an  outpatient 
basis,  is  the  shortage  of  help,  both  nursing  and  tech- 
nical, as  represented  by  trained  physiotherapists. 

Your  Committee  feels  that  possibly  legislation 
stimulating  or  subsidizing  training  programs  in  the 
fields  just  mentioned  might  be  helpful  in  eventual 
solution  of  the  personnel  problems  involved,  par- 
ticularly in  the  practical  nurse  training  programs 
now  developing  in  the  Department  of  Education. 

Medical  Research  Council. — Your  Committee 
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feels  strongly  that  research  in  various  chronic  dis- 
eases should  be  one  of  the  prime  objectives  of  all  of 
our  medical  schools  and  of  the  research  bureaus  of 
the  Department  of  Health  of  the  State  of  New  York. 
We  believe  that  this  research  will,  of  necessity,  be  of 
varied  kinds,  and  many  projects  will  be  of  long  dura- 
tion. The  creation  of  a Medical  Research  Council 
to  coordinate  and  subsidize  these  various  projects 
would  seem  to  lead  to  economy  both  of  effort  and  of 
funds.  Your  Committee  would  recommend  intro- 
duction of  legislation,  if  needed,  to  create  such  a 
council. 

Health  Record. — For  the  reasons  set  forth  in  its 
former  report  the  Subcommittee  on  Geriatrics  be- 
lieves the  continuing  Health  Record  could  make  a 
valuable  contribution  to  the  eventual  solution  of 
some  of  the  problems  of  geriatric  medicine.  There- 
fore, we  should  like  to  urge  study  of  such  a scheme 
by  the  Department  of  Health  and  the  Division  of 
Vital  Statistics. 

The  chairman  of  the  Subcommittee  on  Geriatrics, 
who  is  a member  of  the  Advisory  Committee  on 
Longevity  of  the  New  York  State  Joint  Legislative 
Committee  on  Problems  of  the  Aging,  attended  a 
“hearing”  of  the  Committee  on  Thursday,  December 
9,  1948. 

Dr.  C.  Ward  Crampton,  a member  of  the  Sub- 
committee on  Geriatrics,  also  attended  the  “hear- 
ing” and  discussed  the  subject,  “The  Geriatrician’s 
Counsel  to  Industry.” 

Rehabilitation. — The  Subcommittee  on  Rehabili- 
tation has  the  following  membership: 

Ralph  T.  B.  Todd,  M.D.,  Chairman 

Tarry  town 

O.  W.  H.  Mitchell,  M.D.,  Chairman  ( deceased ) . . 


Syracuse 

Charles  M.  Allaben,  M.D Binghamton 

Albert  F.  R.  Andresen,  M.D Brooklyn 

Gustave  Aufricht,  M.D New  York  City 

Conrad  Berens,  M.D New  York  City 

Raymond  E.  Meek,  M.D New  York  City 


No  meetings  of  the  Subcommittee  on  Rehabilita- 
tion were  held  during  the  year.  There  is  no  report 
to  submit  of  any  change  in  policy  or  procedure  re- 
garding the  satisfactory  relationship  between  the 
Medical  Society  of  the  State  of  New  York  and  the 
various  government  agencies  concerned  with  re- 
habilitation. 

Nutrition. — The  Subcommittee  on  Nutrition  has 
the  following  membership: 

Norman  S.  Moore,  M.D.,  Chairman Ithaca 

Edgar  C.  Beck,  M.D Buffalo 

Norman  Jolliffe,  M.D New  York  City 

Elaine  P.  Ralli,  M.D New  York  City 

No  meetings  of  the  Subcommittee  on  Nutrition 
have  been  held  since  the  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  May, 
1948. 

Physical  Medicine  (Joint  Subcommittee  of  Public 
Health  and  Education  Committee  and  Legislation 
Committee). — The  Subcommittee  on  Physical  Medi- 
cine has  the  following  membership: 

Charles  M.  Allaben,  M.D.,  Chairman 


Binghamton 

John  W.  Ghormley,  M.D Albany 

Kristian  G.  Hansson,  M.D New  York  City 

Richard  Kovacs,  M.D New  York  City 

R.  Plato  Schwartz,  M.D Rochester 

William  B.  Snow,  M.D New  York  City 


No  meetings  of  the  Subcommittee  on  Physical 
Medicine  have  been  held  since  the  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York  in 
May,  1948. 


PART  VI 

Economics 

The  Council  Committee  on  Economics  has  the  fol- 


lowing membership: 

Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 

Charles  M.  Allaben,  M.D Binghamton 

Dan  Mellen,  M.D Rome 


The  Committee  submits  the  following  report: 
Public  Medical  Care. — The  Subcommittee  on 
Public  Medical  Care  has  the  following  membership: 

Christopher  Wood,  M.D.,  Chairman 

White  Plains 


Carlton  E.  Wertz,  M.D Buffalo 

Charles  F.  Rourke,  M.D Schenectady 

James  I.  Farrell,  M.D Utica 


During  the  past  year  your  Subcommittee  on  Pub- 
lic Medical  Care  has  met  at  intervals  of  approxi- 
mately four  to  six  weeks.  Each  of  these  meetings 
with  the  Joint  Committee  of  the  New  York  State 
Department  of  Social  Welfare  has  been  concerned 
largely  with  matters  of  routine  and  detail  which  do 
not  merit  specific  mention. 

The  work  of  your  Subcommittee  and  of  the  Joint 
Committee,  based  on  the  principles  enunciated  by 
this  House  some  ten  years  ago,  has  progressed 
smoothly,  and  no  serious  problems  or  conflicts  have* 
arisen.  Several  problems  of  local  importance  have 
been  considered  and  have  been  referred  back  to  the 
localities  for  attempted  solution,  with  the  assistance 
and  advice  of  the  Joint  Committee. 

This  year  it  is  particularly  opportune  to  stress  the 
accomplishment  of  the  State  of  New  York  in  provid- 
ing medical  care  of  the  highest  order — with  due  re- 
gard for  the  conservation  of  public  funds — to  those 
unable  to  pay  for  private  medical  care.  This  ac- 
complishment is  not  surpassed  and  is  rarely  equalled 
by  any  other  state,  and  the  procedures  here  estab- 
lished can  well  serve  as  a model  to  any  government 
wishing  to  bring  the  best  medical  care  to  its  indigent 
population.  It  can  be  stated  as  an  incontrovertible 
fact  that  the  quality  of  medical  care  provided  by  any 
governmental  agency  is  dependent  upon  the  degree 
of  cooperation  and  good  will  existing  between  that 
agency  and  the  individual  members  of  the  medical 
profession  and  upon  the  degree  to  which  the  pro- 
vision of  this  medical  care  is  under  the  supervision 
and  direction  of  the  medical  profession  as  a whole. 
In  addition,  any  medical  care  program  worthy  of  the 
name  must  be  based  upon  the  sincere  desire  of  gov- 
ernment to  provide  this  care  without  ulterior  motive 
and  without  thought  of  political  advantage.  In  the 
State  of  New  York  these  prerequisite  conditions  have 
long  been  recognized  and  have  been  fundamental  in 
obtaining  the  present  high  standards  of  medical 
care. 

Your  Subcommittee  again  wishes  to  express  its 
appreciation  to  the  New  York  State  Department  of 
Social  Welfare,  the  New  York  State  Association  of 
Public  Welfare  Officials,  and  the  medical  consultants 
of  local  welfare  plans,  all  of  whom  have  contributed 
to  the  success  of  our  medical  care  program  for  the 
indigent. 

PART  VII 

Medical  Care  Insurance 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members: 


A.  H.  Aaron,  M.D.,  Chairman Buffalo 

Charles  S.  Lakeman,  M.D Rochester 
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Leo  E.  Gibson,  M.D Syracuse 

Frederick  M.  Miller,  Jr.,  M.D Utica 

John  E.  Heslin,  M.D Albany 

C.  Otto  Lindbeck,  M.D Jamestown 

John  B.  D’Albora,  M.D Brooklyn 

Milton  J.  Goodfriend,  M.D New  York  City 


The  Committee  held  one  meeting  on  October  14. 
Invited  guests  included  presidents  of  New  York 
State  plans  approved  by  the  State  Society,  a repre- 
sentative of  the  State  of  New  York  Insurance  De- 
partment, Dr.  Norman  Scott,  director  of  Medical- 
Surgical  Plan  of  New  Jersey;  John  F.  McCormack, 
executive  vice-president  of  United  Medical  Service; 
and  Dr.  David  J.  Kaliski,  member  of  United  Medical 
Service  Board  of  Directors. 

In  an  effort  to  extend  hospital,  medical,  and  health 
services,  the  Blue  Cross  and  Blue  Shield  Com- 
missions formulated  proposals  for  a Blue  Cross-Blue 
Shield  Association  and  Blue  Cross-Blue  Shield 
Health  Service,  Inc.,  the  latter  a national  insurance 
corporation,  to  offer  supplemental  coverage  not  in- 
cluded in  local  plans  to  national  accounts;  also  to 
employes  in  any  territory  not , served  by  a plan. 
Supplemental  coverage  was  not  intended  to  include 
coverage  offered  by  a local  plan,  but,  if  desired  by  na- 
tional accounts,  it  would  be  provided  under  a rider 
which  the  local  plan  would  be  requested  to  ad- 
jninister.  The  corporation  was  to  be  established 
with  a capital  and  paid-in  surplus  of  $500,000,  with 
the  recommendation  that  contributions  be  made 
equally  by  Blue  Cross  and  Blue  Shield  member 
plans. 

Copies  of  these  proposals  were  obtained  by  the 
director  of  the  Bureau  of  Medical  Care  Insurance 
and  distributed  to  Committee  members  for  study. 

All  aspects  of  the  proposals,  including  the  effect  on 
local  plans,  the  distribution  of  medical  care,  and  the 
medical  profession  were  discussed  at  length  by  the 
Committee.  It  was  brought  out  that  the  local  au- 
tonomy of  plans  might  be  disturbed  by  the  forma- 
tion of  a national  insurance  corporation  and  that 
over-utilization  in  either  hospital  or  medical  service 
would  react  as  a financial  detriment  to  the  other,  as 
deficits  in  any  one  service  would  be  made  up  out  of 
the  general  fund. 

Objection  was  raised  to  the  one  corporation  idea 
for  both  hospital  and  medical  services.  Even 
though  one  service  depended  on  the  other,  emphasis 
was  placed  on  the  advisability  of  two  corporations, 
one  hospital  and  one  medical,  each  to  operate  on  its 
own  corporate  identity,  which  would  place  the  con- 
trol of  each  service  where  it  rightfully  belonged. 

Dr.  Scott  of  the  New  Jersey  plan  presented  a com- 
plete resumh  of  his  comments  to  the  Council  on 
Medical  Service  of  the  A.M.A.  on  the  proposals 
and  pointed  out  the  danger  of  supporting  an  organi- 
zation which  appeared  to  have  no  legal  or  guaranteed 
association  with  organized  medicine. 

Dr.  Heyd,  president  of  United  Medical  Service, 
felt  that  some  statements  in  the  proposals  were  con- 
fusing and  did  not  share  the  attitude  of  Dr.  Hawley, 
chief  executive  officer  of  Blue  Cross-Blue  Shield 
Commissions,  that  plans  should  go  along  with  the 
proposals  or  in  the  course  of  three  years  government 
would  step  in  and  take  over  the  distribution  of  medi- 
cal care. 

Dr.  Maurice  Barnard,  president  of  the  plan  at 
Rochester,  stated  that  although  his  Board  had  voted 
in  favor  of  the  adoption  of  the  proposals,  that  after 
hearing  the  Committee’s  arguments  for  and  against, 
he  would  urge  against  his  plan  voting  favorably  at 
the  Annual  Conference  in  French  Lick  where  both 
hospital  and  medical  plan  members  would  be  re- 
quested to  vote. 


It  was  pointed  out  further  that  an  inexperienced 
national  setup,  as  proposed,  would  be  unable  to  an- 
ticipate the  pitfalls  bound  to  arise,  and  the  element  of 
uncertainty  of  success  was  too  great  a risk  for  the 
local  plans  to  take. 

It  was  also  learned  from  the  State  Insurance  De- 
partment representative,  who  was  present  as  an  ob- 
server and  not  in  an  official  capacity,  that  an  insurer 
could  not  act  as  an  agent  for  another  insurer;  there- 
fore, it  was  the  opinion  of  the  group  that  legal  in- 
volvements might  result. 

The  Committee  felt  that  additional  protection 
against  the  cost  of  health  services  to  employes  resid- 
ing in  any  area  in  New  York  State  could  be  taken 
care  of  if  local  plans  in  the  State  were  given  an  op- 
portunity to  furnish  additional  coverage  through  a 
State-wide  program  when  experience  indicated  it 
could  be  done  on  a sound  underwriting  basis. 

Following  the  discussion,  it  was  voted  that  a letter 
be  sent  to  presidents  of  plans  in  New  York  State  ap- 
proved by  the  State  Society,  that  member  plans  not 
vote  in  favor  of  the  adoption  of  the  proposals, 
and  that  no  action  be  taken  by  member  plans  until 
after  the  interim  session  of  the  A.M.A.  House  of 
Delegates,  which  was  in  accord  with  the  action  of 
the  Council  of  the  State  Society  and  also  agreed  with 
a statement  of  the  Council  on  Medical  Service  of  the 
A.M.A. 

Mr.  Farrell  gave  a report  on  the  activities  of  the 
Bureau  of  Medical  Care  Insurance  which  was  ac- 
cepted. The  report  included  progress  of  the  plans 
for  the  nine  months  to  September  30,  1948,  as  fol- 
lows: Total  membership  1,401,327,  an  increase  of 
377,712;  increases  by  plans — United  Medical  Serv- 
ice 299,539;  Genesee  Valley , Medical  Care  13,846; 
Northeastern  New  York  Medical  Service  20,194; 
Medical  and  Surgical  Care  15,799;  Western  New 
York  Medical  Plan  24,309,  and  Central  New  York 
Medical  Plan  4,025.  Claims  incurred  for  the  same 
period  totaled  $4,487,925. 

The  question  of  increasing  income  levels  for  service 
benefits  under  United  Medical  Service  contracts  was 
discussed.  The  president  of  the  plan  stated  such 
increases  would  double  enrollment  and  increase 
premium  rates  and  that  no  changes  could  be  made 
until  reactions  had  been  received  from  the  17  coun- 
ties in  the  plan’s  operating  area. 

Groundwork  is  being  laid  toward  the  possible 
establishment  of  a State-wide  contract  to  be  ad- 
ministered by  the  six  New  York  State  approved 
plans.  A statement  of  policy  as  to  type  of  contract 
has  not  been  determined.  The  Committee  is  plan- 
ning a meeting  in  the  near  future  to  discuss  this  pro- 
gram, and  further  information  will  be  available  fol- 
lowing this  meeting. 

The  Committee  recommends  through  the  Council 
Committee  on  Economics  that  the  Medical  Society 
of  the  State  of  New  York  extend  its  approval  of  the 
six  New  York  State  plans  for  another  year,  as  fol- 
lows: United  Medical  Service,  Inc.,  New  York  City; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc.,  Albany; 
and  Western  New  York  Medical  Plan,  Inc.,  Buffalo. 
This  recommendation  is  in  accordance  with  the 
Standards  of  Acceptance  for  Approval. 

The  Committee  has  completed  its  program  as 
previously  outlined  and  is  continuing  to  act  as  a 
clearing  house  for  doctors  who  have  appealed  to  it  for 
aid  in  the  settlement  of  doctor-plan  problems.  The 
Committee  urges  that  doctors  continue  to  refer  mat- 
ters of  this  nature,  as  through  this  medium  a better 
doctor-plan  relationship  can  be  established. 
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The  Committee  wishes  to  express  its  thanks  to  the 
officers  of  the  Society  and  to  Dr.  Wertz,  chairman  of 
the  Council  Committee  on  Economics,  for  their 
interest  and  attendance  at  meetings. 

Bureau  of  Medical  Care  Insurance.— George  P. 
Farrell,  director,  reports  as  follows: 

The  activities  of  the  Bureau  are  carried  on  under 
the  direction  of  the  Subcommittee  on  Medical  Ex- 
pense Insurance  of  the  Council  Committee  on  Eco- 
nomics. 

Mr.  Farrell  has  continued  the  program  of  publiciz- 
ing to  the  doctors  and  the  public  the  various  aspects 
of  medical  care  insurance  by  personal  appearances 
before  professional  and  lay  groups,  namely,  three 
Woman’s  Auxiliary  groups,  stated  meetings  of  the 
County  Medical  Societies  of  Orleans,  Steuben,  and 
Columbia,  and,  for  the  third  year,  the  senior  medical 
students  of  Syracuse  University  College  of  Medicine. 
His  topic  to  the  students  this  year  was  “Voluntary 
Medical  Care  Plans — Their  Effect  on  Economics  in 
Medical  Practice.”  It  is  planned  to  continue  this 
program  of  talks  before  groups,  wherever  possible, 
to  stimulate  the  thinking  of  the  doctor  and  the  public 
toward  the  voluntary  medical  care  insurance  move- 
ment in  the  United  States. 

Mr.  Farrell  attended  the  Fifth,  Sixth,  Seventh, 
and  Eighth  District  Branch  meetings  of  the  State 
Society  and  served  as  moderator  at  a Round  Table 
Conference  on  Medical  Care  Insurance  at  the  Sixth 
District  meeting  in  Binghamton. 

As  a member  of  the  Liaison  Committee  with 
Veterans  Administration,  he  has  been  present  at  all 
meetings,  and  on  invitation,  attended  meetings  of  the 
State  Society’s  Planning  Committee  on  Medical 
Policies,  Subcommittee  on  Medical  Expense  Insur- 
ance, and  the  Council.  He  has  attended  both  meet- 
ings of  the  Middle  Atlantic  States  Regional  Confer- 
ence in  Philadelphia,  the  meeting  of  County  Society 
Secretaries  in  Albany,  as  well  as  the  Conference  of 
Presidents  and  Conference  of  Medical  Society 
Executives. 

On  various  occasions  Mr.  Farrell  has  been  invited 
to  confer  with  groups  interested  in  the  extension  of 
medical  care  programs  and  the  initiation  of  new  ones. 
Through  the  Nassau  County  Medical  Society  he  con- 
ferred with  a group  representing  the  Board  of  Super- 
visors of  Nassau  County  and  discussed  in  a broad 
and  general  way  the  advantages  of  offering  to 
county  employes  a prepaid  medical  care  program. 
As  a result  of  this  conference,  the  chairman  of  the 
Supervisor’s  group  requested  Mr.  Farrell  to  notify 
United  Medical  Service,  the  prepaid  voluntary  plan 
approved  by  the  State  Society  serving  this  area,  to 
contact  the  group  for  further  discussion. 

On  recommendation  of  the  Subcommittee,  Mr. 
Farrell  mailed  a form  to  the  six  New  York  State  ap- 
proved plans  for  the  listing  of  their  present  indem- 
nity fees  to  enable  the  Bureau  to  prepare  a compara- 
tive statement  of  fees  for  study  in  connection  with 
the  possible  establishment  of  a uniform  State-wide 
contract  to  be  offered  by  local  plans.  It  is  hoped 
that  additional  information  will  be  available  on  this 
program  following  the  next  meeting  of  the  Subcom- 
mittee, at  which  time  a statement  of  policy  may  be 
formulated. 

Mr.  Farrell  has  held  many  conferences  with  Dr. 
Wertz  and  Dr.  Aaron  on  Committee  activities  and 
the  matter  of  the  four  specialties  provided  in  Blue 
Cross  hospital  contracts.  In  this  regard  he  has  dis- 
cussed with  the  president  of  the  Medical  Society  of 
the  County  of  Monroe  the  specific  problem  of  anes- 
thesia in  Blue  Cross  contracts. 

On  invitation  of  Dr.  Barnard  of  Rochester,  Mr. 
Farrell  was  a guest  at  the  annual  meeting  of  the 


Monroe  County  Medical  Society  in  Rochester.  The 
following  day  conferences  were  held  with  an  indus- 
trial relations  group  of  Eastman  Kodak  Company  to 
discuss  proposals  for  medical  care  insurance  for  its 
employes  and  with  the  Medical  Advisory  Committee 
of  the  Rochester  plan  for  further  discussion  on  the 
proposals. 

On  March  6,  1948,  Mr.  Farrell  attended  a meeting 
of  Blue  Cross  and  Blue  Shield  plan  representatives  in 
Chicago  to  discuss  proposals  for  a Blue  Cross-Blue 
Shield  Association  and  Blue  Cross-Blue  Shield 
Health  Service,  Inc.  The  meeting  was  unofficial 
and  held  for  the  purpose  of  obtaining  reactions  to- 
ward the  proposals  thus  enabling  the  Blue  Shield 
Commission  to  render  a report  at  its  Annual  Confer- 
ence in  Los  Angeles  the  end  of  March. 

Mr.  Farrell  was  present  at  a special  meeting  in 
Chicago  of  the  Council  on  Medical  Service  of  the 
A.M.A.  The  Council  asked  for  an  expression  from 
all  State  Society  presidents  or  their  representatives 
on  the  advisability  of  establishing  a national  service 
corporation  between  Associated  Medical  Care  Plans 
(Blue  Shield)  and  Blue  Cross.  Three  recommen- 
dations were  passed,  that  the  Council  representing 
constituent  state  medical  societies  go  on  record  as 
approving  in  principle  the  organization  of  a national 
service  agency  for  the  enrollment  of  national  ac- 
counts for  medical  and  hospital  services  to  act  as 
agent  for  existing  nonprofit  medical  and  hospital 
plans  with  full  cognizance  of  the  local  autonomy  of 
state  medical  societies;  that  the  matter  of  the 
organization  of  such  an  agency  be  referred  to  the 
Council  on  Medical  Service,  and  that  they  gain  data 
and  advise  the  states  on  action  they  should  take. 

A meeting  of  Districts  II  and  III  of  Associated 
Medical  Care  Plans,  called  by  the  Hospital  Service 
Commission  and  the  director  of  A.M.C.P.,  was  held 
in  New  York  City  (Districts  II  and  III  representing 
the  states  of  New  York  and  New  Jersey).  Mr. 
Farrell  was  present  at  this  meeting  to  hear  Dr.  Paul 
Hawley,  chief  executive  officer  of  Blue  Cross  and 
Blue  Shield  Commissions,  explain  the  proposals  for 
the  Blue  Cross-Blue  Shield  Association  and  the 
Health  Service  corporation,  which  had  been  ap- 
proved by  the  joint  Blue  Cross  and  Blue  Shield  Com- 
missions and  by  each  separately  and  accepted  by  the 
American  Hospital  Association  and  Board  of 
Trustees  of  American  Hospital  Association.  The 
proposals  were  to  be  voted  on  at  the  annual  confer- 
ence of  plans  at  French  Lick,  October  25. 

Mr.  Farrell  prepared  a summary  of  the  proposals 
with  comments  for  distribution  to  Subcommittee 
members  prior  to  its  meeting  jointly  with  presidents 
of  New  York  State  approved  plans.  Mr.  Farrell 
was  present  at  this  meeting,  and  the  proposals  were 
discussed  in  detail. 

At  the  Subcommittee’s  request  Mr.  Farrell  at- 
tended the  Conference  of  Plans  at  French  Lick,  Octo- 
ber 25  to  28.  Two  days  were  to  be  set  aside  for 
discussion  of  the  proposals  prior  to  voting  by  mem- 
ber plans.  However,  the  following  recommenda- 
tions were  presented  by  the  president  of  the  Blue 
Shield  Commission  at  the  opening  of  the  Conference. 
“That  the  proposals  for  a Blue  Cross-Blue  Shield 
Association  and  Blue  Cross-Blue  Shield  Health  Serv- 
ice, Inc.,  be  thoroughly  discussed  by  member  plans 
but  that  final  action  not  be  taken  at  this  Conference; 
that  after  discussion  of  the  Blue  Cross-Blue  Shield 
Association  and  Blue  Cross-Blue  Shield  Health  Serv- 
ice, Inc.,  by  the  Conference  of  Plans  that  the  pro- 
posals be  referred  to  the  component  units  of  Asso- 
ciated Medical  Care  Plans  for  discussion  and  an  ex- 
pression of  their  opinion  to  the  Commission;  and 
further,  that  printed  copies  of  the  proposals  be  dis- 
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tributed  in  quantity  to  the  Plans  for  further  study 
and  conference  with  their  sponsoring  medical  so- 
cieties; that  the  proposals  be  referred  to  the  House 
of  Delegates  of  the  A.M.A.  at  the  St.  Louis  Interim 
Session  or  any  subsequent  session;  that  A.M.C.P. 
request  that  the  House  of  Delegates  grant  a hearing 
on  the  subject  of  these  proposals';  and  that  to  imple- 
ment this  resolution  the  president  of  A.M.C.P.  be 
authorized  to  appoint  a special  committee  of  such 
size  and  personnel  as  he  may  determine  to  develop 
and  carry  into  effect  ways  and  means  for  the  ade- 
quate presentation  to  the  A.M.A.  House  of  Dele- 
gates of  all  factors  bearing  upon  the  proposals.” 

These  recommendations  were  adopted  by  member 
plans  present;  therefore,  no  vote  was  taken  on  the 
proposals  at  this  meeting. 

A representative  of  Blue  Cross  Commission  read  a 
resolution  adopted  at  its  business  session  to  the  effect 
that  Blue  Cross  Commission  be  authorized  to  pro- 
ceed with  the  organization  of  an  association  to  be 
controlled  in  a manner  not  inconsistent  with  the  pro- 
posals approved  by  the  Commission.  It  was  under- 
stood that  under  this  authorization  Blue  Cross  was 
to  proceed  only  if  concurrent  action  was  taken  by 
Blue  Shield  Plans.  However,  in  view  of  the  recom- 
mendations adopted  by  Blue  Shield  Plans  not  to 
take  any  action  until  the  Interim  Session  of  the 
House  of  Delegates  of  the  A.M.A.,  and  in  the  event 
the  proposals  were  not  approved  by  the  House  of 
Delegates,  the  following  resolution  was  adopted  by 
Blue  Cross  member  plans:  That  if  concurrent 

action  is  not  feasible  following  adjournment  of  the 
1948  Interim  Session  of  the  House  of  Delegates  of  the 
American  Medical  Association,  the  Blue  Cross  Com- 
mission be  authorized  to  organize  an  association  to 
serve  Blue  Cross  Plans  in  a manner  substantially 
similar  to  that  heretofore  approved,  on  the  express 
understanding  that  the  form  of  organization  shall 
permit  its  revision  at  a later  date  to  include  Blue 
Shield  Plans  on  an  equal  basis,  and  also  that  in  the 
interim  all  possible  assistance  and  cooperation  shall 
be  extended  to  Blue  Shield  Plans.” 

Mr.  Farrell  went  to  St.  Louis  for  the  Interim  Ses- 
sion of  the  A.M.A.  House  of  Delegates  and  prior  to 
the  opening  of  the  Session,  he  appeared  before  a 
meeting  of  the  Council  on  Medical  Service  of  the 
A.M.A.  and  reported  regarding  the  decision  of  the 
Council  of  the  State  Society  on  the  proposals. 

At  a meeting  of  the  Reference  Committee  of  the 
Council  on  Medical  Service  the  following  recom- 
mendations were  made  to  the  House:  That  the 
House  of  Delegates  approve  the  formation  of  a na- 
tional enrollment  agency  and  disapprove  the  pro- 
posals for  the  formation  of  a national  insurance  cor- 
poration; that  A.M.C.P.  make  the  necessary 
changes  in  its  constitution  and  bylaws  to  take  it  out 
of  the  policy-making  field  and  confine  its  activities 
to  the  purposes  for  which  it  was  originally  set  up  by 
the  Council;  and  that  it  reaffirm  the  Council’s  au- 
thority to  promote  the  voluntary  prepayment  plan 
program  in  America.  The  report  was  unanimously 
adopted  by  the  House. 

On  approval  of  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Mr.  Farrell  has  been 
reappointed  a member  of  the  Committee  on  Re- 
search Statistics  of  Associated  Medical  Care  Plans, 
Inc. 

Mr.  Farrell  has  continued  the  preparation  of 
quarterly  statistical  reports  on  the  six  New  York 
State  plans  approved  by  the  Society,  which  have 
been  distributed  to  Subcommittee  members,  State 
of  New  York  Insurance  Department,  Council  of  the 
State  Society,  A.M.C.P.  officials,  plan  directors,  and 
others  interested  in  medical  care  insurance  activities. 


A comprehensive  yearly  report  as  of  December  31, 
1948,  has  been  completed  for  wider  distribution. 
A report  on  yearly  progress  follows: 

Total  membership  (subscribers  and  dependents)  in 
the  Blue  Shield  medical  care  plans  as  of  December 
31,  1948,  was  1,539,285.  Increase  in  enrollment 
during  1948  was  515,670,  which  represents  a 50  per 
cent  increase  over  all  previous  enrollment.  Total 
membership  in  medical  care  plans  was  30  per  cent  of 
Blue  Cross  hospital  membership  as  of  December  31, 
1948,  as  compared  to  22  per  cent  December  31, 
1947. 

Following  is  a comparative  membership  statement 
of  increase  in  Blue  Cross  Hospital  and  Medical  Care 
plans  in  New  York  State  for  the  year : 


Location 

Medical 

Hospital 

United  Medical  Service  (New  York) 

398,674 

412,713 

Buffalo 

40,163 

35,449 

Albany 

28,921 

39,997 

Rochester 

22,508 

14,006 

Utica 

20,620 

10,699 

Syracuse 

4,784 

26,131 

Total 

515,670 

538,995 

Forty-nine  per  cent  of  the  combined  membership  in- 
crease was  in  medical  care  plans,  as  compared  to  44 
per  cent  in  1947. 

The  medical  care  plans  had  an  earned  premium  in- 
come during  1948  of  $9,283,387,  as  compared  to 
$5,908,744  during  1947,  an  increase  of  $3,374,643. 

Incurred  claims  during  1948  amounted  to  $6,- 
362,498,  as  compared  to  $3,681,557  in  1947,  an  in- 
crease of  $2,680,941. 

During  the  year,  doctor  participation  in  the  plans 
has  increased  from  75  to  85  per  cent.  An  interested 
participating  doctor  will  mean  interested  patients. 
Any  voluntary  nonprofit  medical  care  insurance 
program,  wherever  it  may  be,  will  succeed  if  the 
parties  involved — the  doctor,  the  patient,  and  the 
plan — want  it  to.  Problems  arising  in  doctor-plan 
relations  can  be  mutually  settled  if  both  parties  de- 
sire hard  enough.  A sincere  effort  toward  success 
will  result  in  success. 

Mr.  Farrell  wishes  to  express  his  personal  thanks 
to  Dr.  Wertz,  Dr.  Aaron,  the  officers  of  the  State 
Society,  and  the  Woman’s  Auxiliary  groups  for  their 
cooperation  and  assistance. 

PART  VIII 

War  Memorial 

The  War  Memorial  Committee  of  the  Council  and 
Board  of  Trustees  has  the  following  membership: 

James  F.  Rooney,  M.D.,  Chairman Albany 


Edward  R.  Cunniffe,  M.D Bronx 

Fenwick  Beekman,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Brooklyn 


In  accordance  with  the  direction  of  the  House  of 
Delegates,  acting  upon  the  recommendations  of  this 
committee  at  the  Annual  Meeting  in  1948,  a special 
assessment  of  $12  was  levied  upon  the  membership 
to  secure  an  estimated  fund  of  approximately 
$240,000,  of  which  sum  $139,096  has  been  received 
by  the  treasurer  of  the  Society  up  to  and  including 
December  31,  1948,  for  deposit  in  the  special  War 
Memorial  Fund. 

One  additional  application  has  been  made  because 
of  the  death  of  a former  officer  of  the  army,  whose 
death  occurred  in  August  of  1948  of  metastatic  car- 
cinoma following  his  discharge  from  the  army  in  1946 
and  who  left  two  surviving  children.  In  view  of  the 
question  of  service  connection  a copy  of  the  first 
questionnaire  was  sent  to  a physician  who  made  the 
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application  on  behalf  of  the  officer’s  widow,  for  com- 
pletion. The  question  of  service  connection  is  still 
pending.  If  this  claim  is  valid,  it  will  add  two  more 
to  the  total  of  58  surviving  children  as  shown  in  the 
1948  report,  making  a total  of  60  who  may  be  eligible 
as  beneficiaries,  and  one  more  to  the  total  of  32 
former  members  of  the  Society  who  were  killed  in 
action,  died  of  wounds  or  disease  incurred  in 
service  during  World  War  II. 

On  December  1,  1948,  a letter  and  an  accompany- 
ing request  for  the  necessary  proofs  of  death  were 
sent  to  the  surviving  widows  or  next  of  kin  or 
uardians  of  the  children  who  were  potential  bene- 
ciaries  under  the  plan,  copies  of  which  are  hereto 
appended.  ( See  page  824.)  Nine  replies  have  been 
made  with  return  proofs  in  compliance  with  this 
letter  up  to  January  24,  1949,  which  reports  have 
not  as  yet  been  checked  completely. 

It  is  hoped  that  at  the  time  of  the  Annual  Meeting 
it  will  be  possible  to  furnish  in  a supplementary  re- 
port the  tabulated  list  of  all  of  the  claims  that  have 
been  verified  and  acted  upon  and  an  estimate  of  the 
probable  current  necessary  estimated  disbursements 
from  the  fund  for  the  year  January  1,  1949,  to  Jan- 
uary 1,  1950. 


PART  IX 

Legislation 

The  Council  Committee  on  Legislation  consists  of : 
Frederic  Holcomb,  M.D.,  Chairman. . . .Kingston 

John  C.  Brady,  M.D Buffalo 

Walter  W.  Mott,  M.D White  Plains 

Robert  R.  Hannon,  M.D.,  Executive 

Officit Albany 

The  Council  Committee  on  Legislation,  in  sub- 
mitting a report  of  its  activities  for  publication  at 
this  early  date,  can  only  submit  a preliminary  report 
(February  24,  1949).  The  Legislature  is  in  the 
middle  of  its  session  at  this  time,  and  much  of  the 
Legislative  Committee’s  work  will  be  concerned 
with  legislative  activities  later,  which  wall  require  a 
supplementary  report. 

At  the  time  of  writing  this  report,  the  budget  bills 
have  not  been  cleared  for  the  year,  so  action  on 
many  of  the  other  bills  has  not  progressed  to  any 
extent.  Up  to  February  23  there  have  been  2,085 
bills  and  79  resolutions  introduced  in  the  Senate,  and 
2,377  bills  and  127  resolutions  introduced  in  the 
Assembly. 

We  have  reported  to  the  officers  of  the  State 
Society,  to  the  officers  of  the  county  societies,  and  to 
members  of  the  county  society  legislative  com- 
mittees, 87  bills  in  the  Senate  and  94  bills  in  the 
Assembly.  We  have  sent  to  the  chairmen  of  the 
county  society  legislative  committees  copies  of  31 
bills  in  the  Senate  and  14  bills  in  the  Assembly. 
This  makes  a total  of  45  separate  bills  which  we  have 
been  particularly  interested  in  following.  Of  these 
bills  there  are  three  that  have  been  introduced  at 
the  request  of  the  House  of  Delegates.  These  bills 
are : the  injunction  bill,  the  physicians’  lien  bill,  and 
the  bill  reducing  the  power  of  the  Medical  Practice 
Committee. 

The  House  of  Delegates  at  its  meeting  last  May 
requested  that  a bill  be  introduced  amending  the 
Workmen’s  Compensation  Law  by  abolishing  the 
Medical  Practice  Committee.  The  bill  introduced 
this  year,  although  not  abolishing  the  Medical  Prac- 
tice Committee,  reduces  many  of  the  activities  of 
this  committee  and  returns  those  activities  to  the 
county  societies.  This  bill  was  introduced  in  the 


Senate  by  Senator  Fino  and  is  Senate  Int.  1656.  It 
is  realized  that  this  bill  is  not  favored  by  the  Depart- 
ment of  Labor,  and,  therefore,  has  very  little  chance 
of  being  reported  out  of  committee.  This  is  the 
fourth  year  in  succession  that  Senator  Fino  has 
introduced  this  or  a similar  bill  for  us,  and  the  Med- 
ical Society  is  indebted  to  Senator  Fino  for  his  kind- 
ness in  being  so  obliging  in  repeatedly  introducing 
this  bill. 

The  second  bill  introduced  at  the  request  of  the 
House  of  Delegates  is  for  injunction  procedure. 
This  bill  has  been  introduced  by  Senator  Wicks — 
Senate  Int.  94 — and  by  Mr.  Lashin  in  the  Assem- 
bly— Assembly  Int.  1046.  It  would  appear  that  this 
bill  would  have  an  excellent  chance  of  coming  out  of 
committee  and  being  passed,  as  there  are  similar 
procedures  under  the  Pharmacy  Law,  the  Veterinary 
Law,  and  the  Engineering  Law.  It  was  recom- 
mended by  the  Wicks  Commission  in  its  interim  re- 
port on  the  Department  of  Education  and  profes- 
sions, and,  yet,  it  appears  that  we  have  stronger 
opposition  in  the  field  of  medicine  to  such  a law  being 
enacted  than  in  any  of  the  other  professions.  A 
strong  effort  will  be  made,  with  support  of  the  Public 
Relations  Bureau,  to  obtain  favorable  action  on  this 
bill. 

The  House  of  Delegates  this  past  May  also  re- 
quested that  a physicians’  lien  bill  be  introduced. 
It  will  be  recalled  that  many  attempts  were  made  to 
have  such  a bill  passed  in  former  years  but  without 
success.  We  have  not  requested  the  introduction  of  a 
bill  of  this  nature  for  the  last  four  or  five  years.  It 
has  been  introduced  this  year  by  Senator  Williamson 
and  is  Senate  Int.  2045.  An  effort  will  be  made  to 
obtain  favorable  action  on  this  bill,  and  it  is  hoped 
that  wre  will  be  more  successful  this  year  than  we 
have  in  our  many  attempts  in  the  past. 

A chiropractic  bill  has  been  introduced  in  the 
Senate  by  Senator  Seelye — Senate  Int.  1929 — and 
in  the  Assembly  by  Mr.  Noonan — Assembly  Int. 
2128.  It  is  understood  that  the  chiropractors  wall 
make  a strong  effort  this  year  to  obtain  passage  of 
this  bill,  which  is  essentially  the  same  bill  as  the  one 
introduced  by  Senator  Seelye  in  1947.  As  there 
have  been  many  crosscurrents  and  unpredictable 
actions  in  the  Legislature  this  year,  it  is  thought  that 
the  chiropractors  are  counting  on  this  disturbed 
period  as  being  a favorable  situation  for  the  passage 
of  their  bill.  It  will  be  necessary  for  the  State 
Society  to  make  known  their  objection  to  this  bill, 
as  they  have  to  the  former  bills,  on  the  basis  that  it 
is  a danger  to  the  public  to  grant  the  right  of  diag- 
nosis and  treatment  to  those  who  have  not  had 
sufficient  preliminary  and  professional  education  to 
warrant  such  privileges. 

There  has  been  introduced  at  this  session  a bill  to 
license  naturopaths— Senate  Int.  2023 — Panken; 
Assembly  Int.  2233 — Knauf.  This  bill  would 
amend  the  Medical  Practice  Act  and  provide  for 
licensing  and  regulating  persons  practicing  natur- 
opathy. It  would  fix  qualifications  and  provide  for 
a doctor  of  naturopathy  to  be  a member  of  the 
Medical  Licensing  Board  and  also  a member  of  the 
Medical  Grievance  Committee.  This  obviously  is  a 
bill  we  would  be  opposed  to. 

It  is  noticeable  that  in  our  Legislature  there  is  a 
greater  tendency  for  the  introduction  of  bills  that 
wrould  license  or  grant  certificates  to  all  forms  of 
occupations  or  technical  skills.  Besides  the  bills 
for  licensing  of  technologists  and  masseurs,  there 
have  been  bills  introduced  requesting  licensure  for 
manicurists,  watchmakers,  and  people  engaged  in 
many  other  occupations.  The  trend  is  growing 
stronger  all  the  while  for  control  by  the  State, 
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through  licensure  or  certification,  of  more  and  more 
of  the  activities  of  the  people  of  the  State. 

There  have  been  a very  large  number  of  bills  intro- 
duced this  year  for  the  purpose  of  extending  unem- 
ployment insurance  or  similar  insurance  to  workers 
during  periods  of  illness  that  are  not  covered  by  the 
Workmen’s  Compensation  Law.  It  is  interesting  to 
note,  also,  that  bills  have  come  in  for  the  purpose  of 
incorporating  health  centers  which  are  sponsored  by 
some  of  the  larger  unions  and  would  provide  medical 
and  surgical  care,  diagnosis,  and  treatment.  It 
would  appear  that  such  bills  have  a good  chance  of 
passing,  thereby  establishing  such  corporations 
under  the  control  of  some  of  the  larger  unions.  This 
would  indicate  that  these  unions  are  planning  their 
own  hospital  and  medical  care  insurance  organiza- 
tions. 

At  the  present  time  very  little  definite  informa- 
tion can  be  given  on  many  of  the  matters  pertaining 
to  legislation,  as  it  is  too  early  in  the- session  to  pre- 
dict or  report  on  these  matters.  It  will  be  necessary, 
therefore,  for  the  Legislative  Committee  to  submit  a 
supplementary  report  after  the  adjournment  of  the 
Legislature  and  after  the  final  action  of  the  Governor 
on  bills  in  which  we  are  interested. 

PART  X 

Workmen’s  Compensation 

The  Council  Committee  on  Workmen’s  Compensa- 
tion consists  of: 

J.  Stanley  Kenney,  M.D.,  Chairman 

New  York  City 


Joseph  H.  Henry,  M.D Rochester 

Norman  S.  Moore,  M.D Ithaca 


David  J.  Kaliski,  M.D.,  Director.  .New  York  City 

The  Committee  has  the  honor  to  present  the 
following  report  of  its  activities  and  the  work  of  the 
Workmen’s  Compensation  Bureau  for  the  year  1948. 

The  past  year  has  been  a busy  one  for  this  Com- 
mittee. It  has  had  many  problems  to  face.  At  the 
outset  we  would  suggest  rereading  of  the  compre- 
hensive report  submitted  for  1947-1948,  which  was 
published  in  the  April  1,  1948,  issue  of  the  New 
York  State  Journal  of  Medicine.  Many  of  the 
problems  presented  in  that  report  were  elaborated  in 
great  detail,  and  as  many  of  these  are  continuing 
ones,  it  will  avoid  confusion  and  make  for  brevity  in 
the  discussion  necessary  at  this  time. 

Action  on  County  Society  Resolutions. — Following 
the  meeting  of  the  House  of  Delegates,  several  reso- 
lutions were  referred  by  the  Council  to  the  Work- 
men’s Compensation  Committee  for  study  and 
recommendation  for  action.  The  first  one  of  these 
was  introduced  by  Dr.  Joseph  C.  O’Gorman  of  Erie 
County  and  related  to  the  enlargement  of  the 
Council  Committee  on  Workmen’s  Compensation. 
As  this  could  be  implemented  only  by  amendment  to 
the  Constitution  of  the  Medical  Society  of  the 
State  of  New  York,  it  necessarily  had  to  be  tabled 
for  one  year.  However,  our  last  Annual  Report 
carried  a recommendation  “that  regional  representa- 
tion from  the  eight  District  Branches  constitute  an 
Advisory  Council  on  Workmen’s  Compensation 
matters  acting  as  a subcommittee  of  the  Council 
Committee  on  Workmen’s  Compensation.”  This 
recommendation  received  the  approval  of  the  Refer- 
ence Committee  and  was  adopted  by  the  House. 
The  Committee  has  since  been  appointed  by  the 
President  and  consists  of  the  following:  Dr.  Fenwick 
Beekman,  New  York,  chairman;  Dr.  Joseph  Man- 
zella,  Brooklyn;  Dr.  Stanley  E.  Alderson,  Albany; 


Df.  Walter  S.  Bennett,  Granville;  Dr.  Dwight  V. 
Needham,  Syracuse;  Dr.  Charles  D.  Squires, 
Binghamton;  Dr.  Joseph  A.  Lane,  Rochester,  and 
Dr.  Guy  S.  Philbrick,  Niagara  Falls.  This  com- 
mittee is  representative  of  the  eight  districts  of  the 
State  and  includes  in  its  make-up  physicians  in- 
formed and  experienced  in  workmen’s  compensation 
matters.  'At  the  writing  of  this  report  this  Commit- 
tee has  had  one  meeting,  and  another  will  be  held 
prior  to  the  meeting  of  the  House  of  Delegates  in 
May,  1949. 

The  proceedings  and  recommendations  develop- 
ing from  these  conferences  will  be  presented  in  a sup- 
plementary report  to  the  House.  We  believe  that 
this  Advisory  Committee  carries  out  the  intent  of  the 
Erie  County  resolution  and  of  our  Council  Com- 
mittee on  Workmen’s  Compensation.  The ‘appoint- 
ment of  such  an  advisory  committee  was  anticipated 
and  recommended  by  your  Council  Committee. 

A resolution  introduced  by  Albany  County  de- 
ploring the  long-delayed  action  of  the  Workmen’s 
Compensation  Board  and  the  State  Medical  Society 
in  regard  to  satisfactory  revision  of  the  fee  schedule 
was  acted  upon  by  your  Reference  Committee  as 
follows  (we  quote  from  Section  95  of  the  minutes  of 
the  Annual  Meeting) : 

“Your  Reference  Committee  recommends  that 
inasmuch  as  the  revised  fee  schedule  has  been 
changed  and  will  go  into  effect  on  September  1, 
1948,  no  action  be  taken  on  this  resolution.  It 
should  be  pointed  out  that  the  function  of  the 
State  Medical  Society  is  advisory  in  these  negotia- 
tions and  not  administrative  or  legislative.” 

A third  resolution  (Section  57)  to  amend  the  law 
to  abolish  the  Medical  Practice  Committee  was  also 
introduced  and  the  Reference  Committee  to#k  favor- 
able action  on  this.  This  matter  has  been  referred 
by  the  Council  to  the  Committee  on  Legislation  for 
appropriate  action.  At  the  time  of  this  writing  this 
resolution  has  been  implemented  by  the  introduc- 
tion of  appropriate  legislation,  known  as  Fino  Bill, 
Senate  Introductory  1656. 

The  establishment  of  the  Advisory  Council  was  a 
progressive  measure.  It  has  brought  out  clearly 
the  need  which  the  Bureau  and  we  on  this  Commit- 
tee have  felt  for  some  time  for  such  a group.  It  is 
hoped  that  eventually  we  may  succeed  in  forming  in 
each  of  the  districts  of  the  State  a centralized  com- 
mittee on  Workmen’s  Compensation  covering  all  the 
county  societies  in  the  district.  The  pattern  for  such 
a setup  exists  today  in  Erie  County  under  the  chair- 
manship of  Dr.  Guy  S.  Philbrick  of  Niagara  County 
and  fits  itself  in  an  essential  way  into  the  other  activi- 
ties of  the  Eighth  Judicial  District  Branch,  with 
headquarters  in  Buffalo.  A comparable  mechanism 
exists  in  the  five  metropolitan  counties  of  Greater 
New  York  through  the  workings  of  the  Coordinating 
Council  of  the  Five  County  Medical  Societies.  We 
earnestly  hope  that  during  the  coming  year  con- 
structive effort  in  accordance  with  the  recommenda- 
tions of  the  Planning  Committee  may  be  made 
toward  the  setting  up  of  a number  of  additional  dis- 
trict groups  and  the  employment  of  executive  and 
clerical  help  to  assist  in  carrying  out  the  functions 
assigned  to  Workmen’s  Compensation  committees, 
as  well  as  the  other  important  responsibilities  of 
the  county  societies,  particularly  just  now  in  the 
field  of  public  relations.  Through  such  committees 
and  councils  our  Bureau  has  been  brought  into  direct 
contact  with  those  particular  parts  of  the  State,  and 
at  the  same  time  opportunity  has  been  afforded  (.or 
all  the  county  societies  to  have  direct  representation 
and  voice  in  the  work  of  the  Bureau. 
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Prompt  Reporting. — From  year  to  year  we  con- 
tinue to  point  out  to  doctors  the  necessity  for  the 
prompt  and  detailed  reporting  of  each  case  of  com- 
pensable illness  or  injury  to  the  Workmen’s  Com- 
pensation Board  and  to  the  employer  or  insurance 
carrier.  We  would  call  your  attention  to  the  fact 
that  in  1948  there  were  over  800,000  new  accidents 
and  cases  of  compensable  illness  in  New  York  State, 
and  also  to  the  great  increase  in  the  costs  of  adminis- 
tering the  law.  A continued  and  serious  study  is 
being  made  by  the  Workmen’s  Compensation  Board 
to  ascertain  how  to  lower  these  costs.  A major  fac- 
tor which  not  only  increases  costs  of  administration 
but  adds  up  also  to  increased  costs  to  the  Welfare 
Department  because  many  claimants  go  on  relief  is 
the  delay  in  the  claimant  receiving  his  compensa- 
tion. 

One  of  the  chief  reasons  for  this  delay  is  the  failure 
of  the  doctors  in  many  instances  to  send  in  the  C-104 
forms  within  the  legal  forty-eight-hour  period.  This 
is  of  the  utmost  importance,  as  receipt  of  this  form  is 
usually  the  first  indication  either  the  carrier  or  the 
Compensation  Board  has  of  the  injury,  and  the  claim 
cannot  be  processed  properly  until  such  report  is 
received.  Special  effort  must  be  made  by  every 
county  society  to  get  the  doctors  to  improve  this 
situation.  In  this  connection  we  would  like  to  say 
that  it  has  been  brought  to  our  attention  on  many 
occasions  that  one  of  the  reasons  these  reports  were 
not  filed  more  promptly  was  that  certain  representa- 
tives of  insurance  carriers  gave  the  impression  to 
doctors  that  this  was  not  necessary  and  that  they 
were  not  important  to  bother  about;  obstruction  of 
this  type  perhaps  has  been  one  of  the  features  in 
delaying  these  reports. 

It  has  been  suggested  that  some  kind  of  small 
official  statement  or  form  might  be  drawn  up  by  the 
chairman  of  the  Workmen’s  Compensation  Board 
stressing  this  delay  and  circulated  to  everybody  con- 
cerned, doctors  and  carriers  alike.  This  suggestion 
will  be  followed  up  in  due  course.  We  would  repeat 
that  the  injured  workman  does  not  begin  to  receive 
his  compensation  unless  the  medical  report  is  filed 
and  processed,  and  in  many  instances  he  may  be 
dependent  on  temporary  State  care. 

Owing  to  the  nature  of  the  busy  physician’s  prac- 
tice there  can  never  be  complete  efficiency  in  report- 
ing, and  every  means  should  be  taken  to  make  it 
easier  for  the  doctor  to  comply  with  the  law.  The 
resent  system,  we  believe,  throws  an  unnecessarily 
eavy  burden  on  the  physician  and  is  self-defeating. 

It  is  suggested  that  the  present  C-104  form  be 
done  away  with  entirely,  and  that  in  its  place  the  C-4 
form  be  submitted  by  the  doctor  within  a period  of 
one  week  of  the  time  of  the  accident;  and  that  sub- 
sequent thereto  a progress,  or  C-14  report  be  sub- 
mitted in  all  cases  under  continued  treatment  at 
three  weekly  or  monthly  periods  as  required  or 
requested  by  the  employer  or  insurance  carrier.  It 
is  urged  that  physicians  be  permitted  to  send  a 
simple  printed  postcard  to  the  carrier  or  employer 
and  the  Workmen’s  Compensation  Board  notifying 
them  of  the  accident,  together  with  a few  salient 
facts  (to  be  decided  upon)  immediately  after  the 
assumption  of  treatment,  or  at  least  within  forty-eight 
hours,  to  be  followed  by  the  C-4  form  as  above. 

We  recommend  that  consideration  be  given  to 
simplification  along  the  fines  suggested,  or  other- 
wise, so  as  to  facilitate  the  prompt  notification  of 
interested  parties  of  an  accident  and  the  assumption 
of  treatment  on  the  part  of  a physician. 

Quality  of  Medical  Care. — In  our  last  report  we 
also  alluded  to  the  subject  of  the  quality  of  medical 


care  rendered  to  injured  workers  and  the  necessity 
of  the  county  societies  doing  everything  in  their 
power  by  all  the  means  at  their  command  to  assure 
an  injured  worker  the  highest  quality  of  medical 
care.  We  again  revert  to  this  subject. 

Under  the  free  choice  principle  which  has  now 
been  in  successful  operation  in  this  State  since  1935, 
we  believe  injured  workers  on  the  whole  have  re- 
ceived the  kind  of  medical  care  that  is  at  least  the 
equivalent  of  that  obtained  by  private  patients 
throughout  the  State.  It  has  ever  been  our  aim  to  raise 
the  level  of  medical  care  afforded  injured  workers. 
The  provisions  of  the  Workmen’s  Compensation 
Law  are  such  as  to  give  the  general  practitioner 
unlimited  opportunity  to  consult  a specialist  when 
necessary.  Physicians  should  keep  this  in  mind. 
The  county  societies  should  also  do  everything  in 
their  power  to  utilize  and  improve  the  opportunities 
of  the  profession  to  keep  abreast  of  advances  in  the 
science  and  art  of  medicine  applicable  to  industrial 
accidents  and  diseases. 

Rehabilitation. — The  rehabilitation  of  injured 
workers  is  a subject  that  has  received  wide  publicity 
during  the  past  few  years.  Rehabilitation  is  of  little 
value  unless  it  is  started  early,  as  early  as  the  proper 
medical  conduct  of  the  patient  permits.  This  calls 
for  a greater  awareness  on  the  part  of  the  general 
practitioner  of  the  indications  for  and  value  of 
rehabilitation  methods  and  the  proper  time  when  to 
begin  such  measures.  Physicians  should  be  made 
cognizant  of  the  fact  that  rehabilitation  is  of  great 
value  in  simple  or  complicated  injuries  to  the  extremi- 
ties and  in  preserving  and  restoring  functions,  es- 
pecially in  the  hands,  so  necessary  for  the  skilled 
worker. 

A visit  to  the  Institute  for  the  Crippled  and  Dis- 
abled or  Rehabilitation  Center  in  New  York  City 
will  convince  one  of  the  effective  work  being  done* 
there'.  An  important  part  of  the  program  of  the 
Institute  is  to  instruct  doctors  in  effective  rehabilita- 
tion measures  so  that  they  will  be  qualified  to  insti- 
tute similar  procedures  elsewhere.  We  propose  to 
carry  this  subject  on  the  agenda  of  our  Council 
Committee.  The  Director  of  the  Bureau  feels  that 
the  Committee  has  an  educational  job  before  it,  and 
we  propose,  in  conjunction  with  the  insurance 
carriers  and  the  employers,  to  sell  this  program  to 
the  doctors  of  the  State. 

Rendering  of  Bills. — Our  Bureau  is  constantly 
helping  physicians  in  collecting  medical  bills  which 
are  unpaid  for  one  reason  or  another.  In  this  we 
have  had  a full  measure  of  cooperation  from  the  in- 
surance carriers  and  the  Workmen’s  Compensation 
Board  officials.  In  too  many  instances  physicians 
fail  to  submit  bills  promptly  either  at  intervals  dur- 
ing the  treatment  of  protracted  cases  or  at  the  com- 
pletion of  treatment.  (We  frequently  are  faced 
with  the  situation  of  trying  to  establish  a medical 
claim  for  a doctor,  months  or  even  years  after  the 
completion  of  treatment,  because  the  bill  was  not 
rendered  promptly.)  Such  bills  require  long  and 
expensive  conferences  and  correspondence  with  the 
parties  concerned,  all  of  which  could  have  been 
avoided  if  the  bill  had  been  sent  in  after  the  comple- 
tion of  treatment.  Physicians  are  urged  to  send  in 
bills  promptly — immediately  after  treatment  is  com- 
pleted or  at  monthly  intervals  or  bimonthly  inter- 
vals in  cases  requiring  protracted  care.  All  bills 
should  be  properly  itemized. 

Functions  of  Workmen’s  Compensation  Bureau. — 
The  Workmen’s  Compensation  Bureau  serves  a 
variety  of  functions  both  toward  the  medical  soci- 
eties and  the  physicians  of  the  State.  The  work  of 
the  sixty-one  county  societies  is  coordinated  so  that 
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the  societies  are  able  to  act  as  a unit  in  the  functions 
devolving  upon  them  in  reference  to  qualifications  of 
physicians,  the  settlement  of  disputes  between  doc- 
tors and  insurance  carriers  especially  with  reference 
to  medical  bills  and  the  arbitration  of  medical  bills 
(in  all  except  the  four  New  York  counties  having 
a population  over  one  million)  where  settlement 
cannot  be  effected  through  the  intervention  of  the 
local  county  medical  society  workmen’s  compensa- 
tion committee  or  of  the  Bureau. 

The  Bureau  serves  in  an  advisory  capacity  in  the 
disciplinary  functions  in  the  Workmen’s  Compensa- 
tion Law  as  they  devolve  upon  the  societies,  and  in 
the  application  of  the  standards  of  qualifications  of 
physicians.  It  serves  a useful  purpose  in  assisting 
the  local  county  societies  especially  where  examina- 
tions are  necessary  to  determine  the  fitness  of  a 
physician  to  receive  a specialty  rating.  The  Bureau 
has  established  effective  and  cordial  relationships 
with  the  Compensation  Insurance  Rating  Board  and 
the  majority  of  individual  insurance  carriers  writing 
compensation  insurance.  The  Bureau  serves  as  a 
means  of  contact  of  the  county  societies  and  the 
profession  with  the  other  parties  of  interest  such  as 
employers,  insurance  carriers,  the  Workmen’s  Com- 
pensation Board  and  the  public. 

The  Bureau  keeps  physicians  and  county  medical 
societies  informed  of  all  pending  workmen’s  compen- 
sation legislation,  acquaints  them  with  the  provisions 
of  amendments  to  the  law,  and  represents  them  when 
necessary  before  the  Department  of  Labor,  the 
Industrial  Council  and  other  bodies.  In  most  of 
these  functions,  we  believe  the  Bureau  has  increased 
its  effectiveness  and  value  to  the  medical  profession 
and  to  the  county  societies  year  by  year. 

It  is  our  belief  that  the  organized  medical  profes- 
sion can  fulfill  many  functions  which  would  make  it 
unnecessary  for  the  State  to  assume  greater  control 
over  medical  practice.  This  would  save  the  State 
money  and  lessen  the  need  for  the  establishment  of 
more  government  bureaus.  Muoh  can  be  done  at 
present  by  agreement  and  voluntary  action  without 
the  necessity  of  preparing  additional  laws,  granting 
government  more  and  more  power  and  delegating  the 
profession  to  a more  subordinate  position. 

The  proper  administration  of  the  Workmen’s 
Compensation  Law  cannot  be  effectively  carried  out 
without  a close  and  cordial  relationship  with  the 
chairman  of  the  Workmen’s  Compensation  Board. 
Cooperation  is  not  a one-way  street.  It  is  ever  the 
purpose  of  your  chairman  and  the  director  of  your 
Workmen’s  Compensation  Bureau  to  foster  and 
improve  this  relationship,  to  the  end  that  the  injured 
workman  may  be  assured  of  adequate  medical  care 
and  the  profession  of  protection  of  their  legitimate 
interests  in  carrying  out  the  spirit  and  letter  of  the 
Workmen’s  Compensation  Law. 

With  these  purposes  in  mind  your  Council  Com- 
mittee has  made  earnest  efforts  to  be  represented  at 
important  meetings  and  conferences  relating  to 
workmen’s  compensation  matters.  The  chairman  is 
a member  of  the  Advisory  Council  to  the  Workmen’s 
Compensation  Board  and  has  attended  its  three 
meetings,  also  four  of  the  district  branch  meetings, 
and  officially  addressed  the  Fourth  District  meeting 
in  Saratoga  last  September.  Both  the  director  and 
the  chairman  participated  in  the  Annual  Confer- 
ence of  County  Society  Secretaries  held  November  4 
in  Albany  and  in  the  Conference  of  Legislative 
Chairmen  also  held  in  Albany  on  February  17. 

Of  special  interest  was  a meeting  in  Buffalo  on 
December  3,  1948,  of  the  Conference  Committee  on 
Workmen’s  Compensation  of  the  Eighth  Judicial 
District,  at  which  both  Miss  Mary  Donlon,  chairman 


of  the  Workmen’s  Compensation  Board,  and  your 
chairman  made  addresses.  Your  director  addressed 
a similar  meeting  on  June  17,  1948.  These  meetings 
were  productive  of  constructive  criticism  and 
broad  discussion  and,  in  our  opinion,  engendered  a 
better  understanding  of  our  common  problems.  It 
is  hoped  that  meetings  of  this  type  in  other  sections 
of  the  State  can  be  arranged. 

The  State  Society  through  this  Committee  was 
represented  at  the  annual  meeting  of  the  Inter- 
national Association  of  Industrial  Accident  Boards 
and  Commissions,  of  which  Miss  Donlon  is  the  presi- 
dent. We  attended  the  hearings  of  the  Joint  Legis- 
lative Commission  on  Industry  and  Labor,  of  which 
Mr.  Lee  Mailler,  majority  leader  of  the  Assembly,  is 
chairman,  held  at  the  Association  of  the  Bar  of  the 
City  of  New  York  last  December,  just  prior  to  the 
opening  of  the  1949  session  of  the  State  Legislature, 
and  contributed  to  the  program. 

In  addition  to  the  routine  work  of  the  office,  which 
has  increased  annually,  the  director  of  the  Bureau  in 
the  course  of  the  year  attended  numerous  meetings 
and  conferences  in  connection  with  workmen’s 
compensation  matters,  and,  in  particular,  with  prob- 
lems concerning  the  revised  fee  schedule. 

Conferences  were  held  by  your  director  with  the 
Medical  and  Claims  Committee  of  the  Compensa- 
tion Insurance  Rating  Board  and  the  Joint  Council 
of  Pathologists,  Radiologists,  Anesthesiologists  and 
Physical  Therapy  Physicians,  and  with  special 
groups  of  radiologists  and  anesthesiologists  and 
other  individual  groups.  Meetings  were  held  with 
the  Commissioner  of  Mental  Hygiene  with  reference 
to  the  certification  of  State-employed  physicians  for 
workmen’s  compensation  practice.  He  also  at- 
tended meetings  of  the  Legislative  Committee,  the 
Public  Health  Committee,  and  the  Eighth  District 
Branch  Public  Relations  Council  by  invitation,  as 
well  as  with  the  Coordinating  Council  of  the  Five 
County  Medical  Societies.  He  represented  certain 
medical  societies  at  hearings  before  the  Medical 
Appeals  Unit  of  the  Industrial  Council  and  addressed 
meetings  in  various  parts  of  the  State  on  the  fee 
schedule  and  other  workmen’s  compensation  mat- 
ters. He  was  invited  to  meet  with  a Committee  of 
the  Council  of  the  Connecticut  State  Medical 
Society  in  connection  with  its  attempt  to  amend  the 
law's  of  that  State  to  permit  free  choice  of  physicians. 

As  the  result  of  such  meetings  and  numerous 
personal  conferences  with  the  chairman  of  the  Board, 
much  information  has  been  acquired.  This  has 
been  most  helpful  to  your  chairman  in  his  efforts  to 
discharge  more  effectively  his  obligations  to  all  con- 
cerned in  this  complex  field  of  Workmen’s  Compen- 
sation. 

Fee  Schedule. — On  September  1,  1948,  the  new 
medical  fee  schedule  became  effective,  and  copies 
have  been  distributed  to  the  medical  profession 
throughout  the  State.  It  has  been  printed  in 
attractive  format.  It  consist  of  some  995  items. 
The  first  nine  items  on  this  schedule,  page  11,  wrent 
into  effect  on  June  1,  1947.  The  remaining  items 
became  effective  for  all  new  cases  arising  on  and 
after  September  1,  1948,  and  on  old  cases  reopened 
on  and  after  that  date.  The  schedule  carries  within 
its  covers  much  useful  information  and  explanation 
of  the  various  provisions  of  the  Workmen’s  Com- 
pensation Law  and  its  rules  and  regulations.  We 
feel  that  certain  of  these  rules,  notably  rule  19,  are 
open  to  discussion,  and  we  have  prepared  a supple- 
mentary report  for  the  reference  committee  on  these 

Sistions.  A subtitle,  “A  Schedule  of  Minimum 
arges  for  Medical  Treatment  and  Care  Estab- 
lished for  the  Entire  State”,  carries  out  the  mandate 
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of  the  Council  and  the  House  of  Delegates  that  this 
fee  schedule  be  actually  one  of  minimum  charges  for  . 
medical  treatment  and  care.  We  would  also  call 
your  attention  to  the  fact  that  the  new  fee  schedule 
carries  a fee  for  mileage  at  the  rate  of  50  cents  per 
mile  one  way  outside  the  city  or  village  and  beyond 
three  miles  from  the  physician’s  place  of  departure, 
office,  or  home. 

It  should  be  noted  also  that  specialists  fees  have 
been  raised  from  $10  to  $15  for  most  specialists, 
with  the  exception  of 'neurologists  and  psychiatrists, 
where  the  fee  remains  $20  for  consultation  or  com- 
plete office  examination.  Anesthesia  fees  have  been 
increased;  the  fees  for  x-ray  examinations  unfor- 
tunately have  not  been  increased.  In  every  in- 
stance where  a specialist  is  called  for  consultation  to 
the  home  or  to  the  hospital  (when  he  is  not  on 
rounds)  he  is  entitled  to  an  additional  fee  of  $5.00  to 
that  mentioned  in  the  schedule.  It  should  be  noted 
also  that  a fee  is  now  included  for  consultation  with  a 
specialist  in  physical  therapy  and  for  consultation 
with  an  anesthetist.  These  fees  were  not  included 
in  the  old  fee  schedule. 

An  assistant’s  fee  is  no  longer  included  in  the 
operator’s  fee  for  hernia.  Assistants  may  be  pro- 
vided at  the  cost  of  the  employer  or  insurance  carrier 
in  all  instances  where  the  hospital  does  not  provide 
an  intern  or  resident  as  assistant. 

Shortly  following  the  promulgation  of  this  new 
fee  schedule,  two  things  became  apparent.  First, 
that  there  was  almost  universal  dissatisfaction  on  the 
part  of  the  profession  throughout  the  State  to  the 
fees  allowed  for  ordinary  practitioners,  and,  second, 
that  the  new  fee  schedule,  owing  to  its  nature  and 
form,  required  certain  revisions,  additions,  interpre- 
tations, and  corrections  in  certain  of  the  fees,  espe- 
cially as  they  applied  to  specialists. 

In  our  report  to  the  House  of  Delegates  in  1948  we 
reviewed  rather  completely  the  attempts  on  the 
part  of  our  Bureau  over  a period  of  ten  years  to  ob- 
tain revision  of  the  minimum  medical  fee  schedule. 
Earlier  in  this  report  we  referred  to  the  resolution 
which  was  passed  at  the  last  meeting  of  the  House  of 
Delegates  requesting  the  chairman  of  the  Work- 
men’s Compensation  Board  to  give  consideration  to 
an  annual  review,  and,  where  necessary,  revision  of 
the  fee  schedule  so  as  to  keep  it  in  conformity  with 
| the  prevailing  rates  in  private  practice  and  with  the 
! cost  of  living.  Until  this  present  revision  the  fee 
1 schedule  had  not  been  changed  materially  in  twelve 
years,  and  it  seems  only  right  and  proper  that  such 
i an  annual  or  at  least  biannual  consideration  of  the 
j fee  schedule  be  undertaken.  Quoting  from  the  reso- 
i!  lution  from  the  Medical  Society  of  the  County  of 
Albany  now  pending  before  our  Committee,  “Rec- 
ords indicate  that  75  to  80  per  cent  of  the  profes- 
! sional  care  rendered  under  the  Workmen’s  Compen- 
sation is  still  given  by  the  general  practitioner.  . . . 
It  is  known  that  insurance  rates  to  employers  have 
been  markedly  increased  in  the  last  year.  There 
i have  also  been  increased  benefits  to  the  claimant  and 
to  the  hospitals.  The  Committee  feels  that  some- 
i where  along  the  line  the  general  practitioner’s  inter- 
ests should  be  considered.”  There  is  no  question 
that  inequities  exist  in  the  medical  fee  schedule  as 
they  apply  to  the  general  practitioner.  At  various 
meetings  about  the  State  which  we  have  attended 
i we  have  been  apprised  of  the  great  unrest  and  dis- 
satisfaction that  exists  among  the  general  prac- 
titioners. In  some  places  the  comment  was  very 
critical. 

It  should  be  mentioned  in  this  connection  that  in- 
1 surance  carriers  require  two  to  three  years  to  secure 
' the  necessary  experience  before  they  are  ordinarily 


willing  to  consider  further  rate  changes.  Perhaps 
it  is  not  generally  realized  that  this  new  fee  schedule 
is  going  to  mean  an  increase  of  perhaps  $10,000,000 
a year  in  medical  fees  for  the  doctors  of  this  State. 
This  throws  a considerable  burden  both  on  the  self- 
insurers  and  the  insurance  carriers  and  indirectly  on 
the  consumer,  and  it  should  be  noted  that  this  in- 
crease is  in  addition  to  and  beyond  what  the  costs  are 
for  hospital  care  for  the  injured  worker. 

Nonetheless,  we  are  in  complete  accord  with  the 
approved  recommendation  of  the  reference  com- 
mittee to  the  effect  that  the  fees  as  promulgated  as  of 
June  1,  1947,  are  inadequate  in  view  of  the  present 
increased  cost  of  living  and  of  conducting  medical 
practice.  We  shall  continue  to  press  for  reconsidera- 
tion and  review  of  the  schedule  of  June  1,  1947,  in- 
cluding an  increase  in  the  x-ray  fee  schedule. 

That  the  Workmen’s  Compensation  Board  is  cog- 
nizant of  this  need  is  shown  in  a letter  from  the  chair- 
man of  the  Medical  Practice  Committee  concerning 
the  advisability  of  having  more  frequent  revision  of 
the  fee  schedule  based  upon  some  economic  yard- 
stick which  might  be  applied  in  accordance  with  the 
upward  and  downward  swing  of  the  cost  of  living. 
We  have  also  a memorandum  based  upon  the  re- 
search of  Dr.  Frank  G.  Dickinson,  director  of  the 
Bureau  of  Medical  Economic  Research  of  the  Ameri- 
can Medical  Association,  as  to  the  comparative  in- 
crease in  the  cost  of  medical  care  and  in  the  cost  of 
living.  This  might  possibly  serve  as  a basis  of  deter- 
mining the  relationship  between  medical  fees  in  effect 
and  the  actual  cost  of  living  as  estimated  through 
the  United  States  Bureau  of  Labor  Statistics. 

Referring  to  the  second  point,  namely,  that  the 
new  fee  schedule,  owing  to  its  nature  and  form,  re- 
quired additions,  revisions,  interpretations,  and  cor- 
rections, we  reported  to  the  Council  in  October, 
1948,  and  made  a complete  analysis  which  pointed 
out  the  need  for  proper  consideration  of  these  mat- 
ters by  the  chairman  of  the  Workmen’s  Compensa- 
tion Board.  Dr.  Kaliski  has  painstakingly  and  very 
carefully  prepared  a brief  on  these  items  and  queries 
which  have  come  in  to  us  from  all  around  the  State, 
and  these  have  been  submitted  to  the  chairman  of 
the  Workmen’s  Compensation  Board  for  Ter  con- 
sideration and  interpretation.  Many  of  these  items 
were  discussed  at  the  February  15  meeting  of  the 
Advisory  Committee  and  the  Council  Committee, 
which  was  attended  by  a representative  of  the  Work- 
men’s Compensation  Board.  At  the  time  of  this 
writing  these  matters  are  still  before  that  Board  and 
are  receiving  consideration.  No  conclusions  have 
yet  been  reached.  We  shall  present,  in  a supple- 
mentary report  to  the  House  of  Delegates,  the  final 
results  of  these  deliberations. 

The  rule  that  an  objector  to  a medical  bill  may  not 
add  further  objection  to  a formal  objection  (A-l)  re- 
quiring arbitration  within  ten  days  of  the  hearing  is 
a wise  rule.  The  physician  against  whom  an  objec- 
tion has  been  filed  is  entitled  to  know  all  the  objec- 
tions to  his  bill  so  that  he  can  come  to  the  hearing 
prepared  to  answer  the  objections.  Carriers  should 
be  discouraged  also  from  making  so-called  “general 
objections”  and  should  be  required  to  state  a spe- 
cific complaint  or  reason  for  refusing  to  pay  the  bill 
as  submitted. 

(A  supplement  to  this  fee  schedule  section  of 
the  Council  report,  relating  to  various  sections  of 
the  law  and  to  the  minimum  fees,  is  available  for 
the  guidance  of  the  Reference  Committee,  and 
also  a copy  of  the  brief  the  director  submitted  to 
the  chairman  of  the  Workmen’s  Compensation 
Board  on  fees.) 
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Standards  for  Qualification  and  National 
Boards. — Since  the  amendment  of  the  Workmen’s 
Compensation  Law  in  1935  there  has  been  a gradual 
but  definite  improvement  in  the  functioning  of  the 
county  medical  societies’  workmen’s  compensation 
committees  in  respect  to  the  application  of  our  stand- 
ards of  eligibility  for  the  rating  of  specialists.  We 
believe  these  standards  are  sufficiently  high,  if  prop- 
erly applied,  to  protect  the  public  against  inade- 
quately trained  specialists.  Over  the  years  we  have 
gradually  improved  these  standards  until  we  feel 
that  they  are  at  least  the  equivalent  of  those  required 
for  obtaining  the  diploma  of  one  or  other  of  the  Na- 
tional Specialty  Boards.  The  application  of  these 
standards,  in  the  counties  in  which  the  physicians 
practice,  by  committees  of  physicians  appointed  by 
the  county  societies,  affords  an  additional  safeguard 
through  personal  contact  with  the  applicants  and  a 
knowledge  of  their  abilities  and  reputation  in  the 
community  through  hospital  and  society  affiliations, 
etc. 

From  time  to  time  it  has  been  necessary  in  the 
large  counties  where  the  applicant  for  specialist’s 
rating  did  not  have  hospital  affiliations,  to  require 
the  applicant  to  perform  one  or  more  major  opera- 
tions in  his  specialty,  and  to  give  other  evidence  of 
qualifications.  In  the  field  of  radiology  we  have 
provided  a special  examining  committee  placed  at 
the  disposal  of  the  county  medical  societies.  Three 
such  examinations  have  been  held  in  the  past  year. 

There  has  been  a tendency  of  late  in  certain  parts 
of  the  State,  and  more  particularly  in  the  larger  coun- 
ties, to  require  an  applicant  for  a specialty  rating  to 
possess  or  obtain  the  diploma  of  the  National  Board 
in  his  specialty.  We  believe  this  to  be  improper  and 
likely  to  deprive  certain  well-qualified  physicians 
who,  for  one  reason  or  another,  have  not  obtained  the 
diploma  of  the  specialty  board,  but  are  in  every  re- 
spect qualified,  according  to  the  accepted  standards 
in  their  specialty,  to  obtain  the  necessary  authoriza- 
tion. While  our  standards  permit  committees  to 
accept  the  diploma  of  the  National  Board  as  one  evi- 
dence of  qualification,  the  possession  of  the  diploma 
should  not  be  a requirement  for  qualification  to  the 
exclusion-of  other  evidences  of  adequate  preparation 
in  the  specialty  and  experience  in  the  practice  of 
medicine. 

We  urge  county  societies  to  be  careful  in  the  selec- 
tion of  representatives  on  the  qualifying  committees. 
Whenever  a sufficient  number  of  specialists  is-avail- 
able,  subcommittees  of  the  Workmen’s  Compen- 
sation Committees  should  be  set  up  in  each  specialty 
to  pass  on  the  qualifications  of  applicants  and  report 
back  to  the  main  committee;  otherwise  the  Work- 
men’s Compensation  Committees  should  avail 
themselves  of  the  services  of  available  specialists  to 
assist  in  this  function. 

Arbitration. — According  to  the  provisions  of  Sec- 
tion 13-g(2)  of  the  Workmen’s  Compensation  Law, 
if  a doctor  and  the  insurance  carrier  fail  to  agree  as 
to  the  value  of  medical  aid  to  a claimant  residing  in  a 
county  having  a population  of  one  million  or  more 
(that  means  in  the  counties  of  New  York,  Kings, 
Queens,  and  Bronx)  the  law  provides  that  the  value 
of  medical  care  shall  be  decided  by  the  Medical 
Practice  Committee,  and  in  other  cases  it  shall  be 
decided  by  an  arbitration  committee  consisting  of 
five  members  of  the  Medical  Society  of  the  State  of 
New  York  appointed  by  the  employer  or  insurance 
carrier,  the  Medical  Society,  and  the  chairman  of  the 
Workmen’s  Compensation  Board. 

In  the  four  Greater  New  York  counties  (haying 
a population  over  one  million)  the  physicians 
appear  before  one  member  of  the  Medical  Prac- 


tice Committee.  Aside  from  the  fact  that  there  is 
quite  a difference  between  a decision  by  one  or  two 
members  of  the  Medical  Practice  Committee  and  an 
arbitration  by  a committee  of  five  physicians,  there 
is  the  likelihood  in  a group  of  five  that  the  particular 
facts  incidental  to  the  dispute  would  be  familiar  to 
at  least  a few  members  of  the  group,  while  it  is  less 
apt  to  be  so  where  the  issue  is  heard  by  one  doctor. 

Furthermore,  a specialist  rendering  a bill  for  ser- 
vices of  an  unusual  nature  may  request  that  at  least 
one  member  of  the  arbitration  committee  of  five  be 
a specialist  in  and  familiar  with  the  type  of  service 
the  value  of  which  is  being  disputed.  On  the  other 
hand,  where  all  the  members  of  the  Medical  Practice 
Committee  are,  let  us  say,  surgeons,  the  chances  of 
their  being  familiar  with  all  types  of  specialistic  ser- 
vice are  small. 

It  is  also  important  that  the  person  acting  as  an 
arbitrator  meet  the  parties  to  the  dispute  face  to  face 
to  interrogate  them.  Under  the  ruling  of  the 
Attorney  General  on  May  18,  1945,  one  of  the  mem- 
bers of  the  Medical  Practice  Committee  may  take 
testimony  and  hear  the  parties  in  relation  to  the  dis- 
puted bill  and  report  back  to  the  full  committee,  .and 
two  of  them  may  render  a decision.  This  decision  is 
final  and  binding  on  the  parties.  We  deem  it  un- 
satisfactory and  unrealistic  for  one  person  to  hear  the 
issue,  make  a finding,  and  expect  the  other  two  mem- 
bers of  the  committee  who  have  not  seen  or  heard  the 
parties  to  disagree  with  the  findings  and  decision  of 
the  one  member. 

As  recently  as  last  year,  the  legislature  provided  a 
committee  of  four  for  the  arbitration  of  hospital 
bills,  at  least  two  of  whom  must  be  physicians.  One 
wonders  whether  the  hearing  of  evidence  by  one  phy- 
sician can  result  in  a fair,  reasonable,  and  equitable 
decision  on  disputed  medical  bills. 

Decisions  based  upon  inadequate  consideration  of 
all  the  evidence  without  a full  hearing  by  a full  board 
may  well  alienate  many  of  the  best  qualified  prac- 
titioners and  thus  limit  greatly  the  choice  of  the  in- 
jured worker. 

Although  the  House  of  Delegates  has  resolved  that 
every  effort  be  made  toward  the  restoration  of  func- 
tions to  the  four  New  York  Counties  where  the 
Medical  Practice  Committee  has  jurisdiction,  steps 
should  be  taken,  pending  the  success  of  such  legis- 
lative efforts  to  abolish  the  Medical  Practice  Com- 
mittee, to  modify  the  system  of  one  man  settlement 
of  disputed  bills  so  that  the  practice  is  more  in  con- 
formity with  the  arbitration  procedure  in  effect 
throughout  the  rest  of  the  State  for  disputed  medical 
and  hospital  bills.  We  believe  that  they  should, 
and  we  will  exert  our  influence  to  achieve  this  to  the 
best  of  our  ability. 

There  is  one  factor  in  the  arbitration  of  disputed 
medical  bills  which  over  a period  of  years  has  caused 
great  concern  to  those  interested  in  the  equitable 
adjustment  of  these  disputes.  In  the  interest  of  har- 
monious relationship  between  the  medical  profession 
and  the  insurance  carriers  and  employers  who  pay 
these  bills,  we  believe  the  matter  deserves  serious 
consideration  so  as  to  remove  the  basic  cause  of 
many  such  disputes.  We  refer  to  those  bills  for  con- 
tinued and  protracted  medical  care  which  are  ob- 
jected to  on  the  grounds  of  “necessity  or  frequency  of 
medical  care.’’  There  is  no  real  dispute  concerning 
the  "value”  of  the  medical  care  over  which  the  arbi- 
trators have  jurisdiction.  The  fee  for  the  visit  or 
the  operation  is  fixed  by  the  schedule,  and  there  is  no 
dispute,  let  us  say,  on  this  score.  The  carrier  con- 
tends the  treatments  were  notf  necessary,  or  not  so 
many  treatments  were  necessary,  and  frequently 
that  no  treatment  whatsoever  was  indicated  beyond 
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a certain  time.  The  issue  cannot  be  satisfactorily 
resolved  by  arbitration.  The  physician  states  the 
patient  had  pain  and  desired  or  needed  more  treat- 
ment, or  avers  that  treatment  while  not  curative  was 
ameliorative  and  enabled  the  patient  to  continue  at 
work.  The  carrier  or  employer  bases  his  objections 
on  one  or  more  medical  reports  indicating  no  further 
treatment  will  benefit  or  cure  the  patient.  In  such 
instances  the  report  of  the  State  medical  examiner  is 
silent  on  the  need  for  treatment.  It  merely  and 
often  meagerly  gives  the  objective  findings  and  the 
patient’s  complaints.  The  doctor,  if  he  accedes  to 
the  importunities  of  the  patient  for  treatment,  all 
too  often  sees  his  bills  cut  or  no  award  made  to  him 
beyond  a certain  time.  We  do  not  believe  it  is  in  the 
interest  of  justice  and  equity  that  this  procedure  con- 
tinue. This  type  of  claim  should  come  to  the  arbi- 
trators with  a judicial  and  medical  decision.  Under 
Section  13-a(5)  the  Workmen’s  Compensation  Board 
has  authority  to  decide  on  issues  of  this  type  and 
should  accept  the  responsibility  of  making  a decision 
in  these  troublesome  cases.  In  all  such  instances  the 
carriers  should,  if  the  attending  physician  disagrees 
with  their  examiner  as  to  the  necessity  of  further 
treatment  or  the  frequency  of  same,  or  of  the  type  of 
treatment,  ask  the  referee  to  direct  the  medical  ex- 
aminer or  an  especially  qualified  physician  whom 
the  chairman  may  designate,  to  examine  the  claim- 
ant and  make  a definite  decision  as  to  the  question 
involved.  We  believe  this  would  remove  many  dis- 
putes concerning  medical  bills  and  also  clear  the  arbi- 
tration procedures  of  one  of  the  greatest  sources  of 
dissatisfaction. 

During  the  year,  eight  arbitration  sessions  were 
held,  one  in  Newburgh  for  the  counties  of  Orange, 
Dutchess,  Rockland,  and  Sullivan;  one  in  Utica  for 
the  counties  of  Oneida  and  Herkimer;  one  in  Syra- 
cuse for  the  counties  of  Onondaga,  Madison,  and 
Tompkins;  one  in  Rochester  for  the  counties  of 
Monroe  and  Livingston;  two  in  Buffalo  for  the 
counties  of  Erie  and  Niagara,  and  two  in  Albany  for 
the  counties  of  Albany,  Schenectady,  Warren,  Ful- 
ton, Montgomery,  and  Oswego.  The  amount  of 
medical  bills  in  dispute  totaled  $10,817.26.  The 
amount  awarded  was  $6,094.50.  Your  Director  at- 
tended each  one  of  these  sessions. 

Physicians  are  again  urged  to  comply  with  the 
law  and  request  in  writing  authorization  for  physical 
therapy  treatments  costing  in  excess  of  twenty-five 
dollars. 

Thoracic  Surgery  (M-17).— For  a number  of  years 
we  have  represented  to  the  chairman  of  the  Work- 
men’s Compensation  Board  the  necessity  of  estab- 
lishing a subspecialty — thoracic  surgery,  and  the 
granting  of  a new  symbol  (M-17)  to  cover  this  spe- 
cialty. 

There  can  be  no  doubt  of  the  necessity  of  this  be- 
cause of  the  growing  importance  of  this  special  work 
and  the  increasing  number  of  highly  trained  physi- 
cians who  are  devoting  their  full  time  to  it.  Oppor- 
tunities for  intern  and  residency  training  are  increas- 
ing throughout  the  country,  and  a National  Specialty 
Board  has  been  created. 

We  have  been  urged  by  the  physicians  of  this 
State  who  specialize  in  thoracic  surgery  and  by  gen- 
eral surgeons  who  take  a special  interest  in  it  to  use 
our  efforts  to  obtain  recognition  for  the  specialty 
under  the  Workmen’s  Compensation  laws  of  this 
State. 

We  believe  the  time  has  come  for  the  chairman  of 
the  Workmen’s  Compensation  Board  to  reconsider 
her  decision  with  a view  to  carrying  out  the  con- 
sidered recommendations  of  the  House  of  Delegates. 


Group  Practice  and  the  Workmen’s  Compen- 
sation Law. — The  XYZ  Clinic  is  a group  of  physi- 
cians practicing  medicine  as  a group  or  partnership. 
They  are  registered  in  the  county  clerk’s  office  as 
doing  business  under  an  assumed  name  other  than 
their  own,  as  required  by  the  statute.  Compen- 
sation bills  for  services  rendered  by  members  of  the 
group  are  rendered  on  billheads  of  the  group,  the 
name  of  the  physician  rendering  the  service  being 
mentioned  on  the  bill.  Where  insurance  carriers 
make  out  checks  to  the  doctor,  the  latter  endorses  the 
check  over  to  the  group.  There  is  no  question  about 
the  right  of  this  group  to  practice  medicine  and  di- 
vide fees  under  the  provisions  of  the  amended  Edu- 
cation Law  of  1947  (Griffith-Milmore  Senate  Int. 
740  of  1947).  However,  attention  is  drawn  to  the 
fact  that  this  law  which  amended  the  Education 
Law  states  “no  such  sharing,  division,  or  apportion- 
ment shall  be  permitted  with  respect  to  fees  received 
for  rendering  medical  care  and  treatment  under  the 
Workmen’s  Compensation  Law.”  A similar  circum- 
stance arose  in  New  York  City,  where  the  ABC 
group  inquired  whether  it  was  legal  for  them  to  place 
compensation  fees  earned  by  doctors  in  the  common 
funus  of  the  group  and  share  same.  In  accordance 
with  the  provisions  of  both  the  Workmen’s  Compen- 
sation Law  and  the  Education  Law,  section  one, 
paragraph  f,  subdivision  2 of  Section  1264,  such  shar- 
ing or  apportionment  is  illegal  in  compensation 
cases. 

Regardless  of  the  merits  of  group  practice,  as  op- 
posed to  the  individual  practice  of  medicine,  there 
is  an  increasing  tendency  for  physicians  to  work  to- 
gether in  groups  for  the  practice  of  medicine. 

The  laws  of  this  State  permit  the  establishment  of 
groups  of  physicians  under  certain  conditions,  permit 
them  to  share  in  fees  collected  from  their  patients, 
and,  in  this  respect,  exempt  them  from  the  pro- 
visions of  the  Education  Law  regarding  the  division, 
rebating,  transferring,  and  assigning  of  fees.  How- 
ever, should  a patient  injured  under  the  Workmen’s 
Compensation  Law  be  treated  by  such  a group,  there 
is  no  such  immunity,  and  indeed  such  partnerships  or 
groups  may  not  function  under  the  Workmen’s  Com- 
pensation Law.  It  is  apparent  that  provisions  of 
the  Education  Law  and  Workmen’s  Compensation 
Law  are  diametrically  opposed;  what  a partnership 
may  do  under  one  is  deemed  illegal  under  the  other. 
If  the  provisions  of  the  Education  Law  relating  to 
partnerships  serve  a useful  purpose  and  are  equi- 
table, they  should  also  apply  to  the  Workmen’s 
Compensation  Law  and  vice  versa.  There  are  very 
few  partnerships  or  groups  which  deal  exclusively  in 
workmen’s  compensation  practice.  The  technical 
difficulties  arising  under  these  circumstances  are  in- 
superable, and  some  action  should  be  taken  to  bring 
the  conflicting  statutes  into  conformity. 

Legislation. — From  year  to  year  we  have  sug- 
gested legislation  to  improve  the  administration  of 
the  Workmen’s  Compensation  Law.  This  took  the 
shape  of  new  statutes  or  merely  amendments  to 
existing  provisions.  We  feel  that  eventually  there 
should  be  a review  and  substantial  revision  of  the 
entire  medical  section  of  the  Workmen’s  Compen- 
sation Law  to  bring  about  such  changes  which  we 
have  been  recommending,  in  the  interest  of  smoother 
and  more  economic  administration. 

We  are  again  attempting  to  introduce  a bill  to 
amend  Section  13-g(2)  of  the  Workmen’s  Compen- 
sation Law  to  make  the  place  of  arbitration  of  dis- 
puted medical  bills  the  county  in  which  the  medical 
services  were  rendered  rather  than  the  county  in 
which  the  employe  resides,  as  is  the  case  now. 
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Both  the  Council  Committee  and  Advisory  Com- 
mittee on  Workmen’s  Compensation  recently  ap- 
proved this  legislation.  We  are  unable  to  under- 
stand or  agree  with  the  reason  for  failure  to  obtain 
support  for  this  bill  from  the  Workmen’s  Compen- 
sation Board.  The  purpose  of  such  an  amendment 
should  be  obvious.  The  patient  claimant  is  no 
party  to  the  dispute  between  the  doctor  and  the  in- 
surance carrier  or  employer.  Frequently,  and  more 
often  than  the  records  show,  physicians  fail  to  arbi- 
trate disputed  bills  if  they  have  to  travel  a great  dis- 
tance to  the  point  of  the  claimant’s  residence. 
Under  these  circumstances  they  make  whatever 
settlement  they  can  with  the  carrier.  Employes  liv- 
ing in  large  cities  and  working  seasonally  in  other  parts 
of  the  State  or  workers  on  construction  gangs  are 
treated  where  injured  and  then  return  to  their  own 
homes.  Disputed  medical  bills  must  be  arbitrated 
in  the  county  where  the  injured  worker  resides  even 
though  the  doctor  who  rendered  the  treatment  is 
separated  by  the  width  of  the  State. 

We  have  again  introduced  a bill  to  restore  the 
functions  of  the  four  counties  having  a population  of 
over  one  million.  It  is  known  as  the  Fino  Bill, 
Senate  Int.  1656. 

For  a number  of  years  the  House  of  Delegates  has 
recommended  the  restoration  of  functions  to  the  four 
New  York  counties  having  a population  of  over  one 
million,  similar  to  those  incumbent  upon  all  other 
county  medical  societies  of  the  State.  Bills  have 
been  introduced  in  the  Legislature  each  year  and 
have  failed  to  come  out  of  committee,  principally  be- 
cause they  lacked  the  support  of  the  Workmen’s 
Compensation  Board.  * Our  purpose  in  demanding 
the  same  privileges  and  opportunities  for  services  in 
the  four  counties  are  not  based  upon  selfish  reasons 
or  desire  to  exercise  power. 

We  feel  certain  that  the  specific  function  of  quali- 
fying physicians  for  medical  practice,  of  arbitrating 
disputed  medical  bills,  of  examining  and  recommend- 
ing the  licensing  of  physicians  and  employers  medical 
bureaus  and  of  x-ray  and  pathologic  laboratories,  and 
of  controlling  the  ethical  and  moral  aspects  of  medi- 
cal practice  can  best  be  served  by  an  interested,  co- 
operative medical  profession — and  without  any  ex- 
pense to  the  government.  Indeed,  in  these  days  of 
mounting  budgets,  the  saving  to  the  State  would  be 
very  considerable. 

The  Bureau  has  analyzed  and  submitted  to  the 
Executive  Officer  in  Albany  opinions  and  analyses  on 
all  bills  involving  workmen’s  compensation,  in  par- 
ticular bills  which  would  have  enabled  podiatrists 
and  registered  physical  therapists  to  treat  inde- 
pendently and  render  bills  for  services  under  the 
Workmen’s  Compensation  Law  and  the  bill  to  per- 
mit service  of  subpoenas  in  workmen’s  compensation 
cases  by  registered  mail.  It  goes  without  saying 
that  these  bills  being  inimical  to  the  public  welfare 
were  strongly  opposed. 

Your  chairman  now  completes  the  second  year  of 
his  stewardship.  He  believes  that  the  relations  be- 
tween the  Workmen’s  Compensation  Board  and  the 
Council  of  the  State  Society  are  on  a much  improved 
level,  and  opportunities  for  discussion  on  controver- 
sial subjects  can  readily  be  arranged.  He  is  person- 
ally grateful  for  the  courtesy  and  consideration  ex- 
tended to  him  by  the  chairman  of  the  Workmen’s 
Compensation  Board,  Miss  Mary  Donlon,  and  the 
assistance  rendered  the  Bureau  by  the  district  ad- 
ministrators and  other  officers  of  the  Workmen’s 
Compensation  Board.  We  point  with  considerable 

* In  the  interest  of  brevity  we  refer  to  previous  annual 
reports  on  proposed  or  suggested  legislation  to  improve  ad- 
ministrative procedures. 


pride  to  our  Workmen’s  Compensation  record  in 
New  York  State.  There  is  much  yet  to  be  done,  but, 
with  the  broadening  of  the  mechanisms  for  admin- 
istering our  program  this  year,  he  is  looking  forward 
to  even  better  results. 

Workmen’s  Compensation  is  an  outstanding  ex- 
ample of  how  a broad  medical  program,  coopera- 
tively administered  and  carried  out,  can  demon- 
strate the  soundness  of  our  claim  for  the  extension 
and  preservation  of  the  voluntary  system  of  medical 
practice.  It  is  a public  service  of  the  greatest  mag- 
nitude and  one  of  medicine’s  recognizable  accom- 
plishments in  the  public  welfare. 

It  is  a form  of  social  medicine  (Note:  We  did  not 
say  “socialized  medicine”)  at  the  State  level.  More 
specifically,  it  is  an  outstanding  demonstration  of 
the  moral  and  human  values  of  which  doctors  have 
justly  been  proud  and  for  which  they  have  attained 
the  high  esteem  of  the  public  at  large.  It  is  a high 
responsibility  we  have  assumed,  and  we  must  recog- 
nize our  obligations  to  the  communities  which  we 
serve.  Without  surrender  of  any  of  our  proper 
rights  and  privileges,  we  can  play  our  part  uprightly 
in  this  joint  effort  to  serve  the  injured  workers  in  our 
State. 

Compensation  medicine,  as  practiced  in  this  State, 
is  a fivefold  program  involving  the  State  govern- 
ment, the  medical  profession,  the  employer,  the  in- 
surance carrier,  and,  mpst  important  of  all,  the  in- 
jured workman.  This  joint  effort  is  a State  ad- 
ministered-privately  financed  program,  and  as  such, 
under  our  voluntary  system,  must  operate  success- 
fully. New  York’s  Workmen’s  Compensation  ma- 
chinery is  being  carefully  watched  and  appraised  by 
the  entire  nation.  We  must  not  let  it  fail.  We 
would  appeal  to  all  of  you  to  spread  this  philosophy 
of  service  and  cooperation  widely  to  the  end  that  we 
may  render  an  ever-improving  quality  of  medical 
care  to  the  compensable  sick  and  injured  in  our 
State. 

We  again  take  this  opportunity  to  express  our  pro- 
found appreciation  of  the  work  of  the  secretarial 
staff  of  the  Bureau.  Miss  Elizabeth  H.  Wheeler 
and  Miss  Alice  Wheeler  have  been  uninterruptedly 
in  the  service  of  the  State  Society  in  Workmen’s 
Compensation  since  1935.  Their  devotion  to  the 
best  interests  of  the  medical  profession  cannot  be 
too  highly  commended. 

The  Committee  also  wishes  to  acknowledge  grate- 
fully the  help  and  cooperation  of  the  Compensation 
Insurance  Rating  Board  through  its  general  man- 
ager, Mr.  Henry  D.  Sayer,  and  the  director  of  arbi- 
tration, Mr.  Irving  Sofferman. 

We  also  wish  to  thank  the  members  of  the  various 
Radiologic  Examining  Committees  for  their  volun- 
tary assistance  to  the  various  compensation  com- 
mittees who  have  referred  applicants  for  radiologic 
qualification  for  examination  to  be  certified  in  this 


field. 

The  Bureau  has  in  all  the  years  of  its  existence  con- 
tinued under  the  direction  of  Dr.  David  J.  Kaliski. 
He  has  organized  his  task  in  a highly  efficient  man- 
ner, and  this,  coupled  with  his  unequalled  familiarity 
with  the  complexities  of  the  Workmen’s  Compensa- 
tion Law,  makes  his  services  virtually  indispensable. 
We  on  the  Committee,  and  particularly  the  chair- 
man, depend  greatly  on  his  considered  judgment, 
and  we  express  sincerely  our  appreciation  and 
thanks. 

PART  XI 

Publication 
The  Publication  Committee  has  the  following 
membership: 
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George  W.  Kosmak,  M.D.,  Managing  Editor, 

Chairman New  York 

W.  P.  Anderton,  M.D.,  Secretary New  York 

Dwight  Anderson,  Business  Manager.  .New  York 

James  R.  Reuling,  M.D.,  Treasurer Bayside 

Laurance  D.  Redway,  M.D.,  Literary  Editor . . . . 

Ossining 

Edward  T.  Wentworth,  M.D.,  Trustee . Rochester 

Daring  the  year  covered  by  this  report,  the  Pub- 
lication Committee  held  monthly  meetings,  except 
during  July  and  August,  and  the  editorial  group  met 
practically  every  week  to  discuss  the  Joubnal  con- 
tents and  various  other  matters  pertaining  to  the 
Journal  and  Directory.  The  chairman  presented  a 
committee  report  at  the  regular  meetings  of  the 
Council. 

Journal. — The  editorials  printed  in  the  Journal 
have  been  carefully  discussed  by  the  editorial  com- 
mittee before  publication  and  in  their  writing  careful 
attention  paid  to  the  policies  enunciated  by  the 
State  Society.  We  are  pleased  to  note  that  they 
aroused  comment  by  members  and  were  referred  to 
in  other  journals.  The  scientific  articles  likewise 
have  been  widely  abstracted  and  quoted  in  numerous 
publications.  During  the  year  new  features  have 
been  introduced  as  a supplement  to  the  editorial 
columns,  namely,  the  short  and  practical  articles  on 
nutrition,  public  health,  rehabilitation, 'etc.,  all  pro- 
duced by  authoritative  contributors.  The  Presi- 
dent’s Page  is  a means  of  providing  a direct,  and,  we 
believe,  satisfactory  contact  between  the  head  of 
our  Society  and  its  membership.  We  are  indebted 
to  the  present  incumbent,  Dr.  Leo  F.  Simpson,  for 
his  cooperation. 

The  papers  presented  at  the  annual  meeting,  to- 
gether with  the  additional  articles  submitted  for 

Cublication  in  the  Journal,  make  demands  on  space 
ecause  of  their  number,  which  necessarily  delays 
somewhat  their  inclusion  in  our  pages.  Such  delays 
are  regrettable  but  cannot  be  avoided,  as  we  find  it 
essential  to  limit  the  number  of  pages  of  scientific, 
and  other  material  to  accord  with  the  advertising 
pages  in  order  to  maintain  a balanced  relation  be- 
tween advertising  income  and  printing  expense. 
While  delays  and  limitation  of  pages  may  be  unfor- 
tunate, it  is  the  only  means  by  which  a publication 
deficit  can  be  avoided.  The  costs  of  printing  have 
increased  markedly  during  the  past  year,  and  we  have 
been  subject  to  a mounting  cost  of  approximately 
ten  per  cent  last  year,  and  a total  since  1944  of  26 
per  cent.  It  should  prove  of  interest  in  this  con- 
nection to  recall  the  financial  status  of  the  Journal 
since  1939.  During  the  period  from  1939  to  1942, 
the  deficit  was  almost  $64,000.  After  the  Society 
took  over  and  managed  the  publication,  the  sur- 
pluses to  1947  were  as  follows:  1943,  $5,995;  1944, 
$30,341;  1945,  $37,020;  1946,  $24,913;  1947, 

$5,076,  and  1948,  $1,332.87.  The  foregoing  are 
auditors’  figures.  The  total  surplus  for  these  past 
six  years  was  approximately  $104,000,  a most  credit- 
able showing  in  comparison  with  the  previous  era  of 
deficits.  It  may  be  of  interest  to  note  that  at  pres- 
ent the  Journal  has  a circulation  of  23,550  copies 
and  that  the  average  cost  of  a 112-page  issue  is  ap- 
proximately $3,600. 

Every  effort  has  been  made  to  have  the  Journal 
distributed  on  the  stated  dates,  and  during  recent 
months  great  improvement  has  resulted  owing  to 
the  satisfactory  cooperation  of  our  printers,  the 
Mack  Printing  Company. 

A statement  of  publication  details  follows- 
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1947 

1948 

Increase 

Number  of  issues 

published 

24 

24 

1 Supple- 
ment 

1 Supple- 
ment 

Number  of  pages 

Text 

1,500 

1,879 

379 

Advertising 

1,248 

1,105 

-143 

Total 

2,748 

2,984 

236 

Number  of  articles 

submitted 

324 

413 

89 

Number  of  articles 

published 

223 

303 

80 

SUMMARY  OF  TEXT  PAGES  FOR  1948 


Scientific  Articles  (303*) 1,064 

226  Articles 
69  Case  reports 
8 Special  articles 

Editorials 110 

President’s  Page 6 

Facts  About  Nutrition 12 

Medical  News 101 

Hospital  News 68 

Necrology  (deaths  of  268 

physicians) 29 

‘Books  (Received  and  119  Re- 
viewed)   28 

Annual  Reports  and  Annual 

Meeting  News 87 

House  of  Delegates  Minutes. . 132  (Supplement) 

Council  Minutes  (9  meet- 
ings)   74 

Woman’s  Auxiliary 20 

Index  (June  15  and  Decem- 
ber 15  issues) 18 

Miscellaneous 58 

Table  of  contents,  officers, 
etc 72 


* There  were  435  authors  represented  in  the  303 
articles  which  were  published. 

During  the  past  year  it  was  decided  to  expand  the 
editorial  staff  by  including  in  the  “masthead”  the 
names  of  a group  of  men  interested  in  various  fields 
of  medicine  who  would  act  in  the  capacity  of  con- 
tributors and  advisors  in  their  special  fields.  Drs. 
Moore,  Rusk,  Brumfield,  and  Curphey  have  already 
written  such  articles,  which  it  is  hoped  will  add  vital- 
ity to  our  pages,  There  is  also  functioning  a list  of 
specialist  consultants  to  whom  scientific  papers  are 
referred,  when  deemed  necessary,  as  to  their  ac- 
ceptability for  publication.  All  advertising  copy  is 
carefully  examined  by  the  editor  before  acceptance, 
and  a special  committee  is  called  upon  for  decision  in 
case  of  doubt. 

The  Publication  Committee  has  discussed  for 
some  time  changes  in  the  general  appearance  of  the 
Journal  and  likewise  its  size,  typography,  and  other 
improvements,  but  we  believe  that  this  cannot  be 
done  at  the  present  time  because  of  the  costs  in- 
volved. Our  signal  endeavor  has  been  to  keep  the 
outlays  within  the  revenue.  We  also  know  that  the 
office  facilities  are  inadequate,  but  in  view  of  the 
limitations  imposed  by  expanded  headquarters  ac- 
tivities in  recent  years,  the  editorial  staff  cannot  be 
accommodated  with  more  satisfactory  quarters  at 
the  present  time.  Working  under  crowded  con- 
ditions, our  technical  editorial  staff,  with  Miss 
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Alvina  Rich  Lewis  as  chief,  and  her  assistants,  Miss 
AnneE.  Gibson  and  Miss  M.  Elizabeth  Vail,  have  con- 
ducted this  phase  of  the  Journal  activities  in  a most 
able  and  efficient  manner.  Our  advertising  repre- 
sentatives, Mr.  Gordon  Marshall  and  Mr.  Charles  L. 
Baldwin,  Jr.,  deserve  great  credit  in  obtaining  adver- 
tising in  a resistant  market,  and  Miss  Grace  West 
continues  with  her  efficient  supervision  and  handling 
of  the  advertising  copy.  Appreciation  is  also  ex- 
tended to  Miss  Dougherty  and  her  staff  for  their 
helpful  assistance  and  cooperation. 

Directory. — The  Directory  for  1949  was  distributed 
in  March.  Its  compilation  has  been  a colossal  task, 
requiring  additional  personnel  in  the  office  and  much 
care  and  supervision  by  our  executives.  The  pub- 
lication has  been  costly,  and  the  revenue  from  ad- 
vertising and  cash  sales  will  prove  only  a partial  con- 
tribution. The  1949  edition  comprises  3,500  more 
copies  than  the  1947  edition;  27,000  in  all.  In- 
creased printing  paper  and  compilation  cost  bring 
the  estimated  expense  to  $141,000.  Income  from 
volume  sales  and  advertising  will  be  approximately 
$56,550,  leaving  a deficit  of  $84,850.  In  an  effort 
to  reduce  these  large  expenditures,  your  Committee 
recommends  publication  of  the  Directory  every  third 
year  and  the  omission  hereafter  of  the  Connecticut 
and  New  Jersey  sections.  Discussions  have  been 
held  with  executives  of  these  respective  state  so- 
cieties, who  decline  to  make  any  contributions  to  the 
publication  costs. 

By  resolution  of  the  House  of  Delegates  the  Pub- 
lication Committee  is  appointed  annually.  Your 
committee  recommends  to  the  House  of  Delegates 
the  continuation  of  this  body,  previously  established 
by  the  House  of  Delegates  as  follows:  “The  Pub- 
lication Committee  shall  consist  of  the  Secretary, 
the  Treasurer,  the  Business  Manager  of  the  Journal 
and  the  Directory,  the  Managing  and  Literary  Edi- 
tors, and  one  member  of  the  Board  of  Trustees,  to 
be  appointed  by  the  President  after  consultation 
with  its  chairman.” 

Public  Relations 

The  Council  Committee  on  Public  Relations  con- 
sists of  the  following : 


Floyd  S.  Winslow,  M.D.,  Chairman Rochester 

George  W.  Fish,  M.D New  York 

Elton  R.  Dickson,  M.D Binghamton 


A meeting  of  national  and  state  society  executives 
was  held  in  Chicago  on  February  12  to  discuss  plans 
for  the  national  educational  campaign.  It  was  at- 
tended by  Mr.  Anderson,  Dr.  Winslow,  Mr.  Walsh, 
and  Mr.  Miebach  as  representatives  of  the  Public 
Relations  Bureau  of  the  Society. 

County  Public  Relations  Committees. — As  the 
campaign  takes  shape,  it  is  becoming  increasingly 
evident  that  a great  part  of  the  burden  of  telling  the 
story  of  American  medicine  to  the  public  will  have 
to  be  carried  by  state  and  county  medical  societies. 
As  a spokesman  for  the  American  Medical  Asso- 
ciation put  it  in  a recent  letter,  “Your  state  asso- 
ciation and  your  office,  as  well  as  your  member  so- 
cieties, will  be  in  the  front  lines  of  the  ‘grass  roots’ 
campaign  to  convince  the  American  people  that  vol- 
untary medical  care  is  better  for  them  by  far  than 
any  compulsory  system.” 

The  presidents  of  the  county  medical  societies  and 
their  fellow  officers  should  analyze  the  situation  in 
their  localities  and  organize  their  facilities  to  meet  it. 
There  are  two  things  which  each  county  organization 
should  concentrate  upon  immediately.  These  are 
(1)  organization  of  a speaker’s  bureau,  and  (2) 


creation  of  a public  -relations  committee  where  one 
does  not  now  exist. 

It  is  highly  important  that  speakers  be  made 
available  to  disseminate  the  facts  of  our  case  to  the 
American  people.  A call  should  go  out  to  all  mem- 
bers with  forensic  ability  to  volunteer  their  services 
for  this  purpose.  It  is  equally  important  to  have  an 
effective  public  relations  committee  to  map  out  a 
well-rounded  program  of  activity  to  meet  this  emer- 
gency and  to  act  as  a channel  for  the  information 
which  is  flowing  in  increasing  quantities  from  a num- 
ber of  sources,  on  the  subject  of  compulsory  sickness 
insurance. 

Releases. — During  the  past  year,  the  Public  Rela- 
tions Bureau  sent  a total  of  124  releases  to  the  press. 
Subjects  included  editorials  appearing  in  our  Jour- 
nal, postgraduate  education  sessions,  district  branch 
meetings,  and  voluntary  medical  care  plans. 

News  Letters. — Six  News  Letters  were  dispatched 
to  a special  list  of  700  physicians.  They  treated  of 
the  use  of  Federal  money  in  lobbying  for  legislation, 
establishment  of  service  bureaus  to  supply  doctors 
in  emergencies  when  the  patient’s  regular  physician 
is  not  available,  the  antivivisection  racket,  and  the 
forthcoming  1949  chiropractic  campaign. 

Publications  and  Printed  Matter. — Two  pamph- 
lets were  issued  on  the  subject  of  chiropractic:  one, 
Medicine  Men  and  Men  of  Medicine,  a new  edi-  . 
tion  of  a previous  publication;  the  other,  Myth  and 
Menace,  a new  document  consisting  of  the  report 
of  the  commission  appointed  to  study  the  subject  as 
directed  by  the  House  of  Delegates.  This  com- 
mission consisted  of  Dr.  Philip  B.  Armstrong,  pro- 
fessor of  anatomy,  Syracuse  University  College  of 
Medicine;  Dr.  Homer  D.  Kesten,  associate  professor 
of  pathology,  College  of  Physicians  and  Surgeons, 
Columbia  University,  and  LeRoy  L.  Barnes,  profes- 
sor of  biophysics,  Cornell  University. 

The  members  of  the  commission  rendered  their 
report  to  Dr.  Maurice  J.  Dattelbaum,  chairman  of 
the  Subcommittee  on  Cults.  The  pamphlet  includes 
a forceful  introduction  by  Frederick  W.  Miebach,  , 
director  of  information  of  the  Society. 

Vital  Speeches  of  the  Day  reprinted  “The  Doctor 
and  Public  Health,”  a talk  made  by  the  president  of 
the  Society,  Dr.  Leo  F.  Simpson,  at  the  annual  Con- 
ference of  Health  Officers  and  Nurses  at  Saratoga  ; 
Springs,  July  21  to  23,  1948.  Reprints  to  the  num- 
ber of  25,000  were  distributed  to  our  mailing  list  of  r-, 
influential  citizens  throughout  the  State. 

A “Manual  for  Legislative  Chairmen”  and  com- 
mittee members  was  published  in  mimeograph  form 
with  the  cooperation  of  the  Legislative  Committee 
and  the  Executive  Officer.  From  the  response  re- 
ceived, it  is  felt  that  this  document  had  considerable 
value. 

“What  Every  Doctor’s  Wife  Should  Know”  was 
published  in  mimeograph  form  for  the  Woman’s 
Auxiliary.  This  is  a compendium  of  articles  by  ten 
members  of  the  Woman’s  Auxiliary  on  the  subject  of 
socialized  medicine. 

The  Public  Relations  Bureau  was  pleased  to  give 
its  consent  to  the  Medical  Society  of  the  State  of 
Pennsylvania  to  reprint  the  pamphlet,  Dogs, 
Drugs  and  Doctors,  dealing  with  the  subject  of  vivi- 
section. 

Speaker’s  Service  Bureau. — Mr.  Thomas  E. 
Walsh,  field  representative,  has  continued  his 
efforts  to  assist  county  medical  societies  in  forming 
speaker’s  bureaus.  Interest  has  increased  remark-  j- . 
ably  since  the  November  elections.  As  a result,  the 
Speaker’s  Service  Bureau  has  been  called  upon  to 
assist  the  Public  Relations  Committees  and  the 
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executive  secretaries  of  the  following  counties,  among 
others,  in  preparing  doctors  to  present  the  medical 
profession’s  attitudes  on  socialized  medicine  to  the 
general  public:  Nassau,  New  York,  Broome,  Queens, 
Monroe,  Richmond,  Bronx,  and  Orange. 

Numerous  requests  have  also  been  received  for 
speakers  to  participate  in  radio  and  television  broad- 
casts on  the  subject.  Most  notable  among  these 
were  the  State-wide  programs  presented  over  Sta- 
tions WPIX  (television),  WJZ,  and  several  smaller 
stations,  such  as  Station  WFAS. 

As  a supplement  to  the  efforts  of  the  speakers,  a 
special  kit  containing  talks  by  officers  and  members 
of  the  New  York  State  and  county  societies  has  been 
prepared  and  made  available  to  the  county  societies 
and  auxiliaries  for  use  by  the  members  engaged  to 
speak  on  the  subject. 

During  the  last  two  months  the  Public  Relations 
Bureau  has  received  more  than  40  requests  for  speak- 
ers. In  most  instances  these  requests  are  passed 
on  to  the  county  societies,  but  where  this  is  not  prac- 
ticable, the  Speaker’s  Service  Bureau  has  made  ar- 
rangements directly. 

Woman’s  Auxiliary. — The  Public  Relations 
Bureau  has  continued  to  assist  the  officers  and  mem- 
bers of  the  Woman’s  Auxiliary  in  the  planning  and 
preparation  of  various  programs.  Among  the 
Auxiliary  Committees  assisted  are  the  Public  Rela- 
tions, Press  and  Publicity,  and  Program  and  Legis- 
lation. Arrangements  have  also  been  made  to  keep 
the  committees  informed  of  the  various  programs, 
plans,  and  decisions  of  the  State  Society  committees. 

Assistance  is  also  given  to  the  editor  of  The 
Distaff  in  the  preparation  and  selection  and  editing 
of  articles,  as  well  as  in  the  mailing  and  distribution 
of  the  magazine  to  members. 

Copies  of  the  Auxiliary  booklet,  Ladder  to 
Auxiliary  Success,  which  was  distributed  at  the  fall 
meeting,  were  sent  to  all  members  of  the  State  So- 
ciety Council. 

Copies  of  Dr.  Simpson’s  talk,  “The  Doctor  and 
Public  Health,”  were  also  made  available  to  the 
Auxiliary  for  distribution  to  the  presidents  of  the  47 
state  auxiliaries  and  to  the  two  territorial  auxiliaries. 
A kit  of  talks  and  articles  on  the  subject  was  mailed 
to  each  Auxiliary  public  relations  chairman.  In  re- 
sponse to  numerous  requests,  Mr.  Walsh  continued 
to  address  various  Auxiliaries  on  public  relations, 
legislation,  and  socialized  medicine. 

Annual  Meeting.— During  the  142nd  annual  meet- 
ing, the  press  room  was  the  center  of  activity  for  20 
representatives  of  newspapers,  wire  services,  and 
periodicals.  Daily,  and,  at  times,  instantaneous 
coverage  was  furnished.  On  two  occasions  the  news 
from  our  meeting  appeared  on  the  front  page  of  the 
New  York  Times,  and  both  the  Times  and  the 
Herald  Tribune  devoted  editorials  to  certain  actions 
taken  by  our  House  of  Delegates.  Four  special 
mailings  to  city  and  State  newspapers  were  made, 
and  photographs  were  supplied  the  press  of  the  offi- 
cials of  the  State  Society  and  the  Woman’s  Auxiliary. 

District  Branch  Meetings. — Releases  went  to  the 
press  regarding  the  programs  and  speeches  at  all 
eight  District  Branch  meetings.  In  attendance  were' 
Mr.  Anderson,  Mr.  Walsh,  and  Mr.  Miebach. 


PART  XII 
MISCELLANEOUS 

Convention 

The  Council  Committee  on  Convention  consists  of 
the  following  members: 


Carlton  E.  Wertz,  M.D.,  Chairman Buffalo 

W.  P.  Anderton,  M.D New  York  City 

Dwight  Anderson New  York  City 

The  142nd  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York  was  held  at  the  Hotel  Penn- 
sylvania, New  York  City,  May  17  to  21,  1948. 

Attendance. — The  following  registrations  were 
recorded : 


Physicians 4,396 

Guests 874 

Exhibitors 750 


6,020 

The  physician  registration  numbered  almost 
3,700  members  of  the  Medical  Society  of  the  State  of 
New  Y7ork,  and  the  balance,  nonmember  physicians 
from  many  parts  of  the  globe.  The  guests,  for  the 
most  part,  were  dietitians,  medical  technicians,  regis 
tered  nurses,  and  others  working  closely  with  the 
medical  profession. 

Scientific  Program. — Approximately  125  papers 
were  read  at  the  scientific  meetings.  The  Teaching 
Day  program,  arranged  by  the  late  Dr.  O.  W.  H. 
Mitchell,  was  well  attended.  The  General  Sessions, 
presided  over  by  Dr.  Duncan  W.  Clark,  were  filled  to 
overflowing.  Many  of  the  section  meetings  were 
conducted  with  part  of  the  audience  standing  in  the 
rear.  Only  the  physical  limitations  of  the  meeting 
rooms  prevented  larger  attendance. 

Scientific  .Exhibits. — Seventy  exhibits,  many  of 
outstanding  scientific  value,  drew  a constant  stream 
of  physicians,  and  much  favorable  comment.  The 
Scientific  Award  Committee  gave  a first  prize,  a 
second  prize,  and  honorable  mention  in  two  classes — 
Clinical  Research  and  Scientific  Research.  Appro- 
priate plaques  were  awarded  to  the  winning  exhibits 
by  Dr.  J.  G.  Fred  Hiss,  chairman  of  the  Scientific 
Exhibits. 

The  following  were  recipients  of  the  awards: 
Clinical  Research:  First  Prize,  William  Benham 
Snow,  Columbia-Presbyterian  Medical  Center,  New 
York,  “A  Program  in  Physical  Medicine.” 

Second  Prize,  David  J.  Graubard,  Milton  H. 
Waldman,  Raphael  W.  Robertazzi,  Reconstruction 
Hospital  Unit,  Post-Graduate  Medical  School  and 
Hospital,  New  York,  “Intravenous  Procaine.” 
Honorable  Mention,  Harry  Wallerstein  and  Alfred 
W.  Schwarz,  Jewish  Memorial  Hospital,  New  Y'ork, 
“Management  of  Erythroblastosis  Fetalis.” 
Scientific  Research : First  Prize,  Gilbert  Dahldorf, 
Division  of  Laboratories  and  Research,  New  York 
State  Department  of  Health,  Albany,  “Vaccination 
Against  Tuberculosis  with  BCG  Vaccine.” 

Second  Prize,  Lee  A.  Hadley,  Syracuse,  “Inter- 
vertebral Foramen  Studies.” 

Honorable  Mention,  B.  S.  Oppenheimer,  Arthur 
Purdy  Stout,  and  E.  T.  Oppenheimer,  Columbia 
University,  College  of  Physicians  and  Surgeons,  New 
York,  “Sarcomas  Induced  in  Rats  by  Implanting 
Cellophane.” 

Technical  Exhibits. — The  large  attendance  of  doc- 
tors and  their  interest  in  the  attractive  technical  ex- 
hibits was  appreciated  by  the  exhibitors. 

Scientific  Motion  Pictures.— The  motion  picture 
exhibit  was  handled  in  a new  manner  last  year.  The 
Medical  Film  Guild  arranged  the  program  under  the 
supervision  of  Dr.  Theodore  J.  Curphey.  The  capac- 
ity audiences  at  all  the  showings  of  motion  pictures 
spoke  well  for  this  arrangement. 

The  Banquet  and  Annual  Meeting,  held  Wednes- 
day evening  on  the  Penn  Top,  was  attended  by 
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nearly  300  people.  The  highlights  of  the  banquet 
were  the  interesting  addresses  by  the  retiring  presi- 
dent, Dr.  Louis  H.  Bauer,  and  the  guest  of  honor, 
Dr.  Roger  I.  Lee  of  Boston,  Massachusetts.  . 

The  Woman’s  Auxiliary  expressed  pleasure  at  the 
enlarged  facilities  made  available.  Their  member- 
ship and  needs  are  growing  greater  every  year,  and 
the  Medical  Society  is  glad  to  be  able  to  comply. 

The  spirit  of  cooperation  among  the  members  of 
the  staff  and  committees  was  felt  among  the  exhibi- 
tors and  Section  and  Session  chairmen,  who  ex- 
pressed themselves  in  praise  of  the  arrangements. 

1949  Meeting. — During  the  summer  of  1948,  ar- 
rangements were  made  to  hold  the  143rd  Annual 
Meeting  at  the  Hotel  Statler,  Buffalo,  May  2 to  6, 
1949.  The  Scientific  Program  Subcommittee  met 
in  Buffalo,  October  30,  1948,  and  was  well  attended 
by  Section  and  Session  officers  and  others.  Most  of 
the  Section  and  Session  programs  were  presented. 
Duplications  were  adjusted,  and,  as  a result,  splendid 
cooperation  was  evinced.  In  addition  to  the  Ban- 
quet Committee,  the  Guest  Reception  Committee, 
the  Publication  Committee,  the  Committee  on  Re- 
ception of  Women,  and  the  Scientific  Program  Com- 
mittee on  Room  Assignments  and  Equipment,  a 
Committee  on  Housing  has  been  appointed  this 
year.  On  account  of  the  splendid  caliber  of  the  sci- 
entific programs  in  the  Sections,  Sessions,  Teaching 
Day  and  General  Meetings,  and  on  account  of  the 
high  quality  of  the  scientific  and  technical  exhibits, 
it  is  believed  that  the  1949  annual  meeting  ought  to 
rival  its  predecessors  as  a success. 

Nursing  Education 

The  Committee  on  Nursing  Education  has  the 
following  membership: 

W.  Guernsey  Frey,  M.D.,  Chairman 


New  York 

W.  P.  Anderton,  M.D New  York 

Norman  S.  Moore,  M.D Ithaca 


The  committee  continues  to  represent  the  Medical 
Society  of  the  State  of  New  York  on  the  Coordinat- 
ing Council  on  Nursing  Problems.  Since  the  last 
meeting  of  the  House  of  Delegates,  one  meeting  of 
this  body  has  been  held,  on  January  5,  1949;  Dr. 
Frey  presided.  Besides  the  official  representatives 
of  medicine,  hospital  administration,  registered  nurs- 
ing, and  practical  nursing,  there  were  also  present  by 
invitation  and  by  proxy  representatives  of  dentistry, 
nursing  education,  and  the  Board  of  Regents. 
Your  chairman  suggests  that  on  this  important  Nurs- 
ing Council  it  might  be  wise  to  have  the  viewpoint  of 
the  patient  represented  by  lay  or  public  members, 
either  regularly  appointed  or  invited  from  time  to 
time  at  the  discretion  of  the  chairman. 

In  1941  the  New  York  State  Legislature  enacted  a 
Nurse  Practice  Act,  regulating  the  practice  of 
nursing,  both  professional  and  practical.  The  effec- 
tive date  of  this  act  has  been  postponed  from  year  to 
year,  first  because  of  the  war  and  lately  because  of 
the  shortage  of  nurses.  At  the  meeting  of  the  Nurs- 
ing Council  on  January  5,  a resolution  was  adopted 
advocating  that  the  act  become  effective  on  April  1, 
1949.  When  your  committe  reported  this  action  to 
the  Council,  the  matter  was  referred  to  the  Com- 
mittee on  Legislation. 

During  the  past  year  there  have  been  numerous 
reports  and  surveys  on  the  nursing  problem.  It 
would  appear  that  a philosophy  is  developing: 
(1)  that  the  sick  requiring  expert  nursing  care  should 
be  in  hospitals,  (2)  that  most  bedside  nursing  should 
be  done  by  trained  practical  nurses;  (3)  that  pro- 


fessional nurses  should  be  degree-holding  tech- 
nicians who  will  be  responsible  to  the  physician  for 
the  proper  carrying  out  of  orders,  who  will  be  quali- 
fied to  perform  without  supervision  all  the  compli- 
cated therapeutic  procedures  in  the  modern  care  of 
the  sick,  and  who  will  have  general  supervision  of 
the  work  of  the  practical  nurses;  (4)  that  non- 
nursing duties  such  as  counting  linen,  caring  for  the 
patients’  effects,  etc.  will  be  performed  by  lay  atten- 
dants. In  this  new  scheme  the  old-time  graduate 
nurse  apparently  will  have  little  place,  and  many 
hospital  training  schools  will  have  the  choice  of  Uni- 
versity affiliation,  becoming  schools  for  practical 
nurses,  or  closing  up. 

No  action  need  be  taken  on  this  trend  at  this  time, 
but  the  medical  profession  may  well  give  thoughtful 
consideration  to  the  status  of  nursing  in  a changing 
world.  It  is  a matter  on  which  we  may  have  to  take 
a stand  in  the  not  too  distant  future. 

Woman’s  Auxiliary 

The  Council  Advisory  Committee  on  Woman’s 
Auxiliary  consists  of  the  following: 

Fenwick  Beekman,  M.D.,  Chairman 

New  York  City 


Nathan  B.  Van  Etten,  M.D Bronx 

Elton  R.  Dickson,  M.D Binghamton 


The  most  outstanding  accomplishment  of  our 
Woman’s  Auxiliary  during  1948  has  been  the  organi- 
zation of  a series  of  eight  District  Meetings.  These 
meetings  are  held  in  conjunction  with  the  District 
Meetings  of  the  State  Society  and  came  into  being 
only  after  their  object  and  purpose  had  been  re- 
viewed by  the  officers  of  tne  interested  committees  of 
the  State  Society.  They  differ  somewhat  from  the 
District  Meetings  in  that  they  do  not  have  a formal 
program  but  are  arranged  with  a view  to  affording  t 
the  eight  District  Councilors  of  the  Auxiliary  an  to 
opportunity  to  hold  informal  conferences  with  the  t. 
officers  and  individual  members  of  their  respective  ■; 
districts.  Their  success  can  be  measured  in  terms  tt- 
of  the  requests  from  the  various  county  auxiliaries 
for  a continuance  of  them  in  future  years.  Some*  if: 
doctors  are  of  the  opinion  that  these  meetings  may  t® 
also  help  to  increase  the  attendance  at  the  District  i-  ■ 
Branch  meetings  of  the  Society. 

The  continued  increase  in  circulation  of  the  I j 
Auxiliary  publication,  The  Distaff,  is  testimony  of 
the  esteem  in  which  the  members  of  the  Auxiliary  1 
and  the  medical  profession  hold  it.  The  larger  credit  :• 
for  this  work  is  due  Mrs.  Lee  R.  Sanborn,  the  editor. 

Another  activity  which  merits  our  gratitude,  espe-  k 
cially  in  view  of  its  timeliness,  is  the  Auxiliary’s  pro-  ta> 
motional  efforts  in  behalf  of  voluntary  medical  care  s ; 
plans,  as  directed  by  Mrs.  Alfred  L.  Madden. 

The  four  outstanding  events  of  the  year  were  the  (g 
Annual  Convention,  the  eight  District  Conferences,  t 
and  the  fall  and  winter  meetings  of  the  Executive 
Board. 

Auxiliary  committees  which  have  worked  very  C®, 
closely  with  the  committees  of  the  State  Society  in-  y , 
elude  the  Program,  Legislation,  Physicians’  Home, 
Press  and  Publicity,  and  Public  Relations.  Other 
committees  which  are  hidden  somewhat  from  the 
public  eye  because  of  the  administrative  nature  ol 
their  duties  but  which  have,  nevertheless,  been  hard  T-; 
at  work  in  the  interest  of  medicine  are  the  Archives.  ; 
Calendar,  Convention,  Finance,  Historian,  Hygeia 
National  Bulletin,  Organization  and  Membership 
Parliamentarian,  Clippings,  the  Executive,  trn  - . 
Secretary’s,  and  last  but  not  least  the  Treasurer’s 
Any  doctor  who  may  care  to  review  the  workings  o;  ^ 
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any  of  these  committees  is  invited  to  consult  the 
Auxiliary’s  theme  book  entitled  “The  Ladder  to 
Auxiliary  Success,’’  which  was  distributed  at  the  fall 
meeting  of  the  Executive  Board  and  later,  upon  mo- 
tion made  in  this  Council,  mailed  to  each  of  our 
members. 

That  you  may  have  a better  understanding  of  the 
industry  and  time  it  takes  the  members  of  the  Auxili- 
ary to  keep  abreast  of  the  many  developments  in  the 
field  of  medicine  and  of  the  enthusiasm  which  the 
president  employed  to  attain  the  1948  Auxiliary 
goal:  “An  alert  and  well-informed  membership,”  we 
shall  enumerate  only  a part  of  her  itinerary. 

During  the  year  1948,  Mrs.  Edgar  M.  Neptune, 
State  Auxiliary  president,  attended  the  following 
functions: 


6 District  Meetings 
9 County  Meetings 

1 newly  organized  County  Meeting  (Westchester) 

2 Conventions  of  State  Presidents  and  Presidents- 
Elect  (.W.A.A.M.A.) 

1 Annual  Meeting  (State  Auxiliary) 

2 Executive  Board  Meetings 

2 Advisory  Committee  Meetings 
1 Conference  with  Dr.  Simpson,  State  Society 
President 

1 Conference  on  Administration  attended  by  Dr. 
Beekman,  Mr.  Anderson,  and  Mr.  Walsh 

4 Conferences  with  the  District  Councilors 

2 Conferences  with  the  chairmen  of  the  15  Stand- 
ing Committees 

2 Conferences  with  the  45  County  Presidents 
6 Conferences  with  Mr.  Walsh 
1 Convention  at  Harrisburg  (Pennsylvania  State) 
1 Convention  at  Bridgeport  (Connecticut  State) 
1 Convention  at  Cincinnati  (Ohio  State) 

From  a study  of  what  is  contained  in  this  report 
and  from  the  verbal  report  received  on  the  many  in- 
tangible accomplishments  which  are  not  susceptible 
to  enumeration,  your  chairman  wishes  to  point  out 
that  we  look  upon  each  county  auxiliary  as  a working 
partner  of  the  parent  Society.  We  know  that  each 
county  auxiliary  can  be  relied  upon  to  keep  abreast 
of  the  socioeconomic  developments  in  the  medical 
world  and  for  each  local  Auxiliary  committee  to  act 
as  an  extra  set  of  eyes  and  ears  for  its  Advisory  Com- 
mittee. 

I The  Auxiliary  keeps  the  State  Society  advised  of 
! the  activities  and  methods  by  which  the  general  pub- 
lic evaluates  the  services  rendered  by  our  general 
i practitioner  and  specialist  members  in  the  different 
; communities  of  the  State. 

In  conclusion,  your  Committee  wishes  to  compli- 
ment the  president,  Mrs.  Edgar  M.  Neptune,  and 
each  of  her  officers,  each  county  officer,  and  individual 
member  on  the  zeal  they  displayed  in  accomplishing 
their  goals,  and  for  the  spirit  of  harmony,  under- 
standing, and  good  will  they  have  developed  among 
i themselves,  the  general  public,  with  our  liaison  offi- 
| cer,  Mr.  Walsh,  with  each  member  of  the  Advisory 
Council,  and  each  member  of  the  Medical  Society  of 
the  State  of  New  York. 


'Office  Administration  and  Policies 


The  Committee  on  Office  Administration  and 
Policies  of  the  House  of  Delegates  consists  of  the 
following: 

Edward  R.  Cunniffe,  M.D.,  Chairman Bronx 

W.  P.  Anderton,  M.D New  York 

James  R.  Reuling,  M.D Bayside 

Dwight  Anderson New  York 


Laurance  D.  Redway,  M.D Ossining 

George  W.  Kosmak,  M.D New  York 


Monthly  meetings  concurrently  with  the  Publi- 
cation Committee  have  been  held  throughout  the 
year.  For  the  most  part,  activities  consisted  of  ap- 
proving the  employment  of  new  members  of  the 
staff,  increases  in  salaries,  and  other  such  routine 
matters. 

Other  actions  taken  with  relation  to  office  adminis- 
tration were: 

1.  Approval  of  distribution  of  rent  and  light  costs 
to  various  departments. 

2.  Employes  on  expense  accounts  to  be  required 
to  submit  vouchers  within  thirty  days  of  incurring 
such  expense. 

3.  (a)  One  of  the  new  regulations  was  regarding 
employes’  children  reaching  eighteen  years  of  age 
who  are  insured  in  Associated  Hospital  Service  and 
United  Medical  Service  under  our  group  insurance 
plan. 

It  was  voted  to  continue  such  insurance,  if  desired, 

through  our  office,  but  that  the  premiums  would 

have  to  be  paid  us  by  the  insured  or  some  other 

responsible  person. 

( b ) It  was  also  decided  that  when  a valued  em- 
ploye resigns  it  is  discretionary  with  the  Committee 
whether  or  not  to  carry  the  former  employe  in  the 
group  insurance  plan,  charging  the  former  employe 
for  the  cost. 

4.  Rules  were  promulgated  to  regulate  the  issu- 
ance of  purchase  vouchers  for  supplies  and  process- 
ing of  vouchers  for  approval  and  payment. 

5.  Procedure  in  mailing  room  was  delineated  to 
eliminate  indiscriminate  applications  for  mimeo- 
graph work. 

It  is  recommended  that  the  House  of  Delegates 
follow  the  directive  adopted  at  the  annual  meeting  in 
1941  that  the  Committee  on  Office  Administration 
and  Policies  be  reappointed  for  the  coming  year. 

• 

Questions  on  Ethics 

The  Council  Committee  on  Questions  on  Ethics 


consists  of  the  following: 

James  R.  Reuling,  M.D.,  Chairman Bayside 

Charles  C.  Trembley,  M.D Saranac  Lake 

Morris  H.  Newton,  M.D Little  Falls 


As  a result  of  the  Report  of  Reference  Committee 
on  Report  of  Council,  Part  XII,  the  1948  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  voted  to  remove  from  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  an  addition  which  had  been  ap- 
pended to  Section  31(b)  entitled,  “Publications  for 
the  Laity.” 

It  was  voted  to  refer  back  to  the  Council  for  further 
study  a proposed  substitution  for  the  aforesaid  para- 
graph, “Advertisements  and  Announcements  of 
Publications  for  the  Laity.” 

This  was  referred  by  the  Council  to  the  Committee 
on  Questions  on  Ethics.  As  a result  of  study  and  con- 
ferences, the  Committee  on  Questions  on  Ethics  re- 
commends that  the  House  of  Delegates  adopt  as  an 
addition  to  section  31(b)  of  the  Principles  of  Pro- 
fessional Conduct  of  the  Medical  Society  of  the 
State  of  New  York  the  following: 

Advertisements  and  Announcements  of 
Publications  for  the  Laity: 

In  the  event  that  there  is  proposed  any  adver- 
tising in  relation  to  any  book  or  article  or  writing 
for  the  laity,  such  proposed  advertising  matter 
shall  be  submitted  to  the  Committee  on  Public  ? I 
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Relations  prior  to  any  public  appearance  of  the 
advertisement.  This  reviewing  committee  shall 
render  its  opinion  without  unnecessary  delay.  It 
shall  be  guided  mainly  by  Section  31  of  these 
Principles  of  Professional  Conduct,  but  shall  be 
empowered  to  make  such  concessions  as  may  be 
practiced  and  necessary  in  considering  the  descrip- 
tion of  the  title  and  contents  of  the  publication, 
the  professional  standing  and  reputation  of  the 
author,  and  such  other  material  through  which 
the  publisher  may  wish  to  arouse  interest. 

A question  regarding  the  ethics  of  a member  in- 
cluding on  his  stationery,  prescription  blanks,  pro- 


fessional cards,  etc.,  such  titles  as  F.A.C.S.,  F.I.- 
C.S.,  Diplomate  Am.  Bd.  Int.  Med.,  was  sent  to  the 
Council  by  Dr.  W.  A.  Petry,  president  of  the  Medical 
Society  of  the  County  of  Greene.  The  Council  re- 
ferred this  matter  to  the  Committee  on  Questions  on 
Ethics.  The  committee,  after  due  consideration, 
reported  that  it  could  see  no  objection  to  such  be- 
havior, provided  the  printing  of  such  titles,  degrees, 
or  accomplishments  was  in  good  taste.  The  com- 
mittee felt  that  the  interpretation  of  the  phrase  “in 
good  taste”  should  be  determined  by  the  Board  of 
Censors  of  any  component  county  medical  society,  if 
and  when  a question  in  regard  to  it  should  arise. 


Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates,  Gentlemen: 

The  annual  reports  of  this  Committee  for  1946, 
1947,  and  1948  were  written  with  great  care  and  sub- 
mitted in  considerable  detail  to  acquaint  the  mem- 
bers of  the  House  and  the  Society  as  a whole  with  the 
scope  and  plan  of  the  work  that  has  been  referred  to 
us  for  study  and  solution.  These  problems  have  been 
many  and  varied,  and  some  of  them  still  await  the 
final  conclusions  which  would  make  it  possible  to 
recommend  a specific  policy  for  this  Society  to 
adopt.  This  is  notably  true  of  group  practice.  We 
have  given  much  time  and  thought  during  the  past 
two  years  to  such  questions  as  the  State  program  for 
the  care  of  the  chronically  ill,  the  hospital  and 
diagnostic  center  expansion  and  constructions  pro- 
gram under  the  Hill-Burton  Bill  (Public  Law  725), 
medical  services  in  hospital  and  Blue  Cross  con- 
tracts and  the  invasion  of  the  field  of  private  medical 
practice  by  hospitals  and  teaching  centers,  the 
National  Health  Insurance  bills  and  similar  State 
legislation,  and  kindred  subjects.  We  would  respect- 
fully suggest,  in  the  interest  of  making  this  report  as 
specific  and  concise  as  possible,  that  the  Reference 
Committee  and  all  other  interested  consult  these 
previous  annual  reports  to  familiarize  themselves 
with  such  information  which  will  assist  in  their  con- 
sideration of  this  report.  By  so  doing,  it  will  be 
possible  for  us  to  eliminate  much  detail  and  repeti- 
tion. 

Three  continuing  studies  which  have  engaged  the 
consideration  of  your  Committee  this  year  have 
been:  (1)  reorganization  of  district  branches,  (2) 
medical  services  in  hospital  contracts,  and  (3)  group 
practice. 

We  shall  report  on  our  deliberations  of  these 
seriatim  and  will  propose  certain  specific  recom- 
mendations for  the  action  of  this  House  of  Dele- 
gates. These  three  matters  have  been  the  subject  of 
extended  study  by  three  separate  subcommittees 
of  the  Planning  Committee,  and  the  recommenda- 
tions which  have  evolved  represent  the  considered 
judgment  of  these  gentlemen  and  have  been  ap- 
proved unanimously  by  the  whole  Committee.  At 
the  time  of  this  writing  (March  1)  and  with  the  cur- 
rent status  of  these  matters  being  what  it  is,  it  is  felt 
that  our  recommendations  now  are  as  prudent  as 
possible  and  as  far  as  the  State  Society  should  go  in 
adopting  a policy  in  respect  to  each  one.  It  is  your 
chairman’s  opinion  at  this  juncture  that  a further 
meeting  of  the  Subcommittee  on  Medical  Practice 
by  Hospitals  and  Teaching  Centers  will  have  to  be 
held,  and,  if  weighed  conclusions  can  be  arrived  at,  a 


supplementary  report  will  be  brought  in  at  the  time 
of  the  Annual  Session  in  May. 

District  Branches. — Pursuant  to  two  resolutions, 
one  from  Rockland  County  and  the  other  from 
Orange  County,  which  were  referred  by  the  Council 
to  this  Planning  Committee  for  study,  we  have  con- 
tinued to  investigate  as  thoroughly  as  possible  the 
means  of  implementing  their  intent  and  purpose. 
We  would  again  refer  you  to  the  annual  report  of  this 
Committee  for  1948  (New  York  State  Journal  of 
Medicine,  Part  II,  page  14,  September  1,  1948). 
These  two  resolutions  are  printed  verbatim  here  and 
also  those  sections  of  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York 
which  concern  the  district  branches.  An  extended 
summary  of  the  arguments  and  reasons  for  re- 
organization are  also  set  forth. 

There  continues  to  be  a considerable  amount  of 
agitation,  if  you  will,  and  real  stimulation  from  cer- 
tain districts,  particularly  from  the  First  District 
in  its  rural  sections,  to  effect  a separation  from 
metropolitan  New  York.  There  exists  a desire  to  set 
up,  if  possible,  some  type  of  central  authority  in  the 
district  to  funnel  important  and  urgent  matters 
through  one  channel  and  thus  obtain  for  the  group 
considered  and  favorable  action  and  particularly 
assist  the  State  Society  office  in  New  York  in  their 
efforts  to  serve  the  profession  of  the  State  at  the  high- 
est level  of  efficiency. 

We  are  living  in  rapidly  changing  times  and  at  the 
moment  when  positive  trends  toward  national 
socialism  are  everywhere  apparent.  Powerful  sectors 
of  public  opinion,  especially  those  close  to  our 
Federal  government,  stressing  this  philosophy, 
are  highly  organized  and  are  making  their  influence 
strongly  felt.  It  is  dangerous  to  assume  that  our 
country’s  welfare  belongs  alone  to  what  we  are 
pleased  to  call  “the  Government.”  Every  time  we 
permit  the  government,  because  of  our  individual  or 
local  failures,  to  take  over  a question  that  properly 
belongs  to  us,  by  so  much  do  we  surrender  our  in- 
dividual responsibility,  and  a system  of  private  en- 
terprise ; that  aims  to  reward  according  to  merit. 
Such  thinking,  we  believe,  is  inimical  to  the  public 
welfare. 

The  technic  of  Communists  and  left-wing  poli- 
ticians is  to  concentrate  the  functions  of  government 
at  a single  point;  in  our  own  country  today  this  is  in 
Washington.  So  long  as  we  have  48  states  and  up- 
wards of  3,000  counties,  each  with  its  own  constitu- 
tional rights  and  privileges,  these  teachings  cannot 
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prevail.  With  honeyed  words  and  high-sounding 
platitudes  looking  toward  the  improvement  of  our 
lot  in  life,  they  lull  the  people  into  a false  sense  of 
security,  all  the  while  contriving  to  achieve  their  goal 
of  concentration  of  power.  In  our  own  sphere  of 
activities  we  must  create  a climate  of  informed 
medical  opinion  if  we  are  to  gain  victory  in  our  fight 
to  preserve  American  freedom. 

Now  more  than  ever  there  is  a great  need  for 
strong  and  supporting  district  branch  organization 
within  the  adminstrative  framework  of  our  State 
Society.  The  days  of  one  annual  scientific  meeting 
are  gone,  and  rapidly  evolving  socioeconomic  order 
demands  a more  workable  mechanism  if  the  district 
branches  are  to  furnish,  as  they  should,  a construc- 
tive and  useful  service  to  the  Society. 

The  Health  Department  of  the  State  of  New  York 
recently  has  reorganized  its  health  districts  into  six 
regional  areas,  each  under  the  head  of  a regional 
director.  It  had  found  it  necessary  to  streamline  the 
existing  setup  in  the  interest  of  more  complete  and 
adequate  functioning.  Dr.  Hilleboe  addressed  a 
communication  to  the  State  Society  in  which  he  ex- 
pressed the  desire  to  discuss  their  plans  with  us  and 
to  acquaint  us  with  their  program.  At  the  Decem- 
ber 7 meeting  of  the  Planning  Committee  we  had  the 
privilege  and  pleasure  of  having  as  our  guest  the 
Deputy  Health  Commissioner,  Dr.  Hollis  Ingraham, 
who  detailed  for  our  information  the  State’s  plan  of 
reorganization.  As  an  appendix  to  this  report  we  are 
submitting  a map  outlining  the  district  branch  dis- 
! tribution  (Fig.  1). 

After  constructive  discussion  and  an  extensive 
j question  and  answer  period,  your  Committee  was  of 
the  opinion  that  the  problems  of  the  State  Health 
Department  differ  in  so  many  respects  from  those  of 
the  State  Society  that  a comparable  regional  re- 
organization was  impracticable.  Possibly  our  dis- 
trict branches  would  function  better  if  we  had  more, 
rather  than  fewer.  We  would  emphasize  here,  how- 
ever, that  our  relations  with  the  State  Health  De- 
partment are  most  cordial  and  better  perhaps  than 
at  any  time  in  the  history  of  the  organization.  Dr. 
Ingraham  concurred  in  this. 

This  work  of  our  State  Society  bureaus  is  daily  be- 
coming broader  and  frequently  demands  prompt 
decisions  and  action.  In  this  connection,  they  re- 
quire considered  opinion  from  the  county  societies. 
We  refer  particularly  to  the  activities  and  duties  of 
the  Bureaus  of  Public  Relations,  Workmen’s  Com- 
!i  pensation,  Legislation,  Malpractice  Defense  and  In- 
surance, and  Voluntary  Nonprofit  Medical  Expense 
Insurance.  The  directors  of  these  bureaus  have 


stressed  this  time  and  time  again.  The  experiment  in 
the  Eighth  Judicial  District  which  we  approved  in 
principle  last  year  continues  to  function  well  and 
appears  to  be  serving  the  interests  of  the  constituent 
counties.  Without  the  county  society  surrendering 
any  of  its  prerogatives  and  charter  obligations,  this 
mechanism  has  made  for  coordinate  action  in  the 
Buffalo  area.  The  Coordinating  Council  of  the  Five 
New  York  County  Medical  Societies  is  performing  a 
comparable  function.  There  still  remains  a thorough 
promotion  job  to  be  done,  and  a program  of  educa- 
tion must  be  continued  to  acquaint  the  doctors  of 
our  State  with  the  practical  advantages  of  this  type 
of  administrative  mechanism. 

Broadly  summarized,  your  Planning  Committee 
is  in  agreement  that,  in  the  light  of  the  changing 
social  order,  the  present  district  branch  organization 
needs  activating,  that  it  would  not  seem  wise  'to 
make  the  district  branches  coincide  with  the  State 
Health  Department  regional  activities,  that  the  re- 
quest lor  regrouping  of  the  present  counties  com- 
prising the  First,  Second  and  Third  Districts  be  im- 
plemented, and  that  further  steps  be  taken  to  re- 
organize the  internal  structure  of  the  separate  dis- 
trict branches  which  would  presuppose  the  em- 
ployment of  an  executive  officer,  full-  or  part-time, 
and  strengthening  of  such  committees  as  legislation, 
public  relations,  workmen’s  compensation,  and 
similar  groups  representative  of  each  component 
county  society.  Such  a reorganization,  we  believe, 
would  make  the  district  branches  more  vital  and  of 
more  definite  value  to  the  State  Society  in  its  in- 
creasingly widening  sphere  of  activities. 

Now,  therefore,  we  respectfully  submit  the  follow- 
ing recommendations  for  the  consideration  and 
action  of  this  House  of  Delegates: 

I.  That  Richmond  County  be  separated  from  the  • 
present  First  District  and  added  to  the  present 
Second  District  Branch.  This  is  convenient  both 
geographically  and  from  the  standpoint  of  good 
transportation. 

II.  That  Westchester,  Bronx,  and  New  York 
Counties  constitute  a new  district.  This  could  re- 
tain the  present  number  one  designation  or  be 
given  a new  number  at  the  discretion  of  the  House. 

III.  That  Ulster  and  Sullivan  Counties,  along 
with  Orange,  Dutchess,  Putnam,  and  Rockland 
Counties,  be  made  a new  district,  the  numerical 
designation  to  be  at  the  discretion  of  the  House. 

IV.  That  the  several  district  branches  arrange  to 
employ  an  executive  secretary,  full-  or  part-time,  to 
coordinate  the  various  activities,  public  relations, 
legislation,  workmen’s  compensation,  and  others 
of  the  component  county  societies;  and  we  further 
recommend  that  the  expenses  of  such  executive 
officer  be  entirely  provided  for  by  the  various 
county  societies  making  up  the  district. 

These  recommendations,  after  action  by  • the 
Reference  Committee,  and  if  approved  by  the 
House,  would  implement  the  resolutions  referred  to 
at  the  beginning  of  this  section  of  our  report.  It  is 
our  considered  opinion  that  any  future  redistricting 
be  accomplished  on  the  suggestion  of  or  at  the  re- 
quest of  the  county  societies  in  the  districts  involved. 
It  would  not  be  prudent  for  the  House  of  Delegates 
to  attempt  by  resolution  or  otherwise  to  impose  this 
program  on  all  the  district  branches  at  this  time. 
The  suggestions  must  come  from  these  county  so- 
cieties and,  particularly,  those  leaders  or  representa- 
tives who  comprehend  and  realize  the  value  of  these 
coordinating  technics  of  administration. 

Medical  Services  in  Hospital  and  Blue  Cross 
Contacts. — Perhaps  the  most  vexing  and  seemingly 
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unsolvable  problem  before  the  medical  profession 
today  is  this  question  of  the  legality  and  propriety  of 
including  medical  services  in  hospital  service  con- 
tracts. The  Bureau  of  Legal  Medicine  of  the 
American  Medical  Association  is  conducting  a study 
and  analysis  of  the  laws  of  the  various  states  con- 
cerning what  constitutes  the  practice  of  medicine. 
This  study  has  not  yet  been  completed.  Dr.  Elmer 
Hess  of  Erie,  Pennsylvania,  as  chairman  of  the 
American  Medical  Association  Committee  on  Hos- 
pitals and  the  Practice  of  Medicine,  made  a progress 
report  at  the  Interim  Session  of  the  A.M.A.  House  of 
Delegates  held  in  St.  Louis  on  November  30,  1948. 
We  quote  in  part  “.  . .certain  observations  are 

definitely  in  order It  is  assumed  . . .'  that  all  of 

the  laws  will  differ  somewhat  and  that  many  things 
will  be  legal,  not  necessarily  ethical,  in  one  state  and 
illegal  in  another”;  and  further  along  (we  again 
quote) — “It  must  be  admitted  that  in  many  places 
in  the  Principles  of  Medical  Ethics,  the  wording  is 
such  as  to  make  many  things  confusing.  However, 
we  are  living  in  a modern,  practical  world  and  some 
things  are  done,  if  the  Principles  were  literally  trans- 
lated, that  would  be  ethically  questionable.  The 
key  to  the  Principles,  however,  is  one  sentence,  which 
is  contained  in  Article  VI,  Section  3:  ‘The  decision 
as  to  its  ethical  or  unethical  nature  must  be  based  on 
the  ultimate  effect  for  good  or  ill  on  the  people  as  a 
whole.’  This  statement  is  so  broad  that  the  final  in- 
terpretation can  only  be  the  opinion  as  to  whether 
certain  practices  are  or  are  not  good  for  the  people. 
Who  can  make  such  an  interpretation  except:  (1)  a 
committee  of  the  local  county  medical  society,  (2) 
a committee  of  the  state  medical  association,  (3)  a 
committee  from  the  American  Medical  Association — 
(the  Judicial  Council),  or  (4)  the  Judicial  Council 
acting  as  a jury?” 

The  Hess  report  concludes  with  the  following  para- 
graph: “Until  the  laws  of  all  the  states  are  available 
for  study  and  until  recommendations  can  be  made 
that  will  hold  water,  both  ethically  and  legally,  it  be- 
hooves us  to  attempt  to  settle  at  the  local  level  all 
matters  of  controversy  between  medical  men  and  the 
various  institutions  where  they  work  and  practice. 
This  can  be. done  if  personalities  can  be  forgotten 
and  physicians  are  men  of  good  will  and  will  sit  down 
around  a table  and  find  out,  first,  on  what  points 
agreements  can  be  reached;  second,  what  points 
exist  where  differences  of  opinion  are  slightly  diver- 
gent; third,  what  points  are  of  maximum  disagree- 
ment, and  finally,  if  it  can  be  resolved  to  com- 
promise everything  but  broad  general  principles 
concerning  that  which  is  for  the  public  good.  It  will 
be  for  the  good  of  every  physician.” 

We  are  confronted  in  our  own  State  with  a de- 
cision handed  down  on  September  14,  1948,  by 
Attorney  General  Goldstein  which  has  been  most 
disturbing  to  our  agreed  concepts  of  what  consti- 
tutes medical  practice  in  this  State,  what  are  or  are 
not  medical  services  in  hospital  contracts,  and  the 
legality  of  corporations  engaging  in  medical  practice. 
The  applicable  provision  in  the  Insurance  Law  pro- 
vides that  a hospital  service  corporation  may  be 
organized  to  provide  subscribers  with  hospital  care, 
and  that  a medical  expense  indemnity  plan  may  be 
organized  to  provide  medical  expense  indemnity, 
and  that,  while  both  such  types  of  organization  can 
issue  a combined  contract,  including  both  hospital 
and  medical  care,  no  one  of  the  corporations  shall 
issue  a contract  which  includes  both  types  of 
services. 

It  was  contended  that  that  is  just  what  the  Hos- 
pital Plan  did — that  it  combined  indemnity  against 
hospital  care  with  indemnity  against  medical  ex- 


pense, inasmuch  as  it  included  certain  special 
services.  It  was  explained  that  the  Medical  Expense 
Indemnity  Plan,  the  United  Medical  Service  con- 
tracts, also  included  these  medical  services,  which 
seemed  to  us  to  be  valid.  It  was  further  contended 
that  if  these  were  hospital  services,  then  United 
Medical  Service  had  no  right  to  include  them  in  then- 
contract.  On  the  other  hand,  we  did  claim  they  were 
properly  medical  services  and  belonged  in  such  con- 
tract and  not  in  the  Associated  Hospital  Service 
contract.  That  is  how  the  matter  stands  today. 

We  must  draw  the  inference  from  a mere  reading 
of  the  opinion  that  it  makes  the  definition  of  hospital 
service  depend  upon  custom,  makes  it  depend  upon 
what  services  are  customarily  performed  in  a hos- 
pital. We  view  with  great  concern  this  concept  of 
the  problem.  Maybe  by  custom  in  a few  more  years 
other  types  of  medical  care  will  become  identified 
with  hospital  service  and  will  be  put  in  that  cate- 
gory. 

On  February  21,  1949,  a subcommittee  of  this 
Planning  Committee,  together  with  members  of  the 
Joint  Council  representing  the  ancillary  services,  met 
in  New  York  City  with  Deputy  Attorney  General 
Ruth  Toch  to  confer  further  on  this  opinion,  and  it  is 
expected  after  the  adjournment  of  the  Legislature 
that  another  conference  will  be  held  with  Mr.  Gold- 
stein. We  propose  to  prepare  a supplementary  re- 
port on  this  crucial  topic  when  all  the  information 
has  been  correlated  and  present  it  at  the  annual 
session  next  May. 

Your  Planning  Committee,  however,  has  devoted 
much  thought  and  study  to  all  the  available  data  we 
have  compiled  to  date  and  are  prepared  at  this  time 
to  submit  the  following  recommendation  for  ap- 
propriate action  of  this  House  of  Delegates.  It  will 
be  introduced  as  a formal  resolution  from  the 
Planning  Committee. 

Whereas  the  Medical  Society  of  the  State  of 
New  York  has  repeatedly  passed  resolutions  de- 
fining radiology,  pathology,  anesthesiology,  and 
physical  therapy  as  the  practice  of  medicine;  and 
Whereas  this  principle  has  been  generally 
recognized  by  all  concerned  with  relationships  to 
these  fields  of  medical  practice;  and 

Whereas  a large  proportion  of  the  practitioners 
in  these  fields  have  continued  to  make  contracts 
with  hospitals  for  full-time  employment,  and  it 
has  not  been  held  to  be  unethical  to  do  so;  and 
Whereas  surgeons,  internists  and  other 
specialists  are  engaging  in  the  same  practices  and 
are  now  signing  full-time  contracts  with  hospitals; 
and 

Whereas  it  has  been  held  that  when  a hospital 
employs  such  a licensed  practitioner  the  work  done 
by  this  practitioner  is  the  practice  of  medicine  by 
this  practitioner  and  not  by  the  hospital;  and 
Whereas  the  decision  of  the  Attorney  General 
does  not  change  the  definition  of  medical  practice 
but  points  out  that  the  hospitals  are  merely  con- 
tracting for  services  of  practitioners  in  their  em- 
ploy; and 

Whereas  the  Medical  Society  of  the  State  of 
New  York  must  be  sympathetic  to  any  organized 
effort  on  the  part  of  the  practitioners  in  the 
various  specialties  to  refuse  to  enter  into  salary 
contracts  with  hospitals  and  to  demand  the 
privilege  of  rendering  bills  for  services  separate 
from  hospital  bills,  but  no  such  organized  effort 
has  been  made;  therefore  be  it 

Resolved  that  unless  and  until  the  specialists  in- 
volved are  willing  to  refuse  to  renew  existing  salary 
contracts  with  hospitals,  and  to  refuse  to  enter 
into  any  further  similar  arrangements,  it  is  the 
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judgment  of  this  body  that  it  will  be  very  difficult 
to  correct  this  situation  except  through  negotia- 
tions between  the  hospitals  and  the  practitioners  in 
the  various  specialties  concerned. 

This  resolution,  if  adopted,  to  us  seems  a sound 
position  to  take  in  the  light  of  the  numerous  uncer- 
tainties now  besetting  us,  and  it  is  in  accord  with  the 
principles  enunciated  in  the  Hess  report,  briefly 
quoted  above. 

Group  Practice. — This  subject  continues  to 
present  insuperable  difficulties  in  attempting  to 
establish  equitable  and  amicable  rules  and  regula- 
tions for  conducting  it.  Here  again  we  are  faced 
with  conflicts  of  ethics  and  legalities,  and,  in  another 
sense,  aloofness  and  a sort  of  medical  ostracism  in 
relation  with  colleagues  outside  of  groups.  This  is 
more  apt  to  occur  in  smaller  communities  than  in  our 
larger  urban  concentrations  of  population. 

We  commented  in  considerable  detail  on  the 
principles  of  group  practice  which  require  elucida- 
tion and  interpretation,  especially  as  they  apply  in 
New  York  State,  in  our  report  to  the  1948  House  of 
Delegates.  We  would  refer  the  Reference  Com- 
mittee and  all  others  interested  in  refreshing  their 
memories  to  pages  16  through  18,  in  Part  II  of  the 
New  York  State  Journal  of  Medicine,  Septem- 
ber 1,  1948.  Briefly  stated,  these  principles  are: 

1.  The  ethics  relating  to  practice  in  groups,  and, 
where  they  are  in  conflict  with  existing  statutes,  how 
they  should  be  interpreted  in  relation  to  these  laws. 

2.  The  formulation  of  rules  and  regulations  rela- 
tive to  partnerships,  pooling  and  division  of  fees, 
etc. 

3.  The  participation  by  physicians  with  laymen 
in  group  practice  and  the  conditions  under  which 
members  of  the  medical  profession  may  engage  in 
such  practice. 

Closely  related  to  these  tenets,  and  to  group  prac- 
tice in  general,  is  the  question  of  the  hospitals  and 
medical  schools  entering,  as  groups,  into  the  field  of 
medical  practice  in  direct  competition  with  the 
private  practitioner  of  medicine.  This  has  posed 
many  problems,  not  only  ethical  ones,  but  in  a pecul- 
iar sense  the  one  of  advertising.  Where  some  group 
advertises  in  a paper,  “Bring  your  patient  to  us;  we 
have  a big  university  behind  us;  we  have  all  of  these 
facilities  at  our  disposal,”  such  practices  would  seem 
to  require  a firm  stand  by  the  medical  society.  We 
touched  briefly  on  this  subject  a year  ago  in  our  re- 
port and  we  quote  the  following  paragraph: 

A problem  of  increasing  concern  to  the  medical 
profession,  especially  in  the  large  urban  and  in- 
dustrialized centers,  is  the  continued  threat  to  the 
private  practice  of  medicine  by  the  entry  therein 
of  the  hospital  and  medical  school.  This  intrusion 
is  peculiarly  integrated  with  certain  schemes  and 
plans  for  group  practice.  It  is  the  opinion  of  many 
that  the  greatest  difficulty  we  must  contend  with 
in  the  community  is  whether  hospitals  are  going  to 
operate  group  clinics  in  a competitive  practice 
with  the  practitioners  in  the  community  and  also 
whether  a school  of  medicine  is  going  to  do  the 
same  thing.  We  have  several  examples  of  this 
now  in  New  York  City.  It  is  the  opinion  of  our 
Committee  that  the  New  York  State  Medical 
Society  will  have  to  take  some  stand  and  express 
itself  on  two  very  vital  points,  namely,  that  these 
institutions  prepare  men  to  practice  medicine  and 
then,  by  clinic  practice  or  other  instrumentalities, 
enter  into  direct  competition  with  these  very  men. 
This  is  equally  as  great  a threat,  if  not  more  so, 
than  government-controlled  medicine,  and  we  pro- 
test these  activities  vigorously. 


Your  Committee  strongly  reaffirms  its  opposition 
to  this  type  of  practice,  which  is  continuing  and  is  a 
source  of  great  concern.  We  propose  to  go  further 
than  this  terse  statement  if  ij  is  at  all  possible,  and 
will  take  up  this  phase  of  the  common  problem  in  a 
supplemental  report. 

We  have  sought  advice  wherever  possible,  con- 
sulted with  one  specialist  in  the  field  of  group  prac- 
tice management,  conferred  with  representatives  of 
the  American  Medical  Association’s  councils  and 
committees  studying  this  problem,  and  read  what 
reports  are  available  to  date.  It  is  the  unanimous 
opinion  of  the  Committee  that  at  this  time  a re- 
statement of  those  portions  of  the  Code  of  Ethics, 
together  with  those  sections  of  the  report  of  the 
Council  on  Medical  Service  of  the  A.M.A.  which  per- 
tain to  group  practice,  as  enunciated  at  the  Novem- 
ber, 1948,  Interim  Session,  and  the  Ethics  in  Group 
Practice  promulgated  by  the  Board  of  Censors  of  the 
Medical  Society  of  the  County  of  New  York  be  in- 
corporated in  this  report. 

Therefore  we  respectfully  quote  the  following: 

Principles  of  Medical  Ethics,  Chapter  I 
Groups  and  Clinics 

Section  3 — The  ethical  principles  actuating  and 
governing  a group  or  clinic  are  exactly  the  same 
as  those  applicable  to  the  individual.  As  a group 
or  clinic  is  composed  of  individual  doctors,  each  of 
whom,  whether  employer,  employe  or  partner,  is 
subject  to  the  principles  of  ethics  herein  elab- 
orated, the  uniting  into  a business  or  professional 
organization  does  not  relieve  them  either  indi- 
vidually or  as  a group  from  the  obligation  they 
assume  when  entering  the  profession. 

Advertising 

Section  4 — Solicitation  of  patients,  directly  or 
indirectly,  by  a physician,  by  groups  of  physicians, 
or  by  institutions  or  organizations  is  unethical. 
This  principle  protects  the  public  from  the  ad- 
vertiser and  salesman  of  medical  care  by  estab- 
lishing an  easily  discernible  and  generally  recog- 
nized distinction  between  him  and  the  ethical 
physician.  Among  unethical  practices  are  in- 
cluded the  not  always  obvious  devices  of  furnish- 
ing or  inspiring  newspaper  or  magazine  comments 
concerning  cases  in  which  the  physician  or  group  or 
institution  has  been,  or  is,  concerned.  Self- 
laudations defy  the  traditions  and  lower  the 
moral  standard  of  the  medical  profession;  they 
are  an  infraction  of  good  taste  and  are  disap- 
proved. 

Principles  of  Medical  Ethics,  Chapter  III, 
Article  VI 

Contract  Practice 

Section  3 — “Contract  practice”  as  applied  to 
medicine  means  the  practice  of  medicine  under  an 
agreement  between  a physician  or  a group  of 
physicians,  as  principals  or  agents,  and  a corpora- 
tion, organization,  political  subdivision  or  in- 
dividual, whereby  partial  or  full  medical  services 
are  furnished  to  a group  or  class  of  individuals  on 
the  basis  of  a fee  schedule,  or  for  a salary  or  for  a 
fixed  rate  per  capita. 

Contract  practice  per  se  is  not  Unethical;  con- 
tract practice  is  unethical  if  it  permits  of  features 
or  conditions  that  have  previously  been  declared 
unethical,  such  as  solicitation,  inadequate  pro- 
vision for  medical  service,  interference  with  free 
choice  of  physician  or  when  the  contract  because 
of  any  of  its  provisions  would  cause  deterioration 
of  the  quality  of  medical  services. 
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“Free  choice  of  physician”  is  defined  as  that  de- 
gree of  freedom  in  choosing  a physician  which  can 
be  exercised  under  usual  conditions  of  employ- 
ment between  patients  and  physicians.  The  inter- 
jection of  a third  party  who  has  a valid  interest,  or 
who  intervenes  between  the  physician  and  the 
patient,  however,  does  not  per  se  cause  a contract  to 
be  unethical.  A third  party  has  a ‘ ‘valid  interest” 
when,  by  law  or  necessity,  the  third  party  is 
legally  responsible  either  for  cost  of  care  or  for 
indemnity.  “Intervention”  is  the  voluntary  as- 
sumption of  partial  or  full  financial  responsibility 
for  medical  care.  “Intervention”  should  not  ex- 
clude an  endeavor  by  component  or  constituent 
medical  societies  to  maintain  high  quality  of  service 
rendered  by  members  serving  under  approved 
sickness  service  agreements  between  such  societies 
and  governmental  boards  or  bureaus  and  approved 
by  the  respective  societies. 

Each  contract  should  be  considered  on  its  own 
merits  and  in  the  light  of  surrounding  conditions. 
The  decision  as  to  its  ethical  or  unethical  nature 
must  be  based  on  the  ultimate  effect  for  good  or  ill 
on  the  people  as  a whole. 

Report  of  Council  on  Medical  Service, 
November,  1948 

Group  Practice 

Interest  in  group  practice  has  increased  during 
the  past  two  years,  particularly  among  the  re- 
turning service  men.  The  Council  has  followed 
the  discussions  of  group  practice  in  the  various 
medical  journals. 

In  June,  1947,  the  House  of  Delegates  approved 
a resolution  referring  the  study  of  the  question  of 
group  practice  to  the  Board  of  Trustees  and  sug- 
gesting that  the  Bureau  of  Medical  Economic  Re- 
search, the  Judicial  Council,  the  Council  on 
Medical  Service,  and  the  Bureau  of  Legal  Medi- 
cine and  Legislation  cooperate  in  the  project. 
The  Board  of  Trustees,  in  turn,  referred  the  matter 
to  the  Council  on  Medical  Service,  requesting  the 
appointment  of  a subcommittee  on  group  prac- 
tice. Following  these  actions  the  Council  re- 
quested a conference  of  headquarters  personnel 
representing  the  aforementioned  groups.  At  that 
time  the  details  of  the  study  were  given  over  to  the 
Bureau  of  Medical  Economic  Research.  Un- 
doubtedly, the  Bureau  will  comment  on  this  in  de- 
tail in  its  report. 

It  is  important  here  to  note  that  when  the 
Trustees  referred  the  question  of  a group  practice 
study  to  the  Council,  they  directed  the  subcom- 
mittee and  the  Judicial  Council  to  draw  up 
standards,  although  the  problem  of  standards  was 
not  considered  in  the  original  resolution  of  the 
House  of  Delegates.  The  Council  has  discussed  at 
length  the  possibility  of  setting  standards  for 
group  practice  and  is  hesitant  to  enter  into  such  a 
project.  The  Council  has,  however,  requested  its 
subcommittee  to  keep  this  problem  in  mind  during 
the  study. 

Ethics  in  Group  Practice  (Medical  Society  of 
the  County  of  New  York) 

1.  No  member  of  our  Society  may  properly 
take  part  in  any  action  as  a member  of  a group 
which  he  is  not  permitted  ethically  to  do  as  an  indi- 
vidual. The  ethics  of  the  profession  as  set  down 
in  the  Principles  of  Professional  Conduct  of  the 
State  Society  and  the  Regulations  Respecting 
Professional  Conduct  of  our  Society  apply  to  all 
members  as  individuals,  whether  they  practice 


alone  or  as  a member  or  affiliate  of  any  group. 
(Sec.  36,  Principles  of  Professional  Conduct.) 

2.  Each  member  of  our  Society,  whether  he 
practices  as  an  individual  or  as  a member  or 
affiliate  of  a group,  will  be  considered  prima  facie 
to  have  consented  to  and  participated  in  any  un- 
ethical conduct,  act,  or  procedure  of  his  group,  if 
any,  or  of  his  or  of  its  authorized  agents,  and  such 
member  shall  be  subject  to  individual  discipline 
therefor  by  this  Society. 

3.  Advertising  to  the  laity  and  solicitation  of 
business  from  the  laity,  in  whatever  form  or 
manner,  by  any  group  or  any  member  or  agent 
thereof,  is  strictly  forbidden.  (Sec.  31,  Principles 
of  Professional  Conduct.) 

4.  No  member  of  our  Society  may  properly  or 
ethically  become  or  remain  associated  or  identified 
with  any  corporation,  organization,  group,  or 
individual,  medical  or  lay,  resorting  to  or  making 
use  of  direct  advertising  to  the  public  for  business 
of  a medical  or  therapeutic  nature,  or  having  to  do 
with  the  diagnosis,  care,  or  treatment  of  the  sick 
or  injured,  the  maintenance  of  health,  or  the  pre- 
vention of  disease.  (Sec.  31(b),  Principles  of 
Professional  Conduct.) 

5.  The  association  or  identification  of  a mem- 
ber of  this  Society  with  a nonprofit  voluntary 
medical  insurance  plan  incorporated  under 
Article  IX-C  of  the  Insurance  Law  of  the  State  of 
New  York  or  with  a medical  group  associated  or 
affiliated  with  such  a medical  insurance  plan  is  not 
of  itself  improper  or  unethical,  and  advertising  or 
solicitation  by  any  such  medical  insurance  plan  for 
subscribers  to  the  plan  is  not  of  itself  advertising 
to  the  public  for  business  of  a medical  or  a thera- 
peutic nature. 

6.  Although  the  Medical  Society  of  the 
County  of  New  York  does  not  have  any  jurisdic- 
tion over  the  activities  of  any  such  medical  in- 
surance plan,  each  member  of  this  Society  asso- 
ciated or  identified  therewith  should  use  his  best 
offices  to  the  end  that  all  advertising,  solicitation, 
and  publicity  of  the  medical  insurance  plan  with 
which  he  is  connected  should  be  dignified  and  in 
good  taste. 

7.  No  member  of  our  Society  may  ethically  or 
properly  become  or  remain  associated  or  identified 
with  any  such  medical  insurance  plan  or  with  any 
medical  group  associated  or  affiliated  with  such  a 
medical  insurance  plan  through  agreement  or' 
otherwise,  which  insurance  plan  at  any  time  shall 
resort  to  or  make  use  of  any  advertising,  solicita- 
tions for  subscribers,  listings,  publicity  or  publica- 
tions, or  communications  with  or  announcements 
to  its  subscribers  or  persons  in  negotiations  to  sub- 
scribe thereto  or  to  the  public  or  otherwise,  which 
shall  make  use  of  any  member  of  this  Society  as 
the  subject  of  any  form  or  manner  of  advertising 
or  publicity  either  alone  or  in  connection  with 
others  which  would  be  of  such  character  as  to  in- 
vite attention  to  him  or  to  his  professional 
position,  skill,  qualifications,  achievements,  at- 
tainments, specialties,  appointments,  associations, 
affiliations,  or  honors  and/or  of  such  character  as 
would  ordinarily  result  in  his  self-aggrandizement. 
(Sec.  31(a),  Principles  of  Professional  Conduct.) 

8.  Stories  concerning  specific  medical  groups 
shall  not  be  released  to  the  lay  press. 

9.  No  group  shall  publish  and  distribute  any 
material  otherwise  than  to  the  medical  profession 
except  of  such  a nature  or  character  as  would  be 
proper  ethically  for  publication  and  distribution 
by  an  individual  member  of  this  Society. 
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10.  Signs  or  other  lettering  of  a medical  group, 
wherever  placed,  should  not  protrude  from  a 
building  but  may  appear  on,  over,  or  beside  a door 
or  gate,  or  in  a window,  but  no  lettering  should 
exceed  3 inches  in  height.  Violation  of  the  fore- 
going will  be  considered  evidence  of  advertising. 

11.  Announcements  of  the  formation  of  a 
group,  or  changes  in  membership  or  location,  may 
be  circulated  only  to  and  among  bona  fide  patients 
of  the  group  or  of  any  physician  member  of  the 
group,  and  to  the  medical  profession,  inserted  in 
medical  journals  or  in  medical  trade  publications. 

12.  A medical  group  may  be  listed  as  such  by  its 
name  in  the  telephone  book,  the  telephone  classi- 
fied directory,  the  city  directory,  the  post  office 
list,  the  official  directory  of  any  nonprofit  volun- 
tary medical  insurance  plan,  incorporated  under 
Article  IX-C  of  the  Insurance  Law  of  the  State  of 
New  York,  which  directory  is  not  distributed  to 
the  general  public  but  strictly  reserved  for  in- 
formational use  by  subscribers  to  such  insurance 
plan  or  by  persons  actually  in  negotiation  to  sub- 
scribe thereto,  and  in  purely  medical  lists  or 
publications. 

13.  If  a group  member  is  giving  a radio  or  other 
public  address,  his  introduction  may  include  men- 
tion of  his  membership  in  the  group  if  he  wishes  to 
use  this  identification  in  lieu  of  the  mention  of  one 
educational  or  clinical  connection  as  permitted  in 
Section  5 — Appendix  1 of  the  Bylaws  of  the 
Medical  Society  of  the  County  of  New  York,  which 
reads: 

In  broadcasting  over  the  radio,  the  physician 
. shall  not  refer  to  his  singular  achievements, 
unique  or  outstanding  practices  or  the  like. 
One  educational  or  clinical  connection  of  the 
speaker  may  be  mentioned  by  the  radio  an- 
nouncer. It  is  desirable  that  broadcasts  by 
physicians  should  be  given  under  the  auspices 
of  this  Society. 

14.  Stationery  of  the  group  and  professional 
cards  of  the  members  should  be  dignified  and  in 
good  taste.  Professional  cards  of  group  members 
may  carry  the  name  of  the  group,  and  group  sta- 
tionery may  list  the  members  of  the  group. 

This  committee  recommends  that  these  principles 
and  standards  be  strongly  reaffirmed  and  that  the 
State  Society  through  the  county  society  and  by  all 
other  appropriate  means  inform  and  urge  on  every 
. member  of  the  profession  in  this  State  his  or  her  in- 
dividual responsibilities  and  obligations  when  enter- 
ing into  groups  or  partnerships  for  the  practice  of 
medicine. 

And  we  would  further  recommend  the  adoption  of 
the  following  resolution  which  we  will  have  intro- 
duced at  the  next  annual  session  of  the  House  of 
Delegates: 

Whereas,  group  practice  is  now  established  in 
New  York  State  and  many  new  problems  confront 
the  profession  in  relationship  to  this  type  of  prac- 
tice; therefore  be  it 

Resolved,  that  the  House  of  Delegates  authorize 
a continuing  study  and  critical  survey  of  this 
problem  of  group  and  contract  practice  and  in- 
struct the  Council  to  implement  this  action 
through  the  proper  agency  or  committee  to  the  end 
that  we  shall  always  be  kept  apprised  of  changing 
conditions  in  these  areas  of  practice  and  be  pre- 
pared to  deal  effectively  with  them. 

This  Committee,  in  December,  1948,  lost  through 
death  one  of  its  most  revered  members,  Dr.  Oliver  W. 
H.  Mitchell  of  Syracuse.  Everyone  is  familiar  with 
the  constructive  work  in  the  field  of  postgraduate 


education  accomplished  by  Dr.  Mitchell.  Not  all, 
however,  know  of  his  efforts  and  contributions  to  the 
deliberations  of  this  Committee.  He  was  the  medi- 
cal college  representative  in  our  group,  and  his  ex- 
perience and  wise  counsel  are  sorely  missed.  His 
kindliness,  good  humor,  and  wholesome  human 
qualities  will  ever  be  remembered  by  those  of  us  who 
were  privileged  to  be  associated  closely  with  him 
through  the  years. 

The  Planning  Committee  for  Medical  Policies  is  a 
special  committee  of  the  House  of  Delegates.  It 
seems  appropriate  to  restate  this,  as  some  believe  it  is 
a Council  committee.  Its  personnel  and  makeup  are 
prescribed  by  resolution  of  the  House.  Its  member- 
ship consists  of  the  President,  the  President-elect,  a 
member  of  the  Board  of  Trustees,  the  Speaker  of  the 
House  and  the  Secretary  of  the  Society,  and  six 
members  at  large  selected  with  due  regard  for  proper 
regional  representation  and  appointed  for  one  year  by 
the  Speaker.  For  the  period  covered  by  this  report, 
the  Committee  has  been  made  up  of  the  following 
members : 

J.  Stanley  Kenney,  M.D.,  Chairman.  .New  York 


W.  P.  Anderton,  M.D.,  Recorder New  York 

Leo  F.  Simpson,  M.D Rochester 

John  J.  Masterson,  M.D Brooklyn 

Albert  F.  R.  Andresen,  M.D Brooklyn 

Edward  R.  Cunniffe,  M.D Bronx 

Norman  S.  Moore,  M.D Ithaca 

Walter  W.  Mott,  M.D White  Plains 

0.  W.  H.  Mitchell,  M.D.  (deceased).  .Syracuse 

Peter  J.  Di  Natale,  M.D Batavia 

Abraham  H.  Aaron,  M.D Buffalo 


All  of  these  gentlemen  have  been  present  at  all  the 
general  meetings  and  have  cheerfully  and  willingly 
given  up  much  extra  time  on  subcommittees  which 
were  detailed  to  study  the  special  subjects  covered  in 
this  report.  We  have  been  favored  from  time  to  time 
with  the  presence  at  our  meetings  of  the  executive 
officer,  Dr.  Robert  Hannon;  the  public  relations 
director,  Mr.  Dwight  Anderson;  the  legal  counsel, 
Mr.  Thomas  Clearwater;  the  director  of  the  Work- 
men’s Compensation  Bureau,  Dr.  David  J.  Kaliski; 
the  literary  editor  of  the  Journal,  Dr.  Laurance 
Redway,  and  other  invited  guests.  These  gentlemen 
materially  assisted  us  in  our  deliberations  by  their 
suggestions  and  advice.  For  this  fine  cooperation 
your  chairman  is  particularly  grateful. 

Your  Committee  realizes  fully  the  impracticability 
of  covering  the  whole  field  of  medical  planning  in 
such  a report  as  this.  We  have  offered  the  foregoing 
recommendations  as  our  considered  contribution 
toward  solving  several  specific  and  pressing  problems 
pending  before  the  Society  at  this  time.  Continuing 
study  will  need  to  be  given  to  these  and  other  mat- 
ters, revisions  made  and  new  recommendations 
formulated  from  time  to  time,  if  we  are  to  keep  in- 
formed on  the  significant  changes  taking  place  in 
medical  care  and  practice. 

We  would  respectfully  suggest  to  this  House  of 
Delegates  that  the  Planning  Committee  for  Medical 
Policies  be  continued  for  the  year  1949-1950. 

We  are  maintaining  our  close  liaison  with  the 
State  Joint  Survey  and  Planning  Commission, 
through  your  chairman,  who  is  a member  of  the  Ad- 
visory Council  to  that  Commission.  Other  matters 
formerly  considered  by  this  committee  such  as 
National  Compulsory  Sickness  Insurance,  the  nursing 
problem,  Voluntary  Medical  Care  Insurance,  etc., 
now  are  handled  by  special  bureaus  or  committees. 

This  is  the  sixth  annual  report  of  this  Committee 
submitted  to  the  House  of  Delegates.  We  look  with 
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pardonable  pride  on  the  record  and  studies  ac- 
cumulated over  these  years,  and  a vast  storehouse  of 
information  is  contained  in  our  files  in  the  central 
office.  We  shall  continue  to  carry  on  our  agenda  not 
only  these  problems  but  a number  of  others  re- 
quiring probing  and  investigation,  in  the  hope  that 
ultimate  and  acceptable  policies  may  be  formulated. 

We  have  made  regular  reports  of  our  activities  to 
the  Council  and  desire  to  record  our  appreciation  for 


their  cooperation  and  advice.  To  Miss  Dougherty 
and  her  able  staff  in  the  central  office  we  owe  a real 
debt  of  gratitude.  Their  availability  and  experi- 
enced assistance  at  all  times  has  materially  eased  the 
details  of  the  Committee’s  work.  Mrs.  Augusta  K. 
Grimm  has  been  most  diligent  and  faithful  in  record- 
ing accurately  and  carefully  the  discussions,  often 
lengthy,  that  are  a routine  part  of  our  meetings.  We 
extend  to  her  our  sincere  thanks. 
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REPORTS  OF  THE  DISTRICT  BRANCHES 


First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

On  June  10,  1948,  a meeting  of  the  members  of  the 
executive  committee  and  presidents  of  the  compo- 
nent county  societies  of  the  First  District  Branch  was 
held  at  the  Hotel  Gramatan,  Bronxville,  New  York. 

At  this  meeting  Dr.  Theodore  Proper  of  New- 
burgh, president  of  the  Medical  Society  of  the 
County  of  Orange,  invited  the  First  District  Branch 
to  hold  their  fall  meeting  in  Newburgh,  New  York. 
This  invitation  was  accepted. 

The  forty-second  annual  meeting  of  the  First 
District  Branch  was  held  in  Newburgh,  New  York, 
on  October  26,  1948,  at  which  time  the  following 
program  was  presented:  Morning  session — golf  at 
the  Powelton  Club.  Afternoon  session — scientific 
session,  St.  Luke’s  Hospital;  “Cancer  and  the 
General  Practitioner,”  Dr.  John  C.  A.  Gerster,  New 
York;  “Trends  in  Treatment  of  Cancer  of  Cervix,” 
Dr.  Howard  C.  Taylor,  Jr.,  New  York;  business 
meeting  and  election  of  officers.  Evening  session — 
Powelton  Club,  dinner  6:30  p.m. — speakers:  Mrs. 
Edgar  M.  Neptune,  president,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York; 
Dr.  John  J.  Masterson,  president-elect,  Medical 
Society  of  the  State  of  New  York,  and  Dr.  James  R. 
Miller,  trustee,  American  Medical  Association. 

At  the  business  meeting  the  following  officers  were 
elected  for  the  next  term  of  two  years:  Dr.  Stephen 
R.  Monteith,  Rdckland  County,  president;  Dr. 
William  Crawford  White,  New  York  County,  first 
vice-president;  Dr.  Isidore  J.  Landsman,  Bronx 
County,  second  vice-president;  Dr.  John  F.  Rogers, 
Dutchess  County,  secretary;  Dr.  Reid  R.  Heffner, 
Westchester  County,  treasurer. 

At  an  informal  discussion  on  the  question  of 
redistricting  the  branches,  although  opinion  was 
divided,  preponderance  was  for  a change  at  least  as 
far  as  the  First  District  Branch  was  concerned. 

The  Woman’s  Auxiliary  held  their  meeting  during 
the  afternoon  and  joined  members  of  the  First  Dis- 
trict Branch  for  the  evening  session.  This  appeared 
to  be  a happy  arrangement. 

I wish  at  this  time  to  express  my  thanks  to  Dr. 
Theodore  Proper  and  the  committee  of  the  Woman’s 
Auxiliary  who  assisted  in  arranging  the  details  of  the 
meeting. 

The  First  District  Branch  is  indebted  to  the 
speakers  who  gave  their  time  and  effort  to  make  the 
meeting  a success. 

There  were  79  members  of  the  First  District 
registered.  This  out  of  a total  of  between  nine  and 
ten  thousand  indicates  a need  for  changes  in  either 
the  type  of  meeting  or  in  the  function  and  purpose 
of  the  District  Branch  in  the  Metropolitan  area. 

Respectfully  submitted, 

H.  F.  Morrison,  M.D.,  President 
December  20,  1948 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  forty-second  annual  meeting  of  the  Second 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  consisted  of  an  excellent  scientific  pro- 
gram with  a morning  and  afternoon  session  on 


October  20,  1948,  at  the  Garden  City  Hotel,  Garden 
City. 

At  the  morning  session  there  was  a “Symposium 
on  Rheumatic  Fever.”  Dr.  Leo  M.  Taran,  medical 
and  research  director  of  the  St.  Francis  Sanatorium 
for  Cardiac  Children,  Roslyn,  spoke  on  “Rheumatic 
Heart  Disease  in  Children.”  This  was  followed  by 
an  address  by  Dr.  John  M.  Pearce,  professor  of 
pathology,  Cornell  University  Medical  College,  on 
“Experimental  Viral  Carditis,”  with  lantern  slides. 
The  last  subject  was  by  Dr.  William  Dock,  pro- 
fessor of  medicine,  Long  Island  College  of  Medicine, 
and  director  of  medicine,  College  Division,  Kings 
County  Hospital,  on  “The  Diagnosis  and  Treat- 
ment of  Rheumatic  Fever.” 

At  this  session  the  following  officers  were  elected 
for  1949  and  1950:  Dr.  Charles  C.  Murphy, 

Amityville,  president;  Dr.  Thomas  M.  D’Angelo, 
Jackson  Heights,  first  vice-president;  Dr.  Austin  B. 
Johnson,  Cedarhurst,  second  vice-president,  and 
Dr.  Charles  F.  McCarty,  Brooklyn,  secretary- 
treasurer. 

After  the  luncheon,  Mrs.  William  J.  Lavelle,  presi- 
dent-elect of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  spoke  about  the 
Woman’s  Auxiliary,  and  Dr.  John  J.  Masterson, 
president-elect  of  the  Medical  Society  of  the  State 
of  New  York,  made  an  interesting  speech.  Dr. 
Frederic  Elliott,  vice-president  of  United  Medical 
Service,  also  addressed  the  luncheon. 

In  the  afternoon,  Dr.  L.  Corsan  Reid,  associate 
professor  of  physiology,  New  York  University 
College  of  Medicine,  spoke  on  “Newer  Concepts  of 
the  Autonomic  Nervous  System.” 

It  is  estimated  that  more  than  222  physicians 
attended  the  morning  and  afternoon  sessions. 

Respectfully  submitted, 

John  B.  D’Albora,  M.D.,  President 
November  10,  1948 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

On  May  25  a meeting  of  the  executive  committee 
of  the  Third  District  Branch  was  held  at  the  Gover- 
nor Clinton  Hotel  in  Kingston.  The  presidents  of 
the  component  county  societies  were  present  and  the 
officers  of  the  district  branch  met  with  Dr.  R.  R. 
Hannon,  executive  officer,  to  formulate  a program 
for  the  scientific  meeting  in  the  fall. 

The  annual  meeting  of  the  Third  District  Branch 
was  held  September  23,  1948,  at  the  Parrott  House 
in  Schoharie.  Dr.  and  Mrs.  Donald  R.  Lyon  and 
Dr.  and  Mrs.  John  H.  Wadsworth  served  very 
capably  as  a committee  on  arrangements.  The 
Woman’s  Auxiliary  to  the  Medical  Society  held  a 
joint  session  at  this  time  and  joined  the  district 
members  and  guests  at  luncheon.  Dr.  John  J. 
Masterson  of  Brooklyn,  president-elect  of  the 
Medical  Society,  gave  a very  informative  talk 
following  the  luncheon,  and  other  officers  of  the 
Third  District  Branch  and  Woman’s  Auxiliary  were 
introduced,  as  well  as  officers  of  the  Society.  The 
scientific  program  was  of  general  interest  to  the 
various  groups  represented  at  the  meeting,  and  an 
interesting  discussion  followed  the  excellently  pre- 
sented papers. 
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The  morning  scientific  session  included  sound 
films — “Physiology  of  Anoxia,”  and  “Oxygen  Ther- 
apy in  Heart  Disease”;  “Diagnosis  and  Treatment 
of  Injuries  of  the  Head,”  Dr.  Eldridge  H.  Campbell, 
professor  of  surgery,  Albany  Medical  College;  “Diag- 
nosis and  Treatment  of  Poliomyelitis,”  Dr.  Nicholas 
S.  Ransohoff,  director  of  fracture  service  and 
orthopedic  surgery,  Monmouth  Memorial  Hospital, 
and  “The  Present  Day  Position  of  Physical  Medi- 
cine,” Dr.  William  B.  Snow,  assistant  professor  of 
medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University. 

Included  in  the  afternoon  session  was  the  paper, 
“Office  Management  of  Femal  Pelvic  Disorders,” 
Dr.  Clyde  L.  Randall,  professor  of  gynecology, 
University  of  Buffalo  School  of  Medicine. 

The  total  attendance  at  the  meeting  was  about  120, 
which  included  the  Woman’s  Auxiliary  members. 

The  following  officers  were  elected:  Dr.  Harry 
Golembe,  Liberty,  president;  Dr.  William  Rausch, 
Albany,  first  vice-president;  Dr.  J.  H.  Wadsworth, 
Cobleskill,  second  vice-president;  Dr.  Donald  R. 
Lyon,  Middleburgh,  secretary,  and  Dr.  William  M. 
Rapp,  Catskill,  treasurer. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  President 
February  9,  1949 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Saratoga  County  Medical  Society  was  host 
to  the  Fourth  District  Branch  for  its  1948  meeting, 
held  in  the  Spa  Theater  at  Saratoga,  on  Friday  and 
Saturday,  September  24  and  25. 

The  first  afternoon  session  opened  at  2:30  p.m. 
with  an  address  by  Dr.  J.  Stanley  Kenney,  chairman 
of  the  Council  Committee  on  Workmen’s  Com- 
pensation, on  “Compensation  Problems,”  with  a 
discussion  of  the  recent  changes  and  difficulties. 

Mr.  Dwight  Anderson,  director  of  the  Public 
Relations  Bureau  of  the  State  Society,  then  spoke 
on  “Public  Relations  and  Information  Bureaus” 
and  asked  for  cooperation  from  the  county  societies. 

Dr.  William  E.  Gazeley  of  Schenectady  showed 
slides  of  x-rays  and  spoke  on  “Orthopedic  Problems 
Commonly  Encountered  in  General  Practice.” 
“Peptic  Ulcer  Problems”  were  discussed  by  Dr. 
Albert  F.  R.  Andresen,  professor  of  clinical  medi- 
cine, Long  Island  College  of  Medicine.  Dr. 
Andresen  brought  much  common  sense  into  the 
complex  picture  of  the  changing  medical  and  surgical 
treatment  of  gastric  and  duodenal  ulcer.  Dr. 
Irving  Gordon,  of  the  Department  of  Health,  Al- 
bany, told  of  studies  on  “Gastroenteritis  Due  to  a 
Filterable  Agent,”  tracing  an  outbreak  which 
occurred  in  one  of  the  State  institutions. 

Dr.  Walter  S.  McClellan,  medical  director  of  the 
Saratoga  Spa,  concluded  the  afternoon  session  with 
a talk  on  “Spa  Therapy  and  Chronic  Disease.” 

At  the  business  session,  immediately  following, 
the  chair  appointed  a nominating  committee  con- 
sisting of  Dr.  F.  A.  Mastrianni,  Mechanicville;  Dr. 
R.  J.  Perkins,  Malone,  and  Dr.  R.  L.  Skinner, 
Greenwich.  The  committee  brought  back  a slate 
of  nominations  and  the  following  were  unanimously 
elected  to  serve  for  the  following  two  years:  Dr. 
Joseph  A.  Geis,  Lake  Placid,  president;  Dr.  William 
E.  Gazeley,  Schenectady,  first  vice-president;  Dr. 
J.  Frederick  Sarno,  Johnstown,  second  vice-presi- 
dent; Dr.  Alfred  A.  Hartman,  Malone,  secretary, 
and  Dr.  Walter  S.  McClellan,  Saratoga,  treasurer. 


Before  dinner,  the  Saratoga  County  Society  was 
host  at  a cocktail  party  at  Newmans  Lake  House, 
where  old  acquaintances  were  renewed  and  new  ones 
formed.  A delightful  dinner  was  served  at  New- 
mans on  Saratoga  Lake. 

At  the  dinner,  the  distinguished  guests  and 
officers  of  the  State  Society  were  introduced.  Mrs. 
Edgar  M.  Neptune,  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York,  gave  a talk  outlining  the  work  the  women  have 
been  doing. 

The  address  of  the  evening  was  given  by  Dr.  John 
J.  Masterson  of  Brooklyn,  president-elect,  who 
spoke  on  the  present  difficulties  the  medical  pro- 
fession must  solve  to  maintain  its  own  standing 
in  the  community  and  to  bring  satisfactory  medical 
service  to  the  public. 

Saturday  morning,  the  scientific  session  was  re- 
sumed with  Dr.  Walter  P.  Anderton,  secretary  of  the 
State  Society,  speaking  on  “Paging  the  Medical 
Society  of  the  State  of  New  York,!’  outlining  some 
of  the  activities  of  the  State  organization. 

Dr.  John  Heslin  of  Albany  spoke  on  “Prevention 
and  Treatment  of  the  Complications  of  Urologic 
Disease,”  with  lantern  slides. 

“Intestinal  Intubation  for  Obstruction”  was  the 
title  of  the  discussion  given  by  Dr.  Harry  Dan 
Vickers  of  Little  Falls,  who  showed  lantern  slides  and 
told  of  the  difficulties  and  complications  of  this 
newer  surgical  procedure. 

Dr.  Frederic  W.  Holcomb  of  Kingston  spoke  on 
“Pulmonary  Coccidioidomycosis  Simulating  Pul- 
monary Tuberculosis  in  Returned  Veterans”  with 
x-rays  showing  the  appearance  of  this  “Valley 
Fever”  which  appeared  in  those  who  had  been  sta- 
tioned in  California  or  Arizona. 

“The  Trend  Toward  the  Reduction  of  the  Fetal 
Risk  in  Obstetrics”  was  the  title  of  the  paper  read 
by  Dr.  William  M.  Mallia  of  Schenectady,  who  em- 
phasized the  details  of  care  necessary  to  reduce  the 
fetal  and  neonatal  mortality  and  morbidity. 

A total  of  83  doctors  registered,  and  there  were  a 
considerable  number  of  wives  and  friends  present  at 
the  dinner. 

The  Fourth  District  covers  quite  a large  area  and 
it  was  interesting  to  note  the  distances  that  some  of 
the  men  traveled  in  order  to  be  present  at  the  meet- 
ing. The  officers  of  the  State  Society  deserve 
hearty  thanks  for  their  efforts  to  bring  to  the  rank 
and  file  the  many  details  of  the  work  the  parent 
Society  is  doing. 

Respectfully  submitted, 

Denver  M.  Vickers,  M.D.,  President 
December  9,  1948 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  forty-second  annual  meeting  of  the  Fifth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  was  held  in  Watertown,  Tuesday,  Sep- 
tember 14,  1948. 

The  noon  session  was  devoted  to  hospital  prob- 
lems. Dr.  John  J.  Bourke,  Albany,  executive 
director,  Joint  Hospital  Survey  and  Planning  Com- 
mission, acted  as  moderator.  The  panel  was  com- 
posed of  the  following:  Dr.  Malcolm  T.  Mac- 

Eachern,  director  of  hospital  activities,  American 
College  of  Surgeons;  Dr.  Finla  G.  Crawford,  vice- 
chancellor,  Syracuse  University;  Mr.  Albert  Bough- 
ner,  president  , North  Country  Hospitals,  who  substi- 
tuted for  Mr.  Edward  J.  Noble;  Miss  Esther  Thomp- 
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son,  R.N.,  director  of  nursing  education,  University  of 
Rochester,  and  Mr.  H.  C.  Stephenson,  managing 
director,  Hospital  Plan,  Inc.  This  luncheon  meet- 
ing was  attended  by  about  125  hospital  representa- 
tives and  physicians. 

The  afternoon  session  was  called  to  order  at  2:30 
p.m.,  with  125  physicians  present.  Mr.  Thomas 
Clearwater,  attorney  for  the  Medical  Society  of  the 
State  of  New  York,  opened  the  meeting  with  an 
informal  talk  on  “The  Physicians’  Legal  Problems,” 
which  he  illustrated  with  several  legal  case  reports. 
Dr.  William  S.  Brady,  Utica,  presented  a paper  on 
the  “Handling  of  Surgical  Emergencies,”  which  was 
discussed  by  Dr.  Dan  Mellen  of  Rome.  Dr. 
Richard  H.  Lyons,  professor  of  medicine,  Syracuse 
University,  presented  a paper  on  “The  Use  and 
Abuse  of  Some  of  the  Newer  Medications,”  which 
was  discussed  by  Dr.  George  F.  Bock,  Watertown. 
Dr.  Martin  _F.  Hilfinger,  Jr.,  department  of  pathol- 
ogy, Syracuse  University,  conducted  a Clinical- 
Pathologic  Conference.  The  medical  case  was  dis- 
cussed by  Dr.  Olin  J.  Mowry,  Oswego,  and  the 
surgical  case  was  discussed  by  Dr.  Murray  M. 
Gardner,  Watertown.  Many  of  the  members 
joined  in  the  discussion  of  these  two  cases. 

At  6:00  p.m.,  there  was  a social  hour  for  physi- 
cians and  wives  which  offered  an  opportunity  to 
meet,  and  renew  friendships. 

The  evening  program  consisted  of  a banquet  which 
was  attended  by  doctors  and  their  wives.  About 
200  were  present.  It  was  a pleasure  to  have  with 
us  Dr.  W.  P.  Anderton,  Dr.  Robert  R.  Hannon, 
Mr.  Dwight  Anderson,  and  Mr.  George  P.  Farrell. 
An  address  was  given  by  the  State  president,  Dr. 
Leo  F.  Simpson  of  Rochester.  Remarks  were  given 
by  Mrs.  Edgar  M.  Neptune,  president  of  the  Wo- 
man’s Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York.  Dr.  Malcolm  T.  MacEachern, 
director  of  hospital  activities,  United  States  and 
Canada,  spoke  on  “Trends  in  Hospital  Administra- 
tion” and  gave  us  a picture  of  the  hospitals  of  the 
future. 

A twenty-five  dollar  prize,  donated  by  the  officers 
of  the  Fifth  District  Branch,  was  given  to  the 
Woman’s  Auxiliary  of  Lewis  County,  which  had  the 
highest  proportionate  representation  at  the  meeting. 

Respectfully  submitted, 

J.  E.  McAskill,  M.D.,  President 
December  4,  1948 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  forty-second  annual  meeting  of  the  Sixth 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  was  held  on  October  6,  1948,  at  the 
Arlington  Hotel,  Binghamton.  One  hundred  and 
forty-one  members  and  twelve  guests  were  regis- 
tered. 

The  afternoon  session  was  called  to  order  at  2:45 
p.m.,  and  the  following  papers  were  presented: 
“Carcinoma  of  the  Colon  and  Rectum:  Diagnosis 
and  Treatment,”  Dr.  Henry  B.  Sutton,  attending 
surgeon,  Tompkins  County  Memorial  Hospital, 
Ithaca,  and  Dr.  John  W.  Hirshfeld,  visiting  surgeon 
and  research  associate,  Cornell  University  Infirmary, 
Ithaca;  “Management  of  Hypertension,”  Dr.  James 
Bordley,  III,  physician-in-chief  and  director  of 
Mary  Imogene  Bassett  Hospital,  Cooperstown; 
round-table  discussion,  “Prepayment  Medical  Plans” 
— moderator,  Mr.  George  P.  Farrell,  director, 
Bureau  of  Medical  Care  Insurance,  Medical  Society 


of  the  State  of  New  York;  “Why  Doctor  Participa- 
tion Is  Necessary  for  the  Success  of  a Medical  Care 
Plan,”  Dr.  Carlton  E.  Wertz,  chairman,  Council 
Committee  on  Economics,  Medical  Society  of  the 
State  of  New  York;  “How  the  Central  New  York 
Medical  Plan  Serves  the  Doctor  and  the  Public,” 
Dr.  Leo  E.  Gibson,  president,  Central  New  York 
Medical  Plan,  and  “Why  Medical  and  Surgical  Care 
of  Utica  Has  the  Largest  Member  Participation  of 
Any  Plan  in  the  State  in  Relation  to  Blue  Cross 
Subscribers,”  Dr.  John  F.  Kelley,  vice-president, 
Medical  and  Surgical  Care,  Inc.  Discussion 
followed. 

The  ladies  were  entertained  by  the  members  of  the 
Woman’s  Auxiliary  in  the  afternoon  at  the  Inter- 
national Business  Machines  Country  Club,  and 
joined  the  doctors  for  dinner  at  7:00  p.m.  at  the 
Arlington  Hotel. 

At  the  dinner.  Dr.  Leo  F.  Simpson,  president  of 
the  Medical  Society  of  the  State  of  New  York,  was 
guest  speaker.  Mrs.  Herman  W.  Galster  of  Scotia, 
vice-president  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York,  also  gave 
a short  address.  Other  guests  introduced  were  Mrs. 
Leo  F.  Simpson;  Dr.  Robert  R.  Hannon,  executive 
officer  of  the  State  Society;  Mr.  Dwight  Anderson, 
executive  secretary  and  director  of  the  Bureau  of 
Public  Relations  of  the  State  Society;  Dr.  Walter 
P.  Anderton,  secretary  of  the  State  Society;  Dr. 
Carlton  E.  Wertz  and  Dr.  Charles  M.  Allaben, 
members  of  the  Council  of  the  State  Society,  and 
Dr.  Norman  C.  Lyster,  first  vice-president  of  the 
Sixth  District  Branch. 

The  evening  session,  with  an  attendance  of  250, 
consisted  of  a brilliant  address  on  “Diabetes  Today,” 
by  Dr.  Priscilla  White,  associate  of  Dr.  Elliott  P. 
Joslin  at  the  New  England  Deaconess  Hospital, 
Boston. 

Respectfully  submitted, 

Charles  L.  Pope,  M.D.,  President 
Japuary  13,  1949 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  forty-second  annual  meeting  of  the  Seventh 
District  Branch  of  the  Medical  Society  of  the  State 
of  New  York  was  held  Thursday,  September  30, 
1948,  at  the  Veterans’  Administration  Facility  at 
Canandaigua.  The  entire  program  arranged  for  the 
day  consisted  of  scientific  papers  which  followed 
motion  pictures,  “Abdominal  Total  Hysterectomy 
and  Perineorrhaphy  ” and  “Subtotal  Gastrectomy 
for  Gastric  Ulcer.”  The  morning  papers  were 
given  by:  Dr.  Ivan  Hekimian,  associate  professor 
of  medicine,  University  of  Buffalo  School  of  Medi- 
cine, and  assistant  attending  physician,  Buffalo 
General  Hospital,  on  “A  Practical  Consideration  of 
Commoner  Endocrinologic  Problems  Encountered 
in  General  Medicine,”  and  Dr.  L.  Maxwell  Lockie, 
rofessor  of  therapeutics,  University  of  Buffalo 
chool  of  Medicine,  on  “Recent  Advances  in  the 
Treatment  of  Arthritis.” 

Dr.  Paul  Lembcke  gave  a brief  summary  of  the 
progress  made  by  the  Council  of  Rochester  Regional 
Hospitals  during  the  past  two  years. 

Luncheon  was  served  in  the  main  dining  room  of 
the  Veterans’  Facility  and  the  State  officers  were 
introduced.  A suggestion  had  been  made  by  many 
members  prior  to  the  meeting  that  time  should  be 
allowed  on  the  Seventh  District  program  for  a 
business  meeting  each  year.  During  the  luncheon 
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acknowledgment  of  this  request  was  made  by  the 
president,  Dr.  Kenneth  T.  Rowe,  and  a motion  was 
introduced  by  the  former  president  of  the  Branch, 
Dr.  H.  J.  Knickerbocker,  that  the  Seventh  District 
Branch  adopt  a plan  whereby  with  better  coopera- 
tion the  Branch  as  a whole  could  act  on  legislative 
matters. 

It  was  suggested  that  a fee  of  approximately  one 
dollar  a member  per  year  be  contributed  to  be  used 
in  establishing  a part  time  Seventh  District  Branch 
medical  field  representative  to  cooperate  with  Dr. 
Robert  Hannon  in  unifying  and  expediting  impor- 
tant medical  matters  pertinent  to  the  district.  A 
brief  discussion  followed  and  it  was  decided  that 
this  motion  should  be  voted  on  individually  by  each 
county  society  before  this  could  become  effective. 

It  was  evident  by  the  enthusiasm  at  the  meeting 
that  time  should  be  allowed  at  our  next  annual 
meeting  for  consideration  of  medical,  legislative,  and 
economic  problems. 

The  Woman’s  Auxiliary  was  then  addressed  by 
the  president,  Mrs.  Edgar  M.  Neptune,  and  the 
afternoon  session  was  continued  by  the  physicians 
in  the  auditorium. 

Two  afternoon  speakers  were  from  New  York 
City.  Dr.  Maurice  Bruger,  associate  clinical  pro- 
fessor of  medicine  and  chief,  division  of  pathologic 
chemistry,  New  York  Post-Graduate  Medical 
School  and  Hospital,  spoke  on  “Water  Balance  in 
Acute  and  Chronic  Disease.”  The  last  paper  was 
presented  by  Dr.  Charles  D.  Marple,  New  York 
City,  research  fellow  in  medicine,  Cornell  Univer- 
sity Medical  College,  on  “The  Use  of  Anticoagulants 
in  the  Prevention  and  Treatment  of  Thromboem- 
bolic Complications  of  Coronary  Occlusion  with 
Myocardial  Infarction.” 

The  meeting  was  adjourned  at  4:30  p.m. 
Respectfully  submitted, 

Kenneth  T.  Rowe,  M.D.,  President 
November  16,  1948 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Under  the  able  leadership  of  Dr.  William  Orr,  the 
Eighth  District  Branch  inaugurated  the  Advisory 
Council  of  the  Eighth  District  in  1947.  The  system 
was  carefully  nursed  and  the  rough  spots  “ironed 
out,”  so  that  during  the  past  year  it  has  functioned 
to  the  advantage  of  all  the  counties  and  promises 
to  be  of  even  greater  benefit  in  the  future. 

Regular  meetings  of  the  Advisory  Council  have 
been  held  during  the  year  and  have  been  well  at- 
tended by  representatives  of  each  county.  Each 
meeting  had  a chief  topic  of  discussion,  and  the 
representatives  from  the  county  societies  were 
usually  the  president  and  the  chairman  of  the  par- 
ticular committee  concerned  with  the  chief  topic  of 
the  meeting.  The  discussions  have  been  stimulat- 
ing and  have  usually  ended  with  a unanimity  of 
opinion  on  the  problem  under  discussion.  The 
findings  of  the  Council  have  been  taken  back  to  the 
county  societies,  and  this  has  resulted  in  a more 
uniform  direction  of  effort  and  has  stimulated  closer 
cooperation  and  increased  interest  on  the  part  of  the 
membership  in  the  problems  facing  our  profession. 

On  Thursday,  September  16,  1948,  the  annual 
meeting  of  the  Eighth  District  Branch  was  held  at 
Batavia.  We  are  indebted  to  the  Genesee  County 
Society  and  the  Veterans  Facility  for  an  ideal 
location  for  the  meeting  and  perfect  handling  of  the 


details.  This  meeting  was  an  experiment  with  us, 
in  that  we  changed  from  a morning  and  afternoon 
session  to  an  afternoon  and  evening  session. 

At  the  afternoon  scientific  session,  Dr.  Hobart  A. 
Reimann,  professor  of  medicine  at  the  Jefferson 
Medical  College,  Philadelphia,  gave  a very  interest- 
ing and  thoughtful  paper  on  “Respiratory  Diseases,” 
in  which  he  “exploded”  the  belief  a great  many  of 
those  present  had  in  their  “pet”  treatments  for 
respiratory  infections.  Although  progress  is  being 
made  in  the  diagnosis  and  treatment  of  these 
diseases,  we  are  still  a long  way  from  having  them 
under  satisfactory  control.  After  several  short 
papers  there  was  a lively  discussion  by  members 
from  the  floor.  All  of  those  entering  into,  and  those 
listening  to  the  discussions  benefited  tremendously 
from  the  exchange  of  ideas  on  this  ever-present  and 
troublesome  problem  of  “Respiratory  Diseases.” 

After  a short  recess  Dr.  Anthony  F.  De  Palma, 
of  Philadelphia,  Pennsylvania, 'presented  a paper  on 
“The  Present  Day  Status  of  Fractures  of  the  Hip 
Joint,  and  Management  and  Treatment  of  Fractures 
about  the  Shoulder  Joint.”  His  paper  was  re- 
ceived with  a great  deal  of  interest,  and  his  clear, 
scientific,  and  thorough  discussion  of  the  various 
methods  of  treatment,  with  presentation  of  slides 
and  charts  showing  the  results  of  different  types  of 
treatment,  helped  to  bring  us  all  up  to  date  on  those 
conditions.  The  paper  was  very  practical  and  will 
be  a great  help  in  the  future  to  the  members  present 
who  treat  these  conditions. 

Several  members  gave  short  papers  to  lead  the 
discussion,  and  these  were  followed  by  a general 
discussion  from  the  floor,  which  brought  out  many 
things  of  interest  to  all  present. 

It  was  a great  pleasure  to  hear  two  such  excellent 
papers,  and  the  interest  shown  by  the  amount  of 
discussion  left  no  question  of  the  success  of  the 
afternoon  meeting. 

The  meeting  was  adjourned  to  the  Presbyterian 
Church  building  in  Batavia,  where  an  excellent 
dinner  was  served  by  the  ladies  of  the  Church. 

The  Auxiliary  of  the  Eighth  District  joined  us  for 
the  dinner  and  the  evening  meeting.  The  State 
officers,  Society  and  Auxiliary,  were  introduced  and 
this  was  followed  by  an  outstanding  short  talk  by 
the  State  president,  Mrs.  Edgar  Neptune,  of  the 
Woman’s  Auxiliary,  describing  some  of  the  activi- 
ties of  the  Auxiliary.  We  all  owe  the  women  a 
great  debt  for  their  outstanding  work  and  should 
assist  them  whenever  possible. 

Dr.  Leo  F.  Simpson,  our  genial  and  delightful 
State  president,  then  gave  a really  remarkable 
speech  on  “Public  Relations,”  in  which  he  brought 
home  to  us  what  was  expected  of  us  as  physicians 
by  the  public.  His  philosophic  and  practical  re- 
marks on  our  duty  to  and  relationship  with  the 
public  were  a delight  to  listen  to.  He  indicated  that, 
if  we  will  follow  our  profession  with  continued  high 
purpose  and  a meticulous  regard  for  our  ethics  in  our 
relationships,  many  of  the  problems  facing  us  today 
will  solve  themselves. 

We  again  departed  from  our  usual  custom  and  had 
a nonmedical  speaker  to  close  the  day.  Since  the 
speaker  was  my  brother,  I do  not  feel  that  I should 
say  very  much  about  this  part  of  the  program. 
However,  the  Rev.  Norman  V.  Peale,  D.D.,  pastor 
of  the  Marble  Collegiate  Church  of  New  York  City, 
author  of  several  books  dealing  with  psychology  and 
religion  lecturer,  editor  of  the  magazine  Guideposts, 
and  radio  speaker  on  the  “Art  of  Living”  program, 
gave  an  interesting  and  stimulating  address  on 
“The  Technic  of  Successful  Living,”  in  which  he 
outlined  a method  of  living  that  brings  greater 
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satisfaction,  happiness,  and  success  to  those  who 
follow  it. 

This  brought  to  a close  an  instructive,  interesting, 
and  stimulating  meeting  which,  in  spite  of  severe 
counter  attractions  in  Buffalo,  was  attended  by  106 
physicians,  plus  a goodly  number  of  our  Auxiliary 
and  lay  people  at  the  evening  meeting. 

On  April  8,  at  a meeting  held  in  Buffalo,  there  was 
formed  the  Central  Conference  Committee  on  Work- 
men’s Compensation  Problems  of  the  Eighth  Judicial 
District.  Its  membership  consists  of  the  chairmen 
and  secretaries  of  the  Compensation  Committees  of 
all  eight  component  county  societies  and  the  elected 
officers  of  the  Eighth  District  Branch  of  the  State 
Medical  Society.  It  is  dedicated  to  the  protection 
and  the  advancement  of  the  physician’s  status  in 
the  field  of  Workmen’s  Compensation  practice. 
Establishment  of  this  Central  Committee  met  a 
long-recognized  need,  and  attracted  the  attention  of 
the  State  Medical  Society,  which  expressed  the 
desire  that  similar  groups  be  set  up  in  all  judicial 
districts  of  the  State.  This  committee  unquestion- 
ably will  prove  an  agency  for  the  safeguarding  and 
promotion  of  the  medical  profession’s  economic 
rights  and  the  taking  of  united-front  action. 

Dr.  Guy  S.  Philbrick  of  Niagara  Falls,  chairman 
of  the  Workmen’s  Compensation  Committee  of 
the  Niagara  County  Medical  Society,  was  elected 
chairman  of  the  Central  Conference  Committee,  and 
Dr.  Joseph  C.  O’Gorman  of  Buffalo,  chairman  of  the 
Erie  County  Medical  Society’s  Workmen’s  Com- 
pensation Committee,  was  elected  secretary. 

The  first  regular  meeting  of  the  Central  Confer- 
ence Committee  was  held  on  June  17,  at  Buffalo, 
with  an  excellent  and  representative  attendance. 
This  meeting  voted  to  invite  Miss  Mary  Donlon, 
chairman  of  the  New  York  State  Workmen’s  Com- 
pensation Board,  and  Dr.  J.  Stanley  Kenney, 
chairman  of  the  Council  Committee  on  Workmen’s 
Compensation  of  the  State  Medical  Society,  to 
attend  and  address  the  late  fall  joint  meeting  of  the 
Central  Conference  Committee  and  the  Advisory 
Council  of  presidents  and  secretaries  of  medical 
societies  of  the  Eighth  District. 

Since  the  annual  meeting,  the  Advisory  Council 
in  conjunction  with. the  Central  Conference  Com- 
mittee on  Workmen’s  Compensation  Problems  of  the 
Eighth  District  had  the  pleasure  on  December  4, 
1948,  of  meeting  with  Miss  Mary  Donlon,  chairman 
of  the  Workmen’s  Compensation  Board  of  the  State 
of  New  York,  and  Dr.  J.  Stanley  Kenney  of  New 
A ork,  chairman  of  the  Council  Committee  on 
Workmen’s  Compensation  of  the  Medical  Society 
of  the  State  of  New  York.  Needless  to  say,  this 
was  an  interesting  meeting.  Dr.  Kenney  gave  an 
interesting  and  illuminating  talk.  This  was  fol- 
lowed by  a short  address  by  Miss  Donlon.  She 


gave  a delightfully  delivered,  concise  and  to-the- 
point  talk  on  the  problems  facing  her  and  the  medi- 
cal profession  in  the  working  and  administration 
of  the  Workmen’s  Compensation  Act.  This  was 
followed  by  a free  and  open  discussion  in  which  no 
punches  were  pulled.  In  spite  of  Miss  Donlon’s 
being  precipitated  to  the  floor  by  the  breaking  of  a 
chair,  she  kept  her  equilibrium  and  met  the  barrage 
of  questions  and  complaints  with  graciousness, 
humor,  and  to-the-point  answers.  I am  sure  that 
Miss  Donlon  knows  us  better,  and  that  we  have  a 
greater  appreciation  of  her  position  and  difficulties, 
since  this  meeting.  I am  sure  we  all  profit  greatly 
from  meetings  of  this  kind,  and  that  progress  was 
made  toward  an  eventual  solution  of  the  many 
problems. 

On  February  10,  there  was  held  at  Buffalo  a 
three-cornered  dinner  meeting  of  the  Advisory 
Council,  the  Central  Conference  Committee  and  the 
chairmen  of  the  committees  on  legislation  for  the 
county  societies  of  the  Eighth  District,  at  which 
consideration  was  accorded  bills  pending  in  the 
State  Legislature  of  interest  or  concern  to  medicine. 
For  or  against  action  was  taken  on  every  bill  dis- 
cussed, and  the  united  views  of  Western  New  York 
medical  interests  were  communicated  immediately 
to  the  Committee  on  Legislation  of  the  State  Medi- 
cal Society  and  to  Dr.  Robert  R.  Hannon,  executive 
officer  of  the  State  Society,  for  their  information  and 
guidance. 

It  is  planned  to  hold  a meeting  of  the  Advisory 
Council  with  all  Eighth  District  delegates  to  the 
House  of  Delegates  of  the  State  Society,  in  mid- 
April,  just  prior  to  the  1949  Annual  Meeting  of  the 
State  Society  in  Buffalo. 

The  Advisory  Council  and  the  Central  Conference 
Committee,  the  two  coordinating  groups  set  up  in 
the  Eighth  District,  definitely  are  serving  the  useful 
purposes  for  which  they  were  created,  in  the  judg- 
ment of  Eighth  District  physicians.  These  agencies 
have  tremendous  potentialities.  To  bring  them  to 
the  maximal  level  of  service  and  utilization  during 
the  year  1949  will  be  medicine’s  goal. 

Our  present  organization  and  its  smooth  working 
would  have  been  impossible  without  the  untiring 
efforts  of  Mr.  Harold  P.  Jarvis,  executive  secretary 
of  the  Erie  County  Medical  Society  and  their 
attorney,  Mr.  Joseph  Gauiglia.  We  are  deeply 
grateful  for  their  enthusiastic  assistance. 

We  in  the  Eighth  District  feel  that  we  have  had  a 
very  eventful  year  and  that  definite  progress  has 
been  made  toward  the  solution  of  some  of  the  prob- 
lems and  difficulties  which  constantly  beset  us. 

Respectfully  submitted, 

Robert  C.  Peale,  M.D.,  President 
January  31,  1949 
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WAR  MEMORIAL 
( See  page  799 ) 

Dear  Mrs. : 

It  is  hoped  that  it  will  be  possible  to  commence  the  payment  of  benefits  to  the  children 
of  the  former  members  of  the  Medical  Society  of  the  State  of  New  York  who  served  in 
the  Armed  Forces  of  the  United  States  during  World  War  II,  and  who  were  killed  in 
action  or  died  of  disease  directly  connected  with  their  Military  or  Naval  Service,  some- 
time during  the  early  months  of  1949,  as  soon  as  the  proceeds  of  a special  assessment 
levied  on  the  members  of  the  State  Society,  payable  during  that  year,  have  been  re- 
ceived in  sufficient  amount  to  inaugurate  the  payment  of  benefits  to  the  children  of  our 
deceased  colleagues.  In  order  to  administer  this  large  fund  in  a financially  proper 
manner,  it  will  be  necessary  for  the  mothers  or  guardians  of  these  children  to  comply 
with  the  requirements  set  forth  in  the  accompanying  form,  and  to  return  that  form  with 
each  numbered  requirement  completely  fulfilled  to  facilitate  the  payment  to  which  the  children 
are  eligible. 

Every  attempt  has  been  made  to  make  these  requirements  as  simple  as  possible, 
but  it  is  important  that  each  of  them  be  fully  complied  with,  and  it  is  requested  that  the 
necessary  documents  be  returned,  accompanied  by  the  enclosed  form  with  each  item 
checked, to: 

The  Committee  on  War  Memorial 
James  F.  Rooney,  M.D.,  Chairman 
Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue 
New  York  17,  New  York 

and  that  this  request  be  satisfied  at  as  early  a date  as  is  possible  and  convenient. 

The  Plan,  as  voted  by  the  House  of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York,  contains  the  following  specifications: 

A contribution  of  $600  per  annum  shall  be  made  to  each  beneficiary  entitled  to 
benefits  of  the  memorial  fund  beginning  on  completion  of  secondary  (high)  school 
education  or  at  the  end  of  the  seventeenth  year  of  his  or  her  age,  whichever  is  later 
and  thereafter  annually  if  such  a beneficiary  pursues  a collegiate  and/or  a postgraduate 
professional  course  and  if  they  remain  unmarried,  up  to  the  age  of  twenty-five  years. 
The  Council  shall  be  authorized  to  care  for  cases  of  special  educational  need  arising 
for  beneficiaries  in  the  secondary  (high)  school  level  within  the  limitations  of  the 
available  funds. 


Requirements  necessary  to  prove  eligibility  for  benefits  to  be  paid  the  children  of  the 

Members  of  the  Medical  Society  of  the  State  of  New  York  who  were  killed  in  action  or 

died  of  wounds  or  disease  connected  with  their  service  in  the  Armed  Forces  during 

World  War  II.  This  completed  form  should  be  signed  and  returned  with  the  required 

proofs  to  address  above. 

1.  A photostatic  copy  of  the  deceased  officer’s  commission. 

2.  Date  of  the  deceased  officer’s  entry  upon  active  duty 

3.  Branch  of  service:  Army,  Navy  (including  Marines),  Coast  Guard  or  Public  Health 
Service  (indicate  which  branch  by  circling  the  designated  branch). 

4.  Date  of  death Place  of  death 

Cause  of  death 

5.  A certified  copy  of  the  death  certificate  or  of  the  telegram  or  letter  from  the  De- 
partment of  War,  the  Navy,  or  the  Public  Health  Service  informing  the  next  of  kin 
of  the  death  of  the  deceased  officer.  The  copy  of  this  official  telegram  or  letter  may 
be  attested  before  any  Notary  Public  or  a photostatic  copy  may  preferably  be 
submitted. 

6.  A certified  or  photostatic  copy  of  the  marriage  certificate  of  the  deceased  officer  and 
his  surviving  wife. 

7.  A certified  or  photostatic  copy  of  the  birth  certificate  of  each  of  the  living  or  legally 
adopted  children  of  the  marriage  of  the  said  deceased  officer  and  his  surviving  wife. 

8.  An  official  letter  signed  by  the  president  or  the  secretary  .of  the  county 
medical  society  of  which  the  deceased  officer  was  a member  prior  to  entry  into  the 
service  certifying  to  his  membership  and  sworn  to  before  a Notary  Public  or  any 
officer  of  the  State  of  New  York  authorized  by  law  to  administer  oaths. 

9.  It  is  suggested  that  in  the  event  of  any  difficulty  in  complying  with  the  requests 
made  upon  this  form  that  the  service  officer  or  adjutant  of  any  post  of  the  American 
Legion  or  the  Veterans  of  Foreign  Wars  will  be  glad  to  aid  you  in  securing  the 
information  required. 
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Round  Table:  "The  Pneumoconioses” 


COR  PULMONALE  IN  CHRONIC  PULMONARY  DISEASES  OF 

INDUSTRY 

Edgar  Mayer,  M.D.,  and  Israel  Rappaport,  M.D.,  New  York  City 


PNEUMOCONIOSIS  showed  the  highest 
percentage  incidence  of  cor  pulmonale  in  an 
analysis,  published  by  Griggs  et  al.,  of  all  cases 
of  chronic  pulmonary  disease  in  18,000  autopsies.1 
We  have  made  a clinical  analysis  of  a large  num- 
ber of  cases  of  industrial  lung  disease,  the  major- 
ity of  which  were  pneumoconioses.  We  found 
that  cor  pulmonale  predominated  the  clinical 
picture,  even  in  the  cases  associated  with  pul- 
monary complications  (chiefly  tuberculosis)  and 
cardiac  complications  (chiefly  hypertensive  car- 
diovascular disease). 

To  understand  the  clinical  picture  of  chronic 
pulmonary  diseases  of  industry,  we  found  it  very 
helpful  to  construct  a picture  of  the  evolution  of 
cor  pulmonale  from  a variety  of  pulmonary  and 
cardiac  conditions  which  have  in  common  the 
presence  of  pulmonary  fibrosis  and  emphysema. 
As  we  followed  this  evolution  in  a large  number 
of  observations,  it  became  clear  that  we  were 
dealing  with  a sequence  of  events  which,  when 
pieced  together,  formed  a well-defined  clinical 
entity. 

In  this  publication  we  will  attempt  to  present 
this  clinical  entity,  and  we  will  discuss  its  various 
phases  in  the  following  logical  sequence:  (l) 
the  literature  which  shows  that  cor  pulmonale  has 
been  a well-recognized  entity  for  over  a century 
and  that  the  old  concept  of  its  nature  and  patho- 
genesis still  largely  prevails ; (2)  the  incidence  and 
the  practical  importance  of  chronic  pulmonary 
disease  leading  to  pulmonary  heart  disease;  (3) 
the  natural  history  showing  that  fibrosis  and 
emphysema  are  only  a phase  in  the  sequence  of 
events  that  lead  to  cor  pulmonale  (The  occur- 
rence of  fibrosis  and  emphysema  as  both  idio- 
pathic types  and  those  secondary  to  other  pul- 
monary affections  leads  to  confusion  of  concepts.) ; 
(4)  the  pathogenesis  showing  that  a functional 
interpretation  of  fibrosis  and  emphysema  best 
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explains  the  origin  of  cor  pulmonale,  and  (5)  the 
clinical  course  and  treatment. 

Literature 

Pulmonary  heart  disease  has  been  a concept 
ever  since  the  time  of  clinicians  a century  ago 
(Senac,  Louis,  Laennec,  Budd,  Isaacson,  Eppin- 
ger,  etc.).  They  postulated  that  the  answer  lies 
in  the  mechanical  impediment  to  the  circulation 
in  the  lungs  through  obliteration  of  large  capil- 
lary beds.  This  appears  to  be  a functional 
explanation.  But  the  functional  disturbances 
were  considered  merely  as  mechanical  effects  of 
structural  changes  in  the  lungs.  With  modern 
clinical  methods  observers  doubted  the  concept 
of  pulmonary  heart  disease,  since  they  could  find 
neither  elevated  venous  pressures  nor  x-ray 
evidence  of  right  heart  enlargement  in  so  many 
cases  of  chronic  pulmonary  disease  with  or  with- 
out emphysema.2’3  More  recently  postmortem 
studies  have  been  tending  again  to  confirm  the 
frequency  of  cor  pulmonale  in  chronic  pulmonary 
disease  with  emphysema  or  fibrosis  or  both.14'7 

Finally,  there  became  available  the  method  of 
catheterizing  the  heart — permitting  direct  pres- 
sure determinations  in  the  right  ventricle.  How- 
ever, the  cases  so  studied  are  still  too  few,  and  the 
results  are  inconclusive,  showing  pulmonary 
hjrpertension  in  some  and  not  in  others.8  Ac- 
cordingly, little  progress  has  been  made  in  de- 
fining the  nature  and  pathogenesis  of  pulmonary 
heart  disease.  The  idea  now  prevailing  is  still 
the  old  structural  mechanical  one  handed  down 
from  the  past. 

Incidence 

The  frequency  of  chronic  lung  disease  leading  to 
pulmonary  heart  failure  cannot  even  be  estimated, 
as  no  conclusive  figures  are  available.  From 
our  experience  it  is  a most  common  disease.  It 
contributes  materially  to  the  death  rate  from 
heart  disease,  which  now  tops  the  mortality  list. 
Because  it  is  so  chronic  and  the  patients  reach 
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TABLE  1. — Natural  History  of  Chronic  Pulmonary  Disease  Leading  to  Cor  Pulmonale 


Predisposing  Factors 
1.  Developmental  Defects 

(a)  Intra-  or  postnatal  growth  defect  (cystic 
lungs,  etc.) 

(i>)  Chest  deformities:  kyphoscoliosis,  rickets, 
polio,  etc. 


2.  Wear  and  tear  of  life 

(а)  Hard  labor,  alcoholism,  excessive  sports 

(б)  Residence  at  high  altitudes 

3.  Senile  regression:  skeletal  changes,  obesity 


Causative  Factors 

1.  Pulmonary  diseases 

(а)  Infections:  acute  pneumonitis,  chronic  bronchitis  and 

bronchiectasis,  chronic  bronchopulmonary  suppurations 

(б)  Infectious  granulomas:  tuberculosis,  sarcoidosis,  fungus 

disease 

(c)  Allergies:  asthma,  allergic  bronchitis 

(d)  Chemical  and  physical  irritants:  dust,  fumes,  gases,  x-ray, 
radium  fibroses — pneumoconioses,  etc. 

2.  Cardiovascular  diseases: 

(а)  Chronic  pulmonary  congestion  of  rheumatic,  arteriosclero- 
tic, hypertensive,  coronary  heart  disease  origin 

(б)  Pulmonary  vascular  disease:  infarctions,  thromboses,  pri- 
mary arterioloscleroses 


I 


Pulmonary  fibrosis  with  emphysema 

Right  ventricular  hypertrophy 
Y Cor  pulmonale 
Pulmonary  heart  failure 


advanced  age  when  cardiovascular  changes  are 
also  prevalent,  the  heart  failure  is  often  ascribed 
to  these,  and  the  pulmonary  heart  failure  is 
missed.  We  emphasized  this  aspect  in  previous 
publications,  and  it  has  since  then  been  borne  out 
by  recent  postmortem  studies.6'9 

We  pointed  out  previously  a recent  rise  in  the 
incidence  of  chronic  pulmonary  disease  and  cor 
pulmonale.  This  can  be  explained  by  two  facts: 
first,  the  increase  of  the  middle-aged  population 
with  senile  cardiovascular  changes . The  symptoms 
of  chronic  pulmonary  disease  progressing  to 
pulmonary  heart  failure  are  often  the  first  indica- 
tion of  advanced  heart  disease  in  patients  of  and 
past  middle  age.  The  second  explanation  is  the 
increased  frequency  of  chronic  lung  injury  due  to 
occupational  exposure  in  modern  industry  by 
continued  inhalation  of  many  injurious  sub- 
stances (dusts,  vapors,  fumes,  etc.). 

In  the  recent  publication  of  Griggs  et  al.  it  is  of 
particular  interest  to  note  the  high  incidence  of 
cardiac  failure  in  pneumoconiosis.* 1 2 3  For  a long 
time  the  late  Gardner  of  Saranac  Lake  held  that 
in  silicosis  cor  pulmonale  was  infrequent.  How- 
ever, more  recently  Dayman  published  the  results 
of  33  necropsies  on  silicotics  where  the  incidence 
of  cardiac  hypertrophy,  predominantly  of  the 
right  ventricle,  was  69  per  cent.7 

Natural  History 

The  natural  history  of  cor  pulmonale,  as  we 
conceive  it,  has  been  recorded  in  the  above  so 
as  to  explain  its  evolution  and  its  implications 
(Table  1). 

To  begin  with,  every  case  of  chronic  pulmonary 
disease  develops  on  the  basis  of  a predisposition, 
which  may  be  a substandard  pulmonary  or 
thoracic  apparatus  brought  along  from  early  life, 
may  be  acquired  later  by  the  wear  and  tear  of  life, 
or  may  be  acquired  in  advanced  age  by  senile 
changes  in  skeleton,  obesity,  etc.  With  this 
predisposition  many  pulmonary  infections  are 
superimposed  as  causative  factors,  resulting  in 


chronic  lung  disease  during  midlife.  We  believe 
that  chronic  pulmonary  disease  may  also  develop 
in  advanced  age  on  the  basis  of  the  pulmonary 
complications  of  chronic  cardiovascular  disease. 
Therefore,  chronic  pulmonary  disease,  which  ter- 
minates in  cor  pulmonale,  often  begins  in  early 
life  with  relative  pulmonary  insufficiency,  pro- 
gresses with  complicating  pulmonary  infection 
during  midlife,  and  is  brought  to  completion  by 
weakening  of  the  heart  in  later  life. 

Pulmonary  fibrosis  and  emphysema  secondary 
to  a variety  of  diseases  is  the  deciding  factor  in 
chronic  lung  disease  that  invariably  intervenes 
between  cor  pulmonale  and  the  conditions  which 
precede  it.  From  the  clinical  standpoint  some 
of  the  factor  combinations  and  the  order  of  their 
incidence  is  of  great  practical  significance,  as 
shown  in  Table  2. 

So-called  idiopathic  fibrosis  and  emph}rsema 
are  readily  explained  in  the  above  scheme  of  the 
natural  history  of  chronic  pulmonary  disease. 
Fibrosis  and  emphysema  of  so-called  unknown 
origin  in  young  people  can  almost  invariably  be 
traced  to  such  factor  combinations  as  pulmonary 
or  chest  defects  brought  along  from  childhood 
predisposing  to  recurrent  infections  with  a tend- 
ency toward  poor  resolution.  Also  the  wear 
and  tear  of  a life  of  hard  labor  or  alcoholism  with 
early  advent  of  arteriosclerotic  changes  often 
explains  iodiopathic  emphysema  in  middle-aged 
individuals. 

TABLE  2.— Etiologic  Factor  Combinations 


Predisposition 

Intra-  and  postnatal  lung  damage,  defective  lung  opening 
or  growth  (substandard  lungs  and  chest) 

Early  Emphysema 

1.  Lung  infections  leading  to  fibroses  (tuberculosis,  etc.) 

2.  Allergic  conditions  (asthma,  etc.) 

3.  Lung  injuries  in  industry  (silicosis,  etc.) 

1,2,3 — alone  or  with  hard  labor  or  alcoholism 

Late  Emphysema 

1.  Pulmonary  congestion  of  cardiac  origin  (hypertensive 
and  arteriosclerotic  heart  disease) 

2.  Postural  chest  deformity  (senile  skeletal  changes,  obes- 
ity, etc.) 

1,  2 — alone  or  with  hard  labor  or  with  alcoholism 
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It  is  well  understood  that  emphysema  is  mostly 
a sequela  to  other  chronic  pulmonary  affections, 
although  it  is  often  talked  of  as  a primary  clinical 
entity.  In  contrast,  pulmonary  fibrosis  is  never 
considered  as  a distinct  and  primary  clinical 
entity,  although  cases  of  fibrosis  of  unknown  ori- 
gin are  not  at  all  uncommon.  There  is  little 
reference  in  textbooks  to  the  association  of 
fibrosis  and  emphysema,  but  again  the  prevalence 
of  this  association  in  chronic  lung  disease  has  long 
been  an  established  fact.  The  prevalent  idea 
explains  these  as  naturally  associated  tissue 
changes.  It  is  usually  said  that  fibrosis  consists 
of  replacement  of  pulmonary  parenchyma  by 
connective  tissue.  As  the  latter  results  in  loss  of 
elasticity  in  the  lungs,  it  leads  to  emphysema  by 
mechanical  distention  of  the  air  spaces.  This  is 
the  old  mechanical  structural  concept  which  at 
best  explains  only  structural  peri-  and  intrafocal 
emphysematous  changes.  It  does  not  explain 
clinical  emphysema.9 

Clinically,  pulmonary  emphysema  is  most 
marked  in  the  intact  areas  of  the  lungs  removed 
from  or  intervening  between  the  fibrotic  areas. 
In  tuberculosis,  fibrosis  is  typically  above  and 
emphysema  below.  In  other  fibroses,  the  lesions 
are  densest  about  the  roots,  while  emphysema  is 
most  marked  at  the  periphery.  In  disseminated 
fibroses,  in  pneumoconioses,  etc.,  emphysema  is 
widespread  between  the  foci.  Where  fibrosis 
predominates  in  one  lung,  emphysema  is  present 
in  the  other. 

Clinical  emphysema  is  not  identical  with 
structural,  as  evidenced  by  the  discrepancy  in 
necropsy  findings  where  the  majority  of  cases  so 
diagnosed  during  life  show  little  evidence  of 
structural  emphysema.  Conversely,  many  cases 
of  structural  emphysema  are  overlooked  clini- 
cally, since  they  may  show  little  evidence  of  func- 
tional emphysema. 

The  prevailing,  rigidly  structural  concept  of 
fibrosis  and  emphysema  is  confusing.  F unctional 
interpretation  of  pulmonary  emphysema  which 
has  been  long  recognized  as  so-called  “compensa- 
tory emphysema”  can  clarify  the  confusion.  We 
look  upon  the  fibrosis  as  a loss  of  breathing  sur- 
face which  must  be  compensated  for  by  com- 
pensatory function  in  remaining  normal  lung 
areas.  Compensatory  (functional)  emphysema 
must  increase  as  the  loss  of  breathing  surface 
by  fibrosis  and  structural  emphysema  progresses 
in  the  lungs.  This  explains  the  inseparable 
association  of  fibrosis  and  emphysema. 

Structural  emphysema  implies  loss  of  breath- 
ing surface  by  loss  of  partitions  and  fusion  of  air 
spaces,  while  the  functional  implies  increased  par- 
titioning with  increase  of  breathing  surface.  In 
both,  the  volume  of  air  in  the  affected  lung  area 
is  increased.  In  the  former  we  are  dealing  with 


abnormally  distended  air  spaces,  in  the  latter  with 
increased  number  of  air  spaces  of  normal  expan- 
sion. Structural  emphysema  is  permanently 
distended;  in  functional  emphysema  expansion 
may  be  temporary.  The  functional  type  be- 
comes irreversible  if  the  need  for  compensatory 
function  persists  to  keep  up  increased  breathing 
surface  in  the  still  available  lung  areas.  The 
irreversible  functional  and  structural  emphysema 
combined  in  variable  proportions  we  recognize 
as  “clinical  emphysema.” 

Pathogenesis  of  Cor  Pulmonale 

Clinicians  of  the  past  concluded  that  pulmo- 
nary heart  disease  was  due  to  rising  resistance  to 
blood  flow  in  the  lesser  circulation.  This  concept 
could  apparently  not  explain  the  fact  that  in 
pulmonary  heart  failure  the  left  side  of  the 
heart  too  is  often  found  enlarged.  However, 
pulmonary  hypertension  as  the  cause  of  cor 
pulmonale  still  prevailed.  With  the  advent  of 
functional  medicine,  investigators  were  bent  on 
confirming  the  increased  resistance  to  blood  flow 
in  the  lungs.  At  first  this  was  approached  by 
venous  pressure  readings,  then  by  circulation 
time  determinations.  These  showed  consist- 
ently that  even  in  severe  emphysema  there  need 
be  no  elevation  of  venous  pressure  or  increase 
in  pulmonary  circulation  time.  In  fact,  in  some 
cases  decreased  circulation  time  was  found  and 
was  interpreted  as  an  effort  at  compensatory 
function. 

Direct  pressure  determination  in  the  right 
heart  became  possible  by  the  method  of  catheter- 
izing  the  heart.  The  figures  recently  published 
by  Cournand  indicate  that  in  moderate  emphy- 
sema no  pulmonary  hypertension  was  found; 
in  severe  emphysema  marked  pulmonary  hyper- 
tension was  present.8  In  pulmonary  fibrosis 
with  moderate  emphysema  marked  pulmonary 
hypertension  with  somewhat  increased  cardiac 
output  was  present.  These  findings  were  also 
corroborated  by  others  using  catheterization  of 
the  heart  for  determination  of  pressure  levels  in 
the  pulmonary  circulation.1011 

Recent  pathologic  studies  also  reveal  some 
sharp  discrepancies.  White  and  Bremer  in  a 
pathologic  and  clinical  study  concluded  that 
“true  cor  pulmonale  is  distinctly  rare.  Ordi- 
narily asthma,  emphysema,  and  pulmonary  tuber- 
culosis, even  though  of  high  degree,  do  not  pro- 
duce cor  pulmonale.”2 

Parkinson  and  Hoyle  concluded  from  their 
pathologic  material  that  “cardiac  failure  from 
emphysema  alone  is  surprisingly  rare.  Such 
cardiac  signs  and  symptoms  as  may  appear  in 
emphysema  are  more  likely  due  to  (systemic) 
hypertension  than  to  the  direct  effect  of  emphy- 
sema of  the  heart.”3 
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Spain  and  Handier  emphasize  the  prevalence 
of  cor  pulmonale  “both  clinically  and  in  the 
autopsy  room.”6  They  think  it  is  overlooked 
because  “only  too  often  the  attention  of  the 
clinician  and  pathologist  is  diverted  by  the  pres- 
ence of  hypertension  of  coronary  arteriosclerosis 
as  the  primary  factor.  In  many  of  these  cases  a 
review  of  the  clinical  history  will  often  reveal 
that  cor  pulmonale  with  its  associated  pulmonary 
lesion  played  a relatively  larger  part  in  the  symp- 
toms and  disability  than  the  coincidental  hyper- 
tension of  arteriosclerosis.”  They  concluded 
that  “diffuse  obstructive  emphysema,  either 
primary  or  secondary  to  such  diseases  as  pulmo- 
nary tuberculosis  and  silicosis,  was  considered  to  be 
the  significant  underlying  pulmonary  factor  in 
the  vast  majority  of  the  cases.”  Yet,  they  em- 
phasized the  fact  that  “cor  pulmonale  is  infre- 
quent in  the  advanced  bullous  forms  of  emphy- 
sema.” 

In  contrast,  Parker  in  a morphologic  study  of 
32  cases  of  essential  emphysema  concluded  that 
“the  severity  of  emphysema  seemed  to  be  closely 
correlated  with  the  incidence  of  congestive  heart 
failure  as  well  as  with  the  frequency  and  extent 
of  right  ventricular  enlargement.”4 

The  most  logical  explanation  of  these  dis- 
crepancies is  the  difference  in  the  material 
studied.  They  are  difficult  to  explain  on  the 
basis  of  the  old  structural  mechanical  concept  of 
pulmonary  heart  disease.  We  believe  the  func- 
tional concept  presented  here  explains  these 
differences. 

Chronic  cor  pulmonale  as  characterized  by  the 
gradual  hypertrophy  of  the  right  ventricle  may 
be  considered  as  not  so  much  a sign  of  strain  or 
insufficiency  but  rather  a compensatory  phe- 
nomenon. It  is  the  response  of  the  heart  to  the 
call  for  compensatory  increase  of  the  pulmonary 
circulation  associated  with  increasing  compensa- 
tory function  in  the  lungs.  As  long  as  there  are 
ample  lung  areas  available  for  compensatory 
function,  no  pulmonary  hypertension  need 
develop  in  association  with  the  compensatory 
function  of  the  lungs  and  heart.  Also,  when 
compensatory  function  is  not  feasible  because 
of  lack  of  available  space  in  the  lungs,  there  will 
be  no  calling  into  play  of  the  compensatory  right 
heart  function.  Pulmonary  hypertension  may 
develop  in  the  presence  of  a small  heart.  Then 
the  terminally  dilated  conus  and  dilated  right 
ventricle  may  be  found  in  these  cases  as  evidence 
of  acute  rather  than  chronic  cor  pulmonale. 

That  pulmonary  heart  failure  is  not  a matter 
of  isolated  right  ventricular  failure  due  to  pul- 
monary hypertension  and  right  ventricular 
strain  is  clearly  indicated  by  both  the  terminal 
clinical  features  and  postmortem  findings.  The 
terminal  clinical  features  indicate  failure  of  the 


heart  as  a whole.  The  postmortem  findings 
reveal  enlargement  also  of  the  left  side  of  the 
heart  in  the  majority  of  cases.  These  facts  have 
long  been  noted  and  repeatedly  discussed  and 
were  puzzling  (Hutchinson,  Thomas,  Lewis,  etc.). 
Scott  and  Garvin  in  a most  recent  publication  of  a 
pathologic  study  in  50  autopsies,  stated:  “In 
the  majority  of  cases  the  left  ventricle  also  was 
hypertrophic,  but  the  cause  of  this  hypertrophy 
was  not  apparent.  It  is  suggested  that  the 
anatomic  relation  of  the  two  ventricles  is  so 
intimate  that  hypertrophy  of  one  chamber  ulti- 
mately involves  the  other.”5 

The  functional  concept  of  “pulmonary  heart 
failure”  is  one  of  compensation,  with  ultimate 
exhaustion  as  the  limit  of  compensation  has  been 
reached.  The  heart  compensates  as  a whole  for 
progressive  failure  in  lung  function.  In  our 
belief  the  best  proof  of  this  is  the  fact  revealed 
by  the  recent  work  of  McMichael  showing  that  in 
pulmonary  heart  failure  the  cardiac  output  is 
increased.12  The  heart  fails  here  under  the 
strain  of  excessive  circulation  which  we  think  is  of 
compensatory  origin.  Increased  cardiac  output 
may  even  turn  out  to  be  the  feature  which  dis- 
tinguishes true  pulmonary  from  other  forms  of 
heart  failure  in  which  the  cardiac  output  is 
decreased.  Much  further  work  is  required  to 
bring  conclusive  answers  to  all  these  questions. 

The  clinical  course  of  chronic  pulmonary 
disease  is  what  one  would  expect  in  the  light  of 
its  natural  history.  It  falls  naturally  into  three 
periods  we  describe  by  their  most  conspicuous 
clinical  phenomena  as  bronchial  phase,  pulmo- 
nary phase,  and  cardiac  phase : 

1.  The  bronchial  phase  is  so-called  because 
bronchorrhea  is  its  most  conspicuous  symptom. 
It  has  been  our  experience  that  bronchorrhea  is 
the  most  constant  symptom  of  early  emphysema, 
which  is  still  of  subclinical  degree.  Recurrent 
attacks  of  bronchitis  are  common,  even  though 
this  phase  extends  over  a long  preclinical  period, 
often  decades,  during  which  there  is  little  reason 
to  suspect  the  future  events.  Eventually  in- 
fections engraft  themselves  on  the  bronchorrhea, 
and  purulent  bronchitis  and,  at  times,  bron- 
chiectases develop.  During  the  attacks,  ominous 
signs  of  emphysema  appear,  but  this  is  still 
largely  reversible  during  intervals.  The  bron- 
chial phase  is  rarely  absent  even  in  the  pneumo- 
conioses, where  the  development  of  fibrosis  and 
emphysema  is  more  rapid. 

2.  The  pulmonary  phase  is  characterized  by 
the  clinical  features  of  fibrosis  with  emphysema, 
in  addition  to  the  bronchitis  and  bronchorrhea 
which  are  now  more  or  less  constant.  A gradual 
hypertrophy  of  the  right  ventricle,  accentuation 
of  the  second  pulmonic  sound  and  right  axis 
deviation  in  the  electrocardiogram  make  their 
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TABLE  3. — Clinical  Phases  of  Cob  Pulmonale  and  Treatment  Thereof 


Clinical  Features  Functional  Status 

1.  Bronchial  Phase — Adequate  Compensation — Long  Period 


Signs  of  primary  pulmon- 
ary or  cardiac  condition 
and  of  progressive  emphy- 
sema 


Signs  of  emphysema, 
dyspnea,  cyanosis,  on  ex- 
ertion marked;  tachycar- 
dia, central  venous  en- 
gorgement 


Progressive  restriction  of 
exercise  capacity  with  dysp- 
nea and  cyanosis  on  mild 
exertion 


Ventilatory  insufficiency, 
gas  exchange  disturbance, 
progressive  anoxia,  in- 
creased cardiocirculatory 
embarrassment 


Complications 

Bronchorrhea,  recurrent 
bronchial  infections 


Period 

Persistent  bronchial  infec- 
tion aggravated  by  periodic 
attacks  of  pulmonary  con- 
gestion 


Few  bouts  of  congestive 
failure  alternating  with 
short  periods  of  recompen- 
sation 

Recurring  attacks  of  pul- 
monary edema 


Treatment 


Prevention  of  bronchial  in- 
fections; their  treatment 
with  penicillin  by  inhala- 
tions and  injections 


Vaponephrin  inhalations, 
aminophyllin,  penicillin, 
abdominal  belt 


Digitalis,  mercuhydrin,  am- 
inophyllin, periodic  oxygen 
inhalation 

Positive  pressure  oxygen  in- 
halation; phlebotomy 


3.  Cardiac  Phase — Decompensation — Short  Period 

Predominant  right  ventricular  failure:  dyspnea  and  cya- 

nosis marked,  orthopnea  slight 

Total  heart  failure;  orthopnea  marked,  dyspnea  and  cy- 
anosis 


2.  Pulmonary  Phase — Inadequate  Compensation — Variable 


appearance  eventually.  This  phase  too  is  mostly 
a protracted  one,  often  lasting  years,  during  which 
symptoms  and  signs  of  decompensation  make 
their  appearance  progressively.  Dyspnea, 
cyanosis,  tachycardia,  and  enlargement  of  pul- 
monic conus  are  still  features  of  the  pulmonary 
phase.  Even  central  venous  engorgement  and 
tendency  toward  peripheral  anasarca  may  appear 
later  in  this  phase,  but  these  are  already  fore- 
runners of  the  oncoming  cardiac  phase.  The 
transition  is  most  insidious. 

3.  The  cardiac  phase  is  one  of  comparatively 
short  duration,  lasting  a few  months  to  two 
years.  As  implied  in  its  name,  it  is  character- 
ized by  the  features  of  cardiac  failure.  Orthop- 
nea is  added  to  dyspnea,  and  cyanosis  becomes 
more  marked  than  in  any  other  condition  except 
•the  cyanosis  of  congenital  heart  disease.  Marked 
bulging  of  central  veins  can  be  brought  out  by 
light  pressure  on  the  right  upper  quadrant  of  the 
abdomen.  Soon  the  liver  becomes  tender  and 
enlarged,  and  the  signs  of  basal  congestion  are 
heard  in  the  chest.  Finally,  frank  congestive 
failure  with  dependent  edema  makes  its  appear- 
ance. At  times  the  end  comes  syncope-like,  and 
none  of  these  failure  symptoms  develop,  or  they 
are  aborted  with  only  some  of  the  features  in 
evidence.  Frequently,  bouts  of  acute  pulmonary 
edema  are  the  terminal  phenomena. 

The  therapeutic  management  of  the  conditions 
discussed  above  from  the  standpoint  of  cor  pul- 
monale should  aim  to  delay  the  progress  of  the 
process  to  the  pulmonary  and  the  ultimate  car- 
diac phase.  The  treatment  varies  according  to 
the  phase  which  in  turn  must  be  judged  by  the 
progress  of  the  symptoms  and  signs. 


In  Table  3 above  we  have  recapitulated 
the  highlights  of  the  three  phasic  evolutions  of 
cor  pulmonale  and  correlated  this  with  the  thera- 
peutic measures  applicable  to  each  phase.  As  the 
table  indicates,  in  the  bronchial  phase,  control  of 
bronchial  infections  and  control  of  the  progress 
of  emphysema  is  the  chief  goal.  In  the  pulmo- 
nary phase,  alleviation  of  the  symptoms  of  pulmo- 
nary insufficiency  (disturbed  ventilation  and  circu- 
lation in  the  lungs)  can  delay  the  progress  of  the 
cardiac  phase.  When  the  last  phase  of  cor  pul- 
monale has  arrived,  the  most  we  can  do  is  to  delay 
ultimate  cardiac  failure.  The  methods  of  doing 
this  differ  according  to  whether  we  are  faced  with 
predominant  right  heart  failure,  with  signs  of 
slow  peripheral  congestion,  or  with  combined 
right  and  left  heart  failure  of  the  acute  type  with 
attacks  of  pulmonary  edema.  As  to  the  par- 
ticular therapeutic  measures  available  now,  the 
table  speaks  for  itself. 
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SOME  CLINICAL  FEATURES  OF  PNEUMOCONIOSIS 


J.  Burns  Amberson,  M.D.,  New  York  City 

IN  CLINICAL  practice,  exposure  to  free 
silica  dust  is,  with  very  few  exceptions,  found 
to  be  the  cause  of  pneumoconiosis.  Character- 
istically, it  is  a slowly  developing,  insidious 
disease  which  seldom  gives  rise  to  subjective 
symptoms  until  the  pulmonary  lesions  are  well 
advanced.  Exceptions  are  explained,  as  a rule, 
by  some  complicating  factor,  usually  infection. 
The  vast  majority  of  afflicted  workers  pass  the 
age  of  forty-five  or  fifty  before  symptoms  of  the 
disease  become  manifest,  even  though  the  dust 
exposure  may  have  extended  over  as  much  as 
thirty  or  forty  years  previously.  During  this 
interval  the  worker  may  have  enjoyed  vigorous 
health  and  been  able  to  withstand  heavy  physical 
labor.  Then,  if  other  complications  have  not 
intervened,  he  may  begin  to  notice  slight  short- 
ness of  breath,  particularly  when  he  hurries, 
walks  up  a grade,  or  undergoes  other  special 
physical  strain.  This  is  soon  relieved  by  resting, 
but  in  time  the  symptom  becomes  apparent  on 
milder  exertion  and  eventually  may  be  associated 
with  failing  endurance  and  a drop  in  his  occupa- 
tional productivity  so  that  he  falls  behind  other 
workers  in  his  daily  output.  As  the  labor  of 
pulmonary  ventilation  gradually  increases,  retro- 
sternal distress,  especially  on  exertion,  is  com- 
monly noted . Orthopnea  is  not  a feature ; in  fact, 
the  patient  usually  is  relieved  to  lie  down  and 
rest,  and  his  sleep  is  not  disturbed.  His  physio- 
logic limitations  put  a brake  on  his  activities,  and 
if  he  is  so  fortunate  as  to  escape  respiratory 
infections,  he  may  live  fairly  comfortably  to  old 
age  with  extensive  silicosis  and  finally  die  from 
some  other  cause.  In  these  uncomplicated  cases 
there  are  few  or  no  outward  signs  of  the  disease 
except  for  tachypnea  and  dyspnea.  Physical 
examination  reveals  only  the  signs  of  emphysema, 
although  the  accentuation  of  the  second  pul- 
monic heart  sound  may  indicate  abnormally  high 
blood  pressure  in  the  pulmonary  circuit.  Oc- 
casionally, there  is  moderate  functional  poly- 
cythemia, but  the  sedimentation  rate  of  the 
erythrocytes  is  usually  normal.  Very  extensive 
lesions  in  the  lungs  may  cause  such  obstruction 
to  the  pulmonary  circulation  that  the  right  heart 
is  overtaxed,  and  in  relatively  few  cases  conges- 
tive failure  with  general  anasarca  may  be  a con- 
spicuous finding.  In  this  connection  it  may  be 
noticeable  clinically  that  the  degree  of  cardio- 
respiratory insufficiency  cannot  be  estimated  from 
the  x-ray  picture  alone.  Numerous  nodular 
lesions  may  be  present  in  a patient  with  little 
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or  no  dyspnea,  whereas  others,  who  complain 
severely  of  dyspnea,  show  relatively  fine  nodula- 
tion  of  the  lungs  with  intervening  reticulation 
suggesting  extensive  interstitial  fibrosis  which 
appears  to  shut  dowm  on  the  capillaries  and 
seriously  impede  circulation  of  the  blood. 
Whether  or  not  all  this  change  is  due  to  dust 
alone  or  to  dust  and  associated  infection  is  not 
usually  clear. 

The  Role  of  Complications 

Inflammation  due  to  infection  is  the  usual 
complication  modifying  the  clinical  course  of 
silicosis  and  contributing  to  disability.  The 
most  common  is  chronic  bronchitis.  This  of 
course  does  not  declare  itself  in  the  roentgeno- 
gram but  is  apparent  in  the  clinical  symptoms 
and  findings  on  physical  examination.  Whereas 
the  uncomplicated  silicotic,  even  though  dys- 
pneic,  has  little  or  no  cough,  the  addition  of 
chronic  bronchitis  often  leads  to  a persistent  or 
recurrent  cough  wrhich  at  first  may  be  dry  and 
unproductive  but  sooner  or  later  usually  takes  on 
a most  harassing  character.  With  this  the 
patient  becomes  aware  of  more  or  less  constant 
tracheal  irritation  and  often  of  wheezing  which 
may  simulate  true  asthma.  With  great  effort 
by  the  patient  the  cough  is  productive  of  mucoid 
sputum,  most  commonly  on  waking  in  the  morn- 
ing; it  often  disturbs  his  sleep  and  interrupts  his 
rest,  thus  contributing  to  his  exhaustion.  The 
mild  inflammation  of  the  bronchial  mucous 
membranes  gives  rise  to  some  edema  and  thick 
mucoid  or  mucopurulent  discharge  which  clings 
to  the  bronchial  walls  and  is  not  easily  expelled. 
A contributory  factor  is  the  inelasticity  and  im- 
paired deflatability  of  the  lungs;  in  consequence, 
the  slow  and  weak  expiratory  air  current  lacks 
the  force  to  dislodge  accumulated  discharge  from 
the  bronchus.  In  elderly  patients,  particularly, 
there  is  also  reason  to  suspect  a failure  of  ciliary 
action  to  move  these  discharges.  As  a result,  the 
air  passages  are  partly  obstructed,  ventilation  of 
the  alveoli  suffers  further,  and  subjective  dyspnea 
increases.  Such  a combination  of  forces  may 
throw  added  strain  on  the  right  heart,  and  this, 
no  doubt,  sometimes  accounts  for  the  rather 
abrupt  death  of  a patient  who,  previous  to  an 
attack  of  bronchitis,  did  not  give  any  indication 
clinically  that  he  was  approaching  the  limit  of  his 
physiologic  reserve.  The  persistence  of  chronic 
bronchial  inflammation  of  a low  grade  may  be 
favored  by  chronic,  upper  respiratory  infec- 
tions and  may  lead  to  further  fibrosis  of  the 
lungs  not  entirely  of  a silicotic  nature. 

Silicosis,  like  other  types  of  anatomic  damage, 
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may  also  predispose  to  the  development  of 
bacterial  or  viral  pneumonia,  particularly  the 
former.  The  impairment  of  the  physiologic 
defenses  of  the  bronchopulmonary  system  seems 
to  explain  in  part  the  susceptibility  of  these 
patients  to  severe  respiratory  infections.  Bron- 
chopneumonia may  be  due  to  a specific  pneumo- 
coccus but  is  quite  often  due  to  a mixture  of 
bacteria  which  commonly  reside  in  the  throat  and 
are  not  highly  pathogenic.  Depending  on  the 
degree  of  the  pneumoconiosis,  bronchopneu- 
monia, which  in  the  average  person  would  be 
mild  and  short-lived,  often  runs  a protracted 
course  and  may  constitute  a serious  or  even  fatal 
menace.  The  difficulty  of  pulmonary  ventila- 
tion is  severe  and  appears  out  of  proportion  to  the 
extent  of  the  pneumonia;  anoxemia  is  an  early 
and  alarming  feature.  Unless  the  disease  can  be 
controlled  promptly  by  the  use  of  antibiotics  and 
oxygen  therapy,  the  complication  may  lead 
quickly  to  pulmonary  failure,  acute  cor  pulmon- 
ale, and  death.  Even  if  the  patient  recovers 
from  pneumonia,  this  episode  'may  be  followed  by 
a decided  increase  of  respiratory  disability  which 
persists.  Thus,  a man  who  worked  steadily  and 
efficiently  for  many  years  in  spite  of  his  silicosis 
may  find,  after  an  attack  of  bronchopneumonia, 
that  he  cannot  even  walk  up  a low  hill  without 
severe  shortness  of  breath  and  exhaustion. 
Usually  he  can  never  again  perform  his  accus- 
tomed work. 

Suppurative  pneumonia  likewise  is  somewhat 
more  common  in  the  silicotic,  particularly  if  there 
is  extensive  sepsis  in  the  mouth  and  upper  res- 
piratory tract.  The  pneumonia  may  then  go  on 
to  abscess  formation,  particularly  if  the  anaerobes 
are  involved,  and  there  may  be  extensive  de- 
struction of  the  lung  within  several  weeks.  In- 
cidentally, this  rapid  necrosis  may  give  rise  to 
quantities  of  purulent  sputum  of  a slaty  color 
which  is  rich  in  its  content  of  silica.  Such  pneu- 
monia is  extremely  serious  in  a silicotic  patient 
because  the  reparative  processes,  which  ordin- 
arily might  lead  to  effective  healing,  are  less 
effective  in  a fibrotic  emphysematous  lung.  An 
abscess  then  is  more  likely  to  become  chronic,  and 
the  surgical  procedures  which  usually  are  relied 
upon  for  cure  are  impossible  or  of  limited  effec- 
tiveness. The  obvious  lesson  is  that  the  silicotic 
patient  should  be  protected  as  far  as  possible 
against  respiratory  infections,  particularly  those 
which  are  likely  to  lead  to  pneumonia  of  a simple 
or  complicated  suppurative  type.  Since  many 
of  these  patients  are  elderly,  have  carious  teeth 
with  pyorrhea,  and  impaired  or  abolished 
pharyngeal  reflexes,  the  possibility  of  aspirational 
infection  of  the  lungs  should  be  visualized,  and 
measures  should  be  taken  to  remove  possible 
sources  of  infection.  Extra  precaution  in  the 
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care  of  the  common  cold,  removal  of  septic  foci 
from  the  mouth,  and  good  dental  hygiene  are  of 
great  importance. 

The  complication  of  tuberculous  infection  is  so 
frequent  that  its  possible  role  in  pneumoconiosis 
should  always  be  considered.  Early  recognition  of 
associated  tuberculosis  is  extremely  important  and 
often  very  difficult — important  because  arrest  of 
tuberculosis  before  excavation  has  occurred  may 
mean  the  difference  between  health  and  chronic 
disability  and  early  death.  There  may  be  few  or 
no  symptoms  of  associated  tuberculosis  at  the  start. 
The  early  sign  is  the  confluence  of  silicotic  lesions 
demonstrated  by  x-ray  examination;  the  nodular 
shadows  may  appear  to  merge  together,  espe- 
cially near  the  apex  of  the  lung.  The  sign  is  not 
pathognomonic  of  tuberculosis,  although  it  is 
highly  suggestive,  especially  when  there  is  no 
evidence  of  acute  pneumonia  and  when  the  con- 
fluence of  the  nodules  predominates  in  the  upper 
part  of  both  lungs  or,  more  particularly,  of  one 
lung.  Similar  x-ray  changes  may  occur  in 
association  with  other  infections  and  also  in 
mixed  types  of  pneumoconiosis,  particularly  in 
the  anthracosilicosis  of  coal  miners. 

Since  tuberculosis  is  so  common,  the  signifi- 
cance of  the  symptoms  of  weakness,  easy  fatigue, 
and  lack  of  endurance  may  be  great,  especially 
when  these  symptoms  cannot  be  explained  on  the 
basis  of  physiologic  strain  which,  when  present, 
is  almost  always  manifested  by  tachypnea  and 
dyspnea.  The  symptom  of  blood-spitting  may 
be  very  important  since  this  is  not  caused  by 
uncomplicated  silicosis.  Likewise,  silicosis  alone 
•seldom  gives  rise  to  rales,  detectable  by  ausculta- 
tion, especially  in  the  upper  part  of  the  chest. 
If  fine  or  medium  rales  are  heard  near  the  peri- 
phery of  the  lung,  at  or  below  the  apex,  where 
the  roentgenogram  shows  confluence  of  nodular 
shadows,  tuberculosis  most  frequently  is  the 
explanation.  A rapid  sedimentation  rate  of  the 
erythrocytes  strengthens  this  supposition,  and, 
of  course,  the  discovery  of  tubercle  bacilli  in  the 
sputum  is  confirmatory.  However,  tuberculosis 
in  these  cases  is  often  very  insidious,  and  there 
may  be  few  or  no  tubercle  bacilli  found  until  the 
disease  is  well  on  its  destructive  course.  Before 
excavation  of  tuberculous  lesions  has  occurred, 
experience  indicates  that  there  is  a very  good 
possibility  of  confining  the  disease  and  arresting 
its  activity  by  proper  rest  treatment.  However, 
once  a tuberculous  cavity  has  formed,  giving  rise 
to  purulent  or  mucopurulent  sputum  containing 
tubercle  bacilli  and  causing  unmistakable  symp- 
toms, the  prospect  of  effective  treatment  is  poor. 
Dissemination  of  the  infection  through  the 
bronchial  system  into  other  parts  of  the  lung  is 
very  frequent.  The  silicotic  damage  of  pul- 
monary tissue  and  the  impairment  of  the  various 
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physiologic  defenses  explain,  in  large  part,  the 
failure  of  these  patients  to  cope  successfully  with 
cavitary  tuberculosis. 

Chronic  organizing  pleurisy  may  be  a part  of 
pneumoconiosis  itself  or  due,  wholly  or  in  part, 
to  associated  infection.  Acute  pleural  inflamma- 
tion, clinically  manifested  as  such,  is  usually  due 
to  infection  and,  if  a febrile  effusion  develops 
insidiously,  it  is  almost  always  tuberculous.  This, 
in  fact,  may  be  the  only  clinical  manifestation  of 
tuberculosis.  A serious  view  of  its  portent  should 
be  taken,  particularly  since  adequate  treatment 
at  this  time  may  prevent  further  progress  of 
the  disease;  underlying  tuberculosis  of  the  lung 
can  be  assumed  to  be  present. 

The  length  of  treatment,  when  tuberculosis  is 
a complication,  is  necessarily  long,  and  there  is  a 
potentially  serious  handicap  which  will  be  per- 
manent. Such  patients,  therefore,  should  never 
resume  work  of  a laborious  or  exhausting  char- 
acter, and  they  should  have  periodic  medical 
observation  and  advice  throughout  the  remainder 
of  their  lives,  which,  in  this  way,  may  be  pro- 
longed in  comfort  for  many  years. 

Pneumothorax  due  to  acute  perforation  of  the 
visceral  pleura  may,  in  the  patient  with  advanced 
silicosis,  lead  to  sudden  respiratory  failure  and 
death  because  of  the  collapse  of  the  lung  and 
strain  on  the  right  heart.  As  in  nonsilicotic 
cases,  perforation  is  due  most  commonly  to 
ulcerative  caseous  tuberculosis  of  the  lung  or 
subpleural  emphysema.  The  latter  mechanism 
is  somewhat  more  common  in  silicotics  than  in 
those  with  otherwise  healthy  lungs  and  may  ex- 
plain recurrent  pneumothorax  and  even  bilateral  • 
simultaneous  pneumothorax.  Emphysema  is  a 
constant  concomitant  of  well-developed  silicosis 
and,  as  the  pleura  thins  out,  it  may  perforate, 
especially  if  there  are  blebs  under  tension.  Be- 
cause of  the  already  impaired  respiratory  func- 
tion, the  situation  is  a real  emergency  to  be  met 
immediately  by  oxygen  therapy  and  the  aspira- 
tion of  gas  from  the  pleural  space.  The  pleura 
of  such  damaged  lungs  is  slow  to  heal,  and  re- 
expansion may  be  long  delayed.  In  tuberculous 
cases,  empyema  usually  develops,  and  the  course 
thereafter  is  usually  decidedly  unfavorable. 

Bronchiectasis  is  seldom,  if  ever,  due  to  un- 
complicated silicosis.  If  anythitig,  the  pulmon- 
ary fibrosis  is  more  likely  to  lead  to  peribronchial 
constriction  and  distortion.  Bronchiectasis  may 
have  been  present  previous  to  the  development  of 
silicosis  or  it  may  supervene  if  the  silicotic  lung 
becomes  involved  in  a suppurative  destructive 
pneumonia. 


There  is  little  or  no  evidence  in  clinical  experi- 
ence to  indicate  the  predisposition  of  a silicotic 
to  the  development  of  bronchial  carcinoma. 
Except  for  the  alleged  effects  of  the  dust  of 
radioactive  ores,  the  incidence  of  cancer  of  the 
lung  does  not  appear  to  be  greater  in  silicotics 
than  in  the  general  population. 

One  is  led  at  times  to  speculate  whether  sili- 
cosis, especially  as  it  appears  in  elderly  people, 
may  help  accelerate  the  course  of  degenerative 
diseases,  especially  those  of  the  heart  and  blood 
vessels.  It  does  not  seem  unreasonable  to  think 
that  this  may  at  times  be  a fact.  The  chronic 
hypoxemia,  which  some  of  these  silicotics  experi- 
ence for  many  years,  the  impaired  pulmonary 
circulation,  the  chronic  strain  on  the  heart,  and 
the  chronic  exhaustion,  which  some  experience 
just  from  the  effort  of  breathing,  may  combine 
to  reduce  the  oxygen  supply  to  all  the  tissues  of 
the  body,  to  cause  changes  in  the  myocardium, 
and  to  reduce  vital  resistance  against  infection. 
This  needs  further  consideration. 


Conclusions 

The  clinical  picture  of  pneumoconiosis  is  of 
great  interest  to  the  physician  and  the  physiolo- 
gist, but  it  can  only  be  depressing  sociologically 
because  this  is  a wholly  preventable  disease. 

Once  silicosis  has  developed,  the  clinical  experi- 
ence described  above  should  be  a guide  to  antici- 
pate the  factors  related  to  disability  and  death. 
With  a knowledge  of  the  potentialities,  many 
complications  can  be  avoided  or  controlled  and 
disability  may  be  prevented  or  postponed. 

Respiratory  infections  should  be  avoided  when 
possible  and  treated  early  and  adequately  when 
they  occur. 

Severe  physical  exertion  which  may  overstrain 
the  right  heart  and  lead  to  hypoxia  should  be 
avoided. 

The  silicotic  patient  is  more  comfortable  if  he 
avoids  becoming  overweight.  Many  become 
obese  when  they  are  obliged  to  limit  their  physi- 
cal activities  and  pass  their  time  in  indolence  and 
overeating. 

Disability  from  silicosis  often  leads  to  serious 
anxiety  about  the  inevitability  of  its  chronicity, 
leading  eventually  to  death.  This  seems  to  favor 
the  development  of  arterial  hypertension.  With 
proper  management,  retraining,  and  rehabilita- 
tion, many  of  these  workers  would  escape  this 
anxiety  and  continue  to  live  comfortably  and 
productively. 


Note  the  dates  for  the  143rd  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York — May  2-6,  1949,  Hotel  Statler,  Buffalo. 


COMPENSATION  ASPECTS  OF  THE  PNEUMOCONIOSES 

Mary  Donlon,  New  York  City 

{Chairman,  New  York  Slate  Workmen’s  Compensation  Board ) 


TWO  major  problems  plague  workmen’s  com- 
pensation administration  in  cases  of  indus- 
trial disability  attributed  to  pneumoconioses. 

First,  workmen’s  compensation  administration 
must  ascertain  whether  the  disease  is,  in  work- 
men’s compensation  parlance,  “causally  related” 
to  a trauma  that  “arouse  out  of  and  in  the  course 
of  the  employment,”  or  whether  it  is  an  occu- 
pational disease.  This  problem  of  the  accurate 
identification  of  employment  causation  is  diffi- 
cult. 

The  other  of  the  two  major  problems  is  an 
evaluation  of  the  degree  of  the  worker’s  causally 
related  disability.  It  should  be  remembered  that 
workmen’s  compensation  is  a medicolegal  device 
that  transfers  from  the  individual  worker  and  his 
family  to  his  employer,  without  regard  to  the 
employer’s  fault,  the  economic  hazards  of  reduced 
wages  attributable  to  disability  caused  by  an 
employment  accident  or  an  occupational  disease. 
This  transfer  of  industrial  hazards  through  work- 
men’s compensation  was  not  solely,  or  even  prin- 
cipally, the  natural  expression  of  a heightened 
twentieth  century  social  conscience.  It  was, 
chiefly,  the  inevitable  recognition  by  a society  in 
which  workers  have  political  equality  that  the 
modern  productive  system  cannot  be  permitted 
to  throw  unequal  unrecompensed  risks  on  those 
who  man  the  production  lines.  It  could  be  done 
with  slave  labor.  It  cannot  be  done  with  free 
labor. 

We  all  now  pay  for  these  risks.  Workmen’s 
compensation  distributes  to  consumers,  as  an 
added  cost  of  goods  and  services,  the  disability 
hazards  of  workers  in  their  work. 

These  considerations  are  fundamental  to  any 
discussion  of  workmen’s  compensation  problems. 
The  more  difficult  the  problem,  the  more  relevant 
is  the  clear  association  of  that  problem  with  these 
basic  principles.  However  trying  it  may  be  to 
develop  opinions  that  fairly  prove  or  disprove 
causal  relationship  or  that  establish  as  clearly  as 
possible  the  degree  and  probable  duration  of  a 
causally  related  disability,  there  are  essential 
proofs  in  workmen’s  compensation  in  order  to 
establish  the  fact  and  amount  of  an  employer’s 
liability.  No  physician  may  fairly  accept  the 
manifest  advantages  to  the  medical  profession 
under  a good  workmen’s  compensation  law,  with- 
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out  accepting  also  the  responsibilities  under  that 
law  for  newly  oriented  diagnosis  and  prognosis. 
These  are  responsibilities  inherent  in  the  medico- 
legal device  for  transfer  of  employment  disability 
and  medical  care  costs  that  we  call  workmen’s 
compensation. 

Certain  it  is  that  the  social  utility1'  of  workmen’s 
compensation  deteriorates  seriously  whenever 
physicians  generally  are  unaware  of  the  real 
nature  and  requirements  of  workmen’s  compen- 
sation practice,  and  that  it  achieves  significant 
status  in  ameliorating  management-labor  rela- 
tions whenever  and  wherever  the  medical  pro- 
fession and  workmen’s  compensation  admini- 
stration effectively  cooperate. 

In  New  York  State  we  have  a comprehensive 
coverage  of  work-incurred  disabilities.  The 
medical  difficulties  of  evaluating  degree  of  work 
disability  in  pneumoconiosis  are  responsible  for 
the  single  omission  from  statutory  coverage, 
namely,  partial  disabilities  resulting  from  the 
dust  diseases.  Evaluation  of  work  disability  is 
difficult  enough  in  most  cases,  short  of  obvious 
total  disability.  Many  unrelated  physical  and 
psychiatric  factors  influence  opinion.  I need  not 
remind  this  company  how  greatly  this  difficulty 
is  aggravated  in  pneumoconioses.  There  is  an 
extraordinary  range  of  functional  variation,  both 
because  of  the  adaptative  qualities  of  damaged 
lungs  and  the  varying  efficiencies  in  different 
individuals  of  the  heart  and  other  organs. 

Until  medical  science  can  assure  to  workmen’s 
compensation  administration  a reasonably  accu- 
rate measurement  of  partially  disabling  lung 
diseases,  it  is  difficult  to  persuade  either  em- 
ployers or  workers  that  awards  in  partial  dis- 
ability cases  are  enough  but  not  too  much — that 
is  to  say,  fair. 

Workmen’s  compensation  administration 
necessarily  must  look  to  an  informed  medical 
profession,  and  under  free  choice  that  means  to 
the  local  practitioner,  for  diagnosis  that  will  at 
least  suggest  to  the  administration  the  correct 
causal  relation  of  disease  to  an  industrial  expo- 
sure. The  etiology  of  many  industrial  diseases  is 
still  obscure.  Moreover,  the  considerable  body 
of  such  medical  knowledge  presently  available  is 
in  the  possession  of  a relatively  small  group  of 
medical  scientists  and  scholars.  Not  many  of  the 
physicians  regularly  practicing  in  workmen’s 
compensation  cases  are  in  this  group.  The 
neighborhood  doctors  who  see  and  treat  most 
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ailing  workers  often  fail  to  identify  illness  as  an 
occupational  disease.  Moreover,  they  frequently 
lack  the  informed  curiosity  that  would  seek 
promptly  the  complete  history  of  the  patient’s 
occupational  exposures.  Without  such  history 
correct  diagnosis  is  sometimes  well  nigh  impos- 
sible. Certainly  the  lack  of  occupational  history 
has  delayed,  in  workmen’s  compensation  pro- 
ceedings, proof  of  the  causal  relation  between 
disease  and  employment  necessary  for  the  award 
of  benefits  to  disabled  workers.  Conversely,  in- 
discriminate diagnosis  inaccurately  relating  dis- 
ease to  occupational  hazards  often  gives  rise  to 
palpably  false  hopes  as  to  compensability  and 
puts  an  unnecessary  and  serious  burden  on  the 
administration. 

It  is  undoubtedly  true,  also,  that  many 
workers  annually  lose  workmen’s  compensa- 
tion benefits  to  which  they  are  fairly  entitled, 
either  because  their  illness  is  never  identified  as 
industrially  caused  or  aggravated  or  is  so  iden- 
tified so  tardily  as  not  to  allow  claim  filing  within 
the  statutory  period  of  limitation. 

New  York  State  resolved,  in  1947,  the  long- 
standing and  seriously  troublesome  problem  as 
to  which  of  several  successive  employers  should 
bear  the  cost  of  workmen’s  compensation  in  dust 
disease  cases.  Disablement  or  death  of  a worker 
often  follows  exposure  to  dust  hazards  in  numer- 
ous jobs  for  different  employers,  usually  over  a 
considerable  period  of  time.  When  in  1947  the 
ceiling  was  removed  from  dust  disease  awards  in 
New  York  State,  giving  to  workers  benefits 
throughout  their  continuing  disability  and  to 
dependents  benefits  throughout  dependency,  it 
was  necessary  to  decide  whether  the  last  em- 
ployer in  an  exposed  employment  should  be 
charged  with  the  entire  workmen’s  compensation 
cost  of  a total  disability  or  death.  If  so,  and 
notwithstanding  all  possible  safety  precautions, 
might  not  such  a heavy  burden  of  cost  result  in 
discrimination  in  new  employment  opportunities 
against  older  workers  in  the  dusty  trades? 

The  cost  in  New  York  of  compensable  claims  is 
not  a negligible  item.  Benefits  are  high.  Effec- 
tive July  1,  1948,  the  maximum  weekly  disability 
rate  is  $32  in  disability  cases,  and  benefits  con- 
tinue during  work  disablement,  without  the 
statutory  ceiling  on  aggregate  liability  that  is 
characteristic  of  the  workmen’s  compensation 
laws  of  many  states  and  countries.  The  maxi- 
mum weekly  rate  in  death  cases  is  $35,  effective 
July  1,  1948,  and  death  benefits  continue  through- 
out dependency.  These  are  obviously  fair  pro- 
visions for  the  workers,  but  the  cost  to  employers 
is  considerable.  The  average  value  of  cash  bene- 
fit awards  in  all  permanent  total  disability  cases 
closed  in  1947  by  the  New  York  State  Workmen’s 
Compensation  Board  was  $16,295.  The  average 


value  of  cash  benefit  awards  in  1947  closed  death 
cases  in  which  there  were  dependents  was  $9,401. 
New  York  employers  are  required  to  pay  neces- 
sary medical  and  hospital  care  of  disabled  work- 
ers, and  the  considerable  cost  of  such  care  is  not 
included  in  these  figures.  It  is  a substantial 
additional  cost. 

Should  the  last  employer  pay  all,  even  when  the 
disabled  or  deceased  worker  had  previously 
■worked  for  other  employers  in  dusty  employ- 
ments? Convinced  that  there  should  be  no  dis- 
crimination in  benefits  among  workers  who  are 
disabled  by  different  industrial  hazards,  the 
problem  of  incidence  of  employer  liability  was  met 
in  the  1947  New  York  State  dust  disease  legisla- 
tion by  an  ingenious  and  novel  use  of  the  Second 
Injury  Fund. 

It  will  be  recalled  that  in  New  York  the 
Second  Injury  Law,  since  1944,  has  been  un- 
usually broad.  It  is  not  limited  to  injuries  in- 
volving the  loss  of  a second  member  or  eye,  as  in 
most  jurisdictions,  but  extends  to  all  cases  of 
industrial  injury,  including  occupational  disease, 
that  result  in  substantially  greater  disability  due 
to  a previous  permanent  physical  impairment 
that  limits  or  is  likely  to  limit  a worker’s  avail- 
ability for  employment.  Moreover,  the  Second 
Injury  Fund  in  New  York  does  not  depend  for 
financing  on  occasional  assessments  or  fee  col- 
lections, but  is  financed  through  annual,  pooled 
carrier  contributions.  This  financing,  being 
outside  the  rate  experience  of  individual  em- 
ployers, is  spread  on  industry  as  a whole. 

The  new  dust  disease  law  which  became  effec- 
tive in  New  York  on  July  1,  1947,  imposes  on  the 
last  employer  in  an  exposed  employment  liability 
for  workmen’s  compensation  benefits  only  during 
the  first  five  years  in  cases  of  total  disability  and 
death,  and  the  balance  of  liability  is  charged 
against  the  Second  Injury  Fund.  (The  single 
exception  is  in  the  case  of  deaths  occurring  on  or 
after  July  1,  1947,  following  a compensable  total 
disability  prior  to  that  date,  in  which  case  tl ; 
charge  on  the  individual  employer  in  the  death 
case  is  for  the  benefits  during  the  first  two  years.) 
By  this  device,  workers  get  full  workmen’s  com- 
pensation benefits,  but  a substantial  part  of 
liability  in  dust  disease  cases  is  transferred  away 
from  individual  employers  to  industry  as  a whole. 

' This  seems  eminently  fair,  because  industries 
in  which  dust  is  prevalent — mining,  steel  mills, 
stone  crushing,  ceramics,  foundries,  to  mention 
only  a few — supply  basic  goods.  For  instance, 
85  per  cent  of  all  manufactured  goods  in  the 
United  States  are  reported  to  contain  steel  in  one 
form  or  another.  Through  this  transfer  of 
liability  to  the  Second  Injury  Fund  experienced 
workers  in  the  dusty  trades  find  new  employ- 
ment opportunities,  as  they  might  not  if  the  last 
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employer  risked  unlimited  workmen’s  compensa- 
tion liability. 

The  time  of  disease  contraction  in  the  dust 
diseases  was  extended,  in  1947  legislation,  from 
one  year  to  two  years  after  last  exposure,  and  the 
former  five-year  limitation  in  death  cases  was 
removed  from  the  law. 

Repeal  of  the  “ceiling”  or  statutory  maximum 
for  benefits  prescribed  in  old  Article  4-A  of  the 
Workmen’s  Compensation  Law  has  the  important 
administrative  advantage  of  eliminating  the 
occasion  for  controversy  as  to  whether  a disable- 
ment is  properly  to  be  classified  as  a dust  disease 
or  as  an  allergy  or  some  other  occupational 
disease.  Except  in  cases  of  partial  disability, 
there  is  no  longer  any  basis  for  such  controversy. 

There  is  urgent  need  for  the  establishment  of 
suitable  and  generally  accepted  standards  in  such 
matters  as  laboratory  examinations  and  x-ray 
pictures  of  affected  areas.  It  is  well  known  that 
x-ray  pictures  are  not  always  accurately  revealing 
of  controverted  conditions  as  to  which  expert 
testimony  is  required.  Pictures  may  and  often 
do  fail  to  reveal  the  true  pathologic  condition,  and 
this  failure  sometimes  results  in  gross  miscarriage 
of  justice  or  serious  delay  in  workmen’s  compen- 
sation proceedings.  There  is  this  same  need  for 
accepted  standards  in  laboratory  examinations, 
so  that  accurate  reports  may  be  available  to 
workmen’s  compensation  administration  when, 
as  so  often  happens,  the  results  of  a laboratory 
examination  are  the  only  evidence,  long  after- 
ward, of  conditions  on  which  proof  of  causal 
relation  may  rest. 


Under  Governor  Dewey  the  State  of  New  York 
has  embarked  on  an  ambitious  program  intended 
to  eradicate  tuberculosis  in  twenty  years.  It 
may  interest  you  to  know  that  the  records  of  the 
Workmen’s  Compensation  Board  show  relatively 
few  compensated  tuberculosis  cases  closed  during 
the  past  few  years  in  which  there  was  a compli- 
cating industrial  pneumoconiosis,  whereas  a 
great  majority  of  compensated  tuberculosis  cases 
involved  nurses  and  other  hospital  staff. 

Nurses  and  others  in  hospitals  work  under  the 
supervision  of  doctors.  There  is,  in  the  statistics 
of  the  Workmen’s  Compensation  Board,  a chal- 
lenge to  the  medical  profession  to  improve 
methods  so  as  to  help  eradicate  what  appears  to 
be  a considerable  hazard  of  disablement  from 
tuberculosis  infection  in  our  hospitals. 

There  can  be  no  turning  back  in  the  continuing 
emphasis  on  workmen’s  compensation.  Whether 
workmen’s  compensation  reasonably  satisfies  the 
needs  both  of  labor  and  management  rests  largely 
with  the  medical  profession.  Administration  in 
New  York  State  has  shown  in  many  ways  its 
serious  concern  that  workmen’s  compensation 
here  shall  achieve  its  properly  desirable  social 
objectives.  That  achievement,  in  the  final 
analysis,  depends  on  the  effective  functioning  of  a 
high  standard  of  workmen’s  compensation  medi- 
cal practice. 

Political  choice  between  free  enterprise  or  state 
control  is  seldom  made  on  an  historical  battle- 
field. It  is  made  from  day  to  day  in  the  people’s 
estimate  of  the  effectiveness  with  which  freedom 
functions. 


WHAT  CAN  WE  LEARN  FROM  BUSINESS? 

Could  hospitals,  medical  centers,  medical  and 
hospital  prepayment  plans,  welfare  agencies,  and 
other  service  organizations  employ  to  advantage 
some  of  the  principles  of  industrial  engineering? 

From  an  administrative  standpoint,  many  pri- 
vate institutions  and  agencies  are  like  large  busi- 
nesses, as  measured  by  the  size  of  their  budgets, 
their  physical  plants,  and  the  number  of  their  em- 
ployes. 

Unlike  businesses,  the  accomplishments  of  such 
institutions  or  agencies  are  not  measured  by  profit 
and  loss  statements,  but  by  objective  analysis  of  the 
services  they  render.  This  fact  places  a tremendous 
responsibility  on  institutions  for  good  management. 

Because  health  and  welfare  agencies  have  under- 
gone a sharp  increase  in  the  demand  for  their  serv- 
ices, because  cost  of  goods  and  services  has  risen 


more  than  60  per  cent  over  prewar  costs,  and  be- 
cause income  from  private  philanthropy  has  de- 
creased with  higher  taxes,  the  administration  of  non- 
profit organizations  has  become  more  complicated. 

In  recent  years,  a small  but  increasing  number  of 
institutions,  such  as  universities  and  hospitals,  have 
employed  technics  originally  introduced  by  industry 
to  solve  institutional  management  problems. 

Realistic  budgeting  and  financing,  sound  organi- 
zation, effective  and  understanding  personnel 
administration,  efficient  methods  and  procedures, 
adequate  controls  to  measured  accomplishment,  and 
effective  public  relations  are  the  keys  to  good  ad- 
ministration. 

Economical  and  efficient  management  does  not 
just  happen — it  must  be  planned. — Oahu  Health 
Council  Bulletin,  January,  1949 


AIDS  IN  THE  DIAGNOSIS  OF  GLAUCOMA 

James  A.  Inciardi,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 

{From  the  Brooklyn  Eye  and  Ear  Hospital ) 


ABOUT  ten  per  cent  of  all  the  cases  of  blind- 
ness in  this  country  are  due  to  glaucoma.  A 
great  many  of  the  failures  in  treatment  occur  be- 
cause therapy  is  not  started  in  the  early  stages. 
Unfortunately,  many  cases  do  not  offer  clear-cut 
signs  and  symptoms  until  irreparable  ocular 
damage  has  occurred.  A large  percentage  of 
patients  with  indefinite  disease  pictures  are  likely 
to  be  seen  first  by  the  general  practitioner.  Since 
the  case  which  is  detected  early  has  a much  better 
chance,  it  is  important  that  the  practitioner  be 
informed  as  to  certain  criteria  which  make  pa- 
tients glaucoma  suspects. 

The  object  of  this  paper  is  the  presentation  of  a 
number  of  simple  facts  which  may  be  of  help  in 
suspecting  this  disease  so  that  early  treatment 
may  be  instituted.  There  are  many  forms  of 
glaucoma.  Only  the  more  important  of  these  will 
be  discussed.  There  are  many  diagnostic 
methods  and  criteria.  Only  those  which  are 
practical  from  the  standpoint  of  the  nonophthal- 
mologist will  be  given  consideration. 

Glaucoma  is  not  a disease  entity  but  includes  a 
number  of  pathologic  conditions  whose  common 
feature  is  an  increase  in  intraocular  pressure  and 
its  consequences.1  It  is  classified  in  two  main 
groups : secondary  glaucoma,  wherein  the  symp- 
tom of  raised  pressure  is  due  to  some  obvious 
ocular  lesion  which  is  known,  and  primary  glau- 
coma, wherein  the  raised  pressure  is  due  to  some 
cause  at  present  unknown. 

Anatomic  and  Physiologic  Considerations 

There  are  a number  of  factors  which  have  to  do 
with  the  maintenance  of  the  normal  intraocular 
pressure.  Intraocular  fluids  are  produced  by 
some  mechanism  at  the  ciliary  body.  These 
fluids  flow  into  the  vitreous,  posterior  chamber, 
and  aqueous.  They  supply  nourishment  to  vari- 
ous parts  of  the  eye  and  escape  chiefly  through  a 
venous  channel  at  the  angle  of  the  anterior  cham- 
ber. From  this  point  the  larger  veins  are  eventu- 
ally reached.  The  uveal  tract,  consisting  of  iris, 
ciliary  body,  and  choroid,  is  the  blood  vessel  layer 
of  the  eye.  The  vessels  of  the  choroid  are  capable 
of  great  variation.  Changes  in  the  size  of  these 
vessels  may  produce  variation  of  as  much  as  one 
fifth  of  the  entire  contents  of  the  eye.  A sudden 
rise  in  blood  pressure  will  increase  vascular 
volume  of  the  choroid  and  of  the  eyeball.  The 
rise  in  ocular  pressure  which  this  would  produce 
is  prevented  by  a compensatory  sympathetic 
response  which  constricts  the  blood  vessels.  The 
ciliary  body,  the  iris,  and  the  lens  all  take  space. 


When  in  a healthy  state,  the  normal  variation  in 
volume  of  each  of  these  structures  is  minute. 

Anything  interfering  with  the  ocular  physiology 
in  such  a manner  as  to  cause  any  great  increase 
in  volume  of  the  contents  of  the  globe  will  give 
rise  to  increased  pressure  and  produce  glaucoma. 
This  is  so  because  the  external  coat  (cornea  and 
sclera)  is  nondistensible  in  the  adult.  If  there  is 
hypersecretion  in  the  ciliary  body  without  an 
equal  degree  of  fluid  escape,  a rise  in  pressure 
occurs.  If  drainage  is  blocked  at  the  angle, 
glaucoma  results.  If  anything  obstructs  venous 
return,  the  same  condition  obtains.  When 
volume  of  the  choroid  increases  and  no  sympa- 
thetic response  occurs,  tension  rises.  Glaucoma  is 
also  produced  if  there  is  increased  volume  of  cili- 
ary body,  iris,  or  lens.  The  resulting  damage  is 
due  to  pressure  effects  on  delicate  structures. 
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Secondary  Glaucoma 

This  may  be  defined  as  a loosely  knit  and  unre- 
lated group  of  cases  whose  common  feature  is  the 
fact  that  some  recognized  lesion  is  complicated 
by  an  increase  in  the  intraocular  pressure.  Acute 
iridocyclitis  is  an  inflammation  of  the  iris  and 
ciliary  body.  In  this  condition  there  is  dilatation 
of  the  smaller  vessels  with  edema.  Such  edema 
pushes  the  root  of  the  iris  forward  and  may 
mechanically  block  the  angle.  This  prevents  the 
outflow  of  fluids  while  secretion  continues.  In- 
creased volume  within  a nondistensible  system 
results,  and  tension  rises.  In  iridocyclitis  there  is 
also  an  exudation  of  cells  into  the  anterior  and 
posterior  chambers.  This  can  also  block  the 
channels  of  exit  and  cause  glaucoma.  The  exu-' 
date  glues  the  iris  to  the  anterior  surface  of 
the  lens.  Fibrosis  occurs,  and  fluid  from  the 
posterior  chamber  cannot  reach  the  anterior 
chamber.  Consequently  fluid  banks  up  in 
the  rear  and  bellies  the  iris  forward  like  a sail. 
Here  again  the  exit  channels  are  blocked.  With 
the  rise  in  tension  there  is  pressure  on  the  ciliary 
nerves,  and  the  patient  experiences  pain.  The 
pressure  increase  distorts  the  normal  arrangement 
of  the  corneal  layers.  This  interferes  with  the 
transparency  of  the  cornea,  makes  it  appear 
steamy,  and  reduces  still  further  the  visual  func- 
tion which  has  been  impaired  already  by  the 
iridocyclitis.  As  a result  of  pressure  on  the  ves- 
sels, venous  return  is  interfered  with,  and  there  is 
an  increased  congestion  about  the  cornea. 
Therefore,  if  an  iridocyclitis  is  suddenly  intensi- 
fied by  increased  congestion,  pain,  blurring  of 
vision,  or  steamy  cornea,  there  is  a good  possibility 
that  secondary  glaucoma  is  present. 
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Trauma  will  sometimes  produce  glaucoma. 
Fortunately,  this  is  apt  to  occur  more  frequently 
in  the  severe  injuries,  and  in  such  cases  the  practi- 
tioner will  have  relieved  himself  of  responsibility 
at  an  early  stage.  However,  in  some  cases,  second- 
ary glaucoma  develops  even  after  contusions 
that  produce  no  symptoms  and  show  no  visible 
evidence  of  ocular  damage.  If  an  eye  should  re- 
ceive a blow,  there  are  several  mechanisms  by 
which  a rise  in  intraocular  pressure  can  occur. 
Vasodilation  will  cause  escape  of  proteins,  and 
the  increased  protein  content  may  block  the  fil- 
tration angle.  Sympathetic  irritation  may  cause 
a hypersecretion  and  thereby  increase  the  volume 
of  the  eyeball.  Thrombosis  of  ciliary  vessels  or 
orbital  hematoma  will  obstruct  outflow.  A small 
tear  in  the  iris  may  cause  hemorrhage  and  this 
may  block  the  angle.  A dislocation  of  the  lens 
can  produce  narrowing  of  the  angle  and  also  ob- 
struct outflow. 

With  the  rise  in  pressure  again  there  is  pressure 
on  the  sensory  nerves,  interference  with  the 
vascularity  of  the  anterior  segment,  and  distor- 
tion of  the  corneal  layers.  Therefore,  once  the 
pressure  rise  has  occurred,  symptoms  are  pro- 

Iduced  in  the  same  manner  as  in  iridocyclitis. 
Sensory  nerves  are  compressed,  and  pain  occurs. 
The  corneal  layers  are  distorted,  the  cornea  be- 
comes steamy,  and  vision  is  diminished.  Venous 
return  is  impeded,  and  there  is  pericorneal  conges- 
tion. Consequently,  if  an  ocular  injury  is  fol- 
lowed within  the  first  week  by  congestion,  pain, 
blurred  vision,  or  steamy  cornea,  secondary  glau- 
coma has  probably  developed. 

Cataract,  in  its  early  stages,  is  sometimes 
accompanied  by  a rapid  swelling  of  the  lens.  This 
causes  pressure  on  the  ciliary  body,  producing 
stasis,  iridocyclitis,  and,  finally,  obstruction  of  the 
anterior  chamber  angle,  and  increased  ocular  ten- 
sion results.  Secondary  glaucoma  symptoms  are 
the  outcome. 

When  surgery  is  delayed  too  long  in  cataract 
cases,  the  lens  becomes  hypermature.  In  such 
cases  the  capsule  may  rupture,  and  lens  material 
i blocks  the  angle.  Dislocation  of  the  lens  can 
| occur  and  obstruct  the  channels  of  exit.  The 
j ciliary  body  may  be  irritated  by  toxic  or  allergic 
effect,  and  the  resulting  edema  can  also  interfere 
•with  drainage.  By  such  a mechanism  glaucoma 
| is  again  produced. 

Therefore,  if  an  individual  with  an  early  or  a 
late  cataract  should  develop  pain,  congestion, 
further  blurring  of  vision,  or  steamy  cornea, 
glaucoma  has  been  superimposed.  People  with 
cataracts  should  have  no  pain.  If  pain  develops, 
it  means  a complication. 

Occlusion  of  the  central  vein  causes  venous 
j stasis,  swelling  of  the  vitreous,  and  inflammatory 
exudate.  This  interferes  with  drainage  and,  in  10 


to  25  per  cent  of  the  cases,  produces  glaucoma,  as 
a rule,  within  three  months.  The  pain  in  these 
cases  is  severe  and  unbearable,  as  well  as  intract- 
able. 

Buphthalmos,  or  hydrophthalmos,  is  a condi- 
tion in  which  congenital  structural  abnormalities 
occur  in  the  region  of  the  angle  of  the  anterior 
chamber,  such  as  persistence  of  trabeculae  at  the 
angle  or  absence  of  the  canal  of  Schlemm.  These 
abnormalities  obstruct  drainage,  and  congenital 
glaucoma  results.  As  the  coats  of  the  infant  eye 
are  distensible,  the  increased  pressure  produces 
stretching  of  the  globe,  and  the  whole  eye  en- 
larges. The  sclera  is  thinned  out  and  appears 
blue.  The  anterior  chamber  is  deep.  The  cornea 
may  be  clear  but  appears  steamy  if  tension  is 
high.  Steaminess  may  occur  only  at  certain 
hours,  particularly  in  the  early  morning  when 
tension  is  apt  to  be  at  its  highest.  Cracks  may 
appear  in  the  cornea  because  of  the  stretching. 
The  iris  is  tremulous  because  of  lack  of  support 
from  the  lens.  Vision  is  usually  subnormal  from 
the  start.  The  condition  is  bilateral  in  80  per  cent 
of  the  cases,  the  enlargements  frequently  being 
unequal  in  the  two  eyes.  It  is  essentially  familial 
and  hereditary  and  occurs  more  in  boys,  in  the 
ratio  of  5:3.  Consanguinity  is  found  in  10  per 
cent.  Because  of  the  distensibility  of  the  sclera 
there  is  little  or  no  pain. 

Some  times  buphthalmos  is  associated  with  or 
due  to  port  w'ine  nevi  of  the  face  and  lids  which 
extend  to  the  ocular  structures  and  cause  glau- 
coma by  virtue  of  venous  stasis.  This  type  is 
practically  always  unilateral. 

A tendency  to  hyperplasia  of  the  thymus  in 
congenital  glaucoma  has  been  reported.  This  is 
to  be  borne  in  mind  when  considering  surgical 
procedures,  especially  where  the  advantage  of 
surgery  might  be  questionable. 

There  are  other  causes  of  secondary  glaucoma. 
They  are  omitted  here  because  these  cases  are 
apt  to  reach  the  ophthalmologist  early  in  view  of 
other  evident  initial  symptoms. 

Primary  Glaucoma 

Glaucoma  whose  cause  is  unknown  has  been 
designated  as  primary  glaucoma.  This  type 
represents  1 to  2 per  cent  of  all  eye  cases.  It  is 
independent  of  race  and  sex  and  occurs  most  in 
late  middle  life  and  in  the  winter  months.  It  is 
eventually  bilateral.  There  is  a hereditary  form 
in  which  descent  shows  anticipation  by  ten  years. 

Although  the  cause  is  unknown,  there  are  cer- 
tain contributory  and  precipitating  factors  which 
are  worth  knowing  about  for  diagnostic  purposes. 
In  the  early  morning  hours  the  tension  of  the  nor- 
mal eye  is  at  its  highest.  This  pressure  gradually 
drops  during  the  day  and  begins  to  rise  again  in 
the  early  evening.  This  diurnal  variation  is 
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accentuated  in  glaucoma.  Tension  is  elevated 
somewhat  after  a stay  in  the  dark  or  after  use  of 
drugs  that  dilate  the  pupil  in  eyes  predisposed  to 
glaucoma.  Vasomotor  instability  and  a hyper- 
excitable  nervous  system  play  a large  part  in  pre- 
disposed cases. 

A typical  attack  of  primary  acute  glaucoma 
presents  no  particular  diagnostic  problem,  and, 
even  if  it  does,  one  at  least  knows  that  something 
is  definitely  wrong.  It  usually  starts  suddenly 
with  intense  pain  in  the  eye  and  head,  accom- 
panied by  nausea,  vomiting,  and  marked  reduc- 
tion in  vision.  The  eye  is  red,  the  lids  and  con- 
junctiva edematous,  and  the  eyeball  tender  and 
very  hard  to  the  touch.  The  cornea  is  steamy, 
the  pupil  dilated,  and  the  fundus  is  not  visible. 
The  attack  is  more  apt  to  start  in  the  early  morn- 
ing hours,  after  emotional  upset  or  a stay  in  the 
dark,  or  after  use  of  a drug  that  dilates  the  pupil. 

Chronic  simple  glaucoma  is  the  most  common 
form  and  the  most  disabling.  It  usually  develops 
slowly  and  quietly,  and  often  reaches  an  advanced 
stage  before  the  patient  knows  that  anything  is 
wrong.  The  earlier  symptoms,  when  and  if  they 
become  evident,  are,  in  general,  minor  manifesta- 
tions of  the  occurrences  in  acute  glaucoma.  They 
are  chiefly  pressure  effects.  Corneal  nutrition  is 
interfered  with,  and  a faint  corneal  edema  results. 
This  causes  hazy  vision.  This  edema  has  a ten- 
dency to  break  white  light  into  its  component 
parts,  and  the  patient  sees  rainbow-colored  halos 
around  lights.  Eye  pain  or  headache  may  occur 
because  of  the  pressure  on  nerve  endings.  This 
pressure  also  interferes  with  motor  nerve  function, 
and  the  observer  notes  a sluggish  pupil  which  does 
not  fully  contract  and  which  dilates  readily  in 
dim  light.  Focusing  power  is  impaired  for  the 
same  reason,  and  the  patient  finds  that  he  must 
make  frequent  changes  of  eyeglass  prescription, 
and  even  then  is  not  fully  satisfied.  There  is  some 
loss  of  power  to  adapt  in  the  dark.  This  accounts 
for  the  difficulty  some  glaucoma  patients  have  in 
becoming  adjusted  when  they  go  to  the  movies. 
Since  ocular  pressure  is  usually  higher  in  the  early 
morning,  the  symptoms  are  more  likely  to  be  felt 
at  that  time.  Because  darkness  and  sympathetic 
stimuli  .dilate  the  pupil  and  thereby  crowd  the 
angle  of  the  anterior  chamber,  symptoms  are  also 


more  frequent  after  a prolonged  stay  in  the  dark 
and  after  emotional  upset,  worry,  or  excitement. 
The  most  constant  objective  feature  is  shallow 
anterior  chamber. 

Summary 

1.  If  an  eye  with  inflammation  of  the  uveal 
tract  develops  increased  redness,  pain,  visual  dis- 
ability, and  steamy  cornea,  glaucoma  should  be 
suspected. 

2.  If  an  ocular  injury  is  followed  by  conges- 
tion, pain,  blurred  vision,  or  steamy  cornea,  the 
possibility  of  increased  intraocular  pressure  must 
be  considered. 

3.  If  an  individual  with  cataract  suddenly 
develops  ocular  pain,  secondary  glaucoma,  has 
probably  supervened. 

4.  Unbearable  pain  following  central  vein 
occlusion  means  glaucoma. 

5.  If  an  infant  has  one  large  eye  or  different- 
sized, large  eyes  with  deep  anterior  chambers  and 
corneal  streaks,  particularly  if  the  cornea  is 
steamy,  glaucoma  is  present. 

6.  Sudden  intense  pain  with  marked  loss  of 
vision,  steamy  cornea,  dilated  pupil,  and  nausea 
or  vomiting  indicate  acute  primary  glaucoma. 

7.  Mildness  of  symptoms  should  offer  no- 
sense of  security.  Beware  of  intermittent  blur- 
ring of  vision,  halos  around  lights,  dull  headache- 
or  eye  ache,  especially  in  the  morning,  after  a 
stay  in  the  dark,  or  after  excitement,  frequent 
changes  of  glasses,  dilated  sluggish  pupils,  and 
shallow  anterior  chamber. 

8.  There  are  approximately  200,000  blind 
persons  in  this  country.  Over  20,000  of  these  are- 
blind  from  glaucoma.2 

9.  Without  treatment  and  guidance,  blindness 
from  glaucoma  is  an  eventuality.3 

10.  Whether  we  shall  have  a small  or  a large 
number  of  persons  blind  from  glaucoma  rests 
largely  upon  the  general  practitioner.2 
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facts  concerning 


A new  and  highly  practical 
penicillin  formulation  for  aqueous  injection 
at  24-hour  intervals. 


What  it  is— Pen-Aqua  provides  Procaine  Penicillin  G and  buffered 
Potassium  Penicillin  G in  combination  for  constituting  an  aqueous  solution-suspension  for  intra- 
muscular injection. 

What  it  does— The  soluble  Potassium  Penicillin  is  absorbed  within  an 
hour  following  injection,  thus  providing  a correspondingly  high  initial  blood  concentration  of  penicillin 
to  overwhelm  invading  bacteria  at  the  outset. 

The  relatively  insoluble  Procaine  Penicillin  is  absorbed  slowly,  thus  providing  a repository  effect 
which  sustains  therapeutic  penicillin  blood  levels  for  24  hours  or  more  in  the  majority  of  patients. 

How  to  use  it— Pen-Aqua  is  quickly  prepared  for  use  by  introducing  the 
directed  quantity  of  Water  for  Injection,  USP,  or  Isotonic  Solution  of  Sodium  Chloride,  USP,  directly 
into  the  sterile  Pen-Aqua  vial,  with  thorough  shaking  before  the  withdrawal  of  each  dose.  So  constituted, 
each  cc.  contains  300,000  units  of  Procaine  Penicillin  G per  cc.,  plus  100,000  units  of  Potassium  Penicillin 
G per  cc.,  in  uniform  suspension  which  passes  through  the  needle  freely.  Pen-Aqua  is  absorbed  com- 
pletely, without  nodule  or  cyst  formation. 

When  to  use  it— Pen-Aqua  may  be  used  in  all  conditions  amenable  to 
systemic  penicillin  therapy,  in  cc.  doses  corresponding  in  frequency  with  that  employed  with  Penicillin 
in  Oil  and  Wax  (Romansky  Formula)— generally,  one  cc.  each  24  hours,  12  hours  in  certain  severe  or 
refractory  infections.  Pen-Aqua  is  intended  for  intramuscular  use  only.  Suspensions  retain  their  potency 
for  one  week  under  refrigeration.  In  the  dry  state,  Pen-Aqua  retains  full  potency  for  a year. 

How  supplied  — Pen-Aqua  is  available  in  multiple-dose  vials  containing 
1,500,000  units  of  Procaine  Penicillin  G,  plus  500,000  units  of  buffered  Potassium  Penicillin  G,  with 
space  provided  for  the  introduction  of  4.5  cc.  of  diluent;  also  in  single-dose  vials  containing  300,000 
units  and  100,000  units  of  Procaine  and  Potassium  Penicillins  G,  respectively,  with  apace  provided  for 
the  introduction  of  1 cc.  of  diluent. 
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Bristol  Laboratories’  Trademark  for 
Crystalline  Procaine  Penicillin  G with 
Buffered  Penicillin  G Potassium 
for  aqueous  injection 


NECROLOGY 


Arthur  H.  Congdon,  M.D.,  a specialist  in  allergies 
in  Schenectady  for  the  last  thirty-four  years,  died  on 
March  4.  Dr.  Congdon  was  fifty-eight  years  old. 
He  was  a graduate  of  Albany  Medical  College,  class 
of  1915,  and  at  the  time  of  his  death  was  attending 
physician  in  the  department  of  allergy  of  Ellis  Hos- 
pital, Schenectady.  Dr.  Congdon  was  a member  of 
the  New  York  State  and  Schenectady  County  Medi- 
cal Societies  and  the  American  Medical  Association. 

Leon  H.  Cornwall,  M.D.,  of  New  York,  died  on 
March  4 at  the  age  of  sixty-one.  Dr.  Cornwall, 
neurologist  and  pathologist  and  an  authority  on 
neurosyphilis,  multiple  sclerosis,  and  serology,  was 
graduated  from  Syracuse  University,  College  of 
Medicine,  in  1910  and  interned  at  City  Hospital, 
New  York.  He  became  assistant  pathologist  on  the 
staff  of  that  hospital  in  1912  and  from  1923  to  1925 
served  as  pathologist.  In  1919  he  was  appointed 
instructor  in  neurology  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  being  named 
an  associate  professor  in  1925  and  subsequently  be- 
coming an  assistant  professor. 

Dr.  Cornwall  saw  service  with  the  New  York 
National  Guard  on  the  Mexican  border  in  1916  and 
served  in  France  and  Germany  with  the  U.S.  Army 
Medical  Corps  from  1917  to  1919. 

Among  other  positions,  Dr.  Cornwall  was  neurolo- 
gist at  Presbyterian  Hospital  and  consultant  neurolo- 
gist at  Huntington  and  Kings  Park  Hospitals,  Long 
Island,  and  at  New  York  Post-Graduate  Hospital. 
He  was  a member  of  the  American  Medical  Asso- 
ciation, the  American  Neurological  Association,  the 
American  Association  of  Immunology,  the  American 
Association  of  Clinical  Pathology,  the  New  York 
Academy  of  Medicine,  the  New  York  Pathological 
Society,  the  New  York  Neurological  Society,  the 
New  York  Society  of  Clinical  Psychiatry,  and  the 
New  York  State  and  County  Medical  Societies. 

Edwin  C.  Fassett,  M.D.,  seventy-one-year-old 
eye,  ear,  nose,  and  throat  specialist,  died  on  February 
25.  Dr.  Fassett  received  his  medical  degree  from 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1904  and  served  his  internship  at  St. 
Vincent’s  Hospital,  New  York.  He  began  practice 
in  New  York  City  in  1907  and  was  a member  of  the 
staffs  of  St.  Luke’s  Hospital,  St.  Mary’s  Hospital  for 
Children,  and  the  New  York  Throat,  Nose,  and  Lung 
Hospital.  After  the  first  World  War,  in  which  he 
served  as  regimental  surgeon  with  the  64th  Infantry, 
Dr.  Fassett  took  lip  practice  in  Kingston.  At  the 
time  of  his  death  he  was  a consultant  on  the  staff  of 
the  Kingston  Hospital.  He  was  a fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
New  York  State  and  Ulster  County  Medical  So- 
cieties and  the  American  Medical  Association. 

Hyman  Feld,  M.D.,  died  in  February  at  the  age 
of  sixty-eight.  Dr.  Feld,  a practicing  physician  in 
Brooklyn,  was  graduated  from  the  Eclectic  Medical 
College  of  the  City  of  New  York  in  1910. 

Henry  James  Goubeaud,  Jr.,  M.D.,  of  Brooklyn, 
died  on  February  9.  Dr.  Goubeaud  was  fifty-four 
years  old.  He  received  his  medical  degree  from 
Long  Island  College  Hospital  in  1920.  Dr.  Gou- 


beaud was  consultant  in  gynecology  and  obstetrics 
at  Holy  Family  Hospital,  director  of  the  department 
of  obstetrics  and  gynecology  at  St.  Mary’s  Hospital, 
and  served  as  attending  physician  in  the  same  de- 
partment at  Kings  County  Hospital.  Dr.  Gou- 
beaud was  a diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a fellow  of  the 
American  College  of  Surgeons  and  was  a member  of 
the  Brooklyn  Gynecological  Society,  the  New  York 
State  and  Kings  County  Medical  Societies,  and  the 
American  Medical  Association. 

Edwin  Forrest  Hitchcock,  M.D.,  a physician  who 
gave  expert  testimony  at  the  Molyneux  murder  trials 
around  the  turn  of  the  century,  died  at  his  Bronx 
home  on  February  28.  Dr.  Hitchcock  was  gradu- 
ated from  the  Long  Island  College  Hospital  in  1894. 

Orville  Johnson  Mason,  M.D.,  of  Macedon,  died 
on  February  23.  Eighty-seven  year-old  Dr.  Mason 
was  one  of  the  last  horse-and-buggy  doctors  of 
Ontario  County.  He  received  his  medical  degree 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1901  and  began  practicing  shortly 
thereafter.  He  was  formerly  staff  physician  at 
Frederick  Ferris  Thompson  Hospital,  Canandaigua, 
and  was  a member  of  the  New  York  State  and  On- 
tario County  Medical  Societies  and  the  American 
Medical  Association. 

Nathaniel  Philip  Rathbun,  M.D.,  a diplomate  of 
the  American  Board  of  Urology  and  a fellow  of  the 
American  College  of  Surgeons,  died  on  February  26. 
A practicing  physician  in  Brooklyn  for  many  years, 
Dr.  Rathbun  was  seventy-two  years  old.  He  was  an 
alumnus  of  the  Long  Island  College  of  Medicine, 
class  of  1898,  and  in  1946  received  the  alumni  medal- 
lion for  distinguished  service  to  American  medicine. 
Dr.  Rathbun,  who  had  been  head  of  the  department 
of  urology  of  Brooklyn  Hospital,  also  served  as  con- 
sultant urologist  at  Brooklyn,  Lutheran,  Norwegian, 
Beth-El,  and  Bushwick  Hospitals,  Brooklyn,  and  at 
Eastern  Long  Island  Hospital,  Greenport.  He  was 
a member  of  the  American  Urological  Association, 
the  American  Association  of  Genito-Urinary  Sur- 
geons, the  New  York  Academy  of  Medicine,  and  the 
New  York  State  and  Kings  County  Medical  So- 
cieties. 

Jacob  Silver,  M.D.,  of  New  York,  died  in  February 
at  the  age  of  fifty-five.  Dr.  Silver  received  his  medi- 
cal degree  from  Fordham  University  School  of  Medi- 
cine in  1918. 

William  H.  Spiller,  M.D.,  of  New  York,  died  on 
February  23.  He  was  seventy-six  years  old.  Dr. 
Spiller  was  graduated  from  the  University  of 
Virginia,  Department  of  Medicine,  in  1894.  From 
1898  to  1902  he  was  a contract  surgeon  for  the 
Army  Medical  Corps,  serving  in  the  Spanish-Ameri- 
can  War,  the  Philippine  Insurrection,  and  the  Boxer 
Rebellion.  On  his  return  he  became  medical  super- 
intendent of  Lying-In  Hospital,  serving  in  that  capac- 
ity until  1932  when  the  Hospital  became  part  of  the 
New  York  Hospital-Cornell  Medical  Center.  He 
continued  to  serve  as  associate  superintendent  ia 
charge  of  the  maternity  unit  until  his  retirement  ia 
1940. 
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GREENMONT  ON  HUDSON 

OSSINING,  NEW  YORK 

An  intimate  distinctive  institute  for  the  treatment  of  emotional 
disorders,  acute  and  chronic  mental  diseases  and  alcoholism. 
All  forms  of  modern  treatment  and  electro-narcosis. 

Medical  Director,  Dr.  Ralph  S.  Banay 

Formerly  Medical  Director  of  Yale  University  Alcohol  Clinics 


Telephone  Ossining  4100 


N.Y.C.  Office  709  Park  Avenue,  Butterfield  8-9060 
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WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  meatal,  drug  and  alcoholic  patiencs.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  8-1621 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Frl 
Dr.  Joseph  Epstem — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


NURSING 

HOME 


HOLBROOK  MANOR 

Fiv«  Acr.t  o t Pincwoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

M.diul  Director:  O.  L.  Friedman,  M.D.,  Q.P. 

HOLBROOK,  L.  I.  N.  Y.  Office  GR.m.rcy  3-4175 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  Anun- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physictan-in-Cbar, g#. 


GLADYS  BROWN  DDAU/N’S  MUrroy  Hill 

Owner  - Director  DnUWn  * 7 ]g19 

MEDICAL  BUREAU 

7 Cast  42  Street,  New  York  17,  N.Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 
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Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  •/*  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


If  You  Are  Reading  a Paper  at  the 
1949  Annual  Meeting  .... 


...the  New  York  State  Journal  of 
Medicine  will  appreciate  your  following  the 
suggestions  listed  below  in  the  preparation 
of  your  manuscripts.  Since  the  Annual 
Meeting  papers  are  submitted  to  the  Jour- 
nal for  publication,  your  cooperation  in 
heeding  these  suggestions  will  save  corre- 
spondence, avoid  the  return  of  scientific 
papers  for  revisions,  minimize  the  work  of 
preparation  for  the  printer,  and  save  the 
high  costs  of  corrections  made  on  the  galley 
proofs. 


Size  of  Articles. — It  is  earnestly  desired  that 
scientific  articles  shall  not  exceed  6 Journal  pages 
at  the  outside.  Longer  articles  tend  to  lower  reader 
interest.  An  average  of  five  or  six  seems  to  be  the 
most  desirable  from  this  point  of  view.  .Calculation 
can  readily  be  made  by  multiplying  the  number  of 
double-spaced  typewritten  manuscript  pages  by  the 
fraction  two-fifths,  e.g.,  twelve  manuscript  pages 
will  make  five  Journal  pages. 

Manuscripts. — Papers  must  be  typewritten  on 
one  side  only  of  white  sheets  consecutively  num- 
bered, and  be  double  spaced  with  one-inch  margins. 
They  should  be  prepared  with  great  care  so  as  to  be 
typographically  correct.  All  headings,  'titles,  sub- 
titles, and  subheadings  should  be  typed  flush  with 
the  left-hand  margin.  This  is  imperative  for  rapid 
and  accurate  composition  by  the  printers. 

Titles. — The  title  should  be  brief  and  typed  in 
capital  letters.  The  subtitle  can  be  longer  and 
should  be  typed  in  caps  and  lower  case  letters. 
Under  the  title,  or  subtitle,  if  there  is  one,  should 
appear  the  name  of  the  author  and  city  in  which  he 
lives.  Directly  under  his  name  should  be  the 
hospital  or  institution  with  which  he  is  affiliated. 

Subheadings. — Subheadings  should  be  inserted  by 
the  author  at  appropriate  intervals. 

References. — It  is  the  unfailing  practice  of  the 
New  York  State  Journal  of  Medicine  to  use 
specific  “references”  rather  than  “bibliography.” 
There  should  appear  in  the  text  reference  numbers, 
typed  above  and  to  the  right  of  the  word  to  which 
there  is  a reference.  A list,  consecutively  numbered, 
of  these  references  should  follow  at  the  end  of  the 
manuscript.  (Note  that  spelling  in  list  is  same  as  in 
text.)  The  arrangement  should  be  as  follows  and 
should  include  all  items. 

a.  Books — author’s  surname  followed  by  initials; 
title  of  book;  edition;  location  and  name  of 
publisher;  year  of  publication;  volume;  and 


page  number.  Thus,  Osier,  W.:  Modern 

Medicine,  3rd  ed.,  Philadelphia,  Lea  & 
Febiger,  1927,  vol.  5,  p.  57. 

b.  Periodicals — author’s  surname  followed  by 
initials;  name  of  periodical,  volume,  page, 
month  (day  if  necessary),  year  of  publication. 
Thus,  Leahy,  Leon  J. : New  York  State  J. 
Med.  40:  347  (March  1)  1940. 

Note:  The  Journal  does  not  include  titles  of 
articles. 

Case  Reports. — Instead  of  abstracts  of  hospital 
histories,  authors  should  write  these  reports  in  a 
narrative  style  with  properly  completed  sentences. 

All  unimportant  details  should  be  deleted  with  such 
general  negative  statements  as  fit  the  case. 

Tables.— While  tables  are  very  useful  on  lantern 
slides  in  the  reading  of  papers,  they  fail  of  this  pur- 
pose to  a large  extent  in  the  printed  page.  For  that 
reason  it  is  urged  that  they  be  reduced  as  much  as 
possible  to  descriptive  language. 

Illustrations. — These  should  be  kept  to  the  mini- 
mum necessary  to  make  clear  the  points  to  be 
registered  by  the  author.  In  some  instances  they 
are  imperative  to  proper  understanding,  in  others 
they  are  merely  picturesque.  The  latter  can  be 
excluded  to  good  effect,  both  as  to  space  and  the  not 
inconsiderable  cost. 

When  illustrations  are  to  be  used  they  should 
accompany  manuscripts  and  each  should  always 
be  referred  to  in  the  text,  preferably  by  number. 
Drawings  or  graphs  should  not  be  larger  than  12  — 

16  inches,  and  must  be  made  with  jet  black  India 
ink  on  white  paper.  Do  not  use  typewriter  for  letter- 
ing. ‘The  smallest  lettering  on  8 X 10  inch  copy 
should  be  no  less  than  l/i  inch  high.  Cross-section 
paper  (white  with  black  lines)  may  be  used,  but 
should  not  have  more  than  4 lines  per  inch.  If 
finer  ruled  paper  is  used,  the  major  division  lines 
should  be  drawn  in  with  black  ink,  omitting  the  finer 
divisions.  In  the  case  of  finely  ruled  paper,  only 
blue-lined  paper  can  be  accepted.  Lettering  and 
all  markings  must  be  large  enough  to  be  readable 
after  reduction.  Mail  rolled  or  flat,  never  fold. 
Photographs  should  be  very  distinct  and  show  clear 
black  and  white  contrasts.  They  must  be  on  glossy 
white  paper.  Avoid  round  and  oval  photographs. 

Whenever  possible  “crop”  photographs,  i.e.,  mark 
portion  that  can  be  excluded  when  reproduced,  j 
Crop  marks  should  be  on  margin  of  photographs.  I 
Do  not  run  pencil  lines  through  photographs. 

It  is  important  to  mark  the  top  of  the  illustration 
on  the  back,  also  its  number  as  referred  to  in  the  text,  j 
thus,  Fig.  1,  2,  and  the  name  and  address  of  the 
author. 


842 


THE  MAPLES,  inc. 


An  exelxsiv*  r«s*  home  fof  Invalid!,  eonvalatcantf  and  chronic  eaiai.  Alio  podoparatlva,  ipadal  diets  and 
body-bulldlng  cases.  Efficient  day  and  nlfht  nurslni.  Resident  physician.  Six  acres  ol  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


Rates:  $35.00  to  $65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclu*ively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and*cost  of  treatment  arc  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  request. 

W.  D.  SILKWORTH  # EDWARD  B.  TOWNS 

Medictl  Supt.  Director 

593  CENTRAL  PARK  WEST,  NEW  YORK  54,  N.  Y. 
SChuylet  4-0770 
Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  lor  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


HOTEL  RESERVATIONS  FOR  THE  ANNUAL  MEETING 

If  you  do  not  now  have  a confirmed  hotel  reservation  for  the  143rd  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  May  2 to  6,  1949,  in  Buffalo,  please 
fill  out  and  mail  the  reservation  form  at  the  bottom  of  this  page  to  the  Medical  Society 
Housing  Bureau,  602  Genesee  Building,  Buffalo  2,  New  York.  If  you  do  not  use  the 
reservation  form  below,  be  sure  to  identify  yourself  as  a physician  when  writing  regard- 
ing reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 


APPLICATION  FOR  HOTEL  ACCOMMODATIONS 

Note:  Single  rooms  are  very  limited  in  number.  Please  arrange  to 
occupy  twin-bedded  rooms.  Be  sure  to  give  three  choices  of  hotels. 

HOUSING  BUREAU 
602  Genesee  Bldg. 

Buffalo  2,  New  York 
Please  reserve  the  following: 


Hotel First  Choice 

Hotel Second  Choice 

Hotel Third  Choice 


Room(s) 

with  Double  Bed  and  Bath  for 

. person(s) . 

> 

Rate  $. 

to  $ . . . 

Room(s) 

with  Twin  Beds  and  Bath  for 

. person  (s). 

Rate  $. 

to  $ . . . 

per  room. 

Room(s) 

and  bath  with  Connecting  Parlor  for. . 

.person(s). 

* Rate  $. 

to  $ . . . 

A.M. 

Arriving .hour p.m.  Leaving 

Rooms  will  be  occupied  by: 

Name  Street  Address  City  State 


(Please  attach  list  of  additional  names  if  necessary ) 


Name  of  person  making  this  application Title. 

Mailing  Address 

City State 


Hotel  Rates 

Single, 

Single, 

Double, 

Double, 

Without 

with 

Without 

with 

Twin 

Hotel 

Bath 

Bath 

Bath 

Bath 

Bedded 

Statler 

Buffalo 

Richford $2.00  up 

Graystone 1.75  up 

Lafayette 2.75 

Lenox 

Touraine 

Stuy  vesant 

Worth 2.00  up 

Sheraton. . . t 

Markeep, 2 . 25  up 

' - i 'j  v . , ■ i,\  a tt.f*,:.-. 


$4.00  up  $6.25  up 

2.50  up  4.50  up 

2.50  up  $2.50  up  3.50  up 

2.00  up  2.75  up  3.50  up 

3.50  up  6.00  up 

4.00  up  6.00  up 

3.00  up  5.50  up 

3.50  up  5.50  up 

3.25  up  

3.50  up  6.00  up 

3.50  up 


$7.00  up 
6.50  up 

5.00  up 

4.00  up 

7.00  up 

6.00  up 

5.00  up 

6 . 00  up 


6.50  up 


BURO-SOL 
P O WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  4-49 


CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happv  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenswood  6-4960 


A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  qr,|e&A&c£  f?42  J ^ 
General  U.  S.  Importers:  Van  Munching  dr  Co.,  Inc., 


AMS 
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“ Price  Is  a Relative  Term  . . . 

Quality  Always  a Concrete  Fact” 


All  Ingredients  U.  S.  P. 

— INDICATIONS  — 


Head  Colds 
Sinusitis 
Diaper  Rash 


Sun  Burn 
Chafing 
Minor  Cuts 


A preparation  Having  Many  Uses 
and  Recommended  by  the  Medical 
Profession  for  over  35  Years ! 
Samples  will  be  sent  upon  request. 


The  Alkalol  Company,  Taunton  30,  Mass- 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  "hidden  Talucs"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  ao  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  bow  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway,  N.  Y.  7.  BA  7-3984 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors 
Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St  New  York  18,  N Y 


SCHOOLS 


SPASTIC  - POLIO 

PARAPLEGIC  & PARALYSIS  CORRECTION 

fHIiltan  2Jerry 
^foundation  ^cljonls 


In  Far  Hills,  N. a PRIVATE  schools  Founda- 
tion teaching  the  paralyzed  how  to  walk,  talk, 
become  physically  independent.  Consulting 
Physician — F.  L.  Field,  M.D.  Our  50th  year. 

For  information  write  Berry  Foundation  Schools, 
Box  25,  Far  Hills,  New  Jersey 

OTHER  RESIDENT  SCHOOLS 

Encino,  Calif.;  Houston,  Texas;  Cincinnati,  Ohio; 
Oshkosh  (Lake  Winnebago),  Wisconsin; 
Portland,  Oregon;  Tulsa,  Oklahoma 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography. 

A FEW  MEDICAL  ASSISTANTS  NOW  AVAILABLE 

Mcutdl  School 

Licensed  by  the  State  of  New  York 


1834  Broadway  — NYC 
Circle  7-3434 


REAL  ESTATE 
AND  INVESTMENTS 


Westchester  Garden  Apartment  Development 
Professional  Occupancy  Only 
Box  290,  N.  Y.  St.  Jr.  Med. 


OFFICE  AVAILABLE 


Hempstead,  L.  I.,  ideal  location,  attractively  decorated, 
ground  floor,  reasonable  rent,  furniture  and  equipment  also 
for  rent  or  sale,  phone  Baldwin  3-8163. 


FOR  SALE 


General  Practice,  completely  furnished  home  and  office, 
western  N.  Y.  Rural  and  industrial,  hospitals;  practically 
unopposed.  Box  285,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Valley  Stream,  L.  I.,  64£  room  house,  for  Office  and  Home. 
100%  location  Excellent  for  G.  P.,  Vascular  or  Geriatric 
Specialist.  Box  287,  N.  Y.  St.  Jr.  Med. 


Medical  artist  and  illustrator.  Competent.  Black  and 
white  or  color.  Reasonable.  Free  lance  or  permanent. 
Kenneth  H.  Rubin,  8502  Fort  Hamilton  Parkway,  Brooklyn 
9,  N.  Y.  SH. 8-2621 


es  Metab.  App.,  brand-new  (orig.  oxyg.)  25%  bel.  pres. 
• price,  cash.  Freeport,  L.  I.  8-9890. 


Now . . . two  delicious 
S.K.F.  sulfonamide  preparations: 

These  pleasant-tasting  preparations 
| may  be  prescribed  Avherever  oral  dosage 
\ of  the  sulfonamides  is  indicated. 

. 

new! . . Eskadiamer 


a combination  fluid  sulfonamide  containing  equal  parts  of 
sulfamerazine  and  sulfadiazine — the  two  safest  sulfonamides  in 
general  use.  Each  5 cc.  (one  teaspoonful)  contains  0.25  Gm.  (3.86  gr.) 
sulfamerazine  and  0.25  Gm.  (3.86  gr.)  sulfadiazine. 


Eskadiazine 

the  widely-prescribed  fluid  sulfadiazine  which  provides  desired 
serum  levels  much  more  rapidly  than  sulfadiazine  in  tablet  form. 
Each  5 cc.  (one  teaspoonful)  contains 
0.5  Gm.  (7.7  gr.)  sulfadiazine. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Eskadiamer’  & Eskadiazine’  T.M.  Reg.  U.S.  Pat.  Off. 
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fime  and  tide 


-jK 


in  modern  diuretic  therapy 


Timely  injections  of  mercuhydrin  combat  the  rising  tides  of 
edematous  fluid  and  check  recurrences  by  mobilizing  water-binding 
sodium1  and  stimulating  its  urinary  excretion. 

mercuhydrin  facilitates  the  recommended  frequent-dosage 
schedules2  of  modern  diuretic  therapy.  Convenience,  high  local 
tolerance3,  *’ 6 and  increased  safety  of  the  intramuscular  route6  foster 
the  maintenance  of  a relatively  constant  level  of  body  fluid  by  repes 
injections,7  thus  sparing  patients  the  distressing  consequences  of 
intermittent  massive  diuresis. 


Prompt  inauguration  of  mercuhydrin  diuresis  in  cardiac  patients 
exhibiting  nocturnal  dyspnea,  orthopnea,  pulmonary  rales,. cardiac 
asthma  and  insomnia  relieves  discomfort  and  prolongs  life.8 


well  tdelatect  leculi ip  a elifdelic  c/icia 


Administration  prior  to  or  concurrently  with  digitalization  avoids 
driving  the  faltering  heart  against  an  accumulated  fluid  burden  and 
prevents  the  overdigitalization  which  may  occur  when  postponed 
diuretic  therapy  mobilizes  previously  administered  cardioactive 
glycosides  from  edema  fluid.9 


DOSAGE:  1 cc.  or  2 cc.  intramuscularly  or  intravenously,  given  daily,  or  as 
indicated,  until  a weight  plateau  is  attained.  Subsequently  the  interval 
between  injections  is  prolonged  to  determine  the  maximum  period  permitted 
to  intervene  between  maintenance  injections. 

PACKAGING:  mercuhydrin  (meralluride  sodium)  is  available  in  1 cc. 
and  2 cc.  ampuls. 

BIBLIOGRAPHY:  1.  Reaser.  P.  B.  and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  63:543.  1941 
2.  Conferences  on  Therapy.  New  York  State  J.  Med.  43:2306.  1943.  3.  Finkelstein,  M.  B.  and  Smith, 
C.  J. : J.  Michigan  State  Med.  Soc.  45:1618,  1946.  4.  Modell,  W..  Gold.  H..  Clarke.  D.  A.: 

J.  Pharm.  & Exper.  Therap.  84:284,  1945.  5.  Jezer.  A.  and  Gross.  H. : Med.  Clin.  North  America. 
Sept.  1947,  p.  1301.  6.  Wexler,  .1.  and  Ellis,  L.  B. : Am.  Heart  J.  27:86,  1944.  7.  Conferences  on 
Therapy,  New  York  State  J.  Med.  44:280,  1944;  46:02,  1946.  8.  Donovan.  M.  A.:  New  York  State  J.  1 
45:1756  (Aug.  15)  1945.  9.  Levine,  S.  A.:  Clinical  Heart  Disease,  2nd  ed..  Philadelphia, 

VY.  B.  Saunders,  1942,  p.  334. 


INC.  MILWAUKEE  1,  WISCONS 
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SPRAY  DRIED 


LACTOGEN 

HOMOGENIZED 
WHOLE  COWS  MILK 

Modified  with 

MILK  FAT 
LACTOSE 


Reinforced  with  IRON 


; EVAPORATED 

! DEXTROGEN 

• 

• HOMOGENIZED 

I WHOLE  COW'S  MILK 

I Modified  with 

! DEXTRINS  • MALTOSE 
i DEXTROSE 


Reinforced  with  IRON 


ACIDIFIED  • SPRAY  DRIED 

PELARGON 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

GLUCOSE  * SUCROSE 
STARCH 

{IRON 
VITAMINS 
A B C & D 
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For  mixed  infections 


FUBACIN, 

solution 

(Bi*AND  OF  NITROFURAz°N° 


i 


OF  M^RBA20NC>. 

p“  „„  *.«* 
j£>  *|  DISPENSED  ONI**’ 

°N  OF  a PHYSICIAN. 

° OF  ProOUCT  ANO  US« 

\'£u-r  f 4.  AN>  ON  "6QU6ST  *,TWO° 

°Ss  Of  SUGWT  OISCOLOBA^O^ct 
*N  . „ OTtNOr.  STORS  IN  A 0A" 

ANT'BACTER.AL  p»*^mT 


Mn  a to/uca/ antibacterial in  /iqaicl fiwm  ib  indicated,  Furacin  Solution  offers 
this  convenience  while  retaining  all  the  advantages  of  Furacin  Soluble  Dressing:  a wide  antibacterial 
spectrum  including  many  gram-negative  and  gram-positive  organisms;  water-solubility  to  dissolve  in 
wound  exudates;  low  surface  tension  to  penetrate  fissures;  non-staining  of  skin  and  fabrics; 
stability.  It  is  being  used  on  wet  dressings  and  as  a spray  on  painful  burns.  Furacin®  brand 
of  nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and  Furacin  Soluble 
Dressing  (N.N.R.)  containing  Furacin  0.2%.  These  preparations 
are  indicated  for  topical  application  in  the  prophylaxis  or 
treatment  of  infections  of  wounds,  second  and  third  degree 
burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts. 
\\  Literature  on  request. 

EATON  LABORATORIES.  INC.,  NORWICH.  N.  T. 


How  mild  can  a cigarette  le  ? 


According  to  a 

Nationwide  survey. 

More  Doctors 
smoke  Camels 


t/ian  any  other  cigarette 


Doctors  smoke  for  pleasure,  loo!  And  when  three  leading  independent 
research  organizations  asked  113,597  doctors  what  cigarette  they  smoked, 

tlw>  Itruml  namA<l  ....  C 1 I 


/ 

xna  recent  coast -to-coast 
test,  hundreds  of  men  and 
women  smoked  Camels — 
and  only  Camels — for  30 
consecutive  days.  These 
people  smoked  on  the  aver- 
age of  one  to  two  packs  a 
day.  Each  week,  during  the 
entire  test  period,  throat 
specialists  examined  these 
Camel  smokers.  A total  of 
2470  careful  examinations 
were  made.  The  doctors 
who  made  the  throat  exam- 
inations of  these  Camel 
smokers  reported: 

“NOT  ONE 
SINGLE  CASE  OF 
THROAT  IRRITATION 
due  to  smoking 
CAMELS!” 


' //cneiy  0fyac/c 
(fj  rirzifirt/ee  / 

Smoke  Camels  and  test  them  in  your 
own  “T-Zone”  — T for  taste,  T for 
throat.  If,  at  any  time,  you  are  not 
convinced  that  Camels  are  the  mildest 
cigarette  you  have  ever  smoked,  re- 
turn the  package  with  the  unused 
Camels  and  we  will  refund  its  full 
purchase  price,  plus  postage.  (Signed) 
R.  J.  Reynolds  Tobacco  Company, 
Winston-Salem,  North  Carolina. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

VOLUME  49  APRIL  15,  1949  NUMBER  8 

Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  W hether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5-00  per  year.  Entered  as  second-class  matter  March  13, 1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 


CONTENTS 

SCIENTIFIC  ARTICLES 

Symposium — Primary  Carcinoma  of  the  Lung 

Clinical  Aspects,  J.  N.  Hayes,  M.D 895 

The  Pathology  of  Carcinoma  of  the  Bronchus,  Oscar  Auerbach,  M.D 900 

The  Role  of  Bronchoscopy  in  Diagnosis  and  Treatment,  Louis  H.  Clerf,  M.D.,  and 

Peter  Herbut,  M.D 907 

Cure  Rate  in  Lung  Cancer,  Richard  H.  Overholt,  M.D.,  and  Ivan  C.  Schmidt,  M.D 910 

Discussion,  Arthur  Q.  Penta,  M.D.,  and  Walter  F.  Bugden,  M.D 914 

The  Role  of  Physical  Methods  in  Diagnosis,  Herbert  Kent,  M.D 917 

Rehabilitation  in  Poliomyelitis,  Kristian  G.  Hansson,  M.D 923 

Present-Day  Education  in  Physical  Medicine,  William  Bierman,  M.D 927 

Five  Years  in  the  Practice  of  a Nineteenth  Century  New  York  Physician — Dr.  William 
H.  Van  Buren,  George  Rosen,  M.D 932 

(i Continued  on  page  854 ) 


proved  by  test  and  taste 


IN  PROTEIN 

SUPPLEMENTATION 


tanunoids 

BRAND  OF  AM  I N O P E PTO D R AT E 

SUPPLIED:  Bottles  containing 
>z.;  also  1-lb.,  5-lb.,  and 
10-lb.  containers. 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1 NEW  YORK 


TESTS  demonstrate:  high  bio- 
logical value  in  growth  studies;  all 
recognized  essential  amino  acids 
provided  in  significant  quantities. 

TASTE  and  adaptability  to  a 
variety  of  vehicles  ensure  patient- 
acceptance. 

Particularly  valuable  when  the 
patient  has  difficulty  in  utilizing 
adequate  amounts  of  protein  from 
natural  food  sources  such  as  may 
occur  at  times  in  pregnancy  and 
lactation,  gastrointestinal  dis- 
orders, convalescence,  diarrhea 
in  children,  chronic  malnutrition, 
and  in  aged  patients. 
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In  Chronic  Cholecystitis ... 


chemically  pure  bile  acid  derivative  made  available 
for  therapy,  Council-Accepted  since  1932,  exhaust- 
ively studied  and  most  favorably  reported  by  hun- 
dreds of  investigators,  Decholin®  remains  today  a 
bile  acid  preparation  for  use  in  the  medical  man- 
agement of  chronic  cholecystitis. 

The  Most  Potent  Hydrocholeretic , 

Decholin  multiplies  and  frees  the  flow  of  thinned  liver  bile.  By  thus  easing  biliary  evacuation 
and  closely  simulating  a physiologic  drainage  of  accumulated  foreign  matter  through  the  hepatic  and 
common  ducts,  Decholin  may  lessen  the  epigastric  and  right  upper  quadrant  discomfort  typical  of 
chronic  cholecystitis,  improve  the  patient’s  tolerance  for  food  and  reduce  the  periods  of  disability. 

Decholin 

dehydrocholic  acid 

3 3A  gr.  tablets  in  bottles  of  25,  100,  500,  and  1000. 

Decholin  Sodium®  (sodium  dehydrocholate)  in  20% 
aqueous  solution;  ampuls  of  3 cc.,  5 cc.  and  10  cc., 
packages  of  3 and  20  ampuls. 

The  Fifth  Edition  of  “Decholin  in  Biliary  Tract  Dis- 
turbances” is  now  available  upon  request. 


AMES  COMPANY,  INC. 
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FIRST  EFFECTIVE 

OVill  TREATMENT 

OF  MIGRAINE  ATTACK 

Sandoz  proudly  announces  the  first  effective  oral  treatment  of 
migraine- 

Clinical  investigation1  demonstrated  that  80%  of  a series  of  cases 
experienced  good  results.  Best  results  were  obtained  in  migraine, 
histamine  and  tension  headaches. 

Friedman,2  in  a large  series  of  migraine  cases,  found  Cafergone 
55%  more  effective  than  ergotamine  tartrate  alone. 

Later  reports3’4  were  equally  favorable. 


Cafergone 

(ergotamine  tartrate  1 mg.;  caffeine  100  mg.) 
(Experimentally  identified  as  E.C.  110) 


t.  Horton,  B.  T.,  Ryan,  R.  E.  & Reynolds,  J.  L.#  Proc. 
Staff  Meet.  Mayo  Clinic,  23:105,  Mar.  3,  1948. 

2.  Friedman,  A.  P.,  N.  Y.  State  Jl.  of  Med.  (in  press). 

3.  Ryan,  R.  E.,  Postgraduate  Medicine  (in  press). 

4.  Hansel,  F.  K.,  Annals  of  Allergy  (in  press). 


SANDOZ 


Originality  • Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK  14,  N.  Y.  • CHICAGO  6,  ILL.  • SAN  FRANCISCO  8,  CALIF. 
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Particularly  in  obstetrics,  the  power  of  DEMEROL  hydro- 
chloride to  allay  pain,  usually  without  depressing  respiration 
or  endangering  mother  or  child,  is  of  the  highest  order 
of  significance.  DEMEROL  hydrochloride  is  a specific  for  pain. 

Average  adult  dose:  100  mg. 

Ampuls  of  2 cc.  (100  mg.);  vials  of  30  cc.  (50  mg./cc.); 
tablets  of  50  mg.  and  100  mg. 


DEMEROL* 

HYDROCHLORIDE 


WARNING:  May  be  habit  forming.  Narcotic  blank  required. 


Demerol,  trademark  reg.  U.  S.  & Canada,  brand  of  meperidine  ( isonipecaine)  hydrochloride. 
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Phospho-Soda  (Fleet)  is  a so- 
lution containing  in  each  100 
cc.  sodium  biphosphate  48  Gm. 
and  sodium  phosphate  18  Gm. 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


CHECK 

LIST 

for  choice  of 
a laxative 


Phospho-  TYPE  OF 
Soda  ACTION 

(FLEET) 


y'  Prompt  action 
y^  Thorough  action 
^ Gentle  action 


'■  4 


SIDE 

EFFECTS 


y'  Free  from 

Mucosal  Irritation 


^ Absence  of  Con- 
stipation Rebound 


1/  No  Development 
of  Tolerance 


y Safe  from  Excessive 
Dehydration 

y No  Disturbance  of 
Absorption  of 
Nutritive  Elements 

y Causes  no 

Pelvic  Congestion 

y No  Patient 
Discomfort 

y Nonhabituating 

y'  Free  from 

Cumulative  Effects 


Judicious  Laxation 


ADMINIS- 

TRATION 

y'  Flexible  Dosage 
y Uniform  Potency 
y Pleasant  Taste 


...through  freedom  from 
undesirable  side  effects 

The  clinical  preference  for  Phospho-Soda  (Fleet)* 
stems  in  large  part  from  its  freedom  from  unde- 
sirable side  effects.  This  desideratum,  together 
with  its  controlled  action  and  ease  of  adminis- 
tration, assure  safe,  effective  anticostive  therapy 
from  every  prescription  of  this  "tried  and  true" 
laxative  agent.  Clinical  samples  on  request. 

C.  B.  FLEET  CO.,  INC.  • LYNCHBURG,  VIRGINIA 

-'PHOSPHO-SODA'  and  'FLEET' 
are  registered  trade-marks  of  C.  8.  Fleet  Co.,  Inc. 

Q 

H PHOSPHO-SODA 

(FLEET) 

: QV 
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SODASCORBATE,  Van  Patten's  brand  of  sodium 
ascorbate,  offers  a distinct  improvement  in  Vita- 
min C therapy  because  it  is: 

Free  from  the  gastric  irritation  frequently  ex- 
perienced with  large  doses  of  plain  ascorbic 
acid...  Approximately  neutral  in  chemical  re- 
action . . . Well  tolerated. . . Pleasant-tasting. 

Sign  and  mail  coupon  below  for  samples  and  literature 


NYS 
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VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago  26 
Gentlemen:  Please  send  items  checked: 
SODASCORBATE  □ Samples  □ Literature 


Address 

Town 

Sure 

CHILDREN'S 

V shoes 


Whether  a simple  wedge. 

or  a complicated  cork  raise 

SPECIFY  PEDIFORME  FOOTWEAR 

for  an  accurate  fitting 
in  accordance  with 
your  prescription. 

• 

Club  Foot  and  Flat  Foot  Shoes 
IN  STOCK 

MANHATTAN  - 34  West  36th  Street 
BROOKLYN  - 288  Livingston  Street 
FLATBUSH  - 843  Flatbush  Avenue 
New  Rochelle  Hempstead 

East  Orange  Hackensack 

Your  prescription  PROMPTLY  acknowledged! 
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THE  INDICATION 

DICTATES  THE  CHOICE  OF  MEDICATION 


IN  ACUTE  OTITIS  MEDIA 
REMOVAL  OF  IMPACTED  CERUMEN 


IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA,  FURUNCULOSIS 
AND  AURAL  DERMATOMYCOSIS 


AS  AN  ADJUNCT  TO  SYSTEMIC  ANTI- 


USE 


INFECTIVE  THERAPY,  AS  PENICILLIN,  ETC. 


O-TOS-MO-SAN 


CONTAGIOUS  DISEASE  EAR  INVOLVEMENTS 


. . . because  its  potent  decongestant,  de- 
hydrating and  analgesic  action  provides 
quick,  efficient  relief  of  pain  and  inflam- 
mation in  any  intact  drum  involvement. 

FORMULA: 

Glycerol  (DOHO) ..  ....17.90  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine 0.81  GRAMS 

Benzocaine 0.21  GRAMS 


. . . a potent  chemical  combination  (not  a 
mere  mixture),  combining  Sulfathiazole 
and  Urea  in  AURALGAN  Glycerol  (DOHO) 
Base— because  it  exerts  a powerful  solvent 
action  on  protein  matter,  liquefies  and 
dissolves  exuberant  granulation  tissue, 
cleanses  and  deodorizes,  and  tends  to  ex- 
hilarate normal  tissue  healing  in  the  effec- 
tive control  of  chronic  suppurative  otitis 
media. 


FORMULA: 

Urea 2.0  GRAMS 

Sulfathiazole 1.6  GRAMS 

Glycerol  (DOHO)  Base 16.4  GRAMS 


Literature  and  samples  sent  to  physicians  on  request. 


DOHO  CHEMICAL  COR  P.-Makers  of  AURALGAN  and  O-TOS-MO-SAN  NEW  YORK  13 
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UNSCENTED  COSMETICS 

FOR  THE  ALLERGIC  PATIENT 

AR*EX  Cosmetics  ore  the  only  complete  line  of  unstented  cosmetics 
regularly  stocked  by  pharmacies.  To  be  certain  that  your  perfume 
sensitive  patients  do  not  get  scented  cosmetics/  prescribe  Ak-lX 
Unstented  Cosmetics.  SEND  FOR  FREE  FORMULARY. 


AR-EX 


FREE  FORMULARY 

DR 

ADDRESS 

CITY 

STATE , 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  III. 
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truly * therapeutic  dosages  of  aU_ 
the  individual  vitamins  known  to 

m 

be  essential  in  human  nutrition. 


THERAPEUTIC  FORMULA 

VITAMIN  CAPSULES  „ ^ 

Squibb 


the  standard  of  comparison 


Bottles  of  100  capsules 


862 


AT  HOME  OR  AWAY 


rsPOT 

lTESTSj 


SIMPLIFY  URINALYSIS 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 

Qalatedt 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Acetone  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


1.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 


A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 

Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 

WRITE  FOR  DESCRIPTIVE  LITERATURE 


'ptcctoiw  (denco)  ...(Ga/a/edt 

THE  DENVER  CHEMICAL  MFG.  COMPANY 
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ow  to  get  rid  of 


undesirable 

tenants 


in  vaginitis 
cervicitis 

indeed  is  the 
chomonal  or  other 
fective  organism 
can  survive 
vaginal 
environment 
created  by... 


westhiazo 
vaginal 


single  dose 
disposable 
applicators 


Safe,  dainty,  easy-to-use  westhiazole  vaginal  rapidly 


produces . 


vaginal  acidity  untenable  to  most  pathogenic 


organisms. 


I speedy  control  of  discharge,  itching,  foul  odor,  and  other 


distress. 


westhiazole  vaginal  jelly 

contains  10%  SULFA THIAZOIE, 
4%  UREA,  3%  LACTIC  ACID, 

1 % ACETIC  ACID  in 
a polyethylene 
base. 


more  rapid  recovery  by  elimination  of  secondary  as  well 
as  primary  infection;  recovery  in  vaginitis  averages  2 to  7 
weeks;  in  cervicitis  3 weeks. 


samples?  literature?  please  write  to 

WESTWOOD  PHARMACEUTICALS,  Dept.  N»v 
468  Dewitt  St.,  Buffalo  13,  N.Y. 
division  of  Foster- Miiburn  Co 
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for  the  first  time 

in  pharmaceutical  history — 

an  aqueous  solution  of 
fat-soluhle  and  water-soluble  vitamins 
for  intramuscular  injection 


Each  2 cc.  ampul  provides  in  aqueous  solution: 

Vitamin  A 10,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Thiamine  HC1  ( B i ) . . 

Riboflavin  ( B 2 ) . • . - 


Pyridoxine  HC1  (Be)  . 

Niacinamide 

Ascorbic  Acid  (C)  . . . 
Alpha-Tocopherol  (E) . 
for  intramuscular  injection 


10  mg. 

1 mg. 

3 mg. 

20  mg. 
50  mg. 

2 mu. 


vi-syneral  injectable 

u.  s.  vitamin  corporation* 

c-asimir  funk  laboratories,  inc.  (affiliate) 

250  E.  43rd  Street  * New  York  17,  N.  Y. 
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For  versatile 


therapy 


The  ‘Beminal’  family  provides  a choice  of  five  distinctive  forms  and  potencies  for  the 
effective  treatment  of  vitamin  ‘B’  deficiencies.  Each  is  designed  to  fill  a particular  need. 


1.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  Capsule  No.  821  is  suggested 

for  the  treatment  of  iron  deficiency  anemias,  certain  macrocytic 
anemias  and  as  adjunctive  therapy  in  pernicious  anemia. 

2.  ‘Beminal’  with  Iron  and  Liver  Capsule  No.  816  is  recommended  for  the  treat- 

ment of  the  various  types  of  iron  deficiency,  occurring  either  as 
frank  hypochromic  microcytic  anemia  or  as  the  less  pronounced 
anemia  of  nutritional  origin. 

3-  ‘Beminal’  Forte  with  Vitamin  C Capsule  No.  817  is  suggested  when  there  is 

severe  depletion  of  the  patient's  nutritional  stores  due  to  either 
prolonged  dietary  inadequacy  or  nutritive  failure  as  a result  of 
organic  disease. 

4-  ‘Beminal’  Forte  Injectable  (Dried)  No.  495  provides,  when  reconstituted,  a 

high  concentration  of  important  vitamin  B factors  for  intensive 
therapy. 

5-  ‘Beminal’ Tablets  No.  815  may  be  of  value  if  the  vitamin  B complex  defi- 

ciency is  mild  or  subdinical. 


Ayerst,  McKenna  8c  Harrison  Limited, 
22  East  40th  Street,  New  York  16,  N.  Y. 


‘Beminal’  for  ‘B’  therapy 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request, 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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for  the  successful  treatment^of  • 


LEG  ULCERS 


• •*  J 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC.  ^VAYSoV3riViREV. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  — Tablets  • Powder  • Packets  • Oihtment 


°u 


°°h. 


* a _ 


%'*'o. 


Daxalan  ii  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  In  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  «pcck»  and  aged  for  lix  month*. 

Dome  Paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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BELEXON 


VITAMIN  B-COMPLEX  with  LIVER,  FOLIC  ACID  and  IRON 

a rich  source  of 

all  B-Complex  Vitamins, 

known  and  postulated,  for  use  in 

the  prevention  and  treatment  of 


VITAMIN  B-COMPLEX  DEFICIENCIES 


□ 


a stimulant  of  the  hematopoietic  system  for 
rapid  regeneration  and  maturation  of  red  blood  cells  in 

Nutritional,  Secondary,  Macrocytic  ANEMIAS 


each 


BELEXON  fortified 


Uver-fraction  50:1  3 grs. 

(derived  from  ISO  grs,  of  fresh  liver) 

Thiamine  Hydrochloride  (B,)  5 mg. 
Riboflavin  (B2)  10  mg. 

Niacinamide  20  mg. 

Pyridoxine  HCI  (BJ  1 mg. 


capsule  supplies: 

Yeast  Extract  3 grs. 

Iron  Hydrogen  reduced  1 0 mg. 
Calcium  Pantothenate  3 mg. 
Choline  Chloride  20  mg. 
Inositol  v 10  mg. 

Folic  Acid  0.3  mg. 


With  other  B-Complex  Factors  naturaity 


occurring  in  Yeast  and  Liver. 


AMERICAN  PHARMACEUTICAL  COMPANY 


SAMPLES  AVAILABLE  UPON  REQUEST 


MANUFACTURING  CHEMISTS 

NEW  YORK  18,  N.  Y. 

over  30  years  of  service  fo  the  profession 
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STATISTICALLY  SIGNIFICANT 


Recent  important  investigations  confirm  superiority  of 
molybdenized  ferrous  sulfate  in  iron-deficiency  anemia. 


Dieckmann,  W.  J.,  and 
Priddle,  H.  D.:  Anemia  of  Preg- 
nancy Treated  with  Molybdenum- 
Iron  Complex,  Amer.  J.  Obstet.  & 
Gynecol.,  (March)  1949. 

Dieckmann  and  associates  recently 
undertook  an  evaluation  of  molyb- 
denized ferrous  sulfate  (Mol- Iron) 
in  anemia  of  pregnancy — a relatively 
resistant  type  of  anemia. 

A carefully  selected  group  of  patients 
was  given  Mol -Iron  in  a dosage 
of  2 tablets  3 times  daily;  a compa- 
rable group  of  patients  who  received 
no  iron  medication  served  as  controls. 

FINDINGS : "The  patients  who 
were  treated  showed  a rapid  increase 
in  hemoglobin  and  hematocrit  with 
a mean  at  term  of  11.8  Gm.  per  100 
ml.  and  36  volumes  per  cent — high 
figures  for  pregnant  patients.  The 
mean  for  the  present  control  group 
is  10.7  Gm.  of  hemoglobin  per  100 
ml.  and  a hematocrit  of  32.6  volumes 


per  cent  (at  term) ...  At  six  weeks  post 
partum,  the  patients  who  had  been  on 
molybdenum-iron  had  a mean  of  12.2 
Gm.per  100  ml.  as  compared  with  11. 2 
for  the  present  (control)  group 

COMMENT:  "We  have  never  had 
other  iron  salts  so  efficacious  in 
pregnant  patients.  Our  results  with 
the  molybdenum-iron  complex  have 
been  so  striking  that,  if  the  patient 
has  taken  this  medication  for  three 
weeks  and  shown  no  significant  in- 
crease in  the  hemoglobin  concen- 
tration, the  therapy  is  stopped  and 
a more  extensive  study  (bone  marrow 
biopsy,  gastric  analysis,  reticulocyte 
count,  etc.)  made  to  determine  the 
cause  of  the  anemia.” 

SUMMARY:  "We  believe  that  the 
value  of  this  molybdenum-iron  com- 
plex has  been  demonstrated  as  being 
very  effective  in  increasing  the  hem- 
oglobin of  pregnant  patients  who 
are  anemic.” 
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ADVANCE 

IN  ANEMIA  THERAPY 


Talso,  P.  J.:  Anemia  in  Pregnancy, 
J.  Ins.  Med., 4:31-34  (Dec.-Jan.-Feb.) 
1948-1949. 

"The  encouraging  results  obtained  with 
molybdenumized  ferrous  sulfate  in  the 
microcytic  hypochromic  group  indicate 
a better  prognosis  in  these  conditions  in 
the  future  with  a resultant  improvement 
in  maternal  health  generally.” 

Chesley,  R.  F.,  and  Annitto,  J.  E.: 
Evaluation  of  Molybdenized  Ferrous 
Sulfate  in  the  Treatment  of 
Hypochromic  Anemia  of  Pregnancy, 
Bull.  Margaret  Hague  Maternity 
Hospital,  1:68-75  (Sept.)  1948. 


**. . . molybdenized  ferrous  sulfate  pro- 
duced a substantially  more  rapid  thera- 
peutic response  than  ferrous  sulfate,  the 
difference  in  response  being  statistically 
significant.  Addition  to  ferrous  sulfate  of 
either  liver-stomach  extract  or  folic  acid 
did  not  potentiate  the  action  of  the  iron 
salt. 

"None  of  the  patients  treated  with  mo- 
lybdenized ferrous  sulfate  complained  of 
more  than  mild  digestive  symptoms  re- 
lated to  the  medication.  However,  8 per 
cent  of  the  patients  originally  selected 
for  treatment  with  ferrous  sulfate  had  to 
be  withdrawn  from  the  study  because  of 
consequent  digestive  up-sets.” 


^JVfol-iroiT 

UL.  T jL  molybdenized  ferrous  sulfate 


Tablets,Liquid 


a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  In  bottles  of  100  and  1000  Tablets.  Also  avail- 
able in  a highly  palatable  Liquid,  in  bottles  of  12  fluid-ounces. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


THE  USE  OF  THE  DIAPHRAGM  INTRODUCER 


R 


TRADEMARK  REO.  U S.  RAT.  Off. 

PHYSICIAN’S  PRESCRIPTION  PACKET  NO.  501 


A complete  unit  for  conception  control.  Contains  (1)  a 
“RAMSES”  Flexible  Cushioned  Diaphragm  of  the  prescribed  size,  (2)  a “RAMSES”  Dia- 
phragm Introducer  of  corresponding  size,  and  (3)  a tube  of  “RAMSES”  Vaginal  Jelly t 
(regular  size). 


Use  of  a diaphragm  introducer  is  favored  by  many 
patients  who  find  manual  manipulation  objection* 
able  or  difficult.  It  facilitates  the  insertion  and  correct 
placement  of  the  diaphragm,  as  well  as  its  removal. 

The  “RAMSES”0  Diaphragm  Introducer  provides 
the  following  features: 

• Simplicity  and  convenience  in  use 

• Safety  — design  minimizes  possibility  of  injury  to 
the  cervix  or  accidental  insertion  into  the  urethra 


• Smooth  surface  lessens  bacterial  proliferation  — 
makes  for  easy  cleaning 

• Ease  of  removal  assured  by  bluntly  hooked  end 

The  “RAMSES”  Diaphragm  Introducer  is  supplied 
in  the  Physician’s  Prescription  Packet  No.  501,  with- 
out charge 


° The  word  “RAMSES”  is  a registered  trademark  of  Julius  Schmid,  Inc. 
f Active  Ingredients : Dodecaethyleneglycol  Monolaurate  5%; 

Boric  Acid  1%;  Alcohol  5%. 


gynecological  division 


423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


“RAMSES”  Vaginal  Jelly  is  accepted 
by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association.  The  “RAMSES”  Dia- 
phragm and  Diaphragm  Introducer 
are  accepted  by  the  Council  on 
Physical  Medicine  of  the  American 
Medical  Association. 
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EVER  X-RAY  A WHISKEY? 


OF  course,  whiskies  can’t  be  X-rayed,  but 
they  can  be  analyzed.  Analysis  reveals 
why  today  so  many  physicians  recommend 
light  blended  whiskies  to  their  patients  when 
whiskey  is  indicated. 

For  neutral  spirit  blends  contain  few 
congeners,  such  as  fusel  oil,  tannins,  alde- 
hydes, esters,  furfurals,  acids,  etc.  That 
means  neutral  spirit  blends  are  not  only 
light  but  mild,  too.  What’s  more,  they  are 
usually  low  in  alcoholic  content. 


One  of  America’s  leading  whiskies  of 
this  type  is  Carstairs  White  Seal.  Extremely 
low  in  congeneric  content,  it  is  blended 
with  care  by  master  distillers  unmatched  for 
skill  and  experience.  And,  though  high 
quality,  it  is  surprisingly  low  in  price. 

Whenever  whiskey  is  indicated,  may  we 
suggest  that  you  recom- 
mend that  superb  blend  — 

Carstairs  White  Seal  whis- 
key— to  your  patients? 


The  a Man  who  Cares  says: 

CARSTAIRS  White 


BLENDED  WHISKEY 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C. 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.,  86.8  Proof,  72%  Grain  Neutral  Spirits 
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PATIENT 


ENJOYS 


from  distressing 


URINARY  SYMPTOMS 


under  TREATMENT 


Distressing  symptoms  of  urinary  tract  infec- 
tion such  as  urinary  frequency,  pain  and 
burning  on  urination  can  be  rebeved  prompt- 
ly in  a high  percentage  of  patients  through 
the  simple  procedure  of  administering  Pyri- 
dium  orally. 

With  this  easy-to-administer  and  safe  uri- 
nary analgesic,  physicians  can  often  provide 
their  patients  with  almost  immediate  relief 
from  distressing  urinary  symptoms  during 


the  time  that  other  therapeutic  measures  are 
directed  toward  alleviating  the  underlying 
condition. 

Pyridium  is  virtually  nontoxic  in  thera- 
peutic dosage  and  can  be  administered 
concomitantly  with  streptomycin,  penicillin, 
sulfonamides,  or  other  specific  therapy. 

The  complete  story  of  Pyridium  and  its 
clinical  use  is  available  on  request. 


PYRIDIUM8 

(Brand  of  Phenylazo-diamino-pyridine  HCl) 

MERCK  & CO.,  Inc.  RAHWAY,  N. 

lyilarmjactu it'rtfj 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 


Pyridium  is  the  trade-mark  of 
the  Pyridium  Corporation  for 
its  Brand  of  Phenylazo- 
diamino-pyridine  HCl.  Merck 
& Co.,  Inc.,  sole  distributors 
in  the  United  States. 


SIMILfAC 
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One  measure  of  powder  + 2 ounces  water  = 2 ounces  of 
normal  formula  — 20  calories  per  ounce 
measure  included  in  each  can 


SIMILAC  DIVISION 
M & R DIETETIC  LABS.  INC. 
COLUMBUS  16,  OHIO 


1 

Could  you  use  an  extra  key  case.  Doctor— for  that  i 

30  second  set  of  car  keys?  We  will  be  glad  to  send  1 

you  one,  of  good  solid  leather,  if  you’ll  PRINT 
your  name  and  address  below.  i 

NAME , i 

ADDRESS^ ' 
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H ANOVI  A’S 
INSPECTOLITE 

(WOODS  LIGHT) 

'Valuable  in  ubia^nalii. 


Filtered  Ultraviolet  Rays,  generated  by 
the  Hanovia  Inspectolite,  provides  a gen- 
erally accepted  and  most  satisfactory 
method  for  diagnosing  Tinea  Capitis  and 
other  cutaneous  infections. 

Evolving  and  fading  syphilitic  maculo- 
papular  eruptions  are  visible  under 
filtered  ultraviolet  rays. 

Eruption  of  many  chronic  dermatoses  may 
also  be  better  discerned  with  the  Hanovia 
Inspectolite. 

Cutaneous  and  mucous  lesions  which  do 
not  show  definite  color  contrast  with  their 
background,  can  be  seen  more  distinctly. 
Considerable  aid  is  provided  in  detecting 
materials  which  commonly  cause  dermatitis 
venenata. 

Woods  Light  and  Black  Light  are  com- 
monly applied  phrases  for  describing  the 
visible  filtered  ultraviolet  rays  useful  for 
fluorescence  excitation. 

For  complete  details,  write  Dept.  N.Y.-4. 

HANOVIA 

Chemical  &.  Manufacturing  Co. 

Newark  5,  N.  J. 

World’ $ oldest  and  largest  manufacturers  of 
Ultraviolet  Lamps  for  the  Medical  Profession 


in  the  management  of  hepatic  conditions 
related  to  dietary  deficiencies,  alcohol- 
ism, sulfonamide  administration,  fatty 
livers  associated  with  toxemias  and  in- 
fections. 


SYRUP  CHOLINE  DIHYDROGEN 
CITRATE  (Flint)— 25%  W/V— 

containing  one  gram  of  choline  di- 
hydrogen citrate  in  each  4 cc.,  is  supplied 
in  pint  and  gallon  bottles.  The  speci- 
fication of  "Syrup  Choline  (Flint)’’  will 
insure  the  use  of  a choline  product 
offering  complete  patient  acceptance. 

For  your  copy  of  “The  Present  Status  of 
Choline  Therapy  in  Liver  Dysfunction” 
write — Flint,  Eaton  & Company,  De- 
catur, Illinois. 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 
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(Jarh  W 


ARE  PLEASED  TO  RECORD  THE  ACHIEVEMENTS  LEADING 
TO  THE  DEVELOPMENT  OF 


CHLOROMYCETIN 


(CHLORAMPHENICOL,  PARKE-UAN  la> 


CHLOROMYCETIN  IS  A PURE  CRYSTALLINE  SUBSTANCE 
HAVING  SPECIFIC  ANTIBIOTIC  ACTIVITY  EFFECTIVE 
AGAINST  AN  IMPRESSIVE  ARRAY  OF  MICRO-ORGANISMS 


In  the  history  of  CHLOROMYCETIN,  chance  has  played  little  part.  Starting  from 
past  knowledge  of  antibiotic  activity  in  soil  organisms,  thousands  of  soil  samples 
were  collected  throughout  the  world,  cultured,  and  screened  for  antibiotic 
properties.  Definite  activity  was  found  in  cultures  of  Streptornyces  venezuelae, 
an  organism  named  for  its  place  of  origin.  The  active  antibiotic  was  then  isolated 
in  pure  form.  Its  chemical  configuration  was  determined  and  reproduced  by 
synthesis.  CHLOROMYCETIN  is  therefore  the  first  antibiotic  for  therapeutic  use 
that  can  be  produced  in  quantities  by  both  natural  and  chemical  methods. 


£T/i4>  CHLOROMYCETIN, itte/ur/et 

UNDULANT  FEVER 
BACILLARY  URINARY  INFECTIONS 
PRIMARY  ATYPICAL  PNEUMONIA 
TYPHOID  FEVER 
TYPHUS  FEVER 
SCRUB  TYPHUS 

ROCKY  MOUNTAIN  SPOTTED  FEVER 


CHLOROMYCETIN  can  be  administered  efficiently  by  the  oral  route,  yielding  effective 
blood  levels.  It  is  supplied  in  Kapseals  of  0.25  Cm. 

Descriptive  literature  will  he  mailed  on  request. 


s C A Af 


PARKE,  DAVIS  K COMPANY 


. » 


% DETROIT  32,  MICHIGAN 
H 
A. 


P _ - N 
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for  the 

ARTHRITIS  a 


Treatment 

nd  RHE 


of 

UMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


T/ie  Tefe.vtftet/  Ta  /icy/a/e  tyUecUccwnen/ 

ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grams 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 


(fi-tteb  a 2e€afa£eb  'Ten/te  t-t/  SPefownp  SP/tyb  ici&nA 


mmmmm 


l 


AMPHOJEL* 

ALUMINUM  HYDROXIDE  GEL 


ALUMINA  GEL 


stf fa/a/a/Ve  S&/umina 

/Xavoree/  un/X  £%tyermin/. 

S$cA  ai  an  am^Xc/enie  co/ZotW  in  /X* 
feme  no/  ^ Xyr/nocX 6-ric  act'*/ 
from  /Xr  s/omacX. 

c/rea^rom  aAXa/eS  on  a/Xa/in t ear/Xs. 


FLUID  ANTACID 

AVERAGE  DOSE — On*  or  two  teospoonfuli 
(4  to  8 cc.)  undiluted  or  with  a llttl*  water, 
to  be  token  five  or  six  times  doily,  between 
meals  ond  on  retiring. 

SHAKE  WELL 


KEEP  TIGHTLY  CLOSED 


IN  THE  MEDICAL  MANAGEMENT  OF  PEPTIC  ULCER  . 


Orapen-250 


mow  jfurtsiS&u 


to  give  250,000  units  ,of  crystalline 
penicillin  G (potassium  salt)  in  one  coaled,  pleasant-tasting,  buffered 
tablet,  if  you  specify  the  Schenley  product.  Ample  evidence  supports 
the  value  of  the  oral  administration  of  penicillin  when  given  in  suffi- 
ciently high  dosage.  Clinical  reports  show  that  even  serious  infections  due 
to  penicillin-sensitive  organisms  — such  as  acute  respiratory  illness, 1J-3’4 
impetigo,4  gonorrhea,5  and  rheumatic  fever  (prophylaxis)6— can  be 
treated  effectively  by  this  convenient,  painless  method  of  administration. 


ORAPRiV  IS  INIQVE 

A special  coating  completely 
masks  the  taste  of  penicillin. 
Ohapen  is  stable  at  ordinary 
room  temperatnres,  eliminat- 
ing necessity  for  refrigeration. 


REFEREXTESt 

1. J.Pediat  32:1(1948). 

2.  Am.  J.  M.  Sc.  213:513 

(1947). 

3.  J.  Pediat.  32:119  (1948). 

4.  New  England  J.  Med. 

236:817  (1947). 

5.  New  York  State  J.  Med. 

48:517  ( 1948). 

6.  Lancet  1:255  (1947). 


Orapen-2oO 
Orapen-lOO  • Orapen-SO 

1 [penicillin  tablets  schenleyJ 

Each  containing  250,000,  100,000,  or 
50,000  units  of  Penicillin  Crystalline  G, 
buffered  with  calcium  carbonate. 


0RAPEN-2502 

Available  in  bottles  of  10  and  50. 
ORAPEA'-lOO: 

Available  in  bottles  of  12  and  100. 
ORAPEN-SO:  , 

Available  in  bottles  of  12  and  100. 

SCHENLEY  LABORATORIES,  INC. 
350  FIFTH  AVENUE  • NEW  YORK  1,  NEW  YORK 


©Schenley  Laboratories,  Inc. 
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IN  ANGINA  PECTORIS  AND 
CORONARY  ARTERY  DISEASE 


CLINICALLY  PROVEN  Carefully  controlled  objective  studies 
in  humans  and  very  extensive  clinical  experience  have  de- 
finitely proven  the  vaiue  of  Theobromine  Sodium  Acetate 
in  treating  Angina  Pectoris  and  Coronary  Artery  Disease. 

RECOMMENDED  DOSAGE  iy2  grains  q.i.d.  before  meals  and  be- 
fore retiring.  A capsule  upon  arising  if  necessary. 

SUPPLIED  In  bottles  of  — 100  — 500  — 1000 

TABLETS  THESODATE 

*(7l/i  gr)  0.5  Gm *(3}4  gr.)  0.25  Gm. 

THESODATE  WITH  PHENOBARBITAL 

*(71/2  gr.)  0.5  Gm.  with  ( y2  gr.)  30  mg. 

(7l£  gr.)  0.5  Gm.  with  ( % gr.)  15  mg. 

*(3%  gr.)  0.25  Gm.  with  ( y4  gr.)  15  mg. 

THESODATE,  POTASSIUM  IODIDE  AND  PHENOBARBITAL 

Theobromine  Sodium  Acetate  ( 5 gr.)  0.3  Gm. 

Potassium  Iodide  ( 2 gr.)  0.12  Gm. 

Phenobarbital  (14  gr.)  15  mg. 

Capsules  also  available  in  forms 

marked  with  asterisk  (*)  above  in  bottles  of  25  — 100. 


Literature  with  confirming  bibliography 
and  physicians’  sample  sent  on  request. 


BREWER  &-  COMPANY,  INC. 

WORCESTER,  MASSACHUSETTS  U.  S.  A. 


I 
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' 

Findings 
from  the 
Saratoga  Spa 
records* 


One  hundred  seven  coronary  cases  were 
recently  studied.  Of  this  group  33  were 
females,  74  males,  the  latter  being  chiefly 
from  executive  and  professional  walks  of 
life.  Not  a few  were  physicians.  The  aver- 
age age  was  61,  the  range  being  40  to  80 
years.  The  average  duration  of  symptoms 
was  three  years,  the  limits  being  one 
month  to  10  years.  In  32  there  was  a def- 
inite history  of  coronary  occlusion. 

Twenty-seven  had  a history  of  pre-existing 
high  blood  pressure,  eight  of  low  pressure. 

Classified  according  to  the  American 
Heart  Association  44  were  in  Class  IIA 
(activity  slightly  limited)  and  63  in  Class 
IIB  (activity  greatly  limited). 

Before  beginning  a regime  each  patient 
was  subjected  to  a thorough  physical  ex- 

*  As ; reprinted  from  the  Ne tv  York  State  Journal  of  Medicine,  35:  715,  (July  15)  1935 


"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

9 Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


animation  together  with  all  indicated  lab- 
oratory procedures.  The  average  of  the 
initial  blood  pressure  readings  made  at 
this  time  was  168-95.  The  final  average 
figure  arrived  at  was  140-81,  a difference 
of  £8  mm.  of  mercury  in  the  systolic  and 
14  in  the  diastolic  reading.  These  read- 
ings were  made  after  a rest  period  to  ob- 
viate the  influence  of  any  recent  activity. 


Symptomatic  Change  According  to  Age  Groups 


No. 

I in 

provement 

Age  group 

Cases 

Moderate 

Marked 

None 

40-50  . 

. 11 

10 

0 

1 

50-60  . 

. 41 

32 

5 

4 

60-70  . 

. 34 

22 

8 

4 

70-80  . 

. 18 

16 

0 

2 

80-  . 

. 3 

3 

0 

0 

107 

83 

13 

11 

CORONARY  DISEASE 


j 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  intornationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  saviples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.  S.  Importers:  Van  Munching  & Co.,  Inc.,  New  York 
* - ■ — A 


CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happv  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenswood  6-4960 


Why  BROMINATED 
Thyroid? 

THYROBROM,  brand  of  brominated  thyroid, 
provides  all  the  physiological  and  pharmacolog- 
ical effects  of  thyroid  with  a minimum  of  thy- 
rotoxic manifestations  such  as  palpitation  and 
nervousness.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the  ac- 
tive ingredient  of  selected,  defatted  and  desic- 
cated thyroid.  THYROBROM  Iodine  content 
is  0.2%,  same  as  U.  S.  P.  Bromine  content  2.0%. 
Prescribed  in  hypothyroid  obesity,  myxedema, 
low  B.M.R.,  hypothyroidism  or  whenever  thy- 
roid medication  is  indicated. 


THYROBROM — the  Logical  Choice  Whenever 
Thyroid  Medication  is  Indicated. 


Sign  and  mail  coupon  below 
for  samples  and  literature 


VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  □ Samples  □ Literature 

Dr. 


Address 

Town HER-V-  *• 

“TfiTTT.C'5-C-? 


CF  T.'E | 

tt  n 
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Whole  Mined  PnxUein  pluA,  Whole  Jhue/i  and  Ifecul 


PROTOPLEX*  provides  all  the  essential  and  nonessential  amino 
acids  as  present  in  casein,  lactalbumin,  primary  dried  yeast 
U.S.  P.,  and  desiccated  whole  liver.  Relatively  salt-  and  fat-free. 


^belidoud  — Eaten  like  cereal. ..may 
also  be  incorporated  in  cakes,  biscuits, 
and  waffle  batters. 

£'ZCelle*it  ^ale/U2*tee  — An  extra 
50  to  100  grams  of  protein  daily  easily 
administered. 

SUPPLIED:  In  1-lb.  packages,  available 
through  your  local  pharmacist. 

•Exclusive  trademark  of  Walker  Vitamin  Products,  Inc 


VITAMIN  PRODUCTS,  INC.,  mount  vernon,  n.  y. 
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THIS  EMBLEM  is  displayed  by  re- 
liable merchants  in  your  community. 
Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers. 
Prices  are  based  on  intrinsic  value. 
Regular  technical  and  ethical  train- 
ing of  CAMP  fitters  insures  precise 
and  conscientious  attention  to  your 
recommendations. 


YOUR  PATIENT’S  MONEY: 
Economic  conditions  have  shown 
many  swings  during  the  four  decades 
of  CAMP  history.  But  Camp  prices 
have  always  been  conscientiously 
based  on  intrinsic  value.  These  mod- 


CAMP  SCIENTIFIC  SUPPORTS  are 
prescribed  and  recommended  in  many 
types  for  prenatal,  postnatal,  post- 
operative, pendulous  abdomen,  vis- 
ceroptosis, nephroptosis,  hernia,  ortho- 
pedic and  other  conditions.  If  you  do 
not  have  a copy  of  the  Camp  " Refer- 
ence Book  for  Physicians  and  Surgeons,” 
it  will  be  sent  upon  request. 


erate  prices  coupled  with  the  func- 
tional efficiency  and  superb  quality 
of  Camp  Scientific  Supports,  long 
recognized  by  the  profession,  mean 
true  economy  to  the  patient. 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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Bi-Pen  is  available  through  all 
pharmacies  in  the  following  pack- 
age sizes:  (1)  a combination 
package  containing  a single  dose 
(400,000  units)  in  a rubber-stop- 
pered vial  and  a 1 cc.  size  ampul 
of  sterile  distilled  water;  (2)  a 
package  containing  5 single  dose 
vials  (water  not  supplied);  (3)  a 
multiple  dose  rubber-stoppered 
vial  containing  2,000,000  units  or 
5 doses  of  400,000  units  each. 


FOR 

HIGHER  BLOOD  LEVELS 

With  Bi-Pen,  the  advantages  of  rapidly  absorbed 
soluble  crystalline  penicillin  and  slowly  ab- 
sorbed procaine  penicillin  are  realized  in  a 
single  preparation. 

Containing  100,000  units  of  buffered  crystal- 
line potassium  penicillin  G and  300,000  units  of 
crystalline  procaine  penicillin  G per  dose,  Bi-Pen 
quickly  produces  high  initial  plasma  levels. 
Thereafter,  high  therapeutic  blood  levels  are 
maintained  in  virtually  all  patients  at  bed  rest 
for  at  least  a 24-hour  period  following  intra- 
muscular injection.  Hence  a single  1 cc.  (400,000 
units)  dose  daily  is  adequate  for  the  treatment  of 
most  penicillin-responsive  infections.  In  over- 
whelming infection;  800,000  units  may  be  given 
daily.  Injection  is  practically  painless,  and  local 
nodulation  rarely  occurs. 

In  its  dry  state  as  supplied,  Bi-Pen  is  stable  for 
12  months  at  room  temperature.  After  being 
mixed  with  sterile  water  for  injection,  it  may  be 
kept  in  a refrigerator  for  seven  days  without 
significant  loss  of  potency. 


CRYSTALLINE  PROCAINE  PENICILLIN  G AND 
BUFFERED  CRYSTALLINE  PENICILLIN  G POTASSIUM 


C.S.C. 

A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


3— FOLD  RELIEF  OF 

PEPTIC  ULCER 
AND  HYPERACIDITY 

Antacid,  sedative  and  antispasmodic  effects  are  combined  in  one 
tablet.  The  rapid  and  prolonged  buffering  action  (1)  of  dihydroxy 
aluminum  aminoacetate  (7.7  grains)  is  supplemented  by  phenobarbital 
(14  grain)  and  homatropine  methyl  bromide  (l/lOO  grain).  Homa- 
tropine  methyl  bromide  acts  selectively  to  paralyze  vagal  endings,  thus 
bringing  about  a "medical  vagotomy.” 

AIZINOX 

(PATCH) 

with  phenobarbital  and  homatropine  methyl  bromide 


The  tablets  are  small,  need  not  be  chewed  and  disintegrate  quickly 
in  the  stomach.  Relief  is  rapid  and  prolonged.  The  suggested  dosage 
is  1 or  2 tablets  1 to  2 hours  after  meals  and  upon  retiring  or  as  pre- 
scribed by  the  physician.  Supplied  in  bottles  of  100  and  500  tablets. 

AI.ZINOX*  (Patch)  is  also  available  as  plain  tablets,  each  contain- 
ing 0.5  Gm.  (7.7  grains)  of  dihydroxy  aluminum  aminoacetate. 

*Brand  of  Dihydroxy  Aluminum  Acetate 


The  E.  L.  PATCH  CO.  BOSTON,  MASS. 


(1)  Krantz,  J.  C.,  Jr.,  Kibler,  D.  V.,  and  Bell,  F.  B.:  “Neutralization  of  gastric  acidity  with  basic 

aluminum  aminoacetate.”  J.  Pharmacol.  & Exper.  Therap.  1XXXII:  247  (Nov.)  1944. 
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Antiseptic 


MANDELAMINE,*  a distinct  chemi- 
cal combination  of  methenamine 
and  mandelic  acid,  ensures  maxi- 
mum patient-cooperation  through 
its  freedom  from  distressing  side- 
effects,  and  the  welcome  simplicity 
of  the  regimen — just  3 or  4 tablets 
taken  three  times  a day  is  all  that 
is  required.  The  absence  of  drug- 
fastness,’  plus  other  important  ad- 
vantages, commends  MANDELA- 
MINE to  experienced  clinicians2'3 
for  use  in  both  acute  and  chronic 
urinary  infections. 


Choice 


for  an 
effective 
and 

uncomplicated 

regimen 


supplied:  Enteric-coated  tablets  of 
0.25  Gm.  (3%  grains),  bottles  of 
120,  500,  and  1,000. 


’MANDELAMINE  is  the  registered  trade- 
mark ol  Nepera  Chemical  Co.,  Inc.,  for 
its  brand  of  Hexydaline  (methenamine 
mandelate). 


I.  Scudi,  I.  V.,  and  Duca,  C.  I.:  J.  Urol. 
(Feb.)  1949.  2.  Carroll,  G.,  and  Allen,  H.  N.; 

J.  Urol.  55:  674  (1946).  3.  Butt,  A.  I.:  J. 
Florida  M.  A.  35:  430  (1949). 


OUTSTANDING 

FEATURES 


NEPERA  CHEMICAL  CO.,  INC. 

NEPERA  PARK  • YONKERS  2,  N.  Y. 


1 No  gastric  upset 

2 No  dietary  or  fluid  regulation 

3 No  supplementary  acidification 
(except  when  urea-splitting  or- 
ganisms occur) 

4 Wide  antibacterial  range 

5 No  danger  of  drug-fastness 

ft, Simplicity  of  regimen  -3  or  4 
tablets,  t.i.d. 
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for  estrogenic 


Failure  of  the  liver  to  inactivate 
estrogens  leaves  excessive 
amounts  circulating  in  the  blood. 

With  administration  of  the  vitamin  B 
complex  in  high  dosage,  as 
provided  in  PROVITE  b Capsules, 
the  liver  regains  its  normal 
function  of  metabolizing  estrogens, 
proper  balance  is  achieved,  and 
the  condition  is  corrected. 


Typical  symptoms  of 
hyperestrogenism  are 


To  restore  estrogenic 
equilibrium,  prescribe  PROVITE  b 
Capsules.  Each  capsule  contains. 

Write  to  Medical  Department  for 
additional  information  and  samples. 


Thiamine  HCI  

. 25.0 

mg. 

Riboflavin 

. 12.5 

mg. 

Pyridoxine  HCI 

mg. 

Niacinamide  

. 150.0 

mg. 

Choline  Dihydrogen  Citrate  . . 

. 100.0 

mg. 

Inositol 

. 50.0 

mg. 

d-Calcium  Pantothenate 

. 5.0 

mg. 

Secondary  Liver  Fraction .... 

T-  s- 

Dried  Yeast 

q.  s. 

INTERNATIONAL  VITAMIN  DIVISION  IVES-CAMERON  CO.,  INC.  22  E.  40  ST.,  NEW  YORK  16,  N.Y. 


the  key 


to  better 


digitalis  therapy 


Possessing  crystalline  purity,  the  single  glycoside  'Crystodigin’ 
(Crystalline  Digitoxin,  Lilly)  has  many  advantages  over  such 
venerable  preparations  as  digital!*  leaves,  their  alcoholic 
extracts,  and  multiglycoside  products. 

'Crystodigin'  is  uniformly  potent,  is  dependably  stable,  and  can 
always  be  relied  upon  to  produce  the  same  effect.  A single 
digitalizing  dose  of  'Crystodigin'  may  be  given  with  safety 
under  proper  conditions.  It  produces  no  local  gastric  irritation. 

Its  absorption  is  practically  complete  following  oral 
administration.  Optimum  therapeutic  effect  can  be  maintained 
on  one  daily  dose.  Prescribe  'Crystodigin'  for  initial  digitalization 
and  maintenance  in  the  treatment  of  congestive  heart  failure, 
auricular  fibrillation,  and  auricular  flutter. 

'Crystodigin'  is  supplied  in  0.05-mg.,  0.1-mg.,  0.15-mg.,  and 
0.2-mg.  tablets  and  as  Ampoules  'Crystodigin,'  0.2  mg.,  1 cc.,  and 
in  10-cc.  rubber-stoppered  ampoules  containing  0.2  mg.  per  cc. 

Complete  literature  on  'Crystodigin'  is  available  from  your  Lilly 
medical  service  representative  or  will  be  forwarded  upon  request. 


'Crystodigin' 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.  S.  A. 
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Editorials 


More  of  the  Same  Advice  Needed 


The  Daily  News,  New  York’s  picture 
newspaper,  reaches  many  citizens  who  never 
see  a medical  journal.  It  carries  information 
to  many  who  probably  have  seldom  heard  of 
the  A.M.A.  and  are  even  less  aware  of  the 
Medical  Society  of  the  State  of  New  York. 
What  the  Daily  News  prints  about  the  sub- 
ject of  state  medicine,  or  compulsory  health 
insurance,  or  whatever,  rests  on  the  evalua- 
tion by  its  editors  of  the  newsworthiness  of 
the  topic  itself. 

On  Saturday,  March  12,  1949,  appeared 
the  editorial  which  we  reprint  below. 

DR.  JOHN  BULL 

With  reference  to  the  Truman  Administra- 
tion’s crusade  for  state  medicine,  politely 
called  compulsory  health  insurance,  we  lift  the 
following  paragraphs  from  a recent  report  in 
the  Cleveland  Plain  Dealer  by  a Mr.  Philip  W. 
Porter: 

“You  don’t  have  to  listen  to  the  perfectly 
legitimate  objections  of  doctors  and  dentists 
(to  state  medicine)  . . . . ; all  you  have  to  do  is 
to  see  the  way  it  is  working  out  in  Great  Brit- 
ain. 


“I  lived  over  there  and  saw  it  function. 
Thank  the  Lord,  I didn’t  have  to  depend  on  it, 
for  I could  go  to  competent  Army  doctors.  But 
I had  plenty  of  friends  who  were  forced  to  de- 
pend on  it,  for  they  had  deductions  for  it 
taken  out  of  their  slim  pay  and  couldn’t  af- 
ford to  hire  Harley  Street  specialists. 

“If  what  they  got  under  socialized  medicine 
was  medical  care  and  competent  treatment  of 
illness  and  disease,  then  I’m  a Tanganyikan 
rhinoceros.  The  panel  doctor’s  office  was  an 
% assembly  line  of  50  patients  crowded  into  the 
time  and  space  it  should  have  taken  him  to 
handle  10.  He  gave  each  of  them  scarcely 
more  than  a look  and  a promise — and  often 
they  got  the  wrong  medicine  in  the  rat  race. 
Some  of  the  offices  were  even  unclean  and  some 
of  the  doctors  were  smelling  high  of  drink,  but 
what  did  they  care?  Their  fees  were  guaran- 
teed by  the  Government  at  so  much  a head. 

“And  the  poor  patient,  if  dissatisfied, 
couldn’t  change  doctors  once  he  had  signed  up, 
without  the  permission  of  the  doctor  he  didn’t 
like  or  without  three  months  for  a govern- 
ment board  to  make  up  its  mind.  Meanwhile, 
he  could  make  a choice  between  paying  a com- 
petent specialist  a stiff  fee  or  dying  slo-wly. 
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One  thing  for  sure,  the  socialized  doctor  would 
never  cure  him.” 

Would  some  leader  in  the  fight  for  state  med- 
icine here  kindly  tell  us  all  what  assurances 
there  are,  if  any,  that  Uncle  Sam  as  a doctor 
would  be  any  less  of  a quack  and  charlatan 
than  the  above  picture  paints  Dr.  John  Bull  as 
now  being?  Facts,  please;  hot  air  won’t  suf- 
fice. 

Doctors  are  in  a position  to  realize  the 
value  to  the  tax-burdened  citizens  of  this 
country  of  straight  thinking,  hard  hitting 
editorial  comment  such  as  this  we  have  re- 
printed above  for  the  information  of  our  doc- 
tor membership.  We,  as  physicians,  must 
provide  the  medical  service  under  no  matter 
what  system  of  medical  service  exists  any- 
where. We  also  have,  through  experience 
with  government-controlled  practice  as  ex- 
emplified by  certain  government  services, 
including  departments  of  social  welfare,  the 
V.A.,  and  some  of  the  former  Federal  alpha- 
betic agencies,  a fairly  accurate  knowledge 
of  the  generally  retrograde  character  of 
medical  service  under  these  conditions. 


But,  as  physicians,  we  are  limited  in  our 
approach  to  the  man  on  the  street  when  he  is 
well.  And,  with  increased  longevity  and 
low  mortality  and  morbidity  rates,  more  peo- 
ple are  likely  to  be  well  more  of  the  time. 
Well  people  read  newspapers,  listen  to  the 
radio,  watch  the  video  programs.  Few  well 
people  read  medical  journals  in  which  doctors 
discuss  such  things  as  state  medicine  and 
national  health  insurance. 

Still,  it  is  the  well  people,  whether  they 
realize  it  or  not,  the  gainfully  employed 
people,  who  would  be  taxed  to  pay  for  a sys- 
tem of  national  health  insurance  and  support 
a huge  Federal  bureaucracy  to  operate  it  in 
addition,  so  that  the  reports,  the  red  tape, 
the  rules  and  regulations,  directives — all  the 
paraphernalia  of  control — can  be  taken  care 
of,  regardless  of  whether  sick  people  get 
good  medical  service  quickly. 

The  Daily  News  can  and  does  say  in  lan- 
guage people  can  understand  what  the  doctors 
would  say  to  well  folks  if  doctors  published 
newspapers. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 

From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


Through  reports  from  the  Influenza  In- 
formation Center  at  the  National  Institute 
of  Health  and  through  newspaper  accounts, 
the  State  Department  of  Health  became 
aware  early  in  January  of  the  occurrence  of  a 
widespread  influenza  epidemic  in  Europe. 
Since  that  time,  the  influenza  situation  has 
been  followed  with  keen  interest  both  from 
the  standpoint  of  early  discovery  of  the  dis- 
ease in  this  State  and  of  more  accurate  defi- 
nition of  the  strain  of  influenza  virus  causing 
the  epidemic,  so  as  to  be  better  informed  as 
to  what  advice  to  give  concerning  vaccina- 
tion. 

The  plan  established  by  the  World  Health 
Organization  in  September,  1947,  is  thus 
receiving  its  first  critical  test.  This  plan  led 
to  the  establishment  of  an  International  In- 


fluenza Center  at  the  National  Institute  for 
Medical  Research  in  London.  Each  partic- 
ipating country  was  to  develop  its  own  in- 
fluenza center,  ours  being  at  the  National 
Institute  of  Health.  Strategically  located 
laboratories  are  participating  in  the  diagnos- 
tic program  and  serving  as  listening  posts 
throughout  the  U.S.  The  Division  of  Labora- 
tories and  Research  serves  in  this  capacity 
for  upstate  New  York. 

The  purpose  of  this  organization  is  to  af- 
ford early  discovery  of  influenza  epidemics 
and  rapid  identification  of  the  epidemic 
strain  of  virus,  which  would  thus  allow  deci- 
sion as  to  whether  the  available  vaccines 
could  be  expected  to  protect  against  the  dis- 
ease. If  it  seemed  likely  that  this  would  not 
be  the  case,  the  epidemic  strain  would  be 
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distributed  to  the  participating  laboratories 
for  the  purpose  of  immediate  large  scale 
manufacture  of  strain-specific  vaccine. 
Whether  this  could  be  accomplished  on  a 
large  enough  scale  to  be  of  value  within  the 
short  time  available  is  dependent  on  many 
factors.  However,  it  is  a goal  worth  striv- 
ing for. 

The  current  episode  apparently  started  in 
Italy  during  mid-December,  1948,  where  in 
some  places  the  epidemic  is  said  to  have  af- 
fected half  the  population.  Italian  investi- 
gators identified  it  as  influenza  B.  This  find- 
ing has  not  been  confirmed  as  yet,  but,  in  the 
light  of  subsequent  developments,  one  won- 
ders whether  this  was  indeed  influenza  B. 
The  disease  spread  to  France,  where  it  has 
involved  a majority  of  the  population  and 
where  the  Pasteur  Institute  has  identified 
half  the  cases  studied  as  influenza  A.  The 
remaining  cases  are  not  typeable.  In  Hol- 
land, the  virus  has  been  identified  as  influ- 
enza A-prime,  similar  to  the  strain  causing 
influenza  in  1947,  which  vaccines  then  in  use 
failed  to  prevent.  This  strain,  of  course,  is 
now  included  in  all  the  commercial  vaccines 
sold  in  the  U.S.  A number  of  other  studies 
are  in  progress  under  the  direction  of  Dr.  C. 
H.  Andrewes  in  London;  the  final  classifica- 
tion of  the  epidemic  strain  is  not  yet  avail- 
able. In  the  meantime,  the  disease  has 
spread  to  involve  most  of  Switzerland  and 
parts  of  Germany,  but  has  not  been  reported 
from  England,  Scandinavia,  or  the  U.S.  ex- 
cept for  the  instances  noted  below. 

Although  there  has  been  no  indication  of 
the  development  of  a country- wide  epidemic 
in  the  U.S.,  sporadic  cases  of  influenza  have 
been  identified  in  several  areas  during  De- 
cember, 1948,  and  January,  1949.  At  least 
one  strain  of  influenza  A-prime  was  recovered 
from  Pittsburgh,  2 cases  of  influenza  B were 
diagnosed  in  Fort  Sill,  Oklahoma,  2 sporadic 
cases  of  influenza  B in  Fort  Ord,  California, 
and  at  least  2 strains  of  influenza  B virus 
isolated  from  a group  of  over  20  cases  at 
the  University  of  Washington  at  Seattle. 

Thus,  there  exists  considerable  confusion 
as  to  what  should  be  designated  the  epidemic 
strain.  Possibly  both  influenza  A and  B are 
destined  to  occur  in  pandemic  fashion  this 
year,  but  at  the  present  moment  one  cannot 
predict  what  the  course  of  events  will  be. 
Increased  knowledge  about  influenza  indi- 
cates that  the  disease  occurs  sporadically, 


and  localized  outbreaks  have  been  reported 
that  do  not  spread  to  involve  larger  areas. 
One  would  certainly  assume,  with  consider- 
able justification,  however,  that  the  wide- 
spread European  epidemic  will  spread  to 
these  shores,  and  one  wonders  why  this  has 
not  already  occurred. 

From  the  information  available,  the  influ- 
enza occurring  in  Europe  does  not  appear  to 
be  clinically  severe  despite  the  somewhat 
lurid  newspaper  accounts  comparing  it  to 
the  1918  pandemic.  If  the  European  epi- 
demic is  shown tobeduetoastrain  of  the  virus 
now  incorporated  in  commercial  vaccines, 
the  use  of  such  vaccines  for  selected  groups 
of  the  population  would  seem  to  be  in  order. 
In  view  of  the  mildness  of  the  disease,  one 
would  hesitate  to  recommend  that  universal 
mass  immunization  be  utilized.  Probably 
physicians  and  nurses  should  receive  pref- 
erence, followed  by  certain  industrial  groups 
or  people  debilitated  by  other  disease. 
Should  the  strain  of  virus  not  be  one  of  those 
now  included  in  commercial  vaccines,  an 
attempt  will  be  made  to  manufacture  strain- 
specific  vaccine.  However,  the  amount  that 
can  be  prepared  in  the  time  available  will 
certainly  be  limited.  On  the  other  hand, 
knowledge  gained  through  this  experience 
may  be  useful  in  the  future  when  and  if  a 
serious  influenza  catastrophe  develops.  It  is 
reassuring,  of  course,  to  know  that  we  now 
have  sulfonamides  and  antibiotics  which 
should  minimize  the  damage  done  by  pneu- 
monia superimposed  on  the  influenza,  a dis- 
astrous combination  in  1918. 

The  upstate  New  York  experience  with 
influenza  during  the  past  few  years  includes 
a large  influenza  A epidemic  occurring  dur- 
ing December,  1943,  and  January,  1944,  and 
an  extensive  influenza  B epidemic  during  the 
same  period  in  1945  and  1946.  In  March, 
1947,  a State-wide  epidemic  of  influenza  oc- 
curred due  to  the  A-prime  strain  of  virus. 
Finally,  influenza  A infection  was  demon- 
strated in  at  least  two  localized  outbreaks  in 
upstate  New  York  during  early  1948,  but 
did  not  occur  in  epidemic  fashion  as  far  as 
we  can  tell.  Attempts  are  being  made  at 
the  present  time  by  the  Division  of  Labora- 
tories and  Research  to  discover  the  disease  in 
New  York  State  through  collection  of  throat 
washings  and  blood  samples  from  suspected 
clinical  cases.  Thus  far,  this  has  not  revealed 
definite  cases  of  influenza. 


FACTS  ABOUT  NUTRITION 

Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Parenteral  Nutrition,  V — Clinical  States  of  Salt,  Water,  and  Protein  Privation 


In  a previous  issue,  a comparison  was 
made  of  the  symptoms  of  the  pure  types  of 
dehydration.1  Most  clinical  problems,  how- 
ever, involve  losses  of  both  water  and  elec- 
trolytes. In  addition,  the  physician  often 
encounters  in  dehydrated  patients,  anemia, 
hypoproteinemia,  and  other  indications  of 
malnutrition.  It  is  the  purpose  here  to  dis- 
cuss the  more  important  clinical  situations 
where  electrolyte,  water,  hypoproteinemia, 
and  changes  in  acid-base  balance  occur. 

Chronic  Water  Deficit 

Chronic  water  privation  is  not  uncommon 
and  results  from  an  inadequate  fluid  intake 
over  a prolonged  period.  Clinically  this  is 
encountered  in  debilitated  chronically  ill  pa- 
tients who  fluctuate  widely  in  their  fluid  and 
food  intakes.  These  patients  consume  less 
water  than  minimal  requirements  but  enough 
to  allow  the  kidney  to  hold  the  solute  con- 
centrate of  the  body  fluids  usually  found  in 
healthy  people.  While  reduced  water  intake 
gradually  decreases  plasma  volume,  the  kid- 
ney protects  the  concentration  of  the  extra- 
cellular fluids  by  excreting  salt  as  the  body 
content  of  water  falls.2  The  osmotic  pres- 
sure of  the  body  fluids  remains  normal,  un- 
less insufficient  water  is  taken  to  excrete 
electrolytes.  If  this  occurs,  the  picture  re- 
sembles one  of  acute  water  deficit  with  in- 
creasing solute  concentrations  and  a rising 
nitrogen  level  in  the  blood.  In  debilitated 
people,  eating  diminishes  as  water  deficit  in- 
creases, which  explains  in  part  the  hypopro- 
teinemia, anemia,  and  general  undernutri- 
tion usually  found  in  these  patients.  The 
surgical  risk  in  this  group  is  considerable  if 
adequate  preoperative  therapy  is  not  given.3 

Correction  of  chronic  water  dehydration 
may  require  whole  blood  parenterally  for 
anemia  and  protein  hyrolysates  for  hypopro- 
teinemia. Need  for  kind  and  amounts  of 


parenteral  replacement  is  usually  indicated 
by  the  physical  appearance  of  patients  and 
their  diet  history.  The  duration  and  sever- 
ity of  symptoms  and  signs  elicited  from  a 
history  and  physical  examination  will  give 
one  indication  of  the  magnitude  of  the 
changes  present.  Gradual  increase  in  the 
extracellular  fluid  compartments  will  occur 
if  an  excess  of  water  over  minimal  require- 
ments is  given  each  day.  For  the  usual 
adult  3 L.  or  1/2  L.  in  excess  of  minimal  re- 
quirements will  be  satisfactory.  One  must 
be  on  guard  not  to  give  these  patients  much 
salt  until  hypoproteinemia  and  anemia  are 
corrected.  Likewise  one  should  not  recom- 
mend them  for  elective  surgery. 

Burns 

In  patients  with  burns,  the  accumulation 
of  sodium  chloride,  protein,  and  water  in  the 
burned  area  results  in  the  lowering  of  plasma 
volume  and  hemoconcentration.4  Mainte- 
nance of  adequate  blood  volume  is  essential 
for  a high  recovery  rate.  In  mild  burns  this 
can  be  done  with  parenteral  plasma  or  whole 
blood.  Patients  with  severe  burns  require, 
in  addition  to  whole  blood  parenterally,  a 
saline  or  bicarbonate  solution  by  mouth.5 
Whole  blood  also  prevents  the  anemia  which 
is  commonly  observed  during  convalescence.6 
In  severe  burns  large  amounts  of  whole  blood 
(1  to  5 per  cent  of  body  weight  in  kilograms) 
and  two  thirds  isotonic  salt  solution  by 
mouth  (10  to  15  per  cent  of  body  weight  in 
kilograms)  may  be  required  to  restore  blood 
volume  from  shock  proportions.7  Care  must 
be  taken  to  prevent  symptoms  of  water  in- 
toxication by  observing  kidney  function. 
Burned  patients  show  increased  retention  of 
water  during  the  postshock  period  and  there- 
fore decreases  in  protein,  chloride,  and  so- 
dium concentrations  of  the  plasma  do  not 
represent  a deficiency  but  a dilution.6 
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Hemorrhage 

Acute  deficits  develop  rapidly  with  hemor- 
rhage. If  plasma  volume  drops  suddenly, 
shock  ensues.  It  has  been  shown  that  what 
was  formerly  thought  to  be  irreversible 
hemorrhage  shock  can  be  reversible  in  50  per 
cent  of  dogs  bled  to  this  state  if  the  accom- 
panying acidosis  is  treated  with  sodium  lac- 
tate or  sodium  bicarbonate  with  glucose  in 
addition  to  blood  replacement.8  Hemor- 
rhagic patients  react  poorly  to  saline  solu- 
tion because  of  acute  hypoproteinemia  of  the 
blood  and  the  frequent  inability  of  the  kid- 
ney to  excrete  sodium  when  plasma  volume 
is  low.  Whole  blood  is  the  answer,  and,  if 
surgery  is  required,  large  amounts  of  it  (2  to 
4 L.)  should  be  given  preoperatively.3 
Where  therapy  is  carefully  employed,  proce- 
dures such  as  gastrectomy  for  a bleeding 
ulcer  have  no  higher  mortality  than  in  non- 
bleeders.9 It  is  to  patients  with  hemorrhage 
and  substantial  blood  loss  at  operation  that 
blood  banks  make  their  greatest  life-saving 
contributions.  As  the  problem  of  supplying 
needed  blood  becomes  more  evident,  those 
responsible  for  the  supply  become  more  and 
more  impressed  with  the  futility  of  the  grow- 
ing practice  of  using  blood  for  routine  surgi- 
cal patients  whose  blood  loss  at  operation  is 
insignificant.  The  negative  nitrogen  balance 
always  observed  on  postoperative  patients  is 
an  unimportant  factor  in  patients  with  good 
preoperative  nutrition.  This  routine  nitro- 
gen loss  cannot  be  prevented  even  by  inten- 
sive therapy.  First  claim  on  blood  banks  is 
justified  for  patients  who  are  hemorrhaging, 
in  shock,  or  who  lose  considerable  blood  from 
surgical  procedures.  Protein  hydrolysates 
can  be  substituted  very  effectively  for 
chronic  hypoproteinemia  states  where  the 
urgency  of  protein  replacement  is  not  great. 

Intestinal  Fistulas 

In  patients  with  gastric  fistulas,  those  with 
chronic  vomiting  and  patients  in  whom  there 
is  gastric  intubation,  the  loss  of  chloride  ex- 
ceeds that  of  sodium.  Nevertheless,  the  loss 
is  serious  and  can  lead  to  severe  dehydration 
alkalosis.  Peters  warns  that  the  practice  of 
giving  patients  food  and  water  by  mouth 
who  have  intubation  tubes  with  suction  high 
in  the  intestinal  tract  may  lead  to  severe  de- 
pletion of  electrolytes.10  He  recommends 
nothing  by  mouth  and  parenteral  feeding  as 


long  as  intubation  tubes  are  present,  but 
adds  that  if  anything  is  given  these  patients 
by  mouth,  isotonic  salt  solution  will  cause 
the  least  loss  of  electrolytes.  Nondiabetic 
ketosis  frequently  occurs  in  young  children 
following  vomiting.  Replacement  of  electro- 
lytes and  water  in  a glucose  solution  will 
rapidly  correct  the  severe  clinical  state. 
As  a rule  isotonic  saline  will  restore  balance 
to  cases  of  alkalosis. 

Lower  intestinal  fistulas  cause  excessive 
loss  of  sodium  and  lead  patients  to  states  of 
dehydration  acidosis.  The  same  pattern 
can  follow  profuse  diarrhea,  where  relatively 
more  sodium  than  chloride  is  lost.  Here 
replacement  by  saline  must  be  made  cau- 
tiously. If  the  kidney  does  not  excrete 
chloride,  accentuation  of  the  acidosis  may 
cause  serious  aggravation  of  the  clinical 
state.  Sixth  molar  sodium  r lactate  is  a 
good  parenteral  solution  in  acidosis.11 
When  this  solution  is  injected,  one  half  of 
the  lactate  ions  is  converted  to  liver  gly- 
cogen, while  the  other  half  is  oxidized  to 
bicarbonate  directly.  Thus  both  the  anti- 
ketogenic effect  of  glycogen  and  the  neu- 
tralizing effect  of  bicarbonate  is  obtained. 
The  sodium  cations  are  released  to  neutralize 
accumulated  anions.  Careful  clinical  notes 
of  the  total  loss  through  fistulas  are  essential 
for  the  one  who  is  charged  with  replacement 
therapy.  The  hematocrit,  protein,  chloride, 
and  carbon  dioxide  concentration  may  give 
no  indication  of  the  impending  disaster.9 

Trauma  and  Shock 

War  experience  has  added  emphasis  to 
the  long  taught  axiom  that  shock  must  be 
prevented  if  possible.  Newer  understanding 
of  the  inability  of  the  nephron  to  withstand 
anoxia  from  decreased  renal  blood  flow, 
plus  the  evidence  of  a vasoconstrictor  sub- 
stance which  appears  to  decrease  renal  blood 
flow  as  plasma  volume  recovers,  has  given 
impetus  to  investigation  for  better  methods 
of  aiding  patients  out  of  shock.  Of  prime 
importance  is  every  effort  to  maintain 
urinary  flow.9  Most  civilian  patients  reach 
medical  aid  before  irreversible  shock  damage 
is  present.  Quick,  competent,  and  effective 
use  of  blood,  plasma,  and  hypotonic  fluids 
will  usually  restore  plasma  volume  and 
urinary  flow.  There  can  be  no  universal 
formula  for  the  use  of  these  fluids.  In 
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general,  however,  one  should  treat  the  acid- 
osis accompanying  shock  and  hemorrhage, 
but  should  use  care  not  to  overcorrect  to  a 
state  of  alkalosis.12  Whole  blood  because 
of  its  oxygen-carrying  capacity  is  enjoying 
more  favor  than  plasma.13 

Potassium  Shock  Syndrome 

Newer  knowledge  of  the  role  potassium 
plays  in  the  shock  accompanying  diabetic 
acidosis  has  helped  explain  why  some  pa- 
tients with  severe  diabetic  acidosis  die  sud- 
denly of  respiratory  paralysis  a few  hours 
after  temporary  improvement  has  occurred 
from  treatment.14  Potassium  ions  migrate 
from  cells  in  conditions  where  excessive 
excretion  of  sodium  chloride  and  water 
occurs.  It  is  believed  that  these  ions  also 
are  required  for  glycogenesis  in  the  liver.15 
Thus,  conditions  are  ideal  in  diabetic 
acidosis  for  the  loss  of  potassium  ions, 
first  from  the  cells,  and  later  from  body  fluids 
through  excretion  by  the  kidney.  When 
treatment  of  the  acidosis  is  started,  the  in- 
sulin injected  causes  potassium  ions  to  be 
drawn  from  plasma  into  liver  cells.  In 
addition,  further  decrease  in  the  potassium 
level  of  the  plasma  occurs  from  the  dilution 
effect  of  parenteral  glucose  fluids  and  from 
potassium  ions  passing  with  sugar  from  the 
blood  to  tissues,  following  insulin  action.6 


Respiratory  paralysis  and  sudden  death 
may  occur  if  replacement  therapy  is  not 
immediately  instituted  or  the  patient  placed 
in  a respirator.17  There  is  little  danger 
of  toxic  effects  from  replacement  excess  if 
solutions  are  used  which  have  the  same 
concentrations  of  potassium  as  extracellular 
fluid.  However,  if  kidney  function  is  poor, 
toxic  accumulations  can  occur  from  potas- 
sium administration  by  any  route.18 
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PRIMARY  CARCINOMA  OF  THE  LUNG 

CLINICAL  ASPECTS 

J.  N.  Hayes,  M.D.,  Saranac  Lake,  New  York 


PRIMARY  carcinoma  of  the  lung  is  not  only 
more  frequently  diagnosed  today,  but  also,  it  is 
generally  agreed  that  it  has  become  more  com- 
mon. Apparently  it  is  increasing  more  than  can- 
cer of  other  organs.1  It  makes  up  6 to  8 per  cent 
of  all  carcinoma,  and  in  the  male  is  next  to  cancer 
of  the  stomach  in  frequency.2  It  kills  15,000 
people  annually  in  the  United  States.  For- 
tunately, this  increased  incidence  has  been 
accompanied  by  the  training  of  more  bronchos- 
copists  and  thoracic  surgeons  and  by  advances 
in  respiratory  physiology  and  anesthesiology,  the 
advent  of  sulfonamides  and  antibiotics,  a.greater 
use  of  transfusions,  and  improved  understanding 
of  proper  postoperative  care  of  patients  with 
thoracic  disease.  It  is  now  fifteen  years  since  the 
first  successful  pneumonectomy  by  Graham.  We 
still  lack  a general  education  of  the  public  con- 
cerning the  early  symptoms  of  cancer,  and  some 
of  the  medical  profession  is  not  aware  of  the 
protean  picture  of  the  onset  of  this  disease. 
Recognition  of  this  disease  in  its  earliest  stages  or, 
better,  before  symptoms  are  produced  offers  the 
only  hope  for  improving  results  in  the  only  cura- 
tive treatment  we  have  at  present,  surgical 
resection. 

Pathology 

The  tumor  has  its  origin  from  bronchial  cells, 
usually  where  the  stem  branches  or  secondary 
bronchi  divide.  The  principal  type,  about  50 
per  cent,  is  the  squamous  cell  or  epidermoid  can- 
cer, less  frequently  the  adenocarcinoma  and  the 
small  or  oat  cell  variety,  and,  less  commonly, 
undifferentiated  anaplastic  types.  Pathologists 
do  not  agree  on  the  question  of  whether  there  is  a 
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true  alveolar  cell  carcinoma.  Ineda  reports  that 
various  authors  found  8 of  206  primary  cancers 
were  of  this  type.3  The  cell  types  are  related  to 
the  degree  of  malignancy,  symptoms  of  onset, 
ease  of  diagnosis,  manner  and  frequency  of 
metastasis,  duration  of  life,  and  amenability  to 
surgical  resection.  It  is  important,  therefore,  to 
determine  the  type  of  cancer. 

Patients  with  this  disease  are  usually  in  the 
forty  to  sixty-five  year  group.  It  is  well  to 
remember,  however,  that  it  is  found  in  earlier 
decades,  even  in  infancy.  Men  have  the  disease 
four  to  five  times  more  frequently  than  women. 
Negroes  appear  to  be  less  susceptible  than  the 
white  race.  The  right  lung  is  the  primary  site 
more  often  than  the  left  (about  60  per  cent).4’5 

Predisposing  Causes. — These  are  unknown, 
although  excessive  smoking  of  tobacco  and,  in 
certain  industries,  radioactive  emanations  have 
been  blamed.  The  increased  incidence  has  been 
parallel  in  the  last  four  decades  to  industrial 
development  with  its  noxious  chemicals  and 
gases.6  In  the  outpatient  department  of  the 
University  of  Chicago  Clinics,  where  all  patients 
have  fluoroscopic  examination  of  the  chest,  in  a 
special  search  for  pulmonary  tuberculosis  91 
(0.6  per  cent)  of  15,000  patients  had  intrathoracic 
tumors.  Of  these  25  had  primary  carcinoma  of 
the  lung.7 

Site. — The  most  common  site  of  origin  is  in 
or  near  the  hilum,  in  some  series  as  frequently  as 
90  per  cent.8  Roughly,  about  70  per  cent  begin 
here,  20  per  cent  in  mid  lung,  and  10  per  cent  in 
the  periphery  of  the  organ.  Therefore,  about  60 
to  75  per  cent  are  amenable  to  diagnosis  by  means 
of  the  bronchoscope,  which  cannot  be  expected  to 
reveal  a mass  far  out  in  the  bronchi.  In  addition, 
the  site  of  origin  is  related  to  the  occurrence  of 
early  symptoms  because  obstruction  of  larger 
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bronchi  produces  earlier  symptoms  and  more 
significant  roentgenologic  signs  than  does  ob- 
struction more  peripherally.  Also  the  type  of 
early  symptoms  is  related  to  the  site:  peripher- 
ally pleural  pain  occurs  early;  early  symptoms 
from  partial  or  complete  obstruction  of  a bronchus 
occur  more  frequently  with  a hilar  focus. 

Type  . — Of  great  importance  in  early  recog- 
nition is  the  type  of  tumor,  because  this  is  re- 
lated to  the  speed,  frequency,  and  manner  of  ex- 
tension locally  and  by  metastasis.  The  tumor 
grows  along  the  bronchial  wall  or  through  it  into 
the  lumen  and  by  lymphatics  to  the  regional 
lymph  nodes  or  along  septal  lymphatics  to  the 
pleura,  or  by  contiguity  into  vessels,  through  the 
pericardium  into  heart  or  into  esophagus,  or 
peripherially  through  the  pleura  into  bones, 
diaphragm,  liver,  and  nerves.  When  it  begins 
in  the  mucous  glands  of  a bronchus,  Ewing  finds 
it  chiefly  limited  to  the  bronchial  wall,  leading  to 
compression  of  the  bronchus  with  atelectasis 
and  contracted  lung.  Direct  extension  is  greater 
than  in  cancer  of  other  organs  due  to  the  rich 
lymphatic  system  of  this  organ.4  Coughing 
spreads  cancer  cells  within  the  lumina  of  bronchi. 

Hematogenous  Metastasis. — This  is  usual, 
and  it  sometimes  occurs  so  early  that  the  first 
clinical  evidence  is  the  discovery  of  a remote 
metastatic  focus.  In  the  average  case,  which  is 
the  same  as  saying  the  case  which  is  discovered 
late,  the  incidence  of  metastasis  is  high,  and, 
therefore,  most  of  these  tumors  are  inoperable. 
In  Overholt’s  series,  14  per  cent  had  no  extra- 
pulmonary  extension  when  operated  on;  Churc- 
hill found  operation  feasible  in  33.6  per  cent  and 
resection  possible  in  17.4  per  cent.9  Rienhoff 
was  able  to  resect  the  lung  in  39  per  cent.10 
Metastases  from  cancer  of  other  organs  encounter 
the  filtering  barrier  of  the  lung;  this1  is  not  so 
with  bronchogenic  cancer.  Fried  found  pul- 
monary vessels  involved  in  all  of  his  autopsy 
cases.  Moise  found  no  metastases  in  10  per  cent 
of  his  postmortem  series.  The  most  frequently 
involved  organs  are  the  liver,  kidney,  bone,  brain, 
and  adrenal.  It  has  been  said  frequently  that 
when  tumor  of  brain  has  been  suspected  or  diag- 
nosed, cancer  of  the  lung  as  the  primary  site 
must  be  eliminated. 

Regional  Lymph  Nodes. — Bronchial,  para- 
tracheal,  and  mediastinal  nodes  are  involved  in 
75  to  90  per  cent  of  all  autopsy  series.  Cervical 
nodes  are  found  to  contain  cancer  in  about  10 
per  cent.  It  is  important  to  examine  the  axillary 
nodes  because  some  lymphatics  from  the  thorax 
drain  directly  into  them  without  going  through 
the  cervical  nodes.  Some  superficial  nodes  may 
be  involved  in  5 to  20  per  cent  of  cases.  Met- 
astasis by  lymphatics  may  also  travel  through  the 
diaphragm  to  retroperitoneal  nodes. 


The  type  of  carcinoma  varies  in  different  re- 
ported series.  The  squamous  cell  carcinoma  is 
less  likely  to  metastasize  by  blood  stream,  more 
frequently,  by  lymphatics,  and  is  slower  growing 
than  the  others.2  It  extends  into  the  lung  more 
than  the  small  cell  type,  is  less  likely  to  involve 
the  tracheobronchial  nodes,  and  is  more  likely 
to  begin  distal  to  a main  bronchial  stem.  The 
small  cell  type  more  frequently  begins  in  a main 
stem  bronchus  and  always  invades  the  medias- 
tinum.11 The  adenocarcinoma  and  oat  cell  type 
metastasize  frequently  by  the  blood  stream.  The 
oat  cell  cancer  is  apt  to  invade  the  mediastinum 
and  lung  in  a diffuse  infiltration.9  Koletsky 
found  extrathoracic  metastases  of  the  squamous 
cell  type  in  35  per  cent,  of  the  small  cell  type  in 
89  per  cent,  of  adenocarcinoma  in  86  per  cent. 

The  “alveolar  cell  carcinoma,”  which  many 
believe  has  its  origin  from  bronchiolar  basal  cells, 
may  be  of  two  types : multiple  nodular  or  miliary, 
and  diffuse  or  pneumonic.  Metastasis  to  regional 
lymph  nodes  and  generalized  metastasis  are  less 
usual  than  in  the  commoner  types.3 

Necrosis. — In  further  relationship  to  the 
type  of  cell,  necrosis  is  more  common  in  the 
squamous  cell  carcinoma.  It  is  very  important, 
therefore,  to  determine  the  etiology  of  chronic 
pulmonary  abscess.  If  it  is  cancerous  and  of 
the  squamous  cell  type,  the  regional  lymph  nodes 
are  not  so  likely  to  be  involved,  distant  metastasis 
is  less  likely  than  in  the  other  types,  and  success- 
ful resection  is  more  likely.  Abscess  is  found  in 
8 to  26  per  cent  of  cases.12  Other  pathologic 
sequelae  include  bronchial  stenosis  and  distal 
bronchiectasis,  pneumonia,  gangrene,  and  pleural 
effusion  which  may  be  serous  (14  per  cent), 
hemorrhagic  (13  per  cent),  or  purulent  (12  per 
cent).5 

Symptoms 

No  symptoms  are  noticed,  in  the  beginning  in  a 
small  percentage  the  metastasis  attracting  the 
first  attention.  When  discovered  in  an  early 
stage  by  routine  x-ray  examination,  no  symptoms 
are  elicited  at  all.  Symptoms  with  a hilar  loca- 
tion may  be  produced  only  after  a large  bronchus 
is  moderately  obstructed. 

Cough. — The  earliest  symptom  is  persistent 
cough  or  a definite  change  in  characteristic  of  the 
chronic  cough.  It  is  usually  dry  at  first,  later 
accompanied  by  sputum  which  early  is  mucoid, 
sometimes  blood-tinged,  or  even  accompanied  by 
frank  hemoptysis.  The  cough  may  be  harassing, 
nocturnal,  and  emetic  when  a papillomatous 
tumor  lies  in  a bronchus.  Discomfort  in  the 
chest,  a sense  of  heaviness,  or  actual  pain,  usually 
over  the  site  of  the  tumor,  is  noticed  early.  It  is 
not  affected  by  breathing.  When  pleurisy  super- 
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venes  or  when  nerves  are  involved,  the  pain  be- 
comes excruciating. 

Dyspnea. — This  is  sometimes  complained  of 
early;  resting  does  not  relieve  it.  Shortness  of 
breath  is  a more  common  early  symptom  than  in 
pulmonary  tuberculosis.  Occurring  suddenly, 
it  may  be  an  evidence  of  pleural  effusion  or  of 
atelectasis.  Compression  of  pulmonary  arteries 
and  veins  by  the  perivascular  infiltration  is  one 
cause  of  the  shortness  of  breath.  In  the  Mayo 
Clinic  cases,  dyspnea  was  noticed  as  often  (42 
per  cent)  in  the  operable  as  in  the  nonresectible 
cases.13  In  diffuse  tumor  dyspnea,  cyanosis, 
and  prostration  are  marked.  These  patients 
report  loss  of  weight  and  strength. 

Wheezing. — Unilateral  and  usually  localized 
over  one  hilum,  wheezing  is  an  early  symptom. 
At  the  age  of  forty  or  sixty  years,  especially  in 
a man,  with  sputum  consistently  negative  for 
tubercle  bacilli,  any  of  these  symptoms  demands  a 
thorough  examination.  Since  pulmonary  tuber- 
culosis and  primary  carcinoma  of  the  lung  some- 
times resemble  each  other  and  are  even  found  in 
the  same  patient,  it  is  worth  remarking  that  some 
physicians  are  content  with  too  few  examinations 
of  sputum  and  after  several  negative  concen- 
trated examinations  do  not  use  the  cultural 
method  frequently  enough  to  eliminate  tuber- 
culosis. 

The  earliest  symptoms  are  related  to  the  site 
of  the  tumor,  whether  it  grows  into  the  lumen  of 
the  bronchus,  whether  it  invades  the  mediastinum 
early  or  progresses  into  the  parenchyma  of  the 
lung,  to  the  invasion  of  the  pleura,  to  the  pres- 
sure on  mediastinal  structures,  to  its  speed  of 
metastasis  and  the  site  of  the  seeded  cells,  and  to 
the  secondary  changes  in  the  lung  as  result  of 
infection.  If  the  tumor  is  located  peripherally, 
it  is  silent  for  many  months  and  later  is  likely 
to  cause  pleural  symptoms,  pain,  and  dyspnea. 
This  type,  usually  a squamous  cell  carcinoma,  is 
generally  circumscribed,  not  near  the  hilum  and, 
therefore,  not  visible  through  the  bronchoscope. 
If  it  is  located  peripherally  and  at  the  superior 
sulcus,  it  presses  upon  the  sympathetic  nerves 
(Horner’s  syndrome)  and  through  involvement 
of  the  first  dorsal  root  causes  brachial  plexus  pain 
and  partial  paralysis  of  the  ulnar  and  median 
nerves.  It  has  a great  tendency  also  to  invade 
ribs  and  the  thoracic  wall.14  When  growing  into 
the  lumen  of  the  bronchus,  the  tumor  produces 
an  harassing  cough,  the  dyspnea  of  atelectasis, 
and  wheezing.  When  the  bronchus  is  completely 

(obstructed,  the  wheeze  disappears.  By  blocking 
the  airway  it  leads  to  atelectasis,  distal  infection, 
and  bronchiectasis  with  resulting  fever,  purulent 
sputum,  ulceration  with  bloody  sputum,  and  all 
the  signs  and  general  symptoms  of  pulmonary 
abscess  with  its  toxic  syndrome.  If  the  bronchus 


becomes  unblocked,  definite  symptomatic  relief 
follows,  but  the  chills  and  fever  often  recur.  Can- 
cerous abscess  differs  from  the  acute  form  in  that 
there  is  usually  no  sputum  with  the  cough  for 
several  months,  and  the  expectoration  is  less, 
seldom  exceeding  an  ounce.  When  the  cancer 
invades  the  mediastinum  early,  the  patient  soon 
feels  discomfort  in  the  chest,  evidence  of  pressure 
on  the  air  passages,  and  later  obstruction  of 
venous  return  from  the  head,  hoarseness  from 
pressure  on  the  recurrent  left  laryngeal  nerve,  or 
paralysis  of  the  diaphragm  from  involvement  of 
the  phrenic  nerve.  When  the  tumor  cells  spread 
along  lymphatics  into  the  lung  early,  signs  of 
infection  are  found  and  later  the  pleural  symp- 
toms. The  squamous  cell  carcinoma  usually 
does  not  metastasize  as  early  as  does  the  adeno- 
carcinoma or  the  small  or  oat  cell  variety,  but  in 
any  of  them  the  first  evidence  may  be  enlarged 
nodes  in  the  supraclavicular  fossa  or  axilla  or  on 
the  chest  wall,  or  the  signs  of  brain  tumor  may 
attract  attention,  and  properly  so,  to  the  pres- 
ence of  primary  lung  cancer. 

X-Ray 

Usually  a very  early  carcinoma  can  be  dis- 
covered only  when  making  routine  or  survey 
roentgenograms  of  the  chest.  In  Bloch’s  early 
cases  the  shadow  could  not  at  first  be  differen- 
tiated from  any  small  inflammatory  infiltrate.7 
When  such  a small  lesion  excavates,  it  resembles 
very  closely  pulmonary  tuberculosis. 

The  first  definite  clue  to  the  diagnosis  is  fre- 
quently gained  from  a chest  roentgenogram 
which  reveals  a mass,  usually  near  the  hilum, 
occasionally  more  peripheral  and  circumscribed, 
often  accompanied  by  the  shadow  of  atelectasis. 
The  latter  is  like  ground  glass  in  diffuseness,  in 
size  segmental  or  lobar  or  including  the  whole 
lung.  The  mediastinum  and  its  contents  are 
often  enlarged  and  are  drawn  toward  the  involved 
side,  the  diaphragm  pulled  upward.  Pulmonitis, 
bronchiectasis,  and  abscess  formation  are  com- 
mon sequelae.  Pleural  effusion  is  common. 
Lateral  films  help  to  locate  the  tumor  unless  it  is 
hidden  by  the  atelectasis  or  pleural  effusion.  If 
the  bronchial  obstruction  is  not  complete,  ex- 
piratory and  inspiratory  films  or  observation  of 
the  respiratory  cycle  under  the  fluoroscope  may 
reveal  obstructive  emphysema,  with  the  medias- 
tinum pushed  to  the  side  opposite  to  the  tumor 
during  expiration  and  with  failure  of  the  lung  to 
empty  well.  Also  the  elevated  and  motionless 
diaphragm  of  phrenic  paralysis  or  the  erosion  of 
ribs  in  the  superior  sulcus  tumor  of  Pancoast  may 
be  seen.  Occasionally,  when  atelectasis  or  pleural 
fluid  hides  the  tumor  mass,  a diagnostic  pneumo- 
thorax may  help  to  reveal  it  in  the  x-ray  film. 
Occasionally,  planigraphic  films  may  show  the 
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bronchial  obstruction.  The  use  of  bronchog- 
raphy with  lipiodol  should  be  carefully  con- 
sidered,' because  surgeons  sometimes  find  that  a 
resection  may  have  to  be  postponed  for  some 
weeks  because  of  a resulting  pulmonitis.  If  his- 
tory and  x-ray  are  suggestive  and  no  biopsy  is 
obtainable,  bronchography  and  planigraphy  may 
be  helpful. 

With  the  characteristic  symptoms  and  roent- 
genologic signs  the  patient  should  be  referred 
to  a bronchoscopist  for  a definite  diagnosis,  or 
if  the  tumor  is  peripheral  and  beyond  the  ken 
of  the  bronchoscopist,  a surgeon  should  be 
consulted  to  consider  the  advisability  of  ex- 
ploratory thoracotomy. 

Other  means  may  sometimes  be  employed  to 
arrive  at  a diagnosis.  If  there  is  pleural  ef- 
fusion, tumor  cells  may  be  searched  for  in  the 
aspirated  fluid.  The  fluid  is  frequently  blood 
tinged.  Search  for  tumor  cells  in  the  sputum 
has  not  become  popular  in  this  country  because 
of  technical  difficulties,  but  in  the  hands  of  the 
group  at  St.  George’s  Hospital  in  London  it 
has  been  useful  in  arriving  at  a diagnosis  in  68 
per  cent  of  proved  cases.15-16  Clerf  and  Herbert 
report  that  examination  of  bronchial  secretions 
obtained  through  the  bronchoscope  is  more 
reliable.17  By  this  method  they  found  cancer 
cells  in  22  of  30  cases  when  the  biopsy  specimen 
was  positive  in  only  11.  They  hope  that  periph- 
eral tumors  inaccessible  to  bronchoscopy  may 
be  diagnosed  earlier  by  this  means.  Some  other 
clinics  have  not  found  this  procedure  valuable. 
Finally,  in  some  cases  with  early  metastasis  to 
peripheral  lymph  nodes,  removal  and  biopsy 
of  the  node  may  lead  to  a diagnosis.  It  is  usually 
a small  cell  cancer,  whereas  positive  biopsies 
from  bronchial  tumors  are  usually  squamous  cell 
or  adenocarcinoma. 

Aspiration  by  needle  is  generally  condemned 
because  of  the  danger  of  implanting  into  the 
chest  wall  tumor  cells  or  bacteria  and  because  of 
unreliable  results. 

Physical  Signs 

As  with  symptoms,  these  depend  on  the  site 
and  size  of  tumor,  the  degree  of  bronchial  ob- 
struction and  secondary  infection,  and  the 
presence  or  absence  of  pleurisy  and  enlarged 
superficial  lymph  nodes.  The  latter  is  found 
in  about  15  per  cent  of  cases. 

In  early  tumor  there  may  be  no  abnormal  signs 
elicited  over  the  chest  for  several  months  after 
the  onset  of  symptoms.  When  the  mass  is 
large  enough,  dullness  to  flatness  may  be  elicited 
over  the  tumor.  Resistance  to  the  pleximeter 
finger  has  been  noted.  The  breath  sounds  are 
more  likely  to  be  diminished  and  rales  less  prom- 
inent than  in  an  equivalent  lesion  due  to 


tuberculosis.  One  may  detect  the  retracted 
trachea  and  decreased  or  lagging  thoracic  motion 
and  narrowed  intercostal  spaces  of  atelectasis, 
the  flatness  and  sometimes  harsher  breath 
sounds,  although  somewhat  distant  from  the 
ear,  of  pleural  effusion,  and  the  rales  of  pulmonitis, 
bronchiectasis,  and  abscess.  One  should  examine 
for  the  localized  wheezing  of  bronchial  stenosis, 
especially  during  expiration,  best  heard,  if  it  is 
not  constant,  by  placing  the  patient  on  the 
affected  side  and  having  him  expire  deeply. 
Signs  of  pressure  include  acrocyanosis  and 
clubbed  fingers,  prominent  veins  on  the  chest 
and  arm,  cyanosis  and  edema  of  the  face  and 
neck,  Horner’s  syndrome  (decreased  palpebral 
fissure,  contracted  pupil,  enophthalmos,  and 
alterations  of  the  sweating  and  blushing  of  the 
affected  side).  In  his  syndrome  Pancoast 
mentions  atrophy  of  the  shoulder  girdle  and  of 
the  side  of  the  face  and  coldness  or  swelling  and 
weakness  of  the  arm. 

Duration 

In  Adler’s  series  the  duration  of  life  was  from 
ten  days  to  four  years.  Parnell  found  the  dura- 
tion from  onset  of  symptoms  to  the  time  of  diag- 
nosis was  twelve  months  in  the  squamous  cell  type 
and  six  months  in  the  oat  and  columnar  cell 
types.18  In  Tinney’s  series  the  duration  from 
onset  to  death  was  fourteen  and  a half  months, 
from  diagnosis  to  death  six  months.19  Relating 
the  duration  of  life  after  the  onset  of  symptoms 
to  the  site  of  tumor,  Ochsner  and  DeBakey  found 
it  to  be  thirty-three  and  nine-tenths  months 
in  the  hilar  tumor  and  thirteen  and  seven-tenths 
months  in  the  peripheral  tumor. 

The  immediate  cause  of  death  may  be  due  to 
rupture  into  large  veins,  asphyxia  and  pulmonary 
edema,  cachexia,  and  toxic  infection,  or  to  the 
effect  of  metastatic  cancer. 

Differential  Diagnosis 

Adenoma  of  the  bronchus  may  cause  the  same 
obstructive  symptoms  and  signs  as  does  carcin- 
oma. Hemoptysis  is  common.  This  disease  is 
more  common  in  women,  age  thirteen  to  forty -four 
years.  The  course  is  very  prolonged.  Occurring 
usually  in  a primary  bronchus,  atelectasis  and 
bronchiectasis  are  frequent  sequelae.  Adenoma 
of  the  bronchus  is  frequently  associated  with  con- 
genital cystic  disease  and  with  abnormalities  of 
lobation  and  bronchi.22-21 

The  following  conditions  should  also  be  con- 
sidered when  the  differential  diagnosis  is  being 
made: 

Hamartoma  is  a round  mass  containing  calcium, 
surrounded  by  normal  lung  tissue,  usually  in  the 
periphery  of  a lobe.20>21 

In  pulmonary  tuberculosis  the  bacilli  can  usually 


April  15,  1949] 


PRIMARY  CARCINOMA  OF  THE  LUNG 


899 


be  found  in  the  sputum,  although  the  search  may 
be  repeated  and  prolonged.  This  disease  usually 
involves  both  lungs;  the  presence  of  multiple 
cavities  also  favors  tuberculosis. 

Tuberculoma,  circumscribed  and  frequently  with- 
out sputum,  may  be  difficult  to  diagnose.  The 
presence  of  calcium  in  the  tumor  is  against  carcin- 
oma. Pulmonary  tuberculosis  is  not  infrequently 
complicated  by  atelectasis  and  bronchiectasis.  It 
must  be  remembered  that  cancer  and  tuberculosis 
occur  in  the  same  lung  and  that  acid-fast  bacilli 
found  in  the  sputum  from  a chronic  abscess  are  not 
always  tubercle  bacilli. 

When  the  roentgenogram  reveals  a hilar  tumor 
with  mediastinal  mass  resembling  lymphoblastoma, 
if  no  biopsy  is  obtainable,  Scatchard  advised  trying 
irradiation  for  seven  to  ten  days.  If  no  recession 
of  the  mass  results,  it  is  probably  cancer.22 

In  pyogenic  abscess  the  sputum  is  likely  to  be 
foul  at  times  and  is  nearly  always  greater  in  volume 
than  in  cancerous  abscess.  Sometimes  the  diag- 
nosis can  be  made  only  by  exploratory  thoracotomy. 

Other  conditions  which  may  be  confused  with 
pulmonary  carcinoma  are  bronchiectasis,  pleural 
effusion,  aortic  aneurysm,  and  chronic  pneumonia. 
Pneumonia,  unresolved  or  relapsing,  in  a man  over 
forty  years  of  age  is  very  suspicious  of  cancer. 
Chronic  abscess,  beginning  without  a previous 
operation  or  after  an  indefinite  respiratory  infection, 
is  always  to  be  suspected  of  cancer. 

Dermoid  tumor  is  usually  in  the  anterior  medi- 
astinum, neurofibroma  posterior  in  the  vertebral 
gutter. 

Summary 

The  symptoms  and  signs  of  bronchogenic 
carcinoma  are  absent  in  its  early  stages  and  later 
are  dependent  upon  the  site  and  size  of  the  tumor 
and  its  cell  type.  Cough,  expectoration,  hemop- 


tysis, dyspnea,  pain  in  the  chest,  and  localized 
wheezing  are  the  principal  symptoms.  The 
pathologic  sequelae  of  atelectasis,  pleurisy, 
bronchiectasis,  abscess,  and  pulmonitis  affect 
the  roentgenologic  and  clinical  picture.  The 
carcinoma  may  be  diagnosed  by  biopsy  of  a 
lymph  node  or  by  finding  characteristic  cells 
in  the  sputum  or  pleural  fluid.  The  final  di- 
agnosis usually  is  made  by  the  bronchoscopist 
or  surgeon.  To  discover  it  early  the  clinician 
must  have  the  disease  constantly  in  mind. 
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THE  PATHOLOGY  OF  CARCINOMA  OF  THE  BRONCHUS 
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SINCE  the  early  part  of  this  century,  there  has 
probably  been  no  other  pathologic  condition 
which  has  received  as  much  attention  in  the 
medical  literature  than  has  carcinoma  of  the 
bronchus.  This  is  interesting  in  view  of  the  fact 
that,  in  1896,  Passler  could  collect  only  70  cases 
of  undoubted  carcinoma  of  the  lung,  and  Adler 
in  1912  found  374  authentic  cases,  and  Weller 
in  1913  in  a rigid  critical  review  could  find  only 
89  cases  which  met  his  standards,  to  which  he 
added  one  of  his  own.1-3 

Incidence 

A survey  of  different  reports  from  all  parts  of 
the  world  indicates  that  carcinoma  of  the 
bronchus  is  found  in  about  one  per  cent  of  all 
autopsies  and  in  about  eight  per  cent  of  all  deaths 
from  carcinoma.  Some  authors  believe  it  second 
in  frequency  only  to  carcinoma  of  the  stomach.4-7 

The  increase  in  reported  cases  poses  the  ques- 
tion of  whether  the  increased  incidence  is  real  or 
apparent.  Much  of  the  literature  on  carcinoma 
of  the  bronchus  has  been  devoted  to  this  ques- 
tion. Many  authors  believe  the  increase  to  be 
real.8-20 

The  proponents  of  the  view  that  the  increase 
is  real  point  to  the  steady  increase  in  the  inci- 
dence of  reported  cases  (Fuchs  0.065  per  cent  in 
1885,  Wolf  0.223  per  cent  in  1894,  Briese  0.46  per 
cent  in  1916,  Barron  0.9  per  cent  in  1922). 21-24 
Other  adherents  to  this  belief  report  a steadily 
increasing  incidence  of  bronchial  malignancies 
in  the  same  institute.  Thus  Berblinger  reports 
an  increase  of  2.2  per  cent  from  1910  to  1914  and 
8.3  per  cent  from  1920  to  1924,  while  Seyfarth 
found  a threefold  increase  (5.01  per  cent  from 
1900  to  1906  and  15.5  per  cent  in  six  months  of 
1924). 25  26 

A potent  argument  in  favor  of  the  conclusion 
that  the  increase  is  real  is  to  be  found  in  reports 
of  increased  incidence  in  the  same  institution 
under  the  same  direction  such  as  reported  by 
Rosahn,  Simpson,  Duguid,  and  Weller.17 18  27  28 
There  are  other  authors  who  believe  the  in- 
crease to  be  more  apparent  than  real.29-34 
Jaffe,  who  believes  that  the  increase  is  more  ap- 
parent than  real,  in  two  separate  reports  from 
different  parts  of  the  world  done  in  an  interval  of 
twenty  years,  found  an  almost  similar  incidence 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session 
on  Chest  Diseases,  May  20,  1948. 


on  each  occasion.35  We  must  agree  with  Klotz 
that  much  of  the  increase  in  bronchial  carcinoma 
is  apparent.36  How  much  is  real  will  probably 
never  be  known. 

The  question  arises  as  to  what  may  account 
for  the  great  increase  in  the  incidence.  There  are 
a number  of  factors  of  which  the  increased  span  of 
life  is  prominent.  Morbidity  and  mortality 
statistics  disclose  a steady  increase  in  longevity. 
Since  carcinoma  of  the  bronchus  occurs  with 
mounting  frequency  toward  the  sixth  decade,  it 
follows  that  a greater  number  of  potential  victims 
are  available  to  fall  heir  to  the  disease.  More 
thorough  examination  of  the  lungs  is  another 
factor  in  the  increased  incidence.  Complete 
microscopic  studies  are  now  an  integral  part  of 
the  autopsy.  Heretofore  many  of  the  unreported 
cases  either  lacked  histologic  studies  or  were 
wrongly  interpreted.  In  the  former  group  some 
were  reported  either  as  chronic  pulmonary  tuber- 
culosis or  as  lung  abscess.  In  the  latter  group 
are  many  cases  of  undifferentiated  cell  carcino- 
mas which  were  formerly  considered  to  be  sar- 
comata. Under  the  influence  of  Virchow  it  was 
felt  that  tissue  subject  to  metastatic  growth 
rarely  produced  primary  growth,  and  the  lungs 
were  cited  as  an  example. 

Material 

Our  study  is  based  on  50  autopsies,  most  of 
which  died  in  an  institution  devoted  to  the  treat- 
ment of  tuberculosis,  having  been  admitted  to 
the  hospital  with  the  mistaken  diagnosis  of 
chronic  pulmonary  tuberculosis.  Some  of  these 
patients  were  admitted  to  the  hospital  because 
of  a sputum  positive  for  tubercle  bacilli,  but  most 
were  admitted  because  of  the  presence  of  one  or 
more  cavities  in  the  lung.  These  subsequently 
proved  to  be  abscess  or  carcinoma  cavities. 
This  common  error  has  been  stressed  by  Hruby 
and  Sweany.32 

Sex. — Ninety-two  and  five-tenths  per  cent 
of  the  series  were  men  and  7.5  per  cent  women. 
In  most  reports  the  ratio  of  men  to  women  is 
given  as  3:1.  There  are  a number  of  other 
authors  whose  proportion  more  nearly  approaches 
our  own.4- 35- 37-39 

Many  reasons  have  been  given  for  the  great 
discrepancy  in  sex  incidence.  Among  these  have 
been  cigarette  smoking  and  exposure  to  fumes 
and  dusts.  All  of  these  are  subject  to  criticism, 
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and  there  is  general  agreement  today  that  no  ap- 
parent reason  for  the  difference  is  known. 

Race. — Eighty-five  per  cent  of  this  group 
were  white,  while  15  per  cent  were  Negroes.  A 
similar  distribution  in  both  races  was  reported 
by  Arkin  and  Wagner.40  Jaffe  finds  the  low 
incidence  in  Negroes  explained  by  the  shorter 
life  span  in  that  race.35  We  question  the  ex- 
planation of  the  low  incidence  in  Negroes  as  a 
result  of  the  shorter  life  span  in  that  race.  We 
also  question  the  attachment  of  too  much 
significance  to  the  low  incidence  of  Negroes  in 
some  series,  since  Karsner  and  Saphir  found 
carcinoma  of  the  bronchus  in  six  Negroes  of  25 
cases.41 

Age. — The  youngest  individual  in  this  group 
was  twenty-five  years  of  age  and  the  oldest 
seventy-six  years  of  age.  The  greatest  number 
of  cases  occurred  in  the  sixth  and  seventh  decades 
of  life,  an  observation  universally  reported  in  the 
literature  (Table  1).  It  is  interesting  to  note 
that  two  of  the  cases  in  the  third  decade  of  fife 
were  women. 

Duration. — The  total  duration  of  the  disease 
from  the  onset  of  symptoms  as  recorded  varied 
from  one  to  twenty-three  months.  The  vast 
majority  of  cases  were  of  less  than  twelve  months 
duration. 

Location. — In  the  47  cases  where  a primary 
site  could  be  determined,  the  right  lung  was  in- 
volved on  25  occasions  and  the  left  lung  in  22 
instances.  The  right  main  bronchus  was  af- 
fected nine  times  and  the  left  main  bronchus  in 
seven  instances.  The  individual  lobes  were  in- 
volved in  the  following  manner:  right  upper  lobe, 
ten  times;  right  lower  lobe,  six  times;  left  upper 
lobe,  13  times;  left  lower  lobe,  two  times. 

The  slightly  greater  frequency  on  the  right  and 
the  much  greater  frequency  in  the  upper  lobes 
accords  with  most  of  the  reports  in  the  literature. 
There  are,  however,  some  reports  of  a greater 
frequency  in  the  left  lung.71024- 42-44  The 

presence  of  only  eight  cases  in  the  lower  lobes  is 
in  accord  with  most  reports  in  the  literature,  the 
notable  exception  being  Kikuth  who  found  an 
almost  even  distribution  in  all  lobes.45 

Pathologic  Anatomy 

Classifications  based  on  the  gross  appearance  of 
carcinoma  of  the  bronchus  have  been  extremely 
varied.  Various  authors  have  grouped  the 


TABLE  1. — Age  Incidence  in  50  Autopsies  on  Carcinoma 
or  the  Lung 


Age 

Number  of 

(Years) 

Cases 

20-29 

2 

30-39 

2 

40-49 

5 

50-59 

20 

60-69 

19 

70-79 

2 

tumors  in  from  two  to  five  types.  It  has  been  our 
impression  that  carcinoma  of  the  bronchus  could 
be  divided  into  three  main  groups:  (1)  the  hilar 
type  arising  from  the  right  or  left  main  bronchus, 

(2)  the  pulmonary  type  arising  in  a branch  of 
the  bronchus  within  the  lung  parenchyma,  and 

(3)  the  peripheral  type  in  which  no  bronchial 
origin  could  be  found  on  gross  examination. 
We  believe  that  this  classification  is  justified  in 
that  all  but  four  of  our  cases  could  be  placed  in 
the  three  groups  and  the  anatomic  findings  of  the 
individual  cases  were  similar  in  each  of  the  groups. 

In  the  first  two  groups,  inflammatory  changes 
in  the  lung  parenchyma  beyond  the  obstruction 
dominate  the  clinical  picture  early  in  the  course 
of  the  disease. 

Hilar  Type. — There  were  16  cases  in  this 
group.  This  is  far  less  than  the  90  per  cent  re- 
ported by  Weller  and  76  by  Jaffe  and 
Rogers.26-35’46  The  reason  for  the  discrepancy 
lies  in  the  fact  that  these  authors  included  cases 
of  carcinoma  arising  in  the  first  division  of  the 
main  bronchus  and  spread  toward  the  medias- 
tinum. The  point  of  origin  within  the  main 
bronchus  is  usually  2 or  3 cm.  below  the  bifurca- 
tion of  the  trachea.  The  mucous  membrane  in 
this  region  is  irregularly  thickened,  and  the  lining 
surface  has  a rough,  granular,  yellow  surface. 
At  this  stage  of  development  the  diagnosis  is 
made  only  by  microscopic  study.  As  the  process 
continues,  the  growth  extends  in  all  directions. 
In  its  extension  through  the  bronchial  wall  there 
is  a complete  disruption  of  the  normal  architec- 
ture of  the  bronchus.  Having  reached  the  outer 
wall  of  the  bronchus,  the  tumor  then  extends  into 
the  adjoining  mediastinal  structures.  First  the 
superior  and  inferior  tracheobronchial  nodes  are 
encircled  by  the  tumor  and  gradually  replaced  by 
it.  The  tumor  then  extends  to  the  neighboring 
structures  to  involve  the  medial  pleura  of  the  af- 
fected side.  The  recurrent  laryngeal  and  phrenic 
nerves  lying  on  the  lateral  aspect  of  the  trachea 
may  also  become  embedded  in  the  tumor  mass. 
In  its  anterior  extension  the  carcinoma  encircles 
the  walls  of  the  pulmonary  artery  and  vein,  the 
superior  vena  cava  and  the  arch  of  the  aorta, 
the  parietal  pericardium,  and  less  frequently 
the  myocardium.  The  tumor  grows  outward  in  a 
radiating,  fan-shaped  mass,  is  usually  of  firm 
consistency,  and  has  a yellow  color.  A coronal 
section  shows  remnants  of  lymph  nodes  and  the 
blood  vessels  compressed  within  the  tumor  mass. 
In  its  posterior  progression,  which  is  a less  fre- 
quent occurrence,  the  carcinoma  may  extend  into 
the  wall  of  the  esophagus  (6  per  cent) . Perfora- 
tion into  the  lumen  of  the  esophagus  has  been  ob- 
served twice  by  Kramer  and  Som.47  In  both 
instances  it  was  a squamous  cell  carcinoma  of  the 
right  main  bronchus. 
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The  lumen  of  the  bronchus  becomes  progres- 
sively narrower,  occasionally  because  of  a fungat- 
ing mass  growing  into  the  canal,  but  most  often 
because  of  the  marked  thickening  of  the  bronchial 
wall  in  the  region  of  the  tumor.  Boyd  was  im- 
pressed with  the  frequency  with  which  it  grows 
outward  rather  than  inward,  and  Halpert  pointed 
out  that  narrowing  and  obliteration  of  the  lumen 
is  more  frequently  caused  by  infiltration  than  by 
intralumenal  growth.29-48  The  tumor  extends  in 
the  direction  of  the  trachea  and  also  toward  the 
branch  bronchi.  In  a few  instances  we  found 
tumor  growing  into  the  lumen  as  a fungating 
yellow  mass.  As  the  mass  grows  larger,  it  under- 
goes necrosis  and  liquefaction  so  that  parts  of  the 
tumor  are  expectorated  and  the  lumen  regains 
some  of  its  patency  again. 

The  retention  of  bacteria  distal  to  the  narrowed 
portion  of  the  bronchus  results  in  bronchopneu- 
monia, purulent  bronchitis,  lung  abscesses, 
bronchiectasis,  and  pulmonary  fibrosis.  Oc- 
casionally, the  lung  abscess  may  rupture  into 
the  pleural  space  and  result  in  an  empyema. 
Secondary  infections  of  the  lung  and  their  se- 
quelae dominate  the  process  and  so  obscure  the 
primary  lesion  that  the  diagnosis  of  lung  abscess 
or  empyema  is  made  long  before  the  discovery  of 
the  malignancy.  Graham  rightly  states  that  it  is 
these  complications  and  sequelae  which  are  re- 
sponsible for  many  deaths.49  Pleural  aspirations 
in  these  cases  will  often  reveal  no  evidence  of 
tumor  cells. 

Pulmonary  Type. — The  gross  findings  in 
different  cases  of  this  group  vary  but  slightly, 
and  such  differences  as  occur  depend  on  the  order 
of  bronchus  in  which  the  carcinoma  arises. 

The  early  anatomic  changes  are  similar  to 
those  in  the  hilar  type.  In  its  growth  outward, 
the  tumor  encloses  the  regional  peribronchial 
lymph  nodes  and  extends  into  the  surrounding 
lung  parenchyma.  This  forms  a large  yellow 
area,  and  in  cases  arising  in  first  order  bronchi 
the  mass  extends  to  the  pleura,  usually  in  the 
medial  aspect  of  the  lung  and  from  there  to  the 
mediastinal  structures.  The  mediastinal  in- 
vasion is  never  as  extensive  as  in  the  hilar  type. 
However,  some  authors  have  included  these  cases 
in  their  hilar  group. 

As  the  tumor  enlarges,  areas  of  necrosis  and 
liquefaction  develop  within  it.  When  these  are 
evacuated,  the  resultant  cavity  is  usually  lined  by 
a wide  yellow  zone  of  tumor  tissue.  Sometimes  a 
portion  of  the  cavity  is  lined  by  a gray  membrane, 
indicating  secondary  infection.  In  a number  of 
cases  a branch  of  the  pulmonary  artery  may  be 
invaded  by  the  tumor.  This  process  resulted  in 
fatal  hemorrhages  in  six  cases  of  this  series. 

Concomitant  with  the  obstructive  changes  in 
the  lumen  of  the  bronchus  are  the  inflammatory 


changes  which  develop  in  the  portions  of  the 
lung  parenchyma  peripheral  to  the  occlusion. 
These  changes  are  usually  limited  to  the  segment 
supplied  by  the  involved  bronchus.  With  the 
extension  of  the  tumor  into  adjoining  proximal 
branches  other  segments  will  show  these  second- 
ary changes.  Occasionally,  the  tumor  of  a first 
order  bronchus  may  extend  to  the  bronchus  of 
the  adjoining  lobes,  and  with  obstruction  this 
lobe  will  also  develop  an  extensive  secondary 
infection. 

The  abscess  cavities  are  easily  distinguishable 
from  the  tumor  cavities.  The  former  are  lined  by 
a pyogenic  membrane  and  show  no  tumor  tissue 
within  their  walls. 

Peripheral  Type. — There  were  seven  cases  in 
this  group  (14  per  cent).  Jaffe  found  it  in  13  per 
cent  of  his  cases.35  This  is  of  interest  since  Klotz 
emphasized  that  this  type  of  tumor  is  exceedingly 
rare,  and  he  had  only  observed  one  such  case.  We 
agree  with  Jaffe  that  this  type  of  tumor  offers  the 
greatest  diagnostic  difficulties.36  Although  this 
type  of  tumor  appears  in  most  classifications,  its 
criteria  are  not  sharply  defined,  and  to  different 
authors  the  phrase  has  different  meanings. 

This  tumor  is  present  in  the  peripheral  portions 
of  the  lung  and  is  of  variable  size  (2  to  5 cm.). 
Occasionally  the  tumor  lies  completely  within 
the  lung  parenchyma  and  is  discovered  inciden- 
tally at  autopsy  (one  case).  In  others  it  extends 
to  involve  the  overlying  pleura  (two  cases),  and 
sometimes  it  may  extend  to  the  adjoining  chest 
wall.  In  our  series,  of  three  cases  which  remained 
localized,  one  was  a squamous  carcinoma,  one 
an  adenocarcinoma,  and  the  third  an  undifferen- 
tiated cell  carcinoma.  In  one  case  a peripheral 
carcinoma  located  in  the  superior  and  medial  as- 
pect of  the  lobe  extended  into  the  mediastinum 
to  involve  the  pericardium  and  the  myocardium 
of  the  heart.  Three  of  the  seven  cases  showed 
distant  metastases. 

It  is  rather  interesting  that  in  two  separate  re- 
ports in  the  same  publication  Rabin  and  Neuhof 
conclude  that  circumscribed  tumors  unrelated  to 
bronchi  are  the  most  favorable  for  operation, 
while  Tuttle  and  Womack,  from  observations  of 
autopsy  material,  found  that  most  patients  whose 
first  symptoms  were  from  metastatic  lesions  had  a 
primary  lesion,  often  very  small,  in  the  periphery 
of  the  lung.50-51  Perhaps  both  these  reports  may 
be  reconciled  by  the  fact  that  some  of  the  periph- 
eral carcinomas  invade  the  blood  stream  early 
in  the  disease,  while  others  do  not  show  that 
tendency. 

Histogenesis 

For  a long  period  of  time  it  was  felt  that  car- 
cinoma of  the  lung  may  arise  from  either  the 
mucous  membrane  of  the  bronchus,  the  mucous 
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glands,  or  the  alveolar  epithelium.  Klotz  cor- 
rectly pointed  out  the  futility  of  histogenetic 
grouping  because  of  the  fact  that  there  is  usually 
little  resemblance  between  tumor  cells  and  normal 
pulmonary  structures,  making  it  difficult  to  es- 
tablish histologic  origins.  The  greatest  difficulty 
lies  in  the  fact  that  many  of  the  tumors  show 
varied  histologic  pictures.  The  generally  ac- 
cepted view  today  is  that  carcinoma  of  the 
bronchus  arises  exclusively  from  the  bronchial 
epithelium.  There  are  many  authors  who  be- 
lieve that  this  is  the  only  type  of  carcinoma  in  the 
lung. 

An  increasing  number  of  reports  in  the  litera- 
ture support  the  view  that  alveolar  epithelium 
exists  and  that  carcinoma  may  arise  from  it. 
Tuttle  and  Womack  point  out  that  mucous  glands 
apparently  have  their  origin  from  bronchial 
epithelium.61  The  ducts  are  lined  by  ciliated 
cells  continuous  with  those  of  the  lumen  of  the 
bronchus,  and  the  mucous  glands  are  composed 
of  cells  similar  to  goblet  cells.  This  genesis  sim- 
plifies the  classification  of  bronchogenic  car- 
cinoma, and  they  conclude  that  since  all  the  struc- 
tures have  the  same  origin,  it  is  unnecessary  to 
classify  mucous  glands  separately.  There  is, 
however,  no  universal  agreement  on  this  subject. 
Frissell  and  Knox  believe  that  both  pulmonary 
and  metastatic  carcinomas  may  replace  the  nor- 
mal lining  epithelium  by  a single  layer  of  tall, 
columnar  cells,  and  this  represents  only  an 
adaptation  of  the  tumor  to  the  anatomic  struc- 
ture of  the  lung.52 

Histopathology 

We  have  found  that  all  the  cases  could  be 
classified  into  one  of  three  types:  squamous  cell, 
undifferentiated  cell  carcinoma,  and  adenocar- 
cinoma. The  first  two  types  form  the  great 
majority  of  cases  in  our  series,  and  this  is  in  agree- 
ment with  most  reports  in  the  literature.  Al- 
though we  found  the  undifferentiated  type 
most  common,  many  other  authors  found  the 
squamous  cell  form  to  be  most  frequent.16-41*44’'1®-53 

We  have  not  been  able  to  verify  Geschickter 
and  Denison’s  observations  that  the  squamous 
cell  carcinoma  arises  in  the  hilar  region  and  is 
more  common  after  the  age  of  fifty  years  and  that 
below  the  age  of  fifty  the  undifferentiated  cell  type 
predominates.54  Our  findings  agree  with  Frissell 
and  Knox  and  Samson  that  morphology  has 
nothing  to  do  with  the  level  of  origin  and  that 
none  of  the  three  types  is  found  exclusively  in  any 
one  location.52-65 

Boyd  correctly  stated  that  there  is  perhaps  no 
tumor  which  is  so  pleomorphic  as  carcinoma 
of  the  lung  and  that  it  varies  from  the  most 
undifferentiated  to  the  most  fully  differenti- 
ated.29 The  great  difficulty  with  any  at- 


tempt at  histologic  classification  of  pulmonary 
carcinoma  is  the  marked  variation  of  cell  mor- 
phology in  the  same  tumor.  It  is  not  an  infre- 
quent occurrence  to  find  two  or  three  distinct  cell 
types  in  the  same  microscopic  section.  We  are 
inclined  to  agree  with  Willis  that,  if  enough  sec- 
tions were  studied  in  each  case,  all  three  types 
would  be  observed  in  every  carcinoma  of  the 
bronchus.66  Brines  and  Kenning  believe  that  the 
variations  of  cell  types  in  the  same  tumor  are 
unquestionably  due  to  multiple  stages  of  dif- 
ferentiation and  constitute  the  highest  type  of 
proof  that  the  various  microscopic  patterns  in 
primary  carcinoma  of  the  lung  are  entirely  the  re- 
sult of  differentiation  from  a common  ancestral 
type.5 

Weller,  basing  his  classification  on  differentia^ 
tion  alone,  represented  the  course  of  differentia- 
tion of  a common  parent  cell  by  the  letter  Y.57 
This  undifferentiated  cell  in  his  schema  occupies 
the  lower  extremity  of  the  stem,  and  slightly  or 
poorly  differentiated  neoplasms  are  represented 
by  the  stem  of  the  Y.  The  crotch  of  the  Y repre- 
sents the  point  at  which  there  is  some  evidence  of 
differentiation  into  columnar  epithelium.  The 
extreme  upper  portion  of  the  left  arm  represents 
entdifferentiation  into  papillary  and  mucin- 
secreting  types.  Along  the  right  arm  of  the  Y 
there  are  various  stages  of  differentiation  into 
squamous  cells  progressing  from  entdifferentia- 
tion to  the  cornif ying  epithelioma  at  the  top  of  the 
arm.  Samson  in  a subsequent  study  from  the 
same  laboratory  found  that  his  cases  fitted  into 
this  schema  without  any  difficulty.55  Most  in- 
vestigators, on  the  basis  of  morphologic  studies 
following  inflammation  and  animal  experiments, 
believe  that  carcinoma  of  the  bronchus  arises 
from  the  basal  layer  of  the  bronchial  epithelium. 
These  line  the  tunica  propria  and  appear  to  be  the 
only  epithelial  cells  in  the  mucous  membrane  of 
the  bronchial  tree  which  are  concerned  with  cell 
division  and  cell  differentiation.  Fried  believes 
that  the  process  of  repair  or  regeneration  is  per- 
formed by  the  basal  cell  only.30  In  physiologic 
repair  these  cells  differentiate  merely  into  the 
normal  lining  of  the  bronchus,  but  when  the  proc- 
ess is  a pathologic  one,  their  fate  depends  on  the 
nature  of  the  stimulus  and  the  resistance  of  host. 
They  may  form  metaplastic  islands  and  so  remain 
indefinitely  or  may  develop  a malignant  tumor. 
Halpert  states  that,  if  the  epithelial  cells  which  re- 
place other  epithelial  cells  in  a given  area  retain 
their  embryonic  potentialities,  it  is  easy  to  see 
how,  in  the  course  of  forced  and  frequent  cell 
division,  dominant  characteristics  may  be  sup- 
planted by  recessive  ones,  and  thus  stratified 
squamous  epithelium  may  be  produced  by  these 
cells.48  They  believe  that  such  a concept  offers  a 
logical  explanation  for  the  variety  of  the  cellular 
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structure  of  carcinoma  of  the  lung.  Willis  taking 
sharp  issue  with  this  point  of  view  states  that  it  is 
a self-evident  statement  that  the  tumors  arise 
from  cells  capable  of  multiplication,  and  the  so- 
called  “reserve  cell  carcinomas”  are  merely 
anaplastic.66 

Metastases 

Widespread  metastases  as  a result  of  lymphatic 
and  blood  stream  invasion  are  frequently  en- 
countered in  pulmonary  carcinoma.  In  some  in- 
stances small  tumors  may  result  in  widespread 
blood  stream  metastases.  In  one  of  our  cases 
with  extensive  extrathoracic  metastases  the 
primary  bronchial  carcinoma  was  found  with  some 
difficulty. 

The  regional  lymph  nodes  were  involved  in 
varying  degrees  in  all  but  three  of  our  cases. 
These  were  the  three  cases  of  peripheral  carcinoma 
of  the  lung.  Two  of  these  extended  to  involve  the 
overlying  pleura  and  one  was  confined  to  the  lung 
parenchyma.  This  latter  case  was  the  only  one  in 
our  series  which  showed  no  evidence  of  metastasis. 


TABLE  2. — Metastases  in  a Series  op  50  Autopsies 


Number 

Per  Cent 

Regional  Nodes 

46 

92 

Pleura  (extension) 

39 

78 

Pericardium 

14 

28 

Adrenals 

13 

26 

Kidneys 

12 

24 

Bone 

11 

22 

Liver 

9 

18 

Abdominal  Lymph  Nodes 

11 

22 

Spleen 

5 

10 

Myocardium 

4 

8 

Pancreas 

3 

6 

Esophagus 

3 

6 

Diaphragm 

3 

6 

Brain 

• 2 

4 

Thyroid  gland 

1 

2 

Parotid  gland 

1 

2 

This  neoplasm,  although  it  metastasizes  to 
many  organs,  shows  a predisposition  to  seed  in 
the  adrenals  and  brain.  From  Table  2 it  may  be 
seen  that  adrenal  metastases  were  found  in  26  per 
cent  of.  the  cases  and  brain  metastases  in  4 per 
cent.  The  low  incidence  of  brain  metastases  in 
our  series  may,  in  part,  be  explained  by  the  fact 
that  brains  were  not  examined  in  more  than  half 
of  our  cases.  Dosquet  in  a comparison  with  other 
malignancies  finds  that  frequency  of  metastases 
to  these  organs  by  carcinoma  of  the  lung  is  a dis- 
tinguishing feature  of  this  tumor.58  Fried  and 
Buckley  explain  the  greater  frequency  of  brain 
metastases  from  lung  cancer  when  compared  with 
extrapulmonary  carcinoma  on  the  lack  of  any 
barrier  between  the  lung  and  the  brain.69  Visceral 
cancers,  on  the  other  hand,  reach  the  lungs  with 
great  frequency  where  they  are  retained  by  the 
pulmonary  capillaries. 

Some  authors  have  stated  that  the  more  ana- 
plastic tumors  show  a great  tendency  to  wide- 


spread metastases  while  the  squamous  cell  car- 
cinoma tends  to  remain  limited  to  the  regional 
lymph  nodes.6'14'55  Boyd  found  no  connection  be- 
tween the  degree  of  cellular  differentiation  and 
the  tendency  to  metastases.29  Our  own  findings 
would  indicate  that  some  of  the  most  anaplastic 
tumors  may  remain  confined  to  the  regional 
lymph  nodes,  while  some  of  the  most  fully  dif- 
ferentiated may  become  widely  disseminated.  In 
57  per  cent  of  the  undifferentiated  cell  carcinomas 
and  in  only  17  per  cent  of  the  squamous  cell 
carcinomas,  there  were  extrathoracic  metastases. 
Karsner  and  Saphir  found  an  almost  similar  dis- 
tribution in  their  series.41 

The  presence  of  distant  metastases  in  75  per 
cent  of  the  cases  of  adenocarcinoma  would  tend  to 
verify  the  statement  of  Frissell  and  Knox  that 
this  is  the  most  rapidly  growing  and  widely 
metastasizing  of  lung  tumors.62  It  is  interesting 
to  note  that  Olsen  found  this  group  as  showing 
the  least  tendency  to  metastasize.44  In  contrast, 
Koletsky  found  extrathoracic  metastases  in  35  per 
cent  of  the  squamous  cell  carcinoma,  as  compared 
to  89  per  cent  of  the  small  cell  carcinoma  and 
86  per  cent  of  the  adenocarcinoma.6 

Other  Forms 

There  were  four  cases  in  this  series  which  could 
not  be  classified  in  the  three  groups  outlined 
above. 

Carcinoma  Pneumonia. — Two  of  the  cases 
were  those  of  carcinoma  pneumonia,  both  cases  in 
women.  The  much  greater  incidence  of  women 
with  carcinoma  pneumonia  than  carcinoma  of  the 
bronchus  has  been  stressed  by  Neuberger  and 
Geever  and  Ikeda.60’61  One  of  the  women  was 
twenty-five  years  and  the  other  forty-five  years  of 
age.  Both  cases  assumed  the  diffuse  form  first 
described  by  Musser.62  Clinically  and  roent- 
genologically  both  cases  behaved  like  confluent 
bronchopneumonia  involving  both  lungs.  On 
gross  examination  the  lungs  in  each  case  showed  a 
gray,  granular  surface  in  which  the  lobular  con- 
figuration was  still  discernible.  A diagnosis  of 
carcinoma  could  not  be  made  on  gross  examina- 
tion, and  the  first  case  was  mistaken  for  pneu- 
monia in  the  stage  of  gray  hepatization. 

The  microscopic  appearance  of  the  lungs  in 
these  two  cases  was  as  follows : the  alveolar  septa 
were  thickened  by  connective  tissue  but  intact. 
In  one  of  the  cases  the  septal  walls  were  lined  by 
columnar  epithelium,  some  of  which  showed 
papillary  protrusions.  In  many  areas  the 
epithelium  lay  free  in  the  lumen  and  showed  a 
definite  acinar  formation.  In  the  other  case  the 
epithelial  cells  were  arranged  in  sheets.  The 
cells  were  large  and  contained  plump  nuclei 
within  which  were  large  prominent  nucleoli. 
Mitotic  figures  and  small  focal  areas  of  necrosis 
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were  found  in  both  cases.  The  lymphatic  vessels 
were  distended  and  filled  with  tumor  cells.  In 
both  cases  the  bronchi  and  bronchioles  were 
extensively  studied  but  showed  no  evidence  of 
carcinoma,  and  we  feel  reasonably  certain  that 
they  did  not  give  origin  to  the  tumor.  These 
cases  were  reviewed  by  Ewing  who  concurred  in 
the  opinion  that  both  cases  were  alveolar  cell 
carcinoma. 

There  are  many  authors  who  doubt  the  ex- 
istence of  this  type  of  carcinoma  because  they 
doubt  the  existence  of  an  epithelial  lining.30'40’54’63 
Some  believe  that  it  is  really  a bronchogenic  car- 
cinoma which  rapidly  metastasizes  to  different 
parts  of  the  lung  by  way  of  an  epithelial  down- 
growth  from  the  bronchial  tree  with  extension 
through  pores  of  Kohn  and  the  lymphatic  chan- 
nels.52’64 Neuberger  and  Geever  collected  25 
authentic  cases  of  alveolar  cell  tumors  up  to 
1942. 60  They  believe  that  the  idea  of  tumor  aris- 
ing in  multiple  bronchiolar  foci  seems  preferable 
to  them  because  of  failure  to  show  a primary 
bronchial  focus  and  because  no  tumor  down- 
growth  or  extension  through  pores  of  Kohn  was 
observed  by  them  in  their  cases. 

Herbut  on  the  other  hand  believes  that  such  a 
supposition  is  entirely  unnecessary.65  Since 
bronchogenic  carcinomas  ordinarily  are  con- 
sidered to  arise  from  one  bronchus  and  the 
multiple  growths  throughout  the  rest  of  the  lungs 
are  considered  metastatic,  why  should  the  same 
explanation  suffice  for  carcinomas  with  an 
alveolar  distribution.  He  points  out  that  it  is  a 
simple  matter  for  the  cells  to  break  through  the 
thin  lymphatic  walls  or  to  move  peripherally 
along  the  lumina  of  the  bronchioles  until  the  air 
sacs  are  reached. 

Multicentric  Origin. — One  case  was  of  multi- 
centric origin  in  a case  of  pulmonary  silicosis. 
Both  lungs  were  studded  with  yellow  nodules 
which  varied  in  size  from  1 to  5 mm.  These  were 
distinct  from  the  silicotic  foci.  It  is  interesting  to 
note  that  Rosedale  and  McKay  described  two 
cases  of  a diffuse  type  occurring  in  the  presence 
of  pneumoconiosis.38 

Microscopic  study  of  these  foci  revealed  an  un- 
differentiated cell  carcinoma  arising  in  different 
branches  of  the  bronchi  in  all  lobes  of  the  lung.  In 
most  instances  the  carcinoma  was  limited  to  the 
bronchi  or  bronchioles  and  the  surrounding 
lymphatic  vessels.  In  other  areas  the  tumor  had 
extended  into  the  surrounding  lung  parenchyma. 
There  were  widespread  metastases  to  the  extra- 
thoracic  viscera  in  this  case. 

We  feel  justified  in  concluding  that  it  was  of 
multicentric  origin  in  this  case  since  many  of  the 
bronchi  and  bronchioles  showed  the  malignant 
changes  limited  to  the  superficial  layers.  Lind- 
berg  and  Feyrter  observed  minute  carcinoma  foci 


in  many  bronchial  branches.63-66  Karsner  and 
Saphir  believe  that  the  multiplicity  of  nodules  in 
the  same  lung  is  the  result  of  metastasis,  and  they 
consider  their  view  to  be  supported  by  the  well- 
recognized  propensity  of  lung  cancer  to  invade 
lymphatic  channels  and  veins  early  in  the 
disease.41 

Microscopic  Carcinoma  of  a Bronchiole. — 

The  fourth  case  was  one  of  carcinoma  in  a patient 
with  chronic  pulmonary  tuberculosis  in  which  the 
primary  site  was  found  in  a bronchiole  of  the 
upper  lobe  of  the  right  lung  only  after  careful 
search.  The  reason  for  the  search  was  the 
presence  of  gross  metastases  to  the  pleura  and 
right  superior  tracheobronchial  lymph  nodes. 

The  extensive  metastases  in  the  presence  of  a 
microscopic  carcinoma  is  an  extremely  interesting 
finding.  Gray  and  Cordonnier  reported  a case  of 
carcinoma  in  the  lung  in  which  the  diagnosis  was 
first  made  on  routine  microscopic  examination.67 
They  were  impressed  by  the  early  invasion  of  the 
lymphatic  channels.  In  our  case  the  metastases 
progressed  to  a much  greater  extent  than  the 
original  growth.  Similar  cases  to  ours  have  been 
reported  by  Womack  and  Graham,  Stewart  and 
Allison,  and  Turner  and  Willis.68-70 

Associated  Chronic  Pulmonary 
Tuberculosis 

Pulmonary  tuberculosis  was  associated  with 
the  carcinoma  in  17.5  per  cent  of  the  cases.  On 
the  other  hand,  when  one  considers  that  during 
this  same  period  of  time  there  were  more  than 
two  thousand  autopsies  of  chronic  pulmonary 
tuberculosis  in  which  there  was  no  associated 
pulmonary  carcinoma,  we  may"  conclude  that  the 
incidence  of  carcinoma  in  phthisic  patients  is  no 
greater  than  that  of  the  general  population. 

Summary  and  Conclusions 

1.  Carcinoma  of  the  bronchus  is  found  in 
about  1 per  cent  of  all  autopsies  and  in  about  8 
per  cent  of  all  deaths  from  carcinoma. 

2.  A review  of  the  literature  makes  it  appear 
that  much  of  the  increase  in  bronchial  carcinoma 
is  apparent.  How  much  is  real  will  probably 
never  be  known. 

3.  There  were  50  autopsies  of  carcinoma  of  the 
lung  in  this  series;  92.5  per  cent  were  men;  7.5 
per  cent  were  womeft;  85  per  cent  were  in  whites 
and  15  per  cent  in  Negroes.  The  greatest  num- 
ber of  cases  were  in  the  sixth  and  seventh  decades 
of  life. 

4.  In  47  cases  wher$  a site  could  be  deter- 
mined, the  right  lung  was  involved  in  25  and  the 
left  in  22  instances;  the  upper  lobes  were  impli- 
cated more  frequently  than  the  lower. 

5.  On  the  basis  of  its  gross  appearance  and 
sequelae,  carcinoma  of  the  bronchus  is  divided 
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into  three  main  groups:  (1)  hilar  type  arising  in 
the  main  bronchi,  (2)  pulmonary  type,  arising 
in  branch  bronchi,  and  (3)  peripheral  type  in 
which  the  origin  within  a bronchus  is  not  found 
on  gross  examination. 

6.  The  hilar  type  which  comprised  32  per  cent 
of  all  the  cases  is  characterized  by  the  carcinoma 
arising  within  the  wall  of  the  main  bronchus.  As 
the  growth  progresses  in  all  directions,  it  results 
in  a thickening  of  the  wall  and  a narrowing  of  the 
lumen.  In  its  outward  progression  it  extends  to 
and  surrounds  the  adjoining  mediastinal  struc- 
tures. 

7.  The  pulmonary  type  which  comprised  46 
per  cent  of  all  the  cases  is  characterized  by  the 
carcinoma  arising  in  a branch  bronchus.  In  its 
growth  outward  the  tumor  encloses  the  regional 
peribronchial  lymph  nodes  and  extends  into  sur- 
rounding lung  parenchyma,  forming  a large 
yellow  mass.  If  necrosis  and  liquefaction  super- 
vene, a cavity  may  result.  If  the  first  order 
bronchus  is  affected,  it  may  extend  to  the  medias- 
tinum, but  this  is  never  as  extensive  as  in  the  hilar 
type. 

(a)  As  a result  of  the  narrowing  of  the 
bronchus,  the  bacteria  retained  within  the  lung 
give  rise  to  bronchopneumonia,  purulent 
bronchitis,  lung  abscess,  bronchiectasis,  pul- 
monary fibrosis  and/or  empyema  if  the  abscess 
ruptures  into  the  pleural  space. 

(b)  . These  secondary  changes  dominate  and 
often  obscure  the  picture  of  the  carcinoma  of 
the  bronchus.  In  the  hilar  type  the  secondary 
changes  are  present  in  the  entire  lung  and  the 
pulmonary  type  are  present  only  in  the  region 
peripheral  to  the  involved  bronchus. 

8.  The  peripheral  type  which  comprised  14 
per  cent  of  the  cases  lies  in  the  peripheral  portion 
of  the  lung  and  may  extend  to  involve  the  over- 
lying  pleura  and  even  the  chest  wall.  In  three 
cases  there  were  distant  metastases. 

9.  Microscopically,  all  cases  could  be  classified 
into  one  of  three  types:  undifferentiated  cell 
carcinoma,  squamous  cell  carcinoma,  and  adeno- 
carcinoma. Two  or  three  types  are  often  found 
in  the  same  case  and  sometimes  in  the  same  slide. 

10.  Two  of  our  cases  fit  the  criteria  of  car- 
cinoma pneumonia.  One  case  was  of  multi- 
centric origin  in  many  of  tl^  bronchi  and  bron- 
chioles of  both  lungs,  and  one  case  was  that  of  a 
microscopic  carcinoma  of  a bronchiole  with 
gross  metastases. 

11.  Metastases  were  present  in  all  but  one 
case  and  were  the  result'  of  lymphatic  and  blood 
■dream  dissemination.  The  cases  of  adenocar- 


I should  like  to  express  my  thanks  to  Dr.  Theodore  Ehren- 
reich  for  allowing  me  to  review  the  cases  at  Sea  View  Hospital 
which  I studied  when  I was  pathologist  at  that  institution. 


cinoma.  metastasized  outside  the  chest  (75  per 
cent)  more  frequently  than  undifferentiated  cell 
carcinoma  (57  per  cent),  while  squamous  cell 
carcinoma  only  metastasized  in  17  per  cent  of  the 
cases. 
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THE  ROLE  OF  BRONCHOSCOPY  IN  DIAGNOSIS  AND  TREATMENT 

Louis  H.  Clerf,  M.D.,  and  Peter  Herbut,  M.D.,  Philadelphia,  Pennsylvania 

( From  the  Departments  of  Laryngology  and  Broncho- Esophagology  and  the  Clinical  Laboratories  of 
Jefferson  Hospital) 


APPROXIMATELY  a quarter  of  a century 
has  passed  since  the  first  positive  diagnosis 
of  bronchogenic  carcinoma  was  made  in  a living 
patient  by  bronchoscopic  biopsy.  Prior  to  that 
time  the  diagnosis  commonly  was  based  on  a 
study  of  metastatic  lymph  nodes  or  the  findings 
at  autopsy.  In  1926,  Grove  and  Kramer  re- 
ported a series  of  24  cases  of  primary  carcinoma 
of  the  lung.1  In  21,  the  diagnosis  was  made  at 
autopsy,  and  in  the  remaining  three  by  biopsy  of 
a metastatic  lymph  node.  In  none  had  there 
been  a bronchoscopic  examination.  They  stressed 
the  importance  of  bronchoscopic  examination 
as  a useful  diagnostic  procedure  and  expressed 
the  opinion  that  its  frequent  employment  and  an 
appreciation  that  primary  carcinoma  of  the 
bronchus  is  not  rare  would  lead  to  more  correct 
diagnoses  in  living  patients.  They  further 
emphasized  that  the  use  of  bronchoscopy  both 
in  diagnosis  and  treatment  offered  hope  where, 
formerly,  the  prognosis  was  very  poor.  During 
the  same  year  McCrae  pointed  out  that  since 
primary  carcinoma  of  the  lung  commonly  had  its 
origin  in  a bronchus,  bronchoscopy  with  biopsy 
could  give  information  which  was  obtainable  in 
no  other  way.2  He  emphasized  the  importance 
of  bronchoscopy  particularly  for  early  diagnosis. 

Internists  slowly  began  to  recognize  the  value 
of  bronchoscopy  as  a diagnostic  aid,  and  an 
increasing  number  of  cases  of  carcinoma  was 
reported  in  the  literature.  In  reviewing  a series 
of  336  cases  observed  in  the  department  of 
broncho-esophagology  at  the  Jefferson  Hospital 
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from  1930  to  1945,  it  is  noted  that  a diagnosis  of 
carcinoma  was  made  by  biopsy  in  approximately 
65  per  cent.3  Holinger  and  his  group  reported 
78  per  cent  positive  biopsies  in  a series  of  175 
cases  examined  bronchoscopically.4  Overholt 
reported  positive  bronchoscopic  biopsies  in  62  per 
cent  of  his  cases,  and  Adams  was  able  to  report 
a positive  bronchoscopic  diagnosis  in  89.3  per 
cent  of  a series  of  122  cases.5-6  Ochsner  and  his 
associates  stated  that  bronchoscopy  should  give  a 
positive  diagnosis  in  about  70  per  cent  of  cases 
of  bronchial  carcinoma.7 

It  soon  was  learned  that,  while  bronchoscopy 
was  of  value  in  diagnosis,  it  offered  practically 
nothing  in  the  field  of  therapy.  Bronchoscopic 
removal,  surgical  diathermy  carried  out  through 
the  bronchoscope,  and  the  employment  of  radium 
element  or  radon  introduced  bronchoscopically 
afforded  only  slight  temporary  relief.  It  was  not 
until  1933  that  the  first  successful  pneumonec- 
tomy for  bronchogenic  carcinoma  was  performed 
by  Graham,  and  this  remains  the  only  plan  of 
therapy  that  has  been  attended  with  success.  A 
study  of  cases  reported  up  to  1946  clearly  demon- 
strated that,  whereas  there  were  many  large 
series  of  cases  recorded,  relatively  few  had  been 
successfully  treated  by  surgical  extirpation  and 
none  by  irradiation  or  other  methods.  Further- 
more, all  the  evidence  seemed  to  indicate  that  the 
diagnosis  of  bronchial  carcinoma,  made  at  a time 
when  surgical  removal  could  be  successfully  per- 
formed, was  accomplished  in  a minority  rather 
than  in  a majority  of  the  cases,  this  in  spite  of  the 
fact  that  physicians  were  becoming  cancer-of-the- 
bronchus  conscious  and  that  every  effprt  was 
made  to  establish  ^positr\?e  diagnosis  antemor- 
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There  were  several  explanations  of  this.  The 
principal  one  was  failure  of  the  patient  to  consult 
his  physician  during  the  incipient  stages  of  the 
disease.  This  was  due  in  great  part  to  the 
absence  or  the  insignificance  of  symptoms  in 
early  disease.  A second  common  cause  for 
failure  in  diagnosis  was  delay  in  utilizing  the 
available  diagnostic  methods.  Overholt  em- 
phasized this  need  in  his  report  of  143  patients 
with  bronchial  carcinoma,  60  per  cent  of  whom 
were  treated  for  many  months  on  the  basis  of  an 
incorrect  diagnosis.6  Many  of  his  patients  were 
diagnosed  as  having  bronchitis,  pneumonitis, 
unresolved  pneumonia,  or  other  conditions  with- 
out their  ever  having  had  a thorough  examina- 
tion. The  early  clinical  course  of  carcinoma  is 
misleading  because  symptoms  either  are  absent 
or.  slight,  or  they  may  masquerade  as  some  other 
disease.  Physicians  also  had  not  developed  a 
sufficiently  strong  suspicion  of  carcinoma — in 
other  words,  they  were  not  cancer-minded. 

In  a further  review  of  our  cases  at  the  Jefferson 
Clinic,  particularly  on  the  basis  of  surgical  ex- 
ploration and  successful  treatment,  it  was  found 
that  relatively  few  were  operable  because  of 
advanced  disease.  It  appeared  that  the  higher 
the  percentage  of  positive  bronchoscopic  biop- 
sies, the  higher  the  percentage  of  inoperable  cases. 
As  a result  few  surgeons  were  able  to  report  a 
series  of  successfully  operated  cases  higher  than 
10  or  15  per  cent  of  the  total  number  observed. 

A critical  study  of  published  reports  indicated 
that  a majority  of  primary  carcinomas  diagnosed 
by  bronchoscopic  biopsy  were  found  to  have  had 
their  origin  in  or  to  have  intruded  into  the  larger 
bronchi;  peripherally  situated  lesions  and  those 
in  the  upper  lobes  usually  were  not  diagnosed 
positively  until  they  began  to  intrude  into  a 
larger  bronchus  or  produced  signs  of  bronchial 
stenosis.  A retrograde  telescope  was  employed 
for  upper  lobe  lesions,  but  this  was  found  to  be  of 
little  assistance.  Pneumothorax  in’upper  lesions 
was  advocated  but  it  had  definite  limitations  and 
frequently  did  little  to  improve  visualization  of 
lesions.  A study  of  sputum  for  neoplastic  cells 
had  been  advocated,  but  in  this  country  few 
positive  cases  were  reported.  Aspiration  biopsy 
was  recommended,  but  because  of  the  dangers  of 
cancer  implantation  it  was  condemned  by  a 
majority  of  the  thoracic  surgeons.  Exploratory 
thoracotomy  was  recommended,  but  neither 
physicians  nor  patients  received  this  with  en- 
thusiasm. 

In  an  effort  to  increase  the  pumber  of  positive 
diagnoses  in  pulmonary  lesions  which  exhibited 
roentgen  appearances  of  carcinoma  but  in  which 
bronchoscopy  proved  negative,  we  inaugurated  a 
study  of  specimens  of  sputum  for  neoplastic  cells 
employing  a paraffin  technic,  as  well  as  smear 


examinations.  This  proved  unsatisfactory,  and 
few  cases  were  discovered.  In  fact,  neoplastic 
cells  were  found  infrequently,  even  in  known 
cases  of  bronchogenic  carcinoma. 

The  excellent  results  secured  by  the  use  of  the 
Papanicolaou  technic  in  diagnosing  carcinoma  of 
the  cervix  suggested  to  Dr.  Herbut  that  the  same 
method  might  be  employed  in  a study  of  bron- 
chial secretions  where,  previously,  failure  was 
almost  continuously  recorded  in  sputum  studies.8 
Bronchoscopically  secured  secretions  were  selec- 
ted instead  of  sputum,  for  secretions  are  scant  in 
early  carcinoma,  and  sputum,  therefore,  often 
is  not  available.  It  becomes  profuse  only  when 
there  is  obstruction  with  retention  of  secretion 
and  suppuration  and,  therefore,  is  observed  more 
often  in  advanced  stages  of  the  disease.  Sputum 
is  more  dilute  than  bronchial  secretions.  In 
addition,  cells  undergo  disintegration  more  read- 
ily. By  bronchoscopy  one  could  secure  adequate 
secretions  from  the  bronchus  in  the  region  of  the 
suspected  neoplasm,  and  these  can  immediately 
be  fixed  and  stained. 

The  result  by  this  technic  exceeded  expecta- 
tions so  that  in  the  first  series  of  cases  of  carcin- 
oma proved  by  bronchoscopic  biopsy,  explora- 
tory thoracotomy,  biopsy  of  metastatic  lymph 
nodes,  or  necropsy,  a positive  cytologic  diagnosis 
of  carcinoma  was  made  in  22  of  30  cases  (73  per 
cent).  In  this  same  group  the  histologic  diagno- 
sis of  carcinoma  based  on  bronchoscopic  biopsy 
was  made  only  in  11  cases  (36.6  per  cent). 

There  were  certain  technical  difficulties  in  the 
earlier  cases,  but  these  have  been  overcome.  In 
all  suspected  cases  of  carcinoma,  routine  bron- 
choscopy was  carried  out  for  diagnostic  purposes 
in  the  customary  manner.  Roentgenogram 
aided  in  localizing  the  lesion  to  a lobar  segment, 
a lobe,  or  lung.  The  secretions  in  the  trachea 
and  larger  bronchi  were  discarded  since  these 
represented  marked  dilution  and  disintegration 
of  cells  commonly  was  noted.  Secretions  were 
secured  in  a special  bronchoscopic  collector  from 
the  bronchial  subdivisions  under  suspicion  and 
were  sent  to  the  laboratory  where  smears  were 
made  and  fixed.  Later  it  was  found  that  wash- 
ings with  normal  saline  solution  offered  a decided 
advantage.  Several  cubic  centimeters  of  normal 
saline  solution  were  instilled  through  a broncho- 
scopic aspirating  tube  into  the  suspected  bron- 
chus, and  after  one  or  two  minutes  the  material 
was  reaspirated  into  a collector  and  immediately 
sent  to  the  laboratory. 

In  the  upper  lobe  lesions  better  results  could  be 
secured  by  placing  the  patient  on  the  involved 
side  so  that,  if  a right  upper  lobe  bronchus  was 
suspected  as  the  site  of  carcinoma,  the  patient 
was  placed  on  the  right  side  after  the  broncho- 
scope had  been  introduced.  Saline  solution  was 


April  15,  1949] 


PRIMARY  CARCINOMA  OF  THE  LUNG 


909 


then  instilled  into  the  right  upper  lobe  bronchial 
orifice  and  the  material  reaspirated,  employing 
curved,  flexible-tipped  aspirating  tubes. 

Attempts  were  made  in  patients  with  scant 
secretions  to  secure  the  material  on  a small  gauze 
sponge  carried  into  the  bronchus  through  the 
bronchoscope,  and  then  slides  were  smeared  from 
this.  It  was  not  satisfactory  as  the  material 
dried  too  quickly  and  could  not  be  fixed  properly. 
The  present  routine,  therefore,  is  to  use  saline 
solution  in  sufficient  quantity  to  secure  bronchial 
washings.  The  material  is  smeared  on  slides  and 
while  still  wet  is  fixed  with  equal  parts  of  ether 
and  95  per  cent  alcohol  and  then  is  stained  by  the 
Papanicolaou  technic. 

As  a result  of  this  method  of  diagnosis  to 
supplement  bronchoscopic  biopsy,  it  has  been 
possible  to  diagnose  cases  of  carcinoma  which  are 
beyond  the  range  of  vision  of  the  bronchologist 
and  in  which  bronchoscopy  is  absolutely  negative. 
These  are  the  cases  that  offered  a direct  challenge 
diagnostically,  for  with  negative  bronchoscopic 
findings  the  diagnosis  could  be  made  only  by 
exploratory  thoracotomy.  Too  often  they  were 
not  brought  to  a final  conclusion  diagnostically 
until  other  plans  of  diagnosis  and  therapy  were 
tried  and  valuable  time  lost.  The  cytologic 
method  of  diagnosis  has  brought  to  the  surgeon 
cases  of  carcinoma  that  have  their  origin  in  the 
peripherally  situated  bronchi,  and  these,  more 
often,  are  amenable  to  surgical  extirpation  than 
are  the  lesions  which  have  their  primary  origin 
either  in  a large  bronchus  or,  at  one  time  periph- 
erally situated,  have  finally  invaded  the  larger 
bronchi  and  appear  as  an  apparent  primary  lesion 
in  a main  bronchus. 

Results  of  Procedure 

To  determine  the  value  of  any  diagnostic  aid 
it  is  important  to  report  failures  as  well  as  suc- 
cesses. The  high  percentage  of  bronchoscopic 
biopsies  reported  in  the  literature  are  impressive, 
but  little  account  is  taken  of  those  broncho- 
scopically  negative  cases  which,  three  or  six 
months  later,  are  diagnosed  in  other  clinics  as 
bronchogenic  carcinoma. 

During  August,  1947,  a follow-up  study  was 
made  to  determine  the  comparative  value  of 
cytologic  diagnosis  and  other  accepted  methods. 
The  total  number  of  cases  of  bronchogenic  carci- 
noma observed  up  to  that  time  numbered  180. 
These  were  known  cases  of  carcinoma  based  on 
bronchoscopic  biopsy,  exploratory  thoracotomy, 
postmortem  examination,  and  cytologic  study. 
All  cases  diagnosed  by  cytology  were  corrobo- 
rated by  one  of  the  previously  noted  methods. 
In  161  of  the  180  cases,  neoplastic  cells  were  found 
in  bronchoscopically  removed  secretion  (89.7  per 


cent).  The  number  of  positive  bronchoscopic 
biopsies  totaled  71  (39.4  per  cent).  A diagnosis 
of  carcinoma  based  on  anatomicopathologic 
changes,  namely  bronchoscopic  findings  of  de- 
formity, stenosis,  fixity  or  rigidity,  was  made  in 
42  cases  (23.3  per  cent).  A positive  or  inferen- 
tial diagnosis  of  carcinoma  by  bronchoscopy, 
therefore,  was  made  in  113  cases  (62.8  per  cent), 
while  a positive  cytologic  diagnosis  was  made  in 
161  (89.7  per  cent),  a difference  of  practically  27 
per  cent.  It  is  of  further  interest  to  note  here 
that  a proportionately  larger  number  of  the 
bronchoscopically  negative,  cytologically  positive 
cases  were  amenable  to  surgical  extirpation  than 
of  the  bronchoscopically  positive  cases. 

The  question  immediately  arises:  how  many 
false  positives  were  made  by  cytologic  examina- 
tion? In  only  one  instance  was  a positive  diagno- 
sis of  carcinoma  made  on  the  basis  of  finding 
what  were  considered  neoplastic  cells.  This  was 
an  error,  as  the  case  proved  to  be  a chronic  ab- 
scess of  the  lung.  Fortunately,  the  plan  of 
therapy  carried  out  was  a suitable  one  for  this 
type  of  case. 

Conclusion 

The  cytologic  examination  of  bronchoscopically 
removed  secretions  is  presented  as  a supplemen- 
tary diagnostic  aid  to  the  procedures  already 
employed  in  the  diagnosis  of  bronchogenic  carcin- 
oma. This  method  of  examination  must  not  be 
confused  with  studies  of  sputum.  Its  greatest 
value  obviously  lies  in  that  group  of  cases  which 
exhibit  roentgen  or  clinical  evidences  of  broncho- 
genic carcinoma  but  which  are  completely  in- 
accessible to  bronchoscopic  visualization.  It  is 
our  opinion  that,  when  more  frequent  roentgen 
studies  of  the  chest  are  made  and  when  all  pa- 
tients with  questionable  shadows  in  the  lung  fields 
are  subjected  to  bronchoscopy  so  that  secretions 
may  be  secured  for  cytologic  examination,  the 
diagnosis  of  bronchogenic  carcinoma  will  be  made 
earlier,  more  patients  will  be  discovered  who  are 
suitable  for  surgical  treatment,  and  the  prognosis 
of  bronchogenic  carcinoma  will  become  more 
hopeful. 
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CURE  RATE  IN  LUNG  CANCER 

Richard  H.  Overholt,  M.D.,  and  Ivan  C.  Schmidt,  M.D.,  Brookline,  Massachusetts 

{From,  the  New  England  Deaconess  and  Pratt  Diagnostic  Hospitals ) 


EVERY  practicing  physician  shoulders  part  of 
the  cancer  burden.  Patients  look  to  us, 
individually  and  collectively,  for  advice  and  help 
if  they  fall  prey  to  this  dread  disease.  Until  the 
time  when  science  gives  us  a preventative  against 
cancer,  progress  in  treatment  must  depend  upon 
earlier  detection  and  immediate  and  skillful 
application  of  known  weapons,  principally  ex- 
cision. 

Cancer  in  any  location,  therefore,  presents  a 
challenge.  If  the  original  site  is  in  one  of  the 
internal  and  vital  organs,  the  ingenuity  of  both 
the  doctor  who  finds  it  and  of  the  surgeon  who 
removes  it  is  taxed  to  the  limit.  Malignant 
lesions  which  take  origin  within  the  lung  probably 
provide  as  great  a challenge  to  the  profession  as 
any  because  (1)  the  lung  is  an  extremely  common 
location  for  cancer,  (2)  five-year  cure  rates  are 
high  if  localized  when  treated,  and  (3)  there  is  a 
practical  way  to  discover  lung  cancer  before 
patients  know  they  are  sick. 

The  issue  of  primary  lung  cancer  is  being  forced 
upon  us  by  the  sheer  weight  of  its  frequency. 
Within  recent  years  most  practicing  physicians 
have  encountered  cases  in  their  practice  or  have 
had  its  first  hand  acquaintance  in  some  way. 
Lung  cancer  has  been  shown  to  be  second  in  fre- 
quency to  stomach  cancer.  Boyd  after  evaluat- 
ing various  autopsy  series  states  that  “Thus  it 
might  appear  that  bronchial  carcinoma  is  nearly 
three  times  as  common  now  as  it  was  before 
1920.”1  Ochsner,  Dixon,  and  DeBakey  after  a 
review  of  the  mortality  statistics  of  all  persons 
dying  in  the  United  States  found  that  “bronchio- 
genic  carcinoma  is  increasing  more  than  other 
malignancies.  Whereas  in  the  period  1920  to 
1936,  inclusive,  the  incidences  of  carcinoma  of  the 
stomach,  duodenum,  liver,  gallbladder,  uterus, 
and  skin  showed  little  or  no  increase,  the  incidence 
of  carcinoma  of  the  lung  showed  a progressive 
rise.”2  Dorn  has  estimated  that  over  13,000 
persons  in  this  country  are  under  medical  care 
due  to  primary  cancer  of  the  lung  and  that  8,000 
new  cases  come  under  observation  each  year.3 

As  short  a time  as  fifteen  years  ago,  lung  cancer 
was  always  fatal.  As  short  a time  as  ten  years 
ago,  it  was  not  possible  to  read  about  five-year 
cures.  Most  clinical  discussions  concerned  them- 
selves with  a correlation  of  terminal  findings  and 
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symptoms  of  the  later  stages  of  the  disease. 
Then  came  the  practical  demonstration  by 
Graham,  Rienhoff,  and  Overholt  that  the  entire 
lung  could  be  used  as  an  excisional  unit  and  was 
applicable  in  treating  cancer.4-6  It  remained  to 
be  shown  just  how  effective  a weapon  excisional 
therapy  would  prove  to  be.  It  was  soon  found 
that  less  than  half  of  the  cases  studied  were 
suitable  for  possible  treatment,  and  the  finding 
of  an  extrapulmonary  extension  at  exploration 
reduced  even  more  the  number  in  which  there  was 
any  likelihood  of  cure.  For  example,  in  our  own 
series,  out  of  a total  of  481  verified  cases,  only  55 
(11  per  cent)  were  found  to  free  of  an  extrapul- 
monary extension  (Table  1). 

Valuable  time  seemed  to  have  been  lost  be- 
tween the  onset  of  symptoms  and  the  date  of 
diagnosis.  An  analysis  of  the  histories  of  133 
patients  seen  between  1932  and  1942  revealed 
that  there  was  an  average  interval  of  eleven  and 
three-quarters  months  between  the  first  symptom 
and  the  establishment  of  the  diagnosis.  The 
average  patient  delayed  seeing  a doctor  for  three 
months.  The  first  x-ray  was  not  ordered  until 
another  three  months  had  elapsed.  The  diagno- 
sis was  established  five  and  three-quarters  months 
later.  Often  the  first  or  second  x-ray  was  incon- 
clusive, and  the  radiologist  would  continue  re- 
examinations after  varying  time  intervals.  Not 
infrequently,  a negative  bronchoscopic  examina- 
tion would  be  repeated  after  intervals  of  several 
weeks  in  an  effort  to  provide  an  absolute  histo- 
logic diagnosis.  A review  of  the  histories  of 
patients  seen  in  1947  and  1948  showed  the  inter- 
val between  the  first  symptom  and  the  date  of 
diagnosis  had  only  been  reduced  to  ten  months. 

The  average  patient  delayed  seeing  a doctor 
for  three  and  eight-tenths  months.  The  first 
x-ray  was  ordered  one  and  six-tenths  months 
later,  compared  with  an  interval  of  three  months' 
in  the  earlier  group.  However,  the  diagnosis 

TABLE  1. — Primary  Carcinoma  of  the  Lung,  1932  to  1948 


Number 

Operative 

of  Cases 

Mortality 

Total 

604 

Verified 

481 

Unverified 

123 

Explored  only 

127 

15  (11.8%) 

Resected 

162 

29  (17.9%) 

Without  extrapulmonary 

extension 

55 

With  extrapulmonary 
extension 

107 

Total  thoracotomies 

289 

44  (15.2%) 
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was  not  established  until  four  and  six-tenths 
months  later. 

Delays  in  diagnosis  have  been  reported  in  other 
series.  Bjork  states  that  in  an  analysis  of  112 
cases  who  passed  through  the  Brompton  and  the 
Royal  Cancer  Hospitals  in  London  as  recently  as 
March,  1944,  to  June,  1945,  an  interval  of  eight 
and  four-tenths  months  elapsed  between  the  on- 
set of  symptoms  and  the  time  of  diagnosis.7 
Patients  on  the  average  asked  for  help  three  and 
four-tenths  months  after  onset  of  symptoms. 
The  doctor,  however,  treated  the  patients  under 
an  incorrect  diagnosis  for  an  average  period  of 
five  months. 

In  times  past  there  can  be  some  forgiveness  for 
the  long  delay  in  the  establishment  of  the  true 
diagnosis.  The  following  factors  influenced  the 
time  factor  in  reaching  a diagnosis : 

1.  There  was  an  understandable  lack  of 
interest  in  what  used  to  be  a hopeless  form  of 
cancer. 

2.  The  disease  fails  to  produce  a pathogno- 
monic early  symptom.  When  the  first  symptom 
does  appear,  it  is  usually  one  of  the  common 
complaints  encountered  in  cigarette  smokers 
or  people  with  chronic  colds,  sinusitis,  bron- 
chitis, or  bronchopneumonia.  Chronic  cough  fre- 
quently is  the  only  symptom  for  a long  interval. 
Such  developments  as  the  production  of  ex- 
pectoration, wheezing,  or  even  chest  discomfort 
are  not  alarming  and,  therefore,  do  not  stimulate 
the  patient  or  doctor  to  quick  action. 

3.  In  the  past  our  clinical  concept  of  lung 
cancer  was  based  on  knowledge  of  the  disease 
in  its  later  stages.  The  so-called  characteristic 
symptoms,  such  as  hemoptysis,  chest  pain,  dysp- 
nea, and  weight  loss  usually  do  not  appear  until 
the  lesion  is  advanced  or  out  of  bounds.  Waiting 
for  such  symptoms  to  develop  and  then  forcing 
the  issue  has  contributed  to  many  delays. 

4.  Reliance  has  been  placed  on  the  element 
of  time  between  x-ray  films  to  add  greater  cer- 

Itainty  to  the  radiologic  opinion.  The  behavior 
of  abnormal  x-ray  densities  over  a period  of  time 
aids  greatly  in  the  evaluation  of  the  tuberculous 
or  inflammatory  lesion.  The  loss  of  time  which 
has  seemed  to  be  necessary  to  work  out  an  abso- 
lute x-ray  diagnosis  is  of  little  consequence  in 
many  forms  of  chest  disease.  Intervals  of  weeks 
between  serial  films  when  x-ray  changes  are  due 
to  bronchi  being  blocked  by  tumor  is  quite  a 
different  matter. 

5.  Secondary  infection  distal  to  the  lesion 
frequently  takes  place,  since  most  tumors  soon 
cause  segmental  or  lobar  bronchial  obstruction. 
This  has  led  to  many  errors  in  diagnosis  and 
delay.  Unresolved  pneumonia,  lung  abscess, 
bronchiectasis,  empyema,  or  pleurisy  have  all 
masked  an  underlying  tumor. 


Although  delays  in  suspecting  and  apprehend- 
ing lung  cancer  could  be  justifiably  excused  in  the 
past,  future  generations  of  victims  may  not  be  so 
tolerant  of  our  methods  of  sorting  out  potentially 
fatal  lung  disease  and  finally  deciding  on  curative 
treatment.  The  orthodox  method  of  waiting  for 
symptoms,  then  waiting  for  a failure  of  the  usual 
remedies  to  correct  them,  then  the  delay  that 
seems  to  have  been  necessary  to  work  out  the 
differential  diagnosis  has  not  produced  results. 

Difficulties  have  also  been  encountered  in 
making  a substantial  shift  in  the  preponderance 
of  late  to  early  cases  of  cancer  of  the  esophagus, 
stomach,  colon,  prostate,  or  other  internal  organs. 
These  are  well  known.  The  medical  profession 
has  had  to  depend  upon  (1)  a lesion  of  sufficient 
age  to  produce  symptoms,  (2)  symptoms  of 
sufficient  severity  to  warrant  a call  on  the  doctor, 

(3)  signs  sufficiently  obvious  to  excite  the  doctor 
to  arrange  for  special  diagnostic  procedures,  and 

(4)  positive  evidence  of  cancer  by  special  tests. 

In  a recent  report  on  carcinoma  of  the  stomach 

by  Welch  and  Allen  it  appears  that  by  the  time 
symptoms  induced  patients  to  ask  for  help  and 
by  the  time  the  doctor  instituted  treatment,  only 
half  could  be  resected,  and  five-year  survivals 
were  only  7 per  cent  of  the  total  seen.8 

Now  we  are  in  the  early  stages  of  development 
of  visceral  thoracic  surgery.  It  can  already  be 
shown  that  five-year  survival  rates  following 
pneumonectomy  for  lung  cancer  are  as  high  as  the 
figure  for  gastrectomy  for  stomach  cancer.  In 
the  future  we  should  do  much  better  for  the 
patients  suffering  from  lung  cancer.  There  are 
reasons  for  optimism  concerning  the  future  of 
lung  carcinoma  based  on  present  knowledge  and 
methods  of  combating  it. 

The  case-finding  program  now  used  in  tubercu- 
losis work  is  immediately  available.  For  some 
time  phthisiologists  have  realized  that  the  only 
solution  for  early  diagnosis  in  tuberculosis  rests 
with  finding  asymptomatic  or  silent  disease. 
Down  through  the  years,  about  the  best  record 
that  could  be  shown  by  waiting  for  symptoms 
and  then  for  a differential  diagnosis  was  around 
15  per  cent  for  minimal  disease.  This  meant 
that,  when  treatment  was  started,  approximately 
85  per  cent  of  all  cases  were  in  the  advanced 
stages.  Screening  the  healthy  population  for 
silent  yet  active  disease  has  reversed  this  ratio. 
Eighty-five  per  cent  of  the  cases  are  now  being 
discovered  during  their  early  and  therefore  more 
favorable  stage. 

The  mechanism  for  screening  larger  segments 
of  the  population  is  being  rapidly  set  up.  Many 
hospitals  are  routinely  x-raying  all  admissions. 
Mobile  units  are  busily  engaged  in  industrial 
surveys,  and  entire  communities  are  being  used 
for  pilot  studies.  The  practice  of  routine  in- 
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duction  and  separation  x-rays  for  military  per- 
sonnel in  the  last  war  acquainted  every  family  in 
this  country  with  the  concept  of  searching  for 
silent  disease.  The  stage  is  all  set  for  screening 
for  other  types  of  lung  disease.  The  same  case- 
finding program  that  has  been  designed  for  tuber- 
culosis will  automatically  uncover  many  cancers 
of  the  lungs.  In  order  to  be  more  fruitful,  em- 
phasis must  be  placed  on  the  older  age  group,  and 
the  screening  should  be  repeated  each  year. 
Once  abnormal  shadows  are  spotted,  modification 
of  the  sorting  out  process  may  have  to  be  made. 
Time  cannot  be  lost  in  properly  identifying 
lesions  since  early  cancer  must  be  entertained 
as  a possibility. 

Will  early  lesions  be  detectable  in  survey  films? 
Fortunately,  all  primary  lung  cancer  is  broncho- 
genic in  origin.  Furthermore,  approximately 
80  per  cent  of  the  lesions  are  situated  in  a lobar 
or  segmental  bronchus.  This  means  that,  be- 
cause of  their  strategic  location,  most  small 
lesions  will  soon  cause  partial  or  complete  ob- 
struction. Very  early  in  the  course  of  the  disease 
changes  in  the  density  of  the  entire  segment  or 
lobe  take  place.  Segmental  emphysema  due  to 
the  check  valve  mechanism  of  the  bronchus- 
occluding  lesion  will  be  seen  in  some  films  (Fig.  1) . 
Soon  atelectasis  of  the  segment  develops  when  the 
obstruction  is  complete.  This  produces  even 
more  obvious  a sign  of  trouble.  These  changes 
are  the  telltale  evidences  which  give  away  the 
small  and  early  tumor.  Small  pea-sized  or  lima- 
bean-sized  lesions  within  the  hilar  zone,  whose 
shadow  might  be  lost  because  of  the  superimposed 
densities  of  great  vessels,  bronchi,  and  lymphatic 
glands,  need  not  be  recognized  per  se.  The 
secondary  effects  in  the  periphery  of  the  segment 
supplied  by  the  occluded  bronchus  are  sufficient 
to  call  the  patient  in  for  further  investigation. 

The  minority  group  of  cancers  which  take 
origin  in  bronchi  of  lesser  size  in  the  periphery  are 
out  far  enough  in  the  lung  field  so  that  the  tumor 
itself,  even  of  minute  size,  will  cast  a shadow  that 
can  be  picked  up  in  the  survey  film.  Therefore, 
there  is  good  reason  to  believe  that  the  screening 
process  can  provide  a practical  method  of  finding 
lung  cancer  months  or  years  in  advance  of  symp- 
toms, and  for  many  patients  this  will  mean  dis- 
covery during  its  localized  stage. 

The  inherent  possibilities  of  screening  silent 
chest  disease  and  the  influence  it  will  have  on 
successful  management  present  a real  challenge 
to  our  profession.  Every  doctor  should  be  aware 
of  and  accept  this  new  obligation.  It  is  twofold : 
first — to  support  in  every  way  possible  the  mass 
survey  work  that  is  in  progress.  The  plan  should 
be  extended  through  arrangements  with  radiol- 
ogists in  hospitals  or  their  private  offices  to 
include  the  screening  of  each  doctor’s  own  adult 


Fig.  1.  Diagrams  which  indicate  strategic  loca- 
tion of  the  great  majority  of  bronchogenic  carcino- 
mata. The  secondary  effects  magnify  a small  lesion 
and  in  that  way  create  telltale  abnormal  shadows  on 
the  chest  film.  A.  Relation  of  lesion  to  broncho- 
pulmonary segment  or  subsegment.  B.  Partial  ob- 
struction with  check  valve  mechanism  causing  seg- 
mental emphysema.  C.  Complete  obstruction 
causing  segmental  atelectasis.  D,  E,  and  F.  Super- 
imposed secondary  infection  with  pneumonia,  ab- 
scess, or  multiple  inflammatory  lesions. 


patient  population  once  a year.  Second:  to 

follow  through  with  immediate  supplementary 
studies  of  abnormal  densities  so  that  they  may  be 
properly  labeled.  All  instances  of  abnormal  lung 
or  hilar  shadows  showing  up  in  survey  films 
demand  conventional  fluoroscopic  and  roentgeno- 
graphic  studies.  Then  if  there  is  any  reasonable 
likelihood  of  cancer,  additional  studies  should  be 
arranged  for  without  delay — cytologic  examina- 
tion of  the  sputum  (Papanicolaou),  bronchoscopy, 
and  exploratory  thoracotomy. 

The  earlier  and  the  more  favorable  a cancer  is 
for  treatment,  the  more  difficult  it  becomes  to 
obtain  tissue  for  histologic  verification  before 
thoracic  exploration.  In  many  early  cases  the 
lesion  will  not  be  visible  or  suitable  for  bron- 
choscopic  biopsy.  The  correlation  of  surgical 
pathology  and  the  cytologic  examination  of  the 
sputum  has  not  been  carried  out  in  a sufficient 
number  of  early  cases  to  appraise  its  true  value. 
Experiences  with  this  diagnostic  method  do  show 
that  it  is  extremely  useful  in  verifying  a presump- 
tive diagnosis  today.  However,  the  number  of 
patients  in  the  various  series  so  far  reported  are 
patients  who  are  in  the  symptomatic  or  advanced 
stage  of  the  disease.  As  with  all  laboratory 
procedures,  a positive  test  gives  assurance  to  the 
surgeon  prior  to  operation,  but  negative  tests  do 
not  guarantee  the  absence  of  an  early  cancer. 
Therefore,  if  the  x-ray  has  provided  presumptive 
evidence  of  a peripheral  tumor  or  of  segmental  or 
lobar  bronchial  obstruction,  exploration  should 
be  resorted  to  as  the  final  court  of  appeal. 
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Fig.  3.  X-ray  and  lung  specimen  of  Mr.  J.  J.  C., 
j age  sixty-four.  The  lesion  in  the  single  postero- 
> anterior  view  was  caused  by  an  epidermoid  carcin- 
j oma,  grade  III.  Note  small  size  of  the  lesion  in  the 
' surgical  specimen  and  the  much  larger  area  of  in- 
j creased  density  appearing  in  the  chest  film. 

Efforts  to  speed  up  early  discovery  of  primary 
; carcinoma  of  the  lung  will  be  rewarded.  Two 
J facts  support  this  statement.  First,  five-year 
I survival  rates  for  patients  treated  by  lung  re- 
I section  prior  to  the  finding  of  an  extrapulmonary 
j extension  of  the  growth  are  high.  Second,  the 
ii  immediate  risk  of  resection  of  the  lung  has  been 
i|  brought  down  to  a reasonably  low  level. 

Although  it  is  necessary  to  go  back  to  the  early 
days  of  visceral  thoracic  surgery  to  appraise  end 

i results  of  resection  for  cancer,  it  is  significant 
; that  40  per  cent  of  those  patients  in  whom  there 

ii  was  no  demonstrable  evidence  of  cancer  outside 
I of  the  lung  survived  for  a period  of  five  or  more 

years  (Table  2).  This  is  most  encouraging,  for 
these  patients  had  symptoms,  and  undoubtedly 
the  treatment  was  carried  out  at  a time  definitely 
later  than  would  have  been  the  case  if  they  all 
had  been  discovered  when  their  lesions  were 
I silent.  Two  of  ten  patients  who  had  lymph 
node  metastases  only  have  lived  more  than  five 
years.  (For  specific  illustrations  of  the  authors’ 
| cases,  see  Figs.  2,  3,  4,  and  5.) 

As  the  mechanism  of  discovery  is  being  accel- 


Total 

Verified 

Unverified 

Number 
of  Cases 
234 
190 
44 

Operative  Five  - yeai 
Mortality  Survival 

Explored 

58 

9 (15.5%) 

Resected 

41 

9 (21.9%) 

Without  extrapul- 

raonary  extensions 

20 

8 

With  extrapulmonary 

extension 

21 

2 

Total  thoracotomies 

99 

18  (18.1%) 

Fig.  2.  X-rays  and  lung  specimen  of  Mr.  E.  B.,  age  sixty-four.  Routine  hospital  survey  films  taken 
when  patient  was  admitted  for  study  of  thrombosed  vessel  of  leg.  No  chest  symptoms  were  present.  Note 
primary  carcinoma  which  was  found  in  superior  division  of  right  lower  lobe. 


Fig.  4.  X-rays  and  lung  specimen  of  Miss  C.  B., 
age  fifty-six.  Routine  chest  films  taken  in  doctor’s 
office.  Patient  came  in  complaining  of  weight  loss 
but  had  no  symptoms  relating  to  the  chest.  Bron- 
choscopic  and  cytologic  examination  of  the  sputum 
was  negative.  An  epidermoid  carcinoma,  grade  III, 
with  involvement  of  mediastinal  glands  was  found 
upon  exploration. 


Fig.  5^  X-rays  and  photograph  of  Mr.  F.  R.,  age 
fifty-five.  The  x-ray  was  taken  as  a part  of  a routine 
examination  in  a doctor’s  office.  Patient  had  had  an 
attack  of  grippe  which  “hung  on.”  The  lung  with 
an  early  cancer  was  removed  eight  weeks  after  the 
onset  of  symptoms.  The  patient  is  well  now,  nearly 
five  years  later. 


TABLE  2. — Primary  Carcinoma  of  the  Lung,  1932  to  1943 
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erated,  technical  problems  of  anesthesia,  dissec- 
tion, postoperative  care,  and  the  administration 
of  the  antibiotics  have  contributed  greatly  to  the 
safety  of  the  operation.  For  example,  in  the 
period  1932  to  1943  the  operative  mortality  was 
21.9  per  cent  in  all  cases  of  total  lung  resection  for 
all  types  of  cancer.  The  authors’  mortality  in 
the  past  two  years  has  been  reduced  to  11  per 
cent  (45  total  lung  resections,  five  deaths). 

Summary 

The  lung  is  a common  site  for  the  development 
of  cancer.  Until  science  gives  us  a preventative 
drug,  success  in  management  must  depend  upon 
discovery  in  the  pre-extension  days  of  the  growth. 
Annual  screening  of  the  healthy  adult  population 
by  mass  radiography  provides  a method  of 
detecting  the  lesion  during  its  silent  stages.  For 
many  patients  this  will  mean  the  discovery  of  the 
cancer  before  it  has  become  out  of  bounds. 

Wide  excisional  therapy  is  available  in  the  per- 
formance of  pneumonectomy  with  mediastinal 
glandular  dissection.  The  operation  is  attended 
with  a reasonably  low  risk  and  practically  no 
disability  or  deformity.  When  this  operation  has 
been  carried  out  in  patients  whose  lesion  was 
found  to  be  localized,  there  has  been  a gratifying 
five-year  survival  rate. 

Every  practicing  physician  is  presented  with  a 
challenge.  It  is  possible  for  him  to  find  poten- 
tially serious  tumors  of  the  lung  in  his  own 


patient  population  by  arranging  for  annual  radio- 
logic  screening.  This  first  obligation  is  followed 
by  two  others,  the  immediate  and  proper  identi- 
fication of  the  various  lesions  spotted  in  the 
screening  process  and  then,  finally,  definitive 
treatment  for  those  whose  lives  depend  upon  such 
action. 

In  the  identical  period  of  the  above  study  (1932  to  1948),  27 
patients  were  treated  by  pulmonary  resections  for  tumors  diag- 
nosed as  bronchial  adenoma,  infiltrative  bronchial  adenoma,  or 
malignant  adenoma.  Some  authors  consider  these  tumors  to  be 
primary  carcinomas  (adenocarcinoma,  grade  I)  and  include 
them  in  their  cancer  statistics.  From  a clinical  point  of  view, 
they  should  receive  special  consideration.  For  example,  26  of 
27  patients  have  been  followed  recently,  and  there  has  been 
only  one  late  death.  This  patient  died  of  metastasis  which  had 
similar  characteristics  to  the  bronchial  tumor.  One  patient 
has  not  been  followed.  Ten  of  the  remaining  25  patients 
have  lived  five  to  fifteen  and  a half  years  after  operation.  In 
the  adenoma  series,  there  were  no  operative  deaths;  therefore, 
since  immediate  and  late  results  are  so  totally  different  in  the 
"so-called”  adenoma  group,  we  have  not  included  them  in 
the  above  paper  on  true  cancer  of  the  lung. 
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Discussion  on  Symposium 

Arthur  Q.  Penta,  M.D.,  Schenectady. — The  prob- 
lem of  bronchogenic  carcinoma  has  been  so  com- 
pletely and  ably  presented  here  that  there  is  very 
little  that  can  be  added  from  the  standpoint  of  dis- 
cussion. There  are  certain  points,  however,  brought 
out  by  the  speakers,  which  to  me  are  important 
enough  to  warrant  re-emphasizing.  Dr.  Auerbach 
stated  that  in  his  opinion  the  increase  in  broncho- 
genic carcinoma  was  rather  more  apparent  than  real. 
It  is  true  that  with  special  diagnostic  procedures 
available  today  the  diagnosis  of  bronchogenic  car- 
cinoma has  been  greatly  facilitated.  Also  because 
of  the  fact  that  there  has  been  a steady  increase  in 
longevity,  there  are  more  potential  victims  to  fall 
heir  to  the  disease.  Recently,  a very  well-known 
pathologist  told  me  that  if  we  lived  long  enough  we 
would  all  develop  some  form  of  carcinoma.  True  as 
this  may  be  I feel  that  the  increase  in  bronchogenic 


carcinoma  is  real.  It  is  interesting  to  note  that  in  the 
past  ten  years,  during  which  period  the  incidence  of 
bronchial  carcinoma  has  been  high,  we  have  also 
witnessed  the  greatest  industrial  progress  in  the 
history  of  our  country.  The  workers  of  today  are 
exposed  to  many  more  carcinogenic  agents  than  they 
were  in  the  past.  When  discussing  the  theories  of 
carcinogenesis,  we  must  not  overlook  the  fact  that 
daily  inhalations — for  example,  of  chemical  irritants 
such  as  found  in  tar  and  petroleum  products,  the 
many  volatile  acids  produced  from  cigarette  smok- 
ing, the  daily  inhalation  of  air  heavily  saturated  with 
carbon  particles  from  the  exhausts  of  automobiles — 
may  lead  to  a chronic  bronchial  irritation  from 
which  may  eventually  result  cancer  of  the  lung. 

The  high  incidence  of  bronchogenic  carcinoma  in 
men  as  compared  with  that  in  women  has  in  recent 
years  received  a great  deal  of  attention  in  the 
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literature.  Had  World  War  II  lasted  thirty  years 
instead  of  nearly  four,  I believe  we  would  have  seen 
a greater  increase  in  cancer  of  the  lung  among  women 
since,  in  all  probability,  many  more  women  would 
have  been  engaged  in  industry  for  a longer  period  of 
time;  also  the  ever-increasing  popularity  of  ex- 
cessive cigarette  smoking  among  women  will  not 
only  result  in  the  increase  of  chronic  bronchitis 
and  bronchiectasis  but  also  in  cancer  of  the  lung. 

Regarding  Dr.  Hayes’  presentation  on  the  clinical 
aspects  of  bronchogenic  carcinoma,  I should  like 
briefly  to  make  one  comment  regarding  sympto- 
matology. It  is  well  for  the  busy  practitioner  to 
remember  that  the  symptoms  produced  in  primary 
carcinoma  of  the  lung  will  depend  to  a great  extent 
on  the  degree  of  bronchial  obstruction.  The  most 
important  early  symptom  is  a dry,  hacking  cough, 
accompanied  by  a slight  bronchial  wheezing.  Phys- 
ical examination  during  this  early  stage  may  reveal 
a few  coarse  moist  rales  and  asthmatoid-like  wheez- 
ing over  the  involved  pulmonary  area.  Roentgeno- 
graphic  studies  of  the  chest  during  this  stage  may  be 
entirely  negative,  since  the  tumor  is  not  large 
enough  to  cast  a shadow.  At  this  time  the  patient 
usually  seeks  medical  advice  because  of  the  trouble- 
some cough  and  wheezing.  It  has  been  the  author’s 
experience,  when  obtaining  a history  of  these  pa- 
tients referred  for  bronchoscopic  examination,  that 
they  invariably  had  been  under  symptomatic  treat- 
ment for  a long  period  of  time  and  had  shown  no 
improvement  in  their  condition.  It  has  been  re- 
peatedly stated  by  that  great  teacher  of  bron- 
choscopy, Dr.  Chevalier  Jackson,  that  “all  that 
wheezes  is  not  bronchial  asthma.”  The  importance 
of  this  one  symptom  alone  cannot  be  too  strongly 
emphasized.  In  a series  of  44  cases  of  bronchial 
carcinoma,  bronchoscopically  examined  by  the 
author  during  the  last  five  years,  it  was  astonishing 
to  learn  that  15  of  the  patients,  because  of  recent 
wheezing,  cough,  and  slight  dyspnea,  had  been  pre- 
viously treated  for  bronchitis  or  bronchial  asthma. 
Every  patient,  particularly  of  the  cancer  age  group, 
presenting  this  chain  of  symptoms,  should  immedi- 
ately be  x-rayed  and  should  have  the  benefit  of  a 
diagnostic  bronchoscopy.  The  appearance  of  blood- 
streaked  sputum  or  frank  hemoptysis  are  also  fre- 
quent early  symptoms  and  are  usually  due  to  the 
trauma  of  coughing  and  ulceration  of  the  tumor 
mass.  Pain,  as  in  other  malignancies  in  other  parts 
of  the  body,  is  definitely  not  an  early  symptom.  In  a 
recent  study  of  the  subject,  Overholt  calls  attention 
to  the  fact  that  approximately  three-fourths  of  all 
primary  lung  tumors  are  situated  in  the  major 
bronchi  so  that  they  are  within  range  of  broncho- 
scopic vision.  His  findings  are  in  complete  agree- 
ment with  C.  L.  Jackson,  who  stated  in  a recent 
article  that  bronchoscopic  biopsies  will  be  positive 
in  75  per  cent  of  the  cases  of  bronchial  carcinoma. 
In  the  series  of  44  cases  examined  by  the  author 
during  the  past  five  years,  a positive  biopsy  was 
obtained  in  32  cases.  This  high  percentage  of  posi- 
tive biopsies  is  definite  evidence  that  bronchoscopic 
examination  plays  an  important  role  in  the  diag- 
nosis of  lung  carcinoma. 

One  of  the  most  significant  advances  made  in  the 
early  diagnosis  of  bronchogenic  carcinoma  is  the 


procedure  described  by  Dr.  Clerf  in  the  cytologic 
examination  of  exfoliated  tumor  cells  from  bronchial 
secretion.  It  is  astounding  that  Dr.  Clerf  and  his 
coworker,  Dr.  Herbut,  were  able  to  make  a positive 
diagnosis  in  over  89  per  cent  of  these  lesions  which 
were  beyond  the  range  of  bronchoscopic  vision. 
Since  this  method  has  been  employed  at  the  Jefferson 
College  Hospital,  Dr.  Clerf  has  been  able  to  increase 
the  total  percentage  of  positive  diagnosis  by  fully  27 
per  cent. 

Dr.  Clerf  also  speaks  of  some  technical  difficulties 
involved  in  the  cytologic  examination  of  aspirated 
bronchial  secretion.  From  my  own  experience  I can 
safely  say  that  in  order  to  reach  any  point  near  the 
results  obtained  by  Dr.  Clerf,  it  is  highly  important 
that  there  be  a close  cooperation  between  the  pa- 
thologist and  bronchoscopist.  Today  the  average 
pathologist  in  a busy  general  hospital  has  all  that  he 
can  do  to  carry  out  the  routine  laboratory  work  and 
to  attend  to  the  many  executive  details  necessary  in 
directing  his  department.  This  leaves  him  very 
little  time  to  engage  in  special  work,  such  as  is  re- 
quired for  cytologic  studies.  Then,  too,  this  type  of 
examination  offers  a challenge  to  the  ability  of  the 
examining  pathologist.  The  diagnosis  of  cancer 
cells  in  smears  is  not  always  easy.  Oftentimes  the 
special  stained  smear  will  show  only  one  recognizable 
cancer  cell,  and  the  examiner  in  many  instances  will 
be  reluctant  in  giving  a positive  diagnosis.  Specially 
trained  personnel  is  required  before  reliable  diag- 
noses can  be  made.  The  bronchoscopist  must  also 
have  a thorough  knowledge  of  the  segmental  anat- 
omy of  the  lung.  He  must  be  able  from  the  roent- 
genographic  study  of  the  chest  to  determine  which 
segment  of  the  lung  is  involved.  Dr.  Clerf  stated 
that  in  an  effort  to  increase  the  number  of  positive 
diagnoses  in  pulmonary  lesions  which  exhibited 
roentgen  appearance  of  carcinoma,  but  in  which  the 
bronchoscopy  proved  negative,  bronchial  lavage 
with  examination  of  the  aspirated  secretion  has 
proved  of  great  value  in  establishing  the  diagnosis 
•of  carcinoma.  In  my  own  practice  I frequently  en- 
counter infiltrating  lesions  in  the  apical  regions  of  the 
lungs  which  are  diagnosed  as  tuberculous  in  charac- 
ter but  later  turn  out  to  be  carcinoma.  How  about 
those  infiltrating  lesions  at  the  base  of  the  lung  which 
resemble  bronchiectasis  but  later  turn  out  to  be 
carcinoma?  The  point  that  I wish  to  make  clear  is 
that  there  is  no  definite  early  characteristic  radio- 
graphic  appearance  of  carcinoma  of  the  lung.  If  we 
are  to  diagnose  this  condition  early,  in  the  stage  of 
operability,  we  should  routinely  carry  out  a cytologic 
examination  of  all  patients  in  the  cancer  age  group 
who  are  referred  for  bronchoscopic  study.  In  certain 
instances  where  the  chest  roentgenograms  have 
shown  a definite  tumor-like  shadow  but  in  which  the 
bronchoscopic  examination  was  negative,  I have 
recommended  exploratory  thoracotomy  in  an  effort 
to  establish  the  diagnosis.  In  the  hands  of  well- 
qualified  thoracic  surgeons  this  procedure  has  no 
greater  mortality  than  exploring  the  abdominal 
cavity.  There  is  much  to  be  said  for  this  type  of 
procedure  in  establishing  an  early  diagnosis. 


Walter  F.  Bugden,  M.D.,  Syracuse. — These  four 
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papers  have  thoroughly  covered  the  subject  under 
discussion. 

Dr.  Hayes  has  very  systematically  pointed  out 
the  many  symptom  combinations  that  may  occur 
with  bronchogenic  carcinoma  and  the  usual  steps 
one  must  take  to  make  a proper  diagnosis.  I feel 
that  a good  working  assumption  is  that  all  un- 
explained x-ray  lesions  in  patients  over  thirty-five 
are  carcinomatous  until  proved  otherwise.  The 
lesion  that  presents  as  a segmental  pneumonitis  is 
the  most  disturbing  to  me.  Is  it  simply  inflamma- 
tion or  is  it  carcinoma  with  infection  distal  to  the 
tumor?  This  type  case  causes  me  considerable  con- 
cern. My  present  policy  is  one  that  might  be 
thought  too  aggressive  by  some.  I advise  three  or 
four  weeks  on  antibiotics,  and  if  the  subsequent 
x-ray  is  not  virtually  clear,  exploratory  thoracotomy 
should  be  done.  Most  cases  of  pneumonitis  will 
clear  in  three  or  four  weeks.  I agree  that  chronic 
nonspecific  pneumonitis  occurs  not  infrequently, 
but  just  recall  to  your  minds  all  of  the  carcinomas 
that  you  have  seen  treated  for  more  than  six  weeks  as 
unresolved  pneumonias,  until  they  reached  the 
inoperable  stage. 

A gem  that  appeals  to  me  came  from  a good 
roentgenologist  who  said,  “I  never  make  an  x-ray 
diagnosis  of  pneumonia  until  the  subsequent  films 
show  clearing.”  If  only  more  physicians  appre- 
ciated the  full  meaning  of  that  statement,  our  oper- 
ability per  cent  would  climb.  If  a noncarcinomatous 
lesion  is  occasionally  explored  and  resected,  there  is 
no  need  for  apologies;  the  patient  was  best  served  by 
such  alertness. 

Dr.  Clerf  and  his  pathologist  would  probably  be 
able  to  establish  a cytologic  diagnosis  more  often 
than  many  thoracic  clinics.  His  clinic  reports  89 


per  cent  positive  cell  studies  out  of  180  proved 
cases.  Our  group  has  not  approached  that  figure. 

However,  since  this  technic  of  cell  study  is  vul- 
nerable in  the  hands  of  others,  I take  the  stand  that 
one  or  two  or  three  negative  bronchoscopic  cell 
studies  does  not  exclude  cancer,  and  we  again  come 
to  surgical  exploration  as  our  definitive  diagnostic 
measure.  Dr.  Clerf’s  contribution  to  our  diagnostic 
armamentarium  is  a real  one  on  the  side  of  positive 
biopsies,  but  I repeat  that  I am  not  yet  sold  on  the 
actual  negativity  of  the  negatives. 

Dr.  Auerbach  has  given  us  a concise  picture  of  the 
pathology  involved.  In  my  own  series  I have  seen 
more  squamous  carcinoma  than  undifferentiated  or 
adenocarcinoma  combined.  I have  never  had  one 
case  of  the  ‘‘oat  cell”  type  that  I could  resect,  but  I 
have  observed  worthwhile  symptomatic  palliation  in 
some  “oat  cell”  cases  with  deep  therapy. 

I should  like  to  mention  lipiodol  instillation  only 
to  condemn  it.  It  may  confuse  future  x-ray  inter- 
pretation. 

My  feelings  are  much  the  same  as  Dr.  Overholt's. 
I feel  optimistic  about  the  future  of  bronchogenic 
carcinoma  because  mass  radiography  of  the  chest  is 
so  practicable.  And  as  soon  as  the  full  significance 
of  early  segmental  changes  are  better  appreciated 
as  being  so  often  due  to  bronchogenic  carcinoma,  the 
better  our  surgical  statistics  will  be. 

I should  like  to  enter  a plea  for  lobectomy  versus 
pneumonectomy  in  selected  cases  for  physiologic 
reasons.  Dr.  E.  Graham  has  opposed  this  on  the 
grounds  of  it  being  poor  cancer  surgery,  comparing 
it  with  simple  mastectomy  versus  radical  mastec- 
tomy. I don’t  think  the  analogy  is  a fair  one.  In 
gastric  carcinoma  we  are  contented  with  partial 
gastrectomy  which  is  a better  comparison. 


DR.  JONES  SAYS— 

A lady  that  reads  these  emanations  of  mine: 
“This  time  of  year,”  she  said  recently,  “shouldn’t 
you  be  saying  something  about  colds?  You  usually 
do.”  She,  maybe,  thought  I was  getting  forgetful. 
No,  it  wasn’t  that.  It’s  some  like  Grandpa  Pepper 
said  about  going  hunting.  “I  go  once  or  twice  <a 
year,”  Grandpa  says,  “but  I never  seem  to  hit 
nothin’,  so  I always  wonder  if  it’s  worth  while.” 
But,  possibly,  if  we  keep  shooting,  our  aim  might 
improve. 

We  used  to  hear  debates  over  whether  colds  came 
from  wet  feet,  drafts  and  so  on,  or  from  germs. 
By  now  I guess  most  everybody’s  got  that  straight- 
ened out.  It’s  ordinarily  a combination  of  both. 
It’s  “germs”  that  cause  it — a virus,  usually  aided 
and  abetted  by  various  bacteria  that’re  hanging 


around,  but — especially  folks  that’re  indoors  mainly 
— getting  wet  and  chilled  lowers  their  resistance  to 
the  virus.  Now  that  they’ve  isolated  what  seems 
to  be  the  virus  they  may  develop  a protective  vaccine 
that’ll  really  work. 

For  all  our  precautions  and  in  spite  of  the  progress 
of  science,  it’ll  be  a long  time  before  the  “common 
cold”  will  be  uncommon.  In  the  meantime  there’s 
one  thought  with  no  if’s  attached  to  it.  Colds  are 
unpleasant  but’  it’s  the  complications  that’re  dan- 
gerous. 

When  we  get  a cold,  the  best  way  to  avoid  compli- 
cations is  to  lay  low,  preferably  in  bed,  ’til  the  acute 
stage  is  over.  And  we’ll  be  unselfishly  keeping  our 
virus  to  ourselves. — Paul  B.  Brooks,  M.D.,  January 
17, 1949 
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THIS  topic  is  ^o  general  in  its  scope  that  the 
discussion  must  be  limited  to  physical 
methods  as  used  in  physical  medicine,  and,  more 
particularly,  the  diagnosis  of  peripheral  vascular 
and  neuromuscular  disturbances  will  be  de- 
scribed. 

Knowledge  of  the  status  of  the  peripheral  cir- 
culation is  often  the  most  desirable,  and  a num- 
ber of  physical  methods  have  been  devised  to- 
ward this  aim.  Consequently,  we  have  many 
approaches  depending  on  the  information  neces- 
sary for  a clinical  conclusion. 

The  first  is  the  oscillometer,  and  because  of  its 
importance  further  details  in  its  use  will  be  men- 
tioned. The  oscillometer  is  a device  for  demon- 
strating volume  and  pulsation  changes  in  the 
extremities.  It  is  essentially  a sphygmomanom- 
eter of  the  aneroid  type  and  may  also  be  used 
in  blood  pressure  determinations.  In  addition, 
it  can  measure  the  amplitude  of  arterial  pulsa- 
tions at  various  levels  of  a limb. 

This  instrument  is  more  sensitive  than  the 
palpating  finger.  The  thrust  imposed  on  the 
peripheral  vessels  by  the  cardiac  cycle  produces 
a volume  increase  depending  on  the  gradient  of 
the  vascular  tree.  The  instrument  can  detect 
this  alteration  as  transmitted  by  the  great  and 
small  arteries  in  the  limb.  When  vessels  are  of 
large  diameter,  as  in  the  upper  thigh,  the  volume 
increase  is  naturally  greater.  In  the  lower  por- 
tion of  the  leg,  the  smaller  volume  is  reflected  in  a 
shorter  excursion  of  the  dial  pointer  on  the  instru- 
ment. This  is  a valuable  aid  in  arterial  disease, 
notably  in  thromboangiitis  obliterans  and  arte- 
riosclerosis. During  the  course  of  disease  it  per- 
mits quantitative  studies.  In  limb  surgery, 
sites  of  election  for  amputation  may  be  deter- 
mined readily  by  utilizing  the  oscillometer. 

Correct  technic  for  using  this  instrument  is 
most  important,  or  misleading  information  may 
be  obtained.  It  is  necessary  to  emphasize  that 
patients  must  be  examined  at  rest  in  the  recum- 
bent position  with  no  pillow  and  at  the  same  level 
cross  section  of  the  limb  (Fig.  1).  Time  of  day  is 
also  an  important  factor,  since  readings  may  vary 
in  the  morning  from  those  taken  at  night. 
Additional  factors  to  be  considered  are  cuff  pres- 
sure and  room  temperature. 

Oscillometric  readings  are  taken  by  elevating 
the  needle  pointer  to  50  mm.  above  the  patient’s 
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systolic  pressure.  The  pressure  is  allowed  to 
fall  10  mm.  at  a time,  as  is  done  with  a sphygmo- 
manometer. The  button  is  then  depressed  on  the 
side  to  determine  the  oscillation  of  the  pulse  at 
that  pressure  (Fig.  2).  This  activates  a more 
sensitive  device  for  recording  the  pulse  wave. 
The  maximum  excursion  of  the  pointer  and  the 
pressure  are  read.  When  this  point  is  passed, 
there  is  no  need  to  follow  the  pressure  to  zero. 

The  greatest  number  of  units  passed  at  each 
swing  of  the  pointer  gives  us  what  is  known  as  the 
oscillometric  index.  This  index  is  important 
only  in  so  far  as  it  allows  comparison  with  the 
opposite  extremity  or  with  the  normal.  As  an 
aid  to  diagnosis,  it  is  this  comparison  or  relative 
value  which  gives  us  the  information  regarding 
the  arterial  sufficiency  of  the  part,  normal  values 
having  been  established. 


Fig.  1.  Oscillometer  attached  to  lower  third  of 
thigh  and  inflated. 


Fig.  2.  Blood  pressure  cuff  applied.  Depress 
the  lower  right  button  to  determine  the  oscillation 
of  the  pulse  at  that  pressure. 
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An  average  “normal”  oscillometric  index  taken, 
for  example,  in  the  lower  extremities,  is  as  follows : 

Thigh 

Upper  third 14 

Middle  third 12  ± 20  per  cent 

Lower  third 10 

Leg 

Upper  third 7 

Middle  third 5 ± 20  per  cent 

Lower  third 3 

However,  to  repeat  once  more,  it  is  the  relative 

change  that  gives  us  a criterion  to  establish 
insufficiency  in  a limb. 

Another  means  of  measuring  blood  flow  in  the 
peripheral  arterial  system  is  by  the  use  of  the 
electrothermometer.1  This  method  is  indirect, 
but  the  advantage  is  its  applicability  to  the 
ambulatory  as  well  as  to  the  bed  patient.  It  can 
readily  be  carried  out  by  the  physician  in  his 
office,  as  compared  to  the  other  methods  which 
have  been  employed  in  volume  blood  flow  studies. 

There  are  many  such  devices.  Some  may  be 
read  directly  in  fahrenheit  or  centigrade  degrees; 
others  require  conversion.  Essentially,  they 
contain  two  thermocouples,  one  of  which  meas- 
ures the  temperature  of  the  skin  with  the  other 
used  as  a constant.  This  latter  may  be  immersed 
in  a thermos  flask  of  known  temperature,  or  a cold 
junction  may  be  used.  The  thermocouple  util- 
izes the  electromotive  force  generated  when  the 
junction  of  two  dissimilar  metals  are  maintained 
at  different  temperatures  and  is  measured  by  a 
galvanometer.  More  usually  the  principle  of  the 
Wheatstone  bridge  is  applied.  Exact  calibration 
is  essential. 

The  technic  is  relatively  simple  if  attention  is 
paid  to  certain  factors  as  room  temperature,  equal 
skin  contact,  and  skin  dryness.  One  area  of  the 
skin  is  compared  to  a similar  area  on  the  opposite 
side,  and  repeated  readings  are  taken. 

Landis  and  Gibbon  initiated  a test  for  the 
differentiation  of  arterial  impairmeVit  in  a limb, 


Fig.  3.  Electrothermometer — in  use  during 

Landis-Gibbon  test. 


either  on  a functional  spastic  or  an  organic 
obliterative  basis.2  The  procedure  is  to  deter- 
mine digital  temperatures  of  the  great  toe  before 
and  after  immersion  of  the  hand  and  forearm  in 
water  at  a temperature  of  115  F.  (46.1  C.)  for 
twenty  minutes  (Fig.  3).  Organic  arterial 
disease  is  inferred  by  the  absebt  or  slight  rise  in 
temperature  indicating  gross  involvement  of  the 
vessels.  A normal  rise,  i.e.,  to  95  F.  (35  C.),  sug- 
gests vasospasm.  An  intermediate  rise  indicates 
the  likelihood  of  partial  obliterative  disease. 
Another  important  diagnostic  use  of  surface  tem- 
perature determinations  is  the  evaluation  of 
sympathetic  nerve  block,  vasodilator  drugs,  and 
physical  therapy  procedures. 

A further  approach  to  knowledge  of  the  vessels 
at  the  periphery  is  possible  through  the  phenom- 
ena of  fluorescence.  Fluorescein  (resorcinol- 
phthalein)  is  a dye  which  is  fluorescent  when 
viewed  in  the  dark  beneath  an  ultraviolet  genera- 
tor covered  with  a glass  filter  containing  nickel 
oxide  (Wood’s  Filter).3  This  phenomenon  can 
be  used  for  circulation  time  studies  and  in  pro- 
viding additional  information  in  patients  with 
peripheral  vascular  disease.4 

In  this  method  the  dye  is  injected  intrave- 
nously. For  determining  the  circulation  time, 
the  completion  point  is  indicated  by  the  sudden 
appearance  of  a bright,  yellowish  fluorescence  on 
the  inner  margin  of  the  eyelids  and  with  bright 
vertical  lines  in  the  tiny  capillaries  of  the  iris. 
In  peripheral  vascular  disease,  the  normal  glow 
may  be  absent  in  that  area  of  skin  served  by  an 
artery  which  contains  an  embolus  or  is  scle- 
rosed. 

Apart  from  instrument  utilization  in  diagnos- 
ing cardiovascular  conditions,  various  methods  of 
exercise  have  been  employed.  For  example,  in  a 
doubtful  case  of  angina  the  patient  can  be  exer- 
cised with  the  view  of  bringing  on  the  distress. 
This  can  be  performed  by  having  the  patient 
walk  upstairs  until  pain  is  produced. 

Claudication  time  may  be  obtained  by  measur- 
ing the  time  taken  to  produce  the  typical  distress 
of  pain  in  the  muscles  of  the  calf.  Likewise, 
anginal  attacks  may  also  be  evoked  by  having  the 
patient  breathe  an  atmosphere  poor  in  oxygen 
content  (10  per  cent)  for  ten  to  twenty  minutes. 
This  also  can  be  a useful  diagnostic  method  for 
potential  cardiacs  who  request  an  opinion  as  to 
the  advisability  of  air  travel. 

In  addition  to  exercise  tests,  postural  tests  for 
circulatory  efficiency  have  been  suggested.  A 
simple  and  rather  useful  test  in  circulatory  disease 
diagnosis  is  postural  effects  on  the  color  of  the 
skin  of  the  extremities.  In  the  lower  extremities, 
a simple  test  of  circulatory  impairment  is  to  have 
the  recumbent  patient  elevate  his  feet  above  his 
head.  Skin  color  change  is  watched  for  after  a 
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suitable  interval.  Then  the  patient  hangs  his 
legs  over  the  edge  of  the  table  or  bed.  Normal 
color  should  return  in  fifteen  seconds.  Arterial 
circulatory  impairment  in  the  upper  limbs  may 
be  detected  by  clenching  the  hands  ten  times 
when  elevated  above  the  head.  If  the  skin  of  the 
volar  surface  of  the  hands  is  blanched  excessively 
and  uniformly,  generalized  impairment  is  sug- 
gested. Pressure  on  the  radial  artery  at  the 
wrist  and  on  the  ulnar  may  give  a clue  as  to  which 
vessel  is  diseased.  Patchy  or  irregular  blanching 
indicates  local  occlusion,  e.g.,  in  the  digital 
arteries. 

Another  type  of  test,  employing  cold  as  a stim- 
ulus to  the  vascular  system,  is  the  cold  pressor 
test.6  This  is  useful  in  early  hypertensive  vas- 
cular disease. 

The  rise  of  blood  pressure  (mainly  reflex  in 
origin)  produced  by  cold  is  determined  as  follows: 
the  subject  rests  in  the  supine  position  for  twenty 
to  sixty  minutes  in  a quiet  room  so  that  his  pres- 
sure falls  to  basal  level.  A sphygmomanometer 
cuff  is  wrapped  around  one  arm.  One  hand  is 
immersed  in  iced  water  (at  4 C.)  to  a point  just 
above  the  wrist.  The  blood  pressure  is  then 
read  at  thirty-  to  sixty-second  intervals.  The 
hand  is  removed  from  the  water,  and  blood 
pressure  readings  are  taken  every  two  minutes 
until  the  basal  level  is  regained.  In  normal  sub- 
jects, the  maximal  rise  occurs  after  thirty  seconds, 
and  the  rise  is  over  in  two  minutes.  A rise 
I exceeding  20  mm.  of  mercury  systolic  or  15  mm. 
of  mercury  diastolic  is  an  excessive  reaction. 

As  we  have  seen,  knowledge  of  the  state  of  the 
circulatory  system  has  been  sought  through 
! devious  routes.  Most  of  these  have  employed 
visual  means.  A further  approach  can  be  in- 
i stituted  by  way  of  special  photography. 

Since  the  human  eye  can  only  capture  and 
1 respond  to  visible  radiation  in  the  form  of  images, 
a method  has  been  developed  to  extend  our  range 
; into  the  infrared  zone  by  means  of  photography 
I with  infrared  sensitized  plates.  It  is  now  pos- 
sible to  study  the  superficial  and  not  too  deep 
vascular  system. 

Most  of  the  technics  which  have  been  evolved 
relate  generally  to  the  arterial  side  of  the  cardio- 
vascular system.  Infrared  photography,  there- 
I fore,  has  a particular  application  to  the  venous 
side  of  our  conducting  system,  a major  portion 
of  which  is  superficial  in  the  body.  Because  of 
this,  a simple  means  of  studying  the  radiant 
transmission  by  the  skin  is  offered  to  us.  By  the 
appropriate  technic,  varicose  veins,  skin  tumors, 
superficial  vessels  in  the  breast  and  abdomen  of 
pregnant  women,  and  progressive  thrombosis 
can  be  readily  outlined.  In  cases  of  suspected 
early  obstruction  of  the  vein,  the  collateral  cir- 
culation can  be  demonstrated.6  Also,  some 


(By  courtesy  of  H.  L.  Gibson,  Medical  Radiography  and 
Photography,  1945) 

Fig.  4.  Patient,  age  sixty-two  years,  shows  very 
early  Paget’s  disease  of  the  left  nipple.  Note  indi- 
cations of  increased  blood  supply  to  the  tumor  re- 
gion. _ 

estimation  of  the  healing  potentialities  of  indolent 
ulcers  or  skin  areas  for  grafting  may  be  gathered 
this  way.  In  the  early  diagnosis  of  skin  malig- 
nancies or  neoplasm  in  the  underlying  structures, 
as  Paget’s  disease  of  the  nipple,  we  can  expect 
zonal  venous  markings  which  are  abnormal  (Fig. 
4).  This  increased  vascularity  should  make  us 
suspicious  enough  to  ask  for  a biopsy. 

Physical  methods  which  can  be  employed  in 
vascular  problems  depend  upon  what  segment  of 
the  circulatory  system  one  desires  to  investigate. 
Similarly,  the  nervous  system  can  be  objectively 
studied.  In  this  case,  the  principal  means  is  to 
examine  the  electrical  reactions  of  nerve  and  the 
electrical  activity  of  muscle. 

The  principal  use  of  electricity  in  the  diagnosis 
of  nervous  disease  is  to  afford  confirmatory  evi- 
dence (a)  when  a lesion  of  the  lower  motor  neu- 
ron is  present,  and  (6)  in  rare  diseases  of  muscles, 
e.g.,  myasthenia  gravis. 

The  electrodiagnosis  of  muscle  and  nerve  is 
carried  out  by  means  of  the  faradic  (alternating) 
and  galvanic  (direct)  currents.  The  faradic 
current  causes  a tetanic  muscular  contraction  as 
long  as  the  current  is  in  motion.  The  galvanic 
current  only  causes  a contraction  when  the 
current  is  made  or  broken  but  not  when  it  is 
passing  through  the  muscle.  Either  current  is 
usually  applied  over  a motor  point,  i.e.,  suppos- 
edly where  the  nerve  enters  the  muscle,  but  may 
be  applied  where  the  best  response  is  obtained. 
It  must  be  borne  in  mind  that  various  electrical 
reactions  are  produced  in  lower  motor  neuron 
lesions,  myopathies,  and  other  rare  conditions. 
They  do  not,  as  a rule,  occur  in  upper  motor 
neuron  lesions. 

In  muscle  or  nerve  injuries,  the  electrical 
reactions  are  of  extreme  importance  in  diagnosis 
and  prognosis  of  these  components.  When  a 
nerve  undergoes  Wallerian  degeneration,  an 
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altered  electrical  reaction  is  obtained  which  is 
known  as  the  reaction  of  degeneration  or,  simply, 
R.D.  Since  the  reaction  of  degeneration  (R.D.) 
gives  us  knowledge  of  the  conductivity  of  im- 
pulses in  the  peripheral  nerve  fiber,  a clear  un- 
derstanding of  its  significance  bears  repetition. 

Reaction  of  degeneration  can  be  either  partial 
or  complete.  Since  some  individuals  prefer  a 
classification  of  full,  partial,  or  absolute,  this  may 
be  mentioned.  However,  for  the  sake  of  sim- 
plicity, degrees  of  partial  degeneration  are 
grouped  under  this  latter  term.  The  different 
stages  of  nerve  degeneration  will  cause  variegated 
responses  depending  on  the  amount  of  damage  to 
nerve  cells  or  fibers.  Also,  where  partial  R.D. 
is  present,  greater  skill  and  considerable  experi- 
ence in  the  interpretation  of  the  findings  is 
necessary.  It  must  be  emphasized,  furthermore, 
that  for  degeneration  to  occur,  sufficient  time 
must  elapse;  otherwise  erroneous  values  are 
obtained.  Simply  stated,  if  the  nerve  has  under- 
gone complete  degeneration,  the  muscle  shows 
(a)  no  response  to  both  faradic  (a.c.)  and  gal- 
vanic (d.c.)  currents  and  ( b ) repeated  negative 
response  after  a suitable  interval,  i.e.,  one  year. 

Partial  R.D.  may  be  present  in  a nerve  under- 
going degeneration  up  to  two  weeks  after  the 
initial  injury  and  complete  R.D.  from  about 
fourteen  days  onward.  The  R.D.,  irrespective  of 
degree,  can  be  considered  to  be  partial  when  there 
is  a diminished  response  to  faradic  and/or  gal- 
vanic stimulation.  Many  variations  of  this  are 
seen,  e.g.,  the  myopathies  are  diminished  quan- 
titatively; in  myasthenia  gravis  there  is  a slow 
failure  to  contract  after  application  of  the  faradic 
current;  in  myotonia  congenita  the  contraction 
continues  after  the  cessation  of  current;  in 
tetany  there  is  an  increased  excitability.  Gen- 
erally speaking  then,  the  characteristics  of 
partial  R.D.  are  (a)  loss  or  diminution  of  response 
to  faradic  (a.c.)  current  and  (6)  sluggish  response 
to  the  galvanic  (d.c.)  current.  The  significance 
of  reaction  of  degeneration  is  that  partial  R.D. 
cases  may  recover;  complete  R.D.  cases  have  a 
relatively  hopeless  prognosis  as  regards  the  re- 
covery of  the  particular  nerve. 

Another  and  more  accurate  method  of  follow- 
ing degenerative  changes  in  nerves  is  measure- 
ment of  chronaxie.  Chronaxie  is  the  time  during 
which  a current,  twice  as  great  as  the  rheobase, 
must  flow  to  excite  a muscle.  Rheobase  is  the 
weakest  direct  current  in  volts  which  will  activate 
a muscle  indefinitely.  In  addition,  substantial 
information  in  neuromuscular  disorders  can  be 
sought  by  means  of  strength-frequency  curves,  as 
these  electrical  determinations  are  both  sensitive 
and  quantitative.7  Absolute  values  can  be  ob- 
tained, provided  the  technic  is  standardized. 
Nevertheless,  there  are  greater  possibilities  of 


error,  and  consequently,  these  should  be  regarded 
as  laboratory  procedures.  Strength-duration 
and  strength-frequency  curves  have  been  found 
to  consist  of  more  than  one  component  by  utiliz- 
ing extremely  sensitive  apparatus.  One  of  the 
most  reliable  guides  of  muscle  excitability  is  the 
strength-duration  curve.  Its  advantage  is  that 
the  curve  can  show  the  commencement  and 
changes  in  innervation  of  muscle  excitability  be- 
fore being  observed  clinically. 

A comparatively  new  method  of  electrodiagno- 
sis has  come  into  vogue  which  makes  use  of  the 
electromyograph.8  Many  workers  have  shown 
that  voluntary  muscle  tissue  demonstrates  elec- 
trical activity.  When  the  muscle  becomes 
fibrosed,  none  can  be  obtained.  Since  the 
potentials  are  low  in  voltage,  they  consequently 
require  considerable  amplification.  To  record 
these,  an  ink- writing  device  can  be  employed,  or 
they  can  be  reproduced  in  visible  form  on  the 
fluorescent  screen  of  a cathode-ray  oscillograph 
and  then  photographed.  Needle  or  surface  elec- 
trodes are  used  to  detect  this  activity. 

Using  these  technics,  characteristic  data  have 
been  secured.  In  addition  to  the. characteristics 
of  denervated  muscle,  normal  kinesiology  of 
individual  muscles  has  been  determined.9  As  an 
aid  in  the  diagnosis  of  peripheral  nerve  injury, 
it  has  been  found  that  fibrillation  action  poten- 
tials in  the  absence  of  motor  unit  action  potentials 
are  indicative  of  a complete  lower  motor  neuron 
lesion.  When  muscles  show  a complete  reaction 
of  degeneration,  this  information  can  be  of  con- 
siderable value  in  prognosis.  When  the  injured 
peripheral  nerve  commences  to  regenerate,  a com- 
bination of  fibrillation  and  polyphasic  motor  unit 
action  potentials  appear.  Fibrillation  remains 
vigorous  until  early  reinnervation  and  then  dis- 
appears. By  this  method  we  can  determine 
the  electrical  activity  of  muscle  before  there  is  a 
change  in  the  R.D. 

Localization  of  nerve  root  injury  due  to  com- 
pression may  prove  most  useful.  Furthermore, 
data  for  differential  diagnosis  in  various  neuro- 
muscular disorders,  e.g.,  Parkinsonism,  progres- 
sive muscular  atrophy,  and  amyotrophic  lateral 
sclerosis,  can  be  made  available.  This  method 
has  also  been  of  great  help  in  following  the  effects 
of  medicaments  injected  into  the  body,  e.g.,  I 
curare  in  poliomyelitis,  intravenous  procaine  in 
muscle  spasm,  etc. 

Two  relatively  recent  advances  have  been  made 
in  regard  to  blood  diagnoses : the  electrophoretic 
property  of  the  blood  has  been  explored,  and  the 
use  of  radioactive  isotopes  has  and  is  being  in- 
vestigated. Electrophoresis  or  the  migration  of 
particles  in  fluids  has  led  to  the  fractionation  of  j 
blood  serum.  Using  this  method,  chemical  and 
physiologic  experiments  have  been  qualitatively 
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and  quantitatively  analyzed.  The  great  hope  is 
that  some  day  it  may  prove  particularly  useful 
as  a means  of  isolating  and  purifying  viruses. 

Radioactive  isotopes  or  “tagged  substances” 
are  being  made  use  of  at  present  in  diagnostic 
and  medical  research.  A long  list  of  these  is 
available;  carbon,  phosphorus,  iron,  sodium,  and 
iodine  are  a few  that  can  be  mentioned  which  have 
given  valuable  information  in  metabolism  as  well 
as  cancer  studies.  Three  principal  technics  have 
been  employed:  (1)  autoradiographic,  where 

tissues  containing  tracers  are  photographed; 
(2)  in  vitro  method,  where  the  residues  are  meas- 
ured for  activity,  and  (3)  in  vivo  method,  where 
the  Geiger  counter  is  used.  Using  these  methods 
hitherto  unapproachable  problems  can  now  be 
attacked. 

Since  the  Geiger  counter  has  been  mentioned, 
perhaps  a few  remarks  concerning  its  use  may  be 
made  here.  This  method  consists  of  an  electrical 
means  of  counting  alpha  particles.  The  original 
apparatus  was  modified  for  cosmic,  x-ray,  and 
gamma  ray  studies.  A special  counter  tube  was 
devised  and  placed  in  a circuit  arrangement  with 
an  electrometer.  This  tube  is  essentially  a diode 
filled  with  gas  at  a low  pressure.  The  gas  con- 
tent and  voltage  across  the  tube  are  so  adjusted 
that  entry  or  release  of  a single  charged  atomic 
particle  such  as  an  electron,  proton,  or  alpha  par- 
ticle between  the  electrodes  produces  ionization. 
This  causes  a rapid  discharge  of  a comparatively 
large  quantity  of  electricity  across  the  inter- 
electrode space.  The  manifestation  can  be 
visualized  or  made  audible. 

Perhaps  one  further  word  may  be  mentioned 
here  while  on  the  topic  of  atomic  medicine.  As 
we  enter  the  new  age  of  atomic  physics,  some- 
thing has  been  shown  as  to  how  radioactive  iso- 
topes or  “tracer  substances”  are  being  employed 
in  the  study  and  investigation  of  both  physio- 
logic and  pathologic  processes.  Their  maximum 
aid  in  diagnosis  is  yet  to  be  realized. 

The  Geiger  counter  was  the  first  practical  tool 
for  the  detection  of  radioactivity.  Simpler  and 
more  convenient  forms,  as  the  Minometer  Ioniza- 
tion Chamber,  are  being  used  by  those  handling 
or  coming  in  contact  with  deleterious  radiations. 
An  undue  quantity  of  these  radiations  can  result 
in  profound  changes  in  the  blood. 

The  Minometer  is  a pen-sized  ionization  cham- 
ber that  measures  individual  absorption  of 
scattered  radiation.  It  permits  a reading  up  to 
0.2  r units  per  day.  The  daily  tolerance  dose  for 
atomic  energy  and  other  workers  in  this  field  has 
been  estimated  at  0.1  r per  day.  For  obvious 
reasons,  it  is  most  useful  for  x-ray  and  radium 
workers.  This  new  pocket  device  comes  in  two 
parts,  string  electrometer  and  ionization  cham- 
ber. This  latter  acts  as  a condenser  which,  when 


inserted  into  the  electrometer,  is  given  a charge 
to  a definite  voltage.  When  radiation  is  present, 
the  ionization  of  the  air  within  the  chamber 
causes  the  voltage  to  “leak  off.”  When  this  is 
reinserted  in  the  electrometer,  the  voltage  change 
is  indicated  on  the  scale  in  roentgen  units. 

By  using  this  method  in  the  diagnosis  of  exces- 
sive radiations,  we  have  one  of  the  best  insurances 
against  tragedies  that  could  have  been  prevented. 

Summary 

A discussion  of  the  methods  as  used  in  physical 
medicine  for  the  diagnosis  of  various  conditions 
has  been  presented.  Particularly  in  the  diagnosis 
of  circulatory  and  nervous  disorders,  they  have 
been  found  to  give  very  valuable  information. 
Certain  established  technics  have  been  stressed 
where  indicated. 

Discussion 

Sidney  Licht,  M.D.,  Cambridge , Massachusetts 
(By  invitation ). — If  physical  medicine  is  to  continue 
as  a specialty  in  more  than  name  only,  it  must  prove 
itself  indispensable  to  other  branches  of  medicine, 
and  its  specialists  must  prove  that  they  can  do  cer- 
tain things  better  than  general  practitioners,  other 
specialists,  and  physical  therapy  technicians.  The 
importance  of  this  paper  is  in  its  title,  for  diagnosis, 
if  adequately  pursued  by  the  specialist  in  physical 
medicine,  will  win  respect  and  permanence  for  him. 
The  physical  medicine  specialist  must  develop  man- 
ual skills  and  interpretative  faculties  which  others 
cannot  gain  without  time-consuming  training.  In 
short,  he  must  gain  the  position  in  the  medical  com- 
munity which  other  physicians  will  be  forced  to  ac- 
cept as  essential.  There  are  few  areas  in  physical 
medicine  which  cannot  be  handled  by  technicians,  as 
is  proved  by  the  ever-lessening  contact  between 
physical  medicine  specialists  and  the  equipment  in 
their  departments,  but  in  the  field  of  diagnosis  by 
physical  methods  there  are  several  which,  by  their 
very  nature  of  time  consumption,  tediousness,  and 
interpretation,  have  more  or  less  been  willingly  aban- 
doned to  him  by  his  colleagues  and  not  yet  invaded 
by  the  technician.  By  accepting  and  developing 
these  gift  horses  the  physical  medicine  specialist  can 
and  must  gain  the  dependence  of  other  physicians. 

I have  personally  witnessed,  as  I am  sure  many  of 
you  must  have,  the  favorable  change  in  the  attitude 
of  staff  physicians,  time  after  time  at  different  hospit- 
als and  clinics,  when  it  became  known  that  the 
physical  medicine  department  could  supply  diag- 
nostic information  in  terms  of  the  third  decimal  place 
of  chronaxie  and  the  esoteric  numbers  of  oscillometry 
and,  when  it  was  learned  that  the  physician  attended 
to  the  testing  and  evaluations  himself,  he  was  no 
longer  regarded  as  a rubber  stamp,  but  as  a physician 
— a specialist. 

I believe  that  for  the  present  there  are  five  major 
diagnostic  procedures  which  all  physical  medicine 
specialists  should  pursue  at  their  hospitals  to  the  ex- 
tent of  available  equipment.  I have  not  mentioned 
to  the  extent  of  their  time  because  they  must  either 
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make  time  for  it  or  no  longer  consider  themselves  in- 
dispensable. These  five  areas  are  electrothermom- 
etry, electrodiagnosis,  including  electric  skin  re- 
sistance, oscillometry,  electromyography,  and  most 
important  in  the  eyes  of  some,  voluntary  muscle 
evaluation. 

In  the  field  of  electrodiagnosis  there  have  been  in- 
numerable attempts  made  to  find  newer  ways  of  say- 
ing one  simple  thing.  Although  it  is  true  that  the 
clinical  test  for  nerve  degeneration  will  give  an  imme- 
diate answer,  in  most  cases,  to  the  question  concern- 
ing the  physiologic  and  anatomic  status  of  the  nerve, 
as  long  as  our  fellow  physicians  are  more  impressed 
by  an  answer  containing  three  or  more  significant 
figures,  I believe  we  should  take  advantage  of  this 
weakness  and,  whenever  possible,  use  the  more  re- 
fined methods  of  electrodiagnosis.  We  must  not 
have  too  much  confusion  within  our  own  ranks,  how- 
ever, and  for  this  reason  it  is  with  much  joy  that  I 
witness  the  present  trend  of  returning  to  the  appre- 
ciation and  use  of  chronaxie  rather  than  the  many 
ratios,  strength-duration  curves,  and  other  recent 
formulae  to  which  so  much  attention  was  paid  during 
the  last  war. 

I believe  that  all  physical  medicine  specialists 
should  always  be  on  the  alert  for  the  introduction  of 
more  methods  of  diagnosis  which  can  best  be  per- 
formed in  their  departments  and  to  which  they  can 
give  personal  attention,  because,  with  the  exception 
of  electrosurgery  and  manipulation,  there  are  almost 
no  phases  of  physical  therapy  which  cannot  be 
learned  in  a shorter  time  than  it  takes  to  make  a 
specialist. 


Herbert  Kent,  M.D.,  Closing. — In  reply  to  Dr. 
Hansson’s  question  as  to  the  relative  value  of  the 
various  types  of  instruments  available,  it  is  my  opin- 
ion that  unless  the  instrument  is  accepted  by  the 
American  Medical  Council  on  Physical  Medicine,  it 
is  dependent  upon  the  individual  who  uses  this  pro- 
cedure to  see  that  the  merits  of  the  device  are  all  that 
the  manufacturer  claims.  This  particularly  applies 
to  those  carrying  on  research.  In  these  cases,  ex- 
periments should  be  carried  out  to  establish  the  accu- 
racy of  the  instrument. 

In  closing,  I wish  to  thank  Dr.  Sidney  Licht  for  his 
kindness  in  discussing  my  paper.  I also  wish  to 
thank  Dr.  William  Bierman,  Mr.  H.  L.  Gibson, 
Eastman  Kodak  Company,  General  Electric  X-Ray 
Corporation,  and  U.M.A.  Inc.  for  their  kindness  and 
courtesy  in  supplying  me  with  the  instruments, 
photographs,  and  lantern  slides. 
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PROPAGANDA  AT  TAXPAYERS’  EXPENSE 
Mr.  Ewing’s  lengthy  and  elaborate  booklet,  The 
Nation’s  Health — a 10-Year  Program , evidently  has 
been  mailed  to  many  or  all  Rotary  Club  presidents 
in  the  United  States  at  taxpayers’  expense. 

The  booklet,  which  contains  186  pages  and  is  con- 
sidered more  or  less  the  “bible”  for  social  planners 
in  their  fight  for  compulsory  sickness  insurance,  was 
originally  intended  to  be  sold  for  $1.00.  The  last 
page  carries  this  information:  “U.S.  Government 
Printing  Office,  1948;  for  sale  by  the  Superintendent 
of  Documents,  U.S.  Government  Printing  Office, 
Washington  D.C.;  price  $1.00.” 

Here  is  what  one  Rotary  Club  president  said  in  a 
letter  to  me  after  he  received  the  booklet: 

“I  haven’t  read  it  [the  booklet]  over,  but  in  the 
preface  Mr.  Ewing  states  he  is  depending  on  civic 
clubs  such  as  ours  to  help  pave  the  way.  It  might 
be  explained  how  the  taxpayers’  money  is  being  spent 
in  putting  out  such  an  elaborate  treatise  for  political 
propaganda  purposes.” 


If  it  is  a fact  that  the  Federal  Security  Administra- 
tion mailed  a $1.00  government  publication  to  ap- 
proximately 4,200  Rotary  Club  presidents  in  the 
United  States,  probably  in  addition  to  thousands  of 
other  civic  club  presidents,  there  is  little  wonder 
why  a Congressional  Committee  recently  began 
squawking  about  the  money  which  the  F ederal  govern- 
ment is  spending  for  “sheer  propaganda  designed  to 
influence  public  thinking  and  to  bring  pressure  on 
Congress.” 

In  its  final  report  of  the  80th  Congress,  the  House 
Executive  Subcommittee  on  Publicity  and  Propa- 
ganda said  there  is  “considerable  overstaffing  in  the 
press  relations  offices  of  a number  of  government 
agencies”  and  that  many  press  relations  employes 
are  utilized  by  lobbyists  “in  furtherance  of  propa-* 
ganda  drives.” 

— Secretary’s  Letter , January 31, 1949 


REHABILITATION  IN  POLIOMYELITIS 

Kristian  G.  Hansson,  M.D.,  New  York  City 

(From  the  Cornell  University  Medical  College  and  Hospital  for  Special  Surgery) 


DURING  the  last  eight  years  we  have  had 
much  discussion  on  the  early  treatment  of 
poliomyelitis,  the  percentage  of  recovery,  and  the 
mode  of  early  treatment.  In  studying  the  vari- 
ous reports  the  end  results  were  very  much  the 
same  with  the  different  treatments,  i.e.,  70  per 
cent  recovered  completely,  18  per  cent  showed 
slight  residual  paralysis,  and  12  per  cent  severe 
paralysis.  It  is  this  last  group  of  patients  with 
marked  handicaps  where  rehabilitation  plays  an 
important  part. 

Our  interest  in  rehabilitation  was  much  in- 
creased during  the  last  war.  Although  the  word 
“rehabilitation”  means  to  restore  somebody  to 
his  former  state,  it  has  come  to  include  all  our 
efforts  to  overcome  the  damage  to  the  human 
body  wrought  by  trauma  or  illness.  The  word 
convalescence  is  often  used  in  civilian  hospitals, 
and  reconditioning  is  the  term  used  in  military 
hospitals. 

Although  rehabilitation  is  usually  associated 
with  the  convalescence,  we  must  realize  that 
rehabilitation  really  starts  with  the  beginning 
of  the  acute  onset.  The  restoration  to  the  maxi- 
mum recovery  is  the  guiding  spirit  of  all  our 
efforts  in  the  treatment  of  the  polio  patient. 

We  will  discuss  polio  rehabilitation  under  five 
headings:  (1)  treatment  and  prevention  during 
the  acute  stage,  (2)  bed  rest,  activity,  and  nu- 
trition, (3)  physical  rehabilitation,  (4)  mental 
readjustment,  and  (5)  vocational  training. 

% 

Early  Treatment 

Everything  we  do  for  the  acute  poliomyelitis 
patient,  be  it  position  in  bed  to  prevent  con- 
tractures, application  of  heat  to  overcome  spasm, 
or  exercise  to  strengthen  muscles,  fits  into  the 
picture  of  rehabilitatiqn.  We  keep  the  patient 
in  bed  until  it  becomes  safe  for  him  to  carry  his 
weight.  The  condition  of  joint  stability  and 
muscle  strength  determines  the  time  for  weight 
bearing. 

In  order  to  secure  the  best  rehabilitation,  the 
early  treatment  consists  of : 

1.  Maintenance  of  nutrition  by  proper  diet 
including  amino  acids,  testosterone,  and 
estrogen. 

2.  Instruction  in  proper  body  mechanics  in 
bed. 
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3.  Early  passive  exercises  to  keep  normal 
range  of  motion  in  joints  and  prevent  con- 
tractures. 

4.  Therapeutic  measures  for  muscle  spasm: 

(а)  Heat  to  muscles  which  show  spasm. 

(б)  Individual  tank  with  whirlpool  and 
water  of  100  F. 

(c)  Curare. 

5.  Muscle  re-education  to  secure  the  maxi- 
mum return  of  muscle  function. 

The  most  difficult  patients  for  rehabilitation 
are  those  patients  who  have  spent  several  weeks 
in  a respirator.  The  position  in  the  respirator 
produces  persistent  adduction  contractures  of  the 
shoulders  with  cupping.  These  patients  also 
show  marked  asthenia.  It  is  to  be  hoped  that 
the  present  respirator  will  be  replaced  by  new 
types  that  will  allow  free  movement  of  the 
extremities.  The  following  case  report  is  of 
interest. 

Case  1. — An  eighteen-year-old  girl  was  taken  sick 
the  first  week  of  December,  1946.  She  was  taken  to 
a hospital,  where  her  appendix  was  removed.  When 
she  returned  home,  she  still  had  abdominal  pain,  and 
one  day  found  she  could  not  move  her  legs. 

She  was  told  she  had  infantile  paralysis  and  was 
removed  to  a hospital  in  Brooklyn,  where  she  was 
treated  with  prone  packs  for  three  weeks.  She  then 
was  transferred  to  the  Hospital  for  Special  Surgery 
where  she  was  placed  on  a hard  bed  with  her  feet 
against  a foot  board.  She  was  given  packs,  under- 
water treatments,  and  daily  muscle  stretching. 
She  was  put  on  a diet  to  reduce. 

Later  she  was  given  a long  leg  brace  for  her  right 
leg.  She  has  stood  in  a walker  for  short  periods  of 
time  and  is  now  learning  balance  on  crutches  and 
walks  a short  distance.  She  went  to  the  therapeutic 
pool  every  day,  and  the  occupational  therapists  kept 
her  busy  whenever  she  was  not  scheduled  for  treat- 
ment. 

Bed  Rest 

The  disadvantages  of  bed  rest  were  much  dis- 
cussed in  the  recent  World  War.  Some  very 
interesting  investigations  on  bed  rest  were 
carried  on  at  Cornell  Medical  College  by  Drs. 
Dietrick,  Whedon,  and  Shorr. 

In  the  study  of  normal  individuals  who  were 
kept  immobilized  by  plaster  casts  in  bed,  it  was 
found  that  much  calcium,  phosphorus,  and  nitro- 
gen were  lost  through  the  urine.  The  same 
losses  were  found  in  polio  patients  who  were  bed- 
ridden for  long  periods.  One  group  of  chronic 
patients  and  one  group  of  acute  cases  were  stud- 
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ied.  These  losses  could  be  overcome  by  placing 
the  patients  on  an  oscillating  bed  for  eight-hour 
periods.  It  is  believed  that  pressure  on  the  soles 
of  the  feet  intermittently  will  maintain  normal 
blood  chemistry. 

The  disadvantages  of  bed  rest  in  polio  patients, 
often  bedridden  for  years,  are  a phase  that  has  been 
neglected  until  now.  The  study  of  the  blood 
chemistry  gives  us  information  on  the  metabolism 
of  patients  confined  to  bed.  It  is  not  rare  to  see 
polio  patients  lose  20  to  30  pounds  while  main- 
taining the  subcutaneous  fat,  and  the  actual  loss 
is,  therefore,  in  muscle  tissue.  We  supplement 
the  polio  patient’s  diet  with  amino  acids.  How- 
ever, this  attempt  at  a polio  diet  has  been  rather 
crude.  With  interests  directed  toward  metabo- 
lism of  polio  patients,  as  is  now  going  on  at  the 
Russell  Sage  Institute  of  Pathology,  we  can  look 
forward  to  a better  understanding  of  muscle 
metabolism.  We  may  hope  to  prevent  loss  of 
weight  or  to  recover  some  weight  by  a proper 
diet  or  well-directed  endocrine  therapy. 

Case  2. — In  July,  1945,  a student  nurse  became 
seriously  ill  and  was  removed  to  a hospital  for  con- 
tagious disease.  She  spent  three  weeks  in  a respira- 
tor and  was  given  prostigmine  injections  to  relax  her 
muscles.  She  was  also  given  hot  packs  until  her 
removal  to  another  hospital  in  August,  1945. 

Treatments  received  there  were  hot  packs,  hot 
pool,  and  physical  therapy.  Seven  months  later  she 
started  underwater  walking  and  was  also  allowed  a 
couple  of  hours  a week  in  a wheel  chair. 

In  November,  1946,  she  was  removed  to  New  York 
Hospital  to  participate  in  experiments  on  bed  rest. 
Her  weight  at  this  time  was  60  pounds.  She  gained 
20  pounds.  However,  the  endocrine  therapy  had  to 
be  discontinued  because  the  patient  developed  a bass 
voice.  Other  studies  were  made  on  the  effect  of 
polio  on  her  metabolism,  and  she  spent  many  days  in 
an  oscillating  bed.  During  this  time  her  physical 
therapy  treatments  were  continued,  and  she  was 
fitted  with  two  long  leg  braces.  In  July,  1947,  she 
was  discharged  to  her  home. 

In  September,  1947,  she  was  transferred  to  the 
Hospital  for  Special  Surgery  for  rehabilitation.  Her 
treatment  here  consisted  of  exercises  in  the  thera- 
peutic pool.  She  can  now  stand  with  the  help  of  the 
walker  and  even  take  a few  steps.  Since  her  acute 
illness  she  has  had  several  severe  attacks  of  ab- 
dominal pain.  This  was  diagnosed  as  a kidney  stone 
in  April,  1948,  and  the  stone  was  removed.  One 
week  following  the  operation  she  was  able  to  get  out 
of  bed  and  sit  in  a wheel  chair.  Her  walking  was  re- 
sumed in  another  week. 

During  the  last  year  she  has  received  instruction  in 
shorthand  and  typewriting  and  is  progressing  fairly 
well  in  both  of  these  subjects.  This  knowledge  will 
qualify  her  for  a secretarial  position. 

Physical  Rehabilitation 

The  limited  meaning  of  physical  rehabilitation 
should  begin  when  the  maximum  muscle  strength 


has  been  recovered.  It  has  been  shown  by  pre- 
vious work  that  the  useful  recovery  takes  place 
during  the  first  six  months.  It  is  true  that  some 
improvement  will  continue  for  years,  but  this  is 
rarely  of  functional  value. 

It  seems  rational,  therefore,  to  set  the  sixth 
month  as  the  beginning  of  physical  rehabilitation. 

In  the  first  six  months  the  great  emphasis  is  laid 
on  rest  in  the  proper  position,  the  avoidance  of 
strain  on  joints,  ligaments,  and  muscles.  After 
six  months  we  stress  functional  activity  for 
practical  purposes.  The  patient  is  encouraged 
to  help  himself  with  his  personal  hygiene,  to  put 
on  braces,  get  out  of  bed,  and  to  get  into  and  out 
of  a chair.  In  general,  activities  are  stressed 
rather  than  rest.  The  exercises  are  changed 
from  muscle  re-education  exercises  to  maximum 
effort  exercises. 

Mechanical  supports  are  now  recommended, 
such  as  abduction  splint  for  paralyzed  deltoid, 
high  or  low  back  braces  for  weak  trunk  muscles, 
long  leg  braces  to  prevent  collapse  of  the  knee, 
and  supporting  appliances  for  the  ankle.  Every- 
thing is  done  to  facilitate  ambulation  without 
doing  harm  to  the  patient.  Walking  in  the  pool 
with  braces,  when  necessary,  is  the  first  step  in 
ambulation. 

Then  comes  the  use  of  a walker  and,  later, 
balancing  on  crutches.  When  the  patient  can  bal- 
ance himself  on  crutches,  we  start  gait  training 
and  crutch  walking.  Substitution  movements  • 
may  even  be  encouraged.  As  an  example,  in 
paralyzed  tibialis  anticus  we  may  train  the  patient 
to  dorsal  flex  the  ankle  by  using  extensors  of  toes, 
while  the  toes  are  maintained  in  flexion. 

After  two  years  of  convalescence,  orthopedic 
surgery  should  be  considered,  such  as  fusions  to  : 
stabilize  joints  and  thereby  discard  braces. 
Tendon  transplants  are  used  for  balancing  of 
joint  movement  or  to  gain  opposition  of  a thumb, 
epiphysidesis  to  equalize  leg  length,  spine  fusion, 
etc. 

In  physical  rehabilitation,  physical  therapy 
plays  an  important  role.  Functional  occupa-  . 
tional  therapy  should  be  .stressed  more  and  plays 
a great  part  in  convalescence  of  the  polio  patient.  , 
The  following  case  report  is  to  be  noted. 

Case  3.— In  September, *1945,  a twelve-year-old 
boy  entered  a hospital  because  he  was  ill.  He  was 
told  that  he  had  infantile  paralysis  and  spent  six 
weeks  in  a respirator. 

He  was  transferred  to  the  Hospital  for  Special 
Surgery  on  October  31,  1945,  where  he  had  daily 
packs  and  stretching  exercise.  He  also  had  many 
injections  of  curare  followed  by  exercises  to  stretch 
his  spastic  muscles.  The  following  summer  he  was 
able  to  sit  up  in  bed  for  fifteen  minutes  a day. 

He  went  home  for  the  summer  months  and  re- 
ceived treatments  three  times  a week  by  a visiting 
physical  therapist.  The  following  fall  he  was  still 
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unable  to  walk  and  re-entered  the  Hospital  for 
Special  Surgery  for  continued  rehabilitation.  He 
had  daily  treatments  in  the  therapeutic  tank,  and  he 
was  taught  to  stand  in  a walker.  In  December,  1946, 
he  took  his  first  steps  with  two  crutches  and  one  long 
leg  brace,  and  he  was  able  to  go  up  and  down  stairs 
before  he  was  sent  home  on  June  7,  1947. 

The  following  November  he  re-entered  the  hos- 
pital for  the  third  time  for  the  correction  of  a 
scoliosis,  and,  in  addition,  it  was  decided  to  fuse  the 
right  shoulder  which  was  flail.  After  sixteen  weeks 
the  cast  was  removed,  and  the  results  were  satisfac- 
tory. 

Mental  Rehabilitation 

The  psychologic  aspect  of  all  sickness  has  been 
realized  lately,  and  the  part  it  plays  in  polio- 
myelitis has  received  much  attention  during  the 
last  year.  The  handicapped  polio  patient  has 
to  meet  two  challenges.  First,  the  uncertainty 
of  recovery  in  the  early  phase  and  later  the 
realization  that  he  will  not  be  perfectly  normal 
again. 

The  great  difference  between  acute  polio  and 
other  acute  disease  is  the  absence  of  pain  in  polio 
after  the  first  three  weeks.  The  stay  in  the 
hospital  is  not  without  some  cheer.  In  fact  we 
may  sometimes  see  well-meaning  organizations 
actually  spoil  the  children.  However,  being 
away  from  its  family  under  institutional  disci- 
pline makes  the  early  phase  of  convalescence 
abnormal  to  the  child  patient  as  well  as  to  the 
adult  patient.  It  is  surprising  how  soon  children 
adjust  themselves  to  being  away  from  home  and 
how  much  companionship  they  enjoy  with  fellow 
patients.  Only  the  occasional  patient  worries 
much  over  the  future  as  long  as  he  is  on  active 
therapy  of  some  kind. 

When  the  time  comes  to  discontinue  treatment 
and  the  patient  is  told  no  more  improvement  can 
be  expected,  generally  speaking,  the  ensuing 
mental  depression  is  difficult  to  handle.  All 
patients  pass  through  this  period.  Some  show 
the  psychologic  shock ; others  do  not,  but  all  feel 
it.  In  most  cases  the  patient  does  not  take  “no” 
for  an  answer  and  shops  around  among  several 
doctors  until  it  dawns  on  him  that  he  has  reached 
his  maximum  improvement  and  must  do  his  best 
with  what  he  has.  It  is  here  that  diversional 
occupational  therapy  makes  a great  contribution. 
We  must  lead  the  patient’s  mind  and  interest 
toward  hobbies  and  occupations.  Where  school- 
ing is  indicated,  this  should  be  encouraged.  To 
learn  to  draw  and  paint  has  helped  many  pa- 
tients. There  should  be  a return  to  normal  life 
with  social  intercourse  with  friends  and  visits 
to  the  theater  or  the  movies  or  participation  in 
other  recreation  and  amusements.  A typical 
case  is  described. 

Case  4. — In  August,  1945,  a twenty-two-year-old 
woman  became  ill  4vhile  on  board  an  American 


transport,  sailing  for  home  after  serving  with  the 
O.S.S.  in  Italy.  She  was  sent  to  Walter  Reed  Hos- 
pital with  both  legs  and  trunk  muscles  paralyzed. 
She  was  soon  transferred  to  Warm  Springs,  Georgia, 
where  she  was  given  exercises  and  learned  to  walk 
with  a right  leg  brace  and  two  crutches. 

She  moved  to  New  York  in  November,  1946.  She 
lives  alone  and  drives  her  own  car.  In  an  attempt  to 
discard  her  brace  she  met  with  disaster  when  she  fell 
afid  fractured  her  tibia.  She  continued  her  muscle 
re-education  and  swimming  in  New  York. 

During  the  summer  of  1947,  she  motored  to  Maine, 
driving  alone.  She  walks  well  with  a long  leg  brace 
and  Canadian  crutches.  For  the  future  she  has 
various  plans  for  vocation  and  mental  relaxation. 
She  has  attempted  to  write  and  illustrate  short 
stories  and  also  gets  much  pleasure  from  drawing  and 
painting. 

Vocational  Training 

The  ultimate  goal  in  the  rehabilitation  of 
polio  is  to  make  the  handicapped  patient  inde- 
pendent in  his  personal  life,  self-supporting  in  his 
family,  and  a useful  citizen  in  the  community. 
The  Federal  government,  the  State,  and  the 
community  are  awake  to  these  responsibilities 
and  are  organized  to  meet  the  demand  of  most  of 
our  patients.  At  the  Hospital  for  Special 
Surgery  a representative  of  the  Division  of 
Handicapped  of  the  State  Education  Department 
meets  once  a month  with  delegates  from  social 
service,  occupational  therapy,  orthopedics,  and 
physical  medicine  departments.  The  applicants 
for  vocational  training  are  reviewed  and  dis- 
cussed. A vocational  aptitude  test  is  given  to 
the  patient,  and  arrangements  are  made  for 
training  along  lines  suggested. 

I have  personal  experience  with  several  badly 
handicapped  girls,  who  are  wheelchair  patients. 
They  have  been  trained  in  shorthand  and  typing. 
Such  secretaries  can  be  used  in  various  hospital 
offices.  Even  if  they  have  to  live  in  the  hospital, 
they  make  up  for  their  handicap  in  devoted  serv- 
ice to  the  hospital.  They  are  not  apt  to  leave 
on  short  notice  or  complain  of  salary  every 
month.  They  fill  a real  need  in  our  hospitals 
and  become  self-supporting  citizens  and  valuable 
members  of  the  hospital  staff. 

The  occupational  therapy  department  helps 
in  the  training  of  the  vocational  program.  This 
makes  it  possible  for  the  patient  to  start  her 
vocational  training  while  still  undergoing  treat- 
ment in  the  hospital.  Many  correspondence 
courses  are  available. 

The  weakness  in  our  present  program  is  a lack 
of  real  teachers  available  for  instruction  in  useful 
occupations.  Such  organizations  as  Goodwill 
Industries,  Bulova,  and  the  Institute  for  Crip- 
pled and  Disabled  do  very  praiseworthy  work 
but  require  transportation  for  patients,  and  this 
often  represents  a difficult  problem.  A case 
report  follows. 
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Case  5. — A six-year-old  girl  contracted  polio- 
myelitis in  1927  while  living  in  Pittsburgh,  Pennsyl- 
vania. She  was  left  with  paralysis  of  both  legs,  right 
arm,  and  back.  She  spent  five  years  in  a convales- 
cent home  undergoing  rehabilitation. 

When  she  left  Pennsylvania  in  1932,  she  was  wear- 
ing long  leg  braces  attached  to  a Knight  spinal  brace 
with  hip  and  knee  locks.  Thus  harnessed  she  was 
able  to  walk  to  a limited  degree  with  the  help  of 
crutches;  however,  she  spent  most  of  her  time 
sitting  in  a wheel  chair.  This  led  to  hip  flexion  con- 
tracture and  she  was  admitted  to  the  Hospital  for 
Special  Surgery,  where  she  had  her  first  Soutters 
operation. 

She  returned  home  and  attended  high  school.  In 
June,  1937,  she  had  her  second  bilateral  Soutters 
operation.  She  was  then  able  to  complete  high 
school  and  entered  a business  school,  with  the  help  of 
the  State  Rehabilitation  Division. 

By  July,  1941,  a curvature  of  the  spine  had  be- 
come progressively  worse,  and  she  had  her  first 
spinal  fusion  in  July,  1941.  In  1943  the  scoliosis  in- 
creased in  spite  of  the  fusion,  and  pseudoarthrosis 
was  diagnosed.  A second  spine  fusion  was  done  in 
April,  1943,  which  was  followed  by  an  infection  and 
osteomyelitis. 

In  1944  she  had  her  first  job  working  in  the  ac- 
counting office  of  the  Hospital  for  Special  Surgery. 
After  three  months  she  was  admitted  to  the  hospital 
for  penicillin  therapy  for  osteomyelitis.  In  October, 
1945,  she  sustained  a fracture  of  the  right  tibia  which 
was  treated  with  closed  reduction  and  plaster. 

In  September,  1946,  she  had  her  third  spinal  fusion 
and  her  third  Soutter  operation,  both  of  which  were 
very  successful.  On  Christmas  Eve,  1947,  she  fell 
and  sustained  an  intertrochanteric  fracture  of  the 
right  femur  which  was  plated.  She  is  now  per- 
fectly well.  The  fusion  of  the  spine  is  solid  and  the 
fractures  are  well  healed.  However,  she  spends 
most  of  her  time  in  a chair.  She  is  able  to  take  care 
of  herself  and  has  given  up  walking,  but  is  able  to 
hold  a permanent  position  as  medical  secretary  in 
the  hospital,  where  she  lives  in  the  nurses’  quarters. 

Summary 

1.  The  rehabilitation  in  polio  really  starts  in 
the  acute  stage  in  the  form  of  prevention  of  de- 
formity. 

2.  Bed  rest  versus  activity  and  nutritional  re- 
quirement must  be  determined  for  each  individual 
patient. 

3.  Physical  restoration  to  strengthen  and 
coordinate  muscles,  to  support  joints  by  braces 
or  orthopedic  operations,  and  to  retrain  the 
patient  in  a new  functional  activity  has  received 
additional  emphasis  since  the  war. 

4.  Mental  readjustment  should  not  be  neg- 
lected in  a disease  that  can  strike  the  healthiest 
individual  and  make  a wheelchair  patient  out 
of  him  in  a very  short  time. 

5.  Vocational  training  is  the  responsibility  of 
the  community,  the  State,  and  the  Federal  gov- 
ernment and  is  also  recommended  to  make  the 


handicapped  patient  independent  and  a useful 
citizen. 

Conclusion 

It  is  our  duty  to  rehabilitate  the  polio  patient 
after  the  acute  illness.  We  have  not  enough 
hospitals  equipped  for  this  work.  We  need 
special  hospitals  for  convalescent  polio  patients, 
especially  for  adolescent  and  adult  patients.  The 
polio  patients  in  New  York  are  well  cared  for, 
thanks  to  the  support  of  the  National  Foundation 
for  Infantile  Paralysis.  It  is  only  to  be  hoped  that 
New  York  will  soon  have  adequate  convalescent 
hospitals  for  all  polio  patients,  including  adults. 

Discussion 

Hart  E.  Van  Riper,  M.D.,  New  York  (By  in- 
vitation).— A review  of  crippled  children's  registries 
as  maintained  by  Services  for  Crippled  Children  in 
all  of  the  48  states  indicates  that  poliomyelitis  is  still 
the  leading  cause  of  disablement  among  children. 
The  Statistical  Bulletin  of  the  Metropolitan  Life  In- 
surance Company  also  points  out  that  poliomyelitis 
continues  to  cause  an  ever-increasing  number  of 
persons  who  are  disabled  in  one  way  or  another. 
One  who  sees  the  end  results  of  poliomyelitis  epi- 
demics cannot  fail  to  agree  with  Dr.  Hansson  that 
early  rehabilitation  is  important  in  the  treatment  of 
this  disease. 

All  too  frequently,  children  are  admitted  to  hos- 
pitals, given  adequate  early  care  and  treatment,  and 
are  then  discharged  not  prepared  to  utilize  to  the  full 
their  mental  as  well  as  their  physical  resources.  It  is 
my  own  feeling  that  rehabilitation,  that  is  medical 
rehabilitation,  should  begin  with  the  day  the  patient 
is  admitted  to  the  hospital.  It  is  not  sufficient  to 
provide  treatment  over  weeks  or  months  and  then 
institute  rehabilitative  measures.  Even  the  child 
during  early  convalescence,  especially  the  young 
adult,  can,  through  proper  planning,  be  fitted  to  live 
with  the  handicaps  that  have  resulted  from  this 
disease. 

It  is  essential  that  someone  take  the  lead  in  co- 
ordinating the  many  professional  abilities  that  are 
brought  to  bear  on  the  patient.  It  is  quite  logical 
that  the  doctor  of  physical  medicine  is  the  one  best 
qualified  to  coordinate  and  correlate  the  activities  of 
the  manj'  members  of  the  professional  team.  These 
should  include  the  physician  who  is  directly  re- 
sponsible for  the  care  of  the  patient,  either  the  in- 
ternist or  pediatrician  and  the  orthopedist,  the  doctor 
of  physical  medicine,  the  occupational  therapist,  the 
physical  therapist,  the  nurse,  the  psychologist,  the 
vocational  counselor,  the  teacher,  and  others  who 
have  direct  contact  with  the  patient. 

One  cannot  help  but  note  Dr.  Hansson’s  criticism 
of  the  presently  available  respirator.  The  large  tank 
type  of  respirator  unquestionably  prevents  proper 
physical  therapy  to  the  patient,  and  the  confinement 
within  this  apparatus  does  result  in  certain  disabili- 
ties and  deformities  that  could  otherwise  have  been 
prevented.  I have  but  recently  learned  that  the 
Council  on  Physical  Medicine  of  the  American 
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Medical  Association  has  given  approval  to  the 
Blanchard  type  of  so-called  portable  respirator. 
This  apparatus ‘will  allow  a greater  freedom  to  the 
patient  and  permit  active  physical  therapy  and 
treatment  during  the  acute,  convalescent,  and 
chronic  stages  of  the  disease. 

I should  like  to  take  exception  to  one  recommenda- 
tion that  is  contained  in  Dr.  Hansson’s  paper.  I do 
not  believe  that  special  hospitals  for  the  treatment  of 
the  acute,  convalescent,  or  chronic  poliomyelitis 
patients  should  be  established.  In  times  of  severe 
epidemic,  such  institutions  are  never  adequate  to 
care  for  the  case  load.  In  nonepidemic  times  we  find 
many  vacant  beds,  and  these  vacant  beds  represent  a 
real  financial  liability  to  the  community.  Rather 
than  special  institutions  there  should  be  created, 
within  medical  centers,  institutions  which  provide  a 


total  rehabilitation  program,  not  only  for  polio- 
myelitis, but  for  patients  who  are  disabled  by  other 
infectious  diseases  as  well  as  from  industrial  acci- 
dents. 

Dr.  Hansson  has  also  spoken  of  diversional  occu- 
pational therapy.  It  is  my  considered  opinion  that 
diversional  occupational  therapy  may  also  be  func- 
tional and  that  the  occupational  therapist  has  a real 
place  in  this  total  program  of  rehabilitation. 

In  conclusion,  I should  like  to  point  out  that  the 
major  problem  confronting  the  medical  profession 
today  is  seeing  to  it  that  disabled  individuals,  what- 
ever the  cause,  are  given  the  greatest  opportunity 
possible  for  rehabilitation  and  preparation  for  their 
making  full  use  of  the  capabilities  that  remain  with 
them  and  that  they  be  contributing  rather  than  con- 
suming members  of  society. 


PRESENT-DAY  EDUCATION  IN  PHYSICAL  MEDICINE 

William  Bierman,  M.D.,  New  York  City 
( From  the  Department  of  Physical  Therapy,  M ount  Sinai  Hospital) 


THE  subject  of  physical  medicine  is  of  interest 
to  the  general  practitioner  and  to  the  prac- 
titioners of  many  of  the  medical  specialties,  as 
well  as  to  the  doctor  who  makes  this  his  exclusive 
professional  concern.  In  order  to  gain  an  over- 
all view  of  the  subject  let  us  first  consider  the 
position  of  the  specialist  in  physical  medicine. 

The  Specialist  in  Physical  Medicine 

About  one  year  ago,  physical  medicine  was 
officially  recognized  as  a specialty  with  a board  of 
its  own.  And  well  it  might  be,  for  the  practice 
of  physical  medicine  as  it  exists  today  requires 
special  knowledge  and  special  skills,  as  well  as  a 
large  amount  of  space  and  a costly  collection  of 
apparatus.  Subdivisions  of  this  specialty  in- 
clude thermal  therapy,  hydrotherapy,  climate 
and  spa  therapy,  electrotherapy,  ultraviolet 
radiation,  massage,  kinesiology,  exercise  and 
rehabilitative  therapy,  occupational  therapy, 
manipulation,  and  specialized  diagnostic  pro- 
cedures. On  the  European  continent,  this 
speciality  also  includes  the  use  of  x-ray  and  ra- 
dium radiation.  To  this  there  is  now  being  added 
the  field  of  radioactive  isotopes.  Numerous 
books  have  been  written  concerning  each  of  these 
subdivisions.  The  necessity  for  such  a large 
literature  becomes  understandable  when  one 
reviews  any  one  of  these  subdivisions  in  some 
detail,  as,  for  example,  thermal  therapy.  This 
subject  covers  conductive  heating  measures  such 
as  hot  and  cold  compresses,  heating  pads,  lamps 
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(producing  both  visible  and  infrared  radiation), 
diathermy  (long  and  short  wave),  electrosurgery, 
and  fever  therapy.  A knowledge  of  the  physical, 
physiologic,  and  chemical  background  and  the 
scientific  application  of  these  thermal  measures, 
as  well  as  skill  in  their  use,  requires  an  extensive 
period  of  education  and  training.  Many  of  the 
other  subdivisions  are  even  more  complicated. 
To  compound  further  the  complications  of  the 
medical  practitioner  who  specializes  in  this  field 
is  the  necessity  for  reliance  upon  technicians, 
each  specially  trained  in  one  of  several  fields. 
This  reliance  on  skilled  technicians  is  a matter  of 
practical  expediency,  no  matter  how  thoroughly 
versed  in  his  specialty  and  how  skillful  the  spec- 
ialist himself  may  be. 

The  candidate  for  certification  by  the  American 
Board  of  Physical  Medicine  is  required  to  possess 
certain  qualifications.  These  include  general 
ones,  such  as  the  possession  of  good  moral  and 
ethical  standing  in  the  profession,  and  member- 
ship in  the  American  Medical  Association. 
Professional  ones  consist  of  graduation  from  a 
recognized  medical  school  and  the  completion  of 
an  internship,  preferably  of  the  general  rotating 
type,  and  special  training  which  must  include  a 
period  of  study  after  the  internship  of  not  less 
than  three  years  in  clinics,  dispensaries,  hospitals, 
or  laboratories  recognized  as  competent  to  pro- 
vide satisfactory  training  in  physical  medicine. 

. This  period  of  specialized  preparation  must 
include:  (1)  graduate  training  in  anatomy  (includ- 
ing kinesiology  and  functional  anatomy),  physics 
(including  radiation  physics,  electronics,  and 
medical  instrumentation),  physiology,  pathology, 
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and  other  basic  sciences  which  are  necessary  to 
the  proper  understanding  of  physical  medicine; 
(2)  an  active  experience  of  not  less  than  two  years 
in  hospital  clinics,  dispensaries,  and  diagnostic 
laboratories  recognized  by  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American 
Medical  Association  and  the  American  Board  of 
Physical  Medicine.  Such  specialized  training  is 
available  in  residencies  and  fellowships.  There 
are  70  assistant  residencies  and  residencies  in 
physical  medicine  available  in  34  hospitals.1 
An  additional  period  of  not  less  than  two  years 
of  study  and/or  practice  in  physical  medicine  is 
also  required. 

The  specialist  in  physical  medicine  can  secure 
his  graduate  education  in  a number  of  universities 
in  the  United  States.  No  one  of  these  covers  all 
the  specialized  knowledge  now  available  in  this 
field.  The  logical  development  would  be  the 
establishment  of  at  least  one  center  where  the 
would-be  specialist  could  secure  all  phases  of  the 
knowledge  he  now  must  seek  in  different  places 
throughout  the  land.  More  thoroughly  repre- 
sentative didactic  as  well  as  clinical  teaching, 
including  a knowledge  of  the  technics  required  of 
technicians,  should  be  available  to  him.  He 
should,  for  example,  become  capable  of  perform- 
ing tests  for  muscle  function,  of  administering 
corrective  and  rehabilitative  exercises,  and  of 
giving  a good  massage.  It  is  very  important 
that  he  become  a master  of  the  art  and  science  of 
manipulation  as  well  as  of  the  many  other 
special  technical  practices  which  have  been  devel- 
oped in  physical  medicine.  Possibly  a period  of 
two  years  would  be  necessary  for  this  period  of 
special  training. 

Such  a curriculum  would  necessitate  a full- 
and  part-time  staff,  the  members  of  which  should 
be  selected  on  the  basis  of  their  knowledge, 
experience,  ability  to  teach  and  to  conduct  re- 
search, and  their  sense  of  logical  values  resulting 
from  a thorough  understanding  of  the  specialty. 
This  last  qualification  is  most  important  at  the 
present  time,  inasmuch  as  the  fundamentals  of 
teaching  are  yet  to  be  established.  With  such  a 
group,  the  danger  of  emphasizing  unduly  any  one 
phase  of  the  specialty  would  be  minimized. 
Reconditioning  of  individuals  disabled  by  trauma 
or  disease  has  become  an  important  part  of 
physical  medicine.  The  number  of  such  individ- 
uals is  large,  but  unquestionably  the  number  of 
ill  persons  who  can  be  benefited  by  other  forms  of 
physical  medicine  is  many  times  larger.  The 
necessary  staff  could  be  supported  only  by  a 
generous  fund  for  this  purpose.  These  monies, 
although  large  in  sum,  would  be  spent  more  ad- 
vantageously than  the  greater  amount  repre- 
sented by  the  aggregate  of  smaller  sums  divided 
among  numerous  institutions. 

An  important  question  involved  in  the  training 


of  the  specialist  in  physical  medicine  is  “training 
for  what.”  The  career  of  the  specialist  in 
physical  medicine,  when  contrasted  with  special- 
ization in  other  phases  of  medicine,  possesses 
advantages  and  disadvantages.  The  advan- 
tages include  soul-satisfying  activity  for  those 
who  are  fundamentally  attracted  to  this  field, 
relative  regularity  of  hours  of  working  and 
minimization  of  the  tension  to  which  many 
doctors  are  subjected,  and  opportunity  for  origi- 
nal investigation  for  those  who  are  both  mechan- 
ically and  physiologically  minded.  The  disad- 
vantages include  a lack  of  appreciation  of  the 
importance  of  the  field  on  the  part  of  other  prac- 
titioners, and  a restricted  financial  return  for  his 
efforts.  Unlike  specialists  in  other  subdivisions 
of  medicine  such  as  internal  medicine,  surgery, 
ophthalmology,  etc.,  there  are  relatively  few  spec- 
ialists of  physical  medicine  in  this  country  who 
rely  primarily  upon  the  financial  return  secured 
from  private  practice.  To  develop  the  reasons 
for  this  would  take  us  too  far  afield.  The  estab- 
lishment of  full-time  salaried  positions  in  the 
Veterans  Administration  has  increased  the 
number  of  opportunities  for  earning  a modest 
livelihood  in  this  field.  A high  degree  of  sociali- 
zation now  exists  in  this  division  of  medicine. 
The  young  man  entering  into  it,  therefore,  should 
realize  that  the  horizon  of  his  financial  prospects 
includes  essentially  only  the  modest  returns  from 
a salaried  position. 

The  General  Practitioner  and  Specialist  in 
Fields  Other  Than  Physical  Medicine 

A knowledge  of  physical  medicine  is  of  advan- 
tage in  the  diagnosis  and  treatment  of  so  many 
conditions  encountered  by  the  general  practi- 
tioner and  by  the  specialist  that  the  need  for 
conveying  information  concerning  these  meas- 
ures to  these  individuals  has  been  recognized  for 
a long  time.  To  meet  this  need,  single  lectures 
and  series  of  lectures  have  been  given  at  medical 
societies;  seminars  have  been  held,  and  short 
part-time  courses  of  instruction  have  been  given. 
None  of  these  are  satisfactory.  The  part-time 
courses  offer  the  practitioner  his  best  opportunity 
for  acquiring  some  of  the  knowledge  he  needs. 
Certainly  it  is  superior  to  the  postgraduate  teach- 
ing he  now  receives  at  the  hands  of  the  manu- 
facturer’s representative  who  sells  him  a short 
wave  machine  or  some  other  equipment.  Such  a 
course  permits  him  to  realize  that  physical  medi- 
cine is  a complex  specialty.  As  more  time  is 
found  for  instruction  in  physical  medicine  in  the 
undergraduate  curricula  of  medical  schools,  the 
need  for  the  present  technic  for  the  education  of 
the  general  practitioner  will  be  minimized. 
Unfortunately,*  the  general  practitioner’s  igno- 
rance of  this  field  is  in  a large  measure  responsible 
for  the  unsatisfactory  treatment  of  his  patients, 
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the  existence  of  irregulars,  and  the  inadequate 
support  of  specialists  in  physical  medicine. 

The  Medical  Undergraduate 

A recent  survey  indicates  the  extent  of  the 
medical  teaching  in  this  subject.2  The  great 
majority  of  medical  colleges  in  this  country  in- 
corporate instruction  in  physical  medicine  as  a 
required  part  of  the  curriculum.  One  third  of 
these  schools  have  separate  departments  of 
physical  medicine.  In  only  10  per  cent  of  the 
schools  does  the  doctor  in  charge  hold  professorial 
rank.  The  subject  is  usually  presented  in  the 
third  and/or  fourth  year.  The  number  of  hours 
devoted  to  it  varies  from  one  to  one  hundred 
twenty — with  an  average  of  sixteen.  The  atten- 
tion devoted  to  physical  medicine  has  increased, 
but  the  undergraduate  still  secures  only  a super- 
ficial acquaintance  with  it. 

The  Physical  Therapist 

The  term  "physical  therapist”  is  now  applied 
to  the  technician  in  this  field.  Formerly  it  was 
employed  to  designate  the  physician-specialist 
who  is  now  called  a “physiatrist.”  In  New 
York  State  there  are  a number  of  lay  workers  who 
are  licensed  as  physical  therapists. 

There  are  twenty-five  schools  for  the  teaching 
of  technicians  in  physical  medicine  that  are 
acceptable  to  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associa- 
tion.1 Candidates  for  admission  to  these  schools 
are  required  to  satisfy  one  of  the  following  re- 
quirements: 

1.  Graduation  from  an  accredited  school  of 
nursing 

2.  Graduation  from  an  accredited  school  of 
physical  education 

3.  Two  years  of  approved  college  training 
including  satisfactory  courses  in  biology 
and  other  sciences. 

The  minimum  length  of  time  for  the  course  is 
thirty-six  weeks.  Actually  it  varies  from  twelve 
to  fifty-four  months.  Graduates  receive  certifi- 
cates, diplomas,  or  degrees.  A minimum  of 
twelve  hundred  hours  of  instruction  in  specialized 
subjects  which  include  the  applied  sciences 
(anatomy,  pathology,  physiology,  psychology, 
and  physics) ; procedures,  such  as  electrotherapy, 
radiation  therapy,  hydrotherapy,  massage,  and 
therapeutic  exercise;  physical  therapy  as  applied 
to  medicine,  neurology,  orthopedics,  and  surgery; 
ethics  and  administration,  and  electives  such  as 
bandaging  and  first  aid.  The  last  four  hundred 
hours  must  be  devoted  to  clinical  practice.  The 
total  maximum  enrollment  in  the  approved  schools 
is  limited  to  419. 

Many  who  desire  to  become  physical  therapists 
do  not  go  to  approved  schools  because  they  do 


not  know  of  their  existence,  or  cannot  meet  their 
entrance  requirements,  or  because  they  are 
excluded  due  to  the  limited  capacity  of  these 
schools.  It  is  not  strange,  therefore,  that  many 
technicians  who  enter  the  field  are  poorly  trained. 

Graduates  from  approved  schools  can  become 
members  of  the  American  Registry  of  Physical 
Therapy  Technicians  after  they  have  passed  an 
examination  given  by  the  registry.  Although  the 
registry  is  not  authorized  by  any  national  or  state 
agency,  it  is  considered  as  a national  qualifying 
organization  today.  However,  due  to  the  limited 
number  of  its  members  it  is  not  yet  practical  to 
demand  that  all  technicians  be  registered  before 
they  are  permitted  to  work  as  physical  therapists. 
All  registered  technicians  are  required  to  observe 
the  code  of  ethics,  namely,  that  they  shall 
practice  only  under  the  direction  of  a licensed 
physician  in  accord  with  his  prescription,  and 
that  under  no  circumstance  will  they  treat  pa- 
tients on  their  own  initiative  or  operate  an 
independent  office. 

The  Occupational  Therapist 

The  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association  has 
approved  18  schools  in  this  country  and  in 
Canada  for  the  teaching  of  occupational  therapy.3 
In  194Q  these  schools  graduated  a total  of  391 
students.  The  duration  of  the  courses  varies 
from  two  to  five  years.  Graduates  of  the  longer 
courses  are  given  Bachelor  of  Science  degrees. 
The  shorter  courses  are  designed  for  those  who 
have  had  one  or  two  years  of  college  education 
before  admission.  The  standards  for  these 
schools  are  set  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  in  cooperation  with  the  Ameri- 
can Occupational  Therapy  Association.  The 
latter  organization  also  registers  qualified  thera- 
pists. 

The  curriculum  of  approved  schools  requires 
not  less  than  sixty  semester  hours  devoted  to 
theoretic  technical  training.  The  didactic  in- 
struction includes  the  biologic  sciences  of  anat- 
omy, kinesiology,  neurology,  physiology,  and 
psychology;  the  social  sciences  of  sociology,  indi- 
vidual readjustments,  social  and  educational 
agencies;  the  theory  of  occupational  therapy 
with  interpretative  courses  covering  the  prin- 
ciples and  practice  of  occupational  therapy  in 
relation  to  orthopedics,  pediatrics,  tuberculosis, 
psychiatry,'  general  medicine,  surgery,  and  other 
special  fields,  and  the  clinical  subjects  of  blind- 
ness and  deafness,  cardiac  diseases,  general 
medical  and  surgical  conditions.  The  major 
portion  of  the  thirty  semester  hours  devoted  to 
technical  training  may  be  in  one  of  three  fields 
with  survey  courses  in  the  other  fields.  They 
are:  (1)  fine  and  applied  arts  (design,  leather, 
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metal,  plastics,  textile  and  wood) ; (2)  special  and 
adult  education  (home  economics  and  library- 
science),  and  (3)  recreation  (music,  dramatics, 
social  activities,  gardening,  and  physical  educa- 
tion). Not  less  than  thirty-six  weeks  must  be  de- 
voted to  clinical  training.  Of  these  not  less  than 
four  weeks  each  must  be  spent  in  tuberculosis  sana- 
toria or  services,  general  hospitals,  children’s 
hospitals  or  services,  and  orthopedic  hospitals 
or  services,  and  not  less  than  eight  weeks  in 
mental  hospitals.3 

The  Physical  Education  Therapist 

During  World  War  II,  many  graduates  of 
schools  of  physical  education  became  important 
members  of  the  team  working  for  the  physical 
reconditioning  of  the  disabled.  They  are  con- 
tinuing in  the  same  capacity  in  rehabilitation 
departments  of  veterans  and  civilian  hospitals. 
Formerly,  these  individuals  had  acted  only  as 
teachers  of  physical  education.  The  curricula 
of  the  schools  from  which  they  graduated  were 
designed  for  this  purpose.  Now  that  they  have 
assumed  the  additional  role  as  technicians  in 
reconditioning  and  rehabilitation,  it  is  obvious 
that  their  course  of  study  should  be  redesigned. 
A course  suggested  for  this  purpose  includes  the 
following : 

Basic  sciences : minimum  of  twenty-six  semes- 
ter hours 
Minimum 

Biology  (or  equivalent) 

Anatomy  and  kinesiology 
Physiology  and  physiology  of  exercise 
Desirable 
Chemistry 
Psychology 
Hygiene 

Personal  hygiene 

Mental  hygiene  (or  equivalent) 

Technical  training  of  physical  education 

Undergraduate  major  in  physical  education 
(Minimum:  thirty-six  semester  hours) 
Methods  courses  and  practice  teaching  experi- 
ence4 

The  need  for  the  establishment  of  standards  com- 
parable to  those  required  of  physical  therapists 
and  occupational  therapists  is  obviously  a definite 
one. 

A review  of  the  curricula  required  and  sug- 
gested for  the  physical  therapist,  the  occupa- 
tional therapist,  and  the  physical  education  ther- 
apist shows  that  all  three  must  spend  a consider- 
able percentage  of  their  time  in  learning  the  same 
subjects,  such  as  anatomy,  physiology,  kinesiol- 
ogy, psychology,  and  hygiene.  The  possibility 
of  training  one  individual  in  all  three  of  these 
technical  branches  should  be  considered.  A 
technician  so  educated  would  be  better  able  to 


comprehend  the  advisability  of  applying  one 
technic  rather  than  another  in  the  treatment  of  a 
given  patient.  She  could  also  be  of  service  to 
smaller  institutions  unable  to  afford  several 
technicians.  A curriculum  covering  a period  of 
four  years  could  act  as  a basic  one.  A graduate 
could  then  specialize  further  in  that  division  in 
which  she  desires  to  become  more  proficient.  A 
four-year  course  such  as  that  indicated,  because 
of  its  technical  nature,  may  prove  attractive  to 
many  high  school  graduates  who  desire  to  enter 
into  some  phase  of  medicine  and  are  not  attracted 
to  the  field  of  nursing. 

There  are  objections  to  this  plan  for  the  train- 
ing of  the  physical  therapist.  It  is  doubtful 
whether,  in  view  of  the  present  educational  con- 
cept of  the  necessity  for  the  incorporation  of  so- 
called  “cultural  subjects”  in  courses  leading  to  a 
degree,  any  university  would  issue  one  to  a stu- 
dent who  devoted  her  time  to  the  acquiring  of 
knowledge  which  would  be  considered  as  almost 
exclusively  vocational.  One  could  enter  into 
academic  arguments  as  to  whether  a person  who 
has  acquired  a fair  background  in  such  subjects 
as  human  anatomy  and  physiology  presented  to 
her  in  good  written  and  spoken  English  is  not  as 
well  educated  as  one  who  has  devoted  the  same 
amount  of  time  to  other  forms  of  literature 
written  in  English  and  in  foreign  languages. 

It  is  necessary  to  be  factual.  The  professional 
fife  span  of  the  average  young  woman — termi- 
nated as  it  frequently  is  by  marriage,  or  the  neces- 
sity for  taking  care  of  a home — is  a short  one. 
Within  the  few  years  available  to  her,  she  must 
learn  what  has  now  become  a relatively  complex 
profession  and  then  engage  in  its  practice.  Is  it 
not  better  to  give  her  a thorough  training  for  her 
specialized  activities  rather  than  insist  that  she 
devote  time  to  learning  a smattering  of  some 
foreign  language — which  she  promptly  proceeds 
to  forget.  Is  she  necessarily  restrained  from  the 
perusal  of  classical  literature  because  such  read- 
ing is  not  a curricular  requirement? 

A basic  educational  requirement  such  as  the 
one  suggested  would  allow  a single  equable  exam- 
ination for  all  who  desire  to  become  registered. 
Special  arrangements  for  education  and  for 
registration  will  have  to  be  made  for  the  graduate 
nurse  and  for  the  graduate  in  physical  education 
who  desires  to  enter  this  field.6 

Conclusion 

Physical  medicine  is  a medical  specialty  of 
growing  importance.  There  is  particular  need 
for  conveying  information  on  this  subject  to  the 
general  practitioner.  The  specialty  itself,  how- 
ever, is  far  too  complicated  to  be  learned  in  any 
but  a long  and  comprehensive  course  of  instruc- 
tion and  practice.  There  is  room  for  considerable 
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improvement  in  the  teaching  of  the  specialist, 
the  general  practitioner,  and  the  technician  en- 
gaged in  this  field. 

Discussion 

Richard  Kovacs,  M.D.,  New  York  City. — Dr. 
Bierman  has  given  a comprehensive  picture  of  the 
present-day  status  of  education  in  the  new  field  of 
physical  medicine.  His  emphasis  on  the  education 
of  specialists  is  in  keeping  with  the  recent  progress 
along  this  phase  of  the  subject.  Even  as  recently  as 
five  years  ago,  only  the  most  sanguine  could  hope  for 
the  creation  of  an  independent  board,  which  has  now 
become  a reality,  and  for  the  possibility  of  such 
training  as  is  now  requested  and  available.  How- 
ever, I fully  agree  with  the  essayist  about  the  fact 
that  most  of  the  younger  men  qualifying  as  special- 
ists will  have  to  find  their  mainstay  in  institutional 
practice. 

Education  of  general  practitioners  in  physical 
medicine  is  of  paramount  importance  if  patients  are 
to  receive  the  benefit  of  available  physical  therapy 
measures  at  an  early  time.  On  this  phase  of  the  sub- 
ject, as  well  as  on  the  education  of  technicians,  there 
is  much  to  be  said  on  the  situation  prevailing  in  our 
own  State. 

The  Medical  Society  of  the  State  of  New  York  has 
endeavored  for  many  years  to  supplant  the  deficient 
education  of  general  practitioners  in  physical  medi- 
cine by  offering  postgraduate  lectures  on  the  sub- 
ject to  all  county  societies.  As  chairman  of  a 
special  committee  on  physical  therapy  from  1932  to 
1935, 1 have  presented  the  subject  before  most  of  the 
61  county  societies.  Furthermore,  through  the 
Committee  on  Public  Health  and  Medical  Educa- 
tion, there  have  been  available  for  the  past  fifteen 
years  two  courses  on  physical  therapy  of  four  lec- 
tures each,  free  of  charge  to  any  county  society.  By 
this  time  all  of  the  medical  schools  in  this  State  have 
established  some  undergraduate  training  in  physical 
medicine.  Postgraduate  training  has  been  regularly 
scheduled  since  1927  for  general  practitioners  as  well 
as  for  specialists  at  the  New  York  Polyclinic 
Medical  School  and  Hospital,  and  is  also  being 
offered  at  irregular  intervals  by  Columbia  University 
and  its  affiliates,  as  well  as  recently  by  the  new 
Rehabilitation  Center  at  Bellevue  Hospital. 

The  status  of  the  education  of  technicians,  which 
has  been  so  well  organized  on  a national  scale,  is  in  a 
state  of  utter  confusion  in  New  York  State.  This  is 
chiefly  due  to  the  fact  that  misdirected  legislation 
has  inserted  a so-called  physiotherapy  “clause”  in 
the  Medical  Practice  Act  of  1926,  and  the  story  and 
results  of  this  action  are  now  unfortunately  well 
spread  on  the  record.  Physiotherapists  were  to  be 
licensed  on  a basis  of  a topsy-turvy  set  of  educa- 
tional requirements,  involving  four  years  of  study  in 
an  accepted  institution.  This  seemed  acceptable  on 
first  sight,  but  the  catch  came  in  a waiver  clause, 
admitting,  without  examination,  all  persons  having 
“practiced”  physical  therapy  at  that  time.  The  re- 
sult up  to  this  time  was  the  admittance  within  these 
years  of  some  350  people  without  examination  and 
some  50  since  by  examination,  also  the  expenditure 
of  much  energy  on  the  part  of  the  medical  profession 


to  resist  the  efforts  of  registered  physiotherapists  to 
be  freed  even  from  the  nominal  supervision  to 
practice  in  their  own  offices  under  medical  super- 
vision. As  a further  result  of  the  unsatisfactory 
State  law,  while  the  education  of  technicians  under 
national  standards  was  carried  on  satisfactorily  in 
teaching  institutions  of  this  State,  the  graduates  of 
these  institutions  and  those  recognized  by  the 
American  Registry  of  Physical  Therapy  Technicians 
have  no  legal  status  in  this  State,  and  under  the 
strict  interpretation  of  the  existing  statute,  physi- 
cians employing  them  could  be  prosecuted.  To  add 
to  the  confusion,  massage  operators  have  been 
licensed  for  many  years  in  New  York  City,  and  in 
order  to  be  able  to  fill  vacancies  in  municipal  hos- 
pitals, technicians  are  appointed  to  these  under  a 
separate  set  of  civil  service  regulations.  The  resolu- 
tion of  this  highly  unsatisfactory  state  of  affairs  by 
legislation  has  been  considered  during  the  past  year 
by  a joint  Council  committee  of  the  Medical  Society 
of  the  State,  and  the  recommendations  made  are  still 
to  be  acted  upon  by  the  Council  of  the  State  Society. 

There  can  be  no  question  but  that  the  education 
and  licensing  of  physical  therapy  technicians  in  New 
York  State  presents  an  involved  problem,  and  its 
fair  solution  is  highly  desirable.  It  may  require 
even  some  modification  in  national  standards,  in- 
asmuch as  there  seems  to  be  a definite  place  for  the 
recognition  of  “subprofessional”  groups,  such  as 
masseurs  and  junior  technicians,  for  social  and 
economic  reasons. 

The  inclusion  of  occupational  therapy  in  the 
broadened  field  of  physical  medicine  has  been  most 
desirable;  the  educational  requirements  for  its 
technicians  and  the  scope  of  their  activity  have  been 
well  established  by  this  time.  This  cannot  be  said  of 
the  other  group  of  new  technicians,  the  physical 
education  or  “corrective”  therapists.  Their  work, 
developed  under  wartime  conditions,  dealt  chiefly 
with  relatively  healthy  and  young  persons ; as  it  was 
continued  iq  veterans  hospitals  and  civilian  institu- 
tions, it  brought  on  overlapping  with  work  done  by 
physical  and  occupational  therapists  and  also  put 
the  “corrective”  therapists  to  some  disadvantage  be- 
cause of  deficient  training  along  the  lines  of  pa- 
thology and  because  of  their  comparative  lack  of  ex- 
perience in  dealing  with  the  sick.  Dr.  Bierman 
pointed  out  correctly  that  a more  unified  training 
program  for  these  three  technician  branches  should 
be  considered.  In  the  meantime  it  is  de=irable  that 
the  present  corrective  physical  rehabilitation  per- 
sonnel should  be  given  the  opportunity  to  replenish 
their  training,  while  physiqal  therapists  should  re- 
ceive additional  training  and  experience  in  corrective 
physical  therapy.  Thus,  the  inevitable  unification  of 
these  two  cognate  branches  may  gradually  be 
achieved. 
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FIVE  YEARS  IN  THE  PRACTICE  OF  A NINETEENTH  CENTURY 
NEW  YORK  PHYSICIAN— DR.  WILLIAM  H.  VAN  BUREN 


George  Rosen,  M.D.,  New  York  City 
(From  the  Department  of  Health,  New  York  City ) 

AS  A field  of  investigation,  the  economic 
history  of  American  medicine  is  still  largely 
untilled.  In  1946,  the  author  offered  a prelimi- 
nary collection  of  materials  toward  the  eventual 
preparation  of  such  a history.1  This  comprised 
a group  of  fee  bills  issued  in  the  United  States 
between  1816  and  1891.  It  is  obvious,  however, 
that  price  data  contained  in  such  fee  schedules 
cannot  be  accepted  uncritically.  Severe  com- 
petition and  difficulties  of  collection  often  ren- 
dered ineffectual  efforts  to  stabilize  medical 
prices.  In  numerous  instances,  published  fees 
represented  an  ideal  rather  than  actuality. 

Obviously,  such  tentative  interpretations  re- 
garding the  significance  of  changing  levels  of 
medical  prices  as  may  be  drawn  from  published 
fee  schedules  must  be  checked  against  data 
derived  from  other  sources.  Account  books  kept 
by  physicians  or  patients  provide  another  im- 
portant source  of  information  on  medical  prices. 
Furthermore,  by  making  it  possible  to  trace 
within  a given  area  or  period  the  price  levels  that 
actually  prevailed,  such  books  provide  a check 
on  the  extent  to  which  fee  schedules  reflected 
reality.  For  this  reason,  a study  of  account 
books  has  been  undertaken. 

This  paper  is  concerned  with  an  analysis  of  one 
of  these,  a book  kept  by  William  H.  Van  Buren  of 
New  York  from  October,  1844,  to  August,  1849. 
This  account  book,  maintained  over  a period  of 
almost  five  years,  gives  a lively  picture  of  the 
practice  of  a New  York  physician  in  the  middle 
of  the  nineteenth  century,  and  throws  an  inter- 
esting light  on  medical  education  at  the  time. 

The  Doctor 

William  H.  Van  Buren,  whose  account  book 
we  shall  presently  examine,  was  born  April  4, 
1819,  at  Philadelphia,  the  son  of  Abraham  Van 
Beuren,  a merchant.* *  He  entered  Yale  College 
in  1838,  but  because  of  some  student  prank  was 
compelled  to  leave  in  his  junior  year.  There- 
upon he  enrolled  at  the  Medical  School  of  the 
University  of  Pennsylvania,  where  in  1840  he 
received  the  M.D.  degree. 

After  graduation,  Van  Buren  entered  the 
United  States  Army  as  an  assistant  surgeon. 
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While  in  military  service,  he  was  married  on 
November  8,  1842,  to  Louisa  D.  Mott,  daughter 
of  the  surgeon,  Valentine  Mott.  After  having 
served  in  Florida  and  on  the  Canadian  frontier, 
Van  Buren  resigned  his  commission  in  1844  and 
settled  in  New  York  City  to  practice.  The  ac- 
count book  covers  the  five  years  following  the 
opening  of  Van  Buren’s  office,  and  is  thus  of 
particular  interest  since  it  enables  us  to  trace  the 
developing  practice  of  a young  doctor. 

Soon  after  coming  to  New  York,  Van  Buren 
became  a member  of  the  surgical  staff  of  Bellevue 
Hospital.  From  1862  to  1866,  he  was  professor 
of  anatomy  at  Bellevue  Hospital  Medical  Col- 
lege, and  from  1866  to  1883,  he  occupied  the  post 
of  professor  of  surgery  in  the  same  institution. 
Van  Buren  was  visiting  surgeon  to  the  New  York 
Hospital  from  1852  to  1865,  and  in  1876  was 
made  president  of  its  medical  board.  He  was 
also  consulting  physician  to  various  hospitals, 
among  them  Bellevue,  Presbyterian,  and  the 
Woman’s  Hospital.  In  1859,  he  was  vice-presi- 
dent of  the  New  York  Academy  of  Medicine. 
Van  Buren’s  later  career  was  devoted  entirely 
to  consultation  practice  and  teaching.  He  pub- 
lished several  books,  among  them  Contributions 
to  Practical  Surgery  in  1865,  Lectures  on  Diseases 
of  the  Rectum,  1870,  and,  in  1874,  with  Edward 
L.  Keyes,  A Practical  Treatise  on  the  Surgical 
Diseases  of  the  Genito-Urinary  Organs,  including 
Syphilis.  He  died  on  March  25,  1883. 

The  Account  Book 

The  Van  Buren  Account  Book  is  a volume  of 
86  pages,  53A  by  8 inches  in  size.**  It  is  bound 
in  brown  leather,  somewhat  scuffed.  Pasted  on 
the  flyleaf  is  a printed  fee  schedule  entitled  “A 
List  of  Medical  and  Surgical  Charges  Established 
by  the  Associated  Physicians  and  Surgeons  of  the 
City  of  New  York,  December,  1815,  and  approved 
by  the  New  York  County  Medical  Society, 
January  2,  1816.”  Actually,  this  list  of  fees 
dates  back  to  1790,  when  it  was  adopted  by  the 
doctors  of  New  York.  Reissued  in  terms  of 
American  currency  in  1798,  it  was  again  approved 
by  the  New  York  County  Medical  Society  on 
January  2,  1816. 1 Dr.  Van  Buren  undoubtedly 
used  this  list  as  a guide  in  charging  his  patients, 
and  it  is  worth  noting  that  after  fifty  years  it  was 

**  The  Van  Buren  Account  Book  is  in  the  possession  of  the 
Library  of  the  New  York  Academy  of  Medicine.  New  York 
City. 
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apparently  still  sufficiently  in  accord  with  other 
prevailing  prices  to  be  used  by  a young  physician 
entering  practice. 

Two  pages  following  the  fee  schedule  contain 
a few  sporadic  notations  about  patients.  We 
learn  that  Mrs.  Fanning,  25  Thomson  Street, 
expected  “to  be  confined  in  July”,  and  that 
Lydia  Swann,  a “staphyloraphy  case — lives 
520  Greenwich  at  Mrs.  Coombs.”  Such  entries 
arouse  our  curiosity.  Did  Mrs.  Fanning  have  a 
boy  or  a girl?  How  did  the  staphylorrhapy  turn 
out?  But,  as  no  answer  is  provided,  we  turn  the 
page  and  come  upon  a list  of  “Monthly  Nurses.” 
The  names  and  addresses  are  given  of  five 
women  who  could  be  called  upon  when  nursing  care 
for  an  extended  period  was  required. 

Dr.  Van  Buren’s  first  entry  is  dated  October  3, 
1844,  and  the  last  August  29,  1849.  Thus,  the 
entries  cover  a period  of  four  years  and  eleven 
months.  In  general,  the  record  is  continuous. 
There  are  a few  gaps,  however,  in  1845,  but  it  is 
not  clear  whether  these  are  due  to  a lack  of  any- 
thing to  record,  or  to  some  other  reasons.  Fol- 
lowing the  last  page  of  entries  is  a list  of  “Stu- 
dents names  and  date  of  Entry  in  Office  with 
Amount  of  fee  charged  and  amount  received.” 
This  list  covers  the  period  from  1846  to  1849,  and 
records  information  for  eight  students.  Finally, 
the  last  three  pages  of  the  book  contain  a recapit- 
ulation of  Dr.  Van  Buren’s  income  from  his 
practice  by  months  and  years.  This  section  also 
indicates  how  much  came  from  student  fees,  how 
much  was  taken  in  cash,  and  how  much  was 
carried  on  credit. 

The  Students 

Medical  education  in  the  United  States  has 
passed  through  several  distinct  phases  since 
colonial  days.  The  first  phase  of  its  develop- 
ment consisted  essentially  of  a period  of  appren- 
ticeship, during  which  the  aspiring  young  man 
studied  with  a chosen  medical  practitioner  for 
some  years.  Later,  medical  schools  were  estab- 
lished. At  the  same  time,  however,  the  pre- 
ceptorial system  remained  in  existence. 
Throughout  a good  part  of  the  nineteenth  century 
the  two  systems  were  combined.  Edward  L. 
Trudeau  relates,  in  his  Autobiography,  that,  in 
1865,  when  he  began  the  study  of  medicine,  in 
addition  to  attendance  at  formal  lectures  in 
medical  school,  “the  law  required  that  every 
student  enter  his  name  with  some  reputable 
practising  physician  for  three  years  as  a student 
in  his  office. . . .for  which  he  paid  the  physician 
one  hundred  dollars  each  year.”2  Some  prac- 
titioners, especially  if  prominent  professionally, 
had  more  students  than  they  washed.  In  such 
instances,  students  were  turned  over  to  a younger 
colleague.  Van  Buren  recorded  several  students 


referred  to  him  by  Valentine  Mott,  his  father-in- 
law.  The  entries  are  as  follows: 

Sylvester  Van  Sykel — Dr.  Mott’s  Of.  Sept.  1847 
Reed.  $125.00  on  his  a/c.  Sept.  30,  1847 

H.K.W.  Flynn — Octr.  1847 — Dr.  Mott’s  fee 
$300.00 

Reed,  on  his  a/c.  Oct.  18th  1847  $50.00 
Reed,  on  his  a/c.  Jan.  27,  1848  $50.00 
Reed,  on  his  a/c.  Mch  20th  1849  $12.50 

From  Dr.  Van  Buren’s  entries  it  is  clear  that 
student  fees  provided  half  his  cash  income  during 
the  second  year  in  practice,  and  almost  the  same 
was  true  during  the  third  year.  Thereafter, 
however,  the  proportion  of  income  derived  from 
practice  increased  progressively. 

The  Practice 

During  his  first  month  in  practice,  Dr.  Van 
Bure’n  recorded  some  of  his  expenses.  Later  he 
stopped  entering  these  items,  but,  few  as  they 
are,  they  provide  a glimpse  of  the  doctor’s  house- 
hold economics.  On  October  5,  1844,  he  paid 
Captain  Knapp  of  the  schooner  Columbia  a 
freight  charge  of  $34.90.  Twro  entries  of  the 
same  date  indicate  payments  of  $16.50  for  house 
expenses,  and  $10.50  to  B.  F.  Rittenhouse  for 
wood.  On  October  9,  there  was  a payment  of 
$9.25  for  wood  and  oats  to  P.  Fenwick,  but  on 
the  same  day  the  doctor  recorded  that  he  had 
discounted  a note  of  $100.  On  October  16, 
Van  Buren  recorded  payments  of  $7.75  for  boots, 
of  $3  for  ale,  $1.00  for  horseshoeing,  and  to 
Martha,  a domestic,  $16.00  for  the  period  from 
September  8 to  October  8.  As  of  the  same  date, 
he  also  entered  70  cents  for  the  London  Lancet, 
and  $1.00  for  hack  hire.  An  entry  of  October 
25  recorded  the  discounting  of  a note  at  four 
months  with  the  Bank  of  the  Metropolis,  Van 
Buren  receiving  $375.  This  was  expended, 
within  the  next  two  weeks  for  further  necessities. 
On  October  26,  the  doctor  paid  $100  to  B.  F. 
Moxly  for  a horse,  and,  on  October  31,  $8.00 
to  a saddler.  On  November  4,  he  spent  $25.83 
for  furniture,  and  on  November  8 he  paid  $250 
to  Lieutenant  Walsh,  U.S.N.,  for  house  rent. 
With  this  item  entries  of  expenditures  cease,  but 
the  basic  pattern  of  professional  expenses  at  this 
period  is  clearly  revealed. 

While  Van  Buren  did  not  enter  the  diagnosis 
for  every  patient  he  saw,  there  are  a sufficient 
number  of  such  items  to  indicate  the  nature  of 
his  practice.  In  addition  to  simple  home  and 
office  visits,  he  noted  a variety  of  medical  and 
surgical  conditions.  Among  these  are  sciatica, 
hemoptysis,  spermatorrhea,  strumous  ophthal- 
mia, inflammation  of  the  mamma,  phthisis,  caries 
of  the  spine,  dysmenorrhea,  inflammation  of  the 
eyes,  gonorrhea,  syphilis,  hydrocele,  fistula  in  and, 
phymosis,  nasal  polyp,  vesical  calculus,  urethral 
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stricture,  dropsy,  steatomatous  tumor  of  the 
head,  and  pregnancy. 

What  did  the  doctor  do  for  his  patients? 
Besides  examining  and  giving  his  opinion,  various 
therapeutic  measures  were  utilized.  These  in- 
cluded vaccination,  acupuncture,  the  use  of  the 
cautery  and  the  seton,  paracentesis,  and  such 
operations  as  tracheotomy,  amputation  of  an 
arm,  ligature  of  a carotid  artery,  setting  a frac- 
ture, plugging  the  nares,  lithotomy,  removal  of  a 
nasal  polyp,  tapping  of  a hydrocele,  operation  for 
phymosis,  opening  of  an  abscess,  and  operation 
for  fistula  in  ano.  A case  of  sciatica  was  treated 
with  a seton.  For  gonorrheal  stricture,  the 
bougie  was  employed.  In  addition,  Van  Buren 
attended  a fair  number  of  obstetric  patients. 

One  of  the  obstetric  entries  is  rather  curious. 
On  July  22,  1847,  Van  Buren  recorded  a visit  to 
“Mr.  Kennedy’s  daughter  (Cott’s  mistress),” 
and  on  August  20,  one  visit  to  “Cott’s  Mistress.” 
An  entry  of  October  1,  1847,  states  “Cott’s 
mistress  (Anna  Kennedy)  Accouchment,”  and 
another  of  January  12,  1848,  tells  us  that  Samuel 
Cott,  94  Green  Street,  had  two  children  vacci- 
nated. Cott  and  his  “mistress”  remained  faith- 
ful patients,  for  a number  of  entries  relate  to 
them.  On  June  14,  1849,  “Cott’s  Mistress”  was 
again  delivered,  and  was  seen  by  Dr.  Van  Buren 
every  day  for  the  next  four  days.  One’s  curi- 
osity is  aroused  by  these  entries,  but  the  doctor’s 
daybook  retains  its  secrets. 

Another  series  of  entries  records  the  trials  and 
tribulations  of  a Captain  Charles,  apparently  a 
naval  gentleman,  who  had  become  too  intimate 
with  the  gonococcus.  After  having  been  treated 
for  stricture  over  a period  of  months,  on  April  4 
the  unfortunate  captain  is  again  noted  as  having 
gonorrhea. 

Patients  suffering  from  venereal  disease  are 
often  entered  without  a name,  or  in  some  oblique 
fashion.  For  example,  one  finds  this: 

June  24, 1848.  Casey’s  friend  gonorrhea  2 1 Of.  $2. 

July  3,  1848.  Boy;  gonorrhea  $1.  Young  man; 
chancres  $2. 

Van  Buren’s  increasing  surgical  activity  is 
evident  over  the  five-year  period.  As  time  went 
on,  he  performed  more  major  operations.  In  a 
number  of  instances,  he  assisted  at  operations. 
One  case  that  he  noted  was  apparently  an  indus- 
trial accident.  It  is  entered  as: 

October  23, 1848.  Harlem  R.R.  Co.  Amputation 
of  Arm  at  Harlem. 

What  did  Dr.  Van  Buren  charge  for  his  serv- 
ices? These  charges  follow  closely  the  fee 
^schedule  adopted  in  1816  by  the  New  York 
County  Medical  Society.  Although  no  con- 
clusions can  be  drawn  from  a single  instance,  the 


evidence  of  the  Van  Buren  account  book  suggests 
that  published  fee  lists  may  not  have  deviated 
too  much  from  actual  charges.  The  fee  for  an 
office  visit  was  $1.00  to  $2.00.  A home  visit  to 
the  patient  was  $1.00  to  $2.00,  usually  $2.00. 
At  the  beginning  of  his  practice,  Dr.  Van  Buren 
attended  the  nuns  at  a convent.  He  charged 
$1.00  for  each  visit  that  he  made,  but,  on  October 
13,  1844,  he  entered  a charge  of  $5.00  for  an 
examination  and  opinion  in  the  case  of  Sister 
Seraphine.  However,  on  October  28,  the  doctor 
paid  another  visit  to  the  convent,  leaving  pre- 
scriptions for  six  sisters.,  The  fee  was  $3.00  for 
all  six.  In  another  instance,  an  examination  of 
the  chest  with  an  opinion  was  charged  at  $3.00. 
The  fee  for  services  at  night  was  $10.00.  A 
separate  charge  was  made  for  the  use  of  a specu- 
lum; this  charge  was  priced  at  $2.00.  Minor 
surgery  varied  in  price  from  $2.00  to  $5.00. 
Acupuncture  cost  $2.00;  the  use  of  a seton  $3.00; 
the  creation  of  an  issue  was  $5.00.  The  treat- 
ment of  a stricture  with  a bougie  cost  $2.00  to 
$3.00.  An  abscess  was  opened  for  $3.00,  but 
the  treatment  of  gonorrhea  was  priced  at  $5.00. 
A delivery  varied  in  price  from  $15  to  $30;  the 
usual  cost  was  $20.  The  costs  of  major  surgery 
varied.  A lithotomy  was  charged  at  $87;  the 
fee  for  ligating  a carotid  artery  was  $25,  and  a 
tumor  was  removed  for  $10.  In  the  aforemen- 
tioned amputation  of  an  arm  at  the  Harlem 
Railroad,  a fee  of  $35  was  charged.  A charge  of 
$25  was  made  for  a tracheotomy.  The  same  fee 
was  charged  for  removing  a nasal  polyp. 

What  kind  of  an  income  did  the  doctor  derive 
from  this  practice?  Our  information  on  this 
point  covers  the  period  from  April,  1846,  to 
March,  1852,  thus  extending  a period  of  two 
years  and  seven  months  beyond  the  last  itemized 
entry  in  the  book.  Dr.  Van  Buren’s  gross  in- 
come for  the  year  from  April,  1846,  through 
March,  1847,  was  $856.  Of  this  total,  he  ie- 
ceived  $310  in  cash  and  booked  $546  on  credit. 
The  following  year  his  practice  brought  him  $441 
in  cash,  and  $2,023  on  credit.  To  this  was  now 
added  $442  in  cash  for  student  fees.  Thus  his 
total  income  increased  to  $2,906,  of  which  he  had 
received  $883  in  cash.  Year  by  year  the  grand 
total  of  Dr.  Van  Buren’s  income  increased 
From  April,  1849,  through  March,  1850,  he 
received  $595  in  cash  fees  from  patients,  $345 
from  students,  and  booked  $2,792  on  credit. 
The  total  income  was  $3,732.  Finally,  from 
April,  1851,  through  March,  1852,  his  receipts 
were  $450  from  students,  $887  in  cash  from 
patients,  and  $3,399  booked  on  credit,  giving  a 
grand  total  of  $4,736. 

Attention  must  be  called  to  the  fact  that  fees 
booked  on  credit  amounted  to  more  than  70  per 
cent  of  the  doctor’s  total  income.  If  one  sub- 
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tracts  the  income  derived  from  students’  fees,  the 
proportion  carried  on  credit  becomes  even  greater. 
For  a young  doctor  entering  practice  this  was  a 
heavy  burden  to  bear,  and  complaints  in  the 
medical  journals  on  this  score  were  frequent. 
Various  efforts  were  made  to  deal  with  the  evils 
of  the  credit  system  but  without  success.  And, 
as  we  all  know,  these  are  still  with  us. 

Summary 

This  brief  report  is  intended  to  present  a sam- 
ple of  the  kind  of  data  that  may  be  derived  from  a 
study  of  a doctor’s  account  book.  Items  in 
such  records  show  the  gradual  spread  of  scientific 
medicine  into  practice.  Through  the  analysis 
of  a number  of  such  books  one  may  trace  how  new 
methods  entered  practice  and  how  older  ones 
disappeared.  The  development  of  specialization 
undoubtedly  found  its  reflection  in  account  books, 
and  it  would  be  of  interest  to  trace  this  aspect 


of  the  history  of  medicine.  Finally,  we  return 
to  the  point  from  which  we  set  out.  Analysis  of  a 
number  of  account  books,  comparison  of  this 
material  with  the  data  derived  from  fee  bills,  and 
the  checking  of  the  movements  of  medical  prices 
against  coincident  changes  of  general  price  levels 
are  all  necessary  before  a firm  foundation  for  an 
economic  history  of  American  medicine  can  be 
provided.  It  is  to  be  hoped  that  more  American 
physicians  will  turn  their  historical  interest  to- 
ward material  of  this  kind,  which  may  very 
likely  be  available  locally,  rather  than  to  the 
medicine  of  some  distant  period  or  place  for  the 
study  of  which  the  basic  materials  may  not  be 
available  to  them. 
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IN  October,  1831,  there  appeared  in  New  Eng- 
land a publication  entitled  The  Monthly  Journal 
of  Medical  Literature  and  American  Medical 
Student’s  Gazette.  This  was  to  be  a journal 
devoted  to  medical  history  and  to  biographies  of 
the  famous  men  in  medicine.  Part  of  the  edi- 
torial in  the  first  issue  read,  “To  the  medical 
student  and  the  young  practitioner,  to  all  those 
who  aspire  to  any  higher  acquisitions  than  the 
knowledge  that  calomel  purges  and  salivates  and 
that  tartarized  antimony  occasions  vomiting, 
who  are  not  willing  to  rest  supinely  satisfied  in 
a routine  familiarity  which  practice  and  habit 
render  in  the  end  almost  mechanical — we  cannot 
but  think  these  matters  must  be  interesting. 
The  devotion  of  an  occasional  hour  to  such  pur- 
suits must  have  a tendency  to  enlarge  and  liber- 
alize the  mind Delightful  and  fascinating 

in  many  respects  as  the  study  of  his  profession 
may  be  to  him,  there  are  many  hours  which  must 
be  occupied  with  mental  and  bodily  drudgery. 

Presented,  by  invitation,  at  the  142nd  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New  York,  Session 
on  History  of  Medicine,  May  20,  1948. 


He  must  make  what  to  others  would  be  loath- 
someness pleasure  to  himself.  Amid  the  wear 
and  tear,  the  toil  and  fatigue  of  such  pursuits,  he 
needs  at  times  some  intellectual  recreation  and 
stimulus,  and  where  can  he  find  one  pleasanter 
or  more  appropriate  than  in  surveying  the  career 
and  studying  the  character  of  those  who  have 
trodden  before  him  the  same  laborious  path  and 
who  have  followed  it  on  to  its  high  and  bright 
consummation.” 

This  editorial  was  written  by  Elisha  Bartlett 
at  the  age  of  twenty-seven.  While  the  publica- 
tion was  short-lived,  the  author’s  ideas  are  still 
valid  and  timely.  It  is  hardly  likely  that  young 
Bartlett,  when  he  wrote  this,  knew  that  he  would 
be  able  to  follow  the  path  to  its  “high  and  bright 
consummation”  and  that  for  this  reason  we 
would  be  reviewing  his  life  and  contributions  to- 
day. 

Elisha  Bartlett  was  born  in  Smithfield,  Rhode 
Island,  in  1804_-a,t  the  start  of  a century > which 
Garrison  in  his  Wistory  of  Medicine  labels  “The ; 
Beginnings- Y)l 
ence.”1  HM 
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life  was  a peaceful  and  happy  one.  He  attended 
several  of  the  local  schools  but  never  received 
any  formal  degrees.  He  next  studied  informally 
with  several  prominent  New  England  physicians, 
as  was  the  custom  at  the  time,  and  then  went  to 
the  Brown  University  Medical  School.  He  was 
graduated  in  1826. 

At  this  time  Bartlett  went  abroad  and  spent 
a year  visiting  the  various  medical  centers  in 
France,  Italy,  and  England.  Some  of  the  letters 
he  wrote  home  are  quite  entertaining.  He  de- 
scribed one  of  the  professors  at  the  medical  school 
in  Paris  as  looking  more  like  a jolly  stage  driver 
or  a good-natured,  blustering  butcher  than  any- 
thing else.  “He  lectures  sometimes  standing, 
and  sometimes  leaning  against  a post,  or  strad- 
dling over  a high  stool,  flourishing  a lancet  in  one 
hand  and  a snuffbox  in  the  other,  on  the  contents 
of  which  he  is  continually  laying  the  most  in- 
ordinate contributions.  He  wears  during  the 
time  an  old  rusty-looking  black  cap.  The 
familiarity  of  the  distinguished  surgeons  and 
physicians  with  their  students  struck  me  at  first 
sight  very  forcibly,  being  in  such  perfect  contrast 
to  the  proud  port  and  haughty  carriage  of  some 
of  our  New  England  professors.  I wish  they 
might  step  into  the  Hotel  Dieu  and  La  Charity 
and  take  a lesson  or  two  of  Boyer  and  Dupuytren, 
barons  of  the  Empire  and  two  of  the  most  dis- 
tinguished surgeons  in  the  world.” 

Bartlett  returned  to  this  country  in  1827  at  the 
age  of  twenty-three  and  set  up  practice  in  Lowell, 
Massachusetts,  then  a small  textile  village.  In 
1829  he  married  Elizabeth  Slater.  He  was  ex- 
tremely interested  in  civic  affairs,  lectured  on 
sanitation  and  hygiene,  and,  later,  when  Lowell 
became  incorporated  as  a city,  he  was  elected 
the  first  mayor  after  a hotly  contested  campaign. 
He  was  re-elected  the  following  year  and  then  in 
1840  was  sent  to  the  State  Legislature. 

In  1839  Bartlett  published  an  article  in  the 
Lowell  Courier  entitled,  “A  Vindication  of  the 
Character  and  Condition  of  the  Females  Em- 
ployed in  the  Lowell  Mills,  Against  the  Charges 
Contained  in  the  Boston  Times  and  the  Boston 
Quarterly  Review.”  The  Boston  papers  had 
reported  that  the  working  and  living  conditions 
of  the  Lowell  factory  girls  were  unsatisfactory. 
Bartlett  conducted  a thorough  personal  investiga- 
tion of  the  situation  and  concluded  in  this  article 
that  the  charges  were  false,  that  wages  were  good, 
the  social  life  very  satisfactory,  and  the  moral 
standards  of  the  girls  high.  He  learned  that 
many  of  the  girls  came  from  good  homes  and 
went  into  the  mills  because  of  the  attractive 
wages,  from  which  they  hoped  to  accumulate  a 
marriage  dowry. 

The  Bartlett  of  the  early  period  was  described 
by  a Bishop  Clark  who  said,  “goyne  twenty-five 


years  ago  I used  to  meet  a young  man  in  the 
town  of  Lowell,  whose  presence  carried  sunshine 
wherever  he  went;  whose  tenderness  and  skill 
relieved  the  darkness  of  many  a chamber  of  sick- 
ness, and  whom  all  the  community  were  fast 
learning  to  love  and  honor.”  From  descriptions 
written  by  Elisha  Huntington  and  Oliver  Wendell 
Holmes,  Bartlett  apparently  had  a gentle,  warm, 
and  generous  nature.  He  was  very  sociable, 
very  lively,  a great  conversationalist,  a man  of 
refined  and  elegant  yet  unpretentious  manners, 
and  he  was  respected  both  inside  and  outside  his 
profession. 

Bartlett’s  time  was  not  devoted  exclusively  to 
medical  practice;  a great  part  of  it  was  spent  in 
teaching.  In  those  days,  as  is  well  known,  train- 
ing in  American  medical  schools  was  entirely 
theoretic.  Many  of  the  schools  were  located  in 
rural  areas.  Lectures  were  given,  some  dissection 
was  done,  a few  operations  were  watched,  and  the 
student  then  left  school  to  become  associated 
with  a general  practitioner.  From  the  latter  the 
practical  aspects  of  medicine  were  learned.  • 

Many  of  the  instructors  stayed  at  the  school 
for  only  one  or  two  sessions  and  then  migrated  to 
another  school,  their  students  often  following 
them.  Bartlett  belonged  to  this  group  of  “peri- 
patetic teachers”  as  Osier  called  them,  among 
which  were  such  famous  men  as  Dunglison,  Flint, 
Parker,  Drake,  and  Clark. 

Bartlett  taught,  in  all,  at  eight  different 
schools,  returning  between  sessions  to  his  home 
in  Lowell.  His  first  appointment  was  in  1832 
when  he  became  professor  of  pathologic  anatomy 
and  materia  medica  at  Pittsfield.  After  eight 
sessions  here  he  went  to  Dartmouth  in  1839 
where  he  held  the  Chair  of  Practice.  One  of  his 
faculty  colleagues  at  Dartmouth  was  Oliver 
Wendell  Holmes.  In  1841  Bartlett  accepted  the 
Chair  of  Medicine  at  Transylvania  University  in 
Lexington,  Kentucky,  at  that  time  probably  the 
foremost  medical  school  in  the  West.  From  here 
he  wrote  to  a friend,  “In  school  we  are  getting  on 
very  well.  The  class  is  of  a good  size,  rather 
larger  than  last  year,  worth  a little  over  $2,000, 
intelligent,  attentive,  well-behaved.  I have 
given  58  lectures,  and  we  have  just  six  weeks 
more.  My  own  success  has  been  good  enough  I 
think.  So  far  as  I have  means  of  judging  my 
instruction  is  entirely  satisfactory,  to  say  the 

least The  style  of  lecturing  here  is  quite 

different  from  what  it  is  in  the  East — more 
emphatic,  more  vehement.  It  is  quite  necessary 
to  fall  somewhat  into  the  popular  style.  Vi  e 
stand  in  the  lecture  room  on  an  open  platform 
with  only  a little  movable  desk  or  table  on  which 
to  lay  our  notes.  On  the  whole  I like  it  better 
than  being  seated  in  a desk  as  they  are  in  Boston.” 

Again  in  1843  Bartlett  wrote  that  his  receipts 
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for  the  session  were  more  than  two  thousand 
dollars.  “There  are  a few  good  families  who 
send  for  me,  and  I get  occasionally  a consultation. 
We  never  make  a charge  less  than  a dollar;  and 
consultation  visits  in  ordinary  cases — the  first 
visit — are  $5.00.  These  few  enable  me,  situated 
as  I am,  to  make  even  a small  and  easy  business 
somewhat  profitable.  I have  made  one  visit 
twenty-five  miles  distant  for  which  the  fee  was 
$25,  and  I saw  a second  patient  at  this  time, 
incidentally,  for  $5.00  more.  You  see  from  all 
this  that  my  place  gives  me  rather  more  money 
than  I could  earn  in  Lowell,  for  a much  smaller 
amount  of  responsibility  and  labor.  I have 
hardly,  indeed,  been  called  out  of  bed  during  the 
winter.  In  a business  point  of  view  I feel  quite 
content  with  my  situation.” 

In  addition  to  his  practice  and  his  teaching 
activities,  Bartlett  was  an  author,  and  one  of 
considerable  note.  He  had  a lucid,  highly 
polished  style  and,  aided  by  his  fine  cultural 
background,  he  wrote  on  many  medical  and 
related  subjects.  In  1831  he  translated  a French 
biography  of  several  famous  French  physicians. 
During  his  lifetime  he  also  helped  publish  several 
medical  journals. 

In  1842  Bartlett  published  a book  entitled  The 
History,  Diagnosis  and  Treatment  of  the  Fevers  of 
the  United  States.  This  book,  Osier  says,  is 
Bartlett’s  claim  to  remembrance  as  far  as  his 
medical  writings  go,  and  “It  remains  one  of  the 
most  notable  of  contributions  of  American 
physicians  to  the  subject.”2 

Behind  the  writing  of  this  book  we  find  a rather 
interesting  set  of  circumstances.  Until  the  early 
nineteenth  century  no  differentiation  of  typhoid 
from  typhus  fever  was  made.  There  were  then 
a few  fragmentary  publications  by  German  and 
French  physicians  of  some  of  the  pathologic  and 
clinical  features  of  typhoid  fever.  However,  it 
remained  for  the  Frenchman,  Pierre  Louis,  work- 
ing in  Paris  with  Chomel  and  Andral,  to  give  in 
1829  the  first  complete  description  of  the  disease. 
It  was  Louis  who  gave  it  its  present  name,  ty- 
phoid fever. 

Studying  at  that  time  under  Louis  were 
some  American  students,  among  them  W.  W. 
Gerhard  and  James  Jackson,  who  became  thor- 
oughly familiar  with  typhoid,  the  then  prevalent 
form  of  idiopathic  continued  fever  in  Paris. 
When  these  students  returned  to  the  United 
States,  they  found  that  this  fever  was  also  the 
most  prevalent  form  in  New  England.  The 
English,  however,  maintained  that  typhoid  and 
typhus  were  not  distinct  entities,  but  that  the 
former  was  only  a mild  form  of  typhus.  Accord- 
ingly, Bartlett  said  in  the  preface  to  hfs  book  that 
since  these  standard  English  texts  on  fevers 
(which  were  the  ones  used  by  the  Americans)  did 


not  describe  the  common  type  of  fever  seen  in 
New  England,  these  books  were  obsolete.  Fur- 
thermore, Bartlett  said,  the  work  done  on  these 
fevers  by  Louis  in  France  and  by  his  American 
students  in  this  country  was  not  generally  and 
quickly  available  to  the  American  physician. 

For  these  reasons  Bartlett  thought  it  necessary 
to  provide  a new  complete  work  on  this  subject. 
He  therefore  collected  and  carefully  arranged 
all  the  available  literature,  impartially  weighed 
the  evidence,  and  concluded  in  the  book,  as 
Louis  had  already  done,  that  typhus  and  typhoid 
were  two  distinct  forms  of  idiopathic  continued 
fever.  Although  Bartlett  made  no  original  con- 
tributions he  gave  a remarkably  accurate  and 
comprehensive  description  of  the  fevers,  espe- 
cially typhoid.  The  author  states,  “My  book 
aims  at  no  other  excellence  and  no  higher  merit 
than  that  of  being  a methodical  and  compendious 
summary  of  the  actual  state  of  our  knowledge 
upon  two  most  common  and  most  important 
diseases.” 

In  addition  to  the  sections  on  typhoid  and 
typhus,  the  continued  fevers,  there  is  a section  on 
periodical  fever  (which  we  now  know  as  malaria) 
and  one  on  yellow  fever.  The  book  was  accepted 
with  acclaim  by  the  leading  physicians  of  the  day. 

In  1844,  Bartlett  published  another  classic, 
An  Essay  on  the  Philosophy  of  Medical  Science. 
Under  the  leadership  again  of  Louis  in  Paris 
there  arose  the  modern  French  school  of  medical 
observation.  This  group  attempted  to  stop  the 
reign  of  abstract  speculation  and  theorizing  which 
then  dominated  medical  thinking.  Bartlett  in 
this  essay  tried  to  introduce  to  American  medi- 
cine their  ideas  and  methods,  methods  which  had 
produced  the  outstanding  work  on  typhoid  fever. 
This  school,  he  explained,  adhered  strictly  to  the 
study  and  analysis  of  morbid  phenomena;  this 
study  was  very  detailed  and  accurate,  and  the 
numerical  method  of  statement  and  of  analysis 
was  used.  It  rejected  as  a legitimate  element  of 
science  all  a priori  reasoning  and  speculation.  It 
“holds  as  of  no  binding  authority  all  the  tradi- 
tions of  the  fathers,  unless  they  are  sustained  or 
sanctioned  by  its  own  experience.”  “Science,” 
Bartlett  said,  “consists  of  ascertained  facts 
obtained  only  by  observation  and  experience 
which  are  then  generalized  into  laws  and  princi- 
ples.” 

In  the  essay,  the  author,  following  along  his 
analytic  lines,  lashed  out  against  the  polyphar- 
macy so  popular  at  that  time.  He  decried  es- 
pecially the  heroic  remedies  in  use,  and  he  cited 
Chomel’s  law — it  is  only  the  second  law  of  thera- 
peutics to  do  good,  the  first  being  not  to  do  harm. 

In  this  age  of  chemotherapy  and  antibiotics  it 
is  interesting  to  read  what  Bartlett  wrote  about 
the  future  prospects  for  the  control  of  disease. 
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Mentioning  consumption  and  cancerous  diseases 
on  the  one  hand,  and  hydrophobia  and  tetanus 
on  the  other  as  examples  of  chronic  and  acute 
diseases  which  have  withstood  all  attempts  at 
control,  he  says,  “For  anything  that  yet  appears 
to  the  contrary,  there  are  many  morbid  condi- 
tions, which  art  has  no  power  to  remove — the 
means  for  the  removal  of  which,  I mean  to  say, 
do  not  exist.  It  is  not,  merely,  that  we  have 
failed  to  discover  them;  it  may  be  that  they  are 
not  in  nature.  The  morbid  conditions  may 
absolutely  have  no  therapeutic  or  curative  rela- 
tionships.” He  says,  however,  that  some  of  the 
chronic  diseases,  for  example,  consumption,  may 
be  controlled  because  the  causes  of  many  of  these 
diseases  are  obviously  to  be  found  in  the  viola- 
tions of  the  known  conditions  of  health;  we, 
therefore,  have  the  power  of  avoiding  these 
afflictions. 

This  essay  exerted  a strong  influence  on  Ameri- 
can medicine.  There  were  many  who  resented 
Bartlett’s  attacks  on  prevailing  doctrines  and 
authorities.  Samuel  Henry  Dickson,  writing 
of  Bartlett’s  life,  maintained  that  Bartlett’s 
ideas  were  extreme,  and  that  he  minimized  the 
need  for  hypothesis  and  theory  in  medicine.3 
However,  he  admitted  that  Bartlett  and  his 
followers  did  much  good  by  courageously  attack- 
ing prevalent  errors  in  medical  practice  and 
thinking. 

Dickson  wrote,  “His  pen,  we  may  truly  affirm, 
was  never  idle,”  and  in  1848  Bartlett  published 
An  Inquiry  Into  the  Degree  of  Certainty  of  Medi- 
cine and  Into  the  Nature  and  Extent  of  Its  Powers 
Over  Disease.  This  was  in  answer  to  statements 
by  some  stressing  the  imperfections  of  medicine. 
Bartlett  admitted  to  some  shortcomings  but 
gave  a very  eloquent  description  of  all  that 
doctors  had  done  and  would  continue  to  do  for 
mankind.  Some  contemporaries,  however,  be- 
lieving that  the  profession  never  had  been 
doubted  in  the  first  place  and  that  Bartlett’s 
arguments  were  of  no  great  merit,  strongly 
criticized  him.  One  review  said,  “This  is  a 
curious  production,  the  like  of  which  we  have 


seldom  seen  from  the  pen  of  anyone  who  had 
passed  the  age  of  a sophomore.” 

Bartlett’s  analytic  approach  is  evident  in  his 
book  on  fevers  and  again  is  well  shown  in  his 
History,  Diagnosis  and  Treatment  of  Edematous 
Laryngitis.  This,  written  in  1850,  is  a model  of 
accuracy  and  thoroughness.  At  the  bedside,  it 
was  said,  Bartlett  also  was  a keen  and  accurate 
observer. 

Bartlett  was  appointed  to  the  Chair  of  Materia 
Medica  and  Medical  Jurisprudence  at  tl  e College 
of  Physicians  and  Surgeons  in  New  York  in  1851, 
his  last  teaching  post.  While  here  he  delivered 
the  memorable,  eloquent  address  on  the  “Times, 
Character,  and  Writings  of  Hippocrates.”  This 
was  only  one  of  his  many  talks  on  a variety  of 
subjects  during  his  life.  As  a lecturer  Bartlett 
was  a tremendous  success,  his  clearness  and 
powers  of  illustration  being  notable. 

After  only  two  teaching  sessions,  because  of  an 
obscure  nervous  disease,  Bartlett  retired  to  his 
birthplace  in  Rhode  Island.  Here,  in  his  last 
days,  he  wrote  a small  book  of  poems  about  the 
people  in  the  novels  of  Charles  Dickens.  Bart- 
lett had  always  been  a great  admirer  of  Dickens, 
having  met  him  in  this  country  and  exchanged 
letters  with  him  subsequently.  These  verses 
bring  forth  clearly  the  warm,  philanthropic, 
humanistic  nature  that  was  Bartlett’s. 

Finally,  having  become  paralyzed,  Bartlett 
died  in  1855  at  his  birthplace,  leaving  a well- 
marked  place  for  himself  in  American  medical 
history.  Elisha  Huntington,  in  a memorial 
address  said,  “I  utter  but  the  sentiment  of  my 
cotemporaries  when  I say  that  no  more  honor- 
able, high-minded  man  ever  adorned  the  walks 
of  our  profession.”4 
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THE  INTERRELATIONSHIP  OF  PAPILLEDEMA  AND  POLYCYTHEMIA 
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THE  marked  frequency  of  neurologic  and 
vascular  manifestations  in  polycythemia  is 
well  known  and  has  been  amply  discussed  in  the 
literature.1-6  It  has  been  shown  that  fully  one 
third  of  the  patients  with  polycythemia  seek 
medical  aid  primarily  because  of  the  neurologic 
symptoms.1  Headache,  tinnitus,  vertigo,  blur- 
ring of  vision,  loss  of  consciousness,  convulsive 
seizures,  and  aphasia  may  be  prominent  in  the 
clinical  picture.  A survey  of  the  literature  indi- 
cates that  papilledema  is  an  uncommon  compli- 
cation of  polycythemia,  but,  when  it  occurs,  it 
adds  greatly  to  the  problems  of  diagnosis  and 
management  of  the  case.  In  a series  of  163  cases 
of  polycythemia  vera  reported  from  the  Mayo 
Clinic,  eight  were  suspected  of  having  a brain 
tumor.  Of  these,  four  had  choked  disks.  Unless 
it  is  realized  that  polycythemia  per  se  can  cause 
papilledema,  unnecessary  intracranial  explora- 
tion may  be  carried  out.2  4 6 Drew  and  Grant 
gave  a complete  review  of  the  literature  on  the  re- 
lationship of  papilledema  and  polycythemia.7 
They  collected  17  cases  of  papilledema  due  to 
polycythemia  per  se  and  reported  a case  of  their 
own.  We  have  recently  had  the  opportunity  of 
studying  two  patients  in  whom,  because  of  the 
presence  of  papilledema  and  other  neurologic 
signs  and  symptoms,  an  expanding  intracranial 
lesion  had  to  be  excluded.  In  both  cases  poly- 
cythemia was  found  to  be  the  cause  of  the 
papilledema. 

Case  Reports 

Case  1. — M.  M.,  a forty-eight-year-old  doll  maker, 
consulted  one  of  us  on  November  23,  1945,  with  the 
complaint  of  severe  headaches  of  three  months  dura- 
tion. The  pain  was  generalized  but  was  more 
severe  over  the  frontal  region,  lasting  several  weeks 
at  a time,  disappearing,  and  then  returning.  At 
times  it  was  accompanied  by  nausea  but  never  by 
vomiting.  Irritability  and  weakness  had  been  noted 
by  the  patient,  but  there  was  no  evidence  of  change 
in  personality.  During  the  previous  two  weeks, 
blurring  of  vision  and  occasional  dizziness  was 
noted.  At  times  there  was  unsteadiness  of  gait. 
His  past  history  indicated  the  existence  of  chronic 
cough  associated  with  profuse  expectoration  of 
mucoid  sputum  of  about  six  years  duration.  He- 
moptysis was  denied.  A diagnosis  of  chronic  asth- 
matic bronchitis  had  been  made  by  the  physician  who 
attended  him,  and  allergy  tests  had  been  done  with 
entirely  negative  results.  Of  late  the  patient  had  be- 
come aware  of  exertional  and  nocturnal  dyspnea. 

Physical  examination  revealed  a patient  of  sthenic 
habitus  with  moderate  dyspnea  and  cyanosis. 


Orientation  was  normal.  The  pupils  were  equal  and 
reacted  to  light  and  accommodation.  Nystagmus 
was  not  present;  the  extraocular  muscles  were  intact. 
The  retinal  veins  showed  marked  tortuosity  and  en- 
gorgement. Bilateral  papilledema  of  two  diopters 
was  present.  No  hemorrhages  or  exudates  were 
noted.  Minimal  arteriolar  sclerosis  was  present. 
The  chest  was  “barrel-shaped”  and  hyperresonant 
on  percussion,  and  generalized,  expiratory  musical 
rales  were  present.  The  heart  was  not  enlarged;  the 
sounds  were  of  fair  quality  and  of  regular  sinus 
rhythm.  The  second  pulmonic  sound  was  louder 
than  the  second  aortic  sound.  The  liver  and  spleen 
were  not  palpable.  Rectal  examination  was  nega- 
tive. The  extremities  showed  no  edema  or  clubbing. 
Except  for  the  papilledema,  there  was  no  evidence  of 
cranial  nerve  involvement.  All  deep  and  super- 
ficial reflexes  were  intact.  There  were  no  patho- 
logic reflexes  present.  Sensation  was  normal. 
Cerebellar  signs  were  absent.  There  was  no  aphasia 
or  apraxia. 

This  history  of  headaches,  blurred  vision,  and  dis- 
turbances in  gait,  together  with  the  finding  of  bi- 
lateral papilledema,  pointed  to  an  expanding  intra- 
cranial lesion.  The  possibility  of  polycythemia  was 
not  considered  at  this  time. 

Neurologic  examination  disclosed  a well-developed 
and  well-nourished  middle-aged  man  who  showed  bi- 
lateral papilledema  and  very  slight  dysdiadoko- 
kinesia.  These  were  the  only  abnormal  findings. 
His  condition  was  regarded  as  one  of  an  expanding 
intracranial  lesion,  either  in  a midline  or,  more 
likely,  a right  cerebellar  situation. 

The  patient  was  hospitalized  for  further  study  on 
November  27,  1945.  The  laboratory  data  included 
normal  urine,  normal  blood  Wassermann  tests, 
blood  sugar  of  108  mg.  per  cent,  urea  nitrogen  11.4 
mg.  per  cent,  prothrombin  time  12  seconds  (control 
11.9  seconds),  red  cell  fragility  normal,  red  blood 
counts  (Table  1),  white  blood  count  9,750  per  cu. 
mm.,  mature  polymorphonuclear  leukocytes  66  per 
cent,  stab  forms  3 per  cent,  lymphocytes  26  per  cent, 
and  monocytes  5 per  cent.  On  December  4,  1945, 
there  were  11,500  white  blood  cells,  mature  poly- 
morphonuclear leukocytes  79  per  cent,  stab  forms  3 
per  cent,  lymphocytes  18  per  cent;  bleeding  time 
was  three  minutes,  coagulation  time  four  minutes, 
sedimentation  rate,  on  two  occasions,  zero,  circula- 
tion time  with  ether  three  seconds,  with  decholin 
fourteen  seconds.  The  venous  pressure  (antecubital 
fossa)  was  120  mm.  of  water.  An  internal  jugular 
vein  puncture  was  attempted  for  a pressure  deter- 
mination but  was  unsuccessful. 

A spinal  tap  on  December  4,  1945,  showed  an 
initial  pressure  of  230  mm.  of  water.  The  fluid  was 
clear,  containing  10  cells  per  cubic  mm.,  of  which  90 
per  cent  were  lymphocytes.  The  total  protein  was  33 
mg.  per  cent,  the  sugar  109  mg.  per  cent,  chlorides 
409  mg.  per  cent.  The  spinal  Wassermann  and 
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colloidal  gold  were  negative.  A spinal  tap  on  Decem- 
ber 12, 1945,  showed  an  initial  pressure  of  190  mm.  of 
water.  An  electrocardiogram  showed  sinus  tachy- 
cardia and  right  axis  deviation.  There  was  elevation 
of  the  RT  segments  in  leads  2 and  3.  P2  was  large 


TABLE  1. — Laboratory  Data  Showing  Change  in 
Blood  Studies 


Red  Blood 

Hemo- 

Cells 

globin 

Hematocrit 

Phlebotomy 

(Ml.  per 

(Per 

(Volumes 

(500  cc. 

Date 

Cu.  Mm.) 

Cent) 

Per  Cent) 

Each) 

11/27/45 

6.07 

114 

11/29/45 

5.93 

110 

70.4 

12/4/45 

5.89 

114 

71.7 

12/10/45 

12/11/45 

5.8 

110 

60.78 

12/12/45 

12/13/45 

5.87 

110 

12/18/45 

6.18 

114 

12/19/45 

12/20/45 

5.51 

107 

12/20/45 

12/21/45 

5.05 

100 

60.5 

and  notched,  and  P3  was  large  and  upright.  These 
changes  were  consistent  with  the  diagnosis  of 
chronic  cor  pulmonale.  Visual  field  studies  failed  to 
reveal  any  abnormality.  Electroencephalography 
revealed  no  evidence  of  any  focal  lesion.  X-ray 
examinations  revealed  the  lung  fields  to  be  emphy- 
sematous with  diffuse  increase  in  parenchymal  mark- 
ings. The  heart  was  not  enlarged.  There  was  no 
evidence  of  bone  disease  of  the  skull.  The  pineal 
body  was  faintly  calcified  and  in  its  usual  midline 
position.  Pneumoencephalography  showed  the 
ventricular  system  to  be  fairly  well  outlined.  The 
lateral  ventricles  and  third  and  fourth  ventricles 
were  filled  and  showed  no  defects.  The  response  to 
phlebotomy  was  gratifying  both  symptomatically 
and  hematologically  (Table  1).  The  headache  was 
dramatically  relieved.  He  was  discharged  on  De- 
cember 22,  1945,  to  be  followed  in  the  outpatient  de- 
partment. Phlebotomies  were  done  on  January  15, 
1946,  and  February  18,  1946.  Eye  checkup  on  the 
latter  date  showed  the  right  disk  to  be  clear,  but  the 
left  still  showed  slight  papilledema.  He  subse- 
quently reported  to  a blood  bank  for  phlebotomy 
whenever  severe  headaches  occurred. 

On  October  18,  1946,  he  was  admitted  to  the 
medical  service  of  the  Coney  Island  Hospital.  He 
gave  a history  of  a respiratory  infection  five  days 
before  admission,  followed  by  pain,  swelling,  and  in- 
crease in  temperature  in  the  right  leg.  The  pertinent 
physical  findings  were  as  follows:  the  patient  ap- 
peared plethoric,  cyanotic,  and  dyspneic;  the  con- 
junctivae  were  congested;  the  fundi  showed  venous 
engorgement  with  3: 1 arteriolar  ratio.  Bilateral 
papilledema  was  present,  and  both  fundi  showed 
hemorrhages.  The  blood  pressure  was  110/80. 
Regular  sinus  rhythm  was  present.  The  heart 
sounds  were  of  poor  quality.  No  murmurs  were 
heard.  The  lungs  showed  moist  and  crepitant  rales 
bilaterally  at  the  bases  and  generalized  wheezing. 
The  liver  edge  was  palpable  three  fingers  below  the 
costal  margin;  the  spleen  was  not  palpable.  The 
right  leg  was  swollen  and  hot.  Three  plus  pitting 
edema  and  marked  calf  tenderness  were  present. 
The  left  leg  was  normal.  Neurologic  examination 
showed  no  abnormalities  except  for  the  papilledema. 
The  admission  diagnosis  was  deep  thrombophlebitis 
of  the  right  leg  and  polycythemia  with  papilledema. 


On  the  following  day,  the  dyspnea  and  cyanosis 
suddenly  became  worse,  and  peripheral  collapse  de- 
veloped. Examination  showed  marked  dullness  over 
the  entire  right  chest  with  diminution  of  breath 
sounds  in  this  area.  It  was  apparent  that  massive 
pulmonary  infarction  had  occurred.  Symptomatic 
therapy  was  unavailing,  and  the  patient  expired 
within  a few  hours  after  the  onset  of  infarction. 
Postmortem  examination  was  refused. 

On  admission,  the  diagnosis  of  an  expanding 
intracranial  lesion,  presumably  tumor,  seemed 
obvious.  The  laboratory  reports  showing  the 
presence  of  polycythemia  directed  our  attention 
to  the  possible  causative  relationship  of  the 
polycythemia  and  the  papilledema.  Neurologic 
studies,  including  pneumoencephalography  and 
electroencephalography,  were  normal.  It  was 
felt,  therefore,  that  an  expanding  lesion  had  been 
definitely  excluded.  The  sequence  of  events 
was  as  follows:  longstanding  asthmatic  bron- 
chitis with  resulting  cor  pulmonale  and  secondary 
polycythemia  leading  to  papilledema. 

Case  2. — J.  M.,  aged  sixty-two,  white,  male, 
Russian-born  barber,  was  admitted  to  the  hospital 
on  August  29,  1947,  and  died  on  September  15,  1947. 

The  family  revealed  that  the  patient  had  shown 
personality  changes  for  the  past  six  months.  He  had 
become  dull,  apathetic,  and  irresponsible.  His 
writing  ability  and  his  memory  for  recent  events  had 
become  impaired;  drowsiness  and  depression  had 
become  manifest. 

On  June  29,  1947,  while  at  work  as  a barber,  the 
patient  fell,  striking  his  right  occipital  region  on  the 
floor.  He  was  said  to  have  felt  faint  before  falling 
and  to  have  remained  unconscious  for  several 
minutes  after  falling.  Portable  roentgenograms  of 
the  skull  were  reported  as  negative.  The  patient  was 
kept  in  bed  three  to  four  weeks,  during  which  time 
weakness  of  the  left  arm,  but  not  of  the  left  leg,  was 
noted.  At  the  end  of  this  period  he  was  allowed  out 
of  bed  and  revealed,  in  addition  to  the  left  arm  weak- 
ness, a tendency  to  drag  the  left  leg.  During  the 
week  prior  to  admission  to  the  hospital,  weakness  of  , 
the  left  arm  and  left  leg  became  more  marked; 
twitching  movements  of  the  fingers  of  the  left  hand 
were  noted;  the  speech  became  slurred,  and  the  j 
patient’s  mouth  was  pulled  up  on  the  right  side. 
Intense  headache  developed  the  day  before  admis-  t 
sion.  The  patient’s  vision  had  appeared  disturbed  . 
since  the  accident.  No  history  of  past  hypertension  ’ 
was  elicited. 

Physical  examination  revealed  a dull,  apathetic, 
well-nourished,  plethoric  male,  with  no  dyspnea,  ^ 
orthopnea,  or  edema.  The  pupils  were  equal  and  j |[( 
regular  and  reacted  to  light.  Marked  suffusion  of  ^ 
the  conjunctivae  was  evident.  The  extraocular 
muscles  were  normal.  Funduscopic  examination  re- 
vealed  edematous  disks  with  elevation  of  three  j k, 
diopters.  The  retinal  veins  were  markedly  engorged;  L'; 
the  arterioles  were  narrowed  and  tortuous.  The  j, 
tongue  was  beefy  red  and  protruded  to  the  left.  p. 
Left  central  facial  paresis  was  noted.  The  neck  veins 
were  engorged.  The  lungs  were  clear.  The  heart 
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was  enlarged  to  the  left;  the  second  aortic  sound  was 
accentuated;  sinus  tachycardia  at  a rate  of  110  per 
minute  was  noted,  and  no  murmurs  were  audible. 
The  liver  and  spleen  were  not  palpable.  Paresis  of 
the  left  upper  and  lower  extremities  was  evident. 
The  deep  reflexes  were  more  active  on  the  left;  the 
Babinski  sign  was  present  on  the  left ; while  the  left 
cremasteric  and  abdominal  reflexes  were  absent,  the 
right  cremasteric  and  abdominal  reflexes  were 
present;  a left  hemisensory  defect  was  evidenced  by 
delayed  withdrawal  to  pinprick. 

The  laboratory  findings  included  the  following 
data:  Polycythemia  was  evidenced  by  the  blood 
counts  of  6,800,000  erythrocytes  per  cu.  mm.  with 
a hemoglobin  of  18.0  Gm.  on  admission  and  on 
repeated  examinations  7,200,000  red  cells  with 

18.0  Gm.  of  hemoglobin,  7,140,000  red  cells  with  17.5 
Gm.  of  hemoglobin,  8,000,000  red  cells  with  21.0 
Gm.  of  hemoglobin.  The  white  blood  count  was 

8.000  cells  per  cu.  mm.  with  a normal  differential. 
The  platelets  numbered  205,000  per  cu.  mm.  The 
hematocrit  readings  varied  from  68  volumes  per  cent 
to  72  volumes  per  cent.  The  blood  specific  gravity 
was  greater  than  1.070,  and  the  total  proteins  were 
6.5  Gm.  per  cent.  The  sternal  bone  marrow  revealed 
an  increase  in  the  erythroblastic  elements  con- 
sistent with  the  diagnosis  of  polycythemia.  The 
blood  serology  was  negative;  the  blood  glucose  was 
92  mg.  per  cent,  the  urea  nitrogen  36  mg.  per  cent, 
the  creatinine  1.8  mg.  per  cent,  and  the  blood  cal- 
cium 9.5  mg.  per  cent.  The  maximum  sedimenta- 
tion rate  was  1 mm.  in  five  minutes.  Spinal  tap  on 
September  2,  1947,  revealed  a pressure  of  12  mm.  of 
mercury;  20  cc.  of  crystal  clear  fluid  were  with- 
drawn. Examination  revealed  glucose  100,  chlorides 
701,  globulin  negative,  1 white  blood  cell  and  two  red 
blood  cells  per  cu.  mm.  The  blood  pressure  readings 
were  156/90,  154/92,  and  160/92. 

Roentgenographic  studies  revealed  a linear  skull 
fracture  in  the  right  parietal  region.  Chest  study 
showed  minimal  left  .ventricular  prominence  and 
moderate  elongation  of  the  aorta. 

The  venous  pressure  in  the  antecubital  veins  was 
6 cm.  of  water.  The  jugular  venous  pressure  was 
not  determined.  The  decholin  circulation  time  was 
fifteen  seconds. 

The  temperature  ranged  between  98.6  and  99.8  F. 
by  rectum  and  rose  terminally  to  103  F. 

Repeated  phlebotomies  of  300  to  500  cc.  of  blood 
were  not  efficacious  in  influencing  the  course  of  the 
patient.  With  continuation  of  a downhill  course, 
exploration  to  rule  out  an  expanding  intracranial 
lesion  was  deemed  advisable.  The  patient  was  then 
transferred  to  a neurosurgical  service.  On  Septem- 
ber 13,  1947,  biparietal  burr  holes  were  made  under 
local  anesthesia.  The  dura  was  opened  bilaterally 
and  the  brain  was  seen  to  be  full,  pouting  into  open- 
ing on  both  sides.  No  subdural  blood  was  present  in 
the  region  of  the  holes.  The  wound  was  closed  in 
layers  with  silk.  A soft  rubber  catheter  was  in- 
serted into  the  left  lateral  ventricle  for  continuous 
drainage.  On  September  15,  1947,  the  patient  ex- 
pired at  1:50  p.m.  Postmortem  was  not  obtained. 

The  problems  presented  in  the  management  of 
this  patient  all  revolve  around  the  possible  com- 


binations of  pathogenetic  factors  concerned  in  the 
association  of  polycythemia  and  papilledema. 

On  admission  it  was  obvious  that  the  man  had  a 
left  hemiparesis  as  a result  of  damage  to  the  right 
side  of  the  brain.  Whether  this  were  due  to 
thrombosis  in  the  right  internal  capsule  secondary 
to  polycythemia  or  arteriosclerosis  or  whether  the 
skull  injury  had  been  followed  by  subdural  hema- 
toma with  compression  of  the  cortical  motor  areas 
was  aD  important  matter  to  decide.  Then,  too, 
the  patient  had  experienced  changes  in  his  per- 
sonality and  behavior  patterns,  which,  in  associa- 
tion with  localizing  signs  and  papilledema, 
brought  the  question  of  frontal  lobe  neoplasm 
into  the  differential  diagnosis.  Even  though 
similar  personality  and  behavior  pattern  changes 
are  well  known  in  the  course  of  polycythemia, 
secondary  to  multiple  small  cerebral  thrombi,  the 
question  was  not  an  easy  one.  The  choice  lay  be- 
tween a simple  explanation  of  polycythemia,  papil- 
ledema, and  neurologic  findings — all  on  the  basis 
of  polycythemia  per  se — and  an  expanding  intra- 
cranial lesion  (subdural  hematoma  or  neoplasm) 
in  a patient  with  polycythemia. 

The  best  procedure  seemed  to  be  that  sug- 
gested by  Tinney,  Hall,  and  Giffen.1  When  the 
differential  diagnosis  is  difficult  to  make — the  cer- 
ebral manifestations  of  polycythemia  vera 
on  the  one  hand  and  brain  tumor  on  the  other 
— they  suggest  treating  the  patient  first  for  the 
polycythemia.  When  the  blood  volume  returns 
to  normal,  the  cerebral  manifestations  improve, 
except  where  brain  tissue  has  been  injured  by 
hemorrhage  or  thrombosis.  However,  if  cerebral 
manifestations  progress  despite  treatment,  a 
mass-expanding  lesion  should  be  suspected. 

In  our  case,  we  resorted  to  operative  intervention. 
Although  no  postmortem  examination  was  ob- 
tained, the  findings  suggest  that  the  pathogenesis 
of  the  neurologic  findings  and  the  papilledema  were 
all  the  result  of  polycythemia. 

Discussion 

The  interrelationship  of  polycythemia  and 
papilledema  can  best  be  discussed  under  the 
following  classifications : 

1.  Polycythemia  and  papilledema;  the  lat- 
ter resulting  from  the  polycythemia  per  se. 

2.  Neurogenic  polycythemia  with  papille- 
dema of  diencephalic  origin  or  with  subten- 
torial tumors. 

3.  Polycythemia  and  papilledema  in  asso- 
ciation with  an  expanding  intracranial  lesion 
not  causally  related  to  the  polycythemia, 
eg.,  subdural  hematoma  or  neoplasm. 

Group  1. — The  mechanism  by  which  poly- 
cythemia causes  papilledema  depends  on  an  in- 
crease in  cerebrospinal  fluid  pressure  resulting 


942 


AXELROD  AND  EPSTEIN 


[N.  Y.  State  J.  M. 


from  plethora  of  the  intracranial  venous  system. 
This  was  demonstrated  by  Loman  and  Dameshek 
in  a patient  with  polycythemia,  secondary  to 
emphysema.8'9  Their  patient,  a forty-one-year- 
old  man,  complained  of  headaches  and  progressive 
loss  of  vision.  Bilateral  papilledema  was  present. 
Red  blood  counts  varied  from  8,100,000  to  9,000,- 
000  per  cu.  mm.  The  spinal  fluid  pressure  was 
380  mm.  of  water.  Determination  of  the  venous 
pressure  in  the  cubital  fossa  was  80  mm.  of  water 
and  in  the  internal  jugular  vein  300  mm.  of  water. 
Following  repeated  venesections,  the  cerebro- 
spinal fluid  pressure  and  the  internal  jugular  vein 
pressure  became  normal.  The  papilledema  dis- 
appeared as  did  the  headaches  and  amblyopia. 

Case  1,  observed  by  us,  showed  a similar  re- 
sponse to  phlebotomy  with  dramatic  relief  of  the 
headache  and  almost  complete,  although  tem- 
porary, relief  of  the  papilledema.  Further  ob- 
servations on  the  relation  of  the  internal  jugular 
vein  pressure  and  the  spinal  fluid  pressure  in 
cases  of  polycythemia  should  be  carried  out.  It 
is  clear  that  thrombosis  of  the  intracranial 
venous  sinuses  was  not  present  in  the  cases  of 
Loman  and  Dameshek  or  in  our  cases.  There  was 
no  clinical  evidence  to  indicate  any  involvement 
of  the  cavernous,  sagittal,  or  transverse  sinuses, 
and,  furthermore,  the  Queckenstedt  test  showed 
normal  spinal  fluid  dynamics. 

Group  2. — Experimental  and  clinical  evidence 
suggests  the  existence  of  a vegetative  center  in  the 
diencephalon  concerned  with  erythropoiesis.10'11 
Polycythemia  has  been  reported  as  a complication 
of  chronic  encephalitis,  narcolepsy,  acromegaly, 
tumors  of  the  hypophyseal  region,  and  luetic  in- 
volvement of  the  pituitary  infundibular  region. 

Guillain  reported  a patient  with  an  adenoma  of 
the  pituitary  associated  with  polycythemia  (red 
blood  cells  6,510,000  per  cu.  mm.).12  Removal  of 
the  neoplasm  resulted  in  disappearance  of  the 
polycythemia,  and  one  year  later  the  blood  count 
was  4,760,000  per  cu.  mm. 

That  neoplasms  of  the  cerebellum  can  give  rise 
to  polycythemia  was  demonstrated  by  the  reports 
of  Walker  and  his  associates.13’14  They  described 
three  patients  who  manifested  polycythemia  in 
association  with  papilledema.  In  each  case 
ventriculography  revealed  internal  hydro- 
cephalus, and  surgical  intervention  disclosed  a 
cerebellar  tumor,  which  was  removed.  In  all 
three  cases  the  tumor  was  shown  on  pathologic 
study  to  be  an  hemangioblastoma.  Postopera- 
tively,  complete  disappearance  of  the  poly- 
cythemic state  and  the  papilledema  occurred. 
During  the  follow-up  period  (seven  months  to  one 
year),  there  was  no  return  of  the  polycythemia. 

It  is  interesting  to  note  that  in  these  cases  the 
white  blood  count  was  normal  and  the  spleen  not 
enlarged,  in  contrast  to  what  we  find  in  poly- 


cythemia vera.  Two  mechanisms  were  suggested 
to  explain  the  occurrence  of  polycythemia  with 
posterior  fossa  lesions.  The  internal  hydro- 
cephalus might  cause  functional  changes  in  the 
diencephalon  disturbing  the  center  for  erythro- 
poiesis. It  is  difficult,  however,  to  see  why  only  a 
single  function  of  the  diencephalon  should  be 
selectively  influenced.  The  other  explanation, 
which  seems  more  likely,  is  that  an  arteriovenous 
shunt  in  the  cerebellum  through  the  vascular  tu- 
mor could  be  the  cause  of  functional  disturbance 
in  the  medullary  vegetative  centers. 

Group  3. — Polycythemia  vera  can  be  compli- 
cated by  a subdural  hematoma  or  a cerebral 
neoplasm  not  etiologically  related  to  it.  In  such 
cases  operative  intervention  may  lead,  because  of 
blood  loss,  to  a transient  disappearance  of  the 
polycythemia  but  within  a few  months  the  blood 
counts  will  be  back  to  preoperative  levels. 

Therapeutic  Considerations 

When  papilledema  is  associated  with  poly- 
cythemia, thorough  neurologic  study  should  be 
carried  out.  Examination  of  the  visual  fields, 
electroencephalography,  and  ventriculography 
will  be  necessary  to  exclude  an  expanding  intra- 
cranial lesion.  The  response  to  phlebotomy  will 
be  gratifying  in  cases  in  which  there  is  no  asso- 
ciated expanding  lesion.  If  the  cerebral  mani- 
festations progress  despite  adequate  control  of  the 
polycythemia,  an  expanding  lesion  is  to  be  sus- 
pected, and  exploration  will  have  to  be  done. 

Summary 

1.  The  polycythemic  state  may  simulate,  may 
result  from,  or  may  be  associated  with  an  ex- 
panding intracranial  lesion. 

2.  Two  cases  of  polycythemia  with  papille- 
dema simulating  brain  tumor  are  described. 

3.  The  importance  of  thorough  neurologic 
study  of  all  polycythemic  patients  is  stressed. 
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LEUKEMIA,  LYMPHOSARCOMA,  AND  HODGKIN’S  DISEASE 

Maurice  M.  Black,  M.D.,  Herman  Bolker,  M.D.,  and  William  E.  Howes,  M.D., 

Brooklyn,  New  York 

(From  the  Brooklyn  Cancer  Institute) 


THE  leukemias,  as  well  as  those  diseases 
which  are  categorized  by  Wintrobe  as  chiefly 
affecting  the  lymph  nodes,  viz.,  lymphosarcoma 
and  Hodgkin’s  disease,  have  led  to  varied  specu- 
lations as  to  their  origin  and  interrelation.1 
Thus,  the  histologic  appearance  of  lymph  nodes 
from  chronic  lymphatic  leukemia  is  frequently 
indistinguishable  from  their  appearance  in 
lymphosarcoma.  Similarly,  reports  are  not  un- 
common describing  the  apparent  transformation 
of  lymphosarcoma  to  leukemia  either  of  the  acute 
or  chronic,  myeloblastic  or  lymphoblastic  vari- 
eties.1 

Hodgkin’s  disease,  which  seems  from  some  con- 
siderations to  be  a bridge  between  infection  and 
neoplasia,  certainly  behaves  clinically  as  a malig- 
nancy. In  some  cases  its  activity  is  indistinguish- 
able from  lymphosarcoma,  and  the  occurrence  in 
Hodgkin’s  disease  of  nodes  which  are  indis- 
tinguishable from  lymphosarcoma  is  not  un- 
known. 

, Perhaps  most  perplexing  is  the  relation  between 
the  acute  and  chronic  leukemias.  Are  the  two 
conditions  fundamentally  the  same  disease,  or 
are  they  different  entities?  Craver,  as  the  result 
of  study  of  the  voluminous  material  at  Memorial 
Hospital,  New  York  City,  has  stressed  the  shad- 
owy borderline  between  various  lymphomas  and 
leukemia.2 

In  view  of  the  perplexity  of  the  problem  it 
seems  pertinent  to  examine  these  diseases  from  a 
dynamic  point  of  view  in  addition  to  the  static 
picture  presented  on  a histologic  slide  or  blood 
smear.  This  has  become  increasingly  possible 
with  the  advent  of  the  more  recent  studies  in 
chemotherapy  of  neoplasia  as  well  as  certain 
other  biochemical  studies. 

An  attempt  will  be  made  in  this  paper  to  evalu- 
ate the  similarities  and  differences  of  diseases  in 
j this  group  from  the  point  of  view  of  the  relations 
to  in  vivo  and  in  vitro  factors.  Thus,  the  follow- 
ing outline  will  serve  to  indicate  some  of  the  bio- 
logic and  biochemical  features  by  which  malig- 
nant diseases  may  be  characterized: 

1.  Age  of  onset  of  the  disease 

2.  Causative  factors  where  known 

3.  Systemic  reactions  of  the  host 

4.  Biochemical  and  biologic  reactions  of  the 
neoplasm 

(a)  in  vivo  studies 

(b)  reactions  to  chemotherapy 

(c)  reactions  to  radiation  . 


Age  of  Onset 

While  no  hard  and  fast  distinction  can  be  made 
on  the  basis  of  the  age  of  onset  of  these  disease 
entities,  it  is  clear  that  certain  age  predilection 
does  exist.  Thus,  the  acute  leukemias  are  most 
prevalent  in  childhood,  while  Hodgkin’s  disease 
usually  does  not  appear  until  after  puberty  and  is 
most  common  in  the  young  adult.  On  the  other 
hand,  chronic  leukemias  of  the  lymphatic  and 
myelogenous  varieties  are  found  more  often  in 
the  fourth  to  sixth  decades.  Lymphosarcoma 
may  appear  at  the  extremes  of  life,  although  the 
majority  of  cases  occur  in  the  middle  decades. 

Causative  Factors 

These  observations  pose  a challenging  problem 
as  to  a possible  relation  to  endocrine  balance. 
Thus,  it  has  been  noted  that  estrogen  adminis- 
tration in  most  strains  of  mice  leads  to  an  in- 
creased incidence  of  leukemia  and  lymphoid 
tumors.3-5  It  has  also  been  shown  that  testos- 
terone administered  with  estrogens  antagonizes 
the  tumor-accelerating  .effect  of  the  estrogens, 
although,  when  given  alone,  it  neither  accelerates 
nor  retards  the  tumor  development.6  It  is  also 
of  interest  to  note  that  the  carcinogenic  hydro- 
carbons can  induce  myelogenous,  monocytic,  and 
lymphosarcomatous  leukoses,  while  the  estrogens 
induce  only  locally  invasive  lymphatic  tumors  or 
generalized  lymphatic  leukemia. 

The  subject  of  causative  agents  in  this  group 
of  diseases  is  as  replete  with  inferences  and  igno- 
rance as  other  malignant  neoplasia.  However, 
Grand  has  reported  on  the  purification  and  prop- 
erties of  an  active  agent  in  Hodgkin’s  disease. ? 
An  ultrafiltrable  agent  was  extracted  from  the 
chest  fluid  and  lymphoid  tissue  of  patients  with 
Hodgkin’s  disease.  It  is  apparently  capable  of 
producing  specific  changes  in  tissue  cultures  of 
normal  chick,  rat,  and  human  lymph  nodes, 
namely,  the  appearance  in  the  lymphoid  and 
reticular  cells  of  specific  cell  inclusions  and  a rela- 
tively rapid  deterioration  of  these  cells.  The 
agent  could  not  be  isolated  from  patients  with 
lymphosarcoma  or  leukemia.  Whether  or  not 
one  is  inclined  to  interpret  these  findings  as  in- 
dicative of  an  infectious  process  in  Hodgkin’s 
disease,  it  does  provide  a unique  differentiation 
between  this  and  the  other  diseases  affecting  the 
lymph  nodes. 
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Systemic  Reactions  of  Host 

The  striking  differences  in  clinical  course  and 
prognosis  of  these  diseases  cannot  be  overlooked. 
Certainly,  the  fulminating  course  of  the  acute 
leukemias  is  in  marked  contrast  to  the  chronic 
leukemias  where  the  patient  may  feel  well,  be 
active,  and  have  only  moderate  anemia  in  spite  of 
marked  adenopathy  and  hepatosplenomegaly. 
In  Hodgkin’s  disease  and  lymphosarcoma,  while 
the  course  is  usually  much  more  protracted  than 
acute  leukemia,  it  is  unusual  for  the  patient  to 
feel  well  and  be  active  in  the  presence  of  adenop- 
athy and  hepatosplenomegaly. 

Attention  is  called  to  the  studies  on  the  reduc- 
ing power  of  plasma  as  reported  by  Black.8-9 
Examination  of  approximately  1,600  samples  of 
plasma  from  normal  individuals  and  patients 
with  and  without  malignant  neoplastic  dis- 
eases revealed  a definite  decrease  of  the  re- 
ducing power  associated  with  approximately 
80  per  cent  of  the  cases  of  malignant  neoplasia. 
Less  than  5 per  cent  of  the  control  group  showed 
such  changes.  The  results  of  examination  of  a 
series  of  the  diseases  under  consideration  are 
summarized  in  Table  1. 

It  will  be  noted  that  there  is  a marked  differ- 
ence in  the  reaction  of  the  chronic  leukemia 
group  as  compared  to  the  other  diseases.  We  feel 
that  this  finding  is  significant  and  indicates  a 
point  of  difference  between  the  chronic  leukemias 
and  the  other  diseases  under  discussion. 

Reactions  of  the  Neoplasm 
In  Vivo  Studies 

Detailed  studies  of  biochemical  changes  in  the 
tissues  and  cells  of  this  group  of  diseases  are 
sparse,  and  the  results  not  clearly  definitive. 
Thus,  studies  have  been  made  on  the  tissue 
metabolism  of  bone  marrow.10  Except  for  a 
relatively  high  respiratory  quotient  (0.96),  the 
metabolism  of  the  myeloid  cells  is  indistinguisha- 
ble from  that  of  malignant  cells.  On  the  other 
hand,  normal  lymphatic  tissue  possesses  a dis- 
tinctly lower  anaerobic  glycolysis  than  is  found 
in  spontaneous  mouse  lymphatic  leukemia.11-13 

Diverse  data  on  biochemical  changes  in  lym- 
phosarcoma, lymphomas  and  leukemias  are  tabu- 
lated by  Greenstein.14  In  general,  the  deviations 


Table  1. — Presence  of  Decreased  Reducing  Power  of 
Plasma  (Malignant  Type  Reaction)  in  Diseases  Affect- 
ing Lymph  Nodes 


Disease 

Number 
of  Cases 

Number 

with 

Decreased 

Reducing 

Power 

Per  Cent 
with 

Decreased 

Reducing 

Power 

Hodgkin’s  disease 

24 

19 

90.5 

Lymphosarcoma 

23 

22 

95.9 

Acute  leukemias 

19 

16 

84.2 

Chronic  lymphatic 
leukemia 

9 

5 

55.5 

Chronic  myelogen- 
ous leukemia 

5 

2 

40.0 

listed  are  in  keeping  with  changes  found  in  other 
malignant  neoplastic  diseases.  On  the  other 
hand,  Greene  reported  an  inability  to  transplant 
human  tissue  from  Hodgkin’s  disease,  lympho- 
sarcoma, and  leukemia  to  the  anterior  chamber 
of  the  guinea-pig  eye.15  This  is  interpreted  by 
him  as  indications  that  they  are  not  neoplastic 
diseases. 

Study  of  the  differential  sensitivity  of  cells  from 
normal  lymph  nodes,  lymphoid  cells  from  Hodg- 
kin’s tissue,  lymphosarcoma,  and  leukemia  was 
made  by  Chambers  et  al.,  using  the  tissue  culture 
technic.16  They  found  the  critical  toxic  level  for 
the  lymphoid  cells  of  the  various  tissues  to  tetra- 
methyl-o-phenylene  diamine  to  be  as  follows: 


Normal  lymph  nodes 

(human  and  rat) 0.0075  M 

Hodgkin’s  disease 0.0025  M 

Lymphosarcoma  (human  and 

rat) 0.001-0.0025  M 

Leukemic  node  (human) 0.001  M 


These  findings  are  quite  parallel  to  the  x-ray 
sensitivity  of  the  diseases. 

Reactions  to  Chemotherapy 

The  use  of  a therapeutic  trial  of  specific  drugs 
as  an  aid  to  diagnosis  is- an  established  procedure 
in  medicine.  By  the  same  token,  the  response  of 
neoplastic  tissue  to  specific  chemicals  or  modes  of 
therapy  may  be  used  to  categorize  them  and  to' 
throw  light  on  their  metabolic  activity.  We 
shall  consider  the  reactions  of  the  diseases  under 
discussion  to  four  diverse  chemical  entities  which 
have  been  shown  to  have  reproducible  destructive 
action  on  neoplastic  tissue. 

Arsenicals.—' The  use  of  Fowler’s  solution  for 
the  treatment  of  chronic  myelogenous  leukemia 
is  well  known.  Definite  remissions  may  be  pro- 
duced, and  the  decrease  in  circulating  granu- 
locytes is  distinct  and  quite  readily  achieved.  In 
contrast,  little  or  no  effect  is  obtained  in  chronic 
lymphatic  leukemia,  the  acute  leukemias,  Hodg- 
kin’s disease,  or  lymphosarcoma. 

Urethane. — Striking  effects  on  the  blood  count 
in  chronic  myelogenous  leukemia  was  reported 
by  Haddow  et  alA 7 It  was  shown  that  remissions 
in  the  blood  count  and  clinical  course  could  be 
induced  by  the  use  of  urethane.  The  effects  pro- 
duced were  similar  to  those  achieved  by  x-ray. 

Chronic  lymphatic  leukemia  may  show  favora- 
ble response  in  some  instances  but  not  nearly  as 
regularly  or  dramatically  as  myelogenous  leukemia . 

In  acute  leukemia  the  effect  of  urethane  is  not 
as  striking.  Although  some  instances  of  decrease 
ip  the  immature  white  cells  of  the  polymorpho- 
nuclear series  have  been  noted,  the  results  are 
disappointing  and  sporadic. 

There  is  no  evidence  that  urethane  is  of  any 
real  value  in  the  treatment  of  Hodgkin’s  disease 
or  lymphosarcoma. 
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Nitrogen  Mustards.—1 These  have  been  exten- 
sively tested  in  various  neoplastic  diseases.  Excel- 
lent reviews  covering  the  use  of  these  compounds 
may  be  found  in  the  American  Association  for  the 
Advancement  of  Science,  Symposium  on  Ap- 
proaches to  Tumor  Chemotherapy.18  It  is  gener- 
ally agreed  that  Hodgkin’s  disease  shows  marked 
sensitivity  to  these  agents  resulting  in  regression 
of  glands  and  clinical  remissions  of  varying 
lengths. 

The  results  in  the  treatment  of  lymphosar- 
coma, while  somewhat  similar  to  those  in  Hodg- 
kin’s disease,  are  not  as  constant  or  as  striking. 

Chronic  lymphatic  leukemia  may  respond  in 
some  cases  with  a drop  in  count  and  partial  remis- 
sion. However,  the  group  survival  is  much 
poorer  than  in  Hodgkin’s  disease.  The  results  in 
chronic  myelogenous  leukemia  are  not  very  note- 
worthy, and  only  slight  specificity  is  demonstra- 
ble in  the  leukemic  cells.  In  acute  leukemia  the 
action  is  again  lacking  in  specificity  although 
some  temporary  remissions  have  been  reported. 

Glycolytic  Inhibitors. — The  effect  of  sodium 
fluoride,  iodoacetic  acid,  and  malonic  acid  on 
malignant  neoplastic  tissue  was  reported  by 
Black  and  Kleiner  and  Black,  Kleiner,  and 
Bolker.19'20  Studies  of  their  cellular  and  tissue 
effects  were  reported  by  Bolker,  Black,  and 
Kleiner.21  While  the  use  of  these  agents  is  still  in 
its  early  stages,  it  is  singularly  important  that 
they  do  not  have  any  noticeable  effect  on  normal 
tissues  in  the  doses  employed. 

While  improvement  has  been  obtained  in 
acute  leukemia,  lymphosarcoma,  and  Hodgkin’s 
disease,  no  change  attended  the  use  of  these 
agents  in  chronic  lymphatic  or  chronic  myelo- 
genous leukemia.  The  distinct  separation  of  the 
chronic  leukemias  on  this  basis  is  noteworthy. 

X-Ray 

The  sensitivity  of  abnormal  cells  to  radiation 
closely  parallels  the  sensitivity  of  the  normal 
structures  from  which  the  neoplastic  cells  arose. 
Thus  the  reaction  of  Hodgkin’s  granuloma  will 
vary  in  its  sensitivity  to  the  amount  of  fibrous 
tissue  present.  The  lymphocyte  is  notoriously 
sensitive  to  the  x-ray  beam.  Large  lymphosar- 
comatous  masses  will  respond  to  small  doses  of 


radiation  by  immediate  and,  at  times,  almost 
miraculous  diminution  in  size.  The  lymphocyte 
in  the  leukemic  states  also  responds,  but  there  is 
usually  a lesser  response,  in  that  leukemic  glandu- 
lar masses  will  not  shrink  to  the  extent  of  lympho- 
sarcomatous  tissue.  The  lymphocytes  in  the  cir- 
culating blood  are  also  sensitive  to  small  doses  of 
radiation,  and  this,  in  some  ways,  hastens  their 
maturation  and  discharge  from  the  circulating 
blood.  The  effect  of  radiation  on  the  abnormal 
granulocytic  cells,  myelocytes,  and  more  mature 
forms  is  even  more  striking  than  seen  in  its  effect 
in  lymphatic  leukemia.  Radiation  induces  a re- 
duction in  the  numbers  of  white  blood  cells  within 
the  peripheral  blood  stream,  diminution  in  the 
size  of  the  spleen  and  of  leukemic  masses,  and 
usually  results  in  definite  clinical  improvement. 

This  clinical  improvement  following  moderate 
doses  of  radiation  is  practically  never  observed  in 
the  treatment  of  acute  leukemia.  In  fact,  radia- 
tion even  in  smallest  doses  frequently  results  in 
accentuation  of  symptoms  and  a more  rapid 
downhill  course  in  the  patient  so  treated.  These 
observations  are  shown  in  Table  2. 

The  use  of  the  therapeutic  response  to  radiation 
in  diagnosis  has  also  been  suggested  by  Palazzo 
and  Desjardins.22-24  These  results  are  in  agree- 
ment with  our  own. 

Discussion 

The  use  of  various  dynamic  points  of  reference 
would  seem  to  distinguish  chronic  lymphatic 
leukemia,  chronic  myelogenous  leukemia,  the 
acute  leukemias,  Hodgkin’s  disease,  and  lympho- 
sarcoma. By  this  means  a consecutive  differ- 
entiation of  the  various  diseases  is  possible,  very 
much  as  with  a flow  chart  in  chemical  analysis. 
The  results  obtained  with  the  reducing  time 
studies  and  the  effects  of  glycolytic  inhibitors 
seem  to  separate  the  chronic  leukemias  from  the 
other  diseases  under  discussion.  While  the  impli- 
cations of  these  observations  are  still  incomplete, 
they  provide  an  interesting  departure  for  further 
investigation. 

Custer  and  Bernhard  have  reported  on  an 
unusually  complete  study  of  biopsy  and  autopsy 
material  from  the  Army  Institute  of  Pathology.25 


Table  2. — Effect  of  X-rat 


Disease 

Local  Effect  of  X-ray 

Constitutional  Effect  of  X-ray 

Hodgkin’s  disease 

Improvement  which  varies 
with  chronicity  of  proc- 
ess 

Improvement  which  varies 
with  chronicity  and  ex- 
tent of  disease 

Lymphosarcoma 

Immediate  and  striking 
local  effect 

Precipitous  local  effect  may 
sometimes  result  in  more 
rapid  deterioration  (over- 
dosage) 

Improvement 

Chronic  lymphatic  leukemia 

Marked  local  effect 

Chronic  myelogenous  leukemia 

Marked  local  effect 

Improvement 

Acute  lymphatic  leukemia 

Minimal  local  effect 

No  improvement 

Acute  myelogenous  leukemia 

Minimal  local  effect 

No  improvement 
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Their  conclusions  include  the  following:  “(1) 

Instead  of  there  being  five  or  more  separate  and 
distinct  neoplasms  of  lymphoid  tissue,  there  is 
one.  (2)  This  single  tumor  entity  may  adopt  any 
one  of  at  least  seven  different  histologic  patterns. 
(3)  These  may  occur  singly  or  in  combination  in  a 
given  patient,  or  there  may  be  a distinct  transition 
from  one  type  to  another  during  the  course  of  the 
patient’s  disease.” 

Although  this  report  indicates  that  the  major- 
ity of  cases  subjected  to  repeat  biopsy  and 
autopsy  examination  may  reveal  transition  be- 
tween Hodgkin’s  disease,  lymphosarcoma,  fibro- 
sarcoma, and  leukemia,  such  fluctuation  in  the 
clinical  course  and  biologic  character  of  the  dis- 
ease is  exceptional.  Thus,  if  the  first  biopsy  of  a 
glandular  enlargement  reveals  lymphosarcoma, 
one  may  predict  the  clinical  course,  radiosensi- 
tivity, chemotherapeutic  response,  etc.,  with  a 
high  degree  of  accuracy.  This  is  also  true  for  the 
other  diseases  under  discussion.  This  would  not 
be  possible  were  the  character  of  the  disease  to 
vary  with  each  change  in  the  histologic  picture 
described  above.  Were  this  the  case,  clinical  and 
therapeutic  differentiation  would  be  well-nigh 
nonexistent. 

It  is  well  known  that  marked  variation  in 
histologic  appearance  may  occur  between  primary 
carcinoma  and  its  metastatic  foci.  Furthermore, 
change  may  also  occur  in  the  appearance  of  the 
primary  growth  with  the  passage  of  time  and  the 
advent  of  therapy.  Yet,  the  clinical  and  thera- 
peutic characteristics  of  the  disease  are  essentially 
a function  of  the  primary  growth  and  not  given  to 
change  with  each  variation  in  histologic  appear- 
ance of  the  metastases.  All  too  often,  a meta- 
static lesion  cannot  be  identified  as  to  its  site  of 
origin,  yet,  for  the  most  part,  the  course  of  the 
disease  and  site  of  metastases  corresponds  to  the 
site  of  origin,  not  the  appearance  of  the  peripheral 
spread. 

By  the  same  token  it  is  not  amiss  to  stress  the 
importance  of  the  identity  of  the  early  lympho- 
matous  enlargement  as  indicative  of  the  clinical 


and  therapeutic  characterization  of  the  process. 
Changes  which  occur  later,  subsequent  to  radia- 
tion or  in  tissue  foreign  to  the  site  of  origin,  may 
often  be  as  nonrepresentative  of  the  original  pic- 
ture as  may  be  metastatic  foci  in  carcinoma. 

In  summary,  it  appears  justified  to  infer  that 
despite  apparent  merging  and  overlap  of  histo- 
logic appearance  in  some  instances,  acute  leu- 
kemia, chronic  lymphatic  leukemia,  chronic 
myelogenous  leukemia,  Hodgkin’s  disease,  and 
lymphosarcoma  constitute  distinct  disease  enti- 
ties. Such  a concept  has  the  value  of  utility  in 
therapy  and  further  investigation  of  the  biologic 
characteristics  of  these  diseases. 
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The  Malpractice  Insurance  and  Defense  Board 
consists  of  the  following: 

Leo  F.  Schiff,  M.D.,  Chairman Plattsburg 

Christopher  Wood,  M.D.,  Vice- 

Chairman White  Plains 

Charles  Gordon  Heyd,  M.D New  York  City 

John  F.  Kelley,  M.D Utica 

Thomas  M.  D’Angelo,  M.D Jackson  Heights 

Walter  P.  Anderton,  M.D.,  ex  officio 

New  York  City 

James  R.  Reuling,  M.D.,  ex  officio Bayside 

William  F.  Martin,  ex  officio New  York  City 

Harry  F.  Wanvig,  ex  officio,  Secretary 

New  York  City 

The  following  annual  report  is  submitted. 
Introduction. — The  major  problems  confronting 
your  Malpractice  Insurance  and  Defense  Board  dur- 
ing the  past  year  have  been:  (a)  The  continuing 
rise  in  the  number  and  cost  of  malpractice  suits  and 
claims  and  the  consequent  increase  in  insurance 
rates,  and  (6)  search  for  a satisfactory  insurance 
company  to  replace  the  Yorkshire  as  the  carrier  of 
our  Group  Plan  of  malpractice  insurance  and  de- 
fense. 

Rising  Loss  Costs — Causes. — (1)  The  cost  of 
losses,  through  the  application  of  sound  actuarial 
principles,  determines  insurance  rates,  and,  under 
our  agreement  with  the  insurance  carrier,  we  are 
obligated  to  meet  our  increasing  loss  costs  by  estab- 
lishing adequate  premium  rates.  In  1921,  the  cost 
of  $5,000  malpractice  insurance  protection  was  $18. 
Today,  the  cost  of  the  same  amount  of  protection  is 
$55  in  the  metropolitan  area  and  $40  in  the  upstate 
counties.  The  difference  between  those  rates  illus- 
trates graphically  the  extent  to  which  malpractice 
loss  costs  have  risen  in  this  State. 

(2)  Our  study  of  these  rising  costs  shows  that  they 
have  not  been  the  direct  result  of  any  one  cause  but 
the  combined  effect  of  several  causes — some  beyond, 
but  many  within,  our  power  to  control. 

(3)  The  factors  beyond  our  control  are  the  infla- 
tionary tendencies  of  the  present  day  which  have 
contributed  materially  to  our  rising  costs. 

(4)  The  factors  which  he  within  our  control  are 
those  which  give  rise  to  preventable  suits  and 
claims.  Physicians,  of  course,  are  not  infallible,  and 
a certain  number  of  bad  results  will  always  occur  due 
to  the  margin  of  error  which  is  inherent  in  all  human 
endeavors.  These  are  not  considered  preventable 
claims.  On  the  other  hand,  we  must  direct  our 
attention  toward  the  preventable  errors  which  may 
cause  claims,  such  as  those  due  to  carelessness  or 
poor  judgment. 

(5)  An  attempt  to  bring  these  matters  to  the 
attention  of  individual  physicians  was  made  in  a 


letter  from  the  Board  which  is  being  enclosed  with 
each  certificate  issued  after  January  1 of  this  year, 
which,  in  part,  reads  as  follows: 

Every  year,  the  public  becomes  more  claim 
conscious,  more  claims  of  a serious  nature  are 
being  filed,  and  courts  and  juries  are  holding  the 
profession  to  strict  accountability.  This  de- 
mands, as  never  before,  that  every  member  of  the 
Society  exercise  utmost  vigilance  to  prevent  care- 
lessness both  on  his  own  part  and  that  of  his 
assistants  and  to  limit  his  procedures  to  those  he 
knows  to  be  safe  and  accepted.  No  operation  or 
other  procedure  should  be  undertaken  unless  the 
doctor  knows,  beyond  doubt,  that  he  is  competent 
to  carry  out  the  proposed  treatment.  Last,  but 
not  least,  the  doctor,  by  every  word  and  act,  must 
convince  the  patient  that  he  has  the  health,  com- 
fort, and  welfare  of  the  patient  at  heart. 

(6)  We  emphasize  the  fact  that  behind  every  mal- 
practice claim  is  a dissatisfied  patient.  This  dis- 
satisfaction may  arise  from  a bad  result,  real  or 
fancied,  but  aggravated  in  many  cases  by  what  the 
patient  regards  as  careless,  unsympathetic,  or 
neglectful  treatment  by  the  doctor  or  by  charges 
which  he  believes  are  out  of  proportion  to  the  serv- 
ices rendered.  In  some  cases,  these  factors  con- 
stitute the  entire  basis  for  the  dissatisfaction.  A 
small  percentage  of  patients  probably  would  not  be 
satisfied  with  perfection  itself,  but,  in  far  too  many 
cases,  the  attitude  of  the  physician  himself  is  the 
chief,  and  in  some  instances,  the  only  cause  of  the 
dissatisfaction.  To  these  causes  of  claims  we  must 
again  add  that  of  criticism  of  the  acts  of  another 
physician.  Doctors  have  an  obligation  to  their 
patients  to  inform  them  fully  and  accurately  as  to 
their  condition,  but  there  should  be  no  room  in  our 
practice  of  medicine  for  needless  criticism  of  fellow 
doctors. 

(7)  The  growth  of  these  preventable  claims  must 
not  be  allowed  to  go  unchecked.  The  time  has 
come  when  we  must  unite  in  a carefully  planned 
program  to  eliminate  these  and  to  reduce  all  mal- 
practice actions  to  a minimum.  This  program 
should  consist  of  two  parts,  (a)  elimination  of  unde- 
sirable risks  from  protection  under  our  Group  plan, 
and  (6)  prevention  of  claims  at  their  source. 

Elimination  of  Undesirable  Risks. — (1)  Elim- 
ination of  undesirable  risks  from  the  Group  Plan 
may  seem  like  locking  the  barn  after  the  horse  is 
stolen,  but  the  possibility  of  being  denied  further  in- 
surance protection  will  do  much  to  preyent  careless- 
ness, to  stimulate  better  judgment,  and  to  prevent 
the  undertaking  of  procedures  which  members  are 
incompetent  to  carry  out. 

(2)  Last  year,  the  House  of  Delegates  authorized 
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this  Board  to  deny  renewal  of  insurance  of  a member 
found  guilty  of  acts  for  which  “no  excuse,  in  common 
decency,  can  be  found.”  In  addition,  the  Council 
has  authority  under  the  Regulations  Governing 
Malpractice  Defense  and  Group  Insurance  to  limit 
the  amount  of  insurance  which  a member  may  have 
and  to  deny  renewal  of  insurance  of  a member  whose 
medical  procedure,  conduct,  or  attitude  constitutes, 
in  the  opinion  of  competent  medical  opinion,  a bur- 
den to  the  Group  Plan  more  hazardous  than  that  con- 
templated in  the  competent  practice  of  medicine. 
Action  under  these  authorities  has  been  taken  in 
several  cases,  but  it  is  believed  that  these  penalties 
are  too  severe  in  many  cases  where  a milder,  tempo- 
rary penalty  would,  in  all  probability,  accomplish 
the  desired  result  and  at  the  same  time  preserve 
some  measure  of  protection  for  otherwise  worthy 
members  of  the  Society. 

(3)  In  such  cases,  the  Board  recommends  the 
adoption  of  a deductible  average  clause  which,  when 
attached  to  a member’s  policy,  would  make  him  a 
coinsurer  with  the  company,  and,  as  such,  require 
him  to  bear  some  stated  part  of  any  future  losses 
caused  by  him.  In  the  absence  of  any  further 
claims  against  him,  the  deductible  amount  would  be 
decreased  from  year  to  year  until  the  member  would 
again  be  granted  full  coverage.  This  system  has 
been  in  use  for  a number  of  years  in  several  counties 
in  California  and  has  been  responsible  for  a sub- 
stantial decrease  in  the  number  of  claims  filed  and 
in  the  cost  of  insurance.  The  Board  believes  that 
it  would  be  equally  effective  in  New  York  and  urges 
that  it  be  authorized  for  application  to  our  Group 
Plan  if  and  when  approved  by  the  State  Insurance 
Department. 

(4)  To  centralize  the  powers  now  divided  be- 
tween the  Council  and  this  Board  and  to  implement 
the  application  of  the  deductible  average  clause 
where  warranted  in  particular  cases,  the  Board 
recommends  that  the  Regulations  Governing  Mal- 
practice Defense  and  Group  Insurance  be  amended 
by  adding  the  following  paragraph  at  the  end  of 
Section  II  as  it  appears  on  page  21  of  the  Regulations 
published  by  the  Society  in  1946: 

The  authority  to  limit  the  amount  of  insurance 
protection  granted  to  any  member  and  the 
authority  to  withdraw  the  privilege  of  renewal  of 
indemnity  insurance  under  the  Group  Plan  under 
conditions  hereinabove  stated  is  hereby  delegated 
to  the  Malpractice  Insurance  and  Defense  Board 
and  shall  be  one  of  the  duties  of  the  Board. 

The  Board  may,  in  lieu  of  withdrawing  the 
privilege  of  renewal  of  insurance  from  a member 
under  the  conditions  stated,  order  that  a deduct- 
ible average  clause  in  some  given  amount  be 
applied  to  the  renewal  of  such  insurance. 

Any  member  whose  insurance  is  affected  by  a 
decision  of  the  Board  shall  have  the  right  of  appeal 
to  the  Council.  The  decision  of  the  Council  shall 
be  final. 

Claim  Prevention. — (1)  Last  year,  the  House  of 
Delegates  instructed  the  Council  to  study  the  so- 
called  “Alameda  County  (California)  Plan”  and  to 
institute  as  soon  as  feasible  procedures  looking 
toward  the  employment  of  measures  of  like  nature 
in  the  constituent  societies  or  district  branches  of 
the  Medical  Society  of  the  State  of  New  York.  At  a 
subsequent  meeting  of  the  Council,  the  responsi- 
bility for  this  investigation  was  turned  over  to  this 
Board. 

(2)  A preliminary  study  of  the  situation,  through 
correspondence  with  officials  of  the  Alameda  County 
Medical  Association,  brought  out  the  fact  that  the 


“plan”  is  a somewhat  revolutionary  and  rather 
ambitious  venture  into  wide  fields  of  public  rela- 
tions, physician-patient  relations,  and  medical 
economics,  working  at  the  county  level.  Malprac- 
tice claim  prevention  is  only  a corollary  part  of  this 
program.  Three  of  the  members  of  this  Board  had 
an  opportunity  to  contact  the  executive  secretary  of 
the  Alameda  County  Medical  Association  at  St. 
Louis  in  December,  and  a subcommittee  has  been 
ordered  to  visit  Alameda  County  without  delay  to 
complete  the  study  on  the  ground.  In  the  mean- 
time the  claim  prevention  programs  in  New  Jersey 
and  Connecticut  are  being  examined,  and  the  Board 
hopes  to  complete  these  studies  in  time  for  inclusion 
with  recommendations  in  a supplementary  report 
to  this  House  of  Delegates. 

(3)  In  the  supplemental  report  the  Board  will  rec- 
ommend a uniform  plan  of  education,  supervision, 
and  cooperation  at  the  county  level,  backed  up, 
where  necessary,  by  penalties  in  connection  with  a 
member’s  insurance  at  the  State  level. 

(4)  The  elimination  of  undesirable  risks  from  the 
Group  Plan  and,  if  approved  by  the  Insurance  De- 
partment, the  adoption  of  the  use  of  deductible 
average  clauses  will  be  potent  deterrents  to  careless- 
ness, thoughtlessness,  and  taking  unwarranted  risks 
in  the  practice  of  medicine  and  will  have  an  appreci- 
able effect  upon  our  loss  costs.  But,  in  our  opinion, 
the  effect  of  these  measures  will  be  far  less  than  that 
which  will  flow  from  a coordinated  attack  upon  the 
underlying  causes  of  malpractice  actions  at  their 
source. 

New  Insurance  Carrier  for  the  Group  Plan. — (1) 

On  July  1,  1948,  the  Yorkshire  Indemnity  Company 
asked  to  be  relieved  of  the  malpractice  insurance 
business  of  the  State  Society.  When  it  was  found 
that  no  other  company  was  immediately  available  to 
take  their  place,  they  agreed  to  continue  our  business 
until  a satisfactory  replacement  could  be  found, 
provided  the  Society  would  approve  higher  rates 
and  consent  to  dividing  the  State  for  rating  purposes, 
and  that  was  done. 

(2)  Now,  we  are  glad  the  Board  is  able  to  report 
that  it  has  found  a first  class  company  willing  to 
undertake  the  Group  Plan  under  favorable  terms, 
and  we  have  concluded  an  agreement  with  them 
which  was  approved  by  the  Council  on  February  10, 
1949.  The  company  is  the  Employers  Mutual 
Liability  Insurance  Company  of  Wisconsin,  one  of 
the  largest  mutual  liability  insurance  companies  in 
America.  In  1947  their  premium  income  was 
$51,000,000  and  their  assets  at  the  year’s  end 
totaled  $70,000,000.  They  are  entered  in  every 
state  in  the  union  and  are  rated  by  Alfred  M.  Best  as 
A-f-  (excellent)  AAAAA.  The  present  officers  are 
the  men  who  organized  the  company  in  1911  and 
who  have  brought  it  to  its  present  eminent  position 
in  the  insurance  world. 

(3)  In  agreeing  to  undertake  our  business,  the 
company  has  accepted  all  the  requirements  for  the 
Group  Plan  as  adopted  by  the  House  of  Delegates 
and  amended  by  the  Council. 

(4)  Under  the  agreement  with  the  Employers, 
68.5  per  cent  of  premiums  will  be  available  for  the 
payment  of  losses  as  against  66  per  cent  under  our 
present  plan.  This  will  apply  to  all  limits  of  insur- 
ance, whereas  heretofore  the  permissible  loss  ratio 
has  applied  only  to  the  minimum  limits  of  $5,000/ 
$15,000. 

(5)  Malpractice  is  different  from  all  other  forms  of 
insurance  in  that  the  excessive  lag  in  the  reporting  ot 
claims  and  the  final  disposal  of  them  has,  in  the  past, 
been  responsible  for  high  loss  ratios  which  have  de- 
veloped many  years  after  the  rates  were  fixed  and 
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the  premiums  collected.  No  one  has  yet  found  a 
satisfactory  way  to  rate  insurance  of  this  character, 
and  this  fact,  more  than  any  other,  has  made  the 
business  unpopular  among  insurance  companies. 
The  Board  has  studied  this  problem  in  an  effort  to 
find  a solution  for  it  and  has  finally  devised  a plan 
whereby  a part  of  each  premium  (referred  to  as  sur- 
charge) will  be  set  aside  to  establish,  in  the  hands  of 
the  insurance  company,  a contingent  loss  reserve  or 
fund  for  each  year’s  business,  which  can  be  called 
upon  to  pay  unforeseen  losses  which  may  develop  in 
the  future,  in  the  event  that  the  base  rates  for  that 
year  prove  to  be  inadequate.  When  the  loss  lia- 
bility for  any  given  year  has  been  determined  with  a 
reasonable  degree  of  accuracy,  any  surplus  remaining 
in  the  fund  will  be  available  to  defray  claim  preven- 
tion activities,  or  as  a credit  to  our  loss  experience 
for  the  purpose  of  reducing  our  rates  or  surcharges  of 
later  years.  If  the  reserve  fund  proves  to  be  inade- 
quate, the  surcharge  of  a subsequent  year  will  be  in- 
creased enough  to  make  up  the  deficit. 

(6)  In  the  meantime,  the  base  rates  will  be  com- 
puted on  our  regular  experience  formula,  and  every 
effort  will  be  made  to  make  them  adequate  to  carry 
the  business  without  calling  upon  the  contingent 
reserve.  This  plan  is  calculated  to  prevent  either 
side  of  the  agreement  from  profiting,  even  uninten- 
tionally, at  the  expense  of  the  other,  and  that  is  the 
prime  purpose  of  our  Group  Plan. 

(7)  The  Board  visualizes  that  the  contingent  loss 
reserve  will  develop  into  a revolving  fund  which  can 
be  credited  from  one  year  to  another,  so  that,  in  a 
few  years,  the  surcharges  can  be  reduced  or  discon- 
tinued entirely,  thus  reducing  the  amount  of  our 
annual  premium. 

(8)  Our  rates  under  the  new  agreement,  predi- 
cated upon  our  loss  experience  up  to  the  end  of  1948, 
have  been  computed  on  the  basis  recommended  by 
the  Society’s  actuaries,  Messrs.  Wolfe,  Corcoran, 
and  Linder,  and  the  new  permissible  loss  ratio. 
They  are  as  follows: 

Basic  Sur-  Annual 

Rates  charges  Premium 

Metropolitan  area  in- 
cluding Westchester 

and  Nassau  Counties  $50  $5  $55 

Upstate  counties  in- 
cluding Suffolk  $39  $3  $42 

As  will  be  seen,  these  do  not  affect  the  annual 
premiums  in  the  metropolitan  area,  but  they  do  in- 
crease the  premium  by  $2.00  in  the  upstate  counties 
where  there  has  been  a very  heavy  increase  in  loss 
costs.  However,  these  premiums  include  the  sur- 
charges forming  the  contingent  loss  reserve,  which 
wall  remain  the  property  of  the  Group  Plan. 

(9)  Under  the  agreement,  all  policies  will  be  issued 
on  an  annual  basis  except  during  the  first  six  months 
when  members  who  are  then  in  the  first  six  months  of 
their  annual  policy  year  will  receive  six  months 
policies  to  return  them  to  their  normal  expiration 
dates.  Thereafter  they  will  receive  annual  policies. 
This  is  necessary  to  redistribute  the  business 
throughout  the  year. 

(10)  The  agreement  will  become  effective  at 
12:01  a.m.  July  1,  1949.  At  that  time,  the  York- 
shire will  discontinue  writing  malpractice  insurance 
in  this  State  and  the  Employers  will  take  over. 
The  agreement  has  no  expiration  date,  but  it  may  be 
terminated  by  either  party  upon  written  notice  to 
the  other  six  months  prior  to  the  termination  date. 
Naturally,  the  Yorkshire  Indemnity  Company  will 
continue  to  serve  the  members  of  this  Society  under 


the  terms  of  policies  that  have  been  issued  up  to 
July  1, 1949,  so  long  as  liability  under  them  remains. 

(11)  Rates  will  be  computed  on  the  calendar  year 
basis  as  heretofore,  but  all  rate  changes  will  become 
effective  on  the  first  of  July. 

(12)  In  brief,  we  now  have  a large,  prosperous 
company  of  high  standing  to  take  over  our  malprac- 
tice insurance  under  all  the  Society’s  requirements 
for  the  Group  Plan  at  a 68.5  per  cent  loss  ratio 
applying  to  all  limits  of  insurance  and  at  rates 
justified  by  our  own  tabulation  of  loss  costs  together 
with  the  contingent  loss  reserve  plan  devised  and 
recommended  by  the  Malpractice  Insurance  and 
Defense  Board. 

(13)  In  the  opinion  of  the  Board,  this  is  the  most 
favorable  carrying  agreement  the  Society  has  ever 
had,  and  it  is  most  important  that  the  members  of 
the  Society  understand  and  appreciate  the  value  to 
them  of  this  splendid  solution  of  their  malpractice 
insurance  problems. 


TABLE  1. — Number  Insured  in  Group  Plan 


Number 

Number 

Per 

of 

of 

Cent 

County 

Members 

Insured 

Insured 

Schoharie 

20 

20 

100 

Chenango 

35 

30 

86 

Cayuga 

68 

58 

85 

Greene 

29 

34 

83 

Sullivan 

49 

40 

82 

Tioga 

30 

24 

80 

Herkimer 

62 

48 

77 

Genesee 

52 

38 

73 

Oswego 

58 

42 

72 

Yates 

21 

15 

71 

Fulton 

64 

45 

70 

Broome 

242 

166 

69 

Clinton 

53 

36 

68 

Onondaga 

472 

320 

68 

Chemung 

107 

72 

67 

Rensselaer 

159 

106 

67 

Saratoga 

70 

46 

66 

Westchester 

961 

633 

66 

Queens 

1,709 

1,105 

65 

Madison 

45 

29 

64 

Nassau 

773 

494 

64 

Oneida 

285 

183 

64 

Jefferson 

97 

61 

63 

Schenectady 

179 

113 

63 

Steuben 

100 

63 

63 

Allegany 

42 

26 

62 

Tompkins 

90 

56 

62 

Albany 

364 

223 

61 

Chautauqua 

122 

74 

61 

Richmond 

203 

124 

61 

Wyoming 

33 

20 

61 

Delaware 

42 

25 

60 

Essex 

38 

23 

60 

Cortland 

44 

26 

59 

W arren 

70 

41 

59 

Monroe 

687 

396 

58 

Rockland 

131 

76 

58 

Wayne 

64 

37 

58 

Cattaraugus 

91 

52 

57 

New  York 

6,683 

3,804 

57 

Niagara 

153 

86 

56 

Franklin 

71 

38 

54 

Kings 

3,573 

1,944 

54 

Orange 

209 

113 

54 

Orleans 

21 

11 

52 

Erie 

1,066 

537 

50 

Lewis 

18 

9 

50 

Putnam 

20 

10 

50 

Ontario 

105 

51 

49 

St.  Lawrence 

88 

42 

48 

Schuyler 

13 

6 

46 

Ulster 

104 

47 

45 

Suffolk 

329 

146 

44 

Bronx 

1,630 

695 

43 

Otsego 

61 

26 

43 

Columbia 

50 

21 

42 

Livingston 

45 

17 

38 

Dutchess 

223 

80 

36 

Montgomery 

71 

23 

32 

Washington 

41 

13 

32 

Seneca 

42 

12 

29 

Totals 

22,376 

12,741 

57 
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ADDITIONAL  ANNUAL  REPORTS 


[N.  Y.  State  J.  M. 


The  Yorkshire  Indemnity  Insurance  Company.— 

(1)  For  the  past  thirteen  years  the  Yorkshire  In- 
demnity Company  has  carried  the  Group  Plan  and 
has  lived  up  to  the  spirit  as  well  as  the  letter  of  its 
agreement  with  the  Society.  Not  once  has  the  Com- 
pany resorted  to  any  legal  technicality  or  in  any 
other  way  sought  to  avoid  giving  full  protection  to 
every  member  of  the  Society  who  needed  it.  Mr. 
Alan  0.  Robinson,  the  executive  vice-president,  and 
his  assistant,  Mr.  Horace  Crowell,  have  patiently 
sought  to  find  constructive  and  helpful  solutions  for 
our  malpractice  insurance  problems,  and,  in  the  face 
of  constantly  mounting  deficits,  they  have  continued 
to  carry  our  business  long  after  another  company 
might  have  discontinued  it. 


(2)  Your  Board  feels  it  is  but  fitting,  as  we 
approach  the  termination  of  our  fine  association  with 
the  Yorkshire  Indemnity  Company,  to  record  our 
deep  appreciation  to  the  Company  and  its  officers 
for  their  loyalty  and  the  fine  service  rendered  the 
members  of  the  Medical  Society  of  the  State  of  New 
York. 


Number  of  Members  Insured  in  the  Group 
Plan. — The  attached  is  a statement  of  the  number 
of  members  insured  in  the  Group  Plan  by  counties 
and  the  percentage  of  those  insured  to  the  total 
membership  (Table  1).  These  have  been  arranged 
in  the  order  of  the  percentage  insured. 


REPORT  OF  THE  COUNCIL 

PART  XII 
MISCELLANEOUS 


Medical  Licensure 

The  Committee  on  Medical  Licensure  has  the  fol- 


lowing membership: 

Nelson  W.  Strohm,  M.D.,  Chairman Buffalo 

Morris  Maslon,  M.D Glens  Falls 

Ivan  N.  Peterson,  M.D Owego 


The  Committee  herewith  presents  for  the  con- 
sideration of  the  Medical  Society  of  the  State  of 
New  York  the  following  information. 

This  Committee  with  the  same  personnel  gave  its 
previous  report  at  the  1948  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York  covering 
the  period  from  January  1,  1946,  to  June  1,  1947. 
We  compared  the  data  on  licensure  in  New  York 
State  with  that  of  the  other  states  and  reviewed  the 
figures  for  New  York  State  in  detail.  That  report 
discussed  the  basic  science  law  as  it  functions  in 
those  states  where  it  is  a law  and  presented  the  rea- 
sons why  we  believe  it  to  be  undesirable.  The 
previous  report  listed  the  requirements  for  licensure 
in  New  York  State,  which  have  not  been  changed  to 
date.  However,  certain  proposed  changes  are  listed 
herein.  The  policy  of  the  New  York  State  Depart- 
ment of  Education  on  endorsement  of  licenses  was 
outlined,  and  in  this  report  we  wish  to  call  attention 
further  to  some  of  the  problems  arising  in  the  prac- 
tice of  so  granting  licenses. 

For  comparative  purposes,  we  have  reviewed  the 
licensure  statistics  as  presented  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  for  the  year  1947. 

The  total  number  of  licenses  issued  in  the  United 
States,  including  the  District  of  Columbia,  Alaska, 
Hawaii,  Puerto  Rico,  and  the  Virgin  Islands,  was  by 
examination  6,747,  and  on  the  basis  of  reciprocity 
and  endorsement  7,682,  making  a total  of  14,429. 
This  decrease  from  1946,  in  which  year  16,231 
licenses  were  issued,  was  due  to  a decrease  in  the 
number  licensed  without  examination,  which  was  a 
reversal  of  the  previous  trend.  This  reversal  of  the 
previous  year’s  trend  nationally  was  not  followed  in 
New  York  State,  where  the  increase  continued,  due 
to  the  number  of  licenses  granted  to  foreign  appli- 
cants. 


The  greatest  number  of  licenses  granted  during 
the  calendar  year  of  1947  by  any  one  state  was 
again  in  California,  where  1,868  were  issued.  In 
New  York,  which  was  second  in  this  respect,  1,645 
licenses  were  granted. 

These  figures  represent  physicians  registering  in 
more  than  one  state  in  this  year.  The  total  number 
receiving  their  first  license  and  therefore  representing 
additions  to  the  medical  profession  in  the  United 
States  and  its  territories  is  6,855,  of  which  5,257 
were  by  examination  and  1,598  were  by  reciprocity 
and  endorsement.  In  New  York  State,  there  were 
1,063  additions  to  the  medical  profession  as  com- 
pared to  the  1,645  licenses  issued.  Of  these  1,063 
new  members  of  the  profession,  which  was  the  great- 
est addition  in  any  one  state,  447  were  licensed  by 
examination  and  616  by  endorsement. 

During  1947,  the  number  of  physicians  removed 
by  death  in  the  United  States  and  its  possessions  was 
3,515,  thus  leaving  an  apparent  physician  population 
increase  of  3,280  new  licentiates.  The  total  addi- 
tions to  the  profession  in  1947  for  the  continental 
United  States  is  110  less  than  for  1946,  which  saw 
many  medical  officers  returning  to  private  practice. 
Otherwise,  the  trend  of  increase  over  the  past  thir- 
teen years  persists.  The  estimated  number  of 
physicians  in  the  continental  United  States  as  of 
April  1,  1948,  was  199,764.  In  New  York  State,  the 
total  number  of  physicians  registered  as  of  January 
1,  1949,  was  31,937. 

From  a total  of  7,124  examined  in  the  United 
States  during  1947,  of  the  group  of  5,645  graduates  of 
approved  medical  schools  in  the  country,  3.1  per 
cent  failed,  whereas  11.8  per  cent  of  Canadian 
graduates,  17.9  per  cent  of  graduates  of  extinct 
schools,  52.9  per  cent  of  foreign  graduates,  42.5  per 
cent  of  graduates  of  unapproved  schools,  and  18.3 
per  cent  from  schools  of  osteopathy  failed.  It  is  of 
importance  to  note  that,  from  1930  through  1947,  a 
total  of  14,520  foreign  medical  school  graduates  have 
been  examined  in  this  country,  and  of  that  number 
and  excluding  the  graduates  of  Canadian  schools, 
6,973  or  48  per  cent  failed. 
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In  New  York  State,  of  1,092  examined,  39  from 
schools  within  the  State  or  3.6  per  cent  failed,  while 
80  from  36  schools  outside  the  State  or  7.3  per  cent 
failed.  Also  in  New  York  State,  of  those  from 
approved  schools,  57  who  had  failed  once  in  New 
York  were  licensed,  and  five  who  had  failed  once 
elsewhere  were  licensed  after  examination.  Twenty- 
five  who  had  had  two  or  more  failures  were  licensed. 
Of  graduates  of  foreign  schools,  30  who  had  failed 
once  in  New  York  State  were  licensed,  and  39  who 
had  failed  more  than  once  were  licensed.  Of  grad- 
uates of  unapproved  schools  and  schools  of  osteo- 
pathy, 31  who  had  failed  once  in  New  York  and  four 
who  had  failed  once  elsewhere  were  licensed. 
Eleven  who  had  failed  more  than  once  in  New  York, 
one  who  had  failed  more  than  once  elsewhere,  and  24 
who  had  failed  more  than  once  both  in  New  York 
and  elsewhere  were  licensed.  This  is  a total  of  240 
licensed  who  had  previously  failed. 

Of  physicians  examined  on  the  basis  of  credentials 
obtained  elsewhere  than  in  the  United  States  and 
Canada,  New  York  had  a total  of  387,  of  which  137 
passed  and  250  failed  with  a percentage  failure  of 
64.6.  No  other  state  examined  more  than  40.  In 
this  regard  the  ruling  continues  in  force  that  ma- 
triculates of  a date  later  than  January  1,  1940,  are 
not  accepted.  This  ruling  was  made  because  of  the 
deterioration  of  European  medical  schools  subsequent 
to  that  date.  At  the  present  time  the  problem  is 
much  different.  We  are  informed  that  an  increasing 
number  of  applications  are  being  received  by  New 
York  State  from  the  displaced  persons  group,  with 
foreign  credentials  of  a date  prior  to  1940  in  90  per 
cent  of  the  cases.  Most  of  these  applicants  have  not 
been  in  active  practice  for  some  years.  For  reasons 
that  are  apparent,  it  would  seem  that  such  applicants 
for  examination  should  be  required  to  have  had  an 
additional  defined  amount  of  study  in  an  approved 
school  before  admission  to  examinations.  Since  the 
endorsement  of  foreign  licenses  rests  with  the  Board 
of  Regents,  we  believe  that  a definite  position  on  this 
matter  should  be  taken  by  the  Medical  Society  of  the 
State  of  New  York  and  such  position  be  represented 
to  the  Board  of  Regents  of  the  State  of  New  York. 

There  has  also  been  noted  an  increasing  number  of 
applications  from  English  physicians  who  are 
anxious  to  separate  themselves  from  the  present  sys- 
tem of  medical  practice  in  England. 

The  power  of  endorsement  of  licenses  of  other 
states  rests  with  the  Committee  on  Endorsement, 
and  its  policies  continue  similarly  to  previous  years. 
There  were  a total  of  1,035  licenses  issued  by  en- 
dorsement in  1947  which  is  slightly  less  than  the 


1,081  endorsed  in  1946.  Seven  hundred  and  two  of 
the  1947  group  so  licensed  without  examination 
presented  certificates  of  the  National  Board  of 
Medical  Examiners.  Five  schools  of  New  York 
State  require  their  students  to  take  the  National 
Board’s  examinations.  The  number  licensed  by 
such  endorsement  by  New  York  far  exceeded  that  in 
any  other  state,  Massachusetts  being  next  with  272, 
and  California  third  with  244. 

The  marked  increase  in  those  obtaining  licenses  by 
reciprocity  or  endorsement  throughout  the  United 
States  continued  in  1947  as  in  1946,  and  is  explained 
as  previously  by  the  number  of  physicians,  returning 
from  war,  relocating  in  other  states  than  where  they 
originally  practiced  or  were  licensed.  California 
was  the  only  state  exceeding  New  York  in  the  num- 
ber so  licensed  for  1947. 

New  York  licensed  132  osteopathic  physicians  by 
examination  in  1947,  as  against  111  licensed  in  1946. 

As  previously  pointed  out,  New  York  State  does 
not  require  an  internship  for  license.  Nationally, 
however,  six  medical  schools  in  the  United  States 
and  four  in  Canada  require  internship  for  gradu- 
ation. Twenty-three  state  medical  licensing  boards, 
plus  the  Connecticut  Homeopathic  Board  and  the 
boards  of  the  District  of  Columbia,  Alaska,  Canal 
Zone,  Hawaii,  Puerto  Rico,  and  the  Virgin  Islands, 
require  internship  for  licensure. 

As  we  have  indicated,  there  has  been  no  change  in 
the  requirements  for  licensure  in  New  York  State  to 
the  date  of  writing  this  report.  However,  there  has 
been  introduced  into  the  legislature  during  the 
month  of  February,  1949,  a bill  which  calls  for  an 
increase  in  fees  for  examination,  endorsement,  and 
biennial  registration.  We  are  informed  that  this 
bill  was  drawn  without  conference  with  represent- 
atives of  this  Society. 

As  a summary,  and  to  bring  this  report  up  to  the 
latest  date  for  available  statistics,  we  are  in  conclu- 
sion giving  the  tabulated  reports  of  the  New  York 
State  Board  of  Medical  Examiners  for  the  period 
from  October,  1947,  through  October,  1948  (Tables  1 
and  2). 


TABLE  1. — Reports  of  New  York  State  Board  of 
Medical  Examiners,  October,  1947,  to  October,  1948 


Schools 

Passed 

Failed 

New  York  State  schools 

91 

44 

Other  U.S.  schools 

133 

125 

Canadian  schools 

25 

20 

Foreign  schools 

215 

502 

Unapproved  schools 

113 

77 

TABLE  2. — Reports  of  New  York  State  Board  of  Medical  Examiners 


October,  1947 

February,  1948 

June,  1948 

October,  1948 

Candidates 

Candidates 

Candidates 

Candidates 

School 

Passed 

Failed 

Passed 

Failed 

Passed 

Failed 

Passed 

Failed 

Albany 

0 

0 

0 

0 

1 

0 

0 

0 

Buffalo 

0 

0 

0 

0 

1 

0 

0 

1 

Columbia 

4 

0 

3 

0 

3 

0 

1 

0 

Cornell 

2 

1 

4 

0 

8 

1 

0 

0 

Long  Island 

4 

5 

2 

3 

6 

3 

5 

3 

New  York  Medical  College 

0 

2 

1 

2 

3 

5 

1 

2 

New  York  University 

6 

2 

5 

0 

4 

1 

5 

1 

Rochester 

1 

0 

2 

3 

6 

0 

0 

0 

Syracuse 

1 

0 

2 

2 

6 

5 

4 

2 

Total  New  York  Schools 

18 

10 

19 

10 

38 

15 

16 

9 

Chicago 

11 

7 

10 

5 

4 

3 

19 

3 

Middlesex 

41 

23 

18 

17 

7 

12 

3 

7 

Other  U.S.  Schools 

31 

36 

33 

35 

43 

30 

26 

24 

Canadian 

9 

4 • 

7 

6 

7 

5 

2 

5 

Foreign 

38 

114 

73 

139 

64 

137 

40 

112 

Total 

148 

194 

160 

212 

163 

202 

106 

160 

SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NEW  YORK* 


A T ITS  meeting  on  February  10,  1949,  the 
TL  Council  considered  the  following  matters, 
taking  action  as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
‘ the  armed  forces  for  two  members  for  1948  and  three 
members  for  1947.  On  account  of  illness,  annual 
assessments  for  15  members  were  remitted  for 
1948  and  17  for  1949;  also  24  War  Memorial 
assessments  were  remitted  on  account  of  illness, 
and  one  was  refunded. 

Dr.  Eugene  L.  Opie,  New  York  County,  was 
nominated  for  Associate  Fellowship  in  the  American 
Medical  Association. 

Communications. — Dr.  John  J.  Masterson,  chair- 
man of  the  nominating  committee  of  United  Medical 
Service,  Inc.,  submitted  for  nomination  as  Physician 
Directors  of  the  First  Class  to  serve  until  the  annual 
meeting  of  voting  members  in  1952  the  names  of 
John  B.  D’Albora,  M.D.;  Chester  O.  Davison, 
M.D.;  Milton  S.  Lloyd,  M.D.,  and  William  B. 
Rawls,  M.D.  Approval  was  voted. 

Dr.  A.  M.  Mitchell,  chairman  of  the  National 
Conference  of  County  Medical  Society  Officers 
of  the  American  Medical  Association,  requested 
appointment  of  a chairman  to  assist  in  making 
arrangements  and  creating  interest. 

It  was  voted  to  reappoint  Dr.  Charles  F.  McCarty 
as  chairman  for  New  York  State. 

Request  from  Dr.  Cary  Eggleston,  president  of 
the  United  States  Pharmacopoeial  Convention 
1940-1950,  to  send  from  one  to  three  representatives 
to  a meeting  regarding  the  U.S.  Pharmacopoeia  at 
Hotel  Statler,  Washington,  May  9 and  May  10. 

It  was  voted  that  the  Board  of  Trustees  be  re- 
quested to  appropriate  a sum  not  to  exceed 
$75  for  expenses  of  one  representative,  to  be 
appointed  by  the  President. 

After  discussion  of  a letter  regarding  expenses  of 
Committee  on  Public  Health  and  Education, 

It  was  voted  to  pay  Mrs.  0.  W.  H.  Mitchell 
monthly  rent  for  the  space  in  her  residence,  and 
to  pay  the  committee’s  telephone  expenses. 

In  reply  to  a letter,  the  Council  voted  to  appoint 
the  following  committee:  Dr.  John  J.  Masterson, 
chairman;  Dr.  Floyd  S.  Winslow;  Dr.  W.  P. 
Anderton;  Dr.  Nathan  B.  Van  Etten,  and  Dr. 
A.  F.  R.  Andresen  to  report  at  the  next  meeting 
about  future  direction  of  the  educational  program 
of  the  Public  Health  and  Education  Committee. 

A January  26  telegram  was  announced  from  Mr. 
Oscar  Ewing  regretting  his  inability  to  debate  at 
Annual  Meeting  May  3. 

As  a result  of  a letter, 

It  was  voted  that  Mr.  W.  A.  Richardson,  editor  of 
Medical  Economics,  be  invited  to  address  the 
House  of  Delegates  and  also  be  on  the  Teaching 
Day  Program. 

As  a result  of  notice  from  the  American  Medical 
Association  that  our  Society  is  entitled  to  three 
additional  members  of  its  House  of  Delegates,  the 
Secretary  announced  he  had  notified  Drs.  Clarence 
G.  Bandler,  W.  Guernsey  Frey,  Jr.,  and  B.  Wallace 
Hamilton  that  they  had  been  elevated  from  al- 
ternates to  delegates. 


The  following  presidential  appointments  were 
approved:  Dr.  Robert  F.  Lapham  and  Dr.  A.  H. 
Aaron,  members  of  Prize  Essays  Committee;  Dr. 
Frederic  W.  Holcomb,  chairman  of  Committee  on 
Legislation;  Dr.  John  C.  Brady,  mamber  of  Com- 
mittee on  Legislation;  Dr.  Ralph  T.  B.  Todd, 
chairman  of  Subcommittee  on  Rehabilitation,  of 
Committee  on  Public  Health  and  Education. 

The  President  was  voted  power  to  appoint  one 
additional  member  to  this  subcommittee. 
Approval  was  voted  of  appointment  of  the  follow- 
ing to  be  regional  chairmen  in  Internal  Medicine 
for  the  Committee  on  Public  Health  and  Educa- 
tion. The  President  was  delegated  power  to 
appoint  chairmen  for  the  fourth  and  sixth  regions. 
Region  Chairman 

1 Scott  Johnson,  New  York  City 

2 Alfred  P.  Ingegno,  Brooklyn 

3 Scott  Lord  Smith,  Poughkeepsie 

4 (Not  yet  appointed) 

5 L.  Whittington  Gorham,  Albany 

6 (Not  yet  appointed) 

7 John  M.  Rice,  Watertown 

8 Charles  D.  Post,  Syracuse 

9 Chester  H.  Berlinghof,  Binghamton 

10  Benedict  Duffy,  Rochester 

11  F.  S.  Hassett,  Elmira 

12  Roy  L.  Scott,  Buffalo 

Treasurer's  Report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  that  the  Legislature  has 
appointed  two  new  Regents,  one  Mr.  Brosnan  in 
place  of  Dr.  Brady  and  Mr.  Holzman  in  place  of 
Regent  Brandeis. 


Report  of  Committees 

Legislation. — Dr.  Holcomb,  chairman,  reported 
that  Dr.  Anderton,  Dr.  Hannon,  and  himself  had 
attended  a Wicks  Commission  hearing.  He  empha- 
sized that  unless  a united  definite  action  on  the  part 
of  county  societies  and  their  memberships  is  achieved 
in  relation  to  the  anticult  injunction  bill,  it  will  not 
get  far.  He  announced  a meeting  of  the  County 
Societies  Legislative  Committee  Chairmen  on  Febru- 
ary 17  in  Albany.  Dr.  Holcomb  requested  consider- 
ation of  a resolution  for  the  Legislature  against  com- 
pulsory health  insurance. 

Convention. — Dr.  Wertz,  chairman,  read  a letter 
from  Dr.  Ingegno,  chairman  of  Scientific  Program 
Subcommittee,  suggesting  that  expenses  be  paid  for 
New  York  State  essayists  who  are  fulLtime  teachers 
or  researchers. 


It  was  voted  that  the  present  policy  be  continued, 
not  to  pay  expenses  of  New  York  essayists  at 
State  Society  Scientific  Section  and  Session  meet- 
ings. 

Economics. — Mr.  Farrell  reported  an  interview 
with  the  executive  secretary  of  the  New  York  State 
Public  High  School  Athletic  Protection  Plan,  Inc. 
It  was  authoritatively  stated  that  this  organization 
had  not  been  officially  approved  by  the  State  Society. 

The  Council  approved  Mr.  Farrell’s  reappoint- 
ment to  the  Statistical  Committee  of  the  American 
Medical  Care  Plans. 


The  Council  voted  that  a copy  of  the  letter  from 
the  president  of  the  Medical  Society  of  the  State 
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of  Pennsylvania  and  the  Ten -Point  Program  be 
furnished  members  of  the  Council  before  its  next 
meeting. 

Ethics. — On  December  9,  1948,  the  Council  refer- 
red to  the  Committee  on  Questions  on  Ethics  a 
letter  from  Dr.  William  A.  Petry,  president  of  the 
Medical  Society  of  the  County  of  Greene,  inquiring 
whether  or  not  the  State  Society  approved  of  a 
member  using  “F.A.C.S.,”  “F.I.C.S.,”  “Diplomateof 
Am.  Bd.  of  Int.  Med.,”  on  stationery,  business  cards, 
prescription  blanks, etc. 

The  committee  recommended  that  the  use  of  such 
titles  or  other  specialty  designation  be  approved  as 
long  as  such  titles  were  in  good  taste.  The  com- 
mittee recommended  that  the  interpretation  of  the 
expression  “good  taste”  be  within  the  power  of  each 
component  county  medical  society  for  its  own  mem- 
bership. 

This  recommendation  was  approved. 

Dr.  J.  H.  Arseneau,  president  of  the  Wayne 
County  Medical  Society  inquired  for  six  doctors: 
(1)  Is  it  ethical  that  they  should  advertise  in  the 
local  papers  that  they  are  moving  their  offices  to  the 
newly  erected  clinic  building  either  in  one  ad  for  all 
six  or  individually?,  and,  (2)  Is  it  ethical  that  they 
should  have  invitations  distributed  either  by  mail  or 
through  the  local  papers  for  their  patients  to  come 
for  an  institutional  open  house  or  preopening  inspec- 
tion? 

It  was  voted  that  the  Secretary  be  instructed  to 
state  that  the  Council  believes  it  is  unethical  so  to 
proceed  according  to  the  ethics  of  the  American 
Medical  Association. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Charles  Gordon  Heyd  explained  about  replacing  the 
Yorkshire  Indemnity  Company,  as  carrier  of  the 
malpractice  defense  insurance,  with  the  Employers 
Mutual  Liability  Insurance  Company  of  Wausau, 
Wisconsin.  The  Board  recommended  that  the 
Council  adopt  a resolution  substantially  as  follows: 
“Whereas,  The  Yorkshire  Indemnity  Com- 
pany has  carried  the  malpractice  insurance  of  the 
members  of  the  Medical  Society  of  the  State  of 
New  York  under  an  agreement  entered  into  with 
the  Society  in  1936  and  has  now  asked  to  be  re- 
lieved of  that  agreement  effective  June  30,  1949; 
and 

“Whereas,  during  the  thirteen  years  the 
Company  has  carried  our  malpractice  insurance, 
they  have  scrupulously  lived  up  to  the  spirit  as 
well  as  the  letter  of  their  agreement,  striving  at  all 
times  to  furnish  the  maximum  protection  to  mem- 
bers of  the  Society;  and 

“Whereas,  in  the  face  of  constantly  mount- 
ing deficits,  thej-  have  continued  to  carry  our 
business  long  past  the  time  when,  in  ordinary  cir- 
cumstances, they  might  properly  have  sought  to 
be  relieved  of  it;  now  therefore 

“Be  it  resolved,  that  the  Medical  Society  of  the 
State  of  New  York  express  to  Mr.  Alan  0.  Robin- 
son and  his  assistant,  Mr.  Horace  Crowell,  its 
thanks  and  appreciation  of  their  loyalty  and  the 
fine  service  rendered  the  members  of  this  Society 
by  their  Company.” 

It  was  voted  that  the  above  resolution  be  adopted. 
The  Council  voted  to  thank  Dr.  Heyd  and  the 
Malpractice  Insurance  and  Defense  Board  for  the 
excellent  work  they  have  done;  and  that  the  Coun- 
cil approve  of  the  recommendations  of  the  Malprac- 
tice Insurance  and  Defense  Board,  and  to  accept 
the  Employers  Mutual  Liability  Insurance  Company 


of  Wausau,  Wisconsin,  as  the  carrier,  and  the  in- 
crease in  rates  starting  July  1,  1949,  at  12:01  a.m. 

Dr.  Anderton  stated  that  the  report  of  the  Mal- 
practice Insurance  and  Defense  Board  contains  the 
following  statement, 

“The  Board  recommends  that  the  Board  of 
Trustees  appropriate  the  necessary  funds  to  send 
the  legal  counsel  and  the  indemnity  representative 
to  San  Francisco  at  an  early  date  to  complete  the 
study  ordered  by  the  House  of  Delegates”  (refer- 
ring to  the  study  of  the  Alameda  County  Medical 
Association  Plan). 

After  discussion, 

It  was  voted  that  the  Board  of  Trustees  be  requested 
to  appropriate  a sum  not  to  exceed  $1,500  for  the 
expenses  of  the  legal  counsel  and  indemnity 
representative  going  to  California  for  such  study. 
Another  recommendation  in  Dr.  Schiff’s  report 
stated  that  “Authority  is  requested  for  the  Board  to 
undertake,  experimentally,  a part  of  the  Alameda 
County  program.  The  Board  desires  to  enlist  the 
cooperation  of  a medium  size  county  society  in 
appointing  a special  committee  or  delegating  to  one 
of  its  standing  committees  authority  to  call  before  it 
each  member  of  the  county  society  who  is  sued;  to 
hear  him  and  examine  hospital  or  other  available 
records;  to  determine,  if  possible,  whether  the 
defendant  has  been  guilty  of  malpractice,  error,  or 
mistake;  to  assist  in  developing  a sound  theory  of 
defense,  and  to  assist,  if  required,  in  securing  the 
best  defense  witnesses  available — none  of  which 
would  entail  expense  to  the  State  Society  nor  abridge 
the  rights  or  protection  of  the  members  concerned. 
It  is  understood  that  a member  may  refuse  to  appear 
before  the  committee  but  it  is  believed  that  when  the 
helpful  purpose  of  the  undertaking  becomes  known, 
medical  opinion  in  the  county  would  approve  and 
support  it. 

It  was  voted  to  accept  this  recommendation. 
Medical  Service. — Dr.  Wertz  reported  in  detail 
what  had  transpired  when  he  attended  a meeting  in 
Chicago  of  the  National  Conference  on  Medical 
Service. 

Planning  Committee  for  Medical  Policies. — -Dr. 
Kenney,  chairman,  made  a progress  report. 

Publication. — Dr.  Kosmak,  chairman,  reported 
about  the  increasing  cost  of  our  publications,  the 
deficit  in  cost  of  the  Directory,  and  recommended  dis- 
continuing publication  of  the  full  minutes  of  the 
Council  in  the  Journal. 

It  was  decided  to  publish  in  the  Journal  the  sub- 
jects discussed  by  the  Council,  with  a footnote  that 
any  member  may  obtain  more  complete  information 
from  his  county  society  secretary,  and  to  distribute 
mimeographed  Council  minutes  to  each  county 
society  secretary. 

It  was  voted  to  accept  the  Publication  Committee 
report  with  appreciation  of  the  effort  that  the  editor 
and  the  secretary  are  making  to  adapt  this  program 
to  the  space  available  in  the  Journal. 

Public  Health  and  Education. — A letter  from  Dr. 
Charles  D.  Post  explained  the  activities  of  the  Com- 
mittee. 

Public  Relations. — Dr.  Winslow,  chairman,  re- 
ported the  activities  and  immediate  objectives  of 
this  committee. 

Liaison  with  the  Veterans  Administration. — Dr. 

Bauckus,  chairman,  reported  that  the  Committee 
had  met  with  representatives  of  seven  veterans 
organizations  on  February  9,  1949.  There  was  a 
discussion  of  the  features  in  our  plan.  The  repre- 
sentatives felt  that  each  veteran  should  have  a free 
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choice  of  physician  and  hospital.  Dr.  Bauckus  also 
reported  that  he  had  been  notified  by  the  local  branch 
office  of  Veterans  Administration  that  they  would 
like  a meeting  soon  about  the  renewal  of  our  contract 
which  expires  March  31,  1949. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  that  he  had  received  inquiries  con- 
cerning the  right  of  podiatrists  to  use  x-rays  in  the 
diagnosis  and  treatment  of  foot  conditions;  he  re- 
ported on  the  practice  of  medicine  by  hospitals,  new 
fee  schedule,  civil  service  physicians,  mileage  fees, 
fees  for  subsequent  compensation  complaints,  com- 


plaints against  insurance  carriers  representatives, 
radiology  examinations,  and  arbitrations. 

New  Business 

A.M.A.  Assessment. — The  Council  voted  to 
endorse  the  $25  assessment  levied  by  the  House  of 
Delegates  and  the  Board  of  Trustees  of  the  American 
Medical  Association. 


* Official  copy  of  the  minutes  has  been  sent  to  the  secre- 
tary of  each  component  county  medical  society. 


Fellowship  in  the  American  Medical  Association 


The  attention  of  members  of  the  State  Society  is  called  to  the  following  extracts 
from  the  Constitution  and  Bylaws  of  the  American  Medical  Association  regarding 
Fellowship,  the  advantage  of  which  must  be  evident.  The  payment  of  dues  in- 
cludes an  annual  subscription  to  the  Journal  of  the  A.M.A.,  an  important  and  in- 
formative publication  which  should  be  in  the  hands  of  every  physician.  It  is  like- 
wise to  be  noted  that  no  part  of  the  dues  paid  to  the  constituent  county  societies 
are  apportioned  to  the  American  Medical  Association. 

Bylaws  (1948) — Chapter  IV 

Section  2.  Qualifications,  Election,  Rights  and  Duties. — (A)  Member  and  Service 
Fellows. — (1)  Member  Fellows.  Active  members  of  the  Association  who  have  made 
proper  application  to  the  Secretary  and  who  are  approved  for  Fellowship  by  the 
Judicial  Council  shall  be  Member  Fellows.  An  applicant  for  Fellowship  must  possess 
the  degree  of  Doctor  of  Medicine  or  Bachelor  of  Medicine  granted  by  a school  or  college 
of  medicine  accredited  by  the  American  Medical  Association. 

The  Judicial  Council  in  its  discretion  may  approve  for  Fellowship  any  active  mem- 
ber (1)  who  holds  a degree  equal  in  requirement  to  that  of  Doctor  of  Medicine  but  who 
has  not  graduated  at  a school  accredited  by  the  American  Medical  Association  or  (2) 
who  formerly  was  a Member  Fellow,  provided  he  does  not  base  his  practice  on  an 
' exclusive  dogma  or  sectarian  system. 

A Member  Fellow  shall  retain  his  Fellowship  as  long  as  he  is  an  active  member  of 
the  Association  and  complies  with  the  provisions  of  the  constitution  and  bylaws  and 
the  Principles  of  Medical  Ethics  of  the  Association. 

A Member  Fellow  shall  pay  annual  dues  not  to  exceed  twelve  dollars  as  may  be 
determined  by  the  Board  of  Trustees  and  announced  in  the  Journal  of  the  American 
Medical  Association  or  any  special  scientific  journal  published  by  the  Association. 
Dues  shall  be  payable  in  advance  on  January  1 of  each  year.  Any  Member  Fellow 
who  is  delinquent  in  the  payment  of  his  dues  for  one  year  shall  forfeit  his  Fellowship 
if  he  fails  to  pay  the  delinquent  dues  within  thirty  days  after  notice  of  his  delinquency 
has  been  mailed  by  the  Secretary  to  his  last  known  address. 


NECROLOGY 


Herbert  Louis  Gaus,  M.D.,  died  on  March  6 at 
the  age  of  sixty-five.  Brigadier  General  Gaus,  a 
retired  physician  residing  in  Stonehenge,  received  his 
medical  degree  from  Albany  Medical  College  in 
1907.  He  had  been  a member  of  the  National 
Guard  since  1907  and  during  the  first  World  War 
served  with  the  7th  Division  in  France.  He  was 
formerly  associated  with  St.  Peter’s  Hospital, 
Albany,  Bender  Laboratory,  Steuben  County 
Laboratory,  and  the  Massachusetts  Eye  and  Ear 
Infirmary  and  had  practiced  as  a physician  both  in 
Albany  and  Ticonderoga.  General  Gaus  served  as 
medical  adviser  to  the  adjutant  general  for  selective 
service  in  New  York  State.  At  the  time  of  his  death 
he  was  a consultant  oculist  on  the  staff  of  the  Moses 
Ludington  Hospital  in  Ticonderoga. 

William  Vincent  Healey,  M.D.,  fifty-seven,  direc- 
tor of  surgery  at  St.  Clare’s  Hospital  since  its  estab- 
lishment in  1934,  died  at  the  Hospital  on  March  9 
after  suffering  a heart  attack  a week  earlier.  Dr. 
Healey,  a graduate  of  the  Cornell  University  College 
of  Medicine  in  1916,  was  credited  with  having  de- 
veloped the  intern  and  residency  training  program 
and  with  establishing  the  scientific  laboratories  at 
St.  Clare’s.  He  served  overseas  with  the  Army 
Medical  Corps  and  was  discharged  with  the  rank  of 
captain.  After  the  Armistice  Dr.  Healey  served 
with  various  reconstruction  hospitals  and  then  later 
was  on  the  staffs  of  Polyclinic,  Gouverneur,  and  the 
old  Broad  Street  Hospitals,  New  York.  He  was  a 
fellow  of  the  American  College  of  Surgeons  and  the 
American  Academy  of  Compensation  Medicine, 
honorary  surgeon  of  the  New  York  Police  Depart- 
ment, and  a member  of  the  New  York  State  and 
County  Medical  Societies  and  the  American  Medi- 
cal Association.  He  was  also  a surgeon  at  Kings 
Park  Hospital,  Long  Island. 

Jeanette  Potter  Himmelsbach,  M.D.,  Buffalo, 
died  on  March  12.  Eighty-one-year-old  Dr.  Him- 
melsbach was  one  of  six  women  graduated  from  the 
University  of  Buffalo,  School  of  Medicine,  in  1890. 
She  practiced  in  Ithaca  until  her  marriage  in  1893  to 
Dr.  George  A.  Himmelsbach. 

Edward  L.  Keyes,  M.D.,  one  of  the  leading  urolo- 
gists in  the  United  States  who  retired  in  1939  after 
forty  years  of  practice,  died  of  a heart  attack  at  his 
New  York  residence  on  March  15.  Dr.  Keyes  was 
seventy-five  years  old.  He  received  his  medical 
degree  from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1895.  He  had  held  the 
following  teaching  posts:  lecturer  in  urology  at 
Georgetown  Medical  School  from  1902  to  1906, 
associate  professor  of  urology  at  Polyclinic  Medical 
School  from  1903  to  1908,  lecturer  on  surgery  at 
Cornell  University  Medical  School  from  1904  to 
1910,  and  professor  of  urology  at  the  latter  school 
from  1910  to  1937.  He  had  been  urologist  on  the 
staff  of  New  York  Hospital  and  at  the  time  of  his 
death  served  as  consultant  urologist  on  the  staff  of 
that  Hospital  and  as  consultant  surgeon  to  Bellevue 
Hospital.  He  was  also  attending  surgeon  on  the 
staff  of  St.  Vincent’s  Hospital  from  1905  to  1920  and 
from  1920  to  1932  urologist. 

Dr.  Keyes  was  the  first  specialist  sent  overseas  in 
the  first  World  War  to  guard  American  soldiers  from 
venereal  disease.  He  was  a major  in  the  Medical 
Corps  attached  to  Base  Hospital  No.  1 and  later 
attained  the  rank  of  colonel  with  the  title  of  con- 
sultant in  urology  to  the  A.E.F. 


He  was  the  author  of  many  textbooks  in  urology, 
and  in  January,  1938,  he  received  the  first  award  of 
the  William  Freeman  Snow  Medal  for  distinguished 
service  in  the  field  of  social  hygiene.  He  was  an 
honorary  fellow  of  Royal  College  of  Surgeons  and  an 
officer  of  the  Legion  of  Honor.  A former  president 
of  the  American  Society  of  Social  Hygiene,  the  Ameri- 
can Association  of  Genito-Urinary  Surgeons,  the 
Clinical  Urological  Association,  and  the  Inter- 
national Urological  Association,  and  a former  vice- 
president  of  the  New  York  Academy  of  Medicine, 
Dr.  Keyes  was  a diplomate  of  the  American  Board  of 
Urology  and  a fellow  of  the  American  College  of 
Surgeons.  His  membership  in  medical  organiza- 
tions included  also  the  American  Urological  As- 
sociation, the  American  Medical  Association,  and  the 
New  York  State  and  County  Medical  Societies. 

Jerome  Henry  Leadley,  M.D.,  of  Rochester,  died 
on  February  24  at  the  age  of  forty-four.  Dr. 
Leadley  received  his  medical  degree  from  the  Uni- 
versity of  Rochester,  School  of  Medicine  and  Den- 
tistry, in  1930.  His  hospital  affiliations  included  the 
positions  of  assistant  physician  in  the  department  of 
obstetrics  and  gynecology  at  Strong  Memorial  Hos- 
pital and  associate  obstetrician  at  Rochester  General 
Hospital.  He  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  New  York  State  and 
Monroe  County  Medical  Societies,  and  the  Ameri- 
can Medical  Association. 

Harry  Sidney  Newman,  M.D.,  aged  fifty,  died  on 
March  13  of  a heart  attack.  A resident  of  Yonkers, 
Dr.  Newman  was  a graduate  of  the  University  of 
Virginia  Medical  School  in  the  year  1925.  He 
interned  at  Montefiore  Hospital,  Bronx,  later  joining 
the  staff.  As  well  as  being  a member  of  the  Y onkers 
General  Hospital  staff,  he  was  associate  attending 
physician  in  the  division  of  pulmonary  disease  at 
Montefiore  Hospital.  A fellow  of  the  College  of 
Chest  Physicians  and  the  New  York  Academy  of 
Medicine,  Dr.  Newman  was  president  of  the  Monte- 
fiore Hospital  Alumni  Association  and  a member  of 
the  New  York  State  and  Westchester  County  Medi- 
cal Societies,  the  American  Medical  Association,  and 
the  American  Trudeau  Society. 

Henry  Woodruff  Titus,  M.D.,  recently  retired 
pediatrician  and  obstetrician  of  New  Rochelle,  died 
at  the  age  of  seventy-three  on  March  17.  Dr. 
Titus  was  graduated  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  in  1902  and 
served  as  an  intern  and  resident  at  St.  Luke’s  Hos- 
pital until  1904.  After  brief  service  at  New  York, 
Sloane  Maternity,  and  New  York  Foundling  Hos- 
pitals, he  made  a round-the-world  cruise  as  physician 
on  a private  yacht.  He  began  practicing  in  New 
Rochelle  in  1908,  becoming  an  associate  physician 
at  New  Rochelle  Hospital  shortly  thereafter,  and 
subsequently  president  of  the  medical  board  of  the 
Hospital.  He  also  served  as  chief  of  the  Hospital’s 
obstetric  staff  and  later  as  director  of  pediatric  serv- 
ice. He  served  as  a major  in  the  Army  Medical 
Corps  during  World  War  I in  France. 

Dr.  Titus  was  for  many  years  head  of  the  pediatric 
service  at  Grasslands  Hospital,  Valhalla,  and  at  his 
death  was  consulting  pediatrician  to  New  Rochelle 
Hospital,  the  United  Hospital,  Port  Chester,  and 
Lawrence  Hospital,  Bronxville.  A licentiate  of  the 
American  Board  of  Pediatrics  and  a fellow  of  the 
American  Academy  of  Pediatrics  and  the  New  York 
[Continued  on  page  974J 
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Sydenham  Becomes  City  Hospital 


HARLEM’s  Sydenham  Hospital,  virtually  the 
only  voluntary  hospital  in  New  York  City  to 
admit  private  patients  of  Negro  physicians,  has  been 
taken  over  by  the  City.  In  desperate  financial 
straits,  the  Hospital  requested  the  City  Department 
of  Hospitals  to  take  it  over,  which  the  Board  of  Esti- 
mate voted  to  do  on  a sixty-day  lease  pending  nec- 
essary legal  and  financial  adjustments. 

Dr.  Marcus  D.  Kogel,  City  Commissioner  of  Hos- 
pitals, announced  that  Sydenham  Hospital  would 
continue  to  provide  facilities  for  semiprivate  and  pri- 
vate beds,  and  that  the  City  promised  to  retain  the 


best  features  of  the  interracial  private  hospital.  Dr. 
Israel  0.  Weissman,  director  of  Sydenham,  has 
been  asked  to  remain  at  his  post  and  to  keep  intact 
his  present  operating  staff. 

Although  the  records  of  New  York  City  do  not 
show  a precedent  for  operating  a public  hospital  with 
accommodations  for  private  physicians  beyond  the 
assignment  of  single  rooms  or  space  for  the  care  of 
persons  with  chronic  ailments,  there  are  many  prec- 
edents in  other  cities,  Dr.  Kogel  stated. 

A formal  meeting  to  work  out  plans  will  be  held 
shortly,  it  was  announced. ' 


NEWS  NOTES 


Dr.  David  E.  Block,  Madalin,  has  been  named 
chairman  of  the  medical  staff  at  the  Northern  Dutch- 
ess Health  Center,  Rhinebeck.  Other  officers  in- 
clude: Dr.  William  G.  Thompson,  Rhinebeck,  vice- 
chairman,  and  Dr.  Frederick  S.  Zipser,  Red  Hook, 
secretary. 


Beth  Israel  Hospital,  New  York  City,  has  pur- 
chased land  and  buildings  adjoining  its  present  site, 
and  will  erect  a fourteen-story  building  to  house  a 
laboratory,  outpatient  clinic,  and  nurses’  home,  it 
has  been  announced.  Ground  is  to  be  broken  in  two 
months. 


Cancer  detection  clinics  have  been  opened  re- 
cently in  Albany,  one  at  the  Albany  Hospital  and  the 
other  at  the  Memorial  Hospital.  Dr.  John  K. 
Meneely,  Jr.,  is  director  of  the  center  at  the  Albany 
Hospital. 


Specialists  from  the  University  of  Buffalo  Medical 
School  met  recently  with  the  staff  of  the  Wyoming 
County  Community  Hospital  for  a discussion  on 
“Acute  Conditions  of  the  Abdomen.”  Guest  speak- 
ers were  Dr.  Paul  Kennedy,  Meyer  Memorial  Hospi- 
tal, and  Dr.  Murray  Howland,  Buffalo  General  Hos- 
pital. 


Dr.  Hans  Selye,  professor  and  director  of  the  In- 
stitute of  Experimental  Medicine  and  Surgery  of  the 
University  of  Montreal,  gave  the  Isidore  Friesner 
Lecture  at  Mount  Sinai  Hospital,  New  York  City, 
on  March  1.  His  topic  was  “Hypertension  as  a Dis- 
ease of  Adaptation.” 


At  the  monthly  clinical  conference  at  Mount  Sinai 
Hospital,  New  York  City,  March  21,  the  following 
presented  papers:  “Pertussis  Vaccine  Encephalo- 
pathy,”Dr.  BennetGemson;  “Traumatic Hemoperi- 
cardium — Management,”  Dr.  Louis  B.  Turner; 
“Nutritional  Requirements  in  Surgical  Convales- 
cence,” Dr.  John  J.  Bookman;  “Systemic  Disease 
Controlled  by  Paranasal  Sinus  Therapy,”  Dr.  Joseph 
L.  Goldman  and  Dr.  Leon  M.  Arnold,  and  “Pheo- 


chromocytoma — Newer  Methods  of  Diagnosis,”  Dr. 
Raymond  S.  Megibow. 


According  to  its  annual  report,  Meadowbrook 
Hospital,  Mineola,  had  its  busiest  year  ever  in  1948, 
admitting  6,811  patients,  an  increase  of  14  per  cent 
over  1947,  the  previous  record  year.  More  than 
777,000  patients  have  entered  the  hospital  since  it 
was  opened  in  1935.  Dr.  Alexander  J.  McRae 
is  superintendent. 


As  a memorial  to  Dr.  Frederic  H.  Bartlett,  pedia- 
trician and  attending  physician  at  Babies  Hospital 
of  the  Columbia-Presbyterian  Medical  Center,  who 
died  last  year,  a committee  has  been  formed  to 
raise  a fund  to  endow  one  or  more  hospital  beds  for 
underprivileged  children,  at  the  hospital.  The 
committee  is  composed  of  “Bartlett  Babies”  and 
of  other  Bartlett  admirers.  Donations  may  be 
mailed  to  the  Frederic  H.  Bartlett  Memorial  Com- 
mittee, Presbyterian  Hospital,  New  York  City. 

Dr.  Bartlett  was  the  author  of  a popular  book, 
Infants  and  Children — Their  Feeding  and  Growth. 


The  staff  of  the  Binghamton  City  Hospital  has 
adopted  the  following  resolution  following  the 
death  of  Dr.  Joseph  F.  Roe,  a member  of  the  staff: 

“Whereas,  in  fraternal  affairs  Dr.  Roe  attained 
to  the  highest  offices  of  the  Masonic  Order  where  his 
sage  counsel  was  widely  sought,  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  honored  him  at  their  annual  meeting  in 
Buffalo  in  May,  1947,  for  his  attainment  of  fifty 
years  of  active  practice,  and 

Whereas,  the  memory  will  long  be  cherished  of  a 
gentleman  and  physician  devoted  to  the  alleviation 
of  illness  and  to  the  finer  humanities, 

“Be  it  therefore  resolved  that  the  staff  of  the 
Binghamton  City  Hospital  mourns  the  loss  of  a 
distinguished  member,  the  City  of  Binghamton 
an  outstanding  citizen,  and 

“Be  it  further  resolved  that  a copy  of  these  resolu- 
tions be  spread  on  the  minutes  of  the  staff  of  the 
Binghamton  City  Hospital  and  further  copies  be 
sent  to  the  Medical  Society  of  the  State  of  New 
York  and  to  the  family  of  Dr.  Joseph  F.  Roe.” 
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WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliaries  Make  Convention  Plans 


PLANS  to  attend  the  annual  convention  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York  and  for  the  annual  conven- 
tion of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  are  now  being  made  by  State 
Auxiliary  officers  and  chairmen,  and  by  officers  and 
members  of  the  45  component  county  auxiliaries. 

The  annual  State  convention  will  be  held  May  1 
to  4 at  the  Hotel  Statler,  Buffalo,  with  all  doctors’ 
wives,  whether  Auxiliary  members  or  not,  invited  to 
register  and  attend.  The  program  includes  meetings 


of  the  executive  board,  of  the  House  of  Delegates, 
and  of  the  county  presidents,  and  several  group 
functions,  including  a cocktail  party,  a supper  party, 
a luncheon,  and  a tea. 

Mrs.  Clarence  Durshordwe,  Buffalo,  is  chairman 
of  the  convention  committee,  and  the  Erie  County 
Auxiliary  will  act  as  hostess. 

The  twenty-sixth  annual  convention  of  the 
A.M.A.  Auxiliary  is  scheduled  for  June  6 to  10. 
Headquarters  will  be  at  Haddon  Hall,  Atlantic 
City,  New  Jersey. 


COUNTY  NEWS 


Allegany  County 

A $300  revolving  fund  scholarship  is  now  available 
to  help  some  Allegany  County  high  school  girl  re- 
ceive an  education  in  professional  nursing,  through 
arrangements  made  by  the  Allegany  County  Auxil- 
iary. One  such  scholarship  will  be  available  this 
year,  with  the  final  award  to  be  based  on  the  ap- 
plicant’s scholarship  and  need  for  financial  assist- 
ance. 

Mrs.  Raymond  Hitchcock,  Alfred,  is  chairman  of 
the  scholarship  committee,  assisted  by  Mrs.  Law- 
rence Older,  Cuba;  Mrs.  John  F.  Glosser,  Wells- 
ville,  and  Mrs.  Stephen  Rose,  Fillmore. 

Clinton  County 

Assemblyman  James  A.  FitzPatrick  was  guest 
speaker  at  the  quarterly  meeting  of  the  Clinton 
County  Auxiliary,  held  March  11  in  Plattsburg. 
Mrs.  Andrew  Speare,  legislation  chairman,  intro- 
duced the  speaker.  Mr.  FitzPatrick  explained  the 
steps  by  which  a bill  becomes  a law,  and  discussed 
conditions  that  .might  be  expected  if  socialized 
medicine  became  a reality. 

Columbia  County 

Mrs.  Henry  J.  Noerling,  Jr.,  of  Valatie,  was 
elected  president  of  the  Columbia  County  Auxiliary 
at  a luncheon  meeting  held  February  15  in  Hudson. 
Other  officers  chosen  include:  Mrs.  Everett  A. 

Jacobs,  president-elect;  Mrs.  Joseph  P.  Gold,  vice- 
president;  Miss  Elizabeth  F.  Whitbeck,  recording 
secretary;  Mrs.  Heinz  Salm,  corresponding  sec- 
retary, and  Mrs.  Lawrence  J.  Early,  treasurer. 

Plans  were  announced  for  the  supper  dance  of  the 
Auxiliary,  which  will  be  held  May  8. 

Erie  County 

Miss  Olive  Williams,  commentator  on  world 
events,  spoke  on  “This  Changing  World”  at  the 
regular  monthly  luncheon  meeting  of  the  Erie 
County  Auxiliary,  held  February  22  in  Buffalo. 
The  nominating  committee  made  its  report,  and 
elections  were  held  at  the  meeting  on  March  29. 


Mrs.  Roland  B.  Carr,  chairman  of  the  annual 
spring  dance,  announced  plans  for  that  event,  which 
is  to  be  held  to  raise  money  for  the  Auxiliary’s  proj- 
ect fund,  scholarship  loans  to  student  nurses. 

Members  of  the  Erie  County  Auxiliary  played  an 
important  role  in  the  first  annual  funds  appeal  of  the 
Western  New  York  Heart  Association,  working  at 
the  headquarters. 

Herkimer  County 

Plans  to  sponsor  a project  for  the  benefit  of  pa- 
tients of  the  County  Home  and  Pine  Crest  Sani- 
tarium as  the  main  welfare  work  for  the  year  were 
made  by  members  of  the  Herkimer  County  Auxiliary 
at  their  luncheon  meeting  March  1 in  Herkimer. 
Mrs.  Byron  Shults  was  hostess  and  thirty  members 
attended. 

Presiding  at  the  business  meeting  was  Mrs.  H. 
Dan  Vickers,  Little  Falls,  president  of  the  group. 
Committee  reports  were  given  and  plans  for  spring 
activities  were  outlined. 

Kings  County 

The  fourteenth  birthday  party  of  the  Kings 
County  Auxiliary  was  held  as  a luncheon  meeting  in 
March  in  the  parish  house  of  St.  Bartholomew’s 
Church,  Brooklyn.  Mrs.  Charles  E.  Scofield, 
president,  was  in  charge  of  the  meeting,  at  which 
Mrs.  John  L.  Bauer,  founder  of  the  Kings  County 
Auxiliary  and  of  the  State  Auxiliary,  and  honorary 
president  of  the  Kings  County  Auxiliary,  was  guest 
of  honor.  Mrs.  Charles  Fisher  was  program  chair- 
man for  the  anniversary  celebration,  and  Mrs. 
Edwin  A.  Griffin  was  chairman  of  the  luncheon 
committee. 

Livingston  County 

Members  of  the  Livingston  County  Auxiliary  were 
entertained  at  a buffet  dinner  on  March  3 by  Mrs. 
Roger  Hemphill,  Mount  Morris.  Mrs.  Charles 
Newton,  Geneseo,  president,  was  in  charge  of  the 
business  meeting  which  followed  and  gave  a report 
on  the  midwinter  executive  board  meeting  in  New  t 
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York  City.  Committee  appointments  were  an- 
nounced, as  follows:  Mrs.  M.  A.  Hare,  Caledonia, 
legislative  and  parliamentarian;  Mrs.  J.  M.  Burt, 
Caledonia,  public  relations;  Mrs.  Gerald  Murphy, 
Mount  Morris,  program;  Mrs.  Willard  Veeder, 
Sonyea,  membership;  Mrs.  Simon  King,  Dansville, 
historian,  and  Mrs.  Glenn  Doolittle,  Sonyea,  press 
and  publicity. 


Monroe  County 

Mrs.  Thomas  E.  Bullard,  Schuylerville,  was 
guest  speaker  at  the  quarterly  luncheon  meeting  of 
the  Monroe  County  Auxiliary,  held  February  11  in 
Rochester.  Her  topic  was  “Fifty  Years  a Doctor’s 
Wife.” 


Nassau  County 

The  need  for  more  public  health  nurses  to  aid  the 
chronically  ill  was  stressed  by  Dr.  Joseph  H.  Kinna- 
man,  Garden  City,  Nassau  County  deputy  com- 
missioner of  health,  at  a meeting  of  the  Nassau 
County  Auxiliary  held  January  26  in  Mineola. 

In  a candlelighting  ceremony  in  which  past 
presidents  of  the  Auxiliary  participated,  the  thir- 
teenth anniversary  of  the  group  was  celebrated. 
Mrs.  John  L.  Neubert,  Roslyn,  president,  pre- 
sided. 


Oneida  County 

The  Oneida  County  Auxiliary  met  on  February  8 
in  Utica  with  Mrs.  Arthur  F.  Gaffney,  Clinton,  pre- 
siding. Mrs.  H.  O.  Beech,  Clinton,  volunteer 
worker  for  cancer  control  in  the  county,  spoke  on  the 
need  for  assistance  in  her  work  and  asked  the 
Auxiliary  members  for  aid. 

Plans  were  announced  for  the  Auxiliary  to  co- 
operate with  the  Oneida  County  Medical  Society  in 
sponsoring  a prize  essay  contest  for  high  school 
students  on  “Why  the  Private  Practice  of  Medicine 
Furnishes  This  Country  with  the  Finest  Medical 
Care.”  Mrs.  George  Wineburgh  is  county  chair- 
man. 


Onondaga  County 

The  annual  legislative  meeting  of  the  Onondaga 
County  Auxiliary  was  held  March  5 in  the  recreation 
room,  Syracuse  General  Hospital,  with  Mrs.  Gerald 
C.  Cooney,  president,  in  charge.  The  motion 
picture,  “How  a Bill  Is  Made  into  a Law,”  was 
shown  by  the  Onondaga  Health  Association.  Mrs. 
George  C.  Murdock,  Auxiliary  legislative  chairman, 
will  lead  future  discussions  regarding  the  picture  and 
aspects  of  medical  legislation. 

Chairman  of  hospitality  for  a social  hour  was  Mrs. 
Joseph  Thornton. 


Queens  County 

Dr.  Louis  H.  Bauer,  past-president  of  the  Medical 
Society  of  the  State  of  New  York,  spoke  on  “The 
Dangers  of  Socialized  Medicine”  at  the  meeting  of 
the  Queens  County  Auxiliary  February  23. 


At  the  March  29  meeting  of  the  Auxiliary,  guest 
speaker  was  Dr.  Arthur  Schappell,  who  discussed 
“The  Psychiatric  Aspects  of  Marital  Problems.” 
Plans  have  been  announced  for  the  Auxiliary’s 
luncheon,  bridge,  and  fashion  show  to  be  held  May 
17  at  the  Pomonok  Country  Club.  Mrs.  William  R. 
Cashion  is  chairman  and  Mrs.  Adrian  Donnelly, 
cochairman. 


Rensselaer  County 

The  Rensselaer  County  Auxiliary  members  were 
hostesses  at  a party  and  tea  held  on  March  17  in 
Troy,  with  Mrs.  Benjamin  Freedman  as  chairman 
and  Mrs.  Helmer  Howd  as  cochairman. 

Mrs.  Wilbur  H.  Carey  is  president  of  the  group. 


Richmond  County 

Members  of  the  Richmond  County  Auxiliary  "’met 
March  15  at  the  Richmond  Memorial  Hospital, 
Staten  Island,  for  their  regular  monthly  meeting. 
Jacques  Noll  Jacobsen,  an  authority  on  antiques, 
was  guest  speaker. 

The  annual  meeting  of  the  Auxiliary  will  be  held 
at  the  Staten  Island  Hospital  on  April  11,  at  which 
the  election  of  officers  will  be  held,  and  the  annual 
reports  presented. 

The  May  meeting  will  be  a bridge  party  for  the 
benefit  of  the  Physician’s  Home,  and  in  June  there 
will  be  the  installation  of  officers  at  a luncheon 
meeting. 


Schenectady  County 

In  cooperation  with  the  Schenectady  County 
Medical  Society,  the  Schenectady  County  Auxiliary 
sponsored  a public  meeting  on  February  21  on  the 
subject  of  “Socialized  Medicine.”  Guest  speaker 
was  Mr.  Joseph  T.  Lovett,  an  associate  adminis- 
trator of  the  National  Physicians’  Committee  for  the 
Extension  of  Medical  Service.  His  topic  was  “Regi- 
mentation of  the  Professions — the  First  Step  to  the 
Socialistic  State.” 


Steuben  County 

At  a meeting  of  the  executive  board  of  the  Steuben 
County  Auxiliary,  held  March  10  in  Bath,  Mrs. 
Richard  Travis,  Auxiliary  president,  and  Mrs. 
Kenneth  Rowe,  both  of  Hornell,  were  named 
delegates  to  the  annual  State  convention  in  Buffalo 
in  May,  with  Mrs.  E.  J.  Stevens,  Hammondsport, 
as  alternate.  The  next  meeting  was  held  in  Corning 
on  April  14. 


Tompkins  County 

Mrs.  John  W.  Hirshfeld  gave  a report  on  the 
midwinter  executive  board  meeting  of  the  State 
Auxiliary  at  the  meeting  of  the  Tompkins  County 
Auxiliary  held  February  21  in  Ithaca.  Guest 
speaker  was  Mrs.  Manuel  Monserratte,  sixth  dis- 
trict councillor,  who  outlined  the  work  of  the  dif- 
ferent county  auxiliaries  in  her  district. 

Plans  were  made  to  entertain  the  students  who 
attended  the  Ithaca  School  of  Practical  Nursing, 
which  began  March  7. 


Announcing 
an  unusualig  palatable 
liquid  penicillin 


for  oral  use 


Eskacillin 


Eskacillin  is  pleasant-tasting  and  easy-to-give.  Your  patients — 
children,  the  aged  and  others  who  balk  at  tablets  and  bitter  mixtures — 
will  actually  like  to  take  Eskacillin.  In  addition,  Eskacillin: 

1 . . . Spares  children  the  pain  and  disturbance  of  injections. 

2 . . . Spares  parents  the  chore  of  crushing  tablets  and  coaxing 

sick  children  to  swallow  an  unappealing  mixture. 

3 . . . Maintains  its  potency  for  7 full  days  when  kept  in  a refrigerator. 

One  teaspoonful  (5  cc.)  of  ESKACILLIN  contains  50,000  units  of  crystal- 
line penicillin  G — the  same  potency  as  the  usual  oral  penicillin  tablet. 


For  full  information,  write: 
Smith,  Kline  & French  Laboratories 
1530  Spring  Garden  St. 
Philadelphia  1,  Pa. 
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MEDICAL  NEWS 


State  Death  Rate  at  New  Low  in  1948 


ANEW  low  death  rate  of  10.8  per  1,000  of  popula- 
tion in  New  York  was  established  in  1948,  the 
State  Health  Department  announced  recently.  The 
1947  death  rate  was  11.1. 

Births  in  1948  numbered  302,051,  compared  with 
325,092  in  1947,  when  an  all-time  record  was  set. 
The  1948  birth  rate  of  20.7  per  1,000  of  population 
was  the  highest  in  a quarter  of  a century  with  the 
exception  of  the  1947  rate  of  22.8. 

New  low  death  rates  were  established  last  year  for 
a number  of  diseases.  Among  these  was  a rate  for 
tuberculosis  of  35.5  per  100,000  population,  a de- 
cline of  1.3  from  1947.  There  were  5,179  deaths 
from  tuberculosis  last  year.  This  represented  a 
drop  of  1,200  in  the  number  of  deaths  since  1943  and 
a decline  of  24  per  cent  in  the  rate  in  the  five  years. 

The  death  rate  for  influenza  was  0.8  per  100,000, 
half  of  the  previous  low  rate  set  in  1947.  The  rate 
for  pneumonia  dropped  from  39.6  in  1947  to  35.2. 
Among  other  record  low  rates  set  in  1948  were  those 
from  acute  rheumatic  fever,  0.6,  a drop  of  0.2; 
appendicitis,  3,  a drop  of  0.4;  and  acute  and  chronic 
nephritis,  39.7,  a drop  from  42.5. 


Although  no  record  was  established,  deaths  from 
heart  diseases  in  1948  represented  a rate  of  422.5 
per  100,000  persons,  compared  with  425.9  in  1947. 
Heart  ailments,  the  most  important  cause  of  death, 
took  61,500  lives  in  the  State  last  year. 

The  chief  adverse  factor,  the  Health  Department 
reported,  was  the  continuous  increase  in  deaths  from 
cirrhosis  of  the  liver.  These  deaths  numbered  2,454 
in  1948,  setting  a death  rate  of  16.8  per  100,000 
persons,  the  highest  since  1912. 

Deaths  from  cancer,  which  takes  the  second 
largest  toll,  also  increased,  totaling  25,700.  The 
rate  was  176.3,  an  increase  of  1.2  over  1947.  Deaths 
from  diabetes  rose  from  a rate  of  41.9  two  years  ago 
to  42.7  last  year.  Cerebral  hemorrhage  and  apo- 
plexy, the  third  most  important  cause  of  death,  took 
10,733  lives  compared  with  10,499  in  1947.  Whoop- 
ing cough  caused  30  deaths,  12  fewer  than  in  1947, 
while  streptoccoccal  sore  throat,  including  scarlet 
fever,  took  23  lives  compared  with  36  in  1947.  These 
represented  new  low  death  rates.  Diphtheria 
caused  1 1 deaths,  two  more  than  the  all-time  low  of 
nine  set  in  1944. 


Announce  Research  Grants  Totaling  $2,040,900 


RESEARCH  grants  totaling  $2,040,900  to  finance 
medical  and  allied  research  projects  at  non- 
Federal  institutions  in  30  states,  Alaska,  Puerto 
Rico,  and  the  District  of  Columbia  were  announced 
recently  by  Oscar  R.  Ewing,  Federal  Security  Ad- 
ministrator. The  grants  were  awarded  following 
recommendation  by  the  National  Advisory  Health 
Council  and  approval  by  Surgeon  General  Leonard 
A.  Scheele  of  the  U.S.  Public  Health  Service. 

The  grants  program  is  administered  by  the  Na- 
tional Institutes  of  Health  through  its  Division  of 
Research  Grants  and  Fellowships. 

A list  of  the  approved  grants  to  physicians  in  New 
York  State  follows: 

Dr.  Crawford  J.  Campbell,  Albany  Medical 
College,  for  study  of  bone  grafts,  preserved  and 
fresh,  autoplastic  and  homoplastic,  $1,300. 

Dr.  Charles  L.  Fox,  Jr.,  College  of  Physicians  and 
Surgeons,  Columbia  University,  electrolyte  changes 
in  infectious  diseases,  $5,076. 

Dr.  Elvin  A.  Rabat,  College  of  Physicians  and 
Surgeons,  Columbia  University,  purification,  stand- 
ardization, and  characterization  of  blood  group  sub- 
stances (A,  B,  and  O),  $11,934. 

Dr.  Hattie  E.  Alexander,  College  of  Physicians 
and  Surgeons,  Columbia  University,  evaluation  of 
therapeutic  efficacy  of  streptomycin  and  other  ad- 
juncts in  tuberculosis  in  infants  and  children, 
$6,933. 

Dr.  David  Nachmansohn,  Columbia  University, 
chemical  mechanism  of  nervous  action,  $14,000. 

Dr.  Erwin  Chargaff,  Columbia  University,  chem- 
ical and  biologic  properties  of  nucleic  acids  and 
nucleoproteins,  $11,000. 

Dr.  Robert  C.  Elderfield,  Columbia  University, 
study  of  the  in  vitro  degradation  of  antimalarials, 
$30,186. 

Dr.  Charles  Glen  King,  Columbia  University, 
biochemical  study  of  vitamin  C,  $12,485. 


Dr.  Leonard  J.  Goldwater,  Columbia  University 
School  of  Public  Health  of  the  Faculty  of  Medicine, 
study  of  the  nutritional  and  biochemical  effects  of 
the  aromatic  hydrocarbons,  halogenated  hydro- 
carbons, and  nitrobenzene  derivatives,  $5,000. 

Dr.  Walsh  McDermott,  Cornell  University  Medi- 
cal College,  antimicrobial  therapy  of  tuberculosis 
with  special  reference  to  host  resistance,  $12,549. 

Dr.  Henry  L.  Barnett,  Cornell  University  Medical 
College,  renal  physiology  in  premature  and  full-term 
newborn  infants,  $18,414. 

Dr.  James  B.  Hamilton,  Long  Island  College  of 
Medicine,  growth  and  function  of  pilosebaceous 
apparatus  with  special  reference  to  acne,  $4,806. 

Dr.  S.  Arthur  Localio,  New  York  Post-Graduate 
Hospital,  biologic  chemistry  of  wound  healing — 
effect  of  amino  acids,  $4,060. 

Dr.  Evan  W.  Thomas,  New  York  University, 
rapid  treatment  of  syphilis  with  penicillin,  $32,724. 

Dr.  Edith  M.  Lincoln,  New  York  University, 
treatment  of  tuberculous  children  with  strepto- 
mycin, promizole,  PAS,  and  other  drugs,  $15,692. 

Dr.  Richard  C.  de  Bodo,  New  York  University 
College  of  Medicine,  relation  of  the  anterior  pitui- 
tary to  carbohydrate  and  protein  metabolism, 
$7,938. 

Dr.  William  Steenken,  Trudeau  Foundation, 
study  of  the  biologic  properties  of  tubercle  bacilli 
that  are  resistant  to  streptomycin,  $25,596. 

Dr.  Joseph  E.  Macmanus,  University  of  Buffalo, 
extent  of  interference  with  the  blood  supply  of  the 
esophagus  compatible  with  satisfactory  healing  of 
anastomoses  of  this  organ,  $1,836. 

Dr.  Elmer  H.  Stotz,  University  of  Rochester, 
School  of  Medicine  and  Dentistry,  mechanism  of 
biologic  fat  synthesis  and  oxidation,  $8,640. 

[Continued  on  page  962] 


960 


961 


The  Emblem  of 
Artificial 
Limb 

Superiority 
for 

Over  85  years 

Since  the  first  Hanger  Limb  was  manufactured 
in  1861,  Hanger  Artificial  Legs  and  Arms  have 
given  satisfaction  to  thousands  of  wearers.  These 
people,  once  partially  or  completely  incapaci- 
tated, have  been  able  to  return  to  work  and  play 
and  to  take  part  in  the  everyday  activities  of  life. 
To  many  thousands,  the  Hanger  seal  is  a symbol 
of  help  and  hope.  To  them,  and  to  all,  the  Hanger 
name  is  a guarantee  of  Comfort,  Correct  Fit,  and 
Fine  Performance. 

HANGER^u^ 

98  Central  Ave.  104  Fifth  Avenue 

Albany  6,  N.  Y.  New  York  11,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


AMERICAN 
CANCER  SOCIETY 


TUBULIN 

TRADE  MARK 

DEPROTEINATED  RENAL  EXTRACT 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 
Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP. 

231  W.  58th  STREET  NEW  YORK 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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Free  Radioisotopes  for  Cancer  Research  Now  Available 


THE  United  States  Atomic  Energy  Commission 
has  announced  that  it  will  make  available  to 
qualified  cancer  research  workers  in  the  United 
States,  without  charge,  all  radioisotopes  now  being 
sold.  Dr.  Shields  Warren,  director  of  the  Com- 
mission’s Division  of  Biology  and  Medicine,  said  the 
action  will  result  in  a significant  enlargement  of  the 
Commission’s  four-point  cancer  program.  This 
rogram,  announced  in  March,  1948,  has  as  its 
asic  objective  the  development  of  the  use  of  radio- 
active substances  in  studies  of  the  nature  of  cancer, 
its  diagnosis,  and  treatment. 

The  free  isotopes  will  be  allocated  for  the  follow- 
ing purposes:  (1)  cancer  investigations  involving 
animal  subjects,  (2)  research  programs  studying 
basic  cellular  metabolism  of  cancerous  cells,  and  (3) 


experimental  programs  designed  to  evaluate  the 
therapeutic  use  of  radioactive  materials. 

Under  the  program,  three  radioisotopes — those  of 
the  elements  iodine,  phosphorus,  and  sodium — were 
previously  available  free  of  production  costs  for  use 
in  cancer  research.  The  new  policy  will  make  avail- 
able on  a free  basis  the  radioisotopes  of  more  than 
50  additional  elements.  Notable  among  these  is  the 
radioisotope  of  the  element  cobalt,  known  as  Cobalt- 
60,  which  promises  to  become  an  effective  substitute 
for  radium.  Two  other  important  cancer  research 
materials  that  will  now  be  available  without  charge 
are  the  radioisotopes  of  the  elements  gold  and 
carbon. 

For  further  information  address  the  United  States 
Atomic  Energy  Commission,  Washington  25,  D.C. 


Institute  of  Industrial  Medicine  to  Inaugurate  Course 


BEGINNING  March  3,  the  Institute  of  Industrial 
Medicine  of  the  New  York  University-Bellevue 
Medical  Center,  inaugurated  a course  in  “Medicine 
in  Industry”  for  third-year  students  at  the  New 
York  University  College  of  Medicine,  Dr.  A.  J. 
Lanza,  chairman  of  the  Institute,  has  announced. 

Extending  over  a period  of  twelve  weeks,  the 
course  will  include  lectures  in  dust  diseases,  lead, 
solvents,  dermatoses,  psychiatry  in  industry,  ap- 
plied physiology  of  respiration  as  applied  to  dust 
diseases,  organization  and  administration  of  indus- 
trial medical  departments,  physical  factors  in  in- 
dustry, research,  and  physical  examinations. 


In  addition  to  Dr.  Lanza,  lecturers  wall  include 
Dr.  David  H.  Goldstein,  assistant  professor  of  pre- 
ventive medicine,  and  medical  director  of  the  New 
York  Times  Company;  Dr.  Norton  Nelson,  director 
of  the  laboratory  of  industrial  toxicology,  and 
associate  professor  of  preventive  medicine  (indus- 
trial medicine);  Dr.  E.  D.  Palmes,  assistant  pro- 
fessor of  preventive  medicine  (industrial  medicine); 
Dr.  William  Leifer,  associate  clinical  professor  of 
dermatology,  all  of  the  New  York  University- 
Bellevue  Medical  Center,  and  Dr.  Lydia  Giberson, 
psychiatrist  on  the  staff  of  the  Metropolitan  Life 
Insurance  Company. 


Medical  Board  Established  at  NYU-Bellevue  Medical  Center 


A MEDICAL  board  of  31  doctors  was  recently  es- 
tablished at  the  New  York  University-Bellevue 
Medical  Center.  The  function  of  the  board  is  to 
concern  itself  with  all  clinical  facilities  of  the  hos- 
pital, including  the  University  hospital  and  clinics, 
and  affiliated  hospitals  where  teaching  is  done.  The 
membership  of  the  board  is  composed  of  members  of 
the  faculties  of  the  recently  merged  New  York 
University  College  of  Medicine  and  New  York  Post- 
Graduate  Medical  School. 

The  following  five  administrative  members  were 


elected  to  the  board  ex  officio:  Edwin  A.  Salmon, 
director  of  the  Medical  Center;  Dr.  Edward  M. 
Bernecker,  administrator  of  Hospital  Services; 
Dr.  Donal  Sheehan,  chairman  of  the  Scientific 
Committee;  Dr.  Currier  McEwen,  dean  of  the 
College  of  Medicine,  and  Dr.  Robert  Boggs,  acting 
dean  of  the  Post-Graduate  Medical  School. 

Officers  elected  at  the  board’s  first  meeting  were 
Dr.  John  H.  Mulholland,  chairman;  Dr.  J.  William 
Hinton,  vice-chairman,  and  Dr.  Clarence  E.  de 
la  Chapelle,  secretary. 


MEDICALLY  SPEAKING— 


Polio  Grants  to  Columbia  and  NYU — Columbia 
University  will  receive  $11,240  for  the  investigation 
of  so-called  muscle  spasm  in  poliomyelitis,  it  was 
announced  recently  in  a joint  statement  made  by 
Mr.  Basil  O’Connor,  president  of  the  National 
Foundation  for  Infantile  Paralysis,  and  Dr.  Willard 
C.  Rappelye,  dean  of  Columbia  University’s  Faculty 
of  Medicine.  In  addition,  New  York  University 
College  of  Medicine  will  receive  a total  of  $23,215  to 
carry  on  work  in  the  control  of  polio.  In  a state- 
ment by  Dr.  Harry  Woodburn  Chase,  chancellor 
of  the  University,  and  by  Mr.  O’Connor,  it  was 
announced  that  the  National  Foundation  for  Infan- 
tile Paralysis  will  grant  $10,215  for  a course  in  virus 
diseases  and  $13,000  for  research  in  the  transmission 
and  diagnosis  of  polio  to  the  New  York  University 
College  of  Medicine. 


City  Hospital  Announces  Refresher  Course  in 
Medicine — City  Hospital  announces  that  the  Spring 
Session  of  the  Refresher  Course  in  Medicine  will  be 
given  from  May  2 through  June  3,  1949. 

The  course  is  a comprehensive  review  in  internal 
medicine  and  the  related  specialties  designed  to 
meet  the  needs  of  the  general  practitioner.  The 
subjects  include  diagnosis,  cardiology,  allergy,  pul- 
monary disease,  fundoscopy,  gastroenterology, 
hematology,  and  peripheral  vascular  disease. 

Classes  will  be  held  at  the  Welfare  Island  Dis- 
pensary on  Monday,  Wednesday,  and  Friday 
mornings  and  Tuesday  and  Thursday  afternoons. 
Students  may  register  for  the  entire  course  or  for 
special  subjects.  There  is  no  fee. 

Requests  for  applications  should  be  sent  to  Dr. 
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Neuritis,  lack  of  appetite,  migrating  aches, 
lassitude  and  chronic  fatigue,  skin  eruptions 
— all  these  symptoms  may  indicate  partial  or 
minor  deficiency  in  the  vitamins  of  the  B 
group.  Advanced  deficiency  may  produce 
the  less  common  pellagra  or  beri-beri. 


B Complex  Preparations  Armour 


offers  full  therapeutic  value  for  these 
deficiencies.  In  the  preparation  of 
Armour  B Complex  glanules  and 
liquid  every  precaution  is  taken 
to  insure  potency,  activity,  and 
physiologic  balance. 


ARMOUR  B COMPLEX  PREPARATIONS 

ARMOUR  THERAPEUTIC  B COMPLEX  TABLETS 


Each  tablet  contains: 

Secondary  Liver  Fraction 0.6  gram 

Thiamine  Hydrochloride 10.0  milligrams 

Riboflavin 20.0  milligrams 

Pyridoxine  HC1  (Vitamin  Be) 0.5  milligrams 

Calcium  Pantothenate 5.0  milligrams 

Niacinamide. 150.0  milligrams 


Suggested  dose:  One  tablet  per  day  or  as  directed  by  physician. 
Available  in  boxes  of  100  tablets. 

ARMOUR  B COMPLEX  HIGH  POTENCY  CAPSULETTES 
Each  capsulette  contains  at  least: 


Secondary  Liver  Fraction 0.4  gram 

Thiamine  Hydrochloride 2.0  milligrams 

Riboflavin 4.0  milligrams 

Pyridoxine  HCl  (Vitamin  Be) 0.25  milligrams 

Calcium  Pantothenate 2.5  milligrams 

Niacinamide 20.0  milligrams 


Suggested  dose:  One  to  two  capsulettes  three  times  a day  at 
mealtime  or  as  directed  by  physician.  Available  in  boxes  of 
100  capsulettes. 


ARMOUR  B COMPLEX  CONCENTRATE  (LIQUID) 
Each  fluid  drachm  (one  teaspoonful)  contains  at  least: 


Vitamin  Bt  (Thiamine  Hydrochloride) 0.450  milligram 

Vitamin  B2  (Riboflavin) 80.0  micrograms 

Nicotinic  Acid 1.250  milligrams 

Liver  Extract  and  Yeast  Concentrate 200.0  milligrams 


(Derived  from  8 grams  fresh  liver  and  0.2  grams  fresh  yeast.) 
Suggested  dose:  One  to  two  teaspoonfuls  three  times  a day 
or  as  directed  by  physician.  Available  in  8 oz.  bottles. 


Have  confidence  in  the  preparation 
you  prescribe  — specify  "Armour" 


ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 
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Milton  B.  Rosenblatt,  Welfare  Island  Dispensary, 
80th  Street  and  East  End  Avenue,  New  York,  21. 

David  Anderson-Berry  Prize — A David  Anderson- 
Berry  silver-gilt  medal,  together  with  a sum  of 
money  amounting  to  about  £100,  will  be  awarded  in 
1950  by  the  Royal  Society  of  Edinburgh  to  the 
person,  who,  in  the  opinion  of  the  Council,  has 
recently  produced  the  best  work  on  the  therapeutic 
effect  of  x-rays  on  human  diseases. 

Applications  for  this  prize  are  invited.  They  may 
be  based  on  both  published  and  unpublished  work 
and  should  be  accompanied  by  copies  of  relevant 
papers.  Applications  must  be  in  the  hands  of  the 
General  Secretary,  Royal  Society  of  Edinburgh,  22 
George  Street,  Edinburgh,  2,  by  March  31,  1950. 

Utah  Fourth  State  to  Petition  Congress — The 

United  States  Senate  and  House  of  Representatives 
received,  on  February  22,  a resolution  from  the  Utah 
State  Senate.  Congress  was  memorialized  not  to 
enact  legislation  providing  for  socialized  medicine  or 
national  compulsory  health  insurance,  and  the  State 
Senate  urge  that  legislation  be  restricted  to  measures 
which  will  encourage  private  health  insurance  in 
cooperation  with  the  private  practice  of  medicine. 

Sterling-Winthrop  Institute’s  New  Laboratory 
Nearing  Completion — Sterling-Winthrop  Research 
Institute  will  start  moving  into  its  new  $3,000,000 
laboratory  building  in  June  of  this  year,  Dr.  Maurice 
L.  Tainter,  vice-president  and  director,  has  an- 
nounced. Moving  operations  will  take  place  over  a 
period  of  three  months,  and  formal  opening  will  be 
held  later  in  the  year,  he  said. 

Medical  Scholars  Receive  Markle  Grants — The 
John  and  Mary  R.  Markle  Foundation  has  named 
thirteen  medical  scholars  as  the  second  group  of 
“Scholars  of  Medical  Science”  to  pursue  special 
studies.  A sum  of  $325,000  will  be  allotted  at  the 
rate  of  $5,000  per  year  for  a period  of  five  years  to 
the  medical  schools  where  the  beneficiaries  now  hold 
appointments. 

Among  those  receiving  grants  was  Dr.  W.  Clark 
Wescoe,  Cornell  University  Medical  College,  for 
research  in  pharmacology. 

Blood  Banks — At  a meeting  held  in  Washington 
February  13,  between  committees  of  the  American 
Medical  Association  and  the  American  Red  Cross  to 
study  the  subject  of  blood  bank  centers,  a plan  was 
developed  to  survey  the  situation  throughout  the 
country.  At  present,  the  total  blood  bank  reserves 
are  unknown,  and  it  is  important  to  be  informed  of 
what  further  expansion  is  necessary  and  how  mobili- 
zation of  resources  can  be  achieved  rapidly  in  case  of 
emergency.  It  was  disclosed  at  the  conference  that 


there  would  be  34  Red  Cross  Blood  Centers  in  opera- 
tion by  July  1,  1949. 

Foundation  Prize — The  South  Atlantic  Associa- 
tion of  Obstetricians  and  Gynecologists  announces 
the  establishment  of  “The  Foundation  Prize.” 
Authors  of  papers  on  obstetric  or  gynecologic  sub- 
jects desiring  to  compete  for  the  prize  may  obtain 
information  from  Dr.  E.  D.  Colvin,  Secretary- 
Treasurer,  1259  Clifton  Road,  N.E.,  Atlanta, 
Georgia. 

American  College  of  Chest  Physicians — The 

Board  of  Examiners  of  the  American  College  of 
Chest  Physicians  announces  that  the  next  oral  and 
written  examinations  for  fellowship  will  be  held  in 
Atlantic  City,  June  2,  1949.  Candidates  for  fellow- 
ship in  the  College,  who  would  like  to  take  the 
examinations,  should  contact  the  Executive  Secre- 
tary, American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 

Dlinois  Physicians  Pay  Assessment — The  10,000 
physicians  belonging  to  the  Illinois  State  Medical 
Society  are  willingly  and  rapidly  paying  the  $25 
assessment  asked  of  them  to  block  socialized  medi- 
cine, it  was  reported  last  month  by  Dr.  Harold 
M.  Camp,  secretary  of  the  Society.  Already  six  of 
the  90  county  medical  societies  have  paid  in  full. 
These  societies,  among  the  smaller  component  groups 
of  the  Illinois  society,  with  memberships  ranging  from 
half  a dozen  to  50,  illustrate  the  spirit  with  which  the 
great  majority  of  the  physicians  of  Illinois  have  re- 
ceived the  assessment.  Instead  of  objecting  to  it, 
they  are  willing  to  contribute  even  more,  if  neces- 
sary, to  protect  the  freedom  of  American  medicine 
for  the  sake  of  the  health  and  welfare  of  the  Ameri- 
can people.  As  to  the  larger  societies,  Dr.  Camp 
stated  that  they  are  not  expected  to  attain  100  per 
cent  compliance.  The  larger  the  group,  the  greater 
the  chance  that  a few  dissidents  will  be  found — men 
who,  for  reasons  best  known  to  themselves  or  per- 
haps their  favorite  psychiatrists,  favor  socialization 
of  medicine.  A very  few  others  disagree  with  the 
tactics  of  the  A.M.A.,  although  they  are  solidly 
against  socialization.  However,  the  gleeful  predic- 
tions made  by  some  proponents  of  government  medi- 
cine that  a large  number  of  physicians  will  refuse  to 
pay  are  definitely  wrong  as  regards  Illinois. 

Calling  Dr.  Rembrandt — If  you  plan  to  exhibit  at 
the  Atlantic  City  Exhibition  (A.M.A.,  June  6 to  10, 
1949),  now  is  the  time  to  write  for  entry  blanks,  rules, 
shipping  labels,  etc.  Haste  is  necessary  because 
your  entries  must  reach  Atlantic  City  between  April 
15  and  May  9.  For  details  please  write  airmail  to 
Francis  H.  Redewill,  M.D.,  Secretary,  American 
Physicians  Art  Association,  Flood  Building,  San 
Francisco,  California. 


MEETINGS 


PAST 


Association  for  the 
Advancement  of  Psychotherapy 

The  February  25  meeting  of  the  Association  for 
the  Advancement  of  Psychotherapy  was  held 
jointly  with  the  New  York  Society  for  Speech  and 
Voice  Therapy,  Inc.  Dr.  Joseph  Wilder  delivered  a 
lecture  on  “Extracortical  Speech  Disturbances.” 
“Psychotherapy  of  Old  Age”  was  discussed  by  Dr. 
George  Lawton  at  the  regular  monthly  meeting  of 
the  Association  on  March  25. 


New  York  Council  of  Surgeons 

Recent  lectures  presented  by  the  New  York 
Council  of  Surgeons  included  “The  Practical  Im- 
portance of  Electrocardiography”  on  March  1, 
given  oy  Dr.  Vincent  Silvestri,  adjunct  physician, 
Montefiore  Hospital,  and  on  March  15,  “Manage- 
ment of  Dermatoses  in  General  Practice”  by  Dr. 
Harry  Eil. 

[Continued  on  page  966] 
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GOULD 


The  newest  type  unit  for  hemo- 
globin determination  that  elimi- 
nates need  for  blood  sample. 
Employing  the  principles  of  trans- 
iiluminotion  and  color-matching 
the  Gould  HEMOGIOBINO- 
METER*  accomplishes  in  seconds 
what  more  cumbersome  appa- 
ratus required  minutes  to  accom- 
plish. Patient  inserts  finger  and 
reading  is  taken  immediately.  For 
office,  home,  hospital'  or  where 
an  immediate  determination  may 
be  imperative.  Fits  into  the  palm 
of  the  hand.  Quick,  accurate 
readings  immediately  obtainable. 
Standardized  to  the  Photo-Electric 
Hemoglobinometer. 


$16.50  at  yoor 
dealers  or  direct 

•Gould:'  New  York  State 
J.  Mod.  46:  I 12  2-  1 124, 
Moy  15.  1946. 


RESEARCH  SUPPLIES 

CAPITOL  STATION  ALBANY,  N.  Y. 


MALPRACTICE  INSURANCE 
PROTECTION* 


for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
A uthorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


70  Pine  Street  New  York  City  6 
Telephone:  Digby  4-7117 
*For  Alembert  oj  the  State  Society  only 


Q. 


Pharmaceutical  Division 

.HOMEMAKERS’  PRODUCTS  CORPORATION 


380  Second  Avenue,  New  York  10,  N.  Y. 
36-48  Caledonia  Road,  Toronto  10,  Canada 


Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence. 


Dr. 

Arlrirecc 

City 

Zone 

State 

MAIL  THIS  COUPON  TODAY 


/ 
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Eastern  New  York  Eye,  Ear,  Nose  and  Throat 
Association 

Dr.  Marjorie  Murray,  pediatric  psychiatrist  of 
Albany,  spoke  on  “Psychiatric  Implications  of  Eye, 
Ear,  Nose  and  Throat  Operations  in  Relation  to 
Pediatrics”  at  a meeting  of  the  Eastern  New  York 
Eye,  Ear,  Nose  and  Throat  Association  on  March 
3,  and  the  members  of  the  Association  heard  an 
address  by  Dr.  Chester  S.  Keefer  at  the  meeting  on 
April  7.  Dr.  Keefer’s  topic  was  “The  Choice  of 


[N.  Y.  State  J.  M. 


Chemotherapeutic  Agents  in  the  Treatment  of  In- 
fections, with  Special  Reference  to  Eye,  Ear,  Nose 
and  Throat  Diseases.” 

New  York  Psychoanalytic  Society 

The  Abraham  A.  Brill  Memorial  Meeting  of  the 
New  York  Psychoanalytic  Society  was  held  March 
29.  Dr.  C.  P.  Oberndorf  spoke  on  “Development  of 
Psychoanalysis  in  America,”  tracing  the  growth  of 
psychoanalysis  as  a therapeutic  method  and  psy- 
chiatric specialty. 


MEDICAL  NEWS 


FUTURE 


American  Laryngological,  Rhinological  and 
Otological  Society,  Inc. 

The  fifty-third  annual  meeting  of  the  American 
Laryngological,  Rhinological  and  Otological  So- 
ciety, Inc.,  will  be  held  from  April  18  to  20  at  the 
Drake  Hotel  in  Chicago.  On  the  second  day  of  the 
meeting,  April  19,  there  will  be  a combined  meeting 
of  the  American  Broncho-Esophagological  Associa- 
tion and  the  American  Laryngological,  Rhinological 
and  Otological  Society,  Inc. 

NYU  College  of  Medicine-Bellevue  Hospital 
Ophthalmological  Alumni  Association 

On  April  18,  19,  and  20  the  New  York  University 
College  of  Medicine-Bellevue  Hospital  Ophthalmo- 
logical Alumni  Association  will  hold  their  alumni 
meeting  at  NYU-Bellevue  Medical  Center. 

Alumni  Association  of  the 
Long  Island  College  of  Medicine 

The  sixty-ninth  annual  dinner  of  the  Alumni 
Association  of  the  Long  Island  College  of  Medicine 
will  be  held  on  April  30  at  7 : 00  P.M.  at  the  Colum- 
bus Club,  Brooklyn.  The  principal  speaker  will  be 
Dr.  Jean  Curran,  president  of  the  Long  Island 
College  of  Medicine. 

Society  of  Medical  Jurisprudence 

Dr.  Henry  H.  Kessler  will  speak  on  “Medical 
Problems  in  Second  Injury  Funds  in  Relation  to  the 


Employment  of  Handicapped  Workers”  at  the  May 
12  meeting  of  the  Society  of  Medical  Jurisprudence 
to  be  held  at  8: 30  P.M.  at  the  New  York  Academy 
of  Medicine  Building.  In  addition,  Miss  Mary 
Donlon,  chairman  of  the  New  York  State  Work- 
men’s Compensation  Board,  will  discuss  “Legal 
Problems  in  Second  Injury  Funds.” 

Association  for  Physical  and  Mental 
Rehabilitation 

The  Association  for  Physical  and  Mental  Re- 
habilitation will  hold  its  third  annual  convention  at 
the  Hotel  New  Yorker,  New  York  City,  from  May 
18  to  21.  More  than  500  representatives  from  the 
nation’s  Veterans  Administration,  Army,  Navy  and 
civilian  agencies  will  be  present.  For  further  infor- 
mation contact  Mr.  H.  S.  Wettstein  at  Corrective 
Therapy  Section,  Veterans  Administration  Hospital, 
Bronx. 

First  District  Dental  Society 
of  the  State  of  New  York 

A special  meeting  of  the  First  District  Dental 
Society  of  the  State  of  New  York  will  be  held  at  the 
Hotel  Statler,  New  York  City,  at  8:00  p.m.  on  May 
25.  The  program  will  be  on  dentistry  and  atomic 
energy  and  William  Ward  Wainright,  D.D.S.,  re- 
search biologist,  Los  Alamos  Scientific  Laboratories 
Atomic  Energy  Commission,  will  discuss  the  prac- 
tical application  of  dentistry  of  atomic  energy. 


PERSONALITIES 


Honored 

Dr.  E.  D.  Friedman,  professor  emeritus  of  neu- 
rology, New  York  University  College  of  Medicine, 
for  forty  years  of  continuous  teaching  at  NYU,  at 
annual  dinner  of  Alumni  of  New  York  University 
College  of  Medicine  on  February  21... On  the 
occasion  of  his  fiftieth  anniversary  in  the  medical 
profession,  Dr.  Sidney  V.  Haas,  for  his  contribution 
to  the  field  of  pediatrics  with  special  reference  to  his 
original  and  pioneering  work  in  celiac  therapy  and 
in  treatment  of  the  hypertonic  infant,  at  a luncheon 
April  5 at  the  New  York  Academy  of  Medicine. . .A 
testimonial  dinner  by  the  New  York  Laryngological 
Society  recently  for  Dr.  Charles  J.  Imperatori,  for- 
merly of  New  York  and  now  of  Essex . . . Dr.  Howard 
A.  Rusk,  chairman  of  the  Department  of  Rehabilita- 
tion and  Physical  Medicine,  New  York  University- 
College  of  Medicine,  on  March  14  by  Boston  Uni- 
versity with  the  conferring  of  honorary  degree  of 
Doctor  of  Science. . .Dr.  Leo  S.  Schwartz,  who  died 
on  December  30,  at  a memorial  service  held  under 
the  auspices  of  the  Jewish  Hospital  of  Brooklyn. 


Awarded 

The  Roswell  Park  Medal  to  Dr.  Evarts.A.  Graham 
for  outstanding  surgical  achievement,  by  the 
Buffalo  Surgical  Society.  Dr.  Graham  will  give  the 
Roswell  Park  Lecture  at  the  Kleinhans  Music  Hall, 
Buffalo,  at  9:00  P.M.  on  May  5. . .Dr.  Harold  C. 
Wiggers,  professor  of  physiology  and  pharmacology 
at  Albany  Medical  College,  granted  $9,600  by  U.S. 
Public  Health  Service  for  continued  research  in 
heart  disease  and  circulatory  disorders. 

Retired 

Dr.  Lewis  Wade  Heizer,  supervisor  of  health  and 
physical  education  in  Watertown’s  public  school 
system  since  October,  1929,  because  of  ill  health. 

Appointed 

Long  Island  College  of  Medicine — Dr.  Harold 
Russell  Merwarth,  as  associate  professor  of  clinical 
neurology  in  the  Department  of  Neurology;  and 
Drs.  Gerald  Richard  O’Brien,  Edward  A.  Griffin, 
and  Ethelbert  A.  Callaghan,  as  assistant  professors 
[Continued  on  page  968] 
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in  the  Department  of  Otolaryngology . . . Lieutenant 
Colonel  Eugene  A.  Chiarulli,  as  commanding  officer 
of  the  1305th  Training  Station  Hospital,  Organized 
Reserve  Corps,  with  headquarters  in  Syracuse . . . Dr. 
Robert  Gordon  Douglas,  as  professor  of  obstetrics 
and  gynecology  at  Cornell  University  Medical 
College  and  obstetrician  and  gynecologist-in-chief 
of  New  York  Hospital,  effective  July  1,  1949. . .As 
professor  of  surgery  at  New  York  Post-Graduate 
Medical  School,  New  York  University-Bellevue 
Medical  Center,  Dr.  J.  William  Hinton.  In  the  new 
post  Dr.  Hinton  will  be  director  of  the  Fourth 
Surgical  Division,  Bellevue.  Hospital,  and  will  con- 
tinue as  director  of  surgery  at  University  Hospital, 
formerly  New  York  Post-Graduate  Hospital. . .Dr. 
Francis  A.  Marino,  Utica,  as  medical  director  of  the 
Oneida  County  Welfare  Department.  . .Dr.  David 
M.  Spain,  pathologist  at  Bellevue  Hospital,  as 
Westchester  County  Medical  Examiner. . .As 
Broome  County  Coroner,  Dr.  Glenn  W.  Tymeson, 
Lisle. 

Elected 

On  March  8,  Dr.  William  G.  Childress,  physician 
in  charge  of  the  Tuberculosis  Division  of  Grasslands 
Hospital,  Valhalla,  as  chairman  of  the  Tuberculosis 
Sanatorium  Conference  of  Metropolitan  New  York. 
Dr.  Richard  A.  Bennett,  medical  director  of  Triboro 
Hospital,  Jamaica,  and  Brooklyn  Thoracic  Hospital, 
was  elected  vice-chairman  of  the  conference... 
Monticello  physician,  Dr.  Morris  A.  Cohn,  as  a 
fellow  of  the  New  York  Academy  of  Medicine. 

Speakers 

Guest  speakers  at  a Symposium  on  Allergy  and 
Immunology  presented  in  conjunction  with  the 
twentieth  annual  Stuart  McGuire  Lecture  series  at 
the  Medical  College  of  Virginia  on  March  17  and  18 
included  Dr.  Will  C.  Spain,  New  York  Post-Grad- 
uate Medical  School,  Dr.  Horace  S.  Baldwin,  Cor- 
nell University  Medical  College,  and  Dr.  Robert 
Chobot,  College  of  Physicians  and  Surgeons,  Colum- 
bia University.  . .On  February  7,  Dr.  A.  H.  Aaron, 
medical  adviser  to  Consumers  Union,  Dr.  John 
Wittmer,  director  of  Consolidated  Edison  Com- 
pany’s voluntary  health  plan,  Dr.  Thurman  B. 
Givan,  president  of  the  New  York  Pediatric  Associa- 
tion, and  Dr.  William  B.  Rawls,  president  of  the  New 
York  County  Medical  Society,  participated  in  a 
public  forum  on  “Is  National  Health  Insurance 
Necessary?”. . .Dr.  Laurance  D.  Redway,  Ossining, 
and  Dr.  Reginald  O.  Higgons,  Port  Chester,  both 
past  presidents  of  county  medical  societies,  against 
compulsory  health  insurance  on  February  6 in  the 
Westchester  Newspapers  Radio  Forum. . .Dr.  Frank 
E.  Adair,  attending  surgeon  at  Memorial  Hospital 
for  Cancer  and  Allied  Disease,  New  York,  on  “The 


Surgical  Problems  Involving  Cancers  of  the  Breast’” 
as  the  Lord  Moynihan  Lecture  in  London  before  the: 
Royal  College  of  Surgeons  on  March  23... Dr- 
Clarence'  G.  Bandler  on  the  “Urologic  Complica- 
tions of  Left  Colon  Surgery”  at  the  April  10  meeting; 
of  the  Florida  Urologic  Society.  Dr.  Bandler  was; 
also  the  guest  speaker  at  the  1949  Annual  Meeting; 
of  the  Florida  Medical  Association  on  April  11  and! 
presented  a paper  entitled  “Hematuria,  Its  Clinicall 
Significance”.  . .Dr.  C.  Ward  Cramp  ton,  chairman; 
of  the  Committee  on  Geriatrics  of  the  New  York; 
County  Medical  Society,  at  the  meeting  of  the; 
Association  for  Successful  Aging  on  February  3,  on; 
“De-Aging  Successfully” ...  At  the  52nd  anniversary 
banquet  of  the  Watervliet  Council,  Knights  off 
Columbus,  on  February  12,  Dr.  Clement  J.  Handron; 
as  principal  speaker.  . .On  February  26,  new  Com- 
missioner of  Hospitals,  Dr.  Marcus  D.  Kogel,  guest 
of  honor  and  principal  speaker  at  the  annual  dinner 
of  the  New  York  State  Hospital  Pharmacists” 
Association . . . Dr.  Donovan  J.  McCune,  professor  of 
pediatrics,  College  of  Physicians  and  Surgeons,, 
Columbia  University,  on  “The  Meaning  of  the; 
Basal  Metabolic  Rate”  at  a medical  symposium; 
sponsored  by  the  Greensboro  Academy  of  Medicine,, 
Greensboro,  North  Carolina,  on  March  17. . .Dr. 
Marjorie  F.  Murray,  associate  professor  of  pediatrics; 
at  Albany  Hospital,  on  “Certain  Aspects  of  the 
Mental  Health  of  the  Child”  before  the  Delmar 
P.T. A.  on  March  8 . . . President  of  the  Madison 
County  Medical  Society,  Dr.  Lee  J.  Preston,  on  the 
history  of  the  County  Medical  Society  at  a meeting, 
of  the  Madison  County  Historical  Society  on 
January  21... Dr.  David  Rittenberg,  College  of 
Physicians  and  Surgeons,  Columbia  University,  on 
“The  Use  of  Isotopes  in  the  Study  of  the  Metab- 
olism of  Glycine”  at  a meeting  of  the  Research 
Society  of  the  Long  Island  College  of  Medicine  on 
March  2 . . . Dr.  Howard  A.  Rusk,  chairman  of  the 
Department  of  Rehabilitation  and  Physical  Medi- 
cine of  New  York  University  College  of  Medicine,  at 
the  first  annual  scientific  assembly  of  the  American 
Academy  of  General  Practice  in  Cincinnati  on 
March  8. . .Dr.  Allen  David  Shapiro,  Newburgh 
pediatrician,  at  a meeting  sponsored  by  the  Amer- 
ican Association  of  University  Women,  January  31, 
on  “Feeding  Behavior  in  Infancy  and  Early  Child- 
hood.” 

New  Offices 

Dr.  Peter  Allen  Bakal,  general  practice  in  Scotia 
...Dr.  Alfred  A.  Berger,  eye,  ear,  nose,  and 
throat  practice  at  Berger  Clinic,  Tottenville. . .Dr. 
D.  A.  DeLisa,  ear,  nose,  and  throat  practice  in 
Schenectady. . .Dr.  John  Bradford  Millet,  practice 
of  general  and  chest  surgery  in  Utica.  He  will  be 
associated  with  the  Slocum-Dickson  Clinic. 


COUNTY  NEWS 


Albany  County 

On  March  23  the  members  of  the  Albany  County 
Medical  Society  met  in  the  auditorium  of  the 
Albany  College  of  Pharmacy.  Dr.  Thomas  E. 
Jones,  noted  authority  on  diseases  of  the  colon, 
spoke  on  “Carcinoma  of  the  Colon  and  Rectum.” 

Bronx  County 

A regular  meeting  of  the  Bronx  County  Medical 
Society  was  held  on  March  16  at  the  Concourse 
daza  Hotel.  Dr.  Isidore  C.  Rubin  addressed  the 
mbers  on  “Sterility  in  the  Female,  Nonendocrine 
>cts  and  Endocrine  Aspects.” 


The  program  of  a special  meeting  of  the  Society 
on  March  16  was  a comprehensive  analysis  of  the 
national  health  bills  now  before  the  Congress  of 
the  United  States,  prepared  by  the  joint  committees 
on.  Medical  Economics  and  Legislation. 

Broome  County 

James  A.  Malaney,  executive  secretary  of  the 
Committee  on  Professional  Conduct  of  the  New 
York  State  Department  of  Education,  addressed 
the  members  of  the  Broome  County  Medical  Society 
at  a meeting  on  February  8.  He  discussed  ways  in 
[Continued  on  page  970] 
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THIS  IS  HARD 


AND  THIS  IS 
MIGHTY  WONDERFUL 


BUT  THIS  IS  EASy 


Sure,  you  believe  in  saving. 

But  it’s  hard  to  take  cash  out  of  your  pocket, 
time  out  of  your  day,  to  do  it  regularly. 

The  sure  way,  the  easy  way  to  do  your 
saving  is  to  get  started  on  an  automatic  sav- 
ings plan  with  U.  S.  Savings  Bonds.  Like 
this  . . . 

1.  If  you’re  on  a payroll,  sign  up  in  the 
Payroll  Savings  Plan,  then  forget  it.  From 
then  on  the  money  saves  itself — so  much 
per  week,  or  so  much  per  month. 

2.  If  you’re  not  on  a payroll,  sign  up  at 
your  bank  for  the  Bond-A-Month  Plan. 
You  decide  how  much  to  put  into  bonds, 
your  bank  does  the  rest. 

In  just  ten  years  after  you  start  buying 
bonds,  your  money  starts  coming  back  to  you 
— 34  for  every  #3  you  put  in. 

And  remember— any  time  you  need  your 
money  for  emergencies,  you  can  get  it  back 
in  minutes  without  losing  interest. 


Automatic  saving  is  sure  saving- U.S.  Savings  Bonds 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 
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which  his  group  tracks  down  persons  practicing 
medicine  without  a license. 

Cayuga  County 

A program  of  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  New  York  State  Medical  Society 
in  cooperation  with  the  New  York  State  Department 
of  Health  will  be  presented  at  a meeting  of  the 
Cayuga  County  Medical  Society  on  April  21  at 
7:00  p.m.  at  the  Springside  Inn,  Auburn.  The 
topic,  “Sterility,”  will  be  discussed  by  Dr.  Ferdi- 
nand J.  Schoeneck,  instructor  in  gynecology,  Syra- 
cuse University  College  of  Medicine. 

Clinton  County 

Dr.  Howard.  T.  Behrman,  assistant  clinical  pro- 
fessor of  dermatology  and  sy philology  at  New  York 
University  College  of  Medicine,  addressed  the  Clin- 
ton County  Medical  Society  on  March  17.  Dr. 
Behrman’s  subject  was  the  treatment  of  skin 
diseases.  The  program  was  postgraduate  in- 
struction arranged  by  the  State  Medical  Society 
with  the  cooperation  of  the  New  York  State  Health 
Department. 

Dutchess  County 

“A  General  Discussion  of  the  General  Scope  of 
Thoracic  Surgery  at  Its  Present  Stage”  was  the  topic 
discussed  by  Dr.  Herbert  D.  Adams,  thoracic  sur- 
geon, Lahey  Clinic,  at  the  March  9 meeting  of  the 
Dutchess  County  Medical  Society.  An  informal 
dinner  preceded  the  meeting. 

The  annual  meeting  of  the  Dutchess  County 
Branch  of  the  American  Cancer  Society  was  held 
on  March  19.  The  guest  speaker  was  Alan  Steven- 
son, executive  secretary  of  the  New  York  State 
Cancer  Committee. 

Erie  County 

The  stated  meeting  of  the  Medical  Society  of 
the  County  of  Erie  to  be  held  on  April  26  will  be 
devoted  to  a consideration  of  the  problem  of  cancer. 
An  afternoon  clinical  program  will  feature  two  phys- 
ician-speakers, and  the  evening  meeting  will  include 
an  address  by  an  outstanding  authority  on  cancer. 
The  Special  Committee  on  Cancer  Control  of  the 
County  Medical  Society,  headed  by  Dr.  Samuel 
Sanes,  is  in  charge  of  the  arrangements. 

Franklin  County 

The  Saranac  Lake  Medical  Society  met  on  March 
8 at  the  Hotel  Saranac.  Dr.  Hugh  Wilson,  pro- 
fessor of  radiology,  Yale  University  School  of  Medi- 
cine, spoke  on  “Correlation  of  Roentgenologic  and 
Pathologic  Material  in  Pulmonary  Disease.” 

Fulton  County 

On  March  17  at  a meeting  of  the  Fulton  County 
Medical  Society,  Dr.  Harry  A.  Steckel,  professor 
emeritus  of  psycniatry,  Syracuse  University  College 
of  Medicine,  gave  a talk  on  “Psychosomatic  Medi- 
cine” as  a lecture  on  postgraduate  instruction  ar- 
ranged by  the  New  York  State  Medical  Society 
with  the  cooperation  of  the  State  Department  of 
Health. 

Herkimer  County 

Dr.  Robert  Stevens,  Utica,  delivered  a lecture  on 
'agnosis  and  Treatment  of  Herniated  Interverte- 
Disks”  at  the  February  8 meeting  of  the  Herki- 


mer County  Medical  Society,  and  the  members  of 
the  Society  heard  Dr.  J.  G.  Fred  Hiss,  clinical 
professor  of  medicine,  Syracuse  University  College 
of  Medicine,  discuss  “Rheumatic  Fever”  at  the 
April  12  meeting.  The  latter  was  a program  of 
postgraduate  instruction. 

Jefferson  County 

“Plasma  Therapy,  Whole  Blood  Transfusion  and 
the  Use  of  Blood  Substitutes  and  Derivatives”  was 
the  topic  of  a lecture  in  postgraduate  instruction 
arranged  by  the  State  Medical  Society  with  the 
cooperation  of  the  State  Department  of  Health 
given  by  Dr.  Samuel  Standard,  associate  professor 
of  clinical  surgery  and  lecturer  on  physiology, 
New  York  University  College  of  Medicine.  The 
program  was  presented  at  the  meeting  of  the 
Jefferson  County  Medical  Society  on  March  15. 

Kings  County 

A joint  meeting  of  the  Kings  County  Medical 
Society  and  the  Brooklyn  Society  of  Internal  Medi- 
cine was  held  on  March  15.  Dr.  Hans  Selye,  pro- 
fessor of  medical  research,  Montreal  University, 
spoke  on  “Adaptation  Syndrome  and  Diseases  of 
Adaptation”  and  Dr.  Thomas  P.  Magill,  professor 
of  bacteriology,  Long  Island  College  of  Medicine, 
gave  a talk  on  “Modern  Concepts  of  Immunology 
and  Epidemiology.” 

A series  of  Friday  afternoon  lectures  presented  by 
the  Kings  County  Medical  Society  at  4:00  p.m. 
at  the  McNaughton  Auditorium  include  the  follow- 
ing: 

Marchl8 — “Importance  of  Time  Element  in  the 
Treatment  of  Fractures”  by  Dr.  Frederick  M. 
Smith,  assistant  professor  of  clinical  orthopedic 
surgery,  College  of  Physicians  and  Surgeons,  Colum- 
bia University.  Also  a film,  “Fracture  Introduc- 
tion,” was  shown  under  the  sponsorship  of  the 
National  Fracture  Committee  of  the-  American 
College  of  Surgeons. 

March  25 — “The  Problem  of  Therapeutic  Abor- 
tion” by  Dr.  Nicholson  J.  Eastman,  professor  of 
obstetrics,  Johns  Hopkins  University  School  of 
Medicine. 

April  8 — “Surgical  Treatment  of  Deafness” 
by  Dr.  Robert  L.  Moorhead,  senior  surgeon,  Brook- 
lyn Eye  and  Ear  Hospital.  Dr.  Julius  Lempert’s 
film  on  the  “Fenestration  Operation”  was  also 
shown. 

April  22 — “Functional  Uterine.  Bleeding”  by  Dr. 
Robert  B.  Greenblatt,  professor  of  endocrinology, 
University  of  Georgia  School  of  Medicine. 

April  29 — “Hemolytic  Diseases”  by  Dr.  William 
Damashek,  clinical  professor  of  medicine,  Tufts 
College  Medical  School. 

Livingston  County 

At  a recent  joint  meeting  of  the  Livingston 
County  Medical  Society  and  the  Mount  Morris 
Tuberculosis  Hospital  Dr.  Lawrence  A.  Kohn  spoke 
on  the  management  of  hypertension. 

Monroe  County 

The  second  annual  observance  of  Heart  Week 
in  Monroe  County  was  highlighted  by  a round- 
table discussion  on  “Progress  on  the  Heart  Disease 
Front”  on  March  17.  Dr.  Albert  D.  Kaiser,  city 
health  officer,  served  as  moderator.  Among  the 
sponsoring  groups  for  the  meeting  were  the 
Rochester  Health  Bureau,  the  Rochester  Tuber- 
culosis and  Health  Association,  and  the  Monroe 
County  Medical  Society. 

[Continued  on  page  972] 
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A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
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THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.  2-1621 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amity  ville,  N.  V.,  Tel:  1700,  1,  2. 


TWIN  ELMS 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


CHARLES  B.  TOWNS  HOSPITAL 

Established  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  either  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  are  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  are  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  on  requett. 


W.  D.  SILKWORTH 
Medical  Supt. 


EDWARD  B.  TOWNS 
Director 


S93  CENTRAL  PARK  WEST,  NEW  YORK  S4,  N.  y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  lournals. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK' 

Henry  W.  Lloyd,  M.D.,  Physieian-in-Charge  a. 
Licensed  and  fully  equipped  for  the  treatment  of  nervous/;] 
mental,  drug  and  alcohol  patients,  including  Occupational, 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HALL-BROOKE 


Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information . 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus. 


Mgr. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


■ i ^ i B i ■ I ■ 1 

ssla 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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The  Medical  Society  of  the  County  of  Monroe 
is  sponsoring  a series  of  13  weekly  radio  broadcasts 
in  opposition  to  any  program  of  socialized  medicine. 
The  talks  may  be  heard  on  Sundays  at  12:45  p.m. 
over  a Rochester  station. 

Nassau  County 

The  regular  monthly  meeting  of  the  Nassau  County 
Medical  Society  held  on  February  22  included 
addresses  on  “United  Medical  Service  and  Associ- 
ated Hospital  Service”  by  Dr.  Frederic  E.  Elliott, 
Mr.  John  McCormack,  and  Mr.  Frederic  Newell. 

The  April  14  meeting  of  the  seminar  on  “Psycho- 
somatic Problems  in  General  Practice”  was  under 
the  chairmanship  of  Dr.  Peter  Denker.  Two  papers 
were  presented  as  follows:  “The  Community  Care 
and  Commitment  of  the  Mentally  111”  by  Dr. 
Milton  C.  Meeks  and  “Care  and  Treatment  in  the 
State  Hospital”  by  Dr.  Reginald  R.  Steen.  The  final 
meating  will  be  held  on  April  21  at  4:00  p.m.  at 
the!  Nassau  Hospital  Auditorium  and  will  consist 
ofjk  round-table  discussion  on  the  “Treatment  of 
hjfervous  and  Mental  Disease  in  Private  Practice.” 
J)t.  James  L.  McCartney  will  act  as  moderator, 
&nd  .the  speakers  will  be  as  follows:  Dr.  H.  Law- 
|re/tee  Sutton  on  “Drug  Therapy,  with  Discussion 
on  Narcosynthesis  and  Hypnosis”;  Dr.  Alex  E. 
Gold  on  “Psychoanalysis  as  Therapy”;  Dr.  Stanley 
T.  Michael  on  “Electric  Shock  and  Narcosis”; 
.and  Dr.  Jack  London  on  “Surgery  in  the  Treat- 
ment of  Nervous  and  Mental  Disease.”  The  semi- 
nar is  being  presented  by  the  members  of  the 
Nassau  Neuropsychiatric  Society  and  under  the 
auspices  of  the  Committee  on  Postgraduate  Edu- 
cation of  the  Nassau  County  Medical  Society. 

Niagara  County 

Mr.  Joseph  J.  Guariglia,  secretary  of  the  Work- 
men’s Compensation  Committee  of  Erie  County 
Medical  Society,  spoke  on  “The  Doctor  and  the 
Law”  at  the  March  8 meeting  of  the  Niagara  County 
Medical  Society. 

Oneida  County 

On  March  17  the  medical  aspects  of  the  atomic 
bomb  were  discussed  by  Dr.  Joe  W.  Howland,  chief 
of  the  Division  of  Medical  Services  of  the  Atomic 
Energy  Project  at  the  University  of  Rochester, 
School  of  Medicine  and  Dentistry,  at  a meeting  of 
the  Utica  Academy  of  Medicine.  The  program  was 
arranged  by  the  Medical  Society  of  the  State  of 
New  York  with  the  cooperation  of  the  New  York 
State  Department  of  Health. 

Ontario  County 

Two  programs  of  postgraduate  instruction  were 
presented  recently  at  the  Geneva  Academy  of  Medi- 
cine. On  February  17  Dr.  Samuel  Kleinberg 
spoke  on  back  pain,  and  on  March  17  Dr.  R.  Town- 
ley  Paton,  New  York  University  College  of  Medicine, 
discussed  the  indications,  contraindications,  and 
technic  of  penetrating  and  nonpenetrating  corneal 
grafts.  These  programs  were  arranged  by  the 
State  Medical  Society  in  cooperation  with  the  New 
York  State  Department  of  Health. 

Dr.  Griffith  J.  Winthrop  addressed  a meeting  of 
the  Canandaigua  Medical  Society  on  February 
4.  Dr.  Winthrop’s  topic  was  the  treatment  of 
habitual  abortion  with  diethylstilbestrol. 

Queens  County 

Recent  Friday  afternoon  lectures  arranged  by 
the  Council  Committee  on  Public  Health  and  Educa- 


tion of  the  Medical  Society  of  the  State  of  New  York 
were  as  follows: 

March  4 — “Borderline  Aspects  of  Heart  Disease,” 
Dr.  Harry  E.  Ungerleider,  medical  director  of  the 
Equitable  Life  Assurance  Society  of  the  United 
States. 

March  11 — “Treatment  of  Hemorrhage  in  Shock,” 
Dr.  Charles  L.  Fox,  Jr.,  assistant  professor  of  bacte- 
riology at  the  College  of  Physicians  and  Surgeons, 
Columbia  University. 

March  18 — “The  Clinical  Signs  of  Deficiency 
Diseases,”  Dr.  Norman  Jolliffe,  director  of  the 
Bureau  of  Nutrition,  New  York  City  Department 
of  Health. 

Rensselaer  County 

A public  forum  meeting  on  compulsory  health 
insurance  was  held  on  February  23  under  the  aus- 
pices of  the  Rensselaer  County  Medical  Society. 
Mr.  Arthur  L.  Conrad,  associate  administrator 
of  the  National  Physicians’  Committee,  was  the 
guest  speaker. 

The  Rensselaer  County  Heart  Association  was 
formed,  and  Dr.  John  J.  Quinlan,  Troy,  was  unan- 
imously elected  its  first  president  at  a meeting  on 
February  2. 

The  Rensselaer  County  Medical  Society  at  a 
meeting  on  February  8 unanimously  endorsed  a 
list  of  12  suggestions  of  the  Rensselaer  County 
Welfare  Committee  aimed  at  effecting  greater 
economy  in  medical  treatment  of  welfare  cases. 
Members  of  the  Society  also  heard  Dr.  Wyland 
Leadbetter,  clinical  professor  of  urology  at  Tufts 
College  Medical  School. 

Richmond  County 

Dr.  Louis  H.  Bauer,  vice-chairman,  Board  of 
Trustees,  American  Medical  Association,  addressed 
a joint  meeting  of  the  Richmond  County  Medical 
Society  and  the  Woman’s  Auxiliary  on  March  9. 
Dr.  Bauer  spoke  on  the  history  of  the  compulsory 
health  insurance  movement  in  the  United  States 
and  the  system  as  it  is  in  effect  in  various  other 
countries. 

Saratoga  County 

The  following  lectures  in  postgraduate  instruction 
were  presented  recently  at  meetings  of  the  Saratoga 
County  Medical  Society: 

March  16 — “The  Recognition  and  Management  of 
Psychiatric  Problems  in  General  Practice,”  Dr. 
Gilbert  M.  Beck,  professor  of  psychiatry,  University 
of  Buffalo,  School  of  Medicine. 

March  23 — “The  Diagnosis  and  Treatment  of 
Rheumatic  Fever  and  Rheumatic  Heart  Disease,” 
Dr.  Adolph  R.  Berger,  assistant  professor  of  clinical 
medicine.  New  York  University  College  of  Medicine. 

March  30 — “The  Diagnosis  and  Treatment  of 
Common  Skin  Diseases,”  Dr.  Nathan  Sobel,  assist- 
ant professor  of  clinical  dermatology  and  syphil- 
ology,  New  York  University  College  of  Medicine. 

April  6 — “The  Diagnosis  and  Treatment  of  the 
Acute  Abdomen,”  Dr.  Leon  G.  Berman,  clinical 
associate  professor  of  surgery,  Syracuse  University 
College  of  Medicine. 

These  programs  were  provided  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  with  the 
cooperation  of  the  New  York  State  Department  of 
Health. 

Schenectady  County 

Dr.  Stewart  C.  Nash,  president  of  the  American 
[Continued  on  page  974] 
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THE  MAPLES,  inc. 


Aa  txelailva  rtd  horn*  for  lavalldi,  eonvelexcenb  and  chroalc  cam.  Alio  poitoperatlve,  ipecial  diets  and 
body-buildlnf  casts.  Efficient  day  and  alfht  aarsins.  Rcsidaat  physician.  Six  acres  ol  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


fetes:  S35.00  to  S65.00  weekly 
Private  and 
Semi-Private  Rooms 
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L0UDEN-KNICX3RB0CKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physictan-tn-Cbargt. 


HOLBROOK  MANOR  nJSeg 

Five  Acral  ol  Pincwoodtd  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  natients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  V.  Office:  GRamerey  5-4*75 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  Dark  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


‘INTERPINES 

Goshen,  N.  y. 

Phone  117 


1 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tive. in  all  fielda  of  medicine — young  physioiana,  department 
heade,  nurses,  staff  personal,  secretaries,  anne.theti.ts, 
dieticians  and  technicians 


£ 
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NEW  YORK  MEDICAL  EXCHANGE 

48*  FIFTH  AVE„  N.Y.C  (AGENCY)  MURRAY  HILL  2-0876 


OUTSTANDING  IN  EFFICIENCY  • APPEARANCE  • DURABILITY 


Specializing  in  the  Manufacture  of  Electrotherapeutic  Apparatus 

For  Detailed  Information,  Write:  TECA  CORPORATION,  220  W.  42  St.,  New  York  18,  N.Y. 
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Hearing  Society  and  assistant  surgeon  at  Strong 
Memorial  Hospital,  Rochester,  spoke  on  “Deafness 
As  It  Occurs  in  Various  Age  Groups”  at  a meeting 
of  the  Schenectady  County  Medical  Society  on 
March  1. 

Tompkins  County 

The  annual  dinner  of  the  Tompkins  County 
Medical  Society  was  held  on  February  28  with  Dr. 
Herman  E.  Hilleboe,  New  York  State  Commissioner 
of  Health,  as  speaker. 

The  members  of  the  County  Medical  Society  heard 
Harold  A.  Solomon,  D.D.S.,  cancer  dental  surgeon, 
Roswell  Park  Memorial  Institute,  talk  on  “Clinical 
and  Radiographic  Diagnosis  of  Oral  Tumors”  at  a 
meeting  on  March  21.  The  program  was  post- 
graduate instruction  arranged  by  the  Medical 


Society  of  the  State  of  New  York  with  the  coopera- 
tion of  the  New  York  State  Department  of  Health. 

Westchester  County 

A panel  discussion  on  the  proposed  national  health 
insurance  program  and  other  plans  for  the  extension 
of  medical  care  was  presented  at  the  March  15 
meeting  of  the  Westchester  County  Medical  Society. 
Dr.  Waring  Willis  acted  as  moderator,  and  speakers 
included  Drs.  Reginald  Atwater,  George  Baehr, 
Louis  H.  Bauer,  George  Perrott,  and  William  B. 
Rawls. 

Dr.  Charles  A.  Weymuller,  professor  of  pediatrics, 
Long  Island  College  of  Medicine,  addressed  a joint 
meeting  of  the  pediatric  section  of  the  Westchester 
County  Medical  Society  and  county  obstetricians 
recently.  His  topic  was  “Mortality  of  the  Pre- 
mature.” 


NECROLOGY 


[Continued  from  page  955] 


Academy  of  Medicine,  he  "was  a past  president  of  the 
Westchester  County  Medical  Society  and  the  New 
Rochelle  Medical  Society.  As  well  as  being  a 
charter  member  of  the  Westchester  Obstetrical  and 
Gynecological  Society,  he  also  belonged  to  the  New 
York  Obstetrical  Society,  the  New  York  State  and 
Westchester  County  Medical  Societies,  and  the 
American  Medical  Association. 

Alfred  Winslow  Wheeler,  M.D.,  seventy-five, 
died  February  28  of  a heart  attack.  Dr.  Wheeler, 
one  of  the  last  horse  and  buggy  doctors  in  St.  Law- 
rence County,  was  a graduate  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
the  year  1902  and  had  practiced  medicine  in  Norfolk 
and  the  surrounding  area  for  the  last  forty-five 
years.  He  was  a member  of  the  American  Medical 
Association  and  the  New  York  State  and  St.  Law- 
rence County  Medical  Societies. 

Frank  Fay  Williams,  M.D.,  ninety-one-year-old 
dean  of  St.  Lawrence  County  physicians,  was  killed 
in  an  automobile  collision  on  March  13.  Dr. 
Williams  was  graduated  from  New  York  Homeo- 


pathic College  in  1883  and  took  up  practice  in  Can- 
ton the  following  year.  He  had  maintained  this 
practice  for  the  past  sixty-five  years  and  during  that 
time  had  also  served  as  health  officer.  Dr.  Williams 
was  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  St.  Lawrence  County 
Medical  Societies  at  the  time  of  his  death. 

Arthur  C.  Woggon,  M.D.,  fifty-three,  of  Roches- 
ter, died  on  March  16.  Dr.  Woggon,  alumnus  of  the 
University  of  Buffalo,  School  of  Medicine,  class  of 
1920,  and  Sloane  Maternity  Hospital,  was  chief  of 
the  Department  of  Obstetrics  at  Park  Avenue  Hos- 
pital, Rochester,  senior  obstetrician  at  Rochester 
General  Hospital,  and  an  associate  physician  in  the 
Department  of  Obstetrics  and  Gynecology  at  Strong 
Memorial  Hospital.  He  was  a diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society,  the  Alumni  As- 
sociation of  Sloane  Maternity  Hospital,  the  New 
York  State  and  Monroe  County  Medical  Societies, 
and  the  American  Medical  Association. 
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CORRESPONDENCE 


A BRITISH  DOCTOR  SPEAKS 


To  the  Secretary,  Medical  Society  of  the  State  of  New 
York: 

My  sister  on  Long  Island  tells  me  it  is  to  you  I 
should  write  for  information  re  practice  in  New 
York.  The  position  is  this. 

I qualified  at  home  in  Ireland  at  the  National 
University.  As  you  know,  our  degrees  on  gradua- 
tion are  M.B.,  Ch.B.,  B.A.O.  The  M.D.  is  re- 
garded as  a higher  degree.  As  regards  practice. 
One  could  not  make  cigarette  money  in  Ireland. 
Were  it  not  for  the  war,  practice  in  England  would 
have  been  full  and  fruitful.  However,  after  four 
years  of  practice  here  I have  had  enough.  With  the 
advent  of  socialized  medicine,  state  controlled,  the 
last  vestige  of  freedom  was  taken  from  us.  Medicine 
here  is  now  pure  mockery  of  the  art  and  science: 
mass  produced  medicine;  bottles  of  placebos;  50 
or  60  people  per  surgery  session : I forecast  that,  in  a 


few  years,  the  doctors  here  will  be  in  a state  of 
stagnation. 

Anyway,  I would  very  much  like  to  settle  in  New 
York  and  practice  there.  The  point  is  would  my 
qualification  be  recognized.  I have  heard  that 
machinery  is  in  motion  now  to  permit  degrees  of 
this  country  to  be  recognized  in  the  U.S.A.  and  vice 
versa. 

Can  you  advise  me  on  what  to  do.  I could  not 
afford  at  this  stage  of  my  life  to  spend  a couple  of 
years  taking  American  degrees.  If  you  can  help  me 
in  any  way,  I should  be  very  grateful. 

Kindest  regards  and  all  the  best  for  1949. 

John  T.  Laing 

7 Confton  Rd. 

Ealing,  London  W-5 


975 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 

Established  1931 


WANTED 


Young  general  practitioner,  full  time,  to  associate  with 
general  practitioner  with  eventual  partnership.  Must  live 
in  Manhattan.  No  commuting.  Box  291,  N.  Y.  St.  Jr.  Med. 


Specialists  furnishing-decorating  professional  offices.  Send 
us  floor  plan  and  listing  of  items  necessary;  we  will  return 
layout  and  estimate  of  delivered  job  without  charge. 
BROADBROOK,  303  Fifth  Avenue,  NYC  16,  MU  9-7658. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus, 
X-Ray,  nursing  techniques,  and  medical  stenography, 

A FEW  MEDICAL  ASSISTANTS  NOW  AVAILABLE 


McutcLL  School 


1834  Broadway  — NYC 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


CLASSIFIED 


FOR  RENT 


Ideal  Location — for  roentgenologist  and  another  specialist — 
to  be  associated  with  established  obstetrician.  Central 
Queens  Co. — transportation  excellent — imposing  building, 
must  be  seen.  Box  293,  N.  Y.  St.  Jr.  Med.  or  Phone:  Vi-7- 
3501. 


OPPORTUNITY 


Active  General  Practice — Equipment,  office,  Eastern  New 
York  State,  about  100  miles  from  N.  Y.,  prosperous  summer 
resort  and  busy  winter  community,  adjoining  towns  to  draw 
from.  Excellent  hospital  facilities  nearby.  Reason,  deceased. 
Box  292,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  Practice,  completely  furnished  home  and  office, 
western  N.  Y.  Rural  and  industrial,  hospitals;  practically 
unopposed.  Box  285,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Valley  Stream,  L.  I.,  6)4  room  house,  for  Office  and  Home. 
100%  location  Excellent  for  G.  P.,  Vascular  or  Geriatric 
Specialist.  Box  287,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  Practice  at  Utica,  N.  Y.  Hamilton  Equipment, 
drugs,  records.  Only  price  of  equipment  wanted.  Entering 
specialty.  Write,  Box  294,  N.  Y.  St.  Jr.  Med. 


OFFICE  AVAILABLE 


Hempstead,  L.  I.,  ideal  location,  attractively  decorated, 
ground  floor,  reasonable  rent,  furniture  and  equipment  also 
for  rent  or  sale,  phone  Baldwin  3-8163. 


FOR  SALE 


Rare  opportunity.  Brooklyn  Urologist  leaving  state.  Fine 
home  and  offices  including  long-established  practice.  Ex- 
cellent location  near  all  transportation.  Price  reasonable. 
306  Park  Place.  Tql.  Sterling  3-3131. 


Newly  renovated  modern  5J4  room  apt.  for  doctor  or  den- 
tist. Suitable  for  living  and  office  purposes.  Reasonable 
rent,  ready,  for  immediate  occupancy,  vicinity  Gunhill  & 
Boston  Roads.  Olinville  2-4585. 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U S Pat. 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescripition  blanks;  time-saver  statements  and 
window  envelopes;  prolessional  cards:  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write- 
The  Medico  Press,  Millerstown,  Pa. 
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Have  a Coke 


The  pause  that  refreshes 
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DEMEROL 

HYDROCHLORIDE 


Demerol,  trademark  reg'.  U.  S.  & Canada,  brand  of  meperidine  fisonipecaine)  hydrochloride. 


WARNING:  May  be  habit  forming. 
Narcotic  blank  required. 


\ 


Average  adult  dose: 
100  mg. 

Ampuls  of  2 cc. 

(100  mg.);  vials  of 
30  cc.  (50  mg./cc.); 
tablets  of  50  mg. 
and  100  mg. 

Winthrop-Stearns  Inc. 
New  York  13,  N.  Y. 
Windsor,  Ont. 


Particularly  in 
obstetrics,  the  power 
of  DEMEROL 
hydrochloride 
to  allay  pain,  usually 
without  depressing 
respiration  or 
endangering  mother 
or  child,  is  of  the 
highest  order 
of  significance. 
DEMEROL 
hydrochloride 
is  a specific  for  pain. 
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THE 


CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

^ 7V"/ff  CL/N/C  Medical  sections  for  the  care  ol 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses,  gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

4 REST , RELAXATION , MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


Schieffelin 

ENZESTRO 


(p -hydros) phenyl)  -3-ethyl  hexane) 


well  tolerated  estrogen  therapy 


highlights : Highly  active 


Well  tolerated 
Economical 
Rapid  response 
Oral,  parenteral 
and  local 
dosage  forms 
Clinically  proven 


Schieffelin  BENZESTROL 
is  available  for  oral, 
parenteral  and  intravaginal 
administration. 

Literature  and  samples 
upon  request. 


Schieffelin  & Co. 

Pharmaceutical  and 
Research  Laboratories 
20  Cooper  Square, 

New  York  3,  N.  Y. 
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According  to  a Nationwide  survey-.  , 

More  Doctors  smoke  Camels 


than  any  other  cigarette 


Doctors  smoke  for  pleasure,  too!  And  when 
three  leading  indenendent  research  nmaniza- 
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Veratrite  affects  a marked  relief  of  headache,  palpitation 
and  dizziness  in  hypertensive  subjects,  together  with  a feeling  of 
well-being  in  the  majority  of  cases  of  less-than-severe  degree. 

Literature  and  samples  on  request. 

Each  tabule  contains:  veratrum 
viride  (bio-assayed)  3 Craw 
Units;  sodium  nitrite  1 grain; 
phenobarbital  .14  grain. 

IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 
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Pf-Of 


contains  the  right  combination 
of  qualities  necessary  for 
successful  parenteral  protein  feeding.  It  is 
derived  from  proteins  of  high  biologic  value  with  all  amino  acids 
conserved,  is  non-antigenic  and  has  a low  concentration 
of  dicarboxylic  (nausea-provoking)  amino  acids.  It  can  be 
administered  at  a high  rate  of  infusion,  giving  the  patient 
more  time  to  rest. 


Protein  Hydrolysate  is  but  one  of  the  Baxter  “right  combination” 
solutions  for  parenteral  therapy.  Baxter  provides  from 
one  source  and  with  standardized  procedures  the  exact  solution 
and  the  specific  equipment  for  any  parenteral  requirement. 


Product  of  BAXTER  LABORATORIES 
Morton  Grove,  Illinois  • Acton,  Ontario 


Baxter 


pioneer  name  in  parenteral  therapy 


Available  only  in  the  37  states  east  of  the  Rockies  (except  El  Paso,  Texas)  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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The  psychogenic  factors  which  so  often  contribute  to  hypertension  are  usually 
aggravated  by  the  restrictions  which  the  disease  itself  places  on  the  patients’ 
activities.  The  result  is  a vicious  circle  that  forces  pressures 
to  higher  levels  and  renders  management  increasingly  difficult. 
Nitranitol  reverses  the  vicious  circle  because  its  prolonged  action  permits 
maintenance  of  blood  pressure  at  levels  where  a reasonable  degree  of  useful 
and  pleasant  activity  is  possible.  With  an  improved  psychic  attitude,  the 
patients’  physiologic  response  to  the  medication  is  correspondingly  better. 

The  negligible  clinical  toxicity  of  Nitranitol  permits  continued 
use  of  the  drug  for  an  indefinite  period. 


Trademark  Reg.  U.  S.  Pat.  Off. 

Nitranitol  contains  Vi  gt. 
mannitol  hexanitrate  in  each 
scored  tablet.  Averagedosage: 
1 to  2 tablets  every  4 hours. 
At  hospital  and  prescription 
pharmacies  in  100  s and 
1000's. 

When  sedation  is  desired  in 
addition  to  vasodilation — 

NITRANITOL 

with  PHENOBARBITAL 

— combines  Ti  gt.  pheno- 
barbital  with  gt.  mannitol 
hexanitrate.  Scored  tablets  in 
100's  and  1000's. 


THE  WM.  S.  MERRELL  COMPANY  • 


CINCINNATI,  U.S.A. 


Nitranitol  therapy  begins. 
Pressure  is  brought 
solely  under  control. 


Sustained  effect  of  8 00  P.  M.  dose,  plus  reloxotion  ^3 

of  slumber,  carries  patient  safely  through  the  night  Morning  Dose 
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BURDENED  HEART 
EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
CheynejStokes  Respiration. 
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BOTH  NATIONS 

AND  UNBORN  GENERATIONS 

ARE  DEPENDENT  ON  LIFE-LINES 

WHERE  WOULD  THE  UNITED  STATES  BE  TODAY 
WITHOUT  THE  PANAMA  CANAL? 

OR  THE  FETUS 

WITHOUT  THE  UMBILICAL  CORD? 

THESE  CANALS— THESE  CHANNELS 

TO  PROVIDE  BOTH  NUTRITION  AND  DEFENSE 

HELP  ASSURE  THE  CONTINUANCE  OF  THAT  PRICELESS  HERITAGE 

OF  A HEALTHY  SECOND  GENERATION. 


OBron 


is  the  of  choice  to  meet  the 
increased  needs  of  both  mother  and  child  during  gestation 
and  lactation.  Study  its  formula— consider  its  carefully  tested 
balance. 

Try  OBron  on  your  next  OB  case. 


ALL  IN  ONE  CAPSULE 


*Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulphate  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil) 5,000  U.S.P.  Units 
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*£guivalent  to  15  grains  Dicalcium  Phosphate  Dihydrate 
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FORMULAS 

Hematinic  Therapy  to  Meet 
Individual  Requirements 
Presenting  iron  in  readily  assimil- 
able protein  combination.  Cause 
no  puckering,  griping,  gastric  up- 
sets, discoloration  of  teeth,  or 
constipation. 

Palatable  • Well  Tolerated 


Tablets  HEMABOLOIDS 

with  Folic  Acid 

Each  tablet  represents: 


Iron  (as  proteinate) 50  mg. 

Folic  Acid - 5 mg. 


HEMABOLOIDS  with 


Liver  Concentrate 

Each  fluid  ounce  represents: 

Alcohol  (by  volume) 17% 

lro»(as  proteinate) .120  mg. 

Liver  Concentrate  (20:1) 500  mg. 

Cane  sugar,  glycerine,  flavoring... aa...q.s. 


Tablets  HEMABOLOIDS 

with  Liver  Concentrate 


Each  tablet  represents: 
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Cane  sugar,  glycerine,  flavoring...aa...q.s. 
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Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 


'N.N.R.,  1947,  p.  398. 

2Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


Available  in  8 fluidounce  bottles. 

Adult  Dose:  As  a sedative:  Vz  to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FORMULA:  Each  fiuidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  IflYz  gr.);  Calcium  Bromide, 


0.5  Gm.  (7 Vz  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 
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resorcinol  monoacetate 


COUNCIL  ACCEPTED 


I dram  to  4 ounces  in  a lotion  or  ointment 
for  dandruff,  itching  scalp  and  falling  hair 


BILHUBER-KNOLL  CORP. 


ORANGE,  NEW  JERSEY 
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PREPARATIONS:  Schering  steroid  hormones— Procynon*  (Estradiol  U.S.E  XIII), 
Proluton*  (ProgesteroneU.S.R  XIII), Oreton*  (Testosterone  Propionate U.S.R  XIII) 
and  Cortate*  (Desoxycorticosterone  Acetate  U.S.R  XIII),  prepared  in  tablets  for 
buccal  administration,  and  dissolved  in  a 


RESULTS  : Weight  for  weight,  absorption  of  steroid  hormones 
in  Polyhydrol  from  buccal  and  gingival  mucosae  is  far  superior 
to  ingestion  and  compares  very  favorably  with  intramuscular 
injection.  The  clinical  response  is  consequently  excellent. 

ADVANTAGES:  The  administration  of  Buccal  Tablets  of 
Progynon,  Proluton,  Oreton,  and  Cortate  is  (1)  convenient, 
since  injections  are  avoided;  (2)  simple,  because  of  the  new 
solid  solvent;  and  (3)  economical,  because  of  the  enhanced 
utilization  of  hormone. 

ADMINISTRATION:  Buccal  tablets  are  not  swallowed,  but  placed 
in  the  buccal  space,  between  the  gum  and  the  cheek,  whence  they  are 
absorbed  directly  into  the  systemic  venous  circulation. 

RATIONALE : Utilization  of  the  systemic  venous  return  by  way  of  the 
capillaries  and  veins  of  the  mouth,  tongue,  pharynx  and  upper  esophagus, 
circumvents  some  hepatic  inactivation  which  follows  ingestion. 


PACKAGING: 

bottle*  of  30  and  lOO 


Procynon  Buccal  Tablets  0.125  and  0.25  mg.  • Proluton  Buccal  Tablets 
10  mg.  • Oreton  Buccal  Tablets  2.5  and  5 mg.  • Cortate  Buccal  Tablets  2 mg. 
f Polyh yurol  trade-mark  of  Schering  Corporation 


CORPORATION 
BLOOMFIELD,  N.  J. 

In  Canada,  Schering  Corporation  Limited.  Montreal 


Percutaneous  Penetration  with 


Packaging:  One-ounce  tubes  on  prescription  and  half-pound  jars 
for  office  and  institutional  use. 

Arthralgen  contains  methacholine  chloride  0.25%,  thymol  1%, 
menthol  10%,  and  methyl  salicylate  15%  in  a highly  absorbable, 
washable  emollient  base. 


Arthralgesic  Unguent 


ARTHRALGEN 


A single  application  of  Arthralgen  by  deep  massage  affords  rapid  and  sustained 
relief  of  the  pain,  stiffness  and  disability  associated  with  articular  and  non-articular 
rheumatic  disorders.  Vasodilatation  due  to  methacholine  chloride,  rubefaction  due  to 
thymol  and  menthol,  analgesia  due  to  methyl  salicylate— these  pharmacologic  effects 
of  Arthralgen  are  translated  clinically  into  effective  relief  of  muscle  and  joint  pain 
within  a few  minutes  of  application.  This  remarkably  rapid  action  is  favored  by  se- 
lected wetting  agents  in  the  ointment  base,  which  lower  surface  tension  and  assure 
quick  and  thorough  penetration.  The  hyperemia  resulting  from  the  synergistic  influ- 
ence of  the  active  ingredients  prolongs  the  duration  of  effect,  which  can  be  further 
extended  up  to  six  hours  by  concomitant  exposure  of  the  affected  parts  to  moist  or 
dry  heat. 

ARTHRALGEN  IS  highly  effective  in  fibrositis,  whether  occurring  in  the  fibrous 
insertions  and  aponeuroses  of  muscles  (myositis,  lumbago),  or  in  the  joint  capsules 
and  bursae  (synovitis,  bursitis),  or  in  the  supporting  structures  of  nerves  (neuritis, 
sciatica).  It  is  useful,  also,  as  adjunctive  treatment  in  rheumatoid  arthritis  during  the 
early  phases  of  systemic  therapy.  Since  Arthralgen  does  not  contain  histamine,  it  is 
relatively  free  from  such  untoward  side  effects  as  itching,  urticareal  wheals  or  pro- 
found drop  in  blood  pressure. 
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a switch  to  ‘Wellcome’  Globin  Insulin  with 
Zinc  can  often  save  the  annoyance  of  a second 
or  third  daily  insulin  injection  — for  in  many 
cases  the  patient’s  needs  can  be  supplied  with 
only  one  injection  a day  of  this  unique  inter- 
mediate-acting insulin  Three  distinct  steps  pro- 
vide the  welcomed  change-over: 


3.  adjustment  OF  DIET:  Simultaneously  adjust 
carbohydrate  distribution  of  diet  to  balance 
insulin  activity;  initially  2/10,  4/TO  and  4/10. 
Any  midafternoon  hypoglycemia  may  usually 
be  offset  by  10  to  20  grams  carbohydrate  at 
3 to  4 p.m.  Base  final  carbohydrate  adjustment 
on  fractional  urinalyses. 


1.  THE  INITIAL  CHANGE-OVER  DOSAGE:  The  first 
day,  30  minutes  or  more  before  breakfast,  give 
a single  dose  of  Globin  Insulin,  equal  to  the 
total  previous  daily  dose  of  protamine  zinc 
insulin,  or  of  protamine  zinc  insulin  combined 
with  regular  insulin.  The  next  dav,  dose  may 
be  increased  to  V},  former  total. 

2.  ADJUSTMENT  TO  24-HOUR  CONTROL:  Gradually 
adjust  the  Globin  Insulin  dosage  to  provide 
24-hour  control  as  evidenced  by  a fasting  blood 
sugar  level  of  less  than  150  mgm.  or  sugar-free 
urine  in  the  fasting  sample. 


BURROUGHS 


WELLCOME  & 


CO.  (U.S.A.)  IN 


Most  mild  and  many  moderately  severe  cases 
maybe  controlled  by  one  daily  injection  of ‘Well- 
come’ Globin  Insulin  with  Zinc.  Vials  of  10  cc.; 
40  and  80  units  per  cc.  Developed  in  The  Well- 
come Research  Laboratories,  Tuckahoe,  New 
York.  U.S.  Pat.  2,161,198.  Literature  on  request. 

' Wellcome ' Trademark  Registered 



I'WELLCOME'  f/SmSSSSr 

Qlobin  / Jnsulm 

H ZINC  a 


f 

C„  9 & II  EAST  4 1ST  STREET,  NEW  YORK  17,  N.Y. 
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w Pharmaceutical  Division 

^^HOMEMAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10,  N.  Y. 

36-48  Caledonia  Road,  Toronto  10,  Canada 

Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence 

Dr 

Address .. 

City  - Zona State 
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FOR  THE 
ACNE 
PATIENT  — 


IMMEDIATE  COSMETIC  BENEFIT 

+ 


COSMEDI  - CAKE 

COSMEDI-CAKE  #1,  plain, 
and  COSMEDI-CAKE  #2, 
medicated,  with  resorcin 
and  sulfur. 


Hypoallergenic  cream 
cake  make-ups ...  both 
available  in  two  tints  to 
suit  individual  com- 
plexions. 


Available  dt  All  Pharmacies.  Literature 
and  samples  to  physicians  on  request. 


EFFECTIVE  LOCAL  MEDICATION 


Provides  the  recognized 
dermatological  benefits  of  resorcin  and 
sulfur  in  an  opaque,  tinted  base  that 
hides  the  lesion.  COSMEDI-CAKE  pro- 
duces an  immediate  psychic  lift  on  the 
first  application,  and  enlists  the  patient’s 
cooperation  in  following  the  prescribed 
regimen. 


Preferred  by  young 
male  patients 
COSMEDI  -CREME 

Active  Ingredients: 
Resorcin,  Sulfur,  Di- 
chlorphenane. 


307  FIFTH  AVENUE 
NEW  YORK  16,  N .,  Y. 


THIS  SUGGESTION 
MAY  BE  OF  VALUE  FOR  YOUR 
THROAT  PATIENTS: 


When  cigarette  smoking  is  a factor  in  throat  irritation, 
many  leading  nose  and  throat  specialists  suggest* 
to  their  patients  a choice  of  3 alternatives: 

1 .  Stop  Smoking, 

2.  Smoke  less, 

3.  Change  to  Philip  Morris! 

• Philip  Morris  is  the  only  cigarette  proved  definitely  and  measurably 
less  irritating!**  Perhaps  you  too  will  find  it  worth  while  to  suggest 
" Change  to  Philip  Morris.".  . . by  far  the  wisest  choice 
for  everyone  who  smokes. 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


DO  YOU  SMOKE  A PIPE?  We  suggest  an  unusually  fine 
blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


* Completely  documented  evidence  on  file.  • 

**May  we  send  you  copies  of  these  published  studies: 

Laryngoscope , Feb.  1935,  Vo/.  XLV , No.  2,  149-154;  Laryngoscope,  Jan.  1937 , Vo  I.  XLVII , No.  I,  58-60 
Proc.  Soc.  Exp  Biol,  and  Med.,  1934,  32-241;  N.  V.  State  Journ.  Med.,  Vo/.  35,  6-1-25 , No.  II,  590-592. 
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Nonspecific  diarrhea,  especially  the 
‘summer  complaint”  of  infants.  Consolidates 
fluid  stools,  soothes  inflammation,  checks 
enteric  bacteria,  detoxifies  products 
of  enteric  putrefaction. 


Smooth,  refreshing,  chocolate-mint-flavored 
suspension  of  nontoxic  Sulfasuxidine® 
succinylsulfathiazole  (95%  retained  in 
bowel),  10%;  Pectin,  1%;  and  Kaolin,  10%. 
Particularly  well  accepted  by  infants  and 
children.  Toxicity  is  negligible. 


Sulfasuxidine®  suspension  with  pectin  and  kaolin 


Infants:  2-3  teaspoonfuls,  4 times  daily. 
Children:  1-2  tablespoonfuls,  4 times  daily. 
Adults:  2-3  tablespoonfuls,  4 times  daily. 
Supplied  in  16  fl.  oz.  Spasaver®  bottles. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


£ SHARP 
r DOHME 


a significant  advance,  clinical  and  cosmetic, 

in  acne  therapy 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Acnomel 


Because:  Acnomel  is  delicately  flesh-tinted.  It  effectively 
masks  the  blemishes  and  blotches  of  acne — yet 
is  virtually  invisible  after  application. 

Acnomel  ordinarily  brings  definite  improvement 
— not  in  months  or  weeks,  but  in  a matter  of  days. 
Thus,  the  use  of  Acnomel  changes  the  acne 
patient’s  typically  defeatist  attitude  toward  treat- 
ment. Encouraged,  he  will  faithfully  follow  the 
regimen  you  prescribe  and  apply  Acnomel  reg- 
ularly, as  you  direct. 


Available,  on  prescription  only,  in  specially-lined  oz.  tubes, 
Resorcinol,  2%;  sulfur,  8%;  in  a stable  grease-free  flesh-tinted 
vehicle. 


cooperates 


when  you  prescribe  Acnomel. .. 


Your  acne  patient 
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THE 


SENATOR 


HOTEL 


SOUTH  CAROLINA  AVENUE 
JUST  OFF  BOARDWALK 


ATLANTIC  CITY,  N.  J. 


INTRODUCES 

Its  New  Scientific 
Sun  Room 

Providing  the  Benefits 
of  Synthetic  Sunlight 


All  members  of  the  medical  profession  are  cordially  invited  to  inspect  this  new 
room  and  to  visit  our  exhibit  in  Booth  D-7  at  Convention  Hall  during  the  A.M.A. 
Convention  in  June. 


THIS  first  commercial  installa- 
tion of  its  kind  combines — under 
glass  roof  and  walls — infrared 
heat  lamps,  a new  type  of  ultra- 
violet mercury  arc,  and  R.  S.  re- 
flector sunlamps  to  duplicate  the 
light,  both  infrared  and  ultraviolet, 
that  produces  the  radiant  warmth 
and  benefit  of  natural  sunshine. 


Ideal  for  post-operative  recuper- 
ation and  convalescence. 


ORLO  A.  BARTHOLOMEW,  President.  EUGENE  C.  ANE,  Manager. 

Telephone  Atlantic  City  5-2206 
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POSITIVE 
penicillin 
dust  therapy 


UPJOHN  POWDER  INHALER 


1 . positive  pressure 

Equalized  distribution  throughout  the 
upper  and  lower  air  passages,  even  into  the 
aveoli  of  the  lungs,  as 

a.  simple,  positive  bulb  pressure  actively 
projects  powder  stream, 

b.  simultaneously  aided  by  aspiration. 

2.  positive  simplicity 

a.  Upjohn  inhaler  is  as  easy  to  use  as 
a household  atomizer. 

b.  Facilitates  both  nasal  and  oral 
powder  inhalations. 

3.  positive  economy 

a.  Easily  cleaned  and  kept  for  repeated  use 

b.  Penicillin  powder  capsules  at  low  cost. 

Upjohn  Inhaler  packaged  with  3 capsules  of  Inhalation 
Penicillin,  Crystalline  Penicillin  G Potassium  for 
Inhalation  Therapy,  100,000  Int.  Units  per  capsule. 
Replacement  capsules  in  vials  of  3. 


Upjohn 

KALAMAZOO  99,  MICHIGAN 
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fill 


”°M0GENIZEO 

WORATEO 

feaoikcs 


Vitamin  D 


INCREASED 


•EOltAl  *SS 


No,  we  don’t  look  down  the 
throat  of  each  cow ! But  the  herds  are  carefully  examined  by 
inspectors  trained  to  make  sure  they  are  in  the  best  of  health. 


Herd  inspection  is  just  one  of  many  careful  controls  we  use  to  assure 
that  our  evaporated  milk  is  entirely  safe  for  your  tiniest  patient. 

Nestle’s  Evaporated  Milk  is  uniform  in  composition,  easily  digested. 
Adequate  antirachitic  protection  is  assured  by  the  400  U.S.P.  units  of  genuine  vitamin 
D3  provided  in  each  pint  of  Nestle’s  milk— the  first  evaporated  milk  to  be  so  fortified. 


DOCTORS  EVERYWHERE  KNOW  NEXTLE'x 
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What  a good  tonic  means  ' 
to  your  elderly  patient 

The  benefit  of  a good  tonic  is  not 
entirely  limited  to  its  tone-restoring 
and  appetite-stimulating  effects. 

Most  physicians  know  how  much  the 
little  ceremony  of  taking  each  pre-meal 
dose  of  Eskay’s  Neuro  Phosphates 
can  brighten  "the  endless,  daily,  dull 
routine”  of  the  elderly  patient’s  life. 
And — of  great  importance — "her  tonic” 
is  an  ever-present  symbol  of  the 
reassuring  and  comforting  fact  that 
she  is  "in  the  care  of  her  physician.” 


it  is  prescribed  so  widely  because  it  works  so  well 

Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls),  contains: 


Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous  . . 1/64  grain 

Sodium  glycerophosphate 2 grains 

Calcium  glycerophosphate  .........  2 grains 

Phosphoric  acid,  75% 1.7  minims 

Available  in  12  fl.  oz.  bottles. 


Smith , Kline  & French  Laboratories , Philadelphia 
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ith  this 
in  hand 


(Davies,  Rose) 

0.1  Gram 

1V4  grains) 

CAUTION:  To  be 
dispensed  only  by  or 
on  the  prescription  of 
* physician. 


Cardiologist 


is  assured  of 


ity  m Dig 


Being  the  powdered  leaves  made  into 
physiologically  tested  pills, 
all  that  Digitalis  can  do,  these  pills  will  do. 


Trial  package  and  literature  sent  to  physicians  on  request. 

DAVIES,  ROSE  & COMPANY,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 


in  peptic  ulcer  therapy 


( RESMICON  ) T M'  the  combination  of  ion-exchange  polyamine  resin  and  ga  iV 
trie  mucin,  is  a new  and  significant  advance  in  ulcer  therapy.  Unlike  the  hosti  yc: 
ordinary  “antacids,”  Resmicon  utilizes  new  principles  for  the  relief  of  pain  ar  to. 
control  of  damage  in  peptic  ulcer. 

( RESMICON  ) furnishes  a non-toxic,  non-absorbable  ion-exchange  polymer,  if— 
resin,  which  does  not  “neutralize”  or  “buffer”  hydrochloric  acid,  but  simp 

| yjjc 

takes  it  out  of  action.  At  the  same  time  it  inactivates  pepsin.  Pain  and  distre 

■y. 

are  thereby  rapidly  controlled.  There  are  no  side  actions. 

ki 

[ RESMICON  ) furnishes  gastric  mucin  for  protection  of  the  eroded  area  t : ' 
forming  a dense,  tenacious  coating  over  the  gastric  mucosa.  Long  clinic  '!fc 
experience  has  pointed  to  the  indispensability  of  mucin’s  natural  protecti'  ::- 
barrier  action.  But  its  full  potentiality  has  hitherto  been  unrealized  because 
lack  of  simultaneous  control  of  gastric  acidity  and  pepsin.  I iplij 


RESMICON 


M I C O N~)  tablets  rel  ieve  ulcer  pain  within  5 to  10  minutes.  Relief  is  usu- 
y complete  and  prolonged.  Side  actions  usual  with  "neutralizing"  antacids 
bound  hyperacidity;  constipation)  are  absent.  Resmicon  — an  out- 
nding  approach  to  ulcer  therapy  — is  new  and  important. 

MICON~)  tablets  contain  170  mg.  specially  prepared  gastric  mucin 
d 500  mg.  anion-exchange  polyamine  polymer  resin.  Typical  dosage 
lyperacidity:  Chew  thoroughly  1 tablet  every  3 or  4 hours,  or  as  nec- 
ary;  in  peptic  ulcer  (acute  phase):  Chew  thoroughly  1 or  2 tablets 
;ry  1 or  2 hours  and  2 to  4 hours  prior  to  bedtime.  No  fluids  should 
taken,  for  a period  of  one-half  hour  following  administration, 
tispasmodics  may  be  administered  concurrently.  Proper  dietary 
;cautions  should  be  observed  or  (for  routine  management)  1 or 
ablets  every  2 or  3 hours  and  after  meals, 
pplied  in  bottles  of  84  tablets. 
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STATISTICALLY  SIGNIFICANT 


Recent  important  investigations  confirm  superiority  of 
molybdenized  ferrous  sulfate  in  iron-deficiency  anemia . 


Dieckmann,  W.  J.,  and 
Priddle,  H.  D.:  Anemia  of  Preg- 
nancy Treated  with  Molybdenum- 
Iron  Complex,  Amer.  J.  Obstet.  & 
Gynecol.,  (March)  1949. 

Dieckmann  and  associates  recently 
undertook  an  evaluation  of  molyb- 
denized ferrous  sulfate  (Mol- Iron) 
in  anemia  of  pregnancy — a relatively 
resistant  type  of  anemia. 

A carefully  selected  group  of  patients 
was  given  Mol -Iron  in  a dosage 
of  2 tablets  3 times  daily;  a compa- 
rable group  of  patients  who  received 
no  iron  medication  served  as  controls. 

FINDINGS : "The  patients  who 
were  treated  showed  a rapid  increase 
in  hemoglobin  and  hematocrit  with 
a mean  at  term  of  11.8  Gm.  per  100 
ml.  and  36  volumes  per  cent — high 
figures  for  pregnant  patients.  The 
mean  for  the  present  control  group 
is  10.7  Gm.  of  hemoglobin  per  100 
ml.  and  a hematocrit  of  32.6  volumes 


per  cent  (at  term) ...  At  six  weeks  post 
partum,  the  patients  who  had  been  on 
molybdenum-iron  had  a mean  of  12.2 
Gm.per  100  ml.  as  compared  with  11. 2 
for  the  present  (control)  group 

COMMENT : "We  have  never  had 
other  iron  salts  so  efficacious  in 
pregnant  patients.  Our  results  with 
the  molybdenum-iron  complex  have 
been  so  striking  that,  if  the  patient 
has  taken  this  medication  for  three 
weeks  and  shown  no  significant  in- 
crease in  the  hemoglobin  concen- 
tration, the  therapy  is  stopped  and 
a more  extensive  study  (bone  marrow 
biopsy,  gastric  analysis,  reticulocyte 
count,  etc.)  made  to  determine  the 
cause  of  the  anemia.” 

SUMMARY:  "We  believe  that  the 
value  of  this  molybdenum-iron  com- 
plex has  been  demonstrated  as  being 
very  effective  in  increasing  the  hem- 
oglobin of  pregnant  patients  who 
are  anemic.” 
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ADVANCE 

IN  ANEMIA  THERAPY 


Talso,  P.  J.:  Anemia  in  Pregnancy, 
J.  Ins.  Med., 4:3 1-34  (Dec.-Jan.-Feb.) 
1948-1949. 

"The  encouraging  results  obtained  with 
molybdenumized  ferrous  sulfate  in  the 
microcytic  hypochromic  group  indicate 
a better  prognosis  in  these  conditions  in 
the  future  with  a resultant  improvement 
in  maternal  health  generally.” 

Chesley,  R.  F.,  and  Annitto,  J.  E.: 
Evaluation  of  Molybdenized  Ferrous 
Sulfate  in  the  Treatment  of 
Hypochromic  Anemia  of  Pregnancy, 
Bull.  Margaret  Hague  Maternity 
Hospital,  1:6 8-75  (Sept.)  1948. 


". . . molybdenized  ferrous  sulfate  pro- 
duced a substantially  more  rapid  thera- 
peutic response  than  ferrous  sulfate,  the 
difference  in  response  being  statistically 
significant.  Addition  to  ferrous  sulfate  of 
either  liver-stomach  extract  or  folic  acid 
did  not  potentiate  the  action  of  the  iron 
salt. 

"None  of  the  patients  treated  with  mo- 
lybdenized ferrous  sulfate  complained  of 
more  than  mild  digestive  symptoms  re- 
lated to  the  medication.  However,  8 per 
cent  of  the  patients  originally  selected 
for  treatment  with  ferrous  sulfate  had  to 
be  withdrawn  from  the  study  because  of 
consequent  digestive  up-sets.” 


^-JVfol-iron 

MOLYBDENIZED  FERROUS  SULFATE 


Tablets, Liquid 


a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  In  bottles  of  100  and  1000  Tablets.  Also  avail- 
able in  a highly  palatable  Liquid,  in  bottles  of  12  fluid-ounces. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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IMPORTANT  NEW  MILESTON] 


in  the  Therapy  of  Arthritic  Affections ... . 


The  “cure  of  [rheumatic  fever]”,  agree  most 
authoritative  sources,2, 3,5,6  “depends  not  only  on 
reaching,  but  also  on  maintaining  a high  plasma 
salicylate  level.”5  The  correlation  between 
such  blood  levels  and  symptomatic  improvement 
is  graphically  shown  in  the  table  at  the  right.6 

Pabalate — latest  product  of  Robins’  research 
— now  helps  to  achieve  and  maintain  higher 
salicylate  blood  levels  on  lower  salicylate  dosage. 

This  is  made  possible  by  the  combination  in 
Pabalate  of  non-toxic  para-aminobenzoic  acid 
with  sodium  salicylate.  As  visualized  in  the  chart 
at  the  lower  right,4  para-aminobenzoic  acid 
(itself  an  active  antirheumatic)7  manifests  a 
reciprocal  action  with  salicylates  when 
administered  concurrently — sharply  increasing 
the  blood  salicylate  levels  (under  constant 
salicylate  dosage) , 1,4  and  in  turn  having  its 
own  blood  levels  effectively  enhanced.4 

The  clinical  significance  of  this  synergistic 
relationship  represents  an  important  advantage 
in  the  therapy  of  arthritic  affections.  Pabalate 
‘Robins’ — a strictly  ethical  preparation — 
is  available  at  (or  may  be  secured  by) 
all  leading  pharmacies. 

A.  H.  ROBINS  GO.,  INC.,  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 

indications : Rheumatoid  arthritis;  acute  rheumatic  fever; 

fibrositis;  gout;  osteo-arthritis. 

dosage:  Two  or  three  enteric  coated  tablets 

every  three  or  four  hours,  without  sodium  bicarbonate. 

formula:  Each  enteric  coated  tablet  contains: 

Sodium  salicylate,  U.S. P.  (5  gr.),  0.3  Gm. ; 
Para-aminobenzoic  acid  (as  sodium  salt),  (5  gr.),  0.3  Gm. 
supplied : jn  bottles  of  100  and  500  enteric  coated  tablets. 


For  high  salicylate  blood  levels 
on  low  salicylate  dosage — 

Pabalate 

Pabalate  tablets  are  enteric  coated 
to  prevent  gastric  irritation  and 
insure  optimal  toleration. 
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Salicylate 
blood  lovol 


>ra-aminobenzoic 
icid  blood  lovol 


The  addition  of  para-aminobenzoic  acid 
to  a constant  dose  of  salicylate  (10  Gm. 
daily)  produces  a distinctly  correspond- 
ing, sharp  rise  in  blood  salicylate  levels9. 


Para-aminobonxoic  acid 
administered  24  gm.  daily 
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drowsiness  minimized 
in  allergy  therapy . . . 


With  Thephorin,  an  entirely  different 
antihistamine,  drowsiness  is  minimized 
in  the  treatment  of  hay  fever,  atopic 
dermatitis  and  similar  allergies.  Other 
| side  reactions  are  reduced  or  completely 

I 

1 absent.  Because  patients  on  Thephorin 
i remain  alert,  there  is  less  risk  of 

i 

| drowsiness  while  driving  or  during  other 
| daily  activities.  Furthermore,  Thephorin’s 
effectiveness  has  been  demonstrated  in 

i 

' more  than  2,000  cases.  Available  in 
\ 25  mg.  tablets  and  as  a palatable  syrup. 

i 

i 

• HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

) 


Thephorin 

brand  of  phenindamine 


Roche' 
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The  ever-moving 
frontier 


Research  on  vitamin  knowledge  in 
the  field  of  nutrition  has  come  a long 
way  since  the  early  published  re- 
searches of  McCollum,  Mendel  and 
Funk.  The  science  of  nutrition  is  no 
longer  the  stepchild  of  medicine,  nor 
the  poor  relation  of  agriculture.  In 
particular,  our  understanding  of  the 
need  for  vitamins  in  human  nutrition 
has  enormously  increased.  Vitamins 
constitute  in  the  aggregate  the  sine 
qua  non  for  cellular  respiration,  re- 
production, growth  and  repair. 


For  the  past  25  years,  biochemists 
have  pressed  forward  a continually 
moving  frontier  of  scientific  discovery 
in  the  field  of  nutrition.  In  recent 
years,  Lederle  has  been  in  the  van- 
guard of  this  movement,  its  investi- 
gators being  well  known  for  their 
achievements  with  folic  acid,  pyri- 
doxine,  biotin,  the  pantothenates, 
liver  extract,  and  allied  substances. 
There  will  be  no  slackening  in  the 
efforts  of  this  organization  to  un- 
cover additional  aids  to  better  health 
and  better  living. 


LEDERLE  LABORATORIES  DIVISION 


American  Gfanamid  company 

30  ROCKEFELLER  PLAZA  • NEW  YORK  20,  N.  Y. 
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Smith,  Kline  & French  Laboratories,  ( Philadelphia 


To  re-establish  emotional 

'Benzebar5  combines  tbe  effective  anti-depressant 
action  of  Benzedrine*  Sulfate  and  the  mild 
sedation  of  phenobarbital. 

The  'Benzedrine5  Sulfate  in  'Benzebar5  restores 
optimism,  cheerfulness  and  sense  of  well-being; 
increases  mental  activity  and  interest  in  life; 
imparts  a feeling  of  energy  and  alertness. 

Simultaneously,  the  phenobarbital  component 
calms  nervous  excitability  and  agitation; 
relieves  anxiety  and  tension. 

Thus,  'Benzebar5  is  valuable  in  the  symptomatic 
treatment  of  the  depressed  patient 
who  displays  anxiety  or  agitation. 

Benzebar 

a logical  combination  of  ‘Benzedrine’  Sulfate  (5  mg.) 

and  phenobarbital  (%gr.) 


*T.M.  Reg.  U.S.  Pat.  Off.  for  racemic  amphetamine  sulfate,  S.K.F. 
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INOSITOL 


S 


A REVIEW  OF  RECENT 
PUBLICATIONS  OF  CLINICAL  INTEREST 

I 


Recently  published  data 
concerning  the  lipo- 
tropic action  of  inositol 
in  both  experimental 
animals  and  human  sub- 
jects,  and  the  broad 
clinical  implications  of 
these  findings,  prompt 
this  series  to  keep  the 
physician  informed  on 
this  important  subject. 
As  the  results  of  further 
clinical  studies  are  pub- 
lished, the  findings  will 
be  presented.  This  mem- 
ber of  the  vitamin  B 


complex  appears  to  possess  significant  thera- 
peutic potentialities,  and  intensive  research 
is  being  conducted  in  many  quarters  to  es- 
tablish indications  for  its  use. 


In  a study  of  various  lipotropic  agents  ad- 
ministered to  111  patients  with  atheroma- 
tous disease  it  was  observed  that  inositol  re- 
sulted in  an  average  reduction  of  blood  cho- 
lesterol and  cholesterol  esters  of  19  per  cent 
and  17  per  cent  respectively.  The  patients 
with  hypercholesterolemia  manifested  this 
drop  in  blood  cholesterols  in  a period  of  6 
to  10  weeks.  The  same  individuals  showed 
clinical  evidence  of  atheromatous  coronary 
artery  disease.  The  author  points  out  that 
lipotropic  agents  in  general  “warrant  fur- 
ther study  as  promising  therapeutic  agents.”1 
Inositol  was  administered  to  a 37  year  old 
patient  with  generalized  xanthomatous  cu- 
taneous lesions.  Collateral  therapy  consisted 


of  a low  fat,  low  cholesterol,  high  protein, 
high  carbohydrate  diet,  and  administration 
of  choline  and  methionine.  Inositol  alone  or 
inositol  and  diet  markedly  reduced  total 
blood  lipids  and  also  phospholipids,  but 
cholesterol  esters  and  total  cholesterol  re- 
mained high.  Despite  these  objective  changes 
and  symptomatic  improvement  of  the  pa- 
tient the  author  warns  that  lipotropic  ac- 
tivity can  be  properly  evaluated  only  after 
prolonged  study.2 

Goldstein  and  Rosahn  have  successfully 
employed  inositol  combined  with  choline  in 
the  treatment  of  patients  suffering  from  cir- 
rhosis of  the  liver  in  an  advanced  stage.3 
More  recently,  Broun4  reported  complete 
recovery  of  a patient  with  advanced  hepatic 
cirrhosis,  who  received  daily  doses  of  1.0 
Gm.  inositol,  1 Gm.  choline,  and  2 tablets 
of  fortified  yeast.  Previous  attempts  to  con- 
trol ascites  with  choline  and  liver  extract 
therapy  had  failed.  The  dietary  regimen 
was  kept  unchanged. 

INOSITOL-C.S.C. 

Inositol-C.S.C.  is  supplied  in  0.5  Gm.  cap- 
sules in  bottles  of  100. 

References 

1.  Herrmann,  G.  R.:  Some  Experimental  Studies  in 
Hypercholesterolemic  States,  Exper.  Med.  & Surg. 
5:149  (May- Aug.)  1947. 

2.  Gephardt,  M.  C.:  Xanthomatous  Biliary  Cirrhosis: 
Lipid  Levels  While  Receiving  Inositol,  Ann.  Int. 
Med.  26: 764  (May)  1947. 

3.  Goldstein,  M.  R.,and  Rosahn,  P.  D.:  Choline  and 
Inositol  Therapy  of  Cirrhosis  of  the  Liver,  Connec- 
ticut M.  J.  9:351  (May)  1945. 

4.  Broun,  G.  O.:  Treatment  of  Hepatic  Cirrhosis, 
Postgrad.  Med.  4:203  (Sept.)  1948. 
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water-dispersible  polyvitamin  drops 


Vitamin  A . . . 5,000  U.S.P.  Units 
Vitamin  D . . . 1,200  U.S.P.  Units 
Thiamine  Hydrochloride  . . 1.8  mg. 

Riboflavin  . . . 0.4  mg. 
Pyridoxine  Hydrochloride  . 0.3  mg. 
Ascorbic  Acid  ...  60  mg. 
Niacinamide  ...  3 mg. 
Pantothenic  Acid  . . . 1.2  mg. 


INCREASED  VITAMIN  A ABSORPTION 
8 VITAMINS  IN  ONE  PRODUCT 

EFFECTIVE  FOR  CHILDREN  AND  ADULTS 

. 

HIGH  POTENCY  OF  ESSENTIAL  VITAMINS 

NON-ALCOHOLIC 

PALATABLE,  NO  FISHY  TASTE 

ECONOMICAL 

READILY  MISCIBLE 


Supplied  in  15  and  30  cc.  Dropper  Bottles  • Samples  sent  on  request 

VIFORT 

Polyvitamin  Drops  / 

/Endo 


endo  Products  inc.,  Richmond  hill  18,  new  York 
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In  treating  Para-nasal  Infections  with 


ARGYROL 


there  is  no  rebound  action 


to  complicate  end  results 


Th  e desirable  goal  of  treatment  is  the 
restoration  of  normal  nasal  function,  an  im- 
possible achievement  when  the  use  of  vaso- 
constrictors induces  rebound  congestion  or 
Rhinitis  Medicamentosa. 

ARGYROL  not  only  has  proven  effectiveness 
in  restoring  normal  function,  but  its  use 
wholly  avoids  such  undesirable  side  reactions. 


The  argyrol  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the  naso- 
lacrimal duct. 

2.  The  nasal  passages  . . . with  10  per  cent 
ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10  per  cent 
ARGYROL  by  nasal  tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Stimulates  secretion  and  cleanses, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 


ARGYROL 


— the  medication  of 
choice  in  treating  para-nasal  infection. 

SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 

Made  only  by  the 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

argyrol  is  a registered  trademark,  the  property  of 
A.  C.  Parties  Company 
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an  entirely  new 
to  the  treatment 


approach 

of 


The  intensity  of  pain  is  determined,  in  no  small  degree, 
by  the  patient’s  mood.  It  follows  that  any  measure  which  will 
lessen  your  patient’s  preoccupation  with  his  pain 
will  actually  make  him  feel  his  pain  less. 

Edrisal  contains  two  analgesics  of  established  effectiveness. 

But,  just  as  important,  it  also  contains  the  logical  anti-depressant, 
Benzedrine*  Sulfate.  Thus  Edrisal  not  only  relieves  your  patient’s 
organic  pain,  but  also  relieves  his  anxiety  over  it.  In  Edrisal, 
therefore,  you  have  a unique  weapon — a double-barreled  weapon — 
for  the  relief  of  pain. 

Each  Edrisal  tablet  contains  acetylsalicylic  acid  (2.5  gr.),  phenacetin  (2.5  gr.),  and  ‘Benzedrine’  Sulfate 
(2.5  mg.).  For  samples  and  full  information,  write  us  at  429  Arch  St.,  Philadelphia  5,  Pa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Edrisal 

its  dual  action  relieves  pain  • lifts  mood 


1015 


Good! 


all  these  ways 


direct  from  the  spoon 


mixed  with  cereal, 
milk  or  juices 

in  infant’s  formula 


For  appeal  plus  adaptability,  try  Vi-Daylin— 
the  liquid  vitamin  supplement  with  the  citrus-like  flavor  and 
odor.  Each  honey-like  5-cc.  teaspoonful  contains  the 
minimum  daily  requirement  of  vitamin  A for  a child  1 to  12  years 
old,  twice  the  minimum  daily  requirements  of  vitamins  C, 

D and  thiamine,  and  supplemental  amounts  of  riboflavin  and 

nicotinamide.  Vi-Daylin  is  stable  at  room  temperature  for  two 
years,  won't  curdle  milk,  won't  stain  clothing,  leaves  no  fishy 

after-odor.  Supplied  in  bottles  of  90  cc.,  8 fluidounces  and  1 pint. 
Abbott  Laboratories,  North  Chicago,  Illinois. 


VI-DAYLIN 

TRADE  MARK 


( Homogenized  Mixture  of  Vitamins  A,  D,  B\,  8 2,  C and  Nicotinamide , Abbott) 
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MEAT... 

and  Physical  Rehabilitation 

Any  marked  loss  of  weight  in  the  nonobese  patient  deprives  the 
organism  of  a considerable  amount  of  protein,  apt  to  lead  to  severe 
protein  deficiency.  A weight  loss  of  5 Kg.  does  not  appear  large  as 
such.  Yet  it  is  estimated  that  it  may  well  entail  a simultaneous  loss  of 
as  much  as  900  Gm. — or  two  pounds — of  tissue  protein,*  taken  from 
the  scant  protein  stores  of  the  body,  from  the  muscles,  liver  and  other 
viscera.  Prevention  of  such  large  protein  losses  or  rapid  replacement 
of  depleted  protein  stores  is  imperative.  Nitrogen  balance  must  be 
re-established  as  quickly  as  possible  to  promote  local  healing  and 
general  recovery  in  many  surgical  conditions,  in  severe  burns,  in 
metabolic  disturbances,  and  following  overwhelming  infections. 

Meat  as  the  primary  source  of  protein  affords  a number  of  special 
advantages  in  the  period  of  actual  dietotherapy  as  well  as  during 
recovery  and  rehabilitation.  It  is  of  excellent  digestibility  so  that  it 
can  be  easily  eaten  two  or  three  times  a day  to  satisfy  increased  pro- 
tein requirements. 

The  appetizing  taste  appeal  encourages  simultaneous  intake  of 
other  valuable  foods,  especially  desirable  in  the  presence  of  anorexia. 

All  meat  is  notably  rich  in  biologically  complete  protein,  from  17 
to  20  per  cent  of  its  uncooked  and  from  2 5 to  30  per  cent  of  its  cooked 
weight.  Furthermore,  meat  ranks  with  the  best  sources  of  B-complex 
vitamins  andiron,  important  nutrient  factors  inphysical  rehabilitation. 

*Meyer,  K.  A.,  and  Kozoll,  D.D.:  Progress  in  the  Treatment  of  Carcinoma  of 
the  Stomach  and  Esophagus,  South  Dakota  J.  Med.  & Pharm.  2:39  (Feb.)  1949. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 
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EFFECTIVE 

PRESCRIPTIONS 

IN 

Penicillin  /,  000, 000  unitd 

SULFADIAZINE  with 
SODIUM  LACTATE 

»,  j/L  ytft  (90  cc.j, 

^>icp. 

One  talleAyp^onljul  fy  4 U. 
josi  2.  dcded  then  (ft.  1 It. 

£kake  w-ell 


• Pneumonia 

• Empyema 

• Septicemia 

• Meningitis 

• Otitis  Media 

• Mastoiditis 

• Sinusitis 


R 


Penicillin  /,  000, 000  nniU 

SULFA-LACTATE  CO. 

EiiXiiUfii  j7//  (90  cc.j 

(^nljadia^me,  ^Hlfanieca^^e 

and  ^idpzmetUajine  in 
pc&p. ociiondj 

c%.  One  tallcd^coonpd  q.  4 U. 

pvt  2 deded  then  j,f  ^ ^ ^ 

£UaJze  uAell 


A one  dram  dose  in  either  of  the  foregoing  Rx's 
provides  over  55,000  units  of  penicillin,  0.5  grams 
(7.7  grains)  sulfas,  plus  1.5  grams  (22  grains)  sodium 
lactate. 

no  coined  names  . . . specify  MRT 

*U.  S.  Patent  No.  2.460,437.  * 

literature  and  samples  on  request 


original  contributions  by  MARVIN  R.  THOMPSON,  INC. 

STAMFORD,  CONNECTICUT 

SERVICE  TO  MEDICINE 
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OPEN 
MAY  15 

HEATED 

ROOMS 


N.  Y.  Office 
118  Fulton  St. 
N.  Y.  C.  7. 


BURO-SOL 
PO WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weepingeczema,the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  5-49 


CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happv  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenswood  6-4960 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


r 


UL 


8 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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Hemosules  ,warnkr’ 

Trade  Mark 


A New  Hematinic  Preparation.,. 

Tailored 
to  the 
Successful 
Treatment 

°f 

Hypochromic 
Anemia * 


The  recommended.^  daily  dose  of  6 capsules 


provides: 


Ferrous  Sulfate  .... 
Liver  concentrate  1:20  . 

Folic  acid 

Thiamine  hydrochloride 
(vitamin  .... 
Riboflavin  (vitamin  B2) 

Niacinamide 

Pyridoxine  hydrochloride 
(vitamin  B6)  .... 
Calcium  pantothenate  . 
Ascorbic  acid  (vitamin  C) 


(15  gr.)  972.0  mg. 
(15  gr.)  972.0  mg. 

4.5  mg. 


6.0  mg. 
6.0  mg. 
24.0  mg. 


3.0  mg. 
3.0  mg. 
90.0  mg. 


William  R.  Warner  & Co.,  Inc. 

New  York  • St.  Louis  • Los  Angeles 


For  Therapy 

in  hypochromic  anemias: 
two  (2)  HEMOSULES* 
three  times  a day  after  meals. 

For  Prophylaxis' 
and/or  Maintenance 

in  conditions  predisposing 
toward  anemic  states, 
t.e.,  pregnancy,  fever, 
respiratory  disorders, 
infectious  diseases,  nutri 
tional  disorders,  etc.: 
one  to  three  (1  to  3) 
HEMOSULES*  daily, 
or  more,  as  prescribed 
by  the  physician. 

HEMOSULES* 'Warner,’ 
hematinic  capsules,  are  available 
in  bottles  of  96  and  250. 
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PICKER 


Here’s  a low-priced  combination  x-ray  unit 
that’s  exactly  right  for  moderate  routine  demands. 

It’s  versatile  . . . you  can  do  fluoroscopy  and  radiography. 


iP0R.vn0N 
e.YoAW.'' 
stalls  ol  the 


X*  X-KAV  COt 

’our*  Menue 

please  send  m®, 
Picker  “Comet^ 

Please  have  your 


,aratus. 


ientative 


*A>lE 

( addkxss 
CITY - 


both,  with  it.  It’s  simple  and  safe  to  operate  . . . 
compact,  space-conserving,  and  economical  too. 

The  table,  equipped  with  a built-in  Bucky  diaphragm, 
does  double  duty  as  an  office  examination  and  treatment  table. 
And  you  can  have  it  powered  to  suit  your  particular  needs 
(with  a generator  of  15  ma,  60  ma, 

100  ma  or  200  ma  capacity,  optionally). 

The  “Comet”  combination  x-ray  apparatus  is  built 
to  high  Picker  standards,  and  backed 
by  alert  Picker  Service  (there  are  branches  and 
service  depots  in  principal  cities).  The  coupon  here 
will  bring  details  promptly. 

built  by 
serviced  by 
guaranteed  by 


x-ray 


and  worth  investigating  now 


x- 
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A REALLY  DELICIOUS  STOUT 

. . . WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.  S.  Importers;  Van  Munching  it  Co.,  Inc.,  New  York 
- * - -* 


PROVIDE  for  the  needs  of  our  aged  colleagues  and  their  widows 


we  plan  and  carry  forward  . . . . 


Guidance  by  the  local  county  medical  society 
Companionship  in  his  own  home  and  community 
Beneficiary  Aid  by  the  Physicians’  Home 


OFFICERS 


Charles  Gordon  Heyd,  M.D.,  President 


Harvey  B.  Matthews,  M.D.,  1st  Vice-President 

Walter  W.  Mott,  M.D.,  2nd  Vice-President 

% 

B.  Wallace  Hamilton,  M.D.,  Treasurer 


Alfred  Heilman,  M.D  , Assistant  Treasurer 
Beverly  C.  Smith,  M.D.,  Secretary 
Adrian  Lambert,  M.D.,  Assistant  Secretary 


Make  Checks  payable  to 

PHYSICIANS’  HOME  • 52  East  66th  St.,  New  York  21 


& 


Ferrous  sulfate  is 


"least  likely  of  all  iron  preparations 


to  produce  gastric  irritation ..." 


Albrecht , F.  K.:  Modern  Management  in  Clinical  Med- 
icine, Baltimore,  Williams  and  Wilkins  Co.,  1946. 

In  iron-deficiency  anemia,  iron,  and  iron  alone, 
is  specific.  Feosol  Tablets  and  Feosol  Elixir 
contain  adequate  dosage  of  ferrous  sulfate — 
grain  for  grain  the  most  effective  and, 
according  to  many  investigators, 
the  least  irritating  form  of  iron. 

Smith,  Kline  & French  Laboratories  Philadelphia 


Feosol  Tablets  Feosol  Elixir 


The  standard  forms  of  iron  therapy 

Each  Feosol  Tablet  contains  3 gr.  ferrous  sulfate  exsiccated ; 
each  2 fluid  drams  (2  teaspoonfuls)  of  Feosol  Elixir  supplies 
5 gr.  ferrous  sulfate — approximately  equivalent  to 
1 Feosol  Tablet.  Available  in  bottles  of  100  and  1000  tablets, 
and  in  12  fl.  oz.  bottles  of  elixir. 
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a ‘step-down  transformer’  for  the 

management  of  hypertension 

An  increased  dose  of  chemically  standardized,  physiologically 
active  veratrum  viride  distinguishes  the  new  RAY-TROTE 
IMPROVED  CAPSULES  ...  by  Raymer.  Three  effective 
vasodilators  — nitroglycerin,  sodium  nitrite,  and  veratrum 
viride — are  combined  in  the  capsule.  A mildly  sedative  dose 
of  phenobarbital  in  the  formula  helps  to  maintain  lowered 
blood  pressure  levels.  Based  on  a formula  used  by  physicians 
for  nearly  a quarter  of  a century  . . . now  made  even  more 
effective.  Prescribe  it  in  your  next  case  of  hypertension. 

Formula:  Phenobarbital Vi  grain;  Sodium  Nitrite Vi  grain 

Nitroglycerin 1/250  grain;  Potassium  Nitrate 1 grain 

with  equivalent  of  Veratrum  Viride  Tincture  (containing  0.1%  alka- 
loids)  4 minims;  Crataegus  Fluidextract. . . . 1 minim 

Sample  and  literature  sent  on  request. 

Available  at  all  pharmacies  on  prescription. 


RAYMER 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

a Qurr'i/el 
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Editorials 

Medical  Officers  Needed 


The  need  of  the  armed  services  for  medical 
officers  is  great.  Secretary  Forrestal,  in  a 
press  conference  on  February  25,  1949, 
issued  an  urgent  appeal  for  2,200  physicians 
for  replacements  during  the  remainder  of 
this  year. 

The  A.M.A.’s  Council  on  Emergency 
Medical  Service  has  provided  each  state 
medical  association  with  a list  of  all  phy- 
sicians under  2G  years  of  age  in  that  state,  so 
that  an  urgent  personal  appeal  may  be  made 
to  every  doctor  who  has  not  fulfilled  his 
moral  obligation  to  serve.  Says  the  J.A. 
M.A.: 

The  8,000  physicians  who  were  deferred 
from  active  military  duty  during  World  War  II 
and  trained  in  whole  or  in  part  at  the  expense 
of  the  government  have  a strong  moral  obliga- 
tion to  give  one  to  two  years  to  the  government, 
replacing  those  who  have  already  served 
patriotically  for  two  years.  The  American 
medical  profession  voluntarily  provided  over 
50,000  physicians  to  the  Army  and  Navy  dur- 
ing World  War  II.  It  cannot  fail  now  to  supply 
the  demand  for  medical  service  created  by  the 


unsettled  world  condition.  Soon  the  ultimate 
choice  will  be  made:  service  on  a voluntary 
basis  or  by  compulsion.1 

The  Empire  State  has  a notable  record 
both  in  the  number  and  caliber  of  the  phy- 
sicians who  have  in  the  past  and  are  now 
caring  for  the  medical  needs  of  the  armed 
services.  It  is  to  be  devoutly  hoped  that  this 
fine  ideal  will  continue  to  be  upheld.  That 
it  will  not  be  is  to  us  unthinkable  and  out  of 
the  question.  To  enjoy  the  privileges  of  the 
finest  medical  education  provided  any  place 
in  the  world  implies  the  obligation  to  help 
maintain  those  privileges.  Our  young 
doctors  know  that  and,  we  are  certain, 
realize  the  fact  that  only  by  the  voluntary 
fulfillment  of  those  obligations  can  American 
standards  and  ideals  be  maintained  and 
raised  ever  higher. 

Apply  now  for  your  commission  as  a 
medical  officer  in  the  armed  forces  of  the 
United  States;  no  one  else  can  do  it  for 
you.  (See  special  article,  page  1077.) 

1 J.A.M.A.  139:  650  (Mar.  5)  1949. 
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EDITORIALS 


[N.  Y.  State  J.  M. 


Radio  Forums  on  National  Health  Insurance 


The  more  we  listen  to  radio  forums  on 
which  the  question  of  national  compulsory 
health  insurance  is  discussed  pro  and  con,  the 
more  we  are  impressed  by  the  earnestness 
and  obvious  sincerity  of  the  protagonists 
and  antagonists.  The  antagonists,  mostly 
doctors,  leave  their  offices,  hospitals  or 
clinics,  where  they  are  normally  busily 
occupied  in  producing  the  excellent  medical 
service  this  country  now  enjoys,  to  become 
pleaders — special  pleaders  if  you  will — to  the 
Congress  of  this  Republic  not  to  wreck  an 
existing  structure  which  they  know  works. 
Not  one  doctor  has  claimed  that  it  works 
perfectly,  but  all  realize  that  it  has  evolved 
slowly  and  surely  and  that  such  parts  of  it 
as  need  improvement  can  be  and  are  being 
perfected  as  rapidly  as  consistent  with  safety. 

Certain  legislators  are  inclined  to  agree 
with  the  doctors,  not  because  they  like 
doctors  but  because  they  seem  to  respect 
expert  opinion  on  medical  service.  These 
legislators  thus  become  antagonists  to  pro- 
posals for  the  imposition  by  law  of  a system 
of  public,  tax-supported  and  therefore  gov- 
ernment-controlled medical  service.  They, 
as  lawmakers,  seem  to  appreciate  with  the 
A.M.A.  the  vital  truth  that  today  “the  real 
problem  in  most  American  homes  is  the  tax 
bill,  not  the  medical  bill.” 

The  assertion  was  made  in  behalf  of  the 
A.M.A.  in  a statement  by  Dr.  R.  B.  Robins  of 
Camden,  Arkansas,  a member  of  the  Associa- 
tion’s house  of  delegates  and  Democratic 
national  committeeman  from  Arkansas.  He 
declared : 

“In  most  income  classes,  according  to  the 
findings  of  the  Brookings  Institution,  the  cost 
of  medical  care  represents  about  4 or  4.5  per 
cent  of  family  income.  But  the  tax  bill  is 
draining  away  20  to  30  per  cent  of  earnings, 
even  in  the  low  and  middle  income  groups.”1 

With  equal  earnestness  and  sincerity, 
proponents  of  national  health  insurance 
with  fiery  zeal  proclaim  its  merits.  Mr. 
Ewing,  at  Town  Hall  in  New  York  on 
February  22,  eulogized  the  insurance  prin- 
ciple of  spreading  costs  and  did  so  with  sin- 
cere conviction,  using  fire  insurance  as  an 
example.  The  fact  that  fire  insurance  is 
not  health  insurance,  has  never  been  com- 

1  New  York  Times.  February  23,  1949. 


pulsory  nor  a function  of  government,  nor 
paid  for  by  wage  or  salary  deductions  from 
workers’  pay  apparently  did  not  in  the  least 
deter  him  from  using  the  example  as  a com- 
pelling argument  for  national  health  insur- 
ance. Other  proponents,  no  less  zeaious 
for  the  blessings  of  the  welfare  state,  bristle 
with  statistically  sticky  proof  of  this  and 
that.  Hospital  beds,  percentages,  billions 
of  dollars,  construction,  millions  of  insured, 
preventive  medicine,  benefits,  fire  insurance, 
and  pay  deductions  roll  furiously  about  from 
platforms  and  loudspeakers. 

Most  of  the  doctors  of  the  nation,  sincere 
in  their  desire  to  have  the  public  informed 
about  the  really  good  medical  service  they 
enjoy,  have  gladly  contributed  their  twenty- 
five  dollars,  assessed  by  the  American 
Medical  Association,  in  the  sure  conviction 
that  the  common  sense  of  the  informed  man 
on  the  street  will  prevail.  The  question  at 
issue  is  too  vital  and  serious  to  be  rushed  to  a 
quick  decision.  Radio  forums  of  one  hour 
or  less  do  not  permit  more  than  fractional 
discussion  of  a subject. 

Radio  forums  should  be  supplemented  by 
well  documented  literature  widely  dissem- 
inated. This  should  reach  all  service  clubs, 
women’s  organizations,  chambers  of  com- 
merce, farm  bureaus,  and  veterans  posts 
with  their  women’s  auxiliaries,  all  over  the 
country.  Radio  forums  leave  much  to  be 
desired.  Usually  they  tend  to  cover  too 
much  ground  by  too  many  speakers  in  too 
little  time.  Listeners  are  confronted  by  the 
sound  equivalent  of  a three-  or  four-ring 
circus.  By  ear  alone  and  auditory  memory 
they  are  unable  to  retain  for  long  the  con- 
tinuity of  thought  voiced  by  the  speakers, 
especially  those  who  enunciate  rapidly  and 
interlard  their  argument  with  statistical 
data.  Too  often  the  listener  at  the  con- 
clusion of  the  hour  agrees  with  Omar 
Khayyam  who,  of  record,  when  young  “did 
eagerly  frequent  doctor  and  Saint,  and  heard 
great  argument  about  it  and  about;  and 
evermore  came  out  by  that  same  door  where- 
in I went.” 

We  cannot  urge  too  strongly  full  resort  by 
the  A.M.A.  to  short,  concise  reference  ma- 
terial, plainly  printed  and  factual,  and  a 
bare  minimum  of  radio  forums. 


The  President’s  Page 

The  honor  of  having  been  your  main  servant  during  the 
past  year  has  been  a glorious  privilege  for  me.  I have  en- 
joyed helping  to  keep  this  great  ship  of  the  Medical  Society  of 
the  State  of  New  York  on  her  course  of  important  usefulness. 

During  the  past  year  we  have  heard  ever-increasing  threats 
against  our  treasured  privileges.  These  privileges  have  al- 
ways been  a part  of  our  great  profession — of  being  self-gov- 
, erned,  self-disciplined,  of  maintaining  high  ideals,  of  ever 
seeking  higher  standards  of  medical  service,  of  being  servants 
to  no  one,  except  to  our  patients. 

The  medical  mother  of  us  all,  the  A.M.A.,  realizing  that 
this  threat  was  of  deadly  intent,  sent  out  a call  to  her  children 
to  rally,  to  give  funds,  to  put  aside  from  our  daily  work  time 
and  effort  for  the  cause — and  what  is  that  cause?  To  protect 
our  patients,  the  ultimate  objective  of  our  solicitude,  from 
inferior  care,  and  to  preserve  our  independence. 

Never  before  has  the  A.M.A.  seen  fit  to  call  on  us.  She  has 
in  the  past  spent  herself  in  ever  improving  the  doctor  and  his  standards.  Her  initial 
efforts  and  subsequent  constant  watchfulness  have  transformed  medical  education.  She  has 
protected  the  public  against  quack  remedies  and  quack  doctors.  She  has  scrutinized  and 
demanded  therapeutic  quality  in  new  remedies.  She  has  published  the  greatest  medical  j our- 
nal  in  the  world,  many  special  scientific  journals,  and  the  popular  Hygeia.  She  has  made  the 
medical  literature  of  the  world  accessible  and  available.  She  has  published,  and  kept  up  to 
date  by  new  editions,  a great  medical  directory.  These  activities  of  the  A.M.A.  have  been 
going  on  year  after  year  and  have  been  taken  for  granted  by  her  children,  just  as  children 
take  for  granted  the  indispensable  work  done  by  their  mother  in  maintaining  the  home. 

The  doctors,  meanwhile,  as  a result  of  their  better  and  often  specialized  education,  have 
become  increasingly  busy,  have  formed  many  new  scientific  associations  which  take  of  their 
interest  and  allegiance,  so  that  in  recent  years  we  have  had  a flood  of  meetings  of  special 
groups.  That  is  as  it  should  be.  They  are  invaluable.  These  various  special  meetings  fur- 
nish a fine  scientific  nourishment,  but  they  are  not  constituted  to  furnish  anything  else. 

Doctors  of  our  generation  have  lived  in  an  age  of  great  economic  tranquillity,  as  far  as 
they  are  concerned.  We  have  had  prestige,  honor,  respect,  and  adequate  prosperity.  There 
is  now,  however,  considerable  evidence  that  this  honor  and  respect  are  waning  in  this  coun- 
try. We  are  beginning  to  realize,  some  of  us  more  quickly  than  others,  that  this  movement  is 
not  against  us  as  individuals,  but  as  a profession.  Irrespective  of  the  motives  behind  this 
movement,  and  dismaying  as  it  might  be  to  our  ego,  nevertheless  all  a priori  reasoning  falls 
down  before  a fact.  The  movement  is  on.  * 

We  cannot  refuse  to  give  battle  when  the  welfare  of  our  patients  is  at  stake,  where  our 
privileges  and  independence  are  at  stake,  and  when  the  future  of  our  country  itself  may  be  at 
stake.  We  can  best  wage  war  when  we  properly  marshall  our  forces.  We  must  have  a high 
command,  good  officers,  and  foot  soldiers  full  of  fight  and  fervor.  Our  high  command  is  the 
A.M.A.,  its  officers  and  councils.  (Our  special  societies,  try  as  they  may,  are  not  able  to  do 
the  work.)  Our  officers  are  the  leaders  of  the  county  and  state  societies,  while  the  foot  sol- 
diers are  all  the  doctors  in  the  United  states. 

It  will  avail  not  at  all  if  we  map  out  a great  campaign,  and  we,  the  foot  soldiers,  decide  to 
take  a vacation  from  fighting.  Wars  are  won  by  the  determination  and  bravery  of  foot  sol- 
diers. I have  no  fear.  We  will  win  this  war.  American  medicine  will  continue  to  be  the 
glory  of  the  world,  and  ever  climb  the  stairs  that  lead  to  perfection. 


ADVANCES  IN  PHYSICAL  MEDICINE 


From  the  Department  of  Rehabilitation  and  Physical  Medicine 
New  York  University  College  of  Medicine 
Howard  A.  Rusk,  M.D.,  Director 


Rehabilitation  of  the  Hemiplegic 


Hemiplegia  following  apoplexy  is  one  of 
the  most  common  of  the  chronic  neurologic 
disabilities.  The  most  common  general 
symptom  of  apoplexy  is  disturbance  of 
consciousness.  The  most  common  focal 
sign  of  apoplexy  is  hemiplegia  or  paralysis. 
The  most  frequent  cases  of  apoplexy  are 
thrombosis,  hemorrhage,  and  embolism. 
Active  rehabilitation  in  apoplexy  resulting 
from  thrombosis  may  begin  as  soon  as  the 
patient  regains  consciousness.  In  hemi- 
plegia resulting  from  hemorrhage,  rehabili- 
tation should  be  limited  to  bed  activities  for 
the  first  three  weeks.  In  hemiplegia  result- 
ing from  embolism,  active  rehabilitation 
may  begin  as  soon  as  the  patient  regains 
consciousness,  if  there  are  no  other  systemic 
contraindications.  In  the  selection  of  hemi- 
plegic cases  for  rehabilitation,  exclude  those 
in  which  the  rehabilitation  cannot  keep  up 
with  the  pathologic  processes,  as  in  malig- 
nant hypertension,  encephalomalacia,  and 
cardiac  insufficiency. 

In  the  early  stages  of  treatment,  the  fol- 
lowing procedures  should  be  instituted  to 
prevent  deformities:  (1)  Footboard  or 

posterior  leg  splint  to  prevent  footdrop; 
(2)  sandbags  to  prevent  outward  rotation  of 
the  affected  leg;  (3)  a pillow  in  the  axilla 
to  prevent  adduction  of  the  shoulder,  and 
(4)  quadriceps  setting  to  maintain  muscle 
strength.  All  of  these  procedures  are  rela- 
tively §imple  and  require  no  special  equip- 
ment. Their  use,  however,  will  prevent 
crippling  anatomic  deformities  and  hasten 
the  rehabilitation  of  the  patient. 

The  next  procedure  indicated  is  the  in- 
stitution of  pulley  therapy.  This  can  be 
done  very  simply  with  a small  pulley 
attached  to  a gooseneck  pipe  over  the  head 
of  the  bed,  using  the  ordinary  clothes  line 
rope  with  a one-inch  webbing  for  the  hand 
loop.  With  the  stretching  and  passive  exer- 
cise provided  by  pulley  therapy,  the  range 
of  motion  of  the  shoulder  and  elbow  can  be 
increased  and  adhesions  prevented. 

Pulley  therapy  has  the  advantage  over  the 
usual  stretching  exercises  that  are  done 
passively,  for  the  patient,  knowing  his  own 


pain  threshold,  will  proceed  to  fully  tolerated 
motion  much  more  quickly.  Pulley  therapy 
can  also  be  used  to  aid  in  the  re-establish- 
ment of  reciprocal  motion  patterns. 

The  patient,  at  this  stage,  should  be 
encouraged  to  sit  erect  in  order  to  re-estab- 
lish balance.  Speech  therapy,  if  indicated, 
should  be  instituted.  In  the  absence  of  a 
trained  speech  therapist,  the  speech  re- 
education can  be  started  under  medical 
supervision  by  any  teacher  who  has  had 
some  experience  in  this  field.  In  the 
aphasic,  it  is  well  for  the  physician  to  point 
out  to  the  patient  and  family  the  nature  of 
the  condition  in  order  that  the  inability  to 
use  the  tools  of  language  may  not  be  inter- 
preted as  loss  or  diminishing  of  the  ability 
to  think  and  reason. 

The  next  progressive  stage  in  retraining 
is  ambulation,  which  should  be  started  by: 
(1)  The  practice  of  balance  in  the  standing 
position  progressing  to  parallel  bars;  (2) 
the  teaching  of  a heel  and  toe  gait,  stressing 
reciprocal  motion  to  minimize  clonus  and 
to  re-establish  normal  walking  habits,  and 
(3)  a short  leg  brace  needed  in  approximately 
half  of  all  cases  to  correct  foot  drop.  All 
of  the  equipment  for  training  in  ambulation 
is  simple  and  readily  obtained  by  the  general 
practitioner.  If  parallel  bars  are  not  avail- 
able, two  kitchen  chairs  may  be  substituted. 

In  the  advanced  stages  of  retraining, 
ambulation  is  continued  with:  (1)  Instruc- 
tion in  crutch  walking,  starting  usually  with 
the  alternate  four-point  gait,  and  (2)  teach- 
ing elevation,  stressing  climbing  steps,  curbs, 
stairs,  and  ramps.  Concurrently  with  train- 
ing in  ambulation,  attention  should  be  given 
to  retraining  in  the  activities  of  self-care  and 
daily  living. 

Obviously,  the  physician  himself  cannot 
undertake  the  actual  administration  of  the 
retraining,  but  the  therapist,  nurse,  volun- 
teer, or  even  a member  of  the  family  can 
conduct  the  activities  under  his  supervision. 
With  such  a program,  many  of  the  com- 
plications usually  following  apoplexy  can  be 
avoided,  and  a great  deal  of  time  and  ability 
salvaged. 
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Prepared  by  the  School  of  Nutrition,  Cornell  University,  Ithaca 
Norman  S.  Moore,  M.D.,  Editor 


Parenteral  Nutrition,  VI — Energy  and  Vitamin  Needs 


The  basal  energy  needs  of  the  body  are 
met  by  a daily  intake  of  1,500  calories.  Pa- 
tients with  fever  require  proportionately  more 
calories  to  offset  the  increase  in  metabolic 
rate  caused  by  a rise  in  body  temperature. 
Although  this  daily  caloric  requirement  can 
be  met  with  parenteral  glucose  and  protein 
hydrolysates  for  short  periods,  it  remains 
difficult  to  maintain  adequate  parenteral 
nutrition  over  long  periods  of  time.  The 
fact  that  fat  is  not  yet  available  for  paren- 
teral feeding  deprives  us  of  a high  calorie 
parenteral  diet.  We  must  not  lose  sight  of 
the  fact  that  there  is  a limit  to  the  amount 
of  glucose  and  protein  hydrolysates  which 
can  be  given  patients,  without  causing  undue 
nervous  fatigue  from  long  hours  of  infusion 
or  producing  glycosuria  and  diuresis  from  too 
rapid  administration.  Woodyatt  et  al.  in 
1915  established  a ceiling  rate  of  injection 
for  glucose  at  0.8  Gm.  per  kg.  per  hour  for 
normal  people.  Above  that  rate  glycosuria 
and  diuresis  occurred.1  Sansum  and  Wilder 
two  years  later  reported  that  the  rate  of 
injection  should  be  lower  with  patients  with 
hyperthyroidism,  chronic  pancreatitis,  mild 
diabetes,  acromegaly,  and  diabetes  insipidus, 
because  glucose  tolerance  is  reduced  in  these 
conditions.2  There  has  been  suspicion  that 
a similar  decreased  tolerance  for  sugar  is 
present  in  postoperative  patients.3’4  Re- 
cently, Lockhart  and  Elman  have  shown 
that  normal  people  cannot  metabolize  glu- 
cose without  glycosuria  appearing  when 
injection  rates  exceed  0.5  Gm.  per  kg.  per 
hour,  a rate  considerably  lower  than  the  one 
advocated  by  Woodyatt.  They  observed 
that  the  utilization  of  glucose  increased 
when  protein  hydrolysates  were  added  to 
the  parenteral  glucose  solution.  The  need 
for  a high  calorie  parenteral  solution  is 
emphasized  by  these  findings,  because  with 


the  newly  advocated  rates  of  injection,  1 
liter  of  5 per  cent  glucose  requires  in  the 
average  individual  (70  kg.)  1 hour  and  25 
minutes  for  injection;  for  1 liter  of  a 10  per 
cent  solution  2 hours  and  50  minutes  is  re- 
quired. Even  though  the  total  excretion  of 
glucose  in  the  urine  was  found  to  be  low  at 
faster  rates,  substantial  diuresis  did  occur. 
Where  diuresis  is  indicated,  rates  of  injection 
which  produce  glycosuria  are  justified. 
Protein  hydrolysate  .solutions  should  be 
given  slowly  to  avoid  uncomfortable  side 
reactions. 

Stare  et  al.  have  recently  reported  the 
successful  use  of  a fat  emulsion  in  dogs.5 
Nitrogen  balance  and  normal  growth  indi- 
cated utilization  of  a fat  emulsion  up  to  30 
per  cent  of  the  total  energy  requirements  in 
growing  puppies.  Histologic  examination  re- 
vealed no  fat  retention  following  long  term 
administration  of  this  emulsion  parenterally. 

A normocytic  anemia  developed,  however — 
and  a slight  increase  in  free  cholesterol  and  a 
corresponding  decrease  in  ester  cholesterol 
were  noted  in  the  plasma  and  liver.  Both 
the  anemia  and  the  cholesterol  metabolic 
changes  appear  to  have  resulted  from  the 
phosphatide  stabilizer  and  not  from  the  fat. 
We  are  witnessing  a rapid  development  of  the 
fat  component  of  the  parenteral  diet.  It 
seems  assured  for  general  use  in  the  near 
future. 

If  the  parenteral  diet  is  of  short  duration, 
vitamins  are  not  essential  unless  thU  patient 
was  previously  malnourished,  in  which  case 
vitamin  replacement  therapy  may  be  indi- 
cated. If  glucose  is  given  parenterally  for 
many  days,  addition  of  thiamine,  niacin,  and 
riboflavin  is  desirable  to  prevent  accumula- 
tion of  pyruvate.  Iff  occasional  cases  ascor- 
bic acid  should  bp  added  to  parenteral  fluids 
in  reasonable  amounts.  Vitamin  A reserves 
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are  usually  adequate  to  tide  over  a patient 
for  some  time.  However,  when  a physican 
is  dealing  tvith  the  necessity  of  parenteral 
nutrition  in  patients  with  liver  disease,  vita- 
min A and  vitamin  K supplements  are  desir- 
able. The  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association 
does  not  accept  for  approval  mixed  vitamin 
preparations  for  parenteral  use.  Also,  the 
Council  feels  parenteral  vitamin  nutrition  is 
seldom  indicated.6  Surely  each  physician 
should  think  of  the  expense  to  his  patient 
when  he  orders  parenteral  vitamin  prepara- 
tions in  excess  of  requirements.  Large 
amounts  of  protein  hydrolysates  may  be 
prescribed,  especially  in  patients  with  ma- 
lignancy of  the  gastrointestinal  tract. 
Rhoades  et  al.  have  demonstrated  that  pro- 
tein stores  are  lowered  in  these  patients 
regardless  of  their  food  intake,  and  following 
extirpation  of  the  malignancy,  protein  stor- 
age is  again  promptly  reinstated.7  The  use 
of  modified  globin  from  human  erythrocytes 
has  been  shown  to  quadruple  the  available 
amount  of  protein  over  plasma  alone  for 
restoration  of  the  protein  stores  in  debili- 
tated people.8  In  the  near  future  this  pro- 
tein solution  will  be  generally  available. 
The  use  of  alcohol  solutions  for  energy  re- 
quirements remains  a controversial  ques- 
tion. It  is  common  practice  to  calculate  8 
calories  per  cc.  of  alcohol  administered.9 
Whether  the  patient  utilizes  these  calories 
for  energy  within  the  usual  definition  frame- 
work of  utilizable  calories  remains  obscure. 
However,  the  parenteral  use  of  alcohol  for 
sedation  seems  established. 

In  the  recent  reviews  on  this  page  of 
parenteral  nutrition  some  phases  of  the 
problem  were  discussed  at  length,  others  con- 
sidered lightly,  and  some  neglected.  A few 
factors  were  emphasized  because  of  their 
fundamental  importance.  The  subject  of 
parenteral  nutrition  is  so  vast  and  develop- 
ments are  so  rapid  that  no  one  article  or 
series  of  articles  can  do  it  justice  for  long.  An 


understanding  of  the  general  principles  upon 
which  parenteral  alimentation  is  built,  how- 
ever, can  be  of  assistance  to  physicians  in 
making  day-to-day  decisions. 

It  seems  appropriate  to  close  the  present 
series  with  a quotation  from  William  Prout, 
who,  in  a lecture  in  1831  to  a medical  group, 
said : “The  physician  of  another  age  will  be  as 
familiar  with  the  operations  of  the  animal 
economy  as  he  is  at  present  with  its  anatomy, 
I have  not  the  least  doubt  and — I will  ven- 
ture to  predict  that  what  the  knowledge  of 
anatomy  at  present  is  to  the  surgeon,  in  con- 
ducting his  operations,  so  will  chemistry  be  to 
the  physician  in  directing  him  generally, 
what  to  do  and  what  to  shun;  and,  in  short, 
in  enabling  him  to  wield  his  remedies  with  a 
certainty  and  precision  of  which  in  the 
present  state  of  his  knowledge  he  has  not  the 
most  distant  conception.”10  Modern  medi- 
cine has  kept  the  faith  of  this  able  and  heroic 
physician  who  was  nearly  a hundred  years 
ahead  of  his  time  in  his  understanding  of  the 
value  of  nutrition.  The  speed  with  which 
modern  science  is  unravelling  the  intricate 
unknowns  of  body  mechanisms  leaves  one 
hesitant  to  predict  to  what  extent  physicians 
of  tomorrow  will  have  edification  over  doc- 
tors of  today.  The  editorial  board  plans  to 
keep  the  readers  of  this  journal  abreast  of 
both  contemporary  development  and  future 
expansion  of  parenteral  nutrition  technics 
by  occasional  editorial  reviews  of  the  newer 
knowledge  in  this  field. 
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WITHOUT  ALIDASE 

Swelling  . . . Pain  . . . Slow  Absorption 


WITH  ALIDASE 

Comfort  . . . Safety  . . . Rapid  Absorption 


The  procedure  of  administering  fluids  or  drugs  by 
hypodermoclysis  frequently  has  been  handicapped 
by  slowness  of  absorption,  distention  and  trauma 
to  tissue  and  pain  at  the  site  of  injection.  Now  these 
difficulties  can  be  overcome  by  the  concomitant 
use  of  a product  of  Searle  Research  . . . ALIDASE. 

Alidase  offers  a highly  purified,  well-tolerated 
form  of  hyaluronidase — the  specific  enzyme  which 
reduces  intercellular  resistance  by  hydrolyzing  the 
tissue  "cement”  (hyaluronic  acid).1 

RAPID  ABSORPTION — Research  has  shown2’3 
that  the  simultaneous  use  of  the  enzyme  increases 
the  rate  of  fluid  absorption  "twelvefold.” 

SAFETY— "There  is  little  effect  on  the  blood  pres- 
sure and  on  the  respiration  in  five  hundred  times 
the  therapeutic  dose.  The  changes  in  the  viscera 
at  this  dosage  level  are  not  significant.”3 

TOLERANCE,  COMFORT-With  Alidase  pain  and 
swelling  of  hypodermoclyses  were  greatly  reduced. 4 

The  recommended  dose  is  250  viscosity  units  for  a 
hypodermoclysis  of  500  to  1,000  cc.  Lesser  amounts 


may  be  used  for  administration  of  drugs  subcutaneously 
or  smaller  hypodermoclyses. 

It  may  be:  (a)  injected  through  the  wall  of  the  rub- 
ber tube  near  the  needle,  (b)  at  the  site  of  injection 
prior  to  hypodermoclysis  or  (c)  dissolved  directly  in 
the  solution  (when  the  amount  of  fluid  to  be  injected 
is  small).  Alidase  is  supplied  in  ampuls  of  250  viscosity 
units. 

REFERENCES: 
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4.  Schwartzman,  J.;  Henderson,  A.  T.,  and  King,  W.  B. : J.  Pediat. 
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Applied  locally,  Pyribenzamine  hydrochloride  usually  gives 
prompt  and  prolonged  relief  from  itching  in  dermatitis  venenata 
due  to  poison  ivy,  oak  or  sumac. 

Pyribenzamine  has  also  been  found  to  give  relief  to  the  majority 
of  patients  with  other  itching  dermatoses,  “particularly  atopic 
dermatitis  and  pruritus  ani.”2 

“In  many  instances  the  local  skin  conditions  are,  of  course,  more 
rapidly  and  more  completely  eradicated  by  the  combined  topical 
and  oral  administration  of  this  drug.”1 

1.  Carrier,  R.  E.,  Krug,  E.  S.,  and  Glenn,  H.  R.:  J.  Lancet,  68:  240,  June  1948. 

2.  Feinberg,  S.  M.  and  Bernstein,  T.  B.:  J.  of  A.M.A.,  134:  10,  July  1947. 

Pyribenzamine  Cream,  2 per  cent  (water-washable  base),  jars  of  50  Gm. 
and  1 pound;  Ointment,  2 per  cent  (petrolatum  base),  jars  of  50  Gm.  and 
1 pound. 
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TETRA-ETHYL-AMMONIUM  CHLORIDE  IN  PERIPHERAL  VASCULAR 
DISEASES  AND  ALLIED  CONDITIONS:  ITS  USES  AND  LIMITATIONS 

Martin  M.  Fisher,  M.D.,  New  York  City 
( From  the  Medical  Service  of  Kings  County  and  Caledonian  Hospitals) 


RECENTLY  a new  method  of  blocking  the 
autonomic  ganglia  by  parenteral  injection 
of  the  tetra-ammonium  ion  was  reported.1-3 
The  physiologic  and  pharmacologic  actions  of  the 
drug  had  been  previously  described.4  5 It  is 
the  purpose  of  this  report  to  describe  certain 
clinical  applications  and  limitations  of  tetra-ethyl- 
ammonium  chloride  in  peripheral  vascular  dis- 
eases and  allied  conditions,  as  well  as  to  indicate 
its  utility  as  a substitute  for  paravertebral  block.* 
The  clinical  value  of  paravertebral  sympathetic 
ganglion  block  has  been  demonstrated.6-9 

Any  treatment  in  peripheral  vascular  diseases 
cannot  be  properly  evaluated  without  a qualita- 
tive and  quantitative  knowledge  of  the  amount  of 
vasospasm  in  the  involved  extremity.  It  is  now 
well  established  that  there  frequently  exists  with 
organic  peripheral  vascular  disease  an  associated 
functional  element  of  vasospasm.  This  factor  is 
mostly  controlled  by  the  sympathetic  nervous 
system  which  can  be  affected  by  treatment. 

In  the  past  it  has  been  possible  to  diminish 
vasoconstriction  by  such  procedures  as  para- 
vertebral sympathetic  ganglion  blocks,  continu- 
ous caudal  anesthesia,  spinal  anesthesia,  and 
local  nerve  blocks.  The  action  of  tetra-ethyl- 
ammonium  ion  has  been  demonstrated  on  the 
superior  cervical  and  stellate  ganglion,  as  well  as 
on  the  sympathetic  vasoconstrictor  mechanisms 
and  the  efferent  vagal  pathways.4  The  response 
produced  by  the  drug  can  be  explained  by  the 
blocking  of  the  autonomic  ganglia,  both  sym- 
pathetic and  parasympathetic.  Safety  in  the 
use  of  this  drug  in  man  as  well  as  its  ability  to 
produce  autonomic  blockade  has  been  evaluated. 
It  was  shown  that  vasoconstrictor  tone  is  neces- 
sary for  the  action  of  this  drug.  Epinephrine  or 
acetyl  choline  which  acts  peripheral  to  the 

* Tetra-ethyl-ammonium  chloride  was  supplied  as  Etamon 
by  the  Department  of  Clinical  Investigation,  Parke,  Davis  & 
Co.,  through  the  courtesy  of  Dr.  E.  C.  Von  Der  Heide. 


autonomic  ganglia  is  able  to  antagonize  the 
effects  of  the  tetra-ethyl-ammonium  ion  on  the 
sympathetic  and  parasympathetic  nerves. 

Method 

Renal  and  stomach  studies  were  carried  out  on 
hospital  patients  to  note  the  effect  of  tetra-ethyl- 
ammonium  chloride  on  the  kidney  function  and 
gastric  secretion.  Blood  urea  and  urinary  con- 
centration and  dilution  tests  were  done  before  and 
after  intravenous  injections  of  the  drug.  A 
Levine  tube  was  passed  to  collect  stomach  speci- 
mens for  testing  the  total  and  free  acidity,  as  well 
as  the  volume  of  gastric  juice  in  the  unstimulated 
stomach.  Specimens  were  collected  before  and 
after  injections. 

Effect  of  Intravenous  Administration 

After  the  injection  a metallic  taste  on  the 
tongue  is  usually  described.  Then  a flushing 
and  feeling  of  warmth,  accompanied  with  a 
sensation  of  pins  and  needles,  comes  over  first  the 
upper  and  then  the  lower  extremities.  An  in- 
complete dilatation  of  the  pupil  occurs,  accom- 
panied by  temporary  blurring  of  the  vision  and  a 
sluggish  reaction  to  light.  Occasionally  ptosis  of 
the  upper  eyelids  is  seen.  A tired,  relaxed,  and 
weak  feeling  is  felt  which  is  probably  due  to  the 
fall  in  systolic  and  diastolic  pressures.  This  is 
usually  noted  one  minute  after  injection.  Us- 
ually, there  is  an  elevation  of  the  heart  rate  to 
about  120  beats  per  minute.  The  mouth  be- 
comes dry.  There  is  a rise  in  the  skin  tempera- 
ture of  the  fingers  and  toes.  The  blood  pressure 
remains  depressed  for  several  minutes.  Usually 
the  diastolic  pressure  is  the  first  to  start  to  rise. 
Immediate  postural  hypotension  may  develop 
and  persist  after  the  return  of  the  blood  pressure 
to  normal.  This  may  last,  along  with  the  dilata- 
tion of  the  pupils  and  increased  skin  temperature. 
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It  is,  therefore,  essential  to  keep  the  patient’s 
head  down  off  the  pillow  for  three-quarters  to  one 
hour  after  the  injection.  After  that  time  the 
postural  hypotension  usually  disappears. 

Excretion  studies  by  precipitation  of  the  tetra- 
ethyl-ammonium ion  with  reinecke  salt,  as  in  the 
determination  of  choline,  indicate  it  is  almost 
quantitatively  excreted  in  the  urine.  About 
50  per  cent  of  the  drug  can  be  recovered  in 
twenty-four  hours. 

Technic  of  Injection 

The  following  technic  was  found  eminently 
satisfactory,  since  only  one  case  of  transient 
syncope  occurred  in  over  1,500  injections.  The 
technic  itself  is  simple : Prior  to  the  injection,  the 
patient  is  put  into  bed  or  on  an  examining  table 
with  his  head  off  the  pillow.  He  is  kept  there 
until  three-quarters  of  an  hour  after  the  injection. 
(This  is  done  to  avoid  the  possibility  of  ortho- 
static hypotension.) 

The  blood  pressure  cuff  is  placed  on  the  arm 
above  the  vein  to  be  injected.  The  patient  is 
reassured  and  put  in  basal  condition  of  physical 
repose.  Blood  pressure  readings  are  taken  re- 
peatedly until  at  least  three  consecutive  readings 
are  stable,  that  is,  a variation  of  not  more  than 
4 to  6 mm.  of  mercury  systolic  and  2 to  4 mm.  of 
mercury  diastolic.  A number  25,  Becton- 
Dickinson,  Vs-inch  subcutaneous  needle  with  a 
Huber  point  is  used.  The  solution  is  drawn  into 
a sterile  5-cc.  syringe.  The  blood  pressure  cuff 
which  was  left  on  the  arm  acts  as  a tourniquet. 
It  is  inflated  to  distend  the  veins  at  the  ante- 
cubital  fossa. 

The  injection  into  the  vein  is  made,  and  blood 
is  drawn  back  into  the  syringe  to  be  certain  that 
the  needle  is  in  the  vein.  If  the  solution  leaks 
into  the  surrounding  tissues,  pain  will  occur  at 
the  site  of  the  injection,  and  occasionally  fibrillary 
twitchings,  which  last  for  three  to  four  hours,  will 
be  noted  around  the  antecubital  fossa.  No 
sloughs  have  been  seen.  The  injection  is  given 
slowly  after  the  blood  pressure  cuff  has  been 
deflated,  taking  about  thirty  seconds  for  the  first 
cubic  centimeter.  The  quality  of  the  pulse  and 
its  rate  are  noted  with  the  free  hand,  or  by 
another  observer  at  the  other  radial  pulse.  Then 
the  remainder  of  the  solution  is  slowly  injected 
at  the  rate  of  1 cc.  per  minute  while  the  pulse  is 
still  being  palpated. 

Usually  the  time  to  stop  the  injection  is  when 
the  quality  of  the  pulse  changes  and  becomes 
less  full.  Then  the  pressure  readings  are  taken 
as  soon  after  as  possible  in  order  to  note  the  drops 
in  blood  pressure.  The  quality  of  the  pulse  and 
its  rate  are  also  noted.  An  ampule  of  epineph- 
rine should  be  kept  handy  in  case  the  patient 
develops  syncope.  We  have  had  only  one  occa- 


sion to  use  it  in  over  1,500  injections,  and  in  that 
one  instance  we  attributed  it  to  a rapid  injection. 

Dosage 

After  observing  some  582  patients  in  the  last 
eighteen  months,  the  following  dosage  schedule 
is  suggested  as  a guide.  Generally,  the  higher 
the  blood  pressure,  the  smaller  is  the  first  dose 
(Table  1). 


TABLE  1. — Suggested  Dosage  for  First  (Intravenous) 
Injection  of  Tetra-ethyl-Ammonium  Chloride 


Control  Systolic  Blood  Pressure 
(mm.  of  Mercury) 

Number  of  ec. 

90-140 

3-4 

142-160 

2-3 

162-170 

2 

172-200 

1 

200  and  over 

*/» 

It  has  been  our  experience  that  after  the  first 
injection  patients  develop  some  degree  of  toler- 
ance. Therefore,  it  is  necessary  on  subsequent 
injections  to  give  larger  doses  to  get  the  same 
block  effect.  Lyons  and  his  coworkers  have 
established  the  fact  that  the  maximum  desirable 
effect  is  produced  with  4 to  5 cc.  of  the  drug.  It 
is  good  clinical  judgment,  after  noting  the  pa- 
tient’s reaction  to  the  first  injection,  to  increase 
gradually  the  dosage  by  a cubic  centimeter  or 
more  each  time  until  the  maximum  effect  is 
attained.  We  never  give  doses  larger  than  5 cc. 

Thrombophlebitis 

Fifty-two  hospital  and  private  patients  with 
acute  superficial  or  deep  thrombophlebitis  were 
treated  with  tetra-ethyl-ammonium  chloride. 
All  of  these  had  palpable  tender  veins,  pain,  calf 
tenderness,  and  a positive  Homans  sign.  As  one 
would  expect  from  experience  with  paravertebral 
block,  tetra-ethyl-ammonium  ion  produced  the 
best  results  in  these  patients  with  acute  phlebitis. 
All  had  some  degree  of  relief  from  pain  in  seven  to 
ten  minutes.  Calf  tenderness  was  moderately 
relieved  after  deep  pressure  was  attempted  ten  to 
thirty  minutes  after  the  injection.  In  26  in- 
stances one  injection  was  sufficient  to  give  per- 
manent relief  of  pain. 

The  elevated  sedimentation  rates  had  a tend- 
ency to  drop  three  to  five  days  after  the  first 
injection. 

The  duration  of  the  effects  of  relief  of  pain  and 
warmth  to  the  extremity  in  different  individuals 
varied  from  only  a few  hours  to  permanent  relief. 
All  patients  showed  some  degree  of  relief  of  pain. 
The  edema  subsided  usually  from  three  to  five 
days  after  the  relief  of  pain  following  bed  rest  and 
the  intravenous  sympathetic  ganglion  block. 

In  no  instance  was  a pulmonary  infarct  noted 
after  injection. 

There  were  many  interesting  case  reports  in 
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this  series,  but  for  brevity  we  have  attempted  to 
select  those  in  each  group  which  demonstrate  the 
salient  features  of  the  action  of  the  drug  clinically. 
Further  reports  will  deal  in  detail  with  statistical 
evaluation  of  the  clinical  results. 

Case  1. — A twenty-five-year-old  primipara  in  her 
ninth  month  of  pregnancy  was  referred  to  us  by  an 
obstetrician  after  she  developed  an  acute  internal 
saphenous  phlebitis  with  involvement  of  the  super- 
ficial internal  pudendal  vein  along  the  inner  aspect  of 
the  thigh.  After  three  injections  of  4 cc.  (400  mg.) 
weekly  up  to  one  week  prior  to  labor,  she  underwent 
twelve  hours  of  labor  and  had  normal  puerperium. 
She  delivered  a normal  child.  The  phlebitis  had 
subsided  two  weeks  prior  to  labor  after  the  first 
injection  and  showed  no  abnormality  after.  The 
sedimentation  rate  which  had  returned  to  normal 
antepartum  remained  normal  postpartum. 

Case  2. — A sixty-five-year-old  man  had  an  acute 
phlebitis  of  the  left  internal  saphenous  vein  asso- 
ciated with  bilateral  varicose  veins.  He  had  normal 
oscillometric  readings.  His  phlebitis  was  associated 
with  calf  tenderness  and  a palpable,  tender  vein. 
There  was  streaking  along  the  course  of  the  vein  ac- 
companied by  warmth  and  edema  of  the  foot  and 
ankle.  After  1 cc.  of  tetra-ethyl-ammonium  chloride 
intravenously,  he  had  prompt  relief  of  his  pain.  His 
edema  subsided  in  three  days,  and  he  returned  to 
work  without  any  complications  on  the  fourth  day, 
despite  the  orders  of  his  physician. 

Six  months  later  he  developed  phlebitis  in  the 
other  leg  (associated  with  four  thrombotic  varicose 
vein  blowouts)  surrounded  by  an  area  of  cellulitis 
and  edema.  At  this  time  he  did  not  respond  to 
seven  daily  injections  of  3 cc.  (300  mm.)  of  tetra- 
ethyl-ammonium-chloride, dicoumarol  for  three 
weeks,  and  penicillin.  Subsequently,  he  had  a liga- 
tion of  the  right  saphenofemoral  vein  junction  with 
good  results  after  nine  months  follow-up. 

This  patient  serves  as  an  excellent  control  to  prove 
that,  in  the  same  person  with  the  same  disease, 
variations  in  the  involvement  of  the  veins  require 
different  approaches  to  therapy. 

In  chronic  thrombophlebitis  where  the  symp- 
toms and  signs  are  present  over  one  month,  there 
is  little  element  of  spasm  on  a functional  basis. 
Tetra-ethyl-ammonium  chloride  in  these  cases 
gives  but  temporary  relief  of  the  pain  and  has  no 
effect  on  the  edema. 

Sudden  Acute  Arterial  Occlusion 

Thirteen  hospital  patients  with  sudden  acute 
arterial  occlusion  were  studied  within  the  first 
twenty-four  hours  of  their  onset.  . The  sudden 
closure  of  a major  artery  to  an  extremity  is 
catastrophic  in  the  sense  that  loss  of  a limb  or 
life  is  a possibility.  No  diagnostic  methods 
exist  which  offer  absolute  certainty  for  differ- 
entiating between  embolism  and  thrombosis. 
Most  of  these  patients  had  auricular  fibrillation 
with  or  without  signs  of  congestive  heart  failure. 
All  of  these  patients  were  in  the  fifth  to  the  sev- 


enth decades  of  life  with  sclerosis  of  the  periph- 
eral arteries.  In  most  cases  the  symptoms 
were  characterized  by  an  onset  of  an  abrupt 
attack  of  excruciating  pain  in  the  lower  extremity. 
This  was  followed  by  numbness,  coldness,  ting- 
ling, and  loss  of  muscular  power.  The  pain  had 
persisted  despite  morphine  up  until  the  time  of 
admission  when  we  saw  these  patients.  They 
were  in  various  grades  of  shock  with  pallor  and 
coldness  to  the  lower  extremities.  Mottling 
was  noted  in  most  instances.  The  chief  findings 
were  lowered  skin  temperature,  collapsed  super- 
ficial veins,  pallor,  diminution  of  reflexes,  and 
loss  of  sensation  and  muscular  strength.  There 
was  absence  of  pulsation  which  had  been  present, 
according  to  the  referring  physician,  in  some  of 
the  arteries  of  the  involved  extremity. 

In  this  group  of  13,  one  showed  rapid  improve- 
ment following  the  use  of  tetra-ethyl-ammonium 
chloride  blocks.  The  pain  was  relieved,  the  color 
of  the  limb  improved,  and  the  skin  temperature 
became  elevated.  The  oscillometric  readings 
remained  unchanged.  The  patient  was  given 
the  intravenous  ganglion  block  (3V2  cc.  tetra- 
ethyl-ammonium  chloride)  every  twelve  hours 
for  seven  days. 

Of  the  other  12  patients  with  acute  thrombo- 
embolic phenomena  in  the  lower  extremities,  all 
had  the  same  poor  results  with  paravertebral 
blocks  as  with  the  intravenous  sympathetic 
ganglion  blocks.  When  the  intravenous  sym- 
pathetic ganglion  blocks  were  unsuccessful,  we 
noted  an  increase  in  pain  at  the  site  of  closure 
following  the  injection.  We  used  this  site  of  pain 
as  a diagnostic  aid  in  localizing  the  thrombus  or 
embolus  for  the  surgeon  in  preparation  for  embol- 
lectomy. 

Chronic  Organic  Occlusive  Arterial 
Diseases 

We  have  studied  the  effects  of  tetra-ethyl- 
ammonium  chloride  in  416  hospital  and  private 
patients  with  chronic  organic  occlusive  arterial 
disease.  Of  this  group  12  patients  had  thrombo- 
angiitis obliterans,  and  404  had  peripheral  arter- 
iosclerosis. 

Thromboangiitis  Obliterans. — Of  the  group 
with  thromboangiitis  obliterans  disease,  six  had 
previously  been  treated  conservatively,  three  had 
a previous  midthigh  amputation,  and  three  were 
untreated.  All  12  were  treated  with  tetra-ethyl- 
ammonium  chloride,  and  all  other  treatment 
was  discontinued.  Those  who  smoked  previously 
continued  to  smoke  while  under  these  observa- 
tions. Eight  were  symptom-free  except  for  a 
mild  amount  of  intermittent  claudication  after 
six  months  observation. 

One  of  these  patients  whose  ulcer  and  pain  in 
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his  second  left  toe  resisted  previous  therapy- 
showed  evidence  of  healing  and  relief  of  pain  in 
three  days  following  one  injection.  His  rest 
pain  was  controlled  after  a few  subsequent  in- 
jections, and  he  was  discharged  from  the  hospital 
with  his  ulcer  completely  healed  in  two  weeks. 

Case  3. — A previously  untreated,  thirty-six-year- 
old,  ambulatory  man  with  thromboangiitis  obliterans 
had  absent  oscillations  in  his  right  foot  and  leg. 
He  had  recurrent  phlebitis  of  the  left  internal  saphe- 
nous vein.  Intermittent  claudication  was  present  on 
walking  one  block.  Night  pain  had  kept  him  awake 
continuously  for  one  month  so  that  he  had  suicidal 
tendencies.  After  receiving  200  mg.  (2  cc.)  twice 
weekly  for  four  months,  there  was  a disappearance  of 
his  intermittent  claudication,  and  night  pain  was 
markedly  relieved.  The  phlebitis  had  subsided, 
and  there  was  no  evidence  after  one  year  follow-up. 
His  total  dose  was  5 Gm.  He  continued  to  smoke 
during  these  observations. 

Case  4- — Of  interest  is  the  thirty-four-year-old, 
hospitalized  man  who  had  thromboangiitis  oblit- 
erans for  thirteen  years.  He  had  an  ulcer  on  the 
second  right  toe  with  severe  pain.  This  man  had  no 
relief  from  morphine,  Demerol,  or  papaverine.  The 
first  three  injections  of  400  mg.  (4  cc.)  given  daily 
produced  about  50  per  cent  relief  of  pain.  Following 
this  he  submitted  to  a posterior  tibial  nerve  sec- 
tioning with  the  same  amount  of  relief.  This  case 
was  of  significance  to  show  the  limitations  of  this 
drug,  as  well  as  of  all  other  modalities  in  the  treat- 
ment of  thromboangiitis  obliterans.  It  has  been  our 
experience  that  if  you  do  not  get  a prompt  response 
with  therapeutic  doses,  namely  4 to  5 cc.,  subsequent 
injections  are  of  no  further  avail. 

Peripheral  Arteriosclerosis  Obliterans. — 

Four  hundred  and  four  hospital  and  private 
patients  with  signs  and  symptoms  of  peripheral 
arteriosclerosis  with  or  without  diabetes  have 
been  studied.  As  one  would  anticipate  with  para- 
vertebral blocks,  the  least  successful  results  were 
obtained  with  this  group  of  patients.  This  was 
particularly  evident  when  the  functional  element 
of  vasospasm  was  small  or  absent. 

They  were  in  the  age  limit  that  ranged  from 
fifty-eight  to  ninety-one  years.  All  showed 
x-ray  evidence  of  arteriosclerosis  of  the  extremi- 
ties. There  was  evidence  of  diminished  circula- 
tion of  the  involved  limb  which  was  confirmed  by 
oscillometric  readings.  Many  had  evidence  of 
gangrene. 

Those  patients  without  gangrene  had  greater 
relief  of  rest  pain  with  tetra-ethyl-ammonium 
chloride  than  with  intravenous  papaverine, 
spasmalgin,  morphine,  or  Demerol.  The  dura- 
tion of  relief  varied  from  one  to  seventy-two 
hours. 

We  noted  that  clean  arteriosclerotic  ulcers  of 
the  dorsum  and  plantar  surfaces  of  the  foot  healed 
more  readily  with  daily  injections  of  tetra-ethyl- 


Fig.  1.  Arteriosclerotic  ulcers  of  thirty  years 
duration  in  an  eighty-two-year-old  woman  first  seen 
in  September,  1946. 


ammonium  chloride  only  when  there  was  relief 
of  pain. 

For  example,  one  eighty-two-year-old  woman 
had  had  eight  arteriosclerotic  ulcers  on  the  dor- 
sum of  her  right  foot  for  thirty  years  (Fig.  1). 
She  had  previously  been  treated  with  every 
known  modality  and  had  resigned  herself  to  her 
wheelchair  for  the  last  twenty-nine  years.  She 
received  350  mg.  of  tetra-ethyl-ammonium  chlo- 
ride (3V2  cc.)  twice  weekly  for  four  months,  a 


Fig.  2.  In  December,  1946,  ulcers  completely 
healed  after  a four-month  course  of  treatment  with 
tetra-ethyl-ammonium  chloride. 


May  1,  1949] 


TETRA-ETHYL-AM MONI U M CHLORIDE 


1037 


total  of  14  Gm.  In  December,  1946,  she  started 
to  walk;  she  wore  shoes,  bathed,  and  was  free  of 
pain.  The  ulcers  were  completely  healed  (Fig. 
2).  None  have  broken  down  for  the  eleven 
months  since  the  treatment  stopped. 

In  all  the  arteriosclerotic  ulcers  that  healed,  we 
also  used  penicillin  parenterally  and  tyrothricin, 
penicillin,  or  streptomycin  locally  to  maintain 
wound  cleanliness.  It  is,  therefore,  difficult  to 
evaluate  the  effect  of  healing  ulcers  with  tetra- 
ethyl-ammonium chloride;  yet  we  feel  that  heal- 
ing was  aided  when  there  was  relief  of  pain  and 
spasm.  One  must  not  conclude  that  the  relief 
of  pain  and  healing  of  ulceration  was  due  to 
increase  in  circulation  or  any  vasodilating  action 
of  the  drug  in  these  cases  of  arteriosclerosis. 
Rather,  the  relief  of  pain  appears  to  be  similar 
in  mechanism  to  the  pain  relief  in  causalgic 
states  (vide  infra). 

In  the  diabetic  arteriosclerotic  cases  where  the 
wound  infection  could  not  be  controlled,  the 
results  were  uniformly  poor. 

Diagnostic  and  Therapeutic  Value  in 
Hypertension 

In  this  group,  30  hospitalized  patients  with 
hypertension  were  studied.  They  were  evalu- 
ated as  to  renal  and  vascular  components. 
Blood  urea,  blood  creatinine,  kidney  function 
tests — namely,  routine  analysis,  concentration 
tests,  and  urea  clearance  tests,  were  performed. 
Eye  ground  studies  were  evaluated  on  all  in  this 
group.  Sodium  amytal  tests  for  determining  the 
maximum  drop  in  blood  pressure  were  done  on 
all  patients  as  a control  prior  to  the  use  of  tetra- 
ethyl-ammonium chloride.  In  this  group  of 
30,  25  were  found  to  have  various  degrees  of 
renal  involvement. 

The  results  with  tetra-ethyl-ammonium  chloride 
blocks  in  cases  with  chronic  gomerulonephritis 
revealed  little  or  no  significant  fall  in  blood 
pressure,  either  systolic  or  diastolic.  This  ob- 
servation was  confirmed  by  the  sodium  amytal 
tests.  In  five  patients  with  uncomplicated  es- 
sential hypertension  studied  with  tetra-ethyl- 
ammonium  chloride,  it  was  found  that  a marked 
drop  in  blood  pressure,  both  diastolic  and  sys- 
tolic, occurred,  similar  in  degree  to  the  depressor 
response  with  the  sodium  amytal  test. 

Of  interest  are  three  patients  with  essential 
hypertension  who  developed  hypertensive  ence- 
phalopathy in  acute  hypertensive  crises.  They 
were  treated  with  tetra-ethyl-ammonium  chloride 
during  the  acute  phase  with  dramatic  results. 

Case  5. — A.  M.,  a known  hypertensive,  age  fifty- 
five,  suddenly  developed  severe  headaches,  dizziness, 
nausea,  and  vomiting.  He  became  semicomatose 
without  evidence  of  cerebral  or  subdural  hemorrhage. 
His  blood  pressure  was  280/180.  Within  one  hour  a 


pint  of  blood  was  withdrawn,  lowering  his  blood  pres- 
sure to  190/160;  one  half  hour  later,  his  blood  pres- 
sure rose  to  260/160  with  a persistence  of  dizziness, 
headaches,  nausea,  and  vomiting.  This  patient 
seemed  a candidate  for  an  imminent  cerebral  acci- 
dent. One  half  cubic  centimeter  (50  mg.)  of  tetra- 
ethyl-ammonium  chloride  was  injected  intravenously 
which  lowered  the  blood  pressure  to  a level  of  160/- 
80.  Immediately  thereafter,  the  patient’s  nausea 
and  vomiting  ceased,  and  the  headaches  and  dizzi- 
ness disappeared.  The  systolic  blood  pressure  per- 
sisted below  180  mm.  of  mercury,  which  was  his 
previous  control  blood  pressure,  as  reported  by  his 
family  physician.  He  was  discharged  asymptomatic 
two  weeks  later  but  as  a potential  candidate  for  sym- 
pathectomy. 

Diagnostic  Aid  in  Sympathectomy 

In  this  group  20  hospital  patients  with  pe- 
ripheral arterial  disease  were  studied  to  evaluate 
the  possible  therapeutic  effect  of  sympathectomy. 
Of  the  20  with  peripheral  arterial  disease  who  were 
considered  as  candidates  for  sympathectomy,  18 
had  advanced  arteriosclerosis  with  gangrene. 
The  other  two  had  thromboangiitis  obliterans. 

Of  the  18  peripheral  arteriosclerotics,  all  were 
found  to  have  a negative  response  to  the  tetra- 
ethyl-ammonium  chloride  diagnostic  blocks. 
The  criteria  for  a negative  response  was  based  on 
(1)  little  or  no  increase  in  skin  temperature,  (2) 
little  relief  of  rest  pain  or  intermittent  claudica- 
tion, and  (3)  no  effect  upon  wound  healing. 
Three  of  this  group,  despite  negative  responses 
to  tetra-ethyl-ammonium  chloride,  were  submitted 
to  sympathectomy.  None  showed  any  beneficial 
effects. 

Of  the  two  patients  with  thromboangiitis 
obliterans  selected  as  candidates  for  sympathec- 
tomy, both  had  a good  positive  response  with  the 
intravenous  ganglion  block.  Sympathectomy 
produced  the  anticipated  good  results. 

Causalgic  Conditions  and  Allied 
Sympathetic  Disorders 

Twelve  hospital  patients  with  a diagnosis  of 
causalgia,  post-traumatic  edema,  or  atrophy  and 
phantom  limb  have  been  studied  with  tetra-ethyl- 
ammonium  chloride.  Usually  the  choice  of 
diagnostic  terminology  in  these  patients  was 
difficult.  The  injection  of  tetra-ethyl-ammonium 
chloride  in  these  patients  afforded  temporary, 
and  at  times  sustained,  relief  of  pain.  It  also 
aided  in  establishing  the  diagnosis  of  sympa- 
thetic involvement,  and  lastly,  it  was  a very  effec- 
tive therapeutic  measure  in  some  of  these  cases 
to  help  restore  function.  In  these  amputees  where 
the  intravenous  ganglion  block  gave  little  or  no 
relief,  usually  the  so-called  phantom  symptoms 
were  due  to  an  osteomyelitis  at  the  tip  of  the 
bone  or  a pus  pocket  in  the  amputation  flap. 
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To  those  patients  in  this  group  whose  syn- 
dromes followed  fractures  associated  with  atro- 
phy or  edema,  the  drug  gave  relief  of  pain  and 
allowed  for  greater  motion.  Likewise,  following 
bone  grafts  to  injured  lower  extremities,  similar 
improvement  was  noted. 

Meniere’s  Disease 

Three  patients  with  Meniere’s  disease,  con- 
firmed by  ear,  nose,  and  throat  consultations, 
have  been  treated  with  'tetra-ethyl-ammonium 
chloride  intravenously.  Two  of  these  three 
showed  marked  improvement  in  their  headaches 
and  dizziness.  Further  studies  on  a larger  series 
of  cases  are  needed  before  evaluation  of  this 
therapy  in  Meniere’s  disease  can  be  made. 

Multiple  Sclerosis 

Based  on  the  success  in  the  treatment  of  acute 
thrombophlebitis  with  tetra-ethyl-ammonium 
chloride  and  with  the  recent  emphasis  on  the 
vascular  etiology  of  multiple  sclerosis,  we  at- 
tempted the  treatment  of  acute  exacerbations. 
This  fundamental  pathologic  fact  must  be  clear: 
that  the  only  substantial  prospect  of  gain  from 
specific  treatment  in  multiple  sclerosis  must  be 
in  the  protection  from  fresh  relapses. 

Some  56  patients  with  multiple  sclerosis  are 
being  studied.  These  patients  have  had  the  dis- 
ease from  three  to  fifteen  years  and  vary  in  their 
severity  from  mild  to  very  severe.  These  patients 
have  been  treated  for  the  last  twelve  months. 
While  it  is  too  early  to  evaluate  the  results  in  this 
disease,  which  is  characterized  by  remissions  and 
recurrences,  some  of  the  preliminary  results  in 
the  early  diagnosed  and  mildly  involved  patients 
are  sufficiently  encouraging  to  warrant  further 
investigation  over  a long  period  of  time  on  a large 
scale.  (This  will  be  a subject  of  a separate 
paper.) 

Toxic  Effects  and  Precautions 

In  the  doses  that  were  used  in  this  study 
wherein  over  1,500  injections  were  used,  no 
serious  toxic  effects  were  noted.  In  one  patient 
with  very  high  blood  pressure  who  was  receiving 
an  infusion  of  heparin,  a state  of  syncope  follow- 
ing the  intravenous  injection  was  noted.  This 
was  quite  transitory  in  nature  and  responded 
quickly  to  1 cc.  of  epinephrine  solution  1:1,000 
intravenously.’  In  two  patients,  when  the  in- 
jection of  tetra-ethyl-ammonium  chloride  was 
given  during  the  extremely  hot  weather,  nausea 
and  vomiting  were  noted.  The  sensation  of 
weakness  and  fatigue  was  pronounced  in  these 
two  but  disappeared  within  thirty  minutes.  No 
epinephrine  had  to  be  used  in  these  patients. 

The  utilization  of  tetra-ethyl-ammonium  chlo- 


ride to  produce  autonomic  blockade  as  an  out- 
patient procedure  is  to  be  encouraged  with  cau- 
tion. During  the  last  eighteen  months,  we  have 
kept  all  patients  in  a supine  position  for  one-half 
hour  to  forty-five  minutes  following  the  injection. 
If,  upon  standing,  no  dizziness  or  weakness  occurs, 
the  postural  hypotension  is  not  marked.  They 
are  allowed  to  walk  around  the  treatment  room 
for  a few  minutes.  They  are  instructed  to  lie 
down  if  any  sense  of  weakness  or  dizziness  is  ex- 
perienced. It  is  unwise  to  drive  a car  after  the 
injection,  because  of  the  loss  of  accommodation 
and  the  possibility  of  postural  hypotension. 
These  precautions  were  adequate  for  ambulatory 
treatment. 

It  is  to  be  emphasized  that  tetra-ethyl-am- 
monium chloride  is  a most  powerful  pharmaco- 
logic agent  due  to  its  ability  to  lower  the  blood 
pressure  acutely.  It  is  obviously  not  advisable 
to  use  it  in  patients  in.  any  condition  of  shock 
where  the  blood  pressure  has  already  been  de- 
pressed. It  is  not  feasible  as  a routine  treatment 
for  hypertension,  although  it  will  relieve  the  symp- 
toms of  the  complications  of  hypertension  in 
many  instances. 

Discussion 
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Renal  and  gastric  studies,  done  on  the  first  25 
patients  of  this  study  with  therapeutic  doses,  re- 
vealed but  a slight  inhibition  of  the  peristalsis  of 
the  gastrointestinal  tract.  In  all,  these  minimal 
effects  wore  off  in  eight  hours. 

No  clinical  abnormalities  were  noted  to  the 
skin,  gastrointestinal  tract,  or  to  kidney  •function 
on  prolonged  use  of  the  drug  in  36  patients  with 
multiple  sclerosis  treated  for  twelve  months. 

Vasospasm  is  not  an  unalterable  pathologic 
lesion  but  a physiologic  or  functional  derangement 
which  can  be  satisfactorily  influenced  by  appro- 
priate therapy.  The  element  of  vasospasm  is 
frequently  of  decisive  importance  in  the  treatment 
of  peripheral  vascular  disease  because  it  is  the 
one  controlled  factor.  Ochsner  and  DeBakey 
showed  that  vasospasm  is  the  predominant  fea- 
ture in  those  cases  where  there  is  little  or  no 
structural  change  and  stressed  the  fact  that  vaso- 
spasm exists  as  a prominent  factor  in  some 
organic  vascular  disease.6'7  In  this  latter  group, 
the  vasospasm  involves  the  collaterals.  To 
determine  the  presence,  absence,  and  extent  of 
vasospasm  is  important.  Whenever  possible, 
conservative  measures  are  indicated  in  the  treat- 
ment of  peripheral  vascular  disease.  Measures 
for  the  elimination  of  factors  which  increase 
vasospasm  should  be  employed,  namely,  relief  of 
pain,  elimination  of  smoking,  and  avoidance  of 
extreme  changes  in  environmental  temperatures. 
Also  measures  which  attempt  to  produce  vaso- 
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dilatation  should  be  used,  namely,  alcohol, 
typhoid  vaccine,  reflex  heat,  oscillation  bed, 
passive  vascular  exercises,  etc.  These  are  usually 
sufficient  to  produce  complete  relief  of  the  symp- 
toms. In  the  rapidly  progressive  case  where 
there  is  a marked  degree  of  vasospasm,  more 
vigorous  attack  on  the  sympathetic  nervous 
system  is  desirable.  The  relief  of  vasoconstrictor 
impulses  may  be  enough  to  permit  return  of  cir- 
culation to  normal.  This  forms  the  rationale  for 
sympathetic  ganglion  block,  either  paraverte- 
bral or  intravenous. 

The  advantages  of  the  intravenous  over  the 
paravertebral  ganglion  block  are  as  follows: 

1.  It  is  easier  to  perform  than  paravertebral 
blocks.  With  a therapeutic  dose  one  usually 
gets  a block  effect. 

2.  There  is  not  the  discomfort  produced  by 
multiple  paravertebral  needles. 

3.  In  recent  postoperative  cases  and  during 
the  third  term  of  pregnancy,  where  discomfort  is 
produced  by  lying  on  the  side,  this  is  eliminated 
with  intravenous  ganglion  block. 

4.  In  the  upper  extremities,  intravenous  gan- 
glion block  eliminates  the  possibility  of  trauma  to 
the  pleura  entailed  in  a novocaine  stellate  gan- 
glion block. 

5.  The  patient  need  not  be  turned  who  is 
acutely  ill,  thereby  eliminating  the  fear  of  break- 
ing of  a thrombus  in  a patient  with  phlebitis. 

6.  It  is  easy  to  repeat  frequently. 

The  disadvantages  are  that  the  blood  pressure 
drop  produces  temporary  weakness  which  may 
last  from  one-half  to  two  hours.  Rarely,  syn- 
cope occurs,  which  is  readily  controlled  with 
epinephrine. 

Conclusions 

1.  Tetra-ethyl-ammonium  chloride  adminis- 
tered intravenously  in  doses  varying  from  50  mg. 
OA  cc.)  to  500  mg.  (5  cc.)  usually  produces  the 
effects  of  a block  of  the  autonomic  ganglia. 

2.  It  has  both  therapeutic  and  diagnostic 
value  as  a generalized  sympathetic  ganglion  block. 

3.  Five  hundred  and  eighty-two  patients 
have  been  treated  with  over  1,500  injections  with 
no  serious  toxic  effects. 

4.  A dosage  schedule  is  suggested  which  has 
proved  to  have  no  adverse  reactions  in  our  hands. 
Generally,  the  higher  the  initial  blood  pressure 
reading,  the  smaller  is  the  first  dose. 

5.  In  none  of  the  582  patients  treated  with 
tetra-ethyl-ammonium  chloride  was  a pulmonary 
infarct  noted  after  treatment.  Careful  observa- 
tions were  made  on  this  score. 

6.  There  is  no  contraindication  to  its  use  in 
adults  in  regard  to  age.  It  is  not  recommended 
in  any  condition  of  shock  where  the  blood  pres- 
sure has  been  suddenly  depressed.  It  is  not 


recommended  as  a routine  treatment  for  uncom- 
plicated hypertension. 

7.  There  has  been  significant  relief  of  pain  in 
cases  of  acute  thrombophlebitis.  In  one  half  of 
these  patients,  one  injection  was  sufficient  to  give 
permanent  relief  of  pain. 

8.  In  acute  arterial  occlusive  disease,  the 
intravenous  ganglion  block  helps  to  give  one  an 
index  of  the  presence  of  vasospasm.  When  this 
element  is  present,  there  has  been  some  relief  of 
pain,  and  intermittent  claudication  has  been  im- 
proved. When  there  is  no  element  of  vasospasm, 
the  results  were  poor. 

10.  As  a diagnostic  aid  in  selecting  patients 
with  essential  hypertension  for  sympathectomy, 
tetra-ethyl-ammonium  chloride  blocks  produced 
significant  drops  in  blood  pressure,  both  systolic 
and  diastolic.  In  comparison  to  the  sodium  amy- 
tal  tests,  the  fall  in  blood  pressure  was  equal 
and,  in  some  instances,  greater. 

11.  Dramatic  relief  in  acute  hypertensive 
crises  and  hypertensive  encephalopathies  has 
been  observed. 

12.  As  a diagnostic  aid  in  selecting  patients 
with  peripheral  vascular  disease  for  sympathec- 
tomy, tetra-ethyl-ammonium  chloride  is  of  partic- 
ular value. 

13.  In  causalgic  conditions  and  allied  sym- 
pathetic disorders,  the  intravenous  ganglion 
block  helped  to  relieve  pain  and  aided  in  diagnos- 
ing sympathetic  involvement. 

14.  Patients  with  multiple  sclerosis  and 
Meniere’s  disease  have  been  treated  with  tetra- 
ethyl-ammonium  chloride.  Further  studies  on  a 
large  series  of  cases  over  a prolonged  period  of 
time  are  being  undertaken  before  a final  evaluation 
can  be  made. 

15.  The  advantages  and  disadvantages  of  the 
intravenous  ganglion  block  have  been  discussed 
in  relation  to  paravertebral  blocks. 
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PNEUMOCOCCAL  MENINGITIS 

John  K.  Meneely,  Jr.,  M.D.,  Albany,  New  York 

( From  the  Department  of  Medicine,  Albany  Medical  College) 


PRIOR  to  the  era  of  chemotherapy  and  antibi- 
otics, pneumococcal  meningitis  was  an  almost 
uniformally  fatal  disease.  Ruegsegger  reported 
a total  of  630  cases  prior  to  1937  with  no  recov- 
eries.1 Hogg  and  Bradley  reported  a 99  per  cent 
mortality  rate  for  all  age  groups,  prior  to  the  sul- 
fadiazine era.2  The  introduction  of  the  sulfon- 
amide drugs  brought  an  improvement,  and  Hodes 
et  al.  treated  60  cases  of  pneumococcal  meningitis 
with  various  types  of  sulfonamide  drugs  with  a 
mortality  rate  of  58  per  cent.3  Steele  and  Gott- 
lieb reviewed  the  literature  following  the  intro- 
duction of  sulfonamide  therapy  and  found  that 
the  mortality  rate  varied  from  31  to  80  per  cent.4 

Following  the  introduction  of  combined  sul- 
fonamide and  penicillin  therapy,  the  statistical 
results  improved  even  more.  The  most  thorough 
review  of  this  therapy  was  by  Hall  and  others 
who  reported  on  a total  of  162  patients  in  1946 
with  a mortality  rate  of  54.3  per  cent,  but  in 
their  own  series  of  17  cases  they  had  a mortality 
rate  of  23.5  per  cent.6  That  the  mortality  rate 
varied  from  year  to  year  was  noted  by  Levinson 
et  al.  These  authors  had  a mortality  rate  in 
1945  of  only  16.5  per  cent,  while  in  1946  it  was 
62.5  per  cent.  They  utilized  the  same  therapy 
in  both  years,  and  the  causative  organisms  did  not 
vary  significantly.  They  felt  the  mortality  in- 
crease to  be  due  to  an  alteration  in  the  virulence  of 
the  organism.6 

We  have  reviewed  all  cases  of  pneumococcal 
meningitis  treated  in  the  Albany  Hospital  with  a 
combined  penicillin  and  sulfonamide  regime  and 
found  an  over-all  mortality  of  28  per  cent.  The 
cases  have  been  grouped  according  to  their  pri- 
mary foci  and  are  presented  in  tabulated  form 
below. 

Comment 

Almost  all  authors  are  in  accord  that  pneumo- 
coccal meningitis,  occurring  as  a complication  of 
pneumonia,  carries  a serious  prognosis.  Sweet 
and  his  coworkers  noted  the  worst  prognosis  to  be 
in  those  patients  who  had  pneumonia,  bacterial 
endocarditis,  or  a head  injury  as  the  primary 
focus  or  in  those  cases  in  which  the  patient  was 
too  critically  ill  on  admission  to  give  a satisfac- 
tory history.7  However,  Vogel  et  al.  felt  that  the 
prognosis  was  better  in  those  cases  developing 
secondary  to  head  trauma.8  Hall  and  others 
noted  the  higher  mortality  in  the  extremes  of 
life  along  with  Applebaum  and  Nelson,  who  also 
found  a higher  mortality  rate  in  those  patients 


with  a bacteremia.59  They  did  not  find  any 
correlation  between  mortality  and  the  duration 
of  illness  prior  to  the  institution  of  penicillin 
therapy,  as  had  been  pointed  out  by  other 
authors. 

In  our  series  it  was  evident  that  those  cases  in 
which  the  primary  focus  was  pneumonia  carried 
a graver  prognosis  (Table  1).  The  38  per 
cent  mortality  in  pneumonia  compared  unfavor- 
ably with  the  21  per  cent  in  otitis  media.  The 
type  of  organism  did  not  seem  to  bear  any  rela- 
tion to  the  mortality. 

One  factor  which  seemed  to  influence  the  out- 
come of  those  cases  of  meningitis  associated  with 
pneumonia  was  the  presence  of  complications. 
All  three  fatalities  showed  serious  complications: 
one  patient  apparently  manifesting  severe  sul- 
fonamide toxicity,  a second  having  loculated 
empyema,  lung  abscesses,  pericarditis,  and  acute 
hemorrhagic  pneumonia,  and  the  third  showed  a 
diffuse  pneumonitis,  cystitis,  generalized  arterio- 
sclerosis, and  lues  (Table  1). 

A second  factor  which  appeared  to  be  related 
to  the  outcome  in  our  cases  was  the  duration 
of  disease  prior  to  therapy.  In  the  three  fatal 
cases  which  died  with  otitis  media  as  the  primary 
focus,  two  were  moribund  on  entry,  and  one 
patient  had  apparently  had  the  condition  for  a 
week  before  the  initial  diagnostic  lumbar  punc- 
ture was  done  (Table  2).  Of  the  three  patients 
who  died  with  pneumonia  as  the  primary  focus, 
one  was  moribund  on  entry  and  died  six  hours 
later,  and  the  second  had  been  delirious  for  four 
days  prior  to  his  initial  diagnostic  lumbar  punc- 
ture. 

Of  considerable  importance  also  in  the  prog- 
nosis was  the  dosage  schedule.  The  one  fatality 
in  the  miscellaneous  group  was  treated  early  in 
the  penicillin  era  and  received  grossly  inadequate 
dosages  without  intrathecal  penicillin  (Table  3). 
The  necessity  of  giving  vigorous  and  pro- 
longed penicillin  therapy,  both  intrathecally  and 
intramuscularly,  combined  with  prolonged  sul- 
fadiazine therapy  is  commented  on  by  most 
authors.  Sweet  stressed  the  importance  of  con- 
tinuing the  use  of  penicillin  for  a considerable 
period  after  the  clinical  evidences  of  infection  had 
subsided.7  Waring  and  Smith  maintained  com- 
bined therapy  for  at  least  six  days  following  the 
last  positive  spinal  fluid  culture.  At  this  time 
penicillin  was  stopped,  but  sulfonamide  was  con- 
tinued for  an  additional  seven  to  fourteen  days.10 
Hall  and  others  utilized  intrathecal  penicillin 
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TABLE  1. — Pneumonia  as  the  Primary  Focus  in  Eight  Cases  (Three  Deaths — 38  Per  Cent  Mortality) 


. Penicillin - 

Intra-  Intra- 
muscular thecal 

Types  of 
Sulfon- 
amide 

Pneumococcus 
Cerebro- 
spinal Blood 

Age 

(Days) 

(Days) 

(Days) 

Fluid 

Culture 

Remarks 

60 

6 

5 

6 

4 

Not  done 

Developed  severe  icterus,  acute  glo- 
merulonephritis, uremia,  and  bul- 
lous dermatitis : ? sulfa  toxicity. 

-Fatalities 

68 

40 

30 

40 

2 

2 

Entered  with  pneumonia,  was  de- 
lirious for  4 days  prior  to  initial 
lumbar  puncture.  Had  2 complete 
neurologic  remissions.  Necropsy 
showed  loculated  empyema,  lung 
abscesses,  pericarditis,  and  acute 
hemorrhagic  pneumonia. 

73 

1 

1 

1 

6 

Contami- 

nation 

Moribund  on  entry;  no  history; 
necropsy  showed  diffuse  pneumo- 
nitis, cystitis,  generalized  arterio- 
sclerosis: 4+  Wassermann.  Died 
6 hours  after  entry. 

s 

57 

23 

12 

23 

7 

7 

Meningitis  cleared  by  7th  day;  com- 
plication of  pleurisy  and  genito- 
urinary infection  prolonged  stay 
to  6 weeks. 

4? 

2 months 

9 

2 

10 

7 

7 

Rapid  and  complete  recovery;  home 
on  26th  day. 

o 

Q 

V 

7 months 

13 

5 

4 

14 

14 

Rapid  and  complete  recovery;  home 
on  14th  day. 

1 

64 

12 

6 

15 

14 

Negative 

Rapid  and  complete  recovery;  home 
on  the  19th  day. 

i 

68 

13 

3 

8 

8 

8 

Rapid  neurologic  recovery;  gastro- 
intestinal investigation  prolonged 
stay  to  35  days. 

until  the  spinal  fluid  was  sterile  or  no  longer 
cloudy  or  until  the  sugar  values  had  risen.  Intra- 
muscular penicillin  was  continued  until  the  tem- 
perature was  normal  for  forty-eight  hours  and  the 
blood  cultures  were  sterile;  sulfonamide  therapy 
was  then  kept  up  for  at  least  one  week  after  all 
signs  of  the  infection  had  abated.  Harford  and 


his  group  commented  on  the  importance  of  con- 
tinuing treatment  for  some  time  after  the  signs  of 
meningitis  had  subsided,  reporting  relapses  in 
three  of  their  nine  cases.11  They  felt  that  peni- 
cillin treatment  should  be  continued  for  at  least 
a week  after  the  manifestations  of  meningitis  had 
subsided.  Coleman  remarked  on  the  necessity 


TABLE  2. — Otitis  Media  as  the  Primary  Focus  in  14  Cases  (Three  Deaths — 21  Per  Cent  Mortality) 


. Penicillin-^-- 

Intra-  Intra- 
muscular thecal 

Sulfon- 

amide 

Types  of  Pneumococcus 
Cerebro- 
spinal Blood 

Age 

(Days) 

(Days) 

(Days) 

Fluid 

Culture 

Operation  Remarks 

44 

1 

1 

0 

1 

1 

None  Moribund,  4-hour  hospital  stay. 

48 

1 

1 

6 

3 

3 

None  Moribund  on  entry,  22  hours  in 
hospital. 

18  days 

15 

I 

17 

1 

Not  done 

None  No  myringotomy.  Convulsed  for 

one  week  prior  to  death.  Initial 

lumbar  puncture  and  diagnosis 

made  1 day  prior  to  death. 

49 

22 

14 

8 

8 

8 

Radical  Slow  recovery  with  neurologic 

mastoid-  residua,  discharge  after  6 weeks, 
ectomy 

65 

16 

7 

28 

4 

Negative 

Radical  Rapid  recovery  of  meningitis,  but 

mastoid-  complicated  by  cystitis,  pneu- 

ectomy  monia,  laryngeal  edema,  and  renal 

shutdown.  Discharged  cured  in  2 
months. 

15  months 

22 

5 

16 

22 

Negative 

Radical  Slow  but  complete  recovery.  Dis- 

mastoid-  charged  on  73rd  day. 
ectomy 

51 

35 

2 

6 

8 

8 

Radical  Slow  but  complete  recovery.  Dis- 

mastoid-  charged  on  30th  day. 
ectomy 

Radical  Complete  recovery.  Discharged  on 

mastoid-  24th  day. 
ectomy 

9 months 

18 

5 

11 

14 

14 

n 

10 

11 

8 

3 

Negative 

Radical  Complete  recovery  of  neurologic 

mastoid-  manifestations.  Slow  wound  heal- 
ectomy  ing.  Discharged  after  7 weeks. 

4 

9 

7 

8 

4 

Negative 

None  Gradual  recovery,  home  on  31st  day. 

3 

4 

12 

12 

23 

Negative 

None  Rapid  recovery,  home  on  17th  day. 

57 

10 

9 

6 

25 

Not  done 

Radical  Rapid  neurologic  recovery.  Slow 

mastoid-  wound  healing.  Home  on  5th 
ectomy  dav. 

56 

13 

1 

20 

14 

Negative 

Radical  Rapid  recovery,  home  on  20th  day. 

mastoid- 
ectomy 

6 months 

13 

6 

10 

17 

17 

Myringot-  Rapid  recovery,  home  on  22nd  day. 
omy 
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TABLE  3. — Miscellaneous  Primary  Foci  in  Three  Cases  (One  Death — 33  Per  Cent  Mortality) 


Penic 

Intra- 

muscular 

dim . 

Intra- 

thecal 

Sulfon- 

amide 

Types  of  Pi 
Cerebro- 
spinal 

leumococcus 

Blood 

Age 

(Days) 

(Days) 

(Days) 

Fluid 

Culture  Causes 

Remarks 

77 

4 

0 

4 

15 

Not  done  Multiple  sinus 
operation 

Died  6 days  after  onset  of  neurologic 
symptoms.  Dosage  of  penicillin 
inadequate. 

49 

28 

10 

18 

8 

8 Unknown 

Meningitis  cleared  4th  day.  Neuro- 
logic residua  on  discharge  2 months 
later,  entirely  gone  3 years  later. 

25 

20 

4 

5 

7 

Not  done  Cerebrospinal 
fluid  fistula 

Ethmoid  fistula  closed  at  operation 
and  complete  recovery,  home  on 
21st  day. 

of  maintaining  high  levels  of  sulfadiazine  during 
the  combined  therapy  and  attempted  to  attain 
a level  between  20  to  25  mg.  per  cent  daily.12 
Most  authors  are  in  accord  with  him  that  the 
daily  dosage  of  intrathecal  penicillin  need  not  be 
more  than  10,000  units. 

The  importance  of  operative  intervention  on 
those  cases  with  otitis  media  and  mastoiditis  is 
noted  by  most  authors. 5’9' 11  Applebaum  and 
Nelson  cited  seven  cases  in  which  a mastoidec- 
tomy resulted  in  striking  improvement  after  fail- 
ure to  respond  to  penicillin  therapy.9  Waring 
and  Smith,  however,  minimized  the  importance 
of  operative  removals  of  primary  foci.10 

Our  experience  would  indicate  the  necessity 
for  early  operation.  None  of  the  three  cases 
which  died  with  otitis  media  as  the  primary 
focus  was  operated  on,  whereas  only  two  of  the 
11  cases  who  survived  did  not  have  some  form  of 
operation,  eight  having  radical  mastectomies  and 
one  a myringotomy  (Table  2). 

Summary 

Twenty-five  cases  of  pneumococcal  meningitis 
with  an  over-all  case  mortality  of  28  per  cent  are 
reported.  All  patients  received  combined  intra- 
muscular penicillin  and  sulfadiazine  therapy  and, 
with  the  exception  of  one  case,  intrathecal  peni- 
cillin. The  mortality  of  eight  cases  with  pneu- 
monia as  the  primary  focus  was  38  per  cent;  the 


mortality  of  14  cases  with  otitis  media  as  the 
primary  focus  was  21  per  cent,  and  the  mortality 
for  three  cases  with  other  foci  was  33  per  cent. 

From  a review  of  the  literature  and  from  a sur- 
vey of  our  own  cases,  it  would  seem  that  ade- 
quate therapy  for  pneumococcal  meningitis 
would  include  the  following:  daily  intrathecal 
penicillin  injections  of  10,000  units  until  the 
spinal  fluid  is  sterile;  intramuscular  penicillin  for 
at  least  three  days  after  the  temperature  is  nor- 
mal, and  sulfonamide  therapy  for  at  least  a week 
after  all  signs  of  infection  had  subsided.  The  im- 
portance of  early  operative  removal  of  primary 
foci  is  stressed. 
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POLL  OF  SMALL  BUSINESS,  INC. 

The  National  Federation  of  Small  Business,  Inc. 
has  just  completed  tabulation  of  a vote  for  or 
against  compulsory  sickness  insurance  among  its 
136,000  members. 

The  vote  or  mandate,  as  the  federation  calls  it, 


is  as  follows: 

For  Socialized  Medicine 9% 

Against  Socialized  Medicine 89% 

No  opinion 2% 


The  federation  mailed  a questionnaire  to  every 
member.  The  marked  ballot  was  sent  to  a teller 
appointed  in  each  congressional  district.  The  teller 
in  turn  notified  the  congressman  in  each  respective 
district  of  the  vote  and  then  each  teller  sent  his 
total  to  the  federation’s  headquarters  where  all  the 
votes  were  tallied.  The  headquarters  office  notified 
all  of  the  congressmen  of  the  vote  result. — Secretary’s 
Letter,  A.M.A.,  March  14, 1949 


A SURVEY  OF  723  CASES  OF  CHOLECYSTITIS  AND  CHOLELITHIASIS 

Ralph  Colp,  M.D.,  and  Louis  J.  Lester,  M.D.,  New  York  City 
{From  the  Mount  Sinai  and  Gouverneur  Hospitals) 


THIS  summary  is  based  on  723  consecutive 
cases  of  biliary  tract  disease  which  were  sub- 
jected to  operation.  The  purpose  in  analyzing  this 
group  is  to  determine  the  incidence  of  the  various 
types  of  gallbladder  pathology,  the  procedures 
which  were  used  in  dealing  with  them,  and  the 
results  obtained.  The  series  is  unique  in  that  all 
cases  were  private  patients  operated  on  by  the 
senior  author.  The  cases  were  arbitrarily  di- 
vided into  groups  based  upon  the  pathology  in 
the  gallbladder. 


Acute  Cholecystitis 

The  diagnosis  of  acute  cholecystitis  cannot  be 
based  either  on  the  clinical  picture  or  on  the  gross 
operative  findings.  Frequently,  in  some  patients 
who  are  acutely  ill  and  in  others  in  whom  explora- 
tion discloses  an  apparently  acute  inflammatory 
process,  the  pathologic  report  of  the  excised  gall- 
bladder does  not  confirm  the  clinical  impression. 

It  was  decided,  therefore,  that  the  classification  t 
of  cases  should  be  determined  by  the  pathologist’s 
report.  With  this  criterion,  there  were  88  cases 
of  acute  cholecystitis  in  this  series.  The  age 
range  was  from  thirty  to  seventy-nine  years,  the 
disease  being  largely  confined  to  middle  life.  The 
sex  incidence  is  of  some  interest,  there  being  50 
men  (57  per  cent)  and  38  women  (43  per  cent)  in 
this  group.  This  is  rather  surprising  since  gall- 
bladder disease  is  generally  acknowledged  to  be 
about  twice  as  prevalent  in  women  as  in  men. 
This  preponderance  of  women  is  demonstrated 
by  the  cases  of  chronic  cholecystitis  which  will  be 
discussed  subsequently,  but  in  this  series  of  acute 
cases  the  men  predominated.  The  reason  for 
this  may  be  the  greater  frequency  of  heavy  physi- 
cal activity  among  men.  Trauma  may  lead  to 
the  impaction  of  a stone  in  the  ampulla  with  a 
resulting  hydrops. 

In  analyzing  the  history  of  these  cases  of  acute 
cholecystitis  it  was  found  that  22,  or  exactly  one 
fourth  of  the  group,  were  experiencing  their  first 
attack  of  gallbladder  disease.  In  other  words, 

25  per  cent  of  these  patients  were  not  aware  that 
they  had  an  infection  of  the  biliary  tract  until 
they  were  beset  with  an  acute  attack  of  cholecys- 
titis. Since  in  the  great  majority  of  these 
patients  stones  were  present  in  the  gallbladder  at 
the  time  of  operation  and  since  calculosis  must 
have  been  present  for  an  indefinite  period  of  time 
preceding  the  attack,  it  follows  that  in  these 
patients  the  biliary  calculi  did  not  cause  any 
symptoms.  Silent  stones  are  not  innocent  stones 
and  cannot  be  handled  with  complacence.  At 
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any  time  a stone  may  migrate  and  become  im- 
pacted in  the  neck  of  the  gallbladder,  precipitat- 
ing an  acute  hydrops  with  all  its  serious  implica- 
tions. The  presence  of  stones  in  the  gallbladder 
must  be  regarded  as  visible  evidence  of  disease  in 
an  organ  which  should  usually  be  extirpated. 

Sixty-six  cases  in  this  group  (75  per  cent  of  the 
total)  had  previous  symptoms  of  gallbladder 
disease  before  the  onset  of  the  acute  attack  re- 
quiring operative  interference.  Obviously,  this 
large  group  of  patients  neglected  the  signs  and 
symptoms  of  a diseased  gallbladder  which  could 
have  been  removed  during  an  interval  phase  with 
comparative  ease  and  safety,  rather  than  during 
an  acute  attack  with  its  increased  hazards. 

In  the  management  of  acute  cholecystitis,  no 
hard  and  fast  rules  were  followed,  and  each  case 
was  treated  as  an  individual  problem.  Patients 
were  hospitalized  promptly,  but  operation  was 
not  performed  with  the  same  degree  of  urgency  as 
in  acute  appendicitis.  It  was  considered  most 
important  to  correct  dehydration,  electrolyte 
loss,  and  azotemia,  as  well  as  to  replenish  liver 
glycogen.  During  this  time,  anywhere  from  six 
to  twenty-four  hours,  the  patient’s  clinical  course 
was  carefully  observed,  especially  for  the  occur- 
rence of  chills  and  the  presence  of  diabetes. 
Special  attention  was  given  to  the  white  blood 
cell  count,  the  temperature,  and  an  evaluation  of 
the.  abdominal  findings.  If  the  clinical  impres- 
sion seemed  - to  confirm  a progression  of  the 
disease,  if  chills  and  high  fever  occurred,  espe- 
cially in  diabetics,  then  operation  was  performed 
as  soon  as  the  patient’s  physical  condition  was 
deemed  satisfactory.  Certainly  the  removal  of 
an  acutely  inflamed  gallbladder  eliminates  the 
incidence  of  perforation,  biliary  peritonitis,  and 
portal  pylephlebitis.  However,  if  the  clinical 
picture  showed  definite  regression,  then  careful 
observation  was  continued,  for  it  was  found  that 
many  of  these  cases  would  subside  spontaneously 
so  that  cholecystectomy  could  be  deferred  for  a 
later  interval  procedure.  Chemotherapy  is  con- 
sidered to  have  little  place  in  the  treatment  of 
acute  cholecystitis  and  was  not  used  unless  there 
was  another  coexisting  indication. 

It  should  be  emphasized  here  that  the  phrase, 
“acute  cholecystitis,”  is  a generic  term  which 
covers  inflammatory  processes  of  varying  degrees 
of  severity.  It  does  not  include  many  gallblad- 
ders which  were  removed  during  an  acute  clinical 
attack  or  those  which  appeared  to  be  thickened 


and  mildly  inflamed  at  the  time  qfp^iferation  but 
in  which  no  microgcopjs/evlckihce'oi  acute  inflam- 
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matory  changes  were  reported.  It  is  well  known 
that  contents  of  a gallbladder  which  are  often 
considered  purulent  are,  in  reality,  “calcium 
milk”  or  inspissated  bile,  mucus,  and  cholesterol 
crystals.  In  this  group  of  88  acute  cases  con- 
firmed pathologically,  there  was  a high  proportion 
of  very  severe  infections.  There  were  15  cases  of 
frank  gangrene  of  the  gallbladder,  and  in  this 
group  one  patient  presented  an  acute  pancreatitis 
with  fat  necrosis,  another  had  a pericholecystic 
abscess,  and  a third  had  a free  perforation  with 
bile  peritonitis.  There  were  four  other  cases  of 
pericholecystic  abscess.  There  were  three  cases 
of  true  empyema  and  one  of  marked  ulcerative 
inflammation.  Thus  there  was  a total  of  23 
cases  in  which  the  infection  in  the  gallbladder 
could  be  termed  “very  severe.” 

Cholecystectomy  was  the  procedure  of  choice 
for  acute  cholecystitis,  being  performed  in  78  of 
the  88  cases.  In  the  other  ten  patients,  cholecys- 
tostomy  was  done.  These  were  poor  risk 
patients,  in  the  older  age  group  and  acutely  ill. 
Several  had  associated  disease  such  as  diabetes, 
hypertensive  cardiovascular  disease,  and  coronary 
sclerosis.  Cholecystostomy  was  only  done  as 
a simple  expeditious  procedure  to  provide  drain- 
age of  acute  infection  and  when  it  was  feared  that 
the  life  of  the  patient  would  be  seriously  jeopard- 
ized by  the  more  radical  procedure  of  cholecys- 
tectomy. Cholecystostomy  is  never  the  pro- 
cedure of  choice  for  acute  cholecystitis.  It  is  to 
be  employed  as  a life-saving  measure  in  selected 
cases. 

Stones  were  found  in  79  cases  (90  per  cent), 
and  in  nine  cases  (10  per  cent)  there  were,  no 
calculi.  It  is  felt  that  many  of  these  acute  non- 
calculous  inflammations  are  the  result  of  an 
activated  pancreatic  reflux.1 

Six  patients  in  this  group  of  88  had  a history 
of  previous  jaundice.  Five  other  patients  were 
actually  icteric  at  the  time  of  operation.  In 
these  11  cases  the  choledochus  was  explored  in 
only  one, because,  in  addition  to  being  jaundiced,  a 
dilated  common  duct  was  found  at  the  time  of 
operation.  However,  no  stone  was  found  in  this 
duct. 

In  the  six  patients  with  a history  of  jaundice 
and  in  the  four  other  patients  who  were  actually 
jaundiced  at  operation,  the  common  duct  was 
not  explored.  A history  of  jaundice  is  not  con- 
sidered a reliable  indication  for  exploration  unless 
the  jaundice  can  be  confirmed  by  a medical  wit- 
ness. Patients  are  often  very  vague  about  the 
color  of  their  urine  or  skin,  and  they  are  inclined  to 
give  false  positive  answers  in  response  to  leading 
questions.  We  do  not  feel  that  exploration  of  a 
common  duct  is  an  innocuous  procedure.  Choled- 
ochotomy  may  present  technical  difficulties  and 
is  often  accompanied  by  postoperative  complica- 


tions which  increase  the  period  of  convalescence. 
In  those  patients  who  were  actually  jaundiced  at 
the  time  of  operation,  the  icterus  was  usually  mild 
and  transient.  We  believe  that  it  is  usually  due 
either  to  an  inflammatory  edema  around  the 
common  duct,  to  actual  cholangitis,  or  to  reflex 
spasm  of  the  sphincter  of  Oddi.  For  this  reason 
it  is  felt  that  the  findings  at  operation  should 
determine  the  indication  for  common  duct  ex- 
ploration. If  the  duct  is  of  normal  caliber,  and 
no  stones  can  be  palpated  within  it  and  if  the 
cystic  duct  is  narrow,  then  there  can  be  little 
reason  for  opening  the  common  duct.  When  an 
acute  inflammatory  process  is  present  in  the  gall- 
bladder and  the  common  duct  appears  normal, 
then  it  becomes  extremely  likely  that  a low-grade 
jaundice  is  due  to  causes  other  than  intraductal 
lithiasis.  Of  the  ten  patients  with  a history  of 
jaundice  or  actual  jaundice  whose  common  ducts 
were  not  explored,  only  one  patient  (a  woman 
aged  seventy-nine)  had  subsequent  recurrent 
colic.  Two  years  later  she  had  a secondary 
operation,  at  which  time  stones  were  removed 
from  her  common  duct.  The  other  nine  pa- 
tients have  remained  well.  This  substantiates 
t the  contention  that  jaundice  alone  is  not  a reli- 
able indication  for  choledochotomy. 

The  postoperative  complications  encountered 
were  wound  infection  in  two,  dihiscence  in  two, 
subphrenic  abscess  in  one,  pneumonia  in  one,  and 
phlebitis  in  one.  There  was  one  death  in  this 
group  (a  mortality  rate  of  1.1  per  cent).  This 
occurred  in  a patient  who  eviscerated  on  the  first 
postoperative  day  and  succumbed  to  a pneumonia 
two  days  later. 

Chronic  Cholecystitis 

There  were  568  cases  of  chronic  cholecystitis  in 
this  series.  Women  outnumbered  men  more 
than  two  to  one.  The  patients  were  from  all 
decades  between  the  second  and  eighth,  with  the 
largest  number  being  in  the  age  group  forty  to 
forty-nine.  This  is  in  conformity  with  the  gen- 
erally recognized  predominance  of  biliary  disease 
in  middle-aged  women. 

The  history  of  these  patients  was  analyzed  for 
the  incidence  of  pain,  dyspepsia,  and  jaundice. 
Pain  was  by  far  the  most  important  complaint, 
occurring  in  508  cases,  or  89  per  cent  of  the  total. 
However,  the  type  of  pain  was  variable.  In  some 
it  was  characterized  by  definite  attacks  of  acute 
colic;  in  others  it  was  a chronic  ache  of  varying 
intensity  and  prone  to  exacerbations  after 
dietary  indiscretions.  Most  of  these  patients 
who  had  pain  also  complained  of  some  degree  of 
indigestion.  There  were  60  patients  ( 1 1 per  cent) 
whose  primary  complaint  was  indigestion  without 
pain.  Their  symptoms  were  marked  by  bloating 
and  belching,  with  epigastric  distress  and  nausea 
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precipitated  especially  by  fatty  foods.  In  the 
absence  of  colic,  one  is  hesitant  to  subject  a 
patient  to  surgery  unless  stones  or  a nonvisualiz- 
ing gallbladder  can  be  demonstrated  by  x-ray. 
The  results  of  cholecystectomy  for  noncalculous 
cholecystitis  are  notoriously  poor,  and  one  should 
be  quite  hesitant  to  advise  operation  if  indigestion 
is  the  only  symptom  and  cholecystography  re- 
veals a functioning  gallbladder.  All  patients, 
prior  to  operation,  were  subjected  to  cholecysto- 
graphic  studies,  and  only  those  who  revealed 
either  a nonvisualization  of  the  gallbladder  or  the 
presence  of  stones  were  explored. 

The  preoperative  preparation  of  patients  for 
biliary  tract  surgery  depends  upon  their  clinical 
status.  In  the  usual  elective  cases  the  x-rays 
and  medical  evaluation  are  done  before  admis- 
sion. Electrocardiographic  tracings  are  made  in 
elderly  patients,  and  a urea  nitrogen  determina- 
tion is  usually  done.  If  the  history  or  clinical 
findings  suggest  a poor  nutritional  state,  the  total 
proteins  of  the  blood  are  determined,  and  correc- 
tive measures  taken  if  necessary.  Obese  pa- 
tients are  advised  to  reduce  before  submitting 
to  surgery,  to  avoid  the  high  incidence  of  post- 
operative complications  which  are  associated 
with  obesity.  Routine  blood  counts  and 
urinalyses  are  performed  in  the  hospital  pre- 
operatively. 

In  patients  with  jaundice  certain  liver  function 
tests  are  done.  These  usually  consist  of  the 
cephalin  flocculation,  alkaline  phosphatase,  Van 
den  Bergh,  cholesterol  esters,  and  the  prothrom- 
bin level.  Stool  and  urine  are  examined  for  the 
presence  of  bile  derivatives.  Injections  of  glu- 
cose and  amino  acids,  along  with  vitamin  B com- 
plex, vitamin  C,  and  vitamin  K are  given  paren- 
terally  for  several  days.  The  blood  grouping  and 
Rh  are  determined,  and  transfusions  are  given 
as  indicated. 

It  is  a routine  on  our  service  to  introduce  a 
Levin  tube  into  the  stomach  prior  to  any  laparot- 
omy. This  prevents  postoperative  nausea,  vom- 
iting, and  distention  and  is  an  important  factor 
favoring  a smooth  convalescence. 

All  operations  on  the  biliary  tract  are  per- 
formed under  spinal  anesthesia  unless  there  is 
some  contraindication.  There  is  nothing  which 
facilitates  exploration  so  much  as  the  marked 
relaxation  and  freedom  from  respiratory  move- 
ment which  spinal  affords.  In  apprehensive 
patients,  intravenous  sodium  pentothal  is  some- 
times used  as  a supplementary  agent  unless 
jaundice  is  present.  In  those  occasional  cases 
in  which  general  anesthesia  is  used,  curare  has 
been  found  of  great  aid  in  providing  adequate 
relaxation. 

Cholecystectomy  with  drainage,  with  or  with- 
out choledochostomy,  is  the  procedure  of  choice  in 


chronic  cholecystitis  and  was  performed  in  99 
per  cent  of  these  patients.  In  only  five  instances 
was  cholecystostomy  performed  and  all  of  these 
patients  were  over  seventy  years  of  age  and  in 
poor  physical  condition.  Four  of  these  five  re- 
quired choledochostomy  as  well.  A surgeon 
must  have  an  excellent  excuse  for  not  removing  a 
diseased  gallbladder,  and  cholecystostomy  should 
be  reserved  for  only  a very  few  poor  risk  cases. 

Retrograde  cholecystectomy  in  our  hands  is  a 
simpler  and  safer  procedure  than  beginning  the 
dissection  of  the  gallbladder  at  the  ampulla. 
The  opponents  of  this  procedure  cite  as  a disad- 
vantage the  fact  that  the  field  is  obscured  by 
oozing  from  the  liver  bed  during  retrograde  re- 
moval. This  is  not  encountered  if  the  dissection 
is  done  in  the'  proper  cleavage  plane.  Besides, 
any  bleeding  from  the  liver  bed  is  easily  con- 
trolled by  gauze  held  in  place  by  a retractor.  It 
is  significant  that  most  surgeons  agree  that  diffi- 
cult cholecystectomies,  such  as  one  encounters 
with  acute  infections  of  the  gallbladder,  should 
be  done  from  the  fundus  downwards.  If  this 
method  is  preferred  for  difficult  situations,  it 
would  seem  that  it  should  be  most  satisfactory 
for  the  routine  cases.  We  feel  that  the  common 
and  hepatic  ducts  can  be  visualized  with  greater 
safety  by  this  method,  and  it  has  proved  emi- 
nently satisfactory  in  this  series  of  cases.  Drain- 
age is  employed  routinely  after  every  cholecys- 
tectomy by  placing  a Penrose  drain  in  Morison’s 
pouch. 

For  a number  of  years,  early  ambulation  has 
been  practiced.  Patients  are  allowed  in  a chair 
the  day  following  operation.  They  become 
ambulatory  in  rapidly  progressive  stages  and  can 
usually  walk  to  the  bathroom  in  two  or  three 
days.  It  is  difficult  to  assess  the  role  of  this 
program  in  the  reduction  of  postoperative  com- 
plications such  as  thrombosis  and  pneumonia. 
However,  there  is  no  doubt  that  early  ambulation 
greatly  shortens  the  period  of  convalescence, 
promotes  appetite  and  muscular  tone,  and  leads 
to  a general  feeling  of  well-being.  The  average 
patient  following  cholecystectomy  is  allowed 
home  on  the  eighth  or  ninth  day. 

In  many  cases  additional  procedures  were  done 
incidental  to  cholecystectomy.  Prophylactic  ap- 
pendectomy was  performed  through  the  same 
incision  whenever  it  was  possible  to  deliver  the 
cecum  and  when  the  case  was  uncomplicated. 
In  obese  patients,  or  following  a difficult  cholecys- 
tectomy, no  attempt  was  made  to  remove  the 
appendix.  In  three  patients  in  whom  a subtotal 
gastrectomy  was  performed,  cholecystectomy  was 
done  as  an  incidental  procedure.  In  one  case 
the  gallbladder  had  to  be  removed  because  of 
firm  inflammatory  adherence  to  an  active  duo- 
denal ulcer.  In  the  other  two  cases,  the  subtotal 
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gastrectomy  was  comparatively  simple,  and  since 
stones  were  present  in  the  gallbladder,  it  was  felt 
that  cholecystectomy  could  be  done  without 
additional  hazard.  These  complementary  pro- 
cedures did  not  add  to  the  mortality  or  increase 
the  morbidity. 

In  this  series  of  568  cases  of  chronic  gallbladder 
disease  there  was  a history  of  jaundice  in  48 
patients,  and  jaundice  was  actually  present  in 
23  patients  at  the  time  of  operation.  A com- 
parison was  made  of  the  findings  and  procedures 
in  those  cases  which  had  only  a history  of 
icterus  and  in  those  which  actually  presented 
clinical  evidence  of  jaundice  at  the  time  of 
operation. 

We  have  already  given  our  indications  for  ex- 
ploration of  the  common  duct  in'  the  discussion 
of  acute  cholecystitis.  The  majority  of  cases 
with  only  a history  of  jaundice  did  not  present 
sufficient  evidence  at  the  time  of  operation  to 
warrant  exploration  of  the  common  duct.  In 
only  38  per  cent  of  these  patients  an  exploration 
of  the  choledochus  was  performed  because  of  the 
presence  of  palpables  tones  or  a dilatation  of  the 
common  duct.  The  ducts  which  were  explored 
contained  stones  in  55  per  cent  of  the  cases. 

However,  a much  higher  percentage  of  ducts 
was  explored  (65  per  cent)  in  those  cases  in  which 
jaundice  was  actually  present  at  the  time  of 
operation.  In  these,  stones  were  present  in  73 
per  cent.  This  incidence  of  stones  in  the  common 
duct  is  higher  than  that  reported  by  most  ob- 
servers, but  that  is  to  be  expected,  since  the 
criteria  employed  here  for  exploration  were  more 
rigid. 

In  addition  to  the  group  of  jaundice  cases  an- 
alyzed above,  the  common  duct  was  explored  in 
eight  other  patients  who  were  not  jaundiced.  In 
these  cases  the  choledochus  was  definitely  dilated 
or  contained  calculi  which  were  palpable.  Stones 
were  found  in  all  instances. 

In  summary,  the  total  number  of  common 
ducts  explored  in  568  cases  of  chronic  cholecys- 
titis was  41,  or  7 per  cent  of  the  total.  Stones 
were  found  in  29  of  these  common  ducts,  or  71 
per  cent  of  those  explored.  The  high  incidence 
of  negative  findings  in  the  common  duct,  in  spite 
of  careful  selection  of  cases  for  exploration,  leads 
to  some  interesting  speculation.  There  must 
have  been  some  obstruction  to  the  outflow  of  bile 
to  produce  clinical  jaundice  and  a dilated  duct 
found  at  operation.  There  may  be  several  ex- 
planations for  this.  One  is  that  small  calculi  fre- 
quently traverse  the  common  duct  and  become 
impacted  in  the  ampulla  for  a varying  length  of 
time  before  being  extruded  into  the  duodenum. 
Another  explanation  for  transient  jaundice  in 
these  cases  may  be  attributed  to  a spasm  of  the 
sphincter  mechanism  as  a reflex  response  to  in- 


flammation elsewhere  in  the  biliary  tract.  This 
reflex  spasm  may  be  sufficiently  prolonged  to 
cause  an  obstruction  to  the  flow  of  bile,  leading  to 
jaundice.  Then,  when  the  inflammatory  process 
subsides,  the  spastic  sphincter  relaxes,  and  a nor- 
mal flow  of  bile  ensues.  In  the  meantime,  the 
temporary  obstruction  has  caused  some  dilatation 
of  the  common  duct.  Repeated  episodes  of  this 
type  could  cause  marked  enlargement  of  the 
biliary  tree  and  transient  clinical  jaundice  with- 
out intraductal  calculosis.  A dilated  common 
duct  is  not  an  infrequent  finding  in  the  presence 
of  a markedly  fibrotic,  clinically  diseased  gall- 
bladder. 

Whenever  a common  duct  is  explored,  T tube 
drainage  is  routinely  instituted,  the  end  of  the 
tube  being  brought  out  through  a right  subcostal 
stab  wound.  Choledochal  drainage  decom- 
presses the  duct,  permits  an  appraisal  of  the 
daily  secretion  of  bile,  and,  if  necessary,  an 
analysis  of  its  contents  from  a chemical  stand- 
point, especially  for  the  presence  of  pancreatic 
ferments.  Before  removing  the  T tube,  a 
cholangiogram  is  done  to  insure  choledochoduo- 
denal  patency  and  the  absence  of  calculi,  and, 
possibly,  to  visualize  the  pancreatic  duct. 

The  commonest  postoperative  complication  is 
prolonged  drainage  from  a subhepatic  exudate, 
which  almost  invariably  clears  spontaneously. 
Pulmonary  complications  such  as  pneumonia  and 
atelectasis  are  next  in  importance,  and  a greater 
variety  of  complications  are  encountered  only 
occasionally. 

There  were  three  deaths  in  this  series,  of  which 
at  least  two  were  unavoidable  (cerebral  hemor- 
rhage and  uremia).  The  third  death  was  a case 
of  secondary  hemorrhage  complicated  by  ileus. 

The  mortality  rate  for  these  568  cases  is  less 
than  0.5  per  cent. 

We  were  especially  interested  in  the  ultimate 
follow-up  of  patients  with  a history  of  jaundice 
or  the  presence  of  jaundice  at  the  time  of  opera- 
tion, in  whom  the  common  duct  was  not  ex- 
plored. There  were  36  patients  with  a history 
of  jaundice  and  12  patients  who  were  actually 
jaundiced  at  the  time  of  operation.  The  follow- 
up revealed  that  one  patient  developed  recurrent 
colic  necessitating  re-exploration  two  years 
later,  at  which  time  the  common  duct  contained 
gravel.  Another  patient,  in  whom  the  common 
duct  was  so  extremely  narrow  at  the  first  opera- 
tion that  it  could  not  be  probed,  returned  two 
months  later  with  an  attack  of  acute  pancreatitis 
and  jaundice  which  subsided  with  medical  treat- 
ment. All  other  patients  have  remained  well. 
Among  the  12  patients  with  actual  jaundice  at 
the  time  of  operation,  eight  could  be  followed 
for  a period  up  to  eight  years,  and  all  have  been 
perfectly  well. 
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Secondary  Common  Duct  Operations 

Common  duct  strictures  and  reconstructions 
are  not  included  in  this  discussion.  There  were 
19  common  duct  explorations  in  patients  who  had 
previous  surgery  confined  solely  to  the  gall- 
bladder. Sixteen  of  these  had  had  a cholecystec- 
tomy and  three  a cholecystostomy  performed  at 
other  hospitals.  Exploration  revealed  choledo- 
chal stones  in  ten  cases.  In  one  patient  there 
was  evidence  of  chronic  pancreatitis.  In  another 
patient  the  common  duct  appeared  to  be  normal. 

There  were  seven  instances  in  which  the 
common  duct  was  dilated  and  stones  were  not 
found.  We  feel  that  this  group  of  cases  repre- 
sents the  end  result  either  of  a recurrent  spasm 
of  the  sphincter  mechanism  or  a stenosis  of  the 
papilla  due  to  inflammation  or  hypertrophy 
of  its  musculature.  In  six  of  these  patients, 
as  well  as  in  two  in  whom  common  duct  stones 
were  found,  endocholedochal  sphincterotomy  was 
performed.  In  the  majority  of  cases  the  symp- 
toms were  relieved.2 

There  were  six  patients  who  had  had  previous 
common  duct  explorations  in  addition  to  cholecys- 
tectomy elsewhere.  The  presenting  symptoms 
in  four  of  these  patients  were  colic  and  jaundice, 
in  another  aundice  alone,  and  in  the  sixth  fever 
and  dyspepsia.  At  operation  a stone  was  found 
in  the  common  duct  in  four  patients  and  a gall- 
bladder stump  and  dilated  duct  in  a fifth.  One 
patient  had  only  a dilated  duct  without  stones, 
and  in  this  case  a sphincterotomy  was  performed. 
It  is  to  be  noted  that  most  of  the  cases  of  biliary 
dyskinesia  are  due  to  stones.  It  is  highly  prob- 
able that  these  stones  were  missed  at  the  initial 
operation,  although  calculi  may  form  primarily 
in  the  common  bile  duct.  One  can  be  sure  that  if 
even  a minute  amount  of  calcareous  material  is 
left  in  the  duct,  it  can  act  as  a nidus  for  further 
precipitation. 

There  were  no  deaths  in  these  25  cases  of  sec- 
ondary common  duct  explorations. 


Carcinoma  of  the  Gallbladder 

A number  of  tumors  of  the  gallbladder  were 
encountered  in  this  series.  There  were  eight 
cases  of  carcinoma,  seven  of  which  had  chole- 
lithiasis, three  cases  of  benign  papilloma,  and 
one  fibroma.  Carcinoma  of  the  gallbladder  is 
not  ar  rare  disease  and  is  almost  invariably  as- 
sociated with  stones  in  the  gallbladder.  Since 
the  prognosis  in  carcinoma  of  the  gallbladder  is 
uniformly  bad  and  since  the  incidence  in  this 
series  (1  per  cent)  is  actually  higher  than  the 
mortality  rate,  one  is  justified  in  removing 
calculous  gallbladders  if  for  no  other  reason  than 
as  a prophylaxis  against  cancer. 

One  case  of  carcinoma  of  the  hepatic  duct  and 
another  carcinoma  of  the  ampulla  of  Vater  were 
encountered  in  this  series. 

Summary 

1.  Seven  hundred  twenty-three  consecutive 
cases  of  biliary  tract  disease  are  reviewed. 

2.  Eighty-eight  cases  of  acute  cholecystitis 
were  managed  on  an  indi  vi dualized  basis.  Chole- 
cystectomy was  performed  in  a great  majority  of 
cases,  cholecystostomy  being  reserved  for  a few 
critically  ill  patients.  Transient  jaundice  as- 
sociated with  acute  cholecystitis  does  not  usually 
require  common  duct  exploration. 

3.  Among  568  cases  of  chronic  cholecystitis, 
94  per  cent  had  stones.  Cholecystectomy  was 
performed  in  99  per  cent  of  the  cases.  The  com- 
mon duct  was  explored  in  7 per  cent,  and  stones 
were  found  in  71  per  cent  of  those  explored. 

4.  Preoperative  preparation,  anesthesia,  op- 
erative technic,  and  postoperative  complications 
are  discussed. 

5.  Findings  in  secondary  common  duct  explo- 
rations are  presented. 
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PENICILLIN  IN  VENEREAL  DISEASE  CONTROL 


Cases  of  early  syphilis  are  being  treated  at  the 
United  States  Marine  Hospital,  Staten  Island,  with 
as  little  as  forty-five  cents  worth  of  penicillin.  This 
was  announced  recently  by  Dr.  R.  C.  Arnold, 
associate  director  of  the  Venereal  Disease  Control 
Research  Laboratory  of  the  U.S.  Public  Health 
Service,  at  the  annual  conference  of  the  New  York 
Tuberculosis  and  Health  Association  at  the  Hotel 
Statler. 

The  small  penicillin  dosage  of  300,000  units,  or  one 
cubic  centimeter,  is  given  in  a single  injection  into  a 
muscle,  Dr.  Arnold  said.  He  added  that  even  this 
small  amount  of  the  antibiotic  drug  would  cost 
many  more  times  his  45-cent  figure  if  bought  at  the 
corner  drug  store,  the  price  to  the  hospital  being  at 
U.S.  Government  wholesale  rates. 


“Even  then  the  small  dosage  is  strictly  experi- 
mental,” Dr.  Arnold  said.  “We  recommend  intra- 
muscular injections  of  from  two  to  three  times  that 
amount.” 

Dr.  Arnold  said  that  the  single  injection  method 
used  at  the  Marine  Hospital  cures  syphilis  in  72 
hours.  If  gonorrhea  is  present  the  one  injection 
kills  that  disease  at  the  same  time. 

The  incidence  of  both  syphilis  and  gonorrhea,  Dr. 
Arnold  said,  has  dropped  in  a spectacular  manner 
since  the  end  of  the  war.  In  the  country  as  a whole 
the  decrease  for  syphilis  has  been  about  22  per  cent, 
with  a drop  of  some  40  per  cent  being  recorded  in  the 
larger  cities.  This  decrease  he  attributed  to  a 
“settling  of  the  population”  and  to  the  advance  of 
penicillin  therapy. 


THE  HEART  IN  MYOTONIA  ATROPHICA 

Seymour  H.  Rinzler,  M.D.,  New  York  City 

(From  the  Cardiovascular  Research  Unit  of  Beth  Israel  Hospital) 


MYOTONIA  atrophica  is  a disease  of  muscle, 
usually  beginning  in  the  third  decade  of 
life,  which  is  characterized  by  coincident  wasting 
and  weakness  of  muscles.  The  muscles  usually 
involved  are  the  facial,  the  sternocleidomastoids, 
the  forearm  and  small  hand  muscles,  and  the  vasti 
and  anterior  tibial  dorsiflexor  muscles  of  the  lower 
extremity.  Curschmann  pointed  out  the  many 
extramuscular  manifestations  of  the  disease,  such 
as  lens  opacities,  frontal  baldness,  low  basal 
metabolic  rate  with  elevation  of  blood  cholesterol, 
and  in  males,  testicular  atrophy. 1 In  recent  years 
both  cardiac  and  gastrointestinal  manifestations 
have  been  noted.2-9 

Our  interest  in  the  heart  in  myotonia  atrophica 
was  stimulated  by  the  discovery  in  the  cardiac 
clinic  of  a patient  with  this  skeletal  muscle  dis- 
ease and  an  abnormal  electrocardiogram  showing 
a prolonged  P-R  interval  (0.24  second)  and  left 
discordant  bundle  branch  block  of  unknown 
cause  (Fig.  1). 

Case  Report 

M.  L.,  a forty-two-year-old  clerk,  was  admitted  to 
the  hospital  on  August  7,  1944,  because  of  a first 
attack  of  three  days  duration  of  pain  in  the  right 
calf  on  walking.  During  the  five  years  before  ad- 
mission, the  patient  began  to  notice  weakness  of  both 
legs,  atrophy  of  the  calf  muscles,  and  a “heavy  step- 
page”  gait.  He  had  difficulty  in  changing  from  a 
lying  to  sitting  position  and  in  straightening  up  after 
bending.  He  had  noted  no  particular  weakness  in 
the  arms,  no  loss  of  balancing  power,  and  no  sensory 
disturbances. 

The  physical  examination  revealed  a well-de- 
veloped and  well-nourished  white  male  in  no  acute 
distress,  although  giving  an  appearance  of  being 
chronically  ill.  The  skin  showed  a vitiligo  of  both 
feet  and  ankles.  There  was  baldness  of  the  hair  of 
the  head.  The  pupils  reacted  sluggishly  to  light  and 
accommodation.  The  left  lid  was  lower  than  the 
right.  The  eye  grounds  were  normal.  The  tongue 
deviated  to  the  right,  and  there  was  mild  atrophy  of 
the  papillae  of  the  right  side.  There  was  no  lym- 
phadenopathy.  The  lungs  were  clear  to  percussion 
and  auscultation.  The  heart  was  not  enlarged.  The 
sounds  were  distant.  The  second  pulmonic  sound 
was  split  and  was  greater  than  the  second  aortic 
sound.  There  was  a soft  systolic  blow  at  the  apex. 
The  radial  pulse  and  ventricular  rates  were  equal  at 
72  beats  per  minute.  The  blood  pressure  was  110/ 
80.  There  was  no  enlargement  of  the  liver  or  spleen 
and  no  peripheral  edema.  Muscular  and  neurologic 
examination  revealed  weakness  of  both  orbicularis 
oculi,  both  sternocleidomastoid,  both  anterior  tibial, 
and  both  quadriceps  muscles.  There  was  a thinning 


of  both  legs  as  well  as  the  lower  thirds  of  the  thighs. 
There  was  a bilateral  foot  drop.  Knee  jerks  were 
normal,  and  ankle  jerks  were  absent  bilaterally.  The 
Babinski  sign  was  negative.  There  was  no  ataxia  or 
sensory  change.  The  hands  showed  typical  myo- 
tonic reactions  in  that  the  relaxation  of  the  closed 
hand  was  unduly  prolonged.  The  testes  were 
atrophic. 

Laboratory  Data. — The  red  blood  count  was 
4,950,000  cells  per  cu.  mm.  with  81  per  cent  hemo- 
globin. The  white  blood  count  was  9,650  cells 
per  cu.  mm.  with  71  per  cent  polymorphonuclear 
leukocytes.  The  urine  examination  was  normal. 
The  fasting  blood  sugar  was  83  mg.  per  cent  with  a 
normal  glucose  tolerance  test.  The  nonprotein 
nitrogen  was  38  mg.  per  cent.  The  Wassermann 
was  negative.  The  basal  metabolic  rate  was  —25 
per  cent.  A spinal  tap  revealed  an  initial  pressure  of 
150  mm.  of  water.  The  terminal  pressure  after  re- 
moval of  15  cc.  of  fluid  was  120  mm.  of  water.  No 
cells  were  found.  The  glucose  was  56  mg.  per  cent; 
the  total  protein,  50  mg.  per  cent;  the  chlorides,  610 
mg.  per  cent;  and  the  Pandy  plus  minus.  The 
venous  pressure  was  9.5  cm.  water.  Blood  chemistry 
revealed  a sodium  level  of  373.3  mg.  per  cent,  potas- 
sium of  15.4  mg.  per  cent,  cholesterol  219  mg.  per 
cent,  phosphatase  (alkaline)  5.3  Bodansky  units. 
The  electrocardiogram  showed  a left  discordant 
bundle  branch  block.  Oscillometric  readings  at  the 
ankle  were  two  at  a blood  pressure  of  100  mm.  Hg 
on  the  right  side  and  l3/*  at  the  same  manometric 
reading  on  the  left.  Urine  examination  for  creatine 
showed  an  excretion  of  384  mg.  in  twenty-four  hours 
(normal — 0 to  50  mg.  in  twenty-four  hours).10 

Course. — A diagnosis  of  myotonia  atrophica  and 
left  bundle  branch  block  of  unknown  etiology  was 
made.  The  patient  was  started  on  quinine,  0.3  Gm. 
three  times  daily,  and  Vitamin  B complex.  At 
physiotherapy,  the  reaction  of  both  flexor  and  ex- 
tensor muscles  of  the  legs  to  faradic  current  was 
slow,  and  the  relaxation  was  very  long  and  gradual 
instead  of  sudden  as  in  the  normal  muscle.  Reaction 
to  galvanic  current  was  normal,  indicating  that  there 
was  no  nerve  involvement.  The  pain  in  the  right 
calf  disappeared  within  two  weeks  of  admission,  and 
the  patient  was  discharged  improved  to  the  neu- 
rology and  cardiac  clinics  on  September  7,  1944. 
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Fig.  1.  Electrocardiogram  taken  January  29, 
1947,  showing  P-R  interval  of  0.24  second  and  left 
bundle  branch  block.  This  record  is  similar  to 
those  taken  on  October  3,  1944,  January  3,  1945, 
and  July  30,  1946. 
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The  patient  was  seen  once  yearly  in  the  neurology 
clinic.  At  the  last  visit  on  July  30,  1946,  it  was 
noted  that  the  patient  had  been  off  quinine  for  one 
month  and  stated  that  he  felt  better  when  he  was  on 
the  medication.  The  electrocardiogram  still  showed 
a left  bundle  branch  block  identical  with  the  original 
tracing.  There  was  weakness  of  the  legs  on  walking. 
There  was  atrophy  of  the  facial  musculature,  more 
of  the  lower  part  of  the  face.  Otherwise  the  findings 
were  as  before. 

No  change  in  the  cardiac  status  was  found  on 
follow-up  in  the  cardiac  clinic.  Electrocardiograms 
taken  on  October  3,  1944,  January  3,  1945,  July  30, 
1946,  and  January  29,  1947,  were  identical  and  re- 
vealed a left  bundle  branch  block.  The  patient  had 
never  complained  of  precordial  pain,  dyspnea,  or 
orthopnea,  and  there  were  never  any  signs  of  con- 
gestive failure.  Fluoroscopy  on  January  29,  1947, 
revealed  the  heart  to  be  normal  in  size,  shape,  and 
position. 

A twenty-four  hour  collection  of  urine  on  February 
23,  1947,  on  an  unrestricted  diet  revealed  a creatine 
content  of  20  mg.  A 17  ketosteroid  done  on  March 
4,  1947,  was  16.7  mg.  in  twenty-four  hours  (normal 
— 10-30  mg.  in  twenty-four  hours).  Ophthalmic 
examination  on  March  17,  1947,  showed  dustlike 
opacities  in  the  lenses  seen  through  the  undilated 
pupil.  The  media  were  clear  and  the  fundi  normal. 
The  ocular  tension  was  unaffected  by  dilatation  of 
the  pupil. 

Atropine  sulfate,  2 mg.,  was  given  intravenously 
on  three  separate  occasions  to  study  the  effect  of 
this  drug  on  the  P-R  interval,  the  ventricular  rate, 
and  the  tolerance  of  a patient  with  myotonia 
atrophica  to  atropine,  as  measured  by  the  effect  on 
salivation  and  on  the  pupils. 

The  effect  on  the  ventricular  rate  is  outlined  in 
Table  1.  The  average  change  in  rate  for  the  three 
experiments  was  20  beats  per  minute. 

During  the  first  study,  some  dryness  of  the  mouth 
began  twenty-five  minutes  after  administration  of 
the  atropine.  Dryness  was  complete  after  thirty- 
three  minutes  with  a return  of  the  ability  to  salivate 
after  forty-four  minutes.  There  was  no  effect  on 
salivation  in  the  other  two  studies.  There  was  no 
effect  on  the  pupils  in  any  of  the  three  observations. 

The  first  two  studies  were  carried  out  with  com- 
mercially available  hypodermic  tablets  of  atropine 
sulfate.  For  the  third  study,  a solution  of  atropine 


TABLE  1. — Effect  of  Atropine  Sulfate  on  Ventricular 
Rate  of  a Patient  with  Myotonia  Atrophica 


Time  of 
Observa- 
tion 

(Minutes) 

March  22, 

Ventricular  Rate 
(Per  Minute) 
1947  April  19,  1947 

July  30,  1947 

Control 

88 

74 

80 

(2  mg.  atropine  sulfate  given 

intravenously) 

0:01 

105 

94 

100 

0:02 

105 

84 

100 

0:03 

100 

80 

100 

0:  10 

100 

84 

100 

0:25 

88* 

80 

104 

0:40 

100 

. . ** 

92** 

* Some  dryness  in  mouth  beginning  at  twenty-five  minutes 
after  injection  of  2 mg.  atropine  sulfate  intravenously;  un- 
able to  salivate  after  thirty-three  minutes.  Salivation  re- 
sumed after  forty-four  minutes.  No  effect  on  the  pupils. 

**  No  effect  on  pupils  or  salivation  after  forty  minutes  of 
observation. 


sulfate  was  specially  prepared,  and  a chemical  assay 
revealed  that  the  recorded  value  of  0.4  mg.  of  atro- 
pine sulfate  per  0.5  cc.  was  equal  to  0.4029  mg.  per 
0.5  cc.  in  the  chemical  assay. 

A further  study  of  the  effect  of  atropinization  on 
the  prolonged  P-R  interval  in  this  patient  was  made. 
During  the  first  study  only  standard  limb  leads  were 
taken.  After  atropinization  the  P waves  became  so 
low  as  to  be  inconclusive  for  accurate  measurement. 
Subsequent  observations  both  by  precordial  chest 
leads  and  by  use  of  the  speed  film  (75  mm.  per 
second)  indicated  no  significant  effect  of  atropiniza- 
ion  of  the  P-R  interval, 
t 

Discussion 

Evans,  in  1944,  clinically  examined  the  hearts 
of  13  patients  with  myotonia  atrophica  and  found 
the  following:  pulse  is  often  small  and  the  blood 
pressure  sometimes  low.  The  first  heart  sound  in 
the  mitral  area  may  be  split.  The  electro- 
cardiogram shows  prolongation  of  the  P-R  inter- 
val, low  voltage  of  the  P wave,  slurring  of  the 
QRS,  and  left  axis  deviation.  The  size  of  the 
heart  may  be  normal  or  may  appear  small,  but  in 
the  presence  of  considerable  lengthening  of  the 
P-R  interval,  moderate  enlargement  may  take 
place.7 

The  findings  of  other  authors  are  listed  in 
Table  2.2'9  The  characteristic  cardiovascular 
findings  include  hypotension,  prolonged  P-R  in- 
terval, bradycardia,  and  occasionally  prolonged 
QRS  interval.  Of  the  47  cases  summarized  from 
the  literature,  26  (55  per  cent)  had  a prolonged 
P-R  interval  (0.20  second  or  longer);  16  (34  per 
cent)  showed  bradycardia  (60  beats  per  minute  or 
slower) ; 6 (13  per  cent)  had  hypotension  (systolic 
pressure  of  100  mm.  Hg  or  lower),  and  3 (8  per 
cent)  had  a prolonged  QRS  interval  (0.12  second 
or  longer). 

Atropinization. — Ask-Upmark  ascribed  the 
bradycardia  and  prolonged  P-R  interval  to  an 
abundant  effect  of  the  “vagus  substance,”  acetyl- 
choline, and  felt  that  quinine  acts  by  inhibiting 
acetylcholine  at  the  myoneural  junction.9 

TABLE  2. — Cardiovascular  Abnormalities  in  Myotonia 
Atrophica  
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Ask-Upmark 

8 

4 

3 

Carrillo 

3 

2 

Evans 

13 

3 

2 

13 

i 

Guillain  and  Rouques 

7 

0 

2 

2 

l 

Havier  and  Decourt 

1 

1 

Maas  and  Zondek 

1 

1 

i 

Mondon  and  Pasquet 
Waring,  Ravin,  and 

1 

1 

1 

Walker 

13 

3 

5 

4 

l 

Total 

47 

6 

16 

26 

3 
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Havier  and  Decourt  found  that  intravenous 
administration  of  atropine  sulfate  (total  dose 
2.75  mg.  in  doses  of  1 mg.,  0.75  mg.,  and  1.0  mg. 
within  nineteen  minutes)  to  a patient  with  a heart 
rate  of  64  beats  per  minute  raised  this  rate  to  only 
88  beats  per  minute.4  The  P-R  interval  was  0.18 
second  before  atropinization  and  was  not  affected. 
Evans  stated  that  intravenous  atropine  had  no 
effect  on  the  prolonged  P-R  interval  in  two  pa- 
tients in  his  series.7 

Administration  of  2 mg.  of  atropine  sulfate  in- 
travenously to  our  patient  likewise  had  no  effect 
on  the  P-R  interval.  The  rationale  for  the  use  of 
tliis  drug  was  suggested  by  Bruenn  who  studied 
the  mechanism  of  impaired  auriculoventricular 
conduction  in  acute  rheumatic  fever.11  Using  1.5 
to  3 mg.  of  atropine  sulfate  intravenously,  he  was 
able  to  reduce  significantly  a prolonged  P-R  in- 
terval in  20  of  22  patients.  In  one  of  the  two  pa- 
tients unaffected  by  atropine,  impaired  auriculo- 
ventricular conduction  was  found  even  a year 
after  the  study,  and  the  patient  was  regarded  as 
having  structural  damage  to  the  junctional  tis- 
sues of  the  heart  as  a result  of  the  rheumatic 
lesion. 

The  average  increase  in  ventricular  rate  noted 
by  Bruenn  after  atropinization  was  26.4  beats  per 
minute.  This  figure  is  to  be  compared  with  the 
increase  Of  24  beats  per  minute  in  the  case  re- 
ported by  Havier  and  Decourt  and  an  average 
increase  of  20  beats  per  minute  in  our  patient. 

The  minimal  or  absent  effects  of  atropinization 
(2  mg.  intravenously)  on  the  pupils  and  the  proc- 
ess of  salivation  suggest  some  degree  of  tolerance 
to  atropine  sulfate  of  patients  with  myotonia 
atrophica.  Further  study  of  this  observation  is 
contemplated. 

Quinine  Sulfate. — The  question  of  whether 
quinine  sulfate  could  produce  a bundle  branch 
block  was  raised.  This  was  based  on  the  reports 
of  Maynard  and  Viko,  Marvin,  and  White  which 
indicated  that  quinidine,  another  cinchona  de- 
rivative, depresses  intraventricular  conduction 
and  under  some  conditions  produces  bundle 
branch  block.12’13  However,  even  after  cessation 
of  administration  of  quinine  sulfate  for  one  month, 
the  electrocardiogram  still  showed  a left  bundle 
branch  block.  The  excretion  of  quinine  given 
orally  is  almost  complete  within  twenty-four 
hours.14,15 

Cardiac  Involvement.— It  has  been  suggested 
that  the  myocardium  might  also  be  involved  in 
the  dystrophic  process,  but  others  hold  that  the 


changes  observed  clinically  resembled  those  due 
to  coronary  sclerosis.2-4’6’16  There  is  no  signifi- 
cant pathologic  confirmation  for  either  of  these 
beliefs.  However,  Bevans  in  a necropsy  study  of 
the  hearts  of  four  young  patients  (twenty,  four- 
teen, eighteen,  and  sixteen  years  of  age)  with  an 
allied  muscular  disorder,  namely,  progressive 
muscular  dystrophy,  found  gross  myocardial 
lesions  which  included  increase  and  opacity  of  the 
myocardial  fat,  streaks  of  fibrosis  throughout  the 
myocardium,  particularly  in  the  left  ventricle, 
and  slight  focal  thickening  of  the  endocardium.17 
On  microscopic  examination  the  myocardial 
fibers  showed  changes  similar,  but  not  identical, 
to  those  in  the  skeletal  muscles. 

Summary 

A patient  with  myotonia  atrophica  and  elec- 
trocardiographic evidence  of  prolonged  P-R 
interval  and  left  bundle  branch  block  is  pre- 
sented. 

A tolerance  in  this  chronic  muscular  disease  to 
atropine  sulfate  is  suggested  by  the  minimal  to 
absent  response  of  the  pupils  and  the  process  of 
salivation  to  intravenous  administration  of  2 mg. 
of  the  drug. 

A review  of  the  literature  covering  the  involve- 
ment of  the  heart  in  myotonia  atrophica  is  given. 
The  possibility  that  this  represents  another  rare 
form  of  heart  disease  is  offered. 
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VALUE  OF  HORMONE  CREAMS  HIGHLY  CONTROVERSIAL 


The  value  of  hormone  creams  as  “skin  rejuvena- 
tors”  is  highly  controversial,  points  out  Maxine 
Block,  Hollywood,  California,  in  Hygeia,  health 
magazine  of  the  American  Medical  Association. 
Writing  in  the  March  issue  of  the  magazine,  Mrs. 


Block  emphasizes  that,  although  the  relation  of 
cancer  to  sex  hormones  is  still  a laboratory  problem, 
tests  on  animals  showed  that  there  is  some  danger 
that  the  hormones  may  cause  malignancy.  J .A. 
M.A.,  February  25,  1949 


STANDARDS  FOR  CARE  OF  CHRONICALLY  ILL 

A.  P.  Merrill,  M.D.,  New  York  City 

(From  the  St.  Barnabas  Hospital  for  Chronic  Diseases ) 


IN  A PROGRAM  for  integrated  hospital  care, 
the  patient  with  chronic  disease  deserves 
special  consideration.  Although  the  neglected 
stepchild  of  organized  medical  and  health  efforts 
in  the  past,  he  can  no  longer  be  relegated  to  a 
minor  role,  for  chronic  disease  causes  three  times 
more  disability  than  acute  illness  and  blights  the 
life  of  every  fifth  inhabitant  of  the  United  States 
(Table  l).1  The  problem  of  chronic  disease  is  al- 
most as  challenging  to  our  generation  as  the 
atomic  bomb.  Adequate  care  of  the  chronic 
patient  is  the  number  one  health  problem  of  the 
nation. 


TABLE  1. — Rates  of  Illness  According  to  Several 
Measures  in  the  United  States* 


Type  of  Information 

Rate 

Percentage  of  persons  disabled  on  day  of  visit 

4.4 

Percentage  of  persons  disabled  for  whole  12 
months  immediately  preceding  visit 

1.2 

Percentage  of  persons  reported  as  having 
chronic  disease  or  impairment 

17.7 

Illnesses  disabling  for  1 week  or  longer  during 
12  months  immediately  preceding  visit 
(frequency  per  1,000  persons) 

All  illnesses 

171.0 

Acute 

123.0 

. Chronic 

48.0 

' Diseases 

45.0 

Impairments 

2.9 

Excluding  persons  disabled  for  whole  period 

159.0 

Number  of  days  of  disability  per  person  ob- 
served 
All  illnesses 

9.9 

• Acute 

2.6 

Chronic 

7.3 

Diseases 

6.3 

Impairments 

1.0 

Excluding  persons  disabled  for  whole  period 

5.6 

Number  of  days  of  disability  per  case 
All  illnesses 

58.0 

Acute 

21.0 

Chronic 

154.0 

Excluding  persons  disabled  for  whole  period 

36.0 

Percentage  of  workers  (15  to  64  years  of  age) 
who  were  reported  to  be  "unemployable”  by 
reason  of  disability 

1.1 

* Adapted  from  Reference  1. 


Half  of  the  25  million  victims  of  chronic  illness 
(177  per  1,000  population,  or  17.7  per  cent)  are 
under  the  age  of  forty-five,  and  one  in  every  six 
is  under  twenty-five.2  The  million  and  a half 
complete  invalids  from  chronic  disease  (10.8  per 
1,000  population)  cause  the  loss  of  a billion  days 
a year  from  constructive  pursuits.3  Medical 
science  has  conquered  the  ravages  of  acute  in- 
fectious diseases  and  increased  the  life  span  of 
man  100  per  cent,  from  twenty-nine  years  in 
ancient  Grecian  times  to  a level  well  over  sixty 


years  today.  In  extending  and  saving  life,  how- 
ever, medicine  has  created  a new  and  serious 
problem,  the  patient  with  chronic  illness — the 
cause  of  two  thirds  of  our  deaths  today,  compared 
with  only  one  fifteenth  seventy  years  ago.  Prog- 
ress in  the  diagnosis  and  treatment  of  diseases 
of  the  long-term  variety  has  not  decreased  the 
incidence  of  these  illnesses  (Table  2). 


TABLE  2. — Estimate  of  N dmber  of  Americans  Suffering 
from  Chronic  Diseases* 


Number 

of 

Disease  Persons 

Rheumatism  and  arthritis 6,500,000 

Heart  disease 5,000,000 

Arteriosclerosis  and  high  blood  pressure 3,700,000 

Hay  fever  and  asthma 3,450,000 

Persons  crippled  by  infantile  paralysis  and 

other  orthopedic  diseases 2,600,000 

Syphilis  (rough  estimate) 2,000,000 

Hemorrhoids 2,000,000 

Varicose-veins 1,750,000 

Chronic  bronchitis 1,700,000 

Nervous  and  mental  diseases 1,450,000 

Nephritis  and  other  kidney  diseases 1,550,000 

Goiter  and  other  thyroid  ailments 1,200,000 

Sinusitis 1,150,000 

Cancer  and  other  tumors 930,000 

Diseases  of  female  organs 720,000 

Tuberculosis,  all  forms 680,000 

Diabetes  mellitus 660,000 

Diseases  of  gallbladder  and  liver. 640,000 

Ulcers  of  stomach  and  duodenum 330,000 


* Based  on  figures  compiled  by  George  St.  J.  Perrott,  U.S. 
Public  Health  Service.  The  total  is  23,000,000  because  some 
Americans  are  afflicted  with  two  or  more  chronic  diseases 
(adapted  from  Reference  3). 


An  integrated  and  standardized  program  for 
chronic  patients  is  nonexistent,  as  are  order  and 
logic  in  their  care.  Some  chronic  patients  are  in 
nursing  homes  and  homes  for  the  aged  not  prop- 
erly equipped  for  their  care;  others  who  should 
be  in  hospitals  are  at  home;  still  others  are  in 
hospitals  when  they  should  be  at  home.  “The 
problem  is  twofold.  These  patients  need  an  in- 
creasing amount  of  professional  and  institutional 
care,  and  ways  and  means  must  be  developed  to 
provide  that  care.”4 

The  report  of  the  Commission  on  Hospital  Care 
cites  only  315  hospitals  with  but  51,861  beds  for 
long-term  patients  in  the  United  States,  includ- 
ing convalescent,  other  than  those  for  mental, 
tuberculous,  and  Federal  civilian  patients.4 
When  the  latter  three  are  included,  however,  they 
comprise  61.6  per  cent  of  the  total  beds  and  21.6 
per  cent  of  the  nation’s  hospitals.* 


Read  before  the  Forum  on  Special  Problems  at  the  26th 
Annual  American  Hospital  Standardization  Conference  of  the 
American  College  of  Surgeons,  New  York  City,  September  11, 
1947. 


* Total  of  5,982  hospitals  and  1,278,074  beds:  Short-term — 
4,691  hospitals  or  78.4  per  cent,  491,230  beds  or  38.4  per  cent: 
long-term — 1,291  hospitals  or  21.6  per  cent,  786,844  beds  or 
61.6  per  cent  (American  Hospital  Directory,  1946). 4 
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A large  number  of  beds  for  chronic  patients 
are  in  nursing  homes  which  are  neither  members 
of  the  American  Hospital  Association  nor  regis- 
tered by  the  American  Medical  Association. 
Albeit  such  institutions  provide  considerable 
service,  they  are,  for  the  most  part,  of  small 
capacity  and  provide  inadequate  general  care. 
General  hospitals,  on  the  other  hand,  often  allot 
beds  for  use  of  chronic  patients;  their  quality  of 
care  usually  is  good. 

It  should  be  stressed  that  not  only  is  there  need 
for  regulation  of  nursing  homes  and  other  in- 
stitutions for  the  care  of  the  chronically  ill  to 
guarantee  better  quality  of  care  and  patient- 
safety,  but  there  is  urgent  need  for  further  de- 
velopment of  hospital  care.  A considerable  num- 
ber of  such  new  extensions  could  be  attached  to 
already  existing  general  hospitals,  thus  improving 
continuity  and  integration  of  medical  and  hos- 
pital service  by  close  physical  proximity.  This 
principle  is  especially  applicable  to  small  com- 
munities where  general  hospitals  have  not  ex- 
ceeded optimal  size  for  efficient  and  economic 
operation,  as  perhaps  is  the  situation  in  some  of 
the  large  urban  centers. 

On  the  other  hand,  the  special  hospital  for 
chronic  diseases  is  adapted  particularly  to  the 
health  and  medical  needs  of  urban  communities. 
Therefore,  construction  of  special  hospitals  of  the 
long-term  variety  seems  indicated  in  large  cities 
in  order  to  meet  community  needs  for  the  chronic 
sick  where  population  exceeds  100,000. 

Two  beds  per  1,000  population  are  recom- 
mended by  public  health  authorities  as  the 
minimum  number  for  adequate  hospital  care  of 
chronic  patients.5  On  this  basis  280,000  beds  for 
long-term  patients,  five  and  one-half  times  more 
than  now  available,  would  be  required  for  the 
country  as  a whole.  It  has  been  suggested  that 
over  50  per  cent  of  these  beds  would  be  required 
for  patients  needing  active  medical  care.  The 
remaining  50  per  cent,  or  one  bed  per  1,000, 
would  be  for  patients  needing  custodial  care  but 
under  medical  supervision.6  However,  in  view 
of  recent  developments  in  the  technics  of  re- 
habilitation and  hospital  care  of  patients  with 
chronic  disease,  I am  of  the  opinion  that  all  of 
the  two  beds  per  1,000  population  will  be  needed 
for  active  hospital  care,  especially  in  view  of  the 
large  number  of  long-term  patients  now  being 
cared  for  in  general  hospitals. 

In  addition,  there  is  need  for  two  and  one-half 
beds  per  1,000  population  for  the  chronically  ill 
in  related  institutions  of  high  quality,  which 
would  comprise  beds  in  nursing  homes,  homes  for 
the  aged,  convalescent  homes,  infirmaries,  super- 
vised boarding  homes,  and  other  related  institu- 
tions. Accurate  statistics  have  not  been  secured 
as  to  the  total  number  of  beds  available  for 


chronic  patients  throughout  the  United  States 
in  related  institutions.  These  needs  should  be 
determined  by  adequate  surveys. 

In  summary,  the  estimated  minimum  need  for 
beds  in  hospitals  and  related  institutions  of  high 
quality  for  the  chronically  ill  is  four  and  one-half 
beds  per  1,000  population,  including  two  beds 
per  1,000  for  hospital  care  and  two  and  one-half 
beds  per  1,000  for  custodial  care  in  the  related- 
type  institution.7 

Of  the  one  and  a half  million  persons  (10.8  per 

1.000  population)  in  the  nation  disabled  for  over 
a year  from  chronic  illness,  about  42  per  cent,  or 

630.000  would  benefit  from  medical  care  in  a 
hospital  or  related-type  institution  (Fig.  I).3 
This  is  based  on  the  need  of  four  and  one-half 
beds  per  1,000  population,  or  a total  of  630,000 
beds,  for  the  care  of  chronic  patients  in  hospitals 
and  related-type  institutions.  Forty-four  and 
four-tenths  per  cent  of  these,  or  280,000  persons, 
would  benefit  from  active  medical  attention,  the 
remainder  requiring  mostly  custodial  care  under 
medical  supervision.  Therefore,  all  the  280,000 
hospital  beds  recommended  for  the  nation  for 
patients  with  chronic  disease  should  be  used  for 
active  medical  treatment,  and  the  other  350,000 
beds  should  be  restricted  to  custodial  care  of  long- 
term patients  under  medical  supervision  in  re- 
lated-type institutions  of  high  quality. 


D, 


sease 


Number  of  Invalids  fin  Thousands) 


and  other 
of  Female 


Nervous  and  Mental 
Diseases 

Rheumatism 
Heart  Diseases 
Tuberculosis  - all  forms 

Arteriosclerosis  and  high 
Blood  Pressure 
Diabetes  Melhtus 

Nephritis  and  other 
Kidney  Diseases 
Asthma 

Can. 

Tun 

Diseases 
Organs 
Chronic  Diseases  of  the 

Diseases  of  Gall  Bladder 
and  Liver 
H e r n i a 

Ulcers  of  the  Stomach 
and  Duode/ium 
Anemia 

Chronic  Diseases  of 
the  Skin 

Chronic  Bronchitis 

Diseases  of  Bladder 
and  Urethra 
Other  Diseases  of  the 
Circulatoru  SuStem 
Goiter  and  otner 
Thuroid  Diseases 
Varicose  Veins 

Diseases  of  Prostate  and 
Male  GenitO- Urmarq  Organs 
Chronic  Tonsillitis  and  other 
Throat  Affections 
Sinusitis 

Hemorrhoids 

Chronic  Diseases  of  the 
Ear 

Chronic  Pleurisq 

Chronic  Append.citis 


I6.IOO  | 
16.000 
<6.000 
«2  900 
S.400 
9.200 
8.900 


3.900 

3.600 

2.900 

2.600 
2.SOO 


Fig.  1.  Estimated  number  of  invalids  disabled 
from  specified  chronic  diseases  in  the  United  States 
in  1937  (adapted  from  Reference  3). 
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Improvement  and  standardization  of  medical 
and  nursing  procedures  in  the  care  of  the  long- 
term patient  are  greatly  needed.  Chronic  in- 
stitutions usually  lack  a sufficient  and  competent 
staff,  professional  and  nonprofessional.  Accom- 
modations for  patients,  and  facilities  for  diagno- 
sis and  treatment  are  inadequate.  The  medical 
and  nursing  needs  challenge  the  highest  type  of 
skill  which  these  professions  are  able  to  render. 
The  combination  in  one  patient  of  confinement  to 
bed  because  of  serious  disease,  together  with  in- 
continence and  inability  to  feed  himself,  presents 
an  overwhelming  problem  in  prevention  of  bed- 
sores and  general  deterioration. 

The  type  and  quality  of  medical  care  required 
by  chronic  patients  differ  little  from  those  needed 
by  patients  afflicted  with  acute  illness.  Every 
diagnostic  and  therapeutic  facility  existing  in  the 
general  hospital  should  be  available  to  the  chronic 
patient.  In  addition,  special  features  should  be 
provided,  such  as  bedside  radios  and  diversional 
activities,  together  with  rehabilitation  programs. 

Rehabilitation  methods  learned  from  World 
War  II  are  beginning  to  be  applied  to  the  civilian 
population  which  includes  a much  larger  number 
of  chronically  diseased  and  handicapped  persons 
than  were  disabled  as  a result  of  the  war,  by  a 
ratio  of  at  least  5 to  l.8  Technics  of  physical, 
mental,  and  vocational  rehabilitation  have  a 
wider  field  of  application  in  the  chronic  hospital 
than  has  been  suspected.  This  is  a hopeful  pros- 
pect for  chronic  patients,  particularly  those  in 
the  younger  age  group,  under  forty-five  years, 
who  comprise  half  of  the  total  twenty-five  million 
victims  in  the  nation  today. 

General  hospitals  usually  lack  sufficient  solaria, 
balconies  for  sunshine,  adequate  gardens  and 
grounds,  and  other  recreational  facilities  essential 
to  the  long-term  patient ; throughout  the  country 
as  a whole  these  desirable  features  are  not,  un- 
fortunately, available  to  chronic  patients.  The 
special  chronic  hospital,  new  in  construction  and 
designed  with  these  particular  facilities,  is  needed, 
especially  in  large  cities.  Special  hospitals  thus 
established  should  be  self-sustaining,  embracing 
all  the  facilities  and  services  now  customarily 
thought  of  in  connection  with  general  hospitals, 
or  should  be  affiliated  so  that  there  is  no  lack  of 
complete  professional  and  auxiliary  benefits. 

Various  public  welfare  and  health  organizations 
should  strive  to  improve  services  available  to 
chronic  patients  being  cared  for  in  private  and 
nursing  homes.  Affiliation  between  general  hos-» 
pitals  and  nursing  homes  raises  standards  of  care 
in  the  latter.  Plans  have  been  advanced  for 
physicians  and  nurses  to  care  for  these  patients 
in  their  own  homes.  It  is  unfortunate  that  in 
many  county  homes,  homes  for  the  aged,  and 
similar  institutions,  insufficient  emphasis  is 


placed  on  individual  care  needed  by  many  of 
these  patients.  These  institutions,  however,  may 
well  serve  those  patients  who  require  only  domicil- 
iary care;  yet  they  too  should  be  affiliated 
closely  with  a general  hospital.4 

One  obstacle  in  providing  adequate  hospital 
service  for  patients  with  chronic  disease  is  the 
almost  prohibitive  cost  involved.  Ordinarily, 
the  chronic  patient  already  has  been  in  and  out 
of  several  general  hospitals  so  that  his  funds,  as 
well  as  those  of  his  family  and  relatives,  are  ex- 
hausted. The  per  diem  cost  for  care  of  the  long- 
term patient,  however,  is  generally  about  half  to 
two-thirds  of ' that  for  the  acutely  ill.  This  is 
true  whether  long-term  patients  are  cared  for  in 
a separate  unit  of  a general  hospital  or  in  a self- 
contained  chronic  hospital.  Many  of  our  chronic 
hospitals  are  supported  by  taxation;  others  are 
sponsored  by  private  philanthropy.  The  com- 
munity and  other  governmental  agencies  should 
provide  for  long-term  patients  unable  to  pay 
cost  of  care  in  general  hospitals  or  in  other 
specialized  institutions. 

A solution  can  reasonably  be  expected  for 
many  of  the  problems  of  aging  and  of  degenerative 
diseases  when  investigation  in  the  basic  sciences 
is  encouraged  by  further  hospitalization  of  pa- 
tients with  long-term  illnesses.  New  technics  and 
methods  of  therapy  will  be  developed  more 
quickly  and  their  use  made  better  known  through 
such  efforts.  The  primary  difference  between 
the  long-  and  the  short-term  patient  is  the  amount 
of  special  service  required  and  the  average  length 
of  stay  in  hospitals.  Hospitalization  of  patients 
affords  the  best  opportunity  for  study  and  re- 
search to  mitigate  present  undesirable  results  and 
reduce  the  incidence  of  chronic  diseases. 

Medical  teaching  should  take  cognizance  of 
this  changed  emphasis  in  disease  incidence; 
medical  students,  interns,  residents,  and  practi- 
tioners of  medicine  should  receive  proper  instruc- 
tion in  diagnosis  and  therapy  of  chronic  degenera- 
tive diseases  in  early  and  advanced  stages. 
Ample  material  is  available  for  undergraduate 
and  graduate  teaching,  and  affiliations  with 
medical  schools  should  be  developed  with  this 
goal  in  mind.  Physicians,  medical  and  nursing 
students,  and  registered  nurses  should  have  op- 
portunity for  firsthand  study  of  all  aspects  of 
chronic  illnesses  through  adequate  hospitalization 
of  long-term  patients. 

Since  the  problems  of  chronic  disease  and  the 
aging  process  are  so  diverse  and  of  such  far- 
reaching  consequence,  it  is  felt  that  a national 
commission  on  chronic  diseases  should  be  estab- 
lished, including  wide  representation  from  both 
professional  and  consumer  groups,  with  the 
thought  of  giving  more  thorough  study  to  the 
problem,  out  of  which  may  come  recommenda- 
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tions  for  further  voluntary  efforts  as  well  as  gov- 
ernmental support. 

A challenge  and  an  opportunity  face  the  general 
as  well  as  the  chronic  hospitals  of  today  in 
application  of  modern  scientific  and  medical 
discoveries  to  the  field  of  long-term  illness. 
The  success  which  these  objectives  may  attain 
will  depend  largely  upon  the  vision  and  foresight 
manifested  by  progressive  hospital  administrators, 
boards  of  trustees,  and  the  medical  and  nursing 
professions  in  mobilizing  community  resources 
in  support  of  these  deserving  endeavors  on  be- 
half of  long-suffering  patients  with  chronic 
sickness. 

Freedom  from  disease  must  be  included  among 
our  immediate  goals,  aided  through  an  adequate 
plan  of  integrated  hospital  service  for  the  chroni- 


cally ill.  Our  aim  should  not  only  be  to  add 
years  to  life  but  life  to  the  years. 
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URGES  AWAKENING  TO  THREAT  OF  SOCIALISM 


Business  and  professional  people  must  abandon 
their  comfortable  belief  that  socialization  of  medi- 
cine and  other  professions  and  industry  “can’t 
happen  here,”  Dr.  Ernest  E.  Irons,  Chicago,  presi- 
dent-elect of  the  American  Medical  Association, 
told  members  of  the  Woman’s  Auxiliary  of  the 
Chicago  Medical  Society  on  Tuesday,  March  8. 

“I  urge  you  to  take  this  present  threat  to  America 
and  our  free  institutions  seriously.  This  is  a fight  to 
prevent  the  importation  of  a ruinous  socialism, 
which  developed  and  has  repeatedly  failed  in  Europe, 
into  our  up-to-now  free  America,”  Dr.  Irons  said. 

“Among  Federal  Security  Administrator  Oscar 
Ewing’s  allegations  in  justification  of  taking  over  the 
medical  care  of  the  American  people  is  the  charge 
that  the  physicians  as  represented  by  the  American 
Medical  Association  have  no  program,  or,  if  they 
have,  it  has  worked  so  badly  that  we  as  a nation  are 
about  to  fall  to  pieces.  The  fact  is  that  we  enjoy  the 
best  health  and  the  best  medical  care_of  any  nation 
on  earth,”  he  said. 

“In  support  of  his  demand  for  political  medicine, 
Mr.  Ewing  quotes  draft  statistics  which  have  been 
cunningly  misstated  by  those  who  consistently  have 
been  attempting  to  undermine  our  government. 
Selective  service  statistics  are  mishandled  by  as- 
suming that  the  percentage  of  total  rejections  rep- 
resented a cross  section  of  the  entire  male  popula- 
tion subject  to  draft.  The  fact  is  that  before  the 
draft  there  were  removed  from  the  group  2,700,000 
acceptable  men  who  enlisted  voluntarily. 

“Another  35.5  per  cent  were  deferred  for  essential 
occupation  or  dependency.  Ten  million  of  the  re- 
mainder were  examined  from  December  7,  1941,  to 
December  31,  1943;  3,600,000  were  rejected.  Of 


these  rejections,  21.7  per  cent  were  rejected  for 
illiteracy,  mental  deficiency,  and  venereal  disease; 
43.26  per  cent  for  mental  disease,  defective  heart 
ailments,  amputations — a total  of  almost  two  thirds 
of  all  rejections. 

“By  most  liberal  estimates  only  about  20  per  cent 
of  the  rejections  were  for  preventable  disease. 
Political  medicine  will  hot  cure  flat  feet  or  illiteracy. 

“Glowing  promises  are  made  by  Mr.  Ewing  of 
complete  over-all  medical  care.  No  mention  is  made 
of  the  certainty  of  the  deterioration  of  quality  of 
care  which  inevitably  will  follow  a system  admin- 
istered by  governmental  regimentation,  and  which 
has  always  followed  in  nations  where  compulsory 
sickness  insurance  has  been  tried. 

“A  payroll  tax  of  l1/*  per  cent  is  suggested  in  pres- 
ent discussion,  but  even  proponents  of  the  plan 
admit  that  this  tax  will  quickly  rise  to  4 per  cent  and 
eventually  to  9 per  cent  and  more.  For  sales  pur- 
poses to  the  people,  the  cost  of  administering  com- 
pulsory medicine  is  now  estimated  between  three  and 
four  billion  dollars  per  year;  the  real  fact  is  that  the 
cost  will  rise  from  six  billion  to  18  billion  per  year. 

“On  the  basis  of  German  experience,  there  will  be 
added  to  the  government  employes  1,500,000  more 
payrollers.  The  worker  already  parts  with  20  to 
30  per  cent  of  his  wages  through  hidden  and  payroll 
taxes,  and  compulsory  medicine  will  take  still  more 
from  him  for  a service  of  dubious  quality. 

“In  this  fight  for  preservation  of  our  freedom  in 
medicine  and  the  preservation  of  American  de- 
mocracy, there  can  be  no  compromise.  We  are 
either  for  or  against  socialization  of  medicine  and 
the  socialization  of  America,  either  black  or  white. 
There  can  be  no  gray.” 


THE  USE  AND  ABUSE  OF  THE  ANTITHYROID  DRUGS 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 

( From  the  Department  of  Surgery,  St.  Peter's  Hospital) 


THE  frequent  reference  in  the  current  medical 
and  surgical  literature  to  the  utilization  of  the 
thiourea  group  of  drugs  in  hyperthyroidism  has 
produced  confusion.  This  confusion  has  resulted 
in  an  erroneous  interpretation  of  the  value  and 
usage  of  the  antithyroid  drugs.  In  addition  to 
the  confusion  that  reigns,  a hidden  antagonism 
exists  between  the  internist  and  the  surgeon. 
Often  the  internist  is  of  the  opinion  that  thioura- 
cil,  thiobarbital,  or  propyl  thiouracil  will  obviate 
the  need  for  thyroidectomy.  The  surgeon,  on  the 
other  hand,  opposes  the  medical  treatment  of 
hyperthyroidism  without  thought  to  an  eventual 
surgical  procedure.  A clear  understanding  of  the 
use  of  the  antithyroid  drugs  will  not  only  eradi- 
cate the  animosity  between  surgeon  and  internist 
but  will  also  establish  a pattern  for  the  rational 
management  of  patients  with  thyroid  disease. 

As  a preamble,  it  must  be  admitted  that  the 
final  word  in  the  treatment  of  thyroid  disease 
has  not  been  written.  The  antithyroid  drugs 
have  been  a great  contribution  in  the  manage- 
ment of  the  hyperthyroid  patient.  However,  in 
view  of  the  fact  that  the  fundamental  cause  of 
hyperthyroidism  is  not  known  and  since  it  camiot 
be  determined  whether  or  not  the  thiourea  group 
of  drugs  affect  this  causative  factor,  these  drugs 
cannot  be  accepted  as  specific  remedial  agents 
for  hyperthyroidism.  This  belief  is  further  sub- 
stantiated by  the  known  fact  that  other  glands 
have  enlarged  when  the  thiourea  drugs  have  been 
administered.  Enlargements  of  the  salivary 
gland  and  the  pancreas  have  been  reported.1 
Therefore,  these  drugs  cannot  be  classified  as 
specific  agents  acting  solely  on  the  thyroid  gland. 

Notwithstanding  our  incomplete  knowledge, 
the  use  of  the  antithyroid  drugs  has  found  a 
definite  place  in  the  management  of  hyperthy- 
roidism. These  drugs  are  thiouracil,  thiobar- 
bital, and  propyl  thiouracil.  Of  the  three  drugs, 
propyl  thiouracil  has  the  widest  range  of  safety. 
The  lowest  incidence  of  toxicity  is  recorded  fol- 
lowing its  use.  The  maximum  therapeutic 
efficiency  of  this  drug  is  obtained  by  administer- 
ing it  in  a 200-mg.  daily  dose.1 

This  drug,  when  administered  over  a sufficient 
length  of  time,  will  cause  an  elevated  basal  meta- 
bolic rate  to  return  to  normal.  Generally 
speaking,  the  drug  must  be  administered  for  the 
same  number  of  days  that  the  basal  metabolism 
is  elevated.  Thus,  a basal  metabolism  rate  of 
50  would  indicate  that  propyl  thiouracil  would 
be  given  for  approximately  fifty  days  with  a daily 
dosage  of  200  mg. 


The  next  question  to  answer  concerns  the  type 
of  hyperthyroid  patient  that  should  receive  the 
drug.  It  is  universally  agreed  that  toxic  hyper- 
thyroid patients  should  receive  the  drug.  The 
diversity  of  opinion  commences  after  the  above 
question  has  been  answered.  Some  internists 
believe  that  they  should  treat  the  patient  medi- 
cally without  operation.  Surgeons,  on  the  other 
hand,  advocate  the  use  of  propyl  thiouracil  as  a 
preoperative  drug  to  prepare  the  patient  for 
thyroidectomy. 

As  a surgeon,  I would  agree  to  the  medical 
treatment  of  primary  hyperthyroidism  with 
propyl  thiouracil  in  only  one  type  of  patient. 
This  would  be  a patient  having  mild  hyperthy- 
roidism with  a small  thyroid  gland.  In  this 
instance  medical  treatment  would  be  allowed  for 
one  year.  After  that  time  if  there  was  not  suf- 
ficient improvement,  surgery  could  be  recom- 
mended. It  is  common  knowledge  that  the  anti- 
thyroid drugs  have  the  ability  to  produce  a long 
period  of  remission  in  hyperthyroidism.1  Lugol’s 
iodine  without  propyl  thiouracil  may  sometimes 
result  in  the  same  type  of  recrudescence.  There- 
fore, propyl  thiouracil  is  not  needed  in  many 
cases. 

The  surgeon  believes  that  the  present  low 
mortality  in  thyroid  surgery  warrants  thyroidec- 
tomy in  almost  all  instances  of  hyperthyroidism. 
The  surgeon’s  attitude  is  strengthened  when  one 
considers  the  deleterious  effects  resulting  from 
the  prolonged  use  of  the  thiourea  drugs.  These 
noxious  effects  may  be  termed  abuses,  for,  while 
the  drug  is  expected  to  do  one  task,  its  actions 
may  be  more  harmful  than  was  suspected  at  the 
beginning.  The  abuses  may  be  as  follows: 

1.  Myxedema  may  be  produced. 

2.  There  is  danger  of  laryngeal  edema  in  the 
resulting  hypothyroid  state. 

3.  The  underlying  pathology  is  not  eradi- 
cated by  these  drugs. 

4.  Enlargement  of  other  glands,  as  the 
salivary  glands  or  the  pancreas,  may  occur. 

5.  There  is  a possibility  of  instituting 
malignant  degeneration  in  the  thyroid  gland. 

6.  The  gland  does  not  decrease  in  size. 

First,  the  use  of  the  antithyroid  drugs  produces 
such  a remarkable  lowering  of  the  basal  meta- 
bolic rate  that  the  prescriber  may  become  too 
enthusiastic.  If  the  drug  is  given  in  sufficient 
doses  over  a long  period  of  time,  the  synthesis  of 
thyroxin  may  be  inhibited.  The  basal  metabolic 
rate  continues  to  fall.  When  the  available  cir- 
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culating  thyroxin  has  been  exhausted,  myxedema 
may  result.  This  myxedematous  state  will  per- 
sist as  long  as  the  thiourea  drug  is  administered. 

Second,  if  operation  is  contemplated  when  the 
patient  is  in  a state  of  myxedema,  the  possibility 
of  postoperative  laryngeal  edema  must  be  con- 
sidered. This  edema,  plus  myxedematous  in- 
filtration of  the  larynx  and  vocal  cords,  may  cause 
respiratory  distress.  Under  this  circumstance 
a tracheotomy  may  be  necessary.2 

Third,  it  must  be  remembered  that  the  anti- 
thyroid drugs  do  not  eradicate  the  underlying 
pathology.  Histologically,  the  glandular  hyper- 
plasia which  institutes  hyperthyroidism  remains. 
This  hyperplasia  persists  even  though  the  basal 
metabolic  rate  may  be  normal.1 

Fourth,  excessive  administration  of  these 
drugs  is  known  to  have  caused  salivary  glandular 
enlargement  and  pancreatic  hyperplasia.1  Other 
organs  may  be  similarly  affected’,  but  up  to  the 
present  time  such  findings  have  not  been  de- 
tected. The  evil  effects  of  this  type  of  enlarge- 
ment may  or  may  not  institute  malignant  changes 
as  it  does  to  the  thyroid  gland  itself. 

Fifth,  evidence  has  been  offered  that  malignant 
changes  can  occur  in  the  thyroid  gland  if  the  drug 
is  administered  too  long.  This  is  especially  true 
in  patients  with  adenomatous  goiters.  One  case 
has  been  reported  from  Norfolk,  Virginia,  in 
which  the  surgeon  definitely  believes  that  car- 
cinoma has  been  produced  in  a thyroid  adenoma 
because  of  thiouracil.3 

Finally,  the  thyroid  gland  remains  hyperplastic 
following  administration  of  these  drugs.  The 


gland  does  not  decrease  in  size  and  may  even  in- 
crease in  size.  Failure  of  the  gland  to  diminish 
in  size,  plus  the  histologic  evidence  of  hyperplasia, 
argues  against  the  belief  that  these  agents  will 
permanently  cure  hyperthyroidism. 

Conclusions 

1 . An  evaluation  is  made  concerning  the  uses 
of  and  the  abuses  resulting  from  the  excessive 
use  of  the  antithyroid  drugs. 

2.  With  the  experience  of  others,  as  revealed 
in  the  literature,  it  may  be  proper  to  assume  that 
the  thiourea  group  of  drugs  cannot  be  considered 
as  offering  a permanent  cure  for  severe  hyper- 
thyroidism . 

3.  The  dangers  resulting  from  a prolonged 
administration  of  these  drugs  have  been  men- 
tioned. 

4.  The  low  mortality  of  thyroidectomy  argues 
for  surgical  intervention  in  severe  primary  hyper- 
thyroidism, adenomatous  goiter  with  secondary 
hyperthyroidism,  and  thyroid  adenoma. 

5.  The  use  of  the  antithyroid  drugs  in  the 
preoperative  preparation  of  the  thyroid  patient 
may  be  considered  as  one  of  the  most  beneficial 
therapeutic  contributions  to  the  modern  advance- 
ment of  the  study  of  thyroid  disease. 
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A.M.A.  PROVIDES  $25,000  TO  SET  UP  CHRONIC  ILLNESS  COMMISSION 


Carrying  out  another  of  the  objectives  of  the 
American  Medical  Association’s  12-point  program 
for  the  advancement  of  medicine  and  public  health, 
the  Board  of  Trustees  of  the  A.M.A.  has  made 
available  $25,000  to  set  up  the  Commission  on 
Chronic  Illness.  The  sum,  drawn  from  the  A.M.A.’s 
national  education  campaign  fund,  was  allotted  to 
the  Interim  Commission  on  Chronic  Illness,  which 
will  set  up  the  permanent  commission. 

A conservative  estimate  suggests  that  more  than 
one  sixth  of  the  population  is  afflicted  with  some 
chronic  disease.  Approximately  2,000,000  persons 
in  the  United  States  are  chronic  invalids  at  the  pres- 
ent time,  and  the  number  is  steadily  increasing. 

The  commission  is  a joint  project  of  the  A.M.A. , 
the  American  Hospital  Association,  the  American 
Public  Health  Association,  and  the  American  Public 
Welfare  Association,  and  was  recommended  by  the 
Section  on  Chronic  Disease  of  the  National  Health 
Assembly.  Dr.  James  R.  Miller,  Hartford,  Connecti- 


cut, member  of  the  Board  of  Trustees  of  the  A.M.A., 
is  chairman  of  the  Interim  Commission  and  will  be  a 
member  of  the  permanent  commission.  Other 
members  of  the  Interim  Commission,  all  of  whom 
will  be  among  the  members  of  the  permanent  com- 
mission of  approximately  30,  are  Dr.  Thomas  A. 
McGoldrick,  Brooklyn,  New  York,  representing  the 
A.M.A.;  Dr.  Albert  Snoke,  New  Haven,  Con- 
necticut, and  J.  Douglas  Colman,  executive  director, 
Mar3’land  Hospital  Service,  Baltimore,  representing 
the  A.H.A.;  Dr.  Dean  W.  Roberts,  chief,  Bureau  of 
Medical  Service,  Maryland  State  Health  Depart- 
ment, Baltimore,  and  Dr.  Edward  S.  Rogers,  of  the 
Public  Health  School,  University  of  California, 
Berkeley,  representing  the  A.P.H.A. 

This  coordinated  effort  in  the  field  of  chronic 
illness  is  an  excellent  example  of  constructive  co- 
operation between  public  and  private  agencies  in 
answering  one  of  the  greatest  and  most  acute  of  all 
social  needs. — J. A.M.A.,  February  25,  1949 


THE  PRESERVATION  OF  THROMBOPLASTIN  SUSPENSIONS  IN  THE 
FROZEN  STATE 

Robert  D.  Barnard,  M.D.,  George  B.  Gordon,  M.D.,  and  Herbert  A.  Weitzner,  M.D., 
Brooklyn,  New  York 


THE  general  extension  of  dicumarol  therapy  in 
thrombotic  and  thromboembolic  conditions 
to  institutions  smaller  than  general  hospitals  has 
been  hampered  by  trepidation  over  the  results  of 
prothrombin  time  determination  tests.  While 
bedside  tests  have  been  devised,  the  lack  of  una- 
nimity as  to  the  normal  prothrombin  “time”  and 
the  possibly  justifiable  insistence  on  a report  in 
prothrombin  “percentage”  has  discouraged  many 
physicians  from  employing  dicumarol.1 

The  main  difficulty  in  prothrombin  testing  has 
centered  around  the  supposed  variability  of 
thromboplastin  preparations.  As  Quick  has 
pointed  out,  there  are  many  procedures  more 
tedious  than  rabbit  brain  thromboplastin  prepa- 
ration at  which  the  laboratorian  does  not  balk, 
and  he  advocates  that  each  laboratory  make  its 
own  thromboplastin.2  Two  excellent  preparations 
of  dried  rabbit  brain  (Difco  and  Maltine)  are 
universally  available  and  have  been  used  by  the 
writers.  These  should  have  solved  the  problem, 
but  even  in  large  and  active  institutions  the 
quality  of  the  prothrombin  reports  continues  to 
aggravate  both  clinical  and  laboratory  staffs.  In 
the  small  hospital  or  commercial  laboratory  it  is 
not  uncommon  to  find  a single  test  done  daily, 
necessitating  daily  thromboplastin  suspension 
preparation  and  inactivation.  This  is  a procedure 
taking  far  more  time  than  the  simple  execution 
of  the  test  proper,  and  afterwards  the  bulk  of  the 
thromboplastin  must  be  discarded. 

Actually,  the  hazards  encountered  in  pro- 
thrombin testing  are  seldom  the  fault  of  the 
thromboplastin  preparation.  Every  described 
method  of  prothrombin  determination  evinces  a 
progressive  series  of  technical  fallacies  which 
start  off  at  the  time  of  blood  collection  and  end 
with  the  recording  of  the  result.  There  are  un- 
controllable variables  in  every  procedure  whose 
limits  far  exceed  what  is  purported  to  be  the  un- 
reliability of  commercial  thromboplastin.  At- 
tempts to  reduce  some  of  these  errors  were  in- 
corporated in  a method  recently  described 
which  embodied  (a)  Vacutainer  collection  through 
a paraffined  needle,  ( b ) use  of  Russell  viper 
venom  thromboplastin,  and  (c)  recording  as  end 
points  the  time  of  appearance  of  both  filar  and 
gelatinous  fibrin  components  of  the  clot.3 

In  spite  of  the  criticisms  directed  against  its  use 
the  writers  feel  that  viper  venom  (Stypven, 
Burroughs  Wellcome  & Co.)  is  an  excellent 
thromboplastin  for  use  in  prothrombin  determina- 


tions both  in  small  and  large  laboratories.4,  s Un- 
fortunately, it  has  been  available  only  sporadi- 
cally for  the  past  two  years.  While  we  were 
attempting  to  prepare  a comparable  transparent 
thromboplastin  from  rabbit  brain  by  alternately 
freezing  and  thawing  the  suspensions  to  “crack” 
them,  a preparation,  inadvertently  left  in  the 
freezing  compartment  for  several  weeks,  was  found 
to  have  thromboplastic  activity  comparable  to  the 
freshly  prepared  material.  Repeated  freezing  and 
thawing  of  rabbit  brain  thromboplastin  suspen- 
sions does  not  affect  its  activity.  Thawing  of  such 
suspensions  is  rapid  at  room  temperature.  Since 
the  material  remaining  after  the  conduct  of  a 
single  test  may  again  be  frozen  and  preserved,  it 
fills  the  needs  of  the  occasional  user.  Its  prepa- 
ration and  use  is  described.* 

Preparation  of  Suspension 

Three  hundred  milligrams  of  acetone-dried 
rabbit  or  human  brain  are  placed  in  a dry,  15-cc. 
conical  tipped  centrifuge  tube;  2.5  cc.  of  0.9  per 
cent  sodium  chloride  solution  added,  and  the  con- 
tents inactivated  at  45  C.  for  about  ten  minutes, 
the  particulate  material  being  macerated  in  the 
fluid  during  this  time  with  a glass  rod.8  The  tube 
is  immediately  transferred  to  the  freezing  com- 
partment of  a refrigerator  until  frozen  solid,  and 
then  allowed  to  thaw  at  room  temperature.  Al- 
ternate freezings  and  thawings  are  repeated  three 
times.  The  particulate  matter  should  now  have 
completely  settled,  leaving  a slightly  opalescent 
supernatant  liquid  which  is  ready  for  use.  Lab- 
oratories conducting  large  numbers  of  tests  will 
find  it  convenient  to  prepare  multiple  tubes  at  the 
same  time;  it  is  not  convenient  to  prepare  larger 
samples  in  a single  tube  because  of  the  time 
required  for  thawing. 

Conduct  of  the  Test 

Blood  is  obtained  either  in  a citrate  solution 
moistened  10-cc.  Luer  syringe  or  in  the  Vacutainer 
tube  with  special  citrate  anticoagulant,  which  has 
the  advantage  of  being  used  for  other  blood 
studies.9,10  The  erythrocytes  should  be  allowed 
to  settle  but  not  the  platelets  as  they  yield  an 

* Warner  and  Smith  and  their  coworkers  advocate  the 
storage  of  brain  extract  in  small  vials;  contents  are  kept 
frozen  from  the  time  of  preparation  until  use,  and  the  excess  is 
then  discarded.6*7  They  also  find  that  thromboplastin  sus- 
pensions retain  their  potency,  even  in  the  unfrozen  state,  if 
kept  at  ice  box  temperature.  Our  findings,  which  contradict 
the  reputed  lability  of  thromboplastin  suspensions,  conform 
to  theirs. 
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increment  of  thromboplastin  to  the  reaction 
mixture.  One-tenth  cubic  centimeter  of  plasma 
is  transferred  to  a conical-tipped  centrifuge  tube 
(these  are  more  easily  handled  than  the  Kahn 
tubes  ordinarily  used)  whose  bottom  is  immersed 
in  a beaker  of  water  at  35  to  38  C.;  0.1  cc.  of 
thromboplastin  is  added,  and  before  thirty 
seconds  have  elapsed,  0.1  cc.  of  0.025  molar  cal- 
cium chloride  solution  is  added.  On  the  latter 
addition,  which  is  blown  in  from  a 0.1-cc.  pipet, 
the  timer  is  started.  The  tube  is  kept  immersed 
and  in  gentle  motion  within  the  glass  beaker  water 
bath  which  permits  visualization  of  the  end  point. 
The  latter  should  be  taken  as  the  time  of  sudden 
opacification  which  may  precede  the  appearance 
of  a reticulum  (filiar  fibrin)  by  a second.  The 
last  stage  of  the  clotting  process  is  gelatiniza- 
tion.  In  normal  plasmas  the  entire  process  of 
coagulation,  from  opacification  to  gelatinization, 
occupies  about  two  seconds.  Where  a longer 
interval  obtains  (as  during  dicumarol  therapy  or 
induced  or  autochthonous  hyperheparinemia),  the 
fact  should  be  noted  on  the  report  of  the  test. 

Prothrombin  times  on  normal,  human,  citrated 
plasma  by  this  procedure  and  with  this  thrombo- 
plastin preparation  vary  from  ten  and  a half  to 
thirteen  and  a half  seconds.  With  oxalated 
plasmas  the  prothrombin  times  averaged  about 
one  second  longer.  The  thromboplastin  suspen- 
sion described  is  applicable  to  Quick’s  procedure 
with  oxalated  plasma,  but  we  have  abandoned 
oxalate  collection  because  the  two  successive 
crops  of  calcium  oxalate  crystals  formed  (one  on 
blood  sample  collection  and  one  on  recalcifica- 
tion) absorb  appreciable,  if  variable,  amounts  of 
prothrombin.* 1 11’12  The  opacity  of  the  recalcified 
oxalated  plasma  also  vitiates  the  use  of  opacifica- 
tion as  an  end  point  and  does  not  permit  scrutiny 
of  the  amount  of  filiar  fibrin  in  the  reaction  mix- 
ture. It  is  a distinct  impression,  although  not  as 
yet  proved,  that  this  reticulum  is  increased  in 
amount  in  thrombotic  and  hypercoagulability 
states.  This  information  may  be  of  value  to  the 
clinician. 

It  is  also  advocated  as  part  of  the  prothrombin 
determination  that  the  tubes  in  which  the  tests 
have  been  performed  be  capped  and  placed  in  the 
incubator  overnight.  It  has  been  found  in  some 
instances  that  the  clots  formed  by  the  test  will 
undergo  spontaneous  liquefaction  (fibrinolysis) 


and  that  such  liquefaction  appears  to  be  accel- 
erated in  subjects  receiving  dicumarol.3  Whereas 
the  rate  of  fibrinolysis  appears  to  be  related  in- 
versely to  the  thrombin  concentration  of  the 
plasma,  there  is  a direct  relationship  between  the 
clinical  progress  of  the  patient  and  the  rate  of 
fibrinolysis.  It  appears  that  many  such  sub- 
jects will  continue  to  show  increased  fibrinolysis 
rates  even  though  the  prothrombin  concentration 
is  rising  because  of  discontinuance  of  dicumarol 
therapy.12  It  is  believed  the  reporting  of  the 
presence  or  absence  of  fibrinolysis  may  be  of 
value  to  the  clinician. 

The  collection  of  blood  samples  in  dry  oxalate 
for  prothrombin  testing  is  not  advocated.  Con- 
tact with  the  powdered  material  initiates  the 
prothrombin-thrombin  conversion  before  coagu- 
lation is  arrested  by  solution  of  the  oxalate  and 
before  the  conversion  is  intended  in  the  test 
proper.  This  premature  conversion  may  explain 
many  of  the  encountered  instances  of  abnormally 
short  “normal”  prothrombin  times  which  have 
served  as  an  additional  mental  or  psychologic 
hazard  in  anti-coagulant  therapy. 

Summary 

The  preparation  of  a clarified  thromboplastin 
suspension,  conservable  in  the  frozen  stage,  is  de- 
scribed along  with  notes  on  its  application  to  the 
prothrombin  time  determination  of  blood  plasma. 

A portion  of  the  experimental  work  upon  which  this  report 
is  based  was  executed  on  the  laboratory  services  of  the  Hal- 
loran  General  Hospital,  Staten  Island,  and  the  Veterans 
Administration  Hospital,  Batavia. 
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THE  SYMPTOMATIC  TREATMENT  OF  ALLERGIC  DISEASES  WITH 
NEOANTERGAN* 

Emanuel  Schwartz,  M.D.,  F.A.C.P.,  Louis  Levin,  M.D.,  and  I.  Maxwell  Kurtz,  M.D., 
Brooklyn,  New  York 

( From  the  Division  of  Allergy  of  the  Department  of  Medicine,  Long  Island  College  Hospital ) 


THE  concept  of  allergy  originated  when  the 
similarity  between  anaphylaxis  and  the 
symptoms  of  hay  fever  and  asthma  was  recog- 
nized. It  would  be  repetitious  to  go  into  too 
much  detail  as  to  what  constitutes  the  allergo- 
toxin  which  is  liberated  during  an  antigen-anti- 
body reaction  in  an  allergic  individual.  That 
this  allergotoxin  is  histamine,  at  least  in  part,  has 
been  fairly  well  established.  A brief  review  of 
the  literature  would  perhaps  be  in  order.  Dale 
argued  that  histamine  was  probably  the  cause 
of  anaphylaxis,  since  the  symptoms  produced  in 
the  experimental  animal  by  histamine  and  ana- 
phylaxis were  similar.1  The  work  of  Best,  Dale, 
Dudley,  and  Thorpe  showed  that  normal  living 
cells  contained  histamine.2  Thus  an  explanation 
for  the  source  of  histamine  in  the  phenomenon  of 
anaphylaxis  was  offered.  The  studies  of  Lewis 
and  Grant  in  the  blood  vessels  of  the  human  skin 
led  them  to  believe  that,  as  a result  of  irritation, 
a histamine-like  substance  was  released  from 
living  cells.3  Dragstedt  demonstrated  that  his- 
tamine is  liberated  during  anaphylaxis.4,6 

Any  drug  that  would  tend  to  neutralize  the 
effects  of  this  liberated  histamine  in  an  allergic 
reaction  would  be  of  value.  The  original  anti- 
histaminic  drugs  did  just  this,  but  their  great 
drawback  was  that  they  were  too  toxic.  Among 
these  early  antihistaminic  compounds  were  those 
prepared  by  Fourneau  and  Bovet  in  1933,  Staub 
and  Bovet  in  1937,  and  Staub  in  1939. 6-8  All 
of  these  had  excellent  antihistaminic  properties, 
but  they  were  all  too  toxic  for  clinical  use. 
Thus,  a search  has  'been  going  on  for  better  anti- 
histaminic drugs  that  would  have  even  greater 
histamine  antagonistic  properties  and  less  toxic 
reactions. 

By  now  it  has  been  well  established  that  there 
are  a whole  series  of  new  drugs  which  have  anti- 
histaminic properties.  The  recent  literature 
contains  many  articles  on  animal  experimentation 
with  these  histamine  antagonists.  They  all 
protect  experimental  animals  against  histamine 
shock  and  to  a great  degree  against  anaphylactic 
shock.  Many  of  these  compounds  have  been 
tried  clinically  and  found  useful  in  alleviating  the 
various  allergic  symptoms  in  humans. 

In  spite  of  the  splendid  antihistaminic  and  anti- 
anaphylactic  properties  of  these  drugs  in  experi- 

*  Fulnished  through  the  courtesy  of  Merck  & Co.,  Inc. 


mental  animals,  the  ultimate  criterion  is  their 
clinical  effectiveness  in  man,  especially  with  re- 
gard to  their  symptom-relieving  effect  and  to  then- 
degree  of  undesirable  side  reactions.  With  this 
in  mind  an  attempt  is  made  to  evaluate  the 
clinical  potency  of  one  of  these  newer  histamine 
antagonists,  Neoantergan  (N-p-Methoxybenzyl- 
N',N'  - dimethyl  - N - a - pyridylethylenediamine 
maleate). 

In  1942,  Halpern  described  his  results  with  a 
new  series  of  substances,  the  most  active  of 
which  were  called  2325RP  and  2339RP.9,10  The 
latter  was  named,  “Antergan,”  and  found  to  be 
much  more  specific  against  histamine  than  any 
previously  discovered  compound.  More  re- 
cently, a new  ethylenediamine  derivative  was 
described  by  Bovet  and  his  associates.11  This 
substance,  called  Neoantergan  by  the  manu- 
facturers, is  claimed  to  be  even  more  effective 
and  much  less  toxic  than  Antergan.  Broncho- 
spasm  induced  in  guinea  pigs  and  depression  of 
blood  pressure  elicited  in  dogs  by  the  injection  of 
histamine  or  histamine  liberated  in  anaphylaxis 
are  readily  prevented  or  diminished  by  Neoanter- 
gan. Sherrod  and  his  coworkers  found  that  the 
potency  of  Neoantergan  in  counteracting  hista- 
mine bronchoconstriction  exceeded  Benadryl 
and  Pyribenzamine  twenty  and  four  times, 
respectively.12  Winter  showed  that  Neoantergan 
had  the  highest  order  of  antihistaminic  potency 
against  intravenous  histamine,  histamine  aerosol, 
and  on  intestinal  strips  against  histamine  in 
vitro.13  Side  reactions  were  less  noticeable  after 
Neoantergan.  Feinberg  and  his  associates  found 
that  Neoantergan  (1)  has  potent  antihistaminic 
and  antianaphylactic  activity  in  guinea  pigs, 
(2)  was  of  benefit  to  39  of  60  patients  (65  per 
cent)  in  hay  fever,  (3)  benefited  eight  of  ten 
patients  in  perennial  vasomotor  rhinitis,  and  (4) 
gave  symptomatic  relief  to  one  of  five  patients 
with  asthma.14  Arbesman  described  results  with 
Neoantergan  as  follows:  In  extrinsic  allergic 

rhinitis  the  drug  was  of  benefit  to  63  per  cent  of 
208  cases,  in  extrinsic  bronchial  asthma  to  43  per 
cent  of  69  cases.  The  incidence  of  side-effects 
was  33  per  cent  of  247  cases.15 

Personal  Observations 

In  our  study  Neoantergan  was  given  to  a 
series  of  141  patients  suffering  from  various 
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TABLE  1. — Results  of  Treatment  of  Patients  with 
Neoantergan 


Number 


Allergic  Condition 

of 

Cases 

Relief 

No 

Relief 

Percentage 

Relieved 

Hay  fever 

96 

67 

29 

69.8 

Vasomotor  rhinitis 

22 

13 

9 

59.1 

Bronchial  asthma 

15 

2 

13 

13.3 

Acute  urticaria 

1 

1 

0 

100.0 

Chronic  urticaria 

2 

1 

1 

50.0 

Allergic  eczema 

1 

0 

1 

0.0 

Pruritus 

1 

1 

0 

100.0 

Angioneurotic  edema 

1 

1 

0 

100.0 

Vernal  catarrh 

1 

0 

1 

0.0 

Contact  dermatitis 

1 

1 

0 

100.0 

Totals 

141 

87 

54 

61.7 

allergic  diseases.  The  dose  was  50  mg.,  admin- 
istered three  times  a day.  When  relief  was  ob- 
tained, the  patients  were  instructed  to  take  the 
drug  only  when  necessary  to  ameliorate  any 
recurrence  of  symptoms. 

The  symptomatic  results  and  the  toxic  re- 
actions were  tabulated.  The  types  of  side  re- 
actions were  also  noted.  Each  of  the  patients 
reported  as  having  side  reactions  had  one  or 
more.  Those  that  were  classified  as  obtaining 
relief  had  to  show  a satisfactory  amount  to  be  so 
considered.  In  some  patients  Neoantergan  had 
to  be  discontinued  owing  to  the  severity  of  un- 
desirable reactions.  Where  toxic  reactions  were 
not  too  severe,  the  patient  was  able  to  continue 
the  drug  at  a reduced  dosage  and  frequency. 
In  many  cases  the  toxic  reactions  would  disap- 
pear with  continued  use  of  the  medication.  The 
relief  obtained  was  only  temporary  and  seldom 
complete.  One  third  of  the  patients  experienced 
alleviation  intermittently,  that  is,  they  would  be 
relieved  at  one  period  of  time  and  not  at  another. 
Some  individuals  were  benefited  when  they  began 
to  use  the  drug,  but  later  on  it  failed  to  take  effect. 
The  other  two  thirds  showed  improvement  quite 
consistently.  The  results  are  shown  in  Tables 
1 and  2. 

Summary  and  Conclusions 

Neoantergan  was  given  to  a series  of  141 
patients  having  various  allergic  disorders.  There 
was  over-all  relief  in  61.7  per  cent  of  the  cases. 
The  best  results  were  obtained  in  hay  fever  and 
vasomotor  rhinitis.  Bronchial  asthma  gave  the 
poorest  results.  Toxic  reactions  occurred  in  35 


TABLE  2. — Side  Reactions  in  35  Cases  (24.8  Per  Cent) 
Treated  with  Neoantergan 


Number 


of 

Side  Reaction  Cases 

Drowsiness 13 

Nausea li 

Diarrhea 11 

Abdominal  cramps 8 

Headache 4 

Dizziness 3 

Tachycardia 3 

Weakness 2 

Sweating 2 

Pruritus 2 

Tiredness 1 

Dryness  of  mouth 1 

Vomiting 1 

Palpitations 1 

Nervousness 1 


of  the  141  cases,  a percentage  of  24.8.  The  drug 
was  palliative  in  all  cases.  The  antihistaminic 
drugs  are  supposed  to  act  by  competing  with  the 
liberated  histamine  in  their  attachment  to  the 
receptor  cells  in  the  same  way  that  the  sulfon- 
amides are  supposed  to  compete  with  para- 
aminobenzoic  acid.  Therefore,  only  sympto- 
matic relief,  which  lasts  but  a few  hours,  is  ob- 
tained from  each  dose  of  the  drug.  The  deter- 
mination of  the  offending  allergen  and  its  elimina- 
tion or  desensitization  is  still  indicated.  The 
antihistaminic  drugs  can  only  be  considered  as  a 
valuable  adjuvant. 
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PROGRESS  NOTE 

The  midwinter  meeting  of  the  Council  of  the 
Massachusetts  Medical  Society,  held  on  February  2, 
would  have  been  of  particular  significance  because 
of  one  fact  alone.  That  was  the  unanimous  ap- 
proval of  the  action  of  the  Executive  Committee  in 
authorizing  the  Secretary  to  proceed,  as  an  agent  of 
the  American  Medical  Association,  in  collecting  the 
assessment  that  the  Association  has  levied  on  its 
members. 

Of  further  significance  was  the  Secretary’s  report 


that  within  two  weeks  of  the  mailing  of  the  notice 
more  than  1,500  checks  have  been  received  from 
over  a quarter  of  the  society’s  fellowship,  some  of 
the  contributions  being  for  sums  in  excess  of  that 
called  for.  Remarkably  few  direct  refusals  to  con- 
tribute have  been  received;  some  of  the  fellows  of 
the  society  have  expressed  their  desire  to  withold 
their  contributions  until  assurance  can  be  given 
that  the  American  Medical  Association  will  use  the 
fund  wisely  and  constructively.  . 


SINOAURICULAR  BIGEMINY 

Milton  Schlachman,  M.D.,  Corona,  New  York 

{From  the  Department  of  Medicine,  New  York  Medical  College,  Metropolitan  Hospital  Service) 


UP  TO  the  present  the  medical  literature  con- 
tains but  few  references  to  extrasystoles 
originating  in  the  sinoauricular  node,  and  none  of 
the  more  popular  and  standard  textbooks  on 
electrocardiography  discuss  or  illustrate  this 
arrhythmia.1-6  This  would  seem  to  indicate  that 
premature  systoles  of  sinoauricular  origin  are  ex- 
tremely rare  or  that  the  arrhythmia  has  been 
overlooked  because  it  simulates  other  arrhyth- 
mias so  closely  as  to  be  wrongly  diagnosed.  That 
this  disturbance  is  not  too  common  may  be  ex- 
plained by  the  fact  that  the  farther  away  the 
extrasystolic  center  is  from  the  chief  centers  in  the 
heart,  the  more  common  are  the  extrasystoles. 
Thus,  ventricular  extrasystoles  originating  in  the 
deeper  specific  tissue  are  most  common,  and  those 
coming  above  the  bifurcation  of  the  common 
bundle  are  rarer,  as  are  those  originating  in  the 
auricular-ventricular  node. 

This  arrhythmia  must  be  differentiated  from  a 
sinus  arrhythmia,  a 3:2  heart  block,  premature 
auricular  systoles  originating  near  the  sinoau- 
ricular node,  and  a sinoauricular  block.  An  im- 
portant diagnostic  point  which  was  originally  ex- 
pressed by  Lewis  and  Wenckebach  and  empha- 
sized in  subsequent  reports  is  that  the  returning 
cycle  following  the  extrasystole  should  be  no 
longer  and  may  be  shorter  than  the  normal 
cycle.46 

The  resemblance  of  this  condition  to  a respira- 
tory arrhythmia  is  so  great  that  one  may  suspect 
that  many  cases  of  sinoauricular  extrasystoles 
have  been  misinterpreted  as  a respiratory  arrhyth- 
mia. As  the  premature  beat  originates  in  the 
sinoauricular  node,  the  configuration  of  the  P 
waves  is  exactly  that  of  the  normal  sinus  beat. 
However,  Scherf  has  pointed  out  that  deforma- 
tion of  a normal  sinus  P wave  may  occur  as  a re- 
sult of  a change  in  the  intra-auricular  conduction, 
and  Langendorf  and  Mintz  report  a case  of  sino- 
auricular premature  beats  in  which  the  P waves 
are  slightly  different  from  the  normal  sinus  P 
waves.6-3  • 

The  following  case  is  being  reported  because  of 
the  rarity  of  the  condition  and  because  a probable 
causative  factor  is  indicated. 

Case  Report 

The  patient  was  a fifty-six-year-old  Puerto  Rican 
cook  who  had  been  in  this  country  for  twenty-four 
years.  He  was  admitted  to  the  hospital  on  March  1, 
1947,  with  the  chief  complaints  of  loss  of  the  sense 
of  smell  for  the  past  year,  dyspnea  on  stair  climbing 


in  the  past  six  months,  difficulty  in  swallowing  of 
three  months  duration,  weakness  in  the  legs  of  three 
weeks  duration,  and  a loss  of  10  pounds  in  the  past 
three  weeks. 

History 

The  present  illness  dated  back  three  years  when, 
every  morning  on  awakening,  he  experienced  sharp 
epigastric  pain  which  was  relieved  by  eating.  The 
bowel  habits  had  been  regular  until  three  weeks  pre- 
viously when  a diarrhea  of  three  to  four  stools  daily 
occurred.  This  diarrhea  was  not  characteristic  and 
contained  no  evidence  of  upper  or  lower  gastro- 
intestinal bleeding.  One  year  ago  there  was  a sud- 
den anoxia.  For  the  past  three  months,  food  had 
seemed  to  stick  in  his  throat  and  move  down 
slowly.  However,  there  was  no  dysphagia,  nausea, 
or  vomiting.  A poor  appetite  had  been  present  for 
the  past  month  and  was  associated  with  a great 
weakness  and  loss  of  10  pounds.  Shortness  of  breath 
on  climbing  two  flights  of  stairs  had  been  noted  in 
the  past  six  months.  There  was  no  history  of 
paresthesia  or  anesthesia.  The  past  history  revealed 
syphilis  in  1922  for  which  he  was  treated  in  Puerto 
Rico. 

Physical  Examination 

Examination  revealed  a poorly  nourished  male 
who  appeared  chronically  ill.  The  pupils  reacted 
sluggishly  to  light  and  accommodation;  the  con- 
junctivae  were  pale  and  the  sclera  slightly  jaundiced. 

The  tongue  was  smooth  and  reddened.  No  lym- 
phadenopathy  was  noted.  The  lungs  were  normal. 
The  heart  was  normal  except  for  an  arrhythmia 
which  gave  the  impression  of  a bigeminy.  The  blood 
pressure  was  115/65.  The  abdomen  revealed  no 
palpable  organs  or  masses.  The  reflexes  were  normal , 
and  vibratory  sense  was  intact. 

Laboratory  Examination 

The  following  data  were  revealed:  The  red  blood 
cells  numbered  1,630,000  on  admission  with  a 
hemoglobin  of  6.5  Gm.  The  white  blood  cells  were 
6,600,  and  the  differential  count  showed  poly- 
morphonuclears  50  per  cent  and  small  lymphocytes 
50  per  cent.  There  was  marked  anisocytosis  and 
poikilocytosis.  The  color  index  was  1.5.  Bone 
marrow  smear  revealed  a marked  hyperchromic 
macrocytic  anemia.  The  urine  showed  a pH  of  4.5, 
specific  gravity  of  1.018,  albumin  1 plus.  The  blood 
urea  nitrogen  was  15  mg.  per  100  cc.,  creatinine  1.3, 
and  blood  sugar  115.  The  sedimentation  rate  was  1 
in  fifteen  minutes  and  25  in  one  hour.  The  Wasser- 
mann  test  was  negative.  The  stools  were  negative 
for  ova  and  parasites.  The  icteric  index  was  7 and 
the  Van  den  Bergh  reaction  negative.  Cephalin 
flocculation  test  was  negative,  phosphorus  2.9, 
phosphatase  1.9  Armstrong-King  units.  Total 
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Fig.  1.  Electrocardiogram  (lead  II)  taken  on 
March  3 showing  bigeminal  rhythm. 

cholesterol  was  196,  cholesterol  esters  94,  total 
serum  proteins  6.7,  albumin  4.5,  globulin  2.2,  and 
the  albumin-globulin  ratio  2.  The  blood  sodium 
was  329  mg.  per  cent,  potassium  16,  and  chlorides 
598.  The  gastrointestinal  series  was  negative.  An 
otolaryngologic  consultation  revealed  an  atrophic 
rhinitis.  The  final  diagnosis  was  pernicious  anemia. 

Electrocardiography 

Figure  1 shows  a bigeminal  rhythm  which  at  first 
glance  would  seem  to  be  a respiratory  arrhythmia. 
However,  with  a cardiac  rate  of  80  per  minute,  the 
patient  would  have  to  have  a rhythmic  respiratory 
rate  of  40  per  minute — actually  his  rate  was  18  per 
minute — in  order  to  produce  such  a regular  respira- 
tory arrhythmia.  The  P-R  interval  of  the  normal 
sinus  beat  is  0.12  and  that  of  the  premature  sinus 
beat  is  exactly  the  same.  The  P-P  interval  between 
the  preceding  normal  P wave  and  the  premature  P 
wave  is  0.68  second,  while  the  P-P  interval  between 
the  premature  P wave  and  the  following  normal  P 
wave  is  0.96  second. 

As  the  returning  cycle  after  the  extrasystole  is 
longer  than  the  preceding  cycle,  this  would  seem  to 
cast  doubt  on  the  impression  that  these  premature 
beats  are  of  sinus  origin.  However,  as  there  are  no 
two  succeeding  normal  beats,  the  returning  cycle  is 
not  necessarily  longer  than  a normal  cycle  would  be. 
As  each  normal  beat  is  followed  by  a premature  one, 
alternating  length  cycles  are  bound  to  occur.  A 
premature  auricular  beat  originating  near  the  sinus 
node  would  conceivably  give  a similar  picture,  but 
here  one  would  expect  the  P waves  not  to  simulate 
the  sinus  P wave  exactly. 

A sinoauricular  block  can  be  dismissed  by  the  fact 
that  the  P-P  interval  between  the  premature  P wave 
and  the  subsequent  P wave  should  be  twice  the 
length  (1.36  seconds)  of  the  P-P  interval  which 
immediately  precedes  the  premature  beat.  Where  a 
sinoauricular  block  is  less  than  twice  the  length  of 
two  normal  beats,  it  will  not  be  as  short  as  0.96 
second.  Usually,  in  a sinoauricular  block  the  P-R  in- 
terval after  the  blocked  beat  is  shorter  than  the 
normal  conduction,  and  no  varying  P-R  interval  is 
present  here. 


Fig.  2.  Deep  inspiration — bigeminal  rhythm 
has  been  replaced  by  a sinus  arrhythmia  of  the 
nonphasic  type. 


Fig.  3.  Deep  expiration — re-establishment  of  the 
bigeminal  rhythm. 

A 2:1  block  is  not  present  as  every  P wave  is 
followed  by  a QRS  complex. 

Figures  2 and  3 represent  lead  II  taken  with  the 
breath  held  in  deep  inspiration  and  deep  expiration, 
respectively.  In  Fig.  2 the  P-P  intervals  are  0.64, 
0.96,  0.92,  0.84,  0.92,  and  0.76  second.  The  bi- 
geminal rhythm  has  been  eliminated  and  replaced  by 
a sinus  arrhythmia  of  the  nonphasic  type.  It  is  well 
known  that  deep  respiration  will  cause  a change  in 
vagal  tone  which  may  give  rise  to  an  arrhythmic 
stimulus  formation  within  the  sinoauricular  node. 
Evidently,  the  vagal  stimulation  was  strong  enough 
to  eliminate  the  sinoauricular  extrasystoles. 

Figure  3 which  was  taken  in  deep  expiration  shows 
a re-establishment  of  the  bigeminal  rhythm.  The 
P-P  intervals  alternate  regularly  and  constantly 
between  0.72  and  0.96  second,  which  re-establishes 
the  bigeminal  rhythm  at  a rate  slightly  different 
from  that  seen  in  Fig.  1.  Nevertheless,  a similar 
arrhythmia  is  present. 

The  presence  of  the  bigeminy  when  the  breath  is 
held  in  deep  expiration  definitely  eliminates  the 
possibility  that  this  arrhythmia  is  due  to  variations 
in  vagal  tone  induced  by  respiration.  Surely,  if  the 
arrhythmia  were  dependent  on  respiration,  it  should 
have  disappeared  when  the  breath  was  held,  and 
this  obviously  did  not  occur. 


Fig.  4.  Recorded  during  the  application  of  carotid 
sinus  pressure. 


Figure  4 was  recorded  during  the  application  of 
carotid  sinus  pressure.  The  P-P  interval  between 
the  preceding  normal  P wave  and  the  premature  P 
wave  remains  constant  at  0.68  of  a second.  How- 
ever, the  P-P  interval  between  the  premature  P 
wave  and  the  subsequent  normal  P wave  shows  a 
slight  variation  between  0.92  and  1 .0  second.  Figure 
5 taken  after  carotid  sinus  pressure  had  ceased  shows 
cycles  of  0.96  second  alternating  regularly  with  P-P 
intervals  of  0.68  second. 


Fig.  5.  Record  taken  after  carotid  sinus  pressure 
had  ceased. 
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Fig.  6.  Electrocardiogram  taken  during  the 
inhalation  of  amyl  nitrite  showing  disappearance  of 
arrhythmia  and  replacement  by  tachycardia. 

The  carotid  sinus  pressure  exerted  enough  in- 
fluence on  the  regular  sinus  impulse  formation  to 
cause  a slight  nonphasic  sinus  arrhythmia  but  did 
not  influence  the  formation  of  the  premature  beats 
which  always  came  at  a regular  interval  after  the 
normal  beat.  A fixed  coupling  exists  between  the 
normal  and  the  premature  beat. 

Figure  6 was  taken  during  the  inhalation  of 
amyl  nitrite.  The  arrhythmia  has  disappeared  and 
is  replaced  by  a tachycardia  of  130  beats  per  minute. 
The  P-R  interval  is  0.12  second,  which  is  the  same  as 
that  before  the  inhalation  of  amyl  nitrite,  and  there 
is  a regular  P-P  interval  of  0.42  second. 

As  often  happens  with  amyl  nitrite,  extrasystoles 
are  dissipated.  This  is  probably  due  to  a shortening 
of  diastole  so  that  extrasystoles  cannot  appear. 
However,  an  increased  sympathetic  tone  as  a result 
of  the  fall  in  blood  pressure  or  a better  nourishment 
of  the  sinoauricular  node  because  of  coronary  artery 
dilatation  may  also  play  a role. 
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0 Fig.  7.  Electrocardiogram  taken  on  March  21, 
1947,  showing  persistence  of  bigeminy. 


Figure  7 was  taken  on  March  21,  1947,  at  which 
time  the  red  blood  count  was  1,580,000  and  the 
hemoglobin  7.5  Gm.  The  bigeminy  still  persisted 
three  weeks  after  recording  the  first  tracing.  The 
P-P  intervals  alternated  regularly  between  0.68  and 
0.98  second. 

Figure  8 was  taken  on  April  25, 1947  at  which  time 
the  red  cells  were  3,820,000  and  the  hemoglobin  13 
Gm.  The  bigeminal  rhythm  had  disappeared  and 
had  been  replaced  by  a sinus  arrhythmia  which  is 
proved  by  the  irregular  P-P  intervals  of  0.76,  0.76, 
0.76,  and  0.68  second.  Thus,  with  an  improvement 
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Fig.  8.  Electrocardiogram  taken  on  April  25, 
1947.  Bigeminal  rhythm  has  disappeared  and  been 
replaced  by  a sinus  arrhythmia. 


of  the  blood  picture,  the  bigeminal  rhythm  has  dis- 
appeared. 

Discussion 

It  is  realized  that  the  criticism  may  be  offered 
that  the  postextrasystolic  period  is  longer  than 
the  pre-extrasystolic  period,  and,  therefore,  in 
reality  a compensatory  period  exists  after  the 
premature  beat  which  makes  it  of  doubtful  sino- 
auricular origin,  for  the  returning  cycle  should  be 
only  as  long  as  that  of  a normal  beat. 

Unfortunately,  no  recording  of  two  successive 
normal  beats  were  obtainable  in  the  tracings  so 
that  it  is  difficult  to  state  just  how  long  a normal 
cycle  may  be.  The  identical  contour  of  the  P 
waves  in  the  tracings  in  both  the  normal  sinus 
beats  and  the  premature  sinus  beats  makes  the 
diagnosis  of  premature  auricular  systoles  arising 
near  the  sinoauricular  unlikely.  One  would  ex- 
pect some  deformation  of  the  P waves  and  a 
variation  in  the  transmission  of  the  impulse  if  the 
latter  were  so.  Langendorf  and  Mintz  in  their 
second  case  state  that  the  diagnosis  between  sino- 
auricular extrasystoles  and  premature  auricular 
contractions  may  be  difficult  but  also  base  their 
diagnosis  on  the  similarity  of  the  premature  P 
waves  and  the  normal  sinus  P waves.3  In  addi- 
tion, they  are  not  able  to  compare  the  postextra- 
systolic period  with  the  normal  sinus  P-P  inter- 
vals, for,  as  in  the  case  described  here,  their 
tracing  does  not  show  successive  normal  sinus 
beats. 

The  case  reported  by  Geiger  and  Goener  shows 
tracings  which  are  similar  to  our  own.2  For- 
tunately, in  their  report  there  are  two  normal 
sinus  beats  in  succession  which  show  that  the 
normal  P-P  intervals  are  similar  to  the  intervals 
between  the  premature  P waves  and  the  following 
P waves.  A comparison  of  their  tracings  and 
those  reported  here  show  an  identical  picture. 

Langendorf  and  Mintz  in  their  first  case  of 
sinoauricular  extrasystolic  bigeminy  also  show 
tracings  similar  to  those  pictured  here.3  Lead  I 
in  their  report  shows  a normal  sinus  rhythm,  and 
they  are  able,  therefore,  to  measure  the  normal 
P-P  intervals  and  compare  them  to  the  premature 
P wave  and  subsequent  P wave  intervals.  Never- 
theless, the  cycle  following  the  premature  beat 
is  longer  than  the  preceding  cycle  which  is  not 
unlike  the  tracings  in  this  case  report. 

A sinoauricular  block  occurring  in  a patient  who 
had  not  received  digitalis  is  indeed  a great  rarity. 
Moreover,  one  would  not  expect  a sinoauricular 
block  to  remain  stable  for  a period  of  three  to 
four  weeks.  A sinoauricular  block,  with  a con- 
stant blocking  of  every  third  impulse  to  give  rise 
to  a 3:2  block,  of  this  duration  has  never  been 
reported  to  my  knowledge. 

It  seems  probable  that  the  sinoauricular  extra- 
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systolic  bigeminy  in  this  case  was  caused  by  the 
anemia.  Until  the  blood  picture  rose  to  approach 
that  of  normal,  the  sinoauricular  extrasystoles 
persisted.  We  realize  that  the  critical  experiment 
would  have  been  to  permit  the  treatment  of  the 
pernicious  anemia  to  lapse  and  see  whether  re- 
establishment of  the  extrasystoles  occurred  with 
a relapse  of  the  blood  picture.  However,  we  did 
not  feel  that  such  a drastic  procedure  was  justi- 
fiable. 

Summary 

1.  A case  of  sinoauricular  bigeminy  is  pre- 


sented and  the  reasons  for  arriving  at  this  diag- 
nosis given. 

2.  A probable  causative  factor,  i.e.,  anemia, 
is  proposed. 
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CONGENITAL  CONTRACTURE  OF  THE  FIFTH  FINGER 

Richard  Marton,  M.D.,  and  Otto  Steinbrocker,  M.D.,  New  York  City 

: 

( From,  the  Arthritis  Clinic,  Fourth  Medical  Division  ( New  York  University),  Bellevue  Hospital ) 


CONGENITAL  contracture  of  the  digits, 
notably  of  the  fifth  finger,  so  often,  in  the 
experience  at  our  clinic,  leads  to  the  diagnosis  of 
rheumatoid  arthritis,  other  arthropathy,  or 
Dupuytren’s  contracture,  that  we  are  presenting 
the  four  cases  in  this  report  to  emphasize  the 
importance  of  recognizing  these  anomalies.  A 
more  serious  diagnosis  is  especially  likely  to  be 
made  when  myalgias  or  arthralgias  are  associated 
in  other  joints  or  if  changes  in  the  articular  or 
soft  tissues  are  present  in  the  affected  digits. 

A wide  variety  of  digital  anomalies  has  been 
reported.  These  are  discussed  extensively  by 
Gates  who  makes  the  statement,  “Probably 
more  abnormalities  are  known  of  the  hands  than 
of  any  other  part  of  the  body  except  the  eye.”1 
Those  which  have  been  sufficiently  common  or 
distinct  to  be  described  as  specific  entities  are 
included  in  Table  l.1-4 

Congenital  contracture  of  the  little  finger  is 
one  of  the  most  frequent  of  the  inherited  digital 
anomalies.  It  was  termed  streblomicrodactyly 
(Gr.  strables,  bent;  micro,  small ; dactylos,  finger) 
by  Hefner.5  Although  camptodactyly  (Gr.  kamp- 
tos,  bent;  dactylos,  finger)  has  sometimes  been 
used  synonymously,  it  really  refers  to  flexion  of 
any  of  the  fingers.  The  appropriate  suggestion 
has  been  made  that  camptodactyly  shall  be  used 
in  this  general  fashion  to  denote  hereditary  bend- 
ing of  any  finger,  while  streblomicrodactyly  is 
reserved  to  designate  only  flexion  in  the  little 
finger,  a special  form  of  camptodactyly.6 


This  congenital  anomaly  has  a definite  familial 
incidence.  The  mode  of  inheritance  appears  to 
be  that  of  a simple  Mendelian  dominant  trait.7-8 
The  condition  is  bilateral  and  symmetric.  It  is 
characterized  by  a flexed  position  of  the  proximal 
interphalangeal  joints  of  the  fifth  fingers  and 
often  of  the  fourth  fingers.9  The  defect  is  pres- 
ent at  birth.  According  to  Magnusson,  it  tends 
to  remain  static  until  about  the  tenth  year.  The 
flexion  at  that  period  usually  progresses  for  a 
time  and  is  then  arrested,  recommencing  again 
for  a year  or  two  at  the  age  of  sixteen  or  eighteen. 
After  twenty  years  there  is  virtually  no  advance- 
ment of  the  deformity,  and  the  flexion  rarely 
exceeds  90  degrees.  The  affected  finger  cannot 
be  extended  or  abducted  to  any  degree.  Hyper- 


Table  1. — Congenital  Anomalies  of  the  Digits 


Polydactylism — supernumerary  digits. 

Macrodactylism — congenital  hypertrophy  of  one  or  more 
digits. 

Ectrodactyly— suppression  of  digits.  Fingers  may  be  de- 
ficient in  number,  length,  or  both. 

Brae hydactyly— abnormal  shortness  of  the  digits:  usually 

there  are  only  two  phalanges  in  such  fingers. 

Apical  dystrophy — "a  form  of  shortened  fingers,  to  a lesser 
extent  in  toes,  manifested  by  absence  of  the  ter- 
minal portion  of  fingers  2 to  5,  with  nearly  or  quite 
complete  absence  of  nails.”1 

Split  hand  or  foot — ‘‘lobster  claw.” 

Symphalangism — fusion  of  the  proximal  and  middle  phalanges 
into  one  in  the  ring  and  little  fingers. 

Congenital  ankylosis  of  the  index  finger  at  any  of  the  inter- 
phalangeal joints. 

Clinodactyly — fingers  bent  in  the  radial  direction.  Devia- 
tion may  also  be  ulnar. 

Camptodactyly — congenital  flexion  of  fingers. 

Streblomicrodactyly — congenital  flexion  of  the  fifth  finger. 
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Fig.  1.  Congenital  contracture  of  all  fingers, 
more  severe  at  each  fifth  digit,  in  a patient  with 
Heberden’s  nodes.  Side  view  shows  the  natural 
flexion  position  of  the  fingers. 


extension  at  the  metacarpophalangeal  joint  is 
associated.  The  distal  interphalangeal  joint  may 
also  be  affected.  There  are  no  local  cutaneous, 
articular,  or  periarticular  changes  apart  from  the 
flexion,  unless  some  complication  arises. 

The  pathogenesis  of  the  anomaly  is  not  clear. 
Hefner  has  attributed  it  to  shortening  of  the 
flexor  digitorum  sublimis  tendon  of  the  little 
finger.5  Magnusson  implicates  faulty  develop- 
ment of  the  articular  surface  of  the  proximal 
interphalangeal  joint.9  The  incidence  of  this 
condition  is  difficult  to  ascertain,  but  is  high 
enough  to  be  borne  in  mind.  Occasionally,  it 
may  be  part  of  a generalized  congenital  flexion 
of  the  digits  simulating  a widespread  polyar- 
thropathy (Fig.  1). 

This  anomaly  may  be  confused  with  rheuma- 
toid or  other  arthritis  or  with  Dupuytren’s  con- 
tracture. The  history  of  digital  flexion  since 
childhood,  the  absence  of  progressive  arthropathy 
or  of  destructive  articular  changes,  and  the  lack 
of  systemic  signs  of  rheumatoid  arthritis  should 
exclude  the  latter  disease.  In  rare  cases  the 
rheumatoid  process  may  develop  in  a patient 
with  streblomicrodactyly.  Dupuytren’s  con- 
tracture is  distinguished  from  this  congenital 
contracture  by  its  common  unilateral  distribu- 
tion, especially  in  the  early  stage,  frequent  alter- 
ations of  the  palmar  skin,  its  onset  at  an  advanced 
age,  and  its  progressive  changes  with  flexion, 
usually  most  marked  at  the  metacarpophalangeal 


articulations.  In  our  experience  rheumatoid 
arthritis,  and  commonly  osteoarthritis,  is  the 
disease  writh  which  streblomicrodactyly  is  most 
apt  to  be  confused,  especially  when  myalgia, 
arthralgia,  peritendinitis,  other  tendon  changes, 
or  even  coincidental  degenerative  changes  in  the 
digital  joints,  are  present. 

The  following  patients  gave  a history  of  con- 
genital anomaly,  but  a familial  incidence  could 
not  be  traced.  They  are  cited  to  illustrate  the 
clinical  simulation  of  arthropathy,  especially 
rheumatoid. 

Case  Reports 

Case  1. — Mrs.  J.  H.,  a twenty-six  year-old 
married  nurse,  complained  of  pain  and  stiffness  of  the 
fingers  of  one  year’s  duration.  There  had  been  no 
swelling  (Fig.  2).  Vasomotor  disturbances  were 
present  at  the  digits.  During  this  time  she  had 
suffered  from  “nervous  stomach”  and  many  emo- 
tional tensions.  The  patient  had  been  treated  with 
analgesics  and  physiotherapy.  She  was  referred  for 
confirmation  of  the  desirability  of  chrysotherapy  for 
her  unresponsive  “rheumatoid  arthritis.”  Physical 
examination  was  negative,  excepting  the  congenital 
flexion  of  each  fifth  finger. 

Sedimentation  rate  was  2 mm.  per  hour;  blood 
uric  acid  2.2  mg.  per  cent;  complete  blood  count 
normal;  urinalysis  negative,  and  blood  Wassermann 
negative.  The  congenital  nature  of  the  marked 
flexion  of  the  fifth  fingers  and  the  slight  flexion  posi- 
tion of  all  of  the  digits  was  brought  out  finally  by  a 
detailed  history-taking.  The  harmless  nature  of  the 
finger  flexion  was  explained.  Its  independence  of 
the  local  aches  and  vasomotor  symptoms  were  re- 
assuring to  the  patient.  She  was  soon  greatly  re- 
lieved of  the  superimposed  symptoms  by  moving  to 
her  own  apartment  instead  of  residing  with  her 
critical  inlaws  who  were  evidently  the  source  of 
great  emotional  conflict. 

Case  2. — A.  B.,  a female  physician  in  the  fifth 
decade,  came  to  our  attention  because  she  feared  she 
was  developing  rheumatoid  arthritis.  She  had  felt 
pains  in  her  hands  and  at  various  joints  for  five  to  six 
months.  At  the  beginning  of  this  period  she  thought 
she  had  noticed  increased  flexion  deformity  of  the 
fifth  fingers  associated  with  the  multiple  myalgias. 
She  worried  about  this  and,  after  efforts  at  self- 
treatment,  decided  to  get  another  opinion.  Ex- 
amination and  tests  revealed  no  basis  for  the  com- 


Fig.  2.  Congenital  contracture  of  the  fifth  fingers. 
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Fig.  3.  Roentgenographic  appearance  of  congeni- 
tally contracted  fifth  fingers. 


Fig.  4.  Congenital  contracture  of  the  fifth 
fingers  with  overlying  cystic  tendinitis  at  the  proxi- 
mal interphalangeal  joints 


plaints  other  than  simple  contracture  of  each  fifth 
finger  (Fig.  3).  On  close  questioning  she  recalled 
that  contractures  of  her  fifth  fingers  were  present  as 
far  back  as  she  could  remember  in  childhood  with 
slight  if  any  actual  increase  in  later  years.  After  re- 
assurance that  the  changes  in  her  fifth  fingers  were 
evidently  congenital,  she  agreed  that  the  history 
made  this  interpretation  most  logical.  Her  other 
symptoms  quickly  subsided  with  this  reassurance. 

Case  3. — Mrs.  P.,  a fifty-five-year-old  housewife, 
was  under  treatment  in  our  clinic  for  complaints 
associated  with  osteoarthritis  involving  also  the 
digital  joints.  As  an  incidental  finding,  streblo- 
microdactyly  was  noted,  with  overlying  cystic  tendi- 
nitis on  the  left  (Fig.  4).  Here  again  the  original 
flexion  peculiarity  was  forgotten,  and  the  seriousness 
of  the  arthropathy  was  exaggerated  by  concern  over 
the  flexion  and  its  distorted  appearance  given  by  the 
tendon  changes. 

Case  4. — Mrs.  N.  S.,  a fifty-eight-year-old  house- 
wife, suffered  from  pains  in  the  hands  associated  with 
osteoarthritic  changes  of  the  joints  with  Heberden’s 
nodes  at  the  finger  tips.  The  clinical  picture  of 
arthritis  was  distorted  by  the  congenital  flexion  con- 
tractures of  all  fingers,  more  severe  at  the  fifth  fin- 
gers (camptodactyly  andstreblomicrodactyly).  The 
patient  knew  of  the  congenital  nature  of  the  defects 
and  requested  the  examining  physician  not  to  be  in- 
fluenced by  these  changes  in  evaluating  her  con- 
dition and  planning  treatment,  as  had  occurred  in 
the  past. 

The  treatment  of  congenital  contracture  of 
the  fifth  finger  has  not  been  standardized.  When 
seen  early,  extension  exercises,  massage,  and 
traction  have  been  recommended.  For  the  later 


decades,  various  surgical  procedures  have  been 
suggested.  In  the  experiences  of  one  of  us  (0. 
S.)  based  on  other  cases  not  included  here,  it  may 
be  stated  that  this  congenital  deformity  is  usually 
an  innocuous,  asymptomatic  anomaly,  requiring 
no  treatment.  Radical  intervention  is  indicated 
on  the  rare  occasions  when  the  flexion  contrac- 
tures interfere  with  the  patient’s  occupation.  The 
condition  is  important  chiefly  for  its  recognition 
and  differentiation  from  the  more  serious  disor- 
ders it  may  suggest. 

Summary 

1 . The  salient  features  of  streblomicrodactyly 
as  a hereditary  congenital  anomaly  of  the  fifth 
finger  have  been  presented. 

2.  The  tendency  to  confuse  this  entity  with 
rheumatoid  arthritis,  other  arthropathy,  or  with 
Dupuytren’s  contracture  has  been  noted. 

3.  The  condition  is  important  chiefly  for  its 
recognition  as  a benign,  relatively  nonprogressive, 
anatomic  peculiarity. 
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THERE  IS  STILL  TIME  TO  PLAN  TO  ATTEND  THE  143RD  ANNUAL 
CONVENTION,  MAY  2 TO  6,  HOTEL  STATLER,  BUFFALO 


THE  EFFECT  OF  ANTIRETICULAR  CYTOTOXIC  SERUM  ON 
PATIENTS  WITH  OSTEOARTHRITIS 

Louis  W.  Granirer,  M.D.,  Broad  Channel,  New  York 

(From  the  Arthritis  Clinic,  Department  of  Medicine,  New  York  Post-Graduate  Medical  School  and  Hospital) 


SERUMS  commonly  used  in  medicine  to  help 
cure  infectious  diseases  are  made  from  the 
blood  of  animals  injected  with  increasing  doses  of 
the  bacteria  or  toxins  responsible  for  these  dis- 
| eases.  The  resulting  serums  contain  specific  anti- 
bodies. Similarly,  antireticular  cytotoxic  serum 
is  made  from  the  blood  of  animals  injected  with 
increasing  doses  of  suspensions  of  human  tissue 
i belonging  to  the  reticuloendothelial  system,  such 
as  the  spleen  and  bone  marrow.  The  antibodies 
1 present  are  directed  against  the  human  reticulo- 
endothelial tissue  cells.  It  was  maintained  by 
Bogomolets  and  his  school  that  this  specific 
cytotoxic  serum,  when  administered  in  very  small 
doses,  does  only  negligible  harm  and  stimulates 
j the  reticuloendothelial  system  to  greater  activity.1 
I When  injected  into  man  in  large  doses,  this 
i serum  is  capable,  of  paralyzing  the  reticuloendo- 
thelial system.  This  is  only  another  application 
of  the  Arndt-Schulz  law  which  provides  that  weak 
stimuli  increase  physiologic  activity  and  very 
strong  stimuli  inhibit  or  abolish  activity.2 

It  is  well  known  that  the  reticuloendothelial 
system  includes  the  macrophages  of  the  loose 
connective  tissue,  the  reticular  cells  of  the  lym- 
phatic and  bone  marrow  tissue,  the  star-shaped 
Kupffer  cells  of  the  liver,  the  flat  “littoral”  (ad- 
ventitious) cells  about  the  blood  vessels,  the 
“dust”  cells  of  the  lungs,  and  both  the  white  and 
red  pulp  of  the* spleen.3  Macrophage  cells  of  the 
nerve  tissue  are  called  “microglia”  cells.4  Where- 
ever  located,  the  macrophages  in  these  widely 
scattered  parts  of  the  body  may  be  set  free  to 
wander  under  the  influence  of  appropriate  stim- 
uli. Thus,  they  take  their  part  in  inflammation 
and  destruction  of  blood  cells,  and  in  the  bone 
marrow  and  lymphatics  they  are  concerned  with 
the  production  of  new  red  and  white  blood  cells. 
Bogomolets  ascribed  additional  important  func- 
tions to  the  reticuloendothelial  system: 

1.  A growth  function  including  the  regulation 
of  cellular  nutrition  and  metabolism  and  in- 
volving the  processes  of  oxidation,  repair,  al- 
teration of  capillary  permeability,  and  storage. 
This  trophic  function  is  important  in  its  effect 
on  normal  or  premature  aging  of  the  tissues. 

2.  A plastic  function  effecting  the  healing  of 
wounds,  ulcers,  and  fractures  and  the  regeneration 
of  tissues. 

3.  A protective  function — the  well-known 
scavenging  action  of  the  macrocytes — not  only 


against  disease  organisms  but  also  against 
abnormal  growths. 

4.  An  autoregulative  function  connected  with 
the  hormones.  Apparently,  good  health  depends 
on  the  proper  functioning  of  the  reticuloendo- 
thelial system. 

Method 

The  following  study  was  planned  to  observe  the 
effect  of  antireticular  cytotoxic  serum  on  patients 
with  osteoarthritis  picked  at  random  in  our 
clinic. 

The  antireticular  cytotoxic  serum  is  prepared 
in  the  following  manner:  Reticuloendothelial 
cells  from  man  (spleen  and  bone  marrow)  are  in- 
jected into  rabbits  until  a titer  of  1 : 100  has  de- 
veloped in  the  rabbits’  blood.  The  serum  is  with- 
drawn and  separated  by  centrifugation  and  after 
standardization  is  dried  from  the  frozen  state  and 
dispensed  in  vials.*  It  requires  only  dilution  to 
ten  times  the  original  volume  with  physiologic 
saline  solution  to  yield  the  serum  ready  for  in- 
jection in  humans.  The  first  injection,  subcu- 
taneously, is  0.5  cc.  of  the  diluted  serum,  the 
second  1.0  cc.,  and  the  third  injection  1.5  cc., 
each  given  at  intervals  of  two  or  three  days.  A 
series  consists  of  a course  of  three  injections.  Six 
weeks  rest  period  was  allowed  between  courses. 

Within  the  past  year  sixteen  patients  with 
osteoarthritis  were  treated  with  this  serum. 
Sensitivity  to  rabbit  serum  was  ruled  out  by  skin 
testing  each  patient.  Except  for  four  patients, 
each  case  received  one  or  two  additional  series  of 
treatments,  and  all  were  observed  for  one  year. 

Results 

In  the  absence  of  any  specific  statistics,  almost 
any  form  of  treatment  in  chronic  arthritis  seems 
to  produce  about  20  per  cent  arrest,  30  per  cent 
improvement,  and  50  per  cent  of  failure.5  In  the 
follow-up  study  here,  it  was  noted  that  the 
arthritis  in  over  80  per  cent  of  the  patients  be- 
came as  severe  as  it  had  been  in  the  pretreatment 
period.  The  toxic  manifestations,  urticaria,  and 
fever  in  50  per  cent  of  the  cases  were  quite 
marked.  The  final  results  here  were  not  impres- 
sive, and  the  beneficial  effects,  if  any,  were  short- 
lived. The  use  of  this  serum  in  these  cases  with 
osteoarthritis  was  no  more  effective  than  the 
accepted  treatment  of  rest,  physical  therapy, 

* Generously  supplied  by  Wyeth  Inc.,  as  Wyeth  ACS. 
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orthopedic  treatment,  improved  nutrition,  psy- 
chosomatic medicine,  climate,  correcting  meta- 
bolic disturbances,  and  rehabilitation. 

Summary 

Sixteen  patients  with  osteoarthritis,  ages 
forty-nine  to  seventy-two  with  symptoms  of  from 
six  months  to  twenty  years  duration,  were  treated 
with  antireticular  cytotoxic  serum  according  to 
the  schedule  described.  Only  two  patients 
showed  marked  improvement  at  the  end  of  the 
year.  Four  patients  had  slight  improvement, 


and  the  remaining  ten  had  no  benefit  from  the 
treatment.  Fifty  per  cent  of  the  patients 
showed  marked  local  reactions  to  the  serum, 
followed  by  generalized  Urticaria,  chills,  and  fever. 
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SUGGESTION  FOR  A SIMPLIFIED  OPHTHALMOSCOPE,  OTOSCOPE, 
FLASHLIGHT  DIAGNOSTIC  INSTRUMENT 

William  A.  Greene,  Jr.,  M.D.,  Rochester,  New  York 


( From  the  Department  of  Medicine  of  the  University  of  Rochester,  School  of  Medicine  and  Dentistry,  and 
the  Medical  Clinic  of  the  Strong  Memorial  and  Rochester  Municipal  Hospitals) 


WHAT  we  have  here  to  suggest  is  no  new 
instrument  but  rather  a simplification  of 
one  of  the  most  frequently  used  electrically 
illuminated  diagnostic  instruments.  This  sim- 
plification has  developed  as  a result  of  the  im- 
practicability found  by  the  author  in  the  use  of 
the  ophthalmoscope  and  otoscope  in  the  past  few 
years,  first  while  in  an  evacuation  hospital  in  the 
Army  and  more  recently  while  a house  officer 
in  a busy  general  hospital.  This  simplified  in- 
strument has  proved  both  convenient  and  effica- 
cious.* 

The  ophthalmoscope-otoscope  instruments 
available  and  in  use  at  present  are  all  unnecessar- 
ily complex  and  cumbersome.  They  cannot 
easily  or  gracefully  be  carried  in  the  pocket. 
The  alternative  is  to  leave  the  instrument  in  its 
case  in  some  central  location  to  be  fetched  when 
needed.  This  practice  results  in  two  unfortunate 
occurrences.  We  are  apt  to  neglect  certain  parts 
of  an  examination,  perhaps  an  important  part, 
rather  than  take  the  time  to  get  the  ophthalmo- 
scope or  otoscope.  Second,  when  these  instru- 
ments are  left  unattended  they  have  a habit  of 
disappearing  in  whole  or  in  part. 

The  May  head  and  the  ear  speculum  with  a 
beam  of  light  are  the  essential  features  of  the 
ophthalmoscope  and  otoscope  and  are  very 
effective  tools  for  examining  the  inside  of  the  eye 
and  the  ear.  However,  the  so-called  operating 


Fig.  1.  Entire  instrument  combination  including 
battery  handle,  flashlight  head,  and  ophthalmo- 
scope head. 


* The  instrument  was  manufactured  for  the  author  by 
Bau«ch  and  Lomb  Optical  Company,  Rochester,  New  York. 


Fig.  2.  May  ophthalmoscope  head  with  otic  spec- 
ulum detached. 
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Fig.  3.  Method  of  carrying  instrument  in 
pocket,  the  battery  handle  and  flashlight  head  as 
one  unit  and  the  ophthalmoscope-otoscope  head  as 
a separate  unit. 

otoscope  head  is,  in  most  cases,  superfluous. 
With  the  present  extent  of  specialization  most 
manipulation  inside  the  ear  is  done  by  an  otolo- 
gist. The  great  majority  of  physicians,  and 


especially  those  in  hospital  training  need  an 
otoscope  purely  for  diagnostic  purposes.  We  use 
these  instruments  more  to  be  sure  that  there  is 
no  pathology  present  than  to  see  whether  there  is. 
If  any  pathology  is  found,  the  problem  is,  in  most 
instances,  referred  to  the  proper  specialist. 

With  these  facts  in  mind  we  have  attached  the 
otic  speculum  directly  to  the  May  ophthalmo- 
scope head  using  the  same  optical  system  as  a 
light  source  for  illuminating  the  ear.  With  this 
arrangement  the  ear  canal  and  drum  can  be  well 
visualized  by  looking  through  the  +10,  +12, 
+ 15,  or  +20  diopter  lens.  One  size  speculum 
suffices  for  the  great  majority  of  examinations, 
the  size  depending  on  whether  one  deals  with 
adults  or  children.  Consequently,  one  detach- 
able speculum  fastened  to  the  ophthalmoscope 
head,  which  is  fitted  with  a metal  clip,  gives  a com- 
pact instrument  that  can  easily  be  carried  in  the 
pocket. 

Any  size  battery  handle  can  be  used  with  this 
ophthalmoscope-otoscope  combination.  We 
have  found  most  efficient  to  be  the  use  of  the 
pencil-size  handle  with  a flashlight  head  attach- 
ment. This  flashlight  also  readily  fits  into  the 
pocket.  For  examination  of  the  eye  and  ear  the 
flashlight  head  is  removed,  and  the  ophthalmo- 
scope-otoscope head  is  attached.  Together  these 
instruments  provide  a readily  available  flashlight, 
otoscope,  and  ophthalmoscope.  The  details  are 
shown  in  the  accompanying  photographs  (Figs. 
1,3). 


NEW  SYNTHETIC  DRUG  USED  AGAINST  PARKINSON’S  DISEASE 


Parpanit,  a relatively  new  synthetic  drug,  is 
aiding  victims  of  Parkinson’s  disease,  also  called  the 
shaking  palsy,  according  to  Robert  S.  Schwab,  M.D., 
and  Denis  Leigh,  M.D.,  from  the  Department  of 
Neurology  and  Psychiatry,  Massachusetts  General 
Hospital  and  Harvard  Medical  School,  and  the 
Brain  Wave  Laboratory,  Massachusetts  General 
Hospital,  Boston,  and  based  on  a study  of  50  pa- 
tients. Parpanit  is  one  of  the  most  efficient  and 
least  toxic  of  a number  of  related  compounds  de- 
veloped in  Switzerland.  The  drug  has  desirable  re- 
laxing effects  similar  to  derivatives  of  belladonna. 

Thirty-one  of  the  group  experienced  more  im- 
provement from  parpanit  than  they  did  from  pre- 
vious treatment  with  scopolamine,  stramonium,  or 
belladonna,  other  drugs  used  against  the  disease. 

The  degree  of  improvement  during  parpanit 
therapy  was  usually  about  25  per  'cent.  Approxi- 
! mately  half  the  50  had  a decrease  in  rigidity  with 


increased  freedom  or  speed  of  movement  and  greater 
ease  in  eating  and  talking,  and  about  half  noticed  a 
decrease  in  tremor.  In  40  per  cent  of  the  group, 
symptoms  had  been  present  from  one  to  five  years, 
in  32  per  cent  from  five  to  ten  years,  and  in  28  per 
cent  over  ten  years.  There  was  a fairly  close  connec- 
tion between  the  duration  of  symptoms  and  severity 
of  the  disease. 

None  of  the  50  patients  was  bedridden.  Four 
additional  bedridden  patients  with  Parkinson’s 
disease  treated  with  parpanit  were  not  significantly 
benefited.  The  disease  developed  following  en- 
cephalitis in  38  cases  and  was  associated  with  hard- 
ening of  the  arteries  in  seven  cases. 

No  change  from  parpanit  therapy  was  noticed  in 
11  patients,  the  effect  of  the  drug  being  similar  to 
that  of  previous  treatment  with  scopolamine  or 
stramonium.  Eight  were  considered  worse  after 
parpanit  therapy. — J.A .M.A.,  M arch 5, 1949 


BRONCHIECTASIS 

Laurence  Miscall,  M.D.,  New  York  City 
(From  the  Thoracic  Surgical  Service  of  Bellevue  Hospital) 


LESS  than  twenty  years  ago  one  of  our  stand- 
ard medical  texts  disposed  of  the  treatment 
of  bronchiectasis  in  two  lines  by  stating  that  it 
should  be  hygienic,  dietetic,  and  symptomatic  in 
character.  Since  that  time  a voluminous  litera- 
ture dealing  with  all  aspects  of  the  subject 
abounds  with  proof  that  this  forlorn  outlook  may 
be  safely  abandoned.  Surgeons  interested  in  the 
problem  believe  that  ample  evidence  also  has  been 
recorded  to  justify  surgical  approach  as  the  pro- 
cedure of  choice  in  the  attempt  to  cure  these 
patients.  It  is  the  intent  of  the  writer  to  present 
some  facts  to  support  that  contention. 

Several  anatomic  and  clinical  features  of  the 
disease  bear  significantly  on  this  preference  for 
surgery.  Bronchiectasis  usually  involves  seg- 
mental adjoining  bronchi  in  one  or  more  lobes  of 
the  lung  leaving  other  areas  entirely  normal. 
It  is  not  a uniformly  progressive  disease  but  may 
remain  localized  for  years.  Extension  has  been 
regularly  observed  as  the  aftermath  of  the  com- 
monly repeated  attacks  of  suppurative  pneu- 
monitis. Bronchiectasis  is  almost  always  as- 
sociated with  parenchymal  changes  described  as 
atelectasis  or  organizing  pneumonitis  which,  in 
the  long  run,  terminate  as  fibrosis  and  em- 
physema. Moreover  this  disease  quite  often 
originates  in  youth  with  onset,  estimated  by 
some,  at  40  per  cent  in  the  first  decade  and  up 
to  70  per  cent  during  the  second  decade. 

Although  various  theories  have  been  advanced 
to  explain  all  the  features  of  this  disease,  many 
aspects  still  remain  controversial.  Some  permit 
repetition.  The  role  of  true  congenital  defects 
is  clearly  illustrated  by  the  association  of  situs 
inversus  and  bronchiectasis.  Perhaps  this  factor 
has  been  overstressed  with  insufficient  attention 
being  directed  to  the  possibility  of  very  early 
onset  of  acquired  bronchiectasis  in  infancy  and 
childhood.  Auspack  and  others  have  noted  in 
infancy  and  childhood  the  presence  of  basal 
triangular  shadows  containing  dilated  bronchi 
which  they  have  attributed  to  atelectasis.1  Some 
of  these  changes  have  reversed  after  bronchoscopy 
or  other  forms  of  bronchial  drainage  and  have 
been  labeled  pseudobronchiectasis  by  Singer  and 
Graham.2  Bronchial  obstruction  in  some  cases 
is  a contributory  factor.  It  has  not  been  con- 
stantly observed  in  many  cases  of  proved  bron- 
chiectasis and,  as  in  asthma,  is  not  regularly  ac- 
companied by  bronchiectasis.  However,  such 
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obstruction,  accompanied  by  infection  leading  to 
atelectasis  and  parenchymal  suppuration,  favors 
its  development  or  extension.  This  point  is  of 
great  importance  and  indicates  the  necessity  of  I 
control  of  these  factors  by  all  necessary  methods 
if  the  incidence  of  the  disease  is  to  be  decreased 
by  attack  at  the  origin  in  early  life.  The  fre-  t 
quent  occurrence  of  localized  bronchiectasis  after  ? 
suppurative  pneumonitis  and  lung  abscess  in  I 
later  life  lends  support  to  the  theory  of  paren-  | 
chymal  suppuration  as  the  common  origin  of  the  j 
disease.  The  evidence  linking  definite  organ- 
isms with  this  disease  has  not  been  conclusive. 

In  summary,  the  pathologic  material  from  au-  | j 
topsy  and  operative  specimens  indicates  that  ] n 
bronchiectasis  is  a disease  which  often  has  its  ; 
onset  in  early  life  and  predominantly  before  the  j ■ 
age  of  twenty.  It  is  a disease  in  wrhich  paren-  | 
chymal  and  bronchial  damage  are  regularly  ob- 
served and  have  a reciprocal  relation  to  each  other  p 
both  as  cause  and  effect.  Pulmonary  fibrosis  and  j 
emphysema  are  the  terminal  results  of  repeated 
infection  and  progression  and  with  the  coexisting 
suppuration  constitute  the  threat  to  health  and  ; 
life.  That  this  is  a threat  is  illustrated  by  the  j : 
fact  that  symptomatic  bronchiectasis,  unasso-  : 
ciated  with  other  disease,  was  demonstrated  as  j 
the  primary  cause  of  death  in  400  (2.2  per  cent) 
of  18,100  consecutive  autopsies  for  all  causes  of 
death  in  a recent  survey  at  Bellevue  Hospital. 
Death  occurred  in  24  per  cent  of  these  cases 
before  the  age  of  fifty,  all  without  benefit  of  o: 
definitive  surgery.  These  pathologic  observa- 
tions find  parallels  in  the  well-known  clinical 
characteristics,  some  of  which  may  have  been  re- 
garded too  lightly. 

The  analysis  of  146  cases  of  clinical  bron- 
chiectasis, admitted  to  the  thoracic  service  of  e 
Bellevue  Hospital  over  a three-year  period  yields  n 
material  for  thought.  While  only  10  per  cent  of  j : 
these  cases  were  less  than  twenty  years  of  age,  c 
62  per  cent  were  less  than  fifty.  Those  in  whom  ti 
duration  could  be  accurately  determined  had  had  j ; 
symptoms  for  an  average  of  at  least  eleven  years,  n 
They  had  been  treated  for  these  symptoms  for  q, 
from  three  to  fifteen  years.  During  this  time,  k 
as  much  as  four  years  with  repeated  admissions  : 
had  been  spent  as  inpatients  of  various  institu-  pr 
tions.  Thirty  patients  had  consumed  one  hun-  C 
dred  five  years  of  hospitalization.  Almost  con-  ' 
stant  cough  with  copious,  foul  sputum  had  1 1 
physically  wrecked  many  of  these  unfortunates  a. 
who  often  become  social  outcasts.  Recurrent 
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pneumonia,  hemoptysis,  abscess  formation,  and 
empyema  had  cost  much,  not  only  in  human 
suffering  but  also  in  monetary  loss. 

Of  the  146  patients  only  44  were  operated,  in 
spite  of  the  fact  that  the  chief  complaint  and 
reason  for  admission  was  serious  hemoptysis  in 
60  patients,  recurrent  pneumonia  in  30  patients, 
unremitting,  copious,  foul  sputum  in  51,  and 
empyema,  lung  abscess,  and  asthma  in  five. 
Fifty  patients  over  fifty  and  22  between  forty 
and  fifty  were  denied  surgery.  Since  these  ages 
do  not  constitute  a general  valid  contraindication 
to  surgery,  the  cited  reasons  for  such  a course 
gains  significance.  The  decided  prominence  of 
inadequate  functional  reserve,  too  extensive 
lesions,  and  poor  general  condition  suggest  that 
lack  of  early  curative  therapy  had  contributed  to 
progressive  deterioration  in  health.  It  is  likely 
that  they  represent  the  inroads  of  longstanding 
and  inadequately  treated  disease.  This  is  the 
natural  course  and  clearly  reflected  by  both 
pathologic  and  clinical  knowledge.  These  few 
figures  agree  with  and  complement  the  opinion 
of  innumerable  other  observers.  They  warrant 
the  statement  that  bronchiectasis  is  a chronic, 
progressive  disease  which  requires  active  treat- 
ment to  prevent  progression  to  chronic  invalid- 
ism and  fatality  and  that  this  treatment  should 
be  prompt  once  the  diagnosis  is  established.  To 
the  pediatrician  may  be  delegated  the  preventive 
side  of  this  effort  in  recommending  the  use  of  all 
measures  to  reduce  pulmonary  infection.  All 
other  cases  of  established  bronchiectasis  should 
immediately  fall  to  the  care  of  the  surgeon  for 
decision  as  to  the  time  and  extent  of  operation 
unless  contraindicated  by  acceptable  criteria. 
Such  a program  will  prevent  the  steady  march 
of  the  disease  and  obviate  the  necessity  of  heroic 
surgery  in  the  terminal  phase. 

It  appears  then  that  once  a patipnt  has  come 
for  treatment  for  the  usually  serious  symptoms 
of  established  bronchiectasis  the  situation  calls 
for  therapy  planned  to  culminate  in  surgical 
excision  of  the  diseased  area.  Early  treatment 
must  be  so  directed,  since,  in  this  disease  espe- 
cially, the  success  of  subsequent  surgery  is  very 
directly  related  to  the  efficiency  of  such  prepara- 
tion. It  generally  requires  the  meticulous  and 
persistent  use  of  all  measures  to  correct  the 
ravages  of  long  chronic  illness.  Bed  rest,  ade- 
quate diet  reinforced  with  proteins,  vitamins, 
and  minerals,  and  the  free  use  of  blood  are  in- 
dicated for  the  almost  constant  weight  loss, 
protein  and  specific  deficiencies,  and  anemia. 
Concurrent  sinusitis  and  oral  sepsis  as  con- 
tributing factors  merit  prompt  remedy.  Regular 
chemotherapy  has  yielded  excellent  aid,  and  the 
agents  used  may  be  advantageously  based  on  a 
close  study  of  the  bacterial  flora  present. 


The  local  pulmonary  condition  needs  attention 
in  minute  detail.  Bronchial  drainage  by  pos- 
tural, aspirational,  or  bronchoscopic  measures 
must  be  rigidly  practiced  within  the  patient’s 
tolerance.  The  use  of  oxygen  and  mucosal 
shrinking  agents  in  conjunction  with  properly 
prepared  chemotherapeutic  aerosols  increases 
and  accelerates  the  effectiveness  of  bronchial 
toilet.  A favorable  response  may  be  expected 
from  the  persevering  use  of  these  methods,  and 
its  degree  may  be  readily  estimated  by  the  gen- 
eral clinical  improvement  in  the  acute  and 
chronic  expressions  of  disease  and  a decrease  in 
the  amount  and  change  in  character  of  the  spu- 
tum. It  is  well  known  that  bronchiectasis 
typically  exhibits  remissions  and  exacerbations. 
The  physician  responsible  for  this  early  care 
should  not  be  lulled  into  inactivity  and  procras- 
tination by  the  apparent  improvement  which 
may  follow  this  treatment.  The  remission 
should  not  be  lost  by  the  cessation  of  therapy. 
Therapy  should  be  maintained  to  provide  an 
opportunity  for  further  and  better  evaluation  of 
the  status  of  operability  and  the  period  during 
which  the  patient  can  face  surgery  in  optimum 
condition  with  minimal  risk. 

Bronchoscopy  should  be  routine,  for  it  may 
lend  both  diagnostic  and  therapeutic  aid.  The 
origin  of  secretions  and  hemorrhage  may  be 
localized.  When  the  latter  has  been  severe,  this 
information  is  indispensable  and  perhaps  life- 
saving. Transient  bronchial  obstruction  due  to 
tenacious  or  dried  exudate,  ulcerative  and  granu- 
lating lesions,  and  foreign  bodies,  sometimes  un- 
suspected, may  be  relieved  with  great  benefit. 
The  observation  of  true  stenosis  or  tumors  may 
alter  the  entire  plan  of  operation. 

Accurate  outlining  of  the  diseased  area  should 
be  based  on  the  previous  clinical  findings.  At 
Bellevue,  Amberson  has  for  years  emphasized 
the  persistence  of  rales  as  a guide  to  the  area  to 
be  bronchogrammed.  With  careful  previous 
examination  of  the  chest  it  often  is  not  necessary 
to  visualize  the  entire  tree.  The  association  of 
lingular  and  middle  lobe  disease  with  lower  lobe 
disease  is  so  frequent  that,  in  the  presence  of  the 
latter,  the  former  areas  should  be  regularly 
visualized.  WThere  doubt  exists,  it  is  better  to 
visualize  any  questionable  area.  The  impor- 
tance of  care  in  this  work  cannot  be  over- 
stressed, since  it  controls  the  aim  of  surgery.  The 
surgeon  must  have  correct  information  if  he 
hopes  to  accomplish  his  twofold  purpose  of  total 
ablation  of  the  diseased  area  and  the  maximal 
preservation  of  functionally  competent  respira- 
tory tissue.  Since  the  retention  of  contrast 
medium  for  four  to  six  weeks  in  the  lung  is  not 
unusual  and  may  lead  to  postoperative  atelecta- 
sis, pneumonitis,  and  other  complications,  delay 
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for  perhaps  four  to  six  weeks  after  instillation  is 
desirable.  An  added  safety  factor  is  to  operate 
during  the  warmer  months  of  the  year  when 
acute  upper  respiratory  infections  are  at  a mini- 
mum. During  this  interim  it  is  advisable  to 
keep  the  patient  under  close  observation  to 
maintain  the  remission,  and  one  may  also  culti- 
vate the  use  of  thoracic  exercises  which  proved 
so  helpful  during  the  war. 

Since  operability  is  directly  governed  by  the 
status  of  cardiorespiratory  functional  reserve, 
it  must  be  evaluated  closely.  The  younger  age 
groups  usually  have  sufficient  reserve  to  permit 
the  very  extensive  resections  reported  by  Blades 
and  Graham.3  In  the  borderline  type  of  the 
older  age  groups,  technical  measure  of  the  reserve 
may  be  the  only  feasible  basis  for  planning 
operation  because  of  the  extensive  and  profound 
pulmonary  changes.  The  brilliant  work  of 
Cournand  and  his  associates  has  been  of  ines- 
timable value  in  correlating  the  selection  of  cases 
and  the  extent  of  operation.4  This  contribution 
well  merits  the  praise  it  has  received.  When  lack 
of  facilities  precludes  such  tests,  clinical  evalu- 
ation must  be  extremely  careful.  Although 
fairly  reliable,  its  accuracy  does  not  approach 
that  of  the  more  exact  methods. 

Surgical  intervention  should  follow  promptly 
the  decision  that  a case  is  operable.  The  reasons 
are  many  and  clear.  Less  pulmonary  tissue  is 
sacrificed  with  minimal  extent  of  the  disease. 
Operation  is  simplified  if  recurrent  episodes  have 
not  obliterated  or  frozen  the  pleural  space  and 
fissures.  The  remaining  undamaged  lung  ex- 
pands more  readily  to  fill  the  thorax  which 
decreases  the  incidence  of.fistula  and  empyema. 
The  most  favorable  time  for  operation  coincides 
with  the  reduction  or  disappearance  of  sputum 
which  can  be  expected  to  minimize  postoperative 
atelectasis,  pneumonia,  and  lung  abscess.  A 
persistently  high  sputum  output  should  arouse 
suspicion  of  unrecognized  bronchial  obstruction 
or  underlying  abscess.  In  some  of  these,  pre- 
liminary drainage  and  secondary  excision  has 
offered  greater  safety  than  primary  excision. 
Operation  is  often  demanded  by  severe  hem- 
orrhage. Certain  excision  of  the  offending  area 
in  extensive  disease  can  be  based  upon  bron- 
choscopic  localization,  but  in  less  extensive 
disease  thorough  extirpation  suffices. 

In  recommending  this  method  of  treatment, 
one  can  support  it  with  the  record  which  should 
be  reviewed  with  the  same  attitude  that  the 
armed  forces  had  toward  its  wounded.  The 
combat  groups  called  upon  the  medical  depart- 
ment not  only  to  save  life  but  to  return  a maxi- 


mum number  to  fighting  duty.  Short  of  this 
dual  purpose,  nothing  was  accomplished  for  the 
combat  forces.  Surgeons  believe  the  record 
shows  that  the  judicious  use  of  surgery  offers  a 
similar  prospect  to  more  bronchiectatic  patients 
than  any  other  method  and  that  the  road  to  more 
cures  is  marked  by  an  earlier  and  more  uniform 
utilization  of  it.  A bright  outlook  has  followed 
the  perfection  of  intrahilar  dissection  technic, 
the  progress  in  anesthesia,  the  free  use  of  blood, 
the  correct  selection  and  preparation  of  cases, 
and  newer  concepts  and  knowledge  of  cardio- 
respiratory function  and  chemotherapy. 

Patients  may  be  assured  of  the  safety  of  lobec- 
tomy and  or  segmental  resection.  The  mor- 
tality rates  have  gradually  fallen  to  less  than 
2 per  cent  in  several  recent  series  of  cases.  Total 
lobectomy  has  carried  a small  complication  rate, 
particularly  empyema  and  bronchopleural  fis- 
tulas, which  is  somewhat  less  than  that  of  seg- 
mental resection.  They  have  not  been  serious 
enough  to  curb  the  use  of  these  procedures. 
Pneumonectomy  can  be  reserved  for  very  exten- 
sive unilateral  disease  and  should  often  be  com- 
bined with  methods  to  prevent  mediastinal  shift 
and  compensatory  emphysema  of  the  remaining 
lung.  The  mortality  rate,  which  has  gradually 
fallen,  may  be  expected  to  be  less  than  5 per  cent 
in  well-selected  series. 

When  the  procedure  is  correctly  gauged  to 
remove  the  diseased  and  poorly  functioning  area 
without  unnecessary  sacrifice  of  lung,  a cessation 
of  symptoms  and  recurrences  and  an  improve- 
ment in  respiratory  efficiency  has  followed  and 
can  be  regularly  forecast.  The  extent  of  lon- 
gevity in  some  very  extensive  cases  remains  to  be 
proved.- 

A cursory  reading  of  the  literature  forces  one  to 
to  agree  with  Riggins  who  in  1941  stated,  “The 
morbidity  and  mortality  of  untreated  and 
medically  treated  bronchiectasis  is  such  that  the 
physician  who  routinely  advises  young  adults 
with  operable  bronchiectasis  against  surgery  is 
assuming  a large  responsibility  and  in  all  prob- 
ability renders  his  patient  a great  disservice.”6 
It  is  the  surgeon’s  contention  that  this  axiom 
applies  also  to  a large  section  of  patients  in  the 
older  age  group. 

11  East  68th  Street 
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AN  UNUSUAL  CASE  OF  ACQUIRED  DEXTROCARDIA 
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FOLLOWING  thoracoplasties,  changes  in  the 
A position  of  the  heart  and  rotation  of  its  axis  may 
occur;  the  heart  may  be  pulled  into  or  pushed 
away  from  the  collapsed  side,  cor  pulmonale  may 
occur,  and  electrocardiographic  changes  may  or 
may  not  occur.1-3 

We  wish  to  present  a patient  who,  following 
thoracoplasty,  developed  unusual  roentengologic 
and  electrocardiographic  findings. 

Case  Report 

The  patient,  J.  P.,  was  a forty-year-old  woman. 
The  onset  of  her  disease  was  in  1931  with  loss  of 
weight,  fatigue,  and  cough.  Pulmonary  tuber- 
culosis was  diagnosed  in  1932  with  the  sputum 
containing  tubercle  bacilli.  Right  pneumothorax 
was  induced  in  1936;  a pneumonolysis  was  done  in 
1937,  which  was  followed  by  sputum  conversion. 
Because  of  obliterative  pleurisy  the  pneumothorax 
was  discontinued  in  1938.  The  sputum  turned 
positive  again.  In  1939,  bronchography  and  bron- 
choscopy showed  occlusion  of  the  right  upper  lobe 
bronchus.  Between  March  and  June,  1943,  a 
three-stage,  nine-rib  thoracoplasty  and  revision 
operation  were  performed  on  the  right  side.  The 
sputum  was  negative  for  some  time  but  turned 
positive  again.  Following  the  operations,  cardiac 
pulsations  were  visible  in  the  third,  fourth,  and  fifth 
intercostal  spaces,  just  to  the  right  of  the  sternum. 
No  thrills  or  murmurs  were  noted. 

Roentgenologic  examination  showed  a complete 
thoracoplasty  on  the  right  (Figs.  1 and  2).  No 
aerated  lung  could  be  seen  on  the  right.  Heart 
and  mediastinum  were  shifted  to  the  right  and 
seemed  to  be  adjacent  to  the  right  lateral  chest  wall. 
Because  of  this  unusual  radiologic  appearance  electro- 
cardiographic studies  were  done. 

Five  electrocardiograms  were  taken  on  the 
patient  over  a period  of  three  years.  All  the  tracings 
were  similar  to  those  shown  in  Fig.  3,  which  was 
taken  several  months  before  she  died.  In  Fig.  3, 
the  downward  T waves  in  the  three  standard  leads 
and  precordial  lead  CF4  are  abnormal.  In  other 
tracings  T was  also  downward  in  precordial  lead 
CF2.  In  a previous  paper,  one  of  us  (E.  G.)  pointed 
out  that  the  downward  T waves  in  the  standard 
leads  of  this  patient  could  be  explained  by  the  un- 
usual position  of  the  heart.4  However,  changes 
in  the  position  of  the  heart  cannot  explain  the  down- 
ward T waves  in  the  precordial  leads. 

The  standard  leads  also  show  tall,  thin  P waves, 
in  leads  II  and  III.  This  pattern  has  been  reported 
in  cases  of  chronic  cor  pulmonale.5  At  autopsy 
the  auricles  were  found  to  be  normal,  however. 


The  patient  developed  a spread  to  the  left  lung  and 
died  in  December,  1945,  with  the  signs  of  respiratory 
insufficiency. 

The  essential  findings  on  autopsy  were  as  follows: 
The  right  pleural  cavity  is  completely  obliterated 
by  fibrous  scar  tissue;  no  right  lung  is  seen.  The 
heart  is  dislocated  to  the  right  and  reaches  the  right 
thoracic  wall  to  which  it  is  attached  by  thin,  easily 
torn  adhesions.  The  right  lung  is  completely 
collapsed  and  located  behind  the  heart  in  the  apex 
of  the  thoracic  cage  to  which  it  is  firmly  bound. 
The  left  lung  is  markedly  emphysematous  and  fills 
the  entire  left  thoracic  cage;  it  even  extends  some- 
what over  the  midline  to  the  right  side. 

The  right  lung  is  markedly  shrunken  and  fibrotic, 
about  one  third  of  the  normal  size.  The  pleura  is 
markedly  thickened  and  covered  with  large  sheets 
of  parietal  pleura  and  many  fibrous  tags.  The 
fissures  are  obliterated.  The  lung  is  noncrepitant 
throughout.  The  cut  surface  reveals  dark,  grayish, 
completely  atelectatic  parenchyma.  The  posterior 


Fig.  1.  Posteroanterior  roentgenogram  of  the 
chest  taken  on  July  14,  1945. 
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Fig.  2.  Bucky  film  of  chest  taken  on  July  14,  1945. 

portion  of  the  left  lower  lobe  is  the  site  of  an  ex- 
tensive tuberculous  pneumonia,  and  a similar 
smaller  focus  of  tuberculous  pneumonia  is  present 
in  the  anterior  midportion  of  the  lower  lobe. 

The  heart  weighs  230  Gm.  The  left  ventricular 
wall  measures  10  to  13  mm.,  the  right  ventricular 
wall  3 mm.  There  is  neither  dilatation  nor  hyper- 
trophy of  the  chambers.  The  coronary  arteries  are 
normal  in  origin.  There  is,  however,  a considerable 
preponderance  of  the  right  coronary  artery  which  is  a 


Fig.  3.  Electrocardiogram  taken  several  months 
before  the  patient  died. 


much  wider  vessel  than  the  left  and  supplies  most 
of  the  posterior  wall  of  the  heart.  In  addition  it 
shows  a moderate  number  of  small,  circumscribed 
atheromatous  patches,  whereas  the  left  circum- 
flex is  a fairly  small,  thin-walled  vessel  with  a 
smooth  intima. 

Summary 

We  have  described  'the  case  report  of  a patient 
who  had  a complete  thoracoplasty  on  the 'right  side. 
The  roentgenologic  examination  showed  a shift  of 
the  heart  to  the  right  to  unusual  degree  resulting  in 
an  acquired  dextrocardia.  Unusual  electrocardio- 
graphic findings  also  appeared,  consisting  of  unusual 
T waves.  At  autopsy  the  heart  was  found  per- 
fectly normal  and  without  right  ventricular  hyper- 
trophy in  spite  of  the  chronic  pulmonary  disease 
and  the  distortion  of  the  heart  that  had  been  caused 
by  the  thoracoplasty. 
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TUBERCULOSIS  IN  NEW  YORK  CITY  DURING  1948 


Three  thousand  one  hundred  and  five  deaths  from 
tuberculosis  were  recorded  in  New  York  City  during 
the  year  1948,  according  to  the  Department  of 
Health  of  the  City  of  New  York,  which  was  23 
fewer  than  the  3,128  reported  in  1947.  The  death 
rate  of  38.4  per  100,000  in  1948  was  2 per  cent  lower 
than  the  rate  in  1947  which  was  39.3,  as  reported  by 
Godias  S.  Drolet,  statistician  and  assistant  director, 
New  York  Tuberculosis  and  Health  Association. 

While  for  the  city  as  a whole  there  was  a decline  in 
tuberculosis  mortality,  on  the  other  hand,  in  the 
Borough  of  Manhattan  the  deaths  in  1948  which 
numbered  1,469  were  68  more  than  the  year  before. 
The  death  rate,  already  extremely  high  in  that 
borough,  which  in  1947  was  73,  rose  to  76  or  by  4 
per  cent.  The  number  of  tuberculosis  deaths  in 
Brooklyn,  799,  were  the  same  as  the  year  before. 


In  the  Bronx,  the  389  deaths  in  1948  were  53  fewer 
than  those  in  the  previous  year  and  last  year’s  rate 
of  25.4  was  13  per  oent  lower  than  that  in  1947  when 
it  was  29.3.  In  Queens,  the  367  deaths  were  45 
fewer  than  the  year  before  and  that  borough  en- 
joyed again  having  the  lowest  tuberculosis  death  rate 
in  New  York  City,  24  as  compared  with  27.6  in 
1947,  a decline  of  13  per  cent. 

However,  while  tuberculosis  mortality  in  New 
York  City  lias  fallen  in  1948,  it  cannot  be  said  that 
the  incidence  of  the  disease  is  any  less.  This  prob- 
ably reflects  increasing  success  in  the  treatment  of 
•the  disease  what  with  extensive  hospitalization, 
the  wide  application  of  surgical  procedure  in  pul- 
monary tuberculosis,  and  now  the  valuable  adjunct 
of  the  antibiotics,  penicillin  and  streptomycin 
particularly. 


TORSION  OF  THE  LESSER  OMENTUM 

Leonard  K.  Stalker,  M.D.,  and  J.  Colman  Knope,  M.D.,  Rochester,  New  York 


( From  the  Department  of  Surgery,  Highland  Hospital) 

'TORSION  of  the  greater  omentum  is  a rather 
common  condition,  but  torsion  of  the  lesser 
omentum  is  rare  and  has  been  reported  on  only  a 
very  few  occasions.  Hartwell  reported  one  case  of 
torsion  of  the  lesser  omentum  which  simulated  sub- 
acute perforation  of  a gastric  ulcer.1  Green  men- 
tioned the  possibility  of  torsion  in  a discussion  of 
traumatic  rupture  of  the  lesser  omentum.2  He  cited 
this  as  a cause  of  intra-abdominal  hemorrhage  which 
occasionally  required  emergency  surgery.  Bierman 
and  Jones  described  an  accessory  or  third  omentum 
and  its  probable  development.3  This  is  a triangular 
fold  of  omentum  that  hangs  down  from  the  lesser 
curvature  of  the  stomach.  They  mentioned  that, 
at  times,  symptoms  of  a gastric  ulcer  were  produced 
by  its  presence.  Others  have  considered  this  acces- 
sory omentum  as  a potential  source  of  torsion. 

A recent  case  of  torsion  of  the  lesser  omentum 
which  required  emergency  surgical  treatment  was 
thought  to  be  of  sufficient  interest  to  report. 

Case  Report 

A fifteen-year-old  girl  was  referred  to  us  on 
March  18,  1948,  for  surgical  treatment  of  what  was 
thought  to  be  an  advanced  acute  retrocecal  appen- 
dicitis. She  stated  that  she  had  been  well  until 
approximately  eight  hours  before  admission  to  the 
hospital,  when  upon  arising  she  felt  a sudden,  sharp, 
severe  right  epigastric  pain.  This  pain  persisted 
throughout  the  day  and  was  associated  with  nausea 
and  vomiting.  There  was  no  radiation  of  the  pain 
and  no  other  abdominal  symptoms.  Some  two 
years  prior  to  this  episode,  the  patient  states  that 
she  was  struck  in  the  upper  abdomen  by  a volley 
ball  and  that  immediately  severe  pain  developed  in 
the  epigastrium.  She  was  confined  to  bed  for  several 
days,  and  her  doctor  at  that  time  told  her  that  she 
had  an  intra-abdominal  hemorrhage. 

Examination  at  the  time  of  admission  to  the  hos- 
pital revealed  a well-developed,  well-nourished, 
white  female  who  appeared  acutely  ill.  Her  blood 
pressure  was  120/70  and  the  pulse  rate  100.  Her 
temperature  was  100  F.  The  leukocytes  numbered 
17,500,  with  88  per  cent  neutrophils.  Urine  examina- 
tion was  negative.  There  was  definite  tenderness 
in  the  lower  right  quadrant  of  the  abdomen.  Rec- 
tal examination  revealed  nothing  significant  in  the 
pelvis,  but  there  was  some  right-sided  abdominal 
tenderness.  It  was  felt  that  the  patient  presented  a 
definite  picture  of  an  acute  abdominal  condition, 
and  the  most  possible  situation  seemed  to  be  that  of 
an  acute  retrocecal  appendicitis.  There  was  con- 
siderable doubt  as  to  whether  appendicitis  existed 
or  not,  but  surgical  exploration  was  performed  as 
an  emergency  procedure. 

The  abdomen  was  opened  through  a low,  midright 
pararectus  incision.  A small  amount  of  free  serous 
fluid  was  present.  The  appendix  was  found  in  a 
completely  retrocecal  position  with  the  tip  lying 
several  centimeters  above  the  cecum  in  the  region 
of  the  hepatic  flexure  of  the  colon.  There  was  a 
fecalith  in  the  midportion  of  the  appendix,  but 
there  was  not  sufficient  inflammation  to  account  for 
this  patient’s  symptoms.  For  this  reason  the  inci- 
sion was  enlarged,  and  a more  extensive  abdominal 
exploration  was  carried  out.  The  gallbladder  was 


thin  walled  and  contained  no  stones.  Just  to  the 
left  of  the  gallbladder  a hard  inflammatory  mass 
could  be  felt.  When  this  mass  was  visualized,  it 
proved  to  be  a gangrenous  tab  of  omentum  which 
was  twisted  on  itself  in  a counterclockwise  fashion 
some  three  times.  It  was  attached  to  the  lesser  cur- 
vature of  the  stomach  in  the  prepyloric  region  just 
below  the  angle  of  the  stomach.  This  appeared  to  be 
a portion  of  the  gastrohepatic  omentum.  The 
stomach  in  this  region  showed  considerable  edema 
with  serous  inflammation  which  we  felt  was  second- 
ary to  the  inflammatory  changes  in  the  omentum. 
This  portion  of  omentum  was  resected  and  an 
appendectomy  carried  out.  Pathologic  report 
showed  that  the  resected  tissue  was  fat  which  con- 
tained thrombosed  vessels.  The  patient  made  an 
uneventful  convalescence  and  was  out  of  bed  on 
her  third  postoperative  day  and  discharged  from  the 
hospital  on  her  tenth  postoperative  day. 

Comment 

It  is  not  normal  for  a portion  of  the  lesser  omentum 
to  be  free  within  the  abdominal  cavity  so  that  a tor- 
sion could  develop.  Therefore,  one  must  speculate 
as  to  the  method  by  which  a portion  of  this  omentum 
can  become  free.  In  this  particular  case  it  was  a 
portion  of  the  gastrohepatic  omentum,  and  we  be- 
lieve it  is  reasonable  to  assume  that  the  trauma 
which  the  patient  received  two  years  previously 
produced  a rupture  of  the  lesser  omentum,  and, 
secondarily,  a free  tab  of  omentum  was  present 
which  subsequently  became  twisted.  As  we  have 
mentioned,  some  authors  state  that  this  is  really  an 
accessory  omentum  or  a third  omentum,  and  they 
have  described  the  embryologic  development  of  such 
a situation.  It  is  our  feeling  that  in  most  of  the 
instances  reported  in  the  literature  the  torsion 
was  a traumatic  condition,  that  is  to  say,  that  pri- 
marily a traumatic  rupture  of  the  lesser  omentum 
had  occurred.  It  is  obviously  a rare  condition,  but 
it  is  certainly  one  that  must  be  thought  of  when  ex- 
ploration is  carried  out  for  an  acute  condition  of  the 
abdomen.  It  is  important  when  doing  surgery 
within  the  abdomen  that  sufficient  pathologic  find- 
ings be  demonstrated  to  explain  the  clinical  picture 
as  presented  by  the  patient.  This  frequently  re- 
quires a very  complete  search  of  the  abdomen  as 
was  carried  out  in  this  case.  The  preoperative  diag- 
nosis was  that  of  an  acute  retrocecal  appendix  and 
at  the  time  of  surgery  a retrocecal  appendix  was 
found,  but,  since  there  were  not  sufficient  pathologic 
changes  to  explain  the  symptoms,  a more  complete 
exploration  was  carried  out  and  the  torsion  dis- 
covered. 

Summary 

A brief  discussion  of  the  problem  presented  by 
torsion  of  the  lesser  omentum  has  been  made.  A 
ease  in  which  this  condition  occurred  requiring  emer- 
gency abdominal  operation,  has  been  presented. 
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MULTIPLE  SCLEROSIS  APPEARING  AFTER  SPINAL  ANESTHESIA 

Arthur  N.  Fleiss,  M.D.,  Syracuse,  New  York 

( From  the  Departments  of  Medicine  and  Psychiatry,  Syracuse  University  College  of  Medicine,  and  the 
University  Hospital) 


''THAT  neurologic  complications  of  great  variety 
.may  infrequently  follow  the  use  of  spinal  anes- 
thesia has  long  been  known.  They  may  be  in  the 
nature  of  isolated  or  multiple  cranial  nerve  palsies, 
peripheral  mononeuritis  or  polyneuritis,  transverse 
myelitis,  encephalomyelitis,  or  myeloradiculitis. 
Thus,  any  portion  of  the  central  nervous  system 
may  be  involved.  It  has  also  been  recognized  that 
several  clearly  defined  neurologic  syndromes  have 
been  aggravated  by  or  even  precipitated  by  spinal 
anesthesia.  Hammes  recorded  a case  of  multiple 
sclerosis  and  one  of  posterolateral  sclerosis  associ- 
ated with  pernicious  anemia  in  which  spinal  anes- 
thesia induced  rapid  clinical  progression  of  the 
neurologic  defects.1  Critchley  described  a case  of 
multiple  sclerosis  and  another  of  progressive  mus- 
cular atrophy  in  which  the  first  neurologic  abnor- 
malities appeared  immediately  after  spinal  anes- 
thesia.2 

Spinal  anesthesia  is  not  knowingly  used  in  the 
presence  of  any  central  nervous  system  abnormali- 
ties. In  those  instances  where  recognized  neuro- 
logic syndromes  were  apparently  precipitated  by  the 
anesthesia,  it  is  likely  that  subclinical  defects  had 
existed  which  could  not  be  elicited  by  our  present 
methods  of  neurologic  testing.  Without  the  added 
stimulus  of  the  anesthesia,  the  disease  would  prob- 
ably have  appeared  more  gradually  at  a later  period. 

The  following  case  illustrates  the  appearance  of 
multiple  sclerosis  immediately  after  spinal  anes- 
thesia. 

Case  Report 

A veteran,  age  thirty-six,  had  had  difficulty  with 
his  feet  for  many  years,  which  was  attributable  to 
the  presence  of  a bunion  and  a hammer  toe  on  the 
left  foot  as  well  as  bilateral  flat  feet.  In  March, 
1947,  the  bunion  and  hammer  toe  were  surgically 
corrected.  Spinal  anesthesia  with  pontocaine  was 
used.  Preoperative  neurologic  examination  was 
normal. 

Immediately  after  the  operation  the  patient 
first  noted  difficulty  with  his  right,  the  unoperated, 
leg  in  the  form  of  unsteadiness  in  his  gait  and  an 
inability  to  raise  the  leg  high  enough  to  permit  him 
to  take  a normal  step.  Occasional  nonradiating 
pain  in  the  right  hip  and  in  the  back  was  also  de- 
scribed along  with  fatigue  in  both  legs,  more  marked 
on  the  right.  The  patient  also  experienced  clonic 
movements  in  the  right  ankle  when  he  stepped  up. 

There  was  some  minor  complaint  of  constipation 
but  of  no  other  sphincter  disturbances.  His  sexual 
potency  was  unchanged.  He  had  not  been  aware 
of  any  eye  or  speech  disorder,  and  other  complaints 
referable  to  the  nervous  system  were  absent. 

The  patient’s  past  history  included  the  notation 
that  he  had  been  subjected  to  routine  medical  ex- 
aminations during  his  army  service  in  the  last  war, 
and  no  neurologic  defects  had  been  found. 


When  the  patient  was  first  seen  by  the  writer, 
six  and  one-half  months  after  his  operation,  neuro- 
logic examination  revealed  the  following: 

1.  Pupils  were  equal  and  round  but  reacted 
sluggishly  to  light  and  convergence. 

2.  Horizontal  nystagmus  on  lateral  gaze,  more 
toward  the  left,  and  vertical  nystagmus  on  vertical 
gaze  were  present. 

3.  Visual  fields  revealed  bilateral  peripheral 
constriction,  more  marked  in  the  left  eye;  scoto- 
mata were  found  in  both  central  fields. 

4.  Right  optic  disk  showed  temporal  pallor. 

5.  Increased  tonus  in  the  lower  extremities, 
weakness  of  the  right  thigh  and  leg,  weakness  of 
trunk  flexion,  and  flaccid,  pendulous  abdomen. 

6.  Reflexes: 


Right  Left 

Biceps  2 2 

Triceps  3 3 

Hoffman  0 0 

Patellar  3 3 

Achilles  (clonus)  4 4 

Plantar — pathologic,  no  flexion  0 0 

Upper  Abdomen  2 2 

Lower  abdomen  1 1 

Cremasteric  3 2 


7.  Normal  appreciation  of  pain,  touch,  vibra- 
tion, and  position. 

8.  Gait  was  ataxic,  Romberg  negative,  heel  to 
knee  test  bilaterally  defective,  and  finger  to  nose 
test  very  slightly  defective  on  the  right. 

9.  The  remainder  of  the  physical  examination 
was  not  contributory.  Severe  pes  planus  was 
evident  bilaterally. 

Laboratory  data  were  as  follows:  Spinal  fluid  was 
clear  and  colorless.  Manometric  readings  were 
normal.  Spinal  Wassermann  test  was  negative. 
There  were  4 mononuclear  cells.  Colloidal  gold 
test  (new  scale  0 to  20)  showed  the  following: 
8.5,  9.5,  13,  15,  16,  18,  15,  11,  8.  These  findings 
constitute  a D type  of  curve,  formerly  designated  as 
paretic  or  first  zone.  Total  protein  was  46  mg. 
(normal — 15  to  25  mg.).  Blood  Wassermann  test 
was  negative.  Complete  blood  count  was  normal. 
Urinalysis  was  unremarkable. 

Comment 

The  presence  of  pyramidal  tract  and  cerebellar 
tract  abnormalities  with  nystagmus,  optic  neuritis 
and  the  spinal  fluid  changes  constituted  a charactei  - 
istic  picture  of  multiple  sclerosis  which  first  became 
evident  after  the  operative  procedure.  The  medical 
as  well  as  the  legal  implications  of  this  problem 
emphasize  the  importance  and  value  of  a thorough 
neurologic  review  before  a patient  is  subjected  to 
spinal  anesthesia. 
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Special  Article 

THE  NEEDS  OF  THE  ARMY  MEDICAL  SERVICE,  I 

Colonel  C.  F.  St.  John,  First  Army  Surgeon, 

New  York  City 


GERMS  recognize  no  pacts  of  peace — and,  be- 
cause of  that,  the  Army  Medical  Department 
today  faces  a tremendous  challenge. 

That  challenge  can  best  be  summed  up  in  the  defi- 
nition of  the  Army  Medical  Department’s  mis- 
sion— to  keep  the  soldier  well  and  to  care  for  him 
when  he  is  sick.  This  mission  continues  both  in  war 
and  in  peace.  Because  it  must  constantly  combat 
disease  and  be  alert,  the  Medical  Department  is  in  a 
constant  state  of  preparedness. 

As  every  doctor  knows,  he  is  the  fulcrum  around 
which  adequate  medical  care  revolves.  Without  a 
sufficient  number  of  doctors,  no  medical  program- 
no  matter  how  well  conceived  and  how  highly  dedi- 
cated— can  ever  succeed. 

As  of  October  1 of  this  year,  the  Army  will  be 
1,300  doctors,  or  30  per  cent,  below  the  necessary 
strength.  This  shortage  will  result  from  the  loss  of 
the  doctors  who  have  received  their  professional 
education  under  the  Army  Specialized  Training 
Program  and  will  have  completed  two  years  of  duty 
by  this  time.  While  the  Medical  Department  is 
under  no  compulsion  to  release  these  men,  neverthe- 
less it  feels  that  is  the  fairest  thing  to  do. 

The  gravity  of  the  situation,  however,  should  not 
be  underestimated.  The  Undersecretary  of  the 
Army,  William  H.  Draper,  Jr.,  said  recently,  “There 
is  now  serious  doubt  that  there  are  sufficient  doctors 
to  provide  the  necessary  medical  care  of  personnel  on 
active  duty.” 

Three  alternatives  face  the  doctors  and  the  people 
of  the  United  States  at  this  time : 

1.  The  Secretary  of  Defense  can  ask  for  a 
draft  of  physicians. 

2.  Physicians  who  already  served  in  World 
War  II  and  who  have  reserve  commissions  can  be 
asked  to  come  back. 

3.  Volunteers  have  been  asked  for  from  among 
8,000  doctors  educated  under  the  Army  Special- 
ized Training  Program,  who  have  not  served,  and 
7,000  doctors  who  were  deferred  to  complete  their 
own  education,  and  who  have  not  served. 

The  Army  feels  that  these  15,000  doctors  who  saw 
no  service  will  recognize  and  realize  that  their  pro- 
fessional colleagues  recognize  their  moral  respon- 
sibility in  this  emergency. 

The  Army  Medical  Department  has  much  to 
offer.  Some  of  the  most  far-reaching  developments 
are  the  Intern  and  Resident  Training  Programs 
which  have  been  established.  Under  the  Intern 
Program,  a qualified  medical  school  graduata  may 
enter  the  Reserve — as  a first  lieutenant  and  receive 
full  military  pay  and  allowances  for  the  length  of  his 
internship.  He  may  take  internship  at  either  an 
Army  general  hospital  or  at  a civilian  hospital 
of  his  own  choice.  If  he  serves  in  an  Army  general 


hospital  he  incurs  no  further  obligations.  If  he 
interns  in  a civilian  hospital  under  this  program,  he 
is  obligated  to  serve  two  years  on  active  duty  and 
apply  for  a Regular  Army  Commission.  Under  the 
Resident  Program,  a qualified  medical  school  grad- 
uate who  has  completed  internship,  either  as  a Re- 
serve officer  or  as  a civilian,  may  accept  a com- 
mission as  a first  lieutenant  or  a captain  in  the 
Regular  Army.  The  grade  depends  upon  his  ex- 
perience. He  will  receive  full  military  pay  and  al- 
lowances for  the  duration  of  his  residency,  either  at 
an  Army  general  hospital  or  at  a civilian  hospital  of 
his  own  choice. 

The  Army  Intern  Program  is  a fine  opportunity  for 
young  doctors.  Financially,  with  his  military  pay, 
the  young  intern  is  Vnuch  better  off  than  he  would  be 
in  civilian  life.  He  benefits,  and  the  Army  benefits 
by  his  services.  The  Residency  Program  is  an  ex- 
cellent way  for  a young  physician  or  surgeon  to  come 
into  the  Regular  Army  and  make  Army  medicine  his 
career.  It  affords  him  the  opportunity  to  complete 
his  specialist  training  to  meet  the  qualifications  of 
the  Specialty  Boards.  He  is  given  every  encourage- 
ment in  this,  because  the  Army  wants  to  increase  the 
number  of  medical  officers  who  have  met  Specialty 
Board  requirements. 

But,  Reserve  interns  and  the  Regular  Army  resi- 
dents are  not  enough  to  meet  the  immediate  needs 
of  the  Medical  Department.  Today’s  need  for  a 
large  peacetime  Army  and  Air  Force  has  made  it 
necessary  for  Congress  to  increase  the  number  of 
those  on  full-time  duty  far  beyond  the  limit  set  for 
the  Regular  Establishment.  Actually,  then,  the 
crucial  need  is  for  doctors  who  will  accept  Reserve 
commissions  and  go  on  tours  of  active  duty  for  one, 
two,  and  three  years.  Ideally,  the  Army  needs  a 
procession  of  these,  so  that  as  one  group  completes 
its  tour  another  group  begins  its  tour. 

What,  then,  does  the  Army  offer  the  doctor  who 
takes  a Reserve  commission  and  enters  on  a tour  of 
duty?  It  offers  him  a commission  in  a grade  up 
through  colonel.  His  experience  determines  his 
grade.  All  doctors  and  surgeons  are  commissioned 
at  least  as  first  lieutenants,  in  recognition  of  their 
advanced  education.  The  doctor  will  work  in  his 
specialty.  He  will  improve  his  proficiency.  He  will 
have  the  benefit  of  association  with  other  doctors. 
He  will  be  able  to  share  their  experiences,  enlarge  his 
knowledge  of  medicine.  He  will  become  eligible  for 
retirement  benefits  which  accrue  to  Reserve  Officers. 
Combinations  of  active  duty  and  time  spent  in  the 
Reserves  add  up  to  retirement  privileges  in  the 
future.  Never  before  have  so  many  inducements 
existed  for  Reserve  Officers. 

39  Whitehall  Street 

New  York  City 


(NOTE:  The  second  article  on  this  subject  will  appear  in  the  May  15  issue.) 
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IMPOTENTIA 


To  the  Editor: 

I wish  to  comment  on  the  article,  “Impotentia,” 
by  Jesse  G.  Keshin  and  Bernard  D.  Pinck  in  the 
February  1,  1949,  issue  of  the  New  York  State 
Journal  of  Medicine.  The  criticism  I have  to 
Offer  is  based  more  on  emphasis  than  on  actual  in- 
accuracies. The  authors,  in  stressing  the  etiologic 
factors  in  disturbances  of  potency,  describe  the 
various  somatic  causes  with  only  brief  mention  of 
psychic  factors.  In  discussing  treatment  the 
authors  finally  state,  “Logically,  the  study  of  cases 
of  impotence  falls  to  the  care  of  the  urologist  be- 
cause of  his  training  in  diseases  of  the  genitourinary 
tract  and  his  consequent  ability  to  rule  out  any 
organic  lesions  which  may  be  causing  impotence.” 
This  is  somewhat  analogous  to  saying  that,  inas- 
much as  all  psychiatric  cases,  be  they  neuroses  or 
psychoses,  have  a disturbance  or  potency  of  one  type 
or  another,  they  should  be  treated  by  the  urologist. 
Most  workers  in  the  field  have  accepted  the  fact  that 
impotence  is  generally  a psychiatric  problem,  except 
for  the  unusual  case  showing  an  endocrinologic, 


neurologic  or  other  somatic  disturbance.  It’s  a 
well-accepted  dictum  that  neurotics  rarely  reach 
full  sexual  maturity  or  potency  and  that  many 
individuals  who  superficially  give  no  evidence  of 
neurosis  are  nevertheless  suffering  from  various  con- 
flicts with  the  resultant  disturbances  in  their  sexual 
lives. 

The  psychiatric  literature  on  this  subject  is  vast, 
and  I would  particularly  refer  the  authors  to  the 
writings  of  Bergler,  Hitschmann,  Stekel,  Menninger, 
and  others. 

I would  also  recommend  to  the  authors  that  not 
only  “the  cases  which  are  purely  psychic”  but  all 
cases  having  potency  complaints  be  examined  by  a 
psychiatrist  trained  along  dynamic  lines.  They  will 
be  astounded  at  the  increased  importance  psy- 
chogenic factors  assume  in  this  condition. 

Hyman  S.  Barahal,  M.  D. 
West  Brentwood,  New  York 
February  5,  1949 


Reply  by  Dr.  Keshin 


To  the  Editor: 

In  answer  to  Dr.  Hyman  S.  Barahal’s  letter,  I 
would  like  to  make  the  following  comment. 

Dr.  Barahal  takes  issue  with  our  article  on  the 
basis  of  its  emphasis  on  the  physical  aspects  of  im- 
potence. While  we  are  well  aware  of  the  importance 
of  psychiatric  factors  in  the  etiology  as  well  as  the 
reaction  to  the  symptoms  itself,  we  would  still  em- 
phasize that  organic  disease  may  play  a role  in  these 
cases  and  should  be  definitely  ruled  out  before 
therapy  of  any  type  is  attempted.  Just  as  the 
psychiatrist  would  not  begin  psychotherapy  without 
an  examination  to  rule  out  organic  disease,  we  feel 
that  impotence,  being  a somatic  disorder  of  the 
genitourinary  tract,  deserves  a systematic  urologic 
examination  to  rule  out  organic  disease. 

Since  the  physiology  of  impotence  is  not  yet 
clearly  understood,  we  do  not  attempt  to  overem- 
phasize the  importance  of  any  one  approach  to  the 
exclusion  of  another.  It  is  our  responsibility,  how- 
ever, to  rule  out  any  organic  condition  which  may 
be  related  to  the  symptom.  Much  research  remains 
to  be  done  before  we  can  be  sure  of  the  relative  im- 
portance of  the  organic  or  psychic  pathology  in 
impotence. 

We  are  in  full  agreement  with  Dr.  Barahal  re- 
garding the  psychoneurosis  of  many  of  these  pa- 
tients and  their  need  for  psychotherapy.  If,  after 


thorough  physical  examination,  organic  factors  are 
eliminated,  when  psychotherapy  is  instituted  it  pro- 
ceeds more  effectively,  since  the  initial  urologic 
examination  reassures  the  patient  that  all  possible 
aspects  of  his  disorder  are  being  investigated.  The 
fact  that  all  details,  no  matter  how  minor  they  may 
seem,  are  being  specially  handled  helps  to  establish 
the  patient’s  faith  in  all  physicians  who  will  be  con- 
cerned in  the  future  handling  of  his  problem. 

As  we  have  pointed  out  in  our  article,  there  is  a 
great  need  for  teamwork  by  men  in  related  fields  for 
the  successful  care  of  the  impotent  patient.  There 
is  a danger  in  our  zeal  as  specialists  to  become  en- 
tirely immersed  in  our  own  field  with  the  exclusion  of 
contributions  from  allied  branches  of  medicine.  In 
not  doing  a thorough  physical  and  urologic  ex- 
amination, we  may  be  neglecting  an  important  aspect 
of  the  condition.  We  take  the  broader  view  of  first 
evaluating  the  nature  of  organic  factors  and  then 
calling  upon  qualified  men  in  related  specialties  to 
help  us  in  the  solution  of  the  complex  problem  of 
impotence. 

J.  G.  Keshin,  M.D. 

610  West  110th  Street 
New  York  25,  New  York 
February  25,  1949 


DR.  FROTHINGHAM  REPLIES 


To  the  Editor: 

My  attention  has  been  called  to  an  editorial  in  the 
New  York  State  Journal  of  Medicine  under  the 
date  of  February  1,  1949,  in  which  you  mention  my 
name  in  such  a way  that  I gather  you  would  like  to 
receive  a letter  from  me  to  be  published  in  your 
Journal. 


Referring  to  the  sixth  paragraph  of  your  editorial, 
one  naturally  cannot  expect  a decision  to  be  pub- 
lished before  it  is  made,  but  I think  one  can  expect 
that  a body  which  describes  itself  to  be  representa- 
tive of  the  opinion  of  the  practicing  physicians 
should  make  some  effort  to  find  out  what  the  prac- 
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ticing  physicians  think  about  a certain  subject  before 
reaching  a decision  in  regard  to  it. 

In  the  seventh  paragraph  you  ask  for  a frank  dis- 
closure of  the  source  of  the  funds  which  finance  the 
Committee  for  the  Nation’s  Health.  I presume 
that  there  is  no  intimation  on  your  part  that  there  is 
any  secrecy  on  our  part  as  to  whence  our  funds 
come,  for  along  with  the  American  Medical  Associa- 
tion and  other  professional  or  lay  organizations 
which  are  interested  in  lobbying  activities  we  make 
quarterly  reports  to  the  Congress  of  the  United 
States.  These  reports  are  public  documents.  All 
gifts  of  $500  and  over  are  made  public  by  name. 
This  Committee  for  1948  was  given  $44,250  by  nine 
persons  who  contributed  $500  or  more.  Smaller 
gifts  from  over  three  hundred  persons  amount  to 
$3,670. 

In  the  third  paragraph  of  your  editorial  I think 
one  is  justified  in  assuming  that  you  imply  that 
certain  people  are  not  officers  of  the  Committee  for 
the  Nation’s  Health  by  the  use  of  the  word  “claim.” 
The  list  of  the  officers  and  board  of  directors  of  the 
Committee  for  the  Nation’s  Health  is  on  this  letter- 
head. They  are  our  officers  and  many  of  them  have 
worked  and  are  working  hard  in  behalf  of  the  pur- 
pose for  which  this  Committee  was  established, 
namely,  the  enactment  of  a National  Health  Pro- 
gram, the  central  feature  of  which  is  National 
Health  Insurance  designed  to  make  adequate 
medical  care  available  to  all  the  people. 

I am  delighted  that  you  have  taken  the  attitude 
in  your  editorial  that  in  order  to  settle  the  question 
of  compulsory  sickness  insurance  versus  voluntary 
health  insurance  plans  you  ask  for  “cold,  hard 
facts.”  I challenge  you  to  find  any  statement  that 
has  been  put  out  by  our  Committee  which  is  not  a 
matter  of  fact,  and  if  so  I think  that  proper  apology 
for  the  mistake  will  be  made.  In  the  same  spirit  of 
fairness  may  I ask  that  you  adhere  to  facts  in  your 
publications  and  urge  those  interested  in  your 
philosophy  to  do  so  likewise,  and  if  any  one  on  your 
side  presents  statements  which  are  inaccurate  I trust 
that  you  will  be  as  willing  to  correct  them  as  our 
group  is. 

May  I call  your  attention  to  a letter  published  in 
the  New  England  Journal  of  Medicine  under  the  date 
of  February  17,  1949,  calling  attention  to  an  appre- 
ciable number  of  misstatements  of  fact  and  mis- 
leading innuendos  which  appeared  in  Dr.  William  B. 
Rawls’s  inaugural  address  on  assuming  the  presi- 
dency of  the  Medical  Society  of  the  County  of 


New  York.  If  you  want  “cold,  hard  facts”  as  you 
asked  for  in  your  editorial  of  February  1,  you  cer- 
tainly ought  to  see  that  this  letter  is  reproduced  in 
your  Journal. 

Another  set  of  “cold,  hard  facts”  which  have  not 
been  relayed  to  the  profession  and  the  public  through 
the  medical  press  is  the  statement  in  the  Report  of 
the  Hearings  before  the  Committee  on  Education 
and  Labor,  Part  5,  Page  2679,  June,  1946,  in  which 
statements  on  the  part  of  the  National  Physicians 
Committee  were  shown  to  be  inaccurate  by  quota- 
tions from  the  Journal  of  the  American  Medical 
Association.  If  you  are  really  interested  in  seeing 
that  the  medical  profession  is  properly  informed  on 
this  subject  of  Compulsory  Health  Insurance,  you 
should  call  attention  to  the  misstatements  that  have 
been  put  out  over  the  years  by  the  National  Phy- 
sicians Committee. 

Furthermore,  in  the  same  spirit  I think  you  should 
endeavor  to  correct  the  misstatements  printed  in  the 
Journal  of  the  American  Medical  Association  about 
the  program  in  England  for  the  delivery  of  medical 
care. 

I trust  that  you  are  sincere  in  your  desire  for 
publicity  of  the  truth  and  only  the  truth  by  both 
sides  of  this  controversial  subject,  and,  if  you  are,  I 
hope  that  you  will  publish  this  letter  in  your  Journal 
as  an  answer  to  the  points  brought  out  in  your  edi- 
torial of  February  1. 

Channing  Frothingham,  M.D. 
Committee  for  the  Nation’s  Health,  Inc. 

February  28,  1949 

In  the  February  1,  1949,  issue  we  published  the 
editorial,  “Competition  in  Publicity,”  referred  to  by 
Dr.  Frothingham.  This  Journal  is  indebted  to 
him  for  his  detailed  reply.  We  had  no  intention  to 
intimate  any  secrecy  on  the  part  of  the  Committee 
for  the  Nation’s  Health  as  to  the  source  of  their 
funds,  only  to  inquire  how  much  and  whence.  Any- 
one who  had  309  generous  disinterested  friends  in 
1948  or  any  other  year  should  be  congratulated  in 
this  era  of  socialism,  strikes,  and  surtaxes. 

We  used  the  word  “claim”  in  the  editorial  third 
paragraph  since  we  took  our  information  from  a 
press  release,  not  always  entirely  accurate  as  a news 
source. 

As  to  the  rest  of  the  letter,  may  we  suggest  that 
Dr.  Frothingham  address  the  National  Physicians’ 
Committee  directly. — The  Editors. 


AMERICAN  BOARD  OF  PREVENTIVE  MEDICINE 


To  the  Editor: 

The  American  Board  of  Preventive  Medicine  and 
Public  Health,  Incorporated,  was  approved  by  the 
Advisory  Board  for  Medical  Specialties  and  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  at  their  meeting  on 
February  6.  The  American  Board  of  Preventive 
Medicine  and  Public  Health,  Incorporated,  there- 
fore, is  prepared  to  accept  applications  for  examina- 
tion for  certification  in  this  specialty. 

The  requirements  for  certification  include  general 
qualifications,  such  as  moral  and  ethical  standing  in 
the  profession,  adequate  training  in  medicine  and 
internship  in  an  approved  hospital,  and  licensure  to 
practice  medicine  in  the  United  States.  Eligibility 


for  examination  also  requires  that  the  applicant 
have  special  training  and  experience  in  preventive 
medicine  and  public  health  of  at  least  six  years 
following  internship.  This  must  include  special 
academic  training,  or  its  equivalent,  and  field 
training  or  residency,  meeting  the  standards  set  up 
by  the  Board. 

Applications  may  also  be  received  for  the  Foun- 
ders Group  who  may  be  excused  from  examination. 
The  Bylaws  authorize  a Founders  Group  made  up  of 
practitioners  of  preventive  medicine  and  public 
health  who  have  attained  unquestioned  eminence 
in  the  field.  The  Founders  Group  presumably  will 
include  persons  having  attained  eminence  as  indi- 
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cated  by  academic  appointments  at  the  level  of 
professor  or  associate  professor  of  preventive  medi- 
cine and  public  health,  or  who  have  held  positions  of 
eminence  and  responsibility  for  a period  of  not  less 
than  ten  years  in  this  field. 


Ernest  L.  Stebbins,  M.D. 
Secretary-treasurer 
561  North  Wolfe  Street 
Baltimore  5,  Maryland 
February  21,  1949 


“THE  DOCTORS  ACT” 


To  the  Editor: 

Your  editorial,  “The  Doctors  Act,”  in  the  March 
15,  1949,  issue  of  the  Journal,  has  stimulated  the 
writer  of  this  letter  to  some  action  of  his  own. 

It  cannot  be  denied  that  the  health  status  of  the 
American  people  has  reached  a high  level,  and  that 
the  American  Medical  Association  has  played  a very 
important  role  in  many  of  the  major  achievements 
in  the  health  field. 

Your  editorial  properly  lists  “high  quality  sanita- 
tion” first  on  the  list  of  accomplishments  which  bene- 
fit the  public.  You  do  not  state,  however,  that 
sanitation  is  generally  developed  through  the  activ- 
ities of  public  health  departments,  and,  conse- 
quently, has  always  been  under  governmental 
sponsorship  and  control.  You  also  omit  mention  of 
the  fact  that  even  up  to  the  present  time  public 
health  departments  encounter  serious  opposition  on 
the  part  of  components  of  the  American  Medical 
Association  to  some  of  their  activities. 

The  present  alleged  espousal  of  the  cause  of  volun- 
tary health  insurance  by  the  American  Medical 
Association  is  not  convincing  in  view  of  the  recent 
rejection  of  General  Hawley’s  plan  to  establish  a 
national  enrollment  agency  which  would  permit  the 
Blue  Shield  plans  to  compete  successfully  with  com- 
mercial insurance  companies.  The  passive  and  ac- 
tive resistance  to  voluntary  insurance  plans  other 


than  those  under  medical  society  sponsorship  has 
surely  not  encouraged  “further  development  and 
wider  coverage  by  voluntary  hospital  and  medical 
care  plans.”  One  cannot  forget  that  not  so  very 
long  ago  the  American  Medical  Association  as- 
sured us  that  even  voluntary  health  insurance  was 
but  a short  step  removed  from  communism. 

The  avowed  interest  of  the  American  Medical 
Association  in  “greater  emphasis  on  the  program  of 
industrial  medicine”  is  difficult  to  reconcile  with  the 
recent  announcement  of  the  A.M.A.  that  it  has  sus- 
pended publication  of  its  journal  Occupational  Medi- 
cine. This  appears  to  be  emphasis  in  a negative 
direction. 

There  is  another  matter  which  would  seem  to  be 
sufficiently  important  to  call  for  mention  in  the 
Journal.  I refer  to  the  rejection  by  the  medical 
societies  of  Kings  and  New  York  Counties,  repre- 
senting nearly  one  half  of  the  physicians  in  New 
York  State,  of  the  American  Medical  Association’s 
proposed  $25  assessment.  Indeed,  as  you  say, 
“The  Doctors  Act.” 

Leonard  J.  Goldwater,  M.D. 
600  West  168th  Street 
New  York  City 
March  15,  1949 


Comment 


Dr.  Goldwater  scolds  us  for  omitting  to  state  that 
“high  quality  sanitation”  is  developed  by  public 
health  departments.  So  it  is.  We  assumed  that 
most  physicians  knew  that.  “Program  of  the 
A.M.A.  for  the  Advancement  of  Medicine  and  Pub- 
lic Health,  1949,”  paragraph  6,  calls  for  “Establish- 
ment of  local  public  health  units  and  services  and 
incorporation  in  health  centers  and  local  public 
health  units  of  such  services  as  communicable  dis- 
ease control,  vital  statistics,  environmental  sanita- 
tion, control  of  venereal  diseases,  maternal  and  child 
hygiene,  and  public  health  laboratory  services. 
Remuneration  of  health  officials  commensurate  with 
their  responsibility.”  If  this  is  opposition,  we 
should  buy  a dictionary. 

As  to  voluntary  health  insurance,  we  can  only 
refer  Dr.  Goldwater  to  the  above  quoted  program  of 
the  A.M.A.,  1949,  paragraph  3,  which  calls  for 
“Further  development  and  wider  coverage  by  volun- 
tary hospital  and  medical  care  plans  to  meet  the 
costs  of  illness,  with  extension  as  rapidly  as  possible 
into  rural  area.  Aid  through  the  states  to  the  in- 
digent and  medically  indigent  by  the  utilization  of 
voluntary  hospital  and  medical  care  plans  with  local 
administration  and  local  determination  of  needs.” 
As  to  the  A.M.A.’s  alleged  assurance  that  voluntary 
health  insurance  was  “but  a short  step  removed  from 


communism,”  we  ask  Dr.  Goldwater  what,  in  his 
view,  would  be  the  longevity  of  any  voluntary  health 
insurance  under  communism? 

Dr. Goldwater  asks  us  about  suspension  of  Occupa- 
tional Medicine,  a publication  of  the  A.M.A.  We 
do  not  know  why  it  was  suspended,  except  possibly 
because  of  exorbitant  costs  of  paper  and  manufac- 
ture; these  have  nothing  to  do  in  our  view  with  the 
interest  of  the  A.M.A.  in  actively  promoting 
“Greater  emphasis  on  the  program  of  industrial 
medicine,  with  increased  safeguards  against  indus- 
trial hazards  and  prevention  of  accidents  occurring 
on  the  highway,  home  and  on  the  farm.” 

The  action  on  the  $25  assessment  of  the  A.M.A. 
taken  by  the  medical  societies  of  New  York  and 
Kings  Counties  is  important.  It  show's  that  we  still 
have  a working  democracy  in  this  country.  The 
right  of  the  individual  to  think  and  believe  as  he 
chooses  and,  within  the  law,  to  act  as  he  pleases  is 
not  yet  abridged.  Since  the  payment  of  the  A.M.A. 
$25  assessment  is  a voluntary  matter,  the  physicians 
in  the  societies  named  must  determine  for  them- 
selves w'hat  they  will  or  will  not  do. 

We  had  assumed  this  to  be  so  much  a matter  of 
course  that  until  Dr.  Goldwater  raised  the  question 
of  its  sufficient  importance  we  had  not  thought  it 
necessary  to  give  it  editorial  comment. — Editor 


May  1,  1949] 
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THE  DIRECTORY 


To  the  Publication  Committee: 

I have  just  received  my  copy  of  the  1949  Directory 
of  the  Medical  Society  of  the  State  of  New  York,  and 
wish  to  compliment  you  and  the  other  members  of 
the  Editorial  Board  for  the  excellence  of  this  issue. 

The  arrangement  of  material,  accuracy  of  detail, 
and  wealth  of  information  contained  in  this  volume 
makes  it  invaluable  to  everyone  practicing  in  this 
vicinity,  and  I think  that  it  is  probably  the  best 
medical  directory  in  the  world. 

Probably  everyone  does  not  realize  the  necessary 
attention  to  detail  and  the  tremendous  task  in- 
volved in  its  compilation,  but  I hope  that  those  con- 


cerned in  the  undertaking  will  receive  other  letters  of 
commendation  in  addition  to  mine,  so  that  they 
will  feel  that  all  their  hard  work  has  been  worth 
while. 

Walter  T.  Dannreuther,  M.D. 

New  York  City 
March  10, 1949 

Note:  Comments,  suggestions,  and  criticism 
would  be  appreciated  and  will  be  given  careful  con- 
sideration by  the  Publication  Committee. 


COMPARES  COSTS  OF  MEDICAL  CARE  WITH  COST  OF  LIVING  INDEX 


Costs  of  medical  care  have  not  risen  as  fast  as  the 
cost  of  living,  a comparison  of  the  1948  Consumers’ 
Price  Index  with  a preliminary  index  of  medical  care 
prices  of  the  United  States  Bureau  of  Labor  Sta- 
tistics shows.  Writing  in  the  February  26  issue  of 
the  Journal  of  the  American  Medical  Association, 
Frank  G.  Dickinson,  Ph.D.,  Chicago,  director  of  the 
Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association,  says  the  bureau 
estimates  from  United  States  Bureau  of  Labor 
Statistics  figures  that,  the  index  of  medical  care 
items  will  stand  at  141  for  1948. 


Preliminary  figures  of  the  Bureau  of  Labor  Sta- 
tistics for  costs  of  medical  care  in  1948  are:  General 
practitioners’  services,  136;  surgeons’  and  special- 
ists’ services,  136;  dental  care,  146;  eyeglasses, 
124;  hospital  rates,  212;  and  prescriptions  and 
drugs,  122. 

Figures  of  the  Bureau  of  Labor  Statistics  for  these 
items  in  1947  were  130.3;  129.4;  137.4;  118.6; 
179.6;  and  115.4,  respectively.  The  ent  ire  cost  of  liv- 
ing index  for  1947  was  159.2.  “The  most  significant 
change  is  in  hospital  rates,  which  soared  from  179.6 
in  1947  to  212  in  1948.” 


EXTRAVAGANT  TAXES 

Dr.  R.  B.  Robins,  a member  of  the  A.M.A.  House 
of  Delegates,  charged  that  “The  Federal  govern- 
ment, by  extravagant  tax  demands  which  constitute 
a dangerous  drain  on  family  income,  is  forcing  lower 
living  standards  on  millions  of  the  American  people, 
and  is  taking  away  earnings  which  they  badly  need 
for  adequate  diet,  clothing,  and  shelter.” 

“That’s  the  most  serious  health  and  economic 
problem  which  confronts  this  country,”  said  Dr. 
Robins,  “and  it’s  about  time  we  got  it  out  in  the  open 
and  talked  about  it.  The  compulsory  health  in- 
surance program  is  a pitiful  political  attempt  to 
treat  symptoms,  instead  of  getting  at  causes.” 

Dr.  Robins,  who  is  from  Camden,  Arkansas,  and 
who  is  the  Democratic  National  Committeeman 
from  that  state,  declared:  “The  real  problem  in 
most  American  homes  is  the  tax  bill,  not  the  medical 
bill.  In  most  income  classes,  according  to  the  find- 
ings of  the  Brookings  Institution,  the  cost  of  medical 
care  represents  about  4 or  4.5  per  cent  of  family 
income.  But  the  tax  bill  is  draining  away  from  20  to 
30  per  cent  of  earnings,  even  in  the  low  and  middle 
income  groups. 

“It’s  a little  hypocritical,  under  the  circumstances, 
for  Federal  Security  Administrator  Oscar  Ewing  to 
be  beating  the  drums  for  compulsory  health  in- 
surance as  a cure  for  the  people’s  ills.  If  he  wants  to 
make  a real  contribution  toward  improving  the 
public  health  in  America,  he  should  do  something 
about  outting  costs  in  his  own  towering  bureaucracy 


and  in  the  other  departments  in  Washington  which 
are  literally  taking  food  out  of  the  mouths  of  the 
people.  In  lower  income  groups,  malnutrition  is  at 
the  bottom  of  much  of  the  disease  in  America  and 
Oscar  Ewing  should  know  it.” 

“The  real  reason  for  the  high-pressure  drive  for 
compulsory  health  insurance,”  said  Dr.  Robins,  “is 
that  the  supporters  of  political  medicine  see  the 
opportunity  for  establishing  a medical  bureaucracy 
slipping  through  their  hands.  More  than  52  million 
people  in  this  country  already  have  provided  them- 
selves with  voluntary  health  insurance  to  cushion 
the  economic  shock  of  illness.  That’s  a splendid 
start  toward  meeting  the  problem  and  our  campaign 
will  be  designed  to  make  all  the  people  of  the  country 
health  insurance  conscious — and  let  them  know  that 
the  finest  kind  of  medical  care  can  be  bought  on  a 
prepaid  basis,  without  government  interference  or 
political  meddling. 

“The  voluntary  health  insurance  systems,  during 
the  past  ten  years,  have  had  a phenomenal  growth — 
and  the  real  demand  is  for  voluntary  health  insur- 
ance, not  compulsory.  Mr.  Ewing  undoubtedly 
knows  that,  and  within  the  next  two  or  three  years, 
if  government  stays  out  of  the  business,  the  problem 
will  have  been  largely  resolved.  That  may  explain 
the  great  haste  in  Washington  to  jam  through  a 
compulsory  health  insurance  program  at  this  session 
of  Congress.  The  socializers  see  their  opportunity 
rapidly  disappearing.” 


DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


THE  greatest  yearly  membership  gain  experienced 
by  the  six  nonprofit  voluntary  medical  care  insur- 
ance plans  in  New  York  State,  approved  by  the 
Medical  Society  of  the  State  of  New  York,  was 
realized  in  1948.  Membership  increased  by  515,644 
to  a total  of  1,539,259  as  of  December  31, 1948,  which 
represents  the  highest  enrollment  of  any  state  in 
Blue  Shield  plans. 

Gain  in  each  plan  and  membership  total  at  Decem- 
ber 31,  1948,  was  as  follows: 

United  Medical  Service,  New  York,  gain  398,674. 
total  1,128,967. 

Western  New  York  Medical  Plan,  Buffalo,  gain 
40,163,  total  159,871. 

Medical  and  Surgical  Care,  Utica,  gain  20,594, 
total  109,963. 

Genesee  Valley  Medical  Care,  Inc.,  Rochester, 
gain  22,508,  total  68,653. 

Northeastern  New  York  Medical  Service,  Albany, 
gain  28,921,  total  51,699. 

Central  New  York  Medical  Plan,  Syracuse,  gain 
4,784,  total  20,106. 

Incurred  benefits  to  members  were  $6,369,388,  an 
increase  of  $2,687,833  over  1947,  or  73  per  cent. 

For  medical  care  of  subscribers  and  dependents, 
$6,017,004  was  paid  to  doctors  during  1948  as  com- 
pared with  $3,529,697  in  1947,  an  increase  of  70  per 
cent.  This  amount  paid  for  a total  of  155,435  claims 
as  compared  with  111,592  in  1947. 

The  total  number  of  participating  physicians  in 
the  six  plans  is  20,883,  an  increase  of  approximately 
3,800  during  1948. 


The  Medical  Society  of  the  County  of  Chautauqua 
has  voted  to  establish  a plan  for  the  population  of 
the  county,  to  be  operated  by  the  local  Blue  Cross 
plan  in  Jamestown,  and  is  to  be  known  as  the  Chau- 
tauqua Region  Medical  Plan.  This  project  is  in 
the  formative  state,  and  a detailed  statement  will  be 
made  in  these  pages  at  a later  date. 

Present  increase  in  enrollment  points  to  added 
interest  by  the  public  in  the  medium  of  insurance  as 
protection  against  the  costs  of  medical  care,  and 
there  is  definitely  a stronger  interest  on  the  part  of 
the  medical  profession  to  participate  in  and  further 
the  publicizing  of  the  plans.  The  present  legislative 
trend  in  Washington  has  awakened  both  the  public 
and  the  doctors  to  the  importance  of  maintaining 
the  free  practice  of  medicine  unencumbered  by  any 
government  intervention.  This  can  be  accom- 
plished only  through  the  voluntary  insurance  prin- 
ciple of  providing  for  medical  care  costs  on  a prepaid 
basis. 

A joint  meeting  of  the  Subcommittee  on  Medical 
Expense  Insurance  and  plan  presidents  was  recently 
held  to  consider  a uniform  State-wide  contract. 
It  was  unanimously  agreed  by  the  Committee  that  a 
contract  combining  both  service  and  indemnity 
features  should  be  considered,  the  point  of  distinc- 
tion being  income  levels. 

The  contract  Bill  provide  surgical,  in-hospital 
medical  care,  with  surgery  in  the  home,  hospital,  or 
doctor’s  office,  and  will  include  maternity  and 
fractures. 

The  actions  of  the  Subcommittee  were  submitted 
to  the  Council  of  the  State  Society  at  the  March  10 
meeting  and  were  accepted  in  principle. 


DOCTORS! 

Bring  your  questions  to  the  Panel  Discussion  at  the  Annual  Meeting, 
Tuesday  morning,  May  3,  1949,  on  Medical  Care  Insurance  Plans. 

Dr.  A.  H.  Aaron,  Moderator 
Dr.  Chas.  Gordon  Heyd,  Dr.  Carlton  E.  Wertz,  and 
Dr.  Charles  S.  Lakeman,  Discussants. 
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Intern  Shortage  in 

HOSPITALS  in  New  York  City  will  have  a short- 
age of  interns  starting  July  1,  it  was  announced 
in  the  March  Bulletin  of  the  Hospital  Council  of 
Greater  New  York. 

For  the  nation  as  a whole,  the  council  said  that  the 
number  of  internships  available  exceeded  the  num- 
ber of  medical  graduates  by  almost  4,000.  It  pre- 
dicted that  this  discrepancy  would  be  large  enough 
to  produce  serious  dislocations  in  the  operation  of 
many  hospitals. 

The  council  contended  that  “complete  coordina- 
tion among  the  hospitals,  medical  schools  and  the 
approved  bodies  of  internships  is  essential  if  the 
internship  is  to  serve  the  best  interest  of  the  interns 
and  the  patients.” 

In  the  sixty  hospitals  in  New  York  City  that  are 
approved  for  internships,  the  council  said  “only  17 
per  cent  have  appointed  all  the  interns  they  require, 
eight  of  the  hospitals  have  made  no  appointments  at 


City  Hospitals  Seen 

all,  and  thirty-five  have  appointed  some  interns.” 
“The  sixty  hospitals  have  appointed  744  interns 
for  the  year  1949-1950,”  the  bulletin  reported. 
“No  additional  interns  will  be  available,  since  all  the 
medical  graduates  have  accepted  positions.” 

The  hospitals  report  a need  for  284  additional 
interns. 

Teaching  hospitals  have  fared  better  than  non- 
teaching ones  in  New  York  City  as  well  as  for  the 
country  as  a whole.  The  report  pointed  out  that 
since  internships  were  designed  primarily  for  training 
of  young  physicians,  the  medical  graduates  were 
expected  to  seek  the  internships  in  teaching  hospitals. 

Of  the  total  number  of  internships  offered  in  the 
country  in  1947,  46.8  per  cent  were  in  teaching  hos- 
pitals and  53.2  per  cent  in  nonteaching  hospitals. 
Teaching  hospitals  reported  8.6  per  cent  of  their 
positions  unfilled,  while  34.2  per  cent  of  the  positions 
in  the  nonteaching  hospitals  were  vacant. 


Presbyterian  Hospital  President  Reports 


AT  THE  annual  meeting  of  the  Board  of  Trustees 
of  Presbyterian  Hospital,  New  York  City,  held 
on  March  28,  Mr.  Charles  P.  Cooper,  president, 
gave  his  annual  report  and  summarized  the  past 
year’s  work. 

In  his  analytical  report,  Mr.  Cooper  credits  free 
enterprise  in  medicine  as  the  single  factor  respon- 
sible for  actually  increasing  the  life  expectancy  of 
i Americans  in  the  last  fifty  years,  from  46  to  67  years, 
f an  extension  of  life  greater  than  had  been  achieved 
in  the  previous  2,000  years.  Mr.  Cooper  reported 
that  in  1948  the  Hospital  suffered  a net  loss  of 
$264,206  in  serving  a total  of  84,227  clinic  and  bed 
patients  at  a cost  of  $10,796,707. 

Ascribing  American  leadership  in  medicine  “to 
our  unconquerable  spirit  of  free  enterprise,”  he 
credited  the  same  spirit  for  “providing  the  means 


and  desire  to  underwrite  in  a volunteer  fashion  the 
costs  of  medical  advancement.” 

Noting  that  approximately  27  per  cent  of  the 
total  of  bed  patient  days  represented  Blue  Cross 
subscribers,  the  president  stated:  “The  spread  of 
voluntary  prepaid  medical  insurance  over  larger 
numbers  of  people  should  be  encouraged.  By 
means  of  insurance,  patients  have  the  moral  satis- 
faction of  paying  their  own  way.”  Concerning  the 
government’s  proposed  health  legislation,  Mr. 
Cooper  said:  “Every  hospital  should  welcome  free 
discussion  in  the  press  and  in  our  legislatures  re- 
garding hospital  problems  and  the  quality  of  medical 
care.  Citizens  should  have  the  facts  put  before 
them  so  that  they  may  form  intelligent  opinions  as 
to  how  far  the  State  should  go  in  altering  medical 
procedures  which  have  proved  successful.” 


Appoint  New  Directors  for  State  Hospitals 


NEW  directors  have  been  appointed  for  four 
State  hospitals,  according  to  an  announcement 
by  Dr.  Frederick  MacCurdy,  State  Commissioner  of 
Mental  Hygiene. 

Dr.  Francis  J.  O’Neill,  former  assistant  director  of 
the  Central  Islip  State  Hospital,  assumed  the  post 
of  director  of  the  Utica  State  Hospital,  effective 
April  1. 

Formerly  senior  director  at  the  Harlem  Valley 
State  Hospital,  Wingdale,  Dr.  Alfred  M.  Stanley  was 


transferred  on  April  16  to  the  Rockland  State  Hos- 
pital, where  he  will  be  senior  director. 

Dr.  Leo  P.  O’Donnell,  now  director  of  the  Newark 
State  School,  will  be  promoted  to  the  position  of 
senior  director  at  the  Harlem  Valley  State  Hospital, 
effective  May  1. 

Taking  up  new  duties  as  director  of  the  Rochester 
State  Hospital  will  be  Dr.  O.  A.  Kilpatrick,  who, 
effective  April  16,  has  been  promoted  from  his  post 
as  acting  director  at  Rockland. 
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Dr.  Melvin  H.  Knisely,  chairman  of  the  depart- 
ment of  anatomy  of  the  Medical  College  of  the  State 
of  South  Carolina,  gave  the  fourth  of  the  series  of 
Dr.  Henry  Joachim  Lectures  on  the  application  of 
fundamental  sciences  in  medicine,  on  April  27,  at 
the  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases,  Brooklyn.  Dr.  Knisely’s  topic  was, 
“Sludged  Blood  and  Its  Clinical  Implications.” 


Dr.  Harry  Klapper  was  re-elected  president  of  the 
staff  of  St.  Agnes  Hospital,  White  Plains,  at  the 
annual  meeting  of  the  medical  staff  and  board  of 
governors  held  March  31.  Other  officers  are  Dr. 
Grosvenor  White,  head  of  the  pediatric  division, 
vice-president,  and  Dr.  Daniel  MacDonald,  attend- 
ing physician,  secretary. 

At  the  meeting  it  wras  reported  that  there  have 
been  no  maternal  deaths  in  the  hospital  in  the  past 
eighteen  months,  during  which  period  1,800  babies 
have  been  born. 


Dr.  Arthur  Pense,  acting  director  of  Utica  State 
Hospital,  until  December  1,  1948,  and  Dr.  Harold 
A.  Pooler,  former  assistant  director  who  succeeded 
Dr.  Pense  as  acting  director,  were  honored  at  a 
farewell  party  March  17,  given  by  the  hospital 
employes.  Dr.  Pooler  has  been  appointed  super- 
intendent of  the  1,300-bed  Bangor  State  Hospital, 
at  Bangor,  Maine. 


The  Edward  Gamaliel  Janeway  Lecture  at  Mount 
Sinai  Hospital,  Newr  York  City,  was  delivered  on 
April  11  by  Dr.  Emanuel  B.  Schoenbach,  associate 
professor  of  preventive  medicine  and  assistant  pro- 
fessor in  medicine,  Johns  Hopkins  University  School 
of  Medicine,  Baltimore.  His  topic  was  “The 
Newer  Antibiotics:  Polymyxin,  Chloromycetin,  and 
Aureomycin.” 


The  Hospital  for  Special  Surgery,  NewT  York  City, 
oldest  orthopedic  hospital  in  the  United  States,  has 
affiliated  with  the  New  York  Hospital,  it  wras  an- 
nounced on  March  24.  The  Hospital  for  Special 
Surgery  will  move  to  a newr  170-bed  hospital  for 
orthopedics  and  arthritis,  to  be  erected  on  East 
River  Drive  next  to  the  New'  York  Hospital-Cornell 
Center.  It  was  emphasized  that  the  action  is  not  a 
merger,  since  both  institutions  will  continue  as 
separate  corporations,  but  that  each  will  avail  itself 
of  the  experience  and  facilities  of  the  other. 


The  second  nutrition  clinic  of  the  New  York  City 
Department  of  Health  was  officially  opened  in  the 
Red  Hook  Gowanus  District  Health  Center, 
Brooklyn,  on  April  6.  The  Brooklyn  clinic  will 
offer  a consultation,  diagnostic,  and  follow-up  service 
to  children  and  others  over  six  in  low  income  groups, 
who  are  suspected  of  having  nutritional  abnormali- 
ties. 


A citation,  signed  by  King  Haakon  of  Norway,  , 
was  presented  to  the  White  Plains  Hospital  on 
March  19  by  Consul-General  Erling  S.  Bent  of  the 
Royal  Norwegian  Consulate.  The  hospital  had 
maintained  a wing  from  1941  to  1947  for  the  treat- 
ment of  Norwegian  seamen. 


The  Greater  New  York  Hospital  Association  will 
hold  its  annual  dinner  on  National  Hospital  Day, 
May  12,  at  the  Hotel  Roosevelt,  New  York  City,  at 
7:00  p.m.  Speakers  will  be  Dr.  Eli  Ginzberg  direc- 
tor of  the  New  York  State  Joint  Hospital  Survey 
and  Planning  Commission,  and  Mr.  George  Sokolsky, 
newspaper  columnist  and  radio  commentator. 


WORLD  MEDICAL  ASSOCIATION 

The  World  Medical  Association  formed  in  Paris  in 
September,  1947,  is  hopeful  of  bringing  about  a 
uniform  high  standard  of  medical  education  through- 
out the  world,  according  to  Dr.  Louis  H.  Bauer,  of 
Hempstead,  New  York,  secretary-general  of  the 
Association,  who  spoke  on  February  7 at  the  45th 
annual  Congress  on  Medical  Education  and  Licen- 
sure, sponsored  by  the  American  Medical  Associa- 
tion and  meeting  at  the  Palmer  House.  The  World 
Medical  Association  is  made  up  of  national  groups  in 
39  countries. 

Dr.  Bauer  detailed  a survey  made  of  medical 
schools  of  26  countries.  The  information  included 


scholastic  requirements,  length  of  education,  and 
courses.  “This  study,”  he  said,  “affords  all  coun- 
tries an  opportunity  to  compare  standards  and 
methods  with  each  other.” 

“In  many  instances  the  national  medical  associa- 
tions criticize  the  standards  and  methods  in  their 
countries  and  make  suggestions  as  to  how  they  can 
be  improved,”  he  reported.  “It  is  believed  that  the 
World  Medical  Association,  by  publishing  such  a 
report  and  through  its  member  associations  can  be 
of  great  assistance  in  bringing  about  a uniform  high 
standard  of  medical  education  throughout  the 
world.” — J.A.M.A.,  February  7,  1949 


NECROLOGY 


Milton  Bodenheimer,  M.D.,  sixty-nine,  died  at 
his  New  York  home  on  March  25.  Dr.  Boden- 
heimer received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
in  1903  and  interned  at  Mount  Sinai  Hospital. 
He  later  became  attending  surgeon  on  the  staff  of 
the  Hospital  for  Joint  Diseases  and  at  the  time  of 
his  death  was  consultant  surgeon  to  that  hospital. 
He  was  also  president  of  the  medical  board  at  one 
time. 

Dr.  Bodenheimer  served  in  World  War  I as  a 
major  with  a hospital  unit  of  the  American  Expe- 
ditionary Forces  in  France.  A founder-fellow  of 
the  International  College  of  Surgeons,  fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
founders’  group  of  the  American  Board  of  Surgery, 
of  which  he  was  also  a diplomate,  Dr.  Bodenheimer 
belonged  to  the  American  Medical  Association,  the 
New  York  Academy  of  Medicine,  and  the  New  York 
State  and  County  Medical  Societies. 

Jonas  Borak,  M.D.,  New  York  City,  Viennese 
radiologist  and  one-time  assistant  to  Dr.  Sigmund 
Freud,  died  of  a heart  ailment  on  April  4.  He  was 
sixty-four  years  old.  Dr.  Borak,  a graduate  of  the 
University  of  Vienna  in  the  year  1921,  came  to 
New  York  as  a refugee  in  1939  after  serving  four 
terms  in  Austrian  prisons.  A cabled  query  from 
the  American  Medical  Association  as  to  his  reported 
suicide  resulted  in  his  release  from  the  last  imprison- 
ment where  he  was  sent  for  writing  an  article 
denying  the  Nazi  race  theory.  He  left  for  the 
United  States  shortly  after  this  incident  with  a 
German  passport  given  him  by  a Nazi  official  whose 
mother  he  had  treated. 

Dr.  Borak  served  as  assistant  physician  in  the 
department  of  dermatology  at  City  Hospital.  He 
was  a diplomate  of  the  American  Board  of  Radiology 
and  a member  of  the  New  York  Rheumatism 
Association,  the  New  York  State  and  County 
Medical  Societies,  and  the  American  Medical 
Association. 

Hans  Chase,  M.D.,  a forty-eight-year-old  physi- 
cian of  Pulaski,  died  on  January  31.  Dr.  Chase  was 
graduated  from  Goettingen  in  1925  and  at  the  time 
of  his  death  was  a member  of  the  New  York  State 
and  Oswego  County  Medical  Societies  and  the 
American  Medical  Association. 

Joe  Rainey  Clemmons,  M.D.,  of  New  York,  died 
April  2 at  the  age  of  fifty-two.  Dr.  ^Clemmons, 
medical  director  and  executive  vice-president  of 
Roosevelt  Hospital  until  his  retirement  in  January, 
received  his  medical  degree  from  the  University  of 
Tennessee  in  1924.  After  serving  his  internship  at 
Macon  Hospital,  Macon,  Georgia,  he  became 
superintendent  of  that  institution  in  1926.  Four 
years  later  he  was  named  assistant  director  of 
Strong  Memorial  Hospital,  Rochester,  which  post 
he  held  until  his  appointment  to  Roosevelt  Hospital 
in  1937.  During  his  directorship  such  innovations 
as  ambulance  service  for  the  central  west  side  area 
of  the  city,  a central  supply  department  at  the 
Hospital,  and  the  construction  of  a new  private 
patient’s  building,  containing  the  most  modern 
equipment,  were  instituted.  At  Roosevelt,  Dr. 
Clemmons  formed  the  first  “catastrophe  unit’’  in 


New  York  City.  The  unit,  consisting  of  two  teams 
of  doctors  and  three  of  nurses,  designed  to  aid  in 
the  event  of  a war  emergency,  was  organized  in 
March,  1941,  and  functioned  throughout  the  war 
under  Dr.  Clemmons’  direction. 

Shortly  after  World  War  II,  he  was  cited  by 
President  Truman  for  his  war  service  as  chairman 
of  the  New  York  State  Procurement  and  Assign- 
ment Service  for  Physicians  of  the  War  Manpower 
Commission,  which  recruited  physicians  for  the 
armed  forces.  In  World  War  I he  served  in  France 
with  the  36th  Division. 

Since  1939  he  had  been  director  of  the  Associated 
Hospital  Service  of  New  York.  A past  president 
of  the  Greater  New  Yrork  Hospital  Association  and 
a fellow  of  the  American  College  of  Hospital  Ad- 
ministrators and  the  American  Medical  Association, 
he  was  also  a member  of  the  American  Hospital 
Association,  the  American  Public  Health  Associa- 
tion, the  New  York  Academy  of  Medicine,  and  the 
New  York  State  and  County  Medical  Societies. 

Stanton  Curry,  M.D.,  seventy-nine,  died  on 
March  26.  A practicing  physician  in  Peekskill 
for  more  than  forty  years,  Dr.  Curry  received  his 
medical  degree  from  New  York  University  Medical 
School  in  1898.  He  was  for  many  years  examining 
physician  for  the  New  York  Central  System  in 
Peekskill  and  since  1939  had  been  president  of  the 
Peekskill  National  Bank  and  Trust  Company.  He 
was  an  honorary  member  of  the  staff  of  Peekskill 
Hospital  and  a member  of  the  New  York  State  and 
Westchester  County  Medical  Societies  and  the 
American  Medical  Association. 

Carlton  George  Lee,  M.D.,  fifty-seven-year-old 
Highland  Falls  physician,  died  on  March  25.  Dr. 
Lee  served  as  a pilot  in  the  first  World  War  and  in 
the  United  States  Army  Medical  Corps  in  World 
War  II.  At  the  time  of  his  death  he  was  a staff 
physician  at  the  Veterans  Administration  Hospital, 
Castle  Point.  He  was  a member  of  the  New  York 
State  and  Orange  County  Medical  Societies  and  the 
American  Medical  Association  and  was  a licentiate 
of  the  Medical  Council  of  Canada.  Dr.  Lee  was 
graduated  from  the  University  of  Alberta  in  1925. 

William  Edgar  Hurley,  M.D.,  died  April  4.  Dr. 
Hurley,  aged  fifty-two,  was  a plastic  surgeon  with 
offices  in  New  York  City  and  New  Brighton, 
Staten  Island.  He  was  a graduate  of  the  class  of 
1929  of  the  Long  Island  College  of  Medicine.  After 
the  first  World  War  he  had  served  with  the  Hoover 
Relief  Mission  in  Kharnov,  Russia,  and  in  1928  was 
with  the  medical  division  of  the  American  Relief 
Association. 

Martin  Kerpel,  M.D.,  fifty-three,  collapsed  and 
died  of  a heart  attack  on  March  15.  Dr.  Kerpel 
was  born  in  Germany,  received  his  medical  degree 
from  the  University  of  Berlin  in  1922,  and  came  to 
this  country  twenty-four  years  ago.  He  was  a 
member  of  the  staff  of  Lutheran  Hospital  and 
belonged  to  the  New  York  State  and  Kings  County 
Medical  Societies  and  the  American  Medical 
Association. 

Anthony  J.  Manzella,  M.D.,  aged  forty-eight, 
died  on  February  24.  Dr.  Manzella,  a graduate  of 
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the  University  of  Buffalo,  School  of  Medicine,  in 
1927,  was  a director  of  the  Division  of  Communi- 
cable Diseases  of  the  Erie  County  Health  Depart- 
ment. He  was  appointed  to  this  post  in  1948, 
having  served  the  two  years  previous  as  deputy 
city  health  commissioner  of  Buffalo. 

After  serving  his  internship  at  Buffalo  City  and 
Meyer  Memorial  Hospitals,  Dr.  Manzella  joined  the 
staff  of  Black  Rock  Industrial  Clinic  until  1929 
when  he  began  private  practice  in  Brooklyn.  While 
in  Brooklyn,  he  attended  New  York  Post- 
Graduate  for  study  in  cardiography  and  served 
as  assistant  attending  physician  at  Cumberland 
Hospital  and  as  clinical  assistant  at  Long  Island 
College  Hospital.  In  1933  he  started  practice  in 
Newburgh  and  in  1938  became  city  health  officer. 
He  obtained  the  degree  of  master  of  public  health 
from  the  Harvard  School  of  Public  Health  in  1940 
and  resumed  his  private  practice  in  1942,  remaining 
until  1946  when  he  was  appointed  to  the  city  post  in 
Buffalo. 

Dr.  Manzella  had  been  a member  of  the  New 
York  State  and  Erie  County  Medical  Societies,  the 
New  York  State  Health  Officers  Association,  and  the 
American  Medical  Association. 

Edward  White  Perkins,  M.D.,  New  York  City 
physician  for  more  than  fifty  years,  died  on  March 
26.  He  was  eighty-three  years  old.  For  many 
years  associated  with  Sloane  and  Presbyterian  Hos- 
pitals, Dr.  Perkins  was  a graduate  of  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
the  year  1889.  He  was  a member  of  the  alumni 
associations  of  Presbyterian  and  Sloane  Hospitals, 
the  New  York  State  and  County  Medical  Societies, 
and  the  American  Medical  Association. 

Emanuel  Salwen,  M.D.,  fifty-five-year-old  Brook- 
lyn urologist,  died  on  April  4.  Dr.  Salwen,  an 
alumnus  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  class  of  1917,  served  his  intern- 
ship at  Mount  Sinai  Hospital.  At  the  time  of  his 
death  he  was  associate  urologist  at  Maimonides  Hos- 
pital and  urologist  at  Coney  Island  Hospital.  A 
diplomate  of  the  American  Board  of  LTrology  and  a 
fellow  of  the  American  College  of  Surgeons,  Dr. 
Salwen  had  memberships  in  the  following  organiza- 
tions: American  Urological  Association,  American 
Medical  Association,  the  New  York  and  Brooklyn 
Urological  Societies,  and  the  New  York  State  and 
Kings  County  Medical  Societies. 

Henry  Tucker  Spelman,  M.D.,  of  Brooklyn,  died 
recently  at  the  age  of  sixty-four  after  a year’s  illness. 
Dr.  Spelman  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 


1907.  Previous  to  his  illness  he  had  been  an  asso- 
ciate physician  on  the  staff  of  Norwegian  Hospital, 
Brooklyn,  and  medical  inspector  of  the  Bureau  of 
Tuberculosis,  Department  of  Health.  He  was  also  a 
member  of  the  New  York  State  and  Kings  County 
Medical  Societies  and  the  American  Medical  As- 
sociation. 

Howard  Canning  Taylor,  M.D.,  eighty-two,  died 
at  his  New  York  home  on  March  27.  Dr.  Taylor 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1891  and  served  his  internship  at  Roosevelt  Hos- 
pital. In  1913  he  was  named  professor  of  clinical 
gynecology  at  the  College  of  Physicians  and  Surgeons 
and  had  held  that  post  ever  since.  From  1910  to 

1939  he  was  chief  of  the  gynecologic  division  of 
Roosevelt  Hospital  and  in  recent  years  had  been  a 
consultant  at  that  hospital.  He  was  also  consultant 
gynecologist  at  Tarry  town  Hospital  and  the  Green- 
wich, Stamford,  and  Sharon  Hospitals  in  Connecti-  I 
cut,  the  Horton  Memorial  Hospital  in  Middletown.  1 
In  addition  he  was  associate  visiting  obstetrician  I 
and  gynecologist  on  the  staff  of  Bellevue  Hospital. 

A diplomate  of  the  American  Board  of  Obstetrics  9 
and  Gynecology  and  a fellow  of  the  American  College 
of  Surgeons,  he  served  as  head  of  the  National  Re- 
search Council’s  Committee  on  Human  Reproduc-  i 
tion.  He  was  a past  president  of  the  American 
Society  for  the  Control  of  Cancer,  the  American 
Gynecological  Society,  the  New  York  Obstetrical 
Society,  and  the  New  York  County  Medical  Society.  \ 
At  the  time  of  his  death  Dr.  Taylor  held  member- 
ships in  the  American  Medical  Association,  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  and  the  New  York  State  and 
County  Medical  Societies. 

Emil  Rudolph  Zak,  M.D.,  a specialist  in  internal 
medicine  and  cardiology,  died  on  March  22  at  the 
age  of  seventy-two.  Born  in  Bruenn,  Austria- 
Hungary,  Dr.  Zak  received  his  medical  degree  from 
the  University  of  Vienna  in  1901  where  he  did  vari- 
ous types  of  research,  eventually  becoming  professor 
of  internal  medicine.  He  was  at  one  time  chief  of 
the  Heart  Station,  a hospital  in  Vienna,  and  had  also 
been  physician-in-chief  of  the  Workmen’s  Sickness 
Benefit  Fund  in  Vienna.  After  the  coming  of  the 
Nazis  to  Austria,  Dr.  Zak  went  to  England  and  in 

1940  came  to  the  United  States.  At  the  time  of  his 
death  he  was  an  adjunct  physician  and  an  assistant 
adjunct  cardiologist  on  the  staff  of  Beth  David  Hos- 
pital, New  York.  He  was  a member  of  the  Ameri- 
can Heart  Association,  the  American  Medical  As- 
sociation, and  the  New  York  State  and  County 
Medical  Societies. 


RHEUMATIC  FEVER  AND  THE  SCHOOL  CHILD 


Recommendations. — To  aid  school  health  authori- 
ties to  develop  a more  rational  approach  in  the  con- 
trol of  disease,  the  Committees  on  School  Health  anti 
Rheumatic  Fever  of  the  American  Academy  of 
Pediatrics  recommend:  (1)  that  the  school  medical 
examination  be  improved  to  aid  in  more  accurate 
recognition  and  supervision  of  rheumatic  children, 
(2)  that  more  emphasis  be  placed  on  referral  by 
teachers  and  nurses  of  pupils  believed  to  be  below 
par  for  medical  review,  (3)  that  less  emphasis  be 
placed  on  restricting  the  physical  activity  of  rheu- 


matic children  and  more  attention  given  to  daily  . 
observation  of  pupils  for  signs  or  conditions  sug- 
gestive of  rheumatic  disease,  (4)  that  there  be  avail- 
able, to  school  health  services  and  the  practitioners, 
diagnostic  and  consultation  services  to  establish 
diagnosis,  and  (5)  that  these  services  be  developed 
in  cooperation  with,  and  by  utilization  of,  existing 
medical  and  public  health  resources  in  the  com- 
munity. 

— Committee  on  Rheumatic  Fever,  American  Aca- 
demy of  Pediatrics,  1948 


MEDICAL  NEWS 


Maternal  Mortality  in  the  United  States  in  1947 


MATERNAL  mortality  decreased  to  a new  low  in 
the  United  States  during  1947,  according  to 
figures  released  by  the  National  Office  of  Vital 
Statistics  of  the  Public  Health  Service,  Federal 
Security  Agency.  The  maternal  mortality  rate  was 
1.3  per  1,000  live  births  in  1947  as  compared  with  1.6 
in  1946.  The  number  of  maternal  deaths  (associ- 
ated with  diseases  of  pregnancy,  childbirth,  and  the 
puerperium)  also  decreased  from  5,153  deaths  in 
1946  to  4,978  in  1947,  despite  the  tremendous  in- 
crease in  the  number  of  births. 

In  1947,  the  maternal  mortality  rate  for  white 
women  was  1.1  per  1,000  live  births,  while  that  for 
nonwhite  women  was  3.3,  or  3 times  as  great. 

The  risk  of  dying  associated  with  childbearing  has 
been  declining  steadily  since  1933,  the  first  year  in 
which  data  are  available  for  the  entire  continental 


United  States.  From  6.2  in  1933,  the  maternal 
mortality  rate  decreased  79  per  cent  to  1.3  in  1947. 
Maternal  mortality  decreased  more  rapidly  among 
white  than  nonwhite  women.  The  maternal  mor- 
tality rate  for  the  white  race  decreased  80  per  cent, 
from  5.6  in  1933  to  1.1  in  1947,  and  the  rate  for  the 
nonwhite  races  decreased  66  per  cent  in  this  period, 
from  9.7  to  3.3. 

For  the  State  of  New  York  the  number  of  maternal 
deaths  in  1947  was  325;  in  1946,  343;  and  in  1940, 
576.  The  rate  of  maternal  deaths  per  1,000  live 
births  for  the  years  1947,  1946,  and  1940,  respec- 
tively, were  1.0,  1.02,  and  2.9. 


Note:  This  marked  improvement  accomplished  without 
any  system  of  compulsory  health  insurance. — Editor. 


American  Academy  of  Pediatrics  Publishes  Report  on  Health  Survey 


RESULTS  of  a three-year  study  of  child  health 
services  in  the  nation  were  announced  recently 
by  Dr.  Warren  II.  Sisson,  president  of  the  American 
Academy  of  Pediatrics.  The  report  was  compiled 
by  the  Academy  with  the  cooperation  of  the  U.S. 
Children’s  Bureau  and  the  U.S.  Public  Health  Serv- 
ice under  the  general  direction  of  Dr.  John  P. 
Hubbard,  Philadelphia  child  health  specialist.  The 
survey  covered  every  one  of  the  nation’s  3,076 
counties  and  was  begun  in  1946. 

Deficiencies  and  inequalities  in  child  care  were 
pointed  out  in  the  report.  It  was  found  that 
children  in  or  near  cities,  almost  one  half  of  the 
nation’s  citizens  under  sixteen  years  of  age,  received 
50  per  cent  more  care  than  those  in  isolated  or  rural 
areas.  The  report  emphasized  the  need  for  more 
physicians  who  are  well  trained  in  the  care  of  chil- 
dren and  indicated  that  the  present  training  of  doc- 
tors in  medical  schools  and  hospitals  is  inadequate. 

The  amount  of  medical  care  given  the  children  of 
New  York  State  is  60  per  cent  above  the  national 


average  according  to  the  report.  However,  it  points 
out  that  the  children  in  the  nine  counties  comprising 
the  greater  metropolitan  New  York  area  receive  70 
per  cent  more  medical  care  than  the  children  in  the 
53  upstate  counties.  The  Academy’s  findings  in 
New  York  State  were  based  on  questionnaires  sent 
out  by  Dr.  George  M.  Wheatley,  director  of  the  New 
York  State  Study  Committee  of  the  American 
Academy  of  Pediatrics,  and  supplemented  by  data 
supplied  by  the  New  York  State  Medical  and  Dental 
Societies,  the  State  Survey  and  Planning  Commis- 
sion for  Hospitals,  the  Hospital  Council  of  Greater 
New  York,  the  State  departments  of  health  and 
education,  local  health  departments  and  agencies. 

The  report  stressed  the  importance  of  improved 
medical  training  in  child  care  for  all  physicians  by 
having  undergraduate  and  postgraduate  education 
attend  more  to  the  prevent  ive  aspects  of  pediatrics 
and  further  emphasized  that  improved  hospital 
facilities  for  child  care  in  upstate  areas  would  draw 
more  well-trained  physicians. 


Awards  by  Life  Insurance  Medical  Research  Fund 


T IFE  insurance  companies  of  the  United  States 
and  Canada  will  contribute  $680,000  during  the 
coming  year  for  the  support  of  heart  disease  research, 
it  was  announced  last  month  by  Mr.  Albert  Linton, 
chairman  of  the  Life  Insurance  Medical  Research 
Fund.  The  awards  raise  to  more  than  12,500,000 
the  amount  contributed  by  the  companies  since  the 
Fund  was  started  late  in  1945. 

A total  of  $585,300  of  the  funds  awarded  will  be 
used  as  grants-in-aid  by  a group  of  35  universities 
and  research  centers  in  the  United  States  and 
Canada  for  the  support  of  some  53  different  research 
projects  being  carried  on  by  individuals  or  by  groups 
of  investigators.  All  of  this  research  is  designed  to 
provide  basic  information  about  the  nature  and 
causes  of  various  forms  of  heart  disease;  some  repre- 
sents the  continuation  of  work  begun  under  the 
Fund’s  support  in  previous  years.  # 

In  addition  to  the  money  awarded  as  grants-in- 
aid,  the  Fund  has  also  announced  the  allocation  of 
$94,700  for  the  support  of  18  graduate  and  nine 


undergraduate  research  fellows  who  will  work  in  the 
field  of  heart  disease  under  the  supervision  of  experi- 
enced investigators  in  medical  centers  in  this  coun- 
try, in  Canada,  and,  in  the  case  of  one  award,  in 
Zurich,  Switzerland. 

Organized  late  in  1945,  the  Life  Insurance  Medical 
Research  Fund  is  now  supported  by  147  life  insur- 
ance companies  in  the  United  States  and  Canada  and 
to  date  has  distributed  $2,575,000  for  grants-in-aid 
and  fellowships.  Because  heart  disease  is  at  once 
the  most  common  of  all  causes  of  death  and  has 
traditionally  received  less  financial  support  for 
fundamental  research,  the  Fund  has  so  far  restricted 
its  activities  to  this  field  and  particularly  to  research 
into  such  conditions  as  high  blood  pressure,  harden 
ing  of  the  arteries,  coronary  disease,  and  rheumatic 
fever. 

The  Fund  is  one  of  the  pioneer  organizations  in  its 
field,  and  by  the  end  of  1948,  over  260  articles  had 
been  published  in  professional  journals  on  the  basis 
of  work  it  had  supported  in  full  or  in  part. 
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Among  those  receiving  grants  were  the  following: 

College  of  Physicians  and  Surgeons,  Columbia 
University — Dr.  Erwin  Chargaff,  for  research  on  the 
chemistry  and  physiology  of  thromboplastic  liquids 
and  their  role  in  intravascular  clotting,  $12,600; 
Dr.  Robert  F.  Loeb,  for  research  on  then  eo-epi- 
nephrine  and  epinephrine  content  of  adrenal  medulla, 
ympathetic  chains,  and  urines  of  normal  and  hyper- 
ensive  subjects,  $4,200;  Dr.  Beatrice  Carrier  Segal, 
for  research  on  biologic  activities  of  streptococcus  in 
relation  to  development  of  rheumatic  fever  and  acute 
nephritis,  $3,885. 

Mount  Sinai  Hospital — Dr.  Paul  Klemperer,  for 
research  on  the  development  and  nature  of  connec- 
tive tissue,  $9,870. 

New  York  University-Bellevue  Medical  Center — - 


Dr.  David  P.  Earle,  Jr. , for  research  on  the  relation 
between  renal  function  and  the  volume  and  composi- 
tion of  body  fluids,  $21,000,  and  Dr.  Colin  M.  Mac- 
Leod, for  research  on  streptococcal  products  and 
relation  to  development  of  rheumatic  fever,  $26,250. 

Syracuse  University  College  of  Medicine — Dr. 
Jane  Sands  Robb,  for  research  on  the  structure  and 
functioning  of  the  conducting  system  of  the  heart, 
$25,200,  and  Dr.  W.  W.  Westerfield  and  Dr.  J.  M. 
McKibbin,  for  research  on  the  effect  of  lipotropic 
substances  on  phospholipid  and  cholesterol  distribu- 
tion, $6,405. 

University  of  Rochester,  School  of  Medicine  and 
Dentistry — Dr.  Victor  M.  Emmel,  for  research  on 
the  transition  from  the  benign  to  the  malignant 
phase  of  experimental  hypertension,  $8,925. 


MEDICALLY  SPEAKING— 


Radioisotope  Unit  Established  at  Northwestern 
University — The  newest  radioisotope  unit  in  the 
middle  West,  and  one  which  is  uniquely  constituted 
for  the  triple  activities  of  instruction,  research,  and 
therapy,  has  just  been  established  in  the  Medical 
School  of  Northwestern  University. 

Equipment  for  the  unit’s  laboratories  is  being 
financed  with  a grant  in  excess  of  $27,000  from  the 
U.S.  Atomic  Energy  Commission  through  the  Office 
of  Naval  Research. 

In  addition  to  providing  instruments  and  other 
facilities  for  research  involving  the  use  of  radio- 
isotopes, the  Medical  School  unit  will  introduce 
several  new  courses  into  its  undergraduate  curricu- 
lum and  already  has  formulated  a proposed  program 
of  postgraduate  medical  instruction  in  the  utilization 
of  radioactive  elements. 

Book  Plates — Physicians  who  have  book  plates 
should  send  copies  to  the  Huntington  Library,  San 
Merino,  California,  where  a collection  of  them  is 
being  made. 

National  Cancer  Foundation— The  National  Can- 
cer Foundation,  an  organization  devoted  solely  to 
services  to  advanced  cancer  patients,  would  like  to 
make  its  program  more  widely  known  to  members  of 
the  medical  profession.  The  work  is  with  patients 
in  the  middle  and  low  income  groups  who  have  had 
unusual  expenses  incidental  to  this  long  illness.  It 
does  not  include  the  indigent,  as  ample  provision  is 
made  for  them  by  city  departments  of  welfare.  It  is 
not  possible  to  pay  all  the  expenses  in  any  case,  but, 
rather,  supplementary  financial  aid  is  given  to  help 
provide  comfort  and  care  for  the  patient.  Since 
every  problem  is  different,  treatment  of  each  case 
varies  according  to  its  individual  needs.  Cases  are 
recommended  to  the  social  service  department  of  this 
organization  from  many  sources,  but  it  is  preferred 
that  they  be  referred  by  physicians,  visiting  nurse 
associations,  county  medical  societies,  and  social 
workers  in  hospitals  or  other  community  agencies. 
However,  applications  from  a responsible  member  of 
the  patient’s  family  are  also  considered.  Applica- 
tion forms  may  be  obtained  from  the  National 
Cancer  Foundation,  101  P’ifth  Avenue,  New  York  3. 

American  Academy  of  Neurology  Established — 

The  establishment  of  the  American  Academy  of 
Neurology,  whose  purpose  it  is  to  further  and  encour- 
age the  practice  of  clinical  neurology  and  to  stimu- 
late teaching  and  research  in  neurology  and  allied 
sciences,  has  been  announced. 


Active  membership  in  the  Academy  is  open  to 
every  physician  who  has  been  certified  in  neurology 
or  in  both  neurology  and  psychiatry.  Junior  mem- 
bership is  available  to  physicians  presently  engaged 
in  postgraduate  studies  in  neurology  or  who  are 
awaiting  certification  in  neurology.  In  addition, 
there  is  an  associate  membership  for  those  who  are 
not  certified  in  neurology  but  whose  interests  are  in 
fields  related  to  neurology. 

The  first  scientific  meeting  will  be  held  at  the 
French  Lick  Springs  Hotel,  French  Lick  Springs, 
Indiana,  on  June  1,  2,  and  3,  1949. 

Communications  to  the  Academy  should  be 
addressed  to  Dr.  Joe  R.  Brown,  19  Millard  Hall, 
University  of  Minnesota,  Minneapolis  14,  Minnesota. 

National  Cancer  Institute  Grants — National  Can- 
cer Institute  grants  of  $671,200  to  finance  labora- 
tory and  clinical  research  in  cancer  were  announced 
recently  by  Oscar  R.  Ewing,  Federal  Security  Ad- 
ministrator. The  grants  were  approved  by  Surgeon 
General  Leonard  A.  Scheele  of  the  Public  Health 
Service  following  recommendation  by  the  National 
Advisory  Cancer  Council. 

Among  those  receiving  grants  from  the  National 
Cancer  Institute  were  the  following: 

Dr.  William  H.  Buschke,  Manhattan  Eye,  Ear 
and  Throat  Hospital,  study  of  intercellular  cohesion 
in  corneal  epithelium,  $5,940. 

Dr.  Joseph  H.  Buichenal,  Memorial  Hospital, 
study  of  chemotherapy  of  experimental  leukemia, 
$7,700. 

Dr.  Allen  O.  Whipple,  Memorial  Hospital,  study 
of  experimental  surgery,  $7,100. 

Dr.  David  A.  Ivarnofsky,  Memorial  Hospital, 
study  of  growth  and  effect  of  neoplastic  tissue  on 
chick  embryo  with  particular  reference  to  Hodgkin’s 
disease,  $9,700. 

Dr.  Emil  J.  Baumann,  Montefiore  Hospital,  study 
of  factors  governing  selective  filtration  of  ions  by 
the  thyroid,  $7,340. 

Dr.  William  S.  McCann,  University  of  Rochester, 
study  of  metabolic  studies  on  patients  with  neo- 
plastic diseases,  $15,066. 

Dr.  E.  Henry  Keutman,  University  of  Rochester 
School  of  Medicine  and  Dentistry,  study  of  applica- 
tion of  paper  partition  chemotography  to  steroid 
hormones  in  patients  with  cancer,  $7,560. 

Dr.  Myron  Gordon,  New  York  Zoological  Society, 
study  of  genetic  and  correlated  studies  of  normal 
and  atypical  pigment  cell  growth,  $19,899. 


May  1,  1949] 


MEDICAL  NEWS 


1089 


Dr.  J.  J.  Biesele,  Memorial  Hospital,  study  of 
tissue  culture  studies  of  tumor  growth  and  inhibition, 
86,588. 

Dr.  Antonio  Rottino,  St.  Vincent’s  Hospital,  study 
of  Hodgkin’s  disease,  810,000. 

New  Film  on  Cancer  Released — A new  film, 
titled  “Cancer:  The  Problem  of  Early  Diagnosis,’’ 
which  has  received  the  approval  of  the  American 
Medical  Association’s  Committee  on  Medical  Motion 
Pictures,  was  made  available  to  the  medical  profes- 
sion recently  through  more  than  50  state  and 
regional  distributing  points  by  the  American  Cancer 
Society. 

Prints  for  single  showings  may  be  borrowed  from 
state  cancer  society  offices,  state  health  departments, 
and  the  regional  offices  of  Association  Films  located 
in  New  York  City. 

The  film,  designed  for  general  practitioners,  is 
based  on  the  premise  that  if  cancer  were  diagnosed 
early  and  effectively  treated  the  death  rate  might  be 
reduced  by  almost  50  per  cent. 

Dedication  of  Rochester  University  Psychiatric 
Clinic — The  new  83,000,000  Psychiatric  Clinic  of  the 
University  of  Rochester’s  School  of  Medicine  and 
Dentistry  was  dedicated  at  ceremonies  on  March  21. 

The  new  institution,  attached  to  the  medical 
school’s  teaching  hospital,  is  designed,  in  structure 
and  function,  to  be  an  integral  part,  of  the  general 
services  of  Strong  Memorial  Hospital  and  of  the 
medical  school  rather  than  an  isolated  unit.  Part  of 
its  program  will  be  psychiatric  training  of  medical 
students,  physicians,  career  psychiatrists,  clinical 
psychologists,  nurses,  and  social  workers. 

Its  director  is  Dr.  John  Romano,  professor  of 
psychiatry.  The  clinic  at  present  has  accommoda- 
tions for  34  in-patients,  with  an  eventual  capacity  of 
65.  Outpatient  work  with  both  children  and  adults 
has  been  in  progress  for  several  months. 

Research  Projects  Announced  by  Atomic  Energy 
Commission — Twenty-one  new  research  projects  in 
biology  and  medicine  will  be  financed  by  the  U.S. 
Atomic  Energy  Commission  under  contract  with  16 
universities  and  two  hospitals.  With  the  new  con- 
tracts a total  of  78  research  studies  in  biology  and 
medicine  are  currently  being  financed  by  the  Com- 
mission in  addition  to  the  work  being  done  at  the 
major  laboratories  of  the  national  atomic  energy 
program. 

The  use  of  radioactive  materials  for  medical 
diagnosis,  the  measurement  of  radiation  dosage  from 
radioactive  cobalt,  and  additional  investigation  of 
the  effects  of  radiation  upon  plant  and  animal  tissues 
are  among  the  studies  to  be  made  under  the  new 
contracts. 

Among  those  projects  being  financed  are  studies 
on  the  use  of  radioactive  iodine  in  developing  quan- 
titative assay  method  for  thyrotropic  hormone  by 
Dr.  S.  C.  Werner,  Columbia  University,  and  the 
measurement  of  tissue  dose  due  to  gamma  and  beta 
active  radioisotopes  by  Dr.  It.  Loevinger,  Mount 
Sinai  Hospital. 

Sharp  and  Dohme,  Inc.,  Expresses  Opposition — 

Mr.  John  S.  Zinsser,  chairman  of  the  Board  of 
Sharpe  and  Dohme,  Inc.,  in  his  annual  report  to  the 
company  declared  his  opposition  to  government 
health  insurance.  Among  other  things  he  stated, 

“A  variety  of  proposals  are  presently  under  dis- 
cussion in  medical  circles,  in  the  public  press,  and  in 
the  Congress,  for  the  extension  and  improvement  of 
medical  care  in  this  country.  All  will  agree  with 
these  objectives. 


“Since  Sharp  and  Dohme  is  a part  of  the  country’s 
medical  system  and  is  greatly  concerned  with  the 
health  and  vigor  of  that  system,  it  is  keenly  inter- 
ested in  these  proposals. 

“The  management  of  this  company  strongly  dis- 
approves of  Federal  compulsory  health  insurance, 
believing  that  in  the  long  run  it  would  prove  injurious 
to  further  medical  progress  and  even  to  the  main- 
tenance of  present  medical  standards. 

“On  the  contrary,  we  believe  that  the  objectives 
sought  can  be  better  attained  and  in  a way  more 
consistent  with  the  free  enterprise  system  by  the 
extension  of  the  present  voluntary  insurance  plans 
and  by  the  adoption  of  other  measures  such  as  those 
which  have  been  suggested  by  the  American  Medi- 
cal Association  and  others.” 

American  Pioneer  in  Celiac  Therapy  Honored — 

Leading  pediatricians  and  medical  organizations  of 
19  countries  throughout  the  world  and  the  United 
States  joined  a large  group  of  distinguished  Ameri- 
can laymen  in  paying  tribute  to  seventy-nine-year- 
old  Dr.  Sidney  V.  Haas,  pioneer  in  celiac  therapy, 
at  a golden  jubilee  luncheon  given  in  his  honor  at 
the  New  York  Academy  of  Medicine  on  April  5.  In 
addition  to  honoring  Dr.  Haas’s  original  contribu- 
tions to  the  field  of  pediatrics,  the  luncheon  also 
marked  his  completion  of  fifty  years  of  medical  prac- 
tice in  New  York  City. 

On  behalf  of  160  physicians  and  medical  associa- 
tions in  this  country  and  abroad,  Dr.  L.  Emmett 
Holt,  Jr.,  chief  of  children’s  medicine,  Bellevue  Hos- 
pital, presented  Dr.  Haas  with  a Golden  Book  of 
Tributes  containing  letters  praising  his  contribu- 
tions to  science  of  pediatrics,  particularly  in  celiac 
therapy  and  the  treatment  of  the  hypertonic  infant. 

Speakers  at  the  luncheon  included  Robert  Moses, 
Park  Commissioner  of  New  York  City,  and  Dr. 
Murray  H.  Bass,  former  chief  of  pediatrics,  Mt. 
Sinai  Hospital. 

Election  of  Fellows  of  the  American  College  of 
Physicians — Announcement  was  made  at  the  an- 
nual convocation  of  the  American  College  of 
Physicians  on  March  30  in  New  York  City  of  the 
election  of  29  New  York  physicians  to  fellowship  in 
the  College.  To  be  eligible  for  fellowship,  a physi- 
cian must  have  been  graduated  from  an  approved 
medical  school,  serve  three  years  as  .an  associate  in 
the  College,  and,  if  engaged  in  practice,  his  profes- 
sional activity  must  be  limited  to  internal  medicine. 

Physicians  from  New  York,  thus  honored  were: 
Drs.  Philip  Goldstein,  Julius  Kavee,  Samuel 
J.  Schneierson,  Bronx;  Drs.  Dana  W.  Atchley, 
Seymour  H.  Rinzler,  Adolph  R.  Berger,  John  E. 
Deitrick,  Walter  Goldfarb,  M.  Leonard  Gottlieb, 
Henry  Horn,  Anthony  M.  Kasich,  Theodore  E. 
Oppel,  Ralph  F.  Schneider,  Martin  D.  Smith,  Leon 
N.  Sussman,  Arthur  M.  Tunick,  Victor  F.  Woolf, 
Manhattan;  Drs.  Maxmillian  Wachstein,  Abra- 
ham M.  Kleinman,  Samuel  Spitz,  Brooklyn;  Dr. 
William  O.  Benenson,  Flushing;  Drs.  Leonard 
Horn  and  Frederic  D.  Zeman,  Rochester;  Dr.  Paul 
A.  Burgeson,  Warsaw;  Dr.  Orren  D.  Chapman,  Syra- 
cuse; Dr.  Samuel  E.  Cohen,  Elmira;  Dr.  Elfred 
L.  Leech,  Oneonta;  Dr.  Robert  A.  Ullman,  Buffalo, 
and  Dr.  Milton  H.  Morris,  Far  Rockaway. 

Cancer  Grants  to  Seven  New  York  Institutions — 

Seven  institutions  in  New  York  City  will  receive 
grants  totaling  8275,415  in  support  of  cancer  re- 
search, it  was  announced  recently  by  the  New  York 
City  Cancer  Committee  of  the  American  Cancer 
Society.  The  grants  will  provide  for  one  year’s 
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continuation  of  27  promising  projects  already  under 
way  as  well  as  the  establishment  of  four  new  projects. 

Institutions  receiving  the  grants  are  Columbia 
University,  $118,816;  Cornell  University  Medical 
College,  $54,070;  Sloan-Ivettering  Institute  for 
Cancer  Research,  Memorial  Hospital,  $54,276; 
Mount  Sinai  Hospital,  $12,908;  New  York  Botani- 
cal Garden,  $12,731;  the  Rockefeller  Institute  for 


Medical  Research,  $10,000,  and  New  York  Univer- 
sity, $22,614. 

Brigadier  General  John  Reed  Kilpatrick,  chairman 
of  the  executive  committee  for  the  New  York  Cancer 
Committee’s  1949  fund  drive,  schedued  to  start 
April  4,  said  that  the  grants  complete  the  allocation 
of  funds  available  from  public  contributions  to  the 
1948  campaign. 


MEETINGS 

Past 


Cornell  University  Medical  College 
Alumni  Association 

On  March  24,  the  fifty-first  anniversary  of  the 
founding  of  Cornell  University  Medical  College, 
700  alumni  of  the  College  gathered  for  a full  day’s 
program  which  included  addresses  by  outstanding 
alumni  and  visits  to  clinics  and  laboratories  for 
demonstrations  and  discussions  of  the  research  proj- 
ects now  going  on  at  the  New  York  Hospital- 
Cornell  Medical  Center.  Speakers  were  as  follows: 
Dr.  S.  Bernard  Wortis,  1927,  professor  of  neurology 
and  psychiatry,  New  York  University  College  of 
Medicine,  on  “Medical  Mission  to  Poland — 1948”; 
Dr.  Irving  H.  Page,  1926,  director  of  research,  Cleve- 
land Clinic,  on  “The  Nature  of  Arterial  Hyper- 
tension,” and  Dr.  Thomas  Hale  Ham,  1931,  Thorn- 
dike Memorial  Laboratory,  on  “Diagnosis  and  Mech- 
anism of  Hemolytic  Anemias.”  Presentation  of 
the  first  annual  award  of  the  Cornell  University 
Medical  College  Alumni  Association  was  made  to 
Dr.  William  S.  McCann,  1915,  professor  of  medicine 
at  University  of  Rochester,  School  of  Medicine  and 
Dentistry,  for  his  outstanding  contribution  to 
medicine.  Dr.  McCann  also  delivered  the  first 
annual  lecture  of  the  Alumni  Association  on  the 
topic,  “Some  Neglected  Aspects  of  Cardiology.” 


New  York  Council  of  Surgeons 

“Recent  Advances  in  the  Care  of  the  Newborn — 
Full-term  and  Premature”  was  the  subject  of  a 
lecture  by  Dr.  Nathan  M.  Greenstein,  assistant 
clinical  professor  of  pediatrics  at  New  York  Medical 
College,  at  a meeting  of  the  New  York  Council  of 
Surgeons  on  April  5. 


Four-County  Clinical  Teaching  Day 

Under  the  sponsorship  of  the  Genesee,  Orleans, 
Livingston,  and  Wyoming  County  Medical  Societies, 
a four-county  Clinical  Teaching  Day  was  held  on 
April  20.  The  scientific  program  included  the  i 
following  speakers:  Dr.  Frank  C.  Combes,  New 
York  City,  on  “Common  Skin  Diseases”;  Dr.  Fred 
Kergin,  Department  of  Surgery,  University  of  j 
Toronto,  on  “Lung  Tumors”;  Dr.  Richard  C.  A. 
Jaenike,  attending  psychiatrist,  Strong  Memorial 
Hospital,  on  “Psychiatric  Approach  in  General 
Practice”;  Dr.  George  E.  Anderson  New  York 
City,  on  “Management  of  Diabetes,”  and  Dr. 
George  T.  Pack,  New  Y’ork  City,  on  “Gastric 
Cancer — The  Responsibility  of  the  General  Prac- 
titioner and  the  Surgeon.” 

New  York  Polyclinic  Medical  School 

A seminar  in  otolaryngology-ophthalmology7  was 
held  by  the  New  York  Polyclinic  Medical  School 
and  Hospital  April  25  to  29,  consisting  of  a review 
of  recent  advances  in  the  diagnosis  and  treatment 
of  common  disorders  in  the  fields  of  otolaryngology7 
and  ophthalmology  with  lectures,  motion  pictures, 
and  demonstrations  in  the  clinics,  operating  rooms, 
and  dissecting  room.  Among  the  guest  speakers 
were  Dr.  August  L.  Beck,  New  Rochelle  Hospital: 
Drs.  Conrad  Berens,  Loren  P.  Guy,  Willis  S. 
Knighton,  Byron  C.  Smith,  and  Alfred  Weintraub, 
New  York  Eye  and  Ear  Infirmary;  Drs.  John  M. 
Converse,  Edmund  Prince  Fowler,  W.  Guernsey 
Frey,  and  David  H.  Webster,  Manhattan  Eye, 
Ear  and  Throat  Hospital;  Dr.  Westley  M.  Hunt, 

St.  Luke’s  Hospital;  Dr.  Alfred  Kestenbaum, 
Bellevue  Hospital,  and  Dr.  John  M.  Lore,  St. 
Vincent’s  Hospital. 


Future 


Orthopedic  Alumni  of  Hospital  for  Joint  Diseases 

“The  Results  of  Treatment  of  Bone  Sarcoma,” 
the  annual  Sir  Robert  Jones  lecture  to  be  delivered 
on  May  12  at  8:30  p.m.  by  Dr.  C.  Howard  Hatcher, 
associate  professor  of  orthopedic  surgery  of  the 
University  of  Chicago,  will  be  the  highlight  of  the 
three-day  orthopedic  alumni  conference  to  be  held 
at  the  Hospital  for  Joint  Diseases  from  May  12  to 
14.  Morning  and  afternoon  sessions  of  the  con- 
ference will  deal  with  advances  in  surgery  and  allied 
subjects  with  the  presentation  of  papers  and  a 
scientific  exhibit  of  orthopedic  material. 

A dinner-dance  will  be  held  on  May  14  in  the 
Sert  Room  of  the  Waldorf-Astoria.  For  further 
information  call  Dr.  J.  J.  Golub  at  Lehigh  4-5500, 
extension  211. 


Annual  Chest  Conference  of 
St.  John’s  Episcopal  Hospital 

The  fourth  annual  chest  conference  of  St.  John’s 
Episcopal  Hospital  will  be  held  at  the  Hospital  on 
May  21.  Dr.  E.  K.  Johnson  will  discuss  “Pre- 
and  Postoperative  Management  of  Thoracic  Surgery7 
Cases,”  and  Dr.  Richard  Sweet  will  speak  on  “Can- 
cer of  the  Esophagus.” 


International  Congress  on  Rheumatic  Diseases 
The  seventh  International  Congress  on  Rheu- 
matic Diseases  conducted  by  the  American  Rheuma- 
tism Association  under  the  auspices  of  the  Inter- 
national League  Against  Rheumatism  will  be  held 
from  May  30  through  June  3 at  the  Hotel  Waldorf- 
Astoria.  The  Congress  will  be  devoted  to  the 
subject  of  rheumatic  disease  in  all  its  phases,  to- 
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gether  with  certain  allied  topics,  and  the  program 
includes  presentations  of  papers,  clinics,  and  round- 
table discussions. 

New  York  Academy  of  Medicine 

A clinical  research  meeting  will  be  held  by  the 
New  York  Academy  of  Medicine  on  June  1.  The 
meeting,  arranged  by  the  Committee  on  Medical 
Education  of  the  Academy,  will  comprise  presenta- 
tions of  original  work  in  clinical  medicine. 


American  Academy  of  Dental  Medicine 

The  American  Academy  of  Dental  Medicine  will 
hold  its  annual  meeting  on  June  4 and  5 at  the 
Statler  Hotel,  New  York  City.  Included  in  the 
program  will  be  a symposium  on  psychosomatics 
and  round-table  discussions  on  this  subject.  For 
further  information  address  Dr.  William  M.  Green- 
hut,  National  Secretary,  124  East  84th  Street, 
New  York  28. 


PERSONALITIES 


Honored 

In  memory  of  the  late  Dr.  Nathan  B.  Bluestone, 
the  Yorktown  Community  Nursery  School  has  com- 
pleted plans  for  a memorial  to  be  known  as  the 
“Dr.  Nathan  B.  Bluestone  Memorial  Youth  Cen- 
ter”. . .Dr.  John  Frederick  Erdmann,  in  celebration 
of  his  eighty-fifth  birthday  on  March  27,  a party 
given  by  operating  room  nurses  at  New  York  Post- 
Graduate  Hospital. . .Dr.  Elihu  Katz,  president  of 
the  Society  for  the  Establishment  of  a Medical 
College  at  Yeshiva  University,  at  a testimonial 
dinner  March  20  for  his  work  in  the  campaign  to 
build  the  school. 

Awarded 

For  outstanding  achievment  in  preventive  medi- 
cine, Dr.  Stanhope  Bayne-Jones,  president  of  the 
joint  administrative  board  of  the  New  York  Hospital- 
Cornell  Medical  Center,  the  James  D.  Bruce  Memo- 
rial Medal  at  the  annual  convocation  of  the  American 
College  of  Physicians  on  March  28. 

Appointed 

Dr.  Theodore  J.  Curphey,  chief  medical  examiner 
of  Nassau  County,  as  chairman  of  the  Council  Com- 
mittee on  Public  Health  and  Education  of  the  Medi- 
cal Society  of  the  State  of  New  York. . .Dr.  Milton 
Feig,  of  New  York  and  Great  Neck,  as  district 
health  officer  for  the  State  Board  of  Health  in  Wis- 
consin with  headquarters  in  the  city  of  Green  Bay . . . 
Dr.  C.  P.  Rhoads,  as  medical  director  of  the  Memo- 
rial Hospital  Center  for  Cancer  and  Allied  Dis- 
eases. . .Dr.  Elias  Rubin,  Jamaica,  Long  Island,  as 
chairman  of  the  Queens  Physicians  Division  of  the 
United  Jewish  Appeal  for  the  1949  campaign. 

Elected 

Dr.  Thomas  N.  Sheen,  to  the  board  of  directors  of 
the  New  York  Tuberculosis  and  Health  Association, 
and  Dr.  Edward  P.  Eglee,  chairman  of  the  executive 
committee  of  the  organization. 

Speakers 

Dr.  Harold  Peck,  psychiatrist  at  the  Children’s 
Court  treatment  clinic,  at  a seminar  on  delinquency 
sponsored  by  two  committees  of  the  Welfare  Council 
on  March  14 ...  At  a meeting  of  the  South  Glens  Falls 
Rotary  Club  on  March  15,  Dr.  E.  Yale  Clarke,  of 
Glens  Falls. . .Dr.  Martin  Steinberg,  superintendent 
of  Mount  Sinai  Hospital,  Dr.  Ralph  Kaufman, 


psychiatrist,  and  Dr.  Samuel  R.  Lehrman,  chief  of 
the  Psychiatric  Clinic  at  Mount  Sinai,  at  a seminar  on 
psychosomatic  medicine  for  the  Chaplaincy  Insti- 
tute of  the  New  York  Board  of  Rabbis  on  March 
16. . .At  the  fortieth  anniversary  conference  of  the 
National  Society  for  the  Prevention  of  Blindness  on 
March  16,  Dr.  Hunter  H.  Romaine,  consultant 
ophthalmologist  at  the  New  York  University  Read- 
ing Clinic. . .Dr.  John  B.  Pastore,  executive  direc- 
tor of  the  Hospital  Council  of  Greater  New  York,  at 
the  graduation  of  student  nurses  at  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospitals 
on  March  18... Dr.  Ernest  P.  Boas,  Mount  Sinai 
Hospital,  Dr.  Dean  A.  Clark,  medical  director  of  the 
Health  Insurance  Plan  of  Greater  New  York,  and 
Dr.  George  T.  Pack,  Memorial  Hospital,  at  a forum 
dinner  meeting  on  compulsory  health  insurance  at 
the  New  School  for  Social  Research  on  March  24 . . . 
Dr.  Louis  H.  Bauer,  vice-chairman  of  the  Board  of 
Trustees  of  the  American  Medical  Association,  at 
the  annual  meeting  of  the  Council  of  Affiliate  Agen- 
cies of  the  Federation  of  Protestant  Welfare  Agen- 
cies, March  30,  on  the  topic  “The  National  Health 
Plan”... On  March  30,  at  a meeting  of  the  New 
York  Association  of  Occupational  Therapists,  Dr. 
Eugene  L.  Swan,  senior  psychiatrist  at  Rockland 
State  Hospital. . .Dr.  John  C.  A.  Gerster,  chairman 
of  the  New  York  City  Cancer  Committee,  at  the 
second  annual  dinner  of  the  Pearl  Marrow  Cancer 
Memorial  on  April  2 ...  As  the  1949  Biggs  Lecture 
at  the  New  York  Academy  of  Medicine  on  April  6, 
Dr.  Howard  A.  Rusk,  professor  of  rehabilitation  and 
medicine  at  the  New  York  University  College  of 
Medicine,  on  “The  Medical,  Social,  and  Public 
Health  Aspects  of  Rehabilitation” ...  Dr.  Hart 
E.  Van  Riper,  medical  director  of  the  National 
Foundation  for  Infantile  Paralysis,  Inc.,  and  Dr. 
Daniel  S.  Cunning,  on  “The  Tonsillectomy-Polio- 
myelitis Problem”  at  a session  of  the  fifty-third 
annual  meeting  of  the  American  Laryngological, 
Rhinological,  and  Otological  Society,  Inc.,  on 
April  18. . . At  a conference  on  April  22  sponsored  by 
the  Child  Research  Clinic  of  the  Woods  Schools  of 
Langhorne,  Pennsylvania,  Dr.  Richard  L.  Frank, 
professor  of  psychiatry,  Long  Island  College  of 
Medicine  on  “The  Parents.” 

New  Offices 

Dr.  Benjamin  L.  Harrison  and  Dr.  Maxwell 
Harrison,  in  Newburgh,  for  diseases  of  the  eve,  ear, 
nose,  and  throat. 


COUNTY  NEWS 


Erie  County 

Dr.  Joseph  Burchenal  of  Memorial  Hospital,  New  of  Memorial  Hospital,  spoke  on  “The  Diagnosis  and 
York,  spoke  on  “Clinical  Approach  to  Chemo-  Treatment  of  Carcinoma  of  the  Cervix”  at  the  after- 
therapy of  Cancer”  and  Dr.  Gray  H.  Twombley,  also  noon  Clinical  Session  of  the  Cancer  Teaching  Day 
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presented  by  the  Erie  County  Medical  Society  on 
April  26.  At  the  evening  session,  the  stated  meeting 
of  the  County  Medical  Society,  Dr.  Cushman  D. 
Haagensen,  director  of  the  Institute  of  Cancer  Re- 
search at  Columbia-Presbyterian  Medical  Center, 
addressed  the  members.  Dr.  Haagensen’s  topic 
was  “Diagnosis  and  Treatment  of  Carcinoma  of  the 
Breast.” 


The  second  annual  public  education  meeting  of  the 
Erie  County  Chapter  of  the  American  Cancer 
Society  was  held  on  April  5.  Speakers  included  Dr. 
Louis  Dublin,  vice-president  and  chief  statistician 
of  the  Metroplitan  Life  Insurance  Company,  New 
York  City,  on  “Progress  in  Cancer  Control,”  and 
Dr.  Louis  C.  Kress,  director  of  the  Roswell  Park 
Memorial  Institute,  on  “Progress  in  Research, 
Diagnosis,  and  Treatment  of  Cancer.” 

Genesee  County 

The  Genesee  County  Medical  Society  with  the 
cooperation  of  Genesee  Memorial  and  St.  Jerome’s 
Hospitals  has  inaugurated  the  Genesee  County 
Medical  Society  Blood  Donor  Registration,  a service 
which  has  as  its  aim  the  recording  of  the  blood  types 
of  as  many  persons  in  the  county  as  possible  so  that 
donors  will  be  available  through  the  hospital  files  for 
the  needs  of  rare  blood  types  or  to  meet  the  demands 
of  an  unexpected  emergency. 

Kings  County 

As  of  March  17,  1949,  the  Brooklyn  Psychiatric 
Society  was  officially  established  and  functioning. 
The  inaugural  meeting  was  held  on  April  21  at  which 
time  the  president,  Dr.  Simon  Rothenberg,  delivered 
his  inaugural  address.  Other  officers  include  Dr. 
Sam  Parker,  vice-president,  and  Dr.  Morton  Hand, 
secretary-treasurer. 

Nassau  County 

The  regular  monthly  meeting  of  the  Medical 
Society  of  the  County  of  Nassau  was  held  on  March 
29.  Col.  William  L.  Wilson,  M.C.,  special  assistant 
to  the  Surgeon-General,  U.S.  Army,  and  chief  sur- 
geon of  the  Truman  Plan  for  Greece  and  Turkey, 
gave  a talk  on  the  topic,  “Atomic  Energy  and  Its 
Relation  to  Medicine.” 


Dr.  J.  William  Hinton,  attending  surgeon  at 
Bellevue  and  New  York  Post-Graduate  Hospitals, 
was  the  guest  speaker  at  a meeting  of  the  Long 
Island  Surgical  Society  of  the  International  College 
of  Surgeons  on  April  12.  Dr.  Hinton  spoke  on 
“The  Present  Status  of  Gastric  Surgery  with  a Dis- 
cussion of  the  Contraindications  of  Vagotomy.” 

Onondaga  County 

On  March  17  the  annual  dinner  meeting  of  the 
Onondaga  Health  Association  was  held  with  Dr. 
Henry  Van  Zile  Hyde  as  guest  speaker.  Dr.  Hyde, 
medical  director  of  the  U.S.  Public  Health  Service 
and  United  States  representative  on  the  executive 
board  of  the  World  Health  Organization,  spoke  on 
the  World  Health  Organization  and  its  meetings  in 
Geneva,  Switzerland. 

Queens  County 

Members  of  the  Queens  County  Medical  Society 
heard  Dr.  Nolan  D.  C.  Lewis,  director  of  the  New 
York  State  Psychiatric  Institute  and  professor  of 
psychiatry  at  the  College  of  Physicians  and  Sur- 


geons, Columbia  University,  talk  on  the  subject, 
“Psychosomatic  Problems  of  Interest  to  the  General 
Practitioner,”  at  the  stated  meeting  of  the  Society 
on  March  29. 

Recent  Friday  afternoon  lectures  sponsored  by 
the  Medical  Society  included  the  following: 

April  18 — Dr.  Jerome  Schwartz,  superintendent 
of  psychiatry  at  Creedmore  State  Hospital,  on 
“Alcohol  and  Other  Forms  of  Drug  Addiction.” 
April  15 — Dr.  Lloyd  F.  Craver,  chief  of  medical 
service  at  Memorial  Hospital,  on  “Some  Aspects  of 
Malignant  Lymphomata.” 


“Treatment  of  Hypertension”  was  the  topic  of  a 
lecture  given  by  Dr.  William  Goldring,  associate 
professor  of  medicine,  New  York  University  College 
of  Medicine,  at  the  April  5 meeting  of  the  Queens 
County  Chapter  of  the  American  Academy  of 
General  Practice. 

Rockland  County 

Dr.  Sidney  Schwartz,  cardiac  consultant  to  Good 
Samaritan  Hospital,  Suffern,  and  chief  cardiologist 
at  Montefiore  Hospital,  addressed  the  members  of 
the  Rockland  County  Medical  Society  at  a meeting 
on  March  2.  Dr.  Schwartz  spoke  on  the  emergency 
treatment  of  acute  heart  attacks. 

At  the  business  meeting  Dr.  George  M.  Richards, 
chairman  of  the  doctors  committee  on  “Aid  to 
Echternach,”  and  Dr.  John  C.  Dingman,  committee  ( 
member,  described  plans  for  the  collection  of  old  and 
unused  instruments  from  all  Rockland  County 
physicians  and  local  hospitals.  Echternach  is  a town 
in  the  Grand  Duchy  of  Luxembourg  which  was 
badly  battered  during  the  Battle  of  the  Bulge  in 
World  War  II.  According  to  reports,  the  hospital 
building,  which  had  been  completely  destroyed,  was 
now  rebuilt,  but  there  were  no  modern  instruments 
available. 

Schenectady  County 

A special  meeting  of  the  Schenectady  County 
Medical  Society  was  held  on  April  7.  Dr.  Chester 
S.  Keefer,  professor  of  medicine  at  the  Boston  Uni- 
versity School  of  Medicine  and  physician-in-chief  of 
the  Massachusetts  Memorial  Hospital,  spoke  on 
“The  Choice  of  Chemotherapeutic  Agents  in  the 
Treatment  of  Infections  with  Special  Reference  to 
Eye,  Ear,  Nose,  and  Throat  Diseases.” 

Sixty  members  of  the  County  Medical  Society 
were  guests  of  Winthrop-Stearns,  Inc.,  on  March  17 
at  an  open  house  designed  to  acquaint  physicians 
with  the  latest  developments  in  the  drug  industry. 
The  program  included  a tour  of  the  Winthrop- 
Stearns,  Inc.,  plant,  dinner,  and  a scientific  seminar. 

Dr.  A.  M.  Lands,  in  charge  of  pharmacodynamics  re- 
search at  the  Winthrop-Stearns  Research  Institute, 
spoke  on  “Insuprel  and  Other  New  Drugs  in  the 
Treatment  of  Asthma,”  and  Dr.  Charles  F.  Kade, 

Jr.,  in  charge  of  nutritional  research  at  the  Institute, 
spoke  on  “Protein  Hydrolysates.”  In  addition, 

Dr.  A.  E.  Sherndal,  vice-president  in  charge  of  manu- 
facturing, explained  the  problems  of  transferring  a 
new  product  from  the  laboratory  to  commercial 
manufacture. 

Ulster  County 

“Keeping  Your  Baby  Well”  is  the  title  of  a series 
of  radio  transcriptions  which  will  be  featured  on  the 
Ulster  County  Health  Department’s  regular  weekly 
broadcast  over  Station  WKNY.  The  series  is  dis- 
tributed by  the  American  Medical  Association  in 
cooperation  with  Ulster  County  Medical  Society. 


WOMAN  S AUXILIARY 

TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliaries  Adopt  Resolutions  Opposing  Health  Insurance 


MEMBERS  of  county  auxiliaries,  component 
units  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  have  adopted  reso- 
lutions opposing  compulsory  health  insurance  and 
are  to  be  congratulated  for  their  cooperation  in  this 
important  work,  the  Public  Relations  Bureau  of  the 
Medical  Society  of  the  State  of  New  York  has  an- 
nounced. 

Resolutions  have  already  been  received  by  the 
Public  Relations  Bureau  from  the  following  county 
auxiliaries:  Allegany,  Chautauqua,  Oneida,  Rich- 

mond, and  Rensselaer.  Other  auxiliaries,  which 
have  passed  similar  resolutions,  have  not  yet  filed 
copies  with  the  Public  Relations  Bureau. 

If  the  passage  of  these  resolutions  is  to  accomplish 


its  purpose,  the  Bureau  suggests  that  each  Auxiliary 
carry  out  immediately  the  following  procedure: 

1.  Retain  the  original  resolutions  in  its  files. 

2.  Send  a copy,  with  a personal  letter,  to  the  two 
United  States  Senators,  the  Representatives,  and 
state  legislators  from  its  own  district. 

3.  Send  a copy  to  the  Public  Relations  Bureau, 
Medical  Society  of  the  State  of  New  York,  292  Madi- 
son Avenue,  New  York  17,  New  York;  the  Ameri- 
can Medical  Association  office  at  1302  18th  Street, 
Washington,  D.C.,  and  the  National  Education 
Campaign  of  the  American  Medical  Association,  1 
North  LaSalle  Street,  Chicago  2,  Illinois. 

4.  Send  a copy  to  each  of  the  local  newspapers 
and  radio  stations  in  its  own  district. 


COUNTY  NEWS 


Chautauqua  County 

Mrs.  Harold  M.  Childress  was  elected  president 
of  the  Chautauqua  County  Auxiliary,  succeeding 
Mrs.  Calvin  Clark  Torrance,  at  the  March  meeting 
of  the  group  held  in  Jamestown. 

Other  officers  chosen  include:  Mrs.  Hilding  J. 
Nelson,  vice-president;  Mrs.  Lucius  H.  Bugbee, 
Jr.,  corresponding  secretary;  Mrs.  Harold  A.  Blais- 
dell,  recording  secretary,  and  Mrs.  Robert  Storms, 
treasurer. 

Annual  reports  were  given  of  the  past  year’s 
activities,  and  Mrs.  Torrance  reported  that  there 
was  $290  in  the  nurse  scholarship  fund. 

Nassau  County 

Dr.  Theodore  J.  Curphey,  Garden  City,  spoke  on 
“Pertinent  Facts  About  Legislation”  at  the  meeting 
of  the  Nassau  County  Auxiliary  held  March  22  in 
Garden  City.  Miss  Marion  Fegley  of  the  Nassau 
County  Tuberculosis  and  Public  Health  Association 
spoke  on  rheumatic  heart  disease. 

Following  the  Auxiliary  meeting,  the  members 
joined  with  the  Nassau  County  Medical  Society  to 
hear  Colonel  William  L.  Wilson,  special  assistant  to 
the  Surgeon  General  of  the  United  States  Army, 
speak  on  “Atomic  Energy  and  Its  Relation  to  Medi- 
cine.” 

Queens  County 

The  sixteenth  anniversary  of  the  Queens  County 
Auxiliary  was  celebrated  on  March  22  at  a tea  and 
reception  for  new  members.  Mrs.  S.  A.  Alexrod 
and  Mrs.  Samuel  Klein  were  in  charge  of  refresh- 
ments. 

On  April  26,  the  regular  meeting  was  held,  with 


the  guest  speaker  being  Mrs.  R.  J.  Knox,  an  interior 
decorator,  whose  topic  was  “Personality  in  Home 
Decoration.” 

Schenectady  County 

The  Schenectady  County  Auxiliary  met  on  March 
22  at  the  Mohawk  Golf  Club  for  its  regular  monthly 
session,  with  Mrs.  Gomer  Richards  presiding. 

A playreading,  “The  Heiress,”  directed  by  Mrs. 
Morris  Shapiro,  was  presented,  with  the  following 
cast:  Mrs.  Beverly  Vosburgh,  Mrs.  John  Lord, 
Mrs.  Donald  Binder,  Mrs.  James  Blake,  Mrs.  Her- 
man Galster,  Mrs.  Michael  Donovan,  and  Mrs.  Ken- 
cil  Mitton. 

Delegates  to  the  State  convention  were  elected  and 
include:  Mrs.  Milton  Gipstein,  chairman,  Mrs. 

Raymond  Byron,  Mrs.  Michael  Slovak,  Mrs.  Ken- 
cil  Mitton,  Mrs.  Peter  Sykowski,  and  Mrs.  William 
Jameson. 

Seneca  County 

Mrs.  Hyman  Abrahamer  was  elected  president  of 
the  Seneca  County  Auxiliary  at  the  meeting  held 
March  15  in  Seneca  Falls.  Other  officers  chosen  are: 
Mrs.  Arthur  Baldwin,  vice-president;  Mrs.  Roy 
Wallace,  secretary,  and  Mrs.  Saul  Towers,  treasurer. 

A panel  discussion  was  held  on  “Socialized  Medi- 
cine” with  members  of  the  Auxiliary  participating. 

Westchester  County 

A membership  tea  was  held  by  members  of  the 
Westchester  County  Auxiliary  on  March  1 in  New 
Rochelle.  Mrs.  N.  J.  DeJulio  and  Mrs.  Howard 
Kopins  are  cochairmen  of  the  membership  commit- 
tee. 
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Recent  Advances  in  Anaesthesia  and  Analgesia 
(Including  Oxygen  Therapy).  By  C.  Langton 
Hewer,  M.B.  (Eng.).  Sixth  edition.  Duodecimo  of 
380  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1948.  Cloth,  $6.00. 

Twentieth  Century  Speech  and  Voice  Correction. 
Emil  Froeschels,  M.D.,  Editor.  Octavo  of  321 
pages,  illustrated.  New  York,  Philosophical  Li- 
brary, 1948.  Cloth,  $6.00. 

Zinsser’s  Textbook  of  Bacteriology.  The  Applica- 
tion of  Bacteriology  and  Immunology  to  the  Diag- 
nosis, Specific  Therapy  and  Prevention  of  Infectious 
Diseases  for  Students  and  Practitioners  of  Medicine 
and  Public  Health.  Revised  by  David  T.  Smith, 
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Ph.D.,  et  al.  Ninth  edition.  Octavo  of  992  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
1948.  Cloth,  $10. 

Your  Diet  for  Longer  Life.  By  James  A.  Tobey, 
Dr  P H.  Duodecimo  of  280  pages.  New  York, 
Wilfred  Funk,  1948.  Cloth,  $3.50. 

Pediatric  Nursing.  By  Gladys  S.  Benz,  R.N. 
Octavo  of  638  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $4.00. 

Teachers’  Guide  for  Pediatric  Nursing.  By 
Gladys  S.  Benz,  R.N.  Octavo  of  65  pages.  St. 
Louis,  C.  V.  Mosby  Co.,  1948. 

Treatment  by  Manipulation.  In  General  and  Con- 
sulting Practice.  By  A.  Timbrell  Fisher,  M.B. 
(Eng.).  Being  the  fifth  edition  of  “Manipulative 
Surgery.”  Octavo  of  275  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  1948.  Cloth,  $5.00. 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 
Rives  Shands,  Jr.,  M.D.,  in  collaboration  with 
Richard  Beverly  Raney,  M.D.  Illustrated  by  Jack 
Bonacker  Wilson.  Third  edition.  Octavo  of  574 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  $6.00. 

Streptomycin  und  Tuberkulose.  Edited  by  Prof. 
G.  Fanconi  and  Prof.  W.  Loffler.  With  the  collabora- 
tion of  Drs.  J.  Barth,  M.  Bosshard,  Prof.  Dr.  O. 
Bucher,  et  al.  Octavo  of  357  pages,  illustrated. 
Basel  Switzerland,  Benno  Schwabe  (New  York, 
Grune  & Stratton),  1948.  Paper,  30  Sw.  fr. 

An  Index  of  Treatment  by  Various  Writers. 
Edited  by  Sir  Robert  Hutchison,  M.D.  Assisted  by 
Reginald  Hilton,  M.D.  Thirteenth  edition.  Octavo 
of  972  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $17. 

More  Than  Armies.  The  Story  of  Edward  H. 
Cary,  M.D.  By  Booth  Mooney.  Octavo  of  270 
pages,  illustrated.  Dallas,  Mathis,  Van  Nort  & Co., 
1948.  Cloth,  $5.00. 

Therapeutisches  Taschenbuch  fur  Arzte  und 
Studierende.  Edited  by  Dr.  G.  Ruepp.  Con- 
tributors, Prof.  W.  Burckhardt,  Prof.  M.  Francillon, 
Dr.  E.  Hafter,  et  al.  Sextodecimo  of  394  pages. 
Bern,  Switzerland,  Medizinischer  Verlag  Hans 
Huber,  1948.  Cloth,  12  Sw.  fr. 

Essentials  of  Pathology.  By  Lawrence  W.  Smith, 
M.D.,  and  Edwin  S.  Gault,  M.D.  Third  edition. 


Quarto  of  764  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1948,  Cloth,  $12. 

The  Treatment  of  Malignant  Disease  by  Radium 
and  X-rays.  Being  a Practice  of  Radiotherapy.  By 
Ralston  Paterson,  M.D.  Octavo  of  622  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $11. 

Medical  Writing.  The  Technic  and  the  Art.  By 

Morris  Fishbein,  M.D.,  with  the  assistance  of  Jewel 
F.  Whelan.  Second  edition.  Octavo  of  292  pages, 
illustrated.  Philadelphia,  Blakiston  Co.,  1948. 
Cloth,  $4.00. 

Preoperative  and  Postoperative  Care  of  Surgical 
Patients.  By  Hugh  C.  Ilgenfritz,  M.D.  Octavo  of 
898  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  $10. 

Microbiology  and  Pathology.  By  Charles  F.  Car- 
ter, M.D.  Fourth  edition.  Octavo  of  845  pages,  il- 
lustrated. St.  Louis,  C.  V.  Mosby  Co.,  1948.  Cloth, 
$5.00. 

An  Introduction  to  Medical  Mycology.  By 

George  M.  Lewis,  M.D.,  and  Mary  E.  Hopper,  M.S. 
Third  edition.  Quarto  of  366  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1948.  Cloth,  $8.50. 

Direct  Electrocardiography  of  the  Human  Heart 
and  Intrathoracic  Electrocardiography.  By  Franz 
M.  Groedel,  M.D.,  and  Paul  R.  Borchardt,  M.D. 
Octavo  of  224  pages,  illustrated.  New  York, 
Brooklyn  Medical  Press,  1948.  Cloth,  $9.00. 

A Textbook  of  General  Physiology.  By  Philip  H. 
Mitchell,  Ph.D.  Fourth  edition.  Octavo  of  927 
pages,  illustrated.  New  York,  McGraw-Hill  Book 
Company,  1948.  Cloth,  $7.50. 

Polio  and  Its  Problems.  By  Roland  H.  Berg. 
Octavo  of  174  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1948.  Cloth,  $3.00. 

Bronchiogenic  Carcinoma  and  Adenoma.  With  a 
Chapter  on  Mediastinal  Tumors.  By  B.  M.  Fried, 
M.D.  Octavo  of  306  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $6.00. 

Bailey’s  Text-book  of  Histology.  Revised  by 
Philip  E.  Smith,  Ph.D.,  and  Wilfred  M.  Copen- 
haver,  Ph.D.  Twelfth  edition.  Octavo  of  781 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1948.  Cloth,  $7.00. 

A Method  of  Anatomy.  Descriptive  and  Deduc- 
tive. By  J.  C.  Boileau  Grant,  M.B.  (Edin.)  Fourth 
edition.  Octavo  of  852  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $7.00. 

Your  Baby.  The  Complete  Baby  Book  for  Mothers 
and  Fathers.  By  Gladys  Denny  Shultz  and  Lee 
Forrest  Hill,  M.D.  Quarto  of  237  pages,  illustrated. 
New  York,  Doubleday  & Co.,  1948.  Cloth,  $3.50. 

Plaster  of  Paris  Technic.  By  Edwin  O.  Geckeler, 
M.D.  Second  edition.  Octavo  of  216  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1948. 
Cloth,  $3.00. 

Fractures  and  Dislocations  for  Practitioners.  By 

Edwin  O.  Geckeler,  M.D.  Fourth  edition.  Quarto 
[Continued  on  page  1096) 
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now  you  can  obtain  both 

a RAPID  peak  concentration 
of  serum  penicillin 


and 


a SUSTAINED  therapeutic 

concentration 


with  a single  injection  from  a single 
container 


Flo-Cillin  “96”— the  original  96-hour  repository  penicillin  formulation— 
is  now  available  with  a plus.  Soluble  Penicillin  G Potassium— 100,000  units  per  cc.— has  been 
added  to  the  Flo-Cillin  “96”  formula.  The  soluble  potassium  penicillin  is  absorbed  promptly, 
with  a resulting  initial  penicillin  blood  concentration  sufficient  to  overwhelm  invading  bacteria 
at  the  outset.  The  insoluble  Procaine  Penicillin  G,  with  water-repellent  aluminum  stearate  in 
oil,  is  absorbed  slowly  and  regularly  over  a period  measured  in  days.  Thus,  with  a single 
injection  from  a single  container,  it  is  now  possible  to  obtain  an  initial  peak  penicillin  blood 

level,  together  with  a therapeutic 
blood  level  which  is  sustained  for 
96  hours  in  approximately  90  per 
cent  of  patients.* 


CONSTANTLY  FLUID 

REQUIRES  NO  PROLONGED  SHAKING 

WILL  NOT  SETTLE  OUT 


FORTIFIED 


Bristol  Laboratories  Trademark  for 
Procaine  Penicillin  G (300,000  u./cc.)  and  Potassium  Penicillin  G 
(100,000  u./cc.)  In  Oil  with  Aluminum  Monostearate,  2% 

Available  in  Cartridges,  1 cc.— Vials,  10  cc. 


* Thomas,  E.  W.,  et  al:  J.A.M.A.  137:1517, 1948 
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of  371  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $5.00. 

Clinical  Roentgenology  of  the  Digestive  Tract.  By 

Maurice  Feldman,  M.D.  Third  edition.  Octavo  of 
901  pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1948.  Cloth,  $8.00. 

Symposia  on  Nutrition  of  the  Robert  Gould  Re- 
search Foundation.  Vol.  1.  Nutritional  Anemia. 

Edited  by  Arthur  Lekwa.  Octavo  of  194  pages,  il- 
lustrated. Cincinnati,  Robert  Gould  Research 
Foundation,  October  16-18,  1947. 

Pediatric  Anesthesia.  By  M.  Digby  Leigh,  M.D., 
and  M.  Kathleen  Belton,  M.D.  Octavo  of  240 
pages,  illustrated.  New  York,  Macmillan  Co.,  1948. 
Cloth,  $5.50. 

A-B-C’s  of  Sulfonamide  and  Antibiotic  Therapy. 

By  Perrin  H.  Long,  M.D.  Duodecimo  of  231  pages. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Cloth, 
$3.50. 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1948.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth,  $16  net; 
paper,  $12  net. 


Sterility  and  Impaired  Fertility.  Pathogenesis, 
Investigation  & Treatment.  By  Cedric  Lane- 
Roberts,  M.S.,  Albert  Sharman,  M.D.,  Kenneth 
Walker,  M.B.,  el  al.  Octavo  of  400  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1948.  Cloth, 
$6.50. 

Hospital  Trends  and  Developments,  1940-1946. 

Edited  by  Arthur  C.  Bachmeyer,  M.D.,  and  Ger- 
hard Hartman,  Ph.D.  Octavo  of  819  pages.  New 
York,  Commonwealth  Fund,  1948.  Cloth,  $5.50. 

Occupational  Marks  and  Other  Physical  Signs. 
A Guide  to  Personal  Identification.  By  Francesco 
Ronchese,  M.D.  Octavo  of  181  pages,  illustrated. 
New  York,  Grune  & Stratton,  1948.  Cloth,  $5.50. 

Detailed  Atlas  of  the  Head  and  Neck.  By  Ray- 
mond C.  Truex,  M.S.,  and  Carl  E.  Kellner.  Folio  of 
162  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1948.  Cloth,  $15. 

Education  for  Professional  Responsibility.  A 
Report  of  the  Proceedings  of  the  Inter-professions 
Conference  on  Education  for  Professional  Responsi- 
bility Held  at  Buck  Hill  Falls,  Pennsylvania,  April 

12,  13,  and  14,  1948.  Chairman,  Planning  Commit- 
tee, Elliot  Dunlap  Smith,  L.L.B.  Octavo  of  207 
pages.  Pittsburgh,  Carnegie  Press,  1948. 


REVIEWED 


Diseases  of  Children’s  Eyes.  By  James  Hamil- 
ton Doggart,  M.D.  Octavo  of  288  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Co.,  1947.  Cloth, 
$10. 

This  is  a very  practical  introduction  to  the  oph- 
thalmology of  childhood  and  to  ophthalmology  in 
general.  It  is  well  printed,  very  well  illustrated,  and 
a credit  to  the  author  and  publisher.  We  commend 
it  to  the  beginner  who,  if  interested  in  children’s  eyes, 
will  find  he  has  made  a broad  approach  and  cannot 
help  but  continue  the  study  to  a higher  level. 

Ralph  I.  Lloyd 

Treatment  in  General  Practice.  By  Harry  Beck- 
man, M.D.  Sixth  edition.  Octavo  of  1,129  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Co., 
1948.  Cloth,  $11.50. 

The  sixth  edition  of  this  popular  treatise  on  ther- 
apy has  been  brought  up  to  date  in  a highly  satis- 
factory manner.  As  usual,  the  latest  edition  of 
Beckman  can  be  recommended  to  all  the  general 
practitioners  for  whom  it  is  intended.  The  value  of 
the  volume  would  be  enhanced  if  there  were  a sepa- 
rate chapter  on  the  use  of  the  antibiotics.  The  gen- 
eral principles  are,  after  all,  the  same,  no  matter  in 
which  condition  they  are  used.  The  brief  section 
starting  on  page  977  is  too  sketchy  and  treats  only 
of  toxic  reactions.  Milton  Plotz 

Experimental  Air-Borne  Infection.  By  Theodor 
Rosebury.  With  the  coauthorship  and  assistance  of 
the  staff  of  the  Laboratories  of  Camp  Detrick,  Mary- 
land. Octavo  of  222  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1947.  Cloth,  $4.00.  (Mi- 
crobiological Monographs.  Official  Publication  of 
the  Society  of  American  Bacteriologists.) 

One  portion  of  this  interesting  book  is  devoted  to 
the  description  of  the  cloud  chamber  building,  the 
technics  employed  in  producing  clouds  of  labile 
agents,  and  a discussion  of  the  distinctive  features  of 


the  several  varieties  of  atomizers  employed.  The 
section  dealing  with  the  stability  and  infectivity  of 
bacteria  and  viruses  is  full  of  imposing  data.  How- 
ever, the  material  is  presented  in  a manner  so  for- 
midable that  only  those  who  are  interested  particu- 
larly in  experimental  air-borne  infection  will  take  the 
time  to  profit  from  a study  of  this  important  mono- 
graph. Morris  L.  Rakietin 

Minor  Surgery.  By  Frederick  Christopher,  M.D. 
Sixth  edition.  Octavo  of  1,058  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Cloth, 
$12. 

The  sixth  edition  is  revised  and  special  sections 
have  been  added  regarding  antibiotics  and  experi- 
ences arising  out  of  World  War  II.  Some  of  the  sec- 
tions have  been  revised  and  amplified.  The  surgical 
principles  are  sound  and  noncontroversial.  The 
recommendations  are  direct  and  comprehensive  and 
the  illustrations  are  descriptive.  It  is  an  excellent 
ready  reference  book  on  minor  surgery  and  some 
phases  of  major  surgical  problems.  The  book 
should  be  of  inestimable  value,  not  only  for  the  gen- 
eral practitioner  and  the  “surgical  intern,”  but  will 
be  found  worth  reading  by  qualified  surgeons. 

Irwin  E.  Siris 

Operative  Gynecology.  By  Harry  Sturgeon 
Crossen,  M.D.,  and  Robert  James  Crossen,  M.D. 
Sixth  edition.  Quarto  of  999  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $15. 

This  book  has  been  well  received  for  more  than 
thirty  years.  It  is  truly  packed  with  illustrations 
and  information.  Much  space  is  devoted  to  the 
familiar  Crossen  technic;  and  the  authors’  interest 
in  foreign  bodies  in  the  abdominal  cavity  has  not 
abated  a bit.  Many  of  the  old  operations  for  retro- 
version, which  were  never  any  good  anyway,  are  de- 
scribed, and  a chronologic  table  of  that  better  for- 
[Continued  on  page  1098] 


“Imprisoned  in  every  fat  man, 
a thin  one 

is  wildly  signaling  to  be  let  out.” 

C.  C.  Palinurus,  quoted  in  Bull.  New  York  Acad.  Med.  24:2  (Feb.)  1948. 


Overeating  imprisons  the 
“thin  one”,  and  he  can  signal 
till  doomsday,  but  he  will 
never  get  out  unless  the 
“fat  man”  stops  overeating. 
‘Dexedrine’  Sulfate  curbs  appetite,  makes  it  easy 
for  the  overweight  patient  to  stop  overeating  and 
thus  reduces  weight  safely  without  the  use  (and  risk) 
of  such  potentially  dangerous  drugs  as  thyroid. 

Dexedrine  Sulfate  Tablets  & Elixir 

The  most  effective  drug  for  control  of  appetite  in 
weight  reduction  • 

Smith,  Kline  & French  Laboratories  Philadelphia 


‘Dexedrine’  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


1098 


BOOKS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1096] 

gotten  era  is  included.  The  chapter  on  pelvic ‘in- 
flammatory disease  and  parametrial  cellulitis  is 
excellent  evidence  that  the  authors  know  more  about 
these  subjects  than  many  others  who  have  written 
textbooks  on  gynecology.  Charles  A.  Gordon 

Dermatologic  Therapy  in  General  Practice.  By 
Marion  B.  Sulzberger,  M.D.,  and  Jack  Wolf,  M.D. 
Third  edition.  Large  duodecimo  of  663  pages,  illus- 
trated. Chicago,  Year  Book  Publishers,  1948. 
Cloth,  *7.75. 

In  the  last  war,  the  earlier  edition  of  this  book, 
with  its  explicit  directions  concerning  diagnosis, 
treatment,  and  the  proper  methods  for  its  appli- 
cation, proved  of  enormous  value  to  those  members 
of  the  profession  who  found  themselves  in  one  of  the 
services  of  our  country. 

The  authors  of  this  volume  are  able  to  speak  with 
the  authoritative  knowledge  which  long  practice  in 
teaching  and  experience  has  granted  them.  The 
illustrations  which  accompany  the  text  are  excellent 
and  definitive,  but,  today,  with  color  printing  at  its 
highest  perfection,  the  absence  of  color  plates  for 
diagnostic  assistance  is  much  to  be  regretted. 

Nathan  Thomas  Beers 

The  Epithelia  of  Woman’s  Reproductive  Organs. 
A Correlative  Study  of  Cyclic  Changes.  By  George 
N.  Papanicolaou,  M.D.,  Herbert  F.  Traut,  M.D., 
and  Andrew  A.  Marchetti,  M.D.  Quarto  of  96 
pages,  illustrated.  New  York,  Commonwealth 
Fund,  1948.  Cloth,  *10. 

The  book  is  a monograph  on  the  various  epithelial 
structures  in  the  female  genital  tract.  It  correlates 
cytologic  changes  occurring  in  the  epithelia  of  the 
vagina,  cervix,  uterus,  and  tubes.  Physiologic  and 
embryologic  relationships  are  included.  It  is  based 
on  a ten-year  study  of  material  obtained  from  233 
patients. 

The  authors  are  pioneers  in  the  development  of  the 
vaginal  smear  technic.  A comprehensive  bibliog- 
raphy and  23  beautifully  colored  plates  accompany 
the  text.  Alexander  H.  Rosenthal 

Oxford  Loose-Leaf  Medicine,  Supplements.  16 

reprints.  Octavo.  New  York,  Oxford  University 
Press,  1947.  Available  only  to  subscribers. 

This  is  a collection  of  monographs  on  subjects 
within  the  field  of  internal  medicine  replacing  obso- 
lete sections  in  the  Oxford  Loose-Leaf  Medicine. 
In  general,  they  are  excellent  essays  fully  worthy  of 
inclusion  in  this  well-known  system.  The  chapters 
devoted  to  edema  and  multiple  myeloma,  good  as  far 
as  they  go,  are  too  sketchy.  Those  on  arterial 
hypertension  by  Ayman  and  on  kidney  disease  by 
Christian  retain  their  usual  standard  of  excellence. 

Milton  Plotz 

Occupational  Medicine  and  Industrial  Hygiene. 

By  Rutherford  T.  Johnstone,  M.D.  Octavo  of  604 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  *10. 

This  book  covers  the  various  types  of  potential 
industrial  illnesses  caused  by  the  noxious  materials 
released  during  manufacturing  processes  in  which 
chemicals  and  metals  are  involved.  It  furnishes 
details  of  symptomatology,  pathology,  and  treat- 
ment of  these  types  of  illnesses  with  complete  case 
history  reports  of  an  interesting  nature. 

Graphically  illustrated,  it  contains  many  inter- 
esting charts  of  tests  to  determine  toxic  agents. 
The  Workmen’s  Compensation  Provisions  and  the 


State  regulation  and  classification  of  occupational 
diseases  are  well  worked  out.  J.  J.  Wittmer 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1948.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1948.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  *16  net; 
paper,  *12  net. 

This  is  another  useful  collection  of  clinical  re- 
views, chiefly  on  endocrinology.  Radioactive 
iodine,  hypogonadism,  endocrine  management  of 
breast  and  prostate  malignancies  are  a few  of  the 
more  important  chapters.  There  is  one  very  good 
summary  of  precordial  leads  in  electrocardiography 
by  Katz  which  is  worth  careful  study. 

The  volume  again  is  warmly  recommended. 

Andrew  Babey 

Dermatology  for  Nurses.  By  G.  H.  Percival, 
M.D.,  and  Elizabeth  Toddie,  S.R.N.  Octavo  of 
116  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1947.  Cloth,  *4.50. 

This  book  should  have  a place  in  the  library  of 
every  training  school  for  nurses.  Its  illustrations  in 
both  monochrome  and  color  are  superb,  and  the  in- 
structions for  nurses  in  the  handling  of  skin  cases  are 
intensely  informative  and  valuable,  having  been 
written  by  a nurse  of  vast  experience.  Dr.  Percival 
gives  the  salient  features  of  most  of  the  ordinary  skin 
diseases,  with  instructions  as  to  their  diagnosis  and 
treatment.  He  still  clings  to  gentian-violet  in  the 
infective  lesions  and  mentions  penicillin  in  one  or 
two  lines.  Nathan  Thomas  Beers 

Private  Enterprise  or  Government  in  Medicine. 

By  Louis  Hopewell  Bauer,  M.D.  Octavo  of  201 
pages.  Springfield,  Illinois,  Charles  C Thomas, 
1948.  Cloth,  *5.00. 

No  better  protagonist  for  private  enterprise  in 
medicine  could  have  produced  a more  complete  ex- 
position of  the  problems  involved  than  the  author. 
His  well-documented  thesis  makes  it  “must”  reading 
for  all  who  are  interested  in  the  future  of  the  practice 
of  medicine  as  it  would  affect  both  the  physician  as 
the  donor  and  the  public  as  recipient  of  the  best 
medical  care.  Benjamin  M.  Bernstein 

Brief  Psychotherapy.  A Handbook  for  Phy- 
sicians on  the  Clinical  Aspects  of  Neuroses.  By 
Bertrand  S.  Frohman,  M.D.  With  the  collabora- 
tion of  Evelyn  P.  Frohman.  Large  duodecimo  of 
265  pages.  Philadelphia,  Lea  & Febiger,  1948. 
Cloth,  *4.00. 

Brief  Psychotherapy  is  a simple  evaluation  of 
every-day  psychology  in  clinical  medicine  as  applied 
by  the  good  old  family  doctor.  The  author  in  clear 
language  tells  the  family  physician  how  to  organize 
his  daily  application  of  psychology  into  a scientific 
pattern  called  psychotherapy. 

The  reviewer  recommends  this  book. 

Morris  Ant 

Headache  and  Other  Head  Pain.  By  Harold  G. 
Wolff,  M.D.  Octavo  of  642  pages,  illustrated. 
New  York,  Oxford  University  Press,  1948.  Cloth, 
*12. 

Wolff  explores  each  type  of  headache  from  the 
aspects  of  experimental  physiology,  pathology,  diag- 
nosis, and  treatment,  with  particular  emphasis  on 
psychotherapy.  There  is  an  ’especially  detailed 
study  of  migraine,  emphasizing  the  mechanism 
whereby  emotions  are  translated  into  functional  and 
even  anatomic  changes. 

[Continued  on  page  1100] 
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Migraine,  histamine  headache,  hypertension  head- 
ache, subarachnoid  hemorrhage,  and  the  neuralgias 
are  only  a few  of  the  conditions  analyzed  in  such  de- 
tail that  the  physiology  points  clearly  to  diagnosis 
and  treatment. 

This  book  can  be  highly  recommended  to  any  one 
interested  iri  the  subject  of  headaches. 

• Morton  Hurewitz 

White  House  Physician.  By  Vice-Admiral  Ross 
T.  Mclntire,  Surgeon  General  of  the  Navy,  in 
collaboration  with  George  Creel.  Octavo  of  244 
pages.  New  York,  G.  P.  Putnam’s  Sons,  1946. 
Cloth,  $3.00. 

When  a doctor  sees  a patient  daily  for  twelve 
years,  and  sees  him  always  with  the  professional  eye, 
his  estimate  of  that  patient’s  health  is  based  on 
sounder  data  than  the  judgment  of  those  whose 
opinion  is  determined  by  viewing  a photograph. 
And  yet  it  cannot  be  denied  that  the  appearance  of 
the  late  president  before  his  last  sojourn  to  Warm 
Springs  created  a feeling  of  deep  apprehension. 

What  a responsibilty  for  a doctor  to  bear  for 
so  many  years!  Oft  times  was  Dr.  Mclntire  faced 
with  the  problem  of  whether  the  patient  or  the 
welfare  of  the  world  were  the  more  important. 
Generally  the  decision  was  made  by  the  patient. 
And  in  that  decision  was  revealed  the  wonderful 
character  of  the  man. 

But  Nature  will  not  be  denied.  Burdened  physi- 
cally by  the  tragedy  of  polio,  and  mentally  by  con- 
tinued overwhelming  responsibilities,  his  tissues  had 
to  succumb  to  the  inevitable  effects  of  wear  and 
tear.  And,  happening  when  it  did,  it  became  one 
of  the  great  tragedies  of  history. 

One  reads  this  book  with  a feeling  of  increased  rev- 
erence for  the  chief  character  and  a high  degree  of 
admiration  for  the  physician.  S.  R.  Blatteis 

An  Integrated  Practice  of  Medicine.  A Com- 
plete General  Practice  of  Medicine  from  Differ- 
ential Diagnosis  by  Presenting  Symptoms  to  Spe- 
cific Management  of  the  Patient.  By  Harold 
Thomas  Hyman,  M.D.  In  Four  Volumes  and  In- 
dex. Octavo  of  4,336  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1946.  Cloth, 
$50  set. 

Dr.  Hyman’s  Practice  of  Medicine  is  easily  the  best 
set  of  its  kind  available  today.  In  these  volumes  is 
contained  a systematic  discussion  of  all  the  problems 
likely  to  be  encountered.  As  might  be  expected 
from  this  gifted  teacher,  the  relations  of  the  basic 
sciences  to  clinical  practice  are  lucidly  explained,  and 
as  might  be  expected  from  an  experienced  prac- 
titioner, bedside  management  of  the  patient  is  ex- 
pertly covered.  A feature  of  this  “system”  is  a 
thorough  discussion  of  the  minor  specialties  so  that 
the  set  may  be  considered  an  encyclopedia  of  medical 
knowledge.  It  would  be  difficult  to  think  of  a more 
welcome  addition  to  any  doctor’s  library 

Milton  Plotz 

The  Shame  of  the  States.  By  Albert  Deutsch. 
Octavo  of  188  pages,  illustrated.  New  York,  Har- 
court,  Brace  & Co.,  1948.  Cloth,  $3.00. 

Albert  Deutsch  is  a writer,  author,  and  a recorder 
of  social  conditions.  In  1946  and  1947  he  visited 
about  forty  mental  hospitals  in  different  states, 


usually  accompanied  by  a photographer.  He 
amassed  a huge  amount  of  documentary  material 
dealing  with  the  various  psychiatric  hospitals. 
Some  of  these  articles  were  published  in  PM  but 
most  of  them  were  published  in  the  book  under  re- 
view. 

The  picture  that  he  portrays  is  a most  sordid  one 
that  should  prick  the  public  conscience  and  arouse 
the  interest  of  state  officials  and  public-spirited  citi- 
zens to  improve  them.  He  found  conditions  in 
public  hospitals  most  shocking  and  horrible.  The 
majority  of  them  were  ill-equipped,  understaffed, 
and  overcrowded,  the  food  poorly  prepared  and  in- 
adequate. He  found  hundreds  of  naked  men  and 
women  herded  in  filth-infested  wards,  many  of  whom 
were  in  a semistarved  condition;  hundreds  of  sick 
people  were  shackled  and  bound  to  their  beds.  And 
he  discovered  indisputable  evidence  of  deaths  caused 
by  criminal  negligence  and  manhandling.  There 
are  many  photographs  of  these  revolting  conditions. 

In  the  book  he  exonerates  the  physicians  attached 
to  these  institutions  and  points  out  the  handicaps 
under  which  they  work,  the  poor  pay,  and  the  lack 
of  facilities  for  improving  their  professional  stand- 
ards. Moreover,  he  emphasizes  the  utter  helpless- 
ness of  members  of  the  family  of  the  mentally  sick 
because  of  fear,  shame,  and  confusion.  It  is  to  the 
public  at  large  that  he  directs  this  book  so  that  ade- 
quate and  proper  methods  should  be  used  in  improv- 
ing the  care  of  the  mentally  sick  in  our  state  hospital 
system.  It  is  a sad  commentary  that  the  author, 
who  is  an  exponent  of  socialized  medicine,  should 
have  found  such  conditions  existing  in  our  system, 
which  is  a pure  form  of  state  medicine.  This  book 
should  be  read  by  all  physicians  and  by  all  other 
intelligent  people.  Irving  J.  Sands 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1948.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1948.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth,  $16.00 
net;  Paper,  $12  net. 

Another  very  practical  and  sensible  set  of  dis- 
cussions is  added  to  the  popular  series  of  Medical 
Clinics.  A stiff  tempering  is  applied  to  the  early 
enthusiasm  for  vagotomy.  Arguments  both  for  and 
against  surgical  treatment  of  silent  cholelithiasis  are 
a timely  presentation  in  the  current  controversy 
over  cancer  of  the  gallbladder.  The  Toronto  group 
offers  an  excellent  set  of  clinics  in  biliary  tract  dis- 
orders. Maurice  Tulin 

Mental  Health  in  Modern  Society.  By  Thomas 
A.  C.  Rennie,  M.D.,  and  Luther  E.  Woodward, 
Ph.D.  Octavo  of  424  pages.  New  York,  Com- 
monwealth Fund,  1948.  Cloth,  $4.00. 

This  happy  combination  of  authorship  by  a prac- 
ticing psychiatrist  and  professionally  trained  social 
worker  with  ministerial  background  brings  to  the 
front  for  professional  and  lay  reading  a timely  analy- 
sis of  mental  hygiene  problems  and  their  prevention 
and  treatment  which  have  grown  out  of  the  war  and 
postwar  periods. 

The  volume,  written  in  nontechnical  language,  is 
illustrated  with  case  examples  and  pertinent  dia- 
grams. All  those  interested  in  mental  hygiene  must 
consider  this  a fundamental  book  to  be  kept  within 
easy  reach.  Frederick  L.  Patry 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patieocs.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  MoJern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HOLBROOK  MANOR  N»EG 

Five  Acrei  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  oatients. 

Hypertensives  Arterio-sclerotics  All  Neurolosical  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  y.  Office:  GRemcrcy  5-4875 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


AMERICAN 
CANCER  SOCIETY 


CHARLES  B.  TOWNS  HOSPITAL 

Ejtahlishtd  1901 

FOR  ALCOHOLISM,  NARCOTIC 
AND  BARBITURATE  ADDICTIONS 
Exclusively 

THE  TOWNS  TREATMENT  is  a medical  and  psy- 
chiatric procedure. 

Withdrawal  of  narcotics,  cither  opiates  or  synthetic, 
is  by  gradual  reduction  and  specific  medication. 

After  47  years,  this  treatment  is  generally  accepted  as 
standard. 

Physicians  and  psychiatrists  in  residency.  Trained 
nursing,  physio  and  hydrotherapy  staff. 

Patients  arc  assured  of  complete  privacy  if  desired. 
Length  and  cost  of  treatment  arc  predetermined. 
Advantageously  situated  facing  Central  Park.  So- 
larium and  recreation  roof.  Excellent  cuisine  and 
service. 

Literature  an  request 

W.  D.  SILKWORTH  _ EDWARD  B.  TOWNS 

Medical  Supt.  Director 

193  CENTRAL  PARK  WEST,  NEW  YORK  S4,  N.  Y. 
SChuyler  4-0770 

Member  American  Hospital  Assoc. 

Our  ad  also  appears  in  JAMA  and  other  leading  medical  iournals. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 


FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
mstit utional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician: a-Charf,,. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.9-16?1 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender—  59  E.  79  St.— Bu  8-0580— Mon-Wed-Frl 
Dr.  Joseph  Epstem — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1949—22,520 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis. ....... 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington .....  Moravia 
W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newion  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen ....  Margaretville 

C.  A.  Crisped . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T,  J.  Cummins Mineville 

C.  R.  Morse  ....  Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

W.  B.  Rawls New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius ....  Boonville 
L.  W.  Ehegartner ....  Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

R.  S.  Cleaver Brewster 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond . . Staten  Island 

G.  G.  Stone Suffern 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth.  . .Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Isdp 

R.  S.  Breakey Monticedo 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Fads 

J.  A.  Sumner Gran  vide 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberdn ...  Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversvdle 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Fads 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphid Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockvide  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Fads 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabeda Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsvide 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass *. Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Fads 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Wads Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskid 

R.  C.  Ashley Little  Fads 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphid. . . Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge.  . . .Rochester 
Harry  Lebman ....  Amsterdam 

I.  Drabkin. . .Rockvide  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Fads 

R.  C.  Had Utica 

A.  C.  Hofmann ......  Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield.  .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

W.  H.  Eller Sayvide 

D. ‘  S.  Payne Liberty 

I.  N.  Peterson Owego  |4 

R.  Douglass Ithaca  ’ 

H.  B.  Johnson Kingston  \ 

A.  C.  Davis Glens  Fads  | 

C.  A.  Prescott. . .Hudson  Falls  i 

I.  M.  Derby Newark  \ 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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REAL  ESTATE 


FOR  SALE 


General  Practice  at  Utica,  N.  Y.  Hamilton  Equipment, 
drugs,  records.  Only  price  of  equipment  wanted.  Entering 
specialty.  Write,  Box  294,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Two  or  three  rooms  for  office  use  and  share  beautifully  fur- 
nished waiting  room  with  dentist.  Private  lavoratory,  7th 
Avenue  corner  W.  55th  St.  Ci  5-5286. 


FOR  RENT 


Ideal  Location — for  roentgenologist  and  another  specialist — 
to  be  associated  with  established  obstetrician.  Central 
Queens  Co. — transportation  excellent — imposing  building, 
must  be  seen.  Box  293,  N.  Y.  St.  Jr.  Med.  or  Phone:  Vi-7- 
3501. 


FOR  SALE 


Exceptional  property  for  private  hospital.  Doctor  needed 
here.  Photos  and  description  upon  request. 

Fred  Montanye,  Mannsville,  N.  Y. 


FOR  SALE 


Rare  opportunity.  Brooklyn  Urologist  leaving  state.  Fine 
home  and  offices  including  long-established  practice.  Ex- 
cellent location  near  all  transportation.  Price  reasonable. 
306  Park  Place.  Tel.  Sterling  3-3131. 


OFFICE  AVAILABLE 


Hempstead,  L.  I.,  ideal  location,  attractively  decorated, 
ground  floor,  reasonable  rent,  furniture  and  equipment  also 
for  rent  or  sale,  phone  Baldwin  3-8163. 


Are  you  a qualifying  Pediatrician  or  well  rounded  Practi- 
tioner? You  are  offered  unbelievable  opportunity-fully 
equipped-established  practice-ideal  location.  Living  quarters. 
Will  introduce.  Suburb  New  York  City.  Box  296,  N.  Y.  St. 
Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times  ...  1.20 
6 Consecutive  times  ...  1 .00 
12  Consecutive  times  ...  .90 

24  Consecutive  times  . . .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


MISSING— SEVEN  CLAUSES 


Our  21  fears  of  specialized  estate  aod  insurance  planning  for  professional  men 
shows  that  using  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policf  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  jour  office  or  ours 
and  we  shall  be  glad  to  show  70a  how  these  clauses  will  increase  the  value  of 
vour  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadwaj,  N.  Y.  7,  BA  7-3984 


GLADYS  BROWN  DDAUfN’S  MUrroy  Hill 

Owner  - Director  Dilwlfll  O y |g|^ 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  OO. 

230  West  41*t  St  New  York  18,  N.  Y. 


ZEMMER  pha  rmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • PITTSBURGH  13,  PA. 
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when  the 
diagnosis 


is  seborrheic 
dermatitis.. . 


Pragmatar 

Highly  effective  in  an  unusually 

wide  range  of  common  skin  disorders 


Remember  that 
Pragmatar — 

the  outstanding 
tar-sulfur-salicylic 
acid  ointment — 
is  now  recognized 
as  one  of  the  most 
effective  preparations 
available  for  the 
treatment  of 
seborrheic  dermatitis, 
and  particularly  for 
the  general  care 
and  hygiene  of  the 
seborrheic  scalp. 


Formula:  cetyl  alcohol-coal  tar  distillate,  4%; 
near-colloidal  sulfur,  3%;  salicylic  acid,  3% — 
incorporated  in  a special  washable  base. 
Available  in  1 Vi  oz.  jars. 


Pragmatar  is  also 
extremely  useful 
in  fungous  infections, 
eczematous  eruptions, 
psoriasis  and 
pitvriasis  rosea. 


Smith,  Kline  & French  Laboratories , Philadelphia 


will  be  observed  this  year 

OCTOBER  17-22 


We  make  this  announcement  so  early  in  the  year  because  many 
hundreds  of  physicians,  surgeons,  industrial  physicians,  health 
officers  and  other  members  of  the  profession  have  over  the  last 
ten  years  scheduled  the  event  for  May. 

The  change  to  October  has  been  made  in  deference  to  requests 
from  schools,  colleges,  adult  education  groups  and  community 
welfare  organizations  like  the  “Y’s.”  They  now  look  forward 
to  wider  and  more  effective  participation  because  they  can  key 
the  event  into  their  health  education  and  physical  fitness  pro- 
grams early  in  the  school  term,  thus  avoiding  vacation  season 
interruptions. 

As  National  Posture  Week  enters  upon  its  second  decade,  it  is 
our  privilege  to  thank  the  many,  many  physicians  who  have  given 
it  their  approval  as  a worthy  contribution  to  public  health  edu- 
cation. We  pledge  ourselves  to  carry  on  in  the  future  as  we  have 
in  the  last  ten  years  with  National  Posture  Week  and  the  daily 
work  of  The  Samuel  Higby  Camp  Institute  for  Better  Posture. 
We  shall  do  this  to  the  limit  of  our  resources  in  accordance  with 
the  ethical  precepts  of  the  profession. 

S.  H.  CAMP  and  COMPANY  • JACKSON,  MICHIGAN 

World’s  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


tAbfe: 


Physicians  may  at  any  time  ask  for  good  posture  booklets  for  distribution  to  their 
patients  and  for  posters  suitable  for  office  and  instruction  display.  All  are 
authentic.  Details  and  descriptions  on  request  to — 


THE  SAMUEL  HIGBY  CAMP  INSTITUTE  FOR  BETTER  POSTURE 

Empire  State  Building,  New  York  1,  N.  Y.  (Founded  by  S.  H.  Camp  & Company,  Jackson,  Mich.) 


Packed 
in  glass 


Widely  accepted  and  recom- 
mended by  doctors,  pediatri- 
cians and  food  specialists  for 
theirflavorandhighfood  value. 

Babies  love  them— thrive  on  them 

“ACCEPTED 


Beech-Nut  high  standards  of 
production  and  ALL  ADVERTISING  have  been 
accepted  by  the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


There  is  a complete  line  of  Beech-Nut 
Strained  and  Junior  Foods. 
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c*garette 


_xn  a recent  coast-to-coast 
test,  hundreds  of  men  and 
women  smoked  Camels— 
and  only  Camels— for  30  con- 
secutive days.  They  smoked 
on  the  average  of  one  to  two 
packs  a day.  Each  week 
throat  specialists  examined 
the  throats  of  these  smokers, 
a total  of  2470  careful  ex- 
aminations, and  reported 
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Try  Camels  and  test  them  as  you  smoke  them.  If,  at 
any  time,  you  are  not  convinced  that  Camels  are  the 
mildest  cigarette  you’ve  ever  smoked,  return  the  pack- 
age with  the  unused  Camels  and  we  will  refund  its  full 
purchase  price,  plus  postage.  ( Signed ) R.  J.  Reynolds 
Tobacco  Company,  Winston-Salem,  North  Carolina. 


“NOT  ONE 
SINGLE  CASE 
OF  THROAT 
IRRITATION 

due  to  smoking 

CAMELS” 
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Long  lines  of  black  ants  attracted  to  madhumeha,  “honey  urine,” 
led  the  ancient  Hindu  wise  men  to  observe  and  recognize  diabetic 
urine,  which  they  described  as  “astringent,  sweet,  white  and  sharp.” 
Avid  insects  became  an  acknowledged  means  of  diagnosis.  Almost 
equally  primitive  methods  of  urine-sugar  detection  remained  in 
effect  for  a score  or  more  of  centuries,  until  modern  copper  reduc- 
tion tests  were  perfected,  refined  and  simplified. 

Simplest  of  all  today  is  the  reliable  Antes  tablet  method,  performed 
in  a matter  of  seconds.  Urine-sugar  levels  are  determined  by  direct, 
easily-learned  steps.  The  use  of  Clinitest  (Brand)  reagent  tablets 
has  eliminated  the  inconvenience  of  external  heating.  Interpreta- 
tion of  routine  urine-sugar  testing  follows  readily  from  color  scale 
comparison. 

CLINITEST,  trade  mark  reg.  U.S.  and  Canada 


centuries  to  perfect 

seconds  to  perform 

Clinitest 

for  urine-sugar  analysis 

AMES  COMPANY,  INC  . ELKHART,  INDIANA 
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FIRST  EFFECTIVE 


oral  TREATMENT 

OF  MIGRAINE  ATTACK 

Sandoz  proudly  announces  the  first  effective  oral  treatment  of 
migraine- 

Clinical  investigation1  demonstrated  that  80%  of  a series  of  cases 
experienced  good  results.  Best  results  were  obtained  in  migraine, 
histamine  and  tension  headaches. 

Friedman,2  in  a large  series  of  migraine  cases,  found  Cafergone 
55%  more  effective  than  ergotamine  tartrate  alone. 

Later  reports3’4  were  equally  favorable. 


Cafergone 


(ergotamine  tartrate  1 mg.;  caffeine  100  mg.) 


1.  Horton,  B.  T.,  Ryan,  R.  E.  & Reynolds,  J.  L.,  Proc. 
Staff  Meet.  Mayo  Clinic,  23:105,  Mar.  3,  1948. 

2.  Friedman,  A.  P.,  N.  Y.  State  Jl.  of  Med.  (in  press). 

3.  Ryan,  R.  E.,  Postgraduate  Medicine  (in  press). 

4.  Hansel,  F.  K.,  Annals  of  Allergy  (in  press). 


(Experimentally  identified  as  E.C.  110) 


SANDOZ 


Originality  • Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 

Division  o/  SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK  14,  N.  Y.  • CHICAGO  6,  ILL.  • SAN  FRANCISCO  8,  CALIF. 
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PAINT  ON 
FINGERTIPS 


USE  THUM  IN  STUBBORN 
THUMB-SUCKING  CASES  TOO.. 


$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8.  N.  Y. 

Established  1931 


ORDER  FROM  YOUR  SUPPLY  HOUSE  OR  PHARMACIST 


all  Eve’s  daughters 

are  susceptible  to  pruritus  vulvae,  a distressing  symptom  with  many  possible 
causes.  Etiologic  investigation  may  take  time,  but  the  patient  can  be  relieved 
promptly— and  safely— with  Calmitol  Ointment. 

PROMPTLY,  because  the  active  antipruritic  agents  of  Calmitol  — camphor- 
ated chloral,  hyoscyamine  oleate  and  menthol  — immediately  inhibit  the 
pruritic  impulse  at  its  origin  by  raising  the  sensation  threshold  of  skin  recep- 
tors and  nerve  endings; 

and  SAFELY,  because  the  Calmitol  formula  carefully  excludes  such  poten- 
tially dangerous  agents  as  phenol,  cocaine,  and  cocaine  derivatives.1-4 
Calmitol  Ointment  is  completely  free  of  stimulating,  traumatizing  or 
keratolytic  drugs. 


1.  Underwood,  G.  B.,  and  Gaul,  L.  E.:  J.A.M.A. 
138:57 0,  1948. 

2.  Underwood,  G.  B.;  Gaul,  L.  E.;  Collins,  E., 
and  Mosby,  M.:  J.A.M.A.  130: 249,  1946. 

3.  Andrews,  G.  C.:  Diseases  of  the  Skin,  Phila- 
delphia, W.  B.  Saunders  Co.,  1946. 

4.  Gaul,  L.  E.:  J.A.M.A.  /27:4 39,  1945. 
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CALMITOL 


155  East  44th  Street,  New  York  17,  N.  Y. 
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MANHATTAN  — 34  WEST  36  STREET 
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CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happy  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenswood  6-4960 
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...Your  help  now  may  spell  the  difference  between  unprovided-for  old  age 
and  economic  security. 

Women  in  business  who  are  nervous,  emotionally  unstable  and  generally 
distressed  by  symptoms  of  the  climacteric  almost  inevitably  experience 
a reduction  in  efficiency  as  well  as  earning  power. 

"Premarin"  offers  a solution.  Many  thousand  physicians  prescribe  this 
naturally-occuring,  oral  estrogen  because... 

1 .  Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 


3.  The  sense  of  well-being  so  frequently  reported  tends  to 

quickly  restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus"  (the  sense  of  well-being  enjoyed  by  the  patient! 
is  conducive  to  a highly  satisfactory  patient-doctor 
relationship. 


5.  Four  potencies  provide  flexibility  of  dosage-.  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets,-  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  estro- 
gens...  estradiol,  equilin,  equilenin,  hippulin 
...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


^o 


Sr,?'*/ 


DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO  —Tablets  • Powder  • Packets  • Ointment 


«Op  ** 


7"/». 


/f<v 


Daxalan  it  oar  trademark  for  a rigidly  standardized  whole  crude  tar  eatte.  flow  lo  naohthalene  content)  uniform  ?n  color,  free  of  rot  I 
tar  specks  and  aged  for  six  months 

Dome  Paste  bandage  is  a flesh  colored,  4"  x 10  yd.  gauze  bandage  imoregnared  with  a modified  "Unna'a  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatine  aod  calamine  This  Unna's  Boot  comes  to  you  in  a toft  condition  and  ia  read?  for  instant  use. 


1116 


* 


ilk  becomes 


a dietary  dilemma 


Problem:  When  casein  or  other  animal  protein 
sensitivity  renders  all  natural  or  processed  milks* 
contraindicated  in  the  pediatric  dietary,  because 
of  eczematous,  gastro-intestinal  or  other  reactions, 
how  can  allergy  be  avoided  and  proper 
infant  nutrition  still  be  maintained? 

Solution:  Replace  milk  with  Mull-Soy,  the  liquid 
hypoallergenic  soy  food  — completely  free  of  offending 
animal  proteins.  Mull-Soy  is  a biologically  complete 
vegetable  source  of  all  essential  amino  acids,  and 
closely  approximates  whole  cow's  milk  in 
fat,  protein,  carbohydrate,  and  mineral  content 
when  diluted  1:1  with  water.  It  is  quickly  prepared. 


palatable,  easily  digested  and  well-tolerated— equally 
desirable  for  infants,  children  or  adults. 

* Goat’s  milk  and  processed  cows*  milk  have  unmodified  casein  factors. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE,  NEW  YORK  17,  N.  Y. 
In  Canada  write  The  Borden  Company,  Limited,  Spadina  Crescent,  Toronto 
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clinical  potency 

without  penalty 

Amnestrogen 

SQUIBB  CONJUGATED  ESTROGENS  (WATER-SOLUBLE)* 


Natural,  physiologic  therapy 
Virtually  free  of  side-reactions 
An  agreeable  exhilarating  effect 

Weight  for  weight,  as  potent  clinically 
as  free  estrogens  injected 


Doubly  assayed  for  uniformity 
by  bioassay  and  chemical  test 


Smooth  hormonic  levels 
Controlled  therapy  with  convenient 
oral  dosage 


For  flexible  physiologic  therapy 


0.3  mg.  tablets 
0.625  mg.  tablets 
1.25  mg.  tablets 
2.5  mg.  tablets 


Bottles  of  100 
| Bottles  of  100  and  1,000 
Bottles  of  25  and  100 


*natural  estrogenic  substances  (equine  origin); 
potency  expressed  as  sodium  estrone  sulfate 

'■AMNESTROGEN"  IS  A TRADEMARK  OF  E.  R SQUIBB  A SONS 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  it  Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 


proved  by  test  and  taste 


IN  PROTEIN 

SUPPLEMENTATION 


Caminoids 

BRAND  OF  AM  I N O P E P TO D R AT E 

SUPPLIED:  Bottles  containing 
6 o z . ; also  1-lb.,  5-lb.,  and 
10-lb.  containers. 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1 NEW  YORK 


TESTS  demonstrate:  high  bio- 
logical value  in  growth  studies;  all 
recognized  essential  amino  acids 
provided  in  significant  quantities. 

TASTE  and  adaptability  to  a 
variety  of  vehicles  ensure  patient- 
acceptance. 

Particularly  valuable  when  the 
patient  has  difficulty  in  utilizing 
adequate  amounts  of  protein  from 
natural  food  sources  such  as  may 
occur  at  times  in  pregnancy  and 
lactation,  gastrointestinal  dis- 
orders, convalescence,  diarrhea 
in  children,  chronic  malnutrition, 
and  in  aged  patients. 
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at  the  G-l  level 

With  so  many  arthritics  exhibiting 
evidences  of  constipation  and 
hypofunction  of  the  gallbladder, 
liver  and  kidneys  — it  is  today 
generally  conceded  that  "proper 
handling  of  the  gastro-intestinal  tract 
. . . may  in  some  cases  be  the  most 
important  factor  in  successful 
management."*  The  Occy-Crystine 
formula  is  frequently  used  with 
benefit— to  provide  effective, 
non-irritant  cathartic  and  cholagogic 
action;  it  is  also  sulfur-bearing. 

Composition:  Occy-Crystine  is  a 
hypertonic  solution  of  pH  8.4,  made  up 
of  the  following  active  ingredients— 
sodium  thiosulfate  and  magnesium  sulfate, 
to  which  the  sulfates  of  potassium 
and  calcium  are  added  in  small  amounts, 
contributing  to  the  maintenance  of  solubility. 


*Nuzum,  F.  R.:  In  Diseases  of  the  Digestive  System, 
ed.  by  S.  A.  Portis,  Lea  & Febiger,  1944. 

OCCY-CRYSTINE  LABORATORY 

Salisbury,  Connecticut 

occy- 

crystine 

the  sulfur-bearing  saline  eliminant 
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copes  successfully 
with  gastric  hyperacidity 
because 


its  efficacy  and  taste 
invite  the  cooperatior  of 
your  patients. 


•the  unique  antacid, 


One 

tablet  has 

acid-neutralizing  power 


Pleasant  enough 
take  and  chew 
without  water, 


equivalent  to  a 
full  eight-ounce  glass  of 
fresh  milk 


Supplied  in 

bottles  of  100  tablets. 


Rapid  and  sustained  relief 
(tablet  disintegrates  in  one 
minute  . . . buffer  action 
lasts  an  hour  or  longer) 


Each  tablet  contains 
0.15  gm.  glycine  and 
0.35  gm.  calcium  carbonate 


Schenley  Laboratories,  inc. 

350  fifth  avenue,  new  york  1 


O Schenley  Laboratories.  Inc. 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 
“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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The  New  Oral  Treatment  for 


New  Concept 

Psoriasis  and  neurodermatitis  are 
treated  systemically  in  a new 
therapy  developed  clinically  by 
Perlman1. 

The  medication  used  is  a refined 
grade  of  undecylenic  acid  specifically 
selected  for  oral  administration.  Pre- 
liminary reports  on  clinical  usage 
show  definite  response  in  a majority 
of  the  cases  treated. 

Why  and  how  this  new  form  of 
undecylenic  acid  works  is  not  yet 
known.  It  is  an  odd-numbered  car- 
bon atom  unsaturated  straight  chain 
fatty  acid,  and  may  play  an  impor- 
tant role  in  abnormalities  in  fatty 
acid  metabolism. 

Description 

The  undecylenic  acid  used  by 
Perlman  and  others  for  their  cases 
is  now  available  under  the  name  of 
Declid  Undecylenic  Acid  Capsules. 

It  must  be  emphasized  that  all  the 
clinical  work  reported  has  exclu- 
sively employed  only  this  particular 
grade  of  undecylenic  acid.  Ordinary 
commercially  available  undecylenic 
acid  supplied  for  external  uses  is  not 
recommended,  since  its  possible  ef- 
fects when  taken  internally  are 
unknown. 

Declid  Undecylenic  Acid  is  sup- 
plied in  soft  gelatin  capsules,  0.44  g. 
Uncapsulated,  the  acid  is  an  oily, 
water-insoluble  liquid  with  a fatty 
odor  and  bitter  taste. 


Clinical  Results 

Favorable  responses  in  25  cases  of 
psoriasis  and  neurodermatitis  are  re- 
ported by  Perlman1. 

In  the  cases  reported  so  far,  these 
improvements  have  been  noted  in 
varying  degree  in  the  different  pa- 
tients: 1.  Subsidence  of  itching.  2. 
Complete  or  partial  disappearance 
of  lesions.  3.  The  probable  preven- 
tion of  recurrence  by  maintenance 
dosage. 


Declid  Undecylenic  Acid  Capsules, 
0.44g.  each,  are  supplied  in  hollies 
of  100. 


In  cases  of  psoriasis  associated  with 
arthropathies,  Perlman-  noted  in  a 
preliminary  report  that  arthritic 
pains  diminished  or  disappeared  fol- 
lowing oral  undecylenic  acid  treat- 


On  Prescription  Only  at  Drug  Stores 

DECLID  UNDE 


Psoriasis  and  Neurodermatitis 


ment.  He  has  found  relief  and 
improvement  from  symptoms  in  6 
cases  of  arthritis  and  bursitis  not 
complicated  by  psoriasis  and  urges 
further  research  by  others. 

Tolerability 

Declid  Undecylenic  Acid  has  been 
administered  in  large  daily  dosages 
over  long  periods  without  severe 
side  reactions  or  toxic  symptoms. 

After  taking  Undecylenic  Acid, 
some  patients  complain  of  a bitter 
taste  in  the  mouth,  mild  nausea, 
belching  or  dyspepsia.  These  are  re- 
lieved by  antacids.  Increased  bowel 
activity  is  sometimes  noted.  When 
justified,  reduced  dosage  or  tern 
porary  cessation  of  treatment  is  ad- 
vised. These  side  effects,  in  most 
cases,  do  not  reappear  when  full 
dosage  is  resumed. 

Dosage 

Declid  Undecylenic  Acid  is  not  a 
fast-acting  drug.  Quick  response 
should  not  be  expected.  The  opti- 
mum dosage  has  not  been  deter- 
mined. The  physician  must  evaluate 
each  case  and  adjust  the  dosage  to 
the  response. 

The  capsules  should  be  taken  be- 
tween meals  — not  on  a full  stomach. 
Suggested  dosage  schedule.  First 
week:  Four  Declid  Capsules  3 times 
daily;  Second  week:  6 Capsules  3 
times  daily;  After  second  week:  8 to 
10  Capsules  3 times  daily  if  needed 


and  continued  for  several  months 
or  until  complete  disappearance  of 
lesions.  Tolerability  is  enhanced  by 
taking  the  capsules  with  a carbon- 
ated beverage,  water  or  ginger  ale. 

If  high  dosages  are  taken  over 
long  periods,  frequent  urinalyses 
and  blood  counts  are  recommended. 

Adjunctive  Therapy 

In  some  cases  the  response  to 
Declid  Undecylenic  Acid  has  been 
accelerated  by  external  use  of  a 
medicated  ointment,  such  as  am- 
moniated  mercury  3%  and  salicylic 
acid  3%  in  anhydrous  lanolin-petro- 
latum base. 

Contraindications 

Oral  therapy  with  Declid  Unde- 
cylenic Acid  is  new,  and  much  is 
still  unknown  about  its  effect  on 
metabolism.  Therefore,  it  should  be 
administered  with  caution,  and  not 
to  debilitated,  diabetic  or  hyperten 
sive  patients,  or  those  with  coronary 
or  gall  bladder  symptoms. 

REFERENCES 

1.  Perlman,  II.  H.:  Undecylenic  Acid  Given 
Orally  in  Psoriasis  and  Neurodermatitis, 
J.A.M.A.  139:444  (Feb.  12)  1949. 

2.  Perlman,  H.  H.:  Undecylenic  Acid  by 
Mouth  in  the  Treatment  of  Arthritis  and  Bur- 
sitis, Urol.  6-  Cutan.  Rev.  (Feb.)  1949,  P.  103. 

Caution 

Declid  Undecylenic  Acid  is  to  be 
dispensed  only  by  or  on  the  prescrip- 
tion of  a physician.  Literature  avail- 
able on  request. 


DECYL  PHARMACAL  CO.  • DISTRIBUTORS  • PRINCETON.  N.  J. 

CYLENIC  ACID 
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"It  is,  at  times,  necessary  to  give  food  of  a consid- 
erably higher  caloric  value  than  would  be  anticipated.  The 
giving  of  a food  of  a caloric  value  too  low  to  meet  the 
infant’s  needs  is  by  all  odds  the  chief  cause  of  failure  in 
infant  feeding.”* 

When  feedings  of  higher  than  normal  caloric 
value  are  indicated,  how  simple  it  is  with  Similac!  You 
merely  increase  the  amount  of  Similac  powder  to  be  added 
to  each  ounce  of  water.  The  relation  of  all  the  nutritive  ele- 
ments to  each  other  remains  the  same  as  in  normal  breast 
milk.  And  the  Digestive  Factor  does  not  change;  for  Similac 
has  a consistently  zero  curd  tension  like  breast  milk  — even 
in  mixtures  of  double  the  normal  caloric  value. 

*Page  51,  Infant  Nutrition:  Jeans  and  Mariott,  1947. 


One  measure  (included  in  each  can)  of  Similac 
added  to  two  ounces  of  water  makes  two  ounces 
of  the  normal  formula  — 20  calories  per  ounce. 


SIMILAC  DIVISION  • M & R DIETETIC  LABS.  INC.  • COLUMBUS  16.  OHIO 
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OF  A SENSITIZED  BODY  CELL 

with  an  allergen  and  subsequent  release  of 
histamine  is  considered  to  be  the  mechanism 
of  allergic  disorders. 


XI 
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ff/TH  BENADRYL 

BENADRYL,  blocking  the  action  of 
histamine,  prevents  reaction  in  cells  that 
have  been  sensitized.  Relief  of  symptoms  is 
gratifyingly  rapid,  usually  occurring 
within  an  hour  or  two  after  the  first  dose. 
And  treatment  with  BENADRYL  is  simple, 
convenient,  and  inexpensive. 


BENADRYL 


BENADRYL  has  been  found  highly  effective  in  a wide  variety  of  allergic  states,  ranging 
from  seasonal,  such  as  hay  fever,  to  the  non-seasonal,  such  as  acute  and  chronic  urticaria, 
angioneurotic  edema,  vasomotor  rhinitis,  contact  dermatitis,  erythema  multiforme, 
pruritic  dermatoses,  dermographism,  serum  sickness,  food  allergy,  and  sensitization  to 
drugs,  such  as  penicillin  and  the  sulfonamides. 

BENADRYL  hydrochloride  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available  in  a variety  of 
forms  to  facilitate  individualized  dosage  and  flexibility  of  administration,  including  Kapseals®,  Cap- 
sules and  a palatable  Elixir. 

The  usual  dosage  of  BENADRYL  is  25  to  50  mg.  repeated  as  required.  Children  up  to  12  years  of  age  may 
be  given  1 to  2 teaspoonsful  of  Elixir  Benadryl. 
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Why  Many  Physicians  Write  It 

CARSTAIRS 


when  whiskey  is  indicated 


More  and  more  well-informed  physicians 
are  recommending  light  blended  whiskey 
to  their  patients  when  whiskey  is  medically 
indicated.  Reason: 

Neutral  spirit  blends  contain  few  congeners, 
such  as  fusel  oil,  tannins,  aldehydes,  esters, 
furfurals,  acids,  etc.  That  means  they’re 
not  only  light  but  mild,  too.  What’s  more, 
they’re  usually  around  only  86  proof 
(43%  alcohol  by  volume). 

One  of  America’s  leading  wdiiskies  of  this  type 
is  Carstairs  White  Seal.  It  is  blended  with  care 
...  by  expert  distillers  devoted  to  the 
highest  quality  standards.  Their  insistence 
on  perfection  has  made  Carstairs  famous  as 
the  Perfectly  Balanced  Blend. 

Whenever  whiskey  is  indicated,  may  we  suggest 
that  you  recommend  that  superb  blend  — Carstairs 
White  Seal  — to  the  patients  in  your  care? 


The  ^ Man  who  Cares  says 


CARSTAIRS  White  Seal 


Blended  Whiskey 


_j 


I 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on 
the  difference  between  whiskies  of  various  types.  For  your  free  copy,  write: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Avenue,  New  York,  N.  Y. 


CARSTAIRS  BROS.  DISTILLING  CO.,  INC.,  BALTIMORE,  MD.  BLENDED  WHISKEY  86.8  PROOF,  72 % GRAIN  NEUTRAL  SPIRITS 
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ow  to  get  rid  of 


undesirable 

tenants 


in  vaginitis 
and  cervicitis 

hardy  indeed  is  ffie' 
trichomonal  or  other 
infective  organism 
whiCR  can  survive 
the  vaginat***^ 
environment 
created  by... 


Safe,  dainty,  easy-to-use  westhiazole  vaginal  rapidly 


produces . 


vaginal  acidity  untenable  to  most  pathogenic 


organisms. 


speedy  control  of  discharge,  itching,  foul  odor,  and  other 


distress. 


westhiazole  vaginal  jelly 
contains  10%  SULFATHIAZOLE, 
4%  UREA,  3%  LACTIC  ACID, 

1 % ACETIC  ACID  in 
a polyethylene 
bose. 


more  rapid  recovery  by  elimination  of  secondary  as  well 
as  primary  infection;  recovery  in  vaginitis  averages  2 to  7 
weeks,-  in  cervicitis  3 weeks. 


samples?  literature?  please  write  to 

WESTWOOD  PHARMACEUTICALS,  Dept.  NY 
468  Dewitt  St.,  Buffalo  13,  N.Y. 
division  of  Foster- Milburn  Co 
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O N I TA 


a new  approach  to  a group  of  common  and  difficult  clinical  problems 


MONITan 

is  a palatable  solution  of  sorbitan  monooleate 
polyoxyethylene  derivative. 

MONITan 

will  efficiently  emulsify  fats,  oils  and  fat-soluble  substances 
for  better  absorption. 

MONITAN 

is  indicated  in  the  treatment  of  impaired  fat  absorption 
and  where  excess  quantities  of  fat  are  excreted  (steatorrhea). 

Celiac  Disease— Impaired  Biliary  Cycle— Sprue— Pancreatic  Fibrosis- 
Regional  Enteritis— Intestinal  Hypermotility— Reduced  Absorbing 
Surface  in  the  small  intestine— Diminution  of  Digestive  Enzymes— 
Malnutrition  due  to  improper  fat  absorption* 


— 


MONITAN 


MONITAN 


is  given  orally. 

Adults — one  to  two  teaspoonfuls  three  times  daily  with  meals 
or  as  prescribed. 

Children — under  three  months  at  doctor’s  discretion. 

3 to  6 months  5 — 10  cc. 

6 months  to  1 yr.  10 — 15  cc. 

1 year  to  6 years  15 — 20  cc. 
over  six  years  20 — 25  cc. 

is  supplied  in  12-oz.  bottles. 


WRITE  TO:  Medical  Department  for  additional  information  and  samples. 

•Jones,  C.  M.,  Culver,  P.  J.,  Drummey,  G.  D.,  and  Ryan,  A.  E.:  Ann.  Int.  Med.  29:1,1948. 


IVES-CAMERON  COMPANY,  INC. 


22  East  40  Street,  New  York  16,  N.  Y. 
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B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 

Why  BROMINATED 
Thyroid? 

THYROBROM,  brand  of  brominated  thyroid, 
provides  all  the  physiological  and  pharmacolog- 
ical effects  of  thyroid  with  a minimum  of  thy- 
rotoxic manifestations  such  as  palpitation  and 
nervousness.  In  THYROBROM  the  hromine 
enters  into  chemical  combination  with  the  ac- 
tive ingredient  of  selected,  defatted  and  desic- 
cated thyroid. 

THYROBROM  Iodine  content  is  0.2%,  same 
as  U.  S.  P.  Bromine  content  2.0%.  Prescribed 
in  hypothyroid  obesity,  myxedema,  low  B.M.R., 
hypothyroidism  or  whenever  thyroid  medica- 
tion is  indicated. 

THYROBROM — the  Logical  Choice  Whenever 
Thyroid  Medication  is  Indicated. 

Sign  and  mail  coupon  below  lor  samples  and  literature 

VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago,  26 
Gentlemen:  Please  send  items  checked: 
THYROBROM  □ Samples  □ Literature  j 

; Dr.- j 

| Address — | 

Town State 


AMERICAN 
CANCER  SOCIETY 


BUY 

SAVINGS  BONDS 
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Findings 
from  the 
Saratoga  Spa 
records' 


CARBON  DIOXIDE  BATHS 


* As  printed,  in  American  Heart  Journal,  Vol.  29,  No.  1,  Pages  44-61,  January,  1945. 


Many  observations  have  been  made  on 
the  changes  which  occur  in  the  alveolar 
carbon  dioxide  tension,  the  skin  temper- 
ature, and  the  respiratory  metabolism  of 
human  subjects  who  have  been  submerged 
in  baths  of  either  carbon  dioxide  water 
or  plain  water. 

The  alveolar  carbon  dioxide  tension 
showed  a 5 to  10  per  cent  rise  during 
baths  in  the  carbon  dioxide  water,  and 
returned  to  the  resting  level  about  twenty 
minutes  after  the  bath.  There  was  no  sig- 
nificant change  during  baths  in  plain  water. 

There  was  no  essential  difference  in  the 
skin  temperature  during  the  carbon  di- 
oxide and  plain  water  baths. 

There  was  a marked  increase  in  the 
elimination  of  carbon  dioxide  in  the  ex- 
pired air  during  the  time  the  patient  was 


in  the  mineral  water  bath.  This  increase 
did  not  occur  in  the  plain  water  bath. 


No  evident  variation  in  the  oxygen  con- 
sumption occurred  with  either  bath. 

The  possible  source  of  the  excess  carbon 
dioxide  is  discussed.  The  evidence  sup- 
ports the  theory  that  this  extra  carbon  di- 
oxide is  obtained  by  absorption  of  the 
carbon  dioxide  in  the  water  through  the 
skin  and  its  subsequent  elimination 
through  the  lungs. 

It  is,  therefore,  concluded  that  the  results 
obtained  in  the  treatment  of  patients  with 
carbon  dioxide  mineral  water  baths  de- 
pend, in  part,  at  least,  on  the  absorption 
of  carbon  dioxide  through  the  skin  and 
its  subsequent  influence  on  the  circulation 
and  nervous  system  which  occurs  in  the 
process  of  its  natural  elimination  by  way 
of  the  blood  stream  and  the  lungs. 


"Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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SO  VITAL  FOR  OPTIMAL  HEALTH 


In  the  achievement  and  maintenance  of 
optimal  health,  no  other  single  influ- 
ence looms  so  vital  as  sound  nutrition. 
In  fact,  so  important  is  this  principle  to 
preventive  medicine  that  optimal  nutri- 
tion has  become  the  basis  of  all  modern 
day  health  programs. 

When  nutritional  health  is  threat- 
ened, as  in  dietary  restrictions  often 
imposed  by  disease,  or  during  conva- 
lescence, or  when  the  nutrient  intake 
is  insufficient  because  of  other  reasons, 
the  multiple  dietary  supplement  Ovaltine 


in  milk  is  especially  useful  for  over- 
coming nutrient  deficiencies  of  the  diet. 

Three  glassfuls  daily  may  readily 
supplement  even  poor  diets  to  ade- 
quacy. Easy  digestibility  makes  its 
many  valuable  nutrients — vitamins, 
minerals,  biologically  complete  protein, 
and  food  energy — quickly  available. 
The  pleasing  flavor  adds  to  its  wide 
applicability  and  usefulness. 

The  table  below  gives  the  amounts 
of  nutrients  in  three  glassfuls  of  Oval- 
tine  in  milk. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  daily  of  Ovaltine,  each  made  of 
Vi  oz.  of  Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 676  VITAMIN  A . . . 

PROTEIN 32  Gm.  VITAMIN  Bi  . . . 

FAT 32  Gm.  RIBOFLAVIN  . . . 

CARBOHYDRATE  ....  65  Gm.  NIACIN 

CALCIUM  1.12  Gm.  VITAMIN  C ... 

PHOSPHORUS 0.94  Gm.  VITAMIN  D . . . 

IRON  12  mg.  COPPER 


•Based  on  average  reported  volues  for  milk. 
Two  kinds.  Plain  and  Chocolate  Flavored.  i®tj 
serving,  they  are  virtually  identical  in  nutritional 


417  I.U. 

liBra 


1136 


PROTOPLEX 

Whole  Misled  Protein  pl*ui  Whole  Jllae/i  and  'IjeaU. 


PROVED 

BIOLOGICALLY 

SUPERIOR 

to  casein  and  dried  skim  milk, 
recognized  as  standards  in 
protein  nutrition — demonstrat- 
ed in  growth  studies  conducted 
by  an  independent,  accredited 
laboratory. 


Weight 

iGm.! 

140 

130 

120 

110 

100 

90 

80 

70 

60 

50 


)PLEX- 

■ rKU  1 v. 

/ Dried  Sk 

/_  Mill, 

Casein 

Jr 

Til 

*£  IN  WEE 

PROTOPLEX*  provides  all  the  essential  and  nonessential  amino 
acids  as  present  in  casein,  lactalbumin,  primary  dried  yeast 
U.S.  P.,  and  desiccated  whole  liver.  Relatively  salt-  and  fat-free. 


^beliclOUd  — Eaten  like  cereal. ..may 
also  be  incorporated  in  cakes,  biscuits, 
and  waffle  batters. 

excellent  ^olesuotoe  — An  extra 
50  to  100  grams  of  protein  daily  easily 
administered. 

SUPPLIED:  In  1-lb.  packages,  available 
through  your  local  pharmacist. 

•Exclusive  trademark  of  Walker  Vitomin  Products,  Inc 


VITAMIN  PRODUCTS,  INC.,  mount  vernon,  n.  y. 
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D ES /TIN 
OINTMENT 


Contains  Crude  Cod  Liter  OH,  Tine 
Oxide,  Talcum.  Petrolatum  and  Lanolin 

Used  effectively  in  GENERAL  PRACTICE  foe 
the  treatment  of  Wounds,  Burns,  Indolent  Ulcers, 
Decubitus,  Intertrigo,  Skin  Lesions,  Hemorrhoids, 
Anal  Fissures,  etc. 

In  PEDIATRICS  for  the  treatment  of  Diaper 
Rash,  Exanthema,  Chafed  and  Irritated  Skin 
caused  by  Urine,  Excrements  or  Friction,  Prickly 
Heat  and  in  the  nursery  for  General  Infant  Care. 

Fatty  acids  and  vitamins  arc  in  proper  ratio, 
thereby  producing  optimum  results.  Non  irri- 
tant, acts  as  an  antiphlogistic,  allays  pain,  stim- 
ulates granulation,  favors  epithelization.  Under 
Desitin  dressing,  necrotic  tissue  is  quickly  cast 
off.  Dressing  does  not  adhere  to  tire  wound. 

In  tubes  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

Desitin  Medicinal  Dusting  Powder  is  super 


FICIAL  WOUNDS,  DECUBITUS,  INTER- 
TREGO,  PRURITUS  and  URTICARIA.  In  2 
oz.  Shaker-Top  Cans. 


CHEMICAL  COMPANY 


fatted  with  crude  cod  liver  oil  in  a non  irri- 
tating powder  base.  Indications:  In  infant  care 
in  the  treatment  of  IRRITATED  SKIN,  SUPER- 


Professional 
Samples 
on  Request 


For  the  Medical  Profession 


DESITIN 


70  SHIP  STKflT  • PHOVIDIHCI  • MHODl  IHANO 
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[SOLTABS^ 


<s> 


The  New  Registered  Name 

for  SOLUBLE  TABLETS 

CRYSTALLINE  PENICILLIN  G POTASSIUM 


For  convenience  in  prescribing,  SOLTABS  has  been  adopted  as  the  new 
name  for  Soluble  Tablets  Crystalline  Penicillin  G Potassium-C.S.C. 
When  you  use  the  name  Soltabs  on  your  prescription  you  are  assured 
of  your  patients’  receiving  the  original  penicillin  soluble  tablet. 


Now  to  2 Potmcced 

100,000  AND  50,000  UNITS  PER  TABLET 

Repeated  requests  for  a higher  potency  tablet  have  resulted  in  the  intro- 
duction of  100,000  unit  Soltabs.  These  tablets,  like  the  50,000  unit 
tablets,  contain  neither  binder  or  excipient.  Soltabs  are  widely  used 
in  pediatrics  for  oral  administration  of  penicillin  dissolved  in  the  milk 
formula  or  in  water.  Also  applicable  in  aerosol  inhalation  therapy 
where  they  greatly  simplify  dosage  calculation  and  preparation  of 
solutions  for  administration. 


CSC 


SUPPLY 

Soltabs — Soluble  Tablets 
Crystalline  Penicillin  G 
Potassium-C.  S.  C.  — are 
supplied  in  boxes  of  24 
tablets,  50,000  units  or 
100,000  units  per  tablet, 
each  tablet  individually 
sealed  in  foil. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION.  17  EAST  42N0  STREET.  NEW  YORK  17.  N.  Y. 
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Clinicians  generally  favor  the  use  of  an  occlusive 
device  supplemented  by  a sperm-immobilizing  agent 
for  optimum  protection.  However,  authoritative 
studies  have  established  that  a high  degree  of  pro- 
tection is  afforded  by  use  of  a jelly  alone— provided 
that  the  jelly  has  rapid  spermatocidal  action  together 
with  adhesive  and  cohesive  properties  sufficient  to 
provide  a dependable  barrier. 


When  dependence  must  be  placed  on  the  “jelly 
alone”  method,  there  is  no  better  product  available 
than  “RAMSES”*  Vaginal  Jellyt  because: 

1.  It  provides  rapid  spermatocidal  action. 

2.  It  possesses  dependable  adhesive  and  cohesive 
properties— will  not  melt  or  run  at  body  temperatures. 

3.  Direct-color  photographs  show  that  it  will  occlude 
the  cervix  for  ten  hours. 

“RAMSES”  Vaginal  Jelly  is  available  in  regular 
and  large-size  tubes  through  all  pharmacies. 


t Active  ingredients:  Dodecaethyleneglycol 
Monolaurate  5%;  Boric  Acid  1%;  Alcohol  5 %. 


gynecological  division 
423  West  55th  Street,  New  York  19,  N.  Y. 


quality  first  since  1883 


0 5 10  15  20  25  30  35  40 

MINUTES 

The  reaction  rate  of  Amphojel  and  its  component  gels. 


the  double  action  of  AMPHOJEL 


antacid 

demulcent 


Wgetfi 


Amphojel  — Aluminum  Hydroxide  Gel,  Alu- 
mina Gel  Wyeth  — is  unique  because  it  is 
a colloidal  mixture  of  two  essentially  differ- 
ent types  of  alumina  gel,  one  having  an  ant- 
acid effect  . . . the  other  a demulcent  action. 

The  “antacid  gel”  instantly  stops  gastric 
corrosion  and  establishes  a mildly  acid 
environment. 

The  “demulcent  gel”  provides  a prolonged 
local  protective  effect,  and  might  be  likened 
to  a “mineral  mucin.” 

Thus,  through  its  double  action,  Amphojel 
gives  you  an  ideal  preparation  for  use  in  the 
management  of  peptic  ulcer. 


WYETH  INCORPORATED,  PHILADELPHIA  3,  PA. 
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Meet  Scotland’s 
Favourite  Son 


/Vnd  it  goes  without  say- 
ing that  in  Scotch  whisky 
. . . that  favourite  son  is 
Johnnie  Walker!  Just  sa- 
vour its  glowing  richness  of 
body  and  flavour . . . and 
you’ll  see  why. 

Johnnie 

Walker 

Born  1820,  still  going 
strong.  Blended  Scotch 
Whisky  . . . Red  Label  . . . 
Black  Label  . . . both  86.8 
proof.  Canada  Dry  Ginger 
Ale,  Inc.,  New  York,  N.  Y., 
Sole  Importer. 


IMPROVEMENT 
IN  THE  CLINICAL 
PICTURE 


Early  Cirrhosis 

Fatty  infiltrations  of  the  liver 
associated  with  alcoholism 

Infectious  hepatitis 

Fatty  livers  associated  with 
toxic  states 


— with  — 


syrup  CHOLINE  (Flint)” 


Representing  Choline  Dihydrogen  Citrate 
25  % W/V 


. . . Pleasantly  palatable  . . . 
. . . Stable  . . . 


To  be  sure  your  patients  get  Choline  dihy- 
drogen citrate  25%  W/V,  specify  “Syrup 
Choline  (Flint).” 


Pints  and  Gallons 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS* 
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SUCTION 

SOCKETS 


Artificial  legs  without  hampering  straps 
have  been  the  shining  hope  of  amputees. 
Recently,  the  development  of  the  Suc- 
tion Socket  Leg  for  above  knee  amputees 
seemed  to  realize  this  hope. 

We  understood  what  this  type  of  limb  could  mean  to 
the  amputee.  But  we  knew  that  these  limbs  were  not 
perfected.  Thus,  in  1947,  we  joined  with  the  Commit- 
tee on  Artificial  Limbs  and  the  VA  in  a program  of 
research  on  the  Suction  Socket  Limb.  Under  this 
program  veteran  cases  have  been  awarded  by  the 
VA  to  companies  having  certified  suction  socket  fitters. 
To  date  we  have  fitted  well  over  100  suction  socket 
cases,  of  which  90%  have  been  satisfactory. 

Results  of  research  show  only  about  20%  of  cases 
suitable  for  suction  sockets.  Results  also  show  that 
close  cooperation  with  doctors  is  necessary.  Hanger  is 
continuing  research  toward  the  amputee's  great  hope, 
and  will  keep  the  medical  profession  informed  of  its 
progress. 


hangers^ 

98  Central  Ave.  104  Fifth  Avenue 

Albany  6,  N.  Y.  New  York  11,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

rejer  to 

HARRY  F.  WANVIG 
A uthorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
9TATB  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-7117 
*For  Members  oj  the  State  Society  only 


it 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


mm 

mm 


TL 


NUCARPON 


Hi  <:i 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil.  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hypen> 
acidity,  bloating  and  flatulence. 

I or  2 tablets  daily  l/j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 


SUPERIOR  PERSONNEL  Assistants  and  execu- 
tives in  all  fielde  of  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


jO  ■ x 

iaZCSctA u \o at 


dbjJZA  — 


NEW  YORK  MEDICAL  EXCHANGE 

♦89  FIFTH  AVE.,  N.Y.C  (AGENCY)  MURRAY  HILL  2-0676 


"'Xus  (0*  + 

flit _ .-.o'*5. 


fiS»! 


Pharmaceutical  Division , Homemakers*  Products  Corporation 
380  Second  Ave  , New  York  10  • 36-48  Caledonia  Rd.,  Toronto  10 
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for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  the  salicylate  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 

ST/ie  Qlefoxtfiecl  [fa/ici/tafe  tjUecliccvmerU 

ENTERIC  COATED  TABLETS  (SALOL) 

Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA 
PHARMACEUTICAL  MANUFACTURERS 

(fivek  a Qua/ttel  Ten/uty  SPelvenej  £iP/ty± iciat 1 4 
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equal  in  antianemia  potency 


The  volume  of  parenteral  liver  extract  represented  in  syringe  "a"  is  one-twentieth  of  that  contained 
in  syringe  "f The  antianemia  potency  of  the  volume  illustrated  in  each  syringe  is  the  same. 
Regardless  of  the  concentration  selected,  there  is  available  a Lilly  preparation  that  will  com- 
pletely maintain  the  pernicious  anemia  patient.  • The  antianemia  potency  of  'Reticulogen' 
(Parenteral  Liver  Extract  with  Vitamin  Bi,  Lilly)  is  such  that,  in  uncomplicated  cases  of 
pernicious  anemia,  no  more  than  one-twentieth  cubic  centimeter  is  required  per  day 
to  maintain  satisfactory  red-blood-cell  and  hemoglobin  levels  and  to  prevent 
the  advancement  or  development  of  neurological  complications. 

This  certain  response  to  every  lot  of  'Reticulogen'  has  been 
determined  by  standardization  on  known 
cases  of  pernicious  anemia. 


Specify  'Reticulogen,'  the  most  potent  in- 
jectable liver  extract  available,  the  next 
time  you  order  through  your  usual  source 
of  supplies. 

Complete  literature  on  'Reticu- 
logen' is  available  from 
your  Lilly  medical  serv- 
ice representative  or 
will  be  forwarded 
upon  request. 


ELI  LILLY  AND  COMPANY 
INDIANAPOLIS  6, 
INDIANA,  U.  S.A. 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Copyright  1949  by  the  Medical  Society  of  the  State  of  New  York 


George  W.  Kosmak,  M.D., 

Managing  Editor 

Dwight  Anderson,  Business  Manager 


Laurance  D.  Redwat,  M.D.,  Assistant  Managing  and 

Literary  Editor 

Alvina  Rich  Lewis,  Technical  Editor 


Publication  Committee 

George  W.  Kosmak,  M.D.,  Chairman 
Dwight  Anderson 
W.  P.  Anderton,  M.D. 

Associate  Editorial  Board 

Louis  H.  Bauer,  M.D. 

William  A.  Brumfield,  M.D. 

Theodore  J.  Curphey,  M.D. 

Norman  S.  Moore,  M.D. 


Gordon  Marshall 


Advertising  Representatives 


Laurance  D.  Redway,  M.D. 
James  R.  Reuling,  M.D. 
Edward  T.  Wentworth,  M.D. 


Peter  M.  Murray,  M.D. 
William  J.  Orr,  M.D. 
Howard  A.  Rusk,  M.D. 
Armitage  Whitman,  M.D. 


Charles  L.  Baldwin,  Jr. 


VOLUME  49 


MAY  15,  1949 


NUMBER  10 


Editorials 

A Look  at  the  Record 


At  hearings  on  H.R.  782  by  the  House 
Committee  on  Expenditures  in  the  Executive 
Departments,  Dr.  John  W.  Green,  a member 
of  the  House  of  Delegates  of  the  A.M.A., 
spoke  on  behalf  of  that  body  favoring  the 
creation  of  a Department  of  Health  under  a 
Secretary  with  cabinet  status  rather  than  a 
department  covering  education,  welfare,  and 
health. 

The  American  Medical  Association  is 
strengthened  in  its  position  that  there 
should  be  a single  Department  of  Health  by 
the  reports  recently  submitted  to  the  Hoover 
Commission.  It  is  apparent  that  one  of  the 
nation’s  greatest  interests  is  in  the  health  of 
its  citizens,  and  health  is  of  such  a nature 
that,  to  be  most  effective,  it  must  be  in- 
dividualized. The  Association  has  recently 
issued  a program  emphasizing  the  impor- 
tance of  this  point  of  view.  Dr.  Green  said 
that  examination  of  the  minutes  of  the 
House  of  Delegates  of  the  American  Medical 
Association  shows  that  considerable  thought 
was  given  over  a period  of  years  to  the  for- 
mulation of  a separate  Federal  health  agency. 
References  and  records  of  action  taken 
appear  repeatedly  in  the  minutes.  As 


early  as  1884  at  the  annual  session  it  was 
urged  that  a separate  Department  of 
Health  be  established  under  a cabinet 
officer.  In  1891,  a committee  of  23  members 
was  appointed  to  petition  Congress  on  this 
matter.  Further  references  appear  in  the 
minutes  of  the  annual  sessions  each  year 
from  1891  up  to  and  including  1902.  The 
subject  apparently  was  not  discussed  during 
the  three  succeeding  years,  but  reappears 
annually  from  1906  to  1913,  and  from  1917 
to  1930.  After  five  years,  a resolution  was 
introduced  into  the  special  session  of  the 
House  held  in  Chicago  in  1935  urging  the 
President  of  the  United  States  to  establish 
a separate  Department  of  Health.  At  the 
session  of  the  House  of  Delegates  in  San 
Francisco  in  1938,  the  House  adopted  the 
following  recommendation  of  the  reference 
committee  on  legislation  and  public  rela- 
tions: “...  your  committee  recommends 

that  the  house  of  delegates  reiterate  its 
demand  for  a Federal  executive  department 
to  be  designated  as  the  Department  of 
Health,  with  a doctor  of  medicine  at  its 
head  who  shall  have  general  supervision  and 
direction  of  the  affairs  of  the  Federal  govern- 
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ment  pertaining  to  the  health  of  the 
people.”  From  the  foregoing  it  will  be  seen 
that  the  American  Medical  Association  has 
repeatedly  gone  on  record  as  being  desirous 
of  seeing  legislation  passed  leading  to  the 
formulation  of  a separate  national  Health 
Department.  Current  opinion  in  the  Asso- 
ciation at  the  present  time  is  to  the  effect 
that  this  department  should  be  a depart- 
ment separated  from  other  activities  of  the 
government. 

Congress  in  1879  passed  legislation  autho- 
rizing a National  Board  of  Health.  The 
functions  and  relations  of  this  unit  with 
other  departments  were  very  poorly  defined 
in  the  law,  and  no  money  was  appropriated 
for  its  activities.  The  legislation  remained 
on  the  statute  books  without  any  action 
until  1893,  at  which  time  it  wras  repealed. 

It  has  been  estimated  that  educators  are 
concerned  in  some  manner  with  approxi- 
mately 28,000,000  members  of  the  popula- 
tion. Social  security  has  contact  with  about 
51,000,000  people,  including  recipients  as 
well  as  taxpayers.  Medicine,  on  the  other 
hand,  has  a much  broader  and  more  personal 
contact  and,  in  fact,  enters  into  the  lives  of 
all  of  our  people. 


There  is  some  difference  of  opinion  as  to 
whether  the  secretary  should  have  the  quali- 
fications of  a practicing  physician,  or 
whether  his  duties  could  not  be  discharged 
as  well  if  he  were  not  a medical  practitioner. 
We  cannot  accept  the  statement  which  has 
been  made,  that  a physician  competent  to 
manage  such  a department  or  bureau  cannot 
be  found.1  To  us  it  seems  that  the  first 
function  of  such  a department  should  be  to 
guarantee  the  public  that  it  will  have  avail- 
able adequate  medical  care.  This  involves 
decision  and  perspective  in  the  medical  and 
public  health  fields  which  only  a trained 
practicing  physician  can  possess.  Good  ad- 
ministration is  vital,  and  the  secretary 
should  have  as  his  aide  an  undersecretary 
who  is  a thoroughly  trained  administrator. 

The  medical  and  allied  professions  have 
always  responded  admirably  to  the  call  of 
government  for  the  security  and  defense  of 
this  nation.  Under  these  proposals  the 
country’s  medical  personnel  and  facilities 
lend  themselves  to  effective  cooperation  and 
support  of  any  defense  measure  or  plan  of 
organization  adopted. 

1 Dr.  Ray  Lyman  Wilbur,  former  Secretary  of  the  Interior, 
a member  of  the  cabinet  of  President  Herbert  Hoover,  1929- 
1933 


Publications  of  the  Society 


The  columns  of  the  Journal  are  now,  as  in 
the  past,  principally  devoted  by  the  Society 
to  the  publication  of  the  excellent  scientific 
papers  representing  the  research  and  clinical 
observations  of  the  membership  and  of 
guests  invited  to  the  Annual  Meeting.  A 
large  number  of  new  contributions  to  scien- 
tific progress  in  medicine  as  well  as  extended 
clinical  observations  and  reports  emerge 
from  each  meeting. 

Subject  only  to  necessary  editing  to  com- 
press the  contents  and  illustrations  within 
the  limitations  of  paper  available  and  me- 
chanical costs  of  production,  no  restrictions 
impede  the  free  progress  of  scientific  and 
clinical  knowledge.  One  of  the  purposes 
of  the  establishment  of  the  Journal  was 
to  encourage  in  the  membership  of  the 
Society  potential  medical  authors;  another 
purpose  was  to  create  a medium  for  the  dis- 


tribution to  the  membership  of  a continuous 
record  of  official  business,  so  that  each 
physician  could  know  and  preserve  if  he 
wished  a handy  reference  to  the  transactions 
of  his  State  Society.  These  purposes  have 
been  fulfilled. 

As  the  Society  grew,  the  necessity  for  a 
new  function  arose,  that  of  interpreting  the 
doctor  to  the  public.  The  Journal  could 
not  be  adapted  to  this  purpose.  In  con- 
sequence, a Bureau  of  Public  Relations  was 
established  to  undertake  this  function. 
Writing  for  the  public  differed  greatly  from 
the  kind  of  scientific  expression  to  which 
physicians  were  trained  and  was  acknowl- 
edged to  be  a special  technic.  However, 
such  a bureau  had  to  be  integrated  with  the 
scientific  publication  and  with  the  Directory. 
This  was  accomplished  finally  about  1937 
by  the  establishment  of  a House  of  Dele- 
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gates  Committee  on  Publications,  with  the 
Bureau  of  Public  Relations  represented  by 
its  Director  as  a member. 

Through  releases  to  the  press,  and  by 
publication  of  its  mimeographed  News  Letter , 
the  Public  Relations  Bureau  conveys  news 
of  the  Medical  Society  of  the  State  of  New 
York  to  sources  outside  the  profession  and 
to  the  component  county  societies.  This 
news  is  in  compressed  form  and  can  be 
circulated  quickly  following  the  occurrence 


of  any  newsworthy  event.  It  is  written 
in  terms  the  man  on  the  street  can  read  and 
comprehend. 

These  are  the  functions  of  the  publica- 
tions of  the  Society,  in  brief,  conducted 
under  the  guidance  of  the  Publication 
Committee  and  the  Public  Relations  Com- 
mittee. The  former  also  publishes  the 
Directory  at  intervals  ordered  by  the  House 
of  Delegates,  and  this  is  sent  free  to  every 
member  of  the  Society  in  good  standing. 


Current  Editorial  Comment 


Name  Committee  Head.  Dr.  Theodore 
J.  Curphey,  Chief  Medical  Examiner  for 
Nassau  County,  has  been  named  chairman 
of  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of 
the  State  of  New  York. 

Dr.  Curphey  was  appointed  to  fill  the 
place  left  vacant  by  the  death  last  Decem- 
ber 20  of  Dr.  Oliver  Wendell  Holmes 
Mitchell,  professor  of  hygiene  and  public 
health  at  Syracuse  University.  As  chair- 
man of  the  Committee  of  Public  Health 
and  Education,  Dr.  Curphey  will  carry  on 
the  program  of  postgraduate  medical  edu- 
cation which  last  year  provided  lecturers 
and  teachers  for  a total  of  180  medical 
groups  in  various  parts  of  the  State.  This 
program,  which  the  late  Dr.  Mitchell  was 
instrumental  in  developing  with  the  co- 
operation of  the  New  York  State  Depart- 
ment of  Health,  has  become  increasingly 
important  in  bringing  to  practicing  physi- 
cians many  of  the  latest  developments  in 
the  medical  sciences. 

The  Legislative  Bureau.  This  important 
function  of  the  Medical  Society  of  the 
State  of  New  York,  headed  by  the  Execu- 
tive Officer,  Dr.  Robert  B.  Hannon,  and  the 
hard-working  Council  Committee  on  Legis- 
lation, merits  far  more  recognition  than  is 
seemingly  accorded  to  it  by  our  member- 
ship. In  this  State  the  legislative  session  is 
short,  commencing  in  January  and  ending 
usually  late  in  March  or  early  in  April.  Of 
recent  years  the  flood  of  bills  submitted  has 
become  ever  greater,  and  those  directly  or 
indirectly  affecting  medical  education,  re- 
search, and  the  practice  of  medicine  in  the 
State  have  become  more  complex  and  wider 
in  scope. 

The  excellent  Legislative  Bulletin  pre- 
pared by  Dr.  Hannon  and  sent  out  by  the 
Executive  Office  in  Albany  provides  infor- 


mation and  comment  on  all  legislative  pro- 
posals affecting  medicine  and  the  public 
health,  together  with  notice  of  the  state  of 
progress  of  the  individual  measures.  The 
editors  of  the  Journal  regret  that,  because 
of  the  short  legislative  session,  and  the 
unavoidable  lag  in  editing  and  printing  of 
material,  we  are  precluded  from  making 
extended  comment  on  current  legislation 
in  our  columns  for  the  benefit  of  our 
membership.  However,  the  Legislative 
Bulletin  and  the  News  Letter  of  the  Public 
Relations  Bureau  do  reach  a large  number 
of  key  personnel,  legislative  chairmen  of 
the  constituent  county  societies  for  ex- 
ample, within  a short  time  after  important 
lejgislation  is  introduced  at  Albany. 

Although  the  Journal  cannot  report 
“spot  news,”  it  can  remind  the  member- 
ship of  the  Medical  Society  of  the  State  of 
New  York  of  the  importance  of  personal 
communication  with  members  of  both 
branches  of  the  legislature.  Only  if  the 
assemblymen  and  senators  know  your 
opinions  can  they  act  upon  them.  Assist 
your  Executive  Officer  by  making  your 
views  known. 

What  Every  Doctor’s  Wife  Should  Know. 

An  exceedingly  valuable  booklet  with  this 
alluring  title  has  been  issued  by  the  Public 
Relations  Bureau  of  the  State  Society.  It 
is  a study  guide  in  the  problem  of  medical 
care  prepared  by  the  Woman’s  Auxiliary  of 
the  Nassau  County  Medical  Society  and 
constitutes  an  excellent  basis  for  similar 
groups  throughout  the  State.  Great  credit 
is  due  to  the  ladies  who  have  instituted  this 
important  activity,  and  the  booklet  is 
worthy  of  attention.  Doctor’s  wives  can 
do  a great  deal  to  bring  the  problems  asso- 
ciated with  medicine  to  the  attention  of 
their  individual  communities. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 


From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


Medical  Profession,  Hospital,  and  Health  Department  Cooperation  to 
Improve  Care  of  Newborn  Infants 


It  is  unnecessary  to  dwell  on  the  fact  that 
every  newborn  infant  in  a hospital  should  be 
surrounded  by  a system  of  safeguards  de- 
signed to  afford  the  maximum  feasible  pro- 
tection from  infection.  The  solution  of  the 
complex  problem  of  managing  a nursery  in 
such  a way  that  high  standards  of  care  are 
maintained  around  the  clock  requires  from 
the  medical  profession  the  type  of  leadership 
and  teamwork  with  the  hospital  administra- 
tion, nursing  profession,  and  health  depart- 
ments referred  to  below. 

One  of  the  potential  disasters  facing  every 
hospital  administrator,  physician,  and  nurse 
responsible  for  the  care  of  newborn  infants 
is  epidemic  diarrhea  of  the  newborn.  The 
clinical  picture,  which  is  grossly  the  same  in 
the  various  outbreaks,  is  apparently  due  to  a 
variety  of  etiologic  agents.  The  mechanism 
of  spread  is  not  always  evident  from  epidem- 
iologic study.  The  mortality  rate  varies 
from  zero  to  fifty  per  cent  with  no  objective 
criteria  for  predicting  the  ultimate  outcome. 
An  approach  to  control  must  be  in  part 
specific  and  in  part  empiric  and  aimed  at 
preventing  the  introduction  and  spread  of 
infection  in  hospital  nurseries.  The  adop- 
tion and  application  of  minimum  standards 
for  nursery  care  of  newborn  infants  is  the 
inevitable  answer  to  the  problem  in  the  light 
of  our  present  knowledge. 

The  basis  for  the  standards  adopted  by 
the  Public  Health  Council  has  several  com- 
ponents: Epidemiologic  study  of  twenty- 

eight  epidemics  of  diarrhea  reported  in  New 
York  State  during  a six-year  period,  com- 
prehensive survey  of  scientific  literature, 
recommendations  of  the  American  Academy 
of  Pediatrics,  recommendations  of  the  Chil- 
dren’s Bureau,  analysis  of  the  Michigan  State 
Health  Department’s  five-year  research 
studies  of  etiology  and  prevention,  and 
laboratory  studies  in  the  Division  of  Labora- 


tories and  Research,  State  Department  of 
Health.1 

Appropriate  committees  of  the  Medical 
Society  of  the  State  of  New  York  were  con- 
sulted, together  with  executives  of  the  State 
Hospital  Association,  the  chairman  of  the 
subcommittee  on  terminal  heating  methods 
of  the  American  Hospital  Association,  pro- 
fessors of  pediatrics  in  New  York  State,  and 
many  other  consultants  and  investigators 
interested  in  the  problem. 

During  the  last  eight  months  of  1948  the 
standards  have  been  presented  to  the  upstate 
hospitals  through  official  notifications  and 
appropriate  literature  dealing  with  the  prob- 
lem. Eleven  institutes  on  diarrhea  of  the 
newborn  were  attended  by  982  hospital 
administrators,  nurses,  practicing  physi- 
cians, and  health  officers.  Consultation  to 
individual  hospitals  by  health  department 
personnel  is  continuing  to  assist  the  hospitals 
in  establishing  policies  and  procedures  which 
will  meet  the  principles  of  nursery  care  es- 
tablished by  the  regulations  effective  Janu- 
ary 1,  1949. 

The  standards  have  been  endorsed  indi- 
vidually by  members  of  the  Committee  on 
Fetus  and  Newborn  of  the  American  Acad- 
emy of  Pediatrics  and  sent  by  the  Committee 
to  its  subcommittees  in  forty-six  states  and 
the  territories  with  the  recommendation  that 
similar  legislation  be  secured.  Current  ed- 
itorial comment  has  approved  the  new  regu- 
lations.2 Thus  the  New  York  State  coop- 
erative effort  by  the  medical  profession, 
hospitals,  and  health  departments  to  im- 
prove the  standards  of  nursery  care  emerges 

[Continued  on  page  1150] 


1 Regulation  35,  Chapter  II,  Sanitary  Code,  State  of  New 
York.  Adopted  January  16,  1948,  effective  January  1,  1949. 
Published  in  Health  News  Supplement,  February  16,  1948. 

» New  England  J.  Med.  238:  484  (Apr.  1)  1948. 
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Appetite  as  a Guide  to  Nutritional  Needs 


It  is  not  uncommon  for  a physician  who 
has  prescribed  a specific  corrective  diet  to 
hear  his  patient  say,  “Doctor,  my  appetite 
will  guide  me.  Somehow  I just  don’t 
like  things  that  are  not  good  for  me.” 
Such  a comment  may  be  related  to  a fairly 
common  belief  that  when  animals  and  chil- 
dren are  left  to  their  own  devices,  unin- 
fluenced by  education,  example,  religion,  or 
other  considerations,  they  will  select  an 
adequate  diet  if  appropriate  foods  are  avail- 
able. If  this  is  true,  many  of  the  studies  in 
the  interest  of  better  nutrition  are  obviously 
unnecessary  and  even  wrong.  Since  the 
busy  physician  infrequently  has  his  attention 
called  to  the  pros  and  cons  of  this  compli- 
cated question,  it  is  the  purpose  here  to  re- 
view briefly  the  ideas  and  the  experiments 
which  are  pertinent  to  the  subject. 

Appetite  is  the  basis  of  a voluntary  food 
consumption  which  is  stimulated  by  pleasur- 
able sensations  and  particularly  by  the 
body’s  need  of  food.  Richter  adheres  to 
the  view  that  appetite  can  serve  as  a reliable 
guide  to  nutritional  needs.1  He  explains 
the  phenomenon  on  the  basis  of  instinct 
or  “sixth  sense”  and  supports  this  hypothe- 
sis by  reports  which  indicate  that  parathy- 
roidectomized  rats  show  an  increased  appe- 
tite for  calcium,  adrenalectomized  animals 
for  sodium,  and  pancreatectomized  animals 
a decreased  carbohydrate  and  increased  fat 
appetite.  These  findings,  together  with 
studies  of  various  purified  or  synthetic  nu- 
trients, have  caused  this  group  to  conclude 
that  a close  relationship  exists  between 
appetite  and  nutritional  needs  which  is 
reflected  in  specific  choices  in  response  to  the 
internal  environment  and  independent  of 
experience.1-2 


Others  who  are  impressed  by  the  impor- 
tant role  that  appetite  can  play  in  the  right 
food  selection  believe  that  ability  to  dis- 
criminate depends,  not  on  instinct,  but  on 
an  association  between  the  distinctive  char- 
acter of  the  diet  and  the  beneficial  effects 
experienced  from  its  consumption.  Thus 
they  speak  of  a “learned”  or  “educated” 
appetite,  which  results  in  right  choices.3 

There  is  little  support  for  either  of  these 
views  that  appetite,  either  through  a “sixth 
sense”  or  by  becoming  educated,  results  in 
correct  nutrient  selection.  Scott  and  his 
associates  have  published  a series  of  papers 
on  the  subject  during  the  last  five  years. 
These  studies  have  dealt  with  various  pro- 
teins, fats,  carbohydrates,  minerals,  vita- 
mins, and  flavors.  In  discussing  the  re- 
sults, Scott  stresses  the  significance  of 
hunger  for  calories  but  considers  that  pref- 
erences for  specific  kinds  of  foods  “to  be 
haphazard  as  regards  nutrition,”  leading 
with  equal  probability  to  good  or  bad 
choices.4 

Davis  has  published  two  studies  on  in- 
fants who,  when  weaned  from  the  breast, 
were  never  subjected  to  parental  guidance 
in  their  eating  habits,  nor  had  they  been 
given  processed  or  “well-seasoned”  foods.6-6 
The  author  reports  that  the  infants  chose, 
from  a supply  of  simple  and  natural  foods, 
diets  which  were  satisfactory  for  their 
development.  The  foods  made  available 
were  of  high  nutritional  quality,  however, 
and  sweet  desserts,  candy,  and  processed 
foods  were  not  included.  The  eating  was 
under  a supervised  self-demand  schedule, 
which  is  now  recognized  to  give  better  re- 
sults than  a precise  clock-run  regime.  It  is 
clear  in  these  .studies  that,  by  reducing  the 
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possible  errors  of  selection  to  a minimum 
and  by  promoting  the  proper  attitude  to- 
ward food,  the  results  were  good.  It  was 
not  clearly  demonstrated,  however,  that 
these  results  reflected  an  instinctive  or 
learned  appetite  based  upon  specific  nu- 
tritional needs. 

The  evidence  which  has  been  reviewed 
for  this  page  reveals  many  striking  examples 
of  wise  choices  based  on  instinct  or  beneficial 
experience.  Many  experiments  reveal,  how- 
ever, examples  of  a total  failure  to  take  ad- 
vantage of  an  opportunity  to  choose  a diet 
in  accordance  with  nutritional  needs,  even 
under  apparently  very  favorable  conditions. 
On  the  basis  of  the  present  evidence  it  must 
be  concluded  that,  in  general,  appetite  is 
an  uncertain  guide  to  nutritional  needs 
except  in  the  case  of  calories. 

With  the  advantage  of  some  experimental 
evidence,  physicians  may  find  it  of  interest  to 


question  further  those  patients  who  believe 
they  are  endowed  with  a power  of  selection 
of  food  which  is  nutritionally  adequate. 
They  may  find  that  some  patients  use  the 
device  of  rationalization  to  evade  the  emo- 
tional impact  which  they  experience  with  a 
change  of  food  habits.  At  present,  it  ap- 
pears certain  that  the  doctor  should  insist 
on  his  diet  prescription  and  not  leave  to 
chance  the  inclusion  or  deletion  of  valuable 
nutrients. 
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as  a pioneer  effort  attracting  national  inter- 
est. The  success  of  the  program  rests  with 
the  physicians,  administrators,  and  nurses 
responsible  for  the  care  of  the  newborn. 
Sound  medical  leadership  and  support  of  the 
administration  and  of  the  nurses  is  manda- 
tory if  a hospital  is  to  succeed  in  providing 
continuous  high  level  protection  for  infants. 
Physicians  should  lead  the  way  in  estab- 
lishing policy  through  committee  action, 
through  setting  the  level  of  nursery  technic 
by  example  in  handwashing,  gowning, 


prompt  use  of  “suspect”  nurseries,  and 
supporting  nurses  in  their  efforts,  and 
through  interpreting  favorably  to  the  public 
simplified  technics,  changes  in  hospital 
routine,  and  restrictions  on  visitors.  No 
person  is  in  a more  responsible  or  opportune 
position  for  the  protection  of  the  newborn 
and  the  education  of  the  public  than  the 
practicing  physician. 


This  article  was  prepared  by  Ray  E.  Trussell,  M.D., 
professor  of  preventive  medicine,  Albany  Medical  College. 


Scientific  Articles 


HISTAMINE  IONTOPHORESIS  IN  THE  THERAPY  OF  MULTIPLE 

SCLEROSIS 


Harold  A.  Abramson,  M.D.,  New  York  City 
{From  the  First  Medical  Service  and  the  Laboratories  of  Mount  Sinai  Hospital ) 


THE  treatment  of  multiple  sclerosis  by  the 
intravenous  administration  of  histamine,  re- 
ported by  Horton  and  his  coworkers,  has  met  with 
success  in  certain  cases.1-4  Intravenous  adminis- 
tration of  this  drug,  however,  has  several  disad- 
vantages: (1)  The  veins  must  be  punctured  re- 
peatedly for  months  and  possibly  years ; (2)  sterile 
equipment  must  be  employed ; (3)  a physician  or 
other  highly  trained  personnel  must  administer 
the  treatment;  (4)  it  is  expensive,  and  (5)  hos- 
pitalization is  desirable. 

Previous  investigations  by  the  writer  and  liis 
coworkers  have  shown  that  if  histamine  is  intro- 
duced into  the  human  skin  by  iontophoresis* * 
(electrophoresis),  the  drug  may  remain  in  the 
pores  of  the  skin  for  as  long  as  two  weeks.6-8 
Histamine  depots  in  the  skin  are  readily  demon- 
strated by  using  the  positive  pole  over  the  depot 
to  produce  a secondary  whealing  reaction  after 
the  wheal  has  disappeared,  or,  by  using  the  nega- 
tive pole,  the  drug  may  be  withdrawn  electro- 
phoretically  into  the  absorbent  material.  The 
histamine  in  the  absorbent  material  may  then  be 
demonstrated  by  iontophoresis  into  another  site 
by  wheal  formation.  Although  there  was  evi- 
dence that  barriers  existed  within  the  pores  to 
prevent  diffusion  readily,  it  appears  on  the  basis 
of  the  data  to  be  presented  here  that  these  barriers 
are  broken  down  with  sufficiently  high  concen- 
trations of  histamine  and  that  histamine  is  re- 
leased spontaneously  into  the  blood  stream  from 
the  depots  in  the  skin  without  an  imposed  electro- 
phoretic field. 

It  is  the  purpose  of  this  communication  to  show 
that  comparatively  large  doses  of  histamine  may 
be  given  by  iontophoresis  without  damaging  the 
skin  in  cases  of  multiple  sclerosis.  By  using  the 
direct  current  in  this  way  the  general  pharma- 

This research  was  supported  in  part  by  grants  from  the 
Josiah  Macy,  Jr.,  Foundation  and  the  Foundation  for 
Research  in  Pulmonary  Disease. 

The  author  is  indebted  to  Mrs.  Erna  Teige  for  obtaining 
much  of  the  data  and  assisting  in  the  development  of  the 
technic. 

* Apparently,  Ebbecke  was  the  first  to  introduce  histamine 
into  the  human  skin  by  iontophoresis  (personal  communica- 
tion of  Dr.  P.  Rous). 


cologic  vasodilating  effect  is  readily  obtained  by 
the  iontophoretic  technic.  By  suitably  control- 
ling the  area  of  the  electrode,  the  concentration  of 
the  drug,  the  current,  and  the  time,  iontophoretic 
therapy  is  essentially  transformed  into  the  equiva- 
lent of  intravenous  therapy  without,  however, 
puncturing  the  skin.  No  sterile  solutions  are  re- 
quired. The  electrical  method  is  feasible  without 
damage  to  the  skin  and  does  not  require  hospital- 
ization. Most  important  is  the  fact  that  it  is 
simple  enough  to  be  used  in  the  home  by  the 
patient  and  his  family,  after  proper  instruction 
and  using  equipment  costing  less  than  $50.  It  is 
anticipated  that  the  simplicity  of  the  equipment 
will  adapt  itself  to  fulfilling  the  criteria  of  therapy 
suggested  by  Brickner  and  Franklin  and  Franklin 
and  Brickner,  who  stated,  “The  hypothesis  calls 
for  continued  vasodilatation  of  the  vessels  of  the 
nervous  system  as  well  as  for  the  prevention  of 
spasm.  Both  these  measures  should  be  enforced 
for  twenty-four  hours  a day.  A drug-free  inter- 
val of  even  a few  minutes  would  suffice  for  an 
attack."9-11 

Although  the  iontophoretic  method  has  not 
been  employed  continuously  for  twenty-four 
hours,  the  flexibility  of  the  method  provides  for 
its  rapid  modification  so  that  the  drug  may  be 
administered  either  interruptedly  or  continuously, 
as  desired,  without  injury  to  the  skin.  Following 
our  method  of  therapy,  secondary  flushes  have 
occurred  spontaneously  in  about  half  of  the  pa- 
tients, thus  providing  evidence  that  histamine  may 
be  released  from  the  skin  depots  hours  after  the 
iontophoretic  treatment.  It  is  the  purpose  of  this 
preliminary  communication  to  make  available  for 
study  and  use  in  therapy  the  procedure  and 
clinical  results  thus  far  achieved. 

Method 

In  general,  the  previous  technic,  described  by 
the  writer  for  the  iontophoresis  of  epinephrine  in 
asthma,  was  employed,  with  certain  modifications 
required  for  histamine.12’13  Only  one  lead  of  the 
equipment  was  used,  although  it  is  possible  to 
treat  three  separate  areas  of  the  skin,  either  in 
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succession  or  simultaneously.  Canton  flannel,  3 
inches  wide  and  12  inches  long,  was  folded  twice 
over  lengthwise,  so  that  the  final  area  was  approxi- 
mately 12  square  inches.  This  was  applied  to  the 
anterior  aspect  of  the  forearm  with  the  required 
concentration  (up  to  1 per  cent)  of  histamine  acid 
phosphate  solution,  and  contact  was  made  with 
an  electrode  of  aluminum  foil  which  was  held  by  a 
rubber  pad  and  strap  against  a flat,  copper  posi- 
tive plate.*  Current  up  to  8 ma.  with  this  area 
has  been  employed,  although  not  more  than  5 ma. 
have  been  recommended  for  home  therapy.  The 
current  density,  therefore,  has  generally  not  ex- 
ceeded V*  ma-  Per  square  inch.  This  current 
density  may  be  exceeded,  but  it  is  believed  that 
no  change  should  be  made  until  further  investiga- 
tions have  been  made  on  the  patient’s  general 
reactions  and  the  blood  pressure. 

The  blood  pressure,  pulse  rate,  oscillometric 
index,  and  temperature  were  followed,  as  well  as 
the  subjective  response  of  the  patient.  The  pa- 
tient is  told  to  expect  a flush  and  possibly  throb- 
bing of  the  blood  vessels  in  the  head.  This  re- 
lieves most  of  the  anxiety  connected  with  the 
first  experience  of  the  flush.  In  general,  the 
length  of  each  treatment  is  fifteen  minutes  with 
the  concentration  of  the  solution  increased  in 
three  steps  from  x/4  to  1 per  cent  with  the  current 
increased  from  2 to  8 ma.,  depending  on  the 
reaction  of  the  patient.  Oscillometric  readings 
were  obtained  in  the  upper  part  of  the  forearm. 
Certain  patients  complained  of  abdominal  dis- 
comfort which  was  probably  due  to  the  liberation 
of  gastric  hydrochloric  acid.  An  antacid  mixture 
of  glycine,  three  parts,  and  calcium  carbonate, 
seven  parts,  was  routinely  administered  in  the 
form  of  tablets,  two  before  and  two  after  ther- 
apy.** Further  details  of  the  investigative  and 
therapeutic  plan  will  be  presented  in  the  brief  de- 
scriptions of  cases  studied  during  the  past  year. 

Case  Reports 

Case  1. — W.  B.  was  an  adult  male,  thirty  years 
old,  who  had  had  multiple  sclerosis  for  eight  years. 
There  had  been  a variety  of  symptoms  which  need 
not  be  discussed  here.  This  patient  was  first  treated 
by  wetting  canton  flannel  with  12  cc.  of  distilled 
water  and  then  crushing  and  spreading  10  tablets  of 
histamine  acid  phosphate,  each  containing  1 mg.  of 
histamine,  on  the  side  of  the  canton  flannel  to  be  in 
contact  with  the  skin.  In  this  way  a high  concentra- 
tion of  histamine  was  placed  adjacent  to  the  skin 
without  using  much  histamine.  The  canton  flannel 
may  be  used  again  after  rinsing  in  tap  water  and 
wringing  in  a dry  towel  to  remove  excess  liquid. 
With  approximately  5 ma.  for  fifteen  minutes  the 
primary  flush  appeared  on  the  face  in  eight  minutes 
with  a wheal  lasting  several  hours.  It  is  of  interest 

* Ergamine,  kindly  supplied  by  Burroughs  Wellcome  & 
Co.,  Inc. 

**  Titralac,  kindly  supplied  by  Schenley  Laboratories,  Inc. 


that  with  this  technic,  employing  a comparatively 
small  quantity  of  the  drug,  the  flush  appeared  for  ten 
consecutive  days  (the  weekend  interrupting  therapy) 
after  eight  to  ten  minutes  of  therapy.  Note  in  Table 
1 the  oscillometric  readings  obtained  from  June  3 
to  June  16,  using  ten  tablets  as  the  source  of  hista- 
mine. There  was  little,  if  any,  change  in  the  oscillo- 
metric index.  As  a matter  of  fact,  it  appears  that 
with  this  dosage  of  histamine  there  was  a slight  de- 
crease in  the  oscillometric  index  with  a shift  of  the 
index  pressure  curve  to  a different  position.  There 
was  usually  a slight  decrease  in  the  diastolic  pressure. 
After  ten  days  of  this  type  of  therapy  the  primary 
flush  took  somewhat  longer  to  appear.  Whether  the 
variation  in  the  reaction  of  the  patient  was  due  to  the 
difficulty  of  getting  a uniform  distribution  of  the 
histamine  on  the  surface  of  the  canton  flannel,  or 
whether  it  was  due  to  an  increased  tolerance  of  the 
skin  toward  histamine  cannot  be  stated  at  this  time. 
However,  in  order  to  avoid  irregularities  in  the  dis- 
tribution of  the  histamine  on  the  canton  flannel  a 1 
per  cent  solution  of  the  drug  was  made  up  and  with 
suitable  dilution  was  employed  in  therapy. 

The  technic  was  now  changed,  and  10  cc.  of  1/i  to 
1 per  cent  solution  of  histamine  was  used  to  wet  the 
canton  flannel  directly.  When  the  canton  flannel 
was  saturated  with  10  cc.  of  1 per  cent  solution,  the 
flush  usually  occurred  at  the  end  of  four  to  five 
minutes  with  warmth  occasionally  felt  in  both  legs. 
Oscillometric  data  obtained  on  the  forearm  from 
July  19  to  July  22  are  indicated  in  Table  2.  A slight 
drop  in  the  diastolic  pressure  occurred  with  little,  if 
any,  change  in  the  oscillometric  index.  On  occasion, 
the  index  was  apparently  increased  slightly.  This 
was  also  observed  occasionally  with  individuals 
weighing  less  than  this  particular  patient,  but  no 
consistent  increase  in  oscillometric  index  was  found. 

During  the  period  of  therapy  this  patient  was 
able  to  resume  dancing  and  stated  that  he  could 
snap  his  fingers,  which  he  had  been  unable  to  do  pre- 
viously. He  worked  full  time  and  was  on  his  feet  a 
good  deal  in  his  occupation.  When  therapy  was 
discontinued  during  his  vacation,  there  was  a slight 
numbness  in  the  little  finger  which  was  apparently 
not  improved  when  he  resumed  therapy.  At  the 
end  of  a week’s  vacation  with  no  therapy,  his  fatigue 
increased,  and  he  was  not  able  to  dance  as  well.  It 
is  of  interest  that  a wheal  formed  spontaneously  on 
the  forearm  at  the  site  treated  with  histamine  on 
exposure  to  the  sun  during  his  vacation,  about  four 
days  after  the  last  treatment.  This  is  further 
evidence  that  histamine  depots  remain  within  the 
skin  and  can  be  activated  not  only  by  electrical 
forces  but  by  other  physical  modalities,  e.g.,  light. 

This  patient  also  experienced  secondary  flushes 
hours  after  the  administration  of  histamine,  usually 
occurring  in  the  afternoon  five  or  six  hours  after  the 
depot  was  established.  It  is  not  known  how  long  the 
primary  flushes  lasted.  It  is  believed  that  on  this 
patient  the  primary  flush  lasted  less  than  an  hour. 

Thus  far,  the  patient  has  received  55  iontophoretic 
treatments  on  the  anterior  aspects  of  the  forearm 
without  any  observable  injury  to  the  forearm.  It 
is  believed  that  too  little  histamine  has  been  given  to 
this  patient  and  that,  if  therapy  is  continued,  higher 


TABLE  1. — Oscillom etric  Index  and  Blood  Pressure  Using  Histamine  Pellets  for  Iontophoresis 
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dosage  with  greater  frequency  of  treatments  would 
be  desirable.  Most  striking  in  this  patient,  as  well 
as  in  others,  was  that  immediately  after  therapy  the 
gait  was  definitely  improved,  even  though  the  pa- 
tient has  been  sitting  in  a cramped  position  for 
fifteen  to  twenty  minutes  and  the  blood  pressure  had 
dropped  considerably.  On  the  other  hand,  as  men- 
tioned previously,  the  numbness  in  the  fingers  did 
not  decrease  during  therapy. 

Case  2. — Y.  S. , thirty-two  years  of  age,  married,  had 
had  multiple  sclerosis  for  five  and  a half  years.  Her 
gait  had  deteriorated  progressively  so  that  it  has 
been  difficult  for  her  to  get  about  for  the  past  four 
years.  On  her  first  visit,  V4  per  cent  histamine 
solution  was  given  for  fifteen  minutes  with  a current 
of  3V2  ma.  The  first  flush  was  observed  at  ten 
minutes.  The  oscillometric  index,  if  anything, 
showed  a slight  drop,  with  the  blood  pressure  drop- 
ping from  118/88  to  100/80.  The  next  morning  the 
patient  reported  that  she  was  worse.  Therapy  was 
continued,  however,  and  the  dose  increased  to  1 per 
cent  histamine.  The  blood  pressure  invariably 
dropped  after  this  therapy,  usually  starting  at 
115/80  and  dropping  to  approximately  90/60.  The 
primary  flush  began  at  six  minutes.  It  is  of  interest 
that  this  patient  was  much  better  after  treatment 
with  the  1 per  cent  solution  and  was  almost  able  to 
walk  alone,  in  spite  of  the  fact  that  the  blood  pres- 
sure dropped  considerably.  As  the  dosage  and 
current  was  increased,  the  primary  flush  began  at 
five  minutes  with  an  accompanying  throbbing  at  the 
back  of  the  head  and  secondary  flushes  occurring  at 
home  several  hours  after  therapy  at  the  office. 
Headaches  occurred  which  might  be  connected  with 
the  release  of  histamine  from  the  skin.  Therapy 
will  be  continued  at  home. 

Case  3. — F.  B.,  aged  fifty-one,  was  an  advanced 
case  of  multiple  sclerosis  confined  to  a wheelchair. 
His  symptoms  were  worse  in  hot  weather.  During 
the  summer  of  1948,  he  was  treated  with  1 per  cent 
histamine  solution.  This  is  mentioned  specifically 
because  the  usual  primary  flush  was  not  observed, 
although  the  patient  reported  that  he  had  felt  better 
since  beginning  therapy.  His  vision  especially  im- 
proved. This  patient  also  reported  secondary 
flushes  within  twenty-four  hours  after  the  histamine 
depot  had  been  established  in  the  skin.  This  pa- 
tient, as  well  as  others,  have  reported  that  therapy 
improved  their  ability  to  focus  on  an  object.  There 
is  a striking  increase  in  muscular  strength.  Therapy 
is  being  continued  at  home. 

Case  J. — J-  S.  was  a thirty-six-year-old  married 
woman  with  two  children.  She  had  had  multiple 
sclerosis  for  approximately  four  years.  Two  years 
before  she  improved  slightly  following  a course  of 
intravenous  histamine.  She  had  much  difficulty  in 
walking  when  she  was  first  seen  by  the  writer  and 
was  unable  to  use  the  subway  or  go  shopping. 
Treatment  was  begun  on  July  12,  1948,  with  */4  per 
cent  histamine  solution,  the  current  being  2 ma.  for 
fourteen  minutes.  With  this  dosage  the  primary 
flush  appeared  at  about  seven  minutes.  The  rela- 
tionship of  the  blood  pressure  to  the  dose  of  hista- 
mine and  the  onset  of  the  flush  is  given  in  Table  3. 
Note  that  with  increased  dosage  the  flush  begins 
earlier  and  the  drop  in  blood  pressure  is,  in  general, 
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TABLE  2. — O sci llo. metric  Index  (Forearm)  and  Blood  Pressdre  Aeter  Histamine  Iontophoresis  (1  Per  Cent 

Histamine) 


Oscillometric 

Index  Systolic 

July 

19 . 

Pressure 

Before 

After 

150 

3 

3 

140 

4 

4 

130 

5 

7 

120 

8 

9 

110 

9 

11 

100 

11 

10 

90 

9 

8 

80 

7 

5 

70 

3 

3 

60 

3 

2 

Blood  Pressure 

(Mm.  Hg) 

112/90 

115/80 

. July  20 . 

Before  After 

J 

Before 

i 

1 

1 

2 

2 

3 

3 

4 

5 

6 

4 

7 

8 

8 

11 

9 

8 

13 

9 

9 

10 

5 

8 

6 

3 

6 

4 

2 

3 

3 

115/88 

110/74 

100/84 

y 21 , July  22 . 

After  Before  After 

2 3 3 

4 4 4 

o 5 5 

6 (5  7 

8 G 10 

8 9 11 

9 9 12 

9 6 7 

8 3 3 

5 2 3 

100/78  110/84  110  80 


more  noticeable.  The  oscillometric  index  was  es- 
sentially unchanged.  The  plan  of  initiating  therapy 
prior  to  permitting  home  therapy  is  well  brought  out 
in  Table  3,  which  should  be  consulted  for  details. 
It  is  of  importance  that  this  patient  took  approxi- 
mately 100  mg.  of  niacin  daily  during  the  time  of 
and  simultaneously  with  her  histamine  therapy  and 
that  she  was  able  to  take  two  treatments  per  day 
without  immediate  untoward  effects.  Shortly  after 
beginning  therapy,  the  patient  seemed  much  better 
and  was  not  as  much  fatigued  on  walking  about. 
She  was  able  to  use  the  subway  and  to  go  shopping 
alone.  She  stated,  “My  legs  don’t  jerk  as  much  from 
the  joints.”  Her  vision  was  much  improved,  and 
she  has  been  placed  on  home  therapy. 

It  might  be  argued  that  the  improvement  in 
this  case  may  be  due  to  factors  other  than  those 
connected  with  the  administration  of  histamine. 
For  example,  niacin  was  taken  simultaneously. 

TABLE  3. — Blood  Pressure,  Dosage  Plan,  and  Flushes 
(Case  3)* 


Primary 
Flush  (Ap- 
proximate 
Number  of 
Dose  Minutes 


Blood  Pressure 

(Histamine 

After 

(Mm.  Hg) 

as  the  Acid 

Therapy 

Date 

Before 

After 

Phosphate) 

Began) 

7/12 

118/84 

115/84 

0.25% 

3 ma. 

15  minutes 

7 

7/13 

120/84 

115/70 

0.5% 

2 ma. 

15  minutes 

7 

7/14 

118/88 

118/72 

0.5% 

3 ma. 

15  minutes 

6 

7/15 

115/88 

102/70 

0.5% 

3 ma. 

15  minutes 

7 

7/16 

115/84 

112/60 

10  pellets 
3 . 5 ma. 

20  minutes 

10 

7/17 

1 18/82 

115/68 

0.5% 

4 ma. 

15  minutes 

10 

7/19  A.M. 

115/78 

112/70 

1% 

3.5  ma. 

15  minutes 

5 

7/19  p.m. 

115/78 

115/60 

i% 

4.5  ma. 

15  minutes 

5 

7/20  a.m. 

112/70 

100/56 

1% 

4.5  ma. 

15  minutes 

6 

7/20  p.m. 

110/78 

110/60 

1% 

3 . 5 ma. 

15  minutes 

6 

* Patient  received  her  own  equipment  on  July  21. 


It  was  quite  possible  that  this  striking  improve- 
ment was  due  to  a synergism  between  histamine 
and  niacin.  Dr.  R.  M.  Brickner,  who  referred 
this  patient  for  therapy,  informed  the  writer  that, 
in  his  opinion,  it  was  not  a spontaneous  remission 
but  was  due  to  the  pharmacologic  action  of  the 
histamine.  Further  data,  of  course,  must  be 
obtained,  and  the  future  history  of  the  patient 
under  this  type  of  therapy  must  determine 
whether  or  not  the  therapeutic  technic  is  respon- 
sible for  the  clinical  results. 

Seven  other  cases  are  under  study  at  this  time. 
All  of  these  patients  showed  some  type  of  sig- 
nificant improvement,  not  only  connected  with  a 
general  feeling  of  well-being  during  the  course  of 
therapy,  which  might  be  psychologic,  but  also 
in  vision  and  in  muscular  coordination  which  is 
most  likely  connected  with  the  pharmacologic 
action  of  the  drug. 

Discussion 

The  reaction  of  the  patient  becomes  more 
favorable  as  the  dose  of  histamine  is  increased. 
The  present  technic  initiates  therapy  with  a 
solution  containing  1/i  per  cent  of  histamine  acid 
phosphate,  with  a current  of  2 ma.  for  ten 
minutes.  This  is  increased  slowly  to  what  ap- 
pears to  be,  for  the  present,  an  optimal  thera- 
peutic level  of  5 ma.  for  fifteen  minutes  with  a 1 
per  cent  solution.  The  relationship  of  increasing 
dosage  to  the  more  favorable  therapeutic  results 
leads  the  writer  to  believe  that  the  therapeutic 
result  is  due  to  vasodilatation  rather  than  to 
psychotherapy.  No  more  than  two  treatments 
per  day  with  maximum  dosage  have  been  given. 
Further  investigations  will  probably  lead  to  a 
technic  of  safely  increasing  the  number  of  treat- 
ments per  day.  The  drop  in  blood  pressure, 
however,  will  probably  be  the  limiting  factor  to 
the  dose  administered  in  a single  treatment.  Our 
present  policy  is  to  give  the  patient  at  least  ten 
office  treatments  before  a galvanic  machine  is  to 
be  purchased  by  the  patient  who,  with  his 
family,  learns  the  technic  of  iontophoresis  for 
self-administration. 
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The  following  memorandum  is  given  to  the 
patient  beginning  home  therapy : 

Directions  to  Patients  for  the  Self-Administration  of 

Histamine  in  the  Theraty  of  Multiple  Sclerosis 

1.  Attach  the  electrodes  to  the  iontophoresis  machine 
making  certain  that  the  red  plug  matches  the  red  socket. 
This  is  the  positive  pole.  The  negative  pole  is  the  inert 
reference  electrode  and  can  be  placed  anywhere  on  the  body 
or  as  demonstrated  to  you  in  the  doctor's  office.  The  posi- 
tive pole  may  be  placed  on  the  anterior  aspect  of  the  forearm, 
if  you  decide  to  use  another  location'of  your  body,  please 
come  to  the  office  so  that  your  reaction  to  that  site  may  be 
tested,  since  absorption  varies  in  different  parts  of  the  body. 
The  rate  of  the  absorption  from  the  site  must  be  predictable. 
For  example,  if  the  histamine  is  administered  in  the  thigh  the 
absorption  of  the  histamine  will  be  accelerated. 

2.  Obtain  a piece  of  canton  flannel,  12  inches  long  and 
3 inches  wide,  and  fold  over  as  directed.  Have  a sheet  of 
aluminum  foil  ready  for  the  positive  pole  of  the  galvanic 
machine. 

3.  Dissolve  one  gram  of  histamine  acid  phosphate  (Erga- 
mine  Phosphate — Burroughs  Wellcome)  in  100  cc.  of  distilled 
water.  If  distilled  water  is  not  available,  tap  water  may  be 
used  temporarily.  Measure  out  10  cc.,  or  approximately 
2*/»  teaspoonfuls  of  this  solution,  using  a plastic  measuring 
spoon,  and  spread  uniformly  on  the  dry  canton  flannel. 
Keep  the  remaining  solution  in  the  refrigerator. 

4.  Place  the  canton  flannel,  wet  with  the  solution,  on 
the  anterior  aspect  of  the  forearm;  place  the  negative  ref- 
erence electrode  on  the  designated  place  making  certain 
that  there  are  no  cuts  or  pimples  under  the  electrode  area. 
If  metal  touches  the  skin  or  if  there  are  cuts,  bruises,  or 
pimples,  there  will  be  a concentration  of  electricity  in  that 
area  and  an  intense  burn  will  be  felt.  All  jewelry  should, 
therefore,  be  removed.  Otherwise,  the  reaction,  as  you  know, 
is  simply  itching  with  slight  irritation. 

5.  After  the  electrodes  are  firmly  in  place,  make  certain 
that  the  rheostat  is  down  to  zero,  and  turn  the  current  on. 
Slowly  increase  the  current.  If  burning  occurs,  make  certain 
that  the  electrodes  are  uniformly  in  contact  with  the  skin 
and  that  there  are  no  breaks  in  the  skin.  Increase  the 
current  slowly  to  5 milliamperes.  This  should  not  be  ex- 
ceeded before  discussion  with  the  doctor. 

6.  Maintain  this  current  for  fifteen  minutes  or  as  other- 
wise directed. 

7.  If  fainting  occurs,  an  injection  of  */i  cc.  of  epinephrine 
1:1,000  will  instantly  relieve  the  symptoms  due  to  the 
histamine. 

8.  Keep  the  following  record  of  each  treatment: 

Name 

Time,  beginning  of  treatment: 

Time,  completion  of  treatment: 

Total  time: 

Flush  appeared  after minutes: 

Current  of milliamperes 

General  reaction  after  therapy  (include  occurrence 
of  secondary  flushes) : 

It  is  believed  that  prolonged  iontophoretic 
therapy  with  histamine,  combined  with  vaso- 
dilators by  mouth  (e.g.,  niacin),  provides  a greatly 
simplified  form  of  therapy  with  excellent  thera- 
peutic possibilities  at  the  present  time.  It  may 
also  prove  effective  in  other  degenerative  diseases 
of  the  central  nervous  system. 

Summary  and  Conclusions 

Successful  reports  by  Horton  and  his  co- 
workers in  the  therapy  of  multiple  sclerosis  by 
the  intravenous  administration  of  histamine  has 
led  to  a program  of  iontophoretic  therapy  with 
strong  histamine  solutions.  It  had  been  shown 
previously  that  if  histamine  is  introduced  into  the 
human  skin  by  iontophoresis,  histamine  depots 
are  formed.  Eleven  patients  with  multiple 
sclerosis  have  been  treated  by  iontophoresis  of 


histamine  with  sufficiently  concentrated  solutions 
and  sufficient  current  density  to  produce  both 
primary  flushes  during  therapy  and,  in  some  in- 
stances, secondary  flushes  some  hours  later.  The 
data  indicate  that  histamine  in  the  dose  and  form 
administered  does  not  produce  important  changes 
in  the  oscillometric  index  in  the  arm  but  does 
produce  a drop  in  the  blood  pressure,  especially 
the  diastolic  pressure.  In  general,  therapy  in- 
creases muscular  coordination,  muscular  strength, 
and  improvement  of  vision.  The  advantages  of 
the  therapy  proposed  are  (1)  the  veins  need  not 
be  punctured  over  prolonged  periods  of  time; 
(2)  sterile  equipment  need  not  be  employed ; (3) 
it  is  readily  administered  at  home;  (4)  it  is  inex- 
pensive; (5)  hospitalization  is  not  necessary,  and 
(6)  it  can  probably  replace  intravenous  therapy. 

On  the  basis  of  the  data  presented  thus  far,  it 
is  believed  that  prolonged  iontophoretic  therapy 
with  histamine,  possibly  combined  with  vaso- 
dilators by  mouth,  provides  a greatly  simplified 
form  of  therapy  with  good  therapeutic  possibili- 
ties. 


For  the  past  year  18  patients  have  been  on  home  therapy 
following  the  procedure  outlined  above.  Four  of  these  pa- 
tients are  wheelchair  cases.  The  period  of  home  therapy  has 
ranged  from  one  to  nine  months.  In  this  series  there  have 
been  no  relapses.  One  patient  was  treated  with  benefit  at 
the  beginning  of  a severe  acute  remission.  The  technic  is 
now  being  applied  in  one  case  of  Parkinson's  disease. 

Jonez,  in  a paper  presented  at  the  fifth  annual  meeting  of 
the  American  College  of  Allergists,  April  15,  1949,  reported 
that  he  has  treated  60  cases  of  multiple  sclerosis  by  histamine 
iontophoresis  using  the  technic  described  in  this  paper.  Jonez 
agrees  with  the  advantages  of  the  electrophoretic  method  as 
outlined  here  and  finds  that  with  histamine  iontophoretic 
therapy  there  is  a temporary  increase  in  muscular  coordination 
and  strength  which  lasts  longer  with  iontophoresis  than  with 
the  intravenous  method.  Twenty-five  of  his  patients  are  be- 
ing treated  at  home,  with  35  in  the  hospital  as  outpatients. 
There  were  two  of  62  who  felt  better  under  intravenous  ther- 
apy. 
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FRIEDLANDER  BACILLUS  PNEUMONIA  TREATED  WITH 
STREPTOMYCIN 

Erwin  Edward  Benzier,  M.D.,  Jacob  Schwartz,  M.D.,  F.A.C.P.,  and 
Max  A.  Elias,  M.D.,  Brooklyn,  New  York 
( From  the  Medical  Service  of  the  Beth-El  Hospital) 


PNEUMONIA  due  to  Klebsiella  pneumoniae 
(Friedlander’s  bacillus)  is  a relatively  rare 
condition.  According  to  Solomon,  it  comprises 
from  1 to  3 per  cent  of  all  pneumonias  and  occurs 
almost  exclusively  in  the  later  decades  of  life.1 
There  is  a considerable  preponderance  of  males 
over  females,  and  it  almost  never  occurs  in 
children.  In  a series  of  2,000  cases  of  pneu- 
monia, Cecil,  Baldwin,  and  Larsen  found  an 
0.4  per  cent  incidence  of  pure  infections  with 
K.  pneumoniae.2 

Bacteremia  is  found  in  70  per  cent  of  cases 
according  to  Bullowa.3'4  Pure  cultures  of  the 
Friedlander’s  bacillus  are  obtained  from  the 
sputum,  from  the  lung  juice,  and  frequently  from 
the  blood. 

Prior  to  the  work  of  Heilman,  the  mortality 
rates  in  several  series  of  cases  varied  between 
80  and  100  per  cent.1’3'4-8  The  results  of  this 
study  suggested  that  streptomycin  might  be 
useful  in  the  treatment  of  infections  caused  by 
micro-organisms  of  the  Friedlander  group.  Since 
that  time  several  cases  of  complete  recovery  in 
Friedlander  pneumonia  with  the  use  of  strepto- 
mycin have  appeared  in  the  literature.  Geier 
reported  a case  in  which  complete  recovery 
resulted  with  the  use  of  both  streptomycin  and 
sulfadiazine.6  Learner  and  Minnich’s  case  re- 
covered promptly  with  the  use  of  streptomycin.7 
Bishop  and  Rasmussen  also  reported  a case  of 
Klebsiella  pneumonia  treated  with  strepto- 
mycin.8 Final  x-rays  of  the  chest  in  all  three 
cases  showed  complete  resolution. 

The  following  case  is  reported  to  show  a com- 
plete and  rapid  discovery  from  a Friedlander’s 
pneumonia  without  any  ensuing  complications. 

Case  Report 

D.  H.,  a sixty-three-year-old  white  man,  was 
admitted  to  the  hospital  on  September  15,  1947, 
with  a chief  complaint  of  fever  of  two  days  duration, 
sweating,  and  a thin  watery  nasal  discharge. 

The  patient  had  been  well  and  active  until 
September  13,  1947,  when  he  returned  from  work 
with  a temperature  of  102  F.  and  profuse  sweating 
but  no  chills.  The  following  day  the  above  symp- 
toms persisted,  and,  in  addition,  the  patient  de- 
veloped a cough  productive  of  a tenacious  mucoid 
sputum  which  was  not  bloody. 

The  past  history  was  not  remarkable  except  that 
the  patient  was  adequately  treated  for  syphilis  in 
1943  with  arsenic  and  bismuth. 


Physical  examination  revealed  a well-developed, 
well-nourished  white  male  lying  quietly  in  bed  and 
sweating  profusely.  Although  he  was  lethargic, 
the  patient  responded  quickly  and  accurately  to 
questioning.  He  was  moderately  dyspneic,  but  no 
cyanosis  was  noted.  The  temperature  was  104.6 
F.,  pulse  was  of  good  quality  with  a regular  rate  of 
110,  respirations  26  per  minute.  Blood  pressure 
was  140/90.  Eye,  ear,  nose,  and  throat  examina- 
tion revealed  no  significant  abnormalities  except 
for  a thin  watery  discharge  coming  from  the  nose. 
The  pharynx  was  red  and  injected,  but  no  exudate 
or  ulceration  was  noted.  The  tongue  wTas  dry  and 
coated  white.  There  was  no  palpable  lymphadeno- 
pathy.  The  trachea  was  in  midline.  The  thorax 
was  symmetric,  and  no  splinting  was  noted.  Exami- 
nation of  the  lungs  revealed  normal  breath  sounds 
throughout  both  lung  fields.  Examination  of  the 
heart  revealed  no  enlargement  either  to  the  right  or 
left.  The  sounds  were  regular,  rapid,  and  of  good 
quality.  No  murmurs  were  audible.  The  abdo- 
men showed  no  palpable  masses  or  enlargement. 
There  were  no  deformities  of  the  extremities. 
Rectal  examination  revealed  a smooth,  normal 
prostate.  Neurologic  examination  was  entirely 
negative. 

Laboratory  data  was  as  follows:  The  urine  on 
admission  showed  no  abnormal  findings.  The 
blood  count  revealed  4,100,000  red  blood  cells, 
83  per  cent  hemoglobin,  7,250  white  blood  cells 
with  74  per  cent  polymorphonuclears,  25  per  cent 
lymphocytes,  and  1 per  cent  eosinophils. 

A diagnosis  of  acute  respiratory  disease  was  enter- 
tained at  the  time  of  admission. 

Roentgen  examination  taken  on  September  17 
(two  days  after  admission)  showed  no  evidence  of 
recent  or  active  parenchymal  infiltration  or  pleural 
involvement  (Fig.  1). 

In  view  of  the  patient’s  toxicity  and  temperature, 
although  physical  and  laboratory  evidence  did  not 
reveal  a pneumonic  process  at  the  time  of  admission, 
the  patient  was  placed  on  penicillin,  50,000  units 
every  three  hours,  on  September  17  (two  days  after 
admission). 

Beginning  on  September  18  (three  days  after 
admission),  physical  examination  of  the  lungs  re- 
vealed dullness  at  the  right  base  with  occasional 
fine  crepitant  rales  at  both  bases.  A diagnosis  of 
bronchopneumonia  was  entertained.  In  addition 
to  the  penicillin,  which  the  patient  was  receiving  at 
this  time,  sulfadiazine  2 Gm.  initially  and  1 Gm. 
every  four  hours  with  equal  amounts  of  sodium 
bicarbonate  was  administered. 

On  September  19  the  patient  had  a severe  chill 
and  became  cyanosed  and  dyspneic.  The  pulse 
was  thready.  The  blood  pressure  was  80  systolic, 
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Fig.  1.  Roentgenogram  showing  no  evidence  of 
recent  or  active  parenchymal  infiltration  or  pleural 
involvement. 


60  diastolic,  pulse  110  and  regular.  Examination 
of  the  chest  at  this  time  revealed  dullness  and  fine 
crepitant  rales  in  both  lung  fields,  most  marked  at 
the  bases.  The  heart  sounds  were  difficult  to  hear. 
The  patient  was  placed  in  an  oxygen  tent  and  1.2 
mg.  of  digitoxin  was  administered.  A daily  main- 
tenance dose  of  0.2  mg.  of  digitoxin  was  given. 

On  September  20,  B.  Friedlander  was  grown  from 
the  sputum  cultured  on  September  17.  In  addition, 
the  blood  culture  was  also  reported  as  positive  for 
B.  Friedlander.  Thus,  the  penicillin  was  dis- 
continued, and  streptomycin  1 Gm.  initially  and 
0.25  Gm.  every  four  hours  was  given.  Within 
twenty-four  hours  the  condition  of  the  patient 
began  to  improve. 

On  September  23  the  patient’s  temperature  was 
normal.  He  appeared  clinically  improved  and  was 
no  longer  lethargic,  cyanosed,  or  dyspneic.  X-ray 
of  the  chest  on  this  date  revealed  a diffuse  prolifera- 
tive infiltration  throughout  the  pulmonic  fields 
with  the  greatest  involvement  in  the  lower  lobes 
(Fig.  2).  These  findings  were  consistent  with  a 
diagnosis  of  bronchopneumonia.  Streptomycin  was 
discontinued  on  September  25,  and  a blood  culture 
taken  September  23  was  reported  negative. 

The  following  day  the  temperature  rose  to  101.6 
F.  Examination  of  the  lungs  revealed  dullness  and 
crepitant  rales  at  both  bases  posteriorly.  Strepto- 
mycin therapy  was  again  begun  and  continued 
until  October  3,  the  temperature  having  been  normal 
for  four  days.  All  blood  cultures  after  the  first 
positive  one  were  negative.  Radiographic  examina- 
tion of  the  chest  on  October  8 showed  a pleural 
thickening  at  the  left  costophrenic  angle,  but 
there  was  no  evidence  of  any  parenchymal  infiltra- 
tion (Fig.  3).  The  patient  was  discharged  on  Octo- 
ber 9,  1947.  At  no  time  were  any  toxic  manifesta- 
tions to  the  streptomycin  noted. 


Fig.  2.  Bilateral  proliferative  infiltration  of  the 
lower  lobes  with  areas  of  exudation  extending  up- 
ward toward  the  hilus.  Periphery  of  lungs  rela- 
tively clear;  diaphragms  of  normal  height  and  con- 
tour; there  is  no  evidence  of  pleural  involvement. 

Discussion 

Solomon  in  1940  reported  that  acute  Fried- 
lander pneumonia  terminates  fatally  within  a 
relatively  short  time.1  The  surviving  patients 
may  recover  completely  or  pass  into  the  chronic 
stage. 

The  entire  illness  of  Klebsiella  pneumonia 
may  be  divided  into  two  stages:  first  the  acute 
stage,  where  there  ensues,  in  the  majority  of 
cases,  an  aputrid  necrosis  of  the  lung  and,  quite 
frequently,  pleural  effusion,  either  purulent  or 
serous.  Second,  if  the  patient  survives,  there 
occurs  the  stage  of  chronic  pulmonary  suppura- 
tion with  one  or  more  thin-walled  abscesses, 
bronchiectasis,  or  fibrosis,  or  a combination  of  the 
processes  which  may  persist  indefinitely  with 
exacerbations  and  remissions.  Because  of  the 
presence  of  cavities  in  the  lung  and  the  frequent 
upper  lobe  involvement,  the  chronic  form  of  the 
disease  is  very  commonly  mistaken  for  tuber- 
culosis. 

Death  may  occur  at  any  point  in  the  clinical 
course,  but  occasionally,  if  the  lesion  is  not  too 
extensive,  there  may  be  apparently  complete 
resolution.1  Baehr,  Shwartzman  and  Greenspan 
noted  in  a series  of  198  infections  with  Klebsiella 
pneumoniae  only  two  cases  of  pneumonia  in 
which  clinical  and  bacteriologic  evidence  during 
life  left  no  doubt  that  the  B.  Friedlander  was  the 
primary  focus  of  pulmonary  infection.  They 
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Fig.  3.  Pleural  thickening  at  the  left  costophrenic 
angle  and  no  evidence  of  parenchymal  infiltration. 

emphasized  that  in  reporting  cases  of  primary  B. 
Friedlander  pneumonia  it  is  important  to  ex- 
clude secondary  invasions  by  this  organism 
in  cases  of  primary  pneumococcus  pneumonia, 
influenzal  pneumonia,  chronic  bronchiectasis, 
lung  abscesses,  and  tuberculous  cavitations,  and 
metastatic  infections  of  the  lung  from  a primary 
focus  of  B.  Friedlander  infection  within  the 
abdomen.9  Solomon  takes  issue  with  the  opinion 
expressed  by  Baehr  and  his  coworkers  that  the 
Friedlander’s  bacillus  is  a secondary  invader  in 
pneumonia.10 

Since  streptomycin  is  now  available,  the  need 
for  proper  evaluation  and  bacteriologic  study  of 
sputum  and  blood  is  increased,  in  order  that  a 
diagnosis  of  Friedlander  pneumonia  be  made 


early  in  the  course  of  the  disease.  By  early 
diagnosis  and  prompt  treatment  with  strepto- 
mycin, the  common  complications  of  acute 
Friedlander’s  pneumonia  as  listed  by  Solomon 
may  be  diminished  or  even  prevented.  It  should 
be  emphasized  that  once  tissue  destruction  has 
taken  place,  the  results,  even  with  streptomycin, 
are  not  favorable. 


Summary 

1.  The  incidence  of  Friedlander’s  pneumonia, 
the  incidence  of  bacteremia,  and  mortality  rates 
prior  to  the  advent  of  streptomycin  are  dis- 
cussed. 

2.  Cases  of  complete  recovery  from  Fried- 
lander’s pneumonia  with  streptomycin  found  in 
the  literature  are  cited. 

3.  A case  showing  complete  and  rapid 
recovery  from  Friedlander  bacillus  pneumonia 
by  early  diagnosis  and  treatment  with  strepto- 
mycin is  reported. 

4.  The  need  for  careful  bacteriologic  study 
of  patients  with  acute  respiratory  disease  is 
stressed  so  that  early  treatment  with  strepto- 
mycin may  be  instituted  in  cases  of  Friedlander 
pneumonia,  in  order  to  reduce  the  incidence  of 
chronic  cases  resistant  to  treatment. 


References 

1.  Solomon,  Saul:  J.A.M.A.  115:  1527  (1940). 

2.  Cecil,  R.  L.,  Baldwin,  H.  S.,  and  Larsen,  N.  P.: 
Arch.  Int.  Med.  40:  233  (1927). 

3.  Bullowa,  J.  G.,  Chess,  J.,  Friedman,  T.:  ibid.  60:735 
(1937). 

4.  Bullowa,  J.  G.:  The  Management  of  Pneumonias, 
New  York,  Oxford  University  Press,  1937. 

5.  Heilman,  F.  R.:  Proc.  Staff.  Meet.,  Mayo  Clin.  20: 
33  (Feb.  7)  1945. 

6.  Geier,  F.  M.:  Permanente  Found.  M.  Bull.  4:  159 
(Nov.)  1946. 

7.  Learner,  C.  N.,  and  Minnich,  W.  R.:  Ann.  Int.  Med. 
25:  516  (Sept.)  1946. 

8.  Bishop,  C.  A.,  Rasmussen,  R.  F.:  J.A.M.A.  131:  821 
(July  6)  1946. 

9.  Baehr,  G.,  Shwartzman,  G.,  and  Greenspan,  E. : 
Ann.  Int.  Med.  10:  1788  (1937). 

10.  Solomon,  S.:  J.A.M.A.  108:  937  (1937). 


U.N.  CHILDREN’S  FUND  BEGINS  ANTISYPHILIS  DRIVE 


A $2,000,000  campaign  to  combat  syphilis  and 
protect  new-born  infants  from  the  disease  is  being 
undertaken  by  the  United  Nations  International 
Children’s  Emergency  Fund,  it  was  announced  re- 
cently. 

The  fund’s  program  is  reported  to  be  the  first  an- 
tisyphilis program  undertaken  on  an  international 
scale. 

Allocations  already  have  been  made  for  disease- 
prevention  projects  in  Bulgaria,  Finland,  Hungary, 
Poland,  and  Yugoslavia.  With  money  allocated  by 
the  fund’s  twenty-six  nation  executive  board, 
antisyphilis  campaigns  will  be  carried  out  in  these 
countries  under  the  joint  auspices  of  the  fund  and 
the  United  Nations  World  Health  Organization. 


The  first  program  to  protect  children  and  expect- 
ant mothers  will  be  started  in  Poland  with  a $384,000 
allocation.  An  initial  contribution  of  $225,750 
has  been  set  aside  to  begin  an  antisyphilis  project 
in  Y ugoslavia.  Similar  programs  have  been  planned 
for  Bulgaria,  where  1,000  pregnant  women  and  3,900 
children  will  be  aided  under  a $51,000  grant,  and 
Hungary,  where  $65,000  has  been  set  aside  to  treat 
5,250  mothers  and  200  infants. 

The  Polish  campaign,  fund  officials  explained,  will 
serve  as  a model  for  other  countries,  since  plans 
already  are  under  way  to  extend  the  programs  to 
Italy  and  Czechoslovakia.  The  fund’s  executive 
board  has  recommended  also  that  conditions  be  sur- 
veyed in  Albania,  Greece,  Rumania,  and  China. 


SPA  THERAPY  IN  DISEASES  OF  THE  SKIN 

Eugene  Neuwirth,  M.D.,  New  York  City 

( From  the  Department  of  Physical  Medicine,  Mount  Sinai  Hospital,  and  the  Arthritis  Clinic,  St.  Luke’s 
Hospital) 


NATURALLY  occurring  thermal  and  hot 
springs  (mineral  waters)  have  been  used 
internally  and  externally  for  the  treatment  of 
systemic  and  local  diseases  since  time  immemorial. 
In  our  country,  however,  the  therapeutic  poten- 
tialities of  natural  mineral  waters  and  other 
natural  spa  media  have  never  been  fully  appre- 
ciated, particularly  with  regard  to  cutaneous 
affections.  The  importance  of  personal  expe- 
rience with  health  resort  measures  as  employed  in 
the  treatment  of  dermatologic  disorders  was 
stressed  in  a recent  article  by  Cipollaro.1  He 
points  out  that  most  American  dermatologists, 
including  himself,  have  had  little  personal  ex- 
perience with  health  resorts.  E.  Wohlstein  and 
the  author  have  found  natural  sulfur  waters  and 
natural  sulfur  mud  very  useful  in  the  treatment 
of  a number  of  dermatoses.2-5  This  essay  deals 
with  our  experience  in  this  respect. 

In  Europe,  bathing  in  natural  mineral  waters 
and  the  employment  of  other  spa  media,  such  as 
mud,  peat,  and  moors,  are  well  developed  and 
recognized  procedures  in  the  treatment  of  cuta- 
neous diseases.  Spa  care  has  proved  therapeu- 
tically effective,  especially  in  chronic  and  recur- 
rent dermatologic  disorders  resistant  to  ordinary 
dermatologic  measures.  It  should,  however,  be 
emphasized  that  many  recalcitrant,  chronic,  and 
recurrent  cutaneous  disorders  which  do  not  re- 
spond to  usual  dermatologic  management,  also 
fail  to  improve  at  a spa. 

Spa  Benefits 

The  curative  effects  of  natural  spa  media  have 
been  variously  ascribed  to  spirits  residing  in  the 
springs,  to  the  chemical  properties  of  dissolved 
minerals,  to  radioactivity,  to  thermal  action,  to 
the  sweating  process,  and  to  psychic  factors.  It 
is  argued  again  and  again  that  the  curative  value 
of  natural  mineral  waters  is  in  no  way  superior  to 
that  of  artificially  medicated  or  even  ordinary 
water.  To  date,  however,  all  attempts  with 
artificially  medicated  waters  have  failed  to 
duplicate  the  benefits  derived  from  the  use  of 
natural  spa  products.  The  failure  is  not  fully 
explained  by  the  absence  of  trace  elements  in  the 
artificially  medicated  substances.6 

Psychic  influences  undoubtedly  play  an  im- 
portant role  in  bringing  about  improvement  in  a 
patient’s  psyche  and  soma,  but  they  are  part  and 
parcel  of  the  many  benefits  which  a stay  at  a spa 
offers : life  for  a shorter  or  longer  period  of  time 
under  conditions  wholly  different  from  those  at 


home;  retreat  from  worries,  anxiety,  and  the  fast 
tempo  of  everyday  living;  beauty  of  the  scenery 
of  the  spa  which  is  often  situated  in  a picturesque 
valley;  favorable  climate;  freedom  from  en- 
vironmental pollens  and  dust;  rest  and  relaxa- 
tion; individually  adjusted  diets;  outdoor 
exercises  and  sports  in  prescribed  amounts; 
interesting  excursions;  entertainment;  sitting  in 
the  “cure  park”  or  on  the  "cure  terrace”  and 
listening  to  the  “cure  music”  or  to  fellow  suf- 
ferers who  report  improvement  in  their  condition 
or  in  that  of  others;  drinking  mineral  waters — all 
tend  to  enhance  the  dominating  purpose  of  every 
spa,  namely,  getting  well.  The  will  and  deter- 
mination on  the  part  of  everyone  connected  with 
the  spa  management,  physicians,  personnel  and 
inhabitants,  in  every  way  to  help  the  patient  re- 
gain his  health  is  of  inestimable  value.  The 
natural  advantages  of  the  spa,  the  spa  regimen, 
and  the  spa  measures  together  bring  about 
notable  improvement  in  the  general  health — the 
physical,  mental  and  emotional  states  of  the 
patient.  These  factors  substantially  aid  the  re- 
covery of  cutaneous  diseases  of  patients  with 
psychoneurotic  backgrounds,  as  of  idiopathic 
generalized  pruritus,  prurigo,  lichen  planus,  and 
urticaria  chronica. 

Classification  of  Spa  Waters 

Spa  waters  exert  a stimulating  or  a soothing 
influence  upon  the  body.  Sulfur  spa  waters  exert 
a stimulating  action.  In  general,  however,  spa 
waters  are  classified  on  a chemical  basis,  according 
to  the  predominance  of  one  or  the  other  cation  or 
anion.  In  sulfur  or  sulfuretted  waters,  the  sul- 
fides, thiosulfates  and  sulfates  of  sodium,  calcium, 
and  magnesium  predominate.  Sulfuretted  waters 
are  charged  with  hydrogen  sulfide  gas.  Other  spa 
waters  are:  sulfate  or  earthy  waters,  alkaline  and 
alkaline-saline  waters,  and  waters  which  contain 
iron,  arsenic  or  iodine. 

Percutaneous  Absorption. — Generally  speak- 
ing, electrolytes  in  an  aqueous  solution  do  not 
penetrate  the  intact  skin  of  mammals.  The  skin 
is  impermeable  to  salts  containing  physiologic 
(sodium  calcium)  or  nonphysiologic  cations 
(lithium,  rubidium,  strontium).7  Some  anions, 
however,  seem  to  penetrate  the  skin.  Iodine  has 
been  recovered  from  the  urine  after  iodide  solu- 
tions were  applied  to  the  skin.  Lipoid  soluble 
substances,  such  as  hydrogen  sulfide,  penetrate 
unbroken  skin.  A certain  degree  of  solubility  of 
substances  in  water  together  with  high  lipoid 
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solubility  represent  the  optimum  for  transepi- 
dermal  absorption.7  The  absorption  barrier  is  in 
the  transitory  layers  between  the  cornified  and 
noncornified  epithelium.  Breaks  in  the  epi- 
dermal barrier  such  as  are  caused  by  cutaneous 
lesions  permit  the  absorption  of  substances  which 
otherwise  would  not  penetrate  the  skin. 

Sweating  Process. — Through  spa  measures, 
heat  is  imparted  to  the  body  by  conduction  while 
loss  of  heat  is  prevented.  This  results  in  a rise  in 
the  body  temperature  and  a speeding  up  of 
general  metabolism.  To  bring  about  heat  loss, 
copious  sweating  is  induced  with  subsequent 
evaporation  of  the  water  from  uncovered  areas  of 
body  surface.  High  moisture  content  of  the  en- 
vironment impedes  evaporation  of  the  sweat  and 
thus  helps  to  check  heat  loss. 

Patients  as  well  as  many  physicians  have  al- 
ways attached  therapeutic  value  to  profuse 
sweating.  It  is  asserted  that  “poisons,”  notably 
“acid”  substances,  especially  lactic  acid,  are 
eliminated  in  increased  amounts  in  the  sweat. 
In  this  connection,  the  alleged  value  of  sweating 
in  nephritis  may  be  recalled. 

Along  with  increased  sweating,  water  vapor 
and  carbon  dioxide  escape  through  the  over- 
ventilated lungs.  The  ingestion  of  large  quanti- 
ties of  mineral  water  promotes  elimination 
through  the  urine  and  the  bowels. 

Internal  Administration. — The  sulfur  spa  water 
may  also  be  administered  by  mouth.  Sulfur 
mineral  water  often  exerts  a mild  laxative  effect. 
The  physiologic  action  of  the  mineral  water  of  the 
springs  ingested  at  the  source  is  partly  due  to  the 
water  as  such  and  partly  to  the  ionic  dissociation 
of  the  molecules  of  the  mineral  compounds  pres- 
ent in  the  water  (iomc  therapy) . 

Bathing,  in  conjunction  with  drinking  spa 
water,  hastens  the  elimination  of  drugs  used  for 
internal  and  external  dermatologic  treatment. 
Sulfur  spas  have  long  been  known  to  be  effective 
in  ridding  the  body  of  drugs  such  as  mercury, 
bismuth,  arsenic,  and  gold.  In  former  times, 
patients  afflicted  with  syphilis  were  often  referred 
to  sulfur  water  spas  to  carry  out  mercury  rubs. 
Patients  with  rheumatoid  arthritis  seem  to 
tolerate  injections  of  gold  salts  much  better  when 
undergoing  simultaneously  treatment  at  spas 
with  sulfur  water. 

The  author  administered  sulfur  spring  water 
also  by  intravenous  and  intramuscular  injection 
for  nonspecific  desensitization. 

Mineral  Muds 

Mineral  muds  are  well  suited  for  packs  as  they 
usually  are  of  a buttery  consistency  and  have  a 
high  degree  of  plasticity,  low  specific  heat,  poor 
heat  conductivity,  and  high  specific  gravity.  Part 
of  the  therapeutic  action  of  most  muds  can  be 


attributed  to  their  content  of  microscopic  grains 
of  quartz,  diatoms,  coccoliths,  needles,  and  the 
like,  which  produce  hyperemia  of  the  skin  by 
mechanical  stimulation.  Among  the  chemical 
substances  contained  in  muds,  the  sulfur  com- 
pounds deserve  special  mention.  The  presence 
of  lipoid  soluble  sulfur  compounds,  such  as 
hydrogen  sulfide,  is  important,  for  these  com- 
pounds are  able  to  pass  through  the  unbroken 
skin.  The  sulfur  acts  both  as  a nonspecific 
stimulant  and  as  a chemical  for  indicated  sulfur 
therapy. 

Technic. — Mud  is  applied  in  the  form  of 
baths  or  packs.  The  temperature  of  the  mud 
baths  ranges  from  100  to  106  F.  or  higher.  Mud 
as  well  as  peat  can  be  given  at  higher  tempera- 
tures than  water  because  the  point  of  thermal 
indifference  for  these  products  is  higher.  Because 
full  as  well  as  three-quarter  mud  baths  are  apt  to 
cause  exhaustion,  the  application  of  mud  in  the 
form  of  general  or  partial  packs  is  the  method  of 
choice  in  the  treatment  of  diseases  of  the  skin. 
This  involves  the  following  procedure:  the  whole 
or  parts  of  the  body  are  covered  with  four-inch 
thick  layers  of  hot  mud,  then  wrapped  in  oil 
cloth,  white  sheeting  and  woolen  blankets.  Mud 
packs  are  usually  followed  by  a bath  in  the  sulfur 
spa  water  after  which  a dry  pack  is  applied,  i.e., 
the  patient  is  wrapped  in  a hot  sheet  and  a woolen 
blanket.  Massage,  consisting  of  rubbing  and 
kneading,  of  the  whole  body  is  the  next  step. 
This  is  followed  by  topical  medication.  The  skin 
surface  being  cleared  of  scales,  fatty  material,  and 
debris,  and  the  glandular  and  follicular  pores 
being  freed  of  greasy  scales  permits  closer  contact 
of  topical  medications  with  the  diseased  skin, 
whereby  transepidermal  absorption  of  lipoid 
soluble  substances  through  the  appendages  is 
promoted. 

Rest  in  bed  for  at  least  two  hours  concludes  the 
treatment.  This  procedure  is  repeated  three  to 
five  times  a week. 

The  temperature  of  the  mud  used  for  packs  is 
110  to  126  F.,  that  of  the  sulfur  water  ranges  be- 
tween 100  to  104  F.  The  separate  stages  of 
treatment  (full  or  partial  mud  bath,  or  general  or 
partial  mud  pack,  thermal  bath,  and  dry  pack) 
last  on  the  average  from  fifteen  to  twenty-five 
minutes,  depending  mainly  upon  the  temperature 
of  the  spa  media.  The  factors  which  determine 
the  temperature  and  the  duration  of  the  spa  pro- 
cedures are:  the  nature  of  the  cutaneous  disorder, 
the  extent  of  skin  area  to  be  treated,  the  general 
health,  appearance,  and  age  of  the  patient,  and 
the  condition  of  the  heart  and  blood  vessels. 

Mud  Pool  Baths — The  mud  pool  is  a large 
pool,  the  bottom  of  which  is  covered  with  hot  mud 
(knee  deep)  into  which  hot  sulfur  springs  dis- 
charge. The  water  in  the  pool  is  shoulder  high. 
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The  temperature  of  the  mud  pool  bath  is  about 
105  to  106  F.  When  the  patients  move  about 
they  stir  up  the  mud  causing  it  to  mix  with  the 
water  to  form  a suspension.  The  duration  of 
these  baths  ranges  from  twelve  to  fifteen  minutes 
or  less.  The  other  steps  involved  in  this  pro- 
cedure include  dry  pack,  massage,  local  applica- 
tion of  the  drug  to  be  used,  and  bed  rest. 

Reactions 

The  body  responds  to  the  application  of  hot 
spa  products  to  the  skin  with  local,  focal,  and 
systemic  reactions.  The  local  reactions  are  char- 
acterized by  vasodilatation  and  increased  flow  of 
blood  at  the  site  of  application,  evidenced  by  in- 
tense local  erythema.  The  flow  of  lymph  and 
diapedesis  of  leukocytes  are  heightened.  These 
processes  increase  tissue  metabolism  and  quicken 
tissue  respiration,  and  supply  oxygen  and  nutri- 
ment in  amounts  necessary  for  meeting  the  needs 
of  the  tissues.  The  physiologic  effects  produced 
by  the  action  of  spa  products  applied  to  the  skin 
promote  resorption  of  the  products  generated  by 
the  pathologic  process  involving  the  skin,  en- 
hance resolution,  and  stimulate  tissue  repair. 

Frequently,  within  twenty-four  hours  after  spa 
treatment,  the  cutaneous  lesion  exhibits  a de- 
layed reaction  which  is  manifested  by  an  intensi- 
fication of  the  symptoms  and  signs.  This  is 
known  as  focal  reaction. 

The  heat  applied  to  the  cutaneous  surface  is 
carried  inward  with  consequent  rise  in  body  tem- 
perature, and  enhancement  of  general  circulation 
and  metabolism.  It  is  claimed  that  thermal, 
chemical,  and  mechanical  stimuli  as  embodied  in 
spa  measures  effect  the  release  of  histamine  or 
histamine-like  substances  with  consequent  vaso- 
dilatation and  cutaneous  erythema.8  Part  of  the 
influence  of  the  substances  seems  to  be  exerted 
through  the  autonomic  nervous  system  and  the 
endocrine  glands.  The  influence  of  spa  measures 
on  the  endocrine  glands  through  the  mediation  of 
the  skin  and  the  autonomic  nervous  system  be- 
comes apparent  in  the  systemic  reaction  (“cure 
reaction,”  “cure  crisis”).  The  systemic  reaction 
exhibits  symptoms  and  signs  similar  to  those  of 
protein  shock  therapy. 

Undesirable  Effects 

Not  to  be  confused  with  systemic  reaction  is 
the  “cure  exhaustion”  (thermal  debility).  Lassi- 
tude and  general  malaise  are  caused  by  too  fre- 
quent and  too  prolonged  bathing  in  spa  media 
that  are  too  hot. 

Mention  should  also  be  made  of  the  dermatitis 
which  occasionally  develops  as  a result  of  contact 
with  sulfur  spa  water  and  sulfur  mud.  The  skin 
becomes  dry,  red,  and  desquamates;  vesicles  may 
also  form.  The  cutaneous  manifestations  quickly 


regress  when  bathing  is  omitted ; they  may  recur 
in  patients  with  very  sensitive  skins.  The  type  of 
contact  dermatitis  due  to  spa  media  varies  with 
the  spa. 

Profuse  sweating  may  cause  miliaria. 

Types  of  Dermatoses  Benefited  by 
Spa  Therapy 

The  various  members  of  the  eczema  group  are 
often  favorably  influenced  by  spa  treatment. 
Marked  benefit  may  be  obtained  by  patients 
afflicted  with  widespread  or  localized  types  of 
neurodermatitis,  and  by  patients  with  contact 
dermatitis  (dermatitis  venenata).  The  eczema- 
toid  condition  secondary  to  intense  pruritus  and 
scratching  in  the  anal  and  pudendal  regions 
characterized  by  redness,  infiltration,  thickening, 
induration,  and  weeping  frequently  responds  to 
spa  measures,  especially  in  combination  with 
colonic  irrigations  and  vaginal  douches  with 
natural  sulfur  water.  However,  one  should  al- 
ways search  for  underlying  etiologic  factors. 
Acute  or  subacute  eczematous  eruptions  do  not 
benefit  from  spa  therapy. 

The  cutaneous  manifestations  complicating 
varicose  ulcers  and  the  ulcers  themselves,  par- 
ticularly the  sclerotic  and  torpid  ones,  are  often 
successfully  managed  by  bathing  in  the  hot  sulfur 
springs  and  by  the  use  of  mud,  massage,  and  rest. 
In  obstinate  decubital  and  x-ray  ulcers,  epithe- 
lialization  is  greatly  enhanced  by  mud  packs. 
Lymphedema  with  hypertrophy  of  the  skin  and 
subcutaneous  tissues  affecting  the  extremities  are 
satisfactorily  improved  by  mud  packs,  thermal 
baths,  massage,  and  rest. 

Recent  chilblains  and  congelations,  even  of  mild 
severity,  fail  to  respond  to  spa  treatment,  but  old 
and  severe  cases  of  dermatitis  congelationis  are 
definitely  improved.  Such  treatments  have  been 
carried  out  successfully  in  desperate  cases  where 
dermatologic  measures  have  failed. 

Raynaud’s  disease  and  erythromelalgia  are  also 
amenable  to  spa  measures.  In  a case  of  Yon 
Recklinghausen’s  disease  (neurofibromatosis) 
with  painful  tumors,  the  sensation  of  pain 
vanished  with  spa  therapy  and  the  tumors  be- 
came soft.  Patients  with  neuralgic  sequelae  after 
herpes  zoster  as  well  as  patients  with  cutaneous 
manifestations  produced  by  injuries  to  peripheral 
nerves  causing  burning  pain  (causalgia)  are  fre- 
quently referred  for  the  application  of  mud 
packs. 

In  many  cases  of  psoriasis,  spa  measures  are 
employed  to  advantage.  Generalized  and  even 
universal  eruptions  may  clear  up  after  treatments 
with  mud.  On  the  other  hand,  cases  with  a few 
erythematous  and  scaly  patches  may  prove  to  be 
unresponsive  to  spa  therapy.  About  1 per  cent 
of  patients  suffering  with  psoriasis  also  have 
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arthritis  (arthropathic  psoriasis).  The  arthritis 
is  usually  of  the  rheumatoid  type  and  effects  most 
severely  the  terminal  interphalangeal  joints,  es- 
pecially those  of  the  toes.  Exacerbations  and  re- 
missions of  the  skin  lesions  run  parallel  with  the 
articular  symptoms  and  signs.  To  secure  best 
therapeutic  results,  in  addition  to  spa  measures, 
other  physical  agents  such  as  natural  sunshine  or 
quartz  light  as  well  as  internal  drugs  and  topical 
applications  are  employed. 

Patients  with  exfoliative  dermatitis  may  ex- 
perience slight  to  moderate  relief  from  itching  and 
chilliness  and  may  notice  objective  improvement 
through  spa  measures.  In  a case  that  followed 
psoriasis  and  where  the  eruption  was  universal, 
mud  treatments  brought  about  a remarkable 
improvement  after  six  weeks.  Following  the  em- 
ployment of  mud,  sulfur  petrolatum  (10  per  cent) 
was  applied  to  the  skin.  Wohlstein  successfully 
treated  by  means  of  mud  packs  a case  of  pityriasis 
rubra  (Hebra)  that  was  previously  managed  by 
Unna  with  ink  baths  and  adrenalin  ointments. 

Two  cases  of  pityriasis  rubra  pilaris  were  un- 
affected by  spa  treatments.  Cases  of  chronic 
lichen  planus  with  generalized  or  localized  erup- 
tions usually  derive  benefit  from  spa  therapy.  In 
a case  of  pityriasis  lichenoides  chronica  (Para- 
psoriasis guttata)  the  therapeutic  result  was  ex- 
cellent. In  ichthyosis,  spa  care  softens  the  skin 
and  diminishes  scaling. 

The  use  of  hot  mud  packs  for  the  deep-seated 
nodes  of  acne  indurata  and  also  for  the  lesions  of 
acne  conglobata  may  accomplish  good  results. 
In  cases  of  chronic  furunculosis,  favorable  and  un- 
favorable results  are  obtained  with  spa  measures. 
Packs  with  hot  sulfur  mud  help  to  accelerate  the 
involution  of  the  nodular  manifestations  of 
sycosis  vulgaris  and  tinea  barbae.  Treatment 
with  mud  packs  hastens  regression  of  rheumatic 
nodules. 

Various  forms  of  cutaneous  tuberculosis,  par- 
ticularlv  papulonecrotic  tuberculids,  scrofulo- 
derma and  erythema  induratum  (Bazin)  are 
favorably  influenced  through  spa  care.  Wohlstein 
employed  mud  in  cases  of  rosacea,  ulerythema 
ophryogens,  and  in  lupus  erythematodes. 


Summary  and  Conclusions 

1.  The  role  of  spa  therapy  in  diseases  of  the 
skin  is  discussed. 

2.  Therapeutic  spa  measures  are  outlined. 

3.  There  is  no  routine  spa  treatment.  Treat- 
ment must  be  individualized  for  each  patient. 

4.  Spa  care  takes  the  patient  away  from  the 
dreary,  everyday  chores  and  sets  him  in  a new 
environment  with  a hope  of  a “cure.”  The  spa 
per  se,  the  scientifically  regulated  regimen,  and 
the  spa  measures  combine  to  establish  optimal 
general  health. 

5.  Sulfur  spring  waters  and  sulfur  mud  act  as 
stimulating  agents  in  a number  of  chronic,  stub- 
born diseases  of  the  skin  which  fail  to  respond  to 
ordinary  dermatologic  care. 

6.  The  United  States  abounds  in  mineral 
springs  and  other  natural  products  at  spas  posses- 
sing facilities  for  their  use  in  diseases  of  the  skin 
to  make  it  unnecessary  to  go  to  foreign  resorts.* 

7.  Spa  care  should  be  looked  upon  as  a valu- 
able supplement  to  the  recognized  therapeutic 
armamentarium  of  dermatologists  practicing  at  a 
spa. 

8.  Spa  therapy  is  an  established  component 
part  of  physical  dermatotherapy. 

123  East  84th  Street 


* In  1930,  approximately  100,000  Americans  were  treated 
at  European  spas.* 1 2 3 4 5 6 7 8 9 

I wish  to  acknowledge  my  deep  appreciation  to  Dr.  V.  H. 
Mendelsohn,  who  read  the  manuscript  and  gave  valuable  aid 
to  the  author. 
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THE  CLINICAL  IMPORT  OF  BLOOD  CHOLINESTERASE  DETERMINA- 
TIONS IN  CHOLINERGIC  EPISODES  AND  STATES  IN  THE  HUMAN 

Cyril  Solomon,  M.D.,  Robert  D.  Barnard,  M.D.,  and  Harry  G.  Golan,  M.D., 

Hollis,  New  York 

{From  the  Terrace  Heights  Hospital) 


THE  discovery  of  adrenalin  was  followed  by 
the  exhaustive  work  of  Cannon  which  pur- 
ported to  show  that  this  hormone  was  the  chemi- 
cal mediator  of  the  thoracolumbar  autonomic 
nervous  system.1  The  theory  was  utilized  by 
experimental  physiologist  and  clinician  alike  and 
had  a large  part  in  the  therapeutic  development 
of  adrenalin  and  other  sympathomimetic  amines. 
Less  spectacular  but  of  equal  importance  was  the 
hypothesis  of  Dale  that  the  parasympathetic 
autonomies  and  the  somatic  nervous  system  were 
mediated  by  the  liberation  of  a muscarine-like 
substance  at  synaptic  and  myoneural  junctions.2 
This  hypothesis  was  vindicated  when  Loewi 
demonstrated  that  stimulation  of  the  vagus  was 
followed  by  the  appearance  of  acetylcholine  (ACh) 
within  the  heart  muscle.3  The  classic  “vagal” 
heart  slowing  was  apparently  due  to  liberation  of 
ACh.  The  latter  could  be  demonstrated  if  the 
blood  of  the  animal  whose  vagus  was  stimulated 
was  passed  through  another  animal  by  cross 
circulation.  The  heart  of  the  second  animal 
would  slow  on  stimulation  of  the  vagus  of  the 
first.  This  particular  nerve  action,  therefore,  had 
a “humoral”  or  “hormonal”  basis.  Similar  cir- 
cumstances were  soon  shown  to  exist  at  all  synap- 
tic and  myoneural  junctions. 

Since  nerve  action  is  rapid  and  evanescent, 
whereas  humoral  activity  is  usually  sustained,  an 
explanation  of  the  unprotracted  response  on 
vagus  stimulation  had  to  be  forthcoming.  Loewi 
found  within  the  heart  muscle  an  enzyme  capable 
of  inactivating  ACh.  The  same  or  a similar 
enzyme  was  also  found  in  practically  all  tissues, 
and  it  was  decided  that  the  presence  of  this 
enzyme  was  a necessity;  otherwise  stimulation  of 
a nerve,  releasing  ACh,  would  cause  an  effector 
response  sustained  long  after  its  period  of 
physiologic  utility.  It  might  even  result  in 
acetylcholine  poisoning,  since  the  latter  sub- 
stance is  diffusible  and  could  obviously  be  carried 
by  the  blood  stream  (as  in  the  above  experiment) 
away  from  its  site  of  formation. 

Naturally  enough,  the  highest  concentration 
of  this  enzyme  (which  hydrolyzed  the  ester  link- 
age in  ACh  and  was,  therefore,  termed  “cholin- 
esterase” and  represented  by  the  symbol,  ChE) 
was  found  in  nerve  tissue,  but  it  was  also  found  to 
be  present  in  appreciable  and  constant  concen- 
tration in  such  a typically  non-nefvous  tissue  as 
the  blood.  A great  many  of  the  investigations 


were  restricted  to  serum  ChE  concentration  de- 
terminations alone,  whereas  the  bulk  of  the  blood 
ChE  in  the  human  is  erythrocytic.4  For  that 
reason,  significant  variations  in  the  concentration 
of  the  whole  blood  enzyme  (which  represents  the 
true  potential  of  this  fluid  as  a systemic  ACh 
neutralizer)  were  overlooked.  Because  the 
serum  and  erythrocyte  ChE  ratios  frequently 
alter  without  absolute  total  variation,  wide 
fluctuations  in  the  serum  ChE  concentrations  did 
not  permit  conclusion  as  to  their  significance. 
Milhorat  was  able  to  show  a parallelism  between 
serum  ChE  depression  and  clinical  severity  of 
certain  conditions;  Antopol  and  his  co workers 
found  an  increase  in  hyperthyroidism  and  a de- 
crease in  anemias  and  debilitated  states,  and 
ChE  determinations  in  serum  were  considered 
to  be  of  diagnostic  value  in  barbiturate  addiction, 
jaundice,  and  hepatic  cirrhosis.5-8  Serum  ChE 
lowering  was  also  found  in  eclampsia,  and  here 
again  diagnostic  and  prognostic  significance  has 
been  stressed.9"11  Low  serum  ChE  values  were 
encountered  in  nephropathies  and  hepatopathies. 
On  the  latter  basis,  a hepatic  origin  of  serum  ChE 
has  been  assumed. 

Serum  ChE  variations  in  health  and  disease 
have  also  been  reported  by  other  investigators, 
among  which  Faber  and  Cruxatto  and  Huidobro, 
while  admitting  marked  variation  from  the 
average  in  various  diseases,  discount  any  diag- 
nostic significance  to  the  figures.12"16 

Reports  on  whole  blood  cholinesterase  figures 
lead  to  other  conclusions.  Figures  for  whole 
blood  ChE,  while  still  sparse,  are  nevertheless 
sufficient  to  indicate  a remarkable  constancy  for 
any  individual  during  health,  a fair  constancy 
between  healthy  individuals,  and  definite  pat- 
terns of  departure  from  the  average  in  disease. 
The  pioneer  work  of  Sabine  in  which  the  partition 
of  whole  blood  ChE  between  serum  and  erythro- 
cytes was  measured — a classic  apparently  over- 
looked until  attention  was  again  focused  on  it  by 
the  more  recent  work  of  Davis  and  that  of  the 
author’s  group — showed  that  blood  ChE  values 
were  somewhat  elevated  in  the  hypochromic  or 
“secondary”  anemias,  whereas  in  pernicious 
anemia  they  were  lowered,  rising  during  remis- 
sion.17"20 Sabine  concluded  that  the  elaboration 
of  blood  ChE  was  a bone  marrow  function. 
Measurement  of  both  serum  and  erythrocytic 
ChE  fractions  by  Weber  confirmed  the  reported 
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rise  in  the  former  in  the  chronic  allergies  and 
showed  the  whole  blood  ChE  to  be  elevated  in  the 
latter.21-24  This  is  denied  by  Alles  and  Hawes.25 
Berger  reported  an  increase  both  of  blood  ACh 
and  ChE  in  “functional  disturbances  of  the 
autonomic  nervous  system.”26 

We  must  accept  the  verity  of  the  suggestion, 
inherent  in  many  reports  that,  in  the  human, 
occasional  or  even  frequent  ACh  “flooding”  from 
the  nervous  system  does  occur — that,  as  Alex- 
ander has  pointed  out,  the  human  is  a “choliner- 
gic” animal.27-29  It  is  believed  that,  because  of 
the  large  relative  size  of  the  nervous  system  of  the 
human,  this  system  may  act,  in  effect,  as  a mas- 
sive endocrine  organ  for  the  elaboration  of  sys- 
temically  escaping  cholinergic  substance.  A 
special  mechanism  has  to  be  extant  to  cope  with 
the  cholinergic  “seepage,”  and,  presumably,  for 
this  reason  the  blood  ChE  is  higher  in  man  than 
in  any  other  mammal.4 

Blood  Donor  Syncope  and  Related  "Shock” 
States 

The  importance  of  ACh  “flooding”  became 
evident  during  the  war  with  close  medical  ob- 
servation of  the  three  forms  of  cholinergic  re- 
sponse: syncope  of  blood  donors,  typhoid  vaccine 
reactions,  and  the  shock  responses. 

During  the  war,  several  million  healthy  sub- 
jects made  blood  donations.  Seven  per  cent  de- 
veloped a syncope  syndrome  (weakness  or  actual 
fainting,  pallor,  hypotension,  hypothermia,  and 
hyperdrosis) . One  out  of  100  of  this  7 per  cent 
had  an  epileptoid  or  tetany  phase,  or  both,  ac- 
companying or  complicating  the  syncope  syn- 
drome. The  syncope  was  frequently  protracted 
into  a condition  indistinguishable  from  surgical 
shock,  and  occasionally  there  was  precipitation  of 
a coronary  occlusion.30 

The  marked  similarity  of  blood  donor  syncope 
to  “primary”  or  “neurogenic”  shock  was  arrest- 
ing and  repeatedly  noted.31,32  Blood  donor  syn- 
cope also  duplicates  the  syndrome  produced  by 
intravenous  injection  of  ACh,  provided  the  sub- 
ject has  the  same  well-defined  set  of  physical  and 
psychologic  stigmata  that  characterizes  the  in- 
dividual who  faints  either  in  anticipation  of, 
during,  or  following  blood  donation.33  Such 
subjects  have  a diminished  skin  vascularity  and  a 
well-developed  panniculus  adiposus  (even  the 
absence  of  any  degree  of  obesity).34  The  blood 
ChE  is  within  normal  limits  but  may  be  lower 
than  the  average.35  The  response  to  the  endo- 
genous ACh  is  uriique  in  this  type  of  reactor. 

When  the  total  blood  ChE  is  lowered  by  bleed- 
ing (moderately  by  withdrawal  of  a pint;  mark- 
edly by  loss  of  a quart),  the  circulating  ACh  in 
these  subjects,  causes  vagal  cardiac  inhibition.17,36 
This  is  one  of  the  muscarinic  effects  of  ACh.  By 
nicotinic  effect,  there  is  marked  constriction  of  the 


skin  capillary  bed  (hence  the  pallor),  capillary 
arteriovenous  dissociation,  mild  “forward”  car- 
diac failure,  and  syncope.34  Thus  the  blood 
donor  syncope  syndrome  is  an  example  of  a 
cholinergic  reaction.  Blood  donation  or  its  an- 
ticipation leading  to  such  a reaction  is  a choliner- 
gic episode. 

Typhoid  Vaccine  Reactors  and  Atopic 
Cholinergic  Reactions 

Because  of  current  interest  in  shock  states  and 
the  apparent  relationship  of  blood  donor  syncope 
thereto,  another  class  of  syncope  reactors,  those 
from  typhoid  vaccine  administration,  was  in- 
vestigated.37 Within  a one-  to  two-day  interval 
following  the  administration  of  the  second  dose 
of  the  Rawlings  strain  typhoid  vaccine  used  by 
the  Army,  some  of  the  subjects  had  a syncope 
reaction  similar  to  blood  donor  syncope.  In  a 
similar  percentage  the  syncope  reaction  was  ac- 
companied or  complicated  by  an  epileptoid  phase. 
Further  inquiry  revealed  that  other  subjects 
undergoing  typhoid  immunizations  would  ex- 
hibit different  reactions.  There  was,  however,  in 
all  reactions,  a common  nosologic  feature  in  that 
such  reactions  occurred  only  during  a certain  in- 
terval following  the  second  dose  of  vaccine  and  in 
individuals  of  certain  definitive  body  type. 

Reactions  to  typhoid  vaccine  could  be  classified, 
along  with  the  reactors,  into  three  major  catego- 
ries; epileptoid-syncope,  atopic-exudative,  and 
fibrillary-pyrexial-tetanic . 

1.  Epileptoid-syncope  reactions  and  reac- 
tors have  been  described  under  the  heading  of 
blood  donor  syncope. 

2.  Atopic-exudative  reactions  are  appar- 
ently allergic  or  anaphylactic  in  nature  and  may 
be  divided  into  two  subtypes: 

(а)  Visceral  atopic — usually  manifested  by 
an  attack  of  bronchial  asthma,  sternu- 
tation with  conjunctivitis  and  rhinor- 
rhea,  and/or  gastrointestinal  hyper- 
motility. 

(б)  Cutaneous  atopic — usually  urticarial 
but  occasionally  petechial  or  frankly 
purpuric. 

Blood  ChE  studies  have  not  given  much  infor- 
mation on  the  underlying  mechanism  of  the  acute 
atopic  attacks.  Much  of  the  published  evidence 
is  contradictory.21-25  Histamine  is  a cholinergic 
drug,  and  anaphylaxis  in  animals  is  accompanied 
by  estrapenia.38,39  However,  in  the  instance  of 
cholinergic  reactions,  it  is  dangerous  to  draw  con- 
clusions for  the  human  on  the  basis  of  animal  ex- 
periments, since  humans  are  probably  unique  in 
their  reactions  to  cholinergic  stimuli. 

Following  repeated  sensitizations,  in  the 
chronic  allergies,  or  after  prolonged  administra- 
tion of  cholinergics  (acetylcholine,  histamine, 
insulin),  there  is  protracted  elevation  of  blood 
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ChE  in  the  human.40-42  There  is  thus  an  ex- 
planation for  the  efficacy  of  certain  cholinergics  as 
“desensitizers”  to  cholinergic  episodes,  although 
such  “desensitization”  is  nonspecific  in  the 
allergy  sense.  Again  the  term  “atopy”  is  pref- 
erable. 

3.  Fibrillary-pyrexial-tetanic  reactions  are  com- 
posed of  the  classic  rigor,  chills,  and  fever  symp- 
toms. The  somatomotor  phase  may  vary  from 
fibrillary  twitchings  to  the  coarse  spasms  of 
tetany,  the  last,  however,  being  readily  distin- 
guishable from  the  clonus  of  the  epileptoid  phase 
of  syncope.  Here,  again,  the  reactivity  to  ty- 
phoid vaccine  is  purely  nonspecific,  the  same  type 
of  reactor  evincing  a fibrillary  pyrexial  response 
to  any  cholinergic  stimulus  whatever,  whether 
this  be  of  the  nature  of  infection,  metabolic  dis- 
turbance, or  emotional  stress. 

Any  cholinergic  stimulus  or  group  of  stimuli 
can  additively  summate  to  produce  a cholinergic 
reaction,  and  the  latter  is  liable  to  manifest  itself 
in  any  single  one  or  any  combination  of  the  reac- 
tions described.  The  ultimate  form  of  a choliner- 
gic reaction  or  state  will  depend  more  on  the 
constitutional  predisposition  of  the  reactor  than 
the  specific  nature  of  the  cholinergic  episode  or 
stimulus  inducing  the  reaction.  Thus,  emotional 
stress,  infection,  the  administration  of  ACh  or 
histamine  or  essential  estrapenia  will  produce  one 
set  of  symptoms  in  one  individual  and  an  entirely 
different  train  of  manifestations  in  another.  It 
also  follows  logically  that  there  may  be  a group  of 
individuals  in  whom  estrapenia  or  the  imposition 
of  cholinergic  stimuli  will  produce  no  manifest 
reaction  whatever. 

Malignant  Estrapenia  and  the  Blood 
Dyscrasias 

Sabine  demonstrated  the  primary  role  of  the 
bone  marrow  in  the  elaboration  and  maintenance 
of  the  blood  ChE.  In  the  malignant  hematologic 
dyscrasias  are  found  the  most  profound  systemic 
evidences  of  cholinergic  intoxication.26 

In  support  of  Sabine’s  theory,  those  anemias 
characterized  by  actively  regenerative  marrows, 
as  well  as  polycythemic  bloods,  yield  high  ChE 
values.17  Following  blood  donation  and  a 
transient  fall  in  ChE,  there  is  a sharp  compen- 
satory rise  which,  after  a few  days,  carries  the 
blood  ChE  above  its  predonation  level.35 

In  macrocytic  anemias,  whether  of  the  Ad- 
disonian or  nutritional  type,  or  in  the  anemias 
associated  with  subacute  bacterial  endocarditis, 
polyarteritis  nodosum,  glomerulonephritis,  or 
generalized  malignancy,  the  ChE  values  are  low, 
indicating  the  actual  hypoplastic  nature  of  these 
anemias.  However,  it  is  in  the  malignant  hema- 
tologic dyscrasias  that  the  extremely  low  values 
are  found.  In  one  of  our  cases  of  acute  leuko- 
blastosis,  it  was  the  lowest  value  ever  recorded — - 


1.28  unit  per  cc.43  This  lowering  specifies  that  in 
the  malignant  dyscrasias  we  are  dealing  pri- 
marily with  a bone  marrow  depression  and  not  the 
reverse.  Liver  extract  or  folic  acid  is  not  con- 
verted to  ChE  by  the  leukotic  marrow.  The 
situation  in  the  malignant  dyscrasias  is  different 
from  that  of  pernicious  anemia  where  the 
ability  for  this  conversion  exists.  Hence,  in  the 
acute  leukemias,  as  in  the  other  malignant  dys- 
crasias (granulopenia,  irradiation  purpura,  aplas- 
tic anemia,  thrombopenia,  lymphosarcoma,  en- 
dotheliolymphogranulomatosis),  our  attempts 
at  rational  therapy  are  restricted  to  such  measures 
as  will  elevate  the  blood  ChE  substitutively.  Un- 
fortunately, although  we  may  be  dealing  with 
potentially  remittable  conditions,  we  have  as  yet 
no  effective  method  of  raising  the  blood  ChE 
directly.  Blood  transfusion  has  a limited  effect; 
massive  plasma  infusion  appears  to  be  somewhat 
better.  Urethane,  barbital,  alpha-tocopherol, 
and  ascorbic  acid  each  have  a slight  in  vitro 
activating  effect  on  the  blood  ChE,  and  their  use 
would,  therefore,  appear  to  be  indicated.44-'46 
Purified  ChE  preparations  are  due  for  trial. 

It  is  in  the  differentiation  of  the  malignant  from 
the  benign  hematologic  dyscrasias  that  the  diag- 
nostic value  of  the  blood  ChE  determination 
resides.43  In  the  benign  systemic  lymphoses 
(“infectious  mononucleosis”  and  reactive  lym- 
phadenomatosis),  these  values  are  normal,  or  even 
somewhat  elevated,  particularly  in  the  longstand- 
ing conditions.  Some  of  the  values  appear  to  be 
in  the  atopic  range. 

Miscellaneous  Cholinergic  Conditions 
The  blood  ChE  level  is  not  the  sole  determi- 
nant of  the  presence  or  absence  of  a cholinergic 
state.  There  exists  a variety  of  conditions  in 
which  a cholinergic  basis  can  be  incriminated  but 
in  which  estrapenia  is  not  a feature.  In  the  few 
cases  of  chronic  ulcerative  colitis  in  which  blood 
values  have  been  obtained,  there  appear  to  be  the 
somewhat  elevated  values  (and  not  infrequently  a 
similar  morphologic  blood  picture  seen  in  “in- 
fectious mononucleosis”).  Both  conditions  are 
frequently  precipitated  or  aggravated  by  a cholin- 
ergic stimulus.  Blood  ChE  is  definitely  lowered 
in  arthritis  deformans,  markedly  so  in  the  case 
of  Felty’s  syndrome  analyzed  by  Nigro  and  Barn- 
ard who  reached  the  conclusion  that  this  syn- 
drome was  an  atopic-exudative  form  of  choliner- 
gic state.47  Barnard  and  Sprinz  found  the  mecha- 
nism of  death  in  acute  leukoblastic  leukemia  to 
be  identical  with  that  of  either  peptone  or  ana- 
phylactic shock  in  its  entirety,  including  the  term- 
inal outpouring  of  heparin  into  the  blood.35’48 
Irradiation  death  appears  to  have  a similar 
mechanism.  Any  penetrating  radiant  energy 
depresses  the  marrow  and  leads  to  a sharp  drop 
in  blood  ChE.  Atopic  phenomena  appear,  and 
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death  is  due  to  thrombocytopenic  purpura.  Ra- 
diation leukemia  has  the  same  explanation  as  the 
“spontaneous”  acute  type,  an  attempt  at  com- 
pensatory overactivity  of  the  marrow  which 
fails  in  anything  but  the  elaboration  of  undiffer- 
entiated leukocytes.  It  is  possible  that  blood 
ChE  determinations  will  replace  the  less  exact 
morphologic  checks  now  used  as  a safety  measure 
in  x-ray,  radium,  and  nuclear  physics  technicians. 

In  the  evaluation  of  blood  ChE  determina- 
tions, it  is  important  to  bear  in  mind  that,  as  de- 
termined in  the  blood-donor  survey,  only  7 per 
cent  of  individuals  react  to  estrapenia  by  mani- 
fest cholinergic  phenomena.  If  the  recent  studies 
on  di-isopropyfleurophosfate  in  humans  had  not 
been  limited  to  just  a few  individuals,  some  “cholin- 
ergi  c ’ ’ react  or  s in  that  series  would  have  been  uncov- 
ered, and  the  results  in  such  individuals  might  be 
tragic.  Whereas  7 per  cent  makes  up  a small  per- 
centage of  the  population,  this  group  variously 
known  as  “vagotonic”  or  “asthenic”  makes  up  a 
much  higher  percentage  in  the  morbidity  bracket. 

Rheumatic  fever  and  the  benign  systemic 
lymphoses  are  examples  of  possible  atopic  condi- 
tions in  which  a normal  or  elevated  blood  ChE  is 
extant.  As  Lichtwitz  points  out  in  regard  to 
rheumatic  fever,  it  is  “not  caused  by  a specific 
micro-organism— but  by  a sensitization  to  anti- 
gens— in  most  cases  products  of  micro-organisms 
[which]  may  be  pathogenic  or  nonpathogenic. 
Such  sensitization  might  also  arise  in  response  to 
foreign  proteins  that  are  not  of  microbic  origin.”49 
Antigens  such  as  pneumococcus  toxin  and  even 
peptones  are  strongly  antiesterase.50-  52  Among 
the  list  that  could  be  added  to  Lichtwitz’s  sensi- 
tization substances  are  those  cholinergics  which 
may  be  produced  endogenously:  choline,  imina- 
zolyl,  and  guanidyl  derivatives.  The  prolonged 
administration  of  systemic  elaboration  of  any 
cholinergic  will  stimulate  the  compensatory  over- 
production of  ChE  in  those  individuals  with  a 
functioning  bone  marrow.  Whether  cholinergic 
phenomena  still  persist  because  of  the  inadequacy 
or  insufficiency  of  this  compensation  is  not  as  yet 
known. 

In  no  instance  need  they  be  specific,  and  it  is 
possible  that  the  clinical  dissidence  is  due  to  indi- 
vidual constitutional  reactivity.  Paralleling  the 
ndividual’s  peculiar  humoral  response  to  a cho- 
linergic episode,  there  is  probably  some  degree  of 
variability  in  the  tissue  response  as  well.  Thus, 
the  possible  existence  of  “lymphoid”  or  “endothe- 
lial” types  of  constitutional  reactors  is  predi- 
cated.53 This  interesting  phase  of  the  varied 
morphologic  response  of  cholinergic  episodes 
awaits  further  investigation. 

Summary 

The  role  of  blood  cholinesterase  studies  in  the 


elucidation  of  the  mechanism  of  cholinergic  epi- 
sodes, reactions,  and  states  in  man  is  outlined. 
Such  determinations  have  been  of  particular  im- 
portance in  the  adjudication  of  action  of  cholin- 
ergic endogenous  substances  and  of  specific  diag- 
nostic value  in  the  differentiation  of  the  malig- 
nant from  the  benign  hematologic  dyscrasias. 
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ELUSIVE  MENTAL  CASES 

Indecision 

B.  Liber,  M.D.,  F.A.P.A.,  New  York  City 
( From  the  Mental  Hygiene  Clinic,  New  York  Polyclinic  Hospital ) 


IT  IS  normal  for  anyone  to  be  in  doubt  about 
what  to  do,  to  be  uncertain  of  the  best  way 
out  of  a difficulty,  or  to  take  a resolution  and 
not  abide  by  it.  Some  degree  of  instability  or 
lack  of  persistency  cannot  be  regarded  as  ab- 
normal. However,  as  in  all  human  actions, 
the  problem,  the  tendency  to  abnormality,  begins 
when  there  is  an  excess.  Doubt,  hesitation, 
indecision,  and  uncertainty  are  abnormal  when 
they  are  exaggerated  or  excessive. 

It  is  not  abnormal  to  make  doubly  sure  that 
the  match  has  been  completely  extinguished 
before  throwing  it  away,  that  the  lights  are  out 
and  the  doors  locked  before  leaving  the  house. 
Some  of  us  may  be  more  attentive  to  such  de- 
tails than  others.  However,  to  peer  into  the 
utter  darkness  to  see  whether  there  is  still  some 
light  left  or  to  keep  pacing  back  and  forth  to  and 
from  the  house  without  ever  being  convinced  is 
an  obsession.  If  one  goes  further  yet  and  cannot 
depart  for  fear  that  he  is  overlooking  something 
important  and,  at  the  same  time,  is  aware  of  his 
abnormality  or  exaggeration  and  deeply  unhappy 
about  it,  then  we  have  a mental  disorder — 
doubting  insanity. 

It  stands  to  reason  that  whenever  we  are 
willing  or  whenever  we  wish  to  do  something, 
we  ask  no  questions,  we  raise  no  objections. 
We  do  it.  But  when  we  interpose  some  doubts, 
some  inhibitions,  when  we  connect  the  action 
with  as  many  unpleasant  feelings  as  we  can, 
we  make  it  hard  or  impossible  to  act.  If  our 
doubts  are  of  a grave  nature  and,  try  as  we  may, 
j they  fail  to  disappear,  and  if,  on  the  other  hand, 
the  original  desire  or  duty  to  perform  the  act 
persists,  an  inner  clash  or  conflict  arises;  the 
problem  remains  unsolved,  and  we  suffer. 

Uncertainty  and  doubt  are  akin  to  obsession 
and  compulsion,  but  instead  of  forcing  a patient 
to  make  some  senseless  motions,  they  interfere 
with  his  doing  what  he  considers  necessary. 
Just  as  there  are  positive  or  active  compulsions 
and  obsessions,  so  there  are  negative  or  passive 
ones. 

These  situations,  if  viewed  from  a group  or 
social  viewpoint,  correspond  to  the  positive  and 
negative  taboos  in  primitive  society  and,  among 
civilized  people,  to  the  positive  and  negative 
superstitions  which  have  developed  into  a good 
many  religious  commands  and  prohibitions  ( Gebot 
and  Verbot  as  the  Germans  would  say,  or  in  a 


somewhat  different  sense  the  saase  and  loh 
saase  deeds  of  the  Hebrews).  None  of  the 
tribes,  groups,  or  individuals  who  obey  such  rules 
are  abnormal,  nor  are  they  regarded  as  such, 
although  they  are  imbued,  knowingly  or  unknow- 
ingly, with  thoughts  and  duties  related  to  ob- 
session and  compulsion,  and,  while  they  betray 
no  uncertainty  now,  originally  they  showed  more 
than  one  tendency. 

The  following  examples,  notwithstanding  their 
monotonous  character,  are  illustrations  of  some 
of  the  most  frequent  forms  of  the  doubting 
mania  as  it  is  presented  first  in  medical  offices  and 
eventually  in  psychiatric  practice.  Of  course, 
there  is  always  a motive  behind  this  lack  of 
decision,  whether  we  discover  it  or  not. 

Case  Reports 

Case  1. — A woman  with  an  overwhelmingly 
large  fibroid  uterine  tumor  had  been  advised  to 
have  it  removed  and  had  hesitated  for  years.  She 
had  heard  that  the  menopause  caused  such  growths 
to  “shrink.”  Although  she  was  also  told  that 
this  was  an  impossibility  when  the  size  was  so  ex- 
tensive, she  insisted  in  carrying  her  now  greatly 
protruding  abdomen.  At  last  a psychiatrist,  to 
whom  she  was  sent  and  who  made  her  tell  her  life 
story,  discovered  the  why  of  her  annoyance.  This 
childless  female,  in  her  yearning  for  an  offspring, 
was  reluctant  to  do  away  with  something  that 
resembled  a pregnancy.  At  the  same  time,  she 
correctly  guessed  that  a hysterectomy,  which  she 
knew  was  inevitable  in  an  operation  of  this  kind, 
would  result  in  sterility.  That  her  gradually 
developing  growth  may  have  been  the  reason  for 
her  sterile  condition  all  through  her  married  life, 
she  did  not  realize.  All  through  those  years  she 
was  decent  in  every  respect,  well  adjusted  and  with 
outwardly  normal  behavior.  She  was  a model 
housewife,  had  no  trouble  with  her  husband,  and 
was  highly  esteemed  by  her  acquaintances.  No 
one  in  her  family,  none  of  her  friends  or  doctors, 
except  the  one  who  contacted  the  psychiatrist, 
suspected  any  mental  aberration.  She  finally 
agreed  to  the  operation- — and  the  true  complication 
began  thereafter.  Now  she  regretted  having  sub- 
mitted to  it.  She  doubted  its  necessity.  She 
had  heard  of  a woman  conceiving,  notwithstanding 
the  presence  of  a tumor.  She  felt  that  all  her  hopes 
were  shattered  forever.  She  even  threatened  the 
surgeon  with  a law  suit. 

Just  then  she  was  persuaded  to  adopt  a baby, 
which  she  did,  only  to  restore  it  within  a short  while 
to  the  institution  whence  it  came.  No  sooner 
had  she  done  that  than  she  reconsidered  this  decision 
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and  applied  for  the  child  again.  At  that  time  it  was 
no  longer  available  and,  of  course,  no  other  infant 
would  be  accorded  to  her.  She  was  now  on  the 
list  of  the  unreliable  foster  mothers.  However, 
she  succeeded  in  adopting  an  illegitimate  child  by 
dealing  directly,  without  anybody’s  intervention, 
with  the  young  mother.  But  again,  within  a brief 
time,  she  brought  the  child  back  to  the  despairing 
girl.  Within  the  next  few  years  she  repeated  the 
same  thing  with  other  infants.  It  was  during  the 
economic  depression,  and  it  was  easy  to  plunge  into 
the  prevailing  poverty  and  choose  a child  among  the 
unwanted  ones.  Once  a physician  was  the  inter- 
mediary between  her  and  a person  stricken  with  un- 
desired maternity.  Her  ready  cash  attracted  some 
mothers  and,  in  one  case,  even  a couple.  She 
always  managed  to  dispose  of  the  babies  by  either 
returning  them  or  giving  them  away  to  another 
sterile  woman.  She  never  found  fault  with  them 
and  seemed  to  know  that  the  defect  was  within 
herself. 

After  many  failures  she  visited  the  psychiatrist 
again,  and  then  the  search  for  a child,  her  effort  to 
taste  of  motherhood,  ended  after  several  sessions 
of  psychotherapy.  She  joined  a society  of  women 
visiting  and  helping  mothers  and  newborn  babies 
after  their  return  from  the  hospital.  She  is  still 
active  in  this  field. 

Case  2. — A man,  fifty-six  years  old,  living  with 
his  wife  and  two  grownup  children,  had  no  com- 
plaint of  physical  ailments.  He  was  upset  and  at 
first  reluctant  in  telling  of  what  his  disturbance 
consisted.  After  some  coaxing  he  said,  “What 
I suffer  from  is  so  ridiculous  that  anybody  would 
condemn  me  or  call  me  a fool.” 

For  many  years  he  and  his  wife  had  owned  a 
food  store.  A year  before  his  family  had  prevailed 
upon  him  to  sell  it  and  to  start  a less  fatiguing  and  less 
exacting  business.  He  followed  their  advice,  but 
then  his  difficulty  started.  For  a time  he  went 
every  day  to  the  old  store  and  volunteered  his 
services  freely  to  the  new  owner.  Later,  when  he 
connected  himself  with  another  business  of  the 
same  kind,  his  wife  worked  with  him  there  and, 
although  conditions  were  favorable,  he  found  them 
unsatisfactory.  Thinking  fondly  of  the  days  when 
he  possessed  the  old  place,  of  all  the  trifles  related 
to  it,  he  was  often  unable  to  sleep,  or  his  dreams 
were  full  of  the  images  of  his  customers  of  long  ago 
whom  he  remembered  affectionately.  Then  his 
wife  went  to  the  new  proprietor  of  the  shop  and 
succeeded  in  buying  it  back  for  a sum  double  the 
amount  paid  for  it.  The  patient,  again  together 
with  his  wife,  took  possession  of  his  previous  estab- 
lishment, and  for  a brief  time  he  was  happy.  But 
shortly  his  indecision  came  back,  and  now  he  felt 
something  was  changed.  Some  new,  and  to  him 
unknown,  situation  had  been  added,  or  something 
had  disappeared.  The  “charm”  which  he  had 
associated  with  the  store  had  evaporated.  The 
imaginary  “poetry”  with  which  he  had  endowed  the 
prosaic  counter  had  deteriorated  in  his  imagination 
and  now  failed  to  inspire  him. 

At  this  time  he  was  more  unhappy  than  ever.  He 
discontinued  working,  stayed  completely  away 
from  the  store,  and  let  his  wife  and  clerk  run  it. 


This  patient  suffered  from  a depressive  psychosis, 
but  his  condition  was  not  easy  to  discern  for  anyone 
not  familiar  with  his  indecision.  His  behavior  in 
ordinary  matters  was  exemplary. 

This  man,  while  openly  on  the  best  of  terms  with 
his  wife  and  apparently  well  adjusted  to  her,  really 
harbored  a deep-seated  aversion  toward  her.  He 
resented  always  being  associated  with  her  at  his 
work.  He  did  not  know  that  what  he  really  wanted 
was  to  have  a job  without  her. 

As  soon  as  he  gave  up  the  idea  of  a store  entirely 
and  found  an  occupation  in  which  she  could  not  pos- 
sibly join,  he  was  cured. 

Case  3. — A man  had  had  in  his  commercial  career 
a similar  experience,  in  this  case  regarding  a factory 
and  a partner  in  business.  To  show  his  obsessive 
indecision  he  mentioned  his  necessity  to  “check  the 
mailbox  every  half  hour,  knowing  full  well  that  the 
mailman  could  not  have  made  a new  delivery  so 
soon.”  But  he  did  not  begin  to  suffer  intensely  from 
his  mental  condition  until  he  “decided”  to  get  mar- 
ried. 

When  he  was  thirty-five,  he  loved  a girl  who  re- 
sponded quickly  to  his  courtship.  During  the 
months  in  which  he  saw  her  there  were  days  when 
he  was  ardently  attached  to  her  and  other  days 
when  he  was  in  doubt  about  his  feelings.  Some- 
times his  attentions  were  exaggerated,  and  he  made 
a nuisance  of  himself.  At  other  times  he  neglected 
her,  and  the  girl  was  in  despair.  Her  telephone 
calls  and  letters  remained  unanswered.  He  vacil- 
lated so  long  she  finally  told  him  there  was  another 
suitor.  Then  he  became  incensed  and  went  to  see 
her.  He  worshipped  her  again  and  made  the 
greatest  effort  to  reconquer  her.  But,  as  soon  as 
she  consented  and  broke  with  the  other  candi- 
date, the  patient  cooled  off  and  was  indifferent. 
Now  she  did  not  wait  long  to  carry  out  her  threat 
and  married  the  other  man.  This  threw  the  patient 
into  melancholy. 

After  a short  time,  however,  he  consoled  himself  by 
finding  another  girl,  and  a third,  and  a fourth. 
He  pledged  marriage  to  each  one  in  all  sincerity. 
Yet  just  as  sincerely  he  disengaged  himself. 

At  last  he  did  marry  and  was  sure  that  his  prob- 
lem was  solved.  However,  within  a week  or  so  he 
discovered  his  lack  of  interest  in  his  wife  and  wanted 
to  be  released.  The  more  she  loved  him  and  clung 
to  him,  the  more  he  felt  guilty.  The  more  un- 
happy he  was,  the  more  faithful  she  grew.  It  all 
ended  in  a separation,  but  he  remained  uncured. 
His  indecision  in  respect  to  women  as  well  as  in 
other  matters  persisted. 

Case  4. — In  the  blissful  days  before  the  present 
housing  shortage,  when  living  rooms  were  to  be 
had  for  the  asking,  a woman,  after  considering 
several  apartments,  rented  one.  The  next  day  J 
she  regretted  having  done  so,  because  she  was  sure 
that  she  preferred  the  one  she  had  seen  before. 
She  went  to  the  landlord  who  had  leased  the  apart- 
ment to  her  and  he  agreed  to  refund  the  deposit.  J 
A few  days  later,  however,  she  was  convinced  that 
the  first  apartment  was  better.  “It  had  more 
windows  and  a healthier  exposure.”  This  time, 
too,  she  succeeded  in  making  the  change.  But 
she  regretted  “the  more  comfortable  kitchen  and 
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the  more  spacious  sleeping  rooms”  of  the  second 
apartment.  The  husband  said,  almost  seriously, 
that  he  “was  so  sick  and  tired  of  her,  he  would  let 
her  have  both  apartments.”  He  cited  instances 
about  her  similar  behavior  in  other  circumstances. 

A moment  came  when  she  did  not  dare  ask  for  a 
reversal.  She  was  criticized  pitilessly  by  her  family 
and  even  if  she  wanted  to  she  could  make  no  decision, 
because  she  saw  advantages  and  disadvantages  in 
both  places. 

In  this  case  and  in  the  matter  of  rooms,  the 
analysis  failed  to  disclose  the  precise  mental  mech- 
anism of  the  unsolved  doubt,  but  it  seemed  to  have 
something  to  do  with  the  sleeping  accommodations 
for  her  and  her  husband,  which  she  had  hoped  to 
change  with  a new  apartment.  Apparently  her 
disillusionment  came  when  she  found  out  that  no 
desirable  arrangement  of  the  sleeping  rooms,  either 
in  one  or  in  the  other  apartment,  was  possible. 

Case  5. — A woman,  while  extremely  anxious  to 
please  her  husband,  also  suffered  from  jealousy. 
Although  she  found  it  necessary  to  accompany  him 
wherever  he  went,  she  turned  down  his  invitation 
to  go  with  him  on  a business  trip  by  ocean  to 
South  America.  A year  later,  after  much  insistence 
on  his  part,  she  accepted,  but  refused  at  the  last 
minute,  so  that  her  boat  ticket  had  to  be  returned 
to  the  company’s  office.  He  departed  without  her, 
and  then  she  felt  miserable  and  spent  a few  months 
in  sadness  and  regret. 

The  next  time  he  traveled  abroad  she  followed 
him,  but,  in  spite  of  a fine,  smooth  sailing,  she  was 
“awfully  afraid  of  the  water,  trembled  during  the 
passage  both  going  and  coming,  was  tense,  expected 
a shipwreck  every  minute,  and  was  relieved  only 
when  touching  ground  in  an  American  port.”  The 
third  year  she  let  him  sail  alone,  and  the  time  spent 
without  him  was  a torture. 

When  questioned  in  detail,  she  attributed  her 
“fear”  of  the  water  to  an  incident  that  occurred  in 
her  girlhood,  when  a boy,  a school  colleague,  was 


drowned  in  a lake  in  her  presence.  Another  ele- 
ment was  combined  in  this  distant  event.  From  the 
emotional  appearance  of  her  face  and  from  her 
entire  behavior  while  telling  the  story,  it  was  evident 
that  the  young  friend  had  meant  more  to  her  than 
a fellow  student,  although  her  true  sentiments 
toward  him  were  still  unknown  to  her,  or  rather 
hidden  from  her  by  a subconscious  purposeful 
effort.  There  was  the — perhaps  hopeful — possi- 
bility of  a shipwreck  and  of  a drowning  of  her 
companion,  which,  naturally,  she  would  hate  to 
witness. 

Her  “fear”  was  not  an  obstacle  to  such  an  inter- 
pretation. It  really  amounted  to  a “fear-ful- 
fillment” and  was  created,  as  it  always  is  in  such 
cases,  by  the  subconsciously  submerged  “censor.” 
That  she  did  not  love  her  husband,  who  had  replaced 
in  her  life  somebody  dearer  to  her,  would  be  clear 
to  anyone  who  understands  the  significance  of  her 
jealousy.  To  make  matters  worse,  he,  although 
quite  fond  of  her,  happened  not  to  be  a demonstra- 
tive type  or  to  show  his  affections  constantly.  For 
example,  not  given  to  much  talking,  he  read  a 
newspaper  in  her  presence  whenever  they  happened 
to  be  together. 

He  too  came  to  the  psychiatrist  and  was  advised 
to  pay  more  attention  to  her  and  even  to  initiate 
her  in  his  own  work.  He  gladly  consented  and 
allowed  her  to  spend  a few  hours  daily  in  his  office 
and  to  become  interested  in  his  business.  This 
helped  so  much  that  she  took  part  eagerly  in  his  new 
voyage,  without  giving  a thought  to  the  water. 
Now  she  became  aware  of  the  purpose  of  these 
commercial  missions  and  participated  actively  in 
them,  contributing  a good  deal  to  their  success. 

In  all  of  these  cases,  the  patients  were  rational, 
useful,  and  able  to  work.  In  none  of  them  were 
their  problems  appreciatively  conspicuous  so  as 
to  appear  abnormal.  Their  abnormality  was 
elusive. 


FAMILY  PHYSICIAN  BACKBONE  OF  THE  MEDICAL  CARE  SYSTEM 


Dr.  Ward  Darley,  speaking  on  February  4 at  the 
fourth  annual  National  Conference  on  Rural  Health 
in  the  Palmer  House,  Chicago,  sponsored  by  the 
American  Medical  Association,  cited  the  trend  toward 
.specialization  in  medicine.  This,  he  said,  is  wreak- 
ing havoc  with  patient-physician  relationships. 

“Medical  care,”  he  said,  “no  matter  how  superior 
it  may  be  from  the  scientific  standpoint,  cannot  be 
truly  effective  unless  the  patient-physician  relation- 
ship is  such  as  to  permit  the  physician  to  make  the 
maximum  use  of  his  own  personality  as  an  agent  of 
comfort  and  therapy.  The  general  trend  to  imper- 
sonalize  medical  care,  and  thus  deny  our  people 
one  of  the  essentials  of  the  best  medical  care,  will 
be  our  undoing  unless  we  do  something  to  keep  the 
personal  physician,  the  general  physician,  the 
family  physician,  the  general  practitioner— call  him 
what  you  will — in  the  scheme  of  things. 


“In  rendering  his  services,  the  family  physician 
will  not  infrequently  need  the  specialist’s  help. 
During  a period  of  specialist  care,  however,  the 
physician  should  keep  in  the  closest  possible  touch 
with  his  patient’s  problem.  We  must  realize  that 
the  health  of  a patient  and  the  health  of  his  family 
is  not  alone  concerned  with  what  may  be  taking  place 
in  the  operating  room,  but  with  what  may  be  taking 
place  at  home.”  The  general  practitioner,  in  his 
opinion,  should  be  a physician  “who  is  primarily 
interested  in  health  and  the  prevention  of  disease.” 
“His  interest  in  the  individual  will  be  one  of 
continuity,”  he  said,  “not  a series  of  short  periods  of 
interest  that  correspond  with  isolated  episodes  of 
illness.  The  general  practitioner  is  the  only  one 
already  closest  to  our  people  and,  if  it  were  not  for 
him,  our  problem  of  maldistribution  of  medical 
care  would  be  infinitely  worse  than  it  is.” 


RESPONSE  TO  INTRAVENOUS  TYPHOID  VACCINE  IN 
INTRACTABLE  STATUS  ASTHMATICUS 


Morris  Fogel,  M.D.,  Brooklyn,  New  York 

( From,  the  Medical  Service  of  Coney  Island  Hospital) 

THE  literature  contains  numerous  reports 
on  the  use  of  fever  as  a mode  of  treatment 
of  allergic  states,  with  particular  reference  to  its 
effectiveness  in  the  termination  of  episodes  of 
status  asthmaticus  and  the  general  amelioration 
of  symptoms  thereafter.1-7  Much  has  been 
written  on  the  use  of  pertussis  vaccine  along 
with  suggestions  as  to  reasons  for  its  ability  to 
produce  desired  effects.8-10  Autogenous  vac- 
cines are  mentioned,  and  in  passing,  the  use  of 
intravenous  typhoid  is  also  considered,  but  with 
caution  in  that  it  is  suggested  that  its  use  en- 
dangers the  general  health  of  the  patient,  es- 
pecially in  cases  of  elderly  patients  with  or  with- 
out generalized  arteriosclerosis.2, 3,11,12  The  con- 
sensus of  opinion  apparently  favors  the  elevation 
of  temperature  to  therapeutic  levels  through  the 
use  of  an  external  heating  mechanism  in  the  form 
of  a heating  cabinet  of  one  form  or  another. 
The  most  widely  used  is  the  Kettering  Hyper- 
therm which  utilizes  a cabinet  through  which 
hot  moist  air  is  circulated  resulting  in  a gradual 
and  controlled  rise  in  temperature  which  is 
sustained  for  a period  of  several  hours. 

Apparently,  there  are  no  detailed  reports  on 
the  use  of  intravenous  typhoid  vaccine,  nor  an 
evaluation  of  its  effectiveness  in  status  asth- 
maticus. The  results  obtained  with  fever  ther- 
apy appear  to  be  encouraging,  but  in  the  absence 
of  elaborate  equipment  it  would  appear  that 
any  method  used,  if  carefully  controlled  and  if 
capable  of  producing  the  desired  results,  would 
be  acceptable.  The  use  of  triple  typhoid  in- 
travenously in  the  treatment  of  chorea  is  well 
established,  and  its  use  is  not  questioned.  As  to 
the  danger  involved  in  the  handling  of  elderly 
patients,  carefully  controlled  dosage  should 
reduce  this  to  a minimum  and  allow  for  its 
administration  at  any  hospital. 

Klewitz  used  a mixture  of  killed  bacteria 
(pyrifer)  intravenously,  given  at  four-  to  five- 
day  intervals  for  three  doses,  obtaining  tempera- 
ture rises  to  102  F.  No  specific  details  are  given 
as  to  results  of  therapy.11  Feinberg  and  Osborne 
noted  that  the  advent  of  intercurrent  infections 
in  cases  of  asthma  usually  resulted  in  temporary 
amelioration  of  symptoms.  It  was  on  this  basis 
that  they  utilized  a high-frequency  current  to 
elevate  the  body  temperature  of  asthmatics. 
Of  42  patients  treated,  70  per  cent  of  whom  had 
complications,  such  as  emphysema,  chronic 
bronchitis,  or  bronchiectasis,  and  all  of  whom 


had  not  been  relieved  by  the  usual  methods  of 
treatment,  80  per  cent  improved  clinically. 
The  authors  note  that  perhaps  persistent  treat- 
ment with  fever  might  have  given  better  results 
and  suggest  it  as  a method  of  therapy  where  other 
methods  fail.4  In  another  report  11  cases  wrere 
treated  with  the  Kettering  Hypertherm.3  Eight 
(73  per  cent)  were  much  improved.  Hyde  and 
Fairfax  treated  20  cases  of  asthma  with  a humidi- 
fied heating  cabinet  (Hypertherm),  giving  one 
treatment  daily  until  what  they  termed  a “pri- 
mary response”  was  obtained.1  This  was  char- 
acterized by  decreased  bronchospasm,  increase 
in  moist  rales,  and  a productive  cough  with  a 
subjective  feeling  that  the  attack  was  going  to 
end.  The  number  of  treatments  varied  from 
one  to  four.  Seventy-five  per  cent  showed 
clinical  improvement.  One  year  later,  all  cases 
exhibited  some  symptoms,  but  they  responded 
to  home  remedies  and  adrenalin  where  they 
had  been  refractory  before.  The  authors  be- 
lieved that  repeated  short  elevations  to  102  F. 
were  as  effective  as,  if  not  superior  to,  longer  and 
higher  fever  sessions,  with  less  strain  on  the 
patient.  Philips  and  Shikany  suggest  a mini- 
mum of  ten  treatments  with  15  to  be  preferred.6 
The  optimum  number  of  treatments  apparently 
has  not  been  completely  established. 

The  case  to  be  presented  is  one  in  wdiich  the 
use  of  standard  New  York  Board  of  Health 
triple  typhoid  vaccine  intravenously  produced 
rather  startling  results  where  all  other  measures 
had  failed. 

Case  Report 

P.  S.,  a thirty-eight-year-old  white  man,  un- 
employed, formerly  a hotel  manager,  was  admitted 
to  Coney  Island  Hospital  on  December  11,  1946, 
complaining  of  an  inability  to  breathe  for  ten  days 
with  failure  to  respond  to  medication.  On  the 
evening  of  admission  he  had  received  an  injection  of 
adrenalin  and  an  ampule  of  aminophylline  intra- 
venously with  no  relief.  Three  weeks  previously, 
he  had  developed  a cough  with  malaise  and  mild 
vertigo.  After  two  days  in  bed  he  improved,  but 
the  cough  perisisted.  Ten  days  before  admission, 
while  ascending  a flight  of  stairs,  he  suddenly 
became  dyspneic  and  remained  so. 

His  past  history  revealed  pneumonia  in  1942 
while  in  military  service.  It  was  subsequently 
learned  that  he  was  receiving  Veterans  Administra- 
tion compensation  for  service-connected  asthma 
which  apparently  followed  this  episode  of  pneu- 
monia. 
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On  admission,  lie  was  in  acute  respiratory  dis- 
tress, sitting  up  in  bed  and  perspiring  profusely. 
Expiratory  stridor  was  noted,  and  the  lungs  were 
filled  with  musical  and  moist  rales.  Temperature 
was  102  F.,  pulse  88,  respiration  30,  and  blood 
pressure  108/74.  Blood  count  and  blood  chemistry 
were  normal.  There  was  no  eosinophilia.  Serology 
was  negative.  Urine  examinations  were  negative 
(14).  He  was  placed  on  sulfadiazine  therapy  and 
continuous  oxygen,  along  with  adrenalin  and  amino- 
phylline  as  needed  and  ephedrine  and  phenobarbital 
capsules.  Wheezing  was  audible  to  the  unaided 
ear,  and  respiratory  distress  and  cyanosis  were 
severe  in  spite  of  oxygen  and  medication.  Cir- 
culation time  (decholin)  was  normal.  Benadryl 
was  started  December  13.  Cyanosis  increased,  and 
the  patient  exhibited  signs  of  exhaustion.  He  was 
placed  on  penicillin.  Atropine,  demerol,  adrenalin, 
aminophylline,  and  ephedrine  were  ineffectual. 
On  the  following  day  there  was  slight  improvement 
coincident  with  a slight  drop  in  temperature. 
Pyribenzamine  was  substituted  for  Benadryl  in  the 
same  dosage  (50  mg.  every  four  hours).  He  received 
daily  infusions  of  1,000  cc.  of  10  per  cent  glucose  in 
saline,  each  containing  2 cc.  of  adrenalin. 

Suspecting  the  presence  of  a foreign  body  in  one 
of  the  bronchi,  bronchoscopy  was  ordered  on  Decem- 
ber 16  but  was  cancelled  because  of  the  poor  condi- 
tion of  the  patient.  All  medication  except  penicillin 
was  discontinued.  On  December  17  there  was 
marked  improvement;  the  chest  was  clear  although 
expiration  was  prolonged,  and  respiration  still 
appeared  labored.  He  continued  fairly  well  until 
December  20,  a period  of  three  days.  In  the  in- 
terim he  was  bronchoscoped.  There  was  no  evi- 
dence of  foreign  body.  It  was  noted  that  there 
was  intermittent  spasm  of  both  main  bronchi 
during  the  procedure.  The  mucosa  was  reddened. 
There  was  considerable  thin,  serous  fluid  aspirated 
from  the  lower  portion  of  both  main  bronchi  which 
refilled  rapidly.  A second  bronchoscopy  was  done 
on  January  23  when  it  was  noted  that  the  mucosa 
was  less  red. 

On  December  21  he  again  went  into  status  asth- 
maticus,  and  his  temperature  rose  to  102  F.  The 
next  day  it  was  104  F.  There  were  signs  of  con- 
solidation at  the  left  base,  but  the  status  asthmaticus 
subsided  completely.  X-ray  revealed  accentuation 
of  vascular  markings.  This  was  apparently  an 
episode  of  pneumonitis.  During  this  period  the 
penicillin  was  increased  to  50,000  units  every  three 
hours  from  the  30,000  which  he  had  been  receiving 
previously.  Recovery  from  this  intercurrent  in- 
fection was  uneventual,  and,  although  his  chest  be- 
came clearer,  the  cough  persisted. 

On  January  7 he  again  went  into  status  asthma- 
ticus. Some  measure  of  relief  was  obtained  with 
infusions  of  10  per  cent  glucose  in  saline  containing 
adrenalin.  Additional  therapy  consisted  of  amino- 
phylline suppositories  and  sedation.  He  con- 
tinued in  this  condition  until  February  4 (almost 
one  month).  The  patient  continued  to  lose  weight 
and  remained  cyanotic.  A bronchogram  with 
lipiodol  was  negative  for  bronchiectasis.  Allergy 
work-up  was  negative,  and  it  was  the  opinion  of  the 
consultant  that  the  sinuses  were  the  source  of  the 


allergens.  Sinus  x-rays  revealed  clouding  of  the 
left  frontal,  ethmoid,  sphenoid,  and  maxillary 
sinuses.  The  turbinates  on  the  left  side  were  en- 
larged. A left  antrum  puncture  was  done  on 
December  11.  The  returning  fluid  was  clear,  and  a 
diagnosis  of  hyperplastic  maxillary  sinusitis  was 
made.  Penicillin  aerosol  during  this  period  was 
ineffectual. 

On  February  4 he  again  developed  signs  of  pneu- 
monitis. X-ray  revealed  evidence  of  pneumonia. 
The  temperature  rose  to  104  F.,  and  with  this  there 
was  subjective  improvement.  Wheezing  and  res- 
piratory distress  came  on  again  as  soon  as  his  tem- 
perature returned  to  normal,  and  evidence  of  the 
pneumonic  process  cleared  (February  14).  On 
February  17  he  had  a violent  chill  lasting  ten  to 
fifteen  minutes,  followed  by  a rise  in  temperature 
to  103  F.  The  cause  was  not  determined.  X-ray 
of  the  chest  was  negative,  but  by  February  20  the 
patient  was  almost  symptom  free. 

At  this  point  it  was  suggested  that,  in  view  of  the 
remission  of  symptoms  during  febrile  periods,  it 
might  be  wise  to  institute  some  form  of  fever  therapy 
as  a therapeutic  measure.  Triple  typhoid  vaccine 
intravenously  was  suggested.  It  was  decided  to 
withhold  this  treatment  until  he  had  had  a trial  of 
penicillin  and  streptomycin  by  inhalation,  along 
with  both  antibiotics  intramuscularly.  This  was 
done,  and  by  March  10  he  was  so  improved  that  he 
was  left  alone.  However,  on  this  date  he  again 
went  into  status  asthmaticus.  All  medication  was 
then  discontinued,  and  he  was  given  triple  typhoid 
vaccine,  25  million  organisms  well  diluted  in  saline, 
intravenously.  This  was  followed  by  a chill  and 
rise  in  temperature  to  100  F.  By  the  next  morning 
there  was  marked  clinical  improvement.  Res- 
piration was  easier,  and  the  patient  stated  that  he 
had  had  a comfortable  night.  On  March  11  he 
was  given  50  million  organisms.  There  was  a 
temperature  rise  to  103.6  F.  On  the  next  day  only 
a few  scattered  wheezes  were  found  in  the  chest. 
There  was  no  cyanosis,  and  the  patient,  was  able  to 
lie  flat  in  bed  with  no  respiratory  difficulty.  He 
was  given  a third  dose,  again  50  million  organisms, 
followed  by  a rise  in  temperature  to  105  F.,  with 
continued  improvement.  He  received  two  more 
injections  (March  14  and  17),  each  followed  by  a 
temperature  rise  to  104  F. 

By  March  18  the  chest  was  clear,  there  was  neither 
dyspnea  nor  cyanosis,  and  his  general  condition  was 
excellent.  On  March  20  he  was  allowed  out  of  bed, 
and  on  March  27  he  was  discharged.  Only  once, 
during  the  week  before  discharge,  did  he  develop 
a sense  of  fullness  in  his  chest  which  lasted  one  hour. 
This  cleared  spontaneously.  He  has  been,  and  still 
is,  under  observation  as  an  office  patient  (nineteen 
months).  He  has  had  no  acute  episodes  but  com- 
plains of  tightness  in  his  chest  at  night  and  in  damp, 
foggy  weather.  He  receives  up  to  1.5  cc.  of  the 
vaccine  subcutaneously  (undiluted)  at  intervals  of 
two  to  three  weeks  with  instructions  to  rub  the  local 
area  on  arriving  at  home.  He  was  gradually  built 
up  to  this  dose  from  an  initial  dose  of  0.1  cc.  This 
is  usually  followed  by  a rise  in  temperature  of  101 
to  102  F.  and  eases  the  tight  feeling.  On  rare 
occasions  there  have  been  scattered  musical  rales 
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in  his  chest.  At  all  other  times  the  chest  has  re- 
mained clear.  He  has  regained  his  weight,  and  his 
general  condition  is  excellent. 

Of  all  the  laboratory  work  done,  the  only 
significant  findings  were  a variable  eosinophilia, 
ranging  from  none  to  a count  of  18  per  cent. 
The  highest  count  was  coincident  with  the  period 
of  unexplained  fever  and  diminished  as  his  clinical 
condition  improved.  Four  sputum  cultures 
were  done.  All  were  negative  for  acid-fast 
bacilli.  Two  revealed  nonbudding  yeasts;  one 
revealed  Micrococcus  catarrhalis,  and  the  last 
disclosed  M.  catarrhalis  and  predominent  Staphy- 
lococcus albus.  The  latter  was  considered  a 
contaminant.  Four  sputum  examinations  were 
made  for  evidence  of  eosinophilia.  Three  were 
negative,  and  one  disclosed  1.5  per  cent  eosino- 
phils. 

It  should  be  mentioned  that  at  various  in- 
tervals he  was  given  helium  and  oxygen  and 
nicotinic  acid  by  mouth  and  vein.  In  the  belief 
that  there  might  be  a.  psychogenic  element 
involved,  he  was  given  repeated  doses  of  sodium 
amytal  intravenously  with  no  effect  other  than 
narcosis.  The  asthmatic  state  persisted  while 
he  dozed  or  slept  sitting  up. 

Discussion 

Comment  on  the  case  itself  would  be  super- 
fluous at  this  point.  Practically  everything  in 
the  therapeutic  armamentarium  was  tried  before 
resorting  to  hyperpyrexia  as  a mode  of  therapy. 
Just  why  the  treatment  was  effective  is  in  the 


realm  of  conjecture.  Sputum  cultures  were  not 
remarkable.  If  the  sinuses  contained  organisms 
to  which  this  patient  was  allergic,  then  one  can 
postulate  the  bacteriostatic  or  bacteriocidal 
action  of  the  hyperpyrexia.  However,  this 
cannot  be  proved  in  that  the  antral  washings 
were  clear  and  the  fluid  was  not  cultured.  Hence 
no  positive  statement  can  be  made. 

Only  one  case  is  presented.  The  usual  case 
responds  more  readily  to  ordinary  measures  than 
did  this  one.  Perhaps  if  more  of  the  severe, 
intractable  cases  of  this  type  could  be  given 
this  form  of  therapy,  a better  evaluation  could 
be  made. 


Summary 

A case  of  status  asthmaticus,  prolonged, 
intractable,  and  resistant  to  all  therapy,  re- 
sponded dramatically  to  intravenous  typhoid 
therapy. 
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DISTRIBUTION  OF  NATION’S  DOCTORS 

A study  which  will  provide  accurate  information 
about  the  supply  and  distribution  of  doctors  in  the 
United  States  for  the  first  time  is  being  made  by 
Frank  G.  Dickinson,  Ph.D.,  Chicago,  director  of 
the  American  Medical  Association  Bureau  of  Medi- 
cal Economic  Research.  Using  information  fur- 
nished by  state  and  county  medical  societies,  Dr. 
Dickinson  has  divided  the  nation  into  757  medical 
service  areas,  somewhat  similar  to  the  trade  areas 
that  have  been  used  in  studying  buying  and  selling 
habits  of  the  population.  Because  doctors  and 
patients  often  cross  state  and  county  lines  to  give 
and  receive  medical  care  today,  the  traditional 
methods  of  computing  the  supply  and  distribution 
of  doctors  by  counties  and  states  do  not  provide  an 
accurate  picture.  The  number  of  persons  per  doctor 
in  any  county  is  a meaningless  figure,  and  the  state 
is  too  large  to  be  used  as  a medical  service  area. 

A progress  report  on  the  study  appearing  in  the 
April  9 issue  of  the  Journal  of  the  American  Medical 
Association  shows  that  every  person  in  the  United 
States  lives  in  one  of  these  757  medical  service  areas 


and  that  there  are  doctors  in  each  area  on  whom  per- 
sons in  the  area  usually  depend  for  their  medical 
care.  Although  some  persons  live  near  the  border 
of  each  medical  service  area  and  some  live  in  coun- 
ties that  have  no  doctors,  no  one  lives  outside  a 
medical  service  area.  People  in  each  area  obtain 
most  of  their  medical  care  from  doctors  in  that  area. 
The  average  number  of  counties  per  area  is  four. 
The  areas  vary  in  shape  and  size,  and  few  of  the 
boundary  lines  coincide  with  the  boundaries  of 
counties.  Two  hundred  and  twelve  areas  cross 
state  lines  and  545  are  entirely  within  states.  The 
larger  areas  are  in  the  less  densely  populated  western 
states,  including  Texas,  New  Mexico,  Arizona,  Ne- 
vada, and  Idaho. 

There  are  1,090  primary  medical  service  centers, 
of  which  87  offer  every  type  of  medical  treatment 
and  surgery.  The  remaining  1,003  primary  centers 
are  cities  and  towns  which,  relative  to  the  nearby 
towns  and  villages,  are  primary  sources  of  medical 
care.  A large  number  of  areas  have  two  or  three 
primary  medical  service  centers. 


THE  ROLE  OF  BRONCHOSCOPY  IN  THE  PREOPERATIVE 
DIAGNOSIS  OF  CARCINOMA  OF  THE  LUNG 

Adrian  Lambert,  M.D.,  F.A.C.S.,  New  York  City 


AS  SURGERY  for  cancer  of  the  lung  has  pro- 
gressed, more  emphasis  is  being  placed  on 
the  importance  of  early  diagnosis.  It  is  timely, 
therefore,  to  evaluate  the  advantages  and  point 
out  the  limitations  of  bronchoscopy  as  a diag- 
nostic procedure  and  as  a factor  in  determining 
operability  or  inoperability. 

Peripheral  tumors  of  the  lung  in  their  early 
stages  cannot  be  visualized  through  the  bron- 
choscope, and,  therefore,  they  constitute  the 
most  favorable  type  for  operability  if  exploration 
is  done  early.  More  centrally  located  tumors  can 
be  visualized  through  the  bronchoscope  at  an 
earlier  stage  in  their  development  and  produce 
symptoms  earlier,  but,  because  of  their  proximity 
to  the  heart,  the  esophagus,  and  great  vessels,  a 
relatively  short  extension  of  the  process  may  pre- 
clude resection.  Centrally  located  tumors  can- 
not be  seen  unless  they  protrude  into  the  lumen 
of  a bronchus  that  is  visible  through  the  bron- 
choscope. Upper  lobe  branch  bronchi  can  be 
seen  for  a short  distance  with  the  retrograde 
mirror,  but  the  secondary  branch  bronchi  are 
difficult  to  visualize.  A tumor  in  the  dorsal 
branch  of  the  lower  lobe  is  difficult  to  see  unless  it 
protrudes  into  the  main  division  of  the  lower  lobe 
bronchus.  Similarly,  a tumor  may  encircle  a 
smaller  branch  bronchus,  while  its  site  of  origin 
in  the  mucosa  escapes  detection. 

In  view  of  the  more  radical  approach  to  surgery 
in  cases  involving  the  mediastinum,  the  following 
points  should  be  noted  at  bronchoscopy  so  that 
the  surgeon  will  have  as  much  information  as 
possible  before  exploration.1 

Compression  of  the  trachea  laterally  is  signifi- 
cant as  it  implies  the  presence  of  a mass  or  of 
enlarged  glands  in  the  lateral  tracheal  chain. 
Involvement  of  the  tracheal  wall  in  the  tumor 
process  is,  at  present,  considered  a criterion  for 
inoperability.  Resection  of  the  trachea  has  been 
done  experimentally,  but  it  is  not  yet  feasible  in 
human  surgery.2  Whether  the  mass  can  be  re- 
sected or  the  glands  removed  can  be  determined 
only  at  operation.  Pressure  in  itself  does  not  im- 
ply inoperability.  Widening  of  the  carina  in- 
dicates the  presence  of  an  enlarged  lymph  node 
which  is  usually  malignant.  However,  such  a 
gland  has  been  successfully  removed  in  the  pres- 
ence of  a tumor,  so  that  this  finding  does  not  in 
itself  denote  inoperability.  The  surgeon  should 
be  aware  of  the  presence  of  this  gland  before 
operation  so  that  he  will  have  an  accurate  picture 
of  the  extent  of  the  disease  process. 


Angulation  and  deviation  of  the  main  bronchus 
may  be  caused  by  atelectasis  of  the  lung  segment 
supplied  by  one  of  the  lesser  bronchi  on  the 
diseased  side,  due  to  compression  of  the  lumen 
with  tumor  tissue.  If  this  mass  is  visible  through 
the  bronchoscope,  its  distance  from  the  carina 
should  be  noted,  also  the  branch  bronchus  in- 
volved in  the  tumor  process,  and,  if  possible,  the 
site  of  origin  of  the  tumor.  Pedunculated 
growths  extending  into  the  trachea  or  main 
bronchus  from  one  of  the  lesser  bronchi  may  give 
the  impression  of  inoperability  until  it  has  been 
found  that  such  extension  has  occurred.  Longi- 
tudinal striations  in  one  of  the  bronchi  imply 
compression  from  without.  If  this  pressure  is 
below  the  carina,  the  tumor  may  be  operable. 
Bleeding  is  always  suggestive  of  a neoplasm,  es- 
pecially if  granulation  tissue  is  visible. 

The  use  of  the  Papanicolaou  stain  to  determine 
the  presence  of  malignant  cells  in  the  bronchial 
washings  has  given  the  bronchoscopic  examina- 
tion increased  significance.3  This  test  is  based  on 
the  fact  that  tumors  shed  cells  in  their  growth, 
and,  therefore,  washings  or  aspirated  tumor 
secretions  will  contain  individual  cells  that  can 
be  identified  as  malignant. 

A tumor  should  be  classified  as  being  as  malig- 
nant as  its  most  malignant  cell.4  Therefore,  the 
finding  of  a single  cell  with  characteristics  of  a 
carcinoma  should  be  sufficient  to  justify  the 
diagnosis  of  carcinoma.  This  technic  requires 
the  services  of  a skilled  cytopathologist  and  is 
valuable  in  securing  a positive  preoperative 
diagnosis.  However,  in  suspected  cases,  an  ex- 
ploratory thoracotomy  should  not  be  postponed 
on  the  basis  of  a negative  cell  diagnosis,  since  a 
tumor  in  its  early  stage  may  not  be  within  the 
range  of  this  technic.  Whereas,  formerly,  a posi- 
tive diagnosis  was  obtained  by  bronchoscopy  in 
approximately  58  per  cent  of  cases,  it  is  now 
possible  with  this  technic  to  secure  a preoperative 
diagnosis  in  about  90  per  cent  of  cases.5’6  Biopsy 
or  cell  washings  should  be  taken  in  all  cases  in 
order  to  differentiate  carcinoma  from  benign 
granulations  seen  in  the  presence  of  a foreign 
body  or  associated  with  tuberculosis  or  suppura- 
tion. 

In  a recent  series  of  resections  for  nonmalig- 
nant  suppuration  it  was  found  that  some  of  the 
bronchoscopic  findings  show  a similarity  to 
those  usually  found  in  malignant  disease.  In 
the  accompanying  table  it  will  be  seen  that 
rigidity,  angulation,  and  constriction  of  the  main 
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TABLE  1. — Bronchoscopic  Findings  in  95  Cases  of  Bronchiectasis 


Bronchiectasis  Associated  with 


Total  number  of  cases  bronchoscoped 

Uncomplicated 

Bronchiectasis 

36 

Lung 

Abscess 

11 

Lung 

Abscess  and 
Tuberculosis 
7 

Acute 

and  Chronic 
Suppurative 
Disease 
Limited 
to  1 Lobe 
22 

Acute 

and  Chronic 
Suppurative 
Disease 
Involving 
Entire  Lung 
19 

Bronchoscopic  findings 

Inflamed  reddened  mucosa 

12 

3 

3 

7 

4 

Granulation  tissue 

0 

0 

3 

1 

2 

Bleeding 

0 

0 

1 

1 

1 

Constriction  of  main  bronchus 

1 

0 

3 

0 

1 

Constriction  of  branch  bronchus 

3 

0 

2 

5 

1 

Distortion  above  carina 

0 

0 

0 

0 

1 

Rigidity  of  bronchial  tree 

0 

0 

0 

0 

1* 

Thickening  of  main  bronchial  mucosa 

5 

0 

0 

0 

0 

bronchus  are  occasionally  seen  in  bronchiectasis 
and  suppurative  disease  of  the  lung,  whereas  for- 
merly such  findings  were  considered  to  be  char- 
acteristic of  carcinoma  only  (Table  1). 

Pathologically,  peripheral  tumors  are  usually 
of  the  adenocarcinoma  type  and  metastasize  by 
way  of  the  blood  stream.7-8  The  centrally 
located  tumors  usually  visible  through  the  bron- 
choscope are  of  either  the  rapidly  growing  un- 
differentiated type  or  the  squamous  type,  which 
is  slow  growing  and  may  be  present  for  months  or 
even  years  before  becoming  inoperable. 

The  postoperative  survival  rate  of  carcinoma 
of  the  lung  will  depend  on  the  extent  of  the 
lesion  at  the  time  of  operation  rather  than  on  the 
type  of  cell.  Therefore,  the  resectability  of  a 
tumor  cannot  be  determined  by  bronchoscopy 
unless  an  extension  can  be  noted,  indicating  in- 
operability. Similarly,  biopsy  will  not  provide 
information  as  to  the  extent  of  the  tumor. 

Formerly,  exploration  was  not  performed  with- 
out confirmation  of  the  presence  of  a tumor, 
either  by  a positive  biopsy  or  by  evidence  of  con- 
striction of  the  main  bronchus,  widening  of  the 
carina,  etc.  It  has  now  been  shown  conclusively 
in  a large  series  of  cases  of  carcinoma  of  the  lung 
that  the  operability  rate  is  higher  in  cases  in 
which  the  bronchoscopic  examination  is  com- 
pletely negative  than  in  those  cases  in  which  the 
tumor  is  visible  through  the  bronchoscope  or 
constriction  of  the  bronchi  by  the  tumor  is  visible 


on  direct  bronchoscopic  examination.7  However, 
with  a resectability  rate  of  36  per  cent  in  cases  in 
which  the  biopsy  was  positive  through  the 
bronchoscope,  this  procedure  still  retains  its  place 
as  a reliable  criterion  for  pneumonectomy.  A 
negative  bronchoscopic  examination  has  in- 
fluenced the  surgeon  to  explore  the  chest  on  sug- 
gestive x-ray  findings  in  an  increasing  number  of 
cases,  resulting  in  an  increasingly  higher  rate  of 
resectability  than  was  formerly  possible. 

In  conclusion,  utilization  of  the  Papanicolaou 
technic  has  resulted  in  an  increased  number  of 
pre-operative  diagnoses  in  suspected  cases  of  lung 
carcinoma.  It  must  be  emphasized,  however, 
that  the  scope  of  bronchoscopy  is  limited  by  the 
fact  that  the  operability  of  a tumor  can  only  very 
rarely  be  determined  by  this  method.  The  im- 
portance of  a negative  bronchoscopy  should  be 
borne  in  mind  as  indicating  a favorable  case  for 
exploration,  thus  bringing  about  a higher  rate  of 
resectability  of  the  tumor  before  metastasis  has 
occurred. 
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ANTIBIOTIC  MISTS  YIELD  VARIABLE  RESULTS  AGAINST  SINUSITIS 


Daily  treatment  with  fine  mists  of  penicillin  or 
streptomycin  apparently  gives  most  sinusitis 
patients  no  more  relief  than  do  other  treatments 
which  doctors  have  been  using  against  the  disease 
for  years,  according  to  three  New  York  doctors. 
Writing  in  the  March  19  issue  of  the  Journal  of  the 
American  Medical  Association,  the  doctors — Eduar- 
do R.  Pons,  Jr.,  Walter  M.  Glass,  and  Bettina 
Garthwaite,  of  the  Departments  of  Medicine  and 
Otolaryngology  of  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  the  Presbyte- 
rian Hospital — say:  “In  the  ordinary  case  of  chronic 
purulent  sinusitis,  antibiotic  aerosol  therapy  given 
once  daily  appears  to  have  no  superiority  over  ac- 
cepted methods  of  treatment  of  sinusitis.” 

Antibiotic  aerosols  appear  to  be  extremely  useful 
in  treating  patients  with  longstanding  chronic 


sinusitis  who  have  had  repeated  sinus  irrigations  or 
extensive  surgical  treatment  with  poor  response, 
patients  who  do  not  tolerate  sinus  irrigations,  and 
patients  who  have  chronic  bronchopulmonary  dis- 
ease as  well  as  sinusitis,  they  say.  The  doctors 
treated  23  patients  with  penicillin  aerosol,  23  pa- 
tients with  ephedrine,  a drug  that  contracts  the 
mucous  membranes  and  has  been  widely  used  for 
sinusitis,  and  10  patients  with  streptomycin  aerosol. 
All  of  these  patients  had  had  sinusitis  continuously 
for  six  months,  and  the  average  duration  of  the 
disease  in  all  except  those  treated  with  streptomycin 
was  11  years.  Treatments  were  given  once  daily, 
six  days  a week,  and  were  continued  up  to  four 
weeks.  Relief  from  sinusitis  was  about  the  same  in 
penicillin-treated  patients  as  in  ephedrine-treated 
patients,  among  comparable  cases. 


TREATMENT  OF  MENOPAUSE  BY  ESTRADIOL  PELLET 
IMPLANTATION 


M.  V.  Okie,  M.D.,  Buffalo,  New  York 
{From  the  Mount  Mercy  Hospital) 

THERAPY  of  the  menopause  is  psychoso- 
matic, sedative,  and  endocrinologic.  From 
the  endocrine  standpoint,  the  menopause  may 
be  considered  to  be  a condition  of  deficiency  of 
the  ovaries,  just  as  diabetes  mellitus  is  a de- 
ficiency of  the  pancreas,  Addison’s  disease  a 
deficiency  of  the  adrenal  cortex,  etc.  Meno- 
pausal symptoms  develop  abruptly  following 
ovariectomy — surgical  or  x-ray — or  more  gradu- 
ally in  the  natural  menopause. 

The  symptoms  of  the  menopause,  including 
hot  flushes,  nervousness,  insomnia,  headache, 
etc.,  are  sometimes  ascribed  to  excessive  produc- 
tion of  gonadotropic  hormone(s)  by  the  anterior 
pituitary.  Yet,  experimental  evidence  casts 
considerable  doubt  on  this  explanation.  For 
example,  many  menopausal  women  with  severe 
symptoms  show  no  excessive  gonadotropic 
excretion,  and  many  women  with  high  gonado- 
tropic excretion  at  the  menopause  and  at  other 
times  are  without  symptoms.  High  gonado- 
tropic hormone,  therefore,  probably  does  not 
give  even  the  vasomotor  symptoms  of  the  meno- 
pause. It  is  probable  that  lower  folliculoid  pro- 
duction by  the  ovary,  with  its  diminishing  sup- 
pressive action  on  pituitary  function,  results  in 
increased  production,  not  only  of  the  gonado- 
tropes  but  also  of  corticotropic,  thyrotropic,  and 
even  lactogenic  hormones.  Excessive  stimula- 
tion of  the  thyroid  accounts  for  much  of  meno- 
pausal symptomatology.  Conventional  hormone 
therapy  has  been  substitution  therapy  with 
estrogens  by  parenteral  or  oral  administration 
in  an  attempt  to  compensate  for  the  diminishing 
ovarian  folliculoid  production  until  the  pituitary 
becomes  adjusted  to  the  diminished  level  of 
activity  of  the  entire  endocrine  system. 

Oral  and  parenteral  estrogen  therapy  have 
their  disadvantages.  Injections  must  be  given 
three  or  more  times  a week,  and  oral  tablets, 
capsules,  or  liquid  must  be  taken  at  frequent 
intervals.  In  addition  to  the  inconvenience  to 
physician  and  patient  of  parenteral  therapy  and 
the  uncertainty  of  faithful  cooperation  on  the 
part  of  the  patient  taking  oral  therapy,  expense 
of  these  two  methods  of  therapy  should  be  con- 
sidered. Parenteral  and  oral  therapy  yield 
irregular  estrogen  blood  concentrations.  Im- 
mediately after  intramuscular  injection,  blood 
estrogen  rises  to  the  point  considerably  above 
normal  and  quickly  falls  to  or  below  normal, 


with  the  resultant  waste  of  the  excessive  amount. 
Ideal  hormone  therapy  substituting  for  any 
glandular  deficiency  simulates  as  faithfully  as 
possible  the  normal,  gradual,  steady,  straight- 
line  production  of  hormone  by  the  gland  at  fault. 
The  peaks  and  valleys  of  blood  estrogen  concen- 
trations during  parenteral  estrogen  therapy  show 
this  method  to  leave  much  to  be  desired.  Simi- 
larly, oral  estrogen  therapy  involves  waste 
through  lack  of  total  absorption.  In  addition, 
there  is  frequently  loss  of  estrogen  by  emesis. 

In  consideration  of  these  deficiencies  in  par- 
enteral and  oral  estrogen  therapy,  a group  of 
11  menopausal  women  were  treated  by  sub- 
fascial implantation  of  estradiol  pellets,  25  mg.* 
Such  implantation  of  hormone  supplies  the 
patient  with  a veritable  ovary  as  a source,  for  a 
period  of  months,  from  which  is  slowly  absorbed 
an  almost  constant  amount  of  estradiol  closely 
simulating  the  natural  production  of  estradiol 
by  the  normal  functioning  ovary.  As  early  as 
1937,  Deanesly  and  Parkes  showed  this  method 
of  hormone  administration  yields  maximum 
effectiveness  and  is,  therefore,  most  economical.1'2 
The  absorption  rate  of  estradiol  from  such  a 
pellet  is  remarkably  constant.3  Loeser  first 
employed  pellets  of  estradiol  clinically.4  Since 
that  time  many  favorable  reports  on  this  method 
of  therapy  have  been  published.6-9  After  a 
long  experience  with  hormone  pellet  implantation 
therapy — folliculoids,  luteoids,  testoid,  and  cortic- 
oid — Greenblatt  is  of  the  opinon  that  this 
method  most  nearly  approaches  the  endogenous 
mechanism  of  hormone  secretion.10  The  im- 
plantation is  best  done  at  the  same  time  as  the 
removal  of  the  ovaries.  In  this  way  sufficient 
estradiol  will  be  absorbed  from  the  “ersatz” 
ovary  in  time  to  forestall  the  development  of  the 
usual  deficiency  symptoms  of  surgical  menopause. 

The  present  study  is  concerned  with  11  cases 
of  severe  menopause,  natural  and  surgical,  in 
which  the  usual  parenteral  and  oral  estrogen 
therapy,  sedatives,  hypnotics,  and  psycho- 
therapy had  been  tried  and  found  ineffective. 
In  ten  of  these  patients  one  25-mg.  estradiol 
pellet  was  implanted  subfascially  into  the  lateral 
aspect  of  the  thigh  about  4 inches  below  the  hip 


* The  author  wishes  to  express  his  thanks  to  Dr.  W.  H. 
Stoner,  Sobering  Corp.,  Bloomfield,  New  Jersey,  for  the 
supply  of  Progynon  pellets  used  in  this  study. 
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joint.  One  patient  received  an  additional  25-mg. 
pellet  six  months  after  the  first  implantation. 

Technic  of  administration  was  as  follows: 
Under  local  anesthetic  and  under  strict  asepsis, 
a Winch  incision  was  made  in  the  skin  over  the 
medial  aspect  of  the  upper  third  of  the  thigh,  and 
with  a curved  Kelly  forceps  a subcutaneous  tunnel 
above  the  fascia  lata  was  created  by  blunt  dis- 
section, the  forceps  being  pointed  upward. 
The  blades  of  the  forceps  were  spread  and  the 
pellet  grasped  with  the  tips  and  inserted  into  the 
subcutaneous  tissue,  being  pushed  to  the  high 
point  in  the  subcutaneous  tunnel.  Incision  was 
closed  by  one  skin  clip.  No  tissue  reaction  at  the 
site  of  the  implantation  was  noted  in  any  case. 

Careful  follow-up  of  each  of  these  11  cases 
showed  that  all  were  promptly  relieved  of  their 
menopausal  symptoms.  This  relief  was  not  for 
only  a few  days,  as  that  from  parenteral  and  oral 
therapy,  but  from  six  to  eleven  months.  In  one 
patient  excessive  menstrual  bleeding  was  not 
relieved.  However,  at  hysterectomy  submucous 
and  intramural  fibroids  were  revealed.  In  this 
patient,  as  in  all  the  others,  subjective  symptoms 
were  greatly  relieved  by  estradiol  pellet  implanta- 
tion. No  evidence  of  malignancy  has  been 
noted  in  any  case. 

Table  I compares  the  symptomatology  of  this 
series  of  11  cases  with  that  of  Hawkinson’s 
series  of  1,000  cases,  showing  the  percentage  and 
number  of  patients  in  whom  the  18  symptoms 
listed  by  Havvkinson  appear.11 

Summary 

1.  In  11  cases  of  menopause,  estradiol  pellet 
implantation  therapy  brought  prompt  relief 
from  all  symptoms  for  periods  of  six  to  eleven 
months. 

2.  Frequency  of  incidence  of  symptoms  is 
tabulated. 


TABLE  1. — Comparison  of  Symptomatology  ok  Present 
Series  with  Hawkinson’s  Series 


Number 
of  Patients 

Present 

Showing 

Series 

Havvkinson 

Symptoms 

Each 

(Per- 

(Per- 

Symptom 

centage) 

centage) 

Nervousness 

ii 

100 

98.0 

Menstrual  disturbances 

10 

91 

95.5 

Flushes  and  chills 

10 

91 

95.2 

Excitability 

7 

63 

88.4 

Fatigability  and  lassitude 

8 

72 

88.0 

Depression  and  crying 

4 

36 

81.6 

Irritability 

9 

81 

79.2 

Insomnia 

11 

100 

72.3 

Tachycardia,  palpitation, 
dyspnea 

8 

72 

71.3 

Vertigo,  scotomas 

11 

100 

63.3 

Decreased  memory  and 
concentration 

6 

54 

63.0 

Headaches 

9 

81 

62.2 

Frigidity 

8 

72 

47.8 

Numbness  and  tingling 

7 

63 

44.7 

Occipitocervical  aching 

11 

100 

40.3 

Vague  and  indefinite 
pains 

8 

72 

38.5 

Excessive  sweating 

6 

54 

32 . 0 

Formication 

6 

54 

30.7 

3.  Estradiol  pellet  implantation  therapy  most 
nearly  approximates  physiologic,  endogenous 
estrogen  production. 

4.  Estradiol  pellet  implantation  most  nearly 
approaches  ideal  estrogen  therapy,  particularly 
in  its  economy  of  hormone  material  and  in  con- 
serving the  time  of  the  physician  and  patient. 
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FINDS  MONGOLISM  TO  BE  A GROWTH  DEFICIENCY 


Mongolism,  a type  of  idiocy  present  at  birth 
apparently  is  not  inherited,  concludes  Clemens 
E.  Benda,  M.D.,  of  Waverly,  Massachusetts,  who 
has  studied  389  cases.  Mongolism  takes  the  largest 
toll  of  all  abnormal  prenatal  conditions  among  the 
normal  population  of  the  United  States.  About 
three  out  of  every  thousand  children  born  in  a 
general  lying-in  hospital  in  this  country  are  affected. 
Mongoloid  babies  are  especially  lively  and  imitative 
and  have  characteristic  slanting  eyes,  flattened 
skull,  and  short  thumbs  and  little  fingers. 

Dr.  Benda  believes  mongolism  is  a “decelerating 
growth  deficiency”  that  occurs  during  the  early 
part  of  pregnancy  and  is  caused  by  an  abnormal 
maternal  condition  at  this  time.  Any  normal 
mother  is  potentially  the  mother  of  a mongoloid 
baby  if  she  is  approaching  middle  age  or  carries 
her  child  under  certain  adverse  conditions,  he  points 


out.  One  mongoloid  child  may  be  expected  among 
8,000  births  if  the  mother  is  between  20  and  24 
years  of  age,  but  the  incidence  increases  to  12.5 
per  cent  if  the  mother  is  between  45  and  47  years, 
according  to  Dr.  Benda.  A high  percentage  of  the 
mothers  of  mongoloid  babies  appeared  to  have 
endocrine  disorders,  especially  thyroid  disorders. 
In  the  younger  age  group — 21  to  40  years — nearly 
39  per  cent  had  thyroid  glands  that  did  not  function 
normally. 

Supporting  the  belief  that  mongolism  is  not  due  to 
heredity,  Dr.  Benda  found  that  mothers  who  had  a 
mongoloid  child  after  the  age  of  41  were  “average 
to  superior  citizens”  and  that  nearly  all  brothers  and 
sisters  of  mongoloid  children  were  normal.  Many 
of  the  brothers  and  sisters  were  honor  students  in 
schools  and  universities. 

—J.A.M.A.,  April  9,  1949 


PLEURAL  COMPLICATIONS  OF  STAPHYLOCOCCUS  PNEUMONIA 

Paul  H.  Guilfoil,  M.D.,  Brooklyn,  New  York 
( From  the  Second  Surgical  Service,  Methodist  Hospital) 


IN  1946  Blumenthal  and  Neuhof  published  an 
excellent  report  on  staphylococcus  pneumonia 
in  infancy  and  childhood.1  They  recorded  the 
fact  that  the  disease  had  been  considered  a rare 
entity  invariably  accompanied  by  a very  high 
mortality.  The  authors  noted  that,  with  the 
advent  of  sulfonamide  and  penicillin  therapy,  the 
course  of  this  type  of  pneumonia  had  been  con- 
siderably altered.  They  stressed  the  usefulness 
of  surgery  in  treating  certain  complications  of  the 
disease,  particularly  empyema  and  tension  pneu- 
mothorax. 

Recently  two  cases  of  staphylococcus  pneu- 
monia with  surgical  complications  have  been 
treated  by  the  Second  Surgical  Service  of  the 
Methodist  Hospital.  The  reports  follow. 

Case  Reports 

Case  1. — C.  E.,  a fourteen-month-old,  white,  male 
infant,  was  admitted  to  the  Methodist  Hospital  on 
February  2,  1948,  having  been  ill  for  twenty-four 
hours  with  a cough  and  fever.  X-ray  of  the  chest 
revealed  a right  lower  lobar  pneumonia.  The  child 
was  placed  on  penicillin,  50,000  units  every  three 
hours,  and  sulfadiazine,  5 grains  every  four  hours. 
In  spite  of  this  therapy,  his  temperature  spiked  to 
104  F.  daily,  and  his  respirations  remained  very 
rapid.  X-ray,  five  days  after  admission,  revealed  a 
right  hydropneumothorax.  The  next  day  a thora- 
centesis was  performed,  15  cc.  of  pus  evacuated  from 
the  right  pleural  cavity,  and  100,000  units  of  penicil- 
lin introduced  into  the  cavity.  A pure  culture  of 
Staphylococcus  aureus  was  grown  from  the  pus 
evacuated  from  the  right  pleural  cavity. 

On  February  8,  six  days  after  admission,  the  child 
was  worse,  and  an  oxygen  tent  was  ordered.  Chest 
x-ray  the  following  day  revealed  increasing  right 
pneumothorax  with  considerable  shift  of  the  medias- 
tinum to  the  left.  The  next  day  the  child  was 
obviously  critically  ill.  His  temperature  was 
103.4  F.,  his  respirations  were  rapid  and  labored, 
and  he  was  cyanotic,  even  in  an  oxygen  tent. 

Accordingly,  eight  days  after  admission,  a closed 
thoracotomy  with  underwater  drainage  was  done 
under  local  anesthesia  with  2 per  cent  procaine.  A 
Number  22  Pezzar  catheter  was  inserted  through  the 
right  eighth  intercostal  space.  Upon  releasing  the 
catheter  there  was  an  immediate  gush  of  air,  indicat- 
ing considerable  positive  pressure  in  the  right  pleural 
cavity.  The  catheter  was  aspirated,  and  about  150 
cc.  of  thick  yellow  pus  evacuated.  At  the  comple- 
tion of  the  procedure  the  response  was  dramatic,  the 
child’s  respirations  immediately  becoming  much 
slower  and  less  labored. 

After  establishing  the  closed  thoracotomy,  the 
child  continued  to  receive  penicillin  and  sulfadiazine, 
and  further,  50,000  units  of  penicillin  were  inserted 


into  the  pleural  cavity  twice  daily.  The  child  gradu- 
ally improved. 

Four  days  after  establishing  the  thoracotomy,  2 
cc.  of  methylene  blue  were  introduced  into  the  right 
pleural  cavity  through  the  thoracotomy  tube.  The 
next  day  the  child’s  lips  were  stained  blue,  proving 
the  existence  of  a bronchopleural  fistula. 

Sixteen  days  after  the  institution  of  closed  drain- 
age, the  child  pulled  the  Pezzar  catheter  out  of  his 
chest.  At  this  time  re-expansion  of  the  right  lung 
was  not  complete,  and  there  was  x-ray  evidence  of 
pneumonic  infiltration  of  the  right  middle  and  lower 
lobes.  Nevertheless,  re-expansion  and  resolution 
continued,  and  the  child  was  discharged  as  recovered 
on  March  12,  1948,  after  a hospital  stay  of  forty-one 
days. 

Case  2. — C.  A.,  a twenty-seven-day-old,  white, 
female  infant,  was  admitted  to  the  Methodist  Hos- 
pital on  April  11,  1948,  with  a twenty-four  hour  his- 
tory of  fever,  anorexia,  and  rapid,  labored  respira- 
tions. X-ray  study  showed  a massive  left  pleural 
effusion.  The  child  was  critically  ill.  She  was 
placed  in  an  oxygen  tent  and  given  30,000  units  of 
penicillin  every  three  hours  intramuscularly,  and  2 
grains  of  sulfadiazine  every  four  hours  by  mouth. 

The  next  day  a thoracentesis  was  performed  and 
5 cc.  of  pus  evacuated.  A pure  culture  of  hemolytic 
S.  aureus  was  grown  from  the  pus. 

On  the  following  day  x-ray  revealed  a left  pneumo- 
thorax, with  marked  shift  of  the  mediastinum  to  the 
right.  Surgical  consultation  recommended  a closed 
thoracotomy,  if  a bronchopleural  fistula  were  present . 
Two  cubic  centimeters  of  sterile  methylene  blue  were 
inserted  into  the  left  pleural  cavity,  and  the  next  day 
the  blue  color  appeared  on  the  baby’s  lips. 

Three  days  after  the  baby’s  admission,  a left- 
closed  thoracotomy  was  performed  under  local 
anesthesia.  The  procedure  was  done  on  the  ward 
with  the  baby  in  an  atmosphere  of  oxygen,  because 
her  general  condition  was  so  poor  that  removal  to 
the  operating  room  would  have  endangered  her  life. 

A Number  12  French  catheter  was  inserted  through 
the  left  seventh  interspace,  and  30  cc.  of  thick, 
bluish  (methylene  blue)  pus  w'ere  evacuated  under 
considerable  positive  pressure. 

Closed  thoracotomy  was  followed  by  improvement 
in  this  baby’s  general  condition,  although  the  re- 
sponse was  not  nearly  so  dramatic  as  in  the  previous 
case.  Sulfadiazine  and  penicillin  were  continued, 
and  50,000  units  of  penicillin  in  10  cc.  of  sterile  dis- 
tilled water  were  inserted  through  the  thoracotomy 
tube  twice  daily. 

X-ray  taken  on  the  fifth  day  after  admission 
showed  some  re-expansion  of  the  left  lung  and  also 
pneumonic  infiltration  of  the  right  upper  lobe. 
There  was  gradual  resolution  of  the  pneumonic  proc- 
ess and  re-expansion  of  the  left  lung.  Ten  days 
after  insertion,  the  catheter  was  removed,  since 


1177 


1178 


PAUL  H.  GUILFOIL 


[X.  Y.  State  J.  M. 


drainage  had  ceased  and  the  catheter  did  not  appear 
to  be  functioning. 

A left  thoracentesis  was  performed  on  the  twenty- 
fourth  hospital  day,  and  a small  amount  of  purulent 
fluid  obtained.  Culture  of  this  showed  S.  aureus. 
X-ray  taken  on  the  twenty-ninth  hospital  day 
showed  some  pyopneumothorax  in  the  region  of  the 
left  base. 

At  this  time  the  pediatric  and  surgical  services 
considered  the  advisability  of  performing  open 
thoracotomy,  with  resection  of  a rib.  However,  the 
child  looked  well,  was  afebrile,  and  had  gained  con- 
siderable weight.  In  view  of  these  facts  the  baby 
was  discharged,  and  her  progress  will  be  followed  in 
the  outpatient  department.  This  baby  was  in  the 
hospital  for  a total  of  thirty-one  days. 

Discussion 

When  we  saw  the  first  baby  described  above,  it 
was  obvious  that  the  child  was  in  extremis  and 
that  death  would  result  if  the  child’s  respiratory 
embarrassment  were  not  relieved  quickly.  There- 
fore, the  thoracotomy  was  done  as  an  emergency 
procedure.  When  we  were  asked  to  see  the 
second  child  described  above,  we  procrastinated 
before  doing  the  thoracotomy.  We  thought  that 
the  procedure  should  not  be  done  unless  there 
definitely  was  a bronchopleural  fistula  present. 
As  a result  we  waited  about  forty-eight  hours 
after  first  seeing  the  child  before  performing  the 
thoracotomy. 

Blumenthal  and  Neuhof  stress  the  fact  that 


pleural  complications  are  common  in  staphylo- 
coccus pneumonia,  that  they  may  occur  early  in 
the  disease,  and  that  they  may  be  the  cause  of 
death,  even  in  spite  of  prompt  and  adequate  treat- 
ment. It  is  our  purpose  in  presenting  this  report 
to  emphasize  further  the  necessity  for  rapid  sur- 
gical intervention  in  the  event  of  pleural  com- 
plications. It  is  our  belief  now  that  surgical  inter- 
vention should  be  instituted  immediately  on 
demonstrating  the  presence  of  pus  in  the  pleural 
cavity,  without  waiting  to  prove  the  presence  of  a 
bronchopleural  fistula,  which  will  be  present  in  a 
large  percentage  of  cases.  Closed  thoracotomy  is 
a simple  procedure  and  can  be  performed  without 
taxing  an  infant.  The  presence  of  empyema  or 
pyopneumothorax,  complicating  an  already  pres- 
ent staphylococcus  pneumonia,  will  almost  cer- 
tainly mean  the  death  of  the  child.  Prompt  sur- 
gical drainage  and/or  release  of  increased  intra- 
pleural pressure  may  be  life-saving. 

Summary 

1 . T wo  case  reports  of  pleural  complications  of 
staphylococcus  pneumonia  are  presented. 

2.  The  importance  of  prompt  surgical  treat- 
ment of  these  pleural  complications  is  emphasized. 
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LETTER  OF  NATIONAL  PHYSICIANS  COMMITTEE 


Recently,  the  New  York  County  Medical  Society, 
with  a total  membership  of  nearly  6,000  voted 
disapproval  of  the  $25  A.M.A.  assessment.  The 
vote  was  333  for  and  432  against.  The  action 
reversed  a vote  taken  by  the  same  group  in  January. 
At  that  time,  the  vote  was  announced  as  four-to-one 
in  favor  of  the  assessment.* 

In  reporting  the  meeting,  the  New  York  Times 
said: 

“Resentment  was  felt  against  the  A.M.A.  by  some 
members  of  the  New  York  County  Medical  Society 
because  of  a letter  circulated  to  the  medical  pro- 
fession recently  by  the  National  Physicians  Com- 
mittee, the  lobbying  organization  of  the  A.M.A. 
The  letter  opened  with  the  greeting  'Dear  Christian 
American.’  There  was  said  to  be  no  doubt  that  this 
letter,  by  raising  the  issue  of  discrimination,  had 
alienated  some  Jewish  as  well  as  non-Jewish  phy- 
sicians. 

“At  least  one  group  in  the  county  society  felt  that 
the  vote  was  auspicious  because  it  was  said  to  indi- 
cate the  existence  of  a large  group  of  independently 


thinking  physicians  who  could  neither  go  along  with 
the  ‘right,’  as  represented  by  the  A.M.A.,  nor  com- 
pletely with  the  ‘left.’  This  group  thought  the  vote 
moved  the  society  somewhat  more  nearly  to  the 
center.” 

The  “Dear  Christian”  letter  to  which  the  Times 
referred  was  written  by  Dan  Gilbert.  Again  we 
must  reiterate  that  the  A.M.A.  had  nothing  to  do 
with  the  preparation  or  distribution  of  the  Dan 
Gilbert  letter.  The  February  26  A.M.A.  Joubnal 
said  “the  Gilbert  letter  was  sent  without  the  knowl- 
edge of  any  official  of  the  A.M.A.,  that  every 
official  of  the  A.M.A.  joins  in  condemning  the  letter 
as  an  expression  of  medical  opinion  in  this  country 
and  that  the  A.M.A.  does  not  require  allies  of  doubt- 
ful repute  in  its  campaign  for  the  maintenance  of  a 
high  quality  of  medical  care  and  for  freedom  in 
medicine  in  this  country.”— Secretary’s  Letter, 
A.M.A.,  March  14, 1949 

* A final  overwhelming  vote  in  favor  of  the  assessment 
was  adopted  at  a later  meeting  attended  by  approximately 
2,000  members. 


TREATMENT  OF  ITCHING  DERMATOSES  WITH  AN  OINTMENT 
CONTAINING  TWO  PER  CENT  DIPHENHYDRAMINE 
(BENADRYL  HYDROCHLORIDE) 

Arthur  J.  Philip,  M.D.,  Rockville  Centre,  New  York 

{From  the  Department  of  Dermatology  and  Syphilology,  New  York  Medical  College,  and  the  Metropolitan 
Hospital  Research  Unit,  Welfare  Island) 


THAT  Benadryl  is  a highly  effective  anti- 
histamine agent  has  been  well  established.1-10 
The  adaption  of  this  activity  for  the  control  of 
itching  dermatoses  was  attempted  successfully 
in  a variety  of  ointment  bases  shortly  after  its 
synthesis.11  It  was  felt  that  the  effectiveness  of 
this  material  would  be  enhanced  by  a more 
suitable  ointment  base.* 

Methods  and  Materials 

One  hundred  unselected  consecutive  cases  of 
various  itching  dermatoses  that  applied  for 
treatment  in  private  and  clinic  practice  were  in- 
cluded in  the  present  investigation  (Table  1). 
Every  fourth  case  was  used  as  a control  (Table  2). 

There  were  59  women  and  41  men  ranging  in 
age  from  six  months  to  seventy-two  years. 

All  of  these  patients  had  had  previous  medica- 
tion, the  duration  of  the  previous  treatment 
depending  on  how  long  the  itching  had  been 
present.  Their  previous  treatment  had  consisted 
of  many  types  of  locally  applied  drugs,  ranging 
from  the  innocuous  type,  such  as  calamine  lotion 
or  boric  acid  ointment,  to  severe  dermatologic 
irritants,  especially  of  the  proprietary  type, 
containing  salicylic  acid  in  high  concentrations 
and  benzoic  acid.  Fourteen  of  the  cases  showed 
lesions  that  were  secondarily  infected,  and  these 
were  treated  with  wet  dressings  until  the  im- 
petiginized  areas  were  clear  and  the  basic  derma- 
toses could  be  determined.  After  the  secondary 
infection  was  cleared,  they  were  then  included  in 
the  groups  for  treatment  with  Benadryl. 

The  cases  were  all  treated  in  the  same  manner. 
Soap  and  water  were  banned  and  mineral  oil 
was  used  for  cleansing  the  skin.  The  ointment 
was  rubbed  into  the  affected  areas  twice  daily, 
but,  where  itching  recurred,  the  use  of  the  oint- 
ment was  permitted  as  often  as  the  patient  de- 
sired. 

The  15  cases,  used  as  controls,  were  treated  in 
similar  fashion  except  that  the  ointment  em- 
ployed contained  no  Benadryl — it  was  made  up 


* The  ointment  used  in  this  study  was  supplied  through 
the  courtesy  of  Dr.  E.  A.  Sharp,  director  of  clinical  investiga- 
tion, Parke,  Davis  and  Company,  Detroit,  Michigan.  It  is 
called  Benadryl  Hydrochloride  cream  and  has  the  following 
composition:  cetyl  alcohol  20.0  Gm.,  Carbowax  1500  4.0 
Gm.,  methyl-hydroxyl,  benzoate  0.2  Gm.,  propylene  glycol 
10.0 Gm.,  Benadryl  hydrochloride 2. OGm.,  and  water  63.8  Gm. 


of  Carbowax  1500  with  10  per  cent  propylene 
glycol.  The  members  of  this  group  were  not 
aware  that  they  were  being  treated  with  a 
placebo. 

As  many  of  these  itching  dermatoses  were  due 
to  topically  applied  drugs,  and  as  some  were 
induced  or  aggravated  by  drugs  taken  internally, 
all  medication,  other  than  the  Benadryl  ointment, 
was  barred. 

In  recording  our  results,  cases  that  obtained 
relief  estimated  at  50  per  cent  or  more  were 
listed  as  “partial  relief”;  those  obtaining  less 
than  50  per  cent  relief,  or  where  the  relief 
was  temporary,  were  listed  as  “no  relief.” 

Results 

The  results  in  Group  1 (Benadryl  ointment 
group)  ranged  from  no  effect  to  excellent  (Table 
1). 

In  the  series  of  neurodermatidides,  three 
patients  relapsed  when  the  ointment  was  dis- 
continued after  cure  had  apparently  been  estab- 
lished. The  group  of  controls  of  neurodermatitis 
cases  showed  some  partial,  but  very  temporary, 
relief  of  itching.  All  symptoms  returned  within 
a week  after  the  ointment  was  discontinued. 

In  the  group  with  atopic  eczema  (infantile 
eczema),  cure  was  complete  and  permanent  in 
four  cases  within  two  months.  In  four  that 
showed  incomplete  but  definite  improvement, 
there  was  a tendency  for  the  condition  to  recur 
when  the  ointment  was  discontinued.  No 
attempts  were  made  to  alter  the  diets  of  any  of 
the  children  treated.  There  was  no  effect  in  the 
control  series. 

The  group  of  contact  dermatidides,  totaling 
19  cases,  showed  the  best  results  of  any  of  the 
dermatoses  treated.  Eighteen  of  the  19  cases 
were  due  to  various  cosmetics;  one  was  due  to 
penicillin  ointment.  There  were  seven  cases  of 
dermatitis  caused  by  nail  polish,  five  caused  by 
hair  shampoo,  two  cases  due  to  tooth  paste,  and 
five  due  to  unknown  cosmetics. 

Thirteen  of  the  15  cases  of  contact  dermatoses 
treated  with  Benadryl  ointment  showed  immedi- 
ate relief  of  the  itching  and  objective  symptoms 
(redness,  local  heat,  scaling,  and  fissuring), 
and  this  relief  continued  during  the  course  of 
treatment,  which  did  not  exceed  two  weeks. 
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TABLE  1. — Effect  of  Benadryl  Hydrochloride  Upon  Various  Itching  Dermatoses 


Diagnosis 
Neurodermatitis 
Atopic  eczema 
Contact  dermatitis 
Dermatitis  herpetiformis 
Liohen  planus 
Drug  eruption 
Post  scabies 

Exfoliative  dermatitis  (gold) 
Chilblain 

Exfoliative  dermatitis  (contact) 

Acrodermatitis  pustulosa  perstans 

Urticaria,  acute 

Urticaria,  chronic 

Soap  dermatitis 

Dermatophytosis 

Poison  ivy  dermatitis 

Pruritis  ani 

Pruritis  vulvi 

Pityriasis  rosea 

Psoriasis 

Seborrheic  dermatitis 
Herpes  zoster 
Generalized  pruritis 
Acne  vulgaris 


N u inber 

Duration 

of  Cases 

of  Disease 

13 

6 months  to  10  years 

10 

Up  to  4 years 

15 

1 day  to  2 weeks 

2 

4 yearS,  8 years 

2 

6 months,  11  months 

2 

3 months,  4 months 

1 

2 months 

2 

6 months,  1 year 

1 

10  years 

2 

2 months,  4 months 

1 

3 years 

1 

2 days 

1 

4 years 

2 

6 months,  2 years 

1 

4 years 

11 

2 days  to  2 weeks 

4 

3 months  to  12  years 

1 

7 months 

2 

5 days,  12  days 

5 

6 months  to  24  years 

1 

4 months 

1 

3 weeks 

2 

6 months,  14  months 

2 

8 months,  15  months 

Results 


Complete 

Partial 

No 

Relief 

Relief 

Relief 

11 

1 

i 

4 

4 

2 

13 

1 

1 

0 

1 

1 

0 

0 

2 

0 

1 

1 

1 

0 

0 

2 

0 

0 

1 

0 

0 

0 

1 

1 

0 

0 

1 

1 

0 

0 

1 

0 

0 

0 

0 

2 

0 

0 

1 

8 

3 

0 

1 

0 

3 

0 

0 

1 

0 

0 

2 

0 

1 

4 

0 

1 

0 

0 

1 

0 

1 

1 

0 

0 

2 

0 

At  the  end  of  this  time  13  patients  were  dis- 
charged as  cured,  and  there  were  no  recurrences. 
Of  the  remaining  two,  one  was  partially  relieved ; 
the  other  was  not  helped. 

Of  the  four  cases  of  contact  dermatitis  in  which 
the  control  ointment  was  used,  none  experienced 
more  than  fleeting  relief,  and  at  the  end  of  three 
weeks,  all  still  showed  some  irritation  from  the 
original  noxious  agent.  Fourteen  cases  in  this 
entire  group  of  contact  irritation  showed  positive 
patch  tests  to  the  offending  materials. 

Two  cases  of  dermatitis  herpetiformis  were 
treated.  One  obtained  no  relief;  the  other 
stated  that  she  had  some  benefit  as  long  as  the 
ointment  was  continued.  At  the  end  of  three 
months,  however,  relief  from  itching,  even  in  this 
one  case,  had  to  be  sought  in  other  ways. 

Three  cases  of  drug  eruption  were  treated,  two 
due  to  phenobarbital  and  onie  due  to  atropine. 
The  relief  secured  by  the  use  of  Benadryl  oint- 
ment was  incomplete  and  temporary,  and 
approximately  the  same  amount  of  cessation  of 
symptoms  was  obtained  in  the  patient  that  was 
treated  with  the  control  ointment. 

Two  cases  of  severe  itching  following  apparent 
cure  of  scabies  were  encountered.  The  pruritis 
had  been  present  for  two  months,  although  there 
were  no  signs  of  scabies  or  dermatitis  due  to  the 
sulfur  ointment  which  had  been  used  in  its  treat- 
ment. After  the  first  application  of  Benadryl 
ointment,  relief  was  complete  and  lasted  for  one 
week.  Benadryl  was  then  stopped  and  the 
control  employed.  The  pruritis  promptly  re- 
curred to  disappear  again  with  the  use  of  the 
Benadryl  ointment.  Ten  days  of  further  treat- 
ment cured  the  condition  permanently. 

Two  cases  of  exfoliative  dermatitis,  caused  by 
gold  sodium  thiosulfate  given  intravenously  for 


rheumatoid  arthritis,  cleared  up  within  three 
weeks  on  the  use  of  Benadryl  ointment  plus 
crude  liver  extract  injections,  although  each 
patient  had  received  about  30  liver  injections 
prior  to  the  institution  of  treatment  with  Ben- 
adryl. 

On  the  assumption  that  some  of  the  symptoms 
of  chilblain  are  due  to  liberation  of  histamine, 
one  such  case  was  treated  during  the  month 
of  January,  when  the  symptoms  were  at  their 
height.  Relief  was  immediate  and  lasted 
throughout  the  following  cold  months,  even  after 
the  ointment  was  discontinued.  As  this  is  a 
seasonal  disease,  no  further  attempts  at  relieving 
the  acute  symptoms  can  be  made  until  next 
winter. 

One  case  of  generalized  exfoliative  dermatitis, 
probably  due  to  contact  with  10  per  cent  am- 
moniated  mercury,  was  not  helped  nor  was  one 
case  of  acrodermatitis  pustulosa  perstans  (pustu- 
lar psoriasis). 

One  case  of  generalized  urticaria  due  to  the 
ingestion  of  shrimp  was  relieved  immediately, 
following  the  application  of  Benadryl  ointment. 
A second  episode,  produced  by  a test  dose  of 
shrimp,  was  not  relieved  by  the  control  oint- 
ment, but  was  again  promptly  cured  by  the 
Benadryl  ointment. 

During  seven  days  of  treatment  with  Benadryl 
ointment,  generalized  chronic  urticaria,  present 
in  one  patient  for  several  years,  disappeared  and 
has  not  recurred  in  eight  months  of  observation. 

Two  cases  of  dermatitis  of  the  hands  due  to 
soap  and  one  case  of  dermatophytosis  of  the  feet 
obtained  no  relief  that  could  not  be  ascribed  to 
the  discontinuance  of  soap  and  water  on  the  skin. 

Eleven  cases  of  poison  ivy  dermatitis  were 
treated.  In  eight  cases  the  results  were  gratify- 
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TABLE  2. — Effect  of  Control  Ointment  Upon  Various  Itching  Dermatoses 


Results* 


Diagnosis 

Number  of  Cases 

Duration  of  Disease 

Partial  Relief 

No  Relief 

Neurodermatitis 

3 

Up  to  6 years 

1 

2 

Atopic  eczema 

2 

Up  to  6 years 

0 

2 

Contact  dermatitis 

4 

1 day  to  10  days 

4 

0 

Lichen  planus 

1 

6 months 

0 

1 

Drug  eruption 

1 

2 months 

1 

0 

Post  scabies 

1 

6 weeks 

0 

1 

Urticaria,  chronic 

1 

4 months 

0 

1 

Poison  ivy  dermatitis 

2 

2 days,  3 days 

1 

1 

* None  of  the  patients  obtained  complete  relief  when  using  the  control  ointment. 


ing,  as  all  weeping  and  itching  disappeared 
within  thirty-six  hours.  Three  cases  in  this  group 
had  considerable  relief,  but  the  symptoms  persisted 
for  eight  days. 

There  were  two  cases  of  poison  ivy  dermatitis 
used  as  controls — of  these  one  was  apparently 
not  affected  by  the  ointment,  the  other  showed 
slow  improvement  over  a period  of  one  week. 

Four  cases  of  pruritis  ani  and  one  case  of  pruri- 
tus vulvi,  all  of  undetermined  cause,  were  treated. 
Four  of  these  obtained  complete  relief  as  long 
as  Benadryl  was  used  but  relapsed  when  the 
ointment  was  discontinued;  in  one,  the  relief 
was  permanent. 

Five  cases  of  guttate  psoriasis  showed  no  effect 
from  the  use  of  the  ointment ; two  cases  of  pityri- 
asis rosea  showed  some  improvement,  but  this 
effect  could  be  accounted  for  by  the  natural  and 
spontaneous  subsidence  of  this  disease. 

One  case  of  seborrheic  dermatitis,  one  of  herpes 
zoster,  two  of  generalized  pruritis  due  to  jaun- 
dice, and  two  cases  of  acne  vulgaris  were  treated 
without  great  effect. 

Discussion 

Benadryl  ointment  has  definite  indications  in 
the  control  of  various  itching  dermatoses.  Its 
greatest  use  apparently  lies  in  that  group  of  der- 
matoses where  an  allergic-like  histamine  libera- 
tion plays  the  greatest  part.  This  effect  would 
be  expected  from  the  response  of  most  of  the 
allergic  diseases  to  the  antihistamine  drugs  taken 
by  mouth  or  intravenously.  Neurodermatitis, 
atopic  eczema,  contact  dermatitis,  and  rhus 
poisoning  were  very  successfully  treated  with  the 
Benadryl  ointment,  and,  as  adequate  controls 
in  this  group  of  diseases  were  not  appreciably 
helped,  the  curative  effect  can  be  ascribed  to  the 
Benadryl  itself.  This  is  true  on  both  theoretic 
and  clinical  grounds. 

It  will  be  noted  from  a comparison  of  Tables 
1 and  2 that  there  are  certain  self-limited  derma- 
toses that  were  aided  by  both  the  Benadryl  oint- 
ment and  the  control  ointment,  and,  unquestion- 
ably, time  was  a factor  in  the  cure  of  these  con- 


ditions. Contact  dermatitis  of  all  types,  in- 
cluding poison  ivy  dermatitis,  would  fall  into  this 
group.  Inasmuch  as  the  response  to  the  oint- 
ment containing  Benadryl  was  more  complete, 
much  more  rapid,  and  of  much  greater  duration, 
there  is  no  question  but  that  the  Benadryl  itself 
was  the  specific  agent  that  produced  the  result. 

No  instances  of  the  commonly  observed  signs 
of  Benadryl  intoxication,  such  as  drowsiness, 
nausea,  vertigo,  etc.,  were  seen,  suggesting  that 
the  effect  of  the  Benadryl  was  local  rather  than 
systemic.  No  irritation  or  sensitivity  to  the 
ointment  itself  was  found  in  either  the  Benadryl 
group  or  in  the  control  group,  so  that  no  contra- 
indications to  the  use  of  this  ointment  were 
encountered. 


Summary  and  Conclusions 

Eighty-five  cases  of  various  itching  dermatoses, 
constituting  24  different  diseases,  were  treated 
with  a specially  prepared  ointment  containing 
2 per  cent  Benadryl.  Of  these,  44  (51.8  per 
cent)  obtained  complete  and  lasting  relief,  18 
(21.1  per  cent)  obtained  partial  relief,  and  23 
(27.1  per  cent)  had  little  or  no  relief.  The  high 
incidence  of  cure  in  certain  groups  of  dermatoses, 
particularly  neurodermatitis  (84.8  per  cent) 
and  contact  dermatitis  (86.7  per  cent),  makes  very 
definite  the  indications  for  the  use  of  this  oint- 
ment. No  contraindications  were  noted. 
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DISSECTING  AORTIC  ANEURYSMS 

Milton  Schlachman,  M.D.,  Corona,  New  York 

{From  the  Department  of  Medicine,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals ) 


ALTHOUGH  the  dissecting  aneurysm  of  the 
aorta  is  no  longer  the  medical  curiosity  it 
was  in  the  past,  it  is  still  sufficiently  unusual  and 
at  times  so  protean  in  its  manifestations  as  to 
make  the  antemortem  diagnosis  a difficult  one. 
It  is  estimated  that  one  out  of  381  autopsies 
reveals  a dissecting  aneurysm  of  the  aorta,  but 
until  1946  the  antemortem  diagnosis  had  been 
made  correctly  in  only  57  instances  of  the  502 
eases  reported.1’2  Even  more  important,  the 
lack  of  awareness  of  that  stage  of  dissecting 
aneurysm  which  may  exist  before  physical  signs 
have  developed  or  before  dissection  has  actually 
occurred  may  lull  the  physician  into  a false  sense 
of  security  and  a favorable  prognosis  offered. 
Nothing  can  be  more  disconcerting  to  the  phy- 
sician than  to  tell  the  family  that  a serious  condi- 
tion does  not  exist  and  then  have  the  patient 
die  suddenly. 

It  is  the  purpose  of  this  paper  to  review  briefly 
the  more  important  causes  and  diagnostic  criteria 
and  to  report  two  cases  of  dissecting  aortic 
aneurysms  which,  when  first  seen,  offered 
difficulty  in  diagnosis.  It  is  realized  that  without 
autopsy  confirmation  some  doubt  may  be  ex- 
pressed concerning  the  author’s  conclusions,  but 
it  is  felt  that  the  development  of  the  clinical 
picture  in  each  case  justified  the  conclusions. 

Case  Reports 

Case  1.- — The  patient,  a forty-year-old  woman, 
was  first  seen  in  December,  1941,  for  “migraine 
headaches”  which  had  begun  eight  years  previously. 
These  headaches  were  left  hemicranial,  of  excruciat- 
ing cnaracter,  and  appeared  a few  days  before  the 
menstrual  period.  The  attacks  were  not  relieved 
by  the  usual  analgesic  drugs,  and  during  this  eight- 
year  period  a variety  of  treatments  were  ineffectual. 
The  patient  was  a very  severe  psychoneurotic  who 
completely  dominated  her  family.  Physical  ex- 
amination disclosed  nothing  more  than  a slight 
degree  of  myopia  and  a deviated  nasal  septum. 

A therapeutic  test  with  ergotamine  tartrate 
(0.5  mg.  subcutaneously)  administered  during  an 
attack  brought  instant  relief  and  established  the 
diagnosis  of  migraine.  The  patient  was  taught  to 
self-administer  the  drug  subcutaneously.  In  the 
ensuing  years,  the  migrainous  attacks  became  more 
frequent  (once  weekly)  so  that  ergotamine  tartrate 
was  used  often.  During  these  years  she  was  seen 
for  various  functional  complaints,  and  examination 
always  revealed  her  to  be  in  good  physical  health. 
She  was  seen  on  February  18,  1946,  because  of  pain 
in  the  left  shoulder  with  radiation  into  the  forearm. 
Examination  was  again  normal.  A diagnosis  of 


brachial  neuritis  was  made,  and  the  patient  re- 
sponded to  symptomatic  treatment. 

On  February  26,  1946,  the  patient  was  seen  at 
home  and  gave  the  following  story.  At  8:00 
a.m.,  while  looking  out  of  the  window,  she  was 
seized  with  a choking  sensation  in  the  throat  and 
for  a few  moments  had  some  difficulty  in  breathing 
The  choking  lasted  for  about  five  minutes.  Exami- 
nation at  this  time  was  absolutely  normal,  and  the 
patient  did  not  appear  ill.  The  blood  pressure  was 
120/75.  Because  of  the  history,  an  electrocardio- 
gram was  taken  but  found  to  be  normal.  It  was 
thought  that  the  patient’s  complaints  stemmed  from 
a psychoneurotic  basis.  However,  she  was  put  to 
bed  with  the  absolute  assurance  that  a serious 
condition  did  not  exist.  The  attack  was  classified 
as  a “globus  hystericus.” 

Because  of  no  further  complaints,  she  was  allowed 
out  of  bed  two  days  later.  That  afternoon  at 
2:00  p.m.,  while  standing  over  the  stove,  she  was 
again  seized  with  a choking  sensation  similar  to  the 
initial  attack.  Re-examination  at  this  time  was 
again  normal.  The  blood  pressure  was  120/75, 
the  pulse  was  normal,  heart  sounds  pure,  and  a 
repeated  electrocardiogram  showed  no  abnormali- 
ties. The  patient  was  put  to  bed  and  again  re- 
assured as  to  the  nonseriousness  of  the  symptoms. 
At  9:00  p.m.  she  complained  of  excruciating  pain 
in  the  lower  back  which  radiated  around  both  sides 
into  the  abdomen  and  of  numbness  and  tingling  in 
the  right  lower  limb.  Examination  now  revealed  a 
complete  change  in  the  findings.  The  blood  pressure 
which  had  been  120/75  was  now  145/40.  A dia- 
stolic murmur  was  heard  over  the  aortic  area,  and 
this  was  transmitted  down  the  left  sternal  border. 
The  abdomen  was  soft  and  revealed  no  evidence  of 
an  intra-abdominal  condition.  The  right  lower 
extremity  was  colder  than  the  left,  although  not 
discolored,  and  there  were  absent  pulsations  in  the 
entire  course  of  the  femoral  artery.  For  the  first 
time,  it  was  realized  that  the  patient  had  a serious 
vascular  condition,  and  the  family  was  told  of  the 
critical  nature  of  the  disease.  Morphine  sulfate 
was  administered,  but  the  patient  complained  of 
severe  pain  in  the  back  and  abdomen  throughout  the 
night.  At  10:00  a.m.  the  next  day,  the  patient 
asked  for  the  bedpan,  and  as  her  husband  ap- 
proached, she  emitted  a shriek  and  died. 

Comment.— This  is  a case  of  a young  woman 
who  developed  a dissecting  aneurysm  of  the  aorta 
in  the  absence  of  associated  hypertension  which  is 
present  in  78  per  cent  of  the  cases  reported.  Al- 
though a medial  cystic  necrosis  is  accepted  as  the 
basic  pathologic  condition  necessary  for  a nontrau- 
matic  dissection  to  occur,  the  vast  majority  of  the 
cases  occur  in  known  hypertensives.  The  classi- 
fication of  this  patient  as  a psychoneurotic  and  the 
absence  of  physical  evidence  for  three  days  before 
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the  catastrophe  lulled  the  examiner  into  a false 
sense  of  security. 

The  dissection  occurred  in  two  stages:  the  initial 
episode  of  choking  and  dyspnea  represented  the 
incomplete  rupture  of  the  aortic  intima,  and  the 
final  episode  was  the  actual  dissection  of  the  aortic 
media.  This  is  clearly  evidenced  by  the  sudden 
appearance  of  an  aortic  diastolic  murmur  with  its 
concomitant  peripheral  phenomenon  in  a patient 
who  had  never  had  any  detectable  cardiac  ab- 
normalities. The  addition  of  an  absent  pulse  in  the 
right  femoral  artery  is  evidence  that  the  dissection 
traveled  the  length  of  the  aorta  as  far  as  the  common 
iliac  branches.  The  suddenness  of  death  was  due 
to  a rupture  of  the  aorta  through  the  adventitial 
coat,  probably  in  the  abdominal  portion. 

Case  2.— This  patient  was  a forty-six-year-old 
housewife  who  was  first  seen  in  May,  1945,  for 
headaches,  flushes  and  flashes,  irregular  menses,  and 
swelling  of  the  ankles.  These  symptoms  had  been 
present  for  six  months.  The  pertinent  physical 
findings  were  obesity  (weight  226  pounds)  and  a 
blood  pressure  of  200/130.  The  heart  was  normal. 
The  impression  was  that  of  a menopausal  syndrome 
and  essential  hypertension.  The  patient  was  placed 

Ion  oral  estrogenic  therapy,  a 1,000-calorie  diet,  and 
small  doses  of  thyroid  were  prescribed.  Dietary 
restriction  was  supplemented  with  vitamin  therapy. 
On  September  11,  1945,  the  patient  weighed  207 
pounds,  and  the  blood  pressure  was  160/115. 
Cardiologic  examination  at  this  time  was  normal. 
On  September  15,  1945,  the  patient  was  attending  a 
block  party  for  a returned  veteran,  friend  of  her  late 
son,  killed  in  the  war.  During  the  festivities,  she 
was  seized  by  a sudden,  severe  pain  in  the  upper 
sternal  region  and  lost  consciousness.  She  was 
immediately  seen  by  another  physician  who  stated 
that  the  blood  pressure  was  100/95  and  that  the 
patient  was  in  a semiconscious  state  but  did  react 
to  painful  stimuli.  This  state  of  semiconsciousness 
lasted  for  about  twelve  hours.  When  seen  on  Sep- 
tember 16,  the  patient  was  alert  and  had  no  recollec- 
tion of  the  events  of  the  preceding  twelve  hours. 
The  blood  pressure  at  this  time  was  190/115,  the 
heart  sounds  regular  and  pure,  and  an  electro- 
cardiogram taken  then  was  normal  (Fig.  1A). 
The  patient  had  a low  grade  temperature.  The 
examiner  thought  that  the  patient  had  had  a cor- 
onary occlusion,  but  repeated  electrocardiograms 
revealed  no  evidence  of  a myocardial  infarction 
(Fig.  1).  On  September  27,  1945,  twelve  days  after 
the  acute  episode,  a faint  diastolic  murmur  was 
detected  over  the  aortic  area.  The  patient  ran  a 
low-grade  temperature,  and  with  the  appearance  of 
* a murmur  an  endocarditis  was  suspected.  Re- 
peated blood  cultures  were  negative,  and  other 
laboratory  procedures  were  normal  except  for  a 
moderate  leukocytosis.  On  October  19,  five  weeks 
after  the  acute  onset,  the  electrocardiogram  showed 
evidence  of  beginning  left  ventricular  strain. 
The  patient  complained  of  a constant  dull  pain  in 
the  upper  sternal  and  interscapular  areas.  The 
diastolic  murmur  became  more  prominent  and  was 
accompanied  by  a very  rough  aortic  systolic 

I murmur.  The  second  aortic  sound  became  palp- 
able. This  latter  fact  and  increasing  evidence  of  an 
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A B C D E 

Fig.  1.  The  electrocardiograms  taken  on  Sep- 
tember 16  and  20  are  within  normal  limits.  Fig. 
1C  shows  a decrease  in  the  height  of  the  T waves, 
indicating  a beginning  myocardial  strain.  In  Fig. 
ID,  the  T waves  in  lead  I have  become  inverted, 
and  in  Fig.  IE  the  T’s  in  lead  CF5  are  inverted. 
This  is  the  pattern  of  a left  ventricular  strain.  There 
is  no  evidence  in  the  series  of  tracings  of  a coronary 
occlusion. 

aortic  insufficiency  raised  the  question  of  a leutic 
aortitis  and  leutic  aortic  insufficiency.  She  was 
hospitalized  on  February  20,  1946,  and  penicillin 
therapy  instituted,  using  a schedule  advised  in 
syphilitic  cardiovascular  disease.  There  was  neither 
laboratory,  clinical,  nor  historical  evidence  for  a 
luetic  infection.  X-ray  and  fluoroscopic  examina- 
tions at  this  time  revealed  a markedly  widened  and 
dilated  aortic  arch  and  an  enlarged  heart  with  an 
aortic  configuration. 

The  patient  was  discharged  on  March  20,  un- 
improved except  for  a subsidence  of  the  tempera- 
ture. She  was  seen  once  monthly  in  the  following 
two  years  and  during  these  examinations,  the  blood 
pressure  persisted  around  190/110.  During  this 
period,  there  were  short  intervals  of  pain  in  the 
upper  chest  and  back  and  limited  bouts  of  low 
grade  temperature. 

Comment. — The  acute  episode  of  substernal  pain, 
fall  in  blood  pressure,  and  shocklike  condition  simu- 
lated an  acute  myocardial  infarction,  but  no  evidence 
was  forthcoming  to  substantiate  this  impression. 
The  appearance  of  a diastolic  murmur  over  the 
aortic  area  is  certainly  unknown  in  an  acute  coronary 
occlusion  although  a diastolic  murmur  just  above 
the  apex  may  occur  in  a left  ventricular  aneurysm 
secondary  to  an  infarction. 

The  appearance  of  a diastolic  aortic  murmur  and 
the  palpability  of  the  second  aortic  sound  is  ac- 
cepted prima  facie  evidence  that  a luetic  process 
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is  responsible  for  these  findings.  However,  no 
evidence  for  syphilis  could  be  discovered.  Al- 
though the  Wassermann  and  Kahn  tests  are  nega- 
tive in  30  per  cent  of  the  cases  that  show  luetic 
aortitis  at  autopsy,  it  is  estimated  that  in  the 
presence  of  an  aortic  insufficiency  these  tests  should 
be  positive  in  at  least  95  per  cent  of  the  necropsied 
eases  if  no  recent  antiluetic  therapy  had  been  re- 
ceived.3 Gouley  and  Anderson  recently  reported 
six  cases  of  cardiac  decompensation  which  were 
diagnosed  as  luetic  aortic  insufficiency  because  of  the 
presence  of  diastolic  and  systolic  murmurs  over  the 
aortic  area.3  Two  of  the  cases  had  a positive 
Wassermann.  Autopsy  disclosed  a chronic  dis- 
secting aneurysm  of  the  aorta  in  each  case,  and  not 
one  case,  even  those  with  a positive  Wassermann, 
showed  any  microscopic  evidence  of  a luetic  aortitis 
or  luetic  aortic  insufficiency.  Four  of  the  cases  had 
double-barreled  aortas  which  accounted  for  the 
longevity  after  the  dissection. 

Pathology  and  Etiology 

There  is  agreement  that  the  basic  pathology 
in  nontraumatic  dissecting  aneurysms  of  the 
aorta  is  a cystic  necrosis  involving  the  middle 
and  inner  thirds  of  the  medial  coat.4  Erdheim 
considered  the  process  to  be  an  unusual  accumu- 
lation of  mucoid  in  the  interlamellar  spaces  which 
caused  at  first  a thinning  and  then  dissolution  of 
the  lamellae  with  a confluence  of  the  adjacent 
spaces  to  form  large  pools.5'6  Cellina,  on  the 
other  hand,  interpreted  the  formation  of  the 
cysts  as  due  to  a primary  injury  of  the  elastic 
lamella  with  a thinning,  disintegration,  and  dis- 
appearance of  this  lamella.7 

There  is,  however,  no  agreement  as  to  the 
causes  or  precipitating  factors  responsible  for  the 
cystic  degeneration  of  the  aortic  media.  Changes 
in  the  vasa  vasorum  of  the  aorta  have  been  ad- 
vanced as  possible  causes  by  many  investigators 
and  denied  by  others.6  6'8-13  The  abnormalities 
of  the  vasa  vasorum  may  consist  of  an  oblitera- 
tive or  degenerative  process  with  rupture  and  a 
consequent  medial  hematoma.11  Pappenheimer 
and  Van  Glahn  found  that  many  cases  of  rheu- 
matic fever  showed  changes  in  the  aortic  media 
which  they  interpreted  as  due  to  an  interference 
of  the  blood  supply.14  Adrenalin  has  been  in- 
dicted because  of  its  threefold  action:  increasing 
the  blood  pressure,*  because  it  is  a muscle  poison, 
and  most  important  by  causing  an  anemic  ne- 
crosis through  its  action  on  the  vasa  vasorum.15 
Weisel  found  a medial  degeneration  in  the  pe- 
ripheral vessels  of  patients  dying  of  variform 
infectious  diseases  and  concluded  that  medial 
cystic  degeneration  of  the  aorta  was  likewise 
caused  by  infection.16 


* This  alone,  however,  will  not  cause  a dissection  of  an 
undiseased  aorta,  since  it  has  been  shown  in  animals  and  at 
necropsy  that  the  nonpathologic  aorta  will  withstand  pres- 
sures of  800  to  1200  mm.  of  mercury.1 


Those  who  favor  the  anemic  changes  and/or 
rupture  of  the  vasa  vasorum  as  the  cause  for 
the  medial  cystic  degeneration  point  out  the 
cogent  fact  that  many  cases  of  dissection  of  the 
aorta  occur  without  any  evidence  of  an  intimal 
tear,  and  the  only  possible  source  for  the  dissect- 
ing column  of  blood  would  be  a hematoma  arising 
from  the  vasa  vasorum.11 

Added  to  the  potpourri  of  exciting  causes  have 
been  a disturbance  in  cholesterol  metabolism 
because  of  the  occurrence  of  dissecting  aneurysm 
during  pregnancy,  lead  intoxication,  nicotine 
poisoning,  toxins,  etc.17  Occasionally  a rupture 
through  an  arteriosclerotic  intimal  ulcer  may 
be  the  underlying  cause,  but  this  is  rare. 
Shennan  found  only  six  instances  out  of  218 
cases.4  Congenital  defects  and  anomalies  (co- 
arctation of  the  aorta,  16  per  cent  of  whom  de- 
velop dissecting  aneurysms,  hypoplasia  of  the 
aorta,  Marfan’s  syndrome)  have  also  been  as- 
sociated with  dissecting  aneurysms.18  Syphilis  is 
never  a causative  factor  because  of  fusion  of  the 
medial  coat  in  that  condition.4 

In  the  first  case  reported  here,  one  may  theorize 
as  to  the  cause  for  the  medial  cystic  necrosis. 

As  the  vast  majority  of  cases  are  associated  with 
hypertension  and  hypertension  did  not  exist 
during  the  lifetime  of  this  patient,  one  cannot 
utilize  the  sudden  rise  in  blood  pressure  as  a 
cause  for  the  intimal  tear.  However,  this  patient 
self-administered,  weekly  or  more  often,  in- 
jections of  ergotamine  tartrate  for  a period  of 
seven  years.  The  vasoconstricting  action  of 
ergotamine  tartrate  on  the  peripheral  arteries  is 
well  known.  It  has  recently  been  shown  that  the 
drug  has  the  same  effect  on  the  coronary  art- 
eries.19 This  vasoconstricting  property  may  be 
able  to  produce  an  ischemic  necrosis  of  the  vasa 
vasorum  and  an  interference  in  the  blood  supply 
to  the  medial  coat  of  the  ascending  arch  of  the 
aorta.  The  sympathicolytic  component  of  ergot- 
amine tartrate  may  very  well  cause,  reflexly,  a 
compensatory  hyperadrenalinemia  with  the 
added  impact  of  adrenalin  on  the  vasa  vasorum. 

It  is  realized  that  the  cause  here  is  a theoretic 
one,  but  no  other  factors  or  disease  in  this 
patient’s  history  could  be  uncovered  to  account 
for  the  sudden  appearance  of  a dissecting  an- 
eurysm in  a woman  who  never  had  any  previous  , 
indication  of  a cardiovascular  disturbance. 

Diagnostic  Signs  and  Symptoms 

When  an  acute  dramatic  picture  occurs  in  a 
known  hypertensive  with  a tearing,  excruciating 
substernal  or  interscapular  pain,  sudden  occlu- 
sion of  a peripheral  artery,  or  a sudden  hemiplegia, 
the  diagnosis  of  dissecting  aortic  aneurysm  may 
not  be  too  difficult.  However,  tins  sequence  is 
not  manifested  in  the  majority  of  the  cases. 
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A dissecting  aneurysm  often  materializes  in  two 
stages,  as  is  well  illustrated  in  the  first  case 
report.20  The  first  stage  is  the  stage  of  symptoms 
and  is  due  to  the  incomplete  rupture  of  the  aorta 
without  dissection.  (It  is  now  agreed  that  the 
intimal  rupture  takes  place  from  without  inward, 
I.e.,  from  the  medial  coat  through  the  intima.) 
The  symptoms  consist  of  a choking  sensation,  as 
was  present  in  the  first  case,  fainting  due  to 
irritation  of  the  aortic  depressor  nerves,  as  was 
present  in  the  second  case,  sudden  dyspnea, 
stabbing  or  tearing  substernal  pain,  cough, 
hemoptysis,  and  fever.  The  blood  pressure  may 
be  high  or  low  in  this  stage  but  is  more  often  high. 

The  second  stage  of  dissection  may  not  occur 
for  days  or  even  not  at  all.  The  incomplete 
rupture  of  the  aorta  is  more  common  than  the 
dissection  and  is  often  mistaken  for  a coronary 
occlusion  because  of  the  electrocardiographic 
changes  suggestive  of  myocardial  infarction.21 
Autopsy  often  disclosed  no  involvement  of  the 
coronary  vessels.21  Luetic  aortic  insufficiency 
and  rupture  of  the  aortic  valves  enter  in  the 
diagnosis  because  of  the  development  of  systolic 
and  diastolic  aortic  murmurs.3  The  sudden 
appearance  of  an  aortic  insufficiency  in  a known 
hypertensive  is  indicative  of  an  aortic  tear.20 
This  is  clearly  demonstrated  in  the  second  case 
where  an  aortic  diastolic  murmur  suddenly  de- 
veloped, shortly  after  the  initial  dramatic  episode. 

If  the  second  stage  of  dissection  does  not  occur, 
the  clinical  picture  will  be  that  of  an  aortic 
insufficiency  with  congestive  heart  failure  which 
is  exemplified  in  the  second  case.3-20  This  patient 
never  went  beyond  the  first  stage  of  incomplete 
rupture  of  the  aorta.  In  the  stage  of  dissection 
the  signs  and  symptoms  will  depend  upon  the 
extent  and  direction  of  the  dissection.  Any  of 
the  aortic  branches  may  become  occluded  with 
the  development  of  a sudden  hemiplegia,  para- 
plegia, pain  radiating  into  the  abdomen  or  ex- 
tremities, paresthesias,  cyanosis  of  the  face  due 
to  venous  obstruction,  and  marked  throbbing  in 
the  neck.  Sudden  death  is  caused  by  rupture  of 
the  dissecting  blood  column  through  the  ad- 
ventitial coat  into  the  mediastinum,  pleural 
cavity,  or  abdomen,  or  from  cardiac  tamponade. 

Nissim  recently  has  described  a new  sign  which 
is  suggestive  diagnostically.2  It  is  a unilateral 
reduplication  of  the  carotid  artery  pulsation  due 
to  a difference  of  the  rate  of  propagation  of  the 
pulse  wave  through  the  artery  and  through 
its  dissected  coats  where  the  blood  is  partially 
clotted. 

Loque  considered  a bruit  and  thrill  over 
the  femoral  artery  diagnostic,  and  Roesler 
et  al.  a rapidly  shifting  area  of  pulsation  in  the 
interscapular  area  over  which  the  second  aortic 
sound  was  markedly  accentuated.22'23  Shennan 


suggested  that  a delay  iu  the  conduction  of  the 
pulse  beat  was  diagnostic.4 

At  times  x-ray  demonstration  of  the  dissection 
is  possible  with  the  finding  of  a deformity  of  the 
supracardiac  shadow  or  a shadow  along  the 
innominate  artery  due  to  dissection  along  this 
vessel.  Displacement  of  the  esophagus  and 
trachea  to  the  right  may  occur.24 

The  first  case  clearly  demonstrates  the  two 
stages  of  dissecting  aortic  aneurysm.  The  first 
stage  of  symptoms,  consisting  of  a choking  sensa- 
tion and  temporary  dyspnea  without  any  physical 
signs,  represented  the  stage  of  incomplete  rupture 
of  the  aorta,  and  the  second  stage  of  dissection 
was  indicated  by  excruciating  pain  in  the  lower 
back  and  abdomen,  sudden  appearance  of  an 
aortic  diastolic  murmur,  peripheral  changes 
characteristic  of  an  aortic  valvular  insufficiency, 
acute  occlusion  of  the  right  femoral  artery,  and 
sudden  death  due  to  external  rupture  of  the  aorta 
either  intra-abdominally  or  intrapericardially. 

Mechanism  for  the  Development 
of  the  Murmurs 

The  systolic  murmur  is  due  to  the  vibrations, 
caused  by  the  blood  stream,  of  the  edges  of  the 
intimal  tear.20  The  intimal  rupture  almost 
always  occurs  in  the  ascending  portion  of  the 
aortic  arch,  a few  centimeters  above  the  aortic 
cusps.  The  aorta  is  anchored  at  this  point  by 
the  thick  bands  of  pericardium  passing  between 
the  pulmonary  artery  and  aorta  and  by  the 
ductus  arteriosus,  giving  rise  to  a fixed  area. 
The  abrupt  diastolic  recoil  when  the  aortic 
valves  are  closed  converts  the  longitudinal  force 
into  a transverse  one  and  a lateral  stretching  of 
the  intrapericardial  part  of  the  aorta  occurs.4 

At  one  time  it  was  believed  that  the  aortic 
diastolic  murmur  and  peripheral  phenomenon  of 
aortic  insufficiency  were  caused  by  the  regurgita- 
tion of  the  blood  into  the  aneurysmal  »ac.25 
However,  aortic  diastolic  murmurs  may  be 
present  in  cases  showing  no  intimal  tear,  and 
here  they  are  due  to  the  disturbance  of  the  aortic 
valve  closure  because  of  the  medial  hematoma 
near  the  commissures.26  If  the  intimal  tears  are 
transverse  to  the  axis  and  near  the  valve  com- 
missures, these  commissures  loosen,  and  the 
corresponding  cusp  hangs  at  a lower  level  in  the 
aortic  ring  than  the  unaffected  one,  giving  rise  to 
imperfect  closure  of  the  cusps  and  an  aortic 
valvular  insufficiency.20 

Prognosis 

There  is  a general  impression  that  dissecting 
aortic  aneurysms  are  invariably  and  immediately 
fatal.  Shennan  recorded  survival  for  more  than 
one  year  in  16  out  of  300  cases.4  If  the  patient 
survives  five  weeks,  a re-entry  phenomenon  has 
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occurred  with  re-establishment  of  the  circulation 
in  90  per  cent  of  the  cases.  This  creates  a double- 
barreled  aorta  Sixty-one  of  Shennan’s  cases 
showed  this  development.  Jones  and  Langley 
report  two  cases,  one  of  which  survived  three 
years  after  the  dissection  and  .one  that  is  well 
eight  years  after  the  x-ray  diagnosis  of  the 
aortic  lesion.27  Graham  records  a survival 
thirty  years  after  the  acute  episode.28  Sailer’s 
statistics  indicate  that  10  per  cent  of  the  cases 
undergo  healing.1 

Summary  and  Conclusions 

1.  Two  cases  of  dissecting  aneurysms  of  the 
aorta  are  presented  and  clinical  evidence  offered 
to  substantiate  this  conclusion. 

2.  One  case  is  presented  as  an  incomplete 
rupture  of  the  aorta  (first  stage),  and  this  opinion 
is  based  upon  the  acute  episode  of  severe  sub- 
sternal  pain,  shocklike  picture,  and  sudden 
appearance  of  a diastolic  murmur.  The  other 
case  is  represented  by  the  two  stages:  incom- 
plete rupture  of  the  aorta  followed  by  dissection 
of  the  aorta,  as  evidenced  by  the  development  of 
an  aortic  diastolic  murmur,  peripheral  evidence 
of  an  aortic  insufficiency,  and  the  sudden  oc- 
clusion of  the  right  femoral  artery. 

3.  It  is  suggested  that  chronic  ergotamine 
tartrate  administration  is  a possible  causative 
factor  in  the  development  of  medial  cystic  ne- 
crosis in  one  case. 

4.  If  one  were  to  choose  the  one  most  diag- 
nostic sign  for  dissecting  aortic  aneurysm,  the 


sudden  appearance  of  an  aortic  diastolic  murmur 
would  be  the  most  helpful. 
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USE  SMEAR  TEST  TO  DIAGNOSE  EARLY  CANCER 


Kidney  cancer  at  a pregrowtk  stage  has  been 
detected  by  two  cell  experts  using  the  diagnostic 
“smear”  test  for  malignancy.  Writing  in  the 
Feb.  5 issue  of  the  Journal  of  the  American  Medical 
Association,  George  N.  Papanicolaou,  M.D.,  devel- 
oper of  the  smear  test,  and  his  co worker,  N.  Chand- 
ler Foot,  M.D.,  of  the  Cornell  University  Medical 
College  Department  of  Anatomy,  New  York,  say 
that  they  were  able  to  identify  the  disease  in  a pa- 
tient before  the  tiny  cancer  invaded  surrounding 
tissue. 

Cancer  in  this  early  stage,  called  cancer  in 
situ,  often  can  be  eradicated  by  prompt  treatment. 
Because  the  microscopic  tumor  is  not  revealed  by 
x-ray  photographs,  and  because  the  urinary  tract  is 
inaccessible  to  direct  examination,  cancer  in  situ 
of  the  kidney  has  been  almost  impossible  to  diagnose. 

Describing  the  smear  test,  Dr.  Papanicolaou 
says: 


“Cells  at  the  surface  of  the  growth  tend  to  be  dis- 
lodged. A technic  for  collecting  the  cellular 
debris,  smearing  it  upon  glass  slides,  and  staining 
it  has  been  perfected  so  that  various  components 
may  be  studied.”  The  interpretation  of  the  smear 
requires  the  services  of  a careful  and  discriminating 
cell  specialist  who  has  had  experience  in  this  field, 
Dr.  Papanicolaou  emphasizes. 

After  the  kidney  was  removed,  microscopic  exami- 
nation revealed  small  areas  in  which  there  was  un- 
mistakable evidence  of  cancerous  change  in  the 
tissue,  the  physicians  say,  adding:  “For  good  re- 

sults from  surgery  in  the  case  of  these  highly  malig- 
nant tumors,  which  have  been  found  to  be  most 
refractory  to  surgical  treatment,  it  is  imperative 
that  they  be  recognized  and  removed  before  they 
have  become  invasive  and  metastatic.  In  the  past 
this  has  proved  to  be  almost  impossible.” 


THE  TOXICITY  OF  SODIUM  FLUORIDE  IN  MAN 


Maurice  M.  Black,  M.D.,  Israel  S.  Kleiner,  M.D.,  and  Herman  Bolker,  M.D., 
Brooklyn,  New  York 

( From  the  Department  of  Physiology  and  Biochemistry,  New  York  Medical  College) 


THE  recent  use  of  fluoride  and  other  glycolytic 
inhibitors  in  the  treatment  of  malignant  neo- 
plasia, as  well  as  the  relation  of  fluoride  to  the 
problems  of  dental  caries,  have  made  pertinent  a 
re-evaluation  of  fluoride  toxicity.12  Most  stand- 
ard textbooks  of  pharmacology  class  sodium 
fluoride  as  a highly  toxic  agent,  asserting  that  it 
produces  visceral  and  capillary  damage,  as  well 
as  hemorrhagic  nephritis.  It  is  claimed  that 
chronic  ingestion  leads  to  impaired  growth,  poor 
nutrition,  enamel  defects,  and  anemia.  As  little 
as0.5Gm.  is  said  to  have  caused  fatality  in  some 
cases.3  On  the  other  hand,  there  are  numerous 
reports  in  the  literature  which  would  indicate 
that  the  continued  administration  of  moderate 
doses  of  sodium  fluoride  to  various  experimental 
animals  (and  human  beings)  leads  to  no  observ- 
able deleterious  effects. ' 

Woakes  treated  20  goiter  patients  with  10  to  80 
mg.  of  sodium  fluoride  daily  for  six  months  to 
two  years  without  noting  any  ill  effects.4  Schulz 
hypodermically  injected  adult  rabbits  with  10  to 
40  mg.  of  sodium  fluoride  daily  for  25  days  with  no 
ill  effects.5  Gettler  and  Ellerbrook  fed  each  of 
two  dogs  18  mg.  and  32  mg.  of  sodium  fluoride 
per  Kg.  body  weight,  respectively,  every  day  for 
two  weeks,  and  analysis  of  the  organs  at  the  end 
of  that  time  revealed  no  significant  accumulation 
of  fluorine  in  the  internal  organs.6  Sollmann 
reported  that  8 mg.  per  Kg.  of  sodium  fluoride  for 
nine  weeks  caused  no  deleterious  effect  in  rats 
while  15  to  150  mg.  per  Kg.  caused  progressive 
impairment  of  growth  and  food  consumption  with 
low  mortality  and  no  histologic  lesions.7  Leake 
states  that  the  minimal  intravenous  lethal  dose 
in  rabbits  is  87.5  mg.  of  sodium  fluoride  per 
Kg.8  De  Eds  has  summarized  the  work  in  this 
field  up  to  the  year  1933. 9 

It  is  the  purpose  of  this  paper  to  report  on  the 
apparent  lack  of  toxicity  of  sodium  fluoride  as 
found  in  a group  of  more  than  70  patients  who 
received  relatively  large  doses  over  prolonged 
periods  of  time. 

Preliminary  experiments  on  a lew  rabbits  in- 
dicated that  34  mg.  of  sodium  fluoride  per  Kg., 
when  injected  intravenously  or  intraperitoneally 
daily  for  ten  days,  were  without  apparent  sys- 
temic or  toxic  effects.  Handler  has  determined 
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the  acute  toxic  dose  for  rabbits  to  be  250  mg.  per 
Kg.  when  given  intraperitoneally.10  The  average 
daily  dose  administered  to  the  patients  in  the 
work  to  be  reported  is  3.4  mg.  per  Kg.,  i.e.,  one- 
tenth  the  apparent  safe  dose  for  rabbits  and  one- 
seventieth  the  acute  toxic  dose  for  rabbits. 

Most  of  the  patients  in  this  series  were  suffering 
from  malignant  neoplastic  disease  and  were 
being  treated  with  the  enzyme  inhibitors  as  re- 
ported by  Black,  Kleiner  and  Bolker.11  The 
subjects  varied  from  a group  of  leukemic  children 
of  three  and  a half  to  six  years,  to  adults,  in- 
cluding elderly  individuals.  In  the  adult  group, 
the  average  dose  was  80  mg.  of  sodium  fluoride 
four  times  a day,  while  the  children’s  dose  varied 
from  20  to  50  mg.  four  times  a day.  If  taken 
alone,  sodium  fluoride  causes  gastritis  and  re- 
gurgitation because  of  the  formation  of  hydro- 
fluoric acid  in  the  stomach.  If  it  is  given  in  com- 
bination with  an  amphoteric  antacid  or  as  an 
enteric  coated  tablet  there  is  minimal  gastroin- 
testinal disturbance.*’  I The  periods  of  therapy 
in  most  cases  were  several  months,  although  some 
of  the  cases  received  the  medication  for  shorter 
periods. 

No  evidence  of  systemic  toxicity  or  paren-  . 
chymatous  damage  which  could  be  attributed  to 
sodium  fluoride  has  been  observed,  although 
many  of  these  patients  have  received  more  than 
27  Gm.  of  sodium  fluoride  over  a period  of  three 
months.  Studies  of  the  following  vital  functions 
and  criteria  revealed  no  evidence  of  toxic  effect, 
and  in.  many  cases  improvement  supervened  as 
malignant  neoplasia  were  controlled  temporarily : 
growth  and  development  in  children,  eruption 
of  permanent  teeth,  hematopoiesis,  liver  func- 
tion, albumin-globulin  ratio,  level  of  cholesterol 
and  sugar  in  the  blood,  and  kidney  function.  In 
no  case  was  there  seen  any  evidence  of  mottling 
of  teeth,  even  though  two  of  the  children  ex- 
perienced eruption  of  teeth  during  the  treatment 
(permanent  teeth  in  one  case  and  deciduous  teeth 
in  the  other).  Postmortem  examination  in  four 
cases  showed  no  parenchymatous  degeneration 
that  could  be  attributed  to  fluoride  toxicity. 

The  only  systemic  effect  of  the  fluoride  therapy 
which  has  been  noted  is  a tendency  to  a fall  in 


* The  amphoteric  antacid  used  was  Ainphojel  (Wyeth) 
which  is  a suspension  containing  the  equivalentof  4 per  cent 
aluminum  oxide  and  is  free  from  alkalis  and  alkali  earths, 
t Kindly  furnished  by  Endo  Products,  Inc. 
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blood  pressure,  both  systolic  and  diastolic.  This 
finding  seems  most  marked  in  patients  having 
pre-existent  hypertension.  In  view  of  these  ob- 
servations, fluoride  was  used  in  several  cases  of 
hypertension.  The  doses  employed  were  the  same 
as  in  the  cancer  cases,  and  treatment  was  con- 
tinued for  several  months.  The  results  obtained 
will  not  be  reported  here,  except  to  emphasize  the 
fact  that  no  evidence  of  toxicity  was  found. 

An  interesting  opportunity  to  observe  any 
effects  on  the  mucous  membranes  of  the  colon 
was  available  in  two  patients  who  had  functioning 
colostomies.  On  no  occasion  was  there  any 
change  in  the  healthy  reddish  appearance  of  the 
exposed  mucosa.  The  disintegration  and  appar- 
ent absorption  of  the  enteric  coated  capsules  was 
evidenced  by  the  failure  to  find  the  capsules  in 
the  stool  of  any  of  the  patients. 

The  absorption  of  the  orally  administered 
fluoride  was  indicated  by  the  therapeutic  re- 
sponse obtained  in  various  malignant  neoplastic 
diseases.  This  was  well  demonstrated  in  several 
cases  of  acute  leukemia,  where  destruction  of  the 
malignant  cells  could  be  noted  as  early  as  twenty- 
four  to  forty-eight  hours  after  starting  treatment. 
That  this  is  a fluoride  effect  was  confirmed  in  a 
case  of  acute  myeloblastic  leukemia  which  was 
given  an  intravenous  infusion  containing  600  mg. 
of  sodium  fluoride  in  a liter  of  10  per  cent  glucose 
in  water.  The  initial  white  blood  count  had  been 
stable  at  approximately  20,000  per  cu.  mm.  The 
next  day  the  white  blood  count  was  7,040  per  cu. 
mm.,  while  the  following  day  the  count  was 
3,140  per  cu.  mm. 

The  intravenous  route  has  been  employed  in 
many  instances.  The  following  is  the  record  of  a 
typical  case.  The  patient  was  a sixteen-year-old 
girl  suffering  from  an  adrenal  carcinoma.  Her 
weight  was  approximately  27  Kg.  at  the  time  of 
treatment. 

In  a period  of  nine  days  a consecutive  total  of 
5,600  mg.  was  given  intravenously  (Table  1). 
This  is  an  average  dose  of  23  mg.  per  Kg.  per  day, 
with  a maximum  dose  of  30  mg.  per  Kg.  There 
were  no  signs  of  acute  or  chronic  toxicity.  The 
patient  expired  two  months  later  from  the  pro- 
gression of  the  neoplasm.  Permission  for  autopsy 
was  refused.  There  were  no  signs  or  symptoms 
at  any  time  that  could  be  ascribed  to  fluoride 
toxicity. 


Table  1. — Intravenous  Administration  of  Sodium 
Fluoride 


Sodium  Fluoride 
(Dose  in  Mg.) 

Method  of  Intra- 
venous Injection 

Clinical  Effect 

400 

Infusion,  2 L, 

None 

800 

2 direct  injections 
(each  400  mg.  in 
20  cc.) 

None 

800 

Infusion  in  500  cc. 

None 

800 

Infusion  in  500  cc. 

None 

800 

Infusion  in  500  cc. 

None 

800 

Infusion  in  500  cc. 

None 

400 

Direct  injection 

Local  pain 

800 

Direct  injection 

Local  pain 

In  general  the  observations  reported  here  are  in 
accord  with  the  results  obtained  by  others  using 
various  experimental  animals.  The  popular  con- 
ception of  the  extreme  toxicity  of  sodium  fluoride 
is  not  supported  by  these  observations.  In  a re- 
view of  cancer  therapy  Woglom  mentions  fluoride 
as  a potential  chemotherapeutic  agent  only  to 
eliminate  it  on  the  basis  of  its  supposed  toxicity. 
It  is  our  belief  that  this  fear  of  fluorides  is  greatly 
magnified.  Normal  tissue  has  a wide  latitude  of 
tolerance  although  certain  malignant  tissue  is 
extremely  sensitive  to  it.  It  appears  safe  to  say 
that  within  the  doses  indicated  further  study 
should  not  be  deterred  by  fear  of  toxicity. 


Summary 

The  ingestion  of  320  mg.  of  sodium  fluoride  per 
day  for  periods  of  five  to  six  months  has  not  re- 
sulted in  any  evidence  of  acute  or  chronic  toxicity 
in  man.  Relatively  high  doses  are  also  tolerated 
intravenously  without  deleterious  effects.  Cer- 
tain malignant  tissue  may  show  a greater  sensi- 
tivity than  normal  tissue. 
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DEATH  CERTIFICATES 
Members  are  reminded  that  funeral  directors  can- 
not obtain  permission  to  remove  a body  without  the 
death  certificate  and  the  confidential  medical  report, 


and  are  requested  to  cooperate  with  the  mortician 
and  the  deceased’s  family  by  prompt  issuance  of  the 
necessary  papers. 


NONSPECIFIC  REACTIONS  IN  SEROLOGIC  TESTS  FOR  SYPHILIS- 
RELATIONSHIP  OF  VACCINIA 

Victor  N.  Tompkins,  M.D.,  Albany,  New  York 

{From  the  Division  of  Laboratories  and  Research,  New  York  State  Department  of  Health) 


REACTIONS  in  serologic  tests  for  syphilis 
occasionally  occur  in  diseases  other  than 
syphilis.  There  is  no  known  serologic  procedure 
for  differentiating  from  syphilis  the  treponemal 
diseases  such  as  yaws,  bejel,  and  pinta.  In 
several  of  the  diseases  of  the  tropics — leprosy, 
malaria,  schistosomiasis,  and  kala  azar,  for 
instance — false  reactions  frequently  occur.  Of 
greater  importance  to  physicians  in  New  York 
State,  however,  are  false  reactions  in  infections 
of  the  respiratory  tract,  exanthematic  diseases, 
infectious  mononucleosis,  and  following  smallpox 
vaccination.  The  vaccination  against  smallpox 
of  large  numbers  of  residents  in  New  York  State 
during  the  spring  of  1947  presented  an  oppor- 
tunity to  study  a few  cases  to  determine  the 
frequency  of  false  reactions  and  the  underlying 
conditions. 

False  reactions  following  vaccination  were 
first  reported  in  1940  by  Barnard,  who  cites 
earlier  observations  by  Giordano,  and  Moore, 
Eagle,  and  Mohr.1'2  Since  Barnard’s  work, 
there  have  been  several  systematic  surveys,  per- 
haps the  most  extensive  being  that  of  Rein  and 
Elsberg.3  A variety  of  tests  were  employed, 
including  complement  fixation  and  tube  and 
slide  precipitation  tests.  Reactions  occurred 
commonly  in  specimens  from  patients  who  had 
vaccinia  or  “primary  takes,”  while  in  those  from 
persons  giving  vaccinoid  responses  usually  no 
reaction  occurred.  In  the  successfully  vaccin- 
ated cases,  reactions  occurred  in  increasing  number 
throughout  the  first  week,  reaching  a maximum 
in  the  second  week,  with  a small  number  occur- 
ring in  the  third  week.  Usually  these  reactions 
disappeared  before  the  end  of  the  fourth  month. 
Many  were  of  relatively  low  titer,  although  most 
of  the  technics  employed  were  qualitative.  The 
incidence  varied  from  14  to  54  per  cent,  depending 
on  the  time  and  the  technic  of  testing. 

Little  information  is  available  on  the  influence 
of  the  antigen  in  tests  of  sera  from  vaccinated 
patients.  Andujar  and  coworkers  and  also  Kline 
and  his  colleagues  found  that,  with  the  Kline 
diagnostic  precipitation  test  using  cardiolipin 
antigen,  no  reactions  occurred  in  eight  cases, 
whereas  two  doubtful  and  two  positive  reactions 
occurred  with  the  same  test  using  lipoidal  anti- 

Presented  at  the  142nd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Public  Health,  Hygiene,  and  Sanitation,  May  20,  1948. 


gen.4'5  In  the  same  eight  cases,  Andujar  found 
one  positive  reaction  in  the  Kolmer  complement 
fixation  test  using  cardiolipin  antigen  against 
three  doubtful  and  two  positive  reactions  using 
lipoidal  antigen. 

Prior  to  the  mass  vaccination  in  New  York 
in  the  spring  of  1947,  the  Division  of  Laboratories 
and  Research  had  performed  its  quantitative 
complement  fixation  test  with  specimens  from 
approximately  thirty  cases  of  vaccinia.6  No 
reactions  had  occurred  in  these  cases.  There 
was  no  evidence,  therefore,  that  vaccination 
would  result  in  an  increasing  number  of  reacting 
specimens.  It  was  not  known,  however,  whether 
unusual  cases  would  arise  that  would  make  inter- 
pretation of  tests  difficult.  Information  was 
accordingly  sought  in  two  series  of  successfully 
vaccinated  cases. 

One  group  consisted  of  23  healthy  people, 
members  of  the  laboratory  staff.  Sera  were 
obtained  fourteen  days  following  successful 
vaccination.  Four  tests  were  used  in  parallel: 
(1)  the  New  York  State  quantitative  comple- 
ment fixation  test  and  (2)  the  quantitative  tube 
precipitation  test,  both  using  cardiolipin  antigen, 
were  performed  at  the  Central  Laboratory  under 
the  direction  of  the  originators  of  the  respective 
methods.7  (3)  A tube  precipitation  test  of  the 
same  general  class  as  the  quantitative  precipita- 
tion test  was  performed,  using  a lipoidal  antigen 
for  comparison.  This  lipoidal  antigen,  long 
since  replaced  by  cardiolipin,  is  the  same  as  that 
used  in  the  Washington  Serology  Conference  of 
1941  in  the  oversensitive  preliminary  procedure.8 
(4)  A slide  precipitation  test,  at  present  under 
study,  employing  cardiolipin  antigen,  was  also 
performed.9 

The  results  are  shown  in  Table  1.  No  reac- 
tions occurred  with  the  quantitative  complement 
fixation  test  or  with  the  quantitative  tube  pre- 

TABLE  1. — Reactions  in  Tests  of  Seba  from  23  Well 
Persons 


Cardiolipin  antigen 

Lipoidal 

antigen 

Types  of  test* 

Quanti- 

Quanti- 

Experi- 

Tube 

tative 

tative 

mental 

precipi- 

com- 

tube 

slide 

tation 

Number  of  re- 
actions 

pie- 
men t 
fixa- 
tion 

0 

precip- 

itation 

0 

precip- 

itation 

4 

5 

* AH  tests  were  those  developed  in  the  New  York  State 
Division  of  Laboratories  and  Research. 
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FABLE  2.  Reactions  in  Tests  of  Sera  from  54  Nonsyphilitic  Hospital  Patients 


Types  of  test 

Cardiolipin  antigen 

Lipoidal  antigen 

Quantitative 

Quantitative 

Kahn 

Number  of  reactions 
Titer  or  degree  of  reaction 

complement 

fixation* 

0 

tube  precip- 
itation* 

6 

2-5 

5 

1-3 

13 

± to  4 * 

2 

4* 

♦New  York  State. 

cipitation  test  using  cardiolipin  antigen.  Five 
reactions  occurred  in  the  tube  precipitation  test 
with  lipoidal  antigen;  subsequent  specimens  from 
these  individuals  failed  to  react  in  this  test. 
Reactions  occurred  with  four  specimens  in 
slide  precipitation  tests  using  cardiolipin  antigen ; 
all  were  from  individuals  whose  specimens 
reacted  with  lipoidal  antigen  in  the  tube  test. 

The  second  series  of  tests  was  performed  with 
specimens  from  hospitalized  patients.  Dr.  Evan 
W.  Thomas  and  Dr.  Simeon  Landy  of  Belle- 
vue Hospital,  New  York,  made  available  the  sera 
from  54  nonsyphilitic  patients  with  a variety  of 
dermatologic  ailments;  all  had  been  successfully 
vaccinated  two  weeks  before  testing.  The 
quantitative  complement  fixation  test  and  the 
quantitative  tube  precipitation  test  using  cardio- 
lipin antigen  were  performed  at  the  Branch  Lab- 
oratory of  this  Division  in  New  York  City;  the 
three  tests  using  lipoidal  antigen  were  performed 
at  Bellevue  Hospital  Laboratory.  The  results 
are  presented  in  Table  2.  In  all  instances  where 
reactions  occurred  in  any  of  the  serologic  tests, 
specimens  collected  subsequently  failed  to  react. 

In  these  two  groups  of  cases  it  is  not  possible  to 
make  a satisfactory  comparison  of  all  the  factors 
in  the  tests  used.  The  tests  differ  among  them- 
selves in  more  respects  than  antigen  alone.  It 
appears,  however,  that  the  use  of  cardiolipin  an- 
tigens results  in  greater  specificity  than  is  at- 
tained with  lipoidal  antigens.  It  is  apparent, 
also,  that  the  use  of  cardiolipin  is,  in  itself,  no 
guarantee  that  false  reactions  will  be  avoided. 
The  use  of  cardiolipin  with  every  technic  does 
not  confer  perfection ; the  technics  themselves  ap- 
parently have  limitations.  Even  in  the  quantita- 
tive complement  fixation  test,  the  most  specific 
of  the  group  presented,  reactions  of  low  titer  oc- 
curred in  a few  sera  from  vaccinated  individuals. 
This  was  found  to  be  the  case  by  Maltaner  and 
Maltaner  when  they  used  an  experimental  thirty- 


minute  period  of  fixation  at  37  C.  in  parallel  with 
the  standard  four  hours  at  from  3 to  6 C.,  reac- 
tions of  titer  approximately  2 occurred  at  37  C. 
but  not  with  cold  fixation.6  This  was  confirmed 
in  the  present  series. 

The  experience  in  New  York  City  is  consonant 
with  the  findings  presented  here.10  The  percent- 
age of  reacting  sera  during  the  period  in  which  a 
large  number  of  citizens  were  vaccinated  was  not 
larger  than  in  the  period  preceding  or  following  it. 
The  results  of  .tests  in  periods  preceding  and  fol- 
lowing show  no  influence  attributable  to  the  vac- 
cination. 

In  summary,  it  appears  that  false  reactions  in 
serologic  tests  for  syphilis,  following  vaccination 
against  smallpox,  are  due  to  the  reagents  used  and 
to  technics  of  testing.  Reactions  are  more  com- 
mon with  lipoidal  antigens  than  with  cardiolipin 
antigens.  They  are  more  apt  to  occur  in  precipi- 
tation tests  than  in  complement  fixation  tests. 
In  the  New  York  State  quantitative  complement 
fixation  test  with  cardiolipin  antigen,  reactions 
are  rare  when  the  temperature  of  fixation  is  3 to  6 
C. 
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PLATELET  RESPONSE  TO  VITAMIN  B COMPLEX  IN  THE 
NEWBORN  PERIOD 


Louis  S.  Goldstein,  M.D.,  Yonkers,  New  York 
( From  the  Yonkers  Professional  Hospital) 


JAPANESE  investigators  carefully  studied 
the  platelet  count  in  beriberi.  They  re- 
ported that  with  clinical  improvement  the  ele- 
vated platelet  count  frequently  returned  to 
normal.1 

In  a recent  case  of  congenital  thiamin  deficiency 
(infantile  beriberi),  thrombopenia,  rather  than  an 
elevated  platelet  count,  was  observed.  On  treat- 
ment with  daily  intramuscular  injections  of 
vitamin  B complex,  the  platelet  count  gradually 
approached  normal.  In  view  of  the  apparent 
increase  in  platelet  count  following  specific 
therapy,  it  was  decided  to  examine  the  relation- 
ship of  vitamin  B complex  to  platelet  response  in 
the  newborn  period. 

Apparently  normal,  newborn  infants  were 
selected  for  this  study,  regardless  of  gestation, 
sex,  or  birth  weight.  Within  twenty-four  hours 
after  birth,  a group  of  ten  newborn  infants 
received  daily  intramuscular  injections  of  V* 
cc.  of  vitamin  B complex  (Betalin  Complex-Lilly) 
for  four  days.*  Alternate  infants  received  no 
therapy.  All  infants  received  the  routine  nur- 
sery formula  starting  twelve  hours  after  birth 
and  consisting  of  2/3  whole  cow’s  milk,  1/3  boiled 
water,  and  3 per  cent  granulated  sugar. 

The  method  used  for  the  counting  of  platelets 
is  that  described  by  Wood,  Vogel,  and  Famulener, 

* Betalin  Complex  (Lilly) — each  cubic  centimeter  contains 
thiamin  chloride  5 mg.,  riboflavin  2 mg.,  nicotinamide  75 
mg.,  pantothenic  acid  2.5  mg.,  pyridoxine  hydrochloride  5 
mg.,  and  phenol  (as  preservative)  0.5  per  cent. 


who  used  a 3 per  cent  solution  of  sodium  citrate 
as  the  1 : 100  diluent  in  a red  cell  pipet.2  The 
mixture  is  allowed  to  settle  for  ten  minutes  in 
the  chamber  before  the  counting  is  done.  With  a 
high  dry  objective  it  is  easy  to  recognize  the  un- 
stained platelets.  At  least  200  small  squares 
must  be  counted.3 

Platelet  counts  were  made  from  capillary  blood 
taken  from  heel  puncture.  Leslie  and  Sanford 
noted  that  the  platelets  are  higher  in  venous 
plasma  than  in  whole  blood.4  This  did  not 
affect  the  present  study,  since  I was  not  inter- 
ested in  specific  counts,  per  se,  but  rather  in  the 
direction  of  fluctuation  on  the  various  days. 
Davidson  and  Merritt  and  Lucas  reported  a 
physiologic  drop  in  platelet  count  after  the 
fourth  day.5’6  This  was  confirmed  in  the  con- 
trol group  (Table  1 and  Fig.  1).  In  direct 
contrast,  the  majority  of  infants  who  received 
daily  injections  of  vitamin  B complex  showed  a 
rise  in  platelet  count  on  the  fifth  day  (Table  2 
and  Fig.  2). 

Discussion 

Ten  apparently  normal,  newborn  infants  were 
used  as  controls  to  compare  the  response  of  an 
alternate  group  of  ten  normal  newborn  infants 
to  injections  of  vitamin  B complex.  Daily 
platelet  counts  were  made.  Seven  of  the  ten 
controls  showed  a drop  in  platelet  count  on  the 
fifth  day,  whereas  eight  of  the  experimental  group 
showed  an  increase  in  platelet  count.  Further- 


TABLE  1. — Controls 


Case  Number 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

1st  day 

490* 

420 

610 

450 

470 

480 

410 

430 

360 

300 

2nd  day 

390 

400 

400 

480 

460 

450 

380 

400 

340 

3rd  day 

530 

420 

460 

580 

400 

378 

350 

4th  day 

390 

380 

500 

490 

480 

400 

350 

4io 

390 

470 

5th  day 

300 

350 

410 

380 

430 

490 

280 

350 

450 

500 

6th  day 

280 

310 

460 

430 

410 

430 

250 

7th  day 

660 

500 

400 

430 

380 

400 

360 

410 

380 

8th  day 

550 

450 

280 

430 

460 

400 

380 

420 

360 

320 

9th  day 

380 

510 

360 

350 

400 

220 

10th  day 

540 

* To  simplify  tabulation,  only  the  first  three  numerals  are  used  to  represent  thousands  of  platelets. 

TABLE  2.- 

— Infants  Who  Received  Vitamin  B Complex 

Case  Number 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

1st  day 

660* 

330 

270 

680 

350 

720 

620 

380 

220 

300 

2nd  day 

510 

380 

670 

470 

270 

3rd  day 

650 

340 

400 

250 

550 

400 

220 

280 

4th  day 

420 

310 

400 

310 

520 

520 

500 

330 

210 

330 

5th  day 

510 

550 

530 

350 

620 

630 

440 

320 

230 

360 

6th  day 

340 

500 

390 

380 

550 

710 

480 

340 

260 

360 

7th  day 

550 

400 

500 

540 

520 

210 

350 

8th  day 

330 

250 

430 

230 

300 

410 

230 

350 

9th  day 

460 

420 

300 

230 

320 

10th  day 

510 

450 

... 

... 

* To  simplify  tabulation,  only  the  first  three  numerals  are  used  to  represent  thousands  of  platelets. 
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Fig.  1.  Controls. 

more,  the  highest  platelet  count  on  the  fifth  day 
in  the  control  group  was  430,000  platelets  per  cu. 
mm.,  whereas  in  the  experimental  group  the 
lowest  platelet  count  on  the  fifth  day  was  above 
500,000  in  one  half  of  the  cases,  a figure  greater 
than  the  highest  counts  in  the  control  group. 

Conclusion 

1.  From  the  above  numerical  data  and 
Table  2 and  Fig.  2 it  is  seen  that  vitamin  B 
complex  is  responsible  for  a rise  in  platelet 
count  on  the  fifth  day  in  direct  contrast  to  the 
controls  who  show  a drop  in  platelet  count  (Table 
1 and  Fig.  1). 

2.  It  might  be  interesting  to  theorize  on  the 
questions:  Is  congenital  essential  thrombopenic 
purpura  due  to  vitamin  B complex  deficiency 
and  can  it  be  treated  with  specific  therapy? 

3.  This  study  should  be  repeated  using  thia- 
min alone  in  view  of  Sumner’s  study  of  the  plate- 
let response  to  thiamin  in  the  white  rat.7 
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THE  ATLANTIC  CITY  SESSION 

This  year’s  annual  meeting  of  the  A.M.A.  presents  many  features  of  great  interest 
not  only  in  the  field  of  medicine  itself,  but  in  other  matters  which  are  closely  related. 
The  proceedings  of  the  House  of  Delegates  are  of  special  importance  in  view  of  the  cur- 
rent problems  which,  in  a sense,  are  assailing  the  American  medical  profession.  As  sta- 
ted in  an  editorial  announcement  (J .A.M.A. , April  23,  1949), “The  Atlantic  City  session 
will  obviously  be  one  of  the  most  important  held  by  the  greatest  medical  organization 
in  the  world,  and  the  decisions  of  that  session  will  be  vitally  significant  in  determining 
the  future  of  medicine  in  our  country.” 

Those  who  can  arrange  to  attend  should  do  so! 


Case  Reports 

CARCINOMA  OF  THE  EXTRAHEPATIC  BILE  DUCTS 

George  M.  Saypol,  M.D.,  and  Benjamin  S.  Fishman,  M.D.,  New  York  City 


{From  the  Departments  of  Surgery  and  Medicine,  New  York  Post-Graduate  Medical  School  and  Hospital ) 


C^ARCINOMA  of  the  extrahepatic  bile  ducts  above 
the  ampulla  of  Vater  may  be  villous,  annular,  or 
diffuse  in  type.  The  first  two  types,  even  though 
small,  should  not  be  difficult  to  recognize  at  opera- 
tion, particularly  if  immediate  cholangiography  is 
performed.  The  diffuse  type,  however,  may  easily 
be  missed.  The  extrahepatic  ducts  may  be  smooth 
and  rigid  without  any  evidence  of  encroachment 
upon  the  lumen  by  a circumscribed  mass.  Immediate- 
cholangiography  is  apt  to  show  ducts  of  normal 
caliber  and  unobstructed  flow  of  contrast  media  into 
the  duodenum.  Biopsy  of  the  duct  wall  may  be  mis- 
leading if  the  section  does  not  include  an  area  in- 
vaded by  tumor  cells.  The  diagnosis  most  likely  to 
be  made  is  benign  fibrosis  of  the  hepatic  or  common 
duct. 

The  case  to  be  presented  was  believed  to  be  one  of 
common  duct  fibrosis  associated  with  cholelithiasis 
and  cholangitis.  Two  operations  and  gross  ex- 
amination of  the  organs  at  postmortem  failed  to  re- 
veal the  diagnosis.  The  latter  was  made  only  after 
careful  study  of  microscopic  sections  of  the  bile  ducts 
and  other  organs. 

Case  Report 

D.  B.,  a fifty-five-year-old  white  woman,  was  ad- 
mitted April  15,  1947,  with  a history  of  right  upper 
quadrant  pain  radiating  to  the  scapula,  increasing 
jaundice,  itching,  chills,  fever  to  104  F.,  and  weight 
loss  of  50  pounds  during  the  preceding  four  weeks. 
Stool  was  clay-colored,  and  urine  was  amber  in  ap- 
pearance. 

Physical  examination  revealed  a markedly  icteric 
patient  with  evidence  of  recent  weight  loss  and 
multiple  scratch  marks  on  the  skin.  Liver  was  en- 
larged to  three  fingers  below  the  right  subcostal  mar- 
gin; the  spleen  was  not  felt. 

Laboratory  findings  were  as  follows:  urine  posi- 
tive for  bile;  stool  gray  and  negative  for  occult 
blood;  white  cell  count  was  16,250  with  polymor- 
phonuclear cells  84  per  cent;  icterus  index  90  units; 
serum  bilirubin  15.5  mg.  per  cent;  alkaline  phos- 
phatase 12.5  Bodansky  units;  cephalin-cholesterol 
flocculation  1 in  twenty-four  hours;  total  serum 
cholesterol  160  mg.  per  cent;  serum  cholesterol 
esters  35  mg.  per  cent;  total  serum  proteins  5.1  Gm. 
per  cent;  albumin-globulin  ratio  1.6,  and  serum 
amylase  normal.  Cholecystogram  done  just  before 
admission  was  reported  “no  visualization.”  Gastro- 
intestinal x-ray  series  was  negative. 

Course  in  the  hospital  for  one  week  was  charac- 
terized by  persistence  of  abdominal  pain,  chills,  and 
fever  ranging  between  98  and  104  F.  A diagnosis  of 
chronic  cholecystitis  with  cholelithiasis  and  choledo- 
cholithiasis  or  carcinoma  of  the  head  of  the  pancreas 
was  made. 


Operation  was  performed  on  April  22,  1947,  with 
the  following  findings:  The  liver  was  enlarged,  not 
nodular,  and  greenish  brown.  The  gallbladder  was 
shrunken,  fibrotic,  and  adherent  to  the  duodenum, 
hepatic  flexure,  and  the  greater  omentum.  It  con- 
tained numerous  stones  of  a mixed  type.  The  com- 
mon bile  duct  was  about  6 mm.  in  diameter,  thick- 
ened, and  resembled  an  artery  in  consistency;  it  was 
patent  and  contained  a few  cubic  centimeters  of 
thick,  tan  bile.  The  ampulla  was  patent,  admitting 
a probe  with  ease.  There  was  no  suspicion  of  am- 
pullary  or  pancreatic  tumor.  Cholecystectomy, 
choledochostomy,  and  liver  biopsy  were  performed. 
Pathologic  report  was  chronic  cholecystitis,  choleli- 
thiasis, and  biliary  cirrhosis.  Culture  of  bile  was  re- 
ported positive  for  Escherichia  coli.  Postoperative 
course  was  characterized  by  fever  ranging  between  99 
and  104  F.,  bile  drainage  through  and  around  the 
“T”  tube,  and  persistence  of  E.  coli  in  the  bile. 
These  were  unrelieved  by  penicillin,  streptomycin, 
and  the  sulfa  drugs.  Cholangiograms  on  the  four- 
teenth and  sixtieth  postoperative  days  revealed 
a patent,  undilated  common  duct  (Fig.  1).  By  the 
fiftieth  postoperative  day  bile  drainage  around  the 
the  tube  had  diminished  considerably,  and  tempera- 
ture range  was  between  99  and  103  F.  On  the  sixty- 
first  day  the  “T”  tube  was  removed,  and  on  the 


Fig.  1.  Cholangiogram  taken  on  the  fourteenth  day 
after  the  first  operation. 
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Fig.  2.  Section  of  common  bile  duct  showing  in- 
.vasion  of  nerve  by  carcinoma  (105  X). 


seventieth  day  the  patient  was  discharged  under 
continued  observation. 

Laboratory  findings  at  this  time  (July  2,  1947) 
were  as  follows:  icterus  index  13.6  units;  alkaline 
phosphatase  8.1  Bodansky  units;  cephalin-choles- 
terol flocculation  3 in  twenty-four  hours;  thymol 
turbidity  9 units;  total  serum  cholesterol  206  mg. 
per  cent;  serum  cholesterol  esters  166  mg.  per  cent, 
and  total  serum  proteins  7.8  Gm.  per  cent. 

On  July  25,  1947,  she  was  readmitted  to  the  hos- 
pital (three  months  after  her  first  operation)  for  in- 
cision and  drainage  of  an  abscess  of  the  buttock  re- 
sulting from  intramuscular  injections  of  liver  ex- 
tract. There  was  still  a small  amount  of  bile  drain- 
ing from  the  abdominal  sinus,  and  fever  ranged  be- 
tween 99  and  102  F.  Laboratory  studies  at  this  time 
were  icterus  index  26  units;  serum  bilirubin  3.2  mg. 
per  cent;  alkaline  phosphatase  8.3  Bodansky  units, 
cephalin-cholesterol  flocculation  2 in  twenty-four 
hours;  thymol  turbidity  6 units;  total  serum  choles- 
terol 252  mg.  per  cent,  and  serum  cholesterol  esters 
181  mg.  per  cent. 

She  was  discharged  nine  days  later.  She  continued 
to  drain  bile  from  the  sinus,  had  spiking  tempera- 
tures to  103  F.,  increasing  jaundice,  and  right  upper 
quadrant  pain. 

On  September  19,  1947,  she  was  admitted  to  the 
hospital  a third  time  (five  months  after  her  first 
operation).  The  liver  was  enlarged  to  five  fingers 
below  the  right  subcostal  margin  and  the  spleen  was 
palpable.  Laboratory  findings  were  icterus  index  50 
units;  serum  bilirubin  6.9  mg.  per  cent;  alkaline 
phosphatase  8.6  Bodansky  units;  cephalin-cholesterol 
flocculation  4 in  twenty-four  hours;  thymol  turbidity 
12  units;  total  serum  cholesterol  240  mg.  per  cent; 
serum  cholesterol  esters  133  mg.  per  cent,  and  total 
serum  proteins  8.6  Gm.  per  cent. 

A cholangiogram  was  attempted  by  inserting  a 
catheter  into  the  biliary  sinus  and  injecting  diodrast. 
The  biliary  tree  did  not  outline,  dye  being  observed 
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Fig.  3.  Section  'of  hepaticoduodenostomy  (85  X). 


only  in  the  duodenum.  In  order  to  rule  out  an  over- 
looked stone  or  tumor  of  the  common  bile  duct, 
another  exploration  was  decided  upon,  and  this  was 
performed  on  October  10,  1947.  The  biliary  sinus 
was  followed  down  to  the  hilus  of  the  liver  where  a 
pinpoint  opening  exuding  bile  was  discovered.  Ex- 
ploration of  the  hepatoduodenal  ligament  for  study 
of  the  common  duct  proved  fruitless.  The  afore- 
mentioned opening  at  the  hilus  was  dilated  with  the 
production  of  free  bile,  and  an  hepaticoduodenos- 
tomy over  a “T”  tube  was  performed.  The  liver 
and  spleen  were  enlarged.  There  was  no  evidence  of 
any  tumor.  Culture  of  the  bile  was  again  positive 
for  E.  coli.  Postoperatively,  bile  drained  through 
the  “T”  tube  and,  around  it,  bile  and  duodenal  con- 
tents. Temperature  ranged  between  97  and  103  F. 
She  went  progressively  downhill  and  died  November 
18,  1947,  one  month  after  her  last  operation  and 
seven  months  after  her  first  operation.  The  clinical 
diagnosis  was  chronic  cholecystitis  with  cholelithi- 
asis, cholangitis,  biliary  cirrhosis  with  splenomegaly, 
and  fibrosing  stenosis  of  the  common  bile  duct  asso- 
ciated with  infection. 

Postmortem:  Microscopic  Examination. 

Common  Bile  Duct. — Section  of  the  proximal  por- 
tion of  common  duct  shows  only  a small  portion  of 
recognizable  mucosa.  Tumor  is  invading  nerve 
trunks  (Fig.  2).  Fibrous  tissue  is  infiltrated  with 
chronic  inflammatory  cells.  In  one  area  there  is 
necrosis  of  a tumor  nodule  with  polymorphonuclear 
exudation.  In  the  wall  of  the  duct  is  a lymph  node 
containing  a few  tumor  cells.  There  is  a dilatation 
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of  sinusoids  and  proliferation  of  reticuloendothelial 
elements,  many  of  which  contain  brown-yellow, 
granular  pigment. 

Hepaticoduodenostomy. — Section  through  the 
area  of  anastomosis  of  duodenum  to  hepatic  duct 
shows  the  duodenal  mucosa  generally  has  undergone 
postmortem  necrosis.  The  deeper  tissues  show 
fibrosis  and  are  infiltrated  with  chronic  inflammatory 
cells  and  phagocytes  laden  with  hemosiderin.  One 
large  duct  structure,  seen  as  a longitudinal  slit, 
probably  represents  a hepatic  duct.  Scattered  in  the 
fibrous  tissues  are  carcinomatous  glands  (Fig.  3). 

Liver. — Section  of  liver  shows  a generalized 
necrosis  affecting  mainly  the  central  two  thirds  of  the 
lobule.  Disintegration  of  the  cells  is  quite  complete. 
Yellow  and  brown  intra-  and  intercellular  pigment 


are  present.  In  the  peripheral  portion  of  the  lobules 
there  is  a better  preservation  of  tissue.  Brown  pig- 
ment is  present  in  liver  and  Kupfer  cells.  A few  bile 
plugs  are  noted.  Portal  areas  show  fibrosis  and  a 
moderate  bile  duct  proliferation.  A few  chronic  in- 
flammatory cells  are  noted  in  the  portal  areas  also. 

Peritoneum. — Diaphragmatic,  pelvic,  and  ab- 
dominal (region  of  cecum)  peritoneum  show  in- 
vasion by  scattered  tumor  cells. 

Final  Diagnosis. — Carcinoma  of  the  common  and 
hepatic  bile  ducts.  Secondary  carcinoma  of  the 
peritoneum.  Biliary  cirrhosis. 
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PULMONARY  BACILLUS  PYOCYANEUS  INFECTION  IN  AN  ADULT  WITH 
RECOVERY 

Eugene  Bifulco,  M.D.,  Hempstead,  New  York 
( From  the  Nassau  Hospital,  Mineola ) 


CYSTEMIC  Bacillus  pyocyaneus  infection  may 
^ affect  the  extremes  of  life,  from  the  fetus  in  ulero 
to  the  adult.1  The  occurrence  of  this  fatal  infection 
in  infancy  and  childhood,  usually  manifested  by 
necrotizing  skin  lesions  and  terminating  invariably 
in  septicemia,  exemplifies  the  virulency  of  this  organ- 
ism in  the  early  years  of  life.2  Its  virulence  is  by  no 
means  obtunded  in  the  adult,  as  attested  by  fatal 
cases  of  septicemia  and  endocarditis,  there  being  only 
seven  cases  of  the  latter  reported  in  the  literature. 3-6 
Interestingly  enough,  a case  of  multiple  liver  ab- 
scesses from  which  a pure  culture  of  B.  pyocyaneus 
was  obtained  was  cured  by  surgical  evacuation  of  the 
abscesses.7 

Frank  pulmonary  infections  of  B.  pyocyaneous 
are  not  common  and  are  usually  marked  by  a ful- 
minating, rapidly  fatal  course.  Such  was  the  ex- 
perience in  the  cases  reported  by  Soltmann,  Clarke, 
Dudden,  and  Fraenkel,  as  quoted  by  Epstein  and 
Grossman.2  It  is  interesting  to  note,  however,  that 
in  a recent  report  by  Frada  a case  of  an  adult  with 
pulmonary  B.  pyocyaneus  infection  simulating 
tuberculosis  is  recorded.8  This  patient  lived  one  year 
from  the  inception  of  her  illness,  finally  dying  in  a 
cachectic  state.  What  the  course  of  this  case  might 
have  been  if  antibiotic  agents  had  been  available  for 
therapy  is  now  mere  conjecture.  In  the  light  of  these 
facts  it  seems  appropriate  to  report  the  following 
case  of  pulmonary  B.  pyocyaneus  infection  with  re- 
covery following  antibiotic  therapy.  To  my  knowl- 
edge this  is  the  first  case  of  recovery  recorded  from 
this  type  of  pulmonary  infection. 


Case  Report 

A white  man,  aged  fifty-five,  was  admitted  via 
ambulance  to  the  Nassau  Hospital  on  May  20,  1948. 
His  chief  complaint  was  difficulty  in  breathing  of  five 


years  duration.  He  dates  the  commencement  of  his 
present  illness  from  a confinement  at  home  for  a 
period  of  five  weeks  in  April  and  May,  1943,  for  a 
“virus  pneumonia.”  Following  this  confinement, 
till  approximately  one  year  ago,  he  endured  a per- 
sistent dyspnea  which  remained  unmodified  by  rest. 
Despite  the  dyspnea  he  was  able  to  continue  as  a 
fertilizer  salesman  till  about  June,  1947.  During 
this  latter  month  the  dyspnea  had  progressed  to  the 
point  where  he  had  to  discontinue  his  work  and  re- 
main confined  at  home.  In  October,  1947,  he  was 
hospitalized  by  his  local  physician  for  a period  of  two 
weeks.  During  his  hospitalization  he  was  on  a strict 
cardiac  regimen  of  absolute  bed  rest,  low  sodium 
diet,  digitalis,  and  mercuhydrin.  He  was  dis- 
charged slightly  improved,  but  his  dyspnea  con- 
tinued unabated.  From  about  the  middle  of  March, 
1948,  till  date  of  present  admission  he  developed 
paroxysms  of  coughing  which  were  usually  ter- 
minated after  the  expectoration  of  a thick,  tenacious 
plug  of  mucus.  During  the  week  prior  to  date  of 
present  admission  he  was  confined  to  absolute  bed 
rest,  using  oxygen  continuously,  having  more  fre- 
quent paroxysms  of  severe  coughing  and  expectorat- 
ing about  20  cc.  of  thick,  grayish-green,  mucopuru- 
lent material.  During  this  latter  week  the  patient 
partook  of  very  little  food  and  fluids,  and  was  very 
restless  and  obtained  no  relief  from  the  continuous 
use  of  oxygen,  from  nebulization  of  adrenalin  1:100 
or  Isuprel,  and  from  aminophylline  or  papaverine.* 
Demerol  was  finally  resorted  to  with  little  benefit. 
Patient’s  condition  declined  very  rapidly,  and  finally 
permission  for  hospitalization  was  obtained  when  he 
was  in  a semidelirious  state. 

The  past  history  reveals  that  twenty  years  ago  he 
was  operated  for  a rectal  fistula  but  has  since  had  a 
draining  sinus  on  the  right  buttock.  Five  years  ago 
and  again  three  years  ago  he  was  examined  in  a local 


* Isuprel:  l-fS'^'-dihydroxyphenyD^-isopropylaminoetha- 
nol  hydrochloride. 
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tuberculosis  sanatorium.  Complete  physical  and 
laboratory  examinations  for  tuberculosis  proved 
negative. 

Examination  on  admission  disclosed  an  acutely  ill, 
thin,  white  male  sitting  in  bed  with  a Boothby- 
Lovelace-Bulbuliau  mask  in  place,  moaning  and 
turning  his  head  from  side  to  side.  His  color 
was  cyanotic,  despite  the  oxygen.  He  was  ob- 
viously having  extreme  difficulty  breathing,  and 
the  accessory  respiratory  muscles  were  noted  to 
be  in  active  use.  To  percussion  the  chest  yielded 
hyperresonance  over  both  lung  fields.  On  aus- 
cultation there  were  musical  and  wheezing  rales 
throughout  both  lung  fields  with  medium  moist 
rales  elicited  at  both  bases.  The  heart  sounds  were 
normal  at  the  apex  but  were  occluded  by  noisy 
respiration  at  the  base.  The  rate  at  the  apex  was 
120.  The  pulse  was  full,  regular,  and  at  a rate  of 
120.  The  blood  pressure  in  millimeters  of  mercury 
was  150  systolic  and  100  diastolic.  Examination  of 
the  abdomen  was  negative.  About  one  and  one- 
half  inches  above  and  to  the  right  of  the  anus  was  a 
small  draining  sinus.  Rectal  examination  digitally 
revealed  a normal  prostate.  There  was  no  evidence 
of  dependent  edema.  The  temperature  by  rectum 
was  100  F.  and  the  respirations  35  per  minute. 

On  admission  the  hemoglobin  was  13.5  Gm.  per 
100  cc.  (90  per  cent).  A complete  blood  cell  count 
was  reported  as  follows:  red  blood  cells  5,050,000; 
white  blood  cells  18,700  of  which  70  per  cent  were 
polymorphonuclears,  9 per  cent  stab  cells,  17  per 
cent  lymphocytes,  3 per  cent  monocytes,  and  1 per 
cent  eosinophils.  Two  other  complete  cell  counts 
done  during  his  hospital  stay  disclosed  practicallv 
the  same  findings  with  the  exception  of  the  white  cell 
count  which  decreased  to  15,000  cells.  A white  cell 
count  of  7,600  with- a normal  differential  was  ob- 
tained two  months  after  discharge  from  the  hospital. 
Twenty-six  eosinophils  per  100  white  blood  cells 
were  found  in  a specimen  of  sputum  examined  on 
May  25.  Urinalysis  and  blood  chemistry  were 
normal.  Blood  serology  was  negative.  X-ray  ex- 
amination of  the  lungs  on  May  21  was  reported  as 
showing  exaggerated  lung  markings  and  fine  infiltra- 
tions scattered  throughout  both  lower  lobes  tending 
to  coalesce  at  the  bases,  particularly  on  the  left  side. 
Multiple  adhesions  were  noted  on  both  sides  of  the 
diaphragm  and  an  enlarged  node  in  the  lower  part  of 
the  right  hilum.  Repeat  x-ray  examination  on  May 
28  revealed  definite  decrease  in  lung  markings  and  in 
the  amount  of  infiltration  at  the  bases.  The  dia- 
phragm was  now  completely  smooth  and  regular  and 
the  enlarged  hilar  node  noted  before  was  now  not 
evident.  X-ray  of  the  chest  prior  to  discharge  on 
June  4 was  interpreted  as  revealing  moderate 
amount  of  fibrosis  in  the  lower  lung  fields. 

The  treatment  instituted  included  continuous  use 
of  oxygen  by  Boothby-Lovelace-Bulbulian  mask 
(patient  could  not  be  kept  in  an  oxygen  tent),  anti- 
biotics by  aerosol,  and  other  supportive  measures. 
The  aerosol  therapy  consisted  of  penicillin,  300,000 
units,  and  0.3  Gm.  streptomycin  daily,  in  three 
equally  divided  doses  during  a twenty-four  hour 
period.  The  dosage  of  the  latter  was  increased  to 
0.6  Gm.  daily  from  May  30  until  one  week  after  dis- 
charge. During  this  week  the  aerosol  therapy 
was  continued  at  home. 

Bacterial  culture  of  sputa  collected  on  May  22  and 
May  25  were  reported  as  pure  cultures  of  B.  pyo- 


cyaneus.  However,  the  first  culture  showed  a very 
heavy  growth,  whereas  the  second  culture  which  was 
taken  three  days  after  aerosol  therapy  showed  a very 
scant  growth.  Another  sputum  obtained  for  bac- 
terial culture  on  June  2 was  reported  as  sterile.  A | 
blood  culture  was  reported  as  negative.  Bacterial 
culture  of  drainage  from  fecal  fistula  was  reported  as  ( 
growing  Staphylococcus  aureus,  Beta-hemolytic  ] 
streptococcus  and  Escherichia  coli. 

During  the  first  four  hospital  days  the  patient’s  con- 
dition was  critical.  The  severe  and  frequent  parox- 
ysms of  coughin g were  uncon  trollable,  the  dyspnea  was 
obdurate,  expectoration  amounted  to  approximately 
20  cc.  of  thick,  grayish-green  material  daily,  and  his 
color  continued  cyanotic  despite  unabated  use  of  ' 
oxygen.  His  temperature  ranged  between  normal 
and  100.5°  F.  and  the  pulse  rate  between  110  and 
130.  In  the  period  from  May  25  to  May  30,  although 
the  dyspnea  persisted,  his  color  improved,  the  I 
paroxysms  of  coughing  lessened  in  number,  and  a de- 
cided change  in  the  quantity,  consistency,  and  color 
of  the  sputa  occurred.  The  patient  was  now  ex- 
pectorating da^y  about  5 cc.  of  thin,  brownish- 
colored  sputum.  Patient  still  used  oxygen  con- 
tinuously. Examination  of  the  chest  at  this  time  re- 
vealed hyperresonance  to  percussion  throughout  and 
medium  moist  rales  at  the  lung  bases  on  ausculta- 
tion. The  wheezing  and  musical  rales  previously  j 
noted  were  conspicuously  absent.  At  this  time 
aerosol  streptomycin  dosage  was  increased  to  0.6 
Gm.  daily.  From  this  time  onward  patient  began 
to  improve  very  rapidly.  On  discharge  date  patient 
had  not  been  using  oxygen  for  three  days,  his  color 
was  good,  appetite  was  normal,  the  dyspnea  was  de- 
cidedly improved,  and  subjectively  he  felt  much 
better.  Examination  of  the  chest  at  this  time  was 
essentially  the  same  as  the  findings  noted  in  the 
examination  above.  Bed  rest  and  aerosol  therapy 
was  continued  at  home  for  one  more  week.  At  the 
end  of  this  period  patient  was  breathing  normally. 
On  examination  the  moist  rales  at  the  lung  bases 
were  no  longer  heard.  The  temperature,  pulse,  and 
respirations  were  normal.  The  patient  was  allowed 
out  of  bed.  During  the  next  two  months  the 
patient  gained  over  ten  pounds  in  weight  and  has 
not  experienced  any  respiratory  difficulty.  He  has 
now  resumed  working. 

Summary 


A case  of  severe  intrinsic  asthma  is  presented. 
The  causative  agent  proved  to  be  B.  pyocyaneus. 
Complete  recovery  was  effected  by  the  use  of  aerosol 
streptomycin  and  penicillin. 
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TAEFICIENCY  of  any  one  component  of  the  blood 
coagulation  mechanism  may  result  in  failure  of 
blood  to  clot.  Common  examples  are  thrombocyto- 
penia (thromboplastin?)  and  prothrombinopenia. 
A rare  defect  is  lack  of  the  fibrinogen  content  of  the 
blood,  and  rarer  still  are  cases  of  total  absence  of 
fibrtnogen.  The  literature  records  12  cases  of  con- 
genital deficiency  of  fibrinogen,  eight  of  which 
showed  afibrinogenemia  and  three  cases  in  which 
fibrinogen  disappeared  completely,  or  almost  so, 
from  the  blood  in  the  course  of  acquired  disease.1-6 

The  site  of  fibrinogen  synthesis  and  its  metabolic 
cycle  is  incompletely  understood.  Recording  the 
pathologic  conditions  in  which  fibrinogen  disappears 
from  the  blood  may  yield  data  of  value  in  under- 
standing the  manufacture  of  fibrinogen.  Accord- 
ingly, a case  of  acquired  afibrinogenemia  is  being  re- 
ported. 

Case  Report 

A seventy-two-year-old  white  man  was  admitted 
to  the  Goldwater  Memorial  Hospital  on  March  28, 
1947,  complaining  of  frequency  of  urination,  pain 
over  the  right  iliac  crest  and  the  right  anterior  rib 
cage,  progressive  weakness,  anorexia,  and  loss  of 
weight.  The  prior  history  was  noncontributory. 
There  was  considerable  mental  obtundity  so  that 
system  review  and  other  phases  of  his  history  were 
almost  unobtainable. 

In  September,  1946,  he  had  an  attack  of  acute 
coronary  thrombosis.  He  was  admitted  to  another 
hospital  where  it  was  noted  that  he  had  a tremor  of 
the  hands  and  tongue,  ankylosis  of  the  left  knee,  and 
a stony  hard  prostate  enlarged  to  about  double  the 
average  size.  Examination  of  the  blood  showed  acid 
phosphatase  5.6  units  (Gutman),  hemoglobin  11 
Gm.,  and  erythrocytes  3,300,000.  The  stool  guaiac 
test  was  negative.  Roentgenograms  of  the  bony 
skeleton  revealed  no  evidences  of  bone  metastases. 
After  medication  with  stilbestrol  the  acid  phospha- 
tase became  reduced  to  3.7  units. 

Physical  examination  on  admission  revealed  the 
following:  The  appearance  was  that  of  a cachectic, 
elderly  man  with  masklike  facies  of  Parkinson’s 
disease.  Fine  tremors  of  the  tongue  and  hands 
were  evident.  The  pupils  were  slightly  irregular 
and  reacted  to  light  and  accommodation.  The 
fundi  were  unremarkable.  There  were  a few  scat- 
tered corneal  opacities.  There  were  no  retinal  hem- 
orrhages. A few  shotty  cervical  nodes  could  be  felt. 
There  was  marked  tenderness  to  pressure  over  the 
right  lower  two  ribs  anteriorly  and  laterally.  The 
abdominal  wall  was  thin,  and  the  skin  was  loose. 
The  spleen  and  liver  could  not  be  felt.  The  prostate 
was  stony  hard  and  about  twice  normal  size.  There 
were  no  palpable  nodules.  The  deep  tendon  reflexes 
were  normally  active.  No  pathologic  reflexes  were 
present.  The  diagnosis  of  malignancy  of  the  pros- 
tate was  made. 


Laboratory  Findings. — The  kidneys  concentrated 
urine  to  specific  gravity  of  1.021.  The  urine  was 
alkaline,  showed  a trace  of  protein,  but  no  glucose  or 
acetone.  Microscopically,  a few  red  and  white  blood 
cells  were  seen.  The  blood  hemoglobin  was  10  Gm., 
red  blood  cells  3,700,000,  white  blood  cells  15,400; 
polymorphonuclears  70  per  cent,  staff  cells  6 per  cent, 
lymphocytes  27  per  cent,  and  monocytes  3 per  cent. 
Blood  urea  nitrogen  was  19.5  mg.,  glucose  82  mg.  per 
100  ml.  The  erythrocyte  sedimentation  rate  was 
normal,  hematocrit  was  36  per  cent,  Wassermann  and 
Mazzini  reactions  were  negative.  Acid  phosphatase 
was  1.4  units  (Gutman),  alkaline  phosphatase  5.4 
units  (King- Armstrong),  total  protein  6.74  Gm.,  and 
albumin  4.56  Gm.  per  100  ml. 

Clinical  Course. — Shortly  after  admission,  pyuria 
with  fever  developed.  Febrile  temperature  per- 
sisted despite  sulfadiazine  therapy.  At  the  end  of 
the  second  week,  the  patient  complained  of  pain  in 
the  right  hip  and  iliac  crest,  and  costovertebral 
tenderness  was  elicited  on  the  left  side.  Roent- 
genograms revealed  no  metastases  in  the  chest  cage 
at  the  time.  On  the  twenty-fifth  hospital  day,  a 
large  subconjunctival  hemorrhage  appeared  in  the 
left  eye.  At  that  time  the  acid  phosphatase  was 
14.5  units  (Gutman).  Roentgenograms  of  the 
bones  showed  marked  sclerosis  in  the  region  of  the 
left  sacroiliac  joint  and  a patchy  moth-eaten  area  of 
destruction  in  the  region  of  the  iliac  crest.  The 
twelfth  dorsal  and  first  lumbar  vertebrae  were  col- 
lapsed. Other  bones  were  unremarkable.  Aspira- 
tion biopsy  of  the  liver  revealed  normal  liver  archi- 
tecture and  no  evidence  of  infiltration  by  tumor. 
Sternal  marrow  aspiration  yielded  22,000  nucleated 
cells  per  cu.  cm„  with  ail  increase  in  normoblasts 
(30  per  cent).  On  the  day  following  sternal  punc- 
ture, bleeding  occurred  from  the  wound  and  was 
stopped  with  considerable  difficulty.  The  bleeding 
recurred  some  hours  later,  and  at  the  same  time  ooz- 
ing of  blood  appeared  at  the  site  of  small  pressure 
ulcers  on  the  lower  back  and  the  posterior  aspect  of 
the  right  elbow.  The  coagulation  time  (Lee- White) 
was  twenty  minutes.  Two  days  later,  the  prothrom- 
bin estimation  showed  no  clotting  after  twelve 
minutes,  in  spite  of  5 mg.  of  vitamin  K given  paren- 
terally  on  the  previous  day.  On  this  day,  the  pati- 
ent’s whole  blood  likewise  failed  to  clot  after  several 
hours.  Since  no  clot  formed  even  after  the  addition 
of  calcium,  the  fibrinogen  content  of  the  plasma  was 
considered  to  be  zero  on  two  determinations.  Total 
protein  was  5.40  Gm.,  albumin  3.1  Gm.,  and  platelet 
count  220,000.  The  ventricular  rate  became  very 
rapid.  Bleeding  was  diffuse,  including  generalized 
purpura,  hemothorax,  and  tarry  stools.  The  blood 
pressure  fell  to  75/45;  air  hunger  appeared,  and  the 
patient  succumbed.  Transfusion  of  1 L.  of  plasma 
and  500  ml.  whole  blood  had  been  given  without 
effect. 

The  following  tests  were  made  on  samples  of 
blood,  taken  during  the  hemorrhagic  period,  to 
identify  the  defect  in  the  coagulation  mechanism: 
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1.  Coagulation  time  and  prothrombin  time 
estimation.  In  neither  case  was  an  endpoint 
obtained. 

2.  Attempt  to  determine  fibrinogen  content  of 
patient’s  plasma.  No  precipitate  appeared  after 
calcium  chloride  was  added. 

3.  Patient’s  fresh  whole  blood  was  allowed  to 
stand  for  several  hours.  No  clotting  occurred. 
Pure  fibrinogen  was  added,  and  clotting  followed 
after  several  minutes. 

4.  Fresh  normal  serum  was  added  to  normal 
plasma,  both  fresh  and  aged.  Clotting  followed 
promptly.  This  proved  that  the  serum  possessed 
thrombin  activity.  The  serum  was  then  added  to 
the  patient’s  plasma.  No  clot  appeared.  Pure 
fibrinogen  was  added  to  this  mixture,  and  a clot 
formed  promptly. 

5.  Calcium  chloride  and  active  thromboplas- 
tin were  added  to  the  patient’s  plasma.  No  end- 
point was  obtained.  Fibrinogen  was  added  and  a 
clot  formed  within  a few  seconds.  Addition  of 
fibrinogen  to  calcium  chloride  and  active  thrombo- 
plastin failed  to  yield  a clot  in  the  absence  of 
plasma. 

The  patient’s  plasma  failed  to  clot  on  the  addition 
of  calcium  chloride.  The  addition  of  active  serum 
likewise  failed  to  produce  a clot.  This  indicated 
that  the  patient’s  plasma  could  not  be  clotted  by 
thrombin.  The  addition  of  fibrinogen  to  the  mixture 
was  followed  by  clotting.  This  suggested  that  the 
failure  of  the  blood  to  clot  was  due  to  the  lack  of 
fibrinogen.  Fibrinogen  was  added  to  the  patient’s 
unclotted  blood,  and  a clot  formed.  This  proved 
that  prothrombin  was  present  and  active  in  the 
patient’s  blood.  This  experiment  suggested  also 
that  anticoagulant  effect  was  not  a cause  of  clotting 
failure.  Additional  proof  that  anticoagulant  was 
not  a factor  was  obtained  when  it  was  shown  that 
the  addition  of  patient’s  plasma  to  normal  plasma 
did  not  inhibit  the  clotting  ability  of  the  latter. 
Electrophoretic  patterns  were  not  made. 

Discussion 

The  liver  plays  an  essential  role  in  the  elaboration 
of  fibrinogen.  Hepatectomy  or  destruction  of  the 
liver  parenchyma  by  toxic  agents  is  followed  by  a 
progressive  fall  in  fibrinogen.  Similarly,  when  the 
circulation  through  the  liver  is  disturbed  by  Eck 
fistula  and  hepatic  artery  ligation,  the  production  of 
fibrinogen  becomes  inhibited.  Clinical  findings  indi- 
cate that  the  process  is  more  complex  than  experi- 
mental studies  indicate.  In  the  cases  of  congenital 
afibrinogenemia  described  in  the  literature,  there 
was  no  causative  factor  common  to  all  the  cases 
other  than  fibrinogen  failure.  In  several  of  the  cases 
of  congenital  fibrinogen  insufficiency,  establishment 
of  the  function  of  fibrinogen  production  seemed  to  be 
delayed  since  fibrinogen  first  appeared  in  the  blood 
several  days  after  birth.  The  infants  were  sustained 
by  blood  transfusions  in  the  interval.  In  others, 
fibrinogen  production  did  not  start  at  all,  and  death 
resulted  from  exsanguination.  There  was  no  path- 
ology, other  than  hemorrhage,  common  to  these 
cases. 

Of  the  acquired  cases  the  report  by  Jurgens  and 
Trautwein  and  the  one  herein  described  have  several 
features  in  common.  Both  cases  presented  the  same 
clinical  picture:  carcinoma  of  the  prostate,  bone 
metastases,  fibrinogen  deficiency,  and  consequent 


hemorrhages.  In  both  casus  the  liver  appeared  to  be 
normal.  The  inference  is  that  the  controlling  mech- 
anism for  fibrinogen  production  may  rest  somewhere 
outside  of  the  liver  and  possibly  in  the  myeloid  sys- 
tem. Although  the  liver  biopsy  in  our  case  was 
normal,  there  might  have  been  disease  elsewhere  in 
the  hepatic  tissue.  This  is  improbable  because  there 
were  no  clinical  evidences  of  such  a state,  and  the 
prothrombin  activity  was  found  to  be  normal  when 
fibrinogen  was  added  to  plasma. 

The  pattern  of  hemorrhage  in  the  case  described 
is  noteworthy-  At  first  bleeding  arose  only  at  the 
site  of  tissue  damage,  presumably  in  areas  where  the 
capillaries  have  been  altered.  The  deficiency  of 
fibrinogen  was  responsible  for  the  failure  of  the  blood 
to  clot.  In  the  absence  of  clotting  capacity  hemor- 
rhage once  initiated  continued  without  abating. 
Subsequently,  extravasation  of  blood  became  univer- 
sal even  in  parts  exposed  to  no  particular  stress  or 
damage.  It  appears,  therefore,  that  maintenance 
of  the  capillary  walls  throughout  the  body  in  a 
normal  state  of  integrity  demands  normal  coagula- 
bility of  the  blood  and  that  continuation  of  a state 
of  hypocoagulability  is  followed  by  permeability  to 
blood  on  the  part  of  the  capillary  wall.  The  identi- 
cal behavior  is  observed  in  instances  of  impaired 
coagulation  from  other  causes — thrombocytopenia, 
hypoprothrombinemia,  and  excess  anticoagulant  in 
the  circulating  blood.  We  have  observed  a striking 
example  of  this  in  another  case  of  hypocoagulabilitv 
occurring  in  a patient  exhibiting  thrombocytopenia 
induced  by  quinidine  sensitivity.  Platelet  counts 
revealed  rapid  disappearance  of  thrombocytes  from 
the  peripheral  blood  so  that  within  one  hour  after 
the  drug  was  administered,  no  platelets  could  be 
seen  in  wet  or  stained  blood  specimens.  About  two 
hours  later,  bleeding  from  the  gums  started,  and  not 
until  several  hours  after  this  did  hemorrhage  com- 
mence to  appear  in  other  parts  of  the  body. 

We  have  seen  three  instances  after  single  large 
doses  of  dicumarol  in  which  the  prothrombin  time 
became  prolonged  to  more  than  sixty  minutes  and  no 
bleeding  appeared.  Apparently,  the  short  duration 
of  the  prothrombin  deficiency  vras  inadequate  to 
impair  capillary  permeability  to  the  formed  elements 
of  the  blood. 

Summary 

A case  of  acquired  afibrinogenemia  is  described. 
It  occurred  in  a patient  showing  clinical  evidences  of 
malignancy  of  the  prostate  with  metastases  diffusely 
distributed  throughout  the  bony  system.  The  liver 
seemed  to  be  adequate.  The  findings  indicate  that 
fibrinogen  production  may  be  halted  by  disturbances 
in  extrahepatic  tissues,  possibly  in  the  myeloid  sys- 
tem. 
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MYOCARDIAL  INFARCTION  IN  A TWENTY-FIVE-YEAR-OLD  MALE 

Israel  Pine,  M.D.,  Belle  Harbor,  New  York 


TT  IS  becoming  increasingly  apparent  that  a diag- 
"L  nosis  of  myocardial  infarction  must  be  entertained 
in  all  cases  of  precordial  distress  in  spite  of  the  youth 
of  the  patient.  Electrocardiographic  study  is  essen- 
tial. Shivelhood  has  very  recently  reported  a case 
of  myocardial  infarction  in  a twelve-year-old  dia- 
betic boy.1  French  and  Dock  have  reported  a con- 
siderable group  of  young  soldiers  who  suffered 
myocardial  infarction  while  serving  in  the  armed 
forces.2  White  states  that  the  age  incidence  of 
coronary  thrombosis  with  cardiac  infarction  occur- 
ring in  persons  under  thirty  years  of  age  is  about 
0.7  per  cent,  and  he  points  out  the  unusual  fact  that 
it  strikes  the  robust  and  apparently  most  masculine 
young  man.3  This  observation  is  particularly 
striking  in  the  case  reported. 

Case  Report 

M.  S.,  a twenty- five-year-old  white  male,  was 
seen  on  October  6,  1947,  complaining  of  a vague  pre- 
cordial discomfort  which  he  had  noted  daily  for  the 
past  three  weeks.  No  history  of  any  unusual  exer- 
tion or  emotional  stress  could  be  obtained  as  having 
occurred  immediately  prior  to  the  onset  of  the  pa- 
tient’s illness.  However,  about  one  month  before  the 
patient  noted  any  precordial  discomfort,  he  did 
engage  in  a swimming  contest  after  which  he  felt 
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Fig.  1.  Serial  electrocardiograms  showing  a pos- 
terior wall  infarction.  T2  and  T3  deeply  inverted 
and  symmetric  with  complete  restitution  to  normal. 
T in  V6  diphasic  and  then  inverted  also  returned  to 
normal  and  shows  involvement  of  the  anterolateral 
surface  of  the  left  ventricle. 


unusually  exhausted  and  nauseous  but  had  no  chest 
pain  at  that  time.  He  quickly  recovered  from  this 
sense  of  exhaustion  and  nausea.  About  four  weeks 
later,  he  began  to  notice  some  precordial  discomfort. 
He  stated  that  on  arising  each  morning  he  was  free 
from  any  distress  but  after  being  up  and  about  for 
one  to  two  hours  the  precordial  discomfort  would 
appear  and  last  all  day.  On  close  questioning  he 
recalled  that  on  two  occasions  he  noted  a fleeting 
pain  in  his  left  arm.  It  should  be  noted  that  this 
vague  discomfort  in  his  left  chest  did  not  interfere 
with  his  daily  routine  which  consisted  of  his  attend- 
ing collegiate  classes  in  preparation  for  a teaching 
vocation. 

The  patient  had  been  a member  of  the  armed  forces 
and  served  without  any  physical  disability.  In 
August,  1946,  he  passed  a rigorous  physical  examina- 
tion and  he  was  certified  as  fit  for  flying  duty.  The 
family  history  elicited  the  fact  that  a paternal 
grandfather  had  died  of  a “heart  attack”  at  the  age  of 
fifty-five.  The  past  history  was  essentially  negative 
as  regards  any  previous  illness.  It  is,  however, 
interesting  to  note  that  the  patient  had  always 
been  inclined  toward  athletics  and  frequently 
engaged  in  calisthenics  on  his  own  just  to  keep  in 
trim. 

Physical  examination  revealed  a robust  and 
athletic  looking  young  adult  male  in  no  apparent  dis- 
tress. The  only  positive  findings  were  a mild  hyper- 
tension to  the  extent  of  150/100,  and  fluoroscopy 
showed  a suggestive  enlargement  of  the  heart  to  the 
left. 

An  electrocardiogram  taken  on  October  6,  1947, 
revealed  an  acute  posterior  wall  infarction  with  prob- 
able extension  to  the  anterolateral  surface  of  the 
left  ventricle.  Subsequent  electrocardiograms  com- 
pletely confirmed  this  diagnosis  and  showed  the  full 
evolution  of  an  acute  coronary  process  (Figs.  1 and 
2). 

An  analysis  of  the  first  electrocardiogram  taken 
on  October  6 reveals  deeply  inverted  and  sym- 
metric T waves  in  leads  2 and  3 with  diphasic  T 
waves  in  V5.  No  Q waves  or  S-T  deviations  were 
noted. 
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Fig.  2.  Augmented  unipolar  extremity  leads.  T 
is  deeply  inverted  and  symmetric  in  the  left  leg  lead 
(aVF)  and  is  abnormally  upright  in  the  right  arm 
lead  (aVR).  Restitution  to  normal  takes  place  with 
T becoming  upright  in  aVF  and  inverted  in  aVR. 
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Katz  has  conveniently  divided  the  evolution  of  the 
acute  coronary  electrocardiogram  into  four  stages, 
namely,  S-T  stage,  T waxing  stage,  T waning  stage, 
and  stabilized  stage.4  In  examining  the  first  elec- 
trocardiogram it  was  impossible  to  determine 
whether  we  were  dealing  with  stage  2 or  3.  Subse- 
quent electrocardiograms  proved  that  we  were  in 
the  T waxing  stage  as  shown  by  the  progressive 
deepening  of  the  T waves  in  leads  2 and  3.  As  heal- 
ing took  place  the  T waves  in  these  leads  as  well  as 
the  T waves  in  leads  aVF  and  aVR  returned  to  nor- 
mal (Figs.  1 and  2). 

It  should  be  noted  that  the  sedimentation  rate 
and  white  cell  count  were  normal.  The  rectal 
temperature  never  rose  above  99.6  F. 

The  clinical  course  was  uneventful,  and  the  patient 
made  a complete  recovery. 

Pathogenesis 

It  is  interesting  to  speculate  on  the  underlying 
pathogenesis  of  the  infarction  in  this  case.  Was 
this  a case  of  coronary  thrombosis  with  infarction, 
or  was  the  infarction  based  upon  an  acute  coronary 
insufficiency?  The  history  of  an  exhausting  physi- 
cal exertion  one  month  prior  to  the  onset  of  precor- 


dial discomfort,  the  absence  of  Q waves  in  the  elec- 
trocardiogram, and  the  complete  return  of  the  elec- 
trocardiogram to  a normal  pattern  probably  indi- 
cate that  the  infarction  here  was  due  to  an  acute 
coronary  insufficiency  which  was  initiated  by  strenu- 
ous competitive  swimming  in  a contest  which  took 
place  about  four  weeks  prior  to  the  onset  of  pre- 
cordial discomfort. 

Summary 

A case  of  myocardial  infarction  occurring  in  a 
robust,  twenty-five-year-old  male  was  discussed.  A 
complete  electrocardiographic  evolution  of  the  proc- 
ess was  presented.  The  underlying  pathogenesis  of 
the  infarction  was  probably  based  on  an  acute 
coronary  insufficiency. 
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CALIFORNIA  BILL  POINTS  TO  POLITICAL  DOMINATION  OF  MEDICINE 


California  doctors  will  face  a precarious  and  un- 
certain future  if  S.157,  a bill  which  has  been  intro- 
duced in  the  California  Senate,  is  enacted,  points 
out  an  editorial  in  the  April  9 issue  of  the  Journal  of 
the  American  Medical  Association.  For  a third 
time,  Governor  Warren  is  now  advocating  a com- 
pulsory health  insurance  program  for  California. 
In  a message  to  the  legislature  January  3,  he  claimed 
that  millions  of  people  in  California  cannot  pay  for 
adequate  medical  care  “without  crippling  their 
finances  and  without  depriving  themselves  of  other 
things  that  are  needed  to  raise  a good  American 
family.”  He  urged  legislative  adoption  of  a system 
of  “health  insurance  to  which  everyone  contributes 
and  through  which  everyone  will  receive  benefits 
in  time  of  sickness.” 

Shortly  thereafter,  a bill  reputed  to  embody  the 
governor’s  ideas,  S.  157,  to  enact  the  “California 
Pre-Pay  Health  Service  Act,”  was  introduced  in  the 
California  Senate.  The  program  would  be  financed, 
in  part,  by  compulsory  payroll  taxes,  referred  to  as 
“contributions”  imposed  on  employers  and  em- 
ployes. The  existing  Department  of  Employment 
and  a newly  created  Health  Service  Authority  would 
administer  the  act.  This  authority  would  include 
the  director  of  public  health  as  chairman,  the  chief 
executive  officer  of  the  Department  of  Employment, 
three  physicians,  two  representatives  of  labor,  two 
representatives  of  employers,  and  one  dentist,  the 
last  eight  members  being  appointed  by  the  governor. 
An  executive  director  of  the  authority  would  be 
appointed  also  by  the  governor  but  on  nomination 
by  the  authority.  A medical  advisory  board,  a 
hospital  service  advisory  board  and  an  advisory 
committee  on  postgraduate  study  would  be  estab- 


lished, all  of  which  would  have  no  other  responsibili- 
ties than  giving  advice. 

The  concluding  article  of  the  bill,  Article  14,  deals 
with  penalties.  Unprofessional  conduct  calling  for 
the  revocation  of  his  license  is  charged  against  a 
physician  who  fails  to  disclose  any  “material  fact 
known  to  him  to  obtain  any  service  or  benefit  pro- 
vided under  the  act.”  Each  physician  who  par- 
ticipates in  the  program  will  presumably  have  to 
determine  at  his  peril  what  is  or  is  not  a material 
fact.  Failure  to  disclose  by  physicians  and  by 
others  is  also  declared  to  be  a misdemeanor,  as  is 
also  willful  violation  of  any  rule  or  regulation  pro- 
mulgated or  published  to  effectuate  the  program. 
Scattered  throughout  the  20  pages  of  this  bill  are 
innumerable  statements  in  which  the  authority  is 
authorized  by  regulation  to  impose  requirements. 
Apparently  any  express  and  clear  provision  for 
hearings  on  these  regulations  or  for  their  publication 
in  any  definite  manner  is  not  included ; yet  a viola- 
tion of  any  one  of  these  would  constitute  a criminal 
offense.  This  is  the  application  of  the  methods  of 
the  “police  state”  at  their  worst  to  dominate  the 
practice  of  medicine  politically.  While  a bene- 
ficiary may  utilize  more  expensive  hospital  accom- 
modations than  those  supplied  under  the  bill,  by 
paying  the  difference  in  cost,  if  a beneficiary  and  a 
physician  mutually  agree  that  the  fee  for  medical 
services  set  by  the  authority  is  inadequate  and  if 
an  additional  fee  is  accepted  by  the  physician,  except 
in  the  case  of  a beneficiary  entitled  to  reimburse- 
ment only,  the  license  of  the  physician  is  made 
subject  to  revocation.  California  physicians  would 
face  a precarious  and  uncertain  future  if  this  pre- 
posterous bill  were  to  be  enacted  into  law. 


GIANT  CELL  TUMOR  OF  THE  PATELLA  ENCOUNTERED  DURING 
TREATMENT  FOR  PATELLAR  FRACTURE* 

C.  Eugene  Erway,  M.D.,  and  Russell  B.  Erickson,  M.D.,  Elmira  and  Buffalo,  New  York 

{From  the  Veterans  Administration  Hospital,  Batavia,  and  the  Department  of  Orthopedic  Surgery,  University  of 
Buffalo  School  of  Medicine ) 


npHE  following  case  is  of  interest,  because  with  re- 
peated  x-rays  we  were  able  to  follow  the  progress 
of  a recent  fracture  in  a normal-sized,  cystic  patella 
over  a three  months  period.  During  this  short  time 
a marked  multilocular  cystic  enlargement  of  the 
patella  could  be  seen  developing.  This  proved  to  be 
a giant  cell  tumor  of  the  patella. 

This  presentation  brings  the  number  of  giant  cell 
t umors  of  the  patella  reported  in  the  literature  to  23. 
The  twenty-second  case  was  reported  by  Lantzounis 
in  May,  1947.1 

The  literature  has  been  well  reviewed  by  Linde 
and  Roomer.1,3  Linde  brought  out  the  history  of 
trauma  associated  with  the  majority  of  these  tumors 
as  a primal  and  accepted  causative  factor,  but  Roo- 
mer believes  that  because  of  the  frequency  of 
trauma  to  the  patella  in  normal  daily  living  it  is  of 
little  significance.  Richards,  Giberson,  and  King 
report  a case  of  giant  cell  tumor  of  the  patella  with  a 
pathologic  fracture  of  the  anterior  cortex  which  was 
not  associated  with  trauma.4  In  the  case  presented 
below  there  were  several  episodes  of  trauma  to  the 
patella  and  following  the  last  episode  a stellate  frac- 
ture of  the  posterior  surface  was  discovered.  The 
x-ray  of  the  patella  on  admission  shows  the  stellate 
fracture  lines  and  the  early  cystic  changes  (Fig.  1). 
The  x-ray  taken  three  months  later  shows  the  rapid 
and  marked  multilocular  cystic  enlargement  of  the 
patella  (Fig.  2). 

Case  Report 

B.  S.,  a white,  male,  twenty-four  year-old, 
married  premedical  student,  was  admitted  to  the 
Veterans  Hospital,  Batavia,  New  York,  on  Decem- 
ber 17,  1946,  with  the  chief  complaint  of  pain  and 
swelling  in  the  left  knee  with  limited  motion.  The 
family  and  past  history  were  noncontributory. 

The  present  illness  began  in  March,  1946,  when  the 
patient  first  noticed  pain  in  the  left  knee  while  play- 
ing basketball.  Following  this  he  also  began  to 
notice  pain  even  when  walking  up  or  down  stairs. 
He  gave  a history  of  having  fallen  on  the  left  knee 
several  times  in  the  past  while  playing  basketball  and 
skiing  but  noticed  no  significant  injury  to  the  knee  on 
these  occasions.  During  1946,  the  knee  gradually  be- 
came more  painful,  and  one  week  before  admission 
the  patient  slipped  on  the  ice  and  fell  to  the  sidewalk, 
striking  the  left  kneecap.  He  stated  that  he  felt 
something  “snap”  in  the  knee.  Following  this  the 
knee  rapidly  became  swollen  and  acutely  tender 
which  prevented  him  from  bearing  any  weight  on  his 
left  leg.  The  physician  whom  he  had  consulted  in 
his  home  town  had  made  a diagnosis  of  possible  torn 
medial  meniscus. 

The  physical  examination  on  admission  showed  a 
temperature  of  98  F.,  pulse  80,  respirations  20,  and 
the  blood  pressure  110/70.  The  left  knee  was 

* Published  with  permission  of  the  Chief  Medical  Director, 
Department  of  Medicine  and  Surgery,  Veterans  Administra- 
tion, who  assumes  no  responsibility  for  the  opinions  expressed 
or  conclusions  drawn  by  the  authors. 


markedly  swollen,  and  all  movements  at  the  knee 
joint  were  greatly  limited  and  painful.  There  was  no 
definite  quadriceps  atrophy  noted.  There  was  ten- 


Fig.  1.  Oblique;  views  of  the  patella  on  December 
20,  1946,  showing  pathologic  fracture  lines  extend- 
ing through  the  cystic  area. 


Fig.  2.  X-ray  of  the  patella  on  March  21,  1947, 
showing  the  marked  multilocular  cystic  enlarge- 
ment. 
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deruess  along  the  anterior  surface  of  the  patella,  but 
no  erythema  was  present.  Aspiration  returned  75  cc. 
of  both  old  and  fresh  blood.  The  general  examination 
was  otherwise  essentially  normal. 

The  laboratory  examination  showed  an  essentially 
normal  complete  blood  count  and  urinalysis.  The 
Wassermann  and  Kahn  tests  were  negative.  The 
coagulation  time  was  five  minutes  and  bleeding  time 
two  minutes. 

Roentgenograms  of  the  left  knee  showed  a stellate 
fracture  of  the  posterior  surface  of  the  patella  with- 
out displacement.  The  fracture  extended  through  an 
osteolytic  area  that  had  the  appearance  of  a multiloc- 
ular  cyst.  There  was  no  periosteal  proliferation. 
There  was  moderate  soft  tissue  swelling  beneath  the 
quadriceps  tendon.  X-rays  of  the  right  knee  were 
normal. 

A diagnosis  of  fracture  of  the  patella  through  a 
cystic  area  was  made.  The  cause  of  the  cyst  could 
not  be  determined  with  certainty;  yet  a history  of 
previous  injury  in  this  region  made  it  possible  that 
the  cyst  might  be  due  to  bone  absorption  following 
damage  to  the  blood  supply.  A circular  walking 
cast  from  the  toes  to  upper  thigh  was  applied,  and 
the  patient  was  allowed  to  return  to  college  with  in- 
structions that  he  return  in  three  to  four  weeks  for 
follow-up  study.  The  patient  returned  in  four  weeks 
and  stated  that  the  knee  had  been  comfortable  while 
in  the  cast.  A repeat  x-ray  was  taken  with  the  cast 
removed  and  showed  a diffuse  decrease  in  density  in 
the  patella  masking  the  cystic  changes  previously 
noted.  The  fracture  line  was  not  visible.  There 
was  some  tenderness  over  the  patella,  and  the  knee 
was  somewhat  swollen.  On  aspiration  of  the  knee 
joint  50  cc.  of  blood  were  obtained.  An  elastic 
bandage  was  applied,  and  the  patient  was  again 
allowed  to  return  to  college  with  the  understanding 
that  he  was  to  report  back  in  four  to  six  weeks  for  ad- 
ditional follow-up  studies. 

On  March  21,  1947,  the  patient  returned  and 
stated  that  knee  caused  only  moderate  discomfort 
but  continued  to  remain  swollen.  At  this  time  the 
patient  had  almost  complete  range  of  motion  in  the 
left  knee.  An  x-ray  of  the  left  knee  at  this  time 
showed  that  the  patella  had  expanded  since  the 
previous  x-ray  and  contained  a multilocular  cyst  that 
almost  completely  occupied  the  patella.  There  was 
no  evidence  of  new  bone  formation,  but  slight 
periosteal  proliferation  was  seen  along  the  anterior 
border.  A chest  x-ray  at  this  time  was  negative,  as 
were  x-rays  of  all  the  long  bones.  Examination  of 
the  patella  at  this  time  showed  it  to  be  approximately 
3/4  to  1 inch  greater  in  width  than  the  right  patella. 
Accurate  measurement  was  impossible  because  of  the 
moderate  amount  of  swelling  that  was  present  in  the 
left  knee.  In  the  lower  outer  quadrant  of  the  left 
patella  there  was  a definite  defect  in  the  cortex  that 
would  admit  the  tip  of  the  middle  finger,  and  this 
area  was  quite  tender.  The  patella  was  freely 
movable,  and  there  were  no  other  significant  physical 
findings. 

A diagnosis  of  possible  giant  cell  tumor  of  the 
patella  was  made.  On  March  27,  1947,  excision  of 
the  entire  patella  was  carried  out.  A half-moon  in- 
cision was  made  with  the  convexity  downward. 
The  quadriceps  tendon  was  incised  longitudinally 
over  the  patella  which  was  then  shelled  out  by  sharp 
dissection  leaving  sufficient  tendon  for  closure.  Be- 
cause of  the  marked  and  persistent  oozing  caused  by 
the  increased  vascularity  around  the  knee,  it  was 
necessary  to  apply  a tourniquet  to  the  upper  thigh 
during  the  operation.  The  patella  in  situ  showed  a 
defect  in  the  cortex,  approximately  2 cm.  in  diameter 
in  the  lower  lateral  aspect.  The  tumor  tissue  seen 


Fig.  3.  Coronal  section  through  left  patella  show- 
ing tumor  mass. 


through  this  defect  was  very  vascular,  spongy,  and 
friable.  The  portion  of  the  quadriceps  tendon  over- 
lying  this  defect  was  excised,  and  the  remaining 
tendon  was  sutured  in  the  midline  without  tension, 
using  interrupted  black  silk  sutures.  Following 
closure  a well-padded  elastic  bandage  dressing  was 
applied.  The  postoperative  course  was  slow  and  un- 
eventful. On  the  fifth  postoperative  day  60  cc.  of 
bloody  fluid  were  removed  from  the  left  knee  joint. 
On  the  eighth  postoperative  day  the  patient  was 
allowed  up  on  crutches.  He  continued  with  daily 
exercises  and  physiotherapy  until  his  discharge  May 
6,  1947,  on  his  thirty-ninth  postoperative  day,  at 
which  time  he  had  only  a 10-degree  lack  of  full  ex- 
tension and  only  30-degree  lack  of  full  flexion,  but  he 
continued  to  have  a slight  amount  of  swelling  in  the 
left  knee. 

The  pathologic  report  states  that  the  somewhat 
enlarged  patella  specimen  shows  fused  stellate  frac- 
ture lines  on  the  articular  surface.  The  anterior 
surface  shows  an  irregular  defect  in  the  cortex  meas- 
uring 1.5  by  2 cm.  on  the  inferolateral  aspect.  On 
coronal  section  the  tumor  mass  appears  to  occupy 
approximately  three-fourths  of  the  enlarged  patella. 
It  is  fleshy  in  appearance  and  trabeculated.  The 
cortex  of  the  specimen  is  egg-shell  in  thickness  along 
the  lower  pole  and  lateral  aspect  but  shows  an  ec- 
centric increased  thickness  over  the  superior  pole 
(Fig.  3). 

Microscopic  section  shows  a diffuse  arrangement  of 
fusiform,  stellate,  and  irregular  cells  with  hyper- 
chromic  nuclei  which  lie  in  a reticular  and  partially 
collagenized  matrix.  There  is  abundant  lymphatic 
and  capillary  network.  Adjoining  the  lymph  spaces 
and  in  some  instances  lying  within  them,  there  are 
numerous  giant  cells  containing  from  three  to  20 
nuclei,  the  latter  likewise  being  hvperchromic  and 
bordered  by  homogeneous  basophilic  cytoplasm.  In 
most  instances  the  giant  cells  resemble  osteoclast 
aggressions,  but  a few  with  peripherally  placed 
nuclei  resemble  Langhan’s  cells.  In  spite  of  the 
hyperchromia  of  the  nuclei  and  disorganization  of 
the  tumor  tissue  as  a whole,  the  spindle  cells  give  the 
impression  of  maturation  tendency,  and  the  process 
is,  therefore,  considered  to  be  a benign  giant  cell 
tumor  (Fig.  4). 

The  patient  returned  to  the  hospital  on  October 
10, 1947,  with  the  history  that  he  had  noticed  a small 
gradually  enlarging  mass  in  the  region  of  the  left 
knee  cap  for  the  past  two  to  three  months.  Ex- 
amination showed  a nontender,  freely  movable  mass, 
2 cm.  in  diameter,  on  the  anterior  surface  of  the  left 
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Fig.  4.  Low  power  magnification  showing  hyper- 
chromatic  multinucleated  giant  cells. 


knee.  There  was  practically  complete  range  of 
flexion  and  extension  at  this  time  with  no  evidence  of 
fluid  in  the  knee  joint. 

Roentgenograms  of  the  left  knee  at  this  time 
showed  no  abnormality  in  the  bones.  The  patella 
w’as  absent.  There  wras  irregular  ossification  in  the 
quadriceps  tendon  close  to  the  previous  position  of 
the  patella.  There  was  a large  homogeneous  soft 
tissue  density  in  the  anterior  portion  of  the  knee 
joint. 

On  October  11,  1947,  the  tumor  was  re-excised, 
this  time  using  electrocautery.  The  postoperative 
course  was  uneventful.  The  pathologic  picture  at 
this  time  showed  a mass,  2 cm.  in  diameter,  which 
appeared  circumscribed  and  encapsulated.  The 
surface  was  granular  and  nodular  and  of  firm  con- 
sistency. Cut  sections  showed  a coarse  architecture 
of  mottled  grayish-brown  color.  Microscopic  ex- 
amination showed  a very  cellular  tumor  with  an 
abundant  number  of  multinucleated  giant  cells 
similar  in  appearance  to  the  microscopic  sections 
from  the  original  tumor. 

The  patient  wras  discharged  from  the  hospital  on 
October  24,  1947,  and  at  the  time  of  his  last  follow- 
up visit  on  June  8,  1948,  he  had  no  discomfort  or 
limitation  of  movement  in  the  right  knee.  There 
was  no  increased  fluid  in  the  knee  joint  and  no  evi- 
dence of  recurrence  of  the  tumor  either. clinically  or 
radiographi  cally . 

Because  of  the  benign  nature  of  these  tumors 
which  have  previously  been  termed  myeloid  sar- 
coma, giant  cell  sarcoma,  osteoclastoma,  etc..  Blood- 


good  in  1910  recommended  the  term  giant  cell 
tumor  to  describe  these  benign  lesions.6  Giant  cell 
tumor  of  the  patella  is  a low-grade  neoplastic  process 
pursuing  a prolonged  and  generally  progressive 
course  without  metastasis.  Linde  reports  that,  to 
date,  no  giant  cell  tumor  of  the  patella  has  shown  a 
malignant  or  metastatic  behavior.2  Henry  reported 
a case  of  giant  cell  tumor  of  the  patella  of  several 
years  duration  with  such  extreme  atrophy  of  the 
quadriceps  that  at  the  time  of  excision  of  the 
patella  it  wras  necessary  to  arthrodese  the  knee 
joint.6  Kraft  presented  a case  of  giant  cell  tumor  of 
the  patella  that  was  lanced,  and  followed  by  raw' 
oozing  masses  growing  out  of  the  skin  incisions.7 
This  tumor  was  later  excised  and  curetted  with  good 
results. 

In  reviewing  the  cases  presented  in  the  literature  it 
is  found  that  the  best  results  are  obtained  by  early 
operative  excision  of  the  entire  patella. 

Our  patient’s  recurrence  was  first  noticed  about 
two  or  three  months  after  the  original  excision.  It 
has  now  been  eight  months  since  the  re-excision  of  the 
tumor,  and  there  is  no  clinical  nor  radiographic 
evidence  of  recurrence  to  date.  It  is  likely  that  the 
entire  patella  tumor  wras  incompletely  excised  at  the 
first  operation. 

Summary 

1.  A primary  benign  giant  cell  tumor  of  the 
patella  with  a pathologic  stellate  fracture  of  the  pos- 
terior surface  is  reported. 

2.  Patellar  trauma  which  has  been  mentioned  as 
a possible  causative  factor  in  nearly  all  of  the  pre- 
viously reported  cases  is  significantly  present  in  this 
case. 

3.  Review'  of  the  other  reported  cases  indicates 
that  giant  cell  tumors  of  the  patella  are  benign  but 
should  be  removed  early  by  excision  to  avoid  local 
extension.  Complete  excision  of  the  patella  is  the 
procedure  of  choice  in  producing  the  most  satisfac- 
tory results. 

4.  Re-excision  of  the  tumor  recurrence  in  our 
case  has  given  a satisfactory  result. 
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STATE  MEMBERSHIP  INCREASES  IN  VOLUNTARY  MEDICAL  CARE  PLANS 


Membership  increased  more  than  515,000  in  the 
six  voluntary  medical  care  insurance  plans  approved 
by  the  Medical  Society  of  the  State  of  New  York 
during  1948  and  now  exceeds  1 550,000,  George  P. 
Farrell,  director  of  the  State  Society’s  Bureau  of 
Medical  Care  Insurance,  announced  recently. 

Benefits  to  members  during  1948  were  in  excess 
of  $5,727,000  as  compared  to  $3,500,000  in  1947. 

These  plans,  often  referred  to  as  the  “Doctors’ 
Plans”  or  “Blue  Shield  Plans,”  are  located  in  Albany, 
New  York,  Utica,  Rochester,  Syracuse,  and  Buffalo 
and  serve  the  entire  State. 


Group  enrollment  is  through  place  of  employment 
and  for  those  who  do  not  qualify  for  group  enroll- 
ment, individual  enrollment  on  a direct  pay  basis  is 
an  established  policy  in  most  of  the  plans. 

Consideration  and  study  is  now  being  given  to  a 
uniform  contract  which  is  to  be  offered  by  these 
local  plans  to  groups  throughout  the  State.  This 
is  expected  greatly  to  increase  membership. 

The  people  of  New  York  State  have  accepted  the 
voluntary  principle  of  prepayment  insurance  against 
the  costs  of  medical  and  surgical  care  and  it  is  antici- 
pated that  1949  enrollment  will  exceed  1948. 


SUBACUTE  BACTERIA  ENDOCARDITIS 

W.  D.  Stubenbord,  M.D.,  C.  A.  Webster,  M.D.,  and  E.  J.  Van  Slyck,  M.D.,  New  York  City 

{From  the  Departments  of  Medicine,  New  York  Hospital,  Cornell  University  Medical  College,  and  St.  Luke’s 
Hospital.) 


TT  HAS  been  stated  that  90  to  95  per  cent  of  the 
organisms  causing  subacute  bacterial  endo- 
carditis belong  to  the  nonhemolytic  streptococci 
group.1  Of  the  remaining  percentage,  the  Pfeiffer’s 
bacillus,  the  Neisseria  group,  the  influenza  group, 
the  Brucella  group,  Straphylococcus,  pneumococcus 
and  other  organisms  have  been  reported  by  Blum 
and  by  Thayer.2’3  Hunter  and  Duane  reported 
a case  of  endocarditis  due  to  a small  gram-negative 
organism  with  characteristics  placing  it  outside 
the  Brucella,  Hemophilus,  Pasteurella,  and  bac- 
terioid  groups.4  This  case  was  cured  by  the  com- 
bined use  of  sulfadiazine  and  streptomycin.  Other 
reports  of  the  use  of  streptomycin  in  the  treatment 
of  subacute  bacterial  endocarditis  have  been  made 
by  Priest  and  McGee.6 

The  following  case  is  reported,  as  it  shows  a cure 
of  an  unidentified  gram-negative  organism,  treated 
with  sulfadiazine  and  streptomycin. 

Case  Report 

R.  J.,  a forty-four-year-old  white  married  woman, 
was  admitted  to  the  private  patient’s  service  of 
St.  Luke’s  Hospital  with  a history  of  nausea  and 
right  lower  quadrant  pain  of  one  month’s  duration. 
Although  of  an  introspective  and  hypochondriac 
nature,  she  had  been  feeling  well  until  about  four 
weeks  prior  to  admission,  when  she  noticed  the 
insidious  onset  of  crampy  right  lower  quadrant 
pain,  accompanied  by  anorexia  and  nausea.  Food 
intake  seemed  to  aggravate  the  abdominal  pain  and 
caused  severe  nausea,  but  no  vomiting.  Her 
weight  dropped  from  105  pounds  to  89  pounds  in 
one  month’s  time.  During  the  week  before  ad- 
mission, she  had  been  subsisting  on  fluids  and  boiled 
eggs.  A proctoscopic  examination  and  a barium 
enema  done  before  entering  the  hospital  revealed 
no  abnormal  findings.  Her  abdominal  pain  and 
nausea  increased  following  the  barium  enema.  No 
rash,  chills,  or  fever  had  been  noted  by  the  patient. 

During  childhood  she  had  rheumatic  fever  and 
for  many  years  has  been  known  to  have  a heart 
murmur.  She  had  a tonsillectomy  when  a young 
girl,  and  a combined  bilateral  salpingectomy  and 
appendectomy  in  1938.  In  1946  a peritonsillar 
abscess  was  incised.  Except  for  slight  dyspnea  on 
exertion  and  chronic  constipation  her  systemic 
review  was  negative.  Family  history  showed  that 
her  mother  and  sister  died  of  cancer  of  the  uterus. 

On  admission,  the  following  positive  findings  were 
revealed:  temperature  101  F.,  pulse  88,  respiration 
20,  blood  pressure  110/70:  The  patient  was  a 
well-developed,  thin,  pale,  middle-aged  female 
appearing  chronically  ill.  No  petechiae  were 
noted.  Her  heart  was  enlarged  to  the  left,  with  a 
heaving  maximal  impulse  outside  the  midclavicular 
line  in  the  fifth  interspace.  There  was  a normal 
sinus  rhythm  with  a rare  premature  beat.  A thrill 
was  palpable  over  the  point  of  maximal  impulse, 
and  a grade  four  rough  systolic  murmur  was  heard 
over  the  whole  precordium,  loudest  at  the  apex,  and 
preceded  by  a snapping  first  sound  in  the  mitral 
area.  Her  abdomen  was  doughy  in  consistency, 
but  neither  the  spleen  nor  other  organs  could  be  felt. 


Peristalsis  was  somewhat  hyperactive.  A well- 
healed  suprapubic  midline  scar  was  present.  There 
were  a few  small  varicosities  on  the  lower  extremi- 
ties. 

The  red  blood  cell  count  was  3,710,000  with  9.6 
Gm.  of  hemoglobin.  The  white  blood  cell  count 
was  14,000  with  76  per  cent  polymorphonuclears; 
22  per  cent  lymphocytes;  1 per  cent  monocytes; 
1 per  cent  eosinophils.  The  urinalysis  was  negative. 
The  sedimentation  rate  (Westergren)  was  79  mm. 
in  one  hour.  A stool  examination  was  negative  for 
occult  blood.  A chest  film  showed  moderate  gen- 
eralized enlargement  of  the  heart,  with  prominence 
in  the  region  of  the  left  auricular  appendage.  No 
accentuation  of  the  pulmonary  conus,  nor  any 
abnormality  in  the  aorta,  lungs,  or  diaphragm  was 
noted.  A gastrointestinal  series  revealed  only  a 
ptosis  of  an  atonic  stomach.  A somewhat  enlarged 
spleen  was  noted  on  a flat  plate  of  the  abdomen. 
An  electrocardiogram  showed  a left  axis  deviation, 
otherwise  a normal  record.  A stool  culture  was 
negative  for  pathogenic  organisms.  Agglutination 
tests  for  typhoid,  paratyphoid  A and  B,  Brucella, 
typhus,  and  tularemia  were  all  negative. 

On  admission,  despite  the  fact  that  there  were  no 
petechiae,  nor  any  evidence  of  embolic  phenomena, 
the  diagnosis  of  subacute  bacterial  endocarditis 
was  considered  most  likely.  A blood  culture  taken 
on  admission,  and  five  subsequent  cultures  during 
the  first  week  were  negative.  On  the  third  day, 
the  spleen  tip  was  palpable  for  the  first  time,  and 
on  the  following  day  it  was  easily  palpated.  ’A 
petechial  hemorrhage  was  noted  in  the  left  con- 
junctiva on  the  fourth  hospital  day,  but  it  quickly 
disappeared.  Further  petechiae  appeared  on  the 
buccal  and  conjunctiva  membranes  in  the  following 
two  weeks,  during  which  time  the  patient  ran  a 
septic  temperature. 

Treatment  at  first  consisted  of  salicylates  and 
codeine  for  relief  of  headache  and  abdominal  pain, 
without  a noticeable  effect  on  the  temperature 
curve.  These  drugs  were  discontinued,  because  of 
the  development  of  salicylism.  To  combat  the 
secondary  anemia,  two  blood  transfusions  were 
given. 

By  the  eighth  hospital  day,  despite  the  fact  that 
all  the  blood  cultures  had  shown  no  growth,  it  was 
felt  that  the  patient  should  be  treated  for  subacute 
bacterial  endocarditis.  She  was,  therefore,  given 
50,000  units  of  penicillin  every  two  hours,  for  eight 
days,  and  then  75,000  units  every  two  hours  for 
five  days.  This  was  increased  to  300,000  units 
every  three  hours  for  three  days,  but  without  any 
effect  on  the  temperature.  The  white  count 
dropped  from  14,000  to  6,000. 

A streptococcus  sensitivity  test,  done  on  the 
thirteenth  hospital  day,  showed  an  immune  reaction 
which  was  interpreted  as  presumptive  evidence  of 
subacute  bacterial  endocarditis  rather  than  active 
rheumatic  fever.  A blood  culture,  drawn  on  the 
fourteenth  hospital  day,  showed  a growth  twenty- 
three  days  later  of  a gram-negative  bacillus.  This 
was  the  only  positive  culture  obtained  during  the 
patient’s  entire  hospital  course.  The  penicillin 
was  stopped  on  the  twenty-third  hospital  day  in 
view  of  the  blood  culture  report  of  a gram-negative 
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bacillus,  and  the  patient  was  given  a course  of 
streptomycin  (2  Gm.  every  three  hours)  and  sul- 
fadiazine ( 1 Gm.  every  four  hours) . The  blood  sulfa 
level,  except  for  a few  days  early  in  the  course,  was 
maintained  between  10.9  and  17.4  mg.  Within 
twenty-four  hours  after  starting  this  course  of 
treatment,  the  temperature  fell  to  normal  and  re- 
mained such  thereafter,  except  for  a brief  spike  to 
100  on  the  thirty-fourth  hospital  day. 

On  the  twenty-fifth  hospital  day,  a raised,  tender, 
slightly  red  area  about  1 by  2 cm.  appeared  suddenly 
on  the  right  palm  and  was  interpreted  as  an  Osier’s 
node.  A similar  nodule  appeared  on  the  surface 
of  the  right  thumb  on  the  thirty-second  day  and 
disappeared  a few  days  later.  However,  there  were 
no  other  evidences  of  embolic  phenomena.  No 
toxic  manifestations  from  streptomycin  or  sul- 
fadiazine were  noted.  The  course  of  streptomycin 
and  sulfadiazine  was  continued  for  twenty-one  days. 
Blood  cultures  taken  at  weekly  intervals  during  this 
period  were  all  negative.  The  patient  improved 
rapidly,  made  an  uneventful  recovery,  and  was 
discharged  forty-five  days  after  admission.  She 
was  seen  on  several  occasions  following  discharge 
and  had  gained  weight  and  had  no  complaints. 

The  report  of  the  bacteriologist,  Dr.  Margaret 
Upton,  on  the  negative  bacillus  is  as  follows:  A 
small  gram-negative  bacillus  was  isolated  on  only 
one  occasion  from  the  blood  incubated  in  thio- 
glycolate  medium.  The  organism  grew  sparsely 
under  strict  anaerobiosis  and  under  carbon  dioxide 
but  not  aerobically.  It  would  not  grow  except  in 


the  presence  of  blood,  serum,  or  ascitic  fluid.  At 
first  it  was  thought!  it  might  be  Hemophilus  para- 
influenzae,  but  this  was  disproved  at  Dr.  Alex- 
ander’s laboratory  at  Babies  Hospital  in  New  York 
City.  The  organism  did  not  belong  to  the  Brucella 
group.  The  organism  remained  unidentified  and 
was  not  recovered  again.  Although  the  isolated 
gram-negative  organism  was  never  definitely  classi- 
fied, there  is  no  question  that  this  was  the  cause  of 
the  disease.  Penicillin  in  large  doses  given  for  at 
least  two  weeks  time  was  ineffectual  in  altering  the 
course  of  the  disease.  The  response  to  strepto- 
mycin was  dramatic.  Within  twenty-four  hours 
the  temperature  fell  to  normal,  the  pulse  rate  be- 
came slower,  and  there  was  a decided  improvement 
in  the  patient’s  general  condition. 

It  seems  reasonable  to  assume  that  this  patient 
is  cured.  She  has  been  well  since  January  5,  1948, 
the  date  of  her  discharge  from  the  hospital.  This 
illustrates  the  extreme  value  of  streptomycin  in  the 
treatment  of  subacute  bacterial  endocarditis, 
a disease  which  until  recent  years  was  almost  always 
fatal. 
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MILLIONS  FOR  TREATMENTS  FAIL  TO  STOP  ANNUAL  HAIR  FALL 


Bald  and  balding  American  men  are  spending 
millions  of  dollars  annually  for  futile  hair-saving  and 
dandruff-curing  treatments,  says  a report  of  the 
American  Medical  Association  Committee  on  Cos- 
metics in  the  March  26  issue  of  the  Journal  of  the 
American  Medical  Association.  Neither  massage, 
mechanical  devices,  ‘’tonics,”  ultraviolet  light,  hor- 
mones, vitamins,  nor  any  other  treatment  will 
regenerate  hair  lost  in  ordinary  baldness  of  older 
men  or  in  premature  baldness  of  young  men,  the 
committee  emphasizes. 

Although  self-designated  “hair  and  scalp  special- 
ists” or  “trichologists”  use  high-sounding  terms  that 
connote  scientific  background  and  training,  they  are 
not  physicians,  and  so  far  as  can  be  determined, 
have  no  qualifications  other  than  “a  full  head  of  hair, 


a business  brain,  and  an  appetite  for  easy  money,” 
the  report  says. 

Use  of  preparations  containing  sulfa  drugs  not 
only  may  cause  skin  rash  but  may  also  preclude 
future  use  of  the  drugs  if  the  person  should  require 
them  for  infection.  Hormones  are  absorbed  through 
the  skin  and  in  large  enough  amounts  can  cause 
systemic  changes.  Injection  of  vitamins  into  the 
scalp  is  a highly  questionable  and  risky  procedure 
and  can  have  disastrous  results. 

Although  the  germ  theory  of  dandruff  is  popular 
and  is  adroitly  adjusted  to  the  use  of  antiseptics  in 
hair  tonics,  until  an  organism  is  proved  to  be  the 
cause  of  dandruff  and  until  a drug  is  found  which 
kills  or  inhibits  that  specific  organism,  this  type  of 
advertising  is  supported  only  by  supposition. 


NATIONAL  HEALTH  SERVICE  COSTS  GREATLY  EXCEED  ESTIMATES 


Costs  of  the  National  Health  Service  in  England 
have  greatly  exceeded  estimates,  official  figures 
just  issued  by  the  government  show.  Writing  in 
the  April  2 issue  of  the  Journal  of  the  American 
Medical  Association,  the  regular  London  corre- 
spondent of  the  Journal  says  in  part: 

“All  the  undertakings  of  the  socialist  government 
show  one  thing  with  melancholy  monotony — in- 
creased cost.  The  official  figures,  just  issued,  for 


the  National  Health  Service  are  no  exception.  The 
cost  of  doctors  is  $118,000,000,  an  excess  of  $9,200,- 
000  over  the  estimate.  The  cost  *of  dentists  is 
$82,800,000,  an  increase  of  $54,600,000.  The  cost 
of  pharmacists  is  $70,860,000,  an  increase  of  $20,- 
000,000  over  the  estimate.  The  cost  of  opticians 
is  $57,800,000,  an  excess  of  $15,000,000  over  the 
estimate.  A large  part  of  this  vast  expenditure  is 
wasted,  as  is  so  characteristic  of  socialist  finance.” 


Special  Article 

THE  NEEDS  OF  THE  ARMY  MEDICAL  SERVICE,  II 

Colonel  C.  J.  St.  John,  First  Army  Surgeon,  New  York  City 


ONE  of  the  most  critical  personnel  problems  of 
our  national  military  establishment  is  that 
facing  the  Army  Medical  Department. 

If  a shortage  were  allowed  to  develop,  it  could  be- 
come a serious  threat  to  the  national  defense  pro- 
gram. The  Selective  Service  Act  of  1948  provides 
that  “no  person  shall  be  inducted  until  adequate 
provision  shall  have  been  made  for  medical  care.” 
The  Army  and  the  Air  Force  will  observe  that 
provision.  They  have  achieved  the  highest  medical, 
dental,  and  health  standards  in  the  world,  and  those 
standards  will  not  be  compromised  under  any  cir- 
cumstances. Instead,  the  Army  and  the  Air  Force 
will  intensify  their  efforts  to  obtain  volunteers  to 
fill  their  needs  for  professional  people. 

In  recognition  of  the  gravity  of  this  problem,  and 
of  the  responsibility  of  the  medical  profession  as  one 
group  to  help  meet  it,  the  House  of  Delegates  of  the 
American  Medical  Association  approved  the  follow- 
ing resolution  at  its  annual  convention  in  June, 
1948: 

Resolved:  That  the  State  and  County  Medical 
Societies  be  urged  by  the  action  of  the  House  of 
Delegates  of  the  American  Medical  Association 
to  exert  every  effort  in  their  communities  to  en- 
sure that  a sufficient  number  of  available  phy- 
sicians be  encouraged  to  volunteer  to  serve  their 
nation  during  this  period  of  emergency. 

To  meet  this  urgent  problem,  the  Medical  Depart- 
ment has  developed  a joint  program  in  coordination 
with  several  of  the  national  organizations  which  rep- 
resent, the  professions  involved.  This  program  is 
now  in  operation.  The  program  is  organized  to  take 
advantage  of  the  facilities  of  civilian  Military  Man- 
power Committees,  which  already  have  been  set  up 
in  more  than  600  cities  and  towns  throughout  the 
country.  These  Committees  work  with  the  U.  S. 
Army  and  U.S.  Air  Force  Recruiting  Service  in 
mobilizing  community  support  for  the  Volunteer 
Enlistment  Program. 

Since  the  procurement  of  physicians,  dentists,  and 
other  professional  personnel  cannot  be  conducted 


satisfactorily  by  laymen,  this  program  calls  for  the 
organization  cf  a subcommittee  called  the  Pro- 
fessional Manpower  Committee  for  each  local 
Military  Manpower  Committee.  The  Professional 
Manpower  Committee  is  jointly  headed  by  an  out- 
standing  local  physician  or  surgeon  and  an  out- 
standing dentist.  They  are  the  local  medical  and 
dental  professions’  representatives  on  the  Manpower 
Committee.  They  work  with  the  Manpower  Com- 
mittee chairman  and  representatives  of  the  veter- 
inary, nursing,  and  other  allied  professional  associa- 
tions to  appoint  a member  from  each  group  to  the 
Professional  Manpower  Committee.  County  or 
state  medical  and  dental  societies  are  being  asked  to 
nominate  their  professional  representatives  for  the 
joint  chairmanship  of  the  Professional  Manpower 
Committee. 

Members  of  the  Professional  Manpower  Com- 
mittee will  be  expected  to  serve  as  local  spokesmen 
for  the  Army  Medical  Department  and  for  their 
respective  professions  in  contacts  with  local  pro- 
fession school  students,  interns,  residents,  and  those 
professional  people  now  engaged  in  practice.  Other 
functions  can  be  suggested  for  them  as  the  program 
develops. 

A program  kit  and  other  printed  material  useful 
in  setting  up  and  operating  the  local  program  will  be 
supplied  to  each  Professional  Manpower  Committee 
by  the  Medical  Department  through  the  local  U.S. 
Army  and  U.S.  Air  Force  Recruiting  Station. 

The  success  of  the  Professional  Manpower  Com- 
mittee Program  depends  upon  the  wholehearted 
support  and  active  cooperation  of  county  and  state 
medical  societies.  It  is  hoped  that  the  indispensable 
guidance  and  assistance  only  doctors  can  offer  will 
now,  as  in  the  past,  be  brought  to  bear,  enabling  the 
Army  Medical  Department  to  meet  its  obligations  to 
the  people  of  the  United  States. 

39  Whitehall  Street 

New  York  City 


The  first  article  on  this  subject  appeared  in  the  May  1 
issue  of  the  Journal,  page  1077. 


MEDICAL  CARE  DETERIORATES  UNDER  BRITISH  HEALTH  SYSTEM 


British  doctors  under  the  National  Health  Service 
are  so  overworked  treating  trivial  complaints  that 
they  do  not  have  time  to  give  satisfactory  treatment 
to  seriously  ill  patients,  according  to  the  regular 
London  correspondent  of  the  Journal  of  the  American 
Medical  Association.  In  an  item  appearing  in  the 
March  5 issue  of  the  Journal,  the  correspondent  says 
that  “demands  on  doctors’  time  by  hypochondriacs 
and  persons  with  trivial  complaints,  who  throng 
their  offices  because  treatment  is  free,  render  satis- 
factory work  in  cases  of  real  illness  difficult  or  im- 
possible.” 


Patients  demand  prescriptions  for  self-diagnosed 
nonexistent  complaints  because  this  is  cheaper 
than  paying  for  a “cough  cure”  at  the  pharma- 
cist’s, and  also  pop  in  for  a “thorough  overhaul” 
because  they  have  missed  a train  and  have  an 
hour  to  waste,  he  reports,  adding:  “This  is  how  the 
grand  socialistic  ideal  of  the  Minister  of  Health, 
‘taking  the  money  factor  out  of  medical  treatment,’ 
works.  All  of  these  troubles  of  the  National  Health 
Service  are  the  result  of  forcing  such  a complex 
thing  as  medical  practice  into  the  rigid  framework 
of  socialism.” 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  March  10,  1949,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with  the 
armed  forces  for  7 members  for  1949,  11  for  1948, 
and  3 for  1947;  one  was  rescinded.  On  account  of 
illness,  annual  assessments  for  10  members  were  re- 
mitted for  1949  and  9 for  1948;  also  33  War  Memo- 
rial assessments  were  remitted  on  account  of  illness. 

Dr.  Simon  D.  Ehrlich,  New  York  County,  was 
nominated  for  Associate  Fellowship  in  the  American 
Medical  Association. 

Communications. — A letter  from  Dr.  Charles  Id. 
Loughran,  secretary,  Medical  Society  of  the  County 
of  Kings,  recommended  that  Alexander  Gilligan, 
Joseph  E.  Golding,  Charles  T.  Graham-Rogers,  and 
George  W.  Tong,  who  have  passed  the  age  of 
seventy,  be  nominated  for  retired  membership  and 
that  their  War  Memorial  assessments  be  remitted. 
It  was  voted  that  these  recommendations  be 
adopted. 

It  was  voted  that  Dr.  Harold  E.  Klein,  of  McLean, 
have  the  approval  of  the  Council  should  he  desire 
to  transfer  his  membership  to  the  Medical  Society 
of  the  County  of  Cortland. 

A letter  was  also  read  from  Mr.  Alan  O.  Robinson, 
executive  vice-president,  The  Yorkshire  Indemnity 
Company  of  New  York,  expressing  his  appreciation 
for  the  resolution  adopted  at  the  February  10,  1949, 
Council  meeting. 

A resolution  passed  by  the  Medical  Society  of  the 
County  of  Kings  disapproving  the  National  Physi- 
cians Committee,  February  15,  1949,  was  read  for 
information. 

It  was  voted  that  a letter  from  Dr.  Harry  Golembe 
of  Liberty  be  answered  by  Mr.  Martin  and  Dr. 
Anderton,  stating  (1)  that  the  Medical  Society  of 
the  State  of  New  York  has  no  policy  regarding 
appointment  of  osteopathic  physicians  to  hospital 
staffs,  because  conditions  vary  in  different  parts  of 
the  State,  and  (2)  that  the  American  College  of 
Surgeons  does  not  give  its  approval  to  hospitals 
that  have  osteopaths  on  their  staffs. 

At  the  meeting  of  the  Board  of  Trustees,  Febru- 
ary 10,  1949,  an  amount  not  to  exceed  $1,500  was 
voted  to  defray  the  expenses  of  Mr.  William  Martin, 
counsel,  and  Mr.  H.  F.  Wanvig,  authorized  in- 
demnity representative,  to  visit  and  study  the 
methods  of  preventing  malpractice  law  suits  by  the 
Alameda  (California)  County  Medical  Association. 

In  spite  of  certain  outspoken,  antagonistic  in- 
fluences, this  office  has  received  many  checks  for  the 
American  Medical  Association.  A week  ago  approxi- 
mately 5,000  checks  had  been  forwarded  to  Chicago. 
Quite  a number  of  letters  and  telephone  calls  re- 
garding this  assessment  have  been  answered  by  your 
Secretary. 

Treasurer’ s Report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  reported  a hectic  legislative  session. 
He  stated  that  a number  of  bills  had  been  introduced 
that  were  of  interest  to  the  State  Society  and  a few 
had  presented  difficult  problems,  especially  the 
Mahoney  Bill  in  regard  to  narcotic  addicts. 


Reports  of  Committees 

Legislation. — Dr.  Simpson  introduced  Mr.  John 
H.  Hanly,  of  the  Federal  Narcotic  Control.  Later 
Dr.  Hollis  Ingraham,  of  the  State  Health  Depart- 
ment, addressed  the  Council.  Dr.  Simpson  stated 
that  the  question  at  issue  is  simply  this:  that  our 
Conference  of  County  Legislative  Chairmen  in  Al- 
bany voted  to  oppose  this  bill.  The  State  Health  De- 
partment apparently  also  opposes  it.  Mr.  Hanly  of 
the  Federal  Narcotics  Bureau  has  given  his  view. 
It  is  a matter  for  the  Council  to  decide  for  Dr. 
Hannon  whether  we  shall  uphold  the  action  of  the 
Legislative  Chairmen  of  the  County  Societies  in 
continuing  to  oppose  this  measure  until  such  time  as 
further  study  has  been  made,  or  whether  we  should 
rescind  the  motion  of  the  County  Legislative  Chair- 
men in  their  recommendation  to  Dr.  Hannon. 

It  was  voted,  in  view  of  the  information  presented, 
that  the  Council  reaffirms  the  position  taken  by 
the  County  Legislative  Chairmen  and  sustains 
their  action. 

Constitution  and  Bylaws. — 

It  was  voted  to  approve  the  proposed  bylaws  of  the 
Medical  Society  of  the  County  of  Albany  with 
changes  as  recommended  by  Dr.  Reuling,  chair- 
man. 

Economics. — Dr.  Wertz,  chairman,  reported  re- 
garding meetings  Mr.  Farrell,  the  director  of  the 
Bureau  of  Medical  Care  Insurance,  had  attended.  A 
meeting  of  the  Subcommittee  on  Medical  Expense 
Insurance  and  presidents  or  representatives  of  plans 
was  held  in  the  Society  offices,  February  25,  1949. 
After  discussion, 

It  was  voted  (1)  to  accept  in  principle  the  recom- 
mendations of  the  Subcommittee;  (2)  to  favor  a 
contract  with  State-wide  coverage  offered  by  the 
various  plans,  and  (3)  that  the  Committee  formu- 
late such  a contract  on  a service  basis. 

Dr.  Wertz  stated  a letter  and  10-point  program 
from  Dr.  Gilson  Colby  Engel,  president  of  the  Medi- 
cal Society  of  the  State  of  Pennsylvania,  had  been 
presented  at  the  February  Council  meeting  and  was 
up  for  consideration  today. 

After  discussion, 

It  was  voted  to  acknowledge  Dr.  Engel’s  letter  and 
to  suggest  that  his  program  be  revised  to  be  in 
accord  with  the  12-point  program  of  the  A.M.A. 
Planning  Committee  for  Medical  Policies. — Dr. 
Kenney,  chairman,  reported  that  a subcommittee 
representing  the  Planning  Committee  and  the  Joint 
Council  of  Anesthesiologists,  Pathologists,  Roent- 
genologists, and  Physical  Therapy  Physicians  met 
with  Deputy  Attorney  General  Ruth  Toch  on 
February  21  and  discussed  the  matter  of  medical 
services  in  hospital  contracts. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  Directory  was  being  distributed. 

Public  Health  and  Education. — A letter  from  Dr. 
Post,  acting  chairman,  explained  the  activities  of  the 
Committee. 

Dr.  Masterson,  chairman  of  a Special  Committee 
to  Select  a Chairman  of  the  Committee  on  Public 
Health  and  Education,  recommended  that  Dr. 
Theodore  J.  Curphey  be  appointed  and  that  the 
office  be  moved  to  Nassau  County. 

This  was  voted  by  the  Council. 

Public  Relations. — Dr.  Winslow,  chairman,  re- 
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MINUTES  OF  THE  COUNCIL 


[N.  Y.  State  J.  M. 


ported  the  activities  and  immediate  objectives  of 
this  Committee. 

Dr.  Winslow  proposed  the  following  resolution: 

Whereas,  there  are  now  before  the  Congress  of 
the  United  States  several  bills  embodying  the 
principal  of  compulsory  health  insurance  whose 
professed  purpose  is  to  provide  a national  health 
insurance  and  public  health  program;  and 

Whereas,  it  has  been  demonstrated  in  other 
countries  that  compulsory  health  insurance  leads 
to  the  deterioration  of  standards  of  health,  the 
quality  of  medical  care,  and  the  scientific  medical 
facilities  wherever  it  has  been  adopted,  thus  con- 
stituting a grave  threat  to  the  maintenance  of  the 
present  iiign  level  of  medical  service  which  in  the 
United  States  has  become  the  best  in  the  world 
under  free  enterprise;  and 

Whereas,  compulsory  health  insurance  would 
impair  the  relationship  between  doctor  and 
patient,  bring  about  the  control  of  American 
medicine  by  a Federal  bureaucracy,  entail  an  un- 
determined payroll  tax  upon  the  wage  earner  and  a 
concomitant  drain  upon  the  general  revenue  of  un- 
specified proportions;  and 

Whereas,  an  extension  of  medical  services  to 
the  American  people  can  be  provided  without  the 
adoption  of  compulsory  health  insurance  through 
the  expansion  of  facilities,  research,  health  educa- 
tion, and  similar  measures  as  advocated  in  the  12- 
point  program  adopted  by  the  American  Medical 
Association,  and  the  encouragement  of  voluntary 
prepaid  medical  care  insurance  plans  which 
provide  the  public  the  opportunity  to  budget  for 
the  expenses  of  medical  care  without  dictation  by 
the  government;  now,  therefore 

Be  it  resolved  by  the  members  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York: 

1.  That  they  hereby  go  on  record  against  any 
form  of  compulsory  health  insurance  or  any  sys- 
tem of  political  medicine  that  is  now  or  hereafter 
may  be  introduced  before  the  Congress  of  the 
United  States; 

2.  That  a copy  of  this  resolution  be  forwarded 
to  the  President  of  the  United  States,  to  each 
Senator  and  Representative  from  the  State  of 
New  York,  and  that  said  Senators  and  Repre- 
sentatives be  and  are  hereby  respectfully  re- 
quested to  use  every  effort  at  their  command  to 
prevent  the  enactment  of  such  legislation. 

It  was  voted  unanimously  that  the  above  resolution 
be  adopted. 

Office  Administration  and  Policies. — Dr.  Ander- 
ton  reported  that  the  Office  Administration  and 
Policies  Committee  recommends  to  the  Council 
that  membership  records  be  under  the  joint  jurisdic- 
tion of  the  Treasurer  and  Secretary  of  the  Society. 

This  was  approved. 

Veterans  Administration,  Liaison  with  the. — Dr. 
Anderton  reported  for  Dr.  Bauckus,  chairman,  that 
the  Liaison  Committee  with  the  Veterans  Adminis- 
tration met  last  evening  for  almost  three  hours. 

There  was  a discussion  of  certain  fee  changes  in 
Part  2 of  the  schedule  now  considered  part  of  the 
contract  with  Veterans  Administration. 

A motion  was  passed  by  the  Committee  author- 
izing Dr.  Bauckus  to  discuss  the  disputed  fees  with 
Veterans  Administration;  also  that  Part  2 of  the 
schedule  be  accepted  as  amended,  pending  decision 
on  fees  in  dispute. 

It  was  also  recommended  that  the  Committee  re- 
serve the  right  to  renegotiate  disputed  fees  if  not 


accepted  by  Veterans  Administration,  before  any 
commitments  are  made. 

It  was  voted  that  the  recommendations  be  ap- 
proved. 

Dr.  Anderton  continued:  “There  was  a discussion 
of  a directive  sent  out  stating  in  part : ‘If  appointive 
clerk,  or  group,  or  unit  cannot  accommodate  veteran 
within  two  weeks,  it  will  be  considered  hardship,  and 
veteran  will  be  referred  to  group  chief  who  will  de- 
termine kind  and  frequency  of  treatment,  and  may 
recommend  to  authorizing  group  who  in  turn  will 
arrange  for  care  by  physician  designated  by  Veterans 
Administration,  with  no  privilege  of  selection  by 
patient.’ 

“It  was  moved  and  carried  that  a recommendation 
go  to  the  Board  of  Directors  disagreeing  with  this 
directive  and  urging  that  such  practice  be  rescinded, 
and  the  matter  referred  to  the  Council.” 

It  was  voted  that  this  recommendation  be  ap- 
proved. 

As  a result  of  a letter  to  the  Society  from  Senator 
Pepper  inviting  a representative  to  appear  before 
the  Subcommittee  of  the  Committee  on  Labor  and 
Public  Welfare  on  Monday,  March  21,  at  11  a.m.,  it 
was  proposed  to  send  to  Senator  Pepper  the  follow- 
ing reply: 

The  Council  of  the  Medical  Society  of  the  State 
of  New  York  at  its  regular  monthly  meeting  held 
here  March  10  directed  me  to  inform  you  that  the 
Society  is  in  favor  of  the  proposed  curtailment  of 
the  veterans  hospital  construction  program  so  far 
as  it  relates  to  New  York  State,  for  the  reason  that 
existing  facilities  in  veterans  hospitals  and  general 
hospitals,  together  with  the  opportunity  for 
medical  care  by  veterans  own  personal  physicians 
under  the  plan  as  set  up  in  this  State,  are  sufficient 
to  make  the  best  hospital  and  medical  care  avail- 
able for  veterans. 

In  view  of  our  position  on  this  matter,  it  is  not 
considered  necessary  to  send  a representative  to 
attend  the  public  hearing  on  March  21. 

Seventy-five  copies  of  this  letter  are  going  to 
you  today  as  our  statement. 

Very  truly  yours, 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of 
New  York 

It  was  voted  that  this  communication  and  the  re- 
port as  a whole  be  approved. 

Woman’s  Auxiliary. — Dr.  Beekman,  chairman, 
read  a letter  sent  to  presidents  of  county  auxiliaries 
by  Mrs.  Edgar  M.  Neptune,  State  Auxiliary  presi- 
dent, entitled  “American  Medicine  Is  Faced  with  a 
Crisis.” 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  considerable  unrest  throughout  the 
State  relative  to  the  fee  schedule  of  June  1,  1947,  for 
general  practitioners;  that  his  committee  was  work- 
ing with  the  chairman  of  the  Compensation  Board, 
and  that  he  hoped  final  interpretation  of  the  disputed 
points  would  be  ready  before  the  House  of  Delegates 
meets. 

New  Business 

Renewal  of  Contracts  for  Mr.  Anderson. — Dr. 

Masterson  reported  that  Mr.  Dwight  Anderson’s 
contracts  with  the  Society  expire  July  1.  He  moved 
that  the  Council  recommend  to  the  Trustees  re- 
newal  under  the  same  terms  and  conditions. 

'This  was  voted. 


NECROLOGY 


William  Henry  Beattie,  M.D.,  of  Utica,  died  on 
April  19  at  his  home  at  the  age  of  seventy-two.  Dr. 
Beattie  received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
in  1903  and  was  former  chief  of  staff  of  the  Soldiers 
and  Sailors  Hospital,  Utica,  which  is  operated  by  the 
Grand  Lodge  of  Masons  of  New  York.  Honarary 
ophthalmologist  and  otolaryngologist  at  St.  Eliza- 
beth’s Hospital,  Utica,  he  was  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Utica  Academy  of  Medicine,  the  New 
York  State  and  Oneida  County  Medical  Societies, 
and  the  American  Medical  Association. 

Emelyn  Lincoln  Coolidge,  M.D.,  pediatrician  and 
author,  died  April  14  at  her  home  in  New  York  City. 
She  was  seventy-five.  Dr.  Coolidge  attended 
Woman’s-Medical  College  in  New  York  City  and  ob- 
tained her  medical  degree  from  Cornell  University 
Medical  College  in  1900.  She  was  formerly  assistant 
superintendent,  acting  superintendent,  and  resident 
and  visiting  physician  at  Babies  Hospital  and 
pediatrician  to  the  Society  of  the  Lying-in  Hospital. 

Concurrently  with  her  medical  practice,  Dr. 
Coolidge  engaged  in  writing  activities,  conducting 
the  “Baby’s  Page”  in  the  Ladies’  Home  Journal 
from  1902  to  1921,  and  serving  as  editor  of  the 
babies’  department  in  the  Pictorial  Review  from  1921 
to  1937.  She  was  the  author  of  How  to  Feed  the 
Baby  from  Birth  to  Three,  The  Mother’s  Manual, 
First  Aid  in  Nursery  Ailments,  The  Home  Care  of 
Sick  Children,  and  The  Young  Mother’s  Guide.  She 
was  a member  of  the  Alumni  Society  of  Babies  Hos- 
pital. 

Chester  Charles  Cott,  M.D.,  of  Buffalo,  died  on 
December  4,  1948,  at  the  age  of  sixty-seven.  A 
graduate  of  the  University  of  Buffalo  Medical  School 
in  1908,  he  was  attending  otolaryngologist  at 
Buffalo  General  Hospital  and  consulting  otologist  at 
Meyer  Memorial  Hospital,  Buffalo.  He  was  a mem- 
ber of  the  Buffalo  Academy  of  Medicine,  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, a fellow  of  the  American  College  of  Surgeons, 
and  belonged  to  the  New  York  State  and  Erie 
County  Medical  Societies  and  the  American  Medical 
Association. 

Virginia  Meriwether  Davies,  M.D.,  eighty-seven, 
a practicing  physician  for  the  last  sixty-three  years 
and  said  to  have  been  the  oldest  practicing  woman 
physician  in  New  York  State,  died  at  her  home  in 
Conger  on  April  21.  Dr.  Davies  was  graduated  from 
the  Medical  College  of  the  New  York  Infirmary 
in  1886,  and  for  four  years  was  head  of  the  New  York 
Infant  Asylum.  During  the  blizzard  of  1888  she  led 
a group  who  tunneled  through  an  18-foot  snowdrift 
to  get  milk  after  supplies  had  been  cut  off  for  two 
days. 

In  1892  Dr.  Davies  decided  to  retire  from  prac- 
tice, and  she  and  her  husband  purchased  a farm  in 
Congers.  She  was  soon  drafted  back  into  medical 
practice,  however,  by  neighboring  stone  quarries, 
ice  plants,  brick  yards,  and  other  industrial  plants, 
which  had  frequent  accidents.  She  finally  opened  a 
medical  office  at  her  farm,  and  continued  her  prac- 
tice. It  was  estimated  that  she  had  delivered  more 
than  6,000  babies  in  her  career. 

John  Homi,  M.D.,  Brooklyn,  who  retired  in  1946 
after  fifty  years  of  practice,  died  at  his  home  April  IS 


at  the  age  of  seventy-five.  A graduate  of  the  College 
of  Physicians  and  Surgeons,  Columbia  University, 
in  1896,  Dr.  Horni  was  consulting  surgeon  at  Beth 
Moses  Hospital,  and  attending  surgeon  at  Bethany 
Deaconess  Hospital.  He  was  a member  of  the 
Brooklyn  Surgical  Society,  the  Pan-American 
Medical  Society,  the  Association  of  Physicians  of 
Long  Island,  the  Doctors’  Club  of  Brooklyn,  and  was 
a fellow  of  the  American  College  of  Surgeons.  Dr. 
Horni  also  belonged  to  the  New  York  State  and  Kings 
County  Medical  Societies,  and  the  American  Medical 
Association. 

Myron  Robinson  Jackson,  M.D.,  fifty-four,  died 
on  April  15  at  his  home  in  Oyster  Bay  of  a heart 
attack,  just  after  he  had  completed  his  visits  to 
patients.  Dr.  Jackson  was  graduated  from  the 
Cornell  University  Medical  College  in  1932  and  in- 
terned at  Bellevue  Hospital,  after  which  he  went  to 
Oyster  Bay  and  began  his  practice.  He  was  attend- 
ing surgeon  at  the  North  Country  Community  Hos- 
pital, Glen  Cove,  where  he  had  at  one  time  served  as 
chief  of  the  surgical  service,  and  was  attending  sur- 
geon and  gynecologist  at  Meadowbrook  Hospital  in 
East  Hempstead. 

A fellow  of  the  American  College  of  Surgeons,  Dr. 
Jackson  was  a director  of  the  Meadowbrook  Hos- 
pital, a member  of  the  Nassau  County  Surgical  So- 
ciety, the  Nassau  County  Cancer  Society,  the  New 
York  State  and  Nassau  County  Medical  Societies, 
and  the  American  Medical  Association. 

Phyllis  Schuyler  Kerr,  M.D.,  White  Plains,  died 
April  12  at  Doctors  Hospital,  New  York  City,  after  a 
long  illness.  She  was  fifty-four.  A graduate  of  the 
Rush  Medical  College  of  Chicago  in  1928,  Dr.  Kerr 
interned  at  the  Wisconsin  General  Hospital  in 
Madison,  and  was  a resident  physician  at  the  New 
York  Post-Graduate  Hospital  from  1928  to  1940. 
She  had  been  a practicing  dermatologist  in  White 
Plains  since  1936  and  was  clinical  sy philologist  and 
head  of  the  women’s  health  clinic  for  the  Westchester 
County  Department  of  Health. 

Dr.  Kerr  was  associate  physician  at  the  Tarry- 
town  Hospital,  attending  dermatologist  at  the 
White  Plains  Hospital,  consulting  dermatologist  at 
the  New  York  Hospital,  Westchester  Division,  in 
White  Plains,  and  attending  dermatologist  at 
Lawrence  Hospital,  Bronxville.  A diplomate  of  the 
American  Board  of  Dermatology  and  Syphilology. 
she  was  a member  of  the  Society  of  Investigative 
Dermatology,  the  Westchester  Tuberculosis  and 
Public  Health  Association,  the  New  York  State  and 
Westchester  County  Medical  Societies,  and  the 
American  Medical  Association. 

John  Joseph  McMahon,  M.D.,  seventy-one,  died 
suddenly  of  a heart  attack  on  April  13  in  New  York 
City.  A graduate  of  the  Toronto  University  Medi- 
cal School  in  1899,  Dr.  McMahon  would  have  com- 
pleted fifty  years  of  practice  in  New  York  City  in 
June.  A fellow  of  the  American  College  of  Surgeons, 
he  was  consulting  obstetrician  at  Misericordia  Hos- 
pital, New  York  City,  and  St.  John’s  Hospital,  Long 
Island  City,  and  attending  obstetrician  at  St. 
Clare’s  Hospital,  New  York  City.  He  had  formerly 
served  as  president  of  the  medical  board  of  St.  John’s 
Hospital  and  director  of  the  hospital’s  obstetrics 
division.  Dr.  McMahon  was  a member  of  the  New 
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York  State  and  County  Medical  Societies  and  the 
American  Medical  Association. 

Vincent  Joseph  Moore,  M.D.,  Buffalo,  died  on 
November  19,  1948,  at  the  age  of  fifty-two.  He  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1923  and  was  attending  radiologist  at 
Mercy  Hospital,  Buffalo,  and  consulting  radiologist 
at  Adam  Memorial  Hospital,  Perrysburg,  and  Our 
Lady  of  Victory  Hospital,  Lackawanna.  Dr.  Moore 
was  a member  of  the  Radiological  Society  of  North 
America,  the  Buffalo  Radiology  Society,  the  Buffalo 
Academy  of  Medicine,  the  New  York  State  and  Erie 
County  Medical  Societies,  and  the  American  Medi- 
cal Association. 

Robert  Joseph  O’Brien,  M.D.,  retired  Watervliet 
physician,  died  on  April  13,  in  Troy.  He  was 
seventy-three.  A graduate  of  the  Albany  Medical 
College  in  1904,  Dr.  O’Brien  served  as  chairman  of 
the  Watervliet  draft  board  during  World  War  II  and 
was  medical  examiner  for  the  draft  board  during 
World  War  I.  He  was  active  in  fraternal  organiza- 
tions and  civic  affairs. 

Irving  Hotchkiss  Pardee,  M.D.,  fifty-seven,  died 
on  April  10  in  New  York  City  after  a brief  illness. 
Dr.  Pardee  received  his  medical  degree  from  the 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1915,  and  interned  at  St.  Luke’s  Hospital 
and  the  Neurological  Institute,  Presbyterian  Hospital. 
Dr.  Pardee  was  attending  neurologist  at  St.  Luke’s 
Hospital,  director  of  its  neurological  clinic,  and 
secretary  of  the  hospital’s  medical  board,  director  of 
the  service  of  neurology  and  attending  neurologist  at 
the  Neurological  Institute,  Presbyterian  Hospital, 
and  professor  of  neurology  and  executive  officer  of 
the  department  of  neurology  at  Columbia  Uni- 
versity. He  was  consulting  neurologist  at  the  Hos- 
pital for  Special  Surgery,  New  York  City,  the  Yon- 
kers General  Hospital,  the  Tuxedo  Memorial  Hos- 
pital, and  the  North  Country  Community  Hospital, 
Glen  Cove. 

During  World  War  I,  Dr.  Pardee  was  a lieutenant 
in  the  Medical  Corps.  A former  president  of  the 
New  York  Neurological  Society  and  a former  vice- 
president  of  the  American  Neurological  Association, 
he  was  a member  of  the  New  York  Academy  of 
Medicine,  the  Association  for  Research  in  Nervous 
and  Mental  Diseases,  the  Association  for  Research 
in  Internal  Secretions,  the  New  York  State  and 
County  Medical  Societies,  and  the  American  Medi- 
cal Association,  and  was  a diplomate  of  the  American 
Board  of  Neurology  and  Psychiatry. 

Eugene  Hillhouse  Pool,  M.D.,  New  York  City 
surgeon,  died  at  his  home  in  Locust  Valley  on  April  9 
after  a heart  attack.  He  was  seventy-five.  Dr.  Pool 
was  graduated  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1899,  and  joined 
the  college  staff  in  1901,  resigning  in  1937  when  he 
was  clinical  professor  of  surgery.  Before  his  retire- 
ment from  practice  in  1940,  Dr.  Pool  was  professor  of 
clinical  surgery  at  the  Cornell  University  Medical 
College,  senior  attending  surgeon  of  the  New  York 
Hospital,  and  surgeon-in-chief  emeritus  at  the  Hos- 
pital for  the  Ruptured  and  Crippled,  New  York 
City. 

He  was  consulting  surgeon  at  the  following  hos- 
pitals: Presbyterian,  French,  Harlem,  Woman’s, 
the  New  York  Infirmary  for  Women  and  Children, 
and  the  New  York  Eye  and  Ear  Infirmary,  all  in 
New  York  City;  the  North  Country  Community, 
Glen  Cove,  the  Elizabeth  A.  Horton  Memorial, 
Middletown,  United,  Port  Chester,  and  the  Central 
(slip  State  Hospital. 


Dr.  Pool  served  with  the  Army  Medical  Corps  in 
World  War  I as  a lieutenant  colonel  and  was  director 
of  surgery  in  Army  hospitals  during  the  St.  Mihiel 
and  Meuse- Argonne  offensives.  For  that  work  he 
was  decorated  with  the  Distinguished  Service 
Medal.  In  1933  Governor  Lehman  appointed  him 
chairman  of  a committee  that  studied  medical 
abuses  in  connection  with  the  administration  of  the 
Workmen’s  Compensation  Law,  and  in  1934  the 
New  York  City  Commissioner  of  Hospitals,  Dr.  S.  S. 
Goldwater,  appointed  him  administrative  consultant 
in  surgery  for  all  city  hospitals. 

Dr.  Pool  was  inaugurated  as  president  of  the  New 
York  Academy  of  Medicine  in  1935,  and  in  1936  was 
elected  president  of  the  American  College  of  Sur- 
geons. A life  trustee  of  Columbia  University,  he 
was  awarded  the  Columbia  University  Alumni 
Federation’s  gold  medal,  in  1944,  for  distinguished 
contributions  to  the  university.  Dr.  Pool  was  a 
fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York,  American,  and  Interna- 
tional Surgical  Associations,  the  New  York  State 
and  County  Medical  Societies,  and  the  American 
Medical  Association. 

Anna  Martin  Ralston,  M.D.,  Brooklyn,  died  on 
March  10,  1949,  at  the  age  of  seventy-three.  Dr. 
Ralston  was  graduated  from  the  New  York  Eclectic 
Medical  College  in  1896  and  retired  from  active  prac- 
tice ten  years  ago.  She  was  a member  of  the  New 
York  State  and  Kings  County  Medical  Societies, 
and  the  Americap  Medical  Association. 

Thomas  Avery  Rogers,  M.D.,  seventy-six,  of 
Plattsburg,  died  recently.  Dr.  Rogers  was  grad- 
uated from  the  Albany  Medical  College  in  1896  and 
was  honorary  ophthalmologist  and  otolaryngologist 
at  Champlain  Valley  and  Physicians  Hospitals  in 
Plattsburg,  and  consulting  physician  at  Dannemora 
State  Hospital.  He  was  a member  of  the  New  York 
State  and  Clinton  County  Medical  Societies,  and  of 
the  American  Medical  Association. 

Leopold  Miller  Rohr,  M.D.,  Jamaica,  a physician  in 
New  York  for  almost  forty  years,  died  April  6 in  the 
Naval  Hospital,  St.  Albans,  after  a long  illness.  He 
received  his  medical  degree  from  the  New  York 
University  and  Bellevue  Medical  School  in  1908  and 
became  an  inspector  for  the  New  York  City  Health 
Department  in  1911.  Later  he  was  in  charge  of 
child  hygiene  in  Brooklyn,  chief  medical  supervisor, 
and  a district  health  officer.  Dr.  Rohr  was  medical 
examiner  and  consultant  of  the  Society  for  the  Pre- 
vention of  Cruelty  to  Children  and  a medical 
examiner  for  the  Metropolitan  Life  Insurance  Com- 
pany. During  World  War  I he  served  with  the 
Army  Medical  Corps  as  a captain  and  later  was  a 
colonel  in  the  Medical  Reserve  Corps. 

Walter  Howard  Sanford,  M.D.,  died  on  December 
13,  1948.  A graduate  of  Albany  Medical  College  in 
1899,  he  was  attending  pathologist  at  Manhattan 
State  Hospital,  Wards  Island. 

W.  Reynolds  Shetterly,  M.D.,  Brooklyn,  died  on 
January  7.  He  was  graduated  from  the  Medical 
College  of  Ohio  in  1890  and  was  consulting  physician 
at  the  Lutheran  Hospital  of  Manhattan.  He  was  a 
member  of  the  New  York  State  and  Kings  County 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 

Alfred  Wolff,  M.D.,  sixty-four,  died  February  22  in 
Brooklyn.  He  was  graduated  from  Heidelberg 
University  in  1910  and  was  clinical  assistant  obste- 
trician and  gynecologist  at  the  Israel  Zion  Hospital 
Dispensary.  Dr.  Wolff  was  a member  of  the  New 
York  State  and  Kings  County  Medical  Societies  and 
the  American  Medical  Association. 
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A.M.A.  Convenes  June  6 


THE  ninety-eighth  annual  session  of  the  American 
Medical  Association  will  be  held  from  June  6 
through  10  in  Atlantic  City,  New  Jersey.  The 
House  of  Delegates  will  convene  at  10:00  a.m.  • 
Monday.  June  6. 

The  Scientific  Assembly  of  the  Association  will 
open  with  the  General  Scientific  Meetings  on 
Monday,  June  6,  starting  at  2:00  p.m.  and  continu- 
ing through  the  morning  and  afternoon  of  June  7. 
The  scientific  sections  will  meet  Wednesday, 
Thursday,  and  Friday,  June  8,  9,  and  10.  The 
Inauguration  Meeting  at  which  the  president  will 
be  installed  will  be  held  on  Tuesday,  June  7. 

The  Registration  Bureau  will  be  open  from  8:30 
a.m.  to  5:30  p.m.,  June  6 to  9,  and  from  8:30  to  12 
noon  on  June  10.  The  Bureau  will  be  located  in 
Convention  Hall. 

Especially  significant  at  this  session  will  be  the 
television  programs  devoted  to  newer  discoveries  in 
the  use  of  the  roentgen  ray  and  to  surgical  pro- 
cedures. 

Among  those  taking  part  in  the  Scientific  As- 
sembly are  the  following  New  York  physicians: 
General  Scientific  Meetings — Dr.  Howard  A. 
Rusk,  “Dynamic  Approach  to  Chronic  Disease.” 
Section  on  Internal  Medicine — Dr.  Charles  A. 
Ragan,  “The  General  Management  of  Rheumatoid 
Arthritis”;  Dr.  Richard  A.  Freyberg,  “The  Present 
Status  of  Gold  Therapy  in  Rheumatoid  Arthritis.” 
Section  on  Surgery,  General  and  Abdominal — Dr. 
William  F.  MacFee,  “Painless  Jaundice,”  Chair- 
man’s Address. 

Section  on  Obstetrics  and  Gynecology — Dr. 
Joseph  J.  Bunim,  “Rheumatic  Heart  Disease  in 
Pregnancy.” 

Section  on  Ophthalmology — Dr.  Daniel  B.  Kirby, 
"The  Use  of  Curare  in  Intraocular  Surgery:  The 
Value  of  Curare  for  General  Akinesia  in  Intraocular 
Surgery.” 

Section  on  Laryngology,  Otology,  and  Rhi- 
nology — Dr.  Daniel  S.  Cunning,  “Diagnosis  and 
Treatment  of  Laryngeal  Tumors.” 

Section  on  Pediatrics — Dr.  John  P.  Caffey,  “Con- 
genital Obstruction  of  the  Alimentary  Tract”; 
Dr.  Charles  Hendee  Smith,  “Evils  of  Thumb 
Sucking.” 

Section  on  Experimental  Medicine  and  Thera- 
peutics— Dr.  Walsh  McDermott,  “The  Relation  of 
Streptomycin  Dosage  to  Toxicity  and  to  Emergence 
of  Resistant  Organisms”;  Dr.  Randolph  West, 
“The  Treatment  of  Addisonian  Pernicious  Anemia 
with  Vitamin  B]2”;  Dr.  Harry  Gold,  “Some  Ob- 
servations on  Digitoxin  and  Other  Glycosides  of 
the  Digitalis  Series.” 

Section  on  Pathology  and  Physiology — Drs. 
Henry  Horn  and  Leonard  E.  Field,  “The  Pathology 
and  Physiology  of  Acute  Coronary  Insufficiency” ; 
Dr.  Franklin  M.  Hanger,  “Diagnostic  Problems  in 
Jaundice.” 

Section  on  Nervous  and  Mental  Diseases — Drs. 
Lawrence  I.  Kaplan  and  Foster  Kennedy,  “The 
Effect  of  Head  Posture  on  C.S.F.  Manometries  in 
Cervical  Lesions:  A New  Diagnostic  Test”;  Dr. 
Paul  H.  Hoch,  “Theoretical  Aspects  of  Prefrontal 
Lobotomy  and  Similar  Operations”;  Dr.  Irving 
J.  Sands,  “Practical  Considerations  in  the  Treat- 
ment of  Mentally  Til.” 


Section  on  Dermatology  and  Syphilology — Dr. 
Anthony  C.  Cipollaro,  “Dermatology  and  Syphil- 
ology in  a Modern  Medical  Program,”  Chairman’s 
Address;  Dr.  L.  P.  Barker,  “Rickettsialpox”; 
Dr.  G.  M.  Lewis,  “Antihistamine  Therapy  in  Der- 
matology”; Dr.  E.  F.  Traub,  “The  Benign  Pig- 
mented Epithelial  Nevus.” 

Section  on  Preventive  and  Industrial  Medicine 
and  Public  Health — Dr.  George  A.  Wright,  “Dis- 
ability Evaluation  in  Occupational  Pulmonary 
Disease”;  Dr.  George  M.  Wheatley,  “Why  School 
Health  Service?”;  Dr.  Herman  E.  Hilleboe,  “The 
Exact  Diagnosis  of  Pulmonary  Tuberculosis.” 

Section  on  Urology — Dr.  J.  Sydney  Ritter, 
“Vesical  Neoplasms  of  the  Female  Bladder:  A 

Suggested  Surgical  Technic”;  Dr.  Herbert  R. 
Kenyon,  “The  Technic  for  Immediate  Diagnosis  and 
Management  of  Vesical  or  Urethral  Perforations  in 
the  Course  of  Transurethral  Procedures.” 

Section  on  Orthopedic  Surgery — Drs.  Paul  Strass- 
burger,  C.  Zent  Garber,  and  Halford  Hallock,  “Fi- 
brous Dysplasia  of  Bone”;  Dr.  David  M.  Bosworth, 
Chairman’s  Address;  Dr.  Frederick  M.  Smith, 
“Injuries  of  the  Medical  Epicondyle  of  the  Hum- 
erus”; Drs.  Alan  DeF.  Smith  and  Horace  I.  Yu, 
“Streptomycin  Combined  with  Surgery  in  the  Treat- 
ment of  Bone  and  Joint  Tuberculosis.” 

Section  on  Gastroenterology  and  Proctology — 
Dr.  Edwin  Boros,  “The  Role  of  the  Esophagus  in 
Local  and  Systemic  Disease” ; Drs.  William  J.  Grace, 
Stewart  G.  Wolf,  Jr.,  and  Harold  Wolff,  “Changes 
in  Colon  Accompanying  Varying  Emotional  States.” 
Section  on  Radiology — Dr.  H.  Marks,  “Eradica- 
tion and/or  Palliation  of  Advanced  and  Radiore- 
sistant Tumors  by  Multicentric  Irradiation”;  Dr. 
Anna  Goldfeder,  “Relative  Radiosensitivities  of 
Analogous  Mammary  Tumors.” 

Section  on  Anesthesiology — Dr.  David  J.  Grau- 
bard,  “The  Use  of  Intravenous  Procaine  in  the 
Management  of  Arthritis”;  Dr.  Clarence  L.  He- 
bert, “Complications  of  Spinal  Anesthesia:  An 

Evaluation  of  Complications  Encountered  in  7,000 
Patients.” 

Section  on  General  Practice — Drs.  Chester  H. 
Adams  and  Russell  L.  Cecil,  “Results  of  Gold 
Therapy  in  Early  Cases  of  Rheumatoid  Arthritis”; 
Drs.  Arthur  M.  Master  and  Simon  Dack,  “Diag- 
nosis and  Treatment  of  Acute  Coronary  Diseases.” 
Section  on  Diseases  of  the  Chest — Dr.  H.  McLeod 
Riggins,  “Streptomycin  and  Dihydrostreptomycin 
in  the  Treatment  of  Tuberculosis”;  Dr.  Edgar 
Mayer,  “Pulmonary  Emphysema.” 

Session  on  Physical  Medicine  and  Rehabilita- 
tion— Drs.  Howard  A.  Rusk  and  Samuel  S.  Sverd- 
lik,  “The  Rehabilitation  of  Quadriplegics”;  Dr. 
George  G.  Deaver,  “What  Every  Physician  Should 
Know  About  the  Teaching  of  Crutch  Walking”; 
Dr.  Hans  Kraus,  “What  Every  Physician  Should 
Know  About  the  Physical  Treatment  of  Back- 
ache”; Dr.  Robert  C.  Darling,  “What  Every  Physi- 
cian Should  Know  About  Physical  Fitness”;  Dr. 
Donald  A.  Covalt,  “What  Every  Physician  Should 
Know  About  Physical  Medicine  and  Rehabilitation 
for  Industrial  Injuries.” 

Session  on  Allergy — Dr.  Bret  Ratner,  “Asthma 
in  Children:  Salient  Diagnostic  Problems.” 


1212 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


Research  Awards  by  American  Heart  Association 


RESEARCH  awards  totaling  .1250,000  have  been 
allocated  by  the  American  Heart  Association  to 
26  investigators  and  six  medical  schools  and  hos- 
pitals for  studies  in  heart  and  circulatory  disease, 
it  was  announced  recently  by  Mr..  A.  W.  Robertson, 
chairman  of  the  board.  The  awards  included  two 
to  established  investigators  engaged  in  independent 
research,  24  research  fellowships  to  younger  scien- 
tists, six  grants-in-aid  to  institutions,  and  provision 
of  additional  funds  for  basic  research  and  coopera- 
tive research  studies. 

The  six  grants-in-aid,  totaling  $46,210,  include 
a grant  to  Syracuse  University  College  of  Medicine 
for  study  on  the  nervous  and  hormonal  control  of 
intrarenal  blood  flow,  under  the  supervision  of  Dr. 
O.  W.  Sartorius. 


Among  those  receiving  the  25  research  fellowships, 
totaling  $103,800,  in  New  York  State  were  the  fol- 
lowing: 

George  R.  Denton,  Albany  Medical  College,  sur- 
gery. 

L.  C.  Mark,  New  York  University  Research  Serv- 
ice, Goldwater  Memorial  Hospital,  cardiac  ar- 
rhythmias. 

A.  Mascatello,  Long  Island  College  of  Medicine, 
pharmacology. 

L.  S.  Sommer,  College  of  Physicians  and  Surgeons, 
Columbia  University,  physiology. 

A.  P.  Fishman,  Mount  Sinai  Hospital,  physiology. 

A.  G.  White,  Montefiore  Hospital,  congestive 
heart  failure. 


Brooklyn  Opens  First  Nutrition  Clinic 


TDROOKLYN  recently  acquired  its  first  nutrition 
-O  clinic  to  curb  nutritional  abnormalities  in 
children. 

Dr.  Harry  S.  Mustard,  Health  Commissioner,  and 
the  clinic’s  founder,  Dr.  Norman  Jolliffe,  director 
of  the  Health  Department’s  Bureau  of  Nutrition, 
joined  civic  and  school  representatives  in  dedicating 
the  clinic  in  the  Red  Hook  Gowanus  District  Health 
Center  at  250  Baltic  Street.  Describing  the  center 
as  a great  step  forward  in  the  preventive  medicine 
program  conducted  by  the  Health  Department, 
Dr.  Mustard  announced  that  four  more  nutrition 
clinics  would  open  in  the  coming  year. 

Although  designed  primarily  to  serve  children  of 
low-income  groups  in  the  Red  Hook  and  Gowanus 
areas  of  Brooklyn,  Dr.  Joliffe  emphasized  that  the 
clinic  would  not  be  confined  to  them.  Individuals 
may  be  referred  to  the  clinic  through  school  health 
service,  welfare  agencies,  private  physicians,  and 
other  clinics,  Dr.  Jolliffe  said.  While  low-income 
patients  will  receive  treatment  at  the  clinic,  others 


will  have  reports  sent  back  to  their  own  physicians 
or  other  authorities. 

Clinic  treatment  will  include  a thorough  medical 
examination,  a chest  x-ray,  and  special  diet  and 
laboratory  tests.  Low-income  bracket  patients  will 
receive  follow-up  treatment  at  the  clinic. 

The  clinic’s  services  will  be  directed  toward  the 
school  child  and  expectant  mothers  in  the  prenatal 
group,  Dr.  Jolliffe  added.  Prenatal  care,  he  said, 
“goes  hand  in  hand  with  nutrition.” 

Dr.  Joliffe  said  that  patients  would  be  seen  by  ap- 
pointment at  the  clinic,  open  on  Mondays  and 
Thursdays  from  1 to  4 p.m.  Dr.  Robert  W.  Hillman 
is  in  charge. 

Dr.  Jesse  B.  Aronson,  district  health  officer  of  the 
Red  Hook  Gowanus  Health  District,  who  presided, 
said  visits  to  the  child  health  station  totaled  16,000 
last  year.  Cardiac  cases  doubled  last  year  to  nearly 
3,000,  while  10,500  persons  made  tuberculosis  visits. 

The  next  nutrition  clinic  will  be  opened  at  Amster- 
dam Houses  on  May  16,  Dr.  Jolliffe  announced. 


MEDICALLY 

New  York  State  Nurse  Practice  Act — It  is  now 

mandatory  in  New  York  State  that  all  who  nurse  for 
hire  must  be  licensed  either  as  a registered  profes- 
sional nurse  or  a licensed  practical  nurse.  If  any 
nurse  anticipates  working  in  New  York  State,  she 
should  make  application  for  licensure  before  coming 
to  the  State.  Communications  should  be  addressed 
to  Miss  Clara  Quereau,  Secretary,  Board  of  Ex- 
aminers of  Nurses,  Room  413,  23  South  Pearl  Street, 
Albany. 

Queens  Physicians  Division  of  United  Jewish 
Appeal — More  than  $75,000  was  collected  at  the 
annual  dinner  of  the  Queens  Physicians  Division  of 
the  United  Jewish  Appeal  on  April  21  at  the  Queens 
County  Medical  Society  Building.  In  announcing 
the  total  at  the  end  of  the  dinner,  Dr.  Elias  Rubin, 
chairman  of  the  Division,  declared  that  other  mem- 
bers of  the  profession  throughout  the  borough  would 
be  given  further  opportunity  to  contribute  during 
the  course  of  the  campaign. 

One  hundred  and  fifty  Queens  physicians  listened 
with  interest  to  the  stories  of  heroism  in  war  and 
peace  told  by  Lt.  Azaria  Rapoport,  Israeli  soldier 
and  war  correspondent,  who  participated  in  key 
battles  with  the  Arabs, 


SPEAKING— 

The  vice-chairmen  who  assisted  Dr.  Rubin  in 
planning  and  carrying  out  the  1949  drive  to  date 
are  Drs.  Albert  J.  Aptaker,  Julius  Bleankfein,  Daniel 
I.  Chillag,  Moses  Cohen,  Samuel  Dillon,  Albert  H. 
Douglas,  Harry  H.  Epstein,  Arthur  Feder,  Henry  I. 
Fineberg,  Arthur  A.  Fischl,  Harold  Fruchter,  Ben- 
jamin F.  Glasser,  Sidney  Hirsch,  Daniel  R.  Kauf- 
man, Harry  L.  Kava,  Samuel  Klein,  Allen  Putter- 
man,  David  M.  Raskind,  Joseph  Rosenthal,  Louis  I. 
Siegel,  Eugene  S.  Spencer,  Mandel  Weinstein,  David 
Warshaw,  and  Robert  R.  Yanover. 

Compulsory  Health  Insurance  Opposed  by 
Catholics — The  Truman  Administration’s  national 
health  insurance  program  would  make  health  care 
“practically  a Government  monopoly,”  three 
prominent  Roman  Catholic  welfare  groups  asserted 
last  month  in  advancing  an  alternative  plan. 

Patterned  closely  along  lines  proposed  by  the 
American  Medical  Association,  this  plan  would  com- 
mit the  Federal  government  to  spending  about  $2,- 
150,000,000  a year  in  an  effort  to  expand  health  care 
through  broader  enrollment  in  existing  voluntary  in- 
surance systems. 

The  Catholic  program  was  put  forth  by  the  bureau 
of  health  and  hospitals  of  the  National  Catholic 
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Welfare  Conference,  the  National  Conference  of 
Catholic  Charities,  and  the  Catholic  Hospital 
Association. 

A.M.A.  Bureau  Director  Serves  in  Germany — Dr. 

W.  W.  Bauer,  Chicago,  director  of  the  American 
Medical  Association  Bureau  of  Health  Education, 
sailed  for  Germany  March  22  to  consult  with  U.S. 
Military  Government  officials  and  with  the  German 
medical  profession  about  the  rehabilitation  of  postwar 
German  medicine,  especially  with  relation  to  public 
health  and  health  education. 

Dr.  Bauer’s  services  have  been  loaned  by  the 
American  Medical  .Association  to  the  U.S.  Depart- 
ment of  the  Army.  He  is  scheduled  to  serve  in 
Germany  three  months,  returning  by  way  of  London, 
where  he  will  spend  a few  days  observing  British 
health  and  medical  systems. 

Speakers’  “Briefing  Sessions” — In  order  to  pro- 
vide assistance  to  doctors  who  are  making  public 
appearances  in  opposition  to  compulsory  health  in- 
surance, the  Committee  on  Public  Relations  of  the 
New  York  State  Medical  Society  scheduled  two 
“briefing  sessions,”  one  on  April  10  in  New  York 
City,  and  the  other  on  May  14  in  Rochester.  The 
meeting  in  New  York,  in  the  Hotel  Commodore,  was 
limited  to  representatives  of  county  societies  in  the 
First,  Second,  Third,  and  Fourth  District  Branches. 
The  meeting  in  Rochester,  in  the  Hotel  Seneca,  was 
for  the  remaining  counties,  attendance  by  invitation 
according  to  quotas  based  on  population. 

Professor  Richard  C.  Reager,  of  Rutgers  Uni- 
versity Department  of  Speech,  conducted  both 
sessions,  placing  emphasis  on  both  the  content  of 
speeches  and  the  manner  of  delivery. 

Due  to  the  interest  expressed  by  the  State  organ- 
izations of  dentists  and  retail  druggists  in  aiding  the 
medical  profession  in  its  fight  against  government 
medicine,  representatives  of  these  organizations  were 
also  invited  to  attend. 

Change  in  Regulations  of  the  American  Board  of 
Orthopaedic  Surgery,  Inc. — A change  in  the  regula- 
tions of  the  American  Board  of  Orthopaedic  Surgery, 
Inc.,  reads  as  follows: 

(2)  Examination,  Part  I. 

(a)  Eligibility  for  Examination,  Part  I:  Beginning 
in  the  year  1952  the  minimum  requirements  for 
eligibility  for  examination,  Part  I,  shall  consist  of 
completion  of  an  internship;  a year  of  resident 
training  in  general  surgery,  and  two  years  of  resi- 
dent training  in  orthopaedic  surgery  on  an  ap- 
proved service. 

Applicants  filing  in  1951  for  examination,  Part 
I,  to  be  given  in  1952  are  subject  to  these  mini- 
mum requirements. 

Public  Relations  Committees  List  Grows — The 

determination  of  the  medical  profession  to  organize 
its  resources  to  combat  compulsory  health  insurance 
is  reflected  in  the  number  of  county  society  public 
relations  committees  whose  appointments  have 
been  reported  to  the  State  Society’s  executive 
offices.  There  are  now  29  such  committees  in  the 
following  counties:  Albany,  Broome,  Cayuga, 

Chenango,  Clinton,  Columbia,  Cortland,  Delaware, 
Dutchess,  Jefferson,  Madison,  Monroe,  Mont- 
gomery, New  York,  Niagara,  Oneida,  Onondaga, 
Ontario,  Orange,  Putnam,  Rensselaer,  Rockland, 
Saratoga,  Seneca,  Steuben,  Suffolk,  Tompkins, 
Ulster,  and  Warren. 

In  addition,  there  are  seven  county  societies  with 
executive  personnel  who  function  as  public  relations 
representatives.  The  names  of  public  relations  com- 


mittee members  in  any  county  not  on  the  above  list 
should  be  reported  to  the  State  Society. 

Federal  Emergency  Maternity  and  Infant  Care 
Program — Physicians  caring  for,  or  who  have  pre- 
viously cared  for,  patients  under  the  Federal  Emer- 
gency Maternity  and  Infant  Care  Program,  are  re- 
minded that  the  program  is  to  terminate  completely 
on  June  20,  1949. 

Under  the  regulations  of  the  United  States  Chil- 
dren’s Bureau,  the  New  York  State  Department  of 
Health  has  not  been  able  to  issue  authorizations  for 
maternity  care  since  June  30,  1948.  Health  super- 
vision to  eligible  infants  was  still  provided  under 
this  program  through  April  19,  1949,  and  sick  care 
may  be  provided  if  authorized  on  or  before  that  date. 
All  requests  for  authorization  for  care  for  eligible 
infants  must  be  received  by  the  State  Department  of 
Health  by  May  19,  1949,  as  no  authorizations  may 
be  issued  after  that  date. 

The  State  Department  of  Health  will  be  able  to  act 
upon  requests  for  payment  for  services  previously 
rendered  for  maternity  or  infant  care  until  June  20, 
1949.  After  this  date  the  Federal  funds  available 
for  such  payments  will  be  recalled,  and  no  further 
payments  can  be  made. 

Health  and  Welfare  Division  of  Metropolitan  Life 
Marks  Anniversary — The  year  1949  marks  the 
fortieth  anniversary  of  the  Health  and  Welfare 
Division  of  the  Metropolitan  Life  Insurance  Com- 
pany. An  anniversary  report,  !fi  Years  of  Health 
Campaigning,  presents  briefly  some  aspects  of  the 
Metropolitan’s  contribution  to  the  outstanding  re- 
sults of  forty  years  of  cooperative  public  health 
effort  by  voluntary  and  official  health  and  welfare 
agencies — for  example,  nearly  a billion  and  a half 
health  and  safety  pamphlets  distributed,  more  than 
a hundred  million  nursing  visits  made  to  eligible 
policyholders,  and  Metropolitan’s  motion  pictures 
shown  to  an  audience  of  more  than  147,000,000. 

New  York  County’s  “Minute  Men” — Great 
progress  in  meeting  demands  for  speakers  against 
compulsory  health  insurance  is  being  made  by  a 
group  of  New  York  County  physicians  who  have 
banded  together  under  the  name  of  the  “Minute 
Men.”  This  group,  consisting  of  volunteers  from 
the  county  society,  meets  once  a week  to  compare 
notes  and  polish  up  materials.  Enthusiasm  is 
running  high,  and  the  results  are  becoming  appar- 
eht. 

Dr.  Baumgartner  Appointed  to  Federal  Post — Dr. 

Leona  Baumgartner,  assistant  commissioner  of 
health  for  New  York  City,  has  been  named  to  suc- 
ceed Dr.  Martha  Eliot,  deputy  chief  of  the  Federal 
Children’s  Bureau.  The  latter  resigned  after  service 
of  twenty-five  years  and  will  become  assistant 
director-general  of  the  World  Health  Organization 
with  headquarters  in  Geneva.  Dr.  Baumgartner 
will  assume  her  new  duties  on  June  1. 

Television  Schedules  Series  on  Research  in  Dis- 
eases of  Childhood — Recent  medical  research  aimed 
at  the  prevention  and  cure  of  childhood  diseases  will 
be  the  subject  of  a series  of  programs  scheduled  for 
Station  WNBT  and  featuring  Dr.  L.  Emmett  Holt, 
Jr.,  professor  of  pediatrics,  New  York  University 
College  of  Medicine,  and  director  of  the  Children’s 
Medical  Service,  Bellevue  Hospital. 

Accompanied  by  a group  of  staff  doctors  from  the 
Department  of  Pediatrics  of  the  College,  Dr.  Holt 
will  appear  on  “Meet  the  Experts,”  with  Eloise 
McElhone  as  master  of  ceremonies,  from  3:15  to 
3:45  p.m.  on  May  24  and  June  7. 


1214 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


Establishment  of  National  Institute  of  Mental 
Health  Announced — Establishment  of  a National  In- 
stitute of  Mental  Health  to  intensify  efforts  toward  the 
prevention,  control,  and  treatment  of  mental  illness 
was  announced  by  Surgeon  General  Leonard  A. 
Scheele  of  the  Public  Health  Service,  Federal 
Security  Agency. 

The  new  institute,  which  was  authorized  by  the 
79th  Congress,  has  been  created  in  the  National  In- 
stitutes of  Health,  research  branch  of  the  Service. 
It  will  continue  the  program  formerly  carried  out  by 
the  Division  of  Mental  Hygiene  in  the  administra- 
tion of  the  Mental  Health  Act  of  1946.  This  pro- 
gram is  specifically  directed  toward  gaining  more 
knowledge  of  the  cause,  prevention,  and  control  of 
mental  illness,  training  of  personnel,  and  developing 
community  mental  health  facilities. 

Dr.  Robert  H.  Felix,  chief  of  the  division  of  Mental 
Hygiene  since  1944,  has  been  appointed  director  of 
the  National  Institute  of  Mental  Health,  and  the 
Division  of  Mental  Hygiene  has  been  abolished. 

Blue  Shield  Growth  Compares  Favorably  with 
Blue  Cross  in  1948 — Net  growth  in  1948  for  46  Blue 
Shield  Plans,  which  were  coordinated  with  55  Blue 
Cross  Plans,  reached  a total  of  2,699,909  members, 
as  compared  with  a net  growth  of  2,501,134  members 
for  the  coordinated  Blue  Cross  Plans.  Blue  Shield 
Growth,  for  the  Plans  indicated  above,  was  107.95 
per  cent  of  the  total  credited  to  Blue  Cross. 

Total  net  growth  in  1948  for  all  nonprofit  medical 
care  plans  reporting  to  Associated  Medical  Care  Plans 
totaled  3,130,038,  including  enrollment  figures  from 
71  Plans,  which  was  84.9  per  cent  of  the  net  growth 
for  90  Blue  Cross  Plans,  totaling  3,686,879  for  the 
same  period. 

Membership  in  the  46  Blue  Shield  Plans  stood  at 
8,606,117  at  the  end  of  1948,  which  was  35.44  per 
cent  of  the  24,281,579  members  enrolled  by  the  55 
Blue  Cross  Plans  with  which  they  were  coordinated. 

Total  membership  for  the  71  Plans  reporting  to 
Blue  Shield  was  10,367,464  at  the  end  of  1948,  which 
was  31.42  per  cent  of  the  32,997,161  enrolled  by  90 
Blue  Cross  Plans. 

Conclusions  drawn  from  the  enrollment  studies 
recently  completed  indicate  a somewhat  faster  rate 
of  growth  for  Blue  Shield  Plans  which  are  coor- 
dinated with  Blue  Cross  than  for  those  which  are 
not  coordinated. 

New  Public  Relations  Bureau  Pamphlets  Ready — > 

Several  new  printed  pamphlets,  produced  by  the 
Public  Relations  Bureau  of  the  State  Medicaj 
Society,  are  now  available  for  distribution  in  quan- 
tity to  county  societies  and  individual  doctors. 

They  are  as  follows:  A Bitter  Pill — a brief,  simple 
pamphlet  stating  the  dangers  of  government  medi- 
cine and  the  value  of  voluntary  medical  care  in- 
surance. Produced  for  distribution  to  the  public 
through  doctors’  offices  and  at  public  gatherings; 
What  People  Are  Writing  to  Their  Congressmen — a 
compilation  of  excerpts  from  letters  protesting  the 
compulsory  health  insurance  principle.  These  ex- 
cerpts are  offered  as  guides  to  persons  who  find  it 
difficult  to  express  their  sentiments.  They  should 
not  be  broadcast  indiscriminately,  but  used  where 
and  when  needed;  two  reprints  from  the  New  York 
Daily  News:  Uncle  Sam,  M.D. — Not  Free,  Not 
Cheap,  and  Dr.  John  Bull.  These  editorial  com- 
ments speak  for  themselves. 

Also  ready  for  distribution  are  quick  reference 
sheets  that  will  enable  any  resident  of  New  York 
State  to  determine  the  name  and  address  of  his 
representatives  in  Congress. 


Make  known  your  wants  by  addressing  the 
Public  Relations  Bureau,  Medical  Society  of  the 
State  of  New  York,  292  Madison  Ave.,  New  York  17. 

Course  in  Diseases  of  the  Cardiovascular  System 
Offered — The  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals,  in  conjunction  with  the 
New  York  State  Department  of  Health  and  the 
New  York  City  Department  of  Health,  will  present  a 
short  course  in  “Diseases  of  the  Cardiovascular 
System”  for  general  practitioners  during  the  week  of 
May  23,  1949.  The  course  has  been  designed  to 
assist  the  family  physician  in  meeting  the  challenge 
presented  to  him  by  the  increasing  prevalence  of 
cardiovascular  diseases  among  his  patients. 

Applications  will  be  acceptable  from  physicians 
licensed  by  and  living  in  the  State  of  New  York. 
Since  it  is  not  feasible  to  give  bedside  instruction  to 
large  numbers,  enrollment  will  be  limited,  and  appli- 
cations will  be  acted  upon  in  the  order  of  receipt.  No 
special  application  form  is  necessary.  Physicians 
interested  in  taking  the  course  should  so  advise  the 
Admissions  Committee,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  1 East  105th 
Street,  New  York  29,  enclosing  a check  for  $3.00  pay- 
able to  the  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals.  This  fee  will  be  re- 
turned to  applicants  who  cannot  be  accepted. 

The  New  York  State  Department  of  Health  will 
provide  fellowships  of  $50  to  cover  the  tuition  fee  for 
each  accepted  student.  In  addition,  the  State  De- 
partment of  Health  will  allow  a stipend  of  $10  per 
day  to  cover  travel  or  living  expenses  to  those  stu- 
dents living  25  miles  or  more  from  the  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospitals. 
The  only  charge  to  the  student  is  the  registration  fee. 

Recent  Legislation — Governor  Dewey  signed 
three  bills  on  April  18  designed  to  aid  children 
afflicted  with  cerebral  palsy.  The  first  of  the  bills 
provides  for  the  reporting  of  cases  of  cerebral  palsy. 
The  second  is  devoted  to  the  planning  and  financing 
of  experimental  programs  in  developing  centers  for 
the  teaching  of  children  afflicted  with  this  condition 
and  providing  physical  training  for  the  rehabilitation 
of  such  children.  The  third  bill  is  aimed  toward  a 
rational  administration  of  medical  service  and 
education  for  physically  handicapped  children. 
“Hereafter  the  health  and  medical  services  will  be 
administered  by  the  Health  Department  and  the 
educational  services  will  be  handled  by  the  State 
Education  Department.  Presently  there  is  an 
illogical  overlap,”  the  Governor  stated  in  a memo- 
randum. 

On  April  24,  coincident  with  the  beginning  of 
Mental  Health  Week  in  New  York  State,  Mr. 
Dewey  signed  a bill  creating  a commission  to 
formulate  a long-range  master  plan  to  meet  the 
mental  health  needs  of  the  State.  The  new  law 
creates  in  the  Mental  Hygiene  Department  a 
Mental  Health  Commission,  headed  by  the  State 
Commissioner  of  Health  and  including  the  Com- 
missioners of  Social  Welfare,  Health,  Correction, 
and  Education. 

Bampton  Lectures  in  America — The  second  series 
of  Bampton  Lectures  in  America  are  being  given  by 
Dr.  Paul  Ramsey  Hawley,  chief  executive  officer, 
Blue  Cross  Commission  and  Associated  Medical 
Care  Plans.  Dr.  Hawley’s  topic  is  “New  Discoveries 
and  Their  Effect  Upon  the  Public  Health.”  The 
lectures  are  presented  at  the  McMillin  Academic 
Theater,  116th  Street  and  Broadway,  at  8:30  p.m. 
The  dates  of  the  last  three  lectures  are  May  16,  17, 
and  18. 
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MEETINGS 

Past 


Saranac  Lake  Medical  Society 

Dr.  J.  Burns  Amberson,  chief  of  the  Chest  Service, 
Bellevue  Hospital,  spoke  on  the  “Potentialities  and 
Treatment  of  Minimal  Pulmonary  Tuberculous 
Lesions”  at  a meeting  of  the  Saranac  Lake  Medical 
Society  on  April  13. 

American  Foundation  for  High  Blood  Pressure 

The  Medical  Advisory  Council  of  the  recently 
formed  American  Foundation  for  High  Blood  Pres- 
sure held  its  annual  meeting  at  the  Hotel  Cleve- 
land, on  April  15  and  16.  Dr.  Irving  H.  Page, 
Cleveland,  is  chairman  of  the  Advisory  Council 
which  was  formed  in  Cleveland  in  1947. 

The  following,  among  others,  reported  on  their 
work:  Dr.  Raymond  Gregory,  University  of  Texas 
Medical  Branch,  Galveston,  Texas;  Dr.  Eugene  B. 
Ferris,  Jr.,  University  of  Cincinnati,  College  of 
Medicine,  Cincinnati;  Dr.  Robert  Wilkins,  Robert 
Dawson  Evans  Memorial  Hospital,  Boston;  Dr. 
William  Goldring,  New  York  University  College 
of  Medicine,  New  York  City,  and  Dr.  Henry  Schroe- 
der,  Washington  University  School  of  Medicine,  St. 
Louis. 

Contin  Society  Honorary  Scholastic  Organization 
of  New  York  Medical  College 

The  twenty-fifth  anniversary  of  the  Contin  So- 
ciety Honorary  Scholastic  Organization  of  the  New 
York  Medical  College  was  held  on  April  18.  At 
this  meeting,  honorary  membership  was  conferred 
upon  Dr.  George  T.  Pack,  who  delivered  the  annual 
lecture,  “Influence  of  Disease  on  History  and  the 
Course  of  Empires.” 

Other  speakers  of  the  evening  were:  Dr.  J.  A.  W. 
Hetrick,  president  and  dean,  New  York  Medical 
College;  Dr.  I.  S.  Kleiner,  professor  of  biochemistry 
and  physiology,  and  Dr.  L.  P.  Wershub,  associate, 
department  of  urology. 

In  addition  to  the  undergraduates  who  received 
the  Honorary  Scholastic  Scroll  for  maintaining 
scholastic  standing  in  the  upper  five  per  cent  of  the 
junior  year,  many  graduates  were  present  represent- 
ing a membership  over  a period  of  twenty-five 
years. 

New  York  City  Public  Health  Association 

Dr.  Harry  S.  Mustard,  New  York  City  Health 
Commissioner,  presided  at  a meeting  of  the  New 
York  City  Public  Health  Association  on  April  19. 
Dr.  Leonard  A.  Scheele,  Surgeon  General  of  the 
U.S.  Public  Health  Service,  discussed  “Current 
Trends  in  Public  Health  Organization  in  the  United 
States.”  Dr.  Iago  Galdston,  executive  secretary  of 


the  medical  information  committee  of  the  New  York 
Academy  of  Medicine  and  president  of  the  Associa- 
tion, also  spoke. 

New  York  Council  of  Mental  Health  Organization 

A forum  sponsored  by  the  New  York  Council 
of  Mental  Health  Organization  was  held  on  April 
22  at  Washington  Irving  High  School.  The  main 
topic  was  psychologic  problems  of  the  emotionally 
disturbed,  retarded,  or  maladjusted.  Dr.  Joseph 
S.  A.  Miller,  medical  director  of  Hillside  Hospital, 
discussed  the  effects  on  the  family,  and  Mr.  Edward 
Moses,  psychologist  with  the  Bureau  of  Child  Hy- 
giene, spoke  on  such  problems  in  the  public  school. 

New  York  Council  of  Surgeons 

Dr.  Charles  Kastenbaum,  visiting  physician,  St. 
Joseph’s  Hospital  for  Diseases  of  the  Chest,  spoke 
on  “The  Therapeutic  Indication  for  Streptomycin 
in  Pulmonary  Tuberculosis”  at  a meeting  of  the 
New  York  Council  of  Surgeons  on  April  26. 

Association  for  the  Advancement  of  Psycho- 
therapy . 

A regular  monthly  meeting  of  the  Association  for 
the  Advancement  of  Psychotherapy  was  held  at 
the  New  York  Academy  of  Medicine  on  April  29. 
The  guest  speaker  was  Dr.  Frederic  Wertham,  who 
spoke  on  “Psychopathology  of  Violence.” 

New  York  Allergy  Society 

A series  of  case  presentations  was  the  program 
of  a meeting  of  the  New  York  Allergy  Society  on 
May  4.  The  case  presentations  and  discussers 
were  as  follows: 

Drs.  Louis  J.  Schloss  and  Robert  Chobot,  Uni- 
versity Hospital,  New  York  University-Bellevue 
Medical  Center,  “Report  of  Death  in  Four  and  One 
Half  Year  Asthmatic  Child.” 

Dr.  William  B.  Sherman,  Presbyterian  Hospital, 
“A  Case  of  Coexistent  Insulin  Allergy  and  Insulin 
Resistance.” 

Dr.  Francis  C.  Lowell,  Boston,  “Clinical  and 
Experimental  Studies  of  Insulin  Allergy  and  Re- 
sistance.” 

Dr.  Maury  D.  Sanger,  Brooklyn  Regional  Office, 
Veterans  Administration,  “An  Unusual  Case  of 
Severe  Eczema  Solare.” 

Dr.  David  Merksamer,  Jewish  Hospital,  Brook- 
lyn, “Atmospheric  Mold  Survey  of  the  New  York 
Metropolitan  Area  for  1948.” 

Dr.  Frederic  P.  McIntyre,  Flower  and  Fifth 
Avenue  Hospitals,  “An  Unusual  Case  of  Periarter- 
itis Nodosa  with  Recovery.” 


Future 


Cancer  Teaching  Day 

A Cancer  Teaching  Day  will  be  held  at  the 
Binghamton  City  Hospital,  Binghamton,  on  May 
25,  under  the  auspices  of  the  Broome  County  and 
New  York  State  Medical  Societies,  the  Sixth  Dis- 
trict Branch  of  the  State  Medical  Society,  the 
Binghamton  City  Department  of  Health,  and  the 
New  York  State  Department  of  Health,  Bureau  of 
Cancer  Control. 


The  afternoon  session  will  begin  at  2:30  p.m. 
and  will  include  a color  film  with  sound  on  “Cancer: 
The  Problem  of  Early  Diagnosis,”  and  lectures  by 
Henry  D.  Diamond,  M.D.,  and  Harold  A.  Solo- 
mon, D.D.S.  Dr.  Diamond,  assistant  attending 
physician,  Memorial  Hospital,  New  York  City,  will 
give  a talk  on  “The  Significance  of  Enlarged  Lymph 
Nodes,”  and  Dr.  Solomon,  principal  cancer  dental 
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surgeon,  Roswell  Park  Memorial  Institute,  will 
speak  on  “Clinical  and  Radiographic  Diagnosis  of 
Oral  Tumors.” 

Dr.  Charles  L.  Pope,  president,  Sixth  District 
Branch,  will  address  the  evening  meeting  which  will 
start  at  7 : 30  p.m.  Also  on  the  program  are  Dr. 
William  A.  Cooper,  associate  professor  of  clinical 
surgery,  Cornell  University  Medical  College,  who 
will  speak  on  “Gastric  Cancer — Newer  Diagnostic 
Methods,”  and  Dr.  Clyde  L.  Randall,  professor  of 
gynecology,  University  of  Buffalo  School  of  Medi- 
cine, who  will  give  a talk  on  “The  Significance  and 
Management  of  Abnormal  Vaginal  Bleeding.” 

At  6:30  p.m.  dinner  will  be  served  at  the  Bing- 
hamton City  Hospital.  Advance  reservations  are 
required,  and  all  those  who  wish  to  attend  are 
asked  to  send  dinner  reservations  accompanied  by  a 
check  for  $1.50  to  Dr.  Victor  W.  Bergstrom,  Labora- 
tory Department,  Binghamton  City  Hospital, 
Binghamton. 

National  Conference  of  County  Medical  Society 
Officers 

The  fifth  national  conference  of  County  Medical 
Society  Officers  (Grass  Roots  Conference)  will  be 
held  in  Atlantic  City,  Sunday,  June  5.  This  is  the 
day  prior  to  the  opening  of  the  A.M.A.  House  of 
Delegates,  and  arrangements  have  been ’made  so 
that  this  conference  will  in  no  way  conflict  with 
the  Conference  of  Presidents.  The  sessions  of  the 
Grass  Roots  Conference  will  be  held  in  the  morning 
and  the  evening,  and  the  Conference  of  Presidents 
will  meet  during  the  afternoon. 

The  morning  session  will  be  held  at  the  Rose 
Room,  Hotel  Traymore,  and  will  deal  with  specific 
county  medical  society  problems  with  three  panel 
discussions  on  the  problem  of  emerge'ncy  calls, 
indigent  medical  care  plans,  and  the  National 
Education  Campaign.  The  last  hour  of  the  morn- 


ing session  will  be  given  over  to  questions  on  the 
latter  topic.  The  evening  session  will  consist  of 
addresses  by  Mr.  Clem  Whitaker,  director,  A.M.A.’s 
National  Education  Campaign,  on  “The  A.M.A. 
National  Education  Campaign,”  and  the  Honorable 
John  L.  McClellan,  United  States  Senator  from 
Arkansas,  on  the  subject,  “A  Congressman  Views 
the  Health  Problem.”  This  portion  of  the  con- 
ference will  be  held  in  the  Trimble  Room  of  the 
Hotel  Claridge. 

Medical  Alumni  Society  of  the  University  of 
Pennsylvania 

The  Medical  Alumni  Society  of  the  University 
of  Pennsylvania  will  hold  its  annual  meeting  at  its 
Alumni  Dinner  in  the  Hotel  Claridge,  Atlantic 
City,  on  Wednesday,  June  8,  1949,  at  6: 30  p.m., 
during  the  A.M.A.  Convention. 

Tickets,  $7.00  each,  must  be  purchased  in  ad- 
vance, as  a definite  number  of  reservations  must 
be  guaranteed  to  the  hotel.  Your  reservation  ac- 
companied by  your  check,  made  out  to  the  Medical 
Alumni  Society,  should  be  sent  to  Miss  Frances 
R.  Houston,  Executive  Secretary,  Medical  Alumni 
Society,  36th  and  Pine  Streets,  Philadelphia  4, 
Pennsylvania. 

International  Academy  of  Proctology 

The  first  meeting  of  the  newly  formed  Inter- 
national Academy  of  Proctology  will  be  held  at  the 
Marlborough-Blenheim  in  Atlantic  City,  on  Friday, 
June  10, 1949.  The  scientific  portion  of  the  program 
will  consist  of  the  presentation  of  papers  and  motion 
picture  films  of  interest  to  all  physicians  as  well  as 
to  those  specializing  in  proctology. 

Further  information  and  a copy  of  the  program 
may  be  obtained  by  writing  to  Dr.  Alfred  J.  Cantor, 
International  Academy  of  Proctology,  43-55  Kissena 
Boulevard,  Flushing,  New  York. 


PERSONALITIES 


Honored 

Dr.  Oswald  Swinney  Lowsley,  director  of  the  de- 
partment of  urology,  James  Buchanan  Brady  Hos- 
pital, New  York,  the  Ecuadorean  decoration,  the 
National  Medal  of  Merit,  for  his  contribution  to  the 
development  and  progress  of  the  teaching  of  medi- 
cine in  Latin  America  . . . Dr.  John  J.  Masterson, 
president-elect,  New  York  State  Medical  Society, 
at  a dinner  on  April  28  given  by  the  Kings  County 
Medical  Society  . . . Col.  Samuel  A.  Cohen,  former 
New  York  City  physician,  received  Belgium’s 
highest  decoration,  the  Order  of  Leopold  II,  for 
services  rendered  as  port  surgeon  on  the  17th  Major 
Port  TC,  located  at  one  time  in  Ghent,  Belgium. 

Appointed 

Dr.  Renato  J.  Azzari,  president  of  the  Bronx 
County  Medical  Society,  as  chairman  of  the  Non- 
Sectarian  Committee  of  the  Bronx  Physicians 
Division  of  the  United  Jewish  Appeal  . . . Dr. 
Robert  F.  Korns  has  qualified  for  appointment 
as  principal  public  health  physician  in  the  State 
Health  Department  . . . Dr.  Robert  L.  Nelson, 
Owego,  appointed  Tioga  County  coroner  by  Gover- 
nor Dewey  . . . Dr.  Geoffrey  W.  Rake,  as  director  of 
Squibb  Institute  for  Medical  Research,  following 
the  resignation  of  Dr.  James  A.  Shannon  who  will 
shortly  take  up  his  duties  as  associate  director  in 
charge  of  research,  National  Heart  Institute  . . . 


Dr.  William  B.  Talbot,  New  York  Post-Graduate 
Medical  School  and  Hospital,  as  assistant  president 
of  the  Institute  of  Living,  Hartford,  Connecticut . . . 
Dr.  Donald  D.  Van  Slyke,  member  emeritus  of  the 
Rockefeller  Institute  for  Medical  Research,  as 
assistant  director  of  biology  and  medicine,  Brook- 
haven  National  Laboratory,  Upton,  Long  Island. 

Speakers 

Dr.  Crawford  Campbell,  Albany,  at  a meeting  of 
the  Young  People’s  Fellowship  of  St.  Peter’s  Epis- 
copal Church,  April  10,  on  the  subject,  “Medical 
Experiences  in  World  War  II”  . . . Dr.  Umbert 
Cimildoro,  Oswego,  on  compulsory  health  insurance 
at  a meeting  of  the  Congregational  and  Presbyterian 
Men’s  Clubs  on  March  16  . . . Dr.  Dean  A.  Clark, 
medical  director  of  the  Health  Insurance  Plan  of 
Greater  New  York,  and  Dr.  Irving  Leimvand,  New 
York,  participated  in  discussion  of  “Congress  and 
Medical  Care”  on  Brooklyn  College  Radio  Forum 
over  Station  WNYC  on  March  23  . . . Dr.  William 
Eckes,  in  a symposium  on  prepaid  voluntary  health 
insurance  on  April  12  at  a meeting  of  the  Physicians 
Guild  of  Kings  County  . . . Dr.  Fred  Elias,  at  a 
meeting  of  the  Woodridge  Auxiliary  of  the  Monti- 
cello  Hospital  March  15,  on  “Our  Health  Prob- 
lem” . . . Dr.  John  A.  Esposito  and  Dr.  Leo  J.  Hoge, 
at  the  Wilton  Grange  March  24  ...  At  a luncheon 
meeting  of  the  Queens  Village  Lions  Club,  Dr. 
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Arthur  Fischl,  president  of  Queens  County  Medical 
Society,  on  voluntary  nonprofit  health  insurance  . . . 
Dr.  Thomas  Hershey,  Briarcliff,  discussed  urology 
at  the  April  16  meeting  of  the  Ossining  Rotary 
Club  . . . Dr.  John  H.  Hollis,  staff  member  of  Che- 
nango Memorial  Hospital,  on  the  subject  of  socialized 
medicine  at  a meeting  of  the  Norwich  Rotary  on 
March  22  . . . Dr.  J.  Lane.  Rochester,  on  the  ques- 
tion, “The  Administration's  Plan  to  Insure  Medical 
Care”  at  a Town  Hall  meeting  on  March  10  . . . Dr. 
Frederick  MacCurdy,  commissioner,  Department  of 
Mental  Hygiene  in  New  York  State,  on  “Crime  and 
Mental  Hygiene”  at  the  Columbia  University 
Forum  for  the  Study  and  Prevention  of  Crime,  on 
May  7.  Also  speaking  was  Dr.  David  Abrahamsen, 
Columbia  University,  on  “Family  Tension,  Basic 
Cause  of  Criminal  Behavior”  . . . Dr.  H.  Houston 
Merritt,  chief  of  neurology  at  Neurological  Institute 
of  Columbia-Presbyterian  Medical  Center,  at  a 
meeting  of  the  Mohawk  Valley  Neuropsychiatric 
Society  April  15  . . . Dr.  Joseph  S.  A.  Miller,  director 
of  Hillside  Hospital,  Queens,  and  Dr.  Arthur 
Horowitz,  Queens,  as  participants  in  a forum  on 
“The  National  Health  Program — Menace  or  Pana- 
cea” sponsored  by  the  Glen  Oaks  American  Veter- 
ans Committee  on  March  9 . . . Dr.  George  T. 
Pack,  New  York  delivered  a series  of  lectures 
sponsored  by  the  Cancer  Society  of  Hawaii  and  the 
Hawaii  Territorial  Medical  Association  during 
the  early  part  of  May  . . . Dr.  Bret  Ratner,  professor 
of  clinical  pediatrics,  New  York  Medical  College, 


Flower  and  Fifth  Avenue  Hospitals,  at  the  annual 
meeting  of  the  American  College  of  Allergists  in 
Chicago  on  April  17.  Speaking  on  the  same  pro- 
gram was  Dr.  Harold  Abramson  of  New  York  . . . 
At  the  College  of  Medicine  of  the  University  of 
Vermont,  June  2,  Dr.  C.  P.  Rhoads,  Memorial 
Hospital  and  Sloan-Kettering  Institute  for  Cancer 
Research,  on  the  use  of  isotopes  in  cancer  research 
and  treatment . . . Dr.  George  M.  Shearer,  member 
of  the  Jamestown  Medical  Society,  at  a meeting 
of  the  Jamestown  Rotary  Club  on  March  21  . . . Dr. 
Janet  Travell,  Cornell  University  Medical  College, 
and  Dr.  Ade  T.  Milhorat,  New  York  Hospital,  at  tin* 
international  conference  on  the  vitamins,  April 
16,  sponsored  by  the  New  York  Academy  of  Sci- 
ences . . . Dr.  Morris  Weintrob,  Brooklyn,  as  the 
negative  on  the  question,  “Should  We  Adopt  Com- 
pulsory National  Health  Insurance?”  at  a forum 
at  Brooklyn  College  March  14. 

New  Offices 

Dr.  Peter  D.  Corsones,  general  practice  in  Kings- 
ton . . . Dr.  Luther  B.  Gardner,  in  association  with 
Dr.  Leon  M.  Roe  in  Canisteo  . . . Dr.  J.  Harrison, 
practice  in  the  diseases  and  surgery  of  the  ear,  nose, 
and  throat,  in  association  with  Dr.  Arnold  B.  Kauff- 
man, Syracuse  . . . Dr.  Alexander  Rosinak,  general 
practice  in  Pulaski . . . Dr.  Oscar  Schlesinger,  general 
practice  in  South  Otselic  . . . Dr.  Jacob  Wachtel, 
general  practice  in  Dryden. 


COUNTY  NEWS 


Albany  County 

The  Albany  County  Chapter  of  the  American 
Academy  of  General  Practice  named  Dr.  William 
G.  Richtmyer,  Albany,  as  president  at  a meeting  on 
April  15.  Dr.  John  F.  Mosher,  Coeymans,  was 
elected  secretary-treasurer.  The  Albany  Chapter 
was  recently  granted  its  charter  by  the  State  Acad- 
emy of  General  Practice. 


At  a meeting  of  the  Albany  County  Medical  So- 
ciety held  on  April  27,  Dr.  Hobart  Reiman,  Magee 
Professor  of  the  Principles  and  Practice  of  Medicine, 
Jefferson  Medical  College,  addressed  the  members 
on  the  topic  “Diagnosis  and  Treatment  of  Various 
Viral  Respiratory  Diseases.” 

Chemung  County 

A Spring  Teaching  Day  was  presented  on  April 
20  under  the  auspices  of  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Department 
of  Health.  The  afternoon  program  included  the 
following  speakers  and  topics: 

Dr.  Lawrence  E.  Young,  assistant  professor  of 
medicine,  University  of  Rochester,  School  of  Medi- 
cine and  Dentistry,  “The  Differential  Diagnosis  of 
Jaundice.” 

Dr.  A.  Wilbur  Duryee,  chief  of  the  Peripheral 
Vascular  Clinic,  New  York  Post-Graduate  Hos- 
pital, “The  Management  of  Occlusive  Arterial 
Disease  and  Phlebitis.” 

Dr.  Milton  G.  Bohrod,  pathologist  and  director 
of  laboratories,  Rochester  General  Hospital,  “The 
Use  of  the  Laboratory  in  Clinical  Medicine:  A 

Study  in  Clinicopathologic  Correlation.” 


The  evening  program  consisted  of  the  Fourth 
Annual  Elliott  T.  Bush  Memorial  Lecture  by  Dr. 
Sidney  M.  Schaer,  instructor  in  surgery,  University 
of  Buffalo  School  of  Medicine,  who  spoke  on  “Blood, 
Protein  and  Fluid  Balance.” 

Delaware  County 

At  the  regular  bimonthly  meeting  of  the  Delaware 
County  Medical  Society  speakers  were  Dr.  Sydney 
Bressler,  assistant  thoracic  surgeon  at  St.  Clare’s 
Hospital,  New  York,  and  Dr.  Irving  S.  Shiner, 
Metropolitan  Hospital,  New  York.  Dr.  Bressler 
presented  a paper  on  bronchogenic  carcinoma  which 
was  discussed  by  Dr.  Shiner. 

• 

Dutchess  County 

Dr.  Morris  Fishbein,  editor  of  the  J.A.M.A.,  was 
guest  speaker  at  an  open  meeting  of  the  Dutchess 
County  Medical  Society  on  April  13. 

Fulton  County 

“Recent  Progress  in  the  Management  of  Com- 
mon Anorectal  Lesions”  was  the  subject  of  a lec- 
ture delivered  by  Dr.  Emil  Granet,  instructor  in 
postgraduate  medicine,  Columbia  University,  at 
the  April  21  meeting  of  the  Fulton  County  Medical 
Society.  This  program  was  postgraduate  instruc- 
tion arranged  by  the  Council  Committee  on  Public 
Health  and  Education  of  the  Medical  Society  of  the 
State  of  New  York  with  the  cooperation  of  the  New 
York  State  Department  of  Health. 

Jefferson  County 

At  the  regular  monthly  meeting  of  the  Jefferson 
County  Medical  Society  on  April  19,  Dr.  Malcolm 
Brown,  associate  professor  of  medicine  at  Queens 
University,  Kingston,  Ontario,  was  the  guest 
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speaker.  Dr.  Brown’s  topic  was  “Management 
of  Coronary  Heart  Disease.” 

A meeting  of  the  Jefferson  County  Medical 
Society  will  be  held  on  May  17  at  the  Black  River 
Valley  Club,  Watertown,  at  8:30  p.m.  Dr.  Henry 
C.  Shaw,  associate  professor  of  medicine,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
will  speak  on  “Common  Diseases  of  the  Skin”  and 
will  illustrate  the  lecture  with  colored  lantern  slides. 
This  program  is  postgraduate  instruction  arranged 
by  the  Medical  Society  of  the  State  of  New  York 
with  the  cooperation  of  the  New  York  State  Departs 
ment  of  Health . 

Kings  County 

A joint  meeting  of  the  Medical  Society  of  the 
County  of  Kings  with  the  Pediatric  Section  was 
held  on  April  19.  The  theme  of  the  scientific  pro- 
gram was  “Asphyxia  and  Resuscitation  of  the 
Newborn.”  Dr.  Paluel  J.  Flagg,  consulting 
pneumonologist,  Manhattan  Eye  and  Ear  Hospital, 
spoke  on  “The  Anesthetist’s  Point  of  View”;  Dr. 
Duncan  E.  Reid,  professor  of  obstetrics,  Harvard 
Medical  School,  on  “The  Obstetrician’s  Point  of 
View”;  and  Dr.  Stewart  H.  Clifford,  associate  pro- 
fessor of  pediatrics,  Harvard  Medical  School,  spoke 
on  “The  Pediatrician’s  Point  of  View.” 


Under  the  sponsorship  of  the  Committee  on 
Maternal  Welfare  of  the  Kings  County  Medical 
Society,  an  obstetric  conference  was  held  on  April 
26.  The  topic  of  the  conference  was  “Thrombo- 
embolic Disease  and  Pregnancy  (Use  of  Anticoagu- 
lants).” The  discussion  was  led  by  Dr.  Irving  S. 
Wright,  attending  physician,  New  York  Hospital, 
and  Dr.  Harry  J.  Greene,  associate  obstetrician  and 
gynecologist,  Jewish  and  Kings  County  Hospitals. 


The  first  concert  by  the  Brooklyn  Doctors  Or- 
chestra will  be  given  on  May  21  at  8: 30  p.m.  at  the 
Brooklyn  Academy  of  Music. 

Monroe  County 

A postgraduate  teaching  day  on  heart  disease  on 
March  23  was  sponsored  by  the  Monroe  County 
Heart  Committee  of  the  Tuberculosis  and  Health 
Association  and  the  County  Medical  Society. 
Speakers  included  Dr.  Claude  S.  Beck  of  Cleveland, 
and  Dr.  Morton  F.  Reiser  who  spoke  on  “The 
Psychosomatic  Aspects  of  Heart  Disease”;  Dr. 
William  Dock,  “Coronary  Arteriosclerosis”;  Dr. 
Linn  J.  Boyd,  “Pulmonary  Emboli”;  and  Dr. 
Sidney  Rothbard,  “Rheumatic  Fever  and  Strepto- 
coccal Infections.” 

Nassau  County 

At  a meeting  of  the  Nassau  County  Medical  So- 
ciety on  April  26,  Dr.  Edwin  Sharkey,  instructor 
in  surgery,  Albany  Medical  College,  spoke  on  “The 
Use  of  Radioactive  Isotopes  in  Tumor  Localization.” 
This  was  a lecture  in  postgraduate  instruction  ar- 
ranged by  the  Medical  Society  of  the  State  of  New 
York  with  the  cooperation  of  the  New  York  State 
Department  of  Health. 

New  York  County 

Members  of  the  New  York  County  Medical  So- 
ciety heard  Dr.  Nelson  W.  Barker,  Mayo  Clinic,  and 
Dr.  Arthur  Blakemore,  associate  surgeon,  Presby- 
terian Hospital,  speak  on  the  medical  and  surgical 


aspects  of  arterial  occlusive  diseases  at  a stated 
meeting  of  the  Society  on  April  25. 

Niagara  County 

On  April  12  a meeting  of  the  Niagara  County 
Medical  Society  was  held.  The  speaker  was  Mr. 
George  A.  Lankes,  special  agent,  U.S.  Department 
of  Justice,  Federal  Bureau  of  Investigation,  who 
spoke  on  “Activities  of  the  F.B.I.” 

Queens  County 

The  lowest  maternity  death  rate  in  the  history  of 
Queens  County  was  announced  recently  by  the 
County  Medical  Society.  Only  seven  out  of  i 0,000 
women  died  in  childbirth  or  during  pregnancy  last 
year,  compared  to  eight  per  10,000  women  in  1947, 
and  50  per  10,000  in  1937. 


Recent  meetings  of  the  Queens  County  Medical 
Society  include  the  stated  meeting  on  April  26  when 
Dr.  Ralph  Colp,  attending  surgeon,  Mount  Sinai 
Hospital,  spoke  on  “Present  Status  of  Vagotomy  in 
the  Treatment  of  Gastric,  Duodenal,  and  Gastro- 
jejunal  Ulcer.”  A Friday  afternoon  talk  was  held 
on  May  6 with  Dr.  Emanuel  D.  Friedman,  professor 
emeritus  of  clinical  neurology,  New  York  University 
College  of  Medicine,  as  speaker.  Dr.  Friedman’s 
topic  was  “Pneumoencephalography  in  Clinical 
Neurology.”  On  April  29  a Cancer  Teaching  Day 
was  held  under  the  auspices  of  the  Subcommittee  on 
Cancer  of  the  Queens  County  Medical  Society  and 
the  Queens  Division  of  the  American  Cancer  Society. 
The  morning  session  consisted  of  tumor  conferences 
at.  St.  John’s  Long  Island  City,  Queens  General 
Flushing,  and  Jamaica  Hospitals.  The  afternoon 
and  evening  sessions  comprised  a symposium  on 
the  early  diagnosis  and  results  of  therapy  in  cancer. 

A monthly  cancer  afternoon  will  be  held  on  May 
18  at  the  Medical  Society  Building  from  3 to  5 p.m. 
The  program  will  include  the  following: 

Symposium  on  Early  Diagnosis  of  Gastrointestinal 
Malignancy — Dr.  Bertram  Krugman,  “Colon  and 
Rectum”;  Dr.  A.  X.  Rossien,  “Stomach  and 
Esophagus”;  Dr.  S.  Zachary  Vogel,  “Anus,”  and 
Dr.  Louis  A.  Rosenblum,  “Gastrointestinal  Ap- 
pendages.” 

Discussion  of  symposium  by  Dr.  Jacob  Buckstein, 
roentgenologist,  Bellevue  Hospital. 

“Early  Diagnosis  of  Carcinoma  of  the  Mouth, 
Pharynx,  Nasopharynx,  and  Larynx” — Dr.  Morris 
Bender. 

“Early  Diagnosis  of  Gynecological  Malignancy” — - 
Dr.  Thomas  May. 

Discussion  by  Dr.  Ira  I.  Kaplan,  clinical  professor 
of  radiology,  New  York  University  College  of 
Medicine. 

Washington  County  ’ 

The  quarterly  meeting  of  the  Washington  County 
Medical  Society  was  held  on  April  12.  The  scien- 
tific program  was  as  follows:  Dr.  Joseph  Feingold, 
Fort  Edward,  spoke  on  “Anticoagulants  in  Medi- 
cine” as  the  vice-presidential  address;  Dr.  Philip 
Harff,  Cambridge,  gave  a talk  on  personal  experi- 
ences with  state  medicine,  and  Dr.  Joseph  L.  Kiley 
discussed  present  trends  in  socialized  medicine  with 
a report  of  the  action  of  the  Saratoga  County  Medi- 
cal Society. 

Westchester  County 

Members  of  the  Mount  Vernon  Medical  Society 
[Continued  on  page  1221] 
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New  York’s  Blue  Cross  Plan  Reports  New.  High  in  Membership 


ENROLLMENT  of  420,143  persons  in  Associated 
Hospital  Service,  New  York’s  Blue  Cross  Plan, 
during  1948  brought  the  total  membership  to 
3,626,321,  Mr.  Louis  H.  Pink,  president,  announced 
in  the  annual  report  for  1948. 

A total  of  $32,720,142.80  was  paid  to  hospitals 
for  the  care  of  356,904  members.  With  the  excep- 
tion of  maternity  cases,  92  per  cent  of  those  who 
received  care  in  semiprivate  accommodations  had 
their  hospital  bills  paid  in  full.  The  amount  paid 
to  hospitals  from  the  time  AHS  was  founded  in  1935 
to  the  end  of  1948  totaled  $140,675,907.72. 

The  report  showed  that  women  and  children  made 
up  approximately  two  thirds  of  the  membership  and 
three  fourths  of  the  cases  hospitalized.  Men  re- 
quired less  hospital  care  in  proportion  to  the  number 
enrolled,  representing  one  third  of  the  total  mem- 
bership but  less  than  one  fourth  of  the  cases  hos- 
pitalized. 


Employed  members  originally  outnumbered  fam- 
ily dependents.  The  trend  began  to  reverse  in 
1945,  however,  and  since  that  time  the  percentage 
of  family  members  has  steadily  increased. 

The  report  indicated  that  increasing  hospitaliza- 
tion among  family  dependents  has  resulted  in  greater 
expenditures  for  their  care.  AHS  provides  full 
benefits  for  family  dependents  without  additional 
membership  charge  regardless  of  the  number  of 
dependents  enrolled  in  a family. 

Of  the  total  number  of  members  hospitalized, 
176,545,  or  more  than  half,  underwent  surgery  in- 
cluding tonsillectomies,  tumors,  and  operations 
of  the  digestive  and  genitourinary  system.  Medical 
cases,  including  respiratory,  digestive,  urinary,  and 
circulatory  diseases,  numbered  101,540.  A total 
of  78,819  were  hospitalized  for  maternity  and  re- 
lated conditions.  The  average  length  of  stay  in  the 
hospital  was  8.7  days,  slightly  less  than  in  1947. 


Sixteen  Municipal  Hospitals  Named  as  Participating  Hospitals 


IN  ITS  April  report,  the  Hospital  Council  of 
Greater  New  York  announced  developments  in 
the  Master  Plan  for  Hospitals  and  Related  Facili- 
ties, which  marked  its  second  anniversary  on  April 
22.  Commenting  on  the  Master  Plan,  Dr.  John  B. 
Pastore,  executive  director  of  the  Council,  stated, 
“The  people  of  New  York  City  have  every  reason 
to  be  proud  of  their  community  leaders  and  hospital 
authorities,  who  have  voluntarily  assumed  the 
responsibility  of  working  together  to  provide  co- 
ordinated and  efficient  hospital  and  health  facilities. 
It  is  gratifying  to  the  Council  that  no  major  hospital 
project  has  been  undertaken  during  these  last  two 
years  which  was  not  in  accord  with  the  Master  Plan. 

“Seventeen  hospitals  have  already  been  named 
as  Participating  Hospitals.  Now  we  announce  the 
designation  of  sixteen  municipal  and  four  volun- 
tary institutions  as  Participating  Hospitals,  making 
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At  the  clinical  conference  held  April  18  at  Mount 
Sinai  Hospital,  neurosurgical  presentations  were 
given  by  Dr.  P.  Bergman,  “Paradoxical  Brain 
Abscess  in  Congenital  Heart  Disease,”  and  Dr. 
Leonard  Malis,  “Spontaneous  Cerebral  Hemor- 
rhage— Surgical  Management.”  Other  speakers 
were:  Dr.  Irving  B.  Goldman,  “Plastic  Correction 
of  Associated  Triple  Facial  Deformities”;  Dr.  Louis 
E.  Schaefer,  “Addison’s  Disease  Simulating  Pyloric 
Obstruction”;  Dr.  Frank  Spielman,  “Cushing’s 
Syndrome:  Spontaneous  Regression,  Followed 

by  Pregnancy,”  and  Dr.  Harold  Lear,  “Renal  Cal- 
culosis,  Associated  with  Parathyroid  Tumor.” 


Immediate  action  in  the  State’s  mental  hospital 
building  program  was  indicated  in  the  announce- 


a total  of  37  Participating  Hospitals  over  the  two- 
year  period.  The  designation  of  these  municipal 
hospitals  is  significant,  in  that  it  marks  the  joining 
of  the  municipal  hospitals  with  the  other  hospitals 
serving  the  community  in  a common  effort — that  of 
creating,  through  the  medium  of  the  Hospital 
Council,  a coordinated  plan  of  essential  hospital 
service.” 

The  April  Council  Bulletin  announced  the  des- 
ignation of  the  following  municipal  institutions  as 
Participating  Hospitals:  Bellevue,  Harlem,  Metro- 
politan, Sydenham,  Fordham,  Lincoln,  Morrisania, 
Coney  Island,  Cumberland,  Greenpoint,  Kings 
County,  Queens  General,  New  York  City,  Goldwater 
Memorial,  Triboro,  and  Seton.  Also  announced 
as  Participating  Hospitals  were  four  voluntary  hos- 
pitals: Lebanon,  Bronx,  Mary  Immaculate,  and 

Jewish  Memorial. 


NOTES 

inent  by  Dr.  Frederick  MacCurdy,  State  Commis- 
sioner of  Mental  Hygiene,  that  contracts  totaling 
$3,601,205  have  been  awarded  for  construction  of 
four  infirmary  buildings  providing  for  480  patients 
at  Letchworth  Village,  in  Rockland  County,  one  of 
six  State  schools  for  mental  defectives. 


Dr.  Wardner  D.  Ayer,  clinical  professor  emeritus 
of  medicine  at  Syracuse  University  College  of  Medi- 
cine, spoke  on  “Neurology  in  General  Practice” 
at  a staff  meeting  of  the  Rome  Hospital,  held  April 
19  at  the  hospital  in  Rome.  The  program  was 
postgraduate  instruction  arranged  by  the  State 
Society’s  Council  Committee  on  Public  Health  and 
Education  with  the  cooperation  of  the  State  De- 
partment of  Health. 

[Continued  on  page  1221) 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Spring  Issue  of  Distaff  Distributed 


FEATURING  the  A.M.A.  educational  cam- 
paign, the  annual  convention,  and  news  of 
county  auxiliaries  and  individuals,  the  Spring  issue 
of  The  Distaff,  publication  of  the  State  Auxiliary, 
was  distributed  in  April. 

Edited  by  Mrs.  Lee  R.  Sanborn,  with  Mrs. 
Thomas  M.  D’Angelo  as  circulation  manager,  The 
Distaff  in  the  Spring  issue  gives  details  about  the 
A.M.A.  nation-wide  program  to  spread  information 
about  voluntary  health  insurance  systems,  and  the 
part  auxiliaries  can  play  in  the  campaign  to  educate 
the  public  to  the  problems  of  health  and  medical 


care.  The  article  is  written  by  Mrs.  Alfred  L.  Mad- 
den, of  the  editorial  staff. 

Other  information  concerns  the  program  for  the 
State  convention  in  Buffalo,  the  midwinter  Execu- 
tive Board  meeting  in  New  York  City,  activities  of 
the  county  auxiliaries,  an  article  on  “Health  of  the 
School  Child”  and  “Diary  Excerpts”  by  Mrs. 
Adolph  H.  Emerson,  “Impressions  on  Traveling 
with  Our  President”  by  Mrs.  Neil  M.  Paul,  and 
several  interesting  poems  and  news  items.  The 
issue  is  also  highlighted  by  several  cartoons  and 
pictures  of  Auxiliary  officers  and  members. 


A.M.A.  Auxiliary  to  Meet  June  6 to  10 


THE  twenty-sixth  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
will  be  held  in  Atlantic  City,  New  Jersey,  from 
June  6 through  10,  with  headquarters  at  the  Hotel 
Haddon  Hall.  Mrs.  Luther  H.  Kice,  Garden  City, 
national  Auxiliary  president,  will  preside. 

The  program  opens  on  Sunday,  June  5,  with  pre- 
convention committee  meetings  and  registration  of 
delegates.  On  Monday,  June  6,  Mrs.  Kice  will 
preside  at  the  board  of  directors  meeting,  and  there 
will  be  round-table  discussions  for  state  officers  and 
chairmen  on  Hygeia,  legislation,  program,  and  public 
relations.  Mrs.  Harry  F.  Pohlmann  is  chairman  of 
the  program  committee.  A tea  in  honor  of  Mrs. 
Kice  and  the  president-elect,  Mrs.  David  B.  All- 
man,  will  be  held  Monday  afternoon. 

The  formal  opening  of  the  session  will  be  Tuesday 


morning,  with  an  address  of  welcome  by  Mrs. 
Robert  B.  Walker,  president  of  the  New  Jersey 
State  Auxiliary,  reports  of  officers,  and  the  presi- 
dent’s address  by  Mrs.  Kice.  At  the  afternoon 
session,  reports  of  standing  and  special  committees 
will  be  given,  and  round-table  discussions  will  be 
held. 

On  Wednesday,  June  8,  reports  of  state  presidents 
will  be  made,  the  annual  election  of  officers  held, 
and  a luncheon  in  honor  of' Mrs.  Kice  and  Mrs. 
Allman  will  precede  a joint  meeting  of  the  board 
of  directors  of  the  Auxiliary  and  the  advisory  coun- 
cil of  the  A.M.A. 

Thursday,  June  9,  there  will  be  meetings  of  the 
board  of  directors,  a conference  of  state  presidents, 
national  officers,  and  committee  chairmen,  and  the 
annual  dinner  for  members,  husbands,  and  guests. 


COUNTY  NEWS 


Albany  County 

At  the  regular  meeting  of  the  Albany  County 
Auxiliary,  held  April  27  at  the  Nurses’  Home, 
Albany  Hospital,  a discussion  on  the  subject,  “What 
Every  Doctor’s  Wife  Should  Know,”  was  held.  Dr. 
John  C.  McClintock  was  the  guest  speaker. 

The  annual  silver  tea,  for  the  benefit  of  the  Red 
Cross,  was  held  on  March  23. 

Cayuga  County 

Mrs.  Charles  T.  Yarington  was  elected  president 
of  the  Cayuga  County  Auxiliary  at  the  annual 
meeting  held  April  12  at  the  Auburn  City  Hospital. 
Other  officers  chosen  are:  Mrs.  Stephen  J.  Kar- 

penski,  first  vice-president;  Mrs.  Walter  E.  Block, 
second  vice-president;  Mrs.  M.  Howard  Rapp, 
treasurer;  Mrs.  O.  E.  Gomoll,  recording  secretary; 
Mrs.  William  L.  Dorr,  corresponding  secretary, 
and  Mrs.  George  C.  Sincerbeaux,  historian. 

Annual  reports  were  given  by  the  committee  chair- 
men, and  the  Auxiliary  voted  to  give  a donation  to 
the  Girl  Scout  Camp  Fund,  with  the  suggestion  that 
it  be  used  to  establish  the  camp  infirmary.  A gift 


was  presented  to  Mrs.  E.  S.  Platt,  retiring  presi- 
dent, in  appreciation  for  her  work  the  past  two  years. 

Dutchess  County 

Officers  of  the  Dutchess  County  Auxiliary  were 
elected  at  the  annual  meeting  of  the  group  held 
April  29  at  the  Nelson  House,  Poughkeepsie.  Presi- 
dent is  Mrs.  Clifford  A.  Crispell,  and  serving  with 
her  will  be  Mrs.  Louis  R.  Ferraro,  president-elect; 
Mrs.  Joseph  L.  Cummings,  first  vice-president; 
Mrs.  John  F.  Rogers,  second  vice-president;  Mrs. 
Aaron  Sobel,  treasurer,  and  Mrs.  John  Brice  Plass, 
secretary. 

Reports  of  retiring  officers  and  committee  chair- 
men were  given,  and  Mrs.  Frank  A.  Gagan  gave  a 
report  on  the  Physicians’  Home,  to  which  the  group 
voted  a donation. 

Guest  speaker  at  the  meeting  was  Dr.  Clifford  A. 
Crispell,  president  of  the  Dutchess  County  Medical 
Society.  Dr.  Louis  R.  Ferraro,  a member  of  the 
Medical  Society  advisory  council,  was  also  a guest. 
Plans  were  announced  for  a membership  tea  in 


1220 


May  15,  1949] 


WOMAN’S  AUXILIARY 


1221 


September  at  Mrs.  Crispell’s  home,  and  for  the 
annual  luncheon  in  October. 

Erie  County 

Mrs.  Benjamin  Smallen  was  chosen  president- 
elect of  the  Erie  County  Auxiliary  at  the  meeting 
held  March  29  in  Buffalo.  Other  officers  are: 
Mrs.  George  F.  Marquis,  first  vice-president;  Mrs. 
Joseph  A.  Zavisca,  second  vice-president;  Mrs. 
Robert  W.  Lipsett,  recording  secretary;  Mrs.  Arthur 
C.  Hassenfratz,  corresponding  secretary,  and  Mrs. 
Elmer  A.  D.  Clarke,  treasurer.  Mrs.  Clarence  J. 
Durshordwe  took  office  as  president. 

Guest  speaker  at  the  meeting  was  Dr.  John  L. 
Brady,  who  spoke  on  the  “Federal  Health  Bill,” 
pointing  out  that  “too  much  dependence  on  govern- 
ment is  the  road  to  slavery.” 

At  the  April  26  meeting,  Mrs.  Pitt  Petri  gave  a 
talk  on  “Table  Arrangements.” 

Monroe  County 

At  the  annual  meeting  of  the  Monroe  County 
Auxiliary,  held  April  8 in  Rochester,  officers  for  the 
coming  year  were  elected,  including:  Mrs.  Harry 

Norton,  president-elect;  Mrs.  Joe  Lane,  first  vice- 
president;  Mrs.  Fred  Geib,  second  vice-president; 
Mrs.  George  Heckel,  recording  secretary;  Mrs. 
Edward  W.  Douglas,  corresponding  secretary;  Mrs. 
Eric  Green,  treasurer,  and  Mrs.  George  Butler, 
historian. 

Guest  speaker  at  the  meeting  was  Mrs.  Lois 
Knowlson,  of  White  Plains,  who  is  assistant  to  the 
director  of  the  National  Committee  for  Education 
on  Alcoholism. 

Nassau  County 

Mrs.  Luther  H.  Kice,  Garden  City,  president  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  was  guest  of  honor  at  a reception  April 
12  given  by  the  Nassau  County  Auxiliary  in  the 
auditorium  of  the  Nassau  Hospital.  On  the  re- 


ception committee  were  Mrs.  John  Neubert,  presi- 
dent of  the  Nassau  County  Auxiliary;  Mrs.  Arthur 
Martin,  Mrs.  Franklin  Fry,  and  Mrs.  Jeff  Coletti. 

Oneida  County 

The  members  of  the  Oneida  County  Auxiliary  held 
a luncheon  meeting  March  22  at  the  Hotel  Utica, 
Utica,  with  Mrs.  Arthur  F.  Gaffney,  Clinton,  pre- 
siding. Dr.  John  F.  Kelley,  Utica,  spoke  on  the 
legislative  program  of  the  State  Medical  Society. 
A resolution  was  adopted  opposing  compulsory 
health  insurance. 

Auxiliary  members  entertained  their  husbands 
at  a March  Gras  dinner  dance  on  April  23,  for  which 
Mrs.  Dominick  Guido,  Clinton,  was  chairman.  In 
addition  to  dancing  and  bridge,  the  entertainment 
included  a skit  directed  by  Dr.  R.  C.  Hall,  a barber- 
shop quartet,  a magician,  and  a fortune  teller. 

Mrs.  Gaffney  and  Mrs.  Bradford  Golly,  Rome, 
will  represent  the  Oneida  Auxiliary  at  the  national 
convention  in  Atlantic  City  in  June. 

Orange  County 

At  the  annual  meeting  of  the  Orange  County 
Auxiliary,  held  April  12  at  the  Newburgh  Country 
Club,  Newburgh,  officers  for  the  coming  year  were 
elected,  and  reports  were  given  by  chairmen  of  the 
standing  committees. 

Officers  chosen  are:  Mrs.  Percival  Faivre,  presi- 
dent; Mrs.  Charles  McWilliams,  president-elect; 
Mrs.  Arthur  Moore,  vice-president;  Mrs.  Richard 
Passenger,  secretary;  Mrs.  Ray  Moody,  corre- 
sponding secretary,  and  Mrs.  Anthony  Morreale, 
treasurer.  A rising  vote  of  thanks  was  given  to 
Mrs.  John  W.  Ross,  retiring  president. 

Program  for  the  meeting  included  a discussion  of 
the  proposed  National  Health  Insurance  Bill,  by 
Mrs.  John  W.  McKeever.  Following  the  discus- 
sion, a resolution  was  adopted  opposing  the  bill,  and 
copies  were  sent  to  State  Senators  and  Representa- 
tives. 
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heard  a lecture  on  the  topic,  “Metabolic  Diseases  of 
the  Bone,”  presented  by  Dr.  Isidore  Snapper,  clini- 
cal professor  of  medicine,  College  of  Physicians  and 
Surgeons,  Columbia  University,  at  a meeting  of  the 
Society  on  March  10. 


A Cancer  Teaching  Day,  arranged  and  sponsored 
by  the  Westchester  Cancer  Committee,  was  held 
on  April  19.  At  the  afternoon  session,  Dr.  Alex- 
ander J.  Conte  spoke  on  “A  Study  of  the  Factors 


Responsible  for  the  Delay  in  Diagnosis  and  Treat- 
ment in  Patients  with  Cancer”;  Dr.  Norman  Higin- 
botham  spoke  on  “Bone  Tumors — Their  Diagnosis 
and  Treatment,”  and  Dr.  Joseph  Burchenal  spoke 
on  “Chemotherapy  Studies  in  Cancer.”  The  even- 
ing session  which  was  also  the  scientific  session  of  the 
stated  meeting  of  the  Westchester  County  Medical 
Society  consisted  of  an  address  on  “Recent  Ad- 
vances in  Cancer  Research”  by  Dr.  Cornelius  P. 
Rhoads,  director  of  Memorial  Hospital  and  Sloan- 
Kettering  Institute  for  Cancer  Research. 
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The  laboratory  of  the  Deaconess  Hospital,  Buf- 
falo, announces  the  establishment  of  a cytologic 
diagnostic  service  under  the  direction  of  Dr.  Sieg- 
fried Tannhauser,  pathologist  at  the  hospital. 
Available  to  all  physicians,  this  service  will  do 
cytologic  studies,  especially  for  malignant  cells, 
on  vaginal  and  cervical  smears,  sputum,  broncho- 
scopic  aspirations,  gastric  lavage,  pleural  fluid, 
ascites,  urine,  and  prostatic  secretions, 


Dr.  Charles  Buckman,  since  1941  assistant  direc- 
tor of  Creedmor  State  Hospital  on  Long  Island,  has 
been  named  to  take  over  the  directorship  of  the 
Gowanda  State  Homeopathic  Hospital  in  Helmuth, 
Erie  County,  on  May  16,  according  to  an  announce- 
ment from  Dr.  Frederick  MacCurdy,  Commissioner 
of  Mental  Hygiene. 
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Medicine  as  a Profession.  Talks  with  Medical 
Students.  By  George  Henry  Murphy,  M.D.  Duo- 
decimo of  74  pages.  Toronto,  Ryerson  Press,  1946. 
Cloth,  $1.50. 

The  author’s  background,  both  in  medicine  and 
the  humanities,  fully  qualifies  him  to  give  “six 
talks”  to  medical  students.  These  talks  represent 
the  contents  of  this  small  volume  of  seventy-four 
pages.  The  advice  is  sound  and  frequently  inspir- 
ing, but  a talk  of  twelve  pages  at  one  sitting  must, 
toward  its  termination,  test  the  student’s  endurance. 
And  quoting  from  the  book — “Advice  gets  weari- 
some, etc.”  All  in  all,  however,  the  student  given 
the  opportunity  to  read  these  “six  talks”  at  his 
leisure,  will  certainly  profit  therefrom. 

S.  R.  Blatteis 

Medicine.  By  A.  E.  Clark-Kennedy,  M.D.  Vol. 
1.  The  Patient  and  His  Disease.  Octavo  of  383 
pages.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $6.00. 

In  the  preface  of  this  original  approach  to  medi- 
cine, the  author  stresses  the  unfortunate  increase  in 
size  of  most  modern  textbooks  as  well  as  their  lack  of 
unity.  He  says,  too,  that  “the  capacity  of  the  hu- 
man mind  does  not  increase  and  keep  pace”  with 
knowledge,  so  that  memory  is  strained  to  the  break- 
ing point  and  principles  are  crowded  out  or  buried. 

This  volume  is  a good  attempt  to  stress  prin- 
ciples from  which  other  information  can  be  deduced, 
thus  putting  less  strain  on  the  memory.  Tn  addi- 


tion, side  by  side  with  scientific  data  on  disease,  one 
finds  correlative  remarks  on  the  patient  as  a person 
with  his  varied  emotional  problems. 

This  book  is  warmly  recommended  as  an  admir- 
able, helpful  attempt  to  give  a broader  view  of  sick 
patients  rather  than  diseased  states  per  se. 

Andrew  Babey 

Biology  of  Disease.  By  Eli  Moschcowitz,  M.D. 
Quarto  of  221  pages,  illustrated.  New  York, 
Grune  & Stratton,  1948.  Cloth,  $4.50. 

Dr.  Moschcowitz  has  compiled  several  of  his  pa- 
pers that  have  previously  appeared  in  current  medi- 
cal magazines. 

The  author’s  views  on  the  biology  of  disease 
states  and  their  evolution  from  early  states  to  the 
morbid  phase  are  scholarly. 

The  biology  charts  that  illustrate  each  subject 
constitute  an  excellent  summary. 

Harry  Mandelbaum 

What  You  Can  Do  for  High  Blood  Pressure.  By 

Peter  J.  Steincrohn,  M.D.  Duodecimo  of  191 
pages.  Garden  City,  New  York,  Doubleday  & Co., 
1947.  Cloth,  $2.50. 

This  small  volume,  written  primarily  for  the  lay- 
man, can  with  great  profit  include  many  members 
of  the  profession.  The  author  does  his  level  best  to 
drive  home  the  fact  that  high  blood  pressure  is  not  a 
disease  but  a symptom,  and,  as  such,  it  is  the  doctor 
who  is  the  one  competent  to  interpret  the  significance 


1224 


BOOKS 


of  the  figures.  At  the  risk  of  being  repetitious,  the 
author  keeps  emphasizing  this  again  and  again. 

It  is  to  be  hoped  that  many  of  the  laity  will  read 
this  book,  and  that  many  doctors  will  heed  the  ad- 
vice contained  therein.  g r Blatteis 

Clinical  Studies  in  Psychopathology.  A Con- 
tribution to  the  Aetiology  of  Neurotic  Illness.  By 

Henry  V.  Dicks.  Second  edition.  Octavo  of  238 
pages.  Baltimore,  Williams  & Wilkins  Co.,  1947. 
Cloth,  $4.50. 

This  short  volume  on  the  etiology  of  neurotic  ill- 
ness presents  an  important  British  point  of  view  and, 
as  such,  must  be  taken  seriously.  There  are  nu- 
merous illustrative  case  histories  with  what  to  the 
reviewer  seem  sound  and  sensible  interpretations. 
The  book  is  worth  study.  Andrew  Babey 

The  Rh  Factor.  In  the  Clinic  and  the  Labora- 
tory. Special  Issue  No.  2 of  Blood,  The  Journal  of 
Hematology.  Joseph  M.  Hill,  M.D.,  and  William 
Dameshek,  M.D.,  Editors.  Large  octavo  of  192 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1948.  Cloth,  $4.25. 

This  is  a series  of  articles  on  the  Rh  factor  within 
the  covers  of  one  book  that  treat  the  subject  authori- 
tatively and  completely.  This  contribution  should 
be  a “must”  for  all  those  who  work  in  this  sphere  of 
hemolytic  mechanisms,  be  it  pathologist,  hema- 
tologist, pediatrician,  obstetrician,  internist,  or 
general  practitioner.  Maurice  Morrison 

Glomerular  Nephritis.  Diagnosis  and  Treat- 
ment. By  Thomas  Addis,  M.D.  Octavo  of  338 
pages,  illustrated.  New  York,  Macmillan  Com- 
pany, 1948.  Cloth,  $8.00. 

This  is  a well-written  book  that  deserves  a place 
on  the  bookshelf  of  every  doctor. 

Dr.  Addis  writes  as  he  lectures.  Authentic  facts 
cover  the  physiology  and  pathology  of  the  kidneys. 
The  clinical  picture  and  the  diagnostic  aids  are 
clearly  given.  The  chapter  on  treatment  is  inim- 
itable. Harry  Mandelbaum 

Modern  Clinical  Psychiatry.  By  Arthur  P. 
Noyes,  M.D.  Third  edition.  Octavo  of  525  pages. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Cloth, 
$6.00. 

This  is  the  third  edition  of  an  excellent  book  on 
psychiatry.  It  incorporates  the  numerous  contri- 
butions made  to  this  field  during  the  eight  years  that 
have  elapsed  since  the  publication  of  the  previous 
edition.  It  is  a fine  book,  written  by  an  experienced 
psychiatrist,  that  is  particularly  recommended  as  a 
textbook  for  medical  students  and  as  an  excellent 
reference  work  for  the  general  practitioner. 

Irving  J.  Sands 

Coronary  Heart  Disease.  By  A.  Carleton  Ern- 
stene,  M.D.  Octavo  of  95  pages.  Springfield,  111., 
Charles  C Thomas,  1948.  Cloth,  $2.50. 

In  this  small  volume,  Dr.  Ernstene  of  the  Cleve- 
land Clinic  has  produced  a sound,  but  brief  sketch 
of  coronary  heart  disease  for  the  general  practitioner. 

The  advice  given  is  simple,  sensible,  and  accu- 
rate. Rarer  complications  ana  refinements  of  diag- 
nostic technic  are  sensibly  omitted  from  a monograph 
of  this  limited  scope.  A few  diagrams  would  have 
enhanced  the  value  of  this  work  for  the  practitioner 
unfamiliar  with  modern  concepts  of  coronary  dis- 
ease. In  short,  Dr.  Ernstene  has  succeeded  admir- 
ably within  self-imposed  limitations. 

Milton  Plotz 
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Modern  Plastic  Surgical  Prosthetics.  By  Adolph 
M.  Brown,  M.D.  Octavo  of  293  pages,  illustrated. 
New  York,  Grune  & Stratton,  1947.  Cloth,  $6.75. 

This  book  is  recommended  to  surgeons  where  the 
cosmetic  result  of  any  operative  procedure  or  series 
of  procedures  will  be  only  fair  or  even  be  poor.  By 
modern  prosthetic  technics  modified  vinyl  resins 
properly  colored  and  possessing  the  translucence  and 
elasticity  of  the  normal  tissue  can  be  easily  made  to 
match  when  reconstructive  operations  often  fail. 
The  patient  will  be  better  satisfied  because  of  the 
naturalness  of  the  prosthesis  and  because  it  can  be 
done  without  hospitalization  or  loss  of  time  from 
work.  This  book  takes  up  in  detail  the  various  tech- 
nics as  well  as  all  the  different  materials  and  their 
uses  in  the  laboratory.  Thomas  B.  Wood 


Understandable  Psychiatry.  By  Leland  E.  Hin- 
sie,  M.D.  Octavo  of  359  pages.  New  York,  Mac- 
millan Co.,  1948.  Cloth,  $4.00. 

The  author  is  professor  of  psychiatry  at  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, and  assistant  director  of  the  New  York  State 
Psychiatric  Institute.  He  is  an  experienced  and 
seasoned  teacher,  who  slowly  but  surely  raises  the 
students  to  his  own  level  rather  than  “talking  down” 
to  them.  Although  Freudian  in  its  approach,  the 
work  is  so  readable  and  so  interestingly  presented 
that  even  the  novice  will  profit  by  reading  it.  It  is 
a “must”  book  that  should  be  found  on  the  desk  of 
every  practitioner  of  medicine. 

Irving  J.  Sands 


Nutrition  in  Health  and  Disease.  By  Lenna  F.  j 

Cooper,  M.A.,  Edith  M.  Barber,  M.S.,  and  Helen  i 
S.  Mitchell,  Ph.D.  Tenth  edition.  Octavo  of  729 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott  I 
Co.,  1947.  Cloth,  $4.00. 

This  book  has  been  thoroughly  revised  and  con- 
tains a detailed  description  of  therapeutic  diets. 

The  chapter  on  meal  planning  for  the  family  and 
the  pattern  of  meals  of  different  nationalities  and 
tfieir  habits  is  of  importance.  The  food  habits  of  a 
patient  previous  to  the  onset  of  illness  can  be  used 
to  advantage  in  prescribing  therapeutic  require-  | 
ments.  However,  since  all  former  nationals  are 
living  and  being  treated  in  the  United  States,  the  ' 
therapeutic  diet  followed  by  the  physician  and 
dietitian  should  be  a prevailing  .American  diet  to  « 
make  for  greater  uniformity  in  the  nutritional  treat-  . 
ment  of  disease  in  the  United  States. 

There  are  several  chapters  on  energy  require-  « 
ments,  basal  metabolism,  and  acid-base  balance. 

M.  Ant 


Endocrine  Therapy  in  General  Practice.  By  El- 
mer L.  Sevringhaus,  M.D.  6th  ed.  Octavo  of  264 
pages,  illustrated.  Chicago,  Year  Book  Publishers 
1948.  Cloth,  $4.00. 

All  books  must  be  considered  with  reference  to 
their  objects.  The  purpose  of  this  is  told  in  its 
title. 

Extensive  discussion  of  other  phases  of  endocrine 
disorders  is  absent.  The  advice  for  treatment  is 
clear  and  concise  and  does  not  wander  into  exact 
management  of  very  obscure  cases,  which,  in  modern 
times,  can  find  a more  expert  manager  than  the 
“general  practitioner.” 

We  recommend  the  book  to  those  for  whom  it  is 
intended.  Walter  D.  Ludlum,  Sr. 

A History  of  the  Heart  and  the  Circulation.  By 

Fredrick  Willius,  M.D.,  and  Thomas  J.  Dry,  M.S. 

{Continued  on  page  1226J 
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FOR  YOUR  PATIENT 

with  Bronchial  Asthma , Hay  Fever , Urticaria 

^ LUASMIN 

CAPSULES  TABLETS 


PLAIN 

(for  prompt  action) 


ENTERIC-COATED 
(for  delayed  action ) 


One  capsule  and  one  tablet,  taken  at  bedtime  will  provide 
almost  all  patients  with  eight  hours  relief  and  sleep.  The 
relief  can  be  sustained  by  using  the  capsules  during  the  day 
at  4 hour  intervals  as  required. 


Each  capsule  and  enteric-coated  tablet  contains: 


Theophylline  Sodium  Acetate  (3  gr.)  0.2  Gms 

Ephedrine  Sulfate  ('/2  gr.)  30  Mg. 

Phenobarbital  Sodium  (V2  gr.)  30  Mg, 


Capsules  and  tablets  in  half  the  above  potency 
available  for  children  and  mild  cases  in  adults. 


Literature  and  samples  on  request 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 


1226 


HOOKS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1224] 

in  Med.  Octavo  of  456  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1948.  Cloth,  $8.00. 

Willius  and  Dry  have  written  a definitive  history 
of  cardiology  which  will  serve  as  a source  book  to 
students  and  cardiologists.  The  arrangement  of  the 
contents  is  novel  and  enhances  its  value.  There  are 
three  sections:  the  first  is  a conventional  history, 

chronologically  arranged,  of  the  development  of 
cardiology;  the  second  consists  of  brief  biographies 
of  the  principal  figures  (one  misses  Heberden!),  and 
the  third  comprises  a chronologic  presentation  of 
data  according  to  subjects.  For  example,  anyone 
wishing  to  learn  about  the  history  of  aneurysm  or  of 
the  pulse  would  find  the  data  conveniently  pigeon- 
holed. Milton  Plotz 

The  Metabolic  Brain  Diseases  and  Their  Treat- 
ment. In  Military  and  Civilian  Practice.  By  G. 

Tayleur  Stockings,  M.B.  (England).  Octavo  of 
262  pages,  illustrated.  Baltimore,  William  & Wil- 
kins Co.,  1947.  Cloth,  $4.50. 

This  is  a most  unusual  book,  which  will  satisfy  the 
author’s  expectation  “that  this  work  will  provide 
material  for  discussion  and  profitable  controversy 
among  psychiatrists,  in  addition  to  arousing  the 
interest  of  those  medical  men  who  are  engaged  in 
branches  of  medicine  other  than  psychiatry.’’  The 
author  shares  the  great  interest  aroused  by  the  vari- 
ous forms  of  shock,  or  what  he  prefers  to  designate 
as  “neurometabolic,”  therapy,  and  is  equally  en- 
grossed in  the  universal  effort  to  find  a pathophysio- 
logic basis  for  the  affective  psychoses  and  to  give  an 
explanation  for  the  physiologic  and  chemical  mech- 
anism of  the  insulin  and  “shock”  therapies. 

It  is  a difficult  book  to  read,  and  one  must  indulge 
in  mental  gymnastics  to  follow  the  author  and  to 
decipher  his  new  terminology.  It  will  certainly 
arouse  considerable  controversy  among  psychia- 
trists, provided  a sufficient  number  of  them  will 
make  the  effort  to  read  it.  Irving  «L  Sands 

Practical  X-Ray  Treatment.  By  Arthur  W. 
Erskine,  M.D.  Third  edition.  Octavo  of  155 
pages,  illustrated.  Bruce  Publishing  Co.,  St.  Paul, 
1947.  Cloth,  $4.50. 

The  third  edit  ion  of  this  book — original  in  1931- 
second  edition  in  1936 — bespeaks  its  popular  de- 
mand. As  the  author  intends,  it  is  “practical”  from 
the  radiotherapist’s  standpoint.  The  beginner  will 
find  the  subject  simply  and  well  presented  with  refer- 
ences for  those  seeking  more  profound  and  detailed 
knowledge.  In  short  it  whets  the  appetite  of  the 
would-be  radiotherapist  and  is  worthy  of  a niche  in 
his  library.  Milton  G.  Wasch 

Clinical  Roentgenology  of  the  Digestive  Tract. 

By  Maurice  Feldman,  M.D.  Third  edition.  Oc- 
tavo of  901  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1948.  Cloth,  $8.00. 

What  more  can  one  ask  from  a book  than  that  it 
be  well-written,  splendidly  illustrated,  and  clinically 
authoritative.  This  third  edition  by  a most  com- 
petent observer  makes  it  a “must”  for  anyone  inter- 
ested in  the  diagnosis  of  conditions  and  diseases  in- 
volving the  digestive  tract. 

B.  M.  Bernstein 

Atlas  of  Plastic  Surgery.  By  Morton  I.  Berson, 
M.D.  Quarto  of  304  pages,  illustrated.  New  York, 
Grune  & Stratton,  1948.  Cloth,  $15. 

This  Atlas  is  produced  in  orderly  form  with  good 
illustrations,  diagrams,  and  photographs.  It  in- 
cludes many  of  the  procedures  well  known  and  ac- 


cepted by  plastic  surgeons.  However,  some  ques- 
tionable technics  are  presented  which,  unless  evalu- 
ated by  surgeons  experienced  in  this  field,  are  apt  to 
lead  one  into  difficulties.  David  Teplitsky 

Human  N euroanatomy.  By  Oliver  S.  Strong  and 
Adolph  Elwyn.  Second  edition.  Quarto  of  442 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1948.  Cloth,  $6.00. 

This,  the  second  edition,  can  indeed  take  its  place 
among  the  leaders  in  its  field.  Clear,  descriptive 
material  and  abundant,  well-reproduced  illustrations 
bear  testimony  to  the  painstaking  efforts  of  the  au- 
thors. The  book  follows  conventional  lines  includ- 
ing only  that  material  which  is  well  authenticated. 
Students,  practitioners,  and  neuropsychiatrists  will 
profit  from  the  reading  of  this  book,  especially  if,  at 
the  same  time,  they  undertake  a personal  dissection 
of  the  human  brain.  Theodore  Meltzer 

Between  Us  and  the  Dark.  By  Lenore  McCall. 
Octavo  of  303  pages.  Philadelphia,  J.  B.  Lippincott 
Co.,  1947.  Cloth,  $3.00. 

This  is  the  autobiography  of  a person  giving  an 
account  of  four  and  one-half  years  of  her  mental  ill- 
ness. She  was  confined  in  two  private  mental 
hospitals.  She  reveals  her  stark  terror  and  be- 
wilderment as  she  lost  control  of  the  normal  pattern 
of  life  and  found  herself  hopelessly  depressed  and 
separated  from  her  family  and  friends.  She  de- 
scribes, in  graphic  detail,  her  experiences,  associa- 
tions, and  various  treatments,  including  insulin 
shock  therapy,  and  her  final  recovery. 

The  reviewer  can  recommend  this  gripping  story 
to  all  who  fear  insanity  or  become  involved  in  some 
emotional  or  mental  difficulty. 

William  E.  McCullough 

The  Driving  Forces  of  Human  Nature  and  Their 
Adjustment.  An  Introduction  to  the  Psychology 
and  Psychopathology  of  Emotional  Behavior  and 
Volitional  Control.  By  Dom  Thomas  Verner  Moore, 
M.D.  Octavo  of  461  pages,  illustrated.  New 
York,  Grune  & Stratton,  1948.  Cloth,  $6.50. 

The  Driving  Forces  of  Human  Nature  is  a deep 
study  of  the  fundamental  forces  which  activate  and 
control  the  thoughts,  emotions,  development, 
dreams,  neuroses,  desires,  defense  mechanisms,  will, 
voluntary  and  involuntary  actions,  and  the  adjust- 
ment of  people  in  their  relations  to  their  homes,  to 
other  people,  and  to  the  rest  of  the  world. 

It  deals  with  the  adjustments  which  are  needed  be- 
tween nations  in  order  to  secure  a well-ordered  social 
economy,  not  only  in  one’s  own  country  but  also  in 
relations  with  all  others. 

In  the  last  chapter  man’s  relation  to  God  is  dealt 
with  as  a basic  requirement  for  peace  for  the  indi- 
vidual, for  the  country,  and  for  the  world  at  large. 

Arthur  D.  Jaques 

Medical  Symphony.  A Study  of  the  Contribu- 
tions of  the  Negro  to  Medical  Progress  in  New  York. 

By  Gerald  A.  Spencer,  M.D.  Octavo  of  120  pages, 
illustrated.  New  York,  The  Author,  1947.  Cloth 
$3.50. 

This  study  of  the  contributions  of  the  Negro  to 
medical  progress  in  New  York  is  a factual  and  reli- 
able treatise  of  the  accomplishment  of  the  Negro 
physician  in  all  branches  of  medicine  from  the  period 
of  the  reconstruction  following  the  Civil  War  to  the 
present.  The  author  has  woven  the  personalities 
and  contributions  made  by  the  Negro  professionals 
in  the  City  of  New  York  into  a medical  symphony 

[Continued  on  page  1228] 
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THE  MAPLES,  inc. 


An  exclusive  rot  hom*  tor  Invalids,  convalescents  and  chronic  cases.  Also  postoperative,  special  diets  and 
body-building  cases.  Efficient  day  and  night  nursing.  Resident  physician.  Six  acres  o>  beautiful  land- 
scaped lawns. 


MRS.  M.  K.  MANNING,  Supt. 
OCEANSIDE,  L.  I. 

Tel.:  Rockville  Centre  3660 


fates:  S35.00  to  S65.00  weekly 
Private  and 
Semi-Private  Rooms 


J 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


‘INTERPINES’ 

Goshen,  N.  Y. 

• Phone  117 

Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 


FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Char# . 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


HOLBROOK  MANOR  NSNEG 

Five  Acres  of  Pincwoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medicel  Director:  O.  L,  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4175 
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of  integrated  medical  progress.  It  covers  medicine 
in  all  its  branches,  including  public  health,  den- 
tistry, pharmacy,  and  nursing.  It  is  a very  refresh- 
ing and  instructive  book  for  all  those  interested  in 
interracial  problems  and  will  greatly  help  to  clear  up 
many  misunderstandings  and  prejudices. 

Thomas  B.  Wood 

The  Clinical  Examination  of  the  Nervous  System. 

By  G.  H.  Monrad-Krohn,  M.D.  Eighth  edition. 
Duodecimo  of  380  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  1947.  Cloth,  $4.50. 

This  excellent  manual  has  been  a guide  to  students 
of  neurology  for  years.  The  principal  change  in  the 
present  edition  is  the  addition  of  an  exposition  of 
angiography.  These  new  photographs  are  excellent 
and  form  a proper  supplement  to  the  illustrations  of 
pneumoencephalography.  To  those  unfamiliar  with 
this  volume  it  can  be  stated  that  here  can  be  found  a 
clear  and  authoritative  description  of  the  neurologic 
examination  with  practical  interpretations  of  the 
resulting  material.  Arthur  J.  Lapovsky 

The  Medical  Clinics  of  North  America.  New 
York  Number.  May,  1948.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1948.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $16.00  net; 
paper,  $12  net. 

It  is  difficult  to  pick  out  the  best  contributions  in 
this  excellent  volume  on  neurology  and  psychiatry. 
Outstanding  are  Headache,  by  Kunkle  and  Wolff, 
Anxiety  States,  by  Rennie,  and  a magnificent  paper 
by  Dattner  of  Bellevue  on  Neurosyphilis.  Once 
again  this  book  is  highly  recommended. 

Andrew  Babey 

The  Battle  of  the  Conscience.  A Psychiatric 
Study  of  the  Inner  Working  of  the  Conscience.  By 

Edmund  Bergler,  M.D.  Octavo  of  296  pages. 
Washington,  D.C,  Washington  Institute  of  Medi- 
cine, 1948.  Cloth,  $3.75. 

The  Battle  of  the  Conscience  is  an  analysis  of  the 
problems  facing  individuals  and  peoples  as  to  the 
right  and  wrong  method  of  living  and  the  facing  of 
the  problems  of  life  with  regard  to  that  “still  small 
voice,”  called  conscience.  One  may  try  to  ignore 
the  existence  of  a conscience,  but  it  is  always  present  . 
If  it  is  properly  recognized  and  conscientiously  lived 
up  to,  one  cannot  help  but  live  a sane  and  happy 
life.  Dr.  Bergler 's  analysis  gives  one  an  excellent 
guide  to  follow.  Arthur  D.  Jaques 

Treatment  of  Heart  Disease.  By  William  A. 

Brams,  M.D.  Octavo  of  195  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Cloth, 
$3.50. 

This  is  a satisfactory  treatise,  modestly  priced  for 
general  practitioners,  on  the  treatment  of  heart  dis- 
ease. It  is  not  complete  enough  for  specialists  or 
even  for  those  who  have  one  of  the  larger  standard 
texts  devoted  to  the  heart.  Even  within  its  limited 
scope,  a serious  omission  is  the  failure  to  include  a 
detailed  salt-free  diet.  Milton  Plotz 

Nuremberg  Diary.  By  G.  M.  Gilbert,  Ph.D. 
Octavo  of  471  pages.  New  York,  Farrar,  Straus  & 
Co.,  1947.  Cloth,  $5.00. 

Prison  psychologist  of  the  Nuremberg  jail,  G.  M._ 
Gilbert,  had  the  opportunity  to  watch  and  record  the 
personal  disintegration  of  the  Nazi  overlords.  He 
reports  Goering’s  grandiose  poses,  the  hypocrisy  of 
Von  Ilibbentrop,  Schacht’s  air  of  innocence,  and  the 
story  of  Hess’  amnesia.  He  exposes  their  attitude 
toward  Hitler  and  the  feuding  among  themselves. 


[N.  Y.  State  J.  M.  1 

Gilbert’s  understanding  of  the  German  language,  free 
access,  and  intimate  relationship  qualified  him  to  ^ 
write  the  story  of  the  Nuremberg  trial. 

His  report  is  truly  narrative,  boring,  and  repeti- 
tious in  spots,  but  on  the  whole,  extremely  interest-  1 
'nS-  William  E.  McCullough 

Congenital  Malformations  of  the  Heart.  By  ’ 

Helen  B.  Taussig,  M.D.  Quarto  of  618  pages,  illus-  j 
trated.  New  York,  Commonwealth  Fund,  1947. 
Cloth,  $10. 

This  is  a most  needed  up-to-date  book  on  Con- 
genital Malformations  of  the  Heart.  The  author  has 
spent  many  years  studying  the  methods  of  diagnosis 
of  these  conditions.  Careful  classification  has 
rendered  proper  treatment  of  anomalies. 

Thurman  B.  Givan 

Psychobiology  and  Psychiatry.  A Textbook  of 
Normal  and  Abnormal  Human  Behavior.  By 

Wendell  Muncie,  M.D.  Second  edition.  Octavo 
of  620  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1948.  Cloth,  $9.00. 

In  this  volume  the  author  has  given  us  an  exposi- 
tion of  the  teachings  of  the  psychobiological  school 
as  modified  by  his  own  experience.  A large  portion 
of  the  book  develops  a plan  for  investigation  and 
understanding  of  the  signs,  symptoms  and  problems 
of  the  psychiatric  patient. 

There  is  much  wisdom  and  a lack  o f cryptic  termi- 
nology displayed  throughout  even  though  the  diffi- 
cult classification  of  the  Baltimore  school  is  used. 
Students  as  well  as  practitioners  will  profit  markedly 
by  a study  of  this  thoughtful  and  lucid  book. 

Arthur  J.  Lapovsky 

The  Nursing  of  Tuberculosis.  By  O.  V.  Buxton  I 
S.R.N.,  and  P.  M.  Maculloch  Mackay,  S.R.M.N. 
Illustrated  by  Nora  Lewis,  S.R.N.  Duodecimo  of  j 
124  pages,  illustrated.  Bristol,  John  Wright  & 
Sons,  Ltd.  (Baltimore,  Williams  & Wilkins  Co.), 
1947.  Cloth,  $2.00. 

This  excellent  book  on  tuberculosis  covers  every  j 
phase  of  the  disease  which  nurses  must  consider. 
Importance  is  given  to  care  of  patient  and  psycho- 
logic aspects  of  the  disease. 

The  book  is  well  organized,  and  important  words 
and  titles  are  in  special  type. 

This  book  should  be  placed  in  the  hands  of  student  I 
nurses  and  all  graduate  nurses  taking  care  of  tubercu- 
lar patients  and  should  be  available  in  all  institu- 
tions in  which  tubercular  patients  are  treated. 

Marie  M.  Behlen 

Vitamine  und  Vitamintherapie.  By  Emil  Abder- 
halden,  M.D.,  and  Georges  Mouriquand,  M.D. 
Octavo  of  408  pages,  illustrated.  Bern,  Switzer-  ^ 
land,  Medizinischer  Verlag  Hans  Huber,  1948. 
Board,  28  Fr. 

This  book  is  an  interesting  publication,  in  which  I 
two  authors  write  about  the  same  subject  in  their  I 
different  but  very  pertinent  and  characteristic  ways,  fl 
Both  cover  approximately  the  same  number  of  pages.  1 
Abderhalden  presents  a perfect  up-to-date  de-  I 
scription  of  our  knowledge  in  experimental  vitamin 
research,  and  Mouriquand  adds  the  clinical  experi-  ] 
ences  in  vitamin  deficiencies  and  therapy.  The  lat- 
ter stresses  the  etiology  by  dividing  the  deficiencies  ; 
into  Exokarenz,  Enterokarenz,  and  Endokarenz. 
He  also  describes  the  phenomenon  of  paravitamino- 
sis  and  the  manifestations  of  hypervitaminosis.  The 
book  is  very  technical  and  somewhat  difficult  to  j 
read,  but  it  is  an  excellent  reference  book  and  as  such  I 
it  is  to  be  highly  recommended. 

Max  G.  Berliner 
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CHARLES  B.  TOWNS  HOSPITAL 

ESTABLISHED  1901 

FOR  ALCOHOLISM,  NARCOTIC,  AND  BARBITURATE  ADDICTIONS  exclusively 

The  Towns  Treatment  for  alcoholism  is  a medical  and  psychiatric  procedure.  Restoration  of  normal 
physical  functioning  is  the  first  objective.  This  makes  possible  a more  rapid  approach  to  the 
ALCOHOLIC  PROBLEM  itself  and  to  its  varied  psychiatric  manifestations. 

The  Towns  Treatment  for  the  varied  drug  addictions  accomplishes  a rapid  but  humane  withdrawal. 

It  is  effective  in  reducing  the  intensity  of  the  withdrawal  syndrome.  The  psychological  phase  of  the 
habit  receives  individualized  psychiatric  attention  in  an  effort  to  minimize  relapse. 

Patients  are  assured  complete  privacy  if  desired.  Length  and  cost  of  treatment  are  predetermined. 
Physicians  and  psychiatrists  in  residency.  Trained  nursing,  physio  and  hydrotherapy  staff. 

Literature  on  request 

W.  D.  Silkwokth,  Medical  Supt.  Edward  B.  Towns,  Director 

293  CENTRAL  PARK  WEST  • NEW  YORK  24,  N.  Y.  • SChuyler  4-0770 

Member  American  Hospital  Association.  Our  ad  also  appears  in  the  JAMA  and  other  leading  medical  journals. 


TWIN  ELMS 


A Modern 

Psychiatric  Hospital  Unit 
Selected  drugand  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M D.,  i4ssf.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


THE  1949  MEDICAL  DIRECTORY  IS  NOW  READY 
GET  YOUR  COPY  BEFORE  THE  SUPPLY  IS  EXHAUSTED 


* 36,798 

* 2,119 

* 9,201 

* 10,576 


Physicians 
New  Names 
New  Locations 

Other  Necessary  Changes  you  will  want  to 
know. 


Fill  in  coupon  below — Make  checks  payable  to: 


Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue  New  York,  17,  N.  Y. 

Remittance  enclosed  for  ( ) copies 

Price  $15.00  per  volume  plus  2%  Sales  Tax  in  New  York  City. 
Name 


Address 


City  and  State 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  MAY  15,  1949—22,226 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

. Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 

H.  C.  Hagaman. . .Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

W.  B.  Rawls New  York 

J.  A.  D’Errico . . Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

R.  S.  Cleaver Brewster 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

G.  G.  Stone Suffern 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth . . . Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron . . . .• Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts vi lie 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


T reasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  II.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers.  . . .Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill...  Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge.  . . .Rochester 
Harry  Lehman ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor  2 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz. . . .Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield.  .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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REAL  ESTATE  AND  BUSINESS  OPPORTUNITIES  CLASSIFIED 


FOR  SALE 


Modern  Hospital  in  Texas,  Twenty-two  rooms  with  three 
baths.  Drs.  offices  in  building  all  fully  equipped.  Ten 
room  frame  annex  with  two  baths  suitable  for  two  apart- 
ments Owner  retired  in  Feb.  Address  Dr.  A.  A.  Speegle 
Palestine,  Texas. 


OFFICE  AVAILABLE 


Hempstead,  L.  I.,  ideal  location,  attractively  decorated, 
ground  floor,  reasonable  rent,  furniture  and  equipment  also 
for  rent  or  sale,  phone  Baldwin  3-8163. 


SELL  OR  RENT 


9 Room  Frame  House.  Will  sell  or  rent  any  portion. 
Luxurious  rooms  and  grounds  in  Excellent  Flushing  Com- 
munity. Principals  only.  Ra.  8-7029. 


ROCHESTER  N.  Y.,  Doctor’s  office-residence.  Located  on 
State  highway  in  exclusive  East  side  residential  section.  4 
room  modern  office  suite,  private  entrance,  lab  and  lavatory, 
attached  to  attractive  4 bedroom  residence.  1J  baths,  oil 
heat,  blacktop  drive,  parking.  Perfect  location-near  Hos- 
pitals. $20,000.  Write  owner.  C.  E.  MacQueen,  1551 
Monroe  Ave. 


FOR  SALE 


General  Practice  at  Utica,  N.  Y.  Hamilton  Equipment, 
drugs,  records.  Only  price  of  equipment  wanted.  Entering 
specialty.  Write,  Box  294,  N.  Y.  St.  Jr.  Med. 


FOR  SALE— RETIRING 


Well  established  practice,  nine  room  private  house,  includ- 
ing offices,  2 car  garage,  located  at  2387  Davidson  Ave., 
New  York  City.  Office  equipment  and  furniture  optional 
with  buyer.  Hospitals  available,  terms  arranged.  Box  297, 
N.  Y.  St.  Jr.  Med. 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U.  S.  Pat 
Office);  gummed  Sap  dispensing  envelopes;  gummed  bottle 
labels;  preacripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request  Write- 
The  Medico  Press,  Millerstown,  Pa. 


FOR  SALE 


Short  Wave  Diathermy  with  arms  and  accessories.  Four 
years  old,  excellent  condition.  Write  Box  301,  New  York 
State  Journal  of  Medicine,  or  Phone  Gramercy  3-0630. 


FOR  RENT 


Jackson  Heights,  82nd  St.  Three  room  apartment  for 
professional  use  only.  Box  298,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


3 Room  Apartment,  Suitable  for  doctors  office.  Crown 
Heights  Section.  Ask  Philip  Solomon,  462  Ashford  St. 
Tel.  Taylor  7-8308. 


FOR  RENT 


120  East  82  St.,  New  York  City  apartment  suitable  doctor 
or  dentist  5 rooms,  kitchenette,  bathroom  washroom.  Call 
Te  8-6351  weekdays. 


FOR  SALE 


Rare  opportunity.  Brooklyn  Urologist  leaving  state.  Fine 
home  and  offices  including  long-established  practice.  Ex- 
cellent location  near  all  transportation.  Price  reasonable. 
306  Park  Place.  Tel.  Sterling  3-3131. 


FOR  SALE 


Good  opportunity  to  establish  practice  also  suitable  house 
and  office  for  full  information  address  Box  303,  N.  Y.  St.  Jr. 
Med. 


WANTED 


Ophthalmologist,  American  Board,  desires  association  or 
partnership  with  another  established  ophthalmologist  or  a 
group.  Long  Island  preferred.  Box  300,  N.  Y.  St.  Jr. 
Med. 


Are  you  a qualifying  Pediatrician  or  well  rounded  Practi- 
tioner? You  are  offered  unbelievable  opportunity-fully 
equipped-established  practice-ideal  location.  Living  quarters. 
Will  introduce.  Suburb  New  York  City.  Box  296,  N.  Y.  St. 
Jr.  Med. 


AUTHORS  ATTENTION 


Expert  re-writing,  revision,  editing  and  typing  of  your 
manuscript,  short  or  long.  Excellent  medical  references. 
Try  me.  Write  Box  299,  N.  Y.  St.  Jr.  Med. 
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BREON 


double 

deficiency 

"Predisposed  to  Abortion”  describes 
women  who  habitually  abort  because  of 
ovarian  hormonal  deficiencies.  Most  spon- 
taneous abortions  are  preceded  by  low 
estrogen  and  pregnandiol  levels  indicating 
that  the  corpus  luteum  or  chorioplacental 
system  is  not  producing  enough  estrogen 
and  progesterone  to  maintain  pregnancy.1 

Often  in  cases  of  this  kind  the  woman 
can  become  a mother  if  Estrogen- 
Progesterone  Solution  is  used  to 
correct  the  DOUBLE  DEFICIENCY. 
Estrogen -Progesterone  is  also  useful 
in  rapid  treatment  of  secondary 
amenorrhea.2  (Zondek  technique.) 

1.  Vaux,  H.  W.,  and  Rakoff,  A.  E. : Am.  J. 
Obst.  & Gynec.,  50:353,  Oct.  1945. 

2.  Zondek,  B.:  J.A.M.A.,  118:705,  Feb.  28,  1942. 


Estrogen-Progesterone  Solution 
contains  per  cc.  of  oil:  20,000 
I.U.  Natural  Estrogens,  10  mg. 
Progesterone. 


SUPPLIED  IN  S cc.  VIALS 


Georqe  A. 


Breon  Company 
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More  than 


When  100  or  more  grams  of  pro- 
tein per  day  must  be  administered 
to  a critically  ill  or  convalescent 
patient,  taste  and  bulk  are  real 
problems. 

Essenamine  is  an  essentially  taste- 
less protein  concentrate.  In  virtually 
pure  form,  adaptable  to  any  type  of 
diet,  Essenamine  supplies  large 
quantities  of  the  needed  amino 
acids.  May  be  administered  in  milk, 
broths,  fruit  and  vegetable  juices, 
meat  loaf,  baked  goods,  custards, 
ice  cream,  etc. 

The  required  amount  of  Essena- 
mine should  be  mixed  with  a small 
amount  of  cold  water  to  form  a 
smooth  paste;  then  add  liquid  or 
other  ingredients  gradually. 


. . . high  concentration  of  protein 
. . . minimum  bulk 

. . . tasteless  . . . bland  . . . unflavored 

Supplied  in  7 Vi  and  14  oz.  jars. 


Write  for  Recipe  Book: 
Specify  number  desired. 


Essenamine.  trademark  reg.  U.  S.  & Canada 
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THE 


CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 

^ THE  CLINIC  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  hematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
tor  general  surgery  and  the  various  surgical  specialties.  Lab* 
oratory  sections  are  maintained  for  radiology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

4 REST , RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical  ■ 
equipment  and  superb  location  offer  the  combined  advantages  ! 
of  a medical  center  and  rural  Spa. 

ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


A REALLY  DELICIOUS  STOUT 


...WITH  SPECIAL  QUALITIES 


★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 
MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 


Write  for  free  samples  and  descriptive  literature 

The  Original  & Genuine 

MACKESON’S  MILK  STOUT 


Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  & Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 
- » — - -* 


• In  a recent  coast -to-eoast  test, 
.hundreds  of  men  and  women 
smoked  Camels — and  only  Camels 
— for  thirty  consecutive  days. 
They  smoked  on  the  average  of 
one  to  two  packages  of  Camels  a 
day.  Each  week  during  the  entire 
test  period,  the  throats  of  these 
Camel  smokers  were  examined  by 
throat  specialists.  A total  of  2,470 
careful  examinations  were  made. 
And  after  correlating  these  case 
histories,  the  throat  specialists 
reported 


“NOT  ONE  SINGLE  CASE  OF  THROAT 
IRRITATION  due  to  smoking  CAMELS.” 


MONEY- BACK  GUARANTEE! 

Try  Camels  and  test  them  as 
you  smoke  them.  If,  at  any 
time,  you  are  not  convinced 
that  Camels  are  the  best  cig- 
arette you've  ever  smoked, 
return  the  package  with  the 
unused  Camels  and  you  will 
receive  its  full  purchase  price, 
plus  postage.  ( Signed ) R.  J. 
Reynolds  Tobacco  Co., 
Winston-Salem.  N.  C. 


According  to  a Nationwide  survey: 

More  Doctors  Smoke  CAMELS 

than  any  other  cigarette 


When  three  leading  independent  research  organizations 


asked  113,597  doctors  what 
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cigarette  they  stridjled. 


BO-DAY  SMOKING  TEST 


r HRO AT  SPECIALISTS  PROVE 

CAMEL  MILDNESS  IN 
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Chloral  hydrate,  used  in  medicine  since  1869.  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 

‘N.N.R..  1947,  p.  398. 

^Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  (714  gr.);  Calcium  Bromide, 
0.5  Gm.  (714  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 


Available  in  8 fluidounce  bottles. 

Adult  Dose:  As  a sedative:  14  to  1 teaspoonful  with  ivater, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime , or  as  directed. 
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APPROVE  ITS  DESIGN 
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THE  L-F  MODEL  SW-22 7 
DIATHERMY 

Used  and  preferred  by  more  physicians 
and  hospitals  than  any  other  frequency- 
controlled  apparatus.No  limit  to  its  useful- 
ness. Uses  all  accepted  types  of  applicators. 


^ Write  for  Bulletin  No.  D-I 
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BAXTER 

Protein  ffydro/ysate  ffoxtei1 


, V',i  - . . >•- 

^Protein  Hydrolysate  w/v,  5% Dextrose  #v 
w «*d  7.5%  Akoholv/v  in  Water 


•OHOJ  non  UOv  I »OOM  »*«««»•• 
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Sedation 


Many  investigators  have  reported  the  value 
of  parenteral  alcohol  in  operative  cases  as 
a sedative  and  analgesic,  substituting  for 
opiates  and  so  eliminating  undesirable  side 
effects.  In  introducing  this  solution  of  5% 
Protein  Hydrolysate  w/v,  5%  Dextrose  w/v, 
and  7.5%  Alcohol  v/v,  Baxter  Laboratories  offer 
a single  solution  which  provides  protein 
nourishment,  caloric  value  and  sedation. 

protein  and 


product  of 

BAXTER  Laboratories 
Morton  Grove,  Illinois 
Acton,  Ontario 


caloric 

requirements 

with  minimum  fluid  infusion  In  many  cases  where 
nutrition  must  be  provided  parenterally, 
it  has  been  difficult  to  provide  sufficient 
calories  without  too  much  fluid.  In 
addition  to  its  analgesic  value,  this  solution 
provides  a richer  available  source  of  energy 
than  dextrose  and  protein  digest  solutions. 
Each  1000  cc.  provides  800  calories. 


Write  today  for 
16-page  booklet 
giving  detailed 
information 
on  Protein 
Hydrolysate, 
Baxter. 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  » MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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ANEMIA 
IS  LIKE 

A FOREST  FIRE 


IT  ISN’T  ALONE  THE  LOSS  OF  TIMBER  BUT  THE  AFTER-EFFECTS  THAT 
HURT.  Q SO  WITH  HYPOCHROMIC  STATES  OR  HEMATOPOIESIS  — 
WHILE  FERROUS  SULFATE  CAN  RESTORE  THE  HEMOGLOBIN  LEVEL, 

THE  VITAMIN  DEFICIENCIES,  ACHLORHYDRIA  AND  ANOREXIA  REMAIN 
UNLESS  TREATED  WITH  A BALANCED  PREPARATION. 

Watch  out  for  those  secondary  effects  in  the  secondary  anemias 

HEPTUNA  with  folic  acid 

meets  all  these  needs  in  a single  capsule.  Study  the  formula.  Clinical 
observation  shows  Heptuna  with  Folic  Acid  brings  a rapid  hemoglobin 
regeneration,  change  in  the  hematopoietic  picture  and  relief  of 
secondary  effects  with  a minimum  of  digestive  reactions. 


ALL  IN  ONE  CAPSULE 

Folic  Acid 1.7  mg. 

Ferrous  Sulfate  U.S.P.  4.5  Qrains 

Vitamin  A (Fish-Liver  Oil)  . . . 5,000  T I.S.P.  Units 

Vitamin  D (Tuna-Liver  Oil)  . . . 500  T I.S.P.  Units 
Vitamin  B,  (Thiamine  Hydrochloride)  ...  2 mg. 

Vitamin  B,  (Riboflavin) 2 mg. 

Vitamin  Bc  (Pyridoxine  Hydrochloride)  . . 0.1  mg. 

Calcium  Pantothenate  . 0.333  mg. 

Niacinamide to  mg. 

Together  with  other  B- complex  factors  from  liver  and  yeast 


ONE  OF  THE  ROERIG  BALANCED  FORMULAE 


Originators  of  Heptuna  • Darthronol  • OBron 

J.  B.  ROERIG  AND  COMPANY 

S 3 6 LAKE  SHORE  DRIVE  * CHICAGO  11,  ILLINOIS 
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GREATER  FALL 
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Of  the  many  drugs  used  to  lower 
arterial  pressure  in  hypertension,  , 
veratrum  viride  Biologically 
Standardized  (in  CRAW  UNITS*) 
produces  the  greatest  fall  in  blood 
pressure  in  the  greatest  number 
of  patients. 

VERATRITE  represents  a practical  * 
modification  of  this  effective  hypo- 
tensive drug  for  everyday  man- 
agement of  the  mild  and  moderate 
cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of 
therapeutic  safety  and  complete 
simplicity  of  administration  are 
specific  advantages  of  Veratrite 
therapy.  Each  Veratrite  Tabule 
contains:  Biologically  Standard- 
ized veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain; 
phenobarbital  !4  grain.  Samples 
and  literature  on  request. 

*a  research  development  of  the  Irwin* 
Neisler  Laboratories 

IRWIN,  NEISLER  & COMPANY 
■ DECATUR  ILLINOIS 

Veratrite 
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is  pleased  to 
announce  that 
it  has  made 
available 
for  use  in  the 
treatment  of 

PSORIASIS 


SEVINON 


specially  purified 

undecylenic  acid  for 
oral  administration 


Attention  has  recently  been  drawn  to  '‘an  interesting  approach”1  to  the  control  of 
psoriasis  and  neurodermatitis.  Perlman2  has  reported  that  following  the  oral  use  of 
undecylenic  acid,  psoriasis  was  relieved  completely  in  3 out  of  17  patients,  and  was 
partially  relieved  in  the  remainder.  “Relief  of  itching  is  sometimes  noticed  as  early  as 
two  days  after  institution  of  treatment  . . . undecylenic  acid  seems  to  hold  a great 
deal  of  promise  in  the  improvement  and  possible  prevention  of  recurrences  of  psoria- 
sis and  neurodermatitis.”2 

Sevinon*  is  available  in  gelatin  capsules  containing  0.44  Cm.  undecylenic  acid, 
highly  purified  for  oral  use.  The  dosage  employed  by  Perlman2  corresponds  to  5 to  6 
capsules  three  times  daily  by  mouth,  continued  in  some  cases  for  as  long  as  six  months. 


1.  Undecylenic  Acid  and  Psoriasis,  editorial,  J.A.M.A.  139:460,  1949. 

2.  Perlman,  H.  H.:  J.A.M.A.  139:444,  1949. 

•Sevinon  trade-mark  of  Schering  Corporation 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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- for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 1 0 % aqueous  solution  (I  J/2  grains  per  cc.) 
AMPULES  - I cc.  (U/2  grains  Octin  hydrochloride.) 

Octin  fmethylisooctenylamine)  Trade  Mark  Bilhuber. 

BILHUBER-KNOLL  CORP.,  ORANGE,  N.  J. 
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The  magic  wall 


Nowhere  in  the  realm  of  biology 
exists  so  highly  specialized  and  so 
biologically  efficient  a membrane  as 
the  mucosa  of  the  human  intestinal 
tract.  Within  this  mucous  membrane, 
about  five  millimeters  thick,  there 
take  place  the  most  intricate  bio- 
chemical reactions  designed  to  fa- 
cilitate absorption  of  the  products 
of  digestion. 

Research  upon  the  fundamental 
aspects  of  hemopoiesis  has  gone  for- 
ward steadily  at  Lederle  for  more  than 

*REO.  U.  S.  PAT.  OFF. 

LEDERLE  LABORATORIES 


20  years.  Liver  extract,  FOLVITE* 
Folic  Acid,  vitamins,  combinations 
with  ferrous  iron,  and  such  products 
of  nutritional  value  in  tissue  repair 
as  amino  acids,  have  been  made 
available  as  rapidly  as  they  could 
be  perfected. 

Lederle  research  is  proceeding  actively 
in  the  field  of  the  nutritional  anemias, 
to  the  end  that  these  almost  com- 
pletely preventable  diseases  may  one 
day  essentially  disappear  from  daily 
clinical  practice. 
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Dedicated  to  service — in  the  name  Mercy 
And  the  common  brotherhood  of  man. 


PHILIP  MORRIS  & COMPANY 


■j  PHILIP  MORRIS  will  be  happy  to  send  you  a handsomely  printed  and  illuminated  copy  of  this 
'd^  tribute,  suitable  for  framing.  Please  make  your  request  on  your  professional  stationery. 
* Address  Research  Dept..  PHILIP  MORRIS  & CO.,  LTD.,  INC.  119  Fifth  Ave..  New  York  3.  N.  Y. 


what  Pragmatar’s  special  base 
means  to  you 

Pragmatar’s  superior  oil-in-water 
emulsion  base  helps  make  it  the  outstanding 
tar-sulfur-salicylic  acid  ointment. 

Because  of  this  special  base,  Pragmatar 
mixes  readily  with  the  skin’s  oily  mantle 
and  with  serous  exudate.  The  therapeutically 
active  agents  come  into  intimate  and 
prolonged  contact  with  the  lesion.  Pragmatar, 
furthermore,  is  non-gummy  and  non-staining; 
easy  to  apply  and  easy  to  remove. 


Smith.  Kline  & French  Laboratories, 


Philadelphia 

Formula:  cetyl  alcohol-coal  tar 
distillate,  4%;  near-colloidal 
sulfur,  3%;  salicylic  acid,  3%. 
Available  in  Wz  oz.  jars. 


Pragmatar 


highly  effective  in  an  unusually 
wide  range  of  common  skin  disorders 
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lastishield 
technic  of 
aseptic  breast  care 
approved  by 
nursing  mothers 


The  new  Plastishield  technic  of  postpartum  breast  care  is 
well  liked  by  patients.  This  fact  is  borne  out  by  the  re' 
ports  summarized  below: 

50  patients  6 weeks  to  6 months  postpartum  replied  to  a 
questionnaire  as  follows:1 

1 . Are  Plastishields  comfortable  to  wear? 

YES  90%  NO  10% 

2.  Do  Plastishields  prevent  soiling  of  clothes  by  milk 
leakage? 

YES  88%  NO  12% 

3.  Do  Plastishields  prevent  nipple  irritation? 

YES  98%  NO  2% 

1,000  patients  in  5 hospitals  answered  the  same  questions 
as  follows:2 

QUESTION  #1  YES  91%  NO  9% 

QUESTION  #2  YES  75%  NO  25% 

QUESTION  #3  YES  98%  NO  2% 

Thus  it  will  be  seen  that  Plastishields  encourage 
breast  feeding  because  they: 

1.  Protect  the  nipple  and  areola  from  sore- 
ness  and  fissuring 

2.  Are  conveniently  and  comfortably  worn 

3.  Are  characterized  by  greater  cleanli'  ^ 
ness  than  other  methods 


Plastishield,  me. 

MINNEAPOLIS,  MINNESOTA 

1.  McKenzie,  C.  H.:  The  Use  of  Plastic  Nipple 
Shields  for  the  Lactating  Breast,  Journal-Lan- 
cet, 68: 199  (May)  1948. 

2.  Abramson,  M .:  Breast  Feeding  the  Newborn, 
Glen.  Practice  Clinics,  (Oct.)  194/,  p.  318. 
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Chlorophyll  therapy  in  127  cases  of 
chronic  osteomyelitis  and  ulcers 

Excerpts  from  a clinical  report  C1)  on  an  investigational  study,  pub- 
lished in  the  American  Journal  of  Surgery,  77:162,  1949. 

This  report  is  one  of  an  extensive  series  of  carefully  supervised 
studies  on  the  wound  healing  effectiveness  of  Chloresium. 


• This  synopsis  is  designed  to  give  physi- 
cians a brief,  convenient  summary  of  the 
clinician’s  experience  with  Chloresium 
chlorophyll  therapy.  It  quotes  his  reasons 
for  choosing  this  method  of  treatment . . . 
his  results  in  various  types  of  cases  . . . 
and  his  evaluation  of  chlorophyll  therapy, 
including  his  follow-up  observations, 
eighteen  or  more  months  after  treatment. 
i1)  Original  paper  prepared  by  E.  B. 
Carpenter,  M.  D.,  Department  of  Ortho- 
pedic Surgery,  Medical  College  of  Vir- 
ginia Hospital,  Richmond,  Va. 


Why  chlorophyll  therapy  was  employed 

“.  . . The  action  of  chlorophyll  as  a thera- 
peutic agent  is  essentially  that  of  a stim- 
ulant to  cellular  metabolism. 

“Because  of  disappointments  and  failures 
to  obtain  early  healing  in  chronic  granu- 
lomatous processes  by  the  usual  classical 
procedures,  and  with  an  increasing  number 
of  enthusiastic  reports  relative  to  chloro- 
phyll preparations,  in  recent  literature,  the 
writer  was  stimulated  to  investigate  these 
(Chloresium)  preparations  clinically  in  a 
carefully  selected  and  controlled  series  . . . 

How  the  cases  were  selected 

“The  cases  chosen  for  this  investigation 
were  carefully  selected  from  a busy  ortho- 
pedic service  in  a prominent  teaching  hos- 
pital. The  cases  selected  were  in  each  instance 
chosen  by  the  writer  and  followed  person- 
ally throughout  their  course  of  treatment 
and  follow-up  . . . 

“The  period  covered  in  this  clinical  study 
was  nine  months:  (See:  “Follow-up  Observa- 


tions” for  final  conclusions);  127  cases  were 
selected  and  treated  during  this  period  . . . 

“The  chlorophyll  preparations*  used  were: 
(1)  water-soluble  active  chlorophyll  deriva- 
tives in  isotonic  solution;  (2)  water-soluble 
chlorophyll  derivatives  in  a hydrophylic 
ointment  base;  (3)  chlorophyll-penicillin  so- 
lution containing  2,000  units  of  penicillin 
per  cc.  of  water-soluble  chlorophyll  deriva- 
tives; (4)  fine  mesh  gauze  impregnated  with 
water-soluble  chlorophyll  derivative  oint- 
ment. 

Results  in  59  cases  of  chronic  suppurative 
osteomyelitis  in  which  surgical  intervention 
was  held  necessary 

. . Fifty-six  healed  per  primum  following 
the  delayed  closure  and  have  remained 
healed  without  evidence  of  recurrence  of 
infection  or  breakdown  of  the  wound.  One 
patient  developed  several  small  subcutane- 
ous abscesses  following  the  delayed  closure, 
necessitating  incision  and  drainage  of  the 
abscesses.  Two  wounds  failed  to  heal  follow- 
ing the  delayed  closure  and  continued  to 
drain . . . 

Results  in  25  cases  of  subacute 
or  chronic  suppurative  osteomyelitis 
secondary  to  compound  fractures 

“.  . . skin  defects  were  covered  and  the 
wounds  healed  in  twenty-three  instances. 
The  two  other  wounds  broke  down  following 
skin  grafting  and  required  additional  skin 
grafting  or  plastic  closures  . . . 

“Following  the  start  of  chlorophyll  dress- 
ings, the  rapid  disappearance  of  the  foul 
odors  associated  with  these  cases  was  very 
marked  in  every  instance  and  was  most 
gratifying  to  both  the  patient  and  to  the 
others  on  the  wards. 


*The  water  soluble  chlorophyll  derivative  preparations  used 
in  this  study  were  generously  supplied  by  Rystan  Company, 
Inc.,  Mt.  Vernon,  N.  Y.,  and  are  marketed  commercially 
under  the  trade  name  “Chloresium.” 
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Results  in  22  cases  of  chronic 
granulomatous  wounds 

“The  group  of  chronic  granulomatous  le- 
sions not  associated  with  underlying  bony 
infection  consisted  principally  of  decubitus 
ulcers.  Nine  such  ulcers  were  on  paraplegic 
patients  and  the  results  here  were  most 
gratifying.  Early  erradication  of  gross  in- 
fection, early  appearance  of  healthy  granu- 
lation and  progressive  epithelization  of  these 
decubiti  were  marked  in  every  instance. 
Every  patient  selected  in  this  group  had 
been  treated  previously  with  various  local 
ointments  and  solutions  with  uniformly  poor 
results  ...  Of  the  total  group  of  twenty-two 
cases,  failure  to  obtain  healing  occurred  in 
six  instances. 

Results  in  6 cases  of 
chronic  varicose  ulcers 

. . diminution  in  the  size  of  the  ulcer 
occurred  in  every  instance  within  two  weeks 
and  complete  epithelization  was  obtained 
in  four  instances  ...  in  each  case  selected 
very  definite  improvement  occurred  with 
chlorophyll  ointment  although  previously 
the  ulcers  had  been  resistant  to  all  types  of 
treatment. 

CONCLUSIONS 

• 

“In  the  treatment  of  chronic  suppurative 
osteomyelitis,  both  of  hematogenous  origin 
and  secondary  to  compound  fractures,  the 
efficacy  of  chlorophyll  solution  locally  com- 
bined with  adequate  sequestrectomy,  pro- 
duced uniformly  rapid  erradication  of  in- 
fection, early  wound  healing  and  substantial 
evidence  of  clinical  cures,  not  previously 
experienced  in  this  type  of  infection  when 
treated  by  the  usual  time-honored  methods 
of  sequestration  .*.  . 

“Chlorophyll  derivative  preparations  in 
the  treatment  of  decubitus  ulcers,  particu- 
larly in  paraplegics,  demonstrated  tissue- 
stimulating  properties,  with  subsequent  early 
epithelization  not  previously  seen  in  these 
particularly  slow  and  indolent  types  of  ulcer. 

“Chlorophyll  ointment  locally  as  an  ad- 
junct to  treatment  of  varicose  ulcers  pre- 
viously resistant  to  all  forms  of  treatment, 


Chloresium 

REG.  U.S.  FAT.  OFF. 


Therapeutic  chlprophyll  preparations 
Ethically  Promoted 
AT  ALL  LEADING  DRUGSTORES 


demonstrated  remarkable  therapeutic  prop- 
erties in  every  instance. 

Follow-Up  Observations  after  18  Months 

“The  period  of  follow-up  has  not  been  less 
than  eighteen  months  for  any  case  and  on  a 
number  of  cases  two  years  of  observation 
have  been  possible. 

“In  the  group  of  patients  with  chronic 
suppurative  osteomyelitis,  of  whom  fifty- 
four  originally  healed  following  sequestrec- 
tomy and  delayed  primary  closure,  two  have 
developed  recurrence  of  infection  requiring 
additional  surgery  . . . The  remaining  pa- 
tients have  been  clinically  asymptomatic 
with  no  evidence  of  recurrence  of  infection... 

“The  group  of  cases  of  osteomyelitis  fol- 
lowing compound  fractures  has  been  very 
interesting  to  observe.  Of  this  original  group 
of  twenty-four  patients,  additional  surgery 
has  been  necessary  in  six  ...  Of  the  entire 
group  of  eighteen  patients  who  have  not 
required  additional  surgery  there  has  been 
no  evidence  of  recurrence  of  infection  . . . 

“The  group  of  indolent  ulcers  or  decubiti, 
particularly  on  paraplegics,  have  remained 
healed  without  evidence  of  breakdown. 

“The  6 cases  of  varicose  ulcers  have  un- 
fortunately not  been  followed  as  closely  . . . 
Observation  on  three  of  the  most  resistant 
cases  has  been  possible  and  to  date  the 
ulcers  have  remained  healed  without  break- 
down in  two  of  these  cases.  The  remaining 
case  had  a 2 cm.  area  of  breakdown  which 
responded  rapidly  to  chlorophyll  ointment 
pressure  dressings,  with  subsequent  healing. 

“All  of  wounds  (in  the  15  cases  of  chronic 
suppurative  osteomyelitis  of  the  small  bones 
of  the  extremities)  progressed  to  eventual 
healing  without  surgical  intervention  . . . 
follow-up  on  twelve  cases  has  been  obtained 
and  there  has  been  no  recurrence  of  infection 
to  date.” 

Mail  coupon  below  for  the  complete  text  of 
this  clinical  report  and  clinical  samples. 

f 

| RYSTAN  COMPANY,  INC.,  Dept.  SG-4 
| 7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 

J Please  send,  without  obligation,  reprint  of  the 
I clinician’s  paper  on  Chloresium  chlorophyll  therapy 
I and  clinical  samples. 

' 

| Dr 

J Street — 

l 

I City Zone State 
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SULPHUR  WATER  BATHS 

Nauheim  Baths  Steam  Massages 
Inhalation  Therapy 

' RECOMMENDED  FOR 

Arthritis  Sciatica 

Rheumatism  Cardiac  Myalgia 

Neuritis  Nerves 

Hay  Fever  Sinus  Infections 

Popular  priced  hotels  and  boarding  houses 
conveniently  located  near  the  baths  and  springs. 

DR.  L.  O.  WHITE 

Medical  Director 


DOCtOrS — Suggest  this  re- 
nowned Spa  to  your  patients  and  you’ll 
receive  their  profound  thanks  when 
they  return — refreshed,  relaxed,  re- 
habilitated. 

Only  five  hours  from  New  York;  the 
bracing  mountain  air,  famous  springs 
and  skilled  medication  perform  re- 
markable feats  of  healing. 

illAUOX 


springs 

NEW  YORK 
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a product 

with  a wide  range 

of  uses... 

B That  describes  short-ahting  Nembutal,  too, 
a product  with  a wide  range  of  uses.  Clinical 
experience — reviewed  in  over  480  published 
reports  in  the  past  19  years — has  shown  that 
adjusted  doses  of  short-acting  Nembutal  can 
achieve  any  desired  degree  of  cerebral  de- 


sedative 


Cardiovascular 

Hypertension* 1 
Coronary  disease1 
Angina1 

Decompensation 
Peripheral  vascular  disease 

Endocrine  Disturbances 

Hyperthyroid 

Menopause — female,  male 
Nausea  and  Vomiting 

Functional  or  organic  disease  (acute 
gastrointestinal  and  emotional) 
X-ray  sickness 
Pregnancy 
Motion  sickness 

Gastrointestinal  Disorders 

Cardiospasm2 
Pylorospasm2 
Spasm  of  biliary  tract* 

Spasm  of  colon2 
Peptic  ulcer2 
Colitis2 

Biliary  dyskinesia 

Allergic  Disorders 

Irritability 

To  combat  stimulation  of 
ephedrine  alone,  etc.8* 

Irritability  Associated 
With  Infections4 
Restlessness  and  Irritability 
With  Pain5’4 

Central  Nervous  System 

Paralysis  agitans 

Chorea 

Hysteria 

Delirium  tremens 
Mania 


Anticonvulsant 

Traumatic 

Tetanus 

Strychnine 

Eclampsia 

Status  epilepticus 

Anesthesia 

hypnotic 

Induction  of  Sleep 

obstetrical 

Nausea  and  Vomiting 
Eclampsia 

Amnesia  and  Analgesia' 

surgical 

Preoperative  Sedation 
Basal  Anesthesia 
Postoperative  Sedation 

pediatric 

Sedation  for: 

Special  examinations 
Blood  transfusions 
Administration  of  parenteral  fluids 
Reactions  to  immunization 
procedures 
Minor  surgery 

Preoperative  Sedation 

Nembutal  alone  or 

lGlucophylline®  and  Nembutal, 

2Nembutal  and  Belladonna, 

sEphedrine  and  Nembutal, 

4Nembudeine ®, 

6 Nembutal  and  Aspirin, 

6with  scopolamine  or  other  drugs. 


pression,  from  mild  sedation  to  deep  hypno- 
sis. Furthermore,  the  dosage  required  is  only 
about  one-half  that  of  many  other  barbitu- 
rates. Small  dosage  offers  important  advan- 
tages: less  drug  to  be  inactivated,  shorter 
duration  ofeffect,  reduced  possibility  of  "hang- 
over,” wide  safety  margin  and  definite  econ- 
omy to  the  patient.  Look  over  the  list  of 
indications  at  left.  It  may  disclose  new  ways 
in  which  you  can  make  effective  use  of  short- 
acting Nembutal.  Write  for  the  new  booklet 
”44  Clinical 'Uses  for  Nembutal.” 
Abbott  Laboratories,  North  Chicago,  111. 

Tn  equal  oral  doses,  no  other  barbiturate 
combines  Quicker,  Briefer,  More 
Profound  Effect  than  . . . 

K&a vfcZizt* 

(PENTOBARBITAL,  ABBOTT) 

HAVE  YOU  TRIED  Nembutal  and  Aspirin  Capsules 
for  restlessness  and  irritability  associated  with  pain 
or  infections? 


: 


: 

; 


1254 


One  nervous  woman  can  give  rise 

to  more  diverse, 
undiagnosed  and 
undiagnosable 
complaints 
than  a whole 
pathological  ward.” 

Harding,  T.S.:  M.  Rec.  160:198,  1947 


: 


For  the  many  patients,  especially  women, 
who  complain  of  nervous  tension  throughout 
the  day  and  wakefulness  during  the  night, 
Eskaphen  B Elixir  is  an  ideal  preparation. 


Eskaphen  B Elixir  provides  both 
the  calming  action  of  phenobarbital 
OA  gr . per  5 cc.)  and  the  tone-restoring 
effect  of  thiamine '(5  mg.  per  5 cc.). 

Eskaphen  B Elixir 

The  delightfully  palatable  combination 
of  phenobarbital  and  thiamine. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Hemostasis  by 
cauterization  was 


agonizing  and  made  healing  more  diffi- 
cult—but  it  was  the  only  known  method. 

Scultetus:  Breast  Amputations, 
engraving  1649. 


1949  KOAGAMIN 


The  Modern  Parenteral  Hemostatic 

Offers  prompt,  painless,  systemic  control  of 
venous  or  capillary  bleeding,  whether  of  ex- 
ternal or  internal  origin. 

Reduces  or  obviates  the  need  for  cauteriza- 
tion or  topical  hemostatics  without  danger  of 


infection. 


Write  for  literature. 


CHATHAM  PHARMACEUTICALS,  INC. 
NEWARK  2,  NEW  JERSEY,  U.S.A. 

Available  Through  Your  Physician's  Supply  House  or  Pharmacist 
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For  almost  a decade  now  they’ve  had 
Vi-Penta  Drops  to  help  them  grow.  This 
pioneer  water-miscible  multivitamin 
drop  preparation  protects  them  in  the 
rapid  growth  years  with  a generous 
supplement  of  vitamin  C and  members  of 
the  B complex,  in  addition  to  A-and-D. 

Vi-Penta  Drops  are  freely  miscible 

with  milk  and  fruit  juices.  They  are 

easily  administered,  well-tolerated 

and  well-absorbed.  Available  in  vials 

of  15  cc,  30  cc,  and  60  cc.  J 

HOFFMANN-LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

! 

Vi-Penta’ Drops 

I 


'Roche' 
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Thalamyd,*  a new  “nonabsorbable”  sulfonamide,  for  tbe  treatment  of 
enteric  infections  due  to  susceptible  organisms  and  for  preoperative  prophylaxis 
in  abdominal  surgery,  possesses  the  unique  property  of  being  absorbed  by  tbe 
intestinal  mucosa  in  high  concentration  where  it  remains  temporarily 
without  being  absorbed  by  the  blood  stream  in  detectable  amounts  following 
oral  dosage.  Thalamyd -is  bactericidal  for  common  dysenteric  organisms 
and  for  all  coliform  bacilli  normally  present  in  tbe  intestine.  Thalamyd, 
therefore,  destroys  susceptible  pathogenic  organisms  within  the  wall  of  the  gut 
as  well  as  within  its  lumen.  Because  of  its  ability  to  temporarily  eliminate 
completely  E.  coli  from  the  intestinal  flora,1  it  offers  the 
latest  approach  to  safer  abdominal  surgery. 

As  Thalamyd  is  virtually  unabsorbed  by  the  systemic 
circulation  it  is  completely  nontoxic  to 
hematopoietic  tissues  and  to  the  urinary  tract. 

dications:  Bacillary  dysentery  (shigellosis) 
and  for  preoperative  prophylaxis  in 
abdominal  surgery.  THALAMYD  has 
proved  effective  in  ulcerative  colitis.- 

dosage : 9 Cm,  daily,  in  divided  dosage,  after  meals. 
Usually,  not  more  than  0.2  Cm.  per  kilogram  of 
body  weight  is  necessary  in  24  hours.  Children’s 
dosage  may  be  computed  on  this  basis,  up  to 
40  Kg.  For  ulcerative  colitis  higher  dosages  may 
be  used  without  danger  of  toxicity,  due  to  the 
nonabsorbable  character  of  Thalamyd. 

packaging:  Thalamyd  tablets  contain  0.5  Gm.  (7.7  gr.) 

of  phthalylsulfacetimide  per  tablet.  Bottles  of  100 
and  1000  tablets. 

bibliogra phy  : 1 . Smrci.  H..  and  Hender.uii.  E.:  In  press.  2.  Heineken. 
T..  and  Select,  H.:  Rev.  Gastroenterol.  75:611,  1948. 

•Thai  am vn  tradr-mark  of  Sehering  Corporation 


CORPORATION  . BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHEMING  CORPORATION  LIMITED.  MONTREAL 


IMPORTANT  NEW  MILESTONE 


in  the  Therapy  of  Arthritic  Affections . . 


The  “cure  of  [rheumatic  fever]”,  agree  most 
authoritative  sources,2,3,5,8  “depends  not  only  on 
reaching,  but  also  on  maintaining  a high  plasma 
salicylate  level.”5  The  correlation  between 
such  blood  levels  and  symptomatic  improvement 
is  graphically  shown  in  the  table  at  the  right.6 

Pabalate — latest  product  of  Robins’  research 
— now  helps  to  achieve  and  maintain  higher 
salicylate  blood  levels  on  lower  salicylate  dosage. 

This  is  made  possible  by  the  combination  in 
Pabalate  of  non-toxic  para-aminobenzoic  acid 
with  sodium  salicylate.  As  visualized  in  the  chart 
at  the  lower  right,4  para-aminobenzoic  acid 
(itself  an  active  antirheumatic)7  manifests  a 
reciprocal  action  with  salicylates  when 
administered  concurrently — sharply  increasing 
the  blood  salicylate  levels  (under  constant 
salicylate  dosage)  ,1,4  and  in  turn  having  its 
own  blood  levels  effectively  enhanced.4 

The  clinical  significance  of  this  synergistic 
relationship  represents  an  important  advantage 
in  the  therapy  of  arthritic  affections.  Pabalate 
‘Robins’ — a strictly  ethical  preparation — 
is  available  at  (or  may  be  secured  by) 
all  leading  pharmacies. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 

indications:  Rheumatoid  arthritis;  acute  rheumatic  fever; 

fibrositis;  gout;  osteo-arthritis. 

dosage  .-'Two  or  three  enteric  coated  tablets 

every  three  or  four  hours,  without  sodium  bicarbonate. 

formula:  Each  enteric  coated  tablet  contains: 

Sodium  salicylate,  U.S.P.  (5  gr.),  0.3  Gm. ; 
Para-aminobenzoic  acid  (as  sodium  salt),  (5  gr.),  0.3  Gm. 
supplied:  In  bottles  of  100  and  500  enteric  coated  tablets. 


For  high  salicylate  blood  levels 
on  low  salicylate  dosage — 


Pabalate 


Pabalate  tablets  are  enteric  coated 
to  prevent  gastric  irritation  and 


incnfA  nnfimol  fnlprofmn 


references: 

1.  Belisle,  M.:  Union  Med.  Can.. 
77:392.  1948. 

2.  Brodie.  B.  B.  et  al. : J.  Pharmacol, 
and  Exper.  Therap.,  80:114,  1944. 

3.  Coburn.  A.  F. : Bull.  Johns  Hopkins 
Hoap.,  73:435.  1943. 

4.  Dry,  T.  J.  et  al.:  Proc.  Staff 
Meetings  Mayo  Clin.,  21:497.  1946. 

5.  Editorial:  J.A.M.A.,  138:367,  1948. 

6.  Reid,  J.:  Quarterly  J.  Med., 
17:139.  1948. 

7.  Roaenblum,  H.  and  Fraser,  L.  E.: 
Proc.  Soc.  Exper.  Biol,  and  Med. 
65:178,  1947. 
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The  addition  of  para-aminobenzoic  acid 
to  a constant  dose  of  salicylate  (10  Gm. 
daily)  produces  a distinctly  correspond- 
ing, sharp  rise  in  blood  salicylate  levels9. 

Para-aminobenxoic  acid 
administered  24  gm.  daily 
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The  Lanteen  Diaphragm  and 
Lanteen  Jelly  are  accepted  by 
the  Council  on  Physical  Medicine 
and  the  Council  on  Pharmacy 
and  Chemistry  of  the  American 
Medical  Association,  respec- 
tively. 


Twenty  years  ago  Lanteen  Medical  Laboratories  began  pioneer 
work  in  contraception,  a field  which  was  then  widely  denounced 
both  within  and  outside  of  the  medical  profession.  At  that  time, 
the  most  widely  known  contraceptive  methods  involved  the  use 
of  such  devices  as  lamb’s  wool  tampons,  rubber  sponges  and 
cotton  plugs.  Home-made  vaginal  suppositories  were  often 
prepared  to  be  used  either  with  these  devices  or  alone.  A greasy 
concoction  of  cocoa  butter  and  boric  acid,  which  was  first  heated 
in  a skillet  and  then  placed  in  the  ice-box  to  cool,  was  in 
common  use.  Primitive  as  those  methods  seem  today,  they 
served  a useful  social  and  medical  purpose. 

The  real  pioneering  task  was  to  develop  better  products 
leading  to  more  reliable  and  scientific  contraceptive  methods. 
Year  after  year  Lanteen  moved  resolutely  toward  this  goal,  and, 
through  continuous  research  and  study,  the  Lanteen  Diaphragm 
and  Jelly  method  was  developed.* 

With  the  years  came  gradual  recognition.  Many  of  those 
opposed  to  contraception  came  to  see  the  rightness  of  the  cause 
Lanteen  had  so  steadfastly  supported.  The  improved  Lanteen 
Method  was  hailed  as  the  answer  to  a difficult  problem. 

Now,  after  two  decades  of  pioneering,  Lanteen  is  still  a leader 
in  this  field.  The  Lanteen  Diaphragm  and  Lanteen  Jelly  are 
widely  prescribed  as  a most  modern,  scientific  advance  in 
contraceptive  technique. 

These  twenty  years  have  indeed  been  years  of  achievement. 


LANTEEN  MEDICAL  LABORATORIES,  INC. 


Lanteen  Jelly  contains: 
Ricinoleic  Acid  0.50% 
Hexylresorcinol  0.10% 

Chlorothymol 0.0077% 

Sodium  Benzoate  and 
.Glycerine  in  a Traga- 
canlh  base. 


900  North  Franklin  Street 
Chicago  10,  Illinois 
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Meteor 


a practical  x-ray  unit 
at  a popular  price  . . . 


and  above  ali 


We’ll  be  glad  to  send  you 
the  story  (or  you  can  get  it 
in  person  from  your  local 
Picker  representative,  if 
you  prefer.  There's  o Picker 
man  in  your  neighborhood! 
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P.  S.  If  you'd  like  details,  jot 
"Picker  Meteor"  on  one  of  your 
prescription  blanks,  and  send  it  to 

PICKER  X-RAY  CORPORATION 
300  FOURTH  AVENUE  • NEW  YORK  10 
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Pharmaceutical  Division 

OMEMAKERS’  PRODUCTS  CORPORATION 


380  Second  Avenue,  New  York  10,  N.  Y. 
36-48  Caledonia  Road,  Toronto  10,  Canada 


Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence. 


Dr 

Aririrnc  c 

City Zone State. 
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PENICILLIN, 

ORAL  TABLETS 


Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture) , they 
provide  for  maximum  utilization  of  tbe 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram. 


* Patent  applied  for 


Now 

Council  Accepted 


HYNS0N.WESTC0TT  & DUNNING.INC. 


MAIL  THIS  COUPON  TODAY 


BALTIMORE.  MARYLAND 


CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happy  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenswood  6-4960 


BURO-SOL 

POWDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  6-49 
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MD'100 


the  most  complete 
radiographic- 
fluoroscopic 
unit  now  available 


(without  any  mechanical 
or  operating  limitations) 


Complete  “all-position"  table 
w ith  independent  tubestand 


Ask  us/  or  call  your 
Philips  dealer  today  — he 
will  show  you  why! 


& /i  Ovnce  4898 


NORTH  AMERICAN 

PHILIPS 

. COMPANY,  INC. 


I.  MI-6,  750  S.  FULTON  AVE.,  MT.  VERNON,  N.  Y. 

In  Canoda:  Philips  Industries  Ltd.,  1203  Philips  Square,  Montreal 

Export  Representative:  Philips  Export  Corp.,  750  South  Fulton  Ave.,  Mt.Vernon,  N.Y. 
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Nestles 

CJ 0 G E N I Z E D 

^ORATED 

ftSOILK 

Vl^MlN  0 increased 


Our  coivs  don’t  come  to  an  inspector  for 
examination;  inspectors  come  to  them! 
Herds  are  examined  regularly  by  inspectors 
to  make  sure  they  are  in  the  best  of  health. 

• These  and  many  other  controls,  at  every  step  of 
production,  from  herd  inspection  to  examination  of  the  filled 
cans,  assure  the  safety  and  quality  of  Nestle’s  Evaporated  Milk. 

Nestle  was  the  first  to  add  400  U.S.P.  units  of  genuine  vitamin  D3  to  each  pint  of  evaporated 
milk.  This  fortification  provides  the  antirachitic  protection  which  every  infant  needs. 

DOCTORS  EVERYWHERE  KNOW  NEXTL& 
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Editorials 


Disaster 


Disasters  may  be  of  many  kinds — per- 
sonal, physical,  moral,  political,  or  economic. 
Some  kinds  are  preceded  by  warnings;  for 
example,  the  rumblings  which  usually  pre- 
cede the  eruption  of  a volcano;  others  strike 
suddenly  and  silently.  Are  we  physicians 
on  the  verge  of  some  sort  of  disaster?  Have 
we  for  long  disregarded  the  warning  signs 
and  portents? 

The  entrance  of  government  into  the 
medical  field  has  large  implications  of 
disaster.  These  are  mainly  political  and 
have  probably  been  underestimated  as  to 
their  importance.  More  and  more  during 
recent  decades  the  individual  has  become 
subordinate  to  the  state;  the  citizen’s  com- 
ing and  going  has  been  and  will  be  increas- 
ingly supervised  by  a supreme  order.  To 
the  state  he  must  contribute  his  where- 
withal but  is  permitted  little  or  nothing  to 
say  about  its  disposition. 

Propaganda  for  government-controlled, 
tax-supported  medical  care  promising  every- 
thing “for  free”  is  increasing  in  intensity. 
Both  Federal  and  state  legislation  to  that 
dubious  end  is  before  Congress  and  various 
state  legislatures.  Much  of  it  promises 


what,  with  present  or  foreseeable  facilities, 
cannot  be  performed  with  the  best  of  inten- 
tions even  under  the  lash  of  compulsion. 
Yet  the  citizens  are  being  asked  to  trade 
their  birthright  of  individual  initiative  and 
their  self-respecting  structure  of  free  enter- 
prise for  this  sorry  mess  of  tax-supported 
pottage  which  is  anything  but  “free.” 

The  American  Medical  Association  and 
the  several  component  state  medical  societies 
have  recognized  the  necessity  for  better  dis- 
tribution of  better  medical  service.  They 
have  fostered  the  rapidly  growing  voluntary 
prepaid  medical  and  surgical  care  plans. 
These  have  had  to  be  built  on  a foundation  of 
sound  actuarial  practice  to  remain  solvent 
and  to  provide  policy  holders  with  the ' 
medical  service  their  contracts  call  for.  No 
other  way  is  open  to  private  enterprise  than 
to  pay  its  way,  to  keep  its  administrative 
costs  as  low  as  possible,  and  to  sell  insurance 
on  its  merits. 

As  this  is  written,  new  and  highly  sig- 
nificant reports  of  new  advances  in  the  means 
for  early  diagnosis  of  cancer  are  appearing, 
universities  are  announcing  new  schools  for 
study  of  the  social  sciences,  more  light  is 


1265 


1266 


EDITORIALS 


[N.  Y.  State  J.  M. 


being  shed  on  the  nutritional  necessities  of 
cancer  cells — all  under  the  banner  of  private 
enterprise  and  the  drive  of  individual  initia- 
tive. 

Education  of  the  public  is  needed.  It 
must  be  universal,  and  to  this  end  the 
American  Medical  Association  has  widely 
undertaken  a campaign  of  public  instruction. 
Its  efforts  must  be  supported,  which  can  be 
done  in  a substantial  fashion  by  a contribu- 


tion to  the  funds  now  being  developed  for 
this  purpose.  This  is  not  a “slush”  fund  as 
announced  by  one  of  our  famous  radio 
commentators  recently.  It  is  devoted  en- 
tirely to  public  education  of  what  compulsory 
health  insurance  means. 

If  you  have  not  done  so,  send  your  con- 
tribution to  your  county  society  treasurer 
and  do  it  at  once  in  order  to  demonstrate 
your  cooperation  with  this  worthy  cause. 


Morbidity  Reporting — An  Essential  for  Public  Health  of  the  Future 


In  April,’ 1929,  in  Berlin,  the  Committee  of 
Expert  Statisticians  of  the  League  of  Nations 
took  action  to  encourage  the  preparation  of 
standard  nomenclature  of  disease  appropri- 
ate for  the  use  of  reporting  medical  diag- 
noses. In  Great  Britain  and  the  U.S.A. 
this  challenging  request  was  effectively  acted 
upon.  Widespread  use  of  the  Standard 
Nomenclature  of  Disease,  Injuries,  and  Opera- 
tions in  the  hospitals  of  our  country  followed 
its  publication  under  the  auspices  of  the  New 
York  Academy  of  Medicine  and  later,  or  at 
present,  by  the  A.M.A.  The  educational 
value  of  such  a nomenclature  has  been  exten- 
sive among  the  recent  medical  graduates,  in- 
terns, and  residents  across  the  nation  and  in 
all  our  schools  of  medicine,  so  that  the  medi- 
cal • profession  and  hospital  administrators 
are  now  well  prepared  to  consider  the  appli- 
cation of  this  convenient  tool  of  clinical  prac- 
tice for  the  purposes  of  preventive  medicine 
as  well  as  for  the  indispensable  comparability 
of  clinical  experience  and  record. 

At  the  meeting  of  the  Health  Assembly  of 
the  United  Nations  in  Geneva  in  July,  1948, 
an  international  list  of  diseases  and  condi- 
tions was  adopted,  as  proposed  by.  the  In- 
terim Commission  of  W.H.O.  In  the  mean- 
time there  was  set  up  in  England  in  the  very 
midst  of  the  war,  in  1944,  an  experimental 
project  of  morbidity  reporting  in  the  area 
including  Oxford,  from  the  results  of  which 
the  Register  General  Office  of  Great  Britain 
has  published  monthly  bulletins  of  disease 
incidence  which  have  given  useful  data  upon 
the  ebb  and  flow  of  current  disease,  on  the 
basis  of  voluntary  reporting  by  a sample  of 
the  general  population. 


On  May  13,  1947,  the  following  resolution 
was  passed  by  the  Board  of  Health  of  the 
City  of  New  York: 

WHEREAS,  the  Department  of  Health  has 
no  authority  under  the  Sanitary  Code  of  the 
City  of  New  York  to  require  the  reporting  of 
general  illnesses  and  accidents,  other  than  cer- 
tain specified  communicable  and  occupational 
diseases,  now  therefore  be  it 

RESOLVED,  that  inadequate  knowledge  of 
the  presence  of  many  diseases  of  a possibly  pre- 
ventable character,  some  of  which  only  rarely 
result  in  the  death  of  the  patient  and  so  escape 
official  recognition,  be  brought  to  the  attention 
of  His  Honor,  Mayor  William  O’Dwyer,  and 
that  he  be  requested  in  the  interest  of  the  health 
of  the  people  of  the  City  to  provide  for  the  re- 
porting to  a central  statistical  bureau  of  the 
Department  of  Hospitals,  of  all  discharge  diag- 
noses of  all  patients  admitted  at  any  hospital  J 
or  dispensary  in  the  City  of  New  York,  whether 
tax-supported,  voluntary,  or  proprietary,  ex- 
cept those  diseases  required  to  be  reported  by  1 
these  institutions  to  the  Department  of  Health, 
and  be  it  further 

RESOLVED,  that  the  information  obtained 
by  this  system  of  general  morbidity  reporting 
be  kept  confidential,  and  be  made  available 
currently  to  the  Department  of  Health  to  per- 
mit its  more  effective  application  of  the  science  - 
of  preventive  medicine  for  the  benefit  of  the 
public  health. 

Further  administrative  consideration  has 
resulted  in  the  assignment  of  the  requested 
undertaking  to  the  Department  of  Health, 
where  there  are  certain  facilities  of  a statisti- 
cal character  particularly  appropriate  to  the 
purpose. 

The  Department  of  Hospitals  has,  for 
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many  years,  maintained  a comprehensive 
system  of  recording  all  discharge  diagnoses. 
The  voluntary  and  proprietary  hospitals 
have  by  unanimous  action  agreed  to  partici- 
pate on  a voluntary  basis. 

There  have  been  surveys  of  sickness  often 
masquerading  under  the  false  label  of  health 
surveys.  There  have  been  records  made  of 
illnesses  among  persons  insured  for  hospital 
or  medical  care.  There  are  records  of  ill- 
ness prevalence  in  the  armed  forces.  There 
is  no  knowledge  of  medically  determined  ill- 
ness currently  in  a stable  community  such  as 
the  City  of  New  York  represents. 

Within  the  next  few  months  a beginning 
will  be  made  which  will  reveal  the  amount 
and  kind  of  sickness  that  is  admitted  to  hos- 
pital care,  such  weekly  reports  to  make  pos- 
sible simple  tabulation  by  age  and  sex  ac- 
cording to  the  hospital  of  admission,  the 
diagnosis  on  discharge  being  used. 

The  usefulness  of  current  morbidity  re- 
porting by  hospitals  depends  on  accuracy 
and  comparability  of  the  initial  record,  which 
would  seem  to  be  well  assured  under  the  con- 
ditions proposed  in  New  York  City.  Such 
data,  even  if  of  the  highest  quality,  will 
prove  as  dull  and  lifeless  as  most  of  our  mor- 
tality statistics  unless  the  fluctuations  of  dis- 
ease by  time  of  year,  by  area  or  conditions  of 
residence,  by  age,  sex,  employment,  and  eco- 
nomic conditions  are  studied  and  followed 
through  with  systematic  efforts  toward  pre- 
vention or  control. 

If  we  are  to  avoid  a steadily  increasing 
pressure  for  special  reporting  by  the  practic- 


ing physician  of  each  new  category  of  illness 
which  emerges  into  public  prominence,  we 
must  have  a source  of  information  about  all 
illness  which  will  serve  some  practical  pur- 
pose. Registers  of  cancer,  heart  disease, 
arteriosclerosis,  diabetes,  multiple  sclerosis, 
epilepsy,  cerebral  palsy,  etc.,  are  being  de- 
veloped with  no  regard  for  the  cost  and  time 
wastage  of  such  complexity  of  reporting 
placed  upon  the  family  physician. 

From  the  time  of  Farr,  Simon,  Graunt,  and 
others  in  the  middle  of  the  last  century, 
much  effort  has  been  spent,  and  truly  preci- 
ous results  have  accrued  from  the  collection, 
tabulation,  analysis,  interpretation,  and 
publication  of  certified  causes  of  death.  We 
have  learned  much  from  an  honest  study  of 
these  ashes  of  human  existence.  Today,  the 
possibilities  of  life-saving  and  health  pro- 
motion follow  each  other  in  such  swift  suc- 
cession that  we  can  no  longer  follow  the 
leisurely  pattern  of  the  1890’s  and  await  the 
ponderous  evidence  of  falling  death  rates 
over  the  decades  to  justify  our  efforts  and 
crown  our  hopes  with  success. 

We  must  know  the  current  facts  of  disease 
occurrence,  its  incidence,  its  prevalence,  its 
expectancy,  if  our  well-trained  field  force  of 
sanitarians,  epidemiologists,  statisticians, 
public  health  nurses,  and  health  educators 
are  to  function  in  a way  worthy  of  their  pro- 
fessional abilities.  Morbidity  reporting  is 
on  the  way.  It  is  necessary.  It  will  con- 
tribute to  the  saving  of  lives,  and  shorten  the 
gap  between  information  of  preventable  hu- 
man illness  and  action  for  its  avoidance. 


The  Chances  for  a Long  Life 


Notwithstanding  all  the  tirades  to  which 
people  have  been  subjected  from  numerous 
sources  about  the  alleged  lack  of  adequate 
medical  care  in  this  country,  these  do  not 
appear  to  be  substantiated  by  what  we  are 
now  learning  about  the  constantly  increasing 
span  of  life.  That  men  and  women  have 
succeeded  in  gaining  partial  control  over 
their  environment  is  perhaps  true,  and  in 
the  term  environment  we  may  include 
better  food,  better  shelter,  better  knowledge 
of  how  to  maintain  good  health,  as  well  as 
better  medical  care.  The  progress  and 
achievements  in  the  latter  deserve  definite 


consideration  by  the  people  of  these  United 
States. 

The  average  length  of  life,  that  is  to  say 
the  expectation  of  life  at  birth,  has  jumped 
in  this  country  from  49.24  years  at  the 
beginning  of  the  century  to  G6.69  years, 
women  making  a somewhat  better  showing 
than  men.1  All  the  factors  which  have 
brought  about  these  changes  reinforce  each 
other,  and  greater  reduction  in  morbidity 
and  mortality,  as  well  as  more  protection 


1 Statistical  Bulletin,  Metropolitan  Life  Insurance  Com- 
pany. November.  1948. 
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against  occupational  hazards  and  accidents, 
wall  combine  to  improve  longevity.  There 
wall  be  a greater  chance  of  survival  from 
birth  to  later  ages,  and  we  may  expect  that 
this  advance  wall  continue. 

With  population  increase,  there  will  be 
more  people  in  time  to  come — chronologi- 
cally old,  if  not  otherwise — what  is  to  be 
done  to  make  these  advanced  years  useful 
and  happy?  The  medical  and  public  health 
aspects  are  already  receiving  attention. 
But  the  basis  of  good  health  in  old  age  is 
laid  during  childhood  and  adolescence;  de- 
bilitating disease,  no  matter  when  it  occurs, 
must  be  attacked  and,  necessarily,  we  must 
acquire  greater  knowledge  about  the  means 
and  methods  for  accomplishing  this. 

A new  branch  of  medicine  has  been 
created,  “gerontology,”  defined  as  the 
science  of  the  physiologic  and  pathologic 
changes  incident  to  old  age.  Supplementing 
this  is  another  term  with  which  the  physician 


must  familiarize  himself,  “geriatrics,”  which 
is  the  specialty  devoted  to  the  treatment  of 
the  diseases  of  this  period.  However,  in 
view  of  the  activities  and  frequently  the 
good  health  of  the  older  group,  it  may  be- 
come difficult  to  define  where  old  age  really 
begins.  The  social  security  regulations  for 
their  purposes  proclaim  that  an  individual 
should  participate  in  its  benefits  (sic)  at  65 ; 
the  teaching  profession  concurs.  But  that 
is  not  the  measure;  perhaps  the  arterial, 
rather  than  the  chronologic  age  will  evolve 
as  the  deciding  factor.  In  the  meanwhile 
the  situation  may  adjust  itself,  notwith- 
standing governmental  or  other  injunctions. 
Those  who  have  or  are  reaching  an  age 
which,  formerly,  placed  them  in  a separate 
and  dependent  class,  evidently  need  not 
despair — they  seem  to  be  holding  their  own, 
and  the  Biblical  designation  of  “three  score 
years  and  ten”  as  an  “indicator”  may  require 
revision. 


Current  Editorial  Comment 


Breast  Feeding  in  Erythroblastosis.  The 

treatment  of  the  infant  with  this  unfortu- 
nate complication  has  been  viewed  with 
trepidation,  and  such  babies  have  been 
weaned  in  the  belief  that  maternal  anti- 
bodies are  destroyed  by  the  infant’s  gas- 
tric juices  or  absorbed  into  the  blood 
stream.  A study  by  I.  A.  B.  Cathie,  at  the 
Hospital  for  Sick  Children  in  London,  dis- 
closed that  this  practice  is  not  warranted.1 
When  the  fasting  gastric  contents  from  20 
infants  (one  week  to  one  year  of  age)  were 
incubated  with  an  equal  volume  of  serum  of 
a high  Rh  antibody  titer  for  one  hour  at  37 
C.,  no  »fall  in  titer  occurred  in  any  case. 
Hence  they  are  not  easily  destroyed  by  the 
child’s  gastric  juice,  nor  did  additional  ex- 
periments disclose  a demonstrable  absorp- 
tion into  the  circulation.  When  an  Rh 
positive  volunteer  drank  15  ounces  of  serum 
with  an  anti-Rh  titer  of  226,  no  untoward 
effects  were  noted — the  serum  did  not  sen- 
sitize other  Rh  positive  cells.  When  an 
erythroblastotic  infant  was  fed  high  titer 
serum  on  one  occasion,  and  breast  milk 
with  an  anti-Rh  titer  of  32  on  another,  for 
24  hours  subsequent  to  a negative  Coomb’s 
test,  no  antibody  was  demonstrable  and  no 
red  cells  became  sensitized.  This  portion 
of  the  investigation  was  repeated,  using  in- 


complete or  blocking  antibody,  on  infants 
with  hemolytic  disease  with  the  same  re- 
sult. 

The  value  of  breast  milk  in  every  possible 
case  should  develop  a spirit  of  hesitancy  in 
promulgating  the  usual  direction  to  take  an 
erythroblastotic  baby  off  the  breast.  The 
results  noted  above  should  be  subjected  to  , 
further  observations. 

X-Ray  Hazards.  Those  who  employ 
roentgen  rays  for  any  purpose  should  know 
that,  for  good  or  ill,  they  guide  a mighty 
force.  Theirs  is  the  responsibility  con- 
stantly to  keep  abreast  of  the  latest  dis-  1 
coveries,  inventions,  and  means  of  control. 
Only  highly  trained,  full-time  specialists  ’ 
can  qualify,  with  the  necessary  experience, 
knowledge,  and  judgment,  safely  to  admin- 
ister these  powerful  agents  (x-ray  and 
radium) , whether  as  an  aid  to  diagnosis  or  as 
a means  of  treatment.  It  is  only  natural  * 
then  that  the  sad  effects  of  those  hazards 
are  greater  among  surgeons  and  general 
practitioners  using  the  smaller  types  of 
x-ray  machines  with  less  effective  controls.  1 

In  a recent  editorial,  those  hazards  were 
thoughtfully  analyzed.1  The  least  danger 
is  in  the  field  of  diagnosis,  because  of  the 
brief  exposures  and  the  care  exercised  by 


• Brit.  M.  J.:  (Oct.  25)  1947. 


' Editorial.  J.A.M.A.  138:  214  (Sept.  18)  1948. 
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expert  radiologists.  The  greatest  dangers 
are  in  the  field  of  therapeutics.  In  treat- 
ing malignancies,  large  doses  are  sometimes 
necessary,  and  this  added  risk  is  justified 
when  experts  are  at  the  controls.  Even 
when  the  prognosis  in  a case  of  malignancy 
is  hopeless,  it  is  important  to  avoid,  if 
possible,  adding  the  misery  of  an  x-ray 
burn,  leukemia,  or  aplastic  anemia. 

In  the  treatment  of  benign  conditions, 
x-ray  and  radium  should  be  reserved  for 
those  rare  cases  not  responsive  to  any  other 
form  of  therapy.  Every  type  of  medical 
treatment  should  first  be  tried  patiently, 
and  for  some  time.  Even  time  itself  may 
cure  “strawberry  marks”  and  M.  audouini. 
The  editorial  concludes,  “Roentgen 
treatment  for  benign  conditions  should  be 
used  only  with  a vivid  appreciation  of  its 
capacity  for  harm,  and  with  an  overt  eval- 
uation of  its  presumptive  benefits,  weighed 
against  known  and  possible  injuries  insep- 
arable from  its  use  in  effective  dosage.” 

A Neurologist  Looks  at  Discipline. 

Every  successful  physician  has  practiced, 
consciously  or  unconsciously,  psychology 
and  psychiatry.  Likewise,  it  is  used  by 
every  mother  in  the  nursery;  by  com- 
manders on  fields  of  battle,  by  salesmen, 
athletic  directors,  and,  indeed,  in  all  games, 
including  poker. 

A recent  article  by  a distinguished  neu- 
rologist indicates  that  the  very  latest  and 
most  authentic  information  concerning  the 
means  of  improving  human  behavior  coin- 
cide exactly  (almost  verbatim)  with  the 
teachings  of  Christ,  written  nearly  two 
thousand  years  ago,  and  with  much  of  the 
moral  teachings  of  Confucius,  written  five 
hundred  years  before  that.1  The  chief 
difference  between  the  ancient  and  the 
modern  (scientific,  experimental)  guides  to 
correct  human  behavior  is  the  simple, 
direct,  incisive  language  of  Christ  and  Con- 
fucius, and  the  involved,  circuitous,  and  be- 
wildering “gobbledegook”  of  some  disserta- 
tions on  psychology  and  psychiatry. 

A few  quotations  from  this  excellent 
paper  will  illustrate  the  return  of  modern 
teaching  to  the  solid  moral  basis  of  the  an- 
cients: “He  stubbornly  strives  to  gain  the 
whole  world  but  loses  his  own  soul,”  “For 
the  successful  rearing  of  children,  the  prime 
essential  is  love.”  He  advocates  trans- 
mitting by  precept  and  example  those  spirit- 
ual qualities  of'  “honesty,  love  of  truth, 
devotion  to  duty,  loyalty,  courage,  dili- 
gence, unselfishness,  respect  for  just  author- 

‘ Mackay,  Roland  P.:  J.A.M.A.  135:  399  (Oct.  18)  1947. 


ity,  tolerance,  and  concern  for  the  rights 
of  others.”  “Utilize  reward  and  punish- 
ment to  build  into  the  child  those  virtues 
which  parents  cherish.”  “To  forgive  a 
child  for  lying  is  to  teach  him  to  lie.  To 
punish  cruelty  and  injustice  one  day  and 
condone  them  the  next  is  to  teach  cruelty 
and  injustice.”  The  rules  of  behavior 
should  be  enforced  regularly. 

It  is  the  hope  of  the  author  that  we  may 
pass  on  to  our  successors  a moral  civiliza- 
tion through  decent  teaching  and  discerning 
discipline.  This  valuable  article  deserves 
careful  reading  by  all  physicians  for  its  re- 
freshing outlook,  clear  thinking,  and  under- 
standable language,  pointing  a return  to 
fundamental  'principles  for  improving  hu- 
man behavior  by  means  that  have  stood 
the  test  of  time. 

Costs  of  Medical  Care.  We  are  pleased 
to  present  the  following  excerpt  from  the 
Harvard  Medical  Alumni  Bulletin,  Janu- 
ary, 1949,  issue: 

Today  when  the  costs  of  medical  care  are 
nearing  comparatively  astronomic  levels,  it  is 
encouraging  to  be  able  to  report  on  an  unusual 
and  refreshing  philosophic  approach  to  the 
problem.  Every  trustee  of  a voluntary  hos- 
pital has  by  now  considered  the  ultimate  effect 
of  the  rising  costs  of  hospital  housekeeping, 
plus  the  increasing  expenses  attributable  to 
new  therapies  and  drugs,  in  the  light  of  in- 
creased taxation  and  declining  capital  gifts. 
The  legislation  to  nationalize  hospitals  in 
Britain,  New  Zealand,  Australia,  France, 
Sweden,  and  other  countries  provides  a ready, 
though,  to  a very  large  extent,  unpalatable 
solution. 

The  trustees  of  the  Massachusetts  General 
Hospital  have  inquired  into  the  possible 
methods  of  reducing  hospitalization  require- 
ments. Only  one  answer  has  been  found : To 
reduce  by  means  of  research  the  number  and 
the  morbidity  of  diseases.  It  is  not  generally 
appreciated,  for  instance,  that  were  the  in- 
cidence of  typhoid  and  paratyphoid  fevers  at 
the  level  of  only  a few  years  ago  the  cost  for  the 
nation  would  be  about  $45,000,000  instead  of 
less  than  $1,000,000  as  in  1947.  Other  ex- 
amples such  as  diphtheria  and  lobar  pneumonia 
are  readily  discovered. 

The  trustees  of  the  Massachusetts  General 
Hospital  are  therefore  actively  engaged  in  a 
campaign  not  to  add  more  beds,  which  would 
further  drain  the  capital  funds,  but  to  erect  a 
research  building,  from  which,  it  is  hoped,  may 
come  advances  in  science  that  may  some  day 
decrease  the  need  for  hospital  beds. 


ADVANCES  IN  PHYSICAL  MEDICINE 


From  the  Department  of  Rehabilitation  and  Physical  Medicine 
New  York  University  College  of  Medicine 
Howard  A.  Rusk,  M.D.,  Director 


Rehabilitation 

In  providing  adequate  care  for  the  ampu- 
tee, good  surgery  is  not  enough.  The 
physician  must  assume  the  responsibility  for 
preparing  the  patient  physically  and  psycho- 
logically for  the  amputation,  see  that  the 
patient  has  proper  instructions  concerning 
stump  care  and  exercise,  that  a proper 
prosthetic  device  is  adequately  fitted,  and 
that  the  patient  is  trained  in  its  use. 

One  phase  of  the  management  of  the 
amputee  to  which  the  physician  should  give 
particular  attention  is  the  immediate  post- 
operative period  while  the  stump  is  being 
shrunk  in  preparation  for  a prosthetic  device. 
Even  though  the  stump  will  shrink  con- 
siderably during  this  period,  it  will  also 
shrink  more  during  the  first  six  months  an 
appliance  is  used.  During  this  period  of 
six  to  eight  weeks,  the  patient  should  be 
given  graduated  conditioning  exercises  in 
preparation  for  both  crutch  walking  and  the 
later  use  of  the  artificial  limb.  Exercises 
in  preparation  for  crutch  walking  should  be 
centered  on  the  finger  flexors,  triceps,  ab- 
dominals, and  quadriceps.  Exercises  for 
the  important  triceps  muscles  should  consist 
of  arm  extensions  and  push-ups  from  the 
prone  or  sitting  position  while  still  in  bed, 
or  in  a wheelchair.  Hand  squeezing  using 
the  top  bed  rail,  sand  or  a rubber  ball  wifi 
strengthen  the  finger  flexors.  The  quadri- 
ceps may  be  strengthened  by  fifst  merely 
flexing  the  quadriceps,  later  raising  the  knee 
and  later  adding  resistance.  Sit-ups,  rais- 
ing the*  feet  while  in  the  prone  position, 
and  trunk-twisting  are  recommended  for 
strengthening  the  abdominals.  Resistance 
against  pulleys  provide  an  effective  method 
for  exercising  the  stump. 

During  this  early  period,  measures  should 
also  be  taken  to  prevent  anatomic  deform- 
ities. For  example,  it  is  not  an  uncommon 
practice  in  many  hospitals,  following  an 
above-knee  amputation,  to  elevate  the 
stump  upon  a pillow.  However,  if  such 


of  the  Amputee 

elevation  is  maintained  for  as  long  as  two 
weeks,  a flexion  deformity  will  occur  which 
will  take  from  six  to  eight  weeks  of  arduous,  I 
painful  work  before  sufficient  hyperexten-  j 
sion  can  be  regained  for  satisfactory  walk- 
ing. The  use  of  short  crutches  in  bed 
and  later  on  a mat  will  help  prepare 
the  patient  physically  and  psychologically 
for  later  crutch  walking.  The  physician 
should  caution  the  patient  while  he  is  on 
crutches  to  protect  the  stump.  A fall  with 
a resulting  hematoma  and  infection  may 
necessitate  reamputation.  A stump  pro- 
tector should  always  be  worn  during  this 
period.  The  physician  should  also  advise  , 
the  patient  as  to  the  necessity  for  bathing 
the  stump  twice  daily  and  changing  stump 
socks  daily. 

In  advising  his  patient  on  the  selection  of 
a prosthetic  device,  the  physician  must  be 
aware  that  not  all  limbs  are  suitable  for  all 
amputees.  Many  amputees  have  never 
worn  an  appliance  because  someone  has  told 
them  that  they  could  not  use  an  artificial 
limb.  Others,  who  never  should  have  had 
a limb  and  were  advised  to  get  one,  have 
never  been  able  to  use  their  appliances,  and 
have  discarded  them.  An  amputee  cannot  J 
be  expected  to  accomplish  things  beyond  his 
capacity  and  ability.  It  is  better  to  under- 
estimate the  capabilities  of  an  amputee  and 
have  him  say,  “See  what  I have  accom-  I 
plished,”  than  to  build  his  hopes  too  high  and 
have  him  become  disappointed  and  dis- 
couraged. The  physician  must  realize  that 
not  all  amputees  can  wear  artifical  limbs 
profitably.  It  has  been  noted  that  an 
above-knee  amputee  in  the  older  age  group 
cannot,  as  a rule,  profitably  be  trained  to 
use  a prosthetic  device  if  he  is  unable  to  per- 
form a swing-through  gait  on  crutches. 

The  physician  must  point  out  objectively 
to  the  patient  those  skills  which  the  patient 
can  expect  to  achieve  with  proper  training, 
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Emotional  Conflict  and  Appetite 


The  Oxford  English  Dictionary  defines 
appetite  as  a “physical  craving  or  desire.  It 
is  the  determinate  desire  to  satisfy  the 
natural  necessities  or  fulfill  the  natural  func- 
tions of  the  body,  one  of  its  instinctive 
cravings  which  secure  the  preservation  of  the 
individual  and  the  race.”1  It  is  well  known 
that  emotions  influence  appetite.  In  recent 
years  this  influence  has  occupied  the  atten- 
tion of  many  competent  investigators.2-4 
“The  emotions  are  the  feelings  aroused  by 
stressful  situations,  typically  described  as 
rage,  fear,  sorrow,  love,  and  loneliness,  but 
often  mixed.”5  Anxiety  is  a kind  of  fear,  and 
is  one  of  the  most  common  of  the  emotions. 
Strong  emotions  are  likely  to  cause  functional 
changes  in  both  mind  and  body,  such  as  a 
diminution  or  loss  of  appetite.  Homesick- 
ness, for  instance,  may  cause  a complete  loss 
of  appetite.  The  feeling  of  homesickness 
and  abandonment  may  so  affect  the  auto- 
nomic nervous  system  that  not  only  will 
there  be  loss  of  appetite  but  there  will  be  a 
feeling  of  nausea  as  well,  perhaps  even 
vomitiUg.  Once  homesickness  is  cured, 
appetite  returns. 

It  is  an  interesting  fact  that  anxiety  will, 
under  certain  circumstances,  cause  an  in- 
crease in  food  intake,  and  under  other  cir- 
cumstances it  may  have  exactly  the  opposite 
effect.  Anxiety  usually  results  from  emo- 
tional conflict,  such  as  a state  where  there 
are  conflicting  desires,  or  fear  of  being  un- 
loved. If  anxiety  is  increased  to  a point 
where  it  becomes  a recognizable  symptom, 
mental  unrest  or  suffering  is  experienced. 
Without  special  education,  the  individual 
may  not  realize  that  he  or  she  is  anxious; 
instead  they  see  only  the  resultant  symp- 
toms. Such  persons  may  find  themselves 
raiding  the  icebox,  constantly  nibbling,  and 
frequently  overeating,  in  addition  to  ex- 


periencing other  symptoms.  This  increased 
caloric  intake  often  causes  obesity.  Prac- 
titioners who  treat  obese  patients  usually 
find  they  have  difficulty  in  getting  these 
patients  to  remain  on  a reduced  calorie  diet. 
The  reason  for  this  is  that  eating  relieves  the 
anxiety,  and  when  anxiety  is  relieved  the  in- 
dividual feels  comfortable.  Some  persons  go 
on  eating  sprees  just  as  others  go  on  alcoholic 
binges.  There  are  other  ways  of  relieving 
anxiety,  but  eating  is  one  of  the  most  com- 
mon and  most  universal.3  6 

In  other  individuals,  anxiety  may  cause  a 
loss  of  appetite.  Anorexia  nervosa  is  a 
classical  example  of  this  phenomenon  in  its 
extreme  form.7  Patients  suffering  with  this 
type  of  emotional  conflict  find  not  only  that 
they  cannot  eat,  but  that  the  very  sight  or 
thought  of  food  is  disgusting  to  them.  This 
may  become  a very  serious  medical  problem, 
often  resulting  in  death.6  In  this  disease,  the 
symbolic  nature  of  food  is  clearly  recog- 
nizable. Patients  suffering  from  this  type  of 
response  crave  affection  and  understanding. 
Their  rejection  of  food  is  ofttimes  symbolic  of 
a feeling  of  rejection,  and  it  is  frequently 
necessary  for  the  physician  to  spoon-feed 
such  individuals  when  these  patients  are  at 
last  able  to  consider  taking  nourishment. 
The  understanding  physician  must  give 
mental  relief  before  the  anorexic  patient  can 
again  tolerate  the  idea  of  food. 

The  psychologic  relationship  of  food  and 
love  was  discovered  by  early  workers  in  the 
field  of  psychology.  In  addition,  it  is  now 
universally  recognized  that  what  goes  into 
.the  mouth  or  what  happens  to  the  mouth  and 
the  oral  cavity  is  of  great  significance  to  the 
individual.  An  infant’s  hunger  and  the 
frustration  resulting  from  such  hunger  is  re- 
lieved by  suckling  at  the  breast.  Early 
oral  erotic  impulses  are  closely  associated 
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with  food.  How  oral  needs  are  handled  on 
the  part  of  the  person  in  authority  (usually 
the  mother)  during  the  infant’s  early  years 
will  have  a lasting  significance  on  the  indi- 
vidual’s behavior  pattern  throughout  life. 
Especially  does  it  influence  the  individual’s 
eating  habits,  and  his  need  for  food  and  love. 
Rigid  feeding  schedules  that  disregard  hun- 
ger in  the  infant  may  in  later  life  make  food  a 
“whipping  post”  for  frustration  and  anxiety. 

The  symbolic  significance  of  food  is  seen 
in  rituals  involving  family  relationsips  and 
social  traditions.  Many  friendships  are 
cemented  by  “breaking  bread  together,” 
and  countless  worthy  projects  are  launched 
with  ceremonial  banquets. 

In  a recent  study  of  undernourished 
starving  men,  a marked  influence  of  appetite 
on  emotion  was  observed.  These  men  had  in- 
tense preoccupation  with  food  or  its  symbol. 
Common  manifestations  of  this  preoccupa- 
tion were  daydreaming  or  a sudden  interest 
in  scientific  agriculture.8 

It  is  not  the  purpose  here  to  discuss  ab- 
normal psychologic  reactions,  but  it  may  be 
mentioned  in  passing  that  psychotic  patients 
frequently  develop  delusions  about  food,  and 
there  are  those  who  feel  that  food  will  poison 
them  or  cause  other  disastrous  effects  when 
taken  into  the  mouth.  Other  delusions  as- 
sociated with  food  are  that  eating  will  cause 
pregnancy  or  that  the  food  will  unduly  in- 
fluence behavior.  It  is  a master  of  common 
knowledge  that  depression  causes  a loss  of 
appetite.  This  merely  serves  to  establish 


further  the  deep  psychologic  relationship  be- 
tween emotions  and  appetite. 

The  great  emphasis  which  parents  mis- 
takenly put  on  the  young  child’s  eating 
habits  may  cause  unconscious  personal  reac- 
tions in  later  years.  “You  must  eat  this  in 
order  to  be  healthy.”  “If  you  don’t  eat  thus 
and  so  you  will  not  be  well.”  “You  must  eat 
to  be  big.”  “If  you  don’t  eat  this  something 
will  happen  to  you.”  In  such  seemingly 
harmless  statements,  foundation  is  laid  for 
the  adult’s  neurotic  reaction  to  his  nourish- 
ment later  in  life.  Unconscious  feelings  of 
guilt  arise  when  a person  does  not  eat  some 
particular  food,  misses  a meal,  or  partakes  of 
a “new”  article  of  food. 

With  further  understanding  on  the  part  of 
adults  of  the  relationship  of  emotional  con- 
flict to  appetite  will  come  more  healthy  atti- 
tudes about  food  and  eating.  Because  appe- 
tite is  so  intimately  associated  with  the  in- 
stinct of  self-preservation  and  the  preserva- 
tion of  the  race,  this  subject  deserves  the 
serious  attention  of  physicians,  educators, 
and  parents. 
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and  those  skills  which  the  patient  has  little 
chance  ever  of  regaining.  Extreme  caution 
must  be  taken  in  the  latter,  however,  as  it  is 
unwise  to  tell  a patient  what  “he  can’t  do,” 
for  this  cannot  be  determined,  in  most  cases, 
until  the  patient  has  had  adequate  training. 


Training  in  the  use  of  a prosthesis  is  essential 
if  the  amputee  is  successfully  to  be  rehabil- 
itated. Such  training  can  best  be  done  by  a 
team  consisting  of  the  physician,  physical 
therapist,  occupational  therapist,  and  pros- 
thetics specialist. 
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. . . acts  to  preserve  the  integrity  of  the  capillaries 
— particularly  useful  for  prevention  and  treatment 
of  capillary  fragility  in  hypertension,  arterioscle- 
rosis and  diabetes  mellitus. 

FORMULA:  Aminophyllin 100  mg. 

Rutin 20  mg. 

Phenobarbital 15  mg. 

DOSE:  Ruphyllin  is  recommended  in  doses  of  one  tablet  three 

times  a day.  This  dosage,  however,  may  be  increased  to 
two  tablets  three  times  daily  as  the  needs  of  the  patient 
indicate;  it  may  be  administered  safely  over  prolonged 
periods  of  time. 
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description 


Saline,  protein-free  solution  of  a 
nitrogenous  fraction  obtained  from 
acid-alcohol  treatment  of  mammalian 
pancreas.  Free  from  physiologically 
significant  amounts  of  histamine, 
acetylcholine,  or  insulin.  Capped, 
rubber-stoppered,  10-cc.  vials. 
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depropanex 


deproteinated  pancreatic  extract 


Relaxes  smooth  muscle  spasm  within 
three  minutes  following  intramuscular 
injection.  Provides  direct,  physiologic 
relief  of  pain  due  to  many  types 
of  smooth  muscle  spasm. 


Relief  of  pain  in  intermittent 
claudication  and  primary  dys- 
menorrhea, prolongation  of  claud- 
ication time  in  peripheral  vascular 
disease.  Relief  of  renal  and  ureteral 
colic  due  to  stone,  stricture,  kink  or 
spasm.  Relaxation  of  ureter  to  permit 
instrumentation,  X-ray  examination. 


Sharp  & Dohme,  Philadelphia  1,  Pa. 
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ALZHEIMER’S  DISEASE  WITH  CASE  REPORT 

Harold  R.  Brodman,  Capt.  (MC),  AUS,  and  J.  H.  Friedlander,  M.D.,  ' 

Northport,  New  York 

{From,  the  Medical  Service,  Veterans  Administration  Hospital,  Northport) 


SINCE  1907,  when  Alzheimer  described  a 
“peculiar  disease  of  the  cerebral  cortex,”  a 
considerable  literature  has  accumulated,  con- 
sisting chiefly  of  case  reports.1  This  has  been 
very  useful  in  clarifying  the  clinical  picture  of 
this  syndrome  but  less  so  from  a histologic  stand- 
point because  little  has  been  added  to  the  histologic 
description  since  Alzheimer.  The  case  history 
will  continue  to  be  useful,  particularly  in  classi- 
fication of  this  condition,  and  may  also  eventually 
throw  some  light  on  possible  cause. 

Wilson  defines  Alzheimer’s  disease  as  an  affec- 
tion beginning  about  middle  life,  consisting  of 
subacute  mental  involution  conjoined  with  trans- 
cortical symptoms  of  agnosia,  aprasia  and  speech 
disturbance,  and  sometimes  with  transient 
phenomena  referable  to  projection  systems.2 
Confusion,  restlessness,  excitement,  and  hallucino- 
sis are  often  prominent.  Lack  of  sphincter  con- 
trol without  local  impairment  and  one  or  another 
kind  of  fit  may  also  occur. 

Speculation  in  the  literature  has  dealt  with 
(1)  the  relationship,  if  any,  that  this  condition 
bears  to  senility;  (2)  the  question  of  whether  or 
not  it  is  a distinct  clinical  entity;  (3)  the  differ- 
ential diagnoses  of  Alzheimer’s  disease,  Pick’s 
disease,  and  senile  psychosis,  and  (4)  the  various 
theories  concerning  pathogenesis. 

The  relationship  to  senescence  is  discussed  by 
Ferraro  and  Jervis  who  cite  the  similarity  of 
histologic  findings  in  Alzheimer’s  disease  and  in 
senility.3  Stern  and  Reed  state  that  Alzheimer’s 
disease  is  only  an  aspect  of  the  process  of  aging, 
and  Jervis  and  Saltz  believe  the  disease  con- 
stitutes an  early  form  of  senile  dementia.4, 5 On 
the  other  hand  Malamud  and  Lowenberg  dis- 
count the  prevalent  belief  in  relationship  to 
senility.6  They  do  not  believe  that  senility  as 
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a concept  could  be  limited  to  the  central  nervous 
system  and  further  state  that  the  age  of  a patient 
is  not,  and  should  not,  be  used  as  a criterion  for 
diagnosis. 

That  the  belief  in  the  relationship  of  Alzhei- 
mer’s disease  to  senility  is  prevalent  is  indicated 
by  the  frequent  use  of  the  term  “presenile  demen- 
tia” as  a synonym  for  Alzheimer’s  disease.  The 
presenium  is  considered  to  be  from  forty-five  to 
sixty  years  of  age.  Now  this  is  arbitrary  and 
bears  no  relationship  to  senility  other  than  a 
chronologic  one.  It  certainly  has  no  relationship 
to  the  physiology  of  aging.  Yet  a great  reluc- 
tance to  depart  from  the  concept  of  relationship 
to  senility  or  age  is  evidenced  by  the  coining  of 
the  term  “juvenile  form  of  Alzheimer’s  disease” 
when  the  histologic  picture  of  Alzheimer’s  was 
found  in  a still  younger  age  group.  Barrett  states 
that  it  is  difficult  to  limit  disease  processes  by 
age  periods  and  believes  that  senility  is  not  a 
matter  of  years,  but  of  tissue  aging,  and  that 
there  seems  to  be  no  difference  in  the  plaques  and 
neurofibril  changes  in  the  senile  and  presenile 
other  than  a difference  of  degree. 

Many  of  the  case  reports  were  questioned  by 
other  investigators  as  to  whether  or  not  they  were 
actually  cases  of  Alzheimer’s  disease,  the  assump- 
tion being  that  this  condition  was  a distinct 
clinical  entity.  This  assumption  is  by  no  means 
unanimous.  Stern  and  Reed,  in  support  of 
their  contention  that  Alzheimer’s  disease  is  not 
a well-defined  clinicopathologic  entity,  point  out 
that  intracellular  neurofibrillary  changes  similar 
to  those  described  by  Alzheimer  in  senile  and 
presenile  dementia  have  been  seen  after  starva- 
tion, after  extirpation  of  the  thyroid  and  para- 
thyroid, and  in  cholera,  dysentery,  and  uremia.4 

Jervis,  in  all  his  reports,  considers  Alzheimer’s 
disease  as  a definite  clinicopathologic  entity,  al- 
though he  does  state  that  agreement  is  lacking  as 
to  the  clinical  and  pathologic  features  of  the 
disease.3,6'8  Kufs  reports  a case  of  an  early  form 
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of  Alzheimer’s  disease  with  what  he  believes  were 
incidental  findings  of  sclerosis  of  the  olivary  bod- 
ies and  severe  atrophy  of  the  basal  ganglia.9 
However,  it  is  possible  that  all  the  findings  in 
this  case  were  due  to  a single  etiology.  He  infers 
that  there  is  no  specificity  in  the  histologic  find- 
ings of  Alzheimer’s  disease,  since  argentophilia 
is  typical  of  all  metabolic  products  deposited  in 
the  glial  substance. 

Numerous  papers  have  been  written  on  the 
differential  diagnosis  of  Alzheimer’s  disease. 
These  are  concerned  chiefly  with  differentiation 
from  senile  dementia  and  Pick’s  disease,  both 
from  a clinical  and  histologic  standpoint.  Mar- 
chand  differentiates  Pick’s  disease  from  Alzhei- 
mer’s on  clinical  and  pathologic  findings  and 
states  that  the  diagnosis  may  usually  be  made 
during  the  life  of  the  patient.10 

Although  the  pathologic  findings  in  Alzheimer’s 
disease  are  somewhat  different  qualitatively  from 
Pick’s  disease  and  differ  quantitatively  from 
senile  dementia,  the  clinical  differentiation  is 
not  one  which  can  be  made  with  any  degree  of 
certainty.  Bonfiglio  differentiated  clinically  Alz- 
heimer’s and  Pick’s  diseases  as  follows:  In 

Pick’s  disease  there  is  an  aphasia  with  gradual 
reduction  of  word  material  resulting  in  almost 
complete  mutism  (transcortical  sensory  aphasia), 
whereas  in  Alzheimer’s  disease  there  is  a diffuse, 
all-round  deterioration  of  speech  of  no  particular 
pattern,  with  paraphasia,  verbigeration,  and 
logoclonus.4  This  description  sounds  fairly  clear- 
cut,  but  such  clarity  does  not  often  obtain  clini- 
cally. Wilson,  who  admits  the  difficulty  of 
clinical  differentiation,  suggests  that  intense 
motor  activity  is  more  characteristic  of  Alzhei- 
mer’s disease  than  Pick’s.2 

Jervis  differentiates  Alzheimer’s  disease  from 
senile  dementia  on  the  histologic  finding  in  the 
former  of  an  intense  microglial  reaction  around 
and  within  the  characteristic  plaques.5  He  finds 
numerous  microgliocytes,  showing  severe  degen- 
erative changes,  encroaching  upon  the  Alzhei- 
mer’s plaques.  This  was  not  present  in  senile 
dementia.  There  have  been  excellent  clinical 
and  histologic  descriptions  with  differential 
diagnoses  of  Alzheimer’s  disease,  senile  dementia, 
and  Pick’s  disease  in  the  published  reports  and 
texts  in  considerably  more  detail  than  can  be 
given  here.2,7,11 

In  discussing  possible  causative  factors  of 
Alzheimer’s  disease,  we  enter  into  the  realm  of 
conjecture.  In  Malamud’s  second  case,  that  of 
a fifteen-year-old  boy,  he  points  out  that  besides 
the  typical  findings  of  Alzheimer’s  disease,  name- 
ly profusely  distributed  argentophil  plaques  and 
neurofibrillary  changes,  there  were  striking 
changes  in  the  choroid  plexus,  the  vessel  walls 
being  greatly  thickened  with  thick  proliferation 


of  connective  tissue  around  the  vessels.6  It  was 
concluded  that  the  entire  histologic  picture  in 
this  case  could  be  explained  on  the  basis  of  a 
primary  vascular  disease,  the  brain  changes  being 
secondary  to  the  changes  in  the  choroid  plexus. 
This  has  not  been  particularly  substantiated,  nor 
was  it  found  in  the  case  reported  here. 

Lowenberg  and  Waggoner  have  suggested  that 
cases  occurring  before  presenium  with  neuro- 
pathic familial  history  may  in  certain  instances 
be  of  heredodegenerative  origin.12 

Another  interesting  etiologic  speculation  is 
advanced  by  Braunmuhl  who  states  that  it  is 
possible  that  the  changes  in  the  brain  are  the 
changes  seen  in  any  colloidal  system,  a dispersed 
colloidal  state  changed  to  a less  dispersed  state 
and  eventually  to  condensation  and  coagulation.11  , 
This  process,  known  as  syneresis,  is  characteristic 
of  the  aging  of  any  colloidal  system,  and  what  is 
known  as  a syneretic  process  in  colloidal  chem- 
istry is  equivalent  to  an  atrophic  process  in 
neuropathology.  The  following,  an  unusual 
case  from  the  standpoint  of  age,  presents  most 
of  the  clinical  and  pathologic  criteria  of  Alzhei- 
mer’s disease. 

Case  Report 

The  patient,  a thirty-four-year-old ‘white  man, 
was  first  hospitalized  at  the  request  of  his  command- 
ing officer  on  February,  1945,  while  stationed  in  j 
Burma.  The  commanding  officer  stated  that  the  | 
patient  was  “completely  useless  and  acted  in  an 
unacceptable  manner.  He  couldn’t  adjust  to  any  J 
type  of  work  or  get  along  with  his  fellow  soldiers. 
Private  X is  apparently  simple-minded.  He  can-  j 
not  be  used  on  any  job  because  he  does  not  realize 
the  responsibilities  of  such  work.  He  wanders  off 
on  any  job.  He  eats  from  other  men’s  mess  kits,  j 
thinking  that  he  has  his  own.  He  doesn’t  shave  • 
unless  told  to  do  so,  doesn’t  bathe  unless  told  to  do 
so.  He  gets  lost  from  his  own  tent  and  his  own  bed 
and  wanders  about.”  . 

While  hospitalized  in  the  China-Burma-India 
theater,  the  patient  stated  that  the  other  men  were 
picking  on  him  and  throwing  powder  at  him.  He 
complained  of  vague  pain  in  his  nose  and  back. 
The  patient  was  quiet  and  cooperative  although  he 
remained  seclusive.  At  times  he  seemed  dull  and 
apathetic  and  at  other  times  intense  and  apprehen- 
sive. He  was  also  confused;  his  memory  was  poor, 
and  he  was  disoriented  as  to  time  and  place.  He 
was  unable  to  recall  more  than  three  digits  and  could 
not  do  the  simplest  calculations.  He  was  given  the 
Kent  Emergency  Test  and  scored  at  seven  years. 
He  was  diagnosed  dementia  precox,  simple  type,  and 
sent  to  the  United  States  where  he  was  admitted  to 
the  Mason  General  Hospital  in  June  of  1945. 

At  Mason  General  Hospital  he  was  restless,  over- 
active,  silly,  and  unable  to  care  for  himself.  It  was 
reported  that  he  had  auditory  hallucinations.  At 
this  hospital  he  received  18  electric  shock  treatments 
but  remained  loud,  boisterous,  overactive,  restless, 
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silly,  and  euphoric;  smiling,  laughing,  whistling, 
singing,  and  grinning  foolishly.  He  was  diagnosed 
dementia  precox,  hebephrenic  type,  and  transferred 
to  the  Bedford  Veterans  Hospital  in  October,  1945. 

At  the  latter  hospital  he  was  inaccessible,  appre- 
hensive, irrelevant,  and  confused.  He  was  unable 
to  dress  himself  and  did  not  care  what  became  of 
himself.  He  bumped  into  everything  on  the  ward. 
At  times  he  yelled  incoherently,  bleated  like  a sheep, 
and  smeared  excreta  on  himself  and  on  the  walls. 
He  was  retarded  in  his  answers  to  questions,  seemed 
muddled,  and  mumbled  a few  words.  He  was  dis- 
oriented in  all  spheres.  He  showed  psychomotor 
retardation  but  had  numerous  compulsive  move- 
ments. He  was  unable  to  dress  or  undress  himself. 
He  heard  voices  saying  “go  home,  go  home.”  He 
received  14  electric  shock  treatments  without 
improvement,  remaining  noisy,  assaultive,  and  self- 
abusive.  He  required  frequent  restraint.  Physical 
and  neurologic  examinations  at  this  hospital  were 
negative.  He  was  diagnosed  dementia  precox, 
mixed  type,  and  transferred  to  the  Veterans  Adminis- 
tration Hospital,  Northport,  on  Octobet  25,  1946. 

Past  History. — The  patient  was  born  in  New  York 
City  and  was  described  as  being  a healthy,  quiet, 
self-sufficient  child  who  got  along  well  with  his 
siblings.  The  patient’s  father  died  when  he  was 
nine  years  old  and  his  mother  a short  time  there- 
after. This  broke  up  the  family,  and  the  patient 
went  to  live  with  an  older  sister.  He  worked  as  a 
bootblack  after  school,  participated  in  sports,  and 
was  graduated  from  junior  high  school,  being 
considered  a good  student.  After  graduation  he 
worked  as  a laundry  truck  driver  for  eight  to  nine 
years  but  lost  his  job  in  1931.  In  1933  he  joined  the 
Civilian  Conservation  Corps  for  one  year.  He  con- 
tracted gonorrhea  in  1934.  Prior  to  his  induction 
he  held  various  jobs,  always  maintaining  a good 
record.  His  preinduction  personality  was  friendly 
and  outgoing,  interested  in  his  environment.  He 
was  stable  in  mind,  aggressive,  decisive,  and  spon- 
taneous, accepting  and  adjusting  to  new  situations. 

The  patient  had  a casual  attitude  toward  entering 
the  army.  For  eight  months  he  worked  as  a crew- 
man on  a 37-mm.  antitank  gun.  Once  he  was  thrown 
into  the  air  by  an  exploding  shell  but  got  up  and 
walked  away  without  ill  effect.  He  was  sent  over- 
seas to  Burma  where,  for  nineteen  months,  he  served 
in  various  capacities,  always  serving  well,  until  a 
short  time  before  his  hospitalization  when  he  was 
transferred  from  outfit  to  outfit.  There  are  no 
records  of  courts-martial  or  AWOL’s. 

Family  History. — The  patient’s  father  was  born 
in  Italy  in  1873  and  was  killed  in  1918  in  an  acciden- 
tal fall.  His  mother  died  of  a “broken  heart,”  three 
years  after  the  death  of  her  husband.  The  patient 
was  the  fifth  of  nine  children.  There  are  no  neuro- 
psychiatric determinants  in  the  family. 

Social  History. — The  patient  was  an  occasional 
drinker.  He  had  regular  heterosexual  experiences 
and  had  a “steady  girl  friend”  before  induction  into 
the  army.  He  was  never  married. 

Mental  Examination. — On  admission  to  North- 
port  the  patient  was  in  an  excited  state,  kicking  out 
wildly  and  screaming  in  an  inarticulate  wailing 


manner,  especially  when  attempts  were  made  to 
move  or  direct  him.  The  expression  on  his  face 
was  one  of  confusion.  His  mouth  hung  open, 
and  he  smiled  vaguely  when  spoken  to  in  a soothing 
tone.  In  restraint  he  tried  to  assault  all  who  came 
in  contact  with  him.  He  was  incontinent  of  urine 
and  feces.  He  ate  well,  including  everything  put 
within  reach  of  his  mouth.  His  attention  could  be 
caught  by  calling  him  by  name.  He  looked  at  the 
examiner  and  answered  simple  questions  with 
“yes”  or  “no,”  in  such  a manner  that  it  was  felt  that 
he  did  not  comprehend  the  question.  From  time  to 
time  he  yelled  incoherently  and  at  times  made  con- 
versation in  thick  incomprehensible  tones.  An  occa- 
sional word,  such  as  “shoes,”  “good  kid,”  “you 
handle  me  like  a kid,”  or  “you  go  home,”  was 
discernible.  His  emotional  state  was  thought  to 
be  one  of  diffuse  anxiety  and  fear  because  of  his  ina- 
bility to  comprehend  or  interpret  his  environment, 
a catastrophic  reaction  to  external  stimuli. 

Physical  Examination. — This  revealed  a markedly 
emaciated,  sallow-complexioned  young  white  man, 
5 febt  6 inches  tall,  and  weighing  87  pounds.  There 
was  marked  generalized  muscle  wasting.  Examina- 
tion of  the  heart  and  lungs  was  negative.  Fundo- 
scopic  examination  showed  moderate  retinal  arterio- 
sclerosis. The  disks  were  sharply  outlined  and  nor- 
mal in  color.  There  were  no  other  significant  posi- 
tive physical  findings. 

On  neurologic  examination  there  was  increased 
muscular  irritability.  There  was  generalized  mus- 
cular wasting.  Speech  was  thickened,  blurred,  and 
incomprehensible.  There  was  a fine  tremor  of 
the  tongue.  Gait  was  slow  and  hesitant,  and 
patient  fell  when  left  alone.  The  patient  exhibited 
repetitive  sucking  and  swallowing  activity  of  a 
reflex  nature.  The  deep  tendon  reflexes  were  hyper- 
active and  equal  bilaterally.  It  was  impossible  to 
gain  the  patient’s  attention  for  a sensory  examina- 
tion. 

Course  in  the  Hospital. — During  his  stay  at  North- 
port,  the  patient  was  agitated,  assaultive,  and  con- 
fused. He  remained  out  of  contact,  screaming 
unintelligibly.  He  was  given  a sodium  amytal 
interview  but  showed  no  response.  The  patient 
was  treated  with  constant  sedation,  either  chemi- 
cal or  hydrotherapeutic,  high  vitamin  regime, 
and  potassium  chloride  with  no  response.  He 
showed  a progressive  downhill  course.  He  was 
incontinent  of  urine  and  feces.  In  January  of 
1947,  the  patient  had  two  generalized  convulsive 
seizures,  one  day  apart,  lasting  thirty  seconds  and 
two  minutes  each,  respectively.  The  patient  even- 
tually developed  penumonia  which  did  not  respond 
to  penicillin  or  sulfadiazine,  and  he  expired  on 
April  7,  1947,  at  the  age  of  thirty-seven,  three 
years  after  the  onset  of  his  present  illness.  The 
premortem  diagnosis  was  psychosis  with  organic 
brain  disease. 

Laboratory  Examinations. — Blood  count,  urine, 
and  stool  examinations  were  negative  except  during 
the  febrile  episodes.  Spinal  fluid  examinations 
showed  normal  pressure,  globulin  normal,  1 cell  per 
cu.  mm.,  total  protein  25.5  mg.  per  cent,  gold  curve 
zero  in  all  dilutions,  and  Wassermann  negative. 
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Fig.  1.  Left  frontal  lobe  illustrating  neuron  and 
fibrillary  changes  seen  in  four  characteristic  cells 
(high,  dry;  Bielschowsky  stain). 


Blood  complement  fixation  test  and  precipitation 
test  for  syphilis  were  negative. 

Blood  cholesterol  was  267  mg.  per  cent,  and  the 
bromsulfalein  test  was  negative.  X-rays  of  the 
skull,  spine,  and  chest  were  negative.  A gastro- 


Fig.  2.  Section  of  left  upper  frontal  lobe  (low; 
Nissl  stain). 


intestinal  series  showed  a mild  nutritional  deficiency 
pattern  of  the  jejunum  manifested  by  distinct  jejunal 
hypermotility. 

Electroencephalogram  during  the  few  minutes 
when  the  patient  was  quiet  shdwed  a completely 
flat  record  with  no.  alpha  rhythm.  This  was  re- 
ported as  being  suggestive  of  cortical  atrophy. 

Postmortem  Findings. — -Autopsy  revealed  bila- 
teral confluent  bronchopneumonia,  generalized 
emaciation,  atherosclerosis  of  the  aorta,  and 
atrophy  of  the  testis.  However,  on  section  of  the 
testis  the  histologic  picture  was  normal.  There 
were  no  pathologic  changes  in  the  pancreas'  supra- 
renal glands,  or  prostate. 

Gross  Description  of  the  Brain. — There  was  a 
generalized  decrease  in  the  size  of  the  brain  with  some 
asymmetry.  It  weighed  1,030  Gm.  The  left 
occipital  pole  was  shorter  than  the  right.  Be- 
tween the  dura  and  pia  mater  there  was  an  addi- 
tional tan-gray,  filmy  membrane  which  was  stripped 
with  only  moderate  resistance  from  the  undersurface 
of  the  dura.  This  membrane  was  about  1 to  2 mm. 
thick,  and  it  extended  from  the  region  of  the  superior 
longitudinal  sinus  over  the  right  and  left  cerebral 
hemispheres  to  the  floor  of  the  anterior  and  middle 
cranial  fossa  but  not  across  the  floor  of  the  fossa. 
This  membrane  did  extend  across  the  dorsum  of  the 
cerebelli.  There  was  some  milky  cloudiness  of  the 
pia  over  the  parietal  regions.  The  cerebrospinal 
fluid  was  somewhat  increased  in  amount.  It  was 
clear  and  colorless. 

The  3 cm.  of  the  cervical  spinal  cord  obtained 
were  pigmented  brown.  The  blood  vessels  at  the 
base  of  the  brain  had  only  slight  fibrous  and  fatty 
changes.  • 

The  right  and  left  ventricles  were  markedly  dilated 
throughout.  In  the  inferior  horns  the  hippocampi 
were  narrower  than  usual.  There,  as  well  as  in  the 
occipital  poles,  were  areas  where  the  dilated  ven- 
tricles were  separated  from  the  surface  by  only  2 
to  3 mm.  of  brain  substance. 

At  about  the  middle  of  the  septum  pellucidum, 
there  was  an  oval  opening  in  each  membrane. 
The  openings  were  about  4 by  6 mm.  in  diameter 
and  led  into  the  cavum  septi  pellucidi,  thereby  estab- 
lishing communication  between  that  space  and  the 
lateral  ventricles. 

The  choroid  plexi  in  the  anterior  parts  of  the 
lateral  ventricles  were  thinner  than  usual.  In  the 
posterior  portions  of  the  inferior  horns,  they  were 
about  usual  thickness. 

Microscopic  Description. — The  following  areas  of 
the  central  nervous  system  were  investigated  his- 
tologically: Of  the  cerebrum — left  prefrontal, 

lateral;  left  frontal,  superior  (Figs.  1-3);  right 
orbital  gyri;  left  caudate  and  lenticular  nuclei; 
right  caudate  and  lenticular  nuclei;  left  central 
sulcus  region;  left  inferior  temporal  lobe  containing 
part  of  the  inferior  horn ; right  superior  postcentral; 
left  hippocampus;  choroid  plexus  from  the  left 
inferior  horn;  hypothalamus,  including  the  mamil- 
lary bodies;  mesencephalon;  pons;  right  occipital 
lobe  (calcarine  area);  left  occipital  lobe  (calcarine 
area) ; medulla  oblongata  and  the  choroid  plexus  of 
the  IV  ventricle;  cerebellum — right  hemisphere; 
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Fig.  3.  Section  of  left  superior  frontal  lobe 
showing  numerous  argentophil  plaques  (low;  Biel- 
schowsky's  stain). 


spinal  cord  at  the  pyramidal  decussation  and  high 
cervical  cord  below  the  pyramidal  decussation. 

The  sections  stained  with  hematoxylin-eosin  and 
those  stained  with  Nissl’s  method  showed  marked 
alterations  in  the  neurons  of  the  cortical  areas  and, 

I to  a lesser  degree,  in  the  basal  ganglia.  In  the  cor- 
tex there  was  a conspicuous  decrease  in  the  number 
of  the  neurons. 

Those  that  were  present  showed  changes  in  shape, 
size,  position,  and  structure.  The  cell  bodies  were 
distorted,  narrowed,  and  twisted,  and  many  apical 
dendrites  of  pyramidal  cells  were  wavy  or  spiral. 
In  several  cells  the  triangular  form  was  altered  to 
that  of  stellar. 

Due  to  the  narrowing  there  was  a diminution  of 
size,  a definite  shrinkage,  showing  many  stages  to 
the  point  where  the  cells  were  hardly  identifiable. 

The  polarity  of  the  cells  was  upset ; some  deviated  at 
a sharp  oblique  angle,  others  at  about  a right  angle, 
while  some  at  an  obtuse  angle  to  the  stage  where  the 
cell  became  inverted  in  relation  to  the  general  pat- 
tern. In  this  positional  alteration  the  usual  layer 
arrangement  was  lost,  and  the  cortex  was  repre- 
sented by  a thinned-out  rim.  In  those  cells  where 
they  were  still  identifiable,  there  was  eccentricity  of 
nuclei.  The  chromophilic  substance  was  mostly 
fine,  powdery,  hazily  defined,  or  absent.  With 
these  neuronal  alterations  there  was  no  satellitosis; 
no  neuronophagia  was  observed. 

The  Holzer  stain  showed  mild  gliosis  at  the  super- 
ficial border  of  the  occipital  cortex.  In  the  other 
areas  there  were  no  excessive  glia-fiber  formations 
visible. 


In  the  choroid  plexus  of  the  left  inferior  horn  two 
psammoma-type  bodies  were  found.  In  that  area 
there  was  an  increase  of  connective  tissue  fibers. 
Elsewhere  the  tufts  were  well  developed,  and  the 
cuboidal  cell  layer  covering  the  pial  stalks  showed  the 
usual  arrangement. 

For  the  staining  of  the  myelin,  Weil’s  method  was 
used.  There  was  no  deviation  from  the  usual  in  the 
distribution  of  the  myelin  in  any  of  the  sections. 

The  most  conspicuous  alterations  were  found  in 
the  sections  impregnated  with  silver  by  Bielschow- 
sky’s  method.  These  alterations  were  twofold: 

1.  Widely  disseminated  throughout  the  cortex  of 
every  part  of  the  cerebrum  and  present  more  moder- 
ately even  in  the  cerebellar  cortex  there  were  in- 
numerable areas,  mostly  round,  some  oval,  ranging 
from  about  30  to  100  microns  in  diameter.  They 
were  darkly  colored  on  a tobacco-leaf  gold  back- 
ground. Most  of  them  contained  a more  or  less 
centrally  placed,  round  core,  around  which  there 
were  irregular  fragments  of  filamentous  and  gran- 
ular substance,  seemingly  radiating  from  the  cen- 
tral core  toward  the  periphery.  This  substance  was 
denser  at  the  outside  rim,  leaving  a looser  network 
of  halo  which  was  concentric  with  the  core  and  the 
outer  ring.  Some  of  the  areas  resembled  a minia- 
ture wreath. 

2_  In  the  remnant  of  the  cerebral  cortex,  left 
among  the  widely  and  densely  scattered  argentophil 
formations,  there  were  pyramidal  cells  whose  neuro- 
fibrils were  matted  together  at  the  periphery  of  the 
cells  and  darkly  colored  by  silver.  The  rest  of  the 
cell  bodies,  including  the  nuclei,  were  pale,  golden  yel- 
low, and  structural  details  could  not  be  distinguished. 

At  many  places  the  bunched-together,  fused, 
sharply  outlined  neurofibrils  formed  loops  and  even 
twisted  and  intertwined  filaments  which  assumed 
the  appearance  of  a loosely  woven  basket  in  the 
shape  of  a former  neuron,  without  any  other  identifi- 
able remnant  of  the  cell,  however.  Indeed,  oc- 
casionally only  a dark,  thick  fragment  of  fused 
neurofibrils  in  the  form  of  an  inverted  question 
mark  was  left  of  the  pyramidal  cell. 

Diagnoses. — Generalized  brain  atrophy,  fenestra- 
tion of  the  septum  pellucidum  (congenital),  internal 
hydrocephalus,  and  presenile  psychosis  (Alzheimer’s 
disease). 

Summary 

A case  is  presented  Vhich  exhibited  the  clinical 
and  pathologic  features  of  Alzheimer’s  disease. 
This  case  is  unusual  in  that  the  disease  manifested 
itself  at  the  early  age  of  thirty-four.  This  case 
then  becomes  part  of  the  so-called  group  of 
“juvenile  forms”  and  lends  weight  to  the  small 
group  of  cases  already  described  as  being  indepen- 
dent of  the  presenium.  These  cases  are  impor- 
tant in  considering  the  problem  of  the  pathologic 
nature  of  Alzheimer’s  disease. 

The  mental  reaction  this  patient  manifested 
was  one  of  a slowly  advancing  dementia.  At  an 
early  stage  he  could  not  adjust  to  his  environment 
or  accept  responsibilities.  Later  he  developed 
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memory  impairment  for  recent  and  remote 
events.  At  times  he  experienced  visual  and 
auditory  hallucinations.  He  became  confused, 
disoriented,  hyperactive,  and  showed  prolonged 
restless  periods.  His  intellectual  deterioration 
progressed  so  that  the  patient  became  completely 
inaccessible.  This  patient  exhibited  focal  corti- 
cal signs  of  aphasia,  paraphasia,  apraxia,  and 
agnosia.  On  neurologic  examination  he  showed 
incoordination,  increased  muscular  instability, 
repetitive  sucking  and  swallowing  activity  of  a 
reflex  nature,  hyperactive  deep  tendon  reflexes, 
and,  later  on,  grand  mal  convulsions. 

The  pathologic  picture  of  generalized  atrophy 
of  the  brain,  with  the  microscopic  findings  of 
the  Alzheimer’s  argentophil  plaques  and  neuro- 
fibrillary changes,  conforms  to  the  classic  de- 
scription of  Alzheimer’s  disease. 

The  cases  in  the  literature  have  been  presented 
in  essentially  the  same  manner,  and  the  patho- 
logic studies  have  all  been  practically  uniform  in 
the  technic  of  section  and  staining.  Hence, 
little  has  been  added  to  our  knowledge  other 
than  numerous  conclusions  of  a strictly  specula- 
tive nature  as  to  the  pathogenesis  of  this  con- 
dition. 

Alzheimer,  in  his  original  discussion  of  this 
condition,  stated  that  “beyond  doubt  there  were 
many  more  psychiatric  entities  existing  than  are 
listed  in  our  textbooks.  In  many  of  these 
bizarre  cases,  study  in  the  future  will  reveal  that 
they  are  to  be  differentiated  from  known  entities. 
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Gradually  these  pathologic  studies  will  enable 
us  to  define  more  sharply  and  to  classify  these 
cases  from  the  large  groups  in  which  they  find 
themselves  today.”  This  was  written  in  1907 
and  has  proved  to  be  true.  However,  beyond 
the  fact  that  Alzheimer’s  disease  is  considered 
by  most  observers  to  be  a distinct  clinical  entity, 
little  else  has  been  accomplished.  This  is  un- 
fortunately true  of  a great  many  neurologic  prob- 
lems. It  is  also  true,  however,  that  a great  many 
neurologic  problems,  previously  obscure,  were 
clarified  when  study  was  directed  away  from  the 
postmortem  histologic  findings  and  toward  a 
more  organic  approach,  embracing  vascular,  met- 
abolic, and  chemical  studies.  However,  in 
order  to  do  this  the  diagnosis  of  Alzheimer’s  dis- 
ease must  be  made  during  the  life  of  the  patient. 


Prepared  with  the  technical  assistance  of  Mr.  E.  Schmulo- 
witz. 
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TOXIC  METALS  CONSTITUTE  INCREASING  INDUSTRIAL  HAZARD 


Toxic  metals  are  an  increasing  industrial  hazard, 
according  to  Leonard  Greenburg,  M.D.,  New  York, 
executive  director  of  the  Division  of  Industrial  Hy- 
giene and  Safety  Standards,  New  York  State  De- 
partment of  Labor.  Writing  in  the  March  26  issue 
of  the  Journal  of  the  American  Medical  Association, 
Dr.  Greenburg  says:  “The  introduction  of  many 

new  alloys  and  industrial  processes  has  created  en- 
vironmental conditions  wherein  workers  are  often 
subjected  to  the  dusts  and  fumes  of  toxic  metals 
and  the  mists  or  gases  of  metallic  compounds.  Rare 
metals  which  a few  years  ago  were  laboratory  curiosi- 
ties have  suddenly  assumed  important  roles  in  in- 
dustry. As  a result,  new  disease  entities  are  being 
encountered — for  example,  the  pathologic  manifesta- 
tions (skin  rash  and  skin  ulcers,  and  irritation  of  the 
respiratory  tract)  resulting  from  exposure  to  beryl- 
lium, a metal  almost  unknown  in  industry  as  re- 
cently as  ten  years  ago,  and,  in  addition,  exposures 
to  old  offenders  are  revealed  in  unexpected  form. 
The  toxic  metals  constitute  an  increasing  industrial 


hazard  because  of  the  many  new  uses  to  which 
metals  are  being  put.  Prompt  recognition  of  the 
industrial  origin  of  the  many  obscure  signs  and 
symptoms,  referable  to  almost  any  organ  system  of 
the  body,  is  essential  if  the  disease  is  to  be  diagnosed 
before  irreversible  changes  have  taken  place.” 
Complete  removal  of  the  patient  from  exposure 
to  the  toxic  metal  or  metals  is  usually  necessary, 
even  in  mild  cases  of  metal  poisoning,  Dr.  Greenburg 
emphasizes.  Exposure  to  amounts  of  the  toxic 
metals  that  would  be  harmless  to  well  persons  may 
be  harmful  to  persons  in  whose  systems  the  metals 
have  already  accumulated,  he  says.  Although  spe- 
cifically physicians  possess  few  drugs  which  are  of 
value  in  poisoning  from  certain  metals,  persons  suf- 
fering from  arsenic  poisoning  and  from  acute  mer- 
cury poisoning  may  be  treated  effectively  with  the 
chemical  known  as  BAL,  according  to  Dr.  Green- 
burg. BAL,  British  Anti-Lewisite,  was  created  to 
protect  British  soldiers  against  a feared  German  at- 
tack with  lewisite. 


NEUROLOGY— UNDERGRADUATE  TEACHING  AND 
CLINICAL  PRACTICE 

Wardner  D.  Ayer,  M.D.,  Syracuse,  New  York 


THERE  is  present  a need  for  a greater 

neurologic  interest  and  activity  on  the 
part  of  the  internist  and  general  medical  man. 
However,  they  often  admit  that  they  are 
poorly  prepared  and  won’t  “put  their  hand  to 
it.”  Much  of  this  lack  of  interest  reflects  an 
earlier  undergraduate  disinterest. 

The  third  year  student  often  approaches 
clinical  neurology  with  resentment.  He  has 
been  repeatedly  told  that  neurology  is  entirely 
built  on  that  firm  foundation  of  dread  first 
year  neuroanatomy  which  was  once  an  almost 
insurmountable  obstacle  and  which  is  still  terra 
incognita  to  him.  He  recalls  how  bitterly  he 
suffered  on  that  dreary  trip  around  the  rhinen- 
cephalon,  that  he  strayed  afield  in  the  striae 
acousticae,  was  disconsolate  and  discouraged 
with  Sherrington’s  integrations,  and  completely 
confounded  by  the  differentiation  between 
rigidity  and  spasticity  in  the  Macacus  rhesus 
monkey.  He  then  and  there  learned  to  dislike 
anything  neurologic,  and  he  doesn’t  take  to  it 
now. 

The  teaching  of  neurology  is  relatively  simple 
and  can  be  very  interesting.  It  is  only  neces- 
sary first  to  review  briefly  and  clarify  this  dread 
neuroanatomy,  then  teach  long  and  well  the 
neurologic  examination,  repeatedly  show  physi- 
cal signs,  and  then  give  the  important  clinical 
entities  with  inclusive  basic  simplicity;  on 
these  the  student  can  build  intelligently. 
Certainly  there  is  no  virtue  in  teaching  all 
about  the  rare  museum  myopathies  and 
dystrophies,  the  Westphal-Strumpell  syn- 
drome or  Lindau’s  disease. 

In  1935  to  stimulate  a greater  student  in- 
terest the  writer  began  to  teach  clinical 
neurology  by  a concise,  laboratory  work  sheet, 
syllabus  method  as  a supplement  to  accepted 
and  recommended  neurologic  texts.  A course 
of  sixty  hours  was  planned  as  a simple  practical 
presentation  of  the  more  important  disorders 
of  the  nervous  system  with  the  main  endeavor 
to  correlate  the  early  fundamentals  and  to 
stimulate  individual  student  thought  and  de- 
duction. 

The  student  compiled  his  own  personal  note- 
book consisting  of  the  following: 

1 .  Twenty-five  to  30  actual  case  presenta- 

Condensed  from  a paper  presented  at  the  142nd  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  Section  on  Neurology  and  Psychiatry,  May 
21.  1948. 


tions  with  mimeographed  history  notes  on 
diagram  sheets,  each  to  be  completed  by  the 
listing  of  the  demonstrated  findings  with 
anatomic  and  pathologic  diagnoses  and  the 
answers  to  appropriate  analytic  questions 
(Fig.  1). 

2.  Twelve  sharply  summarized  clinical 
chapters  in  outline  form,  emphasizing  in  each 
the  pertinent  points  of  anatomy,  function, 
and  pathology,  particularly  as  they  relate  to 
symptoms  and  signs.  (Formal  lectures  are 
still  a necessity,  and  case  teaching  does  not 
stand  alone.) 

3.  A series  of  20  especially  instructive 
illustrative  case  reports.  These  and  the 
foregoing  sheets  are  supplemented  by  ap- 
propriate photostated  diagrams  from  many 
sources  (possibly  plagiarism  but  with  full 
credit  indicated)  and,  in  certain  instances, 
by  actual  photographs  of  necropsy  or  opera- 
tive findings. 


MISS  L.  C..  32  yrs.  Previous  stenographer  and  mimeo- 
graph operator.  Private  case. 

Problem  of  Spastic  Paraplegia  with  contractures  of  10 
years'  duration. 

Progressively  increasing  difficulty  in  nolklng,  tingling 
and  stiffness  of  both  legs,  the  right  greater  than  the 
left;  frequent  bladder  incontinence;  some  numbness  in 
the  fingers. 

Otherwise  no  symptoms  above  the  waist;  no  diplopia;  no 
foggy  vision;  no  difficulty  in  speech  or  swallowing;  no 
dizziness  or  nausea.  Careful  questioning  shows  no  periods 
of  foggy  vision.  (What  would  such  indicate?) 


No  previous  injuries  or  significant  illnesses;  no  dietary 
deficiency. 

Lumbar  puncture  in  1932  showed  no  subarachnoid  blocking. 
Wassermann  was  negative.  Then  diagnosed  as  Disseminated 
Sclerosis. 

Has  since  gone  to  many  physicians,  has  had  lumbar  and 
cervicodorsal  ganglionc-ctomies;  treated  extensively  by 
electricity,  diathermy  and  short-wave  electricity  with 
severe  burn  of  the  back.  No  improvement. 


Patient  now  confined  to  house,  gets  about  by  hanging  on 
furniture.  Frequent  wetting  and  marked  constipation. 

No  symptoms  referable  to  craniql  nerves  or  upper  exteraities. 


EXAMINATION;  List  present  findings. 


ANATOMICAL  DIAGNOSIS  (Indicate  tracts  involved  on  diagram) 
PATHOLOGICAL  POSSIBILITIES  & DISCUSSION 


Fig.  1.  Specimen  case  presentation  sheet  (re- 
duced Vs)  showing  transverse  diagrams  which  are 
to  be  filled  in  by  student. 
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4.  The  pathology  is  demonstrated  when 
possible  by  gross  specimens;  otherwise  by 
lantern  slides  from  the  writer’s  collection  of 
both  gross  and  microscopic  material. 

5.  One  special  four-hour  period  for 
sectioning  of  the  hardened  brain  in  the  old 
Salp'triere  manner. 

6.  Questionnaire  sheets  are  added  from 
time  to  time  for  better  orientation  and  re- 
view. 

This  material  when  properly  arranged  and 
completed  has  made  an  individual  spring 
binder  textbook  of  real  personal  interest,  pride, 
and  value.  It  is  a student’s  own  work.  Stu- 
dents have  reported  that  in  the  subsequent 
years  this  value  was  enhanced  by  the  addition 
of  abstracts  from  the  literature,  reprints,  in- 
teresting personal  case  reports,  and  particularly 
their  own  revisions. 

It  has  been  the  main  intent  to  develop  an 
expertness  in  history-taking,  an  accuracy  in 
physical  findings,  an  awareness  of  possibilities, 
and  also  a more  systematic  approach  to  other 
medical  problems.  In  addition,  the  impor- 
tance of  kindliness,  patient  understanding, 
and  reassurance  in  the  handling  of  all  indi- 
viduals has  been  stressed,  with  emphasis  on  the 
very  great  responsibility  of  keeping  the 
chronic  patient  out  of  the  hands  of  exploiting 
quackery. 

To  repeat,  the  real  major  premise  of  this 
teaching  is  to  spur  the  student  constantly  in 
his  consideration  of  symptoms  and  signs  to  a 
clear  visualization,  a mind  picture,  of  the  un- 
derlying anatomic  structures,  the  pathologic 
mechanics,  and  the  “working  of  all  the  parts,” 
and  to  think  primarily  and  logically  in  such 
terms.  It  might  appear  that  the  effort  was  to 
teach  more  of  fundamentals  and  less  of  the 
clinical  disease,  but  if  this  is  so,  it  makes  for  the 
very  “intellectual  discipline”  which  is  really  a 
distinction  of  neurology! 

What  then  have  we  taught?  And  what  have 
we  emphasized?  Or  have  we  overemphasized? 
The  following  lecture  headings  are  here  listed 
and  briefly  discussed.  These  are  given  to  each 
student  in  outline  form. 

Lecture  Headings 

Historical  Highlights. — The  evolution  of  our 
present  neurologic  knowledge  and  an  interest- 
ing and  cultural  touch  of  medical  history  are 
presented  with  lantern  slide  illustrations  from 
the  famous  Wolff  Collection  of  Syracuse  Uni- 
versity. (This  consists  of  15,000  portrait  en- 
gravings of  noted  scientific  men  of  all  times  up 
to  and  including  Virchow  in  1860.)  It  is  a 
matter  of  inspiration  and  interest  to  know  of 


and  to  see  the  physiognomy  of  a few  of  these 
early  pioneers  and  to  know  of  their  times. 
Their  early  gropings,  when  helpless  without 
knowledge  of  physiology  and  pathology,  were 
really  surprisingly  good  and  in  comparison 
serve  to  better  fix  our  present-day  knowledge. 
Omy  one  hundred  years  ago  the*  phrenology  of 
Gall  and  Spurtzheim  was  at  its  heighth.  It 
was  a crude  attempt  at  localization.  Certainly 
we  have  come  a long  way,  but  in  what  a short 
time! 

Neurologic  Examination. — A most  important 
chapter,  it  is  the  real  sheet  anchor  of  the  teach- 
ing of  clinical  neurology.  It  is  neglected  in  the 
general  course  of  physical  diagnosis.  Without 
skill  in  this  procedure  the  student  is  like  a ship 
without  a rudder.  The  intelligent  testing  of 
the  12  cranial  nerves  and  of  the  motor,  reflex, 
and  sensory  status  of  the  extremities  of  course 
must  review  and  re-establish  the  entire 
anatomy  and  function  of  the  brain,  cord,  and 
peripheral  nerves. 

The  writer’s  simple  one-page  examination 
form  (Fig.  2)  is  given  without  the  listing  of  36 
reflexes — and  what  discouragement  in  the  “six- 
pager”!  Here  they  apply  knowledge  at  first 
hand  and  use  their  own  special  senses — if  they 
haven’t  atrophied  from  disuse.  They  find 
that  with  training  they  can  ordinarily  make 
this  examination  in  twelve  minutes,  that  there 
is  rarely  a need  of  a forty-five-minute  sensory 
study,  and  they  also  learn  that  a “reflexolo- 
gist” or  a “sexologist”  is  not  a neurologist  and 
that  in  these  days  of  overspecialization  there 
are  too  many  amateur  experts. 

In  addition,  they  do  not  expect  all  diagnoses 
from  an  electroencephalograph  “out  of  a 
satchel”  or  from  other  popular  procedures  and 
gadgetry,  all  too  often  thought  infallible.  They 
learn  the  importance  of  the  sensible,  to-the- 
point  history  and  what  to  ask  for.  Without  a 
good  history  they  can’t  “make  bricks  without 
straw,”  and  they  are  not  overimpressed  if  a 
maternal  grandparent  had  eneurisis  or  walked 
in  her  sleep! 

The  Brain  Coverings  and  the  Spinal  Fluid. — 

A valuable  chapter  which  reviews  the  anatomy 
of  the  meninges,  the  arrangement  of  the 
ventricles,  the  subarachnoid  space,  the  cis- 
ternae,  and  the  formation  of  and  circulation  of 
the  liquor  cerebri.  A lantern  slide  review  of 
the  primary  brain  vesicles  here  is  most  helpful; 
this  is  also  an  excellent  method  to  teach  brain 
anatomy.  So  we  even  revert  back  to  embry- 
ology. 

The  “sideline”  lumbar  puncture  and  the 
spinal  fluid  examination  are  illustrated  in  de- 
tail. These  two  important  procedures  are 
much  too  often  very  poorly  done. 
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Fig.  2.  Neurologic  examination  form  (reduced  Vs) : Obverse  summarizes  the  subjective  and  objective 
findings  with  diagnoses  and  discussion.  Reverse  is  the  reminder  examination  outline. 


Here  then  is  retaught  anatomy,  embryology, 
physiology,  and  clinical  microscopy,  and  of 
this  how  little  they  remembered!  Without 
such  knowledge  there  could  be  no  intelligent 
and  practical  consideration  or  understanding  of 
the  meningitides. 

Meningitis. — This  chapter  has  been  re- 
written often  in  the  past  ten  years.  This 
certainly  is  consequential  medical  neurology 
and  demands,  in  addition  to  the  preceding  re- 
view chapters,  a knowledge  of  bacteriology 
and  inflammatory  exudates.  Students  know 
that  a turbid  spinal  fluid  demands  an  imme- 
diate and  emergency  smear,  but  can  they  do  a 
Gram’s  stain?  Also  a real  test  of  their  knowl- 
edge is  what  to  do  with  that  less  urgent  spinal 
fluid  with  a 200  cell  count  and  the  question  of 
its  several  implications. 

It  is  also  surprising  how  many  times  the 
student  doesn’t  recall  that  the  low  power  of 
his  microscope  encloses  one  square  millimeter, 
which  is  the  unit  of  his  counting  chamber. 

The  Spinal  Cord  and  Its  Diseases. — General 
cord  anatomy  with  its  relation  to  the  spinal 
column  and  the  spinal  fluid  dynamics  is  demand 
knowledge.  What  remarkable  concentration 
of  enormous  vital  control  function  is  located  in 
this,  a lady's  long  finger  of  delicate  soft  con- 
sistency, hanging  suspended  in  a bony  canal! 


Here  we  must  marvel  at  God’s  handiwork,  and 
it  is  discouraging  that  so  few  students  remem- 
ber this  most  essential  anatomy.  The  anat- 
omy, histology,  and  the  long  tracts  are 
thoroughly  reviewed  by  photostatic  anatomic 
supplements  and  by  cross-section  exercise 
sheets,  all  of  which  are  added  to  the  notebooks. 

The  grave  responsibility  which  .is  carried  in 
any  case  of  progressing  paraplegia  is  em- 
phatically stressed.  The  various  disease  pos- 
sibilities and  their  differentiation  with  spinal 
fluid  examination  and  dynamics  are  all  care- 
fully considered.  The  cord  tumor  is  still  being 
missed  and  too  often  and  too  long  masquerades 
as  tfansverse  myelitis  or  disseminated  or  sub- 
acute combined  sclerosis.  Considerable  time 
is  given  to  disseminated  sclerosis  as  an  eti- 
ologic  and  pathologic  enigma,  and  a difficult 
diagnosis  not  ever  to  be  made  at  one  sitting. 
Students  learn  that  the  age  of  onset  is  under 
forty,  usually  under  thirty,  and  in  “brunette 
females”  (wda),  and  is  not  to  be  confused  with 
posterolateral  sclerosis  with  onset  over  forty 
in  gray-haired  blondes! 

Charcot’s  amyotrophic  lateral  sclerosis  and 
its  related  progressive  muscular  atrophy  are 
briefly  and  concisely  given  as  a chronic  and 
hopeless  disease  which  the  student  must  know, 
but  other  rare  conditions  along  with  syringo- 
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myelia  and  Fredreich’s  ataxia  are  only  men- 
tioned. The  Weigert  slides  of  these  may  be  in- 
structive in  demonstrating  cord  tracts,  but 
they  are  not  the  important  or  frequent  cord 
diseases  such  as  the  usual  board  examiner  may 
indicate. 

Poliomyelitis. — This  chapter  is  given  in  con- 
siderable detail,  perhaps  because  of  the  writer’s 
longstanding  personal  interest  in  it.  It  serves 
as  an  excellent  review  of  the  nature  of  viruses, 
of  the  lower  motor  neuron,  and,  especially  im- 
portant, the  mechanics  of  respiration  with  a 
differentiation  of  the  bulbar  from  the  cervi- 
cal cord  respiratory  paralysis.  It  is  then 
realized  how  fortunate  it  is  that  the  phrenics 
have  a high  cervical  cord  level. 

Neurosyphilis. — Here  is  a review  of  its 
early  but  post-Columbian  history,  the  general 
nature  of  spirochetes,  and  the  special  charac- 
teristics of  that  darting,  gleaming,  twisting, 
pale  spirochete,  the  Treponema  pallidum,  “the 
destroyer  of  the  house,”  the  Bordet-Gengou 
fixation  of  the  complement,  the  general 
pathology,  and  the  three-phase  cerebral  pa- 
thology of  this  disease.  Its  therapy  has  now 
been  rewritten  several  times  to  great  advantage. 

Brain  Dissection. — In  a four-hour  exercise  a 
hardened  brain  is  sectioned  by  two  students 
each.  This  is  done  in  the  Salpetriere  manner, 
filling  in  outline  diagrams  as  advocated  by 
Globus.  They  do  this  with  real  enthusiasm; 
it  registers  mighty  well,  and  they  take  home 
the  brain  stems  in  their  pockets.  Many  re- 
mark that  only  then  did  they  arrive  at  a real 
practical  concept  of  brain  structure.  A similar 
anatomic  review  exercise  on  the  heart  would  be 
a great  help  to  every  young  cardiologist. 

Cerebral  Localization. — This  is  reviewed 
with  special  work  sheets,  and  its  occasional 
treachery  is  remarked.  Aphasia  is  given  most 
simply  as  motor  or  sensory  phenomena,  and  its 
more  complicated  confusing  and  controversial 
discussion  is  avoided  at  this  undergraduate 
level. 

Increasing  Intracranial  Pressure. — This 
brings  out  a very  practical  review  of  cerebral 
blood  flow  and  physiology.  Its  mechanics 
and  signs  are  stressed  as  of  great  importance  in 
cranial  trauma  -and  other  space-displacing 
masses.  Here  we  invade  but  supplement  the 
surgical  field. 

The  Brain  Tumor. — The  brain  tumor  is  not 
common;  later  in  practice  the  student  may  see 
but  one  or  two  a year.  However,  it  is  covered 
quite  fully  with  many  illustrative  case  reports 
and  photographs,  because  it  serves  an  excellent 
purpose  in  bringing  out,  in  addition  to  its 
variable  symptoms  and  signs,  an  excellent  re- 
view of  brain  anatomy,  localization,  and  altered 


endocrinology.  The  nature  and  types  of 
headache  and  convulsive  seizures  are  dis- 
cussed. 

Intracranial  Hemorrhage. — The  circulation 
of  the  brain  is  thoroughly  stressed  and  re- 
viewed with  a detailed  knowledge  of  the  circle 
of  Willis  with  its  marvelous  capacity  for 
collateral  supply.  The  frequency  of  aneurysms 
in  this  location  with  their  relationship  to  sub- 
arachnoid hemorrhage  is  pointed  out.  The 
peculiarity  of  the  thin-walled  cerebral  vessels 
with  no  media  and  practically  no  vasomotor 
supply  is  demonstrated ; also  that  these  vessels 
do  not  contract  in  spasm  or  dilate  with  stellate 
ganglion  injection  (popular  ideas  to  the  con- 
trary) . 

Apoplexy,  whether  due  to  hemorrhage,  to 
thrombotic  closure  in  situ,  or  to  an  embolus 
whipped  up  from  a heart  or  a lung,  is  the  most 
frequent  of  all  neurologic  diagnoses.  Clinically 
it  must  be  considered  carefully  in  a more 
realistic  anatomic,  physiologic,  and  pathologic 
manner.  So  much  is  done  when  there  is  so 
little  to  do!  Only  a few  intracerebral  clots  lend 
themselves  to  surgical  removal.  Indiscrim- 
inate angiography  is  severely  condemned. 
The  importance  of  the  collecting  or  venous 
sinuses  and  the  bridging  veins  in  cerebral 
trauma  is  accentuated,  and  the  neurologic  and 
pathologic  aspects  of  cerebral  trauma  are 
thoroughly  presented.  Again  we  have  surgical 
overlapping  but  to  its  advantage. 

Extrapyramidal  Tract  Diseases,  Encephali- 
tis, Epilepsy,  Neuritis,  and  Neuronitis. — A dis- 
cussion of  these  disease  entities  concludes  these 
formal  outline  lectures. 

Case  Presentations 

The  30  to  35  actual  patients  that  were  pre- 
sented covered  a wide  spread  of  clinical  instruc- 
tion, most  often  with  no  relation  to  the  current 
lecture,  but  this  was  no  disadvantage.  The 
case  epitomizations  were  often  prepared  by  the 
students,  only  they  certainly  had  to  6e 
edited!  The  cross-section  work  diagrams  were 
of  a great  help,  as  were  the  analytic  questions 
and  questionnaire  sheets  meant  for  crystalliz- 
ing study,  reference,  and  review.  Students  did 
not  walk  out  of  a clinic  and  forget  it. 

When  these  prepared  sheets  were  assembled, 
photostats  and  photographs  inserted,  the  note- 
book was  completed.  Final  grades  were  partly 
dependent  upon  this  complete  notebook. 
This  possibly  reflects  the  old  drawing  book 
days  of  pathology  or  histology,  but  students 
still  have  to  be  checked  and  marked.  Coercion 
in  graduate  students  should  seem  unnecessary, 
but  such  marking  is  unfortunately  still  un- 
avoidable. 
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Conclusions 

Neurology  is  “slipping”  as  a sharply  limited 
specialty  of  experts.  Such  experts  are,  of 
course,  needed,  but  there  are  too  few  of  them. 
Hence  much  of  it  is  falling  back  into  internal 
medicine,  and  the  medical  man  must  be  better 
prepared  for  it. 

The  brain  is  the  most  marvelous  structure  in 
the  entire  universe,  a “holy  of  holies,”  and  as  a 


matter  of  pride  it  should  be  known  better.  It 
has  been  neglected  sadly. 

The  writer  is  certain  that  there  is  overempha- 
sis on  the  vast  complexity  of  medicine,  but 
even  if  such  were  true,  it  should  not  preclude 
an  interest  and  more  practical  knowledge  of 
neurology.  The  need  for  more  interesting, 
simplified,  and  stimulating  neurologic  teaching 
as  a part  of  the  department  of  medicine  is 
stressed. 


SCOPOLAMINE  IN  VERTIGO 

Lothar  Wirth,  M.D.,  Rensselaer,  New  York 


DIZZINESS,  at  times  associated  with  vague 
abdominal  complaints,  at  times  with 
nausea  or  vomiting,  is  a symptom  complex  fre- 
quently encountered  in  practice.  In  itself  neither 
diagnostic  nor  pathognomonic  of  any  specific 
disorder,  it  may  be  totally  disabling  and  if  severe 
enough  will  force  the  patient  to  bed.  There,  re- 
lief may  be  obtained  only  if  all  movements  of 
body  and  head  are  avoided.  The  milder  case, 
while  ambulatory,  will  state  that  invalidity  begins 
unless  stooping  or  turning  movements  are  either 
completely  avoided  or  carried  out  slowly. 

It  is  assumed  that  the  seat  of  the  trouble  is  the 
vestibular  portion  of  the  inner  ear  where  central 
or  peripheral  stimuli  cause  a disturbance  in 
equilibrium.  If  auditory  symptoms  are  also 
present,  we  consider  it  Meniere’s  syndrome. 
Dizziness  alone  without  auditory  symptoms  is 
much  more  often  the  complaint.  This  disturb- 
ance may  be  part  of  many  general  diseases. 
There  are,  however,  many  cases  in  which  the  most 
painstaking  investigation  fails  to  find  objective 
evidence  of  any  disorder.  The  outstanding 
feature  of  all  cases  is  that  vertigo  is  either  started 
or  aggravated  by  motion.  This  means  by  pos- 
tural changes  of  body  or  head. 

This  observation  suggests  a therapeutic  ap- 
proach of  value  in  travel  sickness,  in  which  mo- 
tion also  produces  the  identical  symptom  com- 
plex. In  air  sickness  and  sea  sickness  scopolamine 
is  at  this  time  the  drug  of  choice.1,2  True, 


evaluation  of  treatment  is  difficult  in  a condition 
in  which  already,  from  a diagnostic  point  of  view, 
objective  findings  are  lacking.  However,  while 
symptomatic  therapy  is  attempted,  observation 
and  study  continue  toward  specific  diagnosis,  as 
well  as  toward  specific  treatment  whenever  pos- 
sible and  indicated. 

With  this  in  mind,  60  patients  in  whom  dizzi- 
ness was  the  main  complaint  and  who  had  not 
found  relief  by  other  means  or  drugs,  were  treated 
with  scopolamine.  A preparation  of  scopolamine 
aminoxide  hydrobromide  was  prescribed  (l/m 
grain,  1 to  2 pellets,  three  times  a day  before 
meals),  as  it  is  equally  effective  as  the  mother 
drug  but  not  so  toxic  and  does  not  induce  toler- 
ance.3 Out  of  this  group,  57  patients  stated  that 
this  drug  restored  their  normal  equilibrium  and 
made  it  possible  for  them  to  continue  their  re- 
spective work.  If  dizziness  recurred  when  the 
drug  was  stopped,  readministration  proved 
equally  effective.  The  three  cases  in  which 
vertigo  was  not  relieved  proved  to  be  psychoneu- 
rotics who  required  treatment  in  this  direction. 
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PLACENTA  PREVIA:  A TWELVE- YEAR  STUDY 

Milton  J.  Goodfriend,  M.D.,  Mark  Daniel,  M.D.,  and  Alex  Charlton,  M.D., 
New  York  City 

( From  the  Department  of  Obstetrics  and  Gynecology  of  Morrisania  City  Hospital) 


DURING  the  past  decade,  changes  in  tech- 
nic and  treatment  of  placenta  previa  at 
Morrisania  City  Hospital  were  introduced  to 
improve  the  result  to  mother  and  child. 
These  changes  are  best  analyzed  by  dividing  2 
the  cases  of  the  past  twelve  years  into  three  jjj 
groups  designated  as  group  A (1935  to  1938), 
group  B (1939  to  1942),  and  group  C (1943  to  {jj- 
1946),  as  shown  in  Fig.  1.  a 

Material  Studied 

Incidence. — The  total  number  of  deliveries 
from  1935  through  1946  was  13,684  (Table  1). 
Placenta  previa  was  diagnosed  114  times,  an 
incidence  of  0.83  per  cent,  or  one  in  120  cases. 

One  patient  had  placenta  previa  twice. 


TABLE  1. — Incidence 


Deliveries 

Placenta 

Previa 

Rate 

Per  Cent 

Group  A 

5,616 

46 

1:122 

0.82 

Group  B 

4,416 

30 

1:147 

0.62 

Group  C 

3,652 

38 

1:96 

1.04 

Total  period 

13,684 

114 

1:120 

0.83 

I I SIMPLE  VAGINAL  DEL.  ■ MATEPNAL  DEATHS 
B MANIPULATIVE  DEUV  m FETAL  DEATHS 


1935- 3S  I939-A2.  194-3-4-fo 

Ab  CASES  30  CASES  36  CASES 


Fig.  1. 

age  group  (Tables  2 and  3).  This  is  in  keeping 
with  the  general  view  that  placenta  previa  is 
mainly  a disease  of  multiparae.  In  our  series, 
79.9  per  cent,  or  91  cases,  were  multiparae,  and 
20.1  per  cent,  or  23  cases,  were  primiparae. 

Varieties. — The  determination  of  variety  is 
an  academic  one;  for  what  is  seemingly  a cen- 


TABLE  2. — Age  Distribution 


-Group  A- 


-Group  B- 


-Group  C- 


-Total  Period- 


Age  Groups 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

15  to  20 

6.5 

3 

10.0 

3 

13.2 

5 

9.6 

11 

21  to  25 

17.4 

8 

16.6 

5 

26.3 

10 

20.1 

23 

26  to  30 

21.7 

10 

36.6 

11 

21.1 

8 

25.4 

29 

31  to  35 

32.6 

15 

23.3 

7 

28.9 

11 

28.9 

33 

36  to  40 

19.6 

9 

10.0 

3 

10.5 

4 

. 14.0 

16 

Over  41 

2.2 

1 

3.3 

1 

0 

1.7 

2 

TABLE  3. — Gravidity  for  Total  Period 


Gravidity 

Per  Cent 

Number 

Para  0 

20.1 

23 

Para  1 

20.1 

23 

Para  II 

20.1 

23 

Para  III 

16.7 

19 

Para  IV  or  more 

22.8 

26 

tral  placenta  previa  at  one  finger  dilatation 
may,  if  labor  progresses,  become  a partial  or 
marginal  type  (Table  4) . Similarly,  a marginal 
or  lateral  implantation  may  not  become  pal- 
pable until  dilatation  of  the  cervix  has  pro- 
gressed sufficiently.  Partial  placenta  previa 


TABLE  4. — Varieties  of  Placenta  Previa 


, Group  A . 

. Group  B . 

, Group  C . 

, — Total 

Period — - 

• Per  Cent 

Number 

Per  Cent  Number 

Per  Cent  Number 

Per  Cent 

Number 

Central 

26.1 

12 

23.3  7 

10.5  4 

20.1 

23 

Partial 

36.9 

17 

26.6  8 

31.6  12 

32.4 

37 

Marginal 

32.6 

15 

26.6  8 

34.2  13 

31.5 

36 

Low  implant 

4.3 

2 

23.3  7 

23.7  9 

15.8 

18 

Age  Distribution  and  Gravidity. — Placenta 
previa  occurred  in  increasing  frequency  with  ad- 
vancing years  up  to  the  thirty-one  to  thirty-five 
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comprised  32.4  per  cent,  or  37  cases;  marginal 
31.5  per  cent,  or  36  cases;  central  20.1  per 
cent,  or  23  cases,  and  low  implantations  15.8 
per  cent,  or  18  cases. 

Onset  of  Bleeding. — Bleeding  in  placenta 
previa  is  not  restricted  to  the  last  trimester  of 
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TABLE  5. — Onset  of  Bleeding 


. Grou 

Per  Cent 

ip  A . 

Number 

/ Grou 

Per  Cent 

p B . 

Number 

Group  C » 

Per  Cent  Number 

. Total 

Per  Cent 

Period — . 
Number 

Before  28  weeks 

15.2 

7 

16.6 

5 

28.9 

11 

20.1 

23 

29  to  32  weeks 

23.9 

11 

30.0 

9 

13.2 

5 

21.9 

25 

33  to  36  weeks 

32.6 

15 

40.0 

12 

26.3 

10 

32.4 

37 

37  weeks  (term) 

28.3 

13 

13.3 

4 

31.6 

12 

25.4 

29 

pregnancy.  Twenty  and  one-tenth  per  cent 
began  to  bleed  before  twenty-eight  weeks  of 
gestation  (the  earliest  at  twenty  weeks), 
whereas  79.9  per  cent  bled  during  the  last 
trimester  (Table  5). 


the  viable  babies,  those  born  under  twenty- 
eight  week  gestation  are  excluded,  together 
with  the  fetuses  dead  before  treatment,  no 
matter  what  the  period  of  gestation.  The  re- 
sultant corrected  fetal  mortality  was  21.7  per 


TABLE  6. — Type  of  Bleeding  on  Admission 


. Group  A . 

Per  Cent  Number 

- Group  B 

Per  Cent  Number 

. Group  C 

Per  Cent  Number 

* Total 

Per  Cent 

Period — . 
Number 

Initial 

69.6 

32 

90.0 

27 

63.2 

24 

72.8 

83 

Repeated 

30.4 

14 

10.0 

3 

36.8 

14 

27.2 

31 

Type  of  Bleeding. — The  initial  bleeding, 
varying  from  mild  to  profuse,  caused  72.8  per 
cent,  or  83  cases,  to  be  hospitalized  (Table  6). 
The  remaining  27.2  per  cent  had  repeated, 
small  episodes  of  bleeding  for  more  than  one 
day  before  they  were  admitted.  It  is  significant 
that  no  patient  died  from  the  initial  hemor- 
rhage. 

Condition  on  Admission. — Eleven  and  four- 
tenths  per  cent,  or  13  cases,  were  judged  to  be 
in  poor  condition  on  admission,  as  evidenced 
by  the  amount  of  blood  loss,  drop  in  blood  pres- 
sure, rapid  pulse,  reduced  hemoglobin,  or 
shock. 

Maternal  Mortality  and  Morbidity. — There 
were  ten  maternal  deaths  in  the  twelve-year 
period,  an  incidence  of  8.8  per  cent  (Table  7). 
Most  of  the  deaths  occurred  in  group  A,  which 
had  seven;  group  B had  three,  and  there  were 
no  deaths  in  group  C (Fig.  1).  These  deaths 
and  their  significance  will  be  discussed  later. 
The  maternal  morbidity,  defined  as  100.4  F. 
for  two  or  more  days  exclusive  of  the  first 
twenty-four  hours,  was  30.4  per  cent,  or  14 
cases,  in  group  A;  16.6  per  cent,  or  five  cases 
in  group  B,  and  17.4  per  cent,  or  six  cases,  in 
group  C. 

Fetal  Mortality. — The  gross  fetal  mortality 
for  the  entire  series  was  45.6  per  cent  (Table  8). 
In  order  to  determine  the  effect  of  treatment  on 


cent,  or  ten  cases,  for  group  A;  10.0  per  cent, 
or  three  cases,  for  group  B,  and  2.7  per  cent,  or 
one  case,  for  group  C (Fig.  1). 

Methods  of  Treatment. — The  methods  of 
treating  placenta  previa  fell  into  three  main 
categories  (Fig.  1,  Table  9).  Method  I in- 
cluded the  cases  treated  by  rupture  of  the  mem- 
branes and  simple  vaginal  delivery.  Method 
II  included  the  manipulative  vaginal  deliveries 
in  which  the  hydrostatic  bag,  Braxton-Hicks  or 
internal  version  and  breech  extractions  were 
used,  singly  or  in  combination.  Method  III 
consisted  of  the  cases  treated  by  cesarean 
section.  The  three  methods  of  treatment  were 
analyzed  by  groups  and  the  results  totaled  for 
the  twelve-year  series. 

Simple  vaginal  delivery  (method  I)  was  done 
in  approximately  30  per  cent  of  groups  A,  B, 
and  C,  respectively.  Manipulative  delivery 
(method  II)  declined  from  41.1  per  cent  in 
group  A to  19.8  per  cent  in  group  B,  and  to 
15.8  per  cent  in  group  C.  Cesarean  section 
(method  III)  increased  from  28.2  per  cent  in 
group  A to  49.9  per  cent  in  group  B,  and  to  55.2 
per  cent  in  group  C,  or  double  that  of  group  A. 
This  shift  from  manipulative  vaginal  deliveries 
to  cesarean  sections  occurred  during  the  same 
periods  that  resulted  in  a reduction  of  the 
fetal  mortality  from  21.7  to  2.7  per  cent. 

Causes  of  Deaths. — The  ten  deaths  of  the 


TABLE  7. — Maternal  Mortality  and  Morbidity 


. Group  A . 

Per  Cent  Number 
15.2  7 

30.4  14 


< Group  B . 

Per  Cent  Number 
10.0  3 

16.6  5 


. Group  C 

Per  Cent  Number 

17  A 6 


- — Total  Period—^ 
Per  Cent  Number 
8.8  10 

21.9  25 


Deaths 

Morbidity 
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TABLE  8. — Fetal  Mortality 


Group  A . Group  B . . Group  C . . — Total  Period — . 

Per  Cent  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent  Number 
Gross  mortality  48.0  22  43.3  13  44.7  17  45.6  52 

Corrected  mortality  21.7  10  10.0  3 2.7  1 12.3  14 


series  are  summarized  as  follows:  Group  A had 
seven  deaths,  four  of  which  resulted  from  ma- 
nipulative vaginal  delivery.  Three  of  these  four 
had  fatal  hemorrhages,  of  which  one  was  due  to 
a ruptured  uterus,  one  from  severe  cervical 
lacerations,  and  the  remaining  one  resulted 
from  intrapartum  bleeding  behind  a hydro- 
static bag.  The  fourth  patient  died  of  peri- 
tonitis secondary  to  a ruptured  uterus  The 
fifth  death  in  group  A had  a manipulative 
vaginal  delivery  and  died  of  a subarachnoid 
hemorrhage  twelve  hours  postpartum.  Al- 
though this  death  from  subarachnoid  hemor- 
rhage cannot  be  attributed  to  the  manipulative 
vaginal  delivery,  the  patient  did  have  placenta 
previa  which  must  be  considered  a contributory 
cause  of  death.  The  remaining  two  deaths  in 
group  A resulted  from  cesarean  sections. 
Classic  sections  were  done  in  both  instances 
and  both  died  of  peritonitis. 

Group  B had  three  deaths,  one  of  which  was 
the  result  of  a manipulative  vaginal  delivery. 
This  patient  died  of  hemorrhage  following  a 
ruptured  uterus.  The  remaining  two  deaths  in 
group  B had  low  flap  cesarean  sections.  One 
died  of  peritonitis  and  the  other  of  “obstetric 
shock.”  No  chemotherapy  was  available  dur- 
ing the  years  of  groups  A and  B. 

Group  C had  no  maternal  deaths. 

Treatment  of  Placenta  Previa 

The  essential  objective  in  treating  placenta 
previa  is  to  minimize  and  replace  blood  loss 
and  to  prevent  infection.  By  avoiding  any  un- 
necessary manipulative  procedure  that  might 
increase  bleeding  or  introduce  infection,  the 
maternal  morbidity  and  mortality  is  lessened. 
Fetal  mortality  can  be  diminished  by  the  em- 
ployment of  the  least  traumatic  measures  and 
postponing  treatment,  whenever  feasible,  until 
the  period  of  viability. 

Central  Placenta  Previa. — It  is  generally 
agreed  that  the  proper  treatment  of  central 
placenta  previa  is  cesarean  section,  regardless 
of  the  period  of  viability.  Seventeen  of  the  23 
central  placenta  previas  in  this  series  were 


sectioned.  The  only  exceptions  were  those 
cases  in  which  the  cervix  was  fully  dilated  on 
admission,  permitting  a rapid  extraction  of  the 
placenta  and  fetus.  Of  the  six  cases  delivered 
vaginally,  five  were  multiparae,  all  were  fully 
or  almost  fully  dilated  on  admission,  leaving  no 
time  for  cesarean  section.  Anything  less  than 
full  dilation  would  make  vaginal  delivery  a 
hazardous  procedure  because  of  the  danger  of 
increased  hemorrhage  and  damage  to  the  very 
friable  cervix  and  lower  uterine  segment.  ' 
There  were  three  maternal  and  three  fetal 
deaths  in  those  central  placenta  previas  treated 
by  section,  and  no  maternal  and  one  fetal 
death  in  those  delivered  from  below.  Two  of 
three  maternal  deaths  were  due  to  peritonitis 
after  classic  cesareans.  They  occurred  in  the 
cases  of  group  A when  chemotherapy  was  not 
available.  The  third  patient  died  of  obstetric 
shock  three  hours  after  a low  flap  cesarean, 
despite  three  transfusions. 

Low  Implantations. — Fifteen  out  of  18  cases 
of  low  implantations  were  treated  by  early 
rupture  of  the  membranes  which  allowed  the 
presenting  part  to  compress  the  placenta.*  If 
the  patient  was  not  in  labor  or  if  labor  was  not 
active,  in  addition  to  rupturing  the  mem- 
branes, a medical  induction  of  castor  oil, 
enema,  and  pitocin  was  given.  As  a rule,  labor 
progressed  rapidly  after  rupture  of  the  mem- 
branes or  following  the  use  of  pitocin.  Three 
cases,  two  of  them  primiparae,  were  treated  by 
cesarean  section  because  of  bleeding  deemed  too 
profuse  to  be  controlled  by  rupture  of  the  mem- 
branes. 

Marginal  and  Partial. — These  two  varieties 
of  placenta  previa  call  for  the  keenest  clinical 
judgment.  In  the  early  years  of  this  series, 
many  such  cases  were  treated  vaginally  by 
bagging,  version,  or  packing  the  cervix  and 
vagina.  The  resultant  maternal  and  fetal 
mortality  and  maternal  morbidity  was  far 
from  satisfactory.  A decision  was  made  to  do 
cesarean  sections  in  these  marginal  and  partial 
varieties  if  the  patient  was  a nulliparae,  the 
cervix  thick  and  dilated  less  than  three  fipgers. 


TABLE  9. — Methods  of  Treatment 


Simple  vaginal 
Manipulative  vaginal 
Cesarean 


. Group  A . 

Per  Cent  Number 

Gror 

Per  Cent 

ip  B . 

Number 

. Grou 

Per  Cent 

ip  C . 

Number 

. — Total 
Per  Cent 

Period — * 
N u niber 

30.2 

14 

29.8 

9 

29.0 

11 

29.7 

34 

41.1 

19 

19.8 

6 

15.8 

6 

27.0 

31 

28.2 

13 

49.9 

15 

55.2 

21 

42.9 

49 
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Multiparae  with  thick,  undilated,  rigid  cervices 
were  also  sectioned.  This  shift  in  type  of 
treatment  is  depicted  in  Table  9 and  Fig.  1. 
The  manipulative  deliveries  dropped  from  41.1 
per  cent  in  group  A,  to  19.8  per  cent  in  group  B, 
and  15.8  per  cent  in  group  C,  whereas  the 
cesarean  sections  increased  from  28.2  per  cent 
in  group  A,  to  49.9  per  cent  in  group  B,  and 

55.2  per  cent  in  group  C. 

This  important  change  in  policy  saved  lives 
and  justified  the  rise  in  incidence  of  cesarean 
sections.  The  maternal  mortality  fell  from 

15.2  per  cent  in  group  A,  to  10.0  per  cent  in 
group  B with  no  deaths  in  group  C.  The  fetal 
mortality  likewise  improved  from  21.7  per  cent 
in  group  A,  to  10.0  per  cent  in  group  B,  and  only 
2.7  per  cent  in  group  C.  There  was  also  a 
corresponding  decline  in  maternal  morbidity 
from  30.4  per  cent  in  group  A to  17.4  per  cent  in 
group  C. 

There  were  seven  maternal  deaths  among 
the  partial  and  marginal  varieties.  Five  of 
these  occurred  in  Group  A and  were  all  treated 
by  manipulative  vaginal  delivery.  Three 
deaths  were  due  to  hemorrhage,  one  to  peri- 
tonitis secondary  to  a ruptured  uterus,  and  one 
to  subarachnoid  hemorrhage.  Of  the  two 
deaths  in  group  B,  one  had  a manipulative 
vaginal  delivery  resulting  in  a ruptured  uterus 
and  hemorrhage.  The  other  patient  died  of 
peritonitis  seven  days  after  a low  flap  cesarean 
section. 

Discussion 

In  properly  evaluating  the  decrease  in 
maternal  mortality  and  morbidity,  it  must  be 
cited  that  our  blood  bank  was  in  operation 
during  the  latter  eight  years  (groups  B and  C) 
of  the  series,  making  blood  in  almost  unlimited 
quantities  promptly  available.  Chemotherapy 
and  plasma  were  in  use  during  group  C,  but 
penicillin  was  not  available  in  adequate 
amounts  except  during  the  last  year  of  group  C. 

Our  experience  has  shown,  therefore,  that 
with  the  exception  of  the  low  placental  and 
marginal  implantations,  placenta  previa  is 
best  treated  by  cesarean  section  unless  the 
vaginal  findings  are  such  as  to  indicate  a sim- 
ple, safe  delivery.  These  vaginal  findings  are 
worth  stressing:  a thin,  soft  cervix,  three  or 
more  fingers  dilated,  with  the  placental  edge 
palpable,  bleeding  slight,  patient  in  active 
labor,  and  preferably  a multiparae. 

Although  manipulative  vaginal  deliveries 
are  to  be  condemned  because  of  their  attendant 
trauma,  Braxton-Hicks  version  may  be  a useful 
procedure  on  the  rare  occasion  when  a multi- 
para wdth  a small  fetus  and  a cervix  sufficiently 


dilated  to  permit  the  introduction  of  two  or 
more  fingers.  Extreme  caution  must  be  exer- 
cised by  doing  the  maneuver  slowly,  and  after 
a 1-  or  2-pound  weight  is  attached  to  the  leg, 
the  labor  and  delivery  is  allowed  to  proceed 
spontaneously.  Unwarranted  haste  results  in 
a high  incidence  of  severe  cervical  lacerations 
and  ruptured  uteri. 

The  proper  management  of  placenta  previa 
stgrts  the  moment  the  patient  is  admitted  to 
the  hospital.  To  prevent  any  oversight  due  to 
lack  of  experience,  the  following  regime  has 
been  made  compulsory: 

1.  The  interns  are  instructed  to  do  no 
rectal  or  vaginal  examinations  on  any  bleed- 
ing case. 

2.  The  resident  is  immediately  notified 
when  a bleeding  case  is  admitted,  and  he 
takes  a careful  history  of  the  bleeding. 

3.  The  patient  is  typed,  including  the  Rh 
factor,  blood  is  cross  matched  and  placed  on 
reserve  in  the  blood  bank. 

4.  A member  of  the  attending  staff  is 
notified  and  must  see  the  patient.  He  then 
decides  whether  immediate  treatment  is  to  be 
instituted  and  reports  his  findings  to  his 
superior. 

5.  If  the  patient  is  bleeding  actively, 
vaginal  examination  is  not  deferred.  The 
operating  room  is  prepared  for  a cesarean 
section.  The  vaginal  findings  then  decide 
whether  the  case  is  to  be  treated  vaginally  or 
abdominally,  as  discussed  previously. 

6.  If  the  bleeding  is  slight  or  has  ceased, 
the  patient  is  kept  in  the  hospital  and  not  ex- 
amined vaginally,  except  by  speculum  to  ex- 
clude other  pathology,  until  the  fetus  has  at- 
tained viability  or  bleeding  ensues. 

7.  If  the  recurrent  bleeding  warrants, 
vaginal  examination  is  very  carefully  made 
while  an  intravenous  infusion  is  running, 
with  blood  on  hand  and  the  operating  room 
ready.  There  is  no  further  procrastination 
after  the  recurrent  bleeding,  even  if  the  fetus 
is  not  viable. 

8.  Whenever  vaginal  delivery  is  decided 
upon,  the  member  of  the  attending  staff  must 
stay  with  the  patient  until  she  is  delivered. 
It  is  worth  noting  that  once  vaginal  delivery 
has  been  chosen,  it  has  never  been  necessary 
to  revert  to  cesarean  section. 

The  diagnosis  of  placenta  previa  in  this  series 
was  made  solely  on  the  history  and  clinical 
findings.  X-ray  diagnosis  by  soft  tissue  tech- 
nic has  not  been  satisfactory  at  this  hospital. 
Air  or  contrast  media  cystograms  have  proved 
of  little  value  except  where  the  presenting  part 
is  closely  approximated  to  the  cervix. 
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Conclusion 

1.  Placenta  previa  should,  in  almost  all 
cases,  be  treated  in  one  of  two  ways:  (a)  rup- 
ture of  the  membranes  followed  by  simple 
vaginal  delivery,  or  (6)  cesarean  section. 

2.  The  choice  of  treatment  is  not  guided 
solely  by  the  type  of  placenta  previa  but  also 
by  the  amount  of  bleeding,  the  parity,  age  of 
the  patient,  condition  of  the  cervix,  degree  of 
dilatation,  activity  of  labor,  fetopelvic  dispro- 
portion, and  viability  of  the  fetus. 

3.  Manipulative  vaginal  delivery  has  prac- 
tically no  place  in  the  modern  treatment  of 
placenta  previa. 

4.  Temporizing  in  the  interest  of  the  fetus  is 
justifiable  in  treating  certain  cases  of  placenta 
previa. 

5.  The  prime  consideration  in  treatment  is 
the  mother,  but  by  doing  more  cesarean 
sections  the  fetal  salvage  has  also  increased. 

6.  Such  adjuvants  as  blood,  plasma,  chemo- 


therapy, and  penicillin  probably  play  as  im- 
portant a role  in  the  reduction  of  maternal 
mortality  as  does  the  actual  treatment. 

Summary 

1.  One  hundred  fourteen  cases  of  placenta 
previa  are  reviewed  over  a twelve-year  period, 
an  incidence  of  0.83  per  cent. 

2.  The  changing  trends  in  treatment,  with 
almost  complete  elimination  of  manipulative 
vaginal  deliveries,  are  analyzed. 

3.  Maternal  mortality  was  15.2  per  cent  in 
the  first  four  years  of  the  series,  10.0  per  cent 
in  the  second,  and  none  in  the  last  four  years. 
Total  for  the  series  was  8.8  per  cent. 

4.  Fetal  mortality  (corrected)  was  21.7, 
10.0,  and  2.7  per  cent,  respectively,  for  the 
three  groups.  Total  for  the  series  was  12.3  per 
cent. 
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PREPAYMENT  MEDICAL  CARE 

According  to  a report  of  the  Council  on  Medical 
Service  of  the  American  Medical  Association  on 
April  15,  1949,  the  rapid  and  orderly  growth  of  vol- 
untary prepayment  medical  and  hospital  care  plans 
has  been  one  of  the  striking  and  stimulating  eco- 
nomic developments  supported  by  American  medi- 
cine during  the  past  fifteen  years.  The  initiating 
and  propelling  force  of  these  plans  was  the  medical 
profession  acting  through  its  local  and  state  societies 
and  later  its  national  organization.  This  movement 
has  attained  national  proportions.  At  the  present 
time  over  30,000,000  people  are  covered  by  Blue 
Cross  type  hospital  insurance  and  over  10,000,000 
by  Blue  Shield  type  medical  care  insurance.  This 
stimulus  and  the  accumulated  experience  gained 
by  these  organizations  have  prompted  many  private 
insurance  companies  to  enter  this  field,  and  they  are 
making  substantial  contributions  toward  the  ac- 
complishment of  our  ultimate  objective,  namely — 
voluntary  health  insurance  at  a nominal  cost  for  all 
the  people  in  the  United  States.  The  total  number 
of  persons  covered  by  all  voluntary  agencies  is  55,000,- 
000  for  hospitalization  and  37,000,000  for  surgical 
or  medical  care. 

The  American  Medical  Association  is  not  engaged 
in  the  insurance  business  and  has  no  intention  of 
giving  a preferential  standing  to  any  one  type  of 
voluntary  plan.  The  American  Medical  Associa- 
tion does  believe,  however,  that  it  has  a definite 
function  to  perform,  that  of  evaluating  any  insur- 
ance plan  presented  to  the  people,  thus  protecting 
them  as  far  as  possible  against  unscrupulous  or 
unsound  plans.  The  American  Medical  Associa- 
tion further  believes  that  the  people  should  be  free 
to  purchase  the  type  of  health  security  they  desire. 


To  this  end  the  Council  on  Medical  Service  has  for 
the  past  four  years  critically  examined  various  plans 
and  has  given  its  approval  to  numerous  plans  oper- 
ating on  a local  or  state  basis.  The  Council  has 
felt  the  need  for  a national  organization  which 
would  act  as  a trade  and  coordinating  agency  for 
all  medically  sponsored  plans. 

We  therefore  recommend: 

1.  The  formation  of  a national  coordinating 
agency  representing  all  qualified  voluntary  prepay- 
ment plans  in  accordance  with  the  proposal  made  to 
the  Board  of  Trustees  by  the  Council  on  Medical 
Service,  February  10,  1949. 

2.  That  there  shall  be  no  official  connection  be- 
tween the  American  Medical  Association  and  the 
Associated  Medical  Care  Plans.  However,  the 
American  Medical  Association  will  continue  to  ap- 
prove or  disapprove  all  voluntary  medical  care  plans. 

3.  The  recognition  of  AMCP  as  a trade  organi- 
zation of  member  plans  and  Blue  Cross  as  occupying 
a similar  position  for  voluntary  prepayment  hospital 
care  plans. 

4.  The  recognition  of  the  responsibility  of  the 
American  Medical  Association  to 

(A)  Promote  the  principle  of  voluntary  insurance 
by  educating  the  people  as  to  their  need  for 
such  coverage  and  by  obtaining  full  cooper- 
ation from  state  and  county  medical  organi- 
zations in  the  local  field. 

(B)  Inform  the  American  people  of  the  availabil- 
ity of  approved  plans  that  propose  to  supply 
on  a prepayment  basis  security  against  the 
economic  hazards  of  serious  illness. 


RADIOLOGIC  STUDY  OF  MASTOID  BONE  IN  INFANTS  IN 
CONJUNCTION  WITH  ANATOMIC  AND  PATHOLOGIC 
INVESTIGATIONS 

Henry  G.  Koiransky,  M.D.,  Irving  K.  Ettman,  M.D.,  and  Edward  L.  White,  M.D., 
Brooklyn,  New  York 

( From  the  Cumberland  Hospital) 


IT  HAS  long  been  recognized  that  mastoiditis 
is  a frequent  complication  of  diseases  during 
infancy.  However,  the  earliest  age  at  which 
mastoid  cells  can  be  demonstrated  roentgeno- 
logically  has  not  been  definitely  established. 
Pneumatization  of  the  mastoid  bone  is  inconstant 
and  irregular  and  gives  rise  to  many  normal 
variants  at  different  ages  in  different  individuals 
of  the  same  age  and  in  the  mastoid  bones  of  the 
same  individual.  A group  of  infants  ranging 
from  newborn  to  one  year  of  age  was  investigated 
radiologically.  Anatomic  and  histologic  studies 
were  made  where  possible  to  corroborate  the 
roentgenogram  findings. 

The  mastoid  process  is  absent  at  birth,  or,  if 
present,  is  very  small.  Cheatle  pointed  out  that 
in  the  infant,  in  addition  to  the  tympanic  antrum, 
there  are  present  only  a few  air  cells  which  are 
situated  in  the  lateral  wall  of  the  antral  cavity, 
and  80  per  cent  of  mastoids  are  pneumatized, 
the  remaining  20  per  cent  being  dense  or  acellular.1 
Wittmaack  has  stated  that  the  dense  type  of 
mastoid  is  really  a pathologic  one  and  is  due  to 
infantile  otitis  media  which  interferes  with  the 
pneumatization  of  bone.2  Albrecht,  however, 
disagrees  and  holds  that  pneumatization  depends 
on  the  energy  of  the  invading  epithelium  and 
resistance  of  the  surrounding  tissue,  quite  apart 
from  the  presence  or  absence  of  otitis  media.3 

According  to  Politzer  and  Kernison,  the  mas- 
toid antrum  is  the  only  pneumatic  space  that  is 
present  in  the  newborn  and  is  fully  developed 
even  before  a rudimentary  mastoid  can  be  dem- 
onstrated.4 The  antrum  lies  above  and  posterior 
to  the  external  auditory  meatus  and  the  semi- 
circular canals.  It  is  lined  by  epithelium  which 
is  continuous  with  the  mucous  membrane  lining 
the  middle  ear  and,  directly  or  indirectly,  with 
the  cells  lining  the  eustachian  tube.  The  mastoid 
bone  at  birth  is  composed  of  compact,  spongy, 
and  osseous  substances.  Minute  cells  of  the 
antrum  evaginate  into  the  bone  and  grow  pro- 
gressively larger  until  the  outer  border  of  the 
mastoid  is  approached.  Full  development  of 
this  process  may  not  occur  until  puberty.  At 
birth  the  cavities  are  filled  with  a mucoid  mate- 
rial, histologically  resembling  Wharton’s  jelly. 
With  the  onset  of  respiration,  some  of  this  is  dis- 
charged through  the  auditory  tube;  thus  the  tube, 


middle  ear,  and  antrum  become  pneumatized  in  the 
order  named.  The  continuity  of  the  mucous 
lining  of  the  middle  ear  and  eustachian  tube 
plays  an  all-important  part  in  extension  of  the 
disease  processes.  Inflammatory  reactions  of 
the  primary  cavities  may  readily  involve  all 
pneumatized  portions  of  the  temporal  bone, 
making  mastoiditis  and  occasionally  petrositis 
inexorable  complications  in  otitis  media,  even 
in  the  youngest  age  group  studied.  Other  work- 
ers in  this  field  have  stated  that  the  extent  of 
pneumatization  facilitates  the  production  of 
mastoiditis. 

Material 

Roentgenologic  studies  of  the  mastoid  bones 
of  infants  up  to  one  year  of  age  were  made 
with  a view  to  determining  the  earliest  age  that 
one  can  visualize  the  pneumatization  within 
the  mastoid  process.  The  greatest  difficulty 
encountered  was  to  prevent  movement  of  the 
patient.  During  the  exposures,  this  was  accom- 
plished by  immobilization  of  the  infant  with  an 
attendant  holding  the  patient’s  head.  The 
Law’s  standard  oblique  lateral  position  was  used 
in  all  cases.  In  interpreting  the  films,  care  must 
be  taken  to  distinguish  the  semicircular  canals 
from  the  pneumatized  mastoid  cells,  the  semi- 
circular canals  being  very  prominent  in  the  skull 
roentgenogram  of  the  infant.  However,  a full 
understanding  of  the  anatomic  relations  of  these 
structures  obviates  this  error  (Fig.  1). 

The  first  50  cases  in  this  series  were  newborn 
infants  and  infants  under  one  month  of  age.  In 
this  group  we  were  able  to  note  the  beginning  of 
pneumatization  of  the  mastoid  bone  on  the 
roentgenogram  in  four  cases.  It  was  noted  that 
in  these  infants  development  was  more  advanced, 
and  the  body  weights  were  greater  than  the  others 
of  the  group.  The  remainder  of  the  series  were 
one  month  to  one  year  of  age.  Here  we  noted 
that  pneumatization  of  the  mastoid  began  to 
appear  at  about  six  months  of  age,  and  after 
seven  months  we  were  able  to  demonstrate  cells 
in  the  mastoid  with  greater  regularity.  Here 
again  the  physical  development  rather  than  the 
chronologic  age  was  a major  factor  in  determining 
pneumatization.  In  the  few  cases  of  infants 
over  seven  months  of  age  where  pneumatization 
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Fig.  1.  1 — Mastoid  cells;  2 — mastoid  antrum; 
3 — semicircular  canals;  4 — auditory  tube;  5— tym- 
panic cavity. 


could  not  be  demonstrated,  the  infants  were 
either  prematures  at  birth  or  were  malnourished. 
Several  of  the  cases  had  had  mastoiditis  at  a pre- 
vious admission;  their  mastoids  were  of  the 
acellular  type.  Unfortunately,  the  mastoid 
bones  had  not  been  x-rayed  prior  to  their  in- 
fection to  establish  whether  the  infection  was 
responsible  for  the  acellularity  of  the  mastoid' 
bone,  as  held  by  Wittmaack.  The  development 
of  the  mastoid  cells  was  often  found  to  be 
unequal  in  both  mastoids  in  the  same  individual. 

Anatomic  and  histologic  studies  were  made 
in  eight  cases.  In  this  number  we  were  fortunate 
in  having  a 15-pound  stillbirth  which  had  been 
delivered  by  cesarean  operation.  An  x-ray  of 
the  mastoid  bone  was  taken.  The  mastoid  bone 
was  then  bisected  and  decalcified,  and  stained 
sections  were  made.  It  was  noted  on  the  roent- 
genogram that  definite  outpointings  of  the  ant- 
rum extended  into  the  mastoid  bone.  This  was 
corroborated  on  inspection  of  the  gross  anatomic 
specimen.  Histologically,  the  mucous  membrane 
lining  the  antrum  was  seen  to  be  in  direct  con- 
tinuity with  the  epithelium  of  these  alveoli. 
This,  according  to  Corning,  is  considered  the 
criterion  of  actual  beginning  cell  formation  in  the 
mastoid  bone.8  These  findings  in  this  specimen 
were  similar  to  those  we  see  on  the  roentgeno- 
grams of  a six-month  infant  of  about  the  same 
weight.  Postmortem  and  roentgenologic  exam- 
ination of  the  older'  age  groups  showed  physical 


development  still  to  be  an  important  factor 
determining  the  extent  of  cellular  invasion  of  the 
mastoid  bone,  rather  than  the  chronologic  age. 

Taylor  stated  that  “in  children  under  three 
years  of  age  a radiograph  of  the  mastoid  will 
yield  practically  no  information,  because  pneu- 
matization  has  not  taken  place  to  any  extent.”6 
This  view  has  not  been  held  by  Granger.7  We 
feel  that  since  pneumatization  may  be  demon- 
strated at  any  age  during  infancy,  valuable 
information  may  be  obtained  from  the  roent- 
genograms. With  this  in  mind,  a survey  of 
3,000  protocols  of  necropsies  at  this  institution 
was  made.  Acute  mastoiditis  as  either  the 
immediate  or  contributory  cause  of  death  in 
infants  under  one  year  of  age  was  found  in  62 
cases,  or  in  approximately  2 per  cent. 

An  interesting  fact  observed  in  this  review 
showed  that  the  incidence  of  acute  mastoiditis 
showed  a marked  fall  in  the  period  following  the 
introduction  of  chemotherapy  and  antibiotics. 
One  can  readily  understand  the  rationale  for 
prophylactic  chemotherapy  instituted  by  pedia- 
tricians in  the  treatment  of  upper  respiratory 
infection  in  infants  of  this  age  group,  knowing 
that  cellular  invasion  may  occur  even  in  the 
newborn. 

Conclusions 

From  the  preceding  observations  and  review 
of  the  available  literature,  it  is  our  opinion  that 
the  formation  of  mastoid  cells  is  dependent  on 
physical  development  rather  than  on  the  chrono- 
logic age  of  the  individual  and  that  the  mastoid 
bone  and  cells  can  be  visualized  at  a much  earlier 
age  than  previously  considered  possible.  Since 
the  presence  of  pneumatization  may  be  a factor 
in  early  dissemination  of  infections  in  this 
region,  x-ray  examination  can  be  of  aid  to  the 
clinician.  The  importance  of  chemotherapeutic 
prophylaxis  in  upper  respiratory  infection  in  this 
age  group  is  substantiated. 

39  Auburn  Place 
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COMBINED  RESECTION  OF  THE  LUNG  AND  PARIETAL  PLEURA  IN 
THE  TREATMENT  OF  PULMONARY  SUPPURATION  AND  EMPYEMA 

Milton  Sills  Lloyd,  M.D.,  and  Emil  A.  Naclerio,  M.D.,  F.A.C.C.P.,  New  York  City 

{From  the  Staten  Island  Hospital  and  Columbus  Hospital) 


THE  USE  of  new  chemical  and  biologic  agents 
has  reduced  the  risk  of  empyema  as  a post- 
operative complication  in  pulmonary  resection 
to  a very  low  level.  These  results  are  obtained 
notwithstanding  contamination  of  the  operative 
field  by  pathogenic  organisms  of  varying  virulence 
and  numbers.  The  thoracic  surgeon  is  thus  en- 
couraged to  accept  the  next  logical  challenge  to 
his  expanding  field — that  of  the  already  infected 
pleura.  Resection  of  a lung  containing  a bron- 
chus which  communicates  with  the  pleural  cavity 
often  removes  the  source  of  chronic  infection,  but. 
at  the  same  time,  it  creates  a new  hazard  by  ex- 
posing unprotected  areas  and  eliminating  the 
advantageous  mechanism  of  encapsulation.  The 
rational  ideal  would  be  to  remove  both  infected 
lung  and  infected  pleura  at  the  same  time,  pro- 
vided there  is  a reasonable  prospect  of  escaping 
infection  of  residual  dead  space. 

The  limitations  of  this  procedure  would  appear 
to  be  determined,  for  the  greater  part,  by  the 
amount  of  extrapleural  dissection  possible  and 
necessary  for  its  execution.  In  the  resection 
treatment  of  pulmonary  tuberculosis,  particularly 
following  the  failure  of  pneumothorax,  thoraco- 
plasty, or  both,  the  extrapleural  route  is  the  only 
feasible  one  in  most  cases.  Loss  of  blood  always 
occurs,  mostly  from  the  diaphragmatic  surface. 
Enough  experience  has  been  gained,  however,  to 
demonstrate  that,  with  adequate  replacement  by 
transfusion  and  the  use  of  suitable  hemostatic 
methods  and  substances,  the  entire  parietal 
pleura  may  be  safely  excised.  Cannulation  of  a 
vein  in  both  legs  is  recommended  as  an  extra 
precaution  in  the  transfusion  setup. 

It  would,  therefore,  appear  necessary  only  to 
carry  this  operative  technic  over  to  the  treatment 
of  combined  pleuropulmonary  tuberculosis  to 
discover  its  widest  and  most  effective  application. 
Additional  encouragement  is  offered  by  the  good 
results  obtained  with  the  use  of  streptomycin  as 
an  adjunct  to  the  treatment  of  tuberculosis 
empyemata  and  chest  wall  sinuses. 

The  authors  wish  to  report  two  cases  where 
this  type  of  operation  was  successfully  used. 
The  first  was  an  encapsulated  empyema  with 
bronchopleural  fistula  complicating  a generalized 
suppurative  bronchopneumonia  of  the  right 
lung.  The  encapsulation  was  limited  to  the 
lower  half  of  the  posterior  costal  gutter,  and  only 
a local  extrapleural  dissection  was  necessary. 


The  second  case  was  one  of  extensive  pulmonary 
tuberculosis  of  the  left  lung  complicated  by 
mixed  infection  empyema,  bronchopleural  fistula, 
and  empyema  necessitatis  at  the  level  of  the 
second  rib  anteriorly.  Due  to  this  second  com- 
plication, it  was  necessary  to  do  a preliminary 
resection  of  the  eleventh  rib  for  drainage.  The 
chest  wall  abscess  emptied  into  the  pleural  cavity, 
but  a sinus  persisted  and  air  could  be  palpated 
under  the  pectoral  muscles.  At  the  end  of  seven 
weeks,  final  consideration  was  given  to  the  pa- 
tient in  consultation  with  Dr.  E.  H.  Robitzek  of 
Sea  View  Hospital,  where  the  same  problem  was 
under  consideration  at  the  same  time.1-2  Imme- 
diate operation  was  decided  upon.  The  authors 
believe  that  the  records  presented  below  repre- 
sent the  first  reported  case  in  which  extrapleural 
resection  was  used  for  the  eradication  of  a non- 
tuberculous  empyema  and  the  first  reported  case 
in  which  this  method  was  used  for  the  treatment 
of  a tuberculous  empyema  complicated  by  em- 
pyema necessitatis.  The  importance  of  these 
details  will  become  apparent  with  the  develop- 
ment of  the  case  presentations. 

Case  Reports 

Case  1. — V.  M.,  a white  man,  age  sixty-two,  was 
admitted  March  8,  1947.  He  had  a history  of 
pneumonia  two  years  prior  to  admission,  followed 
by  chronic  cough  and  a recurrence  of  pneumonia 
two  months  previously.  Since  that  time,  cough 
was  present,  productive  of  eight  to  ten  ounces  of 
sputum  daily.  Other  factors  related  to  the  history 
were  not  important;.  On  physical  examination,  he 
gave  the  appearance  of  being  chronically  ill  and 
coughed  frequently.  The  positive  physical  findings 
were  enlarged  lymph  nodules  in  the  anterior  triangles 
on  both  sides  of  the  neck,  dullness  over  the  base  of 
the  right  posterior  lung  with  numerous  loud  rales 
and  ronchi,  an  occasional  ronchus  also  being  heard 
in  the  left  base  posteriorly.  X-ray  of  the  chest 
demonstrated  a shading  over  the  lower  half  of  the 
right  lung  which  had  persisted  after  the  pneumonia 
(Fig.  1 ).  There  was  also  a density,  extending  down- 
ward from  the  right  hilus  along  the  mediastinum, 
which  had  a rounded  upper  border  about  2 inches 
wide  and  fused  with  the  shadow  over  the  lower 
lung  field.  Urinalysis  was  normal.  Blood  picture 
was  as  follows:  red  blood  cells  4,800,000;  hemoglo- 
bin, 86  per  cent;  white  blood  cells  16,600;  poly- 
morphonuclears  34  per  cent;  lymphocytes  64; 
bands  6 per  cent,  and  eosinophils  2 per  cent. 

Bronchoscopy,  performed  on  March  8,  1947, 
showed  intense  inflammatory  and  edematous  in- 
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Fig.  1.  Poster oanteri or  view  of  chest  (Case  1). 
Note  accentuated  markings  on  the  right  side  and 
roughly  oblong  density  lying  against  the  right  card- 
iac border. 

filtration  of  the  bronchial  mucosa,  particularly  on 
the  right  side,  with  large  amounts  of  drainage  from 
the  lower  and  middle  lobes.  Lipiodol  injection 
on  March  15  demonstrated  no  bronchiectasis. 
Bronchoscopy  was  repeated  several  times  without 
improvement.  On  March  29,  a spread  of  the  bron- 
chial inflammation  to  the  upper  lobe  was  noted.  A 
biopsy  was  made  which  showed  bronchial  mucosa 
and  submucous  glands,  with  no  evidence  of  malig- 
nancy. It  was  decided  that  pneumonectomy  pro- 
vided the  patient’s  only  chance.  Operation  was 
carried  out  on  April  14,  as  follows: 

With  the  patient  in  the  face-down  position,  the 
usual  curved  incision  was  made.  Short  segments 
of  the  fifth  and  seventh  ribs  posterior  to  the  angle 
were  resected,  and  the  sixth  rib  was  resected  com- 
pletely subperiosteally;  the  pleura  was  opened  in 
the  bed  of  the  sixth  rib,  and  extensive  adhesions  over 
all  of  the  lobes  were  encountered.  These  were 
separated  by  sharp  and  blunt  dissection,  and  the 
short  and  long  fissures  were  exposed.  On  palpation, 
the  middle  lobe  and  the  lower  part  of  the  upper  lobe 
were  found  to  be  nodular  and  firm,  as  well  as  the 
lower  lobe.  When  the  division  of  the  adhesions 
over  the  pleura  had  been  carried  to  the  posterior 
costal  gutter,  a firm  plaque  on  the  chest  wall  was 
encountered.  This  was  apparently  thickened 
pleura.  The  lower  border  of  this  plaque  was  sep- 
arated from  the  pulmonary  surface,  and  grayish  pus 
exuded.  The  opening  was  increased  in  size,  and 
the  walls  were  found  to  be  partially  ossified.  This 
was  apparently  an  old  encapsulated  empyema,  and 


Fig.  2.  Appearance  of  the  chest  twelve  days  after 
pneumonectomy  (Case  1). 


it  was  deemed  advisable  to  remove  this  with  the 
lung.  The  pocket  was  packed  with  plain  gauze. 
The  dissection  was  carried  to  the  extrapleural  plane, 
and  the  empyema  sac,  including  its -encapsulation, 
was  separated  from  the  inside  of  the  chest  wall  until 
the  true  pleural  cavity  was  entered  on  the  medial 
side  by  the  end  of  the  dissecting  finger.  Adhesions 
over  the  diaphragm  were  found  to  be  very  dense 
and  bled  considerably.  It  was,  therefore,  decided 
to  begin  the  dissection  of  the  root  and  ligate  the 
vessels  to  control  bleeding.  A number  of  large 
inflammatory  glands,  some  of  them  the  size  of  a 
hen’s  egg,  were  found  in  this  area,  and  the  exposure 
of  the  independent  structures  was  difficult.  The 
main  bronchus  was  freed  and  ligated,  then  ampu- 
tated, using  a short  piece  of  tubing  on  the  posterior 
wall  for  imbrication.  The  pulmonary  artery  was 
then  exposed  with  considerable  difficulty.  It  was 
ligated  in  the  usual  manner,  using  anchor  suture. 
The  pulmonary  veins  were  similarly  treated.  The 
diaphragmatic  adhesions  were  separated  by  blunt 
dissection,  and  the  lung  was  removed.  The  bron- 
chus was  closed  by  a layer  of  mattress  sutures  and 
a layer  of  end  sutures,  the  latter  including  a flap  of 
pleura  from  the  mediastinum.  The  chest  was  closed 
in  layers  without  drainage.  Black  silk  was  used 
throughout.  One  hundred  thousand  units  of 
penicillin  were  instilled  into  the  pleural  cavity  and 
450  cc.  of  air  were  withdrawn,  leaving  an  end  pres- 
sure of  — 12cm.  water. 

In  the  postoperative  care,  100’, 000  units  of  peni- 
cillin were  injected  into  the  pleural  cavity  following 
aspiration  of  air  and  blood  on  the  first  two  post- 
operative days,  April  15  and  16.  A similar  amount 
of  penicillin  was  injected  without  aspiration  on 
April  20,  22,  and  30  and  May  11.  At  the  time  of 
the  last  instillation  of  penicillin,  a specimen  of 
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Fig.  3.  Posteroanterior  view  of  chest  (Case  2) 
showing  complete  obliteration  of  the  left  hemithorax 
with  fluid  level  at  the  first  anterior  rib. 


clear,  brownish-red  fluid  was  removed  and  sub- 
mitted for  culture.  It  proved  to  be  sterile.  In 
addition,  the  patient  required  a bronchoscopy  thirty 
hours  postoperatively  and  digitalization  of  the 
heart  for  a sudden  fibrillation  which  occurred  on 
the  fourth  postoperative  day.  He  was  discharged 
on  May  16  in  good  condition  and  has  remained 
so  up  to  the  present  time.  Figure  2 shows  the 
postoperative  appearance  of  the  chest  on  April  26, 
1947. 

Case  2. — A.  M.,  a white  woman,  a widow  age 
thirty-eight,  was  admitted  to  the  hospital  on  June 
27,  1947,  complaining  of  cough  and  expectoration 
of  large  amounts  of  mucopurulent  material.  The 
immediate  complaints  began  about  six  months  pre- 
viously, with  pain  in  the  left  chest  and  loss  of 
weight  and  strength.  About  one  month  later,  she 
began  to  cough  and  expectorate  yellow  mucus.  The 
cough  became  worse,  and  about  twro  weeks  before 
admission  she  began  to  expectorate  what  she 
thought  was  “pus.”  About  the  same  time,  she 
experienced  a moderate  degree  of  dyspnea. 

She  stated  that  fifteen  years  ago,  she  was  in  a 
“run-down  condition”  and  was  told  that  she  had  a 
“spot  on  her  lung.”  She  took  “several  months’ 
rest”  and  had  been  symptom-free  until  the  begin- 
ning of  the  present  illness. 

On  physical  examination,  there  was  dullness  and 
decreased  breath  sounds  over  the  entire  left  chest 
with  an  absence  of  fremitus  at  the  base.  The  left 
breast  and  the  chest  wall  above  it  were  swollen  and 
tender,  and  there  was  crepitus  and  pain  on  pressure 
over  this  area.  The  right  lung  was  clear.  Heart 
was  normal,  blood  pressure  112/78.  Other  physical 
findings  were  without  significance. 

An  x-ray  of  the  chest  showed  shifting  of  the 
trachea  and  mediastinum  to  the  left  and  complete 
opacity  of  the  left  hemithorax  with  a fluid  level  in 


the  apex  at  the  level  of  the  first  anterior  rib  (Fig.  3). 
On  the  right  side,  there  was  scarring  and  calcific 
deposits. 

Laboratory  findings  were  as  follows:  Urinalysis, 
normal;  red  blood  cells  2,680,000;  hemoglobin 
46  per  cent ; color  index  0.9 ; white  blood  cells  18, 100 ; 
polymorphonuclears  79  per  cent,  and  lymphocytes 
21  per  cent.  Sputum  examination  showed  numer- 
ous tubercle  bacilli.  The  diagnosis  was  pulmonary 
tuberculosis,  mixed  infection  empyema,  broncho- 
pleural fistula,  and  empyema  necessitatis  on  the 
left  side  with  secondary  anemia. 

Course  and  Progress. — The  temperature  following 
admission  varied  from  103.5  to  101  F.  The  sputum 
amounted  to  six  to  eight  ounces  daily.  Culture 
from  the  left  pleural  cavity  yielded  nonhemolytic 
streptococcus.  It  was  decided,  on  account  of  the 
chest  wall  abscess,  that  drainage  of  the  pleural  cav- 
ity was  essential,  whatever  therapy  might  be  under- 
taken at  a later  date.  Consequently,  the  patient 
was  prepared  for  operation  by  adequate  transfusion 
and  the  eleventh  rib  left  was  resected  under  local 
anesthesia  on  July  8,  1947.  The  temperature 
leveled  off  at  normal  within  two  weeks.  The  cough 
disappeared,  and  the  general  clinical  condition  im- 
proved. A residuum  of  the  chest  wall  abscess  re- 
mained, however,  and  crepitus  could  be  made 
out  under  the  palpating  finger. 

On  August  26,  the  patient  was  considered  in  good 
enough  condition  to  undergo  a pleuropneumonec- 
tomy.  The  following  is  a description  of  the  opera- 
tion taken  from  the  hospital  records: 

The  patient  was  prepared  preoperatively  by  local 
and  paravertebral  Block  anesthesia,  using  a 0.4  per 
cent  novocaine  solution.  In  the  face-down  posi- 
tion, the  usual  curved  incision  was  made,  and  the 
sixth  rib  was  resected  subperiosteally.  The  line  of 
cleavage  was  picked  up  in  the  endothoracic  fascial 
plane  and  was  followed  in  both  directions,  with  dif- 
ficulty, however,  due  to  the  rigidity  and  thickness  of 
the  pleura.  In  order  to  obtain  sufficient  exposure, 
it  was  necessary  to  resect  the  seventh  rib  also.  Dis- 
section was  carried  out,  for  the  most  part,  by  sharp 
technic.  Fusion  with  other  membranes,  such  as 
the  diaphragmatic  pleura  and  pericardium,  was  so 
dense  that  no  line  of  cleavage  could  be  found.  A 
large  segment  of  pericardjum  was  removed,  together 
with  the  pleura,  exposing  the  heart  on  the  left  side. 
Over  the  diaphragm,  the  adhesions  were  of  such 
multiplicity  and  so  well  organized  that  an  opening 
was  made  into  the  abdominal  cavity  at  one  point. 
This  was  repaired  by  interrupted  sutures  of  black 
silk.  There  was  also  a relatively  great  loss  of 
blood  over  the  diaphragmatic  surface,  and  the 
pleural  cavity  was  entered  on  several  occasions. 
The  hilar  structures  were  also  exposed  with  diffi- 
culty, but  it  was  possible  to  treat  each  anatomic 
structure  individually,  the  vessels  by  double  ligature 
and  anchor  suture  and  the  bronchus  by  one  row  of 
mattress  sutures,  one  row  of  end  sutures,  and  a 
fascial  flap  from  the  mediastinum.  Oozing  from 
the  surfaces  was  controlled  by  strips  of  Gelfoam. 
The  chest  wall  abscess  communicated  with  the 
pleural  cavity  between  the  second  and  third  ribs. 
The  sinus  contained  pus  and  caseous  material,  which 
was  cleaned  out  by  gauze  wipes  and  curet.  The 
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chest  wall  was  closed  in  layers,  using  a chromic 
catgut  number  3 pericostally  and  interrupted  black 
silk  for  the  muscle  fascia  and  skin.  The  drainage 
wound  at  the  eleventh  rib  was  excised  and  the 
opening  packed  with  gauze.  The  patient  left  the 
operating  room  in  good  condition,  having  received 
3,000  cc.  of  citrated  blood  and  2,000  cc.  of  glucose 
and  saline  by  transfusion.  Anesthesia,  administered 
by  Dr.  M.  Swick,  was  intratracheal  (intubation 
under  30  minims  10  per  cent  cocaine  solution)  gas- 
oxygen  and  ether. 

The  patient  had  received  2 Gm.  daily  of  strepto- 
mycin beginning  on  August  14,  1947,  divided  into 
doses  of  250  mg.  every  three  hours.  This  was  con- 
tinued postoperatively  with  the  addition  of  25,000 
units  of  penicillin.  The  combined  dosage  of  strep- 
tomycin-penicillin was  maintained  until  September 
15,  1947,  when  the  penicillin  was  discontinued  and 
the  streptomycin  cut  to  1 Gm.  daily  in  four  doses 
which  was  continued  to  September  22,  1947.  The 
patient’s  postoperative  course  was  sufficiently 
favorable  to  permit  an  anterior  and  posterior 
thoracoplasty  for  the  removal  of  the  second,  third, 
fourth,  and  fifth  ribs  on  September  5 and  September 
12,  1947.  The  three  operations  were  carried  out 
within  a total  of  seventeen  days,  and  primary  union 
was  obtained  in  both  thoracoplasty  wounds.  The 
patient  was  discharged  on  October  16,  1947,  in  good 
physical  condition,  with  normal  temperature  and 
no  cough  but  with  a persistent  sinus  at  the  level 
of  the  eleventh  rib.  This  was  thought  to  be  due  to 
residual  infection  from  the  chest  wall  abscess,  but 
it  was  considered  worth  while  to  see  whether  it 
would  not  close  spontaneously,  given  sufficient 
time.  Total  dosage  of  streptomycin  was  71  Gm. 

Second  Admission. — During  five  weeks’  observa- 
tion, gradual  rise  of  the  diaphragm  obstructed 
drainage.  The  patient  was  readmitted  on  Novem- 
ber 19,  1947.  On  November  20,  the  eighth  rib 
was  removed  and  a drainage  opening  established 
above  the  dome  of  the  diaphragm.  On  December 
15,  the  anterior  thoracoplasty  wound  was  reopened. 
The  sinus  tract  was  picked  up  and  followed  for  a 
distance  of  about  l1/2  inches  into  the  neck  below 
the  first  rib  and  the  subclavian  artery.  After  re- 
moval of  the  anterior  part  of  the  first  rib  and  the 
costal  cartilage,  the  sinus  was  cleaned  by  curettage, 
and  the  wound  was  packed  with  V2-inch  gauze. 

On  December  21,  1947,  the  patient  was  placed  on 
streptomycin,  2 Gm.  daily,  in  divided  doses  every 
three  hours.  This  was  continued  until  January  20, 
1948.  The  apical  sinus  was  completely  closed 
by  January  17,  1948,  and  did  not  reopen.  On 
January  20,  streptomycin  was  reduced  to  1 Gm. 
daily  in  divided  doses  (every  three  hours)  and  con- 
tinued to  January  30,  1948.  The  patient  was  dis- 
charged on  February  7,  1948,  with  a persistent  tract 
between  the  upper  and  lower  thoracoplasty  wounds. 
Total  dosage  of  streptomycin  administered  during 
this  admission  was  50  Gm. 

Third  Admission. — Although  the  patient  con- 
tinued to  gain  weight  and  remain  otherwise  symp- 
tom-free, the  pleural  dead  space  failed  to  close,  and 
the  patient  was  readmitted  to  the  hospital  for  a 
muscle  flap  closure  on  April  9,  1948.  On  April  10, 
the  ninth  and  tenth  ribs  were  removed  subperios- 


Fig.  4.  Posteroanterior  view  of  chest  (Case  2) 
eleven  months  after  pleuropneumonectomy,  showing 
the  results  of  complete  thoracoplasty  on  the  left. 
Patient  was  clinically  well  at  time  of  this  exam- 
ination. 

teally,  taking  care  to  conserve  the  blood  supply  of 
the  intercostal  muscle.  A sufficient  length  of  this 
muscle  was  freed  to  fill  the  pleural  dead  space  and 
was  drawn  into  the  tract  from  below.  The  trans- 
plant “took,”  but  at  the  end  of  one  week  the  liga- 
mentous portions  showed  signs  of  liquefaction  at  the 
distal  end.  The  patient  was  discharged  on  May  8, 
1948,  at  which  time  the  lower  wound  was  com- 
pletely healed,  but  serous  drainage  from  the  upper 
wound  was  still  present.  During  this  admission, 
no  streptomycin  was  given.  The  wound  was  kept 
clean  by  dusting  in  penicillin  and  sulfathiazole  pow- 
der. An  x-ray  of  the  chest  taken  on  July  30,  1948, 
shows  the  residual  sinus  filled  with  lipiodol  (Fig.  4). 

The  wound  is  now  completely  healed  and  the 
patient  symptom-free.* 

Summary  and  Conclusions 

Two  cases  are  reported  in  which  combined 
resection  of  the  lung  and  parietal  pleura  was  suc- 
cessfully used  for  the  treatment  of  pleuropul- 
monary  disease  with  fistulous  communication. 

Further  experience  is  necessary  before  final 
judgment  can  be  given,  but  the  method  is  recom- 
mended, particularly  when  the  disease  is  of 
tuberculous  origin. 

In  Case  2,  the  outcome  of  the  operation  was 
fouled  by  residual  infection  from  a chest  wall 
abscess.  This  single  experience  suggests  that 
in  the  absence  of  this  complication  resection 
should  be  done  without  drainage  of  the  pleura. 
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When  it  is  present,  drainage  is  necessary,  and 
the  abscess  should  be  cleaned  up  as  a part  of  the 
preoperative  preparation. 

The  experience  also  indicates  that,  if  muscle 
transplant  is  necessary,  a long  strip  of  inter- 
costal muscle  is  less  suitable  for  the  process  than 
other  skeletal  muscle  due  to  the  presence  of  a 
relatively  large  portion  of  ligamentous  fibrous 
elements. 

667  Madison  Avenue 
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* Authors’  note:  Since  this  paper  was  sumitted  for  pub- 

lication a sinus  has  reopened  in  case  2,  below  the  left  clavi- 
cle, over  the  site  of  the  previous  tuberculous  abscess  of  the 
chest  wall,  and  tubercle  bacilli  have  been  recovered  from 
scrapings.  The  patient,  however,  is  still  able  to  perform 
her  normal  duties. 


COMPLICATIONS  OF  PERITONEAL  BUTTON  OPERATION 
FOR  ASCITES 

Murry  Goidfischer,  M.D.,  Adrian  Kantrowitz,  M.D.,  Stanley  Kornblum,  M.D.,  and 
Arthur  H.  Glick,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  Surgical  Service  of  Montefiore  Hospital ) 


THE  problem  of  ascites  secondary  to  portal 
hypertension  has  vexed  the  medical  profes- 
sion for  many  years.  Many  surgical  approaches 
have  been  devised  since  the  last  of  the  nineteenth 
century  in  an  attempt  to  relieve  the  ascitic 
patient. 

Drummond  and  Morison  reported  the  first 
surgical  attempt  in  1896. 1 Talma  in  1898 
reported  on  his  operation,  now  known  as  the 
Talma-Morison  omentopexy.2  Repeated  follow- 
up studies  of  this  procedure  have  shown  it  to  have 
a high  operative  mortality  without  improving  the 
prognosis. 

Ferguson  reported  a case  in  which  a right 
nephrectomy  was  done  and  the  renal  pelvis  was 
anastomosed  to  the  peritoneum.5  This  pro- 
vided an  outlet  for  the  ascitic  fluid  via  the  blad- 
der. However,  while  obviating  repeated  pa- 
recentesis,  this  method  did  not  prevent  the  loss  of 
proteins,  fluid,  and  electrolytes. 

Whipple  devised  the  shunting  operation, 
lienorenal  anastomosis,  in  an  effort  to  overcome 
the  portal  hypertension.4  Blakemore  and  Lord 
similarly  devised  the  portacaval  anastomosis.5 
The  results  of  both  of  these  procedures  are  too 
recent  to  be  evaluated.  The  main  objection  to 
them,  in  our  minds,  is  that  they  are  major  opera- 
tive procedures  on  poor  risk  patients. 

Recently  the  peritoneal  button  operation,  a 
relatively  innocuous  procedure  for  surgical 
correction  of  ascites,  has  come  into  vogue.  The 
origin  of  this  procedure  is  obscure.  However, 


Lichtman  states  that  Boccaro  in  1922  was  sur- 
gically inserting  a peritoneal  button  to  drain 
the  ascitic  fluid  into  the  subcutaneous  tissues.6 
Tannahill  in  1930  reported  one  case.7  Crosby 
and  Cooney  in  1946  reported  six  cases.8 

The  rationale  underlying  this  procedure  is  the 
creation  of  a permanent  fistulous  connection 
between  the  peritoneal  cavity  and  the  subcu- 
taneous tissues  of  the  anterior  abdominal  wall 
by  means  of  a button.  The  button  allows  the 
ascitic  fluid  to  pass  to  the  subcutaneous  tissues 
from  whence  it  is  absorbed.  Theoretically  this 
procedure  answers  the  major  objections  to  the 
previously  described  surgical  maneuvers,  namely, 
it  is  simple  and  rapidly  performed,  and  it  pre- 
vents the  loss  of  protein,  fluids,  and  electrolytes 
from  the  ascitic  fluid  by  returning  them  to  the 
general  circulation. 

Crosby  and  Cooney’s  report  of  their  modifica- 
tion of  this  simple  operative  procedure  for  the 
relief  of  ascites  has  caused  an  increased  interest 
in  the  peritoneal  button  operation.  Welch  has 
reported  on  one  of  the  causes  of  failure  of  this 
procedure.9  He  found  that  the  subcutaneous 
pocket  developed  a firm  fibrous  wall  lined  by 
mesothelium.  Welch  concluded  that,  because 
of  the  small  area  of  surface  exposed  and  the 
fibrous  character  of  the  wall,  little  absorption 
could  take  place  from  such  a cavity. 

It  is  the  purpose  of  this  paper  to  present 
another  complication  of  the  peritoneal  button 
operation.  A survey  of  the  literature  since 
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Crosby  and  Cooney’s  article  has  failed  to  reveal 
any  reports  of  intestinal  obstruction  secondary  to 
herniation  and  incarceration  of  bowel  into  the 
subcutaneous  cystic  space. 

Case  Report 

N.  M.,  a fifty-year-old  Puerto  Rican  woman,  was 
admitted  to  the  surgical  service  complaining  of 
painless  abdominal  swelling  for  the  past  eight 
months. 

Present  history  began  in  1936  with  an  uneventful 
cholecystectomy  for  cholecystitis  and  cholelithiasis. 
From  1936  to  1947  patient  had  three  hospital  ad- 
missions for  biliary  tract  disease,  including  one  for  a 
common  duct  exploration,  the  results  of  which  were 
negative.  In  1946  a diagnosis  of  biliary  cirrhosis 
was  established,  but  no  ascites  were  noted.  One 
year  later,  the  sudden  onset  of  ascites  was  noted. 
A diagnosis  of  portal  vein  thrombosis  was  made. 
The  patient  had  several  further  hospitalizations  for 
study  and  paracentesis.  In  October,  1947,  a 
peritoneal  button  was  inserted  in  the  right  lower 
quadrant  in  an  attempt  to  relieve  her  ascites.  She 
was  admitted  to  Montefiore  Hospital  for  further 
observation  on  November  14,  1947. 

Pertinent  physical  findings  on  admission  were  a 
muddy  bronze  color  of  the  skin,  blood  pressure 
130/70,  a tremendously  distended  abdomen  showing 
numerous  operative  scars,  and  a large  hernia-like 
mass  in  the  right  lower  quadrant  about  7 inches  in 
diameter,  cystic  to  palpation,  collapsible  by  pressure, 
and  filling  in  waves  when  released.  A fluid  wave 
and  shifting  dullness  were  present.  No  abdominal 
organs  or  masses  were  palpable  because  of  the 
ascites. 

Aspiration  of  the  right  lower  quadrant  mass  re- 
vealed straw-colored  ascitic  fluid,  and  it  was  felt  that 
this  was  a nonvascular,  nonabsorbing  hyalinized 
pouch  connecting  with  the  peritoneal  cavity  through 
the  patent  button. 

Results  from  the  laboratory  examinations  were  as 
follows:  urine  negative  except  for  a trace  of  albumin, 
hemoglobin  82  per  cent,  3,960,000  red  blood  cells, 
urea  nitrogen  9 mg.  per  cent,  cephalin  flocculation 
4 plus,  thymol  turbidity  7 units.  The  total  protein 
was  4.4  mg.  per  cent,  albumin  2 mg.  per  cent,  and 
globulin  2.4  mg.  per  cent. 

The  patient  had  several  paracenteses  done  for 
relief  of  ascites.  On  December  12,  1947,  another 
peritoneal  button  was  inserted  in  the  left  lower 
quadrant  through  a 3-inch  incision,  and  the  right 
lower  quadrant  subcutaneous  pouch  was  unroofed 
and  biopsied.  Histologic  examinations  of  the  wall 
showed  fibrosis  with  chronic  inflammation  and  was 
lined  with  mesothelium  as  described  by  Welch 
(Fig.  1).  Following  this,  the  right  lower  quadrant 
pouch  again  filled  and  ascites  reaccumulated. 
It  was  felt  that  because  of  the  low  plasma  protein 
she  might  not  be  absorbing  fluid  from  her  subcu- 
taneous tissues.  Accordingly,  the  patient  was  given 
four  times  concentrated  human  plasma  equivalent  to 
5,500  cc.  of  plasma  over  an  eighteen-day  period, 
plus  salt  restriction  and  a high  protein,  high  caloric 
diet.  She  was  also  given  vitamin  supplements  and 
mercurials.  Her  total  proteins  rose  to  6.2  mg.  per 


Fig.  1.  Section  of  wall  through  subcutaneous 
pouch  showing  mesothelial  lining,  fibrosis,  and 
chronic  inflammation.  Biopsy  taken  two  months 
after  insertion  of  button  and  formation  of  nonfunc- 
tioning subcutaneous  pouch  (93 X). 


cent,  albumin  3.1  mg.  per  cent,  and  globulin  31  mg.  I 
per  cent,  and  the  ascites  remained  stationary. 

On  January  19,  1948,  a paracentesis  was  per-  j 
formed.  On  January  20,  the  patient  began  to  I 
complain  of  abdominal  pain,  nausea,  vomiting,  and 
obstipation.  Her  temperature  rose  to  101  F.,  and 
her  abdomen  became  markedly  distended.  Physical 
examination  on  January  21  revealed  a markedly  ■ 
distended  abdomen  with  generalized  tenderness  and 
rebound.  The  right  lower  quadrant  pouch  could  \ 
not  be  reduced  as  heretofore.  No  audible  peristalsis  1 
was  heard  on  auscultation.  Complete  blood  I 
count  and  urinalysis  were  not  significantly  I 
abnormal.  A flat  plate  of  the  abdomen  showed  X 
markedly  dilated  loops  of  small  bowel  but  no  | 
fluid  levels.  This  was  interpreted  as  a paralytic  I 
ileus.  The  right  lower  quadrant  pouch  was  tapped,  J 
and  several  cubic  centimeters  of  fluid  removed  for  1 
smear  and  culture.  A diagnosis  of  peritonitis  I 
secondary  to  paracentesis  was  made.  Patient  was 
given  penicillin  and  streptomycin,  and  a Miller- 
Abbot  tube  was  passed.  Three  days  after  onset, 
the  right  lower  quadrant  pouch  was  again  tapped, 
this  time  until  no  further  fluid  (1,200  cc.)  could  be 
obtained.  Following  this  procedure,  a mass  could 
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be  felt  in  the  subcutaneous  pouch  suggesting  coils 
of  bowel. 

By  this  time  the  patient  had  become  comatose 
and  was  explored  without  anesthesia.  A loop  of 
bowel  was  found  to  have  herniated  through  the 
peritoneal  opening  in  the  right  lower  quadrant  dis- 
placing the  Cooney  button,  which  was  lying  free 
in  the  subcutaneous  pouch.  The  bowel,  which  was 
still  viable,  was  replaced  and  the  hernia  repaired, 
obliterating  the  space.  Another  Cooney  button  was 
inserted  in  the  left  lower  quadrant  via  a stab  wound 
incision. 

Following  surgery,  the  patient  gradually  improved 
on  supportive  therapy,  regaining  consciousness  on 
the  fourth  postoperative  day.  She  was  ambulated 
without  further  event. 

Discussion 

The  failure  of  the  peritoneal  button  to  function 
in  this  case  has  been  fully  in  accord  with  Welch’s 
observation.  The  wall  of  the  subcutaneous 
pouch  became  fibrotic  and  lined  with  meso- 
thelium.  Biopsy  of  the  pouch  and  histologic 
sections  of  the  wall  showed  this  to  be  the  case. 

The  fact  that  this  case  of  intestinal  obstruction 
was  missed  for  three  days  can  only  be  ascribed 
to  our  failure  to  drain  the  subcutaneous  pouch  of 
ascitic  fluid  completely  on  the  day  that  the 
patient  began  to  complain.  The  x-ray  picture 
of  intestinal  distension,  plus  the  lack  of  any 
audible  peristalsis,  led  us  to  believe  that  we  were 
dealing  with  a paralytic  ileus  on  an  infectious 
basis  following  paracentesis.  There  is  no  doubt 
that  the  reaccumulation  of  fluid  caused  tension 
on  the  anterior  abdominal  wall.  This  tension 
coupled  with  a persistent  hypoproteinemia  was 
sufficient  to  cause  disruption  of  the  abdominal 
wound  with  herniation  of  the  Cooney  button  into 
the  subcutaneous  pouch,  along  with  loops  of 
bowel. 

We  have  had  two  other  cases  of  cirrhosis  with 
ascites  in  which  peritoneal  buttons  have  been 


inserted  via  stab  wound  incisions.  Neither 
of  these  cases  has  developed  subcutaneous 
pouches  in  a six-month  follow-up,  and  both  have 
been  definitely  benefited.  We  feel  that  sub- 
cutaneous pouch  formation  may  be  avoided  by 
use  of  a stab  wound  incision  so  that  tissue  planes 
are  not  opened  up  to  permit  formation  of  a 
pouch. 

Despite  the  failures  that  have  been  reported 
to  date  we  feel  that  a further  trial  of  this  pro- 
cedure is  warranted. 

Summary 

1.  A review  of  surgical  procedures  for  the 
relief  of  ascites  secondary  to  portal  hypertension 
has  been  presented. 

2.  One  reason  for  failure  of  the  peritoneal 
button  operation  to  work  is  the  formation  of  a 
fibrous- walled,  mesothelial-lined  subcutaneous 
pouch  from  which  absorption  is  minimal. 

3.  A hitherto  unreported  complication  of  the 
peritoneal  button  procedure  is  presented.  This  is 
subcutaneous  wound  disruption  with  the  button 
and  loops  of  bowel  becoming  incarcerated  in  the 
subcutaneous  pouch.  The  case  history  of  this 
complication  is  presented. 

4.  It  is  suggested  that  the  use  of  a stab 
wound  incision  for  the  insertion  of  the  peritoneal 
button  may  lower  the  incidence  of  subcutaneous 
pouch  formation. 
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LEADERS  TELL  YOUNG  DOCTORS  THRILL 
A unique  effort  to  turn  young  doctors  of  1949 
from  the  big  city  to  the  small  town  was  planned 
by  the  Illinois  State  Medical  Society.  Seventy-five 
young  interns  and  residents,  just  about  ready  to 
hang  out  their  shingles,  were  invited  to  the  Hotel 
LaSalle,  Chicago,  as  dinner  guests  of  the  Society  on 
April  26,  to  hear  the  story  of  the  small  town’s  ad- 
vantages. Three  veteran  small  town  doctors  ex- 
plained to  them  how  to  set  up  an  office,  to  handle 
patients  in  home  and  office  visits,  and  to  meet  other 
problems  of  practice.  A young  doctor  who  re- 
cently set  up  practice  in  a country  town  told  of  his 
problems  and  how  he  solved  them  with  the  help  of 
the  neighbors.  A small  town  banker  told  them  how 


OF  COUNTRY  PRACTICE 
to  find  and  finance  their  equipment,  offices,  homes, 
and  cars.  A description  of  40  Illinois  rural  areas 
which  are  in  need  of  additional  physicians  was  given 
them,  with  the  names  and  addresses  of  key  persons 
to  whom  they  might  turn  for  information,  advice, 
and  help.  A second  list  of  30  Illinois  country  doc- 
tors who  want  to  retire  soon  and  are  looking  for 
youngsters  to  take  their  places  was  also  provided. 

The  Illinois  State  Medical  Society,  among  other 
efforts  to  increase  the  number  of  physicians  in 
rural  areas,  a year  ago  established  a $100,000  joint 
student  loan  fund  in  collaboration  with  the  Illinois 
Agricultural  Association.  Funds  are  loaned  from 
it  to  students  to  pay  for  their  medical  education. 


HABITUS  IN  TUBERCULOSIS 

Joseph  W.  Goldzieher,  M.D.,  Sydney  Bassin,  M.D.,  F.C.C.P.,  and  SaraT.  Goldzieher,  M. 
A.,  New  York  City 

{From  the  Department  of  Medicine,  Municipal  Sanatorium  of  the  New  York  City  Department  of  Hospitals, 
Otisville) 


BELIEF  ill  the  existence  of  a “TB  type” 
(habitus  phthisicus)  is  firmly  entrenched 
in  the  minds  of  laymen  and  over  the  years  has 
gained  wide  tacit  acceptance  in  the  medical 
profession  generally.  In  sharp  contrast  is  the 
consensus  of  opinion  among  phthisiologists, 
who  deny  the  existence  of  any  such  constitu- 
tional type.  At  a time  when  intensive  cam- 
paigns to  control  tuberculosis  by  mass  survey 
and  to  educate  the  public  are  being  waged, 
such  beliefs  assume  importance,  for  they  affect 
the  reactions  of  the  laity  and  the  index  of  sus- 
picion among  physicians. 

Descriptions  of  the  so-called  habitus  phthi- 
sicus (vertical,  “hyposthenic”  body  build, 
small  globular  heart,  etc.)  show  a very  close 
resemblance  to,  and  are  probably  identical 
with,  those  of  individuals  said  to  have  “consti- 
tutionally” poor  adrenal  cortical  reserve,  a 
condition  sometimes  designated  as  chronic  be- 
nign hypoadrenia.1  In  addition  to  the  hypos- 
thenic habitus  and  globular  heart,  mild  hypo- 
tension, lymphocytosis,  and  biochemical 
changes  characteristic  of  poor  adrenal  function 
are  observed.  If  the  “habitus  phthisicus” 
were  identical  with  a constitutionally  poor 
adrenocortical  reserve  resulting  in  lowered  re- 
sistance and  immunity,  then  it  would  indeed 
acquire  a sound  theoretic  foundation  as  well  as 
clinical  significance.  It  was  our  purpose  in 
this  study  to  investigate  the  frequency  of  the 
stigmata  of  “habitus  phthisicus”  and  to  deter- 
mine whether  or  not  patients  with  these  stig- 
mata were  in  any  way  different  from  other 
tuberculous  patients,  with  particular  reference 
to  blood  pressure  and  lymphocyte  picture. 

Materials  and  Methods 

The  records  of  250  patients  were  selected  at 
random  from  the  files  of  the  Municipal  Sana- 
torium of  the  New  York  City  Department  of 
Hospitals,  excluding  only  those  who  had  an 
acquired  distortion  of  the  thoracic  cage  (i.e., 
thoracoplasty).  Sixty-one  and  one-half  per 
cent  of  the  patients  were  men;  38.5  per  cent 
were  women.  Seventy-eight  per  cent  were  of 
the  white  race;  20.2  per  cent  were  Negroes; 

1.2  per  cent  were  Chinese,  and  0.6  per  cent  were 
Indians.  The  age  distribution  was  as  follows: 

1 0 to  19  years — 22.2  per  cent;  20  to  29  years — 
36.7  per  cent;  30  to  39  years— 27.0  per  cent; 
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40  to  49  years — 10.9  per  cent,  and  50  to  59 
years — 3.2  per  cent.  The  patients  of  the 
Sanatorium  are  particularly  suitable  for  this 
problem,  for  they  are  almost  all  early  cases  of 
tuberculosis  in  which  cachexia  (and  cardiac 
atrophy)  is  less  apt  to  confuse  the  observa- 
tions. The  admission  blood  pressure,  white 
blood  cell  count,  lymphocyte  percentage,  and 
posteroanterior  chest  film  in  deep  inspiration 
were  used  for  study.  The  cardiothoracic  ratio 
was  measured,  and  the  cardiac  shadow  was 
evaluated  as  to  size  (small  or  not)  and  shape 
(vertical  or  not).  Lastly,  the  chest  film  was 
studied  for  the  presence  of  extrinsic  factors 
which  could  cause  mediastinal  distortion,  such 
as  retraction  of  the  hila,  congenital  thoracic 
deformities  (e.g.,  pes  cavus),  emphysema,  pres- 
sure due  to  pneumothorax  or  effusion,  etc. 
The  pulmonary  disease  process  was  studied  to 
determine  whether  or  not  the  character  and 
severity  of  the  disease  could  account  for  atrophy 
and  decrease  in  cardiac  size.  It  was  then  pos- 
sible to  judge  whether  or  not  these  extrinsic 
factors  could  account  wholly,  partially,  or  not 
at  all  for  alterations  in  the  cardiac  contour. 

Results 

Cardiothoracic  Ratio. — The  cardiothoracic 
ratios  are  plotted  as  a frequency  distribution 
curve  in  Fig.  1.  Although  it  was  impossible 
to  obtain  a nontuberculous  sample  of  the  same 
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population  for  comparison,  the  shape  of  the 
curve  itself  is  quite  significant.  It  will  be  ob- 
served that  the  shape  resembles  very  closely 
the  Gaussian  curve  of  a random  distribution; 
certainly  there  is  no  disproportionate  number 
of  patients  with  small  cardiothoracic  ratios. 
In  fact,  the  curve  shows  a preponderance  of 
cardiothoracic  ratios  greater  than  the  mean 
of  the  group.  It  may  be  concluded,  therefore, 
that  there  was  no  unexpectedly  large  propor- 
tion of  patients  with  small  hearts  (by  measure- 
ment) or  hyposthenic  habitus,  as  indicated  by 
the  cardiothoracic  ratio. 

Cardiac  Contour. — Three  cases  (1.2  per 
cent)  were  observed  in  which  the  heart  ap- 
peared small  but  not  vertical.  Eighteen  cases 
(7.2  per  cent)  showed  a heart  which  was  ver- 
tical, but  not  small.  Thirty-two  cases  (12.8 
per  cent)  showed  a heart  which  was  both  small 
and  vertical. 

No  extrinsic  factors  were  observed  which 
could  account  for  purely  small  hearts. 

In  purely  vertical  hearts,  extrinsic  factors 
accounted  completely  for  the  cardiac  changes 
in  13  cases,  and  partially  in  one  case,  leaving 
only  four  cases  of  the  13  in  which  the  heart  was 
vertical  for  no  evident  reason.  It  would 
appear  that  the  cardiac  abnormalities  in  this 
group  are  largely  a matter  of  distortion,  and 
cannot  be  ascribed  to  “constitutional”  factors. 

Of  the  32  hearts  which  appeared  both  small 
and  vertical,  only  17  were  free  of  any  pulmo- 
nary factor  which  could  account  for  the  changes. 
In  five  instances,  the  character  and  severity  of 
tuberculosis  were  apparently  sufficient  to  ex- 
plain the  microcardia  observed;  other  ex- 
trinsic factors  were  completely  responsible  for 
the  cardiac  changes  in  six  cases  and  partially 
responsible  in  four  cases. 

Thus,  thoracic  pathology  accounted  wholly 
for  the  “constitutional”  microcardia  in  65  per 
cent  of  the  entire  “abnormal”  group  and 
played  at  least  a partial  role  in  an  additional  30 
per  cent.  From  these  figures  it  becomes  in- 
creasingly apparent  that  “constitutional”  (i.e., 
unexplained)  microcardia  is  of  relatively  minor 
significance. 

Figure  1 also  illustrates  the  relationship  of 
cardiothoracic  ratio  to  changes  in  cardiac  con- 
tour. It  is  evident  that  a small  heart  and  a 
low  cardiothoracic  ratio  are  not  equivalent. 
It  was  for  this  reason  that  statistical  compari- 
sons were  based  on  groups  differing  in  cardiac 
contour  rather  than  on  groups  representing  any 
selected  range  of  CT  ratios.  On  the  former 
basis,  significant  differences  between  the 
groups  were  far  more  likely  to  appear  with  sta- 
tistical treatment  of  the  data. 


| Normol  heart  shape  and  sue 
Diminished  heort  she,  shope  or  both 


Fig.  2. 


Blood  Pressure. — For  the  purposes  of  mathe- 
matical simplicity,  the  mean  blood  pressure 
(average  of  the  systolic  and  diastolic  pressures) 
was  used.  While  this  abbreviation  is  not  al- 
ways permissible  (e.g.,  in  the  study  of  hyper- 
tensive states),  there  seems  to  be  no  objection 
to  the  method  when  hypotension  is  the  factor 
under  consideration.  Figure  2 illustrates  the 
mean  arterial  pressures  of  the  two  groups: 
those  with  normal  cardiac  contour  and  those 
with  vertical  and/or  small  hearts  not  due  to 
manifest  extrinsic  factors.  The  mean  blood 
pressures  are  almost  identical,  and  there  is  no 
statistically  significant  difference  between  the 
two  groups;  the  observed  differences  in  the 
curves  are  well  within  the  limits  of  variation 
due  to  sampling.  Evidently,  then,  this  second 
criterion  also  fails  to  show  the  presence  of  a 
constitutionally  stigmatized  group. 

Lymphocytes. — Studies  of  both  the  relative 
(i.e.,  percentage)  and  the  absolute  counts  were 
carried  out,  because  it  has  been  shown  that  the 
two  methods  do  not  always  yield  identical  re- 
sults.2 The  data  obtained  are  presented  in 
Table  1. 


TABLE  1. — Results  of  Relative  and  Absolute  Lympho- 
cyte Counts 


Control  group  (nor- 
mal cardiac  con- 
tour) 

Vertical  and/or  small 
hearts* 

All  small  hearts* 


. — Lymphocyte — . . — Lymphocyte — • 
Percentage  Count 


(in  thousands) 


Mean 

Standard 

Error 

Mean 

Standard 

Error 

29.1 

9.6 

2.41 

0.82 

33.9 

12.35 

2.62 

1.02 

34.6 

12.6 

2.58 

1.02 

* Excluding  those  due  to  intrathoracic  pathology. 


Comparison  of  the  control  group  with  each 
of  the  other  two  groups  by  the  determination 
of  “T”  yielded  values  (both  for  percentage  and 
absolute  counts)  which  were  less  than  0.2  in 
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every  case.* * 1 2  This  is  an  entirely  insignificant 
figure,  for  a value  of  T = 2.5  (represent- 
ing odds  of  80  : 1 against  chance  occurrence)  is 
usually  accepted  as  the  minimum  for  statis- 
tical significance.  It  appears  that  there  is 
actually  no  difference  in  the  lymphocyte  pic- 
ture of  the  two  groups,  even  though  mere 
inspection  of  the  percentage  suggests  what  is 
often  described  as  a “tendency”  in  the  litera- 
ture. Statistical  analysis,  however,  shows  that 
this  “tendency”  is  due  to  the  variability  of  the 
samples  and  does  not  represent  any  real  dif- 
ference. One  must  conclude,  therefore,  that 
even  this  third  criterion  speaks  against  any 
constitutional  differences  between  the  two 
groups. 

Discussion 

As  long  as  those  who  believe  in  a constitu- 
tional type  of  tuberculous  patient  continue  to 
have  relatively  vague  and  indefinite  criteria 
which  are  unsuitable  for  statistical  or  even 
objective  evaluation,  it  will  remain  impossible 
to  arrive  at  a definitive  answer.  We  have 
been  forced  to  select  as  criteria  for  our  study 
those  features  which  are  mentioned  most  often, 
which  have  the  greatest  potential  significance, 
and  which  are  amenable  to  mathematical 
analysis.  It  is  always  possible  that  a selection 
of  different  criteria  might  yield  other  results. 

The  data  presented  above  indicate  strongly 
that  there  is  no  discernible  “TB  type”  in  the 
population  we  have  studied.  It  must  be 
emphasized  that  this  does  not  imply  the  absence 
of  individuals  with  an  increased  susceptibility 
to  tuberculous  infection.  There  is  ample  clini- 
cal and  experimental  evidence  to  show  that 
such  a state  can  and  does  exist  and  can  even 
be  produced  experimentally,  e.g.,  by  adrenalec- 
tomy.3 What  these  data  do  show  is  that  a 
“constitutionally”  susceptible  type  of  patient, 
far  from  being  an  outstanding  feature,  forms 
an  insignificant  and  statistically  undetectable 
percentage  of  the  patients  seen  in  a sanatorium 
for  early  tuberculosis. 

It  seems  that  the  concept  of  a “habitus 
phthisicus”  was  formed  by  the  impressionistic 
methods  of  earlier  clinicians  and  pathologists 

* m Mi  — Mi 


where  M is  mean  of  sample,  JV  is  size  of  sample  and  a is  stand- 
ard deviation. 


who  saw  a relatively  large  proportion  of  far-  R 
advanced  or  terminal  cases  and  mistook  their  j 
uniformly  cachectic  appearance  for  a constitu- 
tional stigma. 

In  certain  large  groups  of  the  population 
which  are  subjected  to  mass  x-ray  survey,  the  ij 
index  of  suspicion  of  the  individual  physician 
plays  no  part  in  case  finding.  There  are,  how- 
ever, other  large  groups  in  which  x-ray  examina-  r 
tion  of  the  chest  is  undertaken  only  when  some 
particular  observation  arouses  the  suspicion  of  a 
the  examiner.  All  too  often,  such  a suspicion  1 
is  allayed  by  traditional  concepts  of  the  habitus  C 
of  a so-called  TB  type,  with  the  result  that  a t 
“silent”  lesion  in  an  apparently  robust  patient  r 
may  go  undetected.  It  is,  therefore,  vitally 
important  to  emphasize  the  insignificance  of  < 
habitus  in  tuberculosis. 

i 

Summary 

1.  The  blood  pressure,  lymphocyte  per- 
centage, lymphocyte  count,  and  chest  films  of  1 
250  tuberculous  patients,  selected  at  random, 
were  studied  for  objective  evidence  of  a “habi- 
tus phthisicus.” 

2.  No  distinctive  habitus  was  apparent 
from  study  of  the  chest  films  and  cardiotho- 
racic  ratio. 

3.  In  53  cases,  the  heart  appeared  small, 
vertical,  or  both.  In  29  (55  per  cent)  of  these, 
intrathoracic  factors  accounted  (partially  or 
entirely)  for  the  cardiac  changes.  Comparison 
of  the  remaining  24  patients  with  the  group 
showing  normal  hearts  failed  to  reveal  any 
statistically  significant  difference  as  to  blood 
pressure,  lymphocyte  count,  or  lymphocyte 
percentage. 

' 4.  These  studies  indicate  a noteworthy  ab- 
sence of  any  particular  “constitutional  type” 
among  tuberculous  patients. 

5.  The  danger  of  suspecting  tuberculosis 
only  in  those  patients  who  are  of  the  so-called 
TB  type  is  emphasized. 

We  wish  to  acknowledge  our  indebtedness  to  Dr.  Samuel 
Topperman,  whose  unstinting  cooperation  made  this  study 
possible. 
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RELATIVE  VALUE  OF  THE  STANDARD  AND  UNIPOLAR  LEADS  IN 
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I 


THE  routine  electrocardiogram  in  our  cardiac 
clinic  consists  of  standard  limb  leads  I,  II, 
and  III  and  precordial  leads  CFi  and  CF4. 
Whenever  needed,  precordial  leads  CFi  through 
CF8  are  taken.  It  has  been  our  impression  that 
this  had  proved  an  adequate  system  for  the  diag- 
nosis of  myocardial  damage. 

Recently,  however,  unipolar  lead  electro- 
I cardiography  has  been  promulgated  as  a system 
of  electrocardiographic  interpretation  which 
should  substitute  for  the  present  bipolar  system. 
It  has  been  stated,  “If  unipolar  limb  leads  and 
multiple  precordial  leads  are  available,  standard 
leads  are  superfluous  since  they  contribute  no 
information  that  cannot  be  derived  more  pre- 
I cisely  from  the  unipolar  limb  leads,  studied  in 
conjunction  with  multiple  precordial  leads.”1 
j Experience  with  the  bipolar  system  has  accumu- 
I lated  for  more  than  thirty  years,  and  definite 
patterns  of  abnormality  in  the  electrocardiogram 
have  become  well  known  to  many  physicians, 
whether  specialists  in  this  field  or  no. 

It  seemed  reasonable,  therefore,  that  before 
subjecting  all  physicians  to  the  task  of  learning 
unipolar  lead  electrocardiography  that  the  useful- 
ness of  the  standard  leads  in  diagnosing  myo- 
cardial changes  be  compared  with  that  of  the 
unipolar  leads. 

Method 

Eighty-five  patients  were  selected  at  random 
from  the  active  attendance  at  the  cardiac  clinic. 
Standard  limb  leads  I,  II,  and  III,  precordial 
leads  CFi  and  CF4,  unipolar  extremity  leads  aVr, 
aVl,  and  aVf,  and  unipolar  precordial  leads  Vi 
through  V6  were  taken  on  each  patient. 

In  the  analysis  of  the  data,  leads  I,  II,  III,  CFi, 
and  CF4  were  examined  separately  from  the 
unipolar  extremity  leads  aVr,  aVl,  aVf  with  pre- 
cordial leads  Vi  and  V4  and  analyzed  according 
to  presence  or  absence  of  myocardial  damage. 
Further,  the  unipolar  precordial  leads  Vi  through 
Vb  were  compared  with  unipolar  precordial  leads 
Vi  and  V4  with  respect  to  the  possible  additional 
information  that  might  be  obtained  by  taking  the 
four  extra  precordial  leads. 

The  cardiac  diagnoses  on  these  85  patients 
were  as  follows:  arteriosclerosis,  37;  hyper- 

tension, three;  arteriosclerosis  and  hypertension, 
24;  rheumatism,  14;  rheumatism  and  hyper- 
tension, one;  syphilis,  one;  arteriosclerosis  and 


syphilis,  one;  congenital,  one;  possible  heart  dis- 
ease, two,  and  unknown,  one. 

Results 

When  standard  leads  I,  II,  III,  CFi,  and  CF4 
are  examined,  36  of  the  85  electrocardiograms 
(42  per  cent)  are  abnormal.  This  method  of 
examination  we  shall  call  method  A.  When  uni- 
polar limb  leads  aVr,  aVl,  and  aVf  with  Vi  and 
V4  are  examined,  39  of  the  85  cases,  or  46  per 
cent,  are  abnormal.  This  we  shall  call  method  B. 
In  no  instances  were  electrocardiograms,  inter- 
preted as  normal  by  method  B,  abnormal  by 
method  A.  Six  per  cent  of  electrocardiograms 
normal  by  method  A became  abnormal  by 
method  B.  In  13  of  13  cases  (100  per  cent)  in 
which  method  A established  the  location  of  a 
myocardial  infarct,  the  same  information  could 
be  obtained  by  method  B.  However,  location 
of  myocardial  infarction  by  method  B yielded 
the  same  information  in  only  ten  of  13  cases  (76 
per  cent)  in  which  method  A was  used.  In  no 
instance  could  more  information  be  gotten  from 
the  combination  of  methods  A and  B than  from 
either  alone. 

The  reasons  for  the  difference  in  the  percent- 
ages of  abnormalities  by  methods  A and  B he 
solely  in  the  ability  of  unipolar  extremity  lead 
aYl  to  indicate  high  anterolateral  wall  infarction 
when  all  other  leads,  bipolar  and  unipolar,  are 
normal.  This  will  be  discussed  in  detail  later. 

When  unipolar  precordial  leads  Vi  to  Vs  are 
compared  with  the  information  from  unipolar 
precordial  leads  Vi  and  V4,  it  is  found  that  in  22 
instances  the  six  unipolar  leads  added  further 
information.  In  14  cases,  there  was  lateral  wall 
damage  as  shown  by  abnormalities  in  V5  and 
V6;  in  four  instances,  there  was  septal  wall 
damage  as  shown  by  abnormalities  in  V2  and 
Vs,  and  in  four  instances  there  was  septal  and 
lateral  wall  damage.  However,  in  only  three 
instances,  one  of  septal  involvement  and  two  of 
lateral  wall  involvement,  did  these  additional 
leads  give  the  only  hint  of  myocardial  damage  in 
the  face  of  normal  standard  limb,  unipolar  limb, 
and  precordial  leads  Vi,  V4,  CFi,  and  CF4. 

Discussion 

Value  of  the  aVr  in  Myocardial  Damage. — An 
upright  T wave  in  aVr  is  always  indicative  of 
myocardial  damage.  In  our  series  this  was  found 
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Fig.  1.  Diagnosis:  arteriosclerosis,  enlarged 

heart,  dilated  aorta,  regular  sinus  rhythm,  IIIc.  ECG 
showing  normal  standard  and  unipolar  extremity 
and  precordial  leads  excepting  for  aVl  which  shows 
a significant  Q wave. 


16  times  alone,  twice  in  combination  with  a sig- 
nificant Q in  aVl,  and  five  times  with  a significant 
Q in  aVf.  However,  in  all  instances  in  which  an 
upright  T was  present  in  aVr,  the  standard  limb 
leads  showed  abnormalities  indicative  of  myo- 
cardial damage. 

Value  of  the  aVl  in  Myocardial  Damage. — 
The  depth  of  the  Q wave  in  the  normal  aVl 
varies  between  0.5  and  3.0  mm.  and  never  ex- 
ceeds 23  per  cent  of  the  height  of  the  following 
R wave.2  A Q is  normally  present  within  these 
variations  when  the  heart  is  in  the  horizontal 
position.  In  three  instances  in  our  series,  an 
abnormal  Q wave  in  the  aVl  was  the  only  ab- 
normal finding  in  any  of  the  standard  limb  or 
six  precordial  leads.  Since  the  unipolar  ex- 
tremity lead  from  the  left  arm  faces  the  lateral 
wall  of  the  left  ventricle  while  the  precordial 
leads  do  not  face  this  surface,  this  abnormal  Q 
wave  in  the  aVl  may  be  the  only  clue  to  high 
lateral  myocardial  infarction.3-4 

As  suggested  by  Rosenbaum,  “The  chief  indi- 
cation for  additional  leads  from  the  upper  levels 
of  the  left  thorax  is  the  presence  of  changes  sug- 
gestive of  infarction  in  lead  Vi  without  corre- 
sponding changes  in  the  standard  leads  from  the 
left  side  of  the  precordium.”4  In  three  patients 
in  this  series  in  which  aVl  alone  was  abnormal, 
unipolar  precordial  leads  were  taken  in  the  higher 
intercostal  spaces  at  the  location  of  V3,  V4,  and 
V 5 (Figs.  1 and  2).  The  electrocardiogram 
taken  at  these  upper  levels  of  the  left  anterior 
chest  wall  revealed  an  increase  in  the  depth  of 
the  Q wave,  a decrease  in  the  height  of  the  R 
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Fig.  2.  Same  case  as  Fig.  1.  Unipolar  precor- 
dial ECG  taken  at  the  usual  location  of  V3,  V4,  and 
V5  and  at  intercostal  spaces  above  this.  Note  the 
increase  of  the  depth  of  the  Q wave,  the  decrease 
in  the  height  of  the  R wave,  and  the  change  in  the 
direction  of  the  T wave  in  V3.  This  is  taken  as 
evidence  of  myocardial  damage. 


wave,  and  the  presence  of  a diphasic  or  inverted 
T wave,  all  indicative  of  myocardial  damage 
(Fig.  2). 

This  would  tend  to  eliminate  the  possibility, 
in  this  case  as  in  the  other  two  cases,  that  this 
unusual  electrocardiographic  pattern  is  due  to 
rotation  of  the  heart  or  some  other  change  in  the 
spatial  relationship  of  the  surface  to  the  standard 
electrocardiographic  leads.3 

Value  of  the  aVf  in  Myocardial  Damage. — 
The  unipolar  lead  aVf  has,  in  the  opinion  of  most 
students  of  this  subject,  been  of  the  greatest 
value  in  distinguishing  positional  from  structural 
changes  in  the  heart.5  The  significance  of  the 
presence  of  Q waves  in  lead  III  with  regard  to 
myocardial  damage  can  be  readily  substantiated 
or  denied  by  the  presence  or  absence  of  a sig- 
nificant Q wave  in  aVf  in  myocardial  damage. 
The  Q wave  in  aVf  must  be  0.04  second  or  more 
in  width.  The  Q must  be  25  per  cent  or  more  of 
the  height  of  the  amplitude  of  the  succeeding 
R waves.  In  nine  instances  in  our  series  sig- 
nificant Q waves  were  present  in  the  aVf  lead. 
In  every  instance  the  diagnosis  of  posterior  wall 
infarction  could  have  been  made  in  the  standard 
leads. 

Value  of  the  Precordial  Leads  in  Myocardial 
Damage. — In  22  instances  in  this  series  precordial 
leads  CFj  and  CF4  were  inadequate  to  show  dam- 
age present  in  the  septum  or  in  the  section  of  the 
lateral  wall  covered  by  the  precordial  leads.  It  is 
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probably  a matter  of  a sufficient  number  of  pre- 
cordial leads  rather  than  whether  they  are  uni- 
polar or  CF.  The  value  of  precordial  leads  in 
the  diagnosis  of  septal  and  lateral  wall  infarction 
is  being  stressed  more  and  more.6’7 

An  analysis  of  the  data  in  this  preliminary 
series  of  cases  with  reference  to  the  comparison 
of  the  usefulness  of  the  unipolar  with  the  bipolar 
system  reveals  that  a routine  diagnosis  of  myo- 
cardial damage  could  be  made  by  either  system, 
excepting  for  the  occurrence  of  high  anterolateral 
wall  infarction. 

Summary  and  Conclusions 

1.  In  a series  of  85  patients  with  heart  disease, 
standard  limb  leads  I,  II,  III  and  precordial 
leads  CFi  and  CF4  were  compared  with  unipolar 
extremity  leads  aVr,  aVl,  and  aVf  and  unipolar 
precordial  leads  Vi  and  V4  as  to  the  presence  of 
myocardial  damage. 

2.  Unipolar  precordial  leads  Vi  and  V4  were 
compared  with  unipolar  precordial  leads  Vi 


through  V6  to  estimate  what  further  information 
could  be  obtained  from  multiple  precordial  leads. 

Six  precordial  leads  give  more  information  as 
to  the  presence  of  septal  and  lateral  wall  infarc- 
tions than  do  precordial  leads  Vi  and  V4  alone. 

3.  The  bipolar  system  and  the  unipolar  sys- 
tem give  the  same  information  as  to  the  presence 
or  absence  of  myocardial  damage  except  in  high 
anterolateral  wall  infarction  in  which  instance 
aVl  may  give  the  only  clue  to  the  diagnosis. 

120  Central  Park  South 
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FREE  MEDICAL  TREATMENT  FOR  FOREIGN  VISITORS 


An  extraordinary  provision  of  the  National  Health 
Service  extends  free  treatment  to  foreigners  visiting 
England.  A leaflet  given  to  visitors  arriving  at 
British  ports  reads:  “The  National  Health  Service 
will  provide  you  with  all  medical,  dental,  and  nurs- 
ing care.  Everyone — including  visitors  to  this 

country,  whether  of  British  nationality  or  not — can 
use  all  or  any  complete  part  of  it.  There  are  no 
charges  except  for  a few  special  items.  And  no 
insurance  qualifications  are  necessary.”  It  is  stated 
in  the  press  that  news  of  this  British  service  has  got 
around  France  and  other  countries.  Free  National 
Health  Service,  dentures,  spectacles,  and  even  opera- 
tions may  be  luring  cross-Channel  trippers  to  Brit- 
ain. But  the  insanity  of  producing  this  last  result 
seems  to  have  dawned  on  our  socialist  rulers.  The 
Secretary  of  the  British  Medical  Association  reports 
that  news  has  reached  him,  indirectly  and  not  of- 
ficially, that  the  Ministry  has  changed  its  view  on 


the  treatment  of  visitors  from  overseas.  It  has  now 
made  a rule  that  the  benefits  of  the  National  Health 
Service  do  not  extend  to  overseas  visitors,  whether 
foreign  nationals  or  citizens  of  the  Commonwealth 
or  Colonies,  if  those  visitors  come  to  the  country 
for  the  specific  purpose  of  using  the  service.  If,  on 
the  other  hand,  they  should  fall  ill  whilst  here  on  a 
visit,  they  are  entitled  to  use  the  National  Health 
Service.  But  the  difficulty  arises  to  determine 
whether  the  visitor  came  to  the  country  for  the  pur- 
pose of  obtaining  medical  treatment  or  not.  The 
British  Medical  Journal  raises  a legal  point.  Either 
the  Act  does  or  does  not  entitle  foreigners  to  use  the 
National  Health  Service.  If  it  does,  then  a Govern- 
ment Department  cannot  make  rules  denying  them 
the  service.  If,  on  the  other  hand,  the  Act  does  not 
entitle  foreigners  to  use  the  service,  then  the  law  is 
being  broken  by  offering  the  service  to  any  foreigner. 
— J.A.M.A.,  April  16,  19^9 


PROTAMINE  EDEMA  IN  DIABETES  MELLITUS 

Preliminary  Report 

Morris  Ant,  M.D.,  Brooklyn,  New  York 
{From,  the  Diabetic  Service  of  Beth-El  Hospital) 


IT  IS  my  intent  to  present  some  clinical  observa- 
tions on  a number  of  diabetics  who  employed 
protamine  zinc  insulin  exclusively  over  variable 
periods  of  time.  In  many  of  these  patients 
symptoms  were  recorded  that  simulated  renal 
disease.  When  protamine  zinc  insulin  was 
withdrawn  and  regular  or  crystalline  insulin 
substituted,  the  symptoms  disappeared.  This 
reversibility  led  us  to  compare  these  observations 
to  the  syndrome  of  glomerular  nephrosclerosis 
or  Kimmelstiel-Wilson’s  syndrome,  which  is  non- 
reversible. 

In  studying  the  clinical  manifestations  a clear- 
cut  picture  of  mild  edema  will  become  evident, 
and  we  have  designated  this  protamine  edema 
syndrome  because  it  is  found  in  patients  who  use 
protamine  zinc  insulin  only.  In  our  opinion  it 
puts  the  blame  on  protamine  as  the  offender 
in  initiating  and  accelerating  serious  degenera- 
tive vascular,  metabolic,  and  infective  complica- 
tions. 

Following  our  clinical  observations  we  con- 
tinued to  look  for  some  tangible  laboratory 
support  and  further  clinical  evidence  to  verify 
our  observations.  In  the  laboratory  we  found 
that  every  case  of  protamine  edema  recognized 
would  show  all  or  some  of  the  following  labora- 
tory features:  (1)  extremely  low  renal  glucose 
threshold  easily  differentiated  from  renal  gly- 
cosuria, (2)  high  blood  cholesterol  (a  sign  of  poor 
dietetic  control),  (3)  increased  blood  uric  acid, 
and  (4)  increased  blood  creatinine  content. 
To  further  confirm  our  observation,  we  noted  that 
the  protamine  edema  disappeared  on  withdrawal 
of  protamine  zinc  insulin  and  substitution  of 
crystalline  zinc  insulin  or  regular  insulin  without 
any  other  change  in  therapy.  Finally,  when  the 
edema  cleared,  the  blood  cholesterol,  uric  acid, 
and  creatinine  returned  to  normal. 

I would  like  to  give  you  a brief  summary  of  a 
few  representative  cases  that  were  observed  over  a 
period  of  years. 

Case  Report 

Case  1.  L.  R.,  a man  aged  forty-nine,  had  been  a 
diabetic  for  twenty-five  years.  He  gave  a history  of 
frequent  infections,  abscess  of  the  neck,  and  dia- 
betic retinitis.  He  had  been  taking  protamine  zinc 
insulin,  40  units  daily.  He  appeared  pale  with  wax- 
like skin,  swollen  periorbital  tissue,  and  slightly 
swollen  palpebral  margins.  His  blood  sugar  was  133 
mg.  per  cent  with  glucosuria  3 per  cent,  urea  nitro- 


gen 26  mg.  per  cent,  cholesterol  250  mg.  per  cent,  and 
uric  acid  4.7  mg.  per  cent.  When  the  protamine 
zinc  insulin  was  changed  to  the  crystalline  zinc 
form,  three  times  daily  and  later  twice  daily,  the 
blood  sugar  dropped  to  110  mg.  per  cent  with  nega- 
tive urine.  The  color  of  the  skin  improved,  the 
swelling  subsided,  and  the  infection  cleared  up. 

Three  years  later  he  returned  to  the  office  be- 
cause of  an  infection  of  the  right  big  toe.  X-ray 
showed  necrosis  of  the  distal  one  third  of  the  ter- 
minal phalanx.  The  patient  had  been  taking  prot- 
amine zinc  insulin  daily  for  the  past  year;  again  the 
face  appeared  puffed,  and  he  complained  of  feeling 
weak.  The  protamine  zinc  insulin  was  changed  to 
the  crystalline  form.  Within  two  weeks  his  appear- 
ance improved,  and  the  foot  healed  spontaneously 
in  three  months. 

Case  3. — S.  T.,  a fifty-one-year-old  woman,  suf- 
fered diabetic  neuritis  of  the  hands  and  feet.  Her 
blood  pressure  was  190/110.  The  face  appeared 
swollen,  and  the  skin  resembled  the  “myxedema” 
type.  Lids  and  lid  margins  were  thickened.  She 
had  been  taking  protamine  zinc  insulin,  but,  when 
changed  to  the  crystalline  zinc  insulin  three  times 
daily  and  later  twice  daily,  her  appearance  returned 
to  normal  within  a month.  She  came  in  a year  later, 
confessing  that  she  had  been  taking  protamine  zinc 
insulin  for  the  past  six  months.  She  complained  of  | 
general  weakness  and  perspired  freely.  Urine  J 
showed  1 to  2 per  cent  sugar;  blood  sugar  was  110,  j 
urea  nitrogen  38  mg.  per  cent,  creatinine  1.7,  uric 
acid  2.9.  After  changing  again  to  crystalline  zinc 
insulin,  within  twenty  days  the  urea  nitrogen 
dropped  to  29  mg.  per  cent.  Two  weeks  later  it  I 
was  24  mg.  per  cent  and  the  creatinine  1.3.  Her  I 
general  appearance  again  improved  rapidly. 

However,  a year  later  the  same  patient  came  to  the 
office  with  definite  findings  of  glomerulonephritis. 
Her  blood  pressure  was  264/122,  blood  sugar  was  I 
246  mg.  per  cent,  urea  nitrogen  36.4,  creatinine  1.8,  j 
cholesterol  400,  and  uric  acid  4.5.  The  skin  was 
puffy  with  eyelid  margins  thickened,  but  there  was 
no  distinct  pitting  edema.  She  admitted  she  had 
been  taking  protamine  zinc  insulin.  After  a month  1 
of  treatment  with  crystalline  zinc  insulin  the  blood 
pressure  dropped  to  190/100,  and  she  was  dis-  j 
charged  improved. 

Case  3. — L.  C.,  a forty-six  year-old  woman,  | 
showed  symptoms  of  weakness,  uncontrollable  | 
diabetes,  severe  headaches,  and  claudication.  Facies  j 
was  swollen  although  there  was  no  pitting  edema. 
Blood  sugar  was  285  mg.  per  cent,  urine  3 per  cent,  I 
cholesterol  460,  urea  nitrogen  12.8.  The  liver  was 
enlarged.  The  patient  had  been  taking  45  units  of 
protamine  zinc  insulin  daily,  and  when  this  was 
immediately  changed  to  crystalline  zinc  insulin, 
there  was  remarkable  improvement  of  the  symptoms. 
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A year  later  she  developed  a phlebitis,  admitted 
having  returned  to  protamine  zinc  insulin,  and  when 
she  was  changed  to  the  crystalline  form,  her  condi- 
tion showed  distinct  improvement  following  four 
months’  hospitalization. 

Case  4- — Another  illustrative  case  was  R.  N.,  a 
woman  aged  fifty-two,  who  complained  of  vulvar 
itch  and  pains  in  her  right  large  toe.  The  urine 
showed  5 per  cent  sugar.  She  was  a distinct  pitui- 
tary type  and  verified  a suspicion  of  an  adenoma  byx- 
ray  of  the  sella  turcica.  There  was  difficulty  in  con- 
trolling the  diabetic  state  on  35  units  of  protamine 
zinc  insulin,  and  she  showed  consistent  weight  gain. 
When  changed  to  regular  insulin  three  times  daily, 
her  diabetes  was  controlled  completely.  While  on  a 
vacation,  she  again  resorted  to  protamine  zinc 
insulin,  and  six  months  later  all  of  the  previous 
symptoms  had  returned. 

Comment 

These  cases  had  several  things  in  common. 
When  patients  were  using  protamine  zinc  insulin, 
they  showed  facial  puffiness,  thickened  lids  and 
lid  margins,  increased  blood  cholesterol,  creati- 
nine, and  uric  acid.  All  of  the  cases  had  a low 
kidney  sugar  threshold  while  on  protamine  zinc 
insulin.  When  the  medication  was  changed  to 
regular  insulin,  these  conditions  disappeared, 
showing  that  at  this  stage  the  pathologic  phys- 
iology is  reversible. 

Many  features  of  the  cases  I have  just  men- 
tioned, as  well  as  the  other  cases  I have  seen, 
may,  on  first  impression,  appear  to  resemble  the 
syndrome  reported  by  Kimmelstiel  and  Wilson1, 
yet  they  differ,  mainly  in  that  the  latter  is 
irreversible.  On  closer  inspection  one  notes  that 
the  Kimmelstiel-Wilson  syndrome  is  a terminal 
stage  of  a progressively  destructive  vascular 
pathology.  Extensive  edema,  heart  failure, 
massive  albuminuria,  high  blood  urea  nitrogen, 
and  hypertension  are  mentioned,  and  it  is  noted 
that  the  cases  occurred  in  patients  of  advanced 
age.  In  our  cases  there  was  a definite  impair- 
ment of  the  concentrating  power  of  the  kidney, 
both  for  sugar  and  albumin. 

It  appears  logical,  therefore,  that  if  a diabetic 
patient  treated  with  protamine  zinc  insulin 
showed  signs  of  the  protamine  syndrome,  such  as 
symptoms  of  slight  facial  puffiness  or  orbital 
lid  puffiness,  together  with  a blood  chemistry  of 
high  cholesterol,  uric  acid,  and  creatinine,  further 
advance  of  this  syndrome  might  lead  to  inter- 
capillary glomerulosclerosis,  just  as  any  other 
cause  which  leads  to  kidney  pathology.  On  the 
other  hand,  if  the  protamine  syndrome  is  kept 
in  mind,  a reversal  to  quick-acting  insulin  may 


prevent  the  advanced  irreversible  changes  of 
kidney  disease.  Joslin  pointed  out  that  neph- 
ritis rarely  occurs  in  the  diabetic  who  controls 
the  disease  with  diet  and  insulin.2-3 

We  can  all  accept  Dolger’s  view  that  an  ac- 
celerated arteriosclerosis  is  characteristic  of 
diabetes  mellitus.4  Furthermore,  this  damage  is 
most  marked  in  the  terminal  vessels  of  the  eye, 
kidney,  heart,  and  extremities.  The  early 
finding  of  retinal  hemorrhages,  albuminuria, 
and  hyptertension  are  evidence  of  such  view. 
However,  we  disagree  with  Mirsky  who  states 
that  “it  makes  little  difference  how  the  diabetic 
is  treated.  If  he  lives  long  enough  he  will  de- 
velop one  or  another  form  of  vascular  disease.”8 
This  statement  requires  modification,  especially 
in  view  of  our  clinical  studies  with  protamine 
mentioned  in  this  report. 

Conclusions 

On  the  basis  of  our  observations  the  protamine 
edema  syndrome  seems  to  be  characterized  by 

(I)  its  appearance  in  diabetics  using  protamine 
zinc  insulin  exclusively,  at  any  age  and  in  both 
sexes,  (2)  anemia,  (3)  waxlike  texture  of  the  skin, 

(4)  swelling  of  the  periorbital  tissues  or  edema, 

(5)  edema  of  the  palpebral  margins,  (6)  slight 
pretibial  or  ankle  edema  with  increasing  edema 
in  the  surrounding  tissues  in  complicating  in- 
fections or  vascular  disease,  (7)  low  renal  thres- 
hold for  glucose,  (8)  moderate  albuminuria, 
(9)  high  blood  cholesterol,  (10)  high  uric  acid, 

(II)  high  creatinuria,  and  (12)  disturbed  al- 
bumin-globulin ratio.  All  these  symptoms  and 
signs,  as  stated  before,  disappear  on  the  dis- 
continuance of  protamine  zinc  insulin. 

Protamine  zinc  insulin  having  been  used  ex- 
tensively since  1936,  it  is  possible  that  much  of 
the  increase  in  vascular  degeneration  noted  may 
be  due  to  the  protamine  used.  I offer  this  as 
one  explanation  of  the  cause  of  accelerated 
vascular  damage.  Should  this  work  be  corrob- 
orated, it  may  open  new  avenues  of  metabolic 
research  for  better  diabetic  care  and  the  reduc- 
tion of  vascular  damage  in  the  diabetic. 
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THE  PSYCHOSOMATIC  STATUS— GASTRODUODENAL  ULCER  AND 
VAGOTOMY 

Abraham  O.  Wilensky,  M.D.,*  New  York  City 


THERE  is  no  doubt  that,  no  matter  what  the 
primary  cause  of  gastroduodenal  ulcer  may 
eventually  be  proved  to  be,  there  are  two  im- 
portant factors  which  go  into  the  total,  presently 
recognized  concept  of  ulcer  formation.  American 
thought  has  assumed  the  overpowering  im- 
portance of  gastric  hyperacidity  and  hyper- 
secretion almost  to  the  exclusion  of  any  other 
factor.  Experimentally,  Carlson  has  shown  that 
a continuous  gastric  secretion  occurs  which  is 
not  necessarily  dependent  on  the  presence  of 
food  and  is  neutralized  by  the  mucus  of  the  py- 
loric antrum,  by  the  saliva,  and  by  regurgitated 
duodenal  contents.  If  this  neutralization  is  for 
any  reason  inadequate,  pure  gastric  juice  ac- 
cumulates in  the  stomach.  Excessive  secretion 
of  gastric  juice,  produced  by  histamine,  fairly 
regularly  produces  ulcers  in  all  the  common 
laboratory  animals.  This  leads  to  the  concept 
that  the  hypersecretion  of  gastric  juice  in  gastro- 
duodenal ulcer  is  largely  neurogenic  and  is  the 
basis  of  ulcer. 

There  is  no  doubt  also  that  gastroduodenal 
ulcer  has  marked  psychosomatic  factors.  A 
defect  in  the  stomach  or  duodenum  is  objectively 
real  to  the  roentgenologist,  surgeon,  and  internist 
and  subjectively  real  to  the  patient  because  of 
its  symptomatology.  Nevertheless,  there  is  no 
doubt  that  the  strains  and  tensions  of  modern  life 
produce  mental  conflicts,  and  the  reactions  to 
them  transmitted  along  vagus  pathways  result 
in  increased  gastric  motility  and  vascularity  and 
decreased  mucin  formation,  all  of  which  are 
highly  conducive  to  ulcer  formation. 

Fundamentally,  the  ulcer  “diathesis”  resides 
in  the  basic  character  structure  of  the  individual 
which  readily  thrusts  the  patient  into  the  peptic 
ulcer  type  of  situation.  The  emotional  reaction 
of  the  patient  becomes  of  greater  significance 
than  the  effect  of  any  particular  diet  or  drugs 
utilized  in  the  treatment.  This  concept  affords 
a better  understanding  of  the  many  confusing 
manifestations  of  the  ailment  and  makes  avail- 
able a more  flexible  and  effective  approach  to 
them.  In  any  event,  the  psychosomatic  in- 
fluences are  strong  and  play  an  important  part 
in  the  ulcer  syndrome  and  its  manifestations. 

Apparently,  these  physiologic  concepts  are 
also  clinically  sound.  The  realization  by  Hartzell 
that  the  neurologic  pathways  in  either  case  are 
through  the  vagi  nerves  suggested  the  experi- 

* Dr.  Wilensky  died  on  February  4,  1949.  Therefore,  only 
editorial  corrections  have  been  made  on  this  manuscript. 


mental  demonstration  of  the  effect  of  complete 
section  of  the  vagus  nerves  in  decreasing  or 
abolishing  gastric  acidity;  incomplete  section 
was  disappointing. 

The  present  enthusiasm  for  vagotomy  and 
vagus  neurectomy  is  based  on  this  concept. 
Much  concern  with  technical  matters  considers 
the  importance  of  complete  division  of  the  vagus 
fibers,  if  success  is  to  be  assured,  and  a dis- 
tinction must  be  made  between  vagotomy  and 
vagus  resection  or  neurectomy.  The  anatomic 
patterns  of  the  vagus  nerves  in  about  ten  per 
cent  of  the  cases  are  not  uniform;  numerous 
branches  of  the  esophageal  plexus  fail  to  form 
into  common  trunks  on  one  or  both  sides  of  the 
esophagus,  and  there  is  difficulty  in  isolating  and 
sectioning  all  the  gastric  nerves.  This  seems 
to  justify  the  thoracic  operative  approach  as  the 
best  method  of  obtaining  complete  division  of 
all  the  vagus  fibers.  Complete  division  of  the 
nerve  trunks  of  the  vagus  is  the  accomplishment 
desired  and  the  method  of  choice.  Otherwise, 
the  procedure,  in  effect,  is  really  a “stripping” 
of  the  vagus  fibers  from  the  esophageal  wall 
from  the  level  of  the  hilum  to  the  gastric  fundus. 

Nevertheless,  recent  anatomic  investigations 
show  that  in  slightly  more  than  90  per  cent  of  the 
cases,  a transabdominal  subdiaphragmatic  sur- 
gical approach  will  allow  as  nearly  a complete 
division  of  all  the  gastric  nerves  as  will  a trans- 
thoracic approach.  In  addition,  the  abdominal 
approach  allows  exploration  of  the  abdominal 
contents  and,  especially,  of  the  ulcer,  to  enable 
recognition  of  any  malignancy.  If  gastric  atony 
or  obstruction  is  present,  or  likely  to  follow  later, 
a drainage  operation  also  can  be  done  on  the 
stomach  simultaneously. 

In  any  event,  the  possible  technical  difficulties 
are,  therefore,  of  an  inherently  anatomic  nature 
and  undoubtedly  lead  to  some  of  the  unsuccessful 
results.  In  any  event,  the  necessity  of  repeated 
physiologic  tests  to  determine  residual  vagal 
innervation  of  the  gastric  glands  is  clear  in  order 
to  make  sure  that  no  other  reason  is  present  for 
any  nonsuccess  of  vagotomy. 

In  either  case,  and  with  modern  safeguards 
and  technic,  the  operation  is  not  unduly  difficult. 
The  mortality  is  very  small  in  competent  hands. 
In  the  cases  operated  on  through  the  chest,  pul- 
monary complications  are  not  difficult  to  handle. 

Because  of  the  neurologic  functional  changes, 
the  postoperative  management  must  extend  for  a 
considerable  time — three  months  or  more — and 
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consists  essentially  of  aiding  the  stomach  to 
overcome  the  changes  in  gastric  motility,  es- 
pecially since  many  patients  who  have  been 
thus  tided  over  a bout  of  motility  symptoms 
have  remained  well  subsequently. 

Up  to  the  present  time,  vagotomy  or  vagus 
neurectomy  has  been  done  as  the  sole  primary 
procedure,  or  has  been  done  secondarily  after 
previous  gastric  resection,  gastroenterostomy 
with  or  without  other  procedures  such  as  local 
excisions,  or  pyloroplasty.  The  immediate  oper- 
ative mortality  is  around  one  per  cent,  and  the 
late  mortality  is  about  the  same,  according  to 
the  published  reports. 

Cases  with  refractory  ulcers  of  long  duration 
and  intractability  of  symptoms  in  which  vagus 
resection  was  done  have  been  reported  by  many 
authors.1-8  Good  results  were  reported  by  these 
various  groups.  As  shown  by  the  sum  total  of 
the  reported  observations,  bilateral  complete 
vagus  resection  apparently  does  the  following 
things:  It  relieves  ulcer  pain  immediately, 

followed  by  healing  of  the  ulceration.  It  will 
decrease  or  abolish  the  gastric  acidity,  decrease 
hypersecretion,  and  decrease  hypermotility. 
These  are  desirable  effects  because  they  are  con- 
stant, symptom-producing  accompaniments  of 
ulcer. 

The  most  pronounced  effect  of  the  operation 
is  apt  to  follow  in  the  younger  group  with  duode- 
nal ulcer  who  present,  in  varying  degree,  other 
signs  of  nervous  tension  and  instability. 

Most  observers  have  found  the  relief  of  pain 
“striking.”  In  contradistinction  to  this,  the 
Mayo  group  has  found  the  relief  of  pain  “good” 
but  not  striking,  and  “inconstant,  variable  and 
unpredictable  otherwise.”9  The  complete  relief 
of  pain  after  vagotomy  is  not  an  unmitigated 
blessing  and  is  fraught  with  danger.  Recurrent 
ulceration,  perforation,  and  obstruction  may  be 
difficult  to  recognize.1  Such  experiences  have 
already  occurred  even  as  close  as  fourteen  days 
after  gastric  neurectomy  and  gastroenteros- 
tomy.1-9*10 

The  reduction  in  gastric  secretion  produced 
by  complete  vagus  division  corroborates  the 
premises  that  hypersecretion  is  neurogenic  in 
character.  The  decrease  in  fasting  acidity  which 
follows  vagotomy  gradually  returns  toward 
normal,  until,  at  the  end  of  a year,  little  ab- 
normality can  be  found.  The  secretory  re- 
sponse to  insulin-induced  hypoglycemia  remains 
abolished  in  most  cases,  and  the  clinical  well- 
being of  the  patients  also  appears  to  outlast  the 
duration  of  the  early  secretory  and  motility 
changes. 

Operation  is  followed  by  changes  in  gastric 
motility  with  reduction  and  possible  disappear- 
ance of  any  hypermotility.  Nevertheless,  in  the 


satisfactory  cases,  most  of  the  cases  showed  a 
normal  tonicity  at  the  end  of  the  first  year. 

Gastroscopy  shows  a patulous  antrum  and 
lessened  peristaltic  activity  after  vagotomy. 
After  subtotal  gastrectomy  and  vagotomy, 
gastroscopy  frequently  shows  edema,  erosion 
hypertrophy,  and  friability  in  the  residual  gastric 
pouch  and  the  attached  jejunum. 

The  available  facts  suggest  strongly  that  any 
prolonged  relief  which  this  surgical  procedure 
confers  upon  the  patient  is  due  “to  some  more 
subtle  effect”  which  is  “traceable  to  severance  of 
those  nervous  pathways  which  communicate  the 
patient’s  adaptive  reactions  from  the  brain  to  the 
stomach.”  After  resection  of  the  nerves  such 
impulses  cannot  reach  the  stomach. 

In  the  primary  vagotomy  or  vagus  resection 
cases,  between  85  and  90  per  cent  have  good  sub- 
jective results  for  periods  up  to  thirty  months 
postoperatively,  but  in  half  of  these  the  results 
are  not  quite  so  satisfactory  as  in  the  others. 
In  the  series  reported  by  Grimson  et  al.  com- 
pletely satisfactory  results  after  transthoracic 
vagotomy  alone  were  obtained  in  only  25  per 
cent  of  the  cases.3  About  10  to  15  per  cent  of 
the  cases  have  a frankly  poor  result,  either  with  a 
demonstrable  recurrence  or  symptoms  of  ulcer. 
A similar  number  have  sufficiently  severe  side- 
effects  to  detract  materially  from  their  satis- 
faction with  the  result.  Cases  which  had  gastro- 
jejunal  stomas,  either  primary  or  secondary,  have 
the  same  incidence  of  distressing  side-effects. 

The  unsatisfactory  results  after  vagotomy  are 
due  to  the  following:  (1)  vomiting  during  the 
first  several  months,  (2)  hematemesis,  (3) 
melena,  (4)  recurrent  severe  abdominal  pain  and 
distension,  (5)  fullness  after  eating,  (6)  temporary 
or  continuous  foul  eructations,  (7)  continuous  or 
periodic  looseness  of  stools,  and  (8)  serious 
diarrhea. 

The  greatest  difficulty  has  been  the  occurrence 
of  obstruction  at  the  outlet  of  the  stomach  with 
retention  of  the  gastric  contents  and  dilatation. 
In  some  cases,  the  obstruction  is  cicatricial; 
in  others  the  removal  of  vagus  control  produces  a 
failure  of  coordination  between  contraction  and 
relaxation  waves  at  the  pylorus  and  a relative 
obstruction  termed  “achalesia”  by  Hurst.  There 
is  a strong  temptation  to  do  gastroenterostoi  n y 
under  these  conditions,  but  it  can  usually  be 
avoided.  Nevertheless,  in  actual  practice, 
secondary  gastroenterostomy  was  done  in  10 
per  cent  of  the  various  groups  of  cases  in  the 
first  three  months  after  operation.  It  is  pointed 
out  that,  as  treatment  for  frank  obstructions,  the 
procedure  is  usually  effective,  but,  as  a means  of 
avoiding  other  gastrointestinal  side-effects,  it  is 
ineffective. 

U nder  certain  conditions  disturbances  of  motil- 
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ity  and  of  secretion  are  more  apt  to  follow. 
According  to  Moore  et  al.  the  immediate  com- 
bination of  vagus  resection  and  gastroenteros- 
tomy does  not  seem  appropriate  in  cases  with 
frank  cicatricial  obstruction;  according  to  the 
Mayo  Clinic  group  similar  disturbances  have 
followed  excision  of  the  ulcer-bearing  area  with 
vagotomy.7-9  In  the  Johns  Hopkins  group, 
all  of  the  failures  occurred  in  the  patients  who 
had  vagotomy  without  any  additional  operative 
procedure,  either  plastic  or  ablative,  on  the 
stomach  itself.1  The  results  have  been  uniformly 
satisfactory  in  the  24  patients  undergoing  some 
such  procedure  in  addition  to  vagotomy.  The 
most  satisfactory  results  of  all  occurred  in  the 
ten  patients  in  group  three  who  had  gastro- 
enterostomy or  pyloroplasty  along  with 
vagotomy.  Such  contradictory  statements  are 
somewhat  difficult  to  understand. 

One  must  agree  with  the  conclusions  of  the 
Mayo  group — that  if  lasting  and  persistent  good 
results  could  be  assured,  vagotomy  or  vagus 
neurectomy  would  offer  an  easy  and  compara- 
tively safe  method  of  treating  certain  peptic 
ulcers,  especially  recurrent  ulcers.9  However, 
if  one  is  to  employ  this  procedure  in  the  manage- 
ment of  gastroduodenal  ulcer,  the  position  of  the 
Lahey  Clinic  seems,  for  the  present,  sound: 
“To  make  use  of  it  in  secondary  operations  in  a 
patient  who  had  had  a subtotal  gastrectomy  and 
then  had  a recurrent  jejunal  ulcer,  the  reason  for 
this  being  that  even  though  atony  in  the  re- 
maining stump  is  produced,  there  is  still  good 
drainage  as  there  is  no  contracted  pylorus  to 
produce  obstruction,  and,  in  addition,  the  tech- 
nical difficulties  of  a second  subtotal  gastrectomy 
in  the  presence  of  a jejunal  ulcer  can  be  con- 
siderable.” They  also  employ  infradiaphrag- 
matic  vagotomy  in  most  of  the  patients  upon 
whom  subtotal  gastrectomy  is  done  for  duodenal 
ulcer  in  the  hope  that,  by  means  of  this,  they  can 
possibly  cut  down  the  incidence  of  gastrojejunal 
ulcer  and  recurrent  bleeding.  Their  third  sug- 
gestion is  “to  reserve  any  cases  of  duodenal  ulcers 
in  which  vagotomy  is  to  be  employed  to  one  in 
which  it  would  seem  unlikely  that,  with  the 
healing  of  the  duodenal  ulcer,  pyloric  obstruction 
would  occur  and  gastroenterostomy  becomes 
necessary.”11  Unfortunately,  such  a state  can- 
not accurately  be  predicted. 

The  comment  of  Moore  et  al.  and  of  the  Lahey 
group  should  be  well  taken — that  when  vagotomy 
or  vagus  neurectomy  is  combined  with  other 


operative  procedures,  gastroenterostomy,  re- 
section, etc.,  the  correct  interpretation  of  the 
therapeutic  effect  of  the  former  becomes  con- 
fused.7-8-11 It  becomes  impossible  to  attribute 
the  success  of  the  operation  to  vagus  resection 
alone,  since  good  results  have  previously  been 
obtained  with  the  other  operations  alone.  One 
must  not  forget  the  terminal  fate  of  many  other 
similarly  enthusiastic  proposals,  the  most  promi- 
nent and  recent  of  which  was  total  thyroidectomy 
for  heart  disease.  One  must  keep  this  in  mind 
to  prevent  our  running  away  now  with  vagotomy 
and  vagus  neurectomy  in  its  stage  of  initial 
enthusiasm. 

Summary  and  Conclusions 
In  gastroduodenal  ulcer,  the  two  important 
symptom-producing  factors  are  hyperacidity 
and  hypersecretion  and  a psychosomatic  status. 
Both  of  these  depend  upon  a neurogenic  basis, 
and  the  effects  of  the  latter  are  transmitted  to 
the  stomach  along  the  vagus  nerves.  This 
concept  furnishes  the  basis  for  vagotomy  and/or 
vagus  neurectomy. 

At  the  present  writing,  and  in  any  event, 
vagotomy  is  essentially  a symptomatic  form  of 
treatment  in  such  an  individual  in  which  the 
symptom-producing  effects  of  the  fundamental 
neurogenic  basis  are  blocked  in  their  transmission 
and  are  vitiated  by  division  or  excision  of  the 
vagus  nerves.  The  available  evidence  indicates 
that  the  efficacy  of  vagotomy  or  vagus  neurec- 
tomy as  a temporary  or  permanent,  alleviating, 
curative  and/or  preventive  measure,  the  po- 
tential dangers  of  this  procedure,  and  the  ques- 
tion of  ultimate  regeneration  of  the  divided 
nerves  have  still  to  be  judged  finally  in  the  fire  of 
continued,  repeated  trial  and  prolonged  observa- 
tion. 
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ACUTE  GENERALIZED  PERITONITIS  DUE  TO  SPONTANEOUS 
RUPTURE  OF  PYOSALPINX 

George  H.  Romberg,  M.D.,  F.A.C.S.,  White  Plains,  New  York 
{From,  the  Department  of  Gynecology , Hospital  for  Joint  Diseases ) 


SPONTANEOUS  rupture  of  a pyosalpinx  is 
one  of  the  rarer  causes  of  acute  generalized 
peritonitis.  Bonney  reported  a case  of  rupture 
of  a pyosalpinx  and  carefully  reviewed  44  other 
authentic  cases  collected  from  different  sources.1 
Bovee  collected  statistics  from  55  cases  and  sub- 
mitted the  history  of  an  additional  case  which 
occurred  in  his  own  practice.2  In  the  majority 
of  the  reported  cases  there  was  no  assignable 
cause  for  the  rupture.  Norris  found  99  cases 
of  ruptured  pyosalpinx  with  peritonitis  in  the 
literature.3 

Huet  recorded  the  common  mechanical  causes 
for  the  rupturing  of  a pyosalpinx.4  He  empha- 
sized the  need  for  differentiation  between  trau- 
matic rupture  and  nontraumatic  perforation, 
since  the  mortality  rate  of  the  former  is  much 
less  than  in  the  latter  group.  With  the  fallopian 
tubes  protected  as  they  are — laterally  by  the 
bony  wall,  below  by  the  strong  perineum  and 
the  intervening  structures,  and  above  by  the 
thick  layer  of  intestines  and  the  abdominal  wall — 
rupture  resulting  from  accidental  trauma  is  of 
rare  occurrence.  Rupture  caused  by  ill-advised 
or  too  vigorous  bimanual  examination  has  been 
reported  by  various  authors. 

Feeney  stated  that  the  sum  total  of  cases  of 
spontaneous  rupture  of  pyosalpinx  in  the  litera- 
ture was  less  than  two  hundred  fifty,  and  he 
questioned  whether  this  figure  underestimated 
the  frequency  of  the  condition.6 

In  a brief  paper,  such  as  this,  the  pathology  of 
pyosalpinx  need  not  be  reviewed.  It  is  generally 
accepted  that  the  gonococcus  is  the  responsible 
organism  in  about  75  per  cent  of  the  cases. 
The  streptococcus,  tubercle  bacillus,  staphylo- 
coccus, and  other  miscellaneous  organisms  have 
also  been  the  causative  agents.  It  is  also 
generally  known  that  the  cultures  from  the  pyo- 
salpinx due  to  the  gonococcus  later  become  sterile. 
It  is  interesting  to  note  that  spontaneous  rupture 
of  pyosalpinx  occurs  more  commonly  on  the  right 
side,  in  spite  of  the  bilateral  involvement.  The 
clinical  history  varies,  but,  in  general,  it  is 
usually  one  of  sudden  onset  of  severe  pain  in  the 
lower  abdomen,  more  marked  on  the  right  side, 
with  progressive  spread  of  symptoms  to  the 
entire  abdomen  suggesting  local  and  generalized 
peritonitis.  The  diagnosis  is  rarely  made  pre- 
operatively,  usually  being  mistaken  for  peritonitis 
secondary  to  a ruptured  appendix.  In  the 


differential  diagnosis  other  conditions  such  as 
ruptured  appendix,  ruptured  tubal  pregnancy, 
and  ruptured  gastric  and  duodenal  ulcers  have 
to  be  considered. 

The  treatment  is  by  surgical  intervention. 
Some  insist  on  a salpingectomy  or  a panhysterec- 
tomy; others  leave  the  ruptured  tube  in  situ 
and  establish  peritoneal  drainage  with  a Penrose 
drain  or  some  similar  material.  Gastric  and 
intestinal  drainage  plus  intravenous  fluids,  with 
maintenance  of  normal  protein  and  electrolyte 
balance,  are  used  when  paralytic  ileus  is  encoun- 
tered. The  use  of  penicillin  and  the  sulfon- 
amides, together  with  spinal  anesthesia,  have 
aided  in  the  salvage  rate  of  this  condition. 

The  following  case  of  spontaneous  rupture  of 
pyosalpinx  is  taken  from  the  author’s  own 
practice. 

Case  Report 

The  patient  was  a white,  married  woman  of  forty- 
eight  years  who  was  admitted  to  the  White  Plains 
Hospital  on  February  17, 1946,  complaining  of  severe 
abdominal  pain  which  had  begun  eight  days  pre- 
viously. The  patient  was  somewhat  hazy  about  the 
character  of  the  pain  during  the  following  few  days, 
but  she  spent  most  of  the  time  in  bed.  Flexing  the 
knees  on  the  abdomen  would  somewhat  relieve  her 
pain.  There  was  occasional  nausea  but  no  definite 
vomiting.  She  was  up  and  about  part  of  the  time,  but 
walking  was  possible  only  in  the  bent-over  position. 
Movement  of  her  legs  caused  abdominal  distress. 
She  also  noted  definite  abdominal  distension  with 
bloating  and  increasing  inability  to  pass  flatus. 
There  were  no  chills  or  urinary  symptoms.  During 
the  two  days  prior  to  admission  there  was  increased 
intensity  of  pain  all  over  the  abdomen. 

Her  past  history  was  noncontributory.  There 
had  been  menopausal  symptoms  for  the  past  year. 
She  had  never  been  pregnant. 

On  examination,  the  temperature  was  102.6  F., 
pulse  102,  and  respirations  15.  She  appeared  acutely 
ill  and  dehydrated.  During  the  examination  she 
complained  of  intermittent  abdominal  pain  going 
from  the  symphysis  pubis  to  the  epigastrium  with 
some  radiation  to  the  right  side.  Lips  and  tongue 
were  dry,  and  the  heart  and  lungs  were  negative. 
Blood  pressure  was  120/80. 

The  abdomen  was  of  symmetric  configuration 
and  slightly  distended.  During  episodes  of  pain 
one  could  not  observe  any  outline  of  intestinal 
peristalsis.  There  was  a hypertympanitic  percus- 
sion note  throughout  the  abdomen  except  for  a dull 
area  two  finger-breadths  above  the  symphysis  and  in 
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both  abdominal  flanks.  There  was  limited  abdomi- 
nal respiratory  movements,  and  these  were  as- 
sociated with  definite  intra-abdominal  pain.  Palpa- 
tion revealed  quite  pronounced  muscle  rigidity  (not 
boardlike)  throughout.  There  was  exquisite  tender- 
ness throughout  the  abdomen  on  direct  pressure. 
Oscultation  revealed  no  peristaltic  action. 

On  pelvic  examination  only  pronounced  tender- 
ness in  the  rectopelvic  shelf  could  be  made  out. 

The  results  of  the  laboratory  examination  were  as 
follows:  red  blood  cells  4,450,000;  hemoglobin  13.7 
Gm.;  color  index  0.97 ; white  blood  cells  5,100;  poly- 
morphonuclears  80  per  cent.  Urine  was  acid;  spe- 
cific gravity  1.023;  sugar  negative;  albumin  heavy 
trace;  acetone  4 plus;  microscopic:  8 to  10  pus 

cells;  per  high  power  field — moderate  number  of  red 
blood  cells  and  many  hyaline  casts. 

The  diagnosis  at  this  time  was  diffuse  peritonitis 
and  intestinal  obstruction.  It  was  impossible  to 
determine  whether  the  intestinal  obstruction  was 
on  a mechanical  basis  or  whether  it  was  a secondary 
paralytic  ileus  due  to  the  peritonitis. 

Soon  after  admission,  the  patient  was  given  2,000 
cc.  of  5 per  cent  glucose  in  saline  intravenously. 
Penicillin  and  sulfadiazine  therapy  were  instituted. 
Twelve  hours  later  the  blood  chemistry  was  checked 
with  the  following  results:  hematocrit  38.9  per 

cent;  chlorides  552  mg.  per  cent;  carbon  dioxide 
combining  power  46  volumes  per  cent;  serum  amyl- 
ase 121  Somoggi  units  per  cent;  total  plasma  pro- 
tein 6.0  per  cent.  Blood  count  was  as  follows:  red 
blood  cells  3,950,000;  hemoglobin  12.6  Gm.;  color 
index  1.0;  white  blood  cells  18,650;  neutrophils  85 
per  cent;  nonsegmental  forms  64.  Urine  showed  a 
trace  of  albumin,  and  microscopic  examination 
showed  a moderate  number  of  white  blood  cells, 
many  red  blood  cells,  and  no  casts.  Radiographic 
examination  of  the  chest  by  means  of  bedside  unit 
showed  some  congestion  in  the  right  central  lung 
field.  There  was  no  evidence  of  lung  consolidation 
or  pleural  effusion.  Flat  plate  of  abdomen  showed 
no  conclusive  evidence  of  rupture  of  a hollow  viscus. 
The  latter  exposure  showed  a suggestion  of  free  air. 
No  evidence  of  obstruction  in  the  small  intestine. 

An  exploratory  laparotomy  was  performed  Febru- 
ary 18,  1946.  A lower  right  rectus  incision  was  made 
under  spinal  anesthesia.  On  opening  the  peritoneal 
cavity  about  1,000  cc.  of  seropurulent  fluid  was 
found  spread  over  the  entire  cavity.  The  ileocecal 
region  was  explored.  The  base  of  the  appendix  ap- 
peared edematous,  and  the  distal  portion  could  be 
palpated  retrocecally  but  could  not  be  visualized. 
The  appendix  was  removed  in  retrograde  fashion, 
and  it  was  then  apparent  that  it  was  secondarily  in- 
volved and  was  not  the  primary  cause  for  the  peri- 
tonitis. The  right  adnexal  region  was  then  explored 
and  the  seat  of  the  trouble  immediately  recognized. 
There  was  a rent  U/2  cm.  in  diameter  on  the  upper 
midportion  of  the  right  pyosalpinx  from  which  oozed 
grayish-white,  seropurulent  fluid.  There  was  a 
similar  pyosalpinx  in  the  left  adnexal  region,  both 
measuring  approximately  7 by  3 by  2 cm.  The 
uterus  was  injected  and  covered  by  fresh  fibrinous 
exudate  similar  to  that  found  on  the  coils  of  the 
small  intestine  in  juxtaposition.  Three  Penrose 
drains  were  inserted  in  the  right  pelvis  and  right 


lumbar  gutter.  Routine  closure  in  layers  of  ab- 
dominal wall  was  done. 

Culture  of  abdominal  fluid  revealed  the  following: 
Microscopic  examination  showed  many  pus  cells 
(polymorphonuclears  90  per  cent).  Of  the  four 
stained  films  studied,  one  film  revealed  presence 
of  one  short-chain,  gram-positive,  lancet-shaped 
diplococci.  Microscopic  examination  of  both  aero- 
bic and  anaerobic  cultures  failed  to  reveal  the 
presence  of  bacterial  growth  after  four  days’  incuba- 
tion. 

The  postoperative  course  was  rather  uneventful 
except  for  the  first  three  days.  The  day  after 
operation  the  patient  had  a bout  of  dyspnea  which 
followed  an  effort  to  expectorate  some  thick  mucus. 
Temperature  was  99.8  F.  by  rectum,  pulse  120,  and 
respirations  22.  Examination  of  the  chest  revealed 
rales  and  rhonchi  at  the  left  base.  The  following 
day  the  patient  became  more  dyspneic  and  also 
cyanotic.  The  pulse  rate  increased  to  over  200  per 
minute.  An  electrocardiogram  tracing  at  this 
time  was  reported  as  showing  sinus  tachycardia. 
The  patient  was  readily  relieved  of  her  dyspnea  by 
oxygen  administered  under  positive  pressure  (Bar- 
ach-Eckton  mask).  She  was  given  two  transfusions 
of  500  ec.  of  whole  blood.  Penicillin  and  sulfadiazine 
therapy  continued.  The  abdomen  was  moderately 
distended  for  four  days  postoperatively.  Some  soft 
stool  and  flatus  were  passed  by  rectum.  Check  x- 
ray  examination  of  the  chest  five  days  postopera- 
tively showed  a right  pleural  effusion.  The  effusion 
obscured  the  dependent  portion  of  the  right  lung 
and  the  heart  border.  Following  the  acute  episode 
on  the  second  postoperative  day,  the  pulse  and  tem- 
perature remained  normal  throughout  the  course  in 
the  hospital.  The  abdominal  drains  were  removed 
on  the  eighth  day.  The  abdominal  distension  de- 
creased after  the  third  day,  and  the  patient’s  appe- 
tite improved  immediately  after  regular  passage  of 
flatus  and  stool  on  the  fifth  postoperative  day. 
When  the  patient  was  about  to  be  discharged,  she 
complained  of  some  fleeting  abdominal  cramps 
following  ingestion  of  food.  Her  abdomen  was  soft 
at  this  time ; there  were  no  tender  areas ; bowels  were 
moving  normally;  temperature  and  pulse  were  nor- 
mal. At  time  of  discharge,  twenty-one  days  post- 
operatively, the  wound  had  healed  per  primum  and 
the  sinus  drainage  site  had  closed 

Following  discharge  the  patient  was  up  and 
about,  enjoying  good  health.  Occasionally  she  com- 
plained of  transient  abdominal  cramps  following 
ingestion  of  food.  On  April  1,  1946,  three  weeks 
after  discharge  from  the  hospital,  the  abdominal 
cramps  suddenly  became  aggravated.  There  was 
slight  nausea  but  no  vomiting  or  distension. 

She  was  readmitted  to  the  hospital  for  observa- 
tion. On  examination,  she  appeared  acutely  ill. 
The  temperature  was  99.5  F.,  the  pulse  90.  Periodi- 
cally, during  the  examination  the  patient  doubled  up 
because  of  abdominal  pain.  The  cramps  recurred 
every  three  to  five  minutes.  There  was  moderate 
abdominal  distension.  The  abdominal  wall  moved 
with  respiration.  No  intestinal  patterns  were  seen. 
There  was  marked  tenderness  in  midabdominal  re- 
gion extending  to  the  left.  Left  rectus  muscle  was 
spastic  with  borborygmus  on  the  left. 
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After  twenty-four  hours  of  observation,  during 
which  time  intravenous  fluids  had  been  given  and 
Miller- Abbott  tube  had  been  passed,  it  was  deemed 
advisable  to  explore  the  abdomen.  Preoperative 
diagnosis  was  intestinal  obstruction.  Spinal  anes- 
thesia used.  A lower  right  rectus  incision  was  made 
lateral  to  the  previous  incision.  On  entering  the 
peritoneal  cavity,  a coiled  mass  of  adherent  small 
bowel  was  seen  just  medial  to  the  incision.  These 
were  separated  by  sharp  and  blunt  dissection.  It 
was  then  possible  to  visualize  the  dense  fibrous  ad- 
hesions between  the  right  tube  and  the  terminal 
portion  of  the  ileum  and  the  lower  angle  of  the 
wound.  The  small  intestine  above  this  area  was 
dilated  while  the  portion  below  the  constriction  was 
narrowed.  The  entire  small  intestine  was  mobilized 
into  the  wound  and  checked  from  the  ligament  of 
Treitz  down  to  the  ileocecal  region.  Several  fibrous 
bands  were  severed  in  the  ileal  portion  of  the  bowel. 
Abdomen  was  closed  in  layers.  The  patient  was  dis- 
charged on  the  fourteenth  day  of  the  last  admission. 


The  pateint’s  course  since  that  time  has  been  en- 
tirely uneventful. 

Summary 

A brief  review  of  the  literature  of  spontaneous 
rupture  of  pyosalpinx  plus  a brief  history  of  a 
personal  case  are  presented.  The  purpose  of 
presenting  this  case  is  to  emphasize  the  need  of 
considering  ruptured  pyosalpinx  in  the  differential 
diagnosis  of  peritonitis  in  women. 

145  Maple  Avenue 


References 

1.  Bonney,  V.:  Surg.,  Gynec.  <fc  Obst.  9:  542  (1909). 

2.  Bovee,  J.  W.:  ibid.  10:  405  (1910). 

3.  Norris,  C.  C.:  Gonorrhea  in  Women,  Philadelphia, 
W.  B.  Saunders  Co.,  1913,  p.  319. 

4.  Huet,  P.  A.:  J.  de  chir.  23:  123  (Feb.)  1924.  Abstract: 
J.A.M.A.  82:  1304  (Apr.)  1924. 

5.  Feeney,  J.  K.:  Irish  J.  M.  Sc.,  1940,  p.  165. 


THE  "MEDICAL”  TREATMENT  OF  PILONIDAL  DISEASE 

Herbert  Berger,  M.D.,  Tottenville,  New  York 
( From  the  Department  of  Medicine,  Richmond  Memorial  Hospital) 


THERE  exists  general  dissatisfaction  with  the 
treatment  of  pilonidal  disease  because  of 
the  high  rate  of  recurrence.  Any  review  of  the 
literature,  which  has  grown  voluminous,  reveals 
practically  as  many  methods  of  treatment  as 
there  are  surgeons.  The  battle  between  open 
versus  closed  procedures  goes  on  with  innum- 
erable methods  of  eliminating  “dead  space.” 
Procedures  for  grafting  new  skin,  pressure  band- 
ages, etc.,  are  published  frequently. 

With  considerable  trepidation  another  method 
is  here  suggested.  It  has  the  advantage  of  being 
wholly  an  office,  outpatient,  or,  in  acute  ab- 
scesses, a home  treatment,  easily  performed,  re- 
quiring no  expensive  hospitalization,  no  anes- 
thetics, and  no  loss  of  time  from  work. 

Interest  in  the  subject  started  during  my 
period  in  the  armed  services  where  many  of  these 
cases  were  first  seen.  If  an  acute  accumulation 
was  present,  these  patients  were  treated  by 
simple  incision  and  packing  with  tyrothrycin.1 
This  is  readily  done  by  soaking  gauze  wicks  in 
commercial,  freshly  diluted  tyrothrycin.  The 
dilutions  are  made  by  adding  60  cc.  of  sterile 
distilled  water  to  15  drops  of  tyrothrycin.  Suf- 
ficient packing  was  introduced  to  fill  the  area 
loosely.  This  was  secured  in  place  with  water- 
proof adhesive  plaster. 

These  men  were  not  hospitalized.  They  came 
in  to  the  sick  bay  for  moistening  of  the  area  with 
tyrothrycin  twice  daily  if  they  lived  on  the  base, 
or  it  was  attended  to  by  themselves  or  a member 


of  the  family  if  they  lived  at  home.  The  patient 
was  instructed  to  wet  the  packing  every  three 
hours.  He  was  given  a test  tube  with  a line 
marked  on  it  with  a glass  file  indicating  60  cc. 
This  he  filled  to  the  mark  with  boiled  tap  water, 
then  added  15  drops  of  tyrothrycin  for  each 
day’s  supply  of  the  agent.  He  was  advised 
that  a new  dilution  had  to  be  prepared  each  day. 
The  physician  inspected  the  area  at  intervals  of 
several  days  to  a week  depending  on  the  quan- 
tity of  discharge.  At  each  visit  the  packing  was 
removed  (soaking  with  peroxide  making  this 
procedure  fairly  painless),  and  less  packing  was 
replaced  until  none  was  necessary. 

Even  in  the  case  of  acute  abscess,  it  is  rarely 
necessary  for  a patient  to  be  hospitalized.  The 
area  can  often  be  incised  on  the  first  visit,  since 
the  infection  appears  in  a previously  existing 
cyst. 

In  only  one  of  40  cases  was  there  cellulitis 
about  the  infected  cyst,  which  required  three  days 
in  the  sick  bay. 

Acute  cases  give  symptoms  only  when  infected, 
and  the  infection  responds  readily  to  installation 
of  tyrothrycin.  This  can  be  introduced  with  a 
medicine  dropper  applied  to  the  small  sinuses,  or, 
preferably,  the  sinuses  should  be  connected  by  a 
linear  incision  under  novacaine  which  facilitates 
the  introduction  of  the  tyrothrycin  pack. 

These  military  patients  did  well  and  were 
asymptomatic.  Unfortunately,  the  shifting 
about  of  naval  personnel  rendered  long  follow- 
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TABLE  1. — Treatment  of  15  Cases  of  Pilonidal  Disease 


Number  of  Number  of  Weeks  to 


Sex 

Age 

Previous 

Operation 

Days  to 
Obliterate 
Disease1 

Recurrence2 

Intracystal 
Injections 
to  Cure 

Pericystal 
Injections 
to  Cure 

Effect  Cure 
from  First 
Visit 

Days  Lost 
from  Work2 

Length  of 
Follow-up 
(Months)7 

M 

40 

Yes 

14 

Yes 

4 

10 

0 

30 

F 

18 

No 

23 

Yes 

Sinus2 

5‘ 

12 

2 

26 

M 

52 

No 

7 

No 

1 

0 

25 

F 

23 

No 

10 

Yes 

Sinus2 

4 2 

13>/a 

4 

22 

F 

37 

Yes 

8 

No 

1 

0 

22 

F 

42 

No 

12 

Yes 

2 

6 

0 

20 

M 

21 

Yes 

14 

Yes 

Sinus2 

24 

26 

4 

19 

M 

32 

No 

15 

Yes 

1 

3 

0 

18 

M 

33 

No 

14 

Yes 

3 

8 

0 

18 

M 

22 

No 

19 

Yes 

3 

9 

0 

18 

M 

18 

No 

11 

Yes 

5 

11 'A 

0 

16 

M 

28 

Yes 

24 

Yes 

Sinus2 

is 

24 'A 

0 

15 

M 

44 

No 

20 

Yes 

12 

27 

0 

15 

F 

30 

No 

17 

Yes 

2 

6>A 

0 

14 

F 

31 

No 

13 

No 

2 

3 

14 

1 To  close  cyst  or  render  free  of  infection  so  that  morrhuate  could  be  started. 

2 Draining  or  nondraining  sinus,  infection,  or  abscess. 

2 Intracystal  injection  not  done,  as  small  open  sinus  permitted  sclerotic  to  leak  out. 

4 Patient  had  5 weekly  pericystic  injections,  2 fortnightly  intracystic  injections. 

6 Patient  had  4 weekly  pericystic  injections  and  4 fortnightly  intracystic  injections. 

6 Acute  abscess. 

7 There  are  several  additional  cases  which  have  not  been  followed  sufficiently  long  to  report,  but  they  are  progressing  much 
as  are  the  above. 


up  of  these  individuals  impossible.  However, 
all  of  those  treated  continued  their  usual  activi- 
ties. One  was  not  at  all  certain  that  these  were 
cures  since,  as  stated  above,  they  were  not 
observed  for  sufficiently  long  periods. 

Since  my  return  to  civilian  practice,  the  same 
methods  have  been  used,  and  follow-up  studies 
have  been  possible.  The  patients  reported  in 
this  paper  were  all  treated  in  my  office  and  have 
been  seen  personally  (Table  1). 

The  method  described  rendered  patients 
asymptomatic  but,  as  might  have  been  antici- 
pated, was  rarely  a cure,  since  evidence  of  con- 
tinuing disease  reappeared  in  12  of  15  cases. 
Patients  were  not  disabled  by  these  recurrences, 
however.  In  one,  the  sinuses  reappeared  and 
were  objectionable  because  of  the  odor  of  the 
discharge.  This  was  successfully  re-treated  by 
the  original  method. 

In  all  cases  after  treatment  the  sinuses  closed 
for  a while,  but  evidence  of  the  continued  pres- 
ence of  the  cyst  was  noted  by  the  thin  appearance 
of  the  skin  over  the  cystic  area  or  by  subsequent 
infection  or  opening  of  the  sinus. 

Consequently,  an  effort  was  made  to  obliterate 
the  cyst  as  soon  as  the  sinuses  closed,  following 
the  tyrothrycin  therapy,  by  the  introduction  of 
5 per  cent  sodium  morrhuate  into  the  cyst.  The 
27-gauge  1-inch  needle  was  never  introduced 
into  the  cyst  through  the  midline  but  rather 
through  the  skin  about  1/2  inch  lateral  to  the  cyst 
margin.  Enough  morrhuate  was  injected  to 
distend  the  cyst.  When  the  needle  was  intro- 
duced in  the  midline,  the  newly  healed  tissues 
always  lacked  sufficient  elasticity  to  close  the 
needle  hole,  and  the  morrhuate  solution  leaked 
out  and  the  sinus  recurred.  A procaine  wheal 
raised  at  the  site  of  the  introduction  of  the  needle 
renders  this  procedure  painless.  Patients  were 


instructed  to  return  at  fortnightly  intervals, 
and  injection  was  carried  out  repeatedly  until 
the  cyst  was  a firm  scar.  This  required  from 
one  to  12  injections. 

In  some  cases  the  cyst  never  closed  without 
sinus  formation  even  after  the  tyrothrycin  dress- 
ings were  applied  (four  of  15  cases).  In  these 
individuals  instillation  of  the  morrhuate  solution 
always  failed,  since  it  ran  out  of  the  sinuses.  In 
these  cases  the  morrhuate  was  introduced  again 
from  the  side,  but  the  scarified  area  was  at  the 
base  of  the  cyst  (in  the  healthy  tissue).  In  two 
cases  repeated  injections,  at  weekly  intervals, 
of  V 2 to  1 cc.  of  2.5  per  cent  solution  built  up  a 
scar  which  gradually  obliterated  the  cyst  from  the 
bottom.  In  the  course  of  this  treatment  two  of 
the  sinuses  closed  so  that  again  the  cyst  itself 
could  be  distended  with  5 per  cent  solution  as 
described.  These  then  healed  promptly.  The 
remaining  two  cases  have  healed  as  well  but  took 
considerably  longer  (18  to  24  injections). 

All  of  these  cases  have  now  been  followed  a 
minimum  of  one  year,  and  they  have  remained 
cured  thus  far;  by  cured  I mean  there  is  no  sinus 
and  no  evidence  of  cyst.  There  is  scar  tissue. 
The  patients  are  highly  pleased,  particularly 
those  who  had  undergone  previous  surgery. 
They  have  been  instructed  that  the  cysts  may 
break  down  and  require  further  treatment,  but 
they  do  not  seem  discouraged  since  they  will 
not  need  an  operation. 

This  series  is  small,  but  it  suggests  that  pilonidal 
disease  may  be  treated  conservatively  with  anti- 
biotics during  the  acute  phase  and  with  oblitera- 
tion of  the  cyst  by  sclerotics  after  the  infection 
has  subsided. 
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PAPAVERINE  IN  EPILEPSY 


Henry  I.  Russek,  M.D.,  F.A.C.P.,  and  Burton  L.  Zohman,  M.D.,  Staten  Island,  and 
Brooklyn,  New  York 

( From  the  Cardiovascular  Research  Division,  U.S.  Marine  Hospital,  Staten  Island) 


THE  HYPOTHESIS  that  the  epileptic  attack 
is  due  to  cerebral  vascular  spasm  has  been 
generally  abandoned  within  recent  years. 
Nevertheless,  experimental  support  for  a vascular 
basis  in  epilepsy  is  offered  by  the  observation 
that  at  the  onset  of  a “fit”  there  is  intense  pallor 
of  the  cortex  of  the  exposed  brain.1  That  in- 
terruption in  the  blood  supply  to  the  brain  may 
be  one  significant  factor  in  the  precipitation  of 
seizures  is  further  suggested  by  the  occurrence  of 
convulsions  in  animals  following  occlusion  of  the 
circulation  to  the  head.  The  clinical  observation 
that  amyl  nitrite  may  abort  a seizure  if  admin- 
istered early  during  a long  aura  is  also  in  accord 
with  the  view  that  cerebral  vasoconstriction  is 
causally  related  to  the  epileptic  attack.2  Theo- 
retically, therefore,  the  administration  of  a 
vasodilating  drug  capable  of  prolonged  effect 
may  have  prophylactic  value  in  the  treatment  of 
this  disease. 

Earlier  experience  with  papaverine  in  the 
management  of  “hypertensive”  encephalopathy, 
a syndrome  also  considered  to  be  dependent  upon 
cerebral  vascular  spasm,  led  the  authors  to  a con- 
sideration of  this  drug  for  epilepsy.3  In  the 
previous  study,  moreover,  this  disease  was  not 
definitely  excluded  in  a few  of  the  cases  which 
showed  striking  response  to  treatment.  It 
seemed  desirable,  therefore,  to  observe  the  action 
of  papaverine  on  patients  in  whom  the  diagnosis 
of  epilepsy  had  been  clearly  established.  That 
this  drug  might  have  prophylactic  value  in  the 
control  of  grand  mal  seizures  was  further  sug- 
gested by  its  reported  effectiveness,  administered 
intravenously,  in  successfully  terminating  status 
epilepticus.4 

In  the  cases  herein  reported,  papaverine  hy- 
drochloride was  administered  orally  in  large 
doses  to  two  patients  who  had  failed  to  respond 
satisfactorily  to  the  usual  measures  employed 
in  the  treatment  of  this  disease. 

Case  Reports 

Case  1. — J.  K.,  a six-year-old  white  boy  with  a 
history  of  convulsions  at  six  weeks  of  age,  sustained  a 
head  injury  followed  by  a generalized  convulsive 
seizure  at  the  age  of  three  years.  One  year  later  he 
suffered  a third  generalized  convulsion  and  was  hos- 
pitalized at  the  Neurological  Institute. 

Examination  was  essentially  negative.  X-ray  of 
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the  skull  did  not  reveal  evidence  of  fracture  or  in- 
creased intracranial  pressure.  Psychometric  ex- 
amination disclosed  an  intelligence  quotient  of  111. 
Pneumoencephalogram  was  not  performed.  The 
electroencephalogram  was  grossly  abnormal.  A 
diagnosis  of  idiopathic  grand  mal  was  made.  Pa- 
tient was  placed  on  dilantin  and  phenobarbital,  y2 
grain  each  three  times  a day,  upon  discharge  from 
the  hospital. 

During  the  ensuing  twenty-one  months  the  seiz- 
ures gradually  increased  in  frequency  and  severity, 
in  spite  of  appreciable  increase  in  the  dosage  of  these 
drugs.  On  examination  in  March,  1948,  the  convul- 
sive seizures  were  recurring  approximately  two  to 
three  times  a month.  Each  episode  was  preceded 
by  an  aura  of  “black  spots”  in  front  of  the  eyes. 
Three  of  the  seizures  were  followed  by  a temporary 
left  hemiparesis  which  persisted  for  several  hours. 
Dilantin  was  discontinued  at  this  time,  and  papav- 
erine hydrochloride  was  substituted  in  the  dosage 
of  2 grains  four  times  a day.  No  recurrence  of  seiz- 
ures has  developed  on  this  regime  during  a period 
of  six  months,  although  on  a dozen  or  more  occa- 
sions the  patient  has  had  the  usual  aura  without 
subsequent  onset  of  convulsive  attacks. 

Case  2. — A.  L.,  a thirty-two-year-old  white  man, 
gave  a history  of  recurring  “fits”  since  the  age  of 
six  years.  The  attacks  were  generally  preceded  by 
visual  aura  when  the  patient  was  awake.  Most 
episodes,  however,  occurred  during  sleep.  The 
attack  was  characterized  by  a generalized  convul- 
sive seizure  during  which  there  was  biting  of  the 
tongue  and  incontinence  of  urine  and  feces.  Within 
recent  years  the  episodes  had  increased  in  frequency 
so  that  in  May,  1947,  they  were  recurring  two  or 
three  times  a week. 

On  physical  examination  the  patient  responded  to 
questions  in  a slow  deliberate  monotone.  There  was 
a set,  masklike  facies.  Skin  showed  dermato- 
graphia.  Neurologic  examination  revealed  increased 
superficial  and  deep  reflexes.  There  was  a slight 
intention  tremor.  There  was  no  evidence  of  in- 
creased intracranial  pressure.  Kahn  test  for  syphilis 
was  negative.  Electroencephalogram  was  inter- 
preted as  indicative  of  grand  mal. 

Patient  was  given  V2  grain  of  phenobarbital  and 
one  and  one-half  grains  of  dilantin  four  times  a 
day  for  a period  of  six  months.  On  this  therapy 
there  appeared  to  be  only  slight  improvement. 
In  November,  1947,  dilantin  was  discontinued  and 
three  grains  of  papaverine  were  administered  with 
the  previous  dosage  of  phenobarbital  four  times  a 
day. 

Two  attacks  developed  during  the  ensuing  month. 
Papaverine  was  then  increased  to  4Vi  grains  four 
times  a day.  No  attack  has  occurred  during  a 
period  of  eight  months  on  this  therapy.  Substitu- 
tion of  placebo  medication,  however,  for  a period  of 
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one  week,  resulted  in  the  development  of  two  epi- 
sodes. 

Discussion 

Most  authorities  no  longer  accept  the  view 
that  cerebral  angiospasm  may  be  a link  in  the 
chain  of  reactions  which  terminate  in  the  epileptic 
attack.  They  point  out  that  “the  cerebral 
arteries  are  feebly  contractile  vessels  showing 
little  or  no  reaction  to  vasoconstrictor  agents.”5 
It  cannot  be  denied,  moreover,  that  only  slight 
constriction  has  been  evoked  by  such  measures 
as  stimulation  of  the  cervical  sympathetic  fibers 
and  direct  application  of  epinephrine  to  the 
cerebral  vessels.  On  the  other  hand,  physiol- 
ogists have  long  maintained  that  the  cerebral 
arteries  respond  paradoxically  to  sympathetic 
nerve  stimulation  by  dilatation,  a mechanism 
designed  to  maintain  blood  flow  during  states 
of  shock  or  flight.  A more  recent  view,  however, 
is  that  these  vessels  are  maintained  in  a state  of 
tonic  dilatation  by  humoral  vasodilators.6  Thus, 
in  either  case,  failure  of  the  cerebral  vessels  to 
respond  to  sympathomimetic  agents  must  not 
be  construed  as  evidence  that  these  arteries  are 
incapable  of  undergoing  spasm.  Intense  con- 
striction of  the  pial  arteries  has  actually  been 
observed  in  animals  following  both  electrical 
and  mechanical  stimulation.5  Indeed,  the  most 
direct  support  for  a vascular  basis  in  epilepsy 
has  been  the  observation  of  marked  spasm  of  the 
arteries  of  the  exposed  cortex  following  an 
epileptic  attack  induced  by  electrical  stimula- 
tion.1 To  the  argument  that  the  weak  media  of 
cerebral  vessels  cannot  sustain  appreciable  con- 
striction may  be  opposed  the  fact  that  the  retinal 
arteries,  whose  structure  is  similar,  can  frequently 
be  seen  to  do  so.7 

Two  cases  of  epilepsy  have  been  presented  in 
which  cessation  of  attacks  appeared  to  be  directly 
related  to  the  administration  of  large  oral  doses 
of  papaverine  several  times  a day.  These 
observations  are  being  reported  in  the  hope  that 
they  will  stimulate  further  investigation.  Possi- 
ble benefit  from  this  drug  may  also  be  anticipated 
in  the  vasoconstrictor  phase  of  migraine  in  which 
phenomena  of  an  epileptic  order  have  been 
observed.8  It  cannot  be  emphasized  too  strongly 
that  dosage  as  high  as  15  or  18  grains  per  day 
may  be  necessary  for  therapeutic  response. 

The  possibility  exists  that  epilepsy  may  be 
closely  related  in  pathogenesis  to  the  syndrome 
of  vascular  encephalopathy  from  which  it  may 
be  clinically  indistinguishable.  Conversely,  it 
has  .been  suggested  that  hypertensive  encephal- 


opathy may,  in  reality,  be  based  on  constitutional 
dysrhythmia  of  the  electrical  brain  waves  just 
as  in  epilepsy.7  In  the  former  condition  the 
rise  in  arterial  pressure  has  been  regarded  as  the 
trigger  mechanism  to  initiate  the  attack.  Thus 
it  has  been  postulated  that  the  difference  be- 
tween the  seizures  in  these  conditions  “might 
be  due  simply  to  the  hypertensive  substrate  on 
which  the  seizure  plays.”  On  the  other  hand, 
similar  cerebral  episodes  may  occur  in  the  absence 
of  hypertension,  as,  for  example,  in  cerebral 
arteriosclerosis,  acute  glomerulonephritis,  and 
lead  poisoning.3  Obviously,  then,  other  trigger 
mechanisms  must  exist  besides  the  hypertensive 
one.  Further  clinical,  experimental,  and  elec- 
troencephalographic  investigations  may  reveal 
that  the  seizures  and  electrical  brain  wave  altera- 
tions in  these  varied  conditions  have  a common 
vascular  basis,  namely,  cerebral  angiospasm. 
The  apparent  response  of  epilepsy  and  vascular 
encephalopathy  to  large  doses  of  papaverine 
tends  to  support  this  hypothesis. 

Summary 

Evidence  exists  to  support  the  view  that  cere- 
bral vascular  spasm  precedes  the  epileptic 
attack.  Favorable  response  to  papaverine  in 
the  treatment  of  cerebral  angiospasm  associated 
with  hypertensive  disease  suggested  the  use  of 
this  drug  for  epilepsy.  Two  cases  are  presented 
in  which  large  oral  doses  of  papaverine  prevented 
grand  mal  seizures  which  previously  had  failed 
to  respond  to  the  usual  measures  employed  in  the 
treatment  of  this  disease.  Further  studies  are 
indicated  to  evaluate  this  therapy  for  epilepsy 
and  for  the  vasoconstrictor  phase  of  migraine. 
Dosage  as  high  as  15  to  18  grains  per  day  may  be 
essential  to  a satisfactory  response.  Epilepsy 
and  vascular  (“hypertensive”)  encephalopathy 
may  differ  only  in  the  manner  in  which  under- 
lying cerebral  vascular  spasm  is  initiated. 


References 

1.  Penfield,  W.:  A.  Research  Nerv.  & Ment.  Dis.,  Proc. 
18:  605  (1938). 

2.  Beckman,  H.:  Treatment  in  General  Practice,  Phila- 
delphia and  London,  W.  B.  Saunders  Co.,  1942. 

3.  Russek,  H.  I.,  and  Zohman,  B.  L.:  J.A.M.A.  136: 

930  (Apr.  3)  1948. 

4.  Wirth,  L.:  Dis.  Nerv.  System  8:  387  (Dec.)  1947. 

5.  Pickering,  G.  W.:  J.A.M.A.  137:  423  (May  29)  1948. 

6.  Best.  C.  H.,  and  Taylor,  N.  B.:  Physiological  Basis 

of  Medical  Practice,  4th  ed.,  Baltimore,  Williams  & Wilkin? 
Co..  1945. 

7.  Page,  I.  H.,  and  Corcoran,  A.  C.:  Arterial  Hyperten- 
sion, 1st  ed.,  Chicago,  The  Year  Book  Publishers,  1945. 

8.  Moore,  M.  T.:  Personal  communication. 


THE  ADDITION  OF  NIACIN  TO  PROCAINE  HYDROCHLORIDE  FOR 
INTRAVENOUS  ADMINISTRATION 

Preliminary  Report 

David  J.  Graubard,  M.D.,  Eugene  Neuwirth,  M.D.,  and  Joseph  Kovacs,  M.D., 

New  York  City 


CLINICAL  investigation  of  the  intravenous 
administration  of  procaine  hydrochloride 
i has  indicated  that  the  results  achieved  by  this 
| method  are  based  on  the  diminution  of  vaso- 
spasm and,  as  a corollary,  the  relief  of  pain.1-3 
Since  it  has  been  demonstrated  that  niacin  or 
nicotinic  acid  has  a vasodilating  effect,  especially 
upon  the  capillary  bed,  investigation  of  the  com- 
bined simultaneous  administration  intravenously 
of  procaine  hydrochloride  and  niacin  was  under- 
taken at  the  suggestion  of  one  of  us  (E.  N.).4-9* 
This  report  is  based  on  the  combined  use  of 
these  drugs  in  47  cases  with  a total  of  142  in- 
fusions. An  additional  22  patients  who  were 
given  43  infusions  of  niacin-procaine  hydro- 
chloride are  not  included  in  this  series  because 
they  represent  our  early  investigation,  prior  to 
standardization  of  dosage. 

Dosage 

Although  the  oral  dose  of  niacin  may  be  as 
high  as  300  to  500  mg.  daily,  the  average  paren- 
teral dose  has  varied  from  40  to  80  mg.  How- 
ever, Kurtz  et  al.  advocated  an  initial  intravenous 
infusion  of  200  cc.  of  0.05  per  cent  solution  or 
100  mg.  of  niacin.9  As  the  effects  decreased  or 
tolerance  developed,  the  strength  of  concentra- 
tion was  increased  to  0.1  per  cent.  A slow  drip 
given  over  a period  of  one  to  three  hours  was 
required. 

The  strength  of  niacin  used  in  this  investiga- 
tion was  0.03  per  cent  (300  mg.  niacin  dissolved 
in  1,000  cc.  of  isotonic  saline  solution).  To  the 
niacin  solution  thus  prepared,  1 Gm.  of  procaine 
hydrochloride  and  1 Gm.  of  vitamin  C (sodium 
ascorbate)  was  added.  Each  cubic  centimeter 
of  solution  then  contained  0.3  mg.  of  niacin,  1 
mg.  of  procaine,  and  1 mg.  of  vitamin  C.  The 
prepared  solution  was  administered  over  a period 
of  twenty  minutes  by  means  of  a “Flowrator” 
incorporated  into  an  intravenous  infusion  setup. 
The  “procaine  unit”  was  used  to  calculate  the 
amount  of  procaine  hydrochloride  to  be  admin- 
istered; for  example,  a 70-Kg.  man  would 
receive  280  mg.  of  procaine  and  vitamin  C and 
84  mg.  of  niacin  dissolved  in  280  cc.  of  isotonic 
saline  in  twenty  minutes.1 


Clinical  Data 

All  patients  developed  flushing  and  a sensation 
of  increased  warmth  which  began  in  the  face 
and  descended  down  the  chest,  trunk,  and  ex- 
tremities. No  adverse  reactions  during  the 
course  of  the  infusion  could  be  detected,  and 
only  one  patient  complained  of  nausea  three 
hours  after  the  infusion.  Repetition  of  the 
infusion  in  this  case  produced  the  same  complaint, 
although  subsequent  infusions  with  only  pro- 
caine hydrochloride  had  no  similar  disturbing 
side-effects. 

The  types  of  cases,  number  of  patients,  and 
number  of  infusions  given  in  each  category  are 
listed  in  Table  1. 


TABLE  1. — Clinical  Data 


Classification 

Number 
of  Cases 

Number 
of  Infusions 

Traumatic 

14 

19 

Herniated  intervertebral  disk 

1 

2 

Fracture 

5 

6 

Arthralgia 

4 

5 

Causalgia 

1 

1 

Myofascitis 

3 

5 

Degenerative  Diseases 

18 

48 

Osteoarthritis 

18 

48 

Inflammatory 

7 

37 

Rheumatoid  arthritis 

5 

34 

Neuri  tides 

1 

2 

Peripheral  vascular  disease 

1 

1 

Miscellaneous 

8 

38 

Paralysis  agitans 

4 

20 

Congenital  spastics 

4 

18 

Total 

47 

142 

Traumatic. — The  analgetic  effect  of  niacin- 
procaine  hydrochloride  administered  intraven- 
ously was  little  or  no  different  from  that  obtained 
by  the  use  of  procaine  alone,  namely,  relief  of 
pain.2 

One  case  of  fracture  not  included  in  this  series 
was  given  niacin  alone.  An  interesting  phenom- 
enon was  noted.  The  niacin  flush  distal  to  the 
site  of  fracture  was  much  less  than  the  flush 
noted  on  the  opposite  extremity,  indicative  of 
vasospasm.  When  procaine  hydrochloride  was 
administered,  the  flush  increased  in  intensity. 

Inflammatory  and  Degenerative  Diseases. — 
The  arthritides  seemed  to  benefit  more  by  the 
combined  therapy  as  evinced  by  greater  relief 
of  pain,  increased  mobility,  and  an  improved 
sense  of  well-being. 

Miscellaneous. — In  this  group,  the  case  of 
paralysis  agitans  showed  greater  relaxation  from 


* Niacin  used  was  the  product  "Nicamin"  generously 
donated  by  the  Abbott  Laboratories. 


1317 


1318 


GRAUBARD,  NEVWIRTH,  AND  KOVACS 


[N.  Y.  State  J.  M. 


HC 


/ 


Procaine 

nh2 

a 


CH 


HC  CH 

^C02^ — C 


C2H6 


h4n/  2 

\CjH 


Niacin 


Diethylaminoethanol 


H 

/\ 

HC  CCOOH  o — C — 0 — CjH4N<^C:^6 

HC  CH  C2Hs 

Fig.  1.  Comparison  of  chemical  structures  of 
procaine,  niacin,  and  diethylaminoethanol. 

niacin-procain  hydrochloride  than  from  procaine 
alone.  The  congenital  spastics,  however,  found 
little  or  no  difference. 


Discussion 

The  site  of  vasodilator  effect  of  niacin  has  been 
a matter  of  controversy,  but  there  is  uniformity 
of  opinion  that  the  capillary  is  primarily  involved. 
Observation  in  the  one  case  of  fracture  suggests 
that  the  action  of  niacin  is  depressed  in  the 
presence  of  arterial  spasm.  Smith  et  al.  has 
demonstrated  that  in  acute  poliomyelitis  vaso- 
spasm is  a predominant  factor.  He  has  found 
that  when  these  cases  are  given  niacin,  little  or 
no  change  is  found  in  the  affected  extremities 
as  compared  to  apparently  normal  extremities.11 


Comparison  of  niacin  and  procaine  structurally 
suggested  that  a combination  of  niacin  and 
diethylaminoethanol  might  prove  beneficial  (Fig. 
1) . Five-tenths  gram  of  niacin  and  diethylamino- 
ethanol each  were  added  to  1,000  cc.  of  isotonic 
saline.  Six  patients  given  this  solution  showed 
no  effect  except  for  flushing.  Analgesia  was  not 
found.12 


Conclusion 

1.  Niacin  in  combination  with  procaine 
hydrochloride  may  be  administered  intraven- 
ously. 

2.  In  the  arthri tides  there  is  a suggestion  of 
increased  benefit.  Further  observations  are 
warranted. 

3.  The  use  of  niacin  and  procaine  hydro- 
chloride in  the  diagnosis  of  vasospasm  is  worthy 
of  further  clinical  investigation. 
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TIME  WAS— 

In  looking  through  some  old  Albany  newspapers 
of  the  year  1798  I ran  across  this  advertisement  em- 
blazoned on  the  front  page  with  the  doctor’s  name  in 
Capitals  at  the  top. 

DOCTOR  ROBINSON 
Lately  from  the  Spanish  dominions  who  has 
travelled  through  most  parts  of  Europe  and  All 
the  West  Indies,  has  rented  part  of  Mr.  Henry 
Henderson’s  house  in  Pine  Street,  three  doors 
above  the  Roman  chapel. 

He  cures  the  Dropsy,  Palsy,  Flux  and  Disorders 
of  the  Eyes,  White  Swellings,  Ulcers,  Bums, 
Old  Sores  of  ever  so  long  standing,  Cancers, 
Worms,  Warts,  Kings  Evils,  bites  of  poisonous 


animals  and  insects,  Fever  and  Ague,  blind  and 
bleeding  Piles,  Gravel  and  Stone,  Jaundice  and 
Venereal  Diseases  of  ever  so  long  standing. 

Those  persons  who  are  afflicted  with  such  dis- 
orders and  please  to  apply  to  him  shall  have  every 
attention  paid  to  them  in  his  power.  Dr.  Robin- 
son flatters  himself  that  what  he  advertises  he  is 
capable  of  performing. 

He  has  pills  for  sale.  They  cure  pains  in  the 
Head,  Breast,  Cholic,  Nervous  Diseases,  restore 
lost  appetite  and  are  valuable  for  women  that  are 
pregnant. 

He  likewise  sets  Teeth. — Contributed  by  John 
Hall  Blackburn,  Albany,  New  York 


CARDIAC  NEUROSIS 

Robert  Seidenberg,  M.D.,  Syracuse,  New  York 

{From  the  Department  of  Psychiatry,  Syracuse  University  College  of  Medicine) 


THE  heart  as  an  organ  holds  a place  of  im- 
portance to  the  human  race  second  to  no 
other — perhaps,  because  it  is  the  only  organ 
which  so  easily  makes  its  presence  felt.  It 
pulsates,  has  rhythm,  and  changes  pace  in  re- 
action to  environmental  situations.  It  is  con- 
stantly active  and  is  often  regarded  as  something 
alive  within  our  own  body,  the  movements  of 
which  are  easily  detectable  by  the  person  in  which 
it  resides.  And  the  individual  soon  learns  that 
if  the  heart  does  not  live,  neither  does  he.  No 
other  organ  of  the  body  has  a comparable  posi- 
tion in  the  human  mind.  The  liver,  the  kidneys, 
equally  vital  organs,  make  themselves  felt  only 
in  severe  dysfunction. 

Our  language  reflects  the  importance  of  the 
heart  in  everyday  living.  We  speak  of  “the 
heart  of  the  matter.”  The  most  important  area 
is  referred  to  as  “the  heart  of  the  city.”  An 
acute  observer  is  said  to  have  his  hand  on  “the 
pulse  of  the  nation.” 

Likewise,  in  language  we  move  the  heart 
around  the  body  with  great  agility  according  to 
our  mood.  So,  “the  heart  is  in  the  mouth” 
when  we  are  fearful,  “in  our  boots”  when  de- 
pressed. We  are  light  hearted  or  heavy  hearted. 
To  show  sincerity,  it  comes  “from  the  heart.” 
It  is  needless  to  cite  the  examples  relating  the 
heart  to  love  and  romance.  A recent  popular 
ballad  becomes  very  psychiatric  in  its  words, 
“my  heart  will  lose  its  mind”  if  the  lover  becomes 
unkind. 

It  is,  therefore,  not  at  all  surprising  that  the 
heart  becomes  the  bank  of  choice  in  which  the 
neurotic  invests  his  emotional  energy.  And  it 
must  be  remembered  that  the  candidate  for  a 
neurotic  disorder  referable  to  the  heart  is  pri- 
marily a neurotic.  Therefore,  the  term  cardiac 
neurosis  is,  in  a large  sense,  a misnomer.  The 
neurosis  is  a disorder  of  the  personality,  not  the 
heart.  The  cardiac  neurotic  (using  the  term 
with  the  above  qualifications)  is  a large  problem 
in  the  practice  of  medicine.  Cardiologists  of 
prominence  tell  us  that  a great  share  of  their 
time  is  spent  in  telling  patients  that  there  is 
nothing  wrong  with  their  hearts. 

On  the  other  hand,  many  lay  the  blame  for  the 
neurosis  on  the  medical  profession.  Lewis 
speaks  of  iatrogenous  causes  of  cardiac  neurosis, 
i.e.,  inept  medical  examinations  and  careless 
suggestions  and  gestures  on  the  part  of  the 
physicians.1  Of  course,  the  inept  examination 
cannot  be  condoned  in  any  situation,  but  it  is 


not  entirely  fair  to  put  the  blame  on  the  already 
overblamed  medical  profession.  The  physician 
may  be  the  innocent  accomplice  who  left  the 
bell  of  the  stethoscope  on  the  precordium  a few 
seconds  too  long  or  unwittingly  mentioned  the 
murmur  which  no  one  should  worry  about.  Yet, 
a knowledge  of  the  personality  of  the  individual 
who  comes  with  heart  complaints  can  facilitate 
the  diagnosis  and  prevent  further  fixation  on  an 
already  overburdened  organ. 

The  personality  of  the  cardiac  neurotic  differs 
from  that  of  the  patient  with  organic  heart  disease 
as  studied  by  Dunbar.2  The  latter  group  will 
not  be  the  concern  of  this  paper.  Elucidation 
of  the  purely  emotional  disorders  will  be  dis- 
cussed. Study  of  personality  becomes  doubly 
important  in  differential  diagnosis,  since,  as 
found  by  Caughey,  functional  (emotional)  and 
organic  disorders  of  the  heart  have  similar 
symptomatology.3  The  cardiac  neurotic  usually 
exposed  to  cardiac  symptoms  in  the  family  learns 
well. 

It  becomes  apparent  to  the  practitioner  ex- 
posed to  this  problem  that  the  cardiac  neurotic’s 
interests  gradually  narrow  down  to  his  own  body, 
to  the  exclusion  of  almost  everything  else. 
If  we  may  speak  of  narcissism,  the  cardiac  neu- 
rotic in  self-love  is  surpassed  by  no  character  in 
Greek  mythology.  No  cardiac  or  vascular 
irregularity,  change  in  color,  pain,  or  discom- 
fort goes  unnoticed.  The  palpitation  against  the 
mattress  at  night  is  often  calamitous.  Nothing 
is  lifted  with  the  left  arm  for  fear  of  putting 
strain  on  the  heart.  The  patient  must  not  sleep 
of  his  left  side  for  fear  of  doing  damage.  Light 
household  tasks  must  be  delegated  to  other 
members  of  the  family  in  order  to  prevent  exer- 
tion. Noises  rrfust  be  eliminated  because  of 
their  excitatory  effect.  The  whole  life  of  the 
individual  and  the  household  surrounding  him 
must  be  regulated,  literally  to  the  beat  of  the 
heart.  The  phenomenon  of  what  the  author 
calls  the  cardiac  paradox  is  also  present.  That  is, 
events  and  circumstances  which  are  pleasureful 
(for  the  patient)  cause  no  discomfort,  whereas 
distasteful  or  boring  situations  never  fail  to  pro- 
duce deleterious  effects.  Other  paradoxic  situa- 
tions will  be  noted  in  the  following  case  presenta- 
tion. 

Case  Report 

The  writer  has  under  treatment  an  individual 
who  exemplifies  these  character  and  neurotic  traits. 
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He  is  a married,  twenty-nine-year-old  World  War 
II  veteran  (not  service-connected)  who  was  referred 
for  psychotherapy  because  of  pain  in  the  left 
chest,  palpitations,  and  shortness  of  breath  of  three 
years’  duration.  Repeated  extensive  cardiac  ex- 
aminations, including  electrocardiography,  revealed 
no  abnormality.  Reassurance  given  by  prominent 
physicians  gave  only  temporary  comfort.  The 
patient  was  convinced  that  he  had  a severe  heart 
disorder  which  would  shortly  lead  to  his  death. 

Psychiatric  examination  revealed  many  neuro- 
pathic traits  in  his  childhood  His  father,  an  alco- 
holic, served  as  a severe  disrupting  factor  in  the 
family.  In  spite  of  the  father’s  cruelty  to  the  wife 
and  children,  the  son  in  question  was  particularly 
close  to  the  father.  He  often  found  himself  in  the 
position  of  defending  the  father  against  the  mother 
and  other  children.  When  the  son  was  twenty-one, 
the  father  died  of  an  acute  heart  attack  just  one 
day  after  a physical  examination  which  gave  him  a 
clean  bill  of  health.  After  this  sudden  death,  the 
son  had  episodes  of  anxiety  but  not  of  an  incapacitat- 
ing nature.  That  year  he  was  drafted  into  the 
Army  and  made  a fair  adjustment. 

His  cardiac  symptomatology  came  after  a physi- 
cal examination  prior  to  possible  transfer  to  officer’s 
training  school.  During  the  examination,  the 
medical  officer  appeared  to  linger  on  the  cardiac 
area,  whispered  to  a colleague,  and  then  rejected  the 
candidate  for  O.C.S.  training.  It  was  at  this  point 
the  patient  first  suspected  that  it  must  be  heart 
trouble. 

The  patient  was  discharged  on  points  in  1945. 
By  this  time,  symptoms  were  becoming  well  estab- 
lished with  fear  of  impending  death.  He  made  the 
rounds  of  local  physicians  and,  as  mentioned  above, 
gained  only  temporary  relief  from  reassurance,  seem- 
ing somewhat  disappointed  and  apprehensive  with 
the  “clean  bill  of  health”  given  him.  Death  was 
most  certainly  imminent.  He  could  recall  the 
conditions  of  his  father’s  untimely  death.  Nightly, 
he  perused  the  medical  column  of  the  newspaper  as 
assiduously  as  he  read  the  obituary  column  wherein 
could  be  found  many  instances  of  cardiac  deaths  in 
young  people. 

As  he  presented  himself  for  psychiatric  treat- 
ment, the  cardiac  paradox  was  evident.  He 
would  do  no  lifting  on  his  job;  yet  he  would 
bowl  an  entire  evening  with  his  team,  averaging 
160,  with  no  ill-effects.  In  the  company  of  his 
friends,  he  suffered  no  symptoms;  in  tedious  or 
boring  conversation,  he  suffered  cardiac  pain.  He 
feared  that  he  might  die  young;  yet  when  attending 


BIRTHS  REMAIN  HIGH  IN  1948 
The  second  largest  number  of  births  in  the  history 
of  this  country  occurred  during  1948,  according  to 
the  National  Office  of  Vital  Statistics  of  the  Public 
Health  Service.  The  number  of  five  births  regis- 
tered during  1948  was  estimated  at  3,559,000  or 
only  about  4 per  cent  below  the  all-time  high  of 
3,699,940  for  1947.  Of  even  greater  significance 
are  the  figures  which  take  into  consideration  the 
unregistered  births.  The  total  number  of  births 
(registered  and  unregistered  combined)  was  esti- 
mated at  3,715,000  for  1948  and  3,876,000  for  1947. 


a funeral,  he  phantasized  his  wife  in  the  coffin. 
And  to  top  it  all,  instead  of  expressing  concern  about 
provision  for  his  family  after  his  certain  demise,  he 
instead  worried  how  he  would  manage  with  his  ill- 
ness if  his  wife  and  child  were  to  die! 

The  ramifications  and  corollaries  to  the  mecha- 
nism of  identification  with  the  father  who  died  of 
heart  disease  need  not  be  explained  here.  Suf- 
fice it  to  say  that  a neurotic  individual  became  a 
cardiac  neurotic  as  a result  of  an  unresolved  conflict. 
His  symptoms  are  not  those  of  conversion  hysteria 
but  are  more  in  the  nature  of  an  obsession  with  the 
concomitant  flowering  of  narcissism.  The  world  and 
the  people  in  it  (including  well-meaning  physicians) 
became  pawns  in  the  unquenchable  desire  to  succor 
the  body. 

Discussion 

A survey  of  the  personality  of  such  a patient 
will  help  the  practitioner  make'  a diagnosis 
without  extensive  physical  investigation  and  will 
likewise  be  of  great  aid  in  management.  Slight 
fluctuations  in  blood  pressure,  extrasystoles,  and 
the  grade  one  murmur  are  meat  for  the  neurotic. 
The  physician  often  feels  that  it  is  his  duty  to 
report  to  the  patient  each  such  change;  other- 
wise, his  acumen  might  be  questioned  when  the 
“abnormality”  is  dramatically  discovered  by  an- 
other physician.  This  reasoning  is,  of  course, 
fallacious.  By  so  doing,  the  overscrupulous 
physician  unwittingly  plays  into  the  hands  of  the 
neurotic,  for  now  he  has  given  the  patient  a 
thread  of  substantiation,  even  though  the 
physician  has  reassured  him  that  the  murmur  or 
extrasystole  “is  nothing  to  worry  about.” 

The  danger  of  further  introjection  of  psychic 
energy  into  the  soma  is  great.  In  these  cases, 
repeated  physical  treatment  and  examinations 
are  not  only  ineffectual  but  are  definitely  harmful. 
Psychotherapy,  although  not  curative  in  many 
cases,  may  enable  the  patient  to  gain  insight  into 
the  illness  of  his  personality  and  prevent  further 
regression. 
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Only  eight  years  earlier,  in  1940,  the  last  prewar 
year,  the  figure  was  little  more  than  2l/»  million 
(2,558,000). 

The  1948  estimated  birth  rate  of  24.4  per  1,000 
population  was  about  5 per  cent  below  the  final  rate 
of  25.8  for  1947,  but  exceeded  the  1946  rate  (23.3) 
by  almost  5 per  cent.  (These  rates  and  all  other 
figures  which  follow  are  based  on  registered  births.) 
In  New  York  State  there  were  323,250  live  births 
in  1947  as  compared  to  196,088  in  1940,  an  increase 
of  56.2  per  cent  per  1,000  population. 


A GASTROSTOMY  TECHNIC  ADAPTED  TO  THE  CONTRACTED 
STOMACH 

Samuel  Leo,  M.D.,  F.A.C.S.,  New  York  City 
( From  the  New  York  City  Cancer  Institute) 


THE  purpose  of  this  paper  is  to  present 
briefly  an  improved  method  of  tubovalvular 
gastrostomy  adapted  to  the  contracted  stomach. 
A more  comprehensive  report  will  be  made  at  a 
later  date. 

In  the  Gastro-Intestinal  Division  of  the 
Surgical  Service  of  the  New  York  City  Cancer 
Institute,  where  gastrostomies  are  frequently 
performed,  the  need  for  a more  satisfactory 
technic  has  been  recognized.  Patients  with 
carcinoma  of  the  esophagus  in  an  advanced  stage 
are  transferred  here  from  the  many  hospitals  of 
greater  New  York.  The  nutrition  of  these 
patients  is  extremely  poor,  and  in  some  of  them 
the  esophageal  lesion  has  progressed  to  the 
point  of  complete  obstruction.  The  problem  of 
feeding  these  patients  is  a serious  one,  especially 
where  the  limits  of  parenteral  feeding  have 
been  reached.  In  order  to  maintain  life,  an 
immediate  gastrostomy  becomes  imperative. 

At  operation,  we  find  a stomach  contracted  in 
all  its  axes,  particularly  in  the  transverse.  This 
narrowing  in  the  transverse  axis  compels  us  to 
abandon  procedures  such  as  Stamm,  Witzel, 
DePage,  Janeway,  and  modifications  thereof, 
which  utilized  only  the  anterior  surface  of  the 
stomach.  Because  the  diminished  surface  of  the 
anterior  gastric  wall  does  not  lend  itself  to  the 
performance  of  a satisfactory  gastrostomy,  the 
foregoing  methods  were  inadequate.  Methods 
employing  both  the  anterior  and  posterior  gastric 
walls,  such  as  Beck-Carrel  described  in  1905 
and  Jianu  described  in  1912,  were  likewise  in- 
adequate because  of  the  diminution  in  both  the 
transverse  and  longitudinal  axes. 

As  the  progress  which  resulted  in  the  present 
technic  of  esophagectomy  and  esophagogastros- 
tomy  was  made  in  the  various  clinics,  certain 
fundamental  facts  became  evident: 

1 . That  it  is  necessary  to  sever  the  attachments 
of  the  lesser  and  greater  curvatures  of  the  stomach 
from  its  ligaments  in  order  to  obtain  mobilization. 
With  the  division  of  these  ligaments,  the  cir- 
culation to  the  stomach  had  to  be  interrupted, 
thus  reducing  the  normal  blood  supply  to  the 
stomach. 

2.  That  when  the  inferior  thyroid  and  right 
gastric  arteries  are  preserved  in  this  type  of 
surgery,  other  vessels  to  the  esophagus  and 
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stomach  may  be  sacrificed  with  no  adverse  effect 
on  the  nutrition  of  these  two  organs. 

The  technic  described  below  has  been  clinically 
tested  and  represents  a procedure  having  as  its 
basis  the  knowledge  thus  acquired.  A segment 
of  the  greater  curvature  of  the  stomach  is  com- 
pletely liberated,  making  available  both  the 
anterior  and  posterior  walls  of  the  stomach  for  the 
creation  of  a plastic,  mucus-lined  tube.  When 
completed,  a “valve”  is  formed  which  prevents 
the  escape  of  gastric  contents  on  the  surface  of  the 
abdomen.  Thus,  the  following  objectives  are 
achieved:  (1)  the  prevention  of  local  tissue 

damage,  (2)  the  diminution  of  secondary  in- 
fection, and  (3)  the  conservation  of  fluid  and 
nutriment  so  vital  to  these  malnourished  pa- 
tients. 

Technic 

Through  a left  upper  midrectus  incision,  a 
segment  of  the  greater  curvature  is  liberated 
by  dividing  the  gastrocolic  ligament  between 
clamps  (Figs.  1,  2).  The  tissue  in  each  clamp 
is  suture  ligatured  with  number  0 plain  catgut. 


Fig.  2.  Site  of  detaching  omentum  from  stomach. 
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Fig.  3.  Greater  curvature  separated  from  the 
omentum — L-shaped  incision  into  both  walls. 


Fig.  4.  Opening  into  stomach  at  greater  curvature 
with  catheter  inserted  and  flap  turned  down. 


The  length  of  the  greater  curvature  so  liberated 
should  be  6.5  cm.  or  greater,  depending  on  the 
desired  length  of  the  gastric  tube  to  be  created. 
This  length  will  vary  with  the  thickness  of  the 
abdominal  wall  through  which  the  tube  is  to  pass. 
Attention  is  here  directed  to  the  necessity  of  iden- 
tifying and  preserving  the  middle  colic  artery. 

The  stomach  is  then  delivered.  An  incision  is 
made  in  the  transverse  axis  from  the  proximal 
end  of  the  liberated  greater  curvature,  cutting 
through  both  the  anterior  and  posterior  walls, 
a distance  of  2.5  cm.  The  incision  is  further 
extended  at  right  angles  distally  in  the  longitudi- 
nal axis,  through  the  anterior  and  posterior  walls 
of  the  stomach  to  the  level  of  the  distal  limit  of 
the  liberated  greater  curvature.  When  com- 
plete, the  incision  on  the  anterior  gastric  surface 
will  resemble  an  inverted  “L”  (Fig.  3).  At  this 
stage,  the  portion  of  the  stomach  to  be  used  for 
the  construction  of  the  tube  measures  5 cm.  in 
its  transverse  axis,  of  which  2.5  cm.  represents 
the  anterior  surface  and  2.5  cm.  the  posterior 
surface.  The  long  axis  measures  6.5  cm.  The 
distally  placed  base  is  the  only  attachment  to  the 
body  of  the  stomach. 

Hemostasis  is  obtained  by  carefully  ligating 
the  vessels  in  the  gastric  wall  with  fine  plain 
catgut.  The  stomach  is  emptied  of  its  contents 
by  suction  and  sponge  swabs.  No  intestinal 
clamps  are  used. 

The  mucosa  is  approximated,  starting  at  the 
midpoint  of  the  proximal  end,  with  a continuous 


Fig.  5.  Closure  of  opening  in  stomach  and  flap  to 
form  mucosal-lined  tube. 


atraumatic  catgut  suture,  locking  every  other 
stitch  until  the  base  of  the  flap  is  reached.  The 
suture  is  then  continued  in  the  same  direction, 
approximating  the  sides  of  the  flap,  thus  forming 
a tube  into  the  opening  of  which  a number  18 
French  catheter  may  be  readily  inserted  (Figs. 
4,  5).  In  a similar  fashion,  the  serosa  is  approxi- 
mated with  a continuous  linen  suture,  locking 
every  other  stitch  (Fig.  6).  The  catheter  is  now 
inserted  through  the  tube  into  the  stomach. 

The  freed  gastrocolic  ligament  is  reattached 
to  the  newly  formed  greater  curvature  with 
interrupted  plain  number  0 catgut. 

The  gastric  tube  is  now  brought  to  the  upper 
angle  of  the  incision  and  is  fixed  by  suturing  the 
parietal  peritoneum  to  the  gastric  serosa  ad- 
jacent to  the  base  of  the  newly  created  tube. 
Interrupted  atraumatic  chromic  catgut  sutures 
are  used. 

The  peritoneum  is  closed  with  interrupted 
number  0 chromic  catgut,  the  muscle  with 
number  0 plain  catgut,  and  the  skin  with  number 

00  silk.  The  protruding  gastric  tube,  measuring 

1 cm.,  is  protected  with  vaseline  gauze.  The 
wound  is  dressed  with  dry  gauze. 

Tables  1 and  2 show  the  postoperative  dietary 
routine. 

Comment 

With  this  procedure  complete,  we  have  created 
a plastic,  mucus-lined  tube  to  which  both  the 
anterior  and  posterior  surfaces  of  the  stomach 


OPEWltfG  AT  GREATER 

Curvature  closed 


CATHETER 


MUCOSAL- LIMED  TUBE  MADE 
FROM  ANTERIOR  AMD 

Posterior  walls 


Fig. 


6.  Closure  completed  with  serosal  suture 
with  catheter  in  tube  and  stomach. 
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TABLE  1. — Postoperative  Dietary  Routine* 


First  day 

500  cc.  whole  blood  transfusion 

1,000  cc.  parenamine  infusion 

1.000  cc.  5%  glucose  in  saline — infusion 
500  cc.  glucose  in  distilled  water — infusion 

Second  day 

Same  as  first  day.  Omit  blood 
Third  day 

1,500  cc.  5%  glucose  in  saline — infusion 

1.000  cc.  albumin  water — tube  feeding 
Vitamins — same  as  first  day 

Fourth  day 

Dilute  orange  juice — 1 part  in  5 parts  water — total  500  cc. 

1.000  cc.  albumin  water 
250  cc.  beer 

Milk — 1 part  water  to  5 parts  milk — total  1,500  cc. 
Vitamins — same  as  first  day 
Fifth  day 

Orange  juice — see  above 
Beer — 500  cc. 

Milk — in  form  of  eggnog — 250  cc. 

Albumin  water— 1,000  cc. 

Vitamins — same  as  first  day 
Sixth  day 

>/»  of  formula  (see  Table  2) 

1,500  cc.  albumin  water 
500  cc.  beer 

Vitamins — same  as  first  day 
Seventh  day 

V*  of  formula  (see  Table  2) 

500  cc.  beer — divided  into  noon  and  evening  feedings 
Vitamins — same  as  first  day 
Eighth  day 

V s of  formula  (see  Table  2) 

500  cc.  beer — divided  into  noon  and  evening  feedings 
Vitamins — same  as  first  day 
Ninth  day 

Full  formula — divided  into  3 feedings  (morning,  noon,  and 
evening) — given  by  drip  method  through  tube 
Beer — 500  cc. — divided  into  noon  and  evening  feedings 
Vitamins — same  as  first  day. 

Adjuncts  to  diet** 

Vitamin  B nicotinic  acid — 25  mg. 

Riboflavin — 5 mg. 

Thiamin  chloride — 15  mg. 

Vitamin  C — 100  mg. 


* Formulated  with  the  cooperation  of  Miss  Julia  Coluzzi, 
dietitian,  New  York  City  Cancer  Institute. 

**  Vitamins  administered  parentally  until  tube  alimenta- 
tion is  completely  established  on  the  ninth  day. 


have  contributed.  This  tube  protrudes  1 cm. 
beyond  the  surface  of  the  abdominal  incision. 
The  previously  intubated  catheter  may  be  dis- 
pensed with  at  the  end  of  about  ten  days.  The 
gravity  method  of  feeding  is  then  continued  by 
direct  introduction  of  the  food  into  the  gastric 
tube. 

The  physiologic  advantages  of  this  operation 
are  (1)  an  undisturbed  gastrointestinal  con- 
tinuity, (2)  a tube  in  a position  suggesting  the 
side  arm  of  a Chapman  Water  Pump,  and  (3) 
an  intestinal  peristaltic  gradient  which  tends  to 
create  a negative  pressure  in  the  tube.  Hence, 
any  fluid  reposing  in  or  introduced  into  this  newly 
created  tube  would  be  drawn  into  the  stomach  by 
suction. 


Summary 

The  need  for  a tubovalvular  gastrostomy 
adapted  to  the  contracted  stomach  has  long  been 
felt.  As  has  been  noted,  existing  methods  to 
date  have  not  been  suitable.  With  the  advances 
made  in  esophageal  and  gastric  surgery,  we  have 
learned  that  liberation  of  the  greater  curvature 
of  the  stomach  from  the  gastrocolic  ligament  and 
its  blood  supply  was  feasible  and  safe.  This 
fact  served  as  the  basis  for  the  technic  described, 
which  resulted  in  the  formation  of  a mucus- 
lined  tube  with  the  following  advantages:  (1) 
prevention  of  leakage,  (2)  diminution  in  the 
incidence  of  infection,  and  (3)  conservation  of 
vital  fluids  and  nutriment. 


TABLE  2. — Formula  for  Gastrostomy  and  Jejunostomy  Feedings 


Food 

Amount 

CHO 

Protein 

Fat 

Calories 

Orange  juice 

23/«  cups 

60.5 

3 

254 

Sugar 

*A  cup  plus  1 tbsp. 

120 

480 

Eggnog 

Cream  32% 

150  Gm. 

6 

3 

48 

468 

Eggs 

2 only 

■ • . 

12 

12 

156 

Sugar 

1 tbsp. 

15 

60 

Essenamine 

2 tbsp. 

16 

64 

Milk 

2 cups 

23.6 

16.8 

18.8 

332 

Cream  32% 

150  Gm. 

6 

3 

48 

468 

Grape  juice 

1 cup 

44.4 

1 

182 

Cream  Soup 

Butter 

30  Gm. 

25.50 

229.5 

Pea  puree 

4 tbsp. 

34 

Flour 

2 tbsp. 

i4 

i.7 

56 

Cream  32% 

150  Gm. 

6 

3 

48 

468 

Essenamine 

4 tbsp. 

32 

128 

Cal-c-tose 

3 tbsp. 

123 

Beer 

204  Gm. 

4.4 

0.6 

48 

Lemon  juice 

V*  cup 

5 

1 

24 

Eggs 

2 only 

12 

12 

156 

Essenamine 

2 tbsp. 

16 

64 

Ginger  ale 

1-8  oz.  bottle 

24 

2.4 

106 

Gruel 

Oatmeal 

50  Gm. 

22 

4.6 

2.4 

128 

Cream  32% 

150  Gm. 

6 

3 

48 

468 

Milk 

Totals 

Carbohydrates 

Proteins 

Fats 

Calories 

2 cups 

281.5 

23.6 

16.8 

18.8  332 

Adjuncts  to  the  Diet 

Vitamin  B nicotinic  acid — 25  mg. 
Riboflavin — 5 mg. 

Thiamin  chloride — 15  mg. 
Vitamin  C — 100  mg. 

Case  Reports 


SUBEPICRANIAL  HYDROMA  (FALSE  MENINGOCELE) 


Nathaniel  H.  Solomon,  M.D.,  Forest  Hills,  New  York 


(From  the  Department  of  Pediatrics , Beth  Israel  Hospital) 


’”PHE  ESCAPE  of  cerebrospinal  fluid  through  the 
ear  or  nose  complicating  skull  fractures  is  fairly 
common,  and  its  significance  is  usually  recognized. 
Less  frequent  and  rarely  reported  is  the  accumula- 
tion of  cerebrospinal  fluid  beneath  the  scalp  apon- 
eurosis seeping  from  the  subarachnoid  space  through 
torn  meninges  and  fractured  skull. 

Since  the  first  report  by  Billroth,  there  have  been 
about  eighty  publications,  mostly  individual  case 
studies,  describing  this  condition.1'2  That  this 
phenomenon  may  not  be  so  rare  as  the  paucity  of 
literature  on  this  subject  seems  to  indicate  was  sug- 
gested by  Bozsan  and  Brennan  who  observed  29 
such  cases  in  a ten-year  period  at  two  New  York 
City  hospitals.2  They  believe  that  the  escape  of 
spinal  fluid  occurs  more  frequently  and  that  cases 
are  either  overlooked  or  are  erroneously  diagnosed  as 
“hematoma  of  the  scalp.” 

Most  of  the  cases  observed  heretofore  (and  the 
case  to  be  reported)  occurred  in  children  and  fol- 
lowed a blunt  injury  to  the  head.  Since  children 
are  usually  first  seen  by  the  family  physician  or 
pediatrician,  it  is  hoped  that  this  case  report  will 
lead  to  increased  recognition  and  proper  treatment 
of  this  condition. 

Case  Report 

N.  T.,  a two-and-one-half-year-old  girl,  fell  down  a 
flight  of  stairs  at  approximately  4 : 00  p.m.  on  De- 
cember 30,  1947.  Her  grandmother,  who  witnessed 
the  accident,  stated  that  the  child’s  head  struck  the 
side  of  a metal  chair  at  the  foot  of  the  stairs.  The 
child  appeared  pale  and  cried  loudly.  She  did  not 
lose  consciousness.  A local  physician,  who  ex- 
amined the  child  at  this  time,  told  the  parents  that 
the  injury  was  superficial  and  prescribed  bed  rest. 

Five  hours  after  the  injury  a temperature  of  104  F. 
was  noted.  The  next  morning  the  child  was  first 
seen  by  this  observer.  The  child  had  slept  quietly. 
There  were  no  convulsions,  delerium,  drowsiness,  or 
vomiting.  She  complained  of  pain  in  the  abdomen 
and  head.  Temperature  at  this  time  was  102  F. 

Past  history  was  as  follows:  At  one  year  of  age 
congenital  dislocation  of  hips  was  diagnosed,  and  the 
child  was  treated  for  the  following  year  by  means 
of  plaster  cast  and  braces.  The  child  also  had  fre- 
quent diarrheal  episodes  from  about  three  months  to 
about  eighteen  months  of  age. 

Physical  examination  revealed  an  acutely  ill  child 
with  flushed  face  and  good  color.  She  was  alert  and 
keenly  aware  of  her  environment.  No  twitchings  or 
tremors  were  noted.  Pharynx  and  tonsils  were 


injected.  Right  catarrhal  otitis  media  was  present. 
Lungs  were  clear.  Pulse  rate  was  100.  No  cardiac 
enlargement  or  murmurs  were  noted.  Abdomen 
was  slightly  distended;  no  masses,  tenderness,  or 
rigidity  were  noted.  There  was  no  dullness  on  per- 
cussion of  the  flanks.  Extremities  were  not  re- 
markable. 

Neurologic  examination  showed  the  pupils  to  be 
round,  equal,  and  reacting  well  to  light  and  accom- 
modation. Reflexes  were  equal  and  active  through- 
out. No  pathologic  reflexes  were  noted.  Over  the 
left  parietal  eminence  there  was  a soft,  fluctuant, 
somewhat  tender  swelling  about  3 inches  (7.5  cm.)  in 
diameter,  and  about  1 inch  (2.5  cm.)  in  depth. 
There  was  no  discoloration  of  the  scalp. 

Penicillin  in  oil  and  wax  (200,000  units  intra- 
muscularly) was  administered,  followed  by  oral 
penicillin,  50,000  units  every  four  hours.  Neo- 
synephrine  nose  drops,  V<  per  cent,  were  also  pre- 
scribed. In  the  following  three  days  the  child 
seemed  to  improve  on  this  regime.  The  temperature 
fluctuated  between  100  and  101  F.  The  abdominal 
and  head  pain  receded.  The  child  ate  well  and 
appeared  cheerful  and  bright. 

On  the  morning  of  January  3,  1948,  the  child 
developed  marked  swelling  of  the  left  upper  and 
lower  eyelids.  Examination  at  this  time  revealed 
that  the  previously  noted  scalp  swelling  now  ex- 
tended over  the  entire  left  side  of  the  scalp.  The  left 
side  of  the  forehead  was  enlarged  when  compared 
with  the  right  side.  The  eyeball  was  neither  in- 
jected nor  proptosed,  and  the  lid  swelling  was  con- 
tinuous with  the  aforementioned  scalp  swelling. 
Temperature  was  102  F.  The  signs  of  respiratory 
infection  had  receded.  Neurologic  examination  was 
unchanged  except  for  an  abnormal  left  plantar  re- 
sponse. 

The  child  was  then  hospitalized  at  Beth  Israel 
Hospital.  X-ray  of  skull  was  interpreted  by  the 
x-ray  department  as  showing  “the  grooves  for  the 
vessels  to  be  quite  deep,  simulating  a fracture,  but  no 
fracture  was  definitely  demonstrated”  (Fig.  1).  It 
may  be  said,  however,  that  Dr.  Sidney  W.  Gross,  the 
neurosurgical  consultant,  interpreted  the  films  as 
indicative  of  fracture.  He  examined'  the  patient 
and  diagnosed  the  scalp  swelling  as  escaped  cerebro- 
spinal fluid.  He  advised  continuance  of  the  pencil- 
lin  and  further  observation  of  the  swelling  with  no 
aspiration  of  the  scalp  swelling. 

The  blood  count  showed  4,230,000  red  blood  cells, 
14,200  white  blood  cells,  11  Gm.  hemoglobin,  with  a 
normal  differential  count.  Urine  was  negative. 

The  next  morning  (five  days  after  the  injury),  in 
addition  to  the  previously  noted  swelling,  the  right 
eyelid  was  also  swollen.  However,  from  this  point 
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Fig.  2.  Patient,  N.  T.,  six  days  after  injury, 
showing  swelling  of  left  side  of  scalp  covered  by 
normal  skin 


to  the  scalp  is  incomplete  immediately  following  the 
accident  and  that  either  increased  absorption  in  the 
region  of  the  fracture  or  increased  physical  activity 
of  the  patient  may  effect  an  escape  of  cerebrospinal 
fluid  into  the  scalp. 

The  swelling  usually  increases  slowly.  The  skin 
overlying  the  swelling  is  unchanged  and  never 
undergoes  any  of  the  color  changes  associated  with 
contusions.  The  swelling  is  loosely  fluctuant  and 
has  been  aptly  likened  to  a partly  filled  hot  water 
bag.  It  transilluminates  well.  Palpation  of  the 
swelling  is  surprisingly  painless. 

At  the  base  of  the  swelling  one  can  often  palpate 
a circular  rim  which  must  be  differentiated  from  a 
depressed  fracture.  Subepicranial  hydroma,  once 
it  starts  to  recede,  disappears  rapidly  and  is  not 
followed  by  thickening  or  fixation  of  the  scalp. 

X-ray  demonstrates  that  the  scalp  swelling  is 
smoothly  outlined  and  is  of  even  density  through- 
out (Fig.  3). 

Diagnosis 

The  differential  diagnosis  from  hematoma  of  the 
scalp  can  be  summarized  as  follows: 

Subepicranial  Htdroma  Hematoma  of  Scalp 

1.  Skin  over  swelling  normal  1.  Edematous  skin  bruised 

or  discolored 

2.  Loosely  fluctuant  2.  Crunching  crepitus  of  co- 

agulated blood 

3.  Painless  3.  Painful 

4.  Disappears  rapidly  4.  Disappears  slowly 

5.  Scalp  remains  normal  5.  Scalp  remains  fixed  for  a 

considerable  time 

t>.  May  appear  days  after  in-  6.  Ispresentsoonafterinjury 
jury  7.  X-ray:  Swelling  is  of  un- 

7.  X-ray : Swelling  is  smoothly  even  density  and  is  not 

oulined  and  of  even  den-  well  demarcated  from 

sity  surrounding  skin 


Fig.  1.  X-ray  of  skull  showing  probable  fracture 
line. 

on,  the  swelling  diminished.  On  the  next  day  the 
eyelids  were  no  longer  swollen,  but  the  scalp  swelling 
remained  essentially  unchanged  for  the  remainder  of 
her  seven-day  hospital  stay  (Fig.  2).  On  the  fourth 
hospital  day  the  child  developed  diarrhea  which 
responded  quickly  to  dietary  measures.  She  was 
discharged  on  January  10  (twelve  days  after  her 
injury).  At  home  the  scalp  swelling  receded  quickly 
and  disappeared  completely  on  January  14  (sixteen 
days  after  her  injury).  When  examined  two  months 
later,  she  showed  no  complications  or  sequelae. 

Anatomy  and  Nomenclature 

The  scalp  swelling  caused  by  the  escape  of  cerebro- 
spinal fluid  through  the  torn  meninges  and  fractured 
skull  has  heretofore  been  referred  to  as  false  or 
spurious  meningocele.  This  name  is  admittedly 
incorrect  and  somewhat  misleading,  since  the  accum- 
Ij . ulation  of  cerebrospinal  fluid  is  not  lined  by  men- 
inges, but  rather  by  the  musculofibrous  layer  of  the 
| scalp,  the  epicranius.  The  latter  “covers  the  whole 
of  one  side  of  the  vertex  of  the  skull  and  consists  of 
two  parts,  the  occipitalis  and  frontalis,  connected 
by  an  intervening  tendinous  aponeurosis,  the  galea 
aponeurotica.”3 

Mayfield  suggested  the  name  of  subgalial  hy- 
droma, but  the  escaped  fluid  accumulates  not  only 
under  the  galea  aponeurotica,  but  also  under  the 
occipitalis  and  the  frontalis.4  The  fluid  occupies 
the  subepicranial  space  (between  the  pericranium 
I and  epicranius).  The  name  subepicranial  hydroma 
is,  therefore,  suggested  for  this  condition. 

In  children  the  dura  mater  very  intimately  approx- 
imates the  skull.  Thus,  if  the  latter  is  fractured, 
the  dura  is  very  apt  to  be  torn  also.  If,  in  addition, 
the  arachnoid  is  also  torn,  then  cerebrospinal  fluid 
will  escape  extracranially. 

Clinical  Characteristics 

Subepicranial  hydroma  may  appear  immediately 
following  the  accident,  or  it  may  first  be  noted 
! several  days  later.  In  the  latter  event  it  is  pre- 
I sumed  that  the  channel  from  the  subarachnoid  space 
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Fig.  3.  X-ray  showing  shadow  of  scalp  swelling  to 
be  of  even  density. 

Treatment 

There  is  almost  unanimous  agreement  that  aspira- 
tion of  the  subepicranial  hydroma  should  not  be 
performed  either  for  diagnosis  or  treatment.  As 
previously  stated,  there  are  numerous  clinical  signs 
which  make  the  diagnosis  of  this  condition  fairly 
certain.  Furthermore,  the  swelling  subsides  so 


rapidly  and  completely  that  a hastening  of  this 
process  is  unnecessary.  A puncture  through  intact 
scalp  under  sterile  precautions  may  seem  like  an 
innocuous  procedure,  but  the  literature  reveals 
several  infections  and  resulting  fatality  as  a conse- 
quence of  aspiration.* 1 2 3  It  seems  wiser  to  resist  the 
temptation  to  procure  positive  proof.  In  certain 
unusual  circumstances,  as  pointed  out  by  Mayfield, 
where  a child  has  a coincident  infected  scalp  abra- 
sion which  the  spreading  subepicranial  hydroma  is 
fast  approaching,  aspiration  through  clean  scalp 
would  help  prevent  spread  to  the  area  of  the  infected 
abrasion.4 

Summary 

1.  A case  of  a fracture  of  the  cranial  vault  with 
escape  of  cerebrospinal  fluid  into  the  scalp  is  re- 
ported. 

2.  Subepicranial  hydroma  is  suggested  as  an 
appropriate  name  for  the  scalp  swelling. 

3.  This  condition  occurs  most  frequently  in 
children. 

4.  The  clinical  characteristics  of  subepicranial 
hydroma  are  described,  and  the  differential  diagnosis 
from  scalp  hematoma  is  indicated. 

5.  Routine  aspiration  of  the  fluid  for  either 
diagnosis  or  treatment  is  not  recommended. 

62-65  Saunders  Street 

I wish  to  thank  Dr.  Sidney  W.  Gross  and  Dr.  Philip  Cohen 
for  their  helpful  suggestions  in  the  preparation  of  this  article. 
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TUBERCULOSIS  PATIENTS  INCREASE  COSTS 


Tuberculosis  patients  who  leave  hospitals  against 
medical  advice  and  before  treatment  is  completed 
cost  the  City  of  New  York  more  than  $11,000,000 
annually,  or  more  than  enough  to  build  a 500-bed 
hospital  each  year,  according  to  a statement  issued 
by  Dr.  Herbert  R.  Edwards,  executive  director  of 
the  New  York  Tuberculosis  and  Health  Association, 
386  Fourth  Avenue.  Dr.  Edwards  said  that  this 
was  based  on  the  Drolet-Porter  Report  on  an  aver- 
age year,  1947,  when  2,373  tuberculosis  patients  in 
New  York  City  hospitals,  both  public  and  private, 
left  against  medical  advice  and  before  their  disease 
had  been  arrested.  He  stressed  that  these  “sign 
outs”  are  very  likely  to  break  down  and  be  returned 
to  the  hospital  in  a much  worsened  condition. 
“This  means,”  he  said,  “that  long  and  expensive 


treatment  must  be  started  all  over  again  and  very 
often  with  much  less  chance  of  success.” 

In  addition,  Dr.  Edwards  went  on,  the  report  re- 
veals that  nearly  half  of  the  tuberculosis  patients 
who  “sign  out”  are  open,  infectious  cases  and  thus 
are  focal  points  for  infection  for  members  of  their 
families  and  the  community. 

Dr.  Edwards  put  the  cost  of  caring  for  a tuber- 
culosis patient  at  “a  very  conservative  $7.50  per  day 
per  patient” — the  amount  paid  by  the  City  to 
private  hospitals  for  such  care.  On  this  basis,  he 
said,  the  figure  for  the  care  of  this  “sign  out”  group 
alone  reaches  $6,531,682.50  per  year.  This  sum,  he 
said,  is  arrived  at  by  taking  the  average  length  of 
hospital  stay,  as  shown  by  the  study  to  be  367  days,  a 
total  for  the  group  of  870,891  hospital  days. 


UNUSUAL  SITES  OF  ENDOMETRIOSIS 

Joseph  Mangiardi,  M.D.,  Brooklyn,  New  York 
( From  St.  John’s  Episcopal  Hospital) 


A REPORT  of  two  rare  manifestations  of  endo- 
metriosis  is  herewith  submitted  to  add  to  the 
increasing  literature  on  this  interesting  condition. 

Case  Reports 

Case  1. — Miss  D.  F.,  a twenty-one-year-old 
Negro  woman,  was  admitted  to  the  hospital  on 
February  26,  1948,  complaining  of  intermittent, 
painful  swelling  of  the  right  groin  for  two  months 
prior  to  admission.  The  pain  was  not  related  to 
exertion,  digestion,  or  menstruation  (as  far  as  could 
be  determined).  The  swelling  consisted  of  a wal- 
nut-sized mass  just  above  the  external  inguinal 
ring,  which  would  enlarge  during  painful  episodes 
and  subside  during  the  asymptomatic  intervals. 
Exacerbations  would  last  for  one  or  two  days  and 
recur  at  two-  to  three-week  intervals.  Menses  were 
normal  and  regular  with  a twenty-nine  day  interval. 
The  patient  had  no  other  complaint,  and  examina- 
tion of  past  history  was  negative. 

Physical  examination  revealed  a well-developed, 
well-nourished,  young  woman,  not  in  acute  distress. 
A walnut-sized  mass  was  palpable  at  the  external 
inguinal  ring  on  the  right  side.  There  was  a definite 
impulse  on  cough  or  straining,  but  the  pain  could 
not  be  reproduced.  The  mass  seemed  cystic  and 
was  not  reducible.  There  were  no  other  positive 
physical  findings. 

The  temperature,  pulse,  respirations,  and  blood 
pressure  were  normal  on  admission.  Routine  blood 
count  and  analysis  of  the  urine  were  within  normal 
limits. 

The  preoperativc  diagnosis  was  hydrocele  of  the 
canal  of  Nuck  (right)  and  indirect  right  inguinal 
hernia. 

On  March  7, 1946,  under  spinal  anesthesia,  a right 
inguinal  incision  was  made,  exposing  a cystic  mass 
about  1 inch  long  in  the  canal  of  Nuck.  This  was 
dissected  from  the  adjacent  tissues  and  was  found 
to  be  connected  with  a funicular  process  of  per- 
itoneum, which  was  still  open,  communicating  with 
the  abdominal  cavity.  The  mass  and  hernia 
were  found  lateral  to  the  deep  inferior  epigastric 
vessels.  The  sac  and  cord  were  both  ligated  and 
cut  and  were  excised,  together  with  the  attached 
cystic  mass.  The  internal  oblique  and  conjoined 
tendon  were  sutured  to  Poupart’s  ligament,  and  the 
external  oblique  aponeurosis  was  closed. 

The  specimen  was  examined  and  thought  to  be  a 
hydrocele,  but,  unlike  the  usual  variety,  it  was  red- 
dish-gray, granular,  uneven,  and  resilient.  When 
cut,  no  fluid  was  liberated.  Cut  surfaces  were  pink, 
gray,  and  red,  quite  granular  and  with  golden- 
yeliow,  oily  lobules  scattered  throughout. 

Microscopic  report  was  as  follows:  “Several  of 
the  particles  contain  irregular  spaces  lined  by 
cuboidal  and  cylindric  epithelial  cells.  A few  show 
gland  and  ductlike  structures.  Lymphocytes  and 
hemosiderin-laden  macrophages  are  scattered 
through  the  surrounding  connective  tissues.  A few 
of  the  spaces  contain  erythrocytes  and  occasional 
hemosiderin-laden  macrophages.  There  are  a few 
zones  of  fibrosis  with  follicular  tissue  and  fibroblasts 
scattered  throughout  the  interstices.  A membran- 
ous piece  of  tissue  is  composed  of  collagen  fibers 
admixed  with  smooth  muscle  and  lobules  of  adipose 


tissue.  It  is  lined  with  flattened  epithelium  on  one 
aspect.” 

The  diagnosis  was  hernial  sac,  endometriosis,  and 
remnant  of  canal  of  Nuck. 

Case  2. — Mrs.  C.  K.,  a forty-year-old  white 
woman,  was  admitted  on  April  1,  1946,  because  of 
irregular  menses,  metrorrhagia,  menorrhagia,  and 
nervousness  of  one  year’s  duration.  Menses  were 
often  associated  with  the  passage  of  large  clots. 
Symptoms  of  frequency  of  urination  and  a sense  of 
weight  in  the  pelvis  were  also  noted  during  the 
month  preceding  admission.  The  patient  had  never 
been  pregnant.  She  stated  she  had  a “nervous 
breakdown”  in  1943,  also  that  her  left  tube  and 
ovary  were  removed  in  1936  for  relief  of  left  lower 
quadrant  pain.  She  had  never  had  painful  men- 
struation. 

Physical  examination  revealed  a well-developed, 
well-nourished  woman  not  in  acute  distress.  The 
uterus  was  slightly  enlarged,  irregular,  and  nodular. 
No  other  physical  abnormalities  were  found.  The 
blood  count,  urine,  and  blood  pressure  were  nor- 
mal. The  impression  of  the  admitting  physician 
was  fibroid  uterus. 

Operation  was  performed  on  the  day  after  admis- 
sion. Moderate  pelvic  adhesions  were  encountered. 
The  left  tube  and  ovary  were  absent.  The  right 
ovary  was  enlarged  and  contained  numerous  follic- 
ular cysts.  Multiple  subserosal  nodules  were  found 
in  the  uterus.  A subtotal  hysterectomy  and  right 
salpingo-oophorectomy  were  performed.  The  uterus 
was  separated  from  the  bladder  with  difficulty, 
and,  when  removed,  a lime-sized  nodule  was  pal- 
pated in  the  posterior  wall  of  the  bladder.  No 
other  pelvic  pathology  was  discernible. 

The  pathologic  report  was  as  follows:  “Fibro- 
myomata  uteri;  endometrium  in  proliferative 
phase;  follicular  cysts  of  the  ovary;  segment  of 
fallopian  tube.” 

The  patient’s  postoperative  period  was  unevent- 
ful. She  was  discharged  on  the  seventeenth  post- 
operative day  in  good  condition  and  without  symp- 
toms. In  view  of  the  nodule  in  the  bladder  which 
was  found  at  operation,  cystoscopic  examination 
was  performed  two  weeks  later.  At  that  time,  a 
lime-sized  tumor  was  visible  through  the  cystoscope 
on  the  posterior  bladder  wall.  It  was  ovoid,  smooth, 
and  entirely  submucosal.  The  overlying  mucosa 
looked  healthy  and  intact.  A tentative  diagnosis 
of  bladder  wall  tumor,  probably  benign,  was  made, 
and  open  operation  was  advised. 

The  patient  was  readmitted  on  July  11,  1946,  in 
good  health  and  without  symptoms.  On  July  13, 
operation  was  again  performed  through  a right 
paramedian  incision  and  the  bladder  opened.  The 
tumor  was  easily  visualized  and,  when  palpated, 
seemed  to  lie  entirely  within  the  muscularis.  Wide 
excision  was  made,  removing  adjacent  normal 
bladder  wall,  including  a small  area  of  the  intra- 
peritoneal  portion  of  the  bladder  beneath  the  tumor. 
The  bladder  was  carefully  closed  with  interrupted 
chromic  sutures,  passed  through  the  outer  coats, 
and  an  open-end  mushroom  catheter  was  used  for 
drainage.  This  was  removed  on  the  sixth  postopera- 
tive day. 

Convalescence  was  rapid,  and  the  patjeph 
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discharged  in  good  condition  on  the  thirteenth  post- 
operative day. 

Grossly,  the  tumor  consisted  of  an  irregular  ovoid 
mass,  the  size  of  a lime,  with  irregular,  reddish,  and 
reddish-gray  patches.  On  section,  the  tissue  was 
fleshlike  in  consistency,  flecked  with  reddish-grav 
areas,  and  marked  with  white  streaks.  Small 
collections  of  brown  fluid  were  found  throughout 
the  specimen. 

Pathologic  report  revealed  the  following:  “The 
tissue  was  composed  predominantly  of  smooth 
muscle  bundles  arranged  in  ramifying  aggregations. 
Small  cysts,  tortuous  ducts,  and  glandlike  structures 
are  scattered  through  several  areas.  The  glands  are 
lined  by  cuboidal  and  cylindric  epithelium  with 
rounded,  ovoid  nuclei,  containing  basophilic  chroma- 
tin granules  with  acidophilic  cytoplasm.  The 
smaller  cysts  have  cuboidal  and  cylindric  epithelium 


linings.  The  larger  cysts  are  lined  by  flattened, 
atrophic  epithelium,  portions  of  which  are  exfoliated.  I 
Some  of  these  cysts  contain  basophilic  granular 
material.  Others  contain  granular  acidophilic  ma- 
terial, occasionally  erythrocytes  and  macrophages. 
The  epithelial  elements  are  isomorphic  within  the 
average  range  of  variation.  Basal  layers  are  clearly 
defined.  Scattered  aggregations  of  polyblasts  are 
evident  in  portions  of  the  interstices.  In  some  foci, 
hemosiderin-laden  macrophages  are  conspicuous. 
One  such  area  is  present  near  adipose  and  connective 
tissue  which  is  evident  near  one  margin.” 

The  diagnosis  was  endometriosis  of  the  bladder. 


The  author  wishes  to  express  his  appreciation  to  Drs.  Albert 
Thunig  and  Augustus  Harris  for  permission  to  publish  thest- 
interesting  case  reports  and  to  Dr.  R.  Gettinger,  pathologist. 


NEW  YORK  STATE  MEDICAL  LIBRARY 

Doctors  of  New  York  State  are  reminded  of  the  facilities  of  the  State  Medical 
Library  at  Albany.  They  are  invited  to  visit,  telephone,  or  write  to  the  Library 
where  a trained  staff  of  librarians  will  take  care  of  their  requests. 

Upon  request,  a copy  of  the  regulations  will  be  sent,  which  lists  the  services  of 
the  Library,  including  the  compiling  of  bibliographies,  sending  material  on  specific 
subjects,  or  filling  requests  for  definite  book  or  journal  references. 

A collection  of  over  57,000  books  and  the  receipt  of  approximately  600  current 
medical  journals  enable  the  Medical  Library  to  offer  a real  service  to  the  doctors 
of  the  State. 

Letters  may  be  addressed  to  Miss  Maude  E.  Nesbit,  Librarian,  New  York  State 
Medical  Library,  Education  Building,  Albany  1,  New  York. 


REGIONAL  ENTERITIS 

Carmen  Razzano,  M.D.,  Williston  Park,  New  York 
{From  the  Nassau  Hospital ) 


'"THE  FOLLOWING  is  a report  of  a case  of 

regional  enteritis  which  was  treated  with  surgery. 

Case  Report 

A forty-three-year-old  white  man  was  admitted 
for  the  first  time  to  the  Nassau  Hospital,  June  2, 
1946.  Family  history  was  noncontributory.  The 
patient  had  been  treated  for  auricular  fibrillation 
with  digitalis  in  the  past  but  had  never  undergone 
surgery. 

The  present  illness  began  forty-eight  hours  before 
admission  with  a sudden  onset  of  severe  epigastric 
pain,  followed  by  two  episodes  of  nausea  and 
vomiting.  The  patient  felt  weak  and  cold.  Be- 
cause of  his  past  history  an  electrocardiogram  was 
r done  twenty-four  hours  before  admission.  This 
was  negative  for  coronary  artery  disease  but  did 
show  auricular  fibrillation.  In  the  next  twenty- 
four  hours  the  abdominal  pain  subsided  but  did  not 
completely  disappear,  and  the  patient  gradually 
developed  abdominal  distention.  No  history  of 
dark  or  bloody  stools  was  obtained.  Remaining 
systemic  review  was  negative. 

Physical  examination  revealed  a well-developed, 
well-nourished  man  of  about  the  stated  age  appear- 
ing acutely  ill.  Lungs  were  negative.  Heart  was 
fibrillating.  The  blood  pressure  was  140/90. 
The  abdomen  showed  moderate  distention  of  1 
plus,  on  a basis  of  1 to  4,  and  definite  localized 
tenderness  and  spasm  to  palpation  just  to  left  of 
the  umbilicus  in  the  left  upper  quadrant.  There 
was  no  evidence  of  hernia.  Rectal  examination  was 
negative.  An  enema  on  admission  showed  little 
return  except  for  some  blood-tinged  fluid. 

Laboratory  findings  were  as  follows:  Urinalysis 
was  negative.  White  blood  count,  the  day  before 
admission,  was  30,000;  on  the  day  of  admission 
it  was  12,900,  with  92  per  cent  polymbrphonuclears. 
Hemoglobin  was  80  per  cent.  Flat  plate  of  ab- 
domen was  negative.  Temperature  was  102  F., 
pulse  110. 

On  June  3,  1946,  the  day  after  admission,  the 
abdomen  was  explored  through  a left  lower  par- 
arectus  incision.  There  were  about  300  cc.  of 
straw-colored  fluid  in  the  peritoneal  cavity.  On 
\ further  exploration  about  18  inches  of  small  bowel, 
starting  1 foot  from  the  ileocecal  valve,  showed  a 
red,  beefy,  thickened  appearance  with  several 
oval,  superficial  ulcerations  at  the  mesenteric  border, 
l/t  to  1 cm.  in  size.  The  mesentery  to  this  segment 
was  edematous  and  contained  a number  of  enlarged 
nodes.  The  abdomen  was  closed  in  layers  without 
drainage. 

The  postoperative  course  was  uneventful.  The 
patient  x-eceived  40,000  units  of  penicillin  every 
three  hours  and  sulfadiazine  1 Gm.  every  four  hours 
for  seven  days.  The  patient  was  discharged  on  the 
twelfth  postoperative  day. 

On  September  11,  1946,  approximately  two 
months  after  the  first  admission,  the  patient  was 
readmitted  to  Nassau  Hospital.  Symptoms  on  this 
occasion  consisted  of  recurrent  attacks  of  abdominal 
pain  for  the  preceding  two  weeks,  cramplilce,  inter- 
mittent  in  character,  and  associated  with  nausea  but 
no  vomiting. 


Physical  examination  of  the  abdomen  revealed 
slight  generalized  abdominal  tenderness  without 
spasm.  The  previous  scar  was  well  healed.  Upper 
gastrointestinal  series  showed  stenosis  of  the  small 
bowel. 

The  patient  was  prepared  with  intravenous  ther- 
apy and  Levine  tube  with  suction.  The  white 
blood  count  was  5,750  with  62  per  cent  polymor- 
phonuclears  and  95  per  cent  hemoglobin.  Total 
protein  was  5.9  per  cent.  On  September  16,  1946, 
the  abdomen  was  explored  through  a lower  right 
pararectus  incision.  On  opening  the  peritoneum 
the  stenotic  bowel  was  found  about  1 foot  from  the 
ileocecal  valve.  Approximately  18  inches  of  small 
bowel  was  involved,  the  distal  third  of  which  was 
lead  pipe  in  appearance  while  the  proximal  two 
thirds  were  distended  and  thickened.  The  serosal 
surface  was  rough  and  showed  both  fibrous  and 
fibrinous  adhesions.  The  mesenteric  nodes  were 
enlarged  and  deeply  congested.  The  remaining 
small  and  large  bowels  were  normal.  Resection  of 
the  involved  segment  of  bowel  with  a wide  area  of 
cori-esponding  mesentery  and  glands  was  performed, 
followed  by  an  end-to-end,  closed,  Parker-Kerr 
type  anastamosis.  The  wound  was  closed  in  layers 
without  drainage. 

The  postoperative  course  was  smooth  until  the 
fifth  postoperative  day,  when  minimal  broncho- 
pneumonia developed  in  the  left  lung.  Prompt 
recovery  followed  the  usual  treatment  of  this  condi- 
tion. The  patient  was  discharged  on  the  fourteenth 
postoperative  day.  Subsequent  follow-up,  three 
weeks  and  two  months  after  discharge,  showed  the 
patient  to  be  well  and  carrying  on  his  normal  ac- 
tivities. In  July,  1948,  almost  two  years  postopera- 
tively,  the  patient  was  seen  and  found  to  be  free 
of  recurrence  or  progression  of  his  disease. 

Summary 

1.  Despite  increasing  reports  in  literature  on 
regional  enteritis,  it  is  still  an  infrequent  lesion,  the 
cause  of  which  remains  obscure. 

2.  The  acute  phase  of  this  disease  is  usually  mis- 
taken for  acute  appendicitis.  In  this  case,  a diag- 
nosis of  mesenteric  thrombosis  was  entertained,  in 
view  of  the  cardiac  status. 

3.  Penicillin  and  sulfadiazine  had  no  effect  in 
arresting  the  progress  of  the  disease  in  this  patient. 
A recent  review  of  the  literature  reveals  that  the 
antibiotics  are  helpful  in  the  acute  phase  of  regional 
enteritis. 

4.  The  common  site  of  regional  enteritis  is  the 
terminal  ileum  with  progression  toward  the  cecum 
and  the  ascending  colon.  However,  no  part  of  the 
intestinal  tract  is  immune. 

5.  There  is  practically  universal  agreement  in 
the  literature  on  the  treatment  of  the  acute  phase 
of  regional  enteritis,  i.e.,  conservative  therapy 
following  exploration  and  diagnosis. 

6.  Finally,  surgery  is  the  only  method  of  therapy 
in  the  chronic  obstructive  stage,  with  or  without 
fistula  and  abscess  formation. 
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Special  Article 

SUGGESTED  STUDIES  OF  POLIOMYELITIS 

Gilbert  Dalldorf,  M.D.,  Albany,  New  York 

( From  the  Division  of  Laboratories  and  Research,  New  York  Stale  Department  of  Health) 


nPHIS  is  an  interim  report  to  those  members  of  the 
■*"  Medical  Society  of  the  State  of  New  York  who 
assisted  us  last  summer  in  search  for  further  cases  of 
infection  with  the  virus  first  recovered  from  two 
patients  with  clinical  poliomyelitis  in  1947. 1,2  The 
virus  differs  from  the  known  strains  of  poliomyelitis 
virus  in  being  pathogenic  for  suckling  mice  but  not 
for  rhesus  monkeys,  and  in  inducing,  in  mice,  ex- 
tensive degenerative  lesions  of  the  muscles  rather 
than  the  motor  neurons  of  the  central  nervous  sys- 
tem. The  role  of  the  agent  in  relation  to  polio- 
myelitis or  a disease  which  only  resembles  polio- 
myelitis is  not  known,  and  last  summer’s  work  was 
undertaken  to  learn  more  about  it. 

The  136  fecal  specimens  collected  during  1948 
which  have  now  been  examined  have  yielded  ten 
isolations.  Three  of  these  were  from  Broome 
County,  two  each  from  Chautauqua  and  Greene 
Counties,  and  one  each  from  Saratoga,  Westchester, 
and  Jefferson  Counties.  In  view  of  the  miscellaneous 
nature  of  many  of  the  specimens,  it  seems  unwise  to 
draw  conclusions  from  these  results  other  than  that 
infectious  agents  pathogenic  for  suckling  mice  were 
widely  disseminated  in  New  York  State  during  the 
summer  of  1948.  Five  of  the  ten  strains  isolated  are 
apparently  similar  to  the  virus  first  described  except 
for  a difference  in  serologic  type.  The  remaining  five 
strains  appear  to  differ  and  are  being  studied. 

The  facts  we  have  gathered  do  not  allow  us  to  dis- 
tinguish these  patients’  illnesses  from  poliomyelitis. 
Fever,  headache,  and  spinal  rigidity  were  usually 
present.  Gastrointestinal  symptoms  such  as 
anorexia,  nausea,  and  vomiting  were  frequent,  and 
sore  throat  was  occasionally  noted.  The  upper 
respiratory  and  gastrointestinal  symptoms  often 
preceded  the  headache  and  stiffness  of  the  spine. 
One  patient  was  frankly  paralyzed  and  left  the  hos- 
pital in  a wheel  chair  a month  following  admission. 
Five  others  had  transient  weakness  of  arm,  leg,  or 
back  muscles,  which  disappeared  within  a matter  of 
hours  or  days.  A history  of  similar  illness  in  other 
members  of  the  family  or  contacts  was  obtained  in 
five  cases.  Cerebrospinal  fluid  was  examined  in 
seven,  and  all  showed  an  increased  number  of  cells. 
In  three,  the  total  count  amounted  to  200  to  250  cells 
per  cu.  mm. 

So  far  we  have  found  no  simpler  method  of  estab- 
lishing a precise  diagnosis  than  the  inoculation  of 
animals,  which  is  slow  and  tedious  and  probably  not 
very  efficient.  The  existence  of  antigenically  distinct 
strains  promises  that  serologic  diagnosis  will  also  be 
complicated.  Therefore,  we  have  sought  other  pro- 
cedures. The  muscle  degeneration  suggested  a study 
of  the  creatine  and  potassium  balances,  and  it  has 


now  been  learned  that  these  are  greatly  altered  in  the 
experimental  disease.  Infected  mice  excrete  large 
amounts  of  creatine  in  their  urine.  The  concentra- 
tion rises  shortly  before  the  onset  of  paralysis  and 
frequently  amounts  to  3 mg.  per  ml.  of  urine  by  the 
time  signs  of  infection  are  manifest.  The  creatine 
and  potassium  content  of  the  muscles  of  paralyzed 
mice  is  sharply  reduced. 

For  forty  years  loss  of  creatine  has  been  known  to 
occur  in  poliomyelitis,  but  attention  seems  to  have 
been  limited  to  the  late  atrophic  stages  which  have 
been  compared  with  various  muscle  dystrophies.3-7 
Yet  Carey  and  others  have  reported  histologic 
evidence  of  muscle  necrosis  in  both  early  human 
and  experimental  monkey  poliomyelitis.8,9  We 
should  not  expect,  therefore,  that  creatinuria  will 
distinguish  between  infection  by  the  classic  strains 
of  virus  and  the  new  agent  unless  there  proves  to  be  a 
difference  in  degree.  On  the  other  hand,  both  po- 
tassium and  creatine  studies  may  provide  very  useful 
information.  The  presence  or  absence  of  creatinuria 
in  paralyzed  patients  proved  to  be  infected  with  the 
suckling  mouse  agent  would  seem  significant,  and  it 
may  be  that  something  can  be  learned  of  the 
pathogenesis  of  the  transient  paralyses  which  were 
common  in  1948. 

We  suggest  that  clinicians  explore  this  problem 
and  urge  that  fatal  cases  be  investigated  as  com- 
pletely as  possible.  The  histologic  examination 
should  include  the  paralyzed  muscles.  For  animal 
tests,  suitable  specimens  should  be  collected  from  the 
affected  muscles,  the  central  nervous  system,  and  in- 
testinal contents.  Until  morphologic  observations  of 
proved  cases  are  available,  the  nosologic  position  of 
the  disease  will  be  uncertain.  Since  the  collection,  I 
storage,  and  shipment  of  specimens  are  of  critical  im- 
portance, physicians  who  wish  to  collaborate  with 
us  should  write  for  detailed  information  regarding 
the  methods  to  be  followed.  Many  laboratory  direc- 
tors are  prepared  to  handle  such  specimens  and  | 
health  officers  are  frequently  able  to  help. 
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DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


THE  Third  Annual  Report  on  the  six  New  York 
State  voluntary  nonprofit  medical  care  insurance 
plans,  approved  by  the  Medical  Society  of  the  State 
of  New  York,  shows  continuous  and  notable  progress 
during  1948. 

Membership. — The  increase  in  membership  was 
515,644,  making  the  total  membership  as  of  Decem- 
ber 31,  1948,  1,539,259.  This  represents  the  largest 
increase  in  membership  in  any  year  and  exceeds  1947 
by  90,071  members. 

Earned  Premium  Income. — The  income  earned  on 
premiums  received  amounts  to  $9,299,668  which  is 
an  increase  of  $3,390,003  over  the  previous  year,  or 
57  per  cent. 

Benefit  to  members. — Incurred  benefits  to  mem- 
bers was  $6,369,388,  an  increase  of  $2,687,833  over 
the  previous  year,  or  73  per  cent. 

Payments  to  Doctors. — For  discharged  and  com- 


pleted claims,  payments  to  doctors  were  in  the 
amount  of  $6,017,004. 

Surplus  and  Maternity  Reserve. — The  total  sur- 
plus as  of  December  31,  1948,  amounted  to  $2,065,- 
693,  an  increase  of  $596,298  over  the  previous  year. 

Reserves  for  deferred  maternity  benefits  as  of 
December  31,  1948,  amounted  to  $1,613,439,  an  in- 
crease of  $615,594  over  the  previous  year. 

A greater  increase  in  membership  can  be  an- 
ticipated during  1949  due  to  a better  understanding 
by  the  profession  and  increased  doctor  participation 
in  the  plans,  plus  the  increased  appreciation  on  the 
part  of  the  public  of  providing  for  medical  care  costs 
on  a voluntary  basis. 

The  quarterly  reports  which  have  been  submitted 
to  the  Bureau  by  the  plans  have  made  this  report 
possible.  Additional  information  has  been  compiled 
from  these  reports  and  is  available  upon  request. 


TABLE  1. — Comparative  Membership  Statement  (Subscribers  and  Dependents) — December  31,  1947  and  1948 


Name  of  Plan  and  Location 

1948 

1947 

Increase 

Per  Cent  of 
Increase 

New  York 

United  Medical  Service,  Inc. 
Subscribers 

566,534 

375,684 

190,850 

50.80 

Dependents 

562,433 

354,609 

207,824 

58.60 

Total 

1,128,967 

730,293 

398,674 

54.59 

Buffalo 

Western  New  York  Medical  Plan 
Subscribers 

62,793 

47,018 

15,775 

33 . 55 

Dependents 

97,078 

72,690 

24,388 

33.55 

Total 

159,871 

119,708 

40,163 

33.55 

Rochester 

Genesee  Valley  Medical  Care 
Subscribers 

29,131 

19,202 

9,929 

51.70 

Dependents 

39,522 

26,943 

12,579 

46.68 

Total 

68,653 

46,145 

22,508 

48.77 

Syracuse 

Central  New  York  Medical  Plan 
Subscribers 

8,342 

6,503 

1,839 

28.27 

Dependents 

11,764 

8,819 

2,945 

33.39 

Total 

20,106 

15,322 

4.784 

31.22 

Utica 

Medical  and  Surgical  Care 
Subscribers 

52,574 

43,973 

8,601 

19.55 

Dependents 

57,389 

45,396 

11,993 

26.41 

Total 

109,963 

89,369 

20,594 

23.04 

Albany 

Northeastern  New  York  Medical  Service 
Subscribers 

22,146 

9,963 

12,183 

122.28 

Dependents 

29,553 

12,815 

16,738 

130.61 

Total 

51,699 

22,778 

28,921 

126.97 

Grand  Totals: 
Subscribers 

741,520 

502,343 

239,177 

47.59 

Dependents 

797,739 

521,272 

276,467 

53.03 

Totals 

1,539,259 

1,023,615 

515,644 

50.37 
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TABLE  2. — Comparative  Statement  or  Total  Membership  in  Medical  and  Hospital  Plans  for  Years  Ending 

December  31,  1947  and  1948 


Location 
New  York 
Medical 
Hospital 

Membership 

730,293  . 

3,206,178 

-1947 

Per  Cent  of 
Total 

18.55 

81.45 

Membership 

1.128,967 

3.618,891 

—1948— 

Per  Cent  of 
Total 

23.98 
76  02 

Total 

3,936,471 

100.00 

4.747.858 

100.00 

Buffalo 

Medical 

Hospital 

119,708 

445,089 

21 . 18 
78.82 

159,871 

481,138 

24.94 

75,01 

Total 

565,397 

100 . 00 

641,009 

100  00 

Rochester 

Medical 

Hospital 

46,145 

336,548 

12.06 

87.94 

68.653 

350,554 

16.38 
83 . 62 

Total 

382,693 

100.00 

419,207 

100.00 

Syracuse 

Medical 

Hospital 

15,322 

253,507 

5.69 

94.31 

20,106 

279,638 

6.70 

93.30 

Total 

268,829 

100.00 

299,744 

100.00 

Utica 

Medical 

Hospital 

89,369 

146,818 

37.83 

62.17 

109,963 

157,517 

41.11 

58.89 

Total 

236,187 

100.00 

267,480 

1 0(f.  00 

Albany 

Medical 

Hospital 

22,778 

218,927 

9.42 

90.58 

51,699 

258,924 

16.64 

83.36 

Total 

241,705 

100.00 

310,623 

100.00 

Totals 

Medical 

Hospital 

1,023,615 

4,607,667 

18.18 

81.82 

1,539,259 

5,146,662 

23.02 

76.98 

Combined  Totals 

5,631,282 

100 . 00 

6,685,921 

100.00 

TABLE  3. — Comparative  Statement  of  Membership  Increase  in  Medical 

December  31,  1947  and  1948 

and  Hospital  Plans  for 

Years  Ending 

Location 
New  York 
Medical 
Hospital 

Membership 

Increase 

325,001 

417,191 

Per  Cent  of 
Total  Increase 

43.78 

56.22 

Membership 

Increase 

398,674 

412,713 

Per  Cent  of 
Total  Increase 

49.13 

50.87 

Total 

742,192 

100.00 

811,387 

100.00 

Buffalo 

Medical 

Hospital 

19,427 

24.574 

44.  15 

55.85 

40,163 

35,449 

53. 12 
46.88 

Total 

44,001 

100.00 

75,612 

100.00 

Rochester 

Medical 

Hospital 

34,231 

23,067 

59.74 

40.26 

22,508 

14,006 

61.64 

38.36 

Total 

57,298 

100.00 

36,514 

100  00 

Syracuse 

Medical 

Hospital 

4,014 

22,486 

15. 14 
84.86 

4,784 

26,131 

15  47 
84.53 

Total 

26,500 

100.00 

30,915 

100.00 

Utica 

Medical 

Hospital 

20,122 

9,750 

67.36 

32.64 

20,594 

10,699 

65  81 
34.  19 

Total 

29,872 

100.00 

31,293 

100.00 

Albany 

Medical 

Hospital 

22,778 

30,066 

38.31 

61.69 

28,921 

39,997 

41.96 

58.04 

Total 

59,444 

100.00 

68,918 

100.00 

Totals 

Medical 

Hospital 

425,573 

533,734 

44.25 

55.75 

515,644 

538,995 

48.49 

51.51 

Combined  Totals 

959,307 

100.00 

1,054,639 

100.09 

June  1,  1949] 
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TABLE  4. — Claim  Data  (Paid  Basis) 

Location  and  Type  of  Contract 

Earned 

Premium 

Income 

Claims 

Per  Cent  of 
Claim  Cost 
to  Earned 
Premium 

Average 
Number  of  Cost  per 

Claims  Claim 

Claim 
Incidence 
per  1,000 
Members 
per  Annum 

New  York 

Surgical  $4,323,145 

Surgical,  In-Hospital  Medical  1,035,442 

General  Medical  643.852 

$3,064,050 

778,189 

325,012 

70.88 

47.58 

50.47 

49,726 

14,038 

25,199 

$61.61 

55.31 

12.89 

70.5 
73.0 
660. 1 

Total 

$(>,002,449 

$4,167,251 

63.11 

88,993 

$46.82 

Buffalo 

Surgical  $ 

Surgical,  In-Hospital  Medical 

711,292 

268,341 

$ 493,260 
169,249 

69.34 

63.07 

16,151 

7,520 

$30.54 

22.50 

140.6 
342.  1 

Total 

$ 

979,633 

$ 662,509 

67 . 62 

23,671 

$27.98 

Syracuse 

Surgical 

Surgical,  Medical 

* 

20,679 

176,727 

* 14,996 

128,352 

72.51 

72.62 

473 

7,027 

$3 1 . 70 

18. 26 

155.5 

450.3 

Total 

$ 

197,406 

$ 143,348 

72.61 

7,500 

$19.  1 1 

U tica 

Surgical  and  Special  Benefits 
Medical  Call  Rider 

* 

681,494 

128,283 

$ 597,299 
45,773 

87.64 

35.68 

21,68.) 

2,37d 

$27 . 55 
19.31 

211.6 
55  9 

Total 

$ 

809,777 

$ 643,072 

79.41 

24,050 

$26.73 

Rochester 

Surgical 

* 

368,545 

* 208,172 

56.48 

5,680 

$36. 65 

99.2 

Albany 

Surgical,  In-Hospital,  Medical  $ 

325,577 

$ 192,652 

59.17 

5,541 

$34.76 

135.7 

Grand  Total 

$9,283,387 

$6,017,004 

64.81 

155,435 

$38.71 

Note:  New  York  does  not  include  earned  premium  income  on  Medical  Expense  Fund  of  New  York  contracts 

TABLE  5. — Comparative  Statement  op  Number  of  Claims,  bt  Contract  for  Years  Ending 

December  31,  1947  and  1948 

Location 

Surgical 

Surgical  and 
In-Hospital 
Medical 

Surgical,  Medical 
(Home,  Office, 
Hospital) 

Medical 
Call  Riders 

Total  Claims 

New  York 
1948 
1947 

49,726 

29,151 

14,068 

5,514 

25,199 

13,903 

88,993 

48,568 

Increase 

Per  cent  of  Increase 

20,575 

70.5 

8,554 
1 55 . 1 

11,296 

81.2 

40,425 

83.2 

Buffalo 

1948 

1947 

16,151 

9.708 

7,520 

21,743 

23,671 

31,451 

Increase 

Per  cent  of  Increase 

6,443 

66.3 

14,223* 

189.1* 

7,780* 

32.8* 

Rochester 

1948 

1947 

5,680 

2,612 

5,680 

2,612 

Increase 

Per  cent  of  Increase 

3,068 
1 17.4 

3,068 

117.4 

Syracuse 

1948 

1947 

473 

134 

7,027 

9,744 

7,500 

9,878 

Increase 

Per  cent  of  Increase 

339 

253.0 

2,717* 

38.6* 

2,378* 

31.7* 

Albany 

1948 

1947 

5,541 

966 

5,541 

966 

Increase 

Per  cent  of  Increase 

4,575 

474.6 

4,575 

474.6 

Utica 

1948 

1947 

21,680 

16,328 

2,370 

1,789 

24,050 

18,117 

Increase 

Per  cent  of  Increase 

5,352 

32.7 

581 

32.4 

5,933 

32.7 

Totals 

1948 

1947 

93,710 

57,933 

27,129 

28,223 

32,226 

23,647 

2,370 

1,789 

155,435 

111,592 

Increase 

Per  cent  of  Increase 

35,777 

61.7 

1,094* 

4.0* 

8,579 

36.2 

581 

32.4 

43,843 

39.2 

Note:  Experience  of  Western  New  York  Medical  Plan,  Inc.,  Buffalo,  includes  claims  under  surgical  and  medical  contract 
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TABLE  6. — Comparative  Statement  op  Claim  Incidence  (Frequency  with  Which  Claims  Occur)* 


Location 

Surgical 

Surgieal  and 
In-Hospital 
Medical 

Surgical,  Medical 
(Home,  Office 
Hospital) 

Medical 
Call  Riders 

New  York 

1948 

70.5 

73.0 

666.1 

1947 

60.7 

65.3 

610.6 

Buffalo 

1948 

140.6 

342. 1 

1947 

124.1 

738.7 

Rochester 

1948 

99.2 

1947 

73.6 

Syracuse 

1948 

155.5 

450.3 

1947 

95.3 

728.6 

Utica 

1948 

211.6 

. . . 

55.9 

1947 

205.8 

72.2 

Albany 

1948 

... 

135.7 

1947 

71.2 

* Per  1,000  participants  per  annum,  by  types  of  contracts  for  years  ending  December  31,  1947  and  1948. 


TABLE  7. — Comparative  Statement  of  Earned  Premium,  Incurred  Claim  and  Administrative  Expenses  for  the 

Years  Ending  December  31,  1947  and  1948 


New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Earned  Premium  Income 
1948 
1947 

$6,618,729 

3,986,028 

$979,634 

830,264 

$809,777 

621,067 

$197,406 

152,488 

$368,545 

223,762 

$325,577 

96,056 

$9,299,668 

5,909,665 

Increase 

$2,632,701 

$149^370 

$188,710 

$ 44,918 

$144,783 

$229,521 

$3,390,003 

Claim  Expense 
1948 
1947 

$4,390,730 

2,320,738 

$686,731 

654,172 

$643,072 

441,359 

$150,239 

102,929 

$253,521 

100,632 

$245,095 

61,725 

$6,369,388 

3,681,555 

Increase 

$2,069,992 

$ 32,559 

$201,713 

$ 47,310 

$152,889 

$183,370 

$2,687,833 

Administrative  Expense 
1948 
1947 

$1,398,534 

847,461 

$ 97,647 
100,846 

$113,644 

84,483 

$ 24,501 
21,736 

$ 56,782 
36,147 

$ 34,804 
14,313 

$1,725,912 

1,104,986 

Increase 

$ 551,073 

$ 3,199* 

$ 29,161 

$ 2,765 

$ 20,635 

$ 20,491 

$ 620,926 

Claim  Expense  Ratio  to  Earned  Prem- 

ium 

1948 

1947 

66.34 

58.22 

70.10 

78.79 

79.40 

71.06 

76. 10 
67.50 

68.78 

45.00 

75.28 

64.25 

68.49 

62.29 

Administrative  Expense  Ratio  to 
Earned  Premium 
1948 
1947 

21.13 

21.26 

9.97 

12.14 

14.03 

13.60 

12.41 

14.25 

15.40 

16.19 

10.69 

14.90 

18.55 

18.69 

* Indicates  a decrease  (Buffalo  Plan). 


TABLE  8. — Comparative  Statement  of  Earned  Premium,  Incurred  Administrative  Expense  per  Contract  and  per 
Member  for  Years  Ending  December  31,  1947  and  1948 


Plan 

Earned 

Per 

Per 

Administrative 

Per 

Per 

Location 
New  York 

Premium 

Contract 

Member 

Expense 

Contract 

Member 

1948 

$6,618,729 

$13.22 

$ 6.71 

$1,398,534 

$2.79 

$1.41 

1947 

3,986,028 

12.34 

6.39 

847,461 

2.62 

1.35 

Buffalo 

$0.68 

1948 

$ 979,634 

$17.50 

$ 6.87 

$ 97,647 

$1.74 

1947 

830,264 

19.31 

7.58 

100,846 

2.34 

0.92 

Utica 

$2.27 

$1.10 

1948 

$ 809,777 

$16.33 

$ 7.90 

$ 113,644 

1947 

621,067 

15.26 

7.53 

84,483 

2.07 

1.02 

Syracuse 

1948 

$ 197,406 

$25.36 

$10.58 

$ 24,501 

$3.14 

$1.31 

1947 

152,488 

25.72 

10.74 

21,736 

3.66 

1.53 

Rochester 

$0.95 

1948 

$ 368,545 

$14.66 

$ 6.22 

$ 56,782 

$2.25 

1947 

223,762 

13.31 

5.66 

36,147 

2.15 

0.91 

Albany 

$1.97 

$0.85 

1948 

$ 325,577 

$18.44 

$ 7.97 

$ 34,804 

1947 

96,056 

16.58 

7.23 

14,313 

2.47 

1.07 

Note:  Mean  average  used  in  determining  contracts  and  membership. 
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LeRoy  Becker,  M.D.,  of  Cobleskill,  died  on  April 
28  of  a heart  attack,  while  working  in  his  garden. 
He  was  eighty  years  of  age.  A graduate  of  Albany 
Medical  College  in  1892,  Dr.  Becker  had  practiced 
medicine  in  Cobleskill  for  more  than  fifty  years. 
He  had  served  as  coroner  of  Schoharie  County  and 
as  physician  at  the  Cobleskill  Central  School.  He 
was  a member  of  the  New  York  State  and  Schoharie 
County  Medical  Societies  and  the  American  Medical 
Association. 

Nathan  Berger,  M.D.,  New  York  City,  died  on 
February  12  at  the  age  of  fifty-seven.  A graduate 
of  the  Long  Island  College  Hospital  in  1917,  he  was 
honorary  assistant  ophthalmologic  surgeon  at  the 
New  York  Eye  and  Ear  Infirmary  and  was  a member 
of  the  New  York  State  and  County  Medical  Soci- 
eties and  the  American  Medical  Association. 

Anson  Holden  Bingham,  M.D.,  seventy,  died  on 
April  22  at  his  home  in  New  York  City.  Dr.  Bing- 
ham was  graduated  from  the  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital  in  1900 
and  interned  at  the  Hahnemann  Hospital  before 
establishing  his  practice  in  New  York  City.  He 
was  orthopedic  surgeon  at  the  Flower  and  Fifth 
Avenue  Hospitals  and  consulting  orthopedic  surgeon 
at  the  Metropolitan  Hospital,  New  York  City;  the 
Yonkers  General  Hospital,  Yonkers,  and  the  Goshen 
Hospital,  Goshen.  A fellow  of  the  American  Col- 
lege of  Surgeons,  Dr.  Bingham  was  a diplomate  of 
the  American  Board  of  Orthopedic  Surgery  and  a 
member  of  the  New  York  State  and  County  Medical 
Societies  and  the  American  Medical  Association. 

Fred  Robert  Driesbach,  M.D.,  of  Dansville,  died 
on  April  25  at  the  Dansville  Memorial  Hospital, 
which  he  had  helped  establish.  He  was  eighty- 
three  years  old.  A graduate  of  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1889, 
Dr.  Driesbach  served  for  forty-seven  years  as 
coroner  of  Livingston  County  and  had  been  a prac- 
ticing physician  for  almost  sixty  years.  He  was 
instrumental  in  founding  the  Dansville  Memorial 
Hospital  in  1920  and  served  as  chief  of  the  medical 
and  surgical  staff  and  president  of  the  board  of 
directors.  In  1948  he  was  elected  president  emer- 
itus. Until  his  retirement  in  1947,  Dr.  Driesbach 
had  also  served  as  surgeon  for  the  Lackawanna 
Railroad.  He  was  one  of  the  oldest  practicing 
physicians  in  New  York  State,  and  his  term  as 
coroner  is  believed  to  have  been  the  longest  served 
by  any  coroner  in  the  State.  He  was  a member  of 
the  New  York  State  and  Livingston  County  Medical 
Societies  and  the  American  Medical  Association. 

Richard  Fleischer,  M.D.,  fifty-eight,  of  New  York 
City,  died  on  May  8 at  Mount  Sinai  Hospital  after  a 
brief  illness.  A native  of  Baireuth,  Germany,  Dr. 
Fleischer  was  educated  at  the  Universities  of  Breslau 
and  Munich,  and  received  his  medical  degree  from 
Erlangen  in  1916.  He  was  in  charge  of  the  obstetric 
hospital  in  Fuerth,  Bavaria,  before  coming  to  this 
country  in  1936.  Dr.  Fleischer  was  associate 
obstetrician  at  Beth  Israel  Hospital,  clinical  assist- 
ant in  gynecology  at  the  Hospital  for  Joint  Dis- 
eases, and  senior  clinical  assistant  in  gynecology  at 
Mount  Sinai  Hospital.  He  was  a member  of  the 
New  York  State  and  County  Medical  Societies  and 
the  American  Medical  Association. 


William  John  Gaudineer,  M.D.,  died  at  his  home 
in  Pelham  Manor  on  May  6 at  the  age  of  ninety- 
three.  A practicing  physician  until  his  retirement 
ten  years  ago,  Dr.  Gaudineer  was  graduated  from 
the  New  York  University  Medical  School  in  1878 
and  was  on  the  staff  of  St.  Luke’s  Hospital,  New 
York  City,  for  more  than  thirty  years. 

Frank  R.  Geyser,  M.D.,  of  Queens,  died  on  April 
29  in  Trenton,  New  Jersey,  of  a heart  attack.  He 
was  sixty-four.  Dr.  Geyser  was  graduated  from  the 
Fordham  University  Medical  School  in  1906  and 
was  formerly  assistant  professor  of  physical  therapy 
there.  During  World  War  I,  he  served  in  the  Army 
Medical  Corps  as  a captain.  He  was  a physician  for 
the  Prudential  Insurance  Company. 

Edgar  James  Gilray,  M.D.,  of  Cuba,  died  on 
March  27  at  the  Cuba  Memorial  Hospital  at  the  age 
of  eighty-three.  He  was  graduated  from  the  Uni- 
versity of  Buffalo  Medical  School  in  1891  and  from 
1895  to  1910  was  medical  superintendent  of  the  Erie 
County  Hospital.  For  ten  years  he  practiced  medi- 
cine in  Alberta,  Canada,  and  in  1920  returned  to 
Cuba  to  open  his  practice  there.  He  was  a member 
of  the  New  York  State  and  Allegany  County  Medical 
Societies  and  the  American  Medical  Association. 

Silas  Farnsworth  Hallock,  M.D.,  eighty-seven, 
died  at  his  home  in  New  York  City  on  April  24. 
He  received  his  medical  degree  from  Western  Re- 
serve University,  Cleveland,  Ohio,  in  1885,  and  for 
many  years  was  associated  with  the  Manhattan  Eye 
and  Ear  Hospital.  Dr.  Hallock  was  a director  of 
the  Physicians’  Home,  and  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
State  and  County  Medical  Societies,  and  the 
American  Medical  Association. 

Abraham  Hymanson,  M.D.,  of  New  York  City, 
died  on  April  24  at  Beth  Israel  Hospital,  at  the  age 
of  eighty-four.  Born  in  Russia,  he  came  to  this 
country  as  a young  man.  After  graduation  from 
City  College,  he  received  his  medical  degree  from  the 
New  York  University  Medical  School  in  1892.  Dr. 
Hymanson  was  a member  of  the  first  intern  class  at 
Beth  Israel  Hospital  and  was  its  oldest  alumnus. 
He  was  consulting  pediatrist  at  Beth  Israel  and 
Beth  David  Hospitals  and  a member  of  the  executive 
committee  of  the  American  Jewish  Physicians  Com- 
mittee. 

Author  of  many  articles  on  medical  subjects,  Dr. 
Hymanson  contributed  several  original  studies  of 
Mongolian  idiocy  in  children.  He  was  an  organizer 
of  the  Eastern  Medical  Society,  formed  forty  years 
ago  for  the  exchange  of  medical  information  among 
physicians  of  the  lower  East  Side,  and  served  for 
many  years  as  vice-president  and  chairman  of  its 
committee  on  ethics.  He  was  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  State 
and  County  Medical  Societies,  and  the  American 
Medical  Association. 

Dwight  Fenn  Johnson,  M.D.,  seventy,  died  on 
April  24  at  his  home  in  Newark,  of  a heart  attack. 
He  received  his  medical  degree  from  Cornell  Uni- 
versity Medical  College  in  1903,  and  interned  at 
Bellevue  Hospital  where  he  served  on  the  staff  until 
1906  when  he  established  private  practice  in  Newark. 
Dr.  Johnson  had  served  for  thirty-seven  years  as 
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health  officer  of  the  town  of  Arcadia  and  was  former 
president  of  the  Wayne  County  Medical  Society. 
During  World  War  II  he  was  chairman  of  the  physi- 
cian classification  board  and  a medical  examiner  for 
the  Selective  Service  Board.  Dr.  Johnson  was  a 
member  of  the  Geneva  Academy  of  Medicine,  the 
American  Academy  of  General  Practice,  the  New 
York  State  and  Wayne  County  Medical  Societies, 
and  the  American  Medical  Association. 

Frederick  William  Lederman,  M.D.,  forty-nine, 
died  on  January  1 in  New  York  City.  He  received 
his  medical  degree  from  the  University  of  Breslau  in 
1925  and  was  clinical  assistant  in  chest  diseases  at 
the  Hospital  for  Joint  Diseases,  New  York  City. 
Dr.  Lederman  was  a member  of  the  New  York 
State  and  County  Medical  Societies  and  the  Amer- 
ican Medical  Association. 

Carl  Esselstyn  McCombs,  M.D.,  of  Chappaqua, 
died  on  May  6 after  a long  illness.  He  was  sixty- 
six  years  old.  A graduate  of  the  Cornell  University 
Medical  College  in  1909,  he  was  a house  surgeon  at 
Harlem  Hospital,  New  York  City,  before  opening  a 
practice  in  Schenectady.  Several  years  later  he  re- 
turned to  New  York  City  and  engaged  in  public 
health  work.  A pioneer  in  public  health  and  welfare 
administration,  Dr.  McCombs  was  a member  of  the 
staff  of  the  Institute  of  Public  Administration  and 
the  author  of  City  Health  Administration , published 
in  1927.  For  many  years  he  was  active  in  the 
American  Public  Health  Association,  the  American 
Hospital  Association,  the  Governmental  Research 
Association,  the  American  Statistical  Association, 
and  the  Public  Health  Association  of  New'  York 
City.  Dr.  McCombs  wras  a former  member  of  the 
Westchester  County  Commission  on  Government. 

Roger  Depew  Mead,  M.D.,  sixty-seven,  of  Endi- 
cott,  died  on  March  31  in  St.  Petersburg,  Florida, 
after  two  years  illness.  Dr.  Mead  was  graduated 
from  the  Syracuse  University  College  of  Medicine  in 
1908  and  opened  his  practice  in  Endicott.  He  had 
served  more  than  fifteen  years  as  area  medical  ex- 
aminer for  the  Civil  Aeronautics  Administration  and 
was  also  an  examiner  for  the  United  States  Civil 
Service  Commission.  In  1948,  Dr.  Mead  was 
honored  by  the  Endicott  Eagle  Lodge  as  an  out- 
standing citizen  because  of  his  long  service  to  the 
community.  A former  president  of  the  staff  of 
Endicott  Ideal  Hospital,  Dr.  Mead  was  a member 
of  the  New  York  State  and  Broome  County  Medical 
Societies,  and  the  American  Medical  Association. 

John  Lawrence  O’Brien,  M.D.,  the  Bronx,  died 
suddenly  of  a heart  attack  on  May  3 while  attending 
the  annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York  at  the  Hotel  Statler,  Buffalo. 
He  was  fifty-one.  Dr.  O’Brien  was  a delegate  from 
the  Bronx  County  Medical  Society.  A graduate 
from  the  Yale  University  Medical  School  in  1924, 
he  was  associate  surgeon  at  St.  Francis  Hospital. 
He  was  former  president  of  the  Bronx  Medical 
Association,  and  chairman  of  the  economics  com- 
mittee of  the  Bronx  County  Medical  Society.  Dr. 
O’Brien  was  a member  of  the  New  York  State  and 
Bronx  County  Medical  Societies  and  the  American 
Medical  Association. 

Paul  E.  Santangelo,  M.D.,  fifty-one,  died  on 
April  25  at  his  home  in  Brooklyn.  He  received  hjs 


medical  degree  from  Fordham  University  in  1921, 
after  his  college  studies  had  been  interrupted  by 
service  in  World  War  I.  Dr.  Santangelo  was  asso- 
ciate surgeon  at  Cumberland  Hospital  and  the 
Brooklyn  Cancer  Institute,  and  associate  attending 
surgeon  at  Prospect  Heights  Hospital,  all  in  Brook- 
lyn. He  was  a member  of  the  New  York  State  and 
Kings  County  Medical  Societies  and  the  American 
Medical  Association. 

Augustus  B.  Santry,  M.D.,  of  Little  Falls,  died  on 
April  23  at  his  home  at  the  age  of  eighty-one.  He 
received  his  medical  degree  from  the  University  of 
Maryland  School  of  Medicine  in  1896  and  had  prac- 
ticed medicine  in  Little  Falls  for  more  than  fifty 
years,  until  his  retirement  in  1946.  Dr.  Santry  had 
been  mayor  of  Little  Falls  in  1908  and  1909  and 
again  from  1932  to  1936.  He  also  served  as  city 
health  officer  for  more  than  twenty  years.  He  was 
a member  of  the  New  York  State  and  Herkimer 
County  Medical  Societies  and  the  American  Medical 
Association. 

Jacob  Silver,  M.D.,  fifty-six,  New  York  City,  died 
on  February  15.  He  received  his  medical  degree 
from  Fordham  University  in  1918. 

Harrison  Greenleaf  Sloat,  M.D.,  a retired  surgeon 
for  the  United  States  Veterans  Administration,  died 
on  April  30  at  his  home  in  Fishkill.  He  was  seventy. 
While  still  a student,  he  joined  the  Navy  during  the 
Spanish-American  War,  and  was  graduated  in  1901 
from  the  New  York  Homeopathic  Medical  College. 
After  internship,  he  joined  the  faculty  of  the  medical 
school  and  later  practiced  in  Glen  Cove,  Long  Island. 
Dur  ing  World  War  I,  Dr.  Sloat  served  overseas  as  a 
captain  in  the  Army  Medical  Corps.  In  1921,  he 
joined  the  Veterans  Administration  and  was  assigned 
to  its  hospital  at  Fort  Lyon,  Colorado.  He  later 
served  at  hospitals  in  Rutland,  Massachusetts,  and 
Aspinwall,  Pennsylvania.  His  last  assignment  was 
at  the  Veterans  Hospital  at  Castle  Point,  where  he 
served  from  1936  until  his  retirement  last  year  after 
twenty-one  years  with  the  V.A. 

Willard  Hamilton  Sweet,  M.D.,  seventy-eight, 
died  on  April  24  at  his  home  in  Peekskill  He  had 
been  a practicing  physician  and  surgeon  for  fifty-five 
years  until  his  retirement  in  1947.  Dr.  Sweet  was 
graduated  from  the  Albany  Medical  College  in  1892 
and  interned  at  St.  Peter’s  Hospital,  Albany,  before 
opening  general  practice  in  Petersburg,  his  birth- 
place. In  1907  he  came  to  Peekskill  and  estab- 
lished his  practice  there.  He  was  a member  of  the 
medical  board  of  the  Peekskill  Hospital.  Dr.  Sweet 
belonged  to  the  New  York  State  and  Westchester 
County  Medical  Societies  and  the  American  Medical 
Association. 

Irving  I.  Weiner,  M.D.,  of  Brooklyn,  died  on 
April  10  at  the  Jewish  Hospital,  Brooklyn,  at  the 
age  of  fifty.  He  received  his  medical  degree  from 
the  New  York  Homeopathic  Medical  College  in  1923 
and  had  a private  practice  in  Brooklyn  before 
World  War  II.  He  served  in  the  Army  Medical 
Corps  from  1942  to  1946,  and  was  a physician  with 
the  Veterans  Administration  branch  office  in  New 
York  City.  Dr.  Weiner  was  a member  of  the 
American  Congress  of  Physical  Medicine,  the  New 
York  State  and  Kings  County  Medical  Societies, 
and  the  American  Medical  Association. 


HOSPITAL  NEWS 


Voluntary  Hospitals  Fiscal  Condition  "Not  Precarious” 


“'"THE  financial  position  of  voluntary  hospitals  is 
not  so  precarious  as  to  warrant  immediate  finan- 
cial assistance  by  the  state,”  a Columbia  University 
professor  declared  in  an  interim  report  submitted  to 
the  State’s  joint  hospital  survey  and  planning  com- 
mission. 

However,  Dr.  Eli  Ginsberg,  associate  professor  of 
economics  in  Columbia’s  School  of  Business,  said 
this  assurance  is  based  on  the  assumption  there  will 
be  no  serious  business  depression  in  1949. 

Dr.  Ginsberg  is  making  a study  of  the  social  and 
economic  aspects  of  hospital  finance  for  Columbia 
University,  under  contract  with  the  State. 

His  interim  report  has  been  accepted  by  the  hos- 
pital survey  and  planning  commission.  The  final  re- 
port is  due  in  September. 

The  study  is  gathering  available  information  on 
the  financial  structure  of  voluntary  hospitals,  ade- 
quacy of  State  hospital  system,  the  “changing  role” 


of  the  hospital  in  the  community,  and  the  ad- 
ministrative and  financial  interrelations  between 
voluntary  groups  and  government. 

The  joint  hospital  survey  and  planning  commis- 
sion was  set  up  by  the  legislature  in  1947  to  inven- 
tory hospital  facilities,  make  a survey  of  hospital 
needs  and  develop  a program  for  hospital  construc- 
tion with  the  use  of  Federal  funds. 

Its  comprehensive  hospital  program  to  meet  de- 
mands for  care  was  outlined  last  year.  It  recognized 
that  the  problem  of  hospital  finance  is  becoming 
critical  because  of  increased  wages,  costs  of  supplies, 
and  mounting  demands  for  effective  but  expensive 
medical  services. 

Last  August  it  contracted  with  Columbia  for  the 
study  which  is  expected  to  show,  among  other 
things,  the  extent  to  which  the  government  must 
give  financial  support  to  hospitals  or  contribute  to 
hospitalization  insurance  programs. 


Broader  Function  of  Hospitals  Cited 


| HPHE  hospitals  can  contribute  effectively  as  health 
F centers  to  a broad  program  of  preventive  medi- 
!'  cine,  providing  a “total  of  services  required  to  main- 
; tain  and  foster  health,”  Dr.  Stanhope  Bayne-Jones, 
president  of  the  joint  administrative  board  of  the 
New  York  Hospital-Cornell  Medical  Center,  told  a 
gathering  of  2,000  physicians  March  28.  He  ad- 
dressed the  opening  general  session  of  the  American 
College  of  Physicians’  annual  meeting  at  the 
Waldorf-Astoria  Hotel,  New  York  City. 

The  functions  of  hospitals,  Dr.  Bayne-Jones  said, 
extend  beyond  the  care  of  the  sick  in  their  in- 
patient and  outpatient  departments.  They  render 
service  not  only  for  the  reconstruction  of  health, 
through  curative  medicine,  but  also  for  the  construc- 
tion and  preservation  of  health,  through  preventive 
medicine. 

“The  realization  that  there  are  early  beginnings  of 
the  chronic  diseases  of  those  over  40  years  of  age — - 
I diseases  increasing  in  frequency  and  importance  with 


the  increasing  age  of  the  population — forces  atten- 
tion to  early  diagnosis  and  preventive  clinical 
medicine,”  Dr.  Bayne-Jones  declared.  Study  and 
work  along  these  lines,  he  added,  “will  occupy  an  in- 
creasing amount  of  time  and  activities  of  the  pro- 
fessional medical  and  nursing  staffs  of  hospitals.” 
Dr.  Bayne-Jones  outlined  the  possibilities  and  re- 
quirements for  future  expansion  and  development  of 
hospitals  as  centers  of  preventive  medicine.  These 
included  the  development  of  diagnostic  clinics  for 
the  examination  of  the  sick  and  the  well;  the  en- 
largement of  consultation  services  for  patients  and 
doctors  of  the  community;  the  development  of 
group  practice  both  within  the  hospital  and  in  con- 
nection with  groups  of  physicans  outside  the  hospi- 
tal; extension  of  hospitial  connections  with  private 
practitioners,  particularly  the  general  practitioner; 
development  of  home-care  programs  with  a base  in 
the  hospital;  education  and  training  in  preventive 
medicine,  and  constant  research. 


Establish  Cardiac  Clinic  at  Medical  Center 


A “WORK  Classification  Unit”  to  determine  the 
type  of  occupations  persons  with  heart  disease 
may  safely  hold  in  business  and  industry  has  been 
set  up  at  the  Cardiac  Clinic  of  the  New  York  Uni- 
versity-Bellevue  Medical  Center.  The  Unit  is  now 
engaged  in  classifying  approximately  1,000  ambula- 
tory patients  having  heart  disease. 

Designed  to  evaluate  the  appropriateness  of  jobs 
held  by  individuals  with  heart  disease  and  to  offer 
guidance  to  those  in  unsuitable  vocations,  the  survey 
will  take  more  than  a year’s  time  for  completion.  It 
will  be  conducted  among  the  outpatients  attending 
the  Bellevue  Hospital  Thursday  Night  (N.Y.U.) 
Cardiac  Clinic. 


The  Survey  is,  according  to  Dr.  Charles  E.  Koss- 
mann,  assistant  professor  of  medicine  at  New  York 
University  College  of  Medicine  and  director  of  the 
Bellevue  Thursday  night  clinic,  “one  of  the  first 
analyses  ever  made  of  the  physical,  mental,  and 
vocational  capacities  of  a large  group  of  individuals 
with  heart  disease,  as  well  as  of  their  needs  for  occu- 
pational readjustments.” 

Dr.  Leonard  Goldwater,  authority  on  industrial 
medicine  and  professor  of  industrial  hygiene  at 
Columbia  University,  is  the  Unit’s  director.  The 
New  York  Heart  Association  is  underwriting  the 
work  financially  and  has  representatives  on  the  scene 
to  collect  and  correlate  nonmedical  material. 
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Statistics  developed  by  the  survey  will  seek  to 
demonstrate  that  it  is  poor  business  to  reject  for  em- 
ployment a talented  and  otherwise  able  candidate  on 
the  grounds  that  he  has  heart  disease.  Within 
reasonable  limits  and  under  medical  supervision  the 
majority  of  persons  who  have  heart  disease  can  safely 
engage  in  regular  occupations,  it  is  contended. 

For  those  patients  who  must  adapt  themselves  to 
new  occupations,  rehabilitation  training  is  offered. 


Physicians  of  the  Center’s  Institute  of  Rehabilitation 
are  in  constant  attendance  at  sessions  of  the  Work 
Classification  Unit  for  the  purpose  of  developing  new 
methods  that  will  enable  cardiac  sufferers  to  extend 
their  earning  capacities. 

The  Bellevue  cardiac  clinic,  in  which  the  work 
classification  survey  is  being  made,  is  the  oldest 
clinic  in  the  country  for  the  care  of  ambulatory 
patients  with  heart  disease. 


NEWS 

Dr.  John  C.  Brady,  Buffalo,  a member  of  the  Erie 
County  Medical  Society,  spoke  on  “The  Evils  of 
Socialized  Medicine”  at  a special  meeting  of  the 
Lockport  Hospital  Guild  held  March  28  in  Lock- 
port.  The  program  was  sponsored  by  the  Hospital 
Guild  with  the  cooperation  of  the  Niagara  County 
Medical  Society  and  its  Auxiliary. 


The  general  practitioner’s  place  on  hospital 
medical  staffs  was  discussed  by  Dr.  Robert  H.  Lowe, 
director  of  Rochester  General  Hospital,  Rochester, 
at  the  twenty-sixth  annual  meeting  of  the  New  Eng- 
land Hospital  Assembly,  held  in  Boston,  Massa- 
chusetts, on  March  30.  The  Rochester  General  Hos- 
pital was  the  first  city  hospital  to  inaugurate  a re- 
fresher training  program  for  general  practitioners 
last  year. 


The  annual  Chest  Conference  of  St.  John’s 
Episcopal  Hospital,  Brooklyn,  was  held  May  21  at 
the  Hospital.  Dr.  Charles  E.  Hamilton  presided  at 
the  morning  session,  which  included  the  following 
program:  “Admission  Miniature  X-ray,”  Dr.  J. 
Mangiardi;  “Pre-  and  Postoperative  Management 
of  Thoracic  Surgery  Patients,”  Dr.  E.  K.  Johnson; 
“The  Right-sided  Approach  to  Carcinoma  of  the 
Esophagus,”  Dr.  Raymond  K.  J.  Luomanen,  and 
“Cancer  of  the  Lung — Methods  of  Diagnosis,”  Dr. 
Alfred  Bicunas.  Dr.  Merrill  M.  Foote  presided  at 
the  afternoon  session,  which  included  “A  Review  of 
1948,”  Dr.  E.  K.  Johnson,  and  the  Bishop  De  Wolfe 
Lecture  on  “Cancer  of  the  Esophagus,”  by  Dr. 
Richard  H.  Sweet,  visiting  surgeon  of  the  Massa- 
chusetts General  Hospital,  Boston,  in  cooperation 
with  the  Brooklyn  Cancer  Committee. 


The  seventh  Bela  Shick  Lecture  was  presented  on 
May  11  in  the  Blumenthal  Auditorium  of  Mount 
Sinai  Hospital,  New  York  City,  under  the  sponsor- 
ship of  the  board  of  trustees  and  the  medical  staff  of 
the  Hospital.  Dr.  Selman  A.  Waksman,  professor  of 
microbiology  at  Rutgers  University,  New  Bruns- 
wick, New  Jersey,  and  microbiologist  at  the  New 
Jersey  Agricultural  Experiment  Station,  spoke  on 
“Searching  for  New  Chemotherapeutic  Agents.” 


Dr.  Alfred  A.  Orans,  Westbury,  was  recently 
added  to  the  medical  staff  of  the  Nassau  Hospital, 


NOTES 

it  was  announced  in  April.  National  Hospital  Day 
was  observed  at  the  hospital  on  May  2 in  a joint 
celebration  marking  the  twenty-fifth  anniversary  of 
the  Women’s  Auxiliary  to  Nassau  Hospital.  During 
the  day,  the  public  was  admitted  for  tours  directed 
by  student  nurses  through  the  hospital. 


A postgraduate  course  in  “Modern  Treatment  of 
Fractures  and  Other  Traumatic  Conditions”  will  be 
held  at  the  Massachusetts  General  Hospital,  Boston, 
from  October  24  to  November  3,  1949,  under  the 
auspices  of  the  Harvard  Medical  School.  Further  in- 
formation may  be  obtained  from  the  Harvard 
Medical  School,  25  Shattuck  Street,  Boston,  Massa- 
chusetts 


Dr.  John  C.  McClintock,  assistant  professor  of 
surgery,  Albany  Medical  College,  and  assistant  at- 
tending surgeon,  Albany  Hospital,  spoke  on  “Social- 
ized Medicine”  before  the  student  and  graduate 
nurses  of  the  Hospital  on  April  19. 


A total  of  7,645  patients  were  admitted  to  St. 
Elizabeth  Hospital,  Utica,  during  1948,  according  to 
the  annual  report  submitted  by  Sister  M.  Regina- 
superintendent.  The  total  number  of  hospital-days 
treatment  was  67,976,  and  the  average  number  of 
patients  treated  each  day  was  162. 


The  regular  meeting  of  the  staff  of  St.  Francis 
Hospital,  Poughkeepsie,  was  held  on  April  4.  Case 
presentations  were  given  by  Drs.  Florence  Gott- 
diener,  R.  T.  Lapidus,  J.  J.  Toomey,  and  Barbara 
Stimson,  and  were  discussed  by  Dr.  F.  A.  Gagan. 


Recent  speakers  at  the  Castle  Point  Veterans 
Hospital  have  included:  May  2 — Dr.  Irving  R. 
Tabershaw,  “Pulmonary  Industrial  Disease,  with 
Special  Emphasis  on  Beryllium  Poisoning,”  and 
May  24 — Dr.  Richard  Donovick,  “Streptomycin 
and  Dihydrostreptomycin.” 

On  May  27,  the  Veterans  Administration  Surgical 
Therapy  Conference  was  held,  with  discussion  on 
“Resection  in  Tuberculosis”  and  “Recent  Advances 
in  the  Surgical  Therapy  of  Pulmonary  Tuberculosis. 


When  attacking  skin  and  wound  infec- 
tions, more  than  half  of  which  “will  be  found 
to  be  due  to  a mixture  of  organisms”,'  the 
effective  agent  is  one  which,  like  streptomycin, 
has  a wide  antibacterial  effect. 

Bristol  Streptomycin  Ointment  makes  pos- 
sible potent  local  action  against  most  gram- 
negative and  many  common  gram-positive 
organisms  (such  as  Staphylococci  and  Strep- 
tococci). Its  bacteria-destructive  and  bacteria- 
inhibitory  effect  is  broader  than  other  topical 
antibiotics.  It  is,  therefore,  effective  against  more 
skin  and  surface  wound  infections. 
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Bristol  Streptomycin  Ointment, demonstrably 
less  sensitizing  than  other  antibiotics  used  topi- 
cally, may  be  employed  with  little  fear  of  local  re- 
action. Adverse  systemic  effects  have  not  been  seen 
following  its  use. 

Bristol  Streptomycin  Ointment  is  indicated 
for  the  treatment  of  wound  and  skin  infections  due 
to  organisms  sensitive  to  streptomycin.  Incorpo- 
rated in  a smooth  water-soluble  base,  it  is  con- 
venient and  pleasant  to  use. 


. 
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Bristol  Streptomycin  Ointment,  containing  5000  micrograms  of 
streptomycin  sulfate  per  gram,  is  available  in  1 oz.  tubes. 


MEDICAL  NEWS 


2,500  Attend  143rd  Annual  Convention  of  State  Society 


WITH  a total  registration  of  almost  2,500,  in- 
cuding  1,609  physicians,  538  guests  including 
medical  students,  interns,  nurses,  and  doctors’ 
wives,  and  335  exhibitors,  the  143rd  annual  conven- 
tion of  the  Medical  Society  of  the  State  of  New  York 
was  held  at  the  Hotel  Statler,  Buffalo,  from  May  2 
through  6,  1949. 

Sessions  of  the  House  of  Delegates  were  held  on 
Monday,  Tuesday,  and  Wednesday,  with  Dr.  Albert 
F.  R.  Andresen,  Brooklyn,  as  speaker.  (A  report  of 
the  proceedings  will  be  published  in  a later  supple- 
mentary issue  of  the  Journal.)  Scientific  sessions 
and  sections  met  during  the  week,  and  scientific  and 
technical  exhibits  were  on  display. 

At  the  annual  elections  held  Wednesday  morning, 
May  4,  Dr.  Carlton  E.  Wertz,  of  Buffalo,  was 
chosen  president-elect  of  the  State  Society.  Dr. 
Wertz  will  serve  for  one  year,  after  which  he  will 
succeed  Dr.  John  J.  Masterson,  of  Brooklyn,  who 
was  installed  as  president.  Dr.  Masterson  suceeds 
Dr.  Leo  F.  Simpson  of  Rochester. 

Dr.  Wertz,  a member  of  the  Council  of  the  State 
Society  for  the  past  five  years,  also  is  chairman  of  the 
State  Society’s  Economics  Committee.  He  is  a 
past-president  of  the  Medical  Society  of  the  County 
of  Erie  and  past-president  of  the  Buffalo  Academy  of 
Medicine.  He  is  a member  of  the  Workmen’s  Com- 
pensation Board  of  the  Erie  County  Medical  Society. 

Other  officers  elected  by  the  House  of  Delegates 
were:  Dr.  James  E.  McAskill  of  Watertown,  vice- 
president;  Dr.  W.  P.  Anderton,  of  New  York  City, 
secretary;  Dr.  Andrew  A.  Eggston  of  Mount  Vernon, 
assistant  secretary;  Dr.  James  R.  Reuling  of  Bay- 
side,  treasurer;  Dr.  Fenwick  Beekman  of  New  York 
City,  assistant  treasurer;  Dr.  Albert  F.  R.  Andresen 
of  Brooklyn,  speaker  of  the  House  of  Delegates,  and 
Dr.  Frederic  W.  Holcomb,  of  Kingston,  vice-speaker 
of  the  House  of  Delegates.  Dr.  William  H.  Ross  of 
Brentwood  was  re-elected  as  a trustee  for  five  years 
and  Dr.  Dan  Mellen  of  Rome  was  re-elected  as  a 
trustee  for  four  years.  Councilors  elected  were:  Dr. 
Theodore  J.  Curphev,  Garden  City;  Dr.  Harold  F. 
R.  Brown,  Buffalo;  Dr.  Elton  R.  Dickson,  Bingham- 
ton; Dr.  Leo  E.  Gibson,  Syracuse;  Dr.  George  C. 
Adie.  New  Rochelle,  and  Dr.  Renato  J.  Azzari, 
Bronx. 

Delegates  to  the  American  Medical  Association 
elected  at  the  annual  meeting  were:  Dr.  Renato  J. 
Azzari,  the  Bronx;  Dr.  Peter  J.  Di  Natale,  Batavia; 
Dr.  Andrew  A.  Eggston,  Mount  Vernon;  Dr. 
Joseph  P.  Henry,  Rochester;  Dr.  J.  Stanley  Ken- 
ney, New  York  City;  Dr.  George  W.  Kosmak,  New 


York  City;  Dr.  John  J.  Masterson,  Brooklyn;  Dr. 
Thomas  A.  McGoldrick,  Brooklyn;  Dr.  Stephen  R. 
Monteith,  Nyaclc;  Dr.  Peter  M.  Murray,  New  York 
City,  and  Dr.  Leo  F.  Simpson,  Rochester. 

Alternate  delegates  elected  were:  Dr.  Samuel  B. 
Burk,  New  York  City;  Dr.  Maurice  J.  Dattelbaum, 
Brooklyn;  Dr.  Thomas  M.  D’Angelo,  Jackson 
Heights;  Dr.  John  L.  Edwards,  Hudson;  Dr. 
Joseph  A.  Geis,  Lake  Placid;  Dr.  Daniel  J.  Mc- 
Auliffe,  Bronx;  Dr.  Madge  C.  L.  McGuinness,  New 
York  City;  Dr.  Scott  Lord  Smith,  Poughkeepsie; 
Dr.  Denver  M.  Vickers,  Cambridge;  Dr.  Thomas  M. 
Watkins,  Potsdam,  and  Dr.  E.  A.  Wolff,  Forest 
Hills. 

Dr.  Edward  T.  Wentworth,  Rochester,  is  the  new 
chairman  of  the  Board  of  Trustees. 

Scientific  papers  which  were  presented  at  the 
meeting  will  be  published,  according  to  sections  and 
sessions,  in  the  New  York  State  Journal  of 
Medicine,  beginning  with  the  July  1 issue. 

Awards  made  for  scientific  and  clinical  research 
exhibits  at  the  convention  include: 

Scientific  Research — Dr.  Nathan  E.  Woodruff, 
Oak  Ridge,  Tennessee,  “Radio  Isotopes”  — first 
award. 

Dr.  Sidney  A.  Gladstone,  New  York  Polyclinic 
Medical  School  and  Hospital,  “Sponge  Biopsy — A 
New  Method  in  Cancer  Diagnosis” — second  award. 

Dr.  Louis  E.  Etter,  Western  State  Psychiatric  In- 
stitute and  Clinic,  Pittsburgh,  Pennsylvania,  “New 
Method  for  Roentgen  and  Anatomic  Study  of  the 
Skull” — honorable  mention. 

Clinical  Research — Dr.  David  Lehr,  New  York 
Medical  College,  “Low  Toxicity  of  Sulfonamide 
Mixtures” — first  award. 

Dr.  Charles  A.  R.  Connor,  American  Heart 
Association,  New  York  City,  “Etiologic  Diagnosis  ol 
Heart  Disease” — second  award. 

Dr.  Charles  LeRoy  Steinberg,  Rochester,  “Gold 
Toxicology  in  Rheumatoid  Arthritis” — honorable 
mention. 

At  the  annual  banquet  held  on  May  4,  Dr.  A.  H. 
Aaron,  Buffalo,  acted  as  toastmaster,  and  addresses 
were  made  by  the  retiring  president,  Dr.  Simpson, 
who  received  the  President’s  Medal  from  Dr.  William 
H.  Ross,  Brentwood,  chairman  of  the  Board  of 
Trustees;  the  incoming  president,  Dr.  Masterson; 
Dr.  Rose  M.  Lenahan,  vice-president  of  the 
Women’s  Medical  Society  of  New  York;  Dr.  Arthur 
D.  Jacques,  New  York  State’s  outstanding  general 
practitioner  for  1948,  and  Dr.  Morris  Fishbein, 
editor  of  the  Journal  of  the  American  Medical 
Association. 


The  Fifty-Year  Veterans 


ONE  hundred  six  members  of  the  Medical  Society 
of  the  State  of  New  York  were  honored  at  the 
143rd  Annual  Meeting  of  the  Society  on  having  com- 
pleted fifty  years  of  practice  in  the  medical  profes- 
sion. Each  physician  was  awarded  a certificate 
commemorating  his  long  period  of  service,  at  the 
Annual  Banquet  on  May  4.  The  Journal  extends 
its  congratulations  to  these  doctors  whose  names  are 
as  follows: 

Lewis  P.  Addoms,  M.D.,  Brooklyn 
Anna  M.  Agnew,  M.D.,  Brooklyn 


George  Everett  Beilby,  M.D.,  Albany 
Lester  Betts,  M.D..  Schenectady 
Louis  J.  Beyer,  M.D.,  Buffalo 
Edgar  Birdsall,  M.D.,  Glens  Falls 
Albert  S.  Blau,  M.D.,  Forest  Hills 
Dominic  G.  Bodkin,  M.D.,  Brooklyn 
Alfred  Bornmann,  M.D.,  Brooklyn 
Frederick  D.  Branch,  M.D.,  Binghamton 
Lewis  Stanley  Budlong,  M.D.,  Watertown 
Trigant  Burrow,  M.D.,  New  York 
Chester  Tupper  Cadwell,  M.D.,  Wassaic 
[Continued  on  page  1342] 
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Stanmore  L.  Cash,  M.D.,  New  York 

William  J.  Cavanaugh,  M.D.,  Poughkeepsie 

Morris  Cinberg,  M.D.,  New  York 

Rufus  Cole,  M.D.,  Mt.  Kisco 

Frantz  A.  Colmers,  M.D.,  New  York 

G.  Worden  Crissey,  M.D.,  Mechanicville 

Robert  E.  De  Ceu,  M.D.,  Buffalo 

John  S.  Dorian,  M.D.,  Brooklyn 

Martin  J.  Downey,  M.D.,  Buffalo 

William  C.  Durrin,  M.D.,  Brooklyn 

David  Edwards,  M.D.,  East  Hampton 

Philip  Eichler,  M.D.,  Bronx 

Barthold  Flesch,  M.D.,  New  York 

Louis  A.  Friedmann,  M.D.,  New  York 

Frederick  S.  George,  M.D.,  Syracuse 

Alexander  Gilligan,  M.D.,  Brooklyn 

Herbert  H.  Glosser,  M.D.,  Buffalo 

John  R.  Graham,  M.D.,  New  York 

Charles  T.  Graham-Rogers,  M.D.,  Brooklyn 

Guy  Granger,  M.D.,  Mayville 

Harry  Greenstein,  M.D.,  Bronx 

Clarence  C.  Guion,  M.D.,  New  Rochelle 

Julius  E.  Haight,  M.D.,  Beacon 

George  Hawley,  M.D.,  Baldwinsville 

Ludwig  N.  Heine,  M.D.,  Richmond  Hill 

Jacob  Heller,  M.D.,  Brooklyn 

Beatrice  M.  Hinkle,  M.D.,  New  York 

Myrtle  A.  Hoag,  M.D.,  Buffalo 

Perry  B.  Hough,  M.D.,  New  Rochelle 

Leo  Jacobi,  M.D.,  New  York 

Dudley  R.  Kathan,  M.D.,  Schenectady 

Frederick  L.  Keays,  M.D.,  Great  Neck 

Moses  Keschner,  M.D.,  New  York 

George  S.  King,  M.D.,  Bayshore 

Morris  Kleinman,  M.D.,  Bronx 

Abraham  Koplowitz,  M.D.,  Brooklyn 

George  W.  Kosmak,  M.D.,  New  York 

Reynold  Kutner,  M.D.,  New  York 

Walter  A.  Leonard,  M.D.,  Cambridge 

Elsie  S.  L’Esperance,  M.D.,  New  York 

Richard  Lewisohn,  M.D.,  New  York 

Ira  W.  Livermore,  M.D.,  Gowanda 

Henry  F.  Mace,  M.D.,  Menands 

George  M.  MacKee,  M.D.,  New  York 

Alexander  Mark,  M.D.,  Elmira 

John  J.  McMahon,  M.D.,  New  York  ( deceased ) 


Fritz  Max  Meter,  M.D.,  Four  Comers 
Edward  Miller,  M.D.,  New  York 
Louis  M.  Mooney,  M.D.,  New  York 
Garry  Mount,  M.D.,  Rochester 
Walter  A.  Mulholland,  M.D.,  Heuvelton 
Bert  Munday,  M.D.,  New  York 
Alban  E.'Munson,  M.D.,  Bronx 
Leon  G.  Ogden,  M.D.,  Holley 
Cornelius  E.  O’Grady,  M.D.,  Bronx 
John  H.  Ohly,  M.D.,  Brooklyn 
Alfred  T.  Osgood,  M.D.,  New  York 
John  R.  Page,  M.D.,  New  York 
Samuel  D.  Piquet,  M.D.,  Mattituck 
Eugene  H.  Pool,  M.D.,  New  York  ( Deceased ) 
Mary  E.  Potter,  M.D.,  Brooklyn 
Willy  Rieser,  M.D..  New  York 
William  Benjamin  Roemer,  M.D.,  Utica 
Abraham  J.  Rongy,  M.D.,  New  York 
Adolph  Rostenberg,  M.D.,  Bronx 
Francis  J.  Ryan,  M.D.,  Syracuse 
Julius  Schiller,  M.D.,  Amsterdam 
Edward  A.  Schweigert,  M.D.,  Buffalo 
Albert  E.  Sellenings,  M.D.,  New  York 
Zelik  Sharfin,  M.D.,  Brooklyn 
Clayton  E.  Shaw,  M.D.,  Hoosick  Falls 
Alfred  E.  Shipley,  M.D.,  Brooklyn 
Walter  A.  Shoales,  M.D.,  Norwich 
Angelo  John  Smith,  M.D.,  Yonkers 
Herbert  B.  Smith,  M.D.,  Corning 
Howard  B.  Snell,  M.D.,  Brooklyn 
John  A.  Spengler,  M.D.,  Geneva 
Shirley  E.  Sprague,  M.D.,  New  York 
Amos  O.  Squire,  M.D.,  Ossining  ( Deceased ) 
Byron  L.  Sweet,  M.D.,  Tarrytown 
John  Harold  Tallman,  M.D.,  Mt.  Vernon 
Jarvis  L.  Thorpe,  M.D.,  Clyde 
Otto  Charles  Thum,  M.D.,  New  York 
George  S.  Towne,  M.D.,  Saratoga 
Albert  E.  Ullman,  M.D.,  Central  Islip 
Jacob  M.  Wallfield,  M.D.,  Brooklyn 
LeRoy  H.  Wardner,  M.D.,  Saranac  Lake 
Leopold  D.  Weiss,  M.D.,  New  York 
Harry  J.  White,  M.D.,  Troy 
Chester  F.  S.  Whitney,  M.D.,  New  York 
Boris  Whynman,  M.D.,  New  York 
Alexander  Wolff,  M.D.,  New  York 
Charles  M.  Woodburn,  M.D.,  Binghamton 


MEDICALLY 

Civilian  Doctors  Sought  for  Panama  Canal 
Zone — Permanent  appointments  for  physicians  in 
the  Civil  Service  now  exist  in  the  Panama  Canal 
Medical  Service,  according  to  an  announcement 
from  the  Office  of  the  Panama  Canal,  Washington, 
D.C. 

Starting  professional  salaries  are  $5,599  and  $6,540 
a year,  with  free  transportation  to  the  Canal  Zone 
provided  for  physicians,  their  families,  and  house- 
hold goods.  In  addition,  doctors  who  receive  ap- 
pointments get  two  months  paid  vacation  (including 
time  lost  by  illness)  and  reduced  fares  on  Panama 
Line  passenger  vessels. 

Requirements  for  professional  medical  positions 
starting  at  $5,599  are  as  follows:  graduation  from 
an  approved  medical  school,  license  to  practice 
medicine  in  a state,  ability  to  pass  a standard 
physical  examination,  and  completion  of  one  year’s 
internship  in  a hospital  approved  by  the  American 
Medical  Association. 


SPEAKING— 

Requirements  for  professional  medical  positions 
starting  at  $6,540  are  the  same  except  that  a min- 
imum of  three  years  of  postinternship  experience  is 
required. 

Physicians  who  are  interested  in  a position  as 
medical  officer  in  the  Panama  Canal  Zone  should 
address  their  applications  to  the  Chief  of  Office,  The 
Panama  Canal,  Washington  25,  D.C.  Applications 
may  also  be  submitted  to  the  U.S.  Civil  Service 
Commission,  Washington  25,  D.C. 

New  York’s  Blue  Cross  Plan  Breaks  Enrollment 
Record — Enrollment  of  275,676  persons  in  Associ- 
ated Hospital  Service,  New  York’s  Blue  Cross 
Plan,  during  the  first  three  months  of  1949,  repre- 
sented the  largest  gain  for  any  calendar  quarter  in 
the  organization’s  history  and  brought  the  total  en- 
rollment to  3,901,997,  it  was  announced  recently  by 
Louis  H.  Pink,  president,  at  the  annual  meeting  of 
[Continued  on  page  1344] 
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the  board  of  directors  held  at  headquarters,  80 
Lexington  Avenue,  New  York  City. 

The  total  enrollment  for  the  first  three  months  of 
1948  was  154,772,  Mr.  Pink  declared. 

Per  Patient  Eye  Care  Cost  in  Great  Britain  60 
Per  Cent  Higher  Than  in  U.S. — In  terms  of  purchas- 
ing power,  the  per  patient  cost  of  eye  care,  including 
professional  fee  and  eyeglasses,  is  approximately  60 
per  cent  higher  in  Great  Britain  under  its  national 
health  service  program  than  in  the  United  States, 
Walter  A.  Stewart,  president,  American  Optical 
Company,  stated  in  a recent  address. 

Reporting  on  eye  care  in  Great  Britain  where  a 
comprehensive  national  health  service  includes  free 
ophthalmic  services  and  spectacles,  Mr.  Stewart  said 
that  even  with  an  increase  in  the  British  population 
receiving  yearly  eye  care,  “England  will  have 
reached  only  the  point  in  general  eye  care  we  arrived 
at  several  years  ago.” 

The  ophthalmic  professions  in  the  United  States, 
he  pointed  out,  “through  their  education,  training, 
and  skill,  have  kept  pace  with  the  ever-increasing 
need  for  eye  care  and  are  in  a position  to  provide  the 
requisite  professional  services.” 

Britain’s  experience  with  free  eye  care  is  partic- 
ularly illuminating  from  an  economic  point  of  view, 
Mr.  Stewart  said,  noting  that  “the  annual  cost  was 
originally  estimated  at  $10,000,000.  The  actual 
cost  for  the  first  year  will  come  close  to  $60,000,000, 
or  600  per  cent  more  than  was  estimated.” 

Israeli  Medical  School  Opens  in  Jerusalem — The 
Hebrew  Uhiversity-Hadassah  Medical  School,  the 
first  medical  school  to  be  established  in  the  new  state 
of  Israel,  will  open  its  doors  May  17,  1949,  as  a joint 
undertaking  of  the  Hebrew  University  and  Hadas- 
sah,  the  Women’s  Zionist  Organization  of  America. 
Until  security  conditions  permit  continuation  of 
construction  on  Mt.  Scopus,  the  site  of  the  present 
400-bed  Rothschild-Hadassah-University  Hospital, 
the  School  will  be  housed  in  four  hospital  units, 
totaling  initially  over  300  beds,  in  the  city  of  Jeru- 
salem proper. 

Advisory  to  the  School  throughout  its  planning 
stage  and  instrumental  in  the  procurement  of  faculty 
and  in  the  placement  of  medical  personnel  for  post- 
graduate study  is  the  Medical  Reference  Board  of 
Hadassah  and  the  Hebrew  University.  A volunteer 
group  of  distinguished  American  physicians,  medical 
administrators,  and  public  health  experts,  the  Med- 
ical Reference  Board  numbers  amongs  its  members 
Dr.  E.  M.  Bluestone,  chairman,  Dr.  Louis  I.  Dublin, 
Dr.  Thomas  D.  Dublin,  Dr.  Harry  Eagle,  Dr. 
Abraham  Flexner,  Dr.  Jonas  S.  Friedenwald,  Dr. 
Jacob  J.  Golub,  Dr.  Maurice  B.  Hexter,  Dr.  William 
A.  Perlzweig,  Dr.  Israel  S.  Wechsler,  Dr.  Charles  F. 
Wilinsky,  and  Dr.  Abel  Wolman. 

Supplement  to  Medical  Fee  Schedule  Adopted — 
Miss  Mary  Donlon,  chairman  of  the  Workmen’s 
Compensation  Board,  recently  announced  that  a 
Supplement  to  the  Medical  Fee  Schedule  had  been 
adopted,  effective  May  1,  1949. 

“The  present  Medical  Fee  Schedule  in  workmen’s 
compensation,  which  became  effective  last  Septem- 
ber 1 and  covers  approximately  one  thousand  items 
of  medical  service  in  the  treatment  of  workmen’s 
compensation  claimants,  was  the  first  complete  re- 
vision in  twelve  years.  Quite  naturally  it  gave  rise 
to  some  inquiries  and  these  the  newly  adopted 
supplement  clarifies,”  Miss  Donlon  explained. 

Copies  of  the  Supplement  will  be  mailed  to  each 
of  the  25,000  physicians  authorized  to  render  med- 
ical care  under  the  Workmen’s  Compensation  Law. 


National  Cancer  Institute  Grants — Grants  of 
$293,452  by  the  National  Cancer  Institute  to  sup- 
port laboratory  and  clinical  research  and  of  $79,853 
for  research  facilities  were  announced  today  by 
Oscar  R.  Ewing,  Federal  Security  Administrator. 
The  grants  were  approved  by  Surgeon  General 
Leonard  A.  Scheele  of  the  U.S.  Public  Health  Service 
following  recommendation  by  the  National  Advisory 
Cancer  Council  and  are  in  addition  to  research 
grants  of  $671,200  announced  on  March  25. 

The  following  New  York  State  institutions  have 
been  awarded  continuation  grants  under  the  recent 
appropriation: 

Cornell  University  Medical  College — $19,000  for 
studies  on  mechanisms  of  resistance  to  cancer  and 
effects  of  tumor  cells  of  an  antibiotic  form,  Asper- 
gillus fumigatus,  under  Dr.  John  G.  Kidd. 

College  of  Physicians  and  Surgeons,  Columbia 
University — $11,000  to  continue  study  on  the  rela- 
tionship of  undifferentiated  epithelium  and  retic- 
ulum in  the  evolution  of  adenocarcinoma  of  stomach 
produced  by  carcinogens,  under  Dr.  Edward  Lee 
Howes. 

Harlem  Hospital — $20,000  for  study  on  an  evalu- 
ation of  the  effects  of  chemotherapeutic  agents  in 
neoplastic  and  associated  virus  diseases,  under  Dr. 
Louis  T.  Wright. 

Death  Rate  Lower  in  First  Quarter  of  1949 — 

There  was  a pronounced  drop  in  the  general  death 
rate  in  the  first  four  months  of  this  year  as  compared 
with  same  period  in  1948,  the  Department  of  Health 
has  announced.  There  were  27,244  deaths  from  all 
causes  in  New  York  City  in  the  first  four  months  of 
1949  giving  a general  death  rate  of  10.2  per  1,000  of 
population  as  against  30,092  deaths  giving  a general 
death  rate  of  11.5  for  the  first  four  months  of  1948. 
This  is  a drop  of  1 1 per  cent. 

In  the  first  four  months  of  this  year  there  were  988 
deaths  attributed  to  pneumonia  against  1,322 
attributed  to  that  disease  in  the  same  period  of  1948, 
probably  because  of  the  mild  weather. 

So  far  this  year  there  have  been  no  deaths  re- 
ported as  caused  by  diphtheria,  measles,  or  scarlet 
fever. 

In  April,  there  were  6,821  deaths  from  all  causes 
giving  a general  death  rate  of  10.2. 

There  were  13,314  births  in  April  (or  an  average  of 
444  a day)  yielding  a birth  rate  of  19.8  per  1,000  of 
population.  Births  in  the  first  four  months  this 
year  totaled  53,005  with  a birth  rate  of  19.8. 

The  April  infant  mortality  rate  was  25.2  per  1,000 
live  births,  somewhat  higher  than  the  previous 
month’s  rate  of  24.6.  The  stillbirth  rate  of  93.4  per 
1,000  live  births  is  somewhat  lower  than  the  March, 
1949  rate  of  97.0. 

Sixteen  maternal  deaths  were  reported  for  the 
month,  with  a rate  of  12.0  per  10,000  live  births. 
This  is  an  increase  over  the  previous  month’s  rate  of 
6.3. 

Chickenpox  cases  continued  at  a high  level  with 
2,597  cases  being  reported  during  the  month. 
Although  there  is  a decrease  from  the  previous 
month’s  high  of  3,065  cases,  this  month’s  total  is  the 
second  highest  in  the  Department’s  history.  There 
were  9,105  chickenpox  cases  reported  for  the  first 
four  months  of  this  year. 

Award-Winning  Army  Film  Available — The  Army 
Medical  Department-Signal  Corps  motion  picture 
entitled,  “Toward  Independence,”  is  available  on  a 
loan  basis  to  all  military  organizations  and  to  any 
nonprofit  civilian  group.  The  film  may  be  obtained 
from  the  nearest  Signal  Corps  Film  Library  or  by 
[Continued  on  page  13461 
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writing  to  the  Public  Information  Officer  in  New 
York  City. 

The  picture  portrays  the  program  for  the  care  of 
paraplegics  as  developed  by  the  Army  Medical  De- 
partment. The  film  details  the  progress  of  a patient 
first  learning  to  move  about  in  his  hospital  bed,  then 
learning  to  use  re-educated  muscles  in  opening  doors, 
climbing  stairs,  and  driving  automobiles,  and  other 
steps  in  his  rehabilitation. 

New  York  City  Doctors  Head  N.Y.U.  College  of 
Medicine  Alumni — Newly  elected  officers  of  the 
Alumni  Association,  New  York  University  College  of 
Medicine,  have  been  announced  by  the  directors  of 
the  University’s  Alumni  Federation. 

Supporting  Dr.  Royal  A.  Schaaf  of  Newark,  New 
Jersey,  the  new  president,  will  be  a slate  including 
Dr.  Sydney  D.  Weston,  Brooklyn,  president-elect, 
who  will  succeed  Dr.  Schaaf  as  president,  and  the 


following  Manhattan  physicians:  Dr.  Walter  Levy, 
vice-president:  Dr.  Richard  M.  Hyman,  secretary, 
and  Dr.  Harold  Brandaleone,  treasurer.  All  those 
elected  assumed  office  May  5 at  a meeting  of  incom- 
ing and  outgoing  Executive  Committees  in  the 
Faculty  Club,  New  York. 

Quarterly  Statistics  of  United  Medical  Service, 
Inc. — Statistics  covering  the  first  three  months  of 
1949  released  recently  by  United  Medical  Service, 
Inc.,  New  York,  were  as  follows: 


Number  of  subscribers: 

Asof  December  31, 1948 1,128,967 

As  of  March  31,  1949 1,294,314 

Paid  for  medical  care  of  U.M.S.  subscribers: 

For  twelve  months  of  1948 $4,390,730 

For  first  three  months,  1949 1,339,118 

(First  three  months,  1948 — $794,357) 
Participating  physicians 16,894 


MEETINGS 

Past 


Middle  Atlantic  States  Regional  Conference 

The  manner  in  which  seven  state  medical  societies 
are  implementing  the  National  Education  Campaign 
of  the  American  Medical  Association  was  the  central 
theme  of  discussion  at  the  Middle  Atlantic  States 
Regional  Conference  on  April  21  in  the  auditorium  of 
the  Philadelphia  County  Medical  Society. 

The  Medical  Society  of  the  State  of  New  York  was 
represented  by  Dr.  J.  Stanley  Kenney,  member  of 
the  executive  committee;  Mr.  Dwight  Anderson, 
director  of  Public  Relations,  and  Thomas  E.  Walsh 
and  Frederick  W.  Miebach  of  the  Public  Relations 
Bureau. 

Reports  on  campaign  activities  were  made  by 
representatives  of  the  state  societies  of  Virginia, 
Maryland,  Delaware,  New  Jersey,  Pennsylvania, 
and  New  York,  and  a special  report  by  Dr.  John  F. 
Conlin  of  the  Massachusetts  society.  In  addition, 
the  conference  was  addressed  by  Dr.  Joseph  S.  Law- 
rence, director  of  the  Washington  office  of  the  A.M.A. 
Mr.  Thomas  Hendricks,  executive  secretary  of  the 
A.M.A.  Council  on  Medical  Service;  Mr.  Thomas 
Holloway,  director  of  the  A.M.A.  Bureau  of  Legal 
Medicine  and  Legislation,  and  Marjorie  Shearon,  of 
Washington,  D.C. 

Medical  Film  Institute  of  the  Association  of 
American  Medical  Colleges 

The  Navy  film,  “Typhus  in  Naples,”  and  two 
other  medical  motion  pictures  were  shown  at  the 
opening  of  the  Medical  Film  Institute  of  the  Asso- 
ciation of  American  Medical  Colleges  on  April  28 
at  the  New  York  Academy  of  Medicine.  The  pro- 
gram also  included  an  illustrated  talk,  entitled 
“Blueprint  for  Medical  Television.” 

Conference  on  Law,  Medicine,  and  the  Unstable 
Family 

A Conference  on  Law,  Medicine,  and  the  Unstable 
Family  was  held  on  April  29  at  the  New  York  Acad- 
emy of  Medicine  under  the  joint  sponsorship  of  the 
Academy  and  the  New  York  County  Lawyers’  As- 
sociation. Speakers  Included  Dr.  Benjamin  P.  Wat- 
son, president  of  the  New  York  Academy  of  Medi- 
cine, and  Mr.  I.  Howard  Lehman,  president  of  the 
County  Lawyers’  Association,  also  Drs.  Abraham 
Stone,  Herbert  B.  Wilcox,  Jr.,  Iago  Galdston,  and 
Lawson  G.  Lowrey. 


State  Charities  Aid  Association 

Midcentury  review  of  aims  and  gains  in  public 
health  and  public  welfare  in  the  State  was  the  theme 
of  the  annual  conference  of  the  State  Committee  on 
Tuberculosis  and  Public  Health  of  the  State  Chari- 
ties Aid  Association  in  New  York  City,  May  10  and 
11. 

Public  sessions  featured  the  status  o/  tubercu- 
losis control  at  the  midcentury,  venereal  disease  con- 
trol progress,  public  health  and  public  welfare  rela- 
tionships, how  to  interest  young  men  and  women  in 
public  health  careers,  and  a session  on  heart  disease. 

New  York  Psychoanalytic  Society 

Dr.  Isidor  Silbermann  was  the  featured  speaker  at 
the  May  17  meeting  of  the  New  York  Psychoanaly- 
tic Society.  Dr.  Silbermann  spoke  on  “To  the  Psy- 
chology of  Menstruation,”  dealing  with  some  psy- 
chologic aspects  of  menstruation. 

New  York  Council  of  Surgeons 

Meetings  of  the  New  York  Council  of  Surgeons 
were  held  on  May  10  and  17.  On  May  10,  Dr. 
Charles  W.  Frank,  Bronx  Hospital,  spoke  on  “Ob- 
stetrical Difficulties,”  and  on  May  17,  Dr.  Howard 
B.  Shookoff,  physician  in  charge,  Tropical  Diagnos- 
tic Service,  New  York  City  Department  of  Health, 
gave  a talk  on  “Diagnosis  and  Treatment  of  Com- 
mon Parasitic  Diseases.” 

Association  for  the  Advancement 
of  Psychotherapy 

“Disturbances  in  Acculturation”  was  the  subject 
of  a lecture  given  by  Dr.  Benjamin  Wolman,  of  Tel 
Aviv,  Israel,  at  a meeting  of  the  Association  for  the 
Advancement  of  Psychotherapy  on  May  20. 

New  York  State  Society  of  Medical  Technologists 

The  New  York  State  Society  of  Medical  Technolo- 
gists held  its  second  annual  seminar  under  the  aus- 
pices of  the  Metropolitan  branch  of  the  Society  on 
May  21  and  22  in  New  York  City.  Among  the 
speakers  were  Dr.  Andrew  Eggston,  Dr.  Ralph  Still- 
man, Dr.  Joseph  Goldzieher,  Dr.  George  Papanico- 
laou, Dr.  William  Singer,  Dr.  Bret  Ratner,  Dr.  S. 
Utrecht,  and  Dr.  Philip  Levine. 

[Continued  on  page  1348] 
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Cancer  Teaching  Day 

Under  the  auspices  of  the  Albany  County  and 
New  York  State  Medical  Societies,  Albany  Medical 
College,  the  Third  District  Branch  of  the  State  Med- 
ical Society,  and  the  New  York  State  Department  of 
Health,  Bureau  of  Cancer  Control,  a Cancer  Teach- 
ing Day  was  presented  in  Albany  on  May  25.  Among 


those  addressing  the  meeting  were  Dr.  Harry  S.  N. 
Greene,  Yale  University  School  of  Medicine,  who 
spoke  on  “The  Biological  Differentiation  of  Malig- 
nant Tumors”;  Dr.  Harold  W.  Dargeon,  Memorial 
Hospital,  New  York  City,  on  “Cancer  in  Child* 
hood”;  and  Dr.  George  T.  Pack,  Cornell  University 
Medical  College,  on  “The  Diagnosis  and  Treatment 
of  Sarcomas  of  the  Soft  Parts.” 


Future 


American  College  of  Chest  Physicians 

From  June  2 through  5 the  fifteenth  annual  meet- 
ing of  the  American  College  of  Chest  Physicians  will 
be  held  at  the  Ambassador  Hotel,  Atlantic  City,  New 
Jersey.  The  scientific  assembly  will  begin  at  9:00 
a.m.  June  3 and  will  continue  through  June  5.  It 
will  include  round-table  luncheons,  an  x-ray  confer- 
ence, and  two  new  features,  a motion  picture  session 
devoted  to  diseases  of  the  chest  and  at  the  end  of 
each  scientific  session  a ten-minute  critical  resume 
concerning  the  recent  developments  in  various  as- 
pects of  chest  diseases. 

American  Otorhinologic  Society  for  the  Advance- 
ment of  Plastic  and  Reconstructive  Surgery 

A stated  meeting  of  the  American  Otorhinologic 
Society  for  the  Advancement  of  Plastic  and  Recon- 
structive Surgery  will  be  held  June  6 at  Chalfonte- 
Haddon  Hall,  Atlantic  City,  New  Jersey,  A dinner 
will  be  held  at  6:00  p.m.  in  honor  of  Dr.  Westley  M. 
Hunt,  New  York,  honorary  fellow,  and  will  be  fol- 
lowed by  the  scientific  session.  Speakers  will  be  Dr. 
Herbert  Conway,  Cornell  University  Medical  Col- 


lege; Dr.  Harry  E.  Ehrlich,  Mount  Sinai  Hospital, 
and  Dr.  Irving  B.  Goldman.  Their  topics  wall  be, 
respectively,  “Reconstruction  for  Congenital,  Post- 
traumatic,  and  Postneoplastic  Deformities  of  the 
External  Ear,”  “Plastic  Surgical  Considerations  in 
the  Treatment  of  Cancer  of  the  Lip,”  and  “Presen- 
tation of  New  Instruments — A New  Nasal  Splint.” 

American  Neurological  Association 

The  annual  meeting  of  the  American  Neurological 
Association  will  be  held  in  Atlantic  City,  New  Jersey, 
June  13,  14,  and  15  with  headquarters  at  Chalfonte- 
Haddon  Hall. 

Annual  Conference  of  Health  Officers  and  Public 
Health  Nurses 

The  forty-fifth  annual  Conference  of  Health  Of- 
ficers and  Public  Health  Nurses  will  be  held  in  Lake 
Placid,  New  York,  June  20  to  23.  The  Association 
of  School  Physicians  will  hold  its  annual  meeting  the 
opening  day  in  conjunction  with  the  general  confer- 
ence of  public  health  administrators. 


PERSONALITIES 


Honored 

For  completion  of  fifty  years  in  the  practice  of 
medicine,  Dr.  Anthony  Bassler,  founder  and  past- 
president  of  the  National  Gastroenterological  Asso- 
ciation, at  a testimonial  dinner  on  May  1 . . . Dr. 
Louis  H.  Bauer,  past-president  of  the  New  York 
State  Medical  Society,  received  the  Nassau  Daily 
Review-Star  Award  for  1949  for  distinguished  service 
to  the  community  and  to  society.  The  award  was 
presented  at  the  annual  award  dinner  on  May  18  by 
Dr.  R.  L.  Sesenich,  president,  American  Medical 
Association. 

Elected 

Dr.  Samuel  Farrar  Kelley,  assistant  professor  o 
clinical  surgery  (otolaryngology),  Cornell  University 
Medical  College,  as  president  of  the  American  Oto- 
rhinologic Society  for  the  Advancement  of  Plastic 
and  Reconstructive  Surgery  . . . Dr.  Victor  F.  Lief, 
Far  Rockaway,  as  a fellow  of  the  American  College 
of  Physicians. 

Appointed 

Dr.  George  P.  Berry,  associate  dean  of  the  Univer- 
sity of  Rochester,  School  of  Medicine  and  Dentistry, 
as  dean  of  the  Harvard  Medical  School  . . . Dr.  S. 
Bernard  Wortis,  chairman  of  the  department  of  psy- 
chiatry, New  York  University  Medical  College,  to 
the  National  Advisory  Mental  Health  Council. 

Retired 

Dr.  Edwin  P.  Kolb,  as  superintendent  of  the 
Suffolk  Sanatorium,  Holtsville,  a position  he  had 


held  for  the  last  thirty-three  years.  He  will  be  suc- 
ceeded by  Dr.  Cecil  Schultz,  superintendent  of  the 
Orange  County  Sanatorium  at  Newburg. 

Speakers 

Dr.  Merol  E.  Briekner,  chairman  of  the  cancer 
committee  of  the  Fulton  County  Medical  Society,  at 
a luncheon  meeting  of  the  Gloversville  Lions  Club  on 
April  6 ...  At  the  annual  meeting  of  the  National 
Tuberculosis  Association,  in  Detroit  during  the  first 
week  in  May,  Dr.  J.  Maxwell  Chamberlain,  associ- 
ate visiting  surgeon,  Bellevue  Hospital,  and  Dr. 
Herbert  R.  Edwards,  executive  director  of  the  New 
York  Tuberculosis  and  Health  Association  . . . Dr. 
Arthur  Davis,  secretary  of  the  Warren  County  Med- 
ical Society,  on  compulsory  health  insurance  at  a 
meeting  of  St.  Anne’s  Sodality  in  Glens  Falls  on 
March  30  . . . Dr.  Nathan  C.  Foot,  New  York,  on 
“Limitations  and  Pitfalls  of  Cytologic  Diagnosis 
from  the  Clinical  Standpoint”  at  the  annual  meeting 
of  the  Illinois  State  Medical  Society  on  May  16  . . . 
At  a meeting  of  the  Association  for  the  Help  of  Re- 
tarded Children  on  April  29,  Dr.  Arthur  N.  Foxe, 
New  York  City  . . . Dr.  Louis  C.  Kress,  director  of 
Roswell  Park  Memorial  Institute,  at  the  fifth  annual 
convention  of  the  Buffalo  Branch  of  the  New  York 
State  Society  of  Medical  Masseurs  on  May  2 and  at 
the  joint  meeting  of  the  Niagara  County  exchange 
clubs  on  March  30  . . . Dr.  Nathaniel  Kwit,  New 
York  City,  on  “Rheumatic  Fever  and  the  Impor- 
tance of  Establishing  Cardiac  Clinics”  at  a meeting 
of  the  Westchester  League  for  Cardiac  Children  on 
April  11 . . . Dr.  Robert  C.  Peale,  Olean,  representing 
[Continued  on  page  1350] 
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the  Cattaraugus  County  Medical  Society,  in  a dis- 
cussion on  socialized  medicine  at  a meeting  of  the 
Cattaraugus  County  Republican  Club  on  April  5 . . . 
Dr.  Frederick  Reiss,  associate  clinical  professor  of 
dermatology  and  syphilology,  New  York  University- 
Bellevue  Medical  Center,  has  been  invited  by  the 
U.S.  Military  Government,  Office  of  Higher  Educa- 
tion, to  deliver  a series  of  lectures  on  recent  advances 
in  dermatology  and  mycology  at  the  Department  of 
Dermatology,  Free  University  of  Berlin,  Germany, 
during  the  month  of  July  . . . Dr.  Harold  Warnock, 
deputy  health  officer,  Rochester  Health  Bureau,  and 
Dr.  Maurice  Barnard,  president,  board  of  directors, 


Genesee  Valley  Medical  Care,  Inc.,  on  March  30  at 
a meeting  of  the  Rochester  Kiwanis  Club  . . . Dr. 
Edward  G.  Winkler,  professor  of  obstetrics  and  gyne- 
cology, University  of  Buffalo,  School  of  Medicine, 
April  10,  on  “Modern  Trends  in  Obstetrics”  as  the 
last  of  a series  of  six  lectures  presented  by  the  Univer- 
sity as  a community  service. 

New  Offices 

Dr.  Samuel  Lerman,  general  practice,  in  associa- 
tion with  Dr.  E.  S.  Webster  in  Friendship  . . . Dr. 
Carver  Livingston,  Sag  Harbor,  to  join  the  staff  of 
Southampton  Clinic.  ..Dr.  Leon  M.  Roe,  relocation 
of  offices  from  Canisteo  to  Hornell. 


COUNTY  NEWS 


Cayuga  County 

A meeting  of  the  Cayuga  County  Medical  Society 
will  be  held  on  June  16  at  7:00  p.m.  at  the  Owasco 
Country  Club,  Auburn.  The  speaker  will  be  Dr. 
Harold  G.  Wolff,  associate  professor  of  psychiatry, 
Cornell  University  Medical  College.  Dr.  Wolff’s 
topic  will  be  “Headache.”  This  is  a program  of 
postgraduate  instruction  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  in  cooper- 
ation with  the  New  York  State  Department  of 
Health. 

Chemung  County 

Dr.  Louis  C.  Kress,  director  of  Roswell  Park  Me- 
morial Institute,  spoke  at  an  open  meeting  on  April  19, 
arranged  by  the  Chemung  County  Chapter  of  the 
Field  Army  of  the  American  Cancer  Society  and  the 
Chemung  County  Medical  Society.  Dr.  Morris 
Dreyfuss,  Elmira,  and  Dr.  C.  Eugene  Erway,  Ba- 
tavia, also  spoke  at  meetings  arranged  by  the  Field 
Army  on  April  9 and  12,  respectively. 

Dutchess  County 

Members  of  the  Dutchess  County  Medical  Society 
heard  Dr.  John  J.  Moorhead  speak  on  the  “Treat- 
ment of  Fractures  of  the  Surgical  Neck  of  the  Hu- 
merus” at  a meeting  on  May  11  at  the  Hudson  River 
State  Hospital  Pavilion.  An  informal  dinner  pre- 
ceded the  meeting. 

Jefferson  County 

Dr.  Jacob  A.  Mishkin,  Watertown,  was  elected 
president  of  the  newly  formed  Jefferson  County 
Academy  of  General  Practice  at  a meeting  of  the 
Academy  held  on  March  24.  Other  officers  elected 
were  Dr.  George  S.  Nellis,  Watertown,  vice-presi- 
dent; Dr.  Bennie  Mecklin,  Watertown,  secretary, 
and  Dr.  Arnold  J.  Lee,  Carthage,  treasurer.  In  ad- 
dition to  electing  officers,  the  Academy  formally 
adopted  its  charter  and  constitution  and  bylaws. 

Kings  County 

New  officers  of  the  Pediatric  Section  of  the  Medi- 
cal Society  of  the  County  of  Kings  and  the  Brooklyn 
Academy  of  Medicine  were  announced  recently  as 
follows:  Dr.  Samuel  Silber,  president,  Dr.  Jacob 
Rosenblum,  vice-president.  Dr.  Jacob  J.  Lichter- 
man,  secretary,  and  Dr.  Irving  Weinstock,  treasurer. 


A stated  meeting  of  the  Physicians  Guild  of  Kings 
County  was  held  on  May  10.  The  date  of  the  an- 
nual dinner  of  the  Guild  has  been  set  for  June  14. 


Livingston  County 

At  the  March  meeting  of  the  Livingston  County 
Medical  Society,  Dr.  George  E.  Lynch,  Avon,  was 
elected  president.  Also  named  were  Dr.  Anderson 
V.  Vickers,  Mt.  Morris,  vice-president,  and  Dr. 
Roger  Hemphill,  Mt.  Morris,  secretary-treasurer. 

Monroe  County 

Dr.  John  H.  McGavern,  Honeoye  Falls,  president, 
reported  on  the  first  assembly  of  the  American  Acad- 
emy of  General  Practice,  held  in  Cincinnati  in  early' 
March,  at  the  meeting  of  the  Rochester  regional 
chapter  of  the  Academy.  Other  delegates  to  the 
Cincinnati  meeting  who  spoke  at  the  Rochester 
meeting  were  Dr.  William  Kober,  Lima;  Dr.  Charles 
Newton,  Geneseo;  Dr.  Gerald  McQuire,  Webster; 
Dr.  Niles  G.  Madsen,  Honeoye  Falls,  and  Dr.  Gerald 
Manley  of  Geneseo. 

Niagara  County 

A regular  monthly  meeting  of  the  Niagara  County 
Medical  Society  was  held  on  May  10.  The  featured 
speaker  was  Dr.  Henry  Stillman,  Veterans  Adminis- 
tration, Buffalo,  who  gave  a talk  on  “Changes  in  the 
Administration  of  the  Medical  Aspects  of  Veterans 
Administration .’  ’ 

On  June  14  a dinner  will  be  held  by  the  Society  to 
honor  the  physicians  of  Niagara  County  who  have 
practiced  fifty  years  or  more.  The  dinner  will  also 
be  in  honor  of  Dr.  William  Hodge  of  Niagara  Falls 
who  has  completed  his  sixtieth  year  in  the  practice 
of  medicine. 

Onondaga  County 

Speakers  at  recent  meetings  of  the  Onondaga 
County  Medical  Society'  were  as  follows: 

April  5 — Dr.  Alfred  W.  Doust  on  the  topic,  “Con- 
servation of  Hearing  Program  in  Syracuse,”  and  Dr. 
John  R.  Myers,  on  “The  Rationales  of  Present-Day 
Treatment  of  Sinusitis.” 

May  10 — Dr.  James  L.  Wilson,  professor  of  pediat- 
rics, School  of  Medicine,  University  of  Michigan,  on 
“Progress  in  Treatment  of  Infections  in  Infancy  and 
Childhood.” 


On  May  19  a meeting  of  the  Utica  Academy  of 
Medicine  was  held.  “The  Physiological  Principles 
in  the  Treatment  of  Renal  Diseases”  was  the  subject 
of  a lecture  delivered  by  Dr.  Arthur  C.  Corcoran, 
Cleveland  Clinic. 

Oneida  County 

Members  of  the  Oneida  County  Medical  Society 
[Continued  on  page  1352) 
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SENATOR 


HOTEL 


SOUTH  CAROLINA  AVENUE 
JUST  OFF  BOARDWALK 


ATLANTIC  CITY,  N.  J. 


INTRODUCES 

Its  New  Scientific 
Sun  Room 

Providing  the  Benefits 
of  Synthetic  Sunlight 


All  member!  of  the  medical  profession  are  cordially  invited  to  inspect  this  new 
room  and  to  visit  our  exhibit  in  Booth  D-7  at  Convention  Hall  during  the  A.M.A. 
Convention  in  June. 


THIS  first  commercial  installa- 
tion of  its  kind  combines — under 
glass  roof  and  walls — infrared 
heat  lamps,  a new  type  of  ultra- 
violet mercury  arc,  and  R.  S.  re- 
flector sunlamps  to  duplicate  the 
light,  both  infrared  and  ultraviolet, 
that  produces  the  radiant  warmth 
and  benefit  of  natural  sunshine. 


Ideal  for  post-operative  recuper- 
ation and  convalescence. 


ORLO  A.  BARTHOLOMEW,  President.  EUGENE  C.  ANE,  Manager. 

Telephone  Atlantic  City  5-2206 


for  RELIEF  of 

constipation 
without 
catharsis 


THE  ARLINGTON 
CHEMICAL  COMPANY 


I1E0-(ULT0I 

CowecZatc 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored  — restores  normal  intestinal  flora  and  normal 
colonic  function  without  griping,  flatulence,  diarrheic 
movements— gently  lubricates  without  leakage.  Jars 
containing  6 oz. 


YONKERS  1,  NEW  YORK 
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heard  Drs.  Lester  C.  B.  Spier,  G.  A.  Smart,  and  Mon- 
roe A.  Mclver  speak  at  a meeting  of  the  Society  on 
April  12.  A dinner  preceded  the  meeting. 

Ontario  County 

Dr.  Gustav  Selbach  addressed  the  members  of  the 
Canandaigua  Medical  Society  at  a dinner  meeting  on 
April  1 at  the  Hotel  Canandaigua. 


A meeting  of  the  Geneva  Academy  of  Medicine 
was  held  on  May  19  when  Dr.  E.  Joseph  Delmonico, 
professor  of  anesthesiology,  Syracuse  University 
College  of  Medicine,  addressed  the  members  on  “Re- 
cent Advances  in  Anesthesia.”  The  program  was 
postgraduate  instruction  arranged  by  the  Medical 
Society  of  the  State  of  New  York  with  the  coopera- 
tion of  the  New  York  State  Department  of  Health. 

Queens  County 

A Teaching  Day  on  Cardiovascular  Diseases  was 
presented  on  May  13  under  the  auspices  of  the 
Queens  County  Medical  Society,  the  New  York 
State  Medical  Society,  and  the  New  York  City  and 
State  Departments  of  Health.  The  program  in- 
cluded the  following  scientific  papers: 

“Heart  Disease  and  Pregnancy — Medical  As- 
pects”—Dr.  Edwin  P.  Maynard,  Jr.,  Long  Island 
College  of  Medicine. 

“Heart  Disease  and  Pregnancy — Obstetrical  As- 
pects”— Dr.  J.  Thornton  Wallace,  Long  Island  Col- 
lege of  Medicine. 

“Current  Concepts  of  the  Pathological  Physiology 
of  Congestive  Heart  Failure — Basis  for  Manage- 
ment”— Dr.  Ludwig  W.  Eichna,  New  York  Univer- 
sity College  of  Medicine. 

“Congenital  Heart  Disease — Diagnosis,  Manage- 
ment, and  Surgical  Relief” — Dr.  David  G.  Greene, 
University  of  Buffalo  School  of  Medicine. 

“Rheumatic  Heart  Disease” — Dr.  Leo  M.  Taran, 
St.  Francis  Sanatorium  for  Cardiac  Children. 

“The  Use  of  Anticoagulants  in  Cardiovascular 
Diseases”— Dr.  William  T.  Foley,  Cornell  University 
Medical  College. 


At  a meeting  of  the  Rockaway  Medical  Society 
during  March,  Dr.  Burrill  Crohn,  Mount  Sinai  Hos- 
pital, spoke  on  “Recent  Advances  in  the  Treatment 
of  Diseases  of  the  Gastrointestinal  Tract.” 

Richmond  County 

A meeting  of  the  Richmond  County  Medical  So- 
ciety was  held  on  May  1 1 at  the  Atlantic  Inn,  Grant 
City,  Staten  Island. 

Saratoga  County 

Members  of  the  Saratoga  County  Medical  Soci- 
ety met  jointly  with  the  Saratoga  County  Dental 
Society  and  with  the  County  Bar  Association  on 
April  7 when  socialized  medicine  was  discussed. 
Following  the  joint  meeting  the  County  Medical 
Society  adjourned  to  hold  its  own  business  session. 

Schenectady  County 

A panel  discussion  on  the  proposed  county  health 
unit  in  Schenectady  took  place  during  a meeting  of 
the  Schenectady  County  Medical  Society  on  April  5. 
Dr.  Stuart  F.  MacMillan,  president  of  the  Society, 
presided,  and  Dr.  Malcolm  A.  Bouton,  city  health 
commissioner,  was  among  the  discussants. 


The  orchestra  of  the  Schenectady  County  Medical 
Society  gave  a concert  for  the  Scotia  Rotary  Club  on 
March  29  under  the  direction  of  Dr.  D.  Glen  Smith. 

Steuben  County 

The  spring  meeting  of  the  Steuben  County  Medi- 
cal Society  was  held  at  the  Baron  Steuben  Hotel, 
Corning,  on  April  14.  Dr.  Joseph  Godfrey,  instruc- 
tor in  orthopedic  surgery  at  the  University  of  Buf- 
falo, School  of  Medicine,  gave  a talk  on  “Manage- 
ment of  Everyday  Fractures.” 

Suffolk  County 

A lecture  on  “Physical  Treatment  in  Psychiatric 
Diseases”  was  given  at  the  April  27  meeting  of  the 
Suffolk  County  Medical  Society.  A dinner  and 
business  meeting  followed  the  scientific  session. 


ANNOUNCEMENT 

The  National  Committee  for  Chile  is  now  receiving  gifts  for  the  Library  of  the 
Medical  School  of  the  University  of  Chile  at  its  new  collection  center  in  the  Library 
of  Congress,  Washington.  The  newer  materials  in  the  Library,  including  periodi- 
cals, books,  and  reference  materials,  were  totally  destroyed  in  the  recent  fire. 
Medical  periodicals  of  the  last  ten  years  and  recent  medical  books  are  urgently 
needed.  Your  contribution  will  be  appreciated. 

National  Committee  for  Chile,  Room  318, 

Library  of  Congress,  Washington  D.C. 
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FALKIRK 

i IN  THE 

j^l'INTERPINES’ 

R A M A P 0 S 

Goshen,  N.  Y. 

A sanitarium  devoted  exclusively  to 

Phone 

the  individual  treatment  of  MENTAL 

CASES.  Falkirk  has  been  recom- 

Ethical — Reliable — Scientific 

mended  by  the  members  of  the  medi- 

Disorders  of  the  Nervous  System 

cal  profession  for  half  a century. 

BEAUTIFUL— QUIET— HOMELIKE 

Literature  on  Request 

Write  for  Booklet 

ESTABLISHED  1889 

FREDERICK  W.  SEWARD,  M.D.,  Director 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 

CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 

for  making 

WET  DRESSINGS 

LIKE  BUROW'S  solution 


mWO-SOL  TRBLETS 

rrM ckit  of  BASIC  ALUMINUM  ACE 


patented 
form 

i»hr  j | y-juu  **■«—  — 

Br..f„KC,PAL  ,NM««NT  OF  .W.C  „„p- 

astringent  and  antiphlog  ...  For  rapid  healing 

^a^:  treeXe9ni 

by  their  antipruritic,  deco  q ACCEPTE^_BYJJ • S.  ARMY  &, 


STANDARD  PHARMACIUTICAL  CO..  INC.,  1123  Broadway,  New  York 


[Manufacturers 
1 of 

NUCARPON  ® 

Compound 

Charcoal 


BUY  SAVINGS  BONDS 

“ Price  Is  a Relative  Term  . . . 

Quality  Always  a Concrete  Fad ” 


All  Ingredients  U.  S.  P. 


— INDICATIONS  — 

Head  Colds  Sun  Burn 

Sinusitis  Chafing 

Diaper  Rash  Minor  Cuts 

A preparation  Having  Many  Uses 
and  Recommended  by  the  Medical 
Profession  for  over  35  Years ! 

Samples  will  be  sent  upon  request. 


BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.Y.  Acknowledgment  of  receipt  will  be  made  in  these  oolumns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


RECEIVED 


Experimental  Immunochemistry.  By  Elvin  A. 
Rabat,  Ph.D.,  and  Manfred  M.  Mayer,  Ph.D. 
Octavo  of  567  pages,  illustrated.  Springfield,  111. 
Charles  C Thomas,  1948.  Cloth,  $8.75. 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1948.  Index  1946- 
1948.  Published  Bi-Monthly  (six  numbers  a year). 
Cloth,  $16.00  net;  Paper,  $12  net. 

The  1948  Year  Book  of  General  Medicine. 
Edited  by  Paul  B.  Beeson,  M.D.,  J.  Burns  Amber- 
son,  M.D.,  George  R.  Minot,  M.D  et  al.  Duo- 
decimo of  821  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1948.  Cloth,  $4.50. 

Hope  in  Heart  Disease.  The  Story  of  Louis 
Faugeres  Bishop,  M.D.  By  Ruth  V.  Bennett. 
Octavo  of  307  pages,  illustrated.  Philadelphia, 
Dorrance  & Co.,  1948.  Cloth,  $3.00. 

The  Literature  on  Streptomycin  1944-1948. 
By  Selman  A.  Waksman,  Ph.D.  Octavo  of  112 
pages.  New  Brunswick,  Rutgers  University  Press, 
1948.  Cloth,  $3.00. 

Formulary  Bellevue  Hospital.  By  Bellevue  Hos- 
pital Committee  on  Drugs  and  Formulary.  Octavo 
of  73  pages.  New  York,  The  New  York  Physician , 
1948.  Paper,  $1.75. 

For  Americans  Only.  By  Samuel  B.  Pettengill 
and  Paul  C.  Bartholomew,  Ph.D.  Duodecimo  of 
192  pages,  illustrated.  New  York,  America’s 
Future,  1944. 

Textbook  of  the  Rheumatic  Diseases.  Edited 
by  W.  S.  C.  Copeman,  M.D.  Octavo  of  612  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $12.50. 

Manual  of  Public  Health  Hygiene.  By  J.  R. 

Currie,  M.D.,  and  A.  G.  Mearns,  M.D.  Third  edi- 
tion. Octavo  of  724  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $9.00. 

The  Frontal  Lobes.  Proceedings  of  the  Asso- 
ciation December  12  and  13,  1947,  New  York. 
[Res.  Publ.  Ass.  Nerv.  Ment.  Dis.,  Vol.  27.]  Ed. 
Bd.,  John  F.  Fulton,  M.D.,  Charles  D.  Aring,  M.D., 
and  S.  Bernard  Wortis,  M.D.  Octavo  of  901  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $12.50. 


The  Child  in  Health  and  Disease.  A Textbook 
for  Students  and  Practitioners  of  Medicine.  Edited 
by  Clifford  G.  Grulee,  M.D.,  and  R.  Cannon  Eley, 
M.D.  Quarto  of  1,066  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $12. 

Essentials  of  Gynecologic  Endocrinology  [with 
Sections  on  the  Male].  By  Gardner  M.  Riley, 
Ph.D.  Octavo  of  205  pages,  illustrated.  Ann 
Arbor,  Mich.,  Caduceus  Press,  1948.  Stiff  paper, 
$3.00. 

Basic  Principles  of  Psychoanalysis.  By  A.  A. 
Brill,  M.D.  Octavo  of  298  pages.  New  York, 
Doubleday  & Co.,  1949.  Cloth,  $3.45. 

Lung  Dust  Lesions  Versus  Tuberculosis.  By 
Lewis  Gregory  Cole,  M.D.  Quarto  of  474  pages, 
illustrated.  White  Plains,  N.Y.,  American  Medi- 
cal Films,  1948,.  Cloth,  $10. 

Cardiology.  By  William  Evans.  Octavo  of  310 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 

1948.  Cloth,  $7.50. 

Anesthesia:  Principles  and  Practice.  A Pres- 
entation for  the  Nursing  Profession.  By  Alice  M. 
Hunt.  Sextodecimo  of  148  pages,  illustrated.  New 
York,  G.  P.  Putnam’s  Sons,  1949.  Cloth,  $2.60. 

Readings  in  the  Clinical  Method  in  Psychology. 
Edited  by  Robert  I.  Watson,  Ph.D.  Octavo  of  740 
pages.  New  York,  Harper  & Bros.,  1949.  Cloth, 
$4.50. 

Cancer  of  the  Esophagus  and  Gastric  Cardia. 

Edited  by  George  T.  Pack,  M.D.  Octavo  of  192 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 

1949.  Cloth,  $5.00. 

Your  Coughs,  Colds  and  Wheezes.  By  Joseph  D. 
Wassersug,  M.D.  Duodecimo  of  277  pages.  New 
York,  Wilfred  Funk,  1949.  Cloth,  $2.95. 

Shock,  and  Allied  Forms  of  Failure  of  the  Circu- 
lation. By  H.  A.  Davis,  M.D.  Octavo  of  595 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  $12. 

Handbook  of  Pediatric  Medical  Emergencies. 

Adolph  G.  DeSanctis,  M.D.  Chairman,  Publi- 
cation Committee.  Duodecimo  of  89  pages.  New 
York,  New  York  Post-Graduate  Medical  School  and 
Hospital,  1948.  Paper,  $2.00. 


REVIEWED 


The  Diabetic’s  Handbook.  How  to  Work  with 
Your  Doctor.  Treatment  by  Diet  and  Insulin. 
By  Anthony  M.  Sindoni,  Jr.,  M.D.  Octavo  of  194 
pages,  illustrated.  New  York,  Ronald  Press,  1948. 
Cloth,  $3.00. 

This  is  a worthy  addition  to  the  growing  series  of 
handbooks  for  diabetics.  It  is  written  simply  and 
pointedly  and  will  be  of  considerable  aid  to  both  pa- 
tient and  physician.  The  book  removes  ideas  of 
taint  and  horror  from  diabetes  and  constantly  em- 
phasizes the  truths  of  its  treatability. 

Maurice  Tulin 


Eskimo  Doctor.  By  Aage  Gilberg,  M.D.,  trans- 
lated by  Karin  Elliott.  Octavo  of  229  pages,  illus- 
trated. New  York,  W.  W.  Norton  & Co.,  1948. 
Cloth,  $3.00. 

Eskimo  Doctor  will  charm  laymen  and  physicians 
alike.  It  is  the  account  of  a young  Danish  doctor’s 
year  among  the  Eskimos  of  Thule  in  Northern 
Greenland. 

Gilberg,  obviously  an  amiable  young  man  (he 
plays  the  musical  saw!),  was  enchanted  by  the  simple 
people  among  whom  he  lived.  The  reader  will  share 
his  life  with  the  greatest  interest.  The  rigors  of  a 
[Continued  on  page  1356] 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information. 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones,  Bus.  Mgr. 


HOLBROOK  MANOR 

Five  Aon  of  Pincwoodcd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medic.l  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  V.  Office:  GRamcrcy  5-4*75 


WEST  HILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME- 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville^  N.  Y.,  Tel:  1700,  1,  2. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Td.2-1621 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fri 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Chary. 


GLADYS  BROWN  DRAU/N’3  MUrroy  Hill 

Owner -Director  DllUflll  « 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


NUC  A 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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Greenland  winter  are  set  down  with  such  faithfulness 
that  this  reviewer,  at  least,  is  convinced  that  he  never 
wants  to  visit  Greenland  during  the  winter  months. 

Milton  Plotz 

Psychiatric  Examination  of  the  School  Child. 

By  Muriel  Barton  Hall,  M.D.  Octavo  of  368  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1947.  Cloth,  $4.50. 

This  book  represents  experience  gained  by  the 
author  in  the  practice  of  child  psychiatry  in  England. 

The  first  portion  is  concerned  with  a brief  history 
of  child  psychiatry  and  the  method  of  history-taking. 
The  major  portion  deals  with  the  description  of  dis- 
ease and  methods  of  diagnosis.  In  the  final  chap- 
ters, therapy  is  outlined. 

The  reviewer  found  the  book  very  interesting  and 
recommends  it  to  those  of  the  profession  studying 
this  field.  Stanley  S.  Lamm 

Diseases  Affecting  the  Vulva.  By  Elizabeth 
Hunt,  M.D.  Third  edition.  Octavo  of  211  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1948. 
Cloth,  $7.50. 

This  book  merits  the  applause  which  two  previous 
editions  have  received . W ritten  by  a dermatologist, 
its  chief  interest  to  the  gynecologist  is  the  great  num- 
ber of  skin  diseases  which  may  affect  the  vulva; 
the  plates  are  excellent.  Other  diseases  are  covered 
somewhat  thinly.  Charles  A.  Gordon 

Blood  Derivatives  and  Substitutes.  Preparation, 
Storage,  Administration  and  Clinical  Results  In- 
cluding a Discussion  of  Shock,  Etiology,  Physiology, 
Pathology  and  Management.  By  Charles  Stanley 
White,  M.D.,  and  Jacob  Joseph  Weinstein,  M.D. 
Octavo  of  484  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1947.  Cloth,  $7.50. 

This  comprehensive  volume  on  plasma  transfusion 
will  be  useful  as  a reference  work  to  those  specializ- 
ing in  the  subject.  It  would  have  been  particularly 
valuable  during  the  war,  but  in  civilian  life  where 
blood  is  used  in  preference  to  plasma  it  will  probably 
not  arouse  as  much  interest.  Since  the  book  does 
not  deal  with  whole  blood  transfusions,  there  is 
hardly  any  discussion  of  blood  grouping  or  the  Rh 
factor;  unfortunately,  this  short  discussion  contains 
errors.  For  example,  on  page  459,  the  incorrect 
notion  is  advanced  that  isoagglutinins  can  be  neu- 
tralized by  “opposite  agglutinins”  or  “antagonistic 
isoagglutinins.”  In  discussing  reactions  to  plasma 
transfusions,  less  than  a page  is  devoted  to  the  very 
important  complication  of  transfusion  jaundice,  and 
no  mention  is  made  of  the  fact  that  the  best  pro- 
phylaxis for  this  complication  is  to  avoid  large  pools 
of  plasma.  There  is  a lengthy  and  valuable  discus- 
sion of  shock  and  its  treatment.  All  in  all,  this  is  a 
useful  book  which  should  find  a place  in  the  library 
of  every  blood  and  plasma  bank. 

A.  S.  Wiener 

The  Principles  and  Practice  of  Modern  Cosmetics. 
Vol.  II.  Cosmetic  Materials.  Their  Origin,  Char- 
acteristics, Uses  and  Dermatological  Action.  By 

Ralph  G.  Harry.  Octavo  of  479  pages,  illustrated. 
London,  Leonard  Hill,  1948.  Cloth,  35/-. 

This  is  the  companion  volume  to  Modern  Cos- 
meticology  now  in  print  in  the  United  States  by  the 
Chemical  Publishing  Co.,  Brooklyn.  Like  its  pred- 
ecessor it  is  certain  to  become  a necessary  manual 
for  dermatologists  and  cosmeticians  who  must  have 
at  hand  the  most  authoritative  work  on  the  origin, 
characteristics,  uses,  and  dermatologic  action  of  such 
materials.  Nathan  Thomas  Beers 


Clinical  Ophthalmology.  For  General  Practition- 
ers and  Students.  By  H.  M.  Traquair,  M.D. 
Octavo  of  264  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $9.00. 

This  little  compend  on  ophthalmology  is  very  use- 
ful for  the  purpose  for  which  it  was  written.  It  is 
well  written  and  well  printed. 

Doubtless,  this  small  volume  will  be  well  received 
and  will  justify  the  inclusion  of  more  illustrations  in 
later  printings.  jOHN  n.  Evans 

Biochemistry  for  Medical  Students.  By  William 
Veale  Thorpe,  Ph.D.  4th  ed.  Octavo  of  496  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 

1947.  Cloth,  $5.00. 

The  author’s  concept  of  what  biochemistry  encom- 
passes is  that  it  is  the  study  of  chemical  processes  in 
living  tissue  and  not  the  chemistry  of  living  tissues. 
He,  therefore,  regards  it  as  a dynamic  science  con- 
cerned not  only  with  the  organic  analysis  of  tissue 
structure  but  with  their  functions.  Thus,  the  au- 
thor has  successfully  condensed  into  this  small  vol- 
ume not  only  a discussion  of  biochemistry  but  also 
of  the  physiology  of  these  biochemical  agents.  On 
frequent  occasions  he  has  ventured  off  into  the 
clinical  implications  of  many  altered  physiologic 
processes.  These  discussions  are,  of  necessity,  brief 
and  fragmentary  but  make  for  stimulating  the  inter- 
est of  one  starting  on  a medical  career. 

W.  S.  Collens 

Diagnosis  in  Gynaecology.  A Classification  of 
Gynaecological  Diseases  Based  on  Aetiology  and  the 
Clinical  Logic  for  Diagnosis.  By  James  V.  Ricci, 
M.D.  Octavo  of  259  pages.  Philadelphia,  Blakis- 
ton  Co.,  1948.  Cloth,  $4.50. 

This  well-planned  text  presentation  is  decidedly 
different.  Chapters  are  devoted  to  structures  and 
organs,  not  topics.  This  works  out  well,  yet  inevi- 
tably leads  to  some  repetition  as  in  endometriosis,  for 
instance.  Few  would  be  willing  to  simplify  our 
spelling  completely,  yet  Ricci’s  valiant  effort  to 
resurrect  the  defunct  diphthongs  ae  and  oe  is  aston- 
ishing. Painstakingly  written,  this  is  a good  book. 

Charles  A.  Gordon 

Principles  Governing  Eye  Operating  Room  Pro- 
cedures. By  Emma  L.  Clevenger,  R.N.  Octavo  of 
215  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 

1948.  Cloth,  $5.50. 

This  book  fills  a long-felt  want  in  the  ophthal- 
mologic library  of  both  nurses  and  surgeons.  Ma- 
terial is  presented  in  a useful  and  concise  form. 

The  reviewer  does  not  feel  that  the  value  of  the 
book  has  been  greatly  added  to  by  the  inclusion  of 
preferences  by  the  various  surgeons  and  the  instru- 
ments which  they  are  employing  at  the 'present  time 
in  various  procedures.  The  progressive  surgeon  is 
seldom  content  to  adhere  year  after  year  to  the  same 
instrument  setup. 

Perhaps  future  editions  will  contain  an  appendix 
which  will  give  a minute  description  or  detailed 
drawing  of  each  instrument  so  that  its  characteristic 
features  and  specific  name  can  be  learned  by  the 
beginner.  Also,  such  a detailed  description  would 
enable  the  surgeons  and  nurses  to  recognize  advan- 
tages, disadvantages,  and  defects. 

As  far  as  the  reviewer  knows,  there  is  no  source  to 
which  one  may  turn  for  a description  of  the  peculiari- 
ties and  the  construction  and  dimensions  of  the  vari- 
ous instruments  such  as  cataract  knives,  iris  forceps, 
etc.  John  N.  Evans 


1357 


BUSINESS  OPPORTUNITIES 
POSITIONS  OPEN 


Medical  Residency — Approved.  Available  beginning  July 
1,  1949.  $100.00  monthly  plus  full  maintenance  and  uni- 

forms. Write  Superintendent,  Jewish  Memorial  Hospital. 
Broadway  & 196th  Street,  New  York  34,  New  York. 


Electrolysist  would  like  to  locate  with  Dermatologist  in  city 
of  New  York.  Five  years  experience  face  and  body-work; 
references  exchanged.  Box  304,  N.  Y.  St.  Jr.  Med. 


WANTED 


Recent  Graduate  Grade  A School  with  one  or  two  years 
internship  to  assist  General  practitioner  in  town  of  6000 
with  good  hospital  facilities.  Salary  with  arrangements 
leading  to  partnership.  Box  306,  N.  Y.  St.  Jr.  Med. 


Astoria  Doctor,  retiring,  4 room  office,  fully  equipped,  3H 
room  living  quarters,  for  rent,  corner  house.  25-95  43  St. 
Astoria.  Tel.  Astoria  8-2727. 


PERITONEOSCOPE  FOR  SALE 


Peritoneoscope — perfect  condition,  with  extras  at  half  list 
price.  Dr.  Frederick  Coonley,  192  College  Avenue,  Staten 
Island.  14,  N.  Y. 


AUTHORS  ATTENTION 


Expert  re-writing,  revision,  editing  and  typing  of  your 
manuscript,  short  or  long.  Excellent  medical  references 
Try  me.  Write  Box  299,  N.  Y.  St.  Jr.  Med. 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
■hows  that  using  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
tosses  and  increases  policy  benehts  10%  to 40%  without  changiogpolicies or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 

(and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

IUST1N  TRAUB,  225  Broadway,  N.  T.  7,  BA  7-3984 


BUY 


SAVINGS  BONDS 


CLASSIFIED 
REAL  ESTATE 


FOR  SALE  AT  PEARL  RIVER 


24  bed  New  York  licensed  hospital  located  in  quiet  but 
accessible  location  at  Pearl  River,  Rockland  County,  N.Y., 
about  25  miles  from  New  York  City.  Modestly  equipped  and 
ready  for  immediate  occupancy.  Public  sale  on  the  premises 
on  June  10,  1949  at  10  A.M.,  to  the  highest  satisfactory 
bidder  pursuant  to  Supreme  Court  order.  For  details  write 
Jerome  Brown,  Assignee,  32  Court  Street,  Brooklyn,  N.Y., 
or  Kennedy,  Teale  & Kennedy  attorneys,  Suffern,  New  York. 


FOR  SALE 


"Freeport  large  attractive  comfortable  home  in  desirable 
neighborhood  suitable  for  Doctor  on  75  x 175  plot  with  ad- 
joining plot  100  x 175  obtainable  must  be  seen  to  be  fully 
appreciated  and  I must  sell,  phone  Masse,  Bowling  Green 
9-2170  for  appointment  no  agents.” 


FOR  SALE 


New  (Nov.  1947)  office  building,  Northern  New  York  State; 
unopposed  established  practice;  hospital  connection  assured; 
building,  equipment,  drugs  to  continue  practice,  $7000. 
Leaving  for  Graduate  work;  available  Sept.  1.  Box  No. 
307,  N.  Y.  St.  Jr.  Med. 


CORNER  HOUSE 


8 Rms.  in  fast  growing  community.  Ideal  location  for  doctor. 
Completely  carpeted,  3 lavatories,  many  features.  195  St. 
& Union  Turnpike,  Queens.  LO-5-7954. 


OFFICE  FOR  RENT 


Immediate  occupancy.  Wonderful  opportunity  to  start  a 
general  practice,  if  willing  to  take  calls  nights  and  week 
ends.  Convenient  to  flourishing  Flushing’s  business  dis- 
trict, parking  and  buses.  Phone  Flushing  8-0680. 


ROCHESTER  N.  Y.,  Doctor’s  office-residence.  Located  on 
State  highway  in  exclusive  East  side  residential  section.  4 
room  modern  office  suite,  private  entrance,  lab  and  lavatory, 
attached  to  attractive  4 bedroom  residence.  1}  baths,  oil 
heat,  blacktop  drive,  parking.  Perfect  location-near  Hos- 
pitals. $20,000.  Write  owner.  C.  E.  MacQueen,  1551 
Monroe  Ave. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41«t  St  New  York  18,  N.  T. 


Officers — County  Medical  Societies — 1949 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond .... 

Rockland 

St  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


TOTAL  MEMBERSHIP  AS  OF  JUNE  1,  1949—22,25  5 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan. . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen. . . .Margaretville 

C.  A.  Crispell.  . .Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

W.  B.  Rawls New  York 

J.  A.  D’Errico . . Niagara  Falls 

W.  C.  Schintzius Boonville 

L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

R.  S.  Cleaver Brewster 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth. . .Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Homell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill. . . Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge. . . .Rochester 
Harry  Lehman ....  Amsterdam 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine ....  Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield . . Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott ...  Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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the  heart  of  the  matter... 


From  patient  to  patient,  there  is  so 
much  variation  in  response  to  digi- 
talis therapy  that  the  physician  must 
determine  the  therapeutically  effec- 
tive maintenance  dose  for  each  pa- 
tient. To  give  him  all  the  flexibility 
needed,  Purodigin®  is  available  in 
three  strengths  for  oral  use:  0.1  mg., 
0.15  mg.,  and  0.2  mg.  tablets.  You 
can  rely  on  Purodigin  to  produce  a 
constant  response;  the  comfort  of  the 
patient  is  easily  maintained  through 
the  varied  tablet  strengths  whenever 
a change  of  dosage  is  indicated. 
Purodigin  is  pure  crystalline  digi- 
toxin,  Wyeth. 


WYETH  INCORPORATED,  PHILA.  3,  PA. 
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Easily  and  readily 
assimilated 

Virtually  unaffected 
by  gastric  juices 

Wholly  acceptable 
to  the  patient 


PROMOTES  A BUILD-UP 
WITHOUT  A LET-DOWN 

Physicians  who  encounter  the  usual 
difficulties  in  the  administration  of 


Q Its  use  entails 
no  gastric  upsets 


ionized  iron  preparations  will  find  in 
Ovoferrin  a most  valuable  ally  in 
gaining  the  objective  of  increased 
hemoglobin  without  distressing  side 
effects. 


MAINTENANCE  DOSAGE  7k  THERAPEUTIC  DOSAGE 

For  Adults  and  Children:  One  ADULTS:  One  tablespoonful  3 or 
teaspoonful  2 or  3 times  a day  4 times  daily  in  water  or  milk, 
in  water  or  milk.  CHILDREN:  One  to  2 teaspoon- 

fuls 4 times  daily  in  water  or  milk. 


Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 


"Ovoferrin"  is  a registered  trade  mark , the  property  of  A.  C.  Barnes  Company 
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The  results  obtained  in  the  treatment  of 
738  patients  with  inhalation  at  the  New 
York  State-owned  Saratoga  Spa  show  in- 
teresting tendencies. 

Marked  relief  of  the  condition  treated  was 
noted  in  38  patients  (5.2%);  moderate 
relief  in  468  patients  (63.4%);  temporary 
relief  in  46  (6.4%);  and  no  change  in 
185  (25%). 

Conditions  for  which  the  treatments  were 
given  included  sinusitis, coryza, bronchitis, 
chronic  rhinitis,  bronchial  asthma,  laryn- 
gitis, allergic  rhinitis,  hay  fever,  and 
pharyngitis.  The  treatments  consisted  of 
the  inhalation  of  finely  nebulized  saline- 
alkaline,  naturally  carbonated  mineral 
waters,  and  medicated  oils. 

The  relief  obtained  bore  a definite  relation 
to  the  number  of  treatments  taken.  In 


INHALATIONS 


acute  conditions,  from  four  to  six  treat- 
ments were  necessary  to  obtain  consistent 
improvement  while  in  chronic  conditions, 
twelve  to  fifteen  treatments  were  usually 
required. 

Inhalations  are  taken  without  discomfort, 
which  is  an  important  factor  in  therapy. 

The  safety  of  the  therapy  can  be  stressed. 
Reactions  of  significance  occurred  in  only 
three  patients.  One  patient  may  possibly 
have  had  a sensitivity  to  chlorenan,  one 
developed  an  acute  asthmatic  paroxysm, 
and  the  third  noted  a general  reaction  to 
epinephrine. 

Attention  to  the  general  condition  of  the 
patients  suffering  from  respiratory  dis- 
orders is  an  important  factor.  Inhalations 
have  a definite  place  in  the  general  "cure” 
regimen  of  a spa. 


Findings 
from  the 
Saratoga  Spa 
records* 


As  printed  in  the  New  York  State  Journal  of  Medicine,  44:1214  (June  1 ) 1944. 


" Physician,  Give  Heed  to  Thine  Own  Health " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  JVlcClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 


Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 
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HROAT  SPECIALISTS  PROVE 
CAMEL  MILDNESS  IN 
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• In  a recent  coast -to-coast  test, 
hundreds  of  men  and  women 
smoked  Camels — and  only  Camels 
— for  thirty  consecutive  days. 
They  smoked  on  the  average  of 
one  to  two  packages  of  Camels  a 
day.  Each  week  during  the  entire 
test  period,  the  throats  of  these 
Camel  smokers  were  examined  by 
throat  specialists.  A total  of  2,470 
careful  examinations  were  made. 
And  after  correlating  these  case 
histories,  the  throat  specialists 
reported 


BO-DAY  SMOKING  TEST 


“NOT  ONE  SINGLE  CASE  OF  THROAT 

IRRITATION  due  to  smoking  CAMELS.” 

\ \ \ 

, \ \ 

MONEY- BACK  GUARANTEE! 

Try  Camels  and  test  them  as 
you  smoke  them.  If,  at  any 
time,  you  are  not  convinced 
that  Camels  are  the  best  cig- 
arette you've  ever  smoked, 
return  the  package  with  the 
unused  Camels  and  you  will 
receive  its  full  purchase  price, 
plus  postage.  (Signed)  R.  J. 

Reynolds  Tobacco  Co., 

Winston-Salem,  N.  C. 


According  to  a /V atiomcide  survey : 

More  Doctors  Smoke  CAMELS 

than  any  other  cigarette 

When  three  leading  independent  research  organizations 
asked  113,597  doctors  what  cigarette  they  smoked, 
the  brand  named  most  was  Camel. 
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In  noncalculous  cholangitis,  stasis  within  the  com- 
mon duct  often  underlies  ascending  infection.  Inflam- 
mation and  narrowing  of  the  lumen  fosters  partial 
obstruction  and  accumulation  of  purulent  matter.The 
dynamic  action  of  Decholin  Sodium  and  Decholin— 
hydrocholeresis— overcomes  this  biliary  stasis.  Under 
hepatic  pressure  copious,  watery  bile  sluices  down  the 
biliary  ducts  like  a spring  thaw,  carrying  off  pus, 
debris,  mucus  and  stagnant  bile.  With  drainage  thus 
re-established  the  systemic  response  is  improved. 
Therapy  should  be  initiated  with  small,  progressively 
increasing  doses  of  Decholin  Sodium  given  intraven- 
ously, followed  by  a course  with  Decholin  tablets. 

Decholin 


brand  of  dehydrochoiic  add 


Tablets  of  3!.  gr.  in  bottles  of  25.  100,  500.  and  1000. 


Decholin  Sodium  ® (brand  of  sodium  dehydrocholate)  in  20% 
aqueous  solution,  ampuls  of  3 cc.,  5 cc.,  and  10  cc.,  boxes  of  3 and  20. 

DLCHOLIN  and  DLCHOLIN  SODIUM,  trademarks  reg.  U.S.  and  Canada. 
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SPASM 


Spasm  Control  plus  Sedation. 


Be  llafoline  + Pbenobarbital 
Tablets  — 


Originality  * Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 
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Effective  Antispasmodic  in  Peptic  Ulcer, 
Pylorospasm,  Dysmenorrhea,  and  Spastic 
Colitis. 
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When  cardiac  failure,  hypertension,  arteriosclerosis, 
or  pregnancy  complications  call  for  a sodium  free  diet, 
you  can  let  your  patients  have 
salt  without  sodium:  Neocurtasal , 
the  completely  sodium  free  seasoning  agent.  Neocurtasal 
looks  and  is  used  like  regular  table  salt. 
Constituents:  Potassium  chloride,  ammonium  chloride, 
potassium  formate,  calcium  formate, 
magnesium  citrate  and  starch.  Potassium  content  36%; 
chloride  '39.3%;  calcium  0.3%;  magnesium  0.2%. 
Available  in  convenient 
2 oz.  shakers  and  8 oz.  bottles. 

NEOCURTASAL, 
trademark  reg.  U.  S.  & Canada 
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Oil  tile  OnC  hand,  a hyperactive  cough  is  distressing,  de- 
bilitating and  menacing.  Violent  bursts  of  coughing,  especially  in 
the  oldest  and  youngest  patients,  are  a burdensome  obstacle  in  the 
path  of  recovery  and  may  threaten  serious  complications. 


DIATUSSIN 

Tl«  1 


promptly  and  effectively  controls 

cough  spasm  and  averts  its  dangers . 


On  the  other  hand,  the  physiologic  cough-reflex  is  a 
protective  necessity,  for  it  permits  expulsion  of  mucus,  irritants 
and  pathogens  from  the  bronchial  tree.  Therefore,  this  reflex 
should  not  suddenly  be  narcotized  into  non-existence.  Diatussin 
is  non-narcotic.  It  decreases  cough  frequency  and  strain  and 
liquefies  thick  mucus  without  eradicating  the  beneficial  cough- 
reflex.  And  Diatussin  is  palatable  and  well  tolerated  by  patients 
of  all  age  groups. 

Samples  and  literature  are  available  upon  physician  s request. 

DIATUSSIN  concentrated  extract,  2 to  7 drops  depending  on 
age,  two  or  three  times  daily.  Supplied  in  6 cc.  dropper  bottles. 

DIATUSSIN  Syrup:  each  teaspoonful  contains  2 drops  of  con- 
centrated extract.  Supplied  in  4 oz.  and  1 pint  bottles. 
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IN  PROTEIN 

SUPPLEMENTATION 


tammoids 

BRAND  OF  A M I N O P E P T O D R AT E 

SUPPLIED:  Bottles  containing 
6 oz.;  also  1-lb.,  5-lb.,  and 
10- lb.  containers. 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1 NEW  YORK 


TESTS  demonstrate:  high  bio- 
logical value  in  growth  studies;  all 
recognized  essential  amino  acids 
provided  in  significant  quantities. 

TASTE  and  adaptability  to  a 
variety  of  vehicles  ensure  patient- 
acceptance. 

Particularly  valuable  when  the 
patient  has  difficulty  in  utilizing 
adequate  amounts  of  protein  from 
natural  food  sources  such  as  may 
occur  at  times  in  pregnancy  and 
lactation,  gastrointestinal  dis- 
orders, convalescence,  diarrhea 
in  children,  chronic  malnutrition, 
and  in  aged  patients. 
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FOR  INTENSIVE  THERAPY.. 

HIGH  POTENCY 
CHORIONIC 
GONADOTROPIN 

There  is  reason  to  believe  that,  in  certain 
cases,  more  favorable  results  may  be 
obtained  with  doses  of  “A.  P.  L."  larger  than 
those  heretofore  recommended.1 
"A.  P.  L."  No.  972,  in  dried  form,  is 
designed  to  facilitate  the  administration  of 
massive  dosages.  Each  package  provides: 

1 . One  "Secule"*  containing  20,000  I.  U. 

2.  One  10  cc.  vial  sterile  diluent  containing  0.5% 
phenol.  "A.P.L"  (Dried)  may  be  reconstituted  to 
a volume  of  5 or  10  cc.,  thus  providing 
concentrations  of  4,000  or  2,000  I.  U.  per  cc. 

"A.  P.  L."  is  also  supplied  in  sterile  solution 
as  follows: 

No.  500—500  I.U.  per  cc.—  lO  cc.  vials 
No.  999—1000  I.  U.  per  cc.—  lO  cc.  vials 

“A.  P.  L."  has  been  used  successfully  in  the 
treatment  of  chronic  cystic  mastitis, 
threatened  abortion,  functional  uterine 
bleeding,  cryptorchidism,  hypogenitalism, 
and  Frohlich's  syndrome. 

1 Brown,  W.  E.  & Bradbury,  J.T.:  Am.  J.  Obst.  & Gynec. 

53.749  (May)  1947. 

•■‘Secule" — Ayerst  name  to  designate  a special  vial  containing  an  injectable 
preparation  in  dried  form. 


Ayerst,  McKenna  & Harrison  Limited 

22  East  40th  Street,  New  York  1 6,  N.  Y. 
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FISH  ROCK 


On  UPPER  SARANAC  LAKE,  New  York 

Where  Vacation  Dreams  Come  True! 


Social  Staff  • Unexcelled  Food  • Gay  Eve- 
nings • Magnificent  Rooms  • Every  Modern 
Facility  lor  Your  Comfort  and  Happiness  . . . 

Special  Reduced  Rates  for  “Bachelors” 
Owner  • Management 


Wonderfully  appointed  rooms  with  fireplaces... 
All  land  and  water  sports,  including  boating, 
fishing,  riding.  Golf  and  tennis.  There  is  no 
better  food  served  anywhere  in  the  country. 


N.  Y.  Office  HOLIDAY  TRAVEL,  INC 
505  5th  Ave.  MU  7-9120.  Open  Sunday 
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activity  intermediate  between 


that  of  regular  insulin  and  that 
of  protamine  zinc  insulin 


IN  1939,  Reiner.  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 

IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 


TODAY,  according  to  Rohr  and  Colwell,  “Fully  b0% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ’B.W.  & Co. — or  with  a 2:1  mixture 
of  regular  insulin : protamine  zinc  insulin.  Ready -to-use 
Globin  Insulin  ‘B.W.  & Co.’  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U-HO. 

1.  Rohr#  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  ibid  Proc.  Am.  Diabetic  Assn.  8:37,  1948. 


'B.W.&CO.'-a  mark  to  remember 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.  TucKahoe  7,  New  York 


Psoriasis  and  Neurodermatitis 


New  Concept 

Psoriasis  and  neurodermatitis  are 
treated  systemically  in  a new  therapy 
developed  clinically  by  Perlman1. 

The  medication  used  is  a refined 
grade  of  undecylenic  acid  specifically 
selected  for  oral  administration.  Pre- 
liminary reports  on  clinical  usage 
show  definite  response  in  a majority 
of  the  cases  treated. 

Why  and  how  this  new  fonn  of 
undecylenic  acid  works  is  not  yet 
known,  ft  is  an  odd-numbered  car- 
bon atom  unsaturated  straight  chain 
fatty  acid,  and  may  play  an  impor- 
tant role  in  abnormalities  in  fatty 
acid  metabolism. 

Description 

The  undecylenic  acid  used  by 
Perlman  and  others  for  their  cases 
is  now  available  under  the  name  of 
Declid  Undecylenic  Acid  Capsules. 

Declid  Undecylenic  Acid  is  sup- 
plied in  soft  gelatin  capsules,  0.44  g. 
Uncapsulated,  the  acid  is  an  oily, 
water-insoluble  liquid  with  a fatty 
odor  and  bitter  taste. 

T olerability 

Declid  Undecylenic  Acid  has  been 
administered  in  large  daily  dosages 
over  long  periods  without  severe 
side  reactions  or  toxic  symptoms. 

After  taking  Undecylenic  Acid, 
some  patients  complain  of  a bitter 
taste  in  the  mouth,  mild  nausea, 
belching  or  dyspepsia.  These  are  re- 


CLINICAL RESULTS 

Favorable  responses  in  25  cases 
of  psoriasis  and  neurodermatitis 
are  reported  by  Perlman1. 

In  the  cases  reported  so  far, 
these  improvements  have  been 
noted  in  varying  degree  in  the 
different  patients: 

1.  Subsidence  of  itching. 

2.  Complete  or  partial  disap- 
pearance of  lesions. 

3.  The  probable  prevention  of 
recurrence  by  maintenance 
dosage. 

In  cases  of  psoriasis  associated 
with  arthropathies,  Perlman2 
noted  in  a preliminary  report 
that  arthritic  pains  diminished 
or  disappeared  following  oral  un- 
decylenic acid  treatment.  He  has 
found  relief  and  improvement 
from  symptoms  in  6 cases  of 
arthritis  and  bursitis  not  com- 
plicated by  psoriasis  and  urges 
further  research  by  others. 


lieved  by  antacids.  Increased  bowel 
activity  is  sometimes  noted.  When 
justified,  reduced  dosage  or  tem- 
porary cessation  of  treatment  is  ad- 
vised. These  side  effects,  in  most 
cases,  do  not  reappear  when  full 
dosage  is  resumed. 

Dosage 

Declid  Undecylenic  Acid  is  not  a 
fast-acting  drug.  Quick  response 
should  not  be  expected.  The  opti- 
mum dosage  has  not  been  deter- 
mined. The  physician  must  evaluate 


On  Prescription  Only  at  Drug  Stores 

DECLID  UNDECYLENIC 


7 A 

* / 
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Treated  Orally  With  New  Drug 


each  case  and  adjust  the  dosage  to 
the  response. 

The  capsules  may  be  taken  be- 
tween meals,  after  eating,  or  with 
food,  as  best  tolerated  by  the  patient. 

Suggested  dosage  schedule.  First 
week:  Four  Declid  Capsules  3 times 
daily;  Second  week:  6 Capsules  3 
times  daily;  After  second  zueek:  8 to 
10  Capsules  3 times  daily  if  needed 
and  continued  for  several  months 
or  until  complete  disappearance  of 
lesions.  Tolerability  is  enhanced  by 
taking  the  capsules  with  a carbon- 


Declid  Undecylenic  Acid  Capsules, 
0.44g.  each,  are  supplied  in  bottles 
of  100  and  1,000. 


ated  beverage,  water  or  ginger  ale. 

If  high  dosages  are  taken  over 
long  periods,  frequent  urinalyses 
and  blood  counts  are  recommended. 


Adjunctive  Therapy 

The  response  to  Declid  Unde- 
cylenic Acid  has  been  accelerated  by 
external  use  of  a medicated  oint- 
ment, such  as  ammoniated  mercury 
3%  and  salicylic  acid  3%  in  anhy- 
drous lanolin-petrolatum  base. 

Contraindications 

Oral  therapy  with  Declid  Unde- 
cylenic Acid  is  new,  and  much  is 
still  unknown  about  its  effect  on 
metabolism.  Therefore,  it  should  be 
administered  with  caution , and  not 
to  debilitated,  diabetic  or  hyperten- 
sive patients,  or  those  with  coronary 
or  gall  bladder  symptoms. 

Caution 

It  must  be  emphasized  that  all  the 
clinical  work  reported  has  exclu- 
sively employed  only  this  particular 
grade  of  undecylenic  acid.  Ordinary 
commercially  available  undecylenic 
acid  supplied  for  external  uses  is  not 
recommended,  since  its  possible  ef- 
fects when  taken  internally  are 
unknown. 

Declid  Undecylenic  Acid  is  to  be 
dispensed  only  by  or  on  the  prescrip- 
tion of  a physician.  Literature  avail- 
able on  request. 

REFERENCES 

1.  Perlman,  H.  II.:  Undecylenic  Acid  Given 
Orally  in  Psoriasis  and  Neurodermatitis, 
J.A.M.A.  139:444  (Feb.  12)  1949. 

2.  Perlman,  H.  H.:  Undecylenic  Acid  by 
Mouth  in  the  Treatment  of  Arthritis  and  Bur- 
sitis, Urol,  ir  Cutan.  Rev.  (Feb.)  1949,  P.  103. 
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. . . in  fatty  infiltrations  of  the  liver 
associated  with  alcoholism 
. . . early  cirrhosis 
. . . infectious  hepatitis 


...  in  the  form  of  SYRUP  CHOLINE  DI- 
HYDROGEN CITRATE  (Flint)  ...  a com- 
pletely stable  and  palatable  source  of  the 
lipotropic  agent,  choline. 

“syrup  CHOLINE  (flint)’’ 

— 2 5%  W/V — contains  one  gram  of 
choline  dihydrogen  citrate  in  each  4 cc. 
Supplied  in  pint  and  gallon  bottles. 


A COUNCIL-ACCEPTED 
CHOLINE  PRODUCT 


For  your  copy  of  "The  Present  Status  of 
Choline  Therapy  in  Liver  Dysfunction” — 
write 

FLINT,  EATON  & COMPANY 

DECATUR.  ILLINOIS 
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D/ammme 


Prevents  and  Relieves 
’NAUSEA  OF  MOTION 


Dramamine,  brand  of  dimenhydrinate,  was  the  subject  of 
clinical  study  in  the  now  historic  investigation  of  Gay  and 
Carliner*  aboard  the  U.  S.  Army  Transport  General  C.  C. 
Ballou.  Under  conditions  of  control  in  this  rough-weather 
Atlantic  crossing,  it  proved  98.6  per  cent  effective  in 
prophylaxis  and  96  per  cent  effective  in  the  treatment  of 
seasickness. 

Later  investigations  are  proving  it  to  be  equally  effica- 
cious in  the  prophylaxis  and  treatment  of  airsickness,  car 
sickness,  train  sickness  and,  in  short,  all  forms  of  nausea 
caused  by  motion. 

A 100  mg.  dose  administered  half  an  hour  before  the 
onset  of  motion  and  repeated  four  times  a day  during  the 
trip  is  usually  adequate. 

Dramamine  is  supplied  in  100  mg.  scored 
tablets  in  bottles  of  100  tablets  each. 


G.  D.  JCAKLt  & CO.,  Chicago  80,  Illinois 

*Gay,  L.  N.,  and  Carliner,  P.  E. : The  Prevention  and  Treatment  of  Motion  Sick 
ness:  I.  Seasickness,  Bull.  Johns  Hopkins  Hosp.,  84:4 70  (May)  1949. 
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Urinary  pH 
No  Problem 
with 


MANDELAMINE 

REG  U S PAT  OFF 

Urinary  Antiseptic  of  Choice 


MANDELAMINE*  therapy  is  simple;  it  requires  no  com- 
plicated regimen  involving  adjuvant  acidifying  or 
alkalinizing  agents  to  enhance  efficacy  or  reduce 
toxicity. 

Carroll  and  Allen,1  reporting  the  results  of  a clinical 
study  comprising  200  cases,  write: 

“The  administration  of  Mandelamine  maintained 
an  acid  urine  without  dietary  restriction  or 
other  drug  therapy,  excepting  in  those  cases  in 
which  urea -splitting  organisms  were  present." 

MANDELAMINE'S  effectiveness  in  both  acute  and  chronic 
cases  of  urinary  infection  and  its  remarkable  freedom 
from  toxic  reactions  further  commend  it  as  the  urinary 
antiseptic  of  choice. 

supplied:  Enteric-coated  tablets  of  0.25  Gm.  (3%  gr.) 
each,  bottles  of  120,  500,  and  1,000. 

1.  Carroll,  G.,  and  Allen,  N.  H.:  I.  Urol.  55:  674  (1946). 


‘MANDELAMINE  is  the  registered  trade- 
mark of  Nepera  Chemical  Co.,  Inc.,  for  its 
brand  of  Hexydaline  (methenamine  man- 
delate). 


NEPERA  CHEMICAL  CO.,  INC. 

*y( /ac/ttiiiuj 

NEPERA  PARK  • YONKERS  2,  N.Y. 


UTSTANDING 

FEATURES 


1 No  gastric  upset 

2 No  dietary  or  fluid  regulation 

3 No  supplementary  acidification 
(except  when  urea-splitting  or- 
ganisms occur) 

4 Wide  antibacterial  range 

5 No  danger  of  drug-fastness 

B Simplicity  of  regimen — 3 or  4 
tablets,  t.i.d. 
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Salcedrox  permits  administration  of  adequate  amounts  of  salicylate 
without  complicating  gastric  intolerance  and  with  reduced  systemic 
toxicity.  It  also  combats  and  corrects  the  frequently  associated  de- 
pressed ascorbic  acid  blood  levels.  Thus  it  markedly  enhances  the 
therapeutic  efficacy  of  salicylate  medication  in  rheumatic  fever, 
allied  rheumatic  states,  and  whenever  salicylates  are  indicated. 

Salcedrox  combines  in  a single  tablet: 

Sodium  salicylate 5 gr.  Calcium  ascorbate 1 gr. 

Aluminum  hydroxide  gel,  (equivalent  to  50  mg. ascorbic  acid) 

dried 2 gr.  Calcium  carbonate 1 gr. 

Available  on  prescription  through  your  pharmacy. 

THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


SALICYLATE 
PLUS  ANTACID 
PLUS  VITAMIN  C 


Salcedrox 


TABLETS 


A 


i 
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STATISTICALLY  SIGNIFICANT 


Recent  important  investigations  confirm  superiority  of 
molybdenized  ferrous  sulfate  in  iron-deficiency  anemia. 


Dieckmann,  W.  J.,  and 
Priddle,  H.  D.:  Anemia  of  Preg- 
nancy Treated  with  Molybdenum- 
Iron  Complex,  Amer.  J.  Obstet.  & 
Gynecol.,  (March)  1949- 

Dieckmann  and  associates  recently 
undertook  an  evaluation  of  molyb- 
denized ferrous  sulfate  (Mol- Iron) 
in  anemia  of  pregnancy — a relatively 
resistant  type  of  anemia. 

A carefully  selected  group  of  patients 
was  given  Mol -Iron  in  a dosage 
of  2 tablets  3 times  daily;  a compa- 
rable group  of  patients  who  received 
no  iron  medication  served  as  controls. 

FINDINGS : "The  patients  who 
were  treated  showed  a rapid  increase 
in  hemoglobin  and  hematocrit  with 
a mean  at  term  of  11.8  Gm.  per  100 
ml.  and  36  volumes  per  cent — high 
figures  for  pregnant  patients.  The 
mean  for  the  present  control  group 
is  10.7  Gm.  of  hemoglobin  per  100 
ml.  and  a hematocrit  of  32.6  volumes 


per  cent  (at  term) ...  At  six  weeks  post 
partum,  the  patients  who  had  been  on 
molybdenum-iron  had  a mean  of  12.2 
Gm.per  100  ml.  as  compared  with  11.2 
for  the  present  (control)  group  ...” 

COMMENT : "We  have  never  had 
other  iron  salts  so  efficacious  in 
pregnant  patients.  Our  results  with 
the  molybdenum-iron  complex  have 
been  so  striking  that,  if  the  patient 
has  taken  this  medication  for  three 
weeks  and  shown  no  significant  in- 
crease in  the  hemoglobin  concen- 
tration, the  therapy  is  stopped  and 
a more  extensive  study  (bone  marrow 
biopsy,  gastric  analysis,  reticulocyte 
count,  etc.)  made  to  determine  the 
cause  of  the  anemia.” 

SUMMARY:  "We  believe  that  the 
value  of  this  molybdenum-iron  com- 
plex has  been  demonstrated  as  being 
very  effective  in  increasing  the  hem- 
oglobin of  pregnant  patients  who 
are  anemic.” 
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ADVANCE 

IN  ANEMIA  THERAPY 


Talso,  P.  J.:  Anemia  in  Pregnancy, 
J.  Ins.  Med.,  4:3 1-34  (Dec.-Jan.-Feb.) 
1948-1949. 

"The  encouraging  results  obtained  with 
molybdenumized  ferrous  sulfate  in  the 
microcytic  hypochromic  group  indicate 
a better  prognosis  in  these  conditions  in 
the  future  with  a resultant  improvement 
in  maternal  health  generally.” 

Chesley,  R.  F.,  and  Annitto,  J.  E.: 
Evaluation  of  Molybdenized  Ferrous 
1 Sulfate  in  the  Treatment  of 
Hypochromic  Anemia  of  Pregnancy, 
Bull.  Margaret  Hague  Maternity 
Hospital,  1:6 8-75  (Sept.)  1948. 


".  . . molybdenized  ferrous  sulfate  pro- 
duced a substantially  more  rapid  thera- 
peutic response  than  ferrous  sulfate,  the 
difference  in  response  being  statistically 
significant.  Addition  to  ferrous  sulfate  of 
either  liver-stomach  extract  or  folic  acid 
did  not  potentiate  the  action  of  the  iron 
salt. 

"None  of  the  patients  treated  with  mo- 
lybdenized ferrous  sulfate  complained  of 
more  than  mild  digestive  symptoms  re- 
lated to  the  medication.  However,  8 per 
cent  of  the  patients  originally  selected 
for  treatment  with  ferrous  sulfate  had  to 
be  withdrawn  from  the  study  because  of 
consequent  digestive  up-sets.” 


a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (l/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  In  bottles  of  100  and  1000  Tablets.  Also  avail- 
able in  a highly  palatable  Liquid,  in  bottles  of  12  fluid-ounces. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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OPTIMUM  PROTECTION 
IN  ONE  PACKAGE... 


The  experience  of  competent  clinicians  clearly  establishes  that 
optimum  protection  is  afforded  the  patient  by  the  combined  use 
of  an  occlusive  diaphragm  and  a spermatocidal  jelly. 

By  specifying  the 

• ItAMMAi*  »tO  U-».  Ml.  Off. 

PRESCRIPTION  PACKET  NO.  501 

the  physician  provides  optimum  protection  in  one  convenient 
package. 

COMPLETE  LITERATURE  ON  REQUEST 
“RAMSES"*  Prescription  Packet  No.  501  . . . Contains  a 
“RAMSES"  Flexible  Cushioned  Diaphragm  of  the  prescribed 
size,  a “RAMSES"  Diaphragm  Introducer  of  corresponding  size, 
and  a tube  of  “RAMSES”  Vaginal  Jelly. 

“RAMSES"  Vaginal  Jelly  is  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Association.  The 
“RAMSES"  Diaphragm  and  Diaphragm  Introducer  are  accepted 
by  the  Council  on  Physical  Medicine  of  the  American  Medical 
Association. 

gynecological  division 

JULIUS  SCHMID,  INC. 

42 3 West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


♦The  word 
‘'RAMSES” 
isa  registered 
trademark  of 
Julius  Schmid,  Inc. 
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at  all  times 

for  corrective  alkalization 


LIQUID 
CITRALKA 


sometimes  to  counteract  the  condition: 

as  in  decreased  alkali  reserve  and  trend  to  acidosis 


sometimes  to  assure  the  therapy: 

as  in  administration  of  sulfonamides  or  antibiotics 


Increasingly,  LIQUID  CITRALKA  is  an  accepted  routine 
“therapeutic  partner”  in  antibiotic  and  sulfonamide  therapy, 
where  effective  protection  against  crystalluria  is  essential. 
And  LIQUID  CITRALKA  is  well  established  as  a general 
systemic  alkalizer,  valuable  for  urinary  alkalization  in  pyuria, 
pyelitis,  and  urethritis. 


Since  LIQUID  CITRALKA  has  a mildly  acid  reaction  (pH 
of  4.5  to  5.0)  it  does  not  interfere  with  either  gastric  acidity 
or  protein  digestion,  but  yields  the  needed  basic  ions  in  body 
fluids  and  tissues. 


LIQUID  CITRALKA,  in  appropriate  dosage,  is  readily  acceptable 
to  adults,  children  and  infants.  It  is  often  diluted  with  water,  milk  or 
fruit  juices. 

LIQUID  CITRALKA:  Bottles  of  8 fluidounces  and  1 gallon. 


PARKE,  DAVIS  & COMPANY, 

$ % m 





Judicious  Laxation 


through  ease  of  administration 

Of  the  many  features  which  have  won  for  Phospho-Soda 
(Fleet)*  an  impressive  record  of  clinical  acceptance, 
outstanding  is  its  ease  of  administration.  This,  together  with 
its  controlled  action,  and  its  freedom  from  undesirable 
side  effects,  gives  assurance  that  every  prescription  of 
Phospho-Soda  (Fleet)  will  result  in  thoroughly 
effective  — yet  gentle  — catharsis. 

C.  B.  FLEET  CO.,  INC.  • lynchburg,  Virginia 

PHOSPHO-SODA'  and  FLEET' 

are  registered  trade-marks  of  C.  8.  fleet  Co..  Inc. 


l»IIOSPHO-SOI>A 

(FLEET) 


CHECK  LIST  for  choice  of  a lax 


’’sod’!0'  TYPE  OF 

(FLEET)  ACTION 
y'  Prompt  action 
^ Thorough  action 
y Gentle  action 


Phospho- 

Soda 

(FLEET) 


Photpho 

Soda 

(FLEET) 


^ ✓ ****** 

»'•««“  <.■•»»»■»'"  AMERICAN 

accrued  -or  .overt, sins  .y  ike  journal  or  m America 


y Absence  of  Con- 
V stipation  Rebound 
y No  Development 
r of  Tolerance 

y Safe  from  Exces- 
r sive  Dehydration 


SIDE 
EFFECTS 

No  Disturbance  of 
Absorption  of  y 
Nutritive  Elements 


Causes  no  ^ 

Pelvic  Congestion 


No  Patient 
Discomfort 


ative 

Phospho* 

ADMIN  IS-  8.1* 
TRATION  <fleet> 
Flexible  Dosage 

Uniform  Potency 
Pleasant  Taste  ^ 


Free  from  ^ 

Cumulative  Effects 
and  sodium  phosphate  18  Gm. 
MEDICAL  ASSOCIATION 


1 885 


" I itatnin  Hu  per  unit  of  weight . is  the  most  effective 

nut iuneniic  substance  known.”  SPIES  ETAL.i  J.  A.  M.  A.  139:521.  1949 

RUBRAMIN 

SQUIBB  vitamin  B12  concentrate 

now  in  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograms  of 
vitamin  B12.  Boxes  of  5. 

Dosage  for  15  microgram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


1386 


Patient 


under  Treatment 

for  Urinary  Tract  Infection 


MEANTIME  ENJOYS 

from  distressing 
SYMPTOMS 


Prompt  and  effective  relief  from  distressing 
symptoms  of  urinary  tract  infection  such  as 
urinary  frequency,  and  pain  and  burning  on 
urination,  can  be  achieved  in  a high  per- 
centage of  patients  through  the  action  of 
orally  administered  Pyridium. 

With  this  safe,  easily  administered  urinary 
analgesic,  physicians  can  provide  their  pa- 
tients with  almost  immediate  relief  from 


symptoms  during  the  time  that  specific  ther- 
apeutic measures  are  directed  toward  cor- 
recting the  pathologic  condition. 

Pyridium  is  virtually  nontoxic  in  thera- 
peutic dosage  and  can  be  administered  con- 
comitantly with  streptomycin,  penicillin,  the 
sulfonamides,  or  other  specific  therapy. 

The  complete  story  of  Pyridium  and  its 
clinical  uses  is  available  on  request. 


PYRIDIUM8 

(Brand  of  Phcnylazo-dianiino-pyridine  HC1) 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

* i/an  afcicfti  un<f  xo/iemibfo 
In  Canada:  MERCK  & CO.  Limited  Montreal,  Que. 
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to  get  rid  of 


undesirable 

tenants 


in  vaginitis 
cervicitis 

indeed  is  the 
trichomonal  or  other 
ective  organism 
which  can  survive 
the  vaginal 
environment 
created  by... 


westhiazo 
vaginal 


single  dose 
disposable 
applicators 


Safe,  dainty,  easy-to-use  westhiaxole  vaginal  rapidly 
produces . 

l a vaginal  acidity  untenable  to  most  pathogenic 
organisms. 

speedy  control  of  discharge,  itching,  foul  odor,  and  other 
distress. 


westhiaxole  vaginal  jelly 
contain*  10%  SULFATHIAZOLE, 
4%  UREA,  3%  LACTIC  ACID. 
1 % ACETIC  ACID  in 
a polyethylene 
base. 


I more  rapid  recovery  by  elimination  of  secondary  as  well 
as  primary  infection;  recovery  in  vaginitis  averages  2 to  7 
weeks;  in  cervicitis  3 weeks. 


samples?  literature?  please  write  to 

WESTWOOD  PHARMACEUTICALS,  Dept.  NY 
468  Dewitt  St.,  Buffalo  13,  N.Y. 
division  of  Foster- M ilburn  Cn 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Amchlor  (Brewer  & Company,  Inc.) 1471 

“A.P.L.”  (Ayerst,  McKenna  & Harrison,  Ltd.).  1371 

Belladenal  (Sandoz  Chemical  Works,  Inc.) 1366 

Caminoids  (Arlington  Chemical  Company) 1370 

Choline  (Flint,  Eaton  & Co.) 1376 

Liquid  Citralka  (Parke,  Davis  & Company). . . . 1383 

Crystodigin  (Eli  Lilly  & Company) 1400 

Daxalan-Dome  Paste  (Dome  Chemicals,  Inc.)..  1470 

Decholin  (Ames  Company,  Inc.) 136.5 

Declid  Undecylenic  Acid  Capsules  (Deeyl 

Pharmacal  Co.) 1374-1375 

Diaparene  (Homemakers’  Products  Corpora- 
tion)  1481 

Diatussin  (Ernst  Bisehoff  Company,  Inc.) 1360 

Donnatal  (A.  II.  Robins  Co.) Between  1376-1377 

Dramamine  (G.  D.  Searle  & Co.) 1377 

Estivin  (Schieffelin  & Co.) 1390 

Furacin  (Eaton  Laboratories,  Inc.) 1391 

Galatest  (Denver  Chemical  Mfg.  Co.) 1396 

Globin  Insulin  (Burroughs  Wellcome  & Co.).  . . . 1373 

Kondremul  (The  E.  L.  Patch  Company) 1392 

Kwell  Ointment  (Commercial  Solvents  Corpora- 
tion)  1303 

Liver  Preparations  (Armour  Laboratories) 1380 

Mandelamine  (Nepera  Chemical  Co.,  Inc.) 1378 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) 1410 

Methischol  (U.  S.  Vitamin  Corporation) 1308 

Mol-Iron  (White  Laboratories,  Inc.) 1380-1381 

Neocurtasal  (Winthrop-Stearns  Co.) 1367 

Nitranitol  (The  Wm.  S.  Merrell  Company).  .2nd  cover 
Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.).  1483 
Perandren  (Ciba  Pharmaceutical  Prod.,  Inc.) . . 1409 

Phospho-Soda  (C.  B.  Fleet  Co.,  Inc.) 1384 

Precalcin  (Walker  Vitamin  Products,  Inc.) 1394 

Pyridium  (Merck  & Co.,  Inc.) 1386 

Ramses  (Julius  Schmid,  Inc.) 1382 

Ray-'I'rote  (Raymer  Pharmacal  Company) 1473 

Hubramin  (E.  R.  Squibb  & Sons) 1385 

Rutaminal  (Schenley  Laboratories,  Inc.) 1362 


Salcedrox  (The  S.  E.  Massengill  Company) 1379 

Sopronol  (Wyeth  Incorporated) 1475 

Thum  (Num  Specialty  Co.) 1477 

Thyrobrom  (Van  Patten  Pharmaceutical  Co.) . ...  1 399 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical 

Products,  Inc.) 3rd  cover 

Westhiazole  Vaginal  (Westwood  Pharmaceuti- 
cals)  1387 


Dietary  Foods 


Mackesons’  Milk  Stout  (Whitbread  & Co.) 1479 

Pabena  (Mead  Johnson  & Co.) 4th  cover 

Pablum  (Mead  Johnson  & Co.) 4th  cover 

Similac  (M  <fc  R Dietetic  Labs.) 1390 


Medical  and  Surgical  Supplies 


Artificial  Limbs  (J.  E.  Hanger,  Inc.) 1396 

Hydrogalvanie  Units  (Teca  Corporation) 1477 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1481 

Supports  (S.  H.  Camp  and  Company) 1485 

Supports  (William  S.  Rice,  Inc.) 1388 

X-Rays  (The  George  W.  Borg  Corp.) 1397 


Miscellaneous 


Brioschi  (G.  Ceribelli  & Co.) 1399 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1363 

Coca  Cola  (Coca  Cola  Co.) 1486 

Cosmetics  (Ar-Ex  Cosmetics,  Inc.) 1479 

Whiskey  (Carstairs  Bros.  Distilling  Co.) 1395 


1389 


sign  of  pernicious  anemia! 


Armour  Liver  Preparations 

Liver  injection 

2 U.S.P.  Injectable  Units  per  cc.  fCrude.) 

4 U.S.P.  Injectable  Units  per  cc. 

Made  from  the  unrefined  70%  alcohol  soluble  fraction 
of  liver  extract  in  the  manner  described  in  the  U.S.P.  XIII 
for  the  preparation  of  Liver  Injection  (Crude). 

Liver  Injection  2 U.S.P.  units  (Crude)  (Armour)  is 
available  in  10  and  30  cc.  rubber-capped  vials. 

Liver  Injection  4 U.S.P.  units  (Atmour)  is  available  in 
5,  and  10  cc.  rubber-capped  vials. 


Achlorhydria  is  a classical  sign  of  pernicious 
anemia.  Once  pernicious  anemia  is  diagnosed, 
adequate  therapy  must  be  instituted  and  main- 
tained. But,  remember,  it  is  not  the  liver  sub- 
stance itself  but  rather  the  hemopoietic  principle 
and  secondary  factors  stored  in  the  liver  that 
promote  normal  blood  formation. 


10  U.S.P.  Injectable  Units  percc.  in  1 cc.,  5 cc.,  10  cc.. 
and  30  cc.  rubber-capped  vials. 

15  U.S.P.  Injectable  Units  percc.  in  1 cc.,  5 cc.,  and  lOcc. 
rubber-capped  vials.  A highly  refined  and  concentrated 
preparation  for  massive  dosage. 

Solution  Liver  Extract  — Oral 

45  cc.  equal  1 U.S.P.  Oral  Unit.  A readily  assimilable  and 
therapeutically  effective  preparation  for  use  when  the  oral 
route  is  indicated  or  preferred. 


Liver  Preparations  Armour 


are  tested  regularly  for  hemopoietic  potency, 
according  to  approved  methods,  on  actual  per- 
nicious anemia  patients  in  relapse.  And  it  has 
been  proved  that  the  Armour  Laboratories  have 
mastered  the  art  of  preserving  the  active  blood 
regenerating  constituents  of  the  fresh  liver  in 
an  extract  for  therapeutic  use. 


Liver  Extract  Concentrate  — Capsules 

9 capsules  equal  1 U.S.P.  Oral  Unit.  Odorless,  tasteless. 
Sealed  gelatin  capsules  in  boxes  of  50,  100. 

Have  confidence  in  the  preparation 
you  prescribe  — specify  "Armour" 

ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 
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"It  is,  at  times,  necessary  to  give  food  of  a consid- 
erably higher  caloric  value  than  would  be  anticipated.  The 
giving  of  a food  of  a caloric  value  too  low  to  meet  the 
infant’s  needs  is  by  all  odds  the  chief  cause  of  failure  in 
infant  feeding.”* 

When  feedings  of  higher  than  normal  caloric 
value  are  indicated,  how  simple  it  is  with  Similac!  You 
merely  increase  the  amount  of  Similac  powder  to  be  added 
to  each  ounce  of  water.  The  relation  of  all  the  nutritive  ele- 
ments to  each  other  remains  the  same  as  in  normal  breast 
milk.  And  the  Digestive  Factor  does  not  change;  for  Similac 
has  a consistently  zero  curd  tension  like  breast  milk  — even 
in  mixtures  of  double  the  normal  caloric  value. 

*Page  51 , Infant  Nutrition:  Jeans  and  Mariott,  1947. 

One  measure  (included  in  each  can)  of  Similac 
-'IfiSw added  to  two  ounces  of  water  makes  two  ounces 
of  the  normal  formula  — 20  calories  per  ounce. 


SIMILAC 


SIMILAC  DIVISION  • M & R DIETETIC  LABS.  INC.  • COLUMBUS  16.  OHIO 
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fjv&r  500  C4U led  ^ ITn/iefafG  treated  with  Furacin  have  now  been  reported  in  the 
literature.  Several  investigators  report  good  results  in  over  90%  of  their  cases,  often  within 
an  average  of  seven  days.  Of  30  cases  of  ecthyma  reported,  good  results  were 
obtained  in  24  within  the  average  time  of  eight  to  ten  days.  Sensitization  averaged 
under  5 per  cent.  Furacin®  brand  of  nitrofurazone  is  available  as 
Furacin  Soluble  Dressing  (N.N.R.)  and  Furacin  Solution 
(N.N.R.)  containing  Furacin  0.2%.  These  preparations  are 
indicated  for  topical  application  in  the  prophylaxis  or  treatment 
of  infections  of  wounds,  second  and  third  degree  burns,  cutaneous 
ulcers,  pyodermas  and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES.  INC.,  NORWICH,  N.  Y. 

Dillane,  W.  B.  et  al. : Treat.  Serv.  Bull.  2 :47,  1947  • Downing,  J.  G.  et  al. : 
J.  A.  M.  A.  133:299.  1947  • Downing,  J.  G. : Am.  Pract.  2:357,  1948  • 
Downing,  J.  G.  et  al. : New  England  J.  Med.  239:62,  1948  • Eichenlaub, 
F.  J.  et  al. : M.  Ann.  District  of  Columbia  17  :452,  1948  • Johnson,  H.  M. : 
Arch.  Dermat.  & Syph.  57  :348,  1948  • Miller,  J.  et  al. : New  York  State 
J.  Med.  47  :2316,  1947  • Robinson,  H.  M.  et  al. : South.  M.  J.  40  :409,  1947. 
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When  ’Teen-Age 

Regularity  is  a Problem 

More  or  less  free  from  parental  control, 
adolescents  are  apt  to  eat  when,  where  and 
what  they  choose,  too  often  an  over  abundance 
of  sugar  and  a decided  lack  of  bulk.  Per- 
petual nibbling,  quantity  without  balance, 
hurried  meals,  emotional  upsets,  disregarding 
the  urge  to  stool,  may  lead  to  irregularity  and 
constipation. 


KONDREMUL 

(PATCH) 


— Emulsion  Mineral  Oil  and  Irish  Moss  — 


is  effective  in  restoring  and  maintaining  regularity.  The  emulsion  has  a smooth,  creamy 
texture  and  a pleasant  flavor  with  no  oily  taste  or  aftertaste.  Since  it  does  not  upset  the 
stomach,  cause  griping  or  gas  pains,  the  youngster  is  blissfully  unaware  of  its  smooth 


mechanical  action  while  he  sleeps.  Kondremul  is  prescribed  at  bedtime  in  a small 
amount  of  water. 

’Teen-agers  who  disdain  medicine  respond  favorably  to  a frank  explanation  of  the 
wholly  mechanical  action  of  myriads  of  microscopically  fine  particles  of  mineral  oil, 
each  encased  in  a tough,  indigestible  film  of  Irish  Moss,  which  pass  unchanged  through 
the  gastrointestinal  tract  without  interfering  in  any  way  with  normal  digestion,  absorp- 
tion and  assimilation.  Kondremul  mixes  intimately  and  softens  the  fecal  mass  into  a soft, 
putty-like  stool,  easily  eliminated. 


Three  Types  of  KONDREMUL: 

KONDREMUL  Plain  (containing  55%  mineral 
oil) — for  usual  cases. 

KONDREMUL  with  non-bitter  Extract  of  Cas- 
cara  (4.4 2 Gm.  per  100  cc.) — for 
mild  taxation. 

KONDREMUL  with  Phenolphthalein — .13  Gm. 

(2.2  grs.)  phenolphthalein  per 
tablespoonful  — for  resistant 


The  E.  L.  PATCH  COMPANY,  Boston,  Massachusetts 
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Scabies,  until  recently  regarded  as  a disease  of  poverty 
or  uncleanliness,  today  is  known  to  be  found  in  all 
walks  of  life.  This  highly  contagious  parasitic  infesta- 
tion not  infrequently  escapes  detection,  hence  the  possi- 
bility of  its  presence  must  always  be  kept  foremost  in 
mind  when  a red,  punctate,  inflamed  pruritic  eruption 
presents  itself. 

In  the  eradication  of  scabies  Kwell  Ointment,  con- 
taining 0.5%  gamma  benzene  hexachloride  in  a vanish- 
ing cream  base,  represents  a significant  advance  in 
therapy.  A single  course  of  treatment  consisting  of  one 
or  two  applications  effects  a cure  in  more  than  90%  of 
patients.  Its  action  is  prompt,  positive,  and  is  not 
burdened  by  secondary  dermatitis  or  relapse. 

Kwell  Ointment  is  available  on  prescription  in  2 oz. 
and  1 lb.  jars  at  all  pharmacies. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
17  EAST  42nd  STREET,  NEW  YORK  17,  N.  Y. 


KWELL  OINTMENT 

0.5%  GAMMA  BENZENE  HEXACHLORIDE  IN  A VANISHING  CREAM  BASE 
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ANt  LACTATI 0 


MAINTAIN  THE  PATIENT’S 
VITAMIN-MINERAL  BALANCE 

PRECALCIN  supplies  all  of  the  essential  vitamins 
in  association  with  readily  assimilable  calcium, 
phosphorus,  and  iron  in  an  easy-to-swallow,  colorful 
gelatin  capsule  (dry  powder  “fill"). 

Although  they  supply  ample  amounts  of  Vitamins  A 
and  D,  PRECALCIN*  Capsules  are  entirely  free  of  fishy 
taste  or  odor.  They  are  acceptable  even  to  the  most 
fastidious  patient. 


aaras1 

HlAC INAMlDf  “*  ‘ mg.  * * - 300  . , 
FEHOUS  ClUCOntTc  3000  m9 

'*»**«£  ft  * •: 

COSE,  "»■  • . 


PRECALCIN  is  offered  for  use  under  the  guidance  of  the 
physician  only.  It  is  never  advertised  to  consumers. 


PRECALCIN  is  supplied  in  bottles  of  100  capsules  and  is  available  to  patients  through 
all  prescription  pharmacies. 

Samples  and  literature  to  physicians  on  request.  *Exclusive  trademark  of  Walker  Vitamin  Products,  Inc. 


VITAMIN  PRODUCTS,  INC.,  mount  vernon,  n.y. 
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WHATEVER  YOU 


PRESCRIBE  IT  EOR 


CARS'!  AIRS  IS  BLENDED  WITH  CARE 


FOR  PATIENTS  IN  YOUR  CARE 


FOR  a long  time,  alcohol  has  been 
a helpful  ally  of  the  medical 
profession. 

No  doubt  you’ve  frequently  pre- 
scribed it  in  the  form  of  whiskey 
for  disorders  like  angina  pectoris 
and  arteriosclerosis,  among  others. 

When  doing  that,  naturally  you 
want  your  patients  to  have  an  excel- 
lent product.  That’s  why  Cars  lairs 
White  Seal  is  so  admirably  suited 


to  medicinal  use.  This  fine  neutral 
spirit  blend  is  light . . . mild  . . . and 
low  in  congeneric  content. 

It  is  blended  with  care  ...  by  ex- 
pert distillers  long  devoted  to  the 
highest  quality  standards.  Their  per- 
fectionism and  skill  are  responsible 
for  the  excellence  of  the  “Perfectly 
Balanced  Blend.” 

When  whiskey  is  indicated,  may 
we  suggest  that  you  recommend 
Carstairs  White  Seal  to  your  patients? 


The  a Man  who  Cares  says: 

CARSTAIRS  White  Seal 


CARSTAIRS 

While  Seal 


WENDED  WHISKEV 

24  t 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C. 


I 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.  blended  whiskey,  86.8  Proof,  72%  Grain  Neutral  Spirits 
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Qalcuteit 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Acetone,  ^eit  (DENCO) 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder,  a 
little  urine — color  reaction  occurs  at  once  if 
sugar  or  acetone  is  preseent. 


FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


I.  A LITTLE  POWDER 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


Accepted  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 


HANDICAPPED? 


His  Hanger  leg  is  no  handicap! 

“I  have  played  on  softball  teams,  was  chosen  as  a 
member  of  the  All-Star  team,  play  tennis,  and  enter 
into  any  games  that  I would  had  I not  been  wearing 
an  artificial  limb,"  says  0.  D.  Stone,  Hanger  wearer 
in  Texas.  Not  all  wearers  of  Hanger  Limbs  can  jump 
as  Mr.  Stone  does  above.  But  Hanger  wearers  can 
and  do  walk  comfortably,  safely,  and  satisfactorily, 
and  perform  everyday  activities.  Hanger  Limbs  al- 
low the  amputee  to  return  to  daily  life  as  a living 
and  working  individual. 

HANGERS  lImbs 

104  Filth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


CARSERVICE,  INC. 

will  provide  you  with  a new  car,  service, 
maintenance,  and  insurance. 

Convenience  is  the  word  for  this  special 
service  enjoyed  by  many  professional  and 
business  men  for  their  regular  transporta- 
tion or  as  an  extra  car  for  their  family  on 
vacation. 

Rates  start  at  $100  per  month.  Phone  or 
write  us,  we  shall  be  happy  to  give  you 
details. 

CARSERVICE,  INC. 

49-21  Northern  Blvd. 

Long  Island  City  1 
In  Surrey  Motors  Building 
RAvenawood  6-4960 
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BRJEKE-SEIB  X-RAY  HI..  INC. 

Iaiii  mii:  Distribitiis 


in 

the  Southern  Territory  of  the 
State  of  Sew  fork 


for 

THE  GEORGE  W.  BORG  CORPORATION 

the  Ultimate  in  X-RAY  Equipment 

POST-WAR  DESIGNED 

offices  and  showrooms 

293  THIRD  AVENUE 
NEW  YORK  10,  NEW  YORK 

Lexington  2-1081-2 
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disorders 

cirrhosis 
fat  infiltration 
functional  impairment 
toxic  hepatitis 
infectious  hepatitis 


methischol 

(pronounced  meth'  is  kol) 


A synergistic  combination  of  METHIONINE,  CHOLINE 
and  INOSITOL  in  a LIVER-VITAMIN  B COMPLEX  BASE 
. . . lipotropic  substances  which  favor  the  transport  of 
fat  from  the  liver  to  the  fat  depots  of  the  body  . . . 
for  prophylaxis,  retardation  and  specific  therapy  in 
reparable  liver  damage. 

each  tablespoonful  or  3 capsules  contain: 


dl-Methionine  333  mg. 

Choline 250  mg. 

Inositol  166  mg. 


together  with  the  natural  B com- 
plex from  1 2 grams  of  liver. 

Supplied,  in  bottles  of  1 00,  250,  500  and  1 000 
capsules  and  16  oz.  and  gallon  syrup. 


advantages  of  methischol 

1 . three  efficient  lipotropic  agents. 

2.  natural  B complex  from  liver. 

3.  essential,  readily  utilized  METHIONINE. 

4.  well  tolerated,  non-toxic,  convenient. 
Detailed  literature  and  sample. 

U.  S.  vifamin  corporation 

casimir  funk  labs.,  inc.  (affiliate) 
250  east  43rd  street  • new  york  1 7,  n.  y. 
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Intra 


ESTIVIN 

aocular  means  of  treaimg 


i hay  fever 


Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc. — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 


Literature  and  sample 
on  request 


Schieffelin  £ Co. 

Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.  Y. 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


Why  BROMINATED 
Thyroid? 

THYROBROM,  brand  of  brominated  thyroid, 
provides  all  the  physiological  and  pharmacolog- 
ical effects  of  thyroid  with  a minimum  of  thy- 
rotoxic manifestations  such  as  palpitation  and 
nervousness.  In  THYROBROM  the  bromine 
enters  into  chemical  combination  with  the  ac- 
tive ingredient  of  selected,  defatted  and  desic- 
cated thyroid. 

THYROBROM  Iodine  content  is  0.2%,  same 
as  U.  S.  P.  Bromine  content  2.0%.  Prescribed 
in  hypothyroid  obesity,  myxedema,  low  B.M.R., 
hypothyroidism  or  whenever  thyroid  medica- 
tion is  indicated. 

THYROBROM— the  Logical  Choice  Whenever 
Thyroid  Medication  is  Indicated. 

Sign  and  mail  coupon  below  for  samples  and  literature 

VAN  PATTEN  PHARMACEUTICAL  CO. 

1227  Loyola  Ave.,  Chicago,  26 
j Gentlemen:  Please  send  items  checked: 

THYROBROM  □ Samples  □ Literature  I 

j Dr. j 

| Address 

I Town State 


1400 


advantages  of  CRYSTODIGIN  over 
whole-leaf  digitalis: 

More  dependable  effect  provided  with  an 
accurately  weighed  amount  of  a pure 
substance  than  with  crude  material 
which  contains  other  ingredients  irritat- 
ing to  the  gastro-intestinal  tract. 

Easier  maintenance  with  CRYSTO- 
DIGIN (Crystalline  Digitoxin,  Lilly), 
which,  unlike  whole-leaf  digitalis,  is  uni- 
formly and  almost  completely  absorbed. 
.Vo  less  prolonged  and  no  more  toxic. 


as  an  improved  digitoxin. 
CRYSTODIGIN  is  a single  crystalline- 
pure  glycoside.  It  exceeds  minimal 
requirements  for  ordinary  digitoxin, 
which  is  officially  allowed  to  be  a mix- 
ture of  glycosides  and  may  have  as 
little  as  80  percent  of  stated  content. 

CRYSTODIGIN  is  supplied  in  0.05-mg., 
0.1-rng.,  0.15-mg.,  and  0.2-mg.  tablets 
and  as  Ampoules  'Crystodigin,’  0.2  mg., 
1 cc.,  and  in  10-cc.  rubber -stoppered 
ampoules  containing  0.2  mg.  per  cc. 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Gi 
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G 
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Complete  literature  on  CRV  STOD1GTN 
is  available  from  your  Lilly  medical 
service  representative  or  will  be  lor- 
warded  upon  request. 
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Editorials 


The  Annual  Meeting — 1949 


The  successful  143rd  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New 
York  was  concluded  on  May  6 at  the  City  of 
Buffalo,  with  an  attendance  of  2,500  persons, 
1,609  of  these  being  physicians,  and  538 
others,  doctors’  wives,  medical  students,  and 
interns,  together  with  335  exhibitors.  The 
Convention  Committee  deserves  great  com- 
mendation for  the  arrangements  at  the 
Hotel  Statler. 

During  the  sessions  of  the  House  of  Dele- 
gates the  always  difficult  matter  of  processing 
the  large  volume  of  resolutions  constituting 
the  greater  part  of  the  official  business  of  the 
House  was  much  facilitated  by  the  excellent 
corps  of  typists  available.  In  addition, 
facilities  were  made  available  by  the  edi- 
torial staff  of  the  Journal  whereby  all  reso- 
lutions could  be  edited.  This  procedure  re- 
duced materially  purely  clerical  errors,  over- 
long  preambles,  and  simplified  the  onerous 
work  of  reference  committees. 

The  increasing  work  of  the  House  necessi- 
tated one  evening  session  lasting  until  11:30 
p.m.  We  submit  that  such  a legislative  day 
commencing  at  9:00  a.m.  is  too  long  a ses- 
sion. Volume  of  debate  on  more  and  more 
controversial  issues  increases  year  by  year. 


Thorough  discussion  of  such  issues  is  of 
course  necessary.  Perhaps  it  may  become 
essential  to  prolong  the  sessions  of  the  House 
to  three  full  days  in  view  of  the  increasing 
load  of  work  being  thrown  on  the  reference 
committees.  The  question  deserves  some 
consideration.  Yearly  the  verbatim  minutes 
also  increase  in  volume.  This  poses  the 
serious  problem  of  increased  cost  in  publish- 
ing a supplement  to  the  Journal. 

It  seems  incontrovertible  that  the  greater 
ramifications  of  formal  medicine  into  the 
fields  of  insurance,  legislation,  public  rela- 
tions, publishing,  social  welfare,  mental 
health,  school  health,  and  workmen’s  com- 
pensation, to  cite  but  a few  examples,  are 
producing  more  complex  problems  as  the 
years  pass  by.  With  but  one  meeting  a year 
when  all  county  society  delegates  assemble 
to  debate  issues  of  prime  importance,  debate 
should  not  be  unduly  restricted,  even  if  this 
means  a lengthened  session  of  the  House. 
With  revision  of  the  Constitution  and  By- 
laws in  contemplation,  this  subject  might 
well  receive  close  attention. 

Too  much  commendation  cannot  be  given 
to  the  hard-working  officers  and  delegates 
who  labored  hour  after  weary  hour  to  get  the 
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business  of  the  House  done.  Especially, 
the  reference  committees  deserve  the  unre- 
stricted thanks  of  all  for  their  conscientious 
and  thorough  hearings,  their  strict  attention 
to  their  allotted  business,  and  the  general  ex- 
cellence of  their  reports. 

It  was  especially  heartening  to  observe 
the  large  proportion  of  younger  physicians 
in  the  roster  of  delegates.  The  gallant  pha- 
lanx of  “older  young  men”  who  during  the 
war  years  and  after  carried  the  heavy  burden 


of  responsibility  was  no  less  in  evidence, 
reduced  perhaps  in  numbers  but  not  in 
keenness  of  vision  and  physical  vitality. 
But  the  newer  delegates,  many  of  them 
veterans  of  the  War,  gave  certain  promise  of 
assuming  their  responsibilities  seriously, 
without  whom  the  affairs  of  formal  medicine 
could  not  long  endure. 

Let  them  be  vigilant,  having  in  mind  the 
words  of  Cecil  Rhodes:  “So  little  time,  so 
much  to  do.” 


The  Doctor  as  Citizen 


Is  modem  training  for  a medical  career  de- 
structive of  good  citizenship?  In  theory, 
no;  in  practice,  yes,  with  certain  reserva- 
tions. 

The  scope  of  modern  medicine  has  in- 
creased with  such  incredible  rapidity  that 
training  of  candidates  for  the  doctorate  has 
had  to  be  intensified  and  compressed  within 
the  lengthened  period,  starting  with  pre- 
medical training  and  ending  with  the  actual 
entry  of  the  individual  into  practice. 
Higher  standards,  more  exacting  academic 
requirements,  internships,  residencies, 
Boards  in  the  various  specialties— while  in- 
disputably producing  doctors  of  greater 
skills — do  so  at  a price. 

Part,  at  least,  of  that  price  is  the  loss  to 
the  nation,  in  many  cases,  of  an  interested 
citizen.  Almost  from  the  time  he  starts  his 
premedical  training,  the  candidate  in  medi- 
cine becomes  isolated  from  the  ordinary 
affairs  of  the  community.  When  science 
was  rudimentary,  there  remained  time  for 
the  humanities;  the  learned  man  could  still 
interest  himself  in  the  affairs  of  the  com- 
munity ; the  laboratory  had  not  yet  engulfed 
him.  In  modern  times  the  forces  of  his 
chosen  career,  however,  are  largely  centrip- 
etal, driving  him  from  the  outside  in,  iso- 
lating him  in  the  laboratory,  insulating  him 
in  the  college,  and  segregating  him  in  the 
postgraduate  schools  and  hospitals  in  a man- 
ner and  to  a degree  that  was  never  contem- 
plated in  the  past  and  is  only  slightly  com- 
prehended now. 

From  the  beginning  of  his  premedical  stu- 
dies this  progressive  isolation  of  the  student 


from  the  community  and  its  affairs,  except 
in  rare  instances,  places  him  in  an  atmos- 
phere of  unreality.  Little  conscious  of  the 
background,  the  history,  the  evolution  of  the 
art  and  science  of  the  profession  he  is  to  prac- 
tice, he  is  in  these  times  surrounded  from  the 
beginning  of  his  medical  studies  with  “faits 
accomplis,”  schools,  endowments,  libraries, 
hospitals,  equipment  of  all  kinds,  in  the  de- 
velopment of  which  he  has  had  no  part. 

The  student  then  is  imbued  with  the  pride 
and  power  of  the  mere  tools  and  technics  of 
his  profession,  the  perfection  of  which  he  ad- 
mires, since  such  perfection  contributes 
subtly  to  his  sense  of  satisfaction  in  having 
chosen  a career  in  medicine;  the  sense  of 
power  to  heal  is  as  real  as  the  sense  of  power 
to  rule  or  to  destroy,  and  the  pride  of  instru- 
ments and  drugs,  of  hospitals  and  schools 
can  be  as  destructive  of  real  humility  as  a 
large  legacy  from  a rich  uncle. 

What  sense  of  obligation  to  the  past  from 
which  this  perfection  has  flowed  is  inculcated 
in  the  student?  Little,  nor  none  at  all. 
What  does  the  modern  student-physician 
have  of  that  real  humbleness  of  spirit  which 
prompted  Ambrose  Pare  to  write  in  his  war- 
time notebooks,  “I  bound  up  his  wounds  and 
God  cured  him?”  Arrogance,  false  pride, 
and  professional  isolation  from  the  world  of 
well  people  have  put  the  student-physician  in 
an  equivocal  position.  Even  before  he  be- 
gins his  own  practice,  the  demands  and  pres- 
sures of  his  professional  studies  have  pre- 
cluded for  the  most  part  his  active  participa- 
tion in  community  affairs ; he  knows  almost 
everything  except  his  fellow  man. 
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Also,  he,  only  with  great  difficulty,  can 
afford  to  marry,  because  of  the  financial 
drain  of  his  education.  He  must  marry  late 
if  at  all  and  must  abridge  his  family  life  in  the 
interests  of  the  public  demand  for  his  serv- 
ices twenty-four  hours  a day,  seven  days  a 
week,  including  holidays. 

The  projected  greater  centering  of  medical 
practice  about  the  hospital,  as  many  advo- 
cate, will  be  an  almost  ideal  means  of  remov- 


ing not  only  the  student-physician  but  the 
practicing  doctor,  also,  from  the  last  few  con- 
tacts with  the  community  of  well  people. 
Are  physicians  of  the  future  to  inhabit  a kind 
of  limbo,  to  become  detached  from  all  ties  of 
citizenship,  serving  neither  on  juries,  nor  as 
firemen,  retaining  perhaps  a brief  obligation 
for  military  service  as  a kind  of  appendix  to 
justify  their  citizenship  together  with  the 
payment  of  their  taxes? 


Current  Editorial  Comment 


Occupational  Cancer.  An  article  has 
come  to  our  desk  under  the  title  “ Cancer  in 
the  Factory.”1  It  is  at  once  interesting 
and  alarming  and  we  doubt  that  either  the 
medical  profession  or  the  general  public  is 
aware  of  the  picture  that  it  paints. 

Every  medical  student  knows  that,  in 
1775,  Mr.  Percival  Pott  described  cancer 
of  the  scrotum  occurring  in  chimney  sweeps 
and  suggested  that  it  might  be  due  to  the 
action  of  accumulations  of  soot.  During 
the  next  100  years,  paraffin  and  shale  oils, 
pitch  and  tar  were  added  to  the  list  of 
chemical  causative  agents  of  cancer  of  the 
skin. 

During  the  present  century,  miners’ 
deaths  in  Germany  from  cancer  of  the  lung 
have  been  ascribed  to  radioactive  ore  that 
they  were  working.  Most  of  us  remember 
the  “radium  disease”  that  killed  so  many 
young  women  workers  on  luminous  watch 
dials. 

The  United  States  Public  Health  Service 
has  produced  a chart  of  carcinogenic  sub- 
stances which  includes  among  physical 
agents — alpha,  beta,  ultraviolet,  x-  and 
gamma  rays.  Likewise  the  following: 

Chemical  (inorganic) — arsenic,  chromates, 
nickel  carbonyl,  asbestos,  and  beryllium. 
The  evidence  as  to  beryllium  is  con- 
flicting. 

Chemical  (organic) — benzol,  aromatic 
amines,  polycylic  hydrocarbons,  soot,  car- 
bon black,  tar  and  pitch,  paraffin  oil,  shale 
oil,  mineral  oils,  anthracene  oil,  creosote. 
Aniline,  azo-dyes  and  estrogens  are  re- 
garded as  debatable. 

Parasitic — schistosma  hematobium,  vi- 
ruses. Clonorchis  sinensis  is  debatable. 

Medical  experts  agree  that  cancer  should 
be  a reportable  disease,  and  that  com- 


pensation laws  must  be  amended  to  allow 
for  occupational  cancer. 

Questions  that  arise  are:  “How  wide- 
spread is  this  affliction?”  Eight  thousand 
cases  have  already  been  observed  in 
workers  in  various  industries,  affecting 
many  different  bodily  organs.  How  long 
and  how  intense  an  exposure  to  these 
agents  will  produce  cancer  in  humans? 
What  is  the  latent  period  before  symptoms 
appear?  Just  what  happens  when  the 
agent  comes  in  contact  with  human  tissue? 
Does  it  act  directly  on  the  tissue?  Does  it 
change  the  tissue  so  as  to  endow  it  with 
carcinogenic  properties?  Does  it  cause 
functional  change  in  the  liver  or  endocrine 
organs,  which  then  generate  cancer? 
Briefly,  what  causes  cancer? 

The  article  concludes: 

“Man  has  already  paid  part  of  his  penalty 
for  what  we  call  progress.  He  must  begin 
now  to  pay  in  the  coin  of  responsibility. 
Having  exploited  the  environment  for  the  sake 
of  the  good  life,  he  must  now  come  to  terms 
with  it  for  the  sake  of  a better  life.” 

Medical  Program  of  the  Atomic  Energy 
Commission.  Under  the  above  title  Dr. 
Shields  Warren  of  Boston  outlines  what  is 
being  done  and  what  is  contemplated  by 
the  Atomic  Energy  Commission  in  the 
medical  sciences,  which  constitute  one  half 
of  the  total  number  of  individual  projects.1 
He  believes  that  the  development  of  anti- 
biotics, the  impact  of  social  legislation,  and 
the  advent  of  atomic  energy  have  brought 
more  profound  changes  in  scientific  medi- 
cine during  the  past  six  years  than  any 


1 Warren,  Shields,  M.D.:  J.A.M.A.  138:  1227  (Dec.  25) 
1948. 
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1 Robinson,  Marion:  Survey  (Jan.)  1949. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 

From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 

Admission  of  Patients  to  Public  Tuberculosis  Hospitals 


The  fundamental  purpose  of  tuberculosis 
hospitals  is,  of  course,  to  provide  adequate 
segregation  and  treatment  for  tuberculosis 
patients.  Such  medical  care  is  one  of  the 
most  important  elements  of  the  tuberculosis 
control  program. 

Under  the  provisions  of  the  Public  Health 
Law,  in  New  York  State  tuberculosis  hos- 
pital care  and  treatment  which  is  provided 
by  the  State  or  by  any  county  or  city  is 
available  without  charge  to  any  person  in 
need  of  such  care  who  has  acquired  State 
residence  (one  year  of  continuous  residence 
in  the  State  preceding  the  date  of  application). 

In  the  upstate  area,  public  tuberculosis 
hospital  care  is  provided  by  seven  State 
tuberculosis  hospitals,  22  county  tuberculo- 
sis hospitals,  and  one  city  tuberculosis 
hospital.  Hospital  care  for  New  York  City 
residents  is  provided  in  10  public  tuberculo- 
sis or  general  hospitals  and  a number  of 
private  tuberculosis  or  general  hospitals. 

The  following  is  a brief  summar)r  of  the 
procedures  for  the  admission  of  patients  to 
public  tuberculosis  hospitals. 

State  Tuberculosis  Hospitals.  The  State 
tuberculosis  hospitals  are  primarily  for 
residents  of  certain  specified  counties  in  each 
of  the  State  hospital  districts  (see  below), 
but  patients  from  other  parts  of  the  State, 
including  New  York  City,  also  may  be 
admitted  if.  suitable  beds  are  available. 

Hermann  M.  Biggs  Memorial  Hospital,  Ithaca, 
serves  Cayuga,  Cortland,  Schuyler,  Seneca, 
Tioga,  Tompkins,  Wayne,  and  Yates  Counties. 

Mount  Morris  Tuberculosis,  Mount  Morris,  serves 
Allegany,  Genesee,  Livingston,  Ontario,  Or- 
leans, Steuben,  and  Wyoming  Counties. 

Homer  Folks  Tuberculosis  Hospital,  Oneonta, 
serves  Chenango,  Delaware,  Fulton,  Greene, 
Lewis,  Madison,  Montgomery,  Otsego,  Putnam, 
Schoharie,  and  Sullivan  Counties. 

Ray  Brook  State  Tuberculosis  Hospital,  Ray 
Brook,  serves  Clinton,  Essex,  Franklin,  Hamil- 
ton, and  St.  Lawrence  Counties. 

Onondaga  Sanatorium,  Syracuse,  serves  Onondaga 
County. 

Broadacres  Sanatorium,  Utica,  serves  Oneida 
County. 

J.  N.  Adam  Memorial  Hospital,  Perrysburg, 
serves  Erie  County. 


Application  for  admission  of  patients  from 
the  counties  in  the  State  hospital  districts 
may  be  made  to  the  director  of  the  State, 
hospital  by  (1)  a private  physician  or  health 
officer,  (2)  the  patient  or  a member  of  his 
family,  or  (3)  a public  welfare  official. 

A patient  living  in  a county  which  is  not 
included  in  a State  tuberculosis  hospital  dis- 
trict may  be  admitted  to  a State  hospital 
only  when  suitable  facilities  are  not  available 
locally  or  when  the  facilities  of  the  State 
hospital  are  particularly  suited  for  the  type 
of  care  and  treatment  indicated.  In  such 
instances,  applications  for  admission  may  be 
made  to  the  director  of  the  State  hospital  by 
(1)  a superintendent  of  any  county  or  city 
tuberculosis  hospital,  (2)  the  New  York  City 
Department  of  Hospitals  for  residents  of 
New  York  City,  (3)  a hospital  admission 
agency  or  any  other  similar  agency  author- 
ized for  the  purpose  by  a county  board  of 
supervisors,  or  (4)  the  State  Commissioner 
of  Health  or  his  designated  representative. 

Other  Than  State  Tuberculosis  Hospitals. 
Applications  for  the  admission  of  patients  to 
hospitals  other  than  those  operated  by  the 
State  may  be  made  by  a private  physician, 
health  officer,  patient  or  member  of  his 
immediate  family,  or  public  welfare  official. 
In  areas  served  by  county  or  city  tuberculo- 
sis hospitals,  such  applications  should  be 
made  to  the  superintendent  of  the  appro- 
priate public  tuberculosis  hospital.  For  resi- 
dents of  New  York  City,  the  application 
should  be  made  to  the  Tuberculosis  Admis- 
sion Bureau  of  the  New  York  City  Depart- 
ment of  Hospitals. 

Applications  for  residents  of  Erie  County 
should  be  made  to  the  Erie  County  Depart- 
ment of  Health;  for  residents  of  Albany, 
Washington,  and  Westchester  Counties  to  the 
respective  county  departments  of  public 
welfare'.  (Applications  for  residents  of  New 
Rochelle  should  be  made  to  the  City 
Department  of  Public  Welfare.) 

When  tuberculosis  hospital  care  and 
treatment  through  any  of  the  foregoing 
channels  appears  to  be  unobtainable,  appli- 
cations may  be  made  to  the  State  Commis- 
sioner of  Health. 
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CARLTON  E.  WERTZ,  M.D. 

President-Elect 

Medical  Society  of  the  State  of  New  York 

THE  new  President-Elect  of  the  Medical  Society  of  the  State  of  New 
York,  chosen  at  the  143rd  annual  meeting  held  May  2 to  6,  1949,  in 
Buffalo,  is  Dr.  Carlton  E.  Wertz,  a native  of  Rochester,  now  residing  in 
Buffalo. 

A graduate  of  the  University  of  Buffalo  School  of  Medicine  in  1915,  Dr. 
Wertz  interned  at  the  Deaconess  Hospital,  Buffalo,  where  he  later  became 
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attending  surgeon.  From  1916  to  1917  he  served  with  the  National  Guard 
on  the  Mexican  Border.  Dr.  Wertz  is  now,  in  addition  to  his  post  at 
Deaconess  Hospital,  consulting  surgeon  at  the  Edward  J.  Meyer  Memorial 
Hospital  in  Buffalo  and  at  the  J.  N.  Adam  Memorial  Hospital  in  Perrys- 
burg. 

Dr.  Wertz  is  a past-president  of  the  Medical  Society  of  the  County  of 
Erie  and  past-president  of  the  Buffalo  Academy  of  Medicine.  For  more 
than  ten  years  he  has  been  actively  interested  in  the  development  of  volun- 
tary nonprofit  medical  care  insurance  and  now  is  president  of  the  Western 
New  York  Medical  Plan,  which  covers  eight  western  New  York  counties. 

He  is  a member  of  the  Erie  County  Medical  Society  Workman’s  Com- 
pensation Board,  a position  he  has  held  since  1937.  He  has  been  a member 
of  the  Council  of  the  Medical  Society  of  the  State  of  New  York  for  the  past 
five  years  and  is  chairman  of  its  Committee  on  Economics.  In  addition, 
Dr.  Wertz  is  a commissioner  of  the  Associated  Medical  Care  Plans. 


Current  Editorial  Comment 

[Continued  from  page  1403] 


period  since  the  discovery  of  bacteria  or 
the  invention  of  the  microscope.  What 
atomic  energy  may  bring  in  the  develop- 
ment of  heat  and  power  for  the  propulsion 
of  ships  and  aircraft  lies  in  the  future. 
The  research  tools  it  provides  at  the  present 
time  are  overwhelming. 

Ionizing  radiation  may  affect  the  body  in 
two  ways:  external  radiation  as  from  the 
conventional  x-ray  tube,  or  as  internal 
radiation  from  the  administration  of  radio- 
active phosphorus.  From  an  examination 
of  a cell  or  tissue,  there  is  no  way  to  tell  the 
difference  between  radiation  effects  pro- 
duced by  neutrons,  by  200  kilovolt  roent- 
gen rays,  or  by  the  gamma  rays  of  radium. 
The  chief  effect  is  assumed  to  be  through 
interference  with  the  nucleic  acid  metab- 
olism of  the  cell.  In  radioactive  isotope 
therapy,  an  attempt  is  made  to  take  ad- 
vantage of  selective  localizations,  such  as 
the  specific  affinity  of  bone  and  phosphorus, 
or  thyroids  and  iodine. 

In  determining  the  therapeutic  value  of 
any  radioactive  isotope,  one  must  consider 


the  inherent  toxicity  of  the  substance,  the 
half-life  of  the  material,  the  degree  of 
localization,  limit  of  region  effectively 
irradiated  and  reasonably  high  specific 
activity  of  the  element,  preferably  1 milli- 
curie  per  milligram  of  element.  Other 
limitations  exclude  all  but  a relatively  few 
substances  that  fulfill  all  these  desirable 
criteria.  Among  the  most  useful  are  phos- 
phorus 32,  iodine  131,  and  sodium  24  for 
cancer  research  and  therapy.  Cobalt  60 
is  interesting,  its  gamma  radiations  being 
essentially  the  same  as  those  from  radium. 
For  its  half-life  of  five  and  three-tenths 
years  it  is  nontoxic,  it  does  not  emit 
alpha  particles,  and  it  is  not  stored  in- 
definitely in  bone,  like  radium  and  radon. 

To  help  relieve  the  dearth  of  scientific 
personnel,  a medical  training  program  is 
developed  in  the  medical  and  allied  sciences. 
It  provides  up  to  one  hundred  predoctoral 
fellowships  annually  for  one  year,  and  they 
are  renewable.  Postdoctoral  fellowships 
annually  will  provide  for  seventy-five,  for  a 
period  of  two  years,  and  are  not  renewable. 
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Anorexigenic  Drugs 


When  the  appetite  mechanism  of  an  in- 
dividual is  perfect,  an  even  balance  between 
caloric  intake  and  energy  expenditure  occurs, 
and  the  weight  of  that  person  remains  fairly 
constant.  Eating  habits  of  people,  as  a rule, 
are  established  by  middle  age,  consequently 
most  persons  gain  weight  slowly  during  the 
fourth  and  fifth  decades,  as  their  energy  ex- 
penditure declines.  The  increase  in  weight 
is  usually  gradual  and  not  excessive.  Some 
people  have  accumulation  of  excessive  weight 
whether  they  are  of  young  or  middle  age. 
It  was  pointed  out  in  the  preceding  article 
that  eating  as  a means  of  relieving  tension 
frequently  is  responsible  for  obesity.1  It  is 
now  accepted  by  most  investigators  of  weight 
problems  that  psychogenic  factors  are  more 
usual  in  the  development  of  obesity  than  are 
physical  ones.2  The  treatment  of  obesity, 
in  addition  to  other  measures,  must  provide 
patients  with  ways  to  relieve  tension  and  to 
compensate  for  unhappiness  other  than  by 
eating.  The  doctor  must  help  his  patient 
make  satisfactory  adjustments  to  emotional 
distress  before  he  prescribes  a specific  regime. 
Because  obesity  occurs  only  from  the  con- 
sumption of  more  calories  than  one  expends 
daily  for  energy,  drugs  remain  adjuncts  to 
other  aids  designed  to  lower  the  number  of 
calories  taken. 

Nathanson  in  1937  reported  that  obese 
patients  with  narcolepsy  lost  weight  follow- 
ing administration  of  amphetamine  sulfate.3 
Following  this  report,  considerable  interest 
was  shown  in  the  anorexigenic  effect  of  this 
drug.  Later,  other  investigators  called  at- 
tention to  a similar  effect  produced  by  other 
drugs  whose  basic  structure  contains  the  2- 
aminopropane  radical.4,5  All  of  these  drugs 
act  as  cortical  stimulants.  All  of  them  de- 
press the  appetite  to  some  extent,  some  more 
than  others.  All  of  them  raise  slightly  the 


basal  metabolism,  but  this  effect  appears  not 
to  be  their  mechanism  of  action.  All  drugs 
in  this  group  may  give  undesirable  effects. 
Sufficient  literature  has  accumulated  to  allow 
evaluation  of  these  drugs  in  terms  of  being 
efficient  adjuvants  in  weight  reduction,  also 
to  judge  them  in  terms  of  their  undesirable 
effects. 

There  is  no  uniformity  of  belief  regarding 
how  these  drugs  exert  their  anorexigenic 
properties.  Harris  et  al.  report  experimental 
evidence  in  humans  and  dogs  that  these 
drugs  exert  their  effect  by  action  on  the 
sympathetic  nervous  system.5  Another 
point  of  view  regarding  mechanism  of  action 
is  expressed  by  Lesses  and  Myerson,  who 
believe  that  they  decrease  a desire  for  food 
by  increasing  hedonic  tone,  i.e.,  they  stimu- 
late interest  in  other  matters  which  give 
satisfaction  and  a broader  interest.6  Such  a 
concept  explains  the  tendency  for  these  drugs 
to  be  more  effective  appetite  inhibitors  for 
obese  patients  than  for  people  of  normal 
weight  and  supports  the  generally  accepted 
theory  that  many  unsatisfied  people  nibble 
on  tidbits  much  of  the  time.  The  change  in 
mood  brought  about  by  this  group  of  drugs 
through  cerebral  stimulation  also  may  con- 
tribute relief  of  excessive  appetite  in  some 
people.  Some  observers  believe  that  the 
dextro  form  has  primarily  anorexigenic  ac- 
tion and  that  the  levorotatory  compound  is 
mainly  one  with  excitatory  effect.4  Richard- 
son finds  little  evidence  to  support  this  con- 
cept.7 He  does  believe  the  dextro  form  has 
less  pressor  effect  with  the  same  excitatory 
stimulation  as  other  compounds.  All  these 
drugs  have  some  pressor  effect  but  in  the 
range  of  dosage  required  for  appetite  inhibi- 
tion there  is  little  evidence  that  more  than  a 
slight  and  transient  rise  in  blood  pressure 
occurs  in  most  patients  following  their  use.8 
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Williams  et  al.  have  made  an  interesting 
comparison  of  the  effects  on  patients  of  eight 
of  these  compounds.*  This  group  of  investi- 
gators observed  the  effect  of  anorexigenic 
drugs  on  132  markedly  obese  patients  who 
received  a total  of  307  courses  of  therapy 
varying  in  length  of  time  from  two  to  fifty- 
two  weeks.  Taking  into  account  the  pa- 
tient’s evaluation  in  addition  to  the  investi- 
gators’ observation  of  weight  loss  and  side 
effects,  Williams  and  his  associates  placed 
the  following  four  compounds  in  the  order  of 
their  preference:  (a)  d,  1 -phenyl-2-amino- 

propane;  ( b ) l-cyclohexyl-2-aminopropane ; 
(c)  1-cyclohexy  1-2-methy  1-aminopropane , 

and  (d)  1-pheny  1-2-methyl  aminopropane. 
All  of  these  compounds  were  found  to  have 
good  or  bad  effects  or  both  in  most  individ- 
uals. The  desirable  effects  were  anorexia, 
increased  mental  and  physical  activity,  a 
sense  of  well  being,  more  ambition  and  deter- 
mination, and  less  fatigue.  Undesirable  re- 
actions observed  were  nervousness,  appre- 
hension, depression,  insomnia,  exhaustion, 
headache,  light  headedness,  dryness  of  the 
mouth,  an  unpleasant  taste,  nausea,  vomit- 
ing, and  increased  bowel  movements.  By 
means  of  appropriate  regulation  of  dosage 
most  patients  lost  weight  without  the  ill 
effects  of  the  drug  remaining  prominent. 
All  of  the  compounds  produced  similar  mani- 
festations, but  the  relative  intensity  of  the 
symptoms  varied  considerably.8  Richardson 
warns  of  the  possible  consequences  from 
overstimulation  of  the  latent  or  overt  psy- 
chotic individual,  citing  examples  of  paranoia 
following  treatment.7 

The  selection  of  the  most  effective  anorexi- 
genic compound  depends  for  the  most  part 
on  the  amount  of  weight  loss  it  produces  in 

* d,l-phenyl-2-aminopropane;  l-cyclohexyl-2-aminopro- 
pane;  l-cyclohexyl-2-methyl-aminopropane;  l-phenyl-2- 
methyl-aminopropane;  2-amino-6-methylheptane;  d,l- 1- 
phenyl-2-aminopropane;  l(p-hydroxy  phenyl) -2-aminopro- 

pane;  l,l-phenyl-2-aminopropane. 


each  individual  with  the  least  number  of  un- 
desirable effects.  The  effects  of  each  drug 
varies  with  individuals  and  dosage.  The 
appropriate  choice  and  dosage  of  a drug  is 
one  which  will  bring  about  a loss  of  weight 
of  one  pound  per  week  and  will  not  produce 
enough  unpleasantness  to  interfere  with  pro- 
longed usage.  The  patient’s  conclusion  is 
important,  but  the  doctor  must  view  objec- 
tively each  drug’s  effect. 

Tolerance  occurs  with  all  these  compounds. 
The  desired  effects  become  less  marked  as 
the  length  of  time  they  are  taken  increases. 
The  tolerance  effect  can  be  abruptly  termi- 
nated for  a period  of  time  by  changing  to 
another  compound.  Time  again  will  result 
in  refractoriness  to  the  second  drug,  but, 
fortunately,  the  first  compound  can  again  be 
used  effectively. 

It  appears  that  the  2-aminopropane  group 
of  drugs  exerts  an  inhibitory  effect  on  appe- 
tite, and  that,  by  using  them  as  adjuncts  to 
other  therapy,  these  drugs  can  be  useful  in 
the  treatment  of  overweight  patients.  How- 
ever, they  are  powerful  drugs  with  complex 
actions,  and  therefore  must  be  used  cau- 
tiously on  selected  patients.  The  physician 
who  prescribes  them  has  not  only  a responsi- 
bility to  his  patient,  who  without  super- 
vision may  do  injury  to  himself  from  over- 
activity, but  to  society  as  well  for  early  ter- 
mination of  the  drug  in  an  individual  who 
shows  abnormal  behavior. 
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With  this  issue  “Facts  About  Nutrition”  will  be  discontinued.  A new 
series  will  begin  with  the  October  1 issue  of  the  Journal  and  will  continue 
on  a monthly  basis  through  June,  1950. 
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on  Perandren 

as  much  as  35% 
effective  June  1st 


THE  STORY  BEHIND  PERANDREN  PRICE  REDUCTIONS 


Cl ba,  a pioneer  in  steroid  hormones,  introduced  Perandren  — testosterone  pro- 
pionate— in  1936.  This  development  was  the  result  of  a successful  synthesis, 
accomplished  only  after  years  of  exhaustive  research. 

Perandren  has  been  subjected  throughout  the  succeeding  years  to  our  consistent 
policy  of  thorough  and  painstaking  investigation  of  all  phases  of  its  clinical  applica- 
tion as  well  as  the  efficiency  of  its  manufacture.  This  policy  has  been  supported  by 
large  investments  of  money  and  research  effort. 

One  result  of  this  broad  program  has  been  the  data  and  conservative  advice  which 
Ciba  has  been  able  to  place  at  the  disposal  of  the  medical  profession.  Another 
result  has  been  a gradual  increase  in  manufacturing  efficiency  with  its  concomitant 
savings  in  cost.  These  savings,  together  with  those  which  have  come  from  the  steadily 
increasing  demand  for  Perandren,  have  been  passed  on  in  large  parr  to  the  user,  in 
conformity  with  what  Ciba  conceives  to  be  its  responsibility  to  the  medical  profes- 
sion and  the  public. 

Ciba  was  the  first  to  bring  about  drastic  reductions  in  the  price  of  testosterone 
propionate.  Now  Perandren  is  benefiting  many  times  the  original  number  of 
patients,  and,  with  the  announcement  of  another  price  reduction,  Perandren  is  less 
than  20%  of  its  original  price.  It  is  interesting  to  review  the  history  of  Ciba  price 
reductions: 

January,  1939.  . . Reduced  10%  August,  1947  . . . Reduced  35% 

June,  1943  ....  Reduced  10%  February,  1949  . . Reduced  up  to  30% 

January,  1947.  . . Reduced  20%  June,  1949  ....  Reduced  up  to  35% 

This  is  concrete  evidence  of  our  adherence  to  the  Ciba  policy  of  sharing  economies 
from  technological  advances  with  those  who  enjoy  the  therapeutic  benefits  of 
Perandren,  the  Ciba  brand  of  testosterone  propionate. 


Joseph  S.  Bates, 
President 


PHARMACEUTICAL  PRODUCTS;  INC.;  SUMMIT,  NEW  JERSEY 

PERANDREN — T.  M.  keg.  U.  S.  Pal.  Of.  z/ibosm 
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a diuretic  of  choice 


W The  mercurials  are  so  often  effective  that  other  diuretics  are  being 
used  less  and  less.  This  is  especially  true  of  the  formerly  popular 
xanthin  derivatives [which]  often  fail**  1 

*'*  During  the  past  decade  or  so  mercury  diuretics  have  come  into 
use  and  to  a large  extent  are  superseding  those  just  mentioned  [theo- 
phylline, theobromine  sodium  salicylate,  aminophyllin.]*0  2 

"In  recent  years  the  xanthine  derivatives  have  been  used  but  sel- 
dom as  diuretics  as  a result  of  the  introduction  of  the  more  effective 
mercurial  diuretics.?9  3 
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embodies  the  merits  which  have  led  to  the  concurrence  of  authoritative 
opinion  on  mercurials  in  modern  diuretic  therapy.  Mobilization  of  water- 
binding sodium,  withdrawal  of  edema  fluid  and  increase  of  urine  volume 
check  tissue  inundation  as  shown  in  a recent  study  with  radioactive  sodium 
and  MERCUHYDRIN.4 

Clinical  efficacy  is  augmented  by  suitability  for  intramuscular  injection.5 
The  convenience  and  safety6  7 of  this  mode  of  administration  facilitate  the 
recommended  frequent-dosage  schedules8  of  modem  diuretic  therapy. 

MERCUHYDRIN  (meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (1)  Fishberg,  A.  M.:  Heart  Failure,  2nd  ed.,  revised,  Philadelphia.  Lea  & 
Febiger,  1946,  p.  736.  (2)  Levine,  S.  A. : Clinical  'Heart  Disease,  3rd  ed.,  revised,  Philadelphia, 
Saunders,  1947,  p.  278.  (3)  New  and  Nonofficial  Remedies,  1947,  p.  304.  (4)  Reaser,  P.  B. 
and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  63:543,  1946.  (5)  Modell,  W.,  Gold,  H.  and 
Clarke,  D.  A.:  J.  Pharm.  & Exper.  Therap.  84:284,  1945.  (6)  DeGraaf,  A.  C.  and  Nadler,  J.  E.: 
J.A.M.A.  119:1006,  1942.  (7)  Wexler,  J.  and  Ellis,  L.  B. : Am.  Heart  J.  27:86,  1944.  (8) 
Conferences  on  Therapy:  New  York  State  J.  Med.  44:280,  1944;  46:62,  1946;  46:69,  1946. 
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HYPERTENSIVE  ENCEPHALOPATHY  AND  CEREBRAL 
ARTERIOSCLEROSIS 

Henry  I.  Russkk,  M.D.,  F.A.C.P.  and  Burton  L.  Zohman,  M.D.,  F.A.C.P.  Staten  Island, 

New  York 

{From  the  Cardiovascular  Research  Division,  U.S.  Marine  Hospital,  Staten  Island ) 


HYPERTENSIVE  encephalopathy  has  been 
ascribed  to  an  unequal  participation  of  the 
cerebral  vessels  in  generalized  arteriolar  con- 
i striction.  According  to  this  view,  the  cerebral 
arterioles  in  systemic  hypertension  may  react 
less  forcefully  than  those  elsewhere  in  the  body 
and  thus  give  rise  to  edema  of  the  brain,  or 
individual  cerebral  arterioles  may  respond  to  the 
rise  in  arterial  pressure  by  intense  spasm,  thereby 
precipitating  focal  cerebral  symptoms.1 

While  this  concept  may  be  true, the  thesis  is  no 
longer  tenable  that  vascular  encephalopathy  is 
always  correlated  with  arterial  hypertension. 
The  characteristic  clinical  picture  has  been  ob- 
served in  acute  glomerulonephritis  and  lead 
poisoning  in  the  absence  of  elevated  blood  pres- 
sure.1'2 Transient  aphasia,  parasthesia,  mono- 
plegia, hemiplegia,  and  convulsions  have  also 
been  found  to  occur  in  patients  with  cerebral 
arteriosclerosis  without  associated  hypertension.3 
That  diseased  arteries  are  prone  to  spasm  is  sug- 
gested by  observations  in  peripheral  arterio- 
sclerosis in  which  appreciable  constriction  of 
collateral  channels  has  also  been  noted.1'4,5 
Since  cerebral  arteriosclerosis  is  frequently  found 
in  hypertensive  disease,  locally  diseased  vessels 
rather  than  arterial  hypertension  may  be  pri- 
marily responsible  for  encephalopathic  episodes  in 
some  cases.  If  this  is  confirmed,  the  desirability 
of  therapeutic  reduction  in  blood  pressure  in  such 
patients  should  be  reconsidered. 

The  observations  of  Kety  and  associates  have 
corroborated  the  clinical  impression  that  reduc- 
tion of  the  hypertensive  patient’s  blood  pressure 
by  nonspecific  measures  is  accompanied  by  per- 
sistence of  a high  degree  of  vascular  tone  in  the 
brain  and  a significant  decrease  in  cerebral  blood 
flow.6  Consequently,  utilization  of  sympathec- 
tomy, rice  diet,  phlebotomy,  or  other  procedures 
may  be  contraindicated  in  the  hypertensive 
patient  with  advanced  cerebral  arteriosclerosis. 
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since  these  may  engender  significant  impairment 
or  actual  failure  of  established  anastomotic  cir- 
culation in  the  brain.  Indeed,  the  possibility 
even  exists  that  elevated  blood  pressure  in  these 
cases  may  represent  a compensatory  mechanism 
through  which  normal  cerebral  blood  flow  is  main- 
tained. 

On  the  other  hand,  in  the  experience  of  leading 
authorities,  hypertensive  encephalopathy  was 
generally  improved  or  abolished  by  sympathec- 
tomy when  the  latter  was  followed  by  a favorable 
fall  in  the  blood  pressure.7  While  this  may  be 
true,  it  must  be  remembered  that  operation  is 
infrequently  performed  on  patients  over  the  age 
of  fifty,  so  that  marked  compromise  of  the  cere- 
bral circulation  may  have  been  uncommonly 
encountered.  Furthermore,  most  surgeons  have 
learned  to  avoid  sympathectomy  in  patients  with 
arteriosclerotic  complications. 

These  considerations  led  us  to  employ  continu- 
ous caudal  anesthesia  (high  caudal  block)  for  the 
purpose  of  studying  the  immediate  effects  of 
blood  pressure  reduction  upon  hypertensive 
encephalopathy  associated  with  cerebral  arterio- 
sclerosis. Four  hypertensive  patients  who  suf- 
fered from  this  cerebral  syndrome  and  in  whom 
there  was  suggestive  evidence  of  extensive  cere- 
bral vascular  disease,  as  indicated  by  such  find- 
ings as  generalized  arteriosclerosis,  arterioscle- 
rotic retinopathy,  previous  cerebral  thrombosis, 
or  advanced  age,  were  tested  in  this  manner. 
The  ages  were  fifty-six,  fifty-eight,  sixty-two, 
and  sixty-seven,  respectively.  The  response  to 
lowering  of  the  blood  pressure  by  sympathetic 
block  (through  the  medium  of  caudal  anesthesia) 
was  similar  in  all  four  patients.  One  case  which 
was  followed  to  necropsy  is  described  in  detail 
as  follows. 

Case  Report 

R.  L.,  a fifty-six-year-old,  white  merchant  sea- 
man, was  admitted  to  the  U.S.  Marine  Hospital 
with  a history  of  high  blood  pressure  of  many  years 
duration.  Ten  months  prior  to  entry,  he  suffered  a 
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“stroke”  which  left  him  paralyzed  on  his  left  side. 
There  was  gradual  return  of  motor  power,  however, 
with  partial  recovery  of  function  permitting  resump- 
tion of  light  duty.  One  month  before  admission,  he 
suffered  a sudden  attack  of  dizziness,  impairment  of 
vision,  and  inability  to  speak,  which  persisted  for 
approximately  one  hour.  Similar  attacks  recurred 
intermittently  until  the  day  of  admission  when 
paralysis  of  the  right  side  of  the  body  was  noted. 
Family  history  indicated  that  both  parents  and  four 
siblings  had  died  of  either  “stroke,”  hypertension,  or 
kidney  disease. 

Physical  examination  revealed  a well-developed, 
well-nourished,  white  man  with  florid  facies,  who 
was  able  to  understand  simple  commands  but  who 
lacked  the  ability  to  speak.  There  was  paralysis  of 
the  right  side  of  the  face.  Slight  cyanosis  of  the  lips 
was  present.  Pupils  were  equal  and  reacted  to  light 
and  accommodation.  Fundi  showed  hypertensive 
retinopathy,  grade  III.  The  heart  was  moderately 
enlarged  in  its  transverse  diameter.  There  was  a 
normal  sinus  rhythm.  A blowing  systolic  murmur 
of  grade  III  intensity  was  heard  at  the  mitral  area. 
The  second  aortic  sound  was  markedly  accentuated. 
Blood  pressure  w as  224/120.  There  was  no  evidence 
of  decompensation.  The  lungs  were  clear.  There 
was  moderate  pain  on  flexion  of  the  left  thigh.  The 
extremities  on  the  left  side  were  moderately  spastic; 
on  the  right  flaccidity  was  present.  Reflexes  were 
hyperactive  on  the  left  and  hypoactive  on  the  right. 
X-ray  of  the  chest  revealed  clear  lung  fields  with 
moderate  enlargement  of  the  heart  to  the  left. 
Electrocardiogram  showed  a pattern  suggestive  of 
old  posterior  myocardial  infarction.  Urinalysis  re- 
vealed a specific  gravity  of  1.032  with  slight  albu- 
minuria. Nonprotein  nitrogen  of  the  blood  was  40 
mg.  per  cent. 

During  the  ensuing  forty-eight  hours  motor 
aphasia  gradually  disappeared,  and  strength  began 
to  return  to  both  right  extremities.  Weakness  on 
the  left  side  remained  unaltered.  In  subsequent 
weeks  there  were  recurrent  attacks  of  mental  con- 
fusion, aphasia,  right  hemiplegia,  generalized  con- 
vulsions, and  coma.  Blood  pressure  during  attacks 
was  in  the  range  of  260/140.  Between  episodes  it 
fell  to  180/110.  Because  of  the  rapid  recurrence  of 
seizures  which  numbered  10  to  20  per  day  and  the 
elevation  in  blood  pressure  which  accompanied  the 
episodes,  an  attempt  was  made  to  abolish  the  hyper- 
tension temporarily  by  means  of  continuous  caudal 
anesthesia  (Fig.  1).  It  was  found  that  even  when 
the  blood  pressure  was  maintained  in  the  normo- 
tensive  range  for  a period  of  three  hours,  generalized 
convulsive  seizures  recurred  with  equal  or  greater 
severity.  Collapse  and  coma  with  complete  flaccid- 
ity developed  when  the  blood  pressure  dropped  to 
80/60.  These  were  quickly  overcome,  however,  by 
discontinuance  of  the  anesthetic  and  supportive 
therapy.  The  blood  pressure  soon  rose  to  195/115. 
Spinal  fluid  pressure  was  measured  at  this  time  and 
found  to  be  120  mm.  of  water.  The  course  was  pro- 
gressively downgrade  during  the  ensuing  days,  and 
the  patient  finally  expired.  An  autopsy  was  per- 
formed. 

Postmortem  examination  revealed  a brain  of 
normal  size  weighing  1,360  Gm.  The  convolutions 
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Fig.  1.  Response  of  blood  pressure  to  continuous 
caudal  anesthesia  (Metycaine).  Solid  line,  systolic; 
broken  line,  diastolic;  T,  thoracic  level  of  anesthe- 
sia. Arrows  indicate  generalized  convulsive  seizures. 

appeared  normal.  On  section  an  area  of  subcortical 
softening  was  found  in  the  left  hemisphere  near  the 
midline,  involving  an  area  of  5 by  2 cm.  This  zone 
was  brown  and  semifluid  in  consistence.  The  basal 
ganglia  appeared  normal  on  both  sides.  The  cere- 
bral arteries  showed  an  extremely  severe  athero- 
matous degeneration  with  thickening  of  the  verte- 
bral and  basilar  arteries  and  of  the  two  internal 
carotids.  The  process  was  not  calcific,  and  most  of 
the  thickening  of  the  wall  appeared  to  be  due  to 
yellow  fatty  material.  Even  the  smaller  arterial 
branches  were  involved.  The  heart  weighed  440 
Gm.  The  coronary  arteries  showed  considerable 
arteriosclerosis  and  tortuosity.  The  main  branches 
were  patent.  On  section  of  the  myocardium,  the 
left  ventricle  showed  numerous  foci  of  pale  gray 
color,  ranging  in  size  up  to  5 mm.  in  diameter. 
There  were  narrow  streaks  of  fibrosis  throughout. 
Findings  in  other  organs  were  not  remarkable. 

Discussion 

Temporary  spinal  sympathetic  block  with 
reduction  of  blood  pressure  in  the  hypertensive 
patient  has  been  found  to  be  associated  with 
persistence  of  vasoconstriction  in  the  brain  and 
significant  decrease  in  cerebral  blood  flow.8 
That  similar  response  follows  surgical  sympathec- 
tomy is  suggested  by  the  observation  that  con- 
striction of  the  retinal  arterioles  continues  even 
after  normotensive  levels  have  been  restored  for 
long  periods.8  The  question  arises,  therefore, 
as  to  the  advisability  of  “correcting”  hyperten- 
sion when  there  is  impending  failure  of  the  cere- 
bral circulation  as  a result  of  extensive  arteriolar 
sclerosis.  Our  studies  in  which  high  caudal  block 
restored  normal  blood  pressure  levels  for  several 
hours  in  four  hypertensive  patients  with  recur- 
rent encephalopathic  episodes  indicate  that  no 
improvement  or  an  actual  aggravation  of  symp- 
toms accompanies  this  procedure  when  there  is 
underlying  cerebral  vascular  disease. 
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These  findings  are  in  direct  contrast  with  those 
of  Jost  who  reported  that  he  was  able  to  prevent 
eclamptic  seizures  in  each  of  nine  patients  with 
toxemia  of  pregnancy,  merely  by  restoring  normo- 
tensive  levels  through  the  use  of  caudal  anes- 
i thesia.9  Obviously,  the  cerebral  episodes  in  both 
conditions  do  not  have  the  same  pathogenesis. 
Eclampsia  is  commonly  associated  with  elevation 
: of  blood  pressure,  angiospastic  cerebral  phenom- 
i ena,  and  edema  of  the  brain.  Reduction  in 
blood  pressure  with  concomitant  decrease  in 
i cerebral  blood  flow  might,  therefore,  be  expected 
I to  reverse  cerebral  changes  in  this  condition. 
Similarly,  hypertensive  encephalopathy  asso- 
■ ciated  with  cerebral  edema  and/or  angiospasm 
. (without  extensive  arteriosclerosis)  has  appar- 
ently been  benefited  by  surgical  sympathectomy.7 
In  these  conditions,  reduction  in  blood  flow  to  the 
brain,  resulting  from  fall  in  blood  pressure,  would 
, appear  to  be  more  than  counterbalanced  by  the 
improvement  in  circulation  arising  from  sub- 
sidence of  cerebral  edema  and  cessation  of  angio- 
spasm. 

In  our  cases,  however,  the  same  factors  do  not 
seem  to  have  been  operative.  No  edema  of  the 
brain  was  found,  as  shown  by  the  appearance 
of  the  eyegrounds,  cerebrospinal  fluid  pressure, 
and  autopsy  studies.  Extensive  cerebral  arterio- 
sclerosis with  impaired  cerebral  circulation  aggra- 
vated by  angiospasm  appeared  responsible  for  the 
symptomatology.  Since  the  same  clinical  pic- 
ture may  occur  with  cerebral  arteriosclerosis 
alone  in  the  absence  of  arterial  hypertension,  the 
role  played  by  the  latter  is  not  clearly  defined.3 
It  is  likely  that  elevation  of  blood  pressure  aug- 
ments the  tendency  of  diseased  vessels  and  their 
collaterals  to  undergo  spasm.  Consequently, 
although  induction  in  blood  pressure  may  have 
i lessened  the  degree  of  angiospasm  in  our  cases, 

' the  concomitant  decrease  in  cerebral  blood  flow 
in  the  presence  of  advanced  arteriolar  sclerosis 
apparently  did  not  permit  a favorable  change  in 
I the  impaired  circulation  of  the  brain.  Indeed,  it 
is  theoretically  possible,  although  not  proved, 
j that  hypertension  itself  is  occasionally  initiated 
I by  cerebral  vascular  disease  and  when  so  evoked 
serves  to  maintain  an  adequate  supply  of  blood 
; to  the  brain.  That  interference  with  such  eleva- 
tion of  the  blood  pressure  may  actually  pre- 
cipitate clinical  symptoms  is  shown  by  the  ob- 
servation of  Fishberg,  i.e.,  that  marked  mental 
depression  may  follow  surgical  sympathectomy 
for  hypertension  in  some  cases.8  The  writers, 
moreover,  have  witnessed  the  development  of 
recurrent  encephalopathic  episodes  in  two  hyper- 
tensive patients  in  whom  elevated  blood  pressure 
was  restored  to  normal  levels  as  a result  of  acute 
coronary  occlusion.10  It  is  significant  that  in 
neither  of  these  patients  was  congestive  failure  or 


shock  a part  of  the  clinical  picture.  Similarly, 
sudden  fall  in  the  blood  pressure  as  a result  of 
profound  mercurial  diuresis  was  found  to  have 
precipitated  cerebral  thrombosis  in  three  elderly 
hypertensive  patients  with  congestive  heart  fail- 
ure.11 The  possibility  also  exists  that  some  of 
the  cases,  commonly  regarded  as  cerebral  em- 
bolism following  myocardial  infarction,  may,  in 
reality,  be  instances  of  cerebral  thrombosis  pre- 
cipitated by  fall  in  the  blood  pressure  and  de- 
crease in  cerebral  blood  flow.  The  autopsy  stud- 
ies of  Dozzi  lend  support  to  this  view.12  If  con- 
firmed, another  indication  for  the  use  of  dicumarol 
in  myocardial  infarction  should  be  recognized. 

These  considerations  suggest  that,  in  the  pres- 
ence of  extensive  cerebral  arteriosclerosis,  thera- 
peutic reduction  of  elevated  blood  pressure  may 
not  only  fail  to  control  but  may  actually  initiate  or 
aggravate  cerebral  symptoms.  Furthermore, 
since  cerebral  vascular  disease  with  or  without 
associated  hypertension  may  produce  most  of  the 
features  of  the  syndrome  generally  referred  to  as 
hypertensive  encephalopathy,  the  criteria  for 
diagnosis  of  this  condition  should  be  reconsidered. 
Hypertensive  encephalopathy  is  generally  recog- 
nized without  difficulty  in  cases  of  hypertensive 
disease  in  which  transient  focal  cerebral  symp- 
toms and  other  manifestations  are  dependent 
upon  cerebral  edema.  Its  diagnosis  then  rests 
upon  the  demonstration  of  increased  intra- 
cranial pressure  as  evidenced  by  papilledema, 
increased  cerebrospinal  fluid  pressure,  headache, 
vomiting,  convulsions,  and  coma.  In  many  in- 
stances, however,  the  diagnosis  must  depend  on 
the  associated  clinical  picture.  Thus,  transient 
focal  symptoms  occurring  in  a patient  with  pre- 
vious cerebral  vascular  complications  or  in  an 
elderly  subject  with  evidence  of  generalized 
arteriosclerosis  are  probably  due  to  cerebral 
arteriosclerosis,  irrespective  of  the  associated 
level  of  blood  pressure.  On  the  other  hand,  focal 
cerebral  symptoms  in  the  patient  with  acute 
glomerulonephritis,  eclampsia  gravidarum,  or 
hypertensive  disease  (associated  with  papill- 
edema) are,  in  all  probability,  manifestations  of 
hypertensive  encephalopathy.  It  is  apparent 
that  many  of  the  cases  which  were  in  the  past 
classified  as  hypertensive  encephalopathy  actu- 
ally were  instances  of  cerebral  arteriosclerosis  in 
which  hypertension  played  only  a secondary  role. 
There  are  undoubtedly  instances  in  which  both 
cerebral  edema  and  cerebral  arteriolar  sclerosis 
contribute  to  the  clinical  picture.  In  some 
cases,  moreover,  only  necropsy  study  can  clearly 
indicate  which  of  these  factors  was  responsible 
for  the  clinical  symptom-complex.  Fishberg 
concurs  in  this  altered  concept  which  is  at  vari- 
ance with  his  original  contention  that  the  syn- 
drome is  invariably  correlated  with  arterial 
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hypertension.1-13  He  agrees  that  symptoms  due 
to  cerebral  arteriosclerosis  “should  no  longer  be 
included  in  the  rubric  of  hypertensive  encephal- 
opathy.” 

The  medical  management  of  vascular  (hyper- 
tensive or  arteriosclerotic)  encephalopathy  fre- 
quently presents  a difficult  problem  in  clinical 
medicine.  The  authors  have  recently  reported 
successful  response  of  this  syndrome  to  large  oral 
doses  of  papaverine,  having  employed  as  high  as 
18  grains  per  day  in  some  cases.3  Patients  with 
cerebral  vascular  disease  appear  to  show  the  most 
unequivocal  response  to  this  drug,  but,  even  in 
malignant  hypertension  with  cerebral  edema, 
papaverine  has  seemed  to  reduce  the  frequency 
and  severity  of  encephalopathic  episodes.  The 
success  of  the  drug  undoubtedly  depends  on  its 
ability,  in  large  doses,  to  prevent  cerebral  angio- 
spasm. When  extensive  cerebral  vascular  dis- 
ease exists  in  association  with  arterial  hyper- 
tension, this  drug,  rather  than  measures  tending 
to  lower  the  blood  pressure,  should  be  relied  on  to 
control  cerebral  episodes. 

Summary  and  Conclusions 

1.  Hypertensive  encephalopathy  has  been 
defined  as  a cerebral  symptom-complex  which  is 
invariably  correlated  with  arterial  hypertension. 
The  validity  of  this  concept  is  challenged  by  the 
observation  that  typical  focal  cerebral  symptoms 
may  develop  with  cerebral  arteriosclerosis  in  the 
absence  of  elevated  blood  pressure.  An  attempt 
was  made,  therefore,  to  evaluate  the  role  played 
by  cerebral  vascular  disease  and  arterial  hyper- 
tension, respectively,  in  the  pathogenesis  of 
recurrent  encephalopathic  episodes  in  patients 
in  whom  both  conditions  coexist.  Four  hyper- 
tensive patients  with  advanced  cerebral  arterio- 
sclerosis who  presented  the  characteristic  clinical 
features  of  vascular  encephalopathy  were  studied 
to  determine  the  effect  of  reduction  in  blood  pres- 
sure (by  means  of  continuous  caudal  anesthesia) 
on  the  frequency  and  severity  of  seizures.  It  was 
found  that  in  these  cases  the  attacks  were  either 
not  improved  or  significantly  aggravated  by 


reduction  in  the  arterial  blood  pressure.  It 
is  concluded  that,  even  in  the  presence  of  hyper- 
tensive disease,  cerebral  arteriosclerosis  may  be 
chiefly  or  solely  responsible  for  recurrent  cerebral 
episodes.  The  diagnosis  of  hypertensive  enceph- 
alopathy, therefore,  must  depend  on  the  associ- 
ated clinical  picture  and  the  frequent  occurrence 
of  cerebral  edema. 

2.  Inasmuch  as  reduction  of  blood  pressure 
in  the  hypertensive  patient  is  commonly  asso- 
ciated with  decrease  in  cerebral  blood  flow  and 
persistence  of  a high  degree  of  cerebral  vascular 
tone,  therapeutic  or  accidental  restoration  of 
normotensive  levels  when  there  is  extensive  cere- 
bral vascular  disease  may  significantly  affect  the 
blood  supply  to  the  brain.  Clinical  examples  are 
cited  in  which  such  decline  in  the  blood  pressure 
appeared  responsible  for  the  development  or 
aggravation  of  cerebral  symptoms  in  arterio- 
sclerotic subjects. 

3.  Papaverine  hydrochloride  in  large  oral 
dosage  has  been  found  effective  in  controlling 
the  symptoms  of  vascular  (hypertensive  or  arte- 
riosclerotic) encephalopathy.  When  there  is 
marked  cerebral  vascular  disease  associated  with 
hypertension,  this  drug,  rather  than  measures 
tending  to  lower  the  blood  pressure,  should  be 
relied  on  to  prevent  recurrent  cerebral  episodes. 


Caudal  anesthesia  was  administered  by  Dr.  James  L. 
Southworth. 
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LICENSE  REQUIREMENTS  UNDER  NURSE 
A recommendation  has  been  made  by  the  New 
York  State  Inter-Departmental  Health  Council 
to  postpone  the  licensing  requirements  under  the 
Nurse  Practice  Act  for  an  additional  period  of  one 
year.  If  the  present  act  goes  into  effect,  hospitals 
will  have  to  restrict  the  physical  care  of  patients  to 
licensed  practical  nurses.  Since  at  most  only  a 
thousand  are  graduated  from  practical  nursing 
schools  each  year,  the  supply  would  not  be  adequate 
for  the  purpose.  Hospital  authorities  fear  that  they 
would  be  liable  for  administrative  negligence  if 
they  did  not  provide  adequate  nursing  care  as  de- 
fined by  the  proposed  statute.  The  acute  shortage 
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of  nurses  has  caused  hospitals  to  employ  auxiliary 
workers  under  the  supervision  of  registered  profes- 
sional nurses.  While  there  has  been  some  improve- 
ment in  the  nursing  situation,  the  number  of  prac- 
tical and  professional  nurses  available  is  still  too 
small  to  dispense  with  the  use  of  auxiliary  workers 
in  hospitals.  The  law  now  exempts  attendants  in 
mental  hospitals  from  licensing  if  adequate  medical 
and  nursing  supervision  is  provided.  Similar  con- 
sideration should  be  given  to  all  subsidiary  nursing 
aides  in  legally  incorporated  hospitals  having  ade- 
quate nursing  and  medical  service. — Greater  New 
York  Hospital  Association 
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NESTHESIOLOGISTS  have  been  con- 
spicuously absent  in  discussions  related  to 
the  proper  management  of  patients  with  diabetes 
melUtus  who  are  subjected  to  amputation  of  the 
lower  extremity.  Ordinarily,  anesthetic  care  for 
these  patients  is  not  deemed  complicated,  since 
the  primary  requirement  for  anesthesia  is  the 
provision  of  pain  relief  alone.  Although  it  has 
always  been  desirable  to  impose  no  further  strain 
upon  the  surgical  diabetic  during  the  anesthetic 
period,  this  need  has  rarely  seemed  difficult 
enough  of  attainment  to  warrant  extensive  com- 
mentary. However,  since  there  is  considerable 
difference  of  opinion  among  physicians  interested 
in  the  surgical  problems  of  diabetes,  it  seemed 
desirable  to  add  the  information  and  experience 
available  from  the  viewpoint  of  the  anesthesiolo- 
gist. The  current  lack  of  agreement  upon  the 
value  of  refrigeration,  a procedure  which  provides 
surgical  anesthesia,  further  supports  the  need 
for  data  collected  from  patients,  who  were  serious 
problems,  in  which  other  forms  of  anesthesia  were 
largely  employed,  to  the  almost  complete  ex- 
clusion of  refrigeration.1-6  Furthermore,  since 
mortality  rates  vary  from  the  4.7  per  cent  reported 
by  McKittrick  to  figures  as  high  as  75  per  cent, 
the  results  obtained  in  other  large  clinics  should 
help  toward  arriving  at  a satisfactory  regime.1 

It  was  decided,  therefore,  to  review  the  clinical 
material  of  Bellevue  Hospital  for  the  several 
reasons  outlined  above.  This  institution  is  a 
large  municipal  hospital  organized  into  five  sep- 
arate surgical  services  employing  variations  in 
surgical  technic  and  utilizing  different  approaches 
to  the  medical  management  of  the  complicating 
diabetes.  These  indigent  patients  were  fre- 
quently unsupervised  diabetics  prior  to  entry, 
although  not  uniformly  so.  They  were  undoubt- 
edly of  the  “poorest  risk”  group.  The  only  com- 
mon denominator  was  the  anesthetic  manage- 
ment by  a single  department  of  anesthesia  which 
served  all  patients  in  the  hospital.  All  cases 
since  the  establishment  of  the  department  in 
1935  through  1946  are  included — 521  in  all — 
with  the  exception  of  the  period  of  July,  1942, 
through  December,  1943.  These  eighteen  months 
were  arbitrarily  excluded  because  the  skeleton 
staffing  of  the  anesthesia  service  during  this  part 
of  the  war  years  precluded  the  completion  of 
adequate  records.  It  must  be  emphasized  that 
the  exclusion  of  cases  in  this  interval  extended  to 
all  surgical  services  and,  therefore,  should  have 


no  bearing  on  the  ultimate  picture.  The  vast 
majority  of  patients  were  anesthetized  with 
inhalation  anesthesia,  usually  cyclopropane. 
Refrigeration  analgesia  was  rarely  employed. 

It  is  not  our  present  purpose  to  review  in  detail 
the  medical  and  surgical  aspects  of  amputations 
for  diabetic  gangrene.  Comment  will  be  re- 
served, for  the  most  part,  to  a consideration  of 
the  anesthetic  regime  and  the  presentation  of 
clinical  information  obtained  from  reviewing  the 
records  of  the  patients  here. 

The  selection  of  anesthesia  does  not  depend 
upon  surgical  requirements,  since  the  operator 
requires  pain  relief  only  and  relaxation  is  un- 
necessary. Therefore,  the  choice  of  anesthesia 
must  be  governed  by  the  presence  of  diabetes  and 
the  other  pathologic  disorders  associated  with 
this  age  group  and  partially  influenced  by  the 
diabetes.  The  most  common  and  most  impor- 
tant of  these  are  the  cardiovascular  disorders  of 
hypertension  and  arteriosclerosis. 

It  has  been  pointed  out  that  cyclopropane 
exerts  little  effect  on  the  fasting  blood  sugar  of 
diabetic  patients  and  almost  no  disturbance  of 
acid-base  balance.7  Other  studies  from  this 
clinic  suggest  that  intermediary  metabolism  of 
carbohydrates  is  affected  adversely  by  cyclo- 
propane and  to  a lesser  degree  by  pentothal  so- 
dium and  spinal  anesthesia  with  procaine.8-9 
The  precise  role  these  disturbances  may  play  in 
the  surgical  diabetic  has  not  as  yet  been  eluci- 
dated, but,  presumably,  careful  attention  to 
hydration,  insulin  dosage,  and  electrolyte  balance 
is  capable  of  overcoming  the  minor  defects  of 
these  agents  and  technics.  At  least  on  the  basis 
of  clinical  experience  adequate  medical  manage- 
ment of  the  diabetic  is  not  complicated  by  the 
administration  of  these  agents.  Appropriate 
nerve  block  may  be  included  here  in  the  same 
category  as  low  spinal  anesthesia. 

Ether  has  been  employed  with  satisfaction  in 
many  clinics  as  the  anesthetic  agent  of  choice  in 
the  patient  with  diabetes.  While  it  is  realized 
fully  that  ether  does  serve  the  purpose  under 
these  circumstances,  it  cannot  be  accepted  as 
the  agent  of  choice  in  our  hands  except  in  specifi- 
cally selected  cases.  It  has  been  conclusively 
demonstrated  that  ether  elevates  the  blood  sugar 
markedly  and  greatly  facilitates  the  development 
of  acidosis.10  There  is  ample  evidence,  in  addi- 
tion, that  this  agent  with  the  single  exception  of 
the  halogenated  hydrocarbons  interferes  with 
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liver  function  to  a greater  degree  than  other  gen- 
eral anesthetic  agents.  These  disturbances  do 
not  necessarily  suggest  a tragic  result,  but  they 
impose  considerable  difficulty  in  metabolic  con- 
trol to  the  internist.  The  series  reported  here 
demonstrates  an  undue  incidence  of  ketosis  after 
ether  anesthesia  as  compared  with  cyclopropane. 
In  these  circumstances,  it  seems  wiser  to  avoid 
the  use  of  ether,  since  other  methods  and  agents 
offer  a lesser  degree  of  metabolic  and  acid-base 
disturbance.  Ether  is  chosen,  if  inhalation 
anesthesia  is  selected,  only  when  there  are  specific 
contraindications  to  the  use  of  the  other  agents. 
The  development  of  arrhythmia  during  cyclo- 
propane anesthesia  no  longer  necessitates  aban- 
donment of  this  agent  in  favor  of  ether  since  the 
demonstration  of  the  efficacy  of  procaine  admin- 
istered intravenously  in  this  situation.11 

Nitrous  oxide  has  been  gradually  discarded 
since  the  introduction  of  cyclopropane  because 
the  not  infrequent  asphyxia  exerts  deleterious 
effects  on  carbohydrate  metabolism  which  are 
equivalent  to  massive  epinephrine  administration. 
Perhaps  even  more  urgent  is  the  need  to  avoid 
any  degree  of  anoxia  in  these  patients  who  suffer 
from  myocardial  inadequacy  as  well. 

The  circulatory  complications  of  the  patient 
with  diabetic  gangrene  deserve  considerable 
stress.  In  this  connection,  it  is  important  to 
emphasize  the  prime  need  of  avoiding  anoxia. 
This  fact  has  been  pointed  out  repeatedly  by 
observers  whose  surgical  practice  includes  pa- 
tients with  diminished  cardiac  reserve.12  This 
is,  in  part,  a matter  of  judgment  and,  in  part, 
a matter  of  technical  skill  in  anesthesia.  If  it  is 
realized  that  all  depressant  drugs  and  anesthetic 
technics  carry  the  potentiality  of  decreasing 
optimum  oxygenation  of  the  tissues,  a long  step 
in  progress  is  achieved.  Inhalation  agents 
should  be  administered  through  an  unobstructed 
airway  with  adequate  oxygen  tension,  and  spinal 
anesthesia  should  be  kept  low  enough  to  avoid 
respiratory  embarrassment.  Regardless  of  the 
choice  of  anesthesia,  depressant  drugs  for  these 
patients  are  either  unnecessary  or  may  be  con- 
fined to  exceedingly  small  dosage.  Finally,  the 
supine  position  is  preferable  because  of  the 
proved  interference  with  vital  capacity  in  other 
postures,  a significant  consideration  in  the  diabetic 
patient  who  also  has  serious  cardiac  involvement. 13 

Because  of  the  benign  influence  of  cyclopropane 
on  the  diabetic  state,  its  safety  and  rapidity  of 
action  for  patients  with  cardiovascular  disease 
without  alteration  of  cardiac  rhythm,  and  the 
desirability  of  securing  unconsciousness  during 
amputation  for  psychic  reasons,  this  agent  has 
been  the  one  of  choice  in  the  large  majority  of 
these  surgical  manipulations.  The  last  element, 
the  emotional  factor,  may  not  loom  so  large  in 


other  clinics,  but  experience  here  dictates  its 
enormous  value  in  patients  who  frequently 
benefit  by  being  spared  the  psychic  trauma  of 
witnessing  or  hearing  events  which  are  intimately 
concerned  with  the  loss  of  an  important  body 
part.  The  results  obtained  have  justified  the 
utilization  of  inhalation  anesthesia  with  cyclo- 
propane in  admittedly  bad-risk  subjects. 

Clinical  Data 

Five  hundred  and  twenty-one  unselected  dia- 
betic patients  observed  from  1935  to  1946  who 
required  amputation  for  gangrene  in  the  lower 
extremities  form  the  basis  of  this  report. 

Approximately  two  thirds  of  these  patients 
were  treated  prior  to  the  large-scale  availability 
of  penicillin. 

In  the  vast  majority  of  instances,  operation  was 
performed  by  a surgical  resident  in  training,  and 
anesthesia  was  administered  by  a member  of  the 
resident  staff  of  the  Department  of  Anesthesia, 
both  under  teaching  supervision.  Forty-one 
of  these  patients  died  during  the  period  of  hos- 
pitalization, a total  mortality  of  7.8  per  cent. 
There  was  one  death  on  the  operating  table  due 
to  asphyxia.  Two  hundred  sixty-eight  patients 
were  subjected  to  amputation  through  the  thigh 
with  37  deaths,  a mortality  rate  of  13.8  per  cent. 
The  remaining  253  patients  had  leg,  foot,  or  toe 
amputations,  resulting  in  the  death  of  four  pa- 
tients or  a mortality  of  1.6  per  cent. 

It  is  necessary  to  add  that  these  mortality  data 
refer  to  deaths  during  the  period  of  hospitaliza- 
tion which  was  precipitated  by  lower-extremity 
gangrene.  No  information  is  available  to  the 
Anesthesia  Service  concerning  the  ultimate  length 
of  survival  after  release  from  the  hospital. 

Figure  1 summarizes  sopie  of  the  mortality  data 
collected.  The  definite  difference  in  fatality 
after  thigh  as  compared  with  leg  or  foot  amputa- 
tion is  clearly  indicated.  The  influence  of  age 
upon  mortality  is  evident  from  the  graphic 
separation  of  the  various  age  groups.  It  will 
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Fig.  1.  The  mortality  in  the  various  age  groups 
from  above  and  below  knee  amputations  is  repre- 
sented by  percentage  (indicated  at  top  of  each  graph) 
and  number  of  patients  (inside  graphs). 
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be  noted  that  more  patients  in  the  sixty  to 
seventy-nine  age  group  died  in  both  major  and 
minor  types  of  procedures.  In  fact,  this  age 
group  accounts  for  approximately  75  per  cent  of 
the  total  mortality.  This  is  particularly  signifi- 
cant since  these  patients  comprise  51  per  cent  of 
the  total  group  of  521.  The  separation  of  pa- 
tients into  age  groups  is  illustrated  in  Figure  2. 

The  sex  distribution  is  not  dissimilar  from 
other  series  of  amputations  for  diabetics  in  its 
preponderance  of  women  (56  per  cent). 

Preoperative  Complications 

Cardiovascular  disease  due  to  hypertension  or 
arteriosclerosis  was  an  exceedingly  common  cause 
of  preoperative  morbidity.  Table  1 delineates 
the  actual  incidence  of  this  complication.  Large 
as  the  incidence  was  in  all  groups,  it  should  be 
noted  that  the  patients  subjected  to  thigh  ampu- 
tation were  more  frequent  victims  of  vascular 
disability  than  those  whose  operations  were 
minor  in  character,  except  for  the  patients  less 
than  fifty-nine  years  of  age.  This  lone  exception 
demonstrates  a greater  incidence  of  hypertensive 
disease  in  the  minor  operative  series  as  compared 
with  the  major  group.  This  significant  predis- 
position to  circulatory  crisis  probably  had  a 
definite  influence  on  the  subsequent  mortality. 
Other  preoperative  complications  were  not  so 
frequently  noted  and  include  rheumatic  heart 
disease,  pulmonary  embolus,  severe  anemia, 
malignancy,  acidosis,  sepsis,  chronic  alcoholism, 
syphilis,  psychosis,  pneumonia,  nephritis,  and 
hyperthyroidism,  to  consider  the  major  ones 
alone.  Although  not  so  common,  these  diseases 
were  responsible  for  a proportion  of  the  deaths. 
It  is  worth  emphasizing  the  fact  that  16  of  the 
thigh  cases  were  psychotic,  a problem  of  enor- 
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Fig.  2.  The  age  groups  of  patients  undergoing 
above  and  below  knee  amputation  are  shown  in  per- 
centage (indicated  at  top  of  each  graph)  and  num- 
ber (inside  graph). 


Over  80  Years . 

Thigh  Leg  and  Foot 
62.5%  (5)  0 

25.2%  (37)  20.3%  (25)  12.5%  (1)  0 


TABLE  2. — Anesthetic  Procedures 


Thigh 

Leg  and  Foot 

Inhalation* 

241 

221 

Intravenous 

2 

7 

Spinal 

19 

16 

Refrigeration 

5 

0 

Local  and  block 

1 

9 

Total 

268 

253 

* Usually  cyclopropane. 


mous  magnitude  in  management  as  indicated  by 
the  seven  deaths  which  ensued. 

Anesthesia 

Table  2 summarizes  the  anesthetic  procedures 
employed.  The  large  number  of  inhalation 
(usually  cyclopropane)  anesthesias  is  emphasized. 
Premedication  varied  considerably  throughout 
the  period  studied,  but  recent  observations  have 
reflected  the  decreasing  need  for  depressant 
drugs  of  the  opiate  or  barbiturate  groups  in 
elderly  patients.14  At  the  present,  premedica- 
tion usually  consists  solely  of  a small  dose  of  a 
belladonna  drug,  given  for  its  drying  effect  upon 
tracheobronchial  secretions  and  as  prophylaxis 
against  the  reflexes  initiated  during  operation. 
Most  operative  procedures  consumed  more  than 
one  hour  in  the  thigh  amputations  and  somewhat 
less  in  operations  upon  the  leg  or  foot. 

Operative  complications  were  not  unusual, 
and  shock  was  conspicuous  by  an  unexpectedly 
low  incidence  (1.2  per  cent). 

Postoperative  Complications 

Major  postoperative  complications  are  sum- 
marized in  Table  3.  It  is  evident  that  the  gross 
incidence  of  major  complications  is  not  enormous, 
but  is  extremely  significant  if  Table  3 is  compared 
with  Table  4.  Seven  of  the  ten  patients  who 
developed  atelectasis  or  pneumonia  in  the  thigh 
group  expired.  All  12  patients  in  this  group  who 
had  congestive  heart  failure  died,  as  did  all  sub- 
jects in  whom  systemic  sepsis  occurred.  Three 
of  the  four  patients  in  severe  ketosis  did  not  sur- 
vive, and  one  of  the  two  victims  of  pulmonary 
embolization  failed  to  recover,  as  did  the  patient 
with  coronary  thrombosis.  It  is  suggested  that 
these  complications  in  major  surgery  in  the  dia- 
betic are  of  tremendous  significance  in  the  mor- 
tality which  ensues  after  their  occurrence. 

Discussion 

Although  no  attempt  has  been  made  to  com- 
pare the  various  methods  of  anesthesia  available 


TABLE  1.— Preoperative  Complications 


•Under  59  Years . . 60  to  79  Years 

Thigh  Leg  and  Foot  Thigh  Leg  and  Foot 

3%  (33)  14.3%  (18)  42.2%  (62)  36.9%  (45) 
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TABLE  3. — Postopebative  Complications 

Thigh 

Leg  and 

Foot 

Total 

Death 

13.8% 

(37) 

1.6% 

(4) 

7.8%  ( 

;4i) 

Atelectasis  and  pneumonia 

3.7% 

(10) 

0.4% 

(1) 

2.0%  ( 

!n) 

Congestive  heart  failure 

4.4% 

(12) 

0.4% 

(1) 

2.5%  < 

:i3) 

Systemic  sepsis 

2.2% 

(6) 

0% 

(0) 

1.1%  ( 

: 6) 

Severe  ketosis 

1.5% 

(4) 

0% 

(0) 

0.8 ( 

: 4) 

Pulmonary  embolization 

0.8% 

(2) 

0% 

(0) 

0.4%  ( 

: 2) 

Cerebral  accident 

1.1% 

(3) 

0% 

(0) 

0.6%  < 

: a) 

Coronary  thrombosis 

0.4% 

(1) 

0% 

(0) 

0.2%  ( 

; i) 

Shock 

0.4% 

(1) 

0.4% 

(1) 

0.4%  ( 

2) 

Lung  abscess 

0% 

(0) 

0.4% 

(1) 

0.2%  ( 

: i) 

Renal  failure 

3.3% 

(9) 

1.6% 

(4) 

2.59c  < 

13) 

TABLE  4. — Causes  of  Death 


Heart  failure 

Thigh 

12 

Leg  and  Foot 
1 

Atelectasis  and  pneumonia 

7 

0 

Systemic  sepsis 

6 

0 

Ketosis 

3 

0 

Pulmonary  embolus 

1 

0 

Coronary  thrombosis 

1 

0 

Cerebral  accident 

1 

0 

Asphyxia 

1 

0 

Unknown 

5 

2 

Uremia 

0 

1 

Total 

37 

4 

for  amputations  in  the  diabetic  patient  on  the 
basis  of  experience  at  Bellevue  Hospital,  it  is 
inevitable  that  such  comparisons  be  drawn,  be- 
cause the  clinical  material  is  similar  in  risk  to 
that  described  by  Crossman  and  Allen  who  em- 
ploy refrigeration  almost  exclusively,  with  a 
mortality  rate  of  21  per  cent,  in  their  diabetic 
patients.2  The  superiority  of  McKittrick’s  series 
is  readily  acknowledged  and  is  a tribute  to  the 
coordinated  efforts  of  all  concerned  in  the  care 
of  diabetic  patients.  It  must  also  be  admitted 
that  the  end  results  in  the  type  of  patient  seen  at 
a large  charity  hospital  in  the  problem  under  dis- 
cussion can  never  equal  those  in  which  patients 
are  under  constant  supervision  prior  to  admission 
for  operation.  Many  of  our  patients  have  had 
no  medical  care  of  any  kind  until  they  present 
themselves  with  gangrene. 

From  the  data  presented  here,  the  mortality 
in  thigh  amputations  in  diabetics  of  13.8  per  cent 
and  the  total  mortality  of  all  amputations  in 
these  patients  of  7.8  per  cent  compare  very  favor- 
ably with  those  from  clinics  other  than  the  New 
England  Deaconess  group  and  are  definitely  supe- 
rior to  the  results  reported  for  refrigeration  tech- 
nics in  comparable  patients.  It  is  suggested  that, 
in  addition  to  the  important  factors  in  lowering 
mortality  presented  by  McKittrick,  the  capable 
management  of  the  anesthetic  period  must  also 
be  included.  For  reasons  discussed,  cyclopro- 
pane has  been  the  choice  in  the  vast  majority  of 
instances,  but  emphasis  is  directed  toward  the 
anesthetic  judgment  and  technical  skill  of  the 
trained  anesthesiologist  rather  than  toward  the 
peculiar  virtue  of  a single  agent  or  technic. 

It  is  apparent  that  the  place  of  refrigeration  in 
the  management  of  the  diabetic  cannot  rest  upon 
the  lower  mortality  it  affords,  the  protection  of 
the  patient  against  the  effects  of  other  anesthetic 
methods,  or  the  exclusive  ability  to  relieve  pain 


incident  to  surgical  manipulations  with  safety. 

Its  proper  position  in  the  surgical  management  of 
diabetic  subjects  must  be  evaluated  in  terms  of 
purely  surgical  considerations,  e.g.,  the  effect 
upon  the  wound  itself,  the  influence  upon  the 
subsequent  use  of  prostheses,  etc.,  rather  than  its 
alleged  superiority  to  other  methods  of  anesthesia 
in  assuring  a successful  issue.  That  it  has  such 
value  is  readily  apparent  from  the  testimony  of 
competent  surgeons. 

Summary 

1.  A brief  review  of  the  anesthetic  considera- 
tions in  the  management  of  diabetic  patients  sub- 
jected to  amputation  for  gangrene  is  presented. 

2.  Analysis  of  a ten-year  period  of  experience 
with  521  amputations  in  patients  with  diabetes  at 
Bellevue  Hospital  is  offered  for  consideration. 

3.  A total  mortality  of  7.8  per  cent  was 
observed  which  is  divided  into  13.8  per  cent  for 
patients  subjected  to  thigh  amputations  as 
against  1.6  per  cent  for  those  whose  operative 
procedures  were  in  the  leg  or  foot. 

4.  The  influence  of  cardiovascular  disease  in 
the  preoperative  state  is  suggested,  and  other 
pertinent  factors  are  considered. 

5.  The  causes  of  death  and  postoperative 
morbidity  are  outlined. 

6.  Commentary  on  the  utility  of  cyclopropane 
in  this  series  is  made,  together  with  emphasis 
on  the  favorable  results  as  compared  with  the 
groups  managed  with  refrigeration. 

This  study  was  completed  under  the  direction  of  E.  A. 
Rovenstine,  M.D.  The  authors  wish  to  express  their  sincere 
appreciation  for  his  valuable  guidance  and  assistance. 
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ACUTE  CORONARY  OCCLUSION  SIMULATING  ACUTE  ABDOMINAL 
DISEASE 

Leonard  E.  Field,  M.D.,  Leon  Pordy,  M.D.,  and  Arthur  M.  Master,  M.D.,  New  York  City 
( From  the  Cardiographic  Laboratory , Mount  Sinai  Hospital) 


SEVERAL  patients  have  been  encountered 
recently  whose  presenting  clinical  picture 
was  presumably  caused  by  acute  intra-abdominal 
disease  but  who  actually  had  sustained  myocar- 
dial infarction  due  to  acute  coronary  occlusion. 
The  association  of  abdominal  symptoms  and 
signs  with  acute  coronary  occlusion  is  well  estab- 
lished.1 However,  it  is  not  common  for  the 
presenting  symptoms  to  be  confined  entirely  to 
the  abdomen  and,  therefore,  to  simulate  an 
acute  intra-abdominal  condition.  Accordingly, 
four  cases  are  described  to  re-emphasize  the 
necessity  for  taking  routine  electrocardiograms 
early  in  all  patients  with  acute  upper  abdominal 
findings,  despite  the  absence  of  chest  symptoms. 

Case  Reports 

Case  1. — S.  W.,  a thirty-seven-year-old  man,  had 
suffered  episodes  of  mild  “indigestion”  and  fainting 
i spells  for  years.  On  January  19, 1946,  he  developed 
a feeling  of  nausea  which  lasted  an  hour  and  a half 
and  which  came  on  after  drinking  cold  milk.  Five 
days  later,  on  January  24,  the  patient  again  became 
nauseated  and  approximately  an  hour  later  experi- 
enced severe  epigastric  and  periumbilical  pain,  which 
subsequently  became  diffuse  throughout  the  abdo- 
; men.  He  was  hospitalized  the  same  day. 

Upon  admission,  January  24,  1946,  the  patient 
appeared  acutely  ill.  His  temperature  was  98.6  F., 
pulse  72,  blood  pressure  110/70  mm.  Hg.  The  heart 
was  not  enlarged;  the  sounds  were  of  good  quality, 
and  there  were  no  murmurs.  Epigastric  tenderness 
and  spasm  of  the  upper  rectus  muscle  were  present; 
the  lower  abdomen  was  soft  and  not  tender.  There 
was  no  rebound  tenderness.  The  blood  hemoglobin 
level  and  red  cell  count  were  normal.  However, 
there  was  a leukocytosis  of  22,300  cells  per  cu.  mm., 
of  which  86  per  cent  were  neutrophils  including  16 
per  cent  nonsegmented  forms.  The  clinical  impres- 
sion was  a penetrating  peptic  ulcer.  No  air  was 
demonstrable  beneath  the  diaphragm  by  roentgeno- 
gram. On  the  following  day  the  temperature  was 
still  low,  but  the  white  blood  count  had  risen  to 
25,100  cells  per  cu.  mm.  with  83  per  cent  neutro- 
i phils,  of  which  24  per  cent  were  nonsegmented  and 
2 per  cent  juvenile  forms.  The  blood  pressure  was 
.1  125/75.  Additional  x-ray  examination  of  the  chest 
and  abdomen  were  still  normal,  but  examination 
by  one  of  the  attending  surgeons  now  disclosed  a 
pleuropericardial  friction  rub  near  the  apex. 

Because  of  the  friction  rub,  on  January  26,  thirty- 
1 six  hours  after  admission,  an  electrocardiogram  was 
made  which  pathognomonically  revealed  recent 
I myocardial  infarction  due  to  acute  coronary  occlu- 
I sion  together  with  acute  pericarditis.  These  changes 


consisted  of  a deep  Q wave  in  lead  1,  a smaller  Q 
wave  in  lead  2,  a very  small  R wave  with  a deep  S 
wave  (a  Q equivalent)  in  lead  4,  striking  elevation 
of  the  RS-T  segment  in  leads  1,  2,  and  4,  and  slight 
elevation  of  the  RS-T  segment  in  lead  3 with  di- 
phasic T waves  in  leads  1 and  4 (Fig.  1). 

The  patient’s  course  was  uneventful.  The  fric- 
tion rub  disappeared  on  the  seventh  day  of  illness; 
only  slight  fever  developed ; moderate  tenderness  was 
present  in  the  right  upper  quadrant;  the  sedimenta- 
tion rate  was  rapid.  Progressive  characteristic 
changes  occurred  in  repeated  electrocardiograms.  A 
tracing  taken  on  February  28  with  multiple  chest 
leads  showed  the  very  small  R wave  and  deep  S 
wave  in  leads  CF  1 to  5 and  a deep  QS  in  CF  6;  the 
T wave  was  inverted  in  CF  4 to  6.  By  July  1,  Tj 
was  less  deeply  inverted,  and  T2  and  T«  had  become 
upright. 

Follow-up  examination  disclosed  no  cardiac  en- 
largement, slight  tenderness  in  the  right  upper  quad- 
rant of  the  abdomen,  reversal  of  pulsation  of  the 
lower  third  of  the  left  ventricle,  characteristic  of  a 
large  infarct  on  fluoroscopy,  and  a normally  func- 
tioning gallbladder  on  x-ray.  Occasional  epigastric 
pain  recurred,  and  about  four  months  after  his  acute 
attack  the  patient  became  aware  of  occasional  pres- 
sure in  the  chest.  The  patient  was  hyposensitive  to 
the  Libman  pain  test. 

Case  2.— J.  K.,  a fifty-six-year-old  physician,  had 
a history  of  a twelve-year  period  of  intolerance  to 
fatty  food,  belching,  abdominal  distention,  and  oc- 


1/26/46  2/12/46  3/26/46 


Fig.  1.  1/26/46:  Pathognomonic  electrocardio- 

graphic pattern  of  acute  anterior  wall  infarction  with 
pericarditis.  Deep  Q in  leads  1 and  4,  with  RS-T 
distinctly  elevated  in  leads  1,  2,  and  4.  RS-T3 
slightly  elevated.  Ti,4  terminally  inverted. 

2/12/46:  RS-T  segments  less  elevated.  Ti,2,4 
deeply  inverted. 

3/26/46:  RS-T  segments  isoelectric.  Ti,«  less 
inverted.  T2  upright. 
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casional  mild  epigastric  and  right  upper  quadrant 
pain.  The  pains  had  increased  in  frequency  during 
the  six  months  prior  to  admission.  Prompt  relief 
was  usually  obtained  with  milk  or  water.  Roent- 
genograms of  the  gallbladder  and  gastrointestinal 
tract  in  October,  1947,  disclosed  only  slow  emptying 
of  the  gallbladder.  On  December  25,  1947,  the 
patient  experienced  a particularly  severe  attack  of 
squeezing  epigastric  pain  that  required  morphine 
and  atropine  for  relief.  Similar  episodes  recurred  on 
the  following  two  days,  and,  since  the  pain  persisted, 
the  patient  was  hospitalized  on  the  fourth  day.  The 
clinical  impression  at  that  time  was  acute  disease 
of  the  gallbladder  or  pancreas. 

Upon  admission  to  the  hospital  on  December  28, 
1947,  the  patient’s  temperature  was  100  F.,  pulse 
106,  and  blood  pressure  170/110.  The  heart  was  not 
enlarged  and  seemed  normal.  There  was  tenderness 
in  the  epigastrium  and  right  upper  quadrant;  the 
lower  margin  of  the  liver  was  palpable  2 cm.  below 
the  costal  margin,  a finding  which  had  long  been 
known.  The  white  blood  cell  count  was  9,450  per 
cu.  mm.  The  sedimentation  rate  was  14  mm.  in  one 
hour;  this  subsequently  rose  to  40  mm.  in  one  hour. 
Blood  and  duodenal  amylase,  icterus  index,  alkaline 
phosphatase,  and  cephalin  flocculation  tests  were 
normal,  indicating  normal  function  of  the  pancreas, 
gallbladder,  and  liver. 

On  December  29,  1947,  an  electrocardiogram 
showed  abnormalities  indicating  myocardial  infarc- 
tion of  the  anterior  wall  due  to  acute  coronary  oc- 
clusion (Fig.  2).  These  consisted  of  deep  Q waves  in 
leads  1 and  4 and  elevation  of  the  RS-T  segment  in 
lead  1,  with  corresponding  depressions  in  leads  2 
and  3.  The  T waves  were  inverted  in  leads  1 and  4. 
Progressive  changes  occurred  in  subsequent  trac- 
ings. 

The  patient’s  course  was  uneventful.  He  experi- 
enced no  further  pain,  and  his  blood  pressure  fell  to 
130/80  which  the  patient  stated  was  his  normal 
level.  He  was  hyposensitive  to  the  Libman  pain 
test. 


4/12/46  12/29/47 


Fig.  2.  4/12/46:  Normal  electrocardiogram. 

12/29/47:  Classical  pattern  of  acute  coronary 

occlusion  with  anterior  wall  infarction.  Q waves 
present  in  leads  1 and  4 with  corresponding  RS-T 
elevations  in  these  leads.  Ti,«  inverted.  . 


Case  3. — G.  B.,  a man  of  fifty,  had  been  subject 
to  attacks  of  indigestion  for  about  two  years. 
These  consisted  of  pyrosis,  belching,  and  dull  epi- 
gastric pain  not  related  to  meals.  He  frequently 
noted  a feeling  of  fullness  in  the  epigastrium  and 
occasionally  experienced  some  shortness  of  breath 
on  walking  which  was  associated  with  the  appear- 
ance of  a prominent  bulge  in  the  midepigastric  wall. 
Roentgenographic  examination  of  the  gastrointes- 
tinal tract  one  year  ago  was  said  to  have  been 
normal.  The  patient  was  advised  to  have  a ven- 
tral hernia  repaired.  ' On  January  10,  1948,  a few 
days  before  this  was  to  have  been  performed,  the 
patient  was  suddenly  seized  with  a severe  attack  of 
nonradiating  epigastric  pain.  This  developed 
shortly  after  a meal  of  crackers,  thick  cream,  and 
eggs. 

The  following  day,  January  11,  the  patient  was 
admitted,  ambulatory,  to  the  hospital.  He  now  com- 
plained only  of  a persistent  (full  ache  in  the  epigas- 
trium. The  clinical  impression  was  that  of  penetrat- 
ing peptic  ulcer.  Examination  disclosed  diastasis  of 
the  rectus  muscle  in  the  epigastrium  which  admitted 
three  fingertips,  tenderness  over  this  region,  and  a 
marked  bulge  on  straining.  The  blood  pressure  was 
115/80;  six  months  previously  the  systolic  pressure 
was  known  to  have  been  154.  The  following  day  the 
temperature  rose  to  102.6  F.  and  the  pulse  100. 
Gastrointestinal  x-ray  examination  on  this  date 
revealed  a tiny  hiatus  hernia  and  a constant  de- 
formity of  the  duodenal  bulb.  The  urine  was  con- 
centrated to  a specific  gravity  of  1.037  and  con- 
tained one  plus  albumin  and  occasional  red  and 
white  cells.  A leukocytosis  of  20,000  cells  per  cu. 
mm.  with  81  per  cent  neutrophils  was  found  on 
January  13.  On  January  14,  an  electrocardiogram 
showed  the  typical  pattern  of  myocardial  infarction 
of  the  posterior  wall  due  to  acute  coronary  occlu- 
sion (Fig.  3).  This  consisted  of  a small  Q in  lead  2 
and  a deep  Q in  lead  3;  elevated  RS-T  segments  in 
leads  2 and  3 with  a depression  in  leads  1 and  4. 
The  T wave  was  inverted  in  leads  2 and  3.  In  addi- 
tion, auriculoventricular  dissociation  was  present. 


1/14/48  1/31/48 


Fig.  3.  1/14/48:  Typical  pattern  of  myocardial 

infarction  of  the  posterior  wall  due  to  acute  coronary 
occlusion.  Small  Q2  and  deep  Q3  present  RS-T2)3 
elevated,  RS-TI)4  depressed.  T2,3  inverted.  In 
addition  there  is  an  auriculoventricular  dissociation 
(P  waves  indicated  by  white  dots). 

1/31/48:  RS-T  segments  isoelectric.  T2,i  more 
deeply  inverted. 
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12/6/47 


Fig.  4'.  12/6/47:  Electrocardiogram  suggests  in- 

farction of  the  anterior  wall  due  to  acute  coronary 
occlusion.  Small  Q present  in  lead  1.  RS-Ti,* 
slightly  elevated.  RS-T:(  slightly  depressed.  Ti,4 
inverted. 


The  patient’s  course  was  uneventful;  after  subsid- 
ence of  the  abdominal  pain,  he  remained  asympto- 
matic. Low-grade  fever  was  present  for  a week. 
His  blood  pressure  dropped  to  100/70,  and  the  heart 
sounds  were  noted  to  be  faint.  The  usual  progres- 
sive changes  developed  in  his  electrocardiogram: 
the  RS-T  segments  became  isoelectric,  and  the  T 
wave  in  leads  2 and  3 more  deeply  inverted;  the 
auriculoventricular  dissociation  disappeared.  Roent- 
gen examination  of  the  gallbladder  on  two  occas- 
ions was  normal,  and  a repeat  gastrointestinal  x-ray 
series  subsequently  did  not  definitely  establish  the 
diagnosis  of  duodenal  ulcer.  This  patient  was  a 
liyposensitive  individual  according  to  the  Libman 
test  and  at  no  time  experienced  supradiaphragmatic 
pain. 

The  patient  was  observed  after  discharge  from 
the  hospital.  On  March  15  he  first  began  to  com- 
plain of  precordial  heaviness  on  walking.  On  April 
25  he  died  suddenly. 

Case  4. — T.  B.,  a woman  of  sixty-four,  had  ex- 
perienced two  episodes  of  right  upper  quadrant, 
cramplike  pain  a few  years  ago.  For  a week  prior  to 
hospitalization  she  complained  of  anorexia  and  of  a 
loss  of  her  sense  of  well-being.  On  December  4, 
1947,  she  developed  intermittent  cramps  in  the  right 
upper  quadrant  of  the  abdomen  radiating  to  the  epi- 
gastrium, a sense  of  epigastric  pressure,  repeated 
vomiting  of  clear  fluid,  and  fever  of  103  F.  The 


12/8/47  12/29/47 


Fig.  5.  12/8/47:  Deep  Q present  in  CFi,2,3. 
RS-T2  slightly  depressed.  RS-Ts  more  depressed. 
RS-T  elevated  in  CFi, 2,3,4.  T,  no  longer  inverted. 
T wave  in  chest  leads  diphasic  or  slightly  inverted. 

12/29/47:  S2,3  now  small.  RS-T  1,2,3  isoelectric. 
RS-T  segment  in  CFi,2)3  only  slightly  elevated. 
T wave  now  deeply  inverted  in  leads  1,  CFt_  6. 


family  thought  that  the  patient  appeared  jaundiced 
and  that  her  urine  was  dark.  On  the  following  day 
the  right  upper  quadrant  pains  became  more  severe ; 
the  epigastric  pressure  seemed  to  radiate  substern- 
ally  for  about  an  hour,  and  the  temperature  rose  to 
104  F.  The  attending  physician  made  a diagnosis 
of  acute  cholecystitis  and  recommended  hospitaliza- 
tion, which  was  accomplished  the  same  day. 

Upon  admission,  December  5,  the  patient’s  tem- 
perature was  101.6  F.;  pulse  120,  respirations  24, 
and  blood  pressure  110/74.  The  heart  sounds  were 
good;  the  rhythm  was  regular.  The  abdomen  was 
soft  but  diffusely  tender.  The  urine  contained  no 
bile.  The  leukocyte  count  was  15,000  cells  per  cu. 
mm.  with  84  per  cent  neutrophils;  the  sedimentation 
rate  was  53  mm.  in  one  hour. 

On  December  6 fluoroscopy  and  roentgenogram  of 
the  chest  were  not  abnormal.  An  electrocardiogram 
on  this  date  showed  a small  Q in  lead  1,  slightly  ele- 
vated RS-T  segments  in  leads  1 and  4 with  slight 
depression  in  lead  3 (Fig.  4).  The  T wave  was  in- 
verted in  leads  1 and  4.  These  changes  suggested 
anterior  wall  infarction  due  to  acute  coronary  oc- 
clusion. This  was  confirmed  two  days  later,  Decem- 
ber 8,  when  multiple  chest  leads  disclosed  a deep  Q 
wave  in  leads  CF  1,  2,  3;  elevation  of  RS-T  in  CF 
1,  2,  3,  4;  a greater  depression  of  RS-T3;  Ti  was  no 
longer  inverted,  and  the  T waves  in  the  chest  posi- 
tions were  only  slightly  inverted. 

On  December  15  the  T waves  became  inverted 
once  again  in  leads  1 and  CF  1-6;  T2  was  diphasic. 
The  temporary  reversion  of  the  T waves  toward 
normal  seen  in  the  tracing  taken  December  8 is  not 
uncommon  (Fig.  5).  Jaffe,  Master,  and  Kalter  have 
noted  partial  or  complete  return  of  the  electrocardio- 
gram to  normal  within  a few  days  after  the  onset. 
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acute  coronary  occlusion.*  This  patient  subse- 
quently showed  the  usual  progressive  changes  in  the 
electrocardiogram. 

The  patient’s  course  was  not  remarkable  except 
for  a period  of  somnolence;  all  pain  disappeared  on 
the  second  day.  A gallbladder  examination  prior  to 
admission  had  shown  nohvisualization  of  the  gall- 
bladder. She  was  normosensitive  to  the  Libman  pain 
test. 

Discussion 

As  we  have  stated,  the  purpose  of  this  report 
is  to  demonstrate  that  in  actual  acute  coronary 
occlusion  the  pain  and  symptoms  may  be  entirely 
or  practically  altogether  below  the  diaphragm, 
not  in  the  chest.  The  knowledge  that  the  clini- 
cal picture  of  acute  coronary  occlusion  may  pre- 
sent abdominal  findings,  in  addition  to  thoracic 
signs,  is  not  new.  Herrick  mentioned  this  in  his 
original  article  published  in  1912  and  referred 
to  earlier  papers  of  Obrastzow  and  Straschesko 
and  of  Engelhardt.1  In  1918,  Levine  and  Tran- 
ter described  two  cases  that  closely  resembled  an 
acute  intra-abdominal  disease  because  of  the 
absence  of  supradiaphragmatic  signs  and  symp- 
toms.3 Their  first  patient  died  during  induction 
of  ether  anesthesia.  In  their  second  case  lapa- 
rotomy was  deferred  because  of  glycosuria  and 
ketosis,  but  the  patient  died  the  next  day  after 
developing  heart  block.  Subsequently,  many 
authors  emphasized  the  point  that  pain  in  coro- 
nary disease  may  be  referred  to  the  abdomen  at 
least  during  the  early  hours.4-11  Libman  in 
particular  stressed  the  fact  that  atypical  clinical 
pictures  in  acute  coronary  occlusion  are  prone  to 
occur  in  hyposensitive  individuals.12  It  may  be 
noted  that  three  of  our  cases  were  hyposensitive 
to  the  Libman  pain  test ; Case  4 was  normosensi- 
tive. 

While  epigastric  localization  of  pain  is  not 
uncommon  as  the  original  site  of  pain  in  myo- 
cardial infarction,  Bean  having  noted  such  in  29 
instances  of  144  cases,  the  pain  almost  always 
radiates  substernally  or  to  the  precordium  and 
subsequently  remains  there.13  Levine  and 
Brown,  however,  stated  that  occasionally  the 
pain  may  be  entirely  confined  to  the  abdomen.7 
This  was  true  in  three  of  our  four  cases.  In 
Case  4,  epigastric  pressure  sensation  radiated 
substernally  for  about  an  hour  on  the  second  day. 
The  pain  may  be  diffuse  or  even  present  in  the 
lower  abdomen.14 

Larkin  recently  reported  that  some  abdominal 
symptoms — nausea,  vomiting  or  pain — occurred 
in  20  out  of  92  patients,  91  of  whom  had  acute 
coronary  occlusion  and  one  a ruptured  aortic 
aneurysm.11  Furthermore,  the  mortality  rate 
in  this  group  was  higher  than  in  cases  without 
abdominal  symptoms.  Eleven  of  his  cases  had 
only  abdominal  symptoms. 


It  may  be  mentioned  here  that  in  our  patients 
occurrence  of  abdominal  pain  bore  no  relation 
to  the  site  of  the  myocardial  infarct.  In  three 
cases  it  was  anterior  and  in  the  other  case  pos- 
terior. 

“Abdominal  angina”  is  a term  occasionally 
encountered  in  medical  literature.  This  syn- 
drome is  undoubtedly  due  to  pain  referred  from 
the  heart  either  in  true  coronary  occlusion  or  in 
simple  angina  pectoris  rather  than  to  arterio- 
sclerosis of  the  abdominal  vessels.6-8’15 

Among  the  diseases  that  may  be  simulated  by 
acute  coronary  occlusion  are  acute  cholecystitis, 
acute  pancreatitis,  perforating  peptic  ulcer, 
splenic  infarction,  renal  colic,  tabetic  crisis, 
acute  intestinal  obstruction,  and  adrenal  hemor- 
rhage. Nausea,  vomiting,  upper  abdominal 
tenderness,  spasm,  and  even  rigidity  are  common 
to  all.  Generally,  however,  in  myocardial  in- 
farction dyspnea  is  more  apt  to  be  present; 
likewise,  after  the  onset,  some  chest  symptoms, 
as  substernal  tightening,  almost  always  occur. 
Nevertheless,  despite  the  clinical  acumen  of  the 
attending  physician,  actually  the  indispensable 
diagnostic  procedure  in  the  presence  of  this 
mimicry  of  symptoms  and  signs  is  the  electro- 
cardiographic pattern. 

It  need  hardly  be  mentioned  that  acute  coro- 
nary occlusion  can  coexist  with  an  acute  abdominal 
episode.  We  have  observed  a man  of  seventy- 
four  who  developed  acute  cholecystitis  eight  days 
after  the  onset  of  a posterior  wall  infarction  due  to 
acute  coronary  occlusion.  The  time  relation- 
ship, indeed,  may  be  exceedingly  close,  as  in  the 
autopsied  case  reported  by  Bran  wood  of  an  acute 
coronary  occlusion  which  seemed  to  follow  within 
an  hour  of  a perforated  duodenal  ulcer.16 

An  additional  perplexing  situation  is  to  be 
noted.  Acute  abdominal  disease  may  secondar- 
ily affect  the  heart,  inducing  acute  coronary 
insufficiency.  This  must  not  be  confused  with 
the  main  subject  of  this  report,  which  is  the 
converse — namely,  acute  coronary  occlusion 
in  which  the  complaints  are  in  the  abdomen 
altogether  or  chiefly.  However,  it  is  important 
to  realize  the  magnitude  and  the  principles  under- 
lying acute  coronary  insufficiency  so  that  a clear 
distinction  will  be  maintained  between  it  and 
coronary  occlusion.  Acute  intra-abdominal  dis- 
ease may  act  as  a precipitating  factor  in  producing 
coronary  insufficiency.  The  usual  mechanism  in 
such  an  instance  is  a diminution  of  coronary 
blood  flow  resulting  from  lowered  blood  pres- 
sure and  diminished  cardiac  output  incident 
to  shock,  peripheral  collapse,  or  hemorrhage. 
The  electrocardiographic  changes  that  occur 
in  such  conditions  must  be  differentiated  from 
those  due  to  primary  cardiac  disease,  that 
is,  myocardial  infarction  due  to  coronary  3 
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occlusion.  This  is  particularly  important  since 
acute  intra-abdominal  disease  may,  in  addition 
to  the  electrocardiographic  changes,  produce 
chest  pain,  shock,  tachycardia,  and  fall  in  blood 
pressure.  These  features  have  been  observed 
in  the  presence  of  acute  pancreatitis,  acute 
cholecystitis,  renal  and  biliary  colic,  perforating 
and  penetrating  peptic  ulcer,  gastrointestinal 
hemorrhage,  splenic  infarction,  acute  intestinal 
obstruction,  hiatus  hernia,  acute  peritonitis. 
etc.14-15-17-21 

Proper  evaluation  of  the  electrocardiogram  in 
acute  coronary  occlusion  and  in  acute  coronary 
insufficiency  depends  in  great  measure  upon  the 
presence  or  absence  of  Q waves  and  RS-T  seg- 
ment deviations.  In  acute  coronary  insufficiency 
there  are  found,  characteristically,  RS-T  segment 
depressions  and  T wave  changes  in  one  or  more 
leads,  not  associated  with  abnormal  Q waves 
and  RS-T  segment  elevations.  Such  alterations 
are  generally  transitory.  In  acute  coronary 
occlusion,  on  the  other  hand,  the  criteria  are 
abnormal  Q waves,  RS-T  segment  elevations, 
and  abnormal  T waves. 

Painful  stimuli  arising  from  an  area  of  ischemia 
in  the  heart  muscle  travel  in  the  visceral  afferent 
cardiac  nerves  to  the  cardiac  plexuses  and  thence 
to  the  upper  four  or  five  sympathetic  ganglia. 
Thereafter  they  enter  the  spinal  cord  usually  in 
the  first  to  fourth  thoracic  segments,  and  sub- 
sequently pain  is  referred  back  to  the  correspond- 
ing dermatomes  (precordial,  substernal,  and  left 
arm  areas).  However,  sensory  impulses  from  the 
heart  may  reach  different  levels  of  the  cord,  any- 
where from  the  third  cervical  to  the  tenth  thoracic 
vertebrae.22-23  It  has  been  suggested  that  this 
may  be  due  to  the  presence  of  accessory  visceral 
fibers  from  the -heart.  Accordingly,  pain  may  be 
referred  to  these  other  corresponding  dermatomes 
and  hence  be  confused  with  diseases  of  viscera 
which  normally  transmit  pain  impulses  to  these 
levels.  It  is  likely  that  previous  disease  of  such 
viscera  predisposes  to  increased  sensitivity,  and 
the  cardiac  ischemia  reaction  serves  as  a trigger 
mechanism.  It  has  been  pointed  out  that  the 
pain  of  coronary  disease  occurring  in  a patient 
with  previous  peptic  ulcer,  for  example,  may 
radiate  to  or  originate  in  the  upper  abdomen.24 

In  view  of  the  diagnostic  problems  encountered 
it  is  evident  that  an  electrocardiogram  should  be 
taken  early  in  all  instances  of  acute  upper  ab- 
dominal signs  and  symptoms  whether  or  not 
chest  findings  are  present.  More  important, 
procedures  such  as  roentgenograms  of  the  gall- 
bladder and  gastrointestinal  tract  should  be  de- 


ferred until  electrocardiographic  analysis  has 
been  completed. 


Summary  and  Conclusions 

1.  Four  cases  of  acute  coronary  occlusion 
with  the  clinical  picture  of  acute  intra-abdominal 
disease  are  reported.  In  three  of  the  patients  the 
pain  remained  entirely  confined  to  the  abdomen. 
In  each  instance  the  diagnosis  was  made  by  the 
electrocardiogram . 

2.  Such  atypical  clinical  patterns  are  prone 
to  develop  in  hyposensitive  individuals. 

3.  The  site  of  the  myocardial  infarct,  anterior 
or  posterior,  has  no  bearing  on  abdominal  refer- 
ence. 

4.  Not  only  may  acute  coronary  occlusion 
simulate  abdominal  disease,  but  the  converse 
occurs — abdominal  disease  may  clinically  re- 
semble acute  coronary  occlusion  and  produce 
electrocardiographic  changes  characteristic  of 
acute  coronary  insufficiency. 

5.  The  electrocardiogram  is  the  principal 
diagnostic  procedure.  It  should  be  taken  early 
in  every  instance  of  upper  abdominal  symptoms 
before  subjecting  patients  to  gastrointestinal  or 
gallbladder  roentgenograms  and  similar  proce- 
dures, and,  of  course,  to  operation. 
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CEREBRAL  COMPLICATIONS  RESULTING  FROM  HYPERTENSION 
CAUSED  BY  VASOPRESSOR  DRUGS  IN  OBSTETRICS 

Barnett  A.  Greene,  M.D.,  and  Julius  Barcham,  M.D.,  Brooklyn,  New  York 
( From  the  Departments  of  Anesthesiology , Brooklyn  Women’s,  Adelphi,  and  Unity  Hospitals) 


THIS  report  is  intended  as  a caution  against 
the  inadvertent  combination  of  vasopressor 
drugs  in  obstetrics.  By  producing  an  acute 
hypertension,  these  have  caused  convulsion, 
hemiplegia,  or  severe  persistent  headache. 

Posterior  pituitary  extract  and  ergonovine  are 
used  in  obstetrics  without  fear  of  a pressor  effect 
which  is  uncertain  and  mild.  Indeed,  the  oppo- 
site action,  the  production  of  a shocklike  con- 
dition by  posterior  pituitary  extract,  has  been 
reported  frequently.  The  pressor  action  of 
posterior  pituitary  extract  and  ergonovine  de- 
serves special  consideration,  however,  whenever 
ephedrine  sulfate,  neosynephrin  hydrochloride, 
or  any  vasoconstrictor  has  been  or  is  likely  to  be 
used  in  an  obstetric  patient.  The  potency  of  the 
combination  of  vasoconstrictor  drugs,  with  pos- 
terior pituitary  extract  especially,  is  too  little 
appreciated.  Beck  and  Ball  encountered  an 
instance  of  convulsion,  severe  headache,  and 
acute  hypertension  during  spinal  anesthesia  for 
cesarean  section  and  three  cases  of  severe  head- 
ache and  hypertension  during  spinal  anesthesia 
for  vaginal  delivery.1  These  episodes  were 
attributed  to  sensitivity  to  ephedrine  and 
epinephrine. 

No  consideration  was  given  to  the  probable  in- 
fluence of  the  oxytocic  drugs  undoubtedly  used  at 
some  time  during  the  delivery.  Torrie,  report- 
ing a series  of  cesarean  sections  under  spinal 
anesthesia,  simply  mentions  the  “blood  pres- 
sure  which  in  some  cases  reached  180  or  200 

mm.  systolic.”2 

The  use  of  ephedrine  or  neosynephrin  is 
becoming  more  common  in  obstetric  patients 
because  of  the  greater  application  of  caudal  and 
spinal  analgesia  to  vaginal  and  abdominal 
delivery.  Ephedrine  or  neosynephrin  is  injected 
before  or  during  spinal  or  caudal  analgesia  to 
prevent  or  correct  the  hypotension  frequently 
caused  by  the  extensive  sympathetic  block. 
When  these  drugs  are  preceded  or  followed  within 
a half  hour  by  posterior  pituitary  extract  and/or 
ergonovine  the  elevation  of  blood  pressure  may 
be  marked  and  abrupt.  We  observed  a signifi- 
cant rise  in  six  cesarean  sections  and  eight 
vaginal  deliveries.  The  rise  in  these  cases  ranged 
between  50  to  100  mm.  Hg.  systolic  pressure. 
The  result  has  always  been  a severe  headache. 
One  patient  developed  a hemiplegia  as  described 
in  the  following  case  report. 


Case  Report 

A thirty-seven-year-old  Negro  primipara  was 
subjected  to  an  extraperitoneal  cesarean  section  be- 
cause of  cephalopelvic  disproportion  after  a twenty- 
hour  test  of  labor.  She  was  tall,  muscular,  weighed 
192  pounds,  and  was  in  good  condition.  The  blood 
serologic  test  was  negative;  antiluetic  therapy  had 
been  received  in  1940.  Her  blood  pressure  had  been 
normal  throughout  pregnancy  and  was  120/80  mm. 
Hg.  just  before  anesthesia. 

The  anesthesia  was  a fractional  spinal  with  90  mg. 
procaine  hydrochloride  in  45  mg.  per  cc.  concentra- 
tion. Ephedrine  sulfate,  50  mg.,  was  injected  sub- 
cutaneously ten  minutes  before  the  anesthesia.  The 
blood  pressure  fell  to  90  mm.  Hg.  systolic,  and  the 
pulse  rose  from  100  to  120  when  the  fetus  was  de- 
livered, which  was  thirty  minutes  after  the  pre- 
operative ephedrine.  Neosynephrin  hydrochloride. 
0.5  cc.,  was  administered  subcutaneously  to  secure  a 
gradual,  sustained  return  of  blood  pressure  to  nor- 
mal with  a decrease  of  the  tachycardia.  The  de- 
livery of  the  baby  was  followed  by  a moderate  loss  of 
blood.  At  the  request  of  the  surgeon  0.5  cc.  of  In- 
fundin  (5  units  posterior  pituitary  extract)  by  the 
subcutaneous  route  and  1 cc.  of  Ergotrate  by  vein 
were  injected.  Unknown  to  the  anesthetist,  the 
surgeon  had  injected  1 cc.  of  Infundin  (10  oxytocic 
units)  into  the  uterine  wall  just  before  incising  it. 
Ten  minutes  after  the  birth  of  the  child  and  five 
minutes  after  the  anesthetist’s  injections,  the  blood 
pressure  rose  to  220  mm.  Hg.  systolic.  The  hitherto 
quiet  patient  complained  bitterly  of  headache  while 
her  systolic  blood  pressure  ranged  between  180  and 
220  during  the  following  thirty  minutes,  in  spite  of 
an  addition  of  intraspinal  procaine,  45  mg.,  and 
elevation  of  the  head  of  the  table  to  lower  the  blood 
pressure.  The  systolic  tension  then  dropped  to  100 
mm.  Hg.  aided  by  the  moderately  excessive  blood 
loss.  The  patient  became  comatose  about  one-half 
hour  after  the  birth  of  the  baby  at  the  peak  of  the 
acute  hypertensive  episode.  The  coma  was  attrib- 
uted at  the  time  to  the  morphine  sulfate  x/»  grain 
(7.5  mg.)  and  scopolamine  1/m  grain  (0.2  mg.)  ad- 
ministered immediately  after  the  evacuation  of  the 
uterUs.  The  mother  was  returned  to  bed  still  in 
coma.  On  the  next  day  the  patient  showed  a right 
hemiplegia,  right  facial  palsy  of  central  origin,  con- 
fusion, asphasia,  and  fecal  and  urinary  incontinence. 
She  improved,  but  was  discharged  still  showing  the 
hemiplegia  and  asphasia.  These  have  persisted. 

Discussion 

The  anesthetist  was  unaware  of  the  custom  of 
this  surgeon  to  inject  posterior  pituitary  extract 
into  the  uterus.  We  have  long  considered  this  > 
route  as  potentially  dangerous  because  it  easily  ; 
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allows  the  injection  to  be  intravenous  or  to  act 
very  much  like  one.3  In  fact  only  rarely  have 
we  seen  an  obstetrician  test  the  intrauterine 
injection  against  possible  intravenous  location. 
Furthermore,  this  route  is  illogical  in  view  of  the 
fact  that  contraction  of  the  whole  uterus  depends 
on  circulatory  distribution  of  the  drug  to  the 
entire  organ  and  not  on  local  diffusion.  Failing 
« to  prevent  the  intrauterine  injection  but  aware 
of  it,  the  anesthetist  would  have  omitted  any 
preparation  of  whole  posterior  pituitary  extract 
in  complying  with  the  surgeon’s  request  to  inject 
an  oxytocic  drug.  He  would  have  substituted 
Pitocin  which  does  not  contain  a significant 
quantity  of  the  vasopressor  factor. 

Melville  proved  the  synergism  of  posterior 
pituitary  extract  and  ephedrine  in  elevating  the 
arterial  blood  pressure.4  The  vasoconstrictor 
power  of  posterior  pituitary  extract  on  capillaries 
and  arterioles,  especially  the  former,  is  normally 
compensated  by  a decrease  in  heart  rate  and 
cardiac  output  as  demonstrated  by  Grollman 
and  Geiling.6  Ephedrine  prevents  the  heart 
from  mitigating  the  peripheral  vasoconstrictor 
action  of  whole  posterior  pituitary  extract. 
Furthermore,  ephedrine  adds  its  own  effect  by  a 
marked  increase  of  cardiac  output  and  by  arterio- 
lar and  venous  constriction.  The  resultant  rise 
in  blood  pressure  is  consistently  greater  than  that 
produced  by  either  drug  alone.  Dripps  and 
Deming  have  demonstrated  systolic  blood  pres- 
sure levels  well  over  200  mm.  Hg.,  lasting  several 
hours  and  accompanied  by  severe  headache, 
following  the  combined  use  of  10  units  of  pitressin 
and  50  mg.  of  ephedrine  before  spinal  anesthesia.6 
This  potent  pressor  combination,  in  smaller 
doses  than  that  injected  in  this  case,  has  been 
employed  by  one  of  us  in  special  cases  of  spinal 
anesthesia  since  1940  with  good  results  and  no 
complication.3 

Another  factor  which  tends  to  augment  the  rise 
of  blood  pressure  is  the  “autotransfusion”  effect 
of  the  gravid  uterus  when  the  fetus  and  placenta 
are  delivered  and  oxytocics  are  injected.  The 
squeezing  out  of  a significant  quantity  of  blood 
into  the  general  circulation  and  the  decrease  in 
the  size  of  the  uterine  vascular  bed  tend  to  cause 
an  elevation  of  blood  pressure,  especially  if  it  is 
low  at  the  time  of  delivery.  This  observation 
also  has  been  noted  by  others.7 

Parenthetically,  it  may  be  added  that  this 
case  provides  another  reason  for  the  delegation 
of  all  drug  management  in  the  operating  or 
delivery  room  to  the  anesthetist.  At  least,  he 
should  be  deliberately  informed  of  the  surgeon’s 
intention  to  use  any  potent  pharmacologic  agent. 
Only  in  this  way  can  we  avoid  the  harmful 
pharmacologic  combinations  familiar  to  the 
anesthesiologist.  Other  similar  combinations, 


now  well  known,  have  occurred  in  the  practice  of 
gynecology  and  obstetrics  with  fatal  results, 
e.g.,  posterior  pituitary  extract  during  cyclo- 
propane anesthesia  and  epinephrine  during 
chloroform  or  cyclopropane  anesthesia.8-10 

A drug-induced  acute  hypertension  may  be 
seen  during  vaginal  delivery  or  uterine  dilatation 
and  curettage  for  incomplete  abortion  under 
caudal  or  spinal  analgesia,  for  here  too  ephedrine 
or  neosynephrin  is  sometimes  required  to  prevent 
or  treat  hypotension.  When  whole  posterior 
pituitary  extract  and/or  ergonovine  is  injected, 
the  effect  on  blood  pressure  may  be  quite  marked 
if  ephedrine  or  neosynephrin  has  been  injected 
within  the  preceding  thirty  minutes.  We  ob- 
served eight  such  incidents  until  we  used  Pitocin 
instead  of  whole  posterior  pituitary  extract  and 
injected  ergonovine  intramuscularly  instead  of 
intravenously.  Fortunately,  these  episodes  of 
acute  hypertension  during  vaginal  delivery  have 
caused  only  severe  headache.  The  headache  is 
quite  disturbing,  nevertheless,  inasmuch  as  it  is 
very  painful  and  may  remain  six  hours  or  more, 
and  occasionally  for  days.  The  headache  de- 
pends more  on  the  rapidity  of  the  rise  than  on  the 
maximum  height  of  the  systolic  blood  pressure. 
Patients  have  cried  out  with  pain  when  the  sys- 
tolic blood  pressure  rose  abruptly  to  160  mm. 
Hg. 

The  persistence  of  the  headache  for  hours 
or  days  after  the  blood  pressure  has  returned  to 
normal  indicates  that  the  trauma  produced  by 
the  acute  stretching  of  the  cranial  arterial  walls 
continues  after  the  recession  of  the  hypertension. 

Ergonovine  malate  (Ergotrate)  in  itself  causes 
little  or  no  rise  in  blood  pressure  when  injected 
intravenously  in  man,  despite  its  ability  to  cause 
vasoconstriction.11  The  presence  of  ephedrine, 
however,  permits  intravenous  Ergotrate  to  cause 
a 60  mm.  Hg.  rise  in  systolic  blood  pressure.  We 
have  observed  this  repeatedly.  Because  of  the 
demonstrated  greater  effect  of  ephedrine  with 
posterior  pituitary  extract,  we  are  inclined  to  be 
more  cautious  with  this  combination  than  with 
ergonovine-ephedrine. 

Treatment  of  the  acute  hypertension  should  be 
immediate.  Beck  and  Ball  have  used  amyl 
nitrite  inhalation.1  We  have  tilted  the  table 
from  the  usual  Trendelenburg  or  horizontal 
position  desired  by  the  operator  to  a slight 
Fowler’s  position.  If  the  patient  was  under 
fractional  spinal  anesthesia,  another  dose  of 
procaine  was  injected  into  the  spinal  canal. 
Intravenous  pentothal  sleep  was  produced  in 
three  instances  to  obtain  the  mild  antagonistic 
effect  of  a barbiturate  against  excessive  pe- 
ripheral vasoconstriction  and  to  sedate  the  patient 
in  distress.  This  last  measure  has  always  been 
successful  in  moderating  the  hypertension.  It 
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was  not  applied  in  the  case  which  developed 
hemiplegia. 

Summary  and  Conclusions 

1.  Hemiplegia,  convulsion,  and  severe  head- 
ache have  been  observed  as  results  of  the  acute 
hypertension  induced  by  synergistic  pressor 
action  of  posterior  pituitary  extract  and  ergono- 
vine  with  ephedrine  or  neosynephrin  during 
spinal  and  caudal  analgesia  in  obstetrics.  A case 
of  hemiplegia  due  to  drug-induced  hypertension 
during  cesarean  section  is  reported. 

2.  Ergonovine  shows  a regular  but  mild 
pressor  effect  after  intravenous  injection  in  an 
ephedrinized  patient.  Its  synergistic  action 
should  be  regarded  as  possibly  dangerous  when 
used  simultaneously  with  posterior  pituitary 
extract  in  a patient  under  the  influence  of  ephed- 
rine or  neosynephrin. 

3.  Whole  posterior  pituitary  extract  should 


be  used  cautiously  in  the  presence  of  ephedrine  or 
neosynephrin  and  vice  versa.  Pitocin  is  the 
preferred  oxytocic  if  a pituitary  preparation  is 
desired. 

4.  The  intrauterine  injection  of  posterior 
pituitary  extract  is  dangerous  and  unnecessary. 
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MEDICAL  SOCIETY  OF  THF  COUNTY  OF  MONROE 


The  following  “plan”  is  officially  sponsored  by 
the  Monroe  County  Society.  Compulsory  health  in- 
surance is  a major  issue  of  the  81st  Congress.  The 
medical  profession  of  Monroe  County  is  unalterably 
opposed  to  government  control  of  medicine. 

We  oppose  the  proposed  governmental  health  in- 
surance plans  principally  because  of  (1)  greater  ex- 
pense; (2)  less  efficiency;  and  (3)  inability  to  meet 
local  needs.  It  will  protect  only  the  employed  and 
not  the  indigent  for  whom  it  is  intended. 

We  propose  an  extension  of  Genesee  Valley  Medi- 
cal Care  as  rapidly  as  our  actuarial  experience  justi- 
fies. This  is  the  voluntary  insurance  plan,  initiated 
by  the  Monroe  County  Medical  Society  in  1945,  for 
surgical  and  obstetrical  care.  We  have  already  pro- 
posed to  them  a revision  which  calls  for  a service 
plan,  with  an  income  ceiling,  to  include  surgical, 
obstetrical,  and  in-hospital  medical  care.  It  antici- 
pates G.V.M.C.  as  a member  of  the  newly  formed 
national  enrollment  agency  which  will  provide  na- 
tional coverage  for  those  firms  and  unions  desiring 
it.  Plans  for  these  improvements  are  going  forward 
as  rapidly  as  possible. 

We  propose  that  the  indigent  be  taken  care  of  by 
plans  administered  locally  and  financed  locally, 
wherever  possible. 

We  propose  whatever  extension  of  hospital  insur- 
ance seems  indicated  by  local  needs.  We  propose 
complete  community  support  in  the  current  hospital 
drive  which  will  give  the  area  359  additional  beds 
and  extra  clinic  facilities. 

We  propose  continued  growth  of  our  Medical 
Service  Bureau,  which  secures  prompt  medical  care 


twenty-four  hours  a day  for  patients  not  able  to 
reach  their  own  doctor,  or  who  have  no  physician  of 
their  own.  This  service  covers  Monroe  County. 

We  admit  that  as  in  any  plan  involving  the  human 
element,  there  are  a few  weaknesses,  and  it  is  our 
purpose  to  remedy  such  deficiencies,  as  far  as  pos- 
sible, believing  that  these  can  best  be  adjusted  on 
the  local  level  to  meet  local  situations. 

We  should  like  to  remind  you  that  there  is  con- 
fusion in  regard  to  the  cost  of  hospital  care  and 
medical  care,  and  to  make  it  clear  that  the  doctors 
have  no  control  over  hospital  costs  and  are  as  con- 
cerned as  the  patient  over  the  increase  necessary  in 
hospital  costs.  This  increase  is  obviously  due  to  the 
general  increase  in  cost  of  food,  help,  and  mainte- 
nance. If  the  present  inflationary  schedules  con- 
tinue, temporary  government  subsidies  to  hospitals 
may  be  indicated. 

We  would  favor  legislation,  State,  if  possible,  for 
the  care  of  chronically  disabling  diseases  which 
cause  an  intolerable  burden  on  the  sufferers  and 
their  families;  and  the  extension  of  grants-in-aid 
for  the  building  of  hospitals  in  communities  not  able 
to  provide  adequate  hospital  facilities,  as  are  pres- 
ently being  provided  in  the  Hill-Burton  Bill. 

We  believe  that  the  rapid  growth  of  voluntary  in- 
surance plans  in  the  last  three  years  is  conclusive 
evidence  that  private  enterprise  in  this  field  is  suc- 
cessful. 

We  further  believe  that  the  extension  of  these 
plans  in  areas  lacking  adequate  medical  care  facili- 
ties, together  with  new  hospitals,  will  draw  physi- 
cians to  these  areas. — January  27,  1.949 


PRACTICAL  ASPECTS  OF  CONTROL  OF  DICUMAROL  THERAPY 

i Leonard  E.  Blumenthal,  M.D.,  Hempstead,  New  York 


THE  value  of  the  anticoagulant  drug  dicumarol 
[3,3'-methylene-bis  (4-hydroxycoumarin)  ] in 
the  treatment  of  thromboembolic  disease  has 
been  clearly  demonstrated  in  recent  years.  The 
purpose  of  this  paper  is  to  emphasize  some  practi- 
cal aspects  of  the  control  of  dicumarol  therapy 
which  are  of  particular  interest  to  the  clinician 
: who  uses  the  smaller  hospitals. 

Reports  from  the  Mayo  Clinic  within  re- 
cent years  have  revealed  that  in  cases  of  non- 
fatal  pulmonary  embolism  or  infarction  the 
incidence  of  subsequent  phlebothrombosis, 
thrombophlebitis,  and  pulmonary  embolism  or 
infarction  could  be  reduced  from  43.8  per  cent  to 
1 per  cent  by  dicumarol  therapy;  moreover,  the 
incidence  of  subsequent  fatal  pulmonary  embol- 
rism  was  reduced  from  18.3  per  cent  to  0.3  per  cent. 
In  cases  of  postoperative  thrombophlebitis  and 
iphlebothrombosis  the  incidence  of  fatal  pul- 
monary  embolism  was  decreased  from  5.7  per 
i cent  to  0 by  dicumarol  therapy.1  During  the 
.past  two  years  a controlled  study  on  the  effective- 
ness of  dicumarol  in  acute  myocardial  infarction 
(has  been  carried  out  at  16  large  hospitals  through- 
jout  the  country  under  the  auspices  of  the  Ameri- 
ican  Heart  Association  and  the  U.  S.  Public 
Health  Service.  Dr.  Irving  S.  Wright,  chair- 
|man  of  this  cooperative  study,  recently  revealed 
that  statistical  analysis  of  the  first  800  cases  gave 
the  following  approximate  gross  results : 

Death  in  the  control  series 24% 

Death  in  the  dicumarol-treated  series . . . 14.9% 

! Thromboembolic  complications  per  100  cases: 

In  the  control  series 36  per  100 

In  the  dicumarol-treated  series.  . . 14  per  100 
Of  these  14,  seven  were  while  the  patients 
were  not  under  effective  levels  of  treatment, 
either  because  they  had  not  yet  received  any 
anticoagulant  or  because  the  complication 
came  on  before  sufficient  time  had  passed  for 
the  anticoagulant  to  be  effective.2 

Various  criteria  for  calculating  the  dose  of 
dicumarol  have  been  described  in  the  literature. 
It  is  not  generally  appreciated,  however,  that  in 
contrast  to  a drug  such  as  insulin,  which  is  pre- 
scribed daily  on  the  basis  of  blood  and/or  urinary 
glucose  determinations,  quantitative  chemical 
tests,  dicumarol  is  prescribed  daily  on  the  basis 
>f  a biologic  assay,  the  prothrombin  determina- 
tion. A blood  glucose  report  of  100  mg.  per  cent 
ar  150  mg.  per  cent  from  a number  of  laboratories 
aas  a relatively  constant  significance ; the  dose  of 
nsulin  would  be  essentially  the  same  regardless 
if  the  laboratory  in  which  the  glucose  determina- 


tion was  made.  A prothrombin  time  report  of 
thirty  or  forty  seconds  from  several  laboratories 
may  indicate  widely  varying  prothrombin  con- 
centrations. Therefore,  the  dose  of  dicumarol 
might  have  to  vary  considerably,  depending  on 
the  laboratory  which  performed  the  test.  It 
is  not  correct  or  safe,  therefore,  for  a clinician  to 
base  the  dosage  of  dicumarol  on  one  or  another 
of  the  many  prothrombin  time  schedules  de- 
scribed in  the  literature. 

Dicumarol  is  administered  in  single  daily  doses 
on  the  basis  of  the  prothrombin  concentration  of 
the  plasma  previously  determined  on  the  same 
day.  The  only  test  of  prothrombin  concen- 
tration available  for  routine  clinical  use  is  the 
one-stage  Quick  procedure  or  one  of  its  modifica- 
tions. Prothrombin  concentration  is  estimated  by 
the  rate  at  which  oxalated  plasma  clots  when 
thromboplastin  and  ionized  calcium  are  added 
to  it.  The  relationship  between  prothrombin 
concentration  and  the  clotting  time  or  “pro- 
thrombin time”  is  hyperbolic,  but  the  exact  shape 
of  the  hyperbola  varies  considerably  with  the 
nature  of  the  thromboplastin  used,  the  calcium 
concentration,  and  the  diluent  in  which  the 
prothrombin  is  dissolved. 

The  calcium  concentration  and  the  diluent  can 
be  relatively  easily  standardized,  but  unfortu- 
nately there  is  not  available  a universally  standard 
thromboplastin.  There  are  several  reasons  for 
this.  First,  thromboplastin  is  a dried  extract 
derived  from  various  tissues  of  the  body,  par- 
ticularly the  brain  or  lung.  Most  workers  use 
either  rabbit-brain  or  rabbit-lung  thrombo- 
plastin; others  have  used  human  brain,  horse 
brain,  and  even  the  venom  of  the  Russell  viper. 
Each  type  of  thromboplastin  has  its  own  clotting 
characteristics.  Second,  there  are  differences 
in  the  methods  of  extraction.  Some  workers 
extract  the  original  tissue  with  acetone,  some 
do  not ; some  workers  pulverize  the  dried  extract, 
others  do  not.  Extraction  with  acetone  pro- 
duces a more  potent  thromboplastin;  pulverizing 
the  extract  produces  a less  potent  thromboplastin. 
The  final  step  in  extracting  the  thromboplastin  is 
to  suspend  it  in  saline,  and  heat  the  suspension 
over  a constant  temperature  water  bath  for  a fixed 
period  of  time,  during  which  time  the  suspension 
is  stirred.  Various  workers  use  temperatures 
ranging  between  37  and  56  C.;  the  time  of  heat- 
ing generally  ranges  between  ten  and  fifteen 
minutes;  the  amount  of  stirring  varies  in  the 
different  technics.  Generally  speaking,  with  a 
higher  temperature,  longer  heating,  and  more 
vigorous  stirring,  the  resultant  thromboplastin 
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solution  is  less  active  and  gives  prolonged  pro- 
thrombin times.  Third,  there  are  differences  in 
the  concentration  of  the  dried  thromboplastin- 
saline  suspension  ranging  from  2 to  10  per  cent. 
Generally,  the  higher  the  concentration,  the  less 
potent  the  resultant  thromboplastin  solution  is. 
Fourth,  all  dried  thromboplastin  extracts  are 
contaminated  more  or  less  by  clot-acceleratory 
and  clot-inhibitory  factors,  whose  concentration 
varies  in  different  batches  of  thromboplastin; 
sometimes  their  concentration  varies  even  be- 
tween different  portions  of  the  same  batch.  Con- 
sideration of  the  above  multiple  factors  readily 
explains  why  thromboplastin  solutions  of  the 
same  potency  can  rarely  be  prepared  in  different 
laboratories;  moreover,  even  the  minute  varia- 
tions in  procedure  used  by  different  technicians 
in  the  same  laboratory  may  produce  thrombo- 
plastins of  varying  potency.  Consequently,  it  is 
very  difficult  and  often  impossible  to  reproduce 
the  same  hyperbolic  curve  in  different  laborato- 
ries, or  sometimes  even  in  the  same  laboratory 
on  different  days.  It  is  obvious  then  that  a 
“prothrombin  time”  range  of  thirty  to  forty 
seconds  may  indicate  one  range  of  prothrombin 
concentration  in  laboratory  A on  a certain  day, 
and  an  entirely  different  range  in  laboratory  B 
on  the  same  day  or  in  laboratory  A on  another 
day.  In  Table  1,  based  on  Figure  1,  it  is  seen 
that  a prothrombin  time  range  of  thirty  to  forty 
seconds  indicates  a range  of  24.5  to  17.5  per  cent 
prothrombin  concentration  in  laboratory  A,  but 
a range  of  14.0  to  9.5  per  cent  prothrombin  con- 
centration in  laboratory  B. 

Since  “prothrombin  time”  frequently  has  no 
constant  significance,  the  concept  of  prothrombin 
activity  has  been  introduced.  A hyperbolic 
curve  is  constructed  every  day  by  plotting  pro- 
thrombin times  against  the  dilutions  of  normal 
control  plasma,  usually  100,  30,  20,  and  10  per 
cent,  which  gave  those  prothrombin  times 
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TABLE  1. — Prothrombin  Activity  (Concentration)  as 
Determined  by  Two  Different  Technics 


Prothrombin 

Time, 

. Prothrombin  Activity,  Per  Cent . 

Sec. 

Technic  A 

Technic  B 

30 

24.5 

14.0 

40 

17.5 

9.5 

TABLE  2. — Data  on  Which  Prothrombin  Activity 

Curves  Are  Based 

Dilution  of 

Control  Plasma, 

- Prothrombin  Ti 

mes,  Sec. . 

Per  Cent 

Technic  A 

Technic  B 

100 

18 

14 

30 

26 

18 

20 

36 

22 

10 

60 

38 

(Fig.  1,  Table  2).  (It  is  more  accurate  to  use 
pooled,  fresh,  normal  plasma  rather  than  a single 
plasma  as  the  control.)  From  this  curve  one  can 
determine  what  dilution  of  the  control  plasma 
would  give  the  same  prothrombin  time  as  the 
plasma  of  a patient  on  dicumarol;  this  dilution 
indicates  the  prothrombin  activity  of  that 
plasma.  For  example,  if  plasma  X of  unknown 
prothrombin  concentration  gives  a prothrombin 
time  of  thirty  seconds  using  technic  A,  plasma 
X will  correspond  to  a 24.5  per  cent  dilution  of 
control  plasma  and  may  be  said  to  exhibit  24.5 
per  cent  prothrombin  activity.  If  the  same 
plasma  X were  submitted  to  a prothrombin  test 
using  technic  B,  a prothrombin  time  of  nineteen 
and  a half  seconds  would  be  obtained  (Fig.  1). 
Thus,  two  different  prothrombin  times  may 
indicate  the  same  prothrombin  activity  or  pro- 
thrombin concentration.  It  can  be  seen  readily 
that  if  a clinician  wished  to  maintain  a dicumarol- 
ized  patient  in  the  range  of  10  to  30  per  cent  pro- 
thrombin activity,  the  prothrombin  time  range 
would  have  to  be  twenty-six  to  sixty  seconds  for 
technic  A but  eighteen  to  thirty-eight  seconds 
for  technic  B. 

Some  of  the  advantages  of  expressing  pro- 
thrombin concentration  in  terms  of  prothrombin 
activity  rather  than  prothrombin  time  are  as 
follows:  (1)  The  effect  of  the  daily  variation  in 
potency  of  thromboplastin  is  practically  eradicated 
if  one  is  considering  the  results  in  the  same 
laboratory;  thus  one  can  compare  with  great 
accuracy  prothrombin  concentrations  reported 
on  different  days.  (2)  One  can  better,  although 
not  absolutely,  correlate  the  results  obtained  in 
different  laboratories,  provided  the  same  type  of 
thromboplastin,  e.g.,  rabbit-brain  or  rabbit-lung, 
is  used  in  these  laboratories. 

It  should  be  pointed  out  that  in  the  same  labo- 
ratory if  the  thromboplastin  and  the  technic  of 
prothrombin  determination  are  rigidly  “stand- 
ardized,” prothrombin  time  may  be  used  as  an 
accurate  measure  of  prothrombin  concentration. 
In  many  hospital  laboratories,  especially  those 
where  the  staff  is  composed  of  only  one  or  two 
technicians,  the  additional  time  and  labor  required 
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to  standardize  the  thromboplastin  is  often  not 
available;  moreover,  it  is  not  justified,  since 
there  is  no  practical  advantage  in  reporting  the 
results  in  terms  of  prothrombin  time.  Neverthe- 
less, if  it  is  desired,  the  thromboplastin  solution 
may  be  “standardized”  by  altering  from  day  to 
day,  if  necessary,  the  technic  of  its  preparation 
so  that  at  all  times  the  100  per  cent  or  undiluted 
control  plasma  will  clot  in  a previously  selected 
narrow  range,  e.g.,  fourteen  to  sixteen  seconds, 
and  the  12.5  per  cent  or  20  per  cent  dilution  of 
the  control  plasma  will  also  clot  in  a previously 
selected  narrow  range,  e.g.,  thirty-five  to  thirty- 
eight  seconds  (some  workers  prefer  the  12.5  per 
cent  dilution,  others  the  20  per  cent  dilution). 

The  diluent  is  usually  isotonic  saline,  but  plasma 
which  has  had  its  prothrombin  removed  by 
adsorption  with  barium  sulfate  may  be  used. 
The  shape  of  the  hyperbolic  prothrombin  activ- 
ity curve  may  vary  depending  upon  which  diluent 
is  used.  Diluted  or  prothrombin-deficient  plasma 
must  be  used  to  standardize  the  thrombo- 
plastin. Hurn,  Barker,  and  Magath  said,  “On 
the  basis  of  more  than  20,000  prothrombin  times 
j in  the  past  three  years  we  have  found  that  the 
preparation  of  thromboplastins  which  will  give 
: consistent  results  with  normal  plasmas  is  rela- 
tively simple,  but  the  preparation  of  thrombo- 
plastins which  give  consistent  results  with 

prothrombin-deficient  plasmas  is  difficult 

The  importance  of  checking  each  new  preparation 
of  thromboplastin  should  be  stressed.  Un- 
fortunately, thromboplastins  prepared  in  like 
manner  do  not  always  possess  similar  activity. 
We  check  each  fresh  preparation  with  a pre- 
viously ‘standardized’  thromboplastin 

Thromboplastin  was  considered  to  be  standard- 
ized if  the  prothrombin  time  of  100  per  cent 
normal  plasma  was  seventeen  to  nineteen  sec- 
onds, and  the  prothrpmbin  time  of  the  20  per 
cent  dilution  of  normal  plasma  was  approxi- 
mately thirty-five  seconds.”3  (These  prothrombin 
times  are  of  no  fundamental  importance  and 
would  not  necessarily  be  significant  for  any  other 
laboratory.) 

The  clinician  may  wonder  how  all  this  pertains 
to  him.  After  all,  prothrombin  determination 
is  a laboratory  procedure  and  presumably  should 
be  left  to  the  laboratory  technicians  and  directors. 
Unfortunately,  too  few  technicians  and  even 
directors  are  acquainted  with  the  necessity  and 
technic  of  “standardizing”  thromboplastin  if 
prothrombin  concentration  is  to  be  correctly 
reported  in  terms  of  prothrombin  time;  never- 
theless, prothrombin  concentration  is  reported 
in  terms  of  prothrombin  time  in  many  labora- 
tories where  standardization  is  not  carried  out. 
Therefore,  it  becomes  the  responsibility  of  each 
clinician  to  satisfy  himself  either  personally  or  by 


proxy  that  the  prothrombin  determination  test 
is  being  performed  properly  if  he  wants  to  protect 
his  patient  from  the  insecurity  of  inadequate 
dicumarolization  or  the  danger  of  excessive 
dicumarolization.  Unfortunately,  few  clinicians 
can  devote  the  time  necessary  for  such  study.  It 
is  suggested,  therefore,  that  at  least  one  qualified 
physician  should  be  designated  to  supervise 
personally  the  prothrombin  determination  tech- 
nic in  every  hospital  laboratory  and  to  set  up  a 
schedule  for  dicumarol  therapy  based  on  the 
prothrombin  determination  technic  used  in  that 
laboratory. 

If  the  results  are  expressed  in  terms  of  pro- 
thrombin activity  and  if  the  thromboplastin  used 
is  derived  from  rabbit-brain,  it  is  suggested  that 
the  prothrombin  activity  be  maintained  between 
10  and  30  per  cent,  a range  established  by  much 
experience  at  the  Mayo  Clinic.3,4  Quick  stated 
that,  on  the  basis  of  animal  experiments,  as  well 
as  by  clinical  observations,  30  per  cent  prothrom- 
bin activity  was  the  critical  level  at  which  hemo- 
stasis was  definitely  affected,  and  it  could  be 
assumed  to  be  the  level  below  which  intravascular 
clotting  was  inhibited,  and  the  level  to  which 
prothrombin  must  be  reduced  for  effective  thera- 
peutic results.5 

Prothrombin  concentration  may  be  safely 
expressed  in  terms  of  prothrombin  time  only  if 
the  technic  and  thromboplastin  are  standardized. 
Even  then,  each  laboratory  must  devise  its  own 
schedule  range  as  a basis  for  adequate  and  safe 
dosage  of  dicumarol.  Dr.  Nelson  W.  Barker  of 

the  Mayo  Clinic  writes:  “We  used  M 

thromboplastin  at  one  time  but  could  not  make 

our  results  check  with  those  of  Dr.  S either 

for  normal  plasma  or  for  the  plasma  of  patients 
with  varying  degrees  of  prothrombin  deficiency. 

This  is  no  criticism  of  Dr.  S ’s  method  but  it 

merely  shows  that  it  is  impossible  to  be  sure  that 
you  can  follow  somebody  else’s  prothrombin  time 
schedule  in  seconds  even  though  you  use  the 
same  material  for  your  thromboplastin.”6 

The  clinician  should  be  aware  of  the  following 
procedures  used  in  some  hospitals.  First,  it  is 
incorrect  and  may  be  dangerous  to  express 
prothrombin  concentration  by  dividing  the  pro- 
thrombin time  of  an  undiluted  normal  control 
by  the  prothrombin  time  of  the  dicumarolized 
patient  and  multiplying  by  100  per  cent,  e.g., 
15  divided  by  30  multiplied  by  100  per  cent  equals 
50  per  cent,  or  15  divided  by  45  multiplied  by 
100  per  cent  equals  33.3  per  cent.  This  is  ob- 
viously incorrect  since  it  is  based  on  the  erroneous 
assumption  that  the  relationship  between  pro- 
thrombin time  and  prothrombin  concentration 
is  linear,  whereas  it  is  actually  hyperbolic.  This 
method  of  estimating  prothrombin  concentration 
also  ignores  the  fact  that  two  thromboplastins 
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of  significantly  different  potency  may  give  simi- 
lar prothrombin  times  on  undiluted  control 
plasma,  but  markedly  different  prothrombin 
times  on  prothrombin-deficient  plasma,  either 
diluted  control  plasma  or  dicumarolized  plasma.3 

A second  procedure,  which  is  commonly  utilized 
to  estimate  the  therapeutic  range  of  prothrombin 
concentration,  is  to  give  enough  dicumarol  to 
lengthen  the  prothrombin  time  of  the  patient 
to  two  to  three  times  the  prothrombin  time  of 
the  control  plasma.  In  ordinary  practice  this 
is  generally  effective,  but  basically  it  is  incorrect 
for  the  same  reasons  as  noted  above  for  the  first 
procedure  and  may  on  occasion  prove  dangerous. 
To  illustrate,  prothrombin  activity  curve  A 
reveals  a prothrombin  time  of  eighteen  seconds 
for  the  undiluted  control;  two  to  three  times  18 
gives  thirty-six  to  fifty-four  seconds  which  cor- 
responds approximately  to  20  to  11.5  per  cent 
prothrombin  activity  (Fig.  1).  Prothrombin 
activity  curve  B,  obviously  obtained  with  a 
more  potent  thromboplastin  than  A,  shows  a 
fourteen-second  prothrombin  time  for  the  un- 
diluted control;  two  to  three  times  14  gives 
twenty-eight  to  forty-two  seconds,  which  cor- 
responds to  a prothrombin  activity  range  of 
approximately  15  to  9.0  per  cent  (Fig.  1).  Both 
of  these  ranges  would  be  safe  and  effective,  but 
with  thromboplastins  more  active  than  that 
giving  prothrombin  activity  curve  B,  a critically 
low  range,  dropping  considerably  below  10  per 
cent  prothrombin  concentration,  would  be  pro- 
duced with  the  resultant  possibility  of  serious 
hemorrhage.  With  thromboplastins  much  less 
active  than  that  giving  prothrombin  activity 
curve  A,  a relatively  high  range  of  prothrombin 
concentration  exceeding  30  per  cent  could  result, 
with  the  resultant  danger  of  inadequate  protec- 
tion from  thromboembolic  phenomena. 

A third  incorrect  procedure  is  that  of  testing 
100,  30,  20,  and  10  per  cent  dilutions  of  a patient’s 
plasma  before  he  receives  dicumarol  and  using 
these  data  as  the  basis  for  a prothrombin  activity 
curve  by  which  future  dicumarol  dosage  may  be 
established  for  that  patient.  This  procedure  is 
inconect  for  several  reasons;  first,  a patient  with 
thromboembolic  disease  is  not  a valid  control; 
second,  a prothrombin  activity  curve  based  on  a 
valid  control  or  group  of  controls  should  be 
constructed  every  day,  using  the  same  thrombo- 
plastin solution  with  which  the  patient’s  pro- 
thrombin determination  will  be  performed. 

There  is  considerable  variability  in  the  quantity 
of  dicumarol  required  by  different  individuals  to 
remain  in  a selected  range  of  prothrombin  activity 
or  prothrombin  time.  Some  patients  are  sensi- 
tive to  small  doses  of  dicumarol;  others  are 
resistant  to  large  doses.  Each  patient  must  be 
treated  individually.  One  may  use,  however, 


the  following  schedule  as  a rough  guide.  The 
first  dose  is  300  mg. ; thereafter,  100  to  200  mg., 
usually  the  latter,  are  given  on  each  day  that  the 
prothrombin  activity  exceeds  20  per  cent.  If 
the  prothrombin  activity  drops  below  20  per  cent, 
no  dicumarol  is  given  that  day.  If  the  prothrom- 
bin activity  falls  below  10  per  cent  and  remains 
there  for  more  than  one  day,  72  mg.  of  menadione 
bisulfite  (synthetic  vitamin  K)  are  given  intra- 
venously, and  may  be  repeated  every  four  to 
six  hours  if  necessary.  If  a patient  is  found 
to  be  resistant  to  dicumarol,  the  dose  may  have 
to  be  increased  to  300  mg.  on  those  days  where 
the  prothrombin  activity  exceeds  30  per  cent. 
If  a patient  is  found  to  be  sensitive  to  dicumarol, 
the  dose  may  be  decreased  to  50  mg.  on  those  days 
where  the  prothrombin  activity  exceeds  20  per 
cent.  Once  again  it  should  be  emphasized  that 
the  above  suggestions  form  only  a rough  guide; 
the  ability  to  bring  the  prothrombin  concentra- 
tion into  the  desired  therapeutic  range  rapidly 
and  keep  it  there  without  excessive  fluctuation 
can  be  acquired  only  through  experience. 

Summary 

1.  Dicumarol  therapy  has  significantly  re- 
duced the  mortality  and  thromboembolic  com- 
plications associated  with  acute  myocardial 
infarction,  phlebothrombosis,  thrombophlebitis, 
and  pulmonary  embolism  and  infarction. 

2.  The  administration  of  dicumarol  in  safe 
but  adequate  doses  depends  on  the  proper  labora- 
tory determination  of  plasma  prothrombin 
concentration. 

3.  Plasma  prothrombin  concentration  may  be 
expressed  correctly  in  terms  of  either  prothrom- 
bin activity  or  prothrombin  time,  but  it  is  less 
laborious,  less  time-consuming,  and  generally 
safer  to  use  prothrombin  activity. 

4.  It  has  been  emphasized  that  the  practice 
of  basing  dicumarol  dosage  on  various  prothrom- 
bin time  schedules  described  in  the  literature 
is  incorrect  and  may  be  dangerous. 

5.  It  is  suggested  that  at  least  one  qualified 
physician  be  designated  in  each  hospital  to  super- 
vise the  prothrombin  determination  technic 
and  to  set  up  a schedule  for  dicumarol  therapy 
based  on  the  prothrombin  determination  technic 
used  in  the  laboratory  of  that  particular  hospital. 
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WHITE  AND  NONWHITE  MATERNAL  MORTALITY  IN  BROOKLYN, 
NEW  YORK,  1947 

Charles  A.  Gordon,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 
( Chairman , Brooklyn  Committee  on  Maternal  Welfare) 


MATERNAL  death  rates  continue  to  decline. 

In  1946,  notwithstanding  a 20  per  cent  in- 
crease in  the  number  of  births  in  the  United  States, 
the  number  of  puerperal  deaths  decreased  9.1  per 
cent  with  an  estimated  maternal  mortality  rate 
of  1.6  per  1,000  live  births — a new  record  low.12 
The  statistics  of  mortality  show  decline  in  all 
three  of  the  leading  causes  of  death.  Consider- 
able difference  between  white  and  nonwhite 
mortality  risk  continues.  Up  to  1946  the  non- 
white rate  was  more  than  two  and  one-half  times 
as  large  as  the  rate  for  the  white  race,  with 
greatest  relative  risk  in  toxemia. 

The  rate  for  the  City  of  New  York  for  1947 
was  9.1  per  10,000  total  births.  The  nonwhite 
puerperal  death  rate  was  three  times  as  large,  and 
the  rate  for  abortion  seven  times  as  large  as  the 
rate  for  white  women.  The  extraordinarily  low 
maternal  death  rate  of  this  great  city  of  nearly 
eight  million  people,  with  a nonwhite  population 
much  larger  than  is  indicated  by  the  1940  census, 
is  a great  achievement  in  public  health. 

Brooklyn,  with  more  births  than  any  other 
borough  and  despite  a record  number  of  births 
in  1947,  has  a new  low  maternal  death  rate  of  7.9 
per  10,000  total  births,  a reduction  of  9 per  cent. 
The  nonwhite  rate  was  two  and  one-half  that  of 
white  women,  and  the  abortion  death  rate  was 
five  times  as  great.  A fairly  consistent  parallel 
may  be  seen  in  the  rates  for  the  United  States, 
the  City  of  New  York,  and  Brooklyn  over  the 
last  twenty-five  years,  with  sharper  decline  in 
Brooklyn  in  1944  and  1946  (Fig.  1). 

PUERPERAL  MORTALITY 

UNITED  STATES,  CITY  OF  NEW  YORK.  AND  BOROUGH  OF  BROOKLYN* 


* United  States  Rates  Per  10,000  Live  Births;  New 
York  City  Rates  Per  10,000  Total  Births;  Brooklyn 
Rates  Per  10,000  Total  Births 
Fig.  1. 


In  1947,  76  women  died  in  Brooklyn  of  causes 
associated  with  pregnancy  and  childbirth.  The 
Bureau  of  Records  of  the  Department  of  Health, 
City  of  New  York,  assigned  58  cases  to  puerperal 
causes  and  18  deaths  to  nonpuerperal  causes,  of 
which  only  cardiac  disease  deserves  special 
mention. 

In  any  critical  study  of  maternal  mortality  it 
is  necessary  to  examine  all  the  deaths,  not  only 
those  assigned  by  the  statistician  to  puerperal 
causes.  Particularly  because  of  heart  disease, 
the  true  risk  of  pregnancy  cannot  be  measured 
otherwise.  Heart  disease  is  the  leading  cause  of 
death  in  the  United  States.  As  a considerable 
increment  of  our  declining  maternal  death  rate, 
it  grows  steadily  in  importance.  As  a matter  of 
fact,  its  true  significance  has  not  yet  been  widely 
appreciated. 

In  all,  15  deaths  were  associated  with  heart 
disease ; eight  deaths  were  assigned  by  the  statis- 
tician directly  to  this  cause  and  were  not  counted 
as  maternal  deaths.  In  seven  cases  death  was 
assigned  to  puerperal  causes,  yet  the  primary 
cause  of  death  in  all  but  one  of  these  15  deaths 
was  cardiac. 

If  we  are  of  the  opinion,  and  I believe  we  are, 
that  a patient  who  has  decompensated  during 
pregnancy  should  not  be  treated  at  home  but 
should  be  hospitalized  until  term,  no  matter  how 
far  off  that  may  be,  prenatal  care  was  inadequate 
in  every  case  but  one.  The  significant  data  will 
be  found  in  Table  1 . 

The  official  tabulation  and  assignment  of 
puerperal  deaths  for  1947  with  comparison  of 
deaths  in  1946  are  shown  in  Table  2. 

Death  Early  in  Pregnancy 

Other  than  heart  disease,  death  early  in  preg- 
nancy was  due  to  abortion  (nine  cases)  and 
ectopic  pregnancy  (four  cases). 

The  uterus  was  perforated  in  two  of  the  four 
cases  of  induced  abortion.  In  three  cases 
hemorrhage  was  profuse  and  was  the  direct  cause 
of  death  in  two  cases,  in  spite  of  administration 
of  large  amounts  of  blood  and  plasma.  In  one 
of  these  cases  laparotomy  preceded  curettage, 
since  ectopic  pregnancy  was  suspected;  in  the 
other  a four-months  placenta  was  retained  for 
six  hours  after  hospitalization  when  severe  hem- 
orrhage occurred,  followed  by  manual  removal, 
1,000  cc.  of  plasma,  4,000  cc.  of  blood,  and  finally 
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TABLE  1. — Heart  Disease  Associated  with  Pregnancy 
(Puerperal  and  Nonpuerperal  Deaths) 


Number 
of  Cases 

Deaths 

Rheumatic — all  admitted  in 

8 

6 died  undelivered 

failure 

2 low  forceps 

Hypertensive 

3 

1 induced  abortion 

Congenital — all  cesarean 

4 

(infection) 

1 therapeutic  abor- 
tion (failure) 

1 admitted  in  fail- 
ure, improved, 
died  at  home 
3 died  of  ' cerebral 

section 

embolism 

fatal  hemorrhage.  In  another  case  therapeutic 
abortion  at  three  months  for  malignant  hyper- 
tension was  followed  by  heart  failure  one  week 
later.  In  another  case,  since  the  placenta  could 
not  be  expressed  from  a large  myomatous  uterus, 
hysterectomy  was  performed  under  cyclopropane 
anesthesia  and  curare;  sudden  death  occurred 
before  closure  of  the  peritoneum. 

There  were  four  operations  for  ectopic  preg- 
nancy, in  three  of  which  hysterectomy  was  per- 
formed. All  patients  received  large  amounts  of 
blood.  Although  the  peritoneal  cavity  was 
filled  with  blood  in  every  case,  curiously  enough 
death  was  not  actually  due  to  hemorrhage  in  any 
case.  In  three  cases  cyclopropane  anesthesia 
contributed  to  death,  reported  as  due  to  wide- 
spread pulmonary  atelectasis  (one  case),  left 
side  heart  failure  (one  case),  and  prolonged  pul- 
monary edema,  clearly  not  of  cardiac  origin. 

Infection 

There  are  1 1 cases  in  this  group.  In  eight  cases 
in  which  a diagnosis  of  septic  pulmonary  embolus 
is  well  supported,  delivery  was  associated  with 
cesarean  section  (three  cases),  low  forceps  (three 
cases),  manual  removal  of  the  placenta  (one  case), 
and  spontaneous  delivery  (one  case).  In  five 
cases  in  which  phlebitis  preceded  embolism,  early 
ambulation  had  been  practiced ; in  three  of  these 
cases  sudden  death  occurred  shortly  after  dis- 
charge from  the  hospital. 

It  is  good  to  get  women  up  and  about  reason- 
ably soon  after  parturition,  not  for  prevention  of 
embolism,  but  for  practical  reasons.  There  can 

TABLE  2. — Puerperal  Deaths — Brooklyn,  1947 
. Index* ■ 


Rubric 

Cause 

1947 

1946 

140,  141 

Abortion 

9 

7 

142 

Ectopic 

4 

2 

143  to  140 

Hemorrhage 

12 

8 

144  to  148 

Toxemia 

11 

12 

147 

Infection 

10 

12 

145  to  149 

Other  diseases  and  accidents 

7 

11 

150 

All  other 

5 

5 

Total 

58 

57 

Nonpuerperal 

Rate  (per  10,000  total 

births)** 

18 

15 

7.9 

8.7 

* Manual  of  Joint  Causes  of  Death,  Washington,  D.C., 
U.S.  Government  Printing  Office,  1940. 

**  Rate  in  1937  was  40.7. 


be  no  doubt  that  chemotherapy  and  antibiotics 
are  largely  responsible  for  the  sharply  reduced 
national  death  rate  from  sepsis.  However,  this 
therapy  is  not  likely  to  be  successful  in  the  treat- 
ment of  thrombophlebitis  and  prevention  of 
embolism.  Prophylaxis  by  nice  technic,  mini- 
mal trauma,  and  maintenance  of  high  antepartum 
and  postpartum  hemoglobin  levels  is  more  help- 
ful than  therapy.  Every  woman  who  dies  of 
puerperal  infection  has  had  her  chance  with 
penicillin. 

Toxemia 

With  11  cases  officially  assigned  to  toxemia, 
another  was  found  in  the  nonpuerperal  group. 
Prenatal  care  was  good  in  but  four  cases.  Cesar- 
ean section  was  performed  in  four  cases,  twice 
shortly  after  repeated  convulsions.  Another 
patient  was  delivered  by  median  forceps  in  the 
midst  of  eclampsia.  In  one  case  hemorrhage 
was  profuse  and  repeated,  yet  death  was  im- 
mediately due  to  eclampsia. 

As  in  cardiac  disease  toxemia  of  pregnancy  is 
best  managed  in  the  hospital.  Only  there  can 
antepartum  management  be  all  that  it  should  be. 
It  is  not  always  possible  to  know  when  and  how 
pregnancy  should  be  terminated,  yet  danger 
signals  may,  as  a rule,  be  easily  recognized. 
Operative  procedures  like  midforceps  and  cesar- 
ean section,  particularly  under  general  anesthesia, 
are  controllable  factors  of  death. 

Hemorrhage 

Other  than  in  abortion  and  ectopic  pregnancy, 
hemorrhage  was  the  cause  of  death  in  24  cases  and 
a contributory  cause  in  many  others.  It  is  often 
difficult  to  discover  the  incidence  of  hemorrhage. 
On  the  certificate  of  death  it  may  fail  of  mention 
or  be  eliminated  by  statistical  rule.  Review  of 
the  case  record  may  not  be  any  more  helpful, 
for  death  often  is  not  simple  but  due  to  a chain 
of  circumstances.  Placenta  previa  may  be 
primary,  yet  hemorrhage  may  be  minimal,  or 
after  formidable  hemorrhage  death  may  be  im- 
mediately due  to  anesthesia,  embolism,  peritoni- 
tis, or  even  an  eclamptic  convulsion. 

In  13  cases  death  was  due  to  postpartum  hem- 
orrhage and  shock  associated  with  cesarean 
section  (three  cases),  abruptio  placentae  (five 
cases),  rupture  of  the  uterus  (two  cases),  rupture 
of  the  vagina  (one  case),  inversion  of  the  uterus 
(one  case),  and  version  (two  cases).  Hysterec- 
tomy was  performed  in  four  cases,  in  two  of  which 
hemorrhage  continued  after  removal  of  the 
uterus. 

Some  patients  received  as  much  as  5,000  cc. 
of  blood,  others  as  little  as  500  cc.  or  none  at  all. 
Many  were  given  large  amounts  of  plasma  as 
well.  One  patient  with  rupture  of  the  uterus 
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TABLE  3. — Hemorrhage  as  the  Cause  of  Maternal 
Death  in  Brooklyn,  1947 


Cause 

Statistics 

Reassignment 

Abortion 

9 

3 

Ectopic 

4 

4 

Hemorrhage 

12 

12 

Toxemia 

11 

1 

Infection 

10 

1 

Accidents 

7 

2 

Other 

5 

1 

Total 

58 

24 

received  neither  blood  nor  plasma.  Another 
who  died  of  inversion  of  the  uterus  received  250 
cc.  of  plasma,  and  another  patient  who  died  of 
postpartum  hemorrhage  after  cesarean  section 
received  500  cc.  of  plasma. 

When  hemorrhage  has  been  profuse,  adminis- 
tration of  plasma  is  but  a burnt  offering  to  con- 
vention. Often  it  is  used  when  the  still  small 
voice  within  has  finally  been  heard.  Although 
still  widely  used  as  a stopgap,  use  of  pooled 
plasma  implies  considerable  risk  of  homologous 
serum  jaundice.  It  should  be  discarded  as 
dangerous. 

We  have  repeatedly  shown  that  hemorrhage  is 
actually  the  leading  cause  of  mateinal  death. 
That  the  situation  remains  unchanged  will  be 
seen  in  Table  3. 

Anesthesia 

Other  than  in  three  cases  following  operation 
for  ectopic  pregnancy  under  cyclopropane,  death 
was  due  to  anesthesia  in  at  least  five  cases  and 
probably  two  more  as  follows:  Aspiration  of 

vomitus  during  gas-oxygen-ether  anesthesia  (two 
cases),  spinal  anesthesia  for  cesarean  section  (one 
case),  caudal  anesthesia  during  low  forceps 
delivery  (one  case),  and  cyclopropane  and  curare 
in  the  course  of  hysterectomy  for  retained  pla- 
centa. In  two  additional  cases  death  occurred 
shortly  after  low  forceps  delivery  under  general 
anesthesia,  cyclopropane  and  gas-oxygen-ether 
sequence. 

There  is  risk  in  allowing  food  to  any  woman 
once  labor  is  established.  That  long  labor  pre- 
sents a food  problem  which  may  become  serious 
is  admitted.  Both  obstetrician  and  anesthetist 
must  be  ever  alert  to  the  hazards  of  induction 
and  emergence.  Anesthesia  should  never  be 
crowded  if  the  breath  is  held  or  attempts  at 
vomiting  occur.  When  induction  is  complete, 
the  anesthetic  level  should  not  be  lowered  until 
the  need  for  anesthesia  is  at  an  end.  Reinduc- 
tion for  repair  of  episiotomy  adds  to  the  risk. 

The  ease  of  induction  and  recovery  appear  to 
make  cyclopropane  an  asset  to  the  obstetrician, 
but  its  very  potency,  danger  of  ventricular 
fibrillation,  and  hazard  of  explosion  should  pro- 
hibit its  use  in  other  than  exceptional  circum- 
stances. There  is  evidence  that  the  favorable 


attitude  of  many  obstetricians  to  cyclopropane 
should  be  reviewed.  The  risks  incident  to 
anesthesia  for  delivery,  and  particularly  in  the 
case  of  cyclopropane,  are  far  greater  than  is 
generally  thought. 

Cesarean  Section 

Death  was  associated  with  cesarean  section  in 
15  cases.  The  causes  of  death  were  postpartum 
hemorrhage  (four  cases),  anesthesia  (one  case), 
eclampsia  (two  cases),  heart  disease  (three  cases), 
and  infection  (five  cases). 

The  lower  segment  operation  had  been  selected 
for  all  five  patients  who  died  of  infection;  in 
only  one  case  had  labor  lasted  as  long  as  twelve 
hours.  Two  women  who  were  not  in  labor  died 
of  embolism  following  thrombophlebitis,  one  on 
the  ninth  day,  on  her  way  home  from  the  hospital, 
the  other  on  the  seventh  day  shortly  after  ligation 
of  the  inferior  vena  cava. 

Year  after  year  in  Brooklyn,  cesarean  section 
has  been  associated  with  maternal  death  in  a 
ratio  of  approximately  1:4;  yet,  broadly  speak- 
ing, the  public  and,  unfortunately,  some  of  those 
who  actually  perform  the  operation,  look  upon 
it  as  a relatively  easy  and  safe  procedure.  Death 
from  infection  cannot  always  be  prevented,  nor 
from  hemorrhage,  but  no  cesarean  section  should 
be  performed  without  1,000  cc.  of  suitable  blood 
on  the  delivery  floor.  Only  those  qualified  to 
examine  its  indications,  weigh  the  risk,  and  cope 
with  the  situations  which  may  arise  should  per- 
form cesarean  section.  The  decision  to  perform 
the  operation  is  more  momentous  than  selection 
of  the  type  of  operation. 

The  Nonwhite  factor 

In  our  national  statistics  on  maternal  death, 
decline  has  been  rapid  and  uninterrupted  since 
1937,  yet  a definite  racial  differential  remains 
constant,  with  mortality  risk  for  nonwhite  much 
higher  than  for  white  women.  Not  only  that, 
but  reduction  in  rates  for  the  principal  causes  of 
maternal  death  is  not  parallel.  In  1945,  the 
nonwhite  rate  was  4.5  or  two  and  six-tenths  times 
as  large  as  the  1.7  rate  for  white  women;  this 
difference  was  maintained  in  the  rates  for  infec- 
tion and  hemorrhage,  but  the  rate  for  toxemia 
was  three  times  the  white  rate,  just  as  it  is  in 
the  City  of  New  York. 

Again  in  New  York  City  the  nonwhite  rate  for 
abortion  is  seven  times  the  white  rate,  while  in 
Brooklyn  it  is  five  times  as  large.  Even  these 
high  rates  are  better  than  those  of  a decade  ago. 
Trustworthy  national  statistics  on  the  frequency 
of  death  from  abortion  are  not  to  be  had.  In 
1940  official  estimates  rated  abortion  as  contrib- 
uting 30  to  35  per  cent  to  maternal  deaths  from 
all  causes. 
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Good  progress  in  reducing  the  risk  of  pregnancy 
and  childbirth  has  been  made  in  the  City  of 
New  York  for  both  white  and  nonwhite  mothers, 
with  69  per  cent  decline  in  the  white  rate  and 
64.7  per  cent  reduction  in  the  nonwhite  rate  from 
1939  to  1947.  During  this  same  period  the 
nonwhite  rate  for  Brooklyn  was  reduced  76  per 
cent. 

This  is  important,  for  in  1939  in  the  entire 
City  of  New  York  the  number  of  births  to  Negro 
women  was  11  per  cent  of  the  total  number  of 
births  while  in  1947  this  figure  was  8.9  per  cent. 
In  Brooklyn  in  1939  the  number  of  births  to 
Negro  women  was  6 per  cent  of  the  total  number 
of  births,  while  in  1947  it  had  increased  to  9 per 
cent.  The  maternal  mortality  of  the  Negro  has 
an  important  corollary  in  statistics  of  fetal  death. 
In  Brooklyn  the  Negro  rate  of  stillbirth  was  two 
and  one-half  that  of  white  women. 

Why  should  the  Negro  maternal  mortality 
rate  continue  to  lag?  In  an  excellent  discussion 
of  “Maternal  Welfare  and  the  Negro,”  Williams 
has  stated  the  problem  better  than  anyone  else.3 
The  answer  is  not  simple.  There  are  many  fac- 
tors in  the  national  problem,  but  in  Brooklyn 
the  midwife,  home  delivery,  and  opportunity 
for  prenatal  care  do  not  enter  into  the  problem. 
These  women  are  largely  delivered  in  hospitals 
with  opportunity  for  good  prenatal  care,  super- 
vision of  trained  obstetricians,  and  minimal  ob- 


stetric interference.  Greater  incidence  of  hyper- 
tension and  nephrosclerosis  and  their  tendency 
to  toxemia  are  important  factors.  Negro  women 
do  not  always  make  the  most  of  prenatal  care, 
but  neither  do  white  women.  It  may  well  be 
that  there  are  marked  differences  in  the  constitu- 
tional patterns  of  the  white  and  Negro  races. 

At  any  rate,  the  nonwhite  maternal  mortality 
rates  invite  our  serious  attention. 

Conclusion 

Estimates  of  ten  years  ago  that  the  maternal 
death  rate  might  be  reduced  as  much  as  two 
thirds  have  proved  to  be  sound  but  conservative. 
In  Brooklyn,  where  decline  in  this  rate  has  consist- 
ently paralleled  the  national  level,  further  gains 
may  be  made  by  special  attention  to  the  non- 
white factor  and  continued  pressure  on  the 
primary  controllable  factors — abortion,  hemor- 
rhage, cesarean  section,  anesthesia,  toxemia, 
and  finally  cardiac  disease,  which  has  been  well 
called  the  fourth  cause  of  maternal  death. 

32  Remsen  Street 
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A NEW,  SIMPLE  AND  QUICK  PREGNANCY  TEST 


A new  test  for  pregnancy  which  is  virtually  100 
per  cent  accurate,  even  shortly  after  conception, 
and  which  requires  only  a few  minutes  to  perform, 
has  been  developed  by  Dr.  Garwood  C.  Richardson, 
of  Northwestern  University’s  Medical  School,  in 
Chicago.  A chemical  test  of  urine,  already  used  on 
more  than  1,000  cases  over  a five-year  period.  Dr. 
Richardson’s  method  eliminates  the  use  of  labora- 
tory animals,  such  as  rabbits,  frogs,  rats,  etc.  It 
may  be  made  in  the  doctor’s  laboratory  with  simple 
equipment  while  the  patient  awaits  results  in  the 
outer  office. 

The  Richardson  test  is  based  on  the  presence  of  a 
substantial  amount  of  estrone  in  the  patient’s  urine. 
For  purposes  of  the  test,  estrone  in  the  specimen  must 
be  separated  from  progesterone  derivatives,  the 
presence  of  which  interferes  with  estrone  deter- 
mination. Reaction  of  the  urine  to  sodium  hy- 
droxide and  chloroform  causes  the  desired  extrac- 


tion of  progesterone  derivatives,  with  the  ultimate 
sample  to  be  assayed  rising  to  the  top  and  transfer- 
ring to  an  inner  test  tube  for  the  final  step  in  the 
analysis. 

Estrone,  in  one  procedure,  causes  the  sample  to 
turn  brown  to  indicate  positive  results;  in  another, 
violet-red.  Estrone  contains  a phenolic  hydroxyl 
chemical  group  and  is  acidic  enough  to  react  with 
sodium  hydroxide  to  form  sodium  estronate.  This 
salt  is  not  soluble  in  chloroform  and  hence,  if  the 
solution  containing  it  is  extracted  with  chloroform, 
sodium  estronate  will  remain  in  water  solution. 
This  solution  then  is  caused  to  couple  chemically 
with  either  of  two  reagents,  each  of  which  produces 
its  typical  color  reaction  diagnostic  of  pregnancy. 
In  the  first  instance,  a stable  brown  color  indicates 
the  presence  of  estrone  in  the  urine,  while  in  the 
second,  the  development  of  a violet-red  color  is  a 
positive  sign. 


A CLINICAL  STUDY  OF  THE  EFFECT  OF  URECHOLINE  ON 
PARALYTIC  ILEUS  AND  URINARY  RETENTION 

Richard  H.  Adler,  M.D.,  Buffalo,  New  York 
( From  the  Buffalo  General  Hospital) 


MANY  drugs  have  been  studied  in  the  past 
in  an  effort  to  find  a satisfactory  answer 
to  the  prevention,  control,  or  relief  of  postopera- 
tive gastrointestinal  and  urinary  distention. 
We  recently  had  the  opportunity  to  test  the 
efficiency  of  a drug,  Urecholine,  in  treating  these 
conditions  occurrring  at  the  Buffalo  General 
Hospital.*  This  experience  will  be  presented 
in  the  hope  that  others  may  find  further  value 
in  the  use  of  this  drug. 

Like  many  other  choline  derivatives,  Ure- 
choline has  a parasympathomimetic  action.  It 
was  synthesized  in  1935  by  Major  at  the  sugges- 
tion of  Simonart,  who  conceived  such  a drug  hav- 
ing an  action  like  Doryl  but  lacking  its  nicotinic- 
like  effect.**  Starr  and  Ferguson  investigated 
its  action  in  various  normal  and  abnormal  con- 
ditions and  especially  in  postoperative  urinary 
distention.1  It  was  noted  to  have  caused  a 
desire  to  void  and  an  increase  in  peristalsis. 
Its  action  on  salivation,  sweating,  circulation, 
and  heart  rate  wras  reported  to  be  minimal. 

The  popularity  of  vagotomy  in  the  treatment 
of  peptic  ulcer  recently  directed  attention  to 
Urecholine  in  treating  the  atonic  distended 
stomach  occasionally  seen  following  vagus  sec- 
tion.2-8 A fair  number  of  patients  have  re- 
sponded very  well  to  such  treatment  with  relief  of 
distressing  symptoms.  Its  effect  upon  gastro- 
intestinal motility  has  been  confirmed  by  x-ray 
and  fluoroscopic  examinations  and  by  balloon 
kymograph  studies.6-8  A further  review  of  the 
available  literature  suggested  that  this  drug 
might  be  efficacious  in  controlling  the  postopera- 
tive atonic  gastrointestinal  tract  and  urinary 
bladder. 

To  test  this  thesis,  therefore,  a clinical  study 
was  undertaken.  In  an  effort  to  minimize  the 
many  variables  in  such  a study,  specially  pre- 
pared sheets  were  placed  on  the  charts  of  selected 
patients  to  record  certain  observations  and  re- 
actions. Urinalyses  and  blood  counts  were  also 
followed  in  many  individuals. 

We  were  interested  to  know  whether  the  in- 
cidence of  ileus  and  abdominal  distention  could 
be  reduced  if  a group  of  postoperative  patients 
was  started  on  prophylactic  doses  of  Urecholine 
for  the  first  few  days  when  compared  with  a simi- 


lar control  group  not  receiving  the  drug.  These 
patients  were  almost  all  on  the  surgical  service. 
All  operations  were  performed  under  general  or 
spinal  anesthesia.  The  preoperative  and  post- 
operative treatments  were  well  standardized. 
A determined  effort  was  made  to  avoid  any  bias, 
so  that  the  undertaking  would  merely  ascertain 
the  facts  as  indicated  in  the  final  tabulations. 

Group  I 

A total  of  40  patients  received  Urecholine 
prophylactically  during  the  immediate  post- 
operative period . A similar  number  were  checked 
as  controls.  The  various  operations  are  listed 
in  Table  I. 


TABLE  1. — Operations  on  40  Patients  (Urecholine 
Used  Prophylactically  in  Postoperative  Period) 


Operations 

Number  of  Cases 

Cholecystectomy 

8 

Appendectomy 

8 

Inguinal  herniorrhaphy 

5 

Ventral  herniorrhaphy 

2 

Exploratory  laparotomies 

6 

Pelvic  operations 

7 

Intestinal  resections 

4 

Total 

40 

Ten  milligrams,  three  times  daily,  were  given 
to  those  patients  treated  prophylactically.  The 
oral  route  of  administration  was  used  almost 
exclusively.  The  sublingual  route  was  tried  on 
several  occasions  but  was  soon  discontinued, 
since  absorption  was  not  as  certain  and  this  had 
no  special  attraction  over  the  oral  method.  No 
one  received  the  drug  subcutaneously.  During 
the  last  weeks  of  the  study,  several  patients  were 
given  20  mg.  three  times  daily  prophylactically 
with  no  untoward  effects. 

Whenever  possible,  Urecholine  was  started  the 
day  of  surgery.  Occasionally  the  patient  refused 
to  swallow  the  tablets  this  soon,  in  which  case  the 
tablets  were  dissolved  in  water  and  so  given. 
The  average  length  of  time  during  which  the  drug 
was  administered  was  four  postoperative  days. 
The  final  tabulations  are  presented  in  Table  2. 

Periodic  clinical  observations  with  a compari- 
son to  the  preoperative  state  served  as  the  most 
satisfactory  measure  of  abdominal  distention. 
Distention  was  divided  into  two  groups,  mild  and 
marked.  In  the  mild  cases  the  distention  was 
apparent  during  the  first  or  second  postoperative 
days,  usually  subsiding  with  the  onset  of  peri- 


* Urethane  of  Beta-Methylcholine  Chloride  supplied 
through  the  courtesy  of  Merck  & Co. 

**  Carbaminoylcholine. 
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TABLE  2. — Results  of  Postoperative  Use  of  Urecholine  in  40  Patients 


Distention 

Received  drug 

Number 

Mild 

Marked 

prophylactically 

40 

5 

3 

Control  patients 

40 

6 

4 

Nausea 

Emesis 

Urinary 

Retention 

Hours 

First 

Voided 

Postoperative 

First 

Flatus 

8 

4 

6 

22 

42 

7 

6 

9 

25 

47 

stalsis  by  the  third,  fourth,  or  fifth  postoperative 
day.  Two  markedly  distended  cases  required 
intestinal  intubation  with  continuous  suction 
for  relief,  at  which  time  the  drug  was  discon- 
tinued. There  was  no  dramatic  reduction  in  the 
incidence  of  distention  in  the  prophylactically 
treated  group. 

Cases  of  widespread  peritonitis  were  not  in- 
cluded, but  an  effort  was  made  to  include  cases 
having  peritoneal  trauma  and  those  necessitat- 
ing considerable  handling  of  viscera  at  surgery. 
The  figures  in  Table  2 represent  nausea  and 
emesis  which  occurred  during  the  first  postopera- 
tive day  or  later.  Because  of  anesthesia  and 
immediate  surgical  trauma,  it  did  not  seem  fair 
to  include  with  these  figures  the  occasional 
nausea  and  emesis  seen  on  the  day  of  surgery. 

No  attempt  was  made  to  give  an  individual 
in  the  prophylactic  group  with  a distended 
bladder  an  added  dose  of  Urecholine  to  stimulate 
micturition,  since  this  would  have  upset  the  accu- 
racy of  comparing  the  results  of  the  standardized 
prophylactic  dose.  Therefore,  a few  patients 
had  to  be  catheterized  who  might  have  been  stim- 
ulated to  void  by  giving  additional  drug  at  the 
time  of  urinary  retention. 

There  was  a wide  range  in  the  time  of  the  first 
voluntary  voiding,  but  the  average  figures  in 
each  group  were  not  significant.  The  time 
intervals  for  passing  the  first  rectal  flatus  were 
even  more  widespread  and  difficult  to  determine. 

Group  II 

A second  group  included  those  patients  who 
had  already  developed  abdominal  distention. 
This  was  not  confined  to  postoperative  patients; 
the  causes  of  paralytic  (adynamic  or  inhibitive) 
ileus  being  so  varied,  it  seemed  reasonable  to 
include  suitable  nonsurgical  cases  in  the  study. 

Twenty-three  patients  with  varying  degrees 
of  abdominal  distention  were  treated  (Table  3). 

The  causes  of  the  distention  were  numerous 
and  included  abdominal  trauma,  extraperitoneal 
and  renal  irritation,  systemic  infections,  neuro- 


TABLE  3. — Results  of  Use  of  Urecholine  in  23  Patients 
with  Abdominal  Distention 


Degree  of 

Im- 

Slightly 

Not 

Im- 

Made 

Distention 

Number 

proved 

Improved 

proved 

Worse 

Mild 

15 

3 

2 

10 

0 

Marked 

8 

2 

1 

5 

0 

genic  injuries  and  disease  of  the  spinal  cord,  and 
a few  postoperative  distentions  referred  for 
treatment. 

These  individuals  were  started  on  10  mg.  three 
times  daily.  This  was  continued  longer  than  one 
week  on  several  occasions.  Those  who  responded 
to  the  drug  started  to  do  so  soon  after  the  first 
few  doses.  Three  noticed  increased  peristalsis 
within  one-half  hour  after  the  first  10  mg.  an  l 
passed  flatus  rectally.  Two  of  these  patients 
had  rather  typical  ileus  with  distended,  almost 
silent  abdomens.  At  the  end  of  the  first  half 
hour,  they  were  passing  rectal  flatus  freely  with 
moderate  relief  of  the  abdominal  distention. 
The  majority,  however,  did  not  show  this  spec- 
tacular improvement.  Those  with  the  possi- 
bility of  a mechanical  factor  interfering  with  the 
flow  of  intestinal  contents  were  not  considered. 
It  would  seem  that,  for  the  most  part,  if  an  in- 
dividual was  to  respond  favorably,  he  did  so 
fairly  early  in  the  treatment  or  else  not  at  all. 

Unfortunately,  no  case  of  acute  gastric  dilata- 
tion was  encountered  during  the  time  of  this 
study. 

Several  noticed  increased  intestinal  noises  and 
slight  cramps  even  though  they  actually  failed  to 
pass  flatus.  On  one  occasion  the  insertion  of  a 
rectal  tube  and  the  giving  of  an  enema  during 
the  drug’s  action  produced  the  desired  results. 

In  animal  experiments  the  action  of  acetyl- 
choline has  been  shown  to  be  enhanced  when 
acting  upon  a parasympathetically  denervated 
organ.  Therefore,  it  seemed  reasonable  to  as- 
sume that  Urecholine,  as  a choline  derivative, 
might  stimulate  such  an  organ  in  certain  neuro- 
logic conditions.  Several  individuals  with  mod- 
erate intestinal  distention  secondary  to  known 
central  nervous  system  (spinal  cord)  pathology 
were  treated  with  the  drug.  Little  benefit  was 
obtained,  and  further  treatment  was  discon- 
tinued. 

Group  III 

This  Last  group  includes  those  individuals 
treated 'for  bladder  distention.  This  can  be. 
further  divided  into  two  classes:  acute  distention 
with  inability  to . void  postoperatjvely  and  the 
chronically  poorly  emptying  bladders,  not  neces- 
sarily postoperative,  however. 

Fifty-five  cases  received  Urecholine  during  the 
immediate  postoperative  period  for  bladder  dis- 
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tention  and  discomfort  from  inability  to  void. 
The  following  operations  were  included : hemor- 
rhoidectomies, fistulectomies  (anal),  colostomies, 
pelvic  and  abdominal  laparotomies,  hip  nailings, 
herniorrhapies,  laminectomies,  and  curettage 
of  protruding  intervertebral  disks  with  simul- 
taneous spinal  fusions. 

The  results  of  this  series  were  the  most  en- 
couraging of  any  in  this  study.  Forty-four  per 
cent  of  these  individuals  were  definitely  bene- 
fitted  by  the  drug  and  were  able  to  void  and  ob- 
tain relief.  The  use  of  the  drug  was  withheld 
until  it  was  obvious  that  catheterization  was 
necessary.  Several  times  patients  would  void 
just  before  the  drug  was  given.  For  this  reason, 
the  patient  was  urged  to  try  voiding,  while  out 
of  bed  or  while  standing,  before  receiving  the 
drug.  After  these  measures  had  failed,  the 
individual  was  given  15  mg.  orally.  If  voiding 
did  not  follow  within  one-half  hour,  20  mg.  were 
administered  and  one-half  hour  allowed  to  pass. 
If  there  were  no  results,  25  mg.  were  given,  and 
if  the  patient  did  not  void  during  the  following 
one  hour,  catheterization  was  performed.  It 
soon  became  apparent  that  the  third  dose  had 
very  little  effect  when  the  first  two  had  failed. 
Therefore,  the  last  several  weeks  of  the  study 
the  routine  was  changed  to  15  mg.  followed  in 
one-half  hour  by  25  mg.  with  catheterization  one 
hour  later  if  nothing  occurred. 

About  40  per  cent  of  the  cases  that  voided  did 
so  after  the  first  dose.  Three  patients  com- 
plained of  cramps  and  a desire  to  void.  Cathe- 
terization gave  them  instant  relief.  Two  of 
these  three  were  men  known  to  have  mild  pro- 
static hypertrophy. 

Males  should  be  checked  for  prostatic  enlarge- 
ment before  administering  the  drug,  since  any 
evidence  of  a mechanical  obstruction  is  a definite 
contraindication  of  the  use  of  Urecholine. 

Discussion 

Urecholine  was  effective  in  two  cases  where  pro- 
stigmine  failed,  failed  in  a case  relieved  by  pro- 
stigmine  and  in  another  relieved  by  furmethide. 
However,  no  patient  had  any  objectionable 
side  reactions  from  Urecholine.  Variable  un- 
desirable side-effects  have  been  encountered 
from  use  of  similar  medicaments. 

Several  patients  with  urinary  incontinence  from 
chronic  neurogenic  lesions  were  treated  with 
Urecholine,  and,  while  the  results  were  not  en- 
couraging, one  woman  did  regain  sufficient  blad- 
der tone  to  allow  removal  of  an  indwelling  cathe- 
ter. 

The  drug  was  tried  in  two  women  undergoing 
abdominal  perineal  resection  for  carcinoma  of  the 
rectum,  since  these  patients  often  have  urinary 
retention  requiring  catheterization  for  some  time 


postoperative!}'.  Both  had  indwelling  catheters 
inserted  at  the  time  of  surgery. 

The  first  case,  a sixty-nine-year-old  white 
woman,  had  her  catheter  removed  on  the  second 
postoperative  day  at  which  time  the  drug  was 
started  orally,  20  mg.  three  times  daily.  She 
began  to  void  soon  after  in  progressively  larger 
amounts  and  needed  no  further  catheterization. 
The  second  patient,  a forty-seven-year-old  white 
woman,  obtained  no  relief  from  a similar  dose  of 
the  drug  during  a week’s  trial  and  required  con- 
tinuous catheterization  until  the  time  of  her 
discharge. 

Side  Reactions 

During  this  experience  with  Urecholine,  very 
few  undesirable  side-effects  and  no  dangerous 
reactions  were  seen.  Only  two  patients  were 
given  atropine  because  of  untoward  symptoms 
from  the  drug,  and  both  obtained  prompt  relief 
by  the  subcutaneous  administration  of  atropine 
sulfate  V ioo  grain.  This  freedom  from  side- 
effects,  plus  the  knowledge  that  atropine  abolishes 
undesirable  side  reactions,  a fact  not  consistent 
with  most  other  parasympathetic  medicaments, 
has  allowed  the  use  of  higher  dosages  near  the 
end  of  this  study. 

The  untoward  effects  were  mainly  abdominal 
cramps  or  discomfort  associated  with  a desire  to 
void.  Salivation  and  sweating  occasionally  were 
seen  with  larger  dosages. 

Being  a parasympathetic  stimulant,  Urecho- 
line could  produce  bronchoconstriction  as  an 
undesirable  side-effect,  a serious  condition  in  an 
asthmatic.  Therefore,  all  histories  were  checked 
to  avoid  giving  the  drug  to  a susceptible  individ- 
ual, with  the  result  that  this  complication  was 
not  encountered. 

There  were  no  remarkable  changes  in  blood 
counts  or  urines  checked  during  the  study. 

The  most  promising  therapeutic  value  for 
Urecholine  would  seem  to  be  in  combating  acute 
urinary  retention.  The  incidence  of  postopera- 
tive catheterization  has  been  definitely  reduced 
by  using  this  drug.  Oral  administration  provides 
a simple  and  pleasant  means  of  administration 
without  discomfort  to  the  patient. 

It  is  difficult  to  explain  why  some  cases,  theo- 
retically ideal,  failed  to  respond  to  the  drug. 
Undoubtedly  a great  difference  in  individual 
susceptibility  and  reaction  existed.  Perhaps 
part  of  this  failure  may  be  explained  on  the  basis 
of  an  inadequate  dose  in  certain  less  responsive 
individuals. 

While  the  results  obtained  in  treating  the 
acute  postoperative  urinary  retentions  are  the 
most  encouraging,  one  should  not  discard  the 
possibility  of  therapeutic  benefit  from  Urecholine 
in  ileus  and  chronic  gastrointestinal  or  urinary 
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atony.  Since  there  is  such  a variance  in  individ- 
ual response,  further  study  and  evaluation  in 
these  conditions  are  warranted. 

Summary 

1.  A clinical  study  is  presented  to  determine 
the  effect  of  oral  Urecholine  in  treating  paralytic 
ileus  and  urinary  retention.  The  cases  included 
are  grouped  under  three  headings:  (1)  prophy- 
lactic postoperative  treatment  to  reduce  the 
incidence  of  paralytic  ileus,  (2)  the  treatment  of 
already  established  abdominal  distention,  and 
(3)  the  treatment  of  postoperative  and  chronic 
urinary  retentions. 

2.  The  results  in  the  first  two  groups  are  not 
impressive.  Definite  benefit  is  noted  in  the  third 
postoperative  group;  however,  the  results  are 
not  compared  with  other  similar  medicaments 
in  current  use. 


3.  Urecholine  is  relatively  free  from  undesir- 
able side-effects  with  oral  administration.  Un- 
toward side-effects  are  promptly  relieved  by 
atropine. 
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THE  SALT-POOR  DIET 

Milton  Plotz,  M.D.,  F.A.C.P.,  Brooklyn,  New  York 
( From  the  Cardiac  Clinics,  Bushwick  and  Goldwater  Memorial  Hospitals) 


THE  salt-poor  diet  is  one  of  the  most  fre- 
quently prescribed  dietary  regimens  used  in 
the  treatment  of  disease.  Its  use  has  become  in- 
creasingly popular  since  the  general  recognition 
of  the  fact  that  it  is  the  sodium  ion  rather  than 
the  amount  of  fluid  consumed  which  is  responsible 
for  the  retention  of  fluid  in  the  body.  The  diet 
is  of  most  value  in  the  treatment  of  heart  disease 
but  also,  although  to  a lesser  degree,  in  disorders 
of  the  liver,  kidney,  etc.  It  has,  however,  been 
difficult  to  prepare  a diet  acceptable  to  most 
patients,  and  it  is  the  purpose  of  this  paper  to 
present  a diet  which  has  been  used  with  success. 

There  are  several  regimens  in  popular  use 
which  are  as  free  of  salt  as  a diet  can  be  unless 
prepared  in  a special  metabolic  kitchen,  but,  use- 
ful as  they  are,  their  value  is  limited  to  illnesses 
of  short  duration.  The  Karrell  diet  has  fallen 
into  disregard  but  is  useful  for  periods  of  up  to  a 
week.  The  Schemm  diet  has  been  of  great  help 
in  a few  selected  patients.  The  Kempner 
rice  diet  has  also  been  of  help  in  many  cases.  It 
has  been  our  experience,  however,  that  these 
diets  are  deficient  for  patients  to  be  treated  over 
long  periods  of  time  and  that,  the  doctor’s  wishes 
notwithstanding,  few  patients  will  adhere  to  them 
for  the  months  or  years  we  expect  them  to  live. 

An  acceptable  diet  should  be  palatable,  flexible, 
economical,  and  should  take  into  account  the 
patient’s  personal  and  racial  prejudices.  As  far 
as  possible,  food  substitutes  and  artificial  foods, 
long  used  in  the  preparation  of  diabetic  diets  but 
now  falling  off  in  popularity,  should  be  avoided. 
In  short,  the  diet  should  approximate  as  far  as 
possible  the  dietary  routine  of  the  patient’s 
family  and  community,  and  be  adequate  in  vita- 
mins, calories,  protein,  fat,  and  satiety  value. 

The  following  diet,  in  use  in  the  Bushwick 
Hospital  for  the  past  six  years,  fulfills  these 
requirements.  It  contains  not  over  2.0  Gm.  of 
sodium  chloride  per  day  and  should  not  be  used 
when  less  than  this  amount  is  necessary. 

Salt-Poor  Diet 

All  Foods  Must  Be  Cooked  Without  Salt 
Fnods  Allowed: 

Cereals 

Ralston,  cream  of  wheat,  farina,  oatmeal.  Puffed 
rice,  puffed  wheat,  shredded  wheat,  permitted. 
Noodles,  macaroni,  spaghetti,  farfel,  egg  barley. 
Sauces  should  not  be  used  unless  approved. 
Breads 

Unsalted  Uneeda  biscuits,  unsalted  matzos,  speci- 
ally prepared  bread. 


Vegetables 

All  fresh  vegetables  cooked  without  salt.  Nutra 
diet  canned  vegetables  permitted.  Avoid  gas- 
forming vegetables  (see  below).  Rice  permitted 
freely. 

Soups 

Vegetable  soup  prepared  without  salt. 

Meats  and  fish 

All  fresh  meat  and  fresh  fish  prepared  without 
salt.  Jelly  may  be  added.  Avoid  smoked, 
pickled,  etc.,  fish  and  meat.  No  canned  fish. 
Eggs 

Permitted. 

Meat  substitutes 

Pot  cheese,  farmer  cheese,  eggs  prepared  without 
salt,  unsalted  nuts. 

Desserts 

Ice  cream,  ices,  custard,  jello,  junket,  sponge  cake, 
applesauce,  fruit,  rice  pudding. 

Fruit 

All  fresh  or  stewed  fruits  permitted.  Fruit  juices 
permitted. 

Miscellaneous 

Sweet  butter,  jelly,  honey,  Karo,  maple  syrup. 
No  molasses. 

Beverages 

Tea,  coffee,  milk,  cocoa,  pure  tomato  juice,  ginger 
ale,  coca-cola,  all  liquids  to  be  calculated  as  part 
of  the  fluid  allowance  if  fluids  are  restricted. 
Tomato  juice  cocktail  not  permitted. 

Do  not  add  salt  to  food  in  cooking  or  at  the  table. 

T ake  no  laxatives  unless  specifically  permitted. 

U se  no  bicarbonate  of  soda,  baking  soda,  rhubarb  and 
soda. 

The  only  salt  substitute  permitted  is  N eocurtasal. 

In  the  absence  of  salt,  the  following  condiments 
may  be  used  in  limited  amounts  to  make  foods 
more  palatable:  Red,  black,  and  white  pepper, 
vinegar,  oil,  dried  mustard,  marjoram,  sage, 
thyme,  tarragon,  allspice,  paprika,  parsley, 
celery  seeds,  garlic,  grated  raw  onion,  sugar,  horse- 
radish (prepared  at  home),  lemon,  lime,  nutmeg, 
mace,  ginger,  curry,  sour  salt  (U.S.P.  citric  acid), 
vanilla,  and  other  concentrated  flavoring. 

Do  not  eat: 

1 . Salt  or  prepared  mustard. 

2.  Smoked  meat  or  fish. 

3.  Any  cheese  except  pot  cheese  or  farmer  cheese. 

4.  Gas-forming  vegetables:  cabbage,  cauli- 

flower, turnips,  radishes,  brussels  sprouts,  endive. 

5.  Beer.  No  alcohol  unless  prescribed. 

A vitamin  supplement  is  usually  added. 

This  is  not  a salt-free  diet.  It  is  relatively 
salt-poor  and  should  not  be  used  in  circumstances 
calling  for  calculated  diets.  It  is,  however,  of 
great  value  in  chronic  cases  in  which  most  ex- 
tremely rigid  diets  are  eventually  rejected. 
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The  following  explanatory  notes  regarding  the 
details  of  the  diet  should  be  read  carefully  by  the 
dietitian,  physician,  or  nurse  planning  to  use 
this  or  any  other  salt-poor  diet. 

The  labels  on  packaged  foods  of  all  sorts  should 
be  read  from  time  to  time,  each  time  of  purchase 
being  not  too  often.  It  has  been  found  that 
items  previously  recommended  on  this  diet  have 
had  salt  added  to  them  without  notice. 

The  admonition  regarding  sauces  to  be  added 
to  foods  of  the  spaghetti  family  is  important. 
Formerly  it  was  thought  sufficient  to  forbid 
merely  “spicy”  sauces,  the  delicious  sauces  so 
often  used  with  spaghetti.  It  has  since  become 
obvious  that  cheese  sauces,  often  substituted, 
contain  just  as  much  sodium  chloride.  If  sauce 
is  desired,  the  patient  should  consult  the  dietitian. 

Unsalted  Uneeda  biscuits  are  permitted. 
Other  biscuits  of  similar  type  may  be  approved, 
but  only  after  their  composition  has  been  defi- 
nitely determined.  Matzos,  the  traditional  Jewish 
unleavened  bread,  is  the  most  popular  bread 
substitute.  Its  sale,  formerly  confined  to  the 
Easter  holiday  season,  has  become  year  long 
because  of  its  crisp  attractiveness.  Labels  should 
be  consulted,  however,  since  salt  is  often  added 
to  the  perennial  variety.  Bread  should  be  for- 
bidden unless  specially  prepared.  Some  patients 
and  hospitals  will  prefer  to  bake  their  own  bread. 
In  some  communities,  commercial  bakeries  pre- 
pare salt-free  bread  and  cake  when  there  is  suf- 
ficient demand. 

Almost  all  vegetables  are  permitted  and  can 
be  made  palatable,  even  to  gourmets,  by  judicious 
use  of  spices,  lemon  juice,  etc.  Although  “gas- 
forming” vegetables  are  forbidden,  they  may  be 
permitted  in  isolated  instances  in  which  the 
patient  demands  them  and  finds  that  they  do 
not  upset  his  digestion. 

Vegetable  soups  are  permitted.  In  accord 
with  the  modern  policy  of  allowing  fluids  more 
freely  when  the  diet  is  low  in  salt,  soup,  formerly 
interdicted,  is  now  allowed.  In  our  experience, 
few  soups,  except  those  prepared  with  mixed 
vegetables,  are  acceptable  unless  salt  is  used.  If 
the  patient  will  take  other  kinds  of  soups,  pre- 
pared without  salt,  he  should  be  permitted  to  do 
so.  Neocurtasal  will  make  soups  acceptable. 

Most  meats  and  fish  are  permitted,  and  few 
patients  find  them  objectionable  when  prepared 
without  salt.  Jellies  will  often  take  the  curse 
off  these  foods;  the  traditional  use  of  mint  jelly 
with  roast  lamb  is  a good  example  of  the  accept- 
ability of  this  combination.  Meats  may  be 
improved  by  the  judicious  use  of  lemon  juice, 
onion,  garlic,  and  the  other  spices  mentioned. 

The  cheeses  require  a word  of  comment.  Each 
racial  group  has  an  unsalted  cheese  which  can  be 
recommended  safely.  Pot  cheese  (and  its  pressed 
variety,  farmer  cheese)  can  be  bought  in  all 


eastern  metropolitan  centers,  especially  in  Jewish 
districts.  Pot  cheese  is  a variety  of  cottage 
cheese  but,  unlike  the  latter,  has  no  added  salt. 

Most  desserts  can  be  allowed.  Cakes,  if  pre- 
pared, like  bread,  without  salt  or  baking  soda, 
can  be  included  in  the  diet.  Molasses  should  not 
be  used.  One  should  insist  on  sweet  butter. 

Most  beverages  are  permitted.  It  should  be 
noted  that  restriction  of  fluids  is  not  an  integral 
feature  of  the  diet.  If  the  clinician  should  wish, 
a note  regarding  such  restriction  may  be  inserted 
at  this  point.  Tomato  juice,  especially  if  lemon 
juice  is  added,  is  an  excellent  drink.  Here  again, 
labels  should  be  consulted  since  few  brands  do 
not  contain  sodium  chloride. 

The  admonition  regarding  salt  and  salt  sub- 
stitutes is  of  the  utmost  importance.  Most 
commercial  salt  substitutes  are  prepared  with 
sodium  salt  and  are  to  be  forbidden.  If  the 
patient  insists  on  adding  something  with  a salty 
flavor  to  food,  a mixture  consisting  of  equal  parts 
of  potassium  chloride  and  finely  divided  starch 
may  be  used  in  a salt  shaker.  The  mixture 
should  be  added  to  food  at  the  table;  it  should 
not  be  used  in  the  preparation  of  food.  A com- 
mercial powder,  made  of  toasted  yeast  (Baken- 
Yeast)  is  also  found  agreeable  by  many  patients. 
The  only  permissible  salt  substitute  is  Neo- 
curtasal, which  does  not  contain  the  sodium  ion. 

Bicarbonate  of  soda,  known  as  baking  soda 
to  most  laymen,  should  be  forbidden.  The 
alert  physician  should  also  advise  against  the  use 
of  rhubarb  and  soda  or  other  mixtures  containing 
bicarbonate  of  soda.  Many  of  the  “antacids” 
and  saline  laxatives  contain  huge  amounts  of 
salts  with  sodium  radicals.  Nearly  all  the 
naturally  carbonated  waters,  and  some  of  those 
artificially  carbonated,  contain  considerable 
quantities  of  sodium  salts,  even  sodium  chloride. 

A new  feature  of  this  diet  and  one  considerably 
enhancing  its  usefulness  is  the  inclusion  of  the 
condiment  list.  When  the  condiments  do  not 
have  added  salt,  they  are  entirely  satisfactory 
from  a medical  point  of  view  and  add  immeasur- 
ably to  the  palatability  of  the  patient’s  meals. 
At  first,  there  was  some  misgiving  about  the 
possibility  of  their  increasing  the  patient’s  thirst, 
fortunately  unwarranted,  and  we  have  been  allow- 
ing patients  more  fluids  than  formerly. 

Beer  should  be  denied  the  patient,  but  other 
alcoholic  drinks  may  be  permitted,  even  pre- 
scribed, under  certain  circumstances.  Of  course, 
there  should  be  a warning  against  the  use  of 
sparkling  waters  in  highballs  and  mixed  drinks. 

Conclusions 

1.  A new,  workable,  salt-poor  diet  is  pre- 
scribed. 

2.  Palatability  is  stressed.  A feature  is  the 
recommendation  of  condiments  to  add  flavor. 


A MODIFICATION  OF  THE  SLIDE  Rh  DETERMINATION 

Ira  B.  Cohen,  M.D.,  and  Hannah  Pretshold,  M.S.,  New  York  City 
( From  the  Blood  Bank  and  Laboratory  of  Beth  Israel  Hospital) 


THE  etiologic  importance  of  the  Rh  factor 
in  transfusion  reactions  and  erythroblastosis 
fetalis  has  made  it  essential  that  the  Rh  type  as 
well  as  the  conventional  A-B-0  groups  be  deter- 
mined for  every  blood  donor  and  potential  re- 
cipient.1 Ideally,  as  complete  a typing  as  is 
possible  should  be  performed,  but  this  in  imprac- 
tical for  the  ordinary  hospital.  In  difficult 
cases  where  thorough  study  is  indicated,  the  Rh 
and  Hr  grouping  and  subgrouping  can  be  done. 
The  other  extreme  of  using  an  Rh-negative 
donor  as  a universal  donor  is  not  only  wasteful 
but  is  dangerous,  because  an  Hr  negative  patient 
can  become  sensitized  by  the  Hr  antigen  which  is 
always  present  in  Rh-negative  blood.2’3  Al- 
though the  tests  for  A-B-0  grouping,  M-N 
grouping,  and  A2  subgrouping  are  both  rapid  and 
accurate,  an  altogether  satisfactory  method  for 
rapidly  determining  the  Rh  type  has  not  been 
described.4 

Diamond  and  Abelson  developed  a slide  sen- 
sitivity test  for  the  detection  of  Rh  antibodies 
using  known  Rh0-positive  cells.6  Unger  et  al. 
adapted  this  test  in  the  operation  of  blood  banks 
to  determine  the  presence  or  absence  of  the  Rh0 
factor  in  the  cells  of  prospective  donors  and 
recipients  by  using  a testing  serum  containing 
Rho-blocking  antibodies  with  oxalated  whole 
blood  as  the  cell  suspension.2 

In  this  hospital  we  have  used  this  technic  to 
differentiate  between  Rh0-positive  and  Rh0- 
negative  blood.  All  specimens  found  to  be  Rh0- 
negative  by  this  method  were  checked  by  the  tube 
agglutination  technic.6 

In  using  the  rapid  slide  test  on  oxalated  blood 
we  found  that  there  were  too  many  false  Rh0- 
negative  bloods.  It  was  noted  that  when  clotted 
blood  was  used  for  the  slide  Rh0  test  our  false 
negative  and  questionable  results  were  elimi- 
nated. 

Technic 

The  apparatus  consists  of  a glass  plate  marked 
off  into  16  squares  (four  horizontal  and  four 
vertical),  each  horizontal  row  being  used  for  the 
complete  typing  of  one  specimen  of  blood.  The 
blood  samples  used  are  50  per  cent  cell  sus- 
pensions of  both  oxalated  and  clotted  blood. 
In  specimens  where  the  hematocrit  is  obviously 
low,  the  blood  is  centrifuged,  and  plasma  or  serum 
is  decanted  to  produce  the  optimal  suspension. 
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The  tube  of  clotted  blood  is  vigorously  stirred 
with  a paper  drinking  straw,  and  one  small  drop 
of  blood  is  placed  in  each  of  the  first  two  horizon- 
tal squares  and  two  drops  in  the  third  square. 
In  the  fourth  square  are  placed  two  drops  of 
oxalated  blood.  To  the  square  in  the  first  column 
a drop  of  A (anti-B)  serum  is  added,  to  the  second 
square  a drop  of  B (anti-A)  serum  is  added,  and 
to  the  squares  in  the  third  and  fourth  columns  a 
drop  of  Rh0  blocking  serum  is  added.  The 
mixtures  are  stirred  with  separate  wood  applica- 
tors, and  the  glass  plate  is  then  placed  on  a view- 
ing box  containing  an  electric  bulb  under  a ground 
glass  plate.  The  box  is  rocked  back  and  forth 
for  one  to  three  minutes,  and  then  the  grouping 
tests  are  read.  The  presence  or  absence  of  agglu- 
tination with  the  A and  B serum  and  clumping 
with  the  Rho  blocking  serum  can  be  seen  with  the 
naked  eye.  After  agglutination  and  clumping 
appear  to  be  complete,  a drop  of  normal  saline 
is  added  to  each  square  to  rule  out  the  presence 
of  rouleaux  formation.  The  A-B-0  grouping  is 
lead  in  the  usual  manner.  The  presence  of 
clumping  with  the  Rh0  blocking  serum  in  the 
absence  of  rouleaux  formation  indicates  that  the 
cells  contain  the  Rh0  factor.7 

Five  hundred  consecutive  bloods  were  tested 
with  the  Rh0  slide  blocking  serum  using  oxalated 
and  clotted  blood.  The  similar  results  obtained 
in  409  cases  (81.8  per  cent)  are  recorded  in  Table 
1. 


TABLE  1. — Similar  Results  Obtained  with  Oxalated 
and  Clotted  Blood 


Tube 

Ag- 

glu- 

Num- 

/ Slide  Technic 

' tina- 

ber 

Oxalated 

Clotted 

tion 

of 

Per- 

Blood 

Blood 

Test 

Cases 

centage 

i 

+ 

+ 

301 

60.2 

2 

— 

— 

+ 

14 

2.8 

3 

— 

— 

— 

44 

8.8 

4 

+ 4- 

+ 4- 

31 

6.2 

5 

4“ 

4-4- 

9 

1.8 

6 

+ weak 

+ 

4- 

5 

1.0 

7 

+ weak 

4-  weak 

4- 

1 

0.2 

8 

4-  4- 

+ weak 

4- 

1 

0.2 

9 

+ + strong 

4- 

3 

0.6 

Total 

409 

81.8 

In  91  cases  (18.2  per  cent),  which  are  tabulated 
in  Table  2,  there  was  a difference  in  the  results 
obtained  when  using  clotted  and  oxalated  blood. 
The  most  frequent  discrepancy  found  was  the 
appearance  of  a negative  result  with  oxalated 
blood,  whereas  the  clotted  blood  gave  a positive 
result  which  was  verified  by  the  tube  test  with 
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TABLE  2. — Different  Results  Obtained  with  Oxalated 
and  Clotted  Blood 


Tube 

Ag- 

glu- 

Num- 

Slide  Technic . 

tina- 

ber 

Oxalated 

Clotted 

tion 

of 

Per- 

Blood 

Blood 

Test 

Cases 

centage 

1 

— 

"f* 

+ 

45 

9.0 

2 

— 

+ weak 

4- 

5 

1.0 

3 

— 

-+■ 

++ 

27 

5.4 

4 

+ weak 

+ 4-  strong 

++ 

11 

2.2 

5 

-j-  weak 

— 

2 

0.4 

6 

Heavy  rou- 

— 

— 

1 

0.2 

leaux  even 

wdth  saline 

Total 

91 

18.2 

Rh0  agglutinating  serum.  This  occurred  in 
77  cases  (15.4  per  cent;  1-3  in  Table  2).  In  11 
cases  (2.2  per  cent;  4 in  Table  2)  the  slide  test 
with  oxalated  blood  was  weakly  positive,  while 
the  slide  test  with  clotted  blood  and  the  tube 
test  were  strongly  positive.  In  two  cases  the 
oxalated  blood  was  weakly  positive,  while  the 
clotted  blood  gave  a negative  result  confirmed 
by  the  tube  test.  In  one  case  there  was  heavy 
rouleaux  formation  with  oxalated  blood  which 
did  not  disappear  with  the  addition  of  saline; 
the  slide  test  with  clotted  blood  and  the  tube 
determination  were  negative.  In  14  cases  (2.8 
per  cent)  both  slide  tests  with  oxalated  and 
clotted  bloods  were  negative  whereas  the  tube 
determinations  were  positive  (2  in  Table  1). 
In  general,  where  both  clotted  and  oxalated 
bloods  gave  positive  slide  tests,  the  test  with  the 
clotted  blood  was  easier  to  read. 

Discussion 

Diamond  and  Abelson  advocated  the  use  of 
oxalated  blood  in  the  rapid  slide  technic,  in  order 
to  remove  fibrin,  this  apparently  being  the  main 
reason  for  their  choice.5  In  our  experience,  the 
use  of  blood  which  has  been  allowed  to  clot  com- 
pletely, will  eliminate  any  fibrin  film  from  the 
slide.  Clotted  blood  has  the  advantage  over 


oxalated  blood  in  that  it  can  be  kept  for  two 
weeks  at  refrigerator  temperature,  whereas 
oxalated  blood  is  good  for  only  five  days  under 
similar  conditions.  Also,  clotted  blood,  if 
shipped  by  mail  to  a laboratory,  is  likely  to  arrive 
in  better  condition  than  oxalated  blood.8  An- 
other disadvantage  in  the  use  of  oxalated  blood 
is  that  the  tubes  usually  contain  enough  potas- 
sium oxalate  for  5 to  12  cc.  of  blood,  whereas  in 
some  cases  where  venipuncture  is  difficult  1 or 
2 cc.  of  blood  is  put  into  the  oxalate  tube.  We 
find  that  in  these  cases  the  slide  Rh0  determina- 
tion with  oxalated  blood  is  very  likely  to  give  a 
false  negative  result. 

Conclusions 

1.  A rapid  slide  technic  using  Rho-blocking 
serum  and  clotted  blood  has  been  described. 

2.  The  use  of  clotted  blood  for  this  test  has 
been  found  to  be  more  satisfactory  than  oxalated 
blood.  In  500  cases  there  were  91  instances 
(18.2  per  cent)  in  which  there  was  a discrepancy 
between  the  results  obtained  with  oxalated  and 
clotted  blood.  In  each  case  the  slide  test  with 
clotted  blood  was  confirmed  by  the  tube  agglu- 
tination technic.  The  most  common  inconsist- 
ency found  was  a false  negative  result  with  the 
oxalated  blood. 

3.  In  most  cases  the  slide  test  with  clotted 
blood  was  easier  to  read  than  the  test  with  oxa- 
lated blood. 
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POLITICAL  APPROACH 
Dr.  R.  B.  Robins,  Democratic  National  Commit- 
teeman for  Arkansas,  has  sent  the  following  tele- 
gram addressed  to  Senator  McGrath: 

As  Democratic  National  Committeeman  for 
the  state  of  Arkansas,  and  as  a member  of  the 
House  of  Delegates  of  the  American  Medical  As- 
sociation, I wish  to  register  vigorous  protest 
against  your  misuse  of  the  facilities  of  the  Demo- 
cratic National  Committee  to  attack  the  medical 
profession. 

According  to  Press  Association  reports,  your 
scurrilous  statement  of  Monday,  March  21, 
attacking  state  medical  societies  and  the  Ameri- 
can Medical  Association  as  “a  medical  dictator- 
ship,” was  distributed  bv  the  Democratic 


National  Committee  and  you  were  quoted  as  the 
party’s  National  Chairman. 

The  medical  profession  is  threatened  with  a 
government  dictatorship,  not  a medical  dictator- 
ship, as  you  well  know,  and  your  action  affords 
eloquent  evidence  of  why  we  don’t  want  political 
medicine  in  this  country. 

There  are  thousands  of  doctors  like  myself, 
who  are  Democrats  in  good  standing,  and  who 
will  resent  your  use  of  Democratic  Party  facilities 
to  undermine  public  confidence  in  the  medical 
profession.  If  you  insist  on  playing  politics 
with  the  health  needs  of  the  American  people, 
you  will  bring  discredit  on  both  yourself  and  our 
party.- — March  26,  1949 
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PULMONARY  COCCIDIOIDOMYCOSIS 

Frederic  W.  Holcomb,  M.D.,  F.A.C.P:,  Kingston,  New  York 
( From  the  Kingston  and  Ulster  County  Tuberculosis  Hospitals ) 


PRIMARY  pulmonary  coccidioidomycosis, 
which  has  been  termed  “San  Joaquin  Valley 
Fever”  or  “Desert  Fever,”  is  caused  by  the  fungus 
. Coccidioides  immitis  and  is  carried  into  the  lungs 
by  inhalation  of  dust  contaminated  by  the  spores 
of  these  saprophytic  organisms.  Prior  to  1941  it 
. was  rarely  encountered  east  of  the  Mississippi 
River,  although  it  has  been  endemic  in  the  desert 
regions  of  the  Southwest  for  many  years.  Up  to 
1 1931  only  two  cases  had  been  reported  in  the 
eastern  United  States.  In  1892  coccidioidal 
granuloma  was  first  described  by  Wernicke,  and 
since  that  time  subsequent  investigations  show 
that  it  is  characterized  by  extrapulmonary  or  cu- 
taneous lesions  resembling  erythema  nodosum 
and  pulmonary  lesions  which  may  be  broncho- 
pneumonic  on  x-ray  appearance  and  which  may 
later  undergo  necrosis,  resulting  in  cavity  forma- 
tion. Later,  productive  or  fibrotic  tissue  prolif- 
; eration  may  ensue.  The  disseminated  type  of 
coccidioidomycosis  is  probably  caused  by  hema- 
togenous or  lymphatic  dissemination  of  the  ini- 
tial or  pulmonary  infections  to  other  organs  of 
the  body. 

The  training  of  large  numbers  of  Army  person- 
I nel  for  desert  warfare  in  the  southwestern  United 
■ States  where  the  climate  and  terrain  of  certain 
parts  of  California,  Arizona,  and  New  Mexico 
' were  adapted  to  this  training  created  a problem 
: in  the  dissemination  of  coccidioidomycosis.  Up 
to  this  time  a comprehensive  survey  has  not  been 
made,  but  it  has  been  estimated  that  about  6,000 
cases  occurred  in  the  military  personnel.  This 
group  comprised  men  from  all  parts  of  the  United 
States  who  have  since  been  returned  to  their 
homes  and  may  present  problems  in  diagnosis 
and  care  in  the  future. 

This  discussion  is  concerned  with  three  cases, 
discovered  in  Ulster  County  in  1944,  which  pre- 
sented pulmonary  lesions  of  coccidioidomycosis. 
My  purpose  in  presenting  these  cases  is  to  call 
attention  to  the  close  resemblance  to  cases  of 
pulmonary  tuberculosis  in  the  x-ray  findings,  the 
clinical  course,  and  the  complications.  The  types 
\ of  these  lesions  vary  and  conform  to  the  common 
apical  productive  or  fibrotic  lesion  with  cavity 
formation,  the  solitary  cavity  noted  in  the  par- 
enchyma of  the  midlung  field  without  any  consid- 
erable surrounding  zone  of  inflammation,  or  the 
extensive  bronchopneumonic  infiltration  with  dis- 
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seminated  miliary  nodules  which  may  closely  sim- 
ulate the  x-ray  finding  of  acute  miliary  or  hema- 
togenous tuberculosis. 

The  diagnosis  of  pulmonary  coccidioidomycosis 
may  be  made  by  the  discovery  of  the  Coccidioides 
immitis  in  the  sputum  or  smear.  This  procedure, 
however,  is  very  often  negative,  and  in  our  cases 
the  fungus  could  not  be  found.  The  coccidioidin 
intradermal  test,  when  positive,  indicates  infec- 
tion, although  the  disease  may  be  present  in 
cases  whose  reaction  is  negative.  One-tenth  cubic 
centimeter  coccidioidin,  dilution  of  1:1,000  and 
1 : 100,  is  injected  intradermally,  and  reaction  of  5 
mm.  or  more,  which  is  best  read  at  the  end  of 
forty-eight  hours,  can  be  considered  positive. 
Serial  x-ray  films  are  very  essential  in  the  diagno- 
sis and  subsequent  observation  of  these  cases. 

The  usual  symptoms  are  thoracic  pain,  irrita- 
tive or  slightly  productive  cough,  fever  which  may 
be  variable  in  both  its  severity  and  its  occurrence, 
and  hemoptysis  together  with  the  usual  manifes- 
tations of  a systemic  infection. 

Treatment  follows  rather  closely  the  usual  pro- 
cedures used  in  the  care  of  pulmonary  tuberculo- 
sis and  its  complications.  Bed  rest  with  high  ca- 
loric diet  and  the  use  of  analgesics  for  the  relief 
of  pain  are  indicated.  Potassium  iodide,  40  to  60 
Gm.  daily,  might  be  tried,  although  the  therapeu- 
tic value  is  conjectural.  Thoracentesis  may  be 
necessary  for  relief  of  extensive  pleural  effusions 
with  its  accompanying  dyspnea.  Artificial  pneu- 
mothorax may  be  indicated  for  control  of  re- 
peated or  severe  pulmonary  hemorrhages. 

Case  Reports 

Case  1. — This  patient  was  x-rayed  following  a 
slight  hemoptysis,  and  an  apical  productive  infiltra- 
tion was  found  in  the  left  supraclavicular  region. 
A radiolucent  configuration  was  present  suggest- 
ing a small  cavity.  He  had  served  in  the  Army  and 
had  had  training  in  the  southwestern  desert 
country  for  several  weeks.  He  complained  of  small 
recurrent  pulmonary  hemorrhages  and  was  subse- 
quently hospitalized  several  times  over  a period 
of  one  year.  He  received  conservative  treatment 
with  bed  rest.  His  sputum  and  gastric  contents  on 
all  examinations  were  negative  for  tuberculous 
bacilli,  but  intradermal  tests  with  coccidioidin  were 
positive  on  dilution  1:100.  After  one  year  a very 
severe  pulmonary  hemorrhage  occurred,  and  it  was 
considered  necessary  to  induce  left  pneumothorax 
for  about  six  months.  The  lung  was  then  allowed 
to  re-expand.  He  has  had  no  episodes  of  hemoptysis 
for  several  months. 
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Case  2. — During  a routine  pre-employment  ex- 
amination of  a robust  individual  weighing  over  190 
pounds  and  apparently  in  excellent  health,  an  an- 
nular configuration  was  noted  on  fluoroscopic  ex- 
amination in  the  left  midlung  field.  An  x-ray  film 
revealed  what  appeared  to  be  a thin-walled  cavity 
about  3 cm.  in  diameter.  This  patient  had  com- 
plained of  intermittent  cough  with  occasional  blood- 
tinged  sputum.  He  was  later  accepted  for  employ- 
ment as  a lineman  with  a public  utility  company 
and  carried  on  fairly  heavy  work  for  several  months. 
About  a year  later  he  reported  to  the  hospital  com- 
plaining of  marked  dyspnea  on  exertion.  Fluoro- 
scopic examination  revealed  a rather  dense  opacity 
overlying  the  lower  three  fourths  of  the  left  lung 
field.  About  1,600  cc.  of  clear,  straw-colored  pleural 
effusion  was  removed,  and  intradermal  tests  with 
coccidioidin  were  faintly  positive  on  the  1:1,000 
dilution  and  definitely  positive  on  the  1:100  dilu- 
tion. Seven  days  later  he  returned  to  work.  This 
episode  occurred  about  two  years  ago,  and  he  has 
continued  his  work  ever  since. 

Case  3. — This  patient  was  admitted  to  the  hos- 
pital on  June  28,  1946.  He  gave  a history  of  an 
acute  pulmonary  infection  which  began  about 
June  25.  His  temperature  on  admission  was  104  F. 
with  23,000  white  blood  cells  and  70  per  cent  poly- 
morphonuclear leukocytes.  There  was  consider- 
able cyanosis,  and  his  respirations  were  45  per 
minute  and  rather  shallow.  His  cough  was  non- 
productive in  type,  but  x-ray  films  on  admission 
showed  an  extensive  bilateral  involvement  of  both 
lung  fields  with  miliary  nodules  which  suggested  a 
miliary  tuberculosis.  The  film  of  July  3 showed  a 
more  sharply  defined  miliary  nodulation  with  two 
small  circumscribed  shadows  in  the  first  interspace 
anteriorly  which  suggested  beginning  cavity  forma- 
tion. Streptomycin  was  not  readily  available  at 
that  time,  and  penicillin  therapy  was  instituted. 
The  patient  became  rapidly  worse,  and  his  cyanosis 
was  more  pronounced.  A spinal  tap,  done  on  ad- 
mission, did  not  reveal  any  significant  findings  re- 
garding increased  pressure.  The  protein  was  nega- 
tive, sugar  86  mg.  per  cent,  and  no  white  blood  cells 
were  found.  The  smear  showed  no  cells  or  organ- 
isms, and  the  cultures  showed  no  growth  in  seventy- 
two  hours.  Guinea  pig  inoculation  was  negative  for 
tuberculous  lesions  at  the  end  of  ten  weeks. 

To  our  surprise  this  patient  began  to  show  im- 


provement on  the  twelfth  day  following  admission. 
Up  to  this  time  he  had  been  somnolent  and  delirious 
much  of  the  time.  His  condition  continued  to  im- 
prove, and  the  x-ray  films  showed  progressive  clear- 
ing after  the  third  week.  His  last  film  of  April  1, 
1947,  showed  only  a few  productive  strands  in  the 
upper  left  lung  field,  while  the  right  lung  field  was 
essentially  clear.  On  September  27  coccidioidin  was 
injected  intradermally  and  was  strongly  positive 
with  reddening  and  induration  on  dilution  of  1 : 100. 
The  dilution  of  1:1,000  was  negative.  This  case 
was  diagnosed  as  a pulmonary  coccidioidomycosis. 
One  interesting  fact  in  this  patient’s  history  is  that 
he  served  three  weeks  in  the  Arizona  desert  in  May, 
1943,  and  coccidioidomycosis  was  not  manifest  for 
over  three  years. 

These  cases  varied  in  their  clinical  course  and 
x-ray  findings,  and  each  one  developed  complica- 
tions commonly  found  in  pulmonary  tuberculosis. 

These  cases  have  been  examined  by  the  U.S. 
Army  Medical  Department,  and  the  diagnosis  of 
coccidioidomycosis  has  been  confirmed.  The 
cases  are  classified  as  “service-connected.” 

Summary 

1.  In  members  of  the  military  personnel  who 
have  seen  service  in  the  desert  country  of  the 
Southwest,  in  individuals  who  have  visited  these 
areas  in  whom  x-ray  studies  reveal  pulmonary 
lesions  resembling  tuberculosis,  and  when  the  spu- 
tum and  gastric  contents  are  negative  for  tuber- 
cle bacilli  on  smear  concentration  and  culture, 
intradermal  tests  with  coccidioidin  should  be 
made. 

2.  Primary  pulmonary  coccidioidomycosis  of- 
ten closely  simulates  pulmonary  tuberculosis  in 
its  clinical  course,  its  complications,  and  in  its 
serial  x-ray  films. 

3.  Prompt  differentiation  should  be  made  in 
these  cases  in  order  to  avoid  prolonged  hospitali- 
zations in  tuberculosis  sanitaria  where  there  may 
be  danger  of  adding  a superimposed  pulmonary 
tuberculosis  to  their  existing  coccidioidal  disease. 
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HOOVER  IN  WARNING  ON  MORE  SPENDING 

Former  President  Herbert  Hoover  declared  re- 
cently that  if  we  are  to  survive  as  a nation,  taxes  and 
our  expenditure  budget  must  not  be  increased  until 
the  cold  war  is  won.  Today  our  Government  is 
spending  dangerously  $23,000,000,000  of  our  expend- 
itures of  the  $45,000,000,000  of  the  budget  for  the 
cold  war.  He  added  that  billions  of  additional  ex- 
penditures were  being  urged  upon  Congress  by 
groups  and  sections  in  the  country  for  special  proj- 
ects which  may  be  worthy  but  highly  unadvisable 
at  the  present  time. 

Concerning  Federal  medical  expenses,  Hoover 
said  the  Government  is  needlessly  enlarging  its 


hospital  system  at  a cost  up  to  50  per  cent  more  than 
private  hospitals.  He  labeled  medical  expenditures 
as  one  of  the  worst  overlaps,  wastes  and  inefficien- 
cies in  the  whole  Federal  administration. 

Hoover  charged  that  the  Government  has  70,000 
empty  beds  in  its  hospitals  but  is  planning  50,000 
more.  A commission  survey,  he  said,  led  President 
Truman  to  suspend  $400,000,000  worth  of  new  hos- 
pital construction  already  authorized. 

He  urged  a United  Medical  Administration  to  co- 
ordinate five  different  Federal  hospital  services— j 
Army,  Navy,  Veterans,  Public  Health,  and  aid  to 
private  hospitals. — New  York  Sun,  April  23,  1949 


THE  INCIDENCE  OF  MULTIPLE  PRIMARY  MALIGNANT  TUMORS 
AND  A REPORT  OF  A CASE  WITH  THREE  PRIMARY  CARCINOMATA 


David  M.  Spain,  M.D.,  New  York  City 
( From  the  Pathology  Laboratories,  Bellevue  Hospital) 

ANY  report  on  the  subject  of  multiple  pri- 
mary malignant  tumors  might  well  start  with 
the  following  excerpt  from  the  exhaustive  report 
on  this  subject  by  Warren  and  Gates  in  1932: 
“Only  that  person  whose  experience  with  malig- 
nant disease  is  limited  is  now  thrilled  by  en- 
countering a case.  However,  the  frequency 
or  the  infrequency  of  occurrence  of  these  multiple 
tumors  has  great  significancet  for  we  should  be 
able  to  obtain  from  the  state  of  this  condition 
light  on  the  resistance  or  susceptibility  to  cancer 
as  well  as  some  clue  as  to  the  role  of  heredity.”1 
One  of  the  facts  used  to  support  the  mutation 
theory  of  the  development  of  cancer  is  that  the 
incidence  of  multiple  malignant  tumors  is  stated 
to  be  higher  than  would  be  expected  if  only  chance 
were  involved.  Warren  and  Gates  found  40 
cases  of  multiple  malignant  tumors  in  1,078 
postmortem  examinations  on  patients  with  malig- 
nant tumors.  This  was  a 3.7  per  cent  incidence, 
as  compared  with  the  combined  reports  of  all 
American  observers  that  gave  an  incidence  of 
3.9  per  cent.  Since  1932,  the  mutation  theory 
has  gained  in  popularity  in  some  quarters,  and  it 
has  become  of  interest  to  note  whether  the  in- 
cidence reported  in  1932  is  essentially  the  same 
after  a fifteen-year  interval.  With  this  in  mind, 
5,000  consecutive  postmortem  examinations 
performed  between  1941  and  1948  at  Bellevue 
Hospital  were  analyzed.  These  data  must  be 
viewed  with  the  knowledge  that  skin  tumors 
are  usually  not  seen  at  postmortem  examination 
at  Bellevue  Hospital  and  that  many  of  the  cases 
with  breast,  uterine,  cervical,  and  gastrointestinal 
carcinomata  that  have  received  surgical  treat- 
ment are  very  often  not  autopsied  because  there 
is  little  incentive  on  the  part  of  the  interns  for 
securing  consent  in  these  cases.  These  figures 
are,  therefore,  minimal  figures,  and  probably  a 
slightly  higher  tumor  incidence  would  be  correct. 
There  were  690  cases  with  malignant  tumors. 
Of  these,  22  (3.2  per  cent)  had  multiple  primary 
malignant  tumors  (Table  1).  It  is  interesting 
to  note  that  in  115,813  postmortems  collected  in  a 
review  of  the  literature  by  Warren  there  were 
15,988  with  one  or  more  malignant  tumors  (13.8 
per  cent).  At  Bellevue  Hospital  the  post- 
mortem incidence  of  malignant  tumors  in  a series 
studied  fifteen  years  later  was  also  13.8  per  cent 
(Table  2). 

As  stated  previously,  multiple  primary  malig- 
nant tumors  that  arise  in  the  same  individual  are 


not  rare.  However,  the  majority  of  cases  are 
examples  of  multiple  tumors  of  the  same  system 
or  organ,  particularly  of  the  skin  or  alimentary 
tract.  Moreover,  in  many  of  these  cases  the 
tumors  appear  at  different  periods  rather  than  all 
occurring  simultaneously.  In  Warren’s  report 
that  included  an  extensive  review  of  the  litera- 
ture, there  were  only  three  cases  of  triple  primary 
carcinomata  that  originated  in  three  different 
organs.  These  were  as  follows:  (1)  bronchus, 

prostate,  and  gallbladder;  (2)  stomach,  tongue, 
and  adrenal,  and  (3)  breast,  stomach,  and  ovaries. 
The  following  is  a brief  case  report  in  which 


TABLE  1. — Incidence  of  Multiple  Malignant  Tumors 


Number  of  postmortem  examinations 5,000 

Number  of  malignant  tumors 69 

Number  with  two  primary  malignant  tumors 20 

Number  with  three  primary  malignant  tumors 2 

TABLE 

2. — Tabulation  of  Cases  with  Multiple 
Malignant  Tumors 

Age 

Sex 

Types  of  Tumors 

67 

M 

Adenocarcinoma  of  stomach,  transi- 
tional cell  carcinoma  of  urinary 
bladder 

77 

M 

Squamous  cell  carcinoma  of  esoph- 
agus, primary  liver  cell  car- 
cinoma, adenocarcinoma  of  stom- 
ach 

49 

M 

Squamous  cell  carcinoma,  bronchus; 
adenocarcinoma,  kidney 

73 

F 

Adenocarcinoma,  stomach;  adeno- 
carcinoma, colon 

63 

M 

Primary  liver  cell  carcinoma,  leio- 
myosarcoma of  stomach 

74 

M 

Adenocarcinoma,  rectum; 

carcinoma,  prostate 
Squamous  cell  carcinoma,  bron- 
chus; carcinoma,  kidney 

48 

M 

55 

M 

Squamous  cell  carcinoma,  bron- 
chus; adenocarcinoma,  stomach 

42 

M 

Basal  cell  carcinoma,  nose;  un- 
differentiated carcinoma,  bron- 
chus 

73 

M 

Adenocarcinoma,  rectum;  car- 

cinoma, prostate 

57 

M 

Squamous  cell  carcinoma,  bron- 
chus: carcinoma,  prostate 

69 

M 

Carcinoma,  prostate;  adenocar- 
cinoma, stomach 

69 

M 

Squamous  cell  carcinoma,  bron- 
chus; adenocarcinoma,  pancreas; 
carcinoma,  prostate 

54 

M 

Adenocarcinoma,  stomach;  car- 

cinoma.  prostate 

61.--- 

' ' M 

Adenocarcinoma,  colon;  carcinoma, 

. 

kidney 

5&  .... 

■■■■  M 

Multiple  adenocarcinoma,  colon 

74' 

■ M’ 

Squamous  cell  carcinoma,  esopha- 

. 

gus;  carcinoma,  prostate 

69 

F 

Carcinoma,  kidney;  • adenocar- 

cinoma,  stomach 

71 

M 

Adenocarcinoma,  colon;  car- 

cinoma,  prostate- 

75 

M 

Adenocarcinoma,  colon;  adenocar- 

cinoma,  stomach 

79 

M 

Primary  liver  cell  carcinoma;  car- 
cinoma, prostate 

63 

M 

Squamous  cell  carcinoma,  lung; 
^ sarcoma,  leg 
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Fig.  1.  Photomicrograph  (hematoxylin-eosin) 
showing  nests  of  atypical  squamous  cell  in  bronchus. 

primary  carcinomata  were  present  in  the  pan- 
creas, prostate,  and  bronchus. 

Case  Report 

The  patient,  a sixty-year-old  white  man,  was 
under  treatment  in  the  Outpatient  Department 
Clinic  of  the  First  Medical  Division  of  Bellevue 
Hospital.  The  diagnosis  at  that  time  was  hyper- 
tensive heart  disease  and  varicose  veins  of  the  lower 
extremities.  There  were  no  other  complaints. 
On  August  23,  1945,  the  patient  w'as  admitted  to 
Bellevue  Hospital  in  a stuporous  condition  after  his 
wife  had  found  him  on  the  floor  of  his  bedroom  in  a 
state  of  collapse.  No  further  history  was  obtained. 
Physical  examination  disclosed  a stuporous  male 
with  a left-sided  hemiplegia.  Aside  from  a blood 
pressure  of  170/110,  there  were  no  other  significant 
findings.  He  expired  twenty-four  hours  later. 
The  clinical  diagnoses  were  cerebrovascular  accident 
and  hypertensive  cardiovascular  disease. 

Necropsy  Report. — Postmortem  examination 

showed  a cerebral  hemorrhage  (right  frontal  lobe), 
arteriolar  nephrosclerosis,  and  a hypertrophy  of  the 
heart.  (The  remainder  of  the  description  of  the 
postmortem  findings  will  be  limited  to  the  three 
malignant  tumors.) 

The  left  upper  lobe  bronchus  was  partially  sten- 
osed  by  a mass  of  firm  white  tissue  that  was  3 cm.  in 
diameter.  The  mass  infiltrated  beyond  the  bronchus 
into  the  lung  parenchyma.  The  adjacent  lymph 


nodes  were  moderately  enlarged  and  contained  simi- 
lar tissue.  Histologic  section  of  these  areas  showed 
numerous  nests  of  atypical  squamous  cells  in  which 
there  was  considerable  keratin  formation.  The 
bronchial  mucosa  was  replaced  by  these  cells,  and 
the  entire  thickness  of  the  bronchial  wall  was  in- 
filtrated. The  lymph  nodes  contained  similar  cells. 
Diagnosis:  squamous  cell  carcinoma  of  the  right 

upper  lobe  bronchus  (Fig.  1). 

The  pancreas  was  not  increased  in  size.  In  the 
tail,  the  normal  pink  lobulated  architecture  was  re- 
placed by  a 2.5  cm.  mass  of  firm  white  tissue  that 
had  infiltrated  into  the  surrounding  tissue.  Histo- 
logic section  taken  from  this  mass  showed  many 
acini  lined  with  atypical  columnar  cells  in  which 
the  nuclei  had  lost  their  polarity  and  were  hyper- 
chromatic  and  irregular  in  shape.  Many  of  these 
atypical  cells  had  invaded  into  the  surrounding 
pancreatic  tissue.  Diagnosis:  adenocarcinoma  of 

the  tail  of  the  pancreas  (Fig.  2). 

The  prostate  was  normal  in  size.  Except  for  a few 
small  nodules,  it  appeared  relatively  normal.  Histo- 
logic sections  of  the  prostate  showed  that  several  of 
these  nodules  consisted  of  atypical  epithelial  cells 
that  had  formed  solid  nests  of  cells  filling  the  acini. 


Fig.  2.  Photomicrograph  (hematoxylin-eosin) 
showing  adenocarcinoma  of  pancreas. 
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Fig.  3.  Photomicrograph  (hematoxylin-eosin) 
showing  carcinoma  of  prostate  with  carcinoma  cells 
in  perineural  lymphatics. 

There  were  solid  cords  and  strands  of  these  cells  in 
the  adjacent  parenchyma.  The  perineural  and 
perivascular  lymphatic  vessels  were  filled  with  these 
cells.  Diagnosis:  carcinoma  of  prostate  (Fig.  3). 

Discussion 

The  criteria  originally  established  for  the 
diagnosis  of  multiple  distinct  primary  malignant 


tumors  were  that  the  various  tumors  must  have 
distinct  gross  points  of  origin,  that  they  must  be 
histologically  different,  and  that  each  tumor 
must  have  its  own  metastases. 

In  recent  years  the  three  criteria  have  been 
modified  to  the  extent  that  metastases  as  one  of 
the  criteria  has  been  replaced  by  the  requirement 
that  the  signs  of  malignancy  must  be  unmistak- 
able, as,  for  instance,  infiltration  into  the  sur- 
rounding tissue.  In  this  case  all  of  these  criteria 
were  fulfilled.  The  bronchial  tumor  was  squa- 
mous cell  in  type;  the  pancreatic  tumor  was 
glandular,  and  the  prostatic  tumor  consisted  of 
small  undifferentiated  cells.  The  bronchial  tu- 
mor had  infiltrated  beyond  the  cartilage  and  had 
metastasized  to  the  regional  lymph  nodes.  The 
pancreatic  tumor  had  invaded  the  surrounding 
parenchyma  and  was  unencapsulated.  The 
prostatic  tumor  had  spread  into  the  perineural 
and  perivascular  lymphatic  vessels.  All  three 
had  distinct  gross  points  of  origin.  It  is  a point 
of  additional  interest  that  all  three  were  present 
simultaneously  and  had  not  produced,  as  far  as 
was  known,  any  subjective  clinical  manifesta- 
tions. 

Summary  and  Conclusions 

1.  The  incidence  of  multiple  malignant  tu- 
mors in  690  postmortem  examinations  on  cases 
with  malignant  tumors  was  3.2  per  cent.  This 
is  in  agreement  with  the  incidence  of  3.7  per  cent 
recorded  by  Warren  in  1932. 

2.  The  incidence  of  single  malignant  tumors 
in  5,000  consecutive  postmortem  examinations 
was  13.8  per  cent.  This  is  the  identical  incidence 
obtained  fifteen  years  ago  in  an  exhaustive  analy- 
sis of  115,813  autopsies. 

3.  The  high  incidence  of  multiple  malignant 
tumors  would  tend  to  support  the  mutation 
theory  of  the  origin  of  cancer. 

4.  An  additional  case  of  three  distinct  pri- 
mary carcinomata  arising  in  three  distinct  organs 
(bronchus,  pancreas,  and  prostate)  is  presented. 

Reference 

1.  Warren.  S.,  and  Gates.  O. : Cancer  16:  1358  (Nov.) 
1932. 


LUMBAR  SYMPATHECTOMY  PERFORMED  ON  THE  KING 


The  King  has  undergone  the  operation  of  lumbar 
sympathectomy  by  Dr.  J.  R.  Learnmonth  professor 
of  surgery  at  the  University  of  Edinburgh,  assisted 
by  Dr.  J.  Paterson  Ross,  professor  of  surgery  at  the 
University  of  London.  The  operation  was  without 
incident.  The  King  has  for  some  months  been  under 
the  medical  treatment  of  a corps  of  specialists  for 
difficulties  in  the  circulation  in  the  legs  due  to  arterial 


troubles.  In  the  left  leg  the  flow  of  blood  has  been 
restored  in  the  main  arteries  to  a satisfactory  degree. 
But  in  the  right  leg  the  main  artery  is  still  obstructed 
and  the  circulation  is  still  less  efficient  than  in  the 
left  through  a collateral  circulation.  With  a view  to 
improving  the  circulation  in  the  right  foot,  right 
lumbar  sympathectomy  has  been  performed. — 
J.A.M.A.,  April  23,  1943 


Case  Reports 


PRIMARY  FIBROSARCOMA  OF  THE  HEART  WITH  METASTASES 

Harry  Cohen,  M.D.,  Bronx,  New  York 
( From  the  Lebanon  Hospital) 


A LTHOUGH  primary  tumor  of  the  heart  is  rare 
in  the  experience  of  any  one  pathologic  labora- 
tory, the  total  number  of  cases  recorded  in  the  litera- 
ture forms  an  impressive  collection.  However,  as 
noted  by  Wall  and  Vichery,  primary  tumor  of  the 
heart  with  distant  metastases  is  particularly  rare.1 
Wartman  and  Hellerstein,  in  their  report  of  heart 
disease  in  2,000  consecutive  autopsies,  state  that 
they  found  16  cases  of  neoplasm  of  which  one  was  a 
primary  leiomyosarcoma  of  the  right  atrium  with 
direct  extension  into  the  superior  vena  cava,  left 
subclavian  vein,  and  myocardium  of  the  right  ven- 
tricle and  left  atrium.2  Metastases  were  also  found 
in  the  lungs  and  adrenals. 

It  is  of  great  interest  that  the  diagnosis  is  rarely 
made  antemortem,  although  there  are  three  estab- 
lished cases  of  primary  intracardiac  tumor  that  were 
recognized  prior  to  death.  These  cases  were  re- 
ported by  Popp,  Barnes  et  al.,  and  Shelburne.3-6 
In  the  opinion  of  the  observers  cited,  there  are 
certain  suggestive  or  diagnostic  features  of  a tumor 
of  the  heart: 

1.  Unexplained  and  intractable  cardiac  failure 
which  is  often  the  first  and  last  episode  of  decom- 
pensation. 

2.  Unexplained  and  sometimes  inconstant  chan- 
ges in  cardiac  rhythm,  sounds,  and  size,  as  judged 
by  physical,  roentgen,  and  electrocardiographic 
examinations. 

3.  Development  of  a hemorrhagic  pericardial 
effusion.  (Tumor  cells  in  fluid  confirm  the  diagno- 
sis.) 


4.  Unexplained  signs  of  obstruction  of  cardiac 
flow  or  of  the  blood  flow  of  the  major  thoracic  ves- 
sels. 

5.  A specimen  removed  in  arterial  embolectomy 
which  is  shown  on  microscopic  examination  to  be 
derived  from  a tumor  of  the  heart. 


Case  Report 

Patient  C.  G.,  an  obese  white  woman,  age  thirty, 
gravida  0,  Para  0,  was  first  seen  April  1,  1947,  com- 
plaining of  cough,  sore  throat,  and  elevated  tem- 
perature. Her  past  history  and  family  history  were 
entirely  noncontributory.  Patient  responded  to 
antipyretic  medication  and  bed  rest.  The  tempera- 
ture again  became  elevated  within  a few  days,  and 
the  patient  complained  of  chills  and  fever,  cough, 


pain  in  the  left  chest,  and  bloody  sputum.  Physical 
examination  revealed  dullness,  moist  rales,  and 
bronchovesicular  breathing  in  the  right  lower  lobe 
posteriorly.  The  patient  refused  hospitalization, 
and  treatment  was  instituted  at  home  with  daily 
intramuscular  injections  of  300,000  units  penicillin 
in  oil  and  wax  and  oral  sulfadiazine  with  sodium 
bicarbonate.  After  six  days,  the  chest  signs  re- 
solved, but  the  temperature  did  not  return  completely 
to  normal.  The  patient  was  convinced  that  she 
should  be  hospitalized  for  a more  complete  study 
and  necessary  therapy. 

The  patient  was  not  seen  again  for  several  days 
until  she  was  hospitalized  on  May  2,  1947.  At, 
this  time  the  patient  was  cyanotic  but  not  dyspneic. 
Physical  examination  of  the  chest  revealed  evidence 
of  bilateral  pleural  effusion  posteriorly;  the  heart 
sounds  were  muffled  and  distant  but  regular  in 
rhythm.  The  blood  pressure  was  105/80.  Al- 
though a pericardial  effusion  was  suspected  clinical- 
ly, the  roentgenologist  did  not  corroborate  the 
clinical  impression.  There  was  no  evidence  of 
ascites  or  peripheral  edema.  The  temperature 
was  102.4  F.,  pulse  120,  and  respirations  20. 

The  clinical  impression  was  bilateral  pleural 
effusion  and  pericarditis  with  effusion  possibly  on  a 
rheumatic  basis  with  panserositis. 

Laboratory  data  were  as  follows:  hemoglobin  81 
per  cent,  red  blood  cells  4,200,000,  white  blood  cells 
8,600,  polymorphonuclears  68,  lymphocytes  27, 
eosinophils  2,  and  monocytes  3.  Urinalysis  was 
acid  with  a specific  gravity  of  1.023,  clear  yellow, 
1 plus  albumin,  sugar  negative,  and  microscopic 
negative.  Blood  culture  was  negative  after  four 
days.  Sputum  was  negative  for  tubercle  bacilli. 
Also  negative  were  the  heterophil  reaction  and  the 
Mantoux  test.  Sedimentation  rate  was  8 mm.  per 
hour  (Westergren). 

Chest  x-rays  showed  “bilateral  pleural  effusions, 
cardiac  contours  not  distinguished  from  adjacent 
shadows.  Trachea  in  the  midline.”  Electrocar- 
diogram report  was  “QRS  complexes  of  very  low 
voltage  in  all  leads  and  slurred.  T moderately  low 
voltage,  T2  and  T»  isoelectric  and  T3  inverted. 
Impression:  myocardial  damage  and  poor  function 
with  the  marked  changes  probably  due  to  pericar- 
dial effusion  with  poor  circulation.” 

The  patient’s  general  condition  remained  un- 
improved; the  cyanosis  was  present  almost  con- 
stantly. The  blood  pressure  ranged  from  110/70 
to  84/70,  and  the  respirations  from  15  to  30  per 
minute,  the  temperature  fluctuating  between 
99  and  103  F.  The  patient  could  not  tolerate 
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salicylates,  and,  with  no  response  to  penicillin, 
therapy  was  changed  to  streptomycin.  In  addi- 
tion, intramuscular  liver  was  given  twice  a week  and 
B-complex  daily. 

On  May  8,  1947,  chest  x-ray  was  reported  as 
showing  “little  change  at  bases  of  lungs.  The  heart 
is  enlarged  to  the  right  and  left.  Impression: 
pleural  effusions  and  cardiac  enlargement.”  On 
May  14,  an  attempt  was  made  to  do  bilateral  thor- 
acocentesis, but  only  several  cubic  centimeters  of 
what  appeared  to  be  blood  was  obtained.  The 
following  day  further  x-ray  of  the  chest  was  reported 
as  “showing  blunting  of  both  costophrenic  bases, 
less  than  previously  reported.  The  heart  is  enlarged 
to  the  left  and  right.  Impression:  resolving  bi- 
lateral pleural  effusion.  Cardiac  enlargement.” 

The  patient  had  repeated  blood  counts  and  urin- 
analyses  with  no  important  changes  until  May  15, 
when  the  blood  count  revealed  a moderate  anemia 
of  hemoglobin  62  per  cent,  red  blood  cells  3,560,000, 
white  blood  cells  12,800  with  a differential  of  poly- 
morphonuclears  75,  lymphocytes  21,  eosinophils  1, 
and  monocytes  3.  In  view  of  the  anemia,  it  was 
decided  to  give  500  cc.  of  whole  blood  transfusion. 
The  patient  was  typed  and  found  to  be  group  A, 
Rh  positive.  On  May  17,  a citrated  transfusion  was 
started  very  slowly,  and,  after  150  cc.  were  given,  the 
patient  suddenly  had  a severe  reaction  with  a chill, 
marked  cyanosis,  and  dyspnea.  The  transfusion 
was  immediately  discontinued,  and  the  patient 
was  given  adrenalin  and  oxygen.  The  patient  was 
again  typed  and  found  to  be  group  A,  Rh  positive 
and  compatible  with  the  blood  given  although  it 
was  O blood.  The  same  day  the  patient  was  trans- 
ferred to  Lebanon  Hospital  where  she  was  imme- 
diately placed  on  the  critical  list.  She  now  showed 
marked  cyanosis  especially  of  the  head  and  neck, 
severe  orthopnea,  and  markedly  distended  neck 
veins  on  lying  flat.  The  blood  pressure  was  90/70, 
and  the  heart  sounds  were  found  to  be  distant  and 
muffled  but  regular.  Pulse  was  very  shallow  and  of 
poor  quality. 

Soon  after  admission,  an  x-ray  of  the  chest  was 
reported  as  showing  “marked  enlargement  of  the 
cardiac  shadow  to  the  left  and  right  in  a symmetric 
manner.  The  cardiodiaphragmatic  angle  is  obtuse 
and  suggestive  of  a large  pericardial  effusion. 
Whether  the  heart  is  enlarged  cannot  be  deter- 
mined.” 

That  night,  because  of  the  critical  tamponading 
of  the  heart,  a pericardial  paracentesis  was  per- 
formed through  the  anterior  route,  and  200  cc.  of 
bloody  fluid  were  removed  which  did  not  clot  on 
standing.  There  was  immediate  improvement  in 
the  orthopnea  and  cyanosis,  the  neck  veins  markedly 
diminished  in  their  distention,  and  the  blood  pres- 
sure rose  to  120/80.  However,  the  patient’s  general 
condition  was  still  critical,  and  she  was  given  oxygen 
constantly,  and  salicylates  which  were  not  tolerated. 
Because  of  the  bloody  pericardial  effusion,  a diagno- 
sis of  malignancy  was  now  entertained. 

Another  chest  x-ray  on  May  23  was  reported  as 
revealing  “a  moderate  left  pleural  effusion  with 
marked  decrease  in  the  amount  of  fluid  in  the 
pericardial  sac.”  Accordingly,  on  May  24,  a left 
thoracentesis  was  performed  and  1,050  cc.  of  bloody 
fluid  were  removed  which  did  not  clot  on  standing. 

The  fluid  from  the  pericardial  sac  and  pleural 
cavity  failed  to  reveal  any  organisms  or  malignant 
cells. 


The  patient’s  course  was  continuously  downhill, 
and  she  expired  on  May  27,  1947. 

Postmortem  Examination. — The  organs  were  re- 
moved through  a thoracoabdominal  incision.  The 
pleural  and  pericardial  cavities  were  filled  with  a 
bloody  fluid.  The  peritoneal  cavity  contained  about 
500  cc.  of  serosanguinous  fluid.  The  heart  weighed 
375  Gm.  The  right  auricle  was  the  seat  of  a large, 
hemorrhagic,  nodular,  hard  neoplasm  the  size  of  a 
baseball,  which  invaded  the  entire  auricle  to  the 
subendocardium  and  extended  posteriorly  to  the 
esophagus.  The  mass  extended  in  grapelike, 
hemorrhagic  clusters  around  the  epicardium  and 
had  several  implantations  on  the  pericardium. 
All  the  chambers  of  the  heart  were  within  normal 
limits,  except  the  right  auricle,  which  was  narrowed 
by  the  tumor  invasion.  The  remainder  of  the  heart 
was  essentially  negative. 

On  frozen  section,  the  tumor  revealed  fibrosar- 
coma. Microscopic  sections  confirmed  this  diag- 
nosis, revealing  spindle-shaped  cells  varying  in 
size,  shape,  and  staining  reaction.  Mitoses  were 
evident.  Areas  of  necrosis  and  hemorrhage  were 
seen.  Tumor  giant  cells  were  present. 

The  spleen  was  enlarged,  congested,  and  soft 
and  showed  a metastatic  growth  measuring  about 
25  mm.  in  its  greatest  diameter.  This  was  con- 
firmed by  microscopic  study. 

The  lungs  weighed  1,200  Gm.  The  bronchial 
tree  appeared  normal,  and  the  lungs  showed  several 
infarcts,  each  measuring  a few  centimeters  in  di- 
mension. 

On  microscopic  section  the  right  lung  revealed 
masses  of  infiltrating  tumor  and  atelectasis. 

The  other  organs  were  essentially  negative. 

Anatomic  diagnoses  were  (1)  fibrosarcoma,  right 
auricle,  with  metastases  to  epicardium  and  pericard- 
ium and  to  spleen  and  right  lung  and  adjacent 
lymph  nodes;  (2)  cardiac  tamponade,  massive 
pericardial  and  bilateral  pleural  effusion;  (3) 
ascites;  (4)  chronic  passive  congestion  of  fiver; 
(5)  chronic  passive  congestion  of  spleen  with  spleno- 
megaly, and  (6)  follicular  cyst  of  right  ovary. 

Summary  and  Conclusion 

A case  of  primary  fibrosarcoma  of  the  heart  with 
metastases  to  the  adjacent  lymph  glands,  right  lung, 
and  spleen  is  presented  because  of  its  rarity. 

Although  primary  tumor  of  the  heart  is  rare,  it 
must  be  considered  in  the  differential  diagnosis  of 
hemorrhagic  pericardial  effusion.  The  failure  to 
find  malignant  cells  on  careful  examination  of  the 
fluid  does  not  rule  out  this  uncommon  condition. 


I am  very  grateful  to  Dr.  Herman  L.  Frosch  for  his  kind 
criticisms  and  aid  with  this  case. 
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CEREBRAL  HEMORRHAGE  (NONTRAUMATIC)  IN  ADOLESCENCE 

B.  Effron,  M.D.,  A.  A.  Rosenberg,  M.D.,  and  H.  Muller,  M.D.,  Poughkeepsie,  New  York 

( From,  the  Departments  of  Pediatrics  and  Pathology,  Vassar  Brothers  Hospital) 


C^EREBRAL  hemorrhage  (non traumatic)  is  usu- 
ally  looked  upon  as  an  expression  of  severe 
vascular  changes  in  advanced  age.  However,  even 
the  early  years  of  life  may  be  abruptly  terminated 
by  intracranial  hemorrhage,  and  the  literature  re- 
veals that  such  situations  are  not  too  uncommon.1-12 
Bagley  writes,  “I  wish  to  emphasize  that  spontane- 
ous cerebral  hemorrhage  is  a common  accident  and 
may  occur  at  any  age.”13 

We  are  reporting  on  two  cases  of  nontraumatic 
cerebral  hemorrhage  in  adolescence. 

Case  Reports 

Case  1. — M.  P.,  a white  girl,  age  thirteen,  was  ad- 
mitted to  Vassar  Brothers  Hospital  on  July  2, 1947. 
She  had  been  perfectly  well  until  this  time.  At 
2 : 45  p.m.,  while  in  a bank  with  her  mother,  she 
suddenly  developed  severe  frontal  headache.  She 
was  taken  home;  the  headache  increased  in  severity, 
and  she  became  delirious.  She  vomited  at  about 
4 : 00  p.m.  , became  comatose,  and  collapsed.  There 
was  no  history  of  any  recent  or  remote  head  trauma, 
falls  or  accidents,  or  any  recent  illnesses.  Removal 
of  tonsils  and  adenoids  had  been  done  two  weeks  be- 
fore with  no  postoperative  hemorrhage  or  complica- 
tions. Two  years  previously  she  had  a lobar  pneu- 
monia which  was  treated  successfully  at  home  with 
penicillin.  There  were  no  severe  childhood  illnesses. 
The  mother  states  that  labor  and  delivery  had  been 
normal,  and  the  neonatal  period  had  been  unevent- 
ful. She  had  one  brother,  age  eighteen,  alive  and 
well. 

Patient  was  comatose,  making  aimless  motions 
with  the  right  upper  extremity  and  attempting  to 
scratch  the  right  nostril.  The  right  pupil  w7as 
dilated  and  did  not  react  to  light.  The  left  pupil 
was  normal  in  size  and  reacted  to  light.  The  neck 
was  not  stiff,  and  there  was  no  Babinski  or  Brud- 
zinski  sign.  The  abdominal  reflexes  were  absent. 
The  pulse  was  not  obtainable,  and  the  skin  was  cold 
and  clammy.  The  heart  sounds  were  of  poor 
quality,  and  there  was  a bradycardia,  rate  44, 
regular.  The  blood  pressure  was  100/60.  There 
was  no  odor  to  the  breath.  She  had  been  brought  to 
the  hospital  by  ambulance. 

A spinal  tap  revealed  a pressure  of  over  800  mm.  of 
water.  The  spinal  fluid  was  pink,  and  on  examina- 
tion revealed  1 white  blood  cell,  many  red  blood 
cells,  and  one  plus  globulin.  The  eye  grounds  re- 
vealed some  haziness  of  the  disk  margins.  A blood 
sugar  test  was  reported  as  219  mg.  per  cent,  and 
the  urine  revealed  a 3 per  cent  sugar,  2 plus  acetone, 
faint  trace  of  albumin,  and  a specific  gravity  of 
1.036.  The  temperature  was  101  F.  by  8 : 00  p.m., 
and  she  sank  deeper  and  deeper  into  coma  and  ex- 
pired at  11:00  p.m.,  approximately  eight  hours 
after  the  onset  of  her  headache.  The  culture  of  the 
spinal  fluid  was  sterile. 

Autopsy. — Because  of  the  difficulty  in  getting  per- 
mission for  the  autopsy,  only  the  head  was  ex- 
amined, since  the  chief  pathology  was  presumably 
there. 

General  External  Appearance:  The  body  was 

that  of  a well-developed  and  well-nourished  girl, 


thirteen  years  of  age,  wrho  seemed  to  he  mature  for 
her  age.  There  were  no  external  signs  of  injury. 
The  hair  on  the  head  was  thick  and  abundant. 
The  scalp  was  firmly  adherent  to  the  skull.  The 
skull  was  thick  but  not  abnormal  and  showed  no 
fracture  or  sign  of  injury.  The  dura  w'as  firmly 
adherent  to  the  skull,  as  is  usual  in  the  young. 
On  removing  the  dura,  the  brain  wras  found  to  be 
swollen,  tightly  filling  the  cranial  cavity.  The 
convolutions  w ere  flattened  out,  and  the  sulci  were 
obliterated  so  that  increased  intracranial  pressure 
w7as  indicated.  There  was  very  little  cerebro- 
spinal fluid,  the  subarachnoid  spaces  being 
obliterated  by  the  increased  size  of  the  brain. 
There  was  no  sign  of  hemorrhage  on  the  external 
surface  of  the  brain,  nor  was  there  any  sign  of 
trauma,  such  as  lacerations.  The  brain  surface 
wras  pale,  showing  no  congestion  and  no  inflam- 
matory exudate.  The  consistency  of  the  brain 
was  definitely  softer  than  usual  so  that  removal 
was  difficult.  There  appeared  to  be  no  difference 
in  the  size  of  the  left  and  right  cerebral  hemi- 
spheres. First,  the  left  lateral  ventricle  was 
opened  by  a longitudinal  incision  from  above. 
This  was  normal  in  size  and  contained  no  excess 
fluid  or  blood.  Further  longitudinal  sections  were 
made  of  the  left  hemispheres.  Nothing  unusual 
was  revealed.  Then  the  right  lateral  ventricle 
w'as  opened,  and  this  also  proved  to  be  negative, 
but  on  extending  the  incision  backward,  a poorly 
circumscribed  cavity  was  revealed  in  the  occipital 
lobe.  This  cavity  was  covered  laterally  by  a thin 
layer  of  cortex,  thus  not  communicating  directly 
with  the  surface  of  the  brain.  The  cavity  was 
several  centimeters  in  diameter,  contained  about 
10  cc.  of  dark  red  blood,  evidently  not  absolutely 
fresh  and  bright  red.  The  cavity  was  lined  with  a 
thin  layer  of  shaggy  gray  material  with  numerous 
prominent  red  spots,  resembling  the  open  ends  of 
small  blood  vessels.  The  cerebellum  wras  normal. 
Also  the  third  and  fourth  ventricles  were  normal. 

Microscopic:  Many  sections  wrere  made  of  the 
wall  of  the  cavity  in  the  brain.  None  of  them 
showed  any  neoplastic  tissue.  There  were  numer- 
ous small  hemorrhages  in  the  brain  around  the 
cavity,  and  there  wras  blood  on  the  surface  of  the 
wall  of  the  cavity.  The  cavity  had  no  lining  but 
consisted  of  brain  tissue.  Gross  and  microscopic 
appearances  were  all  in  favor  of  a spontaneous 
intracerebral  hemorrhage.  No  single  vessel  from 
which  the  hemorrhage  took  place  could  be  found. 

The  diagnosis  was  spontaneous  intracerebral 
hemorrhage. 

Case  2. — F.  B.,  a w'hite  boy,  age  fourteen,  was 
admitted  on  October  8,  1947.  He  had  been  ap- 
parently well  for  some  time  prior  to  admission  and 
had  no  complaints  until  the  morning  of  October  8, 
1947.  He  had  eaten  a normal  breakfast  and  had 
gone  to  school,  where  he  became  nauseous  and 
vomited.  He  was  sent  to  lie  down  and  wTas  to  be 
taken  home  but  decided  to  go  on  his  own  and  went 
outside  and  collapsed  in  the  street.  He  was 
brought  to  the  hospital  in  a convulsive  seizure.  He 
had  had  lobar  pneumonia  the  previous  winter  and 
was  treated  with  good  results.  About  three  months 
previously  he  was  at  a Boy  Scout  camp  where  he 
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became  ill.  A stiff  neck  was  noted  for  a few  hours, 
but  it  did  not  persist.  He  recovered  in  two  days, 
and  the  diagnosis  was  an  upper  respiratory  infec- 
tion. There  was  no  history  of  headache,  diplopia, 
vomiting,  or  an  unsteady  gait. 

On  admission  the  patient  was  comatose.  The 
pupils  were  fixed  to  light,  and  there  was  marked 
nuchal  rigidity.  There  was  a positive  bilateral 
Kernig’s  and  an  equivocal  Babinski  on  the  left. 
The  heart  and  lungs  were  normal.  The  remainder 
of  the  body  was  not  abnormal. 

A spinal  tap  revealed  a grossly  bloody  fluid  under 
increased  pressure.  The  blood  pressure  was  106/54. 
Blood  sugar  on  October  8,  1947,  was  162  mg.  per 
cent,  urea  nitrogen  8.2  mg.  per  cent.  Skull  x-rays 
were  normal,  no  fracture  indicated.  Blood  count 
on  admission  revealed  102  per  cent  hemoglobin, 
4,680,000  red  blood  cells,  color  index  of  1.08,  12,900 
white  blood  cells  with  90  per  cent  polymorpho- 
nuclears,  9 per  cent  lymphocytes,  and  1 per  cent 
monocytes.  White  count  repeated  two  days  later 
showed  24,250  white  blood  cells,  with  93  per  cent 
polvmorphonuclears  and  7 per  cent  lymphocytes. 
A repeat  spinal  tap  on  October  10,  1947,  was  still 
bloody.  Due  to  the  grossly  bloody  characteristics 
of  the  spinal  fluid  a cell  count  and  chemistry  were  not 
done.  The  temperature  ranged  from  100  to  102  F. 
He  began  to  clear  mentally  but  was  drowsy  and  had 
a severe  headache  and  stiff  neck.  A spinal  tap  one 
week  after  admission,  taken  on  October  15,  1947,  re- 
vealed xanthochromic  fluid,  and  a pressure  of  130 
mm.  of  water.  The  spinal  fluids  of  October  8 and 
10  were  reported  sterile.  On  October  19  he  had 
another  convulsion,  and  the  course  was  downhill. 
He  became  comatose,  and  another  spinal  tap  re- 
vealed gross  blood.  A hemorrhage  was  noted  in  the 
left  fundus  oculi.  He  expired  on  October  22,  1947, 
fourteen  days  after  onset. 

A ulopiy 

General  External  Appearance:  The  body  was 
that  of  a white  boy,  fourteen  years  of  age,  thin, 
with  some  loss  of  weight.  There  were  no  external 
pathologic  signs. 

1 lead : The  scalp  and  skull  were  normal.  There 
was  no  sign  of  fracture  in  the  skull.  The  cranial 
cavity  was  first  opened.  The  dura  had  a bluish 
tinge.  On  cutting  it  along  the  edges  and  lifting 
it  off  the  brain,  to  which  it  was  closely  applied, 
very  little  spinal  fluid  was  found  to  be  present. 
In  fact  the  surface  of  the  brain  was  unusually  dry. 
The  veins  wrere  large,  dilated,  and  very  prominent. 
No  free  blood  was  present  on  the  convex  surface  of 
the  brain.  The  convolutions  were  flattened  out, 
showing  definitely  increased  intracranial  pressure. 
On  removing  the  brain,  a small  amount  of  dark 
red,  slightly  clotted  blood  was  found  on  the  sur- 
face of  the  anterior  portion  of  the  left  frontal  lobe. 
A small  hole  was  present  in  the  cortex  on  the 
undersurface  of  the  left  frontal  lobe.  The  left 
frontal  lobe  was  soft  and  fluctuant,  and  looking 
into  the  defect,  there  was  seen  to  be  a hemorrhage 
into  the  left  frontal  lobe.  No  more  dissection  of 
the  brain  was  done,  but  it  was  removed  in  its 
entirety  and  put  into  formalin  for  fixation.  At  the 
base  of  the  brain  there  were  some  small  patches 
of  clotted  blood  adherent  to  the  brain. 

After  several  weeks’  fixation  in  formalin  the 
brain  was  cut  in  many  transverse  sections. 

Beginning  at  the  circle  of  Willis  in  the  region  of 
the  optic  chiasma,  there  was  found  a large,  throm- 
bosed hemorrhage  extending  forward  in  the  gen- 
eral direction  of  the  left  anterior  cerebral  artery. 
This  clot  was  subarachnoid  and  extended  into  the 
brain  tissue  to  a depth  of  3 cm.  and  forward  to  the 


anterior  surface  of  the  left  frontal  lobe.  It  had 
ruptured  through  the  base  of  the  left  frontal  lobe 
so  that  some  blood  clots  were  found  on  the  under 
surface  of  this  lobe. 

There  was  also  present  a large  clot  of  blood  in 
the  left  lateral  ventricle  distending  the  ventricle 
and  extending  backwards  into  the  third  and 
fourth  ventricles  and  appearing  also  to  a slight 
extent  in  the  right  lateral  ventricle.  This  hemor- 
rhage was  most  marked  on  the  left  side  and  from 
its  appearance  seemed  to  be  of  a later  date  than 
the  hemorrhage  of  the  left  cerebral  artery. 

The  gross  description  of  the  cerebral  hemorrhages 
suggests  that  there  was  an  initial  spontaneous 
hemorrhage  from  the  left  anterior  cerebral  artery. 
This  hemorrhage  was  fairly  well  organized.  There 
was  a later  hemorrhage  into  the  ventricles.  Both 
were  presumably  not  due  to  an  injury,  since  there 
was  no  sign  of  it. 

Diagnosis  was  spontaneous  subarachnoid  and 
intracerebral  hemorrhage  from  left  anterior  cerebral 
artery,  spontaneous  intraventricular  cerebral  hemor- 
rhage from  choroid  plexus,  and  emphysema  of  lung. 

Comment 

The  youth  of  the  patients  may  provide  an  ob- 
stacle to  the  diagnosis,  but  the  suddenness  and 
severity  of  cerebral  symptoms  usually  leave  no  doubt 
as  to  what  has  transpired.  There  may  be  rapid 
exodus,  as  in  Case  1,  or  the  symptoms  may  be  pro- 
longed, as  in  Case  2,  and  the  clinical  picture,  at  least 
in  the  latter  instance,  is  such  that  the  diagnosis  of 
meningitis  must  be  considered.  This  is  usually 
ruled  out  by  the  spinal  fluid  findings. 

The  combination  of  coma  and  hyperglyceyna 
with  glycosuria  raises  the  very  important  question  of 
diabetic  coma.  It  is  not  unusual  to  find  hypergly- 
cemia with  its  attendant  urinary  findings  in  cases  of 
cerebral  hemorrhage.  The  differential  diagnosis 
rests  largely  on  the  past  history  of  the  patient  and 
the  subsequent  course.  It  is  noted  that  both  of 
these  cases  gave  a recent  history  of  lobar  pneumonia, 
but  it  is  hard  to  conceive  that  this  infection  had  any 
part  to  play  in  the  subsequent  cerebial  episodes, 
especially  in  view  of  the  fact  that  in  neither  case  was 
the  pneumonia  severe  nor  were  there  any  complica- 
tions. In  Case  1 there  had  been  a recent  tonsillec- 
tomy and  adenoidectomy,  and  again  it  would  be 
hard  to  conceive  any  possible  link  between  this  and 
the  hemorrhage. 

It  is  difficult  to  imagine,  as  an  isolated  event,  trau- 
matic rupture  of  vessels  situated  deeply  in  the  cere- 
bral or  cerebellar  substance,  and  the  difficulty  is 
increased  when  no  history  of  violence  can  be  ob- 
tained. It  is  true  that  aneurysms  give  rise  to  cere- 
bral hemorrhage  in  apparently  healthy  persons,  but 
the  vessels  involved  are  usually  those  at  the  base  of 
the  brain  and  most  commonly  in  or  near  the  circle 
of  Willis.7  Capillary  telangiectases  are  liable  to 
give  rise  to  intracranial  hemorrhage  in  young  adults 
but  are  most  common  in  the  posterior  fossa.8 
Westphal  is  of  the  belief  that  cerebral  hemorrhage  is 
preceded  by  ischemia,  the  result  of  angiospasm.14 
During  the  angiospastic  period  the  tissues  surround- 
ing the  vessels  are  altered,  and  when  the  spasm  is 
relieved,  these  tissues  do  not  offer  sufficient  resist- 
ance to  the  vessel  walls,  and  leakage  results.  Others 
feel  that  the  failure  of  normal  development  of  intra- 
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cranial  structures  offers  greater  response  to  less 
trauma,  the  type  of  trauma  which  ordinarily  would 
have  no  effect.6  Hypoplastic  vessels  as  found  in 
patients  with  the  so-called  “thymic  syndrome”  are 
more  readily  subject  to  rupture,  even  spontaneously, 
than  normal  vessels.  Forbus  has  shown  that  minute 
defects  in  the  muscular  coats  of  arteries,  especially 
at  vessel  junctions,  may  be  regarded  as  potential 
aneurysms  or  blow  out  points.16  Globus  and 
Strauss  have  done  a thorough  study  on  the  subject.16 
They  feel  that  there  has  been  confusion  between 
cause  and  result.  Their  clinical  and  pathologic 
studies  show  that  spontaneous  cerebral  hemorrhage 
is  a terminal  phase  in  a sequence  of  events.  These 
events  have  their  beginning  in  a generalized  or  some- 
what localized  disease  of  the  cerebral  vessels,  which 
results  in  a closure  of  one  or  more  of  such  vessels. 
The  area  supplied  by  these  vessels  becomes  ischemic, 
and  there  is  consequent  focal  encephalomalacia. 
With  the  production  of  such  an  area  of  softening,  an 
area  of  diminished  resistance  is  created,  which  is  the 
important  factor  in  the  causation  of  the  cerebral 
hemorrhage.  Their  cases  included  no  young  adults 
and  parallel  somewhat  the  theory  advanced  by 
Westphal.14 

There  is  no  unanimity  of  opinion  as  to  the  exact 
cause  or  causes  for  spontaneous  cerebral  hemorrhage 


in  adolescence.  The  two  cases  here  reported  do  not 
offer  any  definite  explanation  as  to  causation  but 
emphasize  the  fact  that  cerebral  hemorrhage  must 
be  looked  for  and  thought  of  even  in  young  adults. 

Summary 

Two  cases  of  spontaneous  cerebral  hemorrhage  in 
adolescents  are  presented  with  autopsy  findings.  A 
short  review  of  the  literature  and  the  prevailing 
views  as  to  cause  are  included. 
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PHYSICIANS  FORM  COMMITTEE  TO  STUDY  TREATMENT  OF  ALCOHOLICS 


A warning  that  untrue  statements  are  being  pub- 
lished about  a newly  discovered  drug  purporting 
“to  cure  alcoholism  for  a year  with  one  dose”  was 
issued  today  by  Dr.  Edwin  G.  Zabriskie,  professor 
emeritus  of  clinical  neurology  at  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  and 
consultant  neurologist  to  the  Neurological  Insti- 
tute of  Columbia  Presbyterian  Medical  Center. 
Dr.  Zabriskie  spoke  as  chairman  of  the  newly 
formed  Organization  Committee  for  Research  on 
Medical  Treatment  of  Alcoholic  Patients,  which  is 
developing  plans  for  the  investigation  of  a drug 
known  as  tetraethyl  thiuram  disulfide,  now  being 
used  in  Denmark  and  Sweden  for  the  treatment  of 
alcoholics. 

“The  Committee  feels  that  the  toxic  properties 
and  therapeutic  value  of  this  drug  have  not  been 
fully  explored,”  Dr.  Zabriskie  states.  “Improper 
use  of  the  drug  may  prove  detrimental  to  fie  de- 
velopment of  a sound  treatment  which  would  benefit 


hundreds  of  thousands  of  alcoholics.  According  to 
the  clinical  reports  of  Danish  physicians,  the  results 
of  treatment  with  this  drug  are  sufficiently  encourag- 
ing to  justify  additional  research,  which  should  be 
completed  before  the  drug  is  released  by  the  United 
States  Food  and  Drug  Administration  for  general 
use  by  physicians  in  the  treatment  of  alcoholics.” 
Other  members  of  the  Committee  are:  Dr.  Oskar 
Diethelm,  psychiatrist  in  chief,  New  York  Hospital; 
Dr.  Ralph  E.  Herendeen  roentgenologist,  Memorial 
Hospital;  Dr.  Walter  W.  Palmer,  Bard  professor 
emeritus  of  medicine,  Columbia  University  College 
of  Physicians  and  Surgeons;  Dr.  Thomas  A.  C. 
Rennie,  associate  professor  of  psychiatry,  New  York 
Hospital;  Dr.  I.  Ogden  Woodruff,  president  of  the 
Health  Council  of  Greater  New  York  City;  Dr.  A. 
T.  Milhorat,  associate  professor  of  medicine,  Cor- 
nell University  Medical  College;  Basil  G.  Eaves, 
former  member  of  the  staff  of  the  National  Tuber- 
culosis Association  and  acting  executive  secretary. 


TRICHINOSIS  COMPLICATING  PREGNANCV 

Jerome  Schwartz,  M.D.,  Bronx,  New  York 
( From  the  Department  of  Obstetrics,  Fordham  Hospital) 


T2ECAUSE  of  the  difficulty  of  diagnosing  the 
_L'  sporadic  case  of  trichinosis  and  because  of  the 
rarity  of  this  complication  in  pregnancy,  the  fol- 
lowing case  is  presented. 

Case  Report 

L.  A.,  a twenty- two-year-old,  white,  Italian  war 
bride,  para  O,  gravida  I,  was  first  seen  in  this  hos- 
pital on  November  6,  1947,  when  she  was  hospit- 
alized for  three  days  because  of  a mild  chronic  endo- 
cervicitis  and  cervical  erosion.  At  this  time  she 
was  five  months  pregnant.  Expected  date  of  con- 
finement was  March  11,  1948.  On  January  13, 
1948,  she  was  hospitalized  for  four  days  because 
of  a right-sided  pyelitis  which  responded  readily  to 
combined  sulfa  therapy. 

On  February  5,  1948,  she  came  to  the  clinic  com- 
plaining of  itching  and  swelling  of  both  eyes.  At 
this  time,  the  clinic  physician  thought  she  had  a 
mild  angioneurotic  edema,  and  pyribenzamine, 
50  mg.  a day,  was  prescribed.  On  February  10, 
the  patient  was  seen  in  the  admitting  room  of  this 
hospital,  where  a diagnosis  of  mumps  was  made, 
and  the  advisability  of  transferring  the  patient  to  a 
contagious  disease  hospital  was  being  considered. 
As  it  was  thought  unwise  to  transfer  the  patient  in 
her  present  condition,  she  was  admitted  to  the 
isolation  portion  of  the  obstetrical  service. 

Physical  examination  on  admission  revealed  a 
well-developed,  well-nourished  white  woman  with 
such  marked  edema  of  the  lids  that  the  eyelids  were 
practically  closed.  There  was  also  edema  of  the 
lower  half  of  the  face,  especially  pronounced  in  the 
pre-auricular  areas.  There  was  a 1 plus  pretibial 
edema  and  a 1 plus  edema  of  the  proximal  portions 
of  the  carpal  phalanges.  The  muscles  of  the  fore- 
arm, thigh,  and  calf  of  the  leg  were  tender  to  com- 
pression. Homan’s  sign  was  negative  bilaterally. 
The  remainder  of  the  physical  examination  was 
essentially  negative. 

The  white  blood  count  at  this  time  was  22,300 
with  77  per  cent  polymorphonuclears,  8 per  cent 
lymphocytes,  and  11  per  cent  eosinophils.  A diag- 
nosis of  acute  trichinosis  was  entertained  at  this 
time,  and  with  further  questioning  the  following 
history  was  obtained  from  the  patient. 

She  was  an  Italian  war  bride  who  had  been  in 
this  country  for  the  past  nine  months.  On  Febru- 
ary 2,  1948,  she  and  her  husband  had  pork  chops 
which  were  well  cooked,  since  she  knew  that  pork 
contained  “worms.”  On  Thursday,  February  5,  the 
day  she  appeared  in  clinic,  she  had  noticed  for  the 
first  time  a peculiar  swelling  about  her  eyes.  The 
pills  the  doctor  gave  her  did  not  help,  for  even 
though  she  took  them  as  prescribed,  the  swelling 
about  the  eyes  increased.  On  February  6,  she 
began  to  have  swelling  of  the  face  and  hands.  That 
night  her  temperature  rose  to  102  F.  and  was  ac- 
companied by  bouts  of  shaking  chills.  On  Febru- 
ary 8,  patient  noticed  pains  in  the  muscles  of  the 
forearm  and  calfs  of  her  legs.  A private  physician 
saw  her  on  February  9 and  recommended  that  she 
go  to  the  hospital  because  she  might  have  mumps. 
She  then  appeared  in  the  accident  ward  of  this 
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hospital  for  admission  on  February  10,  eight  days 
after  the  ingestion  of  the  pork  chops.  About 
11:00  a.m.  the  patient  was  having  irregular  abdom- 
inal cramps,  and  it  was  believed  that  she  was  in 
early  active  labor. 

Although  it  was  suspected  that  the  patient  had 
trichinosis,  a number  of  tests  were  performed  to 
rule  out  the  possibility  of  the  presence  of  any  other 
disease  causing  this  bizarre  clinical  picture.  Labo- 
ratory reports  on  the  day  of  admission  were  as 
follows:  urine  culture,  negative;  blood  culture, 

negative;  blood  chemistry,  sugar  125  mg.  per  cent, 
urea  nitrogen  26  mg.  per  cent,  agglutinations  nega- 
tive for  paratyphoid  A and  B,  Proteus  X-19, 
Brucella  abortus,  and  Typhoid  H,  Typhoid  O 
positive  1 : 40,  Kahn  negative.  Urinanalysis  re- 
vealed a specific  gravity  of  1.022,  1 plus  albumin, 
and  rare  red  and  white  blood  cells  per  high  power 
field. 

The  medical  consultant  who  saw  the  patient 
within  a few  hours  of  admission  felt  that  the  patient 
might  have  an  erysipeloid  infection  of  the  face. 

That  evening  at  6:00  p.m.,  the  temperature  rose 
to  105.6  F.,  pulse  rate  was  138,  and  the  fetal  heart 
rate  was  about  180.  By  rectal  examination,  the 
cervix  was  still  thick  and  one  finger  dilated. 

At  this  point,  although  no  cause  could  be  found 
for  the  temperature,  it  was  considered  advisable  to 
start  the  patient  on  100,000  units  of  penicillin 
immediately  followed  by  50,000  units  every  three 
hours.  Alcohol  sponges  and  tap  water  enemata 
were  instituted  to  lower  the  temperature. 

As  the  temperature  persisted  at  about  105  F., 
combination  sulfadiazine  and  sulfathiazole  therapy 
with  sodium  bicarbonate  was  instituted  at  about 
1 : 00  a.m. 

At  2:00  a.m.  of  the  morning  of  February  11,  the 
fetal  heart  tones  disappeared.  At  this  time  the 
temperature  was  104.6  F.  The  cervix  on  rectal 
examination  was  two  and  a half  fingers  dilated,  with 
pains  occurring  regularly  every  two  minutes.  At 
3 : 00  a.m.  the  patient  was  fully  dilated  and  delivered 
spontaneously  a stillborn  male  child  weighing  7 
lbs.  8 oz.,  after  a first  stage  of  fourteen  hours  and 
a second  stage  of  fifteen  minutes. 

By  8:00  a.m.  of  February  11,  the  temperature  was 
down  to  101.2  F.,  pulse  rate  was  now  152  and  regular, 
blood  pressure  98/74.  Fundoscopic  examination 
at  this  time  with  mydriatics  revealed  mild  blurring 
of  the  nasal  margins  of  the  disks  with  a small  round 
hemorrhage  just  above  the  macula  at  a bifurcation 
of  the  superior  temporal  retinal  arteriole.  This 
hemorrhage  disappeared  within  three  days  of  the 
time  it  was  noted.  The  retinal  arterioles  and  veins 
were  normal  in  appearance. 

It  was  also  noted  on  February  11  that  the  facial 
edema  was  subsiding  somewhat,  although  muscular 
tenderness  was  still  present.  White  blood  cell 
count  on  this  date  was  23,500  with  77  per  cent  poly- 
morphonuclears, 14  per  cent  eosinophils,  and  6 
per  cent  lymphocytes.  A medical  consultant  on 
this  day  felt  that  the  patient  either  had  periarteritis 
nodosum  or  trichinosis. 

On  February  12,  the  combination  sulfa  therapy 
was  stopped,  and  immediate  dehydration  therapy 
with  limitation  of  fluid  and  50  cc.  of  50  per  cent 
glucose  three  times  a day  was  started,  since  it  was 
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Fig.  1.  Low  power  magnification  of  unencysted, 
coiled  Trichina  larvae. 


felt  that  the  patient  was  a severe  pre-eclamptic  in 
impending  danger  of  having  convulsions.  Strep- 
tomycin, 2 Gm.  daily  in  eight  divided  doses,  was 
instituted  on  this  day.  Although  trichinosis  was 
probably  the  most  likely  diagnosis,  nothing  was 
left  undone  in  the  way  of  therapy  for  the  patient. 
White  blood  count  on  this  day  was  28,000  with  40 
per  cent  eosinophils,  57  per  cent  polymorphonu- 
elears,  and  2 per  cent  lymphocytes. 

Following  the  first  injection  of  streptomycin,  the 
temperature  dropped  precipitously  within  two  hours 
from  104  F.  to  97  F.,  but  within  a period  of  eight 
hours  had  gone  up  again  to  104  F.  Despite  peni- 
cillin and  streptomycin,  the  temperature  continued 
to  spike  up  to  104  F.  with  almost  daily  remission 
to  subnormal  levels.  Penicillin  and  streptomycin 
were  cut  on  February  14. 

Giemsa  stain  of  the  sediment  of  5 cc.  of  laked 
blood  taken  on  February  15  revealed  the  presence 
of  what  was  presumed  to  be  trichina  larvae.  On 
February  16  the  precipitin  test  was  performed  by 
the  New  York  Health  Department  and  found  to 
be  strongly  positive  for  trichinosis  (immediate 
1:320,  two  hours  1:1280).  Skin  test  on  February 
18  was  weakly  positive  for  trichinosis.  On  Febru- 
ary 25,  twenty-three  days  after  the  initial  infection, 
a biopsy  of  the  gastrocnemius  muscle  revealed  the 
presence  of  numerous  motile  trichinae  slowly 
curling  and  uncurling  themselves  in  a spiral  fashion. 
Histologic  examination  of  the  muscle  revealed  a 


focal  and  diffuse  myositis  with  circumscribed  ac- 
cumulations of  polymorphonuclears,  lymphocytes, 
plasma  cells,  a few  large  monocytic  macrophages, 
and  only  an  occasional  eosinophil.  In  several  areas 
unencysted  coiled  and  straight  trichina  larvae  were 
noted,  surrounded  by  proliferating  sarcolemmal  cells 
and  chronic  inflammatory  cells  consisting,  for  the 
most  part,  of  plasma  cells,  lymphocytes,  and  occa- 
sional polymorphonuclears  and  eosinophils  (Fig.  1). 
Digestion  of  1 Gm.  of  same  specimen  of  muscle  also 
revealed  the  presence  of  11  to  15  coiled  larvae  and 
about  20  small  larvae,  a very  moderate  infestation 
according  to  the  classification  of  Hall  and  Collins.1 
It  is  interesting  to  note  at  this  point  that  the  gas- 
trocnemiums  muscle  at  the  time  of  biopsy  appeared 
pale  pink  in  color,  edematous,  and  of  almost  a cystic 
consistency. 

From  February  14  on,  the  fever  exhibited  almost 
daily  remissions,  but  with  each  successive  rise  in 
temperature  the  peak  would  be  slightly  less  than 
that  of  the  previous  day.  The  peak  of  46  per  cent 
eosinophilia  was  reached  on  February  17,  fifteen 
days  after  the  initial  infection.  After  this  date  both 
the  total  white  count  and  eosinophil  count  continued 
to  decrease  (Table  1). 

Soft  tissue  x-rays  of  the  muscles  of  the  extremities 
and  diaphragm  taken  on  February  25  revealed  no 
evidence  of  calcification. 

On  March  4,  thirty-one  days  after  the  pork  had 
been  ingested,  the  patient  was  discharged  from  the 
hospital  afebrile  but  still  complaining  of  slight  pain 
and  tenderness  in  the  calf  and  thigh  muscles. 

X-ray  follow-up  in  May  1948  revealed  no  roentgeno- 
logic evidence  of  calcification  of  the  cysts.  X-rays 
of  diaphragm  and  lower  extremities  on  May  14, 
1949  fourteen  months  after  onset  of  disease  again 
revealed  no  roentgenologic  evidence  of  calcification 
of  the  cysts. 

Additional  laboratory  data  were  as  follows: 
February  20 — cholesterol  180  Mg.  per  cent,  choles- 
terol esters  125  Mg.  per  cent.  Urinary  findings: 
from  date  of  admission  to  February  17,  the  urine 
contained  1 plus  albumin  and  occasional  white  and 
red  blood  cells  on  microscopic  examination.  After 
February  17,  the  urine  was  essentially  negative. 
Electrocardiograms  taken  on  February  13,  19,  27, 
and  March  3 revealed  no  significant  changes  from 
normal  (Table  2). 

Autopsy  of  the  stillborn  child  revealed  no  sig- 
nificant pathology,  fetal  death  being  attributed  to 
the  hyperpyrexia  of  the  mother. 


TABLE  1. — Change  in  Blood  Count  During  Course  of  Disease 


Ilemo- 

Red  globin  White  Poly- 

Day  of  Blood  (Per  Blood  morpho-  Stab 

Date  Disease  Cells  Cent)  Cells  Eosinophils  nuclears  Forms  Lymphocytes  Monocytes  Basophils 

Feb.  10  8 2,000,000  22,300  11  77  3 8 1 

Feb.  11  9 23,500  14  77  3 6 

Feb.  14  13  22,500  34  53  5 7 

Feb.  15  14  5,240,000  105  

Feb.  17  Hi  30,250  46  46  ...  8 

Feb.  21  19  12,400  28  44  ...  28 

Feb.  28  26  3,640,000  66  12,200  24  55  2 16  3 1 

Mar.  2 29  11,150  14  40  ...  46 


TABLE  2. 

— Additional  Blood  Chemistry  Findings 

Date 

Day  of 
Disease 

Sugar 

Urea 

Nitrogen 

Creatinine 

Plasma 

Protein 

Albumin 

Globulin 

Feb.  11 

9 

125 

26 

Feb.  12 

10 

25. 5 

Feb.  10 

14 

83 

20 

5. 1 

2.7 

2.4 

Feb.  17 

15 

90 

14 

Feb.  20 

18 

75 

14 

i.i 

Feb.  24 

22 

7.6 

2.9 

4.7 

Mar.  3 

30 

82 

12 

i.s 

June  15,  1949) 
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Digestion  tests  of  the  placenta,  heart,  liver,  and 
diaphragm  of  the  fetus  revealed  no  trichina  present. 
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ACUTE  MYELOGENOUS  LEUKEMIA  AND  PREGNANCY 

D.  J.  Grandin,  M.D.,  and  H.  T.  Powers,  M.D.,  New  York  City 
( From  the  Department  of  Obstetrics  and  Gynecology,  Lenox  Hill  Hospital) 


'THE  coexistence  of  leukemia  and  pregnancy  is 
rare.  In  1943  McGoldrick  and  Lapp  reviewed 
the  literature  and  totaled  80  authenticated  cases.1 
Subsequent  reviews  and  case  reports  brought  the 
total  to  92. 2^5  The  present  report  brings  the 
number  of  established  cases  to  93,  38  acute  and  55 
chronic. 

Case  Report 

The  patient  was  a nineteen-year-old  white  primi- 
gravida,  first  seen  in  the  Lenox  Hill  Hospital  ante- 
partum clinic  on  April  16,  1947.  Her  expected  date 
of  confinement  was  November  21,  1947. 

Her  past  history,  family  history,  and  menstrual 
history  were  normal. 

Physical  examination  revealed  a somewhat  under- 
nourished woman.  The  remainder  of  the  examina- 
tion was  normal.  The  uterus  was  the  size  of  a nine 
weeks  gestation,  and  the  pelvis  was  an  adequate 
gynecoid.  Laboratory  studies  showed  the  urine 
and  Wassermann  negative,  blood  type  A,  Rhn  posi- 
tive, and  hemoglobin  10  Gm. 

The  patient  was  placed  on  iron  therapy  and 
followed  at  monthly  intervals.  A marked  general- 
ized pallor  was  noted  on  October  16,  1947.  A re- 
peat hemoglobin  was  7.5  Gm.  A subsequent  blood 
count  showed  erythrocytes  2,000,000,  hemoglobin 
7.2  Gm.,  leukocytes  13,000  with  95  per  cent  “large 
lymphocytes,”  undoubtedly  a misinterpretation. 

She  was  admitted  for  further  study  on  October  27. 
It  was  elicited  that  she  had  noted  recurrent,  transi- 
ent pinpoint  red  lesions  on  the  skin  throughout  the 
pregnancy  and  increasing  fatigue,  back  pain,  and 
gingival  bleeding  during  the  month  prior  to  admis- 
sion. 

Physical  examination  revealed  a pale  but  not 
acutely  ill  woman.  No  rash,  petechiae,  or  purpura 
were  present.  No  other  abnormalities  were  noted. 
The  uterus  was  the  size  of  a thirty-six  weeks  gesta- 
tion. 

Blood  studies  showed  the  erythrocytes  to  be 
2,600,000,  hemoglobin  8.1  Gm.,  white  blood  count 
15,000;  differential  count,  myeloblasts  78  per  cent, 
myelocytes  1 per  cent,  polymorphonuclear  neutro- 
phils 4 per  cent,  lymphocytes  11  per  cent,  and 
monocytes  6 per  cent;  platelets  190,000.  The 
sedimentation  rate  was  33  mm.  and  71  mm.  in 
fifteen  and  forty-five  minutes,  respectively,  the 
hematocrit  25  per  cent,  mean  corpuscular  volume 
96  cu.  microns,  mean  corpuscular  hemoglobin  30 
micromicrograms,  and  mean  corpuscular  hemoglo- 


bin concentration  32  per  cent.  The  red  cell  fra- 
gility was  normal.  Sternal  bone  marrow  examina- 
tion revealed  almost  complete  replacement  by 
myeloblasts.  The  urine  showed  a trace  of  albumin, 
40  to  50  red  blood  cells,  and  occasinal  white  blood 
cells.  A Rumpel-Leede  test  was  strongly  positive. 
A cephalin  flocculation  test  was  4 plus.  Additional 
laboratory  studies  were  essentially  normal  (Table  1). 

TABLE  1.  Additional  Laboratory  Studiks 


Chest  film Normal 

Electrocardiogram Normal 

Basal  metabolic  rate Plus  1 

Heterophil  agglutinins Negative 

Urea  nitrogen 16  7 mg.  per  cent 

Creatinine 0.5  mg.  per  cent 

Uric  acid  4.5  mg.  per  cent 

Sugar 73.0  mg.  per  cent 

Carbon  dioxide  combining 

power 54  volumes  per  cent 

Total  serum  protein 6.9  Gm. 

Albumin 3.9  Gm. 

Globulin 3.0  Gm. 

Icteric  index. 4.0 

Prothrombin  time 13  seconds  (control  13  sec- 

onds) 

Total  cholesterol 181  mg.  percent 

Free  cholesterol 73  mg.  per  cent 

Cholesterol  ester 108  mg.  per  cent 

Alkaline  phosphatase 4.3  Bodansky  units 


Therapy  consisted  of  a high  caloric,  high  protein 
diet,  multivitamin  supplements  with  additional 
vitamin  C,  vitamin  K and  rutin,  and  transfusions. 

The  temperature  remained  normal.  Shortly 
after  admission,  nasal  and  gingival  bleeding  oc- 
curred, and  petechiae  appeared  on  the  legs.  On  the 
above  regimen  the  bleeding  phenomena  decreased. 
By  November  10  the  erythrocytes  were  3,700,000 
and  the  hemoglobin  12.4  Gm. 

The  next  day  labor  ensued,  and  prophylactic 
penicillin  was  started.  A healthy  infant  was  de- 
livered spontaneously,  utilizing  a small  episiotomy. 
The  placenta  and  membranes  were  expressed  intact 
followed  by  intravenous  ergotrate.  The  uterus 
contracted  well.  The  blood  loss  was  estimated  at 
400  cc.  A 1,000  cc.-transfusion  was  given  after 
delivery.  The  lochia  was  excessive  only  the  first 
twelve  hours  postpartum.  Penicillin,  vitamins, 
rutin,  and  transfusions  were  continued.  On  the 
second  postpartum  day  the  erythrocytes  were 
4,400,000  and  the  hemoglobin  14  Gm. 

By  the  tenth  postpartum  day  the  general  condi- 
tion of  the  patient  was  fair,  the  uterus  well  in- 
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voluted,  the  episiotomy  healed,  the  hemoglobin  10 
Gm.,  the  white  blood  count  18,600  with  myeloblasts 
and  myelocytes  predominating,  and  she  was  dis- 
charged. 

The  patient  was  readmitted  December  20  (thirty- 
nine  days  postpartum),  having  had  pustular  lesions 
of  the  skin,  increasing  anorexia,  weakness,  and  five 
days  of  nasal  and  gingival  bleeding,  hematuria, 
fever,  and  headache.  Vaginal  bleeding  had  ceased 
one  week  before  admission. 

Physical  examination  revealed  marked  pallor  and 
lethargy,  temperature  102.4  F.,  pulse  rate  110, 
respirations  20,  and  blood  pressure  110/50.  There 
were  petechiae  on  the  thighs;  the  liver,  spleen,  and 
uterus  were  slightly  enlarged.  The  red  blood  count 
was  1,400,000,  hemoglobin  4.0  Gm.,  the  white  count 
22,500,  with  myeloblasts  86  per  cent  and  myelocytes 
1 per  cent.  Bleeding  and  clotting  time  were  nor- 
mal. The  urine  contained  many  red  cells. 

General  supportive  measures,  including  trans- 
fusions, were  started.  The  subsequent  course  was 
febrile.  Severe  uterine  bleeding  started  the  second 
day  and  contributed  heavily  to  the  anemia  that 
recurred  in  spite  of  transfusions.  Curettage  of  the 
uterus  and  packing  with  oxidized  gauze  failed  to 
control  the  bleeding.  Packing  with  oxodized  gauze 
and  plain  gauze  with  removal  of  the  latter  after 
fifty  hours  controlled  the  bleeding  moderately  well, 
but  the  patient  continued  a downhill  course  with 
signs  of  marked  peritoneal  irritation  and  expired 
sixty-one  days  postpartum. 

Autopsy  of  the  abdomen  only  revealed  a myelo- 
genous leukemic  infiltration  of  the  liver,  spleen, 
adrenals,  kidneys,  mesenteric  nodes,  and  uterus. 
The  pancreas  and  ovaries  were  not  involved.  The 
uterus  contained  no  endometrium,  and  the  myome- 
trium was  necrosed.  The  lower  aspect  of  the 
anterior  wall  contained  a perforation  leading  retro- 
peritoneally  into  the  vesicouterine  space.  The 
bladder  was  intact.  There  was  some  hemorrhage 
into  the  broad  ligament. 

Discussion 

The  blood  and  bone  marrow  picture,  absence  of 
enlarged  liver  and  spleen,  and  clinical  course  make 
this  a case  of  acute  leukemia.  The  onset  was  prob- 
ably during  the  first  trimester. 

If  a complete  blood  study  had  been  done  shortly 
after  the  first  hemoglobin  report,  detection  of  the 


blood  dyscrasia  might  have  been  earlier.  In  con- 
cord with  Harris  et  al.  this  suggests  the  importance 
of  careful  study  of  the  blood  picture  in  pregnancy.2 

The  relatively  long  course  of  this  case  may  be 
attributable  to  penicillin,  transfusions,  and  possibly 
rutin  therapy.  The  management  in  general  was 
conservative  and  supportive. 

Curettage  and  tamponades  of  the  uterus  to  con- 
trol bleeding  in  the  late  postpartum  period  resulted 
in  peritonitis  and  perforation  of  the  uterus,  the 
latter  due  either  to  instrumental  perforation  or  rup- 
ture of  the  uterine  wall  due  to  erosion  of  the  in- 
volved myometrium.  Supravaginal  hysterectomy 
might  have  been  preferable  or  perhaps  no  uterine 
manipulations  whatsoever. 

Blood  smears  taken  at  delivery  revealed  no  ab- 
normal cells  in  the  fetal  blood.  Sections  of  the  pla- 
centa showed  myeloblasts  in  the  maternal  sinuses 
only. 

The  baby’s  neonatal  course  was  uneventful. 
Blood  studies  at  four  days  and  four  weeks  were  nor- 
mal. 

Summary  and  Conclusions 

1.  A case  of  coexisting  leukemia  and  pregnancy 
is  reported. 

2.  The  pregnancy,  labor,  and  delivery  were  con- 
ducted conservatively  and  successfully.  Penicillin, 
transfusions,  and  rutin  were  important  therapeutic 
agents. 

3.  The  necessity  of  careful  evaluation  of  the  blood 
picture  during  pregnancy  is  again  re-emphasized. 

4.  The  use  of  curettage  and  tamponade  to  con- 
trol uterine  bleeding  in  this  type  of  blood  dyscrasia  is 
probably  undesirable. 

References 

1.  McGoldrick,  J.  L.,  and  Lapp,  W.  A.:  Am.  J.  Obst.  & 

Gynec.  46:  711  (1943). 

2.  Harris,  R.,  Tchertkoff,  I.  G.,  and  Greenwald,  L.: 
ibid.  53:  142  (1947). 

3.  Miles,  F.  T.,  and  Wheeler,  D.:  Canad.  M.  A.  J.  52: 

407  (1945). 

4.  Bright,  A.  S.,  and  Hayes,  John  G. : Am.  J.  Obst.  & 

Gynec.  51:713  (1946). 

5.  Williams,  J.  A.:  ibid.  55:  967  (1948). 


BUFFALO’S  BANDWAGON 

A sidelight  on  the  way  socialized  medicine  is  work- 
ing out  in  England  from  the  point  of  view  of  the 
patient  is  given  in  a letter  that  indirectly  has  come 
to  the  Bandwagon.  It  was  written  by  one  who  is  not 
professionally  interested  in  the  question  of  socialized 
medicine.  It  was  written  with  no  thought  that  it 
would  be  seen  by  others  than  those  to  whom  it 
was  addressed.  Because  it  does  represent  such  a de- 
tached viewpoint,  this  excerpt  is  set  forth  here: 

“The  National  Health  Service,  I feel  sure,  will 
break  down  and  possibly  bring  the  government  down 
with  it.  Free  doctors,  free  dentistry,  free  opticians, 
free  hearing  aids,  free  medicine.  Oh,  it  is  a lovely 
romp.  Everyone  who  has  a belly  ache,  tooth  ache 
or  minor  ailment  that  should  be  forgotten  runs  to  the 
doctor. 

“I  had  necessity  to  go  to  the  doctor  last  week  and 
being  a private  patient  of  his  for  about  30  years 


phoned  for  an  appointment.  I kept  the  arrangement 
and  was  given  preferential  treatment.  The  waiting 
room  was  packed  and  a big  argument  arose  be- 
cause I was  given  preference  over  the  national  serv- 
ice freebooters  as  I call  them.  The  doctor  said  he 
was  booked  until  10  p.m.  and  by  the  look  of  him  he 
will  break  down  under  the  strain.  And  there  are  four 
partners,  all  up  to  their  necks. 

“A  little  story  of  a doctor  is  worth  telling.  He 
came  out  of  his  consulting  room,  according  to  the 
story,  and  said  to  the  crowds  of  patients,  ‘Now  if 
any  of  you  are  suffering  from  nerves,  go  home  for  I 
am  full  of  nerves  myself’,  and  many  went  home. 

“It  will  be  months  before  dentists  and  opticians 
can  give  attention  and  people  wait  months  for  hos- 
pital beds.  This  sort  of  thing  never  happened  be- 
fore the  service  came  into  force.” — Buffalo  Courier-  J 
Express,  April  11,  1949 


Special  Article 

THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE* 

Howard  A.  Rusk,  M.D.,  Associate  Editor,  New  York  Times,  New  York  City 


EARLY  in  March,  a meeting  that  had  real  medical 
significance  was  held  in  Cincinnati.  It  was  the 
first  meeting  of  the  American  Academy  of  General 
Practice,  an  organization  of  more  than  10,000  gen- 
eral practitioners. 

An  attendance  of  1,500  had  been  expected,  but 
3,500  family  doctors  came  from  all  parts  of  the 
country,  and  they  came  with  one  primary  purpose — 
to  learn.  Every  scientific  section  was  crowded  to  the 
doors,  with  hundreds  standing.  The  attention  was 
rapt,  with  at  least  half  of  the  audience  taking  notes. 

Proud  of  their  “specialty,”  the  doctors  attending 
had  as  their  objectives  improving  the  general  prac- 
tice of  medicine  and  putting  the  family  doctor  back 
in  his  rightful  place  in  the  eyes  of  the  public  as  the 
first  line  of  medical  defense. 

To  be  eligible  for  membership  in  the  Academy  of 
General  Practice,  a physician  must  have  been  gradu- 
ated from  an  approved  school,  have  a minimum  of 
one  year’s  approved  rotating  internship  (they  recom- 
mend two  or  preferably  three  years),  be  licensed  to 
practice  medicine  in  his  state,  and  have  shown  a 
continuing  interest  in  his  medical  advancement.  He 
must  have  been  engaged  in  general  practice  for  at 
least  three  years,  and,  to  be  eligible  for  continued 
membership,  must  spend  a minimum  of  150  hours  in 
postgraduate  training  during  his  first  three  years  in 
the  Academy.  If  these  requirements  are  not  ful- 
filled, he  is  dropped. 

The  Academy  of  General  Practice  resulted  from  a 
movement  among  groups  of  general  practitioners 
from  several  states,  who  were  convinced  that  prog- 
ress and  advancement  in  the  general  practice  of 
medicine  and  surgery  was  basic  to  the  welfare  of  the 
people  and  to  the  medical  profession.  They  are  not  a 
political  pressure  group.  They  declare  that  their 
aim  is  to  work  in  close  cooperation  with  the  American 
Medical  Association  and  other  medical  groups.  The 
potential  membership  is  great,  for  there  are  esti- 
mated to  be  more  than  100,000  general  practitioners 
in  the  United  States. 

In  the  undercurrent  and  overtones  of  the  entire 
meeting,  one  sensed  a tremendous,  almost  feverish 
desire  to  absorb  every  scrap  of  information.  There 
were  papers  on  surgical  methods  for  the  relief  of  in- 
tractable pain,  cancer,  the  significance  of  “that  old 
tired  feeling”,  heart  disease,  obstetrics,  malnutrition, 
industrial  and  rural  medicine,  and  the  problems  of 
chronic  disease. 

The  Congress  of  Delegates,  policy-making  body  of 
the  Academy,  worked  on  resolutions  reflecting  the 
Academy’s  stand  on  a number  of  controversial 
medical  problems.  After  asserting  their  unqualified 
opposition  to  compulsory  health  insurance,  the  Con- 
gress of  Delegates  passed  the  following  resolution: 
“We  recognize  the  great  advances  made  in 
health  insurance  in  the  past  ten  years  by  private  in- 
surance carriers  as  well  as  by  Blue  Cross  and  Blue 


Shield  and  others  on  a voluntary  basis.  We  wish 
these  agencies  and  companies  to  know  that  the  Amer- 
ican Academy  of  General  Practice  offers  them  full 
support.  We  encourage  them  to  continue  to  offer  to 
the  people  of  America  a variety  of  types  of  volun- 
tary insurance,  placing  greatest  emphasis  on  that 
type  which  covers  80  to  90  per  cent  of  the  medical 
and  hospital  costs.” 

Another  critical  problem  considered  in  the  Con- 
gress of  Delegates  was  the  matter  of  hospital  training 
for  physicians  entering  general  practice.  After  dis- 
cussion, they  recommended  two  years’  hospital 
training  as  a desirable  minimum,  which  would  in- 
clude a broad  program  in  medicine,  pediatrics,  ob- 
stetrics, gynecology,  and  surgery,  pointing  out  that 
they  do  not  expect  to  turn  out  finished  surgeons,  but 
doctors  able  to  make  surgical  diagnoses,  take  care  of 
minor  surgical  procedures,  and  be  responsible  for 
major  surgery  until  they  can  get  adequate  help. 

They  also  ask  a place  on  the  hospital  staff  for  the 
general  practitioner,  and  wisely  do  not  ask  that  he  be 
admitted  on  the  unlimited  status  of  the  specialist, 
but  that  he  should  have  professional  privileges  com- 
mensurate with  his  ability,  specifying  this  as  follows: 

(а)  Minor  privileges  in  any  service  will  allow  the 
physician  to  treat  patients  when,  for  any  cause, 
the  treatment  does  not  involve  either  a serious 
hazard  to  the  life  of  the  patient  or  a danger  of  dis- 
ability. 

(б)  Intermediate  privileges  in  any  service  will 
allow  the  physician  to  treat  patients  when,  for  any 
cause,  such  treatment  does  not  involve  a serious 
hazard  to  the  life  of  the  patient,  but  does  involve 
a danger  of  disability. 

(c)  Major  privileges  in  any  service  will  allow 
the  physician  to  treat  patients  when,  for  any 
cause,  such  treatment  involves  a serious  hazard  to 
the  life  of  the  patient.  In  the  performance  of  clin- 
ical procedures,  or  in  the  management  of  patients 
in  the  hospital,  the  ultimate  evaluation  of  the 
judgment  and  ability  of  the  general  practitioner 
shall  rest  with  the  Qualifications  and  Credentials 
Committee. 

Such  a program  would  give  the  general  practi- 
tioner an  opportunity  to  look  after  his  own  patients 
'in  the  hospital  and  would  safeguard  the  patient 
against  some  of  the  more  radical  members  whose 
judgment  of  ability  might  be  questioned  by  other 
professional  members  on  the  hospital  staff. 

It  was  heartening  to  attend  the  initial  meeting 
of  the  American  Academy  of  General  Practice; 
heartening,  because  of  the  high  caliber  of  the  men 
present.  It  made  one  feel  good  to  know  that  the 
primary  responsibility  of  medical  care  in  this  country 
is  in  their  hands.  The  tempered  judgment  of  their 
deliberations,  that  recognized  both  the  abilities  and 
the  limitations  of  the  physicians  doing  general  prac- 
tice, made  evident  the  breadth  of  concept  of  this 
group.  The  eagerness  with  which  they  sought 
medical  truth  presages  a bright  future  for  medical 
progress. 


* Abstract  of  an  article  which  appeared  in  the  New  York 
Times,  March  13,  1949. 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


A T ITS  meeting  on  April  14,  1949,  the  Council 
-CL  considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
the  armed  forces  for  two  members  for  1949,  14  for 

1948,  one  for  1947,  and,  on  account  of  illness,  five  for 

1949,  and  9 for  1948.  Nine  War  Memorial  assess- 
ments were  remitted  on  account  of  illness  and  five  on 
account  of  service  with  armed  forces. 

After  discussion,  it  was  voted  to  disapprove  a 
recommendation  to  remit  Dr.  William  J.  Garvin’s 
1949  dues  because  of  his  serving  a postgraduate 
residency. 

It  was  voted  to  reconsider  the  actions  of  March 
10,  1949,  to  remit  1949  dues  for  Dr.  Oliver  T. 
Ghent  and  Dr.  Joseph  C.  Tedesco  because  they 
were  serving  postgraduate  residencies. 

Dr.  Anderton  stated  that  Wyoming  County  had 
been  notified  that  the  Council  had  remitted  the  dues 
for  Dr.  Oliver  T.  Ghent  and  Dr.  Joseph  C.  Tedesco. 

After  discussion,  it  was  voted  that  this  request 
from  Wyoming  County  Medical  Society  be  denied, 
and  the  Secretary  instructed  to  write  that  the 
previous  action  had  been  contrary  to  the  bylaws. 

It  was  voted  that  this  matter  be  referred  back  to 
the  secretary  of  Wyoming  County  Medical  So- 
ciety suggesting  a resolution  on  this  subject  be 
introduced  in  the  House  of  Delegates  of  the  State 
Society. 

A request  from  the  Medical  Society  of  the  County 
of  Kings  for  the  remission  of  1948  dues  and  War 
Memorial  assessment  for  Dr.  Charles  L.  Stone  who 
is  to  be  nominated  to  be  a retired  member  was 
denied,  on  account  of  insufficient  information. 

A request  from  the  Medical  Society  of  the  County 
of  Kings  for  refund  of  1949  dues  for  Dr.  Joseph 
Dolin  was  considered.  Dues  were  paid  in  January. 
In  February  Dr.  Dolin  resigned  and  moved  to  New 
Jersey. 

After  discussion,  the  motion  to  refund  was  decided 
by  a rising  vote,  11  for  and  5 against. 

Dr.  Martin  B.  Tinker,  Sr.,  Tompkins  County’ 
Medical  Society,  was  nominated  for  Associate 
Fellowship  in  the  American  Medical  Association. 

Communications. — 1(a)  Letter  from  Dr.  Charles 
F.  McCarty,  secretary,  Goordinating  Council  of  the 
Medical  Societies  of  Bronx,  Kings,  New  York, 
Queens,  and  Richmond,  dated  March  31,  1949,  re- 
questing the  appointment  of  a representative  from 
the  Coordinating  Council  as  a member  of  the  Legis- 
lative Committee  of  the  State  Society.  (6)  Resolu- 
tion dated  April  12,  1949,  requesting  an  increase  of 
the  Committee  on  Legislation  to  seven  members, 
four  to  be  selected  from  Greater  New  York  City, 
and  urging  the  procurement  of  an  assistant  for  the 
Executive  Officer  at  Albany’  at  the  earliest  possible 
moment. 

After  discussion,  it  was  voted  to  request  Dr. 
Masterson  and  Dr.  Holcomb  to  meet  a representa- 
tive or  two  from  the  Coordinating  Council  to  ob- 
tain information  and  report. 

2.  Letter  dated  March  24,  1949,  from  Dr.  John 
J.  Finigan,  president,  Medical  Society  of  the  Count.v 
of  Monroe,  enclosing  resolution  endorsing  the 
American  Medical  Association  twelve-point  plan  for 


the  advancement  of  medicine  and  public  health,  and 
opposing  compulsory  health  taxation  bills. 

3.  Letter  dated  March  17,  1949,  from  Dr.  Joseph 
A.  Geis,  Lake  Placid,  requesting  copy  of  Council 
minutes  every  month. 

It  was  voted  that  the  Secretary  should  write  Dr. 
Geis  that  if  it  is  difficult  or  inconvenient  for  him 
to  obtain  the  minutes  from  his  county  society 
secretary,  he  let  the  Society  office  know  and  we 
will  supply  him  with  a copy’. 

4.  Letter,  March  15,  1949,  from  Dr.  Charles  H 
Loughran,  secretary,  Medical  Society  of  the  County 
of  Kings,  requesting  refund  of  1949  assessment  to  the 
Estate  of  Dr.  Henry’  J.  Goubeaud,  Jr.  Dr.  Gou- 
beaud  died  on  February  10,  1949.  His  assessment 
had  been  paid  on  January  13. 

After  discussion,  it  was  voted  that  the  Secretary’ 
inquire  if  there  are  any  extenuating  circumstances. 

5.  Letter  from  Dr.  Darrell  G.  Voorhees,  chairman 
of  the  Section  on  Ophthalmology  and  Otolaryn- 
gology, with  a request  from  Dr.  James  S.  Green,  a 
speaker  on  the  annual  meeting  program,  who  would 
like  the  Society  to  pay  expenses  of  one  patient  from 
New  York  to  Buffalo  and  back  for  demonstration. 
The  cost  would  be  approximately  850. 

It  was  voted  that  the  Secretary  write  Dr.  Voor- 
hees that  the  Council  considers  it  would  be  a bad 
precedent  to  pay  such  expenses. 

(5.  Letter  dated  March  30,  1949,  from  Mrs. 
Mabel  Detmold,  president  of  the  New  York  State 
Nurses  Association,  to  Dr.  Frey,  chairman  of  the 
Committee  on  Nursing  Education,  in  regard  to  im- 
proving cooperation  between  hospitals,  doctors,  and 
nurses. 

7.  Letter  dated  March  29,  1949,  from  Mr.  Louis 
Schenkweiler,  president  of  the  Greater  New  York 
Hospital  Association,  to  Dr.  Simpson,  State  Society 
President,  urging  the  necessity’  for  better  coordina- 
tion of  legislative  programs  of  the  medical  societies 
and  the  Greater  New  York  Hospital  Association. 

After  discussion,  these  two  letters  were  referred  to 
the  new  special  committee  regarding  legislative  mat- 
ters, consisting  of  Dr.  Masterson  and  Dr.  Holcomb. 

8.  Letter  dated  April  8,  1949,  from  the  Com- 
mittee of  Revision  of  the  U.S.  Pharmacopoeia, 
1940-1950,  requesting  a contribution  to  its  building 
fund. 

After  discussion,  this  request  was  referred  to  the 
Board  of  Trustees  with  the  notation  that  the  Council 
looks  favorably  upon  it. 

9.  Letter  dated  April  13,  1949,  from  the  Ameri- 
can Museum  of  Health,  Inc.,  requesting  endorsement 
for  establishment  of  a Museum  of  Health  in  the  City 
of  New  York. 

After  discussion,  it  was  voted  to  refer  the  matter 
to  the  Public  Health  and  Education  Committee. 
At  the  last  meeting  of  the  Council  you  voted  to 
request  that  the  Board  of  Trustees  appropriate  8150 
toward  expenses  of  the  Middle  Atlantic  States  Con- 
ference on  Medical  Service,  of  the  American  Medical 
Association.  This  recommendation  is  being  studied 
by  the  Board  of  Trustees  and  will  be  considered  on 
April  14.  In  accordance  with  y’our  recommenda-  « 
tion,  820,555  was  appropriated  by’  the  Board  of  1 
Trustees  on  March  14,  1949,  for  Directory  deficit.  ■ 
An  appropriation  of  $75  for  one  delegate  to  the  U.S.  ■ 
Pharmacopoeial  Convention  was  also  voted  byr  the  1 
Board  of  Trustees  as  recommended  by  you. 
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On  March  15,  1949,  your  Secretary  conferred  with 
Professor  Eli  Ginsberg  of  the  Department  of  Eco- 
nomics of  Columbia  University  and  his  associate,  Dr. 
Saunders.  These  gentlemen  are  studying  the  eco- 
nomic situation  of  hospitals  for  the  State  legislature. 
At  the  February  10,  1949,  meeting  of  this  Council 
; recommendation  was  voted  to  the  Board  of  Trustees 
that  850  be  appropriated  for  expenses  of  the  Confer- 
ence of  Presidents  and  Other  Officers  of  State  Medi- 
i cal  Associations.  At  its  meeting  on  March  10  the 
I Trustees  referred  this  recommendation  back  to  the 
Council  for  further  consideration. 

It  was  voted  that  this  again  be  submitted  to  the 
Trustees,  with  the  understanding  that  the  Secre- 
tary read  an  explanatory  letter  received  from  the 
Conference. 

Your  Secretary  has  attended  all  committee  and 
, board  meetings  since  last  month. 

The  Treasurer's  report  was  accepted. 

Reports  of  Committees 
Legislation. — After  discussion, 

It  was  voted  that  the  Speaker  invite  Miss  Mary 
Donlon  to  address  the  House  of  Delegates  regard- 
ing Assembly  Introductory  Bill  3063  (Mr. 
Mailler). 

Dr.  Holcomb,  chairman,  added  that  improved  co- 
ordination was  needed  to  obtain  favorable  action  on 
our  legislation. 

Economics. — Mr.  Farrell,  director  of  the  Medical 
Care  Insurance  Bureau,  reported  he  had  spoken  on 
medical  care  plans  before  several  meetings. 

He  presented  the  fourth  Quarterly  Progress  Re- 
port on  the  voluntary  medical  care  insurance  plans. 

; Also,  the  Third  Annual  Progress  Report  has  been 
mailed  to  presidents  and  executive  directors  of  New 
York  State  Plans,  members  of  the  Subcommittee  on 
! Medical  Expense  Insurance,  Council  and  Board  of 
Trustees,  as  well  as  to  others  interested  in  voluntary 
medical  care  insurance.  Additional  copies  are  avail- 
able. 

The  Bureau  is  developing  a pamphlet  for  distri- 
bution at  the  Annual  Meeting,  containing  progress  of 
the  plans  and  an  abstract  report  to  members  of  the 
Society  on  the  activities  of  the  Subcommittee  on 
Medical  Expense  Insurance  during  the  past  year. 
These  pamphlets  will  also  be  distributed  by  the 
Public  Relations  Bureau  with  its  News  Letter. 

Dr.  Wertz,  chairman,  read  a resolution  on  Maimo- 
nides  Hospital  passed  by  the  Medical  Society  of  the 
County  of  Kings  February  15,  1949,  urging  the 
Board  of  Directors  of  the  Maimonides  Hospital  to 
reconsider  their  limiting  staff  membership  to  one 
field  of  medicine  and  to  retain  general  practitioners 
on  the  staff.  This  the  Board  had  refused,  and  Kings 
County  requests  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  Association  to 
urge  the  Board  of  Directors  of  Maimonides  Hospital 
to  reconsider. 

After  discussion,  it  was  voted  that  the  Secretary 
refer  this  matter  to  the  Council  on  Education  and 
Hospitals  of  the  American  Medical  Association  for 
information. 

Ethics. — Dr.  Reuling,  chairman,  read  a letter  from 
the  Secretary  of  the  Medical  Society  of  the  County  of 
Cayuga  and  from  Dr.  Walter  C.  Levy,  District  State 
Health  Officer,  in  reference  to  members  of  the  Ca- 
yuga County  Medical  Society  participating  in  a 
radio  program  that  has  not  been  passed  upon  by  the 
County  or  State  Society. 

Dr.  Reuling  stated  there  had  been  no  meeting  of 


the  Committee  on  Ethics,  but  in  the  opinion  of  the 
chairman  this  should  be  purely  a county  society 
matter.  As  long  as  there  is  nothing  in  the  platter 
prepared  for  broadcast  that  is  contrary  to  our  Code 
of  Ethics,  he  could  see  no  reason  why  the  county  so- 
ciety should  not  cooperate  and  have  any  members 
follow  the  formal  program  with  individual  comment. 
Dr.  Reuling  stated  he  had  talked  with  Dr.  Curphey, 
chairman  of  the  Public  Health  and  Education  Com- 
mittee, and  that  Dr.  Curphey  was  in  agreement  with 
that  opinion. 

It  was  voted  to  approve  the  report  and  recom- 
mendations. 

Malpractice  Insurance  and  Defense  Board. — The 

following  actions  were  taken  on  matters  presented  by 
the  Committee. 

It  was  voted  to  authorize  the  discontinuance  of  a 
certain  doctor’s  policy  or  policies  when  they  expire 
on  July  7,  1949. 

It  was  voted  that  members  in  good  standing  in  the 
New  York  State  Homeopathic  Medical  Society  be 
allowed  to  participate  in  our  Group  Malpractice 
Defense  Insurance. 

At  its  meeting  on  April  6 the  Malpractice  Insur- 
ance and  Defense  Board  decided  that  it  would  be  de- 
sirable to  have  Mr.  Joseph  Linder  present  to  the 
House  of  Delegates  in  person  his  report  of  the  audit 
and  actuarial  study  of  the  Society’s  Group  Malprac- 
tice Insurance  for  the  year  1948. 

It  was  voted  to  approve  Mr.  Linder’s  proposed 
attendance  and  to  request  the  Board  of  Trustees 
to  appropriate  $55  to  cover  his  expenses. 
Publication  Committee. — Dr.  Kosmak,  chairman, 
reported  that  the  Committee  met  April  13  and  a 
number  of  routine  matters  were  discussed.  The 
Journal  and  Directory  are  running  within  the 
budget,  and  the  advertising  income  for  the  first  three 
months  of  the  year  has  been  above  that  for  the  same 
period  in  1948.  This  has  permitted  continuation  of 
the  additional  16  pages  of  scientific  material. 

Public  Health  and  Education. — The  Council 
voted  to  express  appreciation  to  Dr.  Charles  D.  Post 
for  his  careful  and  efficient  work  as  Acting  Chairman 
of  the  Public  Health  and  Education  Committee. 

Dr.  Curphey,  the  new  chairman,  added  his  per- 
sonal thanks  to  Dr.  Post  and  Mrs.  Virginia  Kelley 
for  the  splendid  help  they  had  been  to  him  in  the 
process  of  being  initiated  in  his  new  task. 

He  reported  that  Dr.  Larimore,  director  of  the 
Office  of  Public  Health  Education  of  the  State 
Health  Department,  requests  the  State  Society  to 
organize  a committee  to  review  movie  films  that  are 
available  for  health  education.  He  pointed  out  that 
the  Council  on  October  14,  1948,  voted  the  estab- 
lishment of  a motion  picture  review  board,  appoint- 
ments to  which  would  be  made  by  the  President 
when,  as,  and  if  necessary. 

The  President  was  empowered  to  appoint  this 
Committee. 

It  was  voted  to  approve  Dr.  Larimore’s  request 
for  approval  of  free  distribution  in  doctor's  offices 
of  pamphlets  on  diabetes,  heart  disease,  and  arthri- 
tis, prepared  by  the  State  Health  Department. 

It  was  voted  that  approval  be  expressed  of  the 
program  for  demonstration  of  adult  heart  disease, 
prepared  by  the  State  Health  Department. 

The  recommendation  that  the  Board  of  Trustees 
be  requested  to  appropriate  $75  for  Dr.  William  E. 
Ayling’s  expenses  as  representative  of  the  Society  at 
the  Conference  on  Physicians  and  Schools  at  High- 
land Park,  Illinois,  October  13  to  15,  1949,  was 
approved. 
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Public  Relations.— Dr.  Winslow,  chairman,  re- 
ported activities  and  immediate  objectives. 

Veterans  Administration,  Liaison  with. — Dr. 
Wertz  reported  for  Dr.  Bauckus  that  he  had  signed  a 
renewal  of  the  existing  contract  with  Veterans  Ad- 
ministration for  three  months  and  that  Dr.  Bauckus 
intends  to  be  in  Washington  next  Wednesday  to  con- 
fer with  Dr.  Magnuson,  head  of  the  Veterans  Ad- 
ministration, and  representatives  of  the  American 
Medical  Association. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  on  the  activities  of  this  Committee. 

New  Business 

It  was  voted  to  appoint  a representative  of  the 
Society  as  a member  of  the  Industrial  Cancer 
Committee  of  the  New  York  State  Department 
of  Labor. 


It  was  voted  that  the  proposal  of  Dr.  John  L. 
Bauer  for  membership  on  the  Disciplinary  Com- 
mittee of  the  Board  of  Regents  be  endorsed. 

It  was  voted  to  make  the  date  of  the  June  Council 
meeting  Thursday,  June  16,  on  account  of  the 
meeting  of  the  American  Medical  Association. 

Dr.  Simpson  thanked  the  Council  for  their  con- 
sideration and  kindness  during  the  past  year. 

Dr.  Masterson  stated:  “Unless  we  have  some  spe- 
cial meeting,  this  will  be  the  last  meeting  for  Dr. 
Simpson  to  preside.  I would  like,  sir,  to  spread  upon 
the  minutes  of  our  Council  our  thanks  and  appre- 
ciation for  the  patient,  fair,  dignified,  and  courteous 
manner  in  which  you  have  conducted  these  meet- 
ings.” 

The  motion  was  put  to  a rising  vote  and  amid  ap- 
plause was  carried  unanimously. 


ADVISE  CAUTION  IN  USE  OF  DICUMAROL 
Dicumarol,  a drug  which  prevents  clotting  of  the 
blood,  should  be  used  with  extreme  caution,  warn 
three  Chicago  doctors  and  two  Ann  Arbor,  Michigan, 
doctors  in  the  March  19  issue  of  the  Journal  of  the 
A.M.A.  In  no  case  should  the  drug  be  used  unless 
reliable  laboratory  facilities  for  testing  prothrombin, 
a factor  involved  in  clotting,  are  present,  say  Ivan 
F.  Duff,  M.D.,  and  William  H.  Shull,  M.D.,  from 
the  Department  of  Internal  Medicine,  University 
of  Michigan,  and  the  University  of  Michigan  Hospi- 
tal. The  drug  should  be  used  with  caution  in 
patients  with  severe  high  blood  pressure.  The 
Ann  Arbor  doctors  report  a case  of  death,  appar- 
ently from  dicumarol,  at  the  University  Hospital. 


They  report  seven  deaths  attributed  to  dicumarol 
among  patients  with  subacute  bacterial  endocardi- 
tis— inflammation  of  the  membrane  which  lines  the 
heart — and  16  deaths  attributed  to  dicumarol  among 
patients  with  other  conditions.  These  23  deaths 
occurred  at  various  places  other  than  the  University 
of  Michigan  Hospital. 

Animal  experiments  show  that  dicumarol  treat- 
ment is  not  advisable  for  pregnant  women, 
advise  Alfred  P.  Kraus,  M.D.,  Samuel  Perlow, 
M.D.,  and  Karl  Singer,  M.D.,  from  the  De- 
partment of  Hematologic  Research,  Medical  Re- 
search Institute,  and  the  Department  of  Surgery, 
Michael  Reese  Hospital,  Chicago. 


DEATHS  IN  1948 

While  deaths  from  all  causes  among  ordinary 
life  insurance  policyholders  occurred  at  a new  low 
rate  in  1948,  heart  deaths  accounted  for  more  than 
half  of  the  total,  the  Institute  of  Life  Insurance 
reports.  The  heart  disease  death  rate  rose  last 
year  to  a record  high.  Total  deaths  per  100,000 
were  625.1  in  1948,  compared  with  668.8  in  1946  and 
751.2  in  1944.  Deaths  from  the  chief  cardiovascu- 
lar-renal diseases,  commohly  called  heart  disease, 
were  327.9  per  100,000  in  1948;  325.4  in  1946;  and 
324.1  in  1944.  These  include  diseases  of  the  heart, 
cerebral  hemorrhage  and  nephritis,  and  together 
represented  52  per  cent  of  total  deaths  in  1948. 

Cancer,  second  most  important  cause  of  death, 
accounted  for  98.7  deaths  per  100,000  last  year, 
compared  with  98.0  in  1946  and  92.7  in  1944.  Acci- 
dents had  a death  rate  of  42.7  in  1948,  48.4  in  1946, 


and  52.4  in  1944.  This  improvement  was  shown 
even  though  motor  vehicle  accidents  rose  from  13.5 
in  1944  to  18.2  in  1948.  Tuberculosis  deaths  de- 
clined to  a record  low  rate  of  11.4  per  100,000  in 
1948,  one-third  less  than  in  1944. 

The  1948  experience  among  industrial  insurance 
policyholders  followed  a similar  pattern,  but  on  a 
higher  level,  due  to  the  difference  in  the  types  of 
business.  Industrial  insurance  policyholders  are  not 
generally  subject  to  medical  examination  when 
applying  for  policies. 

In  1948,  the  deaths  from  all  causes  among  in- 
dustrial insurance  policyholders  were  771.9  per 
100,000,  compared  with  834.4  in  1946  and  867.2 
in  1944.  The  deaths  from  diseases  of  the  heart  in 
1948  were  357.8  per  100,000,  or  46  per  cent  of  the 
total  deaths. 
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Achille  Frank  Baratta,  M.D.,  of  the  Bronx,  died  on 
May  12  of  a heart  attack  while  driving  his  car  across 
the  Triborough  Bridge  from  Manhattan  to  the 
Bronx.  He  was  fifty-two.  A native  of  Naples,  Italy, 
he  came  to  this  country  as  a boy,  and  received  his 
medical  degree  from  Tulane  University  Medical 
School  in  1921.  Dr.  Baratta  was  assistant  physician 
at  the  Morrisania  Hospital  Outpatient  Department. 
He  was  a member  of  the  Bronx  County  and  New 
York  State  Medical  Societies  and  the  American 
Medical  Association. 

Philip  L.  Bereano,  M.D.,  seventy,  of  New  York 
City,  died  May  22  in  St.  Luke’s  Hospital,  after  a 
brief  illness.  Born  in  Rumania,  Dr.  Bereano  received 
medical  degrees  from  the  University  of  Bucharest  in 
1905  and  the  Long  Island  College  Hospital  Medical 
School  in  1909.  At  one  time  he  had  been  examining 
physician  for  approximately  forty  Rumanian- 
American  organizations  and  had  served  on  the  staffs 
of  the  Lebanon,  Morrisania,  and  German  Polyclinic 
Hospitals.  Dr.  Bereano  was  a founder  and  member 
of  the  medical  staff  of  the  Jewish  Home  for  Convales- 
cents, Grandview-on-Hudson. 

Francis  A.  Birch,  M.D.,  of  White  Plains,  died  at 
his  home  on  May  10  at  the  age  of  seventy-one.  A 
graduate  in  1905  from  the  New  York  Homeopathic 
Medical  School,  Dr.  Birch  interned  at  the  Metro- 
politan Hospital,  New  York  City,  and  opened  his 
practice  in  White  Plains  in  1907. 

Edwin  Crosby  Chamberlin,  M.D.,  seventy-nine,  of 
Brewster,  died  on  May  23.  He  received  his  medical 
degree  in  1894  from  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  retired  several 
years  ago  from  his  general  practice  of  medicine. 

Gerhard  Hecht,  M.D.,  of  Union,  died  on  May  2. 
Dr.  Hecht  received  his  medical  degree  in  1925  from 
the  Friedrich  Wilhelm  University  of  Berlin,  Ger- 
many. He  was  a member  of  the  Broome  County  and 
New  York  State  Medical  Societies,  and  the  American 
Medical  Association. 

Roy  Biggs  Henline,  M.D.,  of  New  York  City  and 
Bronxville,  died  on  May  23  at  the  New  York  Hospi- 
tal after  an  illness  of  three  weeks.  He  was  fifty- 
four.  Dr.  Henline  was  graduated  from  the  North- 
western University  Medical  School  in  1919  and 
served  his  internship  at  the  Michael  Reese  Hospital 
in  Chicago,  after  which  he  was  a resident  physician 
at  New  York  Hospital.  He  opened  his  practice  in 
New  York  City  in  the  early  1920’s  and  was  approved 
as  a specialist  in  urology  upon  the  foundation  of  the 
American  Board  of  Urology  in  1935. 

Dr.  Henline  was  attending  surgeon  and  urologist 
for  the  James  Buchanan  Brady  Foundation  at  New 
York  Hospital  and  director  of  urology  at  Sydenham 
Hospital.  He  was  also  consulting  urologist  for  St. 
Luke’s  Hospital,  Newburgh,  the  Yonkers  General 
Hospital,  and  the  Mount  Vernon  Hospital.  In  1939 
Dr.  Henline  served  as  chairman  of  the  Special  Com- 
mittee for  Medical  Information  Service  for  World’s 
Fair  visitors.  He  was  chairman  of  the  New  York 
County  Medical  Society’s  committee  on  hospitals 
and  dispensaries  in  1938  and  chairman  of  the  com- 
mittee on  medical  economics  in  1939.  In  1946  he  be- 
came president  of  the  New  York  County  Medical 


Society,  and  in  his  inaugural  address  strongly  op- 
posed legislation  for  national  compulsory  health  in- 
surance. 

Dr.  Henline  was  active  in  planning  medical  aid  for 
veterans  after  World  War  II.  He  was  a director  of 
the  Associated  Hospital  Service,  a founder  of  the 
United  Medical  Service,  and  a Fellow  of  the  New 
York  Academy  of  Medicine  and  the  American  Col- 
lege of  Surgeons.  He  was  a member  of  the  American 
Urological  Association,  the  New  York  County  and 
State  Medical  Societies,  and  the  .American  Medical 
Association. 

Alexander  Leon  Louria,  M.D.,  fifty-nine,  of  Brook- 
lyn, died  May  22  at  the  Jewish  Hospital  of  Brooklyn 
after  an  illness  of  several  months.  A native  of  Mos- 
cow, Dr.  Louria  came  to  the  United  States  when  he 
was  a year  old.  He  was  graduated  from  the  College 
of  Physicians  and  Surgeons,  Columbia  University,  in 
1913,  and  in  1926  joined  the  staff  of  the  Long  Island 
College  of  Medicine  as  clinical  professor  of  medicine. 
Dr.  Louria  was  attending  physician  at  the  Jewish  i 
Hospital  of  Brooklyn,  a director  of  the  American 
Jewish  Physicians  Committee,  a former  director  of 
the  Brooklyn  Federation  of  Jewish  Charities,  a 
Diplomate  of  the  Society  of  Internal  Medicine,  and 
a member  of  the  Williamsburg  Medical  Society,  the  j 
lungs  County  and  New  York  State  Medical  Socie-  I 
ties,  and  the  American  Medical  Association. 

Adelaide  Mills,  M.D.,  of  St.  Albans,  died  on 
January  21  at  the  age  of  eighty-eight.  Dr.  Mills  re-  j 
ceived  her  medical  degree  in  1903  from  the  New  j 
York  Eclectic  Medical  College. 

Edward  Lord  Mulford,  M.D.,  of  Ithaca,  died  on  j 
May  13.  A graduate  of  the  Yale  University  School  of 
Medicine  in  1931,  Dr.  Mulford  was  senior  tubercu-  ’ 
losis  physician  at  the  Hermann  M.  Biggs  Memorial  \ 
Hospital  in  Ithaca.  He  was  a member  of  the  Tomp-  f 
kins  County  and  New  York  State  Medical  Societies  1 
and  the  American  Medical  Association. 

Louis  Michael  Palermo,  M.D.,  forty-seven,  fl 
Bronxville,  died  on  May  8 at  Mount  Sinai  Hospital, 
New  York  City.  Dr.  Palermo  was  graduated  from 
the  New  York  Homeopathic  Medical  College  in 
1928.  He  was  associate  surgeon  at  the  Metropoltan  \ 
Hospital  and  assistant  attending  surgeon  at  the 
Flower  and  Fifth  Avenue  Hospitals,  in  New  York  ( 
City.  A Fellow  of  the  American  College  of  Surgeons,  1 
Dr.  Palermo  was  a member  of  the  New  York  County  1 
and  State  Medical  Societies  and  the  American 
Medical  Association. 

Nathan  Israel  Slutsky,  M.D.,  of  Brooklyn,  died  on 
May  13  at  the  Brooklyn  Jewish  Hospital  at  the  age 
of  sixty-four.  Dr.  Slutsky  was  graduated  from  the 
Cornell  University  Medical  College  in  1907  and  in- 
terned at  Sydenham  Hospital  before  opening  his 
practice  in  Brooklyn.  He  was  attending  surgeon  in 
urology  in  the  Beth  Moses  Division  of  Maimonides 
Hospital,  Brooklyn,  and  a Fellow  of  the  Interna- 
tional College  of  Surgeons.  Chairman  of  the  board 
of  the  Doctors  Club  of  Brooklyn,  Dr.  Slutsky  was  a 
member  of  the  Kings  County  and  New  York  State  , 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 
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loids)  .4  minims;  Crataegus  Fluidextract. ...  I minim 

Sample  and  literature  sen*  on  request. 

Available  at  all  pharmacies  on  prescription. 
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Army  Needs  Public  Health  Officers 


THE  Department  of  the  Army  is  urgently  in  need 
of  Public  Health  Officers  to  serve  in  a civilian 
capacity  with  the  occupation  forces  in  Japan.  These 
positions,  which  involve  supervision  of  Japanese  pre- 
fecture (state)  health  departments  in  all  phases  of 
preventive  medicine  and  medical  care  programs,  offer 
an  excellent  opportunity  for  broad  experience  in 
public  health. 

Minimum  acceptable  qualification  requirements 
are  a degree  in  medicine  plus  one  year  internship. 
Experience  in  public  health  is  desirable  but  is  not 
mandatory. 


The  salary  for  these  positions  is  $6,235.20  per 
annum  plus  10  per  cent  post  differential  with 
quarters  provided  at  no  cost  to  the  employe.  Indi- 
viduals selected  for  appointment  must  agree  to  re- 
main a minimum  of  two  years.  Transportation  is 
furnished  to  and  from  Japan.  Dependents  may  join 
the  employe  in  approximately  six  to  eight  months. 

Interested  applicants  may  make  formal  applica- 
tion by  submitting  Civil  Service  Commission 
Standard  Form  57  to  the  office  of  the  Secretary  of 
the  Army,  Washington  25,  D.C.  Forms  may  be  ob- 
tained from  any  Class  A Post  Office. 


Adult  Heart  Educational  Program 


THE  New  York  University-Bellevue  Medical 
Center  will  present  two  short  courses  in  cardio- 
vascular diseases  for  general  practitioners  as  part  of 
the  Adult  Heart  Educational  Program  being  con- 
ducted by  the  New  York  State  Department  of 
Health  and  the  Medical  Society  of  the  State  of  New 
York.  The  New  York  City  Department  of  Health  is 
also  acting  as  a sponsor  for  courses  being  given  in 
New  York  City.  These  courses  are  designed  to 
assist  the  general  practitioner  in  the  management  of 
his  patients  with  diseases  of  the  heart  and  peripheral 
vascular  system  by  bringing  him  up  to  date  regard- 
ing recent  developments  in  diagnosis  and  treatment. 

The  first  course  will  be  offered  by  the  New  York 
University  College  of  Medicine  at  Bellevue  Hospital 
and  will  run  for  three  days  beginning  Monday,  June 
20,  1949.  The  other  course  will  be  offered  at  the 
New  York  University  Post-Graduate  Medical 


School,  356  Second  Avenue,  New  York,  and  will  run 
for  four  days  beginning  Monday,  June  27. 

Physicians  interested  in  either  course  should  ad- 
vise The  Recorder,  New  York  University  Post- 
Graduate  Medical  School,  356  Second  Avenue,  New 
York,  stating  which  course  they  desire  and  also 
whether  they  would  accept  the  other  if  the  first  is  al- 
ready filled.  A registration  fee  of  $3.00  should 
accompany  the  letter.  Checks  should  be  made 
payable  to  New  York  University.  The  registration 
fee  will  be  returned  to  applicants  who  cannot  be 
accepted  because  of  filled  quotas. 

The  New  York  State  Department  of  Health  will 
provide  fellowships  for  all  accepted  students  to 
cover  the  tuition  fees  in  full.  In  addition,  the  De- 
partment will  provide  a stipend  of  $10  per  day  to 
cover  travel  or  living  expenses  to  those  students 
living  25  miles  or  more  from  the  school. 


Lectures  at  the  New  School  for  Social  Research 


FOUR  Nobel  prize  winners  and  other  leaders  in  the 
field  of  biochemistry  and  related  sciences  are 
scheduled  to  lecture  at  the  New  School  for  Social 
Research  next  fall,  Dr.  Bryn  J.  Hovde,  president  of 
the  New  School,  has  announced.  Their  lectures  are 
part  of  a greatly  expanded  program  in  science  de- 
veloped at  the  New  School  which  includes  a group  of 
six  courses  on  biochemistry  offered  as  a public 
service  and  without  fee  and  given  jointly  by  the 
New  School  and  the  Institute  for  Muscle  Research 
under  the  direction  of  Dr.  Albert  Szent  Gyorgyi, 
distinguished  Hungarian  scientist. 

Dr.  Szent  Gyorgyi  and  the  group  from  the  Insti- 
tute for  Muscle  Research  which  he -heads  have  been 
arriving  in  this  country  since  last  fall  from  Hungary 
at  the  invitation  of  the  New  School.  The  Institute  is 
currently  conducting  research  at  Woods  Hole, 
Massachusetts,  centering  in  the  study  of  muscle, 
physics  of  the  living  state,  and  study  of  blood. 

Besides  Dr.  Szent  Gyorgyi,  who  won  the  Nobel 
prize  in  medicine  and  physiology  for  the  discovery  of 
Vitamin  C and  fumaric  acid  catalysis,  1937,  the 
other  Nobel  prize  winners  who  will  lecture  at  the 
New  School  are  the  outstanding  scientist,  Dr.  Otto 
Warburg,  of  the  Institute  for  Muscle  Research,  who 
ceived  the  Nobel  prize  in  medicine  in  1931  for  dis- 
covering the  character  and  mode  of  action  in  the 
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respiratory  ferment;  Dr.  Otto  Loewi,  now  research 
professor  of  pharmacology,  New  York  University 
College  of  Medicine,  who  won  the  Nobel  prize  in 
1936  with  Sir  Henry  H.  Dale  for  discoveries  in  the 
field  of  chemical  transmission  of  nerve  impulses, 
and  Dr.  Ottl  Meyerhof,  research  professo'r  in 
physiology,  University  of  Pennsylvania,  who  shared 
the  Nobei  prize  in  1923  with  Dr.  Archibald  V.  Hill 
and  who  established  the  correlation  between  the 
consumption  of  oxygen  and  production  of  lactic  acid 
in  muscle. 

The  courses,  which  run  from  seven  to  sixteen 
weeks  each,  are  of  two  kinds.  The  first  two,  “Dy- 
namics of  Living  Things,”  and  “Dynamics  of  Muscle 
as  a Living  System,”  are  addressed  primarily  to  the 
intelligent  layman,  and  it  is  in  the  first  of  these 
courses  that  the  Nobel  prize  winners  and  other 
leaders  in  the  field  will  appear.  The  remaining 
courses  are  designed  more  expressly  for  members  of 
the  medical  profession  and  other  scientists.  These 
courses  include  “Biochemistry  of  Muscle,”  “Blood 
and  Some  Aspects  of  Its  Functions,”  “Elementary 
Introduction  to  Quantum  Mechanics  and  Some 
Biological  Applications,”  and  “Quantum  Chemistry 
and  Its  Biological  Applications.” 

Besides  those  already  mentioned  these  speakers 
[Continued  on  page  1476) 
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Sopranol*  therapy  is  safe  therapy  for  dermatophytosis 


The  active  ingredients  of.Sopronol  (Improved)  Propionate-Caprylate  Compound 
are  the  fatty  acids  found  in  human  sweat— propionic  and  caprylic  acids 
and  their  salts.  This  is  why  Sopronol  is  a safe  . . . therapeutically  effec- 
tive . . . treatment  for  dermatophytosis.  Fight  fungi  safely  with  Sopronol. 


OINTMENT 


POWDER 


Sodium  propionate  ....  12.3% 

Propionic  acid 2.7% 

Sodium  caprylate 10.0% 

Zinc  caprylate 5.0% 

Dioctyl  sodium  sulfosuccinate  0.1% 

Inert  ingredients 69.9% 

including  n-Propyl  Alcohol  10.0% 
1 oz.  tubes 


Calcium  propionate  15.0% 
Zinc  propionate  5.0% 
Zinc  caprylate  . . 5.0% 

Inert  ingredients  . 75.0% 

2 and  5 oz.  canisters 


LIQUID 

Sodium  propionate  ....  12.3% 

Propionic  acid 2.7% 

Sodium  caprylate  ....  10.0% 
Dioctyl  sodium  sulfosuccinate  0.1% 

Inert  ingredients 74.9% 

including  n-Propyl  Alcohol  12.5% 
2 oz.  bottles 


1( 
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include  Drs.  Robert  Chambers,  research  professor  of 
biology,  New  York  University;  Leonor  Michaelis, 
Rockefeller  Institute  for  Medical  Research;  DeWitt 
Stetten;  Michael  Heidelberger,  professor  of  immuno- 
chemistry,  College  of  Physicians  and  Surgeons, 
Columbia  University;  Homer  Smith,  professor  of 
physiology,  New  York  University  College  of  Medi- 
cine, and  Ernst  Mayr,  curator,  Whitney-Rothschild 
Collections,  American  Museum  of  Natural  History. 

Three  ranking  scientists,  Dr.  Andrew  Paul,  Dr. 
Ephraim  Shorr,  and  Dr.  Harold  G.  Wolff,  join  Dr. 
Kalman  Laki,  Dr.  Stephen  Rath,  and  other  members 
of  the  staff  of  the  Institute  for  Muscle  Research  in 
giving  the  course,  “Blood  and  Some  Aspects  of  Its 
Functions.”  Dr.  Paul  is  president  of  the  American 
Academy  of  Allergy ; Dr.  Shorr  is  associate  professor 
of  medicine  and  Dr.  Wolff  is  professor  of  neurology 
and  psychiatry  at  Cornell  University  Medical  School. 
Dr.  Laki  is  a biochemist,  and  Dr.  Rath  a specialist  in 
translating  laboratory  methods  into  mass  produc- 
tion. 


Special  topics  to  be  discussed  in  the  course  es- 
pecially designed  for  scientists  under  the  heading  of 
“Biochemistry  of  Muscle”  include  the  structure  of 
muscle  and  the  structure  of  sarcolemma,  utilization 
of  energy  in  enzymatic  and  synthetic  processes, 
conditions  of  thermodynamic  equilibrium  and  the 
energy  relations  in  muscle  fibers,  and  a thermody- 
namic explanation  of  muscle  contraction.  The 
course,  “Blood  and  Some  Aspects  of  Its  Functions,” 
will  discuss  the  fundamental  biochemistry  of  blood 
functions  and  certain  related  clinical  manifestations 
of  body  disturbances.  Other  topics  are  the  mecha- 
nism of  blood  clotting,  the  general  biological  aspects  of 
blood  functions,  the  histamine  theory  of  allergy, 
hemorrhagic  and  traumatic  shock,  experimental  and 
human  hypertension,  and  prognosis  and  dietary  v. 
surgical  treatments.  “Quantum  Chemistry  and  Its 
Biological  Application”  among  other  topics  will  dis- 
cuss the  application  of  wave  mechanism  to  chemistry 
and  the  chemistry  and  structure  of  proteins. 

For  further  information  address  the  New  School  at 
66  West  12t.h  Street,  New  York  11,  New  York. 


MEDICALLY 

The  New  Israeli  Medical  School — The  official 
opening  of  the  Hebrew  University-Hadassah  Medical 
School  was  marked  on  May  17  by  ceremonies  both  in 
Jerusalem  and  New  York  City,  at  which  prominent 
representatives  of  government,  public  health  agen- 
cies, and  medical  schools  participated.  In  Jerusalem 
temporary  buildings  will  serve  until  the  new  struc- 
tures to  be  erected  on  Mt.  Scopus  are  ready  for 
occupancy.  The  Medical  School  is  the  first  institu- 
tion of  its  kind  in  the  new  State  of  Israel,  and  it  will 
also  serve  as  a center  for  research  in  the  diseases 
prevalent  in  the  Near  East — trachoma,  malaria, 
tuberculosis,  and  enteritis.  The  creation  of  a school 
of  high  rank  is  an  indispensable  basis  for  improved 
health  work,  according  to  Dr.  Herman  E.  Hilleboe, 
New  York  State  Commissioner  of  Health,  in  his 
greeting  to  the  new  medical  school. 


Official  Resolutions  Against  Compulsory  Health 
Insurance — »It  has  been  announced  through  the 
office  of  the  National  Education  Campaign  of  the 
American  Medical  Association  that  616  organiza- 
tions are  on  record  as  having  passed  formal  resolu- 
tions in  opposition  to  compulsory  health  insurance. 
This  list  includes  not  only  state  and  county  medical 
societies  from  all  parts  of  the  country,  but  women’s 
auxiliaries,  clubs,  businessmen’s  organizations,  and 
many  others.  The  listing  undoubtedly  will  be  ex- 
panded when  people  get  the  facts  about  compulsory 
health  insurance  and  how  serious  would  be  the  re- 
sults of  its  imposition.  More  of  this  effort  is  essen- 
tial. 


Study  on  the  Industrial  Physician — At  a recent 
meeting  of  the  Louisville,  Kentucky,  section  of  the 
American  Academy  of  General  Practice,  Dr.  Leonard 
J.  Goldwater,  professor  of  industrial  hygiene  at 
Columbia  University,  told  the  Academy  that  if  a 
study  just  completed  by  Columbia  University’s 
School  of  Public  Health  is  a criterion,  the  plant 
doctor  plays  a vital  role  in  the  prevention  and  early 
diagnosis  of  disease  among  production  workers. 

The  study  reveals  that  in  two  comparable  indus- 
trial plants  in  New  York  City,  the  plant  which 
maintains  an  industrial  physician  had  more  than 
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twice  as  many  of  its  employes  visiting  family  physi- 
cians during  a year’s  time  as  did  the  plant  which 
does  not  keep  a doctor  on  its  rolls. 

Conducted  by  a group  of  investigators  headed  by 
Dr.  Goldwater  and  Dr.  Meyer  Rosenblum,  also  of 
Columbia,  the  study  shows  that  the  plant  with  a 
physician  in  attendance  referred  on  to  family  doctors 
17  per  cent  of  the  plant  personnel,  as  contrasted  with 
the  nonmedical  service  factory  in  which  only  7.3  per 
cent  of  its  employes  visited  their^  doctors. 

Increase  in  Tuition  Fees — In  a recent  statement 
by  Dean  Currier  McEwen  of  the  New  York  Uni- 
versity College  of  Medicine,  an  increase  in  the 
tuition  fees  for  the  College  was  announced,  as  fol- 
lows: “Beginning  with  the  academic  year,  1949-  j 
1950,  the  New  York  University  College  of  Medicine 
will  increase  its  tuition  fee  from  $650  to  $750.  Al- 
though the  new  rate  is  in  line  with  the  charges  now 
being  made  by  other  leading  medical  schools,  the 
University  has  delayed  making  this  increase  as  long 
as  possible.  It  has  become  impossible  for  the  Uni- 
versity to  carry  the  increasing  annual  operating 
deficit  to  as  full  an  extent  as  it  has  in  recent  years, 
and  there  remained  no  choice  but  to  follow  the  ex- 
ample of  many  other  medical  colleges  and  increase 
tuition.”. 

Receives  Alumni  Honor— Among  the  six  alumni 
who  received  the  New  York  University  Alumni 
Meritorious  Service  Award  for  1949  for  “dis- 
tinguished service  to  the  University,”  was  Dr.  Ralph 
L.  Dourmashkin,  a graduate  of  the  Medical  College 
in  1915.  The  group  were  guests  of  honor  at  the 
annual  medallion  dinner  on  May  24. 

Longevity  and  Mortality  of  Physicians — The 

Metropolitan  Life  Insurance  Company  announces  an 
offer,  without  charge  and  on  a permanent  basis  if  de- 
sired, of  a limited  number  of  exhibits  entitled 
“Longevity  and  Mortality  of  Physicians.”  This 
material  contains  the  results  of  a study  showing 
what  the  men  and  women  of  the  medical  profession 
have  accomplished  in  protecting  their  own  health.  A 
limited  number  of  descriptive  brochures  is  also  avail- 
[Continued  on  page  1478] 
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able  and  will  be  furnished  upon  request.  This  ma- 
terial is  available  for  annual  or  special  meetings  or  on 
a permanent  basis  in  connection  with  teaching  pro- 
grams. For  further  information,  apply  to  Dr.  Don- 
ald B.  Armstrong,  1 Madison  Avenue,  New  York  10, 
New  York. 


International  and  Fourth  American  Congress  on 
Obstetrics  and  Gynecology — The  Scientific  and 
Educational  Exhibit  Committee  of  the  International 
and  Fourth  American  Congress  on  Obstetrics  and 
Gynecology,  under  the  chairmanship  of  Dr.  John 
Parks  of  Washington,  D.C.,  and  the  Committee  on 
Motion  Pictures,  with  Dr.  Archibald  D.  Campbell  of 
Montreal,  Canada,  as  chairman,  have  completed 
preliminary  plans  for  their  respective  sections  of  the 
meeting  and  are  ready  to  issue  application  blanks  for 
space  and  time.  These  blanks  are  designed  to  facili- 
tate the  work  of  the  committees  in  selecting  and  pre- 
senting exhibits  and  films  of  the  greatest  value  and  to 
make  it  easy  for  the  applicants  to  present  a complete 
description  of  their  proposed  displays.  They  will  be 
sent  on  request  by  the  business  office  of  the  American 
Congress  at  24  West  Ohio  Street,  Chicago  10, 


Illinois,  and,  when  completed,  go  directly  to  the 
chairman  of  the  committee  involved. 

The  members  of  the  Scientific  and  Educational 
Exhibit  Committee  working  with  Dr.  Parks  are: 
Dr.  Miguel  V.  Falsia  of  Buenos  Aires,  Sir  Eardley 
Holland  of  London,  Dr.  Mortimer  N.  Hyams  of 
New  York,  Dr.  Alice  F.  Maxwell  of  San  Francisco, 
Dr.  Lawrence  M.  Randall  of  Rochester,  Dr.  Jorge  de 
Rezende  of  Rio  de  Janeiro,  Dr.  Erik  Rydberg  of 
Copenhagen,  Dr.  Donald  G.  Tollefson  of  Los  An- 
geles, and  Dr.  Frank  E.  Whitacre  of  Memphis. 

The  members  of  the  Committee  on  Motion  Pic- 
tures working  with  Dr.  Campbell  are:  Dr.  David  N. 
Barrows  of  New  York,  Dr.  Willard  R.  Cooke  of 
Galveston,  Dr.  Samuel  A.  Cosgrove  of  Jersey  City, 
Dr.  Carl  Henry  Davis  of  Wilmington,  Dr.  Ludwig  A. 
Emge  of  San  Francisco,  Dr.  Albert  W.  Holman  of 
Portland,  Dr.  Edmundo  G.  Murray  of  Buenos  Aires, 
and  Dr.  Robert  A.  Ross  of  Durham. 

Plans  for  the  holding  of  the  Congress  at  the  Hotel 
Statler,  New  York  City,  from  May  14  to  19,  1950, 
are  progressing  satisfactorily.  An  important  pro- 
gram of  scientific  papers  and  exhibits  is  being  de- 
veloped, and  a large  attendance  is  likely.  For  fur- 
ther information  apply  to  the  headquarters  office,  24 
West  Ohio  Street,  Chicago  10,  Illinois. 
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William  Henry  Specht,  M.D.,  sixty-seven,  who  re- 
tired in  1947  after  practicing  in  New  York  City  for 
many  years,  died  on  May  19  of  a heart  attack  while 
on  a fishing  trip  in  Canada.  A graduate  of  Cornell 
University  Medical  College  in  1906,  Dr.  Specht  had 
his  office  in  New  York  City  before  retiring  two  years 
ago  to  live  in  Germantown.  He  was  formerly  a 
member  of  the  New  York  County  and  State  Medical 
Societies  and  the  American  Medical  Association. 

Charles  Francis  Spencer,  M.D.,  of  Ossining,  be- 
lieved to  be  the  oldest  alumnus  of  New  York  Uni- 
versity Medical  School,  died  on  May  23  at  the  age  of 
ninety-two.  Dr.  Spencer  was  graduated  from  New 
York  University  in  1882,  after  having  completed  a 
three-year  medical  course  in  two  years.  After  leaving 
college  he  joined  the  staff  of  Manhatt  an  State  Hospital 
on  Ward’s  Island,  as  assistant  superintendent,  and 
then  served  with  the  New  York  City  Health  De- 
partment until  1912  as  head  of  the  sanitary  inspec- 
tion division.  His  chief  duty  with  the  department 
was  the  suppression  of  epidemics,  and  he  received 
considerable  attention  in  his  fight  against  smallpox. 
He  practiced  medicine  in  New  York  City  before  his 
retirement. 

Randolph  West,  M.D.,  fifty-eight,  died  on  May  20 
at  his  home  in  the  Bronx.  A graduate  of  the  College 
of  Physicians  and  Surgeons,  Columbia  University,  in 


1917,  Dr.  West  interned  at  Presbyterian  Hospital 
and  did  graduate  work  in  chemistry  at  the  University 
of  Chicago.  In  1922  he  returned  to  Presbyterian 
Hospital,  where  he  was  attending  physician,  and 
joined  the  Columbia  Medical  School’s  faculty  as  pro- 
fessor of  medicine. 

As  a specialist  in  internal  medicine  for  twenty- 
seven  years,  Dr.  West  devoted  much  effort  to  the 
study  of  anemia  and,  in  1942,  after  years  of  inde- 
pendent research,  joined  a team  of  chemists  and  bi- 
ologists seeking  the  therapeutic  element  which 
checks  pernicious  anemia.  The  element  was  finally 
isolated  in  1947  as  Vitamin  B,2  and  Dr.  West  was  the 
first  to  demonstrate  its  efficiency. 

For  many  years  Dr.  West  was  editor  of  the  J ournal 
of  Clinical  Investigation  and  the  author  of  many 
scientific  papers.  He  was  chairman  of  the  anti- 
anemia board  of  the  U.S.  Pharmacopeia  and  a 
Fellow  of  the  American  College  of  Physicians.  Dr. 
West  was  a member  of  the  Association  of  American 
Physicians,  the'  American  Society  of  Clinical  In- 
vestigation, the  New  York  Academy  of  Medicine,  the 
Society  for  Experimental  Biology  and  Medicine,  the 
Harvey  Society,  the  New  York  County  and  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

For  his  work  in  developing  Vitamin  Bi2  Dr.  West 
was  to  have  received  the  first  Goldberger  Award  of 
the  Nutrition  Foundation,  given  for  outstanding 
contributions  to  clinical  nutrition. 
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A REALLY  DELICIOUS  STOUT 

. . . WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESObTS  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  & Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 
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for  the  successful  treatment^of . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC.  new  york  ,r.  N. 

Makers  of  the  Soothing^  Modernized  Form  of  Burow's  Solution 
DOMEBORO  —Tablet*  • Powder  * Packets  • Ointment 


Y. 


Daxalan  it  our  trademark  for  a rigidly  standardized  whole  crude  tar  caste,  (low  In  naohthalene  consent)  ajifertr  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  ' ^ . 1 

Dome  Paste  bandage  it  a flesh  colored,  4 * x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  For  mu)*”  joLsisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamioe.  This  Uana's  Boot  comet  to  you  in  a soft  ccnaitiuo  and  it  read?  for  instant  use. 


COSMETIC  HAV  F£!/eR?^ 

Prescribe  UNSCENTED  AR-EX  Cosmetics  - ^ 

Recent  clinical  tests  showed  many  cases  of  cosmetic  sensitivity,  but  not  a 
single  one  to  UNSCENTED  AR-EX  Cosmetics.  For  allergic  patients,  prescribe 

UNSCENTED  AR-EX  Cosmetics  — free  from  all  known  - 

irritants  and  allergens.  SEND  FOR  FREE  FORMULARY. 


AR-EX  COSMETICS,  INC.,  1036  W.  VAN  BUREN  ST.,  CHICAGO  7,  ILL. 


FREE  FORMULARY 


DR._ 


ADDRESS.. 


CITY_ 


STATE. 


DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

George  P.  Farrell,  Director 


Medical  Care  Plans  Experience  Record 

'X'HE  voluntary  nonprofit  medical  care  insurance 
plans  in  New  York  State  (approved  by  the 
Medical  Society  of  the  State  of  New  York)  experi- 
enced a record  growth  for  the  quarter  ending  March 
31,  1949. 

Increase  in  membership  during  the  period  was 


Growth  During  First  Quarter  of  1 949 

198,426,  making  a total  membership  of  1,737,685. 
This  increase  exceeds  by  68,852  the  corresponding 
period  a year  ago.  Benefits  to  members  amounted 
to  -II  ,879,745,  or  an  increase  of  8690,000  over  the 
same  period  in  1948. 

The  following  tables  reflect  detailed  progress  of 
each  plan  as  well  as  over-all  totals: 


TABLE  1. — Membership  Progress— Quarter  Ending  March  31,  1949 


By  Types  of  Contract 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Surgical  Only 
March  31,  1949 
December  31,  1948 

913,867 

811,058 

154,168 

138,986 

115,846 

109,963 

3,534 

3,373 

77,021 

68,653 

1,264,436 

1,132,033 

Increase 

102,809 

15,182 

5,883 

161 

8,368 

132,403 

Surgical,  In-Hospital  Medical 
March  31,  1949 
December  31,  1948 

328,514 

273,714 

20,032 

20,885 

54,957 

51,699 

403,503 

346,298 

Increase 

54,800 

-853 

3,258 

57,205 

Surgical-Medical  (Home,  Office  and  Hospital) 

March  31,  1949  52,158 

December  31,  1948  44,026 

17,477 

16,733 

69,635 

60,759 

Increase 

8,132 

744 

8,876 

Medical  Expense  Fund 
March  31,  1949 
December  31,  1948 

111 

169 

111 

169 

Decrease 

-58 

-58 

Crand  Totals 
March  31.  1949 
December  31,  1948 

1,294,650 

1,128,967 

174,200 

159,871 

115,846 

109,963 

21,011 

20,106 

77,021 

68,653 

54,957 

51,699 

1,737,685 

1.539,259 

Increase 

165,683 

14,329 

5,883 

905 

8,368 

3,258 

198,426 

Note:  Medical  Call  Riders  available  in 

the  Utica  plan  increased  by  3,601  in  the  first  quarter  ending  March  31, 

1949. 

TABLE  2. — Comparative  Statement  of 

Membership  Increase  Quarters  Ending  March  31,  1948  and  1949 

By  Types  of  Contract 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

T otals 

Surgical  Only 
March  31,  1949 
March  31,  1948 

102,809 

57,485 

15,182 

9,773 

5,883 

5.014 

161 

396 

8,368 

4,817 

132,403 

77,485 

Surgical,  In-Hospital  Medical 
March  31,  1949 
March  31,  194.8.  * = - 

54,800 

36,479 

-853 

-702 

3,258 

7,239 

57,205 

43,016 

Surgical- Medical  "(Home;  Office,  and 'Hospital) 
March  31,  t949 ' 

March  5>J,  1948  • • . 

" 8:132 

. .8,989 

744 

208 

8,876 

9,197 

Medical  Expense  Fund 
March  31,  1949 
■ March  31,  1848  ...  . 

- 38  V 
-124'. 

- 58 
-124 

Grand  Totals 
March  31,  1949 
March  31,  1948 

165.683 

102,829 

14,329 

9,071 

5,883 

5,014 

905 

604 

8,368 

4,817 

3,258 

7,239 

198,426 

129,574 

Note:  Medical  Call  Riders  available  in  the  Utica  plan  show  comparative  increases  as  follows:  March  31,  1949.  3.601,  and 

March  31.  194S.  3.463. 


[Continued  on  page  1482) 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


SUPERIOR  PERSONNEL  Aaaiatanta  and  •■ecu- 
tivai  in  all  field*  of  madidna — young  physicians,  department 
haads,  nurses,  staff  personal  te<?retariea.  anaesthetist*, 
dieticians  and  technioiana 


jO  x 

tZSu>— . (od 


NEW  YORK  MEDICAL  EXCHANGE 
489  FIFTH  AVE.,  NYC  (AGENCY'  MURRAY  HILL  2-067C 


HALL-BROOKE 

Green*  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  ior  the  care  and  treatment  ot  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information 

George  K Pratt,  M.D.,  Medical  Director  Mrs.  F H.  Jones.  Bus.  Mgr. 


MALPRACTICE  INSURANCE 
PROTECTION* 

for 

INFORMATION,  ADVICE 
or  ASSISTANCE 

refer  to 

HARRY  F.  WANV1G 

Authorised  Indemnity  Representative  of 

THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

70  Pine  Street  New  York  City  5 
Telephone:  Digby  4-71 1 7 
* For  Members  of  the  State  Society  only 

$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  for  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  18,  N Y. 

ERablUh.d  1911 

CHILDRENS 
SHOES  $ 


Whether  a simple  wedge 

or  a complicated  cork  raise 

SPECIFY  PEDIFORME  FOOTWEAR 

for  an  accurate  fitting 
in  accordance  with 
your  prescription. 

• 

Club  Foot  and  Flat  Foot  Shoes 
IN  STOCK 

MANHATTAN  - 34  West  36th  Street 
BROOKLYN  - 288  Livingston  Street 
FLATBUSH  - 843  Flatbush  Avenue 
New  Rochelle  Hempstead 

East  Orange  Hackensack 

Your  prescription  PROMPTLY  acknowledged1 


00* 


Phormocmutical  Division , Homemokers'  Product*  Corporation 
3$OSecond  Avt.,  New  York  10  • SMI  Caledonia  Id.,  Toranta  10 
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MEDICAL  CARE  INSURANCE 


[N.  Y.  State  J.  M. 


[Continued  from  page  1480] 


TABLE  3. — Comparative  Statement  op  Earned  Premium,  Incurred  Claim  and  Administrative  Expenses  for  Quarters 

Ending  March  31,  1948  and  1949 


Earned  Premium  Income 
March  31,  1949 
March  31,  1948 

New  York 

$2,190,798 

1,386,145 

Buffalo 

$292,460 

223,612 

Utica 

$226,371 

186,714 

Rochester 

$122,113 

77,889 

Albany 

$116,201 

56,669 

Syracuse 

$56,463 

42,981 

Totals 

$3,004,406 

1,974,010 

Increase 

$ 804,653 

$ 68,848 

$ 39,657 

$ 44,224 

$ 59,532 

$13,482 

$1,030,396 

Claim  Expense 
March  31,  1949 
March  31,  1948 

$1,359,715 

794,397 

$232,493 

151,851 

$175,589 

147,198 

* 86,623 
45,762 

$ 91,560 
41,698 

$47,936 

32,145 

$1,993,916 

1,213,051 

Increase 

$ 565,318 

$ 80,642 

$ 28,391 

$ 40,861 

$ 49,862 

$15,791 

$ 780,865 

Administrative  Expense 
March  31,  1949 
March  31,  1948 

$ 446,230 
285,037 

$ 25,624 
24,590 

$ 30,844 
26,834 

$ 16,860 
9,774 

$ 12,123 
6,206 

$ 6,710 
5,723 

$ 538,381 
358,164 

Increase 

$ 161,193 

$ 1,034 

$ 4,010 

$ 7,076 

$ 5,917 

$ 987 

$ 180,217 

Claim  Expense  Ratio  to 
Income 

March  31,  1949 
March  31,  1948 

Earned  Premium 

62.06 

57.31 

79.50 

67.91 

77.56 

78.83 

70.93 

58.75 

78.79 

73.58 

84.90 

74.79 

66.36 

61.45 

Administration  Expense 
Premium  Income 
March  31,  1949 
March  31,  1948 

Ratio  to  Earned 

20.37 

20.56 

8.76 

11.00 

13.62 

14.31 

13.79 

12.54 

10.43 

10.95 

11.88 

13.32 

17.91 

17.96 

TABLE  4. — Claim  Data  (Paid 

Basis) — Year  to  March  31, 

1949 

Plan  Location  and 
Types  of  Contracts 

Number 

of 

Claims 

Amount 

Ratio  to 
Earned 
Premium 

Average 
Cost  per 
Claim 

Claim 
Incidence 
per  1,000 
Participants 
per  Annum 

Average 

Exposure 

Participants 

New  York 

Surgical  Expense  Indemnity 
Surgical,  In-Hospital  Medical 
General  Medical 

14,399 

5,809 

9,689 

$ 

904,581 

319,971 

114,600 

67.95 

49.39 

56.68 

$62.82 

55.08 

11.82 

66.4 

76.2 

799.2 

867,075 

304,754 

48,491 

Total 

29,897 

$1,339,152 

61.39 

$44.79 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

5,404 

1,823 

$ 

164,462 

40,467 

71.77 

63.91 

$30.43 

22.19 

148.3 

354.0 

145,687 

20,598 

Total 

7,227 

$ 

204,929 

70.07 

$28.35 

Utica 

Surgical 

Medical  Call  Rider 

5,643 

590 

$ 

144,891 

11,843 

76.02 

33.08 

$25.67 

20.07 

199.9 

47.8 

112,904 

49,306 

Total 

6,233 

$ 

156,734 

69.23 

$25 . 14 

Syracuse 

Surgical 

Surgical  and  Medical 

149 

2,694 

$ 

3,753 

40,741 

60.86 

81.00 

$25 . 19 
15.12 

172.6 

629.9 

3,453 

17,105 

Total 

2,843 

$ 

44,494 

78.80 

$15.65 

Rochester 

Surgical 

1,708 

$ 

61,357 

50.24 

$35.92 

90.7 

75,288 

Albany 

Surgical,  In-Hospital  Medical 

1,739 

$ 

73,079 

62.89 

$42 . 02 

130.4 

53,328 

Grand  Total 

49,647 

$1,879,745 

62.77 

$37 . 86 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  lor  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  iniirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbargt. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Cherge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889  . 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg.  ! 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HOLBROOK  MANOR 

Five  Acres  of  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L,  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4*75 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  j or  illustrated  booklet . 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 


yam 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper> 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  hour  after  meals.  Bottles  of  1 00. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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REAL  ESTATE  AND  BUSINESS  OPPORTUNITIES  CLASSIFIED 


WANTED 

Young,  well  trained  medical  man  for  staff  position  in  long 
established  T.  B.  Sanitorium,  Adirondacks;  Good  salary  with 
housing  accommodations  for  Doctor  and  family.  Call 
REgent  7-3388  or  write  Dr.  Oswald  R.  Jones,  71  East  71st 
Street. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 

$1.35 

3 Consecutive  times  . 

120 

6 Consecutive  times  . . 

1.00 

12  Consecutive  times  . . 

. .90 

24  Consecutive  times  . . 

.85 

MINIMUM  3 LINES 

Count  7 average  words  to 

each  line 

Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 

and  the  15th  of  each  month. 

All  advertise- 

menta  are  payable  in  advance. 

AUTHORS  ATTENTION 


Expert  re-writing,  revision,  editing  and  typing  of  your 
manuscript,  short  or  long.  Excellent  medical  references 
Try  me.  Write  Box  299,  N.  Y.  St.  Jr.  Med. 


REAL  ESTATE 


FOR  SALE 


Established  General  Practice;  Upstate  New  York;  home- 
office  combination;  no  opposition;  excellent  opportunity  to 
step  right  into  a nice  country  practice.  Box  308,  N.  Y. 
St.  Jr.  Med. 


ROCHESTER  N.  Y.,  Doctor’s  office-residence.  Located  on 
State  highway  in  exclusive  East  side  residential  section  4 
room  modern  office  suite,  private  entrance,  lab  and  lavatory, 
attached  to  attractive  4 bedroom  residence.  1|  baths,  oil 
heat,  blacktop  drive,  parking.  Perfect  location-near  Hos- 
pitals. 820,000.  Write  owner.  C.  E Mac  Queen  15*1 
Monroe  Ave. 


FOR  SALE 


(HAMSTERS'  available  in  large  quantities  for  laboratory 
purposes.  Write  inquiries,  Tobler,  10105  222nd  Street, 
Queens  Village,  New  York  or  phone  Hollis  5-6734  W. 


PHYSICIANS*  PRINTED  SUPPLIES 


Medico0  sanitary  dispensing  envelopes  (*Reg.  U S Pat 
Offioe);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescription  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate 
less  engraved  letterheads  and  envelopes  on  Hammertnill 
Cockletone  bond  paper  A complete  service  for  physicians 
Established  1938  Prices  and  samples  sent  on  request  Write- 
The  Medico  Press,  Millers  town  Pa 


BUY 

SAVINGS  BONDS 


FOR  SALE 


Leitz  Medical  Microscope,  New,  7 objectives,  5 eyepieces, 
sacrifices  for  $295.00,  FLushing  8-4128. 


STRATEGIC  LOCATION  FOR  DOCTOR— $21,000. 
Prominent  Merrick  Rd.  corner  in  heart  of  Village  of  Valley 
Stream.  1st  floor  has  beautiful  large  enclosed  porch,  living 
and  dining  rooms,  kitchen,  bedroom  & bathroom.  2nd  floor 
has  3 bedrooms,  kitchen  & bath.  2 extra  rooms  in  attic. 
Recreation  room  in  cellar  with  built-in  bar.  Hot  water 
automatic  Gas  heat.  Landscaped  plot  120x80.  FISHER, 
REALTORS,  30  Sunrise  Highway,  Valley  Stream,  N.  Y. 
Valley  Stream  5-3756. 


CORINTH-SARATOGA  COUNTY  (known  as  Flatbush 
Lodge).  Attractive  Modern  15  room  dwelling  Bungalow 
type  with  full  cellar.  Built  1937  on  39  acres.  Spacious 
Living  and  Dining  Rooms,  both  with  imposing  stone  fire- 
places. 2 extra  rooms  & lavatory  in  attic.  1st  Floor  has  12 
bedrooms.  Ideal  for  Sanitarium  or  Boys  Camp.  Sacrificed 
at  $19,500.  Pictures  on  request.  FISHER,  REALTORS, 
30  Sunrise  Highway,  Valley  Stream,  N.  Y.  Valley  Stream 
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WHEN  OBESITY  IS  A PROBLEM 


S.  H.  CAMP  and  COMPANY 

JACKSON,  MICHIGAN 

World's  Largest  Manufacturers 
of  Scientific  Supports 


Clinicians  have  long  noted 
that  the  forward  bulk  of  the 
heavy  abdomen  with  its  fat- 
laden wall  moves  the  center 
of  gravity  forward.  As  the  , 
patient  tries  to  balance  the 
load,  th6  lumbar  and  cervical  ; 
curves  of  the  spine  are  in- 
creased, the  head  is  carried 
forward  and  the  shoulders 
become  rounded.  Often  there 
is  associated  visceroptosis. 
Camp  Supports  have  a long 
history  among  clinicians  for 
their  efficacy  in  supporting 
the  pendulous  abdomen.  The 
highly  specialized  designs  and 
the  unique  Camp  system  of 
controlled  adjustment  help 
steady  the  pelvis  and  hold  the 
viscera  upward  and  backward . 
There  is  no  constriction  of 
the  abdomen,  and  effective 
support  is  given  to  the  spine. 
Physicians  may  rely  on 
the  Camp-trained  fitter  for 
precise  execution  of  all  in- 
structions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book 
for  Physicians  and  Surgeons’  ’ , 
it  will  be  sent  on  request. 


v4atko  tijcd  Set  i/tcc 

c/ysAP 

Scientific  SuppollS 


Offices  in  New  York  • Chicago  THIS  EMBLEM  is  displayed  only  by  reliable  merchants 

Windsor,  Ontario  • London,  England  in  *our  community.  Camp  Scientific  Supports  are  never 

sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 


t 
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The  pause  that  refreshes 


Have  a Coke 


NEW  YORK  STATE 

JOURNAL  OF  MEDICINE 


Scientific  Articles 

Bacterial  Filtrates  and  Autogenous 
cines  in  the  Treatment  of  Chronic  Si 
Disease  and  Other  Chronic  Respira 
Affections 

Blood  Pressure  Reaction  of  Patie 
Undergoing  Eye  Operations  Und 
Local  Anesthesia 
The  Present  Status  of  the 
Fenestration  Operation 


Editorials 


The  $64  Question 
Doctors  and  the  Income  Tax 
Developments  in  Public  Health 


For  Complete  Table  of  Contents, 
See  Pages  4 and  6 


ETICYLOL 


A single  0.02  mg.  tablet  of  Eticylol*  (ethinyl  estradiol)  costs  only 
a few  cents.  This  small  dose,  administered  daily,  is  sufficient  to  main- 
tain the  average  menopausal  patient. 

Eticylol  is  not  only  convenient  but  is  pleasant  to  take  — with  no  dis- 
agreeable odor  or  after-taste.  The  “sense  of  well-being,”  associated  with 
the  use  of  naturally  occurring  estrogens,  is  usually  experienced.  Daily 
administration  of  this  steroid  sex  hormone  maintains  a relatively  stable 
level  of  estrogen  in  the  body.  When  therapeutic  doses  are  used,  side 
effects  rarely  occur. 

Eticylol.-  Tablets  of  0.02  mg.  (white),  and  0.05  mg  (yellow)  — bottles  of  ioo 
and  250. 

‘Formerly  Ethinyl  Estradiol-Ciba 


Ciba 

ETICYLOl.  (brand  of  ethinyl  estradiol) — Trade  Mark  Reg.  U S Pat  Off  2/H22M 


FLAT  SPRING  DIAPHRAGM 


Physician’s  package  and 
complete  description  of 
the  New  Technique  will  be 
sent  upon  request. 


Ethically  promoted  — 
Advertised  only  to  the 
medical  profession. 


Easily  Fitted —The  Lanteen  Flat  Spring 

Diaphragm,  collapsible  in  one  plane  only, 
is  easily  placed  without  an  inserter. 

Remains  in  Position— The  flat  spring  rim  of  the  Lanteen 
Diaphragm  gently  but  firmly  bolds  the  diaphragm  in 
place  even  during  changes  in  body  position. 

Long  Lasting—  Lanteen  Diaphragms,  made  of  the 
finest  rubber,  are  guaranteed  against  defects  for 
a period  of  one  year. 


LANTEEN  MEDICAL  LABORATORIES,  INC. 

900  North  Franklin  Street,  Chicago  10,  Illinois 


Lest  we  forget — we  who  are  of  the  vita- 
a min  D era — severe  rickets  is  not  yet  eradi- 
cated, and  moderate  and  mild  rickets  are 
still  prevalent.  Here  is  a white  child,  sup- 
posedly well  fed,  if  judged  by  weight  alone, 
a farm  child  apparently  living  out  of  doors 

a good  deal.  This  boy  was  reared  in  a state  having  a latitude  be- 
tween 37°  and  42°,  where  the  average  amount  of  fall  and  winter 
sunshine  is  equal  to  that  in  the  major  portion  of  the  United  States.  And 
yet  such  stigmata  of  rickets  as  genu  varum  and  the  quadratic  head 
are  plain  evidence  that  rickets  does  occur  under  these  conditions. 

How  much  more  likely,  then,  that  rickets  will  develop  among 
city-bred  children  who  live  under  a smokepall  for  a large  part  of 
each  year.  True,  vitamin  D is  more  or  less  routinely  prescribed 
nowadays  for  infants.  But  is  the  antiricketic  routinely  admin- 
istered in  the  home?  Does  the  child  refuse  it?  Is  it  given  in  some  un- 
standardized form,  purchased  from  a false  sense  of  economy  because 
the  physician  did  not  specify  the  kind? 

A uniformly  potent  source  of  vitamin  D such  as  Oleum  Perco- 
morphum,  administered  regularly  in  proper  dosage,  can  do  more 
than  protect  against  the  gross  visible  deformities  of  rickets.  It  may 
prevent  hidden  but  nonetheless  serious  malformations  of  the  chest 
and  the  pelvis  and  will  aid  in  promoting  good  dentition.  Because 
the  dosage  is  measured  in  drops.  Oleum  Percomorphum  is  well 
taken  and  well  tolerated  by  infants  and  growing  children. 


Example  of  severe  rickets  in  a sunny  clime. 


WRCOMO«*«* 


OLEUM  PERCOMORPHUM 
WITH  OTHER  FISH-LIVER 
OILS  AND  VIOSTEROL 

Potency,  60,000  vitamin  A units 
and  8,500  vitamin  D units  ptf 
gram.  Supplied  in  10  cc.  aid 
50  cc.  bottles;  and  as  capsuts 
in  bottles  containing  50  and  250. 


Happen 

Here 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.SJ- 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  pe,f* 


NEW  YORK  STATE 

JOURNAL  OF  MEDICINE 


June  15,  1949 
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irrmnY  cf  the 

PHYSICIANS 
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Hypertensive  Encephalopathy  and 
Cerebral  Arteriosclerosis 

Acute  Coronary  Occlusion  Simfl^iAj^  '^7  £ 
Acute  Abdominal  Disease 


Therapy 

Editorials 

The  Annual  Meeting — 1949 
The  Doctor  as  Citizen 
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The  psychogenic  factors  which  so  often  contribute  to  hypertension  are  usually 
aggravated  by  the  restrictions  which  the  disease  itself  places  on  the  patients' 
activities.  The  result  is  a vicious  circle  that  forces  pressures 
to  higher  levels  and  renders  management  increasingly  difficult. 
Nitranitol  reverses  the  vicious  circle  because  its  prolonged  action  permits 
maintenance  of  blood  pressure  at  levels  where  a reasonable  degree  of  useful 
and  pleasant  activity  is  possible.  With  an  improved  psychic  attitude,  the 
patients’  physiologic  response  to  the  medication  is  correspondingly  better. 

The  negligible  clinical  toxicity  of  Nitranitol  permits  continued 
use  of  the  drug  for  an  indefinite  period. 


Trademark  Reg.  U.  S.  Pat.  Off. 

Nitranitol  contains  Vi  gr. 
mannitol  hexanittate  in  each 
scored  tablet.  Average  dosage: 
1 to  2 tablets  every  4 hours. 
At  hospital  and  prescription 
pharmacies  in  100  s and 
1000's. 

When  sedation  is  desired  in 
addition  to  vasodilation — j 

NITRANITOL 

with  PHENOBARBITAL 

— combines  % gr.  pheno* 
barbital  with  Vi  gr.  mannitol 
hexanitrate.  Scored  tablets  in 
100's  and  1000’s. 


THE  WM.  S.  MERRELL  COMPANY 


CINCINNATI,  U.S.A. 


SaSSMEOB ) 

1828 


T 


GRADUAL,  PROLONGED,  SAFE  VASODILATION 


» ©03  • © C © 0 

f2©  ^3  ^3  ^3  ^3  Sustoined  effect  of  8 00  P.  M.  dose,  plus  reloxotion  ^3  ^3  ^3 

Noon  Dose  4 00  Dose  Evening  Dose  of  slumber,  carries  patient  sofely  through  the  night  Morning  Dose  Noon  Dose  4 00  Dose 


E-PHfNOBARBITAL 


powerful  antispasmodic  with  selective  action 


avoiding  undesirable  side  effects 


Effective  relief  of  visceral  spasm  is  generally  obtained  with 
Trasentine  or  Trasentine-Phenobarbital.  By  its  selective  action, 
Trasentine  avoids  the  undesirable  side  effects  of  dryness  of  the  mouth 
and  pupillary  dilatation  frequently  produced  by  belladonna  or  atropine. 
These  advantages  have  caused  physicians  to  prescribe  more  Trasentine 
and  Trasentine-Phenobarbital  than  probably  any  other  brand  of 
antispasmodic. 

• Average  adult  dose  is  one  or  two  tablets  3 or  4 times  daily  as  required. 


Trasentine-Phenobarbital  — Tablets  (yellow)  contain  50  mg.  Trasentine 
hydrochloride  with  20  mg.  phenobarbital,  in  packages  of  40,  100  and  500. 

Trasentine  — Tablets  (white)  of  75  mg.,  in  bbttles  of  50  and  500;  also 
suppositories  of  100  mg.,  and  ampuls  of  50  mg. 


PHARMACEUTICAL  PRODUCTS.  INC., 


SUMMIT. 


NEW  JERSEY 


TRASENTINE  (brand  of  adiphenine) — Trade  Mark  Reg.  U.S. Pat. Off.  2/1430M 


PABLUM 
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54  lb.  NET  (227  GW.) 


There  is  only  one  Pablum.  It 
was  originated  in  1932  by  and 
is  made  by  Mead  Johnson  & 
Company.  “Pablum”  is  the 
registered  trademark  of  Mead 
Johnson  & Company  for  this 
pioneer  vitamin-and-mineral- 
enriched  precooked  mixed  ce- 
real food. 


PABENA 


Gatmeal 

^ and  nunsud^f^**' 
cooked  cond  $t* 

0t  betmeal.  malt  syrup.  P0'fdw’!f  aadtd 
^ ano  .^r9d  ,m human  use, sodium  ^ 

?**'  *****  Iron.  Pabena  furnishes  l”, 
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k VoUfj,  “f*1*'.  calcium,  and  phosphorus)-  .jig***; 
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rf'6'  c°nvenient  to  prepare,  econo-"** 
no 

INL  ' h®*  Or  cold:  Serve  with  milk  ot  1 jl 
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Pabena  was  introduced  by 
Mead  Johnson  & Company  in 
response  to  numerous  requests 
by  the  medical  profession. 
“Pabena”  is  Mead  Johnson’s 
registered  trademark  for  this 
vitamin  - and  - mineral  - enriched 
precooked  oatmeal  food. 


MANY  PHYSICIANS  RECOGNIZE  MEAD  JOHNSON  AND 
COMPANY’S  PIONEER  EFFORTS  IN  THE  FIELD  OF  INFANT 
CEREALS  BY  SPECIFYING  "PABLUM”- AND  ALSO  THE  NEW 
PABLUM-LIKE  OATMEAL  CEREAL  KNOWN  AS  "PABENA” 
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(e.g.,  after  total  thyroidectomy) 
is  swiftly  controlled  by 
Hytakerol  together  with  calcium. 


• dose 

Orally  3 to  10  cc.  (or  6 to  20 
capsules)  daily  until  tetany  is  relieved; 
weekly  maintenance  dose  of  1 to  7 cc. 
or  2 to  14  capsules  depending  upon  the  blood 
and  urine  calcium  levels.  From  10  to  15  Gm. 
calcium  lactate  or  gluconate  should 
be  given  daily  through  the  period  of  therapy. 


• supply 

Hytakerol  in  Oil,  bottles  of 
15  cc.;  Hytakerol  Capsules  (each  equivalent 
to  0.5  cc.),  bottles  of  50. 


Hytakerol, 


® 


Brand  of 
dihydrotachysterol 


<«c. 

New  Youc  13,  N.  Y.  \ Winosos.  Ont. 


MAR  20  1950 


Hytakerol,  trademark  reg.  U.  S.  & Canada 


1488 


THE 

CLIFTON  SPRINGS 


SANITARIUM  and  CLINIC 


^ CL/W/C  Medical  sections  for  the  care  of 

metabolic  and  cardiovascular  diseases,  arthritic,  psychoneu- 
roses, gastroenterology,  pediatrics  and  nematology,  as  well  as 
general  diagnosis  are  available.  Surgical  sections  are  available 
for  general  surgery  and  the  various  surgical  specialties.  Lab- 
oratory sections  are  maintained  for  racUology  and  pathology. 
The  clinic  is  general  and  maintains  competent  medical,  surgical 
and  laboratory  staffs.  All  types  of  general  medical  and  surgical 
cases  are  received  for  diagnosis  and  treatment.  Recognized 
forms  of  physiotherapy  are  provided.  There  is  an  excellent 
dietetic  service.  No  cases  of  active  pulmonary  tuberculosis, 
contagious  disease,  epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

4 REST , RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a fine  hotel  with 
individual  rooms  and  tasteful  decorations.  A special  feature 
is  made  of  occupational  therapy  of  all  kinds  with  competent 
staff  and  facilities.  Other  features  are  large  cheerful  solarium, 
billiard  room,  complete  gymnasium,  complete  bath  and  massage 
department.  The  spacious  grounds  include  a nine-hole  golf 
course.  All  the  sanitarium  facilities  are  open  to  guests  who  do 
not  wish  examination  and  medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recreation.  Modern  medical 
equipment  and  superb  location  offer  the  combined  advantages 
of  a medical  center  and  rural  Spa. 


ILLUSTRATED  BOOKLET  MAILED  TO  PHYSICIANS 
ON  REQUEST 
Address  all  communications  to 
S.  A.  MUNFORD,  M.D.,  Superintendent, 

Clifton  Springs,  New  York,  Phone:  3 


FISH  ROCK 


In  the  Adirondack  Alts. 


ON  UPPER  SARANAC  LAKE,  NEW  YORK 

JUST  WHAT  THE  DOCTOR  ORDERED! 


Doctors,  you  prescribe  rest  cures  for  your  patients  but  carelessly  neglect 
your  own  health.  It’s  high  time  you  thought  of  yourself.  Take  a genuine 
vacation  this  year  at  Fish  Rock  Lodge.  In  this  ideal  outdoor  setting  you  will 
enjoy  complete  relaxation  plus  the  benefits  of  all  outdoor  sports. 

Our  experienced  social  staff,  unexcelled  food,  wonderfully  appointed  rooms 
with  fireplaces,  dancing,  fishing,  boating,  riding,  golf  and  tennis  is  your  as- 
surance for  a perfect  holiday  vacation. 

Ownership  Management  • N.  Y.  Office  1 1 1 Broadway, 


Entertainment  and  Instructions  by 
RAMOS  & NANNETTE 
famous  Dance  Team 
Music  by 

Al  Dean  & His  Orch. 

Phone  Dlgby  9-3150 


SULFADIAZINE  with  SODIUM  LACTATE*- MRT  — Each  5 cc.  (one  teaspoon- 

ful)  provides  0.5  Gm.  Sulfadiazine,  1.5  Gm.  Sodium  Lactate  in 
PALATABLE  LIQUID  SUSPENSION.  Therapeutically  Active  • Minimum  Renal  Involvement  • 
No  "bicarb”  Therapy  Needed  • Self-Alkalizing  • Ideal  for  Infants  as  well  as  Adults  • Easily 
administered  either  Plain  or  Admixed.  16  fluid  ounce  and  gallon  containers  at  all 
prescription  pharmacies.  *U.  S.  Patent  No.  2,460,437. 

Original  Contribution  By  MARVIN  R.  THOMPSON,  INC.  * Stamford,  Connecticut  * Service  To  Medicine 
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R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


According  to  a Nationwide  survey: 


than  any  other  cigarette 


Doctors  smoke  for  pleasure,  too!  And  when  three  leading  independent  research  organiza- 
tions asked  1 13,597  doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel 
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of  therapeutic  safety  and  complete  simplicity  of  administration  are 
specific  advantages  of  Veratrite  therapy.  Each  Veratrite  Tabule 
contains:  Biologically  Standardized  veratrum  viride 
3 CRAW  UNITS;  sodium  nitrite  1 grain;  phenobarbital  V*  grain. 
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more  rest  time . . . 
earlier  ambulation  . . . 

The  high  rate  of  infusion  possible  with  Protein  Hydro- 
lysate, Baxter,  provides  total  daily  protein  require- 
ments in  from  two  to  four  hours.  This  leaves  a good 
portion  of  the  day  for  rest  and  recuperation,  enabling 
the  patient  to  benefit  from  early  ambulation.  This  is 
another  example  of  the  benefits  of  the  Baxter  program, 
which  provides  the  specific  solution,  the  exact  equipment 
for  any  parenteral  requirement. 

WRITE  for  booklet  giving  full  information. 

BAXTER  Laboratories,  Morton  Grove,  III.’ Acton,  Ont. 


Protein 

Hydrolysate 


protein  hydrolysate 
protein  hydrolysate  with  dextrose 
protein  hydrolysate  with  dextrose  and  alcohol 


Available  only  in  the  37  states  east  of  the  Rockies  ( except  El  Paso,  Texas)  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

General  Offices : Evanston,  Illinois 
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for  Relief  of  Smooth  Muscle  Spasm 


Octin  is  an  antispasmodic,  indicated  for  the 
treatment  of  spastic  conditions,  particularly  of 
the  genito-urinary  and  gastrointestinal  tracts. 

TABLETS  - 2 grains  Octin  mucate. 

ORAL  SOLUTION  - 10%  aqueous  solution  (1%  grains  per  cc.) 
AMPULES  - I cc.  (IV2  grains  Octin  hydrochloride.) 

Octin  fmethylisooctenyiamine)  Trade  Mark  Bilhaber. 

BILHUBER-KNOLL  CORP.,  ORANGE,  N.J. 
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WHAT  QOOD  ARE  THE 
QENES  AND  CHROMOSOMES 
IF  THE  FETUS  IS  STARVED ? 


THE  LIFE-LINE  BETWEEN  THE  MATERNAL  ORGANISM 
AND  THE  UNBORN  MUST  BE  KEPT  OPEN 
BOTH  MUST  RECEIVE  OPTIMAL  NUTRITION  — 

ESPECIALLY  OF  THOSE  CRITICAL  SUPPLIES  — 

CALCIUM,  IRON  AND  THE  ESSENTIAL  VITAMINS— 

TO  INSURE  THE  PRICELESS  HERITAGE  OF  SOUND  YOUTH. 


OBron  is  specially  designed  for  the  OB  patient. 

Note  the  15  grains  of  dicalcium  phosphate*  per 
capsule  plus  the  abundance  of  vitamins  in  adequate 
amounts  to  assure  continuous  flow  of  these  nutrients  from 
mother  to  child.  Try  OBron  on  your  next  OB  case. 


ALL  IN  ONE  CAPSULE 


*Dicalcium  Phosphate,  Anhydrous 768  mg. 

Ferrous  Sulphate  U.S.P 64.8  mg. 

Vitamin  A (Fish-Liver  Oil)  .....  . 5,000  U.S.P.  Units 
Vitamin  D (Irradiated  Ergosterol)  ....  400  'U.S.P.  Units 

Vitamin  Bj  (Thiamine  Hydrochloride)  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  Be  (Pyridoxine  Hydrochloride)  .....  0.5  mg. 

Vitamin  C 37.5  mg. 

Niacinamide 20.0  mg. 

Calcium  Pantothenate 3.0  mg. 


*£cjuivalent  to  15  grains  Dicalcium  Phosphate  Dihydrate 
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Heptuna  • Heptuna  with  Folic  Acid  • Darthronol 

J.  B.  ROERIG  AND  COMPANY 

536  LAKE  SHORE  DRIVE  • CHICAGO  It.  ILLINOIS 
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...was  developed  to  fill  the 
“ need  for  an  insulin  with 
activity  intermediate  betiveen 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin.”1 


GLOBIN  INSU 


IN  1939,  Reiner,  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 

IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 


TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ‘B.W.  & Co.’— or  with  a 2:1  mixture 
of  regular  insulin:  protamine  zinc  insulin.  Ready-lo-use 
Globin  Insulin  ‘B.W.  & Co.  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U-00. 

1.  Rohr.  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 


'B.W.&CO.'-a  mark  to  remember 


BURROUGHS  WELLCOME  & CO.IU.S.A.)  INC.  T„,i,.,h„,  7,N,.Yo,k 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  » MYOCARDIAL  STIMULANT 
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DISTRESSED  LUNGS 
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In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


1 AOS 


The  psychosomatic  price 


The  tensions  of  modern  living  demand 
a price  that  is  frequently  gastrointestinal 
injury,  occasionally  peptic  ulcer.  The 
prevention  and  cure  of  peptic  ulcer 
embrace  the  application  of  hygienic, 
psychiatric,  dietary,  and  therapeutic 
techniques  to  this  problem. 

Logically,  therapy  should  include  the 
administration  of  materials  which  will 
tend  to  reduce  the  acidity  of  the  gastric 


content  without  producing  alkalosis  or 
other  undesirable  effects.  Coincidentally, 
a demulcent  effect  should  be  sought  to 
coat  the  ulcerated  surfaces  and  protect 
them  from  erosion.  Lederle  research  has 
found  that  a casein,  low  in  sodium, 
high  in  calcium,  in  appropriate  form, 
when  given  by  mouth  will  accomplish 
these  ends  and  provide  the  patient  with 
prompt  symptomatic  relief. 
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BURO-SOL 
P O WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  7-49 
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Our  inspectors  examine  every  single 
ten-gallon  can  of  fresh  milk  as  it 
comes  from  the  dairy,  hut  this  is 
only  the  beginning  of  the  tests  we 
apply  to  Nestle’s  Evaporated  Milk. 


From  herd  inspection  to  examination  of  the 
filled  cans,  careful  controls  at  every  step  of  pro- 
duction assure  you  that  Nestle’s  milk  is  of  good 
quality,  uniform  in  composition,  safe  for  even  the 
tiniest  baby. 

Antirachitic  protection  is  assured  by  the  addi- 
tion of  400  U.S.P.  units  of  genuine  vitamin  D3  to 
each  pint  of  Nestle’s  milk— the  first  evaporated 
milk  so  fortified. 


DOCTORS  EVERYWHERE  KNOW  NeSTLE'x 


INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (The  Alkalol  Company) 1611 

Aminophyllin  (H.  E.  Dubin  Laboratories) 1498 

Argypulvis  (A.  C.  Barnes  Company) 1599 

Baxter  solutions  (American  Hospital  Supply 

Corp.) 1493 

Benzebar  (Smith,  Kline  & French  Laboratories)  1514 

Buro-Sol  (Doak  Co.  Inc.) 1500 

Chlorothen  (Whittier  Laboratories) 1506-1507 

Cremosuxidine  (Sharp  & Dohme) 1515 

Decapryn  (Wm.  S.  Merrell  Company) 1503 

Desoxyn  (Abbott  Laboratories) 1603 

Dexedrine  Sulfate  (Smith,  Kline  & French  Lab- 
oratories)   1597 

Dryco  (Borden  Company) 1518 

Eskaphen  B Elixir  (Smith,  Kline  & French  Lab- 
oratories)  1511 

Feosol  Tablets  (Smith,  Kline  & French  Labora- 
tories)  1607 

Globin  Insulin  (Burroughs  Wellcome  Co.) 1497 

Hydryllin  (G.  D.  Searle  & Company) 1525 

Hytakerol  (Winthrop-Stearns  Inc.) 1487 

Kwell  Ointment  (Commercial  Solvents  Corp.) . . 1510 

Mesopin  (Endo  Products  Inc.) 1517 

Mytinic  (Bristol  Laboratories) 1593 

Nucarpon  (Standard  Pharmaceutical  Co.  Inc.).  1611 
Nupercainal  (Ciba  Pharmaceutical  Products, 

Inc.) 2nd  Cover 

Obron  (J.  B.  Roerig  and  Company) 1495 

Octin  (Bilhuber-Knoll  Corp.) 1494 


Pabalate  (A.  H.  Robins  Co.  Inc.) 1504-1505 

Papaverine  Hydrochloride  (Eli  Lilly  & Com- 
pany)  Between  1518-1519 

Presto-Sol  (Standard  Pharmaceutical  Co.) 1609 

Progynon  (Schering  Corporation) 1513 

Pyribenzamine  (Ciba  Pharmaceutical  Products, 

Ipc.) 1526 

Ray-Trote  (Raymer  Pharmacal  Company).  . . . 1595 

Resmicon  (Whittier  Laboratories) 1605 

Sulfadiazine  with  Sodium  Lactate  (Marvin  R. 

Thompson,  Inc.) 1488 

Synthetic  Vitamin  A (William  R.  Warner  & Co. 

Inc.) 3rd  cover 

Theophorin  (Hoffmann-La  Roche,  Inc.) 1516 

Ultracain  (Chatham  Pharmaceutical  Inc.) 1509 

Unicap  (Upjohn) 1512 

Veratrite  (Irwin,  Neisler  Co.) 1491 

Dietary  Foods 

Evaporated  Milk  (The  Nestles’  Company,  Inc.)  1501 

Meat  (American  Meat  Institute) 1508 

Pabena  (Mead  Johnson  & Co.) 4th  cover 

S-M-A  (Wyeth  Incorporated) 1614 

Medical  and  Surgical  Equipment 

Diathermy  Machine  (Liebel-Flarsheim  Co.) . . . 1492 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1489 


It  is 

DEEPLY  , 

SATISFYING ! 

To  know  that  you  are  helping  your  aged,  needy  colleagues 
and  their  widows  to  achieve  that  vitally  important  goal — 
SECURITY.  By  providing  beneficiary  aid  in  their  own 
homes  and  communities,  THE  PHYSICIANS'  HOME  is 
doing  just  that. 

CHARLES  GORDON  HEYD,  M.D. 

President  Make  checks  payable  to 

PHYSICIANS’  HOME 

52  East  66th  Street,  New  York  21 
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A good  night’s  rest 
A good  day’s  work 


Allergic  patients  get  both,  with 
just  4 small  doses 

Comfort  ’round-the-clock  for  your  allergy 
patients  . . . Decapryn  provides  long-lasting  relief 
with  low  milligram  dosage. 

‘‘Symptoms  were  relieved  from  4 to  24  hours  after 
the  administration  of  a single  dose  of  t 
Decapryn — 

"It  was  found  that  12.5  mg.  could  be  given  during 
the  day  with  comparatively  few  side  reactions  and 
yet  maintain  good  clinical  results — "2 

prescribe 

Decapryn  °succinate 

Brand  of  Doxylamine  Succinate 


THE  LONG-LASTING  LOW-DOSAGE  ANTIHISTAMINE 

12.5  mg.  tablets,  P.  R.  N.  Also  available  in  pleasant  tasting  syrup  especially 
designed  for  children.  (6.25  mg.  per  5 cc)  and  25  mg.  tablets. 


Merrell 


1828 


CINCINNATI  • U S A 


1.  Sheldon,  J.  M.  et  al:  Univ.  Mich.  Hosp.  Bull.  14:13-15  (1948).  2.  MacQuiddy,  E.  L:  Neb.  State  M.  J.  34:123  (1949) 


A 


N IMPORTANT  NEW  MILESTO] 

in  the  Therapy  of  Arthritic  Affections . . 


The  “cure  of  [rheumatic  fever]”,  agree  most 
authoritative  sources, 2’3,5,6  “depends  not  only  on 
reaching,  but  also  on  maintaining  a high  plasma 
salicylate  level.”5  The  correlation  between 
such  blood  levels  and  symptomatic  improvement 
is  graphically  shown  in  the  table  at  the  right.6 

Pabalate — latest  product  of  Robins’  research 
— now  helps  to  achieve  and  maintain  higher 
salicylate  blood  levels  on  lower  salicylate  dosage. 

This  is  made  possible  by  the  combination  in 
Pabalate  of  non-toxic  para-aminobenzoic  acid 
with  sodium  salicylate.  As  visualized  in  the  chart 
at  the  lower  right,4  para-aminobenzoic  acid 
(itself  an  active  antirheumatic)7  manifests  a 
reciprocal  action  with  salicylates  when 
administered  concurrently — sharply  increasing 
the  blood  salicylate  levels  (under  constant 
salicylate  dosage) , 1,4  and  in  turn  having  its 
own  blood  levels  effectively  enhanced.4 

The  clinical  significance  of  this  synergistic 
relationship  represents  an  important  advantage 
in  the  therapy  of  arthritic  affections.  Pabalate 
‘Robins’ — a strictly  ethical  preparation — 
is  available  at  (or  may  be  secured  by) 
all  leading  pharmacies. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Salicylate  blood  level  Erythrocyte 

(in  mg.  per  100  cc.)  sedimentation  rate 


less  than  20  mg 


30-40  mg 


RETURN  TO  NORMAL; 
CLINICAL  SYMPTOMS 
SUBSIDE 


indications : Rheumatoid  arthritis;  acute  rheumatic  fever; 

fibrositis ; gout ; osteo-arthritis. 

dosage:  Two  or  three  enteric  coated  tablets 

every  three  or  four  hours,  without  sodium  bicarbonate. 

formula:  Each  enteric  coated  tablet  contains: 

Sodium  salicylate,  U.S.P.  (5  gr.),  0.3  Gm. ; 
Para-aminobenzoic  acid  (as  sodium  salt),  (5  gr.),  0.3  Gm. 
supplied:  Jn  bottles  of  100  and  500  enteric  coated  tablets. 


For  high  salicylate  blood  levels 
on  low  salicylate  dosage — 


Pabalate 

Pabalate  tablets  are  enteric  coated 
to  prevent  gastric  irritation  and 
insure  optimal  toleration. 


references : 

1.  Belisle,  M.:  Union  Med.  Can., 
77:392, 1948. 

2.  Brodie,  B.  B.  et  al.:  J.  Pharmacol, 
and  Exper.  Therap.,  80:114,  1944. 

3.  Coburn,  A.  F. : Bull.  Johns  Hopkins 
Hosp..  73:436,  1943. 

4.  Dry,  T.  J.  etal.:  Proc.  Staff 
Meetings  Mayo  Clin.,  21:497,  1946. 

6.  Editorial:  J.A.M. A.,  138:367,  1948. 

6.  Reid,  J.:  Quarterly  J.  Med., 
17:139,  1948. 

7.  Rosenblum,  H.  and  Fraser,  L.  E. : 
Proc.  Soc.  Exper.  Biol,  and  Med. 
65:178.  1947. 


Salicylate 
blood  lovol 


ira-aminobenioic 
icid  blood  lovol 


The  addition  of  para-antinobenEoic  acid 
to  a constant  dose  of  salicylate  (10  Gm. 
daily)  produces  a distinctly  correspond- 
ing, sharp  rise  in  blood  salicylate  levels9. 


Para-aminobenxoic  acid 
administered  24  gm.  daily 


shield 
lergy 


In  the  treatment  of  allergy  with  antihistaminics 
it  is  essential  to  assure  the  patient  a continuous,  uniformly 
high  degree  of  protection.  Too  rapid 
excretion  or  detoxification  of  the  drug  inevitably  leads  to  a 
fluctuating,  unreliable  status,  alternating  between 
full  protection  and  complete  vulnerability.  Chlorothen,  Whittier, 
is  distinguished  pharmacologically  by  its  prolonged 
action.  Clinically,  therefore,  each  dose  may 
be  relied  upon  to  maintain  a greater  protective  effect 
for  a longer  dosage  interval  — a constant 
defensive  shield  against  allergens. 


^jjuU^ 


presents 
long-acting 


CHLOROTHEN 


Chlorothen,  Whittier,  has  been  proved  by  clinical  trial  to  be 
highly  effective  in  hay  fever,  vasomotor  rhinitis,  urticaria,  angio- 
neurotic edema,  and  other  allergic  disorders.  Side-reactions 
are  usually  mild  and  their  incidence  compares  favorably  with 
that  of  other  antihistaminics. 

To  facilitate  rapid  solution  and  absorption,  and  hence 
prompt  action,  Chlorothen,  Whittier,  is  issued  as  uncoated 
tablets  of  25  mg.  each  for  oral  administration.  One  to  two 
tablets  every  4 to  6 hours,  according  to  the  response,  is  the 
customary  dosage  range. 

Packaged  in  bottles  of  100  tablets. 


uttilh 
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LABORATORIES 


DIVISION  NUTRITION  RESEARCH  LABORATORIES 
CHICAGO  30,  ILLINOIS 


■ 


WHITTIER 


M EAT. . . 

And  This  Protein  Era 


“Today  we  are  in  the  protein  era.”*  This  terse  but  meaningful  state- 
ment, made  by  an  outstanding  authority  in  a recent  review  on  the 
progress  of  nutrition,  reflects  an  accomplishment  of  utmost  significance. 

This  resume  of  modern  nutrition  concepts  shows  convincingly  that 
the  recognition  of  the  vital  role  of  protein  in  health  and  disease  ranks 
among  the  great  advances  of  medicine. 

The  therapeutic  use  of  a high  protein  dietary  has  revolutionized 
the  prognostic  outlook  in  many  hepatic  diseases  formerly  considered 
resistant  to  treatment. 

The  use  of  high  protein  dietaries  has  resulted  in  a gratifying  re- 
duction of  surgical  morbidity  and  mortality,  made  possible  by  sys- 
tematic presurgical  nutritional  build-up  of  the  patient.  Through  this 
same  approach,  wound  healing  and  general  recovery  are  greatly 
promoted. 

In  nephritis  and  nephrosis,  at  one  time  considered  absolute  contra-  • 
indications  for  animal  protein  in  the  dietary,  the  use  of  protein  in 
liberal  amounts  can  significantly  reduce  mortality  and  decidedly  im- 
prove the  clinical  condition. 

The  benefits  derived  from  high-protein  nutrition  in  pregnancy  and 
lactation  are  diversified  and  far-reaching,  embracing  both  mother 
and  offspring.  For  this  reason,  a generous  extra  serving  of  meat, 
given  daily  as  a routine  measure,  has  been  strongly  recommended 
as  a means  of  improving  the  health  of  mother  and  child. 

Meat  is  rightfully  regarded  as  an  outstanding  protein  source.  It  is 
notably  rich  in  protein.  The  protein  of  meat  is  biologically  complete, 
capable  of  satisfying  all  protein  needs  of  the  body  from  childhood 
to  old  age.  And,  particularly  important  in  disease,  the  excellent 
digestibility  of  meat  gives  virtual  assurance  that  its  protein  and  other 
valuable  nutrients  become  available  for  utilization. 

*McLester,  J.  S.:  Protein  Comes  Into  Its  Own,  J.A.M.A.  139: 897  (April  2)  1949. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional  statements  made  in  this  advertisement  J’JjflfltEi'* 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association.  n# 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 


ULTRACAIN  therapy 

Wherever  an  anesthetic,  bacteriostatic  and  fungistatic  ointment  is 
indicated  — 

ULTRACAIN'^  OINTMENT  offers  prompt  and  prolonged  relief 
in  pruritus,  ulcers,  fissures,  lacerations,  abrasions,  burns  and  in 
mucocutaneous  lesions. 

It  is  significantly  free  xrom  allergizing  side-effects. 


I 'r/tc  for  literature.' . •••  i*! 

•;*  ? ’ **•*  : : ‘ * y 
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CHATHAM  THAR  M"A  (J‘£0T'1‘C'A  l S . ” **N  C . 

MEir  JERSEY 

Distributed  in  Canada  by  FISHER  & BURPE,  LTD.,  Winnipeg,  Maniroba 
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Scabies,  until  recently  regarded  as  a disease  of  poverty 
or  uncleanliness,  today  is  known  to  be  found  in  all 
walks  of  life.  This  highly  contagious  parasitic  infesta- 
tion not  infrequently  escapes  detection,  hence  the  possi- 
bility of  its  presence  must  always  be  kept  foremost  in 
mind  when  a red,  punctate,  inflamed  pruritic  eruption 
presents  itself. 

In  the  eradication  of  scabies  Kwell  Ointment,  con- 
taining 0.5%  gamma  benzene  hexachloride  in  a vanish- 
ing cream  base,  represents  a significant  advance  in 
therapy.  A single  course  of  treatment  consisting  of  one 
or  two  applications  effects  a cure  in  more  than  90%  of 
patients.  Its  action  is  prompt,  positive,  and  is  not 
burdened  by  secondary  dermatitis  or  relapse. 

Kwell  Ointment  is  available  on  prescription  in  2 oz. 
and  1 lb.  jars  at  all  pharmacies. 


A O' VISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
. l/EAST  42nd  STREET,  NEW  YORK  17,  N.  Y. 


OINTMENT 


0.5%  GAMMA  BENZENE  HEXACHLORIDE  IN  A VANISHING  CREAM  BASE 


loll 


• • 


this  is  the  way 
to  give  phenobarbital 
to  children 

Eskaphen  B Elixir  is  the  ideal 


phenobarbital  preparation  for  children  because: 
Its  fluid  form  makes  it  easy  to  take. 

Its  good  taste  makes  it  pleasant  to  take. 

Its  mild  and  calming  action  is  supplemented  by 
the  tone-restoring  effect  of  thiamine. 


And  this  is  important: 

Parents  who  “know  all  about  phenobarbital” — 
and  might  be  upset  at  the  idea  of  giving  a “sleep- 
ing mixture”  to  their  children — don’t  know  you 
are  prescribing  phenobarbital  when  you  write 


Eskaphen  B Elixir 

the  delightfully 

combination  of  phenobarbital  and  thiamine 
Smith , Kline  & French  Laboratories,  Philadelphia 


palatable 


Each  5 cc.  teaspoonful  of  ESKAPHEN  B ELIXIR  contains  phenobarbital,  % gr.; 
thiamine,  5 mg. 
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since  1.  Optimal  body  function  is  dependent  on  vitamin  adequacy; 
since  2.  Unicap*  Vitamins  assure  economic  availability  and  intake  constancy; 
therefore  3.  Vitamin  deficiencies  are  inexcusable  today. 

Only  2.8tf  a day  can  help  assure  vitamin  adequacy  with 


a UNICAP  a day 


Upfohn 

KALAMAZOO  99,  MICHIGAN 


* Trademark,  Reg.  U.S.  Pat.  Off. 


several  convenient  routes 


of  administration 

Progynon 


(Estradiol  U.S.P  XIII) 


rapidly  effective 
and  well  tolerated 


Whether  injected  intramuscularly  or  implanted 
subcutaneously,  whether  swallowed  as  a tablet 
or  absorbed  through  the  buccal  mucosa  from 
PoLYHYDROL,f  Progynon*  preparations  of 
estradiol  relieve  symptoms  of  estrogen  defi- 
ciency rapidly  and  effectively.  These  conve- 
nient forms  of  Progynon  may  be  administered 
with  confidence  that  they  will  be  well  tolerated 
and  will  not  induce  side  effects. 

PROGYNON-B  * (Estradiol  Benzoate  U.S.P  XIII  in 
oil)  for  intramuscular  injection. 

PROGYNON-DP*  (Estradiol  Dipropionate  in  oil) 
for  intramuscular  injection. 

MICROPELLETS  PRO  GY  N O N f (crystalline 
Estradiol  U.S.P  XIII  in  aqueous  suspension) 
for  intramuscular  injection. 

PROGYNON  PELLETS  (crystalline  Estradiol 
U.S.P  XIII)  for  subcutaneous  implantation. 

PROGYNON-DH*  OINTMENT(crystall*ne  Estra- 
diol U.S.P  XIII)  for  inunction. 

PROGYNON-DH*  TABLETS  (crystalline  Estra- 
diol U.S.P  XIII ) for  oral  administration. 

PROCYNON  BUCCAL  TABLETS  (crystalline 
Estradiol  U.S.P  XIII  in  Polyhydrol)  for 
exceptionally  effective  buccal  absorption. 

f.MiCROPELLETS  Phocynon  and  Polyhyorol  trade-marks  of  Sobering  Corporation 


CORPORATION  . BLOOMFIELD,  NEW  JERSEY 

IN  CANADA,  SCHERING  CORPORATION  LTD.,  MONTREAL 


PROGYNON  * 
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for  emotional  equilibrium  in  the  menopause 

Benzebar*  not  only  frequently  alleviates  the  depression  you  see  in  menopausal 
patients,  but  also  the  nervousness. 

Benzebar’  is  a logical  combination  of  Benzedrine*  Sulfate  and  phenobarbital. 
Thus,  it  provides  the  unique  improvement  of  mood  characteristic  of  'Benzedrine' 
Sulfate  and  the  mild  sedation  of  phenobarbital.  These  two  established  agents  work 
together  to  stabilize  the  patient’s  emotions  and  to  restore  her  zest  for  life  and  living. 
Each  'Benzebar’  tablet  contains:  'Benzedrine’  Sulfate,  N.N.R.  (racemic  amphetamine 
sulfate,  S.K.F.),  5 mg.;  phenobarbital,  34  gr.  Smith , Kline  & French  Laboratories.  Philadelphia 

Benzebar 

for  the  depressed 
and  nervous  patient 

^'Benzedrine’  ami  'Benzebar’  T.V1.  Beg.  tT.S.  Bat.  Off. 
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Nonspecific  diarrhea,  especially  the 
"summer  complaint”  of  infants.  Consolidates 
fluid  stools,  soothes  inflammation,  checks 
enteric  bacteria,  detoxifies  products 
of  enteric  putrefaction. 


Smooth,  refreshing,  chocolate-mint-flavored 
suspension  of  nontoxic  Sulfasuxidine® 
succinylsulfathiazole  (95%  retained  in 
bowel),  10%;  Pectin , 1%;  and  Kaolin , 10%. 
Particularly  well  accepted  by  infants  and 
children.  Toxicity  is  negligible. 


Infants:  2-3  teaspoonfuls,  4 times  daily. 
Children:  1-2  tablespoonfuls,  4 times  daily, 
! Adults:  2-3  tablespoonfuls,  4 times  daily. 
Supplied  in  16  fl.  oz.  Spasaver ® bottles. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


\ SHARP 
lDOHME 
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drowsiness  minimized 
allergic  patients  remain  alert . . . 

Clinical  reports  describing  the  use  of 
Thephorin  in  2564  patients  with  hav  fever 
and  other  allergies  indicate  an  incidence 
of  drowsiness  of  only  2.92%.  In  contrast 
with  other  antihistamines,  Thephorin  can 
therefore  be  given  to  motorists  and  other 
patients  who  have  to  remain  alert.  Highly 
effective  and  well  tolerated  in  most  cases, 

Thephorin  is  available  in  25-mg  tablets 
and  as  a palatable  syrup  which  permits 
convenient  adjustment  of  dosage. 

HOFFMANN -LA  ROCHE  INC  . NUTLEY  10  • N.  J. 

Thephorin 

brand  uf  phenindamine  I 

'Roche' 

i 


/ 

t 
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action  in  digestive  distress 

When  pain,  heartburn,  belching, 
nausea,  or  unstable  colon  are  due 
to  gastrointestinal  spasm,  Mesopin 
provides  an  effective  means 
for  prompt  relief.  Its  selective  antispas- 
modic  action  on  the  digestive  tracf 
controls  spasticity  with 
virtual  freedom  from 
the  undesirable 
side  effects  of  atropine 
or  belladonna. 

Thus,  symptomatic  relief 
of  many  spastic 
disturbances  of  the  stomach 
or  intestines  can  be 
achieved  with  discrimination 
and  greater  safety. 


Controlled 


selective 

gastrointestinal 

antispasmodic 


Supplied:  Mesopin  (2.5  mg.  per  lablei) 
is  available  on  prescription  in 
bollles  of  100  tablets. 

Samples  sent  on  request. 

•brand  of  homatropine  methyl  bromide 


Endo  Products  Inc. 


Richmond  Hill  18.  N.Y. 
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The  incidence  of  mild  protein  deficiencies  in 
children,  predisposing  toward  infections  and 
edema,  is  reported11  much  greater  than 
generally  realized.  Infant  and  adolescent 
requirements  — not  only  for  tissue  repair 
and  maintenance,  but  also  for  growth  — 
are  much  higher  than  in  adulthood.3  To 
insure  adequate  protein  intake  in  infancy, 
Dryco  — Borden's  high-protein  infant  food 
— is  ideally  suited  as  a basis  for  formula 
building.  It  furnishes  all  the  essential 
amino  acids.  Its  low  fat  content  minimizes 
gastro-intestinal  upsets  due  to  fat  intolerance, 
while  its  intermediate  carbohydrate  content 
lends  itself  for  prescription  with  or  without  added 
carbohydrate.  Quickly  soluble  in  cold  or  warm 
water,  Dryco  contains  adequate  vitamins 
A,  B|,  Bj  and  D,  plus  essential  milk  minerals. 

IUf«renc«»:  1.  Dodd.  K.  and  Minot,  A.S.:  J.  Pediat.,  8:442, 1936. 

2.  Dodd.  K.  and  Minot,  A.S.:  /.  Pediat.,  8:452,  1936. 
3.  Sahyun,  M.:  Am.  J.  Dig.  Dis.,  13:59,  1946. 

BORDEN'S  PRESCRIPTION  PRODUCTS  DIVISION 

350  Madison  Avenue,  New  York  17,  N.  Y. 


In  Canada  write  The  Borden  Company,  Limited 
Spadina  Crescent,  Toronto. 

DRYCO  is  made  from  spray-dried, 
pasteurized,  superior  quality  whole 
milk  and  skim  milk.  Provides 
2500  U.S.P.  units  vitamin  A 
and  400  U.S.P.  units  vitamin 
D per  reconstituted  quart. 
Supplies  31 V2  calories  per 
tablespoon.  Available 
at  all  drug  stores  in  l 
and  2Vl  lb.  cans. 
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Editorials 


The  Unending  Struggle 


The  apparently  ill-advised  but  persist- 
ently hopeful  Mr.  Oscar  Ewing,  F.S.A. 
chief,  and  his  mimetic  followers  still  claim 
that  325,000  deaths  out  of  the  1,400,000 
which  occur  annually  in  the  United  States 
are  preventable.  “Use  of  the  annual  num- 
ber of  deaths  as  a measure  of  health  prog- 
ress,” says  the  J.A.M.A.,  editorially,  “is 
fallacious. . . . Obviously  this  reduction  can- 
not be  accomplished  in  an  increasing  and 
aging  population,  because  the  total  number 
dying  each  year  in  any  nation  depends  on 
the  number  of  people,  their  ages,  and  the 
death  rate  per  thousand  at  each  age.  Nor 
can  the  annual  number  of  deaths  be  kept 
from  actually  increasing  during  the  coming 
years.”1 

Surely  we  are  faced  with  an  increasing 
population  and  an  aging  group.  Twenty 
years  from  now  the  number  of  deaths  in  our 
aging  population  may  well  be  1,500,000  to 
1,600,000,  the  length  of  life  doubtlessly  will 
be  greater,  and  the  mortality  rate  for  each 
age  will  be  lower  than  now.  Use  of  the  an- 
nual number  of  deaths  as  a measure  of 


1 J.A.M.A.  140:  408  (May  28)  1949. 


health  progress  is  fallacious.  “Health  prog- 
ress and  the  number  of  deaths  each  suc- 
cessive year  are  simply  two  different  ideas,” 
the  editorial  points  out. 

What  this  has  to  do  with  the  question  of 
national  compulsory  health  insurance  is 
slightly  less  than  clear.  “We  have  the 
knowledge,”  says  Mr.  Ewing  in  “The  Na- 
tion’s Health — a Ten-Year  Program,”  “to 
prevent  325,000  deaths  each  year.”  So 
what? 

Invariably  advocates  of  state  medicine, 
or  socialized  medicine  use  these  figures  as 
the  opening  gambit  in  debating  the  question : 
“Should  We  Have  National  Compulsory 
Health  Insurance?” 

The  inference  to  be  drawn  is  that  medicine 
is  not  doing  its  job,  that  in  some  unexplained 
way  it  is  withholding  from  the  people  avail- 
able knowledge  which  would  make  unneces- 
sary the  deaths  of  325,000  persons  annually. 
The  absurdity  of  this  intended  inference 
seems  obvious.  But  are  nonmedical  people 
likely  to  question  the  assertion?  Mr.  Ewing 
apparently  did  not,  since  he  made  it  in  what 
we  may  assume  to  be  good  faith  in  his  report 
to  the  President. 
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Allegedly  “preventable”  accidental  deaths 
are  also  dragged  in  by  Mr.  Ewing  and  his 
mimes  in  the  same  red  herring  technic.  We 
agree  with  the  writer  of  the  editorial  that, 

If  the  Administrator’s  estimate  of  “prevent- 
able” accidental  deaths  is  intended  as  a plea 
for  more  and  better  safety  and  accident  pre- 
vention measures,  every  one  will  commend  the 
Administrator  for  bringing  an  important  mat- 
ter to  the  attention  of  the  public.  Bulletin  64, 
“What  Is  the  Leading  Cause  of  Death?  Two 
New  Measures,”  by  the  Bureau  of  Medical  Eco- 
nomic Research  of  the  American  Medical  Asso- 
ciation, has  shown  that  accidental  deaths  cut 
off  more  working  years  from  the  lifetime  of  the 
American  people  than  any  one  natural  cause  of 
death.  “Fatal  accidents”  is  the  number  one 
destroyer  of  the  working  years  of  life.  The 
National  Safety  Council,  the  millions  of  plant 
safety  workers,  the  traffic  policemen,  and  even 
the  school  children  on  patrol  duty  would  doubt- 
less welcome  the  aid  and  help  of  the  vast 
Federal  Security  Agency  in  the  prevention  of 
accidents.  Physicians  realize  that  a compre- 
hensive scheme  for  an  extensive  reorganization 
of  the  nation’s  medical  services  could  not  elimi- 
nate 40  per  cent,  or  40,000,  of  the  annual 
100,000  accidental  deaths. 

While  physicians  realize  the  absurdity  of 
the  claim  that  40,000  of  these  accidental 


deaths  could  be  prevented  by  Mr.  Ewing’s 
proposed  “extensive  reorganization  of  the 
nation’s  medical  services,”  it  should  be  held 
in  mind  that  the  claim  is  not  addressed  to 
physicians  but  to  the  public,  and  again  by 
inference  the  profession  is  made  to  appear 
negligent. 

The  misleading  use  of  the  U.S.  draft  rejec- 
tion figures  is  another  instance  of  assertion 
by  indirection  that  the  profession  of  medi- 
cine could  have  salvaged  more,  that  rejec- 
tions would  have  been  fewer  under  govern- 
ment-controlled medicine.  The  fact  that  the 
same  medical  personnel  would  have  had  to 
do  the  salvaging  of  the  possible  six  per  cent 
of  those  rejected  who,  according  to  Rown- 
tree,  might  have  benefited  by  prior  medical 
treatment  is  utterly  ignored. 

That  these  matters  have  little  or  nothing 
to  do  with*  the  actual  health  of  the  nation 
seems  to  have  no  weight  with  the  proponents 
of  national  compulsory  health  insurance, 
many  of  them  otherwise  intelligent  non- 
medical persons.  One  is  compelled  to  as- 
sume, reluctantly,  either  that  they  honestly 
have  fallen  for  their  own  propaganda,  have 
charmed  themselves  with  their  own  music, 
or  knowingly  are  selling  these  gold  bricks  on 
the  theory  that  the  end  justifies  the  means. 


Current  Editorial  Comment 


Uncalculated  Obligations.  Discussing 
public  financing  of  medical  education, 
research,  health,  and  medical  care,  the  New 
England  Journal  of  Medicine  comments  on 
an  address  by  Dr.  Allen  M.  Butler  de- 
livered to  the  Suffolk  District  Medical 
Society  as  presenting  “astutely  and  tem- 
perately the  arguments  in  favor  of  com- 
pulsory health  insurance.”1 
Says  the  Journal  editorially: 

The  fact  that  in  1946  the  Government  spent 
$1,200,000,000  for  health  and  medical  care  is 
taken  by  Dr.  Butler  as  “a  measure  of  the 
failure  of  philanthropy  and  private  charity  to 
meet  the  needs.”  Presumably  the  expendi- 
tures of  the  Veterans  Administration  are  in- 
cluded in  this  figure,  but  aside  from  this  no 
est’mate  is  available  as  to  how  much  of  the 

1 New  England  J.  Med.  240:  352  (Mar.  3)  1949. 


colossal  outlay  was  necessary,  or  how  wisely 
and  economically  it  was  made.  If  this  vast 
sum  was  expended  with  caution  and  judgment, 
and  with  due  regard  to  conservation  of  the 
country’s  resources,  then  the  employment  of 
some  part  of  it  is  certainly  acceptable  so  far  as 
present  concepts  are  concerned.  This  applies 
especially  to  those  allocations  having  to  do  with 
public  health,  with  the  care  of  communicable 
disease  and  mental  illness,  and  to  a consider- 
able degree  with  research.  There  is,  however, 
a line,  indistinct  as  it  may  be,  beyond  which 
governmental  encroachment  may  be  justly 
considered  as  dangerous  in  that  it  may  jeopard- 
ize the  quality  of  medical  care.  There  is  still 
occasion,  in  our  imperfect  society,  for  skepti- 
cism regarding  the  efficiency  of  government 
methods. 

Published  sections  of  the  Hoover  investiga- 
tion give  substance  to  this  skepticism,  as  where 
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it  reports,  in  relation  to  the  construction  of 
Veterans  Administration  Hospitals,  “The  Fed- 
eral government  is  assuming  uncalculated  ob- 
ligations without  any  understanding  of  their 
ultimate  cost,  the  lack  of  necessary  profes- 
sional manpower  to  carry  them  out,  or  their 
adverse  effect  upon  the  hospital  system  of  the 
country.”  And  again;  “(there  is  a)  pattern 
of  duplication  of  physical  facilities,  waste  of 
scarce  medical  personnel,  . . . and  unwar- 
ranted construction  of  new  facilities — all  re- 
sulting primarily  from  the  lack  of  a central  plan 
for  federal  medical  care.” 

We  are  among  those  skeptics  who  view 
governmental  intervention  whether  fiscal 
or  managerial  in  evolutionary  develop- 
ments as  the  last  full  measure  of  defeat.  We 
require,  for  instance,  to  be  shown  on  the 
record,  specifically,  where,  when  and  how 
government  has  provided  better,  quicker, 
and  cheaper  medical  service  than  private 
initiative  has  produced.  Medical  care  for 
the  armed  services?  What,  actually,  did  it 
cost?  Could  the  taxpayer  stand  for  that 
high  cost  service  short  of  war  necessity? 

All  the  talk  in  the  world  will  do  little  to 
alter  the  fact  that  national  health  insurance 
as  a function  of  the  social  security  program 
would  probably  prove  to  be  the  most 
costly  experiment  ever  undertaken  and 
head  the  list  of  uncalculable  obligations 
which  might  easily  lead  to  bankruptcy  of 
the  nation. 

Beauty  or  Bouquets?  Some  days  ago 
we  noted  these  headlines  in  the  New  York 
Times — “Hospitals  Provide  Facials  and 
Waves.”1 

At  first  our  reaction  was  one  of  indigna- 
tion. At  these  times,  in  particular,  when 
every  effort  must  be  made  to  enlist  the 
public  in  voluntary  hospital  insurance,  to 
bring  down  in  every  possible  way  the  cost 
of  medical  care,  was  not  this  increased 
service,  with  its  considerable  cost,  an  un- 
conscionably unjustifiable  frivolity? 

Fortunately,  before  we  had  had  time  to 
commit  ourselves  to  paper,  the  words  of  a 
wordly  minded  college  friend  came  floating 
up  from  our  subconscious,  “Never,”  he 
was  wont  to  say,  “propose  to  a girl  until 
you  have  seen  her  eating  an  orange  at  a 
football  game.” 

In  our  early  days  in  the  hospital  we  had 
often  amplified  his  sage  advice  to  read, 
“Never  propose  to  a girl  until  you  have 
seen  her  coming  out  of  ether.” 


This  amplification,  after  more  years  of 
married  life  than  we  care  to  acknowledge, 
we  instantly  rejected.  Men  and  women 
are  poor  creatures  at  best,  and  they  are  en- 
titled to  whatever  defenses — camouflage, 
if  you  care  to  use  the  harsher  term— their 
self-respect  persuades  them  to  erect.  For- 
tunately for  us — as  should  be  at  intervals 
the  lot  of  every  surgeon — we  had  recently 
undergone  an  operation.  The  first  glance 
into  the  mirror  afterwards  was  of  far 
greater  importance  than  any  information 
as  to  the  healing  of  our  wound.  With  what 
gratitude  did  we  welcome  the  agonies  of 
inexpertly  wielded  razor  that  removed  the 
horrid  stubble  from  our  shapely  chin! 

Whereas  for  a worn  in  (we  quote  from  an 
authority — one  who  suffered  operative  com- 
plications and  almost  died)  the  situation  is 
much  worse.  “Flowers,”  says  she,  “for  the 
period  when  you  may  be  going  to  die  and 
don’t  care  if  you  are.  They  bring  beauty 
and  a breath  of  friendship  into  your  state 
of  dreamy  unreality.  There  must  still  be, 
among  the  living,  people  who  care  for  you, 
and  that  faint  perfume  that  mitigates  the 
odor  of  the  institution  promises  perhaps  a 
tolerable  life  that  may  still  be  worth  hold- 
ing on  to. 

“But  when  you  have  turned  the  corner, 
when  your  nurse’s  look  of  desperate  anxiety 
has  turned  to  one  of  more  or  less  patient 
boredom,  and  one,  bolder  than  the  rest, 
puts  a mirror  in  your  hand,  then  is  the 
moment  that  is  the  supreme  trial  of  a 
woman’s  soul.  Can  it  be  possible  that  you 
really  look  like  that?  Is  survival  worth  the 
trouble?  Will  any  man  ever  welcome  home 
that  pale  and  ravaged  face,  that  dank  hair, 
those  ridged  and  lifeless  looking  finger 
nails?  It  is  a crisis.” 

Isn’t  it  better  to  hold  yourself  as  if  you 
felt  well,  rather  than  to  hold  yourself  as  if 
you  felt  ill?  Every  time  you  see  yourself  in 
a shop  window  you  get  a positive,  not  a 
negative  reflection.  If  you  have  the 
strength  of  mind  and  body  to  hold  yourself 
erect  when  you  feel  terrible,  what  is  it  but 
camouflage?  Or  call  it  dignity,  if  you  pre- 
fer. 

Help  out  the  suffering  woman.  Give  her 
a facial.  Wave  her  hair.  Manicure  her 
hands.  Pull  her  one  foot  out  of  the  grave 
by  making  her  look  an  object  that  her 
husband  may  yet  gaze  upon  without  re- 
pulsion. Do  it  now.  Forestall  the  under- 
taker. 

Yes,  we  are  all  for  the  beauty  parlor  at 
the  bedside.  It  does  not  increase  the  cost 


1 New  York  Times,  March  5,  1949. 
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of  hospital  care.  The  hospital  gets  10  per 
cent  of  the  costs  of  beauty  treatments 
which  the  patient  would  have  had  at  home, 
anyway.  Let  friends  send  flowers  for  the 
first  week  and  beauty  treatments  for  the 
second.  When  the  husband’s  desperate 
anxiety  is  assuaged,  let  him  convert  his 
liquor  and  his  cigaret  money  to  the  same 
purpose.  Such  treatment  is  not  adding  to 
the  cost  of  hospital  care.  It  is  putting  the 
gilt  onto  the  gingerbread  of  every  woman’s 
life — married  or  single. 

From  Personal  Experience.  Take  it 
from  one  who  has  suffered. 

“ Don’t  make  me  laugh!  I’ve  lived  under 
these  schemes.”  So  says  Dorothy  Thomp- 
son, referring  to  her  experiences  with 
socialized  medicine  in  Germany,  France, 
Great  Britain,  and  Austria. 

Every  practitioner  of  medicine  in  the 
State  of  New  York  has  had  experience  with 
workmen’s  compensation.  Most  of  us  will 
admit  that  a workingman  injured  in  the 
line  of  duty  deserves  compensation  during 
the  resulting  period  of  disability.  Most  of 
us  will  admit  that  in  most  cases  the  law  has 
worked  well. 

But  what  has  the  average  doctor  to  say 
about  the  workings  of  the  law? 

That  it  gives  him  an  immense  amount  of 
paper  work  to  do. 

That  he  often  has  great  difficulty  in 
getting  his  patients  who  are  receiving  com- 
pensation to  go  back  to  work. 

That  he  has  made  enemies  on  all  sides. 
If  he  is  honest  in  his  conviction  that  his 
patient  is  cured,  and  says  so,  his  patient, 
who  should  be  grateful,  damns  him  to  his 
face,  and  blackens  his  reputation,  so  that 
few  other  injured  workingmen  will,  under 
their  right  of  free  choice  of  physician,  seek 
his  services. 

If  his  judgment  inclines  the  other  way 
and  he  is  prone  to  keep  the  patient  too  long 
under  his  fostering  care,  the  insurance  com- 
pany is  against  him.  In  spite  of  “free 
choice”  he  finds  that  his  supply  of  com- 
pensation cases  is  dwindling,  which  might 
be  due  to  underground  influence. 

If  he  is  the  best  and  most  conscientious 
surgeon  in  the  State,  if  every  factor  com- 
bines to  work  with  him  for  good,  the  fee 
schedules  set  for  him  by  the  State  are  so 
absurdly  inadequate  that  he  would  prefer 
to  do  such  work  as  charity,  if  he  could  afford 
to. 

1 On  the  Record.  Committee  for  Constitutional  Govern- 
ment, 205  East  42nd  Street,  New  York  17,  New  York. 


If  he  is  the  accommodating  type,  who 
“goes  along”  as  the  phrase  is,  he  khows 
that  compensation  cases  will  continue  to 
come  to  him,  and  he  will  soon  learn  to  steer 
the  middle  course  that  on  the  one  hand 
pays  him  for  his  diathermy  machine  and 
his  masseuse  and  on  the  other  tells  him  just 
when  to  stop  treatment  because  the  in- 
surance company  thinks  the  patient  has 
had  enough. 

Under  such  a system  the  patient  is  either 
over-  or  undertreated. 

Under  such  a system  the  doctor  is  either 
under-  or  overpaid. 

We  believe  that  our  remarks,  in  regard 
to  New  York  State  at  least,  are  applicable. 

How  would  you  like  to  have  such  a con- 
dition made  nation  wide? 

Doctors  and  Atomic  Energy.  The  births 

of  many  of  the  physical  sciences  were 
assisted  by  ingenious  physicians.  The 
study  of  gases  and  the  measurement  of  heat 
were  once  the  exclusive  province  of  medical 
doctors.  Current  electricity  had  its  in- 
ception in  medical  research  on  nerves. 
There  is  good  precedent,  therefore,  that 
nuclear  physics,  the  youngest  of  the  physi- 
cal sciences,  should  also  benefit  by  the 
attention  of  the  medical  profession.  Medi- 
cine was  probably  the  first  science  to  be 
recognized  as  such,  obviously  because  it 
had  a vital  and  practical  importance  to 
every  citizen. 

Hear  Admiral  Strauss  points  out  that  the 
development  of  atomic  energy  poses  to 
medicine  new  and  fearful  questions.1 
Radiation  hazards  on  a large  scale  are  a 
threat  to  life,  health,  and  reproduction. 
Both  in  theory  and  in  practice  how  to 
handle  it  safely  is  a medical  problem.  To 
make  atomic  energy  useful,  we  must  con- 
vert an  advance  in  pure  science  to  practical 
ends.  The  conversion  must  clear  three 
hurdles:  prejudice,  tradition,  and  special 
interests.  These  interests  are  the  govern- 
ment departments,  the  industrial  laborato- 
ries, and  the  universities.  Each  of  these 
should  be  maintained,  but  in  a way  to 
promote  the  early  and  intelligent  develop- 
ment of  the  benign  uses  of  atomic  energy. 

The  handicaps  are  government  inflexi- 
bility, impossibility  of  adequate  reward  of 
industry’s  key  personnel,  and  the  tendency 
of  universities  to  disregard  (puck  practical 
returns,  while  continuing  large  expendi- 

' Strauss.  L.  L.:  J.A.M.A.  138:  1225  (Dec.  25)  1948. 
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ADVANCES  IN  PHYSICAL  MEDICINE 


From  the  Department  of  Rehabilitation  and  Physical  Medicine 
New  York  University  College  of  Medicine 


Howard  A.  Rusk,  M.D.,  Director 


The  Role  of  Therapeutic  Exercises  in  the  Treatment  of  Low  Back  Pain 


In  many  clinical  “low  back”  cases  thor- 
ough workup  and  x-ray  studies  frequently 
fail  to  establish  an  anatomic  diagnosis. 
In  this  group  and  in  many  “osteoarthritic” 
cases,  where  muscle  deficiencies  seem  to  be 
responsible  for  at  least  part  of  the  complaint 
of  the  patient,  it  pays  to  submit  the  muscles 
to  a few  simple  tests. 

We  can  gauge  the  strength  of  the  back 
muscles  by  placing  the  patient  face  down, 
hips  resting  on  a pillow.  The  examiner 
holds  the  back  and  legs  on  the  table  and  asks 
the  patient  to  raise  his  trunk  with  hands 
locked  behind  neck.  If  the  patient  can 
raise  his  chest  to  a horizontal  position  and 
hold  this  position  to  the  count  of  10,  his 
“upper  back  muscles”  are  graded  as  10 
and  considered  normal.  Then  the  examiner 
holds  chest  and  hips  of  patient  and  asks 
him  to  raise  both  legs  to  horizontal,  again 
for  ten  seconds.  This  gives  an  estimate  of 
“low  back”  strength.  Ten  seconds  can  be 
considered  normal. 

The  patient  should  then  lie  supine  and 
raise  both  legs  to  an  angle  of  about  30  degrees 
above  the  table,  holding  this  position  with 
legs  straight  to  the  count  of  10.  This  gives 
normal  rating  of  “lower  abdominals.” 
“Upper  abdominal”  strength  is  determined 
by  asking  the  patient  to  lock  hands  behind 
neck,  holding  his  ankles,  and  asking  him  to 
sit  up.  If  he  can  accomplish  this  from  180 
degrees  (i.e.,  a flat  position)  grading  is  10, 
or  normal.  If  he  needs  assistance  and  can 
take  his  full  weight  only  from  a 45  degree 
position  he  is  rated  as  5 (half  of  normal). 
The  degrees  in  between  are  rated  by  how 
close  they  come  to  the  180  degree,  or  flat, 
position.  The  same  test  can  be  made  with 
knees  flexed  and  feet  placed  close  to  but- 
tocks. In  this  position  the  hip  flexors  are 
eliminated  and  “straight  abdominals” 
tested. 


Next,  hamstring  length  is  measured  by 
passively  raising  a straight  leg  and  measuring 
the  angle  between  leg  and  table  at  the  point 
at  which  the  contralateral  hip  or  knee  shows 
movement,  thus  indicating  that  the  ham- 
string length  of  the  examined  side  has  been 
exhausted.  Normal  figures  should  be 
around  80  degrees.  Total  length  of  back 
muscles  and  hamstrings  can  be  measured 
by  having  the  patient  stand  up  straight 
and  attempt  to  touch  the  floor  with  the 
tips  of  the  fingers.  Touching  the  floor 
should  be  possible  for  a normal  person. 

Frequent  deviations  in  these  figures  can 
be  found,  but  it  may  be  assumed  that  a 
person  who  does  not  conform  to  these 
standards  has  a functionally  poor  back  and 
may  be  subject  to  back  strain  sooner  than  a 
person  whose  back  conforms  to  these  mini- 
mal standards. 

The  results  of  these  tests  can  be  written 
in  a formula  which  permits  easy  evaluation 
of  test  results.  Assuming  “upper  back 
muscle  strength”  of  10  and  “lower”  10, 
abdominal  muscle  strength  of  “upper” 
10,  “lower”  10  and  “straight”  10,  and  back 
muscle-hamstring  length — touching  floor 
90/90  degrees,  or  a normal  back,  the  result 
can  be  written  as  follows: 


„ 10  . 10  in 

BioAIo10 
BH— t 
90 


H 


90 


Where  the  respective  figures  fall  below 
normal,  weakness  or  muscle  tightness  is 
present. 

Therapeutic  exercises  are  prescribed  ac- 
cording to  these  relative  weaknesses  or 


1523 


1524 


ADVANCES  IN  PHYSICAL  MEDICINE 


[N.  Y.  State  J.  M. 


muscle  shortnesses.  A formula  of 


BH— 5 


would  indicate  a back  with  weak  abdominal 
muscles  and  tight  hamstring  muscles.  This 
back  would  benefit  by  strengthening  exer- 
cises for  the  abdominal  muscles  and,  at  a 
later  stage,  by  back  muscle  and  hamstring 
stretching. 

Examination  of  large  numbers  of  these 
“muscular  backs”  reveals  certain  types  of 
trunk  weaknesses  and  certain  relations  with 
the  pelvic  tilt  that  are  very  interesting.  If 
these  different  types  of  relative  muscle 
deficiencies  are  followed  it  becomes  apparent 
why  no  exercise  “system”  can  answer  all  the 
questions,  but  why  individual  testing  and 
prescription  is  necessary. 

It  is  of  utmost  importance  to  give  the 
patient  a limited  but  well-supervised  exer- 
cise program.  The  weak  patient  may  have 
to  start  five-minute  periods  several  times  a 
day  and  gradually  work  up  to  one  or  two 
half-hour  periods  a day  to  obtain  satis- 
factory results.  The  exercises  must  be  per- 
formed under  supervision  of  the  doctor  or 
therapist  and,  unless  this  is  done  regularly, 
at  least  two  or  three  times  a week,  and 
followed  up  by  daily  home  exercises,  no 
results  can  be  expected. 

The  following  figures  may  illustrate  that  a 
meticulous  exercise  approach  will  yield 
results.  Of  a total  of  143  patients  92  (or 


65  per  cent)  were  found  to  be  “muscular 
backs.”  Of  these  patients  71  (77  per  cent) 
treated  with  therapeutic  exercises  were 
relieved  of  their  complaints  and  conformed 
to  normal  muscle  test  standards;  11  (12 
per  cent)  complained  of  occasional  pain  or 
did  not  quite  conform  to  normal  standards, 
and  10  (11  per  cent)  were  not  relieved. 

The  acute  painful  low  back  is  an  entirely 
different  chapter  and  should  never  be  sub- 
jected to  the  above  muscle  tests.  Here  the 
relief  of  pain,  due  to  painful  muscle  spasm, 
should  be  the  first  step.  Surface  anesthesia 
(ethyl  chloride  spray)  and  extremely  mild 
exercises  should  be  given.  Exercises  should 
consist  of  the  patient  lying  on  one  side, 
pulling  the  upper  leg  toward  his  chest, 
bringing  it  down  again,  extending  it,  and 
repeating  that  movement  two  or  three  times 
on  each  side.  The  above  movement  should 
be  accompanied  by  spraying  the  painful 
area  with  ethyl  chloride.  Spray  should  be 
intermittent  and  skin  should  never  be 
“frozen.”  The  patient  should  repeat  these 
exercises  two  or  three  times  every  half  hour. 

Only  after  this  acute  stage  is  passed  and 
complete  workup  has  been  given  should 
muscle  tests  be  performed.  Deep  tender- 
ness of  the  muscles  and  surface  tenderness 
of  the  skin  require  respective  approach  by 
massage.  The  presence  of  “osteoarthritis,” 
together  with  relative  muscle  deficiencies  and 
frequently  born  out  by  “jelling”  pain, 
requires  “scattered”  exercises  (i.e.,  simple 
movements  performed  very  frequently  dur- 
ing the  day)  aiming  at  preventing  recur- 
rence of  this  “jelling”  pain. 

— Hans  Kraus,  M.D. 
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tures  of  money  taxed  from  the  lay  public. 
The  advantages  to  be  derived  from  those 
three  sources  are  from  the  government: 
permanence,  reference,  and  control  activi- 
ties. The  industrial  laboratory  has  flexi- 


bility, competition,  incentive,  and  daring. 
The  university,  as  the  traditional  trustee 
of  learning  and  the  defender  of  unprejudiced 
thought,  must  have  a predominant  con- 
sultative role  in  any  important  scientific 
public  enterprise. 


"markedly  benefited”1 
"%  benefited  . . . 73”2 
"relief  obtained”3 
"definite  relief”4 
"relieved  56  per  cent”5 


"The  results  in  hay  fever  with  Hydryilin  were  very  striking.  Twenty  of 
twenty-three  seasonal  hay  fever  patients  (86.9  per  cent)  were  markedly 
benefited,  receiving  relief  varying  from  50  to  100  per  cent."1 

"%  benefited  . . . 73.” 2 In  table  1 it  is  shown  that  Hydryilin  benefited 
73  per  cent  of  ninety-seven  patients  with  seasonal  and  perennial 
allergic  rhinitis. 


"Symptom 

Hay  Fever 


Number 
of  patients 

81 


Relief  Obtained 


0 

1 4"3 


". . . in  a group  of  hay  fever  cases,  1 4,  or  52  per  cent,  obtained  definite 
relief  (50  to  100  per  cent  amelioration  of  symptoms)  with  Hydryilin. 
In  some  cases  relief  followed  immediately  after  the  first  use  of  the  drug, 
but  in  other  cases  it  was  necessary  to  increase  the  dose  to  three  to  six 
tablets  daily."4 

"Hydryilin  relieved  56  per  cent  of  86  patients.  . . ."5 

AND  IN  ASTHMA 

"In  the  asthmatic  cases,  both  those  with  asthma  due  to  pollen  and  those 
having  asthma  from  other  sources,  the  figures  of  the  effectiveness  of  the 
drug  are  more  impressive  than  those  of  other  antihistaminics.”6 
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83:356  (Oct.)  1948. 
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HYDRYLLIN 

SEARLE 

Research  in  the  Service  of  Medicine 


O.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


HYDRYLLIN  TABLETS  contain: 

Diphenhydramine 25  mg. 

Aminophyllirt 100  mg. 

HYDRYLLIN  with  Racephedrine  Hydrochloride 

Each  tablet  contains: 

Hydryilin 125  mg. 

Racephedrine  Hydrochloride 25  mg. 

HYDRYLLIN  ELIXIR  (4  cc.  = '/:  Hydryilin  tablet) 
HYDRYLLIN  COMPOUND  (cough  syrup  preparation) 
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Applied  locally,  Pyribenzamine  hydrochloride  usually  gives 
prompt  and  prolonged  relief  from  itching  in  dermatitis  venenata 
due  to  poison  ivy,  oak  or  sumac. 

Pyribenzamine  has  also  been  found  to  give  relief  to  the  majority 
of  patients  with  other  itching  dermatoses,  “particularly  atopic 
dermatitis  and  pruritus  ani.”2 

“In  many  instances  the  local  skin  conditions  are,  of  course,  more 
rapidly  and  more  completely  eradicated  by  the  combined  topical 
and  oral  administration  of  this  drug.’’1 

1.  Carrier,  R.  E.,  Krug,  E.  S.,  and  Glenn,  H.  R.:  J.  Lancet,  68:  240,  June  1948. 

2.  Feinberg,  S.  M.  and  Bernstein,  T.  B.:  J.  of  A.M.A.,  134:  to,  July  1947. 


Pyribenzamine  Cream,  2 per  cent  (water-washable  base),  jars  of  50  Gm. 
and  1 pound;  Ointment,  2 per  cent  (petrolatum  base),  jars  of  50  Gm.  and 
1 pound. 
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PYRIBENZAMINE  ( brand  of  tripelennaraine)  — Trade  Mark  Reg. U.S. Pat. Off. 
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OBSTETRIC  ANESTHESIA 

A CRITICAL  APPRAISAL  OF  SPINAL  ANALGESIA  AND  ANESTHESIA 

FOR  OBSTETRICS 

Barnett  A.  Greene,  M.D.,  Brooklyn,  New  York 
( From  the  Departments  of  Anesthesiology,  Adelphi,  Unity,  and  Brooklyn  Women’s  Hospitals) 


SPINAL  analgesia  and  anesthesia  for  vaginal  or 
abdominal  delivery  is  on  the  crest  of  a new 
wave  of  popularity.  Following  Lemmon’s  in- 
novation of  fractional  spinal  anesthesia  in  1940, 
many  who  have  feared  single-dose  technics  for 
cesarean  section  now  use  fractional  spinal  anes- 
thesia. As  a result  of  Hingson’s  development  of 
continuous  caudal  analgesia  from  Lemmon’s 
method,  caudal  analgesia  for  labor  and  vaginal 
delivery  has  become  popular  in  many  communi- 
ties. Because  the  caudal  technic  is  often  diffi- 
cult, sometimes  impossible,  and  occasionally  con- 
traindicated by  local  anatomic  features,  spinal 
analgesia  has  become  popular  as  a substitute  for 
caudal. 

Spinal  anesthesia  for  obstetrics  is  destined  to 
fall  again  into  disfavor,  as  has  happened  twice  in 
the  past,  unless  it  is  employed  with  the  fine  preci- 
sion and  judgment  necessary  to  obtain  its  unde- 
niable advantages  without  its  well-known  and 
feared  complications  and  disadvantages. 

The  purpose  of  this  report  is  to  describe  my  ex- 
perience with  spinal  anesthesia  in  obstetrics  with 
special  emphasis  on  those  measures  which  I believe 
are  necessary  for  its  safe  and  uncomplicated  use.  I 
have  personally  administered  more  than  27,000 
spinal  anesthesias  for  all  cases  including  520  for  ce- 
sarean section.  Our  group  of  anesthesiologists  has 
given  over  2,000  spinals  for  labor  and  vaginal 
delivery. 

Spinal  is  still  the  most  dangerous  method  of 
obstetric  anesthesia,  as  De  Lee  and  Greenhill 
have  long  taught.  That  is  true,  however,  only 
for  those  who  are  ignorant  of  the  physiologic 
changes  produced  by  spinal  anesthesia,  who  are 
lacking  in  clinical  judgment  of  a patient’s  ability 
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to  tolerate  those  changes,  and  who  are  unpre- 
pared to  correct  abnormalities  of  respiration  and 
circulation  during  anesthesia  and  delivery.  The 
factor  which  has  contributed  most  to  the  tragic 
history  of  spinal  anesthesia  is  the  ease  with 
which  it  can  be  performed  by  anyone,  e.g.,  a 
nurse  at  one  hospital  in  Brooklyn.  In  the  hands 
of  an  anesthesiologist  who  is  experienced,  skillful, 
and  alert  with  spinal  anesthesia,  it  is  a safe  and 
valuable  method. 

Skill  with  spinal  anesthesia  is  an  art.  There  are 
some  who  do  not  learn  to  choose  the  patient  and 
the  particular  method  wisely,  who  are  not  adept 
and  facile  in  technic,  and  who  are  not  quickly  ob- 
servant of  danger  signs.  These  anesthetists 
should  avoid  spinal  anesthesia  in  obstetrics. 

During  the  past  twelve  years,  I have  tried 
most  of  the  drugs  and  technics  recommended  in 
the  literature.  As  a result  I have  adapted  certain 
basic  principles  and  practices  for  spinal  anesthe- 
sia for  obstetrics. 

"Saddle  Block”  Anesthesia 

Every  spinal  anesthesia  for  obstetrics,  whether 
for  vaginal  or  abdominal  delivery,  must  rise  to  the 
thoracic  ninth  segmental  areas,  the  level  of  the 
umbilicus,  if  analgesia  of  uterine  “pains”  or  sur- 
gery is  to  be  obtained.  “Saddle  block”  is  a mis- 
nomer and  misleading  for  a spinal  analgesia  of 
this  height.  A “saddle  block”  proper  covers  only 
the  anus,  rectum,  genitals,  and  the  inner  aspects 
of  the  thighs,  the  area  innervated  by  the  sacral 
nerves.1  This  point  is  stressed  so  that  any  one 
who  attempts  to  relieve  obstetric  pain  should  ap- 
proach it  with  the  same  attention  and  safeguards 
that  one  must  use  for  spinal  anesthesia  for  cesa- 
rean section. 

A true  “saddle  block”  is  excellent  just  for  the 
terminal  phase  of  a vaginal  delivery.  I have  long 
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used  it  for  this  purpose  as  recommended  in  1928 
by  Pitkin  and  McCormack  and  by  Cosgrove.2*3 
For  this  purpose  procaine  hydrochloride  crystals, 
50  to  100  mg.  in  spinal  fluid  to  form  a 5 per  cent 
hyperbaric  solution,  is  still  the  preferred  drug. 
The  early  enthusiasts  erred  seriously  on  two 
counts,  first  in  recommending  it  for  all  cases,  in- 
cluding those  with  a ruptured  uterus  or  ectopic 
pregnancy,  and  secondly,  in  encouraging  its  use 
by  any  one  with  “no  greater  knowledge  . . . . 
than  that  of  doing  a . . . . lumbar  puncture  .... 
(and)  by  the  operator  himself,  thereby  eliminat- 
ing the  necessity  of  an  anesthetist.”2  Gleeson  in 
Jersey  City  and  Fraser  in  Canada  have  also  ap- 
plied terminal  spinal  anesthesia  for  vaginal  deliv- 
ery for  more  than  a decade  with  good  results.4*5 

Use  of  Vasopressor  Drugs 

Ephedrine  sulfate  or  an  analogous  vasopressor 
drug  is  an  important  factor  for  safety  in  all  cases 
of  spinal  anesthesia,  but  it  is  indispensable  in  ob- 
stetrics because  of  the  rapid  decompression  of  the 
abdomen  and  the  significant  blood  loss  associated 
with  delivery.  Even  before  delivery,  the  parturi- 
ent’s blood  pressure  seems  abnormally  labile  in 
response  to  spinal  analgesia.  We  administer  50 
mg.  ephedrine  sulfate  or  5 mg.  neosynephrine  hy- 
drochloride hypodermically  ten  minutes  before 
every  spinal  anesthesia  unless  hypertension  is 
present.  In  that  case,  the  vasopressor  is  with- 
held, to  be  injected  intravenously  as  soon  as  the 
blood  pressure  falls  below  100  mm.  Hg  systolic 
and  as  often  thereafter  as  needed.  It  is  regret- 
table to  note  reports  based  on  a relatively  few 
cases  in  which  a prespinal  vasopressor  is  deliber- 
ately omitted.6*7  It  is  especially  deplorable  for  the 
commercial  literature,  from  which  so  many  be- 
ginners learn  obstetric  spinal  analgesia,  to  state 
that  “it  is  not  necessary  in  saddle  block  (with 
Nupercaine)”  and  to  recommend  such  time-wast- 
ing and  questionably  effective  measures  as  oxygen 
inhalation  and  elevation  of  the  legs  as  the  first 
with  which  to  treat  hypotension.  The  failure  to 
use  a vasopressor  correctly  or  promptly  has  been 
the  cause  of  several  recent  maternal  deaths  in  our 
community. 

Prolonged  Spinal  Anesthesia 

Prolonged  spinal  analgesia  for  labor  and  deliv- 
ery has  been  developed  as  a substitute  for  the 
continuous  caudal  method  when  a patient  cannot 
benefit  by  a caudal  because  of  anatomic  difficul- 
ties or  local  contraindications.  We  have  come  to 
prefer  spinal  analgesia  to  caudal  for  any  normal 
parturient  whose  delivery  can  be  reasonably  ex- 
pected within  four  hours. 

The  anesthesiologist  using  spinal  analgesia 
must  become  familiar  with  the  diagnostic  criteria 
of  labor  if  he  wishes  to  avoid  “hanging  up  a labor” 


or  spending  his  time  uneconomically.  Spinal 
analgesia  for  labor,  because  it  cannot  be  inter- 
rupted, requires  more  precise  diagnosis  of  presen- 
tation, station,  and  cervical  dilatation  than  does 
continuous  caudal  analgesia.8  Spinal  is,  there- 
fore, not  our  first  choice  for  the  patient  whose 
course  of  labor  cannot  be  predicted  accurately. 
Spinal  analgesia  is  avoided  when  the  patient  is 
prone  to  headache.  For  the  cardiac  or  the  pre- 
eclamptic, caudal  is  preferable  to  spinal  because 
the  former  is  more  gradual  in  onset  and  more  con- 
trollable in  duration. 

Nupercaine  (1:200)  is  our  selection  for  spinal 
analgesia  required  for  more  than  one  hour.  We 
have  been  using  it  in  general  surgery  for  the  past 
eight  years  according  to  the  technic  of  Romberger, 
and,  therefore,  we  have  learned  that  it  is  not  espe- 
cially prone  to  producing  neurologic  complica- 
tions or  headache,  contrary  to  some  reports.4*9*10 
Furthermore,  we  have  found  that  Nupercaine,  un- 
like Pontocaine  or  Metycaine,  is  not  likely  to  rise 
to  an  unduly  high  level.  In  fact,  Nupercaine 
(1:200)  is  unreliable  for  upper  abdominal  sur- 
gery unless  a deliberate  effort  is  made  to  obtain  a 
high  level  by  the  use  of  large  volumes  of  diluent 
and  the  Trendelenburg  position. 

We  start  spinal  analgesia  for  labor  according  to 
the  same  indications  for  the  initiation  of  continu- 
ous caudal  analgesia.8  By  combining  1 cc.  of 
Nupercaine  (1:200)  and  1 cc.  10  per  cent  glucose 
with  1 cc.  of  5 per  cent  ephedrine  sulfate  or 
1 : 1,000  epinephrine  hydrochloride,  we  have  reg- 
ularly obtained  analgesia  for  labor  and  delivery 
lasting  four  hours.  Where  analgesia  is  desired  for 
only  two  hours,  a vasoconstrictor  is  omitted  from 
the  mixture  of  1 cc.  Nupercaine  (1:200)  and  1 cc. 
10  per  cent  glucose.  In  700  spinal  analgesias  for 
labor  we  have  had  to  repeat  the  spinal  or  add  a 
supplementary  anesthesia  in  only  eight  cases; 
four  of  these  were  instituted  by  residents  in 
training. 

Postspinal  Headache 

Postspinal  headache  is  the  most  common  and 
annoying  complication  of  spinal  anesthesia  for 
obstetrics.  We  have  practically  solved  this  prob- 
lem by  utilizing  the  “leakage”  explanation.  It  is 
unfortunate  that  this  etiology  is  not  more  widely 
accepted,  but  anyone  familiar  with  the  multitude 
of  supporting  observations  accumulated  in  the 
monographs  of  Wolff  and  Thorsen  is  bound  to 
accept  the  leakage  theory.11*12 

The  great  difficulty  with  the  “leakage”  ex- 
planation has  been  the  inability  to  understand 
how  spinal  fluid  could  be  deficient  in  volume, 
even  though  leakage  has  occurred,  if  spinal  fluid 
is  formed  in  the  large  quantities  reported  in 
textbooks.  The  fact  is  that  there  are  no  reliable 
data  on  the  rate  of  formation  of  spinal  fluid  in 
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man,  especially  in  surgical  or  obstetric  patients, 
obtained  with  due  regard  for  the  patient’s  water 
balance  and  the  disturbances  created  by  the  ex- 
perimental effort  to  measure  spinal  fluid  forma- 
tion. The  key  to  preventing  and  treating  the 
postspinal  headache  is  in  knowing  and  utilizing 
the  fact  that  the  restoration  of  cerebrospinal 
fluid  volume  reduced  by  leakage  is  directly  pro- 
portional to  the  degree  of  body  hydration.13- 14 
These  considerations,  led  us  to  try  consecutive 
series  of  vaginal  deliveries  under  spinal  analgesia 
using  20-,  22-,  24-,  and  26-gauge  needles.  In 
each  needle  gauge  group,  some  patients  were  spe- 
cially hydrated  by  mouth,  and  others  were  per- 
mitted to  take  fluids  as  desired. 

The  20-gauge  series  had  17  patients:  41  per 
cent  developed  headache;  23  per  cent  had  se- 
vere headaches.  This  series  had  to  be  cut  short 
because  the  obstetricians  objected  to  its  con- 
tinuation. 

The  22-gauge  series  had  211  patients:  17 
per  cent  developed  headache;  6 per  cent  of  all 
patients  had  severe  headaches.  Of  the  *108 
patients  who  were  specially  hydrated,  10  per 
cent  had  a headache,  and  only  one  was  severe; 
of  the  93  patients  not  hydrated,  26  per  cent  had 
headache,  and  6 per  cent  of  patients  had  it  in 
severe  form. 

The  24-gauge  series  contained  341  patients; 
5 per  cent  of  all  patients  complained  of  head- 
ache, but  only  1 per  cent  had  severe  headache. 
The  specially  hydrated  149  patients  had  a 
headache  incidence  of  2 per  cent  with  only  one 
severe  headache;  the  nonhydrated  group  of  192 
patients  had  an  incidence  of  8 per  cent  with  2 
per  cent  of  patients  affected  with  severe  head- 
ache. 

The  26-gauge  series  contained  116  patients; 
3 per  cent  of  all  patients  developed  a headache. 
None  was  severe.  Two  instances  occurred  in 
the  21  nonhydrated  patients.  Of  the  95  hy- 
drated, “26-gauge  needle”  patients  the  only 
headache  (and  that  was  mild)  occurred  in  the 
migrainous  wife  of  a physician  who  insisted  on 
the  spinal  analgesia  rather  than  a caudal  which 
had  precipitated  a violent  and  protracted  head- 
ache after  her  first  delivery. 

These  trials  have  convinced  us  that  the  prac- 
tical solution  of  the  headache  problem  in  spinal 
analgesia  for  vaginal  delivery  is  to  use  a 26-gauge 
lumbar  puncture  needle  and  to  hydrate  the  pa- 
tient by  forcing  her  to  drink  ten  glasses  of  fluids, 
approximately  2,500  cc.,  during  each  of  the  first 
three  days  postpartum.  If  dehydration  or 
blood  loss  has  been  marked  or  the  lumbar  punc- 
ture has  been  unavoidably  performed  with  a 22- 
gauge  or  larger  needle,  we  advise,  in  addition  to 
oral  forced  fluids,  an  infusion  of  one  liter  of  iso- 
tonic glucose  in  water,  or  more  if  indicated.  Pos- 


terior pituitary  extract,  ten  units  twice  a day  for 
two  days,  is  a valuable  aid  in  retaining  body  water 
and  hydrating  the  central  nervous  system. 

Fractional  Spinal  Anesthesia 

Fractional  spinal  anesthesia  has  revived  the 
popularity  of  spinal  for  cesarean  section,  because 
it  enables  the  surgeon  or  anesthetist  to  secure  an 
analgesic  level  gradually  with  minimal  dosage  and 
to  maintain  it  as  long  as  desired.  The  fractional 
method  is  no  safer  than  the  individual  using  it. 
I know  of  an  unpublished  death  following  the 
injection  of  60  mg.  of  procaine  hydrochloride  by 
the  fractional  method  applied  by  a resident  in 
anesthesiology  to  a young  cesarean  patient  ex- 
hausted by  prolonged  labor.  Failure  to  restore 
and  control  the  peripheral  circulation  with  fluids 
and  ephedrine  sulfate  were  the  causes  of  this 
preventable  death. 

I have  used  the  fractional  method  in  only  42 
cesarean  sections  although  I have  applied  it  in 
over  500  major,  general  surgical  cases.  The  an- 
esthesiologist who  is  expert  in  the  use  of  single- 
dose technic  with  heavy  Nupercaine  rarely  needs 
the  fractional  method.  The  fractional  method  is 
reserved  for  the  cesarean  patient  who  should  re- 
ceive spinal  anesthesia  because  of  great  abdomi- 
nal distention,  marked  obesity,  or  a serious  con- 
traindication to  general  anesthesia  but  who  is  also 
a poor  risk  for  the  ordinary  technic  because  of 
cardiac  failure  or  depleted  blood  volume.  The 
patient  with  a defective  circulation  of  peripheral 
or  central  origin  is  more  safely  injected  with  the 
anesthetic  drug  only  after  the  needle  or  catheter 
has  been  inserted,  she  has  returned  to  lie  on  her 
back,  and  an  infusion  has  been  started  running 
with  certainty  through  a large  gauge  intravenous 
needle.  Fractional  spinal  is  also  especially  use- 
ful when  analgesia  is  desired  to  begin  immediately 
after  a decision  has  been  made  to  section  a patient 
in  active,  painful  labor,  and  one  must  wait  an 
uncertain-  or  appreciable  period  of  time  for  the 
operation  to  begin. 

Fractional  spinal  analgesia  has  been  recom- 
mended for  labor  and  vaginal  delivery,  but  such 
use  is  seriously  limited  by  the  high  incidence  of 
severe  postpuncture  headache.15’16  Occasionally 
I have  used  it  when  continuous  caudal  analgesia 
was  not  feasible  and  a single-dose  technic  was 
contraindicated  by  uncertainty  regarding  the 
course  and  state  of  labor. 

Knowledge  of  the  conduct  of  labor  and  vaginal 
delivery  under  fractional  spinal  analgesia  is 
valuable  when  a caudal  needle  has  inadvertently 
punctured  the  subarachnoid  space  during  the 
attempt  to  use  Hingson’s  method.  Instead  of 
withdrawing  the  caudal  needle  as  advised  in  most 
publications,  the  caudal  needle  should  be  per- 
mitted to  remain  in  the  subarachnoid  space  and 
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the  prepared  caudal  solution  should  be  intermit- 
tently injected  in  appropriately  small  doses,  e.g., 
15  to  45  mg.  Metycaine. 

When  fractional  spinal  anesthesia  is  indicated, 

I prefer  the  Tuohy  technic  with  the  ureteral 
catheter  to  the  Lemmon  malleable  needle.  The 
latter  requires  a special  support  for  the  back; 
sometimes  the  needle  slips  out  of  place  while  the 
patient  is  being  turned;  occasionally  and  inex- 
plicably the  anesthesia  is  very  slow  in  developing. 
Most  important,  however,  is  the  fact  that  the 
Lemmon  technic  may  cause  permanent  neuro- 
logic damage  by  the  malleable  needle  bending  into 
and  traumatizing  the  cord  or  nerve  roots.  One 
death  and  two  permanent  major  neurologic 
sequelae  have  occurred  in  three  unpublished 
cases  handled  by  experienced  anesthesiologists. 
The  Tuohy  technic  has  not  been  associated 
with  such  damage  and  seems  much  less  likely  to 
be  able  to  cause  it. 

Fractional  spinal  anesthesia  is  objectionable 
for  the  ordinary  cesarean  delivery  because  the 
required  large  dural  puncture  is  followed  by  a 40 
per  cent  incidence  of  postspinal  headache  in  our 
use  of  the  catheter  method,  unless  special  meas- 
ures are  taken  to  prevent  headache.16 

Single  Dose  Technic 

The  single-dose  technic  of  spinal  analgesia  for 
cesarean  section  is  preferred  in  95  per  cent  of  our 
patients.  It  is  simpler,  quicker,  and  more  de- 
pendable. The  safety  of  the  single-dose  technic 
for  the  great  majority  of  patients  in  careful 
hands  is  just  as  great  as  that  of  the  fractional 
method,  but  with  careless  or  inexpert  manage- 
ment a single-dose  method  is  more  dangerous 
than  a fractional  technic.  My  personal  experi- 
ence with  the  single-dose  method  for  cesarean 
sections  includes  more  than  450  cases.  There  has 
not  been  a single  maternal  or  fetal  death  or  per- 
manent complication  attributable  to  the  anesthe- 
sia. 

For  cesarean  section,  I use  the  same  technic  as 
for  vaginal  delivery  except  that  I prefer  to  weight 
the  1 cc.  of  1:200  Nupercaine  with  50  to  75  mg.  of 
procaine  hydrochloride  crystals  dissolved  in  1 to 
1.5  cc.  spinal  fluid.  The  procaine-Nupercaine 
combination  enables  the  surgeon  to  start 
promptly,  without  the  delay  and  uncertainty 
that  attends  the  waiting  period  associated  with  a 
glucose-Nupercaine  mixture. 

The  spinal  puncture  needle  for  the  single-dose 
method  of  spinal  anesthesia  for  cesarean  section 
need  be  only  a 22  or  24  gauge  inasmuch  as  the  in- 
fusions which  cesarean  patients  regularly  receive 
minimize  the  headache  problem  when  the 
needle  is  not  of  large  gauge. 


Every  cesarean  patient  has  an  infusion  started 
immediately  after  the  anesthetic  is  injected.  In 
poor  risk  cases  the  infusion  is  begun  before  the 
spinal.  Control  of  the  circulation  is  essential  and 
is  secured  by  ephedrine  sulfate  or  neosynephrine 
sulfate  administered  hypodermically  ten  minutes 
before  the  spinal,  unless  contraindicated  by  hy- 
pertension or  cardiac  failure.  Vasopressor  drugs 
needed  after  the  onset  of  spinal  anesthesia  should 
be  given  intravenously.  . 

Care  must  be  taken  to  avoid  severe  hyperten- 
sion produced  by  the  inadvertent  addition  of  the 
vasopressor  effect  of  hypodermic  or  intrauterine 
injected  pituitrin  or  intravenous  ergotrate,  or- 
dered by  the  obstetrician,  to  that  of  the  ephedrine 
or  neosynephrin  used  by  the  anesthetist.  Cere- 
bral complications  have  resulted  from  the  acute 
hypertension  so  induced.17 

Summary 

Spinal  anesthesia  has  reached  a new  and  greater 
peak  of  popularity  in  obstetrics  as  a result  of  the 
use*of  Nupercaine-glucose  for  analgesia  in  labor 
and  vaginal  delivery  and  the  development  of 
fractional  spinal  anesthesia  for  cesarean  section. 
The  technics  of  single-dose  and  fractional  meth- 
ods of  anesthesia  for  abdominal  and  vaginal  de- 
livery are  discussed  and  compared;  their  indica- 
tions and  complications  are  described. 

The  leakage  theory  of  postpuncture  headache  is 
explained  and  utilized  in  correlation  with  the  im- 
portance of  hydration  in  influencing  the  restora- 
tion of  normal  cerebrospinal  fluid  volume  and 
pressure.  Headache  following  spinal  analgesia 
for  vaginal  delivery  is  practically  prevented  by  the 
use  of  a 26-gauge  needle  and  increased  hydration 
by  oral  fluids. 

8902  Avenue  A 


References 

1.  Maxson,  L.  H.:  Spinal  Anesthesia,  New  York,  J.  B. 
Lippincott  Co.,  1938,  p.  364. 

2.  Pitkin,  G.  P.,  and  McCormack,  F.  C.:  Surg.,  Gynec. 
& Obst.  47:  713  (1928). 

3.  Cosgrove,  S.  A. : Am.  J.  Surg.  S:  602  (1928). 

4.  Gleeson,  W.  J.:  New  York  State  J.  Med.  48:  2593 
(Dec.  1)  1948. 

5.  Fraser,  R.  J. : Canad.  M.  A.  J.  40:  368  (1939). 

6.  Snell,  H.  A.:  New  York  State  J.  Med.  48:  2590 
(Dec.  1)  1948. 

7.  Taggart,  J.  K.:  J.  M.  A.  Alabama  16:425  (1947). 

8.  Greene,  B.  A.,  and  Goldsmith,  M.:  Anesthesiology. 
In  press. 

9.  Romberger,  F.  T.:  Am.  J.  Surg.  9:  471  (1931). 

10.  Waters,  E.  G.:  New  York  State  J.  Med.  48:  2593 
(Dec.  1)  1948. 

11.  Wolff,  H.  G.:  Headache  and  Other  Head  Pain,  New 
York,  Oxford  University  Press,  1948,  p.  118. 

12.  Thorsen,  G.:  Acta  chir.  Scandinav.95:  suppl.  121 
(1947). 

13.  Masserman,  J.  H.:  Arch.  Neurol.  & Psychiat.  35:  296 
(1936). 

14.  Solomon,  H.  C.:  J.A.M. A.  82:  1512  (May  10)  1924. 

15.  Hinebaugh,  M.  C.,  Jr.,  and  Lang,  W.  R.:  Ann.  Surg. 
120:  143  (1944). 

16.  Greene,  B.  A.,  Goldsmith,  M.,  and  Lichtig,  S.:  Am. 
J.  Obst.  & Gynec.  In  press. 

17.  Greene,  B.  A.,  and  Barcham,  J.:  New  York  State 
J.  Med.  49:  1424  (1949). 


CONTINUOUS  CAUDAL  ANESTHESIA  IN  OBSTETRICS 

Observations  of  Results  in  Twelve  Thousand  Cases 
Jacob  Herzlich,  M.D.,  Brooklyn,  New  York 
(From  the  Belh-El  Hospital) 


IN  OBSTETRICS  a suitable  pain-relieving 
agent  is  sought  which  will  be  safe  for  the 
mother  and  baby  and  will  not  interfere  with  the 
progress  of  labor.  Stoeckel  in  1909  used  caudal 
anesthesia  in  obstetrics  to  relieve  labor  pains  with 
fair  results.1  It  was  also  tried  by  Cathelin  in  1900 
for  surgical  procedures  involving  the  perineum.2 
However,  not  until  Hingson  and  Edwards  de- 
scribed the  method  of  continuous  caudal  anes- 
thesia has  there  been  a satisfactory  obstetric 
analgesic  and  anesthetic.3 

We  have  used  this  method  with  the  malleable 
needle  technic  as  the  method  of  choice  at  the 
Beth-El  Hospital  since  February,  1943,  and  have 
applied  it  in  over  12,000  instances.  We  have 
found  its  utilization  facilitates  cervical  dilatation, 
permits  normal  descent  of  the  presenting  part, 
diminishes  blood  loss,  and  has  no  untoward  effect 
on  the  parturient  mother  or  the  fetus. 

Methods  for  control  of  pain  during  labor  have 
heretofore  rested  in  the  hands  of  the  obstetrician. 
When  labor  was  well  established,  the  administra- 
tion of  drugs  to  obliterate  the  memory  of  pain, 
whether  by  mouth,  subcutaneously,  by  rectum, 
or  intravenously  was  relatively  simple.  Although 
the  same  expert  obstetric  judgment  is  needed  to 
determine  the  existence  of  favorable  conditions 
for  the  administration  of  continuous  caudal  anes- 
thesia, the  technic  of  its  administration  need 
not  necessarily  be  part  of  the  duties  of  the  ob- 
stetrician. An  anesthetist  specially  trained  in 
caudal  anesthesia  assumes  the  responsibility  for 
its  administration. 

After  properly  introducing  the  needle,  the 
anesthetist  must  be  on  the  alert.  The  judicial 
administration  of  the  anesthetic  fluid  in  fractional 
doses,  testing  for  accidental  puncture  of  the  dura, 
obliteration  of  pinpricking  pain  in  the  perineal, 
vulva,  symphyseal  and  suprasymphyseal  areas, 
the  appearance  of  rectal  relaxation,  the  com- 
mencement of  warmth  in  the  lower  extremities, 
and  the  cessation  of  uterine  cramps,  are  some  of 
his  immediate  duties.  In  addition,  he  must  be  in 
constant  attendance  to  add  more  anesthetic  fluid 
when  the  pains  return  or  the  level  of  anesthesia 
falls  much  below  midway  between  the  symphysis 
and  umbilicus.  He  continues  to  watch  the  varia- 
tions in  the  blood  pressure,  follows  the  progress  of 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on 
Anesthesiology,  May  4,  1949. 


cervical  dilatation  and  descent  of  the  presenting 
part,  and  helps  the  patient  turn  from  side  to  side. 
Finally,  when  the  patient  is  ready  for  delivery 
and  the  last  dose  adequate  for  completion  of  the 
delivery  is  administered,  he  removes  the  needle 
and  transports  the  patient  to  the  delivery  room. 
While  delivery  is  in  progress,  he  is  constantly  in 
attendance  and  does  not  leave  until  the  third 
stage  of  labor  is  completed  and  the  pelvic  floor  is 
repaired.  The  cooperation  and  teamwork  be- 
tween the  anesthetist  and  obstetrician  is  neces- 
sary for  the  safe  and  effective  conduct  of  labor 
with  caudal  block  as  the  obstetric  anesthesia. 

Thus,  the  anesthesia  department  partakes  in 
the  management  of  the  obstetric  patients  during 
labor  and  delivery.  At  the  Beth-El  Hospital  we 
have  provided  the  obstetricians  with  continuous 
attendance  by  an  anesthetist. 

The  anesthetist  partakes  in  the  management  of 
the  patient  undergoing  a surgical  procedure. 
The  expectant  mother,  while  in  labor,  is  accorded 
the  same  undivided  attention  of  an  expert 
anesthetist  as  if  she  were  undergoing  a surgical 
operation. 

The  anesthesia  department  integrates  its  work 
with  the  obstetric  division.  Three  anesthetists 
are  assigned  daily.  Thus,  one  anesthetist  is  al- 
ways available  during  the  twenty-four  hour 
period. 

Successful  results  in  caudal  anesthesia  depend 
on  personnel  employed  in  its  administration.  The 
anesthetist  administering  this  type  of  anesthesia 
in  obstetrics  must  not  only  be  a good  anesthetist 
but  must  have  a good  knowledge  of  obstetrics. 
He  should  not  have  to  depend  on  the  obstetrician 
to  inform  him  when  a caudal  is  to  be  started. 
He  should  be  fully  capable  of  determining  position 
and  descent  of  the  fetus  and  dilatation  of  the 
cervix.  At  Beth-El  Hospital,  all  the  anesthetists 
on  the  staff  have  had  a thorough  training  in 
obstetrics  as  well  as  in  caudal  anesthesia. 

Poor  results  in  caudal  anesthesia  have  resulted 
from  superficial  and  inadequate  training  given  to 
anesthetists  and  obstetricians.  This  training  has 
been  as  short  as  a two-week  course.  This  brief 
period  does  not  give  the  obstetrician  sufficient 
knowledge  of  anesthesia;  nor  does  it  give  the 
anesthetist  a thorough  background  of  obstetrics. 

Caudal  anesthesia  in  obstetrics  has  been  con- 
demned by  many  physicians  because  of  isolated 
cases  where  complications  have  arisen  during  the 
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administration  of  caudal  anesthesia.  I attribute 
the  majority  of  these  poor  results  to  poor  judg- 
ment and  insufficient  training. 

The  question  that  has  often  arisen  among 
patients  is,  “Am  I a suitable  candidate  for 
caudal  anesthesia  when  I give  birth?”  According 
to  a statement  made  by  Dr.  Hingson  in  1944, 
about  40  per  cent  of  the  women  delivered  in  well- 
staffed  maternity  hospitals  present  contraindica- 
tions prohibiting  the  successful  use  of  continuous 
caudal  analgesia.4  He  further  points  out  that  70 
per  cent  of  American  births  are  eliminated  from 
this  type  of  anesthesia  because  it  is  not  a proce- 
dure to  be  used  in  the  home  and  the  poorly- 
staffed  hospital.  He  further  states  that  if  every 
hospital  in  this  country  used  continuous  caudal 
analgesia  in  every  suitable  case,  only  12  per  cent 
of  the  parturient  women  would  be  treated  by  this 
method. 

The  contraindications  which  make  up  40  per 
cent  of  hospital  deliveries,  according  to  Dr. 
Hingson,  are  as  follows:  easy  and  rapid  labor,  10 
per  cent;  deformities  of  the  sacrum,  10  per  cent; 
fear,  10  per  cent;  obesity,  3 per  cent;  local  infec- 
tion, 2 per  cent;  and  anemia,  placenta  previa,  pre- 
mature separation  of  placenta,  disproportion, 
and  sensitivity  to  anesthetic  agent,  5 per  cent. 

When  I started  the  caudal  service  at  Beth-El 
Hospital,  I found  these  statistics  to  be  fairly  ac- 
curate, but  at  present  there  is  a marked  deviation. 
Of  all  our  vaginal  deliveries  approximately  90  per 
cent  receive  caudal  anesthesia. 

The  10  per  cent  of  the  cases  that  do  not  re- 
ceive caudal  anesthesia  are  made  up  as  follows: 

1.  Easy  rapid  deliveries — 4 per  cent.  Our 
maternity  cases  usually  enter  the  hospital  early  in 
labor,  and  the  anesthetist  is  always  present  to 
administer  the  caudal  immediately  if  necessary. 

2.  Deformities  of  the  sacrum — not  more  than 
1 per  cent.  In  1943,  when  I first  started  to  ad- 
minister caudal  anesthesia  in  obstetrics,  I found 
that  over  20  per  cent  of  the  patients  had  de- 
formities of  the  sacrum.  This  high  percentage 
gradually  decreased  as  time  elapsed,  and  at 
present  it  is  rare  to  find  a case  in  which  the 
caudal  canal  cannot  be  entered. 

3.  The  element  of  fear  does  not  exist  among 
the  patients  at  our  hospital.  Our  obstetricians 
instill  confidence  in  the  safety  of  caudal  anesthesia 
to  the  mother  and  baby.  Consequently,  the 
woman  in  labor  is  free  from  worry  and  fear.  She 
is  cooperative  and  helpful.  However,  obstet- 
ricians at  other  institutions  have  not  given  such 
confidence  to  their  patients.  A flagrant  example 
to  be  cited  is  one  in  which  a well-known  obstet- 
rician, upon  being  asked  by  his  patient  whether  she 
would  receive  caudal  anesthesia  during  labor,  ex- 
claimed, “How  would  you  like  to  have  a long, 
sharp  needle  jabbed  mercilessly  into  your  spine?” 


Thus,  we  can  see  that  fear  of  caudal  anesthesia  is 
created  by  physicians  who  are  not  thoroughly 
familiar  with  this  type  of  anesthesia. 

4.  Obesity — Approximately  1 per  cent  of  our 
patients  do  not  receive  caudal  anesthesia  due  to 
their  marked  obesity. 

5.  Local  infection  and  disease — approximately 
3 per  cent  of  our  patients  do  not  receive  caudal 
anesthesia  due  to  local  infection  or  disease. 

It  has  been  maintained  that  caudal  anesthesia 
should  be  administered  only  in  well-staffed 
maternity  hospitals.  This  contention  is  wrong. 
At  the  smaller  hospital,  where  there  is  inadequate 
hospital  personnel,  it  would  be  advantageous  to 
the  expectant  mother  to  receive  caudal  anesthesia 
and  thus  be  closely  watched  by  the  anesthetist. 
In  this  way,  early  discovery  of  a fetal  distress 
might  be  made.  In  addition,  the  anesthetist  is 
present  at  time  of  delivery  and  thus  insures  the 
well-being  of  the  newborn  should  resuscitation  be 
necessary. 

We  have  applied  this  form  of  anesthesia  and 
are  at  present  reporting  our  observations  and  re- 
sults in  the  first  12,000  cases  (Tables  1 and  2). 
There  was  a total  of  433  patients  where  the  anesth- 
esia was  classified  as  a failure.  The  partial  failures 
were  in  cases  that  had  painful  uterine  contractions 
during  the  running  of  the  continuous  caudal  anes- 
thesia, but  actual  delivery  and  repair  were  free 
from  pain.  Many  of  our  partial  failures  were  en- 
countered in  patients  who  had  received  previous 
caudal  anesthesia.  W e attribute  these  secondary 
failures  to  thickening  and  fibrosis  of  the  connec- 
tive tissue  attachments  between  the  inner  wall  of 
the  vertebral  canal  and  the  dural  sac,  thus  pre- 
venting the  upward  diffusion  of  the  drug  and  re- 
sulting in  ineffective  blocking  of  the  eleventh  and 
twelfth  dorsal  nerves.  The  other  partial  failures 
may  be  due  to  (1)  unusually  large  caudal  canal,  (2) 
open  roof,  (3)  wide  dural  space,  or  (4)  dislodge- 
ment  of  the  needle.  The  complete  failures  may  be 

TABLE  1. — Effectiveness  of  Continuous  Caudal 
Anesthesia 


Number  of  Cases  Per  Cent 
Complete  relief  of  pain  11,567  96.4 

Failures  433  3.6 

Partial  relief  of  pain  275  2.3 

Complete  failures  158  1.3 


TABLE  2. — Complications  During  Administration  of 
Continuous  Caudal  Anesthesia 


Number 

Complications  of  Cases 

Subcutaneous  localized  infection  5 

Dural  puncture  28 

Inadvertent  dural  puncture  8 

High  level  caudal  anesthesia  15 

Severe  drop  in  blood  pressure  22 

Nerve  injury  0 

Broken  needles  1 

False  passage  0 
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due  to  excessive  fat  pads,  atresia  of  the  sacral 
hiatus,  distortion  and  malpositions  of  the  bony 
landmarks  in  the  sacrococcygeal  area,  or  faulty 
technic.  We  also  included  in  this  group  the  in- 
stances where  spinal  fluid  was  obtained  during  the 
initial  insertion  of  the  needle. 

Three  of  our  five  localized  infections  occurred  in 
our  first  250  cases.  Undoubtedly,  this  was  due  to 
the  deposition  of  anesthetic  fluid  subcutaneously, 
on  the  erroneous  assumption  that  the  needle  was 
in  the  caudal  canal.  The  infections  were  noted 
late  in  the  postpartum  period  and  were  treated  by 
wide  incision  and  drainage.  There  were  28  in- 
stances of  dural  puncture.  Spinal  fluid  was  noted 
on  introduction  of  the  needle,  and  the  procedure 
was  discontinued.  We  had  eight  instances  of  in- 
advertent dural  puncture.  This  accident  was 
noted,  despite  absence  of  spinal  fluid  on  original 
insertion  of  the  needle  and  after  the  first  dose  of  8 
cc.  of  U/2  per  cent  Metycaine  was  given.  The 
location  of  the  needle  in  the  subarachnoid  space 
was  recognized  by  early  sudden  cessation  of  pain, 
inability  to  move  the  legs,  and  marked  early 
rectal  relaxation.  In  each  case,  the  needle  was 
withdrawn,  and  the  patient  was  placed  in  Fowler’s 
position  to  prevent  the  anesthesia  from  rising,  and 
the  patient  was  delivered  under  this  inadvertent 
spinal  anesthesia.  These  instances  emphasize  the 
importance  of  fractional  administration  of  the 
first  30  cc.  of  Metycaine. 

High  level  caudal  analgesia  was  noted  in  15 
cases.  One  was  due  to  a faulty  valve  which 
allowed  the  reserve  solution  to  siphon  into  the 
caudal  canal.  In  order  to  avoid  this  difficulty  the 
reserve  solution  should  be  placed  on  a level  lower 
than  the  caudal  canal.  The  other  high  levels  de- 
veloped despite  slow  administration  of  the  solu- 
tion and  only  when  indicated,  i.e.,  when  the  pains 
returned  or  the  level  of  anesthesia  fell  much  below 
the  umbilicus.  This  complication  was  probably 
due  to  the  small  capacity  of  the  epidural  space. 
The  patients  in  whom  high  level  anesthesia  de- 
veloped became  restless  and  anxious.  Some  com- 
plained of  precordial  pressure,  numbness  in  the 
upper  extremities,  dizziness,  difficulty  in  res- 
piration, and  nausea  and  vomiting.  There  was  a 
moderate  fall  in  blood  pressure  in  these  cases  (20 
to  30  mm.).  This  condition  was  combated  by 
elevation  of  the  head  and  trunk  to  permit  down- 
ward gravitation  of  the  anesthetic  fluid.  Ephed- 
rine  sulfate  3/g  grain  was  given  by  hypodermic. 
Oxygen  inhalation  was  given  to  the  few  patients 
that  showed  some  respiratory  embarrassment. 
These  symptoms  lasted  only  a short  time;  labor 
continued,  and  delivery  was  effected  without  any 
further  incidents.  To  reduce  the  incidence  of 
high  level  caudal  anesthesia,  we  have  limited  all 
subsequent  injections  to  10  cc.  instead  of  the 
usual  20  cc. 


We  have  had  no  nerve  injuries  in  any  of  our 
patients  who  received  this  method  of  analgesia. 
We  have  had  one  broken  needle  which  was  easily 
removed.  There  were  no  instances  where  the 
needle  caused  injury  to  any  of  the  neighboring 
organs  or  to  the  fetus  because  of  false  passage  of 
the  needle. 

Contraindications  to  the  use  of  caudal  anes- 
thesia, such  as  unengaged  presenting  part,  trans- 
verse presentation,  antepartum  bleeding,  localized 
infection  in  area,  excessive  fat  pad  in  area, 
bony  malformations,  and  poliomyelitis,  are  to  be 
considered.  When  the  presenting  part  is  floating 
or  not  definitely  engaged,  especially  in  cephalic 
presentation,  pelvic  delivery  may  be  in  doubt.  It 
is,  therefore,  advisable  to  wait  until  cephalopelvic 
adequacy  is  assured  by  additional  trial  of  labor. 
In  transverse  presentation,  internal  podalic 
version  may  be  needed  to  terminate  labor.  To 
accomplish  this,  one  needs  a relaxed  uterus,  and, 
therefore,  it  is  best  to  use  general  anesthesia.  A 
similar  procedure  may  be  needed  in  management 
or  termination  of  labor  in  cases  of  antepartum 
bleeding  where  either  placenta  previa  or  abruptio 
placenta  is  encountered. 

Caudal  anesthesia  should  not  be  given  to 
patients  having  a pilonidal  cyst  or  sinus.  Simi- 
larly, when  an  excessive  fat  pad  is  present,  this 
form  of  anesthesia  should  not  be  attempted,  un- 
less the  landmarks  can  be  palpated.  We  do  not 
use  this  form  of  analgesia  in  lower  extremity 
muscular  atrophy  following  poliomyelitis. 

A high  incidence  of  operative  deliveries  results 
from  the  use  of  any  form  of  obstetric  analgesia. 
The  increase,  however,  is  limited  to  low  forceps  or 
outlet  forceps.  The  use  of  low  forceps  and  epis- 
iotomy  on  all  primipara  has  become  routine,  even 
when  no  analgesia  is  used  during  labor. 

We  have  also  noticed  a greater  incidence  of 
major  operative  deliveries,  such  as  manual  rota- 
tion, forceps  rotation,  and  mid  forceps.  This  is 
probably  due  to  our  policy  of  early  interference. 
We  firmly  believe  that,  when  the  cervix  is  com- 
pletely dilated  and  a short  waiting  period  does 
not  correct  the  malposition,  delivery  should  be 
undertaken  soon  to  prevent  soft  tissue  damage 
and  fetal  embarrassment.  Bill  has  long  advocated 
a watchful  waiting  policy  during  the  first  stage  of 
labor  in  these  malpositions  but  insists  that  early 
correction  and  delivery  after  complete  cervical 
dilatation  is  beneficial  both  to  mother  and  in- 
fant.5 

Breech  extraction  or  spontaneous  breech  de- 
livery can  be  performed  with  ease  under  this  form 
of  analgesia.  However,  when  the  breech  is  high 
in  the  pelvic  and  where  manipulation  to  break  up 
a frank  breech  may  be  necessary,  it  is  not  ad- 
visable to  use  continuous  caudal  anesthesia  for 
delivery.  Uterine  relaxation  is  necessary  during 
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such  a procedure,  and  with  this  method  of  anal- 
gesia the  powerful  uterine  contractions  continue 
at  frequent  intervals  and  interfere  with  the 
maneuver. 

We  found  that  there  was  no  delay  in  initiation 
of  respiration  in  the  newborn  when  this  form  of 
analgesia  was  used.  The  infant  in  many  in- 
stances emits  a cry  even  before  delivery  is  com- 
plete. This  is  particularly  useful  in  managing  the 
fetus  in  premature  labor.  Labor  continues  pain- 
lessly under  this  form  of  analgesia  until  full  dilata- 
tion is  reached.  The  perineum  is  relaxed,  and  the 
abdominal  muscles  are  out  of  play,  thus  eliminat- 
ing bearing  down  pains.  No  pressure  on  the  head 
is  present,  thus  avoiding  possible  intracranial 
injury.  Delivery  by  early  low  forceps  is  possible, 
and  no  inhalation  anesthesia  is  necessary  for  the 
termination  of  labor.  The  premature  fetus  is 
spared  the  narcotizing  effects  for  relief  of  pain 
during  labor  and  the  additional  narcosis  of  a 
general  anesthesia  during  termination  of  labor. 

Summary  and  Conclusions 

1.  Relief  of  pain  during  labor  by  obliterating 
the  memory  of  pain  has  been  tried  by  many 
obstetricians  with  varying  success. 

2.  Absolute  requirements  for  the  safe  and 
efficient  administration  of  continuous  caudal 
anesthesia  are  adequate  trained  personnel,  co- 
operation between  anesthetist  and  obstetrician, 
and  proper  organization  for  the  administration  of 
the  anesthetic. 

3.  The  anesthetist  must  be  in  constant  at- 
tendance during  the  entire  time  of  the  administra- 
tion of  anesthesia  and  during  delivery  and  repair. 
There  must  be  a separation  of  duties  and  responsi- 
bilities of  the  anesthetist  and  obstetrician,  al- 


though each  must  have  a working  knowledge  of 
the  other’s  experience. 

4.  Continuous  caudal  anesthesia  was  at- 
tempted in  12,000  cases.  Complete  relief  of  pain 
was  obtained  in  11,567  patients  or  96.4  per  cent. 

5.  The  complications  encountered  are  enumer- 
ated and  their  management  and  prevention  dis- 
cussed. Contraindications  to  the  use  of  continu- 
ous caudal  analgesia  are  emphasized  in  order  to 
avoid  these  complications. 

6.  The  entire  labor  is  markedly  shortened. 
Cervical  dilatation  is  facilitated,  thus  shortening 
the  first  stage;  the  second  stage  is  frequently  de- 
layed and  must  be  terminated  by  low  forceps; 
the  third  stage  is  definitely  shortened  and  uncom- 
plicated. The  entire  labor  and  delivery  can  be 
accomplished  under  this  form  of  analgesia. 

7.  There  is  no  delay  in  initiation  of  respiration 
in  the  newborn.  Fetal  distress  is  very  rare.  It  is 
extremely  beneficial  to  the  premature  during 
labor  and  delivery. 

8.  The  absolute  freedom  from  pain  during 
labor,  the  lack  of  interference  with  the  processes 
of  labor,  the  beneficial  effect  on  the  fetus,  and  the 
ability  to  complete  the  delivery  under  this  form 
of  anesthesia  convinces  us  that  continuous  caudal 
anesthesia  is  the  method  of  choice  to  relieve  pain 
during  childbirth. 
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MIRACLE  DRUGS  GREATLY  REDUCE  DEATHS  FROM  MENINGITIS 


A method  of  penicillin  therapy  new  in  the  treat- 
ment of  meningitis,  the  crippling  and  formerly 
highly  fatal  inflammation  of  membranes  covering  the 
brain  and  spinal  cord,  has  reduced  the  death  rate 
from  one  type  of  the  disease  from  62  to  36  per  cent, 
say  four  Washington,  D.C.,  doctors.  The  doctors — 
Harry  F.  Dowling,  Lewis  K.  Sweet,  Harold  L. 
Hirsh,  and  Mark  H.  Lepper — make  their  report  in 
the  March  19  issue  of  the  Journal  of  the  American 
Medical  Association. 

In  a series  of  22  patients  with  pneumococcic 
meningitis  who  were  given  large  injections  of  penicil- 
lin in  the  muscles  every  two  hours,  the  death  rate 


was  36  per  cent.  Twelve  of  these  patients  also  re- 
ceived sulfa  drugs;  however,  sulfa  drugs  do  not 
seem  to  be  necessary  when  large  doses  of  penicillin 
are  used,  the  doctors  point  out.  In  an  earlier  series 
of  66  patients  treated  with  the  older  method  of  a 
smaller  amount  of  penicillin  given  systemically 
plus  repeated  injections  of  penicillin  into  the  cavity 
that  surrounds  the  brain  and  spinal  cord,  the  death 
rate  was  62  per  cent.  Among  434  patients  with 
meningococcic  meningitis,  the  most  frequent  type 
of  the  disease,  the  death  rate  was  only  8.9  per  cent. 
These  patients  were  treated  with  sulfa  drugs  and,  in 
some  cases,  with  the  new  penicillin  therapy. 


INHALATION  ANESTHESIA  IN  OBSTETRICS 

Kenneth  G.  Jahraus,  M.D.,  Eggertsville,  New  York 
( From  the  Deaconess  Hospital  of  Buffalo ) 


DURING  the  past  one  hundred  years  inhala- 
tion analgesia  and  anesthesia  have  played 
an  important  role  in  the  relief  of  pain  associated 
with  childbirth.  In  1847,  shortly  after  the  dis- 
covery of  anesthesia,  ether  and  chloroform  were 
introduced  in  the  conduct  of  labor  by  Sir  James 
Y.  Simpson.  The  use  of  anesthesia  in  obstetrics 
became  widely  recognized  and  gained  impetus 
following  the  use  of  chloroform  in  the  delivery  of 
Queen  Victoria’s  seventh  child  in  1853.  Gradu- 
ally, other  agents  were  added,  and,  with  in- 
creased knowledge,  improved  apparatus,  and  new 
technics,  inhalation  analgesia  and  anesthesia 
became  pleasanter,  safer,  and  more  versatile. 
Although  new  caudal,  spinal,  and  block  technics 
have  been  advocated  and  popularized  in  recent 
years,  inhalation  anesthesia  is  employed  in  the 
bulk  of  obstetric  deliveries  today.  It  is  gener- 
ally simpler,  easier,  and  quicker  in  application  and 
safe  in  the  varying  demands  of  obstetrics. 

Pharmacologic  Characteristics 

Let  us  consider  some  of  the  pharmacologic 
characteristics  of  the  various  inhalation  agents 
that  are  most  frequently  employed  in  obstetric 
anesthesia.  These  consist  of  the  volatile  liquids 
ether,  chloroform,  and  vinethene,  and  the  gases 
nitrous  oxide,  ethylene,  and  cyclopropane. 

Ether,  which  is  generally  considered  the  safest 
of  all  agents,  is  unpleasant  to  inhale,  irritating  to 
the  respiratory  passages,  and  usually  too  slow  in 
action  when  used  intermittently  for  pain  relief. 
If  the  pain  is  of  the  explosive  type,  it  is  almost 
useless  unless  a state  of  near-anesthesia  is  main- 
tained with  a resulting  decrease  in  uterine  con- 
tractions and  an  increase  in  nausea,  operative 
interference,  and  fetal  apnea.  However,  ether  is 
very  safe,  requires  the  least  experience  for  its 
successful  administration,  and  is  very  useful 
when  combined  with  one  of  the  gaseous  agents 
for  added  relaxation  in  operative  deliveries  or 
cesarean  section. 

Chloroform  is  sweet,  pleasant,  smooth,  quick, 
and  effective  in  action.  When  used  as  an  anal- 
gesic, it  most  closely  duplicates  nitrous  oxide. 
Transmission  from  the  analgesic  to  the  anesthetic 
state  and  the  reverse  is  accomplished  smoothly 
and  quickly.  Administration  should  be  careful, 
steady,  and  with  adequate  oxygenation.  Chloro- 
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form’s  toxic  effects,  especially  on  the  liver  and 
heart,  have  generally  condemned  its  use.  Ex- 
perimentally, the  effect  of  chloroform  on  the  liver 
may  be  minimized  or  eliminated  entirely  by 
volatilization  in  oxygen,  a high  carbohydrate 
diet  the  day  preceding  its  administration,  and  by 
the  proteins  methionine  and,  to  a lesser  extent, 
cystine  when  given  before  or  within  four  hours  of 
chloroform  anesthesia.  Anoxia,  starvation,  and 
high  fat  diets  increase  the  toxic  effect.  Preg- 
nancy, of  itself,  does  not  offer  any  special  protec- 
tion in  so  far  as  the  liver  is  concerned. 

Vinyl  ether  or  vinethene  is  a slightly  irritating, 
extremely  volatile  liquid  which  has  been  used  to  a 
limited  extent  in  obstetrics.  Its  use  has  been 
generally  restricted  to  one-half  hour  due  to  its 
toxic  effect  on  the  liver.  The  combination  of  25 
per  cent  vinyl  ether  with  75  per  cent  ethyl  ether 
was  suggested  by  Bourne,  McDowell,  and  Whyte 
as  a practical  solution  to  the  problem  of  tremen- 
dous waste  from  rapid  volatilization  which  occurs 
when  vinyl  ether  is  used  alone.1  Excessive 
mucus  is  sometimes  an  undesirable  complication. 

The  narcotic  gases,  nitrous  oxide,  ethylene,  and 
cyclopropane,  provide  the  anesthesiologist  with 
an  agent  of  low  toxicity  which  can  rapidly  provide 
pain  relief  during  labor  with  control  from  moment 
to  moment.  These  gases  are  apparently  unal- 
tered in  the  body  and  are  eliminated  unchanged. 
The  various  organs  like  the  liver  and  kidneys  are 
exposed  to  a minimum  of  functional  disturbance, 
and  damage  to  the  various  tissues  does  not  occur 
unless  these  gases  are  administered  with  inade- 
quate amounts  of  oxygen.  The  passage  from 
analgesia  to  anesthesia  and  the  reverse  may  be 
accomplished  quickly  so  that  the  maximum  effect 
of  a minimum  amount  of  the  drug  is  readily 
obtainable.  Obvious  limitations  to  the  adminis- 
tration of  narcotic  gases  during  a long  labor  are 
the  amount  of  apparatus  and  personnel  involved, 
as  well  as  the  time  and  economic  factor. 

Nitrous  oxide  is  a slightly  sweet  gas,  nonirritat- 
ing and  noninflammable,  and  is  our  best  agent  for 
providing  obstetric  analgesia.  It  is  pleasant  and 
safe  and  may  be  given  continuously  or  intermit- 
tently for  pain  relief.  Its  use  by  the  continuous 
method  with  oxygen  and  air  has  been  described 
and  recommended  by  Sword.2  Usually  it  is 
given  intermittently  in  concentrations  of  50  to 
100  per  cent  depending  upon  the  rapidity,  sever- 
ity, and  duration  of  pain  perception  by  the  pa- 
tient. Where  surgical  anesthesia  is  necessary, 
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small  amounts  of  ether  are  usually  added  or  a 
change  made  to  cyclopropane  if  adequate  oxy- 
genation is  to  be  maintained. 

Ethylene  may  also  be  used  to  provide  analgesia, 
but  it  is  only  slightly  more  potent  than  nitrous 
oxide,  much  less  pleasant  to  inhale,  and  inflam- 
mable, thereby  providing  an  added  hazard  in  its 
use. 

Cyclopropane  is  a potent  inflammable  gas 
capable  of  providing  surgical  anesthesia  with  ade- 
quate oxygenation.  Its  potency  and  inflamma- 
bility make  it  less  useful  for  analgesia  because  of 
the  danger  of  explosion  with  intermittent  applica- 
tion and  the  ease  of  slipping  into  surgical  anesthe- 
sia with  resulting  diminution  of  uterine  contrac- 
tions. Cyclopropane  is  the  only  inhalation  agent 
with  which  it  is  possible  to  preserve  normal  fetal 
respiration  and  still  provide  surgical  anesthesia 
for  the  mother.  Delivery  under  cyclopropane 
anesthesia  should  be  completed  within  fifteen 
minutes  in  order  to  minimize  the  possibility  of 
fetal  asphyxia,  since  it  is  estimated  that  in  fifteen 
minutes  the  concentration  in  both  fetal  and  ma- 
ternal blood  streams  will  be  the  same.  The 
favorable  action  of  cyclopropane  in  the  presence 
of  shock  and  hemorrhage  has  been  shown  by 
Hershey  and  Rovenstine.3  In  cardiac  disease 
its  smooth,  quick  induction  reduces  strain  on  the 
heart.  When  irregularities  are  present,  it  is  well 
to  add  small  amounts  of  ether.  In  cesarean  sec- 
tions cyclopropane  is  the  preferred  inhalation 
agent.  The  addition  of  small  amounts  of  ether 
or  curare  will  provide  additional  relaxation  when- 
ever necessary.  The  increased  proportion  of 
oxygenation  possible  during  cyclopropane  anes- 
thesia is  of  added  value  in  all  instances. 

General  Management 

It  does  seem  that  the  instruction  of  expectant 
mothers  as  to  what  happens  and  as  to  what  they 
should  do  in  the  normal  physiologic  process  of 
having  a baby  is  too  often  neglected.  As  a re- 
sult, they  are  fearful,  may  not  cooperate  too  well, 
and  sometimes  eat  too  much  after  labor  has 
started,  thereby  often  prolonging  labor  and  en- 
dangering their  own  health  as  well  as  their  baby’s. 
The  perception  of  pain  varies  tremendously  in 
different  patients.  They  should  be  reassured  and 
relief  of  pain  provided  by  the  judicious  use  of 
drugs  so  that  the  maximum  comfort  consistent 
with  minimum  effect  on  uterine  contractions  and 
fetal  respiration  will  be  provided.  Such  drugs  as 
Demerol,  the  barbiturates,  scopolamine,  paralde- 
hyde, and  opiates  are  used  to  provide  analgesia, 
amnesia,  and  comfort  during  labor.  Morphine  is 
usually  not  given  within  four  hours  of  antici- 
pated delivery. 

As  the  second  stage  continues  and  if  the  or- 
dinary analgesic  drugs  are  not  providing  suffi- 


cient relief,  nitrous  oxide,  intermittently  or  con- 
tinuously administered,  will  provide  safe  anal- 
gesia. The  patient  should  be  instructed  to  bear 
down  with  the  uterine  contractions  and  so  assist 
the  uterus  in  its  work.  With  deeper  anesthesia 
necessary  for  the  expulsion  or  extraction  of  the 
baby,  small  amounts  of  ether  are  added,  or  cyclo- 
propane is  used  if  sufficient  oxygenation  is  to  be 
maintained.  Following  delivery  of  the  baby  and 
while  the  cord  is  still  pulsating,  flushing  the 
patient  with  oxygen  will  minimize  any  asphyxia 
should  it  be  evident  in  the  baby. 

Whenever  resuscitation  of  the  newborn  is  re- 
quired, it  should  be  done  promptly,  and  artificial 
respiration  applied  immediately  following  aspira- 
tion of  mucus,  blood,  or  other  secretions  from  the 
mouth  and  pharynx.  Oxygen  may  be  adminis- 
tered by  means  of  a mask  and  bag,  infant  resusci- 
tator,  or  by  a catheter  in  the  trachea. 

The  aspiration  of  vomitus  is  an  ever-present 
danger  in  obstetric  anesthesia,  and  it  is  well  to 
consider  each  patient  as  having  a full  stomach 
unless  proved  otherwise.  Only  through  constant 
alertness,  the  immediate  application  of  suction 
and  gravity  drainage,  and  the  manual  removal  of 
food  particles  wrhen  necessary  can  this  hazard  be 
minimized. 

Procedure  at  the  Deaconess  Hospital 

During  1948,  there  were  1,622  anesthetics 
given  to  obstetric  patients  at  the  Deaconess  Hos- 
pital. Of  these,  1,592,  or  98.4  per  cent,  were 
inhalation,  and  28,  or  1.6  per  cent,  were  spinal. 
There  was  one  death  due  to  aspiration.  New- 
born deaths  were  1.7  per  cent  and  stillborn 
deaths  2.4  per  cent.  Cesarean  sections  numbered 
51,  or  3.1  per  cent,  of  the  obstetric  cases. 

At  present  Demerol  is  the  favorite  premedicant 
and  analgesic  in  use  at  the  hospital.  It  is  felt 
that  this  drug  provides  the  greatest  relief  to  the 
mother  with  the  least  disturbance  to  the  progress 
of  labor  and  to  the  baby.  The  other  drugs  that 
are  generally  used,  such  as  the  barbiturates, 
scopolamine,  and  morphine,  are  only  used  to  a 
limited  extent. 

When  the  patients  are  ready  for  delivery,  they 
are  taken  into  the  delivery  room  and  cyclopro- 
pane administered  by  the  carbon  dioxide  absorp- 
tion technic.  Light  surgical  anesthesia  is  used 
and  delivery  usually  accomplished  with  low  for- 
ceps with  or  without  episiotomy.  Added  oxygen 
is  administered  immediately  after  the  delivery 
while  the  cord  is  still  pulsating.  In  more  difficult 
forcep  deliveries  small  amounts  of  ether  are 
added  to  the  cyclopropane  whenever  additional 
relaxation  is  necessary. 

Cyclopropane  was  used  in  1,360,  or  83.8  per- 
cent, of  the  obstetric  deliveries.  Chloroform 
wTas  used  in  213  cases,  or  13.1  per  cent,  of  the 
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obstetric  anesthetics.  It  was  used  particularly  in 
those  deliveries  requiring  extreme  relaxation  of 
the  uterus  such  as  podalic  version  and  extraction 
or  where  birth  was  imminent  and  anesthesia 
started  in  bed  or  on  the  cart.  The  amount  of 
chloroform  used  is  generally  less  than  one  ounce, 
and  it  is  administered  with  the  open  technic,  a 
Yankauer  mask  being  used  and  held  at  least  one 
finger  breadth  away  from  the  face.  The  eyes 
are  protected  with  a folded  towel.  The  patient’s 
pulse,  color,  respiration,  and  eye  signs  must  be 
watched  carefully.  Although  we  are  mindful  of 
its  toxic  effects,  this  agent  has  been  safe  and 
dependable  in  our  hands.  In  a survey  of  mater- 
nal mortality  from  1941  to  1945  in  Erie  County 
by  the  Maternal  Mortality  Committee  of  the 
Buffalo  Obstetrical  Council,  it  was  estimated 
that  in  over  50,000  chloroform  anesthetics  there 
had  been  only  three  deaths. 

In  the  51  cesarean  sections  cyclopropane  anes- 
thesia was  used  for  42  and  spinal  anesthesia  for 
nine.  Small  amounts  of  ether  or  curare  were 
used  with  the  cyclopropane  when  additional 
relaxation  was  required.  Fetal  loss  consisted  of 
three  stillborns  and  one  newborn  death,  none  of 
which  were  related  to  anesthesia.  The  stillborns 
included  two  cases  of  premature  separation  of  the 


placenta  with  severe  hemorrhage  and  one  rup- 
tured uterus.  The  newborn  death  was  a hydro- 
cephalic baby  which  lived  several  hours. 

Pituitrin  is  not  used  because  of  its  undesirable 
action  on  the  coronary  arteries,  especially  when 
the  heart  is  under  the  effect  of  a drug  such  as 
cyclopropane  or  chloroform.  Such  drugs  as 
pitocin  or  the  intravenous  ergot  preparations  are 
easily  available  and  do  not  have  the  undesirable 
effects  noted  with  pituitrin. 

Summary 

Satisfactory  analgesia  and  anesthesia  can  be 
provided  in  obstetrics  by  inhalation  methods  with 
safety  for  mother  and  baby.  The  agent  and 
technic  best  suited  to  the  obstetric  procedure  and 
the  obstetrician  should  be  used. 

Procedure  at  the  Deaconess  Hospital  has  been 
described  and  the  statistics  for  1948  presented. 
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“DOCTOR  JONES”  SAYS— 

The  scientific  studies  they’ve  been  making  of 
alcoholism  here  of  late — why  some  people  can  drink 
in  moderation  and  some  others,  the  “alcoholics,” 
can’t  take  a drink  without  drinking  to  excess — it’s 
interesting  to  consider  how  completely  they’ve 
changed  our  conceptions  of  the  causes  of  alcoholism. 
When  I was  young  the  old  idea  still  prevailed,  pretty 
generally,  that  it  was  a matter  of  weak  will  power, 
moral  delinquency,  or  just  plain  cussedness.  To- 
day, as  a result  of  the  research  and  so  on,  practically 
all  physicians  believe  it’s  a disease  that’s  at  the 
bottom  of  it. 

Most  of  the  forty  or  fifty  thousand  members  of 
Alcoholics  Anonymous  have  accepted  that  view. 
Of  course  some  of  ’em — it  comes  kind  of  hard  to 
admit  they’re  suffering  from  a “disease.”  They 
could  call  it  a sickness,  disorder,  complex;  it  might 
sound  better  but  it’d  amount  to  the  same  thing. 

What  kind  of  a disease  it  is:  well,  we’ll  know 
more  about  that  as  the  studies  progress.  I suspect 
a majority  of  ’em,  it’s  a psychoneurosis:  emotional 
conflicts  based  on  repressed  childhood  memories. 
They  affect  different  people  different  ways:  fears 


of  crowds,  closed  places,  women;  invalidism,  stom- 
ach ulcers,  compulsive  tremors,  compulsive  drink- 
ing—I’ve  seen  all  those  just  among  my  personal 
friends. 

Some  alcoholics,  possibly  the  majority,  it  could  be 
lack  of  some  internal  secretion  or  vitamin — like  in 
diabetes,  pernicious  anemia,  night  blindness,  and  the 
alcoholic  neuritis  we  used  to  see  commonly.  Hered- 
ity’may  figure  in  some  cases.  Some — it  could  be 
mainly  habit,  like  narcotic  addiction,  but  it  probably 
goes  deeper’n  that. 

They’ll  eventually  find  out  the  causes  of  alcohol- 
ism; then  they  should  know  better  how  to  prevent 
and  cure  it. 

In  the  meantime,  Alcoholics  Anonymous,  with 
its  “group  therapy,”  is  keeping  thousands  of  po- 
tential alcoholics  on  the  Water  Wagon.  The 
Water  Wagon,  by  the  way,  didn’t  go  out  with 
the  horse  and  buggy.  It’s  been  motorized  and 
completely  modernized  and  is  an  increasingly  com- 
modious, respectable,  and  safe  conveyance.  It 
offer’s  special  inducements  to  young  people. — 
Paul  M.  Brooks,  M.D. 


THE  OBSTETRICIAN’S  VIEW  OF  MODERN  ANESTHESIOLOGY 

Samuel  L.  Siegler,  M.D.,  F.A.C.S.,  Brooklyn,  New  York 

( From  the  Obstetrical  and  Gynecological  Services  of  the  Unity  and  Brooklyn  Women’s  Hospitals ) 


IF  ONE  were  asked,  “What  are  the  most  impor- 
tant contributions  to  obstetrics  in  the  past 
decade?”,  one  might  reply  that  they  are  those 
which  have  reduced  maternal  mortality  in' many 
communities  to  an  almost  irreducible  minimum. 
Some  of  the  most  important  of  these  are  adequate 
and  intelligent  prenatal  care,  availability  of  blood 
and  of  other  fluid  replacement  therapy,  introduc- 
tion of  the  antibiotics  and  sulfa  drugs,  newer 
methods  of  cesarean  sections,  a better  understand- 
ing of  the  fundamentals  of  the  mechanism  of 
labor,  x-ray  pelvimetry,  and  the  proper  selection 
of  analgesic  and  anesthetic  agents  and  the  technic 
for  the  skillful  administration  for  the  relief  of 
pain  in  childbirth.  In  the  obstetrics  of  the  future, 
the  control  of  the  now  too  high  infant  mortality, 
approximating,  in  the  United  States,  between 
five  and  six  per  cent  of  the  newborp,  must  be 
given  judicious  and  comprehensive  consideration 
in  the  management  of  labor.  IVty  role  in  this 
symposium  is  to  give  the  obstetric  viewpoint 
concerning  obstetric  anesthesia  and  analgesia- 
in  essence,  what  does  the  obstetrician  expect  from 
modern  anesthesiology  to  assist  him  in  extending 
the  margins  of  safety  in  the  management  of 
labor,  thereby  further  reducing  the  morbidity  and 
mortality  of  mothers  and  infants? 

The  significance  of  the  introduction  of  a new 
factor  influencing  the  outcome  of  labor,  such  as 
pn  analgesic  or  anesthetic  drug,  extends  far 
beyond  the  relief  of  pain,  and  its  consequences 
may  be  definitely  measurable  in  terms  of  life, 
morbidity,  and  mortality  of  both  mother  and 
infant.  The  rational  practice  and  principles  of 
the  pharmacologic  and  clinical  evaluation  of 
these  drugs,  their  successes  or  failures  in  ob- 
stetrics, is  now  the  problem  of  the  anesthesiologist, 
who  should  also  be  part  of  the  obstetric  team  in 
any  well-regulated  obstetric  clinic  or  hospital. 
The  knowledge,  skill,  judgment,  and  cooperation 
of  the  obstetrician,  the  anesthesiologist,  and  their 
associates  are  the  first  order  of  importance  in 
determining  the  success  of  any  type  of  analgesia- 
anesthesia  in  obstetrics.  Best  results  are  ob- 
tained by  adhering  rigidly  to  the  warnings,  the 
contraindications,  and  the  “don’ts”  of  any  technic. 
Enthusiasm  for  any  method  must  be  tempered  by 
sound  thinking,  individualization,  and  judgment. 
It  is  my  opinion  that  the  public  as  a whole  is 
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not  receiving  the  best  service  that'  modern- 
anesthesiology  is  capable  of  supplying.  It  has 
long  been  the  custom  to  assign  the-  Insist  experi- 
enced anesthetist  and  the  oldest  anesthetic  appa- 
ratus to  the  delivery  room.  Many  of  the  best 
hospitals  in  the  country  still  provide  their  par- 
turients with  a quality  of  anesthetic  service 
which  would  never  be  tolerated  in  their  operating 
rooms.  Only  because  babies  are  born  so  com- 
monly and  not  according  to  any  schedule,  even 
without  anesthesia,  has  this  deplorable  situation! 
been  permitted  to  develop.  At  least  in  hospital 
deliveries  there  is  no  longer  any  excuse  for  the- 
continuation  of  this  practice.  The  obstetrician-, 
should  demand  that  the  department  of  anesthe- 
siology be  organized  and  directed  along  the  lines 
approved  by.  the  American  College  of  Surgeons 
and  the  American  Hospital  Association.  The 
chief  of  the  department  should  be  a physician 
especially  interested  in  anesthesiology,  prefer- 
ably a diplomate  of  the  American  Board  of 
Anesthesiology  or  a fellow  of  the  American  - 
College  of  Anesthesiologists,  if  the  community 
can  attract  or  develop  one.  The  department 
should  be  required  to  provide  or  supervise  the- 
analgesic  and  anesthetic  requirements  of  the- 
delivery  rooms  at  all  hours,  just  as  it  does  for  the- 
operating  rooms.  It  is  ironic  to  note  that  most 
anesthesiologists,  especially  if  they  are  success- 
fully established,  refuse  to  become  interested  in 
the  quality  of  anesthetic  care  in  the  delivery  rooms 
of  their  own  hospitals.  It  is  equally  odd  to  ob- 
serve an  obstetrician  accepting  the  barest  mini- 
mum of  anesthetic  service  at  the  hands  of  the 
most  uninformed  and  the  least  useful  person  in 
the  delivery  room,  whereas  the  same  man,  when 
acting  as  a gynecologist,  is  satisfied  only  with  the- 
services  of  an  expert  anesthetist. 

The  obstetric  service  should  be  able  to  secure 
expert  administration  of  any  type  of  analgesia- 
anesthesia,  especially  caudal  or  spinal  analgesia, 
for  labor  and  delivery  any  time  it  is  desired.  If 
the  department  of  anesthesiology  cannot  offer 
these  technics  as  a regular  service,  it  is  inevitable 
that  they  are  unavailable  when  most  needed  for 
parturients  complicated  by  heart  failure,  toxemia, 
hypertension,  and  in  respiratory  and  metabolic 
cases,  as  well  as  in  those  abnormal  conditions  that 
might  interfere  with  the  lifeline  of  the  fetus,  as  in 
premature  separation  of  a placenta,  eclampsia, 
dystocia,  prolonged  labor,  etc.  It  is  the  duty  of 
the  obstetrician  to  insist  that  these  technics  re- 
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main  in  the  hands  of  properly  trained  and  super- 
vised anesthetists,  because  the  only  serious  haz- 
ards of  these  methods  reside  in  errors  of  anes- 
thetic management.  Experienced  and  skillful 
administration  is  far  better  than  giving  antidotes. 

On  the  other  hand,  however,  it  is  the  obligation 
of  the  anesthetist  to  acquire  that  obstetric 
knowledge  that  is  so  essential  for  the  properly 
timed  beginning  of  caudal  or  spinal  analgesia  in 
labor,  for  the  intelligent  observation  of  the  course 
of  labor,  and  for  the  altered  physiology  of  the 
patient.  From  my  own  experience  I know  that 
anesthesiologists  can  readily  be  educated  to  serve 
in  these  ways.  I regret  the  tendency  in  many 
hospitals  for  caudal  or  “saddle  block”  analgesia 
to  be  controlled  by  obstetricians,  because  I am 
aware  that  most  accidents  with  these  technics 
have  occurred  in  the  hands  of  those  unskilled  in 
the  prevention  and  treatment  of  anesthetic  haz- 
ards. But  I hold  the  anesthesiologists  to  be 
partly  responsible  for  this  lamentable  situation. 
In  these  cases  they  failed  to  supply  the  demand 
with  a trained  and  reliable  service  available  to  all 
members  of  the  department  of  obstetrics  at  all 
times. 

At  every  delivery  the  obstetrician  should  have 
present  some  one  with  an  adequate  knowledge 
of  fetal  respiration  and  experience  and  skill  in  the 
technics  of  newborn  resuscitation,  including 
endotracheal  intubation  when  necessary.  The 
department  of  anesthesiology  must  train  or  supply 
such  expert  personnel.  The  specific  pprson  in 
the  team  may  be  a resident  obstetrician  or  pedia- 
trician. In  my  own  practice,  however,  I regu- 
larly have  an  anesthesiologist  present. 

Cesarean  sections,  especially  of  the  extraperi- 
toneal  types,  are  best  performed  under  spinal 
anesthesia.  Realizing  that  this  is  the  method 
most  easily  applied  incorrectly,  I insist  that  it  be 
administered  only  by  an  expert.  Spinal  anes- 
thesia owes  its  spotty  reputation  to  the  ease  with 
which  it  can  be  abused  by  the  uninformed  or  the 
inattentive  anesthetist.  Tragic  consequences 
can  result  from  the  omission  of  the  safeguards  of 
the  technic  or  from  the  commission  of  anesthetic 
errors.  Spinal  anesthesia  is  not  a routine 
method,  however.  With  a completely  compe- 
tent and  cooperative  anesthetic  service,  I know 
that,  if  the  patient  is  not  suitable  for  a single  dose 
method,  she  may  receive  a fractional  spinal  or 
continuous  caudal  technic  or  cyclopropane  or 
pentothal  and  curare.  I might  even  be  advised 
to  use  local  anesthesia.  In  any  case  I know  that 
the  patient  is  individualized  for  the  choice  of 
anesthetic  technic.  Furthermore,  the  anesthesi- 
ologist considers  his  duties  to  include  not  only  the 
administration  of  analgesia  and  oxygen  but  also 
the  restorative  fluid  and  drug  therapy  as  indi- 
cated by  the  changing  medical  status  of  the 


mother.  In  addition,  he  assumes  the  care  of  the 
newborn  so  that  the  airway  is  cleared  immedi- 
ately, good  oxygenation  is  secured  promptly,  and 
optimum  pulmonary  ventilation  is  stimulated 
without  delay.  The  anesthesiologist  at  a ce- 
sarean section,  even  more  than  at  a normal  delivery, 
should  be  expected  to  diagnose  and  prescribe  for 
the  continued  maintenance  of  adequate  respira- 
tion and  circulation  until  the  newborn  is  under 
the  care  of  the  nursery  pediatrician.  The  anes- 
thesiologist’s extensive  experience  with  subnor- 
mal states  of  respiration  and  circulation  should 
be  applied  more  often  to  the  safeguarding  of  the 
newborn’s  critical  first  twenty-four  hour  period. 

The  obstetrician  is  aware  that  hemorrhage  is 
the  greatest  single  cause  of  maternal  death  to- 
day. It  is,  therefore,  a great  measure  of  comfort 
to  the  obstetrician  and  safety  to  the  patient  to 
have  an  anesthesiologist  present  who  can  be 
depended  upon  to  infuse  blood  or  plasma  or 
stimulants  immediately  and  in  adequate  amounts, 
regardless  of  the  state  of  the  veins  and  the  cir- 
culation. Even  if  it  requires  the  sternal  route 
and  high  pressure  methods,  the  obstetrician  is 
confident  that  the  anesthesiologist  can  overcome 
hemorrhagic  shock  which  develops  more  fre- 
quently and  more  rapidly  in  obstetrics  than  in 
general  surgery. 

The  obstetrician  should  have  the  interested  and 
informed  cooperation  of  the  anesthesiologist  so 
that  he  may  avoid  the  many  occasions  for  hazard- 
ous synergistic  combinations  which  exist  be- 
tween obstetric  drugs  and  anesthetic  agents, 
e.g.,  pituitrin  and  cyclopropane  or  pentothal, 
epinephrine  and  cyclopropane  or  chloroform, 
pituitrin  and  ephedrine.  Such  service  can  be 
furnished  only  by  anesthetists  who  are  as  inter- 
ested in  obstetric  practice  as  they  always  are  in 
surgical  procedures. 

The  anesthesiologist  should  be  prepared  to 
advise  and  evaluate  the  many  and  varied  regimes 
of  sedatives,  narcotics,  and  amnesics  recom- 
mended for  first-stage  relief  of  pain.  The  opti- 
mum use  of  morphine,  apomorphine,  scopolamine, 
meperidine  (Demerol),  paraldehyde,  barbiturates, 
and  ether-in-oil  requires  thorough  knowledge  of 
their  pharmacologic  and  clinical  properties. 
Any  one  or  a combination  of  these  drugs  may  be 
more  suitable  for  a given  patient.  It  is  the 
unique  opportunity  of  the  obstetrically  minded 
anesthetist  to  be  able  to  advise  the  many  mem- 
bers of  an  obstetric  service  of  the  particular 
applicability  of  one  or  other  of  these  depres- 
sants, which  are  the  special  interest  of  the  anes- 
thetist. Apropos  of  this,  I call  attention  to  the 
valuable  cooperation  of  the  department  of  anes- 
thesiology in  the  control  of  eclampsia  by  the  use 
of  ultra-short-acting  barbiturates,  curare,  and 
continuous  caudal  anesthesia. 
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The  obstetrician  is  easily  satisfied  with  a very 
light  level  of  inhalation  anesthesia  for  the  ter- 
minal phases  of  a normal  delivery.  However, 
for  internal  versions  or  in  the  presence  of  com- 
plicating factors  in  the  mother,  e.g.,  asthma, 
bronchitis,  toxemia,  heart  disease,  the  problem  of 
general  anesthesia  for  vaginal  delivery  becomes 
as  serious  as  for  major  surgery.  Aspiration 
phenomena  tend  to  occur  quite  commonly  in 
obstetric  anesthesia.  Respiratory  obstruction  is 
a real  hazard  in  the  excited,  unpremedicated 
parturient  handicapped  by  a full-term  pregnancy 
and  the  common  tendency  to  obesity.  It  is 
incumbent  on  the  anesthetist  to  recognize  these 
dangers  and  choose  technics  appropriate  for  the 
circumstances. 

A preventable  anesthetic  death  or  serious  com- 
plication is  always  deplorable,  but  it  is  most 
tragic  and  lamentable  when  it  occurs  in  obstet- 
rics. The  abrupt  substitution  of  an  unex- 
pected calamity  for  a long-awaited  happy  event 
shocks  every  member  of  the  family  and  the  hos- 
pital staff.  The  obstetrician,  dealing  with  risk 
in  the  lives  of  two  patients,  has  a grave  responsi- 
bility. He  should  demand  and  obtain  the  serv- 
ices and  cooperation  of  a real  department  of 
anesthesiology.  The  teamwork  which  contains 
the  best  of  modern  anesthesiology  is  a necessity 
if  we  are  to  reduce  further  the  maternal  and  fetal 
mortality  and  morbidity  rates. 

As  has  been  said  of  public  health,  good  obstet- 
ric anesthesia  is  a purchasable  commodity.  I 
have  obtained  it  and  brought  the  anesthesiologist 
to  stay  in  the  labor  and  delivery  rooms  by  the 
invariable  use  of  his  services  on  an  individual  fee 
basis  for  which  the  patients  are  responsible.  The 
patients  are  aware  of  what  they  are  getting  and 
for  what  they  are  paying.  In  750  consecutive 
Caudal  and  “saddle  block”  analgesias  and  in  136 


consecutive  cesarean  operations,  I have  had  no 
maternal  mortality  and  a fetal  mortality,  both 
stillborn  and  neonatal,  of  2.9  per  cent. 

In  most  instances,  the  modern  American 
woman  demands  some  relief  from  the  pain  of 
childbirth,  and  this  is  quite  understandable.  It 
is,  therefore,  the  duty  of  all  of  us  who  are  inter- 
ested in  this  specialty  to  afford  her  this  relief  if  it 
can  be  given  without  jeopardizing  herself  and  her 
unborn  child.  A newer  knowledge  has  been 
created  in  obstetric  analgesia  and  anesthesia,  one 
that  cannot  be  learned  overnight.  The  methods 
discussed  here  are  not  for  the  casual  user  and  are 
for  the  most  part  hospital  procedures.  There  is  no 
single  form  of  pain  relief  best  suited  for  every 
case. 

Conclusions 

1.  Individualization  of  the  patient  should  be 
the  inflexible  rule  in  the  administration  of  anal- 
gesia-anesthesia in  obstetrics. 

2.  Teamwork  and  cooperation  between  the 
anesthesiologist  and  obstetrician  are  the  prere- 
quisites for  the  well-being  and  comfort  of  mother 
and  baby. 

3.  A well-staffed  maternity  hospital  should 
have  trained  personnel  available  who  have  the 
ability  to  administer  expertly,  efficiently,  and 
skillfully  any  of  the  many  anesthetic  methods 
deemed  necessary. 

4.  In  the  obstetrics  of  the  future  such  coopera- 
tion will  prevent  transplacental  narcotization  of 
the  fetus,  thus  avoiding  the  risk  of  asphyxia 
neonatorum,  and  the  mother  will  be  spared  much 
of  the  anguish,  fear,  and  tension  of  pain  in  child- 
birth, thereby  further  reducing  maternal  mor- 
tality and  morbidity. 
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CONTROL  OF  TUBERCULOSIS 

Despite  a falling  death  rate,  tuberculosis  is  now 
“out  of  control”  in  New  York  City.  This  statement 
was  made  by  Drolet,  statistician  for  the  New  York 
Tuberculosis  and  Health  Association.  Department 
of  Health  figures  for  the  first  three  months  of  1949 
show  a 26  per  cent  increase  in  the  number  of  new 
cases  of  the  disease  reported  in  the  city  over  the  same 
three  months  of  1948,  a year  in  which  8,551  new 
cases  were  listed.  There  were  2,476  new  cases  re- 
ported this  year  up  to  April  1,  as  against  1,959  for  the 
first  three  months  of  last  year.  On  April  1,  1949, 
there  were  19,284  known  cases  of  the  disease  in  the 
city. 

For  the  first  quarter  of  this  year,  there  were  866 


deaths  from  tuberculosis  recorded  in  the  city,  a drop 
of  658  from  the  same  period  of  last  year,  or  24  per 
cent.  “The  lower  mortality  may  well  represent 
more  successful  treatment  of  tuberculosis,  par- 
ticularly by  newer  surgical  procedures  and  by  the 
use  of  newer  antibiotic  drugs,  such  as  streptomycin,” 
Mr.  Drolet  said.  “On  the  other  hand,  the  conclusion 
is  inescapable  that  the  attack  rate  is  much  greater 
now  than  it  was  just  one  year  ago.  We  cannot  over- 
look the  probability  that  inadequate  hospital 
facilities,  plus  the  inadequacy  of  other  means  of 
isolation  of  infectious  cases,  may  be  in  great  part 
responsible  for  the  situation  being,  for  the  time  at 
least,  out  of  control.” — May  18,  1949 


REPORT  OF  CLINICAL  ANESTHESIA  IN  GYNECOLOGIC  SURGERY 

George  H.  Finer,  M.D.,  Sarah  Joffe,  M.D.,  and  S.  G.  Hershey,  M.D.,  New  York  City 
(From  the  Department  of  Anesthesia,  Beth  Israel  Hospital) 


IT  IS  A commonly  held  impression  that  vaginal 
and  perineal  surgery  is  frequently  accom- 
panied by  circulatory  changes  apparently  related 
to  the  course  of  anesthesia.  For  instance,  at  this 
hospital  it  has  been  noted  consistently  that  more 
patients  showed  hypotensive  episodes  during  and 
immediately  following  these  procedures  than  was 
observed  in  other  types  of  major  surgery.  The 
etiology  of  these  periods  of  hypotension  is  not  well 
understood,  although  several  suggestive  factors 
have  been  measured.  Case  and  Stiles  reported 
that  the  lithotomy  position  resulted  in  a greater 
reduction  of  vital  capacity  than  any  other  com- 
monly used  operative  posture.1  In  addition, 
these  operations  involve  a slow,  continued  blood 
loss  not  easy  to  estimate  visually.  Omission  of 
intravenous  supportive  therapy  has  been  labeled 
one  cause,  and,  inevitably,  various  anesthetic 
agents  have  been  implicated.  It  would  seem 
worthwhile,  therefore,  to  attempt  to  find  any  con- 
stant factors  which  kiight  operate  to  produce 
these  depressions  of  blood  pressure. 

Hypotensive  episodes  were  associated  with 
three  different  clinical  pictures.  Those  patients 
whose  pressure  dropped  at  the  beginning  of  sur- 
gery had  almost  all  had  spinal  analgesia  with  a 
comparatively  high  sensory  level.  This  clinical 
picture  is  too  familiar  to  dwell  on  here.  The 
patients  were  all  treated  satisfactorily  with  vaso- 
pressors and,  in  some  cases,  oxygen  and  suffered 
no  ill-effects  except  for  nausea  and  retching. 
This  type  is  not  the  primary  interest  of  this  re- 
port. 

A more  significant  type  of  circulatory  depres- 
sion occurred  during  operation.  In  most  cases 
these  patients  presented  the  clinical  phenomena 
usually  associated  with  traumatic  or  hemorrhagic 
shock.  Pulse  rate  varied,  depending  on  the 
anesthetic  technic,  but  pulse  pressure  was  always 
low.  The  skin  was  cold,  pale,  and  often  moist, 
and  conscious  patients  were  usually  restless  and 
nauseated.  These  patients  were  treated  by  ad- 
ministration of  parenteral  fluids,  blood  being  the 
major  agent  ordinarily.  In  most  instances  the 
hypotension  was  corrected  without  undue  diffi- 
culty unless  there  had  been  frank  hemorrhage. 
In  these  latter  cases  adequate  blood  replacement 
was  necessary  before  the  blood  pressure  showed 
improvement  (Figs.  1 and  2). 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on 
Anesthesiology,  May  4,  1949. 


The  hypotension  seen  at  the  end  of  operation 
was  of  quite  a different  order.  Here  it  occurred 
suddenly,  immediately  after  anesthesia  was  dis- 
continued. In  some,  anesthesia  was  deliber- 
ately stopped  early  (while  the  lithotomy  position 
was  still  maintained)  in  order  to  see  whether  pos- 
ture was  a factor.  Regardless  of  position,  this 
type  of  circulatory  depression  came  on  when  the 
concentration  of  anesthetic  agent  was  sharply  re- 
duced, as  observed  by  Waters.2  A number  of 
these  patients  presented  the  same  picture  as  that 
described  previously,  but  most  showed  no  evi- 
dence of  disturbance  except  for  the  hypotension. 
The  pulse  was  slow  with  good  pulse  pressure.  If 
conscious,  the  patients  appeared  comfortable. 
The  skin  was  warm  and  dry  although  pale.  This 
is  in  agreement  with  the  discussion  of  “cyclopro- 
pane shock”  by  Dripps  and  many  earlier  authors.3 
Correction  of  this  condition  proved  relatively 
simple.  If  there  had  been  no  undue  blood  loss, 
those  patients  who  had  no  treatment  beyond 
keeping  them  quiet  had  a return  to  normal  blood 
pressure  levels  within  fifteen  minutes.  If  a vaso- 
pressor was  injected  intravenously,  as  it  was  in 
others  of  this  group,  the  blood  pressure  immedi- 
ately rose  to  normal  levels  and  remained  there. 
If  the  patient  had  suffered  more  than  average 
blood  loss,  the  administration  of  a vasopressor 
would,  in  almost  all  cases,  cause  a return  to  nor- 
mal blood  pressure  levels  with  a concomitant 
rise  in  pulse  rate,  but  in  many  cases  this  was  only 
transitory.  In  all  these  patients  the  administra- 
tion of  blood  resulted  in  a rapid  return  to  pre- 
operative levels,  even  when  only  a small  fraction 
of  the  previously  lost  blood  had  been  replaced. 
This  improvement  was  maintained.  The  gen- 
eral impression  is  that  this  terminal  hypotension  is 
of  relatively  little  importance  and  can  be  treated 
with  no  difficulty  and  with  certainty  of  response 
(Fig.  3). 

Analysis  of  Cases 

The  anesthesia  and  operative  records  of  all 
patients  undergoing  major  vaginal  surgery  in  the 
Beth  Israel  Hospital  during  the  past  three  years 
were  analyzed.  This  included  800  consecutive 
cases.  This  short  period  of  time  was  taken  so 
that  certain  factors  could  be  kept  more  constant. 
For  example,  the  surgery  for  private  patients  was 
done  almost  entirely  by  the  same  small  group  of 
gynecologists;  the  residents,  although  changing, 
performed  their  surgery  under  the  supervision  of 
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Fig.  1.  Type  of  hypotension  occurring  during 
spinal  analgesia. 


Fig.  2. 


Type  of  hypotension  occurring  during 
ether  administration. 


the  same  staff  gynecologists.  A similar  situa- 
tion applied  to  the  anesthetists.  The  operative 
procedures,  quite  standardized  in  this  hospital, 
were  not  significantly  altered  in  this  period. 
Two  changes  that  did  occur  were  the  more  fre- 
quent use  of  intravenous  supportive  therapy  and 
a shift  from  spinal  to  inhalation  anesthesia  as  the 
method  of  choice.  For  the  past  two  years  the 
trend  has  been  to  use  cyclopropane  more  fre- 
quently and  almost  always  in  cases  in  which  the 
patient  was  a poor  risk  or  where  excessive  hemor- 
rhage might  be  anticipated. 

Of  800  cases,  235  (29  per  cent)  showed  a signifi- 
cant fall  in  blood  pressure  during  or  immedi- 
ately after  operation.  (A  significant  fall  was 
recorded  if  the  mean  pressure  dropped  20  per 
cent  below  the  initial  reading  or  if  a smaller  fall 
in  pressure  was  accompanied  by  a low  pulse  pres- 
sure or  other  signs  of  disturbed  circulation.) 
There  were  31  patients  showing  hypotension 
within  five  minutes  of  induction  of  anesthesia; 
26  of  these  had  received  spinal  analgesia  with 
sensory  levels  above  the  sixth  thoracic  nerve. 
This  is  a not  uncommon  effect.  Of  the  others, 
four  were  patients  who  were  markedly  appre- 
hensive and  had  initial  blood  pressures  above 
their  usual  levels.  The  remaining  patient  re- 
ceived a relative  overdose  of  anesthetic  agent 
during  the  induction.  As  stated  before,  this 
type  of  hypotension  is  of  secondary  interest  here. 


Of  more  pertinent  interest  were  123  patients 
who  developed  hypotension  during  the  operation 
and  81  more  whose  blood  pressure  fell  when  anes- 
thesia was  discontinued.  At  first  an  attempt  was 
made  to  correlate  pulse  rate  changes  with  the 
patient’s  condition,  but  it  was  found  that  of  the 
235  cases  only  20  showed  a pulse  rate  increase  of 
more  than  20  per  minute,  even  when  the  blood 
pressure  fell  to  very  low  levels.  Almost  all  of 
these  20  patients  had  relatively  large  blood  losses. 
It  seemed  from  this  that  pulse  rate  by  itself  is  not 
a reliable  index  of  the  state  of  the  circulation  in 
these  circumstances. 

The  patients  were  then  grouped  in  other  ways 
in  order  to  uncover  the  variables  which  might  be 
correlated  with  hypotension. 

Age. — The  scarcely  surprising  conclusion  from 
the  figures  shown  is  that  patients  under  forty 
withstand  major  surgery  better  than  those  over 
forty  (Table  1). 

Physical  Status. — Patients  were  grouped  ac- 
cording to  the  standards  of  the  American  Society 


TABLE  I. CORRELATION  OF  AqE  WITH  HYPOTENSIVE 

Episodes 


Age 

Number  of 
Patients 

Per  Cent  Showing 
Hypotension 

20  to  30 

27 

15 

30  to  40 

165 

21 

40  to  50 

306 

32 

50  to  60 

201 

32 

60  to  70 

89 

32 

70  to  80 

11 

27 
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Fig.  3.  Type  of  hypotension  occurring  at  end  of 
cyclopropane  administration. 


of  Anesthesiologists  in  which  groups  I,  II,  and 
III  correspond  to  good,  fair,  and  poor  risks. 
These  results  were  similar  to  those  found  in  other 
types  of  surgery  (Table  2). 

Operating  Time. — These  figures  would  indicate 
that  operating  time  was  not  an  important  con- 
sideration, although  the  cases  lasting  less  than  one 
hour  showed  up  to  slight  advantage  (Table  3) . 

Surgeons. — As  was  expected,  cases  done  by  the 
staff  gynecologists  had  hypertension  in  26  per 
cent,  while  cases  done  by  residents  under  super- 
vision of  the  same  surgeons  showed  hypotension 
in  34  per  cent. 

Parenteral  Therapy. — In  the  period  covered  by 
this  study  there  was  a change  in  supportive 
therapy.  Until  1947,  parenteral  fluids  were  given 


TABLE  2. — Relation  ok  Physical  Status  to  Hypotensive 
Episodes 


Physical 

Number  of 

Per  Cent  Showing 

Status* 

Patients 

Hypotension 

I 

540 

26 

II 

246 

36 

III 

14 

37 

* Classification  of  American  Society  of  Anesthesiologists. 

TABLE  3. — Relation  of  Operative  Time  to  Hypotensive 

Episodes 

Operative  Time 

Per  Cent  Showing 

(Minutes) 

Hypotension 

Less  than  60 

26 

60-90 

34 

90-120 

31 

120-180 

42 

Over  180 

33 

Fig.  4.  Frequency  and  time  of  hypotension  corre- 
lated with  agent. 


during  operation  only  if  it  was  deemed  necessary 
because  of  a change  in  the  patient’s  condition. 
During  part  of  1947  and  all  of  1948,  most  patients 
came  to  the  operating  room  with  infusions.  For 
the  most  part  these  were  of  saline  solution.  In 
1946,  for  example,  there  were  222  cases  of  major 
vaginal  surgery,  and  only  86  Of  these  patients  re- 
ceived parenteral  fluids.  Hypotension  occurred  in 
30  per  cent  of  the  cases.  In  1948,  on  the  other 
hand,  of  the  220  cases  183  had  infusions;  yet, 
hypotension  was  seen  in  31  per  cent.  Thus,  the 
use  of  an  electrolyte  solution,  of  itself,  did  not 
seem  to  stabilize  the  circulation.  It  was  our  im- 
pression that  blood  given  throughout  the  opera- 
tion was  of  much  greater  benefit,  but  because  of 
the  possibility  of  side-reactions  and  the  presence 
of  economic  obstacles  it  was  impractical  to  use 
blood  prophylactically,  except  in  those  patients 
who  presented  severe  anemia  at  the  time  of 
operation. 

The  outstanding  difference  was  noted  in  the 
frequency  and  time  of  onset  of  hypotension  as 
correlated  with  the  various  anesthetic  agents. 
From  Fig.  4 it  can  be  seen  that  more  patients  de- 
veloped hypotension  during  spinal  anesthesia 
(especially  when  supplemented  by  another  agent) 
than  with  inhalation  agents.  Characteristically, 
hypotension  during  spinal  and  ether  anesthesia 
occurred  during  the  operation,  while  hypotension 
with  cyclopropane  was  seen  most  often  at  the 
end  of  operation,  the  so-called  “cyclopropane 
shock.”  When  cyclopropane  and  ether  were 
both  used,  the  effects  of  each  seemed  combined, 
but  the  addition  of  cyclopropane  appeared  to  de- 
lay the  hypotension  as  long  as  the  drug  was  pres- 
ent. 

There  were  very  few  major  postoperative  com- 
plications in  the  series.  No  deaths  occurred.  Of 
800  cases,  22  developed  major  complications.  Of 
these,  only  eight  showed  blood  pressure  falls  at  the 
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time  of  operation.  Complications  included 
thrombophlebitis  in  three  patients,  with  pul- 
monary embolus  following  in  two  of  them. 
Three  patients  developed  pneumonia,  and  one 
had  a coronary  occlusion  postoperatively. 
There  were  three  cases  of  severe  distention  and 
two  with  unduly  protracted  urinary  retention. 
Two  patients  developed  neuroses,  and  eight  had 
severe  prolonged  headaches  following  spinal 
anesthesia.  All  agents  were  involved,  and  in  this 
small  number  of  complications  no  correlations 
could  be  made  for  the  headaches. 

Comment 

The  development  of  the  anesthetic  manage- 
ment in  this  group  of  cases  is  of  some  interest. 
With  the  change  to  the  use  of  cyclopropane  as  the 
inhalation  agent  in  the  majority  of  patients,  it 
was  observed  that  hypotension  at  the  close  of 
operation  occurred  more  frequently.  This 
seemed  to  be  the  most  important  factor  since 
age,  physical  status,  and  duration  of  operation, 
although  significant,  did  not  account  for  the  high 
incidence  of  hypotension.  Furthermore,  the 
routine  administration  of  glucose  and  saline  in- 
fusions did  not  seem  to  be  efficient  prophylac- 
tically.  It  was  decided,  therefore,  that  ether 
should  be  used  as  the  primary  agent  in  major 
vaginal  procedures  in  order  to  see  if  this  phe- 
nomenon could  be  avoided. 

However,  as  shown  in  this  analysis,  hypoten- 
sion occurred  even  more  frequently  with  ether 
anesthesia  or  with  spinal  analgesia,  but  it  took 
place  during  the  operation  and  was  accompanied 
by  signs  of  circulatory  distress  in  the  patient. 
Cyclopropane,  on  the  other  hand,  appeared  to 
delay  the  onset  of  hypotension  and  convert  it  to  a 
relatively  benign  state  but  did  not  minimize  its 
frequency.  Hershey  et  al.  have  shown  that 
normal  compensatory  reactions  to  hemorrhage,  as 
measured  in  the  peripheral  circulation,  are  de- 
pressed less  by  cyclopropane  than  by  ether.4 
Spinal  analgesia,  too,  by  blocking  sympathetic 
pathways,  retards  compensatory  responses.  These 
clinical  results  seem  to  agree  with  this  interpreta- 
tion, in  that  circulatory  depression  seldom  oc- 
curred while  cyclopropane  was  being  admin- 
istered, and,  if  depression  did  occur  when  cyclo- 
propane concentration  was  lowered,  it  was  ordi- 
narily not  accompanied  by  other  signs  of  shock. 
In  fact,  this  condition  may  often  be  undetected  if 
blood  pressure  is  not  checked  at  the  conclusion  of 
the  operation. 

Finally,  the  response  to  treatment  was  rapid 
and  uniformly  good.  We  feel  that,  considering 
the  total  effect  on  the  patient,  cyclopropane 
produced  less  derangement  of  protective  mech- 
anisms than  the  other  agents  or  technics. 


Summary  and  Conclusions 

The  hypertension  often  seen  during  or  immedi- 
ately following  vaginal  surgery  was  not  correlated 
with  postoperative  complications. 

Blood  pressure  falls  were  seen  more  often  in 
patients  over  forty,  in  poor  risk  patients,  and  in 
operations  more  than  one  hour  in  duration. 

There  was  more  hypotension  when  spinal 
analgesia  was  used,  especially  if  supplemented  by 
other  agents,  and  this  occurred  during  the  opera- 
tion. Patients  receiving  ether  reacted  in  much 
the  same  manner. 

With  cyclopropane  fewer  developed  hypoten- 
sion during  operation  although  more  was  seen  at 
the  conclusion  of  cyclopropane  administration. 
However,  this  condition  was  easily  treated  by 
vasopressors,  blood,  or  rest  in  bed  and  was 
seldom  accompanied  by  other  signs  of  shock. 

Discussion 

Lester  C.  Mark,  M.D.,  New  York  City  (By  in- 
vitation).— This  has  been  a searching  inquiry  into  the 
etiology  of  hypotension  associated  with  gynecologic 
surgery.  As  has  been  indicated,  the  fall  in  blood 
pressure  encountered  with  spinal  anesthesia  has 
been  well-documented  and  needs  no  further  com- 
ment. The  mechanism  responsible  for  the  hypoten- 
sion which  may  be  seen  with  general  anesthesia  is 
less  clearly  understood.  The  authors  have  suggested, 
as  contributing  factors,  the  decrease  in  vital  capacity 
produced  by  the  lithotomy  position  and  the  con- 
tinued, almost  unnoticed,  blood  loss  which  may  occur 
during  these  operations.  It  is  very  possible  that  the 
manipulations  involved,  such  as  the  exertion  of 
pressure  with  retractors  on  the  vaginal  walls  and  of 
traction  in  the  cervix,  may  stimulate  vasodepressor 
reflexes  analogous  to  those  usually  associated  with 
surgical  procedures  within  the  abdomen.  It  was 
mentioned  here  that,  unless  gross  hemorrhage  had 
occurred,  the  pulse  rate  rarely  increased  during  the 
hypotensive  episodes  but  usually  decreased  or  re- 
mained unchanged.  This  is  evidence  in  favor  of  a 
reflex  mechanism.  Burstein  reports  good  results 
with  curare  in  the  treatment  of  traction  and  other 
reflexes;  it  would  be  of  interest  to  investigate  its  use 
in  these  cases. 

The  difference  in  time  relations  of  the  hypotension 
observed  with  cyclopropane  and  with  ether  is  of  in- 
terest. We  would  anticipate  a lag  in  the  appearance 
of  an  adverse  circulatory  reaction  with  cyclopropane 
because  of  the  lesser  depressant  effect  exerted  by  this 
agent  on  the  homeostatic  mechanisms  concerned. 
The  finding  that  the  incidence  of  hypotension  is  dis- 
tinctly less  with  cyclopropane  than  with  ether  sug- 
gests that  the  concept  of  “cyclopropane  shock”  does 
not  apply  here.  It  seems  more  likely  that  the  same 
factors  responsible  for  the  blood  pressure  fall  with 
ether  operate  also  with  cyclopropane,  but  their 
effects  are  masked  for  the  duration  of  the  anesthesia 
by  the  beneficent  action  of  cyclopropane  on  the 
circulation. 

The  delayed  onset  of  hypotension  with  cyclopro- 
pane has  been  demonstrated  by  the  authors  to  be  in- 
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dependent  of  postural  changes.  However,  in  the 
presence  of  impaired  vasomotor  compensatory 
mechanisms,  as  with  high  spinal  or  deep  ether  anes- 
thesia, circulatory  embarrassment  may  be  directly 
attributable  to  the  change  from  the  lithotomy  to  the 
horizontal  position.  The  resultant  disparity  be- 
tween the  relatively  fixed  volume  of  circulating  blood 
and  the  now  increased  volume  of  the  functional 
vascular  bed  may  readily  cause  a considerable  fall  in 
arterial  pressure. 

Finally,  it  may  perhaps  be  worthwhile  to  reiterate 


the  dictum  that  extremes  of  position  on  the  operating 
table  should  be  avoided.  No  anesthetized  patient 
should  be  placed  in  a position  he  would  find  in- 
tolerable if  awake. 
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CALLS  NCHIP  “OLD  WORLD  SCOURGE” 

“Adoption  of  a system  of  politically  controlled 
medical  practice,  as  recofhmended  by  President 
Truman,  would  turn  back  the  clock  of  medical 
progress  in  this  country  fifty  years!”  So  charged 
Dr.  Elmer  L.  Henderson,  chairman  of  the  Board  of 
Trustees  of  the  A.M.A.  who  added,  “The  inevit- 
able deterioration  in  the  quality  of  care  which 
would  result  from  government-herding  of  patients 
and  doctors  into  assembly  line  medical  mills  would 
lower  the  standards  of  healthy  America  to  those  of 
sick,  regimented  Europe.” 

Dr.  Henderson’s  statement  follows  in  part: 

“President  Truman’s  special  message,  asking 
enactment  of  a National  Compulsory  Health  Insur- 
ance Program,  deserves  most  careful  scrutiny  both 
by  Congress  and  by  the  American  people,  whose 
health  would  be  seriously  endangered  if  this  Old 
World  scourge  is  allowed  to  spread  to  our  New 
Wotfd. 

“There  is  neither  hope  nor  promise  of  progress 
in  this  system  of  regimented  medical  care.  It  is 
the  discredited  system  of  decadent  nations  which 
are  now  living  off  the  bounty  of  the  American  people 
— and  if  adopted  here,  it  would  not  only  jeopardize 
the  health  of  our  people,  but  would  gravely  endanger 
our  freedom.  It  is  one  of  the  final,  irrevocable 
steps  toward  State  Socialism,  and  every  American 
should  be  alerted  to  the  danger. 

“One  of  the  great  dangers  in  political  diagnosis  of 
the  health  needs  of  the  people  is  the  temptation  to 
over-simplification.  President  Truman  has  fallen 
into  this  error.  The  President  sets  forth  an  objec- 
tive which  all  of  us  can  warmly  endorse — namely, 
bringing  adequate  health  services  within  the  reach 
of  all  the  people.  The  doctors  of  America,  in  co- 
operation with  the  prepaid  medical  and  hospital 
care  plans  and  the  many  splendid  voluntary  health 
insurance  systems,  have  made  great  progress  in 
achieving  that  objective,  so  we  have  no  quarrel  with 
the  President  on  that  score. 

“President  Truman,  however,  proceeds  from  a 
desirable  objective  to  a highly  undesirable  proposal 
for  achieving  that  objective.  There  is  a great  deal 
of  double  talk  in  the  President’s  message,  but  what 
he  actually  proposes  is  a National  Compulsory 
Health  Insurance  System  which  would  regiment 
doctors  and  patients  alike  under  a vast  bureaucracy 
of  political  administrators,  clerks,  bookkeepers,  and 
lay  committees. 

“Every  wage-earner,  every  self-employed  person 
and  every  employer  would  be  compelled  to  con- 
tribute exorbitant  payroll  taxes,  eventually  mount- 


ing to  a tax  of  8 or  10  per  cent  on  every  paycheck, 
to  support  this  system,  and  the  cost  of  medical  care, 
instead  of  being  reduced,  would  be  doubled  and 
trebled  by  bureaucratic  overhead.  The  record  is 
clear  in  every  country  where  Compulsory  Health 
Insurance  has  been  adopted.  It  is  cheap  in  quality, 
but  extravagantly  high  in  price. 

“The  President’s  message,  in  some  respects,  was 
persuasive  and  disarming.  The  ideals  and  objec- 
tives were  stated  in  glowing  terms,  but  the  message 
was  completely  lacking  in  any  specific  statement  of 
the  services  to  which  the  people  would  be  entitled, 
or  any  estimate  of  the  taxes  which  they  would  be 
compelled  to  pay. 

“There  are  many  fallacies  and  misstatements  in 
the  President’s  message,  some  of  which  cannot  go 
unchallenged.  President  Truman,  for  example,  is 
about  a decade  behind  the  times  in  his  statistics 
on  the  growth  of  the  Voluntary  Health  Insurance 
Systems.  He  falls  into  the  error  of  stating  that 
only  limited,  inadequate  health  protection  is  avail- 
able under  the  Voluntary  Health  Insurance  Sys- 
tems. Actually,  the  voluntary  systems  are  provid- 
ing better  coverage  today  than  any  compulsory 
program  yet  proposed — at  about  half  the  price. 

“The  most  serious  misstatement  in  the  Presi- 
dent’s message — and  one  which  it  is  regrettable  any 
President  of  the  United  States  would  have  uttered— 
is  the  repetition  of  that  now  completely  discredited 
statement  that  tens  of  thousands  of  persons  die 
needlessly  in  this  country,  due  to  lack  of  medical 
care.  The  President,  in  this  instance,  as  in  others, 
undoubtedly  based  his  statement  on  the  distorted 
report  of  the  Federal  Security  Administrator,  whose 
listing  of  ‘needless  deaths’  included  40,000  deaths 
from  accidents  and  115,000  from  cancer  and  heart 
disease.  It  is  shocking  that  any  government  de- 
partment head  would  seek  to  impose  on  the  credulity 
of  the  American  people  with  such  flagrant  misrepre- 
sentations— and  it  is  unfortunate,  indeed,  that  the 
President  of  the  United  States  should  have  repeated, 
even  in  part,  this  misinformation. 

“There  is  a very  real  need  in  America  for  the 
budgeting  of  medical  costs,  and  American  medicine  is 
proud  of  the  part  it  has  played  in  building  the  Volun- 
tary Health  Insurance  Systems  to  meet  that  need. 
There  is  no  need,  however,  for  compelling  the  Ameri- 
can people  to  join  a government  system.  The  vol- 
untary way  is  the  American  way — and  the  people 
will  resolve  this  problem,  in  a very  short  span  of 
years,  under  the  voluntary  systems  now  available 
to  them.” 
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DESPITE  the  sustained  popularity  of  sodium 
pentothal,  as  indicated  by  the  accumula- 
tion of  voluminous  clinical  experience  with  this 
agent,  little  information  of  a fundamental  phar- 
macologic nature  has  been  available.  The  clini- 
cal parallel  of  this  gap  in  pharmacologic  under- 
standing is  the  lack  of  adequate  criteria  for  estab- 
lishing the  depth  of  anesthesia  with  pentothal. 
A serious  and  provocative  attempt  to  correct  this 
deficiency  was  advanced  by  Etsten  and  Himwich 
who  correlated  clinical  signs  with  descending  de- 
pression of  the  neuraxis,  starting  with  the  newer 
phyletic  areas  of  the  brain  and  progressing  to  the 
more  primitive  portions.1  Even  these  workers 
admitted  that  the  “observations  made  both  on 
animal  and  man  reveal  that  some  of  the  clinical 
signs  are  out  of  proportion  to  the  depth  of  anes- 
thesia.” With  the  aid  of  sensitive  and  specific 
chemical  methods  for  the  identification  of  pento- 
thal and  its  metabolites,  which  were  devised  and 
are  being  reported  elsewhere,  it  became  feasible  to 
undertake  accurate  observation  of  the  drug  in 
vivo.2  The  implications  of  such  studies  for  the 
anesthesiologist  are  stressed  in  this  report. 

Since  the  plasma  is  the  medium  of  distribution 
of  pentothal  to  its  sites  of  action  in  the  body,  a 
systematic  inquiry  into  the  behavior  of  pentothal 
in  man  must  begin  with  the  factors  affecting  the 
plasma  concentration  of  the  drug  and  hence,  pre- 
sumably, the  clinical  effect.  These  factors  are 
the  rate  of  excretion,  the  rate  of  transformation, 
and  the  extent  of  localization  in  the  organs  and 
tissues  of  the  body. 

Urinary  excretion  of  pentothal  after  its  intra- 
venous administration  in  large  doses  (2  to  4 Gm.) 
in  man  was  negligible,  indicating  that  the  com- 
pound is  almost  completely  metabolized  in  the 
body.  Two  transformation  products  were  re- 
covered from  the  urine.  These  accounted  for 
less  than  30  per  cent  of  the  parent  drug  injected, 
suggesting  further  metabolism  in  vivo  by  an  as 
yet  unknown  route.  The  ultraviolet  absorption 
characteristics  of  these  transformation  products 
indicate  that  the  ring  structure  of  the  barbiturate 
nucleus  is  still  intact  and  that  the  chemical  altera- 
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tions  incurred  have  presumably  affected  the 
longer,  i.e.,  the  methylbutyl,  side-chain.  One  of 
these  metabolites  isolated  from  the  urine  has  been 
purified  and  tested  for  anesthetic  activity  in  mice. 
Preliminary  observations  indicate  at  most  a mild 
sedative  action  with  intraperitoneal  doses  equiva- 
lent to  six  times  the  full  anesthetic  dose  of  the 
parent  drug.  Further  studies  on  these  me- 
tabolites are  in  progress. 

Pentothal  has  been  classified  as  an  ultra-short- 
acting  barbiturate  because  of  the  generally  ac- 
cepted belief  that  it  is  very  rapidly  detoxified  in 
the  body.3  This  concept  has  been  difficult  to  rec- 
oncile with  the  frequent  occurrence  of  prolonged 
postoperative  somnolence  following  the  sustained 
administration  of  pentothal.  It  has  been  tenta- 
tively postulated  that  unidentifiable  but  pharma- 
cologically active  degradation  products  remaining 
in  the  tissues  produce  the  depression.4 

Experiments  were  conducted  to  determine  the 
rate  of  transformation  of  pentothal  in  vivo.  Un- 
premedicated  human  subjects  received  single 
quick  injections  of  pentothal  sodium  intrave- 
nouslyindoses  of  0.3  to0.5  Gm.in  2.5  per  cent  ■con- 
centration. Blood  samples  were  drawn  at  fre- 
quent intervals  for  analysis.  All  subjects  lapsed 
into  unconsciousness  after  a momentary  period  of 
stimulation  lasting  only  several  seconds  and  mani- 
fested by  a sudden  spasmodic  movement  of  the 
head  and  upper  torso.  As  shown  in  Fig.  1,  the 
concentration  of  pentothal  from  an  initial  peak 
diminishes  rapidly  at  first  and  then  falls  more 
slowly.  The  swift  reduction  in  plasma  level 
might  be  misinterpreted  as  indicating  speedy  de- 
struction of  pentothal.  If  this  were  true,  how- 
ever, the  slope  of  the  curve  would  continue  to 
drop  sharply  to  zero,  instead  of  changing  to  the 
slower  fall  noted.  Actually,  the  initial  high  con- 
centrations observed  are  “false”  in  that  they 
measure  pentothal  in  the  plasma  which  has  not  yet 
been  distributed  to  all  the  body  tissues  with  the 
possible  exception  of  the  brain.  The  early  rapid 
decline  thus  represents  a shift  of  pentothal  from 
the  plasma  to  the  tissues  rather  than  its  destruc- 
tion. This  phase  is  manifested  clinically  in  the 
swift  recovery  from  anesthesia  as  shown  by  these 
subjects  following  the  administration  of  small 
doses  of  pentothal.  The  subsequent  more  grad- 
ual decrease  in  plasma  pentothal,  accompanied  by 
persistent  hypnotic,  although  not  anesthetic, 
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effect,  corresponds  to  the  establishment  of  a state 
of  dynamic  equilibrium  of  drug  distribution  be- 
tween plasma  water  and  body  tissues.  Since  the 
renal  excretion  of  pentothal  is  negligible,  the  fur- 
ther decline  in  plasma  concentration  is  due  to  the 
process  of  transformation  of  the  drug.  The  rate 
of  metabolism  of  pentothal  is  seen  to  be  slow, 
about  15  per  cent  per  hour.  Indeed,  appreciable 
concentrations  of  pentothal  are  present  in  the 
plasma  long  after  its  administration. 

Metabolites  of  pentothal  are  detectable  in 
plasma  as  early  as  one  hour  after  the  start  of  in- 
travenous administration.  These  transforma- 
tion products  increase  steadily  from  the  equiva- 
lent of  4 to  5 per  cent  of  the  plasma  pentothal  con- 
centration after  one  hour  to  the  equivalent  of  35 
to  50  per  cent  twelve  to  fourteen  hours  after  the 
administration  of  larger  doses. 

The  concept  of  plasma-tissue  equilibrium 
merits  further  comment.  The  exchanges  »f  pen- 
tothal between  the  plasma  and  the  various  organ 
tissues  are  reversible.  At  any  given  moment, 
the  plasma  level  is  the  resultant  of  all  these  local 
exchanges.  Equilibrium  is  achieved  when  the 
exchanges  are  occurring  equally  in  both  direc- 
tions, i.e.,  when  the  reversible  localization  of 
pentothal  in  the  tissues  has  reached  its  maxi- 
mum. Only  then  is  the  plasma  pentothal  level  a 
true  reflection  of  the  therapeutically  active  drug 
concentration.  The  length  of  time  required  for 
the  establishment  of  equilibrium  suggests  that  the 
tissue  localization  of  pentothal  occurs  in  a gradual 
manner. 

The  distribution  of  pentothal  in  the  tissues  at 
equilibrium  was  studied  in  the  dog.  Pentothal 
concentrations  in  most  organ  tissues  were  higher 
than  in  plasma,  indicating  extensive  localization 
of  the  drug.  Another  significant  characteristic  of 
the  distribution  of  pentothal  is  the  degree  to  which 
it  is  bound,  presumably  by  surface  adsorption, 
to  the  plasma  proteins.  About  80  per  cent  of  the 
circulating  pentothal  was  found  to  be  so  bound. 


Thus  the  amount  of  the  compound  in  plasma 
water  (i.e.,  total  plasma  pentothal  less  the  per 
cent  bound  to  plasma  protein)  represents  the 
pharmacologically  available  drug  in  the  blood 
stream.  The  disproportion  already  noted  be- 
tween pentothal  in  plasma  and  in  the  tissue  reser- 
voir becomes  striking  when  plasma  water  pento- 
thal is  used  as  the  basis  for  comparison.  An  inter- 
esting observation  is  that  the  concentration  of 
pentothal  in  plasma  water  is  the  same  as  that  in 
cerebrospinal  fluid.  This  finding  is  highly  signifi- 
cant; it  affords  evidence  that  there  is  no  blood- 
brain  barrier  for  pentothal  in  the  dog  and  pre- 
sumably also  in  man. 

The  clinical  implications  of  these  findings  are 
several.  The  early  transient  high  plasma  level 
may  readily  result  in  sudden  severe  depression  of 
the  central  nervous  system,  especially  if  the  ab- 
sence of  a blood-brain  barrier  for  pentothal  is 
confirmed  in  man.  The  commonly  observed 
phenomenon  of  early  respiratory  depression  or 
apnea  may  be  explained  on  this  basis.  It  would 
also  account  for  the  disastrous  effects  of  pentothal 
when  administered  incautiously  to  patients  with 
circulatory  depression  because  of  the  elimination 
of  central  compensatory  vasomotor  control,  as  in 
shock.  On  the  other  hand,  this  property  may  be 
exploited  in  healthy  patients  to  facilitate  relaxa- 
tion of  the  jaw  for  laryngoscopy  and  endotracheal 
intubation.  The  slow  rate  of  transformation 
demonstrated  is  contradictory  to  the  general 
belief  that  pentothal  is  rapidly  detoxified  in  the 
body.  The  postanesthetic  somnolence  following 
prolonged  pentothal  administration  is  due  to  the 
persistence  in  the  plasma  of  pentothal  itself,  in 
appreciable  concentrations  which  are  maintained 
by  the  extensive  tissue  reservoir  of  the  drug. 

An  understanding  of  the  factors  affecting  the 
plasma  pentothal  concentrations  reveals  that 
efforts  to  correlate  plasma  levels  and  the  clinical 
signs  of  anesthesia  with  pentothal  will  be  valid 
only  after  achieving  the  state  of  dynamic  tissue- 
plasma  water  equilibrium  described  above.  Fur- 
thermore, equilibrium  should  begin  at  plasma 
levels  sufficiently  high  to  suppress  most  of  the 
usual  manifestations  of  depth  of  anesthesia,  in 
order  that  the  time  and  sequence  of  their  reap- 
pearance may  be  accurately  noted.  To  this  end, 
doses  of  3 to  4 Gm.  of  pentothal  sodium  in  2.5  per 
cent  solution  were  administered  by  intermittent 
intravenous  injection  over  a fifty-minute  period. 
Artificial  respiration  with  oxygen  was  instituted 
by  rhythmic  manual  compression  of  the  breathing 
bag  in  the  closed  to-and-fro  carbon  dioxide  ab- 
sorption system.  Oxygen  inhalation  was  con- 
tinued until  spontaneous  ventilation  was  deemed 
adequate.  Observations  were  made  of  the  arte- 
rial blood  pressure,  pulse  rate,  respiratory  rate, 
pupil  size,  and  the  return  of  the  following:  dia- 
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phragmatic  breathing,  intercostal  muscle  activ- 
ity, corneal  reflex,  conjunctival  reflex,  pupillary 
light  reflex,  eyeball  motion,  jaw  tone,  knee  jerk, 
pain  response  to  a standard  pinch-stimulus  from 
an  Allis  forceps  applied  to  the  skin  in  front  of  the 
ankle,  and  orientation,  arbitrarily  defined  as  the 
ability  to  protrude  the  tongue  on  spoken  com- 
mand. Repeated  trials  revealed  that,  of  all  the 
signs  listed,  the  reappearance  of  the  corneal  and 
conjunctival  reflexes,  eyeball  motion,  and  orienta- 
tion as  described  were  the  most  sharply  delineated 
and,  hence,  especially  useful  for  this  study.  In 
the  same  subject  receiving  equivalent  large  doses 
of  pentothal  at  weekly  intervals,  the  plasma  pen- 
tothal concentrations  at  which  these  four  signs 
recurred  were  approximately  reproducible.  This 
would  indicate  that  an  individual  receiving  pento- 
thal does  not  acquire  tolerance  in  the  sense  of 
diminished  reactivity  to  the  drug  administered 
in  similar  fashion  at  a later  date. 

On  the  other  hand,  evidence  of  an  acute  toler- 
ance to  pentothal  was  found  in  man.  ' When  a 
subject  was  maintained  at  high  plasma  concen- 
trations of  the  drug,  the  signs  of  anesthesia  reap- 
peared at  higher  plasma  levels  than  when  he  was 
maintained  at  low  plasma  concentrations.  The 
duration  of  narcosis  was  also  increased.  Figure  2 
shows  the  typical  response  of  the  same  subject  to 
varied  amounts  of  pentothal  administered  a week 
apart.  The  signs  reappeared  in  similar  sequence 
but  at  significantly  different  plasma  levels. 
Yet  the  parallelism  in  slope  of  the  two  curves  is 
evidence  that  the  rate  of  transformation  of  the 
compound  was  unaltered.  Shideman,  Kelly,  and 
Adams  observed  this  phenomenon  in  the  dog  under 
somewhat  altered  conditions.6  They  found  that 
when  doses  of  10  mg.  per  Kg.  were  repeated  at 
short  intervals  after  apparently  complete  recov- 
ery from  narcotic  action,  the  plasma  levels  at 
which  the  righting  reflexes  returned  were  succes- 
sively higher  with  each  additional  dose.  These 
experiments  represent  a telescoping  in  time  of  our 
procedure  of  administrations  at  weekly  intervals, 


but  the  findings  are  analogous.  Whether  the 
manifestation  of  acute  tolerance  to  pentothal  de- 
pends specifically  upon  the  total  dose  adminis- 
tered, the  peak  plasma  levels  attained,  or  the  dur- 
ation of  time  under  the  influence  of  the  drug  has 
not  been  determined.  The  occurrence  of  acute 
tolerance  makes  it  impossible  to  demonstrate  a 
fixed  correlation  between  plasma  pentothal  con- 
centrations and  the  signs  of  anesthesia.  A rela- 
tive and  reproducible  correlation  does  exist  when 
the  drug  is  given  in  comparable  dosage  and  tech- 
nic to  the  same  subject  on  different  occasions. 
Pentothal  thus  differs  sharply  from  the  inhalant 
anesthetic  agents,  such  as  ether,  cyclopropane, 
and  nitrous  oxide,  with  which  depth  of  anesthesia 
is  predictable  within  narrow  limits  for  any  given 
plasma  concentration. 

The  effects  of  adjuvant  drugs  commonly  em- 
ployed with  pentothal  were  studied  in  one  sub- 
ject. At  weekly  intervals,  3 to  4 Gm.  of  pento- 
thal were  administered  in  2.5  per  cent  solution 
over  a fifty-minute  period,  in  order  to  effect 
equilibrium  at  high  plasma  concentrations.  The 
inhalation  of  50  per  cent  nitrous  oxide  and  50  per 
cent  oxygen  for  one  and  one-half  hours  starting 
early  in  equilibrium  did  not  alter  the  usual  plasma 
time-concentration  curve  of  pentothal,  nor  did  it 
influence  appreciably  the  plasma  levels  at  which 
the  signs  of  anesthesia  reappeared.  Curare  as  d- 
tubocurarine  hydrochloride  in  doses  of  100  units 
during  high  level  equilibrium  similarly  failed  to 
alter  either  the  rate  of  transformation  of  pento- 
thal or  the  plasma  levels  at  which  the  various 
signs  returned.  Ten  milligrams  of  morphine 
sulfate  injected  intravenously  during  equilibrium 
did  not  disturb  the  slope  of  the  curve  of  plasma 
pentothal  levels,  even  though  respiratory  depres- 
sion occurred.  The  signs  of  anesthesia  did  appear 
at  lower  pentothal  concentrations  as  compared 
with  the  control  observations.  Thus  morphine 
does  not  affect  the  metabolism  of  pentothal  but 
does  influence  its  clinical  actions  to  a moderate 
degree.  This  effect  is  probably  additive  in  nature. 

Summary 

Quantitative  pharmacologic  studies  with  pen- 
tothal elicit  the  following  clinically  significant 
conclusions : 

1.  The  accepted  classification  of  pentothal  as 
an  ultra-short-acting  barbiturate  on  the  basis  of 
its  presumed  rapid  detoxification  in  vivo  is  erro- 
neous, since  pentothal  is  almost  completely  me- 
tabolized in  the  body  at  a surprisingly  slow  rate. 

2.  Plasma  pentothal  concentrations  bear  no 
fixed  relation  to  the  signs  of  anesthesia. 

3.  An  acute  tolerance  to  pentothal  occurs  in 
man. 

4.  Morphine,  curare,  and  nitrous  oxide  do  not 
affect  the  transformation  of  pentothal. 
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Discussion 

Merel  Harmel,  M.D.,  Albany  ( By  invitation). — 
Dr.  Mark  and  his  associates  are  to  be  congratulated 
on  the  provocative  and  careful  work  which  they 
have  presented  here.  It  is  time  indeed  that  basic 
data  concerning  the  pharmacology  of  sodium  pento- 
thal  should  be  forthcoming,  for  it  is  almost  fifteen 
years  since  this  drug  was  first  introduced  into  anes- 
thesia. The  voluminous  literature  on  clinical  ex- 
perience is  in  marked  contrast  to  the  paucity  of  quan- 
titative pharmacologic  information. 

The  stumbling  block  has  been  the  lack  of  a spe- 
cific and  accurate  method  for  the  quantitative  deter- 
mination of  pentothal  in  blood  and  tissues.  Obvi- 
ously, the  value  of  the  results  which  have  been  pre- 
sented will  depend  entirely  upon  the  specificity  and 
accuracy  of  the  technic  employed.  We  hope  that 
this  method  will  soon  be  generally  available  so  that 
this  important  work  may  be  confirmed. 

There  are  several  items  which  are  deserving  of 
comment.  Indeed,  the  multitude  of  findings  make 
it  difficult  to  know  where  to  begin.  Of  great  sig- 
nificance is  the  apparent  slow  metabolism  of  pento- 
thal and  its  persistence  in  the  plasma-water  long  after 
its  administrat  ion.  As  Dr.  Mark  has  pointed  out,  this 
fact  abolishes  the  necessity  of  ascribing  the  prolonged 
effects  of  sustained  administration  to  degradation 
products. 

At  the  same  time,  the  idea  of  a tissue  reservoir 
is  presented.  Of  course,  this  investigation  has 
explored  the  where  and  not  the  how  of  pentothal 
metabolism.  I am  sure  the  question  comes  to  mind 
as  to  what  is  the  mechanism  of  the  pentothal  degra- 
dation? The  latest  evidence  on  this  score  would  ap- 
pear to  implicate  the  liver.  In  previous  studies, 
pentothal  could  not  be  detected  either  in  the  plasma 
or  the  tissues,  shortly  after  its  administration. 
However,  Delmonico  and  then  Anderson  and  Essex- 
observed  a cyclic  disappearance  and  reappearance  of 
sodium  pentobarbital  in  the  blood.1-2  This  phenom- 
enon would  appear  to  be  refuted  by  Dr.  Mark’s 
experiments  with  pentothal. 

If  confirmed  in  man,  the  demonstration  of  pento- 
thal in  cerebrospinal  fluid  in  quantities  equal  to  that 
in  the  plasma  water  would  be  most  significant.  Not 
only  would  it  postulate  no  blood-brain  barrier,  but 
it  would  give  a means  of  measuring  narcotic  activity 
which  would  not  be  altered  by  other  tissue  contri- 
butions. Indeed,  may  it  not  be  that  cerebrospinal 
fluid  levels  may  correlate  with  signs  of  depth  of  anes- 
thesia. This  finding  is  in  sharp  contrast  to  the  work 
of  Kozelka  with  other  barbiturates  in  which  only  a 
tiny  fraction  of  barbiturate  could  be  found  in  cere- 
brospinal fluid.3  The  presence  or  absence  of  a blood- 
brain  barrier  could  then  well  be  the  basis  for  the 
increased  activity  of  the  ultra-short-acting  barbitu- 


rates. This  certainly  focuses  attention  on  the 
sulfur  bond.  Whether  or  not  radioactive  pentothal 
recently  made  available  will  elucidate  this  problem 
remains  to  be  seen. 

I should  like  to  know  whether  representative 
samples  of  various  brain  areas  were  subjected  to 
analysis  in  the  animal  experiments.  Some  work  has 
indicated  a selective  site  of  action  for  the  barbitu- 
rates in  the  brain.  Koppanyi  has,  however,  main- 
tained that  all  the  brain  is  equally  saturated.4  The 
evidence  here  presented  would,  presumably,  support 
Koppanyi’s  contention. 

The  clinical  implications  of  this  study  in  shock 
and  in  the  facilitation  of  endoscopy  have  been  em- 
phasized. I should  like  to  inquire  what  these  re- 
sults mean  in  terms  of  deranged  electrolyte  and 
water  balance  associated  with  changes  in  the  plasma 
volumes  and  the  hydration  of  the  tissue  compart- 
ment. 

It  is  encouraging  to  find  that  laboratory  work  sus- 
tains the  clinical  impression.  All  of  us  who  have 
had  occasion  to  use  pentothal  repeatedly  in  short 
intervals  on  patients  have  been  impressed  with  the 
apparent  development  of  tolerance.  The  answer  to 
the  occasional  prolonged  excitement  and  disorienta- 
tion, particularly  in  the  aged  patient  postoperatively, 
would  appear  to  be  explained  by  the  relatively  slow 
metabolism  of  pentothal. 

The  multitudinous  speculations  which  the  data 
stimulate  could  go  on  ad  infinitum.  However,  it  is 
clear  that  this  work  opens  up  new  vistas,  both  in  an 
examination  of  pentothal  in  particular  and  barbitu- 
rate narcosis  in  general.  It  is  hoped  that  many  of 
the  controversial  issues  can  be  settled.  The  impor- 
tance of  this  type  of  investigation  cannot  be  over- 
emphasized, for  it  must  be  apparent  that,  as  the 
fundamental  knowledge  of  sodium  pentothal  in- 
creases, so  will  the  safe  and  intelligent  management 
of  patients  increase. 

1.  Delmonico,  E.  .1.:  Proc.  Staff  Meet.,  Mayo  Clin.  14: 

109  (1939). 

2.  Anderson,  B.  M.,  and  Essex,  II.  E.:  Anesthesiology 

4:  113  (1943). 

3.  Kozelka,  F.  L.  and  Tatum,  II.  J.  A.:  .1.  Pharmacol.  & 
Exper.  Therap.  59:  63  (1937). 

4.  Koppanyi,  T.,  and  Dill,  J.  M.:  Ibid.  54:  84  (1935). 


References 

1.  Etsten,  B,,  and  Himwich,  H.  E.:  Anesthesiology  7: 
536  (1946). 

2.  Mark,  L.  C.,  Lief,  P.  A.,  Papper,  E.  M.,  Rovenstine, 
E.  A.,  Bernstein,  E.,  and  Brodie,  B.  B.:  In  preparation. 

3.  Goodman,  L.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  New  York,  Macmillan,  1941. 

4.  Adriani,  J.:  The  Chemistry  of  Anesthesia,  Springfield, 
Illinois,  Charles  C Thomas,  1946. 

5.  Shideman,  F.  E.,  Kelly,  A.  R.,  and  Adams,  B.  J.: 
Federation  Proc.  7:  253  (1948). 


PHYSICIANS  EARN  MORE  BY  WORKING  FOR  SELVES 


Independent  physicians  net  43  per  cent  more 
income  than  do  doctors  on  salary,  according  to  a 
nation-wide  survey  conducted  by  Medical  Eco- 
nomics, national  business  magazine  for  physicians. 
Average  net  income  received  in  1947  by  independent 
practitioners  was  $11,300;  by  their  salaried  col- 


leagues, $7,914,  reports  the  magazine  in  its  May 
issue.  “More  than  half  the  salaried  men  have  been 
in  practice  less  than  ten  years,  as  against  37  per 
cent  of  independent  physicians,”  the  survey  reveals. 
Ten  per  cent  of  all  active,  private  physicians  get 
more  than  half  their  income  from  salaries. 


PROPHYLACTIC  AND  THERAPEUTIC  INDICATIONS  FOR 
TRACHEOTOMY  DURING  SURGICAL  INTERVENTION 

Pascal  Friscia,  M.D.,  and  Harold  F.  Bishop,  M.D.,  New  York  City 

{From  the  Veterans  Administration  Hospital,  Kingsbridge ) 


THERE  are  many  reports  in  the  medical  litera- 
ture which  describe  specific  surgical  problems 
requiring  tracheotomy  preliminary  to  or  during 
surgery  to  establish  and  maintain  an  adequate 
airway.  The  parallel  advances  in  surgery  and 
anesthesiology  during  the  past  score  of  years  have 
so  increased  the  scope  and  magnitude  of  surgery 
that  the  frequency  of  prophylactic  and  therapeu- 
tic tracheotomy  is  today  in  many  clinics  almost  a 
daily  occurrence.  The  indications  are  of  such 
vital  importance  and  the  necessity  frequent 
enough  to  justify  grouping  in  one  paper  most  of 
the  major  conditions  that  may  require  trache- 
otomy before  or  during  surgery. 

Tracheotomy  is  indeed  an  ancient  procedure. 
Antyllas,  an  outstanding  surgeon  living  in  the 
second  century,  described  in  detail  the  operation 
of  tracheotomy.  Paulaus  Aegeneta,  a Greek 
practitioner  of  great  repute,  describes  and  devotes 
considerable  space  to  tracheotomy  in  his  Epitome 
of  Medicine,  published  in  the  seventh  century.1 
These  workers  were  followed  by  others,  each  of 
whom  independently  described,  improved,  and 
used  tracheotomy  in  treating  different  maladies. 
Avenozar,  famous  Cordovan  physician,  recom- 
mended its  use  in  special  cases  of  “laryngeal  ob- 
struction and  impending  suffocation.”  This  was 
in  the  tenth  century.  In  1610,  during  the 
Naples  epidemic  of  diphtheria,  Marco  Aurelio 
Severino,  a famous  surgeon,  repeatedly  practiced 
tracheotomy.  Bretonneau,  at  Tours,  first  suc- 
cessfully performed  tracheotomy  for  croup  in 
1825.  In  Paris,  in  1831,  Armand  Trosseau,  who 
was  especially  concerned  with  tuberculosis  of  the 
larynx,  was  the  first  to  use  tracheotomy  in  treat- 
ing this  disease.1'2  With  the  advance  of  surgery, 
the  technic  of  doing  tracheotomy  has  improved,  as 
has  the  concept  of  its  postsurgical  care.  Along 
with  these  advances  has  been  the  extension  of  its 
applicability  in  varied  surgical  and  medical  con- 
ditions. 

The  surgical  conditions  to  be  mentioned  are 
indicative  of  specific  and,  at  times,  taxing  prob- 
lems as  they  relate  to  the  field  of  anesthesiology. 
In  a treatise  on  maxillofacial  surgery,  the  author 
describes  indications  for  tracheotomy  as  follows: 
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tration, who  assumes  no  responsibility  for  the  opinions  ex- 
pressed or  conclusions  drawn  by  the  authors. 


(1)  Acute  respiratory  obstruction  which  is  al- 
ready present  but  cannot  be  relieved  by  other 
means,  and  (2)  respiratory  obstruction  which  is 
not  yet  present  but  may  occur  either  during  or 
after  operation.3  The  latter  two  concepts,  it  will 
be  noted,  can  be  adapted  to  any  surgical  problem 
that  compromises  the  patency  of  the  proximal 
airway.  Patients  presenting  conditions  which 
necessitate  tracheotomy,  as  conceived  by  the 
first  indication,  are  seldom,  if  ever,  denied  this 
life-saving  procedure.  The  need  in  these  cases  is 
obvious;  it  is  urgent;  it  is  mandatory.  On  the 
other  hand,  the  second  indication,  it  is  felt,  is 
oftentimes  ignored  since  the  need  for  tracheotomy 
in  these  patients  is  so  frequently  insidiously  con- 
cealed. And  yet,  it  is  this  latter  category  that  is 
more  numerically  represented  in  our  clinics  and 
operating  pavilions. 

The  following  is  believed  to  be  a practical 
classification  of  surgical  conditions  which  may  and 
usually  do  require  tracheotomy  as  a means  to 
maintain  the  airway. 

1.  Cases  presenting  neoplasms  in,  or  in 
proximity  to,  the  upper  respiratory  tract. 

2.  Cases  presenting  severe,  moderately 
severe,  and  spreading  infection  involving  the 
pharyngeal,  laryngeal,  or  neighboring  struc- 
tures. 

3.  Cases  in  which,  as  a result  of  injury  or 
severe  trauma,  the  anatomic  architecture  of 
the  upper  air  passages  becomes  distorted  or  de- 
stroyed. 

In  contemplating  tracheotomy  in  these  pa- 
tients, the  problems  are  not  always  merely  to  rec- 
ognize and  establish  the  need  for  this  procedure. 
One  must  also  determine  the  period  in  which  tra- 
cheotomy should  be  performed.  These  consider- 
ations are  valid  not  only  because  they  have  a 
direct  bearing  on  the  life  and  welfare  of  the  pa- 
tient, but  also  because  they  may  either  facilitate 
or  increase  the  difficulties  of  surgery  and  aid 
or  prove  detrimental  to  anesthesia. 

The  most  common  condition,  in  the  first  group 
of  our  classification,  is  carcinoma  of  the  larynx 
requiring  total  laryngectomy.4  Here  it  is  felt 
that  these  patients  do  best  when  subjected  to  a 
preliminary  tracheotomy  prior  to  definitive  sur- 
gery. In  addition,  it  is  recommended  that  those 
patients  who  have  suffered  a chronic  partial  ob- 
struction and  who  suddenly  develop  an  acute  ob- 
struction of  the  airway  should  be  permitted 
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about  one  week  of  post-tracheotomy  conva- 
lescence before  surgeiy,  with  the  view  of  correct- 
ing the  unbalanced  physiology  usually  present  in 
these  cases.5  Generally  speaking,  when  a pre- 
liminary tracheotomy  is  established,  the  problems 
besetting  the  patient,  surgeon,  and  anesthetist  are 
simplified.6  A sterile  endotracheal  tube  with  an 
inflatable  cuff  is  inserted  into  the  tracheostomy 
by  the  surgeon.  The  other  end  of  the  tube  is 
connected  to  the  anesthesia  apparatus  by  the 
anesthetist.  To  facilitate  the  introduction  of  the 
tube  and  to  increase  the  tolerance  of  the  patient  to 
the  tube,  cocainization  of  these  areas  has  proved 
satisfactory.  Inhalation  anesthesia  is  then 
effected,  and  surgery  is  performed.  When  the 
lesion  is  not  large  and  the  airway  is  not  ob- 
structed, many  authors  prefer  initial  transoral  or 
transnasal  endotracheal  intubation  following  the 
induction  of  anesthesia.  7-8 

The  surgeon  proceeds  until  the  larynx  is  com- 
pletely mobilized  from  its  surrounding  structures 
and  the  site  of  severance  of  the  larynx  from  the 
trachea  has  been  elected.  The  endotracheal  tube 
is  then  withdrawn  under  direct  vision  by  the  anes- 
thetist to  a point  which  will  allow  the  surgeon  to 
sever  the  trachea  completely.  The  roof  of  the 
trachea  is  next  grasped  and  brought  into  the 
wound  margins  in  the  neck.  Finally,  the  endo- 
tracheal catheter  is  completely  withdrawn,  and 
a sterile  endotracheal  tube  is  used,  as  described 
earlier.  Surgeiy  is  then  completed.  A modi- 
fication of  the  latter  method  is  to  perform  a classic 
tracheotomy  just  before  the  severance  of  the 
larynx  and  utilize  the  tracheostomy  to  pass  an 
endotracheal  tube  through  which  inhalation  anes- 
thesia is  continued. 

A different  approach  is  to  perform  laryngec- 
tomy under  regional  anesthesia,  with  bilateral 
deep  and  superficial  cervical  block.  A trache- 
otomy is  then  done  at  the  close  of  the  operation. 
This  method  has  been  reported  as  being  satis- 
factory by  some  workers.9  Nevertheless,  it  is 
felt  that  this  method  unnecessarily  subjects  the 
patient  to  undue  psychic  trauma,  pain,  and  vary- 
ing degrees  of  hypoxia.  The  latter  objectionable 
features  are  especially  true,  both  in  the  early 
stages  of  surgical  intervention  when  laryngeal 
obstruction  may  be  prominent  and  in  later  stages 
of  the  operation  when  blood  and  secretions  may 
accumulate.  These  methods  are  adaptable  to  all 
degrees  of  radical  head  and  neck  surgery  includ- 
ing massive  carcinomatous  lesions  of  the  oral  and 
cervical  regions.  Large  intrathoracic  goiters  and 
malignancies  of  the  thyroid  gland  can  prove  espe- 
cially hazardous  and  complex  problems.10 

A word  of  caution  i?  added  concerning  the  use 
of  preliminary  transoral  or  transnasal  endotra- 
cheal tube  in  handling  these  problems.  The 
danger  of  dislodging  necrotic  neoplastic  elements 


during  intubation  and  causing  mechanical  meta- 
static extension  in  more  distal  areas  of  the  respira- 
tory tract  is  ever  present.  One  should  also  keep 
in  mind  that  these  same  friable  pieces  of  tissue 
that  may  break  off  can  cause  sudden  and  fatal 
respiratory  obstruction. 

In  our  service  a total  of  11  total  laryngectomies 
and  four  mandibulectomies  were  done  in  a period 
of  two  years.  In  four  of  these  a first-stage  tra- 
cheotomy was  done  about  one  week  prior  to  defin- 
itive surgery.  Four  were  done  using  a transoral 
endotracheal  tube  during  the  early  stages  of  the 
procedure,  followed  by  a tracheotomy  some  time 
before  the  termination  of  the  operation.  Seven 
were  anesthetized  with  regional  or  local  methods, 
followed  immediately  by  a tracheotomy,  and  the 
operation  then  continued  with  anesthesia  sup- 
plied through  a sterile  tube  as  described  earlier. 
There  was  one  death  in  this  series. 

Case  Report 

This  fifty-two-year-old  man  was  admitted  to  the 
hospital  with  a diagnosis  of  extrinsic  carcinoma  of  the 
larynx.  Signs  and  symptoms  of  respiratory  obstruc- 
tion had  been  present  for  two  months  prior  to  ad- 
mission. The  patient  was  scheduled  and  brought  to 
surgery.  Before  the  induction  of  anesthesia  the 
blood  pressure  was  110  systolic  and  70  diastolic. 
The  pulse  rate  was  64  per  minute,  respirations  24. 
A control  electrocardiogram  indicated  a normal  trac- 
ing. At  8: 32  a.m.  induction  of  anesthesia  was  com- 
menced with  nitrous  oxide  and  oxygen,  using  a 4: 1 
mixture.  At  8:50  a.m.  the  patient  was  receiving 
nitrous  oxide,  ether,  and  oxygen  mixture.  Serial 
electrocardiogram  tracings  during  this  period  showed 
an  increase  in  cardiac  rate.  The  patient  was  ex- 
hibiting a rather  prolonged  excitement  stage  and 
disturbing  degrees  of  cyanosis. 

In  order  to  shorten  the  time  interval  of  the  latter 
two  objectionable  elements,  60  units  of  curare 
(d-tubocurarine,  20  units  per  cc.)  were  given  intra- 
venously at  8: 52  a.m.  The  patient  was  noted  to  be 
apneic  shortly  thereafter  and  was  intubated  at  8: 56 
a.m.  An  attempt  to  administer  procaine  intrave- 
nously at  this  time  was  unsuccessful  due  to  vasomotor 
collapse.  At  intubation  the  patient  was  completely 
relaxed.  The  mucous  membrane  was  intensely  cy- 
anotic. No  reaction  to  the  tube  was  noted.  The 
tissues  were  without  tone.  Approximately  one 
minute  after  intubation  100  mg.  of  procaine  were 
given  intravenously.  At  9 : 03  a.m.  the  abdomen  was 
opened,  and  cardiac  massage  begun.  Along  with 
these,  other  heroic  measures  and  stimulant  drugs 
were  tried  in  an  attempt  to  revive  the  patient.  All 
measures  proved  to  no  avail.  It  was  felt  that  this 
patient,  who  had  been  suffering  from  the  effects  of 
chronic  hypoxia,  succumbed  when  subjected  to  a 
bout  of  acute  asphyxia.  No  postmortem  was  done. 

In  the  second  group — those  patients  presenting 
moderately  severe,  severe,  and  spreading  infection 
of  the  oral,  pharyngeal,  and  laryngeal  struc- 
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tures — regardless  of  the  degree  of  patency  of  the 
airway  existing  before  surgery,  it  is  obligatory  that 
preliminary  tracheotomy  be  done.  If  this  is  not 
done,  many  of  these  patients,  because  of  the  loss  of 
conscious  effort  and  relaxation  of  anatomic  struc- 
tures that  occur  during  induction  of  anesthesia, 
will  obstruct  easily  and  some  times  fatally.  Add 
to  this  the  ever-present  hazard  of  severe  laryngo- 
spasm,  a reflexogenic  element  notoriously  promi- 
nent and  sensitized  in  the  presence  of  inflamma- 
tion of  neighboring  structures.  Should  these  dis- 
agreeable complications  not  occur,  the  edema  of 
surgical  manipulation  and  inflammation,  present 
postopera tively,  will  often  encroach  on  the  air- 
way and  will  usually  require  an  emergency  tra- 
cheotomy. The  latter,  for  the  most  part,  are 
done  under  the  most  adverse  conditions.  The 
most  common  surgical  category  exemplifying 
these  hazards  is  Ludwig’s  angina.12 

In  the  third  group  of  our  classification  the  haz- 
ards encountered  embrace  some  elements  de- 
scribed earlier,  plus  those  peculiar  to  the  inciting 
cause.  Primarily,  this  group  comprises  maxillo- 
facial surgery,  necessitated  as  a result  of  severe 
wounds  of  the  head  and  neck.3-13 

Respiratory  obstruction  may  accompany  the 
following  conditions:  (1)  multiple  fractures  of 
the  mandible  with  resultant  malposition  of  the 
tongue,  (2)  presence  of  foreign  bodies  encroach- 
ing on  the  air  passages,  (3)  destructive  wounds  of 
the  base  of  the  tongue,  pharynx,  or  larynx,  (4)  ex- 
tensive soft  tissue  injury  of  facial  and  cervical 
elements  with  spreading  infection,  (5)  destruction 
of  or  injury  to  the  motor  innervation  of  the 
larynx,  and  (6)  penetrating  wounds  of  the  neck 
with  concomitant  injury  to  pleura,  thorax  and 
pneumothorax,  or  mediastinal  emphysema. 

The  challenge  offered  to  surgeon  and  anesthet- 
ist by  some  of  these  problems  at  times  appears 
insurmountable.  The  variable  degree  of  de- 
struction of  vital  upper  respiratory  anatomic 
structures  in  these  patients  magnifies  the  urgency 
and  the  technical  difficulties  confronting  the  sur- 
gical team.  The  existing  infection  or  the  post- 
operative secondary  infection  offers  additional 
dangers  to  all  concerned. 

Many  of  these  patients  will  apparently  have 
adequate  airways  following  their  injury;  never- 
theless, it  is  advocated  to  do  a preliminaiy  tra- 
cheotomy in  all  instances.  The  inherent  pitfalls 
subsequent  to  failure  in  using  tracheotomy  in 
these  patients  are  many  and  varied. 

To  cite  an  example,  the  patient  with  a piece  of 
shrapnel  lodged  and  fixed  near  the  larynx  or  be- 
tween the  tongue  and  the  pharynx  may  show  no 
sign  of  respiratory  distress,  but,  upon  removal  of 
this  foreign  body,  the  injured  and  devitalized  soft 
tissue,  lacking  the  normal  anatomic  support,  may 
collapse  and  fatally  obstruct  the  airway.  The 


potential  danger  of  postoperative  edema  and  in- 
flammatory reaction  compromising  the  airway  in 
these  patients  is  again  mentioned.  In  this  group, 
the  best  results  have  been  obtained  by  doing  a 
tracheotomy  under  local  anesthesia  and  then  fol- 
lowing through  with  transtracheal  general  anes- 
thesia. 

It  should  be  understood  that  tracheotomy  and 
the  use  of  an  endotracheal  tube  in  the  categories 
described  herein  is  not  an  absolute  assurance  of 
an  adequate  airway.  The  lower  airway  must  at 
all  times  be  kept  free  of  mucus  and  hemorraghic 
secretions  that  may  slip  down  past  the  inflated 
cuff  or  that  may  be  formed  in  the  bronchial  struc- 
tures. In  keeping  with  this  consideration,  a sug- 
gestion that  is  believed  to  be  a refinement  in  tech- 
nic is  mentioned.  In  operating  on  these  patients 
the  surgeons  should  be  stationed  at  the  head  end 
of  the  operating  table,  and  the  patient  should  be 
placed  in  a moderate  Trendelenburg  position. 
This  will  help  considerably  in  keeping  anesthetic 
tubing  and  apparatus  out  of  the  surgical  field  and 
will  materially  aid  the  gravitation  of  secretions 
and  blood  from  the  lower  respiratory  tract. 

Summary 

Prophylactic  and  therapeutic  use  of  tracheot- 
omy in  some  major  surgical  conditions  has  been 
presented  with  a view  to  maintaining  an  adequate 
airway  during  all  stages  of  surgery  and  anesthesia. 

The  indications  requiring  tracheotomy  have 
been  reviewed. 

The  pitfalls,  complications,  and  potential  fa- 
talities because  of  failure  to  recognize  the  need  for 
tracheotomy  in  the  face  of  a seemingly  adequate 
airway  have  been  offered. 

It  is  believed  that  these  measures  will  help  in 
protecting  the  life  and  welfare  of  the  patient,  fa- 
cilitate the  difficult  task  of  surgery,  and  aid  in  the 
conduct  of  physiologic  anesthesia. 

Discussion 

Harold  F.  Bishop,  M.D.,  Valhalla. — Dr.  Friscia  is 
to  be  congratulated  for  re-emphasizing  the  impor- 
tance of  employment  of  tracheotomy  as  a means  of 
a more  adequate  control  of  the  airway  for  operations 
in  and  about  the  upper  respiratory  tract. 

In  the  past,  tracheotomy  has  been  considered 
more  or  less  as  a life-saving  procedure  which  was 
carried  out  when  mechanical  obstruction  of  the  air- 
way had  developed  to  an  advanced  degree.  In  this 
capacity  it  has  often  proved  to  be  a heroic,  futile 
endeavor.  As  Dr.  Friscia  has  pointed  out,  emphasis 
should  be  placed  on  the  utilization  of  tracheotomy 
as  a prophylactic  means  of  maintaining  the  airway. 
Trauma,  infection,  and  malignant  lesions  located 
about  the  upper  airway  may  seriously  distort  the 
respiratory  tract  by  edema,  swelling,  and  loss  of  ana- 
tomic structure.  In  the  presence  of  such  surgical 
lesions  it  often  may  be  advisable  to  perform  tracheot- 
omy prior  to  operation,  particularly  if  the  contem- 
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plated  surgery  is  to  be  extensive  and  radical  in  na- 
ture. 

Frequently,  it  may  become  necessary  to  employ 
tracheotomy  in  certain  problems  of  resuscitation,  and 
here  again  it  should  be  regarded  as  a measure  that  is 
carried  out  early  in  the  course  of  treatment.  In 
dealing  with  anterior  poliomyelitis  of  the  bulbar 
type,  the  swallowing  and  cough  mechanisms  are 
disturbed  to  such  a degree  that  it  becomes  difficult 
to  keep  the  respiratory  tract  free  from  secretions. 
In  such  patients  during  the  past  season  it  has  been 
observed  that  tracheotomy,  performed  shortly  after 
admission  to  the  hospital,  has  been  of  immeasurable 
value  in  the  management  of  these  patients  while 
they  are  confined  to  the  Drinker  respirator.  A rub- 
ber tube  has  been  attached  to  the  tracheotomy  open- 
ing and  led  to  the  outside  of  the  respirator  through 
the  rubber  collar.  Such  an  arrangement  provides 
for  a means  of  oxygenation  and  frequent  tracheal 
aspirations  without  interrupting  the  action  of  the 
respirator. 

During  the  past  year  tracheot  omy  has  been  carried 
out  on  ten  occasions  in  dealing  with  the  resuscita- 
tion of  patients.  This  group  includes  six  patients 
with  bulbar  poliomyelitis^  one  patient  with  barbit- 
urate poisoning,  vomiting,  tracheal  aspiration,  and 


laryngeal  edema;  one  patient  with  myasthenia 
gravis  in  crisis;  one  patient  with  laryngitis  and 
edema  following  intubation,  and  one  patient  with 
thoracic  transverse  myelitis  who  developed  massive 
pulmonary  atelectasis.  The  results  in  these  ten  pa- 
tients have  been  gratifying,  and  for  this  reason  we 
will  continue  to  recommend  early  tracheotomy  in 
similar  instances. 
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USE  OF  INTRAVENOUS  QUINIDINE  DURING  CLINICAL  ANESTHESIA 
FOR  TREATMENT  OF  ACUTE  ARRHYTHMIAS 

Vincent  J.  Collins,  M.D.,  New  York  City 

{From  the.  Department  of  Anesthesiology,  St.  Vincent's  Hospital) 


THE  PROBLEM  of  cardiac  arrhythmia 
presents  itself  to  all  anesthetists  at  one  time 
or  another.  The  clinical  recognition  of  arrhyth- 
mias, particularly  with  cyclopropane,  occurs  in 
about  7 to  10  per  cent  of  the  cases,  according 
to  Taylor.1  Actually,  with  cyclopropane  ar- 
rhythmias occur  in  about  48  per  cent  of  the 
cases,  as  shown  by  the  electrocardiographic 
studies  of  Kurtz.2  Fortunately,  most  are  not 
serious,  but  they  may  be  converted  to  serious 
disorders  of  rhythm.  Very  often  the  develop- 
ment of  an  arrhythmia  may  turn  the  balance 
agalinst  a patient  undergoing  major  surgery. 
For  instance,  it  has  been  shown  that  auricular 
fibrillation  may  decrease  the  cardiac  output 
35  to  40  per  cent,  while  gas  studies  show  that  a 
less  efficient  cardiorespiratory  function  exists 
during  arrhythmia.3-4  On  the  other  hand,  res- 
toration of  an  arrhythmia  to  a normal  mechanism 
increases  cardiorespiratory  function  and  also 
increases  vital  capacity.6 

To  control  arrhythmias,  various  measures 
have  been  utilized.  Francois-Franck  used  co- 
caine derivatives  intravenously  to  control  dis- 
orders of  rhythm.6  Beck  employed  the  epi- 
cardial  application  of  procaine  and  Metycaine 
to  control  arrhythmias  during  thoracic  surgery.7 
This  same  technic  was  shown  by  Mautz  to  raise 
the  resistance  of  the  heart  to  the  development 
of  disordered  rhythm.8  Electric  countershock 
has  also  been  employed  to  control  ventricular 
fibrillation  by  both  Beck  and  by  Fauteux.9'11 
Milowsky  and  Rovenstine  recommend  ether  to 
control  the  abnormalities  of  rhythm  occurring 
during  cyclopropane  anesthesia.12  Burstein  re- 
ported the  use  of  intravenous  procaine  to  control 
cyclopropane  arrhythmias  in  dogs  and  showed 
the  value  of  this  drug  for  the  treatment  of  acute 
arrhythmias  in  man.13-14  Until  the  present 
time,  this  has  been  the  most  efficacious  procedure. 

Although  W'iggers  found  that  procaine  ad- 
ministered to  dogs  raised  the  resistance  of  the 
ventricles  to  fibrillation,  he  found  no  instance 
in  which  the  heart  became  entirely  refractory 
to  fibrillation.16  Fauteux  also  found  experi- 
mentally that  procaine  could  not  always  prevent 
fibrillation  when  given  intravenously.11  This 
worker  recommended  the  injection  of  procaine 
into  the  auricular  appendage,  and  when  combined 
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with  electrical  countershock,  plus  cooling  of  the 
myocardium,  there  was  a greater  success  in  the 
restoration  of  regular  cardiac  activity. 

Many  anesthesiologists  have  also  experienced 
clinical  failure  of  procaine  to  restore  regular 
cardiac  rhythm.  In  view  of  this  and  the  experi- 
mental work  above,  we  chose  quinidine  as  a 
drug  to  be  given  intravenously  for  the  control 
of  arrhythmias.  Since  the  trials  in  man  have 
been  successful  in  treating  disordered  rhythms 
occurring  during  anesthesia,  a program  of  pro- 
phylactic oral  administration  of  quinidine  is 
now  being  carried  out  as  a part  of  preanesthetic 
medication  whenever  cyclopropane  is  to  be  ad- 
ministered and  will  be  reported  at  a later  date. 

Method  and  Material 

The  technic  and  results  in  treating  acute 
arrhythmias  with  intravenous  quinidine  are 
herewith  presented.  A 1 per  cent  quinidine 
sulfate  solution  in  distilled  water  was  first  em- 
ployed. Since  this  is  the  limit  of  solubility  of 
this  salt,  a more  soluble  preparation  was  desired. 
Quinidine  lactate  is  such  a salt  and  has  been 
found  to  be  equally  effective  as  the  sulfate  salt 
compound.*  The  technic  consists  in  the  in- 
jection of  from  0.2  to  0.4  Gm.  of  the  quinidine 
lactate  intravenously  as  soon  as  a disorder  of 
rhythm  is  diagnosed. 

Records  on  the  first  25  cases  so  treated  during 
anesthesia  induced  for  a variety  of  surgical 
procedures  were  analyzed  and  form  the  basis  of 
this  report.  The  disordered  rhythms  were 
diagnosed,  entirely  on  clinical  grounds  and  were 
situations  where  procaine,  which  would  ordinarily 
have  been  used,  was  not  used,  except  in  two  in- 
stances. These  arrhythmias  included  tachy- 
cardia, extrasystoles,  bigeminal  rhythm,  and 
complete  dysrhythmia.  In  all  cases  quinidine 
was  beneficial.  Improvement  in  rhythm  was 
evident  within  five  minutes,  and  complete  res- 
toration to  regularity  was  usually  observed 
within  eleven  minutes.  The  anesthetic  agents 
employed  in  the  25  cases  were  as  follows:  ether 
oxygen,  seven;  cyclopropane  oxygen,  14;  cyclo- 
propane-oxygen-ether mixture,  one,  and  pento- 
thal,  three. 

Of  these  anesthetic  procedures  it  is  noted  that 
arrhythmias  developed  during  pentothal  anes- 


* Quinidine  lactate  was  furnished  through  the  courtesy 
of  Eli  Lilly  and  Company  for  investigational  use. 
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thesia  in  three  cases.  Two  of  these  anesthetics 
were  administered  for  eye  enucleations,  while  the 
third  was  for  laminectomy  of  the  fourth  to 
seventh  thoracic  vertebrae.  It  is  presumed  that 
the  operative  procedure  itself  acted  as  the  initiat- 
ing factor  in  these  cases,  not  necessarily  the  anes- 
thetic agent.  Primary  interest,  however,  is 
with  the  cases  receiving  cyclopropane.  In 
two  of  these  cases,  the  use  of  procaine  failed  to 
restore  cardiac  rhythm  to  normal  within  the  time 
usually  allotted  for  such  action,  this  generally 
being  less  than  two  minutes,  but  quinidine 
lactate  was  effective.  Two  cases  are  summarized 
here,  together  with  a third  case  for  which  electro- 
cardiographic tracings  are  available. 

Case  Reports 

Case  1. — E.  D.,  a thirty-year-old  married  woman 
with  an  acute  abdominal  condition,  came  to  the  oper- 
ating room  for  emergency  operation.  The  preopera- 
tive diagnosis  was  ruptured  ectopic  pregnancy.  Tem- 
perature was  100.6  F.,  pulse  88  and  regular,  and  res- 
pirations 22.  Induction  and  maintenance  of  anes- 
thesia was  with  cyclopropane  and  oxygen.  Eight 
minutes  after  start  of  anesthesia  a coupled  rhythm 
developed  with  a rate  of  140  per  minute.  Procaine, 
100  mg.  intravenously,  was  given  rapidly  as  soon  as 
the  diagnosis  was  made.  Little  effect  was  noticed, 
and  in  five  minutes  another  80  mg.  of  procaine  was 
administered  intravenously.  In  the  next  five  minutes 
rhythm  became  totally  irregular,  whereupon  0.3  Gm. 
of  quinidine  lactate  was  injected  intravenously. 
In  seven  minutes  rhythm  was  regular,  and  in  ten 
minutes  rate  was  88  per  minute.  Throughout  the 
remaining  seventy-five  minutes  of  surgery,  rhythm 
remained  regular,  although  cyclopropane  was  con- 
tinued even  to  a depth  where  controlled  respiration 
was  used. 

Case  2. — J.  T.,  a thirty-seven-year-old  woman 
with  a diagnosis  of  active  pulmonary  tuberculosis, 
submitted  to  right  pneumonectomy.  Preanesthetic 
medication  consisted  of  oral  Seconal,  0.1  Gm.  two 
hours  preoperatively,  and  subcutaneous  Demerol, 
75  mg.  with  0.4  mg.  of  scopolamine  seventy-five 
minutes  preoperatively.  Induction  with  cyclo- 
propane was  smooth  and  rapid.  Further  anesthesia 
then  consisted  of  an  ether-cyclopropane  mixture. 
Intubation  was  attempted  under  vision  with  Mc- 
Intosh laryngoscope,  but  exposure  was  poor  and 
hence  a number  35  French  Magill  catheter  was  intro- 
duced by  blind  nastrotracheal  technic.  Pharynx 
was  packed,  and  a closed  to-and-fro  carbon 
dioxide  absorption  system  was  set  up  with  the 
patient  in  the  left  lateral  position.  Surgery  began 
twenty  minutes  after  start  of  anesthesia.  Respira- 
tions were  compensated  throughout  most  of  the 
procedure.  One  hour  after  surgery  began,  a dys- 
rhythmia was  detected  and  a fall  in  blood  pressure 
noted.  Procaine,  90  mg.,  was  given  intravenously 
and  a second  dose  of  100  mg.  injected  in  five  min- 
utes. Pulse  rate  was  between  120  and  180  and 
rhythm  completely  irregular.  Observation  of  the 
heart  at  this  time  showed  the  auricles  to  be  fibrillat- 
ing  and  the  ventricles  to  be  responding  irregularly. 


Surgery  was  suspended.  Because  nine  minutes  had 
elapsed  since  the  first  injection  of  procaine  without 
improvement,  0.3  Gm.  of  quinidine  sulfate  was 
given  intravenously  and  0.1  Gm.  intramuscularly. 
Rhythm  improved  and  was  completely  regular  in  six 
minutes  although  rate  was  rapid.  At  the  end  of 
eleven  minutes  tachycardia  disappeared,  and  rhythm 
was  completely  regular,  although  cyclopropane  was 
continued  as  needed. 

Case  3.- — E.  A.,  a twenty-nine-year-old  woman, 
arrived  in  the  operating  room  for  myomectomy. 
She  received  morphine  sulfate  10  mg.  and  scopol- 
amine 0.4  mg.  subcutaneously  one  and  a half  hours 
before  anesthesia.  Induction  and  maintenance  of 
anesthesia  were  with  cyclopropane  and  oxygen,  and  a 
closed  to-and-fro  carbon  dioxide  absorption  system 
was  employed.  A tachycardia  developed  about  fif- 
teen minutes  after  the  start  of  anesthesia,  while  the 
surgeon  was  doing  a preliminary  dilatation  and 
curettage.  Electrocardiographic  equipment  was 
arranged  and  tracings  made.  The  anesthesia  was 
lightened  so  that  airway  had  to  be  removed,  and 
tachycardia  disappeared;  occasional  extrasystoles 
remained.  As  soon  as  anesthesia  was  deepened  to 
second  plane  of  stage  III  anesthesia,  a tachycardia 
developed  which  was  replaced  by  a continuous  run 
of  ventricular  extrasystoles.  At  this  point  0.25 
Gm.  of  quinidine  lactate  was  administered  intra- 
venously. Tracings  were  made  every  thirty  sec- 
onds. At  the  end  of  three  minutes,  only  occasional 
extrasystoles  were  present,  and  a completely  regu- 
lar rhythm  supervened  in  four  and  a half  minutes 
at  a rate  of  100  beats  per  minute.  At  the  end  of  five 
minutes  the  rate  was  72  beats  per  minute.  No  ab- 
normalities of  rhythm  were  further  noted,  even 
though  deep  cyclopropane  anesthesia,  accompanied 
by  controlled  respiration,  was  used  for  peritoneal 
closure. 

Discussio‘n 

Originally, , it  appeared  from  clinical  observa- 
tion that  ‘quinidine  administered  intravenously 
was  effective  in  about  ten  to  twelve  minutes. 
However,  examination  of  the  electrocardiographic 
tracings  reveals  that  many  rhythms  are  reverted 
to  normal  in  four  to  six  minutes.  Frequently  a 
tachycardia,  similar  to  the  paradoxic  tachy- 
cardia following  the  slowing  of  an  auricular 
fibrillation,  develops  and  lasts  for  one  to  three 
minutes.16 

No  untoward  cardiovascular  reactions  have 
been  noted  at  the  time  of  administration,  and  in 
fact  there  has  been  improvement  with  elevation 
of  the  systolic  blood  pressure.  Neither  has 
respiratory  depression  or  bronchospasm  been 
seen  in  the  cases  treated.  No  instances  of  idio- 
syncrasy have  been  detected  in  a careful  post- 
operative follow-up. 

The  use  of  quinidine,  particularly  its  intra- 
venous administration,  has  been  avoided  by 
many  physicians  because  of  its  reputed  marked 
toxicity.  Much  of  this  feeling  has  apparently 
developed  on  theoretic  grounds,  especially  in 
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relation  to  patients  with  chronic  auricular  fibrilla- 
tion. The  most  feared  reaction  is  that  of  em- 
bolism. For  this  to  happen  auricular  fibrillation 
must  have  existed  for  some  time  in  order  that  a 
thrombus  form.  Stroud  and  Laplace  state 
that  the  incidence  of  embolic  phenomenon  in 
chronic  auricular  fibrillation  is  no  greater  with 
quinidine  than  with  digitalis.17  Marvin  reports 
that  embolic  episodes  are  definitely  less  when 
quinidine  is  used  than  when  no  drug  is  admin- 
istered.18 Likewise  the  report  by  McMillan 
in  which  patients  with  chronic  auricular  fibrilla- 
tion were  treated  with  quinidine  shows  that 
serious  side  reactions  to  quinidine  are  few.6 
In  other  words,  it  appears  that  toxic  reactions 
to  quinidine  have  actually  been  overrated  and  a 
useful  drug  has  been  neglected.  Furthermore, 
the  arrhythmias  developing  during  anesthesia 
are  acute,  and  hence  thrombus  formation  is 
minimal  or  unlikely.  The  precipitation  of 
ventricular  fibrillation  by  quinidine  is  a possible 
hazard.  However,  quinidine  is  actually  indicated 
for  breaking  the  mechanism  of  paroxysmal  ventric- 
ular fibrillation.16 

Summary 

Quinidine  preparations  have  been  found  effec- 
tive clinically  in  treating  disorders  of  cardiac 


rhythm  occurring  during  anesthesia  especially 
with  cyclopropane.  A highly  soluble  salt,  quini- 
dine lactate,  has  been  tested  and  found  to  possess 
the  same  activity  as  the  sulfate  salt.  A program 
of  preanesthetic  medication  with  oral  quinidine 
is  being  carried  out  as  a prophylaxis  against  the 
development  of  arrhythmias. 
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6.597  DOCTORS  ADDED  TO  MEDICAL  PROFESSION  IN  1948 


Doctors  entering  the  ranks  of  the  medical  profes- 
sion in  1948  number  6,597,  according  to  the  47th 
annual  report  of  the  American  Medical  Association 
Council  on  Medical  Education  and  Hospitals.  The 
figures  show  that  3,230  doctors  in  this  country  died 
in  1948.  The  net  increase  in  the  physician  popula- 
tion of  the  United  States  during  1948  was  3,367. 

Medical  examining  boards  of  the  48  states  and  of 
the  District  of  Columbia,  Alaska,  Hawaii,  and 
Puerto  Rico  issued  13,551  licenses  to  practice  medi- 
cine during  1948.  Of  this  number,  94  per  cent  went 
to  graduates  of  approved  medical  schools,  5,967  were 
granted  after  examination,  and  7,584  were  granted 
by  reciprocity  and  endorsement  of  state  licenses  or 
the  certificate  of  the  National  Board  of  Medical 
Examiners.  The  number  of  licenses  issued  in  1948, 
as  in  two  previous  years,  was  greater  than  in  any 
prewar  year.  Although  in  1948  there  were  892  fewer 
licenses  registered  than  in  1947,  there  were  increases 
recorded  in  22  states,  nearly  all  rural.  The  greatest 
number  of  licenses  in  1948  were  issued  in  California, 


1,751.  New  York  licensed  1,385,  and  Illinois  licensed 
749.  More  than  500  physicians  were  licensed  in 
Ohio,  Pennsylvania,  and  Texas,  and  no  state 
licensed  fewer  than  25. 

Candidates  appearing  before  medical  examining 
boards  numbered  6,560,  of  whom  5,840  passed  and 
720  failed.  The  candidates  represented  70  approved 
medical  schools  of  the  United  States,  nine  approved 
schools  of  Canada,  four  medical  schools  in  the 
United  States  now  extinct,  107  faculties  of  medicine, 
and  three  licensing  corporations  of  other  countries, 
five  unapproved  institutions,  and  six  schools  of 
osteopathy.  The  greatest  percentage  of  failures 
represented  three  groups:  foreign  schools,  unap- 
proved schools,  and  schools  of  osteopathy.  In  these 
groups  51.5,  42.7,  and  37.8  per  cent,  respectively, 
failed.  From  the  United  States  approved  schools 
there  were  3.3  per  cent  who  failed,  as  did  16.5  per 
cent  of  the  Canadian  graduates  and  6.7  per  cent  of 
the  graduates  of  extinct  schools. — J.A.M.A.,  May 
21, 1949 


THE  RECOGNITION  AND  MANAGEMENT  OF  CARDIAC  AND 
CIRCULATORY  EMERGENCIES  DURING  ANESTHESIA 

S.  R.  Masiello,  M.D.,  and  A.  A.  Lombardi,  M.D.,  New  York  City 

{From  the  Departments  of  Anesthesia  and  Medicine,  New  York  Medical  College  and  Flower  and 
Fifth  Avenue  Hospitals) 


THE  onset  of  acute  cardiac  or  circulatory 
emergencies  during  the  course  of  an  anes- 
thesia is  a not  too  infrequent  occurrence.  The 
very  nature  of  such  accidents  demands  early 
diagnosis  and  treatment  which,  at  times,  if 
incorrect,  may  be  of  equal  harm  to  the  patient. 
Unfortunately,  there  is  an  understandable 
tendency  whereby  the  anesthetist  may  become 
respiration  conscious  to  a point  that  relegates 
a patient’s  cardiocirculatory  status  to  one  of 
secondary  importance.  Admittedly,  there  is  a 
distinct  disadvantage  to  these  emergencies 
when  we  couple  the  facts  of  an  unconscious 
patient,  lack  of  subjective  symptoms,  and 
technical  diagnostic  facilities  with  that  of  con- 
comitant surgery  which  may  or  may  not  be 
discontinued.  Since  it  is  assumed  that  these 
accidents  definitely  fall  in  the  sphere  of  the 
anesthesiologist,  the  thought  is  entertained 
that  some  help  may  be  derived  from  a review 
of  the  subject.  Consideration  therefore  is 
directed  toward  the  following  points:  choice 
of  anesthesia,  so-called  nonacute  states,  re- 
flex cardiac  and  circulatory  accidents,  acute 
cardiac  emergencies,  and  treatment. 

Choice  of  Anesthesia 

A full  review  of  this  topic  is  beyond  the 
scope  of  this  discussion.1  However,  a few 
comments  do  seem  pertinent. 

Cardiologists  and  most  anesthetists  agree 
that  ether  is  usually  the  agent  of  choice  in 
cardiac  patients.2  This  is  mentioned  by  way 
of  remarking  on  a less  widely  held  technic, 
i.e.,  an  attempt  to  evaluate  a cardiac  status  in 
terms  of  cyclopropane  anesthesia.  One  may 
concede  its  use  for  induction  in  most  cases  ex- 
cept perhaps  the  severe  cardiac.  However,  its 
continued  use  is  not  justified  in  the  face  of 
minor  deviations  in  pulse  and  blood  pressure. 
The  transition  from  such  minor  infractions  on 
circulation  to  those  of  major  proportions  can 
be  extremely  rapid  in  patients  with  an  already 
pathologic  circulatory  system.  Since  we  can 
safely  assume  that  the  highest  incidence  of 
accidents  will  occur  in  established  cardiacs, 
it  seems  definitely  unwarranted  to  submit 
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these  patients  to  a possibility  not  beyond  some 
control  of  the  anesthetist. 

Similar  comments  are  applicable  to  entities 
other  than  strict  cardiacs,  but  it  is  thought  best 
to  mention  these  in  discussing  the  specific 
problems. 

Nonacute  States 

This  group  has  reference  to  four  main 
points:  extrasystole,  bradycardia,  tachycar- 

dia, and  sustained  hypertension  or  hypoten- 
sion. Conceivably,  one  could  be  inclined  to 
discard  these  alterations  as  unimportant  since 
they  infrequently  result  in  serious  pathology. 
On  the  other  hand,  neglect  to  observe  the 
above-mentioned  irregularities  will  not  fac’li- 
tate  the  ability  to  diagnose  arrhythmias  or  acci- 
dents of  serious  consequence. 

Extrasystole. — Recognition  is  simple.  Of 
importance  is  the  fact  that  extrasystoles  are 
due  to  a focus  of  irritation  and  may  well  be 
forerunners  of  major  pathology.  The  com- 
monest causes  during  inhalation  anesthesia  are 
hypoxia  and  cyclopropane.  Correction  of  the 
former  isxarely  difficult.  In  the  case  of  cyclo- 
propane, addition  or,  if  necessary,  substitution 
of  ether  usually  suffices  to  correct  the  arrhyth- 
mia.3 If  the  condition  persists,  then  the  pos- 
sibility of  more  profound  pathology  should  be 
constantly  entertained. 

Bradycardia. — In  the  normal  patient  a 
pulse  of  sixty  or  less  should  constitute  brady- 
cardia. If  associated  with  a transient  hyper- 
tension, it  may  indicate  a compensatory  phase 
of  circulation.  If  alone,  however,  bradycardia 
is  best  considered  as  vagal  in  origin,  resulting 
either  from  parasympathomimetic  drugs  or  re- 
flex stimulus.  The  former  is  usually  relieved 
by  a change  of  agent  plus  atropine  intrave- 
nously, Vioo  to  Vso  grain.  Bradycardia  due 
to  reflex  stimulus  may  be  more  persistent, 
although  treatment  is  the  same.  Beyond 
this  point,  continuation  of  a slow  pulse  de- 
mands consideration  of  heart  block. 

Tachycardia. — It  is  less  simple  to  determine 
when  a pulse  reaches  this  category  so  that 
individualization  becomes  necessary.  We  are 
not  concerned  here  with  the  shock  picture  but 
only  with  a simple  tachycardia  whose  impor- 
tance lies  in  the  associated  factor  of  a myocar- 
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dium  suffering  insult.  Etiology  and  treat- 
ment can  be  listed  as  follows: 

Etiology  Treatment 


1. 

Anesthetic  agent 

1. 

Change  drug  em- 
ployed 

2. 

Light  anesthesia 

2. 

Proper  depth  of  an- 

wath sympathetic 
stimulation 

esthesia 

3. 

Excess  carbon  diox- 

3. 

Correct  obstruction, 

ide 

acidosis,  or  ineffi- 
cient filter 

4. 

Prolonged  deep  an- 

4. 

Lighten  plane  of  an- 

esthesia 

esthesia  if  possible. 
Use  curare. 

5. 

Thyrotoxicosis 

5. 

Gynergin,  0.5  mg., 
intravenously.4  Ter- 
minate surgery  if 

necessary. 

6. 

Hypoxia 

6. 

Adequate  oxygen 

7. 

Fluid  loss  (not 
blood) 

7. 

Saline  infusion 

Morphine  sulfate,  J/6 

to 

Vio  grain  intrave- 

nously,  has  been  claimed  efficient  in  controlling 
a tachycardia.  We  hesitate  to  recommend 
its  empiric  use  in  this  manner,  much  the  same 
as  we  do  any  drug  during  a state  of  disturbed 
physiology. 

Sustained  Hypertension  and  Hypotension. — 

A sustained  progressive  rise  in  pressure,  es- 
pecially in  the  older  age  group,  entails  the  pos- 
sible complication  of  cerebral  accidents.  It 
also  creates  a difficult  operative  field  because 
of  excessive  bleeding  and  in  brain  surgery  can 
produce  severe  enough  intracranial  pressure  to 
prohibit  surgery.  Commonest  causes  and 
treatment  include  the  following: 


Cause  Treatment 


1. 

Agent — cyclopro- 

1. 

Substitute  or  add 

pane  especially 

ether 

2. 

Excess  carbon  diox- 

2. 

Correct  obstruction, 

ide 

change  filter,  combat 
acidosis 

3. 

Light  anesthesia 

3. 

Proper  depth  of  an- 
esthesia 

4. 

Hypoxia 

4. 

Insure  adequate 
oxygen 

5. 

Thyrotoxicosis 

5. 

Gynergin.  Termin- 
ate surgery  if  neces- 

sary. 

Hypotension  is  not  a common  complication 
if  shock  and  reflex  activity  are  excluded.  It  is 
no  less  important,  however,  because  of  the  sub- 
sequent hypoxia  and  possible  postoperative 
thrombosis.  One  may  anticipate  its  occur- 
rence and  employ  therapy  as  follows:  (1) 
Hypotension  due  to  Avertin  should  be  followed 
with  oxygen,  saline  infusion,  and  Neosyneph- 
rine.6  (2)  Fluid  loss  from  perspiration  should 
be  treated  with  saline  infusion. 

Reflex  Cardiac  and  Circulatory  Accidents 

Undoubtedly,  reflex  accidents  produce  more 
cardiac  and  circulatory  derangements  during 


anesthesia  than  any  other  single  causative 
factor.  An  awareness  of  the  possibility  of 
such  reflex  activity  constitutes  an  integral  part 
of  efficient  anesthesia.  Obviously,  recognition 
of  the  entity  is  facilitated  primarily  by  con- 
sidering the  area  involved,  and  on  this  basis 
most  discussions  of  reflex  activity  have  anat- 
omic designation. 

Head  and  Neck. — Vago- vagal  and  carotid 
sinus  reflexes  are  the  prime  offenders  from  this 
area  of  the  body. 

Vago-vagal  reflexes  may  be  initiated  by  sur- 
gical or  anesthetic  manipulation.6  One  should 
bear  in  mind  that  light  anesthesia  enhances 
the  occurrence  of  the  vago-vagal  syndrome 
which  is  often  associated  with  endotracheal 
technic.  I,t  is  advised  especially  that  extuba- 
tion  be  done  slowly  and  not  during  light  anes- 
thesia. Further,  if  by  chance  a vagotonic 
element  in  the  patient  is  known  to  exist  be- 
forehand, then  the  use  of  parasympathomim- 
etic drugs  is  ill  advised,  and  adequate  atropi- 
nization  is  recommended  in  premedication. 

Symptomatically  the  syndrome  may  exhibit 
itself  in  varying  degrees  of  intensity  involving 
respiration  and  circulation.  The  most  com- 
mon noted  are  a sudden  onset  of  respiratory 
difficulty  progressing  to  apnea,  cyanosis,  slow 
to  absent  pulse,  dilated  pupils,  and  low  or  absent 
blood  pressure,  or  an  extremely  rapid  onset 
of  bradycardia  and  cardiac  standstill.  In  the 
first  mentioned,  treatment  should  include 
the  following:  (1)  artificial  respiration,  (2) 

atropine,  Vso  to  Vv6  grain,  intravenously,  (3) 
removal  of  stimulus  (except  for  endotracheal 
tube),  (4)  caffeine  sodium  benzoate,  7V2 
grains,  and  (5)  curare,  1 to  3 cc.,  may  be  con- 
sidered as  a final  therapeutic  means. 

The  second  type  with  cardiac  standstill  of- 
fers greater  difficulty.  Atropine  or  curare  is  of 
little  value.  Artificial  respiration  should  be 
instituted  and  cardiac  resuscitation  contem- 
plated immediately. 

Carotid  sinus  reflexes  may  be  initiated  in 
somewhat  similar  fashion.7  The  commonly 
ascribed  causes  include  pressure  or  traction 
as  from  surgical  retractors  and  anesthetic 
head  straps.  Not  infrequently,  these  pa- 
tients may  be  known  to  have  a hypersensitive 
sinus  preoperatively,  and  what  has  been  said 
about  vago-vagal  reflexes  in  this  light  is  ap- 
plicable here.  Ability  to  block  the  sinus  with 
procaine  offers  a distinct  advantage,  however.8 
Occurrence  during  anesthesia  is  recognized  in 
two  types:  one  with  slow  pulse  and  low  pres- 
sure, the  second  with  a precipitous  drop  in 
pressure.  Treatment  consists  of  removal  of 
the  stimulus,  atropine  intravenously,  and 
curare.8 


July  1,  1949] 


EMERGENCIES  DURING  ANESTHESIA 


1559 


Thoracic. — During  intrathoracic  surgery  the 
onset  of  vagovagal  reflexes,  as  discussed 
above,  constitutes  the  foremost  accident  to 
anticipate.9  The  higher  incidence  of  pul- 
monary surgery  naturally  creates  a relatively 
greater  occurrence  of  these  accidents  during 
such  procedures.  Consequently,  cardiac  re- 
suscitation is  most  often  reported  in  connec- 
tion with  pulmonary  surgery,  and  a few  per- 
tinent comments  seem  justifiable.  Resusci- 
tation should  be  instituted  immediately  in 
the  face  of  cardiac  standstill,  artificial  respira- 
tion being  part  and  parcel  of  the  procedure; 
procaine  seems  indicated  only  if  and  when 
spontaneous  action  returns  and  especially  if 
it  be  fibrillatory  in  nature;  adrenalin  and 
analeptics  have  not  yet  been  proved  advan- 
tageous.10-11 

Cardiac  surgery  is  almost  a distinct  entity 
as  far  as  the  problem  of  reflex  activity  is  con- 
cerned.12-13 What  has  been  said  above  is  ap- 
plicable, but,  in  addition,  some  unusual  syn- 
dromes have  resulted  from  cardiac  manipula- 
tion. Palpation  of  the  myocardium  during 
cardiopericardiopexy  has  been  known  to  cause 
a complete  absence  of  blood  pressure  which 
seems  best  attended  by  Paredrine.14  Ligation 
of  a patent  ductus  may  be  accompanied  by  a 
marked  change  in  pulse  pressure.  The  litera- 
ture is  continuously  adding  facts  to  this  rela- 
tively new  anesthetic  problem  in  surgery  for 
congenital  cardiac  defects  which  is  a distinct 
challenge  to  the  surgeon  and  anesthetist. 

Sympathectomy  for  hypertension  is  best 
considered  here  also.  The  first  stage  of  this 
procedure  is  not  often  associated  with  any 
difficulty.  The  second  stage,  however,  is 
commonly  associated  with  a great  fall  in  pres- 
sure on  section  of  the  chain.  Vasoconstrictors 
and  fluid,  preferably  blood  or  plasma,  are  es- 
sential in  combating  this  fall.  One  ampule 
of  Neosynephrine  in  500  cc.  of  saline  may  be 
used,  and  usually  it  is  best  to  have  this  avail- 
able on  a Y tube  setup  with  normal  saline  to 
insure  an  intravenous  route.  Blood  can  then 
be  immediately  placed  on  the  infusion  stand. 

Abdominal. — Traction  reflexes  is  the  term 
usually  applied  to  those  arising  in  the  abdomen, 
and,  of  these,  the  coeliac  plexus  reflex  is  the 
foremost.16  It  may  be  due  to  traction  or  pres- 
sure and  is  recognized  by  a sudden  unexplain- 
able fall  in  blood  pressure,  slow  or  absent  pulse, 
and  ashen-gray  color.  Removal  of  the  stimu- 
lus should  be  the  first  consideration.  Further 
therapy  cannot  be  set  forth  with  certainty 
except  perhaps  for  splanchnic  blocks,  easily 
done  intra-abdominally.16  One  may  also  try 
prostigmine,  atropine,  or  curare  intravenously. 

Rapid  gastric  dilatation  can  initiate  a vagal 


reflex  associated  with  coronary  spasm  and  car- 
diac arrest.17  A similar  picture  is  observed 
with  severe  pulmonary  embolus.  One  should 
note  that  this  differs  from  the  vago-vagal 
type  of  reflex  which  affects  the  conducting 
mechanism  of  the  heart. 

The  syndrome  of  rapid  gastric  dilatation 
may  result  from  an  anesthesia  accompanied 
by  obstruction  and  increased  pressure  or 
even  from  an  apnea  technic  without  intubation. 
Fortunately  it  flashes  a storm  warning — rigid 
abdominal  musculature  despite  otherwise  ad- 
equate depth  of  anesthesia — and  this  is  most 
important.  Other  symptoms  include:  ashen- 
grey  cyanosis,  rapid  feeble  pulse,  and  drop  in 
blood  pressure. 

Management  of  this  emergency  is  simple 
but  must  be  rapid.  It  consists  of  insertion  of  a 
large  stomach  tube  to  deflate  the  stomach. 
Atropine,  V50  to  V75  grain,  may  be  given  intra- 
venously to  offset  vagal  action. 

A good  many  other  reflex  effects  on  circula- 
tion may  also  be  instigated  in  the  abdomen, 
and  a brief  enumeration  is  deemed  advisable. 

1.  Traction  or  pressure  in  the  pelvis  or 
perineum  may  produce  effects  parasympathetic 
in  nature  with  a fall  in  pressure.  Treatment 
involves  removal  of  the  stimulus  and  atropine. 

2.  Sudden  removal  of  a large  tumor  or 
fluid  mass  may  cause  a shocklike  picture  and 
is  best  treated  with  fluids  intravenously. 

3.  Clamping  or  ligation  of  large  vessels 
may  give  rise  to  a shocklike  syndrome.  The 
picture  is  transient  and  responds  to  supportive 
therapy. 

4.  Removal  of  adrenal  medulla  tumors, 
pheochromocytomas,  is  attended  by  a severe 
fall  in  pressure  which  is  preceded  by  a marked 
rise  during  manipulation.  Choice  of  anes- 
thesia has  no  relation  to  the  outcome.  Treat- 
ment consists  of  vasoconstrictors  in  large 
doses  and  blood  or  plasma. 

Miscellaneous 

1.  Extremities. — Release  of  a tourniquet, 
especially  on  the  lower  limbs,  may  precipitate 
a marked  fall  in  pressure,  rapid  pulse,  and  a 
cold,  clammy  patient.  Treatment  is  sup- 
portive, oxygen  and  fluids  primarily. 

2.  Position. — Postural  changes  causing  cir- 
culatory derangements  are  well-known  en- 
tities.18 The  commonest  occur  with  the  use  of 
a kidney  rest  or  gallbladder  brace.  The  onset 
is  rapid,  and  one  sees  a low  or  absent  pressure, 
weak  pulse,  and  an  ashen-gray  or  cyanotic 
patient.  Removal  of  the  elevated  rest  usually 
suffices  but  may  be  supplemented  with  atro- 
pine intravenously. 

3.  Peripheral  Dilatation. — This  is  an  un- 
usual picture,  the  true  cause  of  which  is  un- 
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known,  since  it  has  been  observed  with  more 
than  one  type  of  inhalation  agent  and  with  or 
without  obvious  stimuli.  The  symptoms, 
however,  are  definite  and  easily  described. 
Usually  the  first  sign  noted  is  a peculiar  oyster- 
gray  color,  despite  seemingly  adequate  ex- 
change. Blood  pressure  cannot  be  auscul-' 
tated  but  may  be  palpated,  and  the  pulse  has 
a distinct  absence  of  tension.  The  response  to 
atropine  intravenously  is  dramatic  and  heart- 
ening. 

Acute  Cardiac  States 

Coronary. — Briefly,  the  picture  is  one  of 
shock  with  no  explainable  cause.  There  is 
always  a rapid  thready  pulse.  One  might  say 
that  unexplainable  shock  during  anesthesia 
should  be  considered  as  arising  from  coronary 
disease  and  proper  therapy  instituted.  This 
should  include  (1)  high  oxygen  administration; 
(2)  consultation  relative  to  the  earliest  possible 
termination  of  surgery;  (3)  elimination  of  all 
inhalation  anesthetics  except  ether;  (4)  mor- 
phine if  patient  is  conscious;  (5)  if  pressure 
remains  low,  one  unit  of  blood  or  plasma  may 
be  given  slowly;  (6)  caffeine  sodium  benzoate, 
772  grains,  for  stimulation,  and  (7)  heparin, 
50  mg.,  may  be  given  to  prevent  clotting.19 

Heart  Block. — Usually,  the  only  sign  is  a 
persistent  pulse  rate  of  30  to  50  per  minute. 
Blood  pressure  more  often  remains  normal, 
and  final  accurate  diagnosis  depends  on  elec- 
trocardiography. Since  most  of  these  cases 
have  no  associated  heart  failure,  treatment  is 
limited  to  the  use  of  ether-oxygen  anesthesia 
and  careful  observation. 

Auricular  Fibrillation. — An  irregular  regu- 
larity of  rate  with  a pulse  deficit  speaks  for 
auricular  fibrillation.  Unless  associated  with 
decompensation  it  does  not  ordinarily  require 
stringent  measures.  The  following  may  be 
considered:  (1)  ether-oxygen  anesthesia,  (2) 
procaine  intravenously,  3 to  7 cc.  of  a 1 per 
cent  solution,  (3)  dicumarol  to  prevent  post- 
operative pulmonary  embolus  if  quinidine  is 
to  be  used  therapeutically.20 

Ventricular  Fibrillation. — This  entity  is  usu- 
ally sudden  and  fatal.  If  one  should  be  fortu- 
nate enough  to  suspect  its  onset  from  extra- 
systoles and  thready  tachycardia  or  else  ac- 
tually see  it  during  intrathoracic  surgery,  then 
procaine  is  definitely  indicated.21  Equally  im- 
portant, the  surgeon  and  anesthetist  should 
prepare  for  cardiac  resuscitation. 

Acute  Cardiac  Failure. — Left  heart  failure 
with  pulmonary  edema  is  the  more  frequent 
type  to  expect.  Signs  and  symptoms  in- 
clude low  or  normal  pressure,  weak  rapid 


pulse,  hyperpnea,  cyanosis,  and  “wet  respira- 
tion” with  moist  rales  on  auscultation. 

Treatment  is  as  follows:  (1)  oxygen  under 
positive  pressure  with  helium  if  available; 
(2)  Cedilanid  (a  purified  digitalis  preparation), 
4 cc.  intravenously,  and  repeat  with  2 cc.  in 
one  hour  if  necessary  (Digitoxin,  4 cc.,  may  be 
substituted);  (3)  caffeine,  7V2  grains,  intra- 
venously; (4)  rapid  termination  of  surgery, 
and  (5)  if  failure  occurs  during  a continuous 
spinal  anesthesia,  one  may  contemplate  an 
added  dose  to  minimize  right  heart  return.22-23 

Fibrillation  During  Thyroidectomy. — The 
signs  are  as  described  above  but  usually  are 
preceded  by  tachycardia  and  hypertension. 

Treatment  consists  of  oxygen,  Gynergin 
0.5  to  1.0  mg.  intravenously,  Lugol’s  solution, 
40  to  60  drops  in  500  cc.  of  saline,  and  barbit- 
urates. (Pentothal-nitrous  oxide  anesthesia 
may  be  substituted  for  cyclopropane  or  ether.) 

Summary 

An  attempt  has  been  made  to  consolidate 
and  review  the  common  cardiac  and  circulatory 
emergencies  that  may  arise  during  anesthesia. 
Treatment  of  these  accidents  as  an  integral 
part  of  the  anesthetist’s  functions  has  also 
been  outlined.  Discussion  could  probably 
be  advanced  about  some  specific  therapeutic 
agents  mentioned.  This,  however,  is  not  the 
most  important  aspect  of  the  subject.  Funda- 
mentally, one  goal  is  of  prime  significance,  and 
that  has  to  do  with  the  thought  that  every 
anesthetist  should,  first  of  all,  familiarize 
himself  with  the  accidents  that  may  occur 
and,  in  addition,  formulate  a plan  of  approach 
to  their  treatment  so  that  precious  time  will 
not  be  lost. 

Discussion 

John  H.  Geckler,  M.D.,  Buffalo. — This  paper, 
I think,  has  accomplished  its  purpose  here — 
it  has  freshened  our  knowledge  of  cardiovascular 
emergencies  and  the  accepted  means  of  combating 
them.  Fortunately,  most  of  us  see  very  few  of  the 
more  serious  of  these  phenomena,  but  the  danger 
is  that  we  might  get  the  idea  that  it  can’t  happen 
to  us  and  neglect  to  plan  for  possible  use,  unhoped 
for  as  it  may  be,  of  a quickly  available  method  of 
treatment. 

I can  add  nothing  to  what  has  been  said  about 
choice  of  anesthesia.  However,  once  the  choice  has 
been  made,  it  is  wise  not  to  be  afraid  to  change  it  if 
the  patient  doesn’t  handle  well.  I am  sure  most  of 
us  at  some  time  or  other  have  been  amazed  at  how 
well  the  patient  may  do  on  what  we  didn’t  consider 
at  first  the  anesthetic  of  choice. 

When  I was  a resident,  these  arrhythmias  with 
cyclopropane,  which  were  just  classified  as  non- 
acute states,  did  not  worry  me.  I believed  with 
Guedel  that  they  were  present  in  a certain  plane, 
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and  either  lightening  or  deepening  the  anesthesia 
would  abolish  them.a  There  were  just  two  in- 
stances where  relaxation  was  needed,  and  yet  I 
thought  it  inadvisable  to  push  the  cycle  till  the 
arrhythmia  disappeared.  But,  for  several  years 
now,  I have  had  a rather  prominent  “yellow  streak” 
connecting  my  dorsal  vertebral  spines.  I resort  only 
to  the  more  conservative  measures  that  have  been 
mentioned  (adding  or  changing  to  ether  or  perhaps 
the  use  of  procaine).  It  is  not  that  I believe  the 
theory  of  hypothalamic  hyperactivity  is  not  sound ; 
I am  just  no  longer  stubborn  enough  to  try  to  prove 
it  at  someone  else’s  risk.  Perhaps  Dibenamine  is 
going  to  prove  to  be  the  drug  of  choice  to  stop  these 
and  other  arrhythmias.  A recent  editorial  in  Gas- 
troenterology by  Dr.  Alvarez  quite  enthusiastically 
cites  the  work  of  a couple  of  good  physiologists  and 
calls  it  the  best  adrenolytic  drug  yet  found.6  It 
might  even  be  better  in  thyrotoxicosis  than  the  er- 
gotamine  preparation  that  was  mentioned. 

Vago-vagal  and  carotid  sinus  reflexes  I do  not  see 
very  often,  although  for  a good  while  I used  to  an- 
esthetize throats  locally  in  the  hope  of  avoiding  the 
former  during  intubation. 

I recall  one  hypertensive  case  during  a total  gas- 
trectomy that  responded  to  nothing,  and  it  later 
developed  that  one  of  the  units  of  blood  I gave  was 
mismatched.  I have  been  unable  to  determine  for 
sure,  since,  whether  it  could  have  been  the  cause. 

The  problem  of  cardiac  resuscitation  is  still  not 
settled  for  me.  Beecher  reported,  not  so  long  ago, 
two  cases  where  prolonged  massage  and  multiple 
needle  punctures  were  useless,  but  epinephrine 
injection  resulted  in  cardiac  action.6  Recently, 
another  group  reported  a case  where  all  measures 
failed  until  strong  traction  on  the  pericardium,  in- 
cident to  its  intended  opening,  turned  the  trick. d 

When  standstill  or  fibrillation  occurs,  it  is  always 
dramatic  and  often,  ds  I know,  when  you  least  ex- 
pect it.  Nicholson  says  that  early  diagnosis  is  the 
essential  thing,  not  to  waste  too  much  time  checking 
the  position  of  a blood  pressure  cuff  which  up  to  that 
time  had  been  workable.6  Let  the  surgeon  help  you 
check  up  if  he  can  feel  the  heart  or  a large  vessel  and 
then,  when  it  is  not  a false  alarm,  get  started 
quickly  on  massage,  procaine,  and  if  there  is  no 
fibrillation,  a small  amount  of  epinephrine.  I 
agree  with  this  idea. 

I have  never  been  convinced  that  sudden  removal 
of  a large  tumor  or  fluid  mass  could  in  itself  cause 
shock.  I think  it  is  a traction  reflex  in  the  case  of 
the  tumor  mass,  but,  just  in  case  I’m  wrong,  I’m 
always  ready  to  treat  it.  One  of  the  most  con- 
fusing cases  I recall  was  a coronary  under  anesthesia  ; 
all  I could  say  was  that  something  had  happened 


that  I could  not  explain.  Fortunately,  it  ended 
happily. 

Dr.  Masiello  mentioned  pulmonary  embolus. 

I have  had  two  fatal  ones  so  perhaps  I’m  overcon- 
scious of  them.  One  of  these  I was  called  to  see 
within  a couple  of  minutes  after  a blood  pressure 
fall  which  might  have  come  from  a traction  reflex 
as  a large  uterus  was  pulled  out  of  the  abdomen,  a 
tube  which  had  just  been  inserted  blindly,  or  the 
embolus,  for  she  had  been  explored  five  to  six  days 
before  and  had  every  right  in  the  world  to  throm- . 
bosed  pelvic  vessels. 

In  summary,  one  might  say  about  anesthesia  as 
about  most  other  things  in  life — if  you  know  the 
trouble  you  might  get  into  and  are  prepared  to  get 
out  of  it,  you  usually  don’t  get  in  it. 
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CORRECTION 

In  a “filler”  on  page  1162  of  the  May  15  issue  of 
this  Journal,  an  unfortunate  typographical  error 
occurred.  The  original  clipping  from  a news  letter 
of  the  American  Medical  Association  £5j$takenly  ■* 


stated  that  shoe  ^fitting  fluoroscopes  were  “con- 
doned,”— naturally  the  term  shoud  have  been  “con- 
demned.” . We-  regret  that  this  mistake  was  not 
noted  by  otlr  editorial  staff. 


ECTOPIC  PREGNANCY  WITH  A STUDY  OF  AN  ASSOCIATED 
CLINICAL  SYNDROME 

Harold  C.  Ingraham,  M.D.,  Milton  M.  Gardner,  M.D.,  and  Leonard  E.  Witkin,  M.D., 
New  York  City 

( From  the  Obstetrical  and  Gynecological  Service  of  Lincoln  Hospital ) 


THE  diagnosis  of  ectopic  pregnancy  is  an 
unexpected  or  an  exclusion  diagnosis  in 
the  average  hospital  throughout  the  country. 
At  this  hospital  it  is  a common  disease,  and 
because  of  its  frequency  certain  aspects  of 
history-taking,  physical  examination,  diagnos- 
tic aids,  and  laboratory  procedures  assume 
paramount  consideration  in  making  the  diag- 
nosis. 

In  the  two-year  period  from  January,  1945, 
to  December,  1946,  there  were  80  ectopic 
pregnancies  out  of  1,929  admissions  to  the 
gynecological  service.  Of  the  1,929  gyneco- 
logic admissions  there  were  825  abortions  of  all 
types.  On  the  obstetrical  service  there  were 
3,219  completed  deliveries  for  the  same  two- 
year  period,  making  a total  of  4,134  preg- 
nancies treated  at  this  hospital.  One  out  of 
24.1  gynecologic  admissions  was  an  ectopic 
pregnancy,  while  one  out  of  51.6  pregnancies 
admitted  to  this  institution  was  proved  to  be 
an  ectopic  pregnancy.  Wynne  found  a 1.3  per 
cent  ectopic  rate  at  Johns  Hopkins  Hospital.1 
Anspach  recorded  2.24  per  cent  at  the  Jeffer- 
son Hospital.2  We  found  a 1.9  per  cent 
ectopic  rate  in  relation  to  the  number  of  preg- 
nancies admitted.  During  this  period  there 
were  386  major  surgical  gynecologic  opera- 
tions. One  out  of  4.9  cases  proved  to  be  an 
ectopic  pregnancy. 

The  frequency  of  pelvic  inflammatory  dis- 
ease due  to  abortal,  postabortal,  and  acute 
infections  is  very  high  in  this  area.  Is  our 
ectopic  rate  related  to  this  fact?  Is  there  a 
definite  clinical  picture  associated  with  the  site 
of  implantation?  Are  there  any  findings  that 
appear  frequently  enough  to  be  used  to  in- 
crease the  range  of  diagnosis?  This  study 
seemed  to  answer  these  three  questions. 

Material 

The  average  age  of  this  group  was  thirty  years, 
with  the  distribution  of  cases  equally  divided 
in  the  third  and  fourth  decade  of  life.  The 
percentage  of  single  women  was  significantly 
high.  Eleven  per  cent  of  the  patients  were 
unmarried,  thereby  confusing  the  idea  of  the 
pregnancy  status  of  the  patient.  This  throws 
the  burden  of  proof  of  pregnancy,  a rather 
touchy  problem,  on  the  diagnostic  acumen  of 
the  physician.  There  were  210  previous 


pregnancies  in  this  series  of  cases  prior  to  the 
ectopic  gestation.  One  hundred  fourteen,  or 
55  per  cent,  of  these  ended  in  abortions  of  some 
type.  This  far  exceeds  the  abortion  rate 
described  by  the  Ministry  of  Health  of  Eng- 
land which  places  it  at  16.7  per  cent,  and  the 
New  York  University  Clinic  which  reaches 
27.3  per  cent.3-4  This  potential  exposure  to 
infection  and  subsequent  pathologic  change  in 
the  pelvis  was  frequent  in  this  series.  In 
addition  to  the  numerous  abortions  the  past 
history  revealed  additional  precursors  of  pelvic 
changes  (Table  1). 

TABLE  1. — Histort  of  Lower  Abdominal  Disease 

Percentage 


History  of  pelvic  inflammation 26.2 

Previous  ectopic  history 5.0 

Previous  appendectomies 5.0 

Previous  gynecologic  operations 6.2 


Present  History. — This  series  falls  into  two 
clinical  categories.  The  larger  group  is  called 
manifest  ectopic  pregnancies  and  is  composed 
of  cases  which  are  diagnosed  promptly  or  are 
urgent  laparotomies  within  twenty-four  hours 
of  admission.  The  smaller  group  is  nonurgent 
cases  which  require  longer  periods  of  study 
before  they  are  properly  diagnosed  or  an 
exploratory  laparotomy  is  done.  These  are 
called  latent  ectopic  pregnancies.  In  this 
series  there  were  53,  or  66.2  per  cent  manifest 
and  27,  or  33.8  per  cent  latent  ectopic  preg- 
nancies. 

The  lapse  of  time  from  onset  of  pain  to 
operation  in  ectopic  pregnancies  was  fairly 
characteristic  of  both  manifest  and  latent 


Fig.  1.  Duration  of  bleeding  to  operation  (days). 
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Date  of  Last  Menses  to  Operation  in  Weeks 
Fig.  2.  Duration  of  time  from  date  of  last  menses 
to  operation  (weeks). 

cases.  Forty-two,  or  77.7  per  cent,  of  the 
manifest  cases  had  pain  under  five  days.  Of 
these,  30,  or  56.6  per  cent,  had  an  acute  onset 
of  pain  under  twenty-four  hours.  Only  three, 
or  11.1  per  cent,  of  the  latent  cases  had  pain 
under  five  days.  The  remainder  of  the  latent 
cases  had  longer  histories  of  pain,  making  their 
diagnosis  more  confusing. 

The  duration  of  bleeding  to  operation  is 
illustrated  in  Fig.  1.  The  manifest  cases  had 
early  histories  of  bleeding  as  compared  to  the 
latent  cases.  A large  group  of  the  manifest 
cases  had  no  bleeding  at  all. 

Figure  2 points  out  that  the  period  of  time 
from  the  last  menstrual  period  to  the  time  of 
operation  in  both  manifest  and  latent  ectopic 
pregnancies  falls  within  eight  to  twelve  weeks. 

In  routine  history-taking  the  symptoms  of 
shoulder  pain,  fainting,  or  passage  of  tissue 
were  variably  elicited.  These  symptoms  were 
found  significantly  in  the  manifest  cases. 
Thirty-nine  per  cent  of  the  manifests  had 
shoulder  pain,  while  3.7  per  cent  of  the  latents 
presented  this  symptom.  Fifty-one  and  three- 
tenths  per  cent  of  the  manifest  cases  fainted  or 
felt  faint.  This  was  not  present  in  any  of  the 
latent  cases.  Although  only  one  manifest 
case  passed  tissue,  there  were  14.8  per  cent  of 
the  latents  who  did. 


TABLE  2. — Bleeding  Manifestations 


Type 

Manifest 
(Per  Cent) 

Latent 
(Per  Cent) 

Spotting 

32. 1 

40.9 

Bleeding 

26.3 

22.4 

Clots 

13.2 

20  2 

None 

28.4 

10.5 

H.  B.  Atlee  in  a survey  of  100  cases  showed 
that  27.3  per  cent  of  the  “acute”  and  4.5  per 
cent  of  the  “chronic”  ectopic  pregnancies  had 
no  bleeding.6  His  series  closely  parallels  this 
study  as  revealed  in  Table  2 where  there  were 
28.4  and  10.5  per  cent  in  the  manifest  and 


latent  cases,  respectively.  A study  of  Table  2 
shows  that  no  type  of  bleeding  was  common  to 
either  manifest  or  latent  groups. 

Physical  Findings. — Twenty-three,  or  40.3 
per  cent,  of  the  manifest  cases  and  2,  or  7.4  per 
cent,  of  the  latent  cases  had  the  typical  appear- 
ance of  a patient  in  shock.  This  picture  of 
shock  was  more  apparent  when  the  pulse  and 
blood  pressure  were  recorded.  It  was  found 
that  23,  or  47.1  per  cent,  had  a systolic  pres- 
sure under  90  mm.  Hg,  and  25,  or  47.1  per 
cent,  had  pulse  rates  over  100.  This  was  seen 
only  in  the  manifest  cases.  All  latents  had 
normal  blood  pressures  and  slow  pulses.  The 
temperature  of  the  manifest  cases  in  15.2  per 
cent  was  under  98  F.  This  was  not  present  in 
the  latent  cases.  Ten  cases,  or  19  per  cent,  of 
the  manifest  cases  had  temperatures  recorded 
over  100  F.  A larger  percentage,  33.3  per 
cent,  of  the  latents  revealed  this  elevated 
temperature. 


TABLE  3. — Abdominal  Examination 


Sign 

Manifest 
(Per  Cent) 

Number 

of 

Cases 

Latent 
(Per  Cent) 

Number 

of 

Cases 

Distention 

26.6 

14 

14.8 

4 

Mass 

9.5 

5 

25.9 

7 

Spasticity 

24.7 

13 

14.8 

4 

Tenderness 

96.6 

51 

70.3 

19 

Bilateral 

34.7 

18 

22.2 

6 

Unilateral 

62  7 

33 

48.1 

13 

Rebound 

64  6 

34 

25.9 

7 

Bilateral 

32.3 

17 

111 

3 

Unilateral 

32.3 

17 

14.8 

4 

Abdominal  examination  in  ectopic  preg- 
nancies caused  tenderness  and  rebound  pain 
fairly  persistently,  but  tenderness  was  sig- 
nificantly high  in  both  groups.  Both  the  mani- 
fest with  62.7  per  cent  unilateral  tenderness 
and  48.1  per  cent  of  the  latent  cases  illustrated 
this  fact  (Table  3).  All  of-  the  other  signs 
appeared  inconsistently  and  can  readily  be 
present  in  other  abominal  conditions. 


TABLE  4. — Vaginal  Examination 


Manifest 

Number 

Latent 

Number 

(Per 

of 

(Per 

of 

Sign 

Cent) 

Cases 

Cent) 

Cases 

Tender  on  motion  of 

66.5 

35 

40.7 

11 

cervix 

Uterus  larger  than 

45.6 

25 

48.4 

13 

normal 

Adnexal  masses  or 

85.5 

45 

77.7 

21 

tenderness 

Bilateral 

19.0 

10 

18.5 

5 

Unilateral 

66.5 

35 

59.2 

16 

Bulge  or  tenderness 

47.5 

25 

44.4 

12 

in  cul-de-sac 

Vaginal  examination  in  ectopic  pregnancy 
revealed  many  positive  findings  (Table  4). 
It  was  apparent  that  bilateral  adnexal  masses 
or  bilateral  tenderness  occur  infrequently. 
The  findings  of  tenderness  on  rocking  the 
cervix,  a slightly  enlarged  uterus,  a unilateral 
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adnexal  mass  or  tenderness,  and  a cul-de-sac 
bulge  or  tenderness  were  persistent  in  the 
largest  percentage  of  the  patients. 

Laboratory  Findings.— Thirty-three  of  the 
manifest  ectopic  pregnancies  had  no  erythro- 
cyte sedimentation  rate  (E.S.R.)  tests  done. 
Of  the  remainder,  11  had  E.S.R.’s  over  thirty, 
which  in  this  hospital  is  considered  elevated. 
In  the  latent  cases  12  had  high  E.S.R.’s  rates 
(i.e.,  over  30).  The  impression  gained  is  that 
in  either  type  of  case  the  E.S.R.  is  a nonspecific 
test. 

The  hemoglobin,  however,  gives  a better 
lead  as  to  the  diagnosis.  Sixty  per  cent  or 
below  was  considered  the  critical  level. 
Twenty-three,  or  40.4  per  cent,  of  the  cases  of 
manifest  ectopics  had  findings  under  60  per 
cent.  An  additional  five  had  no  hemoglobin 
test  performed  because  of  the  urgency  of  the 
case.  Four  (14.8  per  cent)  of  the  latents  also 
had  a low  hemoglobin.  It  is  felt  that  hemo- 
globin determinations  elicit  a most  dependable 
laboratory  finding  in  the  manifest  cases  and  is 
of  questionable  value  in  latent  cases. 

Preoperative  Diagnosis  and  Diagnostic 
Aids. — The  preoperative  diagnosis  in  the 
manifest  cases  was  correctly  made  in  90.5  per 
cent  of  the  series.  There  were  five  missed 
diagnoses.  A colpotomy  performed  as  a 
diagnostic  aid  was  used  to  establish  a pre- 
sumptive ectopic  pregnancy  in  one  of  these 
cases.  The  other  four  were  operated  on  for 
other  surgical  emergencies.  One  was  wrongly 
called  a twisted  ovarian  cyst,  another  a 
strangulated  umbilical  hernia,  and  two  were 
thought  to  be  acute  appendicitis. 

A considerable  amount  of  thought  for  a 
positive  diagnosis  was  required  in  the  latent 
cases.  Ectopic  pregnancy  was  diagnosed  out- 
right in  four  cases.  Another  four  cases  were 
suspected.  One  was  proved  by  a positive 
Friedman  test  for  pregnancy;  another  had  a 
curettage  and  returned  for  a subsequent 
colpotomy,  and,  because  blood  was  found,  a 
laparotomy  was  done.  The  other  two  were 
explored  on  the  suspicion  of  ectopic  gestation. 

Ten  latent  cases  had  a Friedman  test,  a 
curettage,  or  a colpotomy  done  to  establish  a 
diagnosis.  Colpotomy  proved  the  diagnosis 
three  times.  Eight  curettages  were  performed 
and  aided  in  each  case  in  proving  the  presence 
of  an  ectopic.  Five  Friedman  tests  were  per- 
formed, and,  because  four  were  positive,  a 
diagnosis  of  ectopic  pregnancy  was  declared 
present.  The  other  was  negative  but  still  re- 
quired an  exploratory  laparotomy. 

Five  patients  went  into  collapse  after  a period 
of  time,  either  as  a result  of  examination  or 
from  a continuation  of  the  pathologic  process 


while  waiting  for  a laboratory  report  to  be  re- 
turned. 

Seven  patients  were  diagnosed  wrongly,  and 
the  actual  conditions  were  only  revealed  at 
operation.  The  errors  of  diagnosis  are  only 
interesting  in  that  almost  every  gynecologic 
disease  can  simulate  an  ectopic  pregnancy  by 
history,  physical  examination,  or  laboratory 
procedure.  Table  5 illustrates  this  fact,  since 
the  following  diagnoses  were  made  in  the  latent 
cases  as  the  initial  diagnosis. 

TABLE  5. — Mistaken  Diagnosis 


Number 

Diagnosis  of  Cases 

Fibromyomata  uteri  2 

Threatened  abortion  4 

Incomplete  abortion  5 

Pelvic  abscess  2 

Pelvic  inflammatory  disease  5 

Ovarian  cyst  5 

Acute  appendicitis  2 

Gynecologic  observation  1 

Second  degree  retroversion  of  uterus  and 

prolapsed  ovary  1 


Operative  Findings. — Forty-four  cases  (42.5 
per  cent)  of  the  80  in  the  series  evidenced 
salpingitis  pathologically  or  by  findings  at 
operation.  Seven  cases,  or  8.8  per  cent,  had 
salpingectomies  prior  to  the  present  ectopic 
gestation.  Fifty-one  and  three-tenths  per 
cent  had  proved  salpingitis  or  salpingectomies. 
This  is  a significant  number  when  viewed  as  a 
causative  agent  in  considering  ectopic  pregnancy. 


TABLE  6. — Site  of  Pathology 


Manifest 

Number 

Latent 

Number 

(Per 

of 

(Per 

of 

Site 

Cent) 

Cases 

Cent) 

Cases 

Tubal  abortion 

20.8 

11 

74.4 

20 

Ampular  rupture 

26.3 

14 

25.6 

7 

Isthmic  rupture 

18.9 

10 

Fimbrial  rupture 

11.3 

6 

Interstitial  rupture 

15.2 

8 

Not  specified 

7.5 

4 

The  large  percentage  of  cases  with  tubal 
abortion  certainly  indicated  where  the  diffi- 
culty in  diagnosis  arose  (Table  6) . The  moderate 
reaction  by  the  patient  to  the  pathology  paral- 
leled her  mild  symptomatology.  The  acute 
rupture  did  not  always  give  the  picture  of  ec- 
topic pregnancy  as  shown  by  the  behavior  of 
those  that  ruptured  in  the  latent  group. 

Our  attempt  to  associate  certain  clinical  pic- 
tures with  the  site  of  the  pathology  and  its 
eventual  course  were  significant  in  the  tubal 
abortion  and  interstitial  pregnancy.  Tubal 
abortions  were  more  prone  to  be  of  the  latent 
type  in  the  expression  of  its  diagnosis  and  were 
more  apt  to  be  missed.  It  was  only  in  a post 
hoc  re-evaluation  that  its  presence  assumed 
importance  as  a surgical  disease.  Its  clinical 
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and  laboratory  findings  will  always  confuse  the 
practitioner.  The  interstitial  ruptures,  how- 
ever, illustrated  a definite  picture  almost 
attaining  the  characteristics  of  a clinical  syn- 
drome. The  common  history  of  fainting,  acute 
onset  of  pain,  absence  of  vaginal  bleeding, 
intense  shock,  low  blood  pressure,  rapid  pulse, 
low  hemoglobin,  abdominal  tenderness  that 
tended  to  be  bilateral,  and  unilateral  mass  are 
outlined  in  the  following  cases.  These  cases 
revealed  syndromatic  symptoms  and  were  con- 
sidered interstitial  pregnancies  because  of  the 
site  of  rupture  as  viewed  by  the  surgeon  or  the 
pathologist. 

Case  Reports 

Case  1. — A thirty-two-year-old  gravida  VII,  Para 
4,  was  admitted  in  shock  with  finding  of  intraperi- 
toneal  bleeding.  There  was  bilateral  abdominal 
tenderness,  and  a unilateral  mass  was  felt.  The 
operator  reported  an  interstitial  rupture,  but  the 
pathologist  makes  no  mention  of  its  location. 

Case  2. — The  patient,  a twenty-three-year-old 
gravida  III,  Para  2,  had  been  treated  as  a threatened 
abortion  of  a five-month  gestation  on  a prior  admis- 
sion. On  her  present  admission  she  gave  a history 
of  developing  shock  symptoms  following  inter- 
course. Physical  findings  were  typical  of  intraperi- 
toneal  bleeding,  plus  bilateral  tenderness,  a unilat- 
eral pelvic  mass,  and  a large  uterus.  The  surgeon 
and  the  pathologist  both  reported  a definite  inter- 
stitial pregnancy  with  invasion  of  myometrium  by 
syncystial  masses  and  linings  of  decidua  and 
chorionic  villi. 

Cased. — A twenty-six-year-old  gravida  II,  Para  1, 
had  a history  and  findings  pointing  to  a ruptured 
ectopic  pregnancy.  There  was  tenderness  over 
whole  of  abdomen  and  a unilateral  mass  in  the  pel- 
vis but  no  external  bleeding.  The  operator  re- 
ported an  interstitial  rupture.  The  pathologist 
found  endometrium  in  the  site  of  rupture. 

Case  /+. — This  was  a twenty-five-year-old  gravida 
I,  Para  0,  with  a four-month  amenorrhea.  She  was 
admitted  in  shock  with  no  vaginal  bleeding.  Physi- 
cal findings  were  typical  of  interstitial  pregnancy. 
The  operator  reported  the  entire  top  of  the  right  side 
of  the  uterus  was  blown  off.  The  pathologist  corrob- 
orated the  findings. 


Case  5.— The  patient  was  a twenty-nine-year-old 
gravida  I,  Para  2,  with  a typical  history  of  intra- 
peritoneal  bleeding  and  ruptured  ectopic  pregnancy. 
Her  period  of  amenorrhea  was  three  months,  and 
the  uterus  was  enlarged  to  a three-month  gestation. 
The  surgeon  and  pathologist  concurred  that  the 
location  of  the  ectopic  pregnancy  was  interstitial. 

Case  6. — This  patient  was  a twenty- nine-year-old 
gravida  III,  Para  1,  with  a typical  history  and 
findings  of  ectopic  pregnancy  without  vaginal 
bleeding.  Only  the  operator  felt  this  was  an  inter- 
stitial pregnancy.  The  pathologist  could  not  place 
the  location  because  of  the  disruption  of  the  sur- 
rounding tissue. 

Case  7. — A twenty-one-year-old  gravida  II,  Para 

I,  was  admitted  actually  ill  without  a history  of 
vaginal  bleeding.  Physical  examination  revealed 
findings  of  a possible  ectopic  pregnancy.  The 
operator  and  pathologist  reported  an  interstitial 
rupture  in  an  early  ectopic  pregnancy. 

Case  8. — This  was  a thirty-one-year-old  gravida 

II,  Para  1,  admitted  with  a typical  history  of  ectopic 
pregnancy.  There  was  no  vaginal  bleeding,  and 
the  patient  was  in  acute  shock.  The  operator  noted 
an  early  ruptured  interstitial  pregnancy.  The 
pathologist  made  no  reference  to  the  site  of  rupture. 

Summary 

1 . Eighty  cases  of  ectopic  pregnancy  are  re- 
viewed. * 

2.  The  history,  physical  findings,  and  labo- 
ratory findings  are  discussed. 

3.  The  association  between  lower  abdominal 
disease  and  ectopic  pregnancy  was  found  to  be 
significantly  high. 

4.  A clinical  picture  associated  with  the 
site  of  implantation  is  evaluated. 
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LINCOLN  ON  PRIVATE  PROPERTY 
Property  is  the  fruit  of  labor;  property  is  desir- 
able, is  a positive  good  in  the  world.  That  some 
should  be  rich,  shows  that  others  may  become 
rich,  and  hence  is  just  encouragement  to  in- 
dustry and  enterprise. . .Let  not  him  who  is  house- 
less pull  down  the  house  of  another,  but  let  him 
labor  diligently  to  build  one  for  himself,  thus  by 


example  assuring  that  his  own  shall  be  safe  from 
violence. 

I take  it  that  it  is  best  for  all  to  leave 
each  man  free  to  acquire  property  as  fast  as  he  can. 
Some  will  get  wealthy.  I don’t  believe  in  a law  to 
prevent  a man  from  getting  rich;  it  would  do  more 
harm  than  good. 


SUBCUTANEOUS  CYSTS  OF  RHEUMATOID  ARTHRITIS 

Philip  L.  Staub,  M.D.,  Staten  Island,  New  York 

(F rom  the  Orthopedic  Service  of  the  Halloran  Veterans  Administration  Hospital) 


PATIENTS  with  rheumatoid  arthritis  occasion- 
ally develop  associated  subcutaneous  cystic 
masses.  Because  of  their  close  resemblance  to 
bursae  or  ganglia,  these  cysts  may  easily  be  mis- 
taken for  separate  clinical  entities,  but  they  are 
essentially  part  of  the  picture  of  rheumatoid 
arthritis. 

In  the  case  to  be  reported  the  patient  had  many 
subcutaneous  cystic  lesions,  some  of  which  simu- 
lated olecranon  bursae  or  wrist  ganglia.  The 
diagnosis  of  these  cysts  was  the  subject  of  con- 
siderable speculation  and  dispute,  but  micro- 
scopically they  showed  the  synovial  changes 
typical  of  rheumatoid  arthritis. 


Case  Reports 


The  patient  was  a forty-two-year-old  white  man 
who  first  noticed  aching  pains  in  his  feet  in  August, 

1940,  about  seven  years  prior  to  his  latest  hospital 
admission.  During  the  next  nine  months  his  ankles, 
knees,  hips,  shoulder,  elbows,  wrists,  and  fingers 
gradually  became  painful  and  swollen.  From  April, 

1941,  until  August,  1942,  he  was  given  gold  injec- 
tions at  another  hospital  and  he  slowly  improved. 
Although  he  was  rejected  by  the  Army  in  January, 

1942,  because  of  his  joint  involvement,  pain  and 
swelling  had  completely  subsided  before  the  comple- 
tion of  the  gold  therapy,  and  in  November,  1942, 
he  was  able  to  pass  a physical  examination  for 
induction  into  the  Army. 

The  patient  was  asymptomatic  until  March,  1943, 
when  he  noted  a small,  soft  nodule  over  the  medial 
aspect  of  the  head  of  the  right  first  metatarsal  bone. 
Because  of  the  nodule’s  tenderness  the  patient  was 
hospitalized.  Shortly  thereafter  his  various  joints 
again  became  painful  and  swollen.  Additional 
tender  subcutaneous  nodules  appeared  on  the  plantar 
surfaces  of  his  feet,  and  a fluctuant,  tender,  cystic 
mass  appeared  over  each  olecranon.  He  subse- 
quently received  a medical  discharge  from  the 
Army. 

Subcutaneous  nodules  and  cysts  continued  to 
appear  on  the  forearms,  wrists,  and  feet,  and  be- 
cause of  their  tenderness  the  patient  was  admitted 
to  Halloran  Hospital  for  treatment. 

Examination  was  essentially  negative  except  for 
somewhat  symmetric,  tender,  subcutaneous  cystic 
masses  about  the  olecranon  processes  and  on  the 
dorsal  surfaces  of  both  forearms  and  wrists  (Fig.  1 ). 
These  varied  in  size  from  0.8  to  6.4  cm.  in  diameter. 
Several  firm,  cystic,  solid,  tender  masses  were 
palpable  on  the  plantar  surfaces  of  the  forefeet  and 
the  great  toes  (Fig.  2). 

There  was  no  swelling  or  restriction  of  motion  of 
any  joints,  and  the  skin  about  the  joints  showed  no 
trophic  changes. 

X-rays  of  the  hands  and  feet  showed  numerous, 


Fig.  1.  Subcutaneous  cysts  on  left  elbow,  forearm, 
and  wrist. 


1566 


July  1,  1949] 


RHEUMATOID  ARTHRITIS 


1567 


Fig.  2.  Subcutaneous  lesions  beneath  the  heads  of 
the  first  and  third  metatarsal  bones,  right  foot. 


punched-out,  small  cystic  areas  of  rarefaction  in  the 
small  bones  of  the  carpus  and  of  the  digits.  Mini- 
mal hypertrophic  changes  were  seen  in  the  elbows. 
There  was  no  atrophy  of  bone  so  characteristic  of 
rheumatoid  arthritis. 

Laboratory  studies  were  as  follows:  white  blood 
cells  9,500;  polymorphonuclear  neutrophils  67 
per  cent;  lymphocytes  25  per  cent;  eosinophils 
4 per  cent;  red  blood  cells  4,950,000;  hemoglobin 
15.4  Gm.;  sedimentation  rate  (Wintrobe)  30  mm.; 
uric  acid  3.4  mg.  per  cent;  cholesterol  310  mg.  per 
cent;  calcium  9.6  mg.  per  cent,  and  alkaline  phos- 
phatase 2.5  units. 

All  of  the  tender  masses  were  excised  with  con- 
siderable amelioration  of  symptoms.  The  cysts 
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Fig.  3.  Section  through  a subcutaneous  cyst 
showing  a central  area  of  necrosis — (A)  with  cystic 
spaces,  (B)  with  hyalinized  collagenous  tissue,  and 
(C)  surrounded  by  palisaded  epithelioid  cells  (60 X). 


about  the  elbows  and  forearms  contained  watery, 
amber-colored  fluid.  Those  in  the  wrists  involved 
tendons  and  sheaths  and  were  filled  with  gelatinous, 
orange-colored  material.  The  tendinous  tissue  was 
in  a state  of  deterioration  varying  from  moderate 
thickening  to  complete  degeneration  and  necrosis. 
The  masses  in  the  front  were  firmer  and  more  solid 
than  elsewhere,  with  only  slight  liquefaction  but 
with  similar  affection  of  the  tendons  and  their 
sheaths. 

Microscopic  examination  of  all  of  the  lesions  was 
essentially  that  of  the  soft  tissue  changes  of  rheu- 
matoid arthritis.  Because  of  the  collapse  of  the 
cyst  walls,  the  cavities  were  not  well  demonstrated 
microscopically.  The  synovial  membranes  were 
thickened  by  hyaline  connective  tissue  fibers.  In  the 
central  portion  of  each  lesion  was  a diffuse,  pink, 
granular  area  of  necrosis  containing  cellular  debris 
and  lymphocytes.  About  this  was  an  area  of 
dense,  partially  hyalinized,  collagenous  tissue,  con- 
taining a number  of  dilated  capillaries  surrounded 
by  collections  of  fibroblasts,  histiocytes,  lympho- 
cytes, and  plasma  cells.  Beyond  was  seen  an  area  of 
palisaded  epithelioid  cells  (Fig.  3). 

An  examination  of  the  patient  six  months  after 
surgery  revealed  that,  while  his  general  arthritic 
picture  was  unchanged,  he  was  completely  relieved  of 
the  symptoms  of  those  rheumatoid  lesions  which 
had  been  excised.  However,  several  new  moder- 
ately tender  lesions  had  since  appeared  on  the 
plantar  and  dorsal  surfaces  of  the  right  foot.  Other 
masses  may  be  expected  to  develop  from  time  to 
time,  and  their  complete  removal  will  probably  alle- 
viate the  symptoms. 
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Comment 

A search  through  the  medical  literature  fails 
to  reveal  much  concerning  these  cystic  lesions 
of  rheumatoid  arthritis,  ft  is  probable  that  these 
fluctuant  masses  developed  from  solid  subcu- 
taneous nodules  which  are  so  often  observed  in 
this  disease.  These  nodules  have  a character- 
istic central  area  of  necrosis,  and,  if  liquefaction 
ensues,  a cystic  lesion  results.  Bennett  et  al. 
state  that  the  nodule  of  rheumatoid  arthritis 
has  a zone  of  central  necrosis  which  in  well- 
developed  lesions  undergoes  liquefaction  and 
forms  bursa-like  cavities.1  These  cavities  are 
lined  with  a regular  palisading  arrangement  of 
cells  which  is  a prominent  feature  of  this  lesion. 

Weber  has  reported  enlarged  synovial  bursae 
with  thickened  walls  and  ganglia  of  the  hands  and 


wrists.  In  describing  these  masses  in  three 
patients,  he  says  that  they  were  solid  rather  than 
cystic  with  necrotic,  gelatinous  central  areas.2 

Summary 

A case  of  rheumatoid  arthritis  with  many 
tender  subcutaneous  cystic  lesions  is  reported. 
Although  these  cysts  simulate  bursae  and  ganglia, 
they  are  part  of  the  systemic  picture  of  rheu- 
matoid arthritis.  Tenderness  disappeared  after 
the  excision  of  these  masses. 
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“DR.  JONES”  SAYS— 

Thirty-odd  years  ago  a country  doctor  (a  good 
one)  told  me  his  own  story — the  only  true  one  I ever 
heard  where  any  good  came  out  of  a cancer  patient 
being  treated  by  a quack.  He’d  quit  school  when 
he  was  in  high  school  and  taken  up  carpentry.  He 
was  married  and  had  a teen-age  daughter.  His 
wife  developed  cancer  but  the  doctor  she  went  to 
didn’t  make  a diagnosis  ’til  it  was  well  advanced. 
Then  someone  told  them  about  a “doctor”  that 
advertised  to  cure  cancer  and  they  went  to  see  him. 
He  said  he  could  cure  it,  “treated”  her  ’til  their 
money  was  gone,  then  washed  his  hands  of  the  case. 
She  died,  of  course. 

“I  decided,  then  and  there,”  he  told  me,  “I’d  be  a 
doctor  myself  and  an  honest  one.”  He  went  back 
to  school,  in  the  class  with  his  daughter,  graduated, 
and,  four  years  later,  came  out  of  Syracuse  Medical 
College  with  his  M.D.  He  practiced  for  years  in  a 
village  out  by  Cortland  County  way,  and,  if  I’m 
not  mistaken,  his  son’s  practicing  there  now. 

What  reminded  me  of  that  story  was  a report 


published  a while  ago  by  the  A.M.A.  Council  on 
Pharmacy  and  Cnemistry.  People  with  cancer 
and  others  that  haven’t  got  it  but  fear  it,  it  said, 
are  still  being  victimized  by  the  sale  of  quack  rem- 
edies. What’s  more,  some  of  these  outfits  even 
advertise  to  physicians  and  mislead  some  of  ’em 
with  their  plausible  sounding  claims.  The  report 
listed  several:  “Collodaurum,”  supposed  to  be  a 

gold  cure;  iodine  preparations  called  “Iriodine” 
and  “Radiodine”;  Doch’s  synthetic  antitoxins; 
Hett  “Cancer  Serum”;  “AF-2”  and  others. 

The  thing  the  Council  stresses  is  that,  while 
research  is  turning  up  interesting  drug  possibilities, 
it’s  all  experimental  and  no  drug  cure  has  yet  been 
found.  Up  to  now  the  only  established  treatments 
are  surgical  or  with  irradiation:  x-rays,  radium,  and 
so  on.  In  the  meantime,  in  a recent  study  of  the 
doctors  in  important  medical  specialties,  surgeons 
have  the  lowest  cancer  death  rate.  They  evidently 
practice  what  they  preach:  early  diagnosis  and 

prompt  treatment. — Paul  M.  Brooks,  M.D. 


THE  ADMINISTRATION  OF  CURARE  BY  ELECTROPHORESIS 


Preliminary  Report 

E.  Neuwirth,  M.D.,  New  York  City 

( From  the  Department  of  Physical  Medicine,  Mount  Sinai  Hospital,  and  the  Arthritis  Clinic,  St.  Luke’s 
Hospital) 


THE  ability  of  curare  to  relieve  muscular 
spasm  induced  the  author  to  administer  it 
locally  by  electrophoresis  (iontophoresis)  in  a 
number  of  conditions  where  a muscle  or  a group 
of  muscles  were  in  a state  of  painful  spasm. 

The  clinical  use  of  curare  is  dependent  upon 
its  property  to  create  a transient  interruption  in 
neuromuscular  transmission  at  the  myoneural 
junction.  The  myoneural  block  may  be  total 
or  partial.  In  this  study  curare  was  used  in  the 
form  of  “Intocostrin,”  which  is  an  aqueous  ex- 
tract of  purified  curare.* 

The  effect  of  curare  when  injected  intra- 
venously or  intramuscularly  is  evanescent  and  is 
often  associated  with  unpleasant  reactions.  In 
an  effort  to  avoid  the  uncomfortable  systemic 
reactions  incident  to  the  parenteral  administra- 
tion of  curare  and  at  the  same  time  bring  about 
an  intense  local  effect,  the  author  introduced 
curare  into  the  tissues  by  electrophoresis.  There 
is  evidence  that  the  introduction  of  certain  drugs 
into  the  body  by  means  of  the  galvanic  current 
increases  their  pharmacodynamic  effects,  and 
improves  the  therapeutic  results.1  The  author 
used  Bourguignon’s  technic  of  electrophoresis 
which  is  based  on  ion  localization.2 

Theory  of  Ion  Localization 

From  experimental  studies  with  electrophoresis 
Bourguignon  showed  that  chemical  substances 
may  be  deposited  along  the  path  of  the  current 
determined  by  the  position  of  the  electrodes.2 
He  further  demonstrated  that  ions  are  not  only 
driven  into  the  blood  stream  but  that  they  are 
also  removed  from  the  circulation  and  are  an- 
chored along  the  route  of  the  current.  Leduc, 
on  the  other  hand,  considered  it  impossible  to 
localize  ions  within  specific  tissues.3  He  felt 
that  the  galvanic  current  transports  therapeutic 
substances  beyond  the  epidermal  barrier  into  the 
capillaries  where  they  are  carried  away  by  the 
blood  stream. 

In  order  to  deposit  therapeutic  substances  at  a 
desired  site,  it  is  necessary  to  route  the  current 
across  the  part  to  be  treated  and  to  cause  as  little 
diffusion  as  possible.  To  achieve  this  objective, 
small  electrodes  are  employed  and  applied  cir- 
cumspectly to  judiciously  selected  points  of 
entry  and  exit  of  the  galvanic  current,  at  the 

* Intocostrin  was  generously  supplied  by  E.  R.  Squibb  & 
Sons. 


opposite  sides  of  a lesion.  A current  of  low 
intensity  is  employed,  and  the  treatment  con- 
tinued for  from  twenty-five  to  thirty  minutes. 
Bourguignon  demonstrated,  by  means  of  oscillom- 
etry, that  in  transcerebral  electrophoresis  the 
peak  effect  of  ion  transfer  occurs  after  twenty  to 
twenty-five  minutes  of  current  flow.2  To  obtain 
maximum  benefit  from  the  administration  of 
curare,  a correct  diagnosis  is  essential.  This 
enables  proper  placement  of  the  electrodes.  Too 
often  the  area  of  pain  is  treated  instead  of  the 
source  of  pain. 

Leduc  used  large  electrodes  and  strong  elec- 
tric currents.3  This  was  done  in  accordance  with 
his  belief  that  electrophoresis  represented  an 
intravenous  injection  without  the  needle  prick. 
His  objective  was  to  introduce  large  amounts 
of  drugs  into  the  body.  With  this  technic  the 
position  of  the  electrodes  is  immaterial.  The 
“active”  electrode  covers  not  only  the  area  to  be 
treated  but  also  much  of  the  surrounding  tissue. 
The  “dispersive”  electrode  is  at  least  twice  as 
large  as  the  therapeutic  electrode.  After  soak- 
ing in  ordinary  hot  tap  water,  the  dispersive 
electrode  is  placed  anywhere  on  the  cutaneous 
surface.  Leduc’s  old  “ionization”  technic  is  still 
popular  in  the  United  States. 

Technic  of  Application 

Since  curare  is  an  alkaloid  and  carries  a positive 
electric  charge,  the  polarity  of  the  electrode 
must  be  positive.  The  electrode,  which  is  cut 
to  the  dimensions  of  the  lesion  to  be  treated,  is 
completely  saturated  with  Intocostrin  and  is 
applied  to  the  skin  over  the  lesion.  The  cathodal 
electrode  is  of  the  same  size  or  somewhat  larger. 
It  is  thoroughly  soaked  in  hot  tap  water,  wrung 
out,  and  then  applied  to  the  opposite  side  of  the 
lesion.  The  electrodes  employed  by  the  author 
consisted  of  fine  pore  cellulose  sponge  (E.  I. 
du  Pont  de  Nemours)  covered  on  one  side  with 
smaller  metal  foils. 

After  the  electrodes  are  connected  to  the  proper 
terminals  of  the  galvanic  generator,  and  after  all 
meters  and  controls  are  properly  set,  the  current 
is  turned  on  and  its  intensity  is  gradually  in- 
creased. A sensation  of  pricking  is  all  that  the 
patient  is  supposed  to  experience. 

At  the  end  of  thirty  minutes,  the  intensity  of 
the  current  is  gradually  reduced,  and,  finally,  the 
current  is  turned  off.  After  removing  the  elec- 
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trades,  the  treated  area  is  dried  and  covered  with 
a soothing  lotion  (e.g.,  Johnson’s  Baby  Lotion). 
Treatments  are  given  three  times  weekly.  The 
area  of  the  skin  to  which  curare  is  applied  gener- 
ally shows  cutaneous  vasodilatation.  The  part 
feels  warm  and  the  temperature  of  the  skin  is  in- 
creased. 

Conditions  Treated 

Electrophoresis  of  curare  relieves  muscular 
spasm,  reduces  local  and  referred  pain,  alleviates 
tenderness,  ameliorates  stiffness  and  rigidity, 
and  increases  motion. 

The  degree  of  relief  brought  about  by  curare 
varies;  it  depends  upon  individual  response  and 
pathologic  process.  In  no  case  have  any  adverse 
general  effects  been  noted  during  or  following 
the  administration  of  curare  by  electrophoresis. 

Intocostrin  was  employed  in  conditions  which 
previously  failed  to  respond  to  other  therapeutic 
measures.  This  preliminary  report  is  based 
upon  31  patients  who  were  treated  with  257  ap- 
plications of  curare.  Eighteen  of  the  patients 
were  women,  and  13  were  men.  Their  ages  ranged 
from  twenty-three  to  sixty-four  years. 

The  following  conditions  were  treated: 

Facial  Contracture. — Curare  was  administered 
by  electrophoresis  to  four  patients  in  whom 
facial  contracture  developed  in  the  wake  of 
Bell’s  palsy.  Considerable  diminution  in  the 
degree  of  the  contracture  occurred  in  these 
patients.  A case  of  facial  tic  was  treated  in  the 
same  way.  In  this  patient,  a man  of  forty-two 
years,  vestiges  of  a facial  palsy  of  the  left  side 
were  still  discernible.  The  improvement  noted 
after  eleven  treatments  was  striking. 

Fibrositis. — Ten  cases  with  tender  palpable 
“fibrositic”  nodules  responded  symptomatically 
to  the  application  of  curare  by  electrophoresis. 
The  nodules  were  present  in  the  muscles  of  the 
neck,  the  shoulder,  and  pelvic  girdles.  In  two 
instances  where  post-traumatic  scar  tissue  caused 
painful  muscular  spasm,  complete  relief  of  pain 
resulted  from  the  use  of  curare.* 

Acute  Low  Back  Pain. — One  patient,  a man  aged 
fifty  years,  was  stricken  with  an  attack  of  acute 
pain  in  the  lower  back  after  lifting  a heavy  bag 
of  flour.  In  this  case,  curare  was  applied  to  the 
lumbosacral  region  with  excellent  sympto- 
matic relief. 

A lesion  of  the  fifth  intervertebral  disk  was 
responsible  for  another  case  of  acute  low  back 


*One  should  be  aware  of  the  fact  that  areas  of  spasm  asso- 
ciated with  pain  and  tenderness  in  the  muscles  of  the  neck, 
shoulder  girdle,  or  back  may  be  symptoms  of  spinal  nerve  root 
involvement.  Fibrositic  deposits  are  not  infrequently  con- 
fused with  fat  lobules  which  herniated  through  their  fibrous 
investing  membrane.4  Such  fibrofatty  tissue  structures  may 
cause  painful  spasm  in  neighboring  muscles. 


pain  which  was  aggravated  by  movement,  cough- 
ing, or  straining.  Curare  relieved  the  pain  con- 
siderably. This  treatment  was  supplemented 
with  other  measures,  including  fracture  boards, 
rest,  and  heat. 

Lesions  of  the  Vertebral  Column. — Two  patients 
with  pain  in  the  neck  due  to  osteoarthritis  of  the 
cervical  spine  were  treated  with  curare.  The 
drug  was  applied  to  the  posterior  aspect  of  the 
neck,  greatly  relieving  the  painful  muscle 
spasm. 

In  two  other  patients  with  osteoarthritis  of  the 
lumbar  spine,  curare  was  introduced  into  the 
tissues  of  the  involved  region  while  the  negative 
electrode  was  placed  over  Scarpa’s  triangle. 
Gratifying  relief  of  muscular  spasm  and  pain 
was  obtained. 

In  two  women  with  pain  in  the  neck,  x-ray 
examination  disclosed  the  presence  of  old  frac- 
tures of  the  cervical  spine.  These  patients 
responded  to  curare.  Pain  and  muscle  spasm 
were  relieved,  and  mobility  of  the  cervical  spine 
was  increased. 

Chronic  Arthritis. — Two  women  and  one  man 
with  osteoarthritis  of  the  knee  joints  responded 
better  to  curare  than  two  other  women  with 
rheumatoid  arthritis  of  the  wrists.  The  small 
number  of  cases  does  not  allow  definite  conclu- 
sions as  to  the  value  of  curare  in  chronic  arthritis. 

Traumatic  Arthritis. — In  one  case  of  subacute 
traumatic  arthritis  of  the  right  ankle  the  pain 
was  diminished  and  the  mobility  increased  after 
four  treatments  with  curare. 

Summary 

1.  A preliminary  report  is  presented  on  the 
local  use  and  therapeutic  action  of  curare  admin- 
istered by  electrophoresis. 

2.  Curare  was  administered  to  31  patients 
suffering  from  various  ailments  including  facial 
contracture,  fibrositis,  neck  and  low  back  pain, 
and  chronic  arthritis  of  the  spine  and  peripheral 
joints. 

3.  Electrophoresis  has  been  performed  accord- 
ing to  the  method  advocated  by  Bouiguignon. 
The  essential  features  of  this  technic  are  small 
electrodes,  low  intensity  galvanic  current,  and 
transverse  position  of  the  electrodes. 

4.  The  therapeutic  results  were  gratifying 
but  not  uniform.  No  unpleasant  systemic  re- 
actions were  observed. 
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TORSION  OF  THE  OMENTUM 

Walter  J.  Puderbach,  M.D.,  Brooklyn,  New  York 
( From  the  Lutheran  and  Swedish  Hospitals) 


THE  discovery  of  blood  or  blood-stained 
fluid  in  the  abdomen  in  the  course  of 
operations  for  acute  surgical  emergencies,  espe- 
cially those  diagnosed  preoperatively  as  acute 
appendicitis,  should  direct  the  surgeon’s  attention 
to  the  possibility  of  an  existing  omental  torsion. 
This  condition  as  one  of  the  causes  of  intra- 
abdominal bleeding  is  not  sufficiently  stressed 
in  the  literature,  and,  unless  special  pains  are 
taken  to  examine  the  omentum,  may  not  be 
recognized  at  operation. 

Torsion  of  the  omentum  is  a condition  almost 
never  diagnosed  correctly  preoperatively,  not- 
withstanding the  fact  that  the  majority  of  cases 
have  been  reported  by  experienced  surgeons. 
About  400  cases  have  been  listed  in  the  world 
literature  to  date,  but  undoubtedly  this  syndrome 
presents  itself  much  more  frequently  than  is 
recorded.  1-8 

In  four  out  of  five  cases  the  preoperative 
diagnosis  is  acute  appendicitis,  since  the  symptom 
complex  is  usually  localized  about  the  right 
lower  quadrant  of  the  abdomen.  However, 
omental  torsion  may  simulate  almost  any  other 
acute  surgical  condition,  such  as  perforated 
peptic  ulcer,  pancreatitis,  acute  cholecystitis,  or 
strangulated  hernia. 

The  signs  and  symptoms  in  general  are  those 
of  an  “acute  surgical  abdomen.”  Often,  how- 
ever, they  may  not  be  quite  so  pronounced  as 
those  of  the  more  common  surgical  emergencies, 
so  that  there  may  be  a delay  of  from  twenty-four 
to  forty-eight  hours  before  surgical  intervention 
appears  mandatory.  A variety  of  differential 
features,  such  as  palpation  of  an  abdominal 
mass,  paucity  of  vomiting,  relief  of  symptoms  in 
the  prone  position,  etc.,  have  been  stressed  by  a 
number  of  authors.  However,  these  patients 
usually  are  moderately  obese  so  that  any  mass 
present,  especially  if  not  of  great  size,  is  either 
difficult  or  impossible  to  palpate  through  the 
abdominal  wall.  Furthermore,  the  various 
points  of  differential  diagnosis  that  have  been 
enumerated  are  usually  too  vague  to  be  of  practi- 
cal value  to  the  operating  surgeon.  At  any  rate, 
whether  diagnosed  correctly  preoperatively  or 
not,  torsion  of  the  omentum  is  a surgical  emer- 
gency and  requires  prompt  operative  inter- 
vention. 

Types 

' -Torsion  of  the  omentum  may  be  complete  or 
incomplete  and  either  acute  or  recurrent. 


Two  types  of  omental  torsion  are  found : 

1.  Primary  torsion,  due  to  no  definitely 
known  cause,  is  usually  found  in  the  obese  individ- 
ual. A plausible  theory  is  that  the  heavy, 
fat-laden  omentum  may  rotate  about  the  larger 
vessels  in  its  substance  which  are  acting  as  a 
pedicle,  similar  to  the  maneuver  which  results 
in  a twisted  ovarian  cyst.  A histoiy  of  sudden 
trauma  or  unusual  exertion  which  is  said  to 
initiate  this  twisting  motion  is  not  often  elicited, 
and  a correct  preoperative  diagnosis  is  a great 
rarity. 

2.  Secondary  torsion  is  due  to  twisting  of  the 
omentum  about  its  axis  when  its  distal  end  is 
anchored  by  adhesions  to  an  abdominal  operative 
scar,  neoplastic  or  inflammatory  intra-abdominal 
pathology,  or  a hernial  sac.  The  last  type,  simu- 
lating a strangulated  hernia,  is  relatively  common 
and  should  be  the  one  most  amenable  to  a correct 
preoperative  diagnosis. 

All  or  only  a portion  of  the  omentum  may  be 
involved.  The  amount  of  blood  found  in  the 
abdomen  at  operation  depends,  of  course,  upon 
the  degree  to  which  the  torsion  has  embarrassed 
the  vascular  supply  of  the  involved  omentum. 
If  torsion  is  incomplete  and  of  short  duration, 
only  edema  and  congestion  may  be  present.  If 
complete,  strangulation  occurs.  First,  there  is 
occlusion  of  the  omental  veins,  followed  by 
thrombosis,  then  hemorrhage  through  ruptured 
capillaries.  If  it  is  unrelieved,  arterial  occlusion 
and  necrosis  of  the  affected  omentum  follows. 

Resection  of  the  involved  omental  mass  is 
sufficient  to  effect  a cure  and  is  strongly  advisable, 
in  order  to  prevent  a recurrence,  even  if  the 
omentum  is  still  viable. 

Recurrent  torsion  of  the  omentum  is  a definite 
entity.  If  exploration  is  carried  out  because  of 
recurrent  attacks  of  abdominal  pain,  a thorough 
inspection  of  the  great  omentum  should  never  be 
omitted.  Induration  or  healed  infarction  ol  a 
portion  of  the  omentum  may  be  evidence  of 
spontaneous  subsidence  of  an  omental  torsion. 

Mortality  rates  have  dropped  steadily,  mainly 
because  of  earlier  operative  intervention.  Ear- 
lier reports  of  ten  to  fifteen  years  ago  listed  a 
mortality  of  15  per  cent.  A British  report  from 
1945  recorded  an  operative  mortality  of  5V2  per 
cent.4  Certainly,  with  prompt  surgery  there 
should  be  little  or  no  mortality  in  this  condition. 

Three  previously  unreported  cases  are  pre- 
sented in  abstract  as  illustrative  of  the  symptom 
complex  that  mayj>e  present. 
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Case  Reports 

Primary  Torsion  of  the  Omentum 

Case  1. — E.  S.,  an  obese,  eight-year-old  white  girl, 
was  admitted  to  the  hospital  with  a history  of  right 
lower  quadrant  pain  of  twenty-four  hours  duration. 
The  pain  was  stated  to  radiate  from  McBurney’s 
point  to  the  back  and  along  the  medial  aspect  of  the 
right  thigh.  The  patient  was  nauseous  but  had  not 
vomited.  There  was  a history  of  constipation  of 
long  duration.  Temperature  was  101  F.  A 
leukocytosis  of  17,900  white  blood  cells  with  79 
per  cent  polymorphonuclears,  16  stab  forms  was 
present. 

Abdominal  examination  revealed  tenderness  and 
muscle  spasm  localized  only  to  the  right  lower 
quadrant,  with  slight  rebound  tenderness  over 
McBurney’s  point.  Rectal  examination  was  nega- 
tive. A diagnosis  of  acute  appendicitis  was  made. 
At  operation  a large  quantity  of  bloody  fluid  was 
found  in  the  abdomen.  The  abdomen  was  explored, 
and  an  egg-sized  mass  of  omentum  was  found  in  the 
upper  abdomen,  unattached  to  any  other  organ. 
This  mass  was  partially  necrotic  and  densely 
hemorrhagic.  Following  resection,  the  patient 
made  an  uneventful  recovery. 

Case  2. — A.  P.,  a forty-four-year-old  white 
woman,  was  admitted  with  a history  of  upper  ab- 
dominal pain  of  twenty-four  hours  duration. 
Leukocytosis  and  a temperature  of  101  F.  were 
present.  Because  physical  findings  were  not  clear 
cut,  it  was  decided  to  observe  this  patient  for  a short 
period.  The  pain  increased  in  intensity  and  an  ex- 
ploration was  decided  upon.  Preoperative  diagnosis 
was  acute  cholecystitis.  At  laparotomy,  a large 
quantity  of  blood-stained  fluid  was  found.  The 
bleeding  was  observed  to  originate  from  a large 
hemorrhagic  segment  of  omentum  which  was  found 
to  be  in  complete  torsion  about  its  long  axis.  The 
gallbladder  was  uninflamed  but  contained  a num- 
ber of  calculi.  After  resection  of  the  infarcted 
omentum  and  cholecystectomy,  the  patient  re- 
covered uneventfully. 

Secondary  Torsion  of  the  Omentum 

Case  3. — J.  O’D.,  a forty-two-year-old  white 
man,  a confirmed  alcoholic,  was  admitted  with  a 
story  of  generalized  abdominal  pain  of  six  hours 
duration.  For  the  past  ten  years  this  patient  had 
been  treated  for  duodenal  ulcer.  A laparotomy 


(gastrorrhaphy)  for  perforated  duodenal  ulcer  had 
been  performed  four  years  previously.  For  the  past 
three  months  the  patient  had  experienced  recurrent 
attacks  of  severe  upper  abdominal  pain  and,  be- 
cause of  his  history,  was  treated  for  ulcer.  His 
present  illness  began  six  hours  before  admission  with 
severe  upper  abdominal  pain  which  soon  became 
generalized  over  the  entire  abdomen.  There  was  no 
vomiting.  Leukocytosis  was  present.  A scout 
film  of  the  abdomen  was  negative  for  pneumoper- 
itoneum. The  patient  was  in  shock  and  his  physical 
findings  were  those  of  a perforated  peptic  ulcer. 
After  suitable  preparation,  the  abdomen  was  opened, 
and  a considerable  quantity  of  bloody  fluid  was 
found.  The  entire  large  omentum  was  hemorrhagic. 
Its  free  edge  was  adherent  to  site  of  the  old  operative 
scar,  and  complete  torsion  with  strangulation  of  the 
omentum  had  occurred.  Recovery  followed  resec- 
tion of  the  great  omentum. 

Summary 

1.  The  presence  of  bloody  fluid  in  the  abdo- 
men is  an  important  finding  in  torsion  of  the 
great  omentum.  This  condition  should  be  kept 
in  mind  in  any  acute  surgical  emergency  when 
operative  findings  do  not  coincide  with  the  pre- 
operative diagnosis. 

2.  When  laparotomy  is  performed  for  recur- 
rent, vague,  abdominal  pain,  especially  right 
lower  quadrant  pain,  a thorough  inspection  of  the 
great  omentum  should  never  be  omitted. 

3.  Torsion  of  the  omentum  may  simulate 
any  one  of  the  more  common  surgical  emergen- 
cies. 

4.  Recurrent  torsion  and  detorsion  is  a definite 
clinical  entity  and  should  be  considered  more 
frequently  in  differential  diagnosis. 
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Case  Reports 


THE  BRENNER  TUMOR 

J.  Irving  Kushner,  M.D.,  F.A.C.S.,  Bronx,  New  York 


(From  the  Department  of  Pathology  and  Medical  Research  of  the  Bronx  Hospital) 


nPHE  Brenner  tumor  is  an  unusual  type  of  non- 
malignant  epithelial  ovarian  neoplasm.  Orth- 
mann  first  described  it,  classifying  it  as  a fibroepithe- 
lioma.1  Brenner  was  the  first  observer  to  segre- 
gate it  as  a distinct  entity  and  called  it  “oophoroma 
folliculare.”2  Although  its  origin  has  not  yet  been 
definitely  determined,  the  tumor  probably  arises 
from  collections  of  indifferent  epithelial  cells— 
Walthard’s  cell  nests — in  the  ovary.3’4  Microscopic- 
cell  nests,  composed  of  cells  resembling  those  com- 
posing the  Brenner  tumor,  have  repeatedly  been 
found  in  the  hilus  of  an  otherwise  normal  ovary. 

These  tumors  are  not  accompanied  by  a distinc- 
tive clinical  picture.  As  a rule,  unless  they  produce 
symptoms  because  of  their  size  or  situation,  they  are 
discovered  only  by  accident.  As  far  as  is  known, 
they  have  no  hormonal  action.  They  are  benign, 
and  they  do  not  produce  ascites  and  do  not  metasta- 
size or  recur.6 

We  wish  to  report  four  cases  occurring  at  the 
Bronx  Hospital  from  1932  to  1948,  inclusive. 

Case  Reports 

Case  1. — A.  N.,  a fifty- two-year-old  white  house- 
wife, was  admitted  on  October  21,  1941,  because  of 
painless  vaginal  bleeding  on  several  occasions  during 
the  past  six  months.  She  was  a gravida  III,  Para  2. 
Her  menopause  had  occurred  six  years  previous  to 
this  admission. 

Examination  was  essentially  negative  except  for  a 
large  mass  arising  from  the  right  adnexa  reaching 
almost  to  the  umbilicus. 

Through  a left  paramedian  incision,  a right 
salpingo-oophorectomy  and  appendectomy  were 
done  under  spinal  anesthesia. 

The  specimen  received  was  a 22  cm.  by  17  cm. 
cystic  mass.  The  surface  was  smooth  and  bluish- 
pink  in  color.  On  section,  it  was  multilocular  and 
was  filled  with  a clear  serous  fluid.  One  area 
showed  a solid  tumor  mass  7 by  4.5  cm.  in  size,  hard 
in  consistency,  and  yellowish-white  in  color. 

Microscopically,  section  of  the  cyst  wall  revealed  a 
papillary  serous  cystadenoma.  Sections  of  the 
solid  mass  forming  part  of  the  cyst  wall  showed  solid 
and  cystic  masses  of  spindle-shaped  or  epithelial- 
like  cells  scattered  in  a rather  sparse  manner  through- 
out a dense,  hyalinized  connective  tissue  stroma  (Fig. 
1).  In  many  areas  these  cell  nests  were  grouped 
about  a lumen.  Diagnosis  was  Brenner  tumor  of  the 
ovary. 


The  patient  made  an  uneventful  recovery  and  was 
discharged  well  on  the  twelfth  postoperative  day. 
Follow-up  studies  in  1947  (six  years  after  operation) 
reported  the  patient  alive  and  well. 

Case  2. — A forty-nine-year-old  white  woman  was 
admitted  on  May  18,  1942,  because  of  backache  and 
urinary  frequency  of  a year  duration.  Menstrual 
periods  began  at  age  fourteen.  They  were  of  the 
thirty-day  type  with  a three-day  flow.  Her  last 
menstrual  period  was  on  May  10,  1942.  She  was  a 
gravida  V,  Para  4. 

Examination  revealed  a normal-sized  uterus. 
Attached  to  the  posterior  surface  was  a firm, 
nodular,  asymmetric  mass  about  the  size  of  a grape- 
fruit. The  adnexa  were  normal. 


Fig.  1.  Solid  and  cystic  masses  of  spindle-shaped 
cells  in  a dense,  hyalinized  connective  tissue  stroma 


(300  X). 
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Under  spinal  anesthesia,  through  a midline 
incision,  a supravaginal  hysterectomy  and  bilateral 
salpingo-oophorectomy  were  performed. 

The  specimen  was  attached  to  the  posterior  sur- 
face of  the  uterus  at  the  level  of  the  internal,  a 15 
by  13  by  7-cm.  nodular,  encapsulated  mass  which, 
on  microscopic  section,  proved  to  be  a hyalinized 
fibromyoma.  Section  through  the  ovary  showed 
scattered  small  epithelial  cell  nests,  some  of  which 
were  solid,  others  cystic,  with  areas  of  ovum-like 
formation.  The  cell  nests  were  surrounded  by  a 
definite  fibromatous  stroma  (Fig.  2).  Diagnosis  was 
Brenner  tumor  of  ovary  and  myoma  of  uteri. 

At  a five-year  follow-up,  this  patient  was  alive  and 
well. 

Case  3. — R.  S.,  age  forty-eight,  married,  white, 
was  admitted  on  January  13,  1948,  because  of  in- 
creasing menorrhagia  of  four  months  duration.  She 
was  a gravida  III,  Para  2.  A diagnostic  curettage, 
done  in  December,  1947,  at  another  institution,  was 
reported  as  showing  early  adenocarcinoma  of  the 
uterus.  Examination  on  admission  revealed  a 
uterus  which  was  normal  in  size,  shape,  and  consist- 
ency and  freely  movable. 

On  January  18,  1947,  under  spinal  anesthesia,  a 
total  abdominal  hysterectomy  and  bilateral  sal- 
pingo-oophorectomy were  performed. 

Pathologic  examination  of  the  uterus  showed  no 
evidence  of  carcinoma.  Section  of  the  ovarian 
tumor  nodule  revealed  epithelial  islands,  some  of 
which  had  cystic  centers  and  evidence  of  secretion. 
They  were  located  within  a dense  fibrous  stroma  and 
resembled  pseudofollicles.  Diagnosis  was  Brenner 
tumor  of  ovary. 

Case  4 ■ — B.  S.,  a fifty-year-old  white  woman,  was 
admitted  February  18,  1948,  because  of  progres- 


Fig.  2.  Small  epithelial  cell  nests  surrounded  by  a 
fibromatous  stroma  (300  X). 


Fig.  3.  Two  encapsulated  cell  nests  surrounded  by 
a well-defined  fibromatous  stroma  (300  X). 


sively  increasing  menorrhagia  since  July,  1947. 
She  was  a gravida  V,  Para  3.  Her  last  menstrual 
period  was  on  February  1,  1948. 

A preoperative  diagnosis  of  fibromyoma  uteri  was 
made.  Under  general  anesthesia  a supravaginal 
hysterectomy  and  bilateral  salpingo-oophorectomy 
were  performed. 

Pathologic  examination  of  the  uterus  showed  a 
cellular  fibromyoma.  The  tubes  and  ovaries  showed 
no  gross  pathologic  changes.  Sections  of  one  ovary 
contained  two  encapsulated  epithelial  cell  nests  sur- 
rounded by  a well-defined  fibromatous  stroma  (Fig. 
3). 

The  diagnosis  was  early  Brenner  tumor  of  the 
ovary. 

Summary 

Four  cases  of  Brenner  tumor  of  the  ovary  are  re- 
ported where  the  diagnosis  was  made  only  after 
pathologic  examination  of  the  operative  specimens. 
In  two  instances  (cases  2 and  4)  the  tumor  was  only 
an  accidental  finding  associated  with  other  primary 
gynecologic  conditions  for  which  the  patients  were 
operated. 


I am  indebted  to  Dr.  Joseph  Felsen,  director  of  the  Depart- 
ment of  Pathology  and  Medical  Research.  Bronx  Hospital, 
for  his  helpful  suggestions  in  the  preparation  of  this  report, 
and  to  Dr.  A.  J.  Fleischer,  Dr.  H.  J.  Epstein,  and  Dr.  Irving 
Smiley  for  their  assistance. 
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HEMATOMA  OF  THE  UMBILICAL  CORD 

Jerome  Schwartz,  M.D.,  Bronx,  New  York 

{From,  the  Department  of  Obstetrics  and  Gynecology,  Fordham  Hospital) 


TJTEMATOMA  of  the  umbilical  cord  is  an  ex- 
tremely  rare  complication  of  pregnancy.  In  a 
review  of  the  literature  on  the  subject  up  to  1940, 
Dippel  was  able  to  collect  only  36  cases.1  He  states 
that  the  incidence  of  this  rare  abnormality  of  the 
umbilical  cord  is  one  in  5,505,  at  or  near  term.  Zam- 
bonini,  however,  in  a study  of  10,295  placentas  did 
not  find  one  hematoma  of  the  umbilical  cord.2 

Because  of  the  rarity  of  this  complication  of  preg- 
nancy, the  following  case  is  reported. 

Case  Report 

A.  F.,  a twenty-five-year-old  white,  gravida  II, 
Para  1,  clinic  patient,  was  admitted  on  April  25, 
1948,  in  active  labor.  Expected  date  of  confinement 
was  April  19,  1948.  In  December,  1947,  she  had 
sustained  a severe  blow  in  the  abdomen,  and  in 
January,  1948,  she  fell,  striking  on  her  abdomen. 
These  traumatic  episodes  were  not  accompanied  or 
followed  by  either  cramps  or  vaginal  bleeding.  The 
prenatal  course  was  otherwise  uneventful. 

On  admission,  the  uterus  was  enlarged  to  four 
fingers  below  the  xiphoid  process,  vertex  presenta- 
tion, left  occipitoanterior  position  with  the  present- 
ing part  unengaged.  Labor  progressed  normally, 
and  patient  was  fully  dilated  seven  and  one-half 
hours  after  onset  of  labor.  At  this  time,  the  mem- 
branes ruptured  with  a gush  of  blood-stained  amni- 
otic  fluid,  immediately  followed  by  vaginal  bleeding 
of  bright  red  blood.  Under  pudendal  block,  the  pa- 
tient was  immediately  delivered  of  a living  child  that 
cried  spontaneously.  Two  loops  of  cord  were  noted 
loosely  coiled  about  the  baby’s  neck.  The  placenta 


Fig.  1.  Hemotoma  located  on  fetal  surface  of  pla- 
centa enclosed  between  the  amnion  and  chorion. 


Presented  at  a meeting  of  the  Bronx  Obstetrical  and  Gyne- 
cological Society,  January  24,  1948. 


Fig.  3.  Vessel  wall  revealing  deposition  of  irregu- 
lar small  pieces  of  calcium  amid  splintered  muscle 
and  cloudy-appearing  collagen. 
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Fig.  2.  Fetal  surface  of  placenta  with  hematoma 
removed.  Silver  ware  passing  through  the  point  of 
rupture  into  umbilical  vein. 


and  membranes  were  delivered  intact  by  the  Brandt 
maneuver  after  a third  stage  of  five  minutes. 
Bleeding  ceased  following  delivery  of  the  placenta. 
Estimated  blood  loss  was  about  200  cc. 

Examination  of  the  placenta  and  membranes  re- 
vealed the  following:  The  placenta  was  circular  in 
shape,  18  cm.  in  diameter  and  weighed  454  Gm.  On 
the  fetal  surface  of  the  placenta,  enclosed  between 
the  amnion  and  chorion,  was  a large,  irregularly 
wedge-shaped  hematoma  measuring  6 cm.  at  its 
base.  Dissection  of  the  umbilical  vessels  revealed  a 
small  longitudinal  opening  1 cm.  in  length  in  one  of 
the  smaller  umbilical  veins.  This  rent  in  the  vessel 
was  at  a point  1 cm.  from  the  fetal  surface  of  the  pla- 
centa (Figs.  1 and  2).  Histologic  examination  of  the 
vessel  wall  revealed  a moderately  thickened  intima. 
At  one  portion  of  the  wall,  a degenerative  process 
had  taken  place  in  the  muscularis  with  deposition  of 
irregular  small  pieces  of  calcium  amid  splintered 
muscle  and  cloudy-appearing  collagen.  The  adven- 
titia presented  chorionic  villi  attached  to  its  outer 
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wall  with  trophoblastic  cell  nests  and  an  occasional 
villus  within  the  adventitial  wall  (Fig.  3). 

Comment 

Rupture  of  the  umbilical  cord  has  been  attributed 
to  many  causes:  absolute  or  relative  shortening  of 
the  cord,  varicosities  of  the  cord,  trauma  to  the  cord 
by  the  presenting  part,  passive  congestion  and  dia- 
pedesis  of  blood,  rupture  of  membranes,  and  intrin- 
sic anomalies  of  the  vessel  wall.3-6  In  our  case,  the 
collagen  degeneration  and  calcification  of  the  vessel 
wall  resulted  in  weakness  of  the  wall  with  eventual 
rupture  at  the  weak  point  when  subjected  to  the 
stresses  of  labor  and  delivery  of  the  fetus. 

The  hematoma  is  usually  located  near  the  umbili- 
cus. Dipple  reported  only  one  case  where  the  hema- 
toma originated  within  5 cm.  of  the  placenta.  It  is 
this  hematoma  compressing  the  umbilical  vessels 
with  resulting  anoxemia  of  the  fetus  that  results  in 
such  a high  fetal  mortality.  Fifty  per  cent  of  all 
fetuses  with  hematoma  of  the  cord  are  stillborn. 
The  fact  that  the  hemorrhage  in  this  case  was  pri- 
marily confined  to  the  fetal  surface  of  the  placenta 
was  an  important  factor  in  permitting  us  to  obtain 
a living  child,  although  there  was  the  possibility 
that,  if  the  patient  had  not  delivered  as  soon  as  she 
did,  following  rupture  of  the  membranes,  the  child 
might  have  exsanguinated  via  the  ruptured  vein 
wall. 


The  diagnosis  of  hematoma  of  the  cord  is  a diffi- 
cult if  not  an  impossible  one  to  make  prior  to  deliv- 
ery, since  there  are  no  pathognomonic  signs  or  symp- 
toms that  can  be  attributed  to  this  accident,  al- 
though fetal  distress  and  vaginal  bleeding  prior  to  or 
during  delivery  are  clinical  evidences  of  a ruptured 
hematoma  of  the  cord.  However,  as  these  clinical 
signs  are  seen  more  frequently  with  other  complica- 
tions of  pregnancy  and  labor,  the  diagnosis  of  hema- 
toma will  often  be  overlooked  in  favor  of  other  more 
commonly  occurring  complications. 

Summary 

1.  A case  is  reported  of  hematoma  of  the  umbili- 
cal cord,  a rare  complication  of  pregnancy  and  labor. 

2.  The  collagen  degeneration  and  calcium  depo- 
sition in  the  muscularis  of  the  wall  caused  a weaken- 
ing of  the  vessel  wall  which  ruptured  when  subjected 
to  the  stresses  of  labor  and  delivery  of  the  fetus. 
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HEALTH  STATISTICS  AND  HEALTH  INSURANCE 


The  use  of  statistics  to  prove  a case  is  an  effective 
promotional  device.  Somehow  it  always  seems 
impressive  even  though  we  know  the  ambiguity  of 
statistical  findings.  Thus  the  figures  on  draft 
rejections  were  used  to  “prove”  that  the  health  of 
the  American  people  was  bad  even  though  a large 
proportion  of  the  rejections  were  for  nonmedical 
reasons;  and  most  of  the  remainder  were  for  static 
defects  (mental  deficiency,  for  instance,  or  congenital 
deformities)  which  would  never  have  been  responsive 
to  medical  care  anyway.  Government  figures  now 
show  the  health  of  the  people  to  be  at  an  all  time 
high,  though  the  same  agencies  which  release  the 
figures  are  also  urging  sweeping  reforms  to  overcome 
“deficiencies”  in  medical  care. 

Suppose  an  impartial  observer  wanted  to  measure 
the  adequacy  of  compulsory  health  insurance  by 
comparing  morbidity  or  mortality  figures.  In  the 
first  place,  he  would  run  into  difficulty  because  no 
two  countries  are  medically  comparable.  Even 
if  he  were  to  dismiss  this  difficulty,  he  would  still 
find  the  figures  useless.  Or,  more  exactly,  he  would 
find  the  figures  malleable  to  the  point  where  he 
could  prove  anything.  The  Research  Council 
for  Economic  Security  has  actually  studied  health 
indices,  and  they  offer  us  a fascinating  grab  bag 
of  facts  from  which  we  can  pull  any  conclusion  we 


want.  For  example,  in  1938,  New  Zealand  and 
France  had  compulsory  health  insurance  programs, 
and  the  United  States  did  not.  Infant  mortality 
rates  for  the  three  countries  were,  respectively,  35,  66, 
and  51.  This  proves:  (a)  Compulsory  health  in- 
surance reduces  infant  mortality  because  the  rate 
was  35  in  New  Zealand  compared  to  51  in  the 
U.S.A.;  or  ( b ) Compulsory  health  insurance  means 
poor  health,  because  the  infant  mortality  rate  was 
66  in  France  compared  with  51  in  the  United 
States.  If  you  used  tuberculosis  rates,  you  would 
get  a similar  set  of  figures.  How  about  life-expec- 
tancy? The  health-insured  French  republic  (pre- 
war) had  a male  life  expectancy,  at  birth,  of  56; 
in  the  U.S.A.  it  was  62;  in  New  Zealand,  65V2- 

Actually  these  figures  do  suggest  something. 
They  indicate  that  climate,  nutrition,  and  general 
living  standards  show  a much  closer  correlation 
with  morbidity  and  mortality  rates  than  do  methods 
of  distributing  medical  care. 

Government  efforts  at  improving  health  standards 
would  be  more  effective  if  directed  toward  improve- 
ment in  housing,  nutrition,  education,  and  living 
conditions  generally.  Improvement  in  medical 
technics  can  safely  be  left  to  the  medical  scientist. — 
Editorial,  Journal  of  the  Medical  Society  of  New 
Jersey,  May,  1940. 


ADENOMA  OF  BARTHOLIN’S  GLAND 

David  Lazarus,  M.D.,  and  Ely  Elliott  Lazarus,  M.D.,  New  York  City 
(From  New  York  Polyclinic  Medical  School  and  Hospital) 


Y-' ARCINOMA  of  Bartholin’s  gland  is  a rarity, 
'“'only  79  cases  having  been  reported  in  the  litera- 
ture up  to  1947.  However,  if  a review  of  the  litera- 
ture is  an  index,  adenoma  of  Bartholin’s  gland  is 
even  more  rare.  A careful  review  of  the  American 
and  foreign  literature  from  1901  to  1948  has  failed 
to  reveal  one  reported  case  of  adenoma  of  Bartho- 
lin’s gland. 

Case  Report 

D.  L.,  thirty-one  years  old,  white,  married,  pre- 
sented herself  with  the  chief  complaint  of  swelling  of 
the  left  labia.  Past  history  was  negative.  She  was  a 
gravida  I,  Para  1,  had  started  menstruating  at  the 
age  of  sixteen,  with  a normal  cycle  approximately 
every  thirty  days. 

Two  and  one-half  years  ago  the  patient  noted  a 
swelling  in  the  left  labia  majora.  She  was  seen  by  a 
physician,  and  an  incision  and  drainage  of  the  mass 
was  performed.  She  was  told  she  had  a “cyst.” 
Shortly  after  the  operation,  the  patient  noted  that 
the  mass  was  still  there.  The  mass  had  been  growing 
since,  more  especially  during  the  past  eight  months, 
when  the  increase  in  size  had  been  more  rapid. 
There  was  no  pain  associated  with  the  growth,  no 
increased  discharge,  and  no  intermittent  decrease  in 
the  size  of  the  swelling. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  woman.  General  physical  ex- 
amination revealed  a swelling  at  the  lower  aspect  of 
the  left  labia  majora  that  measured  approximately  3 
by  2 by  2 cm.  The  mass  was  cystlike  in  consist- 
ency, except  at  the  edges  where  it  was  somewhat 
firmer.  The  mass  was  not  tender  and  was  well  de- 
marcated from  the  surrounding  tissues  with  no  ad- 
herence to  the  skin.  Pressure  upon  the  mass  did  not 
cause  any  secretion  to  appear  at  the  orifice  of  the 
gland.  No  evidence  of  inflammation  was  present. 
A moderate  relaxation  of  the  anterior  and  posterior 
vaginal  walls  was  present.  The  cervix  was  eroded. 
The  uterus  was  small,  anteflexed,  retrocessed,  and 
the  right  ovary  was  cystic.  The  diagnosis  was  re- 
current cyst  of  Bartholin’s  gland. 

Operation  was  performed  April,  1948,  under  so- 
dium pentothal  anesthesia.  An  incision  was  made 
at  the  mucocutaneous  junction  of  the  labia  majora 


and  carried  down  to  expose  the  encapsulated  wall  of 
the  mass  which  was  dissected  free  from  the  sur- 
rounding tissue.  Brisk  bleeding  was  encountered 
during  this  procedure.  The  entire  mass,  which  ex- 
tended quite  high,  was  removed  in  tot.o.  The  bleed- 
ing was  controlled,  and  the  wound  was  closed  with 
plain  catgut. 

The  pathologist’s  report  was  as  follows:  The  spe- 
cimen consists  of  a small  mass  of  tissue  4 cm.  in 
diameter.  It  has  a roughened  surface  and  on  section 
shows  a pink-yellow  structure.  Microscopic  exam- 
ination shows  cyst  wall  containing  numerous  mucous 
glands  and  partially  lined  by  stratified  epithelium. 
The  glands  are  hyperplastic,  and  there  is  some  mono- 
nuclear infiltration  (Fig.  1).  Diagnosis:  Bartholin’s 
cyst,  adenoma  of  Bartholin’s  gland. 
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Fig.  1.  Adenoma  of  Bartholin’s  gland. 


FIND  WAY  TO  CHECK  RADIATION  HEMOl 

A method  of  checking  severe  bleeding  from  radi- 
ation and  in  leukemia,  cancer  of  the  blood-forming 
tissues,  has  been  reported  by  University  of  Chicago 
doctors  who  were  awarded  a gold  medal  in  the  1948 
scientific  exhibit  of  the  American  Medical  Associa- 
tion for  the  originality  of  their  research. 

Toluidine  blue  and  protamine  sulfate  was  given 
by  injection  in  three  cases  of  radiation  hemorrhage, 
and  in  all  cases  bleeding  was  stopped.  In  one 
patient,  a forty-year-old  woman  who  had  received 
x-ray  therapy  and  four  months  of  treatment  with 
radioactive  phosphorus  for  cancer,  bleeding  stopped 
eight  hours  after  the  first  injection  of  toluidine 
blue. 


Although  the  drugs  are  not  described  as  having  a 
curative  effect  against  leukemia,  results  against 
bleeding  in  leukemia  patients  are  extremely  favor- 
able. In  seven  of  eight  cases  the  bleeding  was 
stopped,  and  in  the  remaining  case  it  was  lessened. 

Hemorrhage  after  labor  was  stopped  by  the  drugs 
in  the  five  cases  in  which  they  were  used.  Two 
patients  with  hemophilia  did  not  respond  to  the 
drugs. 

Findings  suggest  that  hemorrhage  in  four  other 
patients  may  have  been  related  in  part  to  endocrine 
disturbances,  especially  of  the  estrogens.  Hemor- 
rhagic complications  of  these  patients  responded  to 
toluidine  blue  and  protamine  sulfate. 


Special  Article 

PRESIDENT’S  ADDRESS— ANNUAL  MEETING,  1949 

Leo  F.  Simpson,  M.D.,  Rochester,  New  York 


TT  HAS,  indeed,  been  a great  privilege  for  me  to 

have  served  as  your  president  this  past  year. 

I would,  first  of  all,  express  my  heartfelt  apprecia- 
tion to  those  who  have  worked  with  me.  Without 
their  aid,  without  their  loyalty,  the  load  would  have 
been  too  heavy.  It  has  been  a rewarding  experience 
for  me,  one  which  I shall  ever  cherish,  and  one  for 
which  I am  humbly  grateful. 

You  will  be  honored  next  year  by  having  Dr.  John 
Masterson  as  my  successor.  He  is  able,  wise,  and 
courageous,  and  I know  he  will  fully  justify  the  wis- 
dom of  your  House  of  Delegates  in  selecting  him. 
He  will  need  your  help.  Give  it  to  him  with  your 
whole  heart. 

This  last  year  has  given  me  an  opportunity  to  re- 
pay, in  some  small  measure,  the  debt  which  I owe  to 
medicine.  Medicine  gives  a man  the  opportunity,  if 
he  null,  to  follow  a way  of  life  that  has  been  de- 
veloped by  generations  of  men,  dedicated,  as  in  al- 
most no  other  tradition,  to  the  service  and  welfare  of 
their  fellow  men. 

There  is  considerable  evidence  that  the  well- 
earned  love,  honor,  and  respect  which  were  given  to 
our  forebears  in  medicine  are  definitely  on  the  wane 
in  this  country.  Especially  is  this  true  in  the  cities. 
It  may  be  that  other  rewards,  having  greater  value 
in  the  market  place,  are  more  welcome. 

There  is  even  more  evidence  that  a movement  is  on 
foot  to  take  the  control  of  our  destinies  away  from  us 
completely.  This  would  be  pernicious,  and  a 
calamity  for  our  patients.  Under  the  A.M.A.  we  are 
fighting  this,  with  ever-increasing  intensity  and  at 
great  expense.  All  programs  of  national  education 
are  costly,  but  we  do  it  gladly,  for  the  danger  is  im- 
mediate. We  carry  within  ourselves,  however,  the 
greatest  aid  to  the  campaign  of  the  A.M.A.,  one  that 
is  inexpensive  and  increasingly  effective  with  the 
passage  of  time. 

We  are  trying  to  maintain  the  ideals  of  a great  pro- 
fession in  what  has  grown  to  be  one  of  the  greatest 
industries  in  the  United  States — the  care  of  the 
sick.  Surely  the  scientific  capabilities  of  the  doctor 
of  today  are  far  in  excess  of  anything  his  forebears 
had  to  offer.  We  have  great  medical  schools  and 
hospitals,  fine  doctors  in  these  hospitals,  in  general 
practice,  in  clinics,  in  partnerships,,  in  groups,  a 
great  corps  of  specialists — all  striving  to  fill  the  need 
of  good  medical  care.  We  have  created  a multitude 
of  tests,  a horde  of  technicians  to  satisfy  our  scientific 
curiosity  and  to  learn  infinitely  more  about  physical 
disease.  The  quality  of  medical  care  is  ever  better, 
but  it  is,  in  addition,  more  expensive.  I fear  that 
it  may  be  tending  to  become  more  impersonal,  and 
so  widen  the  gap  between  physician  and  patient. 

The  thought  occurs  also  that  all  of  these  facilities 
do  not  seem  to  be  making  very  rapid  headway  toward 
the  real  goal  of  medicine,  namely,  a rapid  decrease  in 
the  total  amount  of  suffering  in  our  patients.  It 
seems  to  remain  the  same  in  quantity,  although  its 
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forms  may  be  changing.  In  the  opinion  of  the 
government,  however,  it  would  seem  that  we  need 
vastly  more  of  the  same,  even  to  stay  in  the  race. 

We  are  living  in  an  age  of  tremendous  unrest  and 
change.  Formidable  forces  are  at  work  with 
devastating  rapidity.  New  instrumentalities  of 
science  and  invention  are  transforming  our  lives. 
Our  efforts  to  keep  our  place  in  this  modern  and  be- 
wildering parade  have  left  a large  portion  of  our 
people  tense,  anxious,  confused,  and,  I fear,  walling 
to  accept  subsidy.  Couple  this  with  the  fact  that 
man  is  the  only  animal  with  the  peculiar  knowledge 
that  he  is  going  to  die,  and  you  can  see  why  our  hos- 
pitals and  offices  are  ever  full  of  patients,  ill  both  in 
body  and  in  mind. 

All  is  changing  but  man  himself.  In  the  mass  he 
is  essentially  as  he  was  centuries  ago,  and  as  one 
index  of  the  present-day  struggle  we  have  the  record 
that  one  person  in  thirteen  in  this  country  is  being 
treated  for  some  disease  of  the  mind.  This,  indeed, 
is  a choice  indictment.  If  this  is  any  indication  of  our 
future  trend,  we  must  quickly  decide  whether  the 
happiness  of  man  or  his  prosperity  should  be  our 
goal. 

That  is  why  we  must  narrow  the  gap  between  the 
physician  and  the  patient,  for  our  patients’  sake,  for 
our  own  sake,  and  for  the  sake  of  the  great  medical 
profession  as  it  fights  the  evils  that  beset  it. 

That  is  why  it  is  so  important  that  the  practicing 
physician  strive  to  occupy  the  place  in  society  as  de- 
picted in  Fildes’  great  painting,  “The  Doctor,”  and 
of  Doctor  McClure  so  wonderfully  described  by  Ian 
Maclaren  in  his  beautiful  story,  “A  Doctor  of  the 
Old  School.” 

That  is  why  we  must  realize  that  psychosomatic 
medicine  is  not  a small  part  of  medicine — it  runs  all 
through  medicine. 

That  is  why  I have  tried  in  my  small  way,  during 
the  past  year,  to  urge  the  immense  practical  value 
of  the  spiritual  side  of  the  practice  of  medicine,  with- 
out which,  in  my  opinion,  we  wall  die  as  a great  pro- 
fession and  be  transformed  into  one  having  an  adding 
machine  for  its  insignia  rather  than  the  caduceus — 
and  be  treated  accordingly. 

I have  spoken  of  the  ever-present  necessity  of 
translating  into  action  the  virtues  of  charity,  of  un- 
selfishness, of  taking  an  intense  personal  interest  not 
only  in  our  patients’  diseases,  but  also  in  their 
troubles,  of  ever,  in  all  humility,  becoming  better 
artists  in  the  care  of  the  sick,  in  the  care  of  the 
patient  immediately  at  hand. 

When  the  physician  exercises  these  virtues  he 
closes  the  gap  between  himself  and  his  patient. 
Then  he  becomes  the  greatest  public  relations  agent 
for  the  medical  profession.  He  wall  have,  moreover, 
a great  joy  in  living  with  himself,  a consciousness  of 
an  ever-increasing  value  to  humanity,  and  become 
the  beneficiary  of  love  and  affection  bestowed  on 
only  a chosen  few. 

And  what  is  more  important,  he  can  also  be  trusted 
ever  to  carry  on  high  the  torch  of  American  medicine, 
a torch  that  should  never  be  extinguished  in  any 
hostile  environment. 
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Theodore  Prudden  Bailey,  M.D.,  ninety-one,  died 
on  May  22  at  St.  Peter’s  Hospital,  Albany.  Dr. 
Bailey,  who  had  lived  in  Albany  for  eighty-three 
years,  was  born  in  Casette,  Alabama,  and  came  to 
Albany  as  a small  boy.  He  studied  for  a time  at 
Wes*  Point  and  received  his  medical  degree  from 
the  College  of  Physicians  and  Surgeons,  Columbia 
University,  in  1880.  Dr.  Bailey  was  a member  of 
the  New  York  State  and  Albany  County  Medical 
Societies  and  the  American  Medical  Association. 


Nejib  George  Barbour,  M.D.,  a specialist  in  in- 
ternal medicine,  died  on  May  25  after  a long  illness. 
Dr.  Barbour  was  eighty-three  years  old.  Born  in 
Beirut,  Syria,  he  studied  at  the  American  University 
at  Beirut  where  he  received  his  medical  degree  in 
1887  and  did  postgraduate  work  in  Paris.  From 
1889  to  1894  he  was  assistant  to  Dr.  Cornelius 
Van  Dyke  at  St'.  George  Hospital,  Beirut,  and  in 
1893  taught  physiology  and  hygiene  at  the  Greek 
College  for  Girls  in  Beirut. 

From  1916  until  his  death,  Dr.  Barbour  practiced 
in  Brooklyn.  He  was  a former  representative  to 
the  French  consulate  of  the  Libano-Syrian  colony  in 
the  United  States  and  from  1926  to  1932  was  physi- 
cian to  the  French  Consul  General.  A Chevalier  of 
the  French  Legion  of  Honor,  Dr.  Barbour  was  a 
member  of  the  American  Medical  Association  and 
the  New  York  State  and  Kings  County  Medical 
Societies. 


Salvatore  Benanti,  M.  D.,  seventy-three,  a prac- 
ticing physician  in  Brooklyn  for  more  than  thirty 
years,  died  on  May  20  after  a long  illness.  Dr. 
Benanti,  a native  of  Italy,  came  to  this  country  in 
1905  and  graduated  from  Long  Island  College  Hos- 
pital in  1910.  His  internship  and  early  professional 
years  were  spent  in  association  with  that  hospital. 

Since  his  retirement  in  1941,  he  had  devoted  him- 
self to  literature,  had  written  for  various  Italian 
publications,  and  was  the  author  of  three  books. 
Dr.  Benanti  was  a former  member  of  the  Kings 
County  and  New  York  State  Medical  Societies  and 
the  American  Medical  Association. 


Jacob  Byer,  M.D.,  of  New  York  City,  died  on 
May  7.  Dr.  Byer,  a graduate  of  the  University  of 
Maryland  School  of  Medicine  and  College  of  Physi- 
cians and  Surgeons  in  1932,  was  formerly  adjunct 
physical  therapist  and  assistant  physician  on  the 
staff  of  Montefiore  Hospital.  He  was  also  a member 
of  the  New  York  State  and  County  Medical  So- 
cieties and  the  American  Medical  Association. 


Frederick  A.  Carpenter,  M.D.,  ninety-three,  New 
York  State’s  second  oldest  practicing  physician, 
died  in  May.  Er.  Carpenter  received  his  medical 
education  at  the  Eclectic  Medical  College  of  Cin- 
cinnati, graduating  in  1889.  He  began  his  practice 
in  Middletown,  New  York,  serving  there  as  city 
physician  and  was  also  surgeon  for  the  Grand  Army 
of  the  Republic  during  that  period.  In  1892  he 
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moved  to  New  York  where  he  practiced  until  1912 
and  was  a member  of  the  staff  of  the  Nose  and 
Throat  clinic  while  there. 

In  1912  Dr.  Carpenter  settled  in  Waverly  where 
he  was  school  physician  for  sixteen  years,  an  exami- 
ner for  the  Metropolitan  Life  Insurance  Company, 
and  was  an  associate  staff  physician  of  the  Tioga 
County  General  Hospital. 

Dr.  Carpenter  was  honored  by  the  Medical  Society 
of  the  State  of  New  York  in  1947  for  his  more  than 
fifty  years  in  the  practice  of  medicine.  A past- 
president  of  the  Tioga  County  Medical  Society,  he 
was  also  a member  of  the  New  York  State  Medical 
Society  and  the  American  Medical  Association. 


Benjamin  Milton  Cissel,  M.D.,  died  of  a heart 
attack  on  May  31  at  the  age  of  fifty-six.  Dr.  Cissel 
received  his  medical  degree  from  Johns  Hopkins 
University  School  of  Medicine  in  1919,  was  ap- 
pointed resident  surgeon  at  the  Long  Island  College 
Llospital  the  following  year,  and  attending  surgeon 
five  years  later.  In  1931  he  joined  the  staff  of 
Kings  County  Hospital  and  was  appointed  director 
of  surgery  in  the  Long  Island  College  division  of  that 
hospital  last  August.  Dr.  Cissel  was  also  a pro- 
fessor of  clinical  surgery  at  Long  Island  Co. lege  of 
Medicine  and  director  of  surgery  at  Swedish  Hos- 
pital, Brooklyn. 

Dr.  Cissel  was  a diplomate  of  the  American  Board 
of  Surgery  and  a fellow  of  the  American  College  of 
Surgeons  and  the  New  York  Academy  of  Medicine. 
He  was  a member  of  the  New  York  State  and  Kings 
County  Medical  Societies,  the  Brooklyn  Surgical 
Society,  and  the  American  Medical  Association. 


David  Leonard  Cohen,  M.D.,  forty-seven,  urolo- 
gist and  surgeon,  died  on  June  1.  After  receiving 
his  bachelor’s  degree  at  City  College  of  New  York 
where  he  was  elected  to  Phi  Beta  Kappa,  Dr.  Cohen 
enrolled  in  the  school  of  engineering  at  Cornell  Uni- 
versity, later  decided  against  this,  and  transferred 
to  the  New  York  University  College  of  Medicine 
from  which  he  was  graduated  in  1930.  He  interned 
at  Beth  Israel  Hospital  where  he  was  a member  of 
the  alumni  association  and  the  junior  medical  board. 
Formerly  on  the  staff  of  the  Montefiore  Hospital, 
Bronx,  at  the  time  of  his  death  Dr.  Cohen  was 
assistant  adjunct  surgeon  in  the  department  of  urol- 
ogy at  Beth  Israel  Hospital. 

Dr.  Cohen  was  a diplomate  of  the-  American  Board 
of  Urology  and  was  a member  of  the  American 
Urological  Association,  the  American  Medical  Asso- 
ciation, the  New  York  State  and  County  Medical 
Societies,  and  a fellow  of  the  New  York  Academy  of 
Medicine.  In  the  second  World  War  he  served  in 
the  Middle  East  in  the  Army  Medical  Corps  with 
the  rank  of  major. 


Robert  H.  Fisher,  M.D.,  seventy-seven-year-old 
former  physician  of  Ithaca,  died  on  May  26.  Dr. 
Fisher  was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1895.  Retired  in  1935  and 
since  then  a resident  of  Los  Altos,  California,  he  had 
been  the  first  health  officer  and  coroner  in  Tioga 
County  and  was  at  one  time  president  of  the  Village 
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of  Spencer.  Formerly  associated  with  Memorial 
Hospital,  Ithaca,  and  a past-president  of  the  Tomp- 
kins County  Medical  Society,  Dr.  Fisher  had  also 
been  a member  of  the  American  Medical  Association 
and  the  New  York  State  Medical  Society. 

Eliott  Moriarty  Hague,  M.D.,  seventy-nine-year- 
old  Rochester  physician,  died  on  May  6.  An  asso- 
ciate staff  physician  at  Genesee  Hospital  and  High- 
land Hospital  until  his  retirement  several  months 
ago,  Dr.  Hague  was  graduated  from  the  University 
of  Pennsylvania  Medical  School  in  1897.  He  began 
practice  in  Rochester  in  1898  and  continued  until  his 
retirement  when  he  moved  to  Buffalo.  Dr.  Hague 
was  a member  of  the  Rochester  Academy  of  Medi- 
cine. 

Eli  Herr  Long,  M.D.,  a medical  practitioner  in 
Buffalo  for  more  than  forty  years,  died  on  May  31 
at  the  age  of  eighty-eight.  Dr.  Long,  a graduate  of 
the  University  of  Buffalo  School  of  Medicine  in  the 
class  of  1882,  was  a former  professor  at  the  schools 
of  medicine,  dentistry,  and  pharmacy  of  the  Univer- 
sity of  Buffalo.  He  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  New  York  State  and  Erie 
County  Medical  Societies,  and  the  American  Medical 
Association. 

Alexander  Mark,  M.D.,  Elmira,  died  on  May  18. 
Dr.  Mark  was  seventy-seven  years  old.  At  the  time 
of  his  death  he  was  a consultant  physician  on  the 
staff  of  St.  Joseph’s  Hospital,  Elmira.  He  was  a 
member  of  the  New  York  State  and  Chemung 
County  Medical  Societies  and  the  American  Medical 
Association  and  had  received  his  medical  degree  in 
1899  from  the  Medico-Chirurgical  College  of  Phila- 
delphia. 

Walter  Latham  Rathbun,  M.D.,  seventy-year-old 
Cassadaga  physician,  died  on  April  28  after  a long 
illness.  Dr.  Rathbun  was  graduated  from  the  Yale 
University  College  of  Medicine  in  1903.  After  hav- 
ing been  in  charge  of  the  New  York  City  Sanatorium 
at  Otisville  and  the  Stony  Wold  Sanatorium,  Dr. 
Rathbun,  a native  of  Connecticut,  settled  in  Cassa- 
daga twenty-five  years  ago.  At  Cassadaga  Dr. 
Rathbun  helped  develop  and  was  active  in  the  re- 
search and  use  of  streptomycin  treatment  for  tuber- 
culosis. A special  fund,  named  in  his  honor,  was  set 
up  to  be  used  in  the  purchase  of  the  drug  for  needy 
patients  and  to  permit  continued  research  in  its  use 
at  Newton  Memorial  Hospital.  Dr.  Rathbun  was 
formerly  superintendent  of  the  Newton  Hospital. 

Dr.  Rathbun  was  a member  of  the  New  York 
State  and  Chautauqua  County  Medical  Societies, 
the  American  Medical  Association,  and  the  American 
Clinical  and  Climatological  Society. 

William  Dennis  Scanlan,  M.D.,  general  prac- 
titioner in  Brooklyn  for  the  past  thirty-eight  years, 
died  on  May  29  at  the  age  of  sixty-eight.  Dr. 


Scanlan  was  graduated  from  the  Long  Island  College 
Hospital  in  1907  and  served  his  internship  at  Kings 
County  Hospital.  He  was  a resident  physician  at 
Kingston  Avenue  Hospital  for  Contagious  Diseases 
in  Brooklyn  and  at  the  time  of  his  death  was 
assistant  physician  at  Samaritan  Hospital.  He  was 
also  a member  of  the  American  Medical  Association 
and  the  New  York  State  and  Kings  County  Medical 
Societies. 

In  1903,  following  graduation  from  Syracuse 
University  where  he  was  a pitcher  on  the  base- 
ball team,  Dr.  Scanlan  joined  the  Pittsburgh  team 
of  the  National  League.  In  1904  he  went  to  the 
Brooklyn  team  of  the  same  league  and  pitched  for 
them  until  1907  and  again  from  1909  to  1911.  In 
his  best  Brooklyn  year  Dr.  Scanlan  won  eighteen 
and  lost  twelve  games. 


John  Joseph  Shea,  M.D.,  died  on  May  28. 
Eighty-two-year-old  Dr.  Shea  had  practiced  medi- 
cine in  Greenwich  Village,  New  York,  from  1895 
until  his  retirement  ten  years  ago.  A native  of 
New  York  City,  Dr.  Shea  was  a member  of  the  class 
of  1891  of  the  New  York  University  College  of 
Medicine. 


John  Sherburne,  M.D.,  fifty-seven,  of  Queens, 
died  on  May  23  after  a long  illness.  Dr.  Sherburne 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1919  and  at  the  time  of  his  death  was  a member  of  the 
staffs  of  Doctors’  Hospital,  New  York,  and  St. 
John’s  and  Mary  Immaculate  Hospitals  in  Queens. 
Dr.  Sherburne  belonged  to  the  New  York  State  and 
Queens  County  Medical  Societies  and  the  American 
Medical  Association. 


Harry  Knibb  Tebbutt,  Jr.,  M.D.,  Albany  eye,  ear, 
nose,  and  throat  specialist,  died  on  June  8 at  the  age 
of  fifty-seven.  After  graduation  from  Albany 
Medical  College  in  1916,  Dr.  Tebbutt  served  with 
Troop  G,  New  York  National  Guard,  in  the  Mexican 
Border  Campaign  in  1916.  He  went  to  France  in 
World  War  I as  medical  officer,  Machine  Gun  Bat- 
talion, 27th  Division,  with  the  rank  of  captain. 

He  had  been  attending  otolaryngologist  at  Albany 
Hospital  for  the  last  twenty-five  years  and  was  also 
a consulting  otolaryngologist  on  the  staffs  of  Luding- 
ton  Hospital,  Ticonderoga,  and  Memorial  Hospital, 
Catskill.  He  became  assistant  professor  of  otolaryn- 
gology at  Albany  Medical  College  in  1937  and  was 
named  associate  professor  in  1938.  A diplomate  of 
the  American  Board  of  Otolaryngology,  Dr.  Tebbutt 
was  a member  of  the  Triological  Society,  honorary 
medical  group,  the  American  Medical  Association, 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Laryngology,  Rhi- 
nology,  and  Otolaryngology  Society,  and  the  New 
York  State  and  Albany  County  Medical  Societies. 


HOSPITAL  NEWS 


Hospital  Service  in  the  United  States 


THE  annual  hospital  report  of  the  Council  on 
Medical  Education  and  Hospitals  published  in 
a recent  issue  of  the  Journal  of  the  American  Medical 
Association  shows  a new  high  in  the  utilization  of 
hospital  service  in  continental  United  States.  The 
present  bed  capacity  of  1,423,520  and  the  average 
daily  census  of  1,217,154  are  nearly  identical  with  the 
previous  report,  but  the  total  of  16,422,772  ad- 
missions in  1948  represents  an  increase  of  593,260  in 
the  last  year  and  exceeds  also  the  earlier  record  of 
16,257,402  in  1945. 

While  increases  occurred  in  both  the  govern- 
mental and  the  nongovernmental  divisions,  the  expan- 
' sion  was  not  uniform  throughout  the  hospital  field. 

! The  federal  hospitals,  for  example,  reported  a reduc- 
tion of  about  100,000  admissions,  and  the  hospitals 
i under  “individual  and  partnership”  control,  33,000; 

I yet  the  governmental  institutions  as  a group  had  a 
net  increase  of  86,147  and  the  nongovernmental 
hospitals  507,113. 

The  admissions,  as  here  reported,  do  not 
include  hospital  births,  which  last  year  totaled 
2,794,281  compared  with  the  all  time  record  of 
2,837,139  in  1947. 

The  greatest  increase  in  service  was  in  the  general 
hospitals,  which  reported  15,160,062  admissions  and 
2,715,645  births.  These  totals  represent  92  per  cent 

I of  all  patients  admitted  and  97  per  cent  of  the  hos- 
pital births  in  1948.  Although  the  bed  capacity 
of  this  group  was  reduced  in  the  last  year  from 
592,453  to  576,459,  the  number  of  admissions 
increased  by  494,867.  With  an  average  daily  census 
of  437,590,  the  general  hospitals  in  1948  carried  36 
per  cent  of  the  daily  patient  load  reported  in  all 
registered  hospitals. 

The  psychiatric  hospitals  with  a capacity  of 
691,499  beds  admitted  305,000  patients,  an  increase 
of  13,046  compared  with  the  previous  year.  While 
l this  total  represents  less  than  2 per  cent  of  all  ad- 
missions, the  maintenance  of  an  average  daily 
; census  of  664,399  indicates  that  nearly  55  per  cent 
of  the  occupied  hospital  beds  are  utilized  for  psy- 
chiatric care. 

An  increase  in  tuberculosis  hospitalization  in  the 
i last  year  is  apparent  in  the  report  of  105,588  ad- 
« missions  compared  with  99,080  in  1947.  The  tuber- 


culosis hospitals,  which  have  a capacity  of  81,993 
beds,  reported  an  average  daily  census  of  66,484, 
or  approximately  5 per  cent  of  the  total  hospital 
load. 

Although  the  number  of  beds  remained  practically 
unchanged  in  the  last  year,  the  increase  in  hospital 
admissions  did  not  result  in  a proportionate  gain  in 
the  percentage  of  beds  occupied.  This  apparent 
discrepancy  is  clarified,  however,  by  the  reduced 
period  of  hospitalization  in  the  general  hospital 
group,  to  which  92  per  cent  of  all  patients  were 
admitted.  In  1947  the  average  patient  in  a general 
hospital  remained  11.4  days,  while  in  1948  the  aver- 
age length  of  stay  was  10.5.  Last  year  the  over-all 
hospital  occupancy  rate  was  85.5  per  cent  as  com- 
pared with  85.4  in  1947.  The  percentage  in  the 
governmental  hospitals  increased  to  89.0  per  cent, 
but  there  was  a corresponding  reduction  in  the 
nongovernmental  hospitals  to  76.7.  The  general 
hospitals  maintain  an  average  occupancy  of  75.9 
per  cent,  but  the  increase  to  96.1  in  the  psychiatric 
group  indicates  that  many  hospitals  in  this  field  oper- 
ate well  beyond  their  rated  capacity. 

While  modern  hospitals  are  primarily  engaged  in 
the  care  of  the  sick,  they  are  also  to  an  increasing 
degree  participating  in  educational  functions  neces- 
sary to  the  maintenance  of  high  standards  of  hospital 
service.  The  magnitude  of  this  program  is  evident 
in  the  number  of  hospitals  which  have  developed 
educational  services  for  interns,  resident  physicians, 
student  nurses,  and  hospital  technical  personnel. 
Currently  there  are  807  hospitals  approved  for 
interns  and  1,140  for  the  training  of  resident  phy- 
sicians. The  accredited  schools  of  nursing  educa- 
tion, which  now  total  1,163,  reported  an  enrollment 
of  100,174  student  nurses  in  1948.  There  are,  in 
addition,  224  hospital  schools  approved  for  the 
training  of  x-ray  technicians,  383  schools  for  medical 
technologists,  25  for  occupational  therapy  techni- 
cians, 26  for  physical  therapy  technicians,  and  13 
for  the  training  of  medical  record  personnel.  The 
generous  support  which  these  educational  programs 
have  received  is  a further  contribution  on  the  part 
of  the  hospital  administration  and  the  medical, 
nursing,  and  technical  staffs  to  the  future  needs  of 
the  hospital  field. 


Hospital  Survey 


by  the  National  Board  of  Fire  Underwriters  in 
cooperation  with  hospital  and  medical  organizations, 
it  has  been  announced. 


The  survey,  which  will  cover  6,300  institutions 
and  countless  private  nursing  homes  and  is  expected 
to  take  a year  and  a half,  was  decided  upon  as  a 
result  of  the  tragic  fire  on  April  4 at  St.  Anthony’s 
Hospital,  Effingham,  Illinois,  which  took  the  lives 
of  73  persons,  including  60  patients. 

Directing  the  project  will  be  a special  committee 
on  hospital  inspection  named  by  the  executive 

I committee  of  the  National  Board  of  Fire  Under- 
writers and  headed  by  Col.  Perrin  C.  Cothran  of 

1 


on  Fires  Planned 

Hartford,  Connecticut,  vice-president  of  the  Phoe- 
nix-Connecticut  Group  of  Insurance  Companies. 

Colonel  Cothran  emphasized  that  the  inspections 
would  be  made  entirely  on  a public  service  basis 
without  regard  to  rates,  premiums,  or  other  com- 
mercial aspects  of  insurance. 

The  inspections,  to  be  conducted  by  6,000  fire 
prevention  and  safety  engineers,  will  begin  about 
July  15. 

The  project  will  have  the  cooperation  of  the 
American  Medical  Association,  the  American 
Hospital  Association  and  its  Council  on  Hospital 
Planning  and  Plant  Operation,  the  Association 
of  Casualty  and  Surety  Companies,  and  the  National 
Association  of  Insurance  Agents. 
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The  plans  contemplate  directing  inspections  first 
to  the  hospitals  considered  most  vulnerable  to  fire 
and  loss  of  life  from  fire,  or  hospitals  that  are  not 
fire-resistant  or  equipped  with  sprinkler  and  other 
protective  features,  Colonel  Cothran  said. 

The  results  of  inspections  will  be  furnished  on  a 
confidential  basis  to  hospital  administrators  and 
other  authorities.  In  view  of  the  interest  expressed 
by  hospitals  and  other  authorities,  it  is  anticipated 
that  improvements  will  result. 

To  prevent  duplication  of  effort,  inquiries  now 
are  being  made  to  learn  what  general  inspections  of 


hospitals  are  under  way  or  planned  in  various  states 
and  what  machinery  and  organizations  exist  to 
perform  inspection  duties. 

Dr.  J.  J.  Golub,  chairman  of  the  American  Hos- 
pital Association  Council  on  Hospital  Planning,  said 
he  hoped  one  of  the  results  of  the  survey  would  be 
to  point  to  the  need  for  revision  in  building  codes 
that  would  permit  the  wider  use  of  modern  fire  pre- 
ventive materials. 

Dr.  Golub  said  he  hoped  also  that  it  would 
give  emphasis  to  the  desirability  of  fire  drills  and 
training  in  evacuation  procedures. 


Mental  Hygiene  Department  Announces  Building  Plans 


ONSTRUCTION  has  been  completed  and  con- 
tracts awarded  for  several  of  the  infirmaries 
and  hospitals  under  the  jurisdiction  of  the  New  York 
State  Department  of  Mental  Hygiene,  which  in- 
cludes 27  institutions  in  the  State.  The  State’s 
building  program  will  increase  the  capacities  of 
several  of  these  institutions,  which  include  20  hos- 
pitals for  the  mentally  ill  and  six  schools  for  mental 
defectives. 

A total  of  $72,000,000  has  been  set  aside  for 
construction  this  year  to  provide  additional  beds, 
replace  outmoded  structures,  and  make  available 
the  most  up-to-date  facilities  for  the  care  of  the 
98,000  patients  in  the  27  institutions. 

Contracts  totaling  $8,109,770  have  been  awarded 
for  construction  of  a 960-bed,  Medical-Surgical 
Building  at  Hudson  River  State  Hospital  in  Pough- 
keepsie, it  was  announced  in  a joint  statement  by 
Bertram  D.  Tallamy,  New  York  State  Superin- 
tendent of  Public  Works,  and  Dr.  Frederick  Mac- 
Curdy,  State  Commissioner  of  Mental  Hygiene. 
Construction  of  this  new,  nine-story  modern  hos- 
pital marks  an  important  step  in  the  initiation  of 
the  program  to  alleviate  overcrowding  in  the  mental 
hospitals  urged  by  Governor  Thomas  E.  Dewey  as 
one  of  the  most  pressing  of  the  State’s  needs  at  this 


time.  Contract  awards  are  pending  for  similar 
structures  at  State  Hospitals  in  Buffalo  and  Bing- 
hamton. 

The  first  building  completed  under  New  York 
State’s  postwar  construction  program  to  increase 
facilities  of  the  Department  of  Mental  Hygiene  is 
ready  for  occupancy,  Dr.  Frederick  MacCurdy, 
commissioner,  announced.  The  new  building  is  a 
200-bed  infirmary  at  Craig  Colony,  the  department’s 
institution  for  epileptics,  located  at  Sonyea,  Living- 
ston County. 

The  infirmary,  equipped  with  all  modern  facilities 
for  complete  medical  care,  was  officially  opened  June 
9 with  an  informal  program  to  which  directors  and 
other  personnel  of  several  hospitals  in  the  vicinity, 
also  the  general  public,  were  invited. 

Dr.  Willard  H.  Veeder,  director  of  Craig  Colony, 
indicated  that  moving  of  patients  from  other  parts 
of  the  institution  to  the  new  infirmary  will  be  started 
within  a few  days.  The  new  building  will  not  only 
alleviate  overcrowding  of  Craig  Colony  generally, 
Dr.  Veeder  pointed  out,  but  will  permit  more 
efficient  grouping  of  patients  according  to  age. 

Craig  Colony  now  houses  approximately  2,224 
epileptic  patients,  providing  full  medical  care, 
including  special  treatment  for  convulsive  disorders. 


NEWS  NOTES 


At  the  Presbyterian  Hospital,  New  York  City, 
on  June  13,  a sculptured  bust  of  the  late  Dr.  Hugh 
Auchincloss  was  presented  to  the  hospital  by  mem- 
bers of  his  family.  The  bronze  head,  the  work  of 
the  sculptress  Joy  Buba,  was  presented  by  a brother, 
Mr.  Charles  C.  Auchincloss,  and  accepted  by  Mr. 
Charles  P.  Cooper,  president  of  the  hospital.  The 
humanity  of  Dr.  Auchincloss  and  his  contributions 
to  the  advancement  of  surgery  were  described  by 
his  former  associate,  Dr.  Allen  O.  Whipple,  and 
two  members  of  the  School  of  Nursing  spoke  of 
Dr.  Auchincloss’  gift  of  the  Florence  Nightingale 
memorabilia  collection  to  the  hospital. 

Dr.  Auchincloss  died  on  September  21,  1947,  after 
more  than  thirty-five  years’  association  with  the 
surgical  service  of  Presbyterian  Hospital.  He  was 
among  the  first  to  perform  a radical  mastectomy, 
and  he  received  world-wide  acclaim  for  his  mono- 
graph on  infections  of  the  hand.  During  the 
influenza  epidemic  of  1918,  Dr.  Auchincloss  won 


wide  repute  for  introducing  the  “Auchincloss  tube” 
for  draining  the  pleural  cavity. 


On  July  1,  Dr.  Thomas  J.  Quigley  will  assume 
duties  as  medical  coordinator  at  Saint  Vincent’s 
Hospital,  Staten  Island.  A graduate  of  Georgetown 
University  Medical  School,  Dr.  Quigley  is  a veteran 
of  three  years’  service  with  the  Army  Medical 
Corps  during  World  War  II. 


Dr.  Oswald  S.  Lowsley,  director  of  urology  at  the 
Brady  Foundation  of  the  New  York  Hospital, 
received  Ecuador’s  national  order,  “A1  Merito,”  with 
the  designation  of  Commendador  at  a presentation 
ceremony  held  April  21  at  the  New  York  City  home 
of  Dr.  Homero  Viteri-Lafronte,  head  of  Ecuador’s 
delegation  to  the  United  Nations. 
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Dr.  Benjamin  Jablons  has  been  appointed  visiting 
physician  in  peripheral  vasuclar  diseases  at  the 
Goldwater  Memorial  Hospital,  New  York  City. 


On  May  17  at  the  Manhattan  General  Hospital, 
New  York  City,  Dr.  Emanuel  Revici  presented  a 
lecture  on  “Observations  on  the  Administration  of 
Lipids  in  Cancer.” 


The  twenty-fifth  anniversary  of  Unity  Hospital, 
Brooklyn,  was  celebrated  on  April  23  with  a dinner 
at  the  Waldorf-Astoria  Hotel,  New  York  City. 
Speakers  included  Judge  JacobS.  Strahl,  Justice  Louis 
Goldstein,  and  Dr.  George  I.  Miller.  Dr.  Harry 
Apfel,  president  of  the  medical  board  for  the  past 
ten  years,  was  presented  with  a bronze  plaque.  Dr. 
Meyer  Scalar  was  toastmaster. 


Dr.  Samuel  Feinstein,  formerly  supervising 
psychiatrist  at  the  St.  Lawrence  State  Hospital  in 
Ogdensburg,  has  been  appointed  assistant  director, 
clinical,  at  the  hospital. 


Graduate  staffs  at  the  Bethesda  and  St.  James 
Hospitals,  in  Hornell,  met  on  April  14  at  the  St. 
James  Hospital  to  hear  a paper  presented  by  Dr. 
Leon  M.  Roe,  of  Canisteo,  on  “Nursing  Care  in  the 
Rehabilitation  of  Cerebrovascular  Accidents.” 


Cornerstone  ceremonies  for  the  ten-story,  570-bed 
Kings  County  Tuberculosis  and  Chronic  Disease 
Hospital,  in  Brooklyn,  which  will  be  part  of  the 


Kings  County  Hospital  Medical  Center,  were  held 
on  June  10,  with  Mayor  William  O’Dwyer  as  prin- 
cipal speaker.  Dr.  Marcus  D.  Kogel,  City  Com- 
missioner of  Hospitals,  presided,  and  brief  addresses 
were  given  by  Borough  President  John  Cashmore 
of  Brooklyn;  Dr.  Joseph  Tenopyr,  president  of  the 
medical  board  and  director  of  surgery  at  Kings 
County  Hospital;  Dr.  Irwin  E.  Siris,  president  of 
the  Kings  County  Medical  Society  and  the  Academy 
of  Medicine  of  Brooklyn,  and  Commissioner  Fred- 
erick H.  Zurmuhlen  of  the  Department  of  Public 
Works,  under  whose  jurisdiction  the  hospital  is 
being  constructed. 

The  new  hospital,  estimated  to  cost  $7,300,000 
and  scheduled  for  completion  in  the  summer  of  1950, 
is  one  of  the  several  municipal  hospital  projects 
now  under  construction.  Others  include:  the 

300-bed  Francis  Delafield  Hospital  for  cancer, 
Manhattan,  which  will  be  affiliated  with  the  Colum- 
bia-Presbyterian  Medical  Center;  the  300-bed 
James  Ewing  Hospital  for  cancer,  Manhattan, 
which  will  be  affiliated  with  the  Memorial  Cancer 
Center,  and  the  2,000-bed  Bird  S.  Coler  Chronic 
Disease  Hospital  and  Home  on  Welfare  Island. 


Actual  demolition  ceremonies  signaling  the  start 
of  construction  of  the  $32,744,000  building  and 
development  program  of  the  New  York  University- 
Bellevue  Medical  Center  were  held  on  June  7 in 
New  York  City.  Construction  of  the  Institute  of 
Rehabilitation  and  Physical  Medicine,  first  building 
to  be  started,  is  expected  to  get  undemay  within  a 
month,  with  completion  scheduled  by  September, 
1950.  The  ceremonies  opened  with  Mr.  Winthrop 
Rockefeller,  chairman  of  the  Medical  Center’s 
Board  of  Trustees,  giving  the  signal  for  wrecking 
crews  to  start  demolition  of  the  old  buildings  on  the 
site.  Among  the  speakers  were  Mayor  William 
O’Dwyer  and  Dr.  Donald  A.  Covalt,  clinical  di- 
rector of  the  Institute  of  Rehabilitation,  representing 
Dr.  Howard  A.  Rusk,  director  of  the  Institute. 


CORRESPONDENCE 


To  the  Editor: 

The  statement  has  been  made  rather  frequently 
that  Mr.  Bernard  Baruch  is  in  favor  of  compulsory 
health  insurance. 

Accompanying  this  is  a copy  of  a letter  from  Mr. 
Baruch  that  refutes  this  statement.  This  should  be 
of  interest  to  readers  of  our  State  Journal  in  view 
of  our  stand  in  this  matter. 

Madge  C.  L.  McGuinness,  M.D. 

Chairman,  Speakers’  Bureau 
Medical  Society  of  the  County  of  New  York 
51  East  87th  Street 
New  York  28,  New  York 
May  14,  1949 

My  dear  Dr.  McGuinness: 

. . . What  I don’t  understand  in  all  this  talk  about 
medicine  is  that  everybody  wants  to  go  to  the 


Government,  even  our  own  friends,  to  get  aid.  Yet 
they  expect  that  the  Government  is  not  going  to  call 
the  tune  as  long  as  it  pays  the  piper.  I certainly  do 
not  want  to  see  what  is  generally  known  as  socialized 
medicine.  As  I said  at  the  time  of  my  address,  I 
would  oppose  it  with  all  my  might.  I said,  as  you 
may  remember,  that  the  doctors  have  to  get  a move 
on  themselves  to  meet  the  needs  of  the  situation,  and 
I stand  on  my  speech.  I know  that  men  like  Dr. 
Rawls  are  doing  all  they  can  to  meet  the  needs  of  the 
situation  without  destroying  the  benefit  the  world 
derives  from  the  great  service  the  medical  profession 
has  always  rendered. 

Yours  very  truly, 

Bernard  M.  Baruch 

New  York  City 
March  19, 1949 
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Officers  Elected 

"TWO  members  of  the  Medical  Society  of  the  State 
of  New  York  were  elected  to  office  in  the  Ameri- 
can Medical  Association  at  the  annual  meeting  held 
June  6 to  10  in  Atlantic  City,  New  Jersey.  Dr. 
James  R.  Reuling,  Bayside,  treasurer  of  the  State 
Society,  was  re-elected  vice-speaker  of  the  A.M.A. 
House  of  Delegates,  and  Dr.  Louis  H.  Bauer, 
Hempstead,  past-president  of  the  State  Society 
and  now  secretary  of  the  World  Medical  Associa- 
tion, was  re-elected  to  the  A.M.A.  Board  of  Trustees 
for  a five-year  term. 

Dr.  Elmer  L.  Henderson,  of  Louisville,  Kentucky, 
was  chosen  president-elect,  and  will  assume  the 
office  at  the  A.M.A.  annual  meeting  in  San  Fran- 


to  Head  A.M.A. 

cisco  in  June,  1950.  Other  officers  chosen  are: 
Dr.  James  Francis  Norton,  Jersey  City,  New  Jersey, 
president  of  the  Medical  Society  of  New  Jersey, 
vice-president;  Dr.  George  F.  Lull,  Chicago,  Illinois, 
secretary;  Dr.  Josiah  J.  Moore,  Chicago,  Illinois, 
treasurer;  Dr.  Frank  F.  Borzell,  Philadelphia, 
Pennsylvania,  speaker  of  the  House  of  Delegates, 
and  Dr.  F.  J.  L.  Blasingame,  Wharton,  Texas, 
trustee  for  a five-year  term. 

Atlantic  City,  New  Jersey,  was  announced  as  the 
convention  city  for  1951,  and  Chicago  was  selected 
as  the  meeting  place  for  1952.  San  Francisco, 
California,  had  previously  been  chosen  as  the  1950 
site. 


A.M.A.  Sets  Up  Criteria  for  Medical  Plans 


A T ITS  annual  convention  in  Atlantic  City, 
-CL  New  Jersey,  from  June  6 to  10,  the  House  of 
Delegates  of  the  American  Medical  Association 
adopted  a set  of  twenty  suggested  principles  for 
lay-sponsored  voluntary  health  plans,  of  which 
there  are  about  eighty  throughout  the  United  States, 
with  approximately  one  million  subscribers. 

The  principles  are  approved  as  suggestions  to 
state  and  county  medical  societies,  and  these  groups 
have  the  right  to  accept  or  reject  the  principles, 
to  modify  them,  or  ignore  them. 

The  twenty  suggested  principles  for  lay-sponsored 
voluntary  health  plans  follow: 

1.  The  plan  shall  be  nonprofit,  pay  no  dividends 
to  beneficiaries  or  others;  all  surplus  earnings  shall  be 
devoted  either  to  improving  services,  to  making  com- 
pensation of  physicians  and  other  staff  members 
more  adequate  for  their  responsibilities  and  services, 
to  purchasing  facilities  and  equipment,  to  increasing 
the  scope  of  benefits,  or  to  building  annual  reserve 
funds.  All  income  to  the  plan  shall  be  devoted  to 
services  for  beneficiaries. 

2.  The  plan  shall  comply  with  the  principles 
of  medical  ethics  of  the  American  Medical  Associa- 
tion, which  provide  that  it  is  unprofessional  for  a 
physician  to  dispose  of  his  professional  attainments 
or  services  to  any  lay  body,  organization,  group, 
or  individual,  by  whatever  name  called,  or  however 
organized,  under  terms  or  conditions  which  permit 
a direct  profit  from  the  fees,  salary,  or  compensation 
received  to  accrue  to  the  lay  body  or  individual  em- 
ploying him. 

3.  If  incorporated,  the  plan  shall  be  adequately 
financed  and  organized  without  capital  stock. 

4.  The  plan  shall  be  operated  under  an  auton- 
omous administration  or  trust,  with  segregated 
funds,  and  shall  be  devoted  exclusively  to  the  pro- 
vision of  health  service. 

5.  Promotion,  sales,  organization,  and  adminis- 
trative expense  of  the  plan  shall  be  kept  at  a mini- 
mum as  judged  by  the  accrediting  body. 

6.  The  quality  of  medical  service  shall  be  main- 
tained at  the  highest  possible  level.  All  participate 
ing  physicians  shall  be  doctors  of  medicine  duly 
licensed  to  practice  medicine  in  any  state  in  which 
the  plan  operates.  Each  physician  engaged  in  the 
practice  of  a specialty  shall  be  required  to  have 


adequate  qualifications  for  that  specialty.  The 
personnel  and  facilities  of  the  plan  shall  be  adequate 
to  insure  a high  quality  of  medical  care. 

7.  The  plan  shall  provide  all  services  as  set  forth 
in  the  agreement  with  the  beneficiary,  save  if  in  the 
opinion  of  the  medical  staff,  a professional  service 
set  forth  is  not  available  because  of  an  emergency  or 
because  of  the  need  for  highly  technical  procedure, 
or  for  any  other  reason,  then  such  service  shall  be 
otherwise  provided  by  the  plan. 

8.  The  plan,  in  its  agreement  entered  into  with 
the  beneficiary  and  which  shall  be  distributed  to 
each  beneficiary,  shall  state  clearly  the  services  and 
benefits  to  be  provided  and  the  conditions  under 
which  they  will  be  provided.  All  exclusions,  limita- 
tions, waiting  period,  and  deductible  provision  shall 
be  clearly  stated  in  the  agreement  with  the  bene- 
ficiary and  in  promotional  and  descriptive  literature. 

9.  The  plan  shall,  in  its  agreement  with  the 
beneficiary,  state  clearly  the  amount  of  dues  or 
subscription  to  be  paid.  The  amount  of  dues  or 
subscription  shall  be  adequate  to  provide  for  the 
benefits  and  services  offered  and  to  insure  proper 
financing  of  the  risks  involved. 

10.  No  promotional  material  shall  invite  atten- 
tion to  the  professional  skill,  qualifications,  or  attain- 
ments of  the  physicians  participating  in  the  plan. 

11.  Participating  physicians  may  be  compen- 
sated in  any  manner  not  contrary  to  the  principles 
of  medical  ethics  of  the  American  Medical  Associa- 
tion relating  to  contract  practices. 

12.  Any  duly  licensed  physician  in  the  commun- 
ity who  wishes  to  participate  in  the  plan,  who  meets 
its  professional  and  personnel  standards,  and  who 
agrees  to  abide  by  its  terms  and  the  requirements 
of  its  beneficiaries,  shall  be  admitted  to  the  plan. 

13.  The  names  of  all  participating  physicians  of 
the  plan  shall  be  made  available  to  the  prospective 
beneficiary.  The  beneficiary  shall,  within  reason- 
able geographic  and  professional  limitations,  have 
free  choice  among  participating  physicians. 

14.  There  shall  be  no  interference  by  the  govern- 
ing body  with  the  medical  staff  in  the  practice  of 
medicine.  The  traditional  and  confidential  rela- 
tionship of  the  physician  and  patient  shall  be  pre- 
served. 

15.  Adequate  provisions  shall  be  made  for 
effective  participation  of  the  medical  staff  in  the 
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deliberations  of  the  governing  body.  It  is  recom- 
mended that  the  membership  of  the  governing 
body  include  representatives  of  the  medical  pro- 
fession. 

16.  All  services  rendered  by  the  participating 
physician,  not  included  in  the  beneficiary’s  contract, 
shall  be  payable  by  the  beneficiary  to  the  participat- 
ing physician  on  a fee  for  service  basis. 

17.  The  method  of  operation  of  any  hospital 
owned  or  under  contract  to  the  plan  shall  be  in 
accordance  with  sound  public  policy. 


18.  The  plan  shall  provide  for  like  rates,  benefits, 
terms,  and  conditions  for  all  persons  in  the  same 
class. 

19.  Investment  of  reserve  funds  shall  be  made 
only  in  securities  deemed  prudent  for  such  purposes. 

20.  Any  plan  desiring  approval  under  these 
principles  shall  agree  to  such  periodic  reviews  and 
to  abide  by  such  regulations  as  may  be  deemed  neces- 
sary by  an  appropriate  accrediting  body  of  the  Am- 
erican Medical  Association  in  consultation  with 
representatives  of  the  sponsors  of  the  plan. 


Exchange  Fellowships  in  Cancer  Research 


BRITISH- American  Exchange  Fellowships  in 
Cancer  Research  of  the  American  Cancer 
Society,  awarded  by  the  Society  upon  recommen- 
dation of  the  Committee  on  Growth  of  the  National 
Research  Council,  are  offered  to  citizens  of  the 
United  States  for  advanced  training  and  experience 
in  Great  Britain  in  specialized  fields  of  investigation 
pertaining  to  the  problem  of  cancer.  Similar  fellow- 
ships are  awarded  by  the  British  Empire  Cancer 
Campaign  to  British  scientists  for  study  in  the 
United  States.  The  Society  and  the  Committee 
on  Growth  welcome  the  cooperation  of  universities 
and  hospitals  in  making  known  these  opportunities 
to  suitable  candidates. 

These  fellowships  are  awarded  by  the  American 
Cancer  Society  to  provide  specialized  training  for 
American  investigators  in  Great  Britain  where 
opportunities  exist  for  study  in  facets  of  research 
in  malignant  disease  not  widely  available  in  this 
country. 

Fellowships  are  open  to  citizens  of  the  United 
States  who  possess  the  degree  of  Doctor  of  Medicine, 
Doctor  of  Philosophy,  or  Doctor  of  Science.  They 
are  intended  for  young  men  and  women  embarking 
upon  a career  in  clinical  medicine  or  basic  research, 
and  also  for  more  mature  candidates  desiring  to 
extend  their  fields  of  competence  in  these  fields. 
Applicants  must  be  able  to  demonstrate  that  they 
have  qualifications  necessary  to  pursue  inves- 
tigation in  the  fundamental  sciences  or  in  clinical 
medicine. 

Applications  should  state  the  institution  where 


the  fellow  plans  to  work  in  Great  Britain;  the  indi- 
vidual under  whom  the  fellow  desires  to  work; 
what  problem  he  intends  to  investigate;  when  he 
wishes  to  start. 

Fellowships  will  be  awarded  for  a period  of  one 
year.  The  annual  stipend  will  be  £1,000  ($4,020). 
An  allowance  of  $600  is  made  for  travel  to  the  site 
of  the  fellowship  in  Great  Britain. 

University  staff  appointment,  with  teaching 
duties  agreeable  to  the  fellow,  is  permitted,  pro- 
vided it  carries  no  additional  salary  and  provided 
it  is  acceptable  to  the  Committee  on  Growth,  the 
American  Cancer  Society,  and  the  British  Empire 
Cancer  Campaign.  No  other  remunerative  work 
will  be  permitted  during  the  tenure  of  the  fellowship. 

Fellowship  appointments  are  subject  to  the  con- 
dition that,  once  accepted,  they  will  not  be  vacated 
or  the  place  of  work  changed  within  the  period  of 
tenure  without  the  consent  of  the  Committee  on 
Growth,  the  American  Cancer  Society,  and  the 
British  Empire  Cancer  Campaign. 

Application  forms  for  British-American  Exchange 
Fellowships  in  Cancer  Research  may  be  procured 
from  and  submitted  at  any  time  to  the  executive 
secretary  of  the  Committee  on  Growth,  Division 
of  Medical  Sciences,  National  Research  Council, 
2101  Constitution  Avenue,  Washington  25  D.C. 
Favorable  action  by  the  Committee  on  Growtn  takes 
the  form  of  a recommendation  to  the  American 
Cancer  Society,  and  is  subject  to  approval  by  the 
Society.  Fellowships  will  be  made  effective  at  the 
convenience  of  the  institution  and  the  fellow. 


MEDICALLY 

Life  Insurance  Medical  Research  Fund — The 

Life  Insurance  Medical  Research  Fund  has  published 
its  fourth  annual  report  on  heart  disease  and  heart 
disease  research,  addressed  to  members  of  the  medi- 
cal profession  and  to  life  insurance  presidents  of  the 
United  States  and  Canada. 

Representing  147  life  insurance  companies,  the 
Fund  was  organized  late  in  1945  as  the  first  major 
organization  in  North  America  to  devote  its  full  re- 
sources to  heart  disease  research.  In  its  first  four 
years  it  sponsored  nearly  two  million  dollars  of  uni- 
versity and  hospital  work,  and  last  month  its  Board 
of  Directors  voted  to  contribute  another  $600,000 
during  1949. 


SPEAKING— 

A summary  of  the  Fund’s  activities  through  1948 
in  its  annual  report  shows  that,  for  1949,  $585,300 
more  has  been  allocated  for  53  new  and  old  projects, 
and  $94,700  has  been  awarded  27  new  fellows,  to 
bring  the  total  Fund  support  of  heart  disease  re- 
search so  far  to  $2,576,000. 


The  Electron  Microscope — The  first  formal  col- 
lege program  to  train  scientists  to  use  the  electron 
microscope  and  to  explore  the  uncharted  areas 
opened  by  the  instrument  is  being  organized  in  the 
Department  of  Engineering  Physics  at  Cornell  Uni- 
versity. 
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The  project  was  disclosed  by  Dean  S.  C.  Hollister 
of  the  College  of  Engineering  in  an  announcement  of 
plans  for  the  establishment  of  a major  Electron 
Microscopy  Laboratory  at  Cornell.  The  laboratory 
is  being  supported  by  a grant  from  the  Rockefeller 
Foundation. 

The  laboratory  will  provide  training  in  the  field 
of  electron  optics  and  electron  microscopy  both  in 
the  fifth  year  of  the  undergraduate  curriculum  and 
at  the  graduate  level.  It  will  also  make  possible 
fundamental  research  in  electron  microscopy  which  is 
expected  to  result  in  development  of  new  and  im- 
proved technics. 


Announces  Examination — The  U.S.  Civil  Service 
Commission  has  announced  examinations  for  posi- 
tions at  St.  Elizabeth’s  Hospital,  Washington,  D.C., 
including  a rotating  internship  (salary — .$2,200  first 
year,  $2,400  second  year);  psychiatric  resident 
($2,400  to  $4,100  a year),  and  surgical  resident 
($3,400  to  $4,150  a year).  Further  information  and 
application  forms  may  be  obtained  at  most  first-  and 
second-class  post  offices,  from  civil  service  regional 
offices,  or  from  the  U.S.  Civil  Service  Commission, 
Washington  25,  D.C. 


Establish  Air  Force  Medical  Reserve — General 
Hoyt  S.  Vandenberg,  Chief  of  Staff,  U.S.  Air  Force, 
announced  recently  that  applications  are  being  re- 
ceived for  commissions  in  the  newly  created  Air 
Force  Medical,  Reserve.  Physicians,  dentists, 
nurses,  and  other  medical  personnel  ^ho  served  with 
the  Army  Air  Forces  during  the  war  may  make  appli- 
cation through  the  Air  Adjutant  General,  U.S.  Air 
Force,  in  Washington. 


Texaco  Fellowship  in  Industrial  Medicine — The 

University  of  Cincinnati  announces  the  creation  of  a 
Texaco  Fellowship  in  Industrial  Medicine,  through  a 
grant  made  to  the  Institute  of  Industrial  Health  in 
the  Graduate  School  of  Arts  and  Sciences  by  the 
Texas  Company.  This  fellowship  is  being  estab- 
lished in  the  University  and  the  Institute,  in  con- 
nection with  the  training  of  physicians  for  practice 
in  industrial  medicine  and  hygiene. 

The  Texaco  Fellowship  will  be  awarded  for  a two- 
year  period,  to  begin  July  1,  1949,  and  will  provide 
for  the  intramural  period  of  training  of  the  successful 
candidate.  On  the  completion  of  the  work  of  the 
fellowship  within  the  University,  an  additional  year 
will  be  spent  in  supervised  practice  in  one  or  more 
industrial  organizations.  Upon  successful  comple- 
tion of  the  entire  course  of  training  the  degree  of 
Doctor  of  Industrial  Medicine  will  be  awarded  by 
the  University. 


Research  Fellowships — The  Americau  College  of 
Physicians  announces  that  a limited  number  of 
Fellowships  in  Medicine  will  be  available  from  July 
1,  1950  to  June  30,  1951.  These  Fellowships  are 
designed  to  provide  an  opportunity  for  research 
training  either  in  the  basic  medical  sciences  or  in  the 
application  of  these  sciences  to  clinical  investigation. 
They  are  for  the  benefit  of  physicians  who  are  in  the 
early  stages  of  their  preparation  for  a teaching  and 
investigative  career  in  internal  medicine.  Assur- 
ance must  be  provided  that  the  applicant  will  be  ac- 
ceptable in  the  laboratory  or  clinic  of  his  choice  and 


that  he  will  be  provided  with  the  facilities  necessary 
for  the  proper  pursuit  of  his  work.  The  stipend  will 
be  from  $2,200  to  $3,200.  Application  forms  will  be 
supplied  on  request  to  the  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia  4,  Penn- 
sylvania, and  must  be  submitted  in  duplicate  not 
later  than  October  1,  1949.  Announcement  of 
awards  will  be  made  in  November,  1949. 


Fellowships  for  Latin- American  Physicians — The 
American  College  of  Physicians  and  the  W.  K. 
Kellogg  Foundation,  with  the  cooperation  of  the 
E.S.  Department  of  State  and  of  medical  schools  in 
the  U.S. A.,  Canada,  and  Latin-American  countries, 
will  shortly  inaugurate  a program  of  postgraduate 
medical  fellowships.  Outstanding  young  physicians 
will  be  nominated  to  the  College  and  Foundation  by 
local  committees  in  the  countries  to  the  south,  and 
those  to  whom  fellowships  are  awarded  will  be 
brought  to  this  country  for  a year  or  more  of  special 
training.  It  is  anticipated  that  the  first  fellows  will 
begin  their  studies  during  the  autumn  of  1949. 

Eligibility  requirements  include  citizenship  in  the 
country  from  which  application  is  made  and  fa- 
miliarity with  its  culture  and  economy,  graduation 
from  an  acceptable  medical  school  and  completion 
thereafter  of  an  internship  of  12  months  or  more, 
ability  to  use  the  English  language,  and  assurance 
of  a subsequent  teaching  affiliation  with  a medical 
school  in  the  native  country.  Those  needing  some 
training  in  English  will  be  assigned  to  a special 
course  for  the  purpose  in  the  United  States. 

Designed  to  stimulate  progress  in  the  teaching  of 
internal  medicine  and  research,  and  to  help  the  most 
promising  young  doctors  of  medicine  in  these  coun- 
tries to  prepare  for  teaching  and  research  careers  in 
their  native  countries,  the  program  also  will  serve 
to  increase  understanding  among  the  American 
republics  by  serving  as  a medium  for  the  exchange  of 
knowledge  and  acquaintanceshjps. 


Fellowships  in  Exfoliative  Cytology — The  Ameri- 
can Cancer  Society  announces  a series  of  fellowships 
available  in  various  laboratories,  including  grants  to 
the  institutions  as  well  as  to  individuals.  In  New 
York  City  there  are  six  fellowships  available  at 
Cornell  University  Medical  College,  and  one  at  the 
New  York  Post-Graduate  Hospital.  Individual 
applicants  for  fellowships  should  apply  directly  to 
the  institutions — Dr.  George  N.  Papanicolaou,  at 
Cornell,  and  Dr.  Locke  L.  Mackenzie,  at  Post- 
Graduate. 


Board  Adopts  Requirements — The  American 
Board  of  Preventive  Medicine  and  Public  Health, 
which  is  sponsored  by  the  American  Medical  Asso- 
ciation, American  Public  Health  Association,  Asso- 
ciation of  Schools  of  Public  Health,  Southern  Medi- 
cal Association,  and  Canadian  Public  Health  Asso- 
ciation, has  adopted  requirements  for  certification 
that  are  in  harmony  with  those  of  the  various 
specialty  boards  previously  set  up:  general  quali- 
fications, such  as  satisfactory  moral  and  ethical 
standing  in  the  medical  profession;  adequate  medi- 
cal training  and  internship  in  an  approved  hospital, 
and  licensure  to  practice  medicine  in  the  United 
States.  To  be  eligible  for  examination,  applicants 
must  also  have  had  special  training  and  experience  in 
preventive  medicine  and  public  health  for  at  least  six 
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years  after  internship  (special  academic  training,  or 
its  equivalent,  and  field  training  or  residency  of  at 
least  two  years  of  field  experience  in  general  public 
health  practice,  including  planned  instruction,  ob- 
servation and  active  participation  in  a comprehen- 
sive, organized  public  health  program);  each  person 
to  whom  a certificate  is  issued  must  limit  his  practice 
to  the  teaching  or  practice  of  public  health  as  a 
specialty. 

The  standards  thus  set  up  appear  to  guarantee 
that  diplomates  of  the  new  board  will  be  men  of  the 
highest  caliber  in  their  field. 


City  Health  Department  Checks  Bathing 
Waters — The  New  York  City  Department  of 
Health  announced  that  it  is  taking  water  samples  at 
95  points  along  the  New  York  City  waterfront  and 
making  analyses  of  the  samples  as  part  of  its  con- 
tinuing study  of  the  City’s  bathing  beaches.  Last 
year  the  Health  Department,  acting  on  instructions 
of  the  Board  of  Health,  placed  each  of  the  City’s 
beaches  in  one  of  four  classifications. 

Those  classifications  are:  Class  A,  Group  1,  “safe 
waters”;  Class  A,  Group  2,  approved  but  subject  to 
possible  later  reclassification  in  the  light  of  con- 
tinuing observation;  Class  B,  “polluted  beach 
waters  not  recommended  for  bathing”  but  where 
bathing  is  not  actually  forbidden,  and  Class  C, 
those  waters  where  bathing  has  long  been  pro- 
hibited. 

The  three  factors  taken  into  account  in  classifying 
a beach  are:  (1)  “epidemiologic  experience” — that 
is,  whether  use  of  the  waters  for  bathing  and  swim- 
ming has  or  has  not  caused  illness;  (2)  the  general 
sanitary  conditions  of  water  at  each  beach,  and  (3) 
the  bacterial  content  of  the  water  as  established  by 
analysis  of  samples  taken  under  varying  conditions. 


Albany  Medical  College  Class  Holds  Reunion — 
Twelve  physicians  whose  combined  service  to  medi- 
cine totals  612  years  met  in  Albany  on  May  14  for 
the  fifty-first  annual  reunion  dinner  of  the  Class  of 
1898  of  Albany  Medical  College.  The  twelve,  with 
three  others  who  were  unable  to  attend  the  dinner, 
are  the  remaining  members  of  the  class  of  64 
medical  students.  Presiding  at  the  reunion  was  Dr. 
Edgar  A.  Vander  Veer  of  Albany,  who  was  presi- 
dent of  the  graduating  class  and  has  served  for  many 
years  as  the  class  alumni  head.  Attending  the 
dinner  were:  Dr.  James  F.  Rooney,  Albany;  Dr. 
Charles  S.  Prest,  Brooklyn;  Dr.  Robert  W.  Andrews, 
Poughkeepsie;  Dr.  James  M.  Cronk,  Hyde  Park; 
Dr.  Julian  A.  Gaul,  Roxbury,  New  Hampshire; 
Dr.  David  John  Jenkins,  Scranton,  Pennsylvania; 


Dr.  Earl  Parsons  Lasher,  Newton,  Connecticut; 
Dr.  Roy  Latham  Leak,  West  Hartford,  Connecticut; 
Dr.  Charles  G.  McMullen,  Niskayuna;  Dr.  Nishan 
0.  Pashayan  and  Dr.  William  J.  Swart,  both  of 
Schenectady.  Unable  to  attend  were:  Dr.  Willard 
0.  Carpenter,  St.  Petersburg,  Florida;  Dr.  G. 
Worden  Crissey,  Mechanicville,  and  Dr.  George  B. 
Stanwix,  Yonkers. 


National  Commission  on  Chronic  Illness 
Formed — The  groundwork  for  the  first  concentrated 
attack  on  all  aspects  of  chronic  illness  was  laid  in 
Chicago  recently  with  the  creation  of  a national 
Commission  on  Chronic  Illness. 

Formation  of  the  commission  climaxed  a year’s 
preparatory  work  by  four  national  voluntary  asso- 
ciations in  the  medical,  public  health,  hospital,  and 
welfare  fields  to  carry  out  one  of  the  major  recom- 
mendations of  the  National  Health  Assembly  in 
May,  1948.  These  are  the  American  Hospital  Asso- 
ciation, the  American  Medical  Association,  the 
American  Public  Health  Association,  and  the 
American  Public  Welfare  Association. 

Briefly,  the  goals  are: 

(1)  To  modify  the  prevailing  attitude  of  society 
that  chronic  illness  is  hopeless;  to  substitute  for  the 
prevailing  overconcentration  on  the  provision  of 
institutional  care  a dynamic  program  designed  to 
prevent  chronic  illness,  to  minimize  its  effects,  and  to 
restore  its  victims  to  a socially  useful  and  economi- 
cally productive  place  in  the  community. 

(2)  To  define  the  problems  arising  from  chronic 
illness  among  all  age  groups,  with  full  realization  of 
its  social  as  well  as  medical  aspects. 

(3)  To  coordinate  separate  programs  for  specific 
diseases  with  a general  program  designed  to  meet 
more  effectively  the  needs  common  to  all  chronically 
ill  persons. 

(4)  To  clarify  relationships  among  professional 
groups  and  agencies  working  in  the  field  of  chronic 
illness. 

(5)  To  stimulate  adoption  in  every  state  and  com- 
munity of  a well-rounded  plan  for  prevention  and 
control  of  chronic  illness  and  for  the  care  and  re- 
habilitation of  the  chronically  ill. 

Organized  as  a nonprofit  corporation  under  the 
laws  of  Illinois,  the  Commission  on  Chronic  Illness  is 
appealing  to  foundations,  professional  societies,  and 
other  voluntary  national  organizations  for  funds. 
It  already  has  received  $20,000  from  the  American 
Medical  Association  and  $2,500  each  from  the 
National  Society  for  Crippled  Children  and  Adults 
and  the  New  York  Foundation. 


MEETINGS 

Past 


American  College  of  Chest  Physicians,  New  York 
State  Chapter 

The  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians  held  its  annual  meeting 
in  Buffalo  on  May  5.  The  following  officers  were 
elected:  Dr.  Joseph  J.  Witt,  Utica,  first  vice-presi- 
dent; Dr.  David  Ulmar,  New  York  City,  second 


vice-president,  and  Dr.  Donald  R.  McKay,  Buffalo, 
secretary-treasurer. 

New  York  Council  of  Surgeons 

The  New  York  Council  of  Surgeons  presented  a 
lecture  by  Dr.  Daniel  Burman,  assistant  visiting 
ophthalmologist  at  Fordham  Hospital,  New  York 
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City,  at  a meeting  held  May  31  at  the  Parkchester 
General  Hospital,  the  Bronx.  Dr.  Burman’s  sub- 
ject was  “The  Diagnosis  and  Treatment  of  Diseases 
of  the  Eyelids  and  Related  Structures.” 

Rudolf  Virchow  Medical  Society  in  the  City  of 
New  York 

In  commemoration  of  the  two  hundredth  anniver- 
sary of  the  birth  of  Goethe,  the  Rudolf  Virchow  Med- 


ical Society  in  the  City  of  New  York  sponsored  a 
meeting  at  the  New  York  Academy  of  Medicine  on 
June  6.  Scientific  papers  were  presented  by  Dr. 
Walter  Fraenkel,  Dr.  Bruno  Kisch,  and  Dr.  Otto 
Meyerhoff.  An  exhibit,  “Goethe  as  a Scientist,” 
arranged  by  the  Rudolf  Virchow  Medical  Society  in 
collaboration  with  the  Rare  Books  Department  of 
the  New  York  Academy  of  Medicine,  was  displayed 
at  the  meeting  and  throughout  the  month  of  June. 


Future 

First  International  Congress  of  Biochemistry  At  the  two  evening  general  sessions,  the  Lasker 


The  First  International  Congress  of  Biochemistry 
will  be  held  at  Cambridge  University,  Cambridge, 
England,  from  August  19  to  25,  1949.  Twelve  sec- 
tions will  be  held,  including:  “Animal  Nutrition  and 
General  Metabolism,”  “Microbiologic  Chemistry,” 
“Enzymes  and  Tissue  Metabolism,”  “Proteins,” 
“Clinical  Biochemistry,”  “Structure  and  Synthesis 
of  Biologically  Important  Substances,”  “Cytochem- 
istry,” “Biologic  Pigments:  Oxygen  Carriers  and 
Oxidizing  Catalysts,”  “Hormones  and  Steroids,” 
“Chemotherapy  and  Immunochemistry,”  “Plant 
Biochemistry,”  and  “Industrial  Fermentations.” 

American  Congress  of  Physical  Medicine 

The  American  Congress  of  Physical  Medicine  will 
holds  its  twenty-seventh  annual  scientific  and  clini- 
cal session  September  6 through  10,  1949,  at  the 
Netherland-Plaza  Hotel,  Cincinnati,  Ohio.  All  ses- 
sions will  be  open  to  members  of  the  medical  pro- 
fession in  good  standing  with  the  American  Medical 
Association.  Further  information  may  be  obtained 
by  writing  to  the  American  Congress  of  Physical 
Medicine,  30  North  Michigan  Avenue,  Chicago  2, 
Illinois. 


Medical  Society  of  the  State  of  Pennsylvania 

The  ninety-ninth  annual  meeting  of  the  Medical 
Society  of  the  State  of  Pennsylvania  will  be  held 
September  26  through  29,  1949,  at  the  Hotel  Wil- 
liam Penn,  Pittsburgh,  Pennsylvania. 

American  Public  Health  Association 

The  seventy-seventh  annual  meeting  of  the  Amer- 
ican Public  Health  Association  will  be  held  in  New 
York  City  from  October  24  to  28,  1949.  The  Hotels 
Statler  and  New  Yorker  will  be  joint  headquarters. 
Each  of  the  thirteen  sections  of  the  Association  is 
planning  extensive  scientific  sessions  in  the  field  of 
its  special  interest.  The  sections  are:  dental  health, 
engineering,  epidemiology,  food  and  nutrition,  health 
officers,  industrial  hygiene,  laboratory,  maternal  and 
child  health,  medical  care,  public  health  education, 
public  health  nursing,  school  health,  and  statistics. 


Awards  for  1949  will  be  presented,  the  Sedgwick 
Memorial  Medal  will  be  awarded,  and  the  address  of 
the  president,  Dr.  Charles  F.  Wilinsky,  director  of 
Beth  Israel  Hospital,  Boston,  Massachusetts,  will 
be  read. 

A local  committee,  representative  of  health,  medi- 
cal, and  civic  groups  in  New  York  City,  is  being 
formed  under  the  chairmanship  of  Dr.  Harry  S. 
Mustard,  commissioner  of  health.  Further  details 
about  the  program  may  be  obtained  from  Dr.  Regi- 
nald M.  Atwater,  executive  secretary,  American 
Public  Health  Association,  1790  Broadway,  New 
York  City. 


American  Association  of  Blood  Banks 

The  second  annual  meeting  of  the  American  As- 
sociation of  Blood  Banks  will  convene  in  Seattle, 
Washington,  at  the  Olympic  Hotel,  on  November  3, 
4,  and  5,  1949.  Dr.  Ralph  G.  Stillman,  New  York 
City,  is  president  of  the  Association,  and  Dr.  Ernest 
Witebsky,  of  Buffalo,  is  vice-president. 

Further  information  may  be  obtained  from  the 
office  of  the  Secretary,  3301  Junius  Street,  Dallas  1, 
Texas. 


National  Society  for  Crippled  Children  and  Adults 

The  annual  convention  of  the  National  Society  for 
Crippled  Children  and  Adults  will  be  held  November 
7,  8,  and  9 at  the  Commodore  Hotel,  New  York 
City.  Prominent  authorities  working  in  the  field  of 
the  handicapped  will  present  latest  developments 
marking  twenty-eight  years  of  service  for  the  Soci- 
ety. Delegates  from  2,000  state  and  local  affiliates 
of  the  Society  will  discuss  research,  rehabilitation, 
training,  and  treatment  for  the  handicapped. 


International  College  of  Surgeons,  United  States 
Chapter 

The  thirteenth  assembly  of  the  United  States 
Chapter,  International  College  of  Surgeons,  will  be 
held  in  Atlantic  City,  New  Jersey,  November  8,  9, 
10,  and  11, 1949,  at  the  Chalfonte-Haddon  Hall. 


PERSONALITIES 


Honored 

Dr.  Walter  T.  Dannreuther,  New  York  City,  who 
received  the  Long  Island  College  of  Medicine  Alumni 
Medallion  for  “Distinguished  Service  to  American 
Medicine”  at  ceremonies  held  June  9. . .Dr.  Rehmi 
Denton,  assistant  resident  physician  in  surgery  at 


Albany  Hospital,  who  has  been  named  a research 
fellow  of  the  American  Heart  Association  and  will 
work  at  Albany  Medical  College  on  a study  of 
valvular  heart  conditions ...  Dr.  W.  Yerby  Jones, 
Buffalo,  who  received  the  Buffalo  Urban  League 
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Award  for  “Occupational  and  Professional  Achieve- 
j ment”  at  the  annual  dinner  of  the  group  held 
recently  in  Buffalo. 

Dr.  John  J.  Masterson,  Brooklyn,  president  of 
i the  Medical  Society  of  the  State  of  New  York,  at 
a dinner  on  April  28  at  the  St.  George  Hotel,  Brook- 
lyn, attended  by  three  hundred  friends  and  asso- 
ciates, at  which  tributes  were  paid  by  a number 
of  speakers  to  the  guest  of  honor  for  his  long  service 
to  the  medical  profession  of  Brooklyn  and  in  recog- 
nition of  his  election  as  president  of  the  Medical 
Society  of  the  State  of  New  York.  . .Dr.  John  J. 
O’Connor,  Jr.,  Island  Trees,  Long  Island,  and  Dr. 
Charles  Mindell  Plotz,  Brooklyn,  graduates  of  the 
Long  Island  College  of  Medicine,  who  were  awarded 
scholarships  by  the  New  York  Academy  of  Medi- 
cine, under  the  Bowen-Brooks  Memorial  Fund,  to 
enable  them  to  continue  their  postgraduate  work. 
The  Bowen-Brooks  grants-in-aid  are  made  only 
to  young  doctors  who  are  graduates  of  New  York 
City  medical  schools,  and  who  have  served  or  are 
serving  on  the  house  staffs  of  hospitals  in  the  met- 
ropolitan area.  Dr.  O’Connor  will  use  his  scholar- 
ship to  continue  further  special  training  at  Kings 
County  Hospital,  and  Dr.  Plotz  will  use  his  award 
to  study  arthritis  for  one  year  at  Presbyterian 
Hospital. 

At  the  1949  convention  of  the  American  Psy- 
chiatric Association,  Dr.  Benjamin  Pasamanick, 
in  charge  of  the  Children’s  Service  of  the  Division 
of  Psychiatry,  Kings  County  Hospital,  Brooklyn, 
and  associate  in  psychiatry  at  the  Long  Island 
College  of  Medicine,  received  the  first  Lester  N. 
Hofheimer  Research  Award  of  $1,500,  given  to  the 
psychiatrist  under  forty  who  has  published  the 
best  research  in  the  preceding  three  years . . . Dr. 
Emery  A.  Rovenstine,  chairman  of  the  department 
of  anesthesiology,  New  York  University-Bellevue 
Medical  Center,  who  received  the  honorary  degree 
of  Doctor  of  Science  at  the  111th  commencement 
• ceremonies  held  June  5 at  his  alma  mater,  Wabash 
College,  Crawfordsville,  Indiana. 

Appointed 

Dr.  Robert  Boggs,  as  dean  of  the  New  York  Uni- 
versity Post-Graduate  Medical  School,  effective 
July  1.  Dr.  Boggs  will  administer  the  expanded 
program  of  postgraduate  medical  education  made 
possible  by  the  recent  grant  of  over  $8,000,000  to  the 
Medical  Center  by  the  Samuel  H.  Kress  Founda- 
tion. 

Dr.  Geoffrey  W.  Rake  as  medical  director  and 
Dr.  Asger  F.  Langlykke  as  director  of  the  Research 
and  Development  Laboratories  of  E.  R.  Squibb 
and  Sons.  . .Dr.  Thomas  R.  Noonan,  assistant  pro- 
fessor and  head  of  the  radiation  physiology  section, 
department  of  radiation  biology,  Atomic  Energy 
Project,  University  of  Rochester,  to  the  staff  of 
the  Upjohn  Company  Medical  Division. 

Elected 

Dr.  Hollis  E.  Clow,  White  Plains,  as  president 
of  the  American  Geriatrics  Society,  and  Dr.  Harold 
W.  Lovell,  New  York  City,  first  vice-president.  . . 
as  officers  of  the  New  York  University  College  of 
Medicine  Alumni  Association — Dr.  Sydney  Weston, 
president-elect;  Dr.  Walter  Levy,  vice-president; 
Dr.  Richard  M.  Hyman,  secretary,  and  Dr.  Harold 
Brandaleone,  treasurer.  . Dr.  Henry  M.  Scheer, 
New  York  City,  former  president  of  the  Alumni 
Association  of  the  New  York  University  College  of 
Medicine,  as  vice-president  of  the  New  York  Univer- 
sity Alumni  Federation. 


Speakers 

Dr.  Tibor  de  Cholnoky,  on  “Surgical  Treatment 
of  Malignant  Tumors  of  the  Face,”  by  invitation 
at  the  Curie  Institute,  Paris,  France,  on  June  22. . . 
Dr.  Michael  Deddish,  of  the  surgical  staff  of  Memo- 
rial Hospital,  New  York  City,  and  Dr.  R.  A.  Mc- 
Tamaney,  Newburgh,  at  a cancer  forum  held  April 
27  in  Middletown,  under  the  sponsorship  of  the 
Horton  Hospital  Auxiliary ...  Dr.  Murray  H. 
Gardner,  Watertown,  at  a meeting  of  medical  repre- 
sentatives from  chapters  of  the  American  Red  Cross 
held  in  Syracuse,  May  12,  on  the  monthly  needs  for 
blood  and  plasma  of  hospital  patients  in  Jefferson 
County  and  the  present  status  of  blood  banks  in  the 
area. 

Dr.  Marcus  D.  Kogel,  New  York  City  commis- 
sioner of  hospitals,  on  May  26  at  the  annual  meeting 
of  the  Conference  Group  on  Welfare  of  the  Aged 
of  the  Welfare  Council  of  New  York  City... Dr. 
Horace  Miller,  Utica,  on  “The  Responsibility  of 
the  Osteopathic  Physician  to  the  Community”  at 
a meeting  of  the  Central  New  York  Osteopathic 
Society  held  in  Syracuse . . . Dr.  George  T.  Pack, 
New  York  City,  lectures  on  “The  Surgery  of  Gastric 
Cancer,”  “Endocrinology  of  Neoplastic  Diseases,” 
and  “The  Extension  of  Radical  Surgery  in  the 
Treatment  of  Cancer,”  at  the  second  cancer  sym- 
posium sponsored  by  the  University  of  Utah  College 
of  Medicine  and  the  Bureau  of  Cancer  Control  of 
the  State  Department  of  Health  held  in  Salt  Lake 
City,  Utah,  April  26  and  27. . .also  a series  of  lec- 
tures on  neoplastic  diseases  and  the  conducting  of 
two  tumor  clinics  on  the  islands  of  Hawaii,  Maui, 
Kauai,  and  Oahu,  under  the  auspices  of  the  Cancer 
Society  of  Hawaii  and  the  Hawaii  Territorial  Medi- 
cal Association. 

Dr.  Cornelius  P.  Rhoads,  director  of  Memorial 
Hospital,  New  York  City,  on  “Frontiers  of  Cancer 
Research”  at  a meeting  of  the  Faculty  Science 
Club  of  Hunter  College,  New  York  City,  on  May 

9 . . . Dr.  Helen  Thompson,  assistant  professor  of 
psychology  at  New  York  University-Bellevue 
Post-Graduate  Medical  School,  on  “Retarded 
Children  as  Individuals”  at  a meeting  of  the  Asso- 
ciation for  the  Help  of  Retarded  Children  held 
May  5 in  New  York  City. . .Dr.  William  Trevor, 
New  York  City,  in  a debate  on  the  question  of 
“Socialized  Medicine”  before  the  East  Side  Branch 
of  the  Americans  for  Democratic  Action  on  May 

10,  and  on  the  same  subject  at  a dinner  meeting 
of  the  Whitestone  Kiwanis  Club  on  May  17. 


New  Offices 

Dr.  Nicholas  J.  Czukor,  formerly  of  Elizabeth, 
New  Jersey,  general  practice  in  West  Haverstraw. . . 
Dr.  Reginald  C.  Farrow,  formerly  of  Syracuse,  prac- 
tice of  surgery  in  Ithaca  in  association  with  Dr. 
H.  Bruner  Sutton,  Dr.  John  W.  Hirshfeld,  and  Dr. 
James  C.  Allanson . . . Dr.  James  Gray,  formerly 
of  Springville,  general  practice  in  Friendship . . . 
Dr.  Joshua  Kern,  New  York  City,  general  practice 
in  Fulton ville. . .Dr.  Theodore  Perl,  Binghamton, 
veteran  of  three  years  service  in  the  Army  Medical 
Corps  with  the  34th  Infantry  Division,  practice^of 
radiology  in  Syracuse. 

Dr.  Joseph  Phelps,  Deposit,  veteran  of  four  years 
service  with  the  Army  Medical  Corps,  three  of  which 
were  in  combat  duty  overseas,  general  practice  in 
Edmeston. . .Dr.  De  Land  Towner,  general  practice 
in  Middletown. 


WOMAN’S  AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Annual  Convention  Held  in  Buffalo 


THE  thirteenth  annual  convention  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York  was  heldMay  1 to  4 at  the  Hotel  Statler, 
Buffalo,  in  conjunction  with  the  143rd  annual  con- 
vention of  the  Medical  Society  of  the  State  of  New 
York.  Mrs.  Edgar  M.  Neptune,  of  Syracuse,  pre- 
sided, and  there  were  267  delegates,  alternates,  and 
guests  registered  at  the  convention. 

The  program  included  sessions  of  the  House  of 
Delegates,  meetings  of  the  executive  board,  a 
county  presidents’  conference,  and  several  social 
functions,  including  a supper  party,  a cocktail  party, 
a luncheon,  and  a tea.  Members  of  the  Erie 
County  Auxiliary  were  hostesses  to  the  other 
auxiliaries,  with  Mrs.  Clarence  J.  Durshordwe, 
Buffalo,  as  chairman  of  the  convention  committee. 

Mrs.  William  J.  Lavelle,  of  Astoria,  Long  Island, 
former  councilor  for  the  Second  District  and  a 
past-president  of  the  Queens  County  Auxiliary, 
was  inducted  into  office  as  president  for  the  coming 
year.  Chosen  as  president-elect,  to  take  office  at 
the  annual  convention  in  1950,  was  Mrs.  Hugh 
Henry,  of  Germantown,  of  the  Columbia  County 
Auxiliary. 

Other  officers  are:  Mrs.  Herman  W.  Galster, 

Scotia,  Schenectady  County  Auxiliary,  first  vice- 
president;  Mrs.  Albert  Vander  Veer  2nd,  Albany, 
Albany  County  Auxiliary,  second  vice-president; 
Mrs.  Thomas  M.  d’Angelo,  Flushing,  Queens 
County  Auxiliary,  recording  secretary;  Mrs.  Arthur 
F.  Holding,  Albany,  Albany  County  Auxiliary, 
treasurer,  and  Mrs.  A.  Braunstein,  Astoria,  Queens 
County  Auxiliary,  corresponding  secretary. 

Directors  are:  for  three  years — Mrs.  Edgar  M. 
Neptune,  Syracuse,  Onondaga  County  Auxiliary, 
ana  Mrs.  Thomas  E.  Bullard,  Schuylerville,  Sara- 
toga County  Auxiliary;  for  two  years — Mrs.  Harry 
F.  Pohlmann,  Middletown,  Orange  County  Auxil- 
iary, and  Mrs.  Bradford  F.  Golly,  Rome,  Oneida 
County  Auxiliary,  and  for  one  year — Mrs.  Alfred 
L.  Madden,  Albany,  Albany  County  Auxiliary, 
and  Mrs.  Byron  D.  St.  John,  Port  Washington, 
Nassau  County  Auxiliary. 


District  Councilors  include:  District  1 — Mrs.  J. 
Emerson  Noll,  Port  Jervis,  Orange  County  Auxil- 
iary; District  2 — Mrs.  Clifton  Louis  Dance,  Brook- 
lyn, Kings  County  Auxiliary;  District  3 — Mrs.  Ray 
Persons,  Cairo,  Greene  County  Auxiliary;  District 
4 — Mrs.  E.  MacD.  Stanton,  Duanesburg,  Schenec- 
tady County  Auxiliary;  District  5 — Mrs.  Pliilip  L. 
Turner,  Utica,  Oneida  County  Auxiliary;  District 
6 — Mrs.  Manuel  M.  Monserrate,  Binghamton, 
Broome  County  Auxiliary;  District  7 — Mrs.  Charles 
Miller,  Rochester,  Monroe  County  Auxiliary,  and 
District  8 — Mrs.  Arthur  L.  Bennett,  Buffalo,  Erie 
County  Auxiliary. 

Committee  chairmen  are:  archives — Mrs.  Will- 
iam Bartels,  Garden  City,  Nassau  County  Auxiliary; 
convention — Mrs.  Mienael  M.  Schultz,  Hollis, 
Queens  County  Auxiliary;  finance — Mrs.  John  J. 
Rainey,  Troy,  Rensselaer  County  Auxiliary;  his- 
torian— Mrs.  John  J.  Buettner,  Syracuse,  Onondaga 
County  Auxiliary;  Hygeia — Mrs.  Edwin  A.  Griffin, 
Brooklyn,  Kings  County  Auxiliary;  legislation — 
Mrs.  John  Horner,  Albany,  Albany  County  Auxil- 
iary; national  bulletin — Mrs.  Herbert  Ensworth, 
Ithaca,  Tompkins  County  Auxiliary;  organization 
— Mrs.  Albert  Vander  Veer  2nd,  Albany,  Albany 
County  Auxiliary;  parliamentarian — Mrs.  John 
L.  Mason,  Pulasld,  Oswego  County  Auxiliary'; 
Physicians’  Home — Mrs.  George  P.  Bergman, 
Greenport,  Suffolk  County  Auxiliary;  Distaff — 
Mrs.  Adolph  H.  Emerson,  Brooklyn,  Kings  County 
Auxiliary;  press  and  publicity — Mrs.  John  L. 
Neubert,  Roslyn,  Nassau  County  Auxiliary. 

Also:  printing  and  supplies — Mrs.  Walter  A. 

Schmitz,  Middletown,  Orange  County  Auxiliary; 
program — Mrs.  Harold  B.  Johnson,  Buffalo,  Erie 
County  Auxiliary;  public  relations — Mrs.  Harry  I. 
Norton,  Rochester,  Monroe  County  Auxiliary,  and 
revisions — Mrs.  Gerald  Cooney,  Syracuse,  Onon- 
daga County  Auxiliary.  Special  committee  chair- 
men are:  board  meetings — Mrs.  William  G.  Richt- 
myer,  Albany,  Albany  County  Auxiliary,  and 
clippings — Mrs.  Thomas  E.  Bullard,  Schuylerville, 
Saratoga  County  Auxiliary. 


State  Medical  Society  Head  Addresses  Auxiliary 


AT  THE  Monday  afternoon  session  of  the  annual 
convention  of  the  Woman’s  Auxiliary,  May  2, 
1949,  in  Buffalo,  Dr.  Leo  F.  Simpson  of  Rochester, 
president  of  the  Medical  Society  of  the  State  of 
New  York,  addressed  the  delegates  and  guests. 
The  text  of  Dr.  Simpson’s  address  follows: 
“Madam  President,  honored  guests,  and.  members 
of  the  Woman’s  Auxiliary  of  the  State  of  New  York: 
“I  have  been  awaiting  this  opportunity  to  come 
before  you  to  express  my  appreciation  of  the  splen- 
did work  you  have  done  and  are  doing  for  the 
Medical  Society  of  the  State  of  New  York.  You 
have  been  busy  at  a multitude  of  tasks,  helping  our 
Society,  helping  your  husbands,  and  acting  as  a 


cement  that  binds  us  all  together.  Dr.  Beekman, 
your  staunch  champion,  never  ceases  to  laud  you 
and  your  efforts,  and  recently,  at  a meeting  of  the 
Council,  he  had  a resolution  enacted  complimenting 
you  on  the  preparation  of  the  outlines  entitled, 
'Ladder  to  Auxiliary  Success,’  and  ‘What  Every 
Doctor’s  Wife  Should  Know.’  Your  paper,  The 
Distaff,  has  also  been  increasingly  informative 
and  a pleasure  to  read. 

“American  medicine,  as  you  know,  faces  a crisis — 
the  threatened  passage  of  a National  Health  and 
Compulsory  Insurance  ACL  There  is  little  I can 
say  that  will  add  to  your  knowledge  of  what  the 
medical  profession  is  doing  to  meet  this  threat. 
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You  all  are  familiar  with  the  campaign  we  are  con- 
ducting under  the  leadership  of  the  American 
Medical  Association.  This  campaign  represents 
the  American  profession’s  sincerest  efforts  to  inform 
- and  alert  the  American  public  to  the  danger  of  such 
schemes  to  our  patients,  to  themselves. 

“Recently,  as  you  may  know,  we  have  had  a very 
interesting  exper.ence  in  New  York.  Professor 
Reager,  of  Rutgers  College,  an  instructor  in  speech, 
spent  a couple  of  days  with  us  giving  instruction  to 
nearly  175  doctors.  These  doctors  were  all  volun- 
teer speakers  for  the  cause,  and  I am  sure  when 
evening  came  we  had  175  new  missionaries,  more 
eager  and  more  competent  because  of  that  session. 
If  you  can  possibly  use  him,  I commend  him  to  you. 

“I  do  not  pretend  to  be  either  a sociologist  or  an 
economist.  Whatever  special  knowledge  I possess 
lies  in  the  field  of  medicine,  and  like  most  doctors 
I am  only  prepared  to  discuss  medicine  and  its 
allied  subjects.  With  the  passage  of  the  years, 
however,  I have  become  convinced  that  the  doctor 
of  today  must  supplement  his  knowledge  of  medi- 
cine with  a knowledge  of  the  social  and  economic 
problems  which  have  arisen  as  medicine  has  pro- 
gressed, and,  incidentally,  so  must  his  wife. 

“The  economic  environment  of  our  people  is 
constantly  changing,  and  is  full  of  stresses.  The 
happiness  of  our  people,  the  security  of  the  American 
home  must  appeal  to  you,  not  only  as  doctors’ 
wives,  but  as  homemakers  and  mothers.  We  know 
how  prone  we  all  are  to  mortgage  our  futures  to  have 
the  material  comforts  that  all  consider  so  essential. 
We  know  also  the  devastating  economic  effect  of 
serious  illness  when  it  occurs  in  such  homes.  The 
work  of  your  organization  in  preaching,  in  and  out 
of  season,  the  value  of  voluntary  hospital  insurance, 
of  voluntary  medical  care  plans,  has  been  of  tre- 
mendous value.  These  plans  not  only  furnish  life- 
saving protection  at  small  cost,  but  also  recruit 
an  army  of  people  who  are  with  us  in  our  fight 
against  compulsory  health  insurance. 

“This  is  neither  the  time  nor  the  place  for  me  to 
reiterate  the  arguments  against  compulsory  health 
insurance,  nor  to  defend  the  present  system  of 
furnishing  medical  care  to  the  American  people; 
to  speak  of  the  stultifying  influence  of  the  one  and 
the  ever-expanding  possibilities  of  the  other.  You 


are  already  converted.  What  the  Medical  Society 
of  the  State  of  New  York  needs  is  to  make  you  into 
missionaries.  To  do  this,  when  you  speak  on  this, 
and,  in  fact,  when  you  speak  on  other  subjects  so 
necessary  for  the  welfare  of  the  medical  profession, 
you  must  be  prepared.  You  will  deal  with  audiences 
whose  knowledge,  whose  interest,  even,  in  your  sub- 
ject will  be  limited.  You  cannot,  however,  under- 
estimate their  intelligence,  their  ability  to  ask  search- 
ing questions.  You  also  have  to  be  prepared  to 
answer  the  occasional  hostile  person  who  may  be 
present.  As  Professor  Reager  would  say,  you  must 
have  an  intimate  knowledge  of  the  material  needed 
for  a fifty-five  minute  talk  in  order  to  give  one  of 
five  minutes. 

“If  you  are  speaking  against  compulsory  health 
insurance,  in  addition  to  your  collateral  reading  the 
Public  Relations  Committee  of  the  State  Society 
can  furnish  you  speakers’  notes  on  cards  which  are 
packed  full  of  information.  Perhaps  you  already 
have  them. 

“If  you  are  speaking  on  voluntary  medical  care 
insurance  plans,  Mr.  Farrell  of  our  bureau  can  give 
you  invaluable  material,  and  so  with  your  other 
missionary  efforts. 

“Zeal,  enthusiasm,  and  determination  will  get 
you  over  the  first  hurdle  and  carry  you  ever  onward. 
These  qualities  are  engendered  by  constant  study, 
for  before  you  can  preach  successfully  you  must 
know  thoroughly,  and  believe  in  your  heart. 

“These  are  platitudes,  I know,  but  these  platitudes 
I leave  with  you  as  my  message  today. 

“Our  Auxiliary,  composed  of  you  gracious  and 
important  ladies,  will  continue  to  grow  in  numbers, 
and  be  ever  alert  and  well  informed.  You  are  our 
better  half  when  we  are  with  you  and  much  more 
than  that  when  we  are  not. 

“In  conclusion,  I would  like  to  express  not  only 
my  own  appreciation,  but  also  that  of  every  member 
of  the  Medical  Society  of  the  State  of  New  York 
for  the  wonderful  work  you  have  done  during  this 
past  year. 

“I  express  this  not  only  to  Mrs.  Neptune, 
your  president,  to  every  state  and  county  officer,  but 
to  each  individual  member  of  the  auxiliary.  To 
Mrs.  Lavelle,  your  president-elect,  I join  with  . Dr. 
Masterson  in  saying,  ‘welcome.’  ” 


COUNTY  NEWS 


Allegany  County 

The  Allegany  County  Auxiliary  met  on  May  12 
in  Belmont  for  a joint  dinner  meeting  with  the 
Allegany  County  Medical  Society.  Annual  election 
of  officers  followed  the  dinner,  with  the  following 
results:  Mrs.  E.  Stanley  Webster,  president;  Mrs. 
Raymond  O.  Hitchcock,  vice-president;  Mrs. 
Philips  J.  Morrison,  secretary,  and  Mrs.  Edward 
J.  Briggs,  treasurer.  Mrs.  Hitchcock  and  Mrs. 
Irwin  Felsen  reported  on  their  attendance  at  the 
State  Auxiliary  convention  in  Buffalo,  May  2 to  4. 

Clinton  County 

The  quarterly  meeting  of  the  Clinton  County 
Auxiliary  was  held  April  19  at  the  Nurses’  Home  of 
the  Champlain  Valley  Hospital,  with  Mrs.  E.  W. 
Sartwell  presiding.  Mrs.  Sartwell,  Mrs.  Andrew 


Speare,  and  Mrs.  Franklin  Atwater  were  chosen 
delegates  to  the  State  convention. 

Erie  County 

At  the  monthly  luncheon  of  the  Erie  County 
Auxiliary,  held  May  24,  Mrs.  Ralph  Upson,  retir- 
ing president,  presented  the  gavel  to  Mrs.  Clarence 
J.  Durshordwe,  and  installation  of  the  other  officers 
was  held. 

Mrs.  Durshordwe  appointed  committee  chairmen, 
as  follows:  Mrs.  John  A.  Post,  membership;  Mrs. 
J.  Frederick  Painton,  program;  Mrs.  Elmer  H. 
Stumpf,  Hygeia,  Mrs.  Hyatt  Regester,  public  rela- 
tions; Mrs.  Stuart  L.  Vaughan,  legislation;  Mrs. 
Roland  B.  Carr,  house  and  hospitality;  Mrs.  Baxter 
Brown,  press  and  publicity;  Mrs.  George  C.  Brady, 
historian;  Mrs.  John  R.  Hall,  national  bulletin; 
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Mrs.  Bernard  Stell,  telephone;  Mrs,  Norman  F. 
Graeser,  project,  and  Mrs.  Victor  Cohen,  finance. 

Reports  were  made  on  the  year’s  activities,  and 
the  project  committee  reported  that  all  the  girls 
using  Erie’s  scholarship  loans  have  continued  their 
high  scholastic  records.  By  September,  Erie 
County  Auxiliary  will  have  awarded  eight  loan 
scholarships,  and  two  of  the  recipients  will  graduate 
in  September. 


Madison  County 

Mrs.  Eugene  W.  Carpenter  was  re-elected  presi- 
dent of  the  Madison  County  Auxiliary  at  the  annual 
meeting  in  April.  Other  officers  chosen  are:  Mrs. 
Lee  S.  Preston  and  Mrs.  Charles  Earl,  vice-presi- 
dents; Mrs.  Felix  Ottaviano,  secretary,  and  Mrs. 
Wallace  Nicdorf,  treasurer. 

At  the  May  meeting,  a luncheon  was  held  at  the 
Licklaen  House,  Cazenovia.  Mrs.  Carpenter  pre- 
sided, and  guests  of  honor  were  Mrs.  John  Mason, 
Pulaski,  retiring  Fifth  District  Councilor,  and  the 
new  Councilor,  Mrs.  Philip  Turner,  of  Utica.  Mrs. 
Bruce  Storrs,  Morrisville,  was  chairman  of  the 
arrangements  committee  for  the  luncheon. 


Nassau  County 

Mrs.  Clymer  A.  Long,  of  Freeport,  was  installed  as 
president  of  the  Nassau  County  Auxiliary  at  the 
annual  meeting  held  May  31  in  Garden  City.  Mrs. 
John  L.  Neubert,  of  Roslyn,  is  the  retiring  president. 

Other  officers  are:  Mrs.  Carl  N.  Wechtel,  Wood- 
mere,  president-elect;  Mrs.  P.  A.  Robin,  of  Hemp- 
stead, and  Mrs.  George  Christmann,  of  Valley 
Stream,  vice-presidents;  Mrs.  Howard  F.  Munro, 
Freeport,  corresponding  secretary;  Mrs.  Joseph 
Kinnaman,  Garden  City,  recording  secretary, 
and  Mrs.  Carl  Freese,  Garden  City,  treasurer. 

The  annual  bridge  party  of  the  Nassau  County 
Auxiliary,  a benefit  for  the  welfare  fund,  was  held 
June  23  at  the  Rockville  Country  Club. 


Onondaga  County 

At  the  annual  spring  luncheon  of  the  Onondaga 
County  Auxiliary,  held  May  17  in  Syracuse,  the 
following  officers  were  elected  for  the  coming  year: 
Mrs.  Neil  M.  Paul,  president;  Mrs.  A.  Carl  Hof- 
mann, first  vice-president;  Mrs.  Foster  C.  Rulison, 
second  vice-president;  Mrs.  Uri  Doolittle,  Jr., 
recording  secretary;  Mrs.  Herman  Dick,  correspond- 
ing secretary;  Mrs.  Herman  Harding,  assistant 
corresponding  secretary;  Mrs.  Jerome  Flatwo, 
treasurer,  and  Mrs.  Clifford  Sorgues,  assistant 
treasurer. 

Chairman  for  the  luncheon  was  Mrs.  Joseph  M. 
Thornton,  assisted  by  Mrs.  William  J.  Ryan  and 
Mrs.  Richard  Vosburgh. 

At  the  April  12  meeting  of  the  group,  Mrs.  J. 
Campbell  Butler,  executive  director  of  the  Central 
New  York  Medical  Plan,  Inc.,  discussed  problems 


connected  with  the  plan.  Mrs.  J.  Edward  Kelly 
was  hostess. 


Richmond  County 

Mrs.  John  J.  Goller  was  installed  as  president  of 
the  Richmond  County  Auxiliary  at  a luncheon  held 
June  14  at  the  Villa  Restaurant,  Stapleton,  succeed- 
ing Mrs.  Joseph  F.  Worthen.  Other  officers  chosen 
are:  Mrs.  Leif  G.  Jensen,  president-elect;  Mrs. 

Lawrence  E.  Viola,  first  vice-president;  Mrs. 
George  E.  McCormack,  second  vice-president;  Mrs. 
Joseph  M.  Malin,  treasurer;  Mrs.  Joseph  H.  Dia- 
mond, recording  secretary;  Mrs.  Henry  W.  Litvak, 
corresponding  secretary,  and  Mrs.  Vincent  G. 
Smith,  historian. 


Schenectady  County 

New  officers  of  the  Schenectady  County  Auxiliary 
took  office  in  June.  They  are:  Mrs.  Milton  Gip- 
stein,  president;  Mrs.  Michael  Slovak,  president- 
elect; Mrs.  Kencil  Mitton,  first  vice-president; 
Mrs.  Roland  Faulkner,  second  vice-president; 
Mrs.  Donald  McElroy,  recording  secretary;  Mrs. 
Thomas  Adinolfi,  corresponding  secretary;  Mrs. 
‘Raymond  Byron,  assistant  corresponding  secretary; 
Mrs.  George  Reich,  treasurer;  Mrs.  Herbert  J. 
Wright,  Jr.,  assistant  treasurer,  and  Mrs.  Donald 
Binder,  historian. 


Seneca  County 

At  the  annual  meeting  of  the  Seneca  County 
Auxiliary,  held  in  Seneca  Falls,  officers  were  elected 
for  the  coming  year.  They  are:  Mrs.  Hyman 

Abrahamer,  president;  Mrs.  Arthur  Baldwin,  vice- 
president;  Mrs.  Roy  Wallace,  secretary,  and  Mrs. 
Saul  Towers,  treasurer. 


Westchester  County 

Mrs.  William  Dick  Sporborg,  past-president  of 
the  Westchester,  New  York  State,  and  National 
Federation  of  Women’s  Clubs,  was  guest  speaker 
at  the  luncheon  meeting  of  the  Westchester  County 
Auxiliary  held  May  23  in  White  Plains.  Mrs. 
Sporborg’s  topic  was  “Milestones  on  the  Path  to 
Peace.” 

Election  of  officers  for  the  coming  year  was  held 
at  the  meeting,  with  the  following  results:  Mrs. 

Reginald  A.  Higgons,  Port  Chester,  president; 
Mrs.  Isadore  Zadek,  Mount  Vernon,  president- 
elect; Mrs.  Waring  Willis,  Bronxville,  vice-presi- 
dent; Mrs.  Romeo  Roberto,  Yonkers,  treasurer;  Mrs. 
Curtis  T.  Prout,  White  Plains,  recording  secretary, 
and  Mrs.  Donald  W.  Richie,  Croton  Falls,  corre- 
sponding secretary.  Mrs.  Laurance  D.  Redway, 
Ossining,  is  the  retiring  president. 

A resolution  opposing  compulsory  health  insur- 
ance was  unanimously  approved  by  the  Auxiliary, 
and  copies  were  sent  to  the  President  of  the  United 
States,  the  New  York  State  Senators,  and  the 
Westchester  County  Representatives. 


new  name 
new  formula 


y 


new  effectiveness 


MYTINIC,  Bristol’s  new  and  improved  oral  hematinic,  retains 
the  many  advantages  of  Vytinic,  its  forerunner  in  the  field 
which  has  won  such  widespread  acceptance.  But  additionally, 
the  new  formula  includes  almost  double  its  previous  iron 
content— in  conformity  with  latest  authoritative  opinion  — 
to  insure  optimum  clinical  response  in  iron-deficiency  states. 

MYTINIC  is  a clear  amber  solution  which  is  outstandingly 
palatable.  It  is  probably  unique  in  providing  so  generously 
the  several  factors  deficient  in  hypochromic  anemia  in  a form 
so  acceptable  to  patients  of  all  ages.  The  suggested  adult 
daily  dose  provides  these  multiples  of  the  minimum  daily 
adult  requirements:  Iron  x 15;  Thiamine  x 15;  Riboflavin  x 3, 
plus  adequate  amounts  of  niacinamide  and  whole  liver  extract. 


TRADEMARK 


formerly  Vytinic 


MYTINIC  CONTAINS  PER  FLUID  OUNCE: 

Ferric  Ammonium  Citrate,  NF 667  mg. 

Thiamine  Hydrochloride  (Vitamin  Bi) 10  mg. 

Riboflavin  (Vitamin  B2) 4 mg. 

Niacinamide 100  mg. 

Liver  extract  (derived  from  20  Gm.  of  fresh  liver) 1 Gm. 

Dosage:  Adults— one  tablespoonful,  t.i.d.,  with  or  imme- 
mediately  following  meals ; children— in  proportion  to  age. 

Bottles  of  12  fl.  oz.  and  1 gallon. 

May  we  send  you  a tasting  sample? 


ANNOUNCEMENTS 


The  following  notices  have  been  received  from 
Dr.  Jacob  L.  Lochner,  Jr.,  secretary  of  the  New  York 
State  Board  of  Medical  Examiners,  State  Education 
Department,  University  of  the  State  of  New  York: 


The  Board  of  Regents,  at  a meeting  held  January 
28,  1949, 

Voted,  That  the  action  of  the  Board  of  Regents 
taken  on  September  17,  1948,  in  the  matter  of  the 
application  for  the  revocation  of  the  medical  li- 
cense heretofore  granted  to  Louis  Klein,  Hartford, 
Connecticut,  be  and  the  same  hereby  is  amended 
and  that  medical  license  No.  19485,  issued  under 
date  of  June  25,  1925,  to  Louis  Klein,  permitting 
him  to  practice  medicine  in  the  State  of  New 
York,  be  and  the  same  hereby  is  revoked,  an- 
nulled and  canceled,  and  that  his  registration  or 
registrations  as  a physician,  wherever  they  may 
appear,  be  annulled  and  canceled  of  record,  and 
that  the  Commissioner  of  Education  be  empowered 
and  directed  to  execute,  for  and  on  behalf  of  the 
Board  of  Regents,  all  orders  necessary  to  carry  out 
the  terms  of  this  vote. 

Dr.  Louis  Klein  was  served  by  registered  mail  with 
the  order  of  the  Commissioner  on  March  21,  1949,  at 
820  Pacoma  Avenue,  San  Fernando,  California. 


Voted,  That,  pursuant  to  the  provisions  of  sub- 
division 1 of  section  6514  of  the  Education  Law, 
medical  license  No.  19600  issued  under  date  of 
June  25,  1925,  to  Samuel  C.  Reiss,  Brooklyn,  per- 
mitting him  to  practice  medicine  in  the  State  of 
New  York,  be  revoked,  annulled  and  canceled, 
and  that  his  registration  or  registrations  as  a phy- 
sician, wherever  they  may  appear,  be  ordered 
annulled  and  canceled  of  record,  and  that  the 
Commissioner  of  Education  be  empowered  and 
directed  to  execute,  for  and  on  behalf  of  the  Board 
of  Regents  all  orders  necessary  to  carry  out  the 
terms  of  this  vote. 

Samuel  C.  Reiss  was  registered  from  501  East  21st 
Street,  Brooklyn,  for  1947-1948.  The  order  of 
revocation  was  served  on  Dr.  Reiss  on  February  14, 
1949. 


Voted,  That,  pursuant  to  the  provisions  of  sub- 
division 1 of  section  6514  of  the  Education  Law, 
medical  license  No.  42260  issued  under  date  of 
April  8,  1944,  to  Paul  Singer,  New  York  City,  per- 
mitting him  to  practice  medicine  in  the  State  of 
New  York,  be  revoked,  annulled  and  canceled, 
and  that  his  registration  or  registrations  as  a 
physician,  wherever  they  may  appear,  be  ordered 
annulled  and  canceled  of  record;  and  that  the 
Commissioner  of  Education  be  empowered  and 
directed  to  execute,  for  and  on  behalf  of  the  Board 
of  Regents,  all  orders  necessary  to  carry  out  the 
terms  of  this  vote. 

Paul  Singer  was  registered  for  the  year  1947-1948 
from  944  Park  Avenue,  New  York  City.  The  order 
of  revocation  became  effective  as  of  February  23, 
1949. 


Voted,  That,  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
lication  for  the  revocation  of  the  medical  license 
eretofore  granted  to  Ferdinand  Lustig,  New 
York  City,  be  accepted  and  sustained;  that,  in 
compliance  with  the  recommendation  of  said 
committee,  medical  license  No.  36764,  issued  un- 
der date  of  August  30,  1939,  to  said  Ferdinand 
Lustig,  permitting  him  to  practice  medicine  in  the 
State  of  New  York,  and  his  registration  or  regis- 
trations as  a physician,  wherever  they  may  ap- 
pear, be  suspended  for  a period  of  one  year  from 
the  date  of  service  of  the  order  effecting  such  sus- 
pension; and  that  the  Commissioner  of  Education 
be  empowered  and  directed  to  execute,  for  and 
on  behalf  of  the  Board  of  Regents,  all  orders 
necessary  to  accept  the  determination  of  said 
Committee  on  Grievances  and  to  carry  out  the 
terms  of  this  vote. 

Ferdinand  Lustig  was  registered  from  Seventy- 
First  Street  and  Broadway,  New  York  City,  for 
1947-1948.  The  order  of  suspension  was  served  on 
Dr.  Lustig  on  February  11, 1949. 


The  Board  of  Regents,  at  a meeting  held  March 
25,  1949, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  Hyman  Cohen,  New  York 
City,  be  accepted  and  sustained;  that,  in  compli- 
ance with  the  recommendation  of  said  committee, 
said  Hyman  Cohen  be  censured  and  reprimanded; 
that  said  Hyman  Cohen  be  ordered  to  appear  for 
such  censure  and  reprimand  before  the  Board  of 
Regents  at  a time  and  place  to  be  determined  by 
the  Commissioner  of  Education,  notice  of  which 
shall  be  given  to  said  Hyman  Cohen  by  said  Com- 
missioner; and  that  the  Commissioner  of  Educa- 
tion be  empowered  and  directed  to  execute,  for 
and  on  behalf  of  the  Board  of  Regents,  all  orders 
necessary  to  carry  out  the  terms  of  this  vote. 

Dr.  Hyman  Cohen  is  registered  with  the  Depart- 
ment for  1949-1950  from  1150  Park  Avenue,  New 
York  City.  Dr.  Cohen  appeared  for  censure  and 
reprimand  before  the  Board  of  Regents  on  April  22, 
1949. 


Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  Paul  V.  Conboy,  Brooklyn, 
be  accepted  and  sustained;  that,  in  compliance 
with  the  recommendation  of  said  committee, 
medical  license  No.  30158,  issued  under  date  of 
January  31,  1935,  to  Paul  V.  Conboy,  permitting 
him  to  practice  medicine  in  the  State  of  New 
York,  be  and  the  same  hereby  is  revoked,  annulled 
and  canceled,  and  that  his  registration  or  registra- 
tions as  a physician,  wherever  they  may  appear, 
be  annulled  and  canceled  of  record. 

Dr.  Paul  V.  Conboy  was  registered  with  the  De- 
partment for  1949-1950  from  842  Park  Place,  Brook- 
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a ‘step-down  transformer’  for  the 

management  of  hypertension 

An  increased  dose  of  chemically  standardized,  physiologically 
active  veratrum  viride  distinguishes  the  new  RAY-TROTE 
IMPROVED  CAPSULES  ...  by  Raymer.  Three  effective 
vasodilators  — nitroglycerin,  sodium  nitrite,  and  veratrum 
viride — are  combined  in  the  capsule.  A mildly  sedative  dose 
of  phenobarbital  in  the  formula  helps  to  maintain  lowered 
blood  pressure  levels.  Based  on  a formula  used  by  physicians 
for  nearly  a quarter  of  a century  . . . now  made  even  more 
effective.  Prescribe  it  in  your  next  case  of  hypertension. 

Formula:  Phenobarbital !4  grain;  Sodium  Nitrite Vi  grain 

Nitroglycerin 1/250  grain;  Potassium  Nitrate 1 grain 

with  equivalent  of  Veratrum  Viride  Tincture  (containing  0.1%  alka- 
loids)  4 minims;  Crataegus  Fluidextract. . . . I minim 

Sample  and  literature  sent  on  request. 

Available  at  oil  pharmacies  on  prescription. 

PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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lyn.  The  order  was  served  on  Dr.  Conboy  on  May  3, 
1949,  and  his  medical  license  therefore  stands  re- 
voked as  of  that  date. 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical  license 
heretofore  granted  to  Dunham  Carroll  Jones, 
Brooklyn,  be  accepted  and  sustained;  that,  in 
compliance  with  the  recommendation  of  said  com- 
mittee, said  Dunham  Carroll  Jones  be  ordered  to 
appear  for  such  censure  and  reprimand  before  the 
Board  of  Regents  at  a time  and  place  to  be  deter- 
mined by  the  Commissioner  of  Education,  notice 
of  which  shall  be  given  to  said  Dunham  Carroll 
Jones  by  said  Commissioner;  and  that  the  Com- 
missioner of  Education  be  empowered  and  directed 
to  execute,  for  and  on  behalf  of  the  Board  of  Re- 
gents, all  orders  necessary  to  carry  out  the  terms 
of  this  vote. 

Dr.  Dunham  Carroll  Jones  is  registered  with  the 
Department  for  1949-1950  from  2939  Quentin  Road, 
Brooklyn.  Dr.  Jones  appeared  for  censure  and  rep- 
rimand before  the  Board  of  Regents  on  April  22, 
1949. 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  John  S.  Lanese,  New  Ro- 
chelle, be  accepted  and  sustained;  that,  in  com- 
pliance with  the  recommendation  of  said  com- 
mittee, said  John  S.  Lanese  be  censured  and 
reprimanded;  that  said  John  S.  Lanese  be  ordered 
to  appear  for  such  censure  and  reprimand  before 
the  Board  of  Regents  at  a time  and  place  to  be 
determined  by  the  Commissioner  of  Education, 
notice  of  which  shall  be  given  to  said  John  S. 
Lanese  by  said  Commissioner;  and  that  the  Com- 
missioner of  Education  be  empowered  and  directed 
to  execute,  for  and  on  behalf  of  the  Board  of  Re- 
gents, all  orders  necessary  to  carry  out  the  terms  of 
this  vote. 

Dr.  John  S.  Lanese  is  registered  with  the  Depart- 
ment for  1949-1950  from  137  Center  Avenue,  New 
Rochelle.  Dr.  Lanese  appeared  for  censure  and 
reprimand  before  the  Board  of  Regents  on  April  22, 
1949. 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  Samuel  J.  Pashley,  Hudson 
Falls,  be  accepted  and  sustained;  that,  in  compli- 
ance with  the  recommendation  of  said  committee 
medical  license  No.  22877,  issued  under  date  of 
June  28,  1928,  to  said  Samuel  J.  Pashley,  permit- 
ting him  to  practice  medicine  in  the  State  of  New 
York,  be  revoked,  annulled  and  canceled,  and  that 
his  registration  or  registrations  as  a physician, 
wherever  they  may  appear,  be  ordered  annulled 


and  canceled  of  record;  and  that  the  Commis- 
sioner of  Education  be  empowered  and  directed  to 
execute,  for  and  on  behalf  of  the  Board  of  Re- 
gents, all  orders  necessary  to  accept  the  deter- 
mination of  said  Committee  on  Grievances  and  to 
carry  out  the  terms  of  this  vote. 

Dr.  Samuel  J.  Pashley  was  registered  with  the 
Department  for  1949-1950  from  33  Catherine  Street, 
Hudson  Falls.  The  order  of  the  Commissioner  was 
served  on  Dr.  Pashley  on  April  14,  1949,  and  his 
medical  license  therefore  stands  revoked  as  of  that 
date. 


Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  Hermann  Leslie  Wenger, 
New  York  City,  be  accepted  and  sustained;  that, 
in  compliance  with  the  recommendation  of  said 
committee,  medical  license  No.  17376,  issued  un- 
der date  of  September  28,  1922,  to  said  Hermann 
Leslie  Wenger,  permitting  him  to  practice  medi- 
cine in  the  State  of  New  York,  and  his  registration 
or  registrations  as  a physician,  wherever  they  may 
appear,  be  suspended  for  a period  of  six  months 
from  the  date  of  service  of  the  order  effecting  such 
suspension;  and  that  the  Commissioner  of  Edu- 
cation be  empowered  and  directed  to  execute  for 
and  on  behalf  of  the  Board  of  Regents  all  orders 
necessary  to  accept  the  determination  of  said 
Committee  on  Grievances  and  to  carry  out  the 
terms  of  this  vote. 

Dr.  Hermann  Leslie  Wenger  was  registered  with 
the  Department  for  1949-1950  from  44  Gramercy 
Park,  New  York  City.  The  order  of  the  Commis- 
sioner was  served  on  Dr.  Wenger  on  April  18,  1949, 
and  his  medical  license  therefore  stands  suspended 
as  of  that  date. 

The  Board  of  Regents,  at  a meeting  held  May  20, 
1949, 


Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the  ap- 
plication for  the  revocation  of  the  medical  license 
heretofore  granted  to  George  C.  von  Borstel,  Sco- 
tia, be  accepted  and  sustained;  that,  in  compli- 
ance with  the  recommendation  of  said  committee, 
said  George  C.  von  Borstel  be  censured  and  repri- 
manded; that  said  George  C.  von  Borstel  be  or- 
dered to  appear  for  such  censure  and  reprimand 
before  the  Board  of  Regents  at  a time  and  place  to 
be  determined  by  the  Commissioner  of  Education, 
notice  of  which  shall  be  given  to  said  George  C. 
von  Borstel  by  said  Commissioner;  and  that  the 
Commissioner  of  Education  be  empowered  and 
directed  to  execute  for  and  on  behalf  of  the  Board 
of  Regents,  all  orders  necessary  to  carry  out  the 
terms  of  this  vote. 

Dr.  von  Borstel  is  registered  for  1949-1950  from 
101  Vley  Road,  Scotia.  The  order  was  served  on 
Dr.  von  Borstel  on  June  2, 1949. 


outstanding  drug 
for  the  treatment 
of  depression 

In  the  depressed  patient, 
‘Dexedrine’  Sulfate  can  be  depended  upon 
to  dispel  the  characteristic  “chronic  fatigue”; 
to  induce  a feeling  of  energy  and  well-being; 
and  to  restore  optimism,  mental  alertness 
and  capacity  for  work. 

Dexedrine’s  anti-depressant  effect  is  notable 
for  its  freedom  from  distracting  elation, 
irritability  and  inward  nervous  tension. 

Its  uniquely  “smooth”  action  spares  the  patient 
the  uncomfortable  feeling  of  “drug  stimulation”. 

Dexedrine  Sulfate  Tablets  & Elixir 

The  anti-depressant  of  choice 


Smith,  Kline  & French  Laboratories  Philadelphia 


‘Dexedrine'  T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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REVIEWED 


Diseases  of  Children.  Edited  by  Donald  Pater- 
son, M.D.,  and  Alan  Moncrieff,  M.D.  Fourth 
edition.  (First  edition  edited  by  Sir  A.  E.  Garrod, 
D.M.,  Frederick  E.  Batten,  M.D.,  and  Hugh  Thurs- 
field,  D.M.)  Volume  I,  with  contributions  by 
twenty-nine  contributors.  Octavo  of  771  pages, 
illustiated.  Baltimore,  Williams  & Wilkins  Co., 
1947.  Cloth,  $9.00. 

This  first  volume  which  brings  up  to  date  the  ex- 
cellent and  popular  Diseases  of  Children  by  Garrod, 
Batten,  Thursfield,  and  Paterson,  is  most  welcome. 
In  much  of  its  writing,  particularly  the  material 
which  deals  with  philosophic  matters  and  clinical 
discussions,  it  is  as  charming  and  interesting  as  ever, 
therewith  furnishing  a pleasant  supplement  for  those 
who  wish  to  read  pediatrics  presented  from  the 
British  point  of  view. 

An  interesting  transition  has  occurred  in  that  cer- 
tain American  authors  have  written  articles  in  this 
excellent  text.  Thereby  a quite  different  approach 
to  certain  scientific  problems  is  offered.  We  Ameri- 
cans like  to  believe  that  this  is  mutually  beneficial. 

The  section  on  infant  feeding  and  diet  will  find 
less  acceptance  among  American  pediatricians  than 
the  other  material  in  the  book. 

The  appearance  and  setup  of  the  book  is  excel- 
lent, as  heretofore.  C.  A.  Weymuller 

A Textbook  of  Dietetics.  By  L.  S.  P.  Davidson, 
M.D.,  and  Ian  A.  Anderson,  M.B.  (Aberd.).  With 
Diet  Sheets  constructed  by  Miss  Mary  E.  Thomson, 
S.R.N.  Second  edition.  Octavo  of  517  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1947. 
Cloth,  $6.00. 

This  is  an  excellent  book  on  dietetics  both  from  a 
theoretic  and  practical  approach.  It  covers,  in  five 
parts,  much  of  the  present-day  British  food  econ- 
omy; the  physiology  of  nutrition  generally,  as  well 
as  details  about  all  Vitamins,  minerals,  water  meta- 
bolism, and  composition  of  foods;  diets  for  people 
under  normal  physiologic  stress;  the  dietetic  treat- 
ment of  diseases,  and  diet  outlines  and  recipes  sup- 
porting the  therapy  suggestions  and  outlines.  The 
authors  employ  the  tables  of  the  National  Research 
Council  as  basis  for  dietary  food  requirements. 

The  reviewer  considers  this  a good  book  but  thinks 
that  the  economic  surveys  are  too  changeable  to  be- 
long to  a textbook.  Morris  Ant 

Ophthalmology  in  the  War  Years.  Vol.  II  (1944- 
June,  1946).  Edited  by  Meyer  Wiener,  M.D. 
Octavo  of  977  pages.  Chicago,  Year  Book  Pub- 
lishers, 1948.  Cloth,  $16. 

This  second  volume  of  Ophthalmology  in  the  W ar 
Years  covers  the  period  from  January,  1944,  to 
June,  1946,  and,  in  the  words  of  the  editor,  aims  “to 
include  everything  of  importance  published  during 
that  time.”  These  two  volumes  represent  a most 
valuable  contribution  to  ophthalmology  of  recent 
years. 


The  reader  is  impressed  with  the  extensive  bibliog- 
raphies following  each  of  the  33  chapters  in  this 
volume,  each  contributed  by  a different  author  or 
authors.  They  have  tried  to  provide  a brief  resume 
of  most  of  these  many  references.  For  one  who  is 
preparing  a paper  or  is  involved  in  a research  prob- 
lem, this  book  is  most  valuable  for  reference.  At 
any  rate,  one  has  before  him  a panorama  of  tremen- 
dous activity  and  progress  in  the  field  of  ophthal- 
mology. Emanuel  Krimsky 

Monocular  Vision  Training.  By  Mildred  Smith 
Evans.  Quarto  of  93  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Company,  1947.  Cloth, 
$3.00. 

This  home  exercise  book  for  children  consists  of 
lessons  timed  for  a thirty-minute  period  for  the 
treatment  of  strabismic  amblyopia.  The  good  eye 
is  patched,  and  the  child  is  instructed  to  trace  vari- 
ous objects,  to  connect  points  making  a figure,  to 
read,  and  to  differentiate  colors. 

The  lessons  are  very  ingenious  and  orientated  to 
hold  the  child’s  curiosity  and  attention.  The  prog- 
ress of  the  patient  may  easily  be  determined  by  the 
parent  or  the  orthoptic  technician. 

Miss  Evans  has  made  another  orthoptic  contri- 
bution to  the  difficult  problem  of  treating  strabismic 
amblyopia.  Of  course,  we  must  remember  that  sur- 
gery, if  necessary,  and  orthoptics  must  work  hand  in 
hand  in  these  cases.  Norris  C.  Elvin 

Strabismus.  A Clinical  Handbook.  By  George 
J.  Epstein,  M.D.  Octavo  of  214  pages,  illustrated, 
Philadelphia,  Blakiston  Co.,  1948.  Cloth,  $5.00. 

This  monograph  of  214  pages  is  instructive  and 
well  printed.  It  will  find  a broad  usefulness  in  the 
field  of  resident  training.  It  will  doubtless  be  popu- 
lar as  its  viewpoint  is  unusual.  Perhaps  a future 
edition  will  justify  inclusion  of  improved  illustra- 
tions, particularly  on  pages  four  and  five. 

A defect  common  to  this  book  and  practically  all 
others  on  strabismus  is  the  lack  of  real  evidence  from 
ordered  studies  to  support  positive  statements. 

A more  elaborate  bibliography  would  be  useful. 

John  N.  Evans 

Handbook  of  Ophthalmology.  By  Everett  L. 
Goar,  M.D.  Octavo  of  166  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $5.50. 

The  author’s  aim  in  this  elementary  handbook  of 
162  pages  was  to  provide  his  undergraduate  students 
with  an  even  simpler  introduction  to  ophthalmology 
than  is  found  in  well-established  manuals  on  the  sub- 
ject. The  first  chapter  deals  with  historical  phases 
in  ophthalmology  which  more  advanced  books  fail  to 
treat.  Otherwise,  the  subjects  and  arrangement  fol- 
low the  familiar  pattern  and  are  dealt  with  compre- 
hensively and  in  simple  language.  The  medical 
student  will  be  grateful  for  not  being  taxed  with  too 
much  information.  Emanuel  Ivrimsky 

[Continued  on  page  1600] 


1598 


1599 


ARGYPULVIS  08%  Effective 


in  TRICHOMONIASIS 


. . . according  to  published  report 
of  Reich,  Button  and  Nechtow,  “Treatment 
of  Trichomonas  Vaginalis  Vaginitis,” 
Surgery,  Gynecology  and  Obstetrics, 

May,  1947,  pp.  891-896.* 


For  Use  by  the  Physician 
7-gram  bottles  fitting 
Holmspray  or 
equivalent  powder  - 
blower  (in  cartons  of  3) 

For  Home  Use 
by  the  Patient 
2-gram  capsule 
for  insertion 
by  the  patient 
(in  bottles  of  12) 


ARGYPULVIS 

argyrol  and  ARGYPULVIS  are  registered  trademarks,  the  property  of 

A.  C.  ItVItMS  COMPANY 
NEW  BRUNSWICK,  N.  J. 


• The  technique  included  both  office  insuffla- 
tion and  supplementary  home  use  of  the  powder 
in  capsules,  alorfg  with  usual  precautions  against 
reinfection.  A most  significant  observation  was 
that  results  from  use  of  the  capsules  alone  were 
approximately  the  same. 

Thus,  this  new  form  of  dependable  argyrol 
affords  the  physician  a highly  efficient  weapon 
in  the  control  of  Trichomoniasis,  through  office 
and  home  treatment  or  by  the  patient’s  home 
use  of  capsules  alone. 

Composition  ....  Physical  Properties 

argypulvis  contains  powdered  argyrol  (20%), 
Kaolin  (40%)  and  Beta  Lactose  (40%)  . . . finely 
milled,  to  provide  the  fluffiness  which  makes  for 
easy  insufflation,  and  with  an  attraction  for  water 
which  promotes  fast  action. 


INTRODUCTORY  TO  PHYSICIANS:  *0n  request  we 
will  send  professional  samples  of  argypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow 
report.  (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-79,  New  Brunswick,  N.  J. 

Name.  . 

Address 
City 


State 


1600 


BOOKS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1598] 

The  Skull,  Sinuses  & Mastoids.  A Handbook  of 
Roentgen  Diagnosis.  By  Barton  R.  Young,  M.D. 
Octavo  of  328  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1948.  Cloth,  $6.50. 

Medical  students,  physicians,  roentgenologists  in 
training — in  short,  anyone  who  wishes  to  inform  him- 
self speedily  and  conveniently  about  the  roentgen 
technic  and  diagnosis  of  the  skull,  sinuses,  and  mas- 
toids in  health  and  disease,  in  children  and  adults, 
will  find  all  that  is  of  practical  importance  on  the 
314  pages  of  this  book.  The  language  is  under- 
standable and  admirably  to  the  point.  The  content 
is  authentic.  The  text  is  arranged  in  such  a fashion 
that  it  can  be  studied  simultaneously  with  the  illus- 
trations. These  illustrations  are  plentiful  and  of 
good  quality.  Siegfried  W.  Westing 

A Handbook  on  Diseases  of  Children.  Including 
Dietetics  and  the  Common  Fevers.  By  Bruce  Wil- 
liamson, M.D.  Fifth  edition.  Duodecimo  of  408 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1947.  Cloth,  $4.50. 

This  compact  handbook  is  a concise  compendium  on 
pediatrics.  Of  necessity,  brevity  is  the  mainstay,  so 
that  even  though  practically  every  pediatric  prob- 
lem is  touched  upon,  the  surface  of  only  a few  dis- 
eases is  penetrated. 

Treatment  does  not  form  a major  part  of  the 
work,  and  the  newer  antibiotics  are  treated  all  too 
sketchily. 

The  value  of  the  text  lies  in  the  rapidity  with 
which  one  has  available  a brief  review  of  pediatrics. 

Mark  J.  Wallfield  ■ 

A Manual  of  Pharmacology  and  Its  Applications 
to  Therapeutics  and  Toxicology.  By  Torald  Soll- 
mann,  M.D.  Seventh  edition.  Quarto  of  1,132 
pages.  Philadelphia,  W.  B.  Saunders  Co.,  1948. 
Cloth,  $11.50. 

This  classic  manual  of  pharmacology  has  now 
appeared  in  a new  revised  seventh  edition.  Numer- 
ous sections  have  been  entirely  rewritten  or  added 
for  the  first  time.  Curare,  “nitrogen  mustards,” 
BAL,  and  the  antithyroid  drugs  are  only  a few  which 
are  now  reviewed  in  this  superb  work. 

Andrew  M.  Babey 

Gardiner’s  Handbook  of  Skin  Diseases.  Revised 
by  John  Kinnear,  M.D.  Fifth  edition.  Duodecimo 
of  250  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $4.50. 

Written  truly  as  a pocket  manual  for  general  prac- 
titioners, and  as  a helpful  guide  to  nurses  in  the  care 
of  patients,  this  handbook  is  short  and  gives  definite 
instruction  in  the  method  of  application  of  remedies 
with  the  reasons  therefor. 

It  includes  all  of  the  common  skin  diseases,  but 
naturally  its  description  of  them  is  short.  It  is, 
however,  a valuable  book  for  one  with  a very  limited 
acquaintance  with  cutaneous  diseases. 

E.  Almore  Gauvain 

Venous  Thrombosis  and  Pulmonary  Embolism. 

By  Harold  Neuhof,  M.D.  Octavo  of  169  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1948. 
Cloth,  $4.50.  (Mt.  Sinai  Hospital  Monograph  No. 
2.) 

Dr.  Neuhof’s  book  is  a valuable  addition  to  a grow- 
ing list  of  useful  American  monographs.  It  com- 
bines a scholarly  review  of  the  field  of  venous 
thrombosis  and  pulmonary  embolism  with  a sum- 
mary of  the  author’s  own  observations  extending 
over  many  years.  It  will  prove  valuable,  in  spite  of 


a rather  poorly  arranged  text,  to  internist  and  sur- 
geon alike.  Milton  Plotz 

The  Hospital  Care  of  Neurosurgical  Patients. 

By  Wallace  B.  Hamby,  M.D.  Second  edition. 
Octavo  of  156  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1948.  Cloth,  $3.00. 

A truly  scientific  and  fine  book  on  neurosurgical 
conditions,  it  is  well  illustrated  and  set  up  in  a clear, 
concise  manner.  The  anatomy  is  clear  and  de- 
scriptive. Each  topic  is  well  covered  and  organized, 
but  unfortunately,  it  neglects  to  give  any  nursing 
care. 

Physicians,  as  well  as  nurses,  would  profit  by  de- 
tailed nursing  care  because  it  differs  from  any  other 
surgical  condition.  This  book  should  be  in  all  hos- 
pital and  nursing  school  libraries. 

Marie  M.  Behlen 

Recent  Advances  in  Medicine.  Clinical,  Labora- 
tory, Therapeutic.  By  G.  E.  Beaumont,  M.D.,  and 
E.  C.  Dodds,  M.D.  Twelfth  edition.  Duodecimo 
of  422  pages,  illustrated.  Philadelphia,  Blakiston 
Co.,  1947.  Cloth,  $6.00. 

This  is  the  twelfth  edition  of  a well-known  British 
contribution  to  clinical  and  laboratory  medicine. 
It  is  so  well-known  and  so  reliable  that  scarcely  any- 
thing needs  to  be  said  in  its  favor.  There  are  excel- 
lent new  sections  on  vitamins,  penicillin  and  other 
antibiotics,  atypical  pneumonia,  hepatitis,  and  thio- 
uracil. 

It  is  warmly  recommended.  Andrew  Babey 

Practical  Methods  in  Biochemistry.  By  Freder- 
ick C.  Koch  and  Martin  E.  Hanke.  Fifth  edition. 
Octavo  of  419  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1948.  Cloth,  $3.00. 

In  its  latest  edition  this  laboratory  manual  pre- 
sents the  new  and  revised  methods  in  biochemistry. 
It  includes  chapters  dealing  with  the  various  reduc- 
tion, physical,  and  biologic  tests  on  carbohydrates. 
There  are  chapters  on  lipins,  and  estimation  of  pro- 
teins, amino  acids,  and  hydrogen-ion  concentration. 
There  are  practical  experiments  on  the  chemistry  of 
salivary,  gastric,  and  intestinal  digestion.  The 
quantitative  analysis  of  blood  and  urine,  as  well  as 
the  latest  methods  of  colorimetric,  fluorometric, 
and  microbiologic  estimation  of  vitamins  and  hor- 
mones are  well  described.  Edward  H.  Nidish 

Urine  and  Urinalysis.  By  Louis  Gershenfeld, 
D.Sc.  Third  edition.  Duodecimo  of  347  pages, 
illustrated.  New  York,  Romaine  Pierson,  1948. 
Cloth,  $5.00. 

The  study  of  urine  in  health  and  disease  is,  of 
course,  an  important  part  of  laboratory  medicine. 
Any  volume  which  deals  exclusively  with  this  phase 
of  the  laboratory  is  worthy  of  notice.  The  volume 
in  question  devotes  over  300  pages  to  rare  and  com- 
mon disorders  as  exemplified  by  the  urine  studies. 
For  that  reason  it  is  a good  reference  work. 

Andrew  Babey 

Bodies  and  Souls.  By  Maxence  van  der  Meersch. 
Translated  by  Eithne  Wilkins.  Octavo  of  654 
pages.  Chicago,  Pellegrini  & Cudahy,  1948. 
Cloth,  $3.75. 

New  York  Times  review  of  this  novel  is  captioned, 
“Scalpel  versus  Mammon.”  This  does  not  seem 
an  adequate  summary  of  a fine  novel  in  which  doc- 
tors play  almost  all  of  the  important  roles.  The 
outstanding  figure,  in  our  estimation,  is  not  the  sacri- 
ficing son,  with  the  tubercular  wife  and  the  high 
[Continued  on  page  1602] 
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FROM  SECRETARY  OF  DEFENSE  LOUIS  JOHNSON- 


AN  URGENT 
APPEAL 
TO  YOUNG 
DOCTORS! 

Your  personal  help  is  needed  to  avert  a 
serious  threat  to  our  national  security ! 

By  the  end  of  July  of  this  year  we 
will  have  lost  almost  one-third  of  the 
physicians  and  dentists  now  serving 
with  our  Armed  Forces.  Without  an 
increased  inflow  of  such  personnel, 
the  shortage  will  assume  even  more 
dangerous  proportions  by  December 
of  this  year. 

These  losses  are  due  to  normal  ex- 
piration of  terms  of  service.  The 
professional  men  who  are  leaving  the 
Armed  Forces  during  this  critical 
period  are  doing  so  because  they 
have  fulfilled  their  duty-obligations 
and  have  earned  the  right  to  return 
to  civilian  practice. 

Without  sufficient  replacements  for 
these  losses,  we  cannot  continue  to 
provide  adequate  medical  and  dental 
care  for  the  almost  1,700,000  service 
men  and  women  who  are  the  back- 
bone of  our  nation’s  defense. 

Normal  procurement  channels  will 

not  provide  sufficient  replacements! 

To  alleviate  this  critical,  impending 
shortage  of  professional  manpower 
in  the  three  services,  I am  urging  all 
physicians  and  dentists  who  were 
trained  under  wartime  A.S.T.P.  and 
V-12  programs  under  government 
auspices  or  who  were  deferred  in 
order  to  complete  their  training  at 
personal  expense,  and  who  saw  no 
active  service,  to  volunteer  for  a two- 
year  tour  of  active  duty,  at  once! 


We  have  written  personally  to  more 
than  10,000  of  you  in  the  past  weeks 
urging  such  action.  The  response  to 
this  appeal  has  not  been  encourag- 
ing, and  our  Armed  Forces  move 
rapidly  toward  a professional  man- 
power crisis! 

Many  responses  have  been  negative, 
but  worse — a great  number  of  doc- 
tors have  not  replied.  It  is  urgent 
that  we  hear  from  you  immediately! 

We  feel  certain  that  you  recognize  an 
obligation  to  your  fellow  men  as  well 
as  to  your  profession  in  this  matter. 
We  are  confident  that  you  will  fulfill 
that  obligation  in  the  spirit  of  public 
service  that  is  a tradition  with  the 
physician  and  dentist. 

There  is  much  to  be  said  for  a tour 
of  duty  with  any  of  the  Armed 
Forces.  You  will  work  and  train  with 
leading  men  of  your  professions.  You 
will  have  access  to  abundant  clinical 
material;  have  the  best  medical  and 
dental  facilities  in  which  to  practice. 
You  will  expand  your  whole  concept 
of  life  through  travel  and  practice  in 
foreign  lands.  In  many  ways,  a tour 
of  service  will  be  invaluable  to  you 
in  later  professional  life! 

Volunteer  now  for  active  duty.  You 
are  urged  to  contact  the  Office  of  Secre- 
tary of  Defense  by  collect  wire  immedi- 
ately, signifying  your  acceptance  and 
date  of  availability.  Your  services  are 
badly  needed.  Will  you  offer  them? 


rn.  ^ibRary  G?  ¥he 
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medical  morals,  but  his  frustrated  father  who  is  not 
entirely  honest  in  his  interpretation  of  the  results  of 
his  treatment  of  the  insane  by  shock  treatment  and 
has,  later,  to  face  most  saddening  domestic  problems. 

The  author  practiced  law  before  turning  his  tal- 
ents to  writing,  but  he  has  produced  in  this  book  a 
Balzac-like  novel  about  doctors  with  an  astounding 
wealth  of  medical  detail — detail  which  is  essentially 
accurate,  but  often  of  questionable  appropriateness 
for  the  lay  reader.  Joseph  Raphael 

Vascular  Diseases  in  Clinical  Practice.  By  Irving 
Sherwood  Wright,  M.D.  Large  duodecimo  of  514 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1948.  Cloth,  $7.50. 

This  work  is  clearly  and  logically  written  in  an 
easy-to-read,  person-to-person  style.  Many  illus- 
trations and  case  reports  are  well  woven  into  the 
text.  It  is  representative  of  the  best  in  the  modern 
clinical  practice  of  peripheral  vascular  disease. 
Emphasis  is  laid  on  the  anticoagulant  drugs.  The 
section  on  diagnosis  and  therapy  of  disorders  of  the 
veins  is  particularly  well  handled. 

Joseph  R.  DiPalma 

Physiology  of  Exercise.  By  Laurence  E.  More- 
house, Ph.D.,  and  Augustus  T.  Miller,  Jr.,  Ph.D. 
Octavo  of  323  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $4.75. 

This  descriptive  book  is  well  organized,  clear,  and 
well  illustrated.  The  glossary  is  most  helpful. 

This  book  should  be  of  great  service  to  the  physical 
education  group  but  not  appropriate  for  nurses. 
The  topic  of  exercise  is  not  that  fully  covered  in  the 
nursing  curriculum. 

Since  physical  education  has  become  such  an  es- 
sential part  of  the  nursing  program,  the  book  might 
be  placed  in  the  nurses’  library.  It  would  be  a good 
reference  book.  Marie  M.  Behlen 

Textbook  of  Gynecology.  By  Emil  Novak,  M.D 
Third  edition.  Octavo  of  742  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$8.00. 

An  immense  amount  of  information  will  be  found 
in  this  well  planned  work.  It  is  an  excellent  text- 
book for  the  student  and  a practical  source  of  in- 
formation for  the  practitioner  who  is  concerned  with 
diagnosis  and  treatment.  The  illustrations  are  ex- 
cellent, and  the  text  may  be  read  easily.  This  sound 
textbook  is  highly  recommended. 

Charles  A.  Gordon 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1948.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1948.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $16.00  net; 
paper,  $12  net. 

The  Mayo  Clinic  number  of  the  Medical  Clinics  of 
North  America  includes  an  excellent  five-paper  sym- 
posium on  anomalies  of  the  heart.  There  are  also 
nine  other  highly  satisfactory  clinics  by  various 
members  of  the  Mayo  staff.  The  paper  by  Odel  el  al. 
on  clinical  considerations  of  the  problem  of  extra- 
renal  excretion  is  of  monographic  proportions  and 
will  be  of  particular  value  to  the  practitioner  who 
wishes  to  know  more  about  this  procedure. 

Milton  Plotz 

Treatise  on  Surgical  Infections.  By  Frank  La- 
mont  Meleney,  M.D.  Octavo  of  713  pages,  illus- 
trated. New  York,  Oxford  University  Press,  1948. 
Cloth,  $12. 


The  tireless  efforts  of  Frank  Meleney  to  solve  the 
bacteriologic  problems  of  surgery  have  won  the  ad- 
miration of  all  of  us.  His  comprehensive  text  will 
be  eagerly  read  by  every  surgeon.  Its  pages  carry 
the  complete  story  of  bacterial  invasion,  our  natural 
defenses,  and  the  agents  which  we  now  marshal  to 
repel  the  marauders.  The  essentials  of  fine  surgical 
technic  are  discussed.  This  book  is  unique.  There 
has  not  been  one  like  it.  Charles  A.  Gordon 

Racial  Variations  in  Immunity  to  Syphilis.  A 
Study  of  the  Disease  in  the  Chinese,  White,  and 
Negro  Races.  By  Chester  North  Frazier,  M.D., 
and  Li  Hung-Chiung,  M.D.  Octavo  of  122  pages, 
illustrated.  Chicago,  LTniversity  ot  Chicago  Press, 
1948.  Cloth,  $2.50. 

This  book  of  only  about  one  hundred  pages  is 
chockfull  of  statistics  on  this  subject.  The  authors 
have  taken  the  records  of  Baltimore  clinics,  com- 
prised of  white  and  Negro  patients  with  syphilis,  to 
compare  with  cases  of  their  own  in  Peiping,  China. 
There  were  approximately  the  same  number  of  pa- 
tients in  all  three  racial  groups. 

The  studies  investigated  (and  there  are  many 
tables  of  results)  the  incidence  of  syphilis  in  the 
three  groups,  dividing  each  into  male  and  female 
cases.  They  are  classified  according  to  the  stage  of 
the  disease  and  the  type  of  lesions  occurring. 
Among  other  conclusions,  they  determined  that 
skeletal  involvement  in  the  Chinese  is  much  more 
common  than  in  the  other  two  groups  and  believe 
this  may  be  due  to  dietary  inadequacies.  Menin- 
gitis is  also  more  common  among  Chinese  in  early 
stages  of  the  disease.  They  also  observed  that  there 
are  probably  greater  differences  depending  upon  sex 
than  on  race. 

A reading  of  the  text  is  certainly  necessary  to  get 
the  benefit  of  this  profound  and  exhaustive  study. 

E.  Almore  Gauvain 

Medical  Hypnosis.  By  Lewis  R.  Wolberg,  M.D. 
In  two  volumes.  Vol.  I,  The  Principles  of  Hypno- 
therapy, 449  pages.  Vol.  II,  The  Practice  of  Hypno- 
therapy, 513  pages.  Octavo.  New  York,  Grune  & 
Stratton,  1948.  Cloth,  Vol.  I,  $5.50;  Vol.  II, 
$6.50. 

In  order  to  qualify  himself  for  the  gargantuan  task 
of  demonstrating  the  scientific  value  of  hypnosis  in 
medicine,  the  author  has  undoubtedly  acquired  all 
available  knowledge  on  the  subject  and  has  compiled 
it  into  two  volumes,  the  first  of  which  is  an  authentic 
history  of  hypnosis  from  its  inception  to  the  present 
day,  and  the  second,  a thoroughgoing  study  of  its 
application  to  psychotherapy. 

In  this  work  the  author  has  evinced  a great  sensi- 
tivity to  dynamic  mechanisms  of  personality  for- 
mation and  an  unusual  skill  in  the  application  of  all 
current  technics  to  the  treatment  of  mental  cases. 
The  work  is  amply  illustrated  with  clinical  cases  and 
dramatically  reinforced  with  unusual  clarity  and  pre- 
cision. The  results  obtained  with  this  treatment  in 
the  hands  of  Dr.  Wolberg  are  often  spectacular  but 
are  usually  evaluated  objectively  and  critically. 

Since  the  author  assumes  that  hypnosis  is  a cata- 
lyst to  psychotherapy  rather  than  a substitute  for  it, 
he  attempts  to  estimate  as  accurately  as  possible  the 
depth  of  the  induced  hypnotic  state  that  is  most 
effective  in  achieving  his  therapeutic  goal  in  each 
individual  case.  Any  student  of  this  suDject,  inter- 
ested in  employing  hypnosis  in  psychotherapy,  would 
do  well  to  read  these  two  volumes,  which  are  both 
stimulating  and  instructive. 

Simon  Rothenberg 
[Continued  on  page  1604] 
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In  another  moment?  . . . tomorrow?  . . . next  week?  Whenever  the  break 
comes— as  it  will  to  most  dieters  exposed  to  continual  temptation  — 
Desoxyn  Hydrochloride  is  a valuable  aid  in  restoring  the  patient’s  will 
power.  • Desoxyn  has  a definite  depressing  action  on  the  appetite.  At 
the  same  time,  the  stimulating  action  of  the  drug  increases  the  patient’s 
sense  of  well-being  and  desire  for  activity.  To  depress  the  appetite,  one 
2.5-mg.  tablet  an  hour  before  breakfast  and  lunch  is  usually  sufficient.  A 
third  tablet  may  be  taken  in  midafternoon  if  needed  and  if  it  does  not 
cause  insomnia.  • Those  who  have  used  Desoxyn  extensively  claim  that 
it  has  these  advantages  over  other  sympathomimetic  amines:  smaller 
dosage,  quicker  action,  longer  effect,  and  relatively  few  side-effects.  • In 
addition  to  use  in  obesity,  Desoxyn  may  be  given  in  a wide  variety  of 
conditions  where  a stimulant  for  the  central  nervous  system  or  a long- 
acting  vasopressor  agent  is  needed.  For  more  details  on  the  many  indi- 
cations for  Desoxyn  write  Abbott  Laboratories,  North  Chicago,  Illinois. 
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Peripheral  Vascular  Diseases.  Diagnosis  and 
Treatment.  By  David  W.  Kramer,  M.D.  Octavo 
of  620  pages,  illustrated.  Philadelphia,  F.  A.  Davis 
Co.,  1948.  Cloth,  $8.00. 

In  writing  this  second  edition,  Dr.  Kramer  has 
considerably  improved  his  book.  It  is  larger,  more 
comprehensive  and,  as  far  as  can  be  seen,  has  been 
practically  rewritten.  The  first  section  deals  with  a 
satisfactory  and  practical  description  of  history- 
taking, physical  signs,  and  special  tests,  with  a sen- 
sible evaluation  of  the  instrumental  technics. 

The  next  section  is  devoted  to  a presentation  of 
the  occlusive  vascular  disorders.  It  is  difficult  to 
accept  Dr.  Kramer’s  persistence  in  treating  cases  of 
endarteritis  obliterans  as  a separate  entity  from 
thromboangiitis  obliterans.  It  is  generally  ac- 
cepted that  they  are  pathologically  and  clinically  one 
and  the  same  disease. 

Then  follow  sections  on  vasospastic  diseases,  open 
lesions,  and  diseases  of  the  veins  and  lymphatics. 
His  discussion  of  the  therapeutic  aspects  of  the  dis- 
eases treated  is  sensible  and  up  to  date. 

W.  S.  COLLENS 

Barbed-Wire  Surgeon.  By  Alfred  A.  Weinstein, 
M.D.  Octavo  of  310  pages.  New  York,  Macmillan 
Company,  1948.  Cloth,  $3.00. 

This  is  a fine  book.  It  tells  the  story,  and  tells  it 
well,  of  the  experiences  of  the  prisoners  of  war  of  the 
Japanese  after  the  fall  of  Bataan  and  Corregidor. 
Dr.  Weinstein  makes  no  attempt  to  explain  away 
defeats  or  plan  campaigns.  He  has  confined  himself 
to  the  important  job  of  giving  a medical  man’s  de- 
scription of  the  horrors  and  hardships  of  the  men  be- 
hind the  “barbed  wire.”  On  the  jacket,  the  pub- 
lishers have  boxed  the  plug,  “It  will  be  read  wherever 
there  are  hearts  that  thrill  to  a magnificent  story  of 
courage  and  resolution.”  We  are  led  to  accept  the 
boast,  without  reservation.  Joseph  Raphael 

Midwifery.  By  Ten  Teachers  under  the  direction 
of  Clifford  White,  M.D.  Edited  by  Clifford  White, 
M.D.,  Frank  Cook,  M.B.  (Eng.),  and  William  Gilli- 
att,  M.D.  Eighth  edition.  Octavo  of  560  pages, 
illustrated.  Baltimore,  Williams  & Wilkins,  1948. 
Cloth,  $6.00. 

This  text  has  been  deservedly  popular  for  over 
thirty  years,  although,  of  necessity,  changes  have 
occurred  in  the  names  of  the  ten  famous  teachers. 
Ordy  the  bare  essentials  of  obstetrics  are  here,  yet 
the  presentation  is  excellent.  The  importance  of 
hemorrhage  and  the  necessity  for  preparedness  re- 
ceives little  attention.  Charles  A.  Gordon 

The  Salicylates.  A Critical  Bibliographic  Review. 

By  Martin  Gross,  M.D.,  and  Leon  A.  Greenberg, 
Ph.D.  Octavo  of  380  pages,  illustrated.  New 
Haven,  Hillhouse  Press,  1948.  Cloth,  $6.00. 
(Monographs  of  the  Institute  for  the  Study  of 
Analgesic  and  Sedative  Drugs) 

This  book  gives  a detailed  description  of  the 
salicylates.  It  describes  the  occurrence  of  the 
salicylates  in  nature,  their  physical  and  chemical 
properties,  and  the  incompatibilities.  There  are 
chapters  dealing  with  their  analgesic  and  antipyretic 
effects.  The  action  of  the  salicylates  on  the  blood 
and  various  organs  of  the  body  is  given  in  detail,  in- 
cluding their  therapeutic  and  poisonous  effects. 
There  is  also  a detailed  bibliography  of  over  four 
thousand  references.  Edward  H.  Nidish 


Hemolysis  and  Related  Phenomena.  By  Eric 
Ponder,  M.D.  Octavo  of  398  pages,  illustrated. 
New  York,  Grune  & Stratton,  1948.  Cloth  $10. 

This  monumental  work  will  serve  as  a bible  to  all 
those  working  in  hematology.  Here  one  will  find 
authoritatively  stated  facts  concerning  hemolysis 
and  related  phenomena.  In  seven  well-documented 
chapters  the  author  covers  shape  changes  un- 
accompanied by  volume  changes,  shape  changes 
accompanied  by  volume  changes,  cytochemistry  and 
architecture,  kinetics  of  hemolysis,  inhibition  and 
acceleration  of  hemolysis  and,  lastly,  hemolysis  in 
vivo. 

It  is  impossible  to  review  this  book  without  a 
spirit  of  reverence  for  the  author  who  has  done  so 
well  to  set  the  yardstick  of  our  present  knowledge  of 
hemolytic  phenomena.  Maurice  Morrison 

Standard  Radiographic  Positions.  By  Nancy 
Davies  and  Ursel  Isenburg.  Second  edition.  Oc- 
tavo of  223  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1948.  Cloth,  $6.00. 

This  is  a guide  to  proper  positioning  of  patients 
for  x-ray  technicians.  It  is  written  by  two  English 
radiographers.  The  illustrations  are  simple  hand 
drawings  or  reproductions  of  plans.  Much  useful  in- 
formation can  be  found  in  this  small  volume. 

Andrew  M.  Babey 

The  Back  and  Its  Disorders.  By  Philip  Lewin, 
M.D.  Octavo  of  157  pages,  illustrated.  New  York, 
McGraw-Hill  Book  Co.,  1948.  Cloth,  $2.50. 

In  his  preface,  Dr.  Lewin  states  that  this  book  is 
written  for  the  guidance  of  the  general  public  rather 
than  for  doctors.  There  may  be  no  difference  of 
opinion  as  to  the  need  of  such  an  appeal  to  the  pub- 
lic, but  it  would  seem  that  the  doctor  has  crowded 
such  a wealth  of  anatomic  and  pathologic  detail  in 
his  155  pages,  with  glossary,  that  he  has  somewhat 
overshot  his  mark  and  given  the  public  more  than  it 
should  be  expected  to  understand.  Our  impression 
is  that  medical  men,  those  without  special  ortho- 
pedic training,  might  read  this  book,  with  profit,  in 
the  attempt  to  systematize  their  knowledge  of  that 
protean  problem,  “back  pain.” 

Joseph  Raphael 

Diseases  of  the  Ear,  Nose  and  Throat.  By  Wil- 
liam Wallace  Morrison,  M.D.  Octavo  of  772  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
1948.  Cloth,  $8.50. 

Morrison’s  book  on  the  Diseases  of  the  Ear,  Nose 
and  Throat  is  well  written,  clear,  and  concise,  with 
many  illustrative  diagrammatic  sketches  serving  as 
visual  aids  in  clarifying  the  various  points  under  dis- 
cussion. This  should  be  a valuable  and  instructive 
book  to  the  student  and  general  practitioner  who 
wish  to  have  a basic  understanding  and  practical 
knowledge  of  the  subject.  Sydney  Shapin 

General  Endocrinology.  By  C.  Donnell  Turner, 
Ph.D.  Octavo  of  604  pages,  illustrated.  Phila- 
delphia, Wr.  B.  Saunders  Co.,  1948.  Cloth,  $6.75. 

This  book  is  intended  for  advanced  investigators 
and  practicing  physicians.  It  gives  the  fundamen- 
tals of  endocrinology.  It  is  a good  basis  for  a com- 
plete understanding  of  endocrinology,  coordinating 
the  mechanism  in  plants,  vertebrates,  and  inverte- 
brates. It  is  an  erudite,  excellent,  concise  accumula- 
tion of  scientific  data.  It  has  numerous  illustrations. 

While  the  clinical  aspects  are  not  extensive,  the 
other  data  will  make  for  a rounding  of  clinical  inter- 
pretation. Bernard  Seligman 
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control  gastric  acidity  without 
Alkaline  assault . . . 

Resmicon 


Peptic  ulcer  therapy,  with  Resmicon  through  scientific 
application  of  the  physical  properties  of  resin  and  mucin, 
places  in  the  hands  of  the  physician  a new  and  remark- 
ably efficient  technic  for  control  of  gastric  acidity. 

The  special  anion-exchange  polyamine  resin  contained 
in  Resmicon  physically  adsorbs  excess  acid,  subsequent- 
ly releasing  the  captured  chloride  ions  in  the  alkaline 
environment  of  the  intestine.  There  is  no  violent  chemical 
reaction  with  its  resulting  dyspepsia  and  the  formation 
of  astringent  constipating  by-products.  Rapid  reduction 
of  acidity  to  physiologic  levels  is  smoothly  produced  and 
efficiently  maintained  without  danger  of  toxicity,  hyper- 
alkalinization,  acid  rebound,  or  chloride  loss. 

The  mucin  component  of  Resmicon  provides  a tenacious, 
protective  coating,  resistant  to  the  diffusion  of  acid  and 
pepsin  alike  ...  it  produces  a mechanical  barrier  against 
autodigestion. 

Of  great  importance  in  view  of  the  etiologic  role  of  pep- 
sin in  the  production  of  gastric  ulcer  is  the  fact  that  both 
resinous  and  mucinous  components  of  Resmicon  tend  to 
inhibit  the  action  of  this  enzyme. 

In  uncomplicated  hyperacidity  or  in  peptic  ulcer 
Resmicon  provides  more  efficient  control  than  the  cus- 
tomary alkaline  antacids  without  their  hazards. 


V LABORAT 


Resmicon  is  available  in  bottles 
of  84  tablets,  each  tablet 
containing  500  mg.  anion- 
exchange  polyamine  resin  and 
170  mg.  gastric  mucin. 


O R I E S 

Division  Nutrition  Research  Laboratories 
Chicago  30,  Illinois 
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Progress  in  Neurology  and  Psychiatry.  An 
Annual  Review.  Vol.  III.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  661  pages.  New  York,  Grune  & 
Stratton,  1948.  Cloth,  810. 

Both  editor  and  publisher  deserve  unstinted 
praise  for  publishing  this  most  valuable  project 
composed  of  over  2,800  papers  which  are  pertinently 
reviewed  in  this  volume. 

The  editorial  board,  assisted  by  outstanding  con- 
tributors, has  combed  through  the  worthwhile 
literature  on  the  four  departments  of  the  contents: 
basic  sciences,  neurology,  neurosurgery,  and  psy- 
chiatry. Each  of  these  departments  has  been 
assigned  to  outstanding  authorities  who  not  only 
present  their  own  material  but  also  that  of  their 
colleagues  and  document  their  contribution  by 
references  appended  to  each  review. 

This  annual  review  is  a sine  qua  non  to  neuro- 
psychiatrists as  well  as  to  the  physician  and  student 
of  medicine  who  obligate  themselves  to  keep  abreast 
of  the  rapidly  growing  research  and  practical  applica- 
tions of  these  specialties  of  medicine. 

Frederick  L.  Patry 

Clinical  Laboratory  Methods  and  Diagnosis.  A 
Textbook  on  Laboratory  Procedures  with  Their 
Interpretation.  By  R.  B.  H.  Gradwohl,  M.D.,  and 
Dr.  Pedro  Kouri.  Fourth  edition.  In  three  volumes. 
Quarto.  Vols.  I and  II,  2,284  pages.  Vol.  Ill, 
Parasitology  and  Tropical  Medicine,  864  pages. 
Illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1948. 
Cloth,  $40  set. 

Student,  teacher,  and  practitioner,  alike,  should 
find  the  revised  volumes  of  accepted  laboratory 
tests,  with  their  interpretations  and  original  ref- 
erences, a most  valuable  guide  to  modern  labora- 
tory diagnosis.  The  division  of  the  former  text  ma- 
terial into  three  separate  volumes  is  of  distinct  ad- 
vantage and  is  well  worth  the  additional  space  which 
those  volumes  require.  The  scope  of  clinical  path- 
ology has  extended  beyond  the  knowledge  of  any 
one  authority.  The  author’s  decision  to  publish 
three  new  volumes,  with  contributions  by  experts,  to 
replace  the  one  old  one  is  symbolic  of  the  rapid 
progress  which  this  specialty  has  made  in  recent 
years.  Distinguished  authorities  have  revised  and 
brought  up  to  date  the  assembled  material  of  their 
respective  specialties.  The  section  on  bacteriology 
has  been  almost  completely  revised.  Exfoliative 
cytology,  especially  vaginal  smears  for  the  diagnosis 
of  cancer,  is  concisely  but  fully  treated,  from  a prac- 
tical standpoint.  The  Rh  factor  is  discussed  with 
clarity,  omitting  controversial  problems.  Parasit- 
ology is  a separate  volume  which,  by  itself,  is  worth 
the  price  of  the  entire  set.  The  plates  are  excellent, 
and  the  binding  is  attractive  in  color  and  very 
durable.  g.  H.  Polayes 

Handbook  of  Treatment  and  Medical  Formulary, 

By  Charles  M.  Gruber,  M.D.  Octavo  of  585  pages. 
Philadelphia,  F.  A.  Davis  Co.,  1948.  Cloth,  $7.00. 

This  is  a sensibly  well-bound,  concise,  and  easily 
readable  epitome  of  the  latest  knowledge  that  has 
enme  to  us  through  the  years  of  painstaking  research 
in  the  fields  of  medicine,  epidemiology,  pharmacy, 
and  therapeutics.  It  is  »o  scarehead  cure-all  in 
twenty-four  hours,  such  as  the  popular  so-called 
“lay  medical  articles”  that  have  been  appearing  far 
too  often  in  the  lay  press  would  have  us  believe  is 
possible.  This  is  a concentrate  of  real  knowledge, 
carefully  and  painstakingly  screened  out  of  all  trash, 
boiled  down  and  carefully  skimmed  of  all  the  fat  and 
froth,  till  we  have  the  mother  liquor  which  has  stood 


the  test  of  time  and  from  which  we  can  expect  some- 
thing but  not  too  much.  No  panaceas  have  been 
discovered,  despite  public  clamor  to  the  contrary, 
not  even  a twenty-four-hour  cure  for  syphilis! 

It  is  well  worth  a place  in  anyone’s  library  or, 
better  still,  in  the  bag,  for  ready  reference. 

Thomas  F.  Nevins 

The  Discovery  of  the  Orgone.  Volume  2.  The 
Cancer  Biopathy.  By  Wilhelm  Reich,  M.D.  Trans- 
lated by  Theodore  P.  Wolfe,  M.D.  Octavo  of  409 
pages,  illustrated.  New  York,  Orgone  Institute 
Pr.,  1948.  Cloth,  $8.50. 

The  author  of  this  volume  claims  to  be  the  dis- 
coverer of  the  existence  of  a basically  new  form  of 
cosmic  energy  which  he  calls  “orgone.”  Armed  with 
this  approach,  he  attempts  to  solve  the  problem  of 
cancer  by  methods  that,  to  the  current  ways  of 
scientific  thinking,  are,  to  say  the  least,  distinctly 
unconventional. 

While  much  of  the  book  is  incomprehensible  to  the 
reviewer,  certain  facts,  namely  those  dealing  with 
“orgone  biophysical”  blood  tests  for  cancer,  fall 
within  the  scope  of  his  laboratory  knowledge,  and  for 
that  reason  it  can  be  safely  said  on  a priori  grounds 
that  such  laboratory  tests  as  blood  cultures,  the 
biologic  resistance  tests,  and  possibly  the  disintegra- 
tion test  of  red  cells  in  physiologic  salt  solution  are 
quite  unfounded  in  laboratory  fact  For  this  and 
other  reasons,  it  seems  safe  to  say  that  this  book 
cannot  be  regarded  as  contributing  toward  the  solu- 
tion of  the  cancer  problem  as  it  is  conventionally 
understood  by  the  medical  profession. 

Theo.  J.  CuRrHEY 

The  Digestive  Tract  in  Roentgenology.  By  Jacob 

Buckstein,  M.D.  Quarto  of  889  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1948.  Cloth 
$16.00. 

The  tremendously  large  material  of  Bellevue  Hos- 
pital forms  the  basis  of  this  volume  whose  greatest 
usefulness  will  be  for  readers  seeking  authentic  in- 
formation on  rare  diseases,  for  instance,  syphilis  of 
the  stomach.  The  novice  desirous  of  acquainting 
himself  with,  alimentary  tract  roentgenology  also 
will  derive  benefit  from  this  well-written,  well- 
documented,  well-illustrated,  and  rather  complete 
presentation. 

The  author  seems  overcritical  regarding  the  mu- 
cosa study  of  the  digestive  tract  which,  in  the  re- 
viewer’s opinion,  deserves  more  emphatic  recom- 
mendation. The  roentgenography  of  the  lower 
pharynx,  so  often  omitted  in  books  and  in  the  daily 
work,  has  been  given  due  consideration. 

Siegfried  W.  Westing 

An  Index  of  Treatment  by  Various  Writers. 

Edited  by  Sir  Robert  Hutchison,  M.D.  Assisted  by 
Reginald  Hilton,  M.D.  Thirteenth  edition.  Octavo 
of  972  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $17. 

This  is  the  thirteenth  edition  of  a deservedly 
popular  British  compendium  of  treatment  modeled 
on  French’s  Differential  Diagnosis.  Many  of  the 
best  figures  in  England  are  contributors.  As  usual, 
the  material  is  clearly  and  well  written,  although 
necessarily  brief. 

This  volume  is  recommended  for  the  wealth  of 
sound,  conservative  therapy  presented. 

Andrew  M.  Babey 

Practice  of  Allergy.  By  Warren  T.  Vaughan, 
M.D.  Revised  by  J.  Harvey  Black,  M.D.  Second 
[Continued  on  page  16081 
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^Because  of  the  convenience,  smaller  adequate 

dose,  and  better  tolerance,  the  trend  is  toward 

the  use  of  ferrous  sulfate  ...  5 5 

Sielke,  E.L.:  Rhode  Island  M.J. 
21:61  (April)  1938 


«No  iron  preparation  has  proved  superior  to  fer- 
rous sulfate,  with  respect  either  to  economy  or 
efficacy.  59 

Emerson,  C.P.,  Jr.:  M.Clin.  North  America 
32:1264  (Sept.)  1948 


and  True  Today 


There  are  many  iron  preparations,  but  only  Feosol 
Tablets  provide  ferrous  sulfate  with  the  special, 
S.K.F.-developed  vehicle  and  coating  that — 


1.  prevent  oxidation  of  the  ferrous  sulfate  into  the 
inferior  ferric  form 

2.  assure  prompt  disintegration  in  the  acid  medium 
of  the  stomach  and  upper  duodenum,  where  iron 
absorption  is  best. 

Each  Feosol  Tablet  contains  3 grains  exsiccated  ferrous  sulfate — 
the  equivalent  of  approximately  5 grains  crystalline  ferrous  sulfate. 


Feosol  Tablets  ^ 

the  standard  iron  therapy 

Smith,  Kline  & French  Laboratories 
Philadelphia 
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edition.  Quarto  of  1,132  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $15. 

This  revision  by  J.  Harvey  Black  of  Warren 
Vaughan’s  outstanding  book  on  Practice  of  Allergy, 
published  first  in  1939,  is  most  welcome.  It  re- 
tains the  excellent  qualities  of  the  original  and  adds 
some  of  the  more  recent  developments  in  the  field. 

Noteworthy  additions  are  O.  C.  Durham’s  chap- 
ters on  the  newer  technics  for  pollen  counting  and  on 
the  results  of  country-wide  pollen  surveys.  Ragweed 
pollen  indexes  for  the  entire  country  are  included. 
The  chapter  on  skin  testing  is  unusually  complete. 

The  revised  book  retains  its  position  as  one  of  the 
best  in  the  field  of  allergy.  Matthew  Walzer 

Occupational  Therapy  Source  Book.  Edited  by 
Sidney  Licht,  M.D.  Octavo  of  90  pages.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $1.00. 

This  book  is  written  to  urge  the  further  use  of 
occupational  therapy  in  the  treatment  of  mental 
diseases.  The  question  of  occupational  therapy  is 
dealt  with  from  ancient  times  to  the  present.  A 
strong  plea  is  made  that  occupational  therapy  be 
utilized  to  a greater  extent  and  this  with  justification 
after  viewing  the  results  of  the  use  of  therapy. 

Arthur  D.  Jaques 

Polio  and  Its  Problems.  By  Roland  H.  Berg. 
Octavo  of  174  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Co.,  1948.  Cloth,  $3.00. 

Here  is  an  intensely  absorbing  history  of  polio  from 
the  time  it  was  first  recognized.  The  successes  and 
failures  of  men  of  science  who  persistently  tried  and 
are  still  working  to  find  the  cause  and  cure  of  in- 
fantile paralysis  are  described  dramatically. 

This  book  should  be  equally  interesting  to  laymen 
and  those  of  the  medical  profession. 

It  should  be  a further  means  of  keeping  “polio” 
before  the  American  public  until  it  is  conquered. 

John  A.  Monfort 

Synopsis  of  Pediatrics.  By  John  Zahorsky,  M.D., 
assisted  by  T.  S.  Zahorsky,  M.D.  Fifth  edition. 
Duodecimo  of  449  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1948.  Cloth,  $5.50. 

This  must  have  been  a very  timely  book  in  the 
days  of  Tr.  Ferri  Chloride  and  Ichthyol  ointment. 
Both  of  these  remedies  are  strongly  recommended  by 
the  authors.  Empyema  is  still  being  treated  by 
thoracotomy  and  “a  mortality  of  25  per  cent  to  30 
per  cent  is  to  be  expected.”  The  modern  treatment 
of  empyema  by  aspiration  and  penicillin  injections 
is  not  even  mentioned.  We  are  told  by  the  publisher 
that  this  is  a new  book.  The  chapter  on  asthma  is 
equally  amateurish  if  not  misleading  in  its  sympto- 
matology. 

After  perusing  some  of  the  more  representative 
chapters,  the  reviewer  is  forced  to  the  conclusion  that 
this  book  is  quite  obsolete.  It  is  not  fair  to  offer  this 
to  the  student  of  medicine  as  a modern  work. 

Harry  Apfel 

Recent  Advances  in  Anaesthesia  and  Analgesia 
(Including  Oxygen  Therapy).  By  C.  Langton 
Hewer,  M.B.  (Eng.)  Sixth  edition.  Duodecimo  of 
380  pages,  illustrated.  Philadelphia,  Blakiston  Co., 
1948.  Cloth,  $6.00. 

In  this  small  volume  an  attempt  is  made  to  em- 
brace the  whole  field  of  anesthesiology  which,  of 
course,  makes  each  part  of  the  book  inadequate  be- 
cause of  its  too  wide  scope. 

There  are  chapters  on  shock,  cardiac  massage, 
methods  of  nerve  blocking,  as  well  as  others  on 


oxygen  therapy  and  resuscitation.  Each  of  these, 
actually  containing  only  an  occasional  point  is  in- 
sufficient by  itself.  However,  the  work  is  well  illus- 
trated, and  some  of  the  line  drawings  are  illumina- 
tive. 

This  book  could  serve  as  an  introduction  to  the 
field  of  anesthesiology.  F.  Paul  Ansbro 

Detailed  Atlas  of  the  Head  and  Neck.  By  Ray- 
mond C.  Truex,  M.S.,  and  Carl  E.  Kellner.  Folio  of 
162  pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1948.  Cloth,  $15. 

This  atlas  is  the  culmination  of  many  years  of 
diligent  and  careful  dissections  by  Professor  Truex, 
portrayed  by  the  artist,  Carl  E.  Kellner,  whose  re- 
productions are  almost  “lifelike.”  We  remember 
well  the  difficulties  we  had  with  our  studies  in 
anatomy  and  with  our  dissections,  so  we  are  indeed 
in  a position  to  appreciate  first  hand  the  serial  dis- 
sections and  their  artistic  reproductions  in  this 
book.  Those  of  us  who  are  particularly  interested  in 
the  anatomy  of  the  head  and  neck  will  indeed  enjoy  a 
refresher  course  by  the  study  and  the  much  needed 
reference  to  this  volume.  The  head  and  neck  sur- 
geon can  profit  well  by  a study  of  the  detailed  dissec- 
tions of  the  area  which  he  is  about  to  explore  sur- 
gically. We  were  helped  materially  by  the  fact  that 
each  structure  was  carefully  identified  with  the 
naming  of  these  structures  directly  on  the  illustra- 
tions which  were  beautifully  done  in  color.  An  atlas 
of  this  type  should  be  in  every  hospital  and  every 
doctor’s  library.  Samuel  Zwerling 

Pediatric  Nursing.  By  Gladys  S.  Benz,  R.N. 
Octavo  of  638  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1948.  Cloth,  $4.00. 

This  is  more  than  a book  on  nursing.  It  is  a 
reference  work  on  the  care  of  children  at  home  as 
well  as  at  the  hospital.  It  contains  valuable  in- 
formation on  sex  education  and  a detailed  discussion 
on  entertainment  for  children. 

Ample  space  is  devoted  to  the  prevention  and  care 
of  communicable  diseases.  This  book  is  well  fitted 
for  advanced  study.  The  book  is  well  written,  but 
it  also  contains  superfluous  material,  e.g.,  101  pages 
are  devoted  to  the  bibliography  on  relevant  sub- 
jects. It  is  also  profusely  illustrated. 

Harry  Apfel 

The  Clinical  Management  of  Varicose  Veins.  By 

David  Woolfolk  Barrow,  M.D.  Octavo  of  155  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  1948. 
Cloth,  $5.00. 

This  well-written,  short  survey  of  the  treatment  of 
varicose  veins  and  their  allied  complications  can 
easily  be  read  with  sustained  interest  at  one  sitting. 

Controversial  questions  are  eliminated  and  the 
modern  concepts  presented.  Numerous  photographs 
and  diagrammatic  representations  make  reading 
matter  readily  understandable.  In  extensive  vari- 
cosities and  in  complicated  conditions,  high  saphe- 
nous ligations,  with  stripping,  is  the  treatment 
recommended  as  decreasing  the  incidence  of  re- 
currence. The  book  is  highly  recommended. 

Hugh  L.  Murphy 


Your  Baby.  The  Complete  Baby  Book  for 
Mothers  and  Fathers.  By  Gladys  Denny  Shultz  and 
Lee  Forrest  Hill,  M.D.  Quarto  of  237  pages,  illus- 
trated. New  York,  Doubleday  & Co.,  1948.  Cloth, 
$3.50. 

Your  Baby  is  a Storehouse  of  information  for 
mother  and  father.  From  the  first  month  of  preg- 
[Continued  on  page  1610] 
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R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  I8S9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


‘INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS 

disorders  and  addiction  cases. 

Write  for  full  information 

George  K.  Pratt,  M.D.,  Medical  Director  Mrs.  F.  H.  Jones.  Bus.  Mgr. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Charg,. 


BRUNSWIC  K H O M E - 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
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nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
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DR.  BARNES  SANITARIUM 
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45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
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F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.$-1651 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
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nancy,  to  the  first  grade  of  school,  the  thousand  and 
one  questions  parents  ask  a pediatrician  have  been 
intelligently  answered. 

The  many  photographs  and  drawings  aid  the  new 
parent  in  bathing,  feeding,  and  handling  the  baby. 

The  section  reserved  for  records  of  the  child’s  ill- 
nesses, date  of  injection,  vaccination,  growth  charts, 
plus  the  pages  where  the  first  words  spoken  are  re- 
corded and  dated  and  the  various  incidents  of  de- 
velopment set  down,  make  the  book  a personal  his- 
tory up  to  the  sixth  year.  A most  complete  book! 

John  A.  Monfort 

Therapeutisches  Taschenbuch  fur  Arzte  und 
Studierende.  Edited  by  Dr.  G.  Ruepp.  Contribu- 
tors, Prof.  W.  Burkhardt,  Prof.  M.  Francillon,  Dr. 
E.  Hafter,  et  al.  Sextodecimo  of  394  pages.  Bern, 
Switzerland,  Medizinischer  Verlag  Hans  Huber 
1948.  Cloth,  12Sw.fr. 

This  is  a small  handbook  of  therapy  compiled  by 
a number  of  Swiss  physicians.  The  information 
contained  is  generally  accurate  but  sketchy.  There 
is  little  in  it  to  interest  American  doctors  or  students. 
It  is  doubtful  that  a book  of  this  sort  would  serve  a 
useful  purpose  in  any  country  except  as  a prepara- 
tion for  a most  elementary  examination. 

Milton  Plotz 

Bailey’s  Text-Book  of  Histology.  Revised  by 
Philip  E.  Smith,  Ph.D.,  and  Wilfred  N.  Copenhaver, 
Ph.D.  Twelfth  edition.  Octavo  of  781  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co.,  1948. 
Cloth,  $7.00. 

The  twelfth  edition  has  been  revised  by  the  above 
authors  with  many  new  illustrations  and  microphoto- 
graphs and  should  prove  valuable  to  students. 
Several  chapters  have  been  revised  since  the  be- 
ginning, and  the  first  few  editions  have  been  brought 
up  to  date.  The  authors  should  be  congratulated  for 
their  contribution  to  one  of  the  best  histology  books. 

Nathan  Reibstein 

Preoperative  and  Postoperative  Care  of  Surgical 
Patients.  By  Hugh  C.  Ilgenfritz,  M.D.  Octavo  of 
898  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  $10. 

Much  has  been  written  on  pre-  and  postoperative 
treatment  during  recent  years.  The  discriminating 
reader  has  at  times  been  obliged  to  exercise  great 
diligence  in  separating  the  wheat  from  the  chaff. 
Dr.  Ilgenfritz  has  been  evidently  quite  aware  of  the 
need  for  presenting  his  subject  in  a way  that  is  clear, 
easily  applicable,  and  devoid  of  elements  of  contro- 
versy. His  discussion  of  Huid  and  electrolyte  balance 
is  presented  with  a simplicity  akin  to  finality,  not 
often  encountered.  The  factors  presented  by  the 
very  young  and  the  very  old  patient  are  handled  in 
a way  that  leaves  little  unsaid  that  is  worthwhile. 

The  book  is  well  written,  thoroughly  complete, 
and  yet  devoid  of  unnecessary,  space-taking  ma- 
terial. Anthony  F.  Sava 

Bronchiogenic  Carcinoma  and  Adenoma.  With  a 
Chapter  on  Mediastinal  Tumors.  By  B.  N.  Fried, 
M.D.  Octavo  of  306  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $6.00. 

Dr.  Fried  has  written  an  admirable  monograph  on 
bronchiogenic  carcinoma  and  adenoma  with  a chap- 
ter on  mediastinal  tumors.  The  literature  is  intelli- 
gently summarized,  and  Dr.  Fried’s  personal  ob- 
servations are  skillfully  added  to  make  a readable 
account  which  should  prove  valuable  to  every 
clinician.  The  reviewer  hopes  that  the  chapter  on 
the  mediastinum  will  be  expanded  in  future  editions. 

Milton  Plotz 


Medical  Writing.  The  Technic  and  the  Art.  By 

Morris  Fishbein,  M.D.  with  the  assistance  of  Jewel 
F.  Whelan.  Second  edition.  Octavo  of  292  pages, 
illustrated.  Philadelphia,  Blakiston  Co.,  1918. 
Cloth,  $4.00. 

Probably  Dr.  Fishbein  has  read  more  medical  ar- 
ticles than  any  one  else.  This  opportunity  const  ruc- 
tively  to  criticize  and  so  to  advise  has  been  added  to 
an  innate  ability  and  much  experience  in  his  own 
writing.  This  book  gives  useful  advice  from  plain 
grammar  and  the  use  of  the  comma  to  collection  of 
material  and  formation  of  the  paper,  with  its  final 
revision.  This  book  should  be  at  the  right  hand  of 
every  aspiring,  and  other,  medical  writer. 

Walter  D.  Ludlum,  Sr. 

Microbiology  and  Pathology.  By  Charles  F. 
Carter,  M.D.  Fourth  edition.  Octavo  of  845  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1948. 
Cloth,  $5.00. 

For  nurses  who  need  a short  practical  presentation 
of  the  fundamentals  of  bacteriology  and  pathology, 
this  should  continue  to  be  a popular  book.  The 
plates  and  diagrams  are  generally  relevant  and  help- 
ful- Andrew  M.  Babey 

Essentials  of  Pathology.  By  Lawrence  W.  Smith, 
M.D.,  and  Edwin  S.  Gault,  M.D.  Third  edition. 
Quarto  of  764  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1948.  Cloth,  $12. 

In  the  third  edition  of  the  Essentials  of  Pathology 
by  Smith  and  Gault,  the  authors  have  executed  an 
admirable  improvement  over  the  previous  editions. 
The  material  is  exceptionally  well  selected  and 
organized  and  very  comprehensively  and  completely 
covered.  The  reading  is  easy,  smooth,  and  attrac- 
tive (a  very  important  factor  for  the  student).  The 
classifications  are  orthodox,  rational,  and  under- 
standable for  student  and  practitioner  alike.  Both 
gross  and  microscopic  illustrations  are  unusually 
clear  and  to  the  point.  From  a general  point  of 
view,  this  book  now  takes  its  place  among  the  best  in 
pathology  and  should  unquestionably  find  its  place 
on  every  shelf  of  medical  works. 

Max  Lederer 

Direct  Electrocardiography  of  the  Human  Heart 
and  Intrathoracic  Electrocardiography.  By  Franz 
M.  Groedel,  M.D.,  and  Paul  R.  Borchardt,  M.D. 
Octavo  of  224  pages,  illustrated.  New  York, 
Brooklyn  Medical  Press,  1948.  Cloth,  $9.00. 

Groedel  and  Borchardt  have  in  this  small  volume 
compiled  the  results  of  their  electrocardiographic 
observations  on  the  hearts  of  some  hundred  or  more 
patients  on  whom  pneumonolysis  was  performed. 
There  is  an  exhaustive  study  of  direct  and  intra- 
thoracic electrocardiography  under  the  given  con- 
ditions. While  there  is  little  here  to  interest  the 
clinician,  there  is  much  that  will  be  of  importance  to 
physiologists  and  electrocardiographers. 

Milton  Plotz 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1948.  Octavo.  Illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1948.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $16  net; 
paper,  $12  net. 

The  Medical  Clinics  are  generally  so  helpful  and 
good  that  new  volumes  need  no  comment  in  respect 
of  this.  However,  often,  a volume  turns  out  to  be 
especially  outstanding  as  is  this  from  Boston. 

The  care  of  paralyzed  patients,  metabolic  acidosis 
and  alkalosis,  urinary  calculi,  migraine,  arthritis,  and 
protruded  intervertebral  disks  are  articles  which 
ought  to  be  read  by  every  medical  man. 

Andrew  Babey 


1611 


HOLBROOK  MANOR  NK? 

Five  Acr«i  of  Pinewooded  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  oatients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4175 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
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WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modem  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained  We  have  proved  it  to  over  100 
hospitals  and  thousands  oi  doctors 
Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.it  41>t  SI  New  York  18.  N T 


The  Alkolol  Company,  Taunton  |2,  Mass. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1  35 

3 Consecutive  times  ...  1 20 
6 Consecutive  times  ...  1 .00 
12  Consecutive  times  . . . .90 

24  Consecutive  times  ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


r 


LL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper^ 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */*  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO„  INC 1123  Broadway,  New  York 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  JULY  1,  1949—22,300 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 


Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 

H.  C.  Hagaman . . . Glovers ville 

S.  J.  Gerace Batavia 

M.  Viviano Tanners  ville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

JohnJ.H. Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner ....  Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth.  . . Cobleskill 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFeure Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown: 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill...  Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge.  . . .Rochester 
Harry  Lebman ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . . Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield.  .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


* 
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REAL  ESTATE  AND  BUSINESS  OPPORTUNITIES  CLASSIFIED 


FOR  RENT 


120  East  82nd  St.  New  York  City  for  rent  apartment  suit- 
able doctor  or  dentist,  3 or  5 rooms,  kitchenette,  bathroom, 
washroom.  Call  Ac  2-2949  weekdays. 


FOR  SALE 


20  room  stone  house  with  6 baths  ideal  for  hospital,  con- 
valescent home  or  private  sanitarium.  Seven  miles  from 
sulphur  baths,  elevation  1600  feet.  F.  Peltzner,  Cherry 
Valley  N.Y.  Write  for  information. 


Retreat  at  the  world’s  end.  Unlimited  riding.  2000  alti- 
tude, 700  acre  estate.  Trails,  forest,  streams.  Lake:  swim, 
fish,  boat.  Good  food.  Beautyrest  beds.  No  phone  or 
telegraph.  Folder.  Shadynook,  Lopez,  Pa. 


Internist,  certified  desires  assistantship,  association  or  op- 
portunity practice  within  100  miles  N.  Y.  C.,  Box  310,  N.  Y. 
St.  Jr.  Med. 


AUTHORS  ATTENTION 


Expert  re-writing,  revision,  editing  and  typing  of  your 
manuscript,  short  or  long.  Excellent  medical  references. 
Try  me.  Write  Box  299,  N.  Y.  St.  Jr.  Med. 


Teaching  Resident  wanted  for  213  bed  Massachusetts 
Hospital.  Accepted  appointment.  Maintenance,  salary,  and 
six  room  cottage.  Also  available  one  rotating  internship. 
Grade  A graduates  only.  Box  312,  N.  Y.  St.  Jr.  Med. 


OFFICE  SPACE 


If  interested  in  opening  adjoining  offices  with  other  doctors 
in  ideal  location  in  Hempstead,  L.  I„  with  common  reception 
room,  receptionist,  nurse  and  telephone  service,  communicate 
with  Samuel  Glazer,  1289  East  19th  Street,  Brooklyn,  N.  Y., 
or  telephone  between  10:00  and  12:00  A.M.  ESplanade 
7-5045. 


MISSING— SEVEN  CLAUSES 


Our  21  ytsri  of  ipccUhxcd  cjtitc  and  insurance  planning  for  profcasional  men 
shows  that  suing  the  "hidden  Talucs’’  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benches  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  yon  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
withont  obligation. 

JUSTIN  TRAUB.  225  Broadway,  N.  Y.  7.  BA  7-39*4 


FOR  SALE 


Boro  Park,  Brooklyn.  Deceased  doctors  home  and  office. 
29  years  practice.  Modern,  spacious,  choice  location.  R. 
Hirsch  217  Bdway  N.  Y.  C.  Cortland  7-4557 


FOR  SALE  OR  RENT 


Rochester,  N.  Y.  Fully  equipped  general  practice  office. 
Northeast  section  of  city.  Ten  years  established  practice. 
Two  room  flat  adjoining.  Excellent  opportunity.  Will  con- 
sider any  type  of  arrangement  or  offer.  Entering  specialty. 
Write  Box  309,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 

McIntosh  Polysine  Generator  110  V 60  Cyc.  Mahogany 
finished  metal  stand  and  accessories.  All  galvanic  and  sinu- 
soidal currents.  16  modalities.  Cost  $495.00.  Used  very 
little.  In  perfect  condition.  Will  sell  cheap. 

Dr.  W.  A.  Leonard,  Cambridge,  N.  Y. 


PRACTICES  FOR  SALE 


ENT  offices  (two)  in  Midtown  Manhattan  and  Queens  for 
sale  at  price  of  equipment.  Early  contact  advisable.  Box 
311,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


“200  M.A.  Westinghouse  Quadrex;  200  KV  General  Electric 
KX3;  Dark  Room  Equipment;  Lead  Lined  Panels  Rea- 
sonable. Down  Payment,  Terms.  Dr.  A.  H.  Marvisch 
1106  Main  St.,  Peekskill,  N.  Y.” 


FOR  RENT 


General  Practice  at  Endicott,  N.  Y.  Well  established. 
Modern  equipment,  instruments,  furniture,  records  for  sale. 
Four-room  modern  office  located  on  Main  Street,  residen- 
tial section  for  rent.  Near  4 hospitals.  Private  entrance, 
parking.  Write  Estate  of  Gerhard  Hecht,  M.D.,  309  W. 
Main  St.,  Endicott,  N.  Y. 


ZEMMER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • 'PITTSBURGH  13,  PA. 
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ESSENTIALLY  THE  SAME  AS  HUMAN  MILK 
IN  ALL  VITAL  NUTRIENTS 


In  S-M-A  the  amino  acid  content— the  growth-promoting  factors,  methionine  and 
tryptophane  included— is  as  high  as  the  peak  values  for  these  amino 
acids  in  human  milk  . . . 

vitamin  content  (including  vitamin  C)equalsor  exceeds  minimum 
daily  requirements . . . 

minerals  compare  favorably  with  those  of  human  milk  . . . 
fat— the  iodine  number  (index  of  unsaturated  fatty  acids)  for 
S-M-A  fat  is  standardized  at  the  top  of  the  range  found  in  human  milk. 

The  percentage  of  linoleic  acid  (14.4)  and  linolenic  acid  (0.4)  in  the 
total  S-M-A  fat  compares  well  with  the  same  values  for  human  milk. 


S-M-A 


builds  husky  babies 


WYETH  INCORPORATED,  PHILA.  3,  PA. 


1U1U 


clinical  potency 

without  penalty 

Amnestrogen 

SQUIBB  CONJUGATED  ESTROGENS  (WATER-SOLUBLE)* 


Natural,  physiologic  therapy 
Virtually  free  of  side-reactions 
An  agreeable  exhilarating  effect 

Weight  for  weight,  as  potent  clinically 
as  free  estrogens  injected 


Doubly  assayed  for  uniformity 
bv  bioassay  and  chemical  test 


Smooth  hormonic  levels 
Controlled  therapy  with  convenient 
oral  dosage 


For  flexible  physiologic  therapy 


0.3  mg.  tablets 
0.625  mg.  tablets 
1.25  mg.  tablets 
2.5  mg.  tablets 


Bottles  of  100 
| Bottles  of  100  and  1,000 
Bottles  of  25  and  100 


*natural  estrogenic  substances  (equine  origin); 
potency  expressed  as  sodium  estrone  sulfate 

"AMNESTROGEN”  IS  A TRADEMARK  OF  E.  R.  SQUIBB  A SONS 


MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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P 

SCIENTIFIC 

PRENATAL 

SUPPORTS 


Designs  developed  over  many 
years,  in  full  consultation  with 
obstetricians,  insure  ample 
support  for  the  abdominal 
musculature,  pelvic  girdle  and 
lumbar  spine  without  con- 
strictionatany  point.  AllCamp 
Supports  are  accurately  fitted 
about  the  pelvis.  Thus  theuter- 
us  is  maintained  in  better  po- 
sition, the  abdominal  muscles 
and  fasciae  are  conserved  and 
there  is  support  for  the  re- 
laxed pelvic  joints.  The  patient 
is  assisted  in  maintaining  bet- 
ter balance  in  the  course  of 
the  postural  changes  of  preg- 
nancy. Physicians  may  rely  on 
the  Camp-trained  fitter  for 
precise  execution  of  all 
instructions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book  for 
Physicians  and  Surgeons”,  it 
will  be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants  in  your  community.  Camp  Scientific  Supports 
are  never  sold  by  door-to-door  canvassers.  Prices  are  based  on  intrinsic  value.  Regular  technical 
and  ethical  training  of  Camp  fitters  insures  precise  and  conscientious  attention  to  your  recommendations. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 
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It.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N. 


According  to  a Nationwide  survey: 


than  any  other  cigarette 


Doctors  smoke  for  pleasure,  too!  And  when  three  leading  independent  research  organiza- 
tions asked  113,597  doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel 
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Symposium:  Precancerous  and  Cancerous  Dermatoses  of  the  Skin 

Precancerous  Lesions  of  the  Skin,  George  C.  Andrews , M.D.,  and  Charles  F.  Post,  M.D. . . 1655 
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These  * picture-words’  represent  a primitive  classification  of 
urines  used  by  early  Babylonian  and  Egyptian  physicians. 


centuries  to  perfect 

seconds  to  perform 


When  Sumerian  and  Babylonian  physicians,  circa  4000  B.C.,  noted  the 
varying  colors  and  constitutions  of  the  “water  of  the  phallus,”  they  were 
probably  not  the  first  uroscopists  in  history.  They  were  assuredly  not  the 
last,  for  fifty-odd  centuries  were  to  elapse  before  Fehling’s  first  paper  on  the 
copper  reduction  test  for  urine-sugar  appeared  in  1848; 

But  centuries  to  perfect  diagnostic  procedures  are  condensed  into  seconds 
to  perform  the  reliable  Clinitest®  method  for  urine-sugar  levels.  From  start 
to  finish,  the  test  takes  less  than  a minute.  This  tablet  method  is  simplicity 
itself  . . . readily  learned  by  every  diabetic  patient.  External  heating  is 
uniquely  eliminated  by  the  Clinitest  procedure.  Routine  test  interpretation 
is  made  easy. 


Clinitest 

for  urine-sugar  analysis 

INC  • ELKHART,  INDIANA 
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SPASM 


Effective  Antispasmodic  in  Peptic  Ulcer, 
Pylorospasm,  Dysmenorrhea,  and  Spastic 
Colitis. 


Spasm  Control  plus  Sedation. 


Originality  * Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK  14,  N.Y.'CHICAGO  6,ILL.*SAN  FRANCISCO  8, CAL. 
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poison  ivy  is 
probably  the 
most  prolific 
summertime  source 
of  pruritus 


AS  AN  AID  TO  AVOIDANCE 

of  dermatitis  venenata,  the  famous 
Calmitol  “Ivy  Leaf”*  reproduces  an  exact 
cut-out  of  the  rhus  leaf  and  gives  some 
simple  criteria  for  plant  identification. 


CALMITOL 


*The  CALMITOL  “Ivy  Leaf”  may  be  obtained , 
as  a professional  service,  in  quantities  suitable 
for  practitioners,  school  and  company  physicians 
by  writing  to  Thos.  Leeming  & Co.,  Inc. 

155  F.ast  44th  Street,  New  York  17,  N.  Y. 


AS  AN  AID  TO  TREATMENT 

Calmitol  affords  swift,  sustained 
and  safe  control  of  itch  caused  bv 
dermatitis  venenata  or  of  any  other 
origin.  Completely  free  from 
dangerous  drugs  such  as  phenol, 
cocaine  and  cocaine  derivatives, 
Calmitol  effectively  and  safelv 
blocks  the  pruritic  impulse  at 
its  point  of  origin  through  the  anti- 
pruritic action  of  camphorated  chloral, 
hyoscyamine  oleate  and  menthol. 


155  EAST  44»h  STREET,  NEW  YORK  17,  N.  Y. 
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ESTIVIN 
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Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc. — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 


Literature  and  sample 
on  request 


Schieffelin  8 

Pharmaceutical  and  Research  Laboratories 
iO  Cooper  Square  • New  York  3,  N.  Y. 
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if  she  is 


one 


of  your 


patients..  . The  farm  housewife  whose  work  is  truly  never  done 
may  find  that  the  distressing  symptoms  of  the  climacteric 
make  the  smallest  chore  an  arduous  project.  She  depends 
on  your  help  to  resume  normal  efficiency  in  the  perform- 
ance of  her  daily  tasks  as  well  as  to  maintain  a positive  outlook 
during  this  trying  period. 


" Premarin " offers  a solution.  Many  thousand  physicians  prescribe 
this  naturally-occurring,  oral  estrogen  because... 


7.  Prompt  symptomatic  improvement  usually  follows  therapy. 


2.  Untoward  side-effects  are  seldom  noted. 


3.  The  sense  of  well-being  so  frequently  imparted  tends  to  quickly  restore 
the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus"  (the  sense  of  well-being  enjoyed  by  the  patient)  is  conducive  to 
a highly  satisfactory  patient-doctor  relationship. 

5.  Four  potencies  permit  flexibility  of  dosage-.  2.5- mg.,  7.25  mg.,  0.625  mg.,  and 
0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sulfate  is  the  principal  estrogen 
in  “Premarin,”  other  equine  estrogens ...  estradiol, 
equilin,  equilenin,  hippulin  . . . are  probably  also  pres- 
ent in  varying  amounts  as  water-soluble  conjugates. 


® 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 


olso  known  as  CONJUGATED  ESTROGENS  (equine) 

Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC. 

Makers  of  the  Soothing:,  Modernised  Form  of  Burow's  Solution 
DOMEBORO  —Tablets  • Powder  - Packets  • Ointment 
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Daxalao  i»  our  trademark  for  a rigjdl*  standardized  whole  crude  tar  caste,  flow  In  nachthalene  content)  uniform  in  color,  free  of  coal 
car  specks  and  aged  for  six  months. 

Dome  Paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauxe  bandage  impregnared  with  a modified  '’Unna’s  Formula”  consisting  of  xioc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  utc. 
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THE  INDICATION 

DICTATES  THE  CHOICE  OF  MEDICATION 


IN  ACUTE  OTITIS  MEDIA 
REMOVAL  OF  IMPACTED  CERUMEN 


IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA,  FURUNCULOSIS 
AND  AURAL  DERMATOMYCOSIS 


AS  AN  ADJUNCT  TO  SYSTEMIC  ANTI- 
INFECTIVE  THERAPY,  AS  PENICILLIN,  ETC. 

CONTAGIOUS  DISEASE  EAR  INVOLVEMENTS 

. . . because  its  potent  decongestant,  de- 
hydrating and  analgesic  action  provides 
quick,  efficient  relief  of  pain  and  inflam- 
mation in  any  intact  drum  Involvement. 

FORMULA* 

Glycerol  (DOHO) 17.9C  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine 0.81  GRAMS 

Benzocaine  0.21  GRAMS 


USE 

0-J0S-M0-SAN 

...  a potent  chemical  combination  (not  a 
mere  mixture),  combining  Sulfathiazole 
and  Urea  in  AURALGAN  Glycerol  (DOHO) 
Base— because  it  exerts  a powerful  solvent 
action  on  protein  matter,  liquefies  and 
dissolves  exuberant  granulation  tissue, 
cleanses  and  deodorizes,  and  tends  to  ex- 
hilarate normal  tissue  healing  in  the  effec- 
tive control  of  chronic  suppurative  otitis 
media. 

FORMULAS 

Urea 2.0  GRAMS 

Sulfathiazole 1.6  GRAMS 

Glycerol  (DOHO)  Base 16.4  GRAMS 


Literature  and  samples  sent  to  physicians  on  request. 

DOHO  CHEMICAL  COR  P.-Makers  of  AURALGAN  and  0-T0$-M0-SAN  NEW  YORK  13 
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Expert  Craftsmen 


The  knee-joint  cross- 
section  shows  that 
Hanger  Artificial 
Limbs  are  not  com- 
plicated mechanisms, 
not  loosely-fitted  pieces,  but  a few  expertly-machined 
parts  carefully  assembled  by  experts.  The  simple 
construction  making  possible  the  efficient  operation 
of  Hanger  Limbs  is  the  result  of  long  study  and  re- 
search. It  is  dependent  on  precision-made  parts 
properly  assembled.  Hanger  craftsmen  are  carefully 
selected  and  trained  for  this  important  work.  Each 
Hanger  Limb  therefore  conforms  to  specifications 
developed  by  years  of  experience. 


HANGER^umbs 

104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


B R I OS  C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


for  RELIEF  of 

constipation 
without 
catharsis 


THE  ARLINGTON 
CHEMICAL  COMPf 


I1E0-CULT0L 

/MzZ&uz£  CcwtecZcve 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored  — restores  normal  intestinal  flora  and  normal 
colonic  function  without  griping,  flatulence,  diarrheic 
movements— gently  lubricates  without  leakage.  Jars 
containing  6 oz. 


YONKERS  1,  NEW  YORK 
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Because  "SU. 


is  a dangerous  word 


1U  CaSeS  OI  hypj^rteusiou  . . . it  has  become  almost 
instinctive  with  physicians  ta -prescribe  Nitranitol.  An  ideal  vaso- 
dilator, Nitranitol  produces  gradual  reduction  of  blood  pressure 

in  essential  hypertension.  Nitranitol  maintains  lowered  levels  of 

Y,.._ ; \ 

pressure  for  prolonged  periods.  Virtually  non-toxic,  Nitranitol  is 

safe  to  use  over  long  periods  of  time. 

\ 

\ 


For  gradual , prolonged,  safe^vasodilation 


Merrell 
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CINCINNATI  • U.  S.  A 


When  sedation  is  desired.  Nitranitol  with  Phe- 
nobarbital.  gr.  Phenobarbital  combined  with 
Yz  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of 
capillary  fragility.  Nitranitol  With  Phenobarbital 
and  Rutin.  (Combines  Rutin  20  mg.  with  above 
formula.) 


INDEX  TO  ADVERTISERS 


With  so  many  arthritics  exhibiting 
evidences  of  constipation  and 


hypofunction  of  the  gallbladder, 
liver  and  kidneys  — it  is  today 
generally  conceded  that  "proper 
handling  of  the  gastro-intestinal  tract 
. . . may  in  some  cases  be  the  most 
important  factor  in  successful 
management."*  The  Occy-Crystine 
formula  is  frequently  used  with 
benefit— to  provide  effective, 
non-irritant  cathartic  and  cholagogic 
action;  it  is  also  sulfur-bearing. 

Composition:  Occy-Crystine  is  a 
hypertonic  solution  of  pH  8.4,  made  up 
of  the  following  active  ingredients— 
sodium  thiosulfate  and  magnesium  sulfate, 
to  which  the  sulfates  of  potassium 
and  calcium  are  added  in  small  amounts, 
contributing  to  the  maintenance  of  solubility. 

*Nuzum,  F.  R.:  In  Diseases  of  the  Digestive  System, 
•d.  by  S.  A.  Portis,  Lea  & Febiger,  1944. 

OCCY-CRYSTINE  LABORATORY 

Salisbury,  Connecticut 
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CARBON  DIOXIDE  BATHS 
in  circulatory  diseases 


The  physiological  observations  of  the  in- 
fluence of  carbon  dioxide  baths  show  a 
decrease  in  the  pulse  rate,  an  increase  in 
the  pulse  pressure  dependent  mainly  on 
a drop  of  the  diastolic  pressure,  a better 
emptying  of  the  venous  blood  vessels,  a 
hyperemia  with  increased  capillary  cir- 
culation, a slightly  elevated  minute  vol- 
ume output  of  the  heart,  an  increase  in 
respiration  and  the  elimination  of  large 
quantities  of  the  carbon  dioxide  through 
the  lungs. 

In  evaluating  the  results  of  this  treatment 
for  patients  with  circulatory  disorders 
there  is  no  ideal  test  of  cardiac  function 
and  in  these  patients  the  ability  to  walk 
or  exercise  without  the  production  of 
symptoms  is  used  in  judging  their  clinical 


gain.  In  addition,  in  the  patients  with 
coronary  disease  suffering  from  anginal 
attacks,  it  is  striking  to  note  the  decrease 
in  the  frequency  and  severity  of  these 
attacks.  In  some  patients  they  will  dis- 
appear completely. 

Objective  changes  as  seen  in  physical  ex- 
amination and  in  the  studies  of  pulse  rate, 
blood  pressure,  roentgen  ray  findings, 
electrocardiographic  tracings,  and  vital 
capacity  are  noted  in  many  patients. 

The  clinical  improvement  of  many  pa- 
tients undergoing  treatment,  their  con- 
tinued well  being  after  their  return  home 
and  their  desire  periodically  to  return  for 
further  treatment  all  indicate  that  the 
carbon  dioxide  bath  has  its  place  in  the 
treatment  of  disorders  of  the  circulation. 


* As  printed  in  International  Clinics,  Vol.  1,  page,  199,  March  1937 


"Physician,  Give  Heed  to  Thine  Own  Health " 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice  refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa, 166  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 
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WHEN  THE  DIET 


Comparison  of  the  accompanying  two 
columns  of  nutritional  values  clearly  shows 
why  Ovaltine  in  milk  has  been  so  widely 


of  the  same  nutrients  provided  by  a 100 
calorie  portion  of  Ovaltine  in  milk. 

A B 

N.R.C.  Diet  Ovaltine  in  Milk* 


accepted  as  a highly  effective  multiple 
dietary  food  supplement. 

Column  A lists  the  National  Research 
Council’s  Recommended  Daily  Dietary 
Allowances  for  each  100  calorie  portion  in 
the  diet  of  a 154-pound  man  of  sedentary 


CALORIES 

...  100 

...  100 

CALCIUM 

. . . 40  mg 

IRON 

. . . 0.5  mg 

...  1.8  mg. 

PHOSPHORUS 

..  . 139  mg. 

VITAMIN  A 

...  208  I.U 

...  444  I.U. 

THIAMINE 

. . . 0.1  7 mg. 

RIBOFLAVIN 

. . . 0.30  mg. 

NIACIN 

0.5  mg..  . . 

ASCORBIC  ACID  . 

...  3.1  mg. . . . 

VITAMIN  D 

...  62  I.U. 

PROTEIN 

. ..  2.9  Gm.... 

occupation.  Column  B lists  the  amounts 


‘Based  on  average  reported  values  for  milk.  Three  servings 
of  Ovaltine,  each  made  of  Vi  oz.  of  Ovaltine  and  8 fl.  oz.  of 
whole  milk,  the  daily  dosage  recommended  for  diet  sup- 
plementation, provide  676  calories. 


The  easy  digestibility  and  appealing  flavor 
of  Ovaltine  in  milk  enhance  its  value  as 
a dietary  supplement.  Chocolate  Flavored 
Ovaltine  is  especially  liked  by  children. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


t 


In  management  of  the  menopause  and 
other  estrogen  deficient  states  MENAGEN  cap- 
sules provide  the  benefits  of  natural  hor- 
mone therapy  supplemented  by  additional 
unique  advantages.  Containing  a highly 
refined  concentrate  of  estrogenic  factors,  the 
attractive  flame-colored,  soft  gelatin  capsules  of  MENAGEN  are  free  from 
unpleasant  taste  and  do  not  impart  an  objectionable  odor  to  the 

patient’s  breath  or  perspiration. 
Doses  of  one  to  two  capsules  daily  as  required  afford 
an  evenly  maintained  and  easily  regulated  therapeutic  level. 
Well  tolerated  and  clinically  effective,  MENAGEN  produces 
a sense  of  well-being  because  of  its  natural  origin. 


MENAGEN'? 

oral  estrogens,  SPttdte - xtkvwiii 

vveii/n  nut/Muahied ' . . . 
eud/tj  leffiiuited 
f/t€ui/ten(u‘  /evefa 


Each  MENAGEN  capsule  contains  the  equivalent  of  10,000  International 
Units  of  ketohydroxyestratriene.  Bottles  of  100  and  1000  capsules. 
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curd  tension  of 
breast  milk-0  grams 
truly  a fluid  food 


SIMIKAC 

so  similar  to  human  breast  milk 
that  j 

there  is  no 

closer 

equivalent* 

* Similac  protein  has  been  so  modified 

* Similac  fat  has  been  so  altered 

* Similac  minerals  have  been  so  adjusted 

that 

* There  is  no  closer  approximation  to 
mother’s  milk. 


curd  tension  of 
a powdered  milk 
especially  prepared 
for  infant  feeding  — 
12  grams 


SIMILAC  DIVISION  • M l R DIETETIC  LABORATORIES,  INC. 


COLUMBUS  16,  OHIO 
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to  get  rid  of 

undesirable 

tenants 


in  vaginitis 
cervicitis 

indeed  is 

chomonal  or  other 
ve  organism 
which  can  survive 
the  vagin 
environment 
created  by... 


westniazo 
vaginal 


single  dose 
disposable 
applicators 


Safe,  dainty,  easy-to-use  westhiazole^  vaginal  rapidly 


produces 


}a  vaginal  acidity  untenable  to  most  pathogenic 
organisms. 


fspeedy  control  of  discharge,  itching,  foul  odor,  and  other 
distress. 


westhiaxole  vaginal  jelly 

contains  10%  SULFATHIAZOLE. 
4%  UREA,  3%  LACTIC  ACID, 
1%  ACETIC  ACID  in 
a polyethylene 
base. 


) more  rapid  recovery  by  elimination  of  secondary  as  well 
as  primary  infection;  recovery  in  vaginitis  averages  2 to  7 
weeks;  in  cervicitis  3 weeks. 


samples?  literature?  please  write  to 

WESTWOOD  PHARMACEUTICALS,  Dept.  NY 
468  Dewitt  St.,  Buffalo  13,  N.Y. 
division  of  Foster  M itburn  Co 
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INDEX  TO  ADVERTISED  PRODUCTS 


Amchlor  (Brewer  & Company,  Inc.) 1731 

Amnestrogen  (E.  R.  Squibb  & Sons) 1615 

Auralgan  (Doho  Chemical  Co.) 1627 

Belladenal  (Sandoz  Chemical  Works) 1620 

Calmitol  (Thomas  Leeming  & Co.  Inc.) 1623 

Choline  (Flint,  Eaton  & Co.) 1641 

Clinitest  (Ames  Company,  Inc.) 1619 

Daxalan-Dome  Paste  (Dome  Chemicals,  Inc.).  . 1626 

Desitin  Ointment  (Desitin  Chemical  Co.) 1644 

Diodrast  (Winthrop-Stearns  Inc.) 1621 

Donnatal  (A.  H.  Robins  Co.) Between  1630-1631 

Doxychol  K (George  A.  Breon  & Co.) 1643 

Estivin  (Schieffelin  & Co.)  1624 

Inositol  (Commercial  Solvents  Corp.) 1639 

Koromex  (Holland-Rantos  Co.  Inc.) 1733 

Lozilles  (White  Laboratories,  Inc.) 1653 

Menagen  (Parke,  Davis  & Co.) 1633 

Meonine  (Wyeth  Incorporated) 1640 

Mercuhydrin  (Lakeside  Laboratories,  Inc.) 1654 

Neo-Cultol  (The  Arlington  Chemical  Co.) 1628 

Nethaphyl  (Wm.  S.  Merrell  & Co.) 2nd  cover 

Nitranitol  (Wm.  S.  Merrell  & Co.) 1629 

Nucarpon  (Standard  Pharmaceutical  Co.  Inc.).  1741 

Occy-Crystine  (Occy-Crystine  Lab.) 1630 

Perandrin  (Ciba  Pharmaceutical  Prod.  Inc.). 3rd  cover 

Precalcin  (Walker  Vitamin  Products,  Inc.) 1637 

Premarin  (Ayerst,  McKenna  & Harrison) 1625 

Ramses  (Julius  Schmid,  Inc.) 1638 

Ray-Formosil  (Raymer  Pharmacal  Company)  . . 1737 

Surfacaine  (Eli  Lilly  and  Company) 1646 


Thum  (Num  Specialty  Company) 1622 

Westhiazole  Vaginal  (Westwood  Pharmaceuti- 
cals)   1635 


Dietary  Foods 


Babies  Foods  (Beechnut  Packing  Co.) 1645 

Candy  (National  Confectioners’  Assoc.) 1742 

Dextri-Maltose  (Mead  Johnson  & Co.) 4th  cover 

Mackeson’s  Milk  Stout  (Whitbread  & Co.) 1735 

Ovaltine  (Wander  Company) 1632 

Similac  (M  & R Dietetic  Labs.) 1634 


Medical  and  Surgical  Supplies 


Artificial  Limbs  (J.  E.  Hanger  Inc.) 1628 

Hydrogalvanic  Units  (Teca  Corp.) 1641 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1641 

Supports  (S.  H.  Camp  and  Company) 1616 

Supports  (Wm.  S.  Rice  Inc.) 1636 


Miscellaneous 


Brioschi  (G.  Ceribelli  & Co.) 1628 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1617 

Spring  Water  (Saratoga  Springs  Authority) 1631 

Whiskey  (Carstairs  Bros.  Distilling  Co.) 1642 


WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  —we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 
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ffltiUGKOUT  PREGNANCY 
AND  lACTATION 


I00  CAPSOUS 

WAUcer-5 


MAINTAIN  THE  PATIENT’S 
VITAMIN-MINERAL  BALANCE 

PRECALCIN  supplies  all  of  the  essential  vitamins 
in  association  with  readily  assimilable  calcium, 
phosphorus,  and  iron  in  an  easy-to-swallow,  colorful 
gelatin  capsule  (dry  powder  “fill'’). 

Although  they  supply  ample  amounts  of  Vitamins  A 
and  D,  PRECALCIN*  Capsules  are  entirely  free  of  fishy 
taste  or  odor.  They  are  acceptable  even  to  the  most 
fastidious  patient. 


* SOURCf 

"***«ss^ 

farti  r...  i ™ Minin,..—  „ . 


ssf*&  -eriS 

Sr  fsssaa.*::;;. 

‘scoisTL-  ‘'ooo% 

* *COmr»*nd'd' 


PRECALCIN  is  offered  for  use  under  the  guidance  of  the 
physician  only.  It  is  never  advertised  to  consumers. 

PRECALCIN  is  supplied  in  bottles  of  100  capsules  and  is  available  to  patients  through 
all  prescription  pharmacies. 


Samples  and  literature  to  physicians  on  request. 


‘Exclusive  trademark  of  Walker  Vitamin  Products,  Inc. 


VITAMIN  PRODUCTS,  INC  MOUNT  VERNON,  N.Y. 
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FULFILLING  EVERY 


gynecological  division 

JULIUS  SCHMID,  INC. 

423  Wes*  55th  St.,  New  York  1 9,  N.  Y. 
quality  first  since  1883 


Active  Ingredients:  Dodecoethyleneglycol 

Monolourote  5%;  Boric  Acid  1%;  Alcohol  5%. 


REQUIREMENT  OF  EFFECTIVENESS 
AND  PATIENT-ACCEPTANCE 


mirtlSO* 

VAGINAL  JELLY' 

Immobilizes  sperm  in  the 
fastest  time  recognized 
under  the  Brown  and  I-WmSSw: 
Gamble  technique 

Occludes  the  cervix  for  as  long  as 
1 0 hours — effective  barrier  action 

Nonirritating  and  nontoxic 

— safe  for  continued  use 

t B Crystal  clear,  nonstaining,  delicately 
fragrant  — esthetically  agreeable 

Will  not  liquefy  at  body  tempera- 
ture— not  excessively  lubricating 


FOR  ECONOMY  TO  YOUR  PATIENTS 
THE  LARGE  FIVE-OUNCE  SIZE 


INOSITOL 


/ 


A MEMBER  OF  THE  VITAMIN  B COMPLEX 
OF  GREAT  THERAPEUTIC  PROMISE 

THE  availability  of  inositol,  a member  of  the  vitamin  B complex, 
follows  many  years  of  intensive  laboratory  and  clinical  investi- 
gation. In  the  experimental  animal  inositol  has  been  shown  to  be 
intimately  concerned  with  fat  and  lipoid  metabolism.  It  exerts  a 
distinct  lipotropic  action  on  the  liver  and  is  capable  of  counteracting 
the  influence  of  metabolic  aberrations  or  of  a disturbed  dietary 
known  to  induce  lipoid  degeneration.  Inositol  also  has  been  shown 
to  reduce  the  severity  of  or  prevent  the  development  of  atheroscle- 
rosis in  animals  fed  a high  cholesterol  diet. 

While  the  clinical  applicability  of  inositol  is  not  clearly  defined 
at  this  writing,  most  of  the  investigators  who  have  worked  with  this 
substance  are  unanimous  in  the  thought  that  it  holds  great  promise 
in  the  treatment  of  degenerative  arterial  processes,  many  hepatic 
disorders,  and  certain  metabolic  diseases.  It  has  been  used  in  the 
treatment  of  cirrhosis  of  the  liver,  xanthomatous  cutaneous  lesions, 
atheromatous  disease,  psoriasis,  and  hypercholesteremia. 

Inositol-C.S.C.  is  available  in  0.5  Gm.  capsulettes  (capsule  shaped 
tablets)  in  bottles  of  100.  A complete  review  of  the  literature  on  in- 
ositol and  dosage  recommendations  arising  therefrom  are  available. 


CS.C  SSuiMuimClmC 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  N.  Y. 


Protecting 

the 

liner 

in 

certain 

obstetric 

complications  . . . 

• 


• 

• A recent  paper1  has  reported  the  value  of  Meonine  as  an  adjunct  to  protect 
the  liver  in  “certain  obstetric  complications  which  have  frequently  ended 
fatally.”  In  treating  toxemia  of  pregnancy,  the  authors  found  that  in  addition  to 
a specific  action  in  preventing  tatty  infiltration  to  the  liver,  Meonine  appeared  to 
exert  a tavorable  influence  on  impaired  renal  function.  “Diuresis  was  the  most 
promising  feature  following  this  special  treatment. . . There  was  also  a coinci- 
dent favorable  response  in  the  diminution  of  edema.” 


• ••••••• 

In  pregnancy,  protect  against  impaired  liver  function  by  pre- 
scribing MEONINE,  dl-Methionine  Wyeth 


1 Philpott,  N.  W.,  Hen- 
delman,  M.,  and  Prim- 
rose, T.:  Methionine  in 
Obstetrics,  Am.  Jr.  Obst. 
& Gynec.  57:125-142 
Jan.  1949. 


MEONINE 


for 

Liver 

Damage 


<w 


WYETH  INCORPORATED,  Philadelphia  3,  Pa. 
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WHEN  YOU  PRESCRIBE  . . . 


Wedses 
Metarsal  Bars 
Neopolitan  Soles 

or  any  corrective  alteration  in  shoes 

Specify  PEDIFORIVIE  FOOTWEAR 

for  an  accurate  alteration 
in  accordance  with  your  prescription. 

MANHATTAN  — 34  WEST  36  STREET 
BROOKLYN  — 288  LIVINGSTON  STREET 
FLATBUSH  — 843  FLATBUSH  AVENUE 
HEMPSTEAD  NEW  ROCHELLE 

HACKENSACK  EAST  ORANGE 

Prescriptions  acknowledged  for  your  records. 


|{f  n SPECIALIZING  IN 
I E l H EQUIPMENT  FOR 

PHYSICAL  THERAPY 
and  REHABILITATION 


LOW-VOLT  GENERATORS 
HYDROGALVANIC  UNITS 
SHORTWAVE  DIATHERMY 


Ultraviolet  and  Infrared  Lamps 
Dierker  Colonic  Apparatus, 

Shock  Therapy  Units,  Whirlpools, 

Dr.  Newman’s  Thermo-Flo,  and  other 
Physical  Therapy  Apparatus. 

Let  us  help  you  select  the  equipment 
best  suited  for  your  needs. 

Trade-ins  — New  and  Used 
Equipment  — Repairs  — Service. 


WRITE  OR  PHONE  TO 

TECA  CORPORATION 

220  West  42nd  St.,  New  York  18,  N.Y. 


A Palatable 
Choline . . . 


SYRUP  CHOLINE  (FLINT) 

Representing  Choline  Dihydrogen  Citrate  25%W/V 

Your  specification  “Syrup  Choline 
(Flint)”  is  your  assurance  of  a stable, 
palatable  product  that  encourages  full 
patient  acceptance  and  cooperation. 

Choline  therapy  is  assuming  an  in- 
creasingly important  role  in  the  man- 
agement of  hepatic  conditions  related 
to  dietary  deficiencies,  alcoholism, 
sulfonamide  administration,  and  fatty 
livers  associated  with  toxemias  and 
infections. 

Each  teaspoonful  of  Syrup  Cho- 
line (Flint)  presents  1 gram 
Choline  Dihydrogen  Citrate. 
Supplied  in  pint  and  gallon 
bottles. 


A 

COUNCIL-ACCEPTED 
CHOLINE  PRODUCT 

For  your  copy  of  “The  Present  Status  of 
Choline  Therapy  in  Liver  Dysfunction”  write: 


phone  - Wisconsin  ;-s 644 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 
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EVER  X-RAY  A WHISKEY? 


OF  course,  whiskies  can’t  be  X-rayed,  but 
they  can  be  analyzed.  Analysis  reveals 
why  today  so  many  physicians  recommend 
light  blended  whiskies  to  their  patients  when 
whiskey  is  indicated. 

For  neutral  spirit  blends  contain  few 
congeners,  such  as  fusel  oil,  tannins,  alde- 
hydes, esters,  furfurals,  acids,  etc.  That 
means  neutral  spirit  blends  are  not  only 
light  but  mild,  too.  What’s  more,  they  are 
usually  low  in  alcoholic  content. 


One  of  America’s  leading  whiskies  of 
this  type  is  Carstairs  White  Seal.  Extremely 
low  in  congeneric  content,  it  is  blended 
with  care  by  master  distillers  unmatched  for 
skill  and  experience.  And,  though  high 
quality,  it  is  surprisingly  low  in  price. 

Whenever  whiskey  is  indicated,  may  we 
suggest  that  you  recom- 
mend that  superb  blend  — 

Carstairs  White  Seal  whis- 
key— to  your  patients? 


The  j Man  who  Cares  says: 

CARSTAIRS  White  Seal 


BLENDED  WHISKEY 


CARSTAIRS 

While  Seal 


"■  I NDED  WHIS«»T 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
dilference  between  whiskies  of  various  types.  For  your  free  copy,  address:  ^ 

(Carstairs  Bros.  Distilling  Co.,  Inc.,  105  Lexington  Ave.,  N.  Y.  C.  | 

I 

Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.,  86.8  Proof,  72%  Grain  Neutral  Spirits 
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Fat,  and  — 

Fair  Treatment 


Each  tablet  is  composed  of: 
Ketocholanic  acids  0.2  Cm. 
(provide  approximately 
90%  dehydrocholic  acid) 
Desoxycholic  acid  0.065  Gm. 


George  A 


Gallbladder  emptying  is  stimulated  by  fat, 
especially  uncooked  fat  such  as  butter  and 
cream. 

Utilization  of  the  fat  is  aided  by  giving 
Doxychol-K*;  its  desoxycholic  acid  content 
is  noted  for  efficient  transport  of  fatty  com- 
pounds across  the  intestinal  mucosa. 

3 Doxychol-K  also  markedly  in- 
creases the  flow  of  hepatic  bile 
to  further  improve  drainage  of  the 
biliary  tract. 

•Trademark  of  George  A.  Kreon  & Co. 


Breon  a Company 


KANSAS  CITY.  MISSOURI 


It  has  been  said  that  the  gallbladder  is  seldom 
anatomically  normal  in  middle  age;  and  also  that 
the  woman  over  40  is  apt  to  attribute  any  com- 
plaint to  either  the  menopause  or  her  gallbladder. 
There  is  perhaps  some  justification  for  the  latter 
lay-diagnosis,  since  bile  tract  abnormality  is 
2 Vi  to  3 times  as  common  in  women  as  in  men. 


Treatment  based  on  physiological  principles, 
it  has  been  shown,  will  improve  three  out  of  four 
cases.  The  well-known,  simple  regime  is 
based  on  these  essentials: 
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DESITIN 

OINTMENT 

Contain s Crude  Cod  Liver  Oil,  Zinc 
Oxide,  Talcum,  Petrolatum  and  Lanolin 

Used  effectively  in  GENERAL  PRACTICE  for 
the  treatment  of  Wounds,  Burns,  Indolent  Ulcers, 

Decubitus,  Intertrigo,  Skin  Lesions,  Hemorrhoids, 

Anal  Fissures,  etc. 

In  PEDIATRICS  for  the  treatment  of  Diaper 
Rash,  Exanthema,  Chafed  3nd  Irritated  Skin 
caused  by  Urine,  Excrements  or  Friction,  Prickly 
Heat  and  in  the  nursery  for  General  Infant  Care. 

Fatty  acids  and  vitamins  arc  in  proper  ratio, 
thereby  producing  optimum  results.  Non  irri- 
tant, acts  as  an  antiphlogistic,  allays  pain,  stim- 
ulates granulation,  favors  epithelization.  Under 
Desitin  dressing,  necrotic  tissue  is  quickly  cast 
off.  Dressing  does  not  adhere  to  the  wound. 

In  tubes  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

Desitin  Medicinal  Dusting  Powder  is  super 

fatted  with  crude  cod  liver  oil  in  a non  irri-  Professional 

tating  powder  base.  Indications:  In  infant  care  Samples 

in  the  treatment  of  IRRITATED  SKIN,  SUPER-  on  Request 

FICIAL  WOUNDS,  DECUBITUS,  INTER- 
TRF.GO,  PRURITUS  and  URTICARIA.  In  2 
oz.  Shaker-Top  Cans. 
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DESITIN 

CHEMICAL  COMPANY 
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When  meal  time 

is  a HAPPY  TIME 


— then  is  when  babies  derive  the  most  benefit 
from  their  food.  Meals  with  taste  appeal  are 
eaten  eagerly  and  digested  more  readily  and 
Beech-Nut  makes  baby  foods  with  taste  appeal. 


Babies  love  them— thrive  on  them 


Beech-Nui 


A complete  line  . . . 

to  meet  the  normal  dietary 
needs  of  babies. 


Beech-Nut  high  standards  of  pro- 
duction and  ALL  ADVERTISING 
have  been  accepted  by  the  coun- 
cil on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


PACKED  IN  GLASS 


Readily  available  as: 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Basic  need  is  met  when  'Surfacaine'  (Cydomethy- 
caine,  Lilly)  is  applied  to  damaged,  irritated,  or 
diseased  skin  and  to  rectal  or  genito-urinary  mem- 
branes. Sustaining  comfort  is  provided  promptly 
and  thoroughly,  yet  safely,  with  this  new  type  of 
surface  anesthetic. 

Relief  from  pain  usually  lasts  up  to  eight  hours 
with  'Surfacaine.’  However,  it  may  be  reapplied 
freely  at  shorter  intervals,  if  necessary,  and  over 
extensive  areas.  Unlike  topical  analgesics  whose 
value  is  sharply  limited  by  high  toxicity,  'Surfa- 
caine' may  be  used  liberally. 

It  is  soothing  to  the  tender  skin  of  infants  with  dia- 
per rash,  to  burns  that  are  superficial  or  deep,  to 
painful  hemorrhoids,  and  to  itching  skin  conditions. 

Ointment  'Surfacaine,'  1 percent,  in  1 -ounce 
tubes  with  removable,  perforated  rectal  tips 
and  in  1 -pound  and  5-pound  jars 

Cream  'Surfacaine,'  0.5  percent,  in  1 -ounce 
tubes  and  in  1-pound  and  5-pound  jars 

Lotion  'Surfacaine,'  0.5  percent,  in  4-ounce 
and  1-pint  bottles 

Suppositories  'Surfacaine,'  10  mg.,  in 
packages  of  12  and  100 

Suppositories  'Surfacaine,'  10  mg.,  and 
Sulfadiazine,  325  mg.,  in  packages  of  12 

Suppositories  'Surfacaine,'  10  mg.,  and  Zinc 
Oxide,  250  mg.,  in  packages  of  12 
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Editorials 


Medicine  in  the  News 


The  recently  terminated  meeting  of  the 
House  of  Delegates  of  the  A.M.A.  as  re- 
ported in  the  press  for  popular  information 
left  much  to  be  desired.  Apparently,  ac- 
cording to  the  press,  the  Association  is  still 
“reactionary,”  lacks  even  now  a program 
for  improved  medical  care,  is  unrepresenta- 
tive of  its  physician  membership,  is  dilatory 
and  domineering.  One  ponders  these  press 
reports  with  some  concern.  If  the  A.M.A. 
is  really  like  that,  from  what  source  has  the 
admittedly  excellent  medical  service  in  this 
nation  stemmed?  What  agency  has  raised 
medical  education  to  its  present  high  stand- 
ards? What  agency  has  been  responsible 
for  improved  hospitals,  for  better  training 
of  doctors  as  interns  and  residents?  What 
agency,  then,  has  been  responsible  for  the 
suppression  of  quackery  and  the  elimination 
of  fraudulent  medical  advertising?  Are 
these  things  “reactionary,”  for  example? 
Of  no  value  to  the  public?  Of  no  conse- 
quence to  the  sick? 

We  are  not  informed  in  the  press  reports 
whence  these  real  values  emanated.  They 
are  so  much  accepted  as  a matter  of  course 
that  in  these  busy  days  no  one  bothers  him- 


self to  consider  that,  without  these  real 
values,  built  up  over  the  years  patiently  and 
enduringly,  better  distribution  of  good 
medical  service  on  whatever  basis  would  be 
impossible,  because  it  would  not  exist. 
Even  so  relatively  recent  a development  as 
voluntary  hospital  and  medical  care  in- 
surance would  be  a farce  if  the  hospitals  and 
the  doctors  had  not  been  able,  through  long 
years  of  preparation,  to  implement  such 
insurance  by  the  highest  attainable  skills. 

As  pointed  out  by  the  A.M.A., 

The  voluntary  hospital  and  medical  care  in- 
surance development  in  the  United  States,  the 
trustees  declared,  “has  been  the  most  rapidly 
growing  insurance  project  in  the  history  of  the 
country. 

“The  movement,”  they  pointed  out,  “started 
slowly.  At  the  end  of  the  first  seven  years  of 
voluntary  hospital  insurance  under  the  Blue 
Cross,  only  2,870,000  subscribers  were  en- 
rolled. Now,  after  about  sixteen  years,  there 
are  32,500,000  enrolled  in  the  Blue  Cross  and 
over  20,000,000  enrolled  in  industrial  and  com- 
mercial types  of  plans,  and  all  three  types  are 
continuing  their  rapid  growth. 

“For  the  protection  of  the  public  the  Ameri- 
can Medical  Association  has  aided  in  the  devel- 
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opment  of  standards  for  voluntary  insurance 
plans.  The  Association  is  conducting  a cam- 
paign to  educate  both  the  public  and  the  pro- 
fession on  the  value  of  voluntary  medical  care 
plans. 

“The  Association  has  recognized  the  desir- 
ability of  a national  voluntary  enrollment 
agency  for  the  nonprofit  plans  to  facilitate  in- 
terchange and  enrollment  of  companies  with 
national  payrolls.  It  is  believed  that  at  least 
80,000,000  will  be  enrolled  within  a reasonable 
time  in  voluntary  hospital  and  medical  care 
plans.  When  we  add  this  number  to  the  24,- 
000,000  now  receiving  their  medical  care  in 
whole  or  in  part  from  the  government,  the  in- 
dustrial workers  covered  by  established  health 
plans,  and  the  approximately  5,000,000  indi- 
gent, it  will  be  seen  that  a greater  portion  of  the 
population  will  be  provided  for  than  by  any 
other  means  suggested.” 

Of  the  establishment  of  local  public  health 
units  the  trustees  said : 

“Prevention  of  disease  at  the  source  will  de- 
crease the  need  for  medical  care.  There  are 
bills  now  in  Congress  to  extend  Federal  aid  to 
communities  needing  it  for  this  purpose.  We 
support  legislation  which  will  permit  aid  to  lo- 
cal communities. 

“There  is  a shortage  of  qualified  public  health 
officials  and  the  public  health  schools  are  gradu- 
ating too  few  students.  The  reasons  for  this  are 
largely  monetary  and  political.” 

The  relationship  of  county  and  state 
medical  societies  to  the  A.M.A.,  as  inter- 
preted in  at  least  one  editorial,  is  confusing.1 
As  a matter  of  fact,  much  of  the  pioneei’ing 
study  and  experience  with  respect  to  the 
improvement  of  good  medical  service  dis- 
tribution, as  any  doctor  should  know,  has 
been  initiated  and  carried  out  on  the  local 
level.  A little  thought  on  the  subject 
shows  why.  Conditions  are  so  different, 
real  needs  so  various  in  this  country,  that 
only  by  local  experiment,  by  trial-and-error 
procedure  can  workable  methods  be  arrived 
at  by  representatives  of  the  medical  pro- 
fession, agencies  of  government,  and  the 
various  sections  of  the  public  such  as  in- 
dustry, farming,  labor,  and  the  like.  Pro- 
cedure which  is  acceptable  in  one  area  fails 
sometimes  to  produce  the  same  result  in 
another.  Thus  difficulties  increase  as  one 
goes  from  county  to  state  level  and  from 
there  to  national  considerations. 

1 New  York  Times,  June  11,  1949. 


It  should  not  be  forgotten  also  that  re- 
sponsible leadership  in  farm  organizations, 
in  labor  groups,  and  in  many  industries  is  a 
matter  of  relatively  recent  development  and 
even  now  is  less  than  ideal. 

Government,  too,  cannot  be  counted  on 
to  exhibit  that  nonpolitical  responsibility 
and  impartiality  at  all  times  which  is  con- 
ducive to  orderly  development  of  plans 
for  the  better  distribution  of  good  medical 
service.  This  is  somewhat  less  disastrous 
at  the  local  level  where  the  citizens  can  see 
what  is  happening. 

With  these  considerations  in  mind,  the 
reasons  for  the  most  successful  experimenta- 
tion at  the  lower  levels  becomes  clear. 
Such  recommendations  as  the  county  socie- 
ties make  are  carried  by  their  delegates  to 
the  state  societies  and  from  there  if  thought 
practical  to  the  national  Association.  Ob- 
viously, what  may  be  entirely  workable  at 
any  given  county  level  may  not  work  at  all 
or  not  too  well  in  another  environment. 
However,  most  of  the  progress  originates  on 
the  local  level  within  the  framework  of  the 
principles  established  at  the  higher  policy 
levels. 

Perhaps  it  is  not  possible,  concededly  it  is 
difficult  for  news  stories  of  recent  happenings 
to  convey  a proper  (in  the  sense  of  com- 
prehensive) regard  for  the  sequential  back- 
ground of  evolutionary  development. 

People  and  institutions  are  largely  judged 
by  the  last  things  they  have  or  have  not 
done,  regardless  of  the  context  of  history, 
from  which  their  last  actions  are  divorced 
by  journalistic  limitations  of  time,  space, 
and  perhaps  an  unfamiliarity  on  the  part  of 
writers  with  the  background. 

Certainly,  progress  is  being  made  by 
hardworking  doctor-delegates  and  their 
leaders  consistent  with  the  degree  of  re- 
sponsibility and  liability  involved  where 
human  lives  and  health  are  concerned. 
Such  doctors  infrequently  wear  the  silk 
hat,  morning  coat,  and  striped  pants  of 
formal  diplomacy,  they  make  mistakes  like 
other  humans,  but  they  do  produce  the  best 
possible  medical  service,  they  are  the  A.M.A., 
and,  given  time  and  public  cooperation,  will 
solve  the  vexing  problems  in  keeping  with 
the  medical  needs  of  this  industrial  day. 
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Accident  Prevention 


While  physicians  and  ancillary  services 
labor  unceasingly  to  improve  the  means  for 
prevention  and  treatment  of  disease,  ac- 
cidental death  and  destruction  in  the  home, 
on  the  streets  and  highways,  in  manufac- 
turing plants,  in  the  air,  and  in  the  waters 
continue  to  take  their  appalling  toll  of  human 
life.  Says  the  Illinois  Medical  Journal ,x 

We  are  reminded  daily  of  the  death  toll  and 
disability  resulting  from  accidents.  The  100,- 
000  annual  deaths  gives  it  third  place  on  our 
mortality  tables  and,  were  a cancer  cure  to  be 
found  tomorrow,  accidents  would  move  over- 
night into  second  place.  This  is  an  ironical 
situation  considering  the  advancements  we 
have  made  in  the  prevention  and  treatment  of 
disease  during  the  last  decade. 

The  injured  have  received,  from  a statistical 
standpoint,  too  little  attention  and,  by  neg- 
lecting this  aspect,  the  problem  has  been 
minimized.  By  using  fatalities  as  the  meas- 
uring stick  the  loss  of  time  and  efficiency 
produced  by  temporary  and  permanent  phys- 
ical disability  is  overlooked.  This  is  evident 
when  it  is  considered  that  accidents  caused 
the  death  of  100,000,  but  at  the  same  time 
over  ten  million  individuals  were  injured. 

The  treatment  of  injuries  is  a major  part  of 
every  physician’s  practice.  Many  advance- 
ments have  been  made  to  lower  the  death  rate 
and  minimize  disability  and  deformity.  Pre- 
vention, however,  is  another  matter,  and 
until  recently  physicians  were  prone  to  accept 
this  phase  as  being  out  of  their  realm.  They 
readily  admit  that  if  a man  dies  in  an  auto- 
mobile mishap  he  is  just  as  dead  as  his  neighbor 
who  succumbs  to  pneumonia.  The  youngster 
who  developed  paralysis  after  falling  from  a 
ladder  fares  no  better  than  his  playmate 
with  a similar  handicap  resulting  from  polio. 
In  other  words,  the  outcome  is  often  the  same 
whether  we  sustain  an  accident  or  fall  prey  to 
disease.  The  difference  lies  in  the  etiology, 
but  there  is  no  reason  why  the  field  should  be 
neglected  by  the  medical  profession  because 
bacteria,  degeneration,  or  hormones  are  not 
involved. 

Preventing  disease  is  not  new  to  the  phys- 
ician, and  there  is  reason  to  believe  that  some 
of  the  same  procedures  can  be  followed  in  the 
prevention  of  accidents.  It  means  a thorough 
epidemiologic  study  of  these  mishaps.  Pre- 
ventive measures  have  been  in  progress  for 
several  years  to  curtail  traffic  and  industrial 
> Illinois  M.  J.  95:  257  (May)  1949. 


accidents.  The  effects  are  noticeable  in  spite 
of  statistics  to  the  contrary.  This  pertains 
particularly  to  automobile  accidents,  as  the 
mortality  rate  has  been  rather  constant  for 
several  years  even  though  there  has  been  a 
marked  increase  in  traffic  and  passenger 
miles.  The  worker  also  has  benefited,  and 
studies  now  show  that  the  number  of  fatalities 
among  our  employed  is  almost  twice  as  great 
off  the  job  as  on. 

Off  the  job  accidents  present  a vastly 
more  serious  problem  in  control  than  those 
subject  to  in-plant  regulation.  Consider 
the  lack  of  uniformity  of  motor  traffic  laws, 
the  still  somewhat  farcical  “examinations” 
for  an  individual’s  fitness  for  driving,  the 
increasing  number  of  old  people  who  drive, 
for  example,  and  the  reckless  individual  of 
any  age  who  drives  while  under  the  influence 
of  alcohol. 

But  the  prevention  of  home  accidents  has 
lagged  behind,  and  it  is  here  that  epidemiologic 
studies  are  needed  the  most.  Thirty-five 
per  cent  of  all  deaths  from  tragedies  of  this 
nature  occur  in  or  about  the  house — a figure 
which  would  give  it  ninth  place  among  all 
causes  of  death.  Furthermore,  of  the  10,520,- 
000  who  were  injured  in  1947,  5,200,000  were 
injured  at  home.  It  has  been  estimated  also 
that  140,000  of  the  latter  were  left  with  a 
permanent  defect.  The  majority  of  these 
mishaps  resulted  from  falls,  burns,  suffocation, 
poisonous  gas,  poison,  and  fire  arms. 

The  home  is  in  the  domain  of  the  physician, 
and  it  is  here  that  the  “when,  where,  how,  and 
who”  data  can  be  collected  to  formulate  pre- 
ventive measures.  We  dropped  the  notion 
years  ago  that  disease  and  infection  were  due 
to  an  evil,  some  misfortune,  bad  luck,  or  a 
mistake  of  nature,  and  the  same  viewpoint 
must  be  taken  in  respect  to  accidents.  Less 
pity  and  more  etiology  will  go  a long  way 
in  teaching  safety.  This  aspect  of  life  de- 
serves as  much  attention  as  vaccination, 
quarantine,  cleanliness,  antisepsis,  diet,  and 
sleep.  Who  are  better  qualified  than  the 
family  physician  and  community  hospital 
to  start  a project  of  this  nature? 

Occupational  motor  vehicle  accidents  are 
a serious  factor  also.  How  serious  and 
expensive  anyone  knows  who  carries  auto- 
mobile insurance.  Says  the  Statistical  Bui- 
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letin  of  the  Metropolitan  Life  Insurance 
Company,2 

Motor  vehicle  accidents  rank  among  the 
leading  causes  of  occupational  fatalities,  al- 
though their  importance  in  this  connection  is 
frequently  lost  sight  of  because  of  the  far 
larger  role  they  play  in  nonoccupational  in- 
juries. The  number  of  men  killed  on  the  job 
by  motor  vehicles  is,  however,  very  consider- 
able. It  is  estimated  that  about  2,500  men 
lose  their  lives  in  accidents  of  this  kind  each 
year.  This  number  is  equal  to  about  eight 
per  cent  of  all  motor  vehicle  fatalities  and  to 
nearly  15  per  cent  of  all  deaths  arising  out  of 
or  in  the  course  of  employment. 

In  order  to  throw  light  on  the  circum- 
stances surrounding  occupational  motor 
vehicle  accidents,  the  Metropolitan  Life  In- 
surance Company  has  analyzed  the  death 
claim  records  of  363  men  insured  in  its  In- 
dustrial Department  who  died  of  such  mis- 
haps in  the  three-year  period  1946-1948. 
As  might  be  expected,  a much  larger  propor- 
tion of  the  motor  vehicle  deaths  of  occupa- 
tional origin  than  of  other  motor  vehicle 
deaths  occur  among  drivers  and  other  oc- 
cupants of  vehicles.  The  tabulation  shows 
that  somewhat  more  than  three  fifths  of  those 
killed  were  driving  at  the  time  of  the  acci- 
dent. Occupants  of  the  vehicle  other  than  the 
driver  accounted  for  an  additional  one  fifth 
of  the  total;  an  almost  equal  proportion 
were  nonriders.  It  should  be  noted  that  this 
study  represents  essentially  an  urban  experi- 
ence, inasmuch  as  the  insured  are  heavily 
concentrated  in  the  cities  and  the  larger 
towns. 

Vacation  hazards  to  watch  include  un- 
safe water  and  food  supplies,  ticks,  snakes, 
the  black  widow  spider,  and  mosquitoes, 
says  the  current  issue  of  Hygeia,  health 
magazine  of  the  American  Medical  Associa- 
tion.3 

Look  out  for  poison  sumac,  as  well  as 
poison  ivy  and  oak. 

Cold  foods  that  may  be  saved  and  served 
from  day  to  day  at  wayside  restaurants  can 
be  unsafe.  Intestinal  diseases,  including 
typhoid  fever  and  dysentery,  are  carried  by 
infected  food,  water,  or  milk.  Boiling  of 
water,  pasteurization  of  milk,  and  thorough 
cooking  of  meat  are  essential  in  avoiding 
these  diseases.  Trichinosis  should  be 


2 May,  1949,  page  7. 

* June,  1949,  page  390. 


guarded  against  by  cooking  pork  thoroughly. 
When  in  a strange  place  and  doubtful  as  to 
the  safety  of  food  or  drink  always  boil  or 
sterilize  it. 

Besides  taking  much  of  the  fun  out  of 
vacation,  ticks  can  transmit  Rocky  Moun- 
tain spotted  fever — even  in  New  England, 
according  to  Dr.  Silvers.3  Hardshelled 
species  that  can  carry  it  are  common 
throughout  the  country,  and  the  disease  has 
been  reported  from  coast  to  coast.  The 
ticks  attach  themselves  to  human  beings 
tramping  through  woods  or  fields.  Don’t 
remove  a tick  with  bare  hands — use  a 
needle  or  cotton  saturated  with  alcohol, 
lighter  fluid,  or  kerosene.  Advance  pro- 
tection by  spotted  fever  vaccine  is  available. 

People  who  vacation  in  country  where 
the  copperhead,  rattler,  or  water  moccasin 
lurk  may  need  a special  type  of  first  aid  kit 
containing  antivenin.  A bite  from  a black 
widow  spider,  while  not  often  fatal,  can  be 
extremely  disabling.  This  shiny  “shoe 
button”  spider  may  be  recognized  by  red 
markings,  usually  including  an  hourglass 
on  the  under  side.  Mosquitoes  still  carry 
malaria  in  a few  spots  in  the  southern 
United  States. 

Those  persons  who  are  extremely  sus- 
ceptible to  poison  ivy,  oak,  or  sumac  can  be 
desensitized  by  injections  prior  to  vacation, 
Dr.  Silvers  says.  Immediate  thorough 
washing  with  soap  and  water  and  rinsing 
with  a solution  of  ordinary  baking  soda  will 
reduce  and  often  prevent  reaction  to  these 
plants. 

A little  “brushing  up”  on  first  aid,  es- 
pecially on  artificial  respiration,  may  enable 
vacationists  to  save  their  own  or  friends’ 
lives,  he  points  out.  But,  in  an  emer- 
genc3r,  don’t  try  to  “play  doctor.”  Use 
reliable  first  aid  technics  and  call  a doctor 
of  medicine  as  quickly  as  possible. 

A good  idea,  too,  is  to  consult  a doctor 
well  in  advance  of  a vacation  to  be  taken  in 
out-of-the-way  places.  He  can  give  in- 
struction in  use  of  first  aid  equipment  and 
advise  whether  immunization  against  dis- 
ease hazards  such  as  typhoid  and  tetanus 
is  needed.3 

The  physician  has  indeed  an  important 
role  to  play  in  accident  prevention  of  all 
kinds.  He  is  in  the  most  intimate  contact 
with  those  who  are  going  to  vacation  camps 
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and  on  trips,  sometimes  to  unfamiliar  places. 
If  the  frightful  accident  toll  can  be  cut  down 
by  education  of  the  public,  something 
will  have  been  gained  not  only  in  the  pres- 


ervation of  useful  lives  but  also  in  a lessen- 
ing of  avoidable  demands  upon  over- 
crowded hospital  and  other  medical  facili- 
ties. 


Current  Editorial  Comment 


So  We  Gave  Him  Penicillin.  For  many 
years  we  have  been  saddened  by  seeing 
medicine  outreach  itself.  About  fifty  years 
ago,  all  congenital  dislocations  of  the  hip 
were  to  be  cured  by  Dr.  Lorenz’s  bloodless 
method.  The  millionaire’s  daughter  that 
he  was  brought  here  to  cure,  with  tremen- 
dous fanfare  of  newspaper  publicity,  is  still 
as  badly  off  as  she  ever  was.  Next  we  had 
606.  One  injection,  and  syphilis  had  lost 
its  terrors.  That  wasn’t  quite  true,  either. 
Then  two  men  from  Australia  arrived  to 
. tell  us  how  to  cure  cases  of  spastic  cerebral 
paralysis  by  operations  on  the  sympathetic 
nervous  system.  Hunter  is  dead.  Where 
Royle  is  we  don’t  know. 

The  sulfa  drugs  invaded  us.  A wonder- 
ful advance,  to  be  sure,  but  what  about 
their  crystallization  in  the  kidneys,  suppres- 
sion of  urine,  and  other  complications? 

Then  came  penicillin.  The  antibiotic, 
the  underground  warrior  against  bacteria. 
Suppose  you  can’t  make  an  immediate 
diagnosis,  shoot  the  patient  full  of  penicil- 
lin, and  nine  times  out  of  ten  you’ll  cure 
him.  Perhaps.  But  what  happens  in  the 
one  case  that  you  don’t?  We  quote  from  a 
summary  of  a recent  article.1 

Symptoms  were  markedly  altered  by 
chemotherapy  (for  this  we  think  should  be 
read  the  combination  of  sulfa  drugs  and 
penicillin)  in  the  following  conditions:  (1) 

diverticulitis  with  cancer,  (2)  fibrosarcoma, 

(3)  perinephritic  abscess,  (4)  lung  abscess, 

(4)  acute  cholecystitis,  (6)  subphrenic  and 
subhepatic  abscess,  (7)  mastoiditis,  (8)  empy- 
ema, and  (9)  osteomyelitis. 

The  patient  enters  the  hospital,  evi- 
dently sick  and  with  an  alarming  fever. 
Well,  of  course,  on  a cursory  examination, 


you  can’t  make  an  exact  diagnosis.  The 
Attending  Surgeon  can’t  be  reached,  so 
what  can  the  House  Officer  or  Resident 
do?  Why,  give  him  penicillin,  of  course. 
Not  an  overwhelming  dose,  naturally,  be- 
cause he  doesn’t  dare  to,  until  the  diagnosis 
has  been  made,  but  just  enough  to  keep  the 
temperature  down  and  the  bugs  quiet,  until 
the  allwise  Attending  or  the  still  more  un- 
fortunate Consultant  comes  along.  How 
can  either  of  them  possibly  make  a diagno- 
sis? The  temperature  is  down,  the  bacilli 
are  hibernating.  All  signs  of  danger  are 
masked. 

Finally  someone  says,  “How  long  is  this 
patient  going  to  stay  here?  No  tempera- 
ture. No  physical  signs.  Discharge  him.” 

Then,  the  penicillin  having  been  stopped, 
he  comes  back;  sick  all  over  again.  And 
with  the  diagnosis,  which  has  never  been 
made,  still  more  difficult  because  the 
symptoms  have  been  masked,  and  the  viru- 
lence of  the  bacteria  lessened.  But  they 
are  still  virulent.  And  they  eventually 
break  out.  And  when  they  do,  penicillin 
is  much  less  effective  than  it  might  have 
been,  because  it  has  already  been  used  as 
birdshot  instead  of  buckshot. 

Is  it  too  much  to  ask  of  our  ultra  scien- 
tific hospitals  that  they  make  at  least  an 
attempt  at  diagnosis  before  they  mask 
every  presenting  symptom  by  flooding  the 
patient  with  an  antibiotic?  Is  it  too  much 
to  ask  that  the  medical  profession  should 
not  again  be  swept  under  by  one  of  the 
tidal  waves  we  have  already  outlined? 

Doctors  made  diagnoses  before  they  had 
the  x-ray,  the  Wassermann  reaction,  the 
electrocardiogram.  They  used  their  five 
senses  and  they  used  to  think.  Remem- 
ber? 

» J.A.M.A.  138:  645  (Oct.  30)  1948. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 

From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


BCG  Vaccination  Program  in  New  York  State 


The  development  of  a particular  strain  of 
bovine  tubercle  bacilli  which  had  lost  viru- 
lence was  announced  in  1908  by  Calmette  and 
Guerin.  Twelve  years  later,  they  reported 
that  the  culture  of  this  strain  was  harmless 
to  man.  Vaccine  produced  from  this  strain 
was  used  and  became  referred  to  as  BCG. 
Subsequent  studies  in  vaccinated  groups 
have  reaffirmed  the  safety  of  the  vaccine 
and  produced  evidence  of  significantly 
lowered  morbidity  and  mortality  rates  for 
varying  periods  of  time. 

The  possibilities  of  incorporating  this 
method  of  vaccination  into  the  tuberculosis 
control  program  of  the  New  York  State 
Department  of  Health  were  explored  care- 
fully by  the  Advisory  Committee  on  BCG 
Vaccination  to  the  Medical  Society  of  the 
State  of  New  York  and  the  New  York  State 
Department  of  Health.  It  was  decided  to 
recommend  the  use  of  this  vaccine  in  limited 
groups  of  the  population.  A special  labora- 
tory was  equipped  within  the  Division  of 
Laboratories  and  Research  of  the  New  York 
State  Department  of  Health,  and  production 
of  vaccine  was  begun. 

The  use  of  BCG  vaccine  is  recommended 
in  groups  that  have  not  received  a tubercu- 
lous infection  (as  shown  by  no  reaction  to 
tuberculin  test)  but  are  at  increased  risk  of 
such  infection.  These  groups  include  those 
(1)  with  occupational  exposure,  such  as 
nurses,  medical  students,  and  hospital  per- 
sonnel, (2)  with  high  tuberculosis  morbidity 
and  mortality  rates,  and  (3)  with  a known 
or  potential  exposure  to  tuberculosis,  as  in 
the  household  of  tuberculous  persons  re- 
turning from  a hospital  stay.  BCG  vaccine 
is  not  to  be  administered  indiscriminately, 
because  it  can  be  of  benefit  only  to  those 
persons  who  have  not  been  infected  by  the 
tubercle  bacillus.  BCG  vaccine  has  no 
value  in  the  treatment  of  tuberculous 
disease. 

For  the  present,  BCG  vaccine  is  dis- 
tributed on  request  to  (1)  local  full-time 
health  departments,  (2)  medical  colleges  and 
teaching  hospitals,  (3)  superintendents  of 
public  tuberculosis  hospitals  and  directors 
of  tuberculosis  clinics,  and  (4)  additional 


hospitals  and  institutions  with  specially 
trained  physicians  who  have  been  designated 
by  the  State  Commissioner  of  Health  to 
administer  BCG  vaccine. 

The  State  Department  of  Health  is  pre- 
pared to  give  consultation  and  advisory 
service  to  local  agencies,  but  the  details  of 
the  program  are  carried  out  by  local  per- 
sonnel and  facilities.  Assistance  may  be 
obtained  in  planning  a program  locally  and 
arrangements  may  be  made  for  instruction 
and  demonstration  in  vaccination  proce- 
dures. 

Local  agencies  participating  in  BCG  vac- 
cination activities  include  local  full-time 
health  departments,  medical  schools,  nurses 
training  schools,  general  hospitals,  hospitals 
for  the  tuberculous,  and  tuberculosis  clinics. 

Data  concerning  vaccinated  persons  are 
assembled  in  the  State  Department  of 
Health.  With  the  accumulation  of  informa- 
tion concerning  observations  following  vac- 
cination it  will  be  possible  to  add  to  the 
knowledge  available  of  the  effectiveness  of 
the  vaccine  and  to  learn  more  of  the  duration 
of  its  protective  benefits. 

As  of  December  31,  1948,  BCG  vaccina- 
tion programs  have  been  started  in  seven 
medical  schools  in  the  State.  Twenty-one 
schools  of  nursing  have  begun  offering  BCG 
vaccination  to  their  student  nurse  groups, 
and  eight  others  have  begun  vaccination  in 
those  students  affiliating  with  hospitals  for 
the  care  of  tuberculous  patients.  Other 
groups  included  are  contacts,  hospital  per- 
sonnel, and  other  miscellaneous  groups.  As 
part  of  a study  to  determine  the  practicabil- 
ity of  use  of  vaccine  in  State  mental  hospitals 
and  State  schools,  several  groups  of  patients 
and  employes  have  been  vaccinated. 

There  were  3,553  persons  in  various  cate- 
gories for  whom  records  of  BCG  vaccination 
were  available  on  December  31,  1948. 

The  use  of  this  vaccine  does  not  take  the 
place  of  or  alter  any  of  the  long  recognized 
methods  of  controlling  tuberculosis,  such  as 
case-finding,  medical  care,  and  segregation. 
However,  BCG  vaccination  may  play  an 
increasingly  important  part  in  the  total 
tuberculosis  program. 
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SAFE, 
EFFECTIVE 
ANTIBIOTIC  THERAPY 
IN  MOUTH  AND  THROAT 


Bacillus  Brevis.  From  a culture  of  this  soil  organ- 
ism tyrothricin  is  extracted,  purified  and  dried. 


LOZILLES 

TYROTHRICIN-PROPESIN  LOZENGES 


Potent  Antibiotic  Action: 

The  organisms  most  commonly  responsible  for  acute  oropharyn- 
geal infections  are  extremely  susceptible  to  the  high  salivary 
concentration  of  tyrothricin  supplied  by  Lozilles. 

Non-toxic: 

Tyrothricin  is  remarkable  for  its  lack  of  local  toxicity  and  no  sys- 
temic side-effects  result  from  its  ingestion. 

Non-sensitizing: 

The  local  use  of  tyrothricin,  in  contrast  to  topical  penicillin,  is 
remarkably  free  from  sensitivity  reactions. 

Prompt/  Long-lasting  Analgesia: 

Propesin,  a non-toxic,  non-irritating  local  analgesic  agent  brings 
effective  and  prolonged  relief  to  irritated  or  inflamed  mucosal 
surfaces. 

Palatable: 

Pleasant-tasting,  Lozilles’  mild  citrus  flavor  assures  patient  co- 
operation at  all  ages. 

Each  Lozille  contains  2 mg.  of  tyrothricin  and  2 mg.  of  propesin. 
Supplied  in  vials  of  15  Lozilles. 

WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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natural  preference 


A revealing  test1  recently  was  conducted  on  a group  of  cardiac 
patients  in  congestive  failure,  treated  with  intramuscular  injec- 
tions of  different  mercurial  diuretics,  the  identities  of  which 
were  unknown  at  the  time  to  both  patients  and  observers.  The 
results  showed  that  the  majority  clearly  evinced  a decided— 
and  natural— preference  for  a diuretic  agent  that  caused  the 
least  pain  and  discomfort— 


MERCUHYDRIN  is  also  preferred  by  the  treating  physician 
because  of  its  dependability.  It  is  well  tolerated  systemically,3-4 
excellent  water  and  salt  diuresis  is  obtained, 1>4-6  and  the  diuretic 
response  by  intramuscular  injection  is  the  same  as  by  intra- 
venous injection.1-4  With  a systematic  schedule  of  early  and 
frequent  administration  producing  controlled  diuresis, 
mercuhydrin  aids  greatly  in  prolonging  the  life,  decreasing 
the  invalidism  and  adding  to  the  comfort  of  the  cardiac  patient. 
Symptoms  of  failure,  such  as  peripheral  edema,  paroxysmal 
dyspnea  or  acute  pulmonary  edema,  are  prevented  or  mini- 
mized, and  the  distressing  consequences  of  intermittent 
massive  diuresis  are  obviated. 


OSAGE:  MERCUHYDRIN  1 cc.  or  2 cc.  intramuscularly  or  intravenously.  Injected 
daily  or  as  indicated  until  a weight  plateau  is  attained.  Subsequently,  the  interval 
between  injections  is  prolonged  to  determine  the  maximum  period  permitted  to  intervene 
between  maintenance  injections. 

PACKAGING:  MERCUHYDRIN  (meralluride  sodium  solution)  is  available  in 
1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (1)  Modell.  W.;  Gold,  H.,  and  Clarke,  D.  A.:  J.  Pharmacol.  & 
Exper.  Therap.  84:284,  1045.  (2)  Gold,  H.,  and  others:  Am.  J.  Med.  3:665.  1047. 

(3)  New  and  Nonofflcial  Remedies,  Philadelphia,  J.  B.  Lippincott  Co.,  1947.  p.  298. 

(4)  Finkelstein,  M.  B.,  and  Smyth,  C.  J. : J.  Mich.  State  M.  Soc.  45:1618,  1946, 

(5)  Reaser,  P.  B.,  and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  63:543,  1946. 

(6)  Griggs,  D.  E.,  and  Johns,  V.  J. : Influence  of  mercurial  diuretics  on  sodium  excretion, 
to  be  published. 
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Similarly,  Gold  et  al'~  prefer  mercuhydrin  in  their  routine 
treatment  of  the  failing  heart  because  “it  is  less  irritant  to  the 
muscle  and  is  less  apt  to  produce  pain”. 


Scientific  Articles 


Symposium 

PRECANCEROUS  AND  CANCEROUS  DERMATOSES 

OF  THE  SKIN 


Precancerous  Lesions  of  the  Skin 

George  C.  Andrews,  M.D.,  and  Charles  F.  Post,  M.D.,  New  York  City 
( From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University) 


WITHIN  recent  years  several  excellent 
treatises  have  appeared  concerning  pre- 
cancerous lesions  and  diseases  of  the  skin.1-3  A 
simple  reiteration  of  this  material  would  prove 
superfluous,  particularly  when  such  a presenta- 
tion is  being  made  for  members  of  the  professioh 
who  are  constantly  dealing  with  these  problems. 
An  attempt  will  be  made,  therefore,  to  emphasize 
recent  contributions  and  newer  forms  of  treat- 
ment. 

While  the  term  precancerosis  and  the  concept 
of  the  precancerous  dermatoses  have  been  at- 
tacked from  many  quarters,  it  would  seem  advisable 
to  preserve  a high  degree  of  suspicion  of  possible 
malignancy  in  certain  cutaneous  diseases.  It 
is  within  our  province  to  practice  prevention  and 
prophylaxis  against  malignancy  in  the  known 
precancerous  conditions.  In  no  other  field  of 
medicine  can  this  be  so  readily  accomplished,  for 
the  entire  integument  is  subject  to  careful  inspec- 
tion by  the  physician  and  patient.  Cancer  edu- 
cation will  serve  to  reduce  the  incidence  of  cu- 
taneous carcinomata  caused  by  occupation  or  by 
chronic  ulcers,  cysts,  and  infected  sinuses,  where 
surgical  measures  and  the  administration  of  the 
sulfonamides  and  the  antibiotics  may  bring 
about  early  removal  of  these  potential  sources 
of  chronic  irritation.  With  the  increasing 
amount  of  cancer  education  the  public  is  receiv- 
ing, the  responsibility  of  dermatologists  is  greatly 
increased. 

Actinic  Dermatitis 

Nowhere  is  this  so  well  illustrated  as  in  the 
prevention  of  cancer  of  the  skin  caused  by  expo- 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on 
Dermatology  and  Syphilology,  May  5,  1949. 


sure  to  excessive  amounts  of  sunlight  over  a pro- 
longed period.  Piers,  in  presenting  data  on 
sunlight  and  skin  cancer  in  Kenya  Colony,  Africa, 
has  divided  the  cutaneous  changes  associated 
with  chronic  actinic  exposure  into  three  types, 
(1)  permanent  suntan,  composed  mainly  of  dark- 
haired and  brunette-skinned  individuals  in 
which  group  skin  cancer  seldom  occurs,  (2) 
farmer’s  skin  with  diffuse  cutaneous  changes  in 
which  the  skin  is  yellow  or  sallow,  thick  and  tough 
or  atrophic,  with  coarsening  of  the  skin  and 
deepening  of  the  lines  and  folds  of  the  face  and 
back  of  the  neck,  and  (3)  chronic  solar  dermatitis, 
in  which  there  are  epidermal  lesions  (desquama- 
tion, keratoses,  permanent  freckling,  atrophy, 
and  telangiectasia)  superimposed  on  the  changes 
seen  in  farmer’s  skin.4  Piers  goes  on  to  report 
the  frequency  on  exposed  parts  of  the  body, 
chiefly  the  face  and  neck.  He  concludes  that 
. sunlight  is  the  paramount  factor  in  the 
causation  of  cutaneous  carcinoma  in  Kenya.” 
Surely,  except  for  unnatural  hazards  such  as 
x-ray  exposure,  some  occupational  exposure,  and 
arsenical  medication,  the  same  conclusions  apply 
throughout  the  United  States. 

If,  for  any  reason,  we  are  called  upon  to  treat 
blond,  fair-skinned  individuals,  who  have  a 
tendency  to  premature  aging  of  the  skin,  or  those 
persons  whose  occupation  submits  them  to  the 
hazard  of  continued  actinic  exposure,  we  instruct 
these  persons  in  the  care  of  their  skin.  These 
measures  consist  of  (1)  maintenance  of  good  gen- 
eral health  with  sufficient  food  and  rest,  (2) 
careful  hygiene  of  the  skin  and  in  some  cases  the 
application  of  skin  lubricants,  (3)  protection 
against  sunlight  as  much  as  possible  by  means 
of  caps  and  hats,  long  sleeves  and  gloves,  and 
occasionally  sun-screen  pastes  or  lotion,  (4) 
warning  against  excessive  sun  bathing  for  any 
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reason,  and  (5)  prompt  examination  of  any  sus- 
picious skin  lesions.  Surely,  no  attempt  is  being 
made  to  belittle  or  underestimate  the  value 
of  sunlight  in  moderate  and  reasonable  amounts, 
and,  indeed,  there  are  many  individuals  to  whom 
no  harm  will  come  from  actinic  exposure  because 
of  influences  of  heredity,  skin  color,  sex,  and  con- 
stitutional disposition. 

The  responsibility  of  dermatologists  and  other 
medical  men  employing  ultraviolet  light  and 
roentgen  rays  in  treatment  is  still  greater.  Re- 
cently, Coblentz  cited  the  work  of  Rusch, 
Kline,  and  Baumann  in  which  white  mice  were 
exposed  to  prolonged  and  excessive  doses  of 
ultraviolet  irradiation.6  The  amounts  of  radia- 
tion used  could  not  be  tolerated  by  human  skin. 
Yet,  after  exposures  for  one  hundred  thirty-five 
days,  50  per  cent  of  the  mice  developed  skin 
tumors.  By  doubling  the  number  of  days  of  ex- 
posure, the  incidence  was  increased  to  70  per 
cent.  These  results  were  obtained  only  in  the 
so-called  “mid-ultraviolet  range”  (wavelengths 
of  2,967,  3,024,  and  3,132  angstroms),  and  when 
cold  quartz  mercury  arc  radiation  was  used,  with 
the  greatest  amount  of  energy  produced  at 
2,537  angstroms,  no  tumors  were  produced. 
These  experiments  cannot,  however,  be  made 
to  apply  directly  to  human  subjects.  Blum 
points  out  another  discrepancy  in  that  epithelio- 
mas in  human  beings  caused  by  actinic  rays  are 
almost  entirely  limited  to  the  epidermis,  whereas 
most  of  the  tumors  produced  in  mice  are  in  the 
dermis.6  Coblentz  goes  on  to  state  that,  for 
home  use,  the  employment  of  the  cold  quartz 
type  of  ultraviolet  light  is  impractical  because 
these  shorter  rays  are  most  potent  in  producing 
photophthalmia.  Then  he  issues  a warning 
that  in  spite  of  the  lack  of  any  reports  showing 
that  “home  lamps”  have  been  the  cause  of 
cutaneous  neoplasms  their  indiscriminate  use, 
along  with  excessive  sunbathing,  offers  a poten- 
tial hazard.  The  same  facts  must  be  borne  in 
mind  by  the  physician  who  is  using  ultraviolet 
light  therapeutically. 

Seborrheic  and  Senile  Keratoses 

A word  should  be  devoted  to  the  management 
of  seborrheic  and  senile  keratoses.  Both  types 
occur,  once  again,  among  those  persons  who  have 
had  prolonged  actinic  exposure,  but  these  kera- 
toses are  also  seen  in  patients  in  which  actinic 
exposure  does  not  seem  to  be  an  important  fac- 
tor. This  is  particularly  true  of  seborrheic  kera- 
toses which  occur  in  almost  as  great  numbers  on 
the  body  as  well  as  on  the  backs  of  the  hands, 
and  face  and  neck,  which  are  the  most  frequent 
sites  for  senile  keratoses. 

Seborrheic  keratoses  are  raised,  light  or  dark- 
brown  or  black  lesions  with  a greasy  surface. 


While  the  number  of  such  lesions  is  high,  the 
incidence  of  malignant  transformation,  which  is 
usually  basal  cell  in  character,  is  extremely  low. 
Statistics  on  this  point  are  difficult  to  obtain. 
Suspicion  should  be  directed,  however,  particu- 
larly to  those  seborrheic  keratoses  which  show 
infection  or  are  subject  to  chronic  irritation. 
Recently,  Sachs  et  al.  have  distinguished  between 
a seborrheic  keratosis  and  a seborrheic  verruca.7 
They  show  evidence  that  the  former  evolves  into 
the  latter  and,  while  doing  so,  undergoes  clinical 
and  histologic  changes,  viz.,  the  lesion  becomes 
larger,  darker  in  color,  more  indurated,  and  may 
exhibit  dilated,  plugged  follicular  orifices.  His- 
tologically, the  lesion  becomes  thicker  and  more 
acanthotic  with  a coarse  epithelial  network  in 
which  islands  of  connective  tissue  and  horn  cysts 
are  seen.  The  inflammatory  reaction  in  the 
cutis  is  greater.  They  further  express  the  belief, 
and  logically  so,  that  malignant  transformation 
is  more  common  in  the  seborrheic  verruca  than 
in  the  seborrheic  keratosis.  They  state  that  the 
basal  cell  epithelioma  and  the  mixed  cell  epithe- 
lioma are  the  commonest  conditions  developing 
from  such  seborrheic  verruca,  with  prickle  cell 
apd  anaplastic  epithelioma  being  less  common. 

The  senile  keratoses,  more  frequently  seen  on 
the  exposed  parts  of  the  body,  are  discrete,  flat, 
or  slightly  elevated,  verrucous  or  keratotic, 
usually  scaly,  grayish-brown  or  black  growths. 
A little  erythematous  halo  may  surround  the 
lesion.  Malignant  transformation,  usually  into 
squamous-cell  epithelioma,  is  not  uncommon  and 
may  be  as  high  as  25  per  cent,  according  to 
Montgomery  and  Dorffel.8  Basal-cell  epithe- 
lioma arises  less  often  from  this  type  of  lesion. 
Sachs  et  al.  recognize  clinical  and  histologic 
differences  between  the  flat  and  “papillose”  or 
greatly  hyperkeratotic  senile  keratosis  and  use 
the  old  term  senile  verruca  with  its  meaning  re- 
stricted to  those  keratoses  that  develop  from 
papillose  senile  keratoses  showing  greater  poten- 
tialities of  becoming  malignant.7  They  state 
that,  histologically,  in  a senile  verruca,  when  the 
acanthosis  is  so  great  that  the  rete  pegs  are 
obliterated  so  that  the  epidermis  presents  a 
smooth  margin,  the  proper  designation  is  senile 
acanthoma.  They  believe  that,  in  both  the 
senile  verruca  and  acanthoma,  anaplastic  and 
prickle-cell  epitheliomata  not  infrequently  arise. 
In  our  opinion,  these  observations  are  correct 
and  concisely  presented. 

Arsenical  Keratoses 

Although  it  is  generally  conceded  that  BAL 
(British  anti-lewisite)  is  most  effective  in  acute 
dermatoses  caused  by  the  arsenicals,  in  several 
cases  that  have  come  to  our  attention  BAL  seems 
to  have  shown  a slight  but  nevertheless  salutory 
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effect  on  the  chronic  eruptions  caused  by  arsenic. 
The  keratoses  and  multiple  epitheliomata  caused 
by  arsenic  render  BAL,  which  is  a safe  drug, 
worthy  of  trial  in  most  of  the  chronic  arsenical 
dermatoses  in  order  to  reduce  the  body  content 
of  the  offending  element. 

Radiodermatitis 

Shafer  and  her  associates  have  recently  re- 
viewed the  records  of  160  patients  with  late 
roentgen  injuries  observed  during  fifteen  years 
up  to  1947. 9 They  found  that  39  cases  (24.3 
per  cent)  occurred  after  roentgen  ray  therapy 
for  nondermatologic  conditions,  chiefly  carcinoma 
of  internal  origin.  Another  20  patients  (12.5 
per  cent)  exhibited  radiodermatitis  from  fluoros- 
copy or  occupational  radiodermatitis  (phy- 
sicians, dentists,  physicists,  x-ray  technicians,  and 
veterinarians),  and  finally,  16  patients  (10.0 
per  cent)  showed  radiodermatitis  that  followed 
treatment  for  hypertrichosis.  Their  figures  in- 
dicate that  chronic  radiodermatitis  from  the 
treatment  of  dermatologic  conditions  is  rare, 
having  an  incidence  of  approximately  1 in 
14,000  cases,  according  to  records  from  the 
Presbyterian  Hospital  during  the  past  fifteen 
years, > and  1 in  600  from  private  dermatologic 
practice  where  many  patients  with  this  condition 
are  referred  for  consultation  and  treatment. 

Careful  analysis  of  Shafer’s  charts  shows  that 
of  the  85  patients  with  chronic  radiodermatitis 
who  were  treated  for  dermatologic  disorders, 
59  (69.4  per  cent)  were  treated  for  conditions 
in  which  there  is  no  excuse  for  chronic  radioder- 
matitis, chiefly  because  newer  methods  of  treat- 
ment have  rendered  x-ray  treatment  obsolete 
(Table  1). 


TABLE  1. — Conditions  Treated  with  X-ray  from  Which 
59  Patients  Developed  Radiodermatitis 


Diagnosis 

Number  of  Cases 

Acne  or  rosacea 

25 

Sycosis  vulgaris 

8 

Hand  eruptions 

7 

Allergic  eczema 

5 

Dermatophytosis 

3 

Psoriasis 

3 

Lupus  vulgaris 

2 

Pruritus  vulvae 

2 

Lupus  erythematosus 

1 

Furuncle 

1 

Onychomycosis 

1 

Leukoplakia 

1 

59 

The  remaining  26  cases  reviewed  by  Shafer 
were  treated  for  hemangiomata  (nine),  plantar 
warts  (five),  keloids  (four),  “undiagnosed  derma- 
toses” and  “chronic  dermatitis”  (five),  tinea 
capitis  (two),  and  nevus  (one). 

While  Shafer  and  her  associates  presented  their 
material  with  particular  reference  to  exit  dose  as 
being  instrumental  as  a cause  of  radiodermatitis, 


these  statistics  deserve  further  comment  in 
view  of  recent  developments  in  treatment. 

Where  formerly  x-ray  therapy  was  considered 
an  essential  part  of  the  treatment  of  acne  vul- 
garis, since  the  work  of  Rosenthal  and  Kurzrok, 
Lawrence  and  Werthessen,  Hamilton,  Barber, 
and  others,  it  now  appears  that  the  administra- 
tion of  female  sex  hormone  to  male  and  female 
patients  with  acne,  in  addition  to  the  other 
measures  usually  employed,  and  the  administra- 
tion of  sulfadiazine  or  sulfapyridine  and  penicillin 
in  pustular  cases  will  render  the  use  of  x-ray 
seldom  necessary. 10-13  At  an  earlier  date,  with 
the  introduction  of  chemotherapeutic  and  anti- 
biotic drugs  for  local  and  systemic  use,  the  use  of 
x-ray  for  sycosis  vulgaris  and  furuncles  became 
outmoded. 

Extensive  clinical  trial  of  undecylenic  acid  in 
the  treatment  of  psoriasis  as  suggested  by 
Perlman  is  being  carried  out.14  Preliminary 
results  are  encouraging.  Although  cancer  rarely 
supervenes  in  patches  of  psoriasis,  this  disease 
has  long  been  subject  to  hazardous  treatment 
by  means  of  x-ray,  arsenic,  and  long-continued 
application  of  tar  and  ultraviolet  light  exposures. 
Any  safe  means  of  therapy  will  reduce  the  hazards 
of  treatment. 

The  administration  of  calciferol  in  lupus  vul- 
garis is  clearing  up  many  severe  cases  of  this 
disease  which  is  one  of  the  recognized  precan- 
cerous  dermatoses. 

In  lupus  erythematosus,  another  precancerous 
dermatosis,  the  cautious  use  of  gold  sodium 
thiosulfate  and  bismuth  subsalicylate  injections 
is  constantly  showing  its  worth.  More  recently, 
the  introduction  of  large  doses  of  synthetic 
alpha-tocopherol  is  proving  useful.  This  latter 
medication  is  usually  prescribed  by  us  as  Ephynal 
Acetate  in  300-  to  400-mg.  doses  daily.*  This 
drug  has  given  fewer  side-reactions  than  the 
naturally  prepared,  mixed  tocopherols.  Treat- 
ment along  these  lines,  rather  than  with  x-ray, 
radium,  and  caustic  potash,  should  lower  the 
incidence  of  epithelioma  in  lupus  erythematosus. 
However,  Ryan  has  pointed  out  that  over  a 
hundred  cases  of  epithelioma  in  lupus  erythe- 
matosus have  been  reported  in  which  none  of 
the  above-mentioned  physical  agents  had  been 
used  in  treatment.15 

In  allergic  eczema,  the  administration  of  anti- 
histamine drugs  orally  and  locally  bring  a great 
measure  of  relief  while  causative  factors  are  being 
tracked  down,  at  the  same  time  reducing  the 
need  for  radiotherapy  in  eczema.  The  intro- 
duction of  ammoniacal  silver  nitrate  for  the 
treatment  of  onychomycosis  shows  considerable 
promise  and  may  obviate  the  need  for  x-ray 
treatment  in  these  cases.16 

* Hoft'mann-La  Roche,  Inc.,  Nutley,  New  Jersey. 


1658 


SYMPOSIUM 


[N.  Y.  State  J.  M. 


In  the  treatment  of  some  hemangiomata,  plan- 
tar warts,  keloids,  and  tinea  capitis,  x-ray  and 
radium  still  have  a definite  place.  Even  in 
tinea  capitis,  however,  local  treatment  with  new 
fungicidal  preparations  is  yielding  a high  per- 
centage of  cures,  and  plantar  warts  are  more  and 
more  being  treated  by  desiccation,  acids,  and 
other  effective  measures.  Radiodermatitis  fol- 
lowing the  treatment  of  plantar  warts,  keloids, 
and  hemangiomata  is  fortunately  rare  and  does 
not  occur  with  dosage  and  technic  now  in  stand- 
ard use  by  recognized  dermatologists  who  have 
been  thoroughly  trained  not  to  treat  those 
lesions  that  have  been  previously  irradiated  by 
others  without  ascertaining  the  doses  previously 
administered. 

Shafer  has  not  included  cases  of  radioderma- 
titis following  the  treatment  of  epitheliomata  by 
x-rays  or  radium.9  Cutaneous  reactions  are 
generally  less  violent  than  they  used  to  be.  This 
is  one  of  the  advantages  of  fractionization  and 
the  divided-dose  technic  now  used.  We  have 
never  seen  roentgen  epithelioma  arising  in  the 
atrophic  scars  caused  by  such  reactions,  although 
theoretically  such  manifestations  are  within 
the  realm  of  possibility.  Our  clinical  experience 
has  been  so  extensive  that,  if  they  ever  occur,  they 
must  be  so  scarce  as  to  be  of  no  practical  impor- 
tance. 

During  the  next  decade  we  may  expect  that, 
on  the  whole,  the  need  for  x-ray  treatment  will 
be  much  less  than  it  has  been  in  the  past,  and 
radiodermatitis  will  become  scarcer  and  scarcer. 
Our  diplomates  of  the  American  Board  of  Derma- 
tology will  not  cause  radiodermatitis.  However, 
we  must  remember  from  the  statistics  of  Shafer 
et  al.  that  almost  half  of  the  cases  of  chronic 
radiodermatitis  are  caused  by  nondermatolo- 
gists. 

Recently,  the  senior  author  of  this  paper  re- 
viewed the  experimental  work  of  Cowdry, 
Rhoads,  and  Martin  and  Koop,  all  of  which 
seemed  to  bear  out  the  fact  that,  “. . . .cells  in 
which  cancer  develop  are  sick  cells.  They  are 
sick  from  nutritional  deficiencies  and  disturbed 
metabolic  activities  for  a considerable  time  before 
malignant  transformation  develops.”17-20  For 
example,  Cowdry  studied  epidermal  carcino- 
genesis in  mice  by  applying  methylcholanthrene 
to  the  skin.  He  noted  that  before  cancer 
develops  the  epidermis  becomes  hyperplastic 
and  “a  new  precancerous  epidermal  equilibrium” 
is  attained.  By  chemical  and  biochemical  analy- 
sis, a decrease  in  total  lipid,  calcium,  iron,  and 
biotin  have  been  shown.  There  is  a late  increase 
in  cytochrome  oxidase  activity,  and  there  is 
slightly  more  magnesium,  pyridoxine,  and  water. 
Cowdry  states,  “It  is  safe  to  say  that  the  con- 
ditions of  cell  life  of  the  cellular  population  as  a 


whole  have  been  fundamentally  changed.  The 
cells  must  face  deprivations  and  hardships  to 
which  epidermal  cells  are  not  normally  subjected. 
As  is  to  be  anticipated  in  making  the  necessary 
adjustments,  the  cells  change.  They  swell  and 
become  larger  in  cytoplasmic  and  nuclear  volume, 

but  the  nucleocytoplasmic  ratio  declines 

We  think,  and  I may  be  a little  visionary,  that 
there  is  a possibility  that  multiple  deficiencies 
are  factors  in  making  the  conditions  of  cell  life 
so  arduous  that  mutations  result.”17  Rhoads 
had  previously  demonstrated  protection  against 
the  carcinogenic  effect  on  the  liver  of  ingested 
butter  yellow  in  experimental  animals  by  dietary 
constituents  of  which  one  is  riboflavin.18  Mar- 
tin and  Koop  also  reported  on  the  relationship 
of  precancerous  lesions  of  the  mouth  to  avita- 
minosis B and  the  response  of  these  lesions  to 
yeast,  liver  extracts,  and  similar  substances.19 

In  1946,  Amersbach,  Walter,  and  Sperti 
reviewed  the  previous  work  on  tumor  respiration 
and  reported  on  their  own  series  of  basal  cell 
epitheliomata  treated  with  local  injections  of 
spleen  and  liver  extracts.21  Of  21  patients 
treated,  14  were  apparently  cured,  one  failed  to 
respond,  and  six  were  still  under  treatment  at 
the  time  of  writing.  It  seemed  logical,  therefore, 
to  treat  severe  chronic  radiodermatitis  in  which 
the  development  of  cancer  had  occurred  or 
seemed  imminent  with  intramuscular  injections 
of  crude  liver  extract  in  the  hope  that  it  would 
prevent  the  development  of  epitheliomas.  Grati- 

fying results  have  been  obtained  during  the  last 
three  years  in  several  cases.  Patients  who 
were  for  several  years  developing  four  to  eight 
epitheliomas  every  three  or  four  months  have 
had  no  epitheliomas  in  a couple  of  years.  These 
have  been  reported  by  the  senior  author  recently. 
It  is  hoped  that  others  may  try  this  form  of 
treatment.  “Because  of  the  severity  of  the 
disease  and  the  great  problem  it  offers  to  the 
dermatologist  and  to  the  surgeon,  it  is  hoped 
that  some  constructive  medicinal  therapy  may 
decrease  the  need  for  more  radical  surgical 
measures.”20 
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ROUTINE  MANAGEMENT  OF  CARCINOMA  OF  THE  SKIN  AND  LIPS 

Herbert  L.  Traenkle,  M.D.,  Buffalo,  New  York 
{From  the  Roswell  Park  Memorial  Institute) 


AS  POINTED  out  in  the  discussion  of  prob- 
lem cases  presented  before  this  section  two 
years  ago,  the  treatment  of  cancer  of  the  skin  and 
adjacent  mucous  membranes  must  be  individual- 
ized to  cope  with  the  peculiar  features  of  each 
malignant  lesion.1  A high  percentage  of  cures 
cannot  be  obtained  by  the  application  of  a rou- 
tine, rule-of-thumb  treatment  scheme  utilizing 
the  same  modality  in  the  same  way  in  any  and  all 
lesions  regardless  of  type,  size,  location,  or  other 
complicating  features.  On  the  other  hand,  in 
some  situations  any  one  of  several  different  meth- 
ods may  be  expected  to  give  equally  good  results. 

Bearing  such  limitations  in  mind,  it  is  possible, 
however,  with  the  use  of  established  general  prin- 
ciples and  accumulated  statistical  experience  to 
formulate  more  or  less  broad  outlines  of  treat- 
ment methods  that  can  be  successfully  applied 
to  specific  types  of  lesions  in  a fair  majority  of 
instances.  The  variety  and  flexibility  of  such 
treatment  schemes  are  determined  by  the 
physical  facilities  at  hand  and  by  the  personal 
ability  of  the  therapist.  Obviously,  there  will 
be  considerable  variation  in  the  routines  em- 
ployed and  consequently  in  the  scope  of  therapy 
available  in  different  offices  and  institutions. 

The  following  is  a general  outline  of  the  treat- 
ment methods  we  are  employing  at  the  present 
time. 

Radiation 

The  majority  of  previously  untreated  malig- 
nant lesions  of  the  skin  and  lips  are  treated  with 
roentgen  rays.  Moderate  low  voltage  with  a 
peak  of  100  kilovolts  (half  value  layer  1.5  nun. 
aluminum)  is  used  for  most  lesions  of  moderate 
thickness.  A target  skin  distance  of  18  cm.  is 
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employed.  In  very  small  lesions  (requiring  a 
field  size  of  1.5  cm.  diameter  or  less)  a single  dose 
of  3,500  r is  sometimes  used.*  However,  in 
most  instances  and  in  all  lesions  requiring  a field 
size  of  over  1.5  cm.  diameter,  a protracted  divided 
dose  scheme  is  employed.  This  usually  consists 
of  a total  of  4,000  to  5,000  r administered  over  an 
eight-  to  twelve-day  period.  The  total  surface 
dose  is  selected  on  the  basis  of  that  required  to 
give  an  adequate  dose  at  the  furthest  depth  of 
the  lesion.  The  fractionating  of  the  dose  is 
determined  by  the  surface  area  of  the  field  size 
required.  The  larger  the  area  to  be  treated,  the 
smaller  and  more  numerous  the  fraction  doses. 
Areas  with  a diameter  of  3.5  cm.  or  less  are  usually 
treated  in  four  to  five  sessions  of  equally  divided 
doses.  Fields  larger  than  10  square  centimeters 
are  treated  with  daily  fractions. 

Lip  lesions  in  which  some  depth  of  penetration 
must  always  be  assumed,  even  though  not  readily 
apparent  or  palpable,  are  routinely  given  a sur- 
face dose  total  of  5,000  r.  The  fractionation  is 
determined  by  the  field  size. 

This  dosage  scheme  in  the  intermediate  voltage 
range  is  essentially  the  same  as  that  now  being 
used  by  others.  The  time-dose  relationship  is 
comparable  to  that  employed  by  Strandquist  in 
Europe  and  Hale  and  Holmes  in  this  country.2-3 

Higher  voltages  with  a peak  of  140  to  200 
kilovolts  (half  value  layer  0.4  mm.  copper  to  0.9 
mm.  copper)  are  used  for  very  thick  and  bulky 
lesions.  The  total  surface  dose  given  to  these 
ranges  from  4,500  to  6,000  r.  The  increments 
are  usually  administered  daily  for  ten  to  twenty 
days  or  more  as  determined  by  the  size  of  the  area. 

Very  low  voltage  (45  kilovolts,  half  value 
layer  0.3  mm.  aluminum),  short  distance  (2.0 
cm.)  radiation  with  the  Phillips  tube  is  used  in 
some  situations.  We  have  found  this  feebly 

* All  figures  for  doses  include  backscatter. 
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penetrating  radiation  especially  useful  in  very 
small  superficial  epitheliomas  in  locations  where 
it  is  desirable  that  the  underlying  structures 
receive  a minimum  of  radiation.  Most  frequently 
such  areas  are  the  external  ear,  tip  of  the  nose, 
the  scalp,  and  the  dorsum  of  the  hand.  In  this 
newer  field  of  soft  radiation,  dosage  schemes  have 
been  less  well  explored  than  with  the  more  con- 
ventional qualities.  We  have  successfully  treated 
a considerable  number  of  lesions  with  a single 
dose  of  5,000  to  6,000  r.  This  dose  is  quite 
similar  to  that  employed  by  Howes  and  Camiel.4 
It  is  to  be  remembered,  of  course,  that  this  dose 
is  given  to  a very  small  area,  since  the  maximum 
field  obtainable  with  the  tube  at  2 cm.  distance 
is  2.5  cm.  diameter.  Studies  are  now  under  way 
to  investigate  the  further  potential  scope  of  the 
usefulness  of  this  type  of  radiation.  The  recent 
introduction  of  beryllium  window  tubes  for  use 
in  ordinary  x-ray  apparatus  will  allow  for  a much 
wider  usage  of  softer  radiation. 

The  absolute  necessity  for  precision  in  outlining 
the  field  to  be  irradiated,  in  selecting  the  appro- 
priate quality  and  quantity  of  irradiation  to  be 
delivered,  and  in  the  actual  setup  and  administra- 
tion of  each  treatment  is  to  be  emphasized. 
These  are  the  functions  of  the  physician  therapist 
and  are  not  to  be  delegated  to  technicians,  nurses, 
etc.  Outlining  the  field  for  radiation  is  no  less 
important  than  deciding  on  dosage.  One  of 
the  most  frequent  causes  of  recurrences  is  failure 
to  consider  the  fullest  potential  peripheral  extent 
of  the  tumor  and  to  realize  that  microscopic  inva- 
sion may  be  present  under  normal  skin  at  a con- 
siderable distance  beyond  the  visible  limits  of 
the  lesion.  Although  tables  for  arbitrary  margins 
in  relation  to  field  size  have  been  worked  out  and 
to  a limited  extent  are  useful,  the  proper  appraisal 
of  the  field  requires  long  experience  in  all  types  of 
lesions  and  locations.  Tissue  dose  and  depth  dose 
charts  for  the  type  of  apparatus  used  are  pre- 
requisite in  selecting  the  appropriate  quality  and 
in  computing  the  optimum  dose  to  be  delivered 
to  each  lesion.  This  is  especially  important  in 
treating  the  larger  areas  where  steering  between 
overdosage  and  underdosage  is  frequently  ex- 
tremely difficult. 

Electrosurgery 

Electrosurgery  in  the  form  of  electrocoagula- 
tion has  a limited  but  definite  range  of  usefulness. 
This  method  of  therapy  can  be  efficaciously 
employed  in  very  small  epitheliomas  and  espec- 
ially so  in  lesions  recurring  in  a previously  irra- 
diated area  where  further  radiation  would  be 
inadvisable.  Also  we  have  employed  this  mo- 
dality extensively  in  the  multiple  small  epithelio- 
matous  nodules  occurring  in  cases  of  late  radio- 
dermatitis of  the  face  where  complete  excision 


and  repair  of  the  entire  atrophic  area  is  usually 
not  feasible.  Electrocoagulation  is  the  simplest 
and  probably  the  best  method  of  removing  senile 
keratosis  in  the  prophylaxis  of  cutaneous  cancer. 
Likewise  it  can  be  applied  to  leukoplakia  of  the 
lip  and  accessible  portions  of  the  oral  mucous 
membrane.  In  spite  of  contrary  reports  in  the 
older  literature  our  experience  with  this  modality 
in  large  and  penetrating  skin  cancer  has  not  been 
encouraging. 

Electrocautery  with  a flat  tipped  applicator  is 
very  useful  in  treating  broad,  flat,  superficial, 
so-called  exzematoid  or  psoriasiform  superficial 
basal  cell  epitheliomas  which  would  otherwise 
require  excision  with  large  graft  for  repair.  The 
resultant  scar  is  sometimes  cosmetically  objec- 
tionable, however,  and,  therefore,  such  a therapeu- 
tic approach  is  limited  to  lesions  on  the  trunk. 

Lesions  involving  the  rim  of  the  ear  lend  them- 
selves very  nicely  to  excision  with  the  electric 
knife.  The  epitheliomatous  area  and  free  margin 
including  cartilage  can  easily  be  amputated 
under  local  anesthesia.  No  suturing  is  necessary. 
The  remaining  portion  of  the  pinna  heals  in  a 
few  weeks.  The  result  is  usually  excellent.  This 
procedure  has  been  illustrated  and  described  in  a 
previous  communication.1 

Scalpel  Surgery 

Surgical  excision  and  repair  is  routinely  per- 
formed in  all  but  the  very  smallest  recurrent 
epitheliomas  where  irradiation,  in  one  form  or 
another,  had  been  previously  used.  (Electro- 
coagulation is  employed  in  the  very  small  ones.) 
Likewise,  this  approach  is  regarded  as  the  one  of 
choice  in  most  epitheliomas  of  more  than  3 cm. 
in  diameter  which  are  situated  on  the  forehead, 
scalp,  dorsum  of  the  hand,  or  below  the  knee. 
Lesions  with  a diameter  of  1.5  cm.  or  more, 
occupying  the  concha  of  the  ear  or  in  which  the 
external  canal  has  been  invaded,  are  treated 
surgically. 

Surgical  excision  is  the  method  of  choice  in 
most  large  bulky  lesions  of  the  lip  or  commis- 
sures. Where  an  epithelioma  of  the  lip  is  sur- 
rounded by  leukoplakia,  the  entire  area  including 
the  tumor  is  excised. 

Although  no  modality  yields  a very  high  per- 
centage of  cure  in  far-advanced  cutaneous  cancer 
which  has  penetrated  underlying  bone,  probably 
most  of  these  are  more  profitably  approached 
with  scalpel  surgery. 

Chemosurgery 

Mohs  has  demonstrated  in  an  impressive 
number  and  variety  of  cases  that  so-called  “chem- 
osurgery” can  achieve  results  in  carcinoma  of  the 
skin  and  lip  which  compare  favorably  with  those 
obtained  with  radiation  or  scalpel  surgery.5-6 
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Our  own  experience  with  this  method  is  too 
limited  for  evaluation  as  it  has  been  restricted 
to  a few  selected  cases.  Because  of  the  time  and 
personnel  required  by  this  procedure  it  does  not 
easily  lend  itself  to  employment  as  a routine 
where  the  case  volume  is  heavy. 

Follow-up  Routine 

Although  histologic  cell  type  is  not  a deter- 
mining factor  in  the  choice  of  treatment  for  basal 
and  squamous  cell  cancers,  the  metastasizing 
potential  of  the  latter  justifies  a closer  and 
longer  follow-up  schedule. 

Following  treatment,  patients  with  basal-cell 
epitheliomas  are  seen  for  a checkup  in  three 
months,  again  in  three  months,  and  then  every 
six  months  until  a three-year  observation  period 
has  been  completed.  Lesions  larger  than  average 
and  those  which  have  constituted  a therapeutic 
problem  where  the  probability  of  recurrence  is 
expected  to  be  greater  than  usual  necessarily 
require  more  frequent  inspection. 

Following  the  completion  of  treatment  of  a 


squamous-cell  (or  intermediate  type)  epithelioma 
of  the  skin  or  lips,  the  patient  is  seen  in  four 
weeks,  then  every  two  months  for  the  first  year. 
During  the  second  year,  visits  are  spaced  at 
three-month  intervals,  and  after  the  second 
year  the  treated  site  and  its  lymph  gland  area  are 
inspected  every  six  months  until  a five-year  obser- 
vation period  has  been  completed. 

The  treatment  of  metastases  from  cutaneous 
and  lip  cancer  is  not  included  in  this  discussion 
because  it  is  felt  that  such  presents  an  entirely 
separate  problem  which  does  not  come  within 
the  scope  of  dermatologic  therapy.  Likewise, 
the  management  of  malignant  melanoma  has 
been  omitted  from  this  presentation. 
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EARLY  RECOGNITION  OF  POSSIBLY  DANGEROUS  NEVI  (MOLES) 
AND  THE  BEST  PROCEDURE  TO  AVOID  DEVELOPMENT  OF 
MALIGNANT  MELANOMAS  (NEVOCARCINOMA) 

Eugene  F.  Traub,  M.D.,  New  York  City 

{From  the  Department  of  Dermatology,  New  York  Medical  College  and  Flower  and  Fifth  Avenue  Hospitals) 


IN  THE  original  draft  of  this  paper,  quoting  the 
statement  of  Pollitzer,  made  over  thirty 
years  ago,  that  “a  pigmented  nevus  should  be 
left  in  peace  or  else  radically,  surgically  excised,” 
I felt  that,  in  essential  knowledge,  we  had  gained 
but  little,  even  in  the  past  fifty  years.1  We  may 
be  sure  that  Pollitzer  was  not  the  first  to  empha- 
size this  vital  point  which,  if  invariably  followed 
as  a “rule,”  would  keep  us  out  of  most  of  our 
difficulties,  and  every  recent  cancer  warning 
would  not  have  to  emphasize  this  statement 
again  and  again.  However,  after  reading  the 
recent  editorial  in  the  Journal  of  the  American 
Medical  Association,  entitled  “Cancerous  Mel- 
anoma” and  the  article  reprinted  in  New  York 
Medicine  entitled  “Melanoma,”  originally  pub- 
lished in  the  Texas  Cancer  Bulletin,  I believe  the 
dermatologists,  at  least,  have  advanced  their 
knowledge  to  a remarkable  degree  that  becomes 
apparent  only  when  contrasted  to  the  abysmal 
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ignorance  displayed  by  the  authors  of  these 
articles  on  cancer  propaganda.  As  they  are 
both  printed  in  medical  journals,  one  would 
presume  that  they  were  written  for  the  benefit 
of  the  physician  primarily  and  hence  one  would 
presume  that  some  degree  of  accuracy  should  be 
expected.  Instead,  lay  terminology  is  used — 
I refer  particularly  to  the  term  “mole”  which 
should  only  be  employed  by  laymen  or  possibly 
in  articles  for  lay  consumption  as  it  has  no  scien- 
tific or  medical  meaning  whatever,  anymore  than 
saying  the  growth  started  as  a “lump”  or,  to 
mention  another  inaccuracy,  “papilloma”  which 
is  used  by  all  surgeons  as  a common  preoperative 
diagnosis  for  any  elevation  of  the  skin.  I par- 
ticularly wish  to  challenge  the  statement  of  the 
Texas  Cancer  Bulletin  that  “there  is  no  way  to 
predict  which  benign  moles  are  destined  to 
develop  into  melanomas.”  This  point  has  been 
settled  many  years  ago,  and  it  is  well  known  that 
all  malignant  melanomas  or  nevocarcinomas 
develop  from  the  pigmented  lesion  that  has 
been  described  as  a junction  nevus  because  of  its 
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origin  at  the  epidermal  dermal  junction.  This 
is  the  only  lesion  that  gives  rise  to  such  a change. 
All  other  nevi  either  always  remain  benign  or 
give  rise  to  changes  other  than  malignant  mela- 
nomas. 

What  then,  if  so  much  vital  information  has 
long  been  known,  can  we  add  now?  Just  this: 
Not  everyone  can  take  the  time  necessary  to 
attempt  to  unravel  the  almost  hopeless  confusion 
befogging  this  subject,  largely  by  virtue  of  the 
vague  and  indefinite  terminology  which  leads 
one  author  to  employ  a term  to  describe  a certain 
lesion  that  another  will  apply  to  an  entirely  differ- 
ent malformation.  Nevi,  because  they  may  ap- 
pear in  bizarre  patterns,  encourage  physicians  to 
give  rein  to  their  imaginations  and  create  new 
names  that  are  entirely  without  meaning,  as  a rule, 
except  possibly  that  they  might  be  slightly 
descriptive  of  the  clinical  picture.  As  a result, 
one  reads  all  too  frequently,  as  in  the  Texas 
Cancer  Bulletin,  that  a “mole  running  wild  is 
brutal.”  It  is  generally  impossible  to  learn  with 
any  degree  of  accuracy  what  the  original  growth 
actually  may  have  been,  but,  frequently  enough, 
it  probably  was  not  a “mole”  or  nevus  of  any 
type.  If  the  original  growth  actually  was  a 
nevus,  it  would  be  of  the  utmost  interest  to  know 
its  exact  type  as  a matter  of  future  knowledge. 
To  say  that  it  started  as  a “mole”  or  papilloma 
is  equivalent  to  saying  nothing  at  all. 

It  is  a well  known  fact  that  nevi  do  not  develop 
cancer  in  excess  of  normal  cells.  When  one  con- 
siders the  tremendous  numbers  of  nevi  that  are 
found  on  all  individuals  and  the  rarity  with  which 
they  are  complicated  by  cancer,  this  is  certainly 
true.  However,  the  subject  of  nevocarcinoma 
is  emphasized  by  these  facts:  (1)  because  nevi 
are  so  common,  it  is  the  more  startling  when 
a “mark”  that  has  long  been  considered  benign 
suddenly  gives  rise  to  trouble;  (2)  when  it  does 
occur,  nevocarcinoma  may  be  and  quite  fre- 
quently is  one  of  our  most  rapidly  fatal  tumors, 
and  (3)  that  in  most,  if  not  in  all  cases  early 
recognition  of  a dangerous  type  lesion  followed 
at  once  by  its  prompt  and  adequate  removal 
could  have  forestalled  a fatal  outcome.  There- 
fore, in  my  opinion  the  crux  of  the  whole  subject 
is  to  distinguish  the  various  nevi  one  from  the 
other  so  that  we  can  recognize  the  dangerous 
ones  early  and  remove  them  at  once. 

Our  most  dangerous  nevi  are  the  pigmented 
and  warty  varieties.  Those  which  originate  in 
and  are  confined  to  the  epidermis  may  remain 
benign  or  may  terminate  as  cancer;  nevus  cells 
are  not  present.  Nevi  arising  at  the  junction 
between  epidermis  and  cutis,  the  so-called 
“junction  nevi,”  may  give  rise  to  nevocarcinoma 
(malignant  melanoma),  or  they,  too,  may  remain 
benign  throughout  life.  This  may  be  our  most 
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dangerous  lesion  and  should  be  the  one  to  recog- 
nize. Two  varieties  that  are  considered  benign 
lesions  are  the  intradermal  nevus  and  the  blue 
nevus,  both  found  relatively  deep  in  the  cutis. 
The  blue  nevus  may  rarely  terminate  as  a 
melanosarcoma,  but  few  acceptable  cases  of  this 
kind  are  on  record.  Unfortunately,  nevi  may  be, 
and  not  infrequently  are,  mixed  in  type,  and  this 
fact  probably  accounts  for  many  of  the  unhappy 
accidents  that  have  occurred.  For  example, 
a mark  that  presents  the  clinical  features  usually 
attributed  to  a benign  lesion  is  treated  by  desic- 
cation, freezing,  chemicals,  or  some  other  method 
short  of  radical  extirpation,  and  promptly  a 
nevocarcinoma  results.  What  has  occurred 
indicates  that  in  some  clinically  unrecognizable 
portion  of  the  lesion  a junction  nevus  was  present 
and  was  activated  by  inadequate  treatment. 
Everyone  can  relate  innumerable  instances  in 
his  own  experience.  In  fact,  in  my  opinion, 
that  it  does  not  occur  with  much  greater  fre- 
quency is  the  best  proof  of  the  generally  benign 
character  of  most  nevi.  Nevi  are  treated  with 
almost  equal  abandon  by  most  chiropodists, 
electrolysis  experts,  not  to  mention  the  family 
physician,  surgeons,  and  dermatologists. 

Strangely  enough,  surgeons  are  some  of  the 
worst  offenders.  Instead  of  regularly  excising  nevi 
as  one  might  expect  them  to  do,  they  all  too  fre- 
quently apply  acids  or  desiccate,  and,  to  a sur- 
geon, any  elevation  of  the  skin,  regardless  of  its 
character,  is  a “papilloma.”  The  only  thing 
that  keeps  them  out  of  greater  difficulties  is  the 
fact  that  the  pathologist  gives  them  the  correct 
diagnosis  when  they  do  excise  the  lesion,  and 
they  may  then  correct  original  blunders. 

The  problem,  then,  would  seem  to  be  a simple 
one.  Learn  to  distinguish  benign  nevi  that  have 
no  malignant  potentialities  from  those  that  might 
become  malignant.  Unfortunately,  some  of 
the  potentially  benign  nevi  may  clinically  resem- 
ble the  possibly  malignant  ones  so  closely  that 
this  cannot  always  be  done.  Of  course,  we  can 
all  recognize  sudden  rapid  growth,  change  in 
color,  bleeding,  ulceration,  etc.,  in  a pigmented 
nevus,  but  those  symptoms,  which  were  once 
given  us  as  “early  signs,”  we  now  know  are,  in  the 
main,  relatively  late  manifestations.  We  now 
like  to  recognize  the  junction  nevus  while  it  is 
benign,  and  if  it  is  located  at  a point  of  continu- 
ous or  oft-repeated  pressure  or  trauma  as  on  the 
feet  or  hands,  belt  or  girdle  line,  recommend 
that  it  be  prophylactically  removed.  It  is  not 
feasible  to  remove  all  junction  nevi,  as  many 
individuals  have  literally  hundreds  of  them 
scattered  over  all  skin  areas.  Practically  all  of 
them  remain  benign  throughout  life;  it  is  only 
the  exceptional  one  that  goes  bad  if  left  alone. 

The  features  that  characterize  the  junction 
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nevus  are  as  follows:  Usually  a relatively 

smooth,  slightly  elevated  pigmented  lesion,  the 
color  variable  but  usually  dark  brown  or  blackish 
(slate-colored  or  bluish-black  is  more  often  the 
color  of  the  blue  nevus);  it  is  usually  devoid  of 
hair  as  an  essential  part  of  the  lesion  (exceptions) ; 
it  is  generally  small  in  size  measuring  from  a 
fraction  of  1 cm.  to  3 to  4 cm.  in  size  (large 
: lesions  are  frequently  mixed  types) ; it  is  usually 
: not  verrucous  or  pedunculated,  but  exceptionally 
it  may  be  either.  The  junction  nevus  has  been 
confused  with  the  nevocarcinoma,  angiosarcoma, 

' blue  nevus,  intradermal  nevus,  benign  pigmented 
epithelioma  of  Bloch,  pigmented  basal  cell 
epithelioma,  hematoma,  angioma,  hydrocystoma, 
pyogenic  granuloma,  dermatofibroma,  puncture 
I tattoo  (pencil  or  ink),  and  sarcoid,  to  name  those 
personally  encountered.  Of  these,  the  greatest 
■ difficulty  exists  in  differentiating  the  various 
i nevi,  one  from  the  other.  Clinically,  this  is 
sometimes  extremely  difficult  as  a blue  nevus,  an 
intradermal  nevus,  or  a benign  pigmented  epithel- 
ioma may  frequently  closely  resemble  a junction 
i nevus. 

Therefore,  it  becomes  expedient  to  do  a micro- 
scopic examination  on  the  tissue.  This  brings 
; up  the  question  of  a biopsy.  Because  one  of  the 
i dangers  lies  in  the  fact  that  nevi  are  apt  to  be 
i mixed  in  type  (blue  nevus  and  junction  in  same 
lesion,  etc.),  a section  from  one  area  might  not  be 
i characteristic  of  other  parts  of  the  same  mark, 
I and  since  most  junction  nevi  are  relatively  small 
in  size,  I believe  it  is  advisable  to  excise  the  mark 
in  toto  in  order  to  obtain  a complete  histologic 
i opinion  on  the  entire  growth.  As  a punch 
| biopsy  usually  requires  novocaine  and  a suture, 
i excision  really  presents  little  in  the  way  of 
additional  surgery.  No  wide  margins  need  be 
i taken  at  this  time,  but  the  excision  should  go 
I well  below  the  skin  and  subcutaneous  tissue. 

If  the  report  should  be  unexpectedly  adverse, 
i then  additional  measures  may  be  undertaken  at 
, once.  This  saves  the  average  patient  from  un- 
necessarily large  excision,  in  the  first  instance. 
Cosmetically,  excision  offers  about  as  good  a 
| method  of  treatment  as  can  be  selected  for  most 
nevi.  The  results  from  freezing,  desiccation, 
electrolysis,  or  chemicals  are  usually  not  satis- 
factory, even  *from  the  cosmetic  standpoint, 
in  the  case  of  junction  nevi.  Therefore,  excision 
is  the  procedure  of  choice  in  dealing  with  junction 
nevi  that  require  any  type  of  intervention.  From 
the  standpoint  of  safety  to  the  patient,  it  is 
immaterial  whether  a scalpel  or  “electric  knife” 
is  used  for  the  excision,  but  if  preference  must  be 
stated,  it  should  be  in  favor  of  the  “electric 
knife.” 

The  verrucous  nevi,  having  varying  degrees 
of  pigmentation  and  which  lie  in  the  epidermis 


(intraepithelial),  may  also  terminate  in  cancer. 
Warty  nevi  are  usually  easily  identified  clinically. 
The  warty  character,  generally  without  much 
pigment  (exceptions)  and  with  hairs  as  a variable 
feature,  together  with  the  usually  bizarre  shape 
or  linear  configuration,  resemble  few  other 
growths.  Since  the  lesions  are  intraepithelial, 
they  are  usually  quite  superficial.  They  may  be 
removed  by  desiccation,  curettement,  freezing, 
and,  in  selected  instances,  by  radiation  (not  the 
benign  pigmented  epithelioma  of  Bloch).  While 
they  may  terminate  as  carcinomas,  not  nevo- 
carcinomas,  on  the  whole  they  represent  rela- 
tively benign  lesions.  The  benign  pigmented 
epithelioma  of  Bloch  may  not  be  warty  at  all 
but  consists  only  of  pigment  found  entirely  in 
the  epidermis.  It  has  been  described  as  a rela- 
tively smooth  lesion  but  may  present  slight 
thickening  or  elevation,  so  that  it  may  be  con- 
fused with  a flat  junction  nevus  which  it  other- 
wise does  not  resemble,  since  it  always  remains 
benign.  No  treatment  is  indicated  for  this  nevus 
unless  it  is  removed  for  diagnostic  or  cosmetic 
reasons. 

The  intradermal  nevus  is  undoubtedly  the 
most  common  of  all  the  nevi  in  this  group  with 
the  junction  nevus  probably  ranking  next  in 
frequency  followed  in  turn  by  the  intraepidermal 
nevus.  The  blue  nevus  is  encountered  less  often 
but  is  by  no  means  so  rare  as  was  once  supposed. 
The  pure  intradermal  nevus  is  a benign  lesion 
and  always  remains  benign.  Only  when  the 
intradermal  nevus  is  mixed  with  one  of  the  other 
types  of  nevi  does  the  possibility  of  malignant 
change  arise.  Because  the  nevus  cells  lie  at  a 
depth  in  the  cutis  in  nests  and  strands  well  below 
the  epidermal-dermal  junction,  one  might  suppose 
that  this  nevus  would  give  the  clinical  impression 
of  lying  at  a depth  as  does  the  blue  nevus.  On 
the  contrary,  however,  as  one  looks  at  these 
flesh-colored  or  slightly  pigmented  nevi,  their 
abrupt  elevation  is  striking,  and  they  appear  as 
if  they  were  more  superficially  than  deeply 
located.  Strangely  enough,  superficial  desic- 
cation to  skin  level  completely  arrests  them,  al- 
though hairs,  if  present,  may  have  to  receive 
special  treatment.  The  remarkable  thing  also 
is  that,  following  such  removal,  which  seems 
utterly  inadequate  when  looking  at  the  histo- 
pathology,  the  nevi  show  no  tendency  to  regrow. 
Occasionally,  reports  that  intradermal  nevi 
terminated  as  basal  cell  epitheliomas  have 
appeared  in  the  literature.  These  errors  have 
occurred  because  the  patient  gave  the  history 
that  a “mole”  preceded  the  appearance  of  the 
lesion,  proved  to  be  an  epithelioma,  whereas  it 
actually  began  as  an  epithelioma.  The  same 
mistakes  occur  with  trichoepitheliomas.  Even 
years  of  shaving  over  these  lesions,  naturally 
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resulting  in  repeated  cuts,  seems  to  do  them  no 
harm.  Most  intradermal  nevi  do  not  appear 
until  the  age  of  puberty  or  later,  and,  while  they 
may  occur  anywhere,  they  are  most  commonly 
found  on  the  face.  Single  lesions  may  occur, 
but  much  more  frequently  they  are  multiple. 
After  reaching  the  size  of  from  several  milli- 
meters to  about  one  centimeter  (except  in  the  case 
of  extremely  large  lesions  that  may  be  present 
from  birth),  they  usually  remain  stationary. 
The  color  varies  from  that  of  normal  skin  to 
dark  brown.  Hairs  are  more  generally  present 
than  not. 

I am  sure  that  for  years  the  blue  nevus,  the 
blue-black  or  slate-black  mole,  was  mistaken  for 
a junction  nevus  or  even  for  an  early  nevocar- 
cinoma.  It  is  a benign  growth  generally,  al- 
though, rarely,  it  may  terminate  as  a melano- 
sarcoma.  Montgomery  and  Kahler  in  a review 
of  the  reported  cases  felt  that  only  one  or  two 
could  be  accepted  as  bona  fide  examples  of  such 
a change.2  The  elongated,  spindle-shaped  nevus 
cells  of  the  blue  nevus  are  of  connective  tissue 
origin  and  usually  are  found  relatively  deep  in 
the  cutis  or  about  the  adnexa.  The  amount  of 
pigment  present  and  its  depth  determines  the 
color  of  the  lesion.  Not  all  are  blue  or  blue- 
black;  rarely  they  may  be  dark  brown  or  even 
relatively  light  brown  in  color.  The  blue  nevus 
is  harmless  and  is  only  removed  when  situated 
in  areas  of  extreme  trauma  or  for  diagnostic 
purposes  to  rule  out  nevocarcinoma  or  junction 
nevus. 

It  may  be  seen  that  the  clinical  recognition 
of  the  various  types  of  nevi  is  not  always  easy. 
Now  add  to  this  the  fact  that  several  types  may 


be  found  in  the  same  growth.  Such  mixtures 
can  only  be  identified  from  examination  of  serial 
sections,  as  clinically  nevi  usually  only  suggest 
the  predominant  type  growth  that  is  present. 
It  is  these  mixed  lesions  that  frequently  appear 
to  be  responsible  for  exceptions  to  the  rule. 
Since  these  mixed  types  occur  with  relative  fre- 
quency, they  provide  the  strongest  and  most 
unassailable  argument  for  excision  biopsy  of  all 
nevi  in  this  group  in  which  there  is  the  least 
doubt  as  to  their  character.  Excision  is  the 
treatment  of  choice  for  all  nevi  that  are  suspect 
or  that  are  in  areas  where  irritation  and  trauma 
are  factors.  One  must  remember  also  that  it  is 
impossible  to  excise  all  junction  nevi  and  that 
most  of  the  junction  nevi  are  not  strictly  pre- 
cancerous  lesions  and  normally  follow  a benign 
course.  No  harm  can  result  from  leaving  benign 
nevi  alone,  but  inadequate  or  ill-advised  tamper- 
ing with  dangerous  nevi  without  the  benefit  of  a 
guiding  microscopic  examination  is  malpractice 
of  the  worst  kind  at  the  present  time.  If,  in 
addition,  we  can  teach  surgeons  and  the  self- 
styled  “cancer  experts”  to  drop  the  lay  terms  of 
“mole”  and  “papilloma”  and  substitute  modern 
scientific  terminology,  even  though  this  will 
require  a little  clinical  preoperative  diagnostic 
knowledge  on  their  part,  it  may  represent  our 
biggest  advance  in  this  field  in  the  past  half 
century. 
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THE  PROBLEM  OF  PLANTAR  RADIODERMATITIS 

Andrew  H.  Montgomery,  M.D.,  Royal  M.  Montgomery,  M.D.,  and 
Donald  C.  Montgomery,  M.D.,*  New  York  City 


Radiodermatitis  is  usually  a difficult 

problem  to  handle,  not  only  because  of  the 
disability  entailed  but  also  because  it  is  considered 
by  many  as  a precancerous  dermatosis.  Except 
in  the  case  of  postoperative  irradiation  at  the  site 
of  malignancies,  there  is  no  excuse  for  plantar 
radiodermatitis.  Common  corns,  neurovascular 
corns,  and  mosaic  warts  are  known  to  be  radio- 
resistant.1 Radiotherapy  is  definitely  ineffective 


* By  invitation. 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on 
Dermatology  and  Syphilology,  May  5,  1949. 


on  calluses  so  they  should  never  be  treated  by 
this  method.  Yet,  all  dermatologists  have  had 
patients  with  some  type  of  radiodermatitis 
caused  by  someone’s  carelessness  or  the  persistent 
use  of  roentgen,  radium,  or  Grenz  rays.  Usually, 
these  cases  are  the  result  of  inadequate  shielding, 
intensive  dosage,  prolonged  treatment,  and  poor 
judgment  in  the  choice  of  therapy. 

Radiodermatitis  anywhere  on  the  body  is 
difficult  to  treat,  but  it  is  particularly  difficult 
on  the  plantar  surface  of  the  foot  because  of  the 
weight-bearing  function  of  the  foot.  It  is  also 
difficult  to  diagnose  because  plantar  radioderma- 
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Fig.  1.  Small  area  of  radiodermatitis  simulating  a 
plantar  wart. 


titis  frequently  simulates  warts,  and  many  times 
, the  patient’s  history  of  previous  treatment  does 
not  reveal  the  use  of  x-rays  or  radium  (Fig.  1). 
Larger  areas  on  the  plantar  surface  resemble  simi- 
1 lar  areas  on  other  parts  of  the  body  with  ery- 
thema, telangiectasis,  and  atrophy.  The  larger 
areas  are  relatively  easy  to  diagnose,  but  small 
areas,  1 cm.  and  less,  are  at  times  very  difficult 
to  differentiate  from  warts  and  corns.  The 
smaller  the  patch,  the  more  difficult  it  is  to  diag- 
nose. 

Most  cases  of  plantar  radiodermatitis  are  the 
j result  of  treatment  for  corns,  calluses,  and  warts. 

! Because  of  these  original  lesions,  plantar  radio- 
dermatitis usually  occurs  over  bony  prominences. 

1 Even  after  the  original  lesion  has  disappeared, 
pain  still  persists  because  of  the  pressure  of  the 
underlying  bony  points  on  the  fibrotic  radio- 
! dermatitis. 

A thorough  history  of  previous  treatment  in 
■ all  cases  of  plantar  lesions,  whether  it  be  corn, 
callus,  wart,  or  radiodermatitis,  is  necessary.  It 
' is  important  to  note  whether  or  not  irradiation 
| has  been  given;  what  type — roentgen,  radium, 

; or  Grenz  ray;  the  number  of  treatments,  and 
i the  dates  and  the  amount  of  irradiation.  Fre- 
! quently,  the  patient  will  give  a history  of  irradia- 
tion from  more  than  one  physician.  If  one 
decides  to  treat  a lesion  with  further  irradiation, 
it  is  imperative  to  learn  from  the  preceding 
. operators  the  type  and  amount  of  irradiation 
given,  the  date  of  treatment,  and  the  size  of  the 
| portal.  It  is  much  safer  not  to  give  further  irra- 
diation therapy  if  it  has  already  been  used,  no 
matter  what  type  of  lesion  is  present.  The  only 
exception  is  a malignancy. 

Most  small  areas  of  plantar  radiodermatitis 
when  first  seen  are  painful  and  are  covered  with  a 
hyperkeratotic  mass.  This  must  be  pared  down 
until  the  area  is  approximately  as  thin  as  the 
j normal  surrounding  skin.  Only  now  can  a true 
i diagnosis  be  made.  The  corelike  mass  does  not 
(I  have  the  well-marginated  border  of  the  usual 


Fig.  2.  Typical  area  of  plantar  radiodermatitis 
with  small  ulcerations,  varying  sized  blood  vessels, 
and  scar  tissue. 


plantar  wart  or  corn  but,  instead,  has  a diffuse 
border  which  blends  into  the  surrounding  tissue. 
Scarring  is  evident,  and,  thus,  the  normal  papil- 
lary lines  of  the  sole  are  interrupted.  At  times, 
small  horny  nuclei  or  islands  are  present  in  the 
scarred  area.  Pain  on  walking  is  frequently 
present.  An  important  feature  is  the  presence 
of  desiccated  capillary  tips  varying  in  size  (Fig. 
2).  These  may  or  may  not  be  perpendicular  to 
the  surface.  In  a mosaic  wart  the  capillary  tips 
are  all  the  same  size  and  perpendicular  to  the 
surface.2 

In  severe  cases  of  plantar  radiodermatitis, 
there  may  be  localized  areas  which  simulate 
plantar  warts  in  size  and  appearance.  When 
these  are  pared  down,  the  center  appears  soggy 
and  is  made  up  of  many  small  sinuses  which  give 
a honeycomb  appearance.  The  next  stage  is 
ulceration  with  more  intense  pain.  The  appear- 
ance of  ulceration  is  strong  evidence  of  radio- 
dermatitis. 

The  ulcers  vaiy  in  size  in  proportion  to  the 
radiation  absorbed.  They  may  be  minute,  1 
mm.  in  diameter,  or  they  may  be  larger,  up  to 
1 cm.  or  more.  The  small  ulcers  are  usually 
round  but  may  appear  linear  because  of  the 
approximation  of  the  opposing  surfaces  of  the 
ulcer.  A constant  feature  of  these  ulcers  is 
pain,  even  while  the  foot  is  elevated.  The  larger 
the  ulcer  the  greater  is  the  pain.  Secondary 
infection  is  more  apt  to  be  present  in  the  sur- 
rounding tissue  with  erythema  and  dusky,  boggy 
edema.  The  base  of  the  ulcer  is  often  necrotic. 
Surrounding  these  ulcerations  are  typical  areas 
of  radiodermatitis. 

Even  in  minor  cases  of  plantar  radiodermatitis, 
there  is  some  destruction  of  the  underlying  fat 
pad.  The  greater  the  involvement,  the  more 
extensive  the  loss.  Where  there  has  been  exten- 
sive destruction  with  deep  fibrosis,  the  involved 
area  is  not  freely  movable  over  the  underlying 
structures.  With  extensive  ulceration,  necrosis 
of  the  underlying  bone  may  occur. 

Often  adjacent  to  the  patch  of  plantar  radio- 
dermatitis are  mosaic  warts.  These  are  the 
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remnants  of  the  original  lesion  for  which  irradia- 
tion had  been  given  without  success. 

Treatment 

Treatment  of  plantar  radiodermatitis  may 
follow  either  of  two  methods,  conservative  or 
surgical.  The  conservative  type  is  directed 
toward  healing  the  area  and  preventing  ulcer 
formation  by  means  of  soothing  or  stimulating 
remedies  and  protective  padding.  This  method 
is  recommended  mainly  for  small  areas  with  or 
without  ulceration.  The  majority  of  small 
radiodermatitis  patches  on  the  sole  will  respond 
to  this  treatment.  It  is  wise  to  try  the  conserva- 
tive method  for  two  to  six  months  before  resorting 
to  surgery. 

Since  pain  is  the  chief  subjective  symptom, 
relief  of  the  pain  is  the  first  concern  in  conserva- 
tive treatment.  Locally,  the  area  should  be  pared 
down  to  remove  the  hyperkeratotic  tissue.  This 
alone  will  frequently  relieve  much  of  the  pain 
incurred  by  walking.  The  area  is  thinned  down 
until  active  blood  vessels  are  seen  or  pain  is 
elicited.  A sharp  scalpel  should  be  used  to 
minimize  bleeding  and  pain.  Medications  such 
as  ointments  containing  cod  liver  oil,  urea  and/or 
tannic  acid  may  be  applied.  Aloe  vera  jelly 
may  also  be  used,  but  it  is  difficult  to  keep  in 
place  if  the  patient  is  ambulatory.  Where  there 
is  ulceration,  bed  rest  is  necessary  together  with 
penicillin  therapy.  Two  to  five  million  units 
may  be  necessary  over  a period  of  one  to  three 
weeks.  Andrews  has  used  liver  and  penicillin 
therapy  in  a few  of  these  cases  to  aid  healing 
and  also  to  prevent  carcinoma.3  His  results 
have  been  very  encouraging. 

If  the  patient  is  ambulatory,  pain  is  diminished 
by  applying  protective  pads  to  relieve  pressure 
on  the  area  involved.  These  pads  may  be 
made  from  felt  or  foam  rubber,  cut  into  a crescent 
or  horseshoe  shape  to  fit  behind  and  around  the 
involved  area.  The  pad  is  strapped  in  place 
with  adhesive.  A more  permanent  appliance 
is  a removable  insole,  with  the  proper  pad  incor- 
porated in  it.  A cast  of  the  foot  must  be  taken 
before  a correctly  fitted  insole  can  be  made. 
This  type  will  obviate  the  constant  renewal 
of  pads  applied  to  the  foot  and  the  irritation  of 
the  skin  by  adhesive  tape.  Pads  may  also  be 
glued  into  the  shoe  but  they  must  be  properly 
placed  and  correctly  shaped.  Proprietary  pads 
are  not  satisfactory  since  each  pad  must  be 
shaped  to  the  individual  needs  of  the  patient. 

In  some  cases  a complete  insole  of  foam  rubber 
is  necessary  to  relieve  the  pain  of  walking.  A 
small  pad  applied  directly  over  the  area,  cushion- 
ing it,  is  helpful.  These  are  mechanical  sub- 
stitutes for  the  partially  lost  fat  pad. 

In  extensive  patches  of  plantar  radiodermatitis 


Fig.  3.  Radiation  ulcer  with  adjacent  active 
mosaic  warts  treated  by  two  series  of  x-rays. 


without  ulceration,  the  patient  may  be  comfort- 
able for  years  by  paring  down  any  calloused  area 
every  month  or  two  and  wearing  a protective 
cushioned  insole. 

With  this  type  of  conservative  treatment, 
some  small  areas  involved  become  smaller,  desic- 
cated blood  vessels  become  less  numerous,  and 
the  area  less  painful.  Ulcers  also  have  been 
healed.  If  after  two  to  six  months  there  is  not 
sufficient  progress  and  decrease  in  pain,  surgery 
may  be  performed. 

With  ulceration,  in  order  to  regain  normal 
function  of  the  foot  without  pain,  surgery  will 
often  be  needed  (Fig.  3).  In  fact,  where  the 
ulceration  is  0.4  cm.  or  larger,  it  is  probably  better 
for  the  patient  to  be  treated  immediately  with 
reconstructive  surgery,  for  the  disability  will  be 
less  in  the  long  run.  To  give  better  weight- 
bearing surfaces  over  bony  prominences,  surgery 
is  necessary. 

Various  methods  of  reconstructive  surgery 
have  been  recommended.  Some  are  more 
desirable  than  others,  but  no  matter  what  surgical 
procedure  is  followed,  infection  first  has  to  be 
removed  by  bed  rest  and  penicillin  therapy. 

The  simplest  surgical  method  is  excision  of  the 
involved  area.  This  must  be  thoroughly  excised 
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Fig.  4.  Large  patch  of  mosaic  warts  with  satel- 
lites on  left  foot.  Plastic  repair  for  radiodermati- 
tis on  right  foot  following  roentgen  therapy  for 
mosaic  warts. 


to  prevent  recurrence.  The  devitalized  tissue 
is  not  just  limited  to  the  small  ulcer  or  corelike 
mass  but  includes  a margin  of  the  apparently 
healthy  skin.  The  disadvantage  of  this  method  is 
the  scar  left  by  the  normal  healing  process  with  its 
subsequent  pain.  There  is  no  fat  pad  cushioning 
the  area.  This  all  tends  to  give  a poor  weight- 
bearing surface. 

Skin  grafting  is  used  with  more  satisfactory 
results.4  A wide  excision  of  the  devitalized  area 
I is  made  down  to  healthy  tissue.  If  there  is  a 
sufficient  fat  pad  remaining,  a Thiersch  graft  or 
free  full  thickness  graft  may  be  used.  According 
to  Ghormley  and  Lipscomb,  these  grafts  often 
fail  to  correct  the  defects  over  a weight-bearing 
surface,  especially  over  bony  prominences  (Fig. 
4). 5 In  these  cases  and  in  those  with  extensive 
involvement,  an  untubed  pedicle  graft  from  the 
opposite  calf  or  prepatellar  area  may  be  used. 
The  pedicle  graft  gives  a thicker  fat  pad  and, 
consequently,  a more  satisfactory  weight-bearing 
surface. 

Ghormley  mentions  a ninety-day  postoperative 
disability  with  this  method.  However,  Shaw 
states  that  his  patients  walk  in  normal  shoes  in 
from  six  to  eight  weeks.6 

Even  though  a skin  graft  has  been  made,  a pro- 
tective pad  is  often  necessary  to  relieve  pressure 
properly  over  these  areas. 

Dickson  recommends  a more  radical  procedure 
which  has  given  excellent  results.7  This  consists 
of  the  excision  of  a V-shaped  area  from  the  foot 
including  a toe,  metatarsal  bone,  and  the  area  of 
radiodermatitis.  The  only  disadvantage  is  that 
the  foot  is  narrower  than  the  normal  one.  The 


main  advantages  are  that  the  intractable  ulcer 
and  persistent  pain  are  gone  and  the  patient 
has  a good  weight-bearing  foot. 

Any  plastic  repair  of  the  foot  is  out  of  the 
domain  of  the  dermatologist  and  should  be  done 
by  a surgeon  who  is  well  acquainted  with  this 
type  of  reconstruction. 

Few  areas  of  plantar  radiodermatitis  become 
malignant.  The  authors  have  never  seen  a small 
area  of  plantar  radiodermatitis  develop  into  a 
cancer.  Some  cases  have  been  observed  for 
years.  The  authors  do  not  believe  that  all  areas 
of  plantar  radiodermatitis  must  be  removed, 
because  they  feel  that  they  are  not  all  precan- 
cerous.  When  an  area  continues  to  grow  despite 
therapy,  it  should  then  be  considered  a potential 
cancer.  Perhaps  the  absence  of  actinic  light  in 
a shoe  is  a factor  in  keeping  these  areas  free  of 
cancer.  Certainly,  one  sees  more  cancer  develop- 
ing in  areas  of  radiodermatitis  on  the  hands  and 
face  than  on  the  foot.  In  line  with  Andrews’ 
research,  liver  therapy  may  help  in  the  prevention 
of  malignancies  following  plantar  radiodermatitis. 

The  problem  of  plantar  radiodermatitis  is  not 
a simple  one.  Proper  diagnosis  must  be  made 
first,  and  the  small  areas  must  not  be  confused 
with  warts.  Following  the  diagnosis,  one  must 
make  a choice  between  the  longer  conservative 
method  and  the  shorter  surgical  one. 

Summary 

The  diagnostic  features  of  plantar  radioderma- 
titis have  been  described. 

Treatment  has  been  outlined  and  divided 
into  conservative  and  surgical  therapy. 

Conservative  therapy  is  recommended  for 
small  areas  of  plantar  radiodermatitis  without 
ulceration,  and  in  cases  where  the  ulcers  are  small 
it  should  be  given  a trial. 

Reconstructive  surgery  is  advised  immediately 
for  cases  with  ulceration  in  an  area  of  0.4  cm.  or 
more. 

57  West  57th  Street 
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FIVE-DAY  AMBULATORY  PENICILLIN  THERAPY  OF 
EARLY  SYPHILIS 

Norbert  G.  Rausch,  M.D.,  Buffalo,  New  York 

{From  the  Buffalo  General  Hospital) 


THERE  appears  to  be  little  controversy  over 
the  fact  that  the  number  of  patients  completing 
antiluetic  treatment  varies  inversely  with  the  length 
of  time  required  for  completing  such  therapy. 
Records  show  that  only  one  out  of  every  five  pa- 
tients who  started  an  eighteen-month  clinic  treat- 
ment scheme  completed  it.  Only  one  out  of  four 
such  patients  received  the  minimum  of  20  arsenical 
and  20  bismuth  injections.  In  sharp  contrast  are 
the  results  of  a ten-day  ambulatory  penicillin  in  oil 
and  beeswax  regime  in  Almeda,  California.1 
Approximately  98  per  cent  of  952  patients  who 
started  on  such  a plan  of  treatment  completed  it. 
Eighty  per  cent  missed  no  clinic  appointments. 
Obviously,  the  shorter  the  plan  of  treatment,  the 
more  cooperation  from  the  patient. 

The  literature  contains  many  articles  on  penicil- 
lin therapy  in  a delaying  absorption  vehicle  for 
early  syphilis.  Thomas  et  al.  gave  600,000  units 
of  penicillin  in  oil  and  beeswax  per  day  for  eight 
days.2  Total  dosage  was  4,800,000  units. 
Ninety-three  per  cent  of  59  patients  with  sero- 
negative primary  syphilis  remained  seronegative ; 
86  per  cent  of  159  patients  with  seropositive  pri- 
mary syphilis  were  cured.  Only  62  per  cent  of 
secondary  luetics  were  cured.  Chargin  et  al.  gave 
300,000  units  daily  for  sixteen  days,  a total  dosage 
of  4,800,000  units.3  They  treated  13  patients 
with  seronegative  primary  syphilis.  All  were 
cured.  Of  51  cases  of  seropositive  primary 
syphilis,  92  per  cent  were  cured.  About  75  per 
cent  of  83  cases  of  secondary  lues  were  cured. 
Only  six  cases  of  early  latent  syphilis  (less  than 
one  year  in  duration)  were  part  of  their  series. 
Two  of  these  six  cases  remained  positive  during 
the  observation  period,  the  cure  rate  being  66  per 
cent. 

Blackwood  and  his  group  in  New  York  believe 
that  results  in  the  series  of  cases  they  report 
suggest  that  increasingly  large  doses  of  commer- 
cial penicillin  may  not  be  superior  to  smaller  doses 
administered  over  similar  short  periods  of  time.4 
Prolonging  the  treatment  period  from  eight  to 
fifteen  days  improved  treatment  results  according 
to  Thomas.5  Experimentally,  Eagle  and  his 
coworkers  reported  on  cures  of  syphilitic  rabbits 
by  such  small  doses  that  penicillin  was  never 
demonstrable  in  the  blood.6  They  found  that 
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low  concentrations  of  the  drug  acting  over  a long 
period  of  time  were  more  effective  than  high  con- 
centrations acting  over  a short  period.  In  sum- 
mary, it  would  appear  from  the  references  cited 
above  that  our  scheme  of  treatment,  i.e.,  relatively 
large  doses  in  a short  period  of  time  (five  days) 
might  not  be  as  efficient  as  longer  treatment 
periods  (eight  to  fifteen  days)  with  perhaps  no 
increase  in  total  dose. 

The  efficacy  of  penicillin  G treatment  in  early 
syphilis  is  unquestioned.  The  problem,  as  it 
now  appears,  is  to  find  the  shortest  period  and 
optimum  dose  over  which  the  antibiotic  can  be 
given  which  will  result  in  a large  percentage  of 
cures.  With  this  in  mind,  we  instituted  in 
November,  1946,  a study  of  104  patients  with 
early  acquired  syphilis  on  a five-day  treatment 
regime.  These  individuals  received  individual 
daily  doses  of  600,000  units  of  crystalline  sodium 
penicillin  G in  peanut  oil  with  4.8  per  cent 
bleached  beeswax.  The  manufacturer  maintains 
that  such  a preparation  given  at  the  rate  of  600,- 
000  units  daily  gives  a serum  penicillin  level  of  1.0 
units  per  cc.  four  hours  after  injection  and  0.14 
unit  per  cc.  twenty-four  hours  after  injection. 
Such  a dose  amounted  to  a volume  of  2 cc.,  and 
the  total  amount  was  given  in  one  depot  intra- 
muscularly in  the  buttock.  The  great  propor- 
tion received  five  such  daily  injections  consecu- 
tively. A few  cases  received  the  five  doses  in  a 
six-day  period,  thereby  skipping  one  treatment 
day.  The  total  amount  of  penicillin  given  in 
each  case  was  3,000,000  units. 

Material 

These  individuals  were  seen  in  the  diagnostic 
clinic  of  the  venereal  disease  division  of  the  then 
City  of  Buffalo  Health  Department.*  Penicillin 
was  supplied  by  the  New  York  State  Department 
of  Health.  All  treatments  were  given  in  the 
diagnostic  clinic  by  the  writer.  All  completed 
the  prescribed  course  of  therapy.  We  were  able 
to  follow  84  cases  for  the  entire  eighteen  months. 
The  post-treatment  observation  consisted  of 
titered  serologies  and  physical  examinations  at 
monthly  intervals.  The  results  given  below  in- 
clude only  those  individuals  who  were  followed  the 
entire  eighteen  months.  The  classification  of 
treatment  failure  includes  relapses,  clinical  and/or 

* Since  January  1,  1948,  a part  of  the  Erie  County  Health 
Department. 
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serologic  and  presumed  reinfection.  Seroresist- 
ance  is  included  as  failure  in  treatment.  In 
other  words,  if  the  titer  had  not  reached  nega- 
tivity sometime  during,  and  then  remained  so 
throughout  the  entire  eighteen  months,  these 
were  considered  failures. 

We  had  five  seronegative  primary  patients  of 
whom  all  were  cured.  Of  16  seropositive  primary 
cases,  15  were  cured — a cure  rate  of  94  per  cent. 
Thirty-eight  cases  of  secondary  syphilis  were  part 
of  our  series.  Of  these,  31,  or  81  per  cent,  were 
cured.  Early  latent  (less  than  one  year  in  dura- 
tion) infections  numbered  25.  There  were  18 
cured,  72  per  cent  (Table  1). 


TABLE  1. — Results  in  Five-Dat  Therapy 


Cures 

Failures 

Total 

Per  Cent 
Cured 

Seronegative 

Primary 

5 

0 

5 

100 

Seropositive 

Primary 

15 

1 

16 

94 

Secondary 

31 

7 

38 

81 

Early  asymptomatic 

(less  than  one  year 
duration) 

18 

7 

25 

72 

Totals 

69 

15 

84 

82 

Results 

Unquestionably,  our  series  is  small.  However, 
we  were  able  to  follow  a high  proportion  of  our 
patients  for  the  entire  observation  period  of 
eighteen  months,  so  the  satisfactory  results  are 
believed  to  be  of  definite  significance.  When  the 
20  cases  which  we  were  unable  to  follow  for  the 
entire  observation  period  are  compared  with  the 
84  cases  reported,  we  find  that  except  for  a lower 
percentage  of  primary  cases  the  proportion  is 
about  the  same  (Table  2). 


TABLE  2. — Proportion  of  Patients  Followed 


Primary 

Early 

Secondary  Asymptomatic 

Cases  reported 

21  (25%) 

38(45%) 

25  (30%) 

Cases  not  followed 

2 (10%) 

11  (55%) 

7 (35%) 

Using  as  a basis  our  classification  of  failure  in 
treatment  outlined  above,  the  accompanying 
table  shows  that  our  results  compare  favorably 
with  those  of  Chargin  and  Thomas  where  longer 
treatment  schedules  were  employed  (Table  3).3'6 

TABLE  3. — Results  of  Treatment  of  Early  Syphilis 
with  Penicillin  in  Oil  and  Beeswax 


Thomas  et  al.  Chargin  et  al.  Our  Series 
Num-  Num-  Num- 


ber 

Cured 

ber 

Cured 

ber 

Cured 

Seronegative 

59 

93% 

13 

100% 

5 

100% 

Primary 

Seropositive 

159 

86% 

51 

92% 

16 

94% 

Primary 

Secondary 

372 

62% 

83 

75% 

38 

81% 

Early  asymptomatic 

6 

67% 

25 

72% 

(less  one  year  in 
duration) 


Spinal  fluid  investigations  were  done  on  27 
patients  sometime  during  the  observation  period. 
Two  of  these  were  classified  as  treatment  failures. 
One  of  the  latter  had  a positive  spinal  fluid.  All 
other  specimens  were  negative. 

It  might  be  worth  while  to  point  out  that  all 
patients  were  questioned  at  each  return  visit  re- 
garding any  penicillin  therapy  for  intercurrent 
infections  during  their  observation  period.  As 
far  as  we  were  able  to  determine,  there  were  no 
such  occurrences. 

Summary 

Final  results  of  therapy  of  84  patients  with 
early  syphilis  (less  than  one  year  in  duration)  are 
reported.  These  findings  are  compared  with 
others,  previously  published,  in  which  larger 
doses  and  longer  treatment  periods  were  used. 
It  appears  that  results  with  this  scheme  of  treat- 
ment with  an  ambulatory  penicillin  preparation 
does  not  vary  significantly  from  the  others.  It  is 
again  emphasized  that  an  advantage  of  this 
method  is  the  fewer  number  of  patient  visits 
needed  to  complete  the  treatment.  The  time 
when  one  treatment  for  early  syphilis  will  be 
sufficient  may  not  be  far  off.  It  is  hoped  that 
this  contribution  will  be  a small  step  on  the  way. 

333  Linwood  Avenue 

Discussion 

Rudolph  Ruedemann,  M.D.,  Albany. — The  per- 
centage of  cures  in  darkfield  positive,  Wassermann 
negative  primary,  and  Wassermann  positive  cases  in 
early  syphilis  after  a thorough  trial  period  is  an 
established  fact.  The  maintenance  of  a definite 
serum  level  of  penicillin  over  a time  period  of  at 
least  seventy-two  hours,  whether  with  aqueous  peni- 
cillin, procaine  penicillin,  or  the  newer  preparations, 
gives  uniform  results. 

We  are  now  particularly  concerned  with  that  25 
to  30  per  cent  of  patients,  maintaining  a positive 
Wassermann,  relapsing  or  the  reinfections,  which 
are  difficult  to  ferret  out  from  the  relapses,  although 
the  percentage  of  relapse  is  estimated  from  10  to  40 
per  cent  by  various  authors. 

Systems  of  treatment,  variable  as  to  intensity 
and  time,  some  with  arsenic-bismuth  combinations, 
are  being  put  forth.  A recent  report  from  Chicago  in 
which  thirty-hour  treatment  fever  therapy  was  given 
using  penicillin,  mapharsen,  and  bismuth  gives  13 
per  cent  failure.®  Is  this  too  tricky  and  expensive 
for  routine  use?  Keim  recently  advocated  15  daily 
injections,  300,000  units  in  Wassermann  negative, 
darkfield  positive,  primary  syphilis  with  added 
eight  weeks  of  16  arsenical  and  8 bismuth  injections 
for  seropositive  primary.6  In  secondary  syphilis 
this  is  followed  by  ten  more  injections  of  300,000 
units  of  penicillin. 

Reports  come  in  from  all  sections  of  the  country, 
different  schedules  but  all  with  the  one  purpose — 
a higher  cure  rate,  but  are  we  getting  into  the  same 
old  rut — increasing  the  time  and  the  number  of 
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injections  but  losing  sight  of  the  fact  that  with 
these  the  patient  grows  weary? 

It  has  been  interesting  to  observe  the  develop- 
ment of  antiluetic  treatment  over  a thirty-year 
period.  The  twenty-year,  gradual  evolving  from 
the  sterlisans  magna  dose  to  a one  and  one-half  year 
routine  with  the  arsenicals-mercury  and  then  bis- 
muth. This  was  seemingly  well  established,  the 
treatment  par  excellence,  only  to  be  upset  by  the 
five-day  intensive  therapy  with  its  hospitalization 
and  reactions,  an  expensive  but  effective  procedure. 
It  had  its  five-year  trial  and  then  on  the  horizon,  in 
1943,  appeared  penicillin,  an  entirely  new  approach, 
an  antibiotic,  first  requiring  around-the-clock  hos- 
pitalization therapy  but  soon  becoming  a five-day 
ambulatory  routine,  relatively  free  from  reactions, 
short,  inexpensive  courses  with  results  comparing 
favorably  with  outmoded  drugs.  These  features 
met  with  one  hundred  per  cent  cooperation  on  the 
part  of  the  patient.  This  cannot  be  overlooked  as  a 
most  valuable  asset.  In  our  clinics,  we  have  yet  to 
see  a patient  who  has  failed  to  carry  out  this  treat- 
ment. (The  follow-up  is  another  story.)  This  is 
indeed  a far  cry  from  the  35  per  cent  or  even  less 
than  25  per  cent  who  completed  one  and  one-half 
years  routine. 

New  public  health  problems  have  arisen:  added 
zeal  is  required  to  control  sources  of  infection  and 
contacts  to  prevent  reinfections,  added  effort  in 
follow-up  work  to  check  relapses.  This  was  par- 
ticularly necessary  because  overzealous  newshawks 
led  the  patients  to  believe  that  five  days  sufficed — 
this  was  a cure  for  all  forms  of  syphilis. 

This  paper  reiterates  the  established  fact  that  the 
earlier  the  treatment,  the  better  the  results,  but  in 
early  syphilis,  Wassermann  positive,  the  ultimate 
goal  has  not  been  reached.  Perhaps  the  newer 
preparations,  with  their  longer  maintenance  of 
penicillin,  blood  serum  levels,  will  be  the  answer  to 
the  syphilologist’s  prayer. 

In  striving  for  the  goal,  we  must  not  lose  sight  of 
the  mental  and  economic  status  of  the  average  pa- 
tient with  syphilis.  The  individual  at  the  end  of  the 


needle  does  not  always  have  the  cerebration  to 
envision  the  dire  consequences  of  treatment  neglect 
as  has  the  wielder  of  the  syringe.  The  time  of  treat- 
ment must  conform  with  the  patient’s  economic 
status — no  loss  of  time  from  his  work,  plus  his  in- 
clination to  appear  for  treatment  with  not  too  many 
explanations  necessary  to  his  employer.  In  Ver- 
mont a most  recent  report  bore  out  these  facts, 
when  out  of  193  patients,  all  white,  49  (25.4  per 
cent)  took  irregular  treatments  mostly  because  of 
failure  to  set  a proper  time.0 

After  listening  to  Dr.  Rausch’s  paper,  coupled 
with  personal  experience,  we  cannot  help  but  feel 
penicillin  is  the  drug  of  choice  in  early  syphilis,  but 
new  developments  must  be  along  these  same 
lines — short,  inexpensive  therapy,  readily  available. 

Why  strive  for  that  added  25  to  30  per  cent  of 
cures  by  increasing  time  and  the  number  and  the 
variety  of  injections,  when  perhaps  30  per  cent  or 
more  of  the  patients  become  weary  and  disinterested 
and  drift  back  into  promiscuity  with  their  relapses? 

The  Parran  goal  will  never  be  reached  until, 
educationally  and  therapeutically,  our  efforts  are 
concentrated  on  the  patient  with  early  syphilis  and 
we  finally  achieve  Utopia,  when  the  33  per  cent 
early  syphilis  and  67  per  cent  late  syphilis,  now  re- 
ported in  our  State,  is  reversed  to  67  per  cent  early 
syphilis  and  33  per  cent  late  syphilis.  Only  then 
will  our  goal  be  in  sight. 

a.  Rodriquez,  J.,  Schwemlein,  G.  X.,  Bauer,  T.  J„ 
Plotke,  F.,  Peters,  E.  E.,  Kendall,  H.  W.,  and  Rodriquez, 
A.  A.:  J.  Ven.  Dis.  Inform.  30:  69  (Mar.)  1949 

b.  Keim,  H.  L. : J.  Michigan  M.  Soc.  47:  1099  (Oct.) 
1947-1948. 

c.  Aiken  R.  B.:  J.  Ven.  Dis.  Inform.  30:  107  (Apr.)  1949. 
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TEN  POINTS 

1.  You  cannot  bring  about  prosperity  by  dis- 
couraging thrift. 

2.  You  cannot  strengthen  the  weak  by  weakening 
the  strong. 

3.  You  cannot  help  small  men  by  tearing  down 
big  men. 

4.  You  cannot  help  the  poor  by  destroying  the 
rich. 

5.  You  cannot  lift  the  wage-earner  by  pulling 
down  the  wage-payer. 

6.  You  cannot  keep  out  of  trouble  by  spending 
more  than  your  income. 


7.  You  cannot  further  the  brotherhood  of  man 
by  inciting  class  hatred. 

8.  You  cannot  establish  sound  security  on 
borrowed  money. 

9.  You  cannot  build  character  and  courage  by 
taking  away  a man’s  initiative. 

10.  You  cannot  really  help  men  by  having  the 
government  tax  them  to  do  for  them  what  they  can 
and  should  do  for  themselves. 

— Committee  for  Constitutional  Government,  New 
York  City. 


CUTANEOUS  LEISHMANIASIS— REPORT  OF  A CASE  AND  SUMMARY 
OF  THE  NEWER  CONCEPTS 

Marvin  N.  Winer,  M.D.,  Buffalo,  New  York 

{From  the  Department  of  Dermatology,  Edward  J.  Meyer  Memorial  Hospital ) 


CUTANEOUS  leishmaniasis  is  not  a new 
disease,  having  first  been  described  by 
Russell  in  1756.1  It  was  not  until  1903  that  the 
causative  organism  was  first  accurately  described 
by  Wright.  The  description  of  the  causative 
factor  by  Wright  showed  it  to  be  a protozoan 
organism  of  the  family  Trypanosomidae.  This 
flagellate  has  the  property  of  infecting  verte- 
brates but  utilizing  invertebrates  as  intermediate 
hosts.  Leishman  later  changed  the  name  of  the 
etiologic  organism  to  Leishmania  tropica.2 

Several  excellent  articles  have  been  published 
in  the  last  fifteen  years  by  Fox,  Dostrovsky, 
and  numerous  South  American  authors.3-4  A 
splendid  review  was  published  by  Goldman  in 
1947. 5 The  epidemiologic  importance  of  cu- 
taneous leishmaniasis  has  been  overstressed,  since 
all  of  the  reported  cases  (as  well  as  my  own)  were 
exogenous  in  origin.  The  case  reported  as 
autochthonous  by  Benedek  was  dismissed  by 
Fox  as  having  originated  in  Poland.6  The  report 
of  Stewart  and  Pilcher  of  an  autochthonous  case 
in  an  American-born  Mexican  boy  was  questioned 
by  Goldman  because  the  diagnosis  was  based 
solely  on  the  findings  of  the  Leishmania  orga- 
nisms in  tissue  section.7  Furthermore,  it  has  been 
shown  that  cutaneous  leishmaniasis  is  primarily 
a self-limited  disease.  Experience  with  Ameri- 
can troops  stationed  in  the  middle  East  showed 
that,  of  499  proved  cases  occurring  in  these 
soldiers,  there  were  few  actual  cases  when  these 
troops  were  returned  to  the  continental  limits 
of  the  United  States.8 

There  are  several  classifications  of  leishman- 
iasis given  in  the  literature.  A simple  and 
logical  grouping,  based  on  anatomic  involvement, 
is  as  follows: 

(a)  Primary  cutaneous  (oriental  sore)  caused 
by  L.  tropica. 

(6)  Primary  cutaneous  with  secondary  visceral 
involvement  (Espundia  or  Uta,  South 
American  leishmaniasis)  caused  by  L. 
braziliensis. 

(c)  Primary  visceral — Kala-azar  caused  by 
L.  donovani,  and  infantile  splenomegaly 
caused  by  L.  infantum. 

( d)  Primary  visceral  with  secondary  cutaneous 
involvement  (post-Kala-azar  leishmanid). 
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There  has  been  considerable  controversy  re- 
garding the  ability  to  distinguish  morphologically 
between  L.  tropica,  braziliensis,  and  donovani. 
That  all  three  are  variants  of  a single  organism 
has  been  repeatedly  suggested.  This  question 
is  important  and  not  only  from  an  academic  point 
of  view.  Are  the  three  strains  immunologically 
related?  Noguchi,  quoted  by  Sutton,  claims 
that  Leishmania  tropica,  braziliensis,  and  dono- 
vani are  serologically  specific,  yet  fermentation 
tests  are  not  adequate  to  distinguish  between 
them.2  Is  prophylactic  immunization  in  endemic 
areas  indicated?  In  Bagdad,  Persia,  and  Turkes- 
tan, prophylactic  inoculation  of  children  has 
been  practiced  for  many  years.  Graduated  dos- 
ages of  culture  material  of  L.  tropica  have  been 
used,  the  children  developing  cutaneous  ulcers 
at  the  site  of  inoculation  which  last  for  two  or 
three  months.9  Upon  involution  of  these  ulcers, 
immunity  develops,  presumably  permanent. 

The  methods  of  transmission  have  not  been 
fully  established  to  date.  Reservoir  hosts  in- 
clude the  Macacus  monkeys,  cats,  and  brown 
bears.  Dogs  and  white  mice  have  been  success- 
fully inoculated.10  The  sandfly,  genus  Phleboto- 
mus,  is  almost  universally  accepted  as  a vector 
for  the  Leishmanial  parasite.  Different  species 
of  the  Phlebotomus  are  involved  in  different 
parts  of  the  world.  Stable  flies,  house  flies, 
ticks,  and  bedbugs  have  all  been  incriminated  as 
possible  vectors,  but  the  mere  presence  of  the 
flagellates  within  the  bodies  of  these  bugs  does 
not  necessarily  mean  that  they  are  true  vectors. 
The  bodies  of  L.  donovani  have  been  isolated 
in  the  nasal  discharges  of  humans,  as  well  as 
in  the  urine  and  feces.11 

Whether  the  respiratory  method  of  trans- 
mission is  of  importance  has  not  been  established. 
Autoinoculation  does  occur,  and  contact  from 
person  to  person  is  a distinct  possibility.  In 
France,  however,  the  disease  does  not  have  a 
tendency  to  spread  in  wide  areas.  Climatic 
conditions  must  have  some  bearing  on  trans- 
mission. 

It  is  questionable  whether  the  Phlebotomus 
fly  must  actually  bite  the  host  (the  proboscis 
penetrating  the  skin).  The  excreta  may  contam- 
inate the  skin  abrasion  when  the  insect  alights  on 
the  skin.12  Slapping  an  insect  and  crushing  it 
against  the  skin  is  sufficient  for  inoculation  to 
take  place.  However,  despite  the  crushing  of 
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the  insect  with  the  hands  (palms)  in  the  case  of 
oriental  sore,  to  my  knowledge  the  palms  as  a 
site  of  oriental  sore  have  never  been  reported. 
The  difference  in  thickness  and  toughness  of  the 
skin  on  the  palms,  as  contrasted  with  the  face 
for  example,  probably  is  the  important  point. 
However,  I feel  that  minute  breaks  in  the  skin 
are  much  more  likely  to  occur  on  the  hands  than 
on  other  parts  of  the  body. 

Southwell  and  Kirshner  have  dissected  many 
sandflies  and  have  found  that  the  leptomonad 
or  flagellate  form  is  present  only  in  the  pharynx 
of  the  flies,  while  the  Leishmania,  or  nonflag- 
ellated  forms,  are  present  in  the  midgut  of 
the  insects.12  When  the  leptomonad  form  is 
inoculated  into  the  human,  no  infection  results, 
while  inoculation  with  the  Leishmania  type  al- 
most invariably  produces  infection.  This  would 
indicate  that  an  actual  bite  by  the  insect  is  not 
likely  to  result  in  infection  unless  material  from 
the  gut  is  forcibly  injected  during  the  biting 
process.  Whether  an  insect  possesses  the  powers 
of  regurgitation,  I do  not  know. 

The  diagnosis  of  cutaneous  leishmaniasis  is  not 
always  easily  made.  In  nonendemic  areas,  such  as 
the  United  States,  a high  index  of  suspicion  is 
not  maintained.  In  Latin  America,  however, 
one  hears  the  dictum  that  ulcers  above  the  waist 
are  leishmaniasis,  while  those  below  are  the  so- 
called  tropical  ulcers.6  The  lesion  usually  begins 
with  a discrete  papule  on  the  exposed  portion  of 
the  body.  This  enlarges  to  become  a nodule 
which  may  either  be  level  with  the  surrounding 
skin  (deep  nodule)  or  elevated  in  the  classic 
manner.  The  nodule  then  undergoes  ulcerative 
changes,  and  the  entire  lesion  finally  heals  with 
atrophic  scarring.  The  scar  usually  assumes  a 
spindle-shaped  pattern.  Various  laboratory 
measures  have  been  used  in  the  diagnosis  of 
cutaneous  leishmaniasis.  These  include  direct 
examination  of  smears  taken  from  the  ulcer, 
culturing,  vaccine  test,  examination  of  blood 
smears,  formol-gel  test,  and  biopsy  or  tissue 
examination. 

Of  the  methods  enumerated,  direct  micro- 
scopic examination  of  the  stained  smear  is 
perhaps  the  best.  Unfortunately,  the  incidence 
of  positive  results  in  proved  cases  is  not  one  hun- 
dred per  cent.  Dostrovsky  and  Sagher  state 
that  smears  are  negative  in  10  per  cent  of  cases 
of  cutaneous  leishmaniasis,  despite  excellent 
conditions  in  experienced  hands.13  Culturing 
on  the  N.N.N.  medium  (Nicolle-Novy-NcNeal) 
and,  more  recently,  the  egg  embryo  medium 
yields  a satisfactory  incidence  of  positive  results. 

Sagher  recently  cited  two  cases  of  recurrent 
leishmaniasis  with  no  parasites  present  on  smear 
or  culture  but  giving  a positive  vaccine  test  in  a 
dilution  of  1: 10, 000, 000. 14  This  author  claims 


that  the  vaccine  test  is  one  of  the  more  important 
laboratory  procedures  in  making  the  diagnosis 
of  leishmaniasis.  He  reported  84  cases  of  cuta- 
neous leishmaniasis  of  the  early  nodular  type, 
all  showing  a response  to  a dilution  of  1 : 100  and 
1 : 10,000.  Sagher  claims  that  the  recurrent 
types  and  the  early  types  with  lymphogenic 
spread  show  a reaction  to  the  vaccine  test  in  a 
much  higher  dilution,  ranging  from  1 : 10,000 
to  1:10,000,000.  This  indicates  an  extremely 
allergic  reaction  similar  to  the  papulonecrotic 
tuberculid  and  implies  that  a positive  vaccine 
test  is  indicative  of  an  immunologic  reaction  to 
an  endoprotein  or  possibly  a toxin  elaborated 
by  the  Leishmania  organism. 

The  examination  of  the  peripheral  blood  smear 
is  of  little  value,  except  that  monocytosis  has 
been  reported  in  several  instances.  The  formol- 
gel  test  is  by  no  means  pathognomonic.  In 
leishmaniasis,  a cloudy  gel  is  elaborated,  as 
contrasted  to  the  clear  type  gel  found  in  other 
diseases. 

The  pathology  of  leishmaniasis  is  not  pathog- 
nomonic, being  very  similar  to  blastomycosis, 
except  that  many  plasma  cells  are  scattered 
diffusely  throughout  the  tissues  in  leishmaniasis, 
and  no  microabscesses  are  found  within  the 
epidermis  (Satenstein).1  Weidman  claims  that 
the  pathology  is  tuberculoid  but  not  distinctive.1 
Wenyon,  quoted  by  Goldman,  claims  that  the 
identification  of  the  Leishmania  parasites  in 
sections  is  always  open  to  question  unless  made 
by  an  observer  who  has  had  extensive  experiences 
with  these  particular  organisms.5 

Treatment 

The  treatment  of  cutaneous  leishmaniasis 
may  be  divided  into  three  main  categories.  I 
will  not  go  into  detail,  other  than  to  mention  the 
principal  agents  used. 

Local  Treatment  with  Chemicals. — Among  the 
chemicals  which  have  been  used  are  tincture 
of  iodine,  pure  phenol,  local  injections  of  ber- 
berine  sulfate,  red  cell  paste,  etc. 

Physical  Modalities. — Dry  ice  and  x-ray  have 
been  used.  It  is  interesting  to  note  that  MacKee 
in  his  most  recent  textbook  does  not  even  men- 
tion leishmaniasis  as  a condition  amenable  to 
x-ray.14  Auerbach  mentions  a prompt  cure 
within  two  months  after  a total  dosage  of  750 
roentgen  units  (factors  not  given).16 

Systemic  Treatment. — Tartar  emetic  was  first 
introduced  by  Vianna  for  the  treatment  of 
South  American  leishmaniasis  in  1913. 17  In 
1916,  Caronia  used  the  pentavalent  antimony 
compounds  Stibacetin  and  Stibinyl.17  Since  that 
time  it  has  been  found  that  the  pentavalent  anti- 
mony compounds  are  far  superior  to  the  trivalent 
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Fig.  1.  Photograph  of  patient  showing  appear- 
ance of  lesions  at  first  examination.  Ulcer,  lower  left 
margin,  was  biopsy  site. 


compounds.18  Of  the  former,  no  drugs  are  super- 
ior to  Stibanose,  Neostam,  or  Neostibosan.  The 
therapeutic  effects  of  the  drugs  seem  to  be 
correlated  with  the  concentration  of  antimony 
in  the  spleen  (experimental  leishmaniasis  of 
hamsters).  The  exact  mode  of  action  of  anti- 
mony is  conjectural.  Whether  the  antimony 
molecule  actually  destroys  the  parasites  or 
merely  stimulates  a mechanism  of  resistance  to 
the  infection  is  debatable.  Suffice  it  to  say  that 
the  pentavalent  antimony  drugs  are  superior 
agents  in  the  treatment  of  cutaneous  leishmani- 
asis. Vaccine  treatment,  using  killed  organisms 
from  a culture  of  L.  tropica  in  the  dose  of  one 
half  million  parasites,  has  been  used  with  debat- 
able results. 

The  report  of  the  thirty-second  exogenous  case 
of  cutaneous  leishmaniasis  from  the  United  States 
follows. 

Case  Report 

M.  H.,  a white,  twenty-four-year-old  man,  was 
referred  by  a physician  for  diagnosis  and  treatment 
on  October  31,  1947.  He  gave  the  history  of  coming 
to  the  United  States  from  Palestine  on  or  about 
July  2,  1947,  four  months  prior  to  his  first  examina- 
tion. Ten  weeks  after  entering  the  United  States, 
he  noted  a painful  inflammatory  lesion  on  the  upper 
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Fig.  2.  Low-powered  magnification  showing  rel- 
atively normal  epidermis  and  tuberculoid  infiltra- 
tion in  the  midportion  of  the  corium. 

margin  of  the  bridge  of  the  nose.  He  emphatically 
denied  a previous  insect  bite.  Local  hot  moist 
dressings  were  used  in  conjunction  with  a sulf- 
athiazole  powder,  followed  by  the  intramuscular 
use  of  penicillin  in  oil  and  beeswax.  With  the 
response  being  unsatisfactory  after  five  days  of  this 
treatment,  the  patient  was  referred  by  his  family 
physician  (Fig.  1).  The  referring  physician  had 
noted  some  peripheral  extension  of  the  lesion  with 
pinhead  globular  papules  appearing  at  the  margins. 

Except  for  attacks  of  seasonal  pollenosis  and 
bronchial  asthma,  the  past  history  and  functional 
inquiry  were  noncontributory. 

The  general  medical  examination  was  negative. 
Temperature,  pulse,  and  respiration  were  normal. 
The  dermatologic  examination  revealed  an  erythe- 
matous plaque  extending  across  the  bridge  of  the 
nose  measuring  U/4  inch  in  the  horizontal  diameter 
and  8/ 4 inch  in  the  widest  portion  of  the  vertical 
diameter.  The  upper  margin  of  the  plaque  began 
3/4  of  an  inch  below  the  glabella.  With  the  crust 
removed,  the  base  was  composed  of  healthy  granula- 
tion tissue  with  a few  globules  of  mucopurulent 
debris  scattered  irregularly  over  the  surface. 

The  tentative  diagnoses  were  leishmaniasis  and 
blastomycosis.  A culture  was  taken  from  the 
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Fig.  3.  Intermediate  magnification  showing  mac- 
rophages and  plasma  cells  with  an  occasional  epithe- 
lioid cell.  The  Leishman  bodies  are  seen  within  the 
macrophages. 


margin  of  the  lesion  (after  curettage  by  means  of  a 
fine  curet  and  capillary  pipet).  The  culture  was 
implanted  on  blood  agar  (the  only  available  medium 
at  the  time).  A punch  biopsy  was  taken  from  the 
left  lower  margin  of  the  plaque. 

Subsequent  laboratory  examinations  revealed  the 
following:  The  blood  Wassermann  test  was  nega- 
tive; the  red  and  white  blood  count  and  hemoglobin 
tests  were  all  within  normal  limits;  the  urinalysis 
was  normal,  and  repeated  cultures  (six)  implanted 
on  blood,  Sabaraud,  and  N.N.N.  media  merely  re- 
vealed a few  gram-positive  organisms  resembling 
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Fig.  4.  High-powered  magnification  showing 
large,  pale-staining  cells  (macrophages)  containing 
the  Leishman  bodies.  An  occasional  blepharoplast 
is  seen  (X). 


staphylococci.  Repeated  smears  (including  smears 
made  by  compressing  the  removed  biopsy  tissue  on 
slide)  using  Giemsa’s  stain  were  all  negative. 

Pathologic  examination  of  the  tissue  sections  re- 
vealed the  following:  The  epidermis  was  ulcerated 
at  one  margin.  Except  for  the  presence  of  a few 
lymphocytes  and  an  occasional  mononuclear  leuko- 
cyte in  the  lower  granular  layer,  the  epidermis  was 
normal.  In  the  midcorium  several  tuberculoid 
aggregates  were  seen  (Fig.  2).  These  were  primarily 
composed  of  epithelioid  cells,  lymphocytes,  and 
plasma  cells  (Fig.  3).  Large  pale-staining  cells 
with  a single  pink  nucleus  were  seen.  Within  the 
margins  of  these  large  cells,  many  discrete,  round  and 
oval,  light-staining  bodies  were  seen  (Fig.  4).  These 
parasites  were  occasionally  found  outside  'of  the 
margin  of  these  cells,  apparently  because  of  rupture 
of  the  limiting  cell  membrane. 

Summary 

1.  A report  is  made  of  the  thirty-second 
exogenous  case  of  cutaneous  leishmaniasis  in  the 
United  States  and  Canada. 

2.  The  methods  of  transmission  of  this  disease 
are  reviewed.  The  bite  of  the  sandfly  is,  in  itself, 
not  necessary  as  a means  of  transmission. 

3.  Newer  laboratory  methods  of  diagnosis 
including  the  cultural  and  intradermal  vaccine 
methods  are  briefly  outlined. 

315  Linwood  Avenue 

Discussion 

Harold  L.  Walker,  M.D.,  Elmira. — This  case  re- 
port and  comprehensive  review  of  the  literature  on 
cutaneous  leishmaniasis  is  timely.  This  is  par- 
ticularly true  in  these  days  of  increasing  air  travel  to 
endemic  areas,  such  as  the  Mediterranean,  Near 
East,  Orient,  and  South  America.  Due  to  the 
relatively  long  incubation  periods  of  the  various 
types  of  cutaneous  leishmaniasis,  an  individual  could 
become  infected  in  an  endemic  area  and  return  to 
the  United  States  prior  to  the  onset  of  clinical  symp- 
toms. Therefore,  such  reports  as  this  should  serve 
to  remind  us  that  tropical  diseases,  such  as  cutaneous 
leishmaniasis,  are  not  medical  curiosities  but  diseases 
any  of  us  may  be  called  upon  to  treat  in  our  private 
practices.  Even  though  such  tropical  cutaneous 
diseases  are  relatively  uncommon,  patients  with 
nodular  or  noduloulcerative  lesions  occurring  on 
exposed  areas  such  as  the  face  should  be  questioned 
as  to  whether  or  not  they  have  traveled  in  endemic 
areas.  If  a history  of  such  travel  is  obtained,  the 
various  types  of  cutaneous  leishmaniasis,  such  as 
oriental  sore,  post-kala-azar  dermal  leishmaniasis, 
and  American  leishmaniasis,  as  well  as  the  more 
common  nodular  lesions,  must  be  included  in  the 
differential  diagnosis. 

In  the  fall  of  1944,  I had  the  opportunity  to  ob- 
serve cases  of  both  oriental  sore  and  post-kala-azar 
dermal  leishmaniasis  in  the  clinics  at  the  Tropical 
School  of  Medicine  in  Calcutta,  India.  Dr.  Winer 
has  described  the  clinical  features  of  oriental  sore 
which  is  due  to  L.  tropica  and  which  occurs  chiefly 
in  hot  dry  climates  like  the  western  part  of  India. 
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Of  course  there  are  many  variations  in  addition  to 
the  typical  papular  or  nodular  type.  Among  these 
are  the  verrucous  and  the  lupoid  type.  Clinically, 
the  verrucous  type  closely  resembles  verrucous 
tuberculosis.  In  the  lupoid  type,  which  is  occasion- 
ally referred  to  as  leishmaniasis  recidiva,  the  original 
papule  heals  with  scarring,  and  new  papules  occur 
at  the  border  and  spread  peripherally.  The  lupoid 
type,  as  the  name  implies,  resembles  lupus  vulgaris. 

The  condition,  post-kala-azar  dermal  leish- 
maniasis, is  a very  interesting  entity.  Kala-azar, 
so-called  visceral  leishmaniasis  due  to  L.  donovani, 
occurring  in  hot  moist  areas  with  altitude  below 
2,000  feet,  such  as  eastern  and  southeastern  India, 
presents  certain  clinical  features  such  as  irregularly 
remittent  fever,  emaciation,  anemia,  and  enlarged 
liver  and  spleen.  When  the  visceral  infection  is 
overcome  either  by  treatment  or  spontaneously, 
some  of  the  organisms  occasionally  remain  in  the 
skin  and  slowly  multiply.  When  this  occurs,  about 
one  or  two  years  later  post-kala-azar  dermal  leish- 
maniasis may  develop.  One  of  the  early  symptoms 
is  an  erythematous  eruption  involving  the  middle 
third  of  the  face,  resembling  rosacea.  In  addition, 
hyperpigmented  macules,  pinpoint  to  about  Vs 
inch  in  diameter,  may  develop  with  the  distribution 
similar  to  that  of  pityriasis  rosea  involving  the  neck, 
trunk,  extremities,  and  also  occasionally  the  face. 
As  time  goes  on,  the  hyperpigmented  lesions,  as 
well  as  the  erythematous  areas,  may  become  nodular. 
Apparently  post-kala-azar  dermal  leishmaniasis  is 


rare  in  other  areas,  but  more  than  1,000  cases  of  this 
condition  have  been  recorded  at  the  Tropical 
School  of  Medicine  in  Calcutta,  India. 
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RING  DEATHS  “SHOCKING.”  CHICAGO  EDITOR  CLAIMS 


The  shocking  incidence  of  ring  deaths  and  serious 
injuries  among  professional  boxers  make  the  “sport” 
the  greatest  killer  in  American  athletics,  says 
Thomas  Gorman,  Chicago,  assistant  managing 
editor  of  Hygeia,  health  magazine  of  the  A.M.A. 

Boxing  has  produced  more  deaths  per  number  of 
participants  than  any  other  sport,  and  50  per  cent  of 
active  fighters  are  punch  drunk  to  some  degree,  he 
points  out  in  the  June  issue  of  the  magazine. 

“The  13  ring  deaths  of  1948  form  a continuation 
of  a series  over  the  years  since  professional  boxing 
has  become  widely  legalized  in  the  United  States,” 
Mr.  Gorman  says.  “According  to  recent  figures, 
five  boxers  were  killed  as  a result  of  bouts  up  to 
April  20  this  year,  13  in  1948,  nine  during  1947,  and 
11  in  1946. 

“A  boxer  dosn’t  have  to  be  knocked  out  or  have 
his  skull  broken  to  be  seriously  injured.  He  may 
suffer  pinpoint  hemorrhages  or  other  harm  to  his 
brain  not  outwardly  apparent  even  to  the  trained 
physician. 

“These  injuries  can  result  from  any  hard  blow  to 
the  head.  Pinpoint  hemorrhages  caused  by  the 
concussion  from  a hard  blow  may  destroy  nerve 


tissues.  Brain  tissues  do  not  heal  as  do  other  tissues 
of  the  body. 

“Some  parts  of  the  brain  can  suffer  destruction  of  a 
small  amount  of  tissue  without  immediate  paralysis 
or  changes  in  behavior.  These  injuries  are  per- 
manent. As  more  are  received  they  will  contribute 
to  loss  of  mental  powers  or  bodily  control. 

“Doctors  who  have  pointed  out  the  dangers  of 
organized  mayhem  based  on  scientific  observations 
over  the  years  are  only  permitted  on  the  sidelines  as 
members  of  advisory  boards  and  as  medical  ex- 
aminers dependent  for  their  fees  on  the  whims  of 
politicians.  Use  of  doctors  has  the  effect  of  furnish- 
ing a phony  respectability  to  an  otherwise  dubious 
activity. 

“The  participants  for  our  ‘sport’  of  professional 
boxing  come  from  the  thousands  of  high  school 
boys  and  young  men  in  college  who  engage  in  ama- 
teur boxing.  This  has  become  so  highly  organized 
through  vast  intercity  tournaments  that  the  only 
division  between  professional  and  amateur  boxing  is 
the  funnel  by  which  the  first  is  supplied  with  man- 
power from  the  great  reservoir  of  the  second.  They 
are  both  part  of  the  same  picture.” 


A STUDY  OF  MATERNAL  DEATHS  IN  NEW  YORK  CITY  FOR  1947 

Edwin  M.  Gold,  M.D.,  and  Helen  M.  Wallace,  M.D.,  New  York  City 

{From  the  Bureau  of  Maternal  and  Child  Hygiene,  New  York  City  Department  of  Health) 


THE  medical  profession  is  particularly  inter- 
ested in  securing  the  best  possible  care  for  the 
expectant  mother,  in  preventing  complications 
involving  the  pregnant  state  whether  they  occur 
before,  during,  or  after  delivery,  and  in  prevent- 
ing deaths  from  these  complications. 

One  of  the  most  striking  methods  of  illustrating 
these  preventable  factors  is  to  study  the  lessons 
offered  from  maternal  deaths.  This  then  is  the 
reason  for  the  following  analysis,  in  which  a study 
of  the  maternal  mortality  for  the  year  1947  in  New 
York  City  is  undertaken.  During  this  period  of 
time  there  were  171,174  live  births  and  230 
maternal  deaths,  with  a maternal  mortality  rate 
of  1.34  per  1,000  live  births. 

The  material  in  this  report  is  taken  from  data 
available  on  death  certificates  in  New  York  City 
and  supplementary  information  secured  from 
autopsy  reports  on  41  per  cent  of  the  cases  of  this 
series  in  the  office  of  the  Medical  Examiner  in  the 
City  of  New  York.  It  should  be  mentioned  at 
the  outset  that  there  is  some  limitation  in  this 
material  source,  and  unquestionably  more  com- 
plete data  are  present  in  case  reports  from  hos- 
pitals and  physicians’  records. 

Table  1 shows  the  distribution  of  maternal 
deaths  by  borough  in  New  York  City  for  1947. 


TABLE  1. — Distribution  of  Maternal  Deaths  bt 
Borough 


Number  of 

Maternal 

Number  of 

Maternal 

Mortality 

Borough 

Live  Births 

Deaths 

Rate* 

Manhattan 

53,282 

86 

1.63 

Brooklyn 

67,091 

76 

1.13 

Bronx 

23,923 

39 

1.63 

Queens 

22,418 

25 

1.11 

Richmond 

4,460 

4 

0.89 

Totals 

171,174 

230 

1.34 

* Per  1,000  live  births. 


In  this  group  of  230  maternal  deaths  there  are 
37  which  are  not  related  to  pregnancy  or  the 
puerperal  state,  leaving  193  puerperal  deaths 
with  a corrected  maternal  mortality  rate  of  1.13 
per  1,000  live  births.  Fifteen  of  these  cases,  or 
40  per  cent  of  the  nonpuerperal  deaths,  occurred 
in  patients  who  were  beyond  the  first  month  post- 
partum. 

Marital  Status 

An  analysis  of  the  marital  status  of  the  mater- 
nal death  group  shows  that  there  were  18  single 

Presented  at  a meeting  of  the  New  York  Academy  of 
Medicine,  Section  on  Obstetrics  and  Gynecology,  April  26. 
1949. 


women,  three  widows,  one  divorcee;  the  re- 
mainder were  married. 

There  were  35  women  who  had  induced  abor- 
tions and  died,  of  whom  approximately  50  per 
cent  were  married.  We  call  attention  to  this  fact 
because  such  a high  incidence  of  deaths  associated 
with  induced  abortion  occurred  in  the  married 
group. 

Racial  Distribution 

Table  2 shows  that,  in  spite  of  the  fact  that  11 
per  cent  of  the  live  births  in  1947  occurred  in  the 
nonwhite  group,  27  per  cent  of  the  maternal 
deaths  occurred  in  this  group.  The  maternal 
mortality  rate  in  the  nonwhite  group  is  three  times 
higher  than  that  of  the  white  group.  This  fact 
points  the  need  of  more  complete  availability  of 
medical  and  hospital  care,  better  education  of  the 
non  white  group  of  expectant  mothers,  and  better 
case-finding  to  assure  early  and  continuous  ante- 
partum care. 

TABLE  2. — Racial  Distribution  of  Patients 

Total  1947  Maternal 
Maternal  Deaths  Live  Births  Mortality 

Color  Number  Per  Cent  Number  Per  Cent  Rate 


White 

167 

73.3 

152,836 

89.3 

1.09 

Nonwhite 

63 

26.7 

18,338 

10.7 

3.44 

Total 

230 

100.0 

171,174 

100.0 

1.34 

Length  of  Gestation 

Fifty-seven  per  cent  of  the  patients  died  during 
the  third  trimester  of  pregnancy.  If  we  include 
the  patients  with  abortion  and  ectopic  pregnancy 
whose  gestation  periods  were  unknown  with  the 
group  dying  in  the  first  trimester  of  pregnancy,  a 
total  of  20  per  cent  died  in  the  first  trimester  of 
the  pregnancy.  This  high  incidence  of  death  (20 
per  cent)  in  the  first  trimester  is  pointed  out 
specifically  as  a perhaps  not  too  well-appreciated 
fact  (Table  3). 


TABLE  3. — Maternal  Mortality  in  Relation  to 
Length  of  Gestation 


Length  of  Gestation 

Number  of 
Patients 

Per  Cent 

First  trimester 

11 

4.8 

Second  trimester 

17 

7.4 

Third  trimester 

131 

56.9 

Postpartum 

20 

8.7 

Abortion,  gestation  unknown 

23 

10.0 

Ectopic  pregnancy,  gestation 
unknown 

9 

3.9 

Gestation  unknown 

19 

8.3 

Totals 

230 

100.0 
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Causes  of  Maternal  Deaths 

Hemorrhage. — In  the  last  compiled  national 
statistics  available,  hemorrhage  is  listed  as  the 
third  cause  of  maternal  mortality,  being  out- 
stripped by  infection  and  toxemia,  respectively.1 
In  our  review  of  maternal  mortality  in  New  York 
City  for  1947,  hemorrhage  is  found  as  the  leading 
cause  of  death : 53  cases,  or  23  per  cent,  of  the  230 
recorded  deaths  (Table  4).  It  is  of  interest  to  us 
that  in  a city  such  as  ours  where  99  per  cent  of 
the  deliveries  occur  in  hospitals,  such  a reversal  in 
trend  should  be  evidenced.  It  is  even  more 
startling  in  the  light  of  this  last  fact  to  observe 
that  of  these  hemorrhage  deaths,  10  per  cent 
occurred  within  one  hour  postpartum,  20  per  cent 
within  two  hours  postpartum,  and  30  per  cent 
within  three  hours  postpartum.  All  deaths  due 
to  hemorrhage  occurred  within  the  first  twenty- 
four  hours  postpartum. 

The  reversal  of  trend  referred  to  above,  in 
which  hemorrhage  became  the  leading  cause  of 
death,  was  noted  by  Gordon  in  his  reviews  of 
maternal  deaths  in  Brooklyn  since  1940.2  Merely 
to  point  out  the  statistical  incidence  of  hemor- 
rhage is  fruitless  unless  this  information  is  trans- 
lated into  day-to-day  obstetric  practice.  With 
this  view  in  mind,  our  survey  discloses  the  follow- 
ing: (1)  Blood  replacement  is  a life-saving  neces- 
sity. Every  hospital  with  a maternity  service 
must  have  an  adequate  supply  of  blood  for  im- 
mediate administration.  (2)  Better  diagnosis  is 
necessary  in  cases  of  ectopic  gestation,  since  25 
per  cent  of  the  hemorrhage  deaths  were  in  the 
first  trimester  of  pregnancy  of  which  the  great 
majority  were  associated  with  ruptured  ectopic 
gestation. 

Infection. — Infection  in  this  series  is  the 
second  leading  cause  of  death,  while  nationally  it 
is  the  leading  cause  of  death.3  In  our  series  of  48 
infection  deaths,  50  per  cent  were  due  to  embolic 
phenomena,  approximately  half  of  which  were 
associated  with  cesarean  section  (Table  4).  The 
other  50  per  cent  were  cases  of  frank  infection 
(generalized  peritonitis)  in  which  criminal  abor- 
tion played  a major  role. 

Cardiovascular  Disease. — Deaths  from  car- 
diovascular disease  are  not  listed  as  a separate 
entity  in  national  statistics  of  maternal  mor- 
tality. Yet,  in  our  series,  cardiovascular  disease 
appears  as  the  third  major  cause  of  death,  with 
42,  or  18  per  cent,  of  the  cases  (Table  4).  The 
major  risk  of  rheumatic  heart  disease  complicat- 
ing pregnancy  is  emphasized,  since  60  per  cent  of 
the  cardiovascular  deaths  were  due  to  this  cause. 
These  findings  demonstrate  the  need  for  greater 
appreciation  of  the  risk  and  more  active  par- 
ticipation by  obstetrician  and  internist  in  the 
management  of  the  pregnant  woman  with  cardiac 
disease. 


Toxemia. — Toxemia  in  our  series  ranks 
fourth  as  the  cause  of  death,  accounting  for  12  per 
cent  of  the  deaths  as  compared  to  a national  rank- 
ing of  second  place  in  1944,  with  25  per  cent  of  the 
maternal  deaths  (Table  4). 

Anesthesia. — Anesthesia  deaths,  which  have 
heretofore  been  overlooked  in  national  statistics, 
have  recently  been  found  to  be  a significant  fac- 
tor in  maternal  mortality.  In  our  series  anes- 
thesia accounted  for  4 per  cent  of  the  deaths  and 
ranked  fifth  as  a cause  of  death  (Table  4). 

There  are  three  major  approaches  to  the  prob- 
lem of  reducing  deaths  due  to  anesthesia:  Pro- 
phylactically,  solid  food  should  be  withheld  from 
the  parturient  in  active  labor.  In  addition, 
lavage  of  gastric  contents  prior  to  induction  of 
anesthesia,  as  recently  pointed  out  by  Mendelson, 
is  a major  step  forward.4  The  maintenance  of  a 
clear  airway  is  to  be  stressed.5  Finally,  top 
quality  anesthesiology  practiced  by  qualified 
personnel  in  the  field  is  a necessity,  not  a luxury, 
in  obstetric  practice. 

Miscellaneous. — There  were  47  deaths  due 
to  a wide  variety  of  causes,  of  which  37  were  non- 
puerperal,  as  previously  mentioned. 


TABLE  4. — Causes  of  Maternal  Death  in  New  York 
City  in  1947 


Cause  of  Death 

Deaths 

Number 

Per  Cent 

Hemorrhage 

53 

23.0 

Infection 

20.8 

Emboli 

24 

Other 

24 

Cardiovascular  disease 

18.2 

Rheumatic  heart  disease 

26 

Other 

16 

Toxemia 

27 

11.7 

Anesthesia 

4.3 

Aspiration  pneumonia 

7 

Spinal  death 

3 

Miscellaneous 

47 

20.4 

Unknown 

3 

1.3 

Totals 

230 

99.7 

Comparison  of  Types  of  Deliveries 

It  is  acknowledged  obstetrically  that  certain 
types  of  delivery  are  fraught  with  added  risks  to 
the  parturient.  Table  5 statistically  portrays 
these  risks,  as  follows : 

1.  Midforceps  delivery  appeared  in  2.9  per 
cent  of  the  total  1947  deliveries,  while  its  inci- 
dence rose  to  3.5  per  cent  in  the  mortality  series. 

2.  Version  without  forceps  to  the  aftercoming 
head  had  an  incidence  of  0.2  per  cent  in  the  total 
1947  deliveries,  but  its  incidence  rose  ten  times  in 
the  mortality  series  to  2.6  per  cent. 

3.  The  over-all  cesarean  section  rate  in  1947 
was  3.6  per  cent  for  all  deliveries,  but  its  inci- 
dence rose  five  times  in  the  mortality  series  to  18.2 
per  cent. 

4.  The  apparent  35  times  higher  incidence  of 
curettage  in  the  mortality  series  must  be  qualified 
by  the  understanding  of  the  fact  that  criminal 
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abortions  constituted  a great  majority  of  these 
deaths  in  the  mortality  series. 

5.  Ectopic  pregnancy  appears  with  a 26  times 
greater  frequency  in  the  maternal  mortality 
series,  despite  the  fact  that  10  of  these  12  cases 
died  in  the  hospitals.  Since  eight  of  these  12 
ectopic  pregnancies  died  unoperated  and  hemor- 
rhage was  listed  as  the  cause  of  death  in  10  of  the 
12,  one  can  but  conclude  that  late  or  erroneous 
diagnosis  played  a significant  role. 

6.  Lastly,  it  is  worthy  of  mention  that,  de- 
spite the  fact  that  85  per  cent  of  the  total  deliver- 
ies terminated  spontaneously  or  by  low  forceps, 
these  modes  of  delivery  were  associated  with 
slightly  more  than  25  per  cent  of  the  total  mater- 
nal deaths  in  1947. 

TABLE  5. — Comparison  of  Total  Deliveries  with  Total 

Maternal  Deaths  in  1947  by  Types  of  Deliveries 

Total  Deaths 

Total  Performed  in  1947 


in 

1947 

Per  Cent 

Type  of  Delivery 

Number 

Per  Cent 

Incidence  Number 

Inci- 

dence 

Spontaneous 

105,005 

56.6 

34 

14.7 

Low  forceps 

52,485 

28.3 

25 

10.9 

Midforceps 

5,441 

2.9 

8 

3.5 

High  forceps 

115 

0.06 

0 

0.0 

Version,  no  forceps 

405 

0.2 

6* 

2.6 

Version,  with  forceps 

44 

0.02 

0 

0.0 

Breech  extraction,  no 
forceps 

2,920 

1.6 

2 

0.9 

Breech  extraction 
with  forceps 

414 

0.2 

0 

0.0 

Cesarean,  all  types 

6,729 

3.6 

42 

18.2 

Curettage 

706 

0.4 

35 

14.7 

Hysterectomy 

129 

0.06 

0 

0.0 

Spontaneous  abortion 

9,740 

5.3 

6 

2.6 

Ectopic  gestation 

339 

0.2 

12 

5.2 

Undelivered 

? 

? 

40 

17.3 

Other  operative  pro- 
cedures 

720 

0.4 

1** 

0.4 

Not  stated 

32 

0.02 

19 

8.2 

Mutilating  proce- 
dures 

27 

0.01 

0 

0.0 

Totals 

185,251 

99.87 

230 

99.2 

* A craniotomy  was  performed  prior  to  version  on  one  case. 
**  This  patient  died  on  the  table  after  institution  of  frac- 
tional spinal  anesthesia  preparatory  to  cesarean  section. 


Cesarean  Section 

It  has  been  stated  in  a recent  maternal  mor- 
tality study  that  approximately  one  third  of 
maternal  deaths  exclusive  of  those  in  early  preg- 
nancy have  been  associated  with  cesarean  section.6 
In  this  1947  study,  42  women  (18  per  cent)  were 
delivered  by  cesarean  section.  Table  6 analyzes 
the  causes  of  cesarean  deaths. 


TABLE  6. — Cause  of  Death  in  Cesarean  Section  Cases 


Deaths 


Cause  of  Death 

Number 

Per  Cent 

Infection 

33.2 

Embolism 

11 

Postoperative  ileus  with  peri- 
tonitis 

2 

Intestinal  obstruction 

1 

Hemorrhage 

10 

24.0 

Toxemia 

7 

16.6 

Cardiovascular  disease 

14.4 

Rheumatic  heart  disease 

4 

Other 

2 

Anesthesia 

7.1 

Spinal 

2 

Other 

1 

Miscellaneous 

2 

4.7 

Totals 

42 

100.0 

The  risk  of  death  from  infection  in  cesarean 
section  is  60  per  cent  higher  than  that  for  the  total 
series. 

Toxemia,  the  third  greatest  cause  of  cesarean 
deaths,  had  a 50  per  cent  greater  incidence  as 
cause  of  death  in  the  cesarean  group  than  in  the 
total  series. 

Abortion 

Of  the  41  women  who  had  abortions  and  died, 
35  or  85  per  cent  had  a curettage.  Of  these  35 
instrumentalized  cases,  seven,  or  20  per  cent, 
were  associated  with  traumatic  perforation  of  the 
uterus  with  intestinal  laceration.  The  cause  of 
death  in  all  of  these  cases  was  acute  generalized 
peritonitis  proved  at  autopsy. 

There  were  six  cases  of  spontaneous  abortion,  or 
15  per  cent  of  the  total  abortion  deaths.  Two  of 
these  six  women  died  of  postabortal  hemorrhage; 
in  the  other  four  women,  the  abortion  occurred 
spontaneously,  secondary  to  the  underlying  condi- 
tions which  caused  death— -namely,  two  cases  of 
acute  appendicitis  with  peritonitis,  one  case  of 
intestinal  obstruction,  and  one  case  of  hyperten- 
sive cardiovascular  disease. 

Ectopic  Pregnancy 

There  were  12  ectopic  gestations  in  our  total 
series  of  230  maternal  deaths  (5  per  cent). 
Hemorrhage  was  the  cause  of  death  in  10  of  these 
12  cases;  cyclopropane  anesthesia  accounted  for 
one  death,  and  intestinal  obstruction  the  other. 


TABLE  7. — Data  on  Cases  of  Spontaneous  Rupture  of  Uterus 


Case 

Type  of 

Cause  of 

Duration  of 

Duration  of 
Survival  after 

Number  of 
Previous 

Number 

Delivery 

Death 

Labor 

Delivery 

Pregnancies 

1 

Spontaneous 

Hemorrhage 

2 hours  5 min. 

13  days 

2 

2 

No  information 

Hemorrhage 

No  information 

2 hours  20  min. 

5 

3* 

Spontaneous 

Hemorrhage 

No  information 

14  hours 

3 

4 

Spontaneous 

Hemorrhage 

9 hours 

71/*  hours 

3 

5 

Low  forceps 

Hemorrhage 

27  hours 

8 hours 

7 

6 

Spontaneous 

Hemorrhage 

No  information 

During  laparotomy 

No  information 

* Rupture  occurred  in  fundal  scar  at  site  of  myomectomy  performed  one  year  previously. 
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Laparotomy  was  performed  in  only  four  cases 
(33  per  cent).  Eight  cases  died  unoperated; 
the  diagnosis  was  made  in  these  cases  on  the  basis 
of  autopsy  findings.  Ten  of  these  12  women  died 
in  a hospital;  two  died  at  home. 

Spontaneous  Rupture  of  Uterus 

Spontaneous  rupture  of  the  uterus,  while  it 
appears  nowhere  in  our  compilation  of  statistics, 
occurred  in  at  least  six  patients.  The  facts  of 
interest  in  these  cases  are  summarized  in  Table  7. 

The  most  striking  evidence  elicited  from  the 
above  data  is  the  fact  that,  despite  survival  time 
ranging  from  two  hours  twenty  minutes  to 
thirteen  days,  only  one  of  the  six  cases  was 
operated.  It  is  of  further  interest  to  note  that  no 
primipara  appears  in  this  group.  The  patients 
had  from  two  to  seven  previous  pregnancies.  It 
is  also  of  interest  that  previous  uterine  operation 
(myomectomy)  had  been  performed  in  only  one 
patient.  It  is  of  interest  that  Case  1,  who  had 
had  only  two  previous  pregnancies,  sustained  this 
dire  complication  after  a precipitate  labor  with 
spontaneous  delivery. 

Home  Deaths 

There  were  15  women  who  delivered  and  died  at 
home  with  a maternal  mortality  rate  of  4.7  per 
1,000  live  births,  compared  to  the  over-all  rate  of 
1.34.  Thus  the  home  maternal  mortality  rate  is 
three  and  one-half  times  that  of  the  over-all  mor- 
tality rate  for  New  York  City  in  1947.  It  is  of 
interest  that  five  patients  who  delivered  at  home 
died  of  hemorrhage,  and  three  patients  died  of 
infection.  One  of  the  infection  deaths  was  due  to 
septicemia.  This  finding  demonstrates  the  haz- 
ard of  home  delivery,  particularly  when  one-third 
of  these  cases  died  of  hemorrhage.  How  can  the 
emergency  of  postpartum  hemorrhage,  to  list  but 
one  obstetric  emergency,  be  adequately  coped 
with  in  the  home?  It  is  hoped  that  future  years 
will  see  a total  disappearance  of  home  deliveries 
in  this  city. 

Economic  Status  of  Patients 

It  is  becoming  more  and  more  an  accepted  fact 
that  mortality  in  obstetrics  is  a product  of  pre- 
conceptional,  ante-,  intra-,  and  postpartal  fac- 
tors. In  other  words,  it  reflects  the  entire  status 
of  the  patient.  Prophylactically,  therefore,  one 
must  deal  with  the  developmental,  nutritional, 
emotional,  and  systemic  aspects  of  the  patient  on 
the  one  hand  and  the  environmental  (social  and 
economic)  factors  on  the  other  hand.  What  more 
graphic  portrayal  of  the  above  factors  can  be 
made  than  to  demonstrate  the  more  than  100  per- 
cent difference  in  maternal  mortality  rate  be- 
tween the  private  patients  with  a rate  of  0.7  and 


the  ward  patients  with  a rate  of  1.9  per  1,000  live 
births  (Table  8). 

We  stated  at  the  outset  that  only  41  per  cent  of 
the  cases  were  autopsied.  If  more  knowledge 
regarding  maternal  mortality  is  to  be  gleaned, 
certainly  a higher  percentage  of  women  who  die 
should  be  studied  at  the  autopsy  table. 


TABLE  8. — Economic  Status  of  Patients 


Economic 

Patients ' 

Live 

Maternal 

Mortality 

Status 

Number 

Per  Cent 

Births 

Rate 

Private  patients 

9o 

41.3 

124,134 

0.7 

Ward  patients 

84 

36 . 5 

45,378 

1 .9 

Unknown 

51 

22.2 

Totals 

230 

100.0 

169,512* 

* There  were  an  additional  1,662  live  births  distributed  as 
follows:  ambulance,  1,150;  midwife,  121;  nurse-midwife, 

343;  foundling,  32;  other,  16,  making  a total  of  1,662  births. 


Condition  of  Child  or  Fetus 

Table  9 shows  that  37  per  cent  of  women  in 
this  group  had  a living  child.  In  57  per  cent  of 
the  women  there  was  pregnancy  wastage,  i.e., 
the  child  was  stillborn,  aborted,  and  not  delivered 
or  ectopic. 

This  pregnancy  wastage  should  be  comparer! 
with  the  1947  city-wide  statistics,  in  which  there 
were  185,251  total  deliveries,  171,174  live  births 
and  14,077  fetal  deaths.  The  total  reported 
pregnancy  wastage,  city-wide,  was,  therefore,  8.0 
per  cent. 

F rom  these  figures  it  is  obvious  that  fetal  wast- 
age is  seven  times  higher  in  our  group  of  maternal 
mortality  cases  than  in  the  total  women  who  de- 
livered in  1947  in  New  York  City. 


TABLE  9. — Status  of  Child  or  Fetus 


Status  of  Child  or  Fetus 

Number  of 
Patients 

Per  Cent 

Child  living 

86 

37.4 

Child  stillborn  (full-term 
or  near  term) 

39 

16.9 

Child  aborted 

41 

17.8 

Child  not  delivered 

40 

17.4 

Ectopic  gestation 

12 

5.2 

Not  stated 

12 

5.2 

Totals 

230 

99.9 

Filing  of  Certificate  of  Fetal  Death 

Table  10  is  included  merely  to  show  the  incom- 
pleteness of  reporting  fetal  deaths  in  New  York 
City.  The  Sanitary  Code  of  the  City  of  New 
York  requires  that  all  products  of  conception, 
regardless  of  length  of  gestation,  be  reported  on  a 
fetal  death  certificate  to  the  Department  of 
Health.7  In  this  series  of  89  fetal  deaths,  only  52, 
or  58  per  cent,  had  a fetal  death  certificate  filed 
with  the  Department  of  Health.  The  group  in 
which  there  was  poof  filing  of  fetal  death  certifi- 
cates predominantly  included  worqQrt^vho  aborted 
or  who  had  ectopic  pregnancy.  * 
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In  light  of  the  recently  growing  interest  in  the 
field  of  developmental  pathology,  the  physician 
can  aid  in  this  investigation  and  preventive  pro- 
gram by  supplying  at  least  the  detailed  informa- 
tion asked  for  on  fetal  death  certificates.8 


TABLE  10. — Status  of  Fii.inq  of  Fetal  Death 
Certificate  when  Fetal  Death  Occurred 


Fetal  Death  Certificate 

Length  of  Gestation 

Total 

Filed 

Not  Filed 

Third  trimester 

41 

39 

2 

Second  trimester 

4 

3 

1 

First  trimester 

9 

(i 

3 

Unknown* 

38 

5 

33 

Totals 

92 

53 

39 

* Includes  abortions 

and  ectopic 

pregnancies 

in  early 

pregnancy. 

Summary 

1.  The  maternal  mortality  rate  for  New  York 
City  in  1947  is  1.34  per  1,000  live  births. 

2.  Thirty-seven  nonpuerperal  deaths  occur- 
red, correcting  the  maternal  mortality  rate  to  1.13 
per  1,000  live  births. 

3.  The  maternal  mortality  rate  in  the  non- 
white group  is  3.44  per  1,000  live  births,  a rate 
three  times  higher  than  that  in  the  white  group 
(1.09). 

4.  Hemorrhage  is  the  leading  cause  of  death 
(23  per  cent).  Cardiovascular  disease  and  anes- 
thesia have  emerged  as  major  causes  of  maternal 
mortality  (third  and  fifth  places,  respectively). 


5.  The  hazards  of  version  and  cesarean  sec- 
tion as  modes  of  delivery  are  demonstrated. 

6.  The  dire  consequences  of  late  or  erroneous 
diagnosis  of  ectopic  pregnancy  are  pointed  out. 

7.  Six  patients  died  with  spontaneous  rupture 
of  the  uterus,  with  operative  intervention  in  only 
one  case,  despite  survival  time  ranging  from  two 
hours  to  thirteen  days  following  the  diagnosis  of 
rupture. 

8.  The  risk  of  home  delivery  is  shown  to  be 
three  and  one-half  times  greater  than  hospital 
delivery.  (Maternal  mortality  rate  of  4.7  per 
1,000  live  births  compared  to  1.34.) 

9.  The  more  than  100  per  cent  greater  mater- 
nal mortality  rate  in  ward  patients  versus  private 
patients  is  shown. 

10.  The  striking  fetal  wastage  in  the  maternal 
mortality  group  versus  the  city-wide  pregnancy 
wastage  is  presented. 

11.  The  incompleteness  of  reporting  fetal 
deaths  in  New  York  City  is  shown. 
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QUESTION  VALUE  OF  RICE  DIET  FOR  SEVERE  HIGH  BLOOD  PRESSURE 


Restriction  of  table  salt  by  the  rice  diet  or  other 
diets  does  not  appear  to  be  of  much  benefit  in  treat- 
ing patients  with  advanced  high  blood  pressure,  a 
study  made  by  doctors  from  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  shows. 

“Restriction  of  sodium  chloride  in  the  diet,  either 
by  the  rice  diet  or  other  means,  is  usually  ineffective 
when  the  condition  is  advanced,”  Henry  A.  Schroeder, 
M.D.,  Melvin  L.  Goldman,  M.D.,  Palmer  H.Futcher, 
M.D.,  and  Marlene  Hunter,  B.S.,  of  the  Depart- 
ment of  Internal  Medicine  of  the  School  and  Barnes 
Hospital  report  in  the  June  4 issue  of  the  Journal  of 
the  American  Medical  Association. 

Of  16  patients  treated  for  high  blood  pressure,  re- 


sponse to  the  rice  diet  or  other  low  salt  diet  was  poor 
in  13,  most  of  whom  were  suffering  from  the  disease 
in  its  severer  stages.  Three  patients  with  milder 
forms  of  the  disease  were  benefited. 

As  a possible  explanation  of  the  beneficial  effects 
of  the  diet  in  some  cases  of  high  blood  pressure,  the 
authors  say  that  patients  may  have  a condition  of 
which  high  blood  pressure  is  only  one  symptom. 

Six  other  patients,  all  obese  and  all  having  symp- 
toms suggestive  of  an  alteration  in  some  of  the  func- 
tions of  the  adrenal  cortex  (the  outer  portion  of  the 
adrenal  glands,  located  at  the  upper  end  of  each 
kidney)  were  treated  by  the  doctors  for  high  blood 
pressure.  All  were  benefited  by  a low  salt  diet. 


THE  SURGICAL  TREATMENT  OF  CHRONIC  INTRACTABLE  PAIN 

Joseph  H.  Siris,  M.D.,  Flushing,  New  York 

( From  the  Department  of  Neurological  Surgery,  Jewish  Hospital  of  Brooklyn) 


THIS  report  is  confined  essentially  to  a con- 
sideration of  the  relief  of  chronic  unbearable 
pain  by  the  surgical  interruption  of  nerve  path- 
ways transmitting  or  influencing  pain  impulses 
for  the  patient  whose  pain  is  not  amenable  to  any 
other  form  of  treatment. 

Although  such  measures  are  not  employed  until 
conservative  treatment  has  been  given  a satis- 
factory trial,  they  cannot  reasonably  be  delayed 
until  the  patient  has  become  addicted  to  narcotics, 
since  relief  of  pain  does  not  necessarily  guarantee 
cure  of  drug  addiction  brought  on  by  pain.  For  a 
similar  reason,  the  operation  should  be  one  ca- 
pable of  bringing  maximal  results  with  a minimum 
of  surgery,  inasmuch  as  repeated  operations,  even 
more  than  futile  conservative  measures,  only 
serve  to  aggravate  an  already  shattered  morale. 

Anatomy  of  the  Pain  Pathway 

The  type  of  operation  employed  in  any  given 
case  depends  on  the  neuroanatomic  substrate  of 
the  pain  pathway  from  the  involved  area  and  the 
surgical  accessibility  of  pain  fibers,  the  interrup- 
tion of  which  will  banish  the  patient’s  pain  with- 
out impairing  other  important  function.  The 
following  is  a brief  resume  of  the  salient  anatomic 
factors  involved: 

Pain  impulses  originating  in  the  head  enter  the 
central  nervous  system  chiefly  by  way  of  the 
trigeminal,  glossopharyngeal,  and  upper  three 
cervical  nerves.1  Those  arising  from  the  rest  of 
the  body  enter  by  way  of  the  spinal  nerves. 

Soon  after  entering  the  central  nervous  system, 
the  fibers  conveying  pain  and  temperature  im- 
pulses separate  from  those  of  motor  power  and  po- 
sition sense,  and  synapse  with  the  second  neuron  of 
the  pain  pathway  in  the  posterior  gray  column, 
whose  fibers  in  turn  cross  to  the  opposite  side  where 
they  ascend  in  the  lateral  spinothalamic  tract  to 
the  thalamus. 

Thus,  we  have  a neuroanatomic  fact  of  singu- 
lar clinical  significance,  a nerve  pathway  in  which 
pain  fibers  for  a large  area  are  distinctly  isolated 
from  those  of  motor  power  and  position  sense 
which  makes  possible  the  relief  of  extensive,  in- 
tractable pain  without  endangering  other  func- 
tion.2 

The  emotional  coloring  imparted  to  the  per- 
ception of  pain  appears  to  be  a function  of  the 
frontal  cortex,  which  is  looked  upon  as  essen- 
tially an  afferent  center  comparable  to  the  visual 
and  auditory  cortex.3 


Sites  of  Interruption  of  the  Pain  Pathway 

The  optimal  point  at  which  pain  impulses  are 
to  be  intercepted  will  depend  chiefly  on  the  loca- 
tion of  the  patient’s  pain  and  its  extent.  The 
following  types  of  pain-relieving  procedures  have 
proved  useful. 

Interruption  Along  the  First  Neuron. — In 

general,  pains  in  the  head,  neck,  and  trunk  and 
those  of  limited  distribution  in  the  limbs  may 
be  relieved  by  interruption  of  the  first  neuron,  i.e., 
the  peripheral  nerve,  sympathetic  chain,  or  pos- 
terior root.  Of  these,  only  in  the  case  of  sensory 
root  section  may  regeneration  not  be  expected  to 
take  place. 

Since  most  peripheral  nerves  carry  both  sen- 
sory and  motor  fibers,  it  is  important  first  to  make 
certain  that  such  interruption  will  cause  no 
significant  disturbance  of  motor  power  or  position 
sense.  Section  of  posterior  roots  offers  no  danger 
of  motor  paralysis,  but  if  extensively  carried  out, 
as  for  pain  in  an  entire  limb,  will  leave  a useless 
extremity  because  of  the  resulting  destruction  of 
the  sense  of  position  and  movement. 

Head  pains,  such  as  those  of  trigeminal  and 
glossopharyngeal  neuralgia,  for  example,  are  more 
effectively  relieved  by  interruption  of  pain  fibers 
along  the  first  neuron  of  the  pathway  for  head 
pain,  i.e.,  by  section  of  the  sensory  roots  of  the 
fifth  and  ninth  cranial  nerves,  than  are  pains  in 
the  extremities  by  interruption  of  their  corre- 
sponding posterior  roots.  This  is  because  position 
sense  is  not  a factor  to  be  concerned  about  when 
dealing  with  head  pain.  For  a similar  reason, 
some  forms  of  intractable  visceral  pain,  such  as 
that  of  angina  pectoris,  may  be  satisfactorily  re- 
lieved by  posterior  root  section. 

Spinothalamic  Tractotomy. — Effective  relief 
of  chronic  intractable  pain  of  wide  extent  can 
only  be  accomplished  if  pain  fiber  interruption 
is  carried  out  more  centrally,  where  separation 
from  fibers  subserving  motor  power  and  position 
sense  has  taken  place. 

Such  central  interruption  is  quite  commonly 
carried  out  along  the  second  neuron  of  the  pain 
pathway,  namely,  in  the  spinothalamic  tract. 
This  tract  may  be  sectioned  at  the  high  thoracic, 
high  cervical,  medullary,  or  mesencephalic  levels. 
Of  these,  the  high  thoracic  is  the  safest  for  section 
and  the  level  at  which  operation  is  most  com- 
monly employed.  Incision  there  can  generally 
be  depended  upon  to  give  analgesia  up  to  the  level 
of  the  xiphoid  or  nipple. 
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Despite  the  advanced  age  of  the  usual  patient 
undergoing  spinothalamic  tractotomy  and  the 
debilitation  resulting  from  prolonged  unbearable 
pain,  the  operation  is  quite  well  tolerated. 
Cachectic  patients,  who  are  poor  surgical  risks, 
generally  are  also  not  likely  to  survive  long- 
enough  for  spinothalamic  tractotomy  to  be  of 
much  value,  and  are  better  treated  by  liberal 
doses  of  analgesic  drugs. 

A possible  complication  of  this  procedure  is 
transitory  retention  of  urine,  particularly  if  cord 
incisions  are  made  bilaterally  or  too  deeply.  A 
rare  complication  is  lower  limb  weakness  result- 
ing from  inadvertent  incision  in  the  region  of  the 
pyramidal  pathway.  This  tract  is  readily 
avoided,  yet  with  effective  section  of  the  spino- 
thalamic pathway,  if  the  incision  is  confined  to 
the  area  anterior  to  the  dentate  ligament  and 
restricted  to  a depth  of  3 mm. 

If  the  patient’s  pain  involves  the  upper  ex- 
tremity, the  spinothalamic  tract  must  be  inter- 
rupted at  a high  cervical  level.  This  is  not  con- 
sistently satisfactory  because  it  involves  greater 
risk  to  the  patient,  and,  if  pain  extends  as  high  as 
the  neck  and  shoulder,  the  procedure  cannot  be 
depended  upon  to  give  a sufficiently  high  level  of 
analgesia. 

The  answer  to  the  problem  of  high  level  pain 
may  be  furnished  by  the  newly  developed  proce- 
cedures  of  spinothalamic  tractotomy  in  the 
medulla  and  midbrain.4’5  Preliminary  reports  to 
date  are  encouraging,  and  it  is  likely  that  the 
future  will  bring  wider  employment  of  these  pain- 
relieving  measures. 

The  conditions  in  which  spinothalamic  trac- 
totomy may  be  indicated  include  the  pains  of 
tabes,  phantom  limb,  peripheral  vascular  dis- 
ease, malignancy,  and  Paget’s  disease. 

Case  1. — The  efficacy  of  this  procedure  in  effecting 
longstanding  rehabilitation  is  illustrated  by  the  case 
of  a thirty-four-year-old  transit  system  investigator, 
who  on  February  23,  1943,  underwent  a gastrectomy 
for  a lymphosarcoma  of  the  stomach.  Subsequently, 
he  developed  sciatic  pain  and  the  clinical  picture  of  a 
cauda  equina  tumor.  On  June  6, 1947,  he  underwent 
a combined  thoracic  and  lumbar  laminectomy  for  an 
ependymoblastoma  involving  practically  all  of  the 
conus  and  cauda  equina.  The  great  extent  of  the 
tumor  required  the  removal  of  six  laminar  arches. 
The  tumor  itself  was  removed  subtotally,  that  part 
of  it  invading  the  cord  being  left  behind.  Post- 
operatively,  intractable  left  sciatic  pain  persisted  to 
such  an  extent  that  the  patient  could  not  get  out  of 
bed. 

Accordingly,  on  July  3,  1947,  a right  spinothala- 
mic tractotomy  was  carried  out.  This  resulted  in 
complete  relief  of  pain  and  a level  of  analgesia  on  the 
left  up  to  the  level  of  the  xiphoid.  The  patient  was 
free  of  pain  when  discharged  on  July  27,  1947,  and  at 
the  most,  recent  follow-up  check  on  November  5, 


1948,  sixteen  months  following  operation,  was  still 
without  pain  and  carrying  out  effectively  his  work 
as  a transit  system  investigator. 

Thalamofrontal  Tractotomy  (Prefrontal 
Lobotomy). — Certain  types  of  pain  occasion- 
ally fail  to  respond  to  any  of  these  forms  of 
treatment.  This  is  particularly  true  in  long- 
standing chronic  pain  associated  with  secondary 
narcotic  addiction  and  personality  deterioration. 
An  individual  so  afflicted  may  become  free  of 
pain  but  not  necessarily  of  the  drug  habit  follow- 
ing spinothalamic  tractotomy.  Because  of  this 
and  the  fact  that  high  bilateral  pains  require  a 
somewhat  hazardous  and  extensive  surgery,  an- 
other approach  to  some  of  these  cases  has  been 
needed. 

As  noted  previously,  it  appears  probable  that 
the  frontal  cortex  participates  in  the  phenomenon 
of  pain,  particularly  as  regards  its  emotional  com- 
ponent. Although  distinctly  a matter  apart 
from  actual  pain  perception  this  component 
nevertheless  plays  a role  in  the  response  to  pain 
stimuli.  Thus,  anxiety  and  apprehension  may 
influence  the  problem  of  the  patient  with  chronic 
unbearable  pain. 

This  problem  has  in  large  measure  been  met  by 
the  relatively  simple  procedure  of  thalamofrontal 
tractotomy,  the  rationale  of  which  is  based  on  the 
modification  of  pain  stimulus  appreciation  by  the 
state  of  activity  of  the  prefrontal  cortex.6  The 
operation  which,  like  spinothalamic  tractotomy, 
is  tolerated  quite  well  by  such  patients,  despite 
their  usual  poor  condition,  may  readily  be  carried 
out  under  local  anesthesia.  It  involves  interrup- 
tion of  the  thalamofrontal  pathway  in  each 
hemisphere  in  the  plane  just  anterior  to  the  cor- 
onal suture  and  the  anterior  horn  of  the  lateral 
ventricle.  The  approach  on  each  side  is  through 
•\  trephine  opening,  1 inch  in  diameter,  placed  just 
in  front  of  the  coronal  suture.  Postoperatively. 
the  patient  may  be  confused  and  incontinent  for 
about  two  weeks,  by  which  time,  however,  he  is 
generally  able  to  leave  the  hospital.  The  opti- 
mal effect  of  the  procedure  is  usually  not  reached 
until  the  end  of  a month.  Unpleasant  late  side- 
effects  are  unusual. 

This  procedure,  by  freeing  the  patient  of  the 
affective  component  of  his  pain,  enables  him  to 
endure  it  without  mental  distress.  Such  a patient, 
although  capable  of  experiencing  pain  stimuli, 
actually  continues  to  remain  comfortable  and 
cheerful.  More  recently,  it  has  been  found  that 
similar  results  may  be  obtained  with  unilateral 
lobotomy.7 

Although  beneficial  effects  may  result  from  the 
operation  even  after  drug  addiction  and  person- 
ality disintegration  have  set  in,  it  is  preferable  to 
anticipate  such  progression  and  spare  the  patient 
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a period  of  unnecessary  suffering  by  carrying  out 
lobotomy  before  this  phase  is  actually  reached. 

Conditions  in  which  other  procedures  may  be 
futile  and  in  which  prefrontal  lobotomy  may  prove 
useful  include  the  pains  of  malignancy,  causalgia, 
phantom  limb,  and  postherpetic  neuralgia.  It 
has  also  been  found  particularly  serviceable  in 
cases  of  intractable  pain  associated  with  or  based 
upon  an  emotional  disorder,  as  illustrated  by  the 
following  case. 

Case  2. — A fifty-one-year-old  housewife  was  re- 
ferred for  study  regarding  the  advisability  of  trigem- 
inal sensory  root  section  for  a “pulling”  pain  in  the 
right  side  of  the.  mouth  and  face,  which  had  been 
present  for  approximately  two  years  and  was  attrib- 
uted by  the  patient  to  “sinus  trouble.”  Treat- 
ment along  such  lines  did  not  bring  about  appreci- 
able relief. 

The  past  history  revealed  a background  of  exten- 
sive investigation  and  treatment  based  on  the  diagno- 
sis of  an  involutional  disorder.  Shock  therapy  had 
been  utilized,  apparently  without  significant  change. 

Blocking  of  the  right  posterior  palatine,  infraorbi- 
tal, and  posterior  superior  alveolar  nerves  with  alco- 
hol during  the  early  part  of  1948  resulted  in  an  esti- 
mated “50  per  cent”  relief  of  the  patient’s  pain. 

When  seen  on  February  17,  1948,  the  patient  con- 
tinued to  complain  of  pain  and  behaved  in  a very 
lacrimose  manner.  Apart  from  those  referable  to 
the  mental  sphere,  abnormal  findings  on  neurologic 
examination  were  minimal — slight  hyperesthesia  in 
the  region  of  the  right  cheek  and  right  upper  lip  and 
exquisite  tenderness  on  palpation  of  the  anterior 
wall  of  the  right  maxilla.  It  was  felt  that  the  con- 
dition was  not  of  the  nature  of  trigeminal  neuralgia 
or  sensory  nerve  irritation  and  that  the  pain  and 
emotional  disorder  might  be  helped  by  a prefrontal 
lobotomy.  Consultation  was  had  with  a psychia- 
trist who  felt  that  the  patient  was  suffering  from 
involutional  melancholia  and  that,  because  of  the 
duration  of  her  illness  and  the  rather  poor  response 
to  shock  therapy,  not  much  could  be  gained  by  a 
repetition  of  this  form  of  treatment. 

A bilateral  thalamofrontal  tractotomy  was  carried 
out  on  March  29,  1948,  under  general  anesthesia. 
On  regaining  consciousness  the  patient  was  moder- 
ately confused  and  incontinent  for  a period  of  about 
twenty-four  hours,  following  which  she  was  sur- 
prisingly alert,  jocular,  and  convivial.  She  no 
longer  complained  of  her  former  pain.  Psychiatric 
re-evaluation  disclosed  that-  the  patient’s  aggressive 
hypochondriasis  was  no  longer  turned  against  her- 
self and  that  she  was  no  longer  depressed  or  lacri- 
mose. The  patient  had  an  essentially  uneventful 
convalescence,  and  she  was  discharged  on  the  sixth 
postoperative  day. 

A follow-up  report  from  her  physician  disclosed  a 
continued  improvement  in  the  patient’s  condition. 
Except  for  a tendency  to  be  “boisterous,”  her  mental 
status  appeared  satisfactory.  Seven  months  follow- 
ing operation,  the  patient  was  still  essentially  free  of 
the  pain  that  prompted  the  operative  procedure 
except  for  an  occasional  twinge  which  did  not  seem 


to  cause  her  anxiety  as  in  the  past.  She  was  now 
able  to  carry  out  her  domestic  duties. 

Applicability  to  Malignant  Disease 

Having  considered  the  sites  within  the  central 
nervous  system  that  are  accessible  to  surgical 
attack  for  the  relief  of  chronic,  intractable  pain 
and  having  mentioned  certain  disease  conditions 
in  which  these  procedures  are  applicable,  it  would 
seem  appropriate  to  place  particular  stress  on  the 
applicability  of  such  measures  in  the  treatment  of 
the  pain  of  malignant  disease,  because  of  its  fairly 
common  occurrence  in  clinical  practice,  its  ability 
to  cause  pain  in  any  area  of  the  body,  and  because 
it  illustrates  well  the  pressing  problem  of  surgical 
relief. 

The  viewpoint  that  appears  to  have  found 
general  favor  among  neurosurgeons  is  to  con- 
sider surgical  measures  for  relief  of  such  pain,  if 
medical  opinion  deems  the  patient’s  life  expec- 
tancy too  great  for  effective  control  by  narcotic 
medication.  The  administration  of  opiates  with 
an  expectancy  greater  than  four  months,  for  ex- 
ample, is  likely  to  be  fruitless  because  of  inevit- 
able addiction.  With  shorter  expectancy,  the 
use  of  opiates  in  preference  to  palliative  surgery 
should  be  considered. 

The  following  four  general  groups  of  cases  of 
painful  malignant  disease  may  be  categorized 
from  the  standpoint  of  surgical  indications  for 
relief : 

1 . Pain  below  the  level  of  the  nipple,  for  which 
spinothalamic  tractotomy  at  the  first  or  second 
thoracic  segment  is  the  procedure  of  choice. 

2.  Head  pains  resulting  from  malignancy. 
Many  of  these  can  be  relieved  by  section  of  the 
sensory  root  of  the  trigeminal  nerve.  More 
extensive  involvement  will  require  interruption  of 
the  glossopharyngeal  nerve  as  well.  In  rare  cases 
the  sensory  portion  of  the  vagus,  as  well  as  the 
upper  cervical  nerves  may  have  to  be  interrupted. 
Probably  it  is  preferable  in  such  instances  to 
carry  out  the  far  less  extensive  procedure  of 
thalamofrontal  tractotomy.  Each  case  thus 
must  be  individualized,  and  the  decision  as  to  the 
amount  and  type  of  surgical  interruption  needed 
will  depend  on  the  preoperative  assessment  of  the 
extent  of  the  patient’s  pain  distribution. 

3.  Pain  in  the  upper  limb  such  as  occurs  with 
cancer  of  the  breast  or  superior  sulcus  tumor  in- 
volving the  brachial  plexus  presents  a fairly 
formidable  problem.  Posterior  root  section  will 
relieve  the  pain  but  leave  a useless  limb  because 
of  the  loss  of  position  sense.  High  cervical 
spinothalamic  tractotomy  cannot  be  depended 
upon  to  give  the  high  level  of  analgesia  required 
for  the  relief  of  such  pain.  The  elaboration  of 
the  technic  of  spinothalamic  tractotomy  in  the 
medulla  or  midbrain  may  ultimately  provide  the 
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answer  to  this  specific  problem.  At  the  present 
time  thalamofrontal  tractotomy  appears  to  offer 
most  for  such  patients. 

4.  For  high  bilateral  pain  resulting  from 
malignant  disease,  probably  the  safest  and  most 
effective  procedure  is  a thalamofrontal  tractot- 
omy. 

In  general,  a thalamofrontal  tractotomy  should 
be  considered  for  any  patient  suffering  from  pain- 
ful malignant  disease  if  the  clinical  picture  is 
complicated  by  anxiety  and  the  drug  habit. 
Since  the  individuals  afflicted  suffer  not  only  pain, 
but  the  knowledge  or  lurking  suspicion  that  then- 
days  may  be  numbered,  it  is  apparent  that  the 
proper  management  of  such  patients  may  re- 
quire more  than  the  relief  of  pain.  Lobotomy  in 
such  cases  serves  the  twofold  purpose  of  enabling 
the  patient  to  disregard  his  pain  and  of  banishing 
the  anxiety  and  apprehension  associated  with  the 
underlying  disease.  The  resulting  freedom  from 
pain  may  occasionally  permit  enhancement  of 
intellectual  function,  and,  despite  the  presence  of 
malignant  disease,  the  general  health,  as  mani- 
fested by  weight  gain,  may  improve. 

Summary 

The  relief  of  chronic,  unbearable  pain  may  be 
achieved  by  interruption  at  specific  sites  in  the 
nervous  system  of  nerve  pathways  transmitting 
or  influencing  pain  impulses. 

The  most  suitable  procedure  for  relief  of  ex- 
tensive intractable  pain  below  the  level  of  the 
nipple  is  a spinothalamic  tractotomy.  By  this 
means  the  pain  fibers  supplying  a large  area  can 
be  sectioned  through  a small  incision  without 
concurrent  damage  to  fibers  subserving  motor 
power  and  position  sense. 

Intolerable  pain  in  the  head,  neck,  or  trunk 
may  be  relieved  by  sensory  root  section.  Inter- 
ruption of  fibers  subserving  position  sense  does 


not  offer  a problem  when  dealing  with  pain  in 
these  areas. 

For  high  bilateral  pain,  pain  that  may  require 
section  of  too  many  sensory  roots,  or  pain  com- 
plicated by  narcotic  addiction,  a thalamofrontal 
tractotomy  is  probably  the  safest  and  most  effec- 
tive procedure.  In  addition,  it  serves  to  banish 
the  anxiety  and  apprehension  that  may  be  as- 
sociated with  the  underlying  disease. 

Thalamofrontal  tractotomy  is  also  of  value  in 
relieving  intolerable  pain  associated  with  an 
emotional  disorder  where  local  or  psychotherapy 
may  fail  to  help. 

Sensory  root  section  and  spinothalamic  and 
thalamofrontal  tractotomy  are  pain-relieving 
procedures  of  proved  usefulness,  which  are  well 
tolerated  by  patients  despite  their  usual  advanced 
age  and  the  debilitation  that  may  result  from  pro- 
longed suffering  prior  to  operation. 

However,  appropriate  measures  of  this  sort 
should  be  instituted  before  the  stage  of  cachexia 
is  reached,  not  only  so  that  the  patient  may  still 
be  a reasonably  good  surgical  risk,  but  also  to 
forestall  months  of  unnecessary  suffering  and  the 
development  of  drug  addiction. 

Thus,  it  may  be  expected  that,  if  the  appro- 
priate procedure  is  carried  out  at  an  optimal  time, 
not  only  will  a gratifying  relief  of  pain  ensue  for 
the  patient  but  also,  even  if  pain  is  due  to  malig- 
nant disease,  the  general  health,  as  manifested  by 
weight  gain,  may  improve. 
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RISKS  INVOLVED  IN  USE  OF  MANY  HAIR  DYES 


Unfavorable  reactions  to  certain  hair  dyes  may  be 
due  to  a sensitivity  which  could  not  be  predicted  by 
present  methods,  says  a report  of  the  A.M.A. 
Committee  on  Cosmetics,  in  the  May  Hygeia. 

Dyes  should  never  be  used  on  a scalp  that  has 
breaks  in  the  skin  and  should  never  be  permitted  to 
get  into  the  eyes.  Henna  and  other  dyes  of  vege- 
table origin  are  among  the  safest  preparations  for 
hair  coloring.  Few  cases  of  sensitivity  due  to  their 
use  have  been  reported. 

Reactions  to  hair  dyes  are  most  often  charac- 
terized by  a rash  of  the  scalp,  face,  and  neck.  A few 
have  been  reported  to  have  caused  generalized  skin 


disturbances,  disturbances  of  the  eyes,  neuralgic 
pain,  headaches,  and  other  complaints. 

Metallic  hair  dyes  create  the  illusion  that  color  is 
being  restored  to  the  hair  and  have  been  called  “hair 
color  restorers”  rather  than  dyes.  Laboratory  and 
clinical  evidence  indicates  that  the  metallic  salts 
that  make  up  these  dyes  are  not  absorbed  through 
the  skin.  But  if  they  should  enter  the  blood  stream 
through  scalp  lesions  or  through  contamination  of 
food  by  hands  which  are  not  washed  thoroughly 
after  use  of  the  dye,  the  chemical  may  accumulate  in 
the  body  and  eventually  cause  symptoms  of  metallic 
poisoning,  the  committee  says. 


THE  SIGNIFICANCE  OF  BLOOD  METHYLGUANIDINE  IN 
POLIOMYELITIS 

Domenico  Cascio,  M.D.,  New  York  City 


THE  resemblance  between  poliomyelitis  and 
parathyroid  tetany  has  been  pointed  out.1 
One  of  the  main  symptoms  which  accounts  for  the 
similarity  between  tetany  and  poliomyelitis 
is  the  spasticity.  The  hyperguanidinemia  found 
in  parathyroidectomized  animals  has  been  sus- 
pected of  being  related  to  this  spasticity,  although 
opinions  in  this  respect  are  not  unanimous. 
Nevertheless,  the  hypothesis  seems  justified 
that  the  spasticity  in  poliomyelitis  may  be  related 
to  hyperguanidinemia,  and  on  this  basis  an  investi- 
gation of  the  guanidine  content  of  the  blood  in 
postpoliomyelitic  cases  was  undertaken. 

According  to  data  in  the  literature,  the  methyl- 
guanidine  in  the  blood  of  the  normal  person  aver- 
ages 0.20  mg.  per  cent.2  In  order  to  verify  these 
figures,  the  methylguanidine  content  in  the  blood 
of  38  normal  control  patients  and  two  with  Park- 
inson’s disease  was  determined.  The  blood 
guanidine  values  were  found  to  vary  between 
0.15  and  0.20  mg.  per  cent.  Estimation  of 
methylguanidine  in  the  blood  was  done  by  the 
photometric  method  of  Andes-Myers,  described 
by  Levinson  and  MacFate,  which  is  based  on  the 
reaction  of  the  guanidine  bases  with  alkaline 
nitroprusside  ferrocyanide  reagent.3 

The  normal  values  having  been  confirmed  by 
this  method,  the  blood  guanidine  content  of 
60  cases  of  poliomyelitis  was  determined  (Table 
1). 

A statistical  analysis  of  the  results  obtained  in 
60  poliomyelitis  patients  showed  a mean  of 
0.90  mg.  per  cent  and  a sigma  square  (square  of 
the  standard  deviation)  of  0.14. 

A further  analysis  of  the  material  led  to  the 
separation  of  two  groups:  (1)  43  cases  in  which 
paralysis  was  of  the  nonspastic  type  and  (2) 
17  cases  which  showed  spasticity  or  deformities 
presumably  due  to  spasticity. 

In  the  spastic  group,  the  mean  of  the  methyl- 
guanidine level  is  1.15  mg.  per  cent  with  a sigma 
square  of  0.10.  In  the  nonspastic  group  the 
mean  is  0.81  and  the  sigma  square  0.14.  The 
difference  between  the  means  of  these  two  groups 
is  3.6  times  the  difference  of  the  standard  error; 
hence,  the  figure  is  statistically  significant. 

For  further  analysis  the  material  was  divided 
in  two  other  groups:  (1)  cases  in  which  the 

disease  had  lasted  for  not  more  than  two  years 
and  (2)  cases  which  had  acquired  the  poliomy- 
elitis more  than  two  years  ago.  In  the  first  group, 
there  were  26  cases,  and  in  the  second  group  there 
were  34.  In  the  first  group,  the  mean  was  0.95 
mg.  per  cent  with  a sigma  square  of  0.11.  In  the 


second  group,  the  mean  was  0.87  with  a sigma 
square  of  0.167.  Thus,  the  difference  between 
the  two  groups  is  statistically  not  significant. 


TABLE  1. — Material  Studied 


Amount 

of 

Methyl- 

guani- 
dine in 

Case 

Blood 

N u m- 

(Mg.  Per 

ber 

Age 

Duration 

Diagnosis 

Cent) 

i 

14 

8 months 

Contractures  of  the  right 

leg 

0.90 

2 

8 

12  months 

Spastic  paraplegia 

1.00 

3 

19 

18  months 

Flaccid  paralysis  both  legs 

0.79 

4 

20 

2 years 

Flaccid  paralysis  right  leg 

0.50 

5 

12 

4 years 

Dropped  foot 

0.60 

6 

12 

12  months 

Spastic  contractures  of 

left  leg  and  arm 

1 .40 

7 

13 

3 years 

Mild  flaccid  paralysis  left 

leg 

0 . 35 

8 

13 

4 years 

Paraplegia 

0.75 

9 

15 

9 months 

Paresis  of  arms 

1.30 

K) 

12 

21  months 

Spastic  hemiplegia 

1 .40 

1 1 

23 

2 'A  years 

Paresis  left  leg 

0.88 

12 

1 1 

8 months 

Contractures  right  leg 

1 .30 

13 

14 

1 year 

Mild  paresis  right  arm 

0 . 35 

14 

8 

16  months 

Mild  paresis  left  arm 

0.35 

15 

13 

2 years 

Paraplegia  (spastic) 

1.48 

16 

6 

10  months 

Paresis  left  leg,  right  arm 

0.75 

17 

11 

3 years 

Dropped  foot 

0.40 

18 

16 

5 years 

Paresis  of  both  arms 

1.25 

1(1 

15 

6 months 

Paraplegia 

1.40 

20 

32 

4 months 

Paresis  left  foot 

0.70 

21 

31 

3 years 

Mild  paresis  right  arm 

0.40 

22 

40 

27  years 

Paraplegia  with  marked 

muscular  atrophy 

0.75 

23 

44 

34  years 

Paralysis  left  leg  with 

marked  atrophy 

1 .00 

24 

27 

20  years 

Mild  dropped  left  foot 

0.70 

25 

26 

20  years 

Mild  paralysis  right  leg 

0.35 

26 

16 

12  years 

Paralysis  left  leg,  right 

arm 

1.30 

27 

36 

21  years 

Paraplegia  (spastic) 

1.80 

28 

16 

2 years 

Spastic  paraplegia 

1.00 

29 

12 

1 year 

Spastic  paresis  left  leg 

0.80 

30 

18 

6 years 

Deformities  of  spine 

1.35 

31 

15 

4 years 

Paresis  of  both  arms 

1.40 

32 

17 

10  years 

Mild  paresis  left  leg 

0.65 

33 

18 

12  years 

Paresis  right  leg,  left 

arm 

0.30 

34 

21 

10  years 

Serious  deformities 

2.00 

35 

10 

21  months 

Paraplegia  (spastic) 

1.40 

36 

21 

19  years 

Serious  spasticity  of  legs 

1.20 

37 

13 

1 year 

Spasticity  of  legs,  pa- 

ralysis  right  arm 

1.10 

38 

13 

17  years 

Paresis  of  both  arms 

0.90 

39 

15 

1 year 

Spastic  paraplegia 

1.00 

40 

13 

2 years 

Spine  deformities 

0.95 

41 

18 

3 years 

Paresis  right  leg,  left  arm 

0.35 

42 

5 

1 year 

Paresis  left  arm,  left  leg 

0 . 85 

43 

4 

1 l/s  years 

Spastic  paralysis  left  leg 

0.85 

44 

12 

2 years 

Mild  spastic  paraplegia 

0.90 

45 

15 

1 year 

Deformity  of  trunk 

1.20 

46 

22 

9 years 

Dropped  right  foot 

0 . 45 

47 

12 

2 years 

Flaccid  paralysis  left  leg 

0.35 

48 

36 

20  years 

Paralysis  right  leg  (flaccid) 

0.60 

49 

25 

15  years 

Flaccid  paralysis  left  leg 

0.40 

50 

28 

15  years 

Spine  deformities 

0.80 

51 

6 

1 year 

Paresis  left  arm 

1 00 

52 

8 

1 year 

Spine  deformities 

1.20 

53 

28 

15  years 

Paraplegia 

0.40 

54 

32 

20  years 

Flaccid  paraplegia  with 

advanced  muscular 
atrophy 

0.70 

55 

33 

21  years 

Paralysis  left  arm,  right 

leg 

0.80 

56 

20 

10  years 

Paraplegia 

0 . 55 

57 

25 

15  years 

Spine  deformities 

1.00 

58 

15 

2 years 

Neck  deformities 

1 40 

59 

7 

2 years 

Paresis  right  arm 

0.65 

60 

12 

5 years 

Paresis  right  arm,  left  leg 

0 75 

1685 
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Discussion 

An  increase  in  blood  guanidine  is  not  a unique 
phenomenon  limited  to  cases  of  poliomyelitis. 
High  values  have  been  found  in  tetany,  spasmo- 
philia, rickets,  muscular  dystrophy,  eclampsia, 
hypertension,  renal  insufficiency,  epilepsy,  and 
liver  damage.  Most  of  these  conditions  are 
characterized  either  by  manifestations  of  con- 
vulsive seizures,  as  in  spasmophilia,  eclampsia, 
and  epilepsy,  or  by  muscular  atrophy,  as  in 
rickets  and  muscular  dystrophy,  or  by  spasticity 
of  the  smooth  musculature,  as  in  hypertension. 
Experimental  work  also  seems  to  point  out  the 
spastic  effect  of  high  blood  methylguanidine 
levels.2  Intramuscular  injection  of  a 5 per  cent 
methylguanidine  solution  into  experimental  ani- 
mals induces  convulsions,  twitching,  and  finally 
death.4 

The  cause  of  hyperguanidinemia  is  not  certain. 
According  to  MacFate,  it  is  probable  that  the 
level  of  blood  guanidine  depends  upon  the  activ- 
ity of  the  centers  of  detoxication.5 

The  formation  of  methylguanidine  in  the  body 
is  still  a moot  question,  but  it  is  likely  that  this 
product  occurs  within  the  muscular  fibrils  by 
means  of  oxidation  of  creatin. 

Disturbances  of  metabolism  in  the  muscle 
tissue,  involving  the  metabolism  of  creatinine 
or  creatinine  phosphate  which  might  give  rise 
to  the  formation  of  guanidine,  are  usually  part 
of  a systemic  metabolic  disorder  such  as  hypo- 
glycemia.6 

That  hypoglycemia  plays  a role  in  the  sus- 
ceptibility to  poliomyelitis  has  been  claimed  long 
ago,  for  susceptibility  to  poliomyelitis  in  rabbits 
could  be  induced  by  injections  of  insulin  and  the 
subsequent  lowering  of  the  blood  sugar  level.7 
Other  experimental  work  is  in  keeping  with  this 
view.  Monkeys,  injected  with  the  virus  of 
infantile  paralysis,  if  put  in  rotating  cages  and 
subjected  to  exhausting  exercises  develop  a higher 
incidence  and  a more  severe  morbidity  than  the 
controls.3  It  is  a well-known  fact  that  muscular 
overexertion  can  cause  hypoglycemia.  Experi- 
mental work  by  Draper  and  Aycock  has  led  to 
the  belief  that  susceptibility  to  poliomyelitis  is 
related  to  hormonal  imbalance,  and  this  is  in 
keeping  with  clinical  observations  which  indicate 
that  the  pituitary,  surrenale,  and  thyroid  glands 
are  capable  of  influencing  carbohydrate  metabo- 
lism.8’9 

In  view  of  the  fact  that  the  virus  of  polio- 
myelitis has  been  demonstrated  in  children  or 
adults  who  were  in  contact  with  patients  affected 
with  this  disease  but  who  did  not  acquire  the 
illness,  it  seems  evident  that  the  presence  of  the 
virus  in  the  body  alone  is  not  enough  to  produce 
the  disease.  Hence,  it  is  necessary  to  postulate 
another  factor  which  breaks  down  the  natural 


resistance  of  the  body  and  permits  the  virus  to 
become  actually  pathogenic.  Epidemiologic 
studies  show  that  physical  overexertion,  indul- 
gence in  foods  rich  in  carbohydrates,  acute  infec- 
tions, and  liver  insufficiency  are  likely  to  open 
the  path  for  polio  virus.310  All  these  conditions, 
however,  by  themselves  or  in  connection  with  a 
functional  disorder  of  the  endocrine  glands  are 
likely  to  produce  hypoglycemia. 

Thus,  the  role  of  hypoglycemia  would  be  two- 
fold: first,  it  increases  susceptibility  to  the 

disease,  and  second,  by  contributing  to  the 
higher  blood  guanidine  level,  it  induces  spasticity 
and  becomes  responsible  for  complicating  fea- 
tures of  the  disease.  On  this  basis  the  study  of 
preventive  measures  on  a larger  material  is  desir- 
able. This  would  include  (1)  restriction  of  out- 
door exercise  din  ing  the  summer  months  in  times 
of  polio  epidemics  and  (2)  dietary  measures 
to  correct  hypoglycemic  tendencies. 

Among  the  early  manifestations  of  poliomyeli- 
tis which  should  be  combated  most  vigorously, 
spasticity  ranks  in  the  fore.  This  can  be 
achieved  successfully  by  intravenous  injections  of 
calcium  or  of  intramuscular  injections  of  anti- 
tetanus serum  which  is  likely  to  neutralize  the 
effects  of  methylguanidine  and  thus  control 
spasticity.  In  40  patients  of  the  series  reported 
in  this  paper,  the  injection  of  20,000  units  of 
the  antitetanus  serum  every  three  hours  showed 
a beneficial  effect,  especially  in  severe  early  cases. 

Conclusion 

The  methylguanidine  content  of  the  blood  was 
investigated  in  60  cases  of  poliomyelitis.  A sub- 
stantial increase  was  found  in  all  cases. 

The  blood  level  was  particularly  high  in  the 
spastic  cases;  the  difference  between  the  mean 
of  the  spastic  and  the  nonspastic  cases  was  sta- 
tistically significant. 

The  role  of  hyperguanidinemia  in  poliomyelitis 
is  discussed  and  correlated  with  disturbances  of 
carbohydrate  metabolism. 

The  significance  of  hypoglycemia  for  the  sus- 
ceptibility to  poliomyelitis  in  experimental 
animals  and  humans  is  pointed  out. 
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EXPERIENCES  WITH  ANTICOAGULANT  THERAPY 
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(From  the  Medical  Service  of  St.  Vincent’s  Hospital) 


EVER  since  1941,  when  Dicumarol,  the  active 
principle  of  spoiled  sweet  clover  causing 
hemorrhagic  disease  of  cattle,  was  isolated  by 
Link  and  his  associates  at  the  University  of 
Wisconsin,  a new  approach  has  been  made  to 
the  treatment  of  thromboembolic  disease.1 
The  following  years  have  seen  many  reports  in 
the  medical  literature  concerning  the  successful 
use  of  Dicumarol  alone  or  in  conjunction  with 
heparin  in  combating  thrombotic  emergencies. 
Most  of  the  work  has  been  carried  on  in  private 
institutions  where  control  of  patients  and  drugs 
and  laboratory  work  has  been  under  optimal 
conditions.  The  patients  too  have  been,  on  the 
whole,  in  good  general  health.  Because  of  the 
early  unfavorable  reports  in  the  literature  regard- 
ing complications,  general  hospitals  have  been 
reluctant  to  adopt  this  therapy  as  a routine 
procedure. 

Slightly  over  one  year  ago,  a standard  labora- 
tory procedure  (Shapiro)  was  adopted  in  the 
determination  of  prothrombin  time  at  this 
hospital.  It  was  our  privilege  to  be  permitted  to 
follow  all  service  cases  in  the  hospital  that  re- 
quired the  use  of  anticoagulants. 

The  general  procedure  in  administering  Dicu- 
marol is  to  obtain  an  initial  prothrombin  time 
and  give  300  mg.  of  the  drug  on  the  first  day, 
200  mg.  on  the  second  day,  and  50,  100,  and  200 
mg.  on  each  succeeding  day,  depending  on  the 
daily  prothrombin  result.  The  normal  pro- 
thrombin time  for  our  laboratory  is  fifteen  to 
seventeen  seconds,  using  rabbit  lung  as  the  throm- 
boplastic  substance.  Twenty-two  seconds  repre- 
sent a 30  per  cent  prothrombin  concentration, 
26  seconds  a 20  per  cent  prothrombin  concen- 
tration, and  40  seconds  a 10  per  cent  prothrombin 
concentration.  An  effort  is  made  to  keep  the 
prothrombin  time  between  twenty-eight  and 
thirty-five  seconds  (15  to  18  per  cent  prothrom- 
bin concentration.)  When  a daily  prothrombin 
time  is  reported  above  thirty-five  seconds,  no 
Dicumarol  is  given;  when  between  twenty-eight 
and  thirty-five  seconds,  50  to  100  mg.  are  given; 
when  the  prothrombin  time  is  below  twenty- 
eight  seconds,  100  to  200  mg.  may  be  given. 

In  an  emergency,  where  an  immediate  anti- 
coagulant response  is  required,  50  mg.  of  heparin 
are  given  intravenously  every  four  hours  for 
thirty-six  to  forty-eight  hours  until  the  prothrom- 
bin time  has  reached  a therapeutic  level  by 


means  of  concomitantly  administered  Dicumarol. 
It  is  felt  that  clotting  times  are  not  necessary. 
This  is  in  accord  with  Bauer  and  other  workers.2  3 

Material 

In  twelve  months,  85  patients  were  treated 
with  Dicumarol  alone  or  in  conjunction  with 
heparin  (Table  1).  There  were  three  deaths 
from  pulmonary  embolism.  One  of  these  occur- 
red after  Dicumarol  was  discontinued  because 
the  patient  had  subacute  bacterial  endocarditis. 
Another  occurred  in  a patient  with  an  acute 
myocardial  infarction  during  the  first  day  of 
anticoagulant  therapy.  The  third  death  occur- 
red in  an  elderly,  debilitated  cardiac  who  had 
auricular  fibrillation  but  was  given  Dicumarol 
because  of  the  presence  of  a thrombophlebitis. 
There  were  no  deaths  that  could  be  directly 
attributed  to  hemorrhage. 

TABLE  1. — Types  of  Thromboembolic  Disease  Treated 
with  Anticoagulants 


Venous  thrombosis 45 

Acute  myocardial  infarction 25 

Peripheral  arterial  thromboembolic  disease 7 

Cerebral  thromboembolic  disease 4 

Auricular  fibrillation  (conversion  to  regular  rhythm)  4 
Total  85 


It  is  interesting  to  note  in  this  series  of  85 
patients  that  the  original  or  starting  prothrombin 
time  was  over  twenty  seconds  in  15  patients  and 
nineteen  to  twenty  seconds  in  13  patients  (our 
normal  range  being  fifteen  to  seventeen  seconds). 
There  was  no  direct  relationship  of  bleeding 
from  Dicumarol  to  the  original  prothrombin  state 
of  any  of  these  patients.  When  the  original 
prothrombin  time  was  above  our  normal  range, 
however,  greater  caution  was  used  and  smaller 
doses  of  the  drug  administered. 

Venous  Thrombosis. — There  were  45  pa- 
tients treated  for  venous  thrombosis.  This 
group  was  composed  of  17  patients  having 
phlebothrombosis  and  28  patients  having  throm- 
bophlebitis. Eighteen  occurred  in  medical  pa- 
tients; 27  patients  were  nonmedical.  A further 
grouping  in  the  surgical  specialties  is  illustrated 
in  Table  2. 

In  this  series  of  cases  of  venous  thrombosis, 
there  were  21  men  and  24  women. 

Figure  1 illustrates  the  distribution  of  cases 
of  venous  thrombosis  according  to  age.  As  re- 
ported by  other  workers,  the  greatest  number  of 
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TABLE  2. — Nonmedical  Cases  of  Venous  Thrombosis 
According  to  Specialty  Field 


Orthopedic 8 

Abdominal  surgery 5 

General  surgery 5 

Gynecologic 3 

Neurologic 2 

Genitourinary 2 

Obstetric 

Postpartum 1 

Antepartum 1 

Total  27 


thrombotic  emergencies  occur  beyond  the  fifth 
decade  with  the  greatest  incidence  in  the  seventh 
decade.4  The  majority  of  the  nonmedical  pa- 
tients experienced  venous  thrombosis  between 
the  fifth  and  fifteenth  postoperative  days. 

Our  results  with  anticoagulants  have  been 
most  successful.  In  the  45  patients  treated  for 
venous  thrombosis,  ten  had  suffered  pulmonary 
emboli  before  anticoagulants  were  administered. 
After  anticoagulation  was  started,  there  were 
three  instances  of  embolization,  two  of  which 
were  cited  above.  It  was  felt  in  the  first  case 
that,  because  of  the  presence  of  subacute  bac- 
terial endocarditis  and  its  known  tendency  to 
cause  spontaneous  hemorrhagic  phenomena, 
the  drug  should  be  discontinued.  Autopsy 
examination  of  the  second  case  of  venous  throm- 
bosis, which  had  also  had  auricular  fibrillation, 
revealed  a large  thrombus  in  the  right  auricle, 
the  probable  site  of  the  fatal  embolus.  The 
third  instance  of  embolism  was  cerebral.  The 
patient  received  Dicumarol  for  a deep  vein 
thrombosis.  The  patient  also  had  arterioscle- 
rotic heart  disease  with  auricular  fibrillation.  The 
latter  condition  was  undoubtedly  responsible  for 
the  cerebral  accident.  Dicumarol  therapy  was 
continued  without  any  further  misfortune  in  this 
case.  Two  instances  of  hemorrhagic  complica- 
tions were  encountered.  One  patient  developed 
gross  hematuria  at  a time  when  the  prothrombin 
time  was  sixty-six  seconds.  Vitamin  K was 
administered  intravenously  in  72-mg.  doses  at 
four-hour  intervals,  and  the  urine  was  grossly 
clear  in  twenty-four  hours.  Dicumarol  therapy 
was  continued  without  further  incident.  A 
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Fig.  1.  Incidence  of  venous  thrombosis  according 
to  age. 


second  patient  with  a venous  thrombosis  of  the 
deep  veins  of  the  leg  developed  a large  hematoma 
along  the  medial  aspect  of  the  affected  thigh.  A 
review  of  her  history,  hospital  course,  and 
laboratory  studies  disclosed  a vitamin  C defi- 
ciency. The  latter  was  administered  along  with 
anticoagulants  without  any  further  trouble. 

Vitamin  K was  administered  on  three  occa- 
sions to  patients  having  extremely  high  prothrom- 
bin time,  in  whom  hemorrhage  was  thought  to 
be  more  likely  to  occur.  On  several  occasions 
in  these  cases  of  venous  thrombosis,  occasional 
to  ten  red  blood  cells  were  reported  in  the 
microscopic  urine  analyses.  No  active  measures 
were  taken  in  such  instances. 

It  is  interesting  to  note  that  one  of  the  cases  of 
venous  thrombosis  was  a twenty-three-year-old 
prenatal  patient.  She  developed  a phlebothrom- 
bosis  with  subsequent  benign  pulmonary  embo- 
lism. This  occurred  in  the  fifth  month  of  preg- 
nancy. Anticoagulants  (heparin  and  Dicumarol) 
were  administered  successfully. 

Myocardial  Infarction. — The  interesting  re- 
ports of  Peters,  Barker,  and  Wright  on  the  use 
of  anticoagulants  in  the  treatment  of  myo- 
cardial infarction  have  certainly  given  hope  for 
the  future  that  fatal  pulmonary  embolism  and 
venous  thromboses,  which  often  complicate  this 
clinical  state,  may  be  prevented.5-7  The  liter- 
ature is  replete  with  statistics  showing  the  inci- 
dence of  mural  thrombi,  pulmonary  emboli,  and 
arterial  and  venous  thrombosis  complicating 
acute  myocardial  infarction.  The  incidence 
of  mural  thrombi  in  myocardial  infarction  is 
especially  high,  the  estimates  varying  from  17  to 
83  per  cent.8-10 

A review  of  100  consecutive  autopsies  of  pa- 
tients having  had  coronary  thrombosis  with 
myocardial  infarction  at  this  hospital  prior  to 
institution  of  anticoagulant  therapy  showed  a 
45  per  cent  incidence  of  mural  thrombi,  35  per 
cent  of  which  were  left-sided  and  10  per  cent  right 
ventricular.  Twenty  per  cent  of  these  patients 
had  pulmonary  infarction.  Figure  2 clearly 
illustrates  this  analysis. 

The  postmortem  incidence  of  thromboembolic 
disease  complicating  myocardial  infarction  is 
striking.  Almost  equally  significant  is  a review 
of  the  occurrence  of  thromboembolic  phenomena 
in  myocardial  infarction,  as  seen  clinically.  One 
hundred  cases  of  clinically  diagnosed  myocardial 
infarctions,  prior  to  institution  of  anticoagu- 
lants, confirmed  by  electrocardiographs  and  the 
usual  diagnostic  aids,  were  reviewed.  Fourteen 
of  these  patients  developed  thrombotic  complica- 
tions clinically  detectable  (Table  3).  Eight  of 
these  patients  died  as  a result  of  these  complica- 
tions. The  mortality  of  these  100  cases  of  myo- 
cardial infarction  was  36  per  cent,  leaving  28 
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Fig.  2.  Graphic  demonstration  of  thromboem- 
bolic findings  in  100  cases  of  coronary  thrombosis 
with  myocardial  infarction  (postmortem  study). 
Average  age  at  death:  Male  (72  cases) — 58  years 
Female  (28  cases) — 62  years.  Average  hospitaliza- 
tion— 9 days. 

per  cent  in  whom  the  cause  of  death  could  not  be 
specifically  ascertained.  With  the  knowledge 
drawn  from  our  autopsied  series  of  myocardial 
infarction,  it  seems  fair  to  assume  that  a large 
part  of  the  36  deaths  in  the  clinical  group  were 
due  to  thromboembolic  complications. 

Unfortunately,  thus  far  only  25  cases  of  myo- 
cardial infarction  have  been  treated  by  anti- 
coagulants during  their  hospital  course.  In  the 
beginning  of  our  study  only  the  more  serious  cases 
were  given  Dicumarol,  the  feeling  being  that  these 
cases  were  entitled  to  every  available  form  of 
therapy.  The  trend,  however,  in  the  last  six 
months  throughout  the  country  has  been  that 
all  myocardial  infarctions  will  be  benefited  by 
the  administration  of  Dicumarol  during  their 
hospital  stay.  That  is  the  course  which  we  hope 
to  follow  in  the  future  and  shall  subsequently 
report. 

All  of  the  25  cases  of  myocardial  infarction 
presented  typical  histories  of  an  acute  episode, 
and  the  subsequent  course,  clinical  findings,  and 
laboratory  data,  including'  electrocardiograms, 
confirmed  the  diagnosis.  One  patient  had  a 
pulmonary  embolism  twenty-four  hours  after 

TABLE  3. — Clinically  Detectable  Thrombotic  Com- 
plications of  Acute  Myocardial  Infarction  (100  Cases) 
in  Preanticoaoulation  Era 


Pulmonary  infarction 9 

Cerebral-arterial  thrombosis-embolus.  3 

Peripheral  arterial  embolus 1 

Second  coronary 1 

Phlebitis 0 

Total  14 


the  myocardial  infarction  and  before  Dicumarol 
was  effective.  The  patient  had  no  further 
thrombotic  complications  and  survived.  An- 
other patient  had  a pulmonary  embolism  on  the 
fourth  day  of  his  illness  and  the  first  day  of 
anti  coagulation  (heparin  and  Dicumarol).  He 
expired  as  a result  of  this  episode.  Unfortu- 
nately, no  postmortem  examination  was  obtained. 
No  other  thromboembolic  complications  were 
encountered  in  these  25  cases,  the  percentage 
of  thromboembolic  complications  being  4 per 
cent.  Seven  (28  per  cent)  of  the  patients  died. 
Four  of  these  were  autopsied,  and  no  evidence 
of  mural  thrombi  or  peripheral  thrombi  was 
noted.  Since  anticoagulant  therapy  was  not 
employed  in  every  established  case  of  coronary 
thrombosis  during  the  year,  we  feel  our  mortality 
rate  is  unduly  high. 

There  were  two  instances  of  gastrointestinal 
bleeding  in  these  25  cases,  one  in  a patient  having 
a previously  diagnosed  peptic  ulcer  and  the  other 
in  a patient  having  Laennec’s  cirrhosis.  Ther- 
apy adequately  controlled  the  bleeding  in  the 
first  case.  No  active  measures  were  undertaken 
for  the  second  patient.  The  outlook  was  entirely 
hopeless.  Autopsy  revealed  a massive  anterior 
wall  myocardial  infarction  with  septal  involve- 
ment, tiny  ulcers  of  gastric  mucosa,  and  tarry 
stool  in  the  intestines. 

Heparin  was  used  in  conjunction  with  Dicu- 
marol in  only  three  cases  of  myocardial  infarction. 
Its  necessity  in  these  cases  is  questionable.  The 
work  of  Mallory  placed  the  usual  development 
of  mural  thrombi  following  myocardial  infarction 
on  the  sixth  postinfarction  day.11  His  studies 
further  showed  the  sixteenth  postinfarction  day 
as  the  time  when  the  mural  thrombus  is  probably 
organized.  It  is  interesting  though  that  the 
only  pulmonary  emboli  encountered  in  this  series 
occurred  on  the  first  and  fourth  days  after  the 
onset  of  the  acute  myocardial  infarction. 

Cerebral  Thromboembolic  Disease. — In  the 
past  year,  four  cases  of  cerebral  thrombo- 
embolic disease  were  treated  with  Dicumarol. 
Three  of  these  were  cerebral  emboli  occurring 
in  patients  who  had  auricular  fibrillation.  The 
fourth  patient  was  a hypertensive  who  had  suf- 
fered an  earlier  left  cerebral  thrombosis  and  two 
weeks  later  developed  a left  hemiplegia.  Dicu- 
marol was  administered  for  two  weeks  with  excel- 
lent result,  the  left  side  of  the  body  regaining 
function  on  the  fourth  day  of  therapy. 

In  all  of  these  cases,  the  presence  of  cerebral 
hemorrhage  was  excluded  by  history,  clinical 
course,  and  lumbar  puncture.  The  advisability 
of  the  use  of  anticoagulants  in  cerebral  thrombo- 
embolic disease  must  await  further  trial,  espe- 
cially since  a normal  lumbar  puncture  may  be 
obtained  in  the  presence  of  cerebral  hemorrhage. 
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Peripheral  Arterial  Thromboembolic  Dis- 
ease.— There  were  seven  cases  of  peripheral 
arterial  thromboembolic  disease  in  this  series. 
Four  of  this  group  had  emboli  to  a lower  extrem- 
ity. The  emboli  were  probably  from  the  left 
auricle,  since  the  four  patients  had  auricular 
fibrillation — three  on  a rheumatic  basis  and  the 
other  an  arteriosclerotic  cardiac.  The  extremi- 
ties in  each  case  were  saved  by  medical  treatment. 

The  remaining  three  patients  in  this  group 
had  arterial  occlusions,  apparently  on  a throm- 
botic basis,  associated  with  infection.  Two  of 
these  patients  required  subsequent  amputation. 
Anticoagulant  therapy  was  administered  post- 
operatively  without  further  thrombosis.  The 
third  patient  of  this  group  was  an  elderly  man 
who  suffered  multiple  fractures  of  both  lower 
extremities  and  pelvis.  He  succumbed  of  con- 
gestive heart  failure  after  about  one  week  of 
heparin  therapy. 

Arterial  Thromboembolic  Emergencies  and 
Auricular  Fibrillation. — Our  procedure  in  treat- 
ing arterial  thromboembolic  emergencies  fol- 
lows the  same  general  pattern  advocated  by 
Allen.12  As  soon  as  the  diagnosis  is  made,  a 
paravertebral  block  is  performed,  and  blood  is 
drawn  for  a prothrombin  time.  Heparin  is 
administered  immediately  intravenously  and 
continued  every  four  hours,  until  the  prothrom- 
bin time  is  influenced  by  Dicumarol.  If,  however, 
no  appreciable  success  is  noted  after  the  para- 
vertebral block  and  heparin  administration, 
surgery  for  embolectomy  is  contemplated.  Pa- 
paverine is  also  administered  along  with  other 
supportive  measures. 

In  this  group  there  was  one  case  of  bleeding 
due  to  Dicumarol.  Gross  hematuria  was  noted 
when  the  prothrombin  time  was  eighty-five 
seconds;  vitamin  K was  given  intravenously 
every  four  hours  for  four  doses.  Twenty-four 
hours  later,  the  prothrombin  time  was  twenty- 
eight  seconds  and  the  urine  grossly  clear. 

Dicumarol  has  also  been  administered  by  us 
to  patients  having  auricular  fibrillation  in  whom 
conversion  to  regular  rhythm  was  attempted. 
Thus  far,  five  patients  have  received  anticoagu- 
lants in  this  process.  One  -patient  developed 
a right  hemiparesis,  and  the  quinidine  was 
stopped.  The  remaining  four  patients  were  con- 
verted from  fibrillation  to  regular  rhythm  without 
embolic  mishap.  Further  investigation  is  neces- 
sary to  determine  the  value  of  Dicumarol  in 
conversion  from  auricular  fibrillation  to  regular 
rhythm,  however. 

Full  dosage  of  Dicumarol  should  be  curtailed 
and  the  drug  probably  not  given  in  the  presence 
of  hepatic  disease,  renal  insufficiency,  and  poor 
nutritional  state.  Anticoagulant  therapy  is 
contraindicated  in  multiple  stage  operations, 


ulcerative  diseases,  recent  brain  or  spinal  cord 
operations,  and  blood  dyscrasias. 

From  our  observations  in  the  past  year  anti- 
coagulant therapy  has  its  place  in  any  general 
hospital,  provided  the  laboratory  standards  are 
reliable.  The  wide  variety  of  patients  encount- 
ered on  a general  service  makes  one  doubly  cau- 
tious of  bleeding  complications,  since  many 
patients  will  have  abnormal  initial  prothrombin 
times.  Despite  this,  there  is  no  reason  to  with- 
hold anticoagulants  provided  adequate  super- 
vision is  maintained. 

Summary 

1.  Experience  with  the  use  of  anticoagulant 
therapy  in  85  cases  in  a general  hospital  is  pre- 
sented. 

2.  General  measures  in  the  control  of  Dicu- 
marol and  heparin  are  discussed. 

3.  Forty-five  cases  of  venous  thrombosis 
were  treated.  Ten  of  these  patients  had  pul- 
monary emboli  before  anticoagulation  was 
started.  One  instance  of  fatal  pulmonary  em- 
bolism occurred  while  on  Dicumarol.  This  pa- 
tient also  had  auricular  fibrillation,  and  post- 
mortem examination  revealed  a large  thrombus 
in  the  right  auricle. 

4.  One  hundred  clinical  cases  of  myocardial 
infarction  were  studied,  and  the  incidence  of 
thromboembolic  complications  were  compared 
with  100  in  which  the  diagnosis  was  established 
postmortem.  Both  groups  were  in  the  pre- 
anticoagulant  period. 

5.  Twenty-five  cases  of  myocardial  infarction 
treated  with  anticoagulants  were  reviewed . 
In  these  cases  only  one  death  occurred  from  em- 
bolic complication  and  that  on  the  first  day  of 
anticoagulant  therapy.  No  other  thrombo- 
embolic complications  were  encountered. 

6.  Seven  cases  of  peripheral  arterial  thrombo- 
embolic diseases  were  treated. 

7.  The  treatment  in  cerebral  thromboembolic 
disease  and  auricular  fibrillation  is  discussed. 
Further  investigation  in  these  fields  is  indicated 
to  evaluate  properly  the  efficacy  of  anticoagulant 
therapy  for  these  conditions. 
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RATIONAL  THERAPEUTICS  OF  INTESTINAL  OBSTRUCTION  IN 
INFANCY 

D.  H.  Manfredi,  M.D.,  New  York  City 
( From  the  Children’s  Surgical  Service,  Bellevue  Hospital) 


AMONG  the  most  urgent  emergencies  occur- 
ring in  infancy,  there  are  few  that  require 
more  rapid  surgical  attention  than  cases  of  acute 
intestinal  obstruction.  Disturbances  in  the 
anatomy  and  delicately  balanced  physiology 
of  an  infant  occur  with  such  accelerated  speed 
that  the  threat  to  life  is  forever  present. 

In  this  review  of  58  cases  of  intestinal  obstruc- 
tion occurring  in  infants  under  two  years  of  age, 
the  primary  cause  of  the  condition  was  an  incar- 
cerated hernia.  All  the  infants  were  admitted 
to  the  Children’s  Surgical  Service  of  Bellevue 
Hospital.  Rational  therapeutic  procedures  in 
the  treatment  of  these  lesions  are  based  on  a 
knowledge  of  the  disturbed  physiology  which  the 
obstructive  lesion  creates.  This  paper  will 
discuss  the  treatment  to  eliminate  the  obstruction 
and  the  corrrection  of  the  physiologic  disturb- 
ances. 

Intestinal  obstruction  has  been  defined  as  a 
condition  in  which  there  exists  a cessation  of  the 
normal  forward  motion  of  intestinal  contents 
long  enough  to  produce  local  and  systemic  patho- 
logic effects.  The  condition  may  be  produced 
by  occlusion  of  the  intestinal  lumen,  diminution 
of  peristalsis,  or  interference  with  blood  supply. 
One  of  the  aforementioned  conditions  or  com- 
binations of  them  always  exists  in  cases  of  intes- 
tinal obstruction.  Once  stasis  occurs  intestinal 
distention  follows. 

This  distention  is  due  to  an  accumulation  of 
gas  and  fluids  in  the  obstructed  portion  of  bowel. 
The  gas  originates  from  three  sources — from  the 
gaseous  interchange  from  blood  flowing  through 
the  thin  wall,  from  the  action  of  bacteria  in  the 
intestinal  contents,  and  from  swallowed  air.  The 
fluid  contents  come  from  ingested  fluids,  the 
secretion  of  intestinal  glands,  and  from  the  fluid 
fraction  of  blood. 

Distention  is  a powerful  stimulus  to  transuda- 
tion from  the  blood  into  the  bowel.  There  results 
a loss  from  the  circulating  blood  of  its  salts, 
fluids,  water,  plasma  and  its  constituents,  and 
chlorides.  The  tissue  spaces,  or  extracellular 
reservoir,  must  then  give  up  their  fluids  to  restore 
the  circulating  blood  volume. 

The  water  requirements  of  an  infant  are  100 
to  150  cc.  per  Kg.  of  body  weight.  The  water 
needs  are  greater  than  in  an  adult  due  to  the 
poor  concentrating  ability  of  the  immature  kid- 
neys, the  greater  metabolic  requirements  due 


to  a larger  surface  area  per  unit  of  body  weight, 
and  factors  of  growth  activity.  From  Fig.  1, 
it  can  be  seen  that  the  extracellular  fluid  is  easily 
depleted  in  an  infant,  because  it  is  only  twice  the 
daily  total  intake.  An  adult  has  a great  deal 
more  in  reserve,  almost  seven  times  his  total 
daily  intake.  Almost  as  important  as  fluid  loss 
is  the  disturbance  in  acid-base  balance.  When 
the  kidney  excretes  an  excessive  amount  of  sodium 
ion,  a proportionate  amount  of  water  must  be 
excreted,  further  dehydrating  the  tissues.  If 
the  interstitial  reservoir  of  fluids  is  exhausted, 
depletion  causes  dehydration  and  death.  Eme- 
sis, which  is  related  to  the  intestinal  distention 
and  caused  by  reflex  and  mechanical  factors, 
causes  the  infants  to  lose  not  only  the  fluid  that 
they  should  be  imbibing  but  also  that  fluid  and 
electrolyte  in  the  vomitus. 

Symptoms  of  dehydration  depend  upon  the 
rapidity  with  which  it  occurs  and  the  relative 
loss  of  water  and  salts.  When  the  change  is 
rapid,  an  increase  in  the  viscosity  of  blood  takes 
place  with  concentration  of  both  cellular  and 
protein  elements,  and  there  is  no  time  for  com- 
pensation for  the  diminution  in  blood  volume. 
Death  may  occur  solely  from  a reduction  in  body 
fluids  and  salts. 

From  the  age  distribution  chart,  it  can  be  seen 
that  over  fifty  per  cent  of  this  series  of  cases 
occurred  in  the  early  months  of  life  (Table  1). 
This  fact  may  give  rise  to  the  belief  that  hernia- 
tion through  a relatively  narrow  opening  at  the 
site  of  the  internal  ring  offers  greater  opportunity 
for  incarceration  and  obstruction  than  does 
herniation  through  a wider  gaping  internal 
inguinal  ring.  Tables  2 and  3 indicate  the 

INFANT  7 Kg.  ADULT  70 Kg. 

15000  cc 


FLUID  FLUID 

Fig.  1.  Average  daily  fluid  intake  and  output. 
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TABLE  1. — Age  and  Sex  Distribution 


Age  (Months) 

Number  of  Cases 

Per  Cent 

i* 

9 

15 

2 

8 

14 

3 

8 

14 

4 

2 

3 

5 

5 

8 

6 

1 

2 

7 

1 

2 

8 

1 

2 

9 

2 

3 

10 

2 

3 

11 

2 

3 

12 

1 

2 

13 

1 

2 

14 

1 

2 

15 

1 

2 

16 

1 

2 

17 

1 

2 

18 

1 

2 

19 

0 

0 

20 

0 

0 

21 

0 

0 

22 

0 

0 

23 

3 

5 

24 

7 

12 

Sex 

Male 

51 

88 

Female 

7 

12 

* Or  less. 


TABLE  2. — Location  of  Hernia 


Site 

Right  inguinal 
Left  inguinal 
Umbilical 
Bilateral 

Number  of 
Cases 

40 

15 

2 

1 

Per  Cent 
69 
26 
3 
2 

TABLE  3. — Contents 

of  Hernial  Sac 

at  Operation 

Number  of 

Organ 

Cases 

Per  Cent 

Small  intestine 

25 

43 

Large  intestine 

5 

8 

Tube  and  ovarv 

2 

3 

Testicle 

1 

2 

Omentum 

6 

10 

Appendix 

8 

14 

Bladder 

2 

3 

Liver* 1 

1 

2 

Not  seen 

10 

16 

location  of  the  hernias  and  the  contents  of  the 
hernial  sacs  at  operation. 

There  were  48  cases,  or  82  per  cent,  that  had  a 
history  of  a previous  mass  being  present  before 
incarceration  occurred.  Any  case  with  a history 
of  a previously  existing  hernia  that  develops  pain 
and  emesis  must  be  suspected  of  an  early  intes- 
tinal obstruction  due  to  an  incarcerated  hernia. 
Vomiting  occurred  in  92  per  cent  of  the  total 


number  of  cases  and  should  call  for  investigation 
of  the  inguinal  rings. 

There  were  no  cases  in  which  the  intestine  per 
se  had  become  necrotic.  However,  two  appen- 
dices had  become  necrotic,  and  an  appendectomy 
was  performed  during  the  herniorraphy. 

One  tube  and  ovary  became  gangrenous  when 
entrapped  in  the  hernia  and  required  resection. 
A part  of  the  omentum  became  gangrenous  in  one 
case  when  it  became  incarcerated  in  the  hernia 
sac. 

No  case  was  reduced  following  gentle  taxis 
which  was  tried  in  48  per  cent  of  the  cases.  One 
case  reduced  spontaneously  during  the  adminis- 
tration of  the  anesthetic. 

There  were  four  postoperative  deaths  in  this 
series.  One  infant  with  an  incarcerated  umbili- 
cal hernia  died  postoperatively  at  five  days  of 
age.  One  infant  with  right  inguinal  hernia  died 
of  status  lymphaticus.  One  infant  with  right 
inguinal  hernia  died  postoperatively  of  scarlet 
fever,  and  one  infant  with  a left  inguinal  hernia 
died  of  postoperative  pneumonia. 

The  operation  performed  prior  to  1927  was  a 
Bassini  type  of  repair.  The  most  common 
technic  used  at  present  is  the  high  ligation  of  the 
hernia  sac  with  no  plastic  repair  of  the  canal. 
Cotton  or  silk  suture  material  is  used.  The 
correction  of  the  infant’s  fluid  balance  preoper- 
atively  is  stressed,  and  lastly,  gentleness,  pa- 
tience, and  surgical  skill  must  be  exercised  in 
handling  the  delicate  tissues. 

Summary 

The  importance  of  restoration  of  the  physio- 
logic fluid  and  electrolyte  balance  is  emphasized. 
Any  organ  in  the  peritoneal  cavity  may  become 
entrapped  in  an  irreducible  hernia  sac.  Rapid 
surgical  attention  to  correct  the  disturbances  in 
the  chemical  status  of  the  infant  and  elimination 
of  the  obstructive  lesion  are  the  rational  thera- 
peutic procedures  necessary  in  treating  infants 
with  acute  intestinal  obstruction. 
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Dr.  Howard  Lester,  resident  at  Bellevue  Hospital,  assisted 
in  the  collection  of  data  for  this  report. 
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CANINE  ERUDITION 

A woman  went  to  buy  a drinking  bowl  for  her  dog,  “It  really  doesn’t  matter,”  she  replied.  “My 
and  the  shopkeeper  asked  her  if  she  would  like  one  husband  never  drinks  water,  and  the  dog  can’t 
with  the  inscription,  “For  the  dog.”  read.” — Exchange 


THE  INCIDENCE  OF  VALVULAR  HEART  DISEASE  IN  PEOPLE  OVER 
FIFTY  AND  PENICILLIN  PROPHYLAXIS  OF  BACTERIAL 
ENDOCARDITIS 

Paul  Lichtman,  M.D.,  Washington,  D.  C.,  and  Arthur  M.  Master,  M.D.,  New  York  City 

(From  the  Cardiographic  Department,  Mount  Sinai  Hospital) 


FOR  some  time  it  has  been  recognized  that 
subacute  bacterial  endocarditis  may  develop 
in  persons  with  rheumatic  or  congenital  heart  dis- 
ease following  operative  and  diagnostic  proce- 
dures such  as  tooth  extraction  and  cystoscopy. 
With  the  advent  of  sulfonamides  and,  more  re- 
cently, penicillin,  it  has  become  routine  to  ad- 
minister the  antibiotic  to  persons  with  such  heart 
disease  prior  to  and  following  manipulation.1-4 
This  method  has  usually  been  reserved  for  pa- 
tients with  obvious  rheumatic  or  congenital  heart 
disease,  most  of  whom  are  in  the  younger  age 
groups.  However,  the  problem  is  actually  much 
greater  since  it  is  becoming  increasingly  evident 
that  subacute  bacterial  endocarditis  often  occurs 
in  persons  over  the  age  of  fifty  and  in  persons  in 
whom  disease  is  present  but  not  obvious.1’6’6 
This  is  indicated  by  recent  autopsy  studies  which 
have  shown  a surprisingly  high  incidence  of 
valvular  lesions,  rheumatic  and  sclerotic,  in  older 
persons.  Clinically  this  valvular  disease  is  often 
evidenced  by  a loud,  blowing  apical  systolic  mur- 
mur, although  the  remainder  of  the  cardiac  ex- 
amination is  not  infrequently  negative. 

This  study  was  undertaken  with  a threefold 
purpose : (1)  to  determine  the  incidence  of  valvu- 
lar damage  in  older  age  groups,  clinically  and 
pathologically,  (2)  to  consider  the  advisability  of 
administering  penicillin  to  elderly  persons  under- 
going various  diagnostic  and  operative  proce- 
dures when  valvular  disease  is  suspected,  and  (3) 
even  routinely  when  heart  disease  is  not  believed 
to  be  present. 

In  the  older  age  group  it  is  occasionally  difficult 
to  determine  the  etiologic  background  of  valvu- 
lar disease,  that  is,  to  distinguish  between  rheu- 


matic and  Monckeberg  or  arteriosclerotic  les- 
ions.1-7-13 The  latter  usually  attacks  only  the 
aortic  valve,  the  mitral  valve  being  involved  infre- 
quently. In  favor  of  a rheumatic  etiology  is  the 
presence  of  stigmata  of  an  extinct  rheumatic  proc- 
ess such  as  endocardial  thickening,  increased 
vascularity  of  the  subendocardium,  increase  of 
endocardial  smooth  muscle,  vascularization  and 
thickening  of  the  valves,  fusion  at  the  aortic  com- 
missures, formation  of  collagenous  plaques  at  the 
line  of  closure,  and  evidence  of  pericarditis.11  In 
favor  of  an  arteriosclerotic  lesion  is  the  finding  of 
atheromatous  plaques  with  calcification  in  the 
absence  of  the  above  changes.  This  is  par- 
ticularly true  in  isolated  lesions  of  the  aortic  valve 
and  ring  without  mitral  valve  changes.  The 
pathogenesis  of  calcific  disease  of  the  aortic  valve 
has  been  a moot  question  in  numerous  investiga- 
tions, but  the  recent  study  of  Karsner  and  Kolet- 
sky  would  seem  definitely  to  place  it,  with  few 
exceptions,  among  the  sequelae  of  rheumatic 
fever.14  This  may  also  be  true  of  other  valvular 
lesions  not  obviously  rheumatic  in  origin. 

In  order  to  determine  the  incidence  of  valvular 
lesions  in  older  persons,  figures  were  compiled 
from  necropsy  protocols  at  the  Mount  Sinai  Hos- 
pital in  406  consecutive  patients,  fifty  years  of  age 
and  older  (Table  1).  The  criteria  noted  above 
were  utilized  in  determining  rheumatic  or  arterio- 
sclerotic etiology.11-13  Anatomic  evidence  of 
heart  disease  was  noted  in  342  cases.  Rheumatic 
lesions  were  present  in  176  cases  (51.5  per  cent) 
and  arteriosclerotic  heart  disease  was  predominant 
in  133  cases  (38.9  per  cent).  The  remainder  in- 
cluded three  cases  of  congenital,  three  syphilitic, 
seven  pulmonary,  six  hypertensive,  and  14  miscel- 


TABLE  1. — Age  Incidence  and  Type  of  Heart  Disease  in  406  Consecutive  Autopsies  in  Patients  Fifty  Years  or 

Older 


Type  of  Heart  Disease 


Total 

Per  Cent 

— Age  Incidence  (Years)  — 

Heart  Disease 

Number 

of  Total 

50  to  59 

60  to  69 

70  to  79 

80  to  89 

Rheumatic 

176 

51.5 

66 

77 

25 

8 

Arteriosclerotic 

133 

38.9 

42 

63 

27 

1 

Syphilitic 

3 

.9 

2 

1 

0 

0 

Congenital 

3 

.9 

2 

1 

0 

0 

Pulmonary 

7 

2.0 

0 

5 

2 

0 

Hypertensive 

6 

1.7 

3 

3 

0 

0 

Miscellaneous* 

14 

4.1 

7 

5 

2 

0 

342 

100.0 

No  heart  disease 

64 

* Parenchymatous  degeneration  in  malignant  disease,  six  cases;  lymphosarcoma,  two  cases;  beriberi  (?),  one  case;  tubercu- 
losis, two  cases;  leukemia,  two  cases,  and  agranulocytosis,  one  case. 
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TABLE  2. — Valvular  Heart  Disease  in  406  Consecutive  Autopsies  in  Patients  Fifty  Years  or  Older 


Mitral 

Pul- 

Mitral, 

Mitral, 

Total 

Number 

Mitral 

and 

monary 

Aortic, 

Aortic, 

Valve 

of 

Mitral 

Aortic 

and 

Tri- 

ami 

Pul- 

Tri- 

Involvi 

Heart.  Disease; 

Cases 

Alone 

Alone 

Aortic 

cuspid 

Aortic 

monary 

cuspid 

ment 

Rheumatic 

176 

70 

2 

90 

4 

1 

4 

5 

176 

Arterial 

133 

2 

32 

13 

0 

0 

0 

0 

47 

Syphilitic- 

3 

0 

3 

0 

0 

0 

0 

0 

3 

Congenital 

3 

0 

0 

0 

0 

0 

0 

0 

0 

Hypertensive 

6 

0 

0 

0 

0 

0 

0 

0 

0 

Pulmonary 

7 

0 

0 

0 

0 

0 

0 

0 

8 

Miscellaneous 

14 

6 

0 

2 

0 

0 

0 

0 

0 

Total 

342 

78 

37 

105 

4 

1 

4 

5 

234 

aneous  heart  disease.  In  these  342  cases  with 
heart  disease,  valvular  damage  was  present  in 
more  than  half  the  patients. 

Of  the  234  instances  of  valvular  heart  disease, 
176  were  rheumatic  (75  per  cent),  47  arterio- 
sclerotic (20  per  cent),  and  11  were  grouped  as 
miscellaneous.  In  the  rheumatic  cases  the  mitral 
valve  only  was  involved  70  times,  the  aortic  valve 
only  twice,  and  both  valves  in  90  cases  (Table  2). 
The  mitral  and  tricuspid  valves  were  altered  in 
four  cases  and  the  mitral,  aortic,  and  tricuspid 
valves  in  five.  Five  cases  of  minimal  lesions  of 
the  mitral  leaflets  (thickening  at  the  line  of 
closure)  were  included  because  of  other  evidence, 
such  as  involvement  of  the  chordae  tendineae  or 
lesions  of  the  left  auricular  wall.  The  damage  in 
the  remainder  of  valvular  lesions  varied  from 
marked  thickening  of  the  valves  to  all  of  the 
usual  manifestations  of  chronic  rheumatic  valvu- 
litis. 

The  mitral  valve  was  thus  involved  196  times 
or  almost  half  (48  per  cent)  of  the  entire  406 
cases  studied.  This  points  to  the  significance  of 
an  apical  systolic  murmur  in  persons  in  the  older 
age  group,  as  has  been  stressed  by  Master  who  is 
of  the  opinion  that  unless  disproved  a loud  blow- 
ing systolic  apical  murmur  is  indicative  of  an 
organic  lesion.15’16  Furthermore,  a valvular  lesion 
may  be  present  without  producing  a murmur. 
While  rheumatic  valvular  disease  is  the  commonest 
precursor  of  bacterial  endocarditis,  it  has  been 
shown  clinically  and  experimentally  that  the 
latter  may  occur  in  other  types  of  valvular  lesions 
in  the  presence  of  bacteremia.2’17'19  These  in- 
clude sclerotic  degenerative  changes  in  the  valve 
and  those  following  coronary  occlusion,  as  well  as 
nonbacterial  collagen  and  thrombotic  alterations. 

In  the  47  cases  of  arteriosclerotic  heart  disease 
with  valvular  lesions,  features  other  than  rheu- 
matic predominated,  or  a rheumatic  etiology  could 
not  be  ascertained.  The  mitral  valve  alone  was 
involved  in  two  cases,  the  aortic  valve  alone  in  32 
cases,  and  both  in  13  cases. 

In  view  of  the  high  incidence  of  valvular  dam- 
age in  older  persons,  it  is  obvious  that  they  are 
susceptible  to  the  development  of  bacterial  endo- 
carditis in  the  presence  of  bacteremia.  Zeman 


and  Bayles  and  Lewis  found  pre-existing  rheu- 
matic heart  disease  in  approximately  60  per  cent 
of  their  cases  of  subacute  bacterial  endocarditis 
over  forty.1’6  In  the  remaining  cases,  arterio- 
sclerotic, luetic,  congenital,  or  thyrotoxic  heart 
disease  was  present. 

Pursuing  the  subject  of  the  etiologic  substrata 
of  subacute  bacterial  endocarditis,  we  reviewed  20 
cases  of  this  disease  in  patients  over  fifty  years 
old.  Nine  showed  previous  rheumatic  disease, 
seven  of  these  on  postmortem  examination.  Six 
other  cases  were  considered  arteriosclerotic  on 
clinical  grounds,  although  a rheumatic  basis 
could  not  be  definitely  excluded  in  the  absence  of 
pathologic  study.  In  one  case  syphilitic,  in  one 
case  congenital,  and  in  two  instances  undeter- 
mined types  of  heart  disease  were  found.  In  the 
last  case  no  evidence  of  previous  disease  was 
present. 

We  then  studied  the  background  of  1 1 cases  of 
acute  bacterial  endocarditis  in  patients  over  fifty 
years  of  age.  Six  presented  chronic  rheumatic 
heart  disease,  and  in  two  arteriosclerosis  was 
present.  In  two  cases  there  was  no  pre-existing 
heart  disease,  and  in  one  case  heart  disease  of 
undetermined  origin  was  found.  As  these  figures 
show,  acute  bacterial  endocarditis  occurs  more 
frequently  on  previously  normal  valves  than  does 
subacute  endocarditis. 

Analyzing  our  results,  it  has  been  shown  that  in 
406  consecutive  autopsies  in  patients  over  fifty 
years  of  age,  heart  disease  was  present  in  342  and 
valvular  damage  in  234.  Thus,  in  more  than 
half  the  patients  valvular  disease  was  found,  a 
possible  nidus  for  subacute  bacterial  endocarditis. 
This  leads  us  to  an  investigation  of  the  operative 
procedures  which  may  predispose  to  infection  of 
the  valves. 

In  investigating  the  procedures  that  may  pro- 
duce transient  bacteremia  and  thus  may  precipi- 
tate endocarditis,  foci  of  infection  in  the  upper 
respiratory  tract  and  mouth  were  found  to  be 
the  most  common  portal  of  entry.  The  transient 
bacteremia  accompanying  surgical  procedures  in 
this  area  is  not  always  adequately  handled  by  the 
body’s  defense  mechanisms.  There  are  numer- 
ous reports  of  subacute  bacterial  endocarditis 
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following  tonsillectomy,  infection  of  the  nasal 
sinuses,  otitic  infections,  general  “colds,”  extrac- 
tion of  teeth,  and  even  chewing.20-27 

A number  of  other  conditions  have  been  re- 
ported as  providing  a portal  of  entry  for  the  de- 
velopment of  subacute  bacterial  endocarditis. 
Among  these  are  wound  and  skin  infections  such 
as  phlegmons  and  carbuncles,  incised  furuncles 
glandular  inflammations,  toe  infections,  bone 
trauma  and  osteomyelitis,  thrombophlebitis,  and 
Raynaud’s  disease.22'23’25  28  Kidney  infections 
and  prostatic  massage  have  been  mentioned  as 
predisposing  factors.22'24  In  fact,  as  recently  re- 
ported by  Baehr  and  Gerber,  surgical  and  diagnos- 
tic procedures  of  the  genitourinary  tract  are 
rather  frequent  precursors  of  infectious  endo- 
carditis.3 There  has  been  mention  of  pelvic 
inflammatory  disease  and  postpartum  infec- 
tion.22'29"30 Cancer  of  the  lung  and  bronchial 
infection  have  been  noted  as  significantly  preced- 
ing the  development  of  subacute  bacterial  endo- 
carditis.23'25 The  gastrointestinal  tract  as  a 
portal  of  entry  has  been  discussed  by  Horder.31 
Transient  bacteremia  has  been  noted  in  animals 
after  a high  fat  meal,  and  as  reported  by  Crohn 
and  Schwartzman,  bacteria  of  many  sorts  may 
pass  through  the  intestinal  mucosa  during  diges- 
tion of  fatty  substances  and  are  present  in  the 
chyle  and  in  the  blood  for  a few  hours.32  Cancer 
of  the  stomach,  infection  of  the  gallbladder,  acute 
gastroenteritis,  and  surgical  procedures  of  the 
gastrointestinal  tract  contribute  to  the  develop- 
ment of  subacute  bacterial  endocarditis.22'25'29'32  33 

To  study  the  factors  predisposing  to  the  de- 
velopment of  infectious  endocarditis,  321  clinical 
records  of  patients  with  this  disease  were  re- 
viewed. Instances  beginning  with  fever,  malaise, 


fatigue,  nasopharyngitis,  chills  and  other  non- 
specific manifestations  or  those  whose  primary 
manifestations  were  embolic  were  not  included. 
Seventy-seven  cases  were  of  special  interest  in 
that  the  onset  of  the  disease  could  reasonably  be 
related  to  a known  factor.  Of  these  77  cases 
which  were  thus  selected,  57  had  subacute  bac- 
terial endocarditis  and  20  the  acute  variety.  In 
the  57  patients  with  subacute  bacterial  endocardi- 
tis, 30  operative  and  27  diagnostic  instrumental  or 
manipulative  procedures  were  related  to  the  onset 
of  the  disease  (Tables  3,  4,  5). 

Table  3 presents  the  operative  procedures 
which  predisposed  to  the  development  of  sub- 
acute bacterial  endocarditis  in  30  cases.  Pre- 
existing heart  disease  and  organisms  cultured  in 
each  case  are  also  indicated  thereon.  Dental 
extractions  preceded  12  cases.  Genitourinary 
operative  procedures  were  responsible  for  six 
cases.  Nose  and  throat  operations  other  than 
tonsillectomy  preceded  four  cases.  There  was 
one  case  of  operation  for  perianal  ulcer  and  one 
cholecystectomy.  Eight  of  the  cases  listed 
above  were  intra-abdominal  operative  proce- 
dures. 

Of  the  remaining  27  cases  of  subacute  bacterial 
endocarditis  in  which  the  disease  could  be  re- 
lated to  an  ascertainable  factor,  there  were  eight 
that  followed  an  instrumental  diagnostic  proce- 
dure (Table  4).  Bronchoscopic  examination  was 
apparently  responsible  for  one  of  these  cases; 
colonic  irrigation  and  barium  enema  in  a case  of 
diverticulitis  preceded  another,  and  sigmoidos- 
copy was  followed  by  development  of  subacute 
bacterial  endocarditis  in  a third.  There  were 
five  cases  following  cystoscopy,  a fact  previously 
stressed  by  Baehr  and  Gerber.3  The  important 


TABLE  3. — Thirty  Cases  of  Subacute  Bacterial  Endocarditis  with  Operative  Procedures  as  Predisposing  Factors 


Age 

Operation 

Heart  Disease 

Organism 

22 

Tooth  extraction 

Rheumatic 

Streptococcus  viridans 

67 

Tooth  extraction 

Rheumatic 

S.  viridans 

28 

Tooth  extraction 

Luetic  and  rheumatic 

S.  viridans 

29 

Tooth  extraction 

Rheumatic 

S.  viridans 

32 

Tooth  extraction 

Rheumatic 

S.  viridans 

34 

Tooth  extraction 

Rheumatic 

S.  viridans 

20 

Tooth  extraction 

Rheumatic 

S.  viridans 

58 

Tooth  extraction 

R heu  matic 

Diphtheroids 

29 

Tooth  extraction 

Congenital 

S.  viridans 

Tooth  extraction 

Type  undetermined 

S.  viridans 

35 

Tooth  extraction 

Rheumatic 

S.  viridans 

63 

Tooth  extraction 

Rheumatic 

Parainfluenza  group 

53 

Suprapubic  cystotomy 

Arteriosclerotic 

Enterococcus 

56 

Fulgurating  urethral  papilloma 

Type  undetermined 

Staphylococcus  aureus 

70 

Transurethral  prostatectomy 

Rheumatic 

Enterococcus 

70 

Suprapubic  prostatectomy 

Arteriosclerotic 

Bacillus  proteus 

30 

Renal  lithotomy 

Rheumatic 

S.  viridans 

65 

Prostatectomy 

Arteriosclerotic 

S.  hemolyticus 

28 

Incision  and  drainage  abscess  rectovaginal 
septum 

Rheumatic 

Parainfluenza  group 

33 

Salpingo-oophorectomy 

Rheumatic 

33 

Dilatation  and  curettage  (tubo-ovarian  abscess)  Rheumatic 

Bacteria  free 

32 

Septic  (instrumental)  abortion 

Rheumatic 

S.  viridans,  Enterococcus 

43 

Incision  and  drainage  pelvic  abscess 

Rheumatic 

Cultures  negative 

45 

Plastic  repair  (gynecologic) 

Type  undetermined 

Enterococcus 

67 

Discharging  ear,  mastoidectomy 
Incision  and  drainage  abscess  ear  canal 

Rheumatic 

Pneumococcus  XXV 

49 

Rheumatic 

Pneumococcus  VIII 

35 

Sinus  operation 

Rheumatic 

60 

Incision  and  drainage  ear  abscess 

Rheumatic 

61 

Perianal  ulcer 

Type  undetermined 

Enterococcus 

35 

Cholecystectomy 

Rheumatic 

Parainfluenza,  S.  viridans 
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TABLE  4. — Eight  Cases  of  Subacute  Bacterial  Endocarditis  with  Diagnostic  Procedures  as  Predisposing  Factor 


Age 

Diagnostic  Procedure 

Heart  Disease 

Organism 

56 

Bronchoscopy 

Syphilitic 

S.  viridans 

71 

Colonic  irrigation  and  barium  enema 

Rheumatic 

S.  viridans 

23 

Sigmoidoscopy 

Rheumatic 

S.  viridans 

28 

Cystoscopy 

Rheumatic 

S.  viridans 

52 

Cystoscopy 

Coronary  artery 

S.  viridans 

35 

Cystoscopy 

Rheumatic 

S.  viridans 

70 

Cystoscopy  and  prostatectomy 

Coronary  artery 

Bacillus  proteus 

52 

Cystoscopy 

Type  undetermined 

Enterococcus 

factor  to  be  noted,  however,  is  that  any  diagnostic 
instrumental  procedure  that  may  traumatize  a 
mucosal  surface  exposed  to  bacteria  may  facili- 
tate the  entrance  of  an  organism  to  the  blood 
stream  with  the  possibility  of  development  of 
infectious  endocarditis.  There  were  19  cases  in 
which  the  subacute  bacterial  endocarditis  de- 
veloped in  conditions  other  than  operations  or  in- 
strumental diagnostic  procedures  (Table  5). 
There  were  six  cases  following  manipulation  such 
as  “cleaning  the  teeth.”  There  were  four  cases 
in  the  obstetric  and  gynecologic  classification,  two 
occurring  during  pregnancy  and  two  others  with 
pelvic  infections.  There  were  three  cases  with  a 
history  of  gastrointestinal  complaints  of  two  to 
five  years  duration,  one  case  of  acute  enteritis 
after  overindulgence  of  food,  and  one  case  of 
acute  enteritis  with  mushroom  poisoning  and 
apparently  no  other  predisposing  factor.  In  the 
remaining  four  cases  in  this  group  of  19,  the  sub- 
acute bacterial  endocarditis  followed  a generalized 
nonpruritic  papular  eruption  caused  by  neoars- 
phenamine,  a severe,  generalized  attack  of 
urticaria,  traumatic  bone  injury,  and  German 
measles. 

The  20  cases  of  acute  bacterial  endocarditis 
were  similarly  classified  as  to  portal  of  entry  of 
the  precipitating  organism.  There  were  nine 
surgical  procedures  (three  of  which  were  intra- 
abdominal), two  instrumental  diagnostic  manip- 
ulations, one  case  following  the  passage  of  a 
urethral  sound,  four  cases  of  acute  enteritis,  one 
case  with  infection  of  the  leg  (thrombophlebitis?), 


two  cases  of  acute  sinusitis,  and  one  case  of  cancer 
of  the  liver. 

It  is  thus  apparent,  both  from  the  literature 
and  the  cases  we  have  presented,  that  all  types  of 
operations  and  diagnostic  procedures  may  facili- 
tate the  passage  of  micro-organisms  into  the 
blood  stream  with  development  of  infectious 
endocarditis. 

Since  we  have  indicated  that  valvular  damage 
is  so  common  in  people  over  fifty  and  since  opera- 
tive and  diagnostic  procedures  produce  a bac- 
teremia which  may  invade  a damaged  valve  and 
result  in  infectious  endocarditis,  it  is  natural  to 
inquire  which  prophylactic  measures  are  indi- 
cated in  order  to  prevent  subacute  and  acute  bac- 
terial endocarditis  in  people  over  fifty. 

The  prophylaxis  of  subacute  bacterial  endo- 
carditis has  been  greatly  enhanced  by  the  availa- 
bility of  penicillin  because  of  its  bacteriostatic 
and  bactericidal  power  against  the  organisms 
usually  responsible  for  this  disease.  Prior  to  the 
introduction  of  penicillin  the  use  of  sufonamides 
was  advocated  in  patients  with  rheumatic  heart 
disease  before  tooth  extraction  and  tonsillectomy 
because  of  the  transient  bacteremia  frequently 
encountered  in  such  procedures.  More  recently, 
the  prophylactic  use  of  penicillin  alone  or  in 
conjunction  with  the  sulfonamides  in  such  proce- 
dures in  rheumatics  has  been  advocated  by 
Flippen  and  Van  der  Veer.21’34  Recognition  of 
the  possibility  of  reinfection  in  healed  cases  of 
subacute  bacterial  endocarditis  has  prompted  re- 
moval of  foci  of  infection  in  such  cases  before 


TABLE  5. — Nineteen  Cases  of  Subacute  Bacterial  Endocarditis  Following  Conditions  Other  Than  Operations 

or  Diagnostic  Procedures 


Age 

Predisposing  Condition 

Heart  Disease 

Organism 

30 

Dental  manipulation  (no  extraction) 

Rheumatic 

S.  viridans 

46 

Dental  manipulation  (no  extraction) 

None  (?) 

S.  viridans 

37 

Dental  prophylaxis  (gingivitis) 

Rheumatic 

Negative  culture  (autopsy) 

23 

Dental  prophylaxis  (gingivitis) 

None  (?) 

Pleuropneumonia-like 

38 

Dental  prophylaxis  (gingivitis) 

Type  undetermined 

S.  viridans 

49 

Malocclusion  of  teeth  and  trauma 

None 

Gram-positive  cocci,  pneumococcus 

33 

Pregnancy 

Rheumatic 

S.  viridans 

29 

Pregnancy 

Congenital 

No  culture 

21 

Infection  of  vulva 

Rheumatic 

S.  hemolyticus 

14 

Infection  of  vulva 

Congenital 

S.  viridans 

52 

Gastrointestinal  complaints,  5 years 

Congenital 

No  culture  (autopsy) 

36 

Gastrointestinal  complaints,  2 years 

Rheumatic 

Bacteria  free 

50 

Gastrointestinal  complaints,  4 years 

Rheumatic 

Bacteria  free 

55 

Acute  enteritis 

Type  undetermined 

S.  viridans 

71 

Acute  enteritis,  mushroom  poisoning 

Coronary  artery 

S.  viridans 

26 

Generalized  urticaria 

Rheumatic 

Gram-positive  cocci 

26 

Following  german  measles 
“Bone  bruise” 

Rheumatic 

S.  viridans 

19 

Rheumatic 

S.  viridans 

21 

Nonpruritic  papular  eruption 

Rheumatic 

S.  viridans 
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they  are  permitted  to  leave  the  hospital.  Loewe 
has  advocated  the  removal  of  infective  foci  in  the 
upper  respiratory  tract  and  of  diseased  teeth  in 
healed  cases  of  subacute  bacterial  endocarditis, 
with  administration  of  penicillin  before  and  after 
such  procedures.35  Davis  has  called  attention  to 
the  fact  that  the  eradication  of  foci  of  infection  in 
the  pharynx  is  not  accomplished  merely  by  re- 
moval of  the  tonsils.36  Adenoids,  lymphoid  tis- 
sue on  the  posterior  pharyngeal  wall,  and  par- 
ticularly the  lingual  tonsils  are  frequent  unde- 
tected foci  of  infection.  Baehr  and  Gerber  have 
proposed  the  administration  of  penicillin  im- 
mediately prior  to  procedures  such  as  cystos- 
copy and  removal  of  teeth  in  patients  with 
rheumatic  heart  disease  and  in  arrested  cases  of 
bacterial  endocarditis.3  They  further  suggested 
that  penicillin  should  be  continued  for  twelve  to 
forty-eight  hours  following  such  procedures. 

In  our  series  of  57  cases  of  subacute  bacterial 
endocarditis  in  patients  over  fifty  years  old  in 
which  an  operative,  diagnostic,  or  other  procedure 
was  discernible,  the  blood  culture  was  positive  in 
50  cases  (Tables  3,  4,  5).  An  organism  con- 
sidered usually  susceptible  to  penicillin  was  found 
in  42  cases;  in  six  of  the  remaining  eight,  entero- 
cocci were  found.  Since  the  bacterial  invader  in 
most  cases  of  subacute  bacterial  endocarditis  is 
usually  susceptible  to  penicillin,  this  agent  should 
obviate  the  development  of  the  disease  in  some 
cases.  We  believe  that  a patient  with  a history 
of  rheumatic  fever,  a loud  systolic  murmur,  or 
other  signs  or  symptoms  of  heart  disease  should 
receivQ  penicillin  before  and  after  operations  or 
in  instrumental  diagnostic  procedures.  Such 
prophylaxis  may  also  prevent  acute  bacterial 
endocarditis.  In  the  20  cases  of  acute  bacterial 
endocarditis  there  were  five  with  organisms  con- 
sidered usually  not  susceptible  to  penicillin.  A 
negative  culture  was  obtained  in  three  cases.  In 
11  cases,  however,  the  bacterial  invader  was 
susceptible  to  penicillin.  Altogether,  then,  in  the 
77  cases  of  subacute  and  acute  bacterial  endo- 
carditis following  operations,  diagnostic  proce- 
dures, and  other  conditions  mentioned,  organisms 
susceptible  to  penicillin  were  cultured  in  53  cases. 

At  present,  one  can  only  speculate  as  to  how 
many  cases  of  infectious  endocarditis  may  be 
avoided  with  the  prophylactic  administration  of 
penicillin.  Recent  articles  by  Baehr  and  Gerber 
and  Finland  discuss  penicillin  dosage  in  excellent 
detail.3' 33  Brief  mention  of  prophylactic  dosage  as 
suggested  by  Schwartzman  will  be  made  here.37 
In  the  absence  of  a known  infected  focfis  in  minor 
operations  and  in  dental  extractions,  the  recom- 
mendation of  the  committee  on  chemotherapy  of 
Mount  Sinai  Hospital  may  be  followed : 

Patients  who  have  had  rheumatic  fever,  with  or 


without  evidence  of  cardiac  disease,  should  re- 
ceive 200,000  units  (children  should  be  given 
100,000  units)  intramuscularly,  twenty  minutes 
before  a dental  operation.  One  dose  of  100,000 
units  should  be  given  within  thirty  minutes  follow- 
ing dental  operation ; three  additional  intramuscu- 
lar injections  of  100,000  units  should  be  given  at 
eight-hour  intervals  thereafter. 

While  this  rule  was  devised  especially  for  persons 
with  probable  rheumatic  valvular  disease  who 
were  to  undergo  dental  operations,  the  same  sys- 
tem of  dosage  is  applicable  to  any  person  having  a 
systolic  murmur  or  evidence  of  heart  disease  who 
is  to  undergo  a surgical  or  instrumental  diagnostic 
procedure.  The  senior  author  (A.  M.  M.)  has 
followed  this  rule  for  a number  of  years.  Prior 
to  a major  operation  infected  tissues  should  first 
be  treated  with  penicillin.  In  major  operations 
not  complicated  by  an  infected  focus  a prophylac- 
tic injection  of  300,000  units  should  be  adminis- 
tered on  the  operating  table  immediately  prior  to 
operation.  The  postoperative  schedule  pre- 
viously mentioned  should  be  adhered  to  in  the 
absence  of  evidence  of  infection  following  opera- 
tion. However,  manifestations  of  postoperative 
infection  indicate  an  immediate  increase  in  dos- 
age of  penicillin,  depending  on  the  susceptibility 
of  the  organism  to  penicillin  and  the  severity  of 
the  infection. 

Because  of  the  occasional  occurrence  of  moder- 
ately prolonged  bacteremia  following  cystos- 
copy, penicillin  should  be  continued  for  two  to 
four  days  and  for  a longer  period  should  there  be 
evidence  of  infection. 

Although  nasopharyngitis,  tonsillitis,  bronchi- 
tis, and  “colds”  are  among  the  commonest  condi- 
tions preceding  subacute  bacterial  endocarditis, 
they  have  not  been  included  in  this  study.  We 
believe,  however,  that  a patient  with  symptoms  or 
signs  of  heart  disease  should  receive  penicillin 
prophylaxis  in  the  course  of  a severe  upper  res- 
piratory infection. 

In  view  of  the  high  incidence  of  some  degree  of 
valvular  disease  found  postmortem  in  older  age 
groups  and  the  frequent  absence  of  clinical  evi- 
dence of  such  involvement,  the  advisability  of 
routine  administration  of  penicillin  prior  to  opera- 
tion and  diagnostic  procedures  in  all  persons  over 
the  age  of  fifty  must  be  seriously  considered.10 
In  our  series  of  406  patients,  234  showed  a val- 
vular lesion  at  autopsy  while  cardiac  examina- 
tion during  life  was  negative  in  69.  Although  a 
diagnosis  of  heart  disease  could  not  be  made  dur- 
ing life  in  these  latter  cases,  they  were  actually 
susceptible  to  bacterial  endocarditis.  The  objec- 
tions to  the  routine  use  of  penicillin  are  the  small 
percentage  of  cases  of  subacute  and  acute  bac- 
terial endocarditis  which  occur,  the  occasional 
appearance  of  severe  sensitivity  reactions  to  the 
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drug,  and  the  fact  that  some  organisms  causing 
endocarditis  are  not  susceptible  to  it.  This  prob- 
lem requires  further  consideration. 

Summary 

In  406  consecutive  autopsies  in  patients  fifty 
years  old  or  more,  342  (84.2  per  cent)  disclosed 
evidence  of  heart  disease.  Rheumatic  lesions 
were  present  in  176  (51.4  per  cent),  arterioscle- 
rotic in  133  (39.0  per  cent),  and  a miscellaneous 
group  in  33  (9.6  per  cent). 

There  was  evidence  of  gross  valvular  damage  in 
234  hearts,  that  is,  in  more  than  half  the  cases. 
The  valvular  lesions  were  rheumatic  in  176  in- 
stances (75  per  cent)  and  arteriosclerotic  in  47 
(20  per  cent). 

The  mitral  valve  was  involved  196  times  (48 
per  cent  of  the  total  autopsies) . This  adds  signifi- 
cance to  the  not  infrequent  finding  of  a blowing, 
apical  systolic  murmur  in  people  over  fifty. 
Heart  disease  is  very  common  in  such  persons 
although  it  may  not  be  obvious  clinically. 

Twenty  cases  of  subacute  and  11  cases  of  acute 
bacterial  endocarditis  are  described  in  patients 
fifty  years  old  or  more.  Rheumatic,  arterioscle- 
rotic, syphilitic,  and  congenital  heart  disease  were 
present  in  that  order  of  frequency. 

It  has  been  indicated  that  any  type  of  heart 
disease,  particularly  valvular,  which  produces 
damage  of  endocardial  tissues  may  predispose  to 
subacute  or  acute  bacterial  endocarditis  during 
postoperative  bacteremia. 

Fifty-seven  cases  of  subacute  and  20  cases  of 
acute  bacterial  endocarditis  following  operative, 
diagnostic  instrumental,  and  manipulative  pro- 
cedures are  described. 

A vast  variety  of  manipulations  and  diseases 
which  injure  mucous  membrane  and  facilitate 
the  entrance  of  bacteria  into  the  blood  stream  may 
lead  to  bacterial  endocarditis  in  the  presence  of 
valvular  disease.  These  include  infections  and 
operations  in  the  ear,  nose,  and  throat;  tooth 
extraction;  bronchoscopy;  genitourinary  infec- 
tions, operations,  and  procedures;  infections  of 
the  pelvis,  skin,  gastrointestinal  tract,  and  bone; 
thrombophlebitis;  pneumonia,  and  the  exanthe- 
mata. Such  minor  conditions  as  a cold,  prostatic 
massage,  enteritis,  and  toe  infection  have  pre- 
ceded bacterial  endocarditis. 

In  17  per  cent  of  the  patients  past  the  age  of 
fifty,  examination  of  the  heart  was  negative 
clinically  although  valvular  involvement  was 
found  postmortem. 


Since  valvular  lesions  are  very  common  in 
persons  over  fifty,  although  often  not  obvious 
clinically,  penicillin  prophylaxis  prior  to  opera- 
tion and  diagnostic  or  manipulative  procedures 
may  be  instituted  to  obviate  the  development  of 
bacterial  endocarditis.  The  dosage  and  method 
are  described. 


We  wish  to  thank  Drs.  George  Baehr,  Paul  Klemperer,  and 
Gregory  Schwartz  man  for  their  helpful  criticisms 
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ERYTHROBLASTOSIS  FETALIS  DUE  TO  BLOOD  GROUP  A-B-O 
INCOMPATIBILITY 

Leslie  Hughes  Tisdall,  M.D.,  F.A.C.S.,  and  Edward  T.  Hartnett,  A.B.,  Brooklyn,  New 
York 

( From  the  Department  of  Obstetrics  and  Gynecology,  St.  Catherine's  Hospital) 


AS  DISCUSSED  in  a previous  paper,  erythro- 
blastosis fetalis  may  be  caused  by  incom- 
patibilities existing  between  mother  and  infant, 
not  only  of  the  Rh  factor,  subgroups  of  the  Rh  fac- 
tor, and  the  Hr  factor,  but  also  of  the  A-B-0  blood 
group.1  Polayes  was  among  the  first  to  show  the 
relationship  of  erythroblastosis  with  A-B-0  in- 
compatibility between  mother  and  fetus.2 

Thus  a group  A baby,  born  of  a mother  of  blood 
group  O whose  serum  contains  a high  titer  of 
anti-A  isoagglutinins,  may  have  erythroblastosis 
due  to  the  action  of  the  maternal  anti-A  agglu- 
tinins on  the  fetal  group  A red  cells.  Similarly,  a 
group  B baby  may  develop  erythroblastosis  due 
to  a high  titer  of  maternal  anti-B  isoagglutinins. 

Since  erythroblastosis  due  to  this  type  of  blood 
incompatibility  is  caused  by  a high  titer  of  mater- 
nal anti-A  or  anti-B  isoagglutinins,  this  syndrome 
cannot  occur  in  an  infant  born  of  a group  AB 
mother  or  in  an  infant  of  blood  group  O.  There 
are  no  anti-A  or  anti-B  isoagglutinins  in  group  AB 
serum,  and  because  group  O red  cells  do  not 
possess  the  agglutinogens  A or  B,  anti-A  or  anti-B 
agglutinins  cannot  attack  the  group  0 red  cell. 

Before  a diagnosis  of  erythroblastosis  due  to 
A-B-0  incompatibility  can  be  made  properly,  cer- 
tain requisites  must  be  fulfilled:  (1)  The  mother 
must  be  of  blood  group  A,  B,  or  0.  (2)  The  infant 
must  be  of  blood  group  A,  B,  or  AB.  (3)  There 
can  be  no  incompatibility  of  the  Rh  factor,  sub- 
groups of  the  Rh  factor,  or  the  Hr  factor  between 
mother  and  infant,  or  if  such  incompatibility  does 
exist,  no  antibodies  to  these  factors  can  be  present. 
(4)  There  must  be  a titer  of  maternal  anti-A  or 
anti-B  isoagglutinins  of  at  least  1 : 500,  since  it  is 
known  that  isoagglutinin  titers  of  1 : 500  or  over 
can  cause  clinical  evidence  of  agglutination  and 
hemolysis  in  vivo.3 

In  the  course  of  our  studies  of  the  etiology  of 
erythroblastosis,  all  newborn  babies  exhibiting 
jaundice  are  completely  studied  for  evidence  of 
blood  incompatibility.  As  a result  of  this,  several 
cases  of  erythroblastosis  were  observed  in  which 
the  requisites  for  A-B-0  incompatibility  were 
present.  Two  of  these  are  presented  in  detail. 

Case  Reports 

Case  1. — J.  K.,  a white,  twenty-three-year-old 
primigravida,  was  delivered  at  term  by  low  forceps 
of  a 7 pound  7 ounce  female  infant  after  a twelve- 
hour  labor.  The  infant  was  apparently  normal  at 


birth,  but  twelve  hours  later  jaundice  was  noted, 
accompanied  by  listlessness  and  lethargy.  The 
hemoglobin  was  20.7  Gm.,  and  there  were  1 per  cent 
normoblasts  present.  Icterus  index  was  71.  Dur- 
ing the  next  twenty-four  hours  the  jaundice  deep- 
ened, and  the  liver  and  spleen  were  palpably  en- 
larged. A diagnosis  of  erythroblastosis  fetalis  was 
made  by  Dr.  Philip  Lombard,  the  pediatric  consul- 
tant. The  blood  groupings  of  mother  and  infant 
were  as  follows: 

Mother  Group  O Rh,  Rh2  Hr'  positive 

Infant  Group  A Rh,  Rh2  Hr'  positive 

The  anti-A  isoagglutinin  titer  of  the  mother’s 
serum  was  1 : lfi,384. 

The  anti-B  isoagglutinin  titer  of  the  mother’s 
serum  was  1 : 8. 

A transfusion  was  given  of  75  cc.  of  Rh  negative, 
Group  O blood  with  an  anti-A  agglutinin  titer  of  1 : 25 
and  an  anti-B  titer  of  1:4.  (Rh  negative  blood  was 
used  because  the  blood  workup  was  not  complete  at 
the  time.)  Immediately  after  the  transfusion  the 
jaundice  increased,  and  the  temperature  rose  to  101 
F.  The  next  day  there  was  marked  improvement; 
the  baby  was  more  active,  and  the  jaundice  less  pro- 
nounced. Hemoglobin  was  21.2  Gm.  Thereafter 
the  infant  continued  to  improve;  the  jaundice 
cleared,  and  the  liver  and  spleen  were  not  palpable. 
The  infant  was  discharged  on  the  tenth  day  in  good 
condition.  Hemoglobin  was20.0Gm.  and  the  weight 
7 pounds  4 ounces.  The  subsequent  course  has 
been  uneventful. 

Comment. — This  case  meets  the  criteria  for  the 
diagnosis  of  erythroblastosis  due  to  A-B-0  incompati- 
bility. Since  both  mother  and  infant  were  of  the 
same  Rh  phenotype,  no  Rh  incompatibility  could  be 
present.  Furthermore,  testing  of  both  the  mother’s 
and  infant’s  serums  for  Rh  antibodies  using  O,  Ith,, 
and  Rh2  cells  by  both  the  agglutination  and  conglu- 
tination technics  was  negative.  The  presence  of 
other  atypical  antibodies  was  ruled  out  by  testing 
both  mother’s  and  infant’s  serums  against  O,  Rh 
positive  and  O,  Rh  negative  cells  with  negative  re- 
sults. No  anti-A  agglutinins  could  be  demon- 
strated in  the  infant’s  serum.  This  can  be  ex- 
plained by  assuming  that  these  agglutinins  were  al- 
ready bound  up  by  the  infant’s  A cells. 

Case ' 2. — T.  D.,  a white  twenty-six-year-old 
gravida  II,  Para  1,  was  delivered  at  term  by  low 
forceps  of  an  8 pound  2 ounce  male  infant  after  a 
twenty-six  hour  labor.  The  infant  was  apparently 
normal  at  birth  and  remained  so  until  the  second  day 
when  jaundice  was  noticed.  Examination  disclosed 
the  baby  to  be  somewhat  listless.  The  liver  and 
spleen  were  both  palpably  enlarged.  Hemoglobin 
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was  21.2  Gm.,  and  1 per  cent  normoblasts  were 
present.  A diagnosis  of  erythroblastosis  fetalis  was 
made  by  Dr.  Lombard.  A transfusion  of  75  cc.  of 
group  A,  Rh  negative  blood  was  given.  (Rh  nega- 
tive blood  was  used  because  it  was  at  first  thought 
that  this  case  was  due  to  an  intragroup  Rh  incom- 
patibility.) The  infant  responded  well  to  the  trans- 
fusion. The  icterus  gradually  faded,  and  the  liver 
and  spleen  became  normal  in  size.  The  child  was 
discharged  on  the  twelfth  day  in  good  condition. 
Hemoglobin  was  23.9  Gm.,  and  the  weight  was  7 
pounds  14  ounces.  The  baby  has  continued  to 
thrive  normally  since.  The  blood  groupings  of  the 
mother  and  infant  were  as  follows: 

Mother  0 MN  Rhi  Hr'  positive 

Infant  A2  MN  Rh  negative  Hr' positive 

The  anti-A  isoagglutinin  titer  of  the  maternal 
serum  was  1:8,192. 

The  anti-B  isoagglutinin  titer  of  the  maternal 
serum  was  1 : 8. 

Comment. — Case  2 also  has  the  requisites  for 
A-B-0  incompatibility  as  the  causative  factor  for 
erythroblastosis.  Since  the  baby  was  Rh  negative, 
Rh  antibodies  could  not  have  produced  the  erythro- 
blastosis. The  presence  of  other  atypical  anti- 
bodies was  again  ruled  out  by  testing  both  the 
mother’s  and  infant’s  serums  against  0,  Rh  positive 
and  0,  Rh  negative  cells  with  negative  results.  As 
in  Case  1 no  anti-A  agglutinins  could  be  demon- 
strated in  the  infant’s  serum. 

Discussion 

Although  there  have  been  several  reports  of 
erythroblastosis  caused  by  A-B-0  incompati- 
bility between  mother  and  infant,  some  investiga- 
tors are  somewhat  loath  to  admit  the  existence  of 
this  syndrome.4  However,  in  the  two  cases  re- 
ported, the  diagnosis  of  erythroblastosis  was 
established  only  after  careful  pediatric  consulta- 
tion and  after  every  effort  had  been  made  to  prove 
the  absence  of  antibodies  other  than  anti-A 
agglutinins. 

It  is  accepted  that  this  disease  is  caused  by  the 
action  of  antibodies  formed  in  the  maternal  blood 
which  pass  through  the  placental  barrier  into  the 
fetal  circulation  and  are  incompatible  with  the 
fetal  red  cells.  It  seems  plausible  to  assert  that 
there  may  be  varying  gradations  of  hemolysis  and 
agglutination  which  can  produce  clinical  symp- 
toms of  greater  or  lesser  severity.  In  our  study 
of  jaundice  in  the  newborn,  it  is  becoming  more 
and  more  evident  that  so-called  “physiologic 
icterus”  is  rarer  than  is  supposed  usually.  This 
may  explain  why  the  cases  of  erythroblastosis  re- 
portedly due  to  A-B-0  incompatibility  have  been 
mild.  In  addition,  there  is  a natural  immunity  to 
anti-A  and  anti-B  isoagglutinins,  whereas  there  is 
no  known  immunity  to  Rh  antibodies  since  they 
are  not  found  naturally  in  human  serum. 

It  has  been  shown  conclusively  that  a titer  of 


anti-A  or  anti-B  isoagglutinin  of  1 : 500  or  over 
can  cause  hemolysis  if  administered  to  an  incom- 
patible recipient.3  Hence,  it  appears  logical 
that  a higher  titer  of  anti-A  or  anti-B  maternal 
agglutinins  can  cause  hemolysis  of  fetal  red  cells. 

The  question  of  just  what  type  of  blood  is  to  be 
transfused  in  the  treatment  of  this  syndrome  is 
open  to  debate.  Apparently,  blood  compatible 
with  the  infant’s  blood  group  is  effective;  simi- 
larly group  0 blood  with  a low  isoagglutinin  titer 
appears  to  be  safe  and  beneficial,  as  does  group  O 
blood  modified  with  Witebsky’s  solution.  How- 
ever, there  are  at  least  theoretic  objections  to  the 
use  of  these  bloods.  Since  the  isoagglutinin  re- 
sponsible for  the  erythroblastosis  is  incompatible 
with  the  infant’s  blood  group,  it  can  be  argued 
that  the  addition  of  further  blood  of  a similar 
group  might  be  subject  to  the  adverse  action  of  the 
isoagglutinins.  Also,  the  addition  of  more  iso- 
agglutinins, even  though  of  a very  low  titer,  re- 
sulting from  the  use  of  group  0 blood  might  cause 
further  hemolysis  of  the  infant’s  blood.  The 
objection  to  the  use  of  group  O blood  modified 
with  Witebsky’s  solution  is  based  on  the  fact 
that  the  added  A and  B substances  are  agglutino- 
genic  in  nature,  are  capable  of  antibody  stimula- 
tion, and  may  conceivably  result  in  subsequent 
difficulties.  Blood  that  contains  neither  agglu- 
tinogens nor  isoagglutinins  is  ideal.  From  these 
considerations  it  would  seem  that  transfusion  of 
washed  group  O,  Rh  compatible  cells  resuspended 
in  normal  saline  is  the  most  logical  and  safest 
means  of  therapy. 

While  this  syndrome  is  relatively  uncommon, 
complete  blood  studies  of  jaundiced  newborn 
babies  would  probably  reveal  many  more  cases. 
Obstetricians  should,  therefore,  be  aware  of  the 
fact  that  erythroblastosis  can  occur  in  infants 
born  of  Rh  positive  mothers  and  hence  should 
investigate  all  cases  of  jaundice  occurring  in  the 
newborn.  Furthermore,  the  matter  of  A-B-0 
blood  group  incompatibility  between  mother  and 
fetus  should  not  be  dismissed  too  lightly,  as  a 
recent  statistical  study  gives  rise  to  the  provisional 
estimate  that  A-B-0  isoimmunization  is  respon- 
sible for  the  loss  of  3 per  cent  of  all  conceptions.5 
This  study  also  concludes  that  A-B-0  isoim- 
munization acts  early  in  fetal  life  to  produce 
abortion,  resulting  in  few  cases  of  erythroblastosis 
fetalis. 

There  has  been  a growing  tendency  against  the 
use  of  pooled  plasma.  This  is  principally  be- 
cause of  the  dangers  of  subsequent  hepatitis. 
Pooled  plasma  has  been  used  in  the  past  in  order 
to  reduce  the  isoagglutinin  titer  and  so  avoid 
hemolytic  reactions.  The  use  of  unpooled  com- 
patible plasma  is  certainly  safe  as  it  diminishes  the 
risk  of  subsequent  hepatitis,  since  in  unpooled 
plasma  only  one  donor  is  used  (the  new  technic  of 
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subjecting  pooled  plasma  to  the  action  of  the 
ultraviolet  ray  apparently  destroys  the  virus 
responsible  for  hepatitis)  and  because  the  com- 
patible plasma  avoids  all  possibility  of  a hemolytic 
reaction.  The  syndrome  of  A-B-0  incompati- 
bility causing  erythroblastosis  is  another  argu- 
ment against  the  use  of  pooled  plasma,  at  least  in 
females  of  the  childbearing  age.  Such  plasma, 
because  it  is  made  from  various  blood  groups,  con- 
tains both  A and  B substances  which  are  anti- 
genic and  can  cause  an  increase  in  the  isoagglu- 
tinin titer.  It  has  been  shown  that  a high  iso- 
agglutinin titer  is  a requisite  for  erythroblastosis 
due  to  A-B-0  incompatibility.  Hence,  the  use  of 
any  substance  likely  to  cause  a rise  in  the  iso- 
agglutinin titer,  such  as  pooled  plasma  or 
Witebsky’s  solution,  should  be  avoided  in 
females  of  the  childbearing  age. 

Summary 

The  requisites  for  the  diagnosis  of  erythroblas- 


tosis due  to  A-B-0  incompatibility  have  been  dis- 
cussed. Two  cases  have  been  presented.  The 
use  of  group  O cells  suspended  in  normal  saline  is 
advised  in  the  treatment  of  this  condition.  A 
reference  has  been  made  to  a statistical  study 
which  theorizes  that  A-B-0  incompatibility  plays 
a role  in  the  etiology  of  abortion.  Arguments  for 
the  use  of  compatible  plasma  in  females  of  the 
childbearing  age  have  been  advanced. 

615  Third  Street 
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LICENSURE  OF  FOREIGN  MEDICAL  GRADUATES 


The  statement  issued  by  the  Committee  on 
Foreign  Medical  Credentials  of  the  American  Medi- 
cal Association  offers  a statesman-like  approach  to 
the  problems  involved  in  the  licensing  of  foreign- 
trained  physicians. 

The  quality  of  education  a physician  receives  dur- 
ing his  medical  school  years  is  as  important  in  deter- 
mining his  fitness  to  practice  medicine  as  is  his  per- 
formance on  licensure  examinations.  These,  of 
necessity,  are  limited  in  the  extent  to  which  they 
can  test  his  knowledge  and  skill.  In  licensing 
graduates  of  American  and  Canadian  medical 
schools,  the  state  licensing  boards  for  many  years 
have  had  the  benefit  of  the  findings  of  thorough 
periodic  surveys  of  these  schools  carried  out  by  the 
Council  and  the  Association  of  American  Medical 
Colleges.  It  has  been  beyond  the  resources  of  these 
bodies  to  make  similar  studies  of  the  medical  schools 
in  other  parts  of  the  world.  Other  agencies  have  not 
been  discovered  which  can  furnish  adequate  informa- 
tion. Many  state  boards,  therefore,  have  been  reluc- 
tant to  admit  foreign-trained  physicians  to  examina- 
tions. This  reluctance  has  been  justified,  because 
medical  education  in  many  foreign  countries  has 
been  inferior  to  medical  education  in  this  country. 
In  many  of  the  countries  that  previously  main- 
tained high  standards,  medical  education  has 
deteriorated  during  the  past  fifteen  to  twenty  years 


as  the  result  of  political  upheavals,  the  crushing 
impact  of  the  war,  and  the  unsettled  economic  and 
political  conditions  that  have  prevailed  since  the 
close  of  the  war. 

The  Committee  has  drawn  attention  to  these  prob- 
lems but  has  also  recognized  that  in  some  foreign 
countries  high  standards  of  medical  education  com- 
parable to  those  in  the  United  States  have  been 
maintained.  The  Committee  therefore  has  stated 
that  the  various  agencies  concerned  with  the  prob- 
lem should  unite  their  resources  and  devise  a satis- 
factory method  for  securing  reliable  information  con- 
cerning foreign  medical  schools  at  the  earliest  pos- 
sible date.  When  such  information  is  obtained,  it 
should  be  possible  for  the  accrediting  agencies  to  pre- 
pare a list  of  foreign  medical  schools  whose  gradu- 
ates may  be  considered  to  have  received  training 
comparable  to  that  offered  Ly  medical  schools  in 
this  country.  It  would  then  seem  reasonable  that  the 
state  boards  and  the  National  Board  of  Medical 
Examiners  admit  graduates  of  these  schools  to 
examinations,  provided  they  can  demonstrate 
sufficient  familiarity  with  recent  scientific  advances, 
with  the  practices  and  custom  of  American  medicine, 
and  with  the  English  language.  The  Council  on 
Medical  Education  and  Hospitals  will  probably  give 
major  consideration  to  this  suggestion  at  its  next 
meeting. — J. A. M. A.,  April  16,  1949 


SEGMENTAL  COLITIS  ASSOCIATED  WITH  RHEUMATIC  FEVER 

Barnet  M.  Hershfield,  M.D.,  and  David  N.  Marks,  M.D.,  New  York  City 

( From  the  Departments  of  Medicine  and  Surgery,  Jewish  Memorial  Hospital) 


THE  purpose  of  this  paper  is  to  call  attention 
to  the  coexistence  of  a regional  inflammatory 
lesion  of  the  large  bowel  with  active  rheumatic 
infection.  This  phenomenon  was  observed  in 
two  cases  in  which  the  picture  of  a surgical  abdo- 
men was  simulated  and  explorations,  were  per- 
formed. Except  for  the  anatomic  location  of  the 
lesion  in  the  colon,  the  findings  were  identical. 

There  are  numerous  reports  of  abdominal  com- 
plaints associated  with  latent  rheumatic  fever  in 
which  surgical  syndromes  are  mimicked.  The 
findings  of  those  who  have  examined  some  of  these 
cases  at  laparotomy  revealed  only  peritoneal  fluid 
ranging  from  a clear  or  straw-colored  transudate 
to  an  exudate  that  may  be  fibrinous,  hemorrhagic, 
or  purulent.1  No  other  gross  pathology  was 
visualized,  and  there  was  no  suggestion  of  rheu- 
matic inflammation  in  any  of  the  vermiform 
appendices  which  were  removed.2 

There  is  no  satisfactory  explanation  of  the 
mechanism  of  the  abdominal  symptoms  in  rheu- 
matic fever.  The  attack  with  abdominal  signs 
and  symptoms  usually  appears  when  the  patient 
is  enjoying  a quiescent  phase.  After  the  subsid- 
ence of  the  abdominal  symptoms  with  or  with- 
out surgery,  the  more  typical  manifestations  of 
arthritis  and  carditis  may  appear  to  suggest  the 
nature  of  the  recent  abdominal  picture.  In  a few 
of  the  reported  cases,  a waning  acute  attack  can 
be  complicated  by  the  onset  of  abdominal  pain, 
nausea,  and  vomiting. 

Actual  pathologic  studies  of  this  condition  are 
rare.  Rhea,  in  a large  number  of  postmortem 
examinations  of  cases  of  rheumatic  fever  at  the 
Montreal  General  Hospital,  found  only  one  case 
with  rheumatic  lesions  of  the  peritoneum.3  In 
this  case,  the  peritoneal  cavity  contained  approxi- 
mately 500  cc.  of  clear,  straw-colored  fluid. 
Plaquelike  areas  were  palpable  in  the  subperi- 
toneal  tissues  laterally  and  posteriorly.  The  peri- 
toneum in  these  areas  showed  the  general  fea- 
tures of  inflammation;  it  was  dull,  hyperemic,  and 
granules  of  fibrin  were  adherent.  The  walls  of 
the  mesentery  and  the  intestines  were  edematous 
and  congested.  Microscopically,  the  peritoneal 
lesions  were  similar  to  those  in  the  heart,  i.e., 
“congestion  of  the  blood  vessels  and  irregularly 
distributed  monocytes.” 

Pappenheimer  and  Von  Glahn,  in  studying 
cases  of  rheumatic  fever,  found  that  the  rheu- 
matic lesions  in  many  tissues  were  vascular  and 
consisted  of  phlebitis  and  periarteriolitis.4  The 


vascular  changes  were  found  in  the  following  sites : 
lung,  aortic  valve,  kidney,  perirenal  and  peri- 
adrenal  adipose  tissue,  appendices  epiplocae  of  the 
sigmoid  colon,  ovary,  testes,  pancreas,  and  in  a 
small  polyp  of  the  cecum.  Felsen  described  a 
case  with  intrinsic  pathology  in  the  bowel  wall  in  a 
woman  who  died  with  accompanying  rheumatic 
and  arthritic  lesions.  The  terminal  ileum  and 
ascending  colon  of  this  patient  contained  focal 
ulcerative  and  necrotic  lesions.  “The  histologic 
study  of  these  lesions  demonstrated  a resemblance 
to  the  specific  rheumatic  lesions  about  the  periph- 
eral blood  vessels  in  many  organs  described  by 
Von  Glahn  and  Pappenheimer.”5 

In  the  two  cases  which  are  the  subject  of  this 
report,  discrete  segments  of  the  colon  were  found 
to  be  markedly  injected,  thickened,  and  brawny, 
while  the  remainder  of  the  gastrointestinal  tract 
was  normal  in  appearance.  In  one  case,  the 
lesion  involved  the  cecum  and  first  portion  of  the 
ascending  colon,  while  in  the  second  the  terminal 
portion  of  the  sigmoid  and  the  rectosigmoid  were 
affected. 

Case  Reports 

Case  1. — J.  H.,  a married  Chinese  woman,  aged 
twenty-four  years,  was  admitted  to  the  Jewish 
Memorial  Hospital  on  January  1,  1942,  with  a his- 
tory of  acute  follicular  tonsillitis  three  weeks  prior 
to  admission.  This  condition  subsided  within  a few 
days.  Ten  days  before  admission,  the  patient  had 
an  onset  of  low-grade  temperature  accompanied  by  a 
short,  hacking  cough  and  aching  pains  in  the  lumbar 
region.  For  the  two  days  prior  to  admission,  there 
was  constant  nausea  and  postprandial  vomiting.  In 
the  past  history,  the  only  pertinent  fact  was  an 
attack  of  acute  rheumatic  fever  one  year  previously 

The  admission  temperature  was  103  F.,  pulse  128, 
and  respiration  22.  The  positive  findings  on  ex- 
amination were  a mild  inflammation  of  the  pharynx 
and  a short  systolic  murmur,  best  heard  just  to  the 
left  of  the  sternum.  There  was  no  tenderness  or 
spasm  of  the  abdomen  or  flanks.  The  laboratory 
data  showed  the  urine  to  contain  a slight  trace  of 
albumin  and  a 4 plus  acetone.  The  red  blood  cells 
were  3,790,000,  hemoglobin  10  Gm.,  white  blood 
cells  31,850  with  a differential  of  polymorphonuclears 
65  per  cent,  stabs  23  per  cent,  lymphocytes  6 per 
cent,  and  monocytes  5 per  cent.  A markedly  ele- 
vated sedimentation  rate  of  102  mm.  per  hour 
(Westergren)  was  recorded.  Admission  blood  cul- 
ture and  agglutination  tests,  i.e.,  typhoid  O and  H, 
paratyphoid  A and  B,  melitensis,  and  Felix  Weil,  all 
proved  negative.  Roentgen  study  of  the  chest  re- 
vealed no  pulmonary  pathology.  On  the  basis  of 
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these  findings,  the  diagnoses  made  in  order  of  prefer- 
ence were  ( 1 ) acute  rheumatic  fever,  (2)  possible  sub- 
acute bacterial  endocarditis,  and  (3)  enteric  fever  to 
be  ruled  out. 

The  patient  was  observed  closely  during  the  fol- 
lowing five  days  for  a specific  focus  to  explain  a con- 
tinued high  temperature,  elevated  sedimentation 
rate,  and  leukocytosis.  The  frequent  vomiting 
which  had  caused  an  acidosis  was  not  evident  in  the 
hospital.  There  were  no  subjective  complaints  dur- 
ing this  pei'iod,  but  on  January  23  the  presence  of 
tenderness  in  the  right  flank  was  detected.  Within 
twenty-four  hours  this  area  became  excruciatingly 
tender  and  the  musculature  spastic;  yet  the  patient 
did  not  complain  of  pain  in  this  region.  Repeated 
blood  studies  revealed  a decrease  in  leukocytosis  to 
23,700  but  with  a marked  shift  to  the  left  with  34  per 
cent  stabs  and  41  per  cent  segmented  polymorphonu- 
clear cells.  With  this  changing  picture,  the  attend- 
ing physician  made  the  provisional  diagnosis  of 
perinephritic  abscess.  Dr.  Edward  Bleir,  in  consul- 
tation, felt  that  an  exploration  was  justified. 

The  abdomen  was  opened  under  general  anesthesia 
on  the  fifth  day  of  the  patient’s  hospital  admission. 
The  cecum  and  lower  portion  of  the  ascending  colon 
were  found  markedly  thickened  and  red  with  con- 
siderable edema  of  the  serosa.  The  appendix  was 
found  curled  up  under  the  cecum  in  similar  condi- 
tion but  was  apparently  not  the  primary  cause. 
The  ileum  was  normal.  No  clinical  diagnosis  could 
be  made  as  to  the  nature  of  the  condition.  The 
appendix  was  removed  and  the  wound  closed  after  5 
Gm.  of  sulfathiazole  powder  were  placed  in  the  peri- 
toneal cavity. 

The  patient’s  postoperative  course  was  compli- 
cated on  the  fourth  day  by  the  onset  of  pain  in  the 
right  knee  and  shoulder  and,  associated  with  this, 
was  the  swelling  of  the  right  knee  and  a secondary  rise 
in  temperature.  The  arthritic  symptoms  subsided 
in  a few  days.  Further  evidence  of  rheumatic  activ- 
ity during  the  postoperative  period  was  a markedly 
elevated  sedimentation  rate  of  114  mm.  in  one  hour, 
an  electrocardiogram  which  showed  a first  stage 
heart  block  with  a P-11  int  erval  of  0.22  second,  and  the 
clinical  observation  of  a systolic  murmur  to  the  left 
of  the  sternum  in  the  second  intercostal  space. 
Otherwise  the  postoperative  period  was  charac- 
terized by  a gradual  lvsis  of  fever  which  had  varied 
between  101  and  104  F.  during  the  first  week  to  nor- 
mal during  the  second  week.  The  patient  was  dis- 
charged to  return  home  by  ambulance  for  further 
convalescence  on  the  fourteenth  postoperative  day. 

Case  2.— A.  S.,  a young  white  man,  aged  seven- 
teen years,  was  admitted  to  the  Jewish  Memorial 
Hospital  on  June  2,  1947.  A history  was  obtained 
of  typical  recurrent  attacks  of  rheumatic  fever  over  a 
ten-year  period.  His  present  illness  began  five 
weeks  prior  to  admission  with  a low-grade  fever  and 
signs  of  a mild  upper  respiratory  infection.  The 
patient  was  confined  to  bed  in  his  home  and  during 
the  following  weeks  he  continued  to  run  an  inter- 
mittent temperature  and  had  migratory  joint  pains. 
Two  days  prior  to  admission,  there  was  an  onset  of 
low-grade  suprapubic  pain  which  in  twenty-four 
hours  localized  to  the  right  lower  quadrant.  The 


patient’s  appetite  was  poor,  and  there  was  some 
nausea  and  vomiting;  bowel  movements  were  regu- 
lar. The  patient  was  then  hospitalized  for  closer 
clinical  observation  and  laboratory  studies. 

On  admission,  the  temperature  was  104  F.,  pulse 
120,  and  respiration  22.  Examination  revealed  a 
freely  perspiring,  sickly  adolescent  male  with  pallid, 
drawn  facies.  The  tongue  was  furred  and  brown. 
A heaving  apical  beat  was  observed  below  and  to  the 
left  of  the  left  nipple,  and  a systolic  thrill  was  pal- 
pable in  this  area.  A systolic  murmur  was  heard 
over  the  apex,  and  it  was  transmitted  toward  the 
left  axilla;  no  diastolic  murmurs  were  heard. 
Moderate  tenderness  was  found  across  the  supra- 
pubic area  but  no  rebound  or  muscle  spasm.  Rectal 
examination  revealed  slight  tenderness  in  both  lower 
quadrants.  Extremities  were  negative.  The  ad- 
mission diagnoses  were  (1)  acute  rheumatic  fever, 
(2)  subacute  bacterial  endocarditis,  and  (3)  abdom- 
inal adenitis  with  peritoneal  irritation. 

Laboratory  data  on  admission  included  a sedi- 
mentation rate  of  70  mm.  in  one  hour,  red  blood  cell 
count  of  3,800,000,  hemoglobin  12.5  Gm.,  white 
blood  cells  20,000,  and  a differential  revealing  poly- 
morphonuclears  76  per  cent,  nonsegment  ed  polymor- 
phonuclears  9 per  cent,  lymphocytes  14  per  cent,  and 
monocytes  1 per  cent.  The  urine  was  negative  ex- 
cept for  many  white  blood  cells  without  clumping. 
In  numerous  re-examinations  of  urine  specimens, 
this  finding  recurred  but  once,  and  its  significance 
was  never  appraised.  X-ray  of  the  chest  was  nega- 
tive for  pulmonary  pathology. 

During  the  first  thirty-six  hours  in  the  hospital, 
the  mild  suprapubic  symptoms  and  signs  shifted  and 
localized  to  the  right  lower  quadrant.  The  patient 
complained  of  persistent  pain  in  that  area,  but  there 
was  no  nausea  or  vomiting.  At  this  stage,  the  pa- 
tient was  seen  in  consultation  by  the  authors,  and 
examination  disclosed  exquisite  tenderness  over  an 
entire  area  that  was  within  a radius  of  3 inches  of 
McBurney’s  point.  There  was  moderate  voluntary 
muscle  spasm  and  a vague  sense  of  mass  in  this 
region;  rebound  tenderness  was  not  present.  Dur- 
ing this  period  in  which  there  was  localization  of 
signs  to  McBurney’s  point,  there  was  an  increase  in 
leukocytosis  to  31,000  with  no  appreciable  change  in 
the  differential  white  cell  count. 

The  clinical  impression  at  this  time  was  that  the 
abdominal  signs  and  symptoms  could  be  a manifes- 
tation of  rheumatic  fever  but  that  acute  appendicitis 
with  abscess  formation  and  a walling-off  process 
could  not  be  ruled  out.  It  was  decided  to  watch  the 
patient  carefully,  maintaining  him  on  a modified 
Ochsner  regime,  and  to  administer  penicillin,  100,000 
units,  every  three  hours.  In  another  twenty-four 
hours,  the  patient  complained  of  spread  of  pain  to 
the  left  lower  quadrant.  Examination  disclosed  the 
same  findings  on  the  right  side  with  extension  of 
signs  across  the  midline  to  the  left  lower  quadrant. 
Tenderness  and  voluntary  muscle  spasm  in  this  new 
area  were  quite  pronounced  but,  as  on  the  right  side, 
there  was  no  rebound  tenderness. 

It  was  felt  that  in  view  of  the  signs  of  persistent 
and  spreading  peritoneal  irritation,  expectant  treat- 
ment could  not  be  pursued  without  great  danger  if 
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the  pathology  was  appendiceal.  Exploratory  lapar- 
otomy was  performed  under  spinal  anesthesia  on  the 
third  day  of  the  patient’s  hospitalization.  Prior  to 
incision  which  was  to  be  a McBurney,  the  abdomen 
was  palpated,  and  instead  of  feeling  the  expected 
mass  in  the  right  lower  quadrant,  one  was  distinctly 
palpated  in  the  left  lower  quadrant.  The  incision 
was  changed  to  a paramedian  and  upon  opening  the 
peritoneal  cavity,  a small  amount  of  clear  amber  fluid 
was  found.  Inspection  revealed  a mass  in  the  left 
lower  quadrant  which  was  composed  of  a matting 
together  of  collapsed  small  bowel  and  a markedly 
edematous,  injected  sigmoid  and  rectosigmoid.  The 
serosa  of  the  involved  colon  was  deeply  hyperemic, 
and  the  bowel  wall  itself  was  thick  and  pipe-stemmed. 
The  epiplocae  in  this  area  was  spotted  with  many 
injected  vessels.  A few  small  fibrinous  patches  were 
present  on  an  otherwise  normal  small  intestine.  The 
serosa  of  the  cecum  was  slightly  hyperemic,  but 
that  portion  of  the  colon  was  essentially  normal  in 
appearance.  After  culturing  and  suctioning  off  the 
peritoneal  fluid,  the  plastic  adhesions  were  easily 
separated,  the  organs  inspected,  and  then  an  appen- 
dectomy performed. 

Postopera lively,  there  was  gradual  improvement 
on  oral  salicylate  therapy  and  within  a week  a com- 
plete disappearance  of  t he  abdominal  signs  and  symp- 
toms. The  patient  continued  to  run  a recurrent 
temperature  for  five  weeks  before  it  leveled  off  and 
stayed  within  normal  limits.  Throughout  this 
period,  a constant  tachycardia  around  120  was  main- 
tained, and  the  sedimentation  rate  on  successive 
weeks  was  70,  84,  85,  35,  and  33  mm.  per  hour.  The 
antifibrinolytic  titer  on  June  28  was  4 plus.  Elec- 
trocardiograms taken  on  June  16  and  27  showed  a 
left  axis  deviation,  upright  T waves  in  all  leads,  and  a 
slurred  QRS  in  the  third;  the  P-R  interval  was  not 
prolonged.  Cultures  of  blood  and  peritoneal  exu- 
date were  negative  for  growth. 

The  patient  was  discharged  from  the  hospital  after 
forty-one  days.  For  a short  period  he  was  well,  and 
then  there  was  a recrudescence  of  rheumatic  fever  in 
severe  form  characterized  by  pancarditis  and  myo- 
cardial insufficiency. 

Pathology 

The  microscopic  findings  and  comments  by 
Dr.  Alfred  Angrist  are  presented  in  detail.  They 
support  our  impression  that  the  gastrointestinal 
lesions  may  well  represent  exudative  rheumatic 
manifestations. 

Case  1.— Tissue:  Appendix  (microscopic) — The 
serous  coat  shows  an  outstanding  edema,  so  that  the 
serosa  is  thrown  up  in  folds.  Some  of  the  included 
lymphatics  are  engorged  with  serous  lymph  material 
and  distended  by  same.  The  interstices  of  the 
stroma  are  filled  with  similarly  staining  edema  fluid. 
Throughout  the  serous  coat  and  oriented  to  the  sur- 
face in  some  areas  are  seen  foci  of  palisaded,  pro- 
liferating histiocytes.  These  are  prominent  in  some 
of  the  serosal  folds,  as  noted,  and  an  occasional  focus 
shows  minute  necrosis.  A fibrinous  exudate  forms  a 
thin  adherent  membrane  on  the  surface  of  the  peri- 
toneum in  some  areas.  Some  of  the  histiocytes  can 


be  seen  invading  this  surface  zone  of  exudate.  The 
exudate  about  some  of  the  venules  is  quite  marked, 
with  round  cells  present  in  considerable  numbers  and 
some  prominent  histiocytes  with  a parallel  arrange- 
ment. Some  of  the  histiocytes  are  quite  large  and 
show  large  nuclei  and  parallel  orientation,  but  no 
multinucleated  giant  cells  can  be  made  out.  One 
small  venule  shows  a subendothelial  proliferation  of 
such  cells,  giving  origin  to  a hillock  verrucous-like 
protrusion  into  the  lumen.  The  remainder  of  this 
vessel  shows  polynuclear  exudation  beneath  the 
intima  and  regional  edema. 

The  remaining  coats  show  engorgement  of  the 
vessels  with  some  perivascular  round-cell  infiltration 
extending  into  the  muscular  coat.  The  mucosa  and 
submucosa  show  no  remarkable  changes. 


Fig.  1.  Edema  and  inflammatory  infiltration  in 
serosa  of  appendix.  Note  fibrin  deposit. 


Case  2. — Tissue:  Appendix  and  sigmoidal  ap- 
pendix epiploica  (microscopic) — Section  of  the 
appendix  shows  considerable  edema  of  serous  coat 
with  considerable  round-cell  infiltration  (Figs.  1 and 
2).  A thin  layer  of  fibrinoid  material  is  found  on 
the  serous  surface.  Inflammatory  round  cells  are 
noted  about  numerous  vessels  of  the  serous  coat, 
but  polynuclear  elements  are  found  attached  to  the 
endothelium  and  extending  into  the  lumen  and  in  the 
wall  proper  of  some  of  the  small  venules.  Some  pro- 
liferating fibroblasts  are  seen.  Large  histiocytes  are 
not  prominent  in  this  section.  Some  of  the  fibrinoid 
material  shows  beginning  organization.  Some  of  the 
venules  show  evidence  of  endo-  and  periphlebitis. 

Some  perivascular  infiltration  is  noted  extending 
into  the  muscle  coat,  with  the  muscle  coat  showing 
round  cells  about  some  of  the  smaller  vessels. 

The  appendix  epiploica  shows  a prominent  thin 
surface  layer  of  fibrinoid  material  with  adjacent 
inflammatory  exudation.  Some  of  the  fibrinoid 
material  is  present  in  globule  form,  most  of  it,  how- 
ever, appearing  as  a laminated  layering.  The  adja- 
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cent  tissue  shows  prominent  exudation  with  some 
nonstaining  edema  fluid  in  the  fat  and  again  con- 
siderable perivascular  round-cell  infiltration.  Some 
histiocytes  are  present  in  the  stroma  about  some  of 
the  venules  and  very  small  arterioles.  Fibrinoid 
material  can  be  seen  extending  into  the  fat  of  the 
appendix  epiploica,  corresponding  to  the  thin  septal 
trabeculae. 

Comment. — Both  of  the  above  cases  show  an 
indolent  inflammatory  reaction  in  the  stroma  of  the 
serous  peritoneal  coat  with  a fibrinoid  surface  exuda- 
tion. The  inflammatory  reaction  is  of  a diffuse 
character,  although  mild,  and  shows  a distinct 
orientation  to  the  vasculature,  as  noted.  Although 
no  specific  histologic  manifestation  of  a rheumatic 
infection  is  found,  the  above  reaction  has  been  seen 
in  the  synovial  membranes  of  joints  of  known  cases 
of  rheumatic  fever. 


Fig.  2.  High  power  magnification  of  the  serosa  of 
the  appendix  showing  perivascular  inflammatory  in- 
filtration. 


Differential  Diagnosis 

The  freedom  from  symptoms,  such  as  diarrhea, 
straining,  urgency,  and  mucoid  or  bloody  stools, 
and  the  noteworthy  lack  of  chronicity  are  impor- 
tant points  in  differentiating  these  cases  from 
other  intestinal  syndromes,  such  as  malignancy, 
specific  colitis  such  as  tuberculosis  and  syphilis, 
regional  ileitis,  and  nonspecific  colitis,  which  may 
be  universal  or  segmental.  Of  greatest  interest 
in  the  differential  diagnosis  is  the  latter  condition, 
also  known  as  right-sided  colitis. 

Crohn,  Garlock,  and  Yarnis,  in  reviewing  a 
series  of  77  cases  of  this  syndrome,  mentioned 
that  in  one  case  acute  endocarditis  with  a blowing 
systolic  murmur  and  fever  developed  while  the 
patient  was  under  observation. 6 In  two  cases,  they 
found  pre-existent  rheumatic  valvular  disease 
which  was  accepted  as  being  purely  coincidental. 
They  hypothecate  a specific  type  of  chronic  val- 
vular disease  of  the  heart  arising  solely  as  a com- 
plication of  segmental  colitis  and  not  related  to 
any  previous  rheumatic  infection. 


The  sequence  of  events  and  findings  in  our  pa- 
tients is  different.  The  distinguishing  features 
in  the  two  cases  presented  are  as  follows:  (1) 
The  primary  disease  was  acute  rheumatic  fever, 
(2)  the  abdominal  lesions  occurred  during  the 
active  stage  of  the  disease,  and  (3)  the  brief  dura- 
tion, a spontaneous  recession,  the  absence  of  stool 
abnormalities,  a high  leukocyte  count,  and  the 
absence  of  pronounced  mesenteric  lymphaden- 
opathy  were  noteworthy. 

The  two  instances  presented  above  give  no 
evidence  of  avitaminosis  in  which  condition  seg- 
mental bowel  changes  have  been  described. 

Discussion 

No  pathologic  studies  were  made  of  the  gross 
lesions  in  the  colon  as  biopsy  was  not  feasible. 
However,  it  is  felt  that  in  the  first  caseThe  vermi- 
form appendix,  being  an  involved  contiguous 
structure,  probably  reflected  the  picture  in  the 
colon.  In  the  second  case,  the  appendix,  while 
not  grossly  involved  in  the  process,  did  show 
similar  changes,  suggesting  the  possibility  of 
widespread  involvement  of  the  intestinal  tract. 

The  lesions  of  the  colon  observed  in  the  fore- 
going cases  may  represent  a local  manifestation  of 
the  exudative  phenomenon  of  rheumatic  activity. 
While  not  accepted  by  all  authorities  on  rheu- 
matic fever,  it  is  likely  that  this  type  of  reaction  is 
allergic  or  anaphylactoid  in  character.  That  the 
gastrointestinal  tract  may  act  as  a shock  organ 
was  first  demonstrated  experimentally  by  Gray, 
Harten,  and  Walzer.7  They  induced  an  allergic 
reaction  in  the  passively  sensitized  mucous  mem- 
branes of  the  rectum,  ileum,  and  colon  by  the  oral 
administration  of  a specific  antigen. 

Rich  and  Gregory,  while  making  no  claim  to 
having  finally  settled  the  question  of  the  patho- 
genesis of  rheumatic  fever,  have  experimentally 
reproduced  the  disease  picture  as  it  so  commonly 
occurs  in  man  by  hypersensitivity  of  the  ana- 
phylactic type.8  They  also  point  out  that  most 
students  of  the  pathology  of  rheumatic  lesions 
are  agreed  that  a fundamentally  important  mani- 
festation of  the  condition  is  focal  injury  to  the 
connective  tissue  characterized  by  edema  with 
swelling  and  degeneration  of  collagen  fibrils,  as 
well  as  the  frequent  occurrence  of  inflammatory, 
necrotic  arterial  lesions  (the  so-called  rheumatic 
arteritis) . 

The  absence  of  Aschoff  bodies  in  tissue  speci- 
mens from  our  patients  again  emphasizes  the  fact 
that  these  structures  are  but  rarely  demonstrated 
outside  of  the  myocardium.9  Of  particular 
interest  is  Dr.  Angrist’s  comment  on  the  simi- 
larity between  the  lesions  in  these  cases  and  those 
in  the  synovial  membrane  of  joints  in  known  cases 
of  rheumatic  fever. 
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Summary 

There  are  presented  in  this  article  two  cases  of 
acute  rheumatic  fever,  which,  upon  exploration 
for  surgical  abdominal  syndromes,  revealed  acute 
segmental  lesions  of  the  colon  that  resolved  spon- 
taneously within  a week. 

In  Case  1,  the  abdominal  signs  were  preceded 
by  an  attack  of  tonsillitis  and  were  followed 
within  a few  days  by  polyarthritis.  In  Case  2, 
the  clinical  picture  of  active  rheumatic  fever  pre- 
ceded the  onset  of  colonic  involvement. 

Inasmuch  as  the  colonic  lesions  do  not  corre- 
spond with  any  known  pathologic  condition  of  the 
large  bowel,  and  because  of  the  suggestive  evi- 


dence presented,  it  is  felt  that  they  may  represent 
an  exudative  colonic  manifestation  of  rheumatic 
infection. 
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STATISTICS  REFUTE  EWING’S  CLAIM  FOR  REDUCTION  OF  DEATHS 


Refuting  Federal  Security  Administrator  Oscar 
Ewing’s  claim  that  325,000  of  the  1,400,000  deaths 
which  occur  annually  in  the  United  States  are  pre- 
ventable, an  editorial  in  the  May  28  issue  of  the 
Journal  of  the  American  Medical  Association  said 
that  no  health  program,  system  of  health  insurance, 
or  amount  of  medical  progress  could  make  this 
reduction. 

Such  a decrease  would  bring  the  annual  number  of 
deaths  below  the  number  in  any  year  since  1900 
when  the  population  of  the  United  States  was  only 
half  what  it  is  today.  Moreover,  the  editorial  indi- 
cated, use  of  the  annual  number  of  deaths  as  a 
measure  of  health  progress  is  fallacious. 

Health  progress  and  the  number  of  deaths  each 
successive  year  are  simply  two  different  ideas,  the 
editorial  pointed  out. 

Obviously  this  reduction  cannot  be  accomplished 
in  an  increasing  and  aging  population  because  the 
total  number  dying  each  year  in  any  nation  depends 
on  the  number  of  people,  their  ages,  and  the  death 
rate  per  thousand  at  each  age.  Nor  can  the  annual 
number  of  deaths  be  kept  from  actually  increasing 
during  the  coming  years. 

Twenty  years  ago  the  number  of  deaths  was  100,- 
000  less  than  last  year,  and  life  expectancy  at  birth 
was  seven  years  less.  Twenty  years  from  now  the 
number  of  deaths  in  our  aging  population  may  well 
be  1,500,000  to  1,600,000,  the  length  of  life  doubtlessly 
will  be  greater,  and  the  mortality  rate  for  each  age 
will  be  lower  than  now. 


The  task  of  the  medical  profession  over  the  years 
is  to  raise  the  average  age  at  death,  reduce  the  impor- 
tance of  the  “younger”  causes  of  death,  and  increase 
the  importance  of  the  “older”  causes  of  death. 

Among  the  many  unsupported  claims  made  by  the 
Federal  Security  Administrator  in  his  promotion  of  a 
compulsory  health  insurance  program  is  the  reduc- 
tion of  the  number  of  accidental  deaths  annually 
from  100,000  to  60,000,  or  by  40  per  cent. 

However,  physicians  realize  that  a comprehensive 
scheme  for  an  extensive  reorganization  of  the 
nation’s  medical  services  could  not  possibly  elimi- 
nate 40  per  cent  of  accident  fatalities.  If  the  acci- 
dental death  reports  published  yearly  by  the  Kansas 
State  Board  of  Health  are  to  be  taken  as  representa- 
tive of  the  country  as  a whole,  the  proposal  is  unten- 
able. For  1945,  i946,  and  1947,  a total  of  4,103  fatal 
accidents  occurred  in  Kansas.  Of  these,  1,930 
deat  hs,  or  47  per  cent,  occurred  instantaneously  and 
2,468  deaths,  or  60  per  cent,  occurred  instantaneously 
or  within  one  day  after  the  fatal  accident.  The 
remaining  40  per  cent  died  after  24  hours. 

By  a strange  coincidence,  the  administrator  be- 
lieves that  he  can  save  40  per  cent  of  lives  lost  in  all 
fatal  accidents.  According  to  the  Kansas  statis- 
tics— the  best  in  the  United  States  on  this  point — the 
administrator  apparently  proposes  to  guarantee  sur- 
vival to  all  who  remain  alive  for  24  hours  after  an 
accident — or  to  an  equivalent  number.  The  physi- 
cians would  like  to  know  how  compulsory  health 
insurance  would  save  those  lives. 
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THE  need  for  accurate  clinical  diagnosis  in 
congenital  anomalies  of  the  heart  and  great 
vessels  has  been  accentuated  by  the  development 
of  surgical  procedures  that  now  make  possible 
the  cure  or  alleviation  of  a group  of  these  anom- 
alies. As  these  operative  procedures  are  best 
carried  out  during  the  childhood  years,  the  re- 
sponsibility for  initial  recognition  of  those  con- 
ditions which  can  be  helped  falls  largely  upon  the 
pediatrician  or  general  practitioner  earing  for.  this 
age  group. 


i 


Clinical  Methods  of  Study 

Establishment  of  the  diagnosis  is  possible  in 
the  majority  of  cases  of  congenital  heart  disease 
by  readily  available  clinical  methods.1  These 
include  close  attention  to  details  of  the  physical 
examination  of  the  cardiovascular  system,  fluoro- 
scopic and  x-ray  studies,  and  analysis  of  the 
electrocardiographic  record. 

The  presence  or  absence  of  clubbing  and 
cyanosis  are  of  immediate  diagnostic  aid.  Occa- 
sionally cyanosis  becomes  definite  only  after 
exercise.  Unless  contraindicated  by  the  presence 
of  dyspnea  or  considerable  cyanosis  at  rest,  the 
heart  should  be  examined  and  blood  pressure 
taken  before  and  immediately  after  exercise. 
Palpation  of  the  femoral  arteries  should  be 
carried  out  routinely.  In  analyzing  congenital 
cardiac  anomalies  it  is  essential  that  palpation 
and  auscultation  be  carried  out  over  the  entire 
precordium.  Careful  evaluation  should  be  made 
of  the  exact  location  of  thrills,  abnormal  accentua- 
tion or  decrease  in  intensity  of  the  heart  sounds, 
and  site  of  maximum  intensity,  direction  of  trans- 
mission, and  quality  of  murmurs. 

With  eyes  well  accommodated,  a thoughtful 
fluoroscopic  examination  of  the  contour  of  the 
heart  and  great  vessels  in  the  anteroposterior 
and  both  oblique  views  is  invaluable.  The  type 
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of  pulsations  at  various  points  can  be  observed 
directly.  It  is  particularly  important  to  note 
increase  or  decrease  in  amplitude  of  pulsations 
of  the  pulmonary  artery  and  vascular  markings 
in  the  hilar  areas.  The  course  of  the  barium- 
filled  esophagus  should  be  studied  for  abnormal 
displacement  or  compression.  In  addition,  x- 
rays  are  valuable  for  basic  record,  measurement 
of  cardiac  size,  and  clearer  visualization  of  the 
pulmonary  vascular-  markings. 

Determination  of  circulation  time  from  arm 
•to  lips  or  tongue  may  be  helpful  in  certain  cases. 
Shortening  of  this  time  below  the  normal  value 
for  the  age  of  the  given  case  indicates  the  presence 
of  a venous-arterial  shunt.  Because  of  the  sharp 
objective  end  point  obtained,  the  use  of  fluores- 
cein is  preferable  to  decholin  in  younger  children 
and  infants. 

Evaluation  of  the  axis  deviation  of  the  electro- 
cardiogram gives  information  as  to  the  propor- 
tionate mass  of  the  two  ventricles  present  in 
individual  cases. 

In  many  cases  of  congenital  heart  disease  diag- 
nosis is  possible  from  the  synthesis  of  information 
gathered  from  these  standard  clinical  methods  of 
study.  However,  for  complete  establishment  of 
the  diagnosis  in  certain  instances,  recourse  may- 
be necessary  to  procedures  such  as  angiocardiog- 
raphy and  venous  catheterization  of  the  heart.2-3 
These  procedures  entail  special  equipment  and  a 
well-trained  team  of  investigators  which,  of 
necessity,  are  available  at  present  only  in  larger 
centers  of  investigation. 

Conditions  Amenable  to  Surgical  Therapy 

To  date,  surgical  procedures  are  available  for 
the  following  conditions:  patent  ductus  arterio- 
sus, coarctation  of  the  aorta,  anomalies  of  the 
aortic  arch  causing  pressure,  and  the  tetralogy 
of  Fallot.  Surgical  investigations  are  in  progress 
as  to  relief  in  valvular  pulmonary  stenosis,  clo- 
sure of  septal  defects,  and  measures  to  improve 
the  circulation  in  transposition  of  the  great 
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vessels.  These  latter  procedures,  however,  have 
not  been  sufficiently  studied  or  enough  cases 
operated  upon  to  warrant  their  discussion  in  this 
presentation. 

Patent  Ductus  Arteriosus. — The  ductus 
arteriosus  serves  an  essential  purpose  during 
fetal  life.  The  lungs  being  unexpanded,  most 
of  the  blood  entering  the  pulmonary  artery  is 
shunted  directly  through  the  ductus  into  the 
aorta.  With  the  onset  of  respiratory  function 
after  birth,  the  blood  pumped  from  the  right  side 
of  the  heart  is  directed  into  the  pulmonary  vas- 
cular bed  for  oxygenation,  and  the  ductus  arterio- 
sus is,  therefore,  no  longer  needed.  The  lumen 
of  this  vessel  gradually  becomes  obliterated  under 
normal  circumstances,  this  process  usually  being 
completed  by  the  end  of  the  second  month. 

Patency  of  the  ductus  arteriosus  may  persist 
in  certain  individuals,  due  to  as  yet  poorly  under- 
stood causes.  In  postnatal  life,  because  the 
pressure  in  the  systemic  circulation  is  higher  than 
that  in  the  pulmonary  circulation,  the  flow  of 
blood  is  from  the  aorta  into  the  pulmonary  artery. 
The  anatomic  and  physiologic  effect  of  this 
arteriovenous  fistula  may  be  great  or  slight,  de- 
pending upon  the  size  of  the  ductus  and  the 
amount  of  blood  shunted.  Both  sides  of  the 
heart  are  affected  by  this  condition.  The  pul- 
monary vascular  flow  is  increased  by  the  added 
volume  entering  from  the  aorta,  which  causes 
an  extra  load  to  be  driven  forward  by  the  right 
ventricle.  The  increase  in  volume  flow  returning 
from  the  lungs  in  turn  increases  the  size,  output, 
and  work  of  the  left  side  of  the  heart.  Due  to 
the  persistent  increased  blood  flow  through  the 
lungs,  pulmonary  hypertension  may  occur. 

Clinically  definite  symptoms  can  be  almost 
lacking  where  the  flow  through  the  ductus  is 
small,  but  with  a large  flow  and  considerable 
cardiac  enlargement  the  symptoms  may  be 
quite  prominent.  In  the  latter  instance,  there 
may  be  history  of  repeated  pulmonary  infection. 
Fatigability  and  exertional  dyspnea  are  apt  to  be 
present.  The  individual  may  present  a certain 
degree  of  underdevelopment  and  pallor.  No 
clubbing  is  present.  In  the  absence  of  conges- 
tive failure  or  pulmonary  disease,  there  is  no 
cyanosis. 

On  cardiac  examination  the  classic  finding  is 
the  continuous  murmur  in  systole  and  diastole 
which  is  heard  with  maximum  intensity  at  the 
second  interspace  to  the  left  of  the  sternum  and 
is  often  rather  widely  transmitted  over  the  pre- 
cordium.4  The  murmur  has  a characteristic 
rasping  or  roaring  quality  and  is  variously  de- 
cribed  as  resembling  “a  train  in  tunnel,”  “the 
continuous  running  of  a machine,”  or  “rolling 
thunder.”  A thrill  corresponding  in  time  and 
location  to  the  murmur  is  frequently  palpable. 


Both  murmur  and  thrill  are  frequently  maximal 
in  the  recumbent  position.  Due  to  the  increased 
pressure  in  the  pulmonary  circuit,  considerable 
accentuation  of  the  second  pulmonic  sound  is 
usually  noted.  Where  a large  shunt  of  blood  is 
present,  the  systemic  blood  pressure  will  show  a 
wide  pulse  pressure  and  further  lowering  of  the 
diastolic  level  after  exercise. 

It  should  be  noted  that  in  infants  and  young 
chirlden  the  diastolic  component  of  the  murmur 
may  not  be  audible.  This  is  explained  by  the 
relatively  low  systemic  blood  pressure  in  this  age 
group,  and,  although  some  blood  probably  is 
passing  through  the  ductus  during  diastole,  the 
rapidity  and  volume  is  not  sufficient  to  create 
an  audible  murmur. 

Fluoroscopic  and  x-ray  findings  vary  consider- 
ably from  case  to  case.  Prominence  of  the  pul- 
monary conus  and  expansile  pulsations  of  the 
pulmonary  artery  and  hilar  vessels  are  present 
in  many  cases  but  are  less  notable  or  absent  in 
others.  The  size  of  the  heart  ranges  from  nearly 
normal  to  a moderate  degree  of  enlargement  of 
both  ventricles,  usually  dependent  on  the  amount 
of  flow  through  the  ductus.  With  large  flow 
evidence  of  pulmonary  engorgement  and  enlarge- 
ment of  the  left  auricle  may  also  be  found. 

The  electrocardiogram  in  the  majority  of  in- 
stances shows  no  axis  deviation  due  to  the  fact 
that  both  ventricles  share  the  effect  of  this  shunt. 
Significant  right  axis  deviation  should  promptly 
raise  the  question  of  an  associated  pulmonary 
stenosis. 

In  the  presence  of  a classical  murmur  the  diagno- 
sis of  a patent  ductus  arteriosus  presents  no 
problem.  The  establishment  of  a definite  diag- 
nosis may  be  difficult  in  the  early  age  group  before 
the  diastolic  murmur  is  clearly  heard,  as  pre- 
viously mentioned.  Other  conditions  which  can 
create  a loud  systolic  murmur  in  the  same  area 
are  pulmonary  stenosis,  a high  interventricular 
defect,  or  an  interauricular  defect.  Occasionally, 
in  the  latter  conditions  associated  with  large 
blood  shunts,  if  there  is  sufficient  enlargement 
of  the  pulmonary  artery,  pulmonary  regurgita- 
tion may  be  present,  and  a diastolic  murmur  may 
also  be  heard.  Tins  diastolic  murmur  of  regurgi- 
tation is,  however,  almost  always  softer,  more 
blowing  in  quality,  and  is  usually  better  heard 
further  down  the  left  sternal  border  than  the 
rough  diastolic  component  present  with  a 
patent  ductus  arteriosus. 

Usually  a patent  ductus  arteriosus  occurs  as 
an  isolated  anomaly,  but  occasionally  it  may  be 
associated  with  an  interventricular  septal  defect, 
or  there  may  be  superimposed  rheumatic  heart 
disease.  The  presence  of  this  particular  congeni- 
tal anomaly  or  acquired  mitral  disease,  provided 
the  rheumatic  process  is  inactive,  does  not  con- 
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traindicate  but  rather  enhances  the  need  for 
surgical  intervention  to  eliminate  the  added 
strain  from  the  shunt  through  the  patent  ductus 
arteriosus. 

When  cyanosis  is  noted  or  there  is  considerable 
right  axis  deviation  in  the  electrocardiogram 
in  the  presence  of  murmurs  of  a patent  ductus 
arteriosus,  careful  investigation  is  imperative  to 
determine  the  presence  of  an  associated  pul- 
monary stenosis  prior  to  consideration  of  sur- 
gery. In  this  circumstance  the  patency  of  the 
ductus  arteriosus  serves  a physiologic  compensa- 
tory function  in  maintaining  sufficient  flow  of 
blood  to  the  lungs.  Hence,  elimination  of  this 
shunt  under  such  circumstances  is  contrain- 
dicated. 

Coarctation  of  the  Aorta. — Coarctation  of 
the  aorta  is  a constriction  of  this  vessel  at  the 
distal  end  of  the  arch,  usually  just  beyond  the 
level  of  the  origin  of  the  left  subclavian  artery. 
This  condition  may  be  associated  with  severe 
cardiac  abnormalities  which  are  incompatible 
with  life  beyond  a short  span.  In  other  cases  it 
may  occur  alone  or  associated  with  less  significant 
cardiac  abnormality  and  is  compatible  with  life 
into  the  adult  years. 5 

The  outstanding  effects  of  coarctation  of  the 
aorta  are  increased  blood  pressure  above  the 
constriction  with  low  pressure  in  vessels  below 
this  area  and  the  development  of  collateral  cir- 
culation. To  circumvent  the  narrowing  in  the 
aorta,  the  greater  part  of  the  blood  flow  to  the 
lower  portion  of  the  body  must  pass  through 
collateral  arterial  pathways.  The  collateral 
circulation  occurs  from  branches  of  the  sub- 
clavian arteries:  (1)  through  branches  of  sub- 

scapular and  intercostal  arteries  to  the  descend- 
ing aorta  and  (2)  through  the  internal  mammary, 
superior  and  inferior  epigastric  arteries  to  the 
iliac  arteries.  The  development  of  the  collateral 
circulation  becomes  more  marked  with  growth. 
Due  to  the  increased  flow  and  pressure  in  these 
arteries  they  become  abnormally  tortuous,  di- 
lated, and  prominent.  Pulsation  of  these  vessels 
may  be  visible  under  the  skin  of  the  chest  and 
abdomen.  The  continuous  pulsations  in  the 
posterior  intercostal  arteries  lead  to  erosions  of 
the  lower  margins  of  the  ribs. 

Symptoms  are  quite  frequently  lacking,  espe- 
cially in  the  younger  group.  When  present  they 
include  headache,  dizziness,  epistaxes,  and  com- 
plaints of  weakness  and  coldness  of  the  legs. 
Physical  development  is  usually  not  impaired, 
and  there  is  no  evidence  of  clubbing  or  cyanosis. 
The  outstanding  finding  is  hypertension  in  the 
arms  and  absent  or  feeble  pulsations  of  the 
femoral  artery  with  low  or  unobtainable  blood 
pressure  in  the  legs.  Normally,  systolic  pressure 
in  the  lower  extremities  is  higher  than  that  in  the 


arms,  and  the  finding  of  reversal  of  this  relation- 
ship is  of  immediate  diagnostic  significance.  The 
pressures,  both  systolic  and  diastolic,  in  the  arm 
range  from  only  moderately  above  normal  values 
in  some  cases  to  very  high  readings  in  others. 

A systolic  murmur  over  the  base  of  the  heart 
may  be  present,  but  frequently  the  only  abnor- 
mality noted  on  auscultation  is  accentuation  of 
the  second  aortic  sound.  On  fluoroscopy  and 
x-ray  the  heart  is  usually  relatively  normal  in 
size  or  shows  slight  left  ventricular  hypertrophy, 
and  the  aortic  knob  may  be  small  (Figs.  1 and  2). 


Fig.  2.  Coarctation  of  the  aorta — left  anterior 
oblique  view. 
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Fig.  3.  Right  aortic  arch.  Impingement  on 
right  side  of  barium-filled  esophagus,  as  seen  in 
posteroanterior  view. 

In  some  cases  there  is  prominence  of  the  ascend- 
ing aorta.  Notching  of  the  inferior  border  of 
ribs  is  a strongly  suggestive  finding  which,  how- 
ever, is  only  rarely  clearly  visualized  before 
the  age  of  ten  to  fourteen  years.  In  the  left 
anterior  oblique  view  the  ascending  aorta  appears 
to  rise  unusually  high  toward  the  apex  of  the 
chest  due  to  the  increased  size  of  the  vessels 
arising  from  the  arch.  The  electrocardiogram 
frequently  shows  some  left  axis  deviation. 

The  differential  diagnosis  is  rarely  a problem, 
as  cases  of  hypertension  due  to  other  causes  will 
not  show  the  difference  in  blood  pressure  between 
the  upper  and  lower  extremities.  In  the  presence 
of  any  degree  of  hypertension  in  the  arms,  palpa- 
tion of  femoral  and  dorsalis  pedis  arteries  and 
checking  the  blood  pressure  in  the  legs  must  be  a 
routine  procedure. 

Cardiac  anomalies  associated  with  the  adult 
type  of  coarctation  are  most  frequently  subaortic 
stenosis  and  occasionally  a bicuspid  aortic  valve 
with  or  without  aortic  insufficiency.  In  the 
presence  of  this  first  condition  a loud,  harsh 
systolic  murmur  is  heard  maximally  to  the  right 
of  the  upper  precordium  transmitting  into  the 
neck.  Such  associated  anomalies  do  not  contra- 
indicate surgical  intervention  for  the  coarctation 
of  the  aorta. 

Anomalies  of  the  Aortic  Arch. — Anomalies 
of  the  aortic  arch  or  subclavian  arteries  may 
cause  pressure  on  the  esophagus  or  trachea. 
Abnormalities  in  the  development  from  the  primi- 
tive branchial  arteries  may  result  in  a right 
aortic  arch  with  descent  either  on  the  right  or 
left  side,  a double  aortic  arch,  or  the  right  sub- 
clavian artery  may  take  its  origin  from  the  left 
side  of  the  aortic  arch  instead  of  branching  from 


the  innominate  artery.  In  certain  circumstances 
both  the  trachea  and  esophagus  are  enclosed  in  a 
“vascular  ring.”  An  anomalous  right  subclavian 
artery  passes  posterior  to  and  can  compress  the 
esophagus.  In  these  conditions  the  degree  of 
pressure  may  be  so  slight  that  no  symptoms  de- 
velop and  the  anomaly  is  a chance  finding  on 
fluoroscopic  or  x-ray  study  or  even  at  the  autopsy 
table.  A certain  number,  however,  may  be  so 
closely  related  to  the  esophagus  or  trachea  as  to 
create  pressure  conditions  of  serious  import, 
especially  in  infants.  Symptoms  noted  are 
respiratory  difficulty,  stridor,  and  possibly  cyano- 
sis while  feeding  and  difficulty  in  swallowing. 
Repeated  pulmonary  infections  may  ensue. 

Clinical  evaluation  of  these  anomalies  is  made 
by  study  of  the  outline  of  the  trachea  and  the 
barium-filled  esophagus  as  seen  in  x-ray  films 
taken  in  anterior  and  oblique  or  lateral  views. 
The  ascending  portion  of  a right  aortic  arch 
indents  the  right  side  of  the  esophagus  as  seen 


Fig.  4.  Right  aortic  arch  with  descent  on  left. 
Right  anterior  oblique  view  showing  posterior  im- 
pingement on  esophagus. 
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in  the  anterior  view  (Fig.  3).  Where  a right 
aortic  arch  crosses  behind  the  esophagus  to 
descend  on  the  left,  there  is  a transverse  posterior 
compression  of  the  barium-filled  column  at  the 
level  of  the  third  or  fourth  vertebra  (Fig.  4). 
The  course  of  an  anomalous  subclavian  artery 
is  seen  as  a compression  which  runs  obliquely 
across  the  upper  part  of  the  barium-filled  esoph- 
agus. 

When  these  anomalies  cause  serious  symptoms, 
which  are  most  prone  to  occur  in  infants,  surgical 
intervention  is  indicated.  Release  of  the  “ring” 
and  relief  of  pressure  is  accomplished  by  division 
of  one  of  the  vascular  structures  displacing  a 
right  aortic  arch  or  the  lesser  of  the  two  sides  of  a 
double  aortic  arch.  An  anomalous  right  sub- 
clavian artery  can  be  ligated  and  divided.  Gross 
has  reported  good  results  in  several  cases  of  the 
above  types.8 

Tetralogy  of  Fallot  and  Other  Cardiac 
Anomalies  Causing  Cyanosis. — There  is  a 
variety  of  congenital  cardiac  abnormalities 
which  cause  persistent  cyanosis.  Many  of  these 
cases  do  not  survive  beyond  the  first  weeks  or 
months  of  life.  Of  those  who  survive  longer,  it 
is  estimated  that  about  75  per  cent  are  instances 
of  the  tetralogy  of  Fallot.  The  four  features  of 
this  syndrome  consist  of  pulmonary  stenosis, 
dextraposition  of  the  aorta  which  thus  overrides 
and  receives  blood  from  both  ventricles,  a high 
interventricular  septal  defect,  and  hypertrophy 
of  the  right  ventricle.  The  stenosis  is  most 
frequently  located  at  the  infundibular  area  of  the 
right  ventricle.  The  results  of  these  malforma- 
tions are  a decrease  in  volume  of  blood  reaching 
the  lungs  for  oxygenation  and  an  admixture  of 
arterial  and  venous  blood  pumped  into  the 
aorta.  Arterial  oxygen  saturation  is  thus 


Fig.  6.  Tetralogy  of  Fallot — left  anterior  oblique 
view. 


lowered.  In  an  attempt  to  compensate  for  this 
hypoxia  there  is  development  of  polycythemia. 

Cyanosis  may  not  be  noted  during  the  first 
months  of  life  when  the  ductus  arteriosus  fre- 
quently remains  open  to  supplement  the  flow  of 
blood  to  the  lungs.  As  this  vessel  tends  to  become 
obliterated  and  with  progressive  growth  and 
activity  of  the  infant,  the  degree  of  hypoxia 
increases,  and  cyanosis  becomes  apparent. 
Clubbing  of  the  fingers  and  toes  develops  gradu- 
ally, depending  on  the  degree  of  oxygen  deficiency 
present  in  individual  cases.  Symptoms  due  to 
hypoxia  include  dyspnea,  often  paroxysmal  in 
type  and  accompanied  at  times  with  episodes  of 
unconsciousness  during  which  there  may  lie 
twitching  or  frank  convulsions.  These  cases 
show  a typical  response  when  fatigued:  if  erect, 
they  will  squat  on  their  heels,  the  same  reaction 
appearing  in  the  infant  who  is  seen  to  draw  up  his 
knees  toward  the  chest  and  usually  prefers  to  lie 
on  his  abdomen  in  this  position.7 

Examination  of  the  heart  usually  reveals  no 
significant  enlargement.  The  second  pulmonic 
sound  is  clear  and  often  decreased  in  intensity. 
Location  and  intensity  of  systolic  murmurs  are 
variable,  being  in  some  cases  quite  loud  over  the 
pulmonic  area  transmitting  upward  to  the  clavi- 
cle, in  others  best  heard  over  the  lower  precor- 
dium,  and  in  some  instances,  especially  in  infants, 
no  definite  murmur  is  audible.  There  is  no 
diastolic  murmur.  Fluoroscopic  and  x-ray  ex- 
amination is  much  more  helpful  in  establishing 
the  diagnosis  than  auscultation  (Figs.  5 and  6). 
The  characteristic  features  are  a heart  relatively 


Fig.  5.  Tetralogy  of  Fallot — posteroan tenor  view. 
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normal  in  size,  a raised  and  rounded  apex,  and 
concavity  and  absent  pulsations  instead  of  the 
normal  convexity  in  the  upper  left  third  or 
pulmonary  segment  of  the  cardiac  contour. 
In  the  left  anterior  oblique  view,  abnormal 
clarity  of  the  pulmonary  window  is  frequently 
demonstrable.  In  the  right  anterior  oblique 
view  convexity  is  noted  at  the  level  of  the  pul- 
monary segment.  Some  variation  of  these  find- 
ings is  found  in  the  presence  of  poststenotic 
dilatation  of  the  pulmonary  artery.  Although 
this  condition  may  fill  out  the  pulmonary  seg- 
ment to  some  degree  and  the  shadow  of  the  main 
branches  is  visible,  there  still  will  be  no  or  only 
faint  pulsations  visible  fluoroscopically  in  these 
areas.  Hilar  vascular  markings  may  be  de- 
creased but,  in  the  presence  of  considerable 
compensatory  bronchial  circulation,  may  be 
normal  in  intensity.  Due  to  decreased  pulmo- 
nary blood  flow,  the  lung  field,  best  checked  in 
the  x-ray,  shows  a rather  striking  clarity. 

A right  aortic  arch  is  associated  with  the 
tetralogy  of  Fallot  in  about  one  fifth  of  the  cases. 
It  is  important  that  the  surgeon  know  prior 
to  operation  to  which  side  the  aorta  arches. 
This  is  demonstrated  by  x-ray  study  of  the  ba- 
rium-filled esophagus  as  previously  described. 

The  electrocardiogram  in  practically  all  in- 
stances of  the  tetralogy  of  Fallot  shows  a marked 
degree  of  right  axis  deviation  due  to  the  right 
ventricular  hypertrophy.  Compensatory  poly- 
cythemia is  the  usual  finding,  the  red  blood  count 
and  hemoglobin  ranging  at  times  to  extremely 
high  levels.  Because  of  the  overriding  of  the 
aorta,  the  arm-to-face  circulation  time  is  shorter 
than  normal. 

Amelioration  of  the  functional  capacity  in 
cases  of  the  tetralogy  of  Fallot  is  accomplished 
by  an  operation  to  increase  flow  of  blood  to  the 
lungs.  The  procedure  described  by  Blalock 
creates  an  anastomosis  between  a vessel  from  the 
aortic  arch  to  the  pulmonary  artery.8  The 
Potts  procedure  creates  a direct  anastomosis 
between  the  aorta  and  the  pulmonary  artery.9 

Exact  diagnosis  in  cases  of  cyanosis  in  infancy 
may  be  relatively  difficult.  With  cyanosis  from 
birth  the  presence  of  transposition  of  the  great 
vessels  or  a truncus  arteriosus  should  be  con- 
sidered in  differential  diagnosis.  In  these  con- 
ditions the  heart  will  usually  increase  consider- 
ably in  size  over  the  first  few  weeks  of  life  in  con- 
trast to  the  relatively  normal  size  maintained  in 
the  majority  of  cases  of  tetralogy  of  Fallot. 
Analysis  of  the  shadow  of  the  great  vessels  is 
most  helpful  in  differentiating  in  the  anterior- 
posterior  view  between  the  wide  shadow  cast  by 
a truncus  arteriosus  or  the  narrow  shadow  seen 
in  instances  of  transposition  of  the  great  vessels. 
In  the  latter  case  the  shadow  of  the  vessels  is 


broader,  as  seen  in  the  left  anterior  oblique  view, 
and  some  degree  of  congestion  of  the  lungs  may 
be  present.  Certain  cases  of  transposition  of  the 
great  vessels  may  survive  into  the  childhood 
years  if  there  are  associated  septal  defects  of 
sufficient  size  or  patency  of  the  ductus  arteriosus 
to  allow  for  appropriate  and  adequate  shunts  to 
support  systemic  and  pulmonary  circulation. 

A clinical  picture  somewhat  similar  to  the 
tetralogy  of  Fallot  is  presented  by  congenital 
tricuspid  atresia  or  stenosis.  This  malformation 
results  in  an  underdeveloped  right  ventricle  and 
associated  pulmonary  stenosis  with  decreased 
blood  flow  to  the  lungs.  Blood  from  the  right 
auricle  must  escape  through  a widely  patent 
foramen  ovale  or  interauricular  septal  defect. 
The  important  diagnostic  features  are  the  absence 
of  enlargement  in  the  region  of  the  right  ventricle, 
especially  as  noted  in  the  roentgen  left  anterior 
oblique  view,  clear  lung  fields,  and  definite  to 
marked  left  axis  deviation  in  the  electrocardio- 
gram. As  these  cases  can  be  benefited  by  the 
Blalock  or  Potts  procedures  to  increase  blood 
flow  to  the  lung,  they  should  be  considered  as 
candidates  for  surgery.8'9 

The  Eisenmenger  complex  may  be  present  in 
cases  where  there  is  later  development  and  milder 
degree  of  cyanosis  than  is  usually  seen  in  cases 
of  tetralogy  of  Fallot.  Usually  cyanosis  appears 
in  adolescence  or  early  adult  years.  A high 
interventricular  septal  defect  and  overriding 
of  the  aorta  are  present.  This  syndrome  differs 
from  the  tetralogy  of  Fallot  in  that  there  is  no 
pulmonary  stenosis  but  instead  dilatation  of  the 
pulmonary  artery.  This  differential  diagnosis 
is  readily  made  by  x-ray  and  fluoroscopy  which 
show  considerable  increase  in  convexity  and 
pulsation  in  the  upper  third  of  the  left  cardiac 
border  and  congestion  of  the  lung  fields  due  to 
increased  pulmonary  flow.  Cyanosis  in  these 
cases  is  partially  the  effect  of  admixture  of  arte- 
rial and  venous  blood  in  the  overriding  aorta  but 
probably  more  in  later  life  due  to  pulmonary 
vascular  changes.  An  operation  to  increase 
pulmonary  flow  is  obviously  contraindicated  in 
the  Eisenmenger  complex. 

Instances  of  pulmonary  stenosis,  if  associated 
with  a right  to  left  flow  occurring  through  wide 
patency  of  the  foramen  ovale  or  an  associated 
interauricular  septal  defect,  will  show  cyanosis. 
Cyanosis  may  be  present  early  in  life  or  develop 
in  adult  years.  Its  appearance  probably  is 
related  to  onset  of  failure  and  increased  pressure 
in  the  right  auricle,  which  is  seen  to  be  enlarged 
on  x-ray  examination. 

Finally,  cyanosis  and  clubbing  may  be  an 
indication  of  the  presence  of  an  arteriovenous 
fistula  in  the  lung.  As  this  relatively  rare 
condition  can  be  cured  by  surgical  excision,  the 
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x-rays  of  the  lung  should  be  carefully  studied  and 
a search  made  over  the  lung  fields  for  the  presence 
of  a bruit.  Studies  by  angiocardiography  are 
helpful  in  demonstrating  and  clarifying  the 
presence  of  such  an  anomaly. 

Summary  and  Conclusions 

Clinical  evaluation  of  congenital  anomalies  of 
the  heart  and  great  vessels  amenable  to  surgery 
have  been  presented.  Accurate  diagnosis  of 
these  conditions  is  now  of  practical  importance 
so  that  those  cases  where  surgical  therapy  is 
available  may  obtain  such  benefits.  It  is  equally 
desirable  that  careful  evaluation  be  made  before 
discussion  of  operative  therapy  so  that  immediate 
false  hopes  may  be  avoided  in  cases  not  amenable 


to  surgery  at  this  time.  As  further  surgical 
procedures  become  available,  continued  refine- 
ments in  clinical  diagnostic  methods  will  be 
necessary. 
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THE  USE  OF  CARDIAC  CATHETERIZATION  AND  ANGIOCARDIOG- 
RAPHY IN  THE  DIAGNOSIS  OF  CONGENITAL  CARDIAC  LESIONS 

Frederick  H.  King,  M.D.,  New  York  City 

( From  the  Cardiovascular  Research  Group  of  Mount  Sinai  Hospital ) 


WITH  the  development  of  successful  surgi- 
cal procedures  for  the  correction  of  ana- 
tomic and  physiologic  abnormalities  in  the  group 
of  congenital  cardiovascular  lesions,  differential 
diagnosis  has  assumed  increased  importance. 
The  usual  methods  of  clinical  examination,  when 
they  include  a complete  history,  physical  exami- 
nation, fluoroscopy,  electrocardiography,  pulse 
wave  tracings,  and  circulation  time  studies,  ad- 
mittedly furnish  enough  information  on  which  to 
base  a reasonably  accurate  diagnosis  in  the  great 
majority  of  instances.  The  emergence  of  specific 
criteria  for  operative  intervention  has  pointed  up 
the  value  of  more  accurate  diagnosis,  especially 
in  instances  where  clinical  data,  as  above  outlined, 
are  equivocal. 

In  recent  years  cardiac  catheterization  and 
angiocardiography  have  been  added  to  the  meth- 
ods previously  employed.  Cardiac  catheteriza- 
tion, first  developed  as  a clinical  method  by  Cour- 
nand and  associates  and  utilized  by  others,  aids  in 
establishing  the  diagnosis  by  making  possible  the 
determination  of  the  oxygen  content  of  the  blood 
from  the  great  veins,  pulmonary  artery,  and  such 
cardiac  chambers  as  may  be  reached  with  the 
catheter  tip.1-3  It  likewise  allows  for  deter- 
mination of  the  pressure  within  the  right  heart 
chambers  and  the  pulmonary  artery.  By  simul- 
taneously determining  the  oxygen  consumption 
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the  application  of  the  Fick  principle  makes  pos- 
sible, if  desired,  calculation  of  the  cardiac  output. 
It  is  also  possible  to  differentiate  in  certain  abnor- 
malities between  the  systemic  and  pulmonary 
blood  flows  and  to  estimate  the  volume  of  shunt 
per  unit  time  from  the  venous  to  arterial  side  or 
vice  versa.  These  additional  data  may  not  be 
necessary  in  the  majority  of  cases.  The  value  of 
catheterization  in  proving  in  difficult  cases  the 
existence  of  defects  by  passage  of  the  catheter  tip 
through  them  is  self-evident.  The  technic  of  car- 
diac catheterization  has  been  amply  described  by 
Cournand,  Bing,  Dexter,  and  others  and  need  not 
be  further  elaborated  here. 2-4  It  is  our  routine 
procedure  to  follow  catheterization  immediately 
with  angiocardiography  by  injecting  the  contrast 
medium  through  a cannula  introduced  into  the 
antecubital  vein  from  which  the  catheter  has  just 
been  withdrawn. 

Angiocardiography  consists  of  the  visualization 
of  the  cardiac  chambers,  the  aorta,  and  pulmo- 
nary artery  by  the  rapid  introduction  into  the 
antecubital  vein  of  radio-opaque  fluid,  such  as 
70  per  cent  diodrast,  roentgen  exposures  there- 
after being  made  in  rapid  succession.  This 
method,  introduced  as  a routine  procedure  by 
Robb  and  Steinberg,  has  been  employed  with 
modifications  in  a systematic  study  of  congenital 
cardiovascular  lesions  by  Sussman  and  his  asso- 
ciates.5-7 

Angiocardiography  complements  cardiac  ca- 
theterization. It  furnishes  a precise  record  in 
some  instances  of  anatomic  abnormalities  not 
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Fig.  1.  (A)  Posteroan tenor  roentgenogram  showing  marked  enlargement  of  pulmonary  artery  segment, 

dilatation  of  smaller  pulmonary  vessels,  and  enlargement  of  left  ventricle. 

(B)  Angiocardiogram  in  oblique  position  showing  enlargement  of  right  auricle  and  right  ventricle  with 
marked  dilatation  of  pulmonary  artery. 


otherwise  discernible.  These  include  abnormal 
position  or  size  of  great  vessels  and  cardiac  cham- 
bers, obstruction  to  flow  of  blood  because  of  ste- 
notic lesions  in  the  outflow  tracts  of  the  heart  or  of 
the  great  vessels,  and  localized  dilatation  of  the 
aorta  caused  by  the  infundibulum  of  a patent  duc- 
tus arteriosus,  as  described  by  Steinberg,  Grish- 
man,  and  Sussman.8  Angiocardiography  offers, 
in  many  instances,  evidence  of  intracardiac 
shunts  from  right  to  left  and  vice  versa. 
Whereas  catheterization  yields  more  data  rela- 
tive to  the  dynamics  of  the  circulation,  angio- 
cardiography furnishes  information  regarding  the 
anatomic  substratum  as  well  as  the  dynamic  se- 
quelae. The  ability  to  delineate  abnormalities 
beyond  reach  of  the  catheter  tip  and  to  portray 
defects  involving  no  blood  gas  and  pressure 
changes  or  changes  too  small  to  detect  with  cathe- 
terization are  features  of  angiocardiography  which 
give  it  added  importance  in  the  armamentarium 
employed  in  the  diagnosis  of  congenital  cardio- 
vascular defects. 

Our  experiences  in  the  following  cases  are  pre- 
sented as  illustrations  of  the  use  of  these  two 
methods  when  added  to  the  usual  clinical  pro- 
cedures. A discussion  of  the  difficulties  and  limi- 
tations encountered  is  also  given. 

Case  Reports 

Case  1.  Interatrial  Septal  Defect  (Demonstra- 
tion  by  Cardiac  Catheterization). — This  patient  was 


a twenty-two-year-old  girl  who  was  first  found  to 
have  a heart  murmur  at  the  age  of  five.  For  three 
months  prior  to  admission  she  noticed  palpitation  on 
exertion  and  for  three  weeks  left  anterior  chest  pain, 
radiating  into  the  left  arm.  She  had  dyspnea  on 
climbing  stairs.  She  had  never  noted  cyanosis. 
There  was  no  history  of  rheumatic  fever. 

She  was  a well-developed  girl.  The  lungs  were 
clear.  The  heart  was  enlarged.  The  point  of  maxi- 
mal impulse  was  2 cm.  to  the  left  of  the  midclavicular 
line  in  the  fifth  interspace.  There  was  a blowing 
systolic  murmur  heard  all  over  the  precordium.  A 
short  presystolic  sound  was  audible  at  the  apex. 
The  pulmonic  second  sound  was  louder  than  the 
aortic.  There  were  frequent  extrasystoles  with  oc- 
casional bigeminal  rhythm.  The  blood  pressure  was 
104/70.  The  electrocardiogram  showed  right  axis 
deviation,  prominent  P waves,  depression  of  RST2, 
RSTs,  and  RST4,  semi-inverted  Ti  and  inverted  T4. 
There  was  bigeminal  rhythm  due  to  recurrent  prema- 
turebeats.  The  blood  count  was  normal.  The  circu- 
lation time  with  calcium  gluconate  was  twelve  sec- 
onds and  with  ether  seven  seconds.  The  venous 
pressure  was  8 cm.  with  no  rise  on  pressure  over  the 
right  upper  quadrant.  Microplethysmogram  from 
the  left  index  finger  did  not  conform  to  the  pattern 
usually  seen  with  patent  ductus  arteriosus. 

Posteroanterior  roentgenogram  of  the  chest 
showed  marked  enlargement  of  the  pulmonary  ar- 
tery segment  (Fig.  1A).  The  aortic  knob  was 
small.  The  left  ventricle  appeared  enlarged.  The 
smaller  pulmonary  vessels  in  both  lungs  were  dis- 
tended. Fluoroscopy  showed  no  displacement  of 
the  barium-filled  esophagus.  The  roentgenologist 
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Fig.  2.  (A)  Posteroanterior  roentgenogram  showing  globular-shaped  heart  with  left  ventricular  enlarge- 

ment . 

(B)  Angiocardiogram  in  posteroanterior  position  showing  concurrent  visualization  of  right  and  left 
ventricles  with  visualization  of  aorta  within  two  cardiac  cycles  after  the  right  auricle. 


reported  that  t he  appearance  was  consistent  with  the 
diagnosis  of  patent  ductus  arteriosus  which  had 
been  considered  as  a tentative  diagnosis  by  the  refer- 
ring clinic. 

Cardiac  catheterization  was  performed.  The 
blood  oxygen  content  of  various  samples  was  as  fol- 
lows: 


Location 

Superior  vena  cava 
Superior  vena  cava 
Right  atrium  (high) 
Right  atrium  (mid) 
Right  atrium  (low) 
Right  ventricle 
Oxygen  capacity 


Oxygen  Content 

(Volumes  Per  Cent) 
9.1 
9.4 
13.8 

13.7 
13.6 

13.8 

15.8 


The  angiocardiogram  showed  considerable  en- 
largement of  the  right  ventricle  and  right  auricle. 
The  left  auricle  was  also  distinctly  enlarged.  The 
aorta  was  small.  The  pulmonary  artery  was  very 
much  dilated  (Fig.  IB).  On  some  of  the  roentgeno- 
grams there  was  a suggestion  of  continued  visualiza- 
tion of  the  right  auricle  beyond  the  usual  period  of 
emptying. 

Comment. — In  this  case  the  history,  the  appear- 
ance of  the  conventional  roentgenogram,  and  some 
of  the  physical  findings  were  consistent  with  the 
diagnosis  of  patent  ductus  arteriosus.  However,  the 
findings  on  the  microplethysmogram  did  not  support 
this  impression.  The  demonstration  by  angio- 
cardiography of  enlarged  right  heart  chambers  in 
addition  to  marked  dilatation  of  the  pulmonary  ar- 
tery and  the  suggestive  continued  visualization  of 
the  right  auricle  supported  the  diagnosis  of  inter- 
atrial septal  defect.  The  crucial  demonstration  of  a 
marked  increase  of  oxygen  content  of  right  auricular 
blood  over  that-  in  blood  samples  obtained  from  the 
superior  vena  cava  was  unequivocal  evidence  of  a 
shunt  from  the  left  atrium  into  the  right  via  an  inter- 
atrial septal  defect. 

Attempts  to  catheterize  the  pulmonary  artery  in 


this  case  did  not  succeed,  a difficulty  which  is  en- 
countered in  about  25  per  cent  of  our  cases.  Thus  it 
was  not  possible  to  obtain  blood  from  the  pulmonary 
artery  and  exclude  the  possibility  of  an  associated 
patent  ductus  arteriosus. 

Case  2.  Pulmonary  Stenosis  and  Interatrial 
Septal  Defect  ( Diagnosis  by  Cardiac  Catheteriza- 
tion and  Angiocardiography — Corroboration  at  Au- 
topsy).— This  was  the  first  hospital  admission  of  a 
twenty-two-month-old  female.  At  the  age  of  one 
month  she  is  said  to  have  choked  on  her  feedings. 
She  was  thought  to  have  an  enlarged  thymus  for 
which  she  received  radiotherapy.  A cardiac  mur- 
mur was  noted  at  this  time.  At  the  age  of  twelve 
months  the  child  was  hospitalized  because  of  croup. 
At  this  time  the  murmur  was  again  noted,  but  there 
was  no  evidence  of  cyanosis.  The  latter,  as  well  as 
easy  fatigability,  were  first  noticed  at  the  age  of 
seventeen  months.  Four  months  later  the  patient 
developed  a cough  and  dyspnea  on  exertion.  It  was 
noted  that  the  finger  nails  were  cyanotic  at  rest. 

She  was  an  underdeveloped  infant  weighing  21 
pounds.  The  lips  were  intensely  cyanotic.  The 
heart  was  enlarged  to  the  left  with  a diffuse  forceful 
apical  impulse.  There  was  a loud,  rough  systolic 
murmur,  most  prominent  in  the  third  left  intercostal 
space  and  transmitted  over  the  entire  precordium. 
The  liver  was  palpated  two  fmgerbreadths  below  the 
costal  margin.  The  electrocardiogram  disclosed 
right  axis  deviation.  The  findings  in  the  precordial 
and  unipolar  limb  leads  were  indicative  of  right  ven- 
tricular hypertrophy.  The  hemoglobin  was  15.3 
Gm.,  and  there  were  present  7,000,000  red  blood 
cells  per  cu.  mm.  The  rest  of  the  blood  count  was 
within  normal  limits. 

Fluoroscopy  and  a routine  roentgenogram  showed 
the  heart  to  be  globular  in  shape  with  enlargement  to 
the  left  (Fig.  2A).  The  pulmonary  artery  and  its 
branches  were  small.  The  aortic  knob  was  normal. 
The  barium-filled  esophagus  was  not  deviated. 
The  microplethysmogram  gave  no  evidence  of  an 
ext racardiae  shunt. 
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Cardiac  catheterization  was  performed  through 
the  right  saphenous  vein.  A number  7 catheter  was 
passed  up  through  the  inferior  vena  cava  into  the 
right  atrium  and  then  into  the  right  ventricle.  At 
the  region  of  the  outflow  tract  of  the  right  ventricle 
the  catheter  tip  seemed  arrested  and  could  not  be 
passed  into  the  pulmonary  artery  nor  could  it  be 
passed  into  the  aorta.  The  catheter  was  then  with- 
drawn into  the  right  atrium  again.  It  was  then  ad- 
vanced across  the  heart  shadow  toward  the  left  bor- 
der at  a more  cephalad  level  than  previously.  It  was 
thought  to  have  passed  through  an  interatrial  septal 
defect  into  the  left  atrium.  The  oxygen  content  of 
the  blood  samples  were  as  follows: 

Location  Oxygen  Content 

(Volumes  Per 
Cent) 


Right  atrium 

8.2 

Left  atrium 

12.4 

Right  ventricle  (mid) 

8.8 

Right  ventricle  (outflow 

tract) 

8.5 

Inferior  vena  cava 

9.2 

Left  femoral  artery  (done 
day  after  catheteriza- 

tion) 

10.8 

Oxygen  capacity 

18.9 

Percentage  saturation 

57 

The  angiocardiogram  demonstrated  an  interatrial 
septal  defect.  The  left  atrium  visualized  almost 
simultaneously  with  the  right.  The  aorta  was  vis- 
ualized within  two  cardiac  cycles  after  the  right 
auricle  (Fig.  2B).  The  right  ventricle  and  the  pul- 
monary artery  were  dilated.  It  was  impossible  to 
determine  whether  diodrast  had  reached  the  aorta 
by  passing  through  the  left  atrium  and  left  ventricle 
or  from  the  right  ventricle  by  way  of  an  overriding 
aorta. 

The  child  developed  mild  diarrhea.  Her  con- 
dition grew  worse,  and  she  finally  died  in  coma,  three 
weeks  after  admission.  Postmortem  examination 
demonstrated  the  presence  of  a large  interatrial  sep- 
tal defect  and  valvular  pulmonary  stenosis  with  dila- 
tation of  the  pulmonary  artery.  The  right  ventricle 
and  atrium  were  hypertrophied.  The  ductus  ar- 
teriosus was  obliterated. 

Comment. — This  is  a case  of  pulmonary  stenosis 
associated  with  an  interatrial  septal  defect.  The 
presence  of  the  septal  defect  was  determined  in  vivo 
by  the  passage  of  the  patheter  through  the  defect 
into  an  area  later  shown  by  angiocardiography  to  be 
the  left  atrium.  This  was  corroborated  by  the  dis- 
tinctly higher  oxygen  content  of  the  blood  obtained 
from  the  left  atrium  than  from  the  right.  Final  con- 
firmation of  a defect  was  obtained  by  the  fact  that 
t he  left  atrium  opacified  immediately  after  the  right 
atrium. 

Inability  to  catheterize  the  pulmonary  artery  with 
the  catheter  plainly  in  the  outflow  tract  of  the  right 
ventricle  was  suggestive  of  pulmonary  stenosis  as 
was  the  absence  of  forceful  pulsations  at  the  pulmo- 
nary artery  segment  on  fluoroscopy.  Pressure  de- 
terminations were  not  made  because  of  technical 
difficulties,  but  these  would  have  been  valuable  only 
if  the  pulmonary  artery  had  been  catheterized  and  a 


differential  in  pressure  between  the  artery  and  the 
right  ventricle  in  favor  of  the  latter  had  been  dem- 
onstrated. 

In  this  case  the  possibility  of  an  overriding  aorta 
could  not  be  excluded  by  angiocardiography,  since 
both  an  interatrial  shunt  from  right  to  left  and  an 
overriding  aorta  lead  to  early  opacification  of  the 
aorta.  An  overriding  aorta  is  infrequently  demon- 
strated at  catheterization  when  it  is  found  possible 
to  advance  the  catheter  tip  from  the  right  ventricle 
into  the  aorta,  but  this  was  not  possible  in  the  case 
just  detailed.  Both  angiocardiography  and  cathe- 
terization may,  therefore,  be  unsuccessful  in  differen- 
tiating between  pulmonary  stenosis  associated  with 
interatrial  septal  defect,  as  in  this  instance,  and 
tetralogy  of  Fallot  in  which  a patent  interatrial  sep- 
tal defect  is  an  added  anomaly. 

Case  3.  Typical  Patent  Ductus  Arteriosus 
( Cardiac  Catheterization  and  Angiocardiographic 
Findings).— This  patient  was  a twenty-three-year- 
old  man  who  was  first  admitted  to  the  Mount  Sinai 
Hospital  in  1946.  At  that  time  he  gave  a history  of 
a cardiac  murmur  since  birth.  He  complained  of  the 
recent  development  of  dyspnea,  palpitation,  and 
tachycardia  on  exertion. 

The  cardiac  findings  were  as  follows:  The  heart 
was  enlarged,  the  point  of  maximal  impulse  being 
in  the  midaxillary  line.  There  was  a marked  systolic 
thrill  which  was  most  prominent  over  the  third  inter- 
space to  the  left  of  the  sternum.  In  this  area  there 
was  a loud  systolic  murmur  followed  by  a faint  dia- 
stolic murmur.  The  blood  pressure  was  135  sys- 
tolic and  45  diastolic.  The  electrocardiogram  showed 
changes  seen  in  generalized  enlargement  without  spe- 
cial axis  deviation.  A routine  roentgenogram 
showed  an  enlarged  heart  with  dilated  pulmonary  ar- 
tery. An  angiocaraiogram  disclosed  an  enlarged 
left  atrium  and  left  ventricle  and  dilated  pulmonary 
artery  with  relatively  little  dilatation  of  the  right 
heart. 

On  the  basis  of  these  findings  an  exploratory  tho- 
racotomy was  performed  for  ligation  of  a patent  duc- 
tus arteriosus.  Ligation  was  attempted,  but  be- 
cause of  technical  difficulties  it  was  abandoned. 

The  patient  was  readmitted  about  two  years 
later.  The  physical  and  routine  roentgen  findings 
were  the  same  as  before.  Cardiac  catheterization 
was  performed  and  followed  by  angiocardiography. 
The  blood  oxygen  findings  at  catheterization  were  as 
follows: 


Location 


Right  ventricle 
Right  ventricle 
Right  pulmonary  artery 
Main  pulmonary  artery 
Right  brachial  artery 
Oxygen  capacity 
Percentage  saturation 


Oxygen  Content 
(Volumes  Per 
Cent) 

11.1 

11.2 

17.0 

14.6 

18.6 
19.7 
94 


The  angiocardiogram  showed  an  extremely  di- 
lated pulmonary  artery.  The  aorta  did  not  visualize 
well.  The  descending  aorta  did  not  visualize  at  all. 
There  was  diodrast  continuously  in  the  pulmonary 
artery.  The  left  heart  was  markedly  enlarged. 
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At  a second  operation  the  ductus  was  successfully 
ligated.  The  ductus  was  found  to  be  short,  almost 
constituting  a direct  arteriovenous  fistula. 

Comment. — In  this  patient  the  correct  diagnosis  of 
patent  ductus  arteriosus  was  made  at  the  first  ad- 
mission on  the  basis  of  clinical  findings  and  angio- 
cardiography alone.  On  the  second  admission 
catheterization  was  also  performed.  Although 
quantitative  estimation  of  the  volume  of  the  shunt 
was  not  attempted,  the  marked  dilatation  of  the 
pulmonary  artery  and  left  heart  chambers,  the  con- 
tinuous presence  of  diodrast  in  the  pulmonary  ar- 
tery, the  wide  peripheral  pulse  pressure,  the  high 
pressure  in  the  pulmonary  artery  (mean  pressure,  51 
mm.  mercury  and  pulse  pressure,  14  mm.  mercury), 
and  the  markedly  elevated  oxygen  content  of  the 
blood  in  the  pulmonary  artery,  compared  with  that 
in  the  right  ventricle,  were  all  indicative  of  a large 
shunt  from  the  aorta  into  the  pulmonary  artery. 

Case  4.  Subacute  Bacterial  Endocarditis  En- 
grafted Upon  Rheumatic  Heart  Disease  with  Aortic 
Stenosis  and  Insufficiency  ( Exclusion  by  Catheteriza- 
tion of  Recanalization  of  Previously  Ligated  Ductus 
Arteriosus). — This  patient  was  a nineteen-year-old 
woman  who  was  first  admitted  with  a history  of 
nocturnal  dyspnea  since  the  age  of  three  years.  A 
heart  murmur  had  been  detected  at  the  age  of  three. 
Recently,  she  had  complained  of  precordial  distress 
on  exertion. 

The  patient  appeared  chronically  ill  and  was 
mildly  febrile.  The  liver  and  spleen  were  palpable. 
The  heart  was  enlarged,  the  apex  extending  to  3 cm. 
beyond  the  midclavicular  line.  A systolic  pulmonic 
thrill  was  present.  Loud  pulmonic  systolic  and  dia- 
stolic murmurs  were  audible,  and  these  were  widely 
transmitted  over  the  precordium.  The  blood  pres- 
sure was  110  systolic  and  50  diastolic.  The  circu- 
lation time  with  calcium  gluconate  was  seven  sec- 
onds, while  the  ether  circulation  time  was  two  sec- 
onds. The  venous  pressure  was  10  cm.  of  water  ris- 
ing to  14  cm.  on  pressure  over  the  right  upper  quad- 
rant. The  electrocardiogram  showed  left  axis  de- 
viation and  no  other  abnormalities.  Roentgen  ex- 
amination of  the  heart  including  fluoroscopy  showed 
straightening  of  the  left  cardiac  border.  The  heart 
was  moderately  enlarged  to  the  left  and  slightly  to 
the  right.  The  microplethysmogram  was  inter- 
preted as  indicating  an  extracardiac  arteriovenous 
shunt. 

On  the  basis  of  the  character  and  location  of  the 
murmurs,  the  cardiac  contour  on  x-ray  examination, 
the  large  pulse  pressure,  and  the  microplethysmo- 
gram, a diagnosis  of  patent  ductus  arteriosus  was 
made,  and  ligation  of  the  ductus  was  advised. 

At  operation  the  heart  was  found  to  be  enlarged. 
The  ductus  was  of  large  caliber  and  was  tied  at  each 
extremity  by  many  silk  ligatures.  Immediately 
after  ligation  the  thrill  disappeared,  and  the  heart 
rate  slowed  perceptibly.  The  patient’s  temperature 
, declined  to  normal  on  the  third  postoperative  day 
and  remained  normal  until  discharge.  Before  dis- 
charge it  was  noted  that  a diastolic  pulmonic  mur- 
mur was  still  present,  but  this  was  much  less  intense 
than  before  operation.  The  significance  of  this 
residual  murmur  was  not  clear.  Such  possibilities 
as  dilatation  of  the  pulmonic  ring  or  an  associated 


aortic  insufficiency  were  suggested.  The  patient 
was  discharged  to  a convalescent  home. 

Following  operation  the  patient  had  pronounced 
dyspnea  and  palpitation  on  walking  or  climbing 
stairs.  Her  physician  noted  the  reappearance  of  a 
continuous  murmur,  and  the  patient  began  to  have 
irregular  fever.  She  was  therefore  readmitted  to  the 
hospital  about  four  weeks  after  discharge. 

At  this  time  the  patient  had  mild  fever.  The 
lungs  were  clear.  Examination  of  the  heart  now  dis- 
closed a systolic  thrill  and  murmur  over  the  aortic 
area  and  in  the  neck.  A diastolic  murmur  to  the 
left  of  the  sternum  near  the  pulmonic  area  was 
audible,  and  at  this  site  a diastolic  thrill  was  pal- 
pable. The  blood  pressure  was  now  130  systolic 
and  0 diastolic. 

Because  of  the  fever  and  the  reappearance  of  a 
systolic  and  diastolic  murmur,  it  was  suggested  that 
recanalization  of  the  ligated  ductus  arteriosus  must 
have  occurred  and  that  there  might  be  an  associated 
subacute  bacterial  endocarditis  involving  the  ductus 
or  right  side  of  the  heart.  However,  the  peripheral 
vascular  phenomena  such  as  collapsing  pulse,  wide 
pulse  pressure,  the  character  and  localization  of  the 
murmurs  carefully  studied  by  phonocardiography, 
and  the  “pistol  shot”  brachial  pulse  led  some  ob- 
servers to  suggest  that  a likely  possibility  was  aortic 
stenosis  and  insufficiency  with  superimposed  sub- 
acute bacterial  endocarditis.  Peripheral  venous 
blood  cultures  were  consistently  negative. 

It  was  important  to  resolve  this  difference  of 
opinion,  since  recanalization  of  the  ductus  and  asso- 
ciated subacute  bacterial  endocarditis  would  be  an 
indication  for  reoperation.  At  this  point  the  patient 
was  subjected  to  cardiac  catheterization. 

The  oxygen  content  of  blood  samples  obtained  at 
catheterization  were  as  follows: 

Location  Oxygen  Content 


(Volumes  Per 
Cent) 


Right  pulmonary  artery 

7.7 

Main  pulmonary  artery 

7.4 

Right  ventricle 

7.3 

Right  ventricle 

7.9 

Right  atrium 

7.1 

Superior  vena  cava 

7.0 

Oxygen  capacity 

11.0 

A blood  sample  from  the  right  pulmonary  artery 

was  obtained  for  culture.  This  disclosed  a con- 
taminant only. 

The  findings  at  catheterization  excluded  a sig- 
nificant arteriovenous  shunt  into  the  pulmonary 
artery.  A diagnosis  of  bacterial  endocarditis  en- 
grafted upon  rheumatic  heart  disease  with  aortic 
stenosis  and  insufficiency  was  made.  The  patient 
subsequently  developed  petechiae  and  other  embolic 
phenomena.  After  many  negative  blood  cultures 
one  yielded  Streptococcus  viridans  in  one  flask. 
The  patient  was  given  routine  penicillin  therapy  for 
the  next  eight  weeks  with  recovery  from  the  infec- 
tion. There  was  no  significant  alteration,  however, 
in  the  cardiovascular  phenomena  described. 

Comment. — In  this  instance  it  was  not  possible 
from  physical  signs  alone  to  differentiate  with  cer- 
tainty between  aortic  disease  with  superimposed  bac- 
terial endocarditis  and  a recanalized  ductus  arterio- 
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Fig.  3.  (A)  Posteroanterior  roentgenogram  of  chest  showing  marked  prominence  of  pulmonary  artery 

segment  and  slight  enlargement  of  left  ventricle. 

(B)  Angiocardiogram  in  oblique  position  showing  marked  dilatation  of  pulmonary  artery. 


sus  with  infective  endocarditis.  This  case  illustrates 
the  value  of  cardiac  catheterization  in  excluding  the 
canalization  of  a previously  ligated  ductus  arteriosus. 
The  demonstration  that  the  oxygen  content  of  the 
blood  throughout  the  lesser  circulation  was  more  or 
less  constant  was  cogent  evidence  against  a signifi- 
cant shunt  through  a recanalized  ductus  arteriosus. 
Furthermore,  the  result  of  the  culture  of  blood  ob- 
tained from  the  right  pulmonary  arteiy  gave  some 
reason  to  believe  that  an  infection  of  the  right  side  of 
the  heart,  not  detectable  from  peripheral  venous 
blood  culture,  was  not  being  overlooked.  In  this 
instance  the  findings  obtained  at  catheterization 
were  of  practical  importance.  They  precluded  re- 
operation and,  by  exclusion,  led  to  the  correct  diag- 
nosis and  therapy. 

Case  5.  Idiopathic  Dilatation  of  the  Pulmonary 
Artery  ( Diagnosis  by  Exclusion , Using  Cardiac 
Catheterization  and  Angiocardiography). — This  pa- 
tient was  a forty-eight-year-old  Negro  woman  sent 
to  the  cardiac  clinic  of  the  outpatient  department  be- 
cause of  the  detection  of  a murmur  ascribed  to  con- 
genital heart  disease.  Except  for  vague  chest  pain 
she  had  no  significant  complaints.  There  was  no 
history  of  rheumatic  fever  or  of  any  of  its  mani- 
festations in  childhood. 

Physical  examination  disclosed  no  abnormalities 
other  than  those  related  to  the  heart.  The  apex 
beat  was  not  easily  felt.  The  sounds  were  of  fair 
quality.  Over  the  midsternal  region  a short  soft 
systolic  murmur  and  a long  moderately  harsh 
diastolic  murmur  were  audible.  Both  were  trans- 
mitted radially  to  the  entire  precordium.  The  blood 
pressure  was  130  systolic  and  80  diastolic.  The 
blood  Wassermann  reaction  was  negative.  Roent- 
gen examination  of  the  heart  including  fluoroscopy 


showed  the  left  ventricle  to  be  somewhat  rounded 
and  broadened  (Fig.  3A).  There  was  no  evidence  of 
enlargement  of  the  right  ventricle  or  either  auricle. 
The  pulmonary  artery  appeared  dilated  and  hyper- 
dynamic. The  electrocardiogram  was  normal  and 
showed  no  axis  deviation.  A phonocardiogram  dis- 
closed the  presence  of  a low  amplitude  systolic  mur- 
mur of  high  frequency  components  at  the  pulmonic 
area.  The  second  sound  at  the  pulmonic  area  was  of 
high  amplitude  and  was  followed  by  a descresendo 
diastolic  murmur  of  high  frequency  components  and 
moderate  amplitude,  the  latter  considered  consistent 
with  a Craham  Steel  murmur. 

On  angiocardiography  the  pulmonary  artery  was 
found  to  be  considerably  dilated  (Fig.  3B).  The 
right  side  of  the  heart  was  normal.  The  left  ven- 
tricle was  perhaps  slightly  dilated.  The  left  auricle 
did  not  visualize  clearly.  The  ascending  aorta  was 
normal  in  outline.  Cardiac  catheterization  was  per- 
formed and  the  blood  oxygen  findings  were  as  fol- 
lows: 

Location  Oxygen  Content 


(Volumes  Pek 
Cent) 


Superior  vena  cava 

11.6 

Right  auricle 

11.6 

Right  auricle 

11.5 

Right  ventricle 

11.1 

Right  ventricle 

10.7 

Left  pulmonary  artery 

11.1 

Right  brachial  artery 

15.4 

Oxygen  capacity 

16.1 

Percentage  saturation 

96 

Comment. — The  central  f 

eature  of  this  case  is  dila- 

tat  ion  of  the  pulmonary  artery.  The  findings  on 
catheterization  and  angiocardiography  failed  to  dis- 
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Fig.  4.  (A)  Angiocardiogram  in  posteroanterior  position  showing  diodrast  entering  right  auricle  from 

superior  vena  cava  with  division  of  stream  of  diodrast  to  outline  filling  defect  in  right  auricle. 

(B)  Spot  film  showing  catheter  coiled  within  right  auricle.  Catheter  tip  reached  to  outer  limit  of  “juxta- 
cardiac  shadow”  showing  it  to  be  part  of  the  heart. 


close  any  of  the  usual  causes  of  pulmonary  artery 
enlargement.  The  oxygen  content  of  the  blood 
from  the  right  heart  and  pulmonary  artery  and  the 
pressures  in  these  areas  showed  no  evidence  of  a 
shunt.  The  mean  pressure  in  the  right  ventricle  was 
10  mm.  of  mercury  and  that  in  the  left  pulmonary  ar- 
tery 15  mm.  of  mercury,  which  we  considered  within 
normal  limits  with  our  apparatus.  Pulse  tracings 
were  not  sufficiently  satisfactory  to  justify  an  analy- 
sis but  indicated  that  pulse  pressures  also  were  of  a 
normal  order.  There  wasnoclectrocardiographicevi- 
dcncc  of  right  axis  deviation.  The  angiocardiogram 
showed  no  enlargement  of  the  right  heart  chambers 
and  no  evidence  of  an  intracardiac  shunt.  Within 
the  limits  of  our  diagnostic  aids,  then,  it  is  possible 
to  exclude  such  causes  of  pulmonary  artery  enlarge- 
ment as  patent  ductus  arteriosus,  interatrial  septal 
defect,  Eisenmenger  complex,  and  mitral  stenosis. 
The  negative  serology  and  normal  contour  of  the 
ascending  aorta  strongly  militate  against  the  remote 
possibility  of  syphilitic  aneurysm  of  the  pulmonary 
artery.  It  seems,  in  the  light  of  these  facts,  a fair 
presumption,  therefore,  that  this  is  a case  of  idio- 
pathic dilatation  of  the  pulmonary  artery. 

Case  6.  Aneurysm  of  the  Right  Sinus  of  Val- 
salva ( Demonstration  by  Angiocardiography). — This 
was  the  first  hospital  admission  of  a thirty-four-year- 
old  white  woman  whose  chief  complaint  was  re- 
peated small  hemoptysis  for  one  and  a half  years. 
There  was  no  associated  cough,  chest  pain,  night 
sweats,  or  fever.  There  was  no  history  of  tubercu- 
losis contact.  Because  of  the  persistently  recurring 
hemoptysis  chest  x-rays  were  taken.  These  are  said 
to  have  disclosed  “a  mass  in  the  right  lung  field  near 


the  heart.”  The  only  relevant  facts  in  her  past  his- 
tory were  that  a heart  murmur  was  discovered  ten 
years  before  and  that  hypertension  was  known  for 
four  or  five  months. 

The  patient  was  a rather  small,  although  well- 
developed  female.  The  heart  percussed  enlarged. 
The  point  of  maximal  impulse  was  in  the  fifth  inter- 
costal space  outside  the  midelavicular  line.  The 
first  sound  at  the  apex  was  accentuated.  The  aort  ic 
second  sound  was  greater  than  the  pulmonic.  At 
the  apex  there  was  present  a soft  systolic  murmur. 
In  the  fourth  intercostal  space  to  the  right  of  the 
sternum  there  was  audible  a to-and-fro  systolic- 
diastolic  murmur  which  was  transmitted  up  the 
sternum.  The  blood  pressure  was  186  systolic  and 
90  diastolic.  There  was  no  decrease  of  pressure  in 
the  lower  extremities.  The  lungs  were  clear. 

The  electrocardiogram  showed  left  axis  deviation. 
T3  was  inverted,  and  T4  was  diphasic,  suggesting  a 
transverse  position  of  the  heart. 

X-ray  of  the  chest  disclosed  a globular  mass  in  the 
lower  right  chest  which  could  not  be  separated  from 
the  heart  shadow.  Electrokymographic  studies  re- 
vealed the  mass  to  pulsate  actively. 

During  cardiac  catheterization  it  was  noted,  first, 
that  the  catheter  tip  reached  to  the  outside  limit  of 
the  shadow  in  the  right  chest,  indicating  definitely 
that  it  was  part  of  the  heart  mass  (Fig.  4B).  Sec- 
ond, it  was  observed  that  there  was  unusual  diffi- 
culty in  passing  the  catheter  tip  through  the  right 
auricle  and  into  the  right  ventricle.  The  signifi- 
cance of  this  observation  was  not  clear  at  the  time 
It  was  only  clarified  when  the  angiocardiograms  were 
studied. 
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The  blood  oxygen  findings  were  as  follows: 


Location 


Superior  vena  cava 
Right  atrium 
Right  ventricle  (high) 
Right  ventricle  (low) 
Pulmonary  artery 
Inferior  vena  cava 
Brachial  artery 
Oxygen  capacity 
Percentage  saturation 


Oxygen  Content 
(Volumes  Per 
Cent) 

8.7 

11.9 

12.4 

11.8 

11.5 

12.6 

15.0 

16.1 
93 


The  angiocardiogram,  done  immediately  after 
catheterization,  showed  the  radio-opaque  fluid  to 
enter  the  right  auricle  and  then  divide  into  two 
streams  surrounding  a filling  defect  within  the  right 
auricle  (Fig.  4A).  This  filling  defect  was  identified 
in  subsequent  exposures  as  a mass  indenting  the 
right  auricle  which  became  opaque  at  the  same  time 
as  the  aorta.  This  suggested  strongly  that  the  mass 
was  an  aneurysm  of  the  right  sinus  of  Valsalva.  The 
mass  did  not  empty  as  rapidly  or  as  easily  as  the 
aorta.  It  was  significant  that  there  was  a faint  con- 
tinued density  in  the  heart  throughout  most  of  the 
observations  so  that  a perforation  of  the  aneurysm 
into  one  of  the  right  heart  chambers  might  be  pres- 
ent. The  left  ventricle  was  dilated.  The  remain- 
ing chambers  and  the  pulmonary  artery  were  not 
abnormal.  The  aorta  was  noted  to  be  irregular  in 
outline. 

The  opinion  of  the  surgeons  was  that,  because  of 
the  location,  wiring  this  aneurysm  would  be  a hazard- 
ous procedure.  The  patient  was  therefore  dis- 
charged from  the  hospital. 

Comment. — This  is  an  instance  where  the  angio- 
cardiogram furnished  a precise  portrayal  of  an  ana- 
tomic abnormality  which  would  have  not  otherwise 
been  obtainable.  It  was  in  this  case  indispensable 
to  the  diagnosis. 

Because  of  the  pronounced  difference  in  oxygen 
content  between  the  superior  and  inferior  vena  cava, 
it  was  not  possible  from  the  oxygen  determinations  to 
state  that  a shunt  from  the  aneurysm  into  the  right 
auricle  or  ventricle  existed.  The  intracardiac  pres- 
sure tracings,  taken  within  the  right  heart  chambers, 
were  within  normal  limits  which  was  evidence 
against  any  significant  shunt,  even  though  this  diag- 
nosis was  suggested  by  the  murmurs. 

Case  7.  Double  Superior  Vena  Cava  in  a Case  of 
Tetralogy  of  Fallot  ( Demonstration  by  Angiocardio- 
graphy).— This  patient  was  a seven-year-old  Negro 
girl  with  a history  of  cyanosis  and  exertional 
dyspnea  since  the  age  of  ten  months.  For  several 
months  before  admission  her  dyspnea  had  become 
more  pronounced.  She  became  chronically  fatigued 
and  her  acitvity  became  very  limited.  There  was 
no  history  of  peripheral  edema. 

The  child  was  poorly  developed.  She  was  fre- 
quently found  in  a squatting  position  in  bed.  There 
was  a dusky  hue  to  the  nailbeds  and  cyanosis  of  the 
mucous  membranes.  Mild  clubbing  of  the  fingers 
was  present.  The  heart  was  enlarged  to  percussion, 
as  was  the  area  of  the  superior  mediastinum.  The 
heart  sounds  were  of  good  quality.  A loud,  coarse, 


high-pitched  systolic  murmur  was  heard  with  maxi- 
mal intensity  in  the  second  left  interspace  at  the  left 
sternal  border.  In  this  area  a systolic  thrill  was  pal- 
pable. The  lungs  were  clear.  The  liver  and  spleen 
could  not  be  felt.  The  hemoglobin  was  12.5  Gin., 
the  blood  count  being  essentially  normal. 

Roentgen  examination  of  the  chest  showed  en- 
largement of  the  heart  to  the  right  with  marked 
rounding  of  the  right  cardiac  contour  in  the  left 
oblique  position  indicating  considerable  enlargement 
of  the  right  ventricle.  The  root  of  the  pulmonary 
artery  was  not  well  delineated.  The  superior  medi- 
astinal shadow  was  wide. 

Attempts  at  catheterization  were  unsuccessful  be- 
cause of  inability  to  advance  the  catheter  tip  into  the 
superior  vena  cava  despite  persistent  effort.  The 
oxygen  content  of  the  arterial  blood  was  12.6,  the 
oxygen  capacity  20.4,  and  the  percentage  saturation 
61 .8  volumes  per  cent. 

On  angiocardiography,  performed  through  the 
right  antecubital  vein,  the  following  observations 
were  made : There  was  evidence  of  pulmonary  steno- 
sis, the  pulmonary  valve  and  the  base  of  the  main 
pulmonary  artery  being  very  narrow.  There  was 
also  evidence  of  an  overriding  aorta,  there  being 
very  early  opacification  of  the  aorta.  It  seemed 
likely,  also,  that  there  was  an  interventricular  septal 
defect.  On  some  of  the  films  there  was  a suggestion 
of  flow  of  diodrast  from  the  right  atrium  into  the  left, 
which  would  indicate  an  associated  interatrial  septal 
defect,  but  this  was  not  conclusive.  The  width  of 
the  superior  mediastinum  was  explained  in  part  by 
the  demonstration  of  a dilated  superior  vena  cava. 
However,  it  was  noted  that  the  left  border  of  the 
superior  mediastinum  extended  beyond  any  demon- 
strated vascular  structure.  The  possibility  of  a 
second  superior  vena  cava  on  the  left  side  to  account 
for  this  shadow  was  suggested. 

A second  angiocardiogram  was  done,  the  contrast 
medium  being  injected  into  the  left  antecubital  vein. 
This  demonstrated  conclusively  the  existence  of  a 
second  superior  vena  cava  and  accounted  fully  for 
the  left  portion  of  the  wide  superior  mediastinal 
shadow. 

This  patient  had  a Blalock  procedure  performed  at 
another  hospital  at  which  time  these  findings  were 
confirmed.  The  patient  was  seen  six  months  after 
operation  when  she  was  much  improved. 

Comment. — This  case  illustrates  the  value  of  angio- 
cardiography where  catheterization  through  the  up- 
per extremity  was  impossible  because  of  sharp  angu- 
lations at  the  junctions  of  the  subclavian  veins  and 
the  superior  vena  cavae.  It  was  possible  by  angio- 
cardiography alone  to  demonstrate  the  essential 
characteristics  of  the  tetralogy  of  Fallot.  Further- 
more, it  conclusively  elucidated  the  anatomy  of  the 
wide  superior  mediastinal  shadow.  Once  these 
facts  had  been  satisfactorily  ascertained,  it  seemed 
unnecessary,  for  diagnostic  purposes  only,  to  subject 
the  patient  to  still  another  catheterization  via  the 
saphenous  vein. 

Case  8.  Coarctation  of  the  Aorta  ( Demonstration 
by  Angiocardiography). — This  was  the  first  hospital 
admission  of  a sixteen-vear-old  boy  who  was  known 
to  have  an  enlarged  heart  and  a murmur  since  in 
fancy.  He  was  never  cyanotic.  At  the  age  of  two 
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Fig.  5.  (A)  Posteroanterior  roentgenogram  showing  enlargement  of  left  ventricle.  Conformation  and 

position  of  heart  shadow  altered  by  chest  conformity. 

(B)  Angiocardiogram  in  oblique  position  showing  stenosis  of  descending  aorta  with  poststenotic  dilata- 
tion. 


and  a half  years  he  was  hospitalized  because  of  gen- 
eralized edema  and  was  treated  for  decompensation 
with  digitalis.  He  improved  rapidly  and  was  main- 
tained on  digitalis  until  the  age  of  six.  Since  then 
there  had  been  no  evidences  of  diminished  cardiac 
reserve.  Six  weeks  before  admission  he  returned 
from  summer  camp  where  he  had  been  well  and  had 
participated  in  all  camp  activities.  He  developed  a 
sore  throat  on  his  return,  was  treated  with  sulfo- 
namides for  three  days,  and  recovered.  One  week 
later  he  again  became  febrile,  and,  when  there  was 
no  response  to  sulfa  drugs,  he  was  admitted  to  the 
hospital. 

He  was  a thin,  moderately  well-developed,  adoles- 
cent male,  febrile,  and  appearing  acutely  ill.  There 
were  signs  of  a bronchopneumonia  at  the  left  base 
which  apparently  accounted  for  the  fever  which  sub- 
sided spontaneously  after  five  days.  His  cardiac 
findings  attracted  clinical  interest.  The  heart  was 
enlarged  to  the  left  and  to  the  right.  There  was  a 
loud  blowing  systolic  murmur  over  the  entire  pre- 
cordium  which  was  loudest  in  the  fourth  intercostal 
space  just  to  the  left  of  the  sternum.  The  pulmonic 
second  sound  was  accentuated.  The  blood  pressure 
in  the  left  arm  was  140/84  and  in  the  left  leg  130/80. 
The  electrocardiogram  revealed  unusual  axis  devia- 
tion. RSTi,  RST2,  and  RST3  were  slightly  depressed. 
P waves  were  prominent.  T2  was  diphasic,  and  T3  was 
inverted.  Ihe  character  of  the  electrocardiogram, 
including  precordial  leads,  suggested  hypertrophy  of 
the  ventricles  with  clockwise  rotation  of  the  heart. 
The  venous  pressure  and  circulation  times  were  nor- 
mal. 


The  phonocardiogram  showed  a systolic  murmur 
composed  of  high-frequency  components,  recorded 
maximally  at  the  fourth  and  fifth  intercostal  space  to 
the  left  of  the  sternum.  The  pulmonic  second  sound 
was  of  high  amplitude. 

The  carotid  and  venous  pulses  were  normal. 
Simultaneous  recordings  of  the  radial  and  femoral 
pulses  indicated  a delay  in  pulse  wave  transmission 
to  the  lower  extremities. 

Microplethysmographic  studies  of  the  left  index 
finger  and  the  left  great  toe  showed  normal  volume- 
pulse  relationships.  The  pattern  did  not  resemble 
that  seen  in  patent  ductus  arteriosus. 

A routine  chest  film  showed  enlargement  of  the 
heart  to  the  right  and  left  (Fig.  5A).  The  apex  of 
the  left  ventricle  was  very  much  rounded.  The  root 
of  the  pulmonary  artery  appeared  large. 

Two  attempts  at  catheterization  were  unsuccess- 
ful because  of  local  venospasm. 

The  angiocardiogram  showed  moderate  dilatation 
of  the  right  auricle  (Fig.  5B).  The  right  ventricle 
was  slightly  dilated  and  displaced  to  the  right.  The 
pulmonary  artery  was  dilated.  The  left  auricle  was 
of  normal  size.  The  left  ventricle  was  markedly  en- 
larged. The  aorta  showed  a definite  coarctation  just 
beyond  the  aortic  arch  with  poststenotic  dilatation. 
There  was  no  evidence  of  an  intracardiac  shunt. 

Comment. — This  patient,  strongly  suspected  of 
having  a congenital  defect,  could  not  be  catheterized 
because  of  technical  difficulties.  Routine  physical 
examination  gave  no  definite  evidence  of  the  nature 
of  the  disorder.  Delay  of  femoral  pulse  transmis- 
sion was  evidence  in  favor  of  a stenotic  lesion  along 
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the  greater  circulation.  Angiocardiography  fur- 
nished precise  delineation  of  the  defect  by  demon- 
strating a typical  coarctation  of  the  aorta  with  post- 
stenotic dilatation. 

In  the  absence  of  oxygen  determinations  obtained 
at  catheterization,  it  is  not  possible  to  exclude  com- 
pletely the  possibility  of  an  associated  patent  ductus 
arteriosus.  However,  the  nature  of  the  murmurs  as 
recorded  by  phonocardiography  and  the  plethysmo- 
graphic  findings  make  such  a possibility  seem  remote. 

Summary 

1.  A group  of  cases  is  presented  to  illustrate 
the  integrated  use  of  cardiac  catheterization  and 
angiocardiography  in  the  diagnosis  of  congenital 
cardiac  lesions. 


2.  The  limitations  of  the  procedures  and  the 
difficulties  encountered  are  discussed. 

55  East  66th  Street 
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THE  INDICATIONS  FOR  OPERATION  IN  PATENT  DUCTUS 
ARTERIOSUS  (WITH  SPECIAL  REFERENCE  TO  ADULTS) 

Arthur  S.  W.  Touroff,  M.D.,  F.A.C.S.,  New  York  City 

(From  the  Surgical  Service  of  Mount  Sinai  Hospital ) 


ANEW  era  in  cardiovascular  surgery  began  in 
1939  when  Gross  and  Hubbard  reported  the 
first  successful  ligation  of  a patent  ductus  arterio- 
sus.1 During  the  decade  that  has  elapsed  since 
then,  surgery  has  .become  firmly  established  as  the 
sole  definitive  form  of  therapy  for  this  congenital 
cardiovascular  anomaly.  The  general  accept- 
ance of  surgical  therapy  at  the  present  time  is 
based  upon  the  clear  demonstration  that,  in  the 
hands  of  experienced  surgeons,  the  morbidity  and 
mortality  of  operation  is  negligible  as  compared 
with  the  morbidity  and  mortality  of  the  disease 
when  the  latter  is  permitted  to  go  untreated. 

Ductal  interruption  by  ligation  or  division  is  a 
truly  corrective  procedure  in  the  sense  that  the 
surgeon  is  able  to  accomplish  that  which  nature 
failed  to  do  for  the  patient  in  the  neonatal  period. 
(This  is  in  contrast  to  a procedure  such  as  the 
Blalock  operation  for  the  tetralogy  of  Fallot,  in 
which  the  existing  anatomic  defects  within  the 
heart  are  not  corrected  but  an  additional  anomaly 
added  in  order  to  ameliorate  or  eliminate  certain 
serious  and  disabling  symptoms.)  The  value  of 
operation  in  patent  ductus  arteriosus  has  long 
since  been  demonstrated  so  conclusively  that  any 
communication  dealing  with  the  subject  appears 
to  be  almost  superfluous.  However,  relatively 
little  attention  appears  to  have  been  paid  to  the 
problem  of  patent  ductus  arteriosus  in  adults. 
The  personal  experience  of  the  author  has  led 
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him  to  the  conclusion  that  the  latter  often  con- 
stitutes a much  more  serious  lesion  than  patent 
ductus  in  children.  Accordingly,  it  is  the  pur- 
pose of  this  communication  to  review  the  indica- 
tions for  operation  and  to  stress  especially  the 
wisdom  of  operation  in  adults. 

The  indications  for  operation  in  children,  as 
originally  set  forth  by  Gross,  were  circulatory 
insufficiency  and  retardation  of  normal  growth 
and  development.2  The  age  at  which  circulatory 
failure  supervenes  during  childhood  may  be  con- 
sidered to  depend  essentially  upon  three  factors. 
The  first  factor  is  the  actual  diameter  of  the  open 
ductus,  the  second  is  the  duration  of  the  lesion, 
or,  in  other  words,  the  age  of  the  patient,  and  the 
last  is  the  physical  activity  of  the  patient.  In  the 
presence  of  an  open  ductus,  blood  flows  continu- 
ously from  the  aorta  into  the  pulmonary  artery. 
This  is  so  because,  regardless  of  the  phase  of  the 
cardiac  cycle,  the  pressure  of  blood  within  the 
aorta  is  higher  than  the  pressure  of  blood  within 
the  pulmonary  artery.  As  a result  of  “leakage”  of 
blood  from  the  aorta  into  the  pulmonary  artery, 
the  amount  of  blood  which  flows  into  the  aorta 
beyond  the  site  of  the  “leak”  (patent  ductus)  is 
reduced  significantly.  In  order  to  maintain  an 
adequate  peripheral  circulation  in  the  presence  of 
such  a leak,  the  cardiac  rate  speeds  up,  and  car- 
diac output  is  thereby  increased.  The  inevit- 
able result  of  the  increased  activity  of  the  heart — 
which  perforce  must  continue  uninterruptedly, 
day  and  night — is  cardiac  hypertrophy,  espe- 
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dally  of  the  left  side.  Hypertrophy  frequently 
gives  way  to  dilatation  with  diminishing  ability 
of  the  heart  to  maintain  its  constant,  heavy  load. 
Thus,  varying  degrees  of  circulatory  insufficiency 
ensue.  In  the  latter  connection,  it  is  obvious  that 
the  longer  the  heart  is  subjected  to  great  strain, 
the  greater  are  the  chances  that  cardiac  failure 
will  supervene.  Thus  the  likelihood  of  cardiac 
failure  increases  with  age.  The  final  factor  to  be 
considered  in  the  production  of  cardiac  failure  is 
the  physical  activity  of  the  patient.  During  in- 
fancy, when  the  child  sleeps  a large  part  of  the 
time  and  does  not  walk,  minimal  circulatory  de- 
mands are  made  upon  the  heart.  As  the  child 
grows  older  and  begins  to  walk,  and  then  to  run 
and  jump  during  play,  the  cardiac  load  becomes 
increasingly  greater.  Thus,  with  ever-increasing 
circulatory  demands  being  made  upon  the  heart, 
the  likelihood  of  cardiac  failure  grows  greater. 

Retardation  of  growth  and  development 
appears,  in  general,  to  be  directly  proportional  to 
the  diameter  of  the  open  ductus.  As  mentioned 
previously,  the  greater  the  diameter  of  the  ductus, 
the  greater  is  the  “leakage”  from  the  aorta  into 
the  pulmonary  artery.  The  greater  the  leakage 
from  the  aorta,  the  less  is  the  peripheral  blood 
flow.  Since  physical  growth  is  dependent  upon 
adequate  nourishment  of  all  of  the  tissues  of  the 
body  by  arterial  blood,  it  is  apparent  that  signifi- 
cant retardation  of  growth  must  be  the  inevitable 
accompaniment  of  diminished  peripheral  blood 
flow.  It  is  interesting  to  note  that,  in  many 
instances,  a child  with  a patent  ductus  may  grow 
and  develop  normally.  In  such  cases,  at  opera- 
tion, I have  invariably  found  the  ductus  to  be 
relatively  small.  Similarly,  when  symptoms  of 
circulatory  insufficiency  have  been  absent,  other 
factors  being  equal,  the  most  common  finding  at 
operation  has  been  a ductus  of  relatively  small 
caliber. 

In  1940,  the  author  and  Vesell  added  another 
indication  for  operation  in  cases  of  patent  ductus 
arteriosus,  e.g.,  subacute  bacterial  endarteritis.3 
This  additional  operative  indication  has  stood  the 
test  of  time  and  has  taken  its  place  beside  those 
already  mentioned.4  Thus,  all  clinicians  appear 
presently  to  be  in  agreement  concerning  the  wis- 
dom of  operation  upon  children  who  present  evi- 
dence of  circulatory  insufficiency,  retarded  physi- 
cal development,  and  infection  of  the  ductus. 
However,  there  appears  to  be  a widely  held  view 
that,  once  an  individual  with  patent  ductus  arteri- 
osus has  passed  safely  through  childhood  into 
adolescence  and  adult  life,  his  future  is  secure 
and  his  life  expectancy  as  great  as  that  of  his 
neighbor.  It  is  natural  that  pediatrists,  observ- 
ing certain  children  with  patent  ductus  leading 
normal  lives  and  apparently  unhandicapped, 
should  assume  that  such  individuals  remain  well 


after  leaving  their  care.  Personal  observation  of 
a substantial  group  of  adults  with  patent  ductus 
arteriosus  has  convinced  the  author  that  such  not 
only  is  not  necessarily  the  case  but  also  is  rather 
unusual.  Indeed,  such  a state  of  affairs  is  so 
uncommon  that  when  an  adult  with  patent  ductus 
lives  to  a ripe  old  age,  it  usually  constitutes  an 
occasion  for  reporting  the  case  in  detail. 

Turning  now  to  adults  suffering  from  patent 
ductus,  failure  of  normal  growth  and  physical 
development  may  at  once  be  eliminated  as  an 
indication  for  operation.  The  reason  for  the  fore- 
going, obviously,  is  that  by  the  time  the  patient 
has  reached  adult  life  he  has  ceased  growing. 
Under  such  circumstances,  operative  treatment 
cannot  be  expected  to  result  in  further  growth  ol 
bodily  structures  which  have  already  attained 
their  maximum  size.  Thus,  in  adults  there  re- 
main only  two  indications  for  operation,  namely, 
circulatory  failure  and  subacute  bacterial  endar- 
teritis. 

In  the  author’s  experience,  circulatory  failure 
is  a much  more  common  complication  among 
adults  than  among  children.  As  stated  pre- 
viously, the  factors  responsible  for  cardiac  failure 
are  (1)  the  diameter  of  the  ductus,  (2)  the  physi- 
cal activity  of  the  patient,  and  (3)  the  duration  of 
the  lesion.  Assuming  that  a ductus  is  of  identical 
size  in  a child  and  an  adult,  it  is  apparent  that  the 
usually  greater  physical  activity  of  an  adult  as 
compared  with  that  of  a young  child  imposes  a 
greater  strain  upon  the  heart  of  the  former  and 
constitutes  one  of  the  factors  responsible  for  the 
higher  incidence  of  cardiac  failure  among  patients 
in  the  older  age  groups.  In  considering  the  dura- 
tion of  the  lesion  as  a factor  responsible  for  car- 
diac failure,  it  is  apparent  that  duration,  as 
measured  in  terms  of  age  of  the  patient,  consti- 
tutes one  of  the  most  important  factors  that 
operates  to  produce  circulatory  failure  with  fre- 
quency in  adults.  Since  continued  cardiac 
strain  is  an  important  factor  leading  to  cardiac 
breakdown,  it  is  natural  that  the  older  the  patient 
with  a patent  ductus,  the  greater  the  likelihood  of 
circulatory  failure.  And  finally,  in  adults  an 
additional  factor  comes  into  play.  I refer 
specifically  to  myocardial  degeneration.  The 
latter  may  be  considered  to  be  almost  a “normal” 
development  in  adults.  In  young  children  and 
adolescents  in  general,  the  myocardium  is  of 
excellent  “quality.”  Translated  into  practical 
terms  this  implies  good  cardiac  reserve.  With 
the  passage  of  years,  so-called  “normal”  de- 
generative changes  occur.  The  latter  include 
fatty  infiltration  and  fibrous  degeneration.  As  a 
result  of  these  degenerative  changes,  the  ability 
of  the  heart  to  withstand  the  continuously  heavy 
load  imposed  upon  it  by  the  presence  of  the  patent 
ductus  eventually  becomes  lessened.  The  result 
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is  circulatory  failure  of  varying  degree.  In  our 
own  experience,  we  have  observed  this  complica- 
tion with  increasing  frequency  as  patients  entered 
the  third,  fourth,  and  fifth  decades  of  life.  Inci- 
dentally, our  oldest  patient  with  cardiac  failure 
was  sixty-three  years  of  age.  Therefore,  it 
should  be  emphasized  that  cardiac  failure  re- 
mains a threat  to  the  patient  with  patent  ductus 
arteriosus  throughout  his  life,  and  that  the  likeli- 
hood of  the  development  of  this  complication  in- 
creases with  the  passage  of  time. 

As  regards  subacute  bacterial  endarteritis, 
there  is  a close  parallelism  between  this  lesion  and 
subacute  bacterial  endocarditis  of  the  type  which 
not  infrequently  involves  cardiac  valves  pre- 
viously damaged  by  rheumatic  fever.  In  both 
instances  the  infecting  organism  most  commonly 
is  a Streptococcus  viridans.  The  source  of  the 
infection  usually  is  some  chronic  focus  such  as  the 
teeth,  tonsils,  prostate  gland,  etc.  Such  foci 
apparently  are  relatively  uncommon  during  child- 
hood but  develop  during  adolescence  and  espe- 
cially during  adult  life.  The  latter  accounts  for 
the  relatively  rare  occurrence  of  subacute  bac- 
terial valvular  and  ductal  infections  during  child- 
hood and  their  much  greater  frequency  at  a later 
period.  In  fact,  such  infections  occur  charac- 
teristically after  puberty.  As  in  the  case  of  car- 
diac failure,  subacute  bacterial  endarteritis  may 
appear  at  any  time  during  the  patient’s  life,  and, 
accordingly,  it  must  be  considered  a perpetual 
threat  to  life.  In  the  author’s  personal  experience, 
such  infections  have  been  encountered  as  late  as 
the  seventh  decade  of  life. 

An  awareness  on  the  part  of  the  clinician  that 
cardiac  failure  and  subacute  bacterial  endarteritis 
constitute  a perpetual  threat  to  the  life  of  the 
patient  suffering  from  patent  ductus  arteriosus 
and  that  the  likelihood  of  occurrence  of  both  of 
these  complications  increases  with  the  passage  of 
time  should  lead  to  the  decision  to  subject  the 
patient  to  operation  regardless  of  whether  or  not 
symptoms  are  present.  This  dictum  applies  to 
all  patients  suffering  from  patent  ductus  arterio- 
sus. 

A cogent  argument  in  favor  of  operating  at  an 
early  date,  and  preferably  during  childhood,  is  the 
universal  opinion  of  experienced  surgeons  that 
operation  is  much  simpler  and  safer  in  children 
than  in  adults.  The  ductus  of  a child  usually 
presents  the  physical  characteristics  of  a normal 
blood  vessel.  As  such,  it  is  resilient,  readily 
compressible,  and  capable  of  being  manipulated 
freely  without  fear  of  being  torn  or  ruptured.  By 
contrast,  the  ductus  of  an  adult  frequently  is 
atheromatous,  sclerotic,  and  calcific.  When 
such  a ductus  is  manipulated  during  operation, 
the  danger  of  rupture  is  appreciably  greater. 
Furthermore,  in  adults  the  pulmonary  artery  is 


proportionately  much  larger  in  diameter  than  it  is 
in  children.  Dilatation  of  the  pulmonary  artery 
is  invariably  accompanied  by  considerable  thin- 
ning of  the  wall  of  the  vessel.  Not  infrequently, 
the  thin-walled,  dilated  pulmonary  artery  is 
adherent  to  the  diseased  friable  ductus.  Under 
such  circumstances,  it  is  not  difficult  to  appreciate 
the  increased  hazard  of  operation  on  adults  and 
the  desirability  of  proceeding  with  surgical  treat- 
ment during  childhood.  Finally,  there  are  cer- 
tain psychologic  reasons  for  operating  on  patients 
with  patent  ductus  while  they  are  still  quite 
young. 

In  our  present-day  educational  system,  it  is  the 
rule  to  segregate  all  so-called  “cardiac”  children 
from  their  normal  classmates.  This  segregation  is 
carried  out  regardless  of  the  nature  of  the  cardiac 
lesion  or  the  degree  of  disability  which  it  pro- 
duces. Thus,  practically  all  patients  with  patent 
ductus  arteriosus  are  so  segregated.  Children  in 
“cardiac”  classes  are  not  permitted  to  climb 
stairs  or  engage  in  competitive  sports  while  in 
school.  While  such  a regime  tends  to  reduce  the 
incidence  of  cardiac  failure  by  reducing  the 
“cardiac  load,”  it  also  tends  to  make  the  child 
very  much  aware  of  the  fact  that  he  is  “different” 
from  his  normal  classmates.  In  some  instances, 
this  results  in  severe  psychic  trauma.  In  other 
instances,  it  offers  the  child  an  excuse  for  assum- 
ing a tyrannical  attitude  toward  the  parents, 
especially  if  the  latter  are  inclined  to  be  over- 
solicitous.  The  author  has  observed  both  types 
of  reaction  in  children  who  have  been  “condi- 
tioned” by  being  placed  in  “cardiac”  classes  in 
school.  Suffice  it  to  state  that  such  an  undesir- 
able state  of  affairs  can  be  prevented  by  subject- 
ing children  to  operation  prior  to  their  entry  into 
school. 

The  author  is  of  the  opinion  that  all  children, 
regardless  of  whether  or  not  they  present  symp- 
toms referable  to  ductal  patency,  should  be  sub- 
jected to  operation.  The  latter  should  preferably 
be  performed  before  entry  into  school.  Unless 
the  ductus  is  of  unusually  large  caliber,  such 
patients  rarely  present  symptoms  of  circulatory 
insufficiency.  Furthermore,  the  incidence  of 
subacute  bacterial  endarteritis  is  very  low  in  such 
young  individuals.  On  the  other  hand,  retarda- 
tion of  normal  growth  and  physical  development 
is  not  uncommon.  Operation  in  children  of  pre- 
school age  usually  is  quite  simple  and  attended  by 
insignificant  morbidity  and  mortality  in  the 
hands  of  qualified  surgeons.  In  brief,  the  author 
considers  it  to  be  a highly  desirable  operation  of 
“election.” 

Once  the  child  enters  school  and  is  placed  in  a 
“cardiac”  class,  he  becomes  aware  of  the  fact 
that  he  is  different  from  his  classmates.  As  he 
grows  older  and  tends  to  become  physically  more 
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active,  the  incidence  of  circulatory  insufficiency 
increases.  Furthermore,  the  incidence  of  sub- 
acute bacterial  endarteritis  also  increases  signifi- 
cantly. Once  the  child  enters  school,  operation 
should  be  considered  one  of  “necessity.” 

Once  the  patient  has  reached  adolescence  or 
adult  life,  the  incidence  of  circulatory  insufficiency 
and  infection  becomes  appreciably  greater.  In 
fact,  these  complications  become  almost  inevi- 
table with  the  passing  years.  Furthermore,  opera- 
tion becomes  increasingly  difficult  and  dangerous 
as  the  patient  grows  older.  During  adolescence 
and  adult  life,  the  indication  for  operation  be- 
comes “urgent.” 

In  order  to  illustrate  some  of  the  points  which 
have  been  made,  the  following  case  of  patent  duc- 
tus arteriosus  in  an  adult  is  presented. 

Case  Report 

F.  S.,  a married  white  woman,  aged  twenty-six, 
was  admitted  to  the  surgical  service  of  the  author  at 
Mount  Sinai  Hospital  on  May  6,  1948,  with  the  chief 
complaint  of  shortness  of  breath  and  easy  fatiga- 
bility of  ten  months  duration.  When  she  was  one 
week  old,  her  parents  were  told  that  she  had  a 
“congenital  cardiac  lesion.”  During  her  entire  life 
she  adhered  to  a regime  of  restricted  physical  ac- 
tivity and,  aside  from  scarlet  fever  at  the  age  of  five, 
remained  relatively  well. 

At  the  age  of  twenty-two,  the  patient  married; 
two  years  later  she  became  pregnant.  During  the 
first  four  months  of  pregnancy  she  was  quite  well 
but  at  the  end  of  that  period  began  to  suffer  from 
malaise,  easy  fatigability,  shortness  of  breath,  and 
fever.  Temperature,  which  at  first  was  mild, 
gradually  became  higher  and  more  septic  in  type. 
Concomitantly,  the  patient  began  to  lose  weight  and 
became  anemic.  Shortly  thereafter,  sweats  and 
intermittent  chills  were  noted.  The  clinical  diagno- 
sis of  patent  ductus  arteriosus  with  superimposed 
Subacute  bacterial  endarteritis  was  then  made,  the 
presence  of  infection  being  confirmed  by  blood  cul- 
tures which  revealed  scattered  colonies  of  Strepto- 
coccus viridans. 

The  patient  was  placed  on  massive  doses  of  peni- 
cillin and,  soon  thereafter,  blood  cultures  became 
sterile.  For  the  remaining  five  months  of  her  preg- 
nancy, she  was  maintained  on  intensive  penicillin 
therapy.  Repeated  blood  cultures  taken  during 
that  period  remained  sterile.  Her  general  condition 
gradually  improved,  and  she  was  delivered  of  a nor- 
mal infant  at  term.  Penicillin  therapy  then  was  dis- 
continued, the  patient  remaining  well  thereafter 
until  approximately  ten  months  prior  to  her  admis- 
sion. 

Ten  months  preceding  admission,  she  began  to 
suffer  from  palpitation  and  “heart  consciousness.” 
At  the  same  time,  she  became  progressively  short  of 
breath,  even  on  walking  slowly.  Marked  fatigue  re- 
appeared. Examination  by  her  family  physician 
disclosed  marked  enlargement  of  the  heart  and 
tachycardia.  Accordingly,  she  was  subjected  to 
detailed  study. 


Fig.  1.  Preoperative  film  of  chest.  Note  marked 
cardiac  enlargement,  prominence  of  pulmonary  artery 
segment  and  bilateral  pulmonary  vascular  conges- 
tion. 

On  physical  examination,  the  patient  was  noted  to 
be  of  slight  stature.  Blood  pressure  was  112/40. 
Pulse  rate  was  110  at  rest.  The  significant  physical 
findings  were  confined  to  the  heart.  On  ausculta- 
tion, a loud  machinery  murmur  with  systolic  accen- 
tuation was  heard  over  the  third  interspace  im- 
mediately to  the  left  of  the  sternum.  The  murmur 
was  transmitted  for  a short  distance  upward  and 
downward,  along  the  edge  of  the  sternum.  It  also 
was  audible  in  the  left  interscapular  area.  A coarse 
systolic  thrill  was  palpable  in  the  third  left  inter- 
space close  to  the  edge  of  the  sternum. 

The  electrocardiogram  revealed  evidence  of  left 
ventricular  preponderance.  X-ray  examination  of 
the  chest  revealed  the  heart  to  be  considerably 
enlarged,  especially  toward  the  left.  The  pulmonary 
artery  segment  was  unusually  prominent.  Bilateral 
pulmonary  vascular  congestion  was  present  (Fig.  1). 
On  fluoroscopy  marked  pulsation  of  the  pulmonary 
artery  (hilar  dance)  was  noted.  Angiocardiography 
disclosed  the  presence  of  a greatly  enlarged  pul- 
monary artery  and  dilatation  of  the  left  ventricle. 
A localized  dilatation  of  the  aorta  was  noted  at  the 
point  where  the  aorta  and  pulmonary  artery  tended 
to  approximate  one  another.  The  microplethysmo- 
graphic  tracings  were  characteristic  of  an  arteriove- 
nous shunt  (extracardiac),  such  as  we  have  noted  in 
cases  of  patent  ductus.  A phonocardiographic 
tracing  revealed  the  presence  of  a continuous,  rough 
murmur  which  was  loudest  over  the  third  left  inter- 
space immediately  to  the  left  of  the  sternum.  The 
murmur  was  both  systolic  and  diastolic  in  time  but 
was  accentuated  during  systole.  On  the  basis  of  the 
foregoing  clinical  and  laboratory  findings,  the  diagno- 
sis of  patent  ductus  arteriosus  with  circulatory  in- 
sufficiency was  made  and  operation  advised. 

The  patient  was  admitted  to  Mount  Sinai  Hos- 
pital on  May  6,  1948,  and  operation  performed  the 
following  day  under  ethylene-ether-oxygen  anes- 
thesia. A left  submammary  incision  was  made  and 
the  breast  mobilized  in  an  upward  direction.  The 
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Fig.  2.  Film  of  chest  one  year  after  operation. 
Note  marked  reduction  in  size  of  heart  and  persist- 
ence of  prominence  of  pulmonary  artery  segment 
and  bilateral  pulmonary  vascular  congestion. 

left  pleural  cavity  was  entered  through  the  third 
intercostal  space  after  dividing  the  third  and  fourth 
costal  cartilages.  The  ductus,  which  was  isolated 
without  difficulty,  was  found  to  measure  1 cm.  in 
length  and  2 cm.  in  diameter.  The  pulmonary 
artery  was  markedly  dilated,  measuring  approxi- 
mately 5'  cm.  in  diameter.  The  aorta  was  of  normal 
caliber.  The  ductus  was  doubly  ligated  with  heavy 
silk.  After  the  latter  had  been  accomplished,  the 
blood  pressure  rose  from  120/50  to  140/90;  the 
continuous  coarse  thrill  which  could  be  readily  pal- 
pated in  the  pulmonary  artery  disappeared.  The 
thoracic  wound  was  closed  in  layers  after  aspirating 
the  air  in  the  pleura  with  a catheter. 

The  postoperative  course  was  uneventful,  the 
wound  healing  by  primary  union.  On  regaining 
consciousness,  the  patient  volunteered  the  informa- 
tion that  the  “buzzing  noise”  which  she  had  always 
noted  in  her  chest  had  disappeared.  She  was  dis- 
charged from  the  hospital  on  the  seventh  postopera- 
tive day  with  the  wound  firmly  healed.  At  that 
time,  the  blood  pressure  was  116/88,  and  the  patient 
was  in  excellent  general  physical  condition.  She 
has  been  kept  under  observation  since  then  (a  period 
of  one  year)  and  has  remained  in  excellent  health. 
She  now  is  entirely  free  of  symptoms  and,  for  the 
first  time  in  her  life,  indulges  in  any  desired  type  of 
physical  activity.  On  physical  examination,  a very 
faint  short  systolic  murmur  is  audible  over  the  third 
left  intercostal  space  at  the  previous  site  of  the  con- 
tinuous “machinery”  murmur.  An  x-ray  film  of  the 
chest,  taken  on  May  2,  1949,  revealed  marked  reduc- 
tion in  the  size  of  the  heart  (Fig.  2).  The  pul- 
monary artery  segment  remains  prominent,  how- 
ever, and  bilateral  pulmonary  vascular  congestion  is 
still  noted.  (These  findings  are  in  keeping  with  those 
which  we  have  noted  on  many  occasions  among 
adults.)  At  the  present  writing  the  patient  is  four 
months  pregnant  and  feels  very  well. 


Comment 

The  foregoing  case  presents  many  features 
which  the  author  has  observed  in  other  cases  of 
patent  ductus  arteriosus  among  adults,  notably 
the  occurrence  of  subacute  bacterial  endarteritis 
and  circulatory  insufficiency.  The  patient’s 
small  stature  may  be  attributed  to  the  presence 
of  the  patent  ductus.  At  operation,  the  ductus 
was  found  to  be  of  large  caliber,  and,  had  it  not 
been  for  the  fact  that  the  patient  had  voluntarily 
restricted  her  physical  activity  throughout  her 
life,  cardiac  failure  would  almost  certainly  have 
appeared  at  a much  earlier  age.  However,  de- 
spite the  fact  that  she  led  a sedentary  life,  circula- 
tory insufficiency  eventually  did  occur  as  the  re- 
sult of  continued  cardiac  strain.  Fortunately, 
when  subacute  Streptococcus  viridans  endarteritis 
developed,  the  infection  could  be  brought  under 
control  readily  with  penicillin  therapy.  How- 
ever, it  should  be  emphasized  that  there  are  not  a 
few  organisms  which  are  insensitive  to  all  of  the 
antibiotics  which  presently  are  available.  This 
fact  constitutes  a particularly  forceful  argument 
in  favor  of  operation  in  all  cases  of  patent  ductus 
before  infection  develops;  in  the  author’s  experi- 
ence, operation  has  served  to  protect  the  patient 
against  the  development  or  recurrence  of  infection. 

Summary  and  Conclusions 

Surgical  treatment  of  patent  ductus  arteriosus 
is  definitive  inasmuch  as  it  corrects  the  existing 
anatomic  abnormality. 

The  complications  of  the  condition  are  failure  of 
normal  growth  and  physical  development,  cir- 
culatory insufficiency,  and  subacute  bacterial 
endarteritis. 

All  of  the  foregoing  complications  can  be  pre- 
vented or  corrected  by  operation. 

In  the  hands  of  experienced  surgeons,  the  mor- 
bidity and  mortality  of  operation  is  negligible. 

Operation  is  recommended  in  all  cases  of  patent 
ductus  arteriosus,  regardless  of  whether  or  not  the 
patient  presents  symptoms. 

The  optimum  time  at  which  operation  should 
be  performed  is  before  a child  enters  school 
(usually  between  the  ages  of  three  and  five). 

All  adults  suffering  from  patent  ductus  arterio- 
sus should  be  subjected  to  operation  without  de- 
lay because  of  the  almost  inevitable  development 
of  circulatory  insufficiency  if  unoperated  and  the 
high  incidence  of  subacute  bacterial  endarteritis. 
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REVASCULARIZATION  OF  THE  HEART 

Claude  S.  Beck,  M.D.,  Cleveland,  Ohio 

( From  Western  Reserve  University  and  the  University  Hospitals,  Cleveland,  Ohio) 


THIS  work  is  based  on  approximately  five 
thousand  experimental  operations  carried 
out  on  the  heart.  This  work  was  begun  in  1932 
and  with  the  exception  of  three  war  years  has 
continued  to  the  present  time. 

In  the  ten-year  period  before  the  war  three 
facts  were  brought  out  by  experimental  study. 
One  of  these  was  the  demonstration  of  a “trigger 
mechanism”  in  the  heart.  If  a portion  of  myo- 
cardium is  made  anoxic  by  ligation  of  the  small 
coronary  arteries  supplying  this  area,  it  will  be 
found  that  the  anoxic  area  can  destroy  the  co- 
ordinated heart  beat  and  replace  it  by  ventricular 
fibrillation.  Such  relatively  “dry  areas”  in  the 
heart  are  responsible  for  most  of  the  sudden 
deaths  that  occur  in  coronary  artery  disease.  A 
small  amount  of  red  blood  delivered  to  one  of 
these  areas  is  important  because  it  might  prevent 
discharge  of  the  trigger,  fibrillation  of  the  ven- 
tricles, and  death. 

One  purpose  in  this  experimental  work  was  to 
discover  ways  in  which  additional  blood  could  be 
brought  to  the  myocardium.  The  amount  of 
blood  need  not  be  large ; a relatively  small  amount 
would  be  beneficial.  How  to  get  a supply  of  red 
blood  was  the  problem.  Two  methods  were 
evolved.  One  consisted  of  grafting  adjacent 
tissues  upon  the  surface  of  the  heart  with  the 
expectation  that  arteries  would  grow  across  from 
graft  to  heart.  Every  available  structure  was 
grafted  upon  the  heart.  We  obtained  some  nice 
specimens  in  which  blood  vessels  of  graft  and  blood 
vessels  of  heart  were  connected  by  anastomotic 
channels.  These  communications  did  not  always 
develop.  In  a small  percentage  of  experiments 
they  could  be  demonstrated;  in  the  remainder 
they  could  not. 

The  second  method  of  improving  blood  supply 
to  the  heart  was  the  production  of  cross-channels 
between  coronary  arteries.  Coronary  arteries  are 
essentially  end  arteries.  They  could  be  con- 
nected by  the  production  of  inflammation  on  the 
surface  of  the  heart. 

These  two  methods  were  shown  to  be  beneficial. 
The  test  of  benefit  that  we  applied  was  ligation  of 
descending  ramus  of  left  coronary  artery  at  its 
origin  in  one  step.  In  the  control  group  mor- 
tality was  70  per  cent.  In  the  group  that  had 
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these  methods  of  revascularization  applied  to  the 
heart  the  mortality  was  38  per  cent.  The  destruc- 
tion of  heart  muscle  in  the  animals  that  survived 
ligation  of  the  artery  was  less  in  the  operated 
group  than  in  the  normal  control  group. 

Thirty-seven  patients  with  severe  coronary 
artery  disease  were  operated  upon  using  these 
methods.  It  appeared  that  the  results  in  these 
patients  were  beneficial. 

That  briefly  was  the  result  of  ten  years  of  work. 
The  next  development  was  to  put  red  blood  into 
the  coronary  sinus.  My  associates  and  I have 
been  developing  this  for  the  past  three  and  one- 
half  years.  I will  give  the  results  briefly.  The 
first  problem  concerned  the  technical  job  of  put- 
ting red  blood  in  the  coronary  sinus.  This  was 
accomplished  first  by  using  the  common  carotid 
artery  in  dogs  and  later  by  placing  a free  graft  of 
vein  between  aorta  and  coronary  sinus  (Fig.  1). 


Fig.  1.  Anastomosis  of  left  common  carotid 
artery  to  coronary  sinus  in  the  dog:  (a)  and  (6) 
show  method  for  isolation  of  segment  of  sinus  so 
that  it  can  be  opened  without  hemorrhage.  The 
sinus  is  partially  dissected  free.  A carrier  with  two 
silk  sutures  is  passed  beneath  the  sinus  at  two  points 
as  indicated.  One  piece  of  silk  is  cut.  A proximal 
and  a distal  ligature  and  a mattress  suture  are 
thereby  provided.  These  are  tied  as  in  (c),  and  the 
sinus  is  opened.  Four  cardinal  everting  mattress 
sutures  are  placed  between  sinus  and  artery  as 
shown  in  (d).  The  anastomosis  is  completed  by  a 
continuous  everting  suture  (e).  Trauma  to  sinus  is 
minimal  to  prevent  thrombosis.1 
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Fig.  2.  Free  graft  of  vein  between  aorta  and 
coronary  sinus  of  the  dog.  The  aorta  is  dissected 
free  for  a distance  of  about  3 cm.  Two  intercostal 
arteries  are  cut.  The  special  clamp  is  placed  on 
aorta  as  in  (a)  allowing  some  blood  to  pass  the 
clamp.  The  aorta  is  opened  by  incision  about  5 mm. 
in  length.  An  everting  mattress  suture  is  placed 
between  graft  and  aorta  at  each  end  of  this  incision. 
Anastomosis  is  completed  by  a continuous  everting 
suture  as  in  ( b );  (c)  shows  the  complete  operation.1 

This  operation  was  done  successfully.  Red 
blood  was  directed  into  the  coronary  vein  and 
into  the  myocardium.  All  the  technical  prob- 
lems have  not  yet  been  completely  overcome,  but 
we  have  recently  achieved  almost  routine  success 
in  experimental  animals.  I need  scarcely  refer  to 
the  technical  problems  and  difficulties  of  this 
development.  It  seems  to  me  that  nowhere  in 
the  history  of  surgery  has  a technical  develop- 
ment required  so  much  experiment. 

The  next  subject  concerns  test  of  benefit  after 


you  get  red  blood  in  the  sinus.  How  much  good 
does  this  do?  Here  is  the  most  important  con- 
sideration of  our  work.  When  we  tied  off  the 
descending  ramus  of  the  left  coronary  artery  at 
its  origin  in  one  step,  we  obtained  an  important 
difference  in  mortality  in  dogs  with  arterial  blood 
in  the  sinus  as  compared  to  normal  dogs.  In 
dogs  with  a new  artery  in  the  heart  there  were  no 
immediate  deaths  after  ligation  of  the  test  artery; 
there  was  one  death  at  the  end  of  eight  days,  one 
at  the  end  of  thirteen  days;  these  dogs  almost  got 
by;  eight  lived.  In  normal  control  dogs  only 
three  out  of  ten  lived.  The  amount  of  destruc- 
tion of  myocardium  was  definitely  less  than  in  the 
control  group.  Any  normal  heart  that  survives 
ligation  of  the  test  artery  has  a large  infarct.  In 
the  grafted  hearts  there  was  no  infarct  in  half  the 
specimens,  and  in  no  specimen  was  the  infarct  as 
large  as  in  control  specimens  (Figs.  2 and  3). 
Expressed  in  other  words,  we  found  that,  after 
arterial  blood  was  delivered  to  the  coronary  sinus, 
it  was  possible  to  ligate  a major  coronary  artery 
with  little  or  no  mortality  and  with  little  or  no 
destruction  of  heart  muscle.  It  may  be  difficult 
at  this  time  to  appreciate  the  significance  of  this 
observation. 

The  next  problem  is  to  apply  this  development 
to  human  patients.  So  far  wre  have  not  made 
significant  progress.  As  of  May  1,  1949,  we  have 
operated  on  only  five  patients.  Two  are  living. 
I feel  that  within  the  immediate  future  our  prob- 
lems will  be  straightened  out  so  that  we  can  go 
ahead  with  patients. 

Finally,  I should  like  to  express  myself  on  one 
point.  I am  not  worried  or  concerned  about  the 
beneficial  result  of  the  operation.  Our  experi- 
ments have  answered  that  problem  before  we  get 
the  answer  on  patients,  and  I am  convinced  that 
the  operation  will  be  highly  beneficial.  Our 


Fig.  3.  Infarcts  in  the  control  group.  The  descending  ramus  of  the  left  coronary  artery  was  ligated  in 
a group  of  ten  dogs.  Only  three  animals  survived  this  ligation  and  each  of  these  specimens  showed  a large 
infarct.2  Compare  with  Fig.  4. 
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Fig.  4.  Infarcts  in  group  with  anastomosis  between  artery  and  coronary  sinus.  The  descending  ramus 
of  the  left  coronary  artery  was  ligated  in  a group  of  ten  dogs.  There  were  no  immediate  deaths  after  this 
ligation.  In  four  specimens  there  was  no  infarct.  In  the  other  specimens  destruction  was  minimal  and 
appeared  in  scattered  areas.  In  no  specimen  was  extensive  destruction  of  myocardium  found  as  occurred 
in  each  of  the  control  group.2 


problem  is  application  to  patients  in  such  a way 
that  the  graft  will  remain  patent  and  the  myo- 
cardium will  be  able  to  take  the  increased  load 
of  blood.  Both  of  these  problems  are  being 
solved. 

2065  Adelbert  Road 


References 

1.  Beck,  Claude  S.,  Stanton,  Eugene,  Batinchok,  William, 
and  Leiter,  Eugene:  J.A.M.A.  137:  436  (May  29)  1948. 

2.  Beck,  Claude  S.:  Ann.  Surg.  128:  854  (Oct.)  1948. 


NECROLOGY 


Elias  William  Abramowitz,  M.D.,  sixty-three, 
died  June  13  at  his  home  in  New  York  City  after  a 
long  illness.  Born  in  Jassy,  Rumania,  he  was 
brought  to  New  York  when  a child  and  received  his 
medical  degree  from  University  and  Bellevue  Medi- 
cal College  in  1907.  After  interning  at  Mount  Sinai 
Hospital  and  serving  as  assistant  house  surgeon  at 
the  New  York  Lying-In  Hospital,  Dr.  Abramowitz 
began  general  practice  in  New  York  City. 

In  1911  Dr.  Abramowitz  began  the  study  of 
dermatology  at  Mount  Sinai,  and  in  1914  joined  the 
staff  at  Vanderbilt  Clinic,  Presbyterian  Hospital, 
where  he  was  attending  dermatologist  when  he  left 
in  1926.  Since  1927  he  had  been  associated  with  the 
New  York  Post-Graduate  Medical  School,  where  he 
was  clinical  professor  of  dermatology  and  syphi- 
lology. 

During  World  War  I Dr.  Abramowitz  was  a mem- 
ber of  the  Council  of  National  Defense  and  an  in- 
structor for  an  intensive  course  in  dermatology  given 
at  Columbia  University  under  Army  and  Navy  aus- 
pices. He  also  worked  in  the  venereal  disease 
clinic  of  the  City  Health  Department  under  Federal 
supervision.  During  World  War  II,  he  was  a selec- 
tive service  dermatologist  at  Gouverneur  Hospital. 

Dr.  Abramowitz  was  director  of  the  dermatology 
and  syphilology  staff  at  Gouverneur  Hospital,  at- 
tending dermatologist  and  syphilologist  for  the  skin 
and  cancer  unit  of  the  Post-Graduate  outpatient 
department,  and  chief  of  the  dermatology  and 
syphilology  staffs  at  Jewish  Memorial,  Maimonides, 
and  Liberty  Hospitals. 

A Diplomate  of  the  American  Board  of  Dermatol- 
ogy and  Syphilology,  Dr.  Abramowitz  was  a mem- 
ber of  the  American  Academy  of  Dermatology  and 
Syphilology,  the  New  York  Academy  of  Medicine, 
the  Manhattan  Dermatological  Society,  the  Brook- 
lyn Dermatological  Society,  the  New  York  State 
and  County  Medical  Societies,  and  the  American 
Medical  Association. 


Franklin  William  Barrows,  M.D.,  who  practiced 
in  New  York  State  before  his  retirement  several 
years  ago,  died  on  May  25  at  his  home  in  Dumont, 
New  Jersey.  He  was  eighty-six.  Dr.  Barrows  was 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1893  and  practiced  in  Buffalo  until 
1918,  when  he  joined  the  New  York  State  Depart- 
ment of  Education.  In  1929  he  moved  to  New 
Rochelle,  where  he  was  school  medical  adviser  until 
1934,  when  he  retired.  Dr.  Barrows  was  a member 
of  the  Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association. 


Robert  Lander  Bartlett,  M.D.,  seventy-four, 
former  superintendent  of  the  Oneida  County  Hos- 
pital, died  on  May  25  in  Warm  Springs,  Virginia, 
where  he  had  lived  since  his  retirement  in  June, 
1947.  Dr.  Bartlett  was  graduated  from  the  Tufts 
Medical  School,  Boston,  Massachusetts,  in  1898, 
and  from  the  University  and  Bellevue  Medical 
College  in  1901. 

Following  his  internship  at  the  Riverside  Hospital, 
New  York  City,  Dr.  Bartlett  joined  the  Army 
Medical  Corps  and  served  at  Chickamauga,  Annis- 
ton, Alabama,  and  in  Cuba.  Following  his  post- 
graduate studies  he  went  to  the  Philippines,  where 


he  was  medical  inspector  with  the  Insular  Board  of 
Health.  Dr.  Bartlett  later  served  in  Panama,  under 
the  direction  of  Colonel  Gorgas,  and  for  two  years 
was  in  charge  of  Mira  Flores  Hospital.  He  super- 
vised the  sanitation  program  in  the  Republic  of 
Panama  to  prevent  the  introduction  of  disease  into 
the  Canal  Zone  and  was  then  transferred  to  the 
Ancon  Hospital. 

Dr.  Bartlett  next  went  to  Brazil  to  take  charge  of 
the  medical  and  hospital  work  of  an  English  cor- 
poration engaged  in  improving  the  harbor  of  Para  on 
the  Amazon  River.  After  two  years  there,  he  went 
to  Germany  for  further  study  and  then  returned  to 
open  a practice  in  New  York  City.  In  1913  he  as- 
sumed the  position  as  superintendent  of  the  Oneida 
County  Hospital  in  Rome,  which  he  held  for  thirty- 
four  years  until  his  retirement. 

Dr.  Bartlett  was  a member  of  the  Oneida  County 
and  New  York  State  Medical  Societies  and  the 
American  Medical  Association. 


Albert  Jay  Colton,  M.D.,  of  Buffalo,  died  on 
June  19  at  the  age  of  eighty-five.  He  received  his 
medical  degree  in  1890  from  the  University  of 
Niagara  Medical  Department.  Dr.  Colton  was  the 
inventor  of  the  Colton  system,  a card-index  designed 
to  simplify  physicians’  bookkeeping  and  case-history 
recording.  He  had  been  a practicing  physician  in 
Buffalo  for  thirty-three  years  until  his  retirement 
eight  years  ago.  He  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  and  New 
York  State  Medical  Societies,  and  the  American 
Medical  Association. 


Avac  Cutujian,  M.D.,  eighty-eight,  died  on  May 
16  in  Frederick,  Maryland,  where  he  had  lived  since 
his  retirement  three  years  ago  from  his  New  York 
City  practice.  A native  of  Marash,  Turkey,  Dr. 
Cutujian  received  his  medical  degree  from  the  Long 
Island  College  Hospital  in  1893.  He  practiced  in 
New  York  City  for  more  than  fifty  years,  until  his 
retirement. 


Alexander  Goldman,  M.D.,  founder  and  first 
president  of  the  Bronx  Hospital,  died  on  June  15  at 
his  home  in  the  Bronx  at  the  age  of  seventy-seven. 
Dr.  Goldman,  who  was  born  in  Moscow,  Russia, 
came  to  the  United  States  in  1890  after  being 
graduated  from  the  Sorbonne  University  in  Paris. 
He  received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1906,  and  the  following  year  was  associated  with  the 
late  Alexander  Lambert,  M.D.,  in  establishing  the 
first  gastroentetologic  clinic  at  the  Vanderbilt  Clinic 
of  the  Presbyterian  Hospital. 

Dr.  Goldman  was  a leader  in  the  movement  to 
build  the  Bronx  Hospital.  He  served  as  its  presi- 
dent for  ten  years  and  was  head  of  its  medical  board 
until  five  years  ago,  when  he  was  elected  president 
emeritus  of  the  board.  Dr.  Goldman  was  chief  in 
endocrinology  and  consultant  in  internal  medicine 
at  the  Bronx  Hospital,  and  consultant  in  gastroen- 
terology at  the  Morrisania  Hospital.  He  was  a 
member  of  the  Bronx  County  and  New  York  State 
[Continued  on  page  1732] 
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Medical  Societies  and  the  American  Medical  Associa- 
tion. 

Albert  Michael  Healey,  M.D.,  of  the  Bronx,  died 
on  June  12  at  the  age  of  sixty-seven.  A graduate  of 
the  University  and  Bellevue  Medical  College  in 
1907,  Dr.  Healey  had  practiced  for  forty  years  in  the 
Inwood  district  of  Manhattan  until  he  retired  five 
years  ago.  He  was  a member  of  the  Bronx  County 
and  New  York  State  Medical  Societies  and  the 
American  Medical  Association. 

Charles  Johnstone  Imperatori,  M.D.,  seventy- 
one,  formerly  of  New  York  City,  died  on  June  15 
at  his  home  in  Essex.  Dr.  Imperatori,  who  repre- 
sented the  seventh  generation  of  physicians  in  his 
family,  received  his  medical  degree  from  the  Uni- 
versity and  Bellevue  Medical  College  in  1899  and 
served  for  a year  with  the  United  States  Public 
Health  Service  in  the  Panama  Canal  Zone.  Follow- 
ing this,  he  opened  his  ear,  nose,  and  throat  practice 
in  New  York  City. 

Dr.  Imperatori  was  professor  of  laryngology  at  the 
New  York  Post-Graduate  Medical  School  and  Hos- 
pital from  1922  to  1928,  visit  ing  surgeon  at  Bellevue 
Hospital  from  1917  to  1921  and  from  1930  to  1935, 
and  clinical  professor  of  otolaryngology  at  New 
York  University  Medical  School  from  1932  to  1935. 
He  was  consulting  bronchoscopist  at  the  Manhat- 
tan Eye,  Ear  and  Throat  Hospital  and  consulting 
laryngologist  at  the  Harlem,  Flower  and  Fifth  Ave- 
nue, and  Correction  Hospitals,  in  New  York  City, 
and  the  Nyack  Hospital. 

During  World  War  I,  Dr.  Imperatori  served  in 
France  as  a lieutenant  colonel  in  command  of  the 
309th  Medical  Regiment  of  the  84th  Division,  A.E.F. 
For  his  services  France  decorated  him  with  the 
Medaille  D’Honneur  Des  Epidemies.  In  World 
War  II  he  was  a member  of  the  Division  of  Medical 
Sciences  of  the  National  Research  Council. 

Former  president  of  the  American  Laryngological 
Association,  the  American  Bronchoscopic  Society, 
and  the  New  York  Laryngological  Society,  Dr.  Im- 
peratori was  a Fellow  of  the  American  College  of 
Surgeons  and  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  a Diplomate  of  the 
American  Board  of  Otolaryngology,  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  County  and  State  Medical  Societies,  and  the 
American  Medical  Association. 

Anna  W.  Locke-Henry,  M.D.,  New  York  City, 
died  on  February  14  at  the  age  of  eighty-one.  Dr. 
Locke-Henry  received  her  medical  degree  from  the 
University  of  Michigan  Medical  School  in  1897. 

Charles  Jacob  Mark,  M.D.,  sixty-eight,  of  New 
York  City,  died  on  March  23.  A graduate  of  the 
Long  Island  College  Hospital  in  1906,  Dn  Mark 
was  assistant  attending  dermatologist  at  Gouver- 
neur  Hospital  in  New  York  City. 

Walton  Martin,  M.D.,  New  York  City,  died  on 
June  18  of  a cerebral  hemorrhage  at  his  summer 


home  in  Cornwall,  Connecticut.  He  was  eighty  years 
old.  A graduate  of  the  College  of  Physicians  and 
Surgeons,  Columbia  University,  in  1892,  Dr.  Martin 
interned  at  Roosevelt  Hospital  and  then  became  a 
member  of  the  staff  of  St.  Luke’s  Hospital,  on  which 
he  remained  until  his  death. 

During  World  War  I,  Dr.  Martin  installed  the 
Ambulance  B section  at  the  American  Hospital  in 
Neuilly,  France.  He  was  the  author  of  many  books 
on  surgery,  and  did  the  revision  of  Green’s  Pathol- 
ogy. Dr.  Martin  attended  the  late  President  Theo- 
dore Roosevelt  during  his  last  illness  in  1918  and 
also  treated  the  late  Dr.  Nicholas  Murray  Butler, 
former  president  of  Columbia  University. 

A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Martin  was  a member  of  the  American  Society 
of  Thoracic  Surgery,  the  American  Surgical  Associa- 
tion, the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  New  York  County 
and  State  Medical  Societies,  and  the  American 
Medical  Association. 

Earl  H.  Mayne,  M.D.,  eighty-two,  of  Brooklyn, 
died  on  June  9 in  Newport,  Vermont,  of  a heart 
attack.  He  received  his  medical  degree  in  1893 
from  the  Bellevue  Hospital  Medical  College  and 
began  his  practice  in  Brooklyn,  where  he  continued 
for  more  than  fifty  years,  until  1948.  Dr.  Mayne 
was  one  of  the  founders  of  the  Bay  Ridge  Hospital 
and  served  as  president  of  its  board  of  directors. 
He  was  a former  president  of  the  Bay  Ridge  Medical 
Society  and  a Fellow  of  the  American  College  of 
Surgeons.  In  1944  he  founded  the  Mayne  Educa- 
tional Fund  to  aid  worthy  young  people  acquire 
educational  advantages.  Dr.  Mayne  was  a member 
of  the  Kings  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

Morris  C.  Snitkoff,  M.D.,  of  Brooklyn,  died  on 
June  1 at  the  age  of  forty-four.  Dr.  Snitkoff  was 
graduated  from  the  Cornell  University  Medical 
College  in  1931  and  was  assistant  attending  physician 
in  arthritis  at  the  Jewish  Hospital  of  Brooklyn. 
He  was  a member  of  the  New  York  Rheumatism 
Association,  the  American  Rheumatism  Associat  ion, 
the  Kings  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 

Max  Wolper,  M.D.,  a New  York  City  physician 
for  fifty-nine  years,  died  on  June  22  at  his  home  after 
an  illness  of  two  months.  He  was  eighty-seven.  A 
native  of  Berlin,  Germany,  Dr.  Wolper  was  gradu- 
ated magna  cum  laude  from  the  University  of 
Berlin  in  1888,  and  came  to  this  country  and  set  up 
his  office  in  East  Broadway,  New  York  City,  the 
following  year. 

Dr.  Wolper  was  well  known  many  years  ago  as  a 
horse-and-buggy  doctor  on  the  Lower  East  Side. 
During  his  career  he  delivered  approximately 
10,000  babies,  and  received  permission  from  the 
police  to  equip  his  buggy  with  a fire  gong  to  facili- 
tate getting  through  crowded  streets  in  response  to 
hurry  calls.  He  retired  from  practice  a year  ago, 
when  his  health  began  to  fail. 

Dr.  Wolper  was  a member  of  the  New  \ ork 
County  and  State  Medical  Societies  and  the  Ameri- 
can Medical  Association. 
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MEDICAL  NEWS 


TESTIMONIAL  DINNER  TO  JOHN  J.  MASTERSON,  M.D. 

Dr.  John  J.  Masterson,  of  Brooklyn,  new  president  of  the  Medical  Society  of  the 
State  of  New  York,  was  guest  of  honor  at  a testimonial  dinner  held  April  28  at  the 
Hotel  St.  George  in  Brooklyn.  Guests  at  the  dinner  included  officers  of  local,  county, 
and  State  medical  societies,  hospitals,  and  other  medical  groups.  Shown  above  are: 

Seated,  left  to  right — Dr.  Nathan  B.  Van  Etten,  past-president,  Medical  Society  of 
the  State  of  New  York  and  American  Medical  Association;  Dr.  Irwin  E.  Siris,  president, 
Kings  County  Medical  Society;  Dr.  Abraham  Koplowitz,  past-president,  Kings  County 
Medical  Society;  Reverend  John  G.  Furniss,  S.J.,  director,  Jesuit  Seminary  and  Mission 
Bureau;  Dr.  Edward  R.  Cunniffe,  past-president,  Medical  Society  of  the  State  of  New 
York,  and  chairman,  Judicial  Council,  American  Medical  Association;  Dr.  Charles  A. 
Gordon,  past-president,  Kings  County  Medical  Society;  Dr.  John  J.  Masterson,  presi- 
dent, Medical  Society  of  the  State  of  New  York;  Dr.  Maurice  J.  Dattelbaum,  past- 
president,  Kings  County  Medical  Society;  Reverend  C.  O.  Pedersen,  rector,  Norwegian 
Lutheran  Deaeonnesses’  Home  and  Hospital,  and  Dr.  Leo  F.  Simpson,  immediate  past- 
president,  Medical  Society  of  the  State  of  New  York. 

Standing,  left  to  right:  Dr.  Charles  S.  Prest.,  secretary,  Brooklyn  Tuberculosis  and 
Health  Association;  Dr.  Arthur  A.  Fischl,  president,  Queens  County  Medical  Society; 
Dr.  J.  Stanley  Kenney,  councilor,  Medical  Society  of  the  State  of  New  York;  Dr.  Renato 
J.  Azzari,  president,  Bronx  County  Medical  Society;  Dr.  George  W.  Kosmak,  managing 
editor,  New  York  State  Journal  of  Medicine;  Dr.  James  R.  Reuling,  treasurer, 
Medical  Society  of  the  State  of  New  York;  Dr.  Walter  P.  Anderton,  secretary,  Medical 
Society  of  the  State  of  New  York;  Honorable  John  J.  Bennett,  deputy  mayor,  City  of 
New  York;  Dr.  Charles  F.  McCarty,  director,  Kings  County  Medical  Society;  Dr. 
Jean  A.  Curran,  president,  Long  Island  College  of  Medicine;  Mr.  Charles  E.  Larsen, 
president,  Norwegian  Lutheran  Deaconesses’  Home  and  Hospital;  Dr.  Albert  F.  R. 
Andresen,  speaker,  Medical  Society  of  the  State  of  New  York;  Mrs.  Charles  E.  Scofield, 
president,  Woman’s  Auxiliary,  Kings  County  Medical  Society,  and  Dr.  Dan  Mellen, 
trustee.  Medical  Society  of  the  State  of  New  York. 


WOMEN  DOCTORS  FARING  WELL 
Though  still  a medical  minority,  U. S.  women 
physicians  today  occupy  an  important  niche  in  the 
profession.  Here  are  a few  facts  on  their  status 
garnered  from  a nation-wide  survey  published  in  the 
June  issue  of  Medical  Economics. 

Women  practitioners  net  an  average  annual  in- 
come of  $7,929  (male  doctors  average  $11,036). 


They  devote  nine  hours  a day  to  their  medical  prac- 
tice (one  hour  less  than  men),  spend  an  equivalent 
of  41  days  a year  in  postgraduate  study  (eight  days 
more  than  men).  They  allow  25  days  a year  for 
vacations  (to  men’s  16  days).  Only  12  per  cent  are 
in  full  specialty  practice  (as  against  31  per  cent  of 
men ). 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  immediately  following  adjourn- 
ment of  the  House  of  Delegates  on  May  4, 
1949,  the  Council  considered  the  following  matters, 
taking  action  as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with  the 
armed  forces  for  one  member  for  each  of  the  follow- 
ing years:  1942,  1943,  1944,  1945,  1946,  1947,  and 
1948.  Annual  and  war  memorial  assessments  for 
three  members  were  remitted  on  account  of  illness. 
Two  assessments  were  refunded  due  to  illness. 

Nomination  to  Associate  Fellowship  in  the 
American  Medical  Association  was  approved  for 
Dr.  Charles  Rich. 

Treasurer’ s Report  was  accepted. 

Executive  Officer’s  Report 

Dr.  Hannon  stated  that  he  was  about  to  make 
arrangements  for  the  meetings  of- executive  com- 
mittees of  the  District  Branches,  and  that  he  would 


appreciate  suggestions  regarding  matters  that  should 
be  considered  at  these  meetings. 

New  Business 

Dr.  Anderton  read,  for  information,  a telegram 
sent  by  order  of  the  House  of  Delegates  to  Mrs. 
John  L.  O’Brien,  expressing  sympathy  at  the  death 
of  her  husband,  Dr.  John  L.  O’Brien. 

The  President  was  voted  power  to  appoint  the  Con- 
vention Committee  and  the  Arrangements  Commit- 
tee for  the  1950  Annual  Meeting.  It  was  also  voted 
that  the  Convention  Committee  should  select  the 
place  and  date  for  the  meeting. 

The  President  requested  suggestions  of  names  of 
members  for  committees. 

There  was  discussion  about  submitting  desired 
changes  in  the  new  Workmen’s  Compensation  Fee 
Schedule  to  Miss  Donlon  before  its  final  printing. 

The  President  requested  chairmen  of  committees 
to  send  their  reports  to  the  Secretary  sufficiently  in 
advance  so  as  to  have  them  distributed  with  the 
agenda  of  Council  meetings. 


CURARE  PREPARATION  RELIEVES  SYMPTOMS  OF  ARTHRITIS 


A preparation  of  a South  American  arrow  poison, 
curare,  is  bringing  relief  to  persons  suffering  from  the 
painful  chronic  disease,  rheumatoid  spondylitis,  a 
form  of  arthritis  that  affects  the  spine. 

Use  of  the  preparation,  d-tubocurarine  suspended 
in  oil  and  wax,  is  reported  by  Bernard  M.  Narcross, 
M.D.,  and  Harold  M.  Robins,  M.D.,  of  the  Univer- 
sity of  Buffalo  Medical  School,  Buffalo,  in  the  May 


28  issue  of  the  Journal  of  the  A merican  Medical  .1  s- 
sociation. 

In  six  cases  in  which  the  doctors  administered  the 
preparation,  after  other  treatment  usually  pre- 
scribed for  the  disease  had  failed  to  produce  improve- 
ment, the  patients  were  relieved  of  pain,  their  mus- 
cles were  relaxed,  deformity  of  the  spine  was  cor- 
rected, and  they  were  able  to  take  more  exercise. 


SPECIALISTS’  EARNINGS  TOP  G.P.’S  BY  50  PER  CENT 


Medicine’s  specialists  earn  half  again  as  much  as 
the  average  net  income  of  general  practitioners,  re- 
ports Medical  Economics,  national  business  maga- 
zine for  physicians. 

“No  specialty  in  1947  averaged  less  than  $19,000 
gross  or  about  $12,000  net,”  according  to  figures  from 
a nation-wide  survey  published  in  its  May  issue. 
‘ Thus  the  lowest-paying  specialty  netted  its  average 
practitioner  about  $2,500  more  than  the  average  net 
of  G.P.’s.” 

Average  net  incomes  of  independent  doctors  in 


the  seven  top-paying  specialties  in  1947  are  re- 
ported as  follows:  roentgenology  and  radiology, 

$20,319;  obstetrics  and  gynecology,  $17,320;  eye, 
ear,  nose,  and  throat,  $16,068;  surgery,  $16,011; 
psychiatry,  $14,774;  neuropsychiatry,  $14,371,  and 
ophthalmology,  $14,099. 

“The  disparity  between  the  incomes  of  specialists 
and  G.P.’s,”  the  magazine  concludes,  “is  increased 
by  the  fact  that  the  G.P.  spends  22  per  cent  more 
time  practicing  and  sees  almost  23  per  cent  more 
patients  than  the  full  specialist  does.” 
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Ray-Formosil  for  intramuscular  injection  is  a 
clinically  proved,  effective  treatment  for  Arth- 
ritis and  Rheumatism.  It  is  a non-toxic,  sterile, 
buffered  solution  containing  in  each  cc. 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


5 mg. 
2.25  mg. 


Literature  sent  upon  request. 


Supply: 


1 cc. 

25  — $6.25 
100—20.00 


2 cc. 

25  — $7.50 
100—25.00 


(These  net  prices  to  physicians  are  2 5%  off  regular  list  prices) 

*C.F.F„  M.0..0F  PA.,  HAS  REORDERED  RAY-FORMOSIL  142  TIMES 


RAY- 

FORMOSIL 

AMPULS 


RAYMER 


PHARMACAL  COMPANY 
PHILADELPHIA  3 4,  PA. 
PHARMACEUTICAL  MANUFACTURERS 


CORRESPONDENCE 

Histamine  Iontophoresis 


To  the  Editor: 

Histamine  iontophoresis  as  a new  therapeutic 
method  was  first  introduced  by  Deutsch  in  1931. 
1 ie  used  it  successfully  in  the  treatment  of  such  con- 
ditions as  muscular  rheumatism  and  fibrositis,  as- 
suming that  local  and  regional  hyperemia  is  respon- 
sible for  the  therapeutic  results.  In  1934  I described 
a method  of  craniocerebral  iontophoresis  applied  to 
the  forehead  and  nape  of  the  neck.  Here,  too,  re- 
sults were  encouraging.  Moderate  and  severe  at- 
tacks of  migraine  as  well  as  hypertensive  and  arterio- 
sclerotic headaches  respond  immediately  to  the 
treatment.  At  the  same  time  there  is  a marked  fall 
of  systolic  blood  pressure  in  hypertensive  patients. 
These  observations  encouraged  further  therapeutic 
attempts  in  various  organic  diseases  of  the  brain, 
such  as  multiple  sclerosis,  Parkinsonism,  chorea, 
and  other  encephalitic  disorders.  Two  of  three  mul- 
t iple  sclerosis  cases  responded  with  immediate  relief. 
In  one  patient  the  existing  nystagmus  and  ataxia 
subsided  within  an  hour  following  treatment.  In 
another  case,  blurred  vision  due  to  retrobulbar  neu- 
ritis cleared  up  for  a period  of  days.  I recorded  these 
results  as  striking  indications  of  the  efficacy  of  the 
method  but  emphasized  their  transient  nature. 

Comparing  the  technic  of  craniocerebral  ioniza- 
tion with  the  method  described  by  Abramson  (New 


York  State  Journal  of  Medicine,  May  15,  1949, 
page  1151),  it  is  interesting  to  note  that  the  concen- 
tration of  histamine  solution  used  in  my  method 
( 1 : 5,000)  is  only  a fraction  of  the  one  applied  by 
Abramson.  I have  also  found  that  the  described 
cerebral  (or  cerebrovascular)  effects  were  much 
more  marked  when  the  treatment  was  applied  to 
other  parts  of  the  body.  This  suggests  that,  besides 
the  systemic  reactions  due  to  the  introduction  of 
histamine  into  skin  and  general  circulation,  a local 
and  regional  effect  as  assumed  by  Deutsch  must  be 
involved.  This  is  also  borne  out  by  the  fact  that,  on 
using  the  so-called  urticariogenic  effect  of  dionine 
(diethylhydromorphine)  instead  of  histamine  under 
the  positive  pole,  identical  clinical  and  vasodepres- 
sive  reactions  can  be  observed. 

These  observations  show  that  whatever  be  the 
ultimate  verdict  regarding  the  therapeutic  potential- 
ities of  histamine  ionization,  further  clarification  of 
its  modus  operandi  is  desirable. 

Jan  Eriienwald,  M.D 
66  East  78th  Street 
New  York  City 

June  1,  1949 


Reply  by  Dr.  Abramson 


To  the  Editor: 

I was  very  glad  to  have  the  privilege  of  seeing  Dr. 
Ehrenwald’s  letter  and  should  like  to  take  up  its  con- 
tents point  by  point. 

I was  fully  aware  that  Deutsch  used  histamine 
iontophoresis  for  the  treatment  of  arthritis.  How- 
ever, whether  he  used  it  successfully  or  not  is  another 
matter.  We  all  know  that  electrophoresis  or  ionto- 
phoresis is  used  for  many  diseases.  However,  the 
therapeutic  claims  by  those  who  have  used  the  elec- 
trophoretic method  far  outweigh  the  scientific  evi- 
dence which  has  been  accumulated  to  explain  the 
modus  operandi.  Dr.  Ehrenwald  points  out  that  in 
1934  he  used  a method  of  craniocerebral  iontophore- 
sis applied  to  the  forehead  and  nape  of  the  neck. 
It  is  my  impression,  after  listening  to  those  who  use 
this  technic,  that  they  believe  that  the  electric 
current  and  the  drug  actually  permeates  all  the 
(issues  between  the  electrodes  to  produce  its  thera- 
peutic effect.  I do  not  know  if  Dr.  Ehrenwald  be- 
lieves this  or  not,  but  this  much  is  certain,  that  the 
basic  law  of  electricity,  namely  Ohm’s  law,  is  fol- 
lowed, and  I should  be  very  much  surprised  if  the 
paths  of  the  current  and  therefore  the  movement  of 
(he  drug  carries  out  the  desire  of  the  physician  to 
apply  the  drug  directly  to  the  brain  or  nervous  sys- 
tem itself.  Indeed,  if  the  electrode  is  applied  to  the 
skin,  the  skin  blood  vessels  will  absorb  the  fluid  on 
the  nape  of  the  neck  or  the  forehead  or  anywhere  else 
on  the  body.  It  is  quite  true  that  there  will  be  a dif- 
ference in  the  rate  of  absorption  of  the  drug  with 


different  areas  of  vascularity  and  lymphatic  supply, 
but  misconceptions  of  this  type  alluded  to  by  Dr. 
Ehrenwald  have  been  described  in  detail  in  my  two 
books,  Electrokinetic  Phenomena  (Ileinhold  Publish- 
ing Company,  New  York  City)  and  Electrophoresis 
of  Proteins,  with  Moyer  and  Gorin  (Reinhold  Pub- 
lishing Company,  New  York  City,  1942). 

Apparently,  Dr.  Ehrenwald  found  that  in  two  of 
three  multiple  sclerosis  cases  immediate  relief  was 
obtained.  As  my  rather  extensive  work  and  that  of 
Jonez  on  the  subject  discloses,  such  spectacular  re- 
sults arc  not  always  to  be  encountered.  The  psycho- 
logic effects  of  the  therapy,  especially  if  an  electrode 
is  applied  to  the  skull,  are  too  obvious  to  be  men- 
tioned further. 

The  cerebral  or  cerebrovascular  effects  obtained 
by  Dr.  Ehrenwald  must  be  ascribed  to  absorption 
through  the  skin  from  the  electrode  and  not  on  the 
cerebrum  itself.  Any  effect  on  the  cerebrum  must 
be  of  a minor  order  or  magnitude.  Finally,  I quite 
agree  with  Dr.  Ehrenwald  that  the  modus  operandi 
of  the  effect  of  histamine  is  desirable,  but  I do  not 
feel  that  the  modus  operandi  should  be  determined 
by  therapeutic  claims  which  are  apt  to  dispute  the 
elementary  laws  of  electricity  and  to  neglect  the 
basic  principles  of  psychodynamics  in  therapy. 

Harold  A.  Abramson,  M.D. 
133  East  58th  Street 
New  York  City 

June  15,  1949 
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FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


INTERPINES’ 

Goshen,  N.  y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 


Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  tin- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Phjsician-in-Qiargt. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  oia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T*I.  8-1621 


HOLBROOK  MANOR  NhomeG 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  oatients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamcrcy  5-4*75 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  ■ Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drugand  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychi  itrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychi  itrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Lougacre  3-0799 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105  Plaza  5-2570 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Emphasizes  personalized  psychotherapy. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  JULY  15,  1949—22,329 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga  

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

R.  J.  Azzari Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newfton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen. . . . Margaretville 
C.  A.  Crispell. . .Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton ....  Beaver  Falla 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finlgan Rochester 

R.  R.  Violyn Amsterdam 

H.  A.  Butman Manhasset 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 

W.  G.  Schintzius Boonville 

L.  W.  Ehegartner Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 
A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall. . . .Cold  Spring 
Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond . . Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth . . . CobleskiU 

F.  C.  Ward Odessa 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Homell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner. . . . .Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill ....  Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . . Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

R.  E.  Lucey Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia  i 

M.  H.  Atkinson Catskill  | 

R.  C.  Ashley Little  Falls  j 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn  1 

G.  J.  Bach Croghan  < 

R.  A.  Hemphill. . . Mt.  Morris 

J.  F.  Rommel Oneida  I 

R.  E.  Delbridge. ..  .Rochester  j 
Harry  Lebman Amsterdam  ■ 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica  ! 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steaoy Mahopac 

C.  Krenz Long  Island  City 

H.  C.  Engster Troy 

H.  Dangerfield.  .Staten  Island 

M.  R.  Hopper Nyack  j 

L.  T.  McNulty Potsdam  . 

J.  M.  Lebowich Saratoga  | 

H.  Miller Schenectady  | 

D.  L.  Best Middleburg  ! 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus  \ 

R.  J.  Shafer Corning  i 

W.  H.  Eller Sayville  ! 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 
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REAL  ESTATE  AND  BUSINESS  OPPORTUNITIES  CLASSIFIED 


PHYSICIANS*  PRINTED  SUPPLIES 


Medioo*  sanitary  dispensing  envelopes  (*Keg.  U.  S.  Pat 
Offiae);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  preseripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletene  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  W rite. 
The  Medico  Press,  Millerstown,  Pa. 


Expert  Medical  Photos  2 for  S5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  records  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


PRACTICE  FOR  SALE 


General  Practice,  Queens,  N.  Y.  Established  two  years. 
Price  of  Equipment  only.  New  Equipment,  including 
x-ray.  Will  introduce.  Specializing.  Box  316,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Boro  Park,  Brooklyn.  Deceased  doctors  home  and  office. 
29  years  practice.  Modern,  spacious,  choice  location.  R. 
Hirsch  217  Bdway  N.  Y.  C.  Cortland  7-4557 


SUPERIOR  PERSONNEL  AakUata  and  aosti 
tlvas  In  all  Raids  ai  medicine — young  physicians,  department 
heads,  nurses,  staff  personal,  secretaries,  anaesthetists, 
dieticians  and  technicians 


NEW  YORK  MEDICAL  EXCHANGE 
4 M FIFTH  ATX.,  N.Y.C  (AGENCY)  MURRAY  HII.I.  2-0676 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
bcautifullv  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Chtrgz 
Tzlzphonz:  Kingsbridge  9-8440 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 


Rates  per  line  per  insertion: 


[One  time 

. . $1.35 

3 Consecutive  times . 

. . 1.20 

6 Consecutive  times. 

..  1.00 

12  Consecutive  times. 

. . .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 


Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Retreat  at  the  world’s  end.  Unlimited  riding.  2000  alti- 
tude, 700  acre  estate.  Trails,  forest,  streams.  Lake:  swim, 
fish,  boat.  Good  food.  Beautyrest  beds.  No  phone  or 
telegraph.  Folder.  Shadynook,  Lopez,  Pa. 


FOR  SALE 


200  M.  A.  Westinghouse  Shock  Proof  X-Ray  unit,  complete, 
motor  driven  table,  two  tube,  latest  type,  sacrifice,  giving 
up  office.  Write  Box  315,  c/o  New  York  State  Journal  of 
Medicine,  292  Madison  Avenue,  New  York  City. 


IDEAL  DOCTOR’S  HOME 


Rye,  N.  Y.,  wealthy  community,  needs  doctors.  Home 
with  doctor’s  wing,  bifilt  by  prominent  physician  now  de- 
ceased; first  class  modern  condition,  has  12  rooms,  4}4  tile 
baths,  laboratory-dark  room,  3-car  garage,  beautiful  grounds 
with  parking  space,  walking  distance  to  hospital,  r.  r.  sta- 
tion, schools,  village.  Quick  sale  essential — no  reasonable 
offer  refused.  Brokers  protected.  John  C.  Gourlie,  1271 
Post  Road,  Rye,  N.  Y.,  Rye  7-1910. 


New  York  City — 206  East  15th  St.,  7 room  doctor's  office 
— apartment.  Doctor  retiring  after  25  years  practice  in 
present  location.  Will  also  sell  building.  Algonquin  4-4378. 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


NUC  A 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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DELICIOUS 


'M 


FOR  MANY  USES  IN 


THERAPEUTICS 


Candy,  widely  used  empirically  in  medical  practice  by 
the  ancient  physicians,  is  employed  therapeutically 
today  in  its  many  forms  on  a sound  rational  basis. 

Hard  dextrose  candies,  providing  concentrated  carbo- 
hydrate food  energy,  are  particularity  useful  as  a source 
of  carbohydrate  in  the  treatment  of  liver  and  other 
diseases.  Medicated  candy  is  widely  employed  in  oral 
and  respiratory  infections,  and  is  especially  applicable 
for  administering  distasteful  drugs  to  both  children 
and  adults.  Candies,  appealing  in  taste,  cheer  the  con- 
valescent patient,  thus  encourage  a more  favorable 
outlook  by  a direct  psychosomatic  approach. 

Many  candies  also  contain  milk,  cream,  butter,  eggs, 
nuts  and  peanuts— all  valuable  food  ingredients.  Such 
candies,  to  the  extent  they  provide  these  component 
foods,  supply  biologically  desirable  protein,  vitamins 
and  minerals. 


Candy  in  moderation  is  wholesome  food  in  the  ade- 
quate diet  of  both  children  and  adults. 
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In  the  management  of  arterial  hyperten- 
sion cultivation  of  sensible  habits  of  living 
—avoiding  unnecessary  emotional  stress- 
plays  an  essential  role  and  aids  consider- 
ably in  the  stabilization  of  pressure  on  a 
lower  level. 

For  supplementary  medication  Theominal, 
the  vasodilator,  antispasmodic  and  seda- 
tive, is  well  suited.  Theominal  exerts  a gen- 
eral tranquilizing  effect  and  thus  helps  to 


control  temperamental  outbursts  that  may 
induce  dangerous  vascular  crises. 

The  average  dose  is  1 Theominal  tablet 
two  or  three  times  daily.  With  improvement 
the  dose  may  be  reduced  or  omitted  peri- 
odically. Each  tablet  contains  5 grains 
theobromine  and  Vi  grain  Luminal. fc  /§3>» 
Winthrop-Stearns  Inc.  I- 

New  York  13,  N.  Y. 

Windsor,  Ont. 


THEOMINAL® 


Theominal,  trademark  reg.  U.  S.  & Canado  • Luminal,  trademark  reg.  U S.  & Canada,  brand  of  phenobarbital 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Laboratory 
sections  are  maintained  for  radiology  and 
pathology. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


How  mild  can  a cigarette  be? 


DOCTORS 


a recent  Camels 
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for  30  days-  eX{imi„at.ons, 
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Jokers  report 


' made  the  camel 
30-day  test  and  I 
KNOW!  CAMELS  ARE 
MILDEST 

E EVER  SMOKED— 
AND  SO  GOOD 
TASTING,  too!" 


telephone  OPERATOr 


K.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C. 


More  Doctors  Smoke  Camels 


than  any  other  cigarette 


Doctors  smoke  for  pleasure,  too!  And  when  three  leading  independent  research  organiza- 
tions asked  1 1 3,597  doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel ! 


According  to  a Nationwide  survey: 
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SULFADIAZINE  with  SODIUM  LACTATE*— MRT  — Each  5 cc.  (one  teaspoon- 

ful)  provides  0.5  Gm.  Sulfadiazine,  1.5  Gm.  Sodium  Lactate  in 

PALATABLE  LIQUID  SUSPENSION.  Therapeutically  Active  • Minimum  Renal  Involvement  • 
No  "bicarb”  Therapy  Needed  • Self-Alkalizing  • Ideal  for  Infants  as  well  as  Adults  • Easily 
administered  either  Plain  or  Admixed.  16  fluid  ounce  and  gallon  containers  at  all 
prescription  pharmacies.  *U.  S.  Patent  No.  2,460,437. 

Original  Contribution  By  MARVIN  R.  THOMPSON,  INC.  * Stamford,  Connecticut  • Service  To  Medicine 
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Of  the  many  drugs  commonly  used  to  lower 
arterial  pressure  in  hypertension,  Biologically  Standardized 
veratrum  viride  (in  CRAW  UNITS*)  is  the  only  drug  that 
produces  a physiologic  fall  in  blood  pressure. 
Thus,  a prominent  feature  in  the  integrated  response  to  oral 
doses  of  veratrum  viride  in  CRAW  UNITS  is  a reduction  in 
peripheral  resistance  without  compromise  of  circulation 
and  without  disrupting  circulatory  equilibrium. 

VERATRITE  represents  a practical  modification  of 
this  effective  hypotensive  drug  for  everyday  management  of 
the  mild  and  moderate  cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of  therapeutic  safety  and  complete 
simplicity  of  administration  are  specific  advantages  of 
Veratrite  therapy.  Each  Veratrite  Tabule  contains:  Biologically 
Standardized  veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain;  phenobarbital  14  grain. 
Samples  and  literature  on  request. 


* a research  development 
of  the  Irwin  - Neisler 
Laboratories 


IRWIN,  NEISLER  & COMPANY  DECATUR,  ILLINOIS 

Veratrite0 


OF  EFFECT 
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AT  WORK! 

This  is  one  of  a series  of 
eighteen  diathermy  treat- 
ment photos  included  in  a 
new  booklet,  “Heat  Where 
You  Want  It”.  SEND  FOR 
YOUR  FREE  COPY  TO- 
DAY! 

THE  LIEBEL-FLARSHEIM  CO. 

Cincinnati  2,  Ohio 
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Protein  Hydrolysate,  Baxter, 


contains  the  right  combination 
of  qualities  necessary  for 
successful  parenteral  protein  feeding.  It  is 
derived  from  proteins  of  high  biologic  value  with  all  amino  acids 
conserved,  is  non-antigenic  and  has  a low  concentration 
of  dicarboxylic  (nausea-provoking)  amino  acids.  It  can  be 
administered  at  a high  rate  of  infusion,  giving  the  patient 
more  time  to  rest. 

Protein  Hydrolysate  is  but  one  of  the  Baxter  “right  combination” 
solutions  for  parenteral  therapy.  Baxter  provides  from 
one  source  and  with  standardized  procedures  the  exact  solution 
and  the  specific  equipment  for  any  parenteral  requirement. 

Product  of  BAXTER  LABORATORIES 
Morton  Grove,  Illinois  • Acton,  Ontario 


pioneer  name  in  parenteral  therapy 


Available  only  in  the  37  states  east  of  the  Rockies  ( except  El  Paso,  Texas)  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AM 


-\v 


ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


1 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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ANEMIA 
IS  LIKE 

A FOREST  FIRE 


IT  ISN'T  ALONE  THE  LOSS  OF  TIMBER  BUT  THE  AFTER  EFFECTS  THAT 
HURT.  Q SO  WITH  HYPOCHROMIC  STATES  OR  HEMATOPOIESIS  - 
WHILE  FERROUS  SULFATE  CAN  RESTORE  THE  HEMOGLOBIN  LEVEL, 

THE  VITAMIN  DEFICIENCIES,  ACHLORHYDRIA  AND  ANOREXIA  REMAIN 
UNLESS  TREATED  WITH  A BALANCED  PREPARATION. 

Watch  out  for  those  secondary  effects  in  the  secondary  anemias 

HEPTUNA  with  folic  acid 

meets  all  these  needs  in  a single  capsule.  Study  the  formula.  Clinical 
observation  shows  Heptuna  with  Folic  Acid  brings  a rapid  hemoglobin 
regeneration,  change  in  the  hematopoietic  picture  and  relief  of 
secondary  effects  with  a minimum  of  digestive  reactions. 


ALL  IN  ONE  CAPSULE 

Folic  Acid 1.7  mg. 

Ferrous  Sulfate  U.S.P 4.5  Qrains 

Vitamin  A (Fish-Liver  Oil)  . . . 5,000  V.S.V.  Units 
Vitamin  D (Tuna-Liver  Oil)  . . . 500  V.S.V.  Vnits 
Vitamin  B,  (Thiamine  Hydrochloride)  ...  2 mg. 

Vitamin  B2  (Riboflavin) 2 mg. 

Vitamin  B6  (Pyridoxine  Hydrochloride)  . . 0.1  mg. 

Calcium  Pantothenate 0.333  mg. 

Niacinamide 10  mg. 

Together  with  other  TS-complex  factors  from  liver  and  yeast 


ONE  OF  THE  ROERIG  BALANCED  FORMULAE 


Originators  of  Heptuna  • Darthronol  • OBron 

J.  B.  ROERIG  AND  COMPANY 

5 3 6 LAKE  SHORE  DRIVE  • CHICAGO  11,  ILLINOIS 
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“We  have  never  had  other  iron 
salts  so  efficacious 


1 

Investigators  have  commented:  “The 
increases  in  hemoglobin  (with  Mol-Iron) 
were . . . dramatic  and  . . . rapid 1 there 
was  “more  rapid  . . . response  than  with 
ferrous  sulfate . . . ;”2  “unusually  effective 
and  well  tolerated  in  . . . hypochromic 
anemia;”3  . .encouraging  results  ob- 
tained with  molybdenized  ferrous  sulfate 
in  the  microcytic  hypochromic  group  in- 
dicate a better  prognosis  in  these  condi- 
tions (pregnancy  anemia)  in  the  future.”4 


In  the  treatment  of  hypochromic  anemia 
the  new  molybdenum-iron  complex, 
Mol-Iron,  is  being  found  to  possess 
marked  advantages  over  equivalent  dos- 
age of  ferrous  sulfate  alone,  or  combined 
with  liver-stomach  extract  or  folic  acid. 

Independent  controlled  tests 1-  2|  3 in  rel- 
atively resistant  iron-deficiency  anemia 
of  pregnancy  have  demonstrated  a more 
rapid  hemoglobin  regeneration  as  well 
as  greatly  improved  gastric  tolerance. 


1.  Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Am.  J.  Obstet.  & Gynec.  57:541  (March)  1949. 

2.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull.  Margaret  Hague  Maternity  Hosp.  1 :68  (Sept.)  1948. 

3.  Healy,  J.  C. : Journal-Lancet  66:218-221  (July)  1946. 

4.  Talso,  P.  J.:  J.  Ins.  Med.  4:31-34  (Dec.-Jan.-Feb.)  1948-1949. 


— a specially  processed,  co-precipitated,  stable  com- 
plex of  molybdenum  oxide  3 mg.  (1/20  gr.)  and 
ferrous  sulfate  195  mg.  (3  gr.).  Recommended  adult 
dosage : 2 Tablets,  t.  i.  d.  Available  in  bottles  of  100 
and  1000  tablets  and  in  a highly  palatable  Liquid, 
in  bottles  of  12  fluid  ounces. 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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In  Congestive  Heart  Failure 

^IwoaiLciri 

Theobromine-calcium  salicylate  Council  Accepted  • 


PIOCAlXS1  [ 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


Diuretic  and  Myocardial  Stimulant 

7 La  grain  tablets  and  powder.  Dose:  1 to  3 tablets  repeated 
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is  pleased  to 


announce  that 


it  has  made 
available 
for  use  in  the 
treatment  of 

PSORIASIS 


SEVINON 


specially  purified 

undecylenic  acid  for 
oral  administration 


Attention  has  recently  been  drawn  to  *‘an  interesting  approach”1  to  the  control  of 
psoriasis  and  neurodermatitis.  Perlman2  has  reported  that  following  the  oral  use  of 
undecylenic  acid,  psoriasis  was  relieved  completely  in  3 out  of  17  patients,  and  was 
partially  relieved  in  the  remainder.  “Relief  of  itching  is  sometimes  noticed  as  early  as 
two  days  after  institution  of  treatment  . . . undecylenic  acid  seems  to  hold  a great 
deal  of  promise  in  the  improvement  and  possible  prevention  of  recurrences  of  psoria- 
sis and  neurodermatitis.”2 


Sevinon*  Is  available  in  gelatin  capsules  containing  0.d4  Gm.  undecylenic  acid, 
highly  purified  for  oral  use.  The  dosage  employed  by  Perlman2  corresponds  to  5 to  6 
capsules  three  times  daily  by  mouth,  continued  in  some  cases  for  as  long  as  six  months. 


1.  Undecylenic  Acid  and  Psoriasis,  editorial,  J.A.M.A.  139:460,  1940, 

2.  Perlman,  H.  H.:  J.A.M.A.  139:444,  1949. 

♦Sevinon  trade-mark  of  Schcring  Corporation 


CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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SIMPLICITY 


in  X-ray  operation 

consistent  results 
is  found  only  in  the 


MD 100  HIT 


Ask  us,  or  coll  your 
Philips  dealer  today  — he 
will  show  you  why! 


'Wo'iemo&f  in  Cii  - ,a^/  /tYctfiebl  bince  J896 


NORTH  AMERICAN 

PHILIPS 

COMPANY,  INC. 


MI-8, 750  S.  FULTON  AVE.,  MT.  VERNON,  N.  Y. 


In  Canada:  Philips  Industries  Ltd.,  1203  Philips  Square,  Montreal 

Export  Representative:  Philips  Export  Corp.,  7 50  South  Fulton  Ave.,  Mf  .Vernon,  N .Y. 


Physiologic 


At  the  height  of  the  pollen  season,  with  the  atmosphere  laden  with  billions 
of  spores,  antigenic  provocation  reache's  its  peak  in  the  hay  fever  patient. 
Now,  more  than  ever,  he  needs  the  assistance  of  potent  long-acting 
Chlorothen,  Whittier,  to  erect  a defensive  blockade  against  the  effects  of 
antigenic  exposure. 

For  the  patient,  selection  of  the  right  antihistaminic  often  spells  the  differ- 
ence between  normal  living  and  utter  wretchedness.  Chlorothen,  Whittier, 
provides  potency  of  action  combined  with  particularly  long-sustained  effect, 
thus  ensuring  full  protection  throughout  the  intervals  between  doses.  Un- 
wanted side-reactions  are  minimal  in  both  incidence  and  severity  and  can 
frequently  be  combatted  by  simple  adjustment  of  dosage. 

The  wide  sphere  of  use  of  Chlorothen,  Whittier,  includes,  in  addition  to 
hay  fever,  vasomotor  rhinitis,  urticaria,  angioneurotic  edema,  atopic  der- 
matitis, and  other  allergic  manifestations.  1 

To  facilitate  rapid  solution  and  absorption,  and  hence  prompt  action,  I 
Chlorothen,  Whittier,  is  issued  as  uncoated  tablets  of  25  mg.  each  for  oral  I 

administration.  One  to  two  tablets  every  4-6  hours,  according  to  the  re-  I 

sponse,  is  the  customary  dosage  range.  I 

Chlorothen,  Whittier:  Packaged  in  bottles  of  100  tablets,  25  mg.  per  tablet. 


Division  Nutcition  fcaboratarioi,  Chicago  30  tlffnoW 


1758 


highly  effective  in  an  unusually 
wide  range  of  common  skin  disorders 


Pragmatar  is  particularly  useful 
in  seborrheic  dermatitis,  and  in  the  general 
care  and  hygiene  of  the  seborrheic  scalp. 


Pragmatar  often  brings 
dramatic  improvement  in  the 
common  fungous  infections — 
even  in  "athlete’s  foot.” 


Pragmatar  is  extremely  valuable 
in  eczematous  eruptions,  especially  those 
in  which  a seborrheic  factor  is  involved. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Pragmatar 


the  outstanding  tar-sulfur-salicylic  acid  ointment 
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Tissue  repair  is  the  keystone  of 
the  recovery  process.  It  makes  little 
difference  if  the  infection  is  halted, 
the  fracture  reduced,  or  the  meta- 
bolic imbalance  adjusted — it  is  the 
patient’s  own  cells  that  must  com- 
plete the  cure. 

While  true  hypoproteinemia  is 
comparatively  rare,  nevertheless 
hypernutrition  with  essential  amino 


acids  during  the  recovery  process 
has  been  shown  empirically  to  speed 
the  patient  upon  the  road  to  normal 
health.  Amino  acid  preparations 
should  be  supplemented  by  moderate 
amounts  of  vitamins. 

Lederle  research  has  for  some  time 
been  concerned  with  such  mixtures 
of  amino  acids  and  vitamins  and  their 
application  in  the  field  of  nutrition. 


LEDERLE  LABORATORIES  DIVISIONS  P^ZA  ■ NEW  YORK  20,  N.  Y. 


INDEX  TO  ADVERTISED  PRODUCTS 
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PENICILLIN, 

ORAL  TABLETS 


Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture),  they 
provide  for  maximum  utilization  of  the 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vialsoftwelvetablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram. 


* Patent  applied  for 


Now 

Council  Accepted 


HYNS0N.WESTC0TT  & DUNNING.INC. 
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en  headache  is  a problem 


Edrisal  is  the  logical  answer 


. . in  the  vast  majority  of  patients  ... 
psychologic  factors  are  present  which  tend  to  increase 
the  frequency  and  severity  of  headaches  ...” 

Friedman,  A.  P.,  and  Brenner,  C.:  N.Y.  State  J.  Med.  45:1969 


Edrisal  is  remarkably  effective  in  headache, 
even  in  difficult  psychogenic  cases.  For  Edrisal 
is  the  only  analgesic  preparation  that  contains 
‘Benzedrine’  Sulfate — the  rational  anti-depressant. 
Edrisal,  therefore,  not  only  relieves  the  pain  itself 
but  also— by  lifting  your  patient’s  mood— relieves 
his  concern  with  pain.  Best  results  are  usually 
obtained  with  a dosage  of  two  Edrisal  Tablets — 
repeated  every  three  hours,  if  necessary. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


its  dual  action  relieves  pain,  lifts  mood 

Each  Edrisal*  tablet  contains  Benzedrine*  Sulfate 
(racemic  amphetamine  sulfate,  S.K.F.),  2.5  mg.; 
acetylsalicylic  acid,  2.5  gr.;  and  phenacetin,  2.5  gr. 

Available  on  prescription  only. 

*‘Benzedrine’  and  ‘Edrisal’  T.M.  Reg.  U.S.  Pat.  Off. 


(because)  Resmicon  combines  anion-exchange  polyamine  resin 
with  natural  gastric  mucin.  This  combination  means  double- 
barrelled  action  for  relief  of  pain  and  promotion  of  healing 
in  peptic  ulcer. 

(because)  Resmicon’s  polyamine  resin  inactivates  hydrochloric  acid 

by  physical  adsorption,  not  by  chemical  “neutralizing”  or  "buffer- 
ing.” This  physical  action  induces  no  alkalosis,  no  acid  rebound, 
no  depletion  of  body  electrolytes,  no  formation  of  renal  calculi, 
no  toxic  effects,  no  irritation,  and  no  uncomfortable  side  effects 
such  as  constipation,  diarrhea,  eructation,  or  flatulence. 


jL  j 

Jo  & 


:V' 


T.M. 


SMICON 


acid-adsorbent  demulcent 


because)  Resmicon’s  mucin  provides  a dense,  tenacious  coat- 

ng  for  the  eroded  area,  as  well  as  for  the  whole  gastric  mucosa.  This 
lucinous  film  — highly  resistant  to  penetration  by  HCI  and  pepsin  — 
rotects  the  ulcerated  tissue  and  fosters  healing. 

iESMICON  ablets:  gastric  mucin,  170  mg.j  anion-exchange 
olyamine  resin,  500  mg.;  supplied  in  bottles  of  84  tablets. 


LABORATORIES 

Division  Nutrition  Research  Laboratories 
Chicago  30,  Illinois 
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In  anemia... 


According  to  Haden,  there  are  two  “critical 
points”  in  red  cell  maturation— the  megalo- 
blast  and  normoblast  stages.* 

Each  Liafon  Capsule  contains:  Desiccated 
liver  0.5  Gm. ; F errous  sulfate  exsiccated  2 gr. ; 
Ascorbic  acid  50  mg.;  Folic  acid  1.67  mg. 
1 or  2 capsules  t.i.d.  Bottles  of  100  Capsules 


LIAFON 


’liafon1  is  a trademark  of  E.  R.  SQUIBB  a SONS 
PRINCIPLES  OF  HEMATOLOGY.  ED.  3.  1946.  P.  31 


Manufacturing  Chemists  to  the  Medical  Profession  since  1858 
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AT  LAST!  EFFECTIVE  RELIEF  IN  BRONCHIAL  ASTHMA 


Its  nam 


i 

'inconspicuous  side  effects"1 

i 

i 

I Prompt,  complete  relief  in  bronchial 

asthma  and  associated  conditions  . . . yet 
“causes  very  little  central  nervous 
stimulation  and  produces  little  or  no 
I pressor  action.”1 

85% -90%  effective  relief  in  over  1400 
I patients  during  an  exacting 

I 8-year  clinical  study. 

I Increased  vital  capacity  . . . better  feeling 
I of  well-being  . . . essentially  free  from 
I undesirable  side  actions. 

I 

4 NETHAPHYL® 


For  liquid  dosage . . . Syrup  Nethaprin.  ® 

Pleasant  tasting.  Nethaphyl’s  effective 
relief,  enhanced  by  Decapryn’s  long- 
lasting  antihistaminic  action  in  seasonal 
and  other  allergies.  Each  See  contains: 
Nethamine®  25  mg.,  Theophylline  (U.S.P.)  50 
mg.,  Dccapryn®  Succinate  6 mg. 

CINCINNATI 


Each  capsule  contains:  Nethamine® 

Hydrochloride  50  mg.,  Butaphyllamine®  0.12  Gm., 
and  phenobarbital  15  mg. 

Also  available  in  half-strength. 


1-Hansel,  F.  K.:  Ann.  Allergy,  5:397,  1947. 


HOURS  3 6 9 12  15  18  21  24 


...was  developed  to  fill  the 
“ need  fo? • an  insulin  with 
activity  intermediate  between 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin.”1 


IN  1939,  Reiner,  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 

IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 


TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ‘B.W.  & Co.’— or  with  a 2:1  mixture 
of  regular  insulin:  protamine  zinc  insulin.  Ready-to-use 
Globin  Insulin  ‘B.W.  & Co.’  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials , U-40  and  U-80. 

1.  Rohr,  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  Ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 


‘B.W.&CO.’-a  mark  to  remember 


BURROUGHS  WELLCOME  & CO.fU.S.A.)  INC.  TuckahoeT.NewYork 
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infant  anorexia 


rapidly  disappears 


EXCELLENT  PRESCRIPTION  INGREDIENT 


Just  five  drops  daily  of  White’s  Multi- 
Beta  Liquid  stimulates  the  infant 
appetite;  weight  increase  is  favorably 
influenced  and  greater  resistance  to 
infection  exhibited — the  early  infant’s 
vitamin  B intake  is  at  a safe  range. 

Similarly  in  the  adult,  White’s  Multi- 
Beta  Liquid,  in  teaspoon  dosage,  helps 
replenish  and  maintain  adequate  vitamin 
B stores — corrects  deficiency -induced 
anorexia,  aids  in  patient  recovery, 
improves  special  or  restricted  dietaries. 


Trfliuj 


Palatable,  non-alcoholic  and  stable.  White’s 
Multi-Beta  Liquid  is  ideally  suited  to 
prescription  use.  Compatible  with  such  ingre- 
dients as:  (1)  Tincture  JNux  Vomica,  in  equal 
parts,  (2)  Elixir  Phenobarbital,  1 to  4 parts, 
(3)  W hite’s  Mol-Iron  Liquid,  1 to  8 parts. 

UI.TI-BETA  LIQUID 

. . . multi-purpose  B complex  source 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  NEWARK  7,  N.  J. 
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The  fluid  sulfadiazine  that 


Children — and  adults  who  balk 
at  bulky  sulfadiazine  tablets — 
take  Eskadiazine  willingly 
because  of  its  delicious  taste 
and  pleasant  consistency. 

Instead  of  ordinary  sulfadiazine, 
Eskadiazine  contains  S.K.F.’s 
microcrystalline  sulfadiazine  in 
a stabilized  suspension.  Result: 
desired  serum  levels  may  be  attained 
3 to  5 times  more  rapidly  with 
Eskadiazine  than  with  sulfadiazine  in 
tablet  form.  Each  5 cc.  (one  teaspoonful) 
contains  0.5  Gm.  (7.7  gr.)  of 
sulfadiazine — the  dosage  equivalent 
of  the  standard  sulfadiazine  tablet. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Eshadiazine 


the  outstandingly  palatable  fluid  sulfadiazine 


caligesic 


Analgesic  Calamine  Ointment  (Greaseless) 
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Soft  Diet 

trying  your  patients' patience? 


— try  palatable 
Swift's  Strained  Meats 


Tempting , natural  source  of  complete  protein 


6 varieties 


The  things  some  patients  on  soft, 
smooth  diets  have  to  eat!  It’s  no 
wonder  appetites  lag. 

To  perk  up  patients’  interest  in 
food,  many  doctors  now  prescribe 
specially  prepared  Swift’s  Strained 
Meats  when  soft  foods  are  indicated 
in  a high-protein,  low-residue  diet. 
They  help  two  ways.  One,  Swift’s 
Strained  Meats  taste  so  good.  Few 
patients  can  turn  down  real  meat 
goodness.  Two,  an  excellent  source 
of  B vitamins,  Swift’s  Strained  Meats 
help  restore  patients’  natural  appe- 
tite for  all  foods. 


Originally  prepared  for  infant 
feeding,  Swift’s  Strained  Meats  are 
soft,  smooth  (may  easily  be  used  in 
tube-feeding),  slightly  salted  — 
cooked  to  retain  all  their  delicious 
meat  flavor.  Six  kinds  for  variety: 
beef,  lamb,  pork,  veal,  liver,  heart. 
Each  one  100%  meat,  they  provide 
an  excellent,  palatable  source  of 
complete,  high-quality  proteins  and 
hemapoietic  iron.  These  meats  make 
available  simultaneously  all  known 
essential  amino  acids  ...  for  opti- 
mum protein  synthesis.  Convenient 
— Swift’s  Strained  Meats  are  ready 
to  heat  and  serve. 


The  makers  of  Swift’s  Strained  Meats  invite  you  to 
send  for  your  copy  of  “ The  Importance  of  Protein 
Foods  in  Health  and  Disease” — a physician’s  hand- 
book of  protein  feeding,  written  by  a doctor.  Send  to: 


SWIFT  & COMPANY 


Chicago  9,  Illinois 


All  nutritional  statements  in  this  advertisement  are 
accepted  by  the  Council  on  Foods  and  Nutrition  of 
the  American  Medical  Association. 


For  patients  who  can 
take  foods  of  less  fine 
consistency  — Swift’s 
Die  td  Meats  offer  tender 
morsels  of  nutritious  meat 
with  tempting  flavors 
patients  appreciate. 


i 


% 


In  ancient  days,  Cferes,  goddess  of  fertility, 
could  offer  her  unhappy  sterile  worshippers 
nothing  more  than  faith.  Today,  Ceres  has  a 
handmaiden,  progesterone,  the  specific  principle 
lacking  in  many  instances  of  spontaneous  abortion. 


replacement  therapy  with 
proiXjton*  prevents  abortion 

in  8 of  every  10  wc(men  when  due  to 
corpus  luteum  hormone  deficiency. 


I 


Pr  >lu 


Available  as  ProiAjton  for  intramuscular  injection, 
and  as  Prolutop<  Buccal  Tablets,  (Schering’s 


TON  ji: 


recently  developed  intraoral  form  of  pure 
proges  erone^  these  two  preparations  meet  the  needs 


f all  patients  requiring  corpus  luteum  therapy 
is  ilsd  in<  icat< 


in  threatened  abortion  and  dysmenorrhea. 

J- > 


\CM6ttflO  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


i H , 

J| 

.is:'-’ 


PROLUTON 


To  the  patient  with  musculoskeletal  pain  and  discomfort,  local  application  of 
Arthralgen/' M'  Arthralgesic  Unguent,  speedily  brings  beneficient  relief.  It 
creates  a lasting  sensation  of  deep,  relaxing  warmth  as  welcome  as  the  com* 
forting  sun  of  Spring. 

ARTHRAIGEN 


counteracts  circulatory  difficulties,  typical  of  rheu- ' 
mafic  and  allied  disorders,  through  the  action  of  its 
specially  combined  analgetic  and  vasodilator 
agents  — thymol,  menthol,  methyl  salicylate  and 
methacholine  chloride.  These  beneficial  ingredi- 
ents achieve  rapid  penetration  of  the  skin  by  vir- 
tue of  Arthralgen’s  highly  absorbable,  washable 
ointment  base. 

Arthralgen  produces  active  hyperemia  promptly 
and  sustains  the  effect  for  several  hours.  The  vaso- 
dilatation is  not  accompanied  by  wheals  or  itching. 
There  is  no  appreciable  effect  on  blood  pressure. 

Arthralgen  is  valuable  in  the  treatment  of  arthral- 


Arthralgesic  Unguent 

gias,  myalgias  and  neuralgias— sprains,  lumbago, 
synovitis,  bursitis,  neuritis  and  myositis.  In  chronic 
arthritis,  Arthralgen  is  an  excellent  topical  adjunct 
to  systemic  therapy. 

Arthralgen,  Arthralgesic  Unguent,  containing  0.25%  meth- 
acholine chloride,  1%  thymol,  10%  menthol,  15%  methyl 
salicylate:  available  in  one-ounce  tubes  and  half-pound  jars,  y 


DIVISION  NUTRITION  RESEARCH  LAB 
CHICAGO  30,  llll 


FROM  SECRETARY  OF  DEFENSE  LOUIS  JOHNSON- 


AN  URGENT 
APPEAL 
TO  YOUNG 
DOCTORS! 

Your  personal  help  is  needed  to  avert  a 
serious  threat  to  our  national  security! 

By  the  end  of  July  of  this  year  we 
will  have  lost  almost  one-third  of  the 
physicians  and  dentists  now  serving 
with  our  Armed  Forces.  Without  an 
increased  inflow  of  such  personnel, 
the  shortage  will  assume  even  more 
dangerous  proportions  by  December 
of  this  year. 

These  losses  are  due  to  normal  ex- 
piration of  terms  of  service.  The 
professional  men  who  are  leaving  the 
Armed  Forces  during  this  critical 
period  are  doing  so  because  they 
have  fulfilled  their  duty-obligations 
and  have  earned  the  right  to  return 
to  civilian  practice. 

Without  sufficient  replacements  for 
these  losses,  we  cannot  continue  to 
provide  adequate  medical  and  dental 
care  for  the  almost  1,700,000  service 
men  and  women  who  are  the  back- 
bone of  our  nation’s  defense. 

Normal  procurement  channels  will 

not  provide  sufficient  replacements! 

To  alleviate  this  critical,  impending 
shortage  of  professional  manpower 
in  the  three  services,  I am  urging  all 
physicians  and  dentists  who  were 
trained  under  wartime  A.S.T.P.  and 
V-12  programs  under  government 
auspices  or  who  were  deferred  in 
order  to  complete  their  training  at 
personal  expense,  and  who  saw  no 
active  service , to  volunteer  for  a two- 
year  tour  of  active  duty,  at  once! 


We  have  written  personally  to  more 
than  10,000  of  you  in  the  past  weeks 
urging  such  action.  The  response  to 
this  appeal  has  not  been  encourag- 
ing, and  our  Armed  Forces  move 
rapidly  toward  a professional  man- 
power crisis! 

Many  responses  have  been  negative, 
but  worse — a great  number  of  doc- 
tors have  not  replied.  It  is  urgent 
that  we  hear  from  you  immediately! 

We  feel  certain  that  you  recognize  an 
obligation  to  your  fellow  men  as  well 
as  to  your  profession  in  this  matter. 
We  are  confident  that  you  will  fulfill 
that  obligation  in  the  spirit  of  public 
service  that  is  a tradition  with  the 
physician  and  dentist. 

There  is  much  to  be  said  for  a tour 
of  duty  with  any  of  the  Armed 
Forces.  You  will  work  and  train  with 
leading  men  of  your  professions.  You 
will  have  access  to  abundant  clinical 
material;  have  the  best  medical  and 
dental  facilities  in  which  to  practice. 
You  will  expand  your  whole  concept 
of  life  through  travel  and  practice  in 
foreign  lands.  In  many  ways,  a tour 
of  service  will  be  invaluable  to  you 
in  later  professional  life! 

Volunteer  now  for  active  duty.  You 
are  urged  to  contact  the  Office  of  Secre- 
tary of  Defense  by  collect  wire  immedi- 
ately, signifying  your  acceptance  and 
date  of  availability.  Your  services  are 
badly  needed.  Will  you  offer  them ? 
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In  Treating  Para-nasal  Infection 


ARGYROL 


Affords 


multiple  action 
without  reaction 


Bacteriostatic,  demulcent  and  detergent  in  its 


The  argyrol  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the  naso- 
lacrimal duct. 

2.  The  nasal  passages  . . . with  1 0 per  cent 
ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  10  per  cent 
ARGYROL  by  nasal  tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Stimulates  secretion  and  cleanses, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 


positive  actions,  argyrol  constantly  demonstrates 
its  advantages  for  effective  control  of  infection 
and  restoration  to  normal  function. 

Additionally,  its  use  does  not  handicap  the 
restoration  process  by  compensatory  congestion, 
the  experience  so  often  suffered  with 
many  vasoconstrictors. 


— the  medication 
of  choice  in  treating  para  - nasal  infection. 
SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 

Made  only  by  the 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

argyrol  is  a registered  trademark, 
the  property  of  A.  C.  Barnes  Company 
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Editorials 


Tenure  of  Hospital  Staff  Appointments 


The  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  at  the 
annual  meeting  this  year  considered  the 
matter  of  tenure  of  hospital  staff  appoint- 
ments. It  was  voted  that  “an  appropriate 
committee,  working  in  conjunction  with 
other  interested  groups  ....  initiate 
studies  to  define  just  and  uniform  standards 
for  dealing  with  problems  relative  to  tenure 
of  hospital  staff  appointments,  and  other 
pertinent  matters  relative  to  staff  appoint- 
ments.” Also  “that  proper  and  equitable 
hospital  administration  should  include  pro- 
visions in  hospital  bylaws  to  protect  staff 
appointments  of  physicians  from  capricious 
or  summary  termination.”1 

The  Planning  Committee  for  Medical 
Policies  initiated  the  recommendation  in  its 
annual  report,  and  it  may  well  be  that  such 
studies  may  lead  to  a clearer  understanding 
by  all  parties  at  interest,  especially  if  pre- 
cedent cases  adjudicated  in  the  courts  are 
thoroughly  studied. 

A case  in  point  is  that  of  Van  Campen  v. 
Olean  General  Hospital,  in  which  the  plaintiff 

1 Minutes  of  the  House  of  Delegates,  1949. 


physician  who  was  dropped  from  the  staff 
alleged  “arbitrary  and  confiscatory  action” 
on  the  part  of  the  hospital.  He  received 
notice  that  by  action  of  the  board  of  directors 
he  was  dropped  from  the  visiting  staff,  with 
the  privilege  of  treating  his  patients  then  in 
the  hospital. 

Mr.  Justice  Davis  of  the  Court  of  Ap- 
peals, in  reversing  the  lower  court  which 
found  for  the  appellant  physician,  expressed 
the  unanimous  opinion  of  his  colleagues  in 
dismissing  the  complaint.2  In  his  discussion 
he  brought  out  many  points  of  interest  to 
physicians : 

1.  The  plaintiff  physician  alleged  that 
the  defendant  hospital  was  a “public  cor- 
poration.” This  view  was  sustained  by  the 
lower  court,  but  was  not  held  by  the  Court  of 
Appeals.  Said  Mr.  Justice  Davis: 

2.  His  (the  plaintiff’s)  claim  is  that  he  has 
been  deprived  of  the  right  to  use  in  his  business 
the  property  of  another,  the  defendant. 

3.  The  learned  trial  court  has  found  and  the 
judgment  declares  that  the  defendant  is  a public 
corporation.  With  due  deference  we  cannot  take 

2 Opinion  reported  in  210  A.D.  204  and  affirmed  by  the 
Court  of  Appeals  in  239  N.Y.  613. 
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that  view.  Public  corporations  are  the  instru- 
mentalities of  the  State,  founded  and  owned  by 
it  in  the  public  interest,  supported  by  public 
funds  and  governed  by  managers  deriving  their 
authority  from  the  State. 

There  are  many  public  institutions  in  this 
State  devoted  to  the  care  of  afflicted  and  unfor- 
tunate people.  They  may  be  conducted  directly 
by  the  State  or  they  might  be  made  by  statute 
corporate  bodies,  like  school  trustees  of  boards  of 
education.  Hospitals  may  be  established  by 
certain  municipalities.  These  are  public  hospi- 
tals. Corporations  organized  by  permission  of  the 
Legislature  undertake  to  perform  similar  duties. 
They  are  supported  mainly  through  voluntary 
gifts.  These  are  private  corporations.  That  they 
are  engaged  in  charitable  work  for  the  benefit  of  the 
; public  and  thereby  affected  with  a 'public  interest 
does  not  make  them  public  corporations.  The  fad 
that  they  may  receive  a donation  from  the  govern- 
ment to  enable  them  to  carry  on  their  work,  or  funds 
from  a city  or  county  to  care  for  sick  and  disabled 
indigent  persons  does  not  affect  their  character  as 
private  institutions. 

Defendant  is  a nonstock  corporation,  its 
organization  made  possible  by  an  act  of  the 
Legislature  which  determines  the  manner  of 
electing  its  directors  and  provides  a method  of  a 
new  election.  Its  affairs  are  in  many  respects 
regulated  by  statute.  Its  incorporation  was 
originally  contingent  upon  the  written  approval 
of  the  State  Board  of  Charities  and  of  a justice  of 
the  Supreme  Court  of  the  district.  Its  directors 
and  officers  may  receive  no  pay  except  under 
certain  circumstances.  It  is  subject  to  visitation, 
inspection,  and  supervision  by  the  State  Board  of 
Charities. 

While  such  a corporation  is  exempt  from  lia- 
bility for  negligence  to  patients  and  is  granted 
exemption  from  taxation,  these  facts  do  not  indi- 
cate that  the  corporation  is  public.  Exemption 
from  taxation  is  given  by  the  Legislature  to  many 
corporations  and  individuals  as  a matter  of 
public  policy. 

We  must  then  consider  whether  the  plaintiff 
had  any  vested  right  to  use  the  property  of  this 
private  corporation  for  his  own  gain;  and 
whether  a court  of  equity  has  jurisdiction  to  in- 
tervene so  far  in  the  management  of  the  hospital 
that  it  may  give  plaintiff  redress  for  what  he 
claims  were  arbitrary  and  capricious  acts  of  the 
directors. 

It  is  unnecessary  to  recite  the  differences  be- 
tween plaintiff  and  those  in  active  charge  of  the 
hospital.  The  trial  justice  aptly  described  them 

as  “petty” Whether  these  complaints 

were  well  founded  or  not  it  is  unnecessary  to  con- 
sider. That  complaints  of  mismanagement  and 
neglect  will  always  be  made  in  such  institutions 


is  inevitable.  There  were  counter-complaints 
that  plaintiff  did  not  comply  with  the  rules  and 
regulations  adopted  for  the  hospital  management. 
Evidently  the  directors  eventually  came  to  re- 
gard plaintiff  as  a disturber  of  the  harmony  of  the 
institution . The  notification  of  his  being  dropped 
from  the  visiting  staff  followed. 

Inasmuch  as  the  Reference  Committee  on 
the  Report  of  the  Planning  Committee  for 
Medical  Policies  suggested  that  “proper  and 
equitable  hospital  administration  should  in- 
clude provisions  in  hospital  bylaws  to  protect 
stiff  appointments  ....,”  the  following 
remarks  of  the  learned  Justice  will  be  found 
of  interest: 

Just  what  is  meant  by  the  “visiting  staff”  is 
not  entirely  clear.  Portions  of  the  bylaws  are 
printed  in  the  record.  One  states  that  “the 
medical  staff  shall  be  composed  of  resident 
practicing  physicians  and  surgeons  of  Cat- 
taraugus County”  who  are  members  of  the 
hospital.  It  does  not  say  the  staff  shall  include 
all  such  physicians  and  surgeons.  Another  bylaw 
provides  that  if  the  board  of  directors  shall  deter- 
mine that  the  character,  conduct,  or  acts  of  any 
member  of  the  medical  staff  are  such  as  to  interfere 
with  the  orderly  conduct  of  the  hospital,  the  board 
may  by  resolution  remove  or  suspend  him. 

Of  especial  significance  to  anyone  who 
questions  the  powers  of  hospital  governing 
boards  is  the  following: 

There  is  no  provision  in  the  bylaws  for  a hearing 
prior  to  removal  or  suspension.  We  think  none  is 
required.  The  selection  and  retention  of  phy- 
sicians to  treat  patients  admitted  to  the  hospital 
are  matters  of  judgment  and  discipline.  The 
power  to  appoint  usually  implies  the  authority  to 
remove.  In  common  experience  instances  are  not 
unusual  where  some  physician  disagrees  with 
hospital  management.  When  such  disagreement 
becomes  so  pronounced  as  to  interfere  with 
orderly  management  and  discipline,  and  when 
there  is  persistent  violation  and  disobedience  of 
necessary  rules  and  regulations,  we  think  the 
directors  may  bring  the  inharmonious  conditions  to 
an  end  by  summary  action.  They  are  not  required, 
in  our  judgment,  to  give  notice  and  conduct  a trial  in 
every  such  case.  Public-spirited  citizens,  usually 
having  business  of  their  own,  who  act  as  directors 
without  pay,  having  many  duties  relative  to 
finance  and  management,  would  no  doubt  find 
their  time  fully  occupied  if  the  duty  of  holding 
trials  on  all  sorts  of  complaints  was  superadded. 
If,  in  every  detail  of  management  involving  the 
relation  of  the  hospital  with  the  physician  and 
patient,  they  have  no  power  of  final  decision  but 
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must  be  guided  and  directed  by  orders  and  judg- 
ments of  the  court  therein,  then  their  duties  are 
little  mare  than  perfunctory . 

The  management  of  such  corporations  is  given 
by  law  to  the  board  of  directors.  It  is  a power 
delegated  by  the  Legislature.  The  authority  of 
the  directors  of  membership  corporations  to  deal 
with  property  is  restricted.  Otherwise,  their 
duties  are  similar  to  those  of  directors  of  other 
corporations  and  similar  principles  apply 

Directors  hold  office  charged  with  the  duty  to 
act  for  the  corporation  according  to  their  best 
judgment,  and  they  cannot  be  controlled  in  the 
reasonable  exercise  and  performance  of  such 
duty.  They  have  wide  discretion  in  determining 
policies,  and  its  exercise  in  a given  matter  is  not 
subject  to  review  by  the  court  unless  there  is 
clearly  error  in  the  performance  of  a legal  duty. 
Equity  will  not  attempt  to  correct  errors  of 
judgment,  for  courts  have  nothing  to  do  with  the 
internal  management  of  corporations  in  the  ab- 
sence of  fraud  or  bad  faith,  if  kept  within  cor- 
porate powers. 

The  law  does  not  require  a corporation  like  de- 
fendant to  furnish  its  services  and  accommodations 
to  every  one  who  applies,  whether  patient  or  phy- 
sician. There  can  be  no  absolute  right  in  individ- 
uals to  claim  the  benefit  of  its  privileges.  Such 


Retirement 

The  prospective  retirement  of  Dr.  Morris 
Fishbein  as  editor  of  the  Journal  of  the 
American  Medical  Association  will  be  viewed 
with  sincere  regret  by  all  those  who  know 
him.  For  thirty-six  years  Dr.  Fishbein  has 
devoted  his  extraordinary  abilities  to  the 
improvement  of  medical  journalism  in  the 
United  States  and  has  created  a publication 
outstanding  in  the  medical  literature  of  the 
world. 

In  1913,  Dr.  George  H.  Simmons,  then 
editor  of  the  Journal,  went  abroad  for  his 
vacation.  Dr.  E.  E.  Hyde,  assistant  to  the 
editor,  and  acting  editor  during  Dr.  Sim- 
mons’ absence,  died  suddenly  of  myelogenous 
leukemia.  On  August  27  of  that  year  Dr. 
Fishbein  had  commenced  his  work  with  the 
Association  replacing  Dr.  Hyde.  Dr.  George 
Simmons  had  obtained  his  services  on  the 
recommendation  of  Dr.  Frank  Billings  and 
Dr.  Ludvig  Hektoen.  Dr.  Fishbein  served 
as  assistant  editor  until  Dr.  Simmons’  re- 


a thing  would  be  impossible.  There  must  be 
discretion  vested  in  the  management  to  make 
selection  from  applicants  with  regard  to  accom- 
modations available.  It  may  reject  one  who  has 
some  trivial  ailment,  and  accept  another  whose 
needs  are  greater.  This  is  not  illegal  discrimina- 
tion depriving  a person  of  his  rights,  nor  do  we 
deem  it  such  discrimination  if  from  a large  number 
of  physicians  it  selects  members  of  its  visiting 
staff  with  regard  not  only  to  their  medical  skill, 
but  to  their  adaptability  to  the  rules  and  dis- 
cipline of  the  institution 

The  usual  remedy  for  persons  dissatisfied  with 
the  internal  management  of  corporate  affairs  is  to 
elect  a new  board  of  directors.  If  the  acts  of  the 
directors  are  generally  regarded  as  arbitrary  and 
unjust,  contributions,  without  which  the  hospital 
cannot  operate,  will  be  withheld;  and  public- 
opinion,  the  most  potent  regulator  of  public 
affairs,  will  furnish  the  remedy. 

We  cite  this  case  in  extenso,  believing  that 
it  covers  many  points  of  interest  relative  to 
the  relationship  of  hospital  visiting  staffs 
and  hospital  governing  boards. 


All  italics  are  ours.  References  to  legal  sources,  precedents 
etc.,  contained  in  the  opinion  have  been  omitted. — Editor 


of  an  Editor 

tirement  in  1924  when  the  latter  was  made 
editor  emeritus.  During  this  period,  1913 
to  1924,  the  editorials  in  the  Journal  were 
mostly  the  responsibility  of  Drs.  Lafayette 
Mendel,  Ludvig  Hektoen,  and  Morris  Fish- 
bein. 

In  1924  also,  the  offices  of  editor  of  the 
Journal  and  general  manager  of  the  A.M.A. 
were  separated  on  the  ground  expressed  by 
Dr.  Wells  P.  Eagleton  of  New  Jersey  that 
“the  editor  should  devote  his  entire  time  to 
the  scientific  and  ethical  aspects  of  the  pro- 
fession, not  to  its  business.”1  This,  Dr. 
Fishbein  has  done  not  only  as  editor  of  the 
Journal  but  in  the  advancement  of  medical 
education,  improvement  of  hospitals,  and 
the  suppression  of  quackery. 

In  1949,  by  resolution  of  the  Board  of 
Trustees  of  the  A.M.A.,  Dr.  Fishbein  was 
relieved  of  many  of  his  other  activities. 

1 History  of  the  A.M.A.,  Philadelphia,  W.  B.  Saunders  Co 
11)47,  p.  340. 
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Hereafter  the  editor  will  confine  his  time  ex- 
clusively to  the  scientific  aspects  of  the 
Association  and  will  not  be  available  for 
public  talks  except  on  scientific  subjects. 

Those  being  trained  by  Dr.  Fishbein  as 
successors  to  his  other  jobs  are  Dr.  Richard 
J.  Plunkett,  associate  editor  of  the  Journal, 
who  will  become  editor  of  the  nine  specialized 
medical  journals  published  by  the  A.M.A.; 
Dr.  W.  W.  Bauer,  director  of  the  Bureau  of 


Health  Education  and  associate  editor  of 
Hygeia,  health  magazine  for  the  laity,  who  is 
slated  to  be  editor  of  the  latter,  and  Miss 
Magdaline  Freyder,  A.M.A.  librarian,  who 
will  become  editor  of  the  quarterly  Cumula- 
tive Index  Medicus.  Dr.  Austin  Smith,  sec- 
retary of  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.M.A.,  has  been  in 
training  as  the  assistant  editor  of  the 
J.A.M.A. 


Current  Editorial  Comment 


Production  and  Distribution  of  Isotopes. 

The  year  1948  was  the  golden  anniversary 
of  Pierre  and  Marie  Curie’s  discovery  of 
radium.  Also,  1948  was  the  silver  anniver- 
sary of  the  use  by  Hevesy,  in  Denmark,  of 
radioactivity  to  trace  the  course  and  be- 
havior of  a stable  element  in  a biologic 
system.  Then,  in  1934,  came  what  Aeber- 
sold  calls  the  “miraculous  discovery” 
by  Curie  and  Joliot  that  nearly  all  ordinary 
stable  elements  can  be  induced  to  become 
radioactive.1 

The  man-made  radioisotopes  at  first 
could  be  made  only  in  limited  quantities  at 
considerable  expense  by  atom-smashing 
cyclotrons.  The  new  world  of  opportuni- 
ties in  medical  research  and  application 
came  only  with  the  first  successful  chain 
reaction  in  uranium,  developed  by  the 
wartime  atomic  energy  project,  known  as 
a “nuclear  reactor”  or  “atomic  pile.” 
Not  until  June,  1946,  was  it  announced 
that  pile-produced  radioisotopes  would 
be  made  available  to  those  outside  the 
atomic  energy  project. 

Within  two  years,  in  May,  1948,  ship- 
ments of  isotopes  were  at  the  rate  of  over 
200  per  month,  to  119  institutions  in  thirty 
states  and  to  fourteen  foreign  countries. 
Individual  projects  in  all  fields  of  study 
number  over  1,400,  of  which  studies  in 
medicine  and  biology  total  over  700. 
The  isotopes  most  commonly  used  in  phys- 
iologic studies  are  iodine  131,  phosphorus 
32,  and  carbon  14.  In  addition  sulfur  35, 
sodium  24,  potassium  42,  iron  55  and  59, 
and  calcium  45  have  been  used  extensively. 
Isotopes  used  in  limited  quantities  for 
experimental  therapy  include  gold  198, 
silver  110,  copper  64,  zinc  65,  strontium 
89,  and  cobalt  60.  The  fields  of  study 
embrace  diagnosis,  treatment,  and  re- 
search in  metabolism,  physiology,  and 

• Aebersold,  P.  C.:  J.A.M.A.  138:  1222  (Dec.  25)  1948. 


pharmacology.  The  Atomic  Energy  Com- 
mission has  made  available  twenty-nine 
radioisotopes  of  twenty  elements,  of  value 
in  biologic  and  medical  studies  by  investi- 
gators in  foreign  countries.  Shipments 
have  been  made  to  fourteen  countries 
where  impressive  results  are  reported  in 
more  than  a hundred  individual  projects. 

The  greatest  present  need  is  for  dis- 
semination of  detailed  available  informa- 
tion on  laboratory  procedures  of  isotope 
applications,  and  for  training  interested 
scientists.  The  Commission’s  Office  of 
Technical  Information  provides  circulars 
on  classified  information;  also  it  supplies 
unclassified  information  and  has  instituted 
a system  of  fellowships  for  training  in 
atomic  energy  development.  Physicians 
are  urged  to  write  to  the  Isotope  Division, 
Atomic  Energy  Commission,  Oak  Ridge, 
Tennessee,  concerning  available  informa- 
tion and  assistance  on  whatever  problems 
they  think  may  best  be  approached 
through  the  use  of  isotopes. 

The  Baby  Book.  The  State  Department 
of  Health  has  issued  an  excellent  informa- 
tive booklet  for  the  laity  under  the  above 
title.  It  has  had  a most  favorable  recep- 
tion, judging  from  the  fact  that  the  first 
edition  of  110,000  copies  was  exhausted  al- 
most immediately,  and  additional  printings 
ordered,  and  from  the  many  expressions  of 
praise  received  by  the  State  Department. 
Through  the  various  local  health  depart- 
ments and  regional  offices,  the  booklet  was 
offered  to  all  hospitals  in  the  upstate  areas 
for  distribution  to  their  obstetric  patients. 

The  State  Society’s  Committee  on  Public 
Health  and  Education  took  an  active  part 
in  an  advisory  capacity  in  the  preparation 
of  the  book.  The  Baby  Book  should  serve  a 
useful  purpose  for  the  instruction  of  prospec- 
tive mothers  in  the  care  of  infants. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 

From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


Tuberculosis  Control  Program  in  New  York  State  Institutions 

for  the  Mentally  111 


In  1941  the  Departments  of  Health  and 
of  Mental  Hygiene  of  New  York  State 
inaugurated  a tuberculosis  control  program 
in  mental  institutions  in  an  effort  to  lower 
the  high  morbidity  and  mortality  rates  and 
to  prevent  the  transmission  of  infection. 

Initial  case-finding  surveys  conducted  at 
the  hospitals  for  the  mentally  ill,  the 
schools  for  the  mentally  defective,  and  Craig 
I Colony  for  Epileptics  were  completed  in 
1944  and  revealed  prevalence  rates  many 
times  higher  than  those  of  the  general 
population.  At  the  hospitals,  4,133  of  the 
73,658  patients  examined,  and  at  the  schools 
and  Craig  Colony,  377  of  the  15,400  patients 
examined  showed  x-ray  evidence  of  clinically 
significant  pulmonary  tuberculosis  for  prev- 
alence rates  of  5.6  per  cent  and  2.4  per  cent, 
respectively.  A prevalence  rate  of  1.1 
per  cent  was  found  for  the  14,000  employes 
x-rayed  at  the  hospitals,  and  a rate  of  0.7 
per  cent  for  the  2,768  x-rayed  at  the  schools 
and  Craig  Colony. 

I The  prevalence  rates  in  the  fifteen  to 
nineteen  year  age  group  were  higher  for 
females  than  for  males;  in  all  other  age 
groups  the  rates  were  consistently  higher 
for  males  than  for  females.  In  the  schools 
the  rates  were  higher  for  females  than  for 
males  up  to  the  thirty-five  to  forty-four 
year  age  group,  above  which  the  rates  were 
higher  for  males.  When  the  length  of  the 
interval  between  first  admission  to  a State 
mental  hospital  and  the  date  of  the  initial 
. x-ray  survey  was  taken  into  consideration, 
it  was  found  that  prevalence  rates  were 
higher  for  patients  with  longer  time  periods 
following  first  admission.  It  was  noted  also 
that  in  the  hospitals  where  prevalence  rates 
for  patients  were  high  they  tended  to  be 
high  for  employes,  and  when  the  rates  were 
low  among  patients  they  tended  to  be  low 
among  employes. 


The  communicability  of  tuberculosis,  fos- 
tered as  it  is  in  these  institutions  by  such 
factors  as  overcrowding  and  the  inability 
of  the  patients  to  observe  prophylactic 
measures,  necessitates  the  provision  of 
separate  buildings  for  the  segregation  and 
care  of  infectious  cases.  At  present  only  a 
few  institutions  have  buildings  used  solely 
for  their  tuberculosis  patients;  some  have 
separate  wards  in  buildings  housing  non- 
tuberculous  patients,  and  others  have  no 
facilities  and  therefore  transfer  their  tuber- 
culous patients  to  the  institutions  where 
special  beds  are  available.  Plans  are  now 
being  made  for  the  construction  of  new 
buildings  and  for  the  remodeling  of  existing 
buildings  to  provide  conveniently  located 
hospital  centers  to  be  used  exclusively  for 
the  segregation  and  care  of  all  cases  of 
clinically  significant  tuberculosis.  By  this 
means  tuberculous  patients  would  be  com- 
pletely segregated  from  the  nontuberculous, 
and  the  relative  number  of  employes  sub- 
jected to  the  hazard  of  exposure  to  active 
cases  would  be  decreased. 

Immediately  following  the  initial  survey 
at  each  institution  a routine  was  established 
whereby  chest  x-rays  would  be  made,  from 
that  time  on,  of  all  candidates  for  employ- 
ment and  of  all  newly  admitted  or  re- 
admitted patients.  From  the  time  this 
routine  was  started  in  each  institution, 
through  1946,  figures  showed  a prevalence 
rate  of  0.8  per  cent  of  clinically  significant 
tuberculosis  among  applicants  for  employ- 
ment. Among  12,794  patients  newly  ad- 
mitted to  20  institutions,  351  were  found  to 
have  clinically  significant  pulmonary  tuber- 
culosis, for  a prevalence  rate  of  2.7  per  cent. 
When  candidates  for  employment  are  found 
to  have  clinically  significant  tuberculosis, 
they  are  referred  to  tuberculosis  hospitals 
for  study  and  treatment;  permanent  ap- 


1779 


1780 


DEVELOPMENTS  IN  PUBLIC  HEALTH 


[N.  Y.  State  J.  M. 


pointment  is  not  granted  until  evidence  of 
the  inactivity  of  the  disease  process  is  pre- 
sented. Patients  found  to  have  x-ray 
evidence  of  infectious  disease  are  promptly 
segregated. 

The  original  and  ideal  plan  to  conduct 
resurveys  at  yearly  intervals  at  all  of  the 
institutions  has  not  been  possible  because  of 
insufficient  personnel.  However,  resurveys 
conducted  over  a period  of  five  years,  with 
intervals  ranging  from  more  than  two  years 
to  more  than  four  years,  are  now  nearly 
completed  and  indicate  an  average  incidence 
rate  of  approximately  0.4  per  cent  per  year 
for  patients  on  the  general  wards.  In  a 
special  study  of  the  incidence  of  pulmonary 
tuberculosis  among  employes  in  13  institu- 
tions, the  rate  for  employes  in  the  hospitals 
was  0.1  per  cent  per  year,  which  is  approxi- 


mately the  same  as  the  estimated  rate 
for  the  general  population  of  the  State. 

A system  to  supply  basic  data  for  clinical, 
statistical  and  epidemiologic  studies  has  been 
established.  Provision  has  been  made  also 
for  follow-up  examinations,  by  local  health 
departments,  of  discharged  tuberculous  pa- 
tients, of  tuberculous  patients  on  convales- 
cent status,  and  of  their  contacts. 

Preliminary  studies  in  penal  and  correc- 
tional institutions  indicate  that  tuber- 
culosis prevalence  rates  for  inmates,  al- 
though not  so  high  as  for  patients  of  mental 
hospitals  and  schools,  are  higher  than  those 
for  the  general  population.  A control  pro- 
gram, therefore,  similar  to  that  of  the  mental 
institutions,  is  now  being  proposed  for  the 
institutions  of  the  State  Department  of 
Correction. 


MEDICAL 

SOCIETY  OF  THE  STATE  OF  NEW  YORK 
District  Branch  Meetings — 1949 

District 

Date 

Branch 

Place  of  Meeting 

Time 

September  13 

Fifth 

Oswego 

Afternoon  and  evening 
(dinner) 

September  15-16 

Fourth 

Saranac  Lake 

Thursday  afternoon, 

Friday  morning 
(dinner  Thursday 
evening) 

September  22 

Seventh 

Rochester 

Morning  and  afternoon 
(luncheon) 

Morning  and  afternoon 
(luncheon  at  Catskill 
Country  Club) 

September  29 

Third 

Greene  County  Memorial 
Hospital,  Catskill  (a.m.) 
Catskill  Country  Club 
(p.m.) 

October  6 

Eighth 

Red  Coach  Inn,  Niagara 
Falls 

Afternoon  and  evening 
(dinner) 

October  19 

Sixth 

Cortland 

Afternoon  and  evening 
(dinner) 

October  26 

Second 

Westchester  County 

Afternoon  and  evening 
(dinner) 

No  date  for  the  meeting  of  the  First  District  Branch  has 

been  arranged. 

PH 
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5 THE  PATHOLOGIC  PROCESS 

IN  VAGINITIS 

Physicians  recognize  that  the  treatment  in  vaginal 
infection  is  to  restore  the  vagina  to  its  normal  state. 

Criteria  of  cure  consist  not  only  of  the  ameliora- 
tion of  symptoms,  but  also  of  a return  to  a normal 
pH  of  3.8  to  4.4  and  the  absence  of  pathogenic 
organisms  in  three  consecutive  smears. 

Boehme*  states:  . . the  treatment  of  patients 

with  Trichomonas  infection  must  not  only  include  a 
trichomonacide,  but  it  must  furnish  sugars  to  be 
stored  as  glycogen  in  the  vaginal  epithelium  and 
provide  a favorable  medium  for  regeneration  of 
the  Doderlein's  bacilli  which  help  maintain  acidity. 
We  prescribe  Floraquin  tablets  which  contain  Dio- 
doquin  (5-7-diiodo-8-hydroxyquinoline),  a pro- 
tozoacide,  boric  acid,  and  lactose  and  dextrose." 

' FLORAQUIN® 

Is  a product  of  Searle  Research  and  is  supplied  in 

POWDER 

for  office  insufflation,  and 

TABLETS 

for  patient’s  use. 

•Boehme,  E.  J.:  Trichomonas  Vaginalis  Vaginitis;  Diagnosis,  Treat- 
ment, Causes  of  Failure  in  Treatment,  S.  Clin.  North  America  25:545 
(June)  1945. 
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Applied  locally,  Pyribenzamine  hydrochloride  usually  gives 
prompt  and  prolonged  relief  from  itching  in  dermatitis  venenata 
due  to  poison  ivy,  oak  or  sumac. 

Pyribenzamine  has  also  been  found  to  give  relief  to  the  majority 
of  patients  with  other  itching  dermatoses,  “particularly  atopic 
dermatitis  and  pruritus  ani.”2 

“In  many  instances  the  local  skin  conditions  are,  of  course,  more 
rapidly  and  more  completely  eradicated  by  the  combined  topical 
and  oral  administration  of  this  drug.”1 

1.  Carrier,  R.  E.,  Krug,  E.  S.,  and  Glenn,  H.  R.:  J.  Lancet,  68:  240,  June  1948. 

2.  Feinberg,  S.  M.  and  Bernstein,  T.  B.:  J.  of  A.M.A.,  134:  10,  July  1947. 

Pyribenzamine  Cream,  2 per  cent  (water-washable  base),  jars  of  50  Gm. 
and  1 pound;  Ointment,  2 per  cent  (petrolatum  base),  jars  of  50  Gm.  and 
1 pound. 
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THE  ULCERATIVE  COLITIS  PROBLEM 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  New  York 


WHILE  ulcerative  colitis  is  not  a very 
common  disease,  the  treatment  of  a 
stubborn  case  is  such  a serious  problem  that  a 
large  number  of  articles  on  this  subject  is 
accumulating  in  the  literature,  each  author’s 
opinions  differing  so  radically  from  those  of 
other  equally  qualified  contributors  that  the 
practitioner  attempting  to  treat  a case  is  today 
in  a state  of  confusion.  Attempting  to  treat  a 
diarrheal  case  with  the  usual  bismuth  and 
opium  mixture  or  one  of  the  newer  antidiar- 
rheal  preparations  and  using  suppositories  or 
ointments  if  bleeding  occurs,  the  practitioner 
finds  his  patient  not  improving  and,  in  fact, 
going  steadily  down  hill.-  Turning  to  his 
medical  journal,  textbook,  or  drug  literature, 
he  finds  justification  for  the  use  of  any  number 
of  remedies  which  have  been  recommended  by 
authorities  on  the  subject  of  ulcerative  colitis. 
Over  the  years  he  has,  without  success,  thus 
tried  fever  therapy,  Bargen  vaccine  and  serum, 
the  various  sulfonamides  as  they  came  out,  a 
succession  of  antibiotics,  and  various  organic 

1 preparations  and  hormones,  trying  each  new 
one  as  it  became  available.  Unsuccessfully 
treated  patients  travel  from  clinic  to  clinic  and, 
if  they  can  afford  it,  from  city  to  city  to  con- 
sult with  the  experts.  Many  of  my  patients 
have  been  to  one  or  more  such  medical  centers 
at  New  York,  Boston,  Philadelphia,  Balti- 
more, Chicago,  and  Rochester,  Minnesota, 
getting  different  treatments  and  advice  with- 
out permanent  benefit.  I have  seen  patients 
with  20  to  30  bloody  discharges  per  day,  ema- 
ciated, dehydrated,  suffering  from  various  food 
deficiencies,  who  have  been  prattled  to  about 
personality  changes  and  control  of  emotional 
factors.  In  recent  years  an  increasing  number 
of  these  patients  are  being  subjected  to  ileos- 
tomy, with  or  without  colectomy,  the  surgeons 
pointing  with  pride  to  the  fact  that  these  un- 
fortunate creatures  are  able  to  marry  and  pro- 
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create  even  with  such  an  impediment  to  ro- 
mance. An  evaluation  of  the  whole  problem 
would  seem  to  be  in  order  and  should  consist 
first  of  a discussion  of  pathology  and  etiology, 
which  must  determine  the  nature  of  the  treat- 
ment in  any  disease. 

Pathology 

The  term  “ulcerative  colitis”  does  not  em- 
brace a pathologic  entity.  Ulcers  due  to  spe- 
cific organisms  with  surrounding  or  generalized 
colitis  may  occur  in  any  part  of  the  colon. 
The  dysenteries  are  really  colitides,  due  to  bac- 
teria of  the  Shigella  group  or  to  Entameba  his- 
tolytica. Acute  infections  with  Salmonella 
organisms  and  with  Bacillus  pyocyaneus  pro- 
duce an  ulcerative  colitis  which  may  become 
chronic.  Lymphopathia  venereum,  syphilis, 
tuberculosis,  and  direct  infection  of  the  bowel 
wall  with  pyogenic  organisms  may  also  produce 
what,  in  the  general  sense,  may  be  called 
ulcerative  colitis.  Even  the  presence  of  an 
ulcerating  carcinoma  will  produce  a surround- 
ing colitis,  and  it  is  sad  to  relate  how  frequently 
patients  with  carcinoma  are  treated  as  ulcera- 
tive colitis  cases  until  going  beyond  the  stage 
of  operability.  As  a rule  today,  when  speaking 
of  ulcerative  colitis,  we  mean  a disease  which 
runs  a definite  course  but  for  which  no  specific 
organism  has  been  found  responsible  and  whose 
cause  is  in  dispute — hence  the  term  “idiopathic 
ulcerative  colitis.”  Kantor  suggested  the 
term  “colitis  gravis”  as  a better  name.1 

The  pathologic  lesions  of  such  an  ulcerative 
colitis  occur  in  stages  and  may  at  first  be  found 
only  in  one  segment  of  the  bowel,  often  the  rec- 
tum and  sigmoid,  and  may  remain  localized 
there  or  spread  later  to  the  entire  colon  and 
even  to  the  terminal  ileum. 

In  the  early  stages  hyperemia,  hypersecre- 
tion, and  mucosal  edema  are  present,  and  a 
punctate  rash,  resembling  herpes,  is  usually 
seen.  As  a result  of  localized  ischemia,  areas 
of  necrosis  develop  and  slough  out,  leaving  ul- 
cerated areas  which,  when  they  coalesce,  cause 
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extensive  areas  of  denudation  of  mucosa  with 
small  islands  or  tabs  of  mucosa  still  visible. 
These  denuded  areas  may  bleed  upon  slightest 
trauma  or  the  sloughing  out  of  the  walls  of 
small  blood  vessels  may  produce  more  profuse 
bleeding.  Very  deep  sloughing  may  produce 
single  or  multiple  perforations  with  resulting 
local  or  general  peritonitis  and  later  adhesions, 
deformities,  kinks,  or  obstructions.  Indura- 
tion with  infiltration  by  leukocytes,  often  de- 
monstrable as  eosinophils,  may  disappear  with 
healing  or  may  result  in  fibrosis  with  marked 
narrowing  or  stiffening  and  shortening  of  the 
colon.  The  mucosal  lesions  may  disappear 
entirely,  or  with  long  continued  irritation 
islands  of  mucosal  remnants  may  undergo  poly- 
poid changes  in  which  carcinoma  may,  but 
does  not  often,  develop.  More  or  less  bacterial 
invasion  may  be  found  in  the  tissues,  and 
lymphadenitis  may  be  demonstrable  in  the 
mesenteric  glands.  The  early  changes  de- 
scribed above  are  identical,  both  grossly  and 
microscopically,  with  the  changes  described  by 
Gray,  Walzer,  Harten,  and  their  associates. 
They  reported  on  their  experimental  work  in 
gastrointestinal  allergy,  using  the  mucosa  over 
human  hemorrhoids  and  colostomies  and  the 
intestinal  walls  of  the  Rhesus  monkeys,  sensi- 
tized by  passive  transfer,  to  observe  the  patho- 
logic changes  caused  by  ingestion  of  the  food  to 
which  the  tissues  had  been  sensitized.2-4 
These  changes  were  produced  by  a single  swal- 
low of  the  antigen.  It  can  easily  be  imagined 
what  the  effect  of  such  insults  frequently  re- 
peated would  be  in  producing  the  more  exten- 
sive changes  seen  in  the  severe  cases. 

Etiology 

There  is  a surprising  difference  of  opinion  as 
to  the  cause  of  ulcerative  colitis.  Due  to  the 
fact  that,  except  in  the  cases  of  specific  organ- 
isms mentioned  before,  the  colon  bacillus  is 
usually  the  only  or  the  predominant  organism 
found,  it  was  assumed  for  a time  that  in  some 
individuals  it  could  become  pathogenic.  The 
enterococci,  normal  inhabitants  of  the  ileum 
and  usually  not  viable  in  the  colon  except 
where  carried  through  it  rapidly  as  a result  of 
diarrhea,  were  next  implicated,  and  the  Bargen 
diplococcus,  one  of  this  group,  was  considered 
specific.  Various  other  organisms,  viruses,  and 
fungi  have  been  suggested  at  different  times. 
The  fact  that  the  disease  occurred  in  many 
patients  who  had  previously  had  dysentery 
implicated  the  dysentery  organisms.  The  food 
and  vitamin  deficiencies,  actually  the  result  of 
a lack  of  absorption,  impelled  some  clinicians 
to  include  ulcerative  colitis  among  the  defi- 


ciency diseases.  The  usual  neuropsychiatric 
manifestations  which  should  be  expected  to 
occur  in  patients  with  such  severe  gastro- 
intestinal symptoms  have  been  interpreted  by 
the  psychiatrists  as  the  causative  factors,  and 
in  some  cases  specific  changes  in  colonic  in- 
nervation have  been  postulated.  The  often 
dramatic  relief  of  all  symptoms  following  eradi- 
cation of  focal  infections  has  resulted  in  efforts 
at  isolating  a specific  organism  in  the  foci, 
without  result.  The  only  factor  which  I have 
found  to  be  almost  invariably  the  cause  of  this 
disease  has  been  allergy,  usually  to  foods,  al- 
though occasionally  pollens,  dusts,  bacteria  or 
their  products,  and  endocrine  or  hormonal  se- 
cretions would  seem  to  be  the  allergens  to  which 
the  patient  has  become  sensitized.  The  proof 
of  the  role  played  by  the  specific  substances  is 
not  a simple  matter.  It  requires  patience  and 
thoroughness  on  the  part  of  physician  and  pa- 
tient to  establish  the  cause  or  causes,  but  once 
these  have  been  found,  their  effect  on  the 
bowel,  as  seen  by  roentgen  study  and  proctos- 
copy, is  very  convincing.  And  theoretically, 
comparison  of  the  conditions  in  the  intestine 
with  those  in  another  well-known  shock  organ, 
the  respiratory  tract,  helps  to  explain  a number 
of  the  conditions  encountered  in  ulcerative  co- 
litis. In  asthma,  for  instance,  severe,  specific, 
acute  infections  often  precede  the  onset  of  the 
original  allergic  symptoms;  secondary  infec- 
tions may  result  in  a masking  of  the  cause;  re- 
moval of  focal  infections  will  occasionally  result 
in  cure;  neuropsychiatric  symptoms  abound, 
and  when,  instead  of  occurring  periodically, 
the  symptoms  become  constant  and  severe, 
marked  changes  usually  follow. 

Diagnosis 

The  history  is  important.  A family  or  pre- 
vious personal  history  of  some  form  of  allergy 
is  suggestive.  The  onset  of  the  disease  may 
occur  in  several  ways. 

1.  It  may  be  preceded  by  a more  or  less 
long-continued  history  of  attacks  of  diarrhea 
or  other  abdominal  symptoms,  often  attributed 
to  specific  dietary  indiscretions,  the  patient 
stating  that  milk  or  coffee  or  some  other  food 
has  acted  as  a laxative  or  cathartic. 

2.  There  may  be  a gradual  onset  with  mild 
diarrhea  in  the  early  stages,  gradually  becom- 
ing more  severe,  and  with  bleeding  becoming 
increasingly  noticeable. 

3.  The  symptoms  may  occur  sooner  or  later 
after  an  acute  dysentery  or  an  acute  gastro- 
enteritis or  food  poisoning. 

The  symptoms  are  readily  explainable  on  the 
basis  of  the  pathologic  findings.  The  allergic 
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reaction  in  the  mucosa  causes  spasms  and  hy- 
permotility which  produce  pains,  tenesmus, 
and  diarrhea,  the  number  of  loose  or  watery 
stools  varying  from  three  or  four  to  20  or 
30  per  day.  The  sloughing  and  exfoliation 
with  bleeding  and  excessive  production  of  mu- 
cus add  blood  and  mucus  to  the  stools  and 
eventually  will  result  in  frequent  bloody  rectal 
discharges  independent  of  fecal  admixture,  the 
patient  often  having  actually  only  one  real 
stool  in  twenty-four  or  forty-eight  hours  while 
30  to  40  of  the  bloody  rectal  discharges  are 
taking  place  per  day. 

Anorexia,  disgust  for  food,  and  the  nervous 
symptoms,  including  a marked  depressive 
state,  resulting  in  insufficient  food  intake,  the 
failure  of  digestive  secretions,  and  the  rapid  prog- 
ress of  food  over  the  diseased  intestinal  mu- 
cosa preventing  adequate  absorption,  all  com- 
bine to  cause  emaciation,  dehydration,  and 
evidences  of  food  and  vitamin  deficiencies. 
Absorption  of  toxic  materials  from  the  denuded 
areas  and  secondary  infection  will  produce 
fever,  adenopathy,  and  toxic  symptoms.  The 
neuropspchiatric  symptoms  which  may  at  first 
interfere  with  care  of  the  patient  often  change 
for  the  better  with  unbelievable  rapidity  as  the 
patient’s  general  condition  improves  under 
proper  care.  Complications  cause  serious 
symptoms.  Mesenteric  lymphadenitis  pro- 
duces symptoms  which  may  suggest  an  acute 
abdomen,  and  perforation,  while  rare,  may  be 
rapidly  fatal.  I saw  a patient  Who  died  follow- 
ing perforation  of  an  old  sigmoid  diverticulum. 

Physical  Examination. — Abdominal  exami- 
nation may  disclose  nothing  abnormal,  may 
show  distention,  localized  or  general  tender- 
ness, or  rigidity,  and  at  times  the  thickened  or 
spastic  colon  may  be  palpable  and  tender. 
General  examination  will  usually  show  the 
presence  of  focal  infections,  evidences  of  aller- 
gic reactions  in  the  skin  or  other  parts  of  the 
body,  and  in  severe  cases  will  disclose  the 
marked  emaciation,  dehydration,  and  evi- 
dences of  food,  vitamin,  and  mineral  defi- 
ciencies already  mentioned.  It  is  important 
to  ascertain  at  the  start  whether  the  patient 
has  any  organic  lesions  in  any  part  of  the  body 
so  that  complications  may  be  guarded  against 
and  treated  early  if  they  develop.  Search  for 
focal  infections  in  mouth,  nose  and  throat,  pel- 
vis, and  genitourinary  tract  should  be  thor- 
oughly carried  out. 

Rectal  Digital  Examination. — This  may  show 
sphincter  spasm  which  may  later  be  changed  to 
marked  relaxation  producing  incontinence. 
Hemorrhoids  usually  develop  and  may  become 
so  large  as  to  require  treatment.  Cryptitis 


occasionally  associated  with  markedly  en- 
larged papillae,  which  may  protrude,  are  also 
distressing  complications.  Rectal  fistulas  are 
frequently  found.  The  digital  examination 
may  also  disclose  strictures,  polyps, and  pelvic 
tumors,  and  in  many  cases  previously  treated 
for  ulcerative  colitis  we  find  a hard,  irregular 
carcinomatous  infiltration. 

Proctoscopic  Examination. — The  findings  in 
typical  ulcerative  colitis  are  those  which  were 
described  in  discussing  the  pathology  of  this 
disease.  In  severe  cases  only  a bleeding  sur- 
face, looking  like  raw  meat,  will  be  seen,  coated 
with  blood  and  mucus  and  sloughing  mucosa 
and  showing  yellowish  pus  discharges  only 
where  secondary  infection  has  occurred.  These 
findings  are  in  contrast  with  the  discrete  ulcers 
of  amebic  dysentery,  scrapings  from  which  will 
show  motile  amebae  with  enclosed  blood  cells 
and  the  multiple,  small  or  coalescent  ulcers 
with  marked  purulent  and  bloody  exudate  seen 
in  bacillary  dysentery.  Tuberculous  and  sy- 
philitic ulcers  and  the  lesions  of  lymphopathia 
venereum,  which  may  be  somewhat  confusing 
because  of  their  variability,  are  usually  accom- 
panied by  other  general  manifestations  of  these 
diseases,  and  appropriate  tests  will  establish 
the  diagnosis.  Rectal  and  sigmoid  carcinoma 
which  often  produce  symptoms  similar  to  ulcer- 
ative colitis  must  be  ruled  out.  Through  the 
proctoscope  biopsy  specimens  may  be  re- 
moved. Smears  should  be  prepared  from 
scrapings,  particularly  to  search  for  carcinoma 
cells  or  for  the  eosinophils  so  frequently  seen  in 
the  ulcerative  colitis,  and  material  for  cultures 
and  further  cytologic  studies  should  be  ob- 
tained by  means  of  long  pipets,  syringes,  or 
sterile  swabs  protected  from  contamination  in 
long  sterile  tubes.  Repeated  proctoscopies  are 
a guide  to  improvement  under  treatment  and 
to  the  effects  of  feeding  of  suspected  allergens. 

Roentgen  Examination. — An  opaque  enema 
study  should  not  be  the  full  extent  of  the  exami- 
nation unless  it  has  shown  a definite  obstruc- 
tion of  the  colon.  A careful  gastrointestinal 
series  with  films  taken  at  frequent  intervals 
after  the  barium  meal  will  show  the  often  con- 
comitant small  intestinal  lesions  or  the  effects 
of  food  and  vitamin  deficiencies.  The  highly 
irritable  colon  may  be  empty  in  twenty-four 
hours,  but  at  times  the  induration,  adhesions, 
polyposis,  or  other  changes  may  cause  marked 
delay  of  the  barium  meal  in  the  colon,  even 
though  the  patient  is  having  frequent  bloody 
discharges  from  the  rectum. 

The  roentgen  findings  are  quite  character- 
istic. At  first  colonic  irritability  and  spasms 
occur,  followed  by  disappearance  of  haustra- 


1786 


ALBERT  F.  R.  ANDRESEN 


[N.  Y.  State  J.  M. 


tions  when  the  edema  and  induration  cause 
thickening  of  the  bowel  wall.  The  bloody, 
mucus-coated  mucosa  produces  the  fuzzy  out- 
line seen  in  the  films,  and  later,  sloughs  produce 
a ragged  outline.  Progressive  developments 
produce  a general  shortening  of  the  colon,  a 
gradual  decrease  in  the  size  of  the  lumen,  and 
evidences  of  kinks,  adhesions,  walled-off  per- 
forations, or  obstruction.  Repeated  roent- 
genographic  studies  during  the  course  of  the 
disease  should  be  used  to  register  the  improve- 
ment which  is  to  be  expected  under  adequate 
treatment. 

If  the  patient’s  condition  permits,  a cholecys- 
tographic  study  should  also  be  made.  All  pa- 
tients should  have  chest  films  to  rule  out  tuber- 
culosis or  any  conditions  which  might  be  com- 
plicating the  intestinal  condition. 

Laboratory  Studies. — These  data  are  of  con- 
siderable help.  Blood  counts,  not  only  to  de- 
termine the  degree  of  anemia  which  is  often 
extreme,  but  to  show  the  eosinophilia  so  often 
present,  are  important.  Chemical  studies  of 
the  blood  have  shown  no  constant  findings  but 
may  show  acidosis,  diminished  chlorides,  cal- 
cium, and  phosphorus,  renal  insufficiencies,  and 
varying  degrees  of  vitamin  deficiency.  Pro- 
thrombin determinations  and  other  coagulation 
tests  usually  show  normal  findings.  The  sedi- 
mentation rate  is  apt  to  be  increased.  Sero- 
logic tests  to  rule  out  syphilis  and  lympho- 
pathia  venereum,  and  perhaps  amebiasis, 
agglutination  tests  for  dysentery,  typhoid,  and 
salmonella  groups,  and  skin  tests  (Frei,  tuber- 
culin) should  be  performed  routinely. 

Fractional  gastric  analysis,  using  histamine 
as  a stimulant  to  gastric  secretion,  may  show 
variations.  Absence  of  an  achlorhydria  does 
not  necessarily  rule  out  the  possibility  of  ab- 
sorption of  unchanged  protein  as  shown  by 
Walzer  and  Gray.  Mere  so-called  “gastro- 
genous  diarrhea”  never  accounts  for  the  severe 
symptoms  of  ulcerative  colitis,  and  this  is  also 
true  of  pancreatic  deficiences. 

Stool  Examinations. — Such  studies  are  im- 
portant and  should  be  performed  daily  for  at 
least  the  first  ten  days.  At  first  they  will  show 
blood,  mucus,  and  mucosal  shreds,  with  or 
without  admixed  feces.  Cysts  or  ova  of  para- 
sites should  be  looked  for,  and  undigested  food 
particles  should  be  noted.  Although  bacterio- 
logic  studies  are  best  carried  out  primarily  on 
specimens  removed  through  the  proctoscope  as 
previously  mentioned,  they  may  be  continued 
on  specimens  of  stools,  thus  avoiding  repeated 
instrumentation.  The  effect  of  treatment  on 
the  flora  may  be  checked,  bacteriophages  may 
be  looked  for,  and  vaccines  may  be  prepared. 


The  improvement  in  the  general  appearance 
of  the  stools,  the  disappearance  of  blood,  and 
the  gradual  increase  in  consistency  in  cases 
under  proper  treatment  is  most  gratifying. 

Allergy  Study. — This  may  be  started  during 
the  period  of  other  examinations.  Authorities 
agree  that  skin  and  passive  transfer  tests  are  of 
no  value  in  determining  food  sensitivity  but 
may  be  useful  if  the  patient  is  also  sensitive  to 
pollens,  dusts,  or  emanations.  Bacterial  al- 
lergy is  difficult  to  demonstrate,  but  removal 
of  infected  teeth  or  tonsils  may  result  in  prompt 
disappearance  of  the  ulcerative  colitis,  thus 
suggesting  sensitivity  to  bacteria,  their  prod- 
ucts, or  the  products  of  dead  tissues  produced 
by  the  infection.  Refer  to  an  allergy  depart- 
ment or  specialist  does  not  answer  the  require- 
ments. In  a condition  as  severe  as  ulcerative 
colitis  the  food  causing  the  severe  reaction 
must  be  one  which  is  being  taken  daily  by  the 
patient.  In  my  experience  milk  has  been 
found  to  be  one  of  the  offending  foods  in  over 
80  per  cent  of  cases  and  the  only  one  in  nearly 
40  per  cent.  Wheat  in  18  per  cent,  tomatoes  in 
15  per  cent,  oranges  and  potatoes  12  per  cent 
each,  and  eggs  in  9 per  cent  are  other  sources. 
During  the  general  study  of  the  case  I usually 
eliminate  milk  and  milk  products  from  the  diet 
which  should  be  well-balanced  and  contain  an 
adequate  amount  of  residue.  In  milk-sensitive 
patients  there  will  be  considerable  improve- 
ment in  symptoms  by  the  time  the  study  has 
been  completed,  and  thereafter  a careful  record 
of  all  foods  eaten  and  of  frequency  and  char- 
acter of  bowel  discharges  and  general  symptoms 
will  usually  disclose  other  allergens.  When 
no  improvement  occurs  under  the  milk-free 
diet,  a more  detailed  study  is  indicated.  In- 
stead of  slow  and  often  inadequate  elimination 
diets,  we  have  been  using  a diet  which  contains 
none  of  the  foods  usually  eaten  daily  and  which 
have  been  shown  to  be  so  frequent  a cause  of 
ulcerative  colitis.  In  other  words  we  elimi- 
nate milk,  eggs,  wheat,  potatoes,  oranges  and 
tomatoes,  and  their  products  altogether,  and 
in  order  not  to  have  too  many  offending  foods 
to  deal  with,  we  give  a diet  consisting  of  only 
about  a half  dozen  foods  which,  after  careful 
inquiry,  we  find  the  patient  has  not  been  in  the 
habit  of  taking  regularly  and  which  he  has  not 
ever  suspected  of  causing  any  symptoms. 
Such  a diet  is  necessarily  not  well-balanced,  is 
often  not  sufficiently  nourishing,  and  may  cause 
some  loss  of  weight  so  that  it  must  be  empha- 
sized that  it  is  used  for  only  a few  days.  Care- 
ful individual  study  by  the  physician,  intern, 
nurse,  or  other  daily  attendant  is  absolutely 
necessary.  A sample  diet  of  this  kind  is  our 
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allergy  test  diet  number  2 consisting  of  five 
foods — gelatin,  rice,  rye,  peas,  and  raspberry 
(or  other  vegetable  or  fruit)- — and  given  as 
follows: 

Allergy  Test  Diet 

Breakfast:  boiled  rice,  Ry-Ivrisp,  gelatin  drink, 
raspberries 

Lunch : peas,  Rv-Krisp,  gelatin  drink,  raspberries 
Supper:  same  as  lunch  or  breakfast 
Between  meals  and  at  bedtime : gelatin  drink  and 
Ry-Krisp 


The  gelatin  drink  is  made  by  adding  a teaspoon- 
ful of  powdered  gelatin  to  a fruit  juice  made  of  the 
fruit  or  berry  used  in  the  diet,  sweetened  and  forti- 
fied with  dextrose.  Sixty  to  eighty  grams  of  gela- 
tin and  100  to  150  Gm.  of  dextrose  can  be  used  in 
this  diet  to  supply  protein  and  to  bolster  the  ca- 
loric intake. 

If  this  diet  contains  no  food  to  which  the 
patient’s  colon  is  sensitized,  definite  improve- 
ment can  be  seen  within  two  or  three  days. 
Stools  become  a little  less  frequent  and  bloody, 
the  patient  becomes  brighter  and  says  he  feels 
better  in  general,  and  fever  may  show  a down- 
ward course.  If  this  improvement  does  not 
occur,  it  means  that  either  the  patient  is  aller- 
gic to  one  of  the  five  foods  being  taken,  that  he 
is  allergic  to  some  other  factor  (bacteria,  pol- 
lens, etc.),  or  that  the  case  is  not  one  of  allergic 
origin.  The  very  restricted  allergy  diet  must 
not  be  kept  up  too  long  in  such  cases,  although 
at  times  it  may  require  five  or  six  days  to  get 
definite  improvement. 

When  improvement  occurs,  newr  foods  are 
added  daily  with  careful  observation  for  any 
even  slight  exacerbation  as  a result  of  any  par- 
ticular addition.  By  repeated  trial,  allergens 
can  be  conclusively  demonstrated.  In  view  of 
the  fact  that  the  six  foods  previously  mentioned 
are  usual  offenders,  they  should  not  be  tried 
out  until  the  patient  has  achieved  a mainte- 
nance diet  by  the  addition  of  meats,  cereals, 
vegetables,  and  fruits  in  considerable  variety. 
A complete  study  for  food  allergy  may  take 
from  two  to  four  wreeks.  Finally,  the  patient 
is  placed  on  a well-balanced  diet  with  caloric 
values  according  to  his  requirements,  and  it  is 
surprising  to  see  the  improvement  on  a diet 
free  of  offending  allergens,  even  though  the  diet 
contains  considerable  quantities  of  so-called 
roughage.  Desensitization  to  offending  foods 
by  injection  of  food  proteins  or  by  feeding  in- 
creasing quantities  has  not  been  found  of  value. 

Treatment 


infections  may  be  of  the  greatest  value  in  treat- 
ing a patient  with  ulcerative  colitis,  there  are 
definite  indications  for  other  therapeutic 
measures. 

General  Treatment. — Rest,  physical  and 
mental,  is  indicated.  Fluids  to  replace  those 
lost  by  the  diarrhea  are  necessary  and  at  first 
must  be  given  parenterally.  Transfusions, 
plasma,  and  glucose  and  saline  solutions  with 
added  ascorbic  acid  should  be  used  to  re- 
establish water  balance  and  overcome  the  ane- 
mia. Protein  hydrolysates,  amino  acids,  and 
albumin  are  of  help,  but  in  milk-sensitive  pa- 
tients the  milk  derivatives  may  cause  untoward 
reactions  and  may  aggravate  the  bowel  lesions. 
This  may  also  be  true  of  blood  from  a donor 
who  has  eaten  food  to  which  the  patient  is 
sensitized.  Vitamins,  minerals,  and  endocrine 
and  hormone  products  must  be  given,  at  first 
parenterally.  Hygienic  care,  fresh  air,  sun- 
shine, ultraviolet  radiation,  and  oral  hygiene 
are  imperative. 

Symptomatic  Treatment. — In  order  not  to 
disguise  the  effects  of  the  allergic  study  this 
should  be  kept  at  a minimum,  but  in  the  early 
stages  some  sedatives  and  antispasmodics  may 
be  prescribed.  Coagulants  may  be  indicated. 
Skin  and  rectal  conditions  may  require  at- 
tention, preferably  not  surgical.  Gelatin 
enemas  may  help  to  control  bleeding  and 
allay  irritation. 

Immunologic  treatment,  the  use  of  vaccines, 
sera,  bacteriophages,  or  bacterial  filtrates,  is  of 
value  in  some  cases.  Artificial  pyrexia,  very 
popular  twenty-five  years  ago,  is  still  being  used 
and  is  useful  in  any  allergic  state. 

Specific  Therapy. — This  is  of  course  neces- 
sary for  amebiasis,  and  a course  of  amebicidal 
therapy  is  recommended  by  some  as  a good 
routine  procedure  to  rule  out  the  possibility  of 
unrecognized  amebiasis.  Some  authorities 
also  recommend  routine  treatment  with  sulfon- 
amides which  are,  necessarily,  only  of  value 
where  the  colitis  is  specifically  bacterial  in  ori- 
gin and  where  there  is  a complicating  second- 
ary infection.  Antibiotics  have  also  had  their 
advocates  but  are  of  value  only  where  infec- 
tion plays  a prominent  role.  Whether  or  not 
the  bowel  content  can  be  sterilized  is  of  com- 
paratively little  moment  in  a case  of  allergic 
colitis. 

Psychotherapy. — So  popular  today  in  a great 
variety  of  chronic  illnesses,  it  is  also  strongly 
advocated  in  this  disease.  Without  doubt,  the 
extremely  ill  ulcerative  colitis  patient  requires 
proper  psychologic,  supportive  care,  but  elabo- 
rate psychologic  studies  often  make  the  patient 
more  miserable.  It  is  remarkable  how  rapidly 
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the  patient’s  mental  attitude  improves  when 
symptoms  begin  to  subside. 

Surgical  Treatment.— I have  not  yet  found 
an  uncomplicated  case  which  has  required  an 
operation.  Too  many  patients  are  being  sub- 
jected to  ileostomy  or  colectomy  who  should 
have  been  helped  by  proper  medical  care. 
Certainly  any  operation  performed  during  an 
acute  severe  exacerbation  is  too  risky  to  be  con- 
sidered. Even  operations  for  hemorrhoids  or 
fistula-in-ano  may  cause  a fatality.  If,  as  a 
result  of  prolonged  or  repeated  attacks,  the 
colon  has  become  obstructed  or  badly  crippled 
as  a result  of  scarring,  fibrosis,  adhesions,  or  ex- 
tensive polypoid  changes,  operation  must  be 
considered.  Acute  perforation,  which  may  re- 
quire operation  unless  promptly  walled-off,  is  a 
very  serious  complication. 

Prognosis 

Mortality  in  our  cases  treated  as  outlined  has 
been  under  5 per  cent  and  then  due  to  compli- 
cations. When  the  treatment  has  been  faith- 
fully carried  out  and  the  patient  has  been 
placed  on  a regime  based  on  the  facts  learned 
during  the  study  and  the  early  treatment,  some 
patients  will  not  have  exacerbations,  but  most 
of  them  will  return,  even  as  they  will  with 
asthma,  hay  fever,  and  other  allergic  con- 
ditions. If,  at  the  onset  of  an  exacerbation,  a 
careful  search  for  the  cause  is  instituted,  it  will 
usually  be  found  that: 

1.  The  patient  deliberately  or  inadver- 
tently ate  one  of  the  foods  to  which  he  had 
been  found  to  be  sensitized. 

2.  That  some  new  sensitivity,  perhaps  not 
previously  recognized,  such  as  pollen  sensitiza- 
tion, may  have  developed. 

3.  That  activity  at  some  focus  of  infection, 
an  abscessed  tooth,  an  acute  upper  respiratory 
or  acute  pelvic  infection,  has  occurred. 

In  an  intelligent  patient  under  careful,  al- 
though not  necessarily  close,  supervision  by  a 
clinician  familiar  with  allergic  problems,  the 
prognosis  in  ulcerative  colitis  can  be  said  to 
be  decidedly  favorable,  not  only  in  regard  to 
restoration  of  a well-functioning  colon  but  in 
regard  to  the  danger  of  severe  exacerbations. 

Summary  and  Conclusions 

1.  Food  allergy  is  the  most  important  etio- 
logic  factor  in  so-called  “idiopathic  ulcerative 
colitis.” 

2.  Pathologic  changes  in  the  colonic  mu- 
cosa are  identical  to  those  seen  in  experimental 
work  in  intestinal  allergy. 

3.  The  history  and  the  symptoms  in  ulcera- 
tive colitis  are  explainable  on  an  allergic  basis. 


4.  Secondary  infections  require  specific 
care. 

5.  The  good  effects  of  treatment  based  on 
the  concept  of  allergy  can  be  demonstrated  by 
proctoscopic  and  roentgenologic  studies. 

6.  General  treatment  should  not  be  neg- 
lected. 

7.  It  is  important  not  to  treat  a patient  for 
allergic  ulcerative  colitis  until  all  other  causes 
have  been  definitely  ruled  out  and  particularly 
only  after  carcinoma  has  been  excluded  as  a 
cause  of  symptoms. 

88  Sixth  Avenue 

Discussion 

John  R.  Paine,  M.D.,  Buffalo. — I do  not  know  of 
any  surgeon  who  would  disagree  with  the  statement 
that  the  primary  treatment  of  patients  with  idio- 
pathic ulcerative  colitis  should  be  medical  in  char- 
acter. On  that  point  we  are  all  agreed.  On  the 
other  hand,  I think  that  surgeons  have  a just  cause 
for  complaint  to  their  medical  colleagues  when  they 
are  first  consulted  late  in  the  course  of  this  disease 
in  a patient  who  is  progressively  getting  worse  de- 
spite the  best  and  frantic  efforts  of  his  doctor. 
Indeed,  too  often  the  surgeon  is  called  in  when  the 
patient  is  scarcely  more  than  moribund.  As  long  as 
this  situation  prevails,  there  can  be  little  excuse  for 
any  dissatisfaction  with  the  relatively  high  mortality 
rates  associated  with  surgical  treatment. 

Dr.  Andresen  has  stated  that  he  has  had  a mor- 
tality rate  of  5 per  cent  or  under  in  his  patients  with 
ulcerative  colitis  treated  medically  and  that  this 
mortality  has  been  due  to  complications.  Inasmuch 
as  the  complications  of  ulcerative  colitis  are  usually 
recognized  as  indicating  surgical  treatment,  it 
would  be  my  feeling  that  the  mortality  of  patients 
treated  solely  by  medical  means  should  be  zero  if 
exception  be  made  for  those  patients  having  a ful- 
minating variety  of  the  disease,  which  even  the  bold- 
est of  surgeons  usually  refuses  to  have  anything  to 
do  with.  Yet,  we  surgeons  might  be  justified  in  still 
further  improving  the  mortality  statistics  of  medical 
treatment  by  accepting  these  extremely  poor  risk 
patients  and  with  the  help  of  the  best  modern  sup- 
portive treatment  subject  them  to  a one-stage  ileos- 
tomy and  colectomy.  There  is  little  to  lose  in  such  a 
situation,  and  the  results  might  be  interesting. 

Permanent  ileostomy  with  or  without  colectomy 
remains  the  standard  surgical  procedure  for  patients 
with  idiopathic  ulcerative  colitis.  Considerable  de- 
bate exists,  however,  as  to  when  and  how  often  these 
procedures  are  indicated.  Aside  from  the  usual 
complications,  I believe  that  the  patient  who  fails  to 
respond  satisfactorily  to  six  weeks  of  medical  treat- 
ment or  who  has  a remission  of  his  disease  severe 
enough  to  require  hospitalization  should  be  sub- 
jected to  ileostomy.  I doubt  if  Dr.  Andresen  would 
concur  in  this  opinion.  It  is  also  my  opinion  that 
few  patients  subjected  to  ileostomy  should  be 
allowed  to  retain  their  colons  because  of  the  high  in- 
cidence of  carcinoma  that  is  known  to  exist  in  these 
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individuals.  Surgery  is  ruthless  perhaps,  but  its 
goal  is  to  “cure”  the  patient,  whereas  medical  treat- 
ment, whatever  its  aims  may  be,  usually  achieves 
only  “control”  of  the  disease. 

I am  not  unmindful  of  the  disadvantages  of  ileos- 
tomy or  of  the  far-reaching,  indirect  but  adverse 
effects  which  it  may  have,  but  I think  all  of  us  can 
find  encouragement  in  the  facts  presented  by  Drs. 
McKittrick  and  Moore  on  this  subject  at  the  meet- 
ing of  the  American  Medical  Association  in  Chicago 
in  June,  1948.  They  reported  that,  among  104 
patients  with  ileostomies  performed  for  idiopathic 
ulcerative  colitis,  84  per  cent  considered  themselves 
to  be  in  good  health;  97  per  cent  were  working,  and 
67  per  cent  considered  their  social  life  to  be  satis- 
factory. Remember  that  medical  treatment  had 
failed  in  these  patients! 

I am  sure  that  all  of  us  hope  that  Dr.  Andresen 
may  be  correct  in  his  theory  that  allergy  explains  the 
cause  of  this  condition.  If  future  experience  shows 
that  others  can  duplicate  the  excellent  results  that 
he  reports  from  his  clinic,  much  will  have  been 
accomplished.  He  must  excuse  us,  however,  if  for 
the  moment  some  of  us  remain  skeptical. 

John  J.  Maisel,  M.D.,  Buffalo. — Dr.  Andresen 
has  again  emphasized  his  ideas  concerning  the  role 
of  allergy  in  the  cause  of  idiopathic  chronic  ulcer- 
ative colitis.  His  views  are  quite  provocative. 

When  a clinician  of  such  outstanding  ability  as 
Dr.  Andresen  draws  such  conclusions  as  he  has,  one 
should  be  provoked  into  a very  careful  analysis  of 
our  patients  along  the  paths  which  he  has  outlined. 
There  is  no  doubt  that  the  clinical  course  of  many 
patients  is  unsatisfactory  because  of  an  undiscovered 
allergy,  whether  it  be  a primary  or  an  aggravating 
factor  in  this  disease.  It  behooves  us,  therefore,  to 
search  diligently  for  such  a condition.  I must  admit 
that  I have  gone  through  several  cycles  in  reference 
to  allergic  studies  not  only  in  ulcerative  colitis  but  in 
other  gastrointestinal  diseases.  At  times,  chiefly 
under  the  stimulus  of  Dr.  Andresen’s  reports,  I have 
stressed  such  investigations,  only  to  become  some- 
what discouraged  with  my  failures  and  consequently 
to  neglect  them.  However,  after  hearing  the  paper 
today  I am  once  again  ready  to  give  allergy  the  at- 
tention which  it  properly  deserves,  and  I hope  that 
others  who  have  had  negative  results  will  review  this 
aspect  of  their  work. 

Allergy  probably  plays  some  role  in  ulcerative 
colitis,  but  it  is  impossible  to  agree  with  Dr.  Andre- 
sen’s statement  that  “allergy  is  almost  invariably 
the  cause  of  this  disease.”  The  broadness  of  this 
statement  has  been  and  still  is  quite  controversial. 
In  this  respect  I would  like  to  comment  briefly  on  the 
experimental  evidence  of  Gray,  Walzer,  and  Harten 
which  Dr.  Andresen  has  cited.  Although  it  is  true 
that  the  tissue  reactions  which  this  group  described 
are  very  similar  to  those  seen  in  the  early  phase  of 
chronic  ulcerative  colitis,  there  is  one  important 
difference,  namely  that  the  experimental  changes 
were  of  a very  transient  character,  disappearing 
within  one  hour,  while  those  in  the  disease  are,  of 
course,  persistent.  No  one  yet  has  been  able  to 
develop  the  lesions  of  the  more  advanced  stages  of 


ulcerative  colitis  by  allergic  reactions.  It  requires 
the  theoretic  assumption  that  repeated  allergic 
insults  will,  in  time,  produce  ulceration.  This  may 
be  true,  but  it  remains  to  be  proved.  Furthermore, 
the  allergic  theory  implies  that  the  colon  is  the 
selective  shock  organ,  at  least  in  those  patients  with 
colonic  disease  only.  It  is  difficult  to  understand 
why  this  should  be  so,  for  in  experimental  work  the 
entire  gastrointestinal  tract  reacts  equally  to  allergic 
reagins.  Therefore,  it  seems  as  though  it  is  very 
hazardous  to  use  such  a theoretic  concept  as  a basis 
for  the  etiology  of  this  disease  without  very  definite 
clinical  proof.  Has  such  proof  been  obtained? 

If  allergy  were  invariably  the  cause  of  chronic 
ulcerative  colitis,  it  would  be  impossible  to  account 
for  the  improvement  which  one  observes  in  patients 
who  have  been  treated  by  many  other  methods  or 
symptomatically  only,  giving  no  consideration  to 
any  allergic  factor.  Yet  the  clinical  result  that  one 
sees  with  such  methods  is,  I believe,  comparable  to 
that  obtained  by  Dr.  Andresen.  Also  fitting  into 
this  category  are  the  patients  who  go  into  a spon- 
taneous remission;  such  remissions,  although  not 
quite  as  characteristic  of  this  disease  as  they  are  of 
peptic  ulcer,  are  commonly  observed.  All  of  these 
patients  are  exposed  to  the  same  allergens,  whether 
they  be  food,  pollen,  or  bacteria,  during  their  re- 
missions, which  may  continue  for  months  or  even 
years,  as  they  are  during  the  active  phase  of  the  dis- 
ease. 

Incidentally,  I would  point  out  that,  in  general, 
chronic  ulcerative  colitis  need  not  be  regarded  too 
pessimistically.  Many,  if  not  most,  patients  have 
the  disease  in  a mild  form  which  is  amenable  to  very 
simple  therapeutic  measures.  I feel  that  the  con- 
cept of  the  disease  is  somewhat  colored  and  distorted 
by  that  group  of  patients  who  develop  it  in  a severe 
form  and  who  become  our  hospital  and  eventually 
our  surgical  problems. 

I want  to  express  one  more  thought.  According 
to  recent  papers  and  discussions  it  would  seem  that 
the  internists  and  gastroenterologists  are  almost 
ready  to  abdicate  their  duty  to  treat  ulcerative  co- 
litis by  transferring  that  duty  to  the  psychiatrist.  I 
feel  very  definitely  that  the  psychiatrist  is  needed  in 
only  a small  number  of  cases.  Dr.  Andresen’s  com- 
prehensive paper  outlining  the  variety  of  therapeutic 
measures  employed  clearly  shows  that  the  treatment 
of  this  disease  must  remain  within  our  fold. 

Dr.  Andresen,  Closing. — I am  much  gratified 
that  my  presentation  brought  out  such  comprehen- 
sive discussion.  I am  glad  that  the  surgical  dis- 
cussant agrees  with  me  that  surgery  should  be  con- 
fined to  the  complications  of  ulcerative  colitis  which 
produce  persistent  symptoms. 

I have  seen  a number  of  patients  treated  by 
ileostomies  alone,  who  have  had  a persistence, 
although  a diminution,  in  colonic  symptoms,  and 
some  of  those  with  colectomies  have  developed  ileitis 
which  closely  resembled  the  original  ulcerative 
colitis.  Unless  the  cause  has  been  found  and 
eliminated,  there  will  be  persistence  or  recurrences 
even  after  operation.  No  definite  period  of  so- 
called  “medical  treatment”  can  be  postulated  as 
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being  of  the  proper  duration  to  effect  a satisfactory 
result.  It  depends  on  the  type  of  treatment  used. 

The  search  for  an  allergic  cause  for  the  disease  is 
often  discouraging  and  takes  a great  deal  of  patience 
on  the  part  of  patient  and  physician.  Not  all 
patients  can  be  persuaded  to  go  through  such  a study 
but  prefer  operation,  crippling  and  unsatisfactory  as 
it  is.  Comparing  ulcerative  colitis  with  allergic 
manifestations  elsewhere,  as  in  the  respiratory  tract, 
discloses  many  similarities.  Allergic  reactions  may 
occur  in  the  whole  gastrointestinal  tract  or  in  the 
whole  respiratory  tract  at  one  time  or  may  occur  in 
only  parts  of  them,  as  in  the  stomach  or  colon  or  in 
the  nose  or  bronchi.  Repeated  mild  allergic  insults 
will  result  in  no  organic  changes,  but  continued  reac- 
tions will  have  an  effect  in  both  tracts.  Seasonal 
occurrences  and  spontaneous  remissions  are  common 


to  both,  and  only  careful  study  will  reveal  the  reason 
for  them.  Asthma  may  be  due  to  food  allergy, 
ulcerative  colitis  to  pollen  allergy.  That  ulcerative 
colitis  can  be  caused  by  allergy  is  not  a theory.  It 
is  a fact  that  can  be  testified  to  by  anyone  who  has 
seen  through  the  proctoscope  the  entire  disappear- 
ance of  lesions  upon  withdrawal  of  an  allergen  and 
their  reappearance  upon  its  resumption. 
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CURE  FOR  UNDULANT  FEVER 

Two  Northwestern  University  physicians  re- 
ported this  week  that  BAL  (British  Anti-Lewisite) 
may  become  an  effective  weapon  against  undulant 
fever.  Their  experiments  show  that  the  compound 
kills  the  disease  microbes  in  test  tubes. 

Dr.  Harry  B.  Harding,  associate  professor  of 
bacteriology,  and  Dr.  Gordon  W.  Raleigh,  on  the 
staff  of  the  department  of  medicine,  both  of  the 
Medical  School  faculty,  told  results  of  test-tube 
research  with  the  drug  before  a recent  meeting  of  the 
Evanston  Hospital  Alumni  Association. 

Animal  studies  are  now  under  way  to  determine 
whether  BAL,  originally  developed  as  an  antidote 
for  Lewisite,  a poisonous  arsenic  gas,  may  be  em- 
ployed as  a cure  for  undulant  fever  (brucellosis)  in 
humans. 

In  their  research,  Drs.  Harding  and  Raleigh  first 
grew  the  disease  microbes  in  culture  tubes  at  body 
temperature  for  forty-eight  hours.  A row  of  sterile 
broth  tubes  then  was  set  up  and  BAL  added  in 
minute  amounts.  The  first  tube  in  the  series  re- 
ceived the  largest  amount  of  the  drug,  and  the  others 
proportionately  less,  with  the  last  tube  receiving  the 
least.  Then  a standard  amount  of  brucellosis 


culture  was  added  to  all  tubes,  which  then  were 
incubated  for  a number  of  days. 

In  this  way,  the  smallest  amount  of  the  drug  which 
would  completely  inhibit  growth  of  the  microbes 
was  determined.  According  to  the  researchers,  in 
order  to  be  practical  the  BAL  must  be  active  in  such 
small  amounts  that  it  will  kill  bacterial  organisms 
without  harming  the  undulant  fever  patient.  It 
is  one  thing  to  kill  bacteria  in  experiments,  and 
quite  another  to  avoid  overdoses  in  therapy  on 
humans. 

Undulant  fever  is  widely  prevalent  in  American 
rual  areas  and  among  urban  slaughterhouse  workers. 
Aside  from  handlers  of  raw  meat  of  cattle,  goats,  and 
swine,  others  contract  the  disease  from  the  drinking 
of  unpasteurized  milk  from  cows  infected  with 
Bang’s  disease,  the  bovine  strain  of  the  disease. 

A debilitating  ailment,  undulant  fever  causes 
alternating  sustained  fever  and  periods  of  great 
weakness  in  its  acute  form.  In  its  chronic  phase, 
it  resembles  neuroses,  among  other  manifestations. 
For  example,  the  patient  chronically  afflicted  with 
brucellosis  experiences  depression  moods,  lack  of 
appetite,  and  diminished  interest  in  his  surroundings. 
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PAPILLARY  adenomas  are  frequently  en- 
countered in  elderly  patients.  This  type  of 
new  growth  in  the  past  has  not  received  sufficient 
consideration.  Large  papillary  adenomas  are 
described  as  villous  tumors,  but  there  is  prac- 
tically no  mention  in  the  literature  of  small 
lesions.  In  recent  years  this  type  of  tumor  has 
been  recognized  more  frequently  and  now  com- 
prises an  important  group  of  rectal  tumors. 

Papillary  adenomas  are  usually  confined  to  the 
rectum.  Occasionally,  one  is  situated  above  the 
rectosigmoidal  junction.  Early  lesions  resemble 
irregular-shaped,  elevated  areas  of  hyperplasia. 
The  small  tumors,  when  first  discovered,  are  sel- 
dom less  than  2 cm.  in  diameter,  but  recurrent 
tumors  of  a much  smaller  size  are  often  seen. 
Large  tumors  may  be  12.0  or  more  cm.  in  diameter 
and  involve  as  much  as  three  fourths  of  the  total 
surface  of  the  rectal  mucosa.  The  clinical  ap- 
pearance, as  viewed  through  the  proctoscope,  is 
that  of  a large,  irregular-shaped,  sessile  polyp 
with  a lobulated  or  papillary  surface.  Occa- 
sionally, villi  are  visible  without  magnification. 
Benign  papillary  adenomas  are  soft,  and  many 
are  difficult  to  recognize  by  palpation.  The 
early  symptoms  consist  of  the  passage  of  occa- 
sional small  amounts  of  blood,  an  increased 
amount  of  mucus,  and  slight  change  in  the  nor- 
mal bowel  habits.  Bleeding  becomes  more 
marked  with  enlargement  and  also  with  the  onset 
of  malignant  change.  Large  tumors  secrete  a 
large  amount  of  mucus,  which  produces  tenesmus 
and  morning  diarrhea.  Bulky,  semistenosing 
tumors  of  the  upper  rectum  and  sigmoid  often 
cause  varying  degrees  of  intestinal  obstruction. 

Treatment  of  papillary  adenomas  is  an  inter- 
esting problem  because  of  the  numerous  variable 
factors  associated  with  the  disease.  The  chief 
factors  to  be  considered  in  the  selection  of  treat- 
ment are  (1)  the  benign  and  malignant  qualities 
of  the  tumor  cells,  (2)  the  size  of  the  tumor  and 
its  location  within  the  rectum,  and  (3)  age,  gen- 
eral condition,  and  mental  outlook  of  the  pa- 
tient. 

The  benign  and  malignant  qualities  are  of 
paramount  importance  in  the  outlining  of  ap- 
propriate treatment  and  in  predicting  the  prog- 
nosis. Papillary  adenomas  in  the  beginning  are 
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nonmalignant  tumors.  A large  number,  how- 
ever, undergo  malignant  change  if  not  com- 
pletely removed.  Papillary  adenomas,  in  ac- 
cordance with  their  histologic  appearance,  may 
be  separated  into  the  following  groups:  (1)  be- 
nign or  nonmalignant  tumors,  (2)  benign  tumors 
that  contain  islands  of  cells  that  show  atypical 
but  not  definite  malignant  change,  (3)  benign 
lesions  that  contain  islands  of  adenocarcinoma, 
and  (4)  tumors  containing  invasive  carcinoma  in 
which  small  areas  of  nonmalignant  papillary 
adenomatous  tissue  still  remain. 

Atypical  and  malignant  changes  may  occur 
at  the  surface,  near  the  center,  or  at  the  base  of 
the  tumor.  Oftentimes,  malignant  qualities 
can  be  predicted  to  a rather  accurate  degree  by 
the  clinical  features.  Purely  nonmalignant  le- 
sions seldom  bleed.  Atypical  lesions  bleed 
slightly  on  trauma,  while  bleeding  of  an  annoying 
degree  is  encountered  with  malignant  tumors. 
Nonmalignant  growths  are  uniformly  soft,  while 
those  possessing  cancer  cells  have  areas  of  in- 
duration which  are  usually  recognizable  on  palpa- 
tion with  the  finger  or  palpation  with  the  procto- 
scope. There  may  be  some  cases  of  invasive 
cancer  without  recognizable  induration.  Re- 
peated proctoscopic  examinations  and  repeated 
biopsies  afford  a preliminary  working  classifica- 
tion for  the  outlining  of  treatment.  Final  de- 
termination as  to  benign  and  malignant  qualities 
rests  with  the  well-trained  pathologist  who  has 
received  the  whole  tumor  for  histologic  examina- 
tion. 

The  above  fact  is  well  demonstrated  in  a review 
of  our  cases.  The  first  biopsy  study  suggested 
that  58  per  cent  of  the  lesions  were  benign;  atypi- 
cal change  was  noted  in  26  per  cent,  while  16 
per  cent  revealed  definite  rectal  cancer.  Re- 
peated biopsies  or  examination  of  the  whole 
tumor  revealed  that  only  10  per  cent  of  the  cases 
remained  purely  nonmalignant;  28  per  cent  of 
the  others  did  not  advance  beyond  the  atypical 
stage,  while  cancer  of  either  large  or  small  areas 
was  demonstrated  at  the  time  of  removal  or  dur- 
ing the  follow-up  period,  which  extended  over 
many  years,  in  62  per  cent  of  cases. 

The  size  of  the  tumor  and  its  location  within 
the  rectum  are  other  factors  which  influence 
treatment.  Papillary  adenomas  may  be  divided 
according  to  size  into  small  and  large  tumors,  the 
small  measuring  less  than  4 cm.  and  the  large 
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variety,  which  constituted  72  per  cent  of  this 
group,  measuring  more  than  4 cm.  in  diameter. 
The  majority  of  nonmalignant  papillary  adeno- 
mas can  be  treated  through  the  anal  canal.  In- 
accessible locations  are  the  upper  rectosigmoidal 
area  and  upper  surface  of  the  rectal  valves. 
Small,  accessible,  nonmalignant  polyps  are  most 
suitable  for  local  removal.  Inaccessible  lesions 
and  those  that  have  attained  a very  large  size 
may  require  radical  resection. 

The  age  and  general  condition  of  the  patient 
may  at  times  influence  treatment.  The  average 
age  of  this  series  was  sixty-one  years.  Papillary 
adenomas  are  found  in  old  and  debilitated  pa- 
tients who  are  unable  to  withstand  appropriate 
radical  procedure.  Other  patients  due  to  age 
and  mental  attitude  may  refuse  treatment  un- 
less it  is  of  a minor  nature.  Palliative  measures 
may  be  used  to  advantage  under  the  above  cir- 
cumstances. 

Treatment  may  be  classified  as  radical  or  con- 
servative. Conservative  treatment  usually  indi- 
cates local  removal  with  preservation  of  the  rec- 
tum and  sphincter  control.  Radical  treatment 
consists  of  some  type  of  segmental  surgical  re- 
section of  the  primary  lesions  with  or  without 
continuity  of  bowel  and  sphincter  control.  Local 
removal  may  be  carried  out  by  one  of  the  follow- 
ing technics:  (1)  electric  cautery  snare,  (2) 

snare  removal  followed  by  figuration  of  unre- 
moved tissue,  (3)  local  excision  by  means  of  an 
electric  cautery  knife,  and  (4)  surgical  excision 
and  ligation  of  the  base. 

The  majority  of  small,  nonmalignant-appear- 
ing  tumors  can  be  removed  by  the  electric  snare 
technic.  This  type  of  removal  preserves  the 
whole  tumor  for  histologic  examination  and  per- 
mits a definite  appraisal  of  malignant  qualities. 
Having  accomplished  what  appears  to  be  a com- 
plete removal  of  the  tumor,  the  surgeon  closely 
observes  the  healing  of  the  rectal  wound  in  order 
to  determine  the  final  results.  Wounds  that 
heal  without  undue  induration  are  considered 
satisfactory.  The  local  disease  with  such  heal- 
ing in  all  probability  has  been  completely  re- 
moved. Careful  follow-up  examinations  are 
necessary  in  every  case. 

The  real  difficulty  in  obtaining  complete  local 
removal  with  a snare  occurs  in  the  group  of  large 
tumors.  The  snare  is  capable  of  removing  the 
redundant  polypoid  part  of  the  tumor,  but  it  is 
often  impossible  to  remove  all  papillary  tissue 
from  a large  sessile  base.  The  papillary  tissue 
that  remains  after  cautery  snare  removal  in  a 
number  of  cases  may  be  destroyed  by  figura- 
tion or  dessication.  Fulguration,  to  be  success- 
ful, must  be  carried  to  the  degree  of  devitalizing 
all  papillary  tissue  above  the  circular  muscle 
fibers  of  the  rectum.  Snare  removal,  followed 


by  fulguration,  if  unsuccessful  in  eradicating  the 
disease,  must  be  considered  only  the  first  step  of 
treatment.  Snare  removal  preserves  the  major- 
ity of  the  tissue  for  histologic  study.  Further 
treatment  may  consist  of  another  attempt  by 
conservative  methods  or  resorting  at  once  to 
surgical  dissection.  Incomplete  removal,  in 
which  the  examination  of  the  tissue  reveals  in- 
vasive cancer,  must  be  followed  by  radical  sur- 
gery. The  disease  must  be  eradicated  by  one 
method  or  another  in  a comparatively  short 
time,  regardless  of  the  pathologic  report.  Non- 
malignant tumors  should  never  be  allowed  to  be- 
come cancerous,  nor  an  early  cancerous  lesion 
permitted  to  disseminate  by  the  lymphatic  and 
blood  streams. 

Dissection  of  the  tumor  base  from  the  circular 
fibers  of  the  rectum  by  means  of  a flat  electrode 
has  been  employed  in  a few  cases.  This  technic 
has  been  undertaken  in  an  attempt  to  obtain  more 
thorough  removal  of  large,  irregular-shaped 
polyps.  A coagulating  current  permits  the  oper- 
ator to  dissect  the  tumor  base  from  its  attach- 
ments under  direct  vision  and  without  bleeding. 
Preliminary  results  encourage  the  continuation 
of  this  method  in  the  large,  irregular-shaped,  low- 
lying,  accessible,  nonmalignant  tumors. 

Local  excision  has  proved  to  be  the  method 
of  choice  in  a small  group  of  large  tumors  located 
in  the  lower  rectum.  This  technic  is  suitable  for 
polyps  that  can  be  prolapsed  through  a relaxed 
anal  canal.  Under  anesthesia,  the  tumor  is 
drawn  through  the  anus  beyond  the  external 
sphincter  muscle.  The  rectal  mucosa  or  the  sec- 
tion of  rectal  wall  which  forms  a pedicle  when 
traction  is  applied  is  clamped  and  the  tissue  proxi- 
mal to  the  clamp  ligated  with  interrupted  mat- 
tress sutures.  The  tumor  is  removed  with  a 
scalpel  and  the  prolapsed  rectum  replaced.  This 
operation  affords  a wide  local  excision  and  has 
been  followed  by  gratifying  results  in  a small 
number  of  cases. 

Some  type  of  segmental  resection  is  the  treat- 
ment of  choice  for  malignant  and  atypical  papil- 
lary adenomas  and  also  for  nonmalignant  tumors 
which  cannot  be  eradicated  by  conservative 
methods.  The  most  radical  forms  of  rectal  sur- 
gery are  necessary  for  the  invasive  types  of  ma- 
lignant papillary  adenomas.  The  operation  of 
choice  consists  of  the  one-stage  abdominoperineal 
resection  for  tumors  located  in  the  lower  rectum. 
Segmental  resection  with  end-to-end  anastomosis 
may  be  employed  for  a number  of  lesions  of  the 
lower  sigmoid  and  rectosigmoidal  junction. 
Wide  local  resection  of  the  bowel  and  excision  of 
the  lymphatic  drained  areas  is  advisable  in  all 
malignant  cases. 

Our  present  knowledge  of  the  behavior  of  atypi- 
cal papillary  adenomas  indicates  that  this  type 
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of  disease  can  no  longer  be  treated  as  an  innocent 
nonmalignant  tumor.  Treatment  in  the  past 
has  been  too  conservative.  Many  recurrences 
have  followed  the  previously  described  type  of 
local  removal.  It  now  appears  that  in  order  to 
salvage  the  highest  percentage  of  cases  in  this 
group,  the  tumor-bearing  area  will  need  to  be 
completely  removed  in  a surgical  fashion.  This 
removal  may  be  accomplished  by  a proctosig- 
moidectomy. Five  cases  have  been  treated  in 
this  fashion.  The  operation  affords  continuity 
of  bowel  but  is  not  always  followed  by  satisfac- 
tory sphincter  control.  Segmental  resections 
with  end-to-end  anastomosis  are  suitable  for  a 
number  of  lesions  in  the  upper  rectum.  Further 
experience,  with  different  types  of  surgical  re- 
moval and  careful  follow-up,  will  in  time  suggest 
the  type  of  surgery  most  suitable  for  removing 
atypical  papillary  adenomas. 

Radical  rectal  surgery,  even  in  the  elderly 
group,  can  be  performed  with  a very  low  opera- 
tive mortality.  Present  day  improved  surgical 
technic,  accompanied  by  improved  pre-  and  post- 
operative care,  when  combined  with  the  use  of 
antibiotics,  greatly  lessens  the  dangers  of  major 
surgery.  Antibiotics  have  proved  to  be  of  great 
value  in  preventing  serious  infections  in  elderly 
people.  Simplified  technic  in  the  care  of  the 
abdominal  colostomy  has  lessened  the  objec- 
tionable features  of  this  artificial  condition. 

Radiation  therapy  has  but  a limited  place  in 
the  treatment  of  papillary  adenomas.  These 
polyps  are  comparatively  radiosensitive.  Our 
best  results  with  the  use  of  the  physical  agents 
have  been  in  the  large,  irregular-shaped,  non- 
malignant group  of  tumors  which  were  not  com- 
pletely removed  by  snare  and  fulguration.  This 
type  of  application  consists  of  external  high 
voltage  roentgen  rays,  surface  applications  of 
radium  administered  by  special  applicators, 
and,  in  a few  instances,  the  insertion  of  gold- 
filtered  radon  seeds.  High-voltage  roentgen 
rays  and  surface  applications  of  radium  seem  most 
useful.  Irradiation  of  the  malignant  variety 
produces  growth  restraint  but  will  not  eradicate 
the  disease  unless  very  heavy  dosages  are  em- 
ployed. Large  dosages  of  radium  are  not  well 
tolerated  by  the  majority  of  elderly  patients. 
Moderate  repeated  dosages  of  roentgen  rays  and 
radium  rays  in  the  form  of  local  applicators, 
combined  with  snare  removal  and  superficial 
fulguration,  have  produced  palliative  results. 
Symptoms  were  lessened  and  the  patients  made 
quite  comfortable.  Palliative  treatment  should 
be  limited  to  those  patients  who  are  unable  to 
withstand  curative  treatment  or  who  refuse 
operation. 

Cases  treated  from  1922  through  1943  have 
been  analyzed  in  an  effort  to  determine  the  final 


results  and  improve  future  treatment.  This 
group  consists  of  51  patients.  Twenty-two 
patients  died  as  a result  of  or  with  cancer  of  the 
rectum.  Four  died  of  other  causes  with  residual 
benign  disease.  Five  who  had  complete  eradica- 
tion died  of  intercurrent  disease.  Two  are  alive 
and  well  with  residual  benign  disease.  Three, 
who  are  lost  to  follow-up,  were  free  of  polyps 
when  last  examined.  Fifteen  other  patients 
have  survived  the  five  years  or  more  without 
recurrence. 

These  results,  although  not  satisfactory,  are 
very  interesting  and  instructive.  During  the 
period  under  consideration,  papillary  adenomas 
were  thought  to  be  nonmalignant  and  rarely  to 
develop  into  active  rectal  cancer.  On  this  as- 
sumption, treatment  was  of  a palliative  nature, 
often  directed  in  the  case  of  large  tumors  toward 
relief  of  symptoms  rather  than  complete  eradica- 
tion of  the  polyp.  These  results  also  serve  to 
emphasize  further  the  importance  of  selective 
treatment  in  accordance  with  the  benign,  atypical, 
and  malignant  qualities  of  the  tumor.  By  a 
better  selection  of  cases  and  more  appropriate 
treatment,  we  are  hoping  for  marked  improve- 
ment in  the  results  of  treatment  of  papillary 
adenomas  of  the  rectum. 

Summary  and  Conclusions 

1.  Papillary  adenomas  occur  in  elderly  pa- 
tients, the  average  age  being  sixty-one  years. 

2.  Tumors,  at  the  time  of  recognition,  may 
be  benign,  atypical,  or  malignant. 

3.  There  is  a marked  tendency  for  benign 
and  atypical  tumors  to  undergo  malignant  change 
if  not  completely  removed. 

4.  Selective  methods  are  preferable  to  any 
routine  procedure.  Treatment  consists  of  one 
of  several  types  of  local  removal  and  radical 
bowel  resection. 

5.  Benign  forms  of  the  disease  should  be 
eradicated  in  a comparatively  short  period  of 
time. 

6.  Atypical  papillary  adenomas  can  no  longer 
be  considered  innocent,  nonmalignant  forms  of 
disease. 

7.  Radical  surgery  is  advisable  for  malignant 
and  atypical  tumors  and  for  the  large,  nonmalig- 
nant tumors  that  cannot  be  removed  by  conserva- 
tive methods. 

121  East  60th  Street 

Discussion 

Sidney  A.  Gladstone,  M.D.,  New  York  City. — 

The  presentation  of  Dr.  Binkley  and  his  associates 
represents  a continuation  of  their  previously  re- 
ported detailed  and  informative  study  of  the  clinical 
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and  morphologic  features  of  48  cases  of  papillary 
adenoma  of  the  large  bowel.  Three  points  appear 
important:  first,  the  long  duration  of  the  disease, 
second,  the  tendency  of  almost  two  thirds  of  these 
cases  to  become  malignant,  and  third,  the  import- 
ance of  microscopic  examination  for  evaluating  the 
degree  of  malignancy  and  for  guidance  with  respect 
to  treatment. 

In  connection  with  the  microscopic  examination  of 
mucosal  and  ulcerating  lesions  of  the  rectum  and 
rectosigmoid  we  have  been  using  the  method  of 
sponge  biopsy  for  about  one  year.  In  a series  of 
15  cases  of  rectal  cancer  we  have  encountered  two 
in  which  the  surgical  biopsy  has  been  negative  and 
the  sponge  biopsy  positive.  The  first  case  was  that 
of  a fifty-two-vear-old  white  man  who  was  admitted 
to  the  New  York  Polyclinic  Hospital  and  procto- 
scoped  because  of  a history  of  rectal  bleeding.  The 
proctologist  saw  an  ulcerating  lesion  and  excised  a 
piece  of  tissue  for  biopsy.  The  resident,  who  had 
previously  learned  about  sponge  biopsy  in  our 
department,  rubbed  a sponge  over  the  area  and  sent 
it  along  separately  for  microscopic  examination. 


The  surgical  biopsy  showed  a benign  polyp,  the 
sponge  biopsy  showed  adenocarcinoma.  After  op- 
eration, the  surgical  specimen  showed  the  presence 
of  adenocarcinoma  along  with  several  benign  polyps. 

The  second  case  was  seen  in  the  office  of  Dr. 
Gorsch.  The  patient  was  a thirty-eight-year-old 
man  who  gave  a one-year  history  of  diarrhea  and 
rectal  bleeding.  A surgical  biopsy  done  elsewhere 
showed  “normal  rectal  mucosa,  muscle  wall,  ap- 
parently polypoid  tissue.”  On  examination  Dr. 
Gorsch  saw  a lesion  in  the  rectosigmoid  which  ap- 
peared so  friable  that  he  preferred  not  to  excise  any 
significant  amount  of  tissue  because  of  possible  per- 
foration of  the  bowel  wall.  He  accordingly  did  a 
sponge  biopsy.  On  microscopic  examination  this 
showed  numerous  particles  of  tissue  characteristic 
of  adenocarcinoma  of  the  large  bowel. 

In  both  these  cases  sponge  biopsy  demonstrated 
the  presence  of  a cancer  previously  missed  by  surgi- 
cal biopsy.  It  would  seem  that  sponge  biopsy  has 
a place  among  the  diagnostic  procedures  of  the 
proctologist  in  the  examination  of  accessible  mu- 
cosal or  ulcerating  lesions. 
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THE  RELATION  OF  AMEBIC  DYSENTERY  TO  CHRONIC 
ULCERATIVE  COLITIS 

Willard  H.  Bernhoft,  M.D.,  Buffalo,  New  York 


rT'*HE  material  for  this  presentation  is  based  on 
J-  105  cases  of  amebic  dysentery  which  I ob- 
served and  studied  while  serving  with  the  armed 
forces  in  the  South  Pacific.  Diagnosis  was  es- 
tablished by  finding  the  vegetative  forms  of 
ameba  in  material  taken  directly  from  the  sur- 
face of  the  typical  amebic  ulcers  which  were 
found  on  proctosigmoidoscopic  examination. 

After  two  weeks  of  antiamebic  therapy,  these 
patients  were  re-examined.  It  was  of  interest  to 
note  that  in  23  of  the  patients  the  entire  mucosal 
surface  had  changed  in  appearance  and  did  not 
have  the  characteristic  ulceration  of  amebiasis. 
It  was  markedly  edematous  and  granular  in  its 
entirety  with  many  petechial  hemorrhagic  spots, 
and  in  some  there  were  ragged  ulcerative  areas 
which  bled  easily  on  trauma.  In  accounting  for 
the  change,  the  impression  was,  at  that  time, 
that  a secondary  infection  had  developed  in  the 
amebic  ulcers.  Bacteriologic  studies  showed 
no  specific  organisms  except  mixed  staphylococci 
and  streptococci.  There  was  some  improve- 
ment noted,  both  clinically  and  proctoscopically, 
after  sulfa  therapy. 

I have  been  unable  to  establish  contact  with 
the  entire  105  patients.  I do  know,  however, 
that  two  of  the  23  patients,  who  did  not  respond 
to  antiamebic  therapy,  have  died  since  release 
from  service.  These  developed  intermittent 
diarrhea  and  bloody  stools  with  continued  weight 
loss.  On  the  basis  of  the  original  diagnosis, 
their  doctors  placed  them  on  very  intensive 
antiamebic  therapy  without  success.  At  that 
time,  the  stool  examinations  were  negative  for 
both  the  vegetative  and  encysted  forms  of 
ameba.  The  autopsy  studies  failed  to  reveal 
evidence  of  amebiasis  but  showed  a typical  pic- 
ture of  an  acute,  fulminating,  nonspecific  type  of 
ulcerative  colitis  with  perforation  and  generalized 
peritonitis. 

In  1947  we  examined  49  patients  who,  accord- 
ing to  their  armed  service  records,  had  amebic 
dysentery  while  in  the  army  and  were  treated 
for  same.  At  that  time,  our  examinations  were 
completely  negative,  despite  the  fact  that  the 
patients  claimed  frequent  attacks  of  diarrhea. 
These  examinations  included  stool  studies. 

Because  many  of  these  49  men  were  having 
educational,  domestic,  and  work  problems,  the 
diarrhea  was  considered  to  be  of  a functional 
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nature  and  was  treated  as  such.  Intermittent 
proctosigmoidoscopic  examinations  subsequently 
failed  to  reveal  any  organic  pathology  in  any  of 
these  cases  until  this  year.  At  the  present  time, 
four  of  them  are  showing,  in  the  mucosa  of  the 
rectum  and  pelvic  colon,  changes  which  are  char- 
acteristic of  ulcerative  colitis.  Smears  made 
from  material  taken  from  the  inflammatory  areas, 
as  well  as  stool  studies,  are  negative  for  specific 
organisms. 

Comment 

In  reviewing  the  literature  I have  been  unable 
to  find  case  reports  of  amebic  dysentery  which 
have  followed  a course  similar  to  the  two  of  which 
the  autopsy  studies  showed  a typical  picture  of  an 
acute,  fulminating,  nonspecific  type  of  ulcerative 
colitis.  At  the  present  time,  I am  certain  that 
27  of  the  remaining  103  are  alive.  This  series  is 
too  small  for  statistical  value,  but  the  subject’s 
importance  makes  it  worthy  of  discussion.  Nine- 
teen have  had  no  recurrences  of  symptoms;  five 
are  still  having  nearly  continuous  diarrhea  and 
have  been  hospitalized  two  to  five  times  in 
four  years,  and  three  have  had  recurrences  which 
responded  to  antiamebic  therapy. 

It  is  not  within  the  scope  of  this  presentation 
to  attempt  further  theorization  as  to  the  cause 
of  ulcerative  colitis.  Likewise,  from  the  last 
small  series  of  49  cases  in  1947,  no  definite  con- 
clusion can  be  made. 

It  is  my  feeling  that  these  patients  had  an  in- 
herent tendency  toward  the  development  of 
ulcerative  colitis  and  that  the  previous  specific 
inflammatory  disease  was  the  active  factor  in 
bringing  about  the  manifestation  of  this  tendency. 

Although  we  have  presented  cases  of  amebic 
dysentery  here,  it  is  my  belief  that  patients  with 
other  specific  dysentery  will  follow  a similar 
course.  With  this  in  mind,  it  behooves  us  to  fol- 
low these  cases  carefully,  and,  when  recurrences 
are  noted,  we  must  not  assume  that  they  have 
amebic  dysentery  nor  overlook  the  fact  that  other 
specific  dysentery  may  lead  to  an  ulcerative  coli- 
tis. 

From  the  replies  which  I have  received  from  the 
original  105  cases,  it  is  of  interest  to  note  that 
many  have  not  had  the  benefit  of  proctosigmoidos- 
copy since  they  were  first  sent  to  a gastroenterol- 
ogist or  proctologist  shortly  after  their  release 
from  service.  They  have  been  followed  by  the 
Veterans  Clinic  or  their  family  doctors  who  have 
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prescribed  antiamebic  therapy  when  their  illness 
recurred. 

It  is  true,  and  I am  in  agreement  with  those 
who  may  believe  that,  with  the  government  com- 
pensation received  by  some  of  the  patients, 
there  is  incentive  to  magnify  and  even  falsify 
symptoms  of  the  disease.  Before  drawing  this 
conclusion  with  regard  to  any  individual,  he  is 
entitled  to  have  thorough  study. 

When  there  is  clinical,  proctoscopic,  and  radio- 
graphic  evidence  of  ulcerative  colitis,  one  should 
not  be  misled  by  the  original  diagnosis  in  the 
management  of  his  course  of  therapy.  It  is  our 
belief  that,  when  medical  treatment  is  failing, 
these  patients  should  be  subjected  to  the  same 
surgery,  namely,  ileostomy  and  subsequent  colec- 
tomy, as  those  who  had  no  disease  prior  to  the 
onset  of  their  ulcerative  colitis. 


Conclusions 

I believe  that  patients  with  amebic  dysentery 
may,  even  after  intensive  antiamebic  therapy, 
develop  a nonspecific  type  of  ulcerative  colitis 
which  should  be  managed  as  such.  It  is  errone- 
ous, on  the  basis  of  the  original  diagnosis,  to  con- 
tinue on  antiamebic  therapy  alone  without  posi- 
tive proof  of  amebiasis  or  the  benefit  of  inter- 
mittent proctosigmoidoscopy. 
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Discussion 

Joseph  Felsen,  M.D.,  New  York  City—  Dr. 
Bernhoft  has  directed  attention  to  an  important 
point  in  the  therapy  of  chronic  ulcerative  colitis. 
Do  not  persist  in  the  use  of  amebicides  in  patients 
who  have  had  amebiasis  but  who  present  the  clinical 
picture  of  chronic  ulcerative  colitis.  He  carefully 
refrains  from  drawing  any  conclusions  as  to  the 
relationship  between  the  two  diseases.  This  leads 
me  to  offer  a few  practical  suggestions  regarding 
their  etiology,  pathology,  and  differential  diagnosis. 

Etiology. — We  have  repeatedly  noted  the  develop- 
ment of  chronic  ulcerative  colitis  in  previously 
healthy  individuals  from  the  acute  initial  stage  of 
bacillary  dysentery  within  nine  to  twelve  months. 
In  the  Jersey  City  epidemic  of  1934,  this  occurred 
in  10.7  per  cent  of  the  patients.  This  observation 
has  since  been  confirmed  by  other  investigators. 
Bacillary  dysentery  and  amebiasis  have  identical 
epidemiologic  backgrounds,  so  that  it  is  not  sur- 
prising that  a certain  number  of  these  patients  have 


both  infections  and  subsequently  develop  chronic 
ulcerative  colitis.  The  Endameba  histolytica  is 
present  as  a purely  commensal  agent,  having  nothing 
to  do  with  the  development  of  chronic  ulcerative 
colitis.  In  tropical  regions  and  among  mental 
delinquents  practicing  coprophagy,  bacillary  dys- 
entery, salmonella  disease,  and  amebiasis  may 
occur  in  the  same  individual.  I have  never  seen 
chronic  ulcerative  colitis  follow  any  disease  other 
than  acute  bacillary  dysentery.  It  has  taken  ap- 
proximately fifteen  years  for  the  opponents  of  this 
view  to  admit  that  some  cases,  but  not  all,  are  due 
to  bacillary  dysentery.  No  proof  of  other  cause 
has  ever  been  offered  comparable  to  that  for  bacil- 
lary dysentery.  To  those  who  doubt  the  relation- 
ship, I suggest  better  recognition  of  the  atypical 
forms  of  acute  bacillary  dysentery,  follow-up  of  the 
acute  cases  for  one  year,  and  careful  investigation  of 
the  initial  phase  in  patients  first  seen  in  the  chronic 
stage. 

In  my  last  series  of  approximately  900  patients 
with  chronic  ulcerative  colitis,  approximately  five 
per  cent  have  exhibited  E.  histolytica.  In  this 
group,  amebicide  therapy  has  usually  resulted  in 
disappearance  of  the  protozoan  parasite  but  with- 
out discernible  effect  on  the  chronic  ulcerative  colitis. 

Pathology. — Amebiasis  is  usually  limited  to  the 
colon  and  exhibits  characteristic  discrete  ulcers  with 
hemorrhagic  halos  and  undermined  edges.  The 
intervening  mucosa  is  normal.  The  parasites  are 
found  in  the  floor  of  the  ulcer,  submucosa,  or  sub- 
mucosal lymphatics.  They  may  be  demonstrated 
readily  by  crypt  aspiration  wet  smear.  In  chronic 
ulcerative  colitis  the  mucosa  is  granular  and  usually 
presents  linear,  geographic,  or  serpiginous  ulcers 
with  intervening  polypoid  mucosa.  Except  in  the 
rare  segmental  types,  no  part  of  the  mucosa  is 
free  of  inflammation  with  infiltration  by  poly- 
morphonuclear cells.  This  may  extend  to  or  even 
through  the  muscularis.  Crypt  aspiration  wet 
smear  invariably  yields  a purulent  cytology  in  the 
mucosal  exudate. 

Differential  Diagnosis. — Demonstration  of  the 
typical  ulcers  and  cysts  or  trophozoites  in  amebiasis 
may  be  contrasted  with  the  diffusely  inflamed 
mucosa,  irregular  ulcers,  and  characteristic  purulent 
cytology  of  chronic  ulcerative  colitis.  The  latter 
also  exhibits  diagnostic  roentgenographic  findings 
such  as  lumenal  stenosis,  defects  in  mucosal  pattern, 
and  rigidity  and  thickening  of  the  wall  with  loss  of 
haustrations  due  to  reparative  fibrosis.  A purulent 
cytology  of  the  mucosal  exudate  is  an  absolute  con- 
traindication to  using  a rectal  or  sigmoidal  segment 
for  re-establishing  continuity  following  subtotal 
colectomy.  If  more  surgeons  knew  this,,  there 
would  be  fewer  instances  of  infection  spreading  from 
infected  rectum  to  healthy  ileum. 

In  conclusion,  I wish  to  make  a plea  for  the  control 
of  acute  bacillary  dysentery.  It  is  my  conviction 
that,  with  successful  control,  we  shall  no  longer  see 
cases  of  chronic  ulcerative  colitis  and  its  close  rela- 
tive, ileitis. 


RECENT  ADVANCES  IN  ANTIBIOTIC  THERAPY 

Selig  Strax,  M.D.,  and  Louis  T.  Wright,  M.D.,  New  York  City 
{From,  the  Department  of  Surgery,  Harlem  Hospital) 


THE  discovery  of  penicillin  and  streptomycin 
did  not  lead  to  complacency.  It  served  as  a 
challenge  to  laboratory  and  clinical  investigators 
and  stimulated  the  development  of  new  anti- 
biotics of  microbial,  vegetable,  or  animal  origin. 
Of  the  150  substances  which  have  been  identified 
and  described,  only  a few  are  of  established 
clinical  significance  or  offer  promise  of  usefulness 
as  systemic  therapeutic  agents. 

Aureomycin* * 

Aureomycin,  which  was  discovered  by  Duggar 
and  his  associates  of  the  Lederle  Laboratories,  is 
derived  from  a mold  of  the  species  Actinomyces — 
in  this  case  Streptomyces  aureofaciens.1  It  ex- 
hibits remarkable  versatility  as  an  antibiotic,  and 
studies  indicate  that  it  exerts  bacteriostatic  or 
bactericidal  activity  against  a wide  spectrum  of 
both  gram-negative  and  gram-positive  bacteria, 
including  penicillin-resistant  and  streptomycin- 
resistant  organisms.  It  is  highly  effective  against 
most  strains  of  rickettsia,  as  well  as  viruses  of 
psittacosis  and  lymphogranuloma  venereum.2-3 
On  a weight  basis,  aureomycin  appears  to  be  less 
effective  than  penicillin  against  most  of  the  coccal 
organisms,  but  it  compares  favorably  with  strep- 
tomycin against  most  gram-negative  bacilli.4 
In  solution  it  has  a low  pH,  and  activity  is  re- 
duced in  an  alkaline  medium  or  in  the  presence  of 
human  serum.  Unlike  penicillin,  there  is  no 
significant  tendency  to  the  development  of 
bacterial  resistance,  even  after  months  of  treat- 
ment.6 The  marked  antibiotic  effect  exhibited  by 
aureomycin  against  Escherichia  coli  and  other 
intestinal  flora  as  well  as  gram-positive  bacteria 
indicates  that  it  is  valuable  in  a variety  of  dis- 
eases associated  with  the  gastrointestinal  tract. 

We  have  employed  aureomycin  with  success 
in  the  preoperative  preparation  of  patients.  In 
patients  awaiting  gastric  surgery,  aureomycin  in 
doses  of  250  to  500  mg.  is  left  in  the  stomach 
following  each  gastric  lavage.  Indications  are 
that  aureomycin  will  apparently  reduce  the 
pathogenic  bacteria  of  the  intestinal  tract  more 
rapidly  and,  seemingly,  as  effectively  as  the  in- 
soluble sulfonamides,  while  permitting  resection 
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of  small  and  large  bowel  lesions  with  greater 
safety.  Much  additional  work  is  needed  to  prove 
this  point  beyond  peradventure.  The  only  un- 
favorable report  comes  from  Pulaski,  who  used 
aureomycin  in  a series  of  three  cases  and  found 
that  250  mg.  of  aureomycin  four  times  daily  re- 
duced the  number  of  E.  coli  in  the  stool  but  did 
not  affect  other  gram-negative  or  gram-positive 
organisms.6 

An  added  advantage  of  aureomycin  over  other 
drugs  or  antibiotics,  used  in  the  control  of  peri- 
tonitis in  relation  to  surgery  of  the  gastroin- 
testinal tract,  is  that  it  can  be  administered  in- 
travenously, and  thus,  high  blood  levels  can  be 
obtained  in  patients  who  may  be  gravely  ill  and 
cannot  take  medication  by  mouth  or  whose  ab- 
sorption from  the  gastrointestinal  tract  is  im- 
paired. 

In  regional  ileitis  our  experience  is  limited  to 
two  cases.  Both  had  had  an  ileotransverse 
colostomy  with  exclusion  of  the  terminal  ileum. 
Subsequent  to  their  operation,  these  patients 
suffered  recurrent  attacks  of  diarrhea  which  were 
controlled  by  aureomycin.  One  patient  received 
50  mg.  of  aureomycin  daily  intramuscularly  and 
the  other  a 250-mg.  capsule  orally  twice  a day  to 
maintain  an  average  of  two  daily  bowel  move- 
ments. 

We  have  treated  two  cases  of  postcholecystec- 
tomy syndrome,  both  with  chills  and  severe  pain. 
They  have  obtained  satisfactory  relief  with 
aureomycin,  and  it  is  suggested  that  cholangitis 
may  play  as  important  a role  in  this  condition  as 
does  spasm  of  the  sphincter  of  Oddi.  The  un- 
usually high  concentration  of  aureomycin  in  the 
bile  (8  to  16  times  concentration  in  serum)  makes 
it  particularly  adaptable  to  the  treatment  of  in- 
fections of  the  biliary  system.7 

A detailed  study  was  made  of  the  treatment  of 
acute  peritonitis  with  aureomycin  in  52  un- 
selected patients  at  this  hospital.  These  included 
35  cases  of  appendical  peritonitis,  16  cases  of 
perforated  duodenal  ulcer,  and  one  perforated 
sigmoid  diverticulum.  The  over-all  mortality 
rate  was  one  half  that  of  a similar  group  treated 
postoperatively  in  this  hospital  in  1946  and  1947 
with  penicillin,  sulfadiazine,  and  a few  cases  in 
which  streptomycin  was  used.  These  results  are 
reported  in  detail  in  a paper  that  is  in  press.8 

Since  the  above  was  submitted  for  publication, 
we  have  treated  several  additional  cases  of  peri- 
tonitis with  aureomycin  with  no  deaths.  At  the 
present  time  the  dose  schedule  used  in  the  treat- 
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ment  of  peritonitis  is  500  mg.  of  the  drug  dis- 
solved in  500  cc.  of  5 per  cent  glucose  in  distilled 
water,  administered  as.  an  infusion  twice  daily 
when  the  decision  to  operate  is  made.  After 
operation,  as  soon  as  Wangensteen  suction  can  be 
safely  interrupted,  the  aureomycin  is  adminis- 
tered in  doses  of  500  mg.  twice  daily  orally,  and 
this  is  continued  as  long  as  is  necessary. 

In  June  1948,  we  treated  a patient  with  severe 
pyoderma  gangrenosum  complicating  intractable 
nonspecific  ulcerative  colitis.9  The  patient  had 
had  a permanent  ileostomy  performed  in  No- 
vember, 1947,  with  little  change  in  the  extensive 
ulcerating  lesions  of  the  left  upper  and  lower  ex- 
tremities. With  small  doses  of  aureomycin  in- 
tramuscularly, the  skin  lesions  healed  rapidly,  and 
the  drainage  of  pus  and  blood  from  the  distal 
ileostomy  stoma  and  from  the  rectum  ceased. 
The  results  in  the  colonic  condition  in  this  case 
were  sufficiently  impressive  to  warrant  further 
study  of  the  clinical  effects  of  aureomycin  in 
chronic  ulcerative  colitis. 

In  a preliminary  report  from  this  hospital 
which  has  been  accepted  for  publication,  there 
is  a number  of  “active”  idiopathic  ulcerative 
colitis  cases  which  were  treated  with  aureo- 
mycin with  dramatic  results  in  the  cases  of  the 
so-called  “active”  colitis.10  In  these  cases,  there 
was  a noteworthy  reduction  of  the  number  of 
daily  stools  and  a disappearance  of  blood.  The 
aureomycin  in  these  cases  is  used  orally  in  a dose 
of  from  1 to  2 Gm.  a day  in  divided  doses.  Ad- 
ditional cases  of  ulcerative  colitis,  observed  since 
this  paper  was  prepared,  confirmed  our  original 
observations  and  convinced  us  that  aureomycin 
is  a valuable  drug  in  this  condition,  superior  to 
sulfonamides  and  all  drugs  previously  used.  In 
fact,  we  have  discontinued  the  use  of  all  sulfa 
preparations  in  this  condition. 

Herrell  and  Heilman  studied  the  concentrations 
of  aureomycin  in  body  fluids  and  organs.7  They 
conclude  that  aureomycin  is  excreted  slowly  and 
that  the  antibiotic  remains  in  the  blood  consider- 
ably longer  than  most  previously  available  anti- 
biotic substances.  It  traverses  the  blood-brain 
barrier  and  appears  in  the  cerebrospinal  fluid  in 
therapeutic  concentrations.  Studies  on  placental 
transmission  indicate  that  aureomycin  diffuses 
through  the  placenta  and  is  available  to  the  fetal 
circulation.  Likewise,  diffusion  occurs  into  the 
pleural  fluid.  Aureomycin  is  concentrated  in  the 
biliary  system  and  is  excreted  in  the  bile  in 
concentrations  8 to  16  times  that  in  the  serum. 
Large  amounts  of  aureomycin  are  constantly  ex- 
creted in  high  concentration  in  the  urine  of  pa- 
tients receiving  this  antibiotic.  It  has  also  been 
found  in  the  liver,  kidney,  spleen,  and  lung. 

The  efficacy  of  oral  administration  and  the 
safety  of  adequate  dosage  make  possible  the  use  of 


aureomycin  to  achieve  prompt  antibiotic  effects 
against  an  unusually  wide  spectrum  of  suscep- 
tible organisms. 

In  a group  of  seriously  ill  infants  at  Sydenham 
Hospital  in  Baltimore,  several  patients  with 
staphylococcal  pneumonia  and  septicemia  failed 
to  respond  to  penicillin,  yet  yielded  promptly  to 
aureomycin.11  Aureomycin  was  used  successfully 
in  cases  of  Streptococcus  fecalis  endocarditis, 
pneumococcus  meningitis,  and  influenzal  B men- 
ingitis. 

In  a study  of  primary  atypical  pneumonia, 
Schoenbach  reports  prompt  remission  within 
twenty-four  to  seventy-two  hours.12  All  cases  in 
the  series  had  positive  tests  with  Streptococcus 
MG  agglutinins  and  cold  agglutinins. 

Aureomycin  has  been  used  successfully  in  the 
treatment  of  lymphogranuloma  venereum,  granu- 
loma inguinale,  lues,  and  psittacosis. 2-3*13-14 

Aureomycin  is  the  drug  of  choice  in  serious 
urinary  infections.  In  therapeutic  doses,  it  ap- 
pears in  the  urine  in  concentrations  of  50  to  250 
micrograms  per  cc.7  Schoenbach  reports  several 
cases  of  Coli  aerogenes  and  Streptococcus  fecalis 
pyelonephritis  which  failed  to  respond  to  peni- 
cillin, streptomycin,  and  sulfadiazine-thiazole 
but  yielded  to  aureomycin.11  Aureomycin  is 
probably  superior  to  chloromycetin  because  the 
latter  may  permit  the  growth  of  gram-positive 
organisms  which  are  frequent  secondary  in- 
vaders. 

Aureomycin  is  usually  given  in  doses  of  500  mg. 
(2  capsules)  every  six  hours  the  first  day.  A 
maintenance  dose  of  250  mg.  every  six  hours  may 
then  be  given  over  prolonged  periods.  In  seri- 
ously ill  patients  and  in  those  who  cannot  swallow 
capsules,  it  may  be  administered  intravenously, 
in  doses  of  200  to  1,000  mg.  dissolved  in  500  cc.  of 
5 per  cent  glucose  in  distilled  water  in  one  hour. 
Because  of  the  acidity  of  aureomycin,  intra- 
musuclar  injections  are  irritating. 

Aureomycin  is  remarkably  nontoxic,  whether 
given  parenterally  or  orally.4-15  The  only  mani- 
festations of  intolerance  have  been  occasional 
nausea  and  mild  diarrhea.  The  nausea  is  fre- 
quently relieved  by  the  addition  of  aluminum 
hydroxide,  and  the  diarrhea  has  never  been  of 
clinical  significance.  As  yet,  allergic  reactions  to 
aureomycin  have  not  been  reported.  Aureo- 
mycin has  been  given  to  some  patients  for  weeks 
or  months  with  no  toxicity  noted. 

Chloromycetin 

Chloromycetin  was  isolated  by  Ehrlich  and  his 
coworkers  at  the  Parke-Davis  Laboratories  from 
a mold  isolated  by  Burkholder  of  the  Osborn 
Botannical  Laboratory,  Yale  University,  from 
field  soil  collected  in  Venezuela.16  The  mold  has 
been  named  Streptomyces  venezuelae;  the 
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crystalline  antibiotic  isolated  from  the  filtrate  of 
this  mold  has  been  named  chloromycetin  in  recog- 
nition of  its  source  and  high  content  of  nonionic 
chlorine  which  characterizes  the  molecule.  It  can 
be  prepared  synthetically. 

Laboratory  studies  indicate  that  chloromycetin 
inhibits  the  growth  of  some  pathogenic  bacteria 
in  high  dilutions,  particularly  Escherichia  coli, 
Klebsiella  pneumoniae,  Proteus  organisms,  Sal- 
monella schottmuelleri,  and  Shigella  paradysen- 
teriae.16 

In  contrast  to  aureomycin,  chloromycetin  is  a 
neutral  compound.  In  distilled  water  it  with- 
stands boiling  for  five  hours.  Although  relatively 
insoluble  in  water,  it  is  well  absorbed  from  the 
gastrointestinal  tract.  After  a single  oral  dose 
appreciable  amounts  of  the  drug  are  demonstrated 
in  the  blood  and  urine  within  from  thirty  minutes 
to  eight  hours.17  With  repeated  dosage  effective 
blood  concentrations  may  be  sustained. 

At  the  present  time  clinical  reports  on  chloro- 
mycetin are  limited  to  its  use  in  typhoid  fever, 
epidemic  typhus,  scrub  typhus,  and  Rocky  Moun- 
tain spotted  fever.  Experimental  studies  among 
other  bacterial  and  viral  infections,  including 
atypical  pneumonia,  psittacosis,  and  lympho- 
granuloma venereum,  indicate  the  possibility  of 
adapting  these  findings  to  clinical  use.18 

Woodward  has  treated  21  cases  of  typhoid 
fever,  ten  of  these  in  Malaya.19  In  all  cases  tem- 
peratures became  normal,  and  blood  cultures 
sterile  for  E.  typhosa  within  five  days,  most  of 
them  within  twenty-four  hours.  Five  of  these 
cases  relapsed,  and  the  recurrent  infections  re- 
sponded promptly  to  a second  course  of  chloro- 
mycetin. Woodward  also  treated  several  cases 
of  typhoid  fever  with  aureomycin  with  prompt 
sterilization  of  the  blood  but  a slower  deferves- 
cence. The  response  to  chloromycetin  is  judged  to 
be  more  dramatic  and  more  lasting. 

In  the  treatment  of  rickettsial  diseases  aureo- 
mycin and  chloromycetin  present  almost  identical 
results  and  are  equally  effective.  Schoenbach  be- 
lieves that  rickettsia  grow  in  the  tissues  impairing 
oxygenation  of  cells.11  The  paranitrophenyl 
group  in  chloromycetin  protects  the  cell  from  the 
rickettsia  rather  than  having  a direct  affect  on 
the  rickettsia. 

Numerous  cases  of  epidemic  typhus,  scrub 
typhus,  Rocky  Mountain  spotted  fever,  and  Q 
fever  have  been  treated  with  aureomycin  or 
chloromycetin  with  a return  of  temperature  to 
normal  within  forty-eight  hours.  The  rash  dis- 
appears rapidly,  and- the  Weil-Felix  reaction  and 
complement  fixation  tests  rise  during  the  con- 
valescent period,  frequently  after  the  patient  is 
discharged.  Complications,  such  as  pneumonia, 
myocarditis,  and  parotitis,  are  rarely  seen.  All 
investigators  are  agreed  that  both  aureomycin 


and  chloromycetin  are  much  more  effective  and 
dramatic  in  the  treatment  of  rickettsial  diseases 
than  is  para-aminobenzoic  acid. 

In  two  series  of  patients  with  epidemic  typhus 
symptoms  regressed  completely  within  three  to 
five  days,  many  within  thirty-six  hours  of  the 
commencement  of  chloromycetin  therapy.20-21 
Several  desperately  ill  patients  responded  dra- 
matically. 

In  25  cases  of  scrub  typhus  recovery  was  also 
complete  in  all  cases  with  temperature  returning 
to  normal  in  an  average  of  thirty-one  hours  after 
beginning  of  treatment.22 

Pincoffs  reported  15  cases  of  Rocky  Mountain 
spotted  fever  treated  successfully  with  chloro- 
mycetin.23 All  temperatures  fell  to  normal  within 
three  days  of  the  commencement  of  treatment. 

In  the  treatment  of  brucellosis  with  positive 
blood  cultures  for  Brucella  abortus,  suis,  or 
mellitensis,  treatment  with  aureomycin  or  chloro- 
mycetin is  equally  effective  and  vastly  superior  to 
the  combined  streptomycin  and  sulfadiazine 
treatment. 

Aureomycin  has  been  found  to  be  superior  to 
chloromycetin  in  the  treatment  of  tularemia. 

Chloromycetin  is  given  in  doses  of  50  mg.  per 
Kg.  the  first  day,  then  0.5  Gm.  every  four  hours 
thereafter.  Because  of  its  low  solubility,  pro- 
pylene glycol  has  been  used  as  a menstruum  for 
parenteral  administration.  The  diluent  has  pro- 
duced anemia,  not  attributable  to  chloromycetin, 
and  parenteral  use  is  not  advised  at  this  time. 

Chloromycetin  is  well  tolerated  when  given 
orally,  and  occasional  vomiting  is  the  only  toxic 
symptom  noted.  All  reports  up  to  this  time  deal 
with  the  use  of  chloromycetin  over  relatively  short 
periods  of  one  to  two  weeks.  Whether  more  pro- 
longed use  will  provoke  toxic  symptoms  is  as  yet 
unknown.22  The  use  of  chloromycetin  parenter- 
ally  is  not  advised  at  this  time.  Because  of  its 
low  water  solubility,  the  diluent  used  has  been 
propylene  glycol,  and  this  has  produced  anemia  in 
animal  experiments. 

Polymyxin 

Polymyxin  is  a polypeptid  derived  from  Bacillus 
polymyxa  and  is  remarkably  effective  against  a 
variety  of  gram-negative  organisms.  It  was  dis- 
covered simultaneously  in  America  and  in  Eng- 
land, and  types  A,  B,  C,  and  D have  been  de- 
scribed. Schoenbach  believes  that  polymyxin  is 
much  more  effective  than  streptomycin  against 
gram-negative  organisms,  especially  in  delayed 
treatment.24  The  dosage  is  0.8  mg.  per  Kg.  of 
body  weight  every  six  hours.  Two  thirds  of  the 
ingested  dose  is  excreted  in  the  urine  within 
twenty-four  hours.  Some  patients  show  pro- 
teinuria, oliguria,  a fall  and  fixation  of  specific 
gravity,  and  tubular  casts  in  the  urine  during  pro- 
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longed  treatment  with  polymyxin.  Several  cases 
of  serious  infection  with  Pseudomonas  aeruginosa 
(pyocyaneus),  Aerobacter  aerogenes,  Brucella 
abortus,  and  Hemophilus  pertussis  (patients 
under  one  year  of  age)  were  treated  successfully 
with  polymyxin.  The  drug  is  so  toxic,  however, 
that  benefits  are  difficult  to  evaluate,  and  it  has 
not  been  released  for  general  use. 

Other  Antibiotics 

Other  antibiotics  which  have  aroused  con- 
siderable interest  include  streptothricin,  now  in 
discard  because  of  its  residual  toxic  effects,  baci- 
tracin, and  tyrothricin,  whose  use  is  confined  to 
local  or  topical  therapy  because  of  systemic 
toxicity  (nephrotoxic).  Bacitracin  was  isolated 
in  1945  by  Meleney  from  a strain  of  B.  subtilis. 
In  concentration  of  500  units  per  cc.  in  sterile 
isotonic  sodium  chloride  solution  or  in  ointment 
of  similar  potency,  it  may  be  used  successfully  in 
the  treatment  of  superficial  pyogenic  lesions  and 
ulcers  and  dermatologic  lesions.  For  local  in- 
filtration in  the  treatment  of  carbuncles,  the  solu- 
tion may  be  injected  into  the  base  of  the  lesion. 
It  is  not  destroyed  by  blood,  pus,  or  necrotic 
tissue. 

Summary 

New  antibiotics  have  been  isolated  that  have 
proved  to  be  valuable  systemic  therapeutic 
agents.  The  most  important  of  these  antibiotics 
are  aureomycin  and  Chloromycetin. 

In  our  hands  aureomycin  has  exhibited  bac- 
tericidal activity  against  a very  wide  spectrum  of 
bacteria,  rickettsiae,  and  viruses.  It  has  re- 
placed penicillin  and  the  sulfonamides  in  the 
treatment  of  coccal  infections  and  has  sup- 
planted the  use  of  streptomycin  in  all  bacillary  in- 
fections except  those  of  the  tuberculosis.  It  is 
most  valuable  in  the  preoperative  and  post- 
operative sterilization  of  the  gastrointestinal  test 
in  gastric  or  intestinal  surgery  and  in  the  treat- 
ment of  peritonitis,  chronic  nonspecific  ulcera- 
tive colitis,  and  serious  urinary  infections. 

Chloromycetin  is  the  drug  of  choice  in  the 
treatment  of  typhoid  fever.  Chloromycetin  and 
aureomycin  are  equally  effective  in  treatment  of 
rickettsial  infections  and  brucellosis.  Chloromy- 
cetin is  probably  also  effective  in  the  sterilization 
of  the  gastrointestinal  tract  preoperatively  and 
postoperatively. 

Aureomycin  may  be  given  orally  or  intra- 
venously in  doses  averaging  250  mg.  every  six 
hours.  Chloromycetin  should  be  used  orally  only 
in  approximately  double  the  dosage  of  aureomy- 
cin. 

Both  aureomycin  and  chloromycetin  have  ex- 
hibited no  important  toxic  manifestations. 

Polymyxin  is  remarkably  effective  against 


gram-negative  organisms  but  has  exhibited 
nephrotoxic  effects  that  have  held  up  its  release 
for  general  use. 

The  use  of  bacitracin  and  tyrothricin  is  limited 
to  the  local  treatment  of  pyogenic  infections. 

Discussion 

Erwin  Neter,  M.D.,  Buffalo. — Drs.  Strax  and 
Wright  have  given  an  excellent  review  of  the  present- 
day  status  of  the  recently  introduced  antibiotics  and 
have  made  important  observations  on  the  efficacy  of 
aureomycin  in  a variety  of  infections.  Indubitably, 
the  great  importance  of  the  discovery  of  aureomycin 
and  chloromycetin  lies  in  the  fact  that  they  are 
effective  against  rickettsiae  and  the  larger  viruses 
(atypical  pneumonia,  psittacosis)  which  are  closely 
related  to  the  rickettsiae.  Unfortunately,  so  far  as  it 
is  known  at  the  present  time,  these  antibiotics  are  in- 
effective against  the  small  viruses,  such  as  the  in- 
fluenza and  the  poliomyelitis  viruses. 

That  aureomycin  reduces  the  number  of  bacteria 
in  the  gastrointestinal  tract  and  thus  aids  greatly  in 
the  preparation  of  patients  undergoing  surgery  has 
been  shown.  From  the  data  obtained  it  is  evident 
that  aureomycin  is  of  value  in  the  treatment  of 
acute  peritonitis  and  of  promise  in  idiopathic  ulcera- 
tive colitis.  We,  too,  have  observed  that  fecal  ma- 
terial obtained  from  a few  patients  receiving 
aureomycin  in  large  doses  by  mouth  failed  to  show 
growth  on  bacteriologic  examination.  However,  it 
should  be  stressed  that  the  antibiotic  was  not 
neutralized  and  that  the  negative  results  may  have 
been  due  to  the  growth-inhibitory  effects  of  the  drug 
present  in  the  specimen.  On  the  other  hand,  we  had 
the  opportunity  to  follow  two  patients  who  were 
suffering  from  Salmonella  infection  and  who  con- 
tinued to  harbor  this  pathogenic  microbe  in  the  in- 
testine during  and  following  the  administration  of 
both  aureomycin  and  chloromycetin  in  doses  up  to 
500  mg.  per  Kg.  of  body  weight.  Similar  observa- 
tions have  been  made  on  typhoid  carriers  being 
treated  with  chloromycetin. 

Originally  it  was  stated  that  aureomycin  is  in- 
effective against  Bacillus  pyocyaneus  and  various 
members  of  the  Proteus  group.  Very  recently,  how- 
ever, Parks  from  Washington,  D.C.,  and  Rutenburg 
and  Schweinburg  from  Boston  have  shown  that  this 
antibiotic  is  effective  against  some  but  not  all 
strains  belonging  to  these  species  and  can  be  used  to 
advantage  in  the  treatment  of  urinary  tract  infec- 
tions.0,6 We  had  the  opportunity  to  observe  a pa- 
tient with  chronic  pyelonephritis  caused  by  Bacillus 
pyocyaneous.  The  infection  was  of  such  severity 
that  1 ml.  of  urine  contained  more  than  10,000  organ- 
isms. All  attempts  to  overcome  this  infection  by 
means  of  sulfonamides,  penicillin,  streptomycin,  and 
mandelic  acid  failed.  Administration  of  aureomycin 
had  dramatic  results.  Actually,  the  number  of  or- 
ganisms was  first  reduced  to  115  colonies  per  ml.,  and 
subsequent  cultures  have  become  sterile.  It  seems 
possible  that  the  drug  might  have  been  less  effective 
had  the  infection  been  localized  in  some  other  part 
of  the  body,  since  the  concentration  of  aureomycin  is 
so  much  greater  in  the  urine  than  elsewhere.  In  this 
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connection  it  may  be  of  interest  to  discover  at  what 
concentration  aureomycin  and  Chloromycetin  are 
present  in  the  various  parts  of  the  gastrointestinal 
tract.  If  the  concentration  of  the  antibiotic  should 
be  lower  in  the  large  intestine,  one  may  consider  the 
use  of  the  drug  in  such  a form  as  to  preclude  its  ab- 
sorption from  the  small  intestine  and  thus  obtain 
higher  concentration  in  the  colon. 

Although  but  a short  period  of  time  has  elapsed 
since  the  discovery  of  aureomycin  and  Chloromy- 
cetin, it  has  become  clear  that  these  antibiotics 
represent  powerful  tools  in  the  hitherto  unsuccessful 
fight  against  certain  infections.  Much  research  re- 
mains to  be  done  to  determine  the  relative  merits  of 
these  new  antibiotics  and  also  to  what  extent  they 
can  be  used  in  conjunction  with  other  chemothera- 
peutic agents  and  antibiotic  substances  to  obtain  still 
better  results. 

“ Parks,  J.:  Personal  communication. 

i>  Rutenburg,  A.  M.,  and  Schweinburg,  F.  B.:  Proc.  Soc. 

Exper.  Biol.  & Med.  70:  464  (1949). 

We  wish  to  thank  Dr.  Solomon  Weintraub,  director  of 
pathology,  and  Dr.  William  I.  Metzger  for  their  helpful  co- 
operation. 
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EVALUATE  RESULTS  OF  SURGERY  FOR  HIGH  BLOOD  PRESSURE 


A study  of  100  patients  who  underwent  sym- 
pathectomy for  high  blood  pressure  shows  that  five 
years  after  the  operation  results  were  favorable  in 
only  about  20  per  cent,  according  to  Kenneth  A. 
Evelyn,  M.D.,  and  Stewart  R.  Cooper,  M.D., 
Montreal,  Canada,  and  Fred  Alexander,  M.D., 
Boston,  Massachusetts. 

In  this  surgery,  nerves  of  the  sympathetic  nervous 
system,  which  control  the  organs  that  function  un- 
consciously and  which  may  produce  involuntary 
constriction  of  the  blood  vessels  and  other  effects, 
are  cut. 

The  doctors  reported  on  their  study,  made  at  the 
Massachusetts  General  Hospital,  Boston,  in  the 
June  18  issue  of  the  J.A.M.A. 

Five  years  after  the  operation,  blood  pressure  was 
reduced  to  normal  in  8 per  cent  of  the  patients,  and 


significant  reductions,  although  not  to  normal,  were 
noted  in  an  additional  13  per  cent. 

Results  in  the  remaining  79  per  cent  were  un- 
favorable. In  52  per  cent  of  the  group,  blood  pres- 
sures were  not  significantly  lower  than  the  pre- 
operative levels,  and  27  per  cent  of  the  patients  were 
dead. 

“Comparison  of  these  results  with  those  at  the 
end  of  a two-year  follow-up  shows  that  the  results  of 
sympathectomy  tend  to  become  less  favorable  as  the 
length  of  the  follow-up  period  increases. 

“However,  it  seems  certain  that  the  results  of 
sympathectomy  in  the  most  favorable  cases  are 
valuable  enough  to  justify  continued  interest  in 
methods  which  will  improve  the  selection  of  cases 
and  in  the  development  of  technics  which  will  in- 
crease the  effectiveness  of  the  operation.” 


COLONIC  DYSFUNCTION 

Sara  M.  Jordan,  M.D.,  Boston,  Massachusetts 
( From  the  Department  of  Gastroenterology,  Lahey  Clinic) 


A DISCUSSION  of  colonic  dysfunction  pre- 
supposes a well-recognized,  basic  under- 
standing of  colonic  function.  Clinical  precepts 
and  practices  during  the  past  half  century  have 
reflected  a complete  lack  of  such  understanding. 
No  organ  of  the  body  has  been  so  subjected  to 
abuse  and  injury  as  has  the  colon,  whose  finely 
adjusted  neuromuscular  mechanism  and  secre- 
tory apparatus  have  been  wantonly  disturbed  by 
external  interference  administered  under  a 
complete  misconception  of  the  design  for  function 
provided  by  nature. 

The  conception  that  the  colon  was  a channel 
for  debris — a cloaca,  a sewer  which  had  to  be 
cleansed  as  far  as  it  is  possible  to  cleanse  a sewer — 
has  pervaded  the  minds  of  physician  and  patient, 
resulting  in  the  inevitable  medical  slogan,  “keep 
your  bowels  open,”  and  in  the  anxious  pre- 
occupation of  much  of  humanity  on  the  regu- 
larity and  completeness  of  the  daily  bowel 
movement  and  its  importance  to  the  life,  health, 
and  happiness  of  the  individual. 

Laboratory  research  has  given  us  many  clues 
to  the  design  of  nature  in  colonic  function. 
The  investigations  of  Cannon,  Hurst,  and  Alvarez 
demonstrated  that  in  the  normal  individual 
chyme  reached  the  ileum  in  three  to  four  hours, 
that  the  ingestion  of  food  produced  an  ileocecal 
reflex  which  caused  chyme  to  pass  from  the 
terminal  ileum  into  the  cecum,  that  for  pro- 
pulsion through  the  colon  mass  movements 
occur  after  prolonged  periods  of  stasis,  the  pur- 
pose of  which  could  only  be  for  absorption,  and 
that  excretion  of  material  might  take  from  forty- 
eight  to  seventy-two  hours.  From  all  these 
observations,  the  absorptive  as  well  as  the  pro- 
pulsive function  of  the  colon  was  revealed,  and 
it  has  been  recently  recognized  that  the  right 
colon  retrieves  valuable  fluid  for  the  body, 
while  the  left  colon  by  its  secretion  of  mucus 
protects  the  mucosa  from  injury  from  material 
which  physiologically  should  be  semisolid. 

Although  investigations  in  colonic  physiology 
lag  behind  those  in  gastric  and  small  intestinal 
physiology,  there  has  been  some  recent  work  of 
interest,  stimulated  chiefly  by  an  effort  to  reveal 
facts  of  importance  in  dealing  with  that  most  dis- 
tressing disease  of  the  colon — ulcerative  colitis. 
Peristaltic  activity  in  the  rabbit’s  colon  was 
studied  by  the  observation  of  reactions  to  the 
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placing  of  dry  scybala  into  the  exposed  de- 
scending colon.1  Antiperistaltic  as  well  as 
peristaltic  activity,  as  evidenced  by  blanching 
proximal  and  distal  to  the  moving  scybala,  and 
movement  of  the  scybala  orad  as  well  as  caudad 
was  noted.  The  speed  of  the  peristaltic  activity 
was  found  to  exceed  that  of  the  antiperistaltic 
activity  by  4:1.  Severing  the  spinal  cord 
destroyed  antiperistaltic  activity,  indicating  that 
inhibition  of  antiperistaltic  activity  may  come 
from  central  impulses,  an  interesting  correlation 
of  experimental  to  clinical  observation.  It  was 
also  noted  that  in  a highly  irritable  segment 
there  was  temporary  circular  muscular  contrac- 
tion on  both  sides  of  the  scybalum  with  slowing 
of  peristalsis,  whereas  in  the  normally  irritable 
segment  there  is  a constant  distal  relaxation 
with  normal  progression  of  peristalsis.  Thus, 
there  is  experimental  evidence  that  abnormal 
central  impulses,  by  removing  antiperistaltic 
activity,  derange  motor  function  and  that  in- 
coordination in  the  relation  of  the  two  sets  of 
musculature  in  the  colon  causes  constipation. 

Other  recent  investigations  have  been  directed 
toward  study  of  mucosal  changes  in  human  pa- 
tients under  artificially  applied  stress  situations 
and  under  the  influence  of  chemical  factors.2-4 
Normal  subjects  have  been  placed  under  arti- 
ficially produced  stress  conditions  by  placing  their 
hands  in  ice  water  and  applying  a screw  clamp 
to  the  head,  observations  being  made  under 
direct  visualization  of  motility,  vascularity, 
and  secretion  in  the  colon.  A marked  increase 
in  motility,  vascularity,  and  secretion  was  ob- 
served under  such  stress.  The  changes  in  the 
colon  were  manifest  only  when  the  total  bodily 
reaction  was  one  of  distress  and  were  not  a 
response  to  applied  stimuli  per  se. 

Preliminary  work  in  the  investigation  of  condi- 
tions which  affect  the  blood  flow  in  the  colon 
has,  up  to  the  present,  consisted  of  perfecting  a 
satisfactory  instrument  to  measure  changes  of 
temperature  in  water  contained  in  a closed  system 
which  has  been  inserted  into  the  colon  with  an 
attached  thermocouple  leading  to  the  outside.6 
The  research  work  involved  in  the  perfection  of 
this  instrument  has  resulted  in  some  observa- 
tions on  vascular  dynamics  and  blood  flow 
changes  in  the  colon  wall  in  animals  under  condi- 
tions of  stress,  excitement,  and  illness,  all  of 
which  work  has  great  promise  for  the  better 
understanding  of  colonic  dysfunction,  both  with 
and  without  organic  colon  disease. 
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Enzymatic  activity  has  likewise  received 
considerable  attention  in  its  relation  to  colonic 
function,  here  again  chiefly  for  the  purpose  of  a 
better  understanding  of  the  nature  of  ulcerative 
colitis.  There  has  been,  however,  some  indica- 
tion that  abnormal  chemical  changes  take  place 
between  normally  secreted  materials  and  the 
cells  of  the  colon,  probably  a change  in  pH.6 

The  proteolytic  activity  of  extracts  of  stools 
of  normal  patients,  those  with  irritable  colon  and 
those  with  diseases  including  ulcerative  colitis, 
was  studied.  Stools  were  emulsified  with  dis- 
tilled water,  centrifuged,  and  the  supernatant 
fluid  passed  through  a special  filter  to  remove  all 
bacteria  and  foreign  agents.  The  irritable  colon 
substrate  showed  increased  mucin-digesting 
ability  but  to  a lesser  degree  than  that  of  ulcer- 
ative colitis. 

The  use  of  sympathomimetic  and  parasym- 
pathomimetic drugs  has  confirmed  our  knowledge 
of  the  effects  of  autonomic  nerve  stimulation  on 
the  colon.  The  effect  of  autonomic  ganglion 
block  by  the  use  of  tetra-ethyl-ammonium 
chloride  has  been  shown  to  be  a marked  decrease 
in  motility,  and  when  200  mg.  was  given  intra- 
venously, there  was  a complete  inhibition  of 
colon  motility  for  as  long  as  sixty-five  minutes.7 
Thus  support  is  added  to  the  theory  of  neuro- 
genic origin  of  rhythmic  intestinal  contractions. 

These  investigations  sustain  our  clinical  ob- 
servations and  experience  with  the  physiology 
of  the  colon.  Hence,  we  have  every  reason  to 
regard  the  colon  with  the  same  respect,  even 
awe,  with  which  we  regard  the  artful  and  ad- 
mirable devices  by  which  the  heart,  the  lungs, 
the  kidneys,  and  the  upper  gastrointestinal 
tract  carry  out  their  functions.  We  know  that 
coordination  of  innervation  and  muscle  and 
secretory  glands  is  responsible  for  normal  func- 
tion and  that  normal  function  is  subjectively 
expressed  by  an  absence  of  sensation  in  the 
abdomen,  except  for  an  urge  to  defecation.  As  a 
corollary  to  the  respect  which  we  should  have  for 
the  neuromuscular  coordination  responsible  for 

I I normal  function,  we  should,  of  course,  have  mis- 

givings about  any  unnecessary  interference  with 
it,  a matter  to  which  later  reference  will  be 
made. 

The  incidence  of  colonic  dysfunction  is  un- 
questionably high.  A common  estimate  is  that 
it  occurs  in  about  40  to  55  per  cent  of  all  cases 
presenting  themselves  with  abdominal  symptoms 
in  gastroenterologic  clinics.  The  symptomatol- 
ogy varies  in  intensity  from  mild  to  severe, 
and  in  those  with  severe  symptoms  there  may 
even  be  a resulting  disability.  The  clinical 
importance  of  the  conditions  is,  therefore,  in- 
disputable. 

The  causative  factors  may  be  broadly  classified 


in  two  groups:  first,  the  psychogenic  factors  of 
two  types — either  the  occasional  psychic  dis- 
turbance, such  as  a sudden  fright  or  temporary 
emotional  crisis  with  resultant  temporary  diges- 
tive dysfunction,  or  the  sustained  pattern  of 
psychic  disorder,  such  as  stress  and  strain  and 
nervous  fatigue  resulting  in  an  habitual  colonic 
dysfunction — and  second,  the  abuse  of  the  colon 
with  food,  drugs,  and  chemical  irritants.  Not 
infrequently,  these  factors  may  be  so  inter- 
twined that  treatment  directed  toward  both 
factors  is  necessary. 

The  diagnosis  of  colonic  dysfunction  is  made 
by  both  negative  and  positive  findings:  the 
former  by  ruling  out  organic  disease  and  the 
latter  by  finding  certain  objective  evidence  of 
functional  disorder.  It  is  essential  that  organic 
disease  be  ruled  out  for  both  the  safety  and  the 
reassurance  of  the  patient,  the  latter  a necessary 
adjunct  to  therapy. 

Colonic  dysfunction  characterizes  the  condition 
whose  nomenclature  has  included  such  terms  as 
spastic  colitis,  mucous  colitis,  functional  colitis, 
and  finally  the  irritable  or  unstable  colon.  The 
adjective  unstable  is  aptly  descriptive  of  the 
condition  since  instability  of  neuromuscular 
coordination  of  the  colon  is  the  basic  physiologic 
defect.  Peristaltic  activity  may  be  slowed  or 
accelerated,  and  neuromuscular  contractions  and 
relaxations,  as  well  as  secretions,  increased  or 
decreased  in  a disorganized  way.  The  orderly 
function  of  this  propulsive,  absorptive,  and 
secreting  organ  is  thus  deranged  to  such  a degree 
that  distress  symptoms  replace  the  normal 
abdominal  unconsciousness. 

These  symptoms  are  constipation,  diarrhea, 
distention,  and  distress,  varying  in  intensity  from 
mild  discomfort  to  colicky  pain.  While  such 
distress  may  be  localized  in  one  of  the  abdominal 
quadrants  or  in  the  midabdomen,  it  is  charac- 
teristically shifting  in  location,  thus  differentiated 
from  .the  well-localized  pain  of  peptic  ulcer, 
appendicitis,  cholelithiasis,  or  diverticulitis. 
Both  distention  and  distress  have  usually  no 
definite  time  relation  to  food  intake  in  their 
occurrence,  although  there  is  often  a definite 
relationship  of  the  occurrence  of  both  these 
symptoms  to  the  kind  of  food  eaten.  There  is 
also  not  infrequently  a time  relationship  of  onset 
of  symptoms  to  bowel  movement,  usually  with 
relief  of  symptoms  following  defecation. 

In  general,  the  foods  mentioned  by  patients 
as  offending  are  the  notoriously  indigestible  ones, 
all  fried  foods,  pork,  oily  fish,  and  some  of  the 
vegetables  and  fruits  which  are  easily  digested 
by  the  normal  digestive  tract,  e.  g.,  tomatoes, 
apples,  grapefruit,  and  always  melon.  Ice 
cold  food  and  drink  also  precipitate  symptoms. 
There  is  a practically  uniform  listing  of  such  foods 
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by  patients  with  irritable  colon.  Certain  patients 
also  involuntarily  ascribe  distress  to  smoking 
and  overindulgence  in  alcohol,  and  in  this  group 
hypermotility  of  the  small  intestine  is  usually 
observed  in  association  with  irritable  colon. 

Constipation  and  diarrhea,  either  alone  or 
alternately,  are  part  of  the  symptomatology. 
Cases  with  diarrhea  are  sometimes  less  tractable 
than  those  with  constipation,  although  objective 
x-ray  evidence  is  the  same  for  both  forms  of 
dysfunction  and  not  distinctive  for  either  type. 

The  word  constipation  in  a patient’s  history 
must  always  be  elucidated,  since  it  is  not  in- 
frequently used  to  indicate  self-abuse  with 
laxatives.  When  a patient  says  he  has  for  years 
required  some  form  of  laxatives,  it  is  certain  that 
he  now  has  a bowel  fatigue  with  spasm  or  atony, 
to  overcome  which  he  requires  more  and  stronger 
laxatives.  This  condition  was  probably  initi- 
ated by  injudicious  and  unnecessary  interference 
with  the  function  of  the  colon  and  not  infre- 
quently was  begun  on  the  advice  of  a physician 
during  an  acute  or  chronic  illness  following 
surgery  or  childbirth  or  as  part  of  a routine  for 
various  types  of  symptoms.  Commercial  ad- 
vertising and  drugstore  and  neighborhood  advice 
contribute  their  share  to  this  vicious  cycle.  It 
is,  however,  noteworthy  that  in  recent  times  the 
“mildness”  of  the  laxative  is  emphasized,  in- 
dicating that  there  is  a wholesome  reaction  at 
least  against  the  harshest  form  of  colon  abuse. 
It  is  of  literary  interest  to  note  also  that  back  in 
the  days  of  Chaucer,  such  a reaction  was  echoed 
in  the  following  lines,  spoken  by  Chantacleer  in 
the  Nonne  Prestes  Tale: 

And  I say  forthermore 

That  I ne  set  by  laxatifs  no  store. 

For  thay  be  venemous,  well  know  I it, 

I them  defye,  I love  them  never  a bit. 

The  history  of  longstanding  abuse  must,  of 
course,  be  differentiated  from  that  of  a recent 
change  in  bowel  habit,  which  is  a typical  symp- 
tom of  colon  malignancy  in  80  per  cent  of  cases. 
Cases  with  such  a history  require  a most  pains- 
taking investigation  to  rule  out  organic  disease. 

Dysfunction  in  the  form  of  diarrhea  may  be 
congenital  or  acquired  at  an  early  age;  in  such 
cases  it  may  be  constant  or  induced  at  times  by 
psychogenic  or  physical  irritants.  It  may  also 
be  a result  of  an  acute  enterocolitis,  recurring 
with  remissions.  In  all  cases,  while  by  no  means 
intractable,  it  is,  as  stated,  less  easily  manage- 
able than  constipation. 

Secondary  symptoms  in  this  condition  are 
nausea  and  vomiting  and  resultant  malnutrition 
and,  in  some  cases  of  diaphragmatic  splenic 
flexure,  palpitation  and  dizziness.  Extrasystoles 
are  induced  by  distention  of  the  splenic  flexure 


beneath  the  diaphragm.  These  symptoms  are 
relieved  with  an  improvement  in  colonic  tonus 
and  irritability. 

Adequate  study  to  rule  out  organic  disease  of 
the  digestive  tract  reveals  positive  objective 
evidence  of  colonic  dysfunction.  The  physical 
examination  discloses  in  most  cases  of  irritable 
colon  tenderness  to  palpation  over  the  course  of 
the  whole  colon  and  often  a tender,  ropy  sigmoid 
which  can  be  rolled  under  the  palpating  fingers. 
Digital  examination  often  reveals  anal  spasm, 
especially  in  those  cases  with  cathartic  abuse. 
Proctoscopy  and  sigmoidoscopy  often  show  in- 
creased redness  and  glariness  of  the  anorecto- 
sigmoidal  mucosa  and,  at  times,  excessive  secre- 
tion of  mucus.  The  x-ray  examination  shows 
two  typical  findings.  One  is  in  the  film  showing 
the  progress  of  the  barium  meal,  taken  three 
hours  after  a barium  meal,  in  which  there  is 
considerable  barium  residue  in  the  stomach 
with  the  head  of  the  meal  well  on  in  the  transverse 
colon  or  even  in  the  descending  colon  or  rectum. 
The  other  is  the  evidence  furnished  by  the 
barium  enema  examination  made  without  prepa- 
ration. This  lack  of  preparation  is  necessary 
since  purging  with  laxatives  or  the  irritating 
enema,  usually  prescribed  as  preparation  for 
colon  visualization,  may  produce  temporary 
irritability  in  even  a normal  colon  and  painfully 
exaggerates  the  condition  in  an  irritable  colon. 
Certain  criteria  of  colon  filling  with  the  enema 
are  used  as  normal,  and  deviations  are  considered 
abnormal.  With  a standard  head  of  pressure 
for  the  enema  can  (usually  about  21/t  to  3 feet), 
the  time  of  filling  is  from  two  to  four  minutes 
from  anal  orifice  to  cecum,  and  during  the 
passage  of  the  barium  the  normal  colon  is  gradu- 
ally distended,  showing  haustral  striations  of  such 
depth  that  the  diameter  of  the  colon  varies  from 
2 to  3 inches  in  the  descending  portion  to  4 to 
5 inches  in  the  right  colon.  The  frequency  of 
haustrations  is  less  in  the  descending  than  in  the 
transverse  and  right  colon.  With  the  filling  of 
the  colon,  the  patient  experiences  a sensation 
of  filling  which  becomes  a mild  urgency  for  def- 
ecation when  the  entire  colon  is  filled.  After 
the  evacuation  of  barium,  the  left  colon  and 
rectum  are  normally  well  contracted,  while  the 
right  colon,  only  slightly  contracted,  still  con- 
tains a considerable  amount  of  barium. 

Dysfunction,  by  these  standards  of  normal 
function,  is  manifested  by  (1)  excessive  speed 
or  excessive  delay  in  the  time  of  filling;  (2) 
excessive  width  and  smoothness  or  excessive 
narrowing  and  number  of  haustral  markings; 

(3)  excessive  distress  experienced  by  the  patient 
or  complete  absence  of  sensation  of  filling,  and 

(4)  exaggerated  or  deficient  emptying  visualized 
after  evacuation. 
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The  atonic  redundant  colon  may  be  so  wide 
and  tortuous  that  the  entire  abdominal  cavity 
appears  to  be  filled  with  its  visualized  coils. 
The  pelvic  colon  is  especially  often  redundant 
and  dilated  and  may,  when  filled,  occupy  the 
i left  upper  quadrant.  In  other  cases  the  splenic 
flexure  is  very  high  under  the  diaphragm  (Kan- 
tor’s  diaphragmatic  flexure),  and  if  this  type  of 
; flexure  is  redundant  and  dilated,  it  often  pockets 
gas  or  fecal  contents,  producing  a symptom  com- 
plex of  left  upper  quadrant  distress  radiating  to 
the  left  flank  and  simulating  renal  disease. 

, These  x-ray  manifestations  indicate  an  instability 
i of  neuromuscular  coordination,  resulting  in 
excessive  or  deficient  irritability,  tonus,  and  con- 
I tractility. 

Stool  examination  is  important  in  ruling  out  or- 
' ganic  disease — parasitic,  inflammatory,  or  ulcera- 

> tive — and  also  in  indicating  the  degree  of  diges- 
| tion  and  absorption  accomplished  by  the  diges- 
I tive  tract.  Since  there  is  a relationship  of  col- 
li onic  function  to  gastric  function,  an  estimate  of 

gastric  acidity  is  at  times  of  value,  particularly 
L in  achlorhydria  cases. 

The  differentiation  of  colonic  dysfunction  from 
organic  disease  is  made  first  by  the  study  to  rule 
: out  organic  disease,  but  it  must  also  be  noted 
I:  that  colonic  dysfunction  may  occur  in  association 
with  organic  disease.  Particularly  is  this  the 
I case  in  gallbladder  disease  and  peptic  ulcer,  and 
under  these  circumstances  neither  of  these  condi- 
tions can  be  adequately  treated  unless  the  colon 
1 dysfunction  is  also  treated.  It  should  be  men- 
tioned that  recurrence  of  peptic  ulcer  is  occasion- 
! ally  diagnosed  when  the  actual  condition  is 
colonic  dysfunction,  sometimes  induced  by  the 
r treatment  of  the  ulcer  and  particularly  when 
li  magnesium  and  the  silicates  are  used.  More- 
j over,  the  too  frequently  encountered  failures  with 
■ cholecystectomy  for  cholelithiasis  are  usually  due 
| to  neglect  of  a concomitant  colonic  dysfunction 
I which  must  be  treated  postoperatively  in  order 
[ to  obtain  complete  relief  of  preoperative  symp- 
I toms. 

Treatment  of  colonic  dysfunction  has  as  its 
I dominant  feature  physiologic  rest.  In  a small 
| group  of  cases  where  the  causative  factor  is 
I purely  psychogenic  and  transitory,  recognition 
| of  this  fact  by  the  physician  and  a clear  under- 
<1  standing  by  the  patient  of  the  relationship  of 
mind,  emotions,  and  nervous  factors  to  the 

> behavior  of  the  colon  is  often  adequate  therapy. 
However,  with  sustained  psychogenic  factors 

j operating  as  the  sole  cause  but  creating  habitual 
| dysfunction  or  when  these  psychogenic  factors 
fl  are  combined  with  somatic  factors  such  as  colonic 
abuse,  there  is  unquestionable  need  for  somatic 
I treatment.  Furthermore,  in  a large  group  of 
I cases  of  colonic  dysfunction  the  causative  factor 


is  entirely  somatic  and  due  to  abuse  of  the  colon 
with  chemical  or  physical  irritants — food  difficult 
to  digest,  excessive  alcohol  and  smoking,  and  most 
frequently  cathartic  abuse. 

The  attainment  of  the  highest  degree  of  physi- 
ologic rest  for  the  unstable  colon  is  the  keynote  of 
treatment,  just  as  it  is  for  cardiac  decompensation. 
This  rest  is  necessary  in  degrees  varying  with  the 
intensity  of  the  symptoms.  For  those  patients 
who  have  severe  abdominal  distress  and  either 
obstinate  constipation  or  diarrhea,  hospitalization 
is  not  only  a most  rewarding  measure  but  often 
an  essential  one.  The  duration  of  hospitaliza- 
tion is  usually  from  ten  to  fourteen  days.  Com- 
plete bed  rest  and  a diet  beginning  with  the 
blandest  types  of  food  furnish  the  basic  essentials 
of  rest  for  the  colon.  Frequent  small  feedings 
of  easily  digested  and  absorbed  food,  such  as 
cream  of  wheat,  milk  toast,  soft  eggs  on  toast, 
Melba  toast,  tea,  coffee,  warm  milk,  junkets  and 
custards  are  first  given,  and  as  symptoms  sub- 
side, gradual  additions  are  made  of  broiled  beef, 
lamb  and  chicken,  garden  lettuce  and  celery,  baked 
potato,  and  finally  other  easily  digested  vegetables 
and  cooked  fruits.  Orange  juice  diluted  with  hot 
water  is  the  only  form  of  uncooked  fruit  allowed. 
If  these  additional  foods  cause  distress,  the  diet 
of  bland  food  is  resumed  and  used  for  a little 
longer  time.  Antispasmodics,  belladonna  or 
some  of  the  synthetic  products,  and  small  doses 
of  phenobarbital  are  used.  Supplementary  vita- 
mins are  also  valuable.  Smoking  and  alcohol 
are  completely  omitted.  Heat  is  used,  both  as 
hot  water  drunk  frequently  during  the  day,  and 
in  external  application  to  the  abdomen  at  regular 
intervals  during  the  day.  No  form  of  laxative 
is  used,  and  although  there  are  often  several  days 
without  a stool,  ultimately  fecal  material  will 
reach  the  rectum.  Daily  rectal  examinations 
help  to  provide  reassurance  for  the  bowel- 
conscious patient,  and  if  he  is  finally  unable  to 
expel  material  from  the  rectal  ampulla,  a warm 
oil  retention  enema  is  usually  adequate  aid  toward 
accomplishing  defecation. 

Colon  tone  is  usually  so  improved  by  these  pro- 
cedures that,  subsequently,  stools  begin  to  occur 
normally  and  the  dietary  increases  cause  no  disten- 
tion or  discomfort. 

While  the  discharge  diet  excludes  many 
foods,  particularly  all  fried  foods,  pastries,  ice 
cold  foods,  raw  fruits,  and  certain  vegetables, 
it  is,  nevertheless,  a well-balanced,  adequate 
diet  obtainable  anywhere  without  too  much 
inconvenience.  Certain  individuals  find  it  im- 
possible ever  to  vary  it  with  impunity,  while 
others  are  able  to  use  a general  diet  some  months 
or  years  after  the  treatment.  Patients  often 
learn  that  when  under  special  stress  and  strain, 
they  must  resume  the  more  restricted  diet. 


1806 


SARA  M.  JORDAN 


[N.  Y.  State  J.  M. 


The  oil  retention  enema  and  for  emergencies  a 
saline  enema  are  held  in  reserve  as  needed. 

For  patients  with  diarrhea,  much  the  same 
routine  is  followed,  except  that  it  may  require 
a much  longer  period  of  time  before  vegetables 
or  cooked  fruits  can  be  added.  During  hos- 
pitalization, all  stools  should  be  examined  in 
these  cases  so  that  organic  cause  for  the  diarrhea 
can  be  ruled  out. 

Supplementary  vitamin  therapy  may  be  in- 
tensively used,  intramuscularly  or  even  intra- 
venously during  hospitalization.  In  some  cases 
estrogenic  therapy  or  hydrochloric  acid  may  also 
be  necessary.  The  caloric  requirements  are 
estimated  according  to  the  stature  and  weight 
of  the  patient  and  increased  nutrition  or  reduction 
diets  prescribed. 

For  patients  with  these  functional  disturb- 
ances, there  is  usually  an  obvious  need  for 
revising  habits  of  life.  The  digestive  system  is 
second  only  to  the  vascular  system  as  a victim 
of  the  turmoil  which  characterizes  modern  life, 
and  if,  as  an  offending  factor,  self-inflicted  abuse 
is  added,  functional  trouble  must  follow.  It  is, 
therefore,  necessary  to  neutralize  the  mad  whirl 
of  modern  life  by  restful  interludes  in  the  day, 
week,  month,  and  year.  Meals  eaten  in  a serene 
atmosphere,  with  at  least  a short  period  of  rest 
following  the  midday  meal,  are  measures  of  great 
value.  Easing  the  burden  of  digestion  by  a good 
choice  of  food  and  regularity  of  meals  and,  for 
most  individuals,  a good  schedule  of  exercise 
and  rest  are  excellent  digestive  aids.  Modera- 
tion in  alcohol  and  smoking,  and  often  the 
complete  omission  of  smoking,  are  necessary  to 
prevent  digestive  derangements.  And  finally, 
noninterference  with  a system  which  is  as 
fearfully  and  wonderfully  made  as  our  digestive 
apparatus  is  a sine  qua  non  of  good  function. 
These  facts  are  learned  by  experience,  but  by 
teaching  and  practicing  them,  we  as  physicians 
can  prevent  much  unnecessary  suffering. 

605  Commonwealth  Avenue 

Discussion 

A.  H.  Aaron,  M.D.,  Buffalo. — In  discussing  Dr. 
Jordan’s  presentation  it  will  be  interesting  to  note 
that  many  of  the  contributions  and  conclusions  that 
she  has  given  were  proposed  by  her  long  before 
the  experimental  physiology  and  chemistry  were  done 
by  later  workers.  In  other  words,  she  had  already 
premised  many  of  these  alterations  in  function  which 
have  since  been  substantiated  by  clinical  and  animal 
experimentation . 

This  is  a most  stimulating  and  helpful  situation 
for  all  who  are  working  in  clinical  gastroenterology, 
as  it  should  give  one  courage  to  support  and  sustain 
the  contention  of  clinical  observations,  even  though 
experimental  information  is  not  at  hand  at  the  time. 
Accurate,  well-founded  observation  based  on  clinical 


history,  physical  examination,  and  personal  radi- 
ology by  Dr.  Jordan  allowed  her  to  formulate  the 
ideas  that  she  has  presented  today. 

Personally,  I have  no  difference  of  opinion  with 
her  contentions.  I believe  that  her  titling,  “Colonic 
Dysfunction,”  is  a more  acceptable  term  than  ir- 
ritable colon  or  such.  She  has  so  thoroughly  out- 
lined the  situation  here  that  I shall  avoid  discussing 
it  and  devote  my  time  entirely  to  the  phase  that  is 
the  troublesome  factor  of  the  differential  diagnosis 
between  colonic  dysfunction  and  organic  disease. 

Unfortunately,  here  we  must  call  upon  so  many 
accessory  factors  to  eliminate  organic  disease  that  it 
becomes  a tremendous  expense  to  the  patient. 
Amebiasis  has  existed  endemically  in  this  country 
in  various  degrees  for  a number  of  years.  Since 
World  War  II  it  has  become  the  most  troublesome 
diagnostic  factor  in  our  practice.  I do  not  agree 
with  those  writers  who  say  we  have  failed  to  recog- 
nize the  bizarre  forms  in  which  it  exists.  I do 
believe  that  the  active  practitioner  deprived  of 
laboratory  procedures  to  isolate  cysts  and  motile 
ameba  is  justified  in  the  therapeutic  test  of  the 
administration  of  emetine  hydrochloride  0.03, 
V*  grain  hypodermically,  daily  for  six  doses  without 
any  other  medication,  and  note  carefully  the  results. 

If,  as  Dr.  Jordan  has  emphasized,  constipation 
is  a problem,  diarrhea  is  a much  more  serious  one. 
Fortunately  for  us  many  of  the  patients  she  has 
discussed  have  had  this  problem  over  a number 
of  years.  It  is  the  patient  with  the  short  colon 
history  of  whom  one  must  beware,  and  such  a 
case  demands  that  the  following  considerations 
be  borne  in  mind:  that  in  the  right  half  of  the  colon 
the  carcinomatous  lesion  produces  late  evidence  of 
obstruction  and  early  evidence  of  loss  of  weight  and 
anemia.  This  is  due  to  the  liquid  content  of  the 
bowel  in  this  portion  of  the  colon.  Obstruction  is 
late.  On  the  other  hand,  carcinomatous  lesions 
involving  the  left  half  of  the  colon  are  obstructive 
in  nature  and  produce  these  signs  early  with  few 
systemic  evidences. 

From  this  discussion  you  and  I must  take  away 
with  us  a lesson  which  I hope  does  not  bore  you  by 
repetition — that  every  patient  with  colon  disturb- 
ance must  have  the  following:  digital  examination, 
sigmoidoscopic  examination,  examination  of  the 
stool  for  occult  blood,  and  a barium  enema.  Beware 
of  the  patient  with  colon  symptoms  and  a normo- 
cytic  or  macrocytic,  hypochromic  type  of  anemia. 
Carcinoma  of  the  colon  is  the  most  favorable 
field  for  successful  surgery  in  the  gastrointestinal 
tract. 

It  is  my  purpose  to  commend  to  you  the  excellent 
classification,  diagnosis,  and  treatment  that  Dr. 
Jordan  has  outlined  and  presume  upon  your  time 
to  call  attention  to  the  importance  of  the  early 
recognition  of  carcinoma  and  the  constant  aware- 
ness of  the  possibility  of  amebiasis. 

Edwin  Boros,  M.D.,  New  York  City. — In  the 
realm  of  colonic  disorders,  there  exists  a most 
formidable  and  troublesome  ailment — the  so-called 
“irritable  colon.”  To  any  internist  or  gastro- 
enterologist the  establishment  of  this  diagnosis 
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bespeaks  the  existence  of  a condition  which  requires 
much  effort  in  its  handling. 

While  at  the  outset  the  negative  physical,  labora- 
tory, x-ray,  and  sigmoidoscopic  examinations  may 
appear  to  subdue  the  importance  of  the  symptoms 
at  hand,  the  patient’s  lack  of  response  to  treatment 

{soon  conveys  the  problem  which  confronts  one. 
Optimism  fades  into  doubt  and  frequent  disappoint- 
ment as  the  patient’s  complaints  persist,  despite 
| every  effort  for  their  control. 

Those  afflicted  with  this  ailment  complain  of 
generalized  abdominal  soreness,  accompanied,  to  a 
greater  or  lesser  degree,  by  alterations  of  bowel 
II  motility.  At  times  a severe  grade  of  diarrhea  is 
i experienced,  at  other  times  marked  constipation  and 
gaseousness.  Repeated  detailed  studies  may  yield 
i:  nothing  further  than  signs  of  rapid  emptying  of  the 
I colonic  content.  There  may  be  considerable  delay 
1 in  evacuation.  X-ray  studies  frequently  demon- 
ij  strate  spasticity  of  the  bowel. 

The  condition  does  not  seem  to  be  particularly 
| complicated  and  by  all  reasoning  should  be  easy  to 


control.  A dietary  routine  is  instituted,  various 
antispasmodics  and  sedatives  are  resorted  to,  and 
here  and  there  some  satisfaction  and  encouragement 
becomes  evident.  In  many  instances,  however, 
the  symptoms  are  more  unyielding.  Disappoint- 
ment ensues,  often  to  the  point  of  frustration. 
Psychotherapy  is  then  resorted  to  with  variable 
success  in  the  alteration  of  this  pattern. 

It  is  important  to  recognize  that  an  irritable  bowel 
is  a stubborn  ailment,  not  readily  controllable,  and 
one  that  requires  and  taxes  the  efforts  and  resource- 
fulness of  both  patient  and  physician  alike. 


References 

1.  Auer,  J.,  and  Krueger,  H.:  Am.  J.  Physiol.  148:  350 
(Feb.)  1947. 

2.  Almay,  T.  P.,  and  Tulin,  M.:  Gastroenterol.  8:  616 
(May)  1947. 

3.  Shoshkes,  M.:  ibid.  10:  305  (Feb.)  1948. 

4.  Ivy,  J.  H.,  and  Clarke,  B.  G.:  ibid.  5:  416  (Nov.)  1945. 

5.  Landis,  E.;  Personal  communication. 

6.  Warren,  8.,  and  Sommers,  S.  C.:  Personal  communica- 
tion. 

7.  Neligh,  R.  B.,  and  Holt,  J.:  Proc.  Am.  Federation 

Clin.  Research  3:  20  (1947). 


1 USEFULNESS  OF  CONTACT  LENSES  IS  LIMITED 


Contact  lenses  will  not  take  the  place  of  spectacles 
in  most  cases  in  which  ordinary  eyeglasses  give 
•n  serviceable  vision,  according  to  Conrad  Berens, 

I M.D.,  New  York  City,  member  of  the  American 
Committee  on  Optics  and  Visual  Physiology. 

Writing  in  the  June  18  issue  of  the  Journal  of  the 
American  Medical  Association,  Dr.  Berens  says: 

“During  the  last  few  years  considerable  progress 
in  the  manufacturing  and  fitting  of  contact  lenses 
has  taken  place  in  the  United  States.  Not  only  are 
contact  lenses  now  used  for  conditions  which 
spectacle  lenses  will  not  correct,  but  many  persons 
wear  these  lenses  for  cosmetic  reasons,  as  well  as  for 
safety  in  certain  sports  and  occupations. 

“Despite  the  recent  avalanche  of  commercial 
advertising,  contact  lenses  will  not  take  the  place  of 
* spectacles  in  most  cases  in  which  ordinary  eyeglasses 
give  serviceable  vision.  In  these  cases  contact  lenses 
may  be  a useful  adjunct  to  spectacles,  but  they  do 
not  enable  most  persons  to  discard  their  glasses  com- 
pletely. 

“The  largest  group  of  aspiring  contact  lens 
wearers  are  those  who  have  a psychologic  aversion  to 
wearing  spectacles.  For  such  persons  contact 


lenses  may  be  a great  boon.  However,  the  public 
should  not  be  oversold  on  the  use  of  contact  lenses. 
Some  manufacturers  of  contact  lenses  have  misused 
the  public  vanity  through  advertising  unwarranted 
claims  for  their  products  and  their  services.” 

Dr.  Berens  bases  his  conclusions  on  an  investiga- 
tion of  contact  lenses  conducted  by  the  American 
Committee  on  Optics  and  Visual  Physiology  in  which 
certified  specialists  of  the  American  Board  of 
Ophthalmology  were  queried  on  their  experience 
concerning  results  in  the  fitting  of  contact  lenses. 

Among  complaints  concerning  the  lenses  most 
frequently  mentioned  by  the  575  physicians  who 
replied  were  the  limited  time  that  most  patients  can 
tolerate  wearing  the  lenses,  clouding  of  the  solution 
used  in  wearing  the  lenses,  and  that  the  lenses  are  too 
expensive  and  many  patients  discard  them. 

The  Committee  recommends  that  the  prescribing 
and  fitting  of  contact  lenses  by  technicians  not 
properly  licensed  under  state  or  national  laws  should 
be  prohibited. 

Cases  of  eye  injuries,  eye  ulcers,  and  loss  of  an  eye 
from  clumsy  technic  in  fitting  the  lenses  have  been 
reported. 


ILEOJEJUNITIS 

Burrill  B.  Crohn,  M.D.,  New  York  City 


ILEOJEJUNITIS  is  an  inflammatory  granu- 
lomatous disease  of  the  small  bowel.  In 
many  ways  it  is  closely  allied  to  or  almost  iden- 
tical with  regional  or  terminal  ileitis;  at  other 
times  the  disease  appears  as  an  independent 
manifestation  in  the  upper  reaches  of  the  small 
intestine  with  a clinical  picture,  in  general, 
closely  resembling  that  of  regional  ileitis.1 

From  the  standpoint  of  etiology,  the  same 
ignorance  which  pervades  the  field  of  regional 
ileitis  can  be  extended  to  cover  that  of  ileojejuni- 
tis.  Specific  causative  agents  are  unknown. 
The  age  group  is  different  from  that  in  regional 
ileitis,  the  disease  being  one  afflicting  extreme 
youth  with  a major  incidence  in  the  second  and 
third  decades  of  life.  After  the  age  of  forty  only 
an  occasional  case  is  seen.  The  youthfulness 
of  most  of  the  cases  of  ileojejunitis  is  very  striking. 

In  the  present  study  which  covers  38  cases, 
there  were  27  men  to  1 1 women,  a ratio  of  almost 
3:1.  This  is  a contrast  to  regional  ileitis  where 
the  proportion  of  men  to  women  is  5:4. 

The  pathologic  anatomy  of  the  disease  is  very 
much  like  that  of  regional  ileitis  except  that  iso- 
lated jejunal  ulcers  and  isolated  areas  of  granu- 
lomatous infiltration  are  more  likely  to  be  noted. 
The  inflammatory  lesion  should  be  considered 
under  four  anatomic  and  pathologic  variations 
which  constitute  its  form  of  invasion  in  the  upper 
alimentary  tract:  (1)  as  a progressive  invasion 
upward  from  an  older  regional  ileitis;  (2)  as  a 
diffuse  primary  granulomatous  infiltration  of  the 
entire  ileum  and  jejunum  (rarely  duodenum); 
(3)  as  a localized  involvement  of  an  isolated 
area  of  jejunum,  and  (4)  as  a combined  lesion 
involving  upper  jejunum  and  lower  ileum,  the 
two  processes  being  entirely  discontinuous. 

Involvement  of  the  Jejunum  by  Upward  Ex- 
tension from  an  Older  Regional  Ileitis. — This 
method  of  extension  in  the  ileum  by  widely 
separated  skip-lesions  is  well  known;  a still 
greater  extension  upward  to  involve  the  jejunum 
may  occur  in  the  more  severe  cases  of  prolonged 
duration.  Such  progressive  involvements  may 
take  place  spontaneously  early  or  late  in  the 
course  of  the  disease  or  may  occur  in  the  form  of 
recurrences  following  previous  resections  or  short- 
circuiting  operations. 

Diffuse  Ileojejunitis. — This  is  the  most  com- 
mon form  and  includes  a group  of  24  out  of 
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the  total  38  cases  under  study.  Here  the  whole 
or  most  of  the  jejunum  is  involved  either  con- 
tinuously or  occasionally  in  a discontinuous 
manner  by  the  appearance  of  “skip-lesions” 
with  interspersed  “skipped  areas”  of  normal 
mucosa.  In  two  of  these  cases  the  duodenum, 
third  and  fourth  portions,  were  involved  by  ex- 
tension as  seen  radiologically  and  as  confirmed 
by  operation.  Presumably,  this  process  initially 
involves  the  whole  small  intestine  because,  when 
first  seen,  the  entire  small  bowel  may  be  involved 
in  this  serious  granulomatous  and  cicatrizing 
enteritis. 

Isolated  Jejunitis. — Nine  of  the  total  38  cases 
in  this  group  fall  into  this  classification.  This  is 
the  most  interesting  group  since  the  disease  in- 
volves only  isolated  areas  of  the  jejunum,  usually 
in  the  proximity  of  the  fossa  of  Treitz.  The 
lesion  may  extend  to  involve  8 to  12  or  more 
inches  of  bowel  wall.  At  other  times  the  lower 
jejunum  is  involved  with  an  extension  into  the 
upper  ileum.  These  incidences  of  isolated 
jejunitis  have  been  published  by  Johnson,  by 
Brewster,  by  Gendel  and  Beaver,  by  Lyons  and 
Garlock.2'5  The  recent  literature  is  most  in- 
teresting in  so  far  as  James  has  presumably 
published  three  cases  of  regional  jejunitis  with 
successful  resections  in  situ.  This  last  year 
Husebye  reported  14  cases  of  acute  phlegmonous 
jejunitis  as  seen  by  x-ray  or  by  exploratory  lap- 
arotomy, the  lesion  being  characterized  roent- 
genographically  by  reduced  diaphragmatic  move- 
ments on  one  or  both  sides,  by  distended  loops 
of  small  intestine,  and  by  a mucosal  relief  pattern 
in  the  small  bowel  which  was  jagged  with  ir- 
regular circular  folds  and  areas  of  segmental 
delay.6 

Combination  of  Isolated  Jejunitis  Plus  a Lo- 
calized Segment  of  Distal  Ileitis. — This  was  seen 
three  times.  In  this  type  the  two  lesions  seem 
to  be  entirely  independent  of  each  other;  both 
lesions  tend  to  be  stationary,  neither  process 
showing  evidences  of  extension. 

The  clinical  picture  of  ileojejunitis  differs 
from  regional  ileitis  in  certain  characteristics. 
The  tendency  to  fistula  formation  is  much  less 
marked  in  the  upper  bowel,  internal  fistulas  from 
one  loop  of  small  bowel  to  the  other  being  rare; 
fistulas  to  the  anterior  abdominal  wall  are  most 
unusual.  Such  fistulas  occur  usually  only  as  the 
result  of  the  breaking  down  of  enlarged  succulent 
and  infected  mesenteric  lymph  nodes  causing 
abscess  formation.  The  abscess  points  to  the 
anterior  abdominal  wall  and  either  spontaneously 
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I ruptures  and  subsides  or  by  its  outward  perfora- 
tion results  in  an  anterior  abdominal  wall  fistula. 
Low-grade  fever  frequently  characterizes  the 
chronic  extended  course  of  the  disease.  Diarrhea 
is  present  in  most  of  the  cases  but  is  mild.  Severe 
abdominal  pain  of  the  predefecatory  type  is  a 
constant  phenomenon;  abdominal  masses  can 
rarely  be  felt.  Gross  hemorrhage  and  symptoms 
< of  obstruction  fortunately  occur  rarely,  the 
1 points  of  obstruction  being  usually  multiple  and 
partial,  rarely  singular  and  complete.  Loss  of 
' weight  and  secondary  anemia  are  a constant 

1 concomitant  to  the  disease  process.  Nutrition 
! is  usually  poor;  dry  skin,  marked  malnutrition 
and  inanition  and  loss  of  strength  characterize 
! the  severe  cases.  Secondary  sexual  maturation 
P is  usually  retarded  because  the  disease  so 
regularly  is  initiated  in  the  prepubertal  years  of 
life.  Not  infrequently,  hypoproteinemia,  edema 
of  the  lower  extremities,  enlarged  palpable  spleen, 

' and  clubbing  of  the  fingers  denote  the  marked 
| disturbance  and  interruption  of  the  normal 
I processes  of  absorption,  metabolism,  and  nutri- 
l!{  tion.  Serum  protein  may  be  reduced  to  4.85 
j;  Gm.  per  100  cc.  or  as  low  as  3.8  Gm.  which  was 
observed  in  one  extreme  case.  Loss  of  fat  soluble 
; vitamins  and,  to  a lesser  degree,  water  soluble 
I vitamins  gives  rise  to  many  deficiency  manifesta- 
| tions.  Marked  depression  of  the  serum  calcium 
fi  may  initiate  symptoms  of  tetany.  Primary 
■ types  of  macrocytic  anemia  not  infrequently 
accompany  advanced  instances  of  this  disease 
with  the  color  index  above  one  and  a stained 
smear  which  strongly  recalls  that  of  a macrocytic 
I hyperchromic  anemia. 

The  roentgenograph ic  recognition  of  ileo- 
l jejunitis  is  usually  fraught  with  little  difficulty, 
| provided  the  x-ray  examination  of  the  upper 
I alimentary  tract  is  carried  out  with  a view  to 
\ determining  possible  foci  of  granulomatous  dis- 
1 ease.  The  roentgen  appearance  is  that  of  scat- 
tered collections  of  barium  in  a small  intestine 
which  has  lost  its  markings  and  its  normal  mu- 
cosal folds,  the  barium  collecting  in  dilated  areas 
of  the  lumen  separated  by  constricted  and  con- 
tracted areas  of  disease.  The  roentgen  picture 
is  somewhat  analogous  to  that  of  sprue  and  often 
can  be  differentiated  only  with  great  difficulty. 
The  sacculations  and  the  intermediate  constricted 
areas  indicate  an  organic  rather  than  a functional 
change  and  suggest  ileojejunitis  rather  than  sprue. 
The  test  is  the  ability  to  reverse  the  roentgeno- 
graphic  changes  of  sprue  by  means  of  vitamin 
therapy.  In  sprue  the  successful  use  of  deep 
injections  of  crude  liver  extract,  vitamin  B com- 
plex, or  folic  acid  will  cause  a reversal  of  the 
changes  of  the  mucous  membrane  pattern  with 
the  restoration  of  the  mucosal  folds  to  a normal 


picture.  Such  a change  cannot  be  produced  in 
ileojejunitis  where  the  characteristic  roentgen 
picture  of  the  disease  is  irreversible,  even  after 
apparent  clinical  cure  or  prolonged  remission. 
The  appearance  of  polyps  or  of  polypoid  ap- 
pearance in  the  mucosal  pattern  tend  to  confirm 
the  diagnosis  of  ileojejunitis,  since  polyps  do  not 
occur  in  sprue  pathologically  or  roentgenographi- 
cally. 

The  ultimate  prognosis  in  ileojejunitis  depends 
to  a great  extent  upon  the  degree  and  the  type 
of  involvement  of  the  small  bowel  in  the  granu- 
lomatous process.  Obviously,  a localized  or 
segmental  lesion  presents  a different  picture  from 
the  standpoint  of  prognosis  than  does  a disease 
which  involves  the  entire  extent  from  ileocecal 
valve  to  duodenum.  In  the  localized  forms  sur- 
gical intervention,  resection  or  short-circuiting, 
is  feasible  and  usually  is  associated  with  a highly 
successful  outcome.  In  the  diffuse  processes 
the  approach  must  essentially  be  a conservative 
one.  Fortunately,  in  the  latter  cases  recession 
of  the  lesion  with  healing  has  frequently  been 
observed.  In  this  series  of  38  cases  under  ob- 
servation the  end  results  were  noted  after  a 
follow-up  of  two  to  twelve  years  (Table  1). 


TABLE  1. — Results  in  38  Cases  ok  Ileojejunitis 


Status  of  Patient 

Number 

Clinically  well 

13 

Clinically  fair 

6 

Poor  with  persistent  symptoms 

7 

Died 

6 

No  follow-up 

6 

It  will  be  noted  that  13  of  the  38  cases  were 
improved  and  free  of  symptoms,  giving  the 
clinical  impression  of  being  well  restored  to  health. 
Five  of  these  13  successful  cases  represent  surgical 
cures  by  localized  resections.  It  is  interesting 
that  in  the  medically  “cured”  cases  the  roent- 
genographic  evidence  of  disease  has  not  changed 
in  spite  of  the  clinical  betterment.  Apparently, 
scarring  occurs  in  the  length  of  the  small  in- 
testine, so  that  even  though  the  patients  are 
well,  with  great  improvement  in  nutrition  and 
weight,  the  roentgen  evidence  of  ileojejunitis 
can  always  be  found. 

On  the  other  hand,  the  severity  of  the  disease 
is  indicated  by  the  fact  that  in  six  instances  the 
end  result  was  fair,  seven  cases  were,  from  the 
standpoint  of  therapy,  clinical  failures,  and  six 
patients  died.  Obviously  the  whole  picture  is 
one  of  either  spontaneous  or  surgical  recovery 
on  the  one  hand  or  of  chronic  invalidism  on  the 
other.  The  medical  conservative  treatment  is 
aimed  at  attempting  to  overcome  the  infection 
(?)  and  to  attain  the  restoration  of  nutrition  and 
of  weight.  No  present  known  drug  or  antibiotic 
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has  a specific  action  upon  the  disease.  The  in- 
soluble sulfa  drugs  such  as  sulfasuxidine,  sulf- 
athaladine,  and  sulfacetamide  are  all  clinically 
used,  particularly  in  the  presence  of  fistulas,  and 
at  times  have  the  seeming  ability  to  close  draining 
fistulous  tracts.  As  far  as  countering  the  in- 
testinal infection  or  of  curing  the  disease  process, 
the  sulfa  drugs  have  not  shown  specific  effects. 
The  same  applies  to  penicillin,  to  streptomycin, 
dihydrostreptomycin,  and,  from  a very  limited 
experience,  to  aureomycin. 

The  general  health  and  weight  of  the  patient 
is  maintained  by  transfusions,  by  intravenous 
infusions,  by  a high  concentrated  protein  diet, 
and  by  the  liberal  use  of  protein  hydrolysates  by 
mouth  and  by  the  intravenous  method . The  intra- 
muscular injection  of  crude  liver  extract  and 
vitamin  B complex  in  large  amounts  (2  to  5 cc.) 
two  to  three  times  a week  is  a necessary  measure 
in  the  presence  of  such  a marked  disturbance  and 
deficiency  of  vitamin  absorption  from  the  in- 
testinal tract. 

Direct  indications  for  surgical  intervention  are 
limited  to  those  cases  in  which  the  lesion  is 
localized  to  one  or  more  isolated  segments  of  the 
small  bowel. 

Obviously,  in  the  first  group  where  the  disease 
is  an  extension  upward  from  a regional  or  ter- 
minal ileitis,  no  radical  surgical  measure  will  be 
of  any  avail.  The  same  applies  to  the  group 
where  the  whole  ileum  and  the  whole  jejunum 
are  diffusely  involved.  Massive  resection  of 
the  whole  or  of  the  major  part  of  approximately 
13  feet  of  ileum  and  jejunum  has  been  surgically 
accomplished  with  survival  of  the  patient  and 
have  been  amply  reported  in  the  literature,  but 
these  resections  were  performed  for  conditions 
other  than  ileojejunitis.7-9  Such  massive  re- 
sections have  not  to  my  knowledge  been  adapted 
to  the  cure  of  diffuse  ileojejunitis  with  survival 
of  the  patient. 

In  the  third  group,  those  cases  with  high  and 
isolated  involvement  of  segments  of  the  jejunum, 
we  note  the  most  successful  of  surgical  procedures. 
Here  a localized  resection  is  not  only  possible 
but  gives  most  satisfactory  results.  Attempts 
at  short-circuiting  alone  are  usually  failures  and 
frequently  require  resection  of  the  diseased  area 
of  jejunum.  Multiple  non-neoplastic  granulo- 
matous areas  of  involvement  in  the  jejunum  have 
been  reported  with  multiple  resections  of  the  in- 
volved areas  with  cure.10 

The  last  group  constitutes  those  cases  in 
which  a high  jejunitis  is  associated  with  a distal 
terminal  ileitis.  In  this  type  two  independent 
surgical  procedures  simultaneously  performed 
are  required.  The  upper  isolated  lesion  of  the 
jejunum  should  be  resected  and  the  distal  ileitis 


short-circuited.  Such  unusual  cases  give  ex- 
cellent results. 

Conclusions 

The  course  and  prognosis  in  ileojejunitis  is 
varied  depending  on  the  anatomic  location  and 
the  distribution  of  the  lesion.  Spontaneous 
healing  under  medical  treatment  is  possible  with 
the  apparent  restoration  to  good  health.  Local 
surgical  resection  where  possible  is  eminently 
satisfactory;  where  the  lesion  is  diffuse  and  pro- 
gressive, the  results  are  disappointing  since  no 
specific  antibiotic  exists  for  the  disease  process. 

¥ 

Discussion 

John  Burke,  M.D.,  Buffalo. — From  his  vast 
experience  with  regional  enteritis,  Dr.  Crohn  has  1 
presented  another  facet  of  this  intriguing  disease. 
Whether  the  incidence  of  regional  enteritis  is  greater  - 
in  Metropolitan  New  York  or  whether  the  large  1 
population  is  responsible  for  the  large  number  of 
cases  that  Dr.  Crohn’s  associates  see,  I do  not  know,  ! 
but  it  is  obvious  that  Dr.  Crohn’s  experience  is  o 
far  greater  than  that  of  anyone  in  our  community. 

In  the  last  five  years  about  20  proved  cases  of  re- 
gional enteritis  have  been  seen  in  one  of  our  larger  D 
hospitals.  During  the  same  period  a slightly  larger  e 

number  of  cases  have  been  seen  in  which  unequiv-  t< 

ocal  radiographic  or  operative  evidence  is  lacking. 
There  have  been  four  cases  involving  the  jejunum  j >' 
during  this  period,  a number  too  small  to  draw  k 

valid  conclusions.  In  one  of  these  cases  there  was  " 

the  incidental  presence  of  talc-granulomata  from  < 
previous  operative  experience,  and  in  another  a ti 
lymph  node  removed  at  the  time  of  operation  was 
diagnosed  as  tuberculous.  All  four  cases  have  been 
seen  within  the  past  two  years,  and  statement  con- 
cerning their  prognosis  must  be  guarded.  None  of 
them  are  entirely  symptom  free. 

Currently,  there  are  three  types  of  jejunitis, 
which  must  be  distinguished  by  the  surgeon,  and  | j 
this  distinction  cannot  always  be  made  without  an 
operation  and  in  some  instances  not  without  biopsy. 
There  is  a jejunitis  that  Dr.  Crohn  has  just  de- 
scribed;  second  there  is  the  phlegmon  of  the  je-  ti 
junum,  and  third  the  necrotizing  jejunitis  which  has  : di 

been  observed  in  the  past  four  or  five  years  in  ) 

Northern  Germany,  described  recently  by  Fick  and 
Wolk  in  the  Lancet ,a  The  phlegmonous  lesions  are 
characterized  by  marked  involvement  of  the  sub- 
mucosa, and  the  mucosa  is  rarely  destroyed  except  | . 
in  the  terminal  phases.  The  organism  most  com-  n 
monly  recovered  has  been  the  streptococcus.  The  [ 
lesion  has  usually  been  treated  by  resection,  but  it  is 
entirely  possible  that  antibiotics  alone  would  ti 
suffice.  To  my  knowledge,  this  has  not  yet  been  * 

described.  Fick  and  Wolk  have  described  a form  “ 

of  necrotizing  jejunitis,  characterized  by  a very  high 
mortality,  in  which  there  is  a gangrenous  involve- 
ment of  all  coats  of  the  jejunum.  A clostridial  j 
organism  resembling  Clostridium  welchi  has  been  - 
implicated  in  these  cases.  In  Fick  and  Wolk’s  series  ® 
of  18  cases  there  wrere  16  deaths.  One  of  the  sur-  If 
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vivors  had  been  treated  by  resection  of  the  involved 
i segment,  and  the  treatment  of  the  other  survivor 
was  not  described.  Fortunately,  we  have  not 
seen  this  lesion  in  the  United  States  as  yet. 

I am  not  sure  that  Dr.  Crohn’s  suggestion  of  re- 
section for  the  involved  jejunal  segments  and  short- 
circuiting  ileocolostomy  for  the  involved  ileum  will 
be  adequate  in  all  cases.  It  seems  to  me  that  if 
obstruction  is  not  present,  simple  by-passing  an- 
! astamosis  will  not  prevent  the  flow  of  intestinal 
material  through  the  diseased  loop  and  consequently 
will  not  give  it  adequate  rest  for  healing  purposes. 

We  have  recently  seen  a case  which  demonstrates 
the  failure  of  simple  ileocolostomy.  The  patient 
was  a fifty-five  year-old  Italian  man,  the  onset  of 
whose  disease  was  in  1945.  For  three  years  he  was 
troubled  with  diarrhea  and  loss  of  weight  and  in 
I January  of  1948  developed  a bladder  fistula.  He 
was  admitted  to  the  Cleveland  Clinic  at  this  time 
in  very  poor  physical  shape.  At  operation  the 
bladder  fistula  was  repaired,  and  presumably  be- 
cause of  his  poor  condition,  an  ileocolostomy  car- 
ried out.  He  returned  to  the  Clinic  on  several 
occasions  during  the  spring  and  summer,  but  his 
condition  was  not  considered  adequate  for  resection. 
The  patient  was  admitted  to  the  Veterans’  Ad- 
ministration Hospital  at  Batavia,  and  after  num- 
erous transfusions  and  the  use  of  intravenous  pro- 
jtein  hydrolysates,  he  was  operated  on  in  October, 
1948.  At  this  time  it  was  seen  that  the  ileocolos- 
i tomy  was  in  continuity.  In  other  words,  the  ileum 
had  not  been  transected.  The  inflammatory  proc- 
ess of  the  pelvis  was  still  quite  active,  and  it  was 
! thought  in  view  of  his  relatively  poor  condition  that 
I transection  of  the  ileum  at  the  anastomosis  was  the 
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most  desirable  procedure,  thereby  defunctioning 
the  diseased  ileum.  The  patient  made  an  unevent- 
ful recovery,  with  disappearance  of  his  diarrhea. 
He  gained  about  30  pounds  in  weight,  but  in  March, 
1949,  he  again  noted  the  appearance  of  a bladder 
fistula  and  was  readmitted  to  the  Veterans’  Hos- 
pital. The  fistula  was  demonstrated  by  x-ray, 
although  at  the  time  of  cystoscopy  a definite  fis- 
tulous opening  could  not  be  seen  in  the  bladder. 
An  indurated  area  could  be  seen  in  the  bladder  wall, 
but  no  definite  fistula  could  be  seen.  About  ten 
days  after  cystoscopy,  patient  was  re-operated,  and 
the  defunctioned  diseased  ileum  was  resected. 
At  this  time  the  fistula  had  apparently  healed, 
because,  after  the  ileum  and  sigmoid  had  been  freed 
from  the  bladder,  the  bladder  could  be  filled  with 
fluid  and  no  leak  was  seen.  His  recovery  was 
uneventful,  and  he  left  the  hospital  two  weeks  after 
operation.  It  is  obvious  that  at  this  time  one  can- 
not predict  that  his  disease  has  been  terminated. 


a.  Lancet,  March  26,  1949. 
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TECHNIC  FOR  LEUKEMIA 

A hopeful  advance  in  leukemia  fighting  was  an- 
nounced at  the  meeting  of  the  American  Medical 
.Association  in  Atlantic  City.  It  consists  of  a pre- 
icision  technic  for  treatment  that  would  be  lost  if 
[ doctors  had  to  continue  the  trial  and  error  methods 
of  the  past. 

A young  man  who  about  a year  ago  was  given 
three  days  to  live  is  now  back  at  his  work  as  college 
athletic  director,  thanks  to  the  new  precision  technic 
for  treatment.  His  case  and  others  also  as  dramatic 
were  reported  by  Drs.  Charles  A.  Doan,  B.  K. 
Wiseman,  and  Claude-Starr  Wright  of  Ohio  State 
University  College  of  Medicine. 

He  is  alive  because  the  Ohio  doctors  have  found 
that  each  of  three  modern  chemicals  used  to  treat 
leukemia  works  best  in  one  kind  of  leukemia,  but 
the  one  that  is  good  medicine  in  one  type  of  the 
disease  is  not  good  in  another.  Aminopterin,  an 
antivitamin  chemical,  for  example,  is  effective  in 
lymphocytic  leukemia  and  a little  effective  in 
monocytic  leukemia.  But  it  does  not  help  patients 
with  myeloid  leukemia.  That  kind  is  helped  by 
urethane,  a chemical  that  is  not  effective  in  other 
leukemias.  And  nitrogen  mustard,  the  war  gas 
chemical,  is  good  in  monocytic  leukemia,  a little 


effective  in  the  myeloid  type,  and  ineffective  in  the 
lymphocytic  leukemia. 

A patient  coming  to  the  hospital  with  acute 
leukemia  is  just  as  sick  and  in  just  as  great  danger  as 
a patient  with  acute  appendicitis,  Dr.  Doan  em- 
phasized. Vitally  precious  time  may  be  lost  if  the 
doctor  has  to  try  first  one  treatment  and  then  an- 
other in  the  hope  of  hitting  one  that  is  effective. 
But  study  of  a patient’s  blood  cells  and  bone  mar- 
row will  tell  which  type  of  leukemia  he  has  and, 
therefore,  which  type  of  treatment  will  be  most 
effective. 

Diet  treatment  is  also  prescribed  by  the  Ohio 
doctors  for  some  leukemia  patients  on  the  basis  of  the 
kind  of  leukemia  they  have.  In  one  kind,  the  study 
of  the  blood  cells  shows  that  an  enzyme  chemical 
needed  to  handle  fat  is  missing  or  ineffective.  Such 
patients  get  a diet  that  completely  eliminates  fat. 
Another  kind  are  limited  to  less  than  two  ounces  of 
protein  food  a day  because  they  lack  a protein- 
digesting  enzyme. 

The  technics  the  Ohio  doctors  have  worked  out 
resulted  from  the  study  of  over  1,000  leukemia  pa- 
tients during  the  last  eighteen  years. — Science  News 
Letter,  June  18, 1949 


MIGRAINE  HEADACHE  TREATED  SUCCESSFULLY  BY  HEAD-TRAC- 
TION MANIPULATION  AND  THIAMIN  CHLORIDE 

Murray  M.  Braaf,  M.D.,  New  York  City 


THE  fact  that  irritation  of  the  roots  of  the  cer- 
vical nerves  may  cause  radicular  or  referred 
pain  has  long  been  recognized,  but  little  has  been 
known  about  the  possibility  of  a herniation  of 
the  nucleus  pulposus  of  the  cervical  intervertebral 
disk,  causing  pressure  on  the  nerve  roots  and 
hence  producing  a radiculitis  of  the  involved 
nerve  roots.  As  early  as  1928,  Stookey  described 
a cervical  lesion  due  to  “ventral  extradural  chon- 
droma” which  was  shown  later  by  Elsberg  actu- 
ally to  be  herniated  portions  of  nucleus  pulpo- 
sus.1'2  In  1943  Semmes  and  Murphy  reported 
a radiculitis  caused  by  a lateral  compression  of 
the  seventh  cervical  nerve  by  a herniated  and  rup- 
tured sixth  cervical  intervertebral  disk,  and  Spur- 
ling  and  Scoville  in  1944  included  12  cases  in  their 
report  describing  the  clinical  syndrome  produced 
by  compresssion  of  the  sixth  and  seventh  cervical 
roots  by  a lateral  herniation  of  the  nucleus  pul- 
posus.3’4 Raney  and  Raney  last  year  showed 
that  “lesion  of  the  cervical  disk  is  one  of  the  com- 
monest pathologic  conditions  of  the  cervical 
spine,  and  one  of  the  commonest  symptoms  re- 
sulting therefrom  is  headache.”5  Kern  de- 
scribed the  effects  of  blocking  off  the  nerve  im- 
pulses of  the  cervical  nerves;  in  1947  he  reported 
treatment,  with  favorable  results,  of  over  one 
hundred  patients  giving  a history  of  chronic  re- 
curring headache  by  injecting  1 per  cent  solution 
of  procaine  hydrochloride  into  the  region  of  the 
distribution  of  the  posterior  sensory  divisions  of 
the  upper  cervical  nerves.6 

Anatomy 

The  cervical  nerves  are  intimately  connected 
and  communicate  with  all  of  the  cranial  nerves 
either  directly  or  indirectly  through  the  sympa- 
thetic system.  Directly,  the  vagus  nerve  (tenth) 
sends  communications  to  the  roots  of  the  first  two 
cervical  nerves,  the  accessory  (eleventh)  to  the 
second,  third  and  fourth  nerves,  and  the  hypo- 
glossal (twelfth)  to  the  first  three  nerves;  indi- 
rectly, all  cranial  nerves  are  connected  with  the 
superior  and  inferior  cervical  ganglia  of  the  sym- 
pathetic. The  cervical  ganglia  when  traced  up- 
ward join  with  the  ganglia  of  the  cranial  nerves; 
these  latter  ganglia  properly  belong  to  the  sym- 
pathetic system  and  may  be  considered  to  repre- 
sent an  upward  extension  of  the  ganglia  of  the 
paired  sympathetic  trunks  lying  alongside  of  the 
vertebral  column  and  can  be  termed  the  “cephalic 
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sympathetic  ganglia,”  of  which  the  ganglia  asso- 
ciated with  the  trigeminal  (fifth)  nerve  (the 
ciliary,  sphenopalatine,  otic,  and  submaxillary 
ganglia)  represent  the  principal  ganglia  of  the 
cephalic  sympathetic  system.7 

Etiology 

It  must  be  remembered  that  branches  of  com- 
munication are  as  much  nerves  of  distribution  as 
the  others.  Therefore,  afferent  stimuli  originat- 
ing in  the  upper  cervical  nerves  may  cause  pain 
in  the  back  of  the  head  and  neck,  ear,  front  of 
neck,  the  shoulder,  chest,  and  upper  back  through 
the  superficial  branches  of  the  cervical  plexus  and 
the  greater  occipital  nerve.  These  same  afferent 
impulses  may  also  be  carried  to  the  principal 
cephalic  sympathetic  ganglia  (trigeminal)  via  the 
superior  cervical  sympathetic  ganglia  and  pro- 
duce pain  along  the  branches  of  the  trigeminal 
nerve,  especially  the  ophthalmic  and  maxillary 
branches.  This  can  be  proved  in  patients  suf- 
fering from  migraine  headache  when  the  pain  is 
situated  along  the  back  of  the  head  and  neck,  as 
well  as  along  the  distribution  of  the  trigeminal 
nerve,  by  cocainization  of  the  floor  of  the  nose 
on  the  same  side  as  the  pain.  In  the  floor  of  the 
nose  there  are  chiefly  the  nerve  plexuses  derived 
from  branches  of  the  fifth  nerve,  namely,  the 
nasociliary  nerve  of  the  ophthalmic,  the  infra- 
orbital nerve  of  the  maxillary,  and  branches  of 
the  sphenopalatine  ganglion.  After  twenty  to 
thirty  minutes,  the  pain  and  soreness  in  the  back 
of  the  head  and  neck,  as  well  as  the  pain  along  the 
distribution  of  the  fifth  nerve,  will  disappear. 
Moreover,  in  patients  complaining  of  pain  in  the 
lower  back  or  even  in  the  lower  extremity,  the 
pain  can  be  made  to  vanish  upon  cocainization  of 
the  nerve  endings  of  the  nose  on  the  same  side.8 
A reasonable  explanation  is  that  the  afferent  im- 
pulses which  carry  pain  sensation  from  the 
sympathetic  nervous  system  to  the  central  nerv- 
ous system  are  temporarily  cut  off  by  paralyzing 
the  principal  cephalic  sympathetic  ganglia. 

Furthermore,  irritation  of  the  first  two  cervical 
nerves  may  reflexly  stimulate  the  vagus  nerve 
and  produce  visceral  symptoms  referable  to  the 
sensory  distribution  of  the  vagus  to  the  pharynx, 
esophagus,  stomach,  larynx,  trachea,  lungs,  heart, 
and  abdominal  viscera,  accounting  for  all  types 
of  chest  and  abdominal  pain,  nausea,  vomiting, 
tachycardia,  and  other  visceral  symptoms. 
Pain  may  be  referred  as  far  down  as  the  lower 
quadrant  of  the  abdomen.  Conversely,  pe- 
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Fig.  1.  Marked  loss  of  normal  lordotic  curve  of 
the  cervical  spine  with  anterior  displacement  of  the 
fourth  vertebra  due  to  subluxation  in  a forty-one- 
year-old  woman  who  had  suffered  from  migraine 
headache  for  twenty-five  years  and  gave  a history  of 
definite  previous  trauma  to  the  spine. 


ripheral  irritation  of  the  viscera  innervated  by  the 
vagus  nerve  may  cause  reflex  stimulation  of  the 
upper  two  cervical  nerves,  which  in  turn  may 
carry  afferent  impulses  to  the  principal  cephalic 
sympathetic  ganglia  (trigeminal)  via  the  cervical 
sympathetic  ganglia  and  thus  produce  headache. 

In  migraine,  the  upper  two  cervical  nerves  be- 
come irritated  and  set  off  a series  of  afferent  im- 
pulses going  to  the  cephalic  ganglia  via  the  sym- 
pathetics,  which  may  affect  any  or  all  the  cranial 
nerves,  especially  the  fifth  nerve;  afferent  im- 
pulses may  also  travel  directly  along  the  vagus 
nerve  producing  visceral  symptoms.  In  addi- 
tion, the  irritation  may  be  conveyed  to  the  other 
cervical  nerves  producing  a diffuse  clinical  pic- 
ture with  symptoms  referred  for  the  greater  part 
to  the  back  of  neck  and  upper  extremity.  In 
this  way,  a mechanism  of  reflex  irritation  is  ini- 
tiated, causing  headache  and  a wide  range  of 
symptoms  which  are  encountered  in  migraine. 

This  explanation  does  not  in  any  manner  dis- 
prove the  findings  and  theory  of  Wolff  that 
headache  results  from  distention  of  the  cranial 
arteries,  because  irritation  of  the  upper  cervical 
nerves  can  be  shown  to  produce  vasodilatation 
of  these  vessels.9 

What  produces  the  irritation  of  the  upper 
cervical  nerves  in  migraine  is  the  subject  of  much 
debate.  Trauma  to  the  neck  may  cause  damage 
to  the  intervertebral  disks  and  produce  a weak- 
ening or  subluxation  of  the  surrounding  liga- 
mentous structures  of  the  cervical  vertebrae  per- 


mitting the  vertebrae  to  be  thrown  out  of  their 
natural  alignment  (Fig.  1) . The  weakening  of  the 
ligamentous  structures  allows  the  nucleus  pul- 
posus  of  the  intervertebral  disk  to  herniate  out 
of  its  normal  position,  and  the  herniated  nucleus 
pulposus  produces  compression  of  the  cervical 
nerves,  which  are  located  directly  posterolateral 
to  the  intervertebral  disks.  Traction  of  the 
head  gives  definite  relief  of  symptoms  in  migraine, 
probably  by  making  the  ligaments  which  support 
the  intervertebral  disks  taut,  thus  increasing  the 
intervertebral  spaces  and  forcing  the  displaced 
nucleus  pulposus  into  its  normal  position.  Thus 
the  two  factors  which  cause  pain,  compression 
of  the  roots  of  the  cervical  nerves  and  reflex 
spasm  of  the  muscles  of  the  neck,  are  overcome. 
Jostes  reported,  definite,  immediate,  and  often 
permanent  relief  of  neck  and  head  pain  by  head 
traction  in  cases  which  he  demonstrated  by  the 
use  of  body  section  roentgenography  (laminog- 
raphy)  were  due  to  occipitocervical  lesions.10 

What  produces  the  periodicity  of  attacks  in 
migraine  is  difficult  to  say  with  certainty.  How- 
ever, it  has  been  found  that  in  every  case  ex- 
amined there  was  definite  localized  tenderness 
over  the  upper  cervical  spine  on  the  same  side  as 
the  pain,  especially  during  the  attacks  and  to  a 
lesser  extent  (but  still  to  an  appreciable  degree) 
between  the  attacks,  although  the  patients  in 
the  majority  of  cases  never  complained  about  the 
neck.  This  suggests  the  possibility  that  the 
upper  cervical  nerves  are  being  constantly  ir- 
ritated, producing  a permanent  “subclinical” 
neuritis,  even  though  the  patient  may  be  free 
from  symptoms  between  the  attacks.  There- 
fore, all  that  is  needed  to  precipitate  an  attack 
is  some  slight  stimulation  of  the  sympathetic 
nervous  system  as  occurs  during  emotional  stress 
or  strain,  during  the  menstrual  period  in  women, 
etc. 

Factors  in  Migraine 

Trauma  to  the  neck  is  probably  the  most  im- 
portant factor  in  producing  migraine,  and  conse- 
quently the  greater  the  injury  to  the  neck,  the 
more  likely  are  symptoms  of  migraine  liable  to 
occur.  Sometimes,  several  minor  injuries  to  the 
neck  may  produce  migraine.  Very  often,  the 
trauma  may  be  so  slight  as  to  be  unnoticed  at 
the  time  or  forgotten,  inasmuch  as  the  symptoms 
may  occur  many  days,  months,  or  years  later. 
Out  of  20  cases  reported  here,  six  patients  gave 
a definite  history  of  injury  to  spine  prior  to  the 
onset  of  symptoms  of  migraine. 

The  postconcussion  syndrome  which  follows 
severe  injuries  of  the  skull  features  many  symp- 
toms which  are  not  easily  accountable  to  the  head 
injury.  In  many  head  injuries,  even  though 
slight,  there  is  also  damage  done  to  the  inter- 
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Fig.  2.  Anterior  displacement  of  the  fourth  cer- 
vical vertebra  due  to  subluxation  with  suggestive 
narrowing  of  the  fifth  intervertebral  disk,  loss  of  the 
normal  lordotic  curve,  and  osteoarthritic  changes  of 
the  fifth  and  sixth  cervical  vertebrae  in  a thirty-six- 
year-old  male  complaining  of  postconcussion  head- 
aches. Note  similarity  to  Fig.  1. 


vertebral  disks  of  the  neck  (Fig.  2).  Of  course, 
the  more  severe  the  head  injury,  the  more  prob- 
able is  the  cervical  spine  liable  to  be  damaged. 

Constant  straining  of  the  neck  in  reading  or 
looking  at  a moving  picture  usually  precipitates 
an  attack  of  migraine.  Other  exciting  factors 
are  allergy,  ingestion  of  alcohol,  menstruation, 
emotional  upsets,  barometric  pressure  variations, 
severe  coughing  in  bronchial  and  pneumonic  con- 
ditions, prolonged  strain  on  the  neck  during  the 
administration  of  anesthesia  for  surgical  opera- 
tion, exposure  to  sun,  and  exposure  to  smoke 
fumes  as  when  sitting  in  smoke-filled  rooms.  All 
these  factors  are  only  exciting  or  precipitating 
causes  producing  a direct  or  indirect  irritation  of 
the  upper  cervical  nerves. 

Heredity  appears  to  be  an  underlying  factor 
in  a certain  proportion  of  cases  of  migraine.  Out 
of  20  cases,  five  gave  a family  history  of  migraine 
occurring  in  members  of  the  same  family.  In 
these  cases,  roentgenologic  studies  of  the  cervical 
spine  revealed  an  exaggeration  of  the  normal 
lordotic  curve.  It  is  very  possible  that  cases 
of  migraine,  where  there  is  a family  diathesis,  in- 
herit a so-called  “weak”  cervical  spine  with  an 
exaggeration  of  the  lordotic  curve  which  is  more 


subject  to  injury  after  very  slight  trauma  than  a 
normal  spine. 

X-Ray  Findings 

The  roentgenographic  findings  characteristic 
of  lesions  of  the  cervical  disks  have  been  well 
described  by  many  observers.1142  They  con- 
sist of  narrowing  of  the  affected  intervertebral 
space,  loss  of  the  normal  lordotic  curve,  osteo- 
phytic  outgrowths  around  the  affected  disks,  and 
narrowing  of  the  intervertebral  foramina.  These 
findings  may  be  considered  diagnostic  of  a cervi- 
cal herniated  disk,  especially  in  conjunction  with 
the  clinical  picture  of  radicular  syndrome. 

The  roentgenologic  examination  of  the  cervical 
spine  in  migraine  usually  shows  definite  variation 
from  the  normal,  and  the  evaluation  of  these 
changes  is  often  difficult.  However,  for  the 
greater  part,  they  appear  to  fall  into  two  main 
categories.  The  first  group  shows  an  apparent 
exaggeration  of  the  lordotic  cervical  curve  usually 
seen  in  the  heredity  type  of  migraine  (Fig.  3) ; and 
the  second  displays  a loss  of  the  normal  lordotic 
curve  varying  from  slight  deviation  to  complete 
reversal  of  the  curve  usually  found  in  the  trau- 
matic type  (Figs.  1 and  4).  In  addition,  there 


Fig.  3.  Moderate  exaggeration  of  normal  lordo- 
sis of  the  cervical  spine  and  minimal  osteoarthritic 
changes  at  the  fifth  articulation  in  a woman,  fifty- 
three  years  of  age,  a migraine  sufferer  for  twenty- 
two  years,  who  gave  a family  history  of  migraine 
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may  be  typical  changes  of  herniation  of  the  lower 
cervical  intervertebral  disks  described  above 
(Fig.  5).  Consequently,  these  latter  cases  will 
display,  in  addition  to  migraine,  radicular  symp- 
toms referable  to  the  particular  nerve  roots 
being  compressed  by  the  lower  cervical  inter- 
vertebral disks.  However,  in  25  per  cent  of  the 
cases  no  apparent  roentgenologic  changes  can 
be  found. 

Treatment  of  Migraine 
Abortive  Therapy. — Most  attacks  of  mi- 
graine can  be  easily  controlled  and  often 
aborted  by  simple  head-traction  manipulation 
of  the  neck  to  be  described  below,  especially 
if  seen  early  during  the  attack.  It  must  be 
remembered  that  a neuritis  of  the  affected  nerves 
is  set  up,  and  the  longer  the  attack  lasts,  the  more 
pronounced  is  the  irritation  of  the  nerves.  This 
irritation  may  persist  in  some  cases  for  several 
hours  or  even  days  after  the  pressure  on  the  nerves 
is  relieved.  Hence,  it  is  an  important  adjunct 
to  therapy  to  treat  the  affected  inflamed  nerves. 
For  this  purpose,  large  doses  of  thiamin  chloride 
of  from  300  to  400  mg.  are  injected  intramuscu- 


Fig.  5.  Marked  narrowing  of  the  fifth  interver- 
tebral disk  with  osteoarthritic  changes  of  the  fifth 
and  sixth  cervical  vertebrae  in  a migrainous,  forty- 
year-old  woman  who  suffered  also  from  periodic  at- 
tacks of  severe  pain  in  the  right  upper  extremity. 


Fig.  4.  Marked  loss  of  normal  lordotic  curve  of 
the  cervical  spine,  giving  a so-called  “poker”  ap- 
pearance, in  a boy  of  eighteen  who  had  suffered 
from  migraine  for  seven  years  and  who  gave  a history 
of  previous  spinal  trauma. 


larly  during  an  attack  after  manipulation.  Usu- 
ally, one  treatment  will  stop  or  greatly  diminish 
the  attack.  However,  if  symptoms  persist,  5 
cc.  of  2 per  cent  procaine  hydrochloride  are  in- 
jected into  the  upper  cervical  spine  on  the  same 
side  as  the  pain.  It  is  advisable,  wherever  pos- 
sible, to  have  the  patient  lie  down  for  one-half  to 
one  hour  after  the  treatment. 

Routine  Therapy. — Routine  therapy  con- 
sists of  head-traction  manipulation  of  the  neck 
and  intramuscular  injection  of  100  to  300  mg. 
of  thiamin  chloride.  It  must  be  emphasized 
that  continuation  of  therapy  is  of  vital  importance 
if  favorable  results  are  to  be  obtained.  Routine 
treatment  should  be  carried  out  for  at  least  one 
to  two  months.  At  the  start,  treatments  may 
have  to  be  carried  out  daily,  especially  in  severe 
cases,  for  the  first  week,  then  three  times  weekly 
for  the  next  two  weeks,  and  twice  a week  there- 
after. However,  no  hard  and  fast  rule  can  be 
applied,  for  each  case  must  be  judged  on  its  own 
merits  depending  upon  the  degree  of  improve- 
ment obtained. 

Head  traction  alone  may  be  sufficient  to  give 
relief  in  a good  many  cases,  but  in  the  chronic 
cases  of  long  standing  thiamin  chloride  must  be 
added  to  the  treatment. 

Manipulation. — Head  traction  is  obtained 
by  means  of  a Sayre’s  traction  apparatus  with 
the  patient  lying  flat  on  his  back  on  a hard 
table.  The  advantages  of  having  the  patient 
lie  on  his  back  while  employing  head  traction  in 
preference  to  the  standing  position  are  twofold; 
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first,  the  patient  is  more  relaxed  and  less  appre- 
hensive, and  second,  the  position  of  the  head  can 
be  varied,  according  to  the  angulation  of  the 
cervical  curve  of  the  spine  found  on  x-rays,  by 
raising  or  lowering  the  headrest  on  the  table. 

With  the  patient  lying  on  his  back  on  a hard 
table,  a Sayre’s  traction  apparatus  is  placed 
firmly  under  the  chin  and  occiput  of  head,  and 
traction  of  the  head  and  neck  is  maintained  for 
at  least  five  minutes.  This  maneuver  aids  in 
relieving  muscle  spasm  and  in  promoting  muscle 
relaxation  and  usually  gives  the  patient  immedi- 
ate relief.  Next,  the  pulley  and  traction  bar  are 
released  and  disconnected,  and  by  using  the  head- 
straps,  while  the  physician  stands  in  front  of  the 
table,  the  head  and  neck  are  moved  laterally  to 
the  right  and  then  to  the  left  with  constant  steady 
pull  in  each  position  for  about  fifteen  to  thirty 
seconds.  The  head  is  then  rotated  toward  each 
shoulder,  while  the  head  is  still  held  in  traction. 
Traction  should  be  steady,  even,  and  constant 
throughout  the  maneuvers  and  should  cause  no 
pain ; pain  usually  indicates  that  too  much  force 
is  being  used  in  the  traction  and  is  a sign  to  dis- 
continue traction. 

Summary  of  Results 

Although  good  results  have  been  obtained  in 
the  postconcussion  headache  by  head-traction 
manipulation,  they  have  been  purposely  omitted 
in  this  report  to  avoid  possible  confusion  between 
postconcussion  headache  and  migraine  headache. 

Most  observers  believe  that  several  definite 
criteria  are  necessary  to  make  a diagnosis  of  mi- 
graine. These  criteria  are  (1)  cephalgia  (usually 
hemicrania),  (2)  periodicity  of  attacks,  (3)  gastro- 
intestinal symptoms,  (4)  so-called  cortical  or 
psychic  disturbances  such  as  scotoma,  paresthe- 
sias, etc.,  and  (5)  relief  of  the  attack  by  Gynergen 
or  allied  drugs. 

Twenty  cases  of  migraine  having  the  first  two 
criteria  and  at  least  two  out  of  three  of  the  other 
criteria  have  been  selected  for  presentation  in 
this  article.  They  were  treated  by  head-traction 
manipulation  and  intramuscular  injections  of 
thiamin  chloride  for  a period  varying  from  one  to 
twelve  weeks,  the  average  being  six  weeks.  They 
included  15  women  and  five  men,  varying  from 
eighteen  to  fifty-four  years  of  age,  who  had  had 
these  attacks  for  from  one  to  thirty-five  years. 
Those  who  suffered  from  migraine  for  less  than 
five  years  usually  responded  better  than  the  more 


chronic  cases.  All  the  cases  with  the  exception 
of  two  were  observed  for  a period  of  six  to  twelve 
months  after  cessation  of  therapy. 

Evaluation  of  treatment  is,  no  doubt,  difficult 
because  the  results  are  not  objectively  measur- 
able. We  must  depend  upon  the  statements  of 
the  patient  in  gauging  the  effects  of  therapy. 
Results  are  based  upon  the  frequency,  intensity, 
and  duration  of  attacks  before  and  after  therapy. 
However,  the  patient’s  own  evalyation  of  im- 
provement has  been  given  special  preference  in 
this  report,  although  it  does  not  represent  the 
true  picture  because  the  average  migrainous  pa- 
tient is  very  apprehensive  and  tends  to  under- 
estimate the  amount  of  improvement. 

Each  case  according  to  the  patient’s  statements 
was  improved  from  70  to  100  per  cent,  six  of  the 
20  cases  (including  one  case  of  thirty-four  years 
duration)  reported  being  free  from  attacks  dur- 
ing the  entire  period,  varying  from  six  to  twelve 
months,  since  cessation  of  therapy. 

Conclusions 

1 . Migraine  is  probably  caused  by  herniations 
of  the  cervical  intervertebral  disks  which  by  com- 
pression produce  a neuritis  (radiculitis)  of  the 
upper  two  cervical  nerves. 

2.  Trauma  of  the  neck  is  a very  important 
causative  factor  in  producing  migraine. 

3.  In  most  head  injuries  there  is  a concurrent 
injury  of  the  intervertebral  disks  of  the  neck. 

4.  Migraine  can  be  treated  successfully  by 
head-traction  manipulation  and  thiamin  chloride. 

Grateful  acknowledgment  is  made  to  Dr.  William  D.  Weiss 
for  his  encouragement  and  criticism  in  this  work. 
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THE  multitude  of  therapeutic  agents  rec- 
ommended in  the  treatment  of  paralysis 
agitans  indicates  that  no  entirely  satisfactory 
treatment  has  as  yet  been  found.  The  thera- 
peutic agents  proposed  vary  considerably  in 
their  effectiveness  in  various  forms  of  the  dis- 
ease and  from  patient  to  patient  in  the  same 
group.  The  variability  in  the  therapeutic  re- 
sponse poses  a challenging  problem  to  the 
clinician  both  to  find  the  optimal  combination 
of  known  drugs  best  suited  to  the  individual 
requirements  of  a patient  and  to  continue  to 
search  for  new  therapeutic  agents  of  greater 
efficacy. 

The  remedies  which  have  been  recommended 
can  be  divided  in  two  groups.  The  larger  and 
more  important  of  these  groups  comprises  those 
drugs  which  possess  an  atropine-like  action  on 
the  parasympathetic  nervous  system,  while  all 
the  other  drugs  devoid  of  this  activity  fall  into 
a chemically  and  pharmacologically  heteroge- 
neous group  which  as  yet  defies  more  detailed 
classification. 

Of  the  atropine-like  agents  scopolamine  is 
perhaps  the  most  widely  used  and  most  satis- 
factory drug.  The  effect  of  this  drug  was 
known  to  the  French  neurologists,  Pierre 
Marie,  Roussey,  and  Souques,  wTho  were  using 
the  alkaloicf  during  the  latter  half  of  the  last 
century  and  who  already  had  observed  the 
striking  benefit  obtainable  in  certain  cases  and 
the  symptoms  of  intolerance  appearing  in 
others.1  It  is  now  known  that,  as  a rule, 
scopolamine  is  of  great  benefit  in  postencepha- 
litic parkinsonism,  while  cases  from  other 
causes  are  seldom  affected  or  show  intolerance 
to  this  drug.  Other  solanaceous  alkaloids 
such  as  atropine,  hyosciamine,  and  stramo- 
nium have  been  used  and  found  to  have  an 
effectsimilar  to  scopolamine.2  Certain  synthe- 
tic atropine  substitutes  such  as  Syntropan  and 
Trasentine  have  a similar  action.3'4  The  anal- 
gesic drug  Demerol,  which  is  a synthetic  atro- 
pine derivative,  also  possesses  a beneficial 
action  in  certain  cases.5  Parpanit  and  Dipar- 
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col  which  have  been  recommended  as  “anti- 
parkinsonian” agents  both  possess  atropine- 
like properties.6-7  The  antihistaminic  Bena- 
dryl which  also  possesses  marked  atropine-like 
action  has  also  been  found  effective  in  certain 
cases  of  paralysis  agitans.8  Of  the  drugs  not 
possessing  an  atropine-like  action  only  myane- 
sin  and  amphetamine  sulfate  deserve  men- 
tion.9'10 

Recently,  2-methyl-9-phenyl-2,3,4,9-tetra- 
hydro-l-pyridindene  hydrogen  tartrate,  called 
Thephorin,  has  been  introduced  as  an  antihis- 
taminic.11’12 This  substance  belongs  to  a class 
of  compounds  which  are  chemically  unrelated 
to  other  antihistaminics  or  indeed  (o  any  drug 
used  in  medicine.  Thephorin,  in  addition  to 
its  antihistaminic  action,  possesses  atropine- 
like action  which  is  about  90  times  weaker 
than  that  of  atropine  itself  when  evaluated  on 
the  isolated  intestinal  strip  stimulated  with 
acetylcholine.  It  differs  from  other  agents  with 
atropine-like  properties  which  have  been  used 
in  paralysis  agitans  by  not  having  a depres- 
sant action  on  the  central  nervous  system. 
The  pharmacologic  properties  of  Thephorin 
suggested  that  it  may  be  effective  in  paralysis 
agitans.  The  present  paper  describes  the  re- 
sults of  clinical  trials  of  the  drug. 

Methods  and  Materials 

We  have  had  the  opportunity  to  observe  the 
effect  of  Thephorin  on  some  patients  whom  we 
had  previously  treated  by  a number  of  other 
remedies  with  varying  degrees  of  success. 
Such  a group  of  patients  appeared  particularly 
suitable  for  the  clinical  trial  of  a new  drug,  not 
only  because  of  their  known  responses  to  vari- 
ous remedies  but  also  because  of  their  low^er 
suggestibility  as  to  the  effect  of  new  medi- 
cation. Of  the  24  patients  wdiich  have  been 
studied  nine  were  hospitalized  and  eight  were 
able  to  pursue  a gainful  occupation,  while  the 
rest  were  able  to  take  care  of  themselves  or. 
w^ere  looked  after  at  home. 

Diagnosis. — An  attempt  was  made  to  deter- 
mine the  cause  of  the  disease  in  every  case 
which  was  treated.  The  disease  wras  con- 
sidered to  be  of  postencephalitic  origin  even 
in  the  absence  of  a history  of  encephalitis  if  the 
patient  suffered  from  encephalitic  residua,  such 
as  a defect  of  convergence,  impaired  pupillary 
reaction,  or  oculogyric  crisis.  Fairly  rapid 
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onset  before  the  fortieth  year  of  life,  various 
vegetative  disturbances,  and  good  response  to 
alkaloidal  treatment  also  favored  encephalitic 
origin. 

Idiopathic  or  primary  paralysis  agitans  was 
diagnosed  when  the  disease  developed  rather 
insidiously  after  or  around  the  fiftieth  year  of 
life.  The  symptoms,  as  a rule,  started  uni- 
laterally and  gradually  spread  to  the  other  side. 
Pill-rolling  movements  of  the  fingers  and  rela- 
tive preservation  of  mimic  movements  were 
also  thought  to  speak  in  favor  of  primary 
paralysis  agitans. 

Posology. — The  drug  was  given  in  doses  of 
25  to  50  mg.  two  to  four  times  daily  after  meals. 
As  a rule,  25  mg.  three  times  daily  was  tried  to 
begin  with,  and  the  dose  was  increased  only 
after  it  had  been  established  that  the  patient 
tolerated  the  drug  without  serious  side-effects. 
Certain  patients  benefited  more  from  25  mg. 
three  times  daily  than  from  double  this  dose, 
while  one  patient  needed  as  much  as  50  mg. 
four  times  daily.  Higher  doses  were  not  tried. 

If  a patient  was  taking  scopolamine,  Rabel- 
lon,  or  another  solanaceous  alkaloid  and  was 
deriving  benefit  from  the  medication,  this  treat- 
ment was  continued  in  full  doses  even  after 
exhibition  of  Thephorin.  Similarly,  patients 
who  derived  some  benefit  from  myanesin  were 
advised  to  continue  with  the  drug  at  least  for  a 
time  after  Thephorin  treatment  was  started. 
It  was  thought  best  that  a patient  who  was  well 
adjusted  to  an  alkaloid  or  myanesin  should 
continue  with  these  remedeis  in  full  doses  while 
a new  drug  was  being  tried. 

Results 

Evaluation  of  Results.— When  evaluating  the 
effect  of  the  drug,  care  was  taken  to  obtain  ob- 
jective evidence  of  improvement.  Charcot 
showed  that  patients  suffering  from  paralysis 
agitans  sometimes  show  spontaneous  remis- 
sions which  may  lead  to  faulty  conclusions 
during  therapeutic  trials.1  Remissions  are 
usually  characterized  by  a sudden  onset  and 
short  duration.  As  a rule,  the  spontaneous 
improvement  does  not  last  longer  than  a day 
or  two  and  in  my  experience  rarely  longer  than 
two  weeks.  The  symptoms  of  paralysis  agi- 
tans may  also  be  temporarily  alleviated  by 
suggestion,  and  for  this  reason  certain  patients 
will  show  improvement  for  a few  days  after  the 
institution  of  any  new  treatment.  A truly 
effective  drug  will,  on  continued  administra- 
tion, maintain  the  improvement  for  several 
months.  When  the  medication  is  discon- 
tinued, a return  of  symptoms  may  be  expected, 
and  reinstitution  of  treatment  should  again 
abolish  or  ameliorate  the  symptoms.  These 


considerations  were  kept  in  mind  when  evalu- 
ating the  effect  of  Thephorin. 

Favorable  Responses.— The  treatment  with 
Thephorin  was  tried  in  24  patients;  it  was 
effective  in  13.  Of  these,  five  suffered  from 
postencephalitic  parkinsonism  and  eight  from 
idiopathic  paralysis  agitans.  The  patients 
with  postencephalitic  parkinsonism  had  been 
taking  scopolamine  or  Rabellon  for  some  time 
with  considerable  benefit.  Of  the  eight  pa- 
tients suffering  from  idiopathic  paralysis  agi- 
tans who  derived  benefit  from  Thephorin,  five 
did  not  tolerate  or  did  not  benefit  from  treat- 
ment with  solanaceous  drugs  and  were  treated 
with  Thephorin  only.  The  three  other  pa- 
tients of  this  group  were  able  to  take  small 
additional  doses  of  scopolamine.  The  im- 
provement after  the  beginning  of  Thephorin 
administration  took  place  after  one  or  two 
days,  and  the  full  effect  became  apparent  after 
one  or  two  weeks  of  treatment. 

The  improvement  after  Thephorin  was 
marked  in  eight  cases,  moderate  in  four  cases, 
and  slight  in  one  case.  The  decrease  of  rigid- 
ity could  be  observed  on  physical  examination 
and  was  also  shown  by  the  patients’  ability  to 
carry  out  movements  and  perform  tasks  which 
previously  could  not  be  carried  out  or  were 
carried  out  only  very  slowly.  Certain  patients 
who  were  not  able  to  turn  over  in  bed  without 
assistance  were  able  to  do  so  one  or  two  days 
after  Thephorin  medication  was  started. 
Other  patients  were  once  again  able  to  feed  and 
dress  themselves  and  to  carry  out  finer  move- 
ments. The  stooping  attitude  remained 
largely  unchanged,  but  locomotion  was  greatly 
improved  and  was  to  a greater  extent  under  the 
control  of  the  patient.  It  was  easier  for  him 
to  start  and  stop;  the  shuffle  decreased  but  did 
not  disappear,  and  automatic  movements  did 
not  return.  The  results  were  sometimes  strik- 
ing, as  in  the  case  of  the  man  who  had  been 
confined  to  his  chair  for  two  years  and  who  has 
been  able  to  shuffle  along  once  again  and  work 
as  a hotel  porter  since  he  was  started  on  The- 
phorin four  months  ago. 

Although  in  none  of  the  patients  did  the 
natural  mobility  of  the  face  reappear,  the  ex- 
pression of  the  face  became  livelier,  and  the 
stare  decreased.  The  voice  became  stronger 
and  clearer  in  most  cases  in  which  articulation 
was  affected  by  the  disease.  The  tremor  of  the 
jaw  and  of  the  tongue  often  disappeared. 
When  the  patient  was  not  under  nervous  ten- 
sion, the  tremor  of  the  limbs  was  also  in  abey- 
ance. The  “readiness  to  shake,”  however,  was 
still  present  and  was  not  greatly  changed  by  the 
treatment,  as  evidenced  by  the  tremor  ex- 
hibited by  the  patient  when  under  emotional 
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stress.  Restlessness  and  nervous  tension  de- 
creased under  the  influence  of  the  drug,  as  did 
the  cramps  and  aches  sometimes  encountered 
in  this  disease. 

After  the  patients  had  been  taking  The- 
phorin  for  one  to  four  months  the  drug  was  dis- 
continued and  the  reaction  of  the  patient  ob- 
served. In  patients  also  taking  another  drug, 
such  as  one  of  the  alkaloids  or  myanesin,  only 
Thephorin  was  discontinued,  and  administra- 
tion of  the  other  agent  continued  in  unchanged 
dosage.  On  discontinuation  of  the  Thephorin 
it  was  suggested  to  the  patient  that  his  con- 
dition would  probably  remain  unchanged.  In 
spite  of  this  a gradual  reappearance  of  symp- 
toms after  omission  of  Thephorin  was  ob- 
served. After  four  or  five  days  without  the 
drug  most  patients  were  in  a similar  condition 
as  before  Thephorin  treatment  was  com- 
menced. Tremor  and  rigidity  were  intense; 
speech  was  weak  and  difficult  to  understand; 
movements  were  slower  again,  and  the  gait 
deteriorated.  All  of  the  patients  were  very 
anxious  for  the  recommencement  of  the  The- 
phorin medication  which  was  again  able  to 
ameliorate  their  symptoms. 

Most  of  these  patients  tolerated  the  drug 
well.  Side-effects  of  a slight  degree  were  ob- 
served in  four.  Of  these,  two  patients  experi- 
enced chills  and  hot  flushes  and  became  slightly 
confused  when  given  50  mg.  three  times  daily. 
Half  of  this  dose  did  not  cause  side-effects  and 
maintained  the  clinical  improvement.  The 
conjunctivae  of  one  patient  became  injected 
while  he  was  on  Thephorin.  Another  patient 
experienced  temporary  sleeplessness  when  he 
started  taking  the  drug,  but  this  disappeared 
after  a few  days,  although  he  continued  taking 
the  drug  in  full  doses. 

Unfavorable  Results. — In  11  patients  The- 
phorin did  not  have  beneficial  effects,  but  in 
six  of  these  it  was  not  given  a complete  trial 
because  of  the  side-action  of  the  drug.  Of  the 
1 1 patients  who  did  not  benefit  from  Thephorin 
six  had  postencephalitic  parkinsonism  (five  of 
these  reacted  favorably  to  alkaloids),  four  suf- 
fered from  idiopathic  paralysis  agitans  (two 
of  these  being  benefited  by  small  doses  of  alka- 
loids), and  one  had  the  disease  apparently  as  a 
result  of  carbon  monoxide  poisoning.  Side- 
effects  of  some  degree  appeared  in  nine  cases. 
They  were  of  moderate  severity  in  four  cases, 
consisting  of  dizziness,  nausea,  and  vomiting 
in  two  cases  and  sleeplessness  and  excitement 
in  the  other  two  cases.  These  symptoms  of  in- 
tolerance appeared  after  two  or  three  doses  of 
the  drug  and  disappeared  promptly  with  the 
discontinuance  of  treatment.  Other  side- 
effects  complained  of  by  the  patients  were  diar- 


rhea (one  case),  constipation  (one  case),  sleep- 
lessness (two  cases),  and  nervousness  (one 
case).  Only  two  of  the  patients  who  did  not 
benefit  by  the  treatment  did  not  show  any  side- 
effects. 

Discussion 

One  of  the  reasons  for  trying  Thephorin  in 
paralysis  agitans  was  the  atropine-like  action 
of  the  drug.  The  relief  obtainable  with  the 
drug  in  suitable  cases  was,  however,  much 
greater  than  that  observed  after  relatively 
larger  doses  of  atropine.  This  shows  that  the 
beneficial  effect  of  Thephorin  cannot  be  ex- 
plained in  its  entirety  by  its  atropine-like  prop- 
erties and  suggests  that  the  drug  possesses  a 
kind  of  central  action  independent  from  its 
atropine-like  properties. 

The  fact  that  Thephorin  possesses  both  anti- 
histaminic  properties  and  effectiveness  in  pa- 
ralysis agitans  is  of  interest.  Benadryl,  Deme- 
rol, Parpanit,  and  Diparcol  also  possess  these 
two  properties.  At  present  there  is  no  indi- 
cation that  there  would  be  any  relation  be- 
tween the  antihistaminic  action  and  effective- 
ness in  paralysis  agitans  of  a substance.  The 
potent  antihistaminic  agent  Pyribenzamine 
does  not  relieve  paralysis  agitans.8  Pyribenz- 
amine does  not  possess  atropine-like  proper- 
ties, and  it  appears  that  the  effectiveness  of  cer- 
tain antihistaminics  in  parkinsonism  is  more 
related  to  their  atropine-like  properties  than 
to  their  antagonistic  action  to  histamine. 

The  neural  mechanism  underlying  the  mani- 
festation of  paralysis  agitans  is  not  clearly 
understood.  It  appears  that  pathologic 
changes  in  the  substantia  nigra  or  of  certain 
cells  in  the  globus  pallidus  release  certain  extra- 
pyramidal  mechanisms  from  the  restraining 
action  of  the  basal  ganglia.  These  release 
symptoms  probably  originate  in  the  reticular 
formation.  The  damage  in  the  basal  ganglia 
manifests  itself  in  an  altered  metabolism  of  its 
cells.  It  appears  that  Thephorin  and  other 
drugs  can  temporarily  influence  this  faulty 
metabolism.  In  this  connection  it  is  of  inter- 
est that  the  basal  ganglia  contain  a high  con- 
centration of  an  enzyme  that  synthesizes  ace- 
tylcholine.13 It  may  well  be  that  in  paralysis 
agitans  the  basal  ganglia  contain  abnormally 
high  concentrations  of  choline  acetylase.  The 
administration  of  atropine  or  atropine-like 
substances  will  make  them  less  sensitive  to  the 
action  of  acetylcholine  and  in  this  way  tempo- 
rarily compensate  for  the  dysfunction  of  these 
centers.  The  greater  effectiveness  of  The- 
phorin as  compared  with  atropine  itself  may  be 
due  either  to  a selective  affinity  of  the  drug  for 
the  basal  ganglia  or  to  a specific  effect  on  the 
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choline  acetylase  itself.  If  the  latter  should 
be  found  to  be  true,  a convenient  screening 
method  for  the  detection  of  drugs  with  poten- 
tial activity  in  paralysis  agitans  would  be  avail- 
able. 

The  evaluation  of  remedies  in  paralysis  agi- 
tans is  difficult  not  only  because  of  the  suggesti- 
bility of  the  patients,  the  day  to  day  variations 
in  their  condition,  and  the  incidence  of  spon- 
taneous remissions,  but  particularly  because 
all  the  remedies  at  our  disposal  are  at  present 
only  palliative.  The  changes  which  are  ob- 
served, even  if  real  and  reproducible,  cannot  be 
accurately  measured  or  recorded  at  present  so 
that  evaluation  of  a drug  depends  on  the  sub- 
jective estimate  of  the  patient  and  the  clinical 
impression  of  the  observer.  This  study 
showed  that  Thephorin  may  prove  effective  in 
about  one  half  of  the  cases.  It  was  equally 
effective  in  postencephalitic  as  in  idiopathic 
cases.  It  differed  in  this  respect  from  scopol- 
amine and  other  solanaceous  alkaloids  which 
were  effective,  at  least  for  a time,  in  almost  all 
cases  of  postencephalitic  parkinsonism  but 
were,  as  a rule,  ineffective  in  cases  of  other 
origin.  Although  Thephorin  was  of  value 
when  given  as  the  only  treatment,  it  has  been 
found  that  certain  cases  deriving  great  benefit 
from  scopolamine  may  improve  still  further  if 
additional  doses  of  Thephorin  are  given. 
Many  postencephalitic  patients  obtain  great 
relief  of  symptoms  from  scopolamine  for  many 
years.  Gradually,  the  effect  of  the  drug  di- 
minishes until  in  the  end  it  is  no  longer  useful. 
Thephorin  has  been  found  of  value  in  three  such 
cases. 

Two  other  drugs  which  are  sometimes  effec- 
tive in  paralysis  agitans  of  postencephalitic  or 
other  origin  are  Benadryl  and  myanesin. 
Benadryl  appears  to  be  of  some  value  in  about 
three  fourths  of  patients,  while  myanesin  shows 
desirable  effects  in  about  one  third  of  the  cases. 
Benadryl  appears  to  work  particularly  well  in 
very  old  patients  suffering  from  the  so-called 
arteriosclerotic  form  of  paralysis  agitans. 
The  type  of  patient  likely  to  benefit  from  myan- 
esin can  be  recognized  only  by  actual  trial  of 
the  drug.  All  of  our  patients  who  benefited 
from  Thephorin  had  received  Benadryl  and 
myanesin  on  previous  occasions.  Although 
many  of  them  benefited  from  one  or  both  of  the 
drugs,  the  improvement  after  Thephorin  was 
much  greater  than  that  felt  or  observed  after 
Benadryl  or  myanesin.  On  the  other  hand, 
there  were  patients  who  did  not  tolerate  or  did 
not  benefit  from  Thephorin  who  were  very 
favorably  influenced  by  myanesin  or  Benadryl. 

The  most  frequently  encountered  side  action 


of  Thephorin  was  insomnia.  The  incidence 
of  side-effects  of  Thephorin  in  patients  suffer- 
ing from  paralysis  agitans  is  rather  interesting. 
Thephorin  given  to  healthy  people  or  to  pa- 
tients suffering  from  various  allergic  disorders 
caused  side-effects  in  a smaller  proportion  of 
cases.14’ 16  It  appears  that  the  pathologic  mech- 
anisms which  are  responsible  for  paralysis 
agitans  are  particularly  sensitive  to  the  effect 
of  Thephorin  and  suggests  that  the  drug  has  a 
direct  influence  on  these  mechanisms. 

Summary 

Thephorin  is  a useful  drug  in  the  sympto- 
matic treatment  of  certain  cases  of  paralysis 
agitans.  The  drug  appeared  equally  effective 
in  cases  of  postencephalitic  and  idiopathic  ori- 
gin. Tremor,  rigidity,  fine  movements,  facial 
expression,  speech,  gait,  and  pain  were  favor- 
ably influenced.  Thephorin  was  administered 
alone  or  in  conjunction  with  alkaloidal  or  other 
drugs  which  the  patients  had  been  taking  be- 
fore treatment  with  Thephorin  had  been  com- 
menced. The  improvement  was  maintained 
as  long  as  the  drug  was  administered  and  dis- 
appeared on  discontinuation  of  Thephorin. 
Although  Thephorin  was  effective  in  only  about 
one  half  of  the  cases  in  which  it  was  tried,  the 
improvement  obtained  in  certain  cases  justifies 
the  trial  of  the  drug  in  all  cases  which  are  not 
satisfactorily  controlled  by  other  remedies. 


My  thanks  are  due  to  Dr.  W.  S.  McCann,  Dr.  P.  Garvey, 
and  Dr.  E.  Green  for  permission  to  use  the  drug  on  their 
patients. 
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REVIEW  OF  COLON  SURGERY  INCLUDING  RECTUM  FOR  THE  YEARS 
1947-1948  AT  THE  BINGHAMTON  CITY  HOSPITAL 

Frank  D.  Conole,  M.D.,  and  Richard  J.  Phalen,  M.D.,  Binghamton,  New  York 
{From  the  Binghamton  City  Hospital) 


DURING  the  fiscal  year  starting  in  June, 
1947,  and  ending  June,  1948,  the  surgical 
service  of  the  Binghamton  City  Hospital  en- 
countered 35  malignant  lesions  of  the  large 
bowel  (Table  1).  Because  of  the  fact  that  so 
many  worth-while  advances  have  resulted  from 
a better  understanding  of  the  basic  physiology 
and  pathology,  coupled  with  chemotherapy 
and  antibiotic  therapy,  technical  advancement, 
as  applied  to  a broadening  of  the  surgical  man- 
agement of  these  lesions,  has  occurred.  The 
surgeon  of  today  is  better  able  to  deal  so  efficiently 
with  these  lesions  of  the  large  bowel,  not 
because  he  is  always  a better  technician  but 
because,  step  by  step,  a number  of  the  difficult 
problems  involved  in  colon  surgery  have  been 
solved.  So  much  is  this  true  that  it  has  been 
stated,  and  perhaps  rightly  so,  that  the  real 
problem  left  unsolved  is  that  of  early  diagnosis. 
We  should  concern  ourselves  more  with  this 
problem  than  with  trying  to  perfect  some  new 
type  of  surgical  operation  to  eradicate  colonic 
neoplasms. 

Dehydration  in  its  various  forms,  so  common 
in  these  patients,  can  best  be  corrected  by  estab- 
lishing adequate  fluid  intake  and  checking  care- 
fully the  urinary  output.  Blood  chemistry, 
nitrogen,  electrolyte  balance,  and  serum  protein 
levels  are  frequently  disturbed  to  some  degree. 
Anemia  and  avitaminosis  must  not  be  overlooked. 


A correlation  of  all  these  factors  and  the  institu- 
tion of  necessary  corrective  measures  are  inacted 
during  the  preoperative  period.  The  use  of 
chemotherapy  before  colon  surgery  is  a moot 
question.  If  it  is  carefully  administered,  the 
likelihood  of  its  being  harmful  is  far  less  than  the 
beneficial  results  it  offers. 

It  must  be  stressed  that  the  surgeon  himself 
should  have  a good  working  knowledge  of  these 
recent  physiologic  and  chemotherapeutic  ad- 
vancements. He  cannot  relegate  such  detail  in 
its  entirety  to  anyone.  The  over-all  supervision 
is  his  responsibility.  There  are  many  types 
of  surgical  procedures  to  be  used  in  dealing  with 
colonic  malignancy,  as  this  series  of  cases  will 
show.  Fortunately,  the  operative  mortality 
has  been  low;  this  speaks  well  for  the  surgical 
group.  The  fallacies  are  to  be  found  in  the  fact 
that  no  accurate  follow-up  data  have  been 
acquired. 

The  right  colon,  because  of  the  semiliquid  con- 
tent within  and  the  involvement  of  the  vascular 
and  lymphatic  bed,  lends  itself  best  to  a right 
colectomy  with  ileotransverse  colostomy.  Among 
the  eight  patients  presenting  a lesion  in  this 
section  of  the  bowel  five  had  this  type  of  resection, 
all  done  by  different  surgeons,  with  no  operative 
mortality.  The  remaining  three  cases  were 
treated  in  a different  manner.  In  one  an  ileo- 
transverse colostomy  without  resection  of  the 


TABLE  1. — Malignant  Lesions  of  the  Large  Bowel  in  35  Patients 


Location 

Operative 

Mortality 

Number  Average 

Pathologic 

Average 

Hospital 

of  Lesion 

(Per  Cent)  of  Cases 

Age 

Sex 

Diagnosis 

Type  of  Resection 

Days 

Cecum,  as- 
cending 
colon 

25 

8 

63.7 

3 males 
5 females 

7 

5 right  colectomies  with  ileotransverse 
colostomy;  1 death 

1 ileotransverse  colostomy  without  re- 
section of  growth  and  no  biopsy 
1 Mikulicz  (died) 

1 abdominal  exploration;  biopsy 

31.8 

25 

10 

15 

Transverse 

colon 

33 

6 

66.5 

1 male 
5 females 

5 

2 resections  of  right  colon  with  ileo- 
transverse colostomy 

1 resection  with  primary  anastomosis 

2 Mikulicz  (2  deaths) 

1 ileotransverse  colostomy  (died);  no 
biopsy 

30 

23 

10  and  12  days, 
respectively 
75  (died,  Park- 
insonism of 
diabetes) 

Descending 
colon  and 
pelvic 
colon 

10 

10 

57.5 

6 males 
4 females 

10 

5 resections  with  primary  anastomosis. 

In  1 case  colostomy  was  done;  1 death 
3 Mikulicz 

1 anterior  resection  (Hartman) 

1 divided  colostomy;  abscess  in  pelvis 

33.2 

28.6 

30 

28 

Rectum 

0 

11 

62.6 

9 males 
2 females 

8 

5 abdominoperineal  1-stage;  no  deaths 
2 "pull  through”  (Babcock)  abdomino- 
perineal; no  operative  deaths 
2 loop  colostomy  (no  biopsy) 

1 divided  colostomy  (no  biopsy) 

1 abdominal  exploration;  Wangensteen 
colostomy  in  transverse  colon 

36.5 

27  and  87  days, 
respectively 
38 
36 
22 

1821 
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cecum  was  considered  the  procedure  of  choice 
because  of  liver  metastasis.  A Mikulicz  resection 
was  done  with  a death  on  the  tenth  postoperative 
day.  One  patient,  apparently  not  obstructed, 
was  explored,  a biopsy  was  taken,  and  because 
of  extensive  intra-abdominal  metastases  nothing 
more  was  considered  necessary. 

The  location  of  the  lesion,  the  free  mobility 
of  the  transverse  colon  (except  for  the  splenic 
flexure),  and  good  blood  supply  allow  for  the 
choice  of  several  different  procedures.  It  is 
interesting  to  note  that  the  average  age  is  a bit 
higher  than  in  the  previous  group,  and  also 
the  condition  is  more  prone  to  occur  in  women. 
The  Mikulicz  procedure  as  carried  out  in  two  of 
the  six  patients  resulted  in  an  operative  fatality 
in  each  case.  In  one  a portion  of  the  jejunum 
was  resected  at  the  same  time.  An  ileotrans- 
verse  colostomy  in  a patient  with  generalized 
intra-abdominal  metastases  resulted  in  death 
on  the  seventy-fifth  day,  the  picture  being  com- 
plicated by  rather  severe  Parkinsonism  and  dia- 
betes. A patient  who  underwent  resection  of  the 
right  colon  with  ileotransverse  colostomy,  appli- 
cable only  in  lesions  in  the  right  third  of  the 
colon,  had  a reasonably  short  hospital  stay  and  a 
very  good  operative  result.  A resection  with 
primary  anastomosis  gave  a very  good  operative 
result  and  the  shortest  hospital  stay  (twenty- 
three  days).  The  Mikulicz  resections  referred 
to  above  were  not  put  to  an  entirely  fair  test. 
In  the  second  case  the  lesion  was  located  in  the 
splenic  flexure,  perhaps  the  most  difficult  spot  in 
the  entire  colon  from  the  standpoint  of  technical 
difficulties  encountered.  It  is  possible  a cecostomy 
or  Wangensteen  colostomy  at  a point  proximal  to 
the  resection  might  have  been  helpful. 

The  sigmoid  colon  or,  as  the  English  anatomist 
prefers  to  call  it,  the  pelvic  colon  is  almost  always 
quite  mobile.  It  does  not  include  that  portion 
of  bowel  below  the  peritoneal  reflection  which 
for  the  sake  of  eliminating  confusion  can  best 
be  called  the  rectum,  the  term  “rectosigmoid” 
being  eliminated.  Resection  with  primary  anas- 
tomosis was  preferred  to  the  exteriorization  pro- 
cedures, and  only  one  colostomy  was  done. 
Of  the  ten  lesions  encountered,  a resection  with 
primary  anastomosis  done  in  five  cases  resulted 
in  only  one  operative  death.  A supracervical 
hysterectomy  and  bilateral  salpingo-oophorec- 


tomy  were  successfully  accomplished  in  one  of 
the  cases.  The  one  fatality  was  due  to  sepsis, 
which  results  from  leakage  at  the  suture  line 
far  more  commonly  than  spillage  at  the  time  of 
operation.  Exteriorization  (Mikulicz)  done  in 
three  cases  did  result  in  a shorter  initial  hospital 
stay,  but,  when  one  considers  that  the  incidence 
of  spontaneous  closure  without  actual  surgery  is 
less  than  15  per  cent,  further  hospitalization  is 
more  likely.  One  patient  was  treated  by  anterior 
resection  (Hartman);  the  choice  of  this  pro- 
cedure should  be  limited  to  the  poor  risk,  elderly 
patient.  A divided  colostomy  was  done  because 
of  pelvic  abscess.  The  possibility  of  an  asso- 
ciated diverticulitis  with  perforation  as  a causa- 
tive factor  must  be  considered.  In  only  one 
patient  was  a preliminary  cecostomy  resorted  to 
as  a decompressive  measure.  The  fact  that  the 
patient  came  to  a successful  resection  with 
anastomosis  speaks  well  for  a procedure  (cecos- 
tomy) that  is  not  too  useful  most  of  the  time. 

It  was  in  the  rectum  that  most  of  the  lesions 
(11)  were  encountered,  the  greater  number 
(9)  being  found  in  males.  The  age  incidence  was 
a bit  higher  than  in  the  descending  colon  and 
sigmoid  group.  There  must  be  something  miss- 
ing because  it  is  difficult  to  believe  that  no  opera- 
tive death  was  revealed.  The  one-stage  abdom- 
inoperineal resection  done  in  five  cases,  with  no 
deaths  and  an  average  stay  in  the  hospital  of 
thirty-five  days,  is  evidence  of  very  excellent 
surgery;  it  even  speaks  well  for  the  procedure. 
The  more  complicated  “pull  through”  Babcock 
abdominoperineal  resection  in  two  cases  had  no 
operative  mortality.  A morbidity  did  occur, 
and  an  eventual  hospitalization  months  later 
and  death  calls  for  an  explanation  in  itself.  Loop 
colostomy  without  biopsy  confirmation  (two 
cases),  in  the  opinion  of  the  author,  borders  on  a 
laissez-faire  attitude.  A divided  colostomy  done 
in  one  case  with  extensive  pelvic,  abdominal, 
and  liver  metastases  should  be  reserved  solely 
for  this  type  of  case. 

In  most  instances  the  surgical  procedures  re- 
sorted to  are  in  line  with  the  accepted  thought 
by  those  who  are  doing  a greater  volume  of  work 
in  the  larger  clinics.  The  operative  results, 
very  good  as  they  are,  may  be  misleading  because 
of  an  inadequate  follow-up,  which  may  very  well 
be  done  at  a later  date. 


SEE  PAGE  1780  FOR  ANNOUNCEMENT  CONCERNING  THE 
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HESPERIDIN-C  AND  CAPILLARY  FRAGILITY 

Winifred  C.  Loughlin,  M.D.,  New  York  City 

{From  the  Diabetes  Clinic,  New  York  Post-Graduate  Medical  School  and  Hospital ) 


WHETHER  hesperidin  is  actually  vitamin 
P has  been  discussed  in  innumerable 
papers.1-3  Suffice  it  to  say  here  that  vitamin  P 
was  so  named  by  Szent-Gyorgyi  and  his  collab- 
orators in  1936  when  they  found  that  extracts 
of  paprika  and  of  lemon  juice  benefited  hemor- 
rhagic cases  which  had  failed  to  respond  to  pure 
ascorbic  acid.  The  name  indicated  some  curative 
substance  in  these  extracts  which  had  a vitamin- 
like  action  on  the  permeability  of  capillaries.4 
This  curative  substance  was  later  found  to  be 
a crystalline  flavone  and  was  named  “citrin” 
and  later  still  was  believed  to  be  a mixture  of 
crystalline  substances  called  eriodictin,  now 
thought  to  be  hesperidin  (a  flavonone  glucoside), 
eriodictyol  glucoside,  rutin  (a  quercitrin-like 
flavone),  chalcone  compounds  (hesperidin  chal- 
cone  and  methyl  chalcone),  and  many  flavone 
pigments.5-7  It  is  not  the  purpose  of  this  paper 
to  discuss  the  various  comparative  values  of  any 
of  these  substances,  singly  or  in  combinations,  to 
fulfill  the  functions  of  vitamin  P.  Rather,  its 
purpose  is  to  present  a clinical  study  on  the  effect 
of  hesperidin  and  ascorbic  acid  in  some  cases  of 
diabetes  mellitus  and  of  hypertension. 

Materials  and  Methods 

The  medication  used  in  this  study  was  in  the 
form  of  a compressed  tablet  containing  50  mg.  of 
hesperidin  and  50  mg.  of  ascorbic  acid.*  Be- 
cause vitamin  P is  associated  with  vitamin  C 
in  nature  it  was  desirable  to  combine  the  two  and 
enhance  a theoretic  synergistic  action.  The 
dosage  varied  from  three  to  twelve  tablets  daily. 

The  only  other  materials  used  were  those 
necessary  for  carrying  out  the  testing  to  display 
the  Rumpel-Leede  phenomenon.  The  sphygmo- 
manometer cuff  was  inflated  where  applied  above 
the  elbow,  and  the  pressure  was  held  at  a level 
midway  between  the  systolic  and  diastolic 
readings  for  six  minutes.  Six  minutes  became 
the  standardized  time  in  this  study,  because  the 
first  patient  selected  for  study  could  tolerate  the 
continued  positive  pressure  no  longer.  His 
entire  lower  arm  became  literally  so  peppered 
with  thousands  of  petechiae  that  a numerical 
reading  would  have  been  impossible;  a similar 
massive  petechialization  was  found  in  many 
more  patients.  The  cuff  was  then  deflated,  and 
after  five  minutes  a count  of  the  petechiae  was 
made  in  two  circles  (2.5  cm.  each)  located  4 cm. 
below  the  antecubital  fold.  An  average  of  20 

* Supplied  by  the  National  Drug  Co.  of  Philadelphia. 


or  more  petechiae  was  considered  to  be  evidence 
of  abnormal  capillary  fragility. 

Clinical  Data 

Twenty-five  patients  were  selected  for  study 
because  all  had  evidence  of  abnormal  capillary 
fragility.  Twenty  had  diabetes  mellitus.  Ten 
of  these  had  various  complications  of  the  disease: 
four  had  peripheral  neuropathy,  two  had  hepa- 
tomegaly, one  had  a cataract  and  recurrent 
cheilosis,  two  had  Kimmelstiel- Wilson  syndrome, 
five  had  retinopathy  (grades  3 and  4),  two  had 
hypercholesterolemia,  and  seven  had  hyperten- 
sion without  albuminuria  or  retinopathy.  All 
the  diabetics  were  moderately  well  controlled, 
and  their  diets  and  insulin  dosages  were  not 
radically  altered  during  the  course  of  study. 
All  but  two  were  taking  insulin.  Five  patients 
had  hypertensive  disease.  All  of  these  were  free 
of  its  complications  except  one  who  had  chronic 
azotemia.  About  one  half  of  the  25  cases  were 
private  patients,  and  the  others  were  outpatients 
in  the  clinic.  There  were  18  women  and  seven 
men;  their  average  age  was  fifty-three  years 
(ranging  from  twenty-two  to  sixty-seven). 
The  average  duration  of  diabetes  mellitus  was 
eight  years  (ranging  from  six  months  to  twenty- 
five  years)  and  that  of  the  hypertension  was  four 
years  (ranging  from  one  to  fifteen  years). 

Restudy  of  the  Rumpel-Leede  phenomenon  in 
the  manner  described  was  carried  out  once 
monthly  and  restudy  of  the  eyegrounds  was  done 
at  the  same  time.  The  average  length  of  time 
the  drug  was  taken  and  the  patients  studied  was 
eight  months  (ranging  from  two  months  in  those 
with  the  least  abnormal  capillary  fragility  to 
eighteen  months  in  those  with  the  most).  Before 
administration  of  the  drug  was  started,  ten 
patients’  plasma  was  studied  for  levels  of  vitamin 
C.  All  were  found  to  have  levels  above  that  of 
adequacy  (ranging  from  0.82  to  1.90  mg.  in 
100  cc.  plasma).  These  ten  and  the  remaining 
15  had  no  signs  of  scurvy. 

Observations 

Cases  with  diabetes  mellitus  and  those  with 
hypertension  alone  will  be  discussed  separately. 
It  will  be  found  easiest  to  discuss  both  groups 
as  to  extent  of  pretreatment  capillary  fragility. 
Those  with  diabetes  will  be  taken  up  first. 

Cases  with  4-Plus  Capillary  Fragility. — These 
had  75  or  more  petechiae  before  treatment; 
all  had  the  massive  petechialization  previously 
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mentioned.  There  were  seven  cases  in  this 
group.  They  included  those  with  retinopathy, 
and  all  had  one  or  more  of  the  complications 
mentioned  above,  including  both  cases  of  Kim- 
melstiel- Wilson  syndrome.  They  were  those 
with  the  longest  duration  of  their  illness — an 
average  of  ten  years.  They  were  treated  con- 
tinuously for  an  average  of  eleven  months,  and 
all  received  12  tablets  daily.  The  petechiae 
counts  varied  downward  and  upward  during  the 
course  of  treatment,  but  the  trend  was  down- 
ward. However,  the  count  never  reached  nor- 
mal, and  increases  in  dosage  resulted  in  no  further 
improvement.  The  final  average  count  was  40. 
The  retinopathy  was  not  improved  in  a single 
case.  At  the  end  of  the  course  of  treatment  all 
still  had  massive  petechialization  of  the  forearm 
from  the  cuff,  but  to  a lesser  degree. 

Cases  with  3-Plus  Capillary  Fragility. — These 
had  from  50  to  74  petechiae  before  treatment. 
There  were  six  cases  in  this  group.  Only  one  had 
any  complication,  a cataract  and  recurrent  cheilo- 
sis. They  had  had  their  illnesses  for  an  average 
of  five  years  (except  for  one  case  who  had  had  it 
for  twenty-five  years).  These  were  treated  for 
an  average  time  of  five  months  and  received  9 
tablets  daily.  During  this  time  there  was  a 
steady  downward  trend  in  the  capillary  fragility, 
and  it  reached  an  average  level  of  36.  Higher 
dosage  resulted  in  no  further  improvement. 

Cases  with  2-Plus  Capillary  Fragility. — These 
had  from  20  to  49  petechiae  before  treatment. 
There  were  seven  cases  in  this  group,  of  which 
two  had  complications  (both  hypercholesterol- 
emia). The  average  duration  of  their  diabetes 
was  six  years.  They  were  treated  for  an  average 
of  six  months,  and  most  of  them  took  3 tablets 
daily,  a few  6 tablets.  There  was  a steady  down- 
ward trend  of  the  petechiae  count  to  normal, 
reaching  an  average  of  12.  All  cases  showed  as  few 
as  three  or  four  petechiae  at  one  or  more  times. 

Of  the  five  patients  with  hypertensive  disease, 
two  fell  into  the  4-plus  capillary  fragility  group 
and  three  into  the  3-plus.  The  initial  petechiae 
count  was  an  average  of  55.  They  received  the 
medication  for  an  average  time  of  eight  months, 
and  most  responded  to  a dosage  of  3 tablets  daily. 
All  attained  normal  petechiae  counts  at  one  or 
more  times,  including  the  patient  with  azotemia, 
and  the  final  average  count  was  11.  All  showed 
a wide  fluctuation  in  the  petechiae  throughout 
treatment. 

Summary 

Twenty  patients  with  diabetes  mellitus  and 
five  with  hypertensive  disease  were  studied  for 
abnormal  capillary  fragility.  Ten  of  the  diabetics 
had  complications,  including  five  with  retino- 
pathy. One  hypertensive  had  azotemia. 


The  extent  of  the  capillary  fragility  was 
graded  as  to  severity.  All  were  assumed  to  be 
free  of  scurvy  before  treatment  because  of  either 
adequate  plasma  vitamin  C levels  or  absence  of 
clinical  signs. 

All  were  treated  for  an  average  of  eight  months 
with  hesperidin-C,  a preparation  thought  to 
have  vitamin  P activity. 

Of  the  diabetics,  those  with  the  most  abnormal 
capillary  ft  agility  were  on  the  whole  those  with 
complications,  with  retinopathy,  and  with  the 
longest  duration  of  the  disease.  With  high  dos- 
age for  a long  period  these  patients  showed  a 
diminution  in  the  capillary  fragility  from  a 
4-plus  extent  to  a 2-plus  extent.  Cases  with  a 
pretreatment  capillary  fragility  of  a 3-plus  degree 
showed  improvement  to  the  same  level.  Patients 
with  mildly  abnormal  capillary  fragility  (2-plus) 
responded  to  small  doses  and  showed  a return  to 
normal.  No  improvement  in  retinopathy  oc- 
curred. 

Of  the  hypertensives,  all  showed  a good  re- 
sponse to  treatment  after  eight  months,  regard- 
less of  the  severity  of  the  initial  capillary  fragility. 

There  were  no  toxic  reactions  to  the  hesperi- 
din-C. 

Conclusions 

1.  Severity  of  abnormal  capillary  fragility 
in  diabetes  mellitus  is  directly  related  to  the 
duration  of  the  disease  and  to  the  presence  of 
complications  and  of  retinopathy. 

2.  Markedly  abnormal  capillary  fragility  in 
diabetics  responds  to  a high  dose  of  hesperidin-C 
over  a long  period  of  time  but  does  not  reach  a 
normal  state.  Nor  does  moderately  abnormal 
capillary  fragility. 

3.  Mildly  abnormal  capillary  fragility  in 
diabetics  responds  to  hesperidin-C  and  becomes 
normal. 

4.  Diabetic  retinopathy  is  not  improved  by 
hesperidin-C. 

5.  Abnormal  capillary  fragility  in  hyperten- 
sion becomes  normal  with  hesperidin-C  therapy. 
During  the  course  of  treatment  there  is  a wide 
fluctuation  in  the  extent  of  the  capillary  fragility. 

6.  Hesperidin-C  causes  no  toxic  reactions. 
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EXPERIENCE  WITH  THE  BARTON  FORCEPS  IN  A SMALL  URBAN 
HOSPITAL 

Lyman  G.  Barton,  Jr.,  M.D.,  F.A.C.S.,  Plattsburg,  New  York 
{From  the  Champlain  Valley  Hospital) 


SINCE  all  previous  reports  on  the  use  of  the 
Barton  forceps  have  emanated  from  large 
teaching  institutions,  a comparative  study  from 
the  small  urban  community  which  might  almost 
be  termed  the  birthplace  of  the  Barton  forceps 
may  be  of  some  value.  One  criticism  of  the 
Barton  forceps  has  been  that,  while  it  might 
have  a limited  use  in  the  hands  of  skilled  obste- 
tricians, it  was  no  instrument  for  the  general  prac- 
titioner. The  results  obtained  in  this  small  in- 
stitution, Champlain  Valley  Hospital,  would 
tend  to  disprove  that  statement,  since  all  de- 
liveries here  were  performed  by  men  who  are  in 
no  sense  specialists  but  have  become  familiar 
with  the  use  of  the  forceps  either  from  instruc- 
tion by  the  inventor  or,  in  an  occasional  instance, 
by  the  writer.  Any  apparent  undue  enthusiasm 
for  the  forceps  exhibited  by  the  writer  can  be  per- 
haps pardonably  excused  on  the  basis  of  filial 
pride. 

Since,  to  date,  any  statistical  study  tends  to 
support  the  superiority  of  the  forceps  in  properly 
selected  cases,  it  seems  unfortunate  that  either 
from  ultraconservatism  or  lack  of  familiarity 
with  the  instrument  some  obstetricians  continue 
to  use  what  should  be  obsolete  methods  of  deliv- 
ery. The  late  Dr.  DeLee  in  commenting  on 
forceps  deliveries  once  claimed  that  he  could  ef- 
fect any  delivery  with  classic  forceps  as  well  as 
with  any  modifications.  By  analogy  one  can 
remove  an  inaccessible  nut  with  a hammer  and 
cold  chisel  but  how  much  harder  it  is  on  the  nut. 

The  one  feature  most  stressed  by  the  late  Dr. 
Barton  was  the  damage  done  to  the  fetal  head, 
particularly  tentorial  tears,  resulting  from  the 

! tangential  force  exerted  by  improper  cephalic 
applications.  This  force,  plus  the  force  exerted 
by  traction  in  an  improper  axis  by  the  classic 
forceps,  even  with  axis  traction,  is  undoubtedly 
responsible  for  varying  degrees  of  intracranial 
damage.  Beyond  dispute  the  ideal  forceps  de- 
livery is  one  obtained  by  perfect  cephalic  applica- 
tion followed  by  traction  in  the  pelvic  curve  al- 
lowing rotation  to  occur  where  it  should  in  that 
particular  pelvis.  In  the  writer’s  experience 
midpelvic  arrest  occurs  in  a very  high  percentage 
where  this  ideal  delivery  cannot  be  performed 
with  the  classic  forceps. 

According  to  Caldwell,  Moloy,  and  D’Esopo, 
in  gynecoid  and  android  types  of  pelves  trans- 
verse positions  occur  in  approximately  70  per 


cent  of  the  cases,  and  it  is  only  in  the  anthropoid 
types  of  pelves  with  the  long  oval  inlet  that  the 
oblique  anterior  and  posterior  positions  occur.1 
Since  the  Barton  forceps  was  designed  particu- 
larly for  transverse  arrests  and  is  the  only  instru- 
ment that  permits  an  exact  cephalic  and  pelvic 
application  at  the  same  time,  it  should  follow  that 
the  Barton  forceps  are  indicated  in  approximately 
70  per  cent  of  all  midpelvic  arrests.  While  it  is 
very  easy  to  obtain  an  exact  cephalic  application 
on  an  unengaged  or  floating  head  with  the  Barton 
forceps  and  also  to  obtain  traction  in  the  axis  of 
the  superior  straight,  this  procedure  is  no  longer 
considered  good  practice  and  should  not  be  at- 
tempted. 

While  the  Barton  forceps  was  designed  pri- 
marily for  use  in  arrests  in  the  transverse  or 
posterior  occiput  positions,  the  writer  has  on 
more  than  one  occasion  failed  to  obtain  a satis- 
factory cephalic  application  in  the  so-called 
anterior  position  with  the  classic  forceps  but  has 
obtained  a good  cephalic  application  with  the 
Barton  forceps.  The  expression  “so-called  an- 
terior position”  is  used  since  the  occiput  is 
really  just  as  near  the  transverse  position  as  it  is 
the  anterior  position.  Consequently,  in  at- 
tempting a biparetal  application  with  the  classic 
forceps  the  instrument  has  to  be  rotated,  losing 
the  pelvic  curve  in  exact  proportion  to  the  degree 
in  which  it  is  rotated  and  becoming,  to  all  in- 
tents and  purpose,  a straight  forceps.  Actual 
complete  rotation  of  the  occiput  to  the  arch  is 
the  last  thing  to  occur  in  the  large  majority  of 
cases,  and  it  is  only  after  this  has  occurred  that 
tire  ideal  combination  of  a perfect  cephalic  and 
pelvic  application  can  be  obtained  with  the  clas- 
sic forceps.  This  may  sound  radical  but  never- 
theless has  been  our  experience. 

Technic 

The  actual  method  of  application  and  use  of 
the  Barton  forceps  has  been  adequately  described 
elsewhere.2  However,  there  are  a few  minor 
points  which  might  be  worth  mentioning  even  if 
they  may  seem  truisms.  Many  of  these  obvi- 
ously apply  to  all  forceps  deliveries.  First  it 
should  be  determined  that  forceps  delivery  is 
indicated — briefly,  that  labor  has  been  arrested 
after  a fair  trial — secondly,  that  this  arrest  is 
due  not  to  absolute  disproportion  or  restraining 
soft  parts  but  rather  to  either  faulty  position  or 
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lack  of  “vis-a-tergo.”  An  exact  diagnosis  of 
position  of  the  presenting  part  must  then  be  made, 
feeling  an  ear  if  necessary.  One  must  be  as 
certain  as  possible  that  one  is  not  dealing  with  a 
pelvis  in  which  the  outlet  is  smaller  than  the  inlet. 
(This  is  one  instance  in  which  irretrievable  trouble 
may  develop.)  The  cervix  should  be  completely 
dilated  and  preferably  retracted  over  the  head. 
Traction  should  be  moderate  and  applied  only 
during  uterine  contractions.  If  descent  and 
rotation  do  not  occur,  attempts  at  delivery  by 
this  method  should  be  abandoned  before  damage 
has  been  done. 

The  above  naturally  applies  to  all  forceps 
deliveries.  In  using  the  Barton  forceps  partic- 
ularly, ambidexterity  is  useful.  Right-handed 
individuals  should  be  trained  from  the  start  in 
making  all  vaginal  and  rectal  examinations  with 
the  left  hand,  whereas  the  reverse  would  be  true 
in  the  left-handed  person.  The  anterior  blade 
of  the  Barton  forceps  is  always  introduced  first, 
and  this  maneuver  alone  is  often  sufficient  to 
convert  a posterior  occiput  to  a transverse  occi- 
put as  well  as  to  overcome  an  anterior  asyncly- 
tism  by  bringing  the  sagittal  suture  exactly  in  the 
midline  of  the  superior  straight.  It  is  immaterial 
whether  the  anterior  blade  is  swept  over  the  oc- 
ciput or  the  synciput.  If  the  anterior  blade  is 
to  be  swept  around  the  right  side  of  the  pelvis, 
for  instance  over  the  occiput  of  a right  occiput 
transverse,  it  is  more  convenient  to  use  the 
left  hand  as  the  vaginal  hand,  whereas  the 
right  hand  is  used  in  sweeping  the  blade 
around  the  left  side  of  the  pelvis.  In  in- 
troducing the  posterior  blade  the  tip  of  the 
blade  should  be  kept  close  to  the  posterior 
side  of  the  fetal  head,  and  at  times  it  is 
necessary  to  point  it  slightly  lateral  to  the  prom- 
ontory, later  moving  the  blade  back  into  the 
midline  after  it  has  been  introduced.  This 
inaneu\  er  makes  it  a bit  easier  to  place  the  blade 
exactly  between  the  fetal  head  and  the  sacrum. 
During  the  introduction  of  either  the  anterior  or 
posterior  blade  it  may  be  necessary  to  dislodge 
the  fetal  head  very  slightly  upward  so  that  the 
blades  will,  slip  into  place  easily.  The  maneuver 
suggested  by  Studdiford  for  obtaining  flexion  of 
the  head  is  very  useful,  and  if  good  flexion  is  not 
already  present,  it  should  be  used  before  traction 
is  exerted.3  The  posterior  fontanelle  should 
always  be  palpable  exactly  between  the  two 
blades  and  close  to  their  junction. 

As  to  the  question  of  direct  traction  versus 
“axis  traction,”  the  experienced  operator  who 
knows  exactly  in  which  direction  traction  should 
be  applied  and  also  just  when  rotation  should 
occur  can  dispense  with  the  axis  traction  bar. 
The  average  operator,  however,  should  be  more 
successful  using  the  axis  traction  bar  which  is 


so  constructed  that  it  becomes,  in  effect,  a uni- 
versal joint  and  permits  the  head  to  rotate  when- 
ever it  should.  The  writer  uses  what  might  be 
termed  a compromise  between  the  two  methods, 
exerting  traction  on  the  bar  with  one  hand  and 
steadying  the  handles  with  the  other.  In  this 
manner  one  is  not  so  apt  to  exert  too  much  force. 

While  the  forceps  were  never  designed  for  what 
might  be  termed  “artificial  rotation”  of  the  head, 
viz.,  rotation  to  an  anterior  position  above  the 
outlet,  nevertheless,  if  and  when  this  is  thought 
to  be  indicated,  rotation  with  the  forceps  is 
much  easier  than  manual  rotation  followed  by 
application  of  classic  forceps,  which  is,  in  our 
experience,  never  ideal  at  that  level. 

Results 

As  previously  stated,  this  report  is  based  on 
experience  in  a small  urban  community;  all 
deliveries  were  performed  by  members  either  of 
the  active  or  courtesy  staff.  The  cases  represent 
private  patients  as  well  as  cases  sent  in  from  a 
fairlv  wide  radius  because  of  complications. 
Over  the  ten-year  period  1936  through  1945 
there  was  a total  of  3,707  deliveries.  Of  these 
509,  or  13.7  per  cent,  were  delivered  by  operative 
measures.  The  frequency  of  various  types  of 
operative  deliveries  is  shown  in  Table  1. 


TABLE  1. — Frequency  of  Types  of  Operative  Deliv- 
eries in  509  Cases 


Deliveries 

Number 

of 

Cases 

Per  Cent 

Cesarean  section 

50 

1.3 

Breech  extraction 

14 

0.38 

Version  and  extraction 

9 

0.24 

Craniotomy 

High  forceps 

iu 

0.26 

Midforceps 

134 

3.6 

Low  forceps 

282 

7.6 

The  rather  high  incidence  of  high  forceps  de- 
liveries is  to  be  regretted;  these  deliveries  oc- 
curred in  the  earlier  years  of  this  report,  and  half 
of  them  were  done  by  one  man  with  no  record  of 
the  type  of  forceps  used.  Three  stillbirths  re- 
sulted, two  from  intracranial  damage  and  one 
from  asphyxia  from  a prolapsed  cord.  There 
was  one  maternal  death  in  this  group  due  to  post- 
operative pneumonia. 

The  relatively  low  incidence  of  cesarean 
sections,  versions,  and  breech  extractions  should 
be  ample  proof  that  no  effort  was  made  to  avoid 
the  responsibility  or  lower  the  frequency  of  mid- 
forceps deliveries.  I believe  that  the  indication 
for  midforceps  deliveries  in  this  clinic  approxi- 
mated those  in  the  average  clinic,  i.e.,  midpelvic 
arrest  after  a fair  test  of  labor,  usually  about  a 
two-hour  second  stage.  There  were  110  mid- 
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forceps  deliveries  in  which  the  Barton  forceps 
were  used,  while  the  classic  forceps  were  used  in 
24  cases.  This  represents  quite  closely  the  rela- 
tive frequency  in  which  the  head  descends  into 
the  midpelvis  in  a transverse  position  as  stated 
hy  Caldwell  et  al.,  classical  forceps  being  used  for 
the  smaller  number  of  anterior  positions.  No 
distinction  is  being  made  in  this  report  relative 
to  just  what  type  of  forceps  was  used  once  rota- 
tion was  complete  and  the  head  was  on  the  per- 
ineum. Also,  transverse  and  posterior  occiput 
tnidpelvic  arrests  have  not  been  subdivided, 
since  posterior  occiput  positions  almost  auto- 
matically become  transverse  positions  during 
application  of  the  Barton  forceps. 

In  the  110  midforceps  deliveries  with  Barton 
forceps  there  were  two  neonatal  deaths,  one  due 
to  impacted  shoulders  and  one  due  to  asphyxia. 
This  represents  a fetal  mortality  of  1.8  per  cent. 
In  the  34  midforceps  deliveries  with  classic  for- 
ceps there  were  likewise  two  stillbirths  represent- 
ing 5.8  per  cent  mortality.  In  one  of  these 
there  had  been  failure  at  forceps  delivery  in  the 
home  but  easy  delivery  in  the  hospital;  the 
time  of  fetal  death  was  not  stated. 

The  fetal  mortality  for  the  group  as  a whole 
was  2.7  per  cent,  an  incidence  which  certainly 
compares  favorably  with  the  report  from  one 
institution  where  the  Barton  forceps  is  relegated 
to  the  museum  and  a fetal  mortality  rate  of  22.8 
per  cent  in  midforceps  deliveries  is  admitted. 
There  was  one  maternal  death  following  mid- 
forceps deliveries  with  the  Barton  forceps.4 
This  occurred  on  the  fourteenth  postpartum  day 
from  pulmonary  embolism  as  the  patient  was 
dressing  preparatory  to  going  home.  The  282 


low  forceps  deliveries  resulted  in  seven  fetal 
deaths,  an  incidence  of  2.4  per  cent.  Thus,  the 
total  of  all  forceps  deliveries  was  426  with  a total 
of  11  stillbirths  or  neonatal  deaths,  a gross  fetal 
mortality  of  2.5  per  cent.  The  Kielland  forceps 
has  never  been  used  in  this  institution. 

Since  this  report  is  submitted  in  an  effort  to 
substantiate  our  belief  in  the  superiority  of  the 
Barton  forceps  in  properly  selected  cases,  no 
analysis  has  been  included  here  of  our  results  in 
versions  and  breech  extractions  with,  at  times, 
forceps  to  the  aftercoming  head.  Suffice  it  to 
say  that  our  results  there  are  nothing  of  which  to 
be  proud,  there  being  a 17  per  cent  incidence  of 
fetal  deaths  from  intracranial  damage  in  this 
type  of  delivery. 

Conclusion 

In  conclusion,  we  admit  that  this  series  is  too 
small  to  constitute  a basis  for  any  very  definite 
observations.  However,  we  submit  this  report 
in  the  hope  that  it  may  encourage  the  wider  use 
of  the  Barton  forceps  in  the  class  of  cases  for 
which  it  was  originally  designed.  No  forceps, 
regardless  of  how  cleverly  it  is  conceived,  will 
overcome  absolute  disproportion,  and  it  is  only 
by  careful  cephalic  application  and,  above  all, 
avoidance  of  undue  and  faulty  traction  that  one 
can  hope  to  lower,  the  incidence  of  intracranial 
damage. 
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TREAT  LEUKEMIA  WITH  RADIOACTIVE  PHOSPHORUS 


Encouraging  results  in  treating  one  form  of 
leukemia,  or  cancer  of  the  blood-forming  tissues, 
with  radioactive  phosphorus,  are  reported  on  the 
basis  of  studies  made  at  the  Radiation  Laboratory 
and  Divisions  of  Medical  Physics  and  Radiology, 
University  of  California,  Berkeley  and  San  Fran- 
cisco. 

Writing  in  the  issue  of  June  18  of  the  Journal  of 
the  American  Medical  Association,  Drs.  John  H. 
Lawrence,  Berkeley,  B.  V.  A.  Low-Beer,  San  Fran- 
cisco, and  James  W.  J.  Carpender,  Chicago,  say  that 


out  of  100  patients  treated  for  chronic  lymphatic 
leukemia  with  radioactive  phosphorus  and  x-rays, 
one  third  were  alive  five  years  after  the  onset  of  the 
disease.  “When  compared  with  five-year  end  re- 
sults in  other  types  of  cancer,  these  results  are  rel- 
atively good.” 

This  type  of  leukemia  is  one  of  the  major  forms 
of  the  disease,  although  not  the  most  common.  It 
may  develop  over  a period  as  long  as  two  years,  in 
contrast  to  the  terrible  rapidity  with  which  acute 
leukemia  progresses. 


A CLINICAL  EVALUATION  OF  ETHINYL  ESTRADIOL  IN  THE 
MENOPAUSE 


Hilliard  Dubrow,  M.D.,  Charles  S.  Poole,  M.D.,  and  Robert  I.  Walter,  M.D., 
New  York  City 

(From  the  Gynecological  Clinic,  Mount  Sinai  Hospital ) 


ETHINYL  estradiol  was  produced  by  In- 
hoffen  and  Hohlweg  in  1938  by  the  in- 
troduction of  an  ethinyl  group  into  the  seventeen 
carbon  atoms  of  alpha  estradiol.1  This  syn- 
thesis markedly  increased  the  oral  activity  of  alpha 
estradiol,  and  it  has  been  estimated  that  estinyl 
estradiol  is  15  to  50  times  more  potent  than 
alpha  estradiol  orally,  and  4V2  to  20  times 
more  potent  than  diethylstilbesterol. 

In  1941,  one  of  us  (R.I.W.)  was  coauthor  of  one 
of  the  early  clinical  reports  on  the  use  of  ethinyl 
estradiol  in  the  menopause.2  It  was  shown  that 
ethyl  estradiol  is  (1)  highly  potent  orally,  (2) 
capable  of  relieving  menopausal  symptoms  in  a 
high  percentage  of  patients  in  four  to  seven  days 
on  an  average  daily  dosage  of  0.45  mg.,  and  (3) 
capable  of  inducing  full  estrogenic  effects  in  the 
genital  tract  as  judged  by  vaginal  smear  and 
biopsy  studies.  However,  because  of  the  high 
incidence  of  toxic  symptoms,  chiefly  gastro- 
intestinal, ethinyl  estradiol  was  not  recom- 
mended for  general  clinical  use.  Subsequent 
reports  have  indicated  that  toxic  symptoms  can 
be  reduced  by  reduction  in  dosage  without  loss 
of  beneficial  effect.3-5 

At  this  time,  We  wish  to  report  our  results 
with  ethinyl  estradiol  in  the  treatment  of  a series 
of  34  menopausal  patients.  Nineteen  were  in 
the  natural  menopause,  13  were  surgical  cas- 
trates, and  two  were  x-ray  castrates. 

Dosage 

The  initial  dosage  in  all  patients  was  0.05 
mg.  daily.  For  the  majority  of  patients  this  was 
also  the  optimum  maintenance  dosage  (Table  1). 

TABLE  1. — Dosage  Necessary  for  Optimum  Results 


Dosage  Necessary  for 
Optimum  Results 
(Mg.  per  Day) 

Number  of 
Patients 

Percentage 

0.02 

2 

6 

0.05 

22 

65 

0.10 

9 

26 

0.15 

1 

3 

Ethinyl  estradiol  (trade  name  “Estinyl”)  was  generously 
supplied  by  the  Schering Corporation,  Bloomfield,  Newr  Jersey. 


Side-effects 

Three  patients  noted  vaginal  spotting  while  on 
maintenance  dosage.  The  bleeding  was  minimal 
and  stopped  with  the  discontinuance  of  therapy. 
In  no  instance  was  it  necessary  to  withhold 
therapy  because  of  gastrointestinal  symptoms. 
This  is  in  sharp  contrast  to  the  high  incidence 
of  toxic  symptoms  previously  reported  from  this 
clinic.2  It  is  clear,  as  has  been  noted  by  others, 
that  ethinyl  estradiol  in  high  doses  will  cause 
gastrointestinal  irritation  which  is  almost  com- 
pletely eliminated  by  reducing  in  dosage.  For- 
tunately, a maintenance  dosage  of  0.05  mg.  gives 
good  therapeutic  results  and  is  associated  with 
low  toxicity. 

Results 

Satisfactory  results  were  obtained  in  33  of  the 
34  patients  treated  (Table  2). 


TABLE  2. — Relief  of  Symptoms 


Relief  of  Symptoms 

Number  of 
Patients 

Percentage 

Complete 

29 

85 

Moderate 

4 

12 

Failure 

1 

3 

Summary 

1.  In  a series  of  34  menopausal  patients, 
treated  with  ethinyl  estradiol,  there  was  com- 
plete relief  of  symptoms  in  29,  moderate  relief 
in  four,  and  one  failure. 

2.  The  average  maintenance  dosage  was 
determined  as  0.05  mg.  daily. 

3.  No  toxic  symptoms  occurred  in  a main- 
tenance dosage  of  0.05  mg.  daily. 

4.  Ethinyl  estradiol  is  a potent,  orally  active 
estrogen,  combining  a high  therapeutic  effi- 
ciency with  a low  incidence  of  toxic  symptoms. 
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THE  USE  OF  AN  INTERMITTENT  AMBULATORY  SCHEDULE  OF 
PENICILLIN  IN  OIL  AND  WAX  IN  THE  TREATMENT  OF  EARLY 
LATENT  SYPHILIS  AND  SYPHILIS  IN  PREGNANCY 

George  E.  Peabody,  M.D.,  and  Bruce  Webster,  M.D.,  New  York  City 

(From  the  Department  of  Medicine  of  the  New  York  Hospital  and  Cornell  University  Medical  College) 


PENICILLIN  in  oil  and  wax  probably  will 
not  feature  in  the  treatment  of  syphilis  in 
the  future  due  to  the  more  recent  development 
of  improved  action-delaying  vehicles.  Results 
from  its  use  to  date,  however,  indicate  the  ther- 
apeutic efficacy  of  the  intermittent  administra- 
tion of  penicillin  to  ambulant  patients  with 
various  forms  of  syphilis  and  thus  warrant  evalua- 
tion of  its  current  status. 

During  the  past  two  years,  penicillin  in  oil 
and  wax  has  been  used  in  the  syphilis  clinic  of 
the  New  York  Hospital  in  the  treatment  of  early 
latent  syphilis  and  syphilis  in  pregnancy  on  an 
intermittent  ambulatory  schedule.  During  this 
period,  61  cases  of  early  latent  syphilis  and  57 
cases  of  syphilis  in  pregnancy  have  been  treated 
on  a schedule  of  600,000  units  of  intramuscular 
penicillin  in  oil  and  wax  twice  a week  for  six  weeks, 
with  concurrent  intramuscular  bismuth  sub- 
salicylate 0.2  Gm.  weekly  for  twelve  weeks. 
(Four  of  the  57  maternal  syphilis  group  had 
received  no  prior  therapy  for  early  latent  syphilis 
and  are  included  in  the  early  latent  syphilis 
total  as  well.) 

Early  in  1946,  at  the  time  this  schedule  was 
devised,  no  information  was  available  as  to  the 
efficacy  of  penicillin  in  latent  syphilis.  The 
bismuth  therapy  was  added  in  an  effort  to  pro- 
long the  time  period  over  which  treatment  was 
carried  out.  In  July,  1948,  this  agent  was 
omitted  from  the  treatment  schedule,  and  sub- 
sequent observation  has  indicated  that  the 
efficacy  of  the  treatment  regime  was  not  in- 
fluenced thereby. 

Success  of  treatment  has  been  evaluated  on 
the  basis  of  rapidity  of  persistent  seroreversal 
and  lack  of  subsequent  infectious  or  serorelapse 
in  cases  of  early  latent  syphilis  and  the  delivery 
of  syphilis-free  infants  in  cases  of  maternal 
syphilis.  However,  it  must  be  realized  that 
syphilis  in  pregnancy  is  not  an  ideal  form  for  the 
evaluation  of  therapy,  since  most  of  these  pa- 
tients, if  previously  treated,  will  give  birth  to 
normal  infants. 

Results 

Of  the  61  early  latent  syphilis  patients  treated, 
53  (87  per  cent)  have  shown  partial  or  complete 
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seroreversal;  38  (62  per  cent)  have  become 
totally  seronegative,  while  8 (13  per  cent)  remain 
seropositive.  The  average  time  of  beginning 
seroreversal  was  three  months,  with  complete 
seroreversal  achieved  in  about  five  and  one- 
third  months.  Timing  the  follow-up  from  the 
beginning  of  treatment,  there  were  30  cases  which 
were  followed  between  twelve  and  twenty 
months,  18  from  six  to  twelve  months,  and  13 
cases  less  than  six  months.  Twenty-two  cases 
of  the  year-or-more  follow-up  group  (73  per  cent) 
have  attained  complete  seroreversal,  and  four 
more  have  shown  a decrease  in  titer.  The  aver- 
age time  of  beginning  seroreversal  in  this  group 
was  three  and  one-half  months,  with  complete 
seroreversal  in  a total  of  six  and  one-half  months 
Of  the  18  cases  in  the  six-to-twelve  months 
group,  13  (72  per  cent)  became  seronegative, 
and  the  remaining  five  have  shown  a definite 
decline  in  titer.  The  average  time  of  beginning 
seroreversal  in  this  group  was  two  and  one-half 
months,  with  complete  seroreversal  in  four 
months.  Of  the  13  cases  followed  less  than  six 
months  since  the  beginning  of  treatment,  three 
have  so  far  become  seronegative,  and  six  more 
now  show  a decreased  titer.  The  three  cases 
becoming  seronegative  did  so  in  an  average  of 
two  months.  None  of  these  cases  has  had  a sub- 
sequent relapse,  either  infectious  or  serologic, 
following  treatment. 

The  57  cases  of  maternal  syphilis  treated  with 
penicillin  in  oil  and  wax  during  their  pregnancies 
include  six  with  previously  treated  secondary 
syphilis,  four  untreated  and  six  treated  early 
latent  syphilis,  four  untreated  and  27  treated  late 
latent  syphilis,  two  untreated  asymptomatic 
neurosyphilis,  one  treated  tabes  dorsalis,  and 
one  untreated  and  six  treated  latent  congenital 
syphilis.  Of  the  11  cases  not  treated  before, 
four  were  patients  with  early  latent  syphilis 
who  became  seronegative,  while  one  with  late 
latent  syphilis  showed  partial  seroreversal.  Ten 
of  the  total  of  57  became  seronegative,  including 
four  cases  of  untreated  early  latent  syphilis, 
two  cases  of  secondary  syphilis  recently  treated 
and  with  partial  seroreversal  already,  three  cases 
of  treated  late  latent  syphilis,  and  one  of  latent 
congenital  syphilis  previously  treated.  Three 
cases  of  late  latent  syphilis,  two  previously 
treated,  showed  incomplete  seroreversal. 
Twenty-five  of  the  57  cases  had  been  treated 
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before  and  were  seronegative  throughout,  being 
re-treated  during  their  pregnancy  as  a pre- 
cautionary measure.  In  none  of  these  cases 
were  treatment  reactions,  such  as  local  discom- 
fort at  the  site  of  injection  or  hypersensitivity 
reaction,  significant  enough  to  necessitate  cessa- 
tion of  therapy.  No  syphilitic  infants  were 
delivered  in  any  case. 

In  addition  to  its  use  in  the  treatment  of  early 
latent  syphilis  and  syphilis  in  pregnancy,  peni- 
cillin in  oil  and  wax  on  the  same  treatment  sched- 
ule was  used  for  other  types  of  syphilis  in  the 
syphilis  clinic  of  the  New  York  Hospital,  either 
because  of  the  convenience  of  ambulatory  treat- 
ment in  certain  cases  of  infectious  syphilis, 
neurosyphilis,  or  late  latent  syphilis,  or  as  alter- 
native therapy  because  of  arsenical  reactions 
in  cases  of  late  latent  syphilis. 

Of  17  cases  of  early  infectious  syphilis  so 
treated,  two  cases  were  of  seronegative  primary 
syphilis,  six  seropositive  primary  syphilis,  and 
nine  secondary  syphilis.  Fourteen  of  the  17 
are  now  seronegative.  The  three  cases  of  sero- 
negative syphilis  achieved  a rapid,  complete, 
and  sustained  clinical  response.  Five  cases  with 
seropositive  primary  syphilis  began  seroreversal 
in  an  average  of  one  and  one-half  months,  be- 
coming seronegative  in  an  average  of  three 
months.  Six  secondary  syphilis  patients  began 
seroreversal  in  an  average  of  two  and  one-third 
months  and  achieved  complete  seroreversal  in 
four  months.  This  represents  for  11  early  in- 
fectious cases  an  average  beginning  seroreversal 
in  two  months  with  complete  seroreversal  in 
three  and  one-half  months.  Of  the  remaining 
three  of  the  17  cases,  one  is  still  under  treatment, 
one  has  lapsed  from  follow-up,  and  one  remains 
seropositive  after  six  months. 

Of  the  seven  cases  of  neurosyphilis  treated 
under  this  regime,  all  have  shown  improvement 
in  the  cerebrospinal  fluid,  and  the  symptomatic 
cases  have  experienced  relief  of  symptoms. 
The  results  of  this  scheme  of  treatment  are 
comparable  to  those  obtained  by  the  adminis- 
tration of  four  to  six  million  units  of  crystalline 
penicillin-G  over  a two-week  period. 

Twenty-two  of  the  cases  of  previously  un- 
treated late  latent  syphilis  and  three  cases  of  late 
benign  syphilis  were  treated  with  penicillin  in  oil 
and  wax.  The  results  in  these  cases,  in  terms 
of  reduction  in  titer  or  clinical  response  were 
comparable  with  those  obtained  by  intensive 
penicillin  regimes  (4,200,000  units  crystalline 
penicillin-G  over  two  weeks). 

Discussion 

The  significance  of  our  results  must  be  con- 
sidered in  terms  of  the  limited  number  of  cases 
treated.  On  the  basis  of  the  observations  listed 
;rbove,  it  would  appear  that  penicillin  in  oil  and 


wax,  given  in  doses  of  600,000  units  twice  a week 
for  six  weeks  with  concurrent  bismuth  sub- 
salicylate in  oil  in  0.2-Gm.  doses,  one  a week 
for  twelve  weeks,  is  an  effective  agent  in  the 
treatment  of  early  latent  syphilis  and  compares 
favorably  with  the  other  commonly  used  treat- 
ment schemes.  The  Cooperative  Clinical  Group 
reported  that  of  514  arsenic-treated  early  latent 
syphilis  patients,  one  half  of  them  showed  satis- 
factory seroreversal  and  one  third  exhibited 
unsatisfactory  results.1  A recent  report  of  134 
cases  of  early  latent  syphilis  treated  triweekly 
with  arsenicals  revealed  that  during  a three- 
year  period  of  follow-up  33  became  seronegative, 
and  41  more  showed  a reduction  of  titer.2  There- 
fore, the  72  per  cent  seroreversal  obtained  in  48 
cases  of  early  latent  syphilis  treated  with  peni- 
cillin in  oil  and  wax  in  the  present  study  and 
followed  for  over  six  months  is  considerably  better 
than  the  results  given  by  arsenotherapy.  Fur- 
ther, this  treatment  regime  has  the  advantage  of  a 
negligible  reaction  hazard  and  relative  brevity. 

The  necessity  of  the  re-treatment  of  previously 
treated  maternal  syphilis  during  pregnancy  is 
now  open  to  question.3  However,  if  a policy 
of  treatment  of  such  cases  is  adopted,  penicillin 
in  oil  and  wax  in  the  schedule  described  above 
would  appear  to  be  a safe  and  satisfactory 
method  of  carrying  out  the  treatment  on  an 
ambulatory  basis.  The  absence  of  syphilitic 
infants  in  57  cases  so  treated  compares  favorably 
with  all  other  treatment  schedule's  for  this. 

Although  in  the  present  study  emphasis  was 
not  placed  on  the  use  of  this  treatment  schedule 
in  infectious  or  central  nervous  system  syphilis, 
preliminary  results  would  indicate  that  it  is  a 
satisfactory  scheme  for  the  treatment  of  these 
forms  of  syphilis  if  more  orthodox  penicillin 
schedules  cannot  be  carried  out. 

Summary 

1.  Forty-eight  cases  of  early  latent  syphilis 
were  treated  with  an  intermittent  ambulatory 
scheme  of  600,000  units  of  penicillin  in  oil  and 
wax  twice  a week  for  six  weeks  with  concurrent 
dosage  of  0.2  Gm.  of  bismuth  subsalicylate  in 
oil  once  weekly  for  twelve  weeks  and  followed 
for  six  months  or  more  in  the  syphilis  clinic  of 
the  New  York  Hospital.  Of  the  entire  group, 
72  per  cent  showed  a sustained  seroreversal,  and 
75  per  cent  of  the  remaining  cases  exhibited  a 
drop  in  titer  following  treatment. 

2.  The  same  treatment  schedule  administered 
to  57  cases  of  syphilis  in  pregnancy  apparently 
provided  adequate  protection  for  the  fetus,  since 
no  syphilitic  infants  resulted. 
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THE  MIGRAINE  PROBLEM 


THE  most  dramatic  form  of  chronic  headache 
is  migraine.  The  unique  visual  phenomena 
which  so  often  precede  an  attack,  the  fact  that 
the  pain  is  usually  limited  to  one  side  of  the  head, 
and  the  vomiting  and  general  prostration  which 
accompany  most  attacks  have  long  made  it 
an  object  of  interest,  and  the  literature  on  mi- 
graine is  almost  as  great  as  that  on  all  other 
types  of  headache  combined. 

Although  there  is  little  reliable  data  concerning 
its  frequency,  estimates  have  been  made  that 
about  8 per  cent  of  the  population  suffer  from  this 
type  of  headache.  Migraine  often  begins  in 
childhood,  and  about  half  the  cases  report  their 
first  attack  before  fifteen  years  of  age.  We  have 
seen  patients  whose  first  attack  started  before 
five  years  of  age  and  others  whose  headaches 
started  after  the  age  of  sixty.  Women  outnum- 
ber men  in  seeking  relief  in  the  disease  but  not 
to  the  extent  reported  in  the  literature.  About 
00  per  cent  of  the  migraine  cases  report  a history 
of  migraine  in  their  family. 


Physiology  and  Causative  Factors 

The  underlying  pathophysiology  causing  mi- 
graine is  unknown.  A number  of  factors  have 
been  indicated.  However,  it  is  quite  clear  that 
no  single  process  or  mechanism  is  responsible  in 
all  cases  of  migraine.  At  the  present  time  most 
investigators  are  in  favor  of  explaining  the  pro- 
dromata,  course,  symptoms,  signs,  and  sequelae 
of  the  disorder  on  the  basis  of  changes  in  the 
cerebral  and  meningeal  circulation.1  Propo- 
nents of  the  vascular  theory  believe  that  an 
initial  cerebral  vasoconstriction  of  the  cranial 
arteries  produces  visual  and  other  preheadache 
phenomena.  This  prodromal  period  is  followed 
by  the  pain  associated  with  the  migraine  attack 
which  is  caused  by  dilatation  and  distention  of 
relaxed  cranial  arteries,  primarily  branches  of  the 
external  carotid. 

Persistent  vasodilatation  of  the  cranial  arteries 
results  in  a thickening  of  their  walls  and  often 
in  edema  of  surrounding  tissues.  This  causes  the 
soft  collapsible  arteries  to  become  rigid  and  pipe- 
like and  the  pain  to  become  a steady  ache  instead 
of  the  throbbing,  pulsating  type  which  is  seen  in 
its  inception.  Secondary  to  such  prolonged 
effects  of  pain  and  distention  of  the  cranial 
arteries  is  contraction  of  the  skeletal  muscles  of 
the  head  and  neck.  This  in  itself  becomes  pain- 


ful and  adds  a component  to  the  migraine  head- 
ache which  may  outlast  the  original  vascular  pain. 

Efforts  to  correlate  biochemical  changes  in 
people  suffering  with  migraine  headaches  have 
been  unsatisfactory.  Studies  on  blood,  urine, 
spinal  fluid,  basal  metabolic  rate,  etc.,  in  most 
instances  have  failed  to  disclose  any  results 
which  deviate  significantly  from  the  normal. 

The  importance  of  psychologic  factors  in 
migraine  has  long  been  recognized.  Personality 
studies  have  indicated  that  many  of  these  people 
are  meticulous,  neat  in  appearance,  rigid  in  their 
thinking,  and  exceedingly  aggressive  toward  their 
environment.  In  their  earlier  life  history,  it  is 
often  noted  that  they  have  had  considerable 
insecurity  with  resulting  tensions  which  are 
manifested  in  inflexibility,  overconscientiousness, 
meticulousness,  perfectionism,  and  resentment.2 

It  would  seem  from  the  reports  of  many  authors 
and  our  own  experience  that  emotional  factors 
can  be  the  trigger  which  sets  off  the  migrainous 
attack.3  However,  whether  there  is  a specific 
personality  type  which  suffers  from  migraine  is 
still  a moot  question.  Most  of  the  cases  which 
we  have  studied  reveal  unusual  ambition,  aggres- 
siveness, exactness,  and  hostility. 

Psychologic  investigations,  such  as  Rorschach 
studies,  tend  to  bear  out  the  clinical  impression, 
i.e.  rigidity,  perfectionism,  etc.,  regarding  the 
personality  features  in  these  people.4 

Symptoms 

A most  extraordinary  feature  of  the  migraine 
syndrome  is  the  fact  that  it  is  not  limited  to  the 
head  but  may  manifest  itself  in  widespread  dis- 
organization of  bodily  function  such  as  visual 
disturbances,  gastrointestinal  disturbances,  etc. 

The  attacks  themselves  are  featured  by  their 
periodicity  and  head  pain,  which  is  unilateral  at 
the  onset,  most  often  throbbing  in  character, 
and  are  associated  with  nausea,  vomiting, 
photophobia,  and  mood  changes.  The  head- 
aches may  be  preceded  by  visual  symptoms  such 
as  scotomas,  diplopia  or  hemianopia,  gastric 
disturbances,  and  paresthesias.  The  head  pain 
may  be  localized  to  any  site  of  the  head,  face,  or 
neck  but  is  most  often  reported  in  the  orbital, 
frontal,  and  temporal  regions.  The  duration  of 
the  attacks  may  vary  from  minutes  to  days. 
They  commonly  occur  in  relation  to  a let-down 
period  such  as  week  ends,  holidays,  or  social 
engagements.  Disarrangement  of  other  bodily 
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functions  are  numerous;  vertigo,  chilliness, 
edema,  tremor,  abdominal  pain  and  distention, 
diarrhea,  polyuria,  pains  in  the  extremities,  and 
marked  mood  disturbances  may  be  associated 
with  the  headache  or  in  some  cases  may  act  as 
migraine  equivalents. 

In  summarizing  such  a clinical  picture,  it 
becomes  evident  that  we  are  dealing  with  indi- 
viduals who  have  a labile  physiologic  mechanism 
which  makes  them  sensitive  to  any  emotional 
stress.  During  these  states  such  labile  mecha- 
nism can  set  off  multiple  physiologic  reactions 
which  we  call  the  migraine  syndrome,  the  head- 
ache itself  being  the  most  prominent  symptom 
in  a widespread  pattern  of  dysfunction. 

Due  to  the  variability  of  these  attacks,  many 
names  have  been  attached  to  these  episodes, 
such  as  menstrual  headache,  week-end  headache, 
menopausal  headache,  constipation  headache, 
histamine  headache,  and  atypical  facial  neuralgia. 

Diagnosis 

The  diagnosis  of  the  underlying  cause  of 
headache,  or  in  this  case  migraine  headache,  in 
every  patient  requires  careful  physical  and 
neurologic  examination  with  ancillary  tests  such 
as  roentgenologic  examination,  electroencephalo- 
gram, and  any  other  laboratory  studies  which 
may  be  indicated.  However,  it  is  just  as  impor- 
tant that  the  patient  be  studied  adequately  from 
the  psychologic  point  of  view  because  headache, 
particularly  chronic  headache,  is  truly  a psycho- 
somatic problem,  and  neither  the  physical  nor 
the  psychologic  aspects  can  be  neglected  when 
one  is  attempting  to  formulate  a diagnosis  of  this 
symptom. 

The  diagnosis  of  migraine  headache  is  based 
essentially  on  the  clinical  history.  Riley  and  his 
associates  found  that  routine  methods  of  labora- 
tory investigations  of  patients  suffering  from 
migraine  do  not  supply  any  information  of 
positive  diagnostic  value.6 

Engel  and  his  associates  were  the  first  to  detect 
that  electroencephalographic  changes  may  accom- 
pany visual  scotoma  preceding  migraine  head- 
ache.6 However,  during  the  attack  of  migraine 
there  has  been  little  change  in  the  electroen- 
cephalographic records. 

It  is  important  to  distinguish  migraine  from 
similar  symptoms  which  occur  on  some  other 
basis.  Tumors,  particularly  angiomas  which 
most  often  appear  in  the  parietal-occipital  region, 
may  lead  to  attacks  of  headache,  nausea,  and 
vomiting,  sometimes  associated  with  visual 
hallucinations.  In  these  cases,  careful  perimetry 
usually  shows  a visual  field  defect  which  persists 
between  the  attacks.  Often  convulsive  seizures 
are  part  of  this  picture,  and  sooner  or  later  intra- 
cranial pressure  may  develop  as  the  tumor  exerts 


pressure  or  encroaches  upon  neighboring  parts  of 
the  brain.  Sometimes  in  the  case  of  angioma  a 
cranial  bruit  may  be  heard.  Migraine  may  simu- 
late or  be  simulated  by  an  aneurysm  of  the  inter- 
nal carotid  artery  which  presses  on  a nerve.  In 
these  cases  attacks  of  visual  disturbance,  pre- 
ceded by  scotomata,  may  occur  in  the  affected 
eyes  together  with  headache.  Persistent  field 
defect  and  reduction  of  visual  acuity  or  extra- 
ocular palsies  may  be  associated  with  other  focal 
signs  in  the  case  of  the  aneurysm. 

Migraine  is  confused  with  epilepsy  occasionally 
since  visual  hallucinations  may  constitute  the 
prodromal  symptoms  of  both.  The  loss  of  con- 
sciousness, the  rapidity  of  the  attack,  and  the 
clinical  description  all  are  used  in  differentiating 
between  these  syndromes. 

Transitory  attacks  of  paresthesia,  weakness, 
and  aphasia  may  occur  in  migraine  without 
headache.  Differentiation  of  this  from  dis- 
seminated sclerosis  or  cerebral  vascular  lesions 
may  at  times  be  difficult.  However,  history  and 
neurologic  examinations  usually  reveal  findings 
which  differentiate  these  conditions. 

Of  course,  headache  occurring  alone  must  be 
distinguished  from  pain  in  the  head  due  to  other 
causes.  In  such  headaches  we  must  distinguish 
the  various  neuralgias,  neuritides,  diseases  of  the 
bones  of  the  cranium,  meningeal  irritation,  fibro- 
myositis,  etc. 

Headache  associated  with  temporal  arteritis 
may  occasionally  be  confused  with  migraine.7 
This  condition  usually  occurs  late  in  life,  and  the 
arteries  in  the  temporal  fossa  become  distinctly 
palpable  during  the  time  of  headache.  The 
lesion  is  thought  by  some  to  be  one  of  chronic 
periarteritis. 

People  who  have  migraine  headaches  may 
occasionally  develop  cerebral  or  subarachnoid 
hemorrhage  and  thrombosis.  The  changes  in 
the  caliber  of  the  intracranial  vessels,  although 
abbreviated,  may  lead  to  permanent  changes  in 
their  walls  and  the  precipitation  of  vascular 
insults.  In  some  cases,  relaxation  of  the  vessel 
walls,  often  associated  with  hypertension,  results 
in  hemorrhage  and  in  others  results  in  severe 
spasm  leading  to  thrombosis.  We  have  seen 
migraine  associated  with  or  develop  in  individuals 
who  suffer  from  hypertension,  multiple  myeloma, 
Paget’s  disease,  tuberculosis,  Raynaud’s  disease, 
Meniere’s  disease,  and  rheumatic  fever. 

Treatment 

In  approaching  the  therapeutic  problem  posed 
by  the  headache  patient,  the  physician  has  four 
main  methods  which  can  be  used  individually  or 
in  any  combination:  pharmacotherapy,  psycho- 
therapy, physiotherapy,  and  surgery.  He  may 
attempt  either  to  afford  the  patient  symptomatic 
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relief  or  to  prevent  the  occurrence  of  a headache 
entirely.  The  latter  is  obviously  the  preferable 
result  if  it  is  attainable,  but  most  of  our  therapy 
today  falls  short  of  this  goal. 

The  number  of  therapeutic  agents  which  have 
been  used  in  the  treatment  of  these  patients 
indicates  the  unsatisfactory  state  of  our  knowl- 
edge. Many  reports  have  been  made  which 
hailed  brilliant  results  for  some  new  therapeutic 
agent,  but  it  seems  that  these  treatments  are 
only  successful  in  the  hands  of  the  individual 
therapist.  With  the  exception  of  the  ergot  de- 
rivatives, which  are  valuable  only  in  the  sympto- 
matic treatment  of  an  attack,  no  one  has  as  yet 
reported  any  medication  which  will  cure  migraine. 

In  attempting  to  prevent  the  occurrence  of 
headache  entirely,  several  forms  of  therapy  have 
been  tried.  The  problem  has  been  approached 
surgically  by  removing  various  sympathetic 
ganglia,  dividing  meningeal  and  temporal  ar- 
teries, and  in  some  cases  by  cutting  various  nerves 
such  as  the  greater  superficial  petrosal,  etc. 
Medically,  such  forms  of  therapy  as  thiocyanate, 
histamine,  special  diets,  vitamin  therapy,  and 
desensitization  to  various  allergens  have  all 
been  tried  with  little  success. 

It  is  well  known  that  suitable  psychotherapy 
may  be  of  great  value  in  reducing  the  intensity 
and  frequency  of  migraine  attacks  and  may  even 
result  in  their  disappearance  for  a considerable 
time.  We  should  emphasize  that  there  is  a 
large  group  of  these  patients  who  will  respond 
satisfactorily  to  the  type  of  psychotherapy  which 
is  well  within  the  province  of  the  general  prac- 
titioner. 

The  treatment  of  an  individual  attack  of 
migraine  (symptomatic  treatment)  as  opposed  to 
a type  of  treatment  which  prevents  the  occurrence 
of  headaches  entirely  (prophylactic)  is  essentially 
one  of  pharmacotherapy.  We  have  tested  a 
number  of  drugs  in  the  symptomatic  treatment 
of  migraine  in  an  effort  to  evaluate  their  relative 
efficacy.  The  drugs  we  have  used  fall  into  four 
main  groups:  vasoconstrictors,  vasodilators, 

sedatives,  and  analgesics.  In  testing  these 
various  drugs  we  concluded  that  ergotamine  and 
its  derivatives  are  distinctly  superior  in  thera- 
peutic efficacy  to  all  other  types  of  drugs.8  These 
reports  are  in  accord  with  current  opinion  that 
ergotamine  and  its  derivatives  are  unequalled 
in  the  symptomatic  treatment  of  migraine. 

The  clinical  observation  of  the  beneficial 
effects  of  ergotamine  tartrate  on  the  migraine 
headache  has  been  confirmed  by  experimental 
evidence  in  the  laboratory.  In  the  migraine 
attack  the  intensity  of  the  pain  closely  parallels 
the  amplitude  of  pulsations  of  the  branches  of  the 
carotid  vessels.  The  therapeutic  effect  of  ergot- 
amine tartrate  depends  on  its  ability  to  produce 


prolonged  vasoconstrictor  action.  This  has  been 
demonstrated  by  direct  observation  on  and  photog- 
raphy of  branches  of  the  external  carotid.  We 
have  demonstrated  by  arteriography  a similar 
vasoconstrictor  effect  of  the  drug  on  the  internal 
carotid  artery.  Other  vasoconstrictor  agents, 
such  as  pituitrin,  ephedrine,  dexedrine,  and 
epinephrine,  are  not  constant  in  their  degree  of 
vasoconstriction  or  duration  of  action  and  cannot 
be  counted  upon  for  therapeutic  use. 

The  results  obtained  by  the  use  of  ergotamine 
and  its  derivatives  are  still  far  from  perfect,  even 
when  care  is  taken  to  give  an  adequate  dose  as 
early  as  possible  after  the  onset  of  symptoms 
(Table  1).  The  results  can  be  improved  by  hav- 
ing the  patients  who  are  not  relieved  after  oral 
administration  of  the  drug  receive  it  by  injection 
instead.  But  this  procedure  again  does  not 
insure  certain  relief,  and  it  has  the  drawbacks 
of  technical  difficulty,  on  the  one  hand,  and  an 
increase  of  the  incidence  of  unpleasant  side- 
effects,  nausea  and  vomiting,  on  the  other. 


TABLE  1. — Effectiveness  of  Various  Drugs  in  Reliev- 
ing  Migraine  Attacks  in  94  Patients 


Drug  Types 

Good 

Relief 

Fair 

Relief 

No 

Relief 

Total 

Number 

of 

Trials 

Ergotamine  and  derivatives 

53% 

20% 

27% 

161 

Vasodilators 

13% 

22% 

65% 

31 

Analgesics 

21% 

23% 

56% 

53 

In  the  hope  of  improving  the  results  obtained 
from  ergotamine,  we  tried  two  modifications  in 
the  mode  of  administration : first,  it  was  admin- 
istered in  a rectal  insert  in  combination  with 
atropine,  and  second,  it  was  given  orally  in 
combination  with  caffeine.8  We  also  used  di- 
hydroergotamine  methanesulfonate  (DHE-45), 
which  has  been  reported  to  be  more  efficacious 
than  ergotamine  itself  in  relieving  migraine 
attacks. 

By  treating  a number  of  patients  with  each  of 
the  drugs  mentioned  above  for  a long  period  of 
time  to  be  sure  of  the  degree  of  relief  which  each 
drug  afforded,  we  were  able  to  compare  the  effi- 
cacy of  each  of  the  various  preparations  which  was 
used  in  turn  on  the  same  subject.  It  appears  that 
best  results  have  been  obtained  by  the  combina- 
tion of  ergotamine  and  caffeine  (cafergone)  orally 
and  by  the  use  of  rectal  inserts  containing  ergot- 
amine and  atropine  (Table  2).  There  is  no 
apparent  difference  between  the  efficiency  of  these 
two  preparations,  and  both  seem  distinctly 
superior  to  ergotamine  tartrate  by  mouth  and 
DHE-45  (dihydroergotamine  methanesulfonate) 
by  mouth. 

For  parenteral  use  dihydroergotamine  meth- 
anesulfonate (DHE-45)  is  the  medication  of 
choice  in  the  treatment  of  migraine.  It  is  from 


1834 


ARNOLD  R.  FRIEDMAN 


(N.  Y.  State  J.  M. 


TABLE  2. — Cross  Comparisons  of  the  Efficacy  of 
Several  Drugs  in  the  Treatment  of  Migraine 


Ergotamine 

No 

Ergotamine 

Tartrate 

Difference 

Tartrate 

Superior 

Noted 

Inferior 

Ergotamine  and  caffeine 

10% 

35% 

55% 

DHE-45 

25% 

25% 

50% 

Rectal  inserts 

18% 

18% 

64% 

Rectal 

No 

Rectal 

Inserts 

Difference 

Inserts 

Superior 

Noted 

Inferior 

Ergotamine  and  caffeine 

31% 

38% 

31% 

DHE-45 

57% 

43% 

No 

0 

DHE-45 

Difference 

DHE-45 

Superior 

Noted 

1 nferior 

Ergotamine  and  caffeine 

13% 

27% 

60% 

five  to  ten  times  less  toxic  than  ergotamine 
tartrate  and  should  be  given  in  doses  at  least 
twice  as  great  as  ergotamine  tartrate. 

Summary 

The  mechanism  which  best  explains  the  pro- 
dromata,  course,  signs,  and  sequelae  of  a mi- 
graine headache  is  one  of  changes  in  the  cranial 
circulation.  Dilatation  and  distention  of  relaxed 
cranial  arteries,  primarily  branches  of  the 
external  carotid,  cause  the  pain  associated  with 
the  migraine  attack. 

Personality  traits  of  the  migraine  patient  are 
unusual  meticulousness,  ambition,  aggressive- 
ness, exactness,  and  hostility  toward  their 
environment.  Such  character  traits  lead  to 
emotional  tension  which  sets  off  widespread 


somatic  disorganization  of  which  the  headache 
itself  is  the  most  prominent  symptom. 

Diagnosis  of  migraine  headache  is  essentially 
one  of  clinical  history.  However,  it  is  important 
to  distinguish  migraine  from  similar  symptoms 
which  occur  on  some  other  basis  (i.e.  tumor, 
aneurysm). 

Symptomatic  treatment  of  the  migraine  attack 
is  essentially  one  of  pharmacotherapy,  and  our 
best  results  have  been  obtained  by  use  of  ergot- 
amine tartrate  with  caffeine  orally  or  admin- 
istered in  combination  with  atropine. 

The  present  status  of  the  migraine  problem 
can  be  summarized  by  stating  that  we  have 
reached  a point  in  the  therapy  where  in  most 
cases  the  practitioner  can  modify  the  frequency 
and  severity  of  the  patient’s  headache.  How- 
ever, complete  therapeutic  success  with  this 
tenacious  symptom  is  something  for  the  future. 
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HEALTH  PROGRAM  FOR  SCHOOLS 

Stating  that  the  health  of  New  York  City’s  high- 
school  students  is  far  below  par,  Mr.  Anthony 
Campagna,  member  of  the  Board  of  Education  of 
New  York,  outlined  a five-point  health  program  for 
the  city’s  secondary  schools,  at  the  annual  meeting 
and  election  of  officers  of  the  Bronx  Tuberculosis  and 
Health  Committee,  held  April  27. 

Mr.  Campagna,  in  urging  all  voluntary  health 
agencies  in  every  borough  to  support  the  Board  of 
Education  in  its  current  efforts  to  improve  the  health 
of  teen-agers,  cited  the  “distressing  fact”  that  of 
all  the  high-school  graduates  who,  in  September, 
1948,  applied  for  admission  to  the  New  York  State 
Maritime  Academy  at  Fort  Schuyler,  the  Bronx, 


50  per  cent  had  to  be  rejected  because  of  physical 
defects,  of  which  a majority  were  correctable. 

Re-elected  as  chairman  of  the  committee,  which 
is  a part  of  the  New  York  Tuberculosis  and  Health 
Association,  was  Dr.  Nathan  B.  Van  Etten. 

In  his  report  to  the  committee,  Dr.  Van  Etten 
stated  that  9,119  chest  x-rays  had  been  taken  by 
the  committee  during  the  past  year  and  that  2,783 
families  and  individuals  had  been  aided  with  their 
health  problems.  More  than  50,000  persons,  he 
said,  had  attended  meetings,  lectures,  motion  pic- 
ture showings,  and  exhibits  held  under  committee 
auspicies.  During  the  year  3,842  parochial  school 
pupils  had  received  audiometer  tests. 


Case  Reports 


CENTRAL  PLACENTA  PREVIA  WITH  MISSED  LABOR 

Mary  Jane  Bird,  M.D.,  and  Harold  S.  Nemser,  M.D.,  New  York  City 
( From  th£  French  Hospital) 


A CASE  is  reported  of  a multiparous  patient  with 
1 1 intrauterine  death  of  the  fetus  at  term,  reten- 
tion of  the  infant  for  seven  weeks,  and  its  expulsion 
through  a central  placenta  previa. 

Case  Report 

A forty-year-old  Puerto  Rican  registered  at  the 
French  Hospital  antepartum  clinic  in  the  fourth 
month  of  her  fifth  pregnancy.  Her  past  history 
was  noncontributory.  Full-term  pregnancies  in 
1931,  1934,  and  1935  were  uncomplicated  with 
spontaneous  deliveries  following  short  labors  in 
each  case.  In  1935,  she  had  an  induced  abortion 
in  the  second  month  of  gestation. 

Her  last  menstrual  period  occurred  September  8, 
1944,  making  the  expected  date  of  confinement 
June  15,  1945.  Menses  had  always  been  regular 
with  an  interval  of  thirty  days.  At  the  time  of 
registration  (January  31,  1945),  physical  examina- 
tion was  unremarkable.  An  ample  gynecoid  pelvis 
was  noted  with  the  size  of  the  uterus  corresponding 
to  the  period  of  amenorrhea.  Wassermann  and 
Kline  tests  were  negative.  Blood  group  was  O, 
Rh  positive.  Hemoglobin  was  88  per  cent. 

During  subsequent  clinic  visits,  the  pregnancy 
seemed  to  proceed  normally.  On  May  20,  one 
month  before  the  estimated  date  of  confinement,  the 
patient  was  admitted  to  the  hospital  because  of 
two  days  of  painless  vaginal  bleeding  with  the 
passage  of  a few  clots.  While  in  the  hospital,  she 
had  a sudden  gush  of  blood,  amounting  to  about  500 
cc.  At  that  time,  the  estimated  fetal  weight  was 
3l/2  pounds.  The  fetal  heart  tones  were  of  good 
quality.  The  impression  was  that  of  possible 
placenta  previa.  Four  days  later,  after  cessation 
of  bleeding,  a vaginal  examination  revealed  a firm 
external  os  that  admitted  a fingertip.  The  cervical 
canal  was  2 cm.  in  length,  and  no  placenta  could  be 
felt  through  it.  The  patient  was  then  discharged 
to  the  prenatal  clinic. 

The  pregnancy  progressed  uneventfully  without 
further  bleeding.  When  seen  in  clinic  on  July 
26,  the  patient’s  weight  was  155l/2  pounds,  35l/2 
pounds  more  than  at  the  onset  of  pregnancy.  The 
baby  was  active.  At  her  next  visit,  August  15, 
she  reported  that  the  baby  had  not  moved  for  two 
weeks.  There  had  been  ten  pounds  weight  loss 
during  the  preceding  three  weeks.  No  fetal  heart 
could  be  heard,  and  the  uterus  was  irritable.  On 
August  27,  abdominal  palpation  revealed  crepitus 
of  the  skull  bones.  A diagnosis  of  fetal  death  was 
made,  and  it  was  decided  to  await  spontaneous  onset 
of  labor. 


The  patient  visited  the  outpatient  department 
until  September  19,  at  which  time  her  weight  was 
1373A  pounds,  eighteen  pounds  less  than  on  July 
26,  when  activity  of  the  baby  was  last  noted.  For 
two  weeks  she  had  had  intermittent  low  abdominal 
and  back  pain.  At  this  examination,  the  uterus  was 
the  size  of  a seven  or  eight  months  pregnancy.  It. 
was  persistently  tense,  so  that  the  presentation 
could  not  be  determined.  An  x-ray  demonstrated 
a dead  fetus  at  term  in  left  occipitoanterior  position 
(Fig.  1). 

The  patient  was  thought  to  be  in  early  labor. 
The  first  stage  was  desultory,  lasting  nineteen  hours, 
with  irregular  lower  abdominal  pains  and  a con- 
tinuous backache.  Throughout  the  first  stage 
the  uterus  remained  tense,  and  at  no  time  was  there 
any  bleeding.  Caput  was  seen  one  hour  after  full 
dilatation.  The  patient  bore  down  well  with  her 
contractions,  and  the  head  delivered  easily.  In 
spite  of  moderate  traction  on  the  head,  the  shoulders 


Fig.  1.  Anteroposterior  x-ray  showing  full-term 
fetus  and  central  placenta  previa. 
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could  not  be  released.  The  patient  was  then  anes- 
thetized, the  posterior  arm  extracted  manually, 
and  the  baby  delivered  after  a two-hour  second 
stage.  The  child  was  a macerated  7 pound  2 ounce 
male. 

One-half  cubic  centimeter  of  pitocin  was  admin- 
istered intramuscularly,  and  a gush  of  blood  and 
amniotic  fluid  signalled  the  apparent  separation  of 
the  placenta.  The  uterus  failed  to  contract  under 
massage,  and  its  flabby  consistency  was  in  marked 
contrast  to  its  previous  tonicity.  A small  steady 
stream  of  blood  flowed  from  the  uterus.  The 
placenta  was  found  to  be  in  the  lower  uterine  seg- 
ment, still  partially  adherent.  A cleavage  plane 
was  readily  found  posteriorly,  and  a manual  extrac- 
tion was  done.  The  uterus  contracted  well  after 
intravenous  ergotrate.  Estimated  blood  loss  was 
200  cc.  The  mother  left  the  delivery  room  in  good 
condition  and  had  an  uneventful  postpartum  course. 

Discussion 

The  fetus  was  delivered  September  20.  It  was 
last  known  to  be  alive  at  the  July  26  clinic  visit. 
The  mother  reported  its  death  August  1.  The 
x-ray  demonstrates  the  distal  epiphysis  of  the  femur 
and  the  proximal  epiphysis  of  the  tibia,  which  sug- 
gests that  the  fetus  was  at  term.  According  to  the 
patient’s  calculation,  she  was  forty-six  weeks  preg- 
nant at  the  time  of  fetal  death.  Allowing  a mis- 
calculation of  one  month,  the  period  of  gestation 
was  forty-two  weeks. 

The  placenta  was  found  to  be  funnel-shaped  with 
a slit,  8 cm.  in  length  at  its  apex,  through  which  the 
fetus  had  passed  (Fig.  2).  The  placenta  wasmarkedly 
attenuated  and  fibrotic.  The  greatest  distance  from 
the  central  slit  to  the  margin  was  16  cm.,  the  least 
14  cm.  Its  thickness  was  nowhere  greater  than 
1 cm.  The  membranes  attached  to  the  broad 
base  of  the  cone  also  exhibited  degenerative  changes. 
From  its  conical  shape,  it  is  obvious  that  the 
placenta  could  have  been  implanted  only  directly 
at  the  fundus  or  over  the  internal  os,  i.e.,  central 


Fig.  2.  Fibrotic,  attenuated  placenta  showing  slit 
at  its  center  through  which  fetus  passed. 


placenta  previa.  During  the  vaginal  examination 
in  May,  one  month  before  the  estimated  date  of 
confinement,  the  placenta  was  not  recognized 
because  the  layer  of  placental  tissue  was  so  thin  and 
because  cervical  dilatation  was  insufficient  to  allow 
adequate  examination.  The  abdominal  film  helps 
to  confirm  the  diagnosis  of  central  placenta  previa 
(Fig.  1).  A conical  shadow  can  be  seen  over  the 
internal  os  and  extending  over  about  one  half  of  the 
inner  surface  of  the  uterus.  This  shadow  corre- 
ponds  to  an  x-ray  that  was  taken  of  the  placenta 
after  its  fixation  in  formalin. 

It  may  then  be  assumed  that  the  fetus  died  at 
forty-two  weeks  gestation  and  was  retained  in 
utero  for  seven  weeks  before  its  spontaneous  expul- 
sion through  a fibrosed  central  placenta  previa. 


LICENSURE  OF  ALL  NURSES  NOW  MANDATORY 


The  New  York  Nurse  Practice  Act  of  1938  which 
provides  for  mandatory  licensing  of  all  who  nurse  for 
hire  became  effective  April  1.  This  act  includes  both 
the  registered  and  the  practical  nurse  classifications. 

While  all  states  have  licensing  laws,  licensure  for 
both  registered  and  practical  nurses  was  mandatory 
heretofore  only  in  Arkansas  and  Hawaii.  Thus 
New  York  State  is  among  the  first  to  pass  this  type 
of  legislation.  The  New  York  State  Nurses  Associa- 
tion has  been  striving  for  years  to  activate  this  law, 
which  is  designed  to  protect  those  who  employ 
nurses.  The  act  may  also  help  to  alleviate  the  nurse 
shortage  since  it  provides  for  licensing,  without 


further  examination,  of  many  out-of-state  nurses 
who  meet  minimum  requirements. 

The  State  Education  Department  has  processed 
more  than  30,000  applications  for  licenses  from  both 
practical  and  registered  nurses,  many  of  whom  were 
practicing  within  this  State  without  a New  York 
license. 

The  Association  urges  that  those  who  employ 
nurses  to  serve  in  private  homes  require  evidence  of 
licensure  as  a protection  against  those  who  misrep- 
resent themselves  as  “trained  nurses.”  This  law 
does  not  prohibit  care  of  the  sick  by  relatives,  friends 
or  housekeepers. — Health  News,  April,  1949 


FOREIGN  BODY  (NEEDLE)  IN  HEART 

Jackson  H.  Friedlander,  M.D.,  Harold  R.  Brodman,  M.D.,  and  Charles  E.  Smith,  M.D., 
Northport,  New  York 

( From  the  Medical  Service  of  Northport  Veterans  Administration  Hospital) 


HPRAUMA  to  the  heart  has  been  the  subject  of 

^ numerous  reports,  chiefly  from  the  viewpoint 
of  the  surgeon.  Elkin  reviewed  the  general  prob- 
lem of  wounds  of  the  heart  and  stated  that  the  elec- 
trocardiogram was  of  little  use  in  establishing  a 
diagnosis,  since  normal  tracings  may  be  obtained 
for  several  hours  after  injury.1  He  did  believe  they 
were  of  use  in  determining  the  extent  and  progress 
of  infarction  after  wound  repair.  Most  of  the 
wounds  discussed  were  knife  wounds. 

Porter  and  Bigger  described  two  cases  of  stab 
wounds  of  the  ventricle.2  The  electrocardiographic 
change  of  coronary  thrombosis  was  believed  due, 
in  one  case,  to  the  severing  of  a branch  of  the  left 
coronary  artery  and  in  the  other  to  an  area  of  ische- 
mia caused  by  the  repair  of  the  wound.  As  an 
interesting  sidelight  they  noted  the  absence  of  pain 
in  both  cases  and  offered  the  explanation  that,  since 
the  muscle  fibers  were  severed,  there  could  be  no 
accumulation  of  pain-producing  metabolites  due  to 
ischemia,  because  the  fibers  could  not  contract  and 
hence  would  accumulate  no  metabolites. 

Another  type  of  injury,  described  by  Shapiro,  was 
that  of  a hollow  needle  entering  the  heart  via  the 
venous  blood  stream,  and  a case  similar  to  the  one 
reported  here  was  presented  by  Fair,  who  reviewed 
the  literature  of  needle  injuries  to  the  heart.3'4 
Unfortunately,  no  electrocardiograms  were  obtained 
on  this  case. 

The  following  is  a case  of  trauma  from  a self- 
inflicted  needle  in  the  heart,  complicated  by  a 
retrocardiac  accumulation  of  pus  or  blood. 

Case  Report 

The  patient  was  a thirty-four-year-old  white  man 
admitted  on  February  8,  1946,  with  a diagnosis  of 
hebephrenic  dementia  precox.  On  admission  the 
patient  was  placed  on  special  observation  group 
because  of  continued  expression  of  self-destructive 
ideas.  His  physical  examination  revealed  no  ob- 
jective findings  other  than  an  electrocardiogram 
which  was  suggestive  of  some  myocardial  impair- 
ment. During  his  stay  in  the  hospital  he  inflicted 
several  puncture  wounds  with  any  object  obtainable 
that  was  suitable  for  the  purpose,  such  as  the  staples 
which  bind  magazines.  These  he  removed,  straight- 
ened, and  inserted  into  his  abdominal  wall  with  no 
subsequent  complications. 

On  May  13,  1948,  at  midnight,  the  patient  was 
found  in  bed,  comatose,  skin  cold  and  clammy, 
with  pulse  not  perceptible  and  heart  sounds  scarcely 
audible.  Breathing  was  labored,  and  patient  was 
cyanotic.  He  was  transferred  to  the  medical  service 
where  he  was  placed  in  an  oxygen  tent  and  treated 
for  shock. 

Physical  examination  revealed  the  patient  to  be 
in  profound  shock  with  blood  pressure  unobtainable. 


Published  with  permission  of  the  Chief  Medical  Director, 
Department  of  Medicine  and  Surgery,  Veterans  Administra- 
tion, who  does  not  assume  responsibility  for  the  opinions  ex- 
pressed or  conclusions  drawn  by  the  authors. 


Fig.  1.  Rotation  toward  left  posterior  oblique 
(15  to  20  degrees). 


There  was  a small,  round,  indurated  area  about 
2.5  cm.  in  diameter  at  the  fourth  left  intercostal 
space  in  the  midclavicular  line  which  appeared  to 
be  tender,  since  patient  responded  somewhat  to 
palpation  in  this  area.  Closer  inspection  revealed 
what  was  interpreted  as  the  site  of  a pinprick  at  the 
second  left  intercostal  space,  3.5  cm.  lateral  to  the  left 


Fig.  2.  Tracing  taken  at  10:00  a.m.  May  14 
about  ten  hours  after  insertion  of  needle  and  prior 
to  removal.  Tendency  to  right  axis  deviation  was 
present  previously;  QRS  is  slurred  and  notched  in 
leads  2 and  3,  and  there  is  an  elevated  ST  segment 
in  these  leads.  ST  segment  shift  is  due  to  current 
of  injury  probably  caused  by  subepicardial  damage. 
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Fig.  5.  (Top)  Posteroanterior  view  of  chest 
taken  on  June  9 showing  shadow  of  posterior  medi- 
astinal mass  protruding  beyond  left  heart  border. 

(Bottom)  Lateral  view  showing  more  clearly 
the  globular  mass  behind  the  heart. 


parasternal  line.  Bedside  x-rays  of  the  precordium 
disclosed  the  presence  of  a large  needle  which  ap- 
peared to  be  in  the  heart  musculature  (Fig.  1). 
An  initial  electrocardiogram  showed  ST  segment 
changes  in  leads  2,  3,  and  CF  4 (Fig.  2). 

The  patient  responded  gradually  to  treatment  and 
on  the  next  day  an  incision  was  made  in  the  left 
fourth  interspace  about  1.5  cm.  lateral  to  the  sternal 
border.  The  eye  of  the  needle  was  encountered  at 
a depth  of  1 cm.  Motion  of  the  needle  could  be  felt 
with  the  palpating  finger  which  was  synchronous 
with  the  heart  beat.  The  needle  was  grasped  with 
a clamp  and  extracted.  Serial  electrocardiograms 
were  taken  with  the  needle  in  situ  and  for  several 
days  after  removal  (Figs.  3,  4). 

The  patient’s  postoperative  course  was  very 
stormy.  He  ran  a septic  temperature  for  several 
weeks  despite  adequate  chemotherapy  and  peni- 
cillin. Repeated  x-rays  of  the  chest  in  the  oblique 


Fig.  3.  Taken  at  2:00  p.m.  May  14  immediately 
following  removal  of  needle.  There  is  further  up- 
ward displacement  of  ST  segments  in  leads  2 and  3 
and  the  appearance  of  a Q3,  changes  seen  in  the 
evolution  of  a posterior  wall  infarction.  However, 
in  CF4  there  is  an  elevation  of  the  ST  segment. 


Fig'.  4.  Electrocardiogram  taken  June  7.  T is 
inverted  in  all  leads.  This  is  the  time  when  the 
retrocardiac  mass  was  most  prominent.  T waves 
in  chest  leads  became  upright  w'hen  the  mass  re- 
solved. 
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. and  lateral  positions  showed  a rapidly  increasing 
globular  mass  in  the  posterior  mediastinum,  just 
behind  and  to  the  left  of  the  heart.  This  was  inter- 
preted as  a mediastinal  abscess  or  encapsulated 
blood  (Fig.  5).  Attempts  at  aspiration  of  this  mass 
were  unsuccessful.  However,  the  temperature 
slowly  fell  to  normal,  and  the  mass  gradually  re- 

I solved.  It  was  concluded  that  the  mass  was  prob- 
ably blood  rather  than  an  abscess,  since  it  resolved 
completely  in  a short  time.  The  patient  at  the 
present  time  is  up  and  about  the  ward  with  no 
complaints. 

Summary 

A case  is  presented  of  a foreign  body  (needle) 
i in  the  myocardium,  with  recovery  following  surgical 


removal  of  the  needle.  Serial  electrocardiograms 
were  obtained  prior  to  and  after  removal  of  the 
needle.  The  electrocardiographic  changes  suggested 
initially  an  acute  pericarditis  with  subsequent 
changes  resembling  those  of  a posterior  wall  infarction 
and  finally  an  atypical  picture  of  the  limb  leads 
showing  changes  of  posterior  wall  infarction  and  the 
chest  leads  showing  inversion  of  all  T waves. 
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LOCALIZATION  OF  METASTATIC  CANCER  BY  TRAUMA 

George  T.  Pack,  M.D.,  and  Robert  J.  Booher,  M.D.,  New  York  City 


1 

InrilB  influence  of  trauma  on  the  occurrence  and 
spread  of  tumors  is  quite  widely  discussed  and 
J litigated.  Recent  experiments  in  attempting  to 
localize  tumor  metastases  in  long  bones  by  me- 
chanical trauma  have  recalled  a most  unusual  case 
history  which  bears  on  the  problem  and  illustrates 
similar  conditions  occurring  in  the  management  of 
I:  cancer  in  man.  It  is  of  such  timely  bearing,  in  the 
light  of  these  experiments,  that  we  wish  to  record  it 
for  general  discussion  of  this  problem. 

Saphir,  Appel,  and  Levinthal  have  reported  a 
series  of  experiments  designed  to  study  the  effects  of 
a single  mechanical  trauma  and  of  chronic  irritation 
in  the  localization  of  metastases  of  the  Brown- 
' Pearce  carcinoma  in  long  bones  of  male  rabbits.1 
s They  report  three  series  of  studies,  using  the  Brown- 
Pearce  rabbit  tumor  which  is  highly  malignant  and 
which  can  be  readily  transplanted  into  the  testes, 

! from  which  it  metastasizes  early  from  the  time  of 
intratesticular  transplantation  and  produces  a 
generalized  carcinomatosis.  In  the  first  of  this 
series  of  experiments,  the  humerus  was  fractured, 
and  immediately  afterward  an  injection  of  tumor 
cells  was  made  in  an  ear  vein.  In  the  second  series, 
the  humerus  was  fractured,  and  fourteen  days  later 
J the  suspension  of  tumor  cells  was  injected  in  the  ear 
vein,  and  last,  in  the  third  series,  the  tumor  was 
I transplanted  into  the  testes  (and,  two  weeks  later, 
the  humerus  was  fractured,  'in  none  of  these  ani- 
mals was  there  roentgenographic,  macroscopic,  or 
microscopic  evidence  of  tumor  formation  at  the 
site  of  fracture,  although  autopsy  disclosed  metas- 
tases in  various  organs.  (The  results  of  these  experi- 
ments were  summarized  to  show  that  mechanical 
trauma,  or  chronic  irritation  of  bones,  played  no 
role  in  the  localization  of  metastases  from  trans-, 
: planted  Brown-Pearce  carcinomas  in  rabbits. 


In  view  of  these  experiments,  the  following  case 
history  is  most  interesting. 

Case  Report 

L.  D.  was  a thirty-four-year-old  white  man  whose 
chief  complaint  was  difficulty  in  breathing  through 
the  left  nostril  for  the  two  years  preceding  his  report 
to  a tumor  clinic.  At  the  time  of  his  initial  visit  he 
stated  that  he  had  been  treated  by  endotherm-snare 
excisions  and  various  surgical  and  medical  treat- 
ments for  his  nasal  obstruction  without  relief.  He 
occasionally  had  epistaxis  and  sometimes  an  infec- 
tion in  the  posterior  nares  with  considerable  febrile 
reaction. 

Physical  examination  revealed  a pale,  anemic 
young  man.  In  the  left  nares  there  was  a granular, 
polypoid  lesion  which  was  infected  and  bled  easily 
on  being  traumatized  with  the  probe.  The  mass 
occluded  the  posterior  nares.  There  was  no  trib- 
utary adenopathy  in  either  the  submaxillary  or  the 
deep  cex-vical  lymph  node  regions  on  either  side. 
The  remainder  of  the  examination  was  that  of  an 
essentially  normal  male  of  thirty-four  years  of  age. 
A presumptive  diagnosis  of  carcinoma  of  Schneider- 
ian membrane  type  was  made  without  palpable  in- 
volvement of  lymph  nodes.  This  lesion  was 
biopsied,  and  the  report  of  Doctor  A.  Hobson  Davis, 
the  pathologist,  was  “rapidly  growing  malignant 
tumor,  probably  of  transitional  cell  type.  This  tu- 
mor is  frequently  called  ‘lymphoepithelioma’.” 

Radiation  Treatment. — A course  of  high  voltage 
x-ray  therapy  was  then  prescribed,  using  two  portals 
on  either  side  of  the  face,  cross-firing  at  the  nose 
and  nasopharynx.  The  following  factors  were 
used:  200  kilovolts,  0.5  mm.  copper-aluminum  fil- 
tration, using  a 5-cm.  cone  at  60-cm.  skin  target 
distance,  giving  300  roentgen  fractions  each  day  to 
alternate  portals  until  a total  dose  of  2,400  r X 2 was 
given. 

The  lesion  responded  rapidly,  and,  before  900 
roentgen  units  had  been  delivered  to  each  portal, 
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the  patient  was  able  to  breath  through  the  left 
side  of  his  nose  for  the  first  time  in  two  years,  a 
finding  confirming  the  radiosensitivity  of  the  tumor. 
As  the  mass  subsided,  its  origin  from  the  septum 
could  be  demonstrated.  The  x-ray  treatment 
was  given  within  a period  of  eighteen  days.  This 
produced  a brisk  reaction  in  skin  and  nasal  mucosa 
and  clinical  disappearance  of  the  lesion.  It  was 
then  thought  best  to  supplement  the  irradiation 
with  a tandem  of  two  heavily  filtered  radium  cap- 
sules. Accordingly,  14  platinum  cells  containing 
3.33  mg.  each  of  radium  were  inserted  in  a tandem  of 
two  capsules.  The  filtration  equivalent  of  1 mm. 
of  platinum  was  used  with  seven  cells  being  used  in 
each  capsule.  These  were  placed  in  the  posterior 
left  nares  until  a total  dose  of  1,000  mg.  hours  was 
given  in  the  course  of  twenty-one  and  one-half 
hours  time.  The  lesion  had  completely  healed 
within  three  months,  and  there  was  no  evidence 
of  metastasis  to  regional  lymph  nodes. 

Nature  of  Accident. — Twenty-one  months  after 
the  institution  of  treatment  for  the  cancer  of  his 
nasal  septum,  he  sustained  an  unusual  injury  to  his 
penis.  The  injury  amounted  to  one  which  pro- 
duced a fracture  of  the  erect  organ.  It  occurred 
during  sexual  play  in  which  he  was  seated  while 
nude  in  a chair  and  his  girl  companion  threw  herself 
unexpectedly  onto  his  lap.  It  was  attended  with 
severe  pain,  ecchymosis,  and  swelling,  which  subsi- 
ded in  time  with  conservative  measures.  Approx- 
imately two  weeks  after  this  trauma,  a nodule 
appeared  at  the  site  of  the  injury  on  the  left  side  of 
the  shaft  of  the  penis  and  grew  rapidly  in  size. 
It  was  not  attendant  by  pain  or  tenderness,  but  there 
was  occasional  chordee.  Four  weeks  elapsed  after 
the  trauma  before  he  reported  for  examination. 
He  then  presented  a tumor  on  the  dorsum  of  the 
penis,  measuring  approximately  5 cm.  in  diameter, 
which  was  encapsulated  entirely  in  the  left  corpus 
cavernosum. 


Fig.  2.  Metastatic  tumor  involving  shaft  of  penis. 
Note  identical  histologic  structure. 


Treatment  of  Metastasis  to  Penis. — Due  to  the 

history  of  trauma,  the  presumptive  diagnosis  was 
unresolved  hematoma,  subsequent  to  a so-called 
fracture  of  the  penis.  He  was  referred  to  Dr. 
Benjamin  Barringer  at  the  Memorial  Hospital.  At 
the  time  of  his  examination  on  December  8,  1936,  the 
patient  presented  a swelling  which  was  attached 
to  the  corpus  cavernosus  of  the  penis  and  measured 
approximately  2V2  by  H/2  inches.  With  the 
tentative  diagnosis  of  hematoma  or  organized  blood 
clot  of  the  penis,  an  operation  for  excision  of  the 
mass  was  performed.  After  exposing  this  lesion,  it 
was  found  to  be  approximately  3 cm.  in  diameter 
and  was  situated  on  the  dorsal  aspect  of  the  lower 
third  of  the  penis.  It  seemed  to  be  made  up  of  an 
overgrowth  bf  tissue  of  the  corpus  cavernosum,  but 
in  one  region  the  tissue  was  of  softer  consistency, 
slightly  grayish  in  color,  and  with  the  general  ap- 
pearance of  a sarcoma.  An  attempt  was  made  to 
perform  a complete  excision  of  this  mass,  but  because 
of  almost  total  involvement  of  this  portion  of  the 
corpus  cavernosum,  it  was  almost  impossible  to  re- 
move it.  At  one  place,  it  was  adherent  to  the 
urethra  itself,  and  in  excising  this  segment  a portion 
of  the  urethra  had  to  be  removed.  A catheter  was 
inserted  into  the  urethra  and  layer  closure  effected. 

Pathologist’s  Report. — The  pathologic  specimen 
was  reported  as  follows:  “Oval  mass  of  soft  tissue 
measuring  6 by  5 by  4 cm.  and  one  small  loose 
fragment  of  skin,  which  measures  3 by  1 cm.”  It 
appears  to  represent  a portion  of  the  penis  which  has 
been  completely  infiltrated  by  tumor,  except  for  one 
small  portion  of  the  corpus  spongiosum.  The  tumor 
has  ulcerated  into  the  urethra.  On  section,  the 
tumor  presents  an  opaque,  grayish-white,  glistening 
surface.  The  loose  fragments  of  skin  contain  on  the 
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under  surface  two  small  tags  of  t umor  tissue.  Mi- 
croscopic diagnosis:  “malignant  tumor — resembles 

reticulum  cell  lymphosarcoma.” 

Subsequent  Course. — The  pat  ient  was  discharged 
on  the  day  after  the  operative  procedure,  and  al- 
though the  wound  was  slow  in  healing  due  to  a 
transitory  urethral  fistula,  it  had  healed  completely 
within  four  weeks.  High  voltage  irradiation  was 
given  to  the  lesion  with  the  following  factors: 
200  kilovolts,  0.5  mm.  copper  filtration,  50  cm.  skin 
target  distance,  25  ma.,  3.8  minutes,  and  200  r daily, 
a total  dose  of  1,000  r. 

The  infected  nasal  cavity  gradually  responded  to 
local  measdres,  although  several  pieces  of  maxilla 
were  exposed.  Another  debridement  was  done  at 
which  time  two  small  fragments  of  tissue,  measuring 
about  2 cm.  in  diameter,  were  obtained.  These 
appeared  to  be  neoplastic  tissue,  and  the  report  by 
Dr.  F.  R.  Sandt,  the  pathologist,  was  recurrent 
transitional  cell  carcinoma.  At  this  time,  necrosis 
was  quite  extensive  and  a perforation  had  appeared 
through  the  hard  palate.  Wide  debridement  was 
done.  A blood  transfusion  was  then  given  without 
reaction.  The  patient’s  subsequent  course  soon 
became  critical,  and  he  died  twenty-seven  months 
after  his  initial  examination  and  six  months  after 
the  metastatic  deposit  in  his  penis. 

Final  Opinion  of  Pathologist. — The  various  tumor 
specimens  have  been  examined  subsequently,  and  it 
is  the  opinion  of  Dr.  A.  Hobson  Davis  that  the  lesion 
i originally  biopsied  in  the  nose,  as  well  as  the  recur- 
I rent  lesion  found  in  March  of  1937,  and  also  the 
tumor  of  the  penis,  all  are  identical  neoplastic  tissue, 

J which  he  believes  represents  transitional  cell  car- 
!|  cinoma.  The  opinion  of  Dr.  Frank  Foote  is  that 


the  lesions  are  indeed  similar  and  are  most  probably 
reticulum  cell  lymphosarcoma  (Figs.  1 and  2). 

Comment 

Metastatic  involvement  of  the  penis  by  cancer 
from  a distant  site  is  of  extremely  rare  occurrence. 
At  the  time  it  made  its  recognizable  appearance  in 
this  patient,  there  were  no  evidences  elsewhere  of 
metastatic  deposits  of  cancer  and  no  clinical  proof 
of  local  recurrence  in  the  naris.  It  would  seem 
strangely  coincidental  that  this  young  man  could 
have  had  a metastatic  lesion  in  the  penis  prior  to 
the  injury  and  unknown  to  him  and  that  the  presence 
of  the  metastasis  predisposed  the  organ  to  injury 
after  the  manner  of  traumatic  determinism.  The 
trauma  sustained  was  bona  fide  and  of  major  char- 
acter. The  time  elapsing  between  the  date  of  the 
injury  and  the  growth  of  the  metastatic  tumor  was 
less  than  one  month.  The  site  of  the  trauma  and 
the  localization  of  the  scrnndnry  tumor  were  thr 
same.  Pathologists  agree  that  the  penile  neoplasm 
Sind  the  one  in  the  nose  were  of  identical  histogenesis. 
These  facts  would  seem  to  fulfill  all  the  postulates 
concerning  traumatic  relationship.  Theoretically, 
the  cancer  cells  must  have  been  in  tiie  blood  stream 
at  or  shoftlynafter  the~~pemle  injury,  in  order  to  be 
deposited  there  and  find  proper  soil  in  which  to 
develop. 
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PENICILLIN  DISCOVERER  PRAISES  FREEDOM  IN  RESEARCH 


Sir  Alexander  Fleming,  the  discoverer  of  peni- 
cillin, dedicated  the  Oklahoma  Medical  Research 
Foundation  on  July  2 to  the  proposition  that  great 
discoveries  most  often  were  made  by  research  men 
left  free  to  follow  the  leads  provided  by  chance  or 
luck  in  the  scientific  laboratory. 

Sir  Alexander’s  experience,  which  led  to  the  de- 
velopment of  modern  disease-killing  drugs,  is  fre- 
quently cited  as  an  outstanding  example  of  the  im- 
portance of  serendipity  in  science.  He  found  peni- 
cillin by  chance  but  had  been  trained  to  look  for 
significance  in  scientific  “accidents.” 

He  spoke  in  Oklahoma  City  on  a program  cele- 
brating the  opening  of  a new  research  project  that 
has  attracted  nation-wide  attention — it  was  financed 
by  the  voluntary  contributions  of  7,500  Oklahomans 
who  have  pledged  a total  of  $2,400,000  for  research. 

Most  medical  research  centers  are  supported  by 
government  funds,  large  gifts  from  philanthropists, 
or  industrial  grants.  Oklahomans  paid  for  this  one ; 
the  largest  contribution  was  $26,000  from  an  oil 


man,  and  the  smallest  was  30  cents.  Sir  Alexander 
congratulated  the  citizens  of  the  state  for  the  public 
interest  in  medical  progress  which  this  response 
proved.  He  promised  that  the  laboratory  may 
“prove  a thousand  times  more  valuable  to  humanity 
than  all  the  oil  in  Oklahoma.” 

Then  he  warned  the  new  foundation’s  directors  to 
choose  well-trained  researchers  and  allow  them  com- 
plete freedom  to  explore  the  unknown  country  of  the 
“sick  man.” 

“You  do  not  know  what  you  will  find,”  Dr. 
Fleming  said,  “you  may  set  out  to  find  one  thing  and 
end  up  by  discovering  something  entirely  different. 

“This  type  of  research  cannot  be  controlled.  We 
can  plan  some  aspects  of  medical  research,  but  we 
cannot  plan  pure  fundamental  research  any  more 
than  we  can  organize  developments  in  art  or  liter- 
ature. 

“We  cannot  plan  genius,  but  it  is  up  to  the  rulers 
of  a foundation  such  as  this  to  create  the  free  atmos- 
phere which  will  allow  genius  full  play,”  he  said. 


DIAPHRAGMATIC  HERNIA  THROUGH  THE  FORAMEN  OF  MORGAGNI 

William  W.  Johnson,  M.D.,  F.A.C.S.,  Plattsburg,  New  York 
( From  the  Physicians  Hospital ) 


TXIAPHRAGMATIC  hernia  is  a condition  not 
infrequently  recognized  by  present-day  meth- 
ods of  diagnostic  procedure.  Proved  cases  of  such 
hernia  passing  through  the  foramen  of  Morgagni 
are  still  a rarity.  Justification  for  the  report  of  a 
single  case  is  based  on  the  thoughts  that  (1)  it  is 
well  to  keep  the  possibility  of  such  a condition  in 
mind,  (2)  the  diagnosis  in  this  instance  was  made  by 
exceptionally  definite  x-ray  evidence,  and  (3) 
proved  cases  are  still  uncommon. 

In  1930  Hedblom  collected  from  the  literature 
and  reported  56  cases  of  this  type  of  diaphragmatic 
hernia.  These  were  not  all  proved  cases,  and  the 
author  himself  questions  the  diagnosis  in  some  of 
them.1  A review  of  the  literature  from  1930  to 
1941  by  Harrington  produced  reports  on  24  addi- 
tional cases.2  In  1945,  Harrington  reported  that, 
in  404  operative  procedures  he  had  performed  for 
diaphragmatic  hernia,  only  eight  were  of  the  sub- 
costosternal  variety.8 


Case  Report 

E.  C.,  a white  woman,  age  twenty-six,  was  first 
seen  in  April,  1947.  She  complained  of  a chronic 
cough  and  general  ill  health.  She  had  been  trou- 
bled by  “gas”  in  her  stomach  and  cramps  for  a long 
period  of  time,  which  had  made  her  an  invalid,  and, 
therefore,  she  had  been  unable  to  get  or  retain 
any  remunerative  occupation  since  she  had  gradu- 
ated from  high  school.  One  year  previous,  a tumor 


Fig.  1.  Posteroanterior  film  of  chest  shows  dense 
shadow  beside  the  right  heart  border. 


was  removed  from  the  right  breast  with  no  relief  of 
symptoms. 

She  still  complained  of  mild  epigastric  pains,  char- 
acteristically crampy,  often  associated  with  nausea 
but  rarely  with  emesis.  The  symptoms  were 
unrelated  to  meals  or  to  type  of  food.  Symptoms 
were  intermittent,  lasting  for  a few  days,  then  dis- 
appearing. For  the  past  two  months  there  had 
been  increasing  cough  and  moderate  expectoration. 

The  patient  was  referred  to  the  Ray  Brook  Clinic 
for  examination.  At  the  clinic  no  abnormal  chest 
findings  were  observed  on  examination.  There  was 
a well-healed  scar  in  the  inner  lower  quadrant  of  the 
right  breast.  There  were  no  nodules  in  the  scar 
and  no  axillary,  supraclavicular,  or  cervical  nodes. 
The  abdomen  was  negative. 

Sputum  specimens  revealed  no  acid-fast  bacilli 
when  examined  by  the  concentration  method.  Two 
tuberculin  tests  with  0.1  and  with  1.0  mg.  of  old 
tuberculin  were  negative. 

X-ray  films  of  the  chest  taken  on  May  22,  1947, 
showed  a triangular  dense  shadow  lying  just  above 
the  diaphragm  in  the  medial  and  anterior  aspect  of 
the  lung  field  just  against  the  shadow  of  the  heart 


Fig.  2.  Anteroposterior  film  of  abdomen  and 
chest  five  hours  after  ingestion  of  barium.  The  colon 
is  seen  rising  above  the  right  diaphram  and  lying 
against  the  right  border  of  the  heart. 
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Fig.  3.  Lateral  film  of  abdomen  aud  chest  five 
hours  after  ingestion  of  barium.  The  colon  is  shown 
lying  in  the  anterior  chest. 


on  the  right  side.  In  the  upper  portion  of  this 
shadow  there  was  an  irregular  area  of  decreased 
density  (Fig.  1). 

On  June  25,  1947,  a gastrointestinal  series  was 
done.  On  fluoroscopic  examination  it  was  noted 
that  the  density  in  the  right  lower  anterior  chest 
moved  upward  when  the  patient  sniffed,  while  the 
diaphragm  moved  normally  downward.  The  gas- 
trointestinal series  was  negative  until  one  and  a 
half  hours  when  it  was  noted  that  the  head  of  the 
meal  was  in  the  ascending  colon  and  that  there  was 
a large  gas  bubble  in  the  lower  medial  anterior  por- 
tion of  the  right  chest.  This  definitely  demon- 
strated the  presence  of  bowel  in  the  chest.  From 
three  to  five  hour  x-rays  showed  the  ascending 
colon  to  turn  medially  and  overlie  the  second  lumbar 
vertebra.  It  coursed  up  the  spine  to  the  level 
of  the  twelfth  dorsal,  then  extended  somewhat 
laterally  and  upward  to  pass  the  outline  of  the 
diaphragm  at  the  level  of  the  eleventh  dorsal  verte- 
bra. It  extended  laterally  to  about  the  midchest, 
upward  to  the  level  of  the  ninth  rib  posteriorly, 
medially  to  the  right  side  of  the  spine,  downward  to 
the  level  of  the  eleventh  dorsal  vertebra  where  it 
again  crossed  the  outline  of  the  diaphragm  (Fig.  2). 
Lateral  films  showed  the  area  affected  to  be  entirely 
in  the  anterior  chest  (Fig.  3) 

The  diagnosis  was  diaphragmatic  hernia  through 


Fig.  4.  Barium  enema  showing  the  loop  of  bowel, 
previously  in  the  chest,  now  located  in  the  abdomen. 


the  right  foramen  of  Morgagni,  containing  a loop 
of  large  bowrel. 

The  patient  was  admitted  to  the  Physicians 
Hospital,  Plattsburg,  on  August  11,  1947.  Opera- 
tion was  performed  on  August  14,  1947.  A high 
upper  right  rectus  incision  was  made  and  the  cor- 
onary ligament  divided.  The  opening  in  the  dia- 
phragm was  found  and  the  herniated  large  intestine 
reduced  after  adhesions  were  freed.  The  hernial 
sac  was  removed  and  the  rent  in  the  diaphragm 
closed. 

Postoperatively,  both  penicillin  and  sulfadiazine 
were  given  for  four  days.  There  was  no  accumula- 
tion of  fluid  in  the  chest,  and  the  patient  was  up  and 
about  the  ward  eight  days  after  operation.  She 
was  discharged  from  the  hospital  five  days  later. 

Just  before  leaving  the  hospital,  x-rays  of  the 
chest  and  barium  enemas  were  taken  (Fig.  4). 
These  show  the  colon  back  in  the  abdomen  and  the 
chest  clear.  A subsequent  x-ray  of  the  chest  shows 
an  entirely  normal  chest  and  heart  outline. 

In  January,  1948,  the  patient  reported  that  she 
felt  perfectly  well,  had  no  symptoms,  and  was  em- 
ployed as  a factory  worker. 

Comment 

In  this  instance  the  symptoms  were  typically 
conflicting.  Gastrointestinal  complaints  had  been 
present  and  treated  over  a long  period  of  time.  The 
pulmonary  complaints  were  comparatively  recent, 
but  investigation  of  the  cough  and  expectoration 
led  to  the  correct  diagnosis. 

The  x-rays  show  the  typical  increased  density 
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lying  in  the  cardiophrenic  angle  anteriorly,  which 
is  produced  by  this  type  of  hernia.  A density  so 
situated  is  suggestive  of  the  diagnosis.  If  the  hernia 
contains  omentum  only,  the  diagnosis  will  have  to 
rest  on  this  evidence  alone  until  proved  by  operation. 
The  presence  of  colon  in  the  hernia  in  this  case 
definitely  clinched  the  diagnosis. 

All  authors  agree  that  this  type  of  hernia  should 
be  approached  through  the  abdomen.  Exposure  of 
the  hernial  opening  is  satisfactory,  and  the  freeing 
of  adhesions  and  reduction  of  the  protruded  abdom- 
inal viscera  can  be  best  accomplished  from  this 
direction.  This  procedure  must  be  done  with  the 
greatest  care  and,  so  far  as  possible,  under  direct 
vision.  The  close  proximity  of  the  pleura  and  peri- 
cardium demand  meticulous  care  during  the  dis- 
section. Intratracheal  anesthesia  should  be  used 
so  that  control  of  the  lungs  can  be  maintained  should 
the  pleura  be  opened  either  accidentally  or  inten- 
tionally. 

Either  a positive  or  probable  diagnosis  of  the 
presence  of  this  condition  having  been  established, 


operation  should  immediately  be  recommended. 
The  operation  is  a safe  procedure.  The  meager 
literature  contains  far  too  many  diagnoses  “proved 
by  necropsy.”  Pulmonary  infection  and  intes- 
tinal obstruction,  both  imminent  dangers  in  every 
case,  account  for  the  high  mortality. 

Summary 

1.  A case  of  diaphragmatic  hernia  through  the 
foramen  of  Morgagni  showing  typical  history  and 
x-ray  findings  is  reported. 

2.  Suspected  or  positive  diagnosis  of  this  type 
of  hernia  demands  the  benefit  of  operative  pro- 
cedure. 

3.  Operation  should  be  performed  under  intra- 
tracheal anesthesia  and  by  an  abdominal  approach. 
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SORE  FEET 

Employes  with  sore  feet  cost  their  bosses  $100 
million  last  year.  This  toll  of  absenteeism  and 
operating  inefficiency  adds  a hefty  sum  to  already 
swollen  business  costs.  Hence,  businessmen  are 
scouting  around  for  something  to  do  about  their 
employes’  feet.  The  people  to  whom  most  business- 
men turn  for  help  are  the  podiatrists  (chiropodists). 

Recently  the  National  Association  of  Chiropodists 
met  in  Washington,  discussed  what  industry  has 
been  doing  so  far  to  relieve  its  workers’  tired  feet. 
Dr.  A.  Owen  Penney,  former  president,  summed  up 
the  picture  for  association  members:  Stores  and  fac- 
tories account  for  most  industrial  foot  ailments. 
There,  workers  are  most  apt  to  throw  themselves 
off  balance.  Corns  and  bunions,  once  formed,  are 
aggravated  as  the  workers  try  to  find  relief  from 
pain — again,  by  off-balance  stance.  Dr.  Penney 
estimated  that  16  per  cent  of  all  industrial  workers 
lose  as  much  as  a day’s  work  per  month  because 
their  feet  hurt.  In  addition,  aching  feet  result  in 
slower  work,  less  efficiency  in  plants.  In  stores,  they 
mean  irritable  clerks,  greater  breakage  of  mer- 
chandise, mistakes — even  lost  sales  and  angered 
customers. 

Store  clerks  and  factory  workers  are  not  alone  in 
their  suffering.  Housepainters,  roofers,  and  others 
who  stand  for  long  periods  on  the  rungs  of  ladders 
develop  a neuralgia  of  the  foot.  Delivery  truck 
drivers,  because  of  their  habit  of  jumping  from 
the  truck  onto  the  concrete  pavement,  often  de- 
velop a painful  enlargement  of  the  first  ball  joint. 
Then,  there  is  a callous  known  as  “chauffeur’s  foot” 
developed  by  people  who  spend  a great  deal  of  time 
driving  cars  or  trucks.  In  contrast,  there  are  the 
many  who  have  foot  trouble  because  their  feet  get 
too  little  of  the  right  exercise. 

Dr.  Penney  cited  Atlanta’s  Fulton  Bag  & Cotton 
Mills  as  an  example  of  what  can  be  gained  through 


foot  clinics.  Fulton  started  a free  -clinic  for  em- 
ployes about  two  years  ago.  Since  then,  it  has  re- 
ported a drop  of  12  per  cent  in  absenteeism,  and  a 
rise  in  production  efficiency.  As  a matter  of  fact, 
there  is  a growing  list  of  firms  that  have  taken  steps 
to  do  something  about  foot  troubles.  Woodward  & 
Lothrop,  Washington  department  store,  has  had  a 
foot-care  plan  for  its  employes  for  twenty-two  years. 
The  workers  go  to  chiropodists  as  often  as  necessary, 
and  the  store  pays  the  bill.  Two  other  department 
stores — The  Hecht  Company,  Washington,  and 
Filene’s  in  Boston — have  chiropodists  come  in  once  a 
week  to  check  and  treat  employes’  feet.  The  stores 
pay  part  of  the  fee.  Murray  Manufacturing  Cor- 
poration, in  Brooklyn,  has  a chiropodist  visit  the 
plant  five  times  a week.  When  the  program  was 
first  instituted  in  1944,  the  company  paid  only  a 
part  of  the  cost.  It  found,  however,  that  workers 
failed  to  utilize  the  service  completely  under  this 
arrangement — they  were  particularly  lax  about 
follow-up  checks.  Since  1945,  the  company  has 
paid  the  whole  cost  of  the  program. 

Among  large  corporations  which  include  foot  care 
in  their  war-born  over-all  medical  programs  are  the 
Henry  Kaiser  enterprises,  Jack  & Heintz,  Endicott- 
Johnson,  and  Sears  Roebuck.  A survey  of  working 
conditions,  aimed  at  preventing  foot  ailments  and 
accidents,  has  just  been  completed  in  two  plants  of 
Ellmore  Silver  Company,  Meriden,  Connecticut. 
Dr.  Charles  Forster,  chiropodist  who  made  the 
study,  submitted  recommendations,  including  use  of 
rubber  pads  on  the  floor  where  workers  stand  all  day 
before  machines.  Many  of  his  suggestions  have  been 
put  into  effect.  Other  companies  cooperating  in 
such  surveys  include  Liberty  Mutual,  Metropolitan 
Life,  Aetna  Life,  U.S.  Fidelity  & Guaranty,  Zurich 
Insurance,  The  Mennen  Company,  Bristol-Myers, 
and  International  Shoe. 
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OUR  COMMON  GOAL:  THE  HEALTH  OF  THE  PUBLIC 

John  J.  Masterson,  M.D.,  Brooklyn,  New  York 

(. President , Medical  Society  of  the  State  of  New  York) 


T AM  very  grateful  for  the  opportunity  of  appear- 

ing  before  you  today  to  discuss  a subject  which 
is  of  such  growing  importance. 

Health,  while  always  high  on  the  list  of  topics 
of  general  interest,  has  become  in  recent  years,  as 
you  all  know,  a matter  of  national  concern.  One 
has  but  to  read  the  daily  press  to  become  aware 
that  more  thought  and  attention  is  being  given  to 
preserving  and  enhancing  the  physical  well-being  of 
our  citizens  than  at  any  other  time  in  our  history. 

There  can  be  no  quibbling  about  the  need  for 
taking  every  step  that  needs  to  be  taken  to  achieve 
this  end,  and  for  seeking  every  means  possible  to 
bring  it  about.  The  medical  profession,  which  I 
have  the  honor  to  represent  in  the  State  of  New 
York,  holds  views  in  common  with  all  those  who 
feel  that  good  health,  for  the  individual  and  for  the 
population  as  a whole,  is  a heritage  that  should  be 
denied  to  no  one.  The  Medical  Society  of  the  State 
of  New  York  is  dedicated  to  the  service  of  the  people 
of  the  State,  in  order  that  their  constant  war  against 
death  and  disease  may  not  find  them  without 
staunch  allies  and  counselors. 

It  seems  to  me,  however,  that  there  has  been  a 
tendency  of  late  for  the  most  perplexing  problems  of 
ministering  to  the  health  needs  of  our  people  to  get 
into  the  hands  of  persons  who  are  least  qualified  to 
handle  them.  There  has  been  a score  of  suggestions 
for  improving  the  health  services  of  our  nation,  some 
of  them  in  the  form  of  proposed  legislation.  In 
most  cases,  there  has  been  a minimum  of  con- 
sultation with  the  doctors,  nurses,  public  health 
officers,  and  other  specialists  whose  advice  and  ex- 
perience would  enable  us  to  reach  a practical  and 
sound  solution. 

One  cannot  question  the  sincerity  of  all  who 
would  raise  the  level  of  health  in  this  country,  but 
it  would  be  much  more  realistic  if  the  profession 
which  would  be  called  upon  to  render  the  medical 
service,  in  the  event  of  the  adoption  of  a national 
health  program,  were  asked  for  an  evaluation  of  its 
practicability. 

I and  my  colleagues  in  the  medical  profession 
have  a great  regard  for  the  splendid  work  done  in 
New  York  State  and  in  other  parts  of  the  nation  by 
the  public  health  officers  and  nurses.  They  are, 
in  a sense,  the  vanguard  which  holds  the  line  against 
the  ravages  of  disease  and  sickness.  Without  them, 
the  public  would  be  undefended  against  the  unseen 
enemies  which  always  threaten  to  strike.  No  one 
who  is  familiar  with  the  progress  made  in  the  field 
of  public  health  in  recent  years  can  doubt  that  vast 
benefits  would  result  from  an  expansion  and  in- 
tensification of  this  work. 

This  is  recognized  by  the  medical  profession, 
which  has  advanced  a program  providing  for  the 
interweaving  of  all  the  agencies  of  community  life 
to  attain  for  all  the  maximum  results  of  health  and 
happiness.  The  general  levels  of  health  and 
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added  longevity  accomplished  by  health  education, 
medical  research  and  development,  and  the  use  of 
new  methods  in  prevention  and  treatment  of  disease, 
which  in  this  country  are  beyond  compare,  should 
be  brought  to  every  doorstep. 

The  American  Medical  Association  has  a National 
Health  Program  which  emphasizes  the  importance 
of  preventive  medicine  and  public  health  services. 
It  indicates  the  need  for  standards  of  nutrition, 
housing,  clothing,  and  recreation.  Prenatal  care, 
childbirth,  infant  welfare,  and  child  care  are  recog- 
nized as  specialized  services  in  which  community 
effort  is  helpful.  Hospitals  and  health  centers 
are  encouraged  to  meet  the  needs  of  communities 
they  serve,  and  voluntary  prepayment  plans  for 
hospital  and  medical  care  are  promoted  to  finance 
adequate  service.  Veterans’  care  of  a high  stand- 
ard, supplied  to  those  with  service-connected  disa- 
bilities or  in  need,  is  an  obligation  of  good  govern- 
ment. Medical  research  is  fundamental  to  progress. 
The  voluntary  health  agencies  have  developed 
uniquely  in  the  United  States.  Health  education 
and  fullness  of  wholesome  living  round  out  our 
health  program. 

By  directing  our  efforts  through  these  channels, 
the  medical  profession  and  the  public  health  workers, 
functioning  as  a team,  can  make  still  further  strides 
toward  the  reduction  of  the  incidence  of  disease, 
shortening  the  periods  of  illness,  and  lengthening 
the  life  of  people  in  all  walks  of  life.  This  can  be 
done  through  voluntary  effort  and  without  the  loss 
of  individual  freedom.  The  place  for  governmental 
aid  is  in  those  areas  in  which  the  individual  and  the 
community  require  assistance. 

A modern  health  program  requires  in  each 
locality  the  participation  of  leaders  from  all  walks 
of  life.  Because  of  their  professional  experience 
and  training  in  the  field  of  health  and  scientific 
medicine,  members  of  the  medical  profession  should 
assume  leadership.  With  emphasis  on  prevention, 
prophylaxis,  and  the  maintenance  of  vigorous  posi- 
tive health,  fewer  patients  should  require  hospital 
care,  and  the  level  of  health  should  be  improved. 

The  field  of  health  is  vast,  and  there  is  plenty  of 
room  for  action  for  workers  of  all  types,  whether 
their  approach  be  in  terms  of  the  population  as  a 
whole,  or  in  terms  of  the  individual.  The  important 
point  is  for  the  health  officer  and  the  physician  to 
work  in  a cooperative  spirit  and  blend  their  efforts 
to  achieve  their  common  goal. 

In  glancing  over  a volume  written  by  Julian 
Huxley,  called  Man  in  the  Modern  World,  I recently 
came  across  this  passage: 

As  the  barber-surgeon  of  the  Middle  Ages 
has  given  place  to  the  medical  man  of  today, 
with  his  elaborate  scientific  training,  so  the 
essentially  amateur  politician  and  administrator 
of  today  will  have  to  be  replaced  by  a new  type 
of  professional  man,  with  specialized  training. 
Life  will  go  on  against  a background  of  social 
science.  Society  will  have  begun  to  develop 
a brain. 
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I think  this  applies  to  the  point  I made  earlier 
regarding  the  incompetence  of  some  who  seek  to 
meddle  with  problems  of  national  health.  I also 
think  that  it  underscores  what  is  going  on  in  the 
field  of  public  health  today.  More  and  more  the 
“new  type  professional  man,”  with  his  specialized 
training,  is  coming  to  the  fore,  and  under  his  leader- 
ship and  guidance  the  operation  of  public  health 
departments  is  reaching  new  heights. 

We  have  such  a man  in  New  York  State  in  the 
person  of  Commissioner  Hilleboe,  and  I want  to 
take  this  opportunity  to  express  to  him  my  appre- 
ciation, and  that  of  the  medical  profession,  for  the 
fine  record  he  is  making  in  his  office.  He  has  shown 
a frankness  and  open-mindedness  which  has  con- 
tributed much  to  the  splendid  cooperation  that 
exists  between  the  State  Department  of  Health  and 
the  Medical  Society  of  the  State  of  New  York. 
With  his  understanding  of  the  professional  point 
of  view  and  his  willingness  to  discuss  all  problems, 
he  has  brought  the  physician  and  the  public  health 
worker  closer  together. 

They  should  be  brought  closer  together.  The 
public  health  officer  is  as  much  a specialist  as  the 
pathologist,  the  radiologist,  or  the  surgeon.  The 
public  health  officer  owes  the  same  allegiance  to 
the  profession  of  medicine  as  does  every  other  type 
of  physician.  While  he  owes  an  allegiance  to  the 
State,  his  first  allegiance  as  a professional  man  and 
a servant  of  the  people  is  to  the  mother  science  of 
medicine,  to  w'hich  we  all  are  indebted.  He  should 
make  it  a cardinal  principle  of  his  conduct  that 
what  is  good  for  medicine  as  a whole  is  good  for  the 
health  and  welfare  of  the  public. 

There  have  been  and  there  probably  will  be  many 
more  honest  differences  of  opinion  between  doctors 
and  health  officers — there  is  lots  of  room  for  them. 
Most  of  them  undoubtedly  arise  from  the  different 
approach  each  takes  toward  problems  of  health. 
There  need  be  no  serious  divergence  of  views,  how- 
ever, no  matter  what  the  problem,  and  there  are 
vast  areas  where  there  can  be  none  at  all. 

A very  successful  pattern  of  cooperation  has 
been  buiit  up  by  the  State  Health  Department  and 
the  State  Medical  Society,  and  it  has  been  in 
existence  for  many  years.  Since  your  last  annual 
meeting,  the  State  Medical  Society  has  suffered 
a severe  loss  through  the  death  of  Dr.  Oliver 
Wendell  Holmes  Mitchell,  chairman  of  the  Com- 
mittee on  Public  Health,  who  did  much  to  initiate 
many  of  the  programs  now  in  operation.  His 
duties  now  have  fallen  upon  the  shoulders  of  Dr. 
Theodore  J.  Curphey,  who  is  actively  engaged  in 
continuing  and  extending  the  teamwork  of  the 
Health  Department  and  the  Medical  Society,  along 
the  lines  followed  by  the  late  Dr.  Mitchell. 

This  cooperation  is  highlighted  by  the  splendid 
program  of  postgraduate  medical  education,  which 
has  helped  to  keep  the  level  of  medical  practice  so 
high  in  this  State,  with  its  resulting  benefit  to  the 
public.  Other  areas  in  which  we  have  seen  pro- 
ductive interchange  of  views  are  the  establishment 
of  blood  banks,  preparation  for  atomic  disaster, 
and  the  postgraduate  training  in  heart  disease,  to 
which  the  State  Society  was  glad  to  give  its  approval. 
We  anticipate  that  the  same  approach  will  be 
followed  in  handling  the  cerebral  palsy  program. 

Perhaps  this  cooperation  could  be  extended  and 
made  general  if  local  situations  were  brought  before 
county  medical  societies  more  often  than  they  are. 
Many  difficulties  which  appear  to  be  insurmount- 
able might  be  overcome  if  they  were  discussed  on 
the  floor  of  a meeting  of  the  medical  society  in  the 
area  involved.  It  should  be  possible  to  reach  a 


common  agreement  after  a full  discussion,  with  all 
the  elements  brought  to  light  and  with  a desire  for 
teamwork  motivating  all  concerned. 

I would  like  to  see  more  public  health  officers  take 
an  active  part  in  the  affairs  of  their  county  medical 
societies.  There  is  much  to  be  gained  by  a mutual 
approach  to  common  problems. 

An  integrated  network  of  workers  in  the  field  of 
health — public,  private,  and  their  assistants — is 
needed  to  give  to  the  American  people  the  health 
services  they  require.  Recently  published  state- 
ments claim  that  200,000  Americans  die  needlessly 
every  year  because  of  inadequate  local  health  de- 
partments. I do  not  know  how  accurate  these 
figures  are — we  in  the  medical  profession  are  plagued 
by  flagrantly  unreal  figures  of  another  kind — bui 
they  indicate  some  need  for  serious  study. 

You  probably  are  aware  of  the  source  of  those 
figures,  and  the  sensational  headline  used  by  the 
national  magazine  which  printed  them:  “The 

Shame  of  Our  Local  Health  Departments.”  It  is 
regrettable  that  such  publicity  tends  to  overshadow 
all  the  splendid  work  that  is  being  done,  just  at  a 
time  when  the  medical  profession  is  made  to  appear 
inadequate  to  meet  the  health  needs  of  the  nation 
by  the  advocates  of  a national  health  program. 

I sometimes  wonder,  in  thinking  about  the  health 
services  which  are  now  available  to  the  rank  and 
file  of  our  population,  whether  we  do  not  often  err 
in  treating  good  health  as  a gift  which  can  be  easily 
bestowed  upon  anyone  who  wants  it.  There  often 
appears  to  be  too  much  emphasis  upon  the  giving 
of  health,  and  not  enough  on  the  receiving  of  it. 
By  that  I mean,  the  real  barriers  to  good  health, 
in  many  instances,  are  not  the  lack  of  facilities  or 
the  inability  to  pay  doctor  bills.  The  barriers 
are  ignorance  and  willful  neglect,  coupled  with 
the  failure  to  observe  and  practice  even  the  most 
elementary  principles  of  hygienic  living.  Health 
must  be  earned.  It  cannot  be  given.  If  there  were 
greater  concentration  upon  the  personal  responsi- 
bility of  each  citizen  to  safeguard  and  promote 
his  own  health,  there  would  not  be  the  vast  amount 
of  misinformation  now  current  about  the  in- 
adequacies of  either  our  public  health  facilities  or 
our  medical  services. 

The  hardy  American  pioneer,  who  took  care  of 
himself  and  built  a sound  body  to  cope  with  the 
rigors  of  his  daily  life,  no  doubt  would  have  frowned 
at  being  coddled.  He  would  have  favored  the 
public  health  workers’  efforts  to  eradicate  disease 
and  to  promote  the  welfare  of  the  community.  But 
he  would  never  have  forgotten  his  own  responsi- 
bility to  himself — the  maintenance  of  his  own 
health. 

Much  has  been  done  and  much  remains  to  be 
done  before  we  can  relax  in  our  efforts  and  regard 
the  level  of  health  in  this  country  as  beyond  im- 
provement. Present  unprecedented  health  stand- 
ards are  the  accomplishment  of  American  medicine, 
and  they  will  continue  to  progress  as  long  as  medi- 
cine is  kept  free  to  devote  itself  to  the  welfare  of  the 
community. 

I subscribe  to  the  remarks  recently  made  in 
Cincinnati  by  Dr.  James  R.  Miller,  a trustee  of  the 
American  Medical  Association,  who  said: 

“When  a community  has  a trained  health  officer 
with  adequate  staff,  and  when  physicians  succeed 
in  convincing  the  citizens  of  the  value  of  a good 
health  program  and  of  their  own  responsibility  for 
healthy  living,  there  will  be  established  a chain 
reaction  of  progress  toward  better  community 
health  which  nothing  can  stop.” 
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Moses  Akin,  M.D.,  of  Ellenville,  died  on  July  11 
of  a heart  attack.  Dr.  Akin,  a native  of  Poland, 
was  sixty-one  years  old.  After  graduation  from 
Tufts  Medical  School  in  1925,  he  served  his  in- 
ternship at  Beth  Israel  Hospital,  New  York.  At 
the  time  of  his  death,  Dr.  Akin  was  a physician  and 
surgeon  on  the  staff  of  Veterans  Memorial  Hospital, 
Ellenville,  and  was  a member  of  the  New  York 
State  and  Ulster  County  Medical  Societies  and  the 
American  Medical  Association.  In  1932  he  had 
received  a special  degree  from  the  University  of 
Vienna. 


Patrick  J.  Conroy,  M.D.,  seventy-one,  a Syracuse 
physician  for  the  last  thirty  years,  died  of  a heart 
ailment  on  June  11.  Dr.  Conroy  received  his  medi- 
cal degree  from  the  University  of  the  South  Medical 
Department,  Sewanee,  in  1901  after  taking  prepar- 
atory work  at  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  American 
Medical  Association,  the  New  York  State  and  Onon- 
daga County  Medical  Societies,  the  Men’s  Club  of 
St.  Mary’s  Hospital,  Syracuse,  and  for  ten  years 
was  associated  with  the  medical  department  of 
the  Onondaga  County  welfare  department  until 
his  retirement  a year  ago. 


Herbert  C.  Fulmer,  M.D.,  died  on  June  16  at 
Clifton  Springs  Sanatarium  after  a short  illness. 
He  was  fifty-eight  years  old.  Dr.  Fulmer  was 
graduated  from  Syracuse  University  College  of 
Medicine  in  1916.  He  practiced  in  Syracuse  from 
1920  to  1930  and  from  1920  to  1948  in  Thousand 
Island  Park  during  the  summers.  From  1934 
Dr.  Fulmer  practiced  in  Daytona  Beach,  Florida, 
during  the  winters. 


Charles  H.  Haskins,  M.D.,  of  Saranac  Lake, 
died  recently  at  the  age  of  fifty-three.  Dr.  Haskins, 
a graduate  of  Yale  University  College  of  Medicine 
in  1923,  was  a physician  at  the  General  Hospital  of 
Saranac  Lake. 


Ernest  Kiss,  M.D.,  Queens  physician,  died  on 
April  14.  Fifty-year-old  Dr.  Kiss  received  his 
medical  degree  from  the  University  of  Budapest 
in  1924.  At  the  time  of  his  death  he  was  a member 
of  the  New  York  State  and  Queens  County  Medical 
Societies  and  the  American  Medical  Association. 


Jacques  Lewinski,  M.D.,  of  the  Bronx,  died  on 
March  5.  Dr.  Lewinski,  a graduate  of  the  Univer- 
sity of  Strassburg  in  1912,  was  formerly  a clinical 
assistant  dermatologist  in  the  outpatient  depart- 
ment of  Bronx  Hospital.  He  was  also  a member 
of  the  New  York  State  and  Bronx  County  Medical 
Societies  and  the  American  Medical  Association. 


Francis  Joseph  McCormick,  M.D.,  sixty-two- 
year-old  Ithaca  surgeon,  died  June  30.  Dr.  Mc- 
Cormick had  been  retired  from  practice  for  the  last 
four  years  because  of  illness.  He  was  graduated 
from  Cornell  University  Medical  College  in  1910 
and  had  been  a surgeon  on  the  staff  of  Biggs  Me- 
morial Hospital,  Ithaca,  and  consultant  surgeon  at 
Willard  State  Hospital,  Willard.  Dr.  McCormick 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  State  and  Tompkins 
County  Medical  Societies  and  the  American  Medical 
Association. 


John  Conway  Russell,  M.D.,  eighty-seven,  a 
physician  in  Saranac  Lake  for  more  than  fifty  years, 
died  on  July  10.  Dr.  Russell  was  a graduate  of 
New  York  University  College  of  Medicine  in  1886. 


Marie  Emilie  Ohlmeyer  Schroeder,  M.D., 

seventy-nine,  pioneer  woman  doctor  in  Rockland 
County,  died  on  May  28  after  a long  illness  which 
had  forced  her  to  retire  from  active  practice  two 
years  ago.  Dr.  Schroeder  did  postgraduate  work 
in  Germany  for  two  years  following  graduation  from 
New  York  Medical  College  and  Hospital  for  Women 
in  1892.  Her  first  practice  was  in  New  York  City. 
In  1910  she  moved  to  Nanuet  and  had  practiced 
there,  specializing  in  obstetrics,  until  her  recent 
retirement. 


Heber  H.  Ward,  M.D.,  of  Brooklyn,  died  on 
March  31  at  the  age  of  sixty-seven.  Dr.  Ward 
was  graduated  from  the  Kentucky  University 
Medical  Department  in  1905  and  had  been  on  the 
staff  of  Samaritan  Hospital,  Brooklyn.  He  was 
formerly  a member  of  the  American  Medical  Associ- 
ation and  the  New  York  State  and  Kings  County 
Medical  Societies. 


James  Franklin  Whitwell,  M.D.,  practicing 
physician  in  Buffalo  for  fifty-nine  years,  died  June  17 
in  Deaconess  Hospital  after  a short  illness.  Dr. 
Whitwell,  eighty-two  years  of  age,  was  a graduate 
of  the  University  of  Buffalo  School  of  Medicine  in 
1890,  serving  his  internship  at  Buffalo  General 
Hospital  the  following  year.  He  began  his  associa- 
tion with  Deaconess  Hospital  about  1900  and  was 
for  many  years  a member  of  the  board  of  directors 
and  of  the  Hospital’s  Training  School  Committee. 
At  the  time  of  his  death  he  was  a consultant  gyn- 
ecologist on  the  staff. 

A member  of  the  Buffalo  Academy  of  Medicine, 
he  was  honored  at  a testimonial  by  that  group  on 
the  occasion  of  his  fiftieth  anniversary  as  a phy- 
sician. Dr.  Whitwell  had  served  as  president  of  the 
Erie  County  Medical  Society  in  1913  and  was  a 
member  of  the  New  York  State  Medical  Society 
and  the  American  Medical  Association  as  well  as 
the  County  Society  and  the  Aoademy  of  Medicine. 
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New  York  City  Lions  Club  Awards  Scholarships  to  Eye  Doctors 


FOUR  New  York  University-Bellevue  Medical 
Center  physicians  were  awarded  scholarships 
totaling  $2,000  for  research  in  fields  related  to  eye 
conservation  at  a luncheon  of  the  Lions  Club  of 
New  York  held  June  21  in  New  York  City. 

Mr.  Walter  Hoving,  guest  speaker  at  the  luncheon, 
presented  a check  for  the  amount  to  Dr.  Daniel 
B.  Kirby,  professor  of  ophthalmology,  New  York 
University  Post-Graduate  Medical  School,  who 
accepted  the  gift  on  behalf  of  the  Medical  Center. 
The  check  represents  the  fourth  annual  gift  of  the 
Lions  Club  in  aid  of  the  Medical  Center’s  program 
of  postgraduate  research  devoted  to  the  alleviation 
and  prevention  of  blindness. 


Recipients  of  the  scholarships  are:  Dr.  Arthur 
Smith,  Elmira;  Dr.  James  Mayes,  Cleveland,  Ohio; 
Dr.  Irwin  Cohen,  New  York  City,  and  Dr.  Thomas 
Heslin,  Levittown. 

Former  recipients  of  the  scholarship  awards  are: 

1946 —  Drs.  Edward  Danforth,  Charles  Gold- 
smith, Jonathan  L.  Harris,  and  Hugh  McGee. 

1947 —  Drs.  Edward  Buckley,  George  R.  Kolodny, 
Nathaniel  Robinson,  and  Horace  Shreck. 

1948 —  Drs.  Goodwin  Breinin,  Edwin  Kent, 
Walter  Mayer,  and  Charles  Toomey. 

Mr.  Ernest  Fryxell,  chairman  of  the  Lions  Club 
Eye  Conservation  Fund,  introduced  the  scholarship 
recipients  and  the  guest  speaker. 


Foundation  to  Merge  with 

PRELIMINARY  steps  for  merging  the  American 
Foundation  for  High  Blood  Pressure  with  the 
American  Heart  Association  have  been  approved  by 
boards  of  both  groups,  it  has  been  announced  by 
Mr.  A.  W.  Robertson,  chairman  of  the  board  of  the 
American  Heart  Association. 

The  high  blood  pressure  group  will  thus  become  a 
section  of  the  American  Heart  Association’s  Scien- 
tific Council  and  will  be  known  as  the  Council  for 
High  Blood  Pressure  Research.  Other  sections  with- 
in the  Association’s  Scientific  Council  now  include 
the  Section  on  Circulation  and  the  American  Coun- 
cil on  Rheumatic  Fever. 

Under  a preliminary  agreement  approved  by  the 
Board  of  Directors  of  the  American  Heart  Associa- 
tion and  the  Board  of  Trustees  of  the  American 
Foundation  for  High  Blood  Pressure,  the  staffs  of 
both  groups  will  undertake  a joint  study  to  recom- 
mend methods  of  integrating  personnel  and  opera- 
tions of  the  two  present  organizations.  When  such 
arrangements  have  been  mutually  approved,  the 
Foundation  will  dissolve. 


To  Hold  Venereal 

A COMPREHENSIVE  series  of  lectures  and 
Ti.  demonstrations  on  the  diagnosis,  treatment, 
and  management  of  venereal  diseases  will  start 
at  the  New  York  City  Department  of  Health  on 
Saturday  morning,  October  8.  There  will  be  12 
weekly  meetings  presided  over  by  experts  in  the 
various  special  fields  of  venereal  disease  control. 
Sessions  will  start  at  10:30  a.m.  and  will  be  held  in 
the  second  floor  auditorium  of  the  Health  Depart- 
ment, 125  Worth  Street,  New  York  City. 

The  schedule  of  lectures  includes: 

October  8 — The  Medical  Practitioner  and  Ve- 
nereal Disease. 

October  15 — Current  Developments  in  the  Treat- 
ment of  Syphilis. 

October  22 — Antibiotics  in  Venereal  Disease. 

October  29 — Clinical  Lecture:  The  Chancre  of 
Syphilis — Differentiation  from  Other  Genital  Le- 
sions. 


merican  Heart  Association 

Eleven  research  grants  approximating  $50,000 
for  investigation  of  heart  and  circulatory  disease 
have  been  announced  by  Dr.  H.  M.  Marvin,  of 
New  Haven,  Connecticut,  president  of  the  American 
Heart  Association. 

The  grants  include: 

Long  Island  College  of  Medicine,  Brooklyn — 
study  of  antifibrillatory  effect  of  certain  drugs,  by 
Dr.  Joseph  R.  Di  Palma. 

Albany  Medical  College,  Albany — physiology  of 
atrial  and  ventricular  septal  defects  and  of  fixed 
degrees  of  chronic  valvular  stenosis  and  insufficiency, 
by  Dr.  Harold  C.  Wiggers. 

The  Research  Fellowships  are  granted  for  a one- 
year  period,  with  stipend  ranging  from  $3,000  to 
$4,000,  and  are  open  to  graduates  of  approved  medi- 
cal oi’  graduate  schools  who  are  interested  in  research 
and  intend  to  follow  an  academic  career. 

New  applications  for  Research  Fellows  and 
Established  Investigators  will  be  accepted  up  to 
September  15,  1949.  Applications  may  be  made  to 
Dr.  Charles  A.  R.  Connor,  medical  director,  1775 
Broadway,  New  York  City,  19. 


Disease  Seminars 

November  5 — Skin  Lesions  of  Syphilis  and  Their 
Differential  Diagnosis. 

November  12 — Chancroid,  Lymphogranuloma 
Venereum,  and  Granuloma  Inguinale. 

November  19 — Heart  Disease  and  Syphilis  in  the 
General  Practitioner’s  Office. 

November  26 — Syphilis  of  the  Central  Nervous 
System. 

December  2 (Friday,  at  1:30  p.m.) — The  Oral 
Manifestations  of  Syphilis  and  the  Differential 
Diagnosis  of  Interest  to  Medical  and  Dental  Prac- 
titioners. 

December  3 — Serodiagnosis  of  Syphilis. 

December  10 — The  Public  Health  Nurse’s  Role 
in  the  General  Practitioner’s  Approach  to  Venereal 
Disease. 

December  17 — The  Syphilitic  Pregnant  Woman 
and  Her  Expectant  Child. 

[Continued  on  page  lSSO] 


1848 


1849 


ANTIHISTAMINE  THERAPY  DEVOID  OF  DISTRESSING  BY-EFFECTS 

I N A SUPERIOR  ANTIHISTAMINIC 

Allergic  manifestations  are  year-round  occur- 
rences, although  certain  allergic  disorders  are 
seasonal  in  their  incidence.  Changes  in  diet,  re- 
adjustments from  indoor  to  outdoor  life  and 
spring  house  cleaning  with  its  attendant  raising 
of  house  dusts  are  irritating  factors  of  no  incon- 
siderable importance.  The  arrival  of  summer 
brings  the  rose  and  grass  pollens  and  the  early 
autumn  months  are  accompanied  by  heavy  weed 
pollens. 

In  any  allergic  disorder  in  which  antihista- 
mine therapy  is  elected  Diatrin*  Hydrochloride 
will  be  found  prompt,  effective,  and  safe  in  action. 

WILLIAM  R.  WARNER  & CO.,  INC. 

NEW  YORK  ST.  LOUIS 


AT  R 

HYDROCHLORIDE  'WARNER' 


Diatrin* 
Hydrochloride 
‘ Warner’ 

sugar-coated  tablets, 
50  mg.  each, 
are  available  in 
bottles  of  100 
and  jooo. 

*T.  M.  Reg  U.  S.  Pat.  Off. 
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Announce  National  Cancer  Institute  Grants 


NATIONAL  Cancer  Institute  grants  for  cancer 
training  programs,  to  finance  laboratory  and 
clinical  research  in  cancer,  and  for  special  cancer 
control  projects  have  been  announced  recently,  on 
the  basis  of  recommendations  by  the  National 
Advisory  Cancer  Council. 

Cancer  training  grants  in  New  York  State  include: 
Albany  Medical  College,  Albany,  Dr.  L.  Whitting- 
ton Gorham,  $24,948,  to  expand  present  cancer 
training  program. 

University  of  Buffalo  School  of  Medicine,  Buffalo, 
Dr.  Roswell  K.  Brown,  $25,000  to  improve  present 
training  program. 

Cornell  University  Medical  College,  New  York 
City,  Dr.  Thomas  P.  Almy,  $24,975,  to  continue 
grant-supported  training  program. 

Among  the  grants  of  $1,026,294  to  finance  labora- 
tory and  clinical  research  are  the  following: 

Dr.  Kurt  G.  Stern,  Polytechnic  Institute  of 
Brooklyn,  Brooklyn,  $9,936,  for  studies  on  desoxy- 
pentosenucleic  acids  and  nucleoproteins. 

Dr.  Margaret  R.  Murray,  College  of  Physicians 
and  Surgeons,  Columbia  University,  $8,910,  for 
compilation  of  tissue  culture  bibliography. 

Dr.  Gray  H.  Twombly,  College  of  Physicians  and 
Surgeons,  Columbia  University,  $17,589,  for  study 
of  selective  localization  of  hormones  in  normal  and 
cancer-bearing  tissues  by  radioactive  estrogens  and 
related  substances. 

Dr.  Thomas  P.  Almy,  Cornell  University  Medical 
College,  $7,875,  for  relation  of  adrenocortical  func- 
tion to  leukemia  in  mice. 

Dr.  Paul  A.  Zahl,  Haskins  Laboratories,  New 
York  City,  $2,700,  effect  of  gonadotropin  suppres- 
sion on  the  development  of  mammary  cancer  in 
mice. 

Dr.  Konrad  Dobriner,  Memorial  Hospital,  New 
York  City,  $30,000,  steroid  hormone  research. 

Dr.  S.  M.  Seidlin,  Montefiore  Hospital,  New  York 
City,  $10,000,  use  of  radioactive  iodine  in  study  and 
treatment  of  carcinoma  of  thyroid  and  allied  dis- 
eases. 

Dr.  Harry  M.  Zimmerman,  Montefiore  Hospital, 
New  York  City,  $10,000,  experimental  brain  tumors. 

Dr.  I.  Snapper,  Mount  Sinai  Hospital,  New  York 
City,  $3,000,  on  the  metabolism  of  2-hydroxy- 
stilbamidine. 

Dr.  Anna  Goldfelder,  New  York  University, 
$3,456,  investigation  of  phosphorylated  and  gly- 
colytic activity  of  analogous  mammary  tumors. 


Drs.  W.  C.  Chambers  and  M.  J.  Kopac,  New  York 
University,  $22,734,  mechanism  of  cell  division  and 
protoplasmic  growth. 

Dr.  Douglas  Marsland,  New  York  University, 
$2,700,  mechanisms  of  cell  division:  a pressure- 

temperature  study. 

Dr.  M.  J.  Kopac,  New  York  University,  $13,267, 
ionic  exchange  during  growth,  differentiation,  and 
development  of  marine  eggs. 

Drs.  Chambers  and  Grand,  New  York  University, 
$22,545,  etiology  of  Hodgkin’s  disease. 

Dr.  Arthur  L.  Schade,  Overly  Biochemical 
Research  Foundation,  Inc.,  New  York  City, 
$14,661,  studies  on  growth  with  the  aid  of  cobalt. 

Dr.  W.  R.  Bloor,  University  of  Rochester,  Ro- 
chester, $10,828,  lipid  metabolism  of  tumor-bearing 
animals. 

Dr.  William  S.  McCann,  University  of  Rochester, 
Rochester,  $6,966,  metabolic  studies  on  patients 
with  neoplastic  diseases. 

Dr.  D.  S.  Tarbell,  University  of  Rochester,  Ro- 
chester, $9,828,  structure  and  antimitotic  activity 
of  colchicine  and  podophyllo toxin. 

Drs.  Bloor,  Hodge,  and  Stotz,  University  of 
Rochester,  Rochester,  $4,844,  relationship  of  labile 
methyl  groups  to  the  formation  of  neoplasms  in  rats 
on  a choline-deficient  diet. 

Dr.  F.  C.  Steward,  University  of  Rochester, 
Rochester,  $11,988,  metabolism  and  nutrition  of 
normal  and  growing  cells. 

Dr.  Otto  H.  Muller,  Syracuse  University  College 
of  Medicine,  Syracuse,  $6,698,  polarographic  re- 
actions of  proteins  and  polypeptides  and  their 
relation  to  cancer. 

Special  control  grants  in  New  York  State  include: 

American  Cancer  Society,  New  York  City, 
$50,000  for  professional  teaching  films,  and  $10,000 
for  lay  cancer  education  films. 

New  York  University-Bellevue  Medical  Center, 
New  York  City,  Dr.  William  Law  Watson,  $4,320, 
tumor  registry  and  follow-up  service,  and  $2,029, 
tumor  examining  room-instrument  purchases. 

Montefiore  Hospital,  New  York  City,  Dr.  Daniel 
Laszlo,  $10,000,  metabolic  studies  in  human  cancer. 

Teachers  College,  Columbia  University,  New 
York  City,  Dr.  R.  Louise  McManus  and  Miss 
Katherine  R.  Nelson,  $10,260,  survey  course  of 
advances  in  cancer  control  for  clinical  instructors 
and  public  health  nurses. 


MEDICALLY  SPEAKING— 


Tropical  Disease  Diagnostic  Service — The  De- 
partment of  Health  of  New  York  City  has  expanded 
its  tropical  disease  diagnostic  service  by  opening  a 
clinic  and  laboratory  in  the  Lower  East  Side 
Health  Center,  341  East  25th  Street. 

This  tropical  disease  clinic  and  laboratory  is  the 
second  to  be  operated  by  the  Department  of  Health. 
The  first,  established  in  1943,  operates  in  the  Wash- 
ington Heights  District  Health  Center,  600  West 
168th  Street.  The  new  clinic  and  laboratory  will 
provide  consultation,  diagnostic,  and  laboratory 
services  for  persons  who  may  have,  or  suspect  they 
have  acquired  parasitic  infections.  Private  phy- 
sicians, clinics,  or  hospitals  may  refer  patients  to  the 


new  clinic  for  consultation,  diagnosis,  or  treatment , 
and  laboratory  specimens  may  also  be  submitted  for 
diagnosis.  Patients  at  the  clinic  will  be  seen  by 
appointment  only. 

Dr.  Harry  Most,  associate  professor  of  preventive 
medicine,  New  York  University  College  of  Medicine, 
and  director,  postgraduate  course  in  tropical 
medicine,  New  York  University-Bellevue  Medical 
Center  Postgraduate  Medical  School,  is  in  charge  of 
the  new  laboratory  and  clinic.  He  is  a member  of 
the  subcommittee  on  tropical  medicine  of  the 
National  Research  Council,  and  of  the  malaria 
study  section  of  the  United  States  Public  Health 
[Continued  on  page  1852] 


Familiar  to  every  physician  are  the 


patients  who  need  a good  tonic 


To  stimulate  appetite,  to  restore  vigor  and 
general  tone,  Eskay’s  Neuro  Phosphates  and 
Eskay’s  Theranates  are  two  of  the  most  useful 
preparations  you  have.  These  tonics  are  pre- 
scribed so  widely  because  they  work  so  well. 

Eskay’s  Neuro  Phosphates 

a palatable  and  effective  tonic 


Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls),  contains: 


Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous 1/64  grain 

Sodium  glycerophosphate 2 grains 

Calcium  glycerophosphate 2 grains 

Phosphoric  acid,  75% 1.7  minims 

Available  in  12  fl.  oz.  bottles 


Eskay’s  Theranates 

the  formula  of  famous  Neuro  Phosphates 

[tins  Vitamin  B 1 (0.75  mg.  each  adult  dose)  Available  in  12  fl.  oz.  bottles 

Smith , Kline  & French  Laboratories,  Philadelphia 
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Service,  and  of  many  other  professional  and  scien- 
tific organizations.  He  has  made  important  con- 
tributions to  clinical  and  laboratory  research  in  the 
field  of  tropical  diseases  and  was  awarded  the 
Legion  of  Merit  in  1946. 

Research  on  Blindness  in  Infants — Mr.  Charles 
P.  Cooper,  president  of  the  Presbyterian  Hospital, 
New  York  City,  has  announced  that  the  Dunlevy 
Milbank  Foundation,  Inc.,  has  established  a five- 
year  research  program  by  an  initial  grant  of  846,000 
for  the  first  two  years,  the  amount  to  extend  through 
1950.  It  will  “inaugurate  and  carry  forward  a 
search  for  the  cause  and  prevention  of  blindness  in 
infants,  particularly  those  born  prematurely.” 
The  grant  is  to  be  known  as  a “Grant  for  Research 
in  the  Cause  and  Prevention  of  Retrolental  Fibro- 
plasia.” 

The  research  on  the  project  will  be  carried  on 
under  the  direction  of  Dr.  John  Dunnington,  direc- 
tor of  the  ophthalmological  service  at  the  Institute 
of  Ophthalmology,  a unit  of  the  Columbia-Presby- 
terian  Medical  Center.  Dr.  Algernon  B.  Reese, 
attending  ophthalmologist  and  pathologist,  will  be 
directly  in  charge  of  the  project. 

Child  Guidance  Clinic  Teams — Two  new  child 
guidance  clinic  teams,  operating  in  the  counties 
of  Suffolk  and  Nassau,  have  been  set  up  by  the 
New  York  State  Department  of  Mental  Hygiene, 
according  to  an  announcement  by  Dr.  Frederick 
MacCurdy,  commissioner  of  mental  hygiene. 
The  team  operating  in  Suffolk  County  began  work 
June  1 under  the  direction  of  Dr.  Joseph  Haley, 
formerly  supervising  psychiatrist  at  Kings  Park 
State  Hospital.  The  Nassau  County  team,  to 
begin  operation  September  1,  will  be  under  the 
supervision  of  Dr.  Paul  G.  Edgar,  who  is  now 
senior  psychiatrist  at  Manhattan  State  Hospital. 

The  department  at  present  has  eight  traveling  child 
guidance  clinic  teams,  each  consisting  of  a psychia- 
trist, a psychologist,  and  a psychiatric  social  worker. 
During  the  past  year  child  guidance  clinics  were 
conducted  in  132  communities  throughout  the 
State.  The  clinic  teams  operating  under  the 
department’s  division  of  prevention  maintain  regu- 
lar schedules  in  designated  cities  and  towns.  “Dur- 
ing the  past  year,”  the  Commissioner  said,  “the 
Department  of  Mental  Hygiene  held  over  1,000 
child  guidance  clinics  which  were  visited  by  more 
than  7,000  children.  But  even  this  number  falls 
short  of  the  total  need.  The  two  new  clinic  teams, 
bringing  the  total  to  ten,  will  enable  the  State  to 
increase  its  services  in  this  field.” 

Opportunity  for  Doctors — There  is  an  urgent 
requirement  for  two  doctors  in  the  Grand  Coulee 
Dam  Area  in  eastern  Washington,  population  about 
7,500.  There  are  now  only  three  general  practi- 
tioners permanently  located  in  this  area.  General 
practitioners  with  special  interests  in  internal 
medicine,  surgery,  pediatrics,  or  obstetrics  are 
needed.  The  United  States  Bureau  of  Reclamation 
has  a building  in  Coulee  Dam  available  for  lease  to 
doctors.  Space  totals  about  1,200  square  feet. 
The  Government  will  spend  up  to  $1,500  toward  the 
cost  of  remodeling  the  building  into  offices  as 
desired  by  the  new  tenants.  Bids  from  two  doctors, 
or  from  one  doctor  willing  to  rent  the  space  jointly 
with  another  doctor,  will  be  opened  on  September 
15,  1949.  Housing  will  be  made  available. 

For  further  details  write  at  once  to  the  District 
Manager,  United  States  Bureau  of  Reclamation, 
Coulee  Dam,  Washington. 


To  Study  Industrial  Health  at  N.Y.U. — Doctors 
and  engineers  will  join  forces  to  study  problems  of 
industrial  health,  when  New  York  University  in- 
augurates in  September  a new  course  in  industrial 
hygiene,  offered  cooperatively  by  the  College  of 
Engineering  and  the  Institute  of  Industrial  Medi- 
cine of  the  New  York  University-Bellevue  Medical 
Center.  The  course,  planned  to  meet  the  growing 
demand  for  professional  workers  trained  in  the 
technics  of  industrial  hygiene,  is  open  to  physicians 
and  engineers. 

The  new  course  will  begin  on  September  26,  1949, 
and  will  include  nine  months  of  didactic  teaching 
and  three  months  of  in-plant  work.  Further  in- 
formation may  be  obtained  from  the  Dean,  New 
York  University  Post-Graduate  Medical  School, 
477  First  Avenue,  New  York  City  16. 

Conference  of  Presidents  and  Officers  of  State 
Medical  Associations — Dr.  Clarence  E.  Northcutt, 
past  president  of  the  Oklahoma  State  Medical 
Association,  was  elected  president  of  the  Confer- 
ence of  Presidents  and  Other  Officers  of  State  Medi- 
cal Associations  at  the  fifth  annual  session  of  the 
group  held  recently  in  Atlantic  City,  New  Jersey. 
Dr.  Julian  Price,  secretary  of  the  South  Carolina 
Medical  Society,  was  named  as  president-elect, 
and  Mr.  John  E.  Farrell,  executive  secretary  of  the 
Rhode  Island  Medical  Society,  was  re-elected 
secretary-treasurer. 

Elected  as  new  members  of  the  executive  com- 
mittee were  the  retiring  president,  Dr.  Joseph  H. 
Howard,  of  Connecticut;  Dr.  Andrew  Brunk,  of 
Michigan,  and  Dr.  Ross  T.  Wright  of  Washington. 

American  Board  of  Obstetrics  and  Gynecology — 
The  annual  meeting  of  the  Board  was  held  in  Chi- 
cago, Illinois,  in  May,  at  which  time  236  candidates 
were  certified.  New  bulletins,  incorporating 
changes  made  at  the  recent  meeting,  are  now  avail- 
able for  distribution  upon  application  and  give 
details  of  all  new  regulations. 

The  next  scheduled  examination  (Part  I),  written 
examination  and  review  of  case  histories,  for  all 
candidates  will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  February  3,  1950. 
Application  may  be  made  until  November  5,  1949. 
Application  forms  and  bulletins  are  sent  upon  re- 
quest to:  American  Board  of  Obstetrics  and  Gyne- 
cology, 1015  Highland  Building,  Pittsburgh  6, 
Pennsylvania. 

Grants  for  Research  in  Problems  of  Nutrition- 

Research  in  problems  of1  nutrition  in  health  and 
disease  will  be  expanded  as  the  result  of  six  new 
grants-in-aid  announced  by  Dr.  Robert  S.  Good- 
hart,  scientific  director  of  the  National  Vitamin 
Foundation,  New  York  City.  The  grants,  made 
semiannually,  are  part  of  a program  to  discover 
basic  information  on  the  effects  and  significance  of 
vitamins  to  human  health  and  resistance  to  disease. 
The  awards,  effective  July  1,  include:  Dr.  Leonard 
J.  Goldwater  and  Dr.  Maurice  E.  Shils,  Columbia 
University  School  of  Public  Health,  $2,850  to  con- 
tinue work  on  vitamin  deficiencies  and  the  ability 
of  the  body  to  get  rid  of  poisons. 

Wins  Essay  Contest — Dr.  Seymour  H.  Rinzler, 
adjunct  in  medicine  and  cardiology,  Beth  Israel 
Hospital,  New  York  City,  is  the  winner  of  the 
ninth  annual  essay  contest  of  the  Mississippi 
Valley  Medical  Society  “for  the  best  unpublished 
essay  on  a subject  of  practical  and  applicable  value 
to  the  general  practitioner  of  medicine.”  Dr. 
Rinzler’s  paper  is  entitled  “Present  Status  of 
[Continued  on  page  1854] 
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Medical  and  Surgical  Therapy  in  Angina  Pectoris.” 
Dr.  Rinzler  will  receive  a cash  award,  a gold  medal, 
and  a certificate  of  award,  and  will  present  his 
essay  at  the  annual  meeting  of  the  Mississippi 
Valley  Medical  Society  in  St.  Louis,  Missouri, 
September  28,  29,  and  30. 

American  College  of  Chest  Physicians — Dr. 

Donald  McKay,  Buffalo,  was  elected  regent  of  the 
American  College  of  Chest  Physicians  for  a term 
of  three  years  at  the  fifteenth  annual  meeting  held 
in  Atlantic  City,  New  Jersey,  in  June.  Dr.  George 
Foster  Herben,  Yonkers,  serves  as  governor  of  the 
College  for  the  State  of  New  York. 

The  following  physicians  in  New  York  State 
received  their  fellowship  certificates  at  the  con- 
vocation held  on  June  4:  Dr.  Hans  Abeles,  Kew 
Garden  Hills;  Dr.  David  Bernstein,  Brooklyn; 
Dr.  Eugene  W.  Bogardus,  Pleasantville;  Dr. 
Pasquale  Ciaglia,  Utica;  Dr.  Ralph  E.  Dwork, 
Brooklyn;  Dr.  Martin  Dworkin,  New  York  City; 
Dr.  Hyman  Fisher,  Sunmount;  Dr.  David  I. 
Frank,  New  York  City;  Dr.  Clyde  W.  George, 
Buffalo;  Dr.  Sidney  I.  Goldberg,  New  York  City; 
Dr.  Edwin  J.  Grace,  Brooklyn;  Dr.  Benjamin 
Israel,  Bronx;  Dr.  Frank  Lamberta,  Jamaica; 


Drs.  Vera  Leites,  David  Meyers,  Daniel  A.  Mulvi- 
hill,  Emil  A.  Naclerio,  Lee  Ogden,  Edward  E. 
Rockey,  John  L.  Pool,  and  Charles  Schuman,  all  of 
New  York  City,  and  Drs.  Theodore  J.  Talbot  and 
William  Weingarten,  Staten  Island. 

Examinations  for  Navy  Medical  Corps — -The 
Bureau  of  Medicine  and  Surgery,  Navy  Depart- 
ment, has  announced  that  examinations  for  the 
selection  of  candidates  for  appointment  to  the  grade 
of  lieutenant  (j.g.)  in  the  Medical  Corps  of  the  U.S. 
Navy  will  be  conducted  at  all  United  States  Naval 
Hospitals  during  the  period  September  12  to  16, 
1949,  inclusive.  Graduates  of  approved  medical 
schools  in  the  United  States  or  Canada  who  have 
completed  intern  training  in  accredited  hospitals 
or  who  will  complete  such  training  within  four 
months  of  the  date  of  examination  and  who  are 
physically  and  in  other  respects  qualified  may  be 
examined  for  appointment.  Candidates  must  be 
less  than  thirty-two  years  of  age  at  the  time  of 
appointment. 

Detailed  information  as  to  form  and  procedure  of 
application  may  be  obtained  from  the  offices  of 
Naval  Officer  Procurement  or  from  the  Bureau  of 
Medicine  and  Surgery,  Navy  Department,  Wash- 
ington 25,  D.  C. 


MEETINGS 

Past 


Rochester  Regional  Academy  of  General  Practice 

Members  of  the  Rochester  Regional  Academy  of 
General  Practice  met  in  Avon  on  May  15  for  a 
business  meeting  and  scientific  program,  with  Dr. 
John  McGovern  of  Honeoye  Falls,  president,  in 
charge.  Dr.  James  P.  Fleming,  Rochester,  chief 
proctologist  of  the  Highland  Hospital,  Rochester, 
spoke  on  “Diagnosis  and  Treatment  of  Lower  Bowel 
Condition.” 

World  Health  Organization 

The  second  World  Health  Assembly,  supreme 
organ  of  the  World  Health  Organization,  opened  on 
June  13  at  the  Palazzo  Venezia,  Rome,  Italy. 
Delegates  from  the  member  states  met  in  this  fif- 
teenth century  Roman  palace  to  discuss  the  prin- 
cipal health  problems  facing  humanity  today  and  the 
means  whereby  WHO  can  contribute  to  their  solu- 
tion. 

Tuberculosis  Sanatorium  Conference 
of  Metropolitan  New  York 

The  acute  tuberculosis  problem  within  the  New 
York  metropolitan  area  was  discussed  on  June  22 
when  administrators  of  forty  tuberculosis  hospitals 
in  New  York  and  New  Jersey  met  in  Jamaica  for  the 
1949  general  meeting  of  the  Tuberculosis  Sanatorium 
Conference  of  Metropolitan  New  York.  Dr. 
William  G.  Childress,  chairman,  presided  at  the 
conference. 

Among  the  papers  presented  were:  “Recent 

Advances  in  Treatment  of  Tuberculosis,”  Dr.  Rich- 
ard H.  Bennett,  medical  director,  Triboro  Hospital; 
“Community  Action  for  Tuberculosis  Control,” 
Dr.  James  R.  Reuling,  past-president.,  National 


Tuberculosis  Association,  and  “The  One  Hundred 
Fifty  Million  Dollar  Bond  Issue  for  Hospital 
Construction  in  New  York  City,”  Dr.  Herbert  R. 
Edwards,  executive  director,  New  York  Tuberculo- 
sis and  Health  Association. 

New  York  State  Public  Health  Conference 

More  than  1,500  public  health  officers,  nurses,  and 
educators  attended  the  forty-fifth  annual  public 
health  conference  of  the  New  York  State  Department 
of  Health  held  during  the  week  of  June  20  at  Lake 
Placid.  Dr.  Herman  E.  Hilleboe,  State  health 
commissioner,  presided  at  the  general  sessions,  and 
speakers  included  Dr.  John  J.  Masterson,  president 
of  the  Medical  Society  of  the  State  of  New  York; 
Dr.  Howard  A.  Rusk,  chief  of  the  department  of 
rehabilitation  and  physical  medicine,  New  York 
University-Bellevue  Medical  Center;  Dr.  C.  D. 
Darling,  psychiatrist,  department  of  clinical  and 
preventive  medicine,  Cornell  University  Medical 
School,  and  Dr.  Thomas  Parran,  dean  of  the  gradu- 
ate school  of  public  health,  University  of  Pittsburgh. 

American  Neurological  Association 

At  the  seventy-fourth  annual  meeting  of  the 
American  Neurological  Association,  held  in  Atlantic 
City,  New  Jersey,  from  June  13  to  15,  the  following 
officers  were  elected  for  the  year  1949-1950:  Dr. 

Henry  W.  Woltman,  Rochester,  Minnesota,  presi- 
dent; Dr.  Johannes  M.  Nielsen,  Los  Angeles, 
California,  first  vice-president;  Dr.  E.  Jefferson 
Browder,  Brooklyn,  second  vice-president;  Dr. 
H.  Houston  Merritt,  New  York  City,  secretary- 
treasurer,  and  Dr.  Charles  Rupp,  Philadelphia, 
Pennsylvania,  assistant  secretary. 


Future 

American  Medical  Writers’  Association 

The  sixth  annual  meeting  of  the  American  Medi-  Hotel,  St.  Louis,  Missouri,  on  September  28.  A 
cal  Writers’  Association  will  be  held  at  the  Jefferson  [Continued  on  page  1856 1 
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two-hour  course  of  instruction  in  medical  writing 
will  be  conducted  by  Dr.  J.  F.  Hammond,  associate 
editor  of  the  Journal  of  the  American  Medical 
Association,  in  the  afternoon,  and  the  evening  pro- 
gram will  include  an  address  by  Dr.  Howard  R. 


Rusk,  chairman  of  the  department  of  rehabilitation 
and  physical  medicine,  New  York  University- 
Bellevue  Medical  Center,  and  associate  editor  of  the 
New  York  Times. 

A program  may  be  secured  from  the  secretary, 
Dr.  Harold  Swanberg,  209-224  W.C.U.  Building, 
Quincy,  Illinois. 


PERSONALITIES 


Honored 

Dr.  Horace  E.  Ayers,  professor  of  obstetrics  and 
gynecology,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  as  guest  of  honor  at  the 
annual  faculty  dinner  at  the  college ...  Dr.  G. 
Worden  Crissey,  Dr.  Joseph  M.  Purcell,  and  Dr. 
William  Van  Doren,  all  of  Mechanicville,  whose  total 
years  of  public  service  as  “family  doctors”  are  165, 
at  a dinner  reception  in  Troy  in  May.  . .Dr.  Henry 
M.  Selby,  New  York  Hospital,  who  received  a one- 
year  clinical  fellowship  in  radiology  from  the  Ameri- 
can Cancer  Society . . . Dr.  Austin  J.  Stillson,  family 
doctor  to  thousands  of  Broome  County  residents  for 
nearly  fifty  years,  guest  of  honor  at  a community 
testimonial  and  dinner  at  Ansco  Lake  on  June  29. 

Appointed 

Dr.  I.  H.  Goldberger,  assistant  professor  of 
pediatrics,  New  York  University  Medical  School, 
as  director  of  health  education  of  the  New  York 
City  Board  of  Education . . . Dr.  Philip  T.  Schlesing- 
er,  Glens  Falls,  to  the  board  of  directors  of  the  Glens 
Falls  Area  Cerebral  Palsy  Association.  . .Dr.  James 
L.  Troupin,  New  York  City,  as  physician-in-charge 
of  the  Ten  Mile  River  Scout  Camps  of  the  Greater 
New  York  Councils,  Boy  Scouts  of  America. . . 
Dr.  Theodore  J.  C.  Von  Storch,  professor  of  neurol- 
ogy, Albany  Medical  College,  as  chief  of  the  division 
of  neuropsychiatry,  Montefiore  Hospital,  New  York 
City. 

Elected 

As  president  and  secretary,  respectively,  of  the 
American  Psychiatric  Association,  Dr.  George  S. 
Stevenson,  medical  director,  National  Committee 
for  Mental  Hygiene,  New  York  City,  and  Dr. 
Howard  W.  Potter,  Brooklyn. 


Speakers 

Dr.  I.  D.  Bobrowitz,  Otisville,  on  “The  Signifi- 
cance of  Positive  Cultures,”  and  Drs.  Rudolph 
Berke,  Alexander  Schomer,  and  Hyman  Bass, 
New  York  City,  on  “Residual  Cavities  in  Pul- 
monary Coccidioidomycosis:  Follow-up  Studies,” 

at  the  fifteenth  annual  meeting  of  the  American 
College  of  Chest  Physicians  June  2 to  5 in  Atlantic 
City,  New  Jersey.  . .Dr.  IQiren  Horney,  New  York 
City,  on  “Dynamics  of  Psychotherapy”  at  the 
convention  of  the  American  Psychiatric  Association 
May  23  to  27  in  Montreal,  Canada. 

Dr.  John  L.  Norris,  Rochester,  on  “Alcoholics 
in  Industry”  at  a meeting  of  the  Rochester  Adver- 
tising Club  June  9.  . Dr.  John  F.  Rogers,  secretary 
of  the  Dutchess  County  Medical  Society,  on  so- 
cialized medicine  at  a meeting  of  the  Dutchess 
County  Women’s  Republican  Club  held  June  2 
in  Poughkeepsie . . . Dr.  Leo  F.  Simpson,  Rochester, 
past-president  of  the  Medical  Society  of  the  State 
of  New  York,  at  the  joint  commencement  exercises 
in  Chancellors  Hall,  Albany,  of  the  Albany  Medical 
College  and  the  Union  University  School  of  Nursing, 
on  June  4.  . .Dr.  J.  C.  Zillhardt,  Binghamton,  presi- 
dent of  the  Broome  County  Medical  Society,  on 
heart  disease  at  the  meeting  of  the  Binghamton 
Exchange  Club  May  26  in  Binghamton. 

New  Offices 

Dr.  Lyndon  R.  Barnett,  who  recently  received  his 
honorable  discharge  from  the  U.S.  Navy  Medical 
Corps,  general  practice  in  Roscoe.  . Dr.  John  F. 
Dixon,  Jr.,  formerly  of  Hempstead,  general  practice 
in  Dryden.  . .Dr.  William  H.  Kober,  Lima,  indus- 
trial physician  with  the  Pennsylvania  Railroad  at 
Harrisburg,  Pennsylvania.  . .Dr.  D.  H.  R.  Lester, 
practice  of  surgery  in  Schenectady ...  Dr.  Joseph 
Phelps,  formerly  of  Deposit,  general  practice  in 
Edmeston . . . Dr.  John  C.  Roemmelt,  practice  of 
internal  medicine,  Elmira. 


COUNTY  NEWS 


Albany  County 

A Cancer  Teaching  Day,  presented  by  the 
Albany  County  Medical  Society  on  May  25,  in- 
cluded lectures  by  Dr.  Harry  Green,  Yale  Medical 
College,  and  Dr.  H.  W.  Dargeon,  Memorial  Hos- 
pital, New  York  City,  on  the  respective  topics 
“Biological  Differentiation  of  Malignant  Tissue” 
and  “Cancer  in  Childhood.”  A motion  picture 
illustrating  the  problems  of  early  diagnosis  of  cancer 
was  shown  by  the  New  York  State  Department  of 
Health,  and  Dr.  George  T.  Pack,  Cornell  University 
Medical  College,  spoke  at  the  evening  session  on 
“Diagnosis  and  Treatment  of  Sarcomas  of  the 
Soft  Somatic  Tissues.” 

At  the  June  22  meeting  of  the  County  Medical 
Society  the  members  voted  unanimously  to  voice 
their  opposition  to  current  legislation,  II. R.  2893. 
Also  Dr.  Theodore  J.  C.  Von  Storch  of  Albany 
Medical  College  gave  a talk  on  “Newer  Concepts 
in  Neurology.” 


The  second  annual  joint  field  day  of  the  Albany 
County  Medical  Society  and  the  Albany  County 
Bar  Association  was  held  on  June  30  at  the  Shaker 
Ridge  Country  Club. 

Bronx  County 

Election  of  officers  was  held  at  the  annual  meet- 
ing of  the  Bronx  County  Medical  Society  on  June 
15,  and  the  following  were  elected:  Dr.  Henry  J. 
Barrow,  president;  Dr.  Abraham  B.  Tamis,  presi- 
dent-elect; Dr.  Abraham  J.  Fleischer,  vice-presi- 
dent; Dr.  Goodlatte  B.  Gilmore,  secretary,  and 
Dr.  Charles  W.  Frank,  treasurer. 

Speaker  at  the  meeting  was  Mr.  William  Alan 
Richardson,  editor,  Medical  Economics,  who  ad- 
dressed the  members  on  the  topic,  “Medicine  in  the 
British  Isles — Spring,  1949.” 

[Continued  on  page  18581 
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Broome  County 

The  June  14  meeting  of  the  Broome  County  Medi- 
cal Society  featured  discussions  of  medical-legal 
problems,  proposed  compulsory  health  insurance, 
and  Blue  Cross  and  Blue  Shield  programs.  Speak- 
ers and  topics  were  as  follows: 

Mr.  William  Night,  attorney,  on  legal  aspects  of 
medical  reports  by  doctors  to  insurance  adjusters  and 
attorneys;  Mr.  R.  S.  Phillips  of  Blue  Cross,  who 
discussed  the  Blue  Cross  and  Blue  Shield  Plans, 
and  Mr.  Darwin  R.  Wales,  attorney,  who  spoke  on 
compulsory  health  insurance. 

Cattaraugus  County 

The  annual  meeting  of  the  Cattaraugus  County 
Medical  Society  was  held  on  June  9,  and  officers 
elected  for  the  following  year  were:  Dr.  Ellwyn 

Heier,  Cattaraugus,  president;  Dr.  W.  Boyd 
Arthurs,  Olean,  vice-president,  and  Dr.  George 
C.  Cash,  Olean,  secretary-treasurer. 

Chemung  County 

A regular  meeting  of  the  Chemung  County 
Medical  Society  was  held  on  May  25,  and  on  May 
19  the  Society  held  a special  memorial  meeting  in 
honor  of  Dr.  Alexander  Mark,  who  died  on  April  18. 

Chenango  County 

Dr.  Charles  Leroy  Steinberg,  senior  visiting 
physician  and  physician-in-charge,  Arthritis  Clinic, 
Rochester  General  Hospital,  addressed  the  Chen- 
ango County  Medical  Society  on  June  14  on  arth- 
ritis, its  diagnosis  and  management.  This  program 
was  postgraduate  instruction  arranged  by  the 
Council  Committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  the  State  of  New  York 
with  the  cooperation  of  the  New  York  State  Depart- 
ment of  Health. 

Cortland  County 

“Alcoholism”  was  the  subject  discussed  by  Dr. 
Daniel  F.  Luby,  of  Syracuse,  at  the  meeting  of  the 
Cortland  County  Medical  Society  on  May  20. 
The  program  was  postgraduate  instruction  arranged 
by  the  Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Health  Department. 

Delaware  County 

A dinner  meeting  was  held  by  the  Delaware 
County  Medical  Society  on  June  14.  Members  of 
the  County  Society  heard  Dr.  Michael  Lipari, 
district  health  officer,  talk  on  cancer  case-finding 
and  clinics. 

Dutchess  County 

The  annual  afternoon  of  golf  followed  by  a dinner 
meeting  was  held  by  the  Dutchess  County  Medical 
Society  on  June  15  at  the  Harlem  Valley  State 
Hospital.  Dr.  Herman  E.  Hilleboe,  New  York 
State  Commissioner  of  Health,  was  the  speaker  for 
the  evening. 

Erie  County 

The  second  annual  sports  day  and  dinner  of  the 
Erie  County  Medical  Society  will  be  held  at  the 
Orchard  Park  Country  Club  on  August  18.  An- 
nouncement was  made  by  Dr.  E.  Dean  Babbage, 
chairman  of  the  committee  on  outing  arrangements. 
The  sports  day  will  be  stag  and  will  begin  with  a 
golf  tournament  in  the  afternoon.  Cocktails  and 
dinner  will  be  served  in  the  evening  at  the  Country' 
Club. 


Franklin  County 

Dr.  Frederick  Patry  of  Albanv  was  the  guest 
speaker  at  the  meeting  of  the  Franklin  County 
Medical  Society  held  on  June  1.  Dr.  Patry  spoke 
on  psychiatry. 

Fulton  County 

A resolution  stating  that  the  Fulton  County 
Medical  Society  is  opposed  to  any  form  of  compul- 
sory health  insurance  was  adopted  at  the  May  19 
meeting  of  the  Society.  Dr.  Linn  J.  Boyd,  director 
of  medicine,  New  York  Medical  College,  addressed 
the  members  on  the  topic,  “Pulmonary  Embolism.” 
This  was  a program  of  postgraduate  instruction 
arranged  by  the  New  York  State  Medical  Society 
with  the  cooperation  of  the  State  Department  of 
Health. 

Herkimer  County 

On  June  14  members  of  the  Herkimer  County 
Medical  Society  heard  an  address  by  Dr.  Gordon 
P.  McNeer,  associate  attending  surgeon,  Memorial 
Hospital,  New  York  City,  on  the  topic,  “Cancer 
Detection  Clinics.”  This  was  a program  of  post- 
graduate instruction. 

Jefferson  County 

A regular  monthly  meeting  of  the  Jefferson  County 
Medical  Society  was  held  on  Tuesday,  May  17, 
at  the  Black  River  Valley  Club.  The  scientific 
program  consisted  of  an  address  by  Dr.  Leon  H. 
Griggs,  clinical  professor  of  medicine  (dermatology 
and  syphilology),  Syracuse  University  College  of 
Medicine,  on  “Common  Diseases  of  the  Skin — 
Illustrated  with  Color  Photography.” 

June  9 was  the  date  of  the  annual  outing  meeting 
of  the  Jefferson  County  Medical  Society  together 
with  the  St.  Lawrence  County  Medical  Society. 
The  outing  was  held  at  the  Thousand  Island  Coun- 
try Club  and  was  followed  by  dinner.  The  dinner 
speaker  was  Senator  Henry  A.  Wise,  who  spoke 
on  “Medical  Legislation  Problems.” 

Kings  County 

A joint  meeting  of  the  Kings  County  Medical 
Society  and  the  Brooklyn  Gynecological  Society  was 
held  on  May  17  in  McNaughton  Auditorium.  The 
scientific  program  arranged  by  Dr.  Charles  A. 
Gordon  included  the  following  speakers  and  topics: 
Dr.  James  O’Leary,  “Ten  Years  of  Maternal 
Mortality  in  Brooklyn”;  Dr.  Alexander  Rosenthal, 
“Abortion”;  Dr.  Stanley  C.  Hall,  “Toxemia”; 
Dr.  Henry  S.  Acken,  “Cardiac  Disease”;  Dr.  J. 
Thornton  Wallace,  “Cesarean  Section,”  and  Dr. 
Charles  A.  Gordon,  “Hemorrhage.” 


The  Brooklyn  Psychiatric  Society  was  formally 
instituted  on  April  21  with  the  inauguration  of  Dr. 
Simon  Rothenberg  as  president.  Speakers  at  the 
meeting  were  Supreme  Court  Justice  George  J. 
Beldock  and  Dr.  Rothenberg. 


At  a recent  meeting  the  name  of  the  Long  Island 
Radiological  Society  was  changed  to  the  Kings 
County  Radiological  Society.  The  following  were 
elected  to  office  for  the  coming  year:  Dr.  H.  G. 
Koiransky,  president;  Dr.  I.  Silverstein,  vice- 
president;  Dr.  M.  H.  Goldenberg,  treasurer,  and 
Dr.  Marcus  Wiener,  re-elected  as  secretary. 
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• Effective  Against  Many 

Oral  and  Pharyngeal  Pathogens 

• Low  Index  of  Allergenicity 

• Pleasant  Tasting 

The  antibiotic  properties  of  bacitracin  can  now  be  advan- 
tageously employed  in  the  treatment  of  many  oral  and 
pharyngeal  infections  due  to  bacitracin-sensitive  organisms. 
Each  troche  provides  1,000  units  of  bacitracin,  and  main- 
tains high  bacitracin  salivary  levels  for  at  least  one  hour. 
Thus  Vincent’s  infection  and  other  local  infections  of  the 
mouth,  tonsils,  and  pharynx  can  be  subjected  to  the  direct 
antibiotic  influence  of  bacitracin. 

Bacitracin  Troches-C.S.C.  are  outstanding  because  of 
their  low  index  of  allergenicity.  Local  allergic  reactions  in 
the  oral  and  pharyngeal  mucous  membranes  do  not  com- 
plicate their  use  as  with  other  antibiotic  troches.  Pleasant 
tasting,  each  troche  remains  intact  for  1 to  2 hours.  Avail- 
able on  prescription  at  all  pharmacies  in  bottles  of  25. 
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HOSPITAL  NEWS 


Brooklyn,  Syracuse  Chosen  as  Medical  Centers 


THE  trustees  of  the  new  State  University  recom- 
mended on  June  16,  by  a vote  of  10  to  1,  that  the 
University  locate  its  metropolitan  medical  center  in 
Brooklyn  and  its  upstate  medical  center  in  Syracuse. 

The  resolution  adopted,  subject  to  approval  by 
the  Board  of  Regents,  authorizes  the  executive 
officers  of  the  State  University  to  enter  into  and 
carry  out  agreements  for  incorporating  into  the 
University  the  Long  Island  College  of  Medicine, 
Brooklyn,  and  the  Syracuse  Medical  College,  Syra- 
cuse University. 

The  State  pfans  to  take  over  the  colleges  of  medi- 
cine prior  to  September  and  to  operate  them  as 
integral  parts  of  medical  centers  at  that  time. 

Enrollment  per  class  at  the  Long  Island  College 
is  now  1 10,  but  the  freshman  class  is  expected  to  be 
expanded  to  150  in  September.  The  freshman 
class  at  Syracuse,  which  has  been  averaging  58 
students,  will  be  increased  by  at  least  50  per  cent. 

The  1049  Legislature  appropriated  $10,000,000 
for  the  State  University,  and  it  is  expected  that 
more  than  half  of  that  amount  will  be  spent  on  the 
medical  centers. 


The  trustees  acted  upon  the  recommendation  of 
their  Committee  on  Medical  Education,  headed  by 
Colonel  Charles  Garside,  which  has  been  studying 
the  problem  for  nine  months. 

When  the  State  University  takes  over  the  colleges, 
it  is  expected  that  most  of  the  faculty  members  will 
be  retained,  with  the  faculties  enlarged. 

The  Medical  Education  Committee  said  it 
restricted  its  considerations  of  the  metropolitan 
area  center  to  the  Bronx,  Brooklyn,  and  Queens 
and  that  the  proposals  in  behalf  of  the  Bronx  and 
Queens  envisaged  the  establishment  of  a wholly 
new  institution,  to  which  the  trustees  were  opposed. 

One  of  the  most  compelling  factors  in  support  of 
the  Brooklyn  proposal,  the  report  added,  was 
“the  presence  of  a well-respected  and  cooperative 
faculty  at  the  Long  Island  College  of  Medicine. 
The  committee  has  been  repeatedly  advised  that  it 
would  take  ten  years  or  more  to  obtain  a faculty 
of  equivalent  standing  if  the  State  were  forced  to 
start  entirely  anew.” 

At  a meeting  in  July,  the  Board  of  Regents  ap- 
proved the  selections. 


Name  Medical  Board  for  New  Cancer  Hospital 


A PPOINTMENT  of  the  medical  board  of  the 
-Ci.  Francis  Delafield  Hospital  for  Cancer,  in 
Manhattan,  which  will  be  affiliated  with  the  Col- 
umbia-Presbyterian  Medical  Center,  has  been 
announced  by  Dr.  Marcus  D.  Ivogel,  New  York 
City  commissioner  of  hospitals.  Approval  was 
given  the  following  nominations  received  from  the 
trustees  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University: 

Dr.  Robert  F.  Loeb,  visiting  physician  and 
director  of  medical  service;  Dr.  J.  Lawrence  Pool, 
visiting  neurologic  surgeon  and  director  of  neurologic 
surgery  service;  Dr.  Howard  C.  Taylor,  visiting 
obstetrician  and  gynecologist  and  director  of 
obstetric  and  gynecologic  service;  Dr.  Harry  P. 
Smith,  visiting  pathologist  and  director  of  patho- 
logic service;  Dr.  Ross  Golden,  visiting  radiologist 
and  director  of  radiologic  service;  Dr.  George  H. 


Humphreys,  visiting  surgeon  and  director  of  surgi- 
cal service,  and  Dr.  George  F.  Cahill,  visiting  urolo- 
gist and  director  of  urologic  service. 

Dr.  Willard  C.  Rappleye,  dean  of  the  College  of 
Physicians  and  Surgeons  and  vice-president  in 
charge  of  medical  affairs,  Columbia  University, 
will  be  ex  officio  member  of  the  new  medical  board. 

Dr.  Kogel  stated  in  the  general  order  making 
the  appointments  that  “the  individuals  above 
named  are  hereby  declared  to  be  the  medical  board 
of  the  Francis  Delafield  Hospital,  and  the  medical 
board  is  authorized  to  proceed  in  due  course  with 
the  organization  of  a complete  medical  staff,  subject 
to  the  rules  and  regulations  of  the  Department  of 
Hospitals.” 

Cornerstone  ceremonies  for  the  hospital  were  held 
in  September,  1948,  and  it  is  expected  that  the 
308-bed  hospital  will  be  in  operation  early  in  1950. 


Award  Contracts  for  New  Building  at  Binghamton  State  Hospital 


/'“'ONTRACTS  totaling  $6,468,562  have  been 
awarded  for  construction  of  a 768-bed  Medical- 
Surgical  Building  at  Binghamton  State  Hospital. 
This  important  addition  to  Binghamton  State 
Hospital  is  a part  of  New  York  State’s  $72,000,000 
building  program  to  relieve  overcrowding  in  its 
27  mental  institutions,  urged  by  Governor  Thomas 
E.  Dewey  as  one  of  the  State’s  most  pressing  needs. 

Construction  is  to  start  this  summer  and  will 
require  two  to  three  years  for  completion.  The 
new  building  will  be  located  northeast  of  the  existing 
Fairmont  Building,  and  will  have  the  most  modern 
laboratory  and  hospital  equipment  to  provide  the 
best  medical  and  surgical  treatment  for  physical 
illnesses  and  disabilities  of  mental  patients  who 
regularly  receive  this  care  in  addition  to  therapeutic 
psychiatric  treatment  for  mental  disorders. 


Binghamton  State  Hospital  is  virtually  a small 
city  in  itself  with  its  own  power  plant,  fire-prevention 
system,  farms,  shops,  and  nurses’  homes.  The 
present  hospital  houses  more  than  2,600  patients 
and  provides  supervision  for  an  additional  230, 
while  about  60  have  been  placed  in  family  care 
homes  in  the  vicinity. 

The  new  building  project  is  one  of  several  planned 
by  New  York  State  to  relieve  overcrowding  in  its 
27  mental  institutions,  which  are  now  caring  for 
more  than  99,000  patients.  It  is  the  third  large 
medical-surgical  unit  to  be  advanced  for  construction 
this  year,  being  similar  to  those  already  under  con- 
struction at  State  mental  hospitals  at  Poughkeepsie 
and  Buffalo. 
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IT  CAN  BE  DONE 


. . . but  don’t  try  it! 


Sometimes  it’s  possible  to  break  all  the 
rules — and  get  away  with  it. 

The  famous  Tower  of  Pisa,  for  instance, 
has  successfully  defied  both  sound  engi- 
neering practice  and  the  law  of  gravity  for 
over  800  years. 

But  for  most  of  us,  most  of  the  time,  the 
rules  hold. 

That  is  particularly  true  when  it  comes 
to  saving  money. 

The  first  rule  of  successful  saving  is 
regularity  . . . salting  away  part  of  every 
pay  check,  month  after  month. 

Once  in  a blue  moon,  of  course,  you’ll 
come  across  someone  who  can  break  that 
rule  and  get  away  with  it.  But  the  fact  is 
that  most  of  us  cannot. 

For  most  of  us,  the  one  and  only  way  to 
accumulate  a decent-size  nest  egg  for  the 
future  and  for  emergencies  is  through  reg- 
ular, automatic  saving. 

In  all  history  there’s  never  been  an 
easier,  surer,  more  profitable  way  to  save 
regularly  than  the  U.  S.  Savings  Bond  way. 

Those  of  us  on  a payroll  are  eligible  to 
use  the  wonderful  Payroll  Savings  Plan. 
The  rest  of  us  can  use  the  equally  wonder- 
ful Bond-A-Month  Plan  through  our  local 
bank. 

Use  whichever  is  best  for  you.  But — use 
one  of  them! 

AUTOMATIC  SAVING 
IS  SURE  SAVING  — 

U.  S.  SAVINGS  BONDS 

©Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  Service. 
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NEWS  NOTES 


In  the  fifty-ninth  annual  report  of  Beth  Israel 
Hospital,  New  York  City,  for  1948,  Dr.  Maxwell 
S.  Frank,  executive  director,  reported  that  the 
hospital  furnished  116,116  days  of  hospital  care  to 
12,173  patients  during  the  year.  In  addition, 
8,512  patients  made  a total  of  69,527  visits  to  the 
hospital’s  forty  clinics.  Two  thousand,  six  hundred 
seventy-two  babies  were  born  at  the  hospital  during 
the  year. 


The  professional  staff  of  the  North  Country 
Community  Hospital,  Glen  Cove,  has  voted  to 
inaugurate  a memorial  fund  in  the  name  of  the  late 
Dr.  Myron  R.  Jackson  of  Oyster  Bay.  The  fund 
will  have  a double  purpose.  First,  it  is  intended 
that  a portrait  of  Dr.  Jackson  shall  be  painted  and 
hung  in  the  staff  room  of  the  hospital.  Second,  the 
Myron  R.  Jackson  Award  will  be  established.  This 
Award  will  be  presented  each  year  to  an  outstanding 
medical  resident  whose  medical  ability,  personality, 
and  character  compare  favorably  with  those  of  the 
man  in  whose  name  the  award  is  made.  Any 
balance  remaining  after  these  two  purposes  have 
been  fulfilled  will  be  donated  to  the  building  fund 
for  a conference  room  at  the  hospital. 

Members  of  the  Memorial  Fund  Committee  are 
Dr.  John  Galbraith,  chairman,  and  Dr.  J.  Wesley 
Bulmer,  Dr.  Ralph  Emerson,  and  Dr.  A.  H.  Johnson. 


Dr.  Daniel  H.  Deyoe,  former  superintendent  of 
Mary  Imogene  Hospital,  Cooperstown,  will  become 
director  of  the  University  Hospital  and  associate 
professor  of  community  health  at  the  University  of 
Missouri,  Columbia,  Missouri,  effective  September 
1. 


Dr.  Cecil  L.  Schultz,  former  superintendent  of 
the  Columbia  County  Sanatorium  at  Philmont,  has 
assumed  the  superintendency  of  the  Suffolk  County 
Tuberculosis  Sanatorium  which  is  located  near  Lake 
Ronkonkoma.  Dr.  Schultz  was  formerly  assistant 
superintendent  of  the  J.  N.  Adam  Memorial  Hos- 
pital at  Perrysburg  and  was  senior  officer  at  the 
Veterans  Administration  Hospital  near  Ashville, 
North  Carolina. 


The  New  York  Hospital,  New  York  City,  marked 
its  178th  anniversary  on  May  17  with  Charter  Day 
exercises  and  a reception  for  the  Society  of  the 
New  York  Hospital.  Dr.  Henry  N.  Pratt,  director 
of  the  hospital,  spoke  on  "Hospitals,  Medicine,  and 
Government,”  and  Dr.  James  H.  Wall,  medical 
director  of  the  Westchester  division  of  the  hospital, 
spoke  on  “Modern  Psychiatry  as  Practiced  at  the 
Westchester  Division.” 


Dr.  Henry  Kaplan  of  Spring  Valley  was  named 
head  of  the  staff  of  Good  Samaritan  Hospital, 
Suffern,  at  the  annual  dinner  of  the  group  held 
June  7.  Others  elected  include:  Dr.  Paul  In- 

grassia,  Nanuet,  vice-president,  and  Dr.  Matthew 
Dallago,  Monsey,  secretary-treasurer.  Named  to  the 
executive  committee  were:  Dr.  R.  S.  Sengstacken, 
Dr.  Harold  Grosselfinger,  Dr.  John  Petrone,  Dr. 
Solomon  Kolack,  and  Dr.  George  Unsworth,  all  of 
Suffern;  Dr.  Julius  Pomerantz  and  Dr.  Harold 
Heller  of  Spring  Valley,  and  Dr.  Ingrassia. 


Dr.  Harold  G.  Anderson,  assistant  member  of  the 
Rockefeller  Institute  for  Medical  Research,  has 
become  physician-in-charge  at  Irvington  House  for 
Children,  Irvington,  succeeding  Dr.  Ann  G.  Kutt- 
ner,  now  at  New  York  University.  The  appoint- 
ment was  effective  July  1. 


Dr.  David  E.  Block,  Tivoli,  has  been  appointed 
physician  at  Ward  Manor,  Red  Hook,  replacing 
Dr.  L.  W.  Stoller.  Dr.  Block,  who  is  attendant 
surgeon  at  the  Northern  Dutchess  Health  Center, 
is  physician  for  the  Tivoli  School  and  health  officer 
for  Red  Hook. 


Appointment  of  23  additional  doctors  to  the 
resident  house  staff  of  Albany  Hospital  has  been 
announced  by  Dr.  Thomas  A.  Hale,  director,  bring- 
ing the  total  resident  house  staff  to  65.  Appoint- 
ments were  effective  July  1 for  one  year. 


Medical  News 
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Livingston  County 

The  Livingston  County  Medical  Society  met  on 
June  8 at  the  Big  Tree  Inn  in  Geneseo  and  was 
addressed  by  Dr.  Donald  E.  Posson,  of  Rochester, 
on  pediatric  emergencies.  The  Society  also  went 
on  record  as  opposed  to  state  medicine. 

Monroe  County 

A regular  meeting  of  the  Monroe  County  Medical 
Society  was  held  on  May  24.  The  speaker  for  the 
meeting  was  Mr.  L.  R.  Blanchard,  general  executive 
editor  of  the  Gannett  Newspapers.  Mr.  Blanchard’s 
talk  was  entitled  "So  This  Is  England”  and  was  a 
discussion  of  current  observations  on  medical  care  in 
Great  Britain. 


Nassau  County 

On  May  31  the  annual  meeting  of  the  Nassau 
County  Medical  Society  was  held.  Election  of 
officers  was  held  with  the  following  being  elected: 
Dr.  Walter  C.  Freese,  president;  Dr.  Leo  Flood, 
president-elect;  Dr.  John  Galbraith,  vice-president, 
and  Dr.  Irving  Drabkin,  secretary-treasurer. 

New  York  County 

Election  of  officers  of  the  New  York  County 
Medical  Society  was  held  on  May  23  with  the  elec- 
tion to  office  of  the  following:  Dr.  John  J.  H. 

Keating,  president;  Dr.  Kenneth  M.  Lewis,  presi- 
dent-elect; Dr.  Arthur  M.  Master,  vice-president; 
Dr.  B.  Wallace  Hamilton,  secretary,  and  Dr.  Con- 
dict  W.  Cutler,  Jr.,  treasurer. 
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RAYSAL  WITH  SUCCINATE  . . .The  ethical  salicylate-succinate  formula  . . .Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating  and 
nutritionally  corrective  effects  of  iodine  and  thesalicylatedetoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 
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ENTERIC  COATED  TABLETS  (SALOL) 


Raysal 5 grains 

(Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 
Buffer  Salt  Combination) 

Succinic  Acid 2 grains 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  ' PHILADELPHIA  34.  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


New  York  Auxiliary  Attends  A.M.A.  Convention 


'"PHE  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  was  represented  by 
thirty-three  delegates  at  the  annual  convention 
of  the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  held  in  Atlantic  City  in  June.  There 
were  217  delegates  registered,  and  the  New  York 
State  Auxiliary  had  the  largest  state  delegation. 


Mrs.  Luther  H.  Kice,  of  Garden  City,  who 
retired  as  president  of  the  national  group,  presided 
at  the  various  sessions  and  was  honored  at  a tea  and 
a luncheon.  Mrs.  Kice  will  serve  next  year  as  a 
member  of  the  board  of  directors.  She  was  also 
elected  to  the  nominating  committee  for  1950,  and 
later  chosen  chairman  of  this  group. 


COUNTY  NEWS 


Albany  County 

The  annual  meeting  of  the  Albany  County  Aux- 
iliary was  held  May  24  at  the  Colonie  Country 
Club,  Albany,  preceded  by  a luncheon  and  hobby 
show. 

Annual  reports  were  given  at  the  meeting,  and  the 
election  of  officers  was  held.  New  officers  are: 
Mrs.  William  G.  Richtmyer,  president;  Mrs. 
William  Feltman,  president-elect;  Mrs.  John 
Mosher,  vice-president;  Mrs.  John  Mertz,  recording 
secretary,  and  Mrs.  Lyle  A.  Sutton,  treasurer. 

On  June  14  the  executive  board  gave  a luncheon 
for  the  retiring  president,  Mrs.  Albert  M.  Yunich, 
at  the  home  of  Mrs.  William  McC.  Thompson. 

Broome  County 

Annual  reports  and  the  election  of  officers  featured 
the  annual  meeting  of  the  Broome  County  Auxiliary, 
held  June  1 at  the  Binghamton  Club  in  Binghamton. 
Mrs.  Windsor  R.  Smith,  president,  was  in  charge  of 
the  meeting.  Reports  of  the  annual  convention  in 
Buffalo  were  given. 

Officers  elected  include:  Mrs.  Robert  Bogdasar- 
ian,  president;  Mrs.  F.  Albert  Baumann,  vice-presi- 
dent; Mrs.  Eugene  D.  Derrick,  recording  secretary; 
Mrs.  Paul  B.  Jenkins,  corresponding  secretary; 
Mrs.  Leonard  Steed,  treasurer,  and  Mrs.  Windsor 
R.  Smith,  Mrs.  Charles  D.  Squires,  and  Mrs. 
William  E.  Low,  directors  for  one  year. 

Cattaraugus  County 

Mrs.  William  C.  Goodlett,  of  Olean,  was  elected 
president  of  the  Cattaraugus  County  Auxiliary  at 
a meeting  held  in  May.  Other  officers  are:  Mrs. 
W.  Boyd  Arthurs,  Olean,  vice-president;  Mrs.  N. 
P.  Johnson,  Olean,  secretary;  Mrs.  David  J.  Mal- 
oney, Olean,  treasurer;  Mrs.  C.  A.  Shaffer,  Olean, 
corresponding  secretary;  Mrs.  Fred  W.  Kehr, 
Olean,  historian;  Mrs.  C.  A.  Greenleaf,  Olean, 
chairman,  entertainment  committee;  Mrs.  George 
C.  Cash,  Olean,  chairman,  publicity;  Mrs.  Murray 
Reswick,  Olean,  chairman,  public  relations  and 
legislation  committees;  Mrs.  Ellwyn  E.  Heicr, 
Cattaraugus,  Hygeia,  and  Mrs.  E.  C.  Moore,  Olean, 
chairman,  membership  committee. 

The  last  meeting  of  the  year  was  held  in  June  at 
The  Castle  in  Olean.  Mrs.  M.  M.  Fulkerson  re- 
viewed Cry,  the  Beloved  Country,  by  Alan  Paton, 
and  Miss  Patricia  Hickson  of  Cattaraugus  was  an- 
nounced as  the  winner  of  the  nurses  scholarship. 
Plans  were  made  for  a supper  dance  to  be  held  at  the 
Elkdale  Country  Club  in  Salamanca.  Mrs.  Thomas 


G.  Gardner  of  Salamanca  is  chairman  and  Mrs.  C. 
A.  Shaffer  of  Olean,  co-chairman. 

Clinton  County 

The  annual  meeting  of  the  Clinton  County 
Auxiliary  was  held  June  13  at  the  Royal  Savage 
Inn,  Plattsburg.  Mrs.  E.  W.  Sartwell,  of  Peru, 
the  retiring  president,  conducted  the  meeting  and 
presented  the  guest  speaker,  Mrs.  Hugh  G.  Henry, 
of  Germantown,  president-elect  of  the  State  Auxil- 
iary. 

Newly  elected  officers  for  the  year  are:  Mrs. 

Andrew  Speare,  Chazy,  president;  Mrs.  James  J. 
Reardon,  Plattsburg,  vice-president;  Mrs.  Gerard 
deGrandpre,  Plattsburg,  secretary,  and  Mrs. 
Aaron  Davis,  Mooers,  treasurer. 

Herkimer  County 

The  annual  meeting  of  the  Herkimer  County 
Auxiliary  was  held  on  May  17  with  a luncheon  at  the 
Palmer  House  in  Herkimer.  Twenty-seven  mem- 
bers attended  and  heard  the  guest  speaker,  Mrs. 
Thomas  E.  Bullard,  of  Schuylerville,  give  a talk 
on  “Fifty  Years  a Doctor’s  Wife.” 

A resolution  was  adopted  that  each  member 
write  to  local,  State,  and  national  government 
representatives  opposing  the  proposed  health  insur- 
ance bill  before  Congress.  Mrs.  George  Burgin, 
Little  Falls,  the  new  president,  was  in  charge  of  the 
meeting. 

Nassau  County 

Mrs.  Clymer  A.  Long,  new  president  of  the  Nassau 
County  Auxiliary,  entertained  recently  at  her  home 
in  Freeport  for  the  board  of  directors,  when  plans 
for  the  year  were  discussed.  New  committee  chair- 
men announced  include:  Mrs.  Spencer  Caldwell, 

membership;  Mrs.  Carmen  Razzano,  program; 
Mrs.  Percival  Robin,  public  health  and  public 
relations;  Mrs.  Henry  D.  Safford,  legislation  and 
medical  economics;  Mrs.  Joseph  Provezano,  re- 
ception; Mrs.  Gerald  Farinola,  hospitality;  Mrs. 
Ralph  A.  Camardella,  press  and  publicity;  Mrs. 
Ernest  Santemma,  historian;  Mrs.  Eugene  Miele, 
archives;  Mrs.  Byron  D.  St.  John,  parliamentarian; 
Mrs.  George  D.  Chrispmann,  ways  and  means; 
Mrs.  Dwight  Bonham,  Hygeia;  Mrs.  Franklin 
Fry,  finance  and  budget,  and  Mrs.  August  Fincke, 
Physicians’  Home. 

Special  committee  chairmen  are:  Mrs.  Edward 

A.  Dawson,  scholarship  fund;  Mrs.  Louis  Chmielew- 
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The  Alkalol  Company,  Taunton  30,  Mas*. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  Intensive  training 
in  laboratory  techniques,  physiotherapy  apparatus. 
X-ray,  nursing  techniques,  and  medical  stenography. 
TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

1834  Broadway — N y C 
Circle  7-3434 

Licensed  by  the  State  of  New  York  


MancLl  School 


BUY 

SAVINGS  BONDS 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BURO-SOL 

POWDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

? The  powder  is  a convenient 
\ method  of  preparing  a solution 
jj  when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
• in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
> process  will  be  mitigated. 

DOAK  CO.,  INC. 

i Cleveland,  Ohio 

i ! NY  8-49 


PINEWOOD 

Westchester  County, Katonah,  N.  Y.  — Kotonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  Dy  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-FrI 
Dr.  Joseph  Epstein — 975  Perk  Ave. — Rh  4-3700 — Tues-Thurs-Sat 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  •/}  hour  after  meals.  Bottles  of  100. 
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ski,  Women’s  Forum,  and  Mrs.  Clement  Boccalini, 
decorating.  Subcommittees  on  public  health  are: 
Mrs.  Arthur  Martin,  cancer;  Mrs.  William  Bartels, 
public  health  nursing  council;  Mrs.  Nathaniel 
Robin,  mental  hygiene,  and  Mrs.  Theodore  Curphey, 
tuberculosis. 

Oneida  County 

Mrs.  Arthur  F.  Gaffney,  Clinton,  was  re-elected 
president  of  the  Oneida  County  Auxiliary  at  the 
annual  meeting  held  at  Hart’s  Hill  Inn,  Whitesboro, 
on  May  17.  Other  officers  elected  are:  Mrs.  Frank 
H.  Valone,  Rome,  president-elect;  Mrs.  James  I. 
Farrell,  Whitesboro,  vice-president;  Mrs.  Emanuel 
DeLalla,  Utica,  recording  secretary;  Mrs.  George 
Wineburgh,  Utica,  corresponding  secretary,  and 
Mrs.  Fred  G.  Jones,  Utica,  treasurer. 

Board  members  elected  for  three  years  are:  Mrs. 
Ward  W.  Millias,  Rome;  Mrs.  David  Kidd,  Utica, 
and  Mrs.  James  G.  Douglas,  Utica;  for  one  year, 
Mrs.  Gordon  Holden,  Utica. 

Reports  on  the  annual  convention  in  Buffalo  and 
reports  of  officers  and  committee  chairman  for  the 
year  were  presented. 

Orange  County 

Dr.  Robert  W.  McCullough  and  Dr.  Allen  H. 
Keniston,  of  Port  Jervis,  spoke  on  compulsory 
health  insurance  at  the  meeting  of  the  Orange 
County  Auxiliary  held  June  14  at  the  Flo-Jean, 
Port  Jervis,  following  a luncheon.  The  speakers 
pointed  out  the  financial  burden  to  wage-earners, 
such  as  increased  income  tax,  added  payroll  tax, 
the  decline  in  the  quality  of  medical  care,  and  the 
loss  of  the  confidential  relationship  between  patient 
and  their  doctors,  should  a system  of  compulsory 
insurance  instead  of  a voluntary  health  plan  be 
established  in  this  country. 

Mrs.  William  J.  Lavelle,  president  of  the  State 
Auxiliary,  was  guest  of  honor  at  the  meeting  and 
spoke  briefly  on  the  work  that  the  county  auxiliaries 
in  the  State  are  doing.  A report  of  the  State 
convention  in  Buffalo  was  given  by  Mrs.  Frederick 
Small  of  Newburgh. 

The  next  regular  meeting  of  the  Orange  County 
Auxiliary  will  be  a membership  tea  to  be  held 
October  11  at  the  home  of  Mrs.  Walter  A.  Schmitz, 
State  Hospital,  Middletown. 

Oswego  County 

New  officers  for  the  Oswego  County  Auxiliary 
include:  Mrs.  Milton  W.  Kogan,  president;  Mrs. 
F.  J.  Loomis,  president-elect;  Mrs.  John  Rodgers, 
vice-president;  Mrs.  Frank  Frost,  recording 
secretary;  Mrs.  J.  G.  Ringland,  corresponding 
secretary;  Mrs.  Harold  McGovern,  treasurer,  and 
Mrs.  G.  Kalamirades,  assistant  treasurer.  Di- 
rectors are:  for  one  year— Mrs.  G.  A.  Marden  and 
Mrs.  D.  D.  O’Brien;  for  two  years — Mrs.  A.  B. 
Thompson  and  Mrs.  Olin  J.  Mowry,  and  for  three 
years — Mrs.  J.  E.  Fox  and  Mrs.  K.  W.  Jarvis. 

On  June  25,  the  Auxiliary  sponsored  a “Doctors 
and  Wives  Party”  with  a dinner  dance  for  husbands 
of  members.  Mrs.  Charles  Ahern  of  Oswego  and 
Mrs.  John  Rodgers  of  Fulton  were  co-chairmen. 

Steuben  County 

Mrs.  Eldred  J.  Stevens,  Hammondsport,  is  the 
new  president  of  the  Steuben  County  Auxiliary, 
elected  at  the  annual  meeting,  when  all  officers  were 
chosen  for  two  year  terms.  Other  officers  are: 
Mrs.  Stephen  V.  Collins,  Corning,  vice-president; 


Mrs.  Kenneth  Rowe,  Hornell,  recording  secretary; 
Mrs.  Coburn  Campbell,  Hammondsport,  correspond- 
ing secretary,  and  Mrs.  Leon  Roe,  Hornell,  treasurer. 

A committee  has  been  appointed  to  report  at  the 
September  meeting  on  the  progress  made  towards 
establishing  a nursing  scholarship.  Two  student 
nurses  and  a supervisor  from  Alfred  University  pro- 
vided an  interesting  program  at  the  June  meeting. 

Suffolk  County 

New  officers  of  the  Suffolk  County  Auxiliary, 
elected  April  27,  include:  Mrs.  Albert  M.  Biglan, 
Central  Islip,  president;  Mrs.  Edward  Klane, 
Patchogue,  president-elect;  Mrs.  Wilbur  Stokes, 
Patchogue,  first  vice-president;  Mrs.  Julius  P. 
Gale,  Lindenhurst,  second  vice-president;  Mrs. 
Jacob  Dranitzke,  Patchogue,  recording  secretary; 
Mrs.  William  Seldeen,  Amityville,  treasurer,  and 
Mrs.  Ferdinand  R.  Pitrelli,  Central  Islip,  correspond- 
ing secretary. 

Directors  are:  for  three  years — Mrs.  Benjamin 
L.  Feuerstein,  Brightwaters,  and  Mrs.  Edwin  Kolb, 
Holtsville;  for  two  years — Mrs.  Myron  L.  Hafer, 
Patchogue,  and  Mrs.  Leon  J.  Barber,  Patchogue, 
and  for  one  year — Mrs.  S.  Averett  Arnold,  Bayshore. 
and  Mrs.  George  P.  Bergmann,  Greenport. 

Committee  chairmen  include:  Mrs.  Peter  Lerner, 
Sayville,  program;  Mrs.  William  C.  Carhart,  East 
Islip,  legislation;  Mrs.  Stanley  C.  Rau,  Amityville. 
press  and  publicity;  Mrs.  Myron  L.  Hafer,  Pat- 
chogue, hospitality;  Mrs.  Herman  Bloomstein, 
East  Setauket,  finance;  Mrs.  Paul  Brinley,  Pat- 
chogue, membership;  Mrs.  Charles  C.  Murphy, 
Amityville,  Hygeia;  Mrs.  Milton  Bergmann, 

West  Islip,  historian;  Mrs.  Edward  Klane,  Pat- 
chogue, and  Mrs.  Julius  P.  Gale,  Lindenhurst,  pub- 
lic relations,  and  Mrs.  George  P.  Bergmann,  Green- 
port,  nursing  scholarship. 

Tompkins  County 

Mrs.  J.  W.  Hirshfeld  was  chosen  president  of  the 
Tompkins  County  Auxiliary  at  the  annual  meeting 
in  April.  Other  officers  are:  Mrs.  C.  Douglas 

Darling,  president-elect;  Mrs.  Summer  Kingsley, 
secretary;  Mrs.  George  McCauley,  treasurer: 
Mrs.  Murray  George,  chairman,  legislation  com- 
mittee, and  Mrs.  Edward  Hall,  chairman,  public 
relations  committee.  The  officers  were  installed 
at  the  May  meeting. 

On  June  15,  the  annual  membership  tea  was  held 
at  Herman  W.  Biggs  Memorial  Hospital,  Ithaca, 
overlooking  Cayuga  Lake.  In  charge  were  Mrs. 
Lee  Sprinkel  and  Mrs.  H.  B.  Sutton. 

Wayne  County 

Officers  of  the  Wayne  County  Auxiliary  for  the 
following  year  are:  Mrs.  James  Arseneau,  Lyons, 
president;  Mrs.  David  Ennis,  Lyons,  president- 
elect; Mrs.  George  Howard,  Williamson,  vice- 
president;  Mrs.  Thomas  Hobbie,  Sodus,  secretary, 
and  Mrs.  Joseph  Kaufman,  Newark,  treasurer. 

On  May  12  the  Auxiliary  entertained  the  members 
of  the  Tompkins  County  Medical  Society  at  a buffet 
supper  at  the  Newark  Country  Club,  with  about 
thirty-three  attending.  At  the  June  meeting,  held 
June  7 in  Lyons,  Dr.  Charles  Steyaart  of  Lyons  was 
guest  speaker  on  the  subject  of  compulsory  health 
insurance. 

Committee  chairmen  appointed  by  the  president 
include:  Mrs.  David  Ennis,  Lyons,  program  and 

public  relations,  and  Mrs.  Ralph  Munzner,  Alton, 
legislation. 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 
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MEDICAL  BUREAU 

7 Last  42  Street,  Now  York  17,  N.  Y. 

An  employment,  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  aod  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


B R U N S W I C K HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildinss. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.S-16t1 


NURSING 

MOMF 


HOLBROOK  MANOR 

Five  Acres  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office.  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbargt. 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 
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Officers — County  Medical  Societies — 1949 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  1,  1949—22,338 


President 

E.  S.  Goodwin Albany 

R.  0.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

R.  W.  Dennis Herkimer 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese  ....  Baldwin 
John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

J.  H.  Diamond.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth.  . .Cobleskill 
JosephYr. Roberts  WatkinsGlen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 
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PRACTICE  FOR  SALE 


General  Practice,  Queens,  N.  Y.  Established  two  years. 
Price  of  Equipment  only.  New  Equipment,  including 
x-ray.  Will  introduce.  Specializing.  Box  316,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Practice  and  modern  equipment  eye,  ear,  nose  and  throat 
specialist.  Write  J.  Wesley  Munro,  1244  West  Onondaga 
Street,  Syracuse,  New  York 


POSITION  OPEN 


Resident-Small  General  Hospital-Medicine  and  Surgery- 
Brooklyn,  N.  Y.  Box  317,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Short  Wave  Diathermy,  with  Arms  and  accessories  in 
perfect  condition.  Recent  model,  mahogany  cabinet. 
Write  Box  320,  N.  Y.  St.  Jr.  Med.,  or  Phone  GR.  3-0630. 


SITUATION  WANTED 


Pediatrician — age  29;  Veteran;  Married;  Board  Eligible; 
available  now;  will  consider  location,  association,  partner- 
ship, group  or  clinic.  Box  322,  N.  Y.  St.  Jr.  Med. 


GLEN  COVE,  L.  I.  ESTATE  LIQUIDATING 


Unusual  Opportunity  for  doctors,  106  Highland  Road, 
available  for  combined  residence  and  office  use.  Convenient 
to  churches,  schools,  shopping  and  transportation.  2l/i 
story  dwelling,  10  rooms,  3 baths.  Lavatory,  large  open  and 
enclosed  porches,  oil  burner,  all  improvements,  detached  2 
ear  garage.  Modern  and  excellent  condition.  Plot  121.4  X 
263  ft.  Flower  gardens,  beautifully  landscaped.  Inspection 
daily  including  Saturday  and  Sunday  1 PM  to  6 PM. 


New  York  City — 206  East  15th  St,,  7 room  doctor’s  office 
— apartment.  Doctor  retiring  after  25  years  practice  in 

present  location.  Will  also  sell  building.  Algonquin  4-4378. 


WANTED 


Young  Physician  wanted;  full  time.  With  eventual  part- 
nership. $10,000  yearly  to  start.  Box  319,  N.  Y.  St.  Jr. 
Med. 


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  "hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  10%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway,  N.  Y.  7,  BA  7-3984 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time 

. .$1.35 

3 Consecutive  times . 

. . 1.20 

6 Consecutive  times. 

. . 1.00 

12  Consecutive  times. 

. .00 

24  Consecutive  times. 

. .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Expert  Medical  Photos  2 for  *5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  record?  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


MEDICAL  practice,  long-established  office,  equipment  for 
sale;  complete  set-up,  including  records.  Physician  died 
suddenly.  Excellent  location  Bronx  UN  3-0112. 


WANTED 


Established  General  Practice  to  take  over.  Town,  small  city 
N.  Y.  State.  Gross  approx.  $15,000  or  over.  Hospital  facilities 
with  staff  appointment  preferred.  Box  318,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Boro  Park,  Brooklyn.  Deceased  doctors  home  and  office. 
29  years  practice.  Modern,  spacious,  choice  location.  R. 
Hirsch  217  Bdway  N.  Y.  C.  Cortland  7-4557 


FOR  RENT 


Rego  Park — Rent  Corner  House  for  professional  purposes 
^--unfurnished — 2 blocks  subway;  20  minutes  New  York. 
BUckminster  2-0388. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 
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Announcing  the  new  S.K.F.  Inhaler! 


BENZEDREX  INHALER 


So  much  better  that 

we  have  discontinued  'Benzedrine’  Inhaler 


BENZEDREX’  INHALER  is  such  a major  improvement  that  we  are  actu- 
ally withdrawing  'Benzedrine’  Inhaler  from  the  market. 

The  active  ingredient  of  BENZEDREX  INHALER  is  l-cyclohexyl-2-methyl- 
aminopropane,  a new  S.K.F.  compound.  It  has  exactly  the  same  agree- 
able odor  as  Benzedrine*,  gives  even  more  effective  and  prolonged 
shrinkage,  and  does  NOT  produce  excitation  or  wakefulness. 

We  are  sure  you  will  find  that  BENZEDREX  INHALER  is  the  best  volatile 
vasoconstrictor  you  have  ever  used. 

Smith,  Kline  & French  Laboratories.  Philadelphia 


**Benzedrine’  (racemic 
amphetamine,  S.K.F.) 
and  'Benzedrex’ 

T.M.  Reg.  U.S.  Pat.  Off. 

Each  Benzedrex  inhaler 

is  packed  with  1-cyclohexyl- 
2-methylaminopropane,  S.K.F., 
2 50  mg.;  and  aromatics. 
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truly  palatable 
highly  concentrated 
Choline 
Preparation 


/- 


m 
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Solution  Choline  Gluconate- 
C.S.C.  represents  a significant 
advance  in  choline  therapy.  Its 
citrus  orange  flavor  is  unusually 
delightful,  making  it  acceptable 
even  over  the  prolonged  periods 
required  in  the  treatment  of  many 
hepatic  disorders.  This  prepara- 
tion, which  replaces  Syrup  Choline 
Bicar bonate-C.S.C.,  contains 
62.5%  choline  gluconate  or  the 
equivalent  of  25%  choline  base, 
the  highest  choline  content  of  any 


choline  solution  available  today. 
Furthermore,  its  low  cost  to  the 
patient  in  terms  of  choline  content, 
makes  it  outstandingly  economical. 

Solution  Choline  Gluconate- 
C.S.C.  is  indicated  in  the  treat- 
ment of  all  hepatic,  precirrhotic, 
and  cirrhotic  conditions  in  which 
choline  is  of  value.  It  is  best  taken 
diluted  with  a half  glass  of  water. 

Now  available  on  prescription 
at  all  pharmacies  in  one  pint 
bottles. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42ND  ST.,  NEW  YORK  17,  N.  Y. 
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CHOLINE  GLUCONATE 


a ‘step-down  transformer’  for  the 

management  of  hypertension 


An  increased  dose  of  chemically  standardized,  physiologically  active 
veratrum  viride  distinguishes  the  new  RAY-TROTE  IMPROVER 
CAPSULES  ...  by  Raymer.  Three  effective  vasodilators — nitro- 
glycerin, sodium  nitrite,  and  veratrum  viride — are  combined  in  the 
green  capsule.  A mildly  sedative  dose  of  phenobarbital  in  the 
formula  helps  to  maintain  lowered  blood  pressure  levels.  Based  on 
a formula  used  by  physicians  for  nearly  a quarter  of  a century  . . . 
now  made  even  more  effective.  Prescribe  it  in  your  next  case 
of  hypertension. 

^Formula:  Phenobarbital  . . . J4  grain;  Sodium  Nitrite  . . . grain;  Nitroglycerin 
. . . 1/250  grain;  Potassium  Nitrate  ...  1 grain;  with  equivalent  of  Veratrum 
Viride  Tincture  (containing  0.1%  alkaloids)  ...  4 minims;  Crataegus  Fluid- 
extract  ...  1 minim. 

*Also  available  . . . for  the  hypertensive  patient  with  capillary 
fault  . . . RAY-TROTE  WITH  RUTIN  . . . representing  the  same 
formula  with  20  mgm.  rutin  added.  Supplied  in  two  tone  (green 
and  yellow)  capsule. 

Sample  and  literature  sent  on  request. 

Available  at  all  pharmacies  on  prescription. 

PHARMACAL  COMPANY  - PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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R.  J.  Reynolds  Tobacco  Company,  Winston- Salem,  N.  C. 


Aeeortliny  to  « Nationwide  survey: 

More  Doctors  Smoke  Camels 

than  any  other  ciyarette 

Doctors  smoke  for  pleasure,  too!  And  when  three  leading  independent  research  organiza- 
tions asked  1 1 3,597  doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel ! 
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SPECIFIC  DESENSITIZATION  is  the  aim  in 


Ragweed  Pollinosis.. 


The  antihistaminic  drugs  “do  not 
replace  the  more  lasting  benefit 
obtainable  by  successful  specific 
desensitization.” 

Feinberg,  S.  M.:  Postgrad.  Med.  3:  92  (1948). 

"Apparently,  desensitization  treatment  is  still  the  method 
of  choice,  and  the  antihistaminic  drugs  cannot  be  con- 
sidered as  substitutes." 

Levin,  L.;  Kelly,  J.  F.,  and  Schwartz, 
New  York  State  J.  Med.  48:  1474  (1948). 

The  antihistaminic  drugs  “are  valuable  additions  to  our 
armamentarium,  but  do  not . . . supplant  the  specific  de- 
sensitizing injections."  , . „ . ... 

Brown,  G.  T.:  M.  Ann.  District  of 
Columbia  16:675(1947). 

Pollen  desensitization  “still  remains 
the  treatment  of  choice  in  hay  fever.' 

Rosen,  F.  1.:  i.  M.  So< 

New  Jersey  45:  390  (1948) 


DIAGNOSTIC  AND  TREATMENT  SETS 

State  Pollen  Diagnostic  Sets  ($7.50):  Dry  pollen 
allergens  selected  according  to  state;  1 viol  house- 
dust  allergen.  Material  for  30  tests  in  each  vial. 

Stock  Treatment  Sets  ($7.50):  Each  consisting  of 
a series  of  dilutions  of  pollen  extracts  for  hypo- 
sensitization, with  accompanying  dosage  schedule 
Single  pollens  or  a choice  of  21  different  mixtures. 
Five  3-cc.  viols  in  each  set— 1:10,000,  1:5,000, 
1:1,000,  1:500,  and  MOO  concentrations. 

Special  Mixture  Treatment  Sets  ($10.00) 

Mixtures  of  pollen  extracts  specially  prepored  accord- 
ing to  the  patient's  individual  sensitivities.  Ten  days' 
processing  time  required. 

Arlington  offers  a full  line  of  potent,  carefully  pre- 
pared, and  properly  preserved  allergenic  extracts 
for  diagnosis  and  treatment— pollens,  foods,  epi- 
dermals,  fungi,  and  incidentals. 

Literature  to  physicians  on  request. 

THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1,  NIW  YORK 
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brand  of  dehydrocholic  add 


Decholm  (brand  of  dehydrocholic  acid)  Tablets  of  354  grains,  in  bottles  of  25,  100,  500 
and  1000. 

Decholm  Sodium  (brand  of  sodium  dehydrocholate)  20%  solution,  in  ampuls  of 
3 cc.,  5 cc.  and  10  cc.,  boxes  of  3 and  20. 

1.  Best,  R.  R.:  Ann.  Surg.  128:  348  (Sept.)  1948. 
DECHOUN  and  DECHOLIN  SODIUM:  Trademarks  registered  in  U.  S.  and  Canada. 


AMES  COMPANY,  INC. 

ELKHART,  INDIANA 


Decholin 


preoperatively-  Decholin 

brand  of  dehydrocholic  acid  stimulates  an  abundant  flow  of  thin  bile,  helping  to 
“clear  the  arena”  for  surgery  by  the  removal  of  inspissated  bile,  mucus,  small 
stones  and  other  accumulations  from  the  choledochus.  This  powerful  hydro- 
choleretic action  also  produces  functional  distension  of  the  gallbladder  and  ducts, 
aiding  in  identification  and  surgical  procedure. 

postoperative^  Decholin 

provides  an  effective  means  of  flushing  out  the  biliary  tract.  Used  together  with 
antispasmodics  such  as  atropine  and  nitroglycerin,  Decholin  helps  to  remove 
blood  clots,  residual  debris  and  hidden,  small  calculi.  This  method,  recently  re- 
emphasized by  Best,1  is  useful  with  or  without  T tube  drainage.  In  reflex  biliary 
stasis,  Decholin  serves  to  prompt  an  adequate  secretion  of  bile. 

For  more  rapid  and  intense  hydrocholeresis,  Decholin  Sodium,  brand  of  sodium 
dehydrocholate,  is  given  intravenously,  followed  by  a course  of  Decholin  tablets. 


sequence  in 
biliary  tract 
surgery 
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in  psychosomatic 
and 

menopausal  cases 


Bellergal®  gives  excellent  results  in  relieving  the  functional  disturb- 
ances of  anxiety  states,  and  in  gastric  and  cardiovascular  neuroses. 

For  treatment  of  that  part  of  the  psychosomatic  disorder  which  in- 
volves dysfunction  of  both  the  autonomic  and  central  nervous  systems, 
BELLERGAL  contains  the  most  effective  combination  of  drugs. 
ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  Sympathetic  inhibition  with  ergotamine  tartrate. 

2.  Parasympathetic  inhibition  with  Bellafoline. 

3.  Central  sedation  with  phenobarbital. 

Bellergal  & 


iSANDOZ  PHARMACEUTICALS 

Elegance  • Perfection  I Dii’iston  oj  Sandoi  Chemical  Works,  Inc 

> NEW  YORK  14,  N.  Y. . CHICACO  6,  ILL.  • SAN  FRANCISCO  8,  CAL. 
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DIODR AST 

CONCENTRATED  SOLUTION  70% 


AMPULS  OF  50  cc. 


The  four  cardiac  chambers,  the  pulmonary  blood  vessels,  and 
the  thoracic  aorta  may  be  rendered  sufficiently  opaque  for  good 
roentgen  visualization  by  the  Robb-Steinberg  method. 


Angiocardiography  is  of  particular  importance  in  the  differ- 
ential diagnosis  of  congenital  heart  disease,  chronic  pericarditis, 
aneurysm,  arteriovenous  fistulas  near  the  heart,  and  mediastinal  dis- 
ease. Only  one  radiopaque  agent  is  recommended  for  this  purpose: 


New  York  13,  n.  Y.  W/Nosoa,  Qnt. 


DfODRAST,  trademark  refl.  U.  $.  & Canada,  brand  of  «odopyrac«t. 
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for  the  successful  treatment^of 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILIIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROV/'S  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 

DOME  CHEMICALS  INC. 

Makers  of  the  Soothing,  Modernized  Form  of  Bur ow'i  Solution 
DOMEBORO  —Tablet*  • Powder  • Packet*  • Ointment 


Daialan  is  our  trademark  ror  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  » 

Dome  paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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Now  Council-Accepted 

MANDELAMINE 


REG.  U.  S.  PAT.  OFF. 


BRAND  OF  METHEN  AMINE  MANDELATE 


Urinary  Antiseptic 


OUTSTANDING 

FEATURES 


1 Has  wide  antibacterial  range 

2 No  supplementary  acidification  re- 
quired (except  where  urea-split- 
ting  organisms  occur) 

Little  likelihood  of  drug-fastness 
1 Is  exceptionally  well  tolerated 
5 Requires  no  dietary  or  fluid 
regulation 

(£  Simplicity  of  regimen  - - 3 or  4 
tablets  t.i.d. 

SUPPLIED. 

Enteric-coated  tablets  of  0.25  Gm. 
(3%  grains)  each,  bottles  of  120, 
500,  and  1,000. 


N E P E RA  CHEMICAL  CO.,  INC. 
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A REALLY  DELICIOUS  STOUT 

• ••WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  & Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 

- » - • - -■ 
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The  ‘Beminal’  family  provides  a choice  of  five  distinctive  forms  and  potencies  for  the 
effective  treatment  of  vitamin  ‘B’  deficiencies.  Each  is  designed  to  fill  a particular  need. 


1.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  Capsule  No.  821  is  suggested 

for  the  treatment  of  iron  deficiency  anemias,  certain  macrocytic 
anemias  and  as  adjunctive  therapy  in  pernicious  anemia. 

2.  'Beminal'  with  Iron  and  Liver  Capsule  No.  816  is  recommended  for  the  treat- 

ment of  the  various  types  of  iron  deficiency,  occurring  either  as 
frank  hypochromic  microcytic  anemia  or  as  the  less  pronounced 
anemia  of  nutritional  origin. 

3 • ‘Beminal’  Forte  with  Vitamin  C Capsule  No.  817  is  suggested  when  there  is 
severe  depletion  of  the  patient's  nutritional  stores  due  to  either 
prolonged  dietary  inadequacy  or  nutritive  failure  as  a result  of 
organic  disease. 

4-  ‘Beminal’ Forte  Injectable  (Dried)  No.  495  provides,  when  reconstituted,  a 

high  concentration  of  important  vitamin  B factors  for  intensive 
therapy. 

5-  ‘Beminal’  Tablets  No.  815  may  be  of  value  if  the  vitamin  B complex  defi- 

ciency is  mild  or  subdinical. 


Ayerst,  McKenna  8c  Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


‘Beminal’  for  ‘B’  therapy 
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$1,000,000.00 

has  been  salvaged  from  unpaid  medical 
bills  at  no  cost  to  our  clients. 

Send  this  ad  lor  details. 

CRANE  DISCOUNT  CORPORATION 

230  West  41  St.  New  York  1 8,  N.  Y. 
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Latest  Advance  in  Therapy  for 
Psoriasis  and  Neurodermatitis 


With  their  causes  as  yet  unknown, 
progress  in  the  successful  treatment  of 
psoriasis  and  neurodermatitis  has  been 
slow. 

A new  approach  to  the  problem,  which 
holds  considerable  promise,  has  been  ad- 
vanced by  Perlman1.  This  is  the  oral 
administration  of  undecylenic  acid, 
alone,  or  in  conjunction  with  conven- 
tional topical  medication. 

For  the  oral  administration,  a refined 
grade  of  undecylenic  acid  is  used.  This 
is  available  on  prescription  in  Declid 
Undecylenic  Acid  Capsules. 

Clinical  Results 

Preliminary  reports  on  clinical  usage, 
with  Declid  Capsules  alone,  show  defi- 
nite response  in  a majority  of  cases.  Of 
25  cases  described  so  far  in  published 
reports,  these  improvements  have  been 
noted  in  varying  degree: 

1.  Partial  or  complete  disappear- 
ance of  lesions. 

2.  Subsidence  of  itching. 

3.  The  probable  prevention  of  re- 
currence by  maintenance  dosage. 

Tolerability 

Declid  Undecylenic  Acid  Capsules 
have  been  administered  in  large  daily 
doses  over  long  periods  without  toxic 
symptoms  or  significant  side  reactions. 

Some  patients  report  a bitter  taste  in 
the  mouth,  mild  nausea,  or  belching. 
These  are  relieved  by  antacids.  Increased 
bowel  activity  is  sometimes  noted.  When 
justified,  reduced  dosage  or  temporary 
cessation  is  advised.  These  side  effects, 
in  most  cases,  do  not  reappear  when  full 
dosage  is  resumed. 

Dosage 

Uniform  or  immediate  response  should 
not  be  expected.  In  each  case,  the  dosage 


should  be  adjusted  to  the  individual 
patient's  response.  Higher  dosages  gen- 
erally have  been  found  to  show  propor- 
tionately greater  effect. 

The  capsules  may  be  taken  between 
meals,  after  eating,  or  with  food,  as  best 
tolerated  by  the  patient.  Suggested 
dosages: 

First  Week:  Four  Declid  Capsules  3 
times  daily.  This  dosage  may  be  con- 
tinued if  response  is  satisfactory. 

Second  Week:  Six  Declid  Capsules  3 
times  daily,  if  needed. 

After  Second  Week:  8 to  10  Declid 
Capsules  3 times  daily  if  needed,  and 
continued  until  complete  disappearance 
of  lesions. 

Tolerability  is  enhanced  by  taking 
capsules  with  a carbonated  beverage. 

Adjunctive  Therapy 
In  Psoriasis 

When  response  to  undecylenic  acid 
therapy  is  slow,  the  conventional  psori- 
asis treatments  can  be  useful  adjuncts. 
Low  fat  diets  and  topical  applications 
may  accelerate  the  effects  of  Declid. 

Contraindications 

Oral  therapy  with  Declid  Undecylenic 
Acid  is  new.  Much  is  still  unknown 
about  its  effect  on  metabolism.  It  should 
not  be  given  to  debilitated,  diabetic  or 
hypertensive  patients,  or  those  with  cor- 
onary or  gall  bladder  symptoms. 

Declid  Undecylenic  Acid  Capsules  are 
to  be  dispensed  only  by  or  on  the  pre- 
scription of  a physician.  Supplied  in 
Bottles  of  100  or  1.000  Capsules,  0.44 
gram  each.  Complete  literature  on 
request. 

REFERENCE 

I.  Perlman,  H.  //..  Undecylenic  Acid  Given 
Orally  in  Psoriasis  and  Neurodermatitis, 

J. A.M.A.  139:444  (Feb.  12)  1949. 


DECYL  PHARMACAL  CO.  • DISTRIBUTORS  • PRINCETON,  N.  J. 

DECLID  UNDECYLENIC  ACID 


Meet  Scotland’s 
Favourite  Son 


INDEX  TO  ADVERTISERS 


And  it  goes  without  say- 
ing that  in  Scotch  whisky 
. . . that  favourite  son  is 
Johnnie  Walker!  Just  sa- 
vour its  glowing  richness  of 
body  and  flavour  . . . and 
you’ll  see  why. 

Johnnie 

Walker 

Born  1820,  still  going 
strong.  Blended  Scotch 
Whisky  . . . Red  Label  . . . 
Black  Label  . . . both  86.8 
proof.  Canada  Dry  Ginger 
Ale,  Inc.,NewYork,  N.Y., 
Sole  Importer. 
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Canada  Dry  Ginger  Ale,  Inc 1884 

Carstairs  Bros.  Distilling  Co 1887 
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Coca  Cola  Company 1982 

Commercial  Solvents  Corporation 1871 
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Denver  Chemical  Mfg.  Company 1890 

Dome  Chemicals  Inc 1878 


Eaton  Laboratories,  Inc. 


1899 


Falkirk  in  the  Ramapos. . . 
C.  B.  Fleet  Company,  Inc. 
Flint,  Eaton  & Co 


1980 

1894 

1890 


Halcyon  Rest 
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Holbrook  Manor 
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Lakeside  Laboratories,  Inc 

Lanteen  Medical  Laboratories,  Inc. 

Eli  Lilly  & Company 

Louden-Knickerbocker  Hall 
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1980 


M & R Dietetic  Laboratories 

Mandl  School 

S.  E.  Massengill  Company. . . 
Mead  Johnson  & Company.. 
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Wm.  S.  Merrell  Company 
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Sandoz  Chemical  Works,  Inc. 
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Untreated  menopause.  Epithelial 
cells  are  relatively  small,  large  nuclei 
predominate;  bacteria,  leukocytes, 
free-floating  nuclei  and  other 
debris  cloud  the  smear  picture. 


2 & 3 


Smears 
showing 
progressive 
improvement 
during  estrogen  treatment. 
The  picture  is  beginning 
to  clear.  The  cells  are  enlarging 
and  becoming  more  discrete. 


4 Smear  showing  effects  of  full 
estrogen  replacement.  The 
smear  is  clean  and  free  of 
leukocytes  indicating  restoration 
of  a normal  vaginal  epithelium. 


CONESTRON® 

ESTROGENIC 

SUBSTANCES 

WATER-SOLUBLE 

CONJUGATED 

ESTROGENS 

( EQUINE ) 


For  action  with  little  or  no  side  action  in  control  of  meno- 
pause and  certain  other  ovarian  disorders. 

CONESTRON,  a complex  of  estrone,  estradiol,  equilin, 
equilenin  and  hippulin  in  the  physiological  conjugate 
obtained  from  the  pregnant  mare,  supplies  estrogens  from 
natural  sources,  in  the  original,  orally  active  form. 

Conestron  therapy  produces  a sense  of  well-being  and 
is  almost  completely  devoid  of  side  reactions.  Given  in 
small,  frequent,  oral  doses,  Conestron  permits  uniform  rate 
of  absorption  and  maintains  an  effective  level  of  blood 
estrogens. 

Tablets  of  0.625  and  1.25  mg.,  expressed  as  estrone 
sulfate.  Bottles  of  100  and  1000. 


WYETH  INCORPORATED,  PHILADELPHIA  3,  PA 
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WHEN  YOU  NEED  A GOOD  SUPPORT 

FOR  REDUCIBLE  HERNIA  — may  we  suggest  the  advantages  of 

“custom-made”  Protection,  designed  to  meet  the  described  needs  of  each  particular  case?  Physi- 
cians, who  know  from  experience,  can  tell  you  that  Rice  “custom-made”  Supports  for  reducible 
HERNIA  are  truly  different  and  that  our  methods  are  dependable.  With  dozens  of  different 
styles,  shapes  and  types  of  pads  at  our  disposal  and  with  a full  realization  of  our  responsibility  to 
those  who  put  their  faith  in  us  — we  respectfully  offer  our  services  for  your  approval.  Descrip- 
tive literature  and  measurement  charts  on  request, 

WILLIAM  S.  RICE,  Inc.,  (Lock  Box  101),  ADAMS,  NEW  YORK 

BRANCH  SUPPLY  AND  FITTING  OFFICES 

BUFFALO,  N.  Y.— ROCHESTER,  N.  Y.— PITTSBURGH,  PA. 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminet  (Ernst  Bischoff  Cpmpany) 1901 

Antuitrin  “S”  (Parke,  Davis  & Company) 1893 

Aspergum  (White  Laboratories,  Inc.) 1909 

B12  Concentrate  Armour  (Armour  & Company)  1898 

Bellergal  (Sandoz  Chemical  Works) 1876 

Beminal  (Ayerst,  McKenna  & Harrison,  Ltd.).  . 1881 

Choline  (Flint,  Eaton  & Company) 1890 

Choline  Gluconate  (Commercial  Solvents  Corp.)  1871 

Cobione  (Merck  & Company) 1977 

Conestron  (Wyeth  Incorporated) 1885 

Daxalan-Dome  Paste  (Dome  Chemicals,  Inc.).  . 1878 

Decalbion-C  (S.  E.  Massengill  Co.) 1896 

Decapryn  Succinate  (Wm.  S.  Merrell  Co.) 1891 

Decholin  (Ames  Company,  Inc.) 1875 

Declid  Undecylenic  Acid  (Decyl  Pharmacal  Co.)  1883 

Diodrast  70%  (Winthrop-Stearns,  Inc.) 1877 

Donnatol  (A.  H.  Robins  Co.) Between  1886-1887 

Entozyme  (A.  H.  Robins  Co.) 1897 

Estivin  (Schieffelin  & Co.) 1978 

Furacin  (Eaton  Laboratories,  Inc.) 1899 

Galatest  (Denver  Chemical  Co.) 1890 

Histadyl  (Eli  Lilly  & Company) 1902 

Lanteen  Jelly  (Lanteen  Medical  Laboratories, 

Inc.) 1895 

Liafon  (E.  R.  Squibb  & Sons) 1973 

Luasmin  (Brewer  & Company,  Inc.) 1967 

Mandelamine  (Nepera  Chemical  Co.,  Inc.).  . . . 1879 

Mercuhydrin  (Lakeside  Laboratories,  Inc.).  . . . 1910 

Nitranitol  (Wm.  S.  Merrell  Co.) 2nd  Cover 

Nucarpon  (Standard  Pharmaceutical  Co.) 1978 

Phospho-Soda  (C.  B.  Fleet  Company) 1894 

Pollen  Sets  (Arlington  Chemical  Co.) 1874 

Pyribenzamine  (Ciba  Pharmaceutical  Products, 

Inc.) 3rd  Cover 

Pyridium  (Merck  & Company) 1889 

Ramses  (Julius  Schmid,  Inc.) 1971 


Ray-Trote  (Raymer  Pharmacal  Co.) 1872 

Thum  (Num  Specialty  Company) 1882 

Vi-Syneral  (U.  S.  Vitamin  Corp.) 1975 


Dietary  Foods 


Lactogen  (The  Nestle  Company) 1900 

Mackeson’s  Milk  Stout  (Whitbread  & Co.).  . . . 1880 

Pabena  (Mead  Johnson  & Co.) 4th  Cover 

Pablum  (Mead  Johnson  & Co.) 4th  Cover 

Similac  (M  & R Dietetic  Labs.) 1969 


Medical  and  Surgical  Equipment 


Artificial  Limbs  (J.  E.  Hanger  Inc.) 1979 

Hydrogalvanic  Units  (Teca  Co.) 1979 

Orthopedic  Shoes  (Pediforme  Shoe  Co.) 1979 

Supports  (S.  H.  Camp  & Co.) 1888 

Supports  (Wm.  S.  Rice,  Inc.) 1886 


Miscellaneous 


Brioschi  (G.  Ceribelli  & Co.) 1979 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 1873 

Coca  Cola  (Coca  Cola  Company) 1982 

Spring  Water  (Saratoga  Springs  Authority).  . . . 1892 

Johnnie  Walker  Whiskey  (Canada  Dry  Ginger 

Ale,  Inc.) 1884 

Whiskey  (Carstairs  Bros.  Distilling  Co.) 1887 
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Why  Many  Physicians  Write  It 

oybsiairs 

when  whiskey  is  indicated 


MORE  and  more  well-informed  physicians 
are  recommending  light  blended  whiskey 
to  their  patients  when  whiskey  is  medically 
indicated.  Reason: 

Neutral  spirit  blends  contain  few  congeners, 
such  as  fusel  oil,  tannins,  aldehydes,  esters, 
furfurals,  acids,  etc.  That  means  they’re 
not  only  light  but  mild,  too.  What’s  more, 
they’re  usually  around  only  86  proof 
(43%  alcohol  by  volume). 

One  of  America’s  leading  whiskies  of  this  type 
is  Carstairs  White  Seal.  It  is  blended  with  care 
...  by  expert  distillers  devoted  to  the 
highest  quality  standards.  Their  insistence 
on  perfection  has  made  Carstairs  famous  as 
the  Perfectly  Balanced  Blend. 

Whenever  whiskey  is  indicated,  may  we  suggest 
that  you  recommend  that  superb  blend  — Carstairs 
White  Seal  — to  the  patients  in  your  care? 

The  ^ Man  who  Cares  says 


tkaWax  k'L  <&r* 


CARSTAIRS 


CARSTAIRS  White  Seal 

Blended  Whiskey 


i 


I 

I 

I 

I 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on 
the  difference  between  whiskies  of  various  types.  For  your  free  copy,  write: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Avenue,  New  York,  N.  Y. 


I I 

CARSTAIRS  BROS.  DISTILLING  CO.,  INC.,  BALTIMORE,  MD.  BLENDED  WHISKEY  86.0  PROOF,  72%  GRAIN  NEUTRAL  SPIRITS 


c/yyvp 

for  POSTOPERATIVE 
and  POSTPARTUM 

NEEDS 

Basic  design  and  the  unique  sys- 
tem of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


otiuthoajcd  Service 

CAA\P 

A ■ 

Scientific  SUPP°^3 


S.  H.  CAMP  and  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


1889 


Patient 


under  Treatment 

for  Urinary  Tract  Infection 


MEANTIME  ENJOYS 

from  distressing 
SYMPTOMS 


Prompt  and  effective  relief  from  distressing 
symptoms  of  urinary  tract  infection  such  as 
urinary  frequency,  and  pain  and  burning  on 
urination,  can  be  achieved  in  a high  per- 
centage of  patients  through  the  action  of 
orally  administered  Pyridium. 

With  this  safe,  easily  administered  urinary 
analgesic,  physicians  can  provide  their  pa- 
tients with  almost  immediate  relief  from 


symptoms  during  the  time  that  specific  ther- 
apeutic measures  are  directed  toward  cor- 
recting the  pathologic  condition. 

Pyridium  is  virtually  nontoxic  in  thera- 
peutic dosage  and  can  be  administered  con- 
comitantly with  streptomycin,  penicillin,  the 
sulfonamides,  or  other  specific  therapy. 

The  complete  story  of  Pyridium  and  its 
clinical  uses  is  available  on  request. 


PYRIDIUM* 

(Brand  of  Phenylazo-diamino-pyridine  UC1) 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

, In  Canada:  MERCK  & CO.  Limited  Montreal,  Que. 


Pyridium  is  the  trade-mark  of 
the  Pyridium  Corporation  for 
its  Srand  of  Phenylazo- 
diamino-pyridine  HCI.  Merck 
& Co.,  Inc.,  sole  distributors 
in  the  United  States. 


A Pleasant  Way  to 
Prescribe  Choline 


“Syrup  CHOLINE  (Flint)” 

Representing  Choline  Dihydrogen 
Citrate  25%W/V 

Only  within  the  present  decade  has 
choline  assumed  its  important  position 
as  a vital  part  of  the  dietary  treatment 
of  hepatic  dysfunction. 


SPOT 

TESTS 


NO  TEST  TUBES  • NO  MEASURING 
NO  BOILING 

Diabetics  welcome  “Spot  Tests”  (ready  to 
use  dry  reagents),  because  of  the  ease  and 
simplicity  in  using.  No  test  tubes,  no  boil- 
ing, no  measuring;  just  a little  powder, 
little  urine — color  reaction  occurs  at  once 
sugar  or  acetone  is  preseent. 

Qatatedt 

FOR  DETECTION  OF  SUGAR  IN  THE  URINE 

Acetone,  ^Jedt  (DENCO) 

FOR  DETECTION  OF  ACETONE  IN  THE  URINE 

SAME  SIMPLE  TECHNIQUE  FOR  BOTH 


Palatable  Syrup  Choline  Dihydrogen  Citrate 
(Flint)  may  be  used  as  a supplement  to  other 
therapeutic  measures  in  the  treatment  of 
chronic  liver  involvement  in  diabetes,  in 
malnutrition,  in  poisoning  by  hepatoxic 
agents,  in  various  infectious  processes  and 
in  cirrhosis. 

“Syrup  Choline  (Flint)”  containing 
1 gram  Choline  Dihydrogen  Citrate  in 
each  4 cc.  is  supplied  in  pint  and 
gallon  bottles. 


2.  A LITTLE  URINE 


COLOR  REACTION  IMMEDIATELY 

A carrying  case  containing  one  vial  of 
Acetone  Test  (Denco)  and  one  vial  of 
Galatest  is  now  available.  This  is  very 
convenient  for  the  medical  bag  or  for  the 
diabetic  patient.  The  case  also  contains 
a medical  dropper  and  a Galatest  color 
chart.  This  handy  kit  or  refills  of  Acetone 
Test  (Denco)  and  Galatest  are  obtainable 
at  all  prescription  pharmacies  and  surgi- 
cal supply  houses. 


A COUNCIL- ACCEPTED  CHOLINE 
PRODUCT 


For  your  copy  of  “The  Present 
Status  of  Choline  Therapy  in 
Liver  Dysfunction” — write: 


Accepted,  for  advertising  in  the  Journal  of  the  A.M.A. 
WRITE  FOR  DESCRIPTIVE  LITERATURE 


'Xtcefone  i denco) ...(8a/a/ed/ 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 


THE  DENVER  CHEMICAL  MFG.  COMPANY 

163  Varick  Street,  New 'York  II,  N.Y. 


ioyi 


A good  night’s  rest 
A good  day’s  work 


Allergic  patients  get  both,  with 
just  4 small  doses 

Comfort  'round-the-clock  for  your  allergy 
patients  . . . Decapryn  provides  long-lasting  relief 
with  low  milligram  dosage. 

“Symptoms  were  relieved  from  4 to  24  hours  after 
the  administration  of  a single  dose  of 
Decapryn — 

“It  was  found  that  12.5  mg.  could  be  given  during 
the  day  with  comparatively  few  side  reactions  and 
yet  maintain  good  clinical  results — "2 

prescribe 

Decapryn  succinate 

Brand  of  Doxylamine  Succinate 


THE  LONG-LASTING  LOW-DOSAGE  ANTIHISTAMINE 

12.5  mg.  tablets,  P.  R.  N.  Also  available  in  pleasant  tasting  syrup  especially 
designed  for  children.  16.25  mg.  per  5 cc)  and  25  mg.  tablets. 


Merrell 


1828 


CINCINNATI 


1.  Sheldon,  J.  M.  et  ah  Univ.  Mich.  Hosp.  Bull.  14:13-15  11948).  2.  MacQuiddy,  E.  L:  Neb.  Slate  M.  J.  34:123  11949). 
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Findings 
from  the 
Saratoga  Spa 
records* 


CORONARY  DISEASE 


One  hundred  seven  coronary  cases  were 
recently  studied.  Of  this  group  33  were 
females,  74  males,  the  latter  being  chiefly 
from  executive  and  professional  walks  of 
life.  Not  a few  were  physicians.  The  aver- 
age age  was  61,  the  range  being  40  to  80 
years.  The  average  duration  of  symptoms 
was  three  years,  the  limits  being  one 
month  to  10  years.  In  32  there  was  a def- 
inite history  of  coronary  occlusion. 
Twenty-seven  had  a history  of  pre-existing 
high  blood  pressure,  eight  of  low  pressure. 

Classified  according  to  the  American 
Heart  Association  44  were  in  Class  IIA 
(activity  slightly  limited)  and  63  in  Class 
IIB  (activity  greatly  limited). 

Before  beginning  a regime  each  patient 
was  subjected  to  a thorough  physical  ex- 


amination together  with  all  indicated  lab- 
oratory procedures.  The  average  of  the 
initial  blood  pressure  readings  made  at 
this  time  was  168-95.  The  final  average 
figure  arrived  at  was  140-81,  a difference 
of  28  mm.  of  mercury  in  the  systolic  and 
14  in  the  diastolic  reading.  These  read- 
ings were  made  after  a rest  period  to  ob- 
viate the  influence  of  any  recent  activity. 

Symptomatic  Change  According  to  Age  Groups 


No. 

Im 

provement 

Age  group 

Cases 

Moderate 

Marked 

None 

40-50  . 

. 11 

10 

0 

1 

50-60  . 

. 41 

32 

5 

4 

60-70  . 

. 34 

22 

8 

4 

70-80  . 

. 18 

16 

0 

2 

80-  . 

. 3 

3 

0 

0 

107 

83 

13 

11 

* As  reprinted  from  the  New  York  State  Journal  of  Medicine , 35:  715,  (July  15)  1935 


Physician,  Give  Heed  to  Thine  Own  Health" 

Many  physicians  have  come  to  the  Spa  for  the  same 
kind  of  treatments  that  have  helped  their  patients 
here.  After  a restorative  "cure”  at  the  Spa,  you,  too, 
will  return  to  your  practice — refreshed — revitalized — 
ready  for  the  busy  days  that  lie  ahead. 

For  professional  publications  of  the  Spa,  and  phy- 
sician’s sample  carton  of  bottled  waters  with  their 
analyses,  write  W.  S.  McClellan,  M.D.,  Medical  Di- 
rector, Saratoga  Spa,  155  Saratoga  Springs,  New  York. 

Listed  by  the  Committee  on  American  Health 
Resorts  of  the  American  Medical  Association 


THE  EMPIRE  STATE'S  CONTRIBUTION  TO  THE  MEDICAL  PROFESSION 


hasten  jkclinical  progress  with 

An1 


TUITRIN  S 

(CHORIONIC  CONADOTROPIN,  PARKEDAVIS) 


ANTUITRIN  "S”  is  now  supplied  as  a stable,  dry  powder 
which  retains  its  potency  indefinitely.  The  injectable 
solution  is  prepared  by  addition  of  sterile  diluent  fur- 
nished in  10-cc.  ampoules.  Kept  refrigerated,  the  pre- 
pared solution  is  active  for  three  months  thereafter. 


NTUITRIN  “S” 


ANTUITRIN  “S”  effectively  induces  descent  of  the  testes  in  a significant 
proportion  of  patients  with  cryptorchidism.  Failure  of  descent  with 
hormonal  therapy  usually  indicates  anatomical  obstruction  requiring 
surgery.  Adequate  pre-  and  post-operative  courses  of  ANTUITRIN  "S” 
facilitate  the  procedure  and  consolidate  the  results; 


In  a number  of  clinical  entities,  in  both  male  and  fe- 
male, related  to  anterior  pituitary  deficiency,  clinical 
progress  is  hastened  by  utilizing  the  luteinizing  and 
interstitial-cell  stimulating  effect  of  ANTUITRIN  “S”, 
chorionic  gonadotropin  derived  from  pregnancy  urine. 

AnTUITRIN  “S” 


Adiposogenital  pituitarism  (Frohlich’s  syndrome),  genital  hypoplasia, 
obesity,  and  other  signs  respond  well  to  the  gonad-maturing  action  of 
ANTUITRIN  "S’’. 


Administration  of  ANTUITRIN  “S”  frequently  controls  functional  uter- 
ine bleeding  and  corrects  amenorrhea,  particularly  in  younger  pa- 
tients, when  disordered  or  deficient  pituitary-gonad  function  is  the 
etiologic  factor. 


PACKAGING:  ANTUITRIN  “S”  is  supplied  in  dry  form  in  a 10-cc.  Steri-Vial®  containing  5000 
International  Units.  Each  package  includes  a 10-cc.  ampoule  of  diluent  for  conven- 
ience in  making  solution. 


for  choice  of 
a laxative 


Phospho-  TYPE  OF 
action 

^ Prompt  action 
Thorough  action 
) / Gentle  action 

SIDE 

EFFECTS 

Free  from 
Mucosal  Irritation 

Absence  of  Con- 
stipation Rebound 

^ No  Development 
of  Tolerance 

✓ Safe  from  Excessive 
Dehydration 

'S  No  Disturbance  of 
Absorption  of 
Nutritive  Elements 

^ Causes  no 

Pelvic  Congestion 

^ No  Patient 
Discomfort 

Nonhabituating 

^ Free  from 

Cumulative  Effects 

• 

ADMINIS- 

TRATION 

✓ Flexible  Dosage 
Uniform  Potency 
Pleasant  Taste 


Judicious  Laxation 


Phospho-Soda  'Fleet)*,  over  the  years, 
has  won  discriminating  preference 
by  thousands  of  physicians  . . . 
because  of  its  controlled  action  — 
its  freedom  from  undesirable  side 
effect  — and  its  ease  of  administration. 
Your  prescription  of  Phospho-Soda 
(Fleet)*  assures  effective  (and  safe) 
results.  Liberal  samples  on  request. 

C.  B.  FLEET  CO.  INC. 

LYNCHBURG,  VIRGINIA 

PHOSPHO-SODA'  and  FLEET 

are  registered  trade  marks  of  C.  B.  Fleet  Co.,  In 


l»HOS  IMIO -SO»A 

(FIEET)* 

I Phospho-Soda  (Fleet)*  is  a solution 

’ containing  in  each  100  cc.  sodium 

biphosphate  48  Gm.  and  sodium  phosphate  18  Gm. 


through  controlled  action 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 


BEHIND  THIS  DOOR 


...  is  the  man  who  merits  the  confidence 
of  millions  of  married  women  seeking 
advice  about  contraception.  For  the 
doctor  this  is  a grave  responsibility. 

The  finality  of  pregnancy  brooks  no  hit 
or  miss  preventive  measures.  When 
childbearing  is  contraindicated,  only  an 
effective  means  of  contraception  can  be 
Considered.  This  explains  the  widespread 
professional  acceptance  of  Lanteen 
contraceptive  products. 

The  diaphragm  and  jelly  method  of 
contraception,  which  comprises  the 
Lanteen  Technique,  is  accepted  by 
leading  authorities  as  one  of  the  safest 
and  most  effective  means  of  preventing 
conception.  The  Lanteen  Diaphragm, 
made  of  the  finest  rubber  and  watch 
spring  steel,  is  scientifically  designed  for 
complete  comfort  and  dependable 
protection.  Lanteen  Jelly,  containing 
hexylresorcinol,  has  been  proven 
spermatocidal  in  the  shortest  time  interval 
recorded  in  the  officially  recognized 
Becker  and  Gamble1  test.  Despite  this 
potent  sperm-destroying  action,  the  jelly 
is  actually  soothing  to  sensitive  membranes. 

Both  the  Lanteen  Diaphragm  and  Lanteen  Jelly  are  accepted  by  the 
Council  on  Physical  Medicine  and  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association,  respectively. 

Lanteen  Jelly  contains:  Ricinoleic  Acid,  0.50%;  Hexylresorcinol,  0.10%; 

Chlorothymol,  0.0077%;  Sodium  Benzoate  and  Glycerine  in  a Tragacanth  base. 

1.  Becker,  B.,  and  Gamble,  C.  J.:  The  Spermicidal  Times  of  Contraceptive  Jellies  and  Creams,  Human  Fertility,  11:111 
(Dec.)  1946. 

Write  for  literature  describing  the  Lanteen  Method  of  Contraception. 


The  Lanteen  Diaphragm  and  Lanteen  Jelly  are 
accepted  by  the  Council  on  Physical  Medicine 
and  the  Council  on  Pharmacy  and  Chemistry  ot 
the  American  Medical  Association,  respective!/. 
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ant  e e n 


ICAL  LABORATORIES, 

Chicago,  III. 


INC. 


189(5 


Each  Decalbion-C  capsule  provides: 
Dicalcium  Phosphate 

15  grs.  (0.975  Gm.) 
Vitamin  D,  Synthetic 

444  U.S.P.  Units 
Ferrous  Sulfate,  Dried 

Vi  gr.  (0.032  Gm.) 
Thiamine  Hydrochloride . . 3 mg. 

Riboflavin 3 mg. 

Nicotinamide  15  mg. 

Calcium  Ascorbate  25  mg. 

(Equivalent  to  20  mg.  of  ascorbic  acid) 
I 


Decalbion-C  is  the  practical  answer  to  the  newly  recog- 
nized greatly  increased  need  for  vitamin  C and  other 
nutrients  during  pregnancy  and  lactation.  It  provides  the 
very  vitamins  and  minerals  required  in  greater  amounts 
during  these  periods,  and  goes  far  in  assuring  adequacy 
of  intake.  Thus  its  routine  use  in  proper  dosage  (3  cap- 
sules 4 times  daily)  promotes  better  health  not  only  in  the 
expectant  and  nursing  mother,  but  also  in  the  newborn. 

Decalbion-C  is  also  of  excellent  value  to  satisfy  the 
vitamin  and  mineral  needs  of  children  and  of  conva- 
lescents. Available  through  all  pharmacies. 

THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


DECALBION-C 


nalffealth 


and 


thieve^ 


catty  soluble  outer  shell 
ns  pepsin ; enterically 
I core  contains 
iatin  and  bile  salts,  y 


Pli 


By  the  development  of  an  entirely  new  type  of  coated  tablet,  consisting 
of  a gastrically  soluble  outer  shell  containing  pepsin,  and  an 
enterically  coated  core  containing  pancreatin  and  bile  salts— Robins  (with  their 
new  product  Entozyme)  now  makes  it  possible  to  release  these  three 
important  digestants  in  fully  active  form  to  that  part  of  the 
gastrointestinal  tract  where  pH  conditions  for  optimum  activity  prevail. 
Clinical  research'  indicates  that  Entozyme's  greatest  field  of  usefulness  ij  in  chronic 
cholecystitis,  post-cholecystectomy  syndrome,  subtotal  gastrectomy,  infectious 
hepatitis,  pancreatitis  and  chronic  dyspepsia —where  its  unique  selective  therapy  restores 
more  nearly  physiological  conditions  in  the  gastrointestinal  tract.  It  is  also  highly 
effective  in  nausea,  anorexia,  belching,  flatulence  and  pyrosis.  In  peptic  ulcer 
patients,  too,  pancreatin-pepsin  therapy  has  produced  excellent  results.2 

Each  specially  constructed  tablet  contains  Pancreatin.  U.S.P.,  300  mg.; 
Pepsin,  N.F.,  250  mg.;  Bile  Salts,  150  mg. 

1 or  2 tablets  after  each  meal,  or  as  directed  by  physicion, 
without  crushing  or  chewing 

SUPPU  Bottles  of  25  and  1 00 


1.  McGavack,  T H and  Klotx,  S.  0..  Bull.  flower  Fifth  Av#.  Hosp.,  9:61,  1946. 
2.  Weissberg,  J.,  McGavack,  T H and  Boyd,  linn  J.:  Am.  J.  Digest.  Dis.,  15:332,  1946. 


A coined  word  to  describe  the  unique  mechanical  action  of  Entozyme  Tablet— whereby  pepsin  is 
released  only  in  the  stomach,  and  pancreatin  and  bile  salts  only  in  the  small  intestine. 


A.  H.  ROBINS  COMPANY,  INC.  • Richmond  so,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  187 8 


ENTOZYME 


1898 


IS  THERE 
A SUBSTITUTE 
FOR  LIVER" 
IN  PERNICIOUS 
ANEMIA? 


To  induce  hemopoietic  response 


To  prevent  spinal  cord  degeneration 


With  the  discovery  of  B12  another  important  hemopoietic  factor  present 
in  liver  is  established. 

No  substitutes  for  quality  liver  preparations  in  the  treatment  of  perni- 
cious anemia  have  been  confirmed,  but  B12  offers  a substitute  for  liver 
therapy  in  treating  those  pernicious  anemia  patients  who  exhibit  a sensi- 
tivity to  liver  extract.  It  also  offers  an  important  adjunct  to  liver  therapy 
in  treating  pernicious  anemia,  nutritional  macrocytic  anemia,  nontropical 
sprue  and  tropical  sprue. 


B]  2 Concentrate  Armour 


is  available  in  10  cc.  multiple 
dose  vials  (each  cc.  contains  10  micrograms  of  vitamin  Bi2.) 


Have  confidence  in  the  preparation  you 
prescribe  or  administer  — "specify  Armour." 


ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN  . CHICAGO  9.  ILLINOIS 


1899 


• 1948  • 4&&1.*‘‘NITR0FURAZ0NE.- 

Furacin  . . . possessing  bacteriostatic  and  bactericidal  properties  . . . effective  in  vitro  and 
in  vivo  against  a variet\  of  gram  negative  and  gram  positive  bacteria  ...  is  useful  for 
topical  application  in  the  prophylaxis  and  treatment  of  superficial  mixed  infections 
common  to  contaminated  wounds,  burns,  ulceration  and  certain  diseases  of  the 
skin  . . .Variant  bacterial  strains  show  ing  induced  resistance  to 
sulfathiazole,  penicillin  or  streptomycin  are  as  susceptible 
to  nitrofurazone  as  their  parent  strains  . . .”  Furacin®  brand 
of  nitrofurazone.  is  available  as  Furacin  Soluble  Dressing 
(N.N.R.I  and  Furacin  Solution  (VN.R.I  containing  0.2  per 
cent  Furacin.  These  preparations  are  indicated  for  topical 
application  in  the  prophylaxis  or  treatment  of  infections  of 
wounds,  second  and  third  degree  burns,  cutaneous 
ulcers,  pyodermas  and  skin  grafts.  Literature  on  request. 
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For  infant  feeding  in  hot  weather ... 


Ilot  weather  presents  no  problem  when  Lactogen*  is  used  for  infant  feeding 
...because  when  refrigeration  is  not  available,  each  feeding  may  be  prepared 
separately.  The  doctor  can  always  advise  the  mother  to  prepare  individual 
Lactogen  feedings  whenever  the  baby  is  ready  for  his  bottle. 

Preparing  each  Lactogen  feeding  just  before  feeding  time  safeguards 
the  baby  against  the  danger  of  nutritional  upsets  caused  by  bacteriological 
changes  in  the  formula. 


LACTOGEN 


HOMOGENIZED  SPRAY  DRIED  WHOLE  COW'S  MILK 
Modified  with  MILK  FAT  & LACTOSE  • Reinforced  with  IRON 


No  advertising  or  feeding  directions  except  to  physicians. 


‘"LACTOGEN"  is  the  exclusive  registered  trade  mark  of  The  Nestle  Company,  Ine. 


7ie  tortured, 
gasping 
nsthmatic 


For  the  tortured,  gasping  asthmatic  — rapi 
more  certain  relief  of  respiratory  distress  with 


4MINET 


suppositories 


ROTECTED  POTENCY  Aminet  Suppositories 

uire  optimal  retention  of  labeled  potency.  They  provide 
prescribed  dosage  of  aminophylline  for  rapid  and  pro- 
ged  relief  of  symptoms. 


*g 

E 


W BASE  The  newly  developed  Aminet  base*  over- 
[nes  the  disadvantages  of  cocoa-butter  bases  which  react 
h and  quickly  inactivate  aminophylline. 

WAYS  FRESH  Aminet  Suppositories  are  thus 
otected  against  deterioration  even  after  long  storage  at 
h temperature. 

INICALLY  EFFECTIVE  Aminet  Supposito- 

s facilitate  the  management  of  bronchial  asthma  (acute 
[1  chronic),  cardiac  asthma  (paroxysmal  nocturnal 
ipnea),  congestive  heart  failure  and  Cheyne-Stokes 
piration.  Their  rapidity  of  action  and  sustained  effect 
ord  a sense  of  security  to  physician  and  patient. 


fBischoff) 


Aminet  Suppositories: 

Full  Strength:  Aminophylline  gr. 
714  10.5  Gm. ) Sod.  pentobarbital 
gr.  lJ/2  (0.1  Gm.) 

Half  Strength:  Aminophylline  gr. 
3%  (0.25  Gm. ) Sod.  pentobarbital 
gr.  % (0.05  Gm. ) 

Benzocaine  has  been  added  for 
its  anesthetic  effect. 

* Patent  Pending 
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Allergens  are  shocking  to  many  regions  of  the  body  when 
they  set  up  a biochemical  tumult.  In  allaying  distress  or  in 
shielding  from  attack,  'Histadyl'  (Thenylpyramine  Hydrochloride, 
Lilly)  has  multiple  virtues.  Side-effects  are  slight  and  rare. 


Diversity  of  allergic  manifestations,  variability  among 
individuals,  and  dissimilar  degrees  in  severity  of  symptoms 
call  for  a versatile  antihistaminic. 

S T A D Y L 

in  its  many  dosage  forms  is  competent  in  a wide 
range  of  both  systemic  and  local  shocks. 

Detailed  information  and  literature  on  'Histadyl'  are 
available  from  your  Lilly  medical  service  representative 
or  will  be  forwarded  upon  request. 


PREPARATIONS  OF  HISTADYL 


C3 

AMPOULES 

CREAM 

OPHTHALMIC  OINTMENT 

PULVULES 

(Timed  Disintegrating 

ENSEALS,  Tablets,  Lilly) 

SYRUP 
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Editorials 


House  of  Delegates  Minutes,  1949 


Last  year,  for  the  first  time,  the  minutes 
of  the  House  of  Delegates  were  published 
experimentally  in  a supplement  to  the 
Journal  in  September.  Many  new  members 
of  the  Society  and  some  older  ones,  too,  will 
not  now  remember  the  inconvenience  pre- 
1 viously  experienced  in  hunting  through  many 
issues  of  the  Journal  in  order  to  follow  the 
action  taken  by  the  House  on  resolutions  and 
other  matters.  The  supplement  was  an 
instant  success,  thereby  justifying  the  pre- 
diction of  the  Publication  Committee  that 
its  convenience  and  usefulness  would  over- 
balance the  somewhat  greater  cost  of  print- 
ing and  production. 

This  year  the  supplement  again  is  planned 
to  appear  in  September. 

The  large  number  of  expressions  of  approval 
from  the  membership  which  followed  last 

(year’s  issue  have  convinced  the  Publication 


Committee  that  the  supplement  is  widely 
read,  that  it  is  retained  for  reference  pur- 
poses, that  the  reporting  of  discussion  from 
the  floor  in  full  is  appreciated,  and  that  it  is 
frequently  consulted.  An  informal  poll  of 
the  membership  at  the  Annual  Meeting  on 
the  part  of  the  editors  and  associate  editors 
of  the  Journal,  as  well  as  the  members  of 
the  Publication  Committee,  to  ascertain  the 
opinion  of  individuals  concerning  its  con- 
tinuance, found  few  who  were  indifferent 
or  who  would  revert  to  the  former  practice 
of  publishing  the  minutes  in  serial  issues  of 
the  Journal  as  was  done  previously. 

It  is  anticipated  that  the  record  will  be- 
come increasingly  valuable  to  individual 
doctors  as  the  years  go  by  and  the  annual 
issues  facilitate  comparison  of  the  record  of 
any  one  year  with  those  preceding  and 
following. 
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Status  of  Civil  Defense  Plan 


A recent  thoughtful  article  by  Hanson  W. 
Baldwin  reports  the  present  status  of  civilian 
defense.1  The  comprehensive  plan  of  Rus- 
sell J.  Hopley  released  early  this  year,  of 
which  the  major  recommendations  were 
endorsed  by  the  Eberstadt  task  force  on 
national  security  of  the  (Hoover)  Commis- 
sion on  Organization  of  the  Executive  Branch 
of  the  Government,  is  apparently  to  be 
largely  disregarded.  Says  the  Times: 

On  March  4,  the  President,  by  executive  order, 
transferred  what  remained  of  Mr.  Hopley’s 
planning  organization  from  the  Office  of  the 
Secretary  of  Defense  to  the  National  Security 
Resources  Board,  but  declined  to  set  up  any 
permment  central  Office  of  Civil  Defense. 

It  has  now  been  decided,  it  was  learned,  that 
the  various  functions  of  civil  defense,  which 
under  the  Hopley  plan  were  to  have  been  cen- 
tralized, are  to  be  split  among  existing  agencies 
of  government.  Some,  particularly  the  plan- 
ning aspects,  may  remain  in  the  National 
Security  Resources  Board.  The  military  aspects 
of  civilian  defense,  including  air-raid  warning 
systems,  will  go  back  to  the  National  Military 
Establishment.  The  relief  aspects  will  be  turned 
over  to  the  Federal  Works  Agency. 

To  a certain  extent  the  apparent  aban- 
donment of  the  recommendations  of  the 
Hopley  report  will  affect  medical  prepared- 
ness plans  at  the  state  and  county  levels. 
In  the  Empire  State: 

The  virtual  shelving  of  the  Hopley  plan  co- 
incides with  the  discontinuation  and  disband- 
ment on  June  1 of  the  New  York  Guard,  including 
the  State  War  Disaster  Military  Corps.  New 
York  was  one  of  the  few  states  that  had  estab- 
lished an  organization — the  State  War  Disaster 
Military  Corps — intended  primarily  to  deal  with 
civilian  defense,  including  riot  control,  disaster 
relief,  etc. 

The  postwar  reorganization  of  the  New  York 
National  Guard  was  given  by  Governor  Dewey 
as  the  reason  for  the  disbandment  of  the  New 
York  Guard,  but,  in  effect,  this  action  leaves  the 
State,  like  the  nation,  with  not  even  the  nucleus 
of  a special  civilian  defense  corps. 


1 N.  Y.  Times,  June  23,  1949. 


But  relatively  little  has  been  done  in  the  other 
fields  of  civilian  defense  and  still  less  in  the  very 
difficult  process  of  organizational  integration  of 
all  the  multifarious  city,  state,  national,  official, 
and  unofficial  organizations  that  must  be  meshed 
to  provide  efficient  civilian  defense. 

On  the  national  level,  some  progress  has  been 
made  in  the  establishment  of  liaison  between 
Federal  and  state  authorities,  and  some  states 
have  initiated  local  civil  defense  planning.  But 
the  virtual  shelving  of  the  Hopley  recommenda- 
tions means,  in  the  opinion  of  some  students  of 
the  subject,  a grave  handicap  to  the  adequate 
development  of  civilian  defense,  a basic  require- 
ment in  the  atomic  age. 

In  this  State  the  general  problems  of  the 
integration  of  medical  services  with  the 
tentative  plan  of  the  New  York  State 
Department  of  Health  have  been  discussed 
by  representatives  of  the  Department  and 
the  Medical  Society  of  the  State  of  New 
York.  Because  of  the  abandonment  of  the 
Hopley  report  with  resultant  present  lack 
of  an  overall  well-defined  Federal  policy, 
State  planning  must  necessarily  be  confined 
largely  to  discussion  and  implementation  of 
proper  safeguards  in  the  experimental  and 
industrial  usage  of  radioactive  materials. 
This  field  in  itself  is  relatively  vast  and  is 
growing  rapidly  as  peacetime  research 
expands,  but  it  is  to  be  noted  that  it  covers 
the  ordinary  phases  of  development,  not  the 
extraordinary. 

The  virtual  falling  apart  of  civil  defense 
planning  at  higher  policy  levels  throws  an 
unwarrantable  responsibility  upon  local 
medical  institutions  and  the  physicians  who 
must  implement  them  in  the  event  of  the 
extraordinary  occurrence.  Coping  with  dis- 
aster in  the  atomic  age  can  scarcely  be 
accomplished  effectively,  it  would  appear, 
with  a last-minute,  improvised  plan,  even 
one  neatly  tied  up  with  red  tape. 

It  is  to  be  hoped  that  some  acceptable 
plan  may  be  put  into  effect  in  the  near  fu- 
ture. Attack  in  this  day  and  age  is  upon 
civilian  populations.  Protection  of  the  or- 
dinary, taxpaying,  nonmilitary  citizens 
should  have  equal  weight,  in  our  view,  with 
military  plans. 
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Current  Editorial  Comment 


A Breeze  from  Down  Under.  “The  Over- 
i emphasis  on  Psychiatric  Symptoms,”  by  S. 
J.  Minogue  of  Sydney,  Australia,  is  a docu- 
ment that  cannot  be  condensed  any  more 
than  one  could  condense  the  Declaration  of 
j Independence.  We  therefore  invite  the  at- 
I tention  of  our  readers  to  a few  paragraphs, 
i each  one  of  which  might  well  serve  as  the 
I subject  for  an  entire  article.1 

Because  of  the  emergencies  of  war  Air. 
) Alinogue  was  forced  to  turn  over  to  the  army 
I the  Alental  Hospital  at  Kenmore,  in  March, 
j 1942. 

The  evacuation  caused  such  a great  emo- 
tional upset  to  staff  and  patients that 

about  fifty  of  them  either  escaped  or  asked  for 
their  discharge,  which  was  granted  in  practi- 
cally every  case.  Many  of  those  transferred  to 
other  hospitals,  not  liking  their  new  abode,  im- 
proved mentally  and  were  discharged.  Few  of 
those  discharged  have  since  been  readmitted  to 
mental  hospitals. 

The  patients  concerned  were  mostly  high- 
grade  mental  defectives  or  chronic  delusional 
types  . . . Whilst  all  of  them  were  certifiably  in- 
sane, subsequent  events  proved  them  capable 
of  fending  for  themselves. 

The  higher  grade  mental  defectives  do  im- 
prove amazingly  in  their  mental  condition 
when  we  trust  them  and  throw  greater  respon- 
sibilities on  to  them  . . . Their  intelligence  may 
be  below  the  average,  but  the  ability  of  many 
of  them  to  do  farm,  labouring,  routine  factory 
and  such  like  jobs  is  no  whit  inferior  to  that  of 
many  unskilled  labourers  in  the  outside  world. 
Their  deficiency  is  in  the  intellectual,  not  in  the 
practical,  sphere,  and  we  simply  allow  our 
fondness  for  intelligence  tests  and  our  tradi- 
tional mental  hospital  beliefs  to  blind  us  to 
their  real  talents. 

If  we  analyse  the  psychiatric  literature  of  the 
war  years  we  cannot  but  be  struck  by  the  ever- 
increasing  emphasis  on  symptoms  and  not  on 
diseases  ....  Man  is  no  longer  a human  being, 
with  a body  and  a soul,  but  a carrier  of  psy- 
chiatric symptoms,  which  must  be  analysed, 
dissected  and  treated,  oftentimes  with  no 
thought  of  how  the  treatment  will  affect  him 
mentally  or  physically. 

We  now  think  that  we  can  safely  direct  the 
life  of  any  individual  from  the  cradle  to  the 
grave.  We  never  realise  that  from  his  infancy 
we  are  regimenting  him  and  destroying  an  in- 
dependence of  thought  he  may  develop  in  later 

1 Minogue,  S.  J.:  M.  J.  Australia,  January  29,  1949,  p.  130. 


life  . . . many  juvenile  delinquents  are  treated 
as  psychotics  rather  than  as  potential  adven- 
turers who  would  escape  from  their  environ- 
ment and  discover  brave  new  worlds. 

Coming  from  Australia,  this  article  is  par- 
ticularly interesting.  The  continent  was  first 
settled  in  1788  by  a penal  colony  sent  out 
from  England.  The  word  “convict”  has  a 
nasty  sound,  but  it  must  be  remembered 
that  in  those  days  stealing  a loaf  of  bread 
made  a man  a potential  convict.  It  is 
heartening  and  stimulating  that  a colony 
founded  by  the  rejections  from  England 
should  be  the  first  to  raise  its  voice  against 
one  of  the  most  pernicious  doctrines  that  has 
ever  been  promulgated — Security  from  the 
Cradle  to  the  Grave. 

In  the  course  of  his  famous  address  to  Ameri- 
can psychiatrists  in  1894,  Weir  Mitchell  ac- 
cused mental  hospitals  of  neglecting  the  only 
thing  that  could  give  them  vitality,  which  was 
research  work  ...  it  was  a criticism  of  bureau- 
cratic control,  which  today  has  so  extended 
that  it  is  filching  from  us  one  by  one  our  liber- 
ties . . . And  let  those  who  advocate  the  nation- 
alization of  hospitals  study  mental  and  other 
hospitals  under  government  control  for  a cen- 
tury or  more,  and  let  them  ponder  on  the  re- 
trogression that  must  take  place  over  the  years 
in  all  hospitals  under  similar  control.  Then  let 
them  pray  most  devoutly:  “From  such  a fate, 
dear  Lord,  deliver  us.” 

We  are  now  contemplating,  Heaven  save 
the  mark,  a bill  that  would  tax  the  well  for 
the  benefit  of  the  ill.  Any  experienced  gen- 
eral practitioner  will  agree  that  what  keeps 
the  great  majority  of  people  well  is  the  fact 
that  they  can’t  afford  to  be  ill.  That  is  a 
harsh,  stern  dictum  and  we  readily  admit 
that  under  it  a certain  number  of  cases  of 
early  tubeiculosis  and  cancer,  for  example, 
may  go  undetected.  Is  it  not  better  that  a 
few  such  should  perish  rather  than  that  the 
majority  of  the  population  should  be  en- 
couraged on  every  occasion  to  run  snivelling 
to  the  doctor?  That  in  order  to  get  their 
money’s  worth  they  should  be  sick  at  every 
available  opportunity?  They  will  find  out  in 
time  that  the  services  they  think  they  get  for 
nothing — but  which  the  whole  people  of  the 
United  States  would  pay  for — are  also  worth 
nothing. 

One  cannot  doubt  that  the  sense  of  insecur- 
ity, so  prevalent  in  the  community  today,  is  a 


190G 


EDITORIALS 


[N.  Y.  State  J.  M. 


prolific  cause  of  the  neuroses.  One  by  one  the 
props  that  once  gave  us  a sense  of  security  are 
being  taken  away.  The  old  family  physician, 
the  guide,  philosopher  and  friend  of  his  pa- 
tients, no  longer  exists.  He  shared  their  sor- 
rows and  joys  and  helped  them  carry  their  bur- 
dens . . . Religion  and  patriotism,  the  only 
solaces  for  the  masses,  are  now  out  of  date  . . . 
Concentration  on  psychiatric  symptoms  has 
blinded  us  to  the  fact  that  history  teaches  that 
the  road  to  happiness,  so  vainly  sought  by  most 
neurotics,  comes  not  from  wealth  or  high  posi- 
tion, but  from  hard  work  and  the  overcoming 
of  trials  and  difficulties  . . . People  are  not  al- 
lowed to  think  for  themselves;  diversions  of  all 
kinds  must  be  provided  for  them,  even  in  hos- 
pitals. Initiative  and  the  dignity  of  work  have 
been  lost  sight  of,  and  man,  with  too  much 
time  on  his  hands,  turns  his  thought  on  his  own 
bodily  symptoms,  which  keep  on  multiplying 
despite  all  treatment. 

Now  we  know  where  some  of  our  national 
common  sense  has  gone.  It’s  in  Australia. 


Independent  Enterprise. 

Until  recently  I have  known  of  no  compre- 
hensive program  for  the  rehabilitation  of  the 
disabled  miner  in  the  entire  coal  fields.  Only  a 
few  months  ago  the  miners’  welfare  and  re- 
tirement fund  began  financing  and  developing 
a very  definite  program  for  rehabilitation.  The 
beginning  of  the  rehabilitation  of  the  paraple- 
gic has  been  one  of  the  most  material  develop- 
ments during  the  past  year.  Management 
and  labor  should  cooperate  fully  in  attack- 
ing this  medical  as  well  as  social  problem.1 

Any  suggestion  of  forward-looking  co- 
operation between  management  and  labor 
has  a welcome  sound. 

The  prepayment  plan  of  medical  care  has  been 
used  by  most  of  the  miners  for  approximately 
one  hundred  years In  past  years  the  selec- 

tion of  the  physicians  and  the  hospitals  was  most 
frequently  assumed  by  the  management  of  the 
coal  company.  Recently,  however,  the  voice 
of  the  labor  union  has  been  heard  and  heeded. 
Today  these  services  are  selected  more  or  less 


1 Stacy,  Charles  B. : Indust.  Med.  18:  253  (1949). 


by  mutual  understanding  on  the  part  of  both 

management  and  labor Undoubtedly 

both  the  physician  and  patient  have  badly 
abused  the  contract  type  of  practice  and  have 
literally  broken  down  the  system,  with  the 
result  of  bitter  criticism  of  many  contract 
physicians  and  dissatisfaction  on  the  part  of 
the  patient.  This  gives  a great,  forceful,  and 
penetrating  reason  against  the  socialistic  type 
of  medicine  which  limits  the  patients’  choice  of 
physician,  while  at  the  same  time  obliging  the 
doctor  to  take  care  of  patients  that  are  very  dis- 
agreeable to  him.  As  World  War  II  caused  a 
scarcity  of  physicians,  and  bickering  between 
management  and  labor  increased,  many  of  our 
better  physicians  simply  left  the  coal  fields  for 
private  practice.  Today  there  is  a great  short- 
age of  physicians  in  these  areas  and  it  is  a fer- 
tile field  for  osteopaths,  chiropractors,  and 

men  with  substandard  training 

The  Mine  Physicians  Association  was  formed 
in  1946,  the  purpose  being  to  encourage  better 
medical  and  hospital  services  in  the  coal  fields 
and  to  include  all  physicians  associated  with  the 
coal  mining  industry.  A survey  by  this  Asso- 
ciation showed  surprisingly  low  rates  for  these 
services.  Annually  an  average  overall  pay- 
ment of  $48  per  family  under  this  wage  deduc- 
tion was  paid.  This  does  not  compare  favor- 
ably with  $120  for  each  family  carrying  com- 
mercial policies 

At  present  the  welfare  funds  are  providing 
payment  for  (1)  pensions  to  retired  miners,  (2) 
temporary  welfare  for  disabled  miners,  (3) 
medical  care  for  disabled  and  retired  miners  and 
their  families  who  are  no  longer  under  the  pre- 
payment medical  care  plan,  and  (4)  payment 
of  medical  care  for  speciality  service  not  in- 
cluded under  the  limited  provisions  of  the  med- 
ical care  plan. 

The  article  would  well  repay  reading  in 
full  by  anyone  who  is  interested  in  the  pros 
and  cons  of  socialized  medicine.  It  empha- 
sizes that  contract  practice  does  not  work 
well,  either  for  the  patient  or  the  doctor, 
and  that  the  voluntary  system  does. 

Here  is  testimony  of  an  author  who  was 
born  in  the  coal  fields  and  has  spent  twenty 
years  in  active  practice  on  the  staff  of  a 
hospital  located  in  the  center  of  a coal- 
mining area.  He  comments  from  personal 
experience  on  a system  which  has  been  in 
force  for  a hundred  years.  We  think  his 
voice  is  one  to  which  everyone  interested  in 
socialized  medicine  would  do  well  to  listen. 
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Control  of  Poliomyelitis 


The  poliomyelitis  season  is  again  with  us. 
Although  there  is  no  indication  at  the  pres- 
ent time  that  the  disease  will  be  unusually 
prevalent  in  New  York  State  this  year,  it 
seems  appropriate  in  this  column  to  call  the 
attention  of  the  medical  profession  to  a few 
significant  facts  about  the  control  of  this 
disease. 

Through  July  15,  only  49  cases  had  been 
reported  from  upstate  New  York,  scattered 
in  22  counties.  This  is  not  very  different 
from  the  average  number  reported  during 
similar  periods  in  previous  nonepidemic 
years.  On  the  other  hand,  although  only  17 
cases  had  been  reported  in  New  York  City 
during  the  first  six  months  of  this  year,  75 
cases  have  been  reported  during  the  first  two 
weeks  of  July.  It  is  hazardous  to  predict  at 
this  moment  what  will  be  the  progress  of  the 
disease  during  the  coming  months.  Twice  as 
many  cases  are  being  reported  from  the 
United  States  as  a whole,  as  the  five-year 
median  for  the  same  period.  The  principal 
areas  in  which  there  is  an  unusual  incidence 
are  Texas,  Oklahoma,  and  Arkansas. 

One  of  the  major  difficulties  in  the  way  of 
scientific  control  of  this  disease  is  the  multi- 
plicity of  known  strains  of  poliomyelitis 
virus.  Furthermore,  it  is  not  unlikely  that 
there  are  many  additional  strains  not  yet  de- 
scribed or  completely  different  viruses  which 
produce  a clinical  picture  similar  to  that  of 
poliomyelitis.  Thus,  in  terms  of  a prophy- 
lactic vaccine  which  might  offer  a solution 
to  the  problem  of  prevention,  much  work  re- 
mains to  be  done  in  preparing  a safe  and 
effective  product  which  will  produce  im- 
munity against  a great  variety  of  strains. 
For  the  time  being,  at  least,  such  a vaccine  is 
not  available,  and  the  problem  must  be 
tackled  from  the  standpoint  of  avoiding  in- 
fection or,  if  infection  is  inevitable,  in  mini- 
mizing the  amount  of  paralysis. 

Unfortunately,  there  are  conflicting  opin- 
ions among  experts  as  to  the  mode  of  trans- 


mission of  poliomyelitis.  However,  the  best 
evidence  would  seem  to  indicate  that  the 
disease  is  most  commonly  transmitted  by 
person-to-person  contact.  Whether  this  is 
through  the  respiratory  or  fecal  route  has 
not  been  clearly  demonstrated.  Although 
the  virus  is  most  readily  recovered  from  the 
stool  and  frequently  for  prolonged  periods 
after  onset  of  symptoms,  the  evidence  for 
spread  through  the  fecal  route  via  water, 
milk,  or  food  is  very  meager.  The  fly  has 
been  put  forward  as  playing  a role  in  the 
spread.  However,  in  spite  of  the  fact  that 
the  virus  of  poliomyelitis  has  been  repeatedly 
recovered  from  certain  species  of  fly  in  epi- 
demic areas  and  despite  the  experimental 
demonstration  that  flies  can  contaminate 
food  which  later  produces  poliomyelitis  in 
chimpanzees,  there  is  essentially  no  evidence 
that  these  insects  serve  as  an  important  mode 
of  transmission  in  humans.  Actually,  short 
of  rigid  complete  isolation  of  most  individ- 
uals in  the  community,  control  of  spread  is 
conceded  to  be  next  to  impossible.  Never- 
theless, patients  diagnosed  as  having  polio- 
myelitis should  be  strictly  isolated  during 
the  acute  febrile  illness,  since  it  has  been 
shown  that  for  the  most  part  the  virus  may 
be  isolated  from  the  pharynx  only  during  a 
rather  limited  period  of  three  or  four  days 
after  onset. 

In  the  absence  of  foolproof  means  of  stop- 
ping the  spread  of  the  infection,  the  next  best 
approach  is  to  prevent  paralysis  in  those  per- 
sons infected  with  the  virus.  Several  signifi- 
cant facts  are  known  to  modify  the  suscepti- 
bility of  individuals  to  paralytic  poliomye- 
litis. One  of  these  refers  to  tonsillectomy  or 
other  oropharyngeal  surgery.  Despite  sev- 
eral recent  publications  in  the  American 
laryngologic  literature,  tending  to  minimize 
the  hazard  of  tonsillectomy  as  a precipitat- 
ing factor  in  poliomyelitis,  the  evidence  for 
such  hazard  is  overwhelming.  In  this  con- 
nection, the  editorial  comment  by  H.  K. 
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Faber  in  Pediatrics,  February,  1949,  page 
255,  and  the  editorial  in  the  Journal  of  the 
American  Medical  Association,  June  4,  1949, 
page  479,  should  be  cited,  where  it  is  pointed 
out  that  the  likelihood  of  developing  bulbar 
poliomyelitis  in  recently  tonsillectomized  in- 
dividuals exposed  to  the  disease  is  many 
times  that  in  others  of  the  same  age  who  have 
been  similarly  exposed.  In  view  of  these 
comments,  it  seems  evident  that  such  opera- 
tive procedures  should  be  avoided  if  possible 
during  the  poliomyelitis  season,  particularly 
in  areas  where  the  disease  is  present. 

Another  practical  contribution  has  been 
made  by  Dr.  W.  Ritchie  Russell  in  the  Brit- 
ish Medical  Journal,  March  19,  1949,  page 
465,  who  has  demonstrated  quite  conclusively 
that  exercise  during  the  first  forty-eight 
hours  following  onset  of  the  meningeal  symp- 
toms of  poliomyelitis  has  a marked  effect  on 
the  extent  and  persistence  of  resultant 
paralysis.  Dr.  Russell’s  report  demonstrates 
a very  close  correlation  of  the  amount  of  ex- 
ercise with  the  extent  of  residual  paralysis. 
This  finding  leads  us  to  suggest  that  the 
time-honored  recommendation  that  persons 
ill  with  any  disease,  however  mild,  confine 
themselves  to  bed,  be  re-emphasized  in  areas 
where  poliomyelitis  is  present.  In  most  in- 
stances, the  danger  period  will  actually  pre- 
cede the  first  visit  of  the  attending  physician. 

Finally,  somewhat  similar  evidence  has 


been  presented  in  experimental  animals  that 
chilling  is  a factor  in  increasing  the  suscepti- 
bility of  such  animals  to  paralysis  when  ex- 
posed to  the  virus.  Thus,  although  polio- 
myelitis is  not  always  preventable,  there  are 
certain  concrete  control  measures  that  may 
be  applied. 

Although  the  exact  role  of  therapy  of  the 
acute  case  in  preventing  orthopedic  defects 
is  not  completely  understood,  in  general  it  is 
agreed  that  early  diagnosis  and  initiation  of 
proper  therapy  plays  an  important  role  in 
the  final  outcome. 

The  help  of  the  medical  profession  in  prop- 
erly interpreting  to  the  public  the  scientific- 
facts  about  this  disease  can  do  a great  deal  to 
prevent  hysteria.  The  medical  profession, 
through  its  influence  on  hospital  boards,  can 
serve  to  promote  the  proposition  that,  with 
proper  isolation  technic,  cases  of  acute  polio- 
myelitis can  be  cared  for  by  any  general 
hospital.  This  policy  is  endorsed  by  the 
New  York  State  Health  Department  as  well 
as  authorities  in  the  field  of  hospital  ad- 
ministration. 

Finally,  it  is  through  the  personal  partici- 
pation of  each  practicing  physician  by  way  of 
complete  reporting  of  all  cases  of  poliomye- 
litis, whether  paralytic  or  nonparalytic,  that 
significant  information  about  the  distribu- 
tion and  behavior  of  the  disease  can  be 
uncovered. 
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District  Branch  Meetings — 1949 

District 

Date 

Branch 

Place  of  Meeting 

Time 

September  13 

Fifth 

Oswego 

Afternoon  and  evening 
(dinner) 

September  15-16 

Fourth 

Saranac  Lake 

Thursday  afternoon, 

Friday  morning 
(dinner  Thursday 
evening) 

September  22 

Seventh 

Rochester 

Morning  and  afternoon 
(luncheon) 

September  29 

Third 

Greene  County  Memorial 
Hospital,  Catskill  (a.m.) 
Catskill  Country  Club 
(p.m.) 

Morning  and  afternoon 
(luncheon  at  Catskill 
Country  Club) 

October  6 

Eighth 

Red  Coach  Inn,  Niagara 
Falls 

Afternoon  and  evening 
(dinner) 

October  19 

Sixth 

Cortland 

Afternoon  and  evening 
(dinner) 

October  26 

Second 

Westchester  County 

Afternoon  and  evening 
(dinner) 

No  date  for  the  meeting  of  the  First  District  Branch  has 

been  arranged. 

tonsillectomy.  •• 

"For  excessive  pain,  Asperguifl 
chewed  before  mealtime 
is  effective  . . . "* 


SALIVARY  ANALGESIA 


*Hollender,  A.  R.:  Office 
Treatment  of  the  Nose,  Throat 
& Ear,  Chicago,  The 
Year  Book  Publishers, 
Inc.,  1943,  p.  316. 


Contains  3V2  grains  of 
aspirin  in  a pleasantly 
flavored  chewing  gum  base — 
particularly  suitable  for 
administering  aspirin  to  children 
and  to  patients  who  have 
difficulty  swallowing  tablets. 
Ethically  promoted. 

WHITE  LABORATORIES,  INC., 
Pharmaceutical  Manufacturers, 

Newark  7,  N.  J. 
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in  the  Control  of  Edema 

ORAL 

Mercurial  Diuretic 

[MOT®* 

with  Ascorbic  Acid 


One  to  two  tablets  daily  will 
permit  maintenance  of  patients  at 
optimal  or  “dry”  weight.  Tablets 
mercuhydrin  with  Ascorbic  Acid 
combat  the  pathologic  retention  of 
water-binding  sodium  which  im- 
poses a mounting  fluid  burden  on 
the  failing  heart.  Effective  and  usu- 
ally well-tolerated,  they  are  of  spe- 
cial value  in  treatment  of  ambula- 
tory patients. 

mercuhydrin  mobilizes  water  and 


sodium  from  inundated  tissues  and 
fosters  their  urinary  excretion.  Oral 
maintenance  therapy  . . . Tablets 
mercuhydrin  with  Ascorbic  Acid 
. . . supplements  the  parenteral 
mercurial  and  diminishes  the  num- 
ber of  injections  required  to  main- 
tain the  edema-free  state. 

Tablets  mercuhydrin  with  Ascor- 
bic Acid:  Bottles  of  100.  Each  tablet 
contains  meralluride  60  mg.  and  as- 
corbic acid  100  mg. 


aS&ycrfoyieA , inc. 
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Scientific  Articles 


ANORECTOGENITAL  LYMPHOGRANULOMA  VENEREUM  AND 
GRANULOMA  INGUINALE  TREATED  WITH  AUREOMYCIN 

Aaron  Prigot,  M.D.,  Louis  T.  Wright,  M.D.,  Myra  A.  Logan,  M.D.,  and 
Frank  R.  deLuca,  M.D.,  New  York  City 


(From  the  Departments  of  Surgery 

rT',HE  search  for  chemical  and  antibiotic  sub- 
X stances  to  combat  viral  and  rickettsial  infec- 
tions in  man  has  been  long  and  untiring.  Duggar 
and  associates  introduced  aureomycin  hydro- 
chloride in  1948.1  This  antibiotic  in  vitro  and  in 
experimental  animals  was  shown  to  have  a wide 
spectrum  of  activity,  to  be  non  toxic  in  thera- 
peutic doses,  and  able  to  produce  effective  blood 
levels  whether  administered  orally,  intraven- 
ously, or  intramuscularly.2-9 

In  the  past  numerous  chemotherapeutic  agents 
have  been  used  in  the  treatment  of  lympho- 
granuloma venereum  and  granuloma  inguinale 
infections.  It  is  generally  agreed  that,  with  the 
exception  of  streptomycin  in  granuloma  inguin- 
| ale,  only  secondary  infections  have  been  affected 
by  the  drugs  in  question,  while  the  underlying- 
disease  process  due  to  a specific  causative  agent 
remained  unchanged.10  Aureomycin  gave  early 
promise  of  being  a specific  in  these  diseases. 

Thus  far,  49  cases  of  lymphogranuloma  ven- 
ereum and  13  cases  of  granuloma  inguinale  have 
been  treated  at  this  hospital  with  aureomycin.11-13 
In  our  experience  over  the  past  twenty-four 
years  with  several  hundred  of  these  cases,  we 
have  never  observed  such  eminently  satisfactory 
results  in  so  short  a period  of  time.  Our  clinical 
results  in  the  treatment  of  lymphogranuloma 
venereum  parallels  the  animal  work  of  Wong  and 
Cox  with  this  virus  in  the  intracerebrally  in- 
1 fected  mouse.14 

This  paper  confirms  our  previous  observa- 
j tions  and  is  a report  of  14  additional  treated 
cases  of  lymphogranuloma  venereum  and  one 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
I Society  of  the  State  of  New  York,  Buffalo,  Section  on  Gastro- 
enterology and  Proctology,  May  4,  1949. 

Aided  by  a grant  from  the  Harlem  Hospital  Surgical  Re- 
search Fund,  Inc. 

Aureomycin  was  supplied  through  the  courtesy  of  the 
Lederle  Laboratories  Division  of  the  American  Cyanamid 
Company. 


and  Pathology,  Harlem  Hospital) 


of  granuloma  inguinale,  the  latter  especially 
chosen  because  of  its  unusual  rectal  manifes- 
tations. It  also  includes  a follow-up  report  on 
12  of  our  35  originally  reported  cases  of  lym- 
phogranuloma venereum  and  ten  of  12  cases  of 
granuloma  inguinale,  all  of  which  were  treated 
with  aureomycin. 

Lymphogranuloma  Venereum 

In  the  49  treated  cases  of  lymphogranuloma 
venerum,  aureomycin  was  the  sole  form  of  ther- 
apy except  for  surgery  where  mechanical  con- 
ditions demanded.  All  patients  were  hospital- 
ized so  that  close  clinical  observations  could  be 
made  and  the  proper  laboratory  studies  carried 
out  and  also  to  be  sure  the  patient  received  the 
prescribed  amount  of  the  drug. 

The  new  material  on  the  question  of  lympho- 
granuloma venereum  infection  consisted  of 
nine  cases  of  buboes,  four  cases  of  rectal  stric- 
tures, and  one  case  of  acute  proctitis.  The 
diagnosis  in  each  instance  was  made  by  the 
usual  clinical  criteria  and  meticulous  exclu- 
sion of  other  diseases. 

Buboes  Due  to  Lymphogranuloma  Vener- 
eum.— There  were  nine  cases  in  this  group; 
all  were  Negro.  There  were  four  women  and 
five  men.  Their  ages  ranged  from  sixteen  to 
fifty-four  years.  The  specific  lesion  had  been 
present  in  eight  cases  from  one  week  to  seven 
weeks  and  in  the  ninth  case  ten  years.  The 
bubo  was  present  on  the  right  side  in  three  in- 
stances, on  the  left  side  in  two,  and  bilaterally 
in  four.  One  patient  had  a bubo  on  the  right 
side  and  also  had  a benign  rectal  stricture. 
The  nodes  varied  in  size,  averaging  6 by  3 cm., 
and  they  were  tender,  matted  together,  and 
fluctuant.  Three  cases  were  aspirated,  but 
aspiration  revealed  no  elementary  or  inclusion 
bodies.  A biopsy  was  done  in  one  case,  and 
the  pathologic  report  stated  that  it  was  in- 
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flainmatory  tissue  consistent  with  the  changes 
found  in  lymphogranuloma  venereum. 

The  buboes  in  two  cases  ruptured  spon- 
taneously before  treatment,  and  in  two  cases 
the  buboes  ruptured  while  under  treatment. 


Smear  and  cultures  were  made  from  these 
cases.  The  smears  showed  no  organism,  and 
the  cultures  were  sterile.  Two  men  patients 
had  associated  ulcers  of  the  penis;  and  dark- 
field  examination,  Giemsa  stain  for  Donovan 


TABLE  1. — Lymphogranulomatous  Buboes 


Case 

Number  Age 
1 41 


2 21 


3 40 


4 28 


5 54 


6 33 


7 16 


8 21 


9 39 


Sex 

M 


M 


M 


M- 


M 


F 


F 


F 


F 


Lesion 

Duration  Diagnosis 

3 weeks  Bilateral  buboes — left 
8 by  4 cm.,  right  4 by 
3 cm. 


7 weeks  Bubo — right  5 by  4 cm. 


4 weeks  Lymphogranulomatous 
ulcer  base  of  glans 
penis.  Bubo — right 
4 by  3 cm.  Dark- 
field  negative.  Duc- 
rey’s  bacillus  not 
found.  Kahn  1 plus. 


3 weeks  Bubo — left  8 by  4 cm. 

Lymphogranuloma- 
tous abscess,  fren- 
ulum of  penis.  Dark- 
field  negative.  Duc- 
rey's  bacillus  not 
found. 


10  years  Buboes  bilateral — right 
4 by  3 cm.,  left  3 by 
2 cm. 


3 weeks  Buboes  bilateral— 8 by 
4 cm. 


3 weeks  Bubo — right  4 by  4 cm. 

Lymphorectal  stric- 
ture 


2 weeks  Buboes  bilateral — right 
7 by  5 cm.,  left  7 by 
4 cm. 


1 week  Bubo — left  4 by  2 cm. 


Days  of 

Therapy  Dosage 

12  300  mg.  intravenous; 

total:  7,200  mg. 


13  300  mg.  intravenous, 

b.i.d.  (1,200  mg.); 
250  mg.  oral  t.i.d. 
(8,500  mg.);  total: 
9,700  mg. 


22  500  mg.  intravenous, 

b.i.d.  (2,000  mg.); 
250  mg.  orally  t.i.d. 
(1,700  mg.);  total: 
19,000  mg. 


7 300  mg.  intravenous, 

b.i.d.;  total:  4,200 
mg. 


6 300  mg.  intravenous, 

b.i.d.;  total:  3,600 
mg. 


18  300  mg.  intravenous, 

b.i.d.  (1,800  mg.); 
250  mg.  orally  t.i.d. 
(11,250  mg.);  total: 
13,050  mg. 


17  250  mg.  orally  t.i.d.; 

total:  12,750  mg. 


11  200  mg.  intravenous, 

b.i.d.  (2,800  mg.); 
250  mg.  orally  t.i.d. 
(3,000  mg.);  total: 
5,800  mg. 


23  300  mg.  intravenous, 

b.i.d.  (1,800  mg.); 
250  mg.  orally  t.i.d. 
(15,000  mg.);  total: 
16,800  mg. 


Result 

2nd  day:  Right  bubo  rup- 

tured. 

3rd  day:  Decrease  in  size — 
right  2 by  1 cm.,  left  4 by 
2 cm. 

12th  day:  Healed 

Bubo  ruptured  spontane- 
ously day  before  therapy 
begun.  By  third  day, 
nontender,  drainage  de- 
creased. 

8th  day:  No  drainage. 

Node  2 by  1 cm. 

13th  day:  Node  1 cm. , 

nontender. 

Pain  decreased  third  day. 

Node  fluctuant;  ulcer 
dry. 

6th  day:  Bubo  ruptured, 

60  cc.  of  thin  pus.  Ulcer 
healed. 

10th  day:  Node  2 by  2 cm. 

No  discharge. 

20th  day:  Penile  ulcer 

healed.  Node  1 by  1 cm. 

4th  day:  Bubo  and  ulcer 

nontender.  Drainage 
from  ulcer  decreased. 

oth  day:  Node  fluctuant. 

Diagnostic  aspiration,  4 
by  2 cm. 

7th  day:  Node  2 by  1 cm. 

Nontender.  Penile  ulcer 
healed. 

Follow-up  17  days  later: 
Node  not  palpable. 

3rd  day:  Pain  and  tender- 

ness gone. 

4th  day:  Nodes  decreased 
in  size.  Right  2 by  2 cm. 
Left  2 by  1 cm. 

5th  day:  Nodes  small. 

3rd  day:  Pain  and  tender- 

ness diminished. 

4th  day:  Nodes  decreased 

in  size. 

7th  day:  Right  nodes 

healed.  Left  3 by  2 cm 

12th  day:  Left  1 by  1 cm. 

18th  day:  Not  palpable. 

Node  biopsied  before  treat- 
ment. Diagnostic  aspi- 
ration. 

3rd  day:  Nontender  op- 

erative site  healing. 

5th  day:  Node  2 by  2 cm. 

7th  day:  Node  2 by  2 cm. 

15th  day:  Node  1 by  1 cm., 
nontender 

3rd  day:  Nontender. 

Nodes  decreasing  in  size. 

5th  day:  Right  3 by  1 cm., 

fluctuant.  Diagnostic 
aspiration.  Left  2 by  1 
cm. 

7th  day:  No  drainage. 

9th  day:  Decreased  in  size. 

11th  day:  Nodes  pea-sized, 
nontender. 

Spontaneous  rupture  three 
days  before  treatment 
began. 

3rd  day:  Drainage  de- 

creased. 

5th  day:  Node  non- tender, 
dry. 

12th  day:  Sinus  dry,  heal- 

ing. Node  2 by  1 cm. 

17th  day:  Sinus  healed. 

Node  1 by  1 cm. 
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Fig.  1.  A case  of  lymphogranulomatous  bubo  be- 
fore treatment. 


bodies,  and  stains  for  Ducrey’s  bacillus  were 
negative. 

These  patients  showed  a reduction  of  the 
size  of  the  bubo  and  complete  relief  of  pain 
after  four  days  of  therapy.  In  those  instances 
in  which  the  bubo  had  ruptured,  drainage  was 
decreased  by  the  third  day  and  had  ceased  in 
all  cases  by  the  ninth  day.  Thereafter,  in  all 
instances,  the  nodes  continued  to  regress  and 
completely  resolved  or  left  as  a residual  a pea- 
sized, hard,  nontender  node. 

In  the  two  patients  with  associated  penile 
lesions,  these  lesions  progressively  grew  smaller 
and  were  healed  by  the  seventh  and  twentieth 
days,  respectively. 

The  woman  with  the  bubo  and  rectal  stric- 
ture noted  that  her  bowel  movements  were 
larger  although  at  no  time  did  she  have  any  rec- 
tal discomfort. 

The  bubo  cases  are  tabulated  in  Table  1,  and 
a brief  illustrative  abstract  is  given  below. 

Case  1. — A forty-one-year-old  man  entered  the 
hospital  with  a history  of  swollen,  tender  nodes  in 


both  inguinal  regions  of  three  weeks  duration  (Fig. 
1 ) . Physical  examination  revealed  a tender,  matted 
mass  of  nodes  on  the  left  side  8 by  4 cm.  and  on  the 
right  side  4 by  3 cm.  The  patient  was  given  300 
mg.  of  aureomycin  dissolved  in  500  cc.  of  5 per  cent 
glucose  in  distilled  water  intravenously  twice  daily. 
The  time  used  for  this  intravenous  injection  was  a 
period  of  one  hour  or  less. 

On  the  second  day  following  treatment,  the  node 
on  the  right  side  ruptured  and  drained  thin,  foul  pus, 
while  on  the  third  day  of  therapy,  pain  was  less. 
On  the  fourth  day  the  nodes  began  to  decrease  in 
size  and  by  the  tenth  day  had  disappeared  com- 
pletely (Fig.  2). 

Rectal  Strictures  Due  to  Lymphogranuloma 
Venereum. — There  were  four  cases  of  benign 
rectal  strictures  in  this  group.  All  the  cases 
were  Negro  women,  and  their  ages  ranged  from 
twenty-five  to  forty-nine  years.  Symptoms  of 
rectal  disease  were  of  three  months  duration 
in  two  cases,  two  years  in  one  case,  and  in  the 
fourth  case  ten  years  duration.  Three  cases 
had  rectal  pain  and  rectal  discharge  with  di- 
minished diameter  of  stools.  The  fourth  case 
had  a colostomy  in  1939  and  was  admitted  be- 


Fig.  2,  The  same  case  ten  days  later. 
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TABLE  2. — Benign  Rectal  Stricture  Due  to  Lymphogranuloma  Inopinale 


Case 

Number 

10 


Age 

43 


Sex 

F 


Lesion 
Duration 
20  years 


11 


49 


2 years 


Diagnosis 

Rectal  stricture;  colos- 
tomy, ten  years. 


Rectal  stricture.  Does 
not  admit  examining 
finger. 


Days  of 
Therapy 
20 


24 


12 


13 


29 


25 


3 months 


Rectal  stricture.  Does 
not  admit  examining 
finger. 


F 3 months  Rectal  stricture. 

Rectovaginal  fistula. 


13 


33 


Dosage 

200  mg.  intravenous, 
b.i.d.;  total:  8,000 
mg. 


200  mg.  intravenous, 
b.i.d.  (1,600  mg.); 
250  mg.  t.i.d.  (15,000 
mg.);  total:  16,600 
mg. 


300  mg.  intravenous, 
b.i.d.  (3,000  mg.); 
250  mg.  orally  t.i.d. 
(6,000  mg.);  total: 
9,000  mg. 


300  mg.  intravenous, 
b.i.d.  (10,800  mg.); 
250  mg.  orally  t.i.d. 
(11,250  mg.);  total: 
22,050  mg. 


Result 

3rd  day:  Rectal  pain  de- 

creased. 

5th  day:  Discharge  less. 

8th  day:  Rectal  examin- 

ation not  painful. 

15th  day:  Discharge  and 

pain  decreased. 

20th  day:  Patient  asymp- 

tomatic. 

Biopsy  negative  for  carci- 
noma. 

3rd  day:  Rectal  tender- 

ness and  bleeding  de- 
creased. Stools  watery. 

7th  day:  Stools  decreased 

in  number,  pencil-like. 
No  rectal  pain. 

15th  day:  Rectal  nonten- 

der. Admits  finger  tip. 
Stools  normal  diameter. 

Rectal  pain  and  discharge. 

5th  day:  Rectal  discharge 

diminished.  No  rectal 
pain.  Well-formed 
stools. 

8th  day:  No  rectal  tender- 

ness. Admits  tip  of  ex- 
amining finger. 

Rectal  pain  and  discharge, 
vaginal  discharge. 

3rd  day:  Reduction  in  rec- 

tal pain. 

5th  day:  Reduction  in 

vaginal  and  rectal  dis- 
charge. 

10th  day:  Stools  larger, 

less  diarrhea. 

14th  day:  No  rectal  nor 

vaginal  discharge. 

Stools  normal  in  diam- 
eter. 

20th  day:  No  change. 


cause  of  foul  rectal  discharge  and  pain.  One 
patient  had  a rectovaginal  fistula. 

Biopsies  were  carried  out  in  each  case  so  as 
to  eliminate  the  possibility  of  malignancy. 
On  physical  examination  the  discharge  was 
obvious,  and  the  examination  in  these  instances 
was  painful.  The  strictures  were  advanced 
and  did  not  admit  the  tip  of  the  examining 
finger. 

All  patients  were  relieved  of  pain  and  dis- 
charge after  receiving  aureomycin  therapy,  and 
the  three  who  had  not  been  colostomized  ob- 
served an  increase  in  the  diameter  of  their 
stool.  The  patient  with  the  rectovaginal 
fistula  was  relieved  of  her  vaginal  discharge. 

Two  of  these  cases  after  treatment  were  sub- 
jected to  surgery.  One  patient  has  been  co- 
lostomized as  the  first  stage  for  excision  of  an 
intractable  fibrous  stricture  of  the  rectum. 
The  stricture  cases  are  tabulated  in  Table  2, 
and  an  illustrative  case  report  follows. 

Case  2. — A forty-nine-year-old  woman  was  ad- 
mitted to  the  hospital  with  a history  of  acute  abdom- 
inal cramps  of  twenty-four  hours  duration.  She 
had  suffered  from  rectal  pain,  discharge,  and  bleed- 
ing for  a period  of  two  years.  On  examination  a 
tender  rectal  stricture  was  palpated  three  inches 
above  the  anus,  and  it  did  not  admit  the  tip  of  the 


examining  finger.  Below  the  stricture  sessile  granu- 
lomatous plaques  covered  the  entire  rectal  wall. 

Biopsy  report  was  negative  for  malignancy,  but 
chronic  inflammatory  tissue  was  present.  The  pa- 
tient received  200  mg.  of  aureomycin  dissolved  in  5 
per  cent  dextrose  in  distilled  water  intravenously 
twice  a day  for  four  days,  after  which  she  was  given 
a 250-mg.  capsule  three  times  a day  by  mouth  for 
twenty  days. 

The  abdominal  cramps  were  relieved  within  the 
first  twdnty-four  hours,  and  the  rectal  pain,  dis- 
charge, and  bleeding  progressively  decreased.  The 
size  of  her  stools  gradually  increased  to  what  she 
stated  was  the  normal  diameter. 

Aureomycin  obviously  cleared  up  the  mucosal 
edema  and  secondary  infection  in  this  case. 

Proctitis  Due  to  Lymphogranuloma  Vene- 
reum.— One  case  of  acute  proctitis  due  to  this 
disease  came  under  our  care  during  this  study. 
Her  case  report  follows. 

Case  3. — A thirty-nine-year-old  Negro  woman 
entered  the  hospital  with  a five-week  history  of  rectal 
pain,  bleeding,  and  discharge.  Physical  exami- 
nation revealed  a thin,  foul-smelling,  serosanguinous 
rectal  discharge.  There  was  a tender,  granuloma- 
tous friable  lesion  about  the  anal  verge,  extending 
upward  to  the  fourchet  and  inward  involving  the 
anal  canal.  Proctoscopy  revealed  a granular  rectal 
mucosa  which  was  ulcerated  and  was  covered  with 
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Ii  yellow  plaques  of  pus.  Biopsy  was  taken  and  in- 
flammatory tissue  consistent  with  lymphogranuloma 
venereum  was  reported. 

The  patient  was  given  200  mg.  of  aureomycin  dis- 
solved in  5 per  cent  glucose  and  distilled  water  intra- 
venously twice  daily  for  four  days,  after  which  she 
: was  placed  on  250-mg.  capsules  which  were  given 
orally  three  times  a day  for  the  succeeding  ten  days. 
Her  rectal  pain  was  relieved  by  the  second  day  of 
therapy,  and  her  discharge  was  greatly  reduced. 

| At  the  conclusion  of  treatment,  the  external  lesion 
had  completely  healed,  and  on  proctoscopic  exami- 
|i  nation  the  rectal  mucosa  was  entirely  normal. 

Method  of  Treatment. — From  the  above 
ji  cases,  it  is  seen  that  the  patients  were  treated 
i with  aureomycin  orally  and  intravenously  or 
by  both  routes.  In  most  instances  the  form  in 
. which  the  antibiotic  was  available  determined 
t the  way  the  drug  was  given.  When  the  drug 
, was  used  orally,  it  was  in  the  form  of  250-mg. 
/ capsules,  one  three  times  a day.  The  intra- 
venous dose  varied  from  200  to  500  mg.  dis- 
solved in  500  cc.  of  5 per  cent  glucose.  This 
was  given  twice  daily. 

The  blood  levels  obtained  when  an  intrave- 
nous dose  of  300  mg.  of  aureomycin  was  given 
\ ranged  around  5 micrograms  of  activity  per 
j milliliter  at  the  end  of  the  first  hour  after  ad- 
ministration and  gradually  fell  to  2 micrograms 
! of  activity  per  milliliter  at  the  end  of  twelve 
hours.  Three  250-mg.  doses  given  daily  by 
the  oral  route  maintained  the  blood  level  fairly 
constantly  at  2 micrograms  of  activity.  The 
time  required  to  build  up  this  level  at  the  onset 
of  therapy  was  about  four  hours.  Herrell  and 
Heilman  have  obtained  similar  blood  level 
values  using  the  same  amount  of  aureomycin.16 
The  total  amount  of  aureomycin  adminis- 
' tered  in  the  bubo  cases  was  as  follows.  One 
patient  received  the  drug  (12.7  Gm.  altogether) 
only  by  mouth.  Three  cases  received  medi- 
cation by  intravenous  route  only,  and  they 
I were  given  an  average  of  5 Gm.  Five  cases 
were  treated  by  the  combined  intravenous  and 
oral  routes  and  received  on  the  average  1.9 
Gm.  intravenously  and  10.9  Gm.  orally  for  a 
total  average  dose  of  12.8  Gm. 

In  one  benign  stricture  case  the  patient  re- 
1 ceived  40  intravenous  injections  over  a period 
of  twenty  days  and  required  8 Gm.  of  the  drug. 
The  other  three  cases  were  treated  by  the  com- 
bined oral  and  intravenous  routes,  and  they 
required  on  an  average  10.7  and  5.1  Gm.,  re- 
spectively, for  an  average  dose  of  1 5.8  Gm. 

The  proctitis  case  was  treated  by  the  com- 
bined oral  and  intravenous  method.  The 
amount  of  antibiotic  given  this  patient  was  1.6 
Gm.  intravenously  and  7.5  Gm.  orally  for  a 
total  dose  of  9.1  Gm. 


It  should  be  stressed  that  the  results  are  the 
same  when  the  drug  is  administered  in  ade- 
quate dosages,  whether  the  oral  or  parenteral 
route  is  used.  To  be  frank,  we  do  not  know 
the  correct  dose  schedule,  which  seems  to  us  to 
vary  with  the  case.  Much  more  time  will  be 
needed  before  such  schedules  can  be  drawn. 
We  prefer  to  err  on  the  side  of  too  large  rather 
than  too  small  a dose.  We  have  found  that 
the  average,  apparently  adequate  dose  is  one 
250-mg.  capsule  given  three  times  daily. 
When  the  patient  cannot  take  the  capsule,  it 
may  be  emptied  and  the  drug  administered  in 
milk  or  other  vehicles.  The  intravenous  route 
when  used  produces  in  a few  instances  a chemi- 
cal phlebitis.  Patients  do  not  like  the  intra- 
muscular route  if  larger  doses  are  given  because 
of  the  pain  it  produces.  These  two  latter  side- 
effects  are  not  of  sufficient  importance  in  a 
case  needing  the  drug  to  warrant  its  discon- 
tinuance. 

The  results  of  treatment  in  these  14  new 
cases  of  lymphogranuloma  veneruem  were 
similar  to  those  obtained  in  our  previous  35 
cases.  The  acute  manifestations,  namely,  the 
buboes  and  the  proctitis  case,  responded  well 
to  therapy.  In  the  case  of  rectal  strictures  the 
pain  was  relieved,  and  the  discharge  and  bleed- 
ing disappeared.  It  should  be  pointed  out, 
however,  that  no  drug  will  cure  a dense,  hard, 
fibrous  stricture.  Aureomycin  should,  in  our 
considered  opinion,  be  used  before  surgery  and 
as  an  adjunct  of  surgery  in  cases  where  surgery 
is  indicated.  No  extension  of  the  lympho- 
granulomatous  process  has  been  observed  by  us 
in  any  of  the  cases  that  we  have  treated  up  to 
this  date. 

Granuloma  Inguinale 

The  first  case  of  granuloma  inguinale  cured 
with  aureomycin  was  treated  at  Harlem  Hos- 
pital between  the  dates  of  April  10  and  June  6, 
1948.  This  case  with  two  other  cases  were  re- 
ported before  the  New  York  Academy  of  Sci- 
ences on  July  21,  1948,-  one  of  these  patients 
received  the  drug  orally.  Subsequently, 
Greenblatt  and  his  associates  corroborated  our 
original  observations.16 

One  case  of  granuloma  inguinale  is  included 
in  this  report  because  there  were  anogenito- 
rectal  manifestations. 

Case  4 ■ — A forty-one-year-old  Negro  woman  was 
admitted  to  Harlem  Hospital  complaining  of  weak- 
ness in  the  arms  and  legs,  fecal  incontinence  with 
rectal  bleeding,  and  a rectal  discharge  of  six  months 
duration.  Physical  examination  revealed  a periph- 
eral neuritis  due  to  avitaminosis  and  perianal  gran- 
uloma involving  the  anus  and  fourchet  (Fig.  3). 
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Fig.  3.  Anogenital  granuloma  inguinale. 


The  anal  sphincter  was  relaxed,  and  the  rectum  felt 
normal.  Proctoscopy  was  negative.  Donovan  bod- 
ies were  found  on  biopsy. 

At  the  beginning,  the  patient  was  given  a 250-mg. 
capsule  of  aureomycin  three  times  a day  orally  for 
fifty  days.  When  this  supply  of  the  oral  drug  was 
depleted,  we  shifted  to  the  intravenous  route  and 
gave  the  patient  200  mg.  of  aureomycin  dissolved  in 
500  cc.  of  5 per  cent  glucose  and  distilled  water 
intravenously  twice  a day  for  a period  of  ten  days. 
The  patient  was  under  treatment  for  a total  of  sixty 
days. 

Ten  days  after  treatment  was  begun,  the  bleeding 
and  foul  discharge  disappeared,  and  healthy  granu- 
lation tissue  with  beginning  epithelization  was  noted. 
The  lesion  continued  to  heal  slowly.  As  the  lesion 
healed,  the  rectal  incontinence  disappeared,  and  at 
the  end  of  this  time  the  patient  had  normal  control 
of  her  bowels,  as  the  sphincter  tone  had  completely 
returned. 

The  result  obtained  in  this  case  again  demon- 
strates the  effect  of  aureomycin  as  a specific  in 
granuloma  inguinale.  It  is  the  drug  of  choice  in  this 
disease,  since  no  noteworthy  side-effects  were  ob- 
served in  these  cases. 

Follow-up  Results 

We  were  able  to  examine  ten  patients  of  the 


first  25  cases  of  lymphogranuloma  venereum 
that  we  had  treated  with  aureomycin  and  two 
of  our  second  group  of  ten  cases  previously  re- 
ported.1112 In  the  first  group  the  follow-up 
period  covers  one  year.  Two  of  these  ten  cases 
were  buboes;  two  were  proctitis,  and  six  were 
benign  rectal  strictures.  Of  these  six  rectal 
strictures  four  had  been  colostomized.  The 
buboes  and  proctitis  cases  remained  healed  and 
asymptomatic  for  a period  of  one  year.  Of  the 
four  colostomized  cases  one  had  had  excision  of 
the  stricture  with  closure  of  the  colostomy;  j 
two  are  now  awaiting  surgery,  and  the  fourth 
had  no  recurrence  of  symptoms  or  extension  of 
the  diseased  process.  The  two  cases  who  were 
not  operated  on  remained  symptom  free,  and 
their  stools  are  approximately  normal  in  diam- 
eter. The  stricture  admits  the  tip  of  the  ex- 
amining finger  and  is  nontender. 

Two  cases  followed  in  our  second  series  of 
ten  cases,  observed  for  a period  of  nine  months, 
were  cases  of  proctitis,  and  these  patients  were 
asymptomatic.  On  physical  examination  the 
local  examination  was  normal.  The  patients 
in  these  12  cases  of  lymphogranuloma  vene- 
reum which  had  been  followed  had  repeated 
Frei  tests  made  on  them,  and  the  tests  were 
positive  in  all  instances.  We  shall  continue  to 
observe  these  patients  over  a longer  period  of 
time. 

Ten  of  our  12  granuloma  inguinale  cases 
have  returned  to  the  follow-up  clinic,  and  the 
follow-up  period  is  from  three  to  nine  months. 
The  lesions  in  all  patients  have  remained 
healed,  and  the  patients  are  symptom  free. 

Summary 

1.  Fourteen  new  cases  of  lymphogranuloma 
venereum  that  received  aureomycin  are  re- 
ported in  detail,  together  with  35  previously 
reported  cases.  This  makes  a total  of  49  pa- 
tients to  whom  we  have  administered  the  drug 
for  this  disease. 

2.  Twelve  of  the  35  cases  have  been  fol- 
lowed for  a period  of  nine  to  twelve  months 
since  cessation  of  treatment.  The  results  in  all 
instances  were  good.  This  is  not  taken  to 
mean,  however,  that  surgery  should  not  be 
used  when  indicated. 

3.  To  date,  13  cases  of  granuloma  inguinale 
have  been  treated  with  aureomycin  with  excel- 
lent results.  We  have  seen  no  relapses,  and  in 
no  instance  have  the  lesions  failed  to  heal. 

4.  The  drug  was  administered  by  the  oral, 
intravenous,  and  intramuscular  routes  to  these 
patients.  Effective  blood  levels  were  obtained 
if  proper  dosage  was  used  regardless  of  the 
route. 
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Conclusion 

Aureomycin  is  the  treatment  of  choice  for 
granuloma  inguinale  and  for  the  strains  of 
i lymphogranuloma  venereum  with  which  we 
I had  to  deal. 

Discussion 

Arthur  W.  Grace,  M.D.,  Brooklyn.— Dr.  Prigot 
and  his  colleagues  are  to  be  congratulated  upon  their 
] discovery  of  the  remarkable  therapeutic  property  of 
aureomycin  in  lymphogranuloma  venereum.  It  is 
likely  that  this  drug  will  prove  to  be  the  first  capable 
of  destroying  the  virus  of  lymphogranuloma  vene- 
I reum  either  in  man  or  in  experimental  animals.  At 
I present  such  proof  is  not  complete,  but  direct  and  in- 
| direct  methods  exist  for  attaining  it.  The  direct 
method  is  an  extension  of  the  work  of  Wong  and  Cox 
who  were  the  first  to  show  the  marked  efficacy  of 
aureomycin  in  the  treatment  of  mice  inoculated  in- 
tracerebrally  with  the  virus  of  lymphogranuloma 
j venereum;  failure  to  demonstrate  the  virus  by  egg 
j inoculation  in  all  of  such  treated  brains  would  prove 
that  it  had  been  destroyed.  The  indirect  method 
employs  the  complement  fixation  test  for  lympho- 
; granuloma  venereum  introduced  by  Rake.  This  is 
the  most  delicate  test  for  the  presence  of  the  virus  in 
man,  and  the  fact  that  its  antigen  continues  to  fix 
complement  in  the  presence  of  blood  serum  from  a 
person  who  has,  or  has  had,  lymphogranuloma  vene- 
reum is  regarded  as  evidence  that  the  virus  is  still 
alive  in  that  person.  No  individual  has  yet  been 
i encountered  in  whom  any  therapeutic  procedure  has 
( converted  a positive  into  a negative  lymphogranu- 
loma complement  fixation  reaction.  If  aureomycin 
will  destroy  the  virus  of  lymphogranuloma  vene- 
I reum,  we  should  expect  to  find  a reduction  in  the  titer 
j of  complement-fixing  sera  soon  after  the  inception  of 
treatment  and  an  eventual  reversal  of  the  positive 
j reaction  to  negative.  Sufficient  latitude  exists  for 
: such  observations  to  be  made  as  we  have  encountered 
| lymphogranulomatous  sera  with  a titer  as  high  as  1 
j in  1,280.  A clinical  manifestation  of  lymphogranu- 
loma venereum  which  it  is  hoped  that  aureomycin 
will  conquer  isarthritis.  In  my  clinic  at  the  New  Y ork 
Hospital  most  of  the  patients  have  longstanding  dis- 
! ease  in  the  lower  bowel,  and  it  is  in  this  group  that 
the  polyarthritis  of  lymphogranuloma  venereum  is 
most  commonly  found.  My  efforts  to  control  this 
] arthritis  have  been  hampered  by  nausea  induced  by 
the  drug  which  I have  attempted  to  use  in  heavier 
doses  than  Dr.  Prigot  and  his  colleagues  recommend. 

I am  inclined  to  question  the  accuracy  of  the  state- 
ment in  the  paper  that  the  value  of  the  sulfonamide 
drugs  in  the  treatment  of  lymphogranuloma  vene- 
reum lay  only  in  their  control  of  secondary  infec- 
tions. Those  of  us  who  treated  the  disease  before 
and  after  the  introduction  of  the  sulfonamides  were 
impressed  by  the  rapidity  with  which  bacteriologi- 
cally  sterile  lymphogranulomatous  groin  abscesses 
receded  when  the  new  drugs  were  employed  and 


also  by  the  complete  absence  of  the  development  of 
those  discharging  sinuses  which,  in  the  presulfona- 
mide days,  would  often  persist  for  years.  I think 
that  it  is  most  correct  to  say  that  some  of  the  sulfon- 
amide drugs  had  a virustatic  action  on  the  agent  of 
lymphogranuloma  venereum.  Rake’s  experiments 
with  mice  infected  intracerebrally  with  egg  material 
containing  the  lymphogranuloma  virus  showed  that 
whereas  most  of  the  treated  animals  became  sick, 
death  was  prevented  in  a considerable  proportion, 
particularly  when  sulfadiazine  was  the  drug  em- 
ployed. Many  of  the  surviving,  clinically  well  mice 
continued  to  harbor  the  virus,  but  the  proportion  of 
such  carriers  fell  steadily  after  recovery  until  a 
fairly  constant  level  of  approximately  30  per  cent 
was  reached  at  the  end  of  one  year. 

The  successful  treatment  of  granuloma  inguinale 
with  aureomycin  which  Dr.  Prigot  and  his  colleagues 
have  introduced  will  rid  the  warmer  regions  of  the 
world  of  a disease  long-dreaded  for  its  chronieity,  its 
disabling  and  disfiguring  qualities,  and  its  occasional 
mortality. 


Since  submission  of  this  paper  for  publication,  Dr.  John 
Runyan  and  co workers  of  Albany,  New  York,  studying  the 
persistence  of  the  virus  in  the  buboe  patient  under  treat- 
ment, by  inoculation  of  the  buboe  aspirate  into  mice  and 
eggs  showed  that  attempts  at  isolation  of  the  virus  were  un- 
successful after  the  fourth  day  of  treatment.  The  results 
indicate  that  infectivity  does  not  persist  for  long  after  treat- 
ment. The  data  do  not  permit  decision  as  to  whether  some 
infective  quantities  of  virus  still  survive  in  a healed  lymph 
node.17 
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GASTROENTERITIS  IN  MAN  DUE  TO  A FILTRABLE  AGENT 

Irving  Gordon,  M.D.,  Hollis  S.  Ingraham,  M.D.,  Robert  F.  Korns,  M.D.,  and  Ray  E. 
Trussell,  M.D.,  Albany,  New  York 

{From  the  Division  of  Laboratories  and  Research  and  the  Bureau  of  Epidemiology  and  Communicable  Disease 
Control,  New  York  State  Department  of  Health) 


EPIDEMICS  of  acute  diarrhea,  nausea,  and 
vomiting  are  commonly  described.1-3 
Those  seen  in  New  York  State  fall  into  several 
distinct  categories.4  Nearly  one  half  of  the  re- 
ported outbreaks  due  to  a common  source  can  be 
classified  as  staphylococcal  enterotoxin  food 
poisoning.  A much  smaller  fraction  are  demon- 
strated to  be  due  to  Salmonella  or  chemical  food 
poisoning.  In  the  remaining  common-source  out- 
breaks, however,  the  cause  must  be  considered 
unknown,  since  bacteriologic  studies  reveal  no 
known  pathogens.  In  addition,  almost  every 
year  for  at  least  the  past  two  decades,  gastroen- 
teritis has  occurred  widely  throughout  the  State 
in  a form  not  traceable  to  a common  source. 
Clinically,  all  of  these  unidentified  illnesses  ap- 
pear almost  identical,  with  a sudden  onset  of 
symptoms  of  profuse  watery  diarrhea,  nausea  and 
vomiting,  a brief  afebrile  course,  and  high  com- 
municability. There  is  no  clear-cut  evidence  that 
they  are  due  to  the  same  causal  agent. 

During  1946  and  1947  epidemic  gastroenteritis 
was  unusually  widespread  in  New  York  State.  It 
involved  the  general  population  but  became  ap- 
parent particularly  in  institutional  groups  where 
large  numbers  of  persons  were  congregated  under 
conditions  suitable  for  careful  observation.  Four- 
teen of  the  24  State  mental  hospitals  and  two 
prisons  had  sizeable  outbreaks  which  were  identi- 
cal clinically  and  epidemiologically.  These  are 
best  illustrated  by  citing  the  epidemic  at  the 
Rockland  State  Hospital,  where  913  cases  oc- 
curred in  the  nine  weeks  between  November  6, 
1946,  and  January  6,  1947.  This  constituted 
an  attack  rate  of  15  per  cent  of  the 
population  of  6,103  patients.  The  institution 
consists  of  a number  of  separate  buildings.  In 
spite  of  the  imposition  of  precautions  for  isolation, 
the  illness  spread  rapidly  from  building  to  build- 
ing, and  sharp  outbreaks  occurred  within  each 
building  (Fig.  1).  There  was  no  age  or  sex 
correlation  within  the  limits  of  the  population 
and  no  evidence  that  the  disease  stemmed  from  a 
common  source,  such  as  the  water  or  milk  supply. 
It  apparently  spread  by  direct  contact.  This 
experience  has  numerous  counterparts  both  in 
other  institutions  and  in  communities.  In  the 
latter  the  unit  of  spread  is  the  family. 

From  the  outbreak  cited  above,  stool  specimens 
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from  over  600  patients  were  examined  for  bac- 
terial pathogens  by  standard  technics;  none 
were  found.6  This  again  is  the  invariable  experi- 
ence. To  date,  attempts  to  demonstrate  the 
etiology  of  the  disease  by  bacteriologic  methods, 
including  animal  and  chick  embryo  inoculation, 
have  been  unrewarding.1-3  Human  volunteer 
experiments^  however,  have  shown  that  the 
feces  of  patients  contain  a filtrable  agent  which 
induces  the  disease  when  administered  orally.2 
Three  serial  passages  in  human  volunteers  have 
been  made  with  this  agent,  the  Marcy  strain. 
The  incubation  period  of  the  experimentally 
induced  disease  is  short,  ranging  from  one  to 
five  days  with  a mean  of  three  days,  confirming 
the  epidemiologic  estimates. 

Those  subjects  who  inhaled  throat  washings 
from  the  infected  donors  remained  well,  in  con- 
trast to  the  earlier  human  volunteer  experiments 
by  Reimann  et  al.,  who  had  concluded  that  the 
route  of  infection  was  respiratory.6  The  sharp 
divergence  of  these  findings  suggests  that  more 
than  one  filtrable  agent  may  be  capable  of  evoking 
the  syndrome.  Further  human  volunteer  experi- 
ments were  therefore  planned  and  an  attempt  was 
made  to  recover  a second  agent.  Since  our 
first  experiments  suggested  that  active  immunity 
follows  an  attack  of  the  experimentally  induced 
disease,  it  was  also  thought  that  cross-immunity 
experiments  would  be  most  useful  in  detecting 
the  existence  of  different  strains. 

Our  most  recent  experiments  confirm  that  active 
immunity  may  be  stimulated  by  an  attack  of  the 
disease  and  that  other  outbreaks  may  be  associ- 
ated with  a nonbacterial  agent  present  in  the 
feces  of  patients.  One  such  agent  was  recovered, 
but  not  identified,  from  an  outbreak  of  epidemic 
gastroenteritis  at  the  St.  Lawrence  State  Hos- 
pital in  the  winter  of  1947-1948.  Experiments 
do  not  prove  whether  this  is  different  from  the 
original  strain. 

Studies  of  Homologous  Active  Immunity 

All  of  the  homologous  active  immunity  experi- 
ments have  been  conducted  with  the  Marcy 
strain.  In  performing  the  experiment  reported 
here  the  strain  has  been  carried  forward  for  two 
more  human  passages,  making  five  in  all.  The 
last  passage  was  accomplished  with  bacteria- 
free  stool  filtrate.  Five  transfers  represent 
such  a high  dilution  of  the  original  inoculum 
that  there  is  now  little  doubt  that  the  agent 
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multiplies  in  the  human  host  and  is  an  infectious 
micro-organism,  rather  than  a filtrable  toxin. 
The  methods  used  in  this  and  later  experiments 
were  identical  with  those  previously  described.2 
Volunteers  were  fed  1.5  to  3.0  ml.  of  unfiltered 
feces  or  5.0  ml.  of  filtered  feces,  contained  in 
double  gelatin  capsules,  0.5  ml.  per  capsule. 

' The  subjects  whose  immunity  was  tested  had 
recovered  from  a previous  attack  of  gastro- 
enteritis experimentally  induced  by  similar 
inoculation  with  the  same  strain.  Reinoculation 
i was  done  within  two  weeks. 

The  results  strongly  suggest  that  active  im- 
munity developed.  The  attack  rate  among 
18  men  inoculated  for  the  first  time  was  61  per 
cent,  since  11  of  them  became  ill  with  typical 
gastroenteritis.  In  contrast,  none  of  the  seven 
men  who  were  reinoculated  became  ill  a second 
time. 

When  these  results  are  combined  with  those 
we  have  reported  previously,  the  trend  of  the 
results  is  unchanged.2  The  combined  attack 
rate  for  the  first  inoculation  of  30  men  is  66  per 
cent.  The  combined  attack  rate  after  reinoc- 
ulation of  12  men  recovered  from  gastroenteritis 
is  still  zero. 

The  opportunity  arose  to  reinoculate  two  sub- 
jects ten  months  after  their  first  experimental 
I attack  of  the  disease.  Both  of  these  men  de- 


veloped gastroenteritis  a second  time.  This 
suggests  that,  while  immunity  may  appear  within 
two  weeks  after  an  attack,  it  diminishes  sub- 
stantially with  time. 

Attempt  to  Recover  a Second  Agent 
In  the  winter  of  1947-1948,  an  outbreak  at  the 
St.  Lawrence  State  Hospital  was  studied  which 
yielded  an  agent  that  has  not  yet  been  identified. 
The  epidemic  was  identical  both  clinically  and 
epidemiologically  with  that  mentioned  above 
and  with  published  reports  of  outbreaks.  Be- 
tween November  17  and  December  9 there  were 
570  typical  cases  among  1,629  inmates,  an  attack 
rate  of  35  per  cent.  Four  volunteers  were  fed 
3.0  ml.  of  unfiltered  feces  from  a donor  acutely 
ill  with  full-fledged  gastroenteritis.  The  illness 
was  reproduced  in  three  of  the  four  subjects  and 
was  clinically  indistinguishable  from  that  caused 
by  the  Marcy  agent.  The  incubation  period  was 
also  the  same,  ranging  between  three  and  six 
days  with  a mean  of  four  and  a half  days.  Bac- 
teriologic  studies  of  the  stools  of  both  the  donor 
and  recipients  revealed  no  recognized  enteric 
pathogen.  None  of  the  six  men  fed  2.5  to  5.0 
ml.  of  fecal  filtrate  became  ill,  however,  and  the 
further  experiments  necessary  to  identify  the 
agent  and  compare  it  with  the  Marcy  strain  have 
not  been  done. 
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Discussion 

Since  Reimann  et  al.  called  attention  to  the 
ubiquitous  nature  of  this  affliction,  other  re- 
ports have  appeared. 13’7'8  The  disease  entity 
is  now  clearly  defined  clinically  and  epidemio- 
logically.  Because  it  is  self-limited  and  has  no 
mortality  except  in  aged  or  debilitated  patients, 
it  may  be  thought  of  as  more  bothersome  than 
dangerous,  although  at  times  those  suffering 
from  it  may  be  violently  distressed.  Patients 
may  be  as  astonished  at  their  rapid  recovery  as 
by  the  sometimes  dramatically  sudden  onset  of 
their  illness. 

The  importance  of  the  disease,  like  that  of  the 
common  cold,  lies  chiefly  in  the  frequency  with 
which  it  occurs  and  the  confusion  and  incon- 
venience which  attend  outbreaks  in  institutions 
or  families.  Investigation  is  hampered  by  lack 
of  knowledge  of  a suitable  experimental  animal. 
Human  volunteer  experiments  have  shown  that 
it  is  due  to  one  or  more  filtrable  agents,  pre- 
sumably viruses,  present  in  the  feces  of  acutely 
ill  patients  and  that  active  immunity  may  appear 
after  an  acute  attack.  That  this  immunity  is 
transient  is  suggested  by  the  result  of  our  experi- 
ment with  two  volunteers,  who  were  susceptible 
to  challenge  ten  months  after  recovery,  and  by 


the  fact  that  second  attacks  within  a year  are 
seen  in  natural  outbreaks.  Understanding  of  the 
pathogenesis  of  the  disease  awaits  further  ex- 
perimentation. 

Summary 

1.  Epidemic  gastroenteritis  was  the  most 
common  diarrhea  in  New  York  State  in  1946  and 
1947. 

2.  It  is  caused  by  one  or  more  filtrable  in- 
fectious agents. 

3.  Active  immunity  probably  develops  within 
two  weeks  after  an  attack.  It  may  be  transient. 

4.  At  present  there  are  no  specific  laboratory 
aids  to  diagnosis,  which  must  be  based  on  the 
clinical  and  epidemiologic  findings  and  on  the 
absence  of  recognized  enteric  pathogens. 
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AGAINST  SOCIALIZED  MEDICINE 

(Resolution  adopted  unanimously  by  the  Ameri- 
can Council  of  Christian  Churches  at  its  spring 
convention,  Denver,  Colorado,  April  27  to  29, 
1949.) 

For  the  State  to  usurp  responsibility  for  the 
medical  care  of  its  citizens,  whatever  its  name  and 
title,  constitutes  an  infringement  of  human  re- 
sponsibility and  individual  freedom  which  God  has 
not  given  to  the  State. 

God  created  man  for  His  own  glory,  gave  him  a 
body  as  a fit  organ  for  his  soul,  and  made  man  re- 
sponsible to  Him,  not  to  the  State,  in  his  care  of  his 
body.  The  State  has  no  right  to  destroy  this  rela- 
tionship, and  require  by  law,  force,  or  other  method 
the  submission  of  the  body  to  its  paternal  care. 

The  soul  and  the  body  are  inseparably  connected, 


parted  only  by  death;  and  when  the  State  attempts 
such  care  of  the  body,  it  inevitably  moves  to  direct 
the  mind  and  spirit. 

The  depravity  of  man,  as  taught  in  the  Bible, 
so  aggravates  State  control  as  it  relates  to  govern- 
ment officials,  politicians,  physicians,  and  patients 
as  to  produce  a corrupt,  inefficient,  expensive, 
bureaucratic,  and  intolerable  system. 

Socialized  medicine  in  any  form  represents,  we 
believe,  a clear  violation  of  the  Fourth  Amendment 
of  our  Constitution  which  guarantees  “the  right  of 
the  people  to  be  secure  in  their  persons.” 

The  battle  against  State  medicine  is  not  for  the 
doctors  alone,  but  it  belongs  to  all  Christian  people 
who  cherish  their  own  freedom  as  well  as  the 
physician. 


REHABILITATION  OF  THE  ARM  AMPUTEE 


Henry  H.  Kessler,  M.D.,  F.A.C.S.,  Newark, 
l|  ( Director , Kessler  Institute  for  Rehabilitation) 

TNURING  the  four  years  of  World  War  II, 
i U'  17,000  servicemen  lost  their  limbs  as  a 
result  of  war  wounds  and  operational  injuries. 
During  the  same  period  120,000  civilians  lost 
their  limbs  from  accidental  injuries  and  disease, 
i Of  both  groups,  approximately  one  third  were 
arm  amputees.  On  the  selection  of  proper 
! prostheses  rested  the  future  of  most  of  these  men. 

Selection  and  procurement  of  prostheses  is 
only  one  step  in  an  integrated  program  of  re- 
! habitation  that  was  developed  for  the  military 
casualties.  This  program  has  not  been  made 
available  for  civilian  cases.  Such  a program 
; includes  the  psychologic  preparation  of  the 
patient,  adequate  surgery  to  provide  a stump 
which  will  permit  the  patient  to  wear  a satis- 
j factory  prosthesis  without  pain  and  with  comfort 
and  utility,  the  after-care  which  will  reduce  the 
j sensitiveness  of  the  stump,  the  selection  of  the 
| prosthesis,  and  the  training  of  the  individual  in 
| the  use  of  his  prosthesis.  We  cannot  discuss 
j all  the  procedures  required  to  provide  the  am- 
j]  putee  with  a complete  and  integrated  program 
1 of  rehabilitation.  For  this  discussion  we  will 
■ concern  ourselves  only  with  the  selection  of 
t prostheses  and  training. 

There  are  two  primary  requirements  that  a 
j prosthesis  must  fulfill  if  it  is  to  meet  the  needs  of 
I an  arm  amputee,  that  of  dress  and  that  of  utility 
I for  the  routine  pursuits  of  life.  To  date  there 
i has  been  no  prosthetic  device  that  has  been  able 
I to  satisfy  these  requirements. 

There  are  many  reasons  why  arm  prostheses 
I are  the  least  satisfactory  of  all  prosthetic  ap- 
j pliances.  It  is  easy  to  duplicate  the  function 
that  has  been  lost  in  the  lower  extremity  since 
I weight  bearing  and  locomotion  can  easily  be 
j|  reproduced.  In  the  upper  extremity,  however, 

Ithe  functions  are  so  intricate  and  complex  that 
they  cannot  be  duplicated,  they  can  only  be 
imitated.  Furthermore,  the  one  function  which 
the  amputee  misses  above  all  else  is  tactile  sen- 
I sation.  This  function  has  not  yet  been  replaced 
\ by  the  inventive  mechanical  genius  of  the  engi- 
neer. Then  again,  compensation  comes  into 
I play,  so  that  the  one-armed  person  finds  that  even 
I without  a prosthesis  he  can  carry  out  his  daily 
I needs.  Even  the  bilateral  amputee  may  prefer 
I to  get  along  without  prostheses.  Finally,  the 
I prosthesis  is  a poor  substitute  in  providing  the 
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individual  with  normal  appearance.  Yet  it  is 
important  that  the  physically  handicapped  person 
appear  normal,  since  he  is  faced  by  the  severe 
prejudice  of  the  public  toward  all  the  disabled. 
By  camouflaging  his  defect  he  overcomes  the 
truculent  attitude  of  the  man  in  the  street, 
the  employer,  and  his  fellow  worker. 

Is  there  any  prosthesis  that  can  meet  all  these 
demands  of  function  and  appearance?  Ob- 
viously, no.  What  then  are  the  devices  that  are 
available  and  which  ones  shall  we  select  for  our 
patients? 

There  is,  of  course,  the  dress  arm.  This  is  the 
most  common  type  of  appliance  in  use.  In  a 
survey  of  9,000  arm  amputations  in  Germany,  60 
per  cent  preferred  the  arm  for  dress  alone.  Made 
of  wood,  leather,  plastic,  latex,  or  felt,  it  can  be 
made  comparatively  light  and  even  in  some 
cases  sufficiently  artistic  to  duplicate  the  natural 
appearance  of  the  normal  hand.  However,  the 
duplicity  is  quickly  discovered.  The  lifelessness 
soon  gives  the  wearer  away  so  that  the  camou- 
flage is  rarely  perfect.  Nevertheless,  it  is  satis- 
factory in  providing  a fairly  normal  appearance. 
Who  shall  wear  them?  Women,  especially; 
men  too,  but  the  determination  must  be  made  on 
a survey  of  the  individual,  his  attitudes,  needs, 
and  personality. 

For  a woman  sixty-five  years  of  age  with  a 
forearm  amputation  following  a compound  frac- 
ture and  osteomyelitis,  it  would  be  a serious 
mistake  to  provide  her  with  a heavy  mechanical 
arm.  A simple  dress  arm  with  a spring  thumb 
for  simple  acts  of  prehension  is  sufficient.  But 
if  the  patient  desires  an  increased  range  of  useful 
functions,  the  device  should  be  able  to  accomp- 
lish at  least  a few  simple  hand  functions.  It  is 
impossible  to  duplicate  the  permutations  and 
combinations  of  hand  and  finger  function.  How- 
ever, there  are  four  simple  functions  which  are 
important  and  can  be  duplicated  mechanically. 
They  are  forceps  action,  pliers  action,  ring 
action,  and  hook  action.  These  functions  can 
be  obtained  by  the  standard  type  of  utility  hook 
which  is  held  closed  by  a heavy  rubber  band  and 
opened  by  the  action  of  a loop  around  the  op- 
posite shoulder  which  pulls  on  a lanyard  attached 
to  an  outrigger  on  the  hook.  Closure  of  the 
hook  is  accomplished  by  the  simple  release  of 
the  pull  on  the  lanyard,  the  hook  closing  by  the 
action  of  the  elastic  band.  While  the  amputee 
can  exercise  considerable  ability  in  the  handling 
of  routine  tasks,  the  hook  does  not  hold  soft  ob- 


1921 


1922 


HENRY  H.  KESSLER 


[N.  Y.  State  J.  M. 


jects  like  a cigarette  or  a doughnut  satisfactorily. 
The  ability  to  control  the  exact  amount  of  force 
exercised  by  the  open  hook  has  been  called  selec- 
tive pressure  and  is  a function  that  only  a few 
amputees  can  obtain  with  the  split  utility  hook. 
Furthermore,  there  is  still  the  question  of  appear- 
ance. In  the  amputation  center  and  in  the  hos- 
pital area  while  segregated  with  other  amputees 
he  is  not  exposed  to  public  prejudice.  When  he 
returns  home  and  finds  himself  one  of  a few  in 
the  community,  dress  and  appearance  then  be- 
come a serious  matter.  In  this  case  he  can  re- 
move his  hook  and  apply  a dress  hand  or  a me- 
chanical hand. 

The  fitting  of  a prosthesis  to  an  arm  amputee 
differs  from  that  of  the  leg  amputee  in  that’  there 
is  less  opportunity  for  standardization.  In  the 
leg  the  prosthesis  is  fitted  to  the  patient’s  stump. 
In  the  upper  extremity  the  prosthesis  is  fitted 
to  the  patient’s  personality.  His  hopes,  aspira- 
tions, and  background  must  be  taken  into  con- 
sideration in  deciding  on  the  prosthesis.  Cer- 
tainly it  would  be  a mistake  to  furnish  a lawyer 
with  a hook  prosthesis  to  wave  in  the  courtroom, 
or  to  a bank  teller  to  handle  money  across  the 
teller’s  cage.  We  must  search  further  for  our 
selection. 

Mechanical  arms  have  had  a popular  vogue 
in  this  country  and  abroad  in  that  the  hand 
provides  some  of  the  fundamental  hand  functions 
and  at  the  same  time  a sufficient  resemblance  to 
the  natural  hand  to  satisfy  ordinary  require- 
ments for  dress  and  appearance.  However, 
there  have  been  mechanical  difficulties  and  weight 
problems  that  have  limited  their  usefulness. 
When  a limb  of  this  sort  requires  a great  deal  of 
service  in  the  factory  or  shop,  the  amputee  soon 
discards  it. 

Another  method  available  to  the  amputee  is 
cineplasty.  The  muscles  that  remain  in  the 
stump  are  canalized  and  attached  to  a system 
of  levers  so  that  the  flexors  and  extensors  in  the 
forearm  and  the  biceps  and  triceps  in  the  upper 
arm  activate  the  artificial  hand  and  arm.  The 
great  advantage  of  this  method  is  the  natural 
and  physiologic  action,  the  simplicity  of  the 
mechanical  device,  the  effortless  control,  and  the 
avoidance  of  straps,  loops,  and  harness  to  the 
opposite  shoulder  for  below-elbow  arms.  But 
the  principle  had  its  limitations  in  applying  it 
to  the  needs  of  factory  workers,  farmers,  and 
laborers  who  required  a prosthesis  that  could 
exercise  considerable  force.  Although  a few 
users  of  cineplastic  apparatus  have  engaged  in 
hard  manual  work,  it  has  generally  been  ac- 
cepted for  the  use  of  the  white  collar  class  and 
those  in  light  industrial  pursuits. 

The  scope  of  cineplasty  can  now  be  extended 
to  more  varied  and  energetic  physical  demands 


through  the  development  of  a utility  hook 
operated  by  cineplastic  motors  and  interchange- 
able with  a cineplastic  hand.  This  has  been 
accomplished  by  the  development  of  an  ingenious 
spring  coupling  which  permits  interchangeable 
action  of  the  hand  and  hook  by  the  cineplastic 
motors.  Thus,  the  cineplastic  amputee  can 
use  his  motors  for  work  and  his  hand  for  appear- 
ance. 

In  addition  to  cineplasty,  other  special  methods 
are  available  to  the  amputee  to  meet  his  special 
needs.  The  Krukenburg  operation  is  one  of 
these  methods.  It  consists  in  the  splitting  of  the 
forearm  into  two  fingers  so  that  the  approxima- 
tion of  the  two  digits  provides  prehension  while 
the  natural  skin  innervation  permits  normal 
tactile  sensation.  The  method  has  been  very 
popular  in  Germany  and  Russia.  In  the  United 
States,  where  considerable  professional,  as  well 
as  public,  prejudice  exists  toward  the  appearance 
of  the  latter,  there  has  been  a natural  reluctance 
to  undertake  this  measure.  Yet  it  is  a valuable 
procedure  for  the  bilateral  amputee  since  he 
requires  no  prosthesis.  It  is  of  special  value  for 
the  blind  bilateral  arm  amputee.  Thus  we  see 
that  there  is  no  single  idea  or  miracle  prosthesis 
that  will'  solve  the  problem  of  every  amputee. 
It  is  a mistake,  therefore,  to  adhere  slavishly 
to  one  device  alone. 

For  the  amputee  there  must  be  made  avail- 
able a large  variety  of  devices  and  methods 
which  can  be  fitted  to  meet  the  special  needs  of 
the  patient.  This  is  the  function  of  the  physi- 
cian or  surgeon  who  is  concerned  with  the  re- 
habilitation of  the  amputee. 

It  is  not  enough,  however,  to  select  the  proper 
device  for  the  patient.  Unless  he  is  given  ade- 
quate training  in  its  use  he  will  discard  it  for  a 
variety  of  reasons.  The  advantage  of  training 
was  especially  seen  in  the  service  amputation 
centers.  At  these  stations  intensive  programs 
of  physical  conditioning  and  active  training  were 
undertaken  in  the  use  of  the  appliance  for  the 
routine  pursuits  of  life. 

In  the  rehabilitation  of  the  arm  amputee  a 
five-point  program  is  required:  the  psychologic 
preparation  of  the  patient,  the  selection  of  ade- 
quate surgical  methods  which  will  give  him  a 
painless  and  satisfactory  stump,  the  after-care 
of  stump,  the  selection  of  a device  or  special 
surgical  procedure  which  will  permit  him  to 
wear  a prosthesis,  and,  finally,  the  training  of  the 
amputee  in  the  use  of  the  prosthesis.  By  this 
means  the  military  and  civilian  amputees  can 
take  their  place  in  commercial  and  industrial 
life  in  competition  with  those  who  are  not  phys- 
ically handicapped.  Fortified  with  the  special 
skills  acquired  by  proper  training,  they  can  face 
the  future  with  possibilities  unlimited. 


THE  BASIS  OF  TREATMENT  IN  THE  POSTPHLEBITIC  SYNDROME 

S.  Thomas  Glasser,  M.D.,  F.A.C.S.,  New  York  City 

1 {From  the  Department  of  Surgery,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospital,  and 
Metropolitan  Hospital ) 


UNDER  the  heading  “postphlebitic  leg”  are 
included  that  great  number  of  unfortunates 
who  crowd  our  outpatient  departments  year  in 
and  year  out.  These  patients  complain  of  swol- 
i len,  painful,  or  ulcerated  legs.  Their  histories 
i are  replete  with  a multiplicity  of  unsuccessful 
treatments  which  range  from  local  medicinal 
applications  through  physiotherapy  to  surgery. 

I Not  uncommonly,  disability  is  total.  How  can 
we  account  for  the  poor  results  as  noted?  The 
postphlebitic  leg  is  a common  enough  entity,  and 
! yet  in  only  recent  years  has  intensive  study  of 
these  cases  shed  some  light  on  the  subject.  The 
• usual  error  in  diagnosis  is  the  labeling  of  all  leg 
ulcers  or  discolorations  as  “varicose  ulcer,” 
t “varicose  trophic  changes,”  etc.  Actually,  the 
postphlebitic  leg,  as  the  name  implies,  is  the 
sequel  of  an  original  iliofemoral  or  deep  vein 
■ thrombophlebitis  (milk  leg;  phlegmasia  alba 
'i  dolens).  The  history  frequently  dates  back 
twenty,  thirty,  or  more  years.  This  information 
| is  elicited  only  by  careful  history-taking  using 
leading  questions.  The  leg  trouble,  or  swelling, 
which  might  have  followed  an  operation,  injury, 
childbirth,  or  during  a protracted  medical  illness 
such  as  pneumonia,  is  important  diagnostic  infor- 
mation. Ordinarily,  the  patient  has  completely 
forgotten  a past  episode  of  mild  swelling  where  the 
manifestations  of  the  full-blown  milk  leg  w’ere 
i!  lacking,  but  instead,  mild  pain  and  slight  to 
, moderate  swelling  were  the  only  signs  at  the 
: time.  It  is  not  uncommon  for  a case  of  moderate 
edema  to  clear  up  within  a few  months  without 
any  untoward  associated  symptoms.  This  fur- 
ther accounts  for  the  lapse  of  memory  in  so  many 
patients.  However,  after  many  years  have 
passed,  the  sequelae  will  be  apparent,  while  the 
patient  still  remains  unaware  of  the  etiologic 
relationship  in  his  case. 

Physiopathology 

The  physiopathologic  basis  for  the  multi- 
plicity of  subsequent  signs  and  symptoms  follow- 
ing the  thrombophlebitis  are  herein  reviewed. 
The  inclusive  descriptive  heading,  “chronic  ve- 
nous insufficiency”  accounts  for  most  of  the 
| changes  noted  later.  Although  the  chief  causa- 
tive factor  in  the  origin  of  the  postphlebitic  leg  is 
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iliofemoral  thrombophlebitis,  other  causes,  such  as 
varicose  veins  and  arteriovenous  fistulas,  may 
also  predispose  or  eventuate  in  chronic  venous 
insufficiency.  Other  factors  favoring  thrombo- 
phlebitis are  the  blood  dyscrasias,  particularly 
polycythemia,  infections,  trichophytosis,  and 
also  the  frequent  association  of  vein  involvement 
with  abdominal  and  thoracic  malignancy.  The 
venous  obstruction  may  be  due  to  pressure  from 
without  (tumor)  or  actual  infiltration  of  the  vein 
wall  by  the  neoplasm.  Not  infrequently,  the 
initial  involvement,  i.e.,  thrombophlebitis,  in- 
stead of  being  extensive,  may  be  segmental  and 
limited  to  smaller  sections  of  veins.1 

Coincident  with  the  onset  of  the  thrombophle- 
bitis, edema  is  the  most  prominent  finding. 
Edema  fluid,  unless  reduced  at  an  early  stage, 
tends  to  persist,  the  permanent  enlargement 
which  eventually  takes  place  being,  in  part,  due 
to  fibroplastic  changes  in  the  subcutaneous  tis- 
sues. ThiS  is  the  result  of  the  irritation  by  the 
high  protein  content  of  the  edema  fluid.2  The 
axon  reflex  initiated  in  the  thrombophlebitic  proc- 
ess often  plays  a major  role  in  the  onset  and  per- 
sistence of  the  edema.  The  reflex  vasospasm  fre- 
quently remains  as  an  important  factor  in  the 
maintenance  not  only  of  swelling  but  of  other 
signs  and  symptoms,  especially  pain.  Ochsner 
and  De  Bakey  stress  vasospasm  as  an  important 
factor  in  persistent  edema  in  the  postphlebitic 
period  as  well  as  in  the  early  acute  phase  of  the 
thrombophlebitis.3  They  contend  that  90  per 
cent  of  cases  of  stubborn  edema  are  due  to  vaso- 
spasm, and  only  10  per  cent  may  be  ascribed  to 
incompetent  deep  veins.  In  addition,  a small 
number  of  cases  present  chronic  edema  where 
recanalization  fails  to  occur  and  the  deep  veins  are 
obliterated  by  dense  perivenous  scarring. 

Pain  as  a frequent  symptom  is  often  due  to 
nerve  irritation  by  the  perivascular  fibrosis.4 
The  autonomic  involvement  accounts  also  for  the 
causalgic  type  of  pain.  Obstruction  to  the 
lymphatics  is  of  importance  in  thrombophlebitis, 
since  a periphlebitis  always  includes  involvement 
of  the  perivenous  lymphatics.  In  addition,  ad- 
hesions between  the  artery  and  vein  are  frequent 
findings.8-7  Homans  aptly  accounts  for  the 
varieties  of  thrombophlebitis  in  their  initial  stages 
as  follows:  Swelling  of  the  entire  lower  extremity 
signifies  the  presence  of  a femoroiliac  thrombo- 
phlebitis. Since  the  degree  of  edema  is  depend- 
ent upon  the  amount  of  thrombosis,  efficiency  of 
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the  collaterals,  and  extent  of  lymphatic  obstruc- 
tion, it  is  possible  for  thrombophlebitis  to  exist  in 
the  presence  of  minimal  or  even  absent  visual 
edema.  Therefore,  an  acute  extensive  thrombo- 
sis results  in  marked  edema,  while  the  mild  case 
may  show  none  at  all.8  Moderate  swelling  fre- 
quently disappears  within  ten  days  while  marked 
edema  may  persist  indefinitely. 

Chronic  venous  insufficiency  is  chiefly  respon- 
sible for  the  postphlebitic  sequelae.9-13  These 
include  edema,  eczema,  ulcers,  secondary  varicose 
veins,  repeated  episodes  of  acute  thrombophlebi- 
tis, recurrent  erysipeloid-like  attacks,  recurrent 
lymphangitis,  induration  of  subcutaneous  tissues, 
and  pigmentation.14-15  These  sequelae  appear  as 
early  as  one  to  two  years  after  the  primary  throm- 
bophlebitis. More  often  there  is  a lapse  of  four 
or  five  years  and  frequently  fifteen  to  twenty  or 
more  years. 

The  deep  veins  recanalize  in  nearly  all  cases. 
Linton  and  Hardy  noticed  that  canalization  oc- 
curred in  all  of  the  84  legs  which  they  operated.16 
It  is  agreed  that  following  canalization  the  valves 
are  incompetent,  including  those  in  the  com- 
municating system  of  veins.  This  incompetency 
is  due  to  the  destruction  of  the  valves,  secondary 
to  the  original  thrombophlebitis.2-6'14  The  in- 
creased venous  pressure  is  of  great  impor- 
tance.4'8'18 This  in  turn  frequently  causes  in- 
competency of  the  communicating  veins  as  well  as 
superficial  varicosities.  Edema  is  more  apt  to  be 
of  a stubborn  type  if  the  lymphatics  have  been 
affected.  Thus,  a vicious  cycle  exists  whereby 
the  increased  venous  pressure  results  in  increased 
edema  formation  which  is  left  unaided  by  incom- 
petent lymphatics.  The  local  stasis  of  fluids  and 
the  irritating  effect  of  their  high  protein  content 
promote  a fibroplastic  reaction,  adding  another 
factor  in  edema  stagnation. 

The  significance  of  appreciable  back  pressure 
and  stasis  in  the  major  veins  cannot  be  over- 
emphasized. Rutledge  observed  that  in  ilio- 
femoral thrombophlebitis  the  venous  pressure  in 
the  superficial  veins  is  often  three  or  four  times 
normal.19  This  fact,  by  inference,  denotes  the 
degree  of  venous  obstruction  and  also  the  state  of 
the  collateral  circulation.  Additional  observa- 
tions of  importance  are  that  pressure  is  normally 
lower  during  exercise,  that  in  primary  varicose 
veins  pressure  is  normal,  and  that  in  varicose 
veins  secondary  to  chronic  thrombophlebitis  the 
pressure  in  superficial  varicose  veins  is  higher  in 
the  horizontal  position  but  normal  in  the  erect 
position.  Beecher  found  an  increased  venous 
pressure  in  incompetent  saphenous  veins  during 
muscular  activity;  normally  the  reverse  is  true.11 
The  studies  of  Veal  and  McCord,  Trentmouth, 
Roth,  and  Barker  and  Maclay  show  that  the 
oxygen  saturation  of  venous  blood  is  affected 


chiefly  by  arterial  insufficiency  and  in  cases  of 
arteriovenous  fistulas.1'20-22  Blalock  found  that 
the  oxygen  content  of  varicose  veins  is  not  de- 
creased.12 This  observation  has  been  corrobo- 
rated by  Holling  and  Beecher,  who  also  noted 
this  to  be  true  for  veins  in  post-thrombotic  ulcer 
cases.23  Linton  believes  that  hypo-oxygenation 
is  not  a factor  in  the  occurrence  of  postphlebitic 
sequelae.16  On  the  other  hand,  Allen,  Barker, 
and  Hines  state  that,  while  normally  venous 
blood  is  low  in  oxygen  and  high  in  carbon  dioxide 
and  protein,  this  is  more  marked  in  a slow  venous 
circulation,  i.e.,  during  stasis.9  These  workers, 
contrary  to  previous  opinions,  feel  that  these 
chemical  blood  changes  associated  with  slow  ve- 
nous circulation  are  as  equally  important  in  their 
effect  on  venular  and  capillary  physiology  as  the 
increased  pressure.  Thus  the  effect  on  fluid  ex- 
change between  the  circulation  and  the  tissues  is 
hampered,  and  edema  results.  Swelling  fre- 
quently remains  localized  to  the  ankle  and  lower 
part  of  the  leg  and  commonly  recedes  after  bed 
rest  or  elevation,  only  to  recur  in  the  dependent 
position.  Later  the  deleterious  effects  of  persist- 
ent edema  become  fixed. 

Edema  is  the  one  symptom  that  persists  from 
the  start  of  the  disease  (thrombophlebitis)  and  is 
maintained  right  through  the  postphlebitic 
phases.  At  first,  the  pitting  edema  is  soft. 
Later,  the  swelling  is  firm  and  resistant  due  to  the 
fibroblastic  reaction  in  the  subcutaneous  tissues. 
Whereas,  at  first,  the  edema  developed  during  the 
latter  part  of  the  day  and  disappeared  overnight, 
later,  the  leg  enlargement  becomes  fixed  and 
permanent. 

Persistent  edema  and  stasis  are  followed  by  skin 
pigmentation.  The  pigment  is  hemosiderin 
derived  from  extravasated  blood  originating  in 
capillary  hemorrhage  and  petechiae  secondary  to 
increased  venous  back  pressure.  The  most  com- 
mon site  for  this  change  is  on  the  inner  aspect  of 
the  leg  above  the  internal  tibial  malleolus.  Thus 
we  begin  to  see  how  the  increased  pressure  within 
the  tissues,  secondary  to  persistent  edema,  is  the 
chief  cause  for  the  changes  which  subsequently 
take  place,  of  which  pigmentation  is  an  early 
manifestation.  The  tissues  in  the  lower  part  of 
the  leg  which  bear  the  brunt  of  the  load  of  back 
pressure  and  stasis  are  naturally  susceptible  to 
secondary  infection.  The  result  of  this  inflamma- 
tion is  known  as  “stasis  cellulitis”  as  described  by 
Linton,  or  the  “indurated  cellulitis”  of  Allen, 
Barker,  and  Hines.  This  inflammation  is  usu- 
ally of  the  chronic,  low-grade  variety.  However, 
in  addition,  there  is  frequently  a tendency  for 
periodic  recurrent  attacks  of  ervsipeloid-like 
flare-ups  associated  with  high  fever  and  chills. 
The  lymphangitis  which  is  concurrent  with  the 
attacks  often  results  in  additional  lymph  block- 
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age,  thereby  adding  another  factor  in  the  chronic- 
ity  of  the  edema.  Marked  pain  and  disability 
are  commonly  associated  with  the  inflammation 
just  described.  The  cellulitis  not  infrequently 
encircles  the  lower  part  of  the  leg.  On  inspection 
and  palpation,  this  indurated  inflammation  gives 
one  the  impression  of  a tourniquet-like  cuff  around 
the  supramalleolar  region  of  the  leg. 

Along  with  pigmentation  and  induration, 
eczemas  are  frequent  findings.  The  dermatitis 
varies  from  a mild,  chronic,  scaly  type  to  an  acute 
inflammatory  eczema  so  often  associated  with 
pain  and  heavy  serous  discharge.  Pruritis  may 
be  a prominent  symptom  at  this  time.  Most 
often,  the  troublesome  types  of  eczema  arise 
coincident  with  or  subsequent  to  ulceration. 
The  lowered  local  resistance  of  the  tissues  sub- 
jected to  chronic  venous  insufficiency  makes  them 
readily  affected  by  even  slight  external  trauma  and 
low-grade  infections.  In  addition,  there  fre- 
quently occurs  an  increased  susceptibility  to  fun- 
gus irritation  and  allergic  responses  to  local  ap- 
plications and  metabolic  products.  Meyer  has 
shown  that  chronic  phlebitis  may  stem  from  and 
persist  due  to  bacterial,  bacteriotoxic,  or  bacterio- 
allergic  factors,  the  focus  being  located  at  some 
distance  from  the  affected  site,  e.g.,  chronic  tonsil- 
litis, dental  infection,  and  rheumatic  infection.24 
This  is  corroborated  by  Hueper  who  produced 
chronic  phlebitis  experimentally  in  the  jugular 
veins  of  dogs  by  planting  the  primary  infection  in 
the  teeth.7  It  is  not  unusual  to  see  a local  derma- 
titis become  generalized  to  the  entire  body. 
Petechiae  may  also  spread  beyond  the  confines  of 
the  involved  lower  limb  to  become  generalized. 
These  widespread  reactions  may  be  accounted  for 
by  increased  capillary  permeability  and  fragility 
in  association  with  the  allergic  manifestations. 

Another  important  and  common  postphlebitic 
occurrence  is  the  development  of  superficial  vari- 
cose veins  as  well  as  incompetent  communicating 
veins.  These  are  best  designated  as  “secondary 
varicose  veins”  in  contradistinction  to  the  ordi- 
nary type  of  simple  varicosities  (primary  varicose 
veins),  a disease  entity  limited  to  the  saphenous 
and  communicating  systems.  These  secondary 
varicosities  are  likewise  the  effects  of  sustained 
venous  back  pressure.  It  is  believed  that  this 
begins  to  occur  soon  after  recanalization  of  the  deep 
veins  takes  place,  at  which  time  increased  pres- 
sure becomes  prominent.  However,  it  is  our 
clinical  impression  that  the  incidence  of  marked 
secondary  varicose  veins,  at  least  in  demonstrable 
continuity  of  the  superficial  system,  has  been 
overestimated  in  the  literature. 

Perhaps  the  most  troublesome  and  incapacitat- 
ing sequelae  of  thrombophlebitis  is  ulceration. 
Indurative  cellulitis  frequently  precedes  the  skin 
breakdown.  The  ulcers  are  usually  located  on 


the  inner  aspect  of  the  leg  above  the  internal 
malleolus.  Eczematoid  or  pigmented  areas  are 
also  vulnerable  sites  for  ulceration.  Although  the 
ulcer  is  occasionally  found  on  the  lower  lateral 
aspect  of  the  leg  (near  the  lateral  malleolus  cor- 
responding to  the  origin  of  the  short  saphenous 
vein),  it  practically  never  occurs  in  the  upper 
areas  of  the  leg.  The  chronicity  of  the  ulcer 
which  is  aggravated  and  perpetuated  by  con- 
tinued or  even  increased  stasis  and  local  fibrosis  is 
further  prolonged  by  secondary  infection.  The 
latter  increases  scar  tissue  formation  and  thus 
adds  still  another  factor  which  retards  healing. 
On  occasions,  the  ulcers  heal  without  difficulty, 
but  the  tendency  is  toward  recurrence  in  a more 
chronic  form.  The  ulcers  are  not  necessarily 
painful. 

Pain  as  a prominent  symptom  is  more  often  the 
effect  of  inflammation  rather  than  of  local  edema. 
A causalgic-like  pain  is  associated  with  either  a 
persistent  sympathetic  nerve  irritation  initiated 
at  the  time  of  the  original  thrombophlebitis  or 
one  which  develops  subsequent  to  the  changes 
caused  by  the  chronic  venous  insufficiency.  Lin- 
ton briefly  summarized  his  recent  description  of 
the  postphlebitic  state  by  saying,  “It  is  therefore 
believed  that  the  thrombotic  sequelae  develop 
as  a result  of  the  sustained  increased  pressure  in 
the  veins  of  the  lower  extremity  and  the  as- 
sociated lymphedema.”16 

The  foregoing  review  of  the  multiplicity  of  fac- 
tors concerned  in  the  physiopathology  of  the  post- 
phlebitic syndrome  gives  us  an  insight  into  the 
necessity  for  the  many  varied  procedures  that  are 
essential  in  treatment.  It  is  obvious  that  the 
more  advanced  a case  becomes,  the  greater  the 
number  and  variety  of  treatments  which  will  be 
necessary.  In  other  words,  the  marked  case  re- 
quires more  than  one  type  of  therapy.  An  ex- 
ample of  this  would  be  the  patient  who  presents 
signs  of  vasospasm,  deep  vein  incompetency,  and 
marked  secondary  superficial  varicosities.  This 
patient  would  require  three  operative  proce- 
dures, namely,  lumbar  ganglionectomy,  femoral 
vein  ligation,  and  multiple  superficial  vein  liga- 
tions. Thus  it  becomes  apparent  why  individ- 
ual therapeutic  methods  have  had  only  indif- 
ferent success.  To  elaborate  further  on  the  prin- 
ciples of  treatment,  each  method  is  evaluated. 

Treatment 

The  rationale  of  femora  vein  interruption  is 
based  on  the  presence  of  incompetent  deep  veins. 
This  state  is  the  end  result  of  the  original  throm- 
bophlebitis which  on  recanalization  leaves  a non- 
functioning valveless  vein.  By  analogy,  this 
may  be  considered  as  an  “internal”  varicose  vein. 
The  chronic  venous  insufficiency  which  results 
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accounts  for  edema  and  its  associated  effects. 
To  obviate  this  condition,  it  becomes  essential  to 
ligate  and  cut  the  femoral  vein  immediately  distal 
to  the  profunda  branch.  The  deleterious  back 
pressure  in  the  deep  venous  system  is  thereby  re- 
moved. This  operation  was  suggested  by 
Homans  in  1941.8  Subsequently,  clinical  reports 
on  this  procedure  were  published  by  Buxton  and 
his  coworkers  in  1944  and  1945  and  by  Linton  and 
Hardy  in  1947  and  1948.13, 26,14,16  The  results 
with  femoral  vein  ligation  in  these  series  appeared 
favorable.  We  recently  reported  91  femoral  vein 
ligations  and  expressed  our  satisfaction  with  this 
procedure.17  We  were  of  the  opinion  that  femoral 
vein  interruption  was  essential  in  the  treatment  of 
all  moderate  to  advanced  cases  of  the  postphlebi- 
tic  syndrome.  We  observed  that  recanalization 
of  the  deep  veins  was  to  be  expected  in  the  major- 
ity of  cases.  This. accounted  for  the  high  inci- 
dence of  chronic  venous  insufficiency  in  our  series. 
There  were  no  contraindications  to  femoral  vein 
ligation.  Our  experience  with  this  method  in  the 
treatment  of  arteriosclerosis  obliterans  assured  us 
that  advanced  age  was  not  a contraindication  as 
has  been  sugested. 26,27,13  The  absence  of  mor- 
tality and  morbidity  was  noteworthy  in  our  series. 

Ligation  of  secondary  varicose  veins  is  essen- 
tial. This  condition  is  an  added  burden  to  a 
limb  already  handicapped  by  chronic  venous 
insufficiency.  Linton  and  Hardy  favor  stripping 
of  the  superficial  veins  down  to  the  internal 
malleolus.  We  have  not  found  this  feasible  in 
most  of  our  cases.  Multiple  vein  ligation,  as 
commonly  employed  for  simple  primary  varicose 
veins,  is  equally  practical  and  effective  in  the 
postphlebitic  cases.  The  proper  evaluation  of 
superficial  varicosities  with  ligation  of  blow-outs 
and  multiple  tie-offs  as  indicated  rests  with  the 
judgment  of  the  surgeon.  There  are  those  who 
feel  that  sclerosing  therapy  is  contraindicated.14,16 
In  the  absence  of  superficial  phlebitis,  careful 
injection  of  sclerosing  agents  is  probably  a safe 
procedure.  It  has  recently  been  suggested  that  a 
subfascial  ligation  of  incompetent  communicat- 
ing veins  be  performed.3  The  incision  starts  be- 
low the  internal  malleolus  and  extends  upwards 
into  the  lower  leg. 

Ochsner  and  De  Bakey  advocate  denudation  of 
the  perivenous  fibrous  tissue  in  those  cases  where 
recanalization  fails  to  occur  and  edema  persists.3 
This  pathology  is  demonstrated  by  phlebography. 
Although  we  have  had  no  experience  with  this 
operation,  we  feel  that  the  need  for  such  a proce- 
dure is  probably  infrequent. 

Therapy  applied  to  the  lumbar  sympathetics  is 
commonly  of  great  value.  Direct  evidence  of 
vasospastic  phenomena  can  be  demonstrated  by 
lumbar  ganglion  block.  Only  in  rare  instances 
does  anesthetization  of  the  lumbar  chain  have  a 


lasting  effect.  Lumbar  sympathectomy  is  the 
best  procedure  in  these  cases.  Ochsner  and. 
De  Bakey  lay  great  stress  on  the  high  incidence 
of  vasospasm.  It  is  obvious  that  improvement  in 
the  arteriolar  pulsationsincreases  the  flow  of  lymph 
and  thereby  reduces  edema  and  augments  healing 
of  ulcers.  The  anhydrosis  which  results  also 
facilitates  the  treatment  of  fungus  infections 
which  thrive  in  the  presence  of  sweaty  feet. 

Treatment  of  the  postphlebitic  ulcer  includes 
many  procedures.  The  value  of  the  preceding 
measures,  e.g.,  femoral  vein  ligation,  secondary 
varicose  veins,  ligations,  and  sympathectomy,  are 
obvious.  However,  no  routine  treatment  for 
these  ulcers  can  be  formulated.  Each  case  must 
be  individualized.  Ambulatory  treatment  may 
suffice  in  some  cases,  usually  in  those  which  are 
not  of  the  advanced  types.  Infected  ulcers  often 
require  wet  dressings.  Elevation  is  essential  for 
the  reduction  of  edema.  Elastic  supports,  boots, 
etc.,  are  applied  at  the  proper  time,  that  is,  when 
the  acute  phase  has  subsided.  The  chronic  recur- 
rent ulcer  with  its  fibrotic  base  requires  skin  graft- 
ing preceded  by  the  other  therapeutic  measures 
which  serve  to  improve  the  circulatory  status. 
Extensive  excision  of  the  ulcer  bed  is  absolutely 
essential.15  It  may  be  necessary  to  dissect  scar 
tissue  down  to  the  bone  itself.  An  adequate 
blood  supply  is  not  possible  in  the  presence  of 
fibrosis.  When  induration  is  markedly  exten- 
sive, a modified  Kondoleon  operation  is  indicated. 

The  antibiotics  may  be  valuable  in  controlling 
recurrent  bouts  of  inflammation.  However,  foci 
of  infection  should  be  searched  for  and  eradicated 
if  found.  Vigilant  attention  to  epidermophytosis 
is  important.  This  lesion  may  be  and  often  is  the 
portal  of  entry  for  repeated  infection.  In 
addition,  fungus  sensitization  is  more  common 
than  is  ordinarily  appreciated.  Intradermal 
testing  with  trichophytin  is  often  advisable,  and 
desensitization  should  even  be  attempted. 

Many  other  therapeutic  measures  have  been 
reported  for  which  there  are  occasional  indica- 
tions. De  Takats  and  Fowler  have  employed 
roentgen  therapy  for  periphlebitic  infiltrations.28 
Iontophoresis  has  been  recommended  by  Wright 
for  its  vasodilation  effect.29  Sensory  nerve  block 
for  severe  pain  may  be  of  value. 

It  is  obvious  that  a general  physical  evaluation 
must  be  made  in  all  cases.  Thoracic  and  abdom- 
inal malignancies  have  a high  incidence  of 
thrombophlebitis  in  the  lower  extremities.  Ag- 
gravation of  symptoms  is  not  infrequently  as- 
sociated with  systemic  diseases  such  as  blood 
dyscrasias.  The  edema  in  the  limbs  complicat- 
ing cardiac  and  renal  disease  must  be  recognized. 
The  postphlebitic  syndrome  requires  great  atten- 
tion to  detail  in  treatment  as  well  as  a careful 
physical  examination. 
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Summary 

1.  The  physiopathology  of  the  postphlebitic 
syndrome  is  reviewed. 

2.  Postphlebitic  sequelae  are  multiple  and 
complicated. 

3.  The  multiplicity  of  therapeutic  methods 
and  the  need  for  combined  measures  in  treatment 
are  emphasized. 

4.  Femoral  vein  ligation  is  a valuable  operation 
for  the  advanced  stages  of  the  sequelae. 

5.  Each  case  must  be  individualized  and 

■ evaluated  for  therapeutic  consideration. 

1049  Park  Avenue 

Discussion 

C.  Douglas  Sawyer,  M.D.,  Brooklyn. — This  paper 
has  been  a thorough  exposition  on  the  postphlebitic 
syndrome.  It  was  divided  into  four  major  parts. 
•1  The  first  part  was  an  introduction  in  which  Dr. 
t Glasser  explained  that  many  times  we  have  paid 
little  or  no  attention  to  the  difference  between  a 
postiliofemoral  thrombophlebitis  and  the  common 
.i;  varicose  vein  syndrome.  In  the  second  part  he 

■ ( stressed  particularly  the  essentials  for  taking  a most 

■ ! careful  history  since  fifteen  to  twenty  years  may 
! elapse  between  the  time  of  the  initial  inflammatory 
l|  process  and  the  time  when  the  patient  presents  him- 
, i self  for  treatment.  The  third  part  was  approximately 
! i three  fourths  of  his  thesis  and  explained  rationally 
J the  physiopathologic  basis  for  the  signs  and  symp- 
1 toms  which  occur  in  the  postphlebitic  syndrome. 

In  the  fourth  part  he  presented  an  outline  for  treat- 
ment which  was  most  complete. 

In  the  introduction  Dr.  Glasser  asked,  “How  can 
we  account  for  the  results  that  are  seen  in  a patient 
i with  a postphlebitic  leg?”  The  answer  to  that  ques- 
tion is  simple.  Doctors  do  not  make  any  effort  to 
distinguish  between  varicosities  of  the  saphenous 
] system  and  the  incompetent  venous  return  found  in 
i the  deep  femoral  veins  resulting  from  previous  ilio- 
femoral thrombophlebitis. 

One  essential  point  in  the  history  is  the  economic 
status  of  the  patient.  These  patients  in  the  clinic  do 
1 not  do  as  well  as  the  patients  that  are  seen  in  the 
office.  If  the  patient  in  your  office  presents  a typi- 
cal postphlebitic  syndrome,  certainly  it  would  be 
well  in  most  instances  to  give  conservative  therapy  a 
try.  Many  of  these  patients  do  not  have  to  earn  a 
livelihood  to  support  themselves,  and  they  are  able  to 
lead  the  sedentary  life  which  is  required.  This  is  in 
' contradistinction  to  the  clinic  patient  who  has  to 
provide  for  himself  and  his  family  and  in  many 
j instances  does  not  have  the  ability  to  give  the  intelli- 

■ gent  cooperation  that  he  should.  Therefore,  con- 
servative treatment  is  less  often  successful. 

In  regard  to  the  remarks  about  the  physiopatho- 
logic basis  I have  nothing  to  add.  However,  I 
would  like  to  point  out  from  my  experience  that 
when  these  femoral  veins  are  operated  upon  many  of 
them  are  not  recanalized  as  Dr.  Linton  has  re- 
ported and  as  Dr.  Glasser  pointed  out  from  his 
• experience  with  91  cases.  It  would  seem  that  fur- 
I ther  proof  is  necessary  to  show  that  one  is  dealing 


actually  with  a recanalized  deep  femoral  vein  where 
the  valvular  structures  have  been  destroyed.  This 
can  be  accomplished  by  venography.  The  injection 
of  diodrast  into  the  vein,  with  x-ray  study  at  inter- 
vals, will  show  whether  the  valves  have  been  de- 
stroyed or  whether  there  is  beginning  recanalization 
or  no  canalization  at  all.  Dr.  Glasser  has  pointed 
out  that  in  iliofemoral  thrombophlebitis  of  a very 
severe  character  not  only  are  the  lymphatics  which 
surround  the  vein  involved,  but  also  the  arteries  in 
association  with  it.  When  one  cuts  through  these 
veins  which  have  been  the  site  of  inflammatory  dis- 
ease, the  usual  flow  of  lymph  does  not  occur  from  the 
lymph  channels  surrounding  the  vein.  The  element 
of  vasospasm  should  be  stressed  and  this  brings  up 
the  question  of  prophylactic  treatment  during  and 
after  a severe  iliofemoral  thrombophlebitis  by  the 
interruption  of  abnormal  sympathetic  stimuli. 
Sympathetic  block  or  Etamon  may  be  used.  This 
would  save  much  of  the  vasospasm  which  is  found  in 
these  legs  after  the  postphlebitic  state  exists. 

The  methods  of  treatment  were  based  on  well- 
founded  facts.  I would  like  to  stress  the  conserva- 
tive treatment  of  the  postphlebitic  leg.  I feel  that, 
where  the  social  and  intellectual  level  of  the  patient 
warrants  it,  this  treatment  should  be  tried.  If  not 
successful,  femoral  vein  interruptions,  varicose  vein 
interruption,  lumbar  sympathectomy,  and  proce- 
dures to  correct  devitalized  skin  should  be  tried  as 
indicated. 

I would  like  to  call  attention  to  a sort  of  “mer- 
chandising” of  the  conservative  treatment  of  the 
postphlebitic  leg  as  it  has  been  instituted  at  the 
Royal  Victorian  Hospital  in  Montreal.  I had  the 
opportunity  of  being  with  Dr.  Josephus  Luke  in  his 
clinic  where  he  has  attempted  to  place  before  his 
patients  what  he  calls  “A  New  Way  of  Life.”  In 
the  clinic  there  are  signs  pointing  out  to  the  patients 
that  they  must  live  “The  New  Way  of  Life.”  They 
must  learn  to  report  to  the  clinic,  to  avoid  bruises, 
to  keep  their  feet  scrupulously  clean,  and  the  neces- 
sity of  elevating  their  legs  for  certain  periods  of  rest 
during  the  day.  It  is  pointed  out  that  the  disease  is 
difficult  to  treat  and  the  patient  can  be  made  useful 
to  society  and  himself  if  he  follows  this  “New  Way  of 
Life.”  It  has  enabled  Dr.  Luke  to  bring  under  bet- 
ter control  the  patient  in  the  lower  economic  level 
who  can  successfully  be  treated  by  conservative 
therapy. 
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A CENTURY  and  a half  ago,  Horace  Walpole 
wrote  these  lines:  “About  the  time,  or  a 

little  later,  I die,  the  secret  will  be  found  of  how  to 
live  forever.”  Feeling  that  enough  time  had 
passed  to  vouchsafe  a reply,  Helen  Bevington 
answered : 

Horace,  be  comforted  to  die. 

One  century  has  meandered  by 
And  half  the  next  since,  it  was  true, 

The  temporal  state  eluded  you. 

Now  as  I read  your  pensive  letter, 

I wish  myself  that  times  were  better 
And  I might  boast  how  men  contrive, 

As  you  foretold,  to  stay  alive. 

By  now  we  should  possess  the  key 
To  fleshly  immortality 
And,  if  we  wanted  to,  endeavor 
To  live  forever  and  forever. 

This,  to  my  infinite  regret, 

Is  not  a custom  with  us  yet. 

I write  you  Horace  for  good  cheer 
Life  is  about  as  usual  here. 

Unfortunately,  life  is  about  as  usual  here  so  far 
as  our  knowledge  of  the  nature  of  the  aging  proc- 
ess is  concerned.  But  we  are  now  standing  where 
the  stream  divides.  For  generations  we  have 
followed  the  branch  of  infectious  diseases.  It  has 
dwindled  in  size,  but  we  have  not  yet  really 
started  the  exploration  of  that  other  stream  that 
flows  in  the  direction  of  the  chronic  diseases  of 
adult  life  and  geriatrics.  In  the  past  our  chief 
endeavor  was  to  learn  to  run  the  gauntlet  of  infec- 
tions so  that  we  might  be  able  to  raise  a reason- 
able number  of  our  children  to  adult  life.  As  a 
result  of  our  success  in  conquering  infections  and 
some  of  the  most  deadly  diseases  of  childhood,  we 
now  have  an  adult  population  that  is  propor- 
tionately larger  than  it  has  ever  been  before. 
It  promises  to  grow  even  greater  as  the  years  roll 
by.  This  poses  new  problems  for  medicine,  and 
hitherto  neglected  diseases  assume  compelling 
importance. 

Our  distribution  of  funds  for  medical  care  and 
medical  research  must  take  into  consideration 
this  growing  change  in  the  relative  importance  of 
the  problems  before  us.  A whole  new  field  of 
knowledge  is  waiting  to  be  studied  and  mastered. 
Nor  have  we  begun  to  think  seriously  about  the 
sociologic  problems  of  old  age.  Neither  medicine, 
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nor  industry,  nor  the  state  has  any  carefully 
thought  out  program  of  what  to  do  with  the  vast 
population  of  older  persons  that  is  rising  in  our 
midst.  Only  Dr.  Townsend  has  a fifty-dollars- 
every-Friday  plan  which  most  doctors  feel  is  not 
the  answer.  The  care  of  the  aged  must  not  be 
left  to  the  old  man  with  the  long  white  beard  and 
the  scythe.  The  time  has  come  when  we  must 
begin  to  think  about  this  problem  and  focus  upon 
it  that  highest  attribute  of  human  intelligence,  the 
ability  to  anticipate  and  plan  for  things  to 
come. 

Up  to  now  our  research  has  not  scratched  the 
surface  of  such  conditions  as  heart  disease  and 
coronary  thrombosis,  apoplexy,  nephritis,  arth- 
ritis, and  cancer,  which  are  only  a few  of  the  cheer- 
ful prospects  of  advancing  years.  By  way  of 
orientation,  I might  mention  that  the  diseases  of 
the  heart  and  blood  vessels  kill  at  least  three  times 
as  many  as  cancer,  six  times  as  many  as  accidents, 
eight  times  as  many  as  pneumonia,  eleven  times 
as  many  as  tuberculosis,  and  at  least  five  hundred 
times  as  many  as  infantile  paralysis.  That  is  not 
to  say  that  these  conditions  are  not  serious,  but  I 
want  you  to  have  no  doubt  as  to  what  is  public 
enemy  number  one.  Aside  from  the  damage 
caused  by  acute  rheumatic  fever,  the  least  com- 
mon denominator  of  these  diseases  is  arterio- 
sclerosis. We  have  learned  to  detect  the  obvious 
structural  end  results  of  this  condition,  but  un- 
fortunately we  have  learned  practically  nothing 
about  the  functional  chemistry  that  leads  to  it. 

Recently,  Dr.  William  Dock  revived  the  old 
theory  of  Leary  of  Boston  that  cholesterol,  a 
normal  constituent  of  butter,  eggs,  cream,  and 
other  fatty  foods,  when  present  in  excessive 
amounts  in  the  blood,  leads  to  hardening  of  the 
arteries  and  its  major  appalling  consequences, 
coronary  thrombosis  and  apoplexy. 1 While  Leary 
and  Dock’s  intriguing  theory  is  still  a long  way 
from  being  proved,  there  are  a number  of  interest- 
ing facts  to  support  it.  If  their  convictions 
should  ultimately  prove  to  be  correct,  it  will  mark 
one  of  the  greatest  medical  discoveries  of  the 
twentieth  century.  Let’s  hope  that  we  know  the 
answer  before  it  is  too  late  for  most  of  us. 

Some  indication  of  the  increasing  importance  of 
the  problems  to  which  I have  alluded  may  be 
gained  from  figures  on  the  percentage  of  our 
population  in  the  older  age  groups.  According  to 
U.S.  census  figures  and  reliable  estimates  with 
respect  to  the  future,  the  proportion  of  our  popu- 
lation forty-five  years  of  age  and  over  appears  as 
follows: 


1929 


1930 
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1860 13.1% 

1880 16.0% 

1900 17.8% 

1920  20.8% 

1940 26.5% 

1960 33.3% 

1980 40.3% 

When  we  consider  those  sixty-five  years  and 
over,  the  following  percentage  distribution  is  re- 
flected : 


1860 

2.7% 

1880 

3.4% 

1900 

4.1% 

1920 

4.7% 

1940 

6.8% 

1960 

10.0% 

1980 

14.4% 

These  figures  do  not  take  into  account  the 
possibility  of  future  dramatic  medical  discoveries 
that  might  further  change  the  longevity  picture. 
As  a matter  of  fact,  it  is  now  clear  that  the  anti- 
biotics have  already  had  more  of  an  effect  on  life 
expectancy  than  was  anticipated.  With  aureo- 
mycin,  chloromycetin,  and  perhaps  one  or  two 
more  virus-specific  antibiotics  it  is  possible  that 
all  figures  on  the  future  will  be  knocked  into  a 
cocked  hat. 

Nevertheless,  the  important  facts  to  be  derived 
from  these  data  as  they  now  stand  are  that  the 
weight  of  our  population  is  shifting  toward  the 
older  group,  and  by  1980  two  of  every  five 
persons  living  will  be  over  forty-five  and  one  of 
every  seven  over  sixty-five.  At  the  same  time  the 
total  number  of  our  people  is  also  increasing.  It 
has  been  conservatively  estimated  that  we  will 
have  not  less  than  155  million  people  by  1980 
and  probably  as  many  as  164  million.  This  means 
that  by  that  time  there  will  be  not  less  than  60 
million  people  forty-five  years  and  over  and  over 
2 1 million  people  sixty-five  years  and  over.  These 
figures  are  in  reasonably  close  agreement  with  the 
“Forecasts  of  the  Population  of  the  United 
States”  recently  released  by  the  Department  of 
Commerce.2  Think  of  it:  21  million  persons 
sixty-five  and  over!  These  figures  have  special 
significance  in  the  light  of  the  present  alltime 
record  of  over  60  million  gainfully  employed,  and 
this  means  that  in  about  thirty  years  we  shall 
have  more  individuals  over  forty-five  years  of  age 
than  the  total  number  employed  at  the  present 
time.  But  if  we  do  nothing  about  it  and  maintain 
present-day  working  standards  and  conditions,  we 
shall  have  a potential  labor  surplus  of  over  30  mil- 
lion workers  by  1 980.  W e must  anticipate  the  con- 
tinued introduction  of  new  labor-saving  devices 
perhaps  on  a scale  never  dreamed  of  before.  The 
technologies  recently  developed,  particularly  in 
electronics,  and  the  upswing  of  interest  in  science 


generally  should  provide  for  that.  Despite  the 
new  industries  that  will  result,  I seriously  doubt 
that  the  advances  in  science  will  have  the  effect 
of  increasing  man-hours  of  available  work  in 
relation  to  the  man-hours  of  available  workers, 
both  willing  and  able  to  work,  as  John  L.  Lewis 
put  it. 

What  are  we  to  do  about  those  over  fifty  or 
sixty  years  of  age  whom  we  now  regard  as  older 
workers?  W e can’t  plow  them  under  as  we  used  to 
plow  under  corn,  potatoes,  tobacco,  and  little 
pigs  in  accord  with  what  was  once  Henry 
Wallace’s  advice.  And  I am  equally  certain  that 
we  can’t  just  turn  them  out  to  pasture  and  expect 
them  to  enjoy  life.  People  are  not  happy  when 
they  are  idle,  and  this  is  particularly  true  of  older 
individuals.  It  was  Robert  Burton  who  said, 
“Employment,  which  is  nature’s  physician,  is  so 
essential  to  human  happiness  that  Indolence  is 
justly  considered  as  the  mother  of  misery.”  ! 
Youth  can  loaf  content  with  opiate  dreams  of 
future  achievements.  But  as  we  grow  older,  the 
realities  of  life  are  more  clearly  seen  and  less 
easily  denied,  and,  as  we  approach  fifty  and  sixty, 
we  can  no  longer  derive  solace  from  the  pipe 
dreams  of  future  achievements.  Age  plays  for 
real  stakes,  not  pastime.  It  wants  something  to 
do,  and  it  must  be  real.  And  the  most  real  thing 
we  have  to  sustain  us  in  this  life  of  ours  is  useful 
work.  This  is  true  despite  the  fact  that  we  some- 
times feel  as  Samuel  Hoffenstein  suggests  in  the 
following  lines: 

You  Work  and  Work 

You  work  and  work,  and  keep  on  working. 

While  poets,  even  worse,  are  shirking; 

Your  hair  falls  out,  your  eyes  grow  bleary, 

Your  bones  grow  old,  your  outlook  dreary; 

But  you  never  seek  to  break  the  fetters — 

You  go  on  filing  useless  letters. 

Well,  a day  arrives,  and  it  must  be  spring  yet; 

The  birds,  somehow,  begin  to  sing  yet; 

The  grass  is  green,  the  cows  are  mooing, 

The  flies  are  buzzing,  the  people  shooing, 

The  air  is  fresh — it  makes  you  tipsy — 

And,  all  of  a sudden,  you  turn  gypsy. 

So  you  come  in  late,  you  go  home  early; 

The  thought  of  the  office  makes  you  surly; 

You  come  in  later,  you  go  home  earlier; 

The  thought  of  the  office  makes  you  surlier; 

You’ve  worked  enough;  you’ve  earned  the  ieisure 
To  have  some  poor,  but  honest  pleasure; 

No  desk,  you  think,  should  rise  to  quell  you — 

And  what  do  you  get?  Do  I have  to  tell  you? 

But  have  you  seen,  as  I have,  a faithful  em- 
ploye who  has  been  working  at  his  job  for  twenty, 
thirty,  or  forty  years  and  wants  to  continue? 
Have  you  seen  such  an  employe  “retired”  to  the 
boneyard  by  some  blind  compulsory  retirement 
scheme?  There  is  an  unutterable  sadness  about 
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it  that  sometimes  makes  me  think  it  would  be 
kinder  to  shoot  the  old  fellow.  Old  folks  are 
capable  of  suffering  more  intensely  than  youth 
can  realize,  but  they  never  cry.  I believe  I 
understand  why  so  often  they  die  shortly  after 
retirement.  For  any  biologic  organism  that  has 
been  accustomed  to  a set  routine  for  forty  or  fifty 
years  can’t  suddenly  be  shaken  from  its  orbit 
without  untoward  consequences.  Anyone  who 
has  studied  Cannon’s  ideas  on  homeostasis  will 
recognize  this.  It  is  a biologic  fact  that  functions 
and  living  tissues  that  are  not  used  decline  and 
atrophy.  Applied  to  longevity  I believe  it  is  also 
true  that  nature  tends  to  eliminate  those  that 
have  relinquished  their  functional  usefulness. 
Atrophy  of  disuse,  both  physical  and  mental,  is 
the  most  insidious  disease  and  deadly  poison 
known  to  man. 

From  a strictly  scientific  point  of  view  the 
aging  process  begins  at  conception.  The  very 
instant  that  cells,  tissues,  or  organs  stop  growing 
they  begin  to  decline.  This  decline  marks  the 
beginning  of  old  age.  It  starts  slowly,  but  it 
begins  early  in  life.  The  thing  popularly  called 
old  age  is  in  truth  only  that  period  during  which 
the  rate  of  decline  has  become  accelerated  and  the 
manifestations  so  gross  that  they  are  visible  to 
the  naked  eye.  It  is  true  that  different  races  of 
man  and  different  species  of  animals  decline  at 
varying  rates.  What  the  responsible  factors  are 
we  really  don’t  know,  despite  the  following  in- 
triguing suggestion: 

The  horse  and  mule  live  thirty  years, 

And  nothing  know  of  wine  or  beers. 

The  goat  and  sheep  at  twenty  die 
And  never  taste  of  scotch  or  rye. 

The  cow  drinks  water  by  the  ton, 

And  at  eighteen  is  mostly  done. 

The  dog  at  fifteen  cashes  in 
Without  the  aid  of  rum  or  gin. 

The  cat  in  milk  and  water  soaks 
And  after  twelve  short  years  it  croaks — 

The  modest,  sober,  bone-dry  hen 
Lays  eggs  for  nogs,  then  dies  at  ten. 

All  animals  are  strictly  dry; 

They  sinless  live  and  early  die. 

But  sinful,  ginful,  rum-soaked  men 
Survive  for  three  score  years  and  ten. 

And  some  of  us,  though  mighty  few 
Stay  pickled  ’til  we’re  92!!! 

Our  society  has  been  quite  illogical  and  incon- 
sistent in  its  attitude  toward  the  older  worker. 
On  the  one  hand  it  is  apparent  that  we  have  no 
objection  to  electing  and  appointing  older  individ- 
uals to  positions  of  the  greatest  responsibility  in 
government,  business,  and  the  professions.  For 
instance,  in  the  81st  Congress  over  34  per  cent 
of  the  senators  and  19  per  cent  of  the  representa- 
tives are  over  sixty.  A study  was  made  of  top 


business  executives  as  listed  in  Poor’s  Directory. 
Here  44  per  cent  of  the  group  are  over  sixty  years 
of  age.  I am  certain  that  a study  of  leadership  of 
the  various  professions  would  reveal  the  same 
large  proportion  of  individuals  in  the  older  group. 

And  yet,  on  the  other  hand,  as  far  as  the  rank 
and  file  of  workers  are  concerned,  we  have  no  ob- 
jection to  the  imposition  of  blind  and  unselective 
compulsory  retirement  rules  which  automatically 
eliminate  those  in  the  ranks  who  have  reached  the 
same  age,  regardless  of  their  fitness,  ability,  and 
contribution  to  the  group  for  which  they  labor. 
More  precious  than  oil  or  fertile  soil,  than  ore  and 
minerals,  than  trees  or  an  equable  climate,  are  the 
human  resources  of  a country.  All  other  things 
were  here  when  Columbus  came  to  America,  but 
it  took  intelligent,  industrious  men  to  make  our 
country  what  it  is  today. 

We  may  not  fully  realize  it,  but  it  does  not  pay 
to  waste  the  contributions  of  those  who  through 
years  of  experience  have  learned  to  do  their  jobs 
well  and  are  willing  and  able  to  continue  to  do  so 
faithfully.  Training  and  experience  can  only  be 
replaced  by  training  and  experience,  and  when  we 
retire  a competent  older  worker,  his  successor  has 
the  burden,  inevitably,  of  supporting  him  as  well 
as  himself.  Some  individuals  welcome  retirement 
and  the  possibility  of  voluntary  retirement  on  a 
pension  should  always  remain  open  for  these. 
But,  if  the  premise  is  that  all  individuals  over 
sixty-five  or  seventy  are  not  worth  their  keep, 
then  least  of  all  should  we  permit  individuals 
above  those  ages  to  occupy  the  top  and  critical 
positions  in  our  social  structure.  If  we  acknowl- 
edge, as  is  certainly  true,  that  some  are  and  some 
aren’t  fit  and  pulling  their  weight  at  those  ages, 
then  we  should  use  our  intelligence  to  devise 
methods  of  determining  which  are  and  aren’t  fit — 
for  all  workers — not  just  the  upper  crust. 

As  the  great  physiologist,  A.  J.  Carlson,  stated, 
“The  physiologic  age  of  the  worker  is  not  synony- 
mous with  his  chronologic  age,  owing  to  the  in- 
dividual variables  in  heredity,  mode  of  living, 
accidents,  and  sequelae  of  disease.”  At  the  pres- 
ent time  our  life  expectancy  is  sixty-seven  years. 
As  medical  science  progresses,  we  may  expect  the 
life  span  to  increase  to  limits  hardly  dreamed  of. 
We  might  even  look  forward  to  the  experience  of 
an  interesting  person:  His  name  was  Christen 
Jacobsen  Dragenberg.  Dragenberg  was  a Dane 
who  lived  to  be  one  hundred  forty-six  years  of  age 
from  1626  to  1772.  He  went  to  sea  when  he  was 
thirteen,  took  part  in  the  wars  of  three  kings 
against  Sweden,  served  many  nations  in  merchant 
navies,  when  nearly  seventy  was  taken  prisoner 
by  Algerian  pirates,  was  sold  as  a slave,  escaped 
slavery  after  fifteen  years,  and  at  the  age  of 
eighty-four  again  went  to  war  against  Sweden. 
At  the  age  of  one  hundred  eleven  he  married  a 
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woman  of  sixty,  outlived  her,  proposed  at  one 
hundred  thirty  to  several  women  but  was  rejected. 
Mastering  his  disappointment,  he  lived  on  for 
sixteen  years.  Described  as  being  of  impetuous 
temperament,  he  lived  a life  far  from  blameless, 
but  in  his  last  five  years,  from  one  hundred  forty- 
one  to  one  hundred  forty-six,  exhibited  a conduct 
described  as  “quite  respectable.”  If  one  man  can 
live  a life  as  full  as  this,  there  is  no  reason  why 
science  cannot  make  it  possible  eventually  fox- 
many  more  of  us  to  marry  at  one  hundred  eleven, 
propose  and  be  accepted  at  one  hundred  thirty, 
and  live  to  one  hundred  forty-six. 

We  choose  and  select  when  we  hire,  and  I see 
no  reason  why  we  can’t  do  the  same  thing  when 
we  retire  our  workers.  One  of  the  best  teachers 
it  has  been  my  privilege  to  know  and  an  out- 
standing figure  in  public  health  work,  Dr.  Milton 
J.  Rosenau,  was  retired  from  the  Harvard  faculty 
on  the  basis  of  a compulsory  retirement  rule.  He 
moved  to  another  University  where  the  rules  were 
not  so  blind  and  where  perhaps  they  could  not 
afford  the  luxury  of  scrapping  their  best  brains 
by  the  calendar.  He  continued  his  inspiring- 
teaching,  which  I can  assure  you  could  be  emu- 
lated by  very  few  others,  and  was  subsequently 
elected  president  of  the  American  Public  Health 
Association.  The  story  is  told  that  as  he  lay  on 
his  deathbed,  he  cocked  open  one  eye  as  he  had  a 
habit  of  doing,  saw  the  pretty  nurse  standing  be- 
fore him,  and  spoke  his  last  words,  “I  feel  I am 
taking  a turn  for  the  nurse.”  From  a sociologic 
standpoint  inflexible  chronologic  retirement  rules 
are  a reflection  on  the  state  of  our  intelligence 
in  solving  what  ought  to  be  a simple  problem. 

Whenever  society  adopts  a rule  that  eliminates 
the  fit  with  the  unfit,  destroys  the  good  with  the 
bad,  or  punishes  the  innocent  with  the  wicked, 
it  is  not  a good  rule.  Society  progresses  by  chang- 
ing rules  of  this  kind.  In  an  imperfect  society 
human  beings  are  pushed  around  as  a faceless 
mob.  But  in  the  last  analysis  social  progress  may 
be  measured  by  the  degree  of  skill  and  discrimina- 
tion with  which  society  solves  the  individual 
problems  of  its  members.  I am  afraid  that 
Winston  Churchill  had  the  right  idea  when  he 
stated  that  we  are  still  an  immature  civilization. 

The  argument  has  been  advanced  that  we  must 
clear  out  the  older  workers  to  make  room  for  the 
younger  men  so  that  their  progress  upward  in  an 
organization  will  not  be  unduly  stymied.  On  the 
face  of  it  this  line  of  reasoning  appears  to  have 
some  merit.  But  it  is  only  another  way  of  stating 
that  there  are  more  workers  than  there  are  jobs. 
During  the  war,  when  there  was  a manpower 
shortage,  no  one  was  afraid  that  the  old,  the  lame, 
the  blind,  and  the  halt  were  taking  jobs  away  from 
younger  and  more  able  workers.  At  other  times 
similar  arguments  have  been  applied  against  the 


employment  of  women  in  business,  government, 
and  the  professions.  Certainly  there  is  no 
arbitrary  age  at  which  older  workers  begin  to 
repress  the  advancement  of  younger  individuals. 
In  a sense,  every  older  individual  higher  on  the 
ladder  of  advancement,  whether  he  be  sixty-five 
or  fifty-five  or  forty-five,  is  holding  a job  that  a 
younger  individual  aspires  to  and  feels  he  can  fill. 
That  is  always  true,  and  it  will  be  just  as  true 
if  we  force  everyone  to  retire  at  fifty  or  even 
forty-five  as  we  will  have  to  do  by  1980  if  w-e  don’t 
find  a more  logical  way  of  reducing  the  disparity 
between  jobs  and  workers.  We  must  not  lose 
sight  of  the  fact  that  someone  must  support  those 
that  we  retire  to  idleness.  The  more  workers  we 
retire,  and  particularly  if  we  should  lower  the 
retirement  ages,  the  greater  will  be  the  economic 
burden  we  will  place  on  those  who  work. 

Commenting  on  this  problem,  an  editorial  in 
the  New  England  Journal  of  Medicine  states, 
“. . . .Each  of  Mr.  Henry  Wallace’s  famous  sixty 
million  jobholders  may  by  1980  be  carrying  a 
retired  worker  on  his  back. . . . There  is  no  doubt 
that  compulsory  retirement  on  a calendar-age 
basis  makes  it  increasingly  difficult  for  the  worker 
over  forty-five  years  of  age  to  support  himself 
and  his  family.  Ordinary  education,  in  addition 
to  technical  training  for  our  machine  age,  is 
extending  childhood,  the  first  age  of  dependency; 
early  compulsory  retirement  in  industry  is  causing 
the  second  age  of  dependency  to  begin  earlier  in 
life.  The  span  of  effective  adult  competence  is 
being  progressively  narrowed ...”  The  whole 
problem  is  the  adjustment  of  the  number  of 
workers  to  the  number  of  jobs  available.  To 
attempt  to  strike  a balance  by  eliminating  all 
workers  over  a certain  age  is  an  unfair  penalty 
on  age  and  experience.  In  a refined  and  delicate 
way  it  is  a perpetuation  of  the  jungle  law  of  the 
fang  and  claw  where  the  leaders  of  the  pack  sur- 
vive only  until  the  younger  beasts  grow  fierce 
enough  to  eliminate  them.  In  modern  civilization 
we  are  less  violent,  but  the  end  result  is  approxi- 
mately the  same. 

One  of  the  most  important  steps  in  solving  this 
problem  is  the  successive  reduction  in  working- 
hours  for  all  workers  rather  than  by  reducing 
more  and  more  older  workers  to  a state  of  parasi- 
tism. I venture  to  say  that  you  and  I will  live  to 
see  a thirty-hour  week  in  industry. 

Another  view  that  is  widely  held  is  that  older 
individuals  become  overconservative,  and  to 
make  progress  we  must  eliminate  these  obstacles 
in  the  path  of  progress.  Here  again  there  are 
such  wide  variations  in  human  reaction  patterns 
that  I don’t  see  how  one  can  logically  draw  gen- 
eralizations that  will  fit  individual  cases.  Cer- 
tainly Bernard  Baruch,  seventy-eight  years  of 
age,  Serge  Koussevitsky  age  seventy-four,  Arturo 
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Toscanini  age  eighty-two,  and  Herbert  Hoover  at 
seventy-four  are  no  obstacles  in  the  path  of 
progress,  and  neither  Henry  Wallace,  Senator 
Pepper,  nor  Tommy  Manville  have  become  more 
conservative  as  they  have  grown  older.  As  far  as 
the  great  mass  of  jobs  now  subject  to  compulsory 
retirement  is  concerned,  it  makes  no  difference 
at  all  whether  an  individual  grows  more  or  less 
conservative.  If  individuals  in  key  positions  be- 
come too  conservative  with  age,  or  even  too  reck- 
less as  they  sometimes  do,  to  meet  the  best  in- 
terests of  the  organization,  a retirement  board 
operating  on  a selective  basis  can  correct  this 
development  as  well  as  any  other  that  may  arise. 

Fortunately,  the  idea  that  compulsory  retire- 
ment on  a calendar-age  basis  is  wrong  is  gaining 
general  acceptance.  The  National  Health  As- 
sembly on  May  4,  1948,  unanimously  adopted  the 
recommendations  on  the  subject  which  I had  the 
privilege  of  making,  and  the  Federal  Security 
Administrator  in  his  report  to  the  President  on 
the  nation’s  health  carried  this  thought  forward  in 
stating:  “Efforts  should  be  directed  toward  ac- 
complishing selective  retirement,  based  on  in- 
dividual capacity  rather  than  age.  Both  public 
and  private  employers  would  profit  equally  with 
employes  from  working  out  technics  for  gradually 
relieving  individuals  of  more  taxing  responsibili- 
ties as  they  develop  the  limitations  of  advancing 
age,  by  keeping  pay  commensurate  with  produc- 
tivity, and  by  full  use  of  the  possibilities  of  voca- 
tional retraining.”  But  ideas  are  sterile  until  we 
act  on  them. 

What  we  are  talking  about  is  not  an  excursion 
into  the  realms  of  charity,  nor  merely  an  exercise 


in  human  compassion.  We  are  talking  about 
something  that  will  pay  off.  For  instance,  if  we 
employ  one-fifth  of  the  21  million  over  sixty-five 
years  of  age  which  we  will  have  by  1980,  at,  let  us 
say,  an  average  of  $2,500  per  annum,  it  will  mean 
ten  billion  five  hundred  million  dollars  per  year 
($10,500,000,000)  that  they  will  earn  for  them- 
selves and  which  load  will  largely  be  taken  off  the 
shoulders  of  other  younger  workers,  whether  by 
taxes  or  direct  contributions. 

This  paper  has  only  one  purpose : to  emphasize 

the  growing  importance  of  the  problem  of  the 
aged  and  chronically  ill.  It  is  a plea  for  the  devo- 
tion of  more  thought,  more  research,  and  more 
funds  to  improve  the  lot  of  the  largest  and  most 
neglected  group  of  unfortunates  in  our  society. 
It  is  from  the  medical  profession  that  we  may 
expect  leadership  in  this  endeavor. 

Old  age  is  not  a disease,  but  the  disabilities 
arising  from  it  are.  As  we  overcome  these,  we 
not  only  postpone  old  age,  but  we  defeat  the 
suffering  and  sorrow  that  comes  with  it.  Surely 
the  cup  of  life  holds  a greater  measure  of  happi- 
ness for  the  aged.  Death  has  its  final  victory, 
but  it  can  come  in  peace.  I like  Llewelyn  Powy’s 
twist,  “We  sail  in  leaky  bottoms  and  on  great  and 
perilous  waters.  Old  and  young  we  are  on  our 
last  cruise.  If  there  is  a fill  of  tobacco  among  the 
crew,  for  God’s  sake  pass  it  around,  and  let  us 
have  a pipe  before  we  go!” 
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NEW  RADIOACTIVE  ISOTOPE  FOR  BONE  CANCER 


A new  radioactive  isotope,  gallium-72,  may 
prove  an  unexpected  ally  in  the  fight  against  cancer. 
Animal  experiments  have  shown  that  it  concentrates 
in  bone  tissue  and  may  heal  tumors  by  its  bene- 
ficial rays,  the  American  Chemical  Society  meeting 
in  College  Park,  Maryland,  was  told  recently. 

Approval  for  treating  a few  selected  patients  with 
bone  cancer  at  the  U.S.  Naval  Hospital  in  Bethesda, 
Maryland,  with  the  new  isotope  has  been  granted  by 
the  Atomic  Energy  Commission,  Commander 
Horace  C.  Dudley  of  the  Naval  Medical  Science 
Corps  revealed. 

Gallium  is  a rare  silvery  metal  related  to  alu- 
minum. The  metal  is  made  radioactive  by  bom- 


barding it  with  neutrons  in  the  uranium  pile  at  Oak 
Ridge,  Tennessee. 

Commander  Dudley  predicted  that  the  radio- 
gallium may  open  a new  path  to  the  study  of  bone 
tumors  and  other  bone  diseases.  He  added  a word  of 
caution  against  displaying  too  much  enthusiasm 
for  the  isotope  as  a tool  for  cancer  control  because 
its  effectiveness  still  remains  to  be  proved  outside  of 
the  laboratory. 

“Sufficient  information  is  not  yet  available,”  he 
pointed  out,  “to  allow  anyone  to  predict  the  ultimate 
therapeutic  applications,  if  any,  of  this  new  radio- 
active tool.” 

-—Science  News  Letter,  May  28,  1949 


USES  AND  ABUSES  OF  PHYSICAL  THERAPY  IN  INDUSTRIAL 
MEDICINE  AND  SURGERY 

Richard  Kovacs,  M.D.,  New  York  City 


EXTENSIVE  experience  during  two  world 
wars  and  the  intervening  three  decades 
has  fully  established  the  indications  and  meth- 
ods of  physical  treatment  measures  following 
industrial  accidents  and  diseases.  Physical 
medicine,  a new  term  designating  a larger  scope 
which  includes  diagnosis  and  treatment  by  all 
forms  of  physical  and  occupational  therapy,  is 
now  recognized  as  a specialty  by  the  American 
Medical  Association,  the  Veterans  Administra- 
tion, and  the  Department  of  Army.  In  New 
York  State,  some  138  men  and  women  have 
been  given  a specialist’s  rating  in  physical 
therapy  (SMI),  under  the  Workmen’s  Com- 
pensation Act;  however,  so  far  there  are  only 
27  of  these  qualified  as  diplomates  in  Physical 
Medicine  (physiatrists)  under  the  American 
Board  of  Physical  Medicine.  It  is  evident  that 
to  a very  large  extent  the  inauguration  and  the 
carrying  on  of  proper  physical  treatments  still 
has  to  depend  on  general  practitioners  and  on 
surgeons  and  orthopedists.  There  is  scarcely 
an  institution  or  doctor’s  office  today  which  is 
not  equipped  with  either  a complete  depart- 
ment or  at  least  some  apparatus  which  is  sup- 
posed to  enable  the  rendering  of  physical 
therapy.  With  all  this,  the  old  adage  still  holds 
good  that  “no  fountain  raises  about  its  head.” 
It  is  safe  to  assert  that  the  value  of  physical 
treatments,  rendered  even  at  this  advanced 
stage  to  patient  and  community,  depends  en- 
tirely upon  training,  experience,  and  intellec- 
tual honesty  of  the  individuals  prescribing  and 
administering  it.  In  discussing  the  present 
status  of  physical  medicine,  one  must  start 
with  some  generally  acceptable  fundamentals 
as  to  objects,  methods,  indications,  and 
dangers. 

Object  of  Physical  Therapy  in  Trauma 
The  object  of  physical  treatment  in  injuries 
will  vary  with  the  type  of  injury  and  the  in- 
dividual in  whom  it  occurred.  Just  as  general 
surgical  principles  must  be  maintained  in  the 
varied  types  of  injuries,  while  the  treatment  in 
the  individual  may  vary  widely,  so  must  physi- 
cal measures  be  adapted  to  the  individual  and 
must  include  an  armamentarium  sufficiently 
wide  to  be  used  effectively.  Generally  speak- 
ing, in  acute  injuries  there  is  an  extravasation 
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of  blood  and  lymph  from  torn  vessels  and 
capillaries,  edema  from  increased  transudation 
of  lymph,  and  possibly  tearing  of  ligaments, 
rupture  of  muscles  and  tendons,  or  injury  to 
cartilage  or  bone.  The  primary  indications  of 
treatment  are  the  stopping  of  hemorrhage, 
overcoming  of  shock,  prevention  of  infection, 
uniting  of  broken  surfaces,  and  provision  of 
physiologic  rest  for  undisturbed  healing.  After 
the  fulfilling  of  these  indications,  physical 
treatment  may  serve  for  the  acceleration  of  the 
process  of  repair  and  restoration  of  function, 
the  promotion  of  absorption,  the  prevention  of 
adhesions,  the  relief  of  pain,  and  the  relaxation 
of  muscle  spasm.  Physical  therapy  has  for  too 
long  been  considered  the  work  to  be  done  after 
the  surgeon  has  completed  his  work.  This  is 
unfortunate  as  it  is  soon  after  trauma  that 
physiotherapeutic  measures  have  their  greatest 
opportunities. 

It  is  a well-established  fact  that  adhesions 
are  caused  by  the  organization  of  “coagulable” 
lymph  exuded  following  the  injury  and  formed 
during  the  process  of  inflammation  and  repair. 
In  the  early  stages  this  granulation  tissue  hold- 
ing together  the  adjoining  surfaces  of  muscles, 
tendons,  and  fasciae  can  easily  be  separated. 
In  the  later  stages  the  newly  formed  blood 
vessels  disappear;  the  new  tissue  becomes 
fibrous  and  contracts;  bands  form  which  ir- 
regularly bind  together  adjacent  surfaces, 
causing  limitation  of  motion  and  pain  by  pres- 
sure or  by  stretching  of  nerve  endings.  Muscle 
atrophy  may  be  caused  by  disuse,  by  inter- 
ference with  circulation,  by  disease  of  adjacent 
joints,  or  by  injury  to  the  nerve  supply.  In 
most  cases  of  injury  a vicious  circle  is  estab- 
lished, the  injury  itself  causing  a diminution  of 
blood  supply  and  inactivity  and  the  subsequent 
loss  of  muscle  action  resulting  in  further  loss  of 
tone  and  atrophy.  If  we  are  ever  to  approach 
the  ideal,  the  surgeon  and  physiatrist  must 
work  conjointly,  and  physical  therapy  must  be 
instituted  from  the  time  of  admission  of  the 
patient  and  cease  when  it  is  found  that  the 
patient  can  do  for  himself  what  the  treatment 
is  designed  to  help  him  perform.  It  is  just  as 
grievous  to  indulge  the  patient  in  continued 
physical  treatment  when  all  that  is  required  is 
his  own  activity  as  it  is  to  neglect  to  give  him 
the  benefits  to  be  derived  from  such  treatment 
early  in  his  illness. 

In  chronic  types  of  injuries,  generally  speak- 
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ing,  the  object  of  physical  treatment  is  to  aid 
in  the  removal  of  inflammatory  products,  the 
softening  of  adhesions  or  scar  tissue,  the  im- 
provement of  nutrition  in  muscles,  and  the 
maintenance  or  increase  of  mobility  in  joints. 

Based  on  these  considerations,  the  general 
scheme  of  physical  treatment  during  the  first 
twenty-four  hours  of  injury,  after  the  nature 
and  extent  have  been  established  and  if  no 
complete  immobilization  is  considered  de- 
sirable, is  as  follows:  Immediate  application  of 
gentle  stroking  massage  by  the  physician  to  the 
periphery  of  the  traumatized  area  will  speed  up 
the  circulation  reflexly,  hasten  the  dissipation 
of  the  edema,  and  relieve  pain.  A short  cold 
application  in  the  form  of  an  ice-bag  or  an  iced 
compress  exerts  a vasoconstricting  and  pain 
relieving  effect  and  is  useful  in  the  immediate 
treatment  of  contusions  and  hematomata. 
After  the  checking  of  edema  and  swelling  an 
elastic  bandage  or  strapping  may  be  applied 
and  the  injured  part  elevated  and  kept  at  rest. 

With  the  passing  of  the  acute  stage  thermal 
measures  should  be  employed  for  the  improve- 
ment of  circulation  and  the  relief  of  pain  and  as 
an  introduction  to  suitable  mechanical  meas- 
ures. In  all  subacute  and  chronic  injuries,  heat 
is  one  of  the  principal  means  for  speeding  up 
the  process  of  repair  and  to  comfort  the 
patient.  Its  various  forms  are  selected  accord- 
ing to  the  location  and  extent  of  the  injury. 
Radiant  sources  of  heating  serve  conveniently 
for  affecting  the  skin,  subcutaneous  tissue,  and 
the  superficial  layers  of  muscles.  The  hot 
whirlpool  baths  offer  a combination  of  heating 
with  hydromassage;  these  are  most  effective 
as  circulatory  stimulants  in  fractures  immedi- 
ately after  removal  of  splints  or  cast,  in  in- 
dolent ulcers,  adherent  scars  and  peripheral 
nerve  lesions,  and  in  traumatism  in  general. 
One  may  use  either  form  of  diathermy — long- 
wave and  shortwave  or  microwave — when  in- 
tense penetrating  local  heating  is  desirable. 
However,  generally  speaking,  the  indication 
for  diathermy  in  acute  and  subacute  trauma- 
tism has  been  much  overplayed;  in  most  con- 
ditions radiant  heating  or  the  whirlpool  bath 
are  just  as  efficient  and  at  the  same  time  much 
safer  and  less  time-consuming.  In  more 
chronic  cases  with  considerable  swelling  and 
stiffness,  especially  of  the  hands  and  feet,  the 
hot  paraffin  bath  is  a most  efficient  and  simple 
measure  applied  in  a standard  thermostatically 
controlled  tank  or  by  solid  paraffin  melted  in  a 
double  boiler.  In  about  half  an  hour’s  treat- 
ment time  it  produces  a hyperemia  which  lasts 
considerable  time  and  prepares  the  tissues  for 
subsequent  massage  even  better  than  the  other 
thermal  measures. 


Mechanical  measures,  such  as  massage, 
active  and  passive  exercise,  and  electrical 
stimulation  of  muscles  and  tissues,  are  indis- 
' pensable  for  combating  the  immediate  effects 
of  trauma:  edema,  exudation,  and  muscle 
spasm  or  its  sequelae,  adhesions  and  stiffness. 
They  may.  also  serve  to  exercise  weak  or 
paralyzed  muscles  and  to  relieve  pain  by  re- 
flex action  or  by  removing  pressure.  One  of 
the  most  useful  forms  of  exercise  for  immediate 
use  in  fractures  or  in  other  injuries  where  im- 
mobilization is  important  is  muscle  setting.  It 
has  been  widely  employed  in  recent  years  es- 
pecially in  war  hospitals.  The  patient  is 
taught  to  contract  or  tense  certain  muscles 
actively  in  an  effort  to  maintain  the  nerve  con- 
trol and  circulation  of  muscles  and  for  counter- 
acting atrophy. 

Massage,  applied  by  a pair  of  skilled  hands 
directed  by  a trained  brain,  combined  with  re- 
laxed passive  movement  will  act  as  a preventa- 
tive of  stiffness,  fibrosis,  and  muscular  atrophy. 
Later,  careful  active  movements  are  instituted. 
Active  exercise  is  the  most  desirable  for  re- 
educating wasted  muscles,  for  increasing  the 
range  of  joint  movement,  and  for  promoting 
muscle  coordination.  Resistive  exercises  en- 
able localization  of  effects  to  certain  joints  and 
muscles.  Passive  exercise  is  a dangerous  pro- 
cedure and  must  be  reserved  for  special  con- 
ditions and  expert  hands.  Electrical  currents 
of  low  frequency,  such  as  the  surging  faradic, 
serve  to  stimulate  weak  muscles  without  mov- 
ing the  joints  upon  which  they  act,  for  ex- 
ample, in  the  case  of  the  need  to  strengthen  the 
quadriceps  femoris  in  the  presence  of  knee  in- 
jury requiring  immobilization.  Electric  stimu- 
lation in  other  forms  also  serves  to  maintain 
some  of  the  functions  in  denervated  muscles. 
Electrodiagnosis  is  at  times  essential  for 
diagnosis  and  prognosis  in  nerve  lesions  or  in 
simulated  paralysis. 

A very  important  advance  in  recent  years  in 
the  aftertreatment  of  traumatic  conditions 
has  been  the  more  extensive  employment  of 
occupational  therapy  in  replacing  much  of  the 
routine  and  monotonous  exercising.  Its  chief 
advantage  is  that  it  furnishes  a real  incentive  to 
use  the  injured  part.  It  must  be  employed 
under  skilled  direction  and  offer  the  patient  the 
work  best  suited  to  his  physical  as  well  as  men- 
tal condition.  By  combining  educational  as 
well  as  vocational  training,  it  leads  over  to  gen- 
eral medical  rehabilitaion  in  all  instances  where 
this  is  indicated. 

Counterirritant  measures  serve  to  relieve 
pain  and  discomfort  by  stimulating  local  circu- 
lation and  affecting  deeper  reflexes.  They  are 
often  also  most  desirable  by  offering  a change 
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from  hackneyed  thermal  and  other  procedures, 
which  in  quite  a few  patients  seem  to  lose  their 
stimulating  effect  after  a while.  The  oldest 
among  these  measures  is  the  “straight”  gal- 
vanic current,  applied  along  an  extremity  by 
moist  pad  electrodes  or  in  the  form  of  a gal- 
vanic bath  with  additional  stimulation  offered 
by  a mild  pulsating  current.  Ion  transfer 
with  vasodilating  drugs,  especially  with  hista- 
mine, serves  for  effective  counterirritation  in  re- 
sistant cases  of  fibrositis,  neuritis,  and  local 
traumatism  in  general;  chlorine  ion  transfer  in 
combination  with  massage  may  promote  ab- 
sorption of  small  scars.  The  monoterminal 
high-frequency  (Oudin)  current  applied  in  the 
form  of  “nebulized”  sparking  through  a glass 
condenser  electrode  often  relieves  stubborn 
“algias.”  Finally,  local  ultraviolet  irradiation 
may  help  in  some  infections  and  in  stimulation 
of  epithelization  in  ulcers  and  burns;  it  also 
may  serve  for  simple  counterirritation  of  larger 
areas  of  an  extremity  or  of  the  trunk. 

Variety  of  Conditions  Treated 

Industrial  accidents  present  an  ever-chang- 
ing assortment  of  conditions,  often  affecting 
body  tissues  and  the  mind  to  a bewildering  ex- 
tent and  requiring  more  versatility  in  treat- 
ment than  any  other  branch  of  surgery.  The 
physiatrist  must  be  ready  to  adapt  his  measures 
to  the  individual  case.  The  time  has  passed 
when  “baking  and  massage”  expressed  the  sum 
total  of  prescription  offered  in  the  average 
case.  Injured  workmen  are  entitled  to  the  best 
and  most  skilled  treatment  by  surgery  as  well 
as  by  physical  therapy.  There  is  no  justifica- 
tion for  using  the  same  piece  of  apparatus  in 
treating  a diagnosis  week  by  week  or  month  by 
month  instead  of  combining  and  grading 
physical  treatment  measures  to  conform  to  the 
varying  after-effects  of  an  injury  along  its 
course  of  recovery. 

Only  some  of  the  principal  forms  of  injuries 
can  be  discussed  in  some  detail  here. 

Fractures.— The  modern  treatment  of  frac- 
tures recognizes  that  the  pathologic  change  is  a 
solution  of  continuity  of  a bone  situated  in 
soft  tissues  which  have  been  extensively 
damaged.  Consequently,  the  early  employ- 
ment of  efficient  physical  therapy  to  the 
damaged  soft  parts  will  obviate  the  necessity 
of  much  of  so-called  aftertreatment  of  fractures 
and  will  be  productive  of  much  earlier  and 
more  complete  functional  and  anatomic  re- 
covery. The  object  and  means  of  physical 
therapy  vary  in  the  three  stages  of  fracture 
treatment.  In  the  “prereduction”  period, 
when  fractures  are  accompanied  by  severe 
trauma  to  the  surrounding  parts  with  extensive 


hemorrhage  and  when  reduction,  open  or 
closed,  must  be  delayed  for  several  days,  the 
cautious  use  of  heat  and  massage  may  improve 
the  condition  of  the  soft  parts  and  permit 
application  of  definite  treatment  much  sooner 
than  would  otherwise  be  possible. 

In  the  “postreduction”  period  the  aim  is  to 
remove  the  changes  caused  by  the  fracture  and 
manipulative  procedures.  Elevation  of  the 
affected  part,  sedative  massage  of  the  whole 
extremity,  and  a constant  low  degree  of  heat 
are  used  in  conjunction  with  counterbalanced 
suspension  and  active  mobilization  of  the  part 
by  the  patient.  “Muscle  setting”  is  a very  im- 
portant active  form  of  voluntary  muscle  con- 
traction which,  performed  several  times  a day, 
serves  to  increase  circulation  and  maintain 
some  of  the  muscle  tone.  In  addition,  some 
surgeons  laud  electrical  stimulation  for  main- 
taining muscle  function  when  used  gently  and 
painlessly  and  without  causing  spasm.  “After- 
treatment”  begins  when  bone  healing  has  ad- 
vanced sufficiently  to  allow  discarding  of 
splints  or  apparatus.  Here  physical  therapy 
finds  its  greatest  use  in  treating  stiffness  and 
atrophy  following  prolonged  immobilization. 
In  this  stage  all  methods  of  physical  treatment 
may  be  employed  according  to  indications.  In 
late  stages  of  fractures  physical  therapy  is  only 
an  adjuvant;  full  restoration  of  function  de- 
pends chiefly  on  the  efforts  of  the  patient  to  re- 
gain the  function  by  normal  muscular  activity. 
All  physical  therapy  can  do  is  to  make  it 
easier  for  the  patient  to  carry  out  this  task. 

Sprains. — Besides  the  use  of  external  forms 
of  heating  the  early  use  of  diathermy  has 
proved  especially  effective  for  the  reduction  of 
swelling  and  promotion  of  absorption  in 
sprains.  Graduated  muscular  contractions  by 
low  frequency  currents  and  massage  by  gentle 
stroking  above  the  site  of  the  injury  with  the 
whole  limb  in  a position  to  relax  all  muscles 
should  begin.  After  treatment  firm  bandaging 
or  strapping  is  to  be  applied.  At  subsequent 
treatments  deep  stroking  and  kneading  may  be 
used  to  dissipate  the  effusion.  Careful  and 
limited  passive  movements  are  given  to  the 
affected  joint. 

Stiff  Joints.- — Many  instances  of  joint  stiff- 
ness following  sprains  for  which  rest  and  lotions 
were  used  are  due  to  the  immobilization  and 
not  to  injury.  Likewise,  the  flabbiness  and 
weakness  of  muscles  around  a joint  are  due  to 
reflex  atrophy,  as  these  muscles  usually  are 
being  supplied  by  the  same  nerves  as  the  joint. 
The  early  use  of  appropriate  physical  measures 
may  prevent  much  ankylosis  and  atrophy. 
The  principle  of  treatment  in  suitable  cases  is  to 
relax  or  soften  the  fibrous,  contracted  tissues  by 
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a thermal  or  electrochemical  measure  and  to 
follow  this  by  active  exercise,  massage,  and 
manipulation. 

Peripheral  Nerve  Injuries. — Physical  ther- 
apy holds  the  first  place  in  the  treatment  of 
peripheral  nerve  lesions;  operative  procedures 
will  not  serve  to  restore  function  and  will  only 
make  it  possible  for  the  nerves  to  regenerate. 
Physical  therapy  must  be  initiated  promptly  to 
the  end  that  when  the  nerve  regenerates  it  will 
activate  a mechanism  capable  of  adequate 
movement.  The  measures  indicated  are 
splinting  to  prevent  overstretching  of  paralyzed 
or  weak  muscles;  massage  to  improve  the  nu- 
trition of  the  parts,  to  prevent  adhesions  of 
scars  and  fibrosis,  and  to  conserve  the  bulk  of 
the  muscles;  passive  movement  to  prevent  de- 
formity from  shortening,  interphalangeal  fi- 
brosis, and  ankylosis  of  joints;  active  exercise 
to  conserve  the  unparalyzed  muscles,  to 
stimulate  circulation,  and  to  educate  s}mergis- 
tic  muscles  to  assume  the  function  of  the 
paralyzed  muscles;  electrotherapy  to  conserve 
the  vitality,  prevent  complete  atony,  and  in- 
crease the  contractility  of  paralyzed  muscles. 

Back  Injuries. — Immediate  and  proper  rest 
is  most  desirable  for  recovery  of  back  injuries; 
it  must  be  kept  up  from  one  to  three  weeks  ac- 
cording to  the  seriousness  of  the  injury.  The 
back  must  be  protected  to  avoid  protective 
muscle  spasm.  If  muscle  fibers  or  ligaments 
are  torn  or  pulled  away,  a new  protective 
muscle  function  is  immediately  instituted 
which  persists  until  proper  and  adequate  rest 
conditions  are  established.  In  further  physical 
treatment  heat  and  massage  are  added.  When 
there  is  no  more  muscle  spasm,  simple  exercises 
of  the  gluteal  and  abdominal  muscles  should  be 
instituted  to  improve  posture,  restore  co- 
ordination, and  increase  muscle  power.  In 
stubborn  cases  of  local  tenderness  due  to 
chronic  myositis,  ion  transfer  with  histamine 
may  give  satisfactory  results. 

Other  Conditions  for  Treatment. — Physical 
agents  should  form  an  integral  part  of  treat- 
ment in  amputations,  burns,  bursitis,  cold  in- 
juries, contusions,  infections  and  results  of  in- 
fections, ischemic  contracture,  myositis,  syno- 
vitis and  tenosynovitis,  painful  feet,  trau- 
matic neurosis,  scars,  wounds,  and  ulcers. 
The  general  principles  and  methods  of  treat- 
ment previously  outlined  relate  to  a large  ex- 
tent to  these  conditions. 

Pitfalls  and  Safeguards 

It  is  evident  that,  with  the  large  variety  of- 
physical  measures  available,  adequate  training 
and  experience  are  needed  to  be  able  to  choose 
the  measure  or  combination  of  measures  best 


suited  to  the  individual.  It  is  somewhat  pre- 
posterous to  embark  on  physical  treatment  of 
the  many  types  of  traumatic  conditions  with 
the  possession  of  a single  piece  of  apparatus, 
usually  a diathermy  machine.  Much  delay  in 
relieving  discomfort  and  restoring  function 
may  occur  in  offices  where  an  indifferently 
trained  office  assistant  slaps  on  a pair  of 
diathermy  pads  or  winds  an  inductance  coil 
around  the  affected  extremity  and  simply 
“lets  the  current  go”  for  ten  minutes  or  so. 
No  wonder  that  it  was  found  necessary  to  cur- 
tail the  number  of  unauthorized  treatments  to 
compensation  cases  in  offices  where  there  was 
no  guarantee  of  adequate  training  and  equip- 
ment. The  observation  of  the  following  safe- 
guards is  essential  in  all  cases : 

1.  There  must  be  a definite  diagnosis  of  the 
local  injury  as  well  as  of  the  general  condition 
of  the  patient  before  physical  treatment  can  be 
instituted. 

2.  The  initial  surgical  work  must  be  the 
very  best.  No  amount  of  skilled  physical 
treatment  can  compensate  for  poor  surgery. 

3.  Physical  treatment  must  be  properly 
indicated  and  must  never  be  applied  to  the 
neglect  or  exclusion  of  important  or  superior 
medical  or  surgical  procedure. 

4.  The  physical  treatment  best  suited  for 
the  condition  must  be  selected  and  applied 
with  intelligence,  skill,  and  diligence.  There 
must  be  a sufficient  variety  of  available  meas- 
ures. 

5.  Physical  treatment  should  cease  when 
the  patient  can  do  for  himself  what  the  treat- 
ment is  designed  to  help  him  perform.  Ade- 
quate records  must  be  kept  from  beginning  to 
the  final  checkup. 

6.  There  must  be  complete  cooperation  be- 
tween the  surgeon  and  physiatrist.  Periodic 
consultations  are  essential. 

The  carrying  out  of  these  self-evident  re- 
quirements is  often  quite  complicated  in  com- 
pensation cases.  It  has  already  been  pointed 
out  that  the  starting  of  physical  treatment  at 
the  earliest  possible  time  is  quite  frequently 
neglected.  After  treatment  has  been  inau- 
gurated its  frequency  and  the  length  of  its 
continuation  is  often  a problem.  Largely  for 
economic  reasons,  there  has  been  a somewhat 
unwritten  law  established  by  insurance  car- 
riers— “physical  therapy  three  times  a week.” 
This  restriction  is  totally  unwarranted  in  most 
acute  conditions,  as  shown  by  the  much 
quicker  recovery  in  hospital  cases  which  are 
treated  daily.  Generally  speaking,  if  physical 
therapy  is  indicated  at  all  it  should  be  done 
daily  or  some  equivalent  should  be  offered  on 
alternate  days,  so  as  to  get  the  injured  back  to 
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work  within  the  shortest  possible  time.  It  is 
also  regrettable  that  as  yet  no  provisions  are 
available  to  utilize  much  of  the  waste  of  time 
between  treatments  for  the  betterment  of  the 
patient  by  occupational  and  educational 
therapy,  as  it  is  being  done  so  successfully  with 
war-time  injured. 

In  carrying  out  the  requirement  of  discon- 
tinuing treatment  as  soon  as  the  injured  should 
be  able  to  “do  for  himself,”  one  is  not  so  in- 
frequently handicapped  by  such  arbitrary  pro- 
nouncements of  well-meaning  referees  as  “con- 
tinue treatment  for  three  months  and  report 
back”  on  the  basis  of  purely  subjective  com- 
plaints. When  there  is  no  indication  for  treat- 
ment on  the  basis  of  physical  findings,  there 
should  be  a procedure  which  determines  on  the 
basis  of  impartial  examination  whether  or  not 
the  time  and  expense  is  warranted  to  carry  on 
protracted  physical  treatment,  chiefly  as  a sub- 
stitute for  mental  and  occupational  therapy. 


With  the  present  trend  for  early  total  re- 
habilitation, such  recovery-resi&tant  cases 
could  perhaps  better  be  referred  to  some 
special  central  clinic  for  adequate  manage- 
ments Such  a procedure  may  set  an  important 
pattern,  especially  in  view  of  the  pending  ex- 
tension of  compensation  care  to  all  forms  of  ill- 
ness, not  only  industrial. 

Summary 

It  behooves  all  physicians  caring  for  indus- 
trial injuries  and  illness  to  be  informed  about 
the  possibilities  of  properly  instituted  and 
applied  physical  and  occupational  therapy  for 
the  promotion  of  anatomic  and  functional  re- 
covery and  comfort  in  suitable  cases.  The  in- 
dications for  such  treatment  have  been  fully 
established,  and  many  of  the  pitfalls  can  be 
avoided  by  consistent  cooperation  among  all 
factors  concerned. 

2 East  88th  Street 


TAXATION 


The  Governors  of  several  states  appeared  recently 
before  a Joint  Expenditures  Subcommittee  in 
support  of  bills  on  intergovernmental  relations. 
In  discussing  problems  of  the  several  state  govern- 
ments, the  subject  of  taxation  and  its  changing 
pattern  was  singled  out  as  the  chief  reason  for  the 
states  not  being  able  to  solve  their  domestic  financial 
difficulties.  Representative  Boggs  (R. -Delaware),  a 
member  of  the  joint  committee,  pointed  out  that 
the  Federal  government  in  1932  collected  a little 
more  than  one  fifth  of  the  taxes  levied  in  the  United 
States,  and  by  1947  the  collections  had  increased 
to  three  fourths  of  the  total  sum.  Governor  Lane 
of  Maryland  said  that  the  Federal  tax  system 
threatens  to  destroy  state  and  local  governments. 
The  trends  of  governmental  administration,  opera- 
tion and  finance,  he  said,  are  “weakening  local 
responsibility,  curtailing  civilian  participation  in 
government,  undermining  our  democratic  processes, 
and  leading  straight  toward  establishment  of  a 


national  government  in  place  of  our  Federal  system” 
of  states. 

A table  showing  distribution  of  taxes  in  dollars 
and  percentages  between  the  Federal,  state  and 
local  governments  is  reproduced  in  support  of  the 
above  statements  (see  information  in  table  given 
below). 

This  clearly  indicates  that  the  shift  of  tax  dollars 
from  state  and  local  governments  to  the  Federal 
government  constitutes  the  chief  reason  for  state 
and  local  groups  insisting  upon  Federal  contribu- 
tions to  support  programs  of  welfare.  The  bulk  of 
services  furnished  to  the  average  citizen  such  as 
construction  and  maintenance  of  streets,  sewers, 
police  and  fire  protection,  schools,  and  health  units 
are  certainly  within  the  geographic  limits  of  the 
states.  Now  that  the  war  has  ended,  the  tax 
pattern  should  be  due  for  a shift  in  the  direction  of 
state  and  local  governments. — From  the  Director, 
Washington  office  of  the  A.M.A. 


1932 

Per 

Cent 

1937 

Per 

Cent 

1942 

Per 

Cent 

1947 

Per 

Cent 

1948 

Per 

Cent 

Federal 

$1,790* 

22,0 

4,765 

38.8 

12,286 

59.0 

35,117 

75.2 

37,632 

74.0 

State 

1,890 

23.2 

3,013 

24.6 

3,939 

18.9 

5,776 

12.3 

6,807 

13.3 

Local 

4,468 

54.8 

4,481 

36.6 

4,589 

22.1 

5,795 

12.5 

6,498 

12.7 

$8,148 

100.0 

12,259 

100.0 

20,814 

100.0 

46,688 

100.0 

50,937 

100.0 

* In  millions. 

Federal  tax  collections  do  not  include  miscellaneous  receipts,  of  the  Federal  government  nor  payments  to  Social  Security 
trust  funds. 

State  collections  include  local  shares  of  state-imposed  taxes. 

Local  collections  exclude  shares  of  state-imposed  taxes. 

From  “Facts  and  Figures,”  published  by  the  Tax  Foundation,  New  York  City,  and  Annual  Reports  of  the  Secretary  of  the 
Treasury. 


FUNGOUS  INFECTIONS  OF  THE  SKIN  AND  SCALP:  A NEW  APPROACH 
TO  THEIR  TREATMENT 

Frederick  Reiss,  M.D.,  and  Dale  D.  Doherty,  M.D.,  New  York  City 

( From  the  Department  of  Dermatology  and  Syphilology,  New  York  University -Bellevue  Medical  Center ) 


THE  great  volume  of  experimental  work 
undertaken  in  the  treatment  of  fungous  in- 
fections of  the  skin,  hair,  and  nails  reflects  the 
lack  of  curative  results  achieved  with  the  various 
remedies  at  our  disposal.  To  be  sure,  it  is  quite 
apparent  that  a clinical  cure  is  not  always 
achieved  with  the  various  fungicidal  agents  recom- 
mended on  the  basis  of  their  in  vitro  activity. 
The  frequent  failure  to  eradicate  fungous  infec- 
tions may,  in  part,  be  explained  by  the  line  of  ap- 
proach in  clinical  mycology  which  is  reminiscent 
of  that  chosen  by  plant  and  industrial  mycolo- 
gists. Human  pathology,  however,  is  funda- 
mentally different  and  represents  a special 
problem. 

It  is  well  known  that  dermatophytes  have  an 
affinity  for  keratinous  structures  in  which  the 
fungous  elements  are  well  anchored.  Keratin  is 
an  inactive  metabolic  end  product  and  serves  as 
the  nutritional  basis  for  dermatophytes.  There 
are  factors,  however,  which  serve  as  a protective 
barrier  against  fungi  such  as  the  sebaceous 
material  (containing  fatty  acids)  and  the  H-ion 
concentration  of  the  skin.  Both  these  factors  are 
exposed  constantly  to  a variety  of  normal  and 
pathologic  conditions.  Therefore,  it  is  easy  to 
understand  why  investigations  of  the  last  few 
years  were  concentrated  more  on  metabolic 
products  of  the  skin  and,  more  recently,  were 
directed  toward  the  study  of  a more  detailed 
histologic  structure. 

By  utilizing  the  electron  microscope  it  has  been 
demonstrated  that  the  histologic  structure  of  hair 
is  much  more  complicated  than  was  heretofore 
assumed.1  For  example,  the  cuticle  seems  to  be 
composed  of  a “smooth,  lacquer-like  outer  cover- 
ing, the  removal  of  which  exposes  a rigid  striated 
structure.”  Also,  there  is  an  amorphous  layer 
which  has  been  detected  between  the  cuticle  and 
the  cortex. 

Furthermore,  chemical  investigations  of  hair 
have  shown  that  there  are  not  only  differences 
in  the  components  of  the  amino  acids  of  the 
cuticle,  cortex,  and  medulla,  but  also  variations 
in  the  resistance  of  the  inner  and  outer  part  of  the 
cortex  to  chemical  agents.2  Thus  it  is  obvious 
that  the  action  of  fungicidal  agents  on  keratinous 
structures  is,  by  no  means,  a simple  process. 
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Research  during  the  last  decade  followed  the 
orthodox  line,  and  the  search  for  more  effective 
fungicidal  remedies  is  vigorously  pursued. 

New  organic  compounds  with  fungicidal  prop- 
erties were  synthesized.  One  of  these,  pyridyl- 
3-zinc  mercaptide,  was  the  subject  of  our  investi- 
gation. Resin  of  podophyllin,  too,  was  given  a 
clinical  trial. 

Studies  on  Pyridyl-3-Zinc  Mercaptide 

This  compound  is  a white,  amorphous  powder, 
which  is  insoluble  in  water  and  organic  solvents. 
In  vitro  and  vivo  the  active  principle,  3-pyri- 
denethiol,  is  set  free.  It  is  assumed  that  this  is 
soluble  in  water  and  in  fat  solvents.  Laboratory 
studies  by  Soo-Hoo  and  Grunberg  had  shown  that 
pyridyl-3-zinc  mercaptide  has  much  greater  fungi- 
static activity  than  most  of  the  other  com- 
monly employed  antifungous  compounds.3  Incor- 
porated in  a carbowax  base,  pyridyl-3-zinc  mer- 
captide makes  for  an  agreeable  topical  applica- 
tion. In  this  study,  entailing  various  fungous 
infections  of  the  skin  and  hair,  a 5 per  cent  salve 
was  used,  which,  for  the  sake  of  simplicity,  will 
be  designated  from  here  on  as  NU-1485  oint- 
ment, the  experimental  designation  under  which 
it  was  provided.* 

NU-1485  ointment  was  used  in  the  treatment 
of  257  ambulatory  patients  with  fungous  infec- 
tions. Of  these,  104  were  lost  from  observation. 
Hence,  this  study  actually  comprises  153  subjects, 
ranging  in  age  from  one  to  sixty  years.  The 
types  of  cases  included  tinea  pedis,  corporis, 
capitis,  and  versicolor.  The  initial  diagnoses  were 
based  on  the  characteristic  clinical  morphology. 
Invariably  it  was  attempted  to  confirm  a given 
diagnosis  by  slide  preparations  and,  with  the  ex- 
ception of  tinea  versicolor,  by  cultures.  How- 
ever, we  failed  to  find  fungous  elements  in  many 
clinically  typical  cases.  In  addition,  all  patients 
with  a clinical  diagnosis  of  tinea  capitis  and  tinea 
versicolor  were  examined  with  Wood  light. 

Each  patient  was  given  a supply  of  NU-1485 
ointment  and  instructed  to  apply  the  salve  twice 
daily.  After  initiation  of  treatment,  the  patients 
were  re-examined  at  weekly  intervals,  and,  as  im- 
provement was  attained,  they  were  seen  every 
two  or  three  weeks.  Whenever  a case  was 
thought  to'  be  cured,  as  judged  by  the  disap- 

* NU-1485  ointment  was  supplied  through  the  courtesy  of 
Dr.  Leo  A.  Pirk  of  Hoffmann-La  Roche,  Inc.,  Nutley,  New 
Jersey. 
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pearance  of  the  subjective  manifestations  and  the 
cutaneous  lesions,  the  absence  of  fungous  ele- 
ments in  slide  preparations  and  cultures,  and  the 
absence  of  fluorescence  under  Wood  light  in  cases 
of  tinea  capitis  and  versicolor,  the  patient  was 
requested  to  appear  for  three  consecutive,  weekly 
examinations.  Only  if  all  these  were  negative,  a 
total  of  four  examinations,  was  the  case  actually 
considered  cured.  However,  in  the  cases  of  tinea 
pedis  the  criterion  for  cure  was  still  more  rigid. 

Tinea  Pedis. — This  group  included  mainly  the 
subacute  and  chronic  types  of  tinea  pedis,  and 
most  of  the  patients  had  been  treated  previously 
with  a variety  of  fungicidal  preparations.  In  ad- 
dition to  the  application  of  NU-1485  ointment,  a 
powder  containing  5 per  cent  NU-1485  was 
sprinkled  into  the  shoes  and  stockings. 

As  seen  in  Table  1,  of  the  127  patients  in  this 
group,  63  were  lost  from  observation.  Of  the  re- 
maining 64  patients,  23,  or  35.9  percent,  were 
cured,  and  19,  or  29.6  per  cent,  were  improved. 
Thus,  the  total  percentage  of  success  was  65.5. 


TABLE  1. — Cultural  Observations  and  Results  of 
Treatment  in  Patients  with  Tinea  Pedis 


Cultural 

Findings 

Cli 

nically 

Results  of 

t.  gyp- 

t.  pur- 

Typical  Cases 

Therapy 

seum 

pureum 

0/0* 

+ /0** 

Total 

Cured 

2 

2 

11 

8 

23 

Improved 

3 

8 

8 

19 

No  change 

10 

1 

11 

Worse 

1 

9 

1 

1 1 

Lost 

5 

40 

12 

63 

Total 

6 

7 

84 

30 

127 

* Failure  to  find  fungous  elements  both  in  slide  preparation 
and  on  culture. 

**  Positive  slide  preparation  but  failure  to  grow  fungi  on 
culture. 

The  time  required  for  disappearance  of  the 
clinical  manifestations  varied  from  one  to  eight 
weeks.  A patient  was  considered  cured  only  if 
there  was  no  recurrence  of  the  infection  eight 
months  after  the  clinical  cure. 

Tinea  Corporis. — This  group  included  pa- 
tients with  tinea  circinata,  cruris,  and  axillaris 
(Table  2).  In  view  of  the  small  numbers  of  cases 
represented  in  the  two  latter  categories,  they  are 
omitted  from  the  discussion.  Of  the  33  patients 
with  tinea  circinata,  nine  were  lost  from  observa- 
tion. Of  the  remaining  24  cases,  whose  infections 
were  all  of  recent  origin,  a cure  was  achieved  in 
14,  or  58.3  per  cent,  and  eight,  or  33.3  per  cent, 
were  improved.  Thus,  the  total  incidence  of 
success  was  91.6  per  cent.  The  time  required  for 
disappearance  of  symptoms  ranged  from  one 
week  to  one  month.  Of  the  patients  classified  as 
improved,  some  failed  to  return  for  further  treat- 
ment, and  some  have  not  yet  had  their  full  course 
of  treatment. 

Tinea  Capitis. — The  clinical  diagnosis  in  all 


TABLE  2. — Cultural  Observations  and  Results  of 
Treatment  in  Patients  with  Tinea  Corporis 


[-Cultural  Findings-]  Clinically 
M.  M.  T.  Typical 


Therapy  uini 

sum 

pureum 

0/0* 

+ /0** 

Total 

Tinea  circinata 

Cured 

5 

8 

1 

14 

Improved 

4 

2 

Y 

' i 

8 

No  change 

i 

1 

Worse 

1 

1 

Lost 

8 

1 

9 

Total 

9 

10 

1 

10 

3 

33 

Tinea  cruris 

Cured 

1 

1 

Improved 

3 

3 

No  change 

0 

Worse 

2 

2 

Lost 

Y 

5 

6 

Total 

1 

10 

1 

12 

Tinea  axillaris 

Cured 

0 

Improved 

1 

1 

No  change 

0 

Worse 

0 

Lost 

Y 

1 

Total 

2 

2 

* Failure  to  find  fungous  elements  both  in  slide  prepara- 
tion and  on  culture. 

**  Positive  slide  preparation  but  failure  to  grow  fungi  on 
culture. 


cases  falling  in  this  group  was  verified  by  the 
presence  of  fluorescence  under  Wood  light. 
Cultures  of  pathogenic  fungi  were  obtained  in  58 
of  the  68  patients. 

As  seen  in  Table  3,  20  patients  were  lost  from 
observation.  Of  the  remaining  48  cases,  20,  or 
41.6  per  cent,  were  cured,  and  14,  or  29.1  per  cent, 
were  improved,  a 70.7  per  cent  incidence  of  suc- 
cess. 

Injections  Due  to  Microsporum  audouini. — 
The  infection  was  found  to  be  due  to  M. 
audouini  in  45  instances,  and  thus,  this  pathogen 
was  the  offender  in  the  largest  proportion  of 
cases  with  tinea  capitis  (Table  3).  Ten  patients 
were  lost  from  observation,  and  of  the  remaining 
35  cases,  14  were  cured,  and  nine  improved,  a 
total  incidence  of  success  of  65.7  per  cent.  The 
time  required  for  disappearance  of  symptoms 
ranged  from  three  weeks  to  four  and  one-half 
months.  Of  the  14  patients  cured  in  this  group, 


TABLE  3. — Cultural  Observations  and  Results  of 
Treatment  in  Patients  with  Tinea  Cafitis 


[Results  of 

rCultural  Findings^ 

M.  lano-  M.  au-  T.  viola- 

Clinically 

Typical 

Cases 

Therapy 

sum 

douini 

ceum 

+ /0* 

Total 

Cured 

6 

14 

20 

Improved 

3 

9 

i 

i 

14 

No  change 

2 

11 

(endothrix) 

13 

Worse 

1 

1 

Lost 

i 

10 

9 

20 

(ectothrix) 

Total 

12 

45 

i 

10 

68 

* Positive  slide  preparation  but  failure  to  grow  fungi  on 
culture. 
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eight  were  given  roentgen-ray  epilation  of  the 
scalp  after  from  one  to  three  and  one-half  months 
treatment  with  NU-1485  ointment.  Following 
complete  defluvium  and  beginning  of  regrowth  of 
hair,  large  areas  were  still  infected.  Reinstitution 
of  NU-1485  ointment  in  six  of  these  patients  was 
attended  by  a clinical  cure  within  three  to  six 
weeks;  ammoniated  mercury  ointment  in  another 
of  these  subjects  failed  to  result  in  a cure,  but 
when  NU-1485  ointment  was  reinstituted,  com- 
plete eradication  of  the  offending  organism  was 
achieved  within  five  weeks.  The  eighth  of  the 
patients  receiving  roentgen-ray  epilation  was 
subsequently  treated  in  vain  for  three  months 
with  copper  undecylenate,  but  with  NU-1485 
ointment  a cure  was  accomplished  in  six  weeks. 

Infections  Due  to  Microsporum  lanosum. — 
The  patients  in  this  group  showed  surprisingly 
little  inflammatory  reaction. 

Of  the  12  subjects  falling  in  this  category,  one 
did  not  appear  for  re-examination.  Of  the  11 
patients  followed  for  several  months,  six  were 
cured,  and  three  improved.  Of  the  former,  three 
had  received  roentgen-ray  epilation  after  six 
weeks  of  treatment  with  NU-1485  ointment,  and, 
since  large  areas  of  infection  were  found  to  be 
still  present  after  epilation,  treatment  with  the 
salve  was  reinstituted,  resulting  in  a cure  in  five  to 
six  weeks. 

Tinea  Versicolor. — While  most  fungicidal 
remedies  show  some  beneficial  effect  on  this  in- 
fection, no  medication  has  produced  such  rapid 
response  in  our  hands  as  NU-1485  ointment 
(Table  4).  It  is  noteworthy  that  after  one 
week  of  treatment  there  was  an  appreciable 
reduction  of  fluorescence.  Of  the  ten  patients 
who  appeared  for  re-examination,  three  were 
cured  in  two  weeks;  six  showed  definite  im- 
provement after  one  week  but  failed  to  return 
for  re-examination.  One  patient,  in  whom  no 
improvement  was  observed  after  two  weeks  of 
treatment,  was  then  lost  from  further  observa- 
tion. 


TABLE  4. — Observations  and  Results  of  Treatment  in 
Patients  with  Tinea  Versicolor 


Results  of 

Therapy 

Total 

Cured 

3 

Improved 

6 

No  change 

1 

W orse 

0 

Lost 

5 

Total 

15 

Comments. — In  appraising,  in  an  outpatient 
department,  the  efficacy  of  a drug  for  dermato- 
phytosis,  one  is  dealing  with  many  imponderables. 
Many  patients  become  dissatisfied  if  results  are 
not  forthcoming  promptly.  It  is,  therefore,  not 


surprising  that,  of  our  entire  group  of  257  patients, 
104  were  lost  from  observation. 

Our  results  with  NU-1485  ointment  in  tinea 
capitis  compare  favorably  with  those  attained  by 
different  investigators  with  other  fungicidal 
remedies,  now  in  use.  Schwartz  et  al.  reported 
57  per  cent  cures  with  copper  undecylenate,  and 
Combes,  employing  the  same  compound,  42.8 
per  cent  cures.4'5  The  time  factor  was  quite 
variable.  According  to  Schwartz,  a period  of 
treatment  of  from  four  to  ten  months  or  longer 
was  required  to  achieve  a cure  in  ringworm  of  the 
scalp.  The  cases  presented  by  Combes,  and 
which  were  due  to  M.  audouini  infections,  re- 
quired treatment  for  from  five  weeks  to  six 
months,  and  those  in  which  M.  lanosum  was  the 
offender,  for  from  two  to  four  weeks.  Scully 
et  al.  reported  27  per  cent  cures  in  infections  due 
to  M.  audouini  “in  periods  varying  from  three 
months  to  two  years.”6  Treatment  consisted  of 
manual  epilation,  and  10  per  cent  copper  undec- 
ylenate, 5 per  cent  salicylanilide,  or  5 per  cent 
ammoniated  mercury.  While  we  dealt  only  with 
a limited  number  of  cases  of  M.  audouini  infec- 
tions of  the  scalp,  40  per  cent  cures  were  achieved 
in  a time  not  exceeding  four  and  one-half  months. 
Thus,  except  for  the  results  reported  by.  Schwartz 
in  tinea  capitis,  our  incidence  of  cure  was  ap- 
proximately as  high  or  even  higher  than  that 
described  by  other  workers.  Cures  in  infections 
due  to  M.  audouini  were  achieved  faster  with 
NU-1485  ointment  than  by  investigators  using 
other  fungicides.  However,  Combes  scored  re- 
sults in  M.  lanosum  infections  more  rapidly  than 
was  the  case  in  our  patients. 

In  our  series  of  tinea  pedis,  the  incidence  of 
clinical  cure  with  NU-1485  ointment  was  35.9 
per  cent.  Most  patients  were  relieved  of  their 
pruritus  forty-eight  hours  after  initiation  of  treat- 
ment, and,  in  the  majority,  there  was  objective 
improvement  within  a week.  Even  a few  cures 
were  recorded  after  one  week,  and  none  of  the 
cured  cases  required  treatment  extending  over 
eight  weeks.  Shapiro  and  Rothman  achieved  a 
complete  cure  in  86  per  cent  of  their  patients 
with  tinea  pedis  treated  with  an  undecylenate 
preparation.7  For  the  majority  of  patients  this 
was  accomplished  within  four  weeks.  In  con- 
trast, Sullivan  and  Fishbein  reported  30  per  cent 
cures  with  Desenex  in  their  series  of  117  patients, 
most  of  whom  were  suffering  from  a dermatomy- 
cosis  of  the  feet.8  Thus,  it  appears  that  our  find- 
ings are  less  favorable  than  those  of  the  former 
but  at  least  equal  to  those  of  the  latter  workers. 

It  is  worthy  of  note  that  only  two  of  153  pa- 
tients, treated  with  the  new  compound  and  ob- 
served over  a prolonged  period,  developed  a 
contact  type  dermatitis.  Finally,  if  we  consider 
that  most  of  our  patients  had  been  previously 
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treated  unsuccessfully  with  a variety  of  fungicidal 
preparations,  it  is  quite  obvious  that  NU-1485 
is  nonirritating  and  yet  strongly  fungicidal. 

Studies  on  Podophyllin 

Preliminary  studies  in  vitro  had  shown  that 
podophyllin  in  a concentration  of  0.1  per  cent 
exerts  a fungicidal  effect  on  M.  audouini.  It  is  of 
particular  interest  that  cytologic  degeneration  of 
the  fungi  was  observed  with  a podophyllin  con- 
centration as  low  as  0.005  per  cent.9  Encouraged 
by  these  noteworthy  cultural  and  microscopic 
findings,  a clinical  study  was  initiated  in  cases  of 
ringworm  of  the  scalp.  One  per  cent  of  podo- 
phyllin in  aquaphor,  and  recently  0.2  per  cent  in  a 
carbowax  base  were  used. 

Treatment  was  initiated  in  45  patients  with 
ringworm  of  the  scalp.  In  41  instances  the  fungi 
grown  on  culture  were  M.  audouini  and  in  four 
instances  M.  lanosum.  Of  the  former,  all  chil- 
dren ranging  in  age  from  one  and  a half  to  thirteen 
years,  only  34  could  be  followed  for  a sufficiently 
long  period  of  time.  All  of  them,  with  the  excep- 
tion of  a thirteen-year  old  boy,  had  unusually 
widespread  infections.  Observations  were  made 
every  two  days.  In  most  cases  a remarkable 
diminution  of  fluorescence  became  obvious  as 
early  as  on  the  third  day  of  treatment.  Further- 
more, appreciable  loosening  of  the  infected  hairs 
was  observed  in  all  instances.  Two  patients  were 
cured  within  one  week,  two  within  five  weeks,  and 
one  within  eight  weeks.  Twenty-one  patients 
showed  a reduction  in  the  size  of  the  fluorescent 
areas  two  weeks  after  initiation  of  treatment. 
Such  rapid  improvement  has  not  been  observed 
with  any  previous  medication.  Eight  patients 
have  shown  no  change  in  the  size  of  the  fluorescent 
areas  during  periods  of  treatment  ranging  from 
two  to  seven  weeks.  A high  percentage  of  cases 
had  to  have  treatment  discontinued  for  a limited 
time  because  of  a marked  inflammatory  reaction 
to  the  drug.  This  may  prove  to  be  beneficial  in 
the  final  outcome. 

Of  the  four  patients  with  infections  due  to  M. 
lanosum  (all  of  which  were  widespread  and  non- 
inflammatory), three  showed  clinical  cure  within 
two  to  four  weeks.  The  fourth  with  similar  in- 
volvement showed  75  per  cent  improvement 
within  two  weeks. 

While  the  number  of  cases  treated  with  podo- 
phyllin is  not  large  enough  to  draw  final  con- 
clusions, we  believe  that  this  drug  has  therapeutic 
value  in  the  treatment  of  tinea  capitis. 

Discussion 

There  is  no  single  remedy  which  is  effective  in 
the  treatment  of  all  cutaneous  mycotic  infections. 
The  ideal  fungicide  would  be  one  which  pene- 
trates without  difficulty  into  the  horny  structures 


of  the  skin  and  destroys  all  fungi  in  one  or  two 
treatments.  Since  we  are  still  searching  for  such 
a drug,  most  fungicidal  remedies  have  only  rela- 
tive therapeutic  value. 

The  experiments  conducted  so  carefully  by 
Robinson  show  that  we  speak  rather  glibly  of 
“fungicides,”  particularly  in  relation  to  M. 
audouini,  an  organism  offering  great  resistance  to 
chemotherapy.10  It  is,  therefore,  not  surprising 
that  the  incidence  of  favorable  results  obtained 
with  pyridyl-3-zinc  mercaptide  in  the  treatment 
of  infections  due  to  M.  audouini  is  not  so  high  as 
is  desirable.  However,  the  new  compound  does 
compare  favorably  with  other  fungicidal  agents. 
Our  results  with  NU-1485  in  infections  of  the 
glabrous  skin  may  be  commented  on  similarly.  . 

Podophyllin  offers  considerable  promise,  and 
in  view  of  the  results  presented  future  clinical  ex- 
perimentation with  this  drug  is  warranted. 

Further  steps  in  mycologic  research  should  be 
directed  toward  a more  exact  study  of  the  metab- 
olism of  fungi ; this  may  lead  to  the  development 
of  substances  competing  with  the  enzyme  system 
of  the  fungi.  Moreover,  vehicles  are  needed 
which  will  penetrate  deeper  into  the  skin  and 
thus  bring  the  fungicidal  agent  in  closer  contact 
with  the  invading  organism.  Considerable  spade 
work  has  been  done  by  Sulzberger  and  his  co- 
workers  in  this  direction  (penetrasol).11  The 
ultimate  aim  has  not  been  reached,  however, 
since  penetration  into  the  cutis  is  only  possible 
through  the  follicular  orifices  and  sebaceous 
glands.  This  has  been  well  demonstrated  by 
MacKee  et  al.  using  dyes  as  indicators.12  Since 
fungi  are  lodged  in  the  horny  layer  bordering  the 
stratum  lucidum,  penetration  through  these  struc- 
tures is  essential.  In  this  connection  the  interest- 
ing studies  by  Nickerson  and  White  should  be 
mentioned.13  In  collaboration  with  Lustig  we 
conducted  experiments  aimed  toward  influencing 
the  permeability  of  the  skin  by  using  chemical 
agents  which  react  with  the  skin  proteins.14 
Acids,  alkalis,  and  cystine-bond-opening  agents 
were  used  alone  and  in  combination  with  fungi- 
cidal agents.  The  main  objection  to  this  ap- 
proach is  that  the  changes  produced  may  be  ir- 
reversible and  that  permanent  damage  may  be  in- 
flicted upon  the  skin  or  its  appendages.  Some 
agents,  like  alkalis  or  thioglycollates,  have  been 
shown  to  produce  such  undesirable  changes.15 

Summary  and  Conclusions 

An  ointment  containing  5 per  cent  pyridyl-3- 
zinc  mercaptide,  a new  organic  compound  with 
fungicidal  properties,  was  evaluated  clinically  in 
257  patients  of  whom,  however,  104  were  lost 
from  observation.  Among  the  remaining  153 
subjects,  there  were  64  cases  of  tinea  pedis,  31  of 
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tinea  corporis,  48  of  tinea  capitis,  and  ten  of  tinea 
versicolor. 

Cures  were  judged  by  the  disappearance  of 
subjective  manifestations  and  the  cutaneous 
lesions,  the  absence  of  fungi  in  slide  preparations 
and  cultures,  and  the  absence  of  fluorescence 
under  Wood  light  in  cases  of  tinea  capitis  and 
versicolor.  If  all  these  were  negative  on  four 
consecutive  weekly  examinations,  a case  was  pro- 
nounced cured.  However,  the  criteria  for  cure 
were  still  more  rigid  in  patients  with  tinea  pedis 
who  were  considered  cured  only  if  there  was  no 
recurrence  of  the  infection  eight  months  after  the 
clinical  cure. 

The  use  of  the  salve  thus  resulted  in  61  cures; 
in  addition,  53  patients  were  improved.  Conse- 
quently, the  over-all  incidence  of  success  was 
74.5  per  cent.  Of  the  cases  with  tinea  pedis 
followed  over  a sufficiently  long  period,  35.9  per 
cent  were  cured  and  29.6  per  cent  improved.  Of 
the  patients  with  tinea  corporis,  only  cases  of 
tinea  circinata  were  represented  by  a larger 
number.  In  the  latter  category,  a cure  was 
achieved  in  58.3  per  cent,  and  33.3  per  cent  were 
improved.  The  incidence  of  cure  in  the  group 
afflicted  with  tinea  capitis  was  41.6  per  cent,  and 
improvement  was  recorded  in  29.1  per  cent.  The 
numbers  of  patients  with  tinea  versicolor  studied 
was  too  small  to  warrant  expression  of  favorable 
responses  in  percentage.  In  general,  results  in 


tinea  capitis  and  in  tinea  pedis  compare  favorably 
with  those  obtained  with  other  fungicidal  prep- 
arations. 

Trials  with  podophyllin  were  initiated  in  45 
patients  with  ringworm  of  the  scalp.  Of  these, 
seven  were  lost  from  observation.  Of  the  re- 
maining 38  cases,  eight  were  cured  and  22  im- 
proved. No  final  conclusions  can  be  drawn,  but 
the  results  obtained  are  certainly  suggestive  of 
the  therapeutic  value  of  podophyllin  in  the 
treatment  of  tinea  capitis. 
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U.S.  COULD  FEED  BILLION 

A population  for  the  United  States  of  about 
1,000,000,000  people  could  be  fed,  and  a world 
population  of  15,000,000,000  would  not  seem  un- 
reasonable, if  proper  conservation  and  full  use  of 
available  resources  were  developed,  Professor 
Eugene  G.  Rochow  of  Harvard  University  stated 
recently  on  the  program,  Adventures  in  Science, 
heard  over  the  Columbia  Broadcasting  network. 
Dr.  Rochow  described  possible  foods  that  can  be 
made  from  materials  not  now  used  for  the  purpose, 
such  as  sugar  from  wood  and  an  edible  oil  from  coal. 

The  foods  available  to  feed  this  tremendous  popu- 
lation would  not  be  those  we  eat  at  the  present  time. 
Our  descendants  on  such  a crowded  earth  would  not 
be  eating  hot  dogs  and  ice  cream,  he  warned.  These 
would  be  too  expensive  from  the  standpoint  of 
chemical  resources. 

The  only  way  to  feed  the  billions  will  be  to  use 
the  world’s  trees  for  feeding  people  instead  of  using 
wood  for  houses  and  other  building  purposes.  A 
tree  is  able  to  get  its  mineral  nutrients  from  the  sub- 
soil, and  hence  grows  even  in  rocky  areas  because 
it  taps  the  unleached  depths  where  the  proportion 


of  dissolved  salts  is  high.  We  could  get  all  our 
carbohydrate  requirements  by  hydrolyzing  the 
cellulose  in  the  wood  to  simple  digestible  sugars, 
he  said,  or  by  putting  micro-organisms  to  work  to 
make  saccharides  for  us. 

There  would  be  no  meats,  he  continued,  and  other 
sources  of  protein  would  be  necessary.  It  seems 
certain  that  meat  and  eggs  as  sources  of  protein  will 
gradually  vanish,  for  a beef  steer  converts  only  about 
12  per  cent  of  its  food  to  meat.  It  seems  much  more 
sensible,  he  stated,  to  feed  the  plant  proteins  to 
people  directly,  as  the  British  have  found  in  the  last 
decade.  If  fish  and  plant  proteins  become  too 
scarce,  synthetic  amino  acids  seem  to  provide  the 
only  answer. 

Fats  are  not  easy  to  obtain  by  microbiologic 
activity,  nor  do  we  have  enough  from  plant  sources. 
They  can  be  made  synthetically,  he  declared;  the 
Germans  developed  a satisfactory  product  during 
the  recent  war  by  converting  coal  to  edible  fats. 
Feeding  the  world  would  be  a job  for  chemists,  he 
indicated. 

— Science  News  Letter,  June  18,  1949 


A DISCUSSION  OF  CANCER  PREVENTION  AND  DETECTION 
CENTERS 

Leonard  B.  Goldman,  M.D.,  Queens,  New  York 

(From  the  Cancer  Prevention  and  Detection  Center,  Queens  General  Hospital) 


ANCER  prevention  and  detection  centers 
are  the  most  effective  means  of  reducing 
cancer  mortality.  Too  much  cannot  be  said  on 
this  subject,  for  there  is  still  disagreement  as  to 
the  value  of  these  centers. 

Why  do  those  of  us  who  favor  these  prevention 
centers  regard  them  so  highly?  Figures  like 
these  give  the  answer:  Every  center  has  found 
from  0.3  to  2 per  cent  of  early  cancer.  They 
have  found  15  to  24  per  cent  potentially  precan- 
cerous  lesions.  They  have  found  approximately 
60  per  cent  of  examinees  in  need  of  medical  care, 
and  these  findings  were  in  so-called  healthy  individ- 
uals! With  such  figures,  suppose  the  240  clinics 
now  functioning  were  multiplied  by  ten  or  by  a 
hundred.  Mortality  figures  would  be  sharply 
diminished. 

The  most  recent  figures  of  five  of  the  largest 
centers  show  that,  of  16,241  persons  examined, 

0.9  per  cent,  or  151,  had  cancer — all  proved  by 
biopsy.  None  of  these  persons  had  obvious 
symptoms  of  disease  (Table  1).  Of  these  151 


TABLE  1. — Findings  of  Cancer  Detection  Centers 


Centers 

Num- 
ber of 
Exami- 
nees 

Number  of 
Cancers 
Detected 

Per 

Cent 

Hutchinson  Memorial,  New 
Orleans — 1946 1 

636 

n 

1.73 

Strang  Cancer  Prevention 
Clinics,  New  York  City — ■ 
19462 

6,592 

72 

1.14 

Health  Maintenance  Cancer 
Detection  Clinics  (Donner 
Foundation),  Philadelphia — 
July,  1944,  to  June,  19483 

6,846 

48 

0.70 

Kips  Bay,  Yorkville,  New 
York  City— 1947-1948  (8 
months)4 

657 

5 

0.76 

Queens  General  Cancer  Pre- 
vention and  Detection 
Clinic,  Jamaica,  New 
York — May,  1946,  to  Sep- 
tember, 1948 

1,510 

15 

0.99 

Totals 

16,241 

151 

0.90 

malignant  tumors,  147  were  types  which  could  be 
controlled  in  their  initial  stage  (Table  2).  Some 
of  these  tumors  were  so  minute  that  they  could 
be  distinguished  from  benign  processes  only  by 
histologic  examination. 

Emphasizing  the  preventive  role  that  the 
centers  play  is  the  relatively  large  number  of 
precancerous  lesions  that  were  found,  15  to  24 

Presented  at  a meeting  of  the  Public  Health  Cancer  As- 
sociation, Boston,  Massachusetts,  November  8,  1948. 


per  cent.  An  unexpected  feature  of  these  exam- 
inations has  been  the  considerable  number  of 
other  pathologic  conditions  detected.  The 
Donner  Foundation  in  Philadelphia  reports  that 
of  4,209  persons  examined  60  per  cent,  or  2,563, 
needed  medical  care.5  At  Queens  General  Hospi- 
tal 85  per  cent  of  the  examinees  had  positive 
findings.6  If  it  were  not  for  the  fear  of  cancer 
that  brings  the  public  to  the  centers,  these  dis- 
orders would  not  have  been  uncovered.  These 
findings  in  apparently  healthy  individuals  em- 
phasize the  need  for  preventive  medicine.  Per- 
haps even  before  we  gain  control  of  cancer,  these 
centers  will  have  evolved  into  general  health 
maintenance  centers.  Several  have  taken  strides 
in  this  direction. 

In  the  short  time  that  the  centers  have  been 
operating  their  full  possibilities  have  not  yet  been 
realized.  As  the  centers  mature,  changes  and 
improvements  will  be  effected. 

To  help  obviate  errors  in  diagnosis  the  following 
cancer  aphorisms  may  be  incorporated  into  the 
physical  examination  forms  used  (this  has  been 
done  at  Queens  General  Hospital) : 

1 . Biopsy  every  ulcerated  lesion. 

2.  Consider  every  lump  in  the  breast  malig- 
nant until  proven  otherwise  (excision). 

3.  Cervical  erosion  is  a potentially  precan- 
cerous lesion. 

4.  Polyps  in  the  rectum  or  sigmoid  require  a 
barium  enema. 

5.  Cough  of  six  weeks  duration  warrants 
bronchoscopy. 

6.  Hemoglobin  below  75  per  cent  calls  for 
gastrointestinal  series  and  barium  enema. 

While  the  main  function  of  the  center  is  to 

TABLE  2. — Types  of  Malignant  Tumors  Found  in 
Examinations  by  Detection  Centers 


Type 

Number 

Breast 

41 

Skin 

38 

Cervix 

29 

Rectum 

16 

Fundus  uterus 

9 

Colon 

5 

Lip 

3 

Tongue 

1 

Kidney 

1 

Larynx 

1 

Lung 

1 

Ovary 

1 

Prostate 

1 

Stomach 

1 

Thyroid 

1 

Kaposi  sarcoma 

1 

Retroperitoneal  sarcoma 

1 

1944 
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examine,  it  should  also  assume  the  responsibility 
to  instruct  the  examinees  about  conditions  that 
predispose  to  cancer.  The  examinees  should  be 
advised  on  the  care  of  the  skin,  the  dangers  of  a 
neglected  mouth,  occupational  hazards,  and  the 
necessity  of  consulting  their  physicians  if  symp- 
toms arise  at  any  time. 

Another  valuable  use  of  the  center  can  be  the 
training  of  physicians.  The  general  practitioner 
should  be  affiliated  with  the  examining  specialists 
so  that  he  may  perfect  his  skill  in  the  special 
technics  employed.  When  an  early  cancer  is 
detected,  the  patient  should  be  shown  at  con- 
ference. The  goal  of  these  procedures  is  to  edu- 
cate the  general  practitioner  and  increase  his 
ability  to  deal  with  this  type  of  examination  in 
his  own  office. 

While  a tremendous  amount  of  research  work 
has  been  done  on  cancer,  most  of  it  has  been  in 
the  nonclinical  field.  With  the  establishment  of 
cancer  prevention  and  detection  centers  a vast 
pool  of  precancerous  lesions  and  early  malignant 
tumors  becomes  available  for  study.  Here  is 
where  the  research  finger  can  probe.  Clinical 
work  should  be  indissolubly  wedded  to  re- 
search. 

Three  departures  from  the  customary  center  are 
worth  mentioning.  The  first  is  in  Kentucky 
where,  if  the  people  cannot  go  to  the  center,  the 
center  goes  to  them.7  The  Cancer  Mobile  Unit 
has  diagnostic  x-ray  equipment,  development 
tanks,  instruments  for  biopsy,  bronchoscopy,  and 
sigmoidoscopy,  and  a small  laboratory  for  micro- 
scopic work.  The  unit  is  sent  to  outlying  areas 
when  the  county  medical  society  makes  the  re- 
quest. 

A second  departure  is  the  establishment  of  a 
center  by  industry.  The  Avondale  Mills  in 
Alabama  established  the  first  industrial  cancer 
detection  center  in  1944. 8 Following  their  health 
employe  program,  they  report  the  outstanding 
record  in  nonabsenteeism  of  any  large  organiza- 
tion in  this  country.  The  Avondale  experiment 
is  significant  in  that  industry  may  play  a major 
role  in  this  public  health  program. 

In  Lake  County,  Ohio,  just  outside  Cleveland, 
16  doctors  serve  a population  of  20,000.  One 
year  ago  these  doctors  formed  four  teams,  each 
team  meeting  once  a month  at  the  community 
hospital  to  do  cancer  prevention  and  detection 
examinations.  The  geography  of  the  area  is 
such  that  they  can  easily  meet  once  a month. 
They  are  enthusiastic  not  only  from  the  stand- 
point of  the  patient  but  because  of  the  training 
that  each  receives  working  as  a member  of  a 
team. 

Some  members  of  the  medical  profession  have 
not  taken  too  kindly  to  cancer  prevention  and 
detection  centers  due  to  unfortunate  misunder- 


standings. Because  of  this  disagreement  most  of 
the  centers  were  established  only  with  difficulty, 
but  all  are  doing  well.  Now  most  of  them  have 
waiting  lists  of  from  three  to  nine  months. 
MacFarlane  in  Philadelphia  reports  a fourteen- 
to  seventeen-month  waiting  list;  she  has  been 
forced  to  close  the  clinic  to  new  appointments.3 
At  our  prevention  clinic  at  Queens  General  Hos- 
pital, because  of  a long  waiting  list  and  curtailed 
finances,  we  have  abandoned  the  yearly  return 
visits,  considering  it  of  greater  importance  to 
accommodate  new  applicants.  If  the  medical 
profession  would  unite  behind  this  program, 
additional  centers  could  be  opened,  and  the  wait- 
ing lists  which  now  hamper  the  efficiency  of  the 
centers  could  be  eliminated. 

Let  us  now  weigh  the  main  points  of  disagree- 
ment by  the  profession.  The  objection  most  fre- 
quently voiced  is  that  doctors  will  lose  patients. 
The  “loss”  of  isolated  cases,  however,  is  more 
than  balanced  by  the  large  number  of  cases  referred 
back  to  the  private  physician  for  care.  When 
we  recall  that  approximately  60  per  cent  of  those 
examined  were  found  to  need  medical  care  and 
that  this  large  group  was  referred  back  to  the 
family  doctor,  there  is  little  doubt  but  that  the 
center  increases  the  private  doctor’s  practice. 
It  is  also  pertinent  to  mention  that  the  records  of 
the  examinees  showed  that  10  per  cent  had  not 
consulted  a physician  in  years,  while  3 per  cent 
had  never  visited  a doctor. 

To  be  certain  that  the  physician  does  not  lose 
contact  with  his  patient  a card  should  be  sent  to 
the  physician  when  the  patient  appears  at  the 
center.  After  the  examination  a report  of  the 
findings  to  the  physician  should  be  compulsory. 
If  the  examinee  has  no  physician,  he  should  be 
told  to  choose  one  to  whom  his  report  must  be 
sent. 

Many  physicians  believe  that  the  examination 
can  be  done  in  the  general  practitioner’s  office. 
This  is  being  done,  but  it  has  not  been  very  prac- 
tical in  most  instances.  Consider  the  examina- 
tion time.  At  Queens  General  Hospital  we  have 
four  examiners:  an  internist,  a surgeon,  a gyne- 
cologist, and  an  otolaryngologist,  assisted  by  a 
social  service  worker,  two  nurses,  and  three 
technicians.  A breakdown  of  the  minimal  time 
that  is  given  to  each  person,  assuming  that  he  is 
cooperative,  is  shown  in  Table  3. 

TABLE  3. — Minimum  Examination  Time 

Minutes 


Medical  history  15 

Eye,  ear,  nose,  and  throat  examination  15 

General  examination  10 

Gynecologic  examination  plus  Papanicolaou  smear  15 
X-ray  of  chest  5 

Sigmoidoscopic  examination  15 

Laboratory  examinations  and  interpretation  30 
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The  examination  time  in  the  well-staffed  center 
is  still  considerable,  one  hour  and  forty-five 
minutes.  The  same  examination  would  take  the 
private  physician  with  the  help  of  his  nurse  at 
least  twice  as  long.  Those  who  attempt  it, 
after  a few  examinations,  lose  their  initial 
enthusiasm,  and  many  have  come  to  the  con- 
clusion that  they  actually  lack  the  specialized 
training  and  equipment.  However,  in  areas 
where  hospital  facilities  are  limited  the  general 
practitioner’s  office  must,  of  necessity,  take  the 
place  of  the  center. 

Much  has  been  made  of  the  populace  develop- 
ing cancerphobia.  It  is  true  that  almost  every- 
one has  a mild  case  of  it . F ortunately , the  educa- 
tional campaigns  have  developed  a healthy  con- 
sciousness regarding  the  benefit  of  preventive 
examinations.  The  center,  rather  than  causing 
cancerphobia,  provides  the  place  where  phobias 
may  be  exorcised.  The  fact  remains  that  cancer 
is  populace  killer  number  two,  while  death  from 
cancerphobia  is  unusual. 

Another  contention  is  that  the  patient  leaves 
the  center  with  a false  sense  of  security.  After 
an  examination  the  chances  of  cancer  appearing 
are  infinitely  less  because  the  precursors  have 
been  detected,  and  the  patient,  moreover,  has 
had  the  benefit  of  a complete  examination. 
Each  examinee  is  also  advised  to  consult  his 
family  physician  if  any  symptoms  should  arise. 

The  opponents  of  the  centers  further  aver  that 
the  cost  is  excessive  for  the  uncovering  of  a single 
cancer,  especially  if  it  should  be  a skin  lesion. 
But  can  a price  be  put  on  a person’s  physical  or 
mental  health?  And  how  are  we  to  estimate  the 
number  of  cancers  that  have  been  prevented  by 
eradicating  precancerous  lesions?  However,  let 
us  consider  what  the  approximate  cost  is.  The 
usual  center  requires  a budget  of  about  $6,000 
yearly.  Each  center  examines  an  average  of  400 
persons  with  an  incidence  of  four  malignant 
tumors.  The  uncovering  of  a cancer  costs  then 
roughly  $1,500,  but  this  figure  also  includes  the 
education  of  the  public  and  the  profession. 

While  some  physicians  oppose  the  centers,  the 
public  has  wholeheartedly  approved  them. 
They  have  contributed  their  money  and  have 


patiently  awaited  their  turn  on  the  lists  for  ex- 
amination. Further  action  now  rests  with  the 
medical  profession. 

The  public  health  groups  should  be  the  catalysts 
in  this  program,  for,  although  cancer  is  not  so 
dramatic  an  emergency  as  diphtheria  or  typhoid 
was,  yet  it  kills  in  epidemic  proportions.  The 
cancer  prevention  and  detection  examinations,  it 
is  true,  are  a slow  method — hardly  startling, 
hardly  spectacular.  Yet,  in  their  steady  way, 
they  are  the  only  means  at  present  of  appreciably 
lowering  cancer  mortality. 

Summary 

Cancer  prevention  and  detection  centers  are  at 
present  the  most  effective  means  of  reducing 
cancer  mortality.  A statistical  study  of  ap- 
parently healthy  individuals  examined  in  various 
centers  has  shown  an  incidence  of  0.3  to  2 per  cent 
of  early  cancer  and  of  15  to  24  per  cent  potentially 
precancerous  lesions.  Along  with  these  findings, 
approximately  60  per  cent  of  the  examinees  were 
found  to  be  in  need  of  medical  care. 

Other  uses  of  these  centers  should  be  (1)  to 
instruct  the  examinees  to  avoid  the  conditions 
that  predispose  to  cancer,  (2)  to  allow  general 
practitioners  to  acquire  greater  skill  in  special 
technics,  and  (3)  to  make  available  to  research 
these  early  cancers  and  precancerous  lesions. 

Cancer  aphorisms  that  help  obviate  errors  in 
the  physical  examination  are  discussed.  The 
main  points  of  opposition  to  the  centers  by  some 
members  of  the  medical  profession  are  weighed. 
The  entrance  into  a preventive  phase  of  medicine 
is  stressed. 

80-20  Broadway 
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NEW  METHOD  TO  COMBAT  “HOUSE  DUST”  ALLERGY 


Asthma,  perennial  hay  fever,  eczema,  sinusitis, 
and  other  common  allergies  caused  by  “house  dust” 
can  now  be  eliminated  by  a new  method  reported 
in  a recent  issue  of  the  Annals  of  Allergy  by  Dr. 
Arthur  F.  Coca,  Pearl  River,  New  York. 

A chemical  compound  is  mixed  with  water  to  coat 
invisibly  seldom-laundered  fabrics  such  as  carpets, 
bedding,  and  upholstered  furniture  in  the  home. 


An  imperceptible  film  is  created  which  prevents  the 
formation  of  the  mysterious  substances  technically 
known  as  “house  dust.” 

There  is  no  change  in  the  normal  feel  or  ap- 
pearance of  the  treated  materials,  “even  to  fine 
Chinese  and  Turkish  rugs,”  according  to  Dr. 
Coca.  The  fabrics  do  not  have  to  be  cleaned 
beforehand.  No  hazard  of  any  kind  is  created. 


VARICOSE  VEINS:  A DIFFERENT  CONCEPT  AND  APPROACH  TO 
THEIR  TREATMENT 

Robert  V.  Schatken,  M.D.,  Walton,  New  York 
( From  the  Department  of  Surgery,  Margaretville  Hospital) 


A TREMENDOUS  literature  has  accumulated 
on  the  subject  of  varicose  veins,  their  diag- 
nosis and  treatment.  Their  etiology,  anatomy, 
pathologic  physiology,  diagnostic  criteria,  and 
treatment  have  been  presented  by  numerous  in- 
vestigators in  many  papers.  It  would  be  rep- 
etitious to  discuss  these  factors  again  except 
for  some  important  details  which  have  to  do 
with  this  paper. 

It  should  constantly  be  kept  in  mind  that,  al- 
though a host  of  causes  have  been  suggested  as 
the  cause  of  varicose  veins,  the  actual  causative 
agent  is  not  known.  Varicose  veins  are  common 
in  both  sexes  and  in  all  ages  except  extreme  youth. 
Varicose  veins  by  themselves  are  not  a disease 
but  the  external  signs  of  a disease,  the  cause  of 
which  is  not  known. 

A huge  number  of  diagnostic  tests  have  arisen 
through  the  years,  and  at  frequent  intervals  new 
ones  are  suggested  which  by  itself  is  sufficient 
evidence  that  the  older  ones  are  not  satisfactory. 
A discussion  of  these  tests  is  impractical,  and 
much  confusion  has  existed  since  Trend elenberg 
described  his  original  test.  Various  authors 
have  various  interpretations  of  the  same  test, 
and  there  is  general  disagreement  as  to  the  im- 
portance of  most  of  them.  It  is  the  author’s 
contention  that,  with  the  occasional  exception  of 
the  test  for  patency  of  the  deep  circulation,  the 
remainder  of  the  tests  are  unnecessary  and  yield 
no  worth-while  information.  One  has  to  refer 
only  to  Bernsten’s  interpretation  of  the  original 
Trend  elenberg  test,  as  well  as  Ochsner’s  and 
McPheeters’  interpretations  of  various  phases, 
to  realize  the  confusion  that  exists.1-3  Again, 
to  cite  a recent  article,  Steiner  and  Palmer 
express  doubt  as  to  the  value  of  some  of  the 
accepted  tests.4 

This  paper  is  based  on  a series  of  more  than 
250  saphenous  vein  ligations  done  by  various 
methods  (stripping,  high  ligation  with  lower 
ligations,  high  ligation  with  retrograde  injection). 
Except  for  approximately  the  last  80  or  90  cases, 
these  patients  were  subjected  to  all  the  usual 
methods  of  testing,  including  the  Trendelenberg 
test  with  all  its  modifications,  Perthes’  test,  and 
the  level  test  of  Mahorner  and  Ochsner.  It  is 
to  be  remembered  that  the  cause  of  varicose 
veins  is  unknown.  What  one  does  in  operating 
on  these  cases  is  to  attempt  to  remove  the  ex- 
ternal signs  of  a disease,  the  cause  of  which  we  do 
not  know.  Surely  one  does  not  remove  the 


underlying  basis  of  the  disease  by  destroying  the 
veins.  The  veins  sclerose  and  eventually  dis- 
appear. The  cause  remains.  Such  being  the 
case,  there  is  an  ever-present  tendency  for  the 
cause  of  the  disease  to  reassert  itself  and  make 
itself  manifest  by  giving  rise  to  new  varicosities. 
Nature  will  always  attempt  to  rebuild  a circula- 
tion whether  it  be  venous  or  arterial.  Given  a 
group  of  operated  patients  done  in  the  most 
acceptable  method,  a definite  percentage  will 
show  new  varicosities  in  time.  These  have  been 
termed  recurrences,  and  the  percentages  vary 
with  different  authors.  Actually  they  are  not 
recurrences.  The  use  of  the  term  is  a misnomer, 
since  it  implies  that  the  treated  and  sclerosed 
vein  has  come  back.  Except  for  unusual  oc- 
casions when  a vein  will  recanalize,  it  does  not 
recur.  What  happens  is  that  other  new  veins 
appear.  The  disease  has  reasserted  itself.  If  a 
quiescent  tuberculosis  becomes  active,  one  does 
not  say  that  the  disease  has  recurred  but  that  it 
has  become  active.  The  same  analogy  can  be 
drawn  for  varicose  veins. 

Ochsner  gives  a “recurrence  rate”  of  25  per 
cent  but  modifies  it  to  say  that  this  holds  true 
only  in  high  ligation  and  retrograde  injection  if 
the  level  of  the  incompetent  communicating 
vein  is  determined  and  tied  off.  Bernsten  does 
not  mention  “recurrences”  but  states  his  results 
in  terms  of  subjective  improvement.  Other 
authors  quote  “recurrence  rates”  from  10  to  90 
per  cent.  Regardless  of  the  different  figures  and 
regardless  of  the  moot  question  of  the  use  of 
terms,  varicose  veins  occur  postoperatively  with 
disagreeable  frequency  and  are  testimony  that 
we  have  removed  only  the  external  signs  of  the 
disease. 

Such  being  the  case,  the  minimum,  effective 
amount  of  surgery  to  ameliorate  this  condition 
and  remove  the  varicosities  should  be  done.  In 
my  experience,  nothing  in  particular  is  gained  by 
attempting  to  interrupt  the  communicating 
tributaries,  even  at  the  level  of  the  so-called 
“blowouts.”  In  addition  to  causing  unsightly 
scars,  it  is  an  unsound  procedure,  for  several 
reasons.  In  the  first  place,  as  stated  above,  we 
are  treating  only  the  external  signs  of  the  disease. 
Therefore,  the  less  surgery  that  can  be  done 
effectively  the  better.  This  is  borne  out  by  the 
fact  that  the  “recurrence  rate”  runs  high  even 
in  the  presence  of  this  added  step.  Second, 
the  present  method  of  determining  the  level  of 
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Fig.  1.  Anteroposterior  view  of  forty-year-old 
woman  operated  for  abdominal  pregnancy  with  deep 
thrombophlebitis  postopcratively.  Phlebogram  done 
four  weeks  postoperativelv  shows  lower  level  of  intra- 
venous thrombus  (a). 


“blowouts”  and  imcompetent  communicating 
veins  and  then  cutting  down  on  the  vein  at  that 
level  and  sectioning  it  is  also  an  unsound  proce- 
dure, both  anatomically  and  physiologically.  It 
is  often  well-nigh  impossible  to  discover  a possible 
communicating  vein  in  a whorl  of  varicosities. 
Again,  if  there  is  to  be  any  ligation  of  communi- 
cating veins,  the  section  and  ligation  should  be 
flush  with  the  deep  vein  where  the  incompetent 
valve  is  located.  Otherwise,  a stump  of  vein  is 
left  which  is  subject  to  intravenous  pressure 
against  a blind  end.  This  is  just  as  unphysio- 
logic  in  venous  surgery  as  it  would  be  in  arterial 
surgery.  If  the  flow  of  venous  blood  in  that 
particular  communicating  vein  was  reversed 
(from  deep  to  superficial)  because  of  incom- 
petency of  its  valves,  tying  it  off  just  under  the 


Fig.  2.  Lateral  view  in  same  patient  as  Fig.  1 
showing  (a)  lower  level  of  thrombus  and  (6)  attempt 
at  beginning  collateral  circulation. 


skin  would  accomplish  nothing  and  still  permit 
the  flow  of  blood  to  be  reversed  against  a blind 
end;  “recurrences”  are  axiomatic  in  this  area. 
The  proper  procedure  would  be  to  tie  off  flush 
with  the  deep  vein,  but  this  would  convert  a 
fairly  simple  procedure  into  a relatively  major 
operation,  and  certainly  the  entire  condition  does 
not  call  for  this.  This  fact  was  recognized  by 
Linton  who  advocated,  in  certain  instances,  the 
type  of  ligation  mentioned.5  As  practiced  today 
by  most  surgeons,  the  lower  ligations  are  done 
at  blowout  levels  on  varicosities  just  under  the 
skin.  These  are  totally  ineffectual.  Third, 
the  same  result  can  be  obtained  by  a high  ligation 
with  retrograde  injection  or  by  simple  injection 
of  a sclerosing  solution  into  that  vein.  A chemi- 
cal phlebitis  will  interrupt  a venous  flow  and 
occlude  a vein  as  effectively  as  a surgical  section. 

The  procedure  I now  use  is  as  follows.  When 
the  patient  presents  herself  with  varicose  veins, 
a careful  history  is  first  obtained  as  to  previous 
deep  thromboses  and  postpartal,  postoperative, 
or  so-called  effort  thrombosis.  If  it  is  evident 
that  none  of  these  have  occurred,  no  testing  of 
the  patency  of  the  deep  circulation  is  necessary. 
Where  there  is  some  doubt,  the  usual  compression 
bandage  test  is  done  or,  if  necessary,  a phle- 
bogram. Phlebograms  are  a definite  aid  on 
occasion  and  will  frequently  show  an  occlusion 
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Fig.  3.  Deep  thrombophlebitis  in  a fifty-five- 
year-old  patient  following  typhoid  fever  forty  years 
previously.  Note  many  superficial  tortuous  vari- 
cosities and  no  deep  circulation  above  point  (a). 
This  patient  would  obviously  have  been  harmed  by 
a saphenous  vein  ligation. 


of  the  deep  veins  or  a recanalization  of  an  old 
thrombosis  (Figs.  1,  2,  and  3).  If  a deep  venous 
occlusion  exists,  no  ligation  is  done.  If  it  can 
be  demonstrated  that  an  old  thrombosis  has  been 
sufficiently  recanalized,  there  is  no  contraindica- 
tion to  a high  ligation.  If  the  former  is  present 
with  an  ulcer,  the  feeder  veins  about  the  ulcer 
can  still  be  injected  with  sclerosing  solution. 

If  no  history  of  deep  thrombosis  can  be  ob- 
tained, the  patient  is  plainly  told  the  purpose 
of  the  operation,  namely,  to  obliterate  the  vari- 
cose veins.  It  is  explained  that  there  is  an 
excellent  likelihood  that  more  veins  will  form 
as  the  months  or  years  go  by,  that  occasional 


follow-up  visits  are  necessary,  and  that  whatever 
small  veins  appear  can  easily  be  injected.  If 
this  plan  is  followed,  she  can  be  confident  that 
she  will  never  again  have  varicose  veins  of  any 
degree  and,  accordingly,  never  have  any  of  the 
usual  complications. 

In  my  experience,  the  simplest  and  most 
effective  method  of  obliterating  a varicosed 
venous  system  is  high  ligation  and  distal  retro- 
grade injection  of  a sclerosing  solution.  I prefer 
an  obliquely  vertical  incision  starting  at  the 
crease  of  the  groin,  two  fingerbreadths  medial 
to  the  pulsation  of  the  femoral  artery.  The 
incision  extends  downward  about  2y2  inches. 
The  anesthetic  is  local  except  in  extraordinary 
circumstances.  The  saphenous  vein  is  visualized 
and  dissected  free  from  its  bed  on  the  deep 
fascia.  The  three  constant  branches  about  the 
bulb  (superficial  epigastric,  superficial  circum- 
flex iliac,  and  superficial  external  pudendal)  are 
dissected  out,  clamped,  cut,  and  tied.  Medial 
and  lateral  femoral  cutaneous  tributaries  are 
present  in  about  50  per  cent  of  the  cases  and  are 
clamped,  cut,  and  tied.  The  vertical  incision 
allows  better  visualization  of  these  tributaries. 
A generous  segment  of  the  saphenous  is  excised 
between  clamps,  the  upper  clamp  being  placed 
close  to  the  bulb.  The  upper  segment  is  doubly 
tied.  A ureteral  catheter  is  threaded  down  the 
distal  segment  as  far  as  it  will  go,  and  2y2  cc. 
of  sodium  morrhuate  is  injected,  gradually  with- 
drawing the  catheter  as  the  injection  proceeds. 
The  lower  segment  is  then  doubly  tied,  the 
wound  washed  out  with  saline  and  closed  in 
layers.  Silk  is  used  throughout.  The  patient 
walks  back  from  the  operating  room  and  is  not 
confined  to  bed.  She  may  go  home  the  next 
morning  unless  there  has  been  an  unusually 
severe  reaction  to  the  sodium  morrhuate.  In 
very  exceptional  cases,  if  it  can  be  shown  that  the 
varicosities  involve  the  small  saphenous  vein, 
an  additional  ligation  is  done  at  the  junction  of 
this  vein  with  the  popliteal. 

Six  to  eighteen  hours  following  this  procedure, 
the  greater  part  of  the  superficial  venous  system 
will  be  outlined  by  a pinkish  chemical  phlebitis 
which  resembles  in  appearance  an  infrared  photo- 
graph of  the  extremity.  The  veins  become  hard 
and  tender.  This  chemical  phlebitis  will  occur 
in  all  or  the  greater  part  of  the  large  saphenous 
vein  and  its  tributaries.  Those  which  do  not 
become  involved  in  this  process  can  be  taken 
care  of  later  by  sclerosing  injections.  No  further 
incisions  are  necessary. 

The  question  which  would  naturally  follow 
is,  “Should  all  patients  with  varicose  veins  be 
subjected  to  the  above  procedure?”  The  answer 
is  obviously  no.  There  is  a considerable  number 
of  individuals  with  a minimal  number  of  varicose 
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veins  who  can  be  treated  with  injections  and  who 
are  not  candidates  for  surgery.  Medicine  and 
surgery  cannot  be  reduced  to  arithmetic,  and 
when  treatment  is  categorized,  judgment  is 
reduced  to  arithmetical  tables,  and  mistakes  are 
inevitable.  Who  should  be  operated  on  and 
who  should  receive  injection  therapy  alone  de- 
pends on  the  judgment  and  experience  of  the 
surgeon.  Generally,  and  only  generally,  those 
patients  exhibiting  a small  amount  of  varicosities 
and  whose  varicosities  are  not  unduly  large  or 
tortuous  are  candidates  for  injection  therapy 
only.  While  this  wording  is  obviously  vague, 
it  cannot  be  expressed  in  language  more  exact 
or  concise.  The  experience  of  the  operator  is 
the  final  arbiter  as  to  the  treatment. 

Results 

Because  a large  percentage  of  these  ligations 
were  performed  at  a place  quite  distant,  follow- 
ups have  been  possible  only  on  the  last  84,  done 
since  1945.  These  patients  have  been  watched 
for  periods  varying  from  two  months  to  three 
years.  Approximately  40  per  cent  have  shown 
new  varicosities  which  have  had  to  be  injected. 
If  the  patient  returns  at  regular  intervals,  as  she 
has  been  instructed,  the  varicosities  have  been 
small  and  easily  injected.  Several  who  have 
stayed  away  as  much  as  a year  have  larger  ones, 
but  none  have  shown  varicosities  in  any  way 
resembling  their  original  condition.  I feel 
certain  that,  as  the  follow-up  continues,  vari- 
cosities will  reappear  in  a considerable  number 
of  the  other  60  per  cent.  Three  patients  have 
gone  through  subsequent  pregnancies  with  no 
reappearance  of  the  varicosities.  From  the 
patient’s  standpoint,  the  results  have  been 
gratifying. 

Summary 

In  the  treatment  of  varicose  veins  it  is  of  the 
utmost  importance  to  remember  that  we  are 
dealing  with  the  external  signs  of  a disease,  the 
cause  of  which  is  unknown.  A completely 
satisfactory  treatment  has  not  yet  been  devised, 
and  that  treatment  which  gives  the  best  results 
with  fewest  time-consuming  preliminaries  and 


with  the  least  amount  of  surgical  trauma  is  the 
most  desirable  one.  Furthermore,  although 
accuracy  in  diagnosis  and  proper  treatment 
should  never  be  sacrified  to  ease  and  simplicity, 
the  latter  attributes  are  virtues  when  commen- 
surate with  the  former.  A maze  of  diagnostic 
criteria  has  arisen  which  is  confusing  and  about 
which  there  is  considerable  disagreement.  This 
is  particularly  true  of  the  tests  concerning  the 
incompetency  of  the  communicating  veins  and 
their  levels.  Even  granting  that  some  of  the 
tests  do  show  the  presence  of  incompetent  com- 
municating veins  and  the  level  at  which  they  are 
incompetent,  there  is  still  no  method  of  obliterat- 
ing these  veins  properly  except  by  the  Linton 
procedure,  and  for  the  reasons  stated  above  this 
should  not  be  a routine  procedure.  A retrograde 
injection  through  a catheter  at  the  time  of  opera- 
tion or  a simple  sclerosing  injection  afterwards 
will  accomplish  the  same  result  as  another  in- 
cision will. 

Conclusions 

1.  Varicose  veins  are  the  external  signs  of  a 
disease,  the  cause  of  which  is  unknown. 

2.  Any  attempt  to  obliterate  these  veins  will 
remove  the  veins  but  not  the  disease. 

3.  The  performance  of  diagnostic  tests  is 
unnecessary,  with  the  possible  exception  of  the  test 
for  patency  of  the  deep  circulation. 

4.  The  procedure  of  choice  in  these  cases  is 
high  ligation,  section  of  all  tributaries,  and 
retrograde  injection. 

5.  Low  ligations,  at  so-called  blowout  levels, 
are  unphysiologic,  unnecessary,  and  accomplish 
nothing  more  than  retrograde  injection  at  time 
of  operation  or  later  sclerosing  injections. 
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THE  “INSURANCE”  DELUSION 

Question:  Is  Compulsory  Health  Insurance 

really  “insurance?” 

Answer:  It  is  not.  And  it  is  gravely  unfair  to 
the  people  to  pretend  that  it  is.  Reasons  it  is 
not  “insurance”:  (1)  Though  an  arbitrary  “pre- 

mium” is  collected,  in  the  form  of  a pay  roll 
deduction,  benefits  are  neither  specified,  nor  guaran- 
teed. In  the  exact  language  of  the  sponsors,  cer- 
tain services  are  promised  “when  funds  are  avail- 


able,” “in  so  far  as  possible,”  and  “when  facilities 
permit”!  (2)  Sound  insurance  is  based  on  sound 
actuarial  standards — and  on  contracts  clearly  setting 
forth  both  benefits  and  costs.  Millions  of  Americans 
have  such  guarantees  in  writing — under  Voluntary 
Health  Insurance.  But  the  only  guarantee  in  the 
Compulsory  Health  “Insurance”  proposal  is  guarantee 
of  a new  pay  roll  tax — the  amount  is  unpredictable! 
— Industrial  Medicine , June,  1949 
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IN  1889,  Stimson  described  a technic  for 
complete  hysterectomy  similar  to  that 
practiced  today  and  advocated  wider  use  of  the 
operation.1  Many  recent  papers  have  invali- 
dated the  older  objections  to  the  operation. 
Supravaginal  hysterectomy,  on  the  other  hand, 
leaves  behind  a useless  and  often  troublesome 
remnant,  whatever  one  may  think  of  the  still 
disputed  incidence  of  cancer  of  the  cervical 
stump.  (The  reports  from  various  clinics 
range  from  2 per  cent  to  over  8 per  cent.) 
Cosbie  reports  an  incidence  of  4.3  per  cent, 
plus  another  2.7  per  cent  where  cancer  ap- 
peared within  three  years  of  supravaginal 
hysterectomy.2 

In  the  earlier  series  reported  in  the  literature 
complete  hysterectomy  carried  a somewhat 
high  mortality.  In  most  of  these  series,  how- 
ever, supravaginal  hysterectomy  was  the  pre- 
ferred operation,  the  complete  operation  being 
performed  infrequently  and  often  restricted  to 
malignant  disease.  More  recent  papers  have 
shown  a negligible  difference  in  •mortality  rates 
and  a morbidity  that  is  less  for  complete  hyster- 
ectomy. In  the  vast  literature,  the  series  re- 
ported by  McDonald,  Pearse,  Weir,  Vogt  and 
Hamilton,  and  Mengert  and  Stoltz  are  worthy 
of  reference  in  this  paper,  since  from  63  to  80 
per  cent  of  the  operations  analyzed  were  per- 
formed by  resident  surgeons.  3-7  In  each  in- 
stance the  mortality  was  lower  for  complete 
hysterectomy  than  for  supravaginal. 

At  this  hospital,  the  volume  of  hysterec- 
tomies is  much  smaller,  the  proportion  of 
operation,  performed  by  residents  is  larger, 
and  the  individual  experience  of  the  residents  is 
less  than  similar  figures  in  the  aforementioned 
papers.  An  analysis  of  our  results  was  under- 
taken, therefore,  to  resolve  differences  of 
opinion  among  members  of  our  surgical  staff. 
Is  a routine,  or  at  least  wider,  use  of  the  com- 
plete operation  justified  under  our  particular 
circumstances? 

Clinical  Study 

The  basis  for  the  present  study  consists  of 
249  abdominal  hysterectomies  performed  at 
Grasslands  Hospital  in  the  years  1938  to  1947 
inclusive.  Fifty-six  were  complete,  total,  or 
panhysterectomies;  193  were  supravaginal, 
subtotal,  or  incomplete.  The  terms  complete 

• Present  address:  Trinity  Hospital  and  Clinic,  Little 

Rock,  Arkansas. 


and  supravaginal  were  selected  for  use  in  this 
paper  for  the  sake  of  clarity. 

Chronology. — Table  1 shows  the  distribu- 


TABLE  1 — Chronologic  Analysis  of  Hysterectomies 


Year 

Complete 

Supravaginal 

Total 

1938 

3 

34 

37 

1939 

0 

31 

31 

1940 

5 

26 

31 

1941 

4 

37 

41 

1942 

4 

34 

38 

5 years 

10 

162 

178 

1943 

3 

17 

20 

1944 

10 

7 

17 

1945 

1 1 

2 

13 

1940 

8 

1 

9 

1947 

8 

4 

12 

5 Years 

40 

31 

71 

10  Years 

56 

193 

249 

tion  of  the  two  types  in  each  year  of  this  study. 
The  decrease  in  the  total  number  of  operations 
in  recent  years  is  attributable,  in  large  part,  to 
a decline  in  the  indigent  population  and,  to 
some  extent,  to  the  less  frequent  necessity  for 
surgical  treatment  of  pelvic  inflammatory 
disease  and  its  sequelae.  It  is  also  of  signifi- 
cance that  approximately  two  thirds  of  the  com- 
plete hysterectomies  were  done  in  the  last  four 
years,  while  the  same  proportion  of  supra- 
vaginals  was  done  in  the  first  five  years.  This 
fact  is  important  in  evaluating  some  of  the 
figures  to  be  given  later. 

Age  and  Race. — The  age  of  the  patients  in- 
cluded in  this  series  varied  from  twenty-one  to 
seventy-seven  years.  The  mean  age  for  pa- 
tients having  a complete  hysterectomy  was 
forty-four,  the  median  forty-four  and  one-half. 
The  mean  and  median  age  of  the  supravaginal 
group  was  thirty-eight. 

Sixty-three  and  five-tenths  per  cent  of  the 
women  were  Negro.  This  race  accounted  for 
43  per  cent  of  the  complete  and  69  per  cent  of 
the  supravaginal  operations.  Both  age  and 
race  differences  are  associated  with  the  rela- 
tively large  number  of  young,  Negro  women 
who  had  supravaginal  hysterectomies  in  the 
earlier  years  of  this  series  when  pelvic  infec- 
tions and  their  sequelae  were  a main  or  con- 
tributing reason  for  operation. 

Pathology. — In  Table  2 are  listed  the  pri- 
mary indications  for  operation  based  on  the 
pathologic  diagnosis.  Fibromyomata,  with  or 
without  associated  findings,  accounted  for  175 
cases  or  70  per  cent  of  the  entire  series.  The 
percentage  in  the  complete  and  supravaginal 
groupings  is  about  the  same.  The  principal 
pathologic  findings  in  26  per  cent  of  the  supra- 
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ABLE  2. — Primary  Pathologic  Diagnosis  or  Reason 
for  Operation 


Diagnosis 

Complete 

Hysterectomy 

Supravaginal 

Hysterectomy 

Total 

Fibromyomata 

38  (68%) 

137  (71%) 

175 

Pelvic  infection 

2 (3.6%) 

26  (14%) 

28 

Endometrial  hyper- 
plasia and  polyp 

1 (2%) 

8 (4%) 

9 

Fundal  carcinoma 

7 (13%) 

0 

7 

Carcinoma  of  cervix 

1 (2%) 

1 (0.5%) 

2 

Uterine  fibrosis 

0 

7 (3%) 

7 

Ovarian  tumor  (2 
malignant) 

0 

4 (2%) 

4 

Others 

7 

10 

17 

Total 

56 

193 

249 

vaginal  group  are  grouped  under  the  term  of 
pelvic  infections  and  include  tubo-ovarian 
abscesses,  salpingitis  (usually  subacute  or 
chronic),  and  the  like.  Five  of  the  patients  had 
associated  myomata  not  included  above.  Only 
3.6  per  cent  of  the  complete  hysterectomy 
group  had  pelvic  inflammatory  disease  without 
more  major  pathology.  This  group,  however, 
included  all  seven  cases  (13  per  cent)  of  car- 
cinoma of  the  fundus.  Known  carcinoma  of  the 
cervix  was  the  indication  once  for  each  type  of 
operation;  the  supravaginal  was  done  for 
cervical  stenosis  following  radiation  therapy. 
In  addition  to  the  four  ovarian  tumors  re- 
moved with  supravaginal  hysterectomy,  two 
benign  ovarian  tumors  were  diagnosed  in 
patients  having  a complete  hysterectomy,  but 
the  fibroids  present  were  considered  the  princi- 
pal pathology,  and  the  cases  are  so  listed.  Once 
leiomyosarcoma  was  diagnosed  microscopically 
after  supravaginal  removal  of  the  uterus  and, 
in  another  instance,  on  review  of  the  original 
sections  when  the  patient  presented  herself  a 
year  later  with  a metastatic  leiomyosarcoma. 
Of  the  56  uteri  completely  removed,  31,  or  55 
per  cent,  had  cervical  disease  worthy  of  men- 
tion by  the  pathologist. 

Concomitant  Operations. — From  Table  3,  it 

TABLE  3. — Concomitant  Operative  Procedures 
Complete  Supravaginal 


Removal  of 
both  tubes 

Hysterectomies  Hysterectomies 

T otal 

and  ovaries 
Less  complete 
excision  of 

23  (41%) 

42  (22%) 

05  (26%) 

adnexa 

13  (23%) 

83  (43%) 

96  (38%) 

Appendectomy 
Dilatation  and 

34  (61%) 

109  (56%) 

143  (58%) 

curettage 

5 (9%) 

3 (1.5%) 

8 (3%) 

Perineal  repair 

2 (4%) 

1 (.5%) 

3 (1%) 

is  seen  that  the  frequency  of  concomitant 
operations  on  the  adnexal  structures  was 


about  the  same  for  the  two  groups,  64  and  65 
per  cent,  although  bilateral  salpingo-oophrec- 
tomy  more  frequently  accompanied  complete 
hysterectomy,  and  removal  of  one  tube  or 
ovary  was  more  often  performed  at  the  time  of 
a supravaginal  hysterectomy.  Incidental  ap- 
pendectomy was  performed  in  58  per  cent  of  all 
operations.  It  has  been  the  policy  with  the 
majority  of  the  staff  to  remove  the  appendix, 
when  present,  unless  not  justified  by  its  in- 
accessibility or  by  the  condition  of  the  patient 
after  completing  the  pelvic  work.  Only  eight 
cases  had  a dilatation  and  curettage  performed 
immediately  before  laparotomy;  24  others 
were  done  some  days  before,  but  it  is  apparent 
that  the  procedure  has  not  been  utilized  as 
much  as  it  should. 

Surgeons. — From  Table  4,  it  can  be  seen 
that  four  members  of  the  attending  staff  did 
eight  of  the  56  complete  hysterectomies;  the 
other  48  cases  were  done  by  ten  different  resi- 
dents  or  assistant  residents.  The  surgeon  for  17 
of  the  supravaginal  hysterectomies  was  one  of 
six  members  of  the  attending  staff;  the  re- 
maining 176  cases  were  performed  by  12  resi- 
dents, assistant  residents,  and  interns.  (Two 
interns  did  a total  of  three  cases  with  the 
senior  resident  assisting.)  Altogether,  the  249 
hysterectomies' included  23  different  operators. 
Fifteen  members  of  the  resident  staff  per- 
formed 90  per  cent  of  the  operations.  The 
most  experience  with  the  complete  operation 
among  the  resident  staff  was  one  man  with  17 
cases  to  his  credit  and  another  with  11.  The 
other  eight  did  less  than  six  operations  each.  : 
Supravaginal  hysterectomies  were  distributed 
as  follows:  92  to  one  resident,  30  to  another, 
and  the  remaining  54  cases  among  ten  mem- 
bers of  the  house  staff. 

Operative  Time. — The  average  duration  of 
the  two  types  of  operations  for  the  two  classes 
of  operators  is  shown  in  Table  5.  For  all 


TABLE  5. — Comparative  Average  Duration  of 
Operations  in  Minutes 


Complete 

Supravaginal 

Difference 

Attending  staff 

131 

86 

45 

Resident  staff 

123 

94 

29 

All  operators 

124 

92 

32 

operators  the  average  time,  as  taken  from  the 
anesthetists’  records,  was  one  hundred 
twenty-four  minutes  for  a complete  hysterec- 
tomy and  ninety-two  minutes  for  the  supra- 


TABLE  4. — Analysis  According  to  Surgeon 


Attending  staff 
Resident  staff 
All  operators 


. Complete . 

Surgeons  Cases 

4 8 (14.3%) 

10  48  (85.7%) 

14  56  (100%) 


Supravaginal 

Surgeons  Cases 

6 17  (8.8%) 

12  176  (91.2%) 

18  193  (100%) 


. Entire  Series . 

Surgeons  Cases 

8 25  (10%) 

15  224  (90%) 

23  249  (100%) 
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vaginal  operation.  The  difference  in  the 
a verage  times,  including  whatever  other  proce- 
dures were  done  through  the  abdominal  in- 
cision, is  thirty-two  minutes.  If  only  the  cases 
done  by  the  residents  are  considered,  the  dif- 
ference in  operative  time  for  the  two  types  of 
cases  is  twenty-nine  minutes.  A study  of  the 
records,  however,  shows  that  the  length  of  the 
operative  procedure  varied  much  more  with  the 
operator  and  with  the  type  of  pathology  than  it 
did  with  the  factor  of  removing  or  leaving  the 
cervix.  In  other  words,  for  the  same  surgeon 
there  was  little  significant  difference  in  operat- 
ing time.  It  so  happened  that  the  greater  pro- 
portion of  supravaginal  and  few  complete 
hysterectomies  were  done  by  habitually  fast 
surgeons.  For  example,  one  resident  who 
averaged  about  seventy-eight  minutes  for  his 
92  supravaginal  hysterectomies  averaged  six- 
teen minutes  longer  for  11  complete  opera- 
tions. Another  resident  performed  only  five 
supra vaginals  averaging  one  hundred  seventy- 
eight  minutes  but  averaged  forty-seven  min- 
utes less  on  his  17  complete  hysterectomies. 

Anesthesia. — An  analysis  of  the  type  of 
anesthesia  used  for  abdominal  hysterectomy 
during  the  ten-year  period  is  shown  in  Table  6. 
Spinal  anesthesia  with  or  without  supplemen- 
tation was  the  method  of  choice,  being  used  for 
80  per  cent  of  the  complete  and  61  per  cent  of 
the  supravaginal  hysterectomies.  Continuous 
spinal  was  used  in  a greater  percentage  of  the 
former.  Supplementation,  usually  with  intra- 
venous sodium  pentothal,  was  also  more  often 
used  for  the  complete  operation.  The  less 
frequent  use  of  spinal  anesthesia  in  the  younger 
group  of  patients  having  the  shorter  operation 
is  at  least  partly  explained  by  the  fact  that 
spinal  anesthesia  was  not  so  popular  in  the 
earlier  years  when  most  of  the  supravaginal 
operations  were  performed. 

Table  6.— Analysis  of  Method  of  Anesthesia 


Method 

Complete 

Supravaginal 

Total 

Spinal 

91 

651 

741 

Supplemented 

20 

34 

54 

1 80% 

61% 

65% 

Continuous  spinal 

12 

13 

25  [ 

Supplemented 

4) 

5 J 

9 J 

Inhalation 

10  18% 

70  36% 

80  32% 

Local  or  abdominal 

block  with  cyclo- 

propane 

1 2% 

6 3% 

7 3% 

Operative  Complications. — Operative  com- 
plications were  rare  and  were  limited  to  the 
supravaginal  operation.  The  bladder  was 
entered  on  two  occasions,  one  during  a difficult 
dissection.  Recognition  of  the  accident  and  im- 
mediate repair  resulted  in  no  untoward  after- 
effects. Damage  to  the  colon  occurred  twice. 
This  was  recognized  in  one  instance,  the  per- 


foration repaired  and  a cecostomy  performed. 
The  patient  was  febrile  for  a total  of  ten  days 
and  developed  a minor  wound  infection  but 
made  a complete  recovery.  The  other  case 
history  is  abstracted  with  the  fatal  cases.  No 
known  injury  to  the  ureters  occurred. 

Postoperative  Complications. — Postopera- 

tive complications  were  difficult  to  determine 
from  the  charts,  especially  the  older  ones,  due 
to  insufficient  progress  notes  and  infrequent 
urine  cultures.  In  Table  7,  however,  are  listed 
the  more  frequent  complications  that  were 
found  on  a careful  study  of  each  record.  It  is 
seen  that,  considering  the  larger  number  of 
supravaginal  operations,  there  was  little  sig- 
nificant difference  in  the  incidence  of  post- 
operative complications,  except  that  both  fatal 
cases  of  pulmonary  embolism  occurred  after 
supravaginal  hysterectomy.  None  have  oc- 
curred in  the  last  six  years.  The  nonfatal  pul- 
monary embolus  in  the  complete  group  is  also 
listed  as  a case  of  thrombosis.  All  of  the 
proved  symptomatic  urinary  infections  oc- 
curred in  the  supravaginal  group.  In  addition 
to  the  complications  tabulated,  there  was  one 
instance  of  vaginal  bleeding  after  complete 
hysterectomy,  which  stopped  without  treat- 
ment, and  in  the  supravaginal  group  one  case 
each  of  parotitis,  sulfathiazole  reaction,  pleu- 
risy, and  two  of  bronchopneumonia. 


TABLE  7. — Postoperative  Complications 


56 

193 

Wound  infection 

Complete 

Supravaginal 

Mild 

1 

10 

Moderate 

2 

8 

Severe 

0 

2 

Wound  hematoma 

1* 

l 

Phlebothrombosis  and  phlebitis 

2 

6 

Pulmonary  embolism 

(1) 

2** 

Peritonitis 

1** 

3 

Urinary  infection 

0 

12 

Total 

7 

44 

* Wound  resutured. 
**  Died. 


Morbidity. — The  criteria  used  in  calculating 
the  morbidity  rates  in  Table  8 were  those 
adopted  by  Mengert  and  Stoltz  and  Jones  and 
Doyle,  based  on  the  obstetric  standard.7’8  (Any 
case  is  considered  morbid  with  a temperature  of 
100.4  F.  or  over  for  two  or  more  days,  not 
counting  the  day  of  operation.)  For  the  ten- 
year  period,  46.4  per  cent  of  the  complete 
hysterectomies  were  so  classed  as  morbid,  com- 
pared to  70.5  per  cent  of  the  supravaginal 
group.  In  the  last  five  years  of  the  series  the 
morbidity  was  much  lower  and  about  the  same 
for  the  two  groups.  The  difference  between  35 
and  26  per  cent  is  without  significance,  con- 
sidering that  it  is  based  on  only  40  complete 
and  31  supravaginal  operations. 
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TABLE  8. — Summary  of  Statistics  in  249  Abdominal 
Hysterectomies,  1938  to  1947,  Inclusive 


56 

193 

Com- 

Supra- 

249 

plete 

vaginal 

Total 

Average  age,  years 

44 

38 

38 

Colored,  % 

43 

69 

63 

Fibromyomata,  % 

68 

71 

70 

Pelvic  inflammatory  disease,  % 

3.6 

14 

11 

Carcinoma  of  fundus  or  cervix,  % 

14 

0.5 

1 

Operations  on  adnexa,  % 

64 

65 

65 

Concomitant  appendectomy,  % 

61 

56 

58 

Number  of  surgeons 

14 

18 

23 

Operation  by  resident  staff,  % 

85 . 7 

91.2 

90 

Operative  time  of  residents,  minutes 

123 

94 

Spinal  anesthesia,  % 

80 

61 

65 

Operative  complications 

0 

4 

4 

Postoperative  morbidity,  % 

46 

71 

64 

Morbidity  last  5 years  only,  % 

35 

26 

31 

Average  day  of  ambulation,  last  5 

years 

9.4 

12.4 

10.7 

Average  day  of  discharge,  last  5 years 

15.5 

15.6 

15.5 

Mortality,  entire  series,  % 

1.8 

1.6 

1.6 

Morbidity  has  also  been  reckoned  by  con- 
sideration of  days  in  bed  and  days  in  the  hos- 
pital. These  figures  are  given  in  Table  8 for 
the  last  five  years  of  the  present  study.  Inclu- 
sion of  the  earlier  years  would  have  markedly 
increased  the  apparent  morbidity  of  the  supra- 
vaginal group.  The  figures  reflect  the  recent 
trend  to  early  ambulation  and  show  no  sig- 
nificant difference  in  the  time  of  discharge  from 
the  hospital  after  either  type  of  hysterectomy. 
In  the  first  six  months  of  1948  (not  included 
above),  four  of  five  complete  and  three  of  four 
supravaginal  hysterectomies  were  up  and 
walking  on  the  first  postoperative  day  and 
were  discharged  on  the  ninth  or  tenth  day. 

Mortality.— Operative  mortality  followed 
one  complete  and  three  supravaginal  opera- 
tions. The  percentage  for  all  cases  was  1.6 
with  a difference  of  0.25  of  1 per  cent  in  favor 
of  the  supra vaginal  operation.  If  the  five 
complete  and  four  supravaginals  done  in  the 
first  half  of  1948  are  included,  the  mortality  of 
the  two  groups  becomes  1 .6  and  1 .5  per  cent, 
respectively. 

Case  Reports  of  Operative  Fatalities 

Case  1. — E.  A.,  a forty-eight-vear-old  white 
woman,  had  a complete  hysterectomy  with  bilateral 
salpingo-oophorectomy  and  appendectomy  per- 
formed on  February  13,  1942,  ten  days  after  admis- 
sion to  the  hospital  and  seven  days  after  a diagnos- 
tic dilatation  and  curettage  procedure.  Spinal 
anesthesia  and  intravenous  sodium  pentothal  were 
used.  Sulfanilamide  was  instilled  in  the  peritoneum. 
The  pathologic  diagnosis  was  as  follows:  hyatidi- 
form  mole,  placental  tissue  with  acute  inflammation, 
fibromyoma,  acute  salpingitis,  and  obliterative  fibro- 
sis of  the  appendix. 

Postoperatively,  the  patient  ran  continuous  fever 
with  paralytic  ileus  and  terminal  pneumonia.  No 
autopsy  was  done,  but  death  was  probably  ascrib- 
able  to  peritonitis  secondary  to  infection  of  the 
uterine  contents  by  intervention  from  below. 


Case  2. — M.  M.,  a Negro  woman,  aged  twenty- 
nine,  was  admitted  on  April  3,  1939.  On  the  third 
hospital  day  a supravaginal  hysterectomy  was  per- 
formed under  cyclopropane  anesthesia.  The  patho- 
logic diagnosis  was  leiomyomata. 

For  first  six  postoperative  days  the  patient 
was  febrile,  and  distention  was  noted  in  progress 
reports.  On  the  twelfth  postoperative  day  the  pa- 
tient was  allowed  out  of  bed  and  attended  movies  in  a 
wheel  chair.  On  return  she  complained  of  dizziness 
and  was  helped  into  bed  where  she  collapsed  and 
died.  Autopsy  revealed  pulmonary  embolism. 
Site  of  thrombosis  not  noted. 

Case  3. — E.  G.  was  a thirty-eight-year-old  Negro 
woman.  On  April  7,  1941,  the  seventh  hospital 
day,  a supravaginal  hysterectomy,  bilateral  sal- 
pingo-oophorectomy, and  appendectomy  were  per- 
formed under  spinal  anesthesia.  The  patient  had 
moderate  anemia  and  latent  syphilis.  Transfusion 
was  given. 

After  eight  febrile  postoperative  days  the  patient 
was  asymptomatic  until  sudden  collapse  and  death 
in  bed  on  the  fourteenth  day.  No  autopsy  was 
done,  but  death  was  probably  caused  by  pulmonary 
embolism.  The  pathologic  diagnosis  was  fibro- 
myomata,  follicular  and  corpus  luteum  cysts,  ap- 
pendix. 

Case  4- — M.  S.,  twenty-eight-year-old  white 
woman,  had  received  radia  tion  therapy  for  carcinoma 
of  the  cervix.  Moderate  anemia  was  noted  on 
admission.  Under  continuous  spinal  and  sodium 
pentothal  anesthesia  a supravaginal  hysterectomy 
and  bilateral  salpingo-oophorectomy  were  performed 
on  the  forty-first  hospital  day,  March  3,  1942.  No 
complications  were  encountered,  and  the  incision  was 
closed  with  catgut.  Sulfanilamide  was  instilled 
intraperitoneally.  Pathologic  report  of  operative 
specimen  was  as  follows:  radium  effects,  endome- 
trial metaplasia,  atrophy  of  ovaries. 

The  patient’s  course  was  febrile  until  death  on  the 
eighth  postoperative  day.  Autopsy  revealed  per- 
foration of  the  descending  colon,  peritonitis,  and 
subdiaphragmatic  abscess. 

Follow-up 

No  attempt  has  been  made  to  obtain  current 
information  on  the  patients  in  this  series  be- 
yond what  was  possible  from  the  hospital  and 
clinic  records.  In  the  complete  hysterectomy 
group  every  patient  was  seen  at  least  once. 
Thirty-four  of  the  56  were  followed  for  a year 
or  longer,  and  six  for  five  or  more  years.  The  21 
patients  followed  for  less  than  a year  include 
many  of  the  recent  cases  still  under  observa- 
tion. It  is  the  present  policy  to  follow  all  cases 
indefinitely  at  six-month  or  one-year  intervals. 
In  this  group  there  was  no  instance  of  vaginal 
shortening  noted,  except  among  the  cases  of 
malignancy,  many  of  which  had  intravaginal 
radiation.  There  was  one  instance  of  dyspare- 
unia  and  vaginal  adhesions,  which  was  due  to 
senile  vaginitis  in  a patient  who  had  had  both 
ovaries  removed.  The  remote  postoperative 
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morbidity  of  this  group  would  seem  to  be  very 
small. 

Of  the  190  survivors  of  the  supravaginal 
operation,  11  never  appeared  for  follow-up; 
only  87  were  followed  for  more  than  a year, 
and  only  25  for  more  than  five  years.  Al- 
though no  statistical  analysis  is  possible,  it  is 
interesting  to  note  in  this  small  percentage 
followed  that  33  patients  required  attention 
because  of  leukorrhea  or  cervical  disease. 
Seven  were  noted  to  have  a cervicitis;  five  had 
an  erosion,  and  two  had  troublesome  bleeding. 
Operative  removal  of  benign  cervical  tumors 
was  carried  out  in  three  instances,  and  car- 
cinoma of  the  cervix  was  diagnosed  elsewhere 
in  one  known  case  a year  after  operation.  This 
patient  died  six  months  later.  Four  other 
cervices  warranted  biopsy;  one  cervical  am- 
putation was  necessary,  and  four  others  had 
less  radical  surgical  treatment.  There  was  one 
known  prolapse  of  the  cervical  stump  and  one 
of  dyspareunia.  Since  many  of  these  patients 
returned  to  local  hospitals  for  further  medical 
care  or  subsequently  consulted  private  physi- 
cians, the  complete  picture  of  the  morbidity 
and  mortality  resulting  from  the  retained,  use- 
less cervix,  to  date  and  in  the  future,  will  never 
be  known.  On  the  other  hand,  we  do  know 
from  a recent  review  that  three  of  30  cases  of 
cancer  of  the  cervix  treated  in  our  cancer 
clinic  had  had  supravaginal  hysterectomies 
performed  elsewhere.  Two  additional  patients 
have  been  seen  recently  with  stump  cancer, 
one  occurring  thirteen  years  after  operation  in 
this  hospital  and  one  sixteen  years  after  opera- 
tion elsewhere. 

Summary 

From  a review  of  the  literature  it  is  apparent 
that  complete  hysterectomy  is  more  and  more 
becoming  the  operation  of  choice  when  ab- 
dominal removal  of  the  uterus  is  indicated.  The 
operative  mortality  of  all  types  of  hysterec- 
tomy is  decreasing,  and  when  the  complete 
operation  is  done  in  a sufficiently  large  propor- 
tion of  the  cases,  its  mortality  approaches  that 
of  the  supravaginal. 

A review  of  249  abdominal  hysterectomies, 
performed  at  a county  hospital  from  1938  to 
1947,  inclusive,  has  been  presented  and  the 
statistics  summarized  in  Table  8.  The  56  com- 
plete and  the  249  supravaginal  cases  are  found 
to  be  comparable  as  to  risk,  pathology,  and 
extrauterine  procedures.  The  differences  that 
do  exist  tend  to  favor  the  supravaginal  group. 
The  preferred  method  of  anesthesia  was  spinal 
in  65  per  cent  of  the  cases. 

The  249  operations  were  performed  by  23 


different  surgeons,  15  of  whom  were  residents 
who  performed  90  per  cent  of  the  operations. 
This  is  a higher  percentage  than  reported  in 
previous  series  and  also  represents  less  indi- 
vidual experience  with  the  operation.  Except 
for  one  resident  who  performed  92  supra- 
vaginal hysterectomies,  no  one  operator  was 
responsible  for  a preponderance  of  the  cases. 
The  average  operating  time  of  these  residents 
was  one  hundred  twenty-three  minutes  for  the 
complete  and  ninety-four  minutes  for  the 
supravaginal  operation.  The  length  of  the 
operation  was,  however,  determined  more  by 
the  habits  of  the  operator  and  by  the  type  of 
pathology  than  it  was  by  the  type  of  operation 
performed. 

In  no  case  was  there  known  injury  to  the 
ureters.  Four  other  operative  complications 
all  occurred  during  supravaginal  hysterectomy 
and  accounted  for  one  death.  During  the  last 
five  years  of  the  series  there  was  no  significant 
difference  in  postoperative  morbidity,  although 
a study  of  the  entire  series  shows  less  mor- 
bidity for  the  complete  operation.  There  were 
four  deaths,  giving  a mortality  rate  of  1.8  per 
cent  for  the  complete  and  1.6  per  cent  for  the 
supravaginal  hysterectomy. 

Although  the  follow-up  on  these  patients  is 
incomplete,  most  were  seen  at  least  once  after 
operation  and  the  majority  for  longer  than  a 
year.  The  findings  confirm  previous  reports 
that,  due  to  the  retained  cervix,  the  remote 
morbidity  of  the  supravaginal  operation  is  the 
greater.  No  difficulties  were  encountered 
attributable  to  removal  of  the  cervix. 

Conclusions 

1.  From  a review  of  the  literature  and 
from  a study  of  the  present  series,  there  seems 
little  doubt  that  a properly  performed,  com- 
plete hysterectomy  produces  the  superior  end 
result  when  removal  of  the  uterus  through  an 
abdominal  approach  is  indicated. 

2.  Although  the  series  reviewed  in  this 
paper  is  too  small  to  be  statistically  sig- 
nificant, it  suggests  that  complete  hysterec- 
tomy can  be  done  by  young  surgeons  in  train- 
ing without  added  risk  to  the  patient. 
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THE  HEMATOLOGIC  DISORDERS 
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ALTHOUGH  I have  selected  some  of  the 
more  practical  aspects  of  the  problems  of 
hematologic  disorders,  as  we  have  seen  them  in 
dealing  with  patients  in  the  hospital  wards,  dis- 
pensary, and  private  practice,  I cannot  help  hav- 
ing some  misgivings,  since  I realize  there  are  many 
physicians  who  do  not  share  my  enthusiasm  for 
the  study  of  patients  with  abnormalities  of  the 
blood-forming  organs.  However,  physicians, 
quite  irrespective  of  their  individual  interests, 
are  constantly  encountering  patients  presenting 
hematologic  disorders. 

The  subjects  I should  like  to  discuss  will  be 
considered  in  the  following  sequence : the  eryth- 
rocytes— (1)  normal  value,  (2)  anemia,  and  (3) 
polycythemia;  the  leukocytes — (1)  normal  values 
(2)  leukopenia,  and  (3)  leukemia;  the  hemor- 
rhagic diseases,  and  hypersplenism. 

Erythrocytes 

In  postnatal  life  the  erythrocytes  orginate 
from  the  endothelial  lining  of  the  bone  marrow 
sinusoids.  Although  it  has  been  generally  held 
that  the  average  red  blood  count  for  a woman  is 
4,500,000  and  5,000,000  for  a man,  it  is  known 
that  these  figures  have  been  handed  down  to  us  as 
the  result  of  three  blood  counts  Vierdort  per- 
formed in  1852.  It  can  be  stated  that  healthy 
women  present  erythrocyte  counts  varying  be- 
tween 3,800,000  and  5,500,000  with  an  average  of 
approximately  4,800,000  and  that  the  counts  of 
men  may  vary  between  4,600,000  and  6,500,000, 
with  an  average  of  approximately  5,400,000. 
The  hemoglobin  values  for  both  men  and  women 
can  safely  be  said  to  be  3 Gm.  per  million.  Thus, 
a female  patient  may  have  a hemoglobin  as  low 
as  11.4  Gm.  (76  per  cent)  and  a male  exhibit  a 
reading  as  high  as  19.5  Gm.  (130  per  cent),  either 
without  having  a definitely  abnormal  level.  For 
practical  purposes,  a hemoglobinometer  reading 
in  grams  is  preferable  to  one  reading  in  per  cent, 
since  various  hemoglobinometers  have  different 
standards  as  representing  1 00  per  cent  and  I am 
convinced  that  nothing  has  more  confused  the 
matter  of  color  index  estimations  than  this  fact. 

The  hematocrit  is  a valuable  instrument  for 
estimating  the  volume  of  packed  red  cells,  the 
volume  index,  and  the  mean  corpuscular  volume 
of  the  average  individual  erythrocyte  and  should 
be  employed  in  all  cases  of  anemia.  Calculation 
of  the  color  index  gives  us  an  impression  as  to  the 
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hemoglobin  content  of  the  average  cell,  whereas 
the  volume  index  estimations  indicate  their  aver- 
age size.  Thus,  anemias  may  be  classified  as 
hyperchromic,  normochromic,  or  hyperehromie, 
on  the  basis  of  the  color  index  studies,  and  macro- 
cytic, normocytic,  or  microcytic,  on  the  basis  of 
volume  index  calculations.  Of  the  two,  the 
volume  studies,  as  obtained  by  the  red  count  and 
hematocrit  reading,  are  preferable  to  the  color 
index  figures,  since  it  is  possible  to  read  a hemato- 
crit level  more  accurately  than  the  color  in  the 
hemoglobinometer. 

An  individual  is  said  to  be  anemic  when  the 
amount  of  circulating  hemoglobin  has  been  re- 
duced below  his  normal  level.  Although  at  one 
time  we  were  prone  to  regard  anemias  as  “pri- 
mary” and  “secondary,”  chiefly  because  it  seemed 
necessary  to  separate  pernicious  anemia  from 
other  types,  we  now  know  that  all  anemias  are 
“secondary,”  and  the  terms  should  be  abandoned. 
From  the  laboratory  standpoint,  anemias  are 
classified  on  the  basis  of  color  or  volume  index 
studies.  Practical  clinical  classification,  based  on 
etiology,  demands  that  one  consider  whether  the 
anemia  is  due  to  increased  blood  loss,  increased 
blood  destruction,  defective  blood  formation,  or 
any  combination  of  the  three.  The  anemias  due 
to  blood  loss  are  common  and  are  likely  to  be  of 
the  hypochromic  or  microcytic  type.  The 
hemolytic  anemias,  due  to  increased  blood  de- 
struction, may  exhibit  any  type  of  color  or  volume 
index,  whereas  the  anemias  due  to  decreased 
blood  formation  are  likely  to  be  hyperchromic  and 
macrocytic,  although  such  factors  as  inadequate 
dietary  iron,  infection,  increased  hemolysis,  and 
blood  loss  may  considerably  alter  this  picture. 

In  any  case  of  anemia,  the  physician  should  ask 
himself : Is  the  anemia  due  to  blood  loss ; is  there 
evidence  of  increased  blood  destruction,  and  are 
any  factors  present  that  could  depress  the  marrow 
function?  Obviously,  one  must  subject  the 
patient  to  a thorough  study  in  order  to  decide  this 
matter,  and  unless  this  be  done  in  every  case,  one 
cannot  have  any  rational  basis  for  intelligent 
treatment.  A thorough  history  and  physical 
examination  should  include  attention  to  the  pos- 
sibility of  inadequate  diet,  infection,  abnormal 
loss  of  blood,  hemorrhagic  phenomena,  toxic 
drugs  and  chemicals,  disease  of  the  gastrointes- 
tinal tract,  hepatic  disorders,  jaundice,  enlarged 
lymph  glands  and  spleen,  a history  of  exposure  to 
x-ray  or  radium,  and  diseases  affecting  the  bone 
marrow  itself.  Complete  laboratory  studies,  in- 
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eluding  x-rays  of  the  gastrointestinal  tract,  gas- 
tric analysis,  studies  of  the  stools  and  urine  for 
blood,  examinations  for  evidence  of  increased 
hemolysis,  and  bone  marrow  aspiration  biopsy 
may  be  necessary  in  the  cases  where  the  cause  is 
not  obvious,  and  even  when  all  this  has  been 
done,  a rare  case  may  defy  diagnosis. 

The  successful  treatment  of  anemia  depends  on 
our  ability  to  remove  the  cause,  and  any  anti- 
anemic  therapy  is  merely  treating  a symptom 
unless  this  is  possible.  One  must  insist  on  the 
removal  of  agents  or  physical  conditions  known 
to  depress  the  marrow  function,  increase  hemoly- 
sis, or  cause  bleeding,  if  this  be  possible.  Ade- 
quate diet  and  control  of  infections  and  hemor- 
rhage must  receive  close  attention.  The  anemia 
of  primary  thrombocytopenic  purpura  and  con- 
genital hemolytic  icterus  are  best  treated  by 
splenectomy.  Liver  extract  is  specific  for  perni- 
cious anemia  and  aids  greatly  in  the  management 
of  some  of  the  anemias  secondary  to  deficiency 
states,  especially  those  in  which  a hyperchromic 
blood  is  present.  Iron  is  valuable  in  most  of  the 
hypochromic  anemias,  but  I am  not  convinced 
that  liver  extract  or  the  addition  of  copper  is  of 
distinct  value  in  this  variety.  Folic  acid  occa- 
sionally produces  remarkable  improvement,  par- 
ticularly in  those  patients  with  nutritional  macro- 
cytic anemia,  macrocytic  anemia  of  pregnancy, 
and  the  megaloblastic  anemia  of  infancy.  Trans- 
fusions of  blood  are  usually  not  indicated  in  types 
of  anemia  known  to  respond  to  specific  therapy, 
although  it  may  sometimes  be  necessary  to 
employ  this  valuable  procedure  when  the  hemo- 
globin level  approximates  4.5  Gm.  (30  per  cent) 
to  prevent  circulatory  collapse,  control  hemor- 
rhage, or  support  the  anemic  patient  until  a 
definite  diagnosis  can  be  made. 

Our  experience  with  pernicious  anemia  has  per- 
mitted us  to  draw  several  conclusions  as  follows: 
Liver  extract  causes  clinical  remission  in  every 
uncomplicated  case.  The  average  patient  in 
relapse  should  receive  20  to  30  units  of  liver  ex- 
tract intramuscularly  on  the  first  day  of  treat- 
ment and  no  more  for  a week  if  a satisfactory 
reticulocyte  response  follows.  Subsequent  dosage 
should  average  10  to  15  units  weekly  until  the 
hemoglobin  and  red  cell  levels  become  normal. 
In  occasional  cases,  the  addition  of  iron  is  found 
to  be  of  benefit  when  the  red  cell  level  has 
reached  approximately  3,500,000,  esepciallv  if  the 
color  index  has  fallen  below  1.0.  Following  re- 
mission, patients  receive  10  to  15  units  once  in 
two  to  five  weeks.  Occasionally,  a case  requires 
more  frequent  injections,  and  a rare  patient  may 
be  controlled  by  one  injection  of  10  units  every  six 
weeks.  Patients  presenting  neurologic  symptoms 
have  been  treated  with  10  units  once  a week, 
irrespective  of  their  normal  blood  levels,  and  not 


a single  case  has  failed  to  improve,  at  least 
symptomatically.  No  patient  with  objective 
neural  signs  has  completely  recovered  subjec- 
tively, although  many  have  gained  improvement 
of  vibratory  perception  and  tendon  reflexes. 
Two  cases  with  partial  loss  of  vision  due  to  optic 
neuritis  have  recovered  almost  completely.  A 
rare  case  with  multiple  peripheral  neuritis  was 
thought  to  have  recovered,  although  it  was  felt 
that  the  addition  of  parenteral  thiamin  may  have 
been  of  distinct  aid  in  hastening  recovery. 

Although  the  administration  of  oral  folic  acid 
has  been  followed  by  rather  marked  improvement 
in  many  patients  with  pernicious  anemia,  its  use 
cannot  be  recommended,  since,  although  the  red 
cell  and  hemoglobin  level  may  rise  to  normal,  the 
neurologic  complications  are  not  prevented.  The 
recent  studies  on  vitamin  B]2  are  encouraging, 
and  there  is  suggestive  evidence  that  this  sub- 
stance, given  in  amazingly  small  doses,  may  yet 
supplant  liver  extract. 

It  is  important  to  realize  that  patients  with 
pernicious  anemia  may  also  have  other  physical 
defects  requiring  urgent  attention.  We  have 
seen  cases  which  also  had  the  complications  of 
vascular  disease,  infections,  gastric  malignancy, 
chronic  nephritis  with  nitrogen  retention,  or 
myxedema.  Thus,  if  one  is  not  constantly  aware 
of  such  possibilities,  therapeutic  efforts  may  prove 
unavailing. 

The  hemolytic  anemias  due  to  increased  blood 
destruction  include  those  due  to  toxic  agents, 
such  as  sulfonamide  drugs,  lead,  the  inhalation  of 
arseniuretted  hydrogen,  phenyl  hydrazine,  potas- 
sium chlorate,  phosphorus,  benzol  and  its  deriva- 
tives, and  snake  venom.  Hodgkin’s  disease  and 
infections,  such  as  malaria  and  severe  sepsis,  may 
be  causative  agents.  The  rare,  acute  hemolytic 
anemia  of  Lederer,  usually  associated  with  an 
infectious  process,  may  respond  satisfactorily  to 
blood  transfusions.  The  hemolytic  anemia  of 
Cooley,  seen  chiefly  in  children  of  Mediterranean 
stock,  does  not  respond  to  any  type  of  treatment, 
nor  do  satisfactory  results  follow  therapy  for 
sickle  cell  anemia.  Studies  of  erythroblastosis 
fetalis,  shown  to  be  due  to  immunization  of  an 
Rh  negative  mother  by  an  Rh  positive  fetus  with 
the  production  of  agglutinins  which  cause  hemoly- 
sis of  the  fetal  blood  cells,  has  added  distinctly  to 
our  knowledge  of  this  occasional  serious  disorder. 
Hemolytic  anemia  of  the  newborn  may  be  fatal  or 
may  respond  well  to  intramuscular  injections  of 
blood  serum,  frequent  small  transfusions  or,  more 
recently,  “exchange  transfusions.”  Congenital 
hemolytic  icterus  is  characterized  by  varying 
degrees  of  anemia,  jaundice,  bouts  of  fever,  and  is 
diagnosed  on  the  basis  of  family  history,  increased 
fragility  of  the  erythrocytes,  and  the  presence  of 
spherical  mycrocytes  in  the  peripheral  blood. 
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Splenectomy  is  the  treatment  of  choice,  although 
we  have  seen  at  least  three  cases  which  appeared 
to  improve  temporarily  following  repeated  intra- 
muscular injections  of  liver  extract. 

Polycythemia  vera  is  a rare  disease  but  con- 
stitutes a serious  problem  from  the  standpoint  of 
both  diagnosis  and  treatment.  Many  patients 
who  did  not  have  the  disease  have  been  diagnosed 
and  treated  for  polycythemia.  This  unfortunate 
error  has  largely  resulted  from  lack  of  apprecia- 
tion that  many  normal  people  have  red  cell  and 
hemoglobin  levels  considerably  above  the  aver- 
age, and  I agree  with  Kracke  that  “red  cells 
should  number  at  least  seven  million  before  a 
diagnosis  can  be  established  with  certainty.”1 
Naegli  has  recorded  an  unusual  case  in  which  the 
red  count  was  20,000,000,  but  I have  seen  no  case 
with  a red  count  exceeding  10,500,000.  My  own 
observations  lead  me  to  believe  that  venesection, 
preferably  frequent  removals  of  small  amounts  of 
blood,  plus  the  intravenous  administration  of 
nitrogen  mustard,  is  the  treatment  of  choice. 
Whether  or  not  the  use  of  nitrogen  mustard  may 
add  to  the  length  of  life  cannot,  as  yet,  be  defi- 
nitely stated,  although  in  the  past  we  have  felt 
that  most  patients  with  polycythemia  will  not  be 
expected  to  survive  more  than  six  to  eight  years 
after  the  diagnosis  has  been  established. 

Leukocytes 

Ordinarily,  we  think  of  the  leukocyte  count  as 
numbering  between  five  and  ten  thousand. 
Rarely  do  healthy  adults  reveal  figures  below 
5,000,  but  it  can  be  stated  definitely  that  not 
infrequently  one  finds  white  blood  counts  in  the 
neighborhood  of  12,000  in  the  absence  of  demon- 
strable disease,  and  this  fact  is  of  great  importance 
to  those  considering  possible  surgery.  It  is  my 
impression  that  the  history,  clinical  signs,  differen- 
tial white  count,  and  degree  of  “left  shift”  are  of 
more  importance  than  the  total  count.  By  way 
of  example,  it  is  well  known  that  severe  infections 
may  be  associated  with  profound  leukopenia  and 
the  so-called  “leukemoid  blood  picture,”  some- 
times confused  with  acute  leukemia. 

The  most  striking  depression  of  the  white  blood 
count  is  seen  in  the  condition  termed  “agranulo- 
cytosis.” One  of  our  fatal  cases  exhibited  only 
1 00  cells,  and  no  polymorphonuclear  leukocytes 
could  be  found  in  the  stained  smears.  Women  are 
more  prone  to  the  disease  than  men,  it  is  generally 
agreed,  and  diagnosis  is  usually  not  difficult. 
The  white  blood  counts  are  usually  less  than  1,500 
and  the  polymorphonuclears  below  10  per  cent. 
The  total  number  of  lymphocytes  is  also  de- 
creased, but  anemia  and  purpura  are  not  to  be 
expected,  in  contrast  with  cases  of  leukopenic 
leukemia,  occasionally  misdiagnosed  as  agranulo- 
cytosis. Another  point  may  be  recalled,  namely, 


if  the  total  white  blood  count  is  repeatedly  above 
2,500,  one  can  justifiably  question  the  diagnosis  of 
agranulocytosis. 

As  to  the  etiology  of  agranulocytosis,  it  has 
been  amply  demonstrated  that  drugs  containing 
the  benzene  ring,  notably  aminopyrine,  have  been 
responsible  in  certain  sensitive  individuals. 
Since  the  sulfonamide  drugs  have  been  employed, 
numerous  cases  of  this  disorder  have  been  re- 
ported, although  it  is  remarkable,  considering 
their  widespread  use,  how  infrequently  serious 
bone  marrow  depression  occurs.  More  recently, 
reports  of  serious  myeloid  depression  haye  ap- 
peared in  the  literature  in  cases  which  have  re- 
ceived gold  salts  for  the  treatment  of  rheumatoid 
arthritis  and  thiouracil  for  the  management  of 
hyperthyroidism . 

As  to  treatment,  the  main  points  are  to  discon- 
tinue drugs  known  to  depress  marrow  function, 
remove  foci  of  infection,  if  possible,  and  to  ad- 
minister penicillin  in  good  dosage,  and  possibly,  to 
use  repeated  transfusions.  Some  reports  have 
been  published  in  which  cases  have  been  treated 
with  sulfonamide  drugs,  but  penicillin  would 
seem  to  be  the  antibiotic  of  choice. 

Leukemia  remains  one  of  the  most  serious 
problems  confronting  the  physician.  Most  cases 
with  blood  counts  in  excess  of  50,000  are  leuke- 
mic, although  rarely  pyogenic  infections  may  pro- 
duce unusually  high  leukocyte  counts,  and  we 
have  seen  an  adult  patient  with  a kidney  abscess, 
whose  total  white  count  was  70,000,  and  a child 
with  extensive  osteomyelitis  of  the  skull  exhibit  a 
count  of  90,000  cells.  Furthermore,  it  must  be 
recalled  that  rare  cases  of  infectious  mononucleo- 
sis or  infectious  lymphocytosis  may  be  associated 
with  a leukocytosis  in  excess  of  50,000.  It  is 
important  to  realize  that  many  cases  of  leukemia 
exhibit  leukopenia,  and  our  experience  has  shown 
that  numerous  cases  of  this  disease  occur  in  which 
the  white  count  may  be  below  4,000,  rarely  below 
2,000.  The  patients  with  greatly  elevated  white 
counts  are  not  difficult  to  diagnose  when  one 
bears  in  mind  the  usual  splenomegaly,  adeno- 
pathy, anemia,  “blast  cells,”  and  quite  occasional 
secondary  thrombopenic  purpura.  The  diagno- 
sis of  leukemia  is  occasionally  extremely  difficult, 
particularly  when  the  total  white  count  is  low, 
when  “blasts”  are  not  found  in  the  peripheral 
blood,  when  splenomegaly  and  adenopathy  are 
not  in  evidence,  and  when  the  anemia  is  of  the 
hyperchromic  type.  Failure  of  all  therapy  some- 
times prompts  a bone  marrow  biopsy,  at  which 
time  the  evidence  of  leukemia  may  frequently  be 
demonstrated. 

The  treatment  of  leukemia  is  mainly  symp- 
tomatic and  is,  on  the  whole,  quite  unsatisfac- 
tory. X-ray,  radium,  radioactive  phosphorus, 
nitrogen  mustard,  urethane  transfusions,  and 
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antianemic  drugs  may  appear  to  be  of  temporary 
value  in  some  of  the  chronic  cases,  but  all  treat- 
ment eventually  fails,  and  any  treatment  in  the 
acute  cases,  except  for  the  temporary  effect  of 
transfusions,  has  in  my  experience  been  of  no 
definite  benefit.  The  recent  use  of  the  folic  acid 
antagonist  (aminopterin)  is  of  great  interest,  al- 
though it  cannot  be  said  to  be  of  more  value  than 
inducing  an  occasional  remission  in  the  acute 
leukemias  of  infancy  and  childhood,  while  at  the 
same  time  exposing  the  patient  to  severe  and  even 
fatal  marrow  damage. 

Hemorrhagic  Diseases 

From  a practical  standpoint,  the  hemorrhagic 
diseases  one  encounters  are  principally  hemo- 
philia, thrombocytopenic  purpura,  nonthrombo- 
cytopenic purpura,  hemorrhagic  disease  of  the 
newborn,  other  prothrombin  deficiencies,  familial 
purpura  (nonthrombopenic),  and  the  severe 
bleeding  occasionally  seen  in  polycythemia. 
Laboratory  studies  of  value  differentiating  these 
conditions  are  too  well  known  to  merit  detailed 
discussion,  although  it  may  be  emphasized  that 
the  bleeding  time,  as  ordinarily  performed,  is 
notoriously  unreliable.  Tests  for  clotting  time 
must  be  performed  using  venous  blood;  other- 
wise the  results  are  entirely  unsatisfactory.  Clot 
retraction  time  is  an  important  test,  for  failure  of 
the  clot  to  retract  is  a characteristic  finding  in  the 
thrombopenic  purpuras.  The  tourniquet  test 
should  be  performed  by  placing  the  blood  pres- 
sure cuff  at  a pressure  of  about  90  mm.  and  noting 
the  number  of  purpuric  spots  in  a measured  area 
after  four  minutes. 

As  to  diagnosis  of  the  hemorrhagic  states, 
thrombopenic  purpura,  either  idiopathic  or 
secondary,  is  identified  on  the  basis  of  lowered 
platelet  count,  increased  bleeding  time,  normal  or 
slightly  prolonged  clotting  time,  failure  of  the  clot 
to  retract,  and  a positive  tourniquet  test.  The 
nonthrombopenic  purpuras  may  or  may  not  show 
a positive  torniquet  test,  although  a considerable 
proportion  gives  this  evidence  of  increased  capil- 
lary permeability.  Hemorrhagic  disease  of  the 
newborn  and  excessive  bleeding  associated  with 
vitamin  K deficiency  are  characterized  by  pro- 
longed clotting  and  prothrombin  time.  Non- 
thrombopenic familial  purpura,  occurring  in  both 
sexes,  and  polycythemic  bleeding  are  found  to 
have  a prolonged  bleeding  time;  in  the  former, 
some  mechanism  appears  to  prevent  normal  cap- 
illary contraction  after  puncture,  and  in  the 
second  case  failure  of  the  capillaries  to  contract 
due  to  subintimal  adventitial  sclerosis  is  a pos- 
sible explanation.  The  characteristic  findings  in 
hemophilia  are  a family  history,  the  usual  clinical 
features,  and  a prolonged  clotting  time. 

The  treatment  of  the  hemorrhagic  states  is 


only  partially  satisfactory.  The  simple  non- 
thrombopenic purpuras  usually  respond  to  treat- 
ment, if  the  cause  for  the  increased  capillary  per- 
meability can  be  identified.  Removal  of  infec- 
tions, administration  of  vitamin  C in  appropriate 
cases,  and  elimination  of  allergens  are  examples. 
Idiopathic  thrombopenic  purpura  is  best  treated 
by  transfusions  of  fresh  whole  blood  and  splenec- 
tomy. There  is  no  certain  satisfactory  treatment 
of  secondary  thrombopenic  purpura,  since  many 
cases  are  leukemic,  or  the  bone  marrow  is  so 
badly  damaged  from  one  reason  or  another  that 
transfusions  offer  only  temporary  benefit.  Hemo- 
philia can  usually  be  temporarily  controlled  by 
the  transfusion  of  fresh  whole  blood  or  the 
administration  of  plasma,  either  fresh  or  dried,  or 
the  globulin  fraction,  known  as  fraction  I.  The 
administration  of  liquid  plasma,  several  days  old, 
has  been  found  to  be  ineffective.  The  vitamin  K 
deficiencies,  characterized  by  delayed  prothrom- 
bin and,  if  severe,  coagulation  times,  are  usually 
corrected  by  the  administration  of  vitamin  K 
preparations,  provided  the  liver  parenchyma  is 
not  badly  damaged.  The  bleeding  of  polycythe- 
mia and  nonthrombopenic  familial  purpura  can 
only  be  arrested  by  local  pressure,  although  trans- 
fusions are  of  aid  in  combating  shock  and  anemia. 

Hypersplenism 

During  the  last  ten  years  we  have  come  to 
recognize  a condition  called  hypersplenism,  and  a 
brief  word  regarding  this  subject  may  be  added  at 
this  point.  Any  anatomic  enlargement  of  the 
spleen,  irrespective  of  its  cause,  may  be  followed 
by  physiologic  hyperfunction  of  the  organ  and 
may  produce  anemia,  neutropenia,  thrombocyto- 
penia, or  a combination  of  these  disorders,  namely 
pancytopenia. 

All  of  us  are  familiar  with  the  clinical  pictures  of 
splenomegaly  associated  with  familial  hemolytic 
icterus  and  idiopathic  thrombocytopenic  purpura 
and  the  dramatic  curative  effect  of  splenectomy. 
Less  well  known  are  the  leukopenias  without 
anemia  or  purpura  that  have  responded  satisfac- 
torily to  the  operation,  and  it  has  only  been  more 
recently  that  we  have  come  to  appreciate  that  a 
nonspecific  type  of  splenomegaly  may  be  as- 
sociated with  severe  depression  of  all  elements  of 
the  bone  marrow,  producing  anemia,  leukopenia, 
and  thrombocytopenia.  Thus,  in  certain  cases 
of  splenomegaly  one  may  have  thrombocytopenic 
purpura,  in  another  instance  severe  leukopenia,  in 
another  hemolytic  anemia,  and,  finally,  severe 
anemia  due  to  bone  marrow  depression.  It  has 
been  necessary  to  revise  our  thinking  consider- 
ably in  order  to  accept  the  idea  that  the  spleen 
must  be  removed  for  leukopenia  or  purpura,  for 
anemia,  or  for  any  combination  of  these  several 
conditions,  but  this  appears  to  be  the  case.  In 

' A 


OF  P 


I960 


LEOPOLD  C.  LAZAROWITZ 


[N.  Y.  State  J.  M. 


fact,  splenectomy  must  occasionally  be  performed 
as  an  emergency  procedure  in  order  to  save  the 
patient’s  life.  It  would  seem,  however,  that  be- 
fore splenectomy  is  done  in  any  case  suspected  of 
being  one  of  hypersplenism,  bone  marrow  biopsy 
should  be  performed  in  order  to  be  certain  of  the 
diagnosis  and  to  be  reasonably  assured  that  the 
bone  marrow  is  essentially  normal  histologically 
or,  preferably,  “overactive.” 

Our  knowledge  has  improved  somewhat  since 
the  days  of  Gretsel  and  Banti,  although  Galen’s 
impression  that  the  “spleen  is  an  organ  of  mystery” 
cannot  be  denied  after  nearly  nineteen  centuries.2-3 
Medical  progress  regarding  splenic  disorders  has 
been  certain,  however  hampered  by  the  impedi- 
ment of  incomplete  understanding.  At  least  it 
can  be  said  that  we  are  now  in  possession  of 
information  that  permits  successful  treatment  of 
many  grave  disorders,  some  of  them  formerly 
fatal,  through  increasingly  exact  and  comprehen- 
sive knowledge  of  splenic  function  and  dysfunc- 
tion. 

Conclusions 

In  conclusion,  I wish  to  mention  a few  of  the 


general  impressions  I have  gained  in  observing 
some  of  the  hematologic  disorders.  The  diagno- 
sis of  all  these  conditions  requires  painstaking 
clinical  study  and  detailed  and  repeated  labora- 
tory observations.  Even  with  all  the  data  at 
hand,  it  is  occasionally  impossible  to  make  a 
correct  diagnosis,  and  treatment,  although  often 
successful  in  certain  ailments,  is  frequently  dis- 
appointing in  others.  The  problems  of  leukemia 
and  bone  marrow  depressions  of  unknown  etiol- 
ogy offer  the  greatest  challenge  to  our  investiga- 
tors, but  it  can  confidently  be  hoped  that  time 
and  effort  will  give  us  a suitable  answer  in  these 
obscure  states,  as  has  been  the  case  in  pernicious 
anemia,  some  of  the  purpuras,  erythroblastosis 
fetalis,  the  bleeding  now  recognizable  as  that  due 
to  vitamin  K deficiency,  and  the  cytopenias  of 
hypersplenism. 
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HAY  FEVER  AS  A PUBLIC  HEALTH  PROBLEM 
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FOR  many  years  hay  fever  was  considered 
an  ailment  of  minor  character  and  was  not 
given  enough  attention  by  physicians.  This 
point  of  view  has  undergone  a fundamental 
change,  and  hay  fever  has  recently  assumed  a 
position  of  importance.  This  change  was  caused 
by  the  recognition  of  the  fact  that  hay  fever  is  a 
common  disease.  It  is  difficult  to  quote  exact 
figures  on  the  incidence  of  hay  fever.  In  1874 
Beard  figured  that  there  were  25,000  to  50,000 
hay-fever  patients  in  the  United  States  in  a 
population  which  at  that  time  was  fifty  million.1 

The  education  of  the  public  to  a recognition  of 
hay-fever  symptoms  and  improved  knowledge 
of  complications  associated  with  or  following  hay 
fever  make  possible  the  evaluation  of  the  number 
of  hay-fever  sufferers  and  the  expression  of  an 
opinion  that  the  incidence  of  hay  fever  is  in  a 
state  of  increase. 

Gay  estimates  the  number  of  sufferers  of  hay 
fever  for  the  year  1931  to  be  about  2,500,000 
in  this  country.2  Based  on  Feinberg’s  estimates, 
we  believe  that  there  are  in  the  United  States 
now  three  or  four  million  hay-fever  patients 
(2  or  3 per  cent  of  the  population).3 
Allergic  diseases,  in  general,  are  of  great  im- 


portance due  to  the  recognized  fact  that,  when 
uncontrolled,  the  yearly  repetition  of  their  symp- 
toms tends  to  produce  organic  tissue  changes. 
This  is  especially  important  in  hay  fever  which 
attacks  the  mucous  membrane  of  the  nose.  It 
is  an  indisputable  fact  that  repeated  bombard- 
ment by  pollen  of  the  mucous  membrane  in  hay- 
fever  patients  paves  a way  for  secondary  in- 
fection of  the  upper  respiratory  tract. 

The  importance  of  hay  fever  as  a public  health 
problem  has  not  yet  been  fully  appreciated. 
Hay  fever,  a disease  which  attacks  a population 
of  about  3,000,000  and  lasts  at  least  six  weeks 
every  year  for  a number  of  years,  causes  a great 
economic  loss  due  to  the  inability  of  patients  to 
accomplish  their  daily  work. 

The  greatest  number  of  hay-fever  victims  in 
the  eastern  half  of  the  United  States  is  due  to 
sensitivity  to  ragweed  pollen.  The  pollination 
takes  place  between  August  15  and  October  1. 
Hay-fever  patients  who  work  or  spend  their 
time  outdoors  are  more  liable  to  be  attacked  by 
ragweed  pollens  than  those  who  live  largely 
indoors. 

Hay  fever  often  predisposes  to  other  allergic 
diseases,  especially  to  seasonal  asthma  and  sinus 
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infection.  Feinberg  estimates  the  number  of 
seasonal  asthmatics  in  this  country  to  be  500,000, 
with  an  additional  100,000  chronic  asthmatics 
as  a direct  result  of  seasonal  asthma  caused  by 
hay  fever.3  Hay  fever  predisposes  its  victims 
to  other  nonallergic  diseases  caused  by  lack  of 
appetite,  weakness,  poor  sleep,  and  nervousness. 

Hay  fever  presents  an  important  public  health 
problem  also  because  the  inheritance  plays  an 
influential  role  in  this  as  in  other  allergic  diseases. 
Studies  of  Spain  and  Cooke  show  that  there  is  a 
family  history  positive  for  allergic  patients 
(unilateral  50  per  cent,  bilateral  75  per  cent).4 

The  aim  of  this  paper  is  to  reveal  the  economic 
losses  caused  by  hay  fever  and  its  complications. 
Gay  was  the  first  to  take  up  the  problem  con- 
cerning the  results  from  the  treatment  of  pollen 
asthma  and  hay  fever  on  an  economic  basis 
in  the  years  1927  to  1929. 2 A survey  of  some 
of  the  financial  and  social  aspects  of  bronchial 
asthma  as  investigated  in  the  Allergy  Clinic  of 
the  New  York  Post-Graduate  Hospital  showed 
that  134  asthmatics  gainfully  employed  reported 
in  one  year  a total  number  of  one  thousand, 
five  hundred  and  ninety-seven  days  of  complete 
and  partial  disability.5  The  average  number  of 
days  lost  per  person  was  about  eleven. 

In  order  to  obtain  figures  on  the  economic  losses 
sustained  by  hay-fever  patients  under  specific- 
treatment  with  pollen  extracts,  we  introduced 
in  the  Allergy  Clinic  of  the  New  York  Post- 
Graduate  Medical  School  and  Hospital  a new 
form  of  daily  record  of  symptoms  for  the  years 
1946  and  1947  (Fig.  1). 

The  fundamental  difference  between  this  new 
card  and  the  one  used  hitherto  in  our  clinic  and 
in  many  others  consists  in  the  replacement  of  the 
vague  terms  of  “mild,”  “moderate,”  and  “severe” 
hay-fever  days  by  an  itemization  of  the  number 
of  hours  in  which  the  patient  was  uncomfortable 
or  unable  to  work.  The  observation  for  a long 
period  of  time  of  hay-fever  symptoms  in  many 
patients  led  to  the  conclusion  that  there  should 
be  a differentiation  between  a condition  of 


“discomfort”  and  “inability  to  work”  caused  by 
hay  fever.  A state  of  discomfort  does  not  inter- 
fere with  one’s  work  even  though  it  diminishes 
the  efficiency  of  the  work.  “Discomfort”  from 
the  economic  point  of  view  cannot  exceed  eight 
hours,  a figure  which  expresses  a uniform  working 
day. 

Further  study  and  investigation  of  hay-fever 
patients  showed  that  the  “uncomfortable” 
condition  of  a hay-fever  patient  lessens  his 
working  efficiency  by  about  20  per  cent,  whereas 
“unable  to  work”  means  a complete  100  per 
cent  disability  to  perform  any  routine  work. 
The  number  of  hours  of  “disability”  were  also 
limited  by  two  conditions  on  our  cards:  a maxi- 
mum of  eight  hours  a day  and  the  incidence  of 
such  symptoms  within  the  normal  working  hours. 

This  card  was  given  to  every  patient  to  be 
used  for  the  recording  of  his  symptoms  during  the 
hay-fever  season.  Upon  appearing  for  treat- 
ment each  week  the  patient  presented  his  card 
to  the  physician  with  the  checks  marked  in 
proper  spaces.  The  card  was  reviewed  by  the 
treating  physician  and  corrected  if  necessary. 

Our  study  included  200  hay-fever  patients, 
men  and  women,  within  the  ages  of  eighteen 
to  sixty-five  years.  Almost  all  of  them  were 
working  in  factories,  shops,  and  offices. 

It  was  found  that  the  average  hay-fever  suf- 
ferer had  thirty-seven  uncomfortable  hours  and 
four  and  one-quarter  hours  of  disability,  which 
represent  the  sum  of  daily  symptom-hours  for 
the  whole  1947  ragweed  season.  Taking  into 
consideration  the  fact  that  an  “uncomfortable” 
hour  diminishes  the  efficiency  of  one’s  work  by 
about  20  per  cent,  the  thirty-seven  “uncom- 
fortable” hours  converted  into  “disability” 
hours  will  give  37.0  X Vs  = 7.4  hours  of  dis- 
ability which,  added  to  the  actual  four  and  one- 
quarter  hours  of  disability,  give  about  twelve 
hours,  or  one  and  a half  working  days,  as  the 
average  “loss  of  time”  of  a hay-fever  patient. 
Based  on  these  figures,  we  assume  that  the 
estimated  three  million  hay-fever  sufferers  in  the 
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United  States  lose  3,000,000  X U/2  or  four  and  a 
half  million  days  every  year. 

Further  investigation  showed  that  patients 
whose  hay  fever  has  been  complicated  by  seasonal 
asthma  lose  an  additional  seventeen  and  two- 
tenths  disability  hours  during  a season.  The 
number  of  these  patients  has  been  estimated  at 
500,000  in  this  country.  This  gives  an  additional 
loss  of  8,600,000  hours  (500,000  X 17.2)  or  more 
than  a million  days,  making  a total  loss  of  five 
and  a half  million  lost  days.  This  enormous 
loss  can  be  realized  if  one  visualizes  the  lost  days 
as  a strike  of  one  million  workers  for  a whole 
week  every  year. 

Hay  fever  is  not  only  a disabling  condition, 
it  is  often  a predisposing  factor  in  infection  of  the 
upper  respiratory  tract.  Brundage  stated  that 
the  diseases  of  the  upper  respiratory  tract  con- 
stitute approximately  50  per  cent  of  all  cases  of 
disabling  sicknesses  among  employes  of  the 
Edison  Illuminating  Company  of  Boston.6 
According  to  Brundage,  the  average  annual  loss 
due  to  upper  respiratory  diseases  is  3.23  calendar 
days  per  each  employe,  compared  with  6.29 
calendar  days  of  disability  from  all  causes  of 
sickness  per  man  on  the  pay  roll.  He  also  states, 
“In  view  of  the  frequency  of  disability  and  the 
amount  of  time  lost  from  work  on  account  of  the 
respiratory  diseases,  even  a small  degree  of  suc- 
cess in  their  prevention  would  contribute  enor- 
mously to  the  sum  total  of  physical  and  mental 
energy  and  to  the  national  prosperity.” 

An  intensive  ragweed  control  campaign  con- 
ducted by  the  Health  Department  of  New  York 
City  presents  an  additional  factor  in  the  pre- 
vention and  control  of  hay  fever.  Such  a cam- 
paign when  conducted  on  a community-wide 
basis  for  several  successive  seasons  and  emulated 
by  adjacent  communities  may  result  in  a material 
reduction  in  atmospheric  pollens  and  in  great 
relief  to  victims  of  pollen  allergy. 

Hay-fever  sufferers  are  also  benefited  by  the 
use  of  antihistaminic  drugs,  recently  introduced 
in  the  treatment  of  various  allergic  disorders. 
The  usefulness  of  these  drugs  is  limited  because 
they  exert  only  a temporary  palliative  action,  and 
in  addition,  they  often  cause  toxic  side-effects. 

The  prevention  and  treatment  of  hay-fever 
patients  is  a link  in  the  chain  of  prevention  of 
upper  respiratory  diseases.  Lessening  of  the 
number  and  intensity  of  contacts  with  inhalant 
factors,  such  as  dust,  animal  danders,  and 
feathers,  as  well  as  pollens,  and  the  early  recog- 
nition and  early  treatment  of  hay  fever  will 
undoubtedly  decrease  the  vulnerability  of  people 
sensitive  to  pollen.  Prevention  of  the  marriage 
of  allergic  persons  would  of  course  be  a most 
important  factor,  if  it  were  at  all  possible. 
Early  treatment  will  also  lessen  the  incidence  of 
seasonal  asthma.  Studies  show  that  seasonal 


asthma  is  more  frequently  present  if  treatment 
has  not  been  thoroughly  carried  out  and  that  it 
occurs  most  often  after  the  hay  fever  has  been 
well  established  for  several  seasons.  Seasonal 
asthma  gradually  tends  to  become  perennial 
and  threatens  to  disable  a patient  completely. 

An  important  factor  which  keeps  the  patients 
away  from  completing  their  routine  hay-fever 
treatment  is  the  necessity  of  visiting  the  clinic 
or  the  doctor’s  office  at  weekly  intervals  for 
many  months.  The  “chilling  method”  in- 
troduced by  this  writer  in  1945  in  the  New  York 
Post-Graduate  Medical  School  and  Hospital 
for  the  treatment  of  patients  with  hay-fever 
symptoms  is  time  saving,  since  it  diminishes  the 
number  of  visits  by  40  per  cent.7 

Damage  to  the  health,  loss  of  time  and  money, 
and  predisposition  to  upper  respiratory  diseases 
and  bronchial  asthma  should  arouse  the  attention 
of  socially  minded  physicians  and  public  health 
authorities,  stimulating  them  to  give  more  at- 
tention to  patients  who  show  even  the  slightest 
symptoms  of  hay  fever.  The  economic  gain 
obtained  from  the  treatment  of  early  hay-fever 
patients  will  outweigh  lost  time  and  the  ex- 
pense entailed  by  visiting  clinics  and  physicians 
in  their  offices.  Early  recognition  and  early 
treatment  of  hay  fever  give  a better  life  ex- 
pectancy and  are  an  important  factor  in  pre- 
ventive medicine. 

Summary 

1.  Hay  fever  presents  a public  health  prob- 
lem because  it  embraces  a population  of  about 
three  million  and  lasts  at  least  six  weeks  every 
year  for  a number  of  years. 

2.  Hay  fever  predisposes  to  seasonal  asthma; 
the  number  of  these  patients  has  been  estimated 
at  500,000  in  this  country. 

3.  Hay  fever  causes  a great  economic  loss 
due  to  the  inability  of  patients  to  accomplish 
their  daily  work.  It  has  been  estimated  that 
three  million  hay-fever  sufferers  in  the  United 
States  lose  about  five  and  a half  million  working 
days  every  year. 

4.  Early  treatment  of  hay  fever  will  prevent 
more  serious  allergic  complications  as  well  as 
diminish  great  economic  loss. 


I gratefully  acknowledge  my  indebtedness  to  Dr.  W.  C 
Spain  for  his  helpful  suggestions  and  advice  in  the  preparation 
of  this  paper. 
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Case  Reports 


A METHOD  OF  FIXATION  FOR  UNUNITED  FEMORAL  NECK  FRACTURE 
Harold  Lusskin,  M.D.,  and  Seelig  Freund,  M.D.,  New  York  City 
( From  the  Orthopedic  Service  of  the  Beth  Israel  Hospital) 


T N THE  following  case  of  ununited  fracture  of  the 

neck  of  the  femur,  the  customary  method  of 
fixation  following  osteotomy  was  modified  by  dis- 
pensing with  plaster  casts  and  relying  on  an  unusual 
application  of  the  blade  plate  for  immobilization. 
Immediate  ambulation  was  thus  made  possible. 

Case  Report 

In  December,  1946,  L.  R.,  a man  aged  seventy- 
one,  fell  and  sustained  a fracture  of  the  left  hip. 
This  was  not  reduced.  The  patient  was  first  seen 
at  the  Beth  Israel  Hospital  five  months  later,  when 
he  complained  of  severe  pain  in  the  hip  dating  from 
an  injury. 

Physical  examination  on  May  20,  1947,  revealed 
the  left  leg  to  be  one  inch  shorter  than  the  right, 
with  moderate  atrophy  of  the  quadriceps  femoris. 
The  limb  was  held  in  external  rotation  with  the  foot 
everted.  All  motions  in  the  left  hip  were  limited 
and  painful. 

The  patient  had  generalized  arteriosclerosis  and 
a loud  apical  systolic  murmur.  A left  indirect 
inguinal  hernia  and  small  external  hemorrhoids 
were  also  found.  There  was  an  old  history  of 
duodenal  ulcer. 

X-ray  of  the  left  hip  disclosed  an  ununited,  intra- 
capsular  fracture  of  the  neck  of  the  femur  with 
angulation  of  the  fragments  (Fig.  1).  The  fracture 


Fig.  1.  Preoperative  x-ray  of  the  left  hip  showing 
fractured  neck  of  the  femur  with  absorption  of  con- 
siderable portion  of  neck,  coxa  vara,  and  upward 
riding  of  great  trochanter. 


line  was  vertical.  Thera  was  considerable  absorp- 
tion of  bone  in  the  femoral  neck  but  no  evidence  of 
avascular  necrosis.  The  pelvic  bones  showed  mod- 
erate osteoporosis.  In  the  left  knee  there  was  a 
small  area  of  bony  condensation  in  the  lower  part 
of  the  shaft  between  the  condyles.  Clinical  labora- 
tory tests  of  blood  and  urine  were  essentially  nega- 
tive. 

On  June  3,  1947,  an  intertrochanteric  osteotomy 
was  done  on  the  left  side.  A vertical  incision  was 
made  on  the  lateral  aspect  of  the  thigh,  starting 
about  1 inch  above  the  superior  border  of  the  great 
trochanter  and  extending  interiorly  for  about  5 
inches.  This  was  deepened  to  expose  the  bone. 
The  periosteum  was  stripped  from  the  upper  end 
of  the  femur  below  the  ridge  on  the  intertrochan- 
teric attachment  of  the  capsule  of  the  hip  joint. 
A transverse  osteotomy  was  done  just  above  the 
level  of  the  lesser  trochanter  (Fig.  2).  After  ascer- 
taining that  the  tendon  of  the  psoas  major  was 


Fig.  2.  Osteotome  almost  through  femur  just  above 
lesser  trochanter. 
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Fig.  3.  Blade  plate  in  place  holding  ( 1 ) fragment 
of  great  trochanter,  (2)  head  of  femur,  and  (3)  shaft. 
Plate  is  deliberately  passed  into  upper  part  of  head 
to  ensure  holding  of  all  fragments. 

intact,  the  femur  was  displaced  medially  for  a dis- 
tance of  about  one-half  the  width  of  the  upper  end 
of  the  cut  surface.  A Moore-Blount  nail  (blade 
plate)  was  then  driven  through  the  upper  end  of 
the  femur,  which  had  merely  been  cut  across,  and 
through  the  neck  into  the  head.  The  lower  end  of 
the  nail  was  secured  to  the  upper  end  of  the  femur 
just  below  the  level  at  which  the  latter  had  been 
cut  across  (Fig.  3).  At  intervals  throughout  the 
procedure,  the  directions  of  the  osteotome  and  of 
the  Moore-Blount  blade  plate  were  checked  radio- 
graphically. The  wound  was  closed  in  layers  with 
interrupted  silk  sutures. 

The  patient’s  postoperative  course  was  favorable 
until  June  8,  when  his  temperature  rose  to  102  F. 
The  next  day  it  dropped  to  99  F.,  but  he  felt  weak 
and  dizzy  and  looked  pale.  There  were  tarry  stools. 
Blood  studies  revealed  an  erythrocyte  count  of 
1,740,000  with  5 Gm.  of  hemoglobin.  This  com- 
pared to  12.5  Gm.  preoperatively. 

A diagnosis  of  bleeding  duodenal  ulcer  was 
made,  and  appropriate  treatment  instituted.  Re- 
covery thereafter  was  steady,  and  the  patient  was 
discharged  from  the  hospital  on  June  4 in  good  con- 
dition. The  wound  was  clean  and  healing  well, 
and  he  was  able  to  walk  on  crutches  (Fig.  4). 

He  was  seen  repeatedly  at  the  outpatient  depart- 
ment during  the  following  five  months,  in  the  course 
of  which  time  both  the  osteotomy  and  the  old 
fracture  site  united.  At  examination  in  December, 
1947,  recovery  appeared  complete.  The  motion 
of  the  hip  was  good;  the  plate  was  in  place  (Fig. 
5).  There  was  no  pain,  very  little  shortening  of  the 
leg,  and  only  a slight  limp. 


Fig.  4.  X-ray  taken  two  weeks  postoperatively 
showing  no  change  in  position. 


Fig.  5.  Five  months  later:  union  of  osteotomy  and 
old  fracture  site  with  presence  of  considerable  callus. 
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Comment 

In  this  type  of  case,  there  are  five  accepted  meth- 
ods of  treatment: 

1.  Osteotomy  with  shifting  of  the  shaft  of  the 
femur  under  the  head  and  neck. 

2.  Albee’s  abduction  of  the  great  trochanter 
following  removal  of  the  head  and  rounding  of  the 
neck. 

3.  Whitman’s  trochanteric  transplant. 

4.  Calonna’s  abductor-muscle-group  transplant. 

5.  The  use  of  bone  grafts  as  dowels,  with  or 
without  nails. 


All  of  these  methods,  properly  employed,  will 
give  essentially  the  same  results  in  the  long  run. 
I prefer  the  first  because  it  is  the  least  traumatic, 
the  joint  is  not  entered,  and  minimal  shock  is 
inflicted.  Almost  always  the  osteotomy  unites — 
frequently  the  old  fracture  does  too — and  weight 
bearing  is  early.  In  the  case  described,  the  manner 
of  insertion  of  the  blade  plate  eliminated  the  need 
for  plaster  casts,  thereby  permitting  immediate 
ambulation. 

41  West  70th  Street 


A CASE  OF  ACUTE  BAL  TOXICITY  DURING  TREATMENT  OF  GOLD 
GLOSSITIS 

Harold  Zarowitz,  M.D.,  and  Louis  Nelson,  M.D  , Brooklyn,  New  York 
( From,  the  Department  of  Orthopedics,  Jewish  Hospital  of  Brooklyn ) 


nPHE  introduction  of  BAL  (2,3-dimercaptopropa- 
nol)  has  afforded  considerable  aid  in  the  treatment 
of  toxic  manifestations  due  to  gold  and  other  heavy 
metals  such  as  arsenic  and  mercury.  Recently,  Cohen, 
Goldman,  and  Dubbs,  Ragan  and  Boots,  and  Lockie, 
Narcross,  and  George  have  shown  this  to  be  true.1-3 
Margolis  and  Caplan  in  their  article  illustrated 
the  use  of  BAL  in  gold  toxicity  during  active  treat- 
ment of  rheumatoid  arthritis.4  However,  BAL 
is  not  without  its  own  toxic  manifestations,  and  we 
believe  that  familiarity  by  physicians  using  BAL 
with  these  manifestations  is  essential  to  the  proper 
use  of  this  drug.  The  following  report  is  a case  of 
an  acute  reaction  to  BAL. 

Case  Report 

B.  L.,  a white  woman,  age  fifty-seven,  was  ad- 
mitted to  this  hospital  on  February  21,  1948,  with 
the  following  history:  During  the  period  of  Octo- 
ber 6 to  December  8,  1947,  she  had  received  15 
injections  of  gold  salt,  each  injection  being  10  mg., 
thus  receiving  a total  dose  of  150  mg.  Two  weeks 
before  this  admission,  the  patient  complained  of 
malaise  and  on  February  19,  1948,  began  to  have 
soreness  of  the  tongue.  A complete  blood  count 
and  urine  analysis  were  negative.  On  the  evening 
of  February  21,  1948,  the  patient  was  given  BAL, 
a 10  per  cent  solution  in  oil  with  benzyl  benzoate 
20  per  cent.  The  dose  given  was  6 mg.  per  Kg. 
of  body  weight,  divided  into  two  doses,  2 cc.  being 
given  in  each  buttock.  About  twenty  minutes 
after  the  injections  the  patient  complained  of 
severe  generalized  weakness,  extreme  uneasiness  and 
apprehension,  burning  in  and  around  the  mouth, 
tingling  in  the  hands,  and  severe  stabbing  pain  in 
the  chest  and  abdomen.  This  was  very  soon  fol- 
lowed by  palpitations  with  severe  pounding  in  the 
head  and  nausea,  although  the  patient  did  not 
vomit.  There  were  no  associated  chills  or  fever. 
The  patient  was  brought  into  the  hospital  two  hours 
later  and  seen  by  the  admitting  physician. 


On  admission,  the  temperature  was  97  F.,  pulse 
86,  respiration  18,  and  blood  pressure  150/110. 
The  systemic  review  was  negative,  the  patient 
denying  a history  of  hypertension.  She  was  well 
developed  and  well  nourished,  appearing  slightly 
lethargic  and,  at  this  time,  having  severe  chills. 
There  was  generalized  piloerection.  The  eyes 
showed  marked  bilateral  conjunctival  injection 
with  moderate  lacrimation.  The  extraocular  move- 
ments were  intact.  The  pupils  were  round,  regular, 
and  equal  and  reacted  to  light  and  accommodation. 
The  fundi  were  normal.  The  tongue  was  red  but 
not  smooth.  The  pharynx  was  clear.  There  was 
no  rhinorrhea  or  salivation.  The  chest  was  normal. 
The  heart  was  not  enlarged,  the  point  of  maximum 
impulse  being  in  the  fifth  intercostal  space  in  the  mid- 
clavicular  line.  The  rhythm  was  regular.  The 
second  aortic  sound  was  greater  than  the  second 
pulmonic  sound,  and  there  were  soft  systolic  mur- 
murs at  the  apex  and  aortic  areas,  neither  of 
which  were  transmitted  in  any  direction.  There 
were  no  thrills.  The  abdomen  was  soft  with  no 
tenderness  or  parenchymatous  organs  felt.  There 
was  no  costovertebral  angle  tenderness.  There 
was  no  peripheral  edema  nor  limitation  of  motion  in 
the  extremities.  The  neurologic  examination  re- 
vealed all  sensory  modalities  intact,  deep  and 
superficial  reflexes  normal,  cranial  nerves  in  normal 
function,  and  no  pathologic  reflexes. 

At  the  time  of  the  examination  the  preliminary 
symptoms  that  the  patient  experienced  had  already 
begun  to  disappear.  In  the  following  morning  at 
9:00  a.m.  the  patient  felt  perfectly  well.  The 
conjunctival  irritation  had  markedly  decreased, 
and  there  were  no  chills,  nausea,  nor  burning,  as 
were  originally  described.  The  blood  pressure  on 
admission  was  150/110,  and  in  the  morning  it  was 
134/80.  The  urine  was  acid  with  a specific  gravity 
of  1.010  and  free  from  albumin  and  sugar.  Micro- 
scopically, there  were  mucous  shreds,  and  8 to  10 
white  blood  cells  per  high  power  field.  Hemoglobin 
was  70  per  cent  with  3,500,000  red  blood  cells,  7,100 
white  blood  cells  with  66  polymorphonuclear  leuko- 
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eytes  and  34  lymphocytes.  Blood  sugar  was  80 
mg.  per  cent  and  urea  nitrogen  12.0  mg.  per  cent. 
The  treatment  consisted  of  sedation  with  1 Gm.  of 
chloral  hydrate.  The  patient  was  discharged  on 
February  22,  1948,  feeling  perfectly  well. 

Comment 

The  pharmacology  of  BAL  has  been  studied  by 
Modell,  Gold,  and  Cattell.6  They  reported  in  a 
series  of  nine  cases  in  which  the  patients  had  either 
secondary  or  tertiary  syphilis  that  the  minimal  dose 
that  produced  toxic  manifestations  varied  between 
3 and  5 mg.  per  Kg.  of  body  weight.  A single  dose  of 
3 mg.  per  Kg.  produced  no  symptoms.  A single  dose 
of  5 mg.  per  Kg.  produced  symptoms  of  moderate 
severity  in  half  of  the  cases,  and  a single  dose  of 
8 mg.  per  Kg.  produced  symptoms  of  severe  degree. 
After  a single  dose  of  5 mg.,  symptoms  appeared 
in  anywhere  from  fifteen  to  thirty  minutes  and  lasted 
from  thirty  to  ninety  minutes.  The  symptoms  that 
occurred  were  unrest,  apprehension,  weakness, 
paresthesias,  nausea  and  vomiting,  fatigue,  saliva- 
tion, blepharospasm,  lacrimation,  acceleration  of 
the  heart  rate,  and  elevation  in  the  systolic  and 
diastolic  blood  pressures,  the  former  from  14  to 
52  mm.  and  the  latter  from  10  to  40  mm.  They 
showed  that  cumulative  effects  occurred  and  that 
an  interval  of  at  least  four  hours  would  be  needed, 
when  using  more  than  one  injection  per  day,  to 
avoid  these  toxic  manifestations.  These  symptoms 
are  transitory  with  no  residual  effects.  Sulzberger 
and  Baer  in  their  review  state  that  barbiturates  are 
an  antidote  for  the  more  severe  side-effects.6  Our 


A NEW  PAMPHLET  ON  CARE  OF  TEETH 

Only  three  or  four  per  cent  of  New  Yorkers  are 
free  of  tooth  decay  (dental  caries)  the  New  York 
City  Department  of  Health  declares  in  a 34-page 
pamphlet,  Your  Teeth — How  to  Save  Them,  which  the 
Department  of  Health  of  the  City  of  New  York 
issued  recently. 

The  pamphlet  was  prepared  by  the  Public  Affairs 
Committee,  Inc.,  and  the  Health  Department  in 
cooperation  with  the  American  Dental  Association 
and  the  New  York  Tuberculosis  and  Health  Associ- 
ation. Copies  are  distributed  free  by  the  Health 
Department. 

Tooth  decay  is  described  in  the  pamphlet  as  being 
“the  most  common  disease  of  civilized  mankind” 
which  starts  “early  in  childhood  and  reaches  its 
peak  in  the  teens  and  the  twenties.”  A good  general 
diet,  the  Health  Department  pamphlet  asserts,  is 
of  value  in  maintaining  good  oral  health.  Health 
Department  dentists  continue  to  advocate  regular 
toothbrushing  because  it  makes  the  teeth  cleaner 
and — still  more  important — it  strengthens  the 
gums. 

How  to  select  and  use  a toothbrush,  how  to 


case  is  one  of  acute  toxicity  to  BAL.  The  signs, 
symptoms,  and  course  described  are  very  similar 
to  those  which  have  been  shown  to  occur  on  an 
experimental  basis.  The  literature  has  been  rather 
meager  in  reports  on  the  toxic  manifestations  of 
BAL,  and  with  this  substance  being  used  more  often 
it  is  hoped  that  others  will  record  their  experiences 
with  the  drug. 

Summary 

We  should  like  to  stress  the  following  as  a result 
of  our  observation  of  this  case: 

1.  BAL  is  being  used  more  frequently,  and  we 
believe  that  physicians  should  be  familiar  with  its 
possible  complications. 

2.  These  complications  are  manifold  but,  as  far 
as  we  know  now,  transitory  in  nature. 

3.  There  is  no  specific  treatment  for  these  com- 
plications. 

4.  Proper  dose  and  the  proper  interval  of  time 
when  using  multiple  injections  will  prevent  these 
toxic  manifestations  from  occurring. 
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choose  a dentifrice,  information  about  mouth  washes, 
and  a lengthy  discussion  of  the  newest  idea  in  dental 
care — fluorine — are  contained  in  the  pamphlet. 
On  fluorine,  the  pamphlet  declares  “treatment 
with  sodium  fluoride  ought  to  be  made  available  as 
soon  as  possible  to  every  child”  because,  it  is 
claimed,  such  treatment  “is  the  best  mass  pre- 
ventive of  tooth  decay  that  we  know.” 

The  Department  of  Health  is  now  carrying  out  a 
fluorine  treatment  program  for  the  35,000  youngsters 
attending  the  126  dental  clinics  of  the  Department. 

Advice  on  selecting  a dentist  and  a set  of  simple 
“rules  for  dental  health”  are  contained  in  the  free 
pamphlet. 

The  regular  edition  of  the  pamphlet  is  ordinarily 
sold  for  15  cents  but  the  New  York  City  Health 
Department  edition  is  being  distributed  free  as 
part  of  the  Department’s  dental  health  program. 
Single  copies  of  Your  Teeth — How  to  Save  Them 
can  be  obtained  by  any  New  York  City  resident  by 
writing  to  Desk  R,  Bureau  of  Health  Education, 
New  York  City  Department  of  Health,  125  Worth 
Street,  New  York  City  13. 
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FOR  YOUR  PATIENT 

with  Bronchial  Asthma , Hay  Fever,  Urticaria 

^ LUASMIN  ^ 

CAPSULES  (Jav**'  TABLETS 


PLAIN 

(for  prompt  action) 


ENTERIC-COATED 
(for  delayed  action) 


One  capsule  and  one  tablet,  taken  at  bedtime  will  provide 
almost  all  patients  with  eight  hours  relief  and  sleep.  The 
relief  can  be  sustained  by  using  the  capsules  during  the  day 
at  4 hour  intervals  as  required. 

Each  capsule  and  enteric-coated  tablet  contains: 


Theophylline  Sodium  Acetate  (3  gr.)  0.2  Gms. 

Ephedrine  Sulfate  ('/2  gr.)  30  Mg. 

Phenobarbital  Sodium  (y2  gr.)  30  Mg 


Capsules  and  tablets  in  half  the  above  potency 
available  for  children  and  mild  cases  in  adults. 


Literature  and  samples  on  request 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 


Special  Article 

THE  HOUSE  OF  DELEGATES 

Albert  F.  R.  Andresen,  M.D.,  Brooklyn,  New  York 

( Speaker , House  of  Delegates,  Medical  Society  of  the  State  of  New  York) 


IT  IS  surprising  how  many  members  of  our  State 
Medical  Society  know  almost  nothing  about  the 
activities  of  the  Society  to  which  they  annually 
contribute  fifteen  dollars  each  in  assessments.  The 
many  favorable  comments  on  the  special  supplement 
of  our  Journal  devoted  to  the  meeting  of  the  House 
of  Delegates  in  1948  were  encouraging,  and  it  is  to 
be  hoped  that  the  reading  of  the  report  of  the  1949 
meeting  will  stimulate  even  greater  interest  in  the 
activities  of  the  Society. 

Too  many  have  spread  rumors  that  the  Society 
is  controlled  by  a clique,  that  it  does  nothing  for  its 
members  except  to  publish  a journal  that  nobody 
reads,  that  its  only  real  accomplishment  is  the 
publication  of  the  Directory.  How  far  from  the  truth 
such  rumors  are  can  be  found  out  by  a little  study 
and  interest  in  the  inner  workings  of  the  Society. 
Our  Journal,  which  bears  little  resemblance  to  the 
journal  of  former  years,  is  now  recognized  not  only 
as  one  of  the  best  state  society  journals  but  as  a 
scientific  publication  which  is  widely  read  and  quoted 
outside  of  the  confines  of  the  State.  The  publication 
of  the  Directory,  while  an  important,  and  inciden- 
tally expensive,  activity  of  the  Society,  is  only  one 
of  many  important  functions.  To  mention  but  a 
few,  we  must  include  the  work  of  such  committees 
as  those  covering  Workmen’s  Compensation,  Mal- 
practice Defense,  Medical  Expense  Insurance, 
Economics,  Medical  Service,  Emergency  Prepared- 
ness, Veterans  Administration,  Rural  Medical 
Service,  War  Memorial,  and  that  very  important  one 
on  Public  Health  and  Education  with  its  twelve 
subcommittees.  All  of  these  are  vitally  important 
to  the  membership  and  worth  much  more  to  us  than 
t he  small  membership  dues. 


As  for  the  idea  that  a small  selfish  group  runs  the 
Society  for  personal  aggrandizement,  we  must 
refute  this  gross  misconception.  As  in  all  societies, 
our  membership  as  a whole  is  content  to  allow  those 
who  sacrifice  the  time  and  effort  to  carry  on  for 
them.  There  are  always  individuals  who  enjoy 
organization  work,  who  take  on  the  burden  of  their 
lazier  fellow-members.  But  the  immediate  control 
of  the  activities  and  policies  of  our  Society  lies  in  our 
House  of  Delegates,  and,  during  the  interval  between 
its  annual  meetings,  in  the  Council  which  it  elects, 
with  any  activities  involving  the  expenditure  of 
money  subject  to  control  by  the  Board  of  Trustees, 
also  elected  by  the  House  of  Delegates.  The  mem- 
bers of  our  House  are  elected  by  the  county  societies 
from  which  they  come  and  represent  a cross  section 
of  our  membership. 

The  opening  address  of  the  Speaker,  to  be  pub- 
lished in  the  next  issue  of  the  Journal,  gives  a 
comprehensive  outline  of  the  activities  and  the 
importance  of  the  House  of  Delegates.  It  is  to  be 
hoped  that  the  county  societies  will  continue  to  select 
with  great  care  the  delegates  they  send  to  represent 
them  at  the  House  and,  when  they  return  from  its 
meetings,  to  demand  a prompt  report  of  their  ac- 
tivities. Every  member  of  the  State  Society  should 
read  the  special  supplement  of  the  Journal  which 
contains  a full  account  of  the  proceedings  of  the 
Buffalo  meeting  for  his  own  interest  and  enlight- 
enment and  should  write  to  the  Editor  his  opinion 
as  to  the  advisability  of  continuing  its  publication 
from  year  to  year. 


The  Minutes  of  the  House  of  Delegates,  1949,  will  appear 
as  Part  II  of  the  September  1 issue. 


WAY  TO  FIGHT  HEART  DISEASE 

A way  to  prevent  some  cases  of  a serious  form  of 
heart  disease  was  reported  at  the  annual  meeting  of 
the  American  Medical  Association  by  a physician 
and  a dentist. 

As  many  as  one  out  of  every  five  cases  of  subacute 
bacterial  endocarditis,  an  inflammation  of  the  lining 
membrane  of  the  heart,  might  be  prevented,  it 
appears  from  figures  reported  by  this  doctor-dentist 
team.  The  physician  is  Dr.  Paul  S.  Rhoads,  the 
dentist,  Dr.  Warren  R.  Schram,  both  of  Chicago, 
Illinois. 

The  discovery  that  10  out  of  53  patients  with  this 
heart  disease  had  a tooth  pulled  one  week  or  ten 


days  before  the  heart  symptoms  started  led  the 
doctor  and  dentist  into  their  attack  on  this  situation. 

The  way  to  prevent  it,  they  advise,  is  to  give 
penicillin  or  the  new  sulfa  drug,  No.  445,  also  called 
gantrosan,  before  pulling  teeth. 

Germs  that  get  into  the  blood  stream  after  a 
tooth  has  been  pulled,  they  explained,  can  start 
the  heart  inflammation,  which  in  many  cases  is 
fatal. 

When  they  gave  penicillin  or  the  sulfa  drug  before 
tooth  extraction,  less  than  six  per  cent  of  the  patients 
had  germs  in  their  blood,  compared  to  over  38  per 
cent  in  the  nontreated  patients. 


19(58 


1969 


1 assured  of 

easily  portable, 
safe  milk  supply 


SIMIKAC 

so  similar  to  human  breast  milk 
that  there  is  no  closer 


equivalent 


1.  SIMPLE:  travelling  or  at  home  1 can  oj  Similac 
makes  16  full  8-ounce  bottles  ol  normal  formula 

2.  SIMPLE:  even  on  picnics— just  Similac  powder 
in  bottle  and  a thermos  of  previously  boiled  water. 

3.  SIMPLE:  when  a single  bottle  must  replace  a 
breast  feeding  or  when  baby  needs  an  extra  bottle. 

And,  as  always,  Similac,  like  human  breast  milk, 
has  a zero  curd  tension. 


3 When  the 
nursing 
mother 
requires  or 
deserves  a 
respite  from 
routine 


SIMILAC  DIVISION  >MtR  DIETETIC  LABORATORIES.  INC. 


COLUMBUS  16.  OHIO 


NECROLOGY 


Siegfried  Boxer,  M.D.,  director  of  medicine  of  the 
outpatient  department  of  Gouverneur  Hospital, 
New  York  City,  died  on  July  6 at  the  age  of  seventy- 
two.  A native  of  Vienna  and  a graduate  of  the  Uni- 
versity of  Vienna  in  1902,  Dr.  Boxer  came  to  this 
country  in  1940  and  had  held  the  Gouverneur  Hos- 
pital post  for  the  last  four  years.  He  had  also 
served  as  chief  in  obstetric  surgery  at  the  Lucina 
Hospital,  Vienna,  before  he  came  to  the  United 
States. 


David  Ingham  Frey,  M.D.,  of  the  Bronx,  died  of  a 
heart  attack  on  July  25.  Dr.  Frey  was  sixty-seven 
years  old.  He  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1904,  and  at  the  time  of  bis  death  was  a consultant 
pediatrician  on  the  staff  of  Bronx  Hospital.  Dr. 
Frey  was  a member  of  the  American  Medical  Asso- 
ciation, the  New  York  State  and  Bronx  County 
Medical  Societies,  and  the  Bronx  Pediatric  Society. 


William  Reid  Johnson,  M.D.,  forty-three,  a Syra- 
cuse physician,  died  on  July  14.  Dr.  Johnson,  a 
lieutenant  commander  with  the  Navy  during  World 
War  II,  received  his  medical  degree  from  Syracuse 
University  College  of  Medicine  in  1930.  At  the  time 
of  his  death  he  was  an  assistant  in  the  department  of 
pediatrics  of  Syracuse  Memorial  Hospital,  an  assist- 
ant in  the  department  of  medicine,  Crouse-Irving 
Hospital,  and  for  thirteen  months  had  served  as 
medical  director  of  the  Buffalo  Blood  Donor  Center. 
Dr.  Johnson  was  a member  of  the  New  York  State 
and  Onondaga  County  Medical  Societies  and  the 
American  Medical  Association. 


Franklin  N.  Murphy,  M.D.,  retired  Queens  physi- 
cian aged  seventy-three,  died  at  his  summer  home  in 
New  Hampshire  on  July  4.  Dr.  Murphy  was  a 
graduate  of  the  Long  Island  College  Hospital,  having 
received  his  medical  degree  from  that  school  in  1899. 


Joseph  Price,  M.D.,  former  New  York  physician, 
died  in  Morgan,  Utah,  on  July  12.  Dr.  Price  was 
fifty-seven  years  old.  He  was  a graduate  of  the 
College  of  Physicians  and  Surgeons,  Columbia  Lhii- 
versity,  in  the  class  of  1915,  and  had  served  as  asso- 
ciate obstetrician  on  the  staff  of  Lutheran  Hospital. 
He  was  at  one  time  medical  consultant  for  the  Con- 
solidated Edison  Company  and  the  Bendix  Aviation 
Corporation  and  had  been  associated  with  the  Fifth 
Avenue,  City,  and  Gouverneur  Hospitals.  Retired 
from  active  practice  since  1947,  Dr.  Price  was  a mem- 
ber of  the  New  York  State  and  County  Medical  So- 
cieties and  the  American  Medical  Association. 


Robert  Wallace  Richardson,  M.D.,  sixty-four,  di- 
rector of  hospital  services  for  the  Bethlehem  Steel 
Corporation  shipyard  at  Brooklyn,  died  July  8.  Dr. 
Richardson  was  graduated  from  McGill  University 
Faculty  of  Medicine  in  1909  and  served  his  intern- 
ship at  New  York  Post-Graduate  Hospital.  For 
forty-three  years  he  was  head  of  the  medical  depart- 
ment of  tbe  Kennecott  Copper  Corporation  in 
Sewell,  Chile.  He  returned  to  the  United  States  in 
1944.  At  the  time  of  his  death  Dr.  Richardson  was  a 
member  of  the  New  York  State  and  Kings  County 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 


Gregory  L.  Robillard,  M.D.,  assistant  medical 
examiner  in  Queens,  died  in  his  Brooklyn  home  on 
July  2 at  the  age  of  fifty-four.  Dr.  Robillard,  a 
graduate  of  Fordham  University  School  of  Medicine 
in  1918,  had  been  an  assistant  medical  examiner  in 
New  York  City  for  nearly  twenty-five  years,  serving 
in  Kings  County  until  three  years  ago  when  he  was 
placed  in  charge  of  the  Richmond  office.  He  served 
as  a navy  lieutenant  in  the  first  World  War,  serving 
in  the  medical  corps.  He  had  formerly  served  on  the 
staffs  of  the  Kings  County  and  Victory  Memorial 
Hospitals  and  at  the  time  of  his  death  was  associat  ed 
with  Norwegian  Hospital,  Brooklyn  Cancer  Insti- 
tute, and  St.  Vincent’s  Hospital,  Staten  Island.  A 
Fellow  of  the  American  College  of  Surgeons,  Dr. 
Richardson  was  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  State  and  Kings 
County  Medical  Societies,  and  the  American  Medi- 
cal Association. 


Alfred  William  Snedecker,  M.D.,  fifty-one,  for- 
merly of  New  Brighton,  Staten  Island,  died  on  June 
29  of  a heart  attack  at  the  Indiana  State  Hospital, 
Richmond,  Indiana.  Dr.  Snedecker  was  medical 
superintendent  of  the  Hospital.  He  received  his 
medical  degree  from  Cornell  University  Medical  Col- 
lege in  1924  and  during  World  War  II  was  chief  of 
the  outpatient  section  of  the  neuropsychiatric  di- 
vision of  the  Veterans  Administration.  A Diplo- 
ma te  of  the  American  Board  of  Psychiatry  and  Neu- 
rology, Dr.  Snedecker  had  been  a member  of  the 
New  York  State  and  Richmond  County  Medical 
Societies  and  the  American  Medical  Association. 


William  Caldwell  Wilson,  M.D.,  died  on  June  17  in 

his  seventy-fifth  year.  Dr.  Wilson,  a physician  in 
Nichols,  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1900. 
He  was  a veteran  of  the  Spanish- American  War  and 
the  first  World  War,  serving  with  the  rank  of  first 
lieutenant.  For  a number  of  years  he  was  on  the 
staff  of  Ideal  Hospital,  Endicott,  and  later  practiced 
medicine  in  Apalachin  and  Blossburg. 
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TRADEMARK  REG.  U.S.  RAT.  Off. 

PHYSICIAN’S  PRESCRIPTION  PACKET  NO.  501 


A complete  unit  for  conception  control.  Contains  (1)  a 
“RAMSES”  Flexible  Cushioned  Diaphragm  of  the  prescribed  size,  (2)  a “RAMSES”  Dia- 
phragm Introducer  of  corresponding  size,  and  (3)  a tube  of  “RAMSES”  Vaginal  Jelly f 
(regular  size). 


Use  of  a diaphragm  introducer  is  favored  by  many 
patients  who  find  manual  manipulation  objection- 
able or  difficult.  It  facilitates  the  insertion  and  correct 
placement  of  the  diaphragm,  as  well  as  its  removal. 

The  “RAMSES”®  Diaphragm  Introducer  provides 
the  following  features: 

• Simplicity  and  convenience  in  use 

• Safety  — design  minimizes  possibility  of  injury  to 
the  cervix  or  accidental  insertion  into  the  urethra 


• Smooth  surface  lessens  bacterial  proliferation  — 
makes  for  easy  cleaning 

• Ease  of  removal  assured  by  bluntly  hooked  end 

The  “RAMSES”  Diaphragm  Introducer  is  supplied 
in  the  Physician’s  Prescription  Packet  No.  501,  with- 
out charge 


° The  word  “RAMSES"  is  a registered  trademark  of  Julius  Schmid,  Inc. 
f Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%; 

Boric  Acid  Alcohol  5%.  x- 


gynecological  division 


mS 

423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


"RAMSES”  Vaginal  Jelly  is  accepted 
by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association.  The  “RAMSES”  Dia- 
phragm and  Diaphragm  Introducer 
are  accepted  by  the  Council  on 
Physical  Medicine  of  the  American 
Medical  Association. 


MEDICAL  NEWS 


Regents  Approve  Rules  for  Medical  Scholarships 


REGULATIONS  for  a new  series  of  State  scholar- 
ships, to  be  used  for  professional  education  in 
medicine  and  dentistry,  were  adopted  by  the  State 
Board  of  Regents  on  July  15. 

Funds  for  these  scholarships  were  made  avail- 
able by  the  1949  State  Legislature  from  lapsed 
monies  in  War  Service  and  other  scholarship  ap- 
propriations. 

The  new  professional  scholarships  provide  .$750 
a year  for  four  successive  years  of  professional  study 
in  approved  medical  and  dental  schools  of  the  State. 
They  will  be  available  for  use  in  1949-1950  and  are 


restricted  to  citizens  of  the  United  States  and 
residents  of  New  York  State. 

Thirty-six  scholarships  for  medical  and  14  for 
dental  study  are  available  for  residents  of  New  York 
City,  and  36  for  medical  and  14  for  dental  study  for 
upstate  residents.  They  will  be  awarded  in  order 
of  merit  as  determined  by  an  annual  competitive 
examination.  The  first  examinations  will  be  held 
August  26  at  centers  to  be  announced.  Applicants 
must  have  completed  preprofessional  training  begun 
not  more  than  five  years  prior  to  the  date  of  applica- 
tion. The  time  limit  will  be  waived  for  veterans. 


Examination  for  Medical  Officers 


A COMPETITIVE  examination  for  appointment 
of  medical  officers  in  the  regular  corps  of  the 
United  States  Public  Health  Service  will  be  held 
on  October  3,  4,  and  5,  1949.  Applications  must 
be  received  no  later  than  September  5,  1949. 

The  regular  corps  is  a commissioned  officers  corps 
composed  of  members  of  various  medical  and  scien- 
tific professions,  appointed  in  appropriate  profes- 
sional categories  such  as  medicine,  dentistry,  nurs- 
ing, engineering,  pharmacy,  etc. 

Appointments  will  be  made  in  the  grades  of 
assistant  surgeon  (First  Lieutenant)  and  senior 
assistant  surgeon  (Captain). 

Appointments  are  permanent  in  nature  and 
provide  opportunities  to  qualified  physicians  for 
a life-time  career  in  clinical  medicine,  research,  and 
public  health. 

Requirements  for  appointment  in  the  grade  of 
assistant  surgeon  are:  The  applicant  must  be  a 

citizen  of  the  United  States,  at  least  twenty-one 
years  of  age,  and  a graduate  from  a recognized 
school  of  medicine.  Physicians  who  are  successful 
in  the  examination  and  are  now  serving  internships 
will  not  be  placed  on  active  duty  until  completion 
of  internship.  Applicants  for  appointment  in  the 


grade  of  senior  assistant  surgeon  must  meet  the 
above  requirements  and  must  have  had  a total  of 
at  least  ten  years  of  educational  training  and 
professional  experience  subsequent  to  high  school. 
Applicants  who  meet  these  requirements  will  re- 
ceive a written  professional  test,  an  oral  interview, 
and  a physical  examination. 

The  professional  written  examination  for  the 
grade  of  assistant  surgeon  will  cover  the  following 
subjects:  1 — anatomy,  physiology,  biochemistry; 

2 — materia  medica  and  therapeutics;  3 — obstetrics 
and  gynecology;  4 — practice  of  surgery;  5 — prac- 
tice of  medicine;  6 — epidemiology  and  hygiene,  and 
7 — pathology  and  bacteriology.  Applicants  for 
senior  assistant  surgeon  will  be  examined  on  sub- 
jects 4,  5,  6,  and  7.  Examinations  will  be  held  at 
a number  of  points  throughout  the  United  States, 
located  as  centrally  as  possible  in  relation  to  the 
homes  of  candidates. 

Entrance  pay  for  assistant  surgeon  with  depend- 
ents is  $5,011  per  annum;  for  senior  assistant  sur- 
geon with  dependents,  $5,689.  These  figures 
include  the  $1,200  annual  additional  pay  received 
by  medical  officers  as  well  as  subsistence  and  rental 
allowance. 


MEDICALLY  SPEAKING— 


Health  Services  Linked — Better  coordination  of 
l he  United  States  Public  Health  Service  with  state 
and  local  health  agencies  is  promised  through  a 
reorganization  announced  recently  by  Dr.  Leonard 
A.  Scheele,  surgeon  general.  All  Federal-state  and 
interstate  programs  are  brought  together  in  the 
Bureau  of  State  Service,  which  will  operate  through 
three  branches,  each  directed  by  an  associate  bureau 
chief.  They  include:  1.  Environmental  Health 

Service,  including  sanitation,  industrial  hygiene, 
and  water  pollution  control;  2.  Personal  Health 
Services,  including  dental  health,  chronic  diseases, 
tuberculosis,  venereal  disease,  and  communicable 
disease  programs. 

Low  State  Death  Rate — The  May  death  rate  this 
year  in  New  York  State  was  the  lowest  on  record 
for  that  month,  10.1  deaths  to  1,000  population. 
At  the  same  time  May’s  birth  rate  was  19.4,  highest 
since  1924,  with  the  exception  of  the  last  two  years. 


A new  low  record  was  established  during  the  month 
for  infant  mortality,  27  deaths  under  one  year  to 
1,000  live  births.  The  maternal  mortality  record, 
eight  deaths  to  10,000  live  and  still  births,  was 
slightly  higher  than  a year  ago. 

Grants  for  Research  on  Mental  Disorders — 

Grants  totalling  $489,584  to  continue  the  financing 
of  35  research  projects  on  mental  and  nervous  dis-  i 
orders  in  psychiatry,  neurology,  clinical  psychology, 
psychiatric  nursing,  and  psychiatric  social  work- 
have  been  announced.  All  grants  were  approved  by 
Surgeon  General  Leonard  A.  Scheele  of  the  U.S.  I 
Public  Health  Service,  upon  recommendation  of 
the  National  Advisory  Mental  Health  Council. 

Research  grants  in  New  York  State  were  awarded  ' 
as  follows:  Dr.  H.  S.  Liddell  and  Dr.  C.  M.  McCay, 
“Tolerance  for  Environmental  Stress  in  Aged  and  i 
Newborn  Sheep  and  Goats,”  Cornell  University*  i 
[Continued  on  page  1974] 
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FOLIC  ACID 


IRON 
VITAMIN  C 


According  to  Haden,  there  are  two  “critical 
points”  in  red  cell  maturation— the  megalo- 
blast  and  normoblast  stages.* 

Each  Liafon  Capsule  contains:  Desiccated 
liver  0.5  Gm. ; F errous  sulfate  exsiccated  2 gr. ; 
Ascorbic  acid  50  mg.;  Folic  acid  1.67  mg. 
1 or  2 capsules  t.i.d.  Bottles  of  100  Capsules 


LIAFON 

* \ • j . r 


‘LIAFON*  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS 
• PRINCIPLES  OF  HEMATOLOGY.  ED.  3,  1946.  P.  31 


Manufacturing  Chemists  to  the  Medical  Profession  since  1858 


1974 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  1972] 

Ithaca,  $19,944;  Dr.  Fred  A.  Mettler,  “The  Human 
Frontal  Lobe,”  Columbia  University,  College  of 
Physicians  and  Surgeons,  $49,248;  Dr.  Zygamunt 
A.  Pictrowski,  “Development  of  Experimental  and 
Time-saving  Diagnostic  and  Prognostic  Technics  in 
Psychiatry,”  New  York  State  Psychiatric  Institute, 
$14,000;  Dr.  Anne  Roe,  “Personality  Characteris- 
tics of  Eminent  Scientists  and  the  Relationship 
Between  These,  Their  Choice  of  Vocation,  and  Their 
Manner  of  Pursuing  It,”  Long  Island  City,  $10,550; 
Dr.  Abner  Wolf,  “Prenatal  factors  in  the  Causation 
of  Permanent  Disabilities  and  Defects  of  the 
Nervous  System,”  Columbia  LTniversity,  $8,208. 


and  Research  Conference  Psychosurgery,  New  York 
City,  $4,660. 

Training  grants  awarded  in  New  York  State  in- 
clude: American  Association  of  Psychiatric  Social 
Workers,  $13,000;  American  Association  of  Schools 
of  Social  Work,  $5,500;  Buffalo  University,  $1,360; 
Columbia  University,  $187,701;  Fordham  Univer- 
sity, $9,442;  National  League  of  Nursing  Educa- 
tion, $15,000;  New  York  Bureau  of  Child  Guid- 
ance, $5,000;  New  York  Psychoanalytic  Institute, 
$11,500;  New  York  State  Psychiatric  Institute, 
$4,000;  Presbyterian  Hospital  (Babies  Hospital), 
$7,086,  and  University  of  Rochester,  $39,944. 


CANCER  UPSETS  ALBUMIN 

A chemical  that  will  keep  egg  white  from  getting 
hard-boiled,  no  matter  how  long  you  heat  it,  and  the 
process  that  prevents  the  hardening,  form  the  basis 
of  a new  cancer  detection  test. 

How  the  test  is  made  and  the  significance  for 
cancer  fighting  of  the  underlying  chemistry  were 
explained  by  the  man  who  developed  the  test,  Dr. 
Charles  B.  Huggins,  University  of  Chicago  professor 
of  surgery. 

“The  important  thing,”  Dr.  Huggins  said,  “is 
that  the  presence  of  cancer  in  an  individual  upsets 
the  mechanism  of  serum  albumin.  The  person  with 
cancer  makes  a defective  albumin.” 

Albumin  is  seen  most  frequently  by  the  lay  person 
in  the  white  of  the  egg  he  eats  for  breakfast.  But 
albumin,  which  is  a protein,  is  also  present  in  blood 
serum.  Scientists  think,  from  present  evidence, 
that  the  blood  serum  albumin  is  manufactured  in 
the  liver.  When  cancer  develops,  according  to  the 
theory,  it  depresses  the  liver’s  synthetic  activity  so 
that  it  makes  faulty  albumin. 

“The  chief  interest  in  this  whole  research,  more 
important  perhaps  than  the  detection  test  itself,  is 
what  light  the  disturbed  albumin  casts  on  the 
general  nature  of  the  disease  we  call  cancer,”  Dr. 
Huggins  emphasized. 

The  cancer  detection  test  shows  that  the  blood 
serum  has  this  faulty  albumin.  Here  is  how  it 
works: 

Thermal  coagulation  is  one  of  the  commonest 
everyday  operations  of  the  kitchen:  when  one  boils 
an  egg,  the  albumin  and  other  proteins  change  from 
a clear  liquid  to  an  opaque  solid  which  we  call  hard- 
boiled.  What  happens,  in  essence,  is  that  the  globe- 
shaped  molecule  of  egg  albumin  changes  to  a string- 
like, or  fibrous,  state.  Accompanying  this  unfolding 
there  is  a liberation  of  sulfhydryl,  that  is  sulfur- 
hydrogen  groups  which  previously  had  been  coiled 
in  the  globular  protein  and  upon  liberation  of 
hydrogen  a sulfur-to-sulfur  bonding  takes  place. 

That  is  the  chemical  language  for  hard-boiled 
eggs.  When  human  serum  is  heated  in  a tube  of 
boiling  water,  the  same  process  takes  place — solidi- 
fication, cloudiness,  and  the  formation  of  sulfur-to- 


sulfur  bridges  to  form  a three-dimensional  lattice. 
Iodoacetic  acid  is  used  in  the  test.  This  chemical 
compound  at  neutrality,  provided  a minimum 
quantity  is  present,  has  the  peculiarity  of  preventing 
coagulation  of  egg  white  and  also  of  human  serum; 
no  matter  how  long  they  are  heated,  neither  of  these 
protein  solutions  becomes  hard-boiled. 

If  somewhat  less  than  the  minimum  quantity  of 
iodoacetic  acid  is  added  to  egg  albumin  or  human 
albumin  and  the  mixture  is  Boiled,  a very  curious 
effect  is  observed.  The  albumin  coagulates  but  does 
not  become  cloudy:  instead  a translucent  glassy 
state  occurs.  The  hard-boiled  proteins  have  rub- 
bery elastic  qualities  and  may  be  stretched  con- 
siderably and  will  recoil  when  tension  is  released. 
But  the  strangest  property  is  their  translucency: 
they  are  so  glassy  that  one  can  read  a newspaper 
through  the  hard-boiled  proteins. 

The  opacity  of  serum  or  of  a hard-boiled  egg  is  due 
to  the  cross  linkages  of  sulfur  atoms  and  its  “hard- 
ness” is  due  to  arrangement  in  parallel  bundles  of 
amino  acid  polymers  of  rather  long  length.  Iodo- 
acetic acid  first  blocks  the  side  chain  binding  and  in 
larger  amount  prevents  the  formation  of  long  chains, 
hence  the  protein  remains  liquid.  The  serum  of  most 
cancer  patients  requires  far  less  iodoacetic  acid  to 
prevent  coagulation  by  heat  than  the  serum  of 
normal  persons. 

That  is  the  background  to  Dr.  Huggins’  develop- 
ment of  what  is  for  all  practical  purposes  a simple, 
cheap,  and  reasonably  sure  blood  test  for  cancer. 
In  the  experimental  series,  the  test  has  been  made  on 
almost  300  persons,  divided  equally  between  cancer 
patients,  apparently  healthy  persons,  and  patients 
with  diseases  other  than  cancer. 

The  test  proved  positive  for  all  cancer  patients, 
negative  for  all  normal  persons,  and  negative  for  all 
other  patients  except  those  with  lung  tuberculosis 
and  massive  acute  infections. 

Doctors  won’t  be  able  to  give  this  test  today  or 
tomorrow.  It  may  be  months  before  arrangements 
can  be  made  for  its  wider  trial  and  still  later  before  it 
becomes  generally  available. — Science  News  Letter, 
May  28,  1949 
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That  vitamin  A in  aqueous  solution  is  more  readily  and  more  fully  absorbed  and 
utilized  than  vitamin  A in  oily  solutions  (such  as  percomorph  liver  oils)  is  now 
amply  confirmed.* 

Substantially  higher  blood  and  liver  levels  are  obtained  with  aqueous  solutions  of 
vitamin  A,  while  loss  through  fecal  excretion  is  only  l/5th  that  of  vitamin  A given 
in  oil  solution 


100%  natural  vitamins  D and  A 
in  aqueous  solution  . . . 
the  original  aqueous 
multi-vitamin  solution 
marketed  since  19 A3. 


Each  0.6  cc. 
as  marked  on  dropper 
supplies: 


In  aqueous  solution  . . . contains  no  alcohol 
Perfect  miscibility  with  infant’s  formula, 
milk,  etc.;  no  fish  taste  or  odor. 

*Send  for  sample  and  literature 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 

250  E.  43rd  St.,  New  York  17,  N.Y. 


Vitamin  A 

5,000  U.S.P.  Units 

Vitamin  D 

1,000  U.S.P.  Units 

Ascorbic  Acid 

50  mg. 

Thiamine 

1 mg. 

Niacinamide 

5 mg. 

Riboflavin 

04  mg. 

Pyridoxine 

0.1  mg. 

Pantothenic  Acid 

2 mg. 

vi-syneral  vitamin  drops 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1949—22,295 


County 

Albany 

Allegany 

Bronx. . 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer. . . 
Richmond. . . . 

Rockland 

St.  Lawrence. 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 

Wyoming 

Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan.  . .Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . .Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 
Ii.  C.  Hagaman . . . G lo vers vi lie 

S.  J.  Geraee Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till  . . . Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese  . . . .Baldwin 
John  J.  H.  Keating.  .New  York 
J.  A.  D’Errico  Niagara  Falls 
W.  C.  Schintzius.  . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall . . . .Cold  Spring 
Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race  . .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth  . Cobleskill 
JosephY. Roberts  WatkinsGlen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 


A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby ..  Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

Iv.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak ....  Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon.  . . .Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . Rockville  Centre 

B.  W.  Hamilton. . . .New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury.  . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht. Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson .Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Alban}’ 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

YV.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill...  Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge.  . . .Rochester 
Harry  Lebman ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. ..  .Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

A.  Leikensohn  . .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt . Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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ANTI-ANEMIA  FACTOR 

...  in  Pure,  Crystalline  Form 


Vitamin  B12,  isolated  in  the  Merck 
Research  Laboratories,  is  available  as 
Cobione*  (Crystalline  Vitamin  B12  Merck). 
Cobione  has  been  proved  by  clinical  studies 
to  exert  high  hematopoietic  activity  in  the 
treatment  of 

★ PERNICIOUS  ANEMIA  (uncomplicated) 
★ PERNICIOUS  ANEMIA  with  neurologic 
complications 

★ PERNICIOUS  ANEMIA  in  patients 
sensitive  to  liver  preparations 
★ NUTRITIONAL  MACROCYTIC  ANEMIA 
due  to  Vitamin  B12  deficiency 
★ MEGALOBLASTIC  ANEMIA  OF 
INFANCY  (certain  cases) 

★ SPRUE  (tropical  and  nontropical) 


Smear  showing  megaloblastic  bone  marrow 
of  patient  with  pernicious  anemia 
before  treatment  with  Cobione 


COBIONE: 

• A pure,  crystalline  compound  of  extremely  high 
potency. 

• Effective  in  extremely  low  doses,  because  of  its 
high  potency. 

• May  be  administered  subcutaneously  or  intra- 
muscularly in  precise  dosage,  because  it  is  a pure, 
crystalline  compound. 

• No  known  toxicity  in  recommended  dosages. 

• Supplied  in  ampuls  of  1 cc.  of  saline  solution  of 
Cobione,  each  cc.  containing  15  micrograms  of 
Crystalline  Vitamin  B12. 

Literature  available  on  request. 


*Cobione  is  the  trade- 
mark of  Merck  & Co., 
Inc.  for  its  brand  of 
CrystallineV  itaminB 


Bone-marrow  smear  from  same  patient 
ninety  hours  after  a single  injection 
of  0.025  mg.  of  Cobione 


TRADE-MARK 


VITAMIN  B12  MERCK) 


MERCK  & CO.,  Inc. 


*-4{anufizc£utin<p  RAHWAY,  N.  J. 


1978 


ESTIVIN 

Intraocular  means  of  uwlme 

Prompt,  safe  symptomatic  relief  of  the 
distressing  hay  fever  symptoms  — sneez- 
ing, nasal  discharge,  eye  itching,  lacri- 
mation,  etc.  — is  effectively  secured  by 
Estivin. 

One  drop  in  each  eye  upon  arising, 
one  before  breakfast,  and  one  after 
breakfast,  will  usually  keep  the  sufferer 
comfortable  well  into  the  morning. 
Estivin  does  not  cause  drowsiness,  or 
depression,  thus  permitting  application 
whenever  indicated. 

Schieffelin  8 


hay  fever 


Literature  and  sample 
on  request 


Pharmaceutical  and  Research  Laboratories 
16  Cooper  Square  • New  York  3,  N.  Y 


AIR  FORCE  MEDICAL  SERVICE  ESTABLISHED 


Organization  of  the  United  States  Air  Force 
Medical  Service  within  the  Department  of  the  Air 
Force  has  been  announced  by  General  Hoyt  S. 
Vandenberg,  Air  Force  Chief  of  Staff.  Major 
General  Malcolm  C.  Grow,  surgeon  general  of  the 
Air  Force,  who  heads  the  medical  service,  will  report 
directly  to  General  Vandenberg. 

Highlight  of  the  plan  for  the  sex-vice  is  the  pro- 
vison  assuring  career  opportunities  for  personnel. 
Housing  for  medical  officers  and  their  families, 
stability  of  assignment,  and  opportunities  for  medi- 
cal and  scientific  advancement  are  features  of  the 
plan. 

The  plans  are  designed  to  correct  major  objections 


of  professional  people  to  a career  in  the  armed 
forces.  Medical  officers  will  be  given  every  op- 
portunity to  pursue  their  specialties,  and  doctors 
and  dentists  who  volunteer  to  serve  for  more  than 
one  year  will  continue  to  receive  the  extra  $100 
a month.  Officers,  nurses,  and  enlisted  technicians 
who  qualify  and  are  assigned  flying  duties  will 
receive  additional  hazard  pay. 

The  service  will  be  manned  by  both  regular  and 
reserve  officers,  reserve  officers  having  the  preroga- 
tive of  serving  limited  periods  of  active  duty. 
Civilians  desiring  regular  or  reserve  commissions 
may  apply  directly  to  the  surgeon  general,  U.S. 
Air  Force,  Pentagon,  Washington,  D.C. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.t  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BUY 

SAVINGS  BONDS 


For 

Ar.ti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


f 


TL 


s&s 

Each  tablet  contain*:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil.  in  a high  activated  willow  charcoal  bate. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

t or  2 tablets  daily  •/;  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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TECH 


SPECIALIZING  IN 
EQUIPMENT  FOR 


PHYSICAL  THERAPY 
and  REHABILITATION 


WRITE  OR  PHONE  TO 


PHONE  - WISCONSIN  7-5644 


LOW-VOLT  GENERATORS 
HYDROGALVANIC  UNITS 
SHORTWAVE  DIATHERMY 


Ultraviolet  and  Infrared  Lamps 
Dierker  Colonic  Apparatus, 

Shock  Therapy  Units,  Whirlpools, 

Or.  Newman's  Thermo-Flo,  and  other 
Physical  Therapy  Apparatus. 

let  us  help  you  select  the  equipment 
best  suited  for  your  needs. 

Trade-ins  — New  and  Used 
Equipment  — Repairs  — Service._ 


TECA  CORPORATION 

220  West  42nd  St  , New  York  18,  N.Y. 


fi  m 

FOOTWEAR 

FOR 

AU 

THE 

FAMILY 


flitting 

PEDIFORME 

AEG.  U.S.  PAT.OFP.. 


CO. 


It  is  Pediforme’s  Policy  . . . 

To  act  only  as  your  technician  when  making  cor- 
rective alterations  on  shoes  in  accordance  with 
your  prescription. 

To  be  fair  with  your  patient  when  charging  for 
alterations  made. 

To  maintain  an  accurate  record  on  all  patients  re- 
ferred to  us  and  acknowledge  all  prescriptions 
filled. 

We  would  be  pleased  to  receive  your  recommenda- 
tion and  assure  you  of  our  complete  cooperation. 
MANHATTAN— 34  WEST  36  STREET 
BROOKLYN  — 2 8 8 LIVINGSTON  STREET 
FLATBUSH—  8 4 3 FLATBUSH  AVENUE 
HEMPSTEAD  NEWROCHELLE 

HACKENSACK  EAST  ORANGE 


2 Hanger  Legs = Independent  Living 

A double  amputee,  Harvey  A.  Macy,  says:  "The 
pair  of  Hip  Control  AK  Hanger  Limbs  are  as  near 
perfect  as  I believe  an  artificial  leg  can  be.  I am 
satisfied  with  them  in  every  detail — looks,  com- 
fort, and  performance.  I drive  my  car  with  only 
one  added  feature,  a special  hand  throttle." 
Hanger  Artificial  Limbs  here  have  made  possible 
the  important  thing  for  every  amputee — returning 
to  self-reliant  daily  life.  Careful  fitting  and 
manufacture  have  done  the  same  for  thousands 
of  Hanger  Wearers  for  88  years. 

HANGER^mbs 

104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 

200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


B R I OS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 
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LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  inf ormation  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physioan-in-Charp. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi-  [f 

cal  profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


HOLBROOK  MANOR 


Five  Acrei  of  Pincwooded  Ground, 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4«75 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  forthe  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN.. 

45  minutes  from  N.  Y.  C.  Ola  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  Tel.  S-16S1 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 
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REAL  ESTATE  AND  BUSINESS  OPPORTUNITIES  CLASSIFIED 


PHYSICIANS’  PRINTED  SUPPLIES 


Medioo*  sanitary  dispensing  envelopes  (*Reg.  D.  3 Pat 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write. 
The  Medico  Press,  Millerstown,  Pa. 


Expert  Medical  Photos  2 for  $5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  records  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

MgjiAI  1834  Broadway— N y C 

/viatttu.  £>c*toot  circle  7.3434 

Licensed  by  the  State  of  New  York  


FOR  SALE 


At  sacrifice  11  room  house  3 baths  large  sleeping  porch,  3 car 
garage  with  2 rooms  three  acres  ground,  18  miles  Geo.  Wash- 
ington bridge  in  Ramapos,  terms  to  suit  owner,  suitable 
Doctor.  Siebold,  Ramsey,  New  Jersey  or  phone  Rector 
2-5400. 


FOR  SALE 


X-ray  100  M.A.  Kelley-Koett  Unit  including  horizontal 
fluoroscope,  separate  vertical  fluoroscope,  electric  timer,  tank, 
screens  and  other  accessories.  Box  324,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  Practice,  Queens,  N.  Y.  Established  two  years. 
Price  of  Equipment  only.  New  Equipment,  including 
x-ray.  Will  introduce.  Specializing.  Box  316,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Office  equipment.  Office  space  available  with  lease.  Can 
start  practice  immediately.  Box  323,  N.  Y.  St.  Jr.  Med. 


FOR  RENT  OR  FOR  SALE 


New,  well  equipped  Ophthalmologist’s  office  in  New  Fifth 
Avenue  Building.  For  rent  or  for  sale.  Call  Regent  7-0734. 


New  York  City — 206  East  15th  St.,  7 room  doctor's  office 
— apartment.  Doctor  retiring  after  25  years  practice  in 
present  location.  Will  also  sell  building.  Algonquin  4-4378. 


FOR  SALE 


Complete  office  equipment  with  x-rays  of  retired  well- 
known,  long  established  Urologist  near  downtown  Brooklyn. 
'Reasonably  priced.  Good  will  gratis.  Can  arrange  lease 
or  immediate  occupancy.  Box  321,  N.  Y.- St.  Jr.  Med. 


FOR  SALE  OR  FOR  RENT 


Ellenville,  N.  Y. — Deceased  doctor’s  home  and  office.  16 
years’  practice.  Excellent  location.  Summer  resort  and 
year  round  practice.  Center  of  town  and  main  high- 
way. Excellent  for  general  practitioner  with  knowlege  of 
surgery.  Hospital  open.  Mrs.  Miriam  T.  Akin,  119  So. 
Main  Street,  Ellenville,  N.  Y.  Tel.  710. 


FOR  RENT 


Rego  Park — Rent  Corner  House  for  professional  purposes 
— unfurnished — 2 blocks  subway;  20  minutes  New  York. 
BUckminster  2-0388. 


FOR  RENT 


Offices — 5 room  suite  and  solarium — also  3 room  suite. 
Opposite  theatre.  Will  alter  to  suit.  Carles  Professional 
Bldg.,  251  Post  Avenue,  Westbury,  L.  I. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 

. .$1.35 

3 Consecutive  times. 

. . 1.20 

6 Consecutive  times. 

. . 1.00 

12  Consecutive  times. 

. . .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 


Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 
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Have  a Coke 


The  pause  that  refreshes 


1983 


Neo-Synephrine  acts  quickly  to  relieve  the  distress  of  hay  fever, 
shrinks  the  engorged  mucous  membranes,  checks  hypersecretion, 
permits  free  breathing  and  promotes  comfort. 


It  is  notable  for  its 

• excellent  tolerance 

• relative  freedom  from  compensatory  congestion 

• lack  of  appreciable  interference  with  ciliary  action 

Its  effectiveness  is  undiminished  by  repeated  use  — insuring 
topical  relief  throughout  the  hay  fever  season. 


Nasal  Use:  Vi  % solution  (plain  and  aromatic),  1 ox.  bot- 
tles; 1%  solution,  1 ox.  bottles;  Vi%  water 
soluble  jelly,  Vt  oz.  tubes. 

Ophthalmic  Use:  Vt%  low  surface  tension,  aqueous  solution, 
isotonic  with  tears,  Vx  oz.  bottles. 


Ntw  You*  J3,  N.  Y.  Wfftoso ff,  Ont. 


Neo-Syneplume,  trademark  rag.  U.  $.  & Canada 
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now! 


the  2 safest 

combined 
in  palatable 

fluid  form 


sulfonamides 


“The  value  of  sulfonamide  mixtures  in 
reducing  crystalluria  and  renal 
complications  is  based  on  undisputed 
experimental  evidence.”1 
Eskadiamer  is  a combination  of 
the  two  safest  sulfonamides 
now  in  general  use — 
sulfamerazine  and  sulfadiazine. 


Children — and  adults  who  balk  at 
bulky  half-gram  tablets — take 
Eskadiamer  willingly  because  it  tastes 
good  and  is  easy  to  swallow.  Because 
Eskadiamer  is  so  unusually  palatable, 
it  is  particularly  useful  when  a 
prolonged  course  of  therapy  (as  in 
prophylaxis)  is  indicated. 

I.  Lehr,  D.:  Sulfonamide  Mixtures, 

J. A.M.A.  139:398  (Feb.  5)  1949 


Eskadiamer 


the  delicious  fluid  preparation  of  sulfamerazine  and  sulfadiazine 

Smith,  Kline  & French  Laboratories.  Philadelphia 


Each  5 cc.  (one  teaspoonful)  contains  (1.35  Gm.  (3.86  gr.)  microcrystalline  sulfa- 
merazine and  0.25  Gm.  (3.86  gr.)  microcrystalline  sulfadiazine — the  dosage  equiva- 
lent of  the  standard  0.5  Gm.  (7.7  gr.)  sulfonamide  tablet. 


30-DAY  TEST  REVEALED 


“Not  one  single  case  of 
throat  irritation  due  to 


smoking  CAMELS ! ” 


According  to  a Nationwide  survey: 


Yes,  that’s  what  throat 
specialists  reported  after 
making  weekly  examina- 
tions of  the  throats  of 
hundreds  of  men  and 
women  from  coast  to 
coast  who  smoked  Camels, 
and  only  Camels,  for  30 
consecutive  days. 


R.  J.  Reynolds 
Tobacco  Co., 
Winston-Salem, 

N.C. 


More  Doctors  Smoke  CAMELS 

than  any  other  cigarette 

Doctors  smoke  for  pleasure,  too!  When  three  leading  independent  research  organizations 
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Of  the  many  drugs  commonly  used  to  lower 
arterial  pressure  in  hypertension.  Biologically  Standardized 
veratrum  viride  (in  CRAW  UNITS*)  is  the  only  drug  that 
produces  a physiologic  fall  in  blood  pressure. 
Thus,  a prominent  feature  in  the  integrated  response  to  oral 
doses  of  veratrum  viride  in  CRAW  UNITS  is  a reduction  in 
peripheral  resistance  without  compromise  of  circulation 
and  without  disrupting  circulatory  equilibrium. 

VERATRITE  represents  a practical  modification  of 
this  effective  hypotensive  drug  for  everyday  management  of 
the  mild  and  moderate  cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of  therapeutic  safety  and  complete 
simplicity  of  administration  are  specific  advantages  of 
Veratrite  therapy.  Each  Veratrite  Tabule  contains:  Biologically 
Standardized  veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain;  phenobarbital  !4  grain. 
Samples  and  literature  on  request. 


* a research  development 
of  the  Irwin  - Neisler 
Laboratories 


IRWIN,  NEISLER  & COMPANY 


DECATUR,  ILLINOIS 
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AT  WORK! 

This  is  one  of  a series  of 
! eighteen  diathermy  treat- 
! ment  photos  included  in  a 
new  booklet,  “Heat  Where 
You  Want  It”.  SEND  FOR 
YOUR  FREE  COPY  TO- 
DAY! 
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Cincinnati  2,  Ohio 
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BAXTER 


Protein  Hydrolysate  ffo0 


S;‘  Protein  Hydrolysate  w/v,  S%  Dextrose  »'* 
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an  aid  to 

Sedation 


Many  investigators  have  reported  the  value 
of  parenteral  alcohol  in  operative  cases  as 
a sedative  and  analgesic,  substituting  for 
opiates  and  so  eliminating  undesirable  side 
effects.  In  introducing  this  solution  of  5% 
Protein  Hydrolysate  w/v,  5%  Dextrose  w/v, 
and  7.5%  Alcohol  v/v,  Baxter  Laboratories  offer 
a single  solution  which  provides  protein 
nourishment,  caloric  value  and  sedation. 

protein  and 


product  of 

BAXTER  Laboratories 
Morton  Grove,  Illinois 
Acton,  Ontario 


caloric 

requirements 

with  minimum  fluid  infusion  In  many  cases  where 
nutrition  must  be  provided  parenterally, 
it  has  been  difficult  to  provide  sufficient 
calories  without  too  much  fluid.  In 
addition  to  its  analgesic  value,  this  solution 
provides  a richer  available  source  of  energy 
than  dextrose  and  protein  digest  solutions. 
Each  1000  cc.  provides  800  calories. 


Write  today  for 
1 6-page  booklet 
giving  deta  iled 
information 
on  Protein 
Hydrolysate, 
Baxter. 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DISTRESSED  LUNGS 


DUBIN  AMINOPHYLLIN 

ACTIVE  DIURETIC  » MYOCARDIAL  STIMULANT  j 
BRONCHIAL  RELAXANT 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-'Stokes  Respiration, 


TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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it's  simple,  sure, 
easy  to  operate 


you  change  easily 
^j^from  radiography 
to  fluoroscopy 
(or  vice  versa) 


vertical  or  horizontal 

(full  length  of 
head  and  torso) 


it's  low-priced  at  $1495 

<mm|  above  oil, it's 


x-ray 


S Kui  X-WW  needs 

• »j.,  1 

|oa  ( — and  hu/ 

budget/ ioo  • 

it's  a^dtar‘7^ef«c>r’  * 


"I  want  to  be  able  to  screen  a chest  or  an 
extremity  whenever  it  seems  indicated. 
I want  to  be  able  to  radiograph  a chest 
as  part  of  every  physical  exam  ination  I make  — espe- 
cially of  new  patients.  I want  to  be  able  to  fluoroscope 
and  radiograph  suspected  fractures  in  the  occasional 
emergency  cases  that  come  to  my  office. 

I can  do  all  that  and  more,  quickly  and  easily  with 
the  Picker  'Meteor.’  Its  15  MA  capacity  is  ample  for 
my  needs.  I’ve  had  no  trouble  finding  room  for  it, 
because  it  doubles  as  an  examination  table.  It’s  a 
quality  unit,  made  by  Picker  X-Ray  . . . they’re  the 
people  who  built  the  Army  Field  X-Ray  Unit  we 
both  worked  with  during  the  war.  And  it  certainly 
is  easy  on  my  budget . . . cost  far  less  than  I thought 
I’d  have  to  lay  out  for  such  fine  equipment.” 

Maybe  your  situation  parallels  Dr.  Jones’  ...  or  maybe 
it’s  altogether  different.  In  any  case,  you  can  depend  on  the 
local  Picker  representative  for  unbiased  advice,  because 
the  Picker  line  is  a full  line,  embracing  apparatus  in  every 
range,  for  every  purpose. 

’patents  pending 


justckrfWs 


jot  Picker  "Meteor”  on  a prescription 
blank,  and  send  it  to  us  for  details. 
Or,  if  you  prefer,  call  in  your  local 
Picker  representative  for  the  story. 

PICKER  X-RAY  CORP. 

300  Fourth  Ave..  New  York  10,  N.  Y. 
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The  choice  in  iron  deficiency 


OVOFERRIN 


As  an  effective,  acceptable  hematinic,  Ovoferrin  satisfies 
the  most  rigid  requirements ...  at  all  ages  and  in  all  con- 
ditions where  iron  is  indicated.  Since  it  is  palatable  and 
easily  assimilated  without  untoward  side  effects,  it  is  a 
selection  of  choice  for  . . . 

fhe  build-up  without  a let-down 

MAINTENANCE  DOSAGE  % THERAPEUTIC  DOSAGE 

For  Adults  and  Children:  One  ADULTS:  One  tablespoonful  3 or 
teaspoonful  2 or  3 times  a day  4 times  daily  in  water  or  milk, 
in  water  or  milk.  CHILDREN:  One  to  2 teaspoon- 

fuls 4 times  daily  in  water  or  milk. 

Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

“ Ovoferrin " is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 
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In  Congestive  Heart  Failure 


beoadcin 

Theobromine-calcium  salicylate  Council  Accepted 


W BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY. 


Diuretic  and  Myocardial  Stimulant 

7J/2  grain  tablets  and  powder.  Dose:  1 to  3 tablets  repeated 
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Announcing  the  new  S.K.F.  Inhaler! 


BENZEDREX  INHALER 

So  much  better  that 

we  have  discontinued  ' Benzedrine ’ Inhaler 


'BENZEDREX’  INHALER  is  such  a major  improvement  that  we  are  actu- 
ally withdrawing  'Benzedrine’  Inhaler  from  the  market. 

The  active  ingredient  of  BENZEDREX  INHALER  is  1 -cyclohexyl-2  -methyl- 
aminopropane,  a new  S.K.F.  compound.  It  has  exactly  the  same  agree- 
able odor  as  Benzedrine*,  gives  even  more  effective  and  prolonged 
shrinkage,  and  does  NOT  produce  excitation  or  wakefulness. 

We  are  sure  you  will  find  that  BENZEDREX  INHALER  is  the  best  volatile 
vasoconstrictor  you  have  ever  used. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*'Benzedrine’  (racemic 
amphetamine,  S.K.F.) 
and  'Benzedrex’ 

T.M.  Reg.  U.S.  Pat.  Off. 

Each  Benzedrex  Inhaler 
is  packed  with  1-cyclohexyl- 
2-methylaminopropane,  S.K.F., 
2 50  mg.;  and  aromatics. 
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“Results  with  Chlorophyll  Therapy 
in  40  Cases  of  Dermatoses” 


Excerpts  from  a clinical  paper  by  W.  D.  Langley,  M.  D.,  and  W.  S.  Morgan,  M.  D., 
published  in  The  Pennsylvania  Medical  Journal,  51:44,  1947.  This  clinical  investi- 
gation was  conducted  in  the  Guthrie  Clinic  and  Robert  Packer  Hospital,  Sayre,  Pa. 


The  following  synopsis  provides  physi- 
cians a convenient  review  of  the  clinical 
experience  of  Drs.  Langley  and  Morgan 
with  Chloresium  chlorophyll  therapy  in 
the  treatment  of  acute  and  chronic  der- 
matoses. It  quotes  their  reasons  for  un- 
dertaking the  investigation  . . . describes 
the  subjective  and  objective  effects  of  the 
treatment  . . . and  summarizes  the  final 
results.  This  report  is  one  of  an  extensive 
series  of  published  papers  on  Chloresium 
chlorophyll  therapy;  reprints  are  avail- 
able on  request. 


Why  this  investigation  was  undertaken 

“Following  the  recent  experimental  work 
on  water-soluble  chlorophyll  proving  it  to 
be  a tissue  stimulant  which  resulted  in  the 
suggestion  that  this  drug  might  be  found  of 
value  in  the  treatment  of  osteomyelitis, 
burns,  and  chronic  ulcers,  it  was  thought 
worthwhile  to  employ  this  substance  in  a 
series  of  such  cases  in  an  attempt  to  cor- 
roborate clinically  the  experimental  find- 
ings. It  was  while  this  seriesf  was  in  prog- 
ress that  we  first  became  aware  of  the  value 
of  water-soluble  chlorophyll* *  in  the  treat- 
ment of  certain  dermatoses  . . . 

“Chlorophyll  (Chloresium)  was  used  more 
or  less  in  desperation  when  other  measures 
had  failed  to  relieve  the  subjective  symp- 
toms and  objective  manifestations  of  several 
cases  of  dermatoses  of  varied  type.  We  knew 
from  our  own  previous  experience  and  from 
the  literature  that  chlorophyll  was  bland  in 
its  effect  on  the  skin.  We  did  not  anticipate 
in  any  measure,  however,  the  degree  of 
beneficial  effect  produced  by  chlorophyll . . . 

Selection  of  cases  and  controls 

“During  a period  of  six  months,  from 
February  to  July,  1946,  we  treated  40  der- 


matologic cases,  the  majority  of  which  had 
proved  highly  resistant  to  all  previous  treat- 
ment (see  Table)  . . . 

“Eight  patients  having  bilateral  involve- 
ment were  used  as  control  cases.  In  each 
instance  one  extremity  showed  decided 
improvement  upon  treatment  with  water- 
soluble  chlorophyll,  whereas  signs  and  symp- 
toms persisted  as  before  in  the  extremity 
treated  with  substances  other  than  chloro- 
phyll, such  as  Burrow’s  solution,  Calamine 
lotion,  starch  baths,  and  boric  acid  oint- 
ment or  compresses. 

“Five  cases  were  treated  with  the  water- 
soluble  ointment  base  alone,  but  were  not 
improved.  These  later  responded  to  chloro- 
phyll therapy. 

Relief  of  itching  and  burning 
“One  of  the  most  gratifying  results  of 
treatment  with  water-soluble  chlorophyll 
was  its  ability  to  relieve  itching  and  burning. 
This  effect  was  observed  almost  immediately 
and  was  usually  sustained  for  ten  or  twelve 
hours  after  the  initial  applications. 

Objective  results 

“The  objective  response  seen  over  the  in- 
volved areas  proved  to  be  no  less  dramatic 
than  the  palliation  of  symptoms  afore- 
described.  In  many  of  the  acute  cases,  areas 
which  were  highly  erythematous,  swollen, 
and  weeping  before  application  of  water- 
soluble  chlorophyll  ointment  were  found  to 
be  greatly  improved  within  ten  to  twelve 
hours.  The  absence  of  oozing  after  this 

period  of  time  was  most  impressive Skin 

tenderness  which  in  some  of  our  cases  had 
been  severe  was  relieved  overnight  . . . 


fThe  favorable  findings  from  this  study  were  presented  (in  a 
report  “Treatment  of  Chronic  Ulcers  with  Chlorophyll,”  in 
the  Am.  J.  Surgery,  April,  1948.) 

*The  water-soluble  chlorophyll  preparations  used  in  this 
study  were  supplied  by  Rystan  Company,  Inc.,  Mt.  Vernon, 
N.  Y.  They  are  marketed  under  the  name  “Chloresium” 
Solution  [Plain]  and  Ointment. 
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SUMMARY  TABLE 


Diagnosis 

No.  of 
Cases 

Duration 

Previous 

Treatment 

Results  from  Water- 
Soluble  Chlorophyll 
Ointment 

Statistics  and 
Healing  Time 

Contact  dermatitis 

8 

Two  weeks  to 
eighteen 
months 

Cold  boric  acid  and 
starch  wet  dressings; 
calamine  lotions 

Relief  of  itching  in  all 
cases;  progressive  ob- 
jective improvement; 
decreased  weeping, 
erythema,  edema  in 
acute  cases;  in  chronic 
type,  there  was  soft- 
ening of  skin  and  loss 
of  lichenification;  re- 
moval of  crusts 

All  cases  clinically  cured  : 
5 within  10  days,  2 
within  2 weeks,  1 
within  1 month 

Stasis  dermatitis 

13 

One  to  eighteen 
months 

Cold  boric  acid  and 
starch  wet  dressings; 
penicillin  ointment 
and  bland  ointments 

Relief  of  itching  and 
burning  in  all  cases; 
progressive  objective 
improvements 

12  cases  clinically  cured: 
6 within  10  days,  5 
within  3 weeks,  1 with- 
in 6 weeks.  Noobjective 
improvement  in  1 case 

Neurodermatitis 

5 

Three  to 
eighteen 
months 

Cold  boric  acid  and 
starch  wet  dressings; 
x-rays,  ultraviolet 
radiations,  and  bland 
ointments 

Relief  of  itching  and 
burning  in  all  cases; 
diminished  erythema, 
weeping,  edema,  crust- 
ing 

All  cases  showed  sus- 
tained improvement; 
3 cases  clinically  cured 
within  2 weeks;  2 cases 
showed  much  improve- 
ment 

Seborrheic 

dermatitis 

3 

Two  weeks  to 
one  year 

Cold  wet  dressings;  pen- 
icillin ointment  (one 
case,  no  previous 
treatment) 

Relief  of  itching;  dimin- 
ished erythema,  ede- 
ma, weeping,  crusting 

All  cases  clinically  cured 
within  2 weeks;  1 case 
within  2 days 

Exfoliative 

dermatitis 

2 

Twelve  to 
eighteen 
months 

Zinc  oxide;  penicillin 
ointment;  cold  wet 
dressings 

Diminished  erythema, 
edema,  weeping,  scal- 
ing, crusting 

Both  cases  clinically 
cured:  1 case  within  2 
weeks 

Infantile  eczema 

2 

One  to  three 
months 

Boric  acid  ointment  and 
penicillin  ointment 

Relief  of  itching;  dimin- 
ished erythema,  weep- 
ing, crusting 

Both  cases  clinically 
cured:  1 case  within  1 
week 

Sycosis  vulgaris 

3 

Two  weeks  to 
eight  years 

Penicillin  ointment; 
x-rays 

Relief  of  itching;  dimin- 
ished erythema,  weep- 
ing, crusting 

2 cases  improved;  1 
showed  no  objective 
improvement 

Pyogenic  fungus 

1 

Six  months 

Local  applications  of 
unknown  type 

Good 

Healed  in  7 days 

Nummular  eczema 

1 

Six  months 

Local  applications 

Poor 

None 

Psoriasis 

1 

Twelve  years 

Numerous  local  appli- 
cations 

Good  symptomatic 
relief 

No  effect  on  lesions  in  30 
days 

Moniliasis  of  vulva 

1 

Three  years 

X-ray  therapy; 

estrogens;  antipruritic 
application 

Relief  of  itching  and 
burning;  was  dra- 
matic in  48  hours 

Almost  complete  healing 
in  2%  mos. 

“In  no  patient  in  this  series  of  derma- 
tologic problems  treated  with  water-soluble 
chlorophyll  has  there  been  any  evidence  of 
toxicity  or  allergic  reaction.” 

CONCLUSIONS 

“ Of  40  cases  treated  with  water-soluble  chloro- 
phyll (Chloresium),  all  experienced  relief  of 
itching  and  burning.  Thirty-six  cases  or  90 
per  cent  showed  decided  improvement  objec- 
tively. Four  or  10  per  cent  were  not  improved. 

“Of  the  36  cases  showing  response  to  treat- 
ment with  chlorophyll,  32  or  88.8 per  cent  have 


Chloresium 


Solution  (Plain);  Ointment; 

Nasal  and  Aerosol  Solutions 

Therapeutic  chlorophyll  preparations 

Ethically  promoted  — at  all  leading  drugstores 


been  completely  relieved  of  the  present  attack. 
Four  continue  to  improve  under  chlorophyll 
therapy. 

“Of  the  40  cases,  31  or  77.5  per  cent  had 
been  active  for  one  month  or  longer.  Nine  cases 
varied  in  duration  from  one  to  three  weeks." 

Mail  coupon  below  for  the  complete  reprint 
and  clinical  samples  of  Chloresium. 


RYSTAN  COMPANY,  INC.,  Dept.  SG-5 
7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 

Please  send,  without  obligation,  reprint  of  the 
paper  by  Drs.  Langley  and  Morgan  on  Chloresium 
chlorophyll  therapy  and  clinical  samples. 


Dr.. 


Street. 


City. 


Zone State. 
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PROGRESS  REPORT  ON 
NEW  ANTIANEMIC  AGENT 


TN  1946,  observers2,3  noted  that  striking  results  could  be 
A expected  from  the  treatment  of  hypochromic  anemia  with 
molybdenized  ferrous  sulfate  (Mol-Iron). 

Subsequently  a two-year  investigation4  of  Mol-Iron  was 
initiated  in  anemia  of  pregnancy — a relatively  resistant  type 
of  anemia. 

The  investigators,  Chesley  and  Annitto,  working  at  the 
Margaret  Hague  Maternity  Hospital,  reported: 


. . molybdenized  ferrous  sulfate  produced  a substantially 
more  rapid  therapeutic  response  than  ferrous  sulfate,  the 
difference  in  response  being  statistically  significant.  Addi- 
tion to  ferrous  sulfate  of  either  liver-stomach  extract  or  folic 
acid  did  not  potentiate  the  action  of  the  iron  salt.” 


REFERENCES: 


1 . Dieckmann,  W.  J.,  and  Priddle,  H.  D. : Anemia  of  Pregnancy  Treated  with  Molybdenum- 
Iron  Complex,  American  J.  Obst.  & Gynec.  .57:541-546  (March)  1949. 

2.  Healy,  J.  C. : Hypochromic  Anemia:  Treatment  with  Molybdenum-Iron  Complex, 
Journal-Lancet  66:218-221  (July)  1946. 

3.  Neary,  E.  R.:  Use  of  Molybdenized  Ferrous  Sulfate  in  Treatment  of  True  Iron  Defi- 
ciency Anemia  of  Pregnancy,  Am.  J.  M.  Sc.  212: 76-82  (July)  1946. 

4.  Chesley,  R.  F.,  and  Annitto,  J.  E.:  Evaluation  of  Molybdenized  Ferrous  Sulfate  in  the 
Treatment  of  Hypochromic  Anemia  of  Pregnancy,  Bulletin  of  the  Margaret  Hague 
Maternity  Hospital  1:6 8-75  (Sept.)  1948. 

5.  Kelly,  H.  T. : Gastro-Intestinal  Intolerance  to  Orally  Administered  Iron,  Pennsylvania 
M.  J.  51: 999  (June)  1948. 
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"Results  with . . . molybdenum-iron  complex. . . 
striking . . . increases  in  hemoglobin . . . 
dramatic . . . rapid . . . ” 1 


Now  Dieckmann  and  associates1,  following  extensive  con- 
trolled studies  in  pregnant  patients,  state: 


"We  have  never  had  other  iron  salts  so  efficacious  in  preg- 
nant patients.  . . Our  results  with  the  molybdenum-iron 
complex  have  been  . . . striking  . . . increases  in  hemoglobin 
were  . . . dramatic  and  . . . rapid  ...” 


—And  Mol-Iron  is  remarkably  well  tolerated.  Typical  of  the 
findings  of  other  investigators,  Kelly5  reports  that  90%  of 
his  test  patients  who  had  previously  been  unable  to  tolerate 
other  iron  preparations  were  satisfactorily  maintained  on 
molybdenized  ferrous  sulfate. 


^JVJol-ifon 


Tablets,  Liquid 


MOLYBDENIZED  FERROUS  SULFATE 


a specially  processed,  co-precipitated,  stable  complex  of  molybdenum  oxide  3 mg. 
(1/20  gr.)  and  ferrous  sulfate  195  mg.  (3  gr).  Recommended  adult  dosage:  2 Tab- 
lets, t.i.d.  Available  in  bottles  of  100  and  1000  Tablets  and  in  a highly  palatable 
Liquid,  in  bottles  of  12  fluid  ounces  (each  teaspoonful  equivalent  to  one  Tablet). 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


How  Par-Pen’s  double  action 

helps  you  fight  intranasal  infection 


Par-Pen  provides: 


Par-Pen  provides: 


1.  The  more  rapid,  more  prolonged  shrinkage  of 
Council-accepted  Aqueous  Solution  Paredrine  Hydrobromide. 
The  Paredrine  promotes  ventilation  and  drainage 

and  thus  facilitates  bacteriostasis 
at  the  site  of  infection. 

2.  The  potent  antibacterial  action  of  crystalline 
sodium  penicillin — 500  units  per  cc., 

the  optimal  concentration  for  intranasal  use. 

Par-Pen  does  not  inhibit  ciliary  action; 
and  it  does  not  irritate  nasal  mucosa. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

Par-Pen  is  packaged  in  1 fluid  ounce  bottles. 
Crystalline  sodium  penicillin,  500  units  per  cc.,  in 
Aqueous  Solution  'Paredrine’  Hydrobromide  1%. 


Par-Pen 


the  penicillin-vasoconstrictor 


combination  for  intranasal  use 


2001 


Essential 
food 
factors 

Several  decades  ago,  vitamins, 
minerals,  and  other  noncaloric  but 
useful  components  of  the  diet  were 
known  as  "accessory  food  factors.” 
Today,  it  is  recognized  that  these  acces- 
sory factors  are  in  fact  essential  factors. 


LABORATORIES  DIVISION 


Gjananud 


AMERICAN 


COMPANY 


30  ROCKEFELLER  PLAZA 
NEW  YORK  20.  N.Y. 


Hypernutrition  aids  the  recovery 
process  and  tends  to  hasten  tissue 
repair.  Vitamin  A,  vitamin  D,  thiamine 
(Bj),  riboflavin  (B2),  niacinamide, 
ascorbic  acid  (C)  and  folic  acid  have 
enjoyed  wide  usage  for  convalescent 
and  reparative  states. 


Lederle  has  consistently  advocated  such 
use  of  the  vitamins. 


**  Pabalate  Liquit 

From  laboratory  dream  to  clinical  reality— that's  the  story  of  Robins'  nt 
anti-rheumatic  Pabalate,  the  unique  combination  of  para-aminobenzoic  acid  and  sodii 
salicylate  which  provides  higher  salicylate  blood  levels  on  lower  salicylate  dosac 
Now,  further  implementing  the  clinical  value  of  this  important  new  formula,  Robins  offers  anotf 
outstanding  research  development:  easily-administered,  pleasant-tasting  Pabalate  Liqui 
With  Pabalate  Tablets  and  Liquid,  the  physician  can  now  more  effectively  treat  patients  w 
rheumatic  fever  or  other  rheumatic  disease,  at  all  age  levels— from  infancy  to  old  ac 

FORMULA'  Sodium  salicylate  and  Para-aminobenzoic  acid  (as  sodium  salt)  of  ea> 
(5  gr.)  0.3  Gm.  in  each  5 cc.  (1  teaspoonful)  of  a chocolate  flavored  liquid,  or  an  enteric  coated  tabl 

INDICATION  Rheumatoid  arthritis;  acute  rheumatic  fever;  fibrositis;  gout;  osteo-arthri 

DOSAGE  Average  adult  dose:  two  teaspoonfuls  or  two  tablets,  three  times  dai 
Dosage  for  children  proportional  to  age  and  severity  of  conditif 

A.  H.  ROBINS  CO.,  INC.  Richmond  20,  virgin 

Ethical  Pharmaceuticals  of  Merit  since  18 

For  higher  salicylate  blood  levels 
on  lower  salicylate  dosage— 


fc  ^ 


id  administered  (24gm. daily) 


i-aminobenzoic  acW 
cylate  administered  (IQgm. daily)  ^ 
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I.  Spies,  T.  D.,  J.A.M.A.,  122:911,  (July  31)  1943.  2.  Jollitte,  N., 
and  Smith,  J.  J.  Med.  Clin.  No.  Amer.,  27:567,  (Mar.)  1943. 
3.  Jollifie,  N..  J.A.M.A.,  129:613,  (Oct.  27)  1945.  4.  Cayer,  D., 

J. A.M.A.,  132:558,  (Nov.  9)  1946. 


literature  and  samples  on  request 


original  contribution  by  MARVIN  R.  THOMPSON,  INC. 

STAMFORD.  CONNECTICUT  (MRT] 

Service  to  Medicine 


MULTIVITAMINS-MRT 


follows  and  even  exceeds  the  therapeutic 
dosage  requirements  recommended  by  these 
authorities.  EMULSION  MULTIVITAMINS- 
MRT  is  an  oil-in-water  dispersion  — quicker 
and  more  effective  levels  of  the  fat  soluble 
vitamins  may  be  expected  from  this  product. 

Daily  dosage  of  Emulsion  Multivitamins— 
MRT  (2  teaspoonfuls  10  cc.)  contains: 


Vitamin  A 6,250  USP  Units  Vitamin  B, 2.5  mg. 

Vitamin  D 500  USP  Units  Vitamin  C 37.5  mg. 

Vitamin  B,  1.5  mg.  Niacinamide  25  mg. 


In  patients  having  an  actual  deficiency,  satisfactory  re- 
sults may  be  anticipated  within  one  to  three  weeks. 

Available  in  4-oz.  bottles  (convenient  measure  furnished 
with  each  bottle). 


Vitamin  A 50,000  USP  Units 

Vitamin  D 4,000  USP  Units 

Vitamin  B,  10  mg. 

Vitamin  B2  20  mg. 

Vitamin  C 300  mg. 

Niacinamide  200  mg. 


One-quarter  teaspoonful  in  infants'  formula 
provides  adequate  vitamin  supplementation 
so  that  no  other  fortification  is  necessary— 


Vitamin  deficiencies  are  best  treated  by  mas- 
sive doses  of  necessary  vitamins,  according 
to  authorities  in  this  field. 

Spies1  and  Jolliffe2’3  suggest  that  in  treating 
vitamin  deficiencies  high  dosage  therapeutic 
combinations  should  be  administered.  Cayer4 
also  calls  attention  to  the  necessity  of  high 
potency  therapeutic  formulas  in  the  treatment 
of  actual  deficiencies. 


. 
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The  most  " persuasive " oral  germicide 
you  can  prescribe 


j 


i 


1.  Cepacol  persuades  a wide  range  of  oral  bacteria  to 
surrender  within  15  seconds  after  contact1 

2.  Cepaco I’s  pleasant  taste  persuades  your  patients  to  use  it 


The  rapid  antisepsis2  and  soothing  relief  which  Cepacol  brings  to  inflamed,  sore 
throats  are  important.  Along  with  the  fact  that  Cepacol  is  non-irritating,  non- 
toxic, and  does  not  interfere  with  tissue  healing.  Too,  patients  are  extremely 
grateful  to  you  for  prescribing  something  so  effective  that  also  is  so  pleasant 
to  use — as  either  gargle  or  spray. 


CEPACOL* 


The  alhaline  germicidal  solution  that  works  in  partnership  with  saliva 


NOW  AVAILABLE — Cepacol  Throat  Lozenges!  These  convenient , 
pleasant-tasting  lozenges,  dissolved  slowly  in  the  mouth,  provide  a sooth- 
ing, analgesic  solution  to  relieve  the  dryness  and  irritation  of  sore  throat. 


CINCINNATI  • U.  $.  A. 


1.  A t»  shown  in  laboratory  studies.  2.  Cepacol  contains  an  effective  germicidal  detergent,  the 

quaternary  ammonium  salt  Ceepryn  (§)  Chloride,  1:4000. 
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BURO-SOL 

POWDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
| tion  (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weepingeczema,  the  inflammatory 
l process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  9-49 

• 

BUY 

SAVINGS  BONDS 

• 
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The  clinically  effective  dosage  of  Chlor-Trimeton 
is  far  less  than  that  of  any  other  antihistaminic  drug  in  clinical  use 
today.  Chlor-Trimeton*  Maleate  is  administered  in  doses 
of  but  4 mg.  or  less,  instead  of  the  customary  25  to  100  mg. 

doses  of  other  antihistaminics. 


The  uniquely  low  dosage  of 

Chlor-Trimeton  Maleate 


is  indicative  of  its  increased  antihistaminic  activity.  Excellent  control 


!of  hay  fever  symptoms  has  been  obtained  with  2 to  4 mg.  Chlor-Trimeton 
three  or  four  times  daily.  Highly  effective  relief  of  symptoms  is  obtained  in  many  other 
allergic  manifestations,  such  as  urticaria,  vasomotor  rhinitis,  angioneurotic  edema 
and  drug  reactions,  including  those  due  to  penicillin.  Symptomatic 
control  is  prompt  and  sustained;  relief  is  obtained  in  one-half  to 
one  hour  and  lasts  for  four  to  six  hours.  A major  advantage  of 
PACKAGING:  Chlor-Trimeton  therapy  is  the  greatly  decreased 

Chlor-Trimeton  incidence  of  side  actions,  particularly  drowsiness. 

Maleate  (brand  of  chlorprophen-  *CRUn-TilMntiN  trade-mark  of  Schering  Corporation 

pyridamine  maleate)  Tablets:  4 mg., 
scored,  yellow,  in  bottles  of  100  and 
1000. 


CORPORATION 

BLOOMFIELD.  NEW  JERSEY 


■ no /,*#/#/.  ##-.10111 
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EFFECTIVE  ALONE-BETTER  TOGETHER 


Hydro- ^ft-Bilem 


much  wider  range  of  therapy  in  biliary  tract  disorders  is 
provided  by  combining  dehydrocholic  acid  and  natural  bile  salts  in  a 
single  preparation.  Such  a preparation  is  HYDRO-BILEIN.  Each  tablet 
contains  2 grs.  dehydrocholic  acid  and  2 grs.  dried  fresh  ox  bile. 
Indications  for  this  two-way  therapy  are  many:  to  flush  out  the 
bile  passages  and  thus  retard  ascending  infection  of  the  biliary  tract; 
to  improve  the  digestive  powers  of  the  dilute  bile;  to  reduce  the 
possibility  of  cholesterol  or  fatty  acid  precipitation  in  the  bile; 
to  assure  that  bile  salts  enter  the  intestinal  tract  following  cholecystectomy; 
to  increase  intestinal  motility  in  constipation.  The  average  dose  is  one 
tablet  two  to  four  times  daily,  preferably  after  meals.  Dosage  may  be 
reduced  if  it  produces  an  undesired  laxative  effect.  Sugar-coated 
HYDRO-BILEIN  Tablets  are  available  at  all  pharmacies  in  bottles 
of  100  and  1000.  ABBOTT  LABORATORIES,  North  Chicago,  Illinois. 


HYDRO-BILEIN 


(Bilein®  and  Dehydrocholic  Acid,  Abbott) 


description 
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Prothricin  is  a clear,  pleasantly 
flavored  isotonic  solution  of 
antibiotic  tyrothricin, 
0.02%  and  Propadrine®  HCI, 
1.5%  (vasoconstrictor). 


indications 

action 

Prothricin  promptly 
relieves  intranasal 
congestion, 
combats  local 
infections. 

Rhinitis  and 
nasal  congestion 
due  to  infection 
or  allergy. 


Supplied  in  dropper-assembly  bottles  containing  1 fluidounce. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 
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“As  Ifou  BJmtlii  <Ehat  iffleit  Bo 

®o  Ifou  Bn  ^Inu  iEuon  ^n  ®n 

The  services  rendered  to  the  guests,  of  the  Physicians’  Home, 
are  directly  concerned  with  the  health  and  security  of  our 
aged,  retired  and  indigent  colleagues. 

This  application  of  the  Golden  Rule  is  a splendid  testimony 
to  the  generosity  of  the  Medical  Profession  of  the  State  of 
New  York. 

Charles  Gordon,  Heyd,  M.D.,  President 
Make  checks  payable  to: 

PHYSICIANS’  HOME 

52  East  66th  Street,  New  York  21,  New  York 
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for  the  more 

abundant  life  for 

YOUR  ARTHRITIC 
OR  RHEUMATIC 
PATIENT 


USED  BY  PHYSICIANS  FOR  14  YEARS* 


RAY- 

FORMOSIL 

AMPULS 


RAYMER 


PHARMACAl  COMPANY 
PHILADELPHIA  3 4,  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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To  minimize  blood  dyscrasias  and 
crystalluria  in  sulfa  therapy, 


LIFOSULFAS 


incorporates 


liver  concentrate  and 


folic  acid  for  vital 
hematopoietic  support, 
in  addition  to 


two  sulfonamides 
in  reduced  dosages 


as  an  integral  part 
of  therapy. 


UTICALS  SINGE 


Trademark 


Each  tablet  Sulfadiazine  . . . 
contains:  Sulfamerazine  . . 

Liver  Concentrate 
(derived  from  3 g 


Available  in  bottles  of  50  and  500. 
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in  digitalization 

and  its  maintenance 
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Digitalis 

I 

c •si0 

( Davies,  Rose) 

0.1  Gram 

a 

<*»*'«  l'/2  grain.) 

CAUTION:  To  be 
dispensed  only  bv  or 

\k 

■ plh;B,S"ip,,on  of 

Mms.  HOSE  fco.  ltd 
•tsloi.  Has,  (j 

il| 

%>se) 

0.1  Gram  (approx.  1 1/2  grains) 

Physiologically  Standardized 

Each  pill  contains  0.1  Gram  (approx.  IY2  grs.)  Powdered  Digitalis, 
produced  from  carefully  selected  leaf  of  Digitalis  purpurea,  therefore  of  an 
activity  equivalent  to  1 U.S.P.  XIII  Digitalis  Unit. 

When  Pil.  Digitalis  (T) avies,  T^ose)  are  dispensed  on  a prescription, 
the  physician  is  assured  that  the  patient  receives  digitalis  in  its  completeness 
and  obtains  the  full  benefit  of  the  therapy. 

Trial  package  and  literature  sent  to  physicians  on  request. 


Pil.  Digitalis  (‘Davies, 


Davies,  Rose  & Company,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 
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Prkopkrativkly  — Provides  a clearer,  uncluttered  field  of  operation  — reduces  oozing 
— minimizes  the  need  for  cauterization  or  local  hemostatics  without  fear  of  toxic 


reaction. 


PoSTOP KR ATI V KL Y — For  control  of  secondary  bleeding. 


Thkrapkutically  — Aids  in  the  control  of  bleeding  in  gastric  ulcers,  hematemesis, 
epistaxis.  blood  dyscrasias.  the  purpuras,  etc. 

Supplied  in  10  cc.  diaphragm-stoppered  vials. 

Literature  upon  request 

CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2.  Neiv  Jersey , U.S.A. 

Available  Through  Your  Physician's  Supply  House  or  Pharmacist 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


The  established  relationship  between  sound  dietary  planning 
and  a state  of  maintained  good  health  emphasizes  the  nutri- 
tional importance  of  meat,  man’s  favorite  protein  food. 

Not  only  does  meat  taste  good,  but  of  greater  significance, 
it  provides  a host  of  nutritional  benefits.  Developments  in  the 
field  of  nutrition*  have  proved  that  complete  protein— the 
kind  that  meat  supplies  in  abundance— aids  in  building  and 
maintaining  immunity,  hastens  recovery  after  acute  infectious 
diseases  and  following  injury  and  burns,  promotes  health 
during  pregnancy,  aids  in  the  growth  and  development  of 
husky  children,  and  is  needed  to  maintain  everyone  in  top 
physical  condition. 

No  matter  from  what  walk  of  life  your  patients  come,  and 
whether  their  pocketbooks  demand  economy  or  permit  satis- 
faction of  that  urge  for  the  fanciest  cuts,  meat  gives  them  full 
value  for  their  money. 


*McLester,  J.  S.:  Protein  Comes  Into  Its  Own,  J.A.M.A.  139:89  7 (April  2)  1949. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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GLOBIN 


. . . was  developed  to  fill  the 
“need  for  an  insulin  ivith 
activity  intermediate  between 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin.”1 


IN  1939  , Reiner,  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 

IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 

TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ‘B.W.  & Co.’ — or  with  a 2:1  mixture 
of  regular  insulin : protamine  zinc  insulin.  Ready-to-use 
Globin  Insulin  ‘B.W.  & Co.’  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U-80. 


1.  Rohr,  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.  Tuckaho«7.NewYork 


QUESTION: 

When  is  it  good  practice  to  suggest  "Change  to 
Philip  Morris  Cigarettes"? 

ANSWER: 

When  patients  under  treatment  for  throat  condi- 
tions persist  in  smoking,  man/  eminent  nose  and 
throat  specialists  suggest  "Change  to  Philip  Morris"* 
...the  only  cigarette  proved**  less  irritating. 

• In  fact,  for  all  smokers,  it  is  good  practice  to 
suggest  "Change  to  Philip  Morris." 


PHILIP  MORRIS 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  New  York 


DO  YOU  SMOKE  A PIPE?  . . . We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Co mplefely  documented  evidence  on  file. 

**Reprints  of  published  papers  on  request: 

Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo  I.  XLVII,  No.  I,  58-6 
Proc.  Soc.  Exp.  Biol,  and  Med..  1934,  32-241,  N.  Y.  State  Journ.  Med..  Vol.  35,  6-1-25,  No.  II.  590-59 
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'Baby  Talk  for  a 
Good  Square  Meal" 


The  introduction  of  the  New  Improved  Biolac  has  met  with  wide  professional  interest. 
Made  available  as  a product  of  the  latest  and  the  most  modern  refinements  in  manu* 
factoring  facilities,  this  prescription  favorite  is  now  better  than  ever. 


NUTRITIONALLY  RELIABLE;  More  than  ever 
complete  in  known  nutrients  (when  vitamin  C is 
added),  the  New  Improved  Biolac  meets  every 
known  nutritional  requirement  of  the  infant. 

All  essential  fatty  acids  — with  the  volatile  frac- 
tion held  to  a minimum  — are  provided  by  moder- 
ate amounts  of  especially  combined  fats. 

Vegetable  and  milk  sugars  — for  more  satis- 
factory absorption  — are  supplied  by  Biolac's  car- 
bohydrate content.  Further  carbohydrate  supple- 
mentation is  unnecessary. 

In  protein  content,  the  New  Improved  Biolac 
is  significantly  higher  than  that  of  human  milk, 
yielding  small,  easily  digested  curds,  less  allergenic 
than  those  of  untreated  cow's  milk. 

Prophylactically  high  levels  of  such  important 
mineral  factors  as  iron,  calcium  and  phosphorus  are 
incorporated  in  the  New  Improved  Biolac,  together 
with  vitamins  A,  B,,  B._,  and  D.  Infant  caloric  re- 
quirements, too,  are  fully  met  by  Biolac's  20  cal- 
ories per  fluid  ounce  in  standard  dilution. 


PHYSICALLY  IMPROVED:  A higher  and  more 
stable  degree  of  emulsification  of  the  New  Im- 
proved Biolac  — thereby  facilitating  digestion  — 
has  been  brought  about  by  the  utilization  of  every 
refinement,  and  the  most  modern  equipment,  known 
to  modern  infant  food  manufacturing. 

Preparation  for  feeding  is  easily  calculated; 
quickly  completed  — 1 fl.  oz.  New  Improved  Biolac 
to  l’/j  fl.  oz.  water  per  pound  of  body  weight. 
NOW,  BETTER  THAN  EVER!  The  New  Improved 
Biolac  can  be  used  interchangeably  with  the  former 
Biolac  which  has  the  same  percentage  composition 
of  nutritional  factors . . . When  you  prescribe  the 
New  Improved  Biolac  (it  costs  no  more)  you  may 
do  so  with  complete  confidence.  Available  only  in 
drugstores,  in  cans  of  13  fl.  oz. 

THE  BORDEN  COMPANY 
PRESCRIPTION  PRODUCTS  DIVISION 

350  MADISON  AVENUE  • NEW  YORK  17,  N.  Y. 


Write  for  professional  literature 

IMPROVED  BIOLAC 
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allergic,  patients  remain  alert . . . 

Clinical  reports  describing  the  use  of 
Thephorin  in  2564  patients  with  hay  fever 
and  other  allergies  indicate  an  incidence 
of  drowsiness  of  only  2.92%.  In  contrast 
with  other  antihistamines,  Thephorin  can 
therefore  be  given  to  motorists  and  other 
patients  who  have  to  remain  alert.  Highly 
effective  and  well  tolerated  in  most  cases, 
Thephorin  is  available  in  25-mg  tablets 
and  as  a palatable  syrup  which  permits 
convenient  adjustment  of  dosage. 

HOFFMANN -LA  ROCHE  INC  . NUTLEY  10  • N.  J. 

Thephorin" 

brand  of  phenindamine 
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'Roche' 
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The  virtues  of  Kwell 
Ointment  are  discussed 
in  the  following  articles: 

1.  Wooldridge,  W.  E.:  The 
Gamma  Isomer  of  Hexachlo- 
rocyclohexane  in  the  Treat- 
ment of  Scabies,  J.  Invest. 
Dermat.  10: 363  (May)  1948. 

2.  Niedelman,  M.  L.:  Treat- 
ment of  Common  Skin  Dis- 
eases in  Infants  and  Children, 
J.  Pediat.  32:566  (May)  1948. 

3.  Cannon,  A.  B.,  and  McRae, 
M.  E.:  Treatment  of  Scabies, 
J.A.M.A.  138: 557  (Oct.  23) 
1948. 

4.  Goldman,  L.,  and  Feldman, 
M.  D.:  Human  Infestation 
with  Scabies  of  Monkeys, 
Arch.  Dermat.  & Syph.  59: 
175  (Feb.)  1949. 

5.  Fox,  E.  C.,  and  Shields,  T. 
L.:  Resume  of  Skin  Diseases 
Most  Commonly  Seen  in 
General  Practice,  J.A.M.A. 
140: 763  (July  2)  1949. 


The  specific,  positive  scabicidal  properties  of  Kwell  Ointment  are 
employed  to  particular  advantage  during  the  warm  summer  months 
with  their  concurrent  increase  in  the  incidence  of  scabies.  Kwell 
Ointment  usually  eradicates  scabies  infestation  with  a single  appli- 
cation. Its  action  is  prompt,  and  secondary  dermatitis  or  skin 
irritation  rarely  follows  its  use.  Its  extreme  blandness  makes  its 
application  permissible  even  in  the  presence  of  secondary  infection. 

Kwell  Ointment  owes  its  scabicidal  action  to  the  gamma  isomer 
of  benzene  hexachloride — 0.5%  in  a vanishing  cream  base.  This 
parasiticide  is  specifically  lethal  for  Sarcoptes  scabiei  yet  in  the  con- 
centrations employed  it  is  nontoxic  to  man.  Available  on  prescrip- 
tion at  all  pharmacies  in  2 oz.  and  1 lb.  jars. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  E.  42ND  STREET,  NEW  YORK  17,  N.  Y. 

WELL  OINTMENT 
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why  acne 

clears  up  so  rapidly 
when  you  prescribe 

Acnomel 


Acnomel’s  rapid  action  is  due,  chiefly, 
to  its  remarkable  vehicle.  This  special  vehicle, 
which  embodies  an  entirely  new  principle, 
assures  the  effectiveness  of  Acnomel’s 
time-tested  active  agents.  It  has  all 
the  virtues  of  an  oil-in-water  emulsion,  yet  it 
is  entirely  free  from  wax,  oil,  or  grease. 

Acnomel  is  stable,  grease-free,  flesh-tinted. 

It  contains  resorcinol,  2%;  and  sulfur,  8%. 

Available,  on  prescription  only,  in  specially-lined  Wz  oz.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


a significant  advance, 


clinical  and  cosmetic,  in  OCnG  therapy 
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MINUTES 

The  reaction  rate  of  Amphojel  and  its  component  gels. 


the  double  action  of  AMPHOJEL 


antacid 

demulcent 


Amphojel  — Aluminum  Hydroxide  Gel,  Alu- 
mina Gel  Wyeth  — is  unique  because  it  is 
a colloidal  mixture  of  two  essentially  differ- 
ent types  of  alumina  gel,  one  having  an  ant- 
acid effect  . . . the  other  a demulcent  action. 

The  “antacid  gel”  instantly  stops  gastric 
corrosion  and  establishes  a mildly  acid 
environment. 

The  “demulcent  gel”  provides  a prolonged 
local  protective  effect,  and  might  be  likened 
to  a “mineral  mucin.” 

Thus,  through  its  double  action,  Amphojel 
gives  you  an  excellent  preparation  for  use  in 
the  management  of  peptic  ulcer. 


WYETH  INCORPORATED,  PHILADELPHIA  3,  PA. 
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Whot  Makes  B^ZlLe  WRite  Like  tH 

is? 


Buzzie  is  just  learning  to  write. 

And  every  line  he  writes  starts  out  with  big 
letters  and  ends  up  with  little  ones. 

The  trouble  is,  he  doesn’t  plan  ahead.  He 
concentrates  on  making  those  big  letters,  and 
lets  the  end  of  the  line  take  care  of  itself. 

Many  grownups  have  the  same  trouble— 
not  with  their  handwriting,  but  their  money. 

They  blow  it  all  at  the  beginning,  and  let 
the  “end  of  the  line”  take  care  of  itself.  But  it 
practically  never  does. 

That’s  why  the  Payroll  Savings  Plan  and 


the  Bond-A-Month  Plan  are  such  a blessing. 
They  are  “human-nature-proof.” 

When  you’re  on  one  of  these  plans,  the 
saving  is  done  for  you— automatically. 

And  remember,  every  U.  S.  Saving  Bond 
you  buy  brings  you  $4  in  ten  years  for  every 
$3  invested. 

So  don’t  let  your  life  run  on  like  Buzzie’s 
handwriting.  Fix  up  the  “end  of  the  line”  once 
and  for  all  by  signing  up  today  for  the  Payroll 
Savings  Plan— or,  if  you  are  not  on  a payroll, 
the  Bond-A-Month  Plan  at  your  bank. 
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yiutcMAttc  SAvine  is  suRe  sAvina 


u s.  SAvln&s  Bonos 


Contributed  by  this  magazine  in  co-operation  with  the  Magazine  Publishers  of  America 

as  a public  service. 


} 


2025 


I 


I 


In  Acute  Follicular  Tonsillitis .. . 

"Aspergum 
every  3 hours 
for  sore  throat..."* 


SALIVARY  ANALGESIA 


— provides  3%  grains  acetylsalicylic  acid  in  each  pleasantly  flavored 
chewing  gum  base  tablet.  Particularly  suitable  for  administering  aspi- 


rin to  children  and  to  patients  who  have  difficulty  swallowing  tablets. 

*Rehfuss,  M.  E.,  Albrecht,  F.  K.,  and  Price,  A.  H.:  A Course  in  Prac- 
tical Therapeutics,  Baltimore,  The  Williams  & Wilkins  Co.,  1948,  p.  371. 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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This  liquid  penicillin  tastes  good! 

Your  young  patients  will  take  Eskacillin  willingly  because  it  is 
so  deliciously  flavored,  so  easy  to  swallow.  Furthermore,  parents 
much  prefer  Eskacillin  to  the  chore  of  crushing  penicillin  tablets 
and  coaxing  a sick  child  to  swallow  an  unappealing  mixture. 

One  teaspoonful  (5  cc.)  of  Eskacillin  contains  50,000  units  of 
crystalline  penicillin  G — and  produces  a blood  level  equivalent  to 
that  obtained  with  a 50,000  unit  penicillin  tablet.  Eskacillin  is 
supplied  in  2 fl.  oz.  bottles,  providing  600,000  units  of  penicillin. 


Eskacillin 


the  unusually  palatable 


liquid  penicillin  for  oral  use 


*/  . 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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“‘Vitamin  Hu  per  unit  of  weight,  is  the  most  effective 
ant ianemie  substance  known.”  s*,.  .*l., i. «. 

RUBRAMIN 

SQUIBB  vitamin  B12  concentrate 

now  in  plentiful  supply 

► essentially  painless,  protein-free  aqueous  solution 

► approximately  the  same  cost  as  Liver  Extract 

1 cc.  ampuls,  each  ampul  containing  15  micrograins  oi 
vitamin  Bi*.  Boxes  of  5. 

Dosage  for  15  microgram  RUBRAMIN  is  the  same  as  that  for 
15  unit  Liver  Extract. 

'RUBRAMIN'  IS  A TRADEMARK  OF  E.  R.  SQUIBB  «.  SONS 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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SAVINGS  BONDS 


THE  EXTENSION  SCHOOL 
OF  THE  NEW  YORK 
PSYCHOANALYTIC  INSTITUTE 

245  East  82nd  Street 
New  York  28,  N.  Y. 

offers  courses  to 

General  Physicians 
Psychiatrists 

Pediatricians 

Sociologists 

beginning  September  19,  1949 

Write  for  brochure  or  telephone 
REgent  4-2000  (Ext.  5) 


1949  MEDICAL  DIRECTORY  OF  NEW  YORK,  NEW  JERSEY  & CONNECTI- 
CUT IS  NOW  READY-GET  YOUR  COPY  BEFORE  SUPPLY  IS  EXHAUSTED 

* 36,798  Physicians 

* 2,119  New  Names 

* 9,201  New  Locations 

* 10,576  Other  Necessary  Changes  you  will  want  to 

know. 

Fill  in  coupon  below — Make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue  New  York,  17,  N.  Y. 

Remittance  enclosed  for  ( ) copies 

Price  $15.00  per  volume  plus  2%  Sales  Tax  in  New  York  City. 

Name 


Address 


City  and  State 
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when  the  antihistaminics 
make  the  patient  drowsy 

‘Dexedrine’  Sulfate  effectively  dispels 
the  drowsiness  that  so  often  occurs 
as  a reaction  to  many  of  the 
antihistaminic  drugs  widely  used 
against  allergy. 

Dosage  of  ‘Dexedrine’  is  easily 
adjusted  to  the  individual  case. 

The  usual  dose  is  5 mg.  of  ‘Dexedrine’ 

(1  tablet,  or  1 teaspoonful  of  the  Elixir), 
taken  simultaneously  with  the  antihistaminic — 
additional  doses  as  required  during  the  day. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Dexedrine*  Sulfate 


the  anti-depressant  of  choice 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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We  don’t  let  dust  hide  in  our  plant! 


Cleanliness  is  just  one 
aspect  of  the  care  we  take  to  make  Nestle’s  Evaporated 
Milk  safe  for  your  patients.  Careful  controls  at  every 
step  from  herd  inspection  to  examination  of  the  filled  cans 
assure  milk  of  good  quality,  uniform  in  composition. 


Antirachitic  protection  is  assured  by  the 
addition  of 400  U.S.P.  units  of  genuine  vitamin  D3  per  pint. 
Nestle’s  was  the  first  evaporated  milk 
to  be  so  fortified. 
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DOCTORS  EVERYWHERE  KNOW  NeXTLEx 
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Editorials 


"Physicians — Wake  *Up!” 


It  is  much  later  than  it  should  be  for  the 
individual  physician  to  realize,  to  have 
burned  into  his  soul,  as  it  were,  that  he  is  in 
reality  two  persons  in  one.  He  is  first  a 
physician,  a member  of  a great  profession, 
legally  entrusted  with  the  care  of  the  sick, 
and,  second,  he  is  a citizen  of  these  great 
United  States. 

One  is  as  important  as  the  other.  If  he 
neglects  to  exercise  his  functions  as  a citizen, 
here  and  now,  he  might,  in  the  not  distant 
future,  wake  up  to  find  himself  not  only 
without  rights  as  a citizen,  but  also,  at  the 
same  time,  a paid  clerk  of  a bureaucratic 
government.  His  great  profession,  with  its 
ideals  and  ethical  standards,  will  be  but  a 
memory,  and  his  position  will  be  one  without 
honor— without  dignity. 

A group  of  moral  teenagers  are  endeavor- 
ing to  entrap  us  by  misinterpreting  the 
maxim  that  “the  common  good  has  priority 


over  the  individual  good.”  Their  emotions 
are  unbuttoned,  and  they  have  but  a slight 
acquaintance  with  the  commandment, “Thou 
shalt  not  bear  false  witness.” 

The  physician  as  a citizen  should  fight  for 
the  right  interpretation  of  the  above  maxim: 
That,  in  matters  of  health,  he  best  serves  the 
common  good  who  has  the  liberty  to  ad- 
vance and  improve  the  present  system  of 
practice.  No  one  knows  as  well  as  he  what 
the  common  good  is  in  this  regard.  No  one 
knows  better  than  himself  the  evils  that 
would  follow  the  regimentation  of  his  be- 
loved profession.  He,  himself,  would  be 
transformed  from  a physician  into  a filler  of 
blanks,  and  his  ability  to  devote  himself 
wholeheartedly  to  his  patients  would  come 
to  a sudden  stop. 

Far  above  this,  the  patient  would  be  an 
even  greater  loser. 

The  combatting  of  this  impending  evil 
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cannot  be  shifted  by  the  physician  to  the 
A.M.A.,  or  to  his  state  or  county  society 
officials — although  these  should  have  his 
complete  support  and  cooperation. 

This  is  a personal  problem  of  every  physi- 
cian in  the  United  States.  This  is  a patriotic 
duty.  If  he  has  never  been  in  a fight  before, 


he  is  in  one  now,  whether  he  knows  it  or  not, 
and  it  is  a fight  to  the  finish. 

If  he  knows  the  enemy  is  advancing  along 
a road  that  leads  directly  to  everything  near 
and  dear  to  him,  he  should  not  ask  any  one 
to  carry  his  rifle! 

Physicians — wake  up! 


Growth  of  County  Public  Relations  Bureaus 


When  the  American  Medical  Association 
launched  its  national  campaign  about  six 
months  ago  to  educate  the  American  public 
on  the  issue  of  compulsory  health  insurance, 
it  became  evident  that  great  reliance  was  to 
be  placed  upon  state  and  county  medical 
societies  to  play  a major  role  in  carrying 
the  medical  profession’s  story  to  the  people. 
Whitaker  and  Baxter,  the  campaign  man- 
agers, planned  their  strategy  on  the  basis  of 
a “grass  roots”  approach  to  the  public,  and 
this  approach  envisioned  full-scale  participa- 
tion in  the  campaign  by  every  local  unit. 

The  State  Society,  with  an  active  Public 
Relations  Bureau,  found  itself  well  equipped 
to  assume  responsibility  for  its  share  of  the 
work  that  the  A.M.A.  campaign  required. 
It  had,  in  fact,  anticipated  many  of  the 
steps  subsequently  recommended  by  Whita- 
ker and  Baxter,  such  as  the  production  and 
distribution  of  pamphlets,  giving  assistance 
to  doctors  doing  public  speaking,  and  en- 
listing the  support  of  community  organiza- 
tions of  all  kinds.  All  that  remained  to  put 
New  York  in  the  forefront  of  state  societies 
taking  part  in  the  campaign  was  an  intensi- 
fication of  its  existing  program  of  public  re- 
lations activities. 

With  regard  to  the  county  medical  so- 
cieties within  the  State,  however,  the  same 
could  not  be  said.  A survey  showed  that, 
with  the  exception  of  certain  counties  in 
metropolitan  areas,  many  of  the  local  so- 
cieties were  not  sufficiently  organized  to  do 
the  job  expected  of  them.  There  was  no 
lack  of  enthusiasm,  nor  did  they  fail  to 
realize  the  seriousness  of  the  task  before 
them.  The  chief  need  was  for  guidance  in 
various  phases  of  the  county  societies’ 
activities  which,  in  many  instances,  were  still 
of  an  unfamiliar  character. 


The  decision  was  made  to  augment  the 
field  staff  of  the  Public  Relations  Bureau 
with  the  object  of  working  for  the  highest 
degree  of  effectiveness  and  integration  among 
the  61  county  medical  societies  in  the  State 
of  New  York.  Four  men,  each  trained  in 
the  use  of  established  public  relations  tech- 
nics, were  assigned  portions  of  the  State. 
They  visited  each  of  the  counties  in  their 
areas,  one  by  one,  stimulating  here,  encourag- 
ing there,  and  working  with  county  officers 
to  overcome  local  problems.  Their  function 
was  not  to  interfere  with  local  administra- 
tion, but  rather  to  make  their  services  avail- 
able if  and  when  desired,  and  to  provide  the 
county  societies  with  the  information  they 
needed  to  carry  on  the  campaign. 

The  results  have  been  excellent.  It  is 
now  possible  to  report  that  the  number  of 
county  medical  societies  having  active 
public  relations  committees  functioning  as 
the  spearhead  for  the  campaign  in  their 
areas  is  nearly  complete,  with  only  a few 
remaining  to  be  formed.  Channels  for  the 
distribution  of  literature  to  the  public  have 
been  set  up,  a great  many  speakers’  bureaus 
have  been  organized,  the  drive  to  secure 
endorsements  by  friendly  organizations  has 
been  intensified,  and  there  has  been  a general 
quickening  of  enthusiasm  that  is  evident  in 
all  parts  of  the  State. 

Much  more  has  to  be  done,  of  course,  be- 
fore compulsory  health  insurance  finally  is 
defeated.  But  it  is  heartening  to  observe 
that  the  county  medical  societies  are  rising 
to  meet  the  challenge  of  the  socializes,  and 
that  they  are  exhibiting  an  awareness  of  the 
power  they  possess  to  influence  public  opin- 
ion in  their  communities. 

The  initial  visits  of  the  field  representa- 
tives to  the  county  societies  have  accom- 
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plished  another  desirable  objective.  They 
have  served  to  bring  the  county  and  State 
organizations  closer  together  in  their  com- 
mon battle  to  keep  politics  out  of  medicine. 
In  the  last  analysis,  it  is  a battle  that  will 
be  won  only  by  complete  unity  and  con- 
certed action  on  the  part  of  the  medical 
profession  as  a whole. 

During  the  summer  months,  the  field 
representatives  were  assigned  to  special 
projects  in  the  Greater  New  York  area, 
where  the  concentration  of  population  and 
the  presence  of  numerous  headquarters  of 


important  organizations  create  special  prob- 
lems. As  the  fall  campaign  gains  momen- 
tum, however,  they  once  again  will  be  avail- 
able to  the  county  societies. 

No  one  suggests  that  these  field  repre- 
sentatives— or  anyone  else — can  relieve 
either  the  individual  doctor  or  the  county 
medical  societies  of  their  responsibility  to 
alert  the  public  to  the  dangers  of  compulsory 
health  insurance.  That  is  not  their  func- 
tion. But  they  can  give  valuable  assistance 
in  shaping  the  campaign  to  reach  its  highest 
effectiveness. 


Current  Editorial  Comment 


Trimming  Down  a Bugaboo.  Under 
this  caption  the  Military  Surgeon  says  edi- 
torially:1 

There  has  recently  come  from  the  Office  of 
the  then  Secretary  of  Defense,  James  Forrestal, 
the  release  of  a Statement  on  Biological  War- 
fare Potentialities,  which  should  have  a clari- 
fying influence  upon  this  subject 

There  are  cited  in  the  Secretary’s  statement 
some  of  the  fantastic  assertions  that  have  ap- 
peared in  the  pages  of  the  country’s  newspa- 
pers and  journals.  There  was  noted  the  state- 
ment that  a single  plane  with  a small  bomb 
filled  with  a biologic  agent  would  be  capable  of 
wiping  out  the  population  of  an  entire  city  with 
a single  blow.  As  a further  example  there  is 
cited  the  statement  in  another  recent  journal 
article  that  an  ounce  of  a certain  material 
would  be  sufficient  to  kill  200,000,000  people. 
Another  article  stated  that  biologic  warfare 
could  make  possible  the  destruction  of  the  in- 
habitants of  an  entire  continent.  Deaths  of 
millions  were  seen  by  the  process  of  dropping 
capsules  from  airplanes. 

The  wholesale  dissemination  of  this  type  of 
terrifying  misinformation  has  made  it  impera- 
tive that  some  work  of  reassurance,  even  in  the 
most  general  terms,  should  come  from  an  au- 
thoritative source  in  our  government. 

The  Secretary  states  that,  in  consideration  of 
intelligence  reports  of  enemy  activities  in  the 
field  of  biologic  warfare  during  the  war,  an  in- 
tensive program  of  investigation  in  the  same 
field  was  initiated  in  cooperation  with  the 
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British  and  Canadian  services.  Aimed  pri- 
marily toward  securing  protection  against  the 
possible  use  of  biologic  weapons  by  the  enemy, 
there  was  realized  the  need  of  having  knowledge 
of  their  use  by  our  own  forces,  should  the  ne- 
cessity arise.  The  program  for  the  Army  was 
made  a responsibility  of  the  Chemistry  Corps, 
and  with  it  the  Navy  Department  worked 
closely.  All  sorts  of  private  agencies  were  also 
engaged  in  a well  integrated  program. 

Although  the  Secretary’s  report  deprecates 
the  character  of  the  publicity  given  to  the  sub- 
ject of  biologic  warfare,  it  states  that  our  re- 
searches indicate  that  bacteria  and  their  prod- 
ucts could  serve  as  effective  weapons  of  war, 
and  that  a proper  respect  should  be  kept  for 
their  potentialities. 

The  fact  is  that  there  has  never  been  a large- 
scale  trial  of  biologic  warfare.  Its  tactics,  tech- 
nic, and  effects  are  matters  of  theory  and  rea- 
soning, backed  by  laboratory  experiment  and 
necessarily  small  trial  exercises.  The  destruc- 
tive qualities  of  these  agents  are  well  known. 
It  is  the  method  of  their  application  as  weap- 
ons that  is  taxing  the  skill  of  all  investigations 
of  the  subject.  Major  Leon  A.  Fox  of  the 
Army  Medical  Corps  in  1942  repeated  a pre- 
vious conclusion  he  had  made  and  published, 
“Certainly  at  the  present  time  practically  in- 
surmountable technical  difficulties  prevent  the 
use  of  biologic  agents  as  effective  weapons  of 
warfare.”  Whether  that  statement  was  valid 
at  the  time  it  was  made  and  whether  it  is  still 
valid,  is  left  to  more  competent  judgment. 

The  destruction  that  is  theoretically  pos- 
sible by  biologic  agents  is  not  confined  to  the 
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lives  of  men,  or  at  least  not  directly.  There  is 
visualized  not  only  mass  disease  among  the 
people,  but  also  among  their  live  stock,  and 
destruction  of  their  food  crops.  However  im- 
practicable may  seem  the  accomplishment  of 
this  type  of  warfare,  there  should  be  none  to 
question  the  wisdom  of  our  government  agen- 
cies in  making  provision  for  meeting  even  such 
unlikely  eventualities. 

In  fact,  many  of  the  procedures  that  are 
routine  peacetime  activities  of  our  Public 
Health  Service  and  Department  of  Agriculture 
are  among  the  measures  that  are  counted  upon 
to  minimize  the  dangers  incident  to  an  attack 
with  biologic  weapons.  Good  sanitation  for 
man  and  beast  and  supplies  ready  at  ,hand  for 
inoculations  will  give  a good  measure  of  pro- 
tection. A major  job  would  be  the  adminis- 
tration of  such  mass  measures. 

Among  the  wildest  of  current  speculation  is 
the  repeated  statement  that  the  ravages  of  bio- 
logic warfare  would  be  more  terrible  than  those 
of  atomic  bombing.  The  Secretary  disposes  of 
this  topic  with  the  remark  that  the  two  weapon ; 
are  of  such  different  nature  as  not  to  be  com- 
parable. It  is  to  be  hoped  that  there  will  never 
be  any  further  evidence  of  their  comparative 
powers  of  destruction. 

The  Secretary’s  words  are  guarded  in  this 
report,  but  they  do  dispose  of  much  of  the  un- 
considered nonsense  said  and  written  on  the 
subject.  It  is  feared,  however,  that  his  tem- 
perate statement  will  receive  no  such  measure 
of  publicity  as  that  given  the  earlier  fanciful 
stories  on  the  subject,  featuring  mass  death  and 
destruction. 

A New  Virus  Disease.  The  New  Eng- 
land Journal  of  Medicine  comments  upon 
the  work  on  a new  virus  disease  by  the 
United  States  Public  Health  Service.1 
Says  the  Journal  in  brief : 

During  the  past  few  years  several  new  non- 
bacterial  infections  apparently  transmitted 
from  animals  have  been  described  in  human 
beings.  Notable  among  respiratory  infections 
have  been  psittacosis  (ornithosis),  which  is 
transmitted  from  birds,  and  Q fever,  appar- 
ently acquired  from  cattle.  Evidence  that  a 
new  virus  disease  of  fowls,  which  has  recently 
been  recognized  as  highly  prevalent  in  the 
United  States,  may  be  transmitted  to  humans 
and  may  be  spreading  in  some  parts  of  this 
country  has  recently  been  presented  by  work- 
ers of  the  United  States  Public  Health  Service.2 
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In  1926,  a highly  infectious  and  fatal  disease 
of  fowls  was  recognized  in  the  Dutch  East  In- 
dies and  at  about  the  same  time  at  Newcastle- 
on-Tyne.  In  England  a filter-passing  agent, 
designated  as  Newcastle  disease  virus,  was  iso- 
lated from  infected  birds  in  the  following  /ear. 
Similar  outbreaks  were  soon  described  from 
various  parts  of  the  world  outside  the  United 
States,  but  it  was  not  until  1941  that  a disease 
of  chickens  was  recognized  in  California  under 
the  name  of  avian  pneumoencephalitis.  The 
disease  in  fowl  is  usually  characterized  by  neu- 
rologic symptoms  in  immature  birds,  whereas 
respiratory  manifestations  predominate  in  the 
adults.  This  disease  was  subsequently  shown 
to  be  caused  by  a virus  similar  to  the  one  that 
causes  Newcastle  disease.  Systematic  sur- 
veys subsequently  demonstrated  the  presence 
of  the  disease  in  almost  all  parts  of  this  coun- 
try. It  has  therefore  become  of  major  impor- 
tance to  poultry  men  throughout  the  world. . . . 

Although  the  Newcastle  disease  virus  was 
first  recognized  in  California  in  1941,  it  was  not 
reported  in  the  eastern  states  until  1944-1945, 
and  it  was  at  about  this  time  that  certain  atyp- 
ical cases  of  human  infection  began  to  appear 
in  Tennessee.  Furthermore,  the  disease  in 
fowl  was  not  described  in  Alabama  and  Ten- 
nessee until  1947,  although  it  may  have  been 
present  earlier,  and  apparently  some  human  in- 
fections also  began  to  appear  in  Alabama  in 
1948  or  perhaps  late  in  1947. 

Howitt,  Bishop,  and  Kissling,  working  in  the 
virus  laboratory  of  the  Communicable  Disease 
Center  that  the  United  States  Public  Health 
Service  operates  in  Montgomery,  Alabama, 
studied  serums  received  in  1947-1948  from 
various  groups  of  children  in  Alabama  and  Ten- 
nessee who  had  suffered  from  a mild  and  brief 
central-nervous-system  infection  that  had  left 
no  sequelae.  Some  of  the  patients  were 
thought  to  have  some  form  of  encephalitis,  and 
others  were  considered  as  having  nonparalytic 
poliomyelitis 

Although  no  virus  has  yet  been  isolated 
from  any  of  the  human  cases  in  this  country, 
Howitt  and  her  coworkers  believe  that  their 
evidence  indicates  that  the  virus  of  Newcastle 
disease  of  fowls  is  probably  the  agent  respon- 
sible for  many  of  the  atypical  central-nervous- 
system  infections  that  have  been  reported  in 
man  during  the  past  few  years.  They  also 
suggest  that,  as  in  fowl,  the  manifestations  are 
neurologic  in  young  persons  and  influenza-like 
in  adults.  They  believe  that  the  virus  origi- 
nating with  fowls  has  probably  spread  to  man 
and  their  evidence  suggests  that  in  many  cases 
there  is  a man-to-man,  rather  than  fowl-to- 
man, dissemination  of  the  disease. 
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Meet  the  “Man  in  the  Street” 

Who  is  “the  man  in  the  street?” 

In  our  efforts  to  explain  the  differences  between  socialized 
medicine  and  the  present  voluntary  system,  are  we  talking 
his  language — or  are  we  using  terms  that  are  significant  only 
to  us? 

It  is  apparent  that  the  proponents  of  government-con- 
trolled health  insurance  know  the  secret  of  dressing  their 
proposals  in  quick-selling  phrases  that  mean  something  to 
the  casual  listener  or  reader.  The  prospect  of  “medical  care 
for  everyone”  so  glibly  pictured  is  beguiling — and  has  be- 
witched many  well-intentioned  people.  The  arguments  of 
the  medical  profession  have  less  of  the  huckster  quality— 
and  sometimes  our  language  is  too  idealistic  to  be  convincing. 

Let’s  see  what  we’re  up  against  when  we  tell  the  “man  in 
the  street”  that  the  present  system  of  medical  practice  and 
the  voluntary  methods  of  health  insurance  are  the  best  for 
him.  Let’s  examine  some  of  our  phrases  and  review  our 
thinking — and  his — to  measure  our  effectiveness. 

In  the  beginning,  we  must  admit  that  more  than  a few  people,  prompted  by  the  propa- 
ganda of  government  health  insurance  forces,  have  developed  an  antagonistic  and  suspicious 
attitude  toward  the  doctor  and  his  interest  in  the  health  care  program.  Here  are  some 
typical  reactions;  you  may  have  heard  them: 

“They  weren’t  doing  the  job,  and  now  that  the  government’s  taking  over  they  get  social- 
minded  to  save  their  skins.” 

“It’s  about  time  somebody  put  the  doctors  in  line — they’re  all  getting  rich  at  our  expense!” 
“The  only  people  that  can  afford  medical  care  today  are  the  wealthy  and  the  poor.  Now  the 
middle  class  will  get  a break  if  the  government  steps  in.” 

“Personally,  I don’t  care.  I can  pay  my  own  way.  The  government  plan  will  take  care  of 
all  the  poor  people,  and  we  can  do  away  with  a lot  of  these  charity  organizations.” 

Those  are  a few  of  the  attitudes,  based  upon  a lack  of  understanding  of  the  issues 
involved.  What  are  we  doing  to  correct  those  attitudes  by  giving  the  “man  in  the  street” 
a better  understanding  of  the  problem? 

When  we  use  the  terms  “free  choice  of  physician,”  “the  voluntary  American  way,” 
“disintegration  of  medical  standards  under  government  control,”  and  “our  traditions  of 
individual  initiative  and  free  enterprise,”  are  we  making  ourselves  understood? 

We  aren’t — unless  those  statements  are  backed  up  by  a simple,  forceful  explanation 
of  what  they  mean  and  how  they  apply  to  the  individual  and  his  family. 

When  we  bring  out  the  statistics  and  prove  that  voluntary  health  insurance  plans 
are  doing  a good  job  and  getting  better  all  the  time,  that  compulsory  health  insurance 
has  failed  in  every  country  where  it’s  been  tried,  and  that  the  government  proposals  are 
based  upon  false  estimates  of  cost  and  benefits  that  can  be  provided,  are  we  making  sense? 

Not  unless  we  simplify  the  facts  and  present  them  forcefully  to  the  individual  so  that 
they  mean  something  to  him  as  a person.  That  can  best  be  done  through  the  relationship 
that  is  one  of  the  most  important  things  we  are  trying  to  preserve — the  patient-physician 
relationship.  Radio  speeches,  public  meetings,  and  magazine  articles  are  effective,  but 
are  aimed  at  a group  audience.  They  must  be  supplemented  by  personal  contact  and 
discussion  between  the  doctor  and  his  patient. 

Through  a well-planned  public  relations  program,  the  support  of  physicians  through- 
out the  New  York  City  area  and,  in  turn,  the  confidence  of  the  public  were  won.  The 
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rapid  growth  since  1945  of  United  Medical  Service,  now  the  largest  voluntary  medical 
and  surgical  care  plan  in  the  world,  and  the  other  Society-approved  plans  throughout  the 
State  is  evidence  of  what  can  be  accomplished  by  the  active  interest  and  participation  of 
the  doctor.  The  success  of  nonprofit  voluntary  hospital  and  medical  care  plans  which  now 
protect  more  than  34,000,000  people  in  the  United  States  is  one  of  our  best  and  most  posi- 
tive arguments  against  the  unnecessary  interference  of  government.  In  the  New  York 
City  area  alone,  more  than  4,000,000  individuals  are  protected  by  the  Blue  Cross  Plan  for 
hospital  care  and,  of  these,  more  than  1 ,400,000  have  enrolled  in  United  Medical  Service— 
the  Blue  Shield  Plan.  Enrolment  in  United  Medical  Service  is  increasing  at  the  rate  of 
45,000  a month. 

However,  the  educational  program  in  which  we  all  must  participate,  if  we  wish  to 
spare  this  nation  the  dangers  of  compulsory  medicine,  gives  every  doctor  a personal  re- 
sponsibility to  extend  his  efforts  to  explain  the  issues  involved  and  to  advance  the  work 
of  the  voluntary  plans. 

Whenever  freedom  has  come  and  gone  in  other  lands,  it  has  been  lost  far  more  fre- 
quently as  the  result  of  apathy  and  complacency  than  by  military  conquest.  Let  us  not 
be  guilty  in  these  respects! 

Regardless  of  what  the  average  person  thinks  of  the  medical  profession  as  a group, 
regardless  of  the  “opinions”  he  has  absorbed  through  exposure  to  skillful  propaganda — 
he  has  respect  for  his  personal  physician. 

The  doctor,  talking  to  a patient  in  his  own  office  or  in  the  patient’s  home  and  explaining 
the  stake  they  both  have  in  the  preservation  and  expansion  of  voluntary  programs,  is  the 
best  line  of  defense  against  the  invasion  of  political  medicine. 

The  Administration  in  Washington  will  not  force  socialized  medicine  down  our  throats, 
but  the  people  can  and  may  do  so.  The  responsibility  is  ours,  not  that  of  the  A.M.A.  or 
your  State  or  county  medical  society,  for  your  patient  is  the  “man  in  the  street.”  He  is 
going  to  make  the  decision. 

John  J.  Masterson,  M.D. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
District  Branch  Meetings — 1949 

District 

Date 

Branch 

Place  of  Meeting 

Time 

September  13 

Fifth 

Oswego 

Afternoon  and  evening 
(dinner) 

September  15-16 

Fourth 

Saranac  Lake 

Thursday  afternoon, 

Friday  morning 
(dinner  Thursday 
evening) 

September  22 

Seventh 

Rochester 

Morning  and  afternoon 
(luncheon) 

September  29 

Third 

Greene  County  Memorial 
Hospital,  Catskill  (a.m.) 
Catskill  Country  Club 
(p.m.) 

Morning  and  afternoon 
(luncheon  at  Catskill 
Country  Club) 

October  6 

Eighth 

Red  Coach  Inn,  Niagara 
Falls 

Afternoon  and  evening 
(dinner) 

October  19 

Sixth 

Cortland 

Afternoon  and  evening 
(dinner) 

October  26 

Second 

Westchester  County 

Afternoon  and  evening 
(dinner) 

No  date  for  the  meeting  of  the  First  District  Branch  has 

been  arranged. 

Prevents  and  Relieves 
NAUSEA  OF  MOTION 


Dramamine,  brand  of  dimenhydrinate,  was  the  subject  of 
clinical  study  in  the  now  historic  investigation  of  Gay  and 
Carliner*  aboard  the  U.  S.  Army  Transport  General  C.  C. 
Ballou.  Under  conditions  of  control  in  this  rough-weather 
Atlantic  crossing,  it  proved  98.6  per  cent  effective  in 
prophylaxis  and  96  per  cent  effective  in  the  treatment  of 
seasickness. 

Later  investigations  are  proving  it  to  be  equally  effica- 
cious in  the  prophylaxis  and  treatment  of  airsickness,  car 
sickness,  train  sickness  and,  in  short,  all  forms  of  nausea 
caused  by  motion. 

A 100  mg.  dose  administered  half  an  hour  before  the 
onset  of  motion  and  repeated  four  times  a day  during  the 
trip  is  usually  adequate. 

Dramamine  is  supplied  in  100  mg.  scored 
tablets  in  bottles  of  100  tablets  each. 


G.  D.  3CAKLC  & CO.,  Chicago  80,  Illinois 

*Gay,  L.  N.,  and  Carliner,  P.  E.:  The  Prevention  and  Treatment  of  Motion  Sick- 
ness: I.  Seasickness,  Bull.  Johns  Hopkins  Hosp.,  84: 470  (May)  1949. 
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LARGER  DOSES  OF  CORAMINE, 

AT  LEAST  5 cc.  EVERY  5 MINUTES,  MORE  EFFECTIVE 
IN  BARBITURATE  POISONING 


WITH  the  recent  marked  increase  in  incidence 
of  poisoning  due  to  barbituric  acid  deriva- 
tives, the  interest  of  physicians  has  been  sharply 
focused  on  antidotes  and  analeptics. 

In  barbiturate  intoxication  patients  having  a 
degree  of  narcosis  approaching  lethal  levels,  stud- 
ies by  Watts  and  Ruthberg1  show  excellent  results 
obtained  with  Coramine  hydrochloride  in  rela- 
tively large  doses — at  least  5 cc.  every  5 minutes. 

Routine  Treatment 

In  all  cases  routine  treatment  included  stomach 
lavage,  intravenous  glucose  and  saline,  insertion 
of  an  airway,  bronchoscopy  if  necessary,  aspira- 
tion of  the  nasopharynx,  nasal  oxygen  if  neces- 
sary, penicillin  if  fever  developed,  as  well  as 
intravenous  amino  acids  and  vitamins  if  the  com- 
atose condition  persisted  for  several  days. 

In  addition,  the  investigators  administered 
either  Coramine,  picrotoxin,  or  “when  heroic 
measures  were  thought  necessary,”  both  drugs. 

In  cases  where  Coramine  was  given,  5 cc.  were 
administered  intravenously  followed  by  5 cc. 
every  5 minutes  for  the  first  hour.  (In  the  most 
recent  cases  this  dosage  was  increased  to  10  cc.) 

After  the  first  hour,  booster  doses  of  5 cc.  in- 
travenously were  given  on  the  hour  or  in  more 
serious  cases  every  half  hour.  Therapy  was  con- 
tinued until  the  patient’s  reflexes  returned,  or  in 
the  most  recent  cases,  until  the  patient  responded 
to  stimuli  such  as  answering  questions. 

Coramine  Compared  with  Picrotoxin 

Throughout  these  investigations,  Coramine 
was  compared  with  picrotoxin,  those  patients  ad- 
mitted on  even  numbered  days  being  treated  with 
Coramine,  and  those  on  odd  numbered  days  with 
picrotoxin. 

During  1945  and  1946,  58  cases  were  treated, 
with  five  deaths.  From  1941  to  1945,  there  were  41 
cases  with  three  deaths.  Out  of  a total  of  99  cases 
in  five  years,  eight  deaths  resulted. 


Comment:  “In  no  case  where  Coramine  failed 
did  picrotoxin  succeed  in  saving  the  patient.  In 
several  cases  where  picrotoxin  did  not  help, 
Coramine  gave  good  results. 

“In  several  cases  picrotoxin  caused  severe  con- 
vulsions, some  requiring  the  administration  of 
sodium  amytal  for  control.  In  no  case  did  Cora- 
mine cause  convulsions.  Coramine  is  safer  to  use 
for  this  reason  and  can  be  given  by  nurses  without 
danger,  whereas  picrotoxin  must  be  given  with  a 
physician  on  hand  at  all  times  because  of  the 
danger  of  convulsions  ...” 

Larger  Doses  of  Coramine  Indicated 

“It  is  our  feeling,”  the  investigators  conclude, 
“that  where  Coramine  has  been  used  with  unsat- 
isfactory results  in  the  past,  in  many  instances 
better  effects  would  have  been  obtained  with  a 
schedule  of  larger  doses.” 

Coramine  is  a quick-acting  analeptic,  vaso- 
pressor and  respiratory  stimulant.  Primarily  its 
action  is  on  the  higher  brain  centers,  although  all 
portions  of  the  cerebrospinal  axis,  respiratory, 
vasomotor  and  vagal  centers  of  the  medulla,  and 
the  cerebral  cortex  are  affected.  Coramine  thus 
helps  to  restore  normal  vascular  tone,  to  increase 
cardiac  efficiency,  to  deepen  respiration  and  to 
combat  anoxemia. 

Frequently-repeated  doses  are  not  cumulative 
in  producing  convulsions.  On  the  other  hand,  pic- 
rotoxin when  repeatedly  administered  tends  to 
cause  convulsions,  according  to  the  investigators, 
which  can  be  combated  only  by  further  adminis- 
tration of  barbiturates. 

Further  data  on  Coramine  therapy  and  dosage, 
in  barbiturate  poisoning  as  well  as  other  cardio- 
respiratory disorders,  together  with  a comple- 
mentary supply  of  5 cc.  ampuls  of  Coramine,  will 
be  sent  to  physicians  on  request.  Address 
Dept.  A,  Medical  Service  Division,  Ciba  Pharma- 
ceutical Products,  Inc.,  Summit,  New  Jersey. 

1.  Watts,  J.  D.  & Ruthberg,  Jack;  Ann.  Int.  Med.,  29: 1104, 

Dec.  1948. 
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INJURIES  TO  MAJOR  ARTERIES  AND  THEIR  TREATMENT 

Robert  R.  Linton,  M.D.,  F.A.C.S.,  Brookline,  Massachusetts 
( From  the  Departments  of  Surgery  of  the  Harvard  Medical  School  and  the  Massachusetts  General  Hospital ) 


AN  INJURY  to  a major  artery  is  one  of  the 
common  complications  arising  from  trauma, 
especially  to  an  extremity.  A great  deal  has  been 
learned  from  World  War  I and  World  War  II 
about  the  types  of  lesions  which  may  occur  fol- 
lowing gunshot  wounds.  Although  not  so  com- 
mon in  civil  life,  many  similar  lesions  are  seen  so 
that  it  is  imperative  that  surgeons  be  acquainted 
with  the  various  types  that  may  occur  and  the 
best  method  of  handling  them.  A knowledge  of 
the  vascular  pathology  in  these  lesions  and  the 
correct  treatment  of  them  may  mean  the  differ- 
ence between  a viable,  useful  extremity  or  a 
gangrenous  one  which  must  be  amputated.  In 
fact,  it  may  even  mean  the  life  of  the  patient. 

During  hostilities  in  World  War  I and  World 
War  II,  the  majority  of  arterial  injuries  were  sec- 
ondary to  the  wounds  from  missiles,  whereas  in 
civilian  life  in  addition  to  this  cause  lacerations 
from  sharp  objects,  fractures,  dislocations,  and 
the  surgical  interruption  of  arteries,  both  deliber- 
ate and  unintentional,  are  almost  as  frequently 
the  causative  factors.  The  lesions  of  major  ar- 
teries under  these  circumstances  frequently  neces- 
sitate early  and  prompt  treatment  in  order  to 
preserve  the  parts  supplied  by  the  damaged  blood 
vessel.  They  should  be  considered  true  surgical 
emergencies,  since  delay  or  indecision  in  regard  to 
treatment  may  lead  to  the  loss  of  a limb  or  even 
the  life  of  a patient.  It  must  be  remembered  that, 
although  the  arteries  constitute  a pipeline  system 
for 'the  transportation  of  blood,  they  are  much 
more  complicated  than  a system  of  tubes,  because 
(1)  they  are  under  the  control  of  the  nervous  sys- 
tem, which  may  narrow  or  widen  their  caliber, 
(2)  they  respond  to  local  trauma  producing  con- 
striction over  a localized  area  with  a marked  re- 
duction or  a cessation  of  blood  flow  distal  to  the 
point  of  injury,  (3)  their  structure  is  extremely 

Presented,  by  invitation,  at  the  143rd  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo,  Sec- 
tion on  Industrial  Medicine  and  Surgery,  May  4,  1949. 


delicate  so  that  they  may  be  irreparably  damaged 
from  what  appears  at  times  to  be  a trivial  in- 
jury, since  their  walls,  in  addition  to  some  elastic 
tissue,  are  made  up  of  a relatively  thick  layer  of 
smooth  muscle  which  is  extremely  friable  and 
easily  damaged,  especially  in  individuals  beyond 
middle  life,  and  (4)  the  blood  that  circulates 
through  them  may  solidify  as  a result  of  the 
trauma  to  the  lining  membrane,  the  intima. 

Types  of  Lesions 

Segmentary  Arter  al  Spasm. — A severe  de- 
gree of  spasm  localized  to  a small  segment  of  an 
artery  may  develop  from  a wound  in  close  proxim- 
ity to  it  as  the  result  of  the  inherent  ability  of  an 
artery  to  contract  when  traumatized.  It  may 
even  develop  to  such  a degree  that  the  pulse  is 
obliterated  distal  to  the  site  of  injury.  A wound 
from  a missile  most  frequently  produces  this  type 
of  lesion,  but  it  also  occurs  following  severe  blows 
to  an  extremity,  such  as  result  in  fractures  and 
dislocations.  A severe  degree  of  spasm  may  also 
occur  from  the  injudicious  handling  of  an  artery 
at  a surgical  operation.  A narrowing  or  a com- 
plete obliteration  of  the  arterial  lumen  may  be 
observed,  depending  on  the  degree  and  extent  of 
the  trauma.  As  a rule,  this  condition  is  not  a 
serious  threat  to  an  extremity  unless,  in  addition, 
there  is  a marked  concomitant  reduction  in  the 
systemic  arterial  blood  pressure.  If  this  occurs, 
then  arterial  thrombosis  may  develop  distal  to 
the  site  of  injury  because  of  the  relatively  greater 
drop  in  the  blood  pressure  distal  to  it.  The  diag- 
nosis of  segmentary  spasm  should  be  suspected  in 
any  gunshot  wound  that  approximates  a major 
artery,  in  fractures  and  dislocations  at  the  elbow 
and  knee  joint,  and  in  any  severe  trauma  to  an 
extremity.  A diminished  volume  to  the  pulse  or 
absence  of  it,  which  should  be  confirmed  by  oscil- 
lometry, are  important  diagnostic  signs. 

Localized  Arterial  Contusion. — An  artery 
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may  be  injured  by  a severe  blow  to  a limb  even 
though  the  skin  over  it  is  not  broken  or  penetrated 
by  an  object.  The  result  of  such  an  injury  is 
usually  obliteration  of  the  pulse.  When  exam- 
ined, the  blood  vessel  under  these  conditions 
frequently  appears  essentially  normal,  but  a more 
careful  scrutiny  will  demonstrate  that  the  media 
and  the  intima  may  be  fractured,  whereas  the 
adventitia  which  is  more  elastic  appears  essen- 
tially unchanged.  This  type  of  arterial  lesion,  in 
addition  to  resulting  from  blows  of  violence,  is 
seen  following  gunshot  wounds  where  the  missile 
has  passed  in  close  proximity  to  the  artery  or 
merely  grazed  it.  Dislocations  and  fractures,  es- 
pecially around  the  elbow  and  knee,  may  also 
produce  such  a lesion  in  the  brachial  and  poplit- 
eal arteries,  respectively.  Rough  handling  of  an 
artery  at  a surgical  operation  has  also  produced 
lesions  of  this  nature,  most  frequently  from  the 
injudicious  use  of  metal  retractors  against  the 
arterial  wall  or  even  by  retracting  them  too  force- 
fully with  rubber  tubing  or  tape. 

The  fragile  nature  of  the  arterial  wall,  especially 
in  individuals  past  middle  life,  unfortunately  is 
not  too  well  recognized  by  the  average  surgeon. 
Actually  they  are  much  more  readily  damaged 
than  the  corresponding  veins  which  are  relatively 
tough,  because  their  walls  are  more  fibrous  in 
character  due  to  the  greater  amount  of  fibrous 
tissue  and  the  paucity  of  smooth  muscle  in  their 
walls.  Injuries  of  this  nature  to  an  artery  are  a 
serious  threat  to  the  viability  of  the  part  it  sup- 
plies, chiefly  because  thrombosis  may  result  from 
the  intimal  damage  and  the  marked  degree  of 
vasoconstriction  that  occurs  at  the  site  of  injury. 
The  accompanying  drop  in  blood  pressure  which 
usually  follows  trauma  of  this  nature,  even  though 
there  may  be  little  if  any  blood  loss,  also  favors 
arterial  thrombosis  due  to  a generalized  vasocon- 
striction in  the  arterial  system  and  a reduction  in 
the  flow  of  blood  to  the  periphery.  If  early  ade- 
quate treatment  is  not  instituted  within  a few 
hours,  severe  ischemia  and  frequently  massive 
gangrene  may  develop  due  to  a propagation  of  the 
thrombus  which  has  formed  at  the  site  of  injury 
distal  to  the  arterial  system.  This  serious  com- 
plication may  occur  as  early  as  six  to  eight  hours 
after  the  time  of  injury  and  develops  because  of 
the  marked  slowing  of  the  arterial  circulation  dis- 
tal to  the  site  of  injury  and  secondary  to  the  shut- 
ting off  of  the  major  arterial  inflow  and  the 
marked  degree  of  vasoconstriction  that  occurs 
flistal  to  the  point  of  occlusion.  Once  this  distal 
propagated  thrombus  is  formed,  there  is  abso- 
lutely nothing  that  can  be  done  to  save  the  ex- 
tremity, since  the  clot  cannot  be  completely  re- 
moved and  gangrene  invariably  ensues,  usually 
necessitating  a major  amputation. 

If  the  part  survives  without  proper  treatment, 


other  serious  sequelae  may  develop.  These  in- 
clude (1)  secondary  hemorrhage  from  rupture  of 
the  arterial  wall  at  its  most  weakened  point,  espe- 
cially in  the  presence  of  sepsis,  (2)  the  formation 
of  a false  aneurysm  also  due  to  rupture  of  the  in- 
jured artery,  (3)  peripheral  embolism  from  frag- 
mentation of  the  arterial  thrombus  at  the  site  of 
injury,  and  (4)  muscle  fibrosis  and  contracture  as 
seen  in  Volkmann’s  contracture  of  the  forearm 
following  fractures  of  the  elbow. 

The  diagnosis  of  contusion  of  an  artery  should 
always  be  suspected  if  there  is  obliteration  of  the 
pulse  distal  to  the  site  of  injury.  Oscillometry  is 
a valuable  adjunct  in  determining  the  degree  of 
arterial  obliteration.  If  an  oscillometer  is  not 
available,  the  ordinary  type  of  dial  sphygmo- 
manometer may  be  used  in  its  place.  This 
method  of  examination  should  always  be  used  when 
there  is  any  question  whatever  about  the  state  of 
the  peripheral  pulses.  The  inexperienced  exam- 
iner may  frequently  be  feeling  his  own  pulse, 
thinking  it  is  the  patient’s.  Undoubtedly  many 
extremities  could  have  been  saved  if  oscillometry 
had  been  used  and  the  presence  of  major  arterial 
occlusion  had  been  discovered  so  that  early,  ade- 
quate treatment  could  have  been  instituted, 
rather  than  waiting  until  an  irreversible  condition 
developed  because  of  an  extensive  arterial  throm- 
bosis distal  to  the  site  of  injur}'. 

Wounds  of  Arteries. — Arterial  wounds  result 
most  frequently  from  missiles,  sharp  objects  such 
as  knives,  fractures  and  dislocations,  especially  of 
the  elbow  and  knee  regions,  and  surgical  opera- 
tions where,  for  instance,  the  continuity  of  a 
major  artery  must  be  severed  to  remove  various 
types  of  malignant  growths.  For  practical  pur- 
poses wounds  of  arteries  may  be  divided  into  three 
major  types. 

Lateral  or  Tangential. — In  this  type  the  ar- 
terial wall  is  only  partially  severed.  The  wound 
may  be  of  a transverse  or  longitudinal  nature  cor- 
responding to  the  long  axis  of  the  vessel.  The 
initial  hemorrhage  from  this  type  of  wound  is  not 
as  great  in  amount  as  in  the  completely  divided 
artery,  but  it  should  be  stressed  that  it  is  fre- 
quently a more  serious  threat  to  a patient’s  life, 
because  bleeding  from  it  may  continue  to  the 
point  of  exsanguination.  This  apparent  paradox 
occurs  because  the  edges  of  the  arterial  wound 
separate  and  remain  open,  due  to  the  elastic  na- 
ture of  the  arterial  wall,  so  that  bleeding  con- 
tinues unabated,  whereas  in  the  completely  di- 
vided artery  the  severed  ends  retract  into  the  ad- 
ventitia and  a thrombus  forms  in  them  which  pre- 
vents further  bleeding.  Makins  has  stressed  this 
fact  from  his  study  of  arterial  wounds  in  soldiers 
in  World  War  I,  and  Holman  more  recently 
clearly  demonstrated  on  animals  that  a tangential 
wound  of  the  right  femoral  artery  bled  for  twenty 
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minutes  until  the  death  of  the  animal,  whereas  a 
completely  divided  femoral  artery  bled  only  five 
minutes  with  survival.1’2 

If  the  location  of  the  arterial  wound  is  such  that 
the  blood  does  not  escape  to  the  exterior,  a hema- 
toma may  form  in  the  soft  parts  of  the  extremity, 
the  size  depending  on  the  location  of  the  wound. 
A traumatic  or  false  aneurysm  develops  under 
such  conditions  in  patients  who  survive  without 
surgical  intervention  at  the  time  of  accident.  It 
develops  as  a result  of  a gradual  liquefaction  and 
sculpturing  out  of  the  extravascular  clot  by  the 
force  of  the  arterial  blood  pressure  applied  to  it 
through  the  opening  in  the  arterial  wall.  The 
actual  walls  of  such  an  aneurysm  are  made  up  of 
the  contiguous  connective  tissue  planes,  and  ulti- 
mately the  sac  may  become  lined  with  endo- 
thelium. 

Perforation. — The  second  type  of  arterial 
wound  is  that  of  perforation  sustained  as  a result 
of  a missile  or  a sharp  object  piercing  an  artery. 
This  type  of  lesion  results  in  considerable  hemor- 
rhage, the  amount  depending  on  the  size  of  the 
wound,  both  of  the  arterial  wall  and  also  the  soft 
parts  about  the  artery.  A knife  wound  or  a small 
missile  will  result  in  far  less  damage  than  a large 
object.  If  the  blood  cannot  readily  escape  to  the 
exterior  because  of  the  small  caliber  of  the  soft 
part  wound,  hemorrhage  will  be  temporarily 
limited,  at  least  by  the  pressure  exerted  on  the 
blood  vessel  by  the  hematoma  which  is  trapped  in 
the  muscle  and  fascial  spaces  of  the  limb.  If  the 
damage  to  the  artery  is  great  even  though  external 
bleeding  ceases,  secondary  effects  may  be  serious 
because  of  thrombosis  which  develops  distal  to  the 
site  of  injury  in  the  arterial  tree.  Traumatic  or 
false  aneurysms  may  also  develop  as  late  compli- 
cations following  this  type  of  lesion.  Piercing  in- 
juries of  this  nature  may  also  produce  arterio- 
venous fistulas  because  of  the  juxtaposition  of  the 
artery  and  vein.  This  is  especially  true  of  the 
femoral  blood  vessels  where  this  type  of  lesion  is 
seen  commonly;  since  they  lie  side  by  side  just 
below  the  inguinal  ligament  and  just  distal  to  the 
origin  of  the  profunda  femoris  vein,  the  superficial 
femoral  vein  lies  posterior  to  the  artery.  Serious 
blood  loss  does  not  occur  as  a rule,  since  the  ar- 
terial blood,  instead  of  escaping  to  the  outside, 
drains  directly  into  the  large  reservoir  of  the 
venous  system.  Unless  the  arteriovenous  fistula 
is  of  large  caliber,  it  is  compatible  with  life  for 
many  years.  It  is,  however,  inimical  to  the  later 
health  of  the  patient,  chiefly  because  of  the  bur- 
den it  throws  upon  the  heart.  It  is  not  within  the 
scope  of  this  paper  to  discuss  the  pathologic 
physiology  of  this  condition,  and  for  this  the 
reader  is  referred  to  the  writings  of  Holman.2 

Severance. — The  third  type  of  arterial  wound  is 
the  complete  severance  of  the  vessel  with  a break 


in  its  continuity.  This  type  of  lesion  may  result 
from  missiles,  sharp  objects,  or  blows  of  severe 
violence  which  often  result  in  fractures  or  dislo- 
cations. Severe  hemorrhage  usually  results  for  a 
short  period  but  seldom  is  exsanguinating.  As 
already  stated,  the  ends  of  the  artery  retract  and 
become  enveloped  in  the  mass  of  adventitia  so 
that  an  occluding  thrombus  is  formed  in  the  ends 
of  the  vessel  which  temporarily  stops  the  bleed- 
ing. Secondary  hemorrhage  may  develop  after  a 
period  of  time  if  the  ends  of  the  vessel  are  not  se- 
cured with  ligatures.  Complete  severance  of  an 
artery  by  violence  or  large  missiles  is  much  more 
serious  to  the  vitality  of  the  parts  supplied  by  the 
vessel,  because,  in  addition  to  the  damage  to  the 
main  artery,  the  collateral  arterial  channels  are 
also  severely  damaged  by  the  injury  to  the  soft 
parts  through  which  they  pass.  Gangrene  of  the 
extremity  under  such  conditions  is  inevitable  un- 
less the  continuity  of  the  major  artery  is  re- 
established, either  by  a suture  anastomosis  or 
some  type  of  arterial  or  venous  graft,  because 
secondary  thrombosis  distal  to  the  site  of  the 
arterial  wound  occurs  early  under  these  con- 
ditions. Definitive  surgical  treatment  must  not 
be  delayed  longer  than  a few  hours.  On  the 
battleground  it  was  rare  that  an  extremity  could 
be  saved  with  this  type  of  lesion  because  of  the 
time  interval  between  the  injury  and  the  arrival 
of  the  patient  at  a surgical  center  where  this  type 
of  surgery  could  be  satisfactorily  performed.  In 
civilian  life  this  delay  in  the  transportation  of  the 
injured  to  a surgical  center  in  most  instances  will 
be  of  much  shorter  duration  so  that  definite  sur- 
gery should  be  possible  at  a much  earlier  time  and 
the  chances  of  saving  the  extremity  greatly  in- 
creased. 

Treatment 

The  aim  in  the  treatment  of  major  arterial  in- 
juries is  first  to  preserve  the  life  of  the  individual 
and,  second,  to  secure  a normally  functioning 
limb.  It  is,  therefore,  the  duty  of  the  surgeon 
when  hemorrhage  results  from  an  injury  to  an 
artery,  first  to  control  the  bleeding  and,  second, 
but  of  great  importance  also,  to  maintain  the 
blood  flow  distal  to  the  site  of  injury,  either  by 
repairing  the  main  artery,  or  if  this  is  impossible, 
by  preserving  the  collateral  blood  supply.  The 
treatment  of  these  vascular  lesions,  therefore, 
should  be  divided  into  immediate  and  definite 
measures. 

Immediate  Treatment. — The  first  considera- 
tion in  the  immediate  treatment  of  major  arterial 
injuries  is  the  prevention  of  traumatic  shock  with 
its  accompanying  reduction  in  the  systemic  ar- 
terial blood  pressure.  This  is  true  whether  there 
has  been  an  excessive  loss  of  blood  or  not,  since  the 
part  distal  to  the  arterial  injury  will  be  more 
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seriously  handicapped  by  the  relative  greater  re- 
duction in  the  arterial  blood  pressure  and  the 
blood  flow  than  the  parts  of  the  body  not  in- 
volved. If  there  has  been  a great  loss  of  blood,  it 
is  important  first  to  control  further  hemorrhage. 
The  method  of  choice  in  most  instances  is  by  digi- 
tal compression  over  the  bleeding  vessel.  The 
wound  can  then  be  packed  with  gauze  held  in 
place  with  a pressure  bandage.  The  collateral 
blood  supply  to  the  limb  is  not  jeopardized  by  this 
method,  and  its  vitality  is  preserved.  The  appli- 
cation of  hemostatic  agents,  such  as  “gelatin 
sponges”  or  “ocycel  gauze,”  may  be  used  for  the 
wound  packing  but  will  seldom  be  available  at  the 
site  of  the  accident  so  that,  rather  than  waste 
time,  ordinary  surgical  gauze  will  suffice. 

It  is  generally  agreed  that  bleeding  vessels  in 
an  open  wound  should  always  be  ligated  at  the 
earliest  possible  moment.  If  this  is  done  on  the 
scene  of  the  accident,  it  requires  the  use  of  hemo- 
stats  which  are  seldom  available  at  such  times. 
If  they  are  used,  however,  great  care  must  be 
exercised  in  order  to  avoid  damaging  the  artery 
or  the  collateral  blood  vessels  irreparably,  making 
it  impossible  to  restore  the  circulation  to  the  limb. 
Serious  damage  is  most  likely  to  occur  in  cases  of 
partially  or  completely  divided  arteries,  since  the 
use  of  a hemostat  will  often  destroy  sufficient 
length  of  the  artery  to  prevent  repair  by  an  end- 
to-end  suture  anastomosis  or  may  even  prevent 
the  use  of  venous  grafts  by  the  nonsuture  method. 
If  all  local  measures  fail  to  control  the  hemorrhage, 
a tourniquet  may  be  used  as  a last  resort  if 
the  lesion  is  so  situated  that  the  tourniquet  can 
be  applied  proximally.  Unfortunately,  hemo- 
stasis by  this  means  deprives  the  entire  extremity 
of  arterial  blood  flow,  which,  even  after  a short 
time,  may  produce  irreversible  changes  in  the 
limb.  If  a period  of  several  hours  must  elapse  be- 
fore the  patient  can  be  transported  to  an  operat- 
ing room  after  a tourniquet  has  been  applied,  the 
extremity  should  be  kept  in  a cool  environment, 
even  packing  it  in  ice  to  reduce  the  tissue  metab- 
olism. Heat  in  any  form  must  not  be  used 
under  any  conditions.  If  possible,  elevation  of 
the  part  from  which  the  hemorrhage  occurs  will 
often  aid  in  reducing  the  bleeding,  but  once  it  is 
controlled,  the  extremity  should  be  maintained  at 
a slightly  lower  level  than  the,  heart  to  prevent 
total  ischemia.  This  simple  measure  may  pre- 
vent total  ischemia  and  thus  maintain  a slight  de- 
gree of  circulation. 

Definitive  Treatment. — Severe  shock  is  one 
of  the  most  common  complications  of  arterial  in- 
juries. This  may  be  traumatic  or  hemorrhagic  in 
type  and  is  usually  a combination  of  both  because 
of  the  nature  of  the  injury  and  the  accompanying 
blood  loss,  both  of  which  result  in  a marked  dim- 
inution in  the  circulating  blood  volume  with  a 


precipitous  fall  in  the  blood  pressure.  The  result- 
ing reduction  in  the  general  systemic  arterial 
pressure  will  frequently  approach  the  critical 
level,  and,  because  the  major  arterial  blood  supply 
to  the  injured  limb  has  been  interrupted,  the 
pressure  distal  to  the  arterial  injury  will  be  even 
lower.  For  instance,  the  normal  systolic  blood 
pressure  (120  mm.  of  mercury)  in  a patient  may 
drop  rapidly  after  a major  arterial  injury  to  a 
level  of  70  or  80  mm.  of  mercury,  near  or  at  the 
critical  shock  level.  However,  the  fall  in  the  ar- 
terial pressure  in  the  part  distal  to  the  site  of  in- 
jury is  even  greater  because  of  the  interruption  of 
the  major  arterial  inflow  and  because  the  only 
blood  reaching  the  distal  part  must  pass  through 
the  collateral  channels.  Even  without  a drop  in 
the  general  arterial  blood  pressure,  there  is  a re- 
duction distal  to  the  site  of  interruption  in  the 
main  artery,  usually  in  the  neighborhood  of  20  to 
40  mm.  of  mercury.  If  shock  is  added  to  such  a 
picture,  the  reduction  in  the  arterial  blood  pres- 
sure is  even  greater,  since  there  is  less  head  of 
pressure  to  force  the  blood  into  the  limb  through 
the  collateral  channels.  Thus,  arterial  blood 
pressure  should  be  returned  to  normal  as  soon  as 
possible  and  maintained  at  this  level  by  repeated 
blood  transfusions  if  possible. 

Even  after  the  bleeding  has  been  controlled,  no 
attempt  should  be  made  to  operate  on  the  patient 
until  the  blood  pressure  has  returned  to  an  essen- 
tially normal  level,  since  general  anesthesia,  prac- 
tically always  necessary  in  these  cases,  may  fur- 
ther reduce  the  blood  pressure  to  shock  levels. 
After  restoring  the  arterial  blood  pressure  and 
before  anesthesia  is  commenced,  it  should  be  made 
certain  that  additional  blood  transfusions  are 
available  for  use  during  the  operative  procedure, 
since  they  will  generally  be  necessary  to  maintain 
a satisfactory  blood  pressure  level.  These  facts 
in  regard  to  the  hemodynamics  of  major  arterial 
lesions  are  apparently  not  generally  recognized, 
and  as  a result  many  extremities  probably  have 
been  lost  that  might  otherwise  have  been  saved. 

Anesthesia 

General  anesthesia  is  preferable  in  most  cases  of 
major  arterial  injuries.  Cyclopropane,  if  it  is 
available,  has  definite  advantages  in  a patient 
bordering  on  shock,  but  it  is  probably  contra- 
indicated in  a patient  with  cardiac  disease. 
Ether  administered  through  an  endotracheal  tube 
is  believed  to  be  the  safest  and  most  satisfactory 
form  of  anesthesia  in  the  majority  of  cases,  since, 
in  addition  to  the  anesthetic  agent,  oxygen  may  be 
given  in  a sufficient  quantity  to  combat  an- 
oxemia. Spinal  anesthesia  may  be  used  in  in- 
juries of  the  lower  extremities,  its  chief  advantage 
being  the  ease  of  administration.  However,  it 
may  produce  a marked  drop  in  arterial  pressure, 
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Fig.  1.  Tourniquet  type  of  clamp  modified  from 
the  Bethune  lung  tourniquet  clamp.  The  end  of  the 
clamp  is  cloth-covered,  and  a shoe  lace  is  used  for  the 
tourniquet,  both  of  which  prevent  the  clamp  from 
slipping  without  having  to  apply  great  force  and  at 
the  same  time  protecting  the  arterial  wall  from  being 
fractured.  The  long  handles  of  the  clamp  permit 
an  assistant  to  control  the  position  of  the  ends  of 
the  artery  while  they  are  sutured.  (A ) Shows  a type 
of  the  clamp  with  a removable,  wide  end-piece  which 
is  used  for  large  arteries  such  as  the  aorta.  (B)  The 
method  of  applying  the  clamp  to  a blood  vessel. 

necessitating  the  Trendelenburg  position,  which 
in  cases  of  leg  injuries  will  increase  the  ischemia 
and  the  danger  of  gangrene.  Furthermore,  it 
must  be  remembered  that  once  the  spinal  aues- 
thetic  has  been  administered,  there  is  no  way  that 
it  can  be  discontinued.  This  is  not  true  of  the 
inhalation  anesthetics.  Local  procaine  infiltra- 
tion anesthesia  will  seldom  suffice  unless  it  is  used 
simply  to  explore  the  traumatic  wound  in  order  to 
secure  the  bleeding  blood  vessels. 

Operative  Exposure 

The  sine  qua  non  of  major  blood  vessel  surgery 
is  adequate  exposure.  For  this  reason  incisions 
must  be  of  sufficient  length  to  expose  the  blood 
vessel  both  proximal  and  distal  to  the  site  of  in- 
jury. Another  cardinal  principle  is  that  the  in- 
cision must  parallel  and  lie  directly  over  the 
course  of  the  blood  vessel  so  that  additional  expo- 
sure may  be  obtained  during  the  operative  proce- 
dure if  this  should  become  necessary  for  the  con- 
trol of  the  injured  vessel.  The  artery  should 
first  be  controlled  proximal  to  the  arterial  wound 
and  then  distally.  These  points  of  control  should 
be  several  inches  from  the  site  of  injury  so  that 
bleeding  is  not  started  again  until  the  vessel  is 
under  control  both  proximally  and  distally.  A 
very  satisfactory  clamp  for  this  purpose  is  the  au- 
thor’s modification  of  the  Bethune  lung  tourni- 
quet clamp  (Fig.  1).  Finally,  even  if  the  natural 
creases  in  the  skin  must  be  crossed  by  the  in- 
cision, there  must  be  no  hesitancy  in  doing  so, 


since  an  unrestricted  exposure  is  essential.  Fur- 
thermore, incisions  made  through  these  natural 
creases  can  be  sutured  so  that  contractures  will 
not  develop  (Fig.  2). 

Controlling  or  Repairing  the  Arterial 
Wound 

The  re-establishment  of  the  circulation  in  the 
presence  of  segmentary  arterial  spasm  is  most 
readily  obtained  by  the  restoration  of  the  normal 
blood  pressure  and  the  interruption  of  the  sym- 
pathetic vasoconstrictor  impulses  to  the  extremity 
by  a paravertebral  procaine  block,  using  a 1 
per  cent  solution.  In  some  instances  intermit- 
tent venous  occlusion  may  be  of  value.  Con- 
tusions of  wounds  of  the  arteries  require  various 
procedures  performed  on  the  vessel  itself.  Since 
the  media  and  the  intima  are  usually  injured  in  a 
contused  artery,  arterial  thrombosis  with  second- 
ary gangrene  practically  invariably  develops  if  the 
damaged  part  of  the  artery  has  not  been  resected. 
The  ideal  treatment  under  these  conditions  is  the 
re-establishment  of  the  arterial  continuity  by 
inserting  either  an  arterial  or  a venous  graft  after 
resection  of  the  artery.  Welch  recently  reported 
on  the  basis  of  experiments  on  dogs  that  the  for- 
mer gives  the  best  results.3  It  is  accomplished 
either  by  end-to-end  suture  or  by  the  nonsuture 
vitallium  tube  technic  of  Blakemore  and  Lord.4 
The  latter  can  be  done  more  rapidly,  providing 
the  vitallium  tubes  are  available,  but  the  former 
is  preferable  since  secondary  thrombosis  is  less 


Fig.  2.  The  healing  of  a longitudinal  incision  in 
the  popliteal  space  without  contracture  or  keloid 
formation  even  though  it  has  cut  across  natural  skin 
creases.  A large  arteriosclerotic  popliteal  aneurysm 
was  excised  from  this  patient’s  left  leg. 
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apt  to  occur,  as  has  been  demonstrated  by  Shu- 
macker  and  Lowenberg.5  The  limb  has  a far 
better  chance  for  survival  if  the  contused  portion 
of  the  artery  is  resected  and  the  two  ends  li- 
gated than  if  a poor  anastomosis  is  performed 
which  will  invariably  thrombose,  leaving  the  ves- 
sel in  no  better  condition  than  before  resection. 
The  chances  of  survival  of  the  limb,  if  complete 
interruption  of  the  artery  is  necessary,  may  be 
determined  by  observing  the  amount  of  arterial 
blood  which  flows  from  the  distal  end  of  the  sev- 
ered artery  below  the  point  of  contusion.  A brisk 
flow  indicates  adequate  collateral  blood  supply, 
and,  practically  invariably,  the  extremity  will 
not  develop  gangrene,  the  so-called  Henle-Coenen 
sign. 

If  it  is  necessary  to  interrupt  an  artery  by  liga- 
ture, it  is  generally  preferable  to  ligate  and  divide 
it  rather  than  ligate  the  artery  in  continuity. 
Such  a procedure  reduces  the  incidence,  and  will 
actually  prevent,  secondary  hemorrhage.  In 
addition,  ligation  and  division  result  in  a partial 
sympathectomy  by  interrupting  the  sympathetic 
pathways  traveling  with  the  major  blood  vessels, 
similar  to  the  effect  obtained  by  a periarterial 
sympathectomy.  Ligation  in  continuity,  on  the 
other  hand,  may  result  in  a degree  of  vasospasm 
due  to  the  irritative  focus  created  by  the  ligature 
on  the  undivided  artery,  as  suggested  by  the  ob- 
servations of  Leriche  and  Werquin.6  Mitchiner 
also  observed  that  if  an  artery  is  ligated  in  con- 
tinuity, symptoms  of  pain  and  claudication  in  the 
affected  limb  may  persist  for  years  and  will  be 
completely  relieved  by  division  of  the  fibrous  cord 
at  the  site  of  the  previous  ligation.7  As  demon- 
strated by  Reid,  the  blood  should  be  stripped  out 
of  the  artery  before  applying  the  ligature,  thereby 
tying  it  off  as  a flaccid  tube  rather  than  a rigid 
vessel  filled  with  blood  at  arterial  pressure.8 
This  simple  expedient  will  prevent  rupture  of  the 
arterial  wall  with  the  concomitant  danger  of  sec- 
ondary hemorrhage.  Reid  also  recommended 
that  the  ligature  be  graduated  according  to  the 
size  of  the  artery  which  is  to  be  ligated,  but  this 
probably  is  not  necessary.  A better  rule  to  fol- 
low is  one  given  by  Holman,  who  states  that  the 
ligature  need  only  be  large  enough  to  permit  tying 
without  its  breaking.9  It  is  important  that  liga- 
tures on  large  arteries,  especially  where  there  are 
sclerotic  changes  in  the  vessel  wall,  not  be  tied 
too  tightly  since  this  will  fracture  the  arterial  wall. 
Only  sufficient  tension  necessary  to  bring  the 
intima  of  the  circumference  of  the  blood  vessel 
lumen  in  apposition  should  be  used. 

Ever  since  the  time  of  Pare,  surgeons  have  uti- 
lized the  ligature  almost  exclusively  as  the  method 
for  controlling  a severed  blood  vessel.  More  re- 
cently it  has  been  demonstrated  by  Murray  and 
Janes  and  others  that  the  end  of  a large  artery 


may  be  closed  as  satisfactorily  by  suturing  it  with 
a fine  nonabsorbable  type  of  suture.10’11  This 
method  has  distinct  advantages  since  it  is  less 
apt  to  produce  necrosis  with  the  dangers  of  sec- 
ondary hemorrhage,  and,  of  prime  importance  at 
times,  it  will  enable  the  surgeon  to  preserve  an 
important  collateral  arterial  branch  arising  just 
proximal  to  the  severed  artery  (Fig.  3).  In 
order  to  ligate  a divided  artery  safely,  it  is  neces- 
sary to  place  a ligature  at  a distance  at  least  equal 
to  the  diameter  of  the  blood  vessel  proximal  to 
the  point  at  which  it  has  been  severed.  It  is  even 
preferable  to  use  double  ligatures  on  the  proximal 
end,  the  more  distal  one  being  a transfixion  type 
which  will  safeguard  against  the  catastrophe  of 
having  the  ligature  slip  off  with  resulting  second- 
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Fig.  3.  Suture  closure  of  a large  artery  with  a 
running  over-and-over  type  of  suture.  (A)  The 
artery  is  controlled  proximally  with  a tourniquet 
clamp  during  the  closure.  (B)  The  completed  clo- 
sure showing  how  a collateral  vessel  in  close  proxim- 
ity to  the  severed  end  can  be  preserved  by  this 
method  of  closure.  (C)  A photograph  of  the  proxi- 
mal end  of  a dog’s  aorta,  closed  by  this  method, 
taken  one  year  later  to  show  the  conical  type  of 
healing  that  takes  place  without  evidence  of  aneu- 
rysm. The  end  of  the  hemostat  points  to  the 
healed  end  of  the  aorta.  Just  below  the  tip  of  the 
hemostat  a large  hypertrophied  lumbar  artery  is 
seen;  the  closure  was  made  just  distal  to  it. 
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Fig.  4.  A safe  method  of  ligating  a major  artery. 
(A)  A proximal  ligature  has  been  applied,  and  the 
secondary  more  distal  transfixion  ligature  is  being 
placed.  ( B ) The  artery  doubly  ligated  with  suffi- 
cient cuff  distal  to  the  transfixion  ligature  to  safe- 
guard against  having  it  slip  off. 

ary  hemorrhage  (Fig.  4).  This  necessitates  tire 
sacrifice  of  an  additional  length  of  blood  vessel. 
With  the  suture  method  of  closure,  on  the  other 
hand,  it  is  only  necessary  to  utilize  1 to  2 mm.  of 
the  blood  vessel  in  order  to  get  adequate  hemo- 
stasis. It  is  believed  that  this  choice  of  arterial 
control,  especially  at  such  critical  levels  as  the 
bifurcation  of  the  common  femoral  artery,  may 
mean  the  difference  between  a gangrenous  ex- 
tremity and  a viable  one.  For  instance,  by  the 
ligature  method  a lesion  of  the  superficial  femoral 
artery  just  distal  to  the  origin  of  the  profunda  fem- 
oris  might  necessitate  ligature  of  the  common 
femoral  artery  proximal  to  the  origin  of  the  pro- 
funda femoris  branch.  An  occlusion  of  this  ves- 
sel and  the  superficial  femoral  artery  at  the  same 
time,  due  to  an  arterial  injury  of  the  latter,  will 
invariably  lead  to  gangrene,  whereas,  if  the  proxi- 
mal stump  of  the  superficial  femoral  artery  were 
sutured,  the  profunda  femoris  would  be  left  in  con- 
tinuity with  the  common  femoral  artery  so  that 
in  the  majority  of  cases  the  extremity  would 
survive. 

Methods  of  Restoring  Arterial  Continuity 

Longitudinal  tangential  wounds  of  major  ar- 
teries may  lie  repaired  by  suturing  the  edges  of 
the  vessel  together  with  a running  everting  type 
of  fine  nonabsorbable  suture,  preferably  silk,  pro- 
viding that  not  too  much  of  the  arterial  wall  has 
been  destroyed.  This  method  is  most  applicable 
in  clean-cut  lacerations.  If  the  repair  reduces 
the  size  of  the  arterial  lumen  too  much,  throm- 
bosis is  almost  invariable,  and  the  limb  may  be 
lost.  Under  these  conditions  it  is  much  safer  to 
resect  the  injured  portion  of  the  artery  and  con- 
trol both  ends,  either  by  suture  or  ligatures,  or  to 
utilize  a graft  to  restore  its  continuity.  A trans- 
verse wound  in  an  artery  may  also  be  treated  by 
suturing  but,  again,  only  if  not  too  much  of  the 


wall  has  been  destroyed.  The  age  of  the  patient 
will  determine  to  some  extent  whether  an  arterial 
repair  can  be  performed  in  many  cases.  A satis- 
factory closure  of  such  wounds  may  not  be  pos- 
sible, especially  beyond  middle  life,  due  to  the  de- 
generation of  the  elastic  tissue  and  the  smooth 
muscle  which  takes  place  in  major  arteries  with 
increasing  age  and  with  the  resultant  rigidity  and 
friability  of  the  arterial  wall.  If  it  is  noticed  that 
the  intima  and  media  tend  to  fragment  in  the 
process  of  suturing,  it  is  much  safer  to  interrupt 
the  blood  vessel  under  these  conditions.  Other- 
wise arterial  thrombosis  with  resulting  gangrene 
will  develop.  In  a majority  of  arterial  wounds 
with  complete  interruption  of  their  continuity  the 
re-establishment  of  the  arterial  lumen  can  seldom 
be  attained  without  a graft  because  of  the  loss  of 
arterial  substance.  If  the  wound  has  been 
created  by  a sharp  instrument  such  as  a knife,  it 
is  frequently  possible,  providing  the  artery  has 
not  been  damaged  by  the  use  of  hemostats  during 
the  immediate  treatment.  The  cleanly  severed 
artery  lends  itself  exceptionally  well  to  an  end-to- 
end  suture  type  of  anastomosis,  everting  the  edges 
of  the  artery  and  making  an  intima-to-intima  type 
of  closure  with  a running  mattress  type  suture. 
The  tourniquet  clamps  described  above  make  ex- 
cellent handles  with  which  to  control  the  ends  of 
the  blood  vessel  while  performing  the  actual  su- 
turing. 

Concomitant  Vein  Ligation 

Therapeutic  venous  occlusion  produced  by  the 
interruption  of  the  concomitant  vein  when  it  is 
necessary  to  ligate  a major  artery  was  a method 
proposed  by  Makins,  a British  surgeon  during 
World  War  I,  to  reduce  the  incidence  of  gangrene 
in  major  arterial  injuries.1  Since  that  time  this 
procedure  has  been  the  subject  of  much  contro- 
versy, and  the  majority  of  observers  during  World 
War  II  were  of  the  opinion  that  it  did  not  en- 
hance the  circulation.  However,  in  an  acutely 
divided  blood  vessel  in  an  experimental  animal 
there  is  supporting  evidence.  The  benefit  that  is 
derived  from  this  procedure  is,  at  least  in  part, 
through  the  damming  back  of  the  blood  into  the 
capillaries  of  the  limb  distal  to  the  site  of  arterial 
occlusion,  perhaps  with  even  an  increase  in  the 
arterial  blood  flow  secondary  to  this  mechanical 
vasodilatation.12  Since,  in  an  extremity,  there 
are  so  many  collateral  venous  channels  for  the  re- 
turn of  blood  to  the  heart,  it  seems  unlikely  that 
interruption  of  even  the  major  channel  of  venous 
return  will  irreparably  damage  the  extremity. 
This  fact  has  been  well  demonstrated  in  the  nor- 
mal extremity  in  the  treatment  of  thrombo- 
embolism by  Allen  and  his  coworkers.13 

It  should  be  pointed  out  that  it  serves  another 
purpose  in  that  it  may  prevent  pulmonary  embo- 
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lism,  both  minor  and  'ethal  in  nature.  Trauma 
is  one  of  the  predisposing  causes  of  venous  throm- 
bosis and  is  not  an  infrequent  complication  sec- 
ondary to  injuries  of  the  extremity.  Further- 
more, the  operative  procedure  of  repairing  the  in- 
jured artery  not  infrequently  causes  additional 
trauma  to  the  vein  wall.  It  is  recommended, 
therefore,  that  if  a major  artery  to  a limb  must  be 
ligated,  the  concomitant  vein  should  be  inter- 
rupted just  distal  to  one  of  its  major  branches  for 
two  reasons:  (1)  to  enhance  the  arterial  circula- 
tion and  (2)  to  avoid  the  complication  of  pulmo- 
nary embolism. 

Additional  Measures  to  Prevent  Gangrene 

The  application  of  heat  in  any  form  to  an  is- 
chemic limb  is  absolutely  contraindicated  in  all 
cases.  After  the  major  artery  to  an  extremity  has 
been  interrupted,  the  distal  portion  must,  of  neces- 
sity, cool  off  to  a degree  approaching  the  environ- 
mental temperature  due  to  the  reduction  in  the 
arterial  blood  flow  to  the  part.  Many  of  the 
medical  profession  still  believe  that  it  is  better  to 
restore  the  temperature  of  the  part  to  near  that  of 
the  normal  body  temperature  by  the  use  of  ex- 
ternal heat  than  to  allow  it  to  remain  cool.  This 
fact  undoubtedly  has  been  the  cause  of  the  loss  of 
many  extremities.  It  has  been  well  demon- 
strated by  several  investigators  that  an  extremity 
that  has  cooled  down  to  room  temperature  under 
these  conditions  will  suffer  irreparable  damage  if  it 
is  heated  up,  even  to  body  temperature,  the  rea- 
son being  that  the  warmer  tissues  are  kept,  the 
higher  the  metabolism  becomes  and  due  to  the 
deficient  arterial  blood  supply  the  needs  of  this 
higher  metabolic  rate  cannot  be  maintained,  so 
that  gangrene  frequently  develops.  It  is  an  in- 
variable rule,  therefore,  that  an  extremity  which 
is  deficient  in  arterial  circulation  should  never 
have  heat  applied  to  it  in  any  form.  It  is  better 
to  maintain  it  at  room  temperature  and  cooling 
can  best  be  obtained  by  leaving  the  extremity 
completely  uncovered.  Exposing  it  to  a stream 
of  air  from  an  e'ectric  fan  to  further  the  cooling 
may  also  be  beneficial.  Actually,  the  appli- 
cation of  cracked  ice  to  an  extremity  would  do  less 
harm  than  warming  by  any  means  of  external 
heat. 

Antibiotics 

Infection  in  the  past  has  always  been  one  of  the 
major  causes  of  failure  in  the  treatment  of  trau- 
matic wounds.  The  generous  use  of  the  anti- 
biotic penicillin  and,  when  indicated,  strepto- 
mycin has  reduced  serious  surgical  infections  in 
these  types  of  lesions  practically  to  a minimum. 
It  is  advised,  therefore,  that  large  doses  of  the 
antibiotics  should  be  used,  the  first  injection  being 


given  prior  to  the  definitive  surgery  and  the  ad- 
ministration continuing  for  at  least  a week  or 
until  all  signs  of  infection  have  disappeared. 

Heparin  and  Dicumarol 

Thrombosis  of  the  arterial  system  distal  to  the 
site  of  injury  is  one  of  the  major  causes  of  gan- 
grene following  the  repair  of  arterial  lesions  or  the 
interruption  of  major  arteries.  It  is  believed, 
therefore,  that  the  careful  administration  of  the 
anticoagulant  heparin,  commencing  it  a few  hours 
after  completing  the  surgical  procedure,  is  indi- 
cated in  a case  where  the  circulation  is  precarious, 
providing  there  has  not  been  serious  soft  tissue 
injury.  The  clotting  time  of  the  blood  should  not 
be  allowed  to  go  above  twenty  minutes  with  the 
multiple  tube  method ; otherwise  secondary  hem- 
orrhage may  develop.  The  bleeding,  if  it  does 
occur,  is  usually  from  numerous  small  blood 
vessels  which  have  not  been  ligated  and  which 
ordinarily  would  soon  seal  themselves  off.  Such 
a complication  can  be  extremely  serious,  since  in 
a large  wound  there  may  be  very  marked  extra- 
vasation of  blood  with  resulting  swelling  and 
edema  that  will  jeopardize  the  collateral  circula- 
tion. If  the  circulation  to  the  distal  part  of  the 
extremity  is  adequate  after  forty-eight  hours,  it  is 
seldom  necessary  to  continue  the  anticoagulants 
beyond  this  period  of  time.  In  an  occasional  case 
longer  use  may  be  desirable,  and  under  such  cir- 
cumstances Dicumarol  may  be  employed  because 
of  the  ease  of  its  administration.  As  it  requires 
forty-eight  hours  to  take  effect,  this  drug  is  of  no 
value  whatever  in  the  immediate  postoperative 
period.  If  Dicumarol  is  used,  it  is  absolutely  nec- 
essary that  laboratory  facilities  be  available 
for  the  accurate  determination  of  the  prothrom- 
bin time.  These  should  be  done  at  daily  inter- 
vals. 

Methods  to  Augment  the  Collateral 
Circulation 

Sympathectomy. — It  is  well  recognized  that 
interruption  of  the  sympathetic  vasoconstrictor 
control  of  the  peripheral  arterial  system  will  aug- 
ment the  collateral  circulation  to  a limb,  and, 
since  spasm  of  the  collateral  vessels  has  been 
blamed  for  the  failure  following  the  surgery  of 
major  arterial  injuries,  it  would  appear  that  this 
procedure  should  be  performed.  There  are  cer- 
tain disadvantages  to  this  form  of  treatment, 
however.  In  the  first  place  performing  an  ade- 
quate sympathectomy  by  surgical  means  necessi- 
tates a major  surgical  procedure  which  will  not 
be  well  tolerated  by  an  individual  bordering  on 
shock,  a condition  in  many  of  these  cases.  The 
surgery  necessary  to  perform  an  adequate  sym- 
pathectomy, in  addition  to  that  of  the  arterial 
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injury,  may  further  reduce  the  blood  pressure  to 
such  a level  that  the  affected  part  becomes  ische- 
mic and  gangrene  develops.  This  has  been  ob- 
served on  a number  of  occasions  so  that  it  is  now 
considered  inadvisable  to  combine  sympathec- 
tomy with  the  definitive  surgery  of  a major  ar- 
terial lesion.  It  should  also  be  remembered  that 
in  any  major  blood  vessel  injury  where  the  inter- 
ruption of  the  artery  has  occurred  by  accident  or 
been  performed  intentionally,  a temporary  and 
quite  satisfactory  periarterial  type  of  sympathec- 
tomy is  produced.  Sympathectomy  was  per- 
formed on  many  casualties  during  World  War  II, 
and  according  to  Warren  and  DeBakey  and  Si- 
meone  little  if  any  benefit  was  derived  from  this 
procedure.14-15  In  fact,  the  latter  reported  a 
higher  incidence  of  gangrene  following  sym- 
pathectomy. Chemical  sympathectomy — inter- 
rupting the  sympathetic  pathways  by  a para- 
vertebral injection  of  a 1 per  cent  solution  of  pro- 
caine— has  been  used  also,  but  the  results  are  of 
doubtful  value.  It  is  believed  that  such  a pro- 
cedure rarely,  if  ever,  has  made  the  difference  be- 
tween a viable  extremity  and  a gangrenous  one. 
It  also  has  the  disadvantage  that  the  effect  is  very 
transient  and,  therefore,  must  be  repeated  at  fre- 
quent intervals.  It  should  also  be  pointed  out 
that  it  is  not  without  its  dangers.  In  summary  it 
can  be  said  that,  theoretically,  sympathectomy 
should  be  a very  important  adjunct  in  the  treat- 
ment of  major  arterial  injuries,  but  from  practical 
experience  it  has  proved  of  little  value  and  in 
many  cases  has  probably  been  detrimental.  It 
should  be  reserved  for  those  cases  of  elective  ma- 
jor arterial  surgery  and  should  be  performed  at 
least  a week  to  ten  days  prior  to  the  surgical  pro- 
cedure on  the  major  artery. 

Intermittent  Venous  Occlusion. — Collens 
and  Wilensky  in  1936  recommended  the  use  of  a 
pneumatic  tourniquet  applied  to  an  extremity, 
intermittently  inflated  to  a pressure  slightly  below 
the  diastolic  blood  pressure,  for  the  treatment  of 
chronic  obliterative  arterial  disease.16  This 
method  has  been  found  to  be  of  considerable  value 
in  the  treatment  of  acute  arterial  occlusion, 
whereas  its  value  in  the  former  condition  is  doubt- 
ful. The  mode  of  action  is  similar  to  that  of  the 
Pavaex  boot  of  Hermann  and  Reid.17  It  has  the 
advantage  over  the  latter,  however,  of  being  more 
readily  applied,  and  the  apparatus  used  is  more 
“foolproof.”  It  is  believed  that  the  effect  of  this 
method  of  treatment  is  similar  to  that  of  concomi- 
tant vein  ligation,  but  it  has  the  greater  advan- 
tage in  that  the  effect  can  be  maintained  for  a 
longer  period  of  time.  The  technic  of  intermit- 
tent venous  occlusion  is  of  importance,  since,  if  it 
is  improperly  performed,  more  harm  than  good 
will  result.  The  venous  occlusion  must  be  inter- 
mittent in  nature  so  that  during  the  “off”  period 


of  the  cycle,  the  blood  can  drain  out  of  the  ex- 
tremity. Otherwise  venous  and  lymphatic  ob- 
struction will  occur  which  will  result  in  edema  and 
thus  seriously  interfere  with  the  capillary  circu- 
lation. The  pneumatic  tourniquet  should  be 
placed  as  high  on  the  affected  limb  as  possible  and 
the  extremity  elevated  to  the  level  of  the  heart,  so 
that  during  the  period  of  release  of  the  venous  oc- 
clusion the  blood  will  readily  empty  from  the 
veins  of  the  limb.  Success  in  the  treatment  of 
major  arterial  occlusion  by  this  method  depends 
on  several  factors.  First,  and  most  important, 
the  treatment  must  be  commenced  as  soon  as  pos- 
sible after  the  occurrence  of  the  arterial  occlu- 
sion. 

If  a period  of  eight  hours  or  longer  elapses, 
intravascular  thrombosis  may  occur  in  the  distal 
part  of  the  arterial  tree  which  will  preclude  any 
chance  to  save  the  limb.  Second,  the  extremity 
should  be  placed  at  the  level  of  the  heart,  or  a 
little  higher,  so  that  when  the  pressure  in  the 
tourniquet  is  released,  the  blood  and  lymph  will 
drain  from  the  limb.  Even  with  a patient  in  the 
shock  position  with  the  legs  elevated  above  the 
level  of  the  heart,  this  method  will  prove  of  value 
because  blood  will  be  forced  down  to  the  distal 
part  of  the  extremity  by  the  venous  occlusion 
where  it  otherwise  would  not  reach  because  of  the 
elevation  of  the  limb.  Third,  a pressure  of  40  to 
50  mm.  of  mercury  in  the  pneumatic  tourniquet 
has  been  found  to  be  the  most  effective,  providing 
the  systolic  blood  pressure  is  100  mm.  of  mercury 
or  above.  If  the  patient’s  blood  pressure  is  below 
this  level,  a lower  pressure  should  be  used  in  the 
tourniquet  so  that  there  is  a difference  of  at  least 
50  mm.  of  mercury  between  the  systolic  blood 
pressure  and  the  pressure  in  the  tourniquet. 
Fourth,  the  cycle  used  should  be  determined  for 
each  case.  The  “on”  period  of  the  cycle  is  ascer- 
tained by  inflating  the  tourniquet  and  watching 
the  color  of  the  extremity.  Its  appearance  will 
be  waxen  pale  at  first,  but  a pinkish  color  will  be 
seen  to  creep  gradually  distalward  until  it  reaches 
the  tips  of  the  digits.  The  time  in  minutes  re- 
quired for  this  change  in  color  after  the  inflation 
of  the  tourniquet  should  represent  the  “on”  part 
of  the  cycle.  In  most  cases  the  “on”  period  will 
be  much  longer  than  the  “off”  period,  since  the 
latter  should  only  be  long  enough  to  permit  the 
blood  to  drain  out  of  the  extremity.  It  in  turn  is 
determined  by  the  period  in  minutes  required  for 
the  extremity  to  blanch  after  release  of  the  pres- 
sure in  the  tourniquet.  Electrical  equipment  is 
available  for  performing  this  type  of  treatment, 
but,  if  none  is  available,  the  ordinary  sphyg- 
momanometer can  be  used,  with  someone  at 
hand  to  inflate  and  release  it  at  the  correct 
periods,  as  ascertained  by  the  method  described 
above.18 
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Conclusions 

1.  Injuries  to  major  arteries  constitute  a seri- 
ous threat  to  the  limb  and  the  life  of  an  individual 
following  severe  trauma. 

2.  The  prevention  of  secondary  thrombosis 
distal  to  the  arterial  injury  by  early  adequate 
treatment  is  essential  for  a satisfactory  result  in 
this  type  of  surgery. 

3.  Heat  in  any  form  must  never  be  applied  di- 
rectly to  a limb  that  has  a diminished  arterial 
blood  flow  because  of  the  danger  of  precipitating 
gangrene. 

1180  Beacon  Street 

Discussion 

C.  A.  Traver,  M.D.,  Albany. — Dr.  Linton  has 
covered  the  subject  of  arterial  injury  and  repair 
completely  and  from  many  angles.  I am  impressed 
by  the  importance  of  prompt  and  adequate  emer- 
gency treatment  which  has  been  emphasized  today, 
for  on  this,  in  large  measure,  depends  the  success  or 
failure  of  the  definitive  treatment  whenever  anasto- 
mosis or  repair  is  at  all  possible.  The  time-honored 
use  of  the  tourniquet  in  first  aid  must  be  rationalized 
so  that  ischemia  of  muscle,  pressure  on  nerve  trunks, 
and  the  complicating  vasospastic  states  are  mini- 
mized. We  should  realize  that  the  use  of  a tourni- 
quet is  a proper  life-saving  measure  in  a large  open 
wound  or  a crushing  injury  of  an  extremity  when 
there  is  gross  hemorrhage,  but  in  a great  many  cases 
it  can  be  kept  available  for  immediate  use  and  yet 
used  only  when  proper  indications  exist  for  it. 

An  emergency  set  of  sterile  instruments  and  gauze 
for  packing  or  so-called  “gelatin-sponges”  are  needed 
with,  of  course,  the  facilities  for  proper  splinting, 
shock  therapy,  and  careful  handling  when  the  patient 
reaches  our  first  or  second  line  of  civilian  defense 
which  our  friends,  the  atomic  experts,  are  discussing 
these  days  in  scientific  and  other  journals. 

Blood  replacement  should  approximate  blood  loss. 
Frequently  there  will  be  time  for  detailed  study  of 
the  patient  as  an  aid  to  accurate  diagnosis  and  well- 
planned  surgical  attack  when  the  proper  time  arrives 
for  definitive  treatment.  Careful  dissection  can  be 
carried  out  when  there  is  adequate  exposure,  but 
steps  must  be  taken  for  provisional  ligation  of  the 
vessel  or  vessels  involved  proximally  and  distally, 
using  tape  over  a bit  of  rubber  tubing  so  that  com- 
pression will  not  damage  the  intima  of  the  artery. 
These  operations  will  be  prolonged,  and  good  anes- 
thesia and  supportive  treatment  are  necessary. 

Given  a skillful  primary  or  secondary  repair  of 
these  varying  vascular  injuries  and  their  complicat- 
ing aneurysms  and  neural  lesions,  I am  impressed  by 
the  need  for  postoperative  care  with  relief  of  vaso- 
spasm by  paravertebral  novocaine  block  of  the  sym- 


pathetic nerves  or  in  many  instances  by  lumbar  or 
dorsal  sympathectomy-  Anticoagulants  must  be 
used  judiciously  as  the  inherent  danger  in  their  un- 
controlled use  is  obvious  to  us  all.  Antibiotics  and 
frequent  observation  of  the  patient  during  the  pe- 
riod when  circulation  is  being  restored,  either  directly 
or  indirectly  by  collateral  channels,  are  necessary  in 
addition. 

I am  sure  that  most  of  us  remember  when  external 
heat  was  applied  routinely  to  extremities  with  de- 
ficient circulation  along  with  some  degree  of  eleva- 
tion. The  newer  idea  of  placing  the  arm  or  the  leg 
in  a slightly  dependent  position,  by  which  we  mean 
below  the  level  of  the  heart,  and  also  of  leaving  it 
largely  exposed  to  room  temperature  appeals  to  me. 
External  heat  can  be  used  to  advantage  on  other 
parts  of  the  body  in  the  therapy  of  an  associated 
period  of  shock. 

Statistics  on  results  under  combat  conditions  of 
both  World  War  I and  World  War  II  are  confusing. 
Yet  tables  of  frequency  relating  to  injuries  of  differ- 
ent types  to  specific  arteries  and  their  concomitant 
veins  are  of  interest  and  should  stimulate  us  to  a re- 
view of  the  anatomy  of  the  major  arteries  and  their 
collateral  channels.  It  has  been  established  that  the 
most  critical  injuries  are  those  to  the  following  pe- 
ripheral arteries:  the  popliteal,  the  common  femoral 
(or  the  combination  of  injury  to  the  femoral  and  the 
profunda),  and  the  internal  carotid;  also  a supra- 
condylar fracture  of  the  femur  with  contusion  or  rup- 
ture of  the  popliteal  artery  presents  a special  prob- 
lem because  of  the  severity  of  the  damage  to  colla- 
teral vessels  which  often  accompanies  it.  Lastly, 
physiotherapy  and  encouragement  of  the  patient  in 
rehabilitating  himself  will  pay  dividends  in  improv- 
ing end  results. 
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POST-TRAUMATIC  PAINFUL  DISABLING  SYNDROMES  WITH 
ASSOCIATED  VASOMOTOR  IMBALANCE 
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I 

FROM  time  to  time  over  the  years,  attention  has 
been  called  to  a mysterious  group  of  post- 
traumatic  painful  disabling  syndromes  which 
also  have  in  common  some  disturbance  of  the 
vasomotor  system.  These  syndromes  involve 
the  extremities,  most  commonly  the  hands  and 
wrists  or  the  feet  and  ankles.  Associated  with 
trauma,  pain,  disability,  and  vasomotor  im- 
balance there  may  be  other  phenomena.  These 
are  varying  degrees  of  muscle  weakness  or 
atrophy,  edema  of  the  soft  tissue,  bone  atrophy 
either  diffuse  or  spotty,  so-called  trophic  changes 
affecting  the  soft  parts  and  nails,  sensory  changes 
varying  from  hypesthesia  to  hyperesthesia, 
hyperhidrosis,  and  chronic  ulceration.  These 
additional  changes  may  exist  singly  or  in  various 
combinations.  The  essential  features  in  the 
production  of  this  syndrome  appear  to  be  (a) 
trauma  and  ( b ) an  active  vasomotor  mechanism 
which  may  have  existed  prior  to  the  injury  or 
which  is  reflexly  stimulated  in  response  to  the 
injury. 

To  the  uninitiated  these  syndromes  often 
appear  to  be  a manifestation  of  an  abnormal  psy- 
chologic response  to  an  injury.  This  possibility 
is  frequently  supported  by  the  fact  that  these 
patients  appear  to  be  emotionally  unstable,  tense 
individuals.  Also,  the  original  injury  may  be 
extremely  minor  in  nature  and  the  pain  and  dis- 
ability seem  entirely  out  of  proportion  to  the 
injury.  In  addition,  the  vast  majority  of  indi- 
viduals who  sustain  similar  injuries  do  not  develop 
these  syndromes,  recover  rapidly,  and  respond 
to  the  usual  therapeutic  measures  which  the 
original  injury  demands. 

These  syndromes  are  seen  occasionally  in 
civilian  practice,  most  commonly  among  those 
exposed  to  industrial  accidents.  Large  numbers 
of  cases  are  seen  as  a result  of  wartime  injuries. 
This  was  particularly  true  of  World  War  II  in 
which  the  policy  of  segregating  patients  with 
unusual  problems  in  various  centers  resulted  in 
the  concentration  of  large  numbers  of  patients 
with  disorders  of  the  type  under  discussion  for 
special  study  and  treatment.  As  a consequence, 
a number  of  excellent  discussions  have  appeared 
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in  the  recent  literature.  These  have  done  much 
to  clarify  the  signs  and  symptoms  and  proper 
management  of  such  cases. 

A study  of  these  reports  indicates  that  it  is 
best  to  divide  patients  having  post-traumatic 
syndromes  into  two  groups:  (1)  the  causalgias 
and  (2)  the  remaining  cases.  From  a clinical 
viewpoint,  the  causalgias  are  quite  similar,  the 
principal  variation  from  patient  to  patient  being 
the  severity  of  the  disorder.  The  remaining 
cases  are  a rather  heterogeneous  group  with  cer- 
tain comparable  and  many  variable  manifesta- 
tions. It  seems  probable,  however,  that  the 
underlying  pathologic  physiology  is  similar  in 
the  two  groups. 

The  Causalgias 

This  term  was  originally  coined  and  applied  to 
a group  of  injured  Civil  War  soldiers  by  Mitchell, 
Moorehouse,  and  Keen.1  Their  description  of  the 
symptom  complex  which  certain  individuals 
developed  following  a penetrating  wound  with 
associated  peripheral  nerve  injury  remains  a 
classic.  Excellent  discussions  of  this  syndrome 
have  emanated  from  the  various  centers  where 
patients  who  developed  causalgia  in  World  War 
II  were  concentrated.  A study  of  the  reports 
enables  one  to  obtain  an  accurate,  composite 
picture  of  this  syndrome.2-11  It  is  the  consensus 
of  opinion  of  these  authors  that  the  diagnosis  of 
causalgia  should  not  be  applied  to  allied  post- 
traumatic  disorders  unassociated  with  penetrat- 
ing wounds  and  peripheral  nerve  injury.  The 
reports  of  these  authors  have  recently  been  re- 
viewed in  considerable  detail  and  may  be  sum- 
marized as  follows:12 

Causalgia  may  be  defined  as  a syndrome  which 
may  develop  after  a penetrating  wound  with  a 
lesion  of  a peripheral  nerve  containing  sensory 
fibers.  It  is  manifested  by  pain  in  the  extremity, 
hand  or  foot  primarily,  which  is  accentuated  by 
certain  disturbing  elements  in  the  patient’s  en- 
vironment. The  pain  may  commence  imme- 
diately or  within  a few  hours  of  the  time  of  injury. 
About  50  per  cent  of  cases  fall  into  this  category. 
In  about  25  per  cent  the  pain  begins  in  the  course 
of  a week,  in  about  15  per  cent  in  the  course  of 
one  to  .three  weeks,  and  in  the  remaining  cases 
one  to  several  months  after  injury.  This  syn- 
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drome  develops  in  from  2 to  5 per  cent  of  patients 
with  penetrating  wounds  and  peripheral  nerve 
injuries.  There  is  no  obvious  difference  in  the 
injury  in  patients  who  do  or  do  not  develop  the 
syndrome.  The  explanation  for  this,  as  well  as 
the  cause  of  the  pain  in  those  who  do  develop  it, 
is  still  in  the  realm  of  theory  and  speculation. 

The  pain  is  most  frequently  burning  in  nature 
and  constant.  Occasionally,  it  may  be  throb- 
bing, aching,  twisting,  knifelike,  stabbing,  or 
crushing,  in  addition  to  or  instead  of  being  burn- 
ing. An  essential  feature  of  the  pain  is  its  inten- 
sification by  various  stimuli  which  are  thought 
to  activate  the  sympathetic  nervous  system,  such 
as  moving  or  jarring  or  touching  the  affected  part, 
extremes  of  temperature,  sudden  or  loud  noises, 
and  emotional  stimuli.  The  pain  and  associated 
disability  is  slight  in  about  20  per  cent,  moder- 
ately intense  in  35  per  cent,  severe  in  35  per 
cent,  and  excruciating  in  10  per  cent.  Associated 
changes  such  as  atrophy  of  soft  tissues  and  bones 
appear  to  depend,  both  in  time  of  onset  and  mag- 
nitude, on  the  severity  of  the  pain  and  the  result- 
ing disuse.  Hyperesthesia  of  the  affected  part  is 
the  rule. 

In  the  vast  majority  of  cases,  some  associated 
vasomotor  abnormality  was  noted.  In  rare  cases 
the  vasomotor  status  was  regarded  as  normal. 
Vasoconstriction  was  noted  more  frequently 
than  vasodilatation,  but  a change  in  one  direction 
or  the  other  was  noted  in  the  great  majority  of 
cases.  Some  authors  had  the  impression  that 
vasodilatation  was  more  common  in  the  early 
and  vasoconstriction  in  the  later  phases  of  the 
disorder.  The  proportion  of  cases  manifesting 
these  two  phenomena  may,  therefore,  depend  on 
the  time  interval  which  elapsed  between  injury 
and  observation.  De  Takats  has  emphasized 
that  vasodilatation  was  frequent  in  his  cases.13 

With  regard  to  therapy,  all  authors  are  agreed 
on  the  need  for  early  diagnosis  and  treatment  be- 
fore trophic  changes,  atrophy  of  bones,  and 
stiffness  of  fingers  and  joints  take  place.  These 
greatly  complicate  eventual  rehabilitation.  The 
most  useful  initial  procedure  is  paravertebral 
procaine  block  of  the  sympathetic  supply  to  the 
extremity.  In  mild  cases,  one  or  several  blocks 
may  cure  the  disorder.  This  is  most  likely  to 
occur  if  the  response  to  the  block  is  prolonged, 
lasting  hours  or  days.  If  the  response  is  tem- 
porary and  conforms  with  the  duration  of  the 
anesthetic,  or  particularly,  if  on  successive  blocks 
the  period  of  relief  becomes  shorter,  sympathec- 
tomy may  be  resorted  to  with  excellent  results  in 
75  per  cent  of  cases  and  satisfactory  results  in  an 
additional  20  per  cent.  This  clearly  demon- 
strates the  importance  of  the  role  of  the  vasomotor 
system  in  the  development  and  perpetuation  of 
this  disorder. 


Other  Post-traumatic  Syndromes 

Into  this  second  category  the  other  allied  post- 
traumatic  syndromes  may  be  placed  until  some 
basis  for  dividing  them  into  comparable  groups 
is  devised.  These  patients  have  in  common  a 
nonpenetrating  injury  without  an  obvious  periph- 
eral nerve  lesion.  They  have  pain,  not  as  a 
rule  burning  in  nature  and  often  intermittent 
rather  than  constant,  being  greatly  intensified  by 
attempts  to  use  the  part.  Weight-bearing  is 
particularly  painful.  Vasomotor  changes  vary- 
ing from  slight  to  marked  are  nearly  always  pres- 
ent, and  vasoconstriction  seems  to  be  more  com- 
mon than  vasodilatation.  Disability  varies 
from  slight  to  marked  and  does  not  respond  well  to 
usual  therapeutic  measures.  The  response  to 
paravertebral  procaine  block  is  usually  dramatic 
and,  if  performed  early,  before  marked  secondary 
changes  have  occurred,  may  be  of  great  therapeu- 
tic value.  In  my  experience  these  patients 
are  more  likely  to  respond  to  repeated  blocks  than 
the  causalgias,  and  sympathectomy  is  required 
less  frequently.  In  these  patients  also  the  role 
of  vasomotor  system  appears  to  be  of  importance 
in  the  development  and  perpetuation  of  the  syn- 
drome. 

The  other  changes  referred  to — swelling  and 
atrophy  of  bone  and  soft  tissues — are  probably 
related  to  changes  in  circulation  and  the  degree 
of  disability  and  disuse.  Hyperesthesia  is  rarely 
present  and  is  the  rule  in  the  causalgias.  It  is 
presumably  related  to  the  partial  nerve  injury. 
The  swelling  or  edema  may  be  related  to  vaso- 
spasm and  anoxemia  which  result  in  increased 
transudation  from  the  vascular  bed,  much  as  in 
thrombophlebitis.  Decreased  pulsation  on  the 
arterial  side  favors  anoxia  and  affects  lymph  flow 
unfavorably,  while  spasm  on  the  venous  side  with 
increased  venous  pressure  favors  both  anoxia  and 
increased  transudation  into  the  intracellular 
space. 

Physiologic  Basis  for  Vasomotor 
Response  to  Trauma 

While  the  vasomotor  component  in  the  causal- 
gias and  allied  post-traumatic  syndromes  is  only 
one  feature  of  these  complex  mechanisms,  it  is, 
from  a practical  viewpoint,  the  keystone  to  pres- 
ent-day treatment  whereby  the  complicated  train 
of  events  which  follows  injury  may  be  unraveled. 
It  is  interesting  to  speculate  about  the  manner 
in  which  the  vasomotor  system  is  implicated  in 
these  syndromes.  This,  it  should  be  under- 
stood, is  still  in  the  realm  of  theory  rather  than 
fact. 

One  may  first  inquire  as  to  why  vasomotor 
changes  exist  in  most  patients  having  post- 
traumatic  painful  syndromes.  In  the  first 
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Fig.  1.  Diagrammatic  representation  of  manner 
in  which  reflex  stimulation  of  the  vasomotor  system 
may  follow  trauma  to  an  extremity. 


Fig.  2.  Post-traumatic  reflex  vasospasm  six  months 
after  injury  to  the  left  hand. 


place,  it  is  probable  that  many  of  these  patients 
have  unstable  vasomotor  systems  prior  to  injury. 
It  has  always  been  my  impression  that  so-called 
cold-handed  and  cold-footed  individuals  are 
more  prone  to  develop  these  syndromes  following 
trauma.  It  is  obvious  also  that  afferent  im- 
pulses from  the  injured  extremity  may  arise  from 
soft  tissues,  ligaments,  periosteum,  nerves,  and 
blood  vessels.  These  pass  centrally  over  somatic 
afferents  and  then  may  initiate  reflex  vasomotor 
impulses  either  at  cord  or  cerebral  levels  (Fig.  1). 
It  is  possible  that  in  patients  having  an  increased 
central  vasomotor  outflow  prior  to  injury,  reflex 
stimulation  of  the  vasomotor  system  plays  a less 
important  role. 

The  vasomotor  response  might  either  be  vaso- 
constrictor or  vasodilator  in  nature.  An  exam- 
ple of  a vasoconstrictor  response  is  illustrated  by 
Fig.  2.  This  twenty-year-old  nurse  sustained 
a comparatively  minor  injury  to  the  left  hand 
which  had  been  squeezed  by  a closing,  well- 
padded  elevator  door  of  the  type  which  open 
instantly  upon  meeting  any  resistance  in  the 
process  of  closing.  There  was  little  evidence  of 
trauma  at  the  time,  but  in  the  course  of  several 
days  slight  swelling  and  discoloration  appeared 
on  the  dorsum  of  the  hand.  This  was  associated 
with  the  development  of  severe,  constant,  burn- 
ing pain,  disability,  and  hyperesthesia.  The 
syndrome  was  identical  with  that  usually  classi- 
fied as  causalgia  except  that  there  was  no  pene- 
trating wound  and  no  obvious  peripheral  nerve 
injury.  Skin  temperature  studies  revealed 
greater  than  normal  cooling  of  both  the  unin- 
volved and  the  involved  extremity  in  a cool  en- 
vironment, being  greater  on  the  injured  side. 
Temporary  improvement  followed  paravertebral 
procaine  blocks,  and  permanent  relief  followed 
dorsal  sympathectomy.  The  skin  temperature 
levels  are  shown  for  the  two  arms  before  and 
the  affected  arm  after  sympathectomy  (Fig.  2) . 


With  regard  to  the  role  of  the  vasomotor  nerves 
in  the  production  of  pain,  it  is  possible  that,  in  the 
case  of  a peripheral  nerve  injury,  efferent  sym- 
pathetic impulses  may  stimulate  somatic  affer- 
ents at  the  point  of  injury,  as  suggested  by  Doupe, 
Cullen,  and  Chance.14  It  is  also  conceivable  that 
sympathetic  efferent  impulses  could  create  an 
antidromic  stimulation  of  somatic  sensory  nerves 
at  the  point  of  nerve  injury,  which  might  result 
in  the  elaboration  of  some  chemical  substance 
in  the  periphery  which  is  irritating  to  somatic 
nerve  endings.  This  possibility  seems  more 
likely  than  the  production  of  painful  vasodilator 
substances  due  to  stimulation  of  posterior  root 
fibers,  since  in  this  case  pain  relief  would  not 
result  from  paravertebral  procaine  block  of  the 
sympathetic  supply  to  the  extremity.  As  to  the 
explanation  for  the  pain  in  the  absence  of  an 
obvious  peripheral  nerve  injury,  it  must  be 
assumed  that  sensory  nerve  endings  are  stimu- 
lated by  the  original  trauma  and  that  sympathetic 
motor  impulses  are  capable  of  producing  physio- 
logic changes  in  the  periphery  which  further  irri- 
tate somatic  sensory  nerve  endings. 

It  seems  probable  that  the  pain  relief  is  due 
to  the  interruption  of  sympathetic  efferent  im- 
pulses rather  than  to  the  blocking  of  pain-carry- 
ing afferent  fibers,  since  so  far  as  is  known  all 
such  fibers  from  the  extremities  enter  the  cord 
over  posterior  roots  and  do  not  traverse  the  para- 
vertebral ganglionated  chains.  This  is  in  con- 
trast to  the  course  of  viscerosensory  fibers  which 
do  pass  through  the  sympathetic  trunks  to  reach 
the  posterior  roots  by  way  of  the  white  com- 
municating rami.  The  fact  that  the  pain  may 
be  temporarily  relieved  by  the  use  of  sympatho- 
lytic drugs  which  block  efferent  impulses  only 
further  increases  the  likelihood  that  both  pain 
relief  and  pain  production  are  in  some  way  related 
to  sympathetic  motor  impulses.  The  effect 
tetra-ethyl-ammonium  chloride  has  upon  post- 
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Fig.  3.  Painful  vasospastic  lower  extremity  fol- 
lowing minor  trauma  with  temporary  relief  of  pain 
and  vasospasm  after  administration  of  tetra-ethyl- 
ammonium  chloride. 


traumatic  vasospasm  and  pain  is  shown  in  Fig.  3. 
This  eighteen-year-old  woman  developed  pain 
and  disability  following  a slight  nonpenetrating 
injury  of  the  lower  extremity.  Skin  temperature 
studies  after  exposure  to  a room  temperature  of 
68  F.  for  one  hour  revealed  an  unusual  degree  of 
vasospasm.  Following  intravenous  administra- 
tion of  tetra-ethyl-ammonium  chloride  there  was 
transient  improvement  of  both  pain  and  vaso- 
spasm, as  indicated  by  the  temperature  levels 
ten  and  twenty  minutes  after  injection.  This 
figure  is  shown  to  indicate  that  when  a response 
of  this  sort  does  occur  following  the  administra- 
tion of  such  drugs  (the  response  is  very  variable), 
the  pain  as  well  as  vasospasm  is  relieved  (Fig. 
3).  This  lends  added  support  to  the  concept 
that  the  relief  of  pain  is  not  due  to  the  blocking 
of  sensory  pathways,  because  these  drugs  inhibit 
motor  impulses  only. 

The  early  liter ature  upon  this  subject  has  been 
reviewed  by  White  and  Smithwick  and  by  Ho- 


mans.1516 More  recently,  in  addition  to  the 
articles  already  referred  to,  excellent  discussions 
have  been  published  by  Evans,  Tyson,  and 
Gaynor,  and  by  Shumacker  and  Abramson.17-19 

Summary 

Attention  is  again  called  to  a group  of  post- 
traumatic  painful,  disabling  syndromes  with 
associated  vasomotor  manifestations.  It  seems 
best  to  divide  these  patients  into  two  groups, 
the  causalgias  and  the  remaining  allied  disorders. 
The  outstanding  clinical  features  of  these  two 
groups  of  patients  are  reviewed. 

The  role  of  the  vasomotor  system  in  the  devel- 
opment and  perpetuation  of  the  symptom  com- 
plex is  stressed. 

The  importance  of  recognizing  these  syndromes 
before  advanced  atrophic  changes  occur  and  the 
efficacy  of  treatment  by  paravertebral  procaine 
block  or  when  necessary  by  sympathectomy  are 
stressed. 

The  evidence  at  hand  suggests  that  the  pain 
relief  is  related  to  the  interruption  of  sympathetic 
motor  impulses  rather  than  to  the  blocking  of 
afferent  fibers  which  transmit  pain  sensation. 
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THE  ETIOLOGY  OF  POLIOMYELITIS 

Gilbert  Dalldorf,  M.D.,  Albany,  New  York 

( From  the  Division  of  Laboratories  and  Research,  New  York  State  Department  of  Health) 


THE  etiologic  agent  of  poliomyelitis  was  first 
demonstrated  forty  years  ago  by  Landsteiner 
and  Popper  when  they  experimentally  infected 
two  monkeys  and  produced  in  them  replicas  of  the 
human  lesions.1  For  thirty  years  monkey  polio- 
myelitis was  the  only  known  experimental  form  of 
the  disease.  Then  Armstrong  succeeded  in  trans- 
mitting the  Lansing  strain  from  monkeys  to  cot- 
ton rats  and  mice.2  Of  the  antigenically  distinct 
strains  of  poliomyelitis  virus  which  have  so  far 
been  studied,  only  the  Lansing  strain  seems  to 
have  the  faculty  of  paralyzing  mice,  and  it  is  gen- 
erally believed  that  monkey  pathogenicity  is  a 
significant  characteristic  of  poliomyelitis  virus.3 

Such  a definition  excludes  a number  of  agents 
which  resemble  poliomyelitis  virus  in  certain  re- 
spects. It  excludes  mouse  encephalomyelitis 
virus  which  is  apparently  incapable  of  causing 
disease  in  monkeys.  It  probably  excludes  a 
group  of  viruses,  Columbia  SK,  MM,  EMC,  and 
Mengo  viruses,  which  have  limited  monkey 
pathogenicity  or  no  monkey  pathogenicity.4-8 
It  excludes  a virus  we  have  repeatedly  isolated 
from  the  feces  of  patients  clinically  diagnosed  as 
poliomyelitis,  an  agent  we  usually  refer  to  as  the 
suckling  mouse  virus,  for  lack  of  a better  term. 

The  suckling  mouse  virus  was  first  recovered 
from  the  feces  of  two  young  boys  who  suffered 
from  what  was  believed  to  be  paralytic  polio- 
myelitis during  August,  1947. 9-10  It  was  re- 
covered by  inoculating  immature  mice,  two  to 
eight  days  old.  Rhesus  monkeys  injected  with 
the  same  fecal  specimens  remained  well.  Both 
boys  developed  neutralizing  antibodies  for  the 
virus  during  their  convalescence,  indicating  that 
they  had  been  infected  with  it  coincidentally  with 
their  illness. 

Sometime  later  we  were  able  to  isolate  similar 
virus  from  fecal  specimens  collected  in  1947  in 
Wilmington,  Delaware,  during  a rather  large  ur- 
ban epidemic  of  poliomyelitis.  Of  21  specimens 
available  to  us,  five  were  found  to  be  infective  for 
baby  mice.  The  Wilmington  epidemic  was  a 
noteworthy  one  because  several  investigators  had 
failed  to  isolate  classic  poliomyelitis  virus  from 
the  patients.  It  is  probable,  therefore,  that  the 
new  virus  was  causally  related  to  the  Wilming- 
ton cases.  Some  of  the  clinicians  and  epidemiol- 
ogists who  had  investigated  that  epidemic  con- 
sidered the  disease  to  be  atypical  in  two  respects, 
the  number  of  multiple  infections  in  families,  and 
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the  transient  nature  of  paralysis  in  many  patients. 
Indeed  it  was  suggested  that  the  cases  were  in- 
stances of  a hitherto  unknown  disease,  although 
the  more  generally  held  opinion  seems  to  have 
been  that  it  conformed  to  other  outbreaks  of  mild 
poliomyelitis.11 

Last  year  we  collected  specimens  from  a con- 
siderable number  of  poliomyelitis  patients  in  up- 
state New  York.  Of  the  130  odd  specimens  so  far 
examined,  ten  have  yielded  the  new  agent,  includ- 
ing at  least  one  antigenically  distinct  strain  and 
others,  not  yet  fully  studied,  which  differ  in  the 
nature  of  the  disease  they  induce  in  mice.  These 
isolations  were  from  widely  scattered  outbreaks 
and  isolated  cases  and  show  that  the  agent  was 
widely  disseminated  in  New  York  during  the  last 
summer  months. 

The  virus  is  readily  distinguished  from  estab- 
lished strains  of  poliomyelitis  virus.  As  I have 
said,  it  appears  incapable  of  causing  disease  in 
monkeys.  It  seems  to  be  serologically  unrelated 
to  the  two  strains  of  poliomyelitis  with  which  we 
have  compared  it.  There  is  no  evidence  of  an 
antigenic  relationship.  Furthermore,  it  has  the 
unique  property  of  causing  disease  only  in  very 
young  mice  and  hamsters,  although  we  now  have 
some  expectation  that  this  may  be  modified  by 
experimental  manipulation.  Finally,  in  mice  it 
causes  lesions  of  the  muscles  rather  than  of  the 
central  nervous  system.  The  muscles  undergo 
severe  and  widespread  necrosis  (Zenker’s  de- 
generation). Paralysis  seems  to  be  due  to  the  de- 
struction of  the  muscles  rather  than  of  the  motor 
nerves.  This  statement  must  be  qualified  in  view 
of  the  dissimilar  strains  now  available,  certain  of 
which  appear  to  produce  lesions  in  both  muscles 
and  the  central  nervous  system.  However,  even 
these  have  so  far  failed  to  cause  lesions  which  re- 
semble those  of  poliomyelitis. 

Under  the  circumstances  it  seems  unjustified  to 
call  the  new  agent  a poliomyelitis  virus.  It  may 
be  a second  type  of  poliomyelitis  virus.  It  may 
be  causally  related  to  another  disease  which  re- 
sembles poliomyelitis.  Decision  can  most  surely 
be  reached  through  study  of  patients.  It  would 
be  of  great  importance  to  observe  the  lesions  in  a 
proved  human  case.  So  far  such  material  has 
not  been  available.  The  fatalities  we  have 
studied  were  apparently  caused  by  the  classic 
strains  of  poliomyelitis  virus,  and  one  is  indeed 
tempted  to  suspect  that  the  new  agent  is  less 
malignant  than  the  monkey  pathogenic  strains. 

It  would  be  of  value  to  learn  whether  muscle 
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TABLE  1. — 1948  Cases  Resembling  Poliomyelitis  from  Whom  Viruses  Pathogenic  for  Suckling  Mice  Were  Isolated 


Case 

Sex 

Age 

Paralysis 

Location 

^Cerebrospinal  Fluids 
Pro- 

Cells  tein  Sugar  Fever 

Symptoms 

Stiff  Neck 
and/or  Head- 
Spine  ache 

Vomit- 

ing 

Diar- 

rhea 

Prodromata 

Remarks 

Bl. 

F 

4 

— 

6 

22 

0 

+ 

_ 

_ 

Dif. 

M 

6 

— 

200 

0 

0 

4 + 

— 

— 

— 

Nausea,  fe- 

Hav. 

RI 

10 

+ 

Right  arm, 

250 

0 

63 

+ 

4 + 

4 + 

+ 

+ 

ver 

Abdominal 

Probably 

Mar. 

F 

4 

1 day 

+ 

+ 

+ 

+ 

pain 

Sore  throat 

family 
epidemic 
Many  cases 

Mu. 

F 

40 

+ 

Leg  trans. 

69 

96 

74 

+ 

+ 

+ 

? 

in  neigh- 
borhood 
Others  in 

Ols. 

M 

2 

+ 

Leg 

200 

+ 

+ 

family 

Ol. 

M 

17 

Ga. 

M 

16 

— 

44 

59 

+ 

— 

+ 

_ 

_ 

Ta. 

M 

4 

+ 

Back 

31 

+ 

+ 

+ 

+ 

Others  in 

Cu. 

F 

8 

Left  hip 

13 

+ 

+ 

boarding 

house 

lesions  occur  in  man.  This  proves  to  be  an  in- 
volved problem  for  there  is  evidence  that  the 
monkey  strains  of  poliomyelitis  virus  also  cause 
muscle  lesions.  I do  not  refer  to  the  atrophic 
changes  secondary  to  the  destruction  of  motor 
nerves  but  to  acute  degeneration  during  the  initial 
stages  of  infection.  Carey  observed  such  lesions 
in  experimental  poliomyelitis  in  the  monkey  and 
in  acute  human  cases. 12  He  associated  them  with 
lesions  of  the  motor  end-plates  of  the  nerves. 
Thus,  even  if  the  new  agent  is  shown  to  induce 
muscle  destruction  in  man,  this  may  not  dis- 
tinguish it  from  the  established  types  of  poliomye- 
litis. There  may,  of  course,  be  differences  in  de- 
gree, or  possibly  the  new  agent  will  be  found  to 
damage  only  the  muscles  as  it  does  in  mice. 
Only  suitable  specimens  can  be  expected  to  an- 
swer these  questions. 

Table  1 shows  briefly  that  the  proved  1948 
cases  resembled  poliomyelitis.  Clinical  data  are 
lacking  or  incomplete  in  a number,  but  it  may  be 
noted  that  stiffness  of  the  neck  and  spine  was 
present  in  all  but  one  instance  where  the  symptoms 
were  reported  and  that  the  number  of  cells  in  the 
cerebrospinal  fluid  was  increased.  Most  com- 
plained of  headache.  A number  were  paralyzed, 
but  excepting  one  child  whose  weakness  persisted 
for  at  least  a month,  the  paralyses  were  transient, 
lasting  for  only  hours  or  days.  Many  had  con- 
gested throats  or  gastrointestinal  symptoms.  In 
several  these  preceded  the  signs  of  central  nerv- 
ous system  involvement.  We  do  not  know 
whether  the  disease  appears  in  other  forms. 
Much  more  clinical  study  is  required. 

I would  like  to  mention  one  further  feature  of 
the  experimental  disease.  Faced  with  the  tedi- 
ousness and  difficulties  of  diagnosis  by  isolation  of 
the  virus  and  suspecting,  from  the  variety  of 
strains  already  at  hand,  that  serologic  diagnosis 
may  likewise  be  difficult,  we  have  cast  about  for 
other  tests.  The  muscle  degeneration  suggested 
studies  of  the  creatine  and  potassium  balances. 
We  find  that  infected  suckling  mice  rapidly  de- 
velop a marked  creatinuria,  the  concentration  ris- 


ing to  3 mg.  per  ml.  (total  creatinine)  shortly 
before  or  during  the  stage  of  paralysis.  The 
creatinine  and  potassium  content  of  the  muscles 
is  simultaneously  reduced  suggesting  that  the  uri- 
nary creatine  is  derived  from  the  muscle  cells. 
It  has  been  impossible  to  collect  satisfactory 
serum  specimens  from  the  mice  for  potassium 
determinations,  but  I think  it  may  be  worth 
while  to  measure  the  excretion  of  creatine  and  the 
serum  potassium  levels  of  patients  with  muscle 
weakness  and  symptoms  suggesting  poliomye- 
litis. I do  not  know  what  such  tests  may  teach 
us,  but  they  provide  a new  opportunity.  For 
forty  years  creatinuria  has  been  known  to  be  pres- 
ent during  the  late  stages  of  poliomyelitis,  the 
period  of  muscle  dystrophy  or  atrophy,  but  has 
not  been  related  to  acute  poliomyelitis.13 

We  will  examine  specimens  from  suitable  cases 
for  the  presence  of  virus  or  the  development  of 
antibodies.  The  specimens  must  be  properly 
collected,  stored,  and  shipped,  and  physicians  who 
wish  to  collaborate  should  write  for  instructions  or 
secure  the  help  of  a laboratory  director  or  health 
officer.  The  questions  which  remain  would  be 
difficult  to  resolve  in  the  laboratory  or  at  the  bed- 
side, but  they  lend  themselves  very  nicely  to  a 
combined  study. 
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METABOLIC  ASPECTS  OF  VASCULAR  DEGENERATION  IN  DIABETES 
MELLITUS 

George  E.  Anderson,  M.D.,  Brooklyn,  New  York 
( F rom  the  Long  Island  College  of  M edicine ) 


GREAT  interest  has  centered  recently  in 
exploration  of  the  pathologic  physiology 
and  basic  causative  mechanism  behind  arterio- 
sclerosis.1’2 Solution  of  this  entire  problem  may 
well  emanate  from  study  of  the  diabetic  in  whom 
the  prevalence  of  vascular  degeneration  is  so 
marked  and  so  universal  in  all  types  of  vessel 
that  it  would  seem  unwise  to  limit  its  exploration 
in  the  diabetic  to  the  narrow  precincts  of  the 
arterial  tree.3  One  might  better  consider  arterio- 
sclerosis as  but  one  part  of  a “tridimensional” 
degenerative  process,  involving  not  only  the 
arteries  and  arterioles  but  also  the  capillaries  and 
beyond  these  the  veins.  Careful  appraisal  of 
the  eyeground  findings  in  diabetics  will  establish 
the  soundness  of  this  premise.4-10  It  is  un- 
reasonable to  ascribe  to  an  independent  and 
different  mechanism  the  degeneration  found  in 
each  type  of  vessel  in  one  individual.  One  might 
better  seek  a common  denominator  applicable  to 
the  entire  process.  Accordingly,  the  approach 
must,  of  necessity,  center  not  in  the  realm  of  the 
large,  secondarily  degenerated  atherosclerotic 
plaque  but  rather  in  the  finest  capillary.  The 
plaque  is  an  end-stage  and  gives  relatively  little 
clue  to  the  underlying  basic  mechanism,  save 
perhaps  for  its  content  of  deposited  cholesterol 
and  lipid  substances.  It  is  analogous  to  studying 
the  cavity  in  pulmonary  tuberculosis,  forgetting 
the  evolution  of  the  epithelioid  tubercle  and  the 
body’s  basic  reaction  to  the  tubercle  bacillus. 

Microscopic  study  must  be  embellished  by  a 
much  finer  technic,  namely,  that  of  molecular 
pathology  or  a physical  and  biochemical  ap- 
proach in  relation  to  which  microscopy  is,  in 
truth,  gross  pathology.  The  radioisotopic  tech- 
nic of  tagging  and  tracing  atoms  and  molecules 
holds  promise  for  establishing  a universal  com- 
mon denominator  in  the  vascular  degeneration  of 
diabetes.11’12 

The  Juvenile  Diabetic  as  Ideal  Ground-Soil 

The  diabetic  child  with  a vascular  tree  resem- 
bling that  of  a man  of  seventy  years  is  perhaps 
the  ideal  proving  ground  for  such  experimental 
facts  as  may  be  established  in  laboratory  ani- 
mals, for,  in  the  first  place,  in  the  diabetic  child 
the  process  is  so  frequently  found  in  the  three 
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dimensions  and  without  the  annoying  and  mis- 
leading concomitants  of  chronologic  aging  and 
hypertension.13  This  advantage  may  be  likened 
to  the  effort  of  the  clinical  investigator  in  luetic 
aortitis  to  seek  relatively  youthful  individuals 
uncontaminated  by  arteriosclerosis  or  hyperten- 
sion.14’15 Second,  in  the  diabetic  there  are  well- 
recognized  errors  or  quirks  in  metabolism  which 
are  practically  incontrovertible.  The  same  can- 
not be  said  for  the  elderly  nondiabetic  who  devel- 
ops the  garden  variety  of  atherosclerosis;  in 
him  the  causative  mechanism  may  very  possibly 
be  the  same,  but,  if  so,  it  is  too  subtle  and  nascent 
in  its  evolution  to  present  a striking  cause  and 
effect  phenomenon. 

What  points  are  there  in  the  chemical  back- 
ground of  the  diabetic  that  are  so  self-evident  as 
to  be  well-nigh  incontrovertible?  First,  there  is 
a flagrant  disturbance  in  the  carbohydrate  mech- 
anism so  that  it  is  no  longer  in  smooth  homeosta- 
sis with  the  over-all  physiology  of  the  body. 
Two,  there  is  a quantitative,  if  not  a qualitative, 
disturbance  in  fat  metabolism,  possibly  on  an 
obligatory  compensatory  basis. 

Impaired  Carbohydrate  Function. — There 
is  in  the  diabetic  an  impaired  carbohydrate 
mechanism  which,  in  spite  of  the  best  available 
clinical  control  of  the  disease,  never  attains  the 
smooth  efficiency  of  the  metabolic  process  in  the 
normal  individual.  Remarkable  as  insulin  has 
been  in  keeping  the  patient  alive  and  out  of 
gross  ketosis,  the  insulin  of  today  does  not  ap- 
proach the  “ideal”  insulin  envisioned  by  Best, 
one  which  will  act  in  the  body  only  in  response  to  a 
glycemic  demand,  not  capriciously  or  with 
fixity.16  Even  when  the  faulty  carbohydrate 
mechanism  in  the  diabetic  is  corrected  to  the 
very  best  of  one’s  ability,  there  still  remains  a 
lame,  becrutched  carbohydrate  economy,  highly 
artificial,  dependent  on  a man-regulated  insulin 
mechanism  lacking  homeostatic  adjustment — 
much  like  the  modern  automobile  with  competent 
engine  but  without  springs  and  running  on  iron 
rims  rather  than  resilient  rubber.  Insulin 
artificially  administered  cannot  possibly  attain 
the  homeostatic  smoothness,  in  relation  to  the 
metabolic  mixture,  of  the  living  islets,  especially 
such  islets  in  a normal  individual  (a  salutory 
reason  for  making  every  effort  in  the  diabetic  to 
safeguard  the  function  of  his  living  beta  cells). 

Fat  Mobilization  in  the  Diabetic.— Ac- 
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cordingly,  in  the  diabetic,  in  spite  of  apparently 
adequate  clinical  control,  there  must  be  periods 
in  the  twenty-four  hours,  and  chronically  so, 
when  an  overactive  or  an  underactive  insulin 
mechanism  calls  forth  the  second  incontrovertible 
mentioned  above,  a quantitatively  abnormal  fat 
metabolism  with  abnormally  large  or  rapid  re- 
lease of  fat  from  the  storage  depots  and  its  trans- 
port via  blood  vessels.  This  stepped-up  fat 
turnover  is  all  too  well  recognized  in  the  poorly 
controlled  diabetic.  The  more  or  less  habitual, 
nascent  quantitative  disturbance  in  the  appar- 
ently well  controlled  diabetic  is,  of  course,  far  less 
dramatic  and  is,  accordingly,  usually  not  looked 
for,  much  less  discovered.  The  clinician  and 
investigator  look  too  grossly  for  what  in  most 
diabetics  is,  in  all  probability,  a more  or  less 
continuous,  low-grade  but  relentless  process  of 
increased  fat  turnover. 

Fat  Transport  and  Vascular  Degeneration 

If  one  accepts  the  existence  of  a relationship 
between  disturbed  cholesterol  metabolism  and 
the  genesis  of  arteriosclerosis,  a most  attractive 
and  provocative  theory  considerably  substan- 
tiated in  animal  experimentation,  one  cannot 
possibly  look  with  equanimity  on  any  markedly 
abnormal  transport  of  fat  in  the  body,  whether 
this  originate  from  excessive  fat  ingestion,  exces- 
sive mobilization  of  fat  from  the  fat  stores,  or  from 
the  excessive  polymerization  of  fatty  acids  from 
small  carbon  fragments  of  excessive  food  in- 
take.1'217-21 It  is  thought  that  fatty  acids, 
especially  the  unsaturated,  vie  with  other  lipids 
in  the  body  for  esterification  with  cholesterol  for 
their  transport  from  site  to  site,  whatever  may  be 
their  original  source.  The  high  cholesterol  theo- 
rists have  advised  abstinence  from  high  cholesterol- 
bearing foods  as  a possible  preventive  measure. 
They  place  the  “cart  before  the  horse,”  forgetting 
that,  since  the  body  can  and  will  elaborate  choles- 
terol from  acetates  and  even  from  acetone,  the 
great  desideratum  should  be  to  reduce  demand 
in  the  body  for  such  cholesterol  by  reducing 
obligatory  fat  transport  to  a minimum. 

Free  cholesterol,  thought  to  be  the  “mother 
substance”  of  animal  cells,  is  evidently  not  the 
offender  but  rather  esterified  cholesterol  when 
outside  of  its  normal  sites  in  the  body,  namely, 
in  the  intima  of  vessels.22  The  remarkable 
studies  of  Schoenheimer  and  others  have  served 
to  demonstrate  that  fat  is  not  a sessile,  inactive 
tissue  metabolically  but  in  the  normal  human  is 
in  a constant  state  of  flux,  possibly  50  per  cent  of 
deposit  fat  changing  its  site  or  physical  state 
within  a twenty-four  hour  period. n'23' 24 

Fat  Turnover  in  the  Diabetic 

To  what  extremes  could  this  same  mechanism 


of  fat  mobilization  go  in  the  diabetic  when  the 
individual  is  driven  into  extremes  of  fat  turnover 
by  virtue  of  his  defective  carbohydrate  mecha- 
nism? Insulin  excesses  or  deficiencies  can  raise 
havoc  in  the  rate  of  fat  breakdown  and  transport! 
Witness  the  striking  disturbance  in  excessive 
ketone  formation  and  excretion  following  an 
insulin  shock  in  the  diabetic  and  the  extremes  of 
obligatory  fat  metabolism  incidental  to  even  mild 
insulin  insufficiency  leading  to  mild  ketosis— 
not  to  mention  diabetic  coma,  the  extreme  of  this 
state.  Moreover,  it  has  been  shown  that  when 
the  body  fat  is  called  on  to  make  up  a caloric 
deficit,  ten  times  as  much  fat  is  mobilized  from 
the  stores  as  would  actually  have  been  required 
to  satisfy  the  deficit.25  The  implication  is  that 
marked  caloric  deficiency  in  diet  can  call  forth 
extreme  mobilization  of  fat  from  the  fat  depots.21 
When  this  flooding  mobilization  of  storage  fat 
takes  place  in  an  individual  with  advanced 
atherosclerosis,  it  can  lead  to  sharp  vascular 
catastrophe.13  This  abnormal  process  is  now 
beginning  to  be  sensed  by  at  least  one  life  insur- 
ance company  which  has  recognized  the  hazard 
of  writing  insurance  on  middle-aged  nondiabetic 
obese  individuals  who  have  embarked  on  rapid 
weight-reducing  regimens. 

Among  middle-aged,  obese  diabetics  the  fol- 
lowing episode  will  be  recognized  if  it  is  looked 
for  by  the  clinician.  The  individual,  a mild 
obese  diabetic,  consults  his  physician  for  pre- 
cordial distress  and  dyspnea  on  exertion.  The 
medical  attendant,  impressed  by  insurance  statis- 
tics, advises  the  patient  that  he  must  reduce  his 
weight  immediately  and  actively  by  a markedly 
restricted  caloric  intake.  The  patient  follows 
direction  to  the  letter,  loses  several  pounds  a 
week,  and  feels  much  better,  presumably  from 
the  process  of  unburdening.  Glycosuria  imme- 
diately disappears  with  the  loss  of  3 to  4 pounds  of 
body  weight  in  a week.  Weight  loss  continues. 
Suddenly,  in  the  small  hours  of  the  morning  an 
acute  coronary  episode  results  in  his  rapid 
exitus.  The  family  upbraids  itself  for  not  having 
sent  the  patient  to  the  physician  long  before. 
In  all  probability,  if  he  had  seen  the  doctor  six 
months  earlier,  there  would  have  been  a fatal 
issue  six  months  earlier.* 


* The  mechanistic  relationship  of  a sudden  flooding  on  an 
impaired  vascular  system  with  lipid  substances  to  the  final 
catastrophic  occlusion  can  at  present  only  be  approached  on 
theoretic  grounds.  Serum  cholesterol  has  not  been  found  to 
be  high  in  these  cases;  high  levels  seem  to  be  a phenomenon 
of  luxus  rather  than  depletion.  Moreton’s  work  on  chylo- 
micra  (Science  106:  190  [1947])  indicates  that  the  blood 
stream  may  be  flooded  with  fat  without  changes  in  blood 
cholesterol.  Dr.  Margaret  Bevans  has  shown  that  within 
three  hours  after  an  intravenous  injection  of  0.5  Gm.  col- 
loidal cholesterol  in  a rabbit,  lipoid  is  visible  within  the 
intima  of  the  aorta.  This  suggests  that  the  evolution  of  a 
final  catastrophic  vascular  accident  may  be  more  rapid  than 
formerly  thought. 
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Weight  reduction  in  diabetes  has  a most  salu- 
tary effect  on  the  disease  and  should  certainly  be 
practiced  in  the  obese  diabetic;  in  the  diabetic 
with  advanced  vascular  degeneration,  however, 
it  should  be  prosecuted  only  with  extreme  caution 
and  slowness,  if  at  all.  Obesity  in  the  diabetic 
is  a hazard  and  should  be  corrected  early  in  the 
disease  while  lipid  deposition  in  the  vessel  walls 
may  still  be  reversible.  If  it  is  true  that  50 
per  cent  of  body  fat  may  change  its  site  in  a 
twenty-four  hour  period,  it  requires  no  mathe- 
matical genius  to  appreciate  that  an  individual 
with  100  pounds  of  body  fat  will  potentially 
mobilize  twice  as  much  fat  in  the  twenty-four 
hour  period  as  one  with  50  pounds. 

Comment 

What  are  the  implications  of  the  above  ration- 
ale in  respect  to  treating  the  diabetic? 

The  Early  Diabetic. — The  following  rules 
should  be  observed  in  the  handling  of  a patient 
with  early  diabetes : 

1.  Treatment  should  be  vigorous  and  reli- 
giously prosecuted. 

2.  Obesity  should  be  corrected. 

3.  Glycosuria  should  be  corrected  without 
compromise,  since  only  in  this  way  can  native, 
living  insulin  function  be  preserved.26-28 

4.  The  concept  of  a “mild  diabetic”  should  be 
disavowed  by  the  profession,  for  this  becomes 
license  for  careless  control.13  Strikingly,  it 
seems  to  be  the  so-called  “mild  diabetic,” 
especially,  who  falls  victim  to  vascular  degenera- 
tion. Is  this  a reflection  on  present  compromise 
standards  of  control?  Is  insulin  too  often  sub- 
stituted for  rather  than  added  to  good  dietary 
management? 

The  Late  Diabetic. — In  a patient  with 
diabetes  of  eight  or  more  years  duration  and 
especially  in  one  with  vascular  degeneration,  the 
following  rationale  should  obtain: 

1.  Treatment  must  be  conservative.  Care- 
fully balanced  nutrition  should  be  sought, 
avoiding  anything  but  the  mildest  nascent 
changes  in  body  weight.  Sharp  increase  as  well 
as  decrease  in  body  weight  will  immediately  in- 
crease fat  turnover  in  the  body  and  its  transport 
in  the  blood  vessels  with  an  attendant  demand 
for  cholesterol  and  related  substances  as  vehicles. 
The  office  scales  might  in  this  connection  be 
considered  the  very  best  laboratory  instrument. 

2.  Liberal  animal  protein  ingestion  is  to  be 
encouraged  for  its  reparative  and  conserving 
influence  on  vascular  tissue,  as  well  as  for  the 
effect  of  its  lipotropic  components  in  preventing 
abnormal  accumulations  of  fat,  not  to  mention 
the  influence  of  its  specific  dynamic  action  on 
excessive  cholesterol  levels. 

3.  Insulin  administration  in  the  patient  with 


advanced  vascular  degeneration  should  be 
meticulously  gauged,  the  physician  bearing  in 
mind  the  untoward  effects  of  hypoglycemia,  both 
relative  and  absolute. 

4.  Thiamine  excess  is  to  be  avoided  because 
of  its  well-known  tendency  to  promote  polymeri- 
zation of  small  carbon  fragments  into  fatty  acids. 

5.  Of  course,  fat  ingestion  should  be  reduced 
to  only  that  amount  required  to  supplement  a 
liberal  carbohydrate  and  protein  intake  to  the 
extent  of  maintaining  body  weight  at  the  desired 
level  or  constancy. 

6.  The  late  diabetic  is  probably  in  ideal  state 
when  his  nutrition  is  carefully  balanced  at  that 
point  where  weight  is  constant  and  glycosuria  is 
absent,  with  blood  sugar  just  below  the  spilling 
point. 

Conclusions 

1 Arteriosclerosis  in  the  diabetic  should  be 
studied  only  as  one  part  of  a much  broader  con- 
cept, namely,  vascular  degeneration. 

2.  Since  vascular  degeneration  in  the  diabetic 
is  frequently  a “tridimensional”  state,  a common 
denominator  is  to  be  searched  for,  not  in  the 
secondarily  degenerated  atherosclerotic  plaque 
but  in  the  most  minute  capillary. 

3.  Physical  and  biochemical  approaches  fur- 
nish the  most  promising  medium  for  such  investi- 
gation. 

4.  Disturbances  in  lipid  metabolism  in  rela- 
tion to  vascular  degeneration  can  best  be  followed 
in  the  diabetic  where,  as  a result  of  a lame  non- 
homeostatic  carbohydrate  mechanism,  such  dis- 
turbances are  bound  to  exist  in  a gross  sense  rather 
than  nascently  as  in  the  nondiabetic  arterio- 
sclerotic. 

5.  The  juvenile  diabetic  with  “tridimensional” 
vascular  degeneration  is  an  ideal  ground-soil  for 
study,  since  the  contaminating  factor  of  chrono- 
logic aging  is  absent,  and  hypertension  is  fre- 
quently not  present. 

6.  Cholesterol  metabolism  is  probably  but 
one  factor  in  a quantitatively  disordered  lipid 
economy  in  which  the  phospholipids  play  a large 
part.  If  the  cholesterol  ester  is  basically  the 
harmful  substance,  due  consideration  should  be 
given  not  only  to  the  cholesterol  component  of 
the  ester  but  also  to  the  rest  of  the  ester,  the  fatty 
acid. 

7.  Cholesterol  as  an  entity  is  probably  less  im- 
portant than  factors  of  obligatory  fat  metabolism 
creating  an  excessive  demand  for  cholesterol 
(which  the  body  can  always  synthesize  to  meet 
any  existing  need).  The  role  of  the  other  phos- 
pholipids and  fatty  acids  must  be  established 
before  cholesterol  can  be  blamed  for  the  entire 
process  of  degeneration.  High  serum  cholesterol 


2058 


GEORGE  E.  ANDERSON 


[N.  Y.  State  J.  M. 


must  be  correlated  with  abnormalities  in  other 
lipid  constituents  of  the  plasma. 

8.  If  one  believes  that  vascular  degeneration 
is  related  to  disturbed  lipid  metabolism,  in  the 
long  run  such  disturbance  should  be  avoided  in 
the  diabetic  by  studied  conservation  of  living 
beta  cell  function  by  steady  meticulous  clinical 
control  of  the  disease.  This  is  entirely  feasible 
early  in  the  diabetes.  However,  when  vascular 
degeneration  has  supervened,  the  best  outlook  for 
life  itself  is  realized  by  avoiding  any  unnecessary 
obligatory  fat  metabolism. 

9.  Lessons  learned  in  the  well-known  abnor- 
mal state  of  the  diabetic  may  very  possibly  be 
applied  to  prophylaxis  in  the  nondiabetic  with 
so-called  idiopathic  vascular  degeneration. 

429  Clinton  Avenue 

Discussion 

Byron  D.  Bowen,  M.D.,  Buffalo. — As  Dr.  Ander- 
son has  stated,  arteriosclerosis  has  a very  high  pri- 
ority as  a cause  of  death  in  diabetes  and,  conse- 
quently, as  a problem  for  study.  We  became  in- 
terested in  this  subject  in  1924  when  the  X-ray 
Department  of  the  Buffalo  General  Hospital  co- 
operated with  the  Metabolic  Department  and  noted 
a very  high  percentage  of  calcification  of  the  vessels 
of  the  lower  extremities  among  diabetic  patients, 
particularly  those  with  impaired  circulation.  We 
believed  at  that  time  that  the  degree  of  arterio- 
sclerosis depended  to  a great  extent  on  the  duration 
and  the  care  of  the  diabetes.  In  1927  we  were  able 
to  demonstrate  that  patients  who  take  good  care 
of  themselves  did  not  develop  arteriosclerosis  or  did 
not  have  an  extension  of  the  disease,  but  those  who 
did  not  and  allowed  the  diabetes  to  run  rampant  for 
five  years  eventually  developed  arteriosclerosis,  no 
matter  what  age  they  were.  Later,  in  1939,  we 
followed  a group  of  52  patients  over  a period  of  five 
to  thirteen  years  and  found  that  those  who  took 
good  care  of  themselves  were  not  penalized  by 
arteriosclerosis. 

It  was  in  1913  that  Anitschkow  and  Chalatow 
published  their  classic  experiment  on  the  production 
of  atherosclerosis  in  rabbits  by  the  feeding  of 
cholesterol  and  oil.  The  dog,  a carniverous  animal, 
on  the  other  hand,  has  an  entirely  different  choles- 
terol metabolism  from  that  of  the  rabbit.  It  is  im- 
possible to  make  him  show  atherosclerosis  by  feed- 
ing him  cholesterol,  but  recently  it  has  been  shown 
that  dogs,  too,  will  develop  atherosclerosis  and  a 
very  high  grade  of  cholesterolemia  if  they  are  given 
cholesterol  and  thiouracil.  So,  we  can  see  that  the 
problem  of  atherosclerosis  and  perhaps  of  all  diabetic 
vascular  lesions  is  intimately  tied  up  with  the 
problem  of  cholesterol  metabolism  and  thyroid 
function,  so  there  is  some  promise  that  some  day 
the  problem  will  be  understood  and  that  means  for 
its  prevention  or  its  alleviation  may  be  at  hand. 
There  is  a great  deal  of  literature  these  days  about 
overfeeding,  especially  a diet  high  in  cholesterol,  as 
a cause  of  premature  coronary  artery  disease.  Too 
many  of  our  people  are  being  struck  down  in  young 


or  middle  life  with  an  attack  of  coronary  occlusion 
which  occurs  before  a time  when  the  heart  has  had 
an  opportunity  to  adjust  its  circulation. 

Within  the  past  month  I had  a man  sent  to  me 
because  of  frequent  insulin  reactions.  His  dose  was 
60  units.  These  he  had  had  over  a period  of  twenty- 
five  years.  He  had  had  as  many  as  three  and  four 
a week.  The  reason  for  this  was  psychologic.  He 
just  didn’t  want  to  see  any  sugar  in  his  urine,  and 
he  didn’t  want  to  take  sugar  if  he  had  a reaction. 
He  finally  became  adjusted  on  that  score,  but  the 
interesting  point  is  that  in  going  over  him,  when  his 
pupils  were  dilated  he  showed  no  hemorrhages  and 
no  exudates.  His  urine,  carefully  examined,  showed 
no  albumin.  His  blood  pressure  was  normal,  and 
pulses  were  present  in  his  feet.  Now  here  is  a man 
who  has  been  overtreated  for  twenty-five  years,  and 
these  patients  are  the  ones  that  show  no  inter- 
capillary  glomerulosclerosis,  arteriosclerosis,  hyper- 
tension, or  retinitis. 

Of  the  problems  connected  with  clinical  diabetes 
today,  diabetic  retinitis  is  the  worst.  We  like  to 
tell  patients  that  they  never  get  blind  from  that, 
but  they  do,  and  of  the  patients  with  this  disturb- 
ance one  can  usually  obtain  satisfactory  evidence 
that  there  has  been  poor  diabetic  control  for  a 
period  of  years.  They  are  controlled  just  well 
enough  to  keep  them  out  of  coma  and  not  always 
that.  The  reason  that  this  is  difficult  is  mainly 
because  of  the  exercise  problem.  You  know  that 
when  you  exercise  a diabetic  he  burns  up  more 
sugar  and  consequently  goes  into  insulin  shock. 
We  want  to  avoid  that,  naturally,  and  consequently 
standardize  him  at  a level  which  permits  of  some 
exercise  without  reactions.  Therefore,  he  will  be 
showing  glycosuria  a great  deal  of  the  time.  We 
know  that  glycosuria  is  in  all  probability  connected 
very  intimately  with  cholesterol  metabolism,  i.e., 
patients  won’t  have  hypercholesterolemia  unless 
they  have  hyperglycemia.  Also  we  believe  that  the 
level  of  the  blood  cholesterol  does  not  necessarily 
reflect  what  actually  goes  on.  We  believe  that 
cholesterol  may  be  synthesized  in  the  body.  It  has 
been  shown  quite  conclusively  that  abnormal 
cholesterol  metabolism  may  occur  in  families.  So 
that  is  our  problem,  and  how  to  meet  it  I do  not 
know,  other  than  to  take  as  good  care  of  the  diabetic 
as  is  humanly  possible,  permit  an  occasional  insulin 
reaction,  and  warn  patients  that  they  should  prepare 
for  exercise  by  taking  less  insulin  or  more  food  and 
should  learn  the  intimate  relationship  which  exists 
between  exercise  and  insulin  shock.  If  insulin  were 
under  automatic  control  and  could  be  under  auto- 
matic control  as  it  is  normally,  then  our  problem 
would  be  quite  simplified. 
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USES  AND  ABUSES  OF  PENICILLIN 

Paul  A.  Bunn,  M.D.,  Syracuse,  New  York 
(From  the  Syracuse  University  College  of  Medicine) 

FOR  therapy  of  infections  caused  by  most 
gram-positive  and  a few  gram-negative 
organisms,  penicillin  continues  to  be  the  most 
effective,  the  most  powerful,  and  the  safest 
antimicrobial  agent  that  has  been  given  the 
physician.  It  has  an  amazingly  low  toxicity;  it 
is  bacteriostatic  at  low,  and  is  actively  bacterio- 
cidal in  higher  concentrations.  Its  action 
against  the  susceptible  group  of  organisms  is 
apparently  a specific  interference  of  a metabolic 
step  required  for  growth  by  the  susceptible 
micro-organisms  but  not  shared  by  host  cells. 
Whenever  that  system  is  saturated  with  penicillin, 
the  resulting  rate  of  killing  attains  maximal 
speed  and  cannot  be  superseded  by  any  further 
increase  in  concentration  of  penicillin  in  the 
medium.  Lower  than  this  effective  level  will 
produce  some  degree  of  bacteriostasis,  and,  as  a 
result,  remission  of  signs  of  an  infection  may 
occur  with  insufficient  dosage;  assuredly,  though, 
that  will  not  be  maintained  with  continued 
insufficient  dosage.  The  one  major  defect  of 
penicillin’s  activity  is,  of  course,  its  relative 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Medi- 
cine May  6,  1949. 


ineffectiveness  against  most  gram-negative  or- 
ganisms and  higher  forms  of  pathogenic  microbial 
life. 

In  light  of  these  observations,  the  practical 
aim  in  the  therapy  of  any  infection  initiated  by  a 
penicillin-sensitive  micro-organism  is  to  produce 
promptly  at  the  site  of  the  infection  an  optimal 
concentration  of  penicillin  and  to  maintain  that 
concentration  for  as  many  hours  each  day 
as  is  feasible  and  for  as  long  as  organisms 
are  present  for  eradication.  Because  of  the 
rapid  excretion  of  penicillin  through  the  kidneys, 
a single  dose  of  the  agent  will  not  provide  con- 
tinuous levels  for  more  than  a few  hours,  and 
frequently  administered  loading  doses,  theoret- 
ically at  least,  are  necessary.  As  these  create 
obvious  clinical  problems,  minor  to  be  sure,  and 
provoke  inconveniences  to  the  patient,  methods 
to  alter  this  pharmacologic  property  of  penicillin 
in  the  human  have  been  devised.  The  most 
practicable  of  these  is  the  production  and  admin- 
istration of  a relatively  insoluble  salt,  procaine 
penicillin.1  2 More  recently,  procaine  penicillin 
and  either  the  sodium  or  potassium  salt  of  peni- 
cillin G have  been  combined  in  a 3:1  ratio. 
One  milliliter  of  this  material  (containing  400,000 
units  of  penicillin),  commonly  carried  in  a water 
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suspension,  provides  the  advantages  of  high 
initial  peak  concentrations  of  penicillin  in  the 
blood,  levels  of  at  least  1.0  unit  per  cc.  with  the 
maintenance  of  significant  concentrations,  above 
0.04  unit  per  cc.,  for  twenty-four  or  more  hours. 
With  this  arrangement  high  tissue  concentra- 
tions are  quickly  attained,  an  advantage  not 
gained  from  procaine  penicillin  per  se. 

In  the  therapy  of  acute  infections  caused  by 
organisms  susceptible  to  low  concentrations  of 
penicillin,  a single  daily  dose  of  these  com- 
bined penicillins  will  provide  adequate  anti- 
microbial protection.  Irrespective  of  the  fact 
that  the  importance  of  high  peak  concen- 
trations of  penicillin  in  the  blood  or  tissues  is 
suspect,  peaks  not  ordinarily  gained  with  procaine 
penicillin  alone,  rapid  attainment  of  threshold 
levels  of  penicillin  at  the  site  of  infection  is  of  con- 
sequence.3 This  is  promoted,  with  more  assur- 
ance and  predictability,  by  the  presence  of  the 
soluble  sodium  or  potassium  salt  in  the  combined 
form  of  penicillin  preparation. 

The  necessity  of  using  the  combined  insoluble 
and  soluble  salts  of  penicillin  in  the  treatment  of 
chronic  or  subacute  infections  is  not  so  apparent, 
for  rapid  attainment  of  threshold  levels  is  of  less 
importance.  In  fact,  procaine  penicillin  alone, 
carried  in  any  one  of  a variety  of  vehicles  (alumi- 
num monostearate,  water,  vegetable  oils),  com- 
bines the  advantages  of  reducing  the  inconven- 
iences of  frequent  administration  with  predictable 
and  evenly  maintained  concentrations  of  peni- 
cillin in  blood  for  long  periods.  For  therapy  of 
syphilis,  chronic  or  subacute  respiratory  infec- 
tions, and  acute  but  less  serious  infections — e.g., 
those  due  to  gonococci,  some  Group  A strepto- 
cocci, and  pneumococci — procaine  penicillin 
seems,  or  may  very  well  become,  the  agent  of 
choice.4’6 

During  the  past  six  months  a number  of  inves- 
tigators have  described  still  another  device  by 
which  the  inconvenience  of  frequent  injections  is 
avoided:  Penicillin  G in  aqueous  solution  is 

given  in  large  doses,  twice  or  thrice  daily  intra- 
muscularly, and  this  regimen  has  been  found 
satisfactory  for  the  therapy  of  many  acute  in- 
fections.6-9 Only  infections  caused  by  organisms 
highly  susceptible  to  the  antibacterial  powers  of 
penicillin  have  been  so  treated  with  long  interval 
schedules.  The  administration  of  from  150,000 
to  300,000  units  of  penicillin  in  aqueous  solution 
every  twelve  hours  for  the  therapy  of  pneumo- 
coccic  pneumonia,  streptococcal  sore  throat, 
fusospirochetal  infections  of  the  pharynx  and 
buccal  mucosa,  and  other  infections  due  to 
streptococci  and  pneumococci  has  been  observed 
to  be  feasible,  practicable,  and  safe;  large  doses 
at  widely  separated  intervals  can  be  recommended 
as  a routine  in  these  infections. 


On  the  surface,  this  unique  scheduling  is  in 
complete  disagreement  with  previously  considered 
philosophies  of  penicillin  therapy,  and  explana- 
tion for  the  efficacy  of  such  schedules  is  somewhat 
difficult  to  interpret.  Upon  close  scrutiny,  how- 
ever, it  certainly  cannot  be  claimed  that  200,000 
units  of  penicillin  given  only  twice  daily  dis- 
proves the  theory  that  the  maintenance  of  effec- 
tive blood  concentrations  for  the  majority  of 
hours  each  day  is  essential  for  the  permanent 
remission  of  a pneumococcic  pneumonia  or  any 
of  the  other  listed  infections.  Such  an  amount 
of  penicillin  (200,000  units)  will  produce  levels 
in  the  blood  above  0.1  unit  per  cc.  for  from 
four  to  five  hours  and  above  0.02  units  (the 
measured  level  of  sensitivity  for  most  of  the 
organisms  mentioned)  for  at  least  two  or  three 
more  hours.10 

Thus,  a single  dose  of  penicillin  of  this  order  will 
produce  at  the  site  of  infection  levels  exceeding 
the  threshold  or  effective  concentration  for  at 
least  eight  of  the  twelve  hours  between  injections, 
and  probably  longer.  Further,  if  the  penicillin- 
protein  binding  that  inevitably  occurs  in  the 
human  is  reversible,  as  seems  evident,  and  peni- 
cillin is  gradually  released  from  the  binding,  sub- 
threshold or  close-to-effective  concentrations  of 
penicillin  in  blood  and  extracellular  fluids  must 
exist  for  even  longer  periods  than  the  twelve 
hours  between  recommended  injections.11 

Another  factor  also  plays  a role  in  the  success 
of  schedules  utilizing  long  intervals  between  doses 
of  penicillin.  Unless  organisms  are  rapidly 
reproducing,  they  are  not  invasive  to  host  cells. 
Following  cessation  of  any  exposure  to  penicillin, 
sensitive  organisms  do  not  commence  remulti- 
plication for  several  hours.12  The  length  of  this 
lag  phase  varies  with  the  species  of  micro-organ- 
isms but,  for  the  most  part,  is  generally  four  or  more 
hours.  Consequently,  an  infection  is  controlled 
by  a single  dose  of  penicillin  for  four  or  more 
additional  hours  after  its  concentrations  fall 
below  threshold  levels  in  the  area  of  inflammation. 
Although  apparently  true,  these  statements  are 
given  as  theory  only,  and  full  explanation  for  the 
success  of  the  described  discontinuous  regimens 
cannot  be  given.  It  should  be  emphasized  that 
in  no  cases  of  serious  acute  infection,  such  as  is 
produced  by  staphylococci  or  in  cases  of  sub- 
acute bacterial  endocarditis,  has  this  type  of 
scheduling  therapy  been  tried.  Nor  should  such 
be  considered  at  this  stage  of  our  knowledge. 
In  such  instances  the  postulate  of  constantly 
maintaining  or  exceeding  effective  concentra- 
tions of  penicillin  at  the  site  of  infection  must  be 
rigidly  adhered  to  for  their  successful  manage- 
ment.13 

Penicillin  is  a prophylactic  agent  of  significant 
magnitude.  Although  carefully  controlled  stud- 
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ies  defining  its  complete  usefulness  in  this  field 
are  few,  it  has  proved  of  inestimable  value  in  four 
distinct  clinical  situations.  Undoubtedly,  over 
the  next  few  years,  a more  precise  definition 
concerning  its  usefulness  in  prophylaxis  will  be 
described. 

Wherever  venereal  disease  is  a problem,  such  as 
exists  in  the  armed  forces,  gonorrhea  can  be  pre- 
vented by  the  faithful  administration  of  small 
doses  of  penicillin  immediately  prior  to  or  soon 
after  exposure.  Although  not  perfect  in  its 
prevention,  oral  penicillin  in  doses  of  from  100,000 
to  300,000  units  will  lower  the  incidence  of 
gonorrhea  appreciably,  as  reported  in  one  study, 
from  12  cases  per  1,000  liberties  to  two  to  three 
cases.14  At  this  level  syphilitic  infection  is 
not  suppressed.  There  is,  as  yet,  no  informa- 
tion concerning  the  precise  prophylactic  value 
of  penicillin  in  lues,  except,  and  important  to  be 
sure,  that  therapy  of  the  syphilitic  pregnant 
patient  will  prevent  congenital  disease,  appar- 
ently regardless  of  when  it  is  administered  during 
the  pregnancy.  It  should  be  emphasized  that, 
although  there  is  no  true  evidence  that  early 
syphilis  may  be  prevented,  the  problem  needs 
exploration,  and  it  seems  possible  that  the  agent 
may  be  able  to  perform  this  feat  as  well. 

An  appreciable  protection  from  infections 
following  major  abdominal  or  thoracic  surgery 
can  be  secured  with  the  use  of  prophylactically 
administered  penicillin.  With  the  recognition 
that  postoperative  complications  are,  for  the 
most  part,  caused  by  gram-positive  organisms, 
generally  moderately  resistant  to  penicillin, 
reasonably  large  doses  given  before,  during,  and 
after  any  surgical  or  anesthesia  stress  or  manip- 
ulation are  worth  while.  Again,  the  exact 
incidence  in  reduction  of  complications  has  not 
been  reported,  and  assuredly  the  figure  will  vary, 
but  there  is  no  question  that  common  prophylaxis 
with  penicillin  in  surgery  has  appreciably  reduced 
postoperative  infectious  complications. 

Penicillin  administered  to  patients  with  long- 
standing respiratory  disease  associated  with 
irreversible  pathologic  situations,  such  as  chronic 
sinusitis  or  bronchiectasis,  permits  an  appreciable 
decrease  in  numbers  of  intercurrent  respiratory 
infections.  Clinical  observations  have  proved 
the  value  of  preventing  these  ordinarily  unim- 
portant and  even  minor  diseases.  In  the  normal 
individual  they  are  of  little  significance,  but  in 
the  patient  with  bronchiectasis  each  becomes  of 
major  importance  and  may  result  both  in  serious 
disease  and  in  advancement  of  his  already  grave 
pathology.  No  studies  of  statistical  import 
have  been  reported  about  when  or  how  preven- 
tion should  be  given,  but  it  is  obvious  that  com- 
mon sense  must  obtain. 

Prolonged  administration  of  small  amounts  of 


penicillin  (100,000  units  orally  three  or  four  times 
daily)  will  significantly  reduce  the  number  of 
streptococcal  infections  in  the  upper  respiratory 
tract.16  This  is  of  great  importance  to  the  rheu- 
matic patient  whose  greatest  fear  of  worsened 
disease  results  from  such  infections.  The  free 
use  of  antibacterial  prophylaxis  for  him  is  cer- 
tainly indicated  in  the  presence  of  epidemics  of 
upper  respiratory  diseases  and  whenever  there  is 
an  outbreak  of  streptococcal  infections  of  any 
type  in  his  community.  It  is,  of  course,  difficult 
to  recommend  other  or  routine  schedules  of 
prophylaxis  for  the  rheumatic  child.  In  some 
instances  penicillin  can  and  probably  should  be 
given  for  many  weeks  each  year.  In  other  cir- 
cumstances administration  for  a few  days  may 
protect  him.  However,  the  prescription  should 
be  sufficient  to  prevent  all  or  most  streptococcal 
infections  and  thus  reduce  his  chances  of  recur- 
rences of  rheumatic  fever.  Fear  of  hypersen- 
sitivity phenomena  or  of  creating  resistant 
strains  of  penicillin-sensitive  organisms  must  be 
ignored  in  this  individual. 

The  prevention  of  bacterial  endocarditis  in  the 
patient  with  rheumatic  heart  disease  has  received 
considerable  attention.  Following  dental  or 
other  trauma  and  operations,  transient  bactere- 
mia occurs  with  surprising  frequency,  and  such 
an  event  may  be  the  predisposing  or  exciting 
cause  of  a cardiac  infection.  If  an  incident  that 
might  give  rise  to  a bacteremia  can  be  predicted, 
the  event  should  be  covered  with  penicillin  given 
prior  to  the  episode.  In  this  circumstance,  pro- 
caine penicillin  is  used  with  effectiveness;  a safe 
schedule  is  a single  milliliter  given  intramuscularly 
twenty-four  hours  before  and  daily  for  three 
days  following  the  trauma  or  manipulation. 
Such  a regimen  has  not  been  proved  to  be  best 
for  completely  preventing  a bacteremic  state; 
in  fact  it  probably  will  not.  It  guards,  however, 
against  a potential  disaster,  and  until  a better 
schedule  is  described,  it  is  recommended  for 
common  usage  in  patients  with  rheumatic  heart 
disease  undergoing  any  stress  that  might  con- 
ceivably give  rise  to  a bacteremia. 

Despite  its  value,  penicillin  is  greatly  and  fre- 
quently abused.  Lack  of  fear  of  its  use  probably 
explains  its  almost  indiscriminate  administration 
to  individuals  hospitalized,  or  at  home,  or  in  the 
doctor’s  office.  It  has  been  estimated  that  60 
per  cent  of  patients  in  a general  hospital  receive 
penicillin  in  one  form  or  another  at  some  time 
during  or  throughout  their  stay.  It  is  obvious 
that  the  indications  for  this  wholesale  use  must 
be  most  diversified,  many  of  them  unwarranted, 
and  few  truly  appropriate.  Such  promiscuous- 
ness attests  the  safety  of  penicillin,  but  it  assur- 
edly does  not  certify  a proportionate  efficacy  in 
therapy.  Be  that  as  it  may,  penicillin  is  un- 
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wisely  utilized  in  other  ways.  Three  abuses  will 
be  mentioned. 

The  development  and  utilization  of  insoluble 
procaine  penicillin  per  se  represents  a significant 
advance  in  therapy,  and  certain  of  its  advantages 
have  already  been  described.  The  material 
does  have  one  distinct  disadvantage,  easily  ap- 
parent to  anyone.  Blood  concentrations,  fol- 
lowing a 1-ml.  dose  (300,000  to  400,000  units) 
given  intramuscularly,  uncommonly  rise  above 
0.5  unit  per  cc.  or  do  so  for  only  short  periods. 
Therapy  for  infections  caused  by  micro-organ- 
isms whose  measured  in  vitro  sensitivity  is  at 
that  level,  or  above,  will  not  be  successful.  Al- 
though it  is  true  that  most  hemolytic  strepto- 
cocci, pneumococci,  meningococci,  and  gonococci 
will  be  susceptible  to  concentrations  far  less  than 
0.5  units,  occasionally  strains  will  be  more  resist- 
ant. Similarly,  many  staphylococci  and  strepto- 
cocci will  be  exposed  to  insufficient  antibacterial 
concentrations  in  vivo  following  a single  milliliter 
injection  of  procaine  penicillin.  The  point  to  be 
stressed,  of  course,  is  that,  in  the  presence  of 
known  moderately  resistant  organisms,  older 
dosage  schedules  utilizing  frequently  admin- 
istered injections  of  aqueous  forms  of  penicillin 
are  more  sensible.  Similarly,  when  the  invading 
micro-organism  has  not  been  tested  for  its  peni- 
cillin sensitivity,  a change  to  the  older  regimen 
should  be  considered  during  the  therapy  of  an 
infection  whenever  there  is  not  a proper  clinical 
response  to  the  administration  of  procaine  peni- 
cillin. Save  for  these  exceptions,  it  will  be  diffi- 
cult to  find  fault  with  the  great  advantages  of 
procaine  preparations. 

In  the  constant  search  for  easier  methods  of 
meting  out  penicillin,  a myriad  of  preparations 
has  been  devised  that  enable  it  to  be  given 
locally,  topically,  and  in  ways  other  than  by  the 
intramuscular  route.  There  can  be  no  real 
criticism  of  aerosolization,  nasal  inhalation, 
lozenges,  troches,  ointments,  and  the  like,  pro- 
vided the  physician  recognizes  the  defects  inher- 
ent in  such  routes  of  administration.  In  general, 
the  achievement  of  control  over  any  infection  is 
to  provide  sufficient  amounts  of  penicillin  at  the 
site  of  the  inflammation.  This  is  done  to  best 
advantage  by  attaining  and  maintaining  adequate 
blood  levels  of  penicillin.  There  are  exceptions 
to  this,  and  in  such  instances  penicillin  can  be 
more  properly  applied  locally  in  one  form  or 
another.  The  exceptions,  however,  are  few. 
The  common  use  of  gadgets,  then,  is  primarily  for 
convenience  and  impression,  not  for  most  efficient 
use  of  penicillin.  Following  nasal  instillation 
or  insufflation  or  after  nebulization  or  aerosoliza- 
tion, if  properly  done,  reasonably  high  blood 
levels  are  attained,  between  25  and  50  per  cent 
of  what  a similar  amount  given  parenterally 


would  yield.  For  this  reason,  administration 
by  the  respiratory  route  has  excuses.  While 
evident  that  concentrations  of  penicillin  will  be 
raised  locally  by  topical  application,  often  raised 
actually  to  levels  in  excess  of  that  required  and 
higher  than  can  be  secured  with  parenteral 
administration,  excessive  topical  levels  do  not, 
a priori,  produce  therapeutic  results.  Mere 
application  of  the  antimicrobial  material  di- 
rectly upon  the  surface  of  an  infectious  lesion  will 
not,  without  exceeding  care,  reach  the  invading 
organism.  This  is  particularly  true  in  those 
situations  in  which  there  is  excessive  drainage  or 
unduly  large  amounts  of  secretions  in  fibrinous 
exudates  and  in  deep-seated  areas  with  small, 
draining  fistulas.  Under  these  circumstances, 
locally  applied  penicillin  is  washed  away  rapidly 
or  cannot  get  at  the  mechanically  inaccessible 
organism.  Inordinately  high  concentrations  on 
the  surface  of  such  lesions  do  not  then  achieve 
the  necessary  purpose  of  therapy,  namely,  to 
expose  the  micro-organisms  to  threshold  levels  of 
penicillin.  The  instinctive  urge  to  treat  locally 
and  to  sterilize  wounds  or  any  inflammatory 
lesions  locally  is  not  only  unnecessary,  it  is 
usually  undesirable.  The  surgeons  have  recog- 
nized this  principle  even  more  than  the  internist — 
early  closure  and  protection  of  the  viable  healthy 
tissue  nearby  with  adequate  blood-borne  peni- 
cillin.16 Therefore,  for  therapy  of  infections, 
parenterally  administered  penicillin  is  generally 
more  efficacious,  certainly  associated  with  less 
toxicity,  and  probably  always  indicated.  Com- 
bined routes  of  administration  are,  of  course,  also 
practicable  and  useful  on  occasions. 

Penicillin  is  not  a routine  diagnostic  tool  and  its 
indiscriminate  administration  for  fever  alone  or 
before  an  accurate  diagnosis  is  made,  can  only  be 
condemned.  As  suggested  above,  common  prac- 
tice seems  to  endorse  the  use  of  fascinating 
amounts  of  penicillin  to  overwhelm  an  infectious 
process  prior  to  adequate  search  for  the  existing 
cause.  There  can  be  no  serious  objection  to  this 
in  many  instances,  except  as  it  pertains  to  eco- 
nomics, but  on  all  too  frequent  occasions  an  ob- 
vious diagnosis  is  thus  masked  and  other  treat- 
ments neglected.  Among  other  disadvantages, 
therapy  instituted  before  body  secretions  or 
fluids  are  submitted  to  the  bacteriologic  labora- 
tory certainly  gives  rise  to  many  difficult  prob- 
lems. A brief  case  report  will  point  up  one  such 
problem. 

Case  1. — An  adult  woman,  aged  forty-one,  de- 
veloped a persistent  nagging  headache  for  which  she 
took  many  aspirin  tablets.  As  it  did  not  remit  after 
twelve  hours  and  because  she  noted  slight  fever,  a 
physician  was  called.  Following  his  examination, 
which  revealed  a slightly  stiff  neck,  hospitalization 
was  suggested,  and  he  gave  her  500,000  units  of 
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penicillin.  There  was  an  interval  of  six  hours  before 
hospitalization,  and  by  that  time  the  patient  had 
manifest  evidences  of  an  acute  meningitis.  As  all 
specimens  of  blood  and  purulent  spinal  fluid  were 
sterile  to  gross  examination — none  was  secured  be- 
fore the  initial  high  dose  of  penicillin — as  the  patient 
was  acutely  ill,  and  as  it  was  deemed  unwise  to 
interrupt  therapy,  penicillin  was  continued  and 
sulfadiazine  added  to  the  program.  The  illness  did 
not  remit,  a brain  abscess  was  drained  twenty  days 
later,  and  the  convalescence  thereafter  was  pro- 
longed for  three  weeks.  In  the  pus  from  the  abscess 
were  found  alpha  streptococci,  moderately  resistant 
to  penicillin  and  completely  so  to  sulfadiazine. 

With  the  dosage  of  penicillin  used,  a clinical 
remission  could  not  have  been  maintained,  even 
had  one  been  initiated.  Had  the  physician  not 
given  the  first  dose  of  penicillin,  the  organism 
could  have  been  isolated  early  in  the  course  of 
the  illness,  and  it  is  conceivable  that  the  complica- 
tion could  have  been  avoided  by  a more  proper 
initial  dosage  schedule.  As  it  happened,  the 
achievement  of  eradication  of  the  infection  was 
eventually  secured  but  not  without  hazard. 
Mistakes  in  judgment  of  this  type  are  all  too 
common  and  their  avoidance  easily  accomplished. 

Ordinarily,  few  diseases  require  immediate 
or  emergent  therapy.  A delay  of  a few  hours, 
even  twelve,  is  safe  unless  there  is  an  obvious 
fulminating  course  of  the  infection.  It  is  during 
this  interval  that  adequate  specimens  can  be 
obtained  for  purposes  of  identification  of  the 
causative  organism  in  the  laboratory.  In  in- 
stances in  which  delay  is  dangerous,  a few  min- 
utes can  be  taken  to  obtain  blood,  sputum,  spinal 
fluid,  urine,  or  pus  for  culture.  Therapy  can  be 
started  immediately  thereafter,  using  an  arbi- 
trary amount  of  penicillin  until  the  sensitivity  of 
the  organism  can  be  estimated  or  measured  and  a 
subsequent  regimen  intelligently  outlined. 
Growth  of  susceptible  organisms  for  diagnostic 
purposes  in  the  laboratory  is  made  unnecessarily 
difficult  and  considerably  less  precise  when  there 
has  been  previously  administered  penicillin. 
The  use  of  penicillinase  to  neutralize  penicillin 
in  the  specimen  to  be  cultured  is  not  completely 
satisfactory,  albeit  better  than  nothing.  It  is 
particularly  distressing  to  the  bacteriologist  to  be 
required  to  work  with  specimens  saturated  with 
penicillin  when  he  recognizes  that,  in  most  cir- 
cumstances, its  administration  might  safely 
have  been  delayed. 

It  is  clear  that  on  many  occasions  the  obtaining 
of  materials  for  culture  is  neither  necessary  nor 
important  and  that  penicillin  can  be  administered 
without  fear  of  masking  a disease  or  complication. 
It  is  true  also  that  the  cause  of  many  infections 
remains  obscure,  despite  adequate  laboratory  and 
clinical  studies,  and  no  one  dares  decry  trial  of 


penicillin  in  such  circumstance — definitely  a 
diagnostic  use  for  penicillin.  In  the  bulk  of 
cases,  however,  penicillin  should  not  be  used  as  a 
substitute  for  thinking  and,  when  so  used,  will 
frequently  lead  to  unnecessary  complications. 
It  remains  for  the  wise  clinician  to  be  certain  of 
the  indications  whenever  penicillin  is  admin- 
istered, and  in  the  vast  majority  of  instances 
penicillin  is  a therapeutic,  not  a routine  diagnos- 
tic tool.  To  expect  best  results,  penicillin 
should  be  administered  only  with  proper  bacterial 
indications. 


Summary 

Recent  advances  in  the  further  understanding 
of  how  to  use  penicillin  more  wisely  have  been 
reviewed.  Four  abuses  have  been  mentioned. 
One  may  finally  recall  that  all  antimicrobial 
therapy  is  only  adjunctive  therapy.  No  agent 
has  been  discovered  that  will,  by  itself,  com- 
pletely sterilize  an  infection  either  in  vivo  or  in 
vitro.  For  final  eradication  of  organisms,  the 
host,  through  its  own  defense  mechanisms,  must 
accomplish  that.  Although  penicillin  is,  in 
adequate  dosage,  highly'-  bacteriocidal,  the  phy- 
sician must  constantly  remember  that  it  is  not  the 
sole  answer  to  accurate  control  of  an  infection  in 
his  patient.  In  addition  to  supplying  imme- 
diately sufficient  amounts  of  penicillin,  he  must 
also  add  accessory  therapeutics  to  aid  the  host 
in  mobilizing  its  defenses.  Furthermore,  in  order 
to  prevent  infectious  relapse,  the  physician  must 
provide  the  chemotherapeutics  for  a certain 
empiric  length  of  time,  the  duration  of  therapy 
being  variable  and  dependent  upon  the  infection 
in  existence. 
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A DISCUSSION  OF  THE  VARIOUS  SURGICAL  PROCEDURES 
EMPLOYED  IN  THE  MANAGEMENT  OF  PORTAL  HYPERTENSION 

Jere  W.  Lord,  Jr.,  M.D.,  New  York  City 

( From  the  Department  of  Surgery,  New  York  University -Bellevue  Medical  Center,  Post-Graduate  Medical 
School,  and  University  Hospital) 


DURING  the  past  four  years,  considerable 
interest  has  developed  concerning  the 
management  of  portal  hypertension.  Numerous 
papers  have  discussed  the  pathogenesis,  clinical 
behavior,  operative  procedures,  and  results  in 
patients  suffering  from  portal  hypertension  to 
such  an  extent  that  most  physicians  are  quite 
familiar  with,  this  problem.1-6  The  purpose  of 
this  paper  is  to  discuss  briefly  various  factors 
such  as  operative  technic,  mortality,  and  results 
of  each  of  the  1 1 operative  procedures  which  have 
been  employed  in  an  attempt  to  control  one  or 
both  of  the  clinical  manifestations  of  portal 
hypertension. 

A short  review  of  the  pathogenesis  and  clinical 
picture  may  be  in  order  at  this  point.  There  are 
two  chief  causes  of  portal  hypertension,  an 
intrahepatic  block  and  an  extrahepatic  block  of 
the  portal  vein  or  one  of  its  radicles.  The  most 
important  cause  of  an  intrahepatic  block  is 
cirrhosis  of  the  liver  which  may  be  due  to  a 
nutritional  factor,  may  follow  an  attack  of 
infectious  hepatitis,  and  rarely  may  be  due  to 
thrombosis  of  the  hepatic  veins  as  seen  in  Chiari’s 
syndrome.  Extrahepatic  block  of  the  portal 
vein  or  splenic  vein  is  usually  due  to  thrombosis. 
The  causes  of  such  a thrombosis  are  little  under- 
stood, but  obliteration  of  the  umbilical  vein, 
following  birth,  may  continue  into  the  portal 
vein  in  some  cases.  Trauma  is  another  possibil- 
ity, and  third,  thrombophlebitis  which  may  be 
associated  with  pancreatitis  or  appendicitis  is 
sometimes  responsible.  Much  of  the  above 
is  speculation,  and  in  many  of  these  patients 
with  extrahepatic  block  an  uneventful  history 
antedates  the  onset  of  symptoms  of  portal  hyper- 
tension. Banti’s  syndrome  is  usually  the  term 
applied  to  patients  with  extrahepatic  portal 
vein  block. 

The  two  important  clinical  manifestations  of 
portal  hypertension  are  ascites  and  gastro- 
intestinal hemorrhage  from  esophageal  varices. 
The  latter  develop  as  part  of  nature’s  attempt  to 
establish  a collateral  circulation  to  circumvent 
the  block.  Because  of  the  superficial  location  of 
the  varices  under  the  mucous  membrane  of  the 
lower  esophagus  and  the  gastric  cardia  and  expo- 
sure of  the  mucosa  in  this  region  to  the  acid- 
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peptic  digestive  factor  of  the  gastric  juice,  it  is 
at  this  point  that  serious  and  sometimes  fatal 
hemorrhage  ensues.7  Ascites  is  seen  only  when 
cirrhosis  of  the  liver  is  present,  although  the 
cirrhosis  may  have  developed  in  a setting  of  an 
extrahepatic  block.  Ascites,  as  seen  in  patients 
with  an  intrahepatic  block,  is  usually  associated 
with  a hypoalbuminemia.  In  many  patients 
with  cirrhosis  of  the  liver  developing  on  a nu- 
tritional basis,  ascites  will  clear  following  excellent 
and  prolonged  medical  management.  However, 
surgical  intervention  to  lower  the  portal  hyper- 
tension will  sometimes  be  of  value  in  its  control. 

Although  exact  statistics  are  not  available,  it  is 
estimated  that  one  fourth  of  all  patients  with 
cirrhosis  of  the  liver  will  die  as  a result  of  a 
massive  hemorrhage,  and  the  vast  majority  of 
patients  with  extrahepatic  block  will  eventually 
succumb  during  a hemorrhagic  episode.8 

Differential  diagnosis  between  intrahepatic 
and  extrahepatic  block  is  made  by  the  history, 
physical  examination,  and  liver  function  tests. 
Normal  hepatic  function  in  the  presence  of 
esophageal  varices  and  a history  of  gastrointes- 
tinal hemorrhage  points  to  an  extrahepatic 
block. 

Two  relatively  conservative  measures  may  be 
employed  for  the  temporary  control  of  esophageal 
bleeding.  The  use  of  internal  tamponade  by 
means  of  a balloon  on  a levin  tube  has  been  prac- 
ticed by  a number  of  surgeons  during  the  past 
few  years,  although  the  first  published  report 
with  which  I am  familiar  was  one  by  Rowntree 
and  his  associates.9  In  one  of  my  patients,  the 
technic  controlled  the  bleeding  after  repeated 
massive  hemorrhages  on  three  occasions.  The 
tube  is  left  in  place  from  two  to  four  days,  and  so 
far  on  no  occasion  in  my  experience  has  hemor- 
rhage promptly  recurred  following  its  removal. 
Therefore,  this  technic  may  well  be  life-saving 
but  offers  no  permanent  solution  to  the  problem 
of  portal  hypertension.  Injections  of  a sclerosing 
solution  into  the  esophageal  veins  through  an 
esophagoscope  has  been  practiced  successfully 
by  several  physicians.6’10  The  technic  has  not 
gained  general  acceptance  because  of  the  high 
incidence  of  recurrent  hemorrhages,  although  the 
frequency  of  the  attacks  has  often  been  lessened. 
In  a twenty-eight-year-old  man  with  Banti’s 
syndrome  and  postsplenectomy  bleeding,  14 


2064 


Part  I— September  1,  1949]  MANAGEMENT  OF  PORTAL  HYPERTENSION 


2065 


massive  hemorrhages  occurred  during  a two-year 
period.  A series  of  three  injections  carried  out 
at  Johns  Hopkins  Hospital  was  followed  by  a 
four-month  period  of  freedom  from  hemorrhage, 
following  which  he  resumed  his  usual  two-month 
cycle.  This  patient  will  be  discussed  further  when 
the  procedure  of  total  gastrectomy  is  considered. 

In  the  evaluation  of  the  operative  technics 
available  let  us  mention  the  older  and  less  useful 
methods  first  and  then  discuss  the  current  and 
more  favored  procedures. 

Operative  Procedures 

1.  The  Talma-Morison  operation  of  bringing 
the  omentum  into  contact  with  the  rectus  muscle 
in  order  to  develop  another  route  for  collateral 
circulation  has  occasionally  been  followed  by 
dramatic  improvement  and  clinical  relief  of  the 
portal  hypertension.  However,  in  a series 
reported  by  Cates  there  was  little  evidence  that 
the  operation  was  of  value.11  As  an  adjunct  to 
other  procedures  carried  out  at  the  same  time, 
perhaps  it  may  be  worth  performing  (see  para- 
graph 5). 

2.  Splenectomy  alone  has  been  advanced  as 
being  helpful  in  Banti’s  syndrome  by  some  sur- 
geons. In  the  Mayo  Clinic  series  recurrent 
hemorrhage  was  observed  in  54  per  cent  of  the 
patients  operated  upon.12  It  has  been  estimated 
that  40  per  cent  of  the  blood  returning  through 
the  portal  vein  passes  through  the  spleen  from 
the  splenic  artery.1  Therefore,  splenectomy 
should  lessen  the  load  significantly,  but  actual 
measurements  of  the  portal  pressure  before  and 
after  splenectomy  in  two  cases  showed  little 
change.13  Splenectomy  is  sometimes  difficult 
in  patients  with  extrahepatic  portal  block  and, 
therefore,  may  be  carried  out  with  greater  safety 
through  a combined  thoracoabdominal  approach 
as  described  by  Carter.14  This  approach  is  also 
excellent  for  the  accomplishment  of  splenorenal 
anastomosis  following  splenectomy.4  Against 
“simple”  splenectomy  for  portal  hypertension  is 
the  oft-repeated  warning  that  a portacaval  shunt 
may  be  most  difficult,  if  not  impossible,  to  per- 
form later  in  patients  with  extrahepatic  portal 
vein  block.  The  splenic  vein  undergoes  throm- 
bosis and  fibrosis  and  may  be  entirely  useless  for 
a secondary  shunting  procedure,  whereas  at  the 
original  operation  (splenectomy),  chances  .for  a 
successful  anastomosis  may  be  quite  good. 

3.  The  procedure  of  simple  ligation  of  the 
splenic  artery  without  removal  of  the  spleen  or 
disturbance  of  its  collaterals  has  recently  been 
reported  upon  favorably  by  Everson  and  Cole.15 
The  operation  is  better  tolerated  than  splenec- 
tomy and,  therefore,  can  be  practiced  in  rela- 
tively poor  risk  patients,  and  second,  it  does  not 
interfere  with  some  of  the  well-developed  col- 


laterals which  may  be  quite  significant.  In  three 
patients  reported  by  Everson  and  Cole,  one 
obtained  an  excellent  result,  one  was  slightly 
improved,  and  the  third  patient  died  from  a 
massive  hemorrhage  four  months  postoperatively. 

4.  In  the  management  of  intractable  ascites 
due  to  cirrhosis  of  the  liver  in  patients  without 
esophageal  varices,  the  “button”  operation, 
popularized  by  Crosby  and  Cooney  and  modified 
by  including  the  removal  of  a segment  of  fascia, 
has  met  with  considerable  success.16*17  In  a 
personally  followed  series  of  ten  patients  with 
medically  intractable  ascites  without  esophageal 
varices,  there  was  one  death  on  the  fortieth  post- 
operative day  from  peritonitis  which  developed 
following  a leaking  wound.18  Of  the  remaining 
nine  patients,  five  have  obtained  complete 
subsidence  of  the  ascites,  four  have  had  the 
interval  between  paracenteses  prolonged,  and 
there  have  been  no  failures.  In  this  group  of 
patients,  it  might  be  fair  to  state  that  if  no  harm 
results  from  the  operation,  then  any  patient 
significantly  improved  represents  pure  gain. 
The  one  death  ascribable  to  the  “button”  opera- 
tion was  the  second  one  in  the  series  and  led  to 
technical  improvements  in  the  closure  of  the 
wound  which  has  prevented  a recurrence  of  a 
similar  problem.  In  the  good  risk  patient  with 
esophageal  varices  and  ascites,  a portacaval 
shunt  of  some  sort  is  the  procedure  of  choice. 

5.  An  operation  which  may  be  characterized 
as  a “blue-plate  special”  was  carried  out  in  one 
patient  with  portal  hypertension  due  to  cirrhosis 
of  the  liver  in  which  ascites  was  associated  with 
episodes  of  repeated  massive  hemorrhage.  A 
splenorenal  shunt  was  attempted,  but  multiple 
injury  to  the  splenic  vein  following  splenectomy 
required  ligation  of  the  stump  of  the  vein.  In 
order  to  supplement  whatever  benefit  splenec- 
tomy might  have,  the  vessels  along  the  lesser 
curvature  of  the  stomach  were  divided  from  the 


Fig.  1.  Left — Esophagram  approximately  three 
weeks  postoperatively. 

Right — Esophagram  showing  considerable  im- 
provement in  the  varices  three  months  postopera- 
tively. 
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esophageal  junction  to  the  antrum.  Then  the 
omentum  was  joined  to  the  left  rectus  muscle 
prior  to  wound  closure.  Postoperatively,  evi- 
dence of  hvpersplenism  disappeared  in  that  the 
thrombocytopenia  and  leukopenia  promptly 
cleared.  The  formation  of  ascites  requiring 
paracentesis  continued.  However,  esophageal 
varices  which  were  prominent  in  an  esophagram 
performed  on  the  twentieth  postoperative  day 
had  decreased  in  size  when  checked  by  another 
x-ray  three  months  later  (Fig.  1).  Follow-up 
examination  six  months  postoperatively  revealed 
complete  disappearance  of  the  ascites  and  further 
improvement  in  the  esophagram.  The  serum 
proteins,  which  had  been  low  and  at  times 
exhibiting  a reversal  of  the  albumin-globulin 
ratio,  were  normal  at  this  time.  This  operative 
combination  is  not  recommended  at  this  time  as 
a planned  primary  procedure  but  represented  the 
best  one  available  under  the  circumstances. 

6.  Total  gastrectomy  for  serious  postsplenec- 
tomy bleeding  has  been  recommended  by  Phem- 
ister  and  Humphreys  and  Wangensteen.6’7 
In  all,  four  cases  were  presented,  two  of  which 
have  had  no  further  attacks  of  hemorrhage; 
one  had  two  moderate  hemorrhages  over  a period 
of  two  and  two-thirds  years  but  is  otherwise  well, 


Fig.  2.  Gastrointestinal  x-ray  showing  lower  end 
of  the  esophagus  and  the  jejunum  at  the  site  of  the 
esophagojejunostomy.  Only  small  varicosities  can 
be  seen  two  weeks  postoperatively. 


Fig.  3.  Gastrointestinal  x-ray  taken  two  weeks 
postoperatively.  Note  presence  of  only  small  vari- 
cosities. 


and  one  died  one  year  postoperatively  from  com- 
plete obliteration  of  the  portal  vein.  There  had 
been  some  melena  prior  to  death.  Phemister 
and  Humphreys  point  out  that  total  gastrectomy 
with  esophagojejunostomy  separates  the  esopha- 
gus from  its  high-pressure  venous  connection 
with  the  portal  vein  and  removes  the  stomach, 
the  cardiac  vessels  of  which  may  be  the  source 
of  serious  hemorrhage.  Further,  as  Wangen- 
steen emphasized,  the  acid-peptic  factor  of 
gastric  juice  is  important  in  the  formation  of 
erosions  in  the  mucosa  over  large  veins  and  hence 
is  eliminated  by  total  gastrectomy.  Wangen- 
steen stated  that  98  per  cent  gastrectomy  is 
adequate  and  makes  the  anastomosis  with  the 
jejunum  larger  and  easier  to  construct.  It  would 
seem  unlikely,  except  in  an  occasional  instance, 
that  the  small  veins  in  the  jejunal  mesentery 
would  ever  be  able  to  establish  an  anastomosis 
with  the  esophageal  varices  large  enough  to  cause 
serious  hemorrhage  postoperatively. 

A twenty-eight-year-old  white  man  was  admitted 
to  the  New  York  Hospital  on  December  26,  1947, 
complaining  of  14  recurrent  gross  or  massive  hemor- 
rhages during  the  preceding  two  years.  At  the  age 
of  twenty-six  years  he  was  subjected  elsewhere  to  a 
spleneetomy  because  of  the  progressive  enlargement 
of  his  spleen,  first  noted  at  the  age  of  sixteen  years. 
He  had  never  hemorrhaged.  Four  months  post- 
operatively, he  had  his  first  massive  hemorrhage, 
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and  these  recurred  roughly  at  two-month  intervals 
to  the  time  of  admission.  In  February,  1947,  he 
entered  the  Johns  Hopkins  Hospital  where  a series 
of  three  injections  of  the  varices  were  carried  out 
through  an  esophagoscope.  He  did  not  have  an- 
other hemorrhage  until  June,  1947.  Massive 
hemorrhages  occurred  in  July  and  October.  Fol- 
lowing several  transfusions  and  supportive  therapy, 
the  patient  would  regain  his  strength  after  each 
attack  and  be  ready  to  work,  whereupon  another 
hemorrhage  would  ensue.  As  a result,  he  had  been 
able  to  perform  little  work  during  the  two  years 
prior  to  admission. 

Examination  revealed  the  patient  to  be  a well- 
developed  and  fairly  well-nourished  man  of  twenty- 
eight  years.  Liver  function  studies  were  entirely 
normal,  and  several  esophagrams  had  revealed  large 
varices.  On  January  4,  1948,  a total  gastrectomy 
and  esophagojejunostomy  were  carried  out  through  a 
combined  left  thoracoabdominal  incision  through 
the  bed  of  the  resected  ninth  rib.  The  postopera- 
tive course  was  uneventful,  and  an  esophagram  on 
the  fourteenth  day  showed  a satisfactorily  function- 
ing anastomosis  and  only  slight  evidence  of  esopha- 
geal varices,  proof  that  the  high  head  of  pressure 
exerted  by  the  gastric  veins  on  those  of  the  esopha- 
gus had  been  relieved  (Figs.  2 and  3). 

He  was  discharged  on  the  fifteenth  postoperative 
day  and  returned  to  work  three  months  later.  Mild 
diarrhea  was  bothersome  and  was  relieved  by  avoid- 
ing milk.  In  June,  1948,  five  months  postopera- 
tively,  he  passed  one  tarry  stool  but  was  well  until 
October,  1948,  when  he  experienced  a massive  gas- 
trointestinal hemorrhage.  The  procedure  worked 
well  for  nine  months,  but  the  recent  hemorrhage  sug- 
gests that  another  attempt  will  be  necessary  to  carry 
out  a shunt  (see  paragraph  11). 

The  marked  collateral  circulation  makes  total 
gastrectomy  more  difficult  in  this  group  of  pa- 
tients than  a similar  procedure  for  carcinoma. 
However,  in  the  younger  postsplenectomy  pa- 
tients who  have  normal  liver  function,  i.e., 
extrahepatic  block,  this  operation  is  well  toler- 
ated and  is  sometimes  effective  in  controlling 
serious,  repeated,  incapacitating  hemorrhages. 

7.  Resection  of  the  lower  end  of  the  esophagus 
and  cardiac  end  of  the  stomach  followed  by 
esophagogastrostomy  was  also  recommended  by 
Phemister  and  Humphreys  for  postsplenectomy 
bleeders  on  the  basis  of  extrahepatic  block  and 
was  carried  out  in  one  patient.5  Follow-up  of 
three  months  had  been  uneventful.  There  are 
two  reasons  why  I believe  this  operation  may 
prove  of  less  value  than  total  gastrectomy.  First, 
as  can  be  demonstrated  at  postmortem  examina- 
tion, esophageal  varices  usually  extend  from  the 
junction  with  the  stomach  to  the  region  of  the 
cervical  esophagus,  and  hence,  reuniting  it  after 
removal  of  only  a 3-  or  4-inch  segment  to  the 
midportion  of  the  stomach  will  likely  fail  to  lower 
the  pressure  in  the  esophageal  veins  permanently. 
Second,  the  acid-peptic  factor  of  gastric  juice 


can  still  play  its  unfavorable  role  on  the  mucosa 
of  the  stomach  and  esophagus.  I am  not  familiar 
with  any  other  case  having  this  operation  than 
the  one  reported  above. 

8.  In  1947  Som  and  Garlock  reported  an 
operation  which  had  been  highly  successful  in 
two  patients  having  repeated  massive  hemor- 
rhages from  esophageal  varices.6  The  operation 
was  performed  in  the  first  patient  for  drainage  of 
the  superior  mediastinum  following  perforation 
by  the  esophagoscope  being  used  to  inject  the 
varices.  The  patient  recovered  and  during  the 
next  six  years  never  had  another  hemorrhage. 
They  reasoned  that  the  adhesions  between  the 
esophagus  and  mediastinum  formed  by -the  pack- 
ing established  anastomotic  channels  which 
communicated  with  the  submucosal  veins  and 
hence  relieved  the  pressure  in  the  thin-walled 
varices.  A second  case  operated  upon  deliber- 
ately by  this  method  had  one  massive  hemorrhage 
four  months  postoperatively  but  remained 
entirely  well  during  the  next  fourteen  months. 
Blakemore  has  carried  out  this  procedure  in 
six  patients,  all  six  of  whom  experienced  recurrent 
hemorrhages  beyond  the  period  of  three  months, 
which  he  feels  may  be  required  to  develop  an 
adequate  collateral  circulation.13  One  six-year- 
old  child  who  continued  to  experience  repeated 
hemorrhages  following  splenectomy  also  had 
gross  to  massive  hemorrhages  on  several  occa- 
sions for  eight  months  following  the  mediastinal 
packing  procedure.19  I have  performed  this 
operation  in  one  patient  only,  and  she  expired 
from  a massive  hemorrhage  on  the  twenty-fourth 
postoperative  day,  the  twelfth  day  after  removal 
of  the  packing.  At  autopsy,  sections  through 
the  upper  thoracic  esophagus  and  surrounding 
mediastinal  tissues  showed  tiny  capillaries 
typical  of  young  granulation  tissue.  In  all. 
ten  patients  have  been  operated  upon  by  this 
procedure,  and  eight  have  had  further  gross  hem- 
orrhage. 

9.  Splenectomy  followed  by  an  anastomosis 
between  the  splenic  vein  and  the  left  renal  vein 
which  was  first  carried  out  successfully  by  Blake- 
more and  Whipple  has  been  employed  by  others 
with  gratifying  results  in  many  cases.1-4  The 
operation  is  attended  by  a significant  operative 
mortality  (50  per  cent  in  Linton’s  series  and 
approximately  25  per  cent  in  Blakemore’s 
series)  in  cases  of  intrahepatic  portal  vein  block, 
whereas  the  mortality  following  the  same  pro- 
cedure is  extremely  low  (zero  mortality,  none  out 
of  eight  in  Linton’s  series,  and  11  per  cent,  two  out 
of  18,  in  Blakemore’s)  in  patients  having  an  extra- 
hepatic portal  vein  block  (Banti’s  syndrome). 
The  surgical  approach  may  be  through  a combined 
thoracoabdominal  incision  or  a long  left  subcostal 
or  a left  rectus  muscle-splitting  incision.  After 
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mobilization  and  removal  of  the  spleen  the  splenic 
vein  is  carefully  dissected  free  from  the  tail  of  the 
pancreas  for  5 or  6 cm.  and  then  joined,  end-to- 
side  by  suture,  to  the  left  renal  vein  following 
mobilization  of  the  left  kidney.  The  everting 
continuous  mattress  suture  with  number  5 “0” 
silk  effects  a satisfactory  intima-to-intima  anas- 
tomosis. The  operation  is  prolonged  (five  to 
seven  hours)  and  tedious,  and  in  several  instances 
postoperative  thrombosis  has  been  known  to 
occur.  When  successful,  the  portal  pressure 
may  be  reduced  by  several  hundred  millimeters 
of  water  but  never  has  been  noted  to  return  to 
normal.  Further,  it  is  of  interest  that  in  all  of 
Linton’s  successful  cases  the  postoperative 
esophagram  revealed  that  the  varices  remained 
unchanged.  Similar  findings  have  been  noted 
by  Blakemore  except  for  two  cases  which  showed 
complete  disappearance  in  the  size  of  the  varices.13 
In  no  reported  case  in  which  the  anastomosis 
has  subsequently  been  proved  patent  has  hemor- 
rhage occurred  postoperatively.  In  addition, 
the  vast  majority  of  clinically  successful  anas- 
tomoses have  been  attended  by  freedom  from 
hemorrhage. 

10.  Portacaval  anastomosis  has  been  per- 
formed by  three  different  technics  and  is  useful 
only  in  patients  suffering  from  intrahepatic  portal 
vein  block,  i.e.,  cirrhosis  of  the  liver.  The 
portal  vein  must  be  free  from  a thrombus  in 
order  to  join  it  to  the  inferior  vena  cava.  Orig- 
inally the  technic  involved  the  use  of  a vitallium 
tube  over  which  the  end  of  the  portal  vein  was 
cuffed  and  inserted  into  the  side  of  the  inferior 
vena  cava  and  held  there  by  two  purse-string 
sutures  of  silk.  In  one  of  my  patients  who  died 
eight  months  postoperatively  from  chronic  renal 
insufficiency,  autopsy  demonstrated  a patent, 
functioning,  well-healed  vitallium  tube  anasto- 
mosis between  the  end  of  the  portal  vein  and  the 
side  of  the  inferior  vena  cava.  The  second  tech- 
nic is  an  end-to-side  suture  anastomosis  which 
has  been  favorably  reported  by  Welch,  Blake- 
more, and  others.20  The  chief  advantages  of  this 
method  are  first,  less  length  of  portal  vein  is 
necessary,  and  second,  the  inferior  vena  cava 
need  not  be  completely  occluded  during  the 
construction  of  the  anastomosis. 

A third  approach  was  developed  by  Humph- 
reys and  Blakemore  in  which  the  portal  vein  is 
exposed  through  a right  combined  thoraco- 
abdominal incision.21  After  division  of  the 
diaphragm,  the  liver  is  displaced  into  the  right 
pleural  space  and  a side-to-side  anastomosis 
between  the  portal  vein  and  the  inferior  vena 
cava  carried  out.22  This  procedure  is  a true 
Eck  fistula  and  has  the  advantage  of  not  shunting 
all  of  the  blood  in  the  portal  vein  away  from  the 
liver  as  does  the  end-to-side  technic.  More 


recently,  Satinsky  described  a case  in  which  he 
employed  the  same  incision.23 

Blakemore  points  out  that  in  all  of  the  patients 
with  successful  anastomoses  the  postoperative 
esophagram  revealed  disappearance  of  the 
varices,  indicating  that  a much  more  effective 
shunt  can  be  effected  by  the  portacaval  anasto- 
mosis.13 Also,  the  portal  vein  is  much  tougher 
than  the  delicate  splenic  vein  and  hence  is  easier 
to  handle.  The  operation  is  long,  difficult  and, 
because  it  is  applicable  only  to  the  cirrhotic 
group  of  patients,  is  attended  by  a significant 
mortality  rate  (approximately  20  per  cent). 
Prior  to  the  use  of  the  right  thoracoabdominal 
approach,  the  mortality  rate  for  portacaval 
anastomosis  was  approximately  25  per  cent, 
whereas  Blakemore  has  carried  out  the  anastomo- 
sis successfully  in  16  cases  by  the  new  approach 
with  only  two  deaths,  a mortality  rate  of  12.5  per 
cent. 

11.  A third  group  of  venous  shunting  pro- 
cedures has  been  reported  by  Blakemore  and 
Linton  in  patients  who  have  not  obtained  relief 
from  episodes  of  hemorrhage  following  splenec- 
tomy.21'24 In  a few  instances,  satisfactory  anas- 
tomoses have  been  fashioned  between  (1)  the 
proximal  end  of  the  divided  superior  mesenteric 
and  the  inferior  vena  cava  and  (2)  the  proximal 
end  of  the  divided  inferior  mesenteric  vein  and 
the  inferior  vena  cava.  Several  of  these  patients 
have  exhibited  significant  lessening  of  their  portal 
hypertension  and  have  not  hemorrhaged  post- 
operatively. 

Summary 

During  the  past  four  years,  renewed  interest  in 
the  surgical  management  of  portal  hypertension 
has  resulted  in  the  development  of  several  opera- 
tive procedures  which  have  effected  significant 
improvement  in  patients  suffering  from  the 
complications  of  cirrhosis  of  the  liver  and  Banti’s 
syndrome.  The  successful  application  of  the 
above  surgical  procedures  rests  on  the  foundation 
of  the  important  physiopathologic  studies  carried 
out  on  the  liver  during  the  past  decade  by  phy- 
sicians, physiologists,  and  pathologists.  The 
following  factors  have  been  shown  to  be  of  value: 
(1)  high  protein  diet,  (2)  high  caloric  intake  with 
liberal  amounts  of  fat,  (3)  large  amounts  of  the 
whole  B complex,  (4)  supplements  of  methionine 
and  choline,  (5)  liver  by  mouth  and  crude  liver 
extract  intramuscularly,  (6)  concentrated  serum 
albumin  for  ascites  and  also,  when  indicated, 
ammonium  chloride  orally  and  mercupurin 
intravenously,  (7)  low  salt  diet  with  unrestricted 
water  intake,  (8)  total  abstinence  from  alcohol, 
and,  finally,  (9)  adequate  rest.  The  above  regime 
has  completely  altered  the  prognosis  of  uncompli- 
cated cirrhosis  of  the  liver  from  the  gloomy  prog- 
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nosis  generally  accepted  in  the  1930’s  to  one  at 
the  present  time  of  marked  optimism.  Further, 
when  cirrhosis  of  the  liver  becomes  complicated 
by  the  development  of  esophageal  hemorrhages 
and/or  ascites,  then  operative  procedures  in  the 
modern  surgical  armamentarium  can  change  the 
unfavorable  outlook  of  these  latter  states  into 
one  of  genuine  optimism.  The  two  nonoperative 
methods  described  above  for  the  immediate 
and  temporary  control  of  hemorrhage  may  tide 
the  patient  with  portal  hypertension  over  until 
one  of  the  11  operative  procedures  outlined  and 
discussed  in  this  paper  can  be  carried  out  in 
order  to  effect  permanently  control  of  the  portal 
hypertension  and  its  deleterious  effects,  massive 
gastrointestinal  hemorrhage,  and  intractable 
ascites. 
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THE  TREND  TOWARD  THE  REDUCTION  OF  FETAL  RISK  IN 
OBSTETRICS 

William  M.  Mallia,  M.D.,  Schenectady,  New  York 


ALDRIDGE’s  article  in  1941  on  “The  Ob- 
stetric Responsibility  for  the  Prevention  of 
Fetal  Deaths”  exerted  a constructive  influence  in 
stimulating  many  hospital  obstetricians  to  dig 
into  their  fetal  mortality  statistics  and  air  them 
before  a staff  group.1  It  may  have  been  respon- 
sible for  the  beginning  change  in  attitude  for 
weighing  the  unpredictable  outcome  of  difficult 
vaginal  delivery  against  the  more  certain  end 
result  through  cesarean  section. 

A reflection  here  of  some  of  Aldridge’s  opinions 
might  be  enlightening.  Obstetricians  can  hardly 
fail  to  be  conscious  of  the  increasing  demand  for 
perfection  in  the  results  in  their  work.  Probably 
in  no  other  type  of  specialty  is  there  as  much 
interest  and  investigation  on  the  part  of  individ- 
uals and  health  agencies  regarding  the  suitability 
of  methods  employed  or  the  results  obtained. 

Orthopedists  and  neuropsychiatrists  have  long 
been  responsible  for  the  care  of  individuals 
handicapped  by  birth  injuries.  Failure  to  relieve 
these  conditions  entirely  has  directed  attention 
to  their  prevention.  As  a result,  we  now  find 
neuropsychiatrists  intensely  interested  in  ob- 
stetric methods.  They  are  attempting  to  in- 
fluence obstetricians  in  the  choice  of  drugs  used  in 
labor,  in  the  type  of  anesthetic  used,  and  in  the 
method  of  delivery.  The  conclusion  reached  is  that 
the  problem  is  generally  an  obstetric  one. 

On  the  strength  of  these  thoughts,  Aldridge,  in 
1941,  published  a study  of  fetal  deaths  from  the 
obstetric  service  of  the  Woman’s  Hospital  of  New 
York  City.1  The  report  revealed  problems  com- 
mon to  any  hospital  doing  obstetrics.  The  pur- 
pose of  the  study  was  to  arouse  interest  in  factors 
which  had  contributed  to  fetal  deaths,  so  that  the 
management  of  certain  obstetric  complications 
might  be  improved.  Many  of  the  deaths  of  pre- 
mature infants  were  due  to  intrauterine  asphyxia 
and  birth  trauma.  Since  prematurity  was  the 
highest  cause  of  fetal  deaths — and  still  is — it  dem- 
onstrated the  importance  of  prolonging  intrauter- 
ine life  of  the  fetus  to  as  near  full  term  as  possible. 

Among  the  deaths  other  than  prematurity,  75 
per  cent  were  due  to  trauma  or  asphyxia  or  both. 
The  trauma  cases  were  broken  down  into  intra- 
cranial hemorrhage  and  visceral  injury;  the 
intrauterine  asphyxia  and  trauma  group  into 
cerebral  edema,  congestion,  and  causes  of  un- 
known origin. 

Presented  at  the  meeting  of  the  Fourth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York,  Saratoga 
Springs,  September  25  1948. 


Many  fetal  deaths  occurred  in  unduly  pro- 
longed labors  and  labors  which  failed  to  progress 
because  of  uterine  inertia,  faulty  position  of  the 
presenting  part,  deflection  attitude,  atypical 
pelvic  type,  and  breech  presentation,  all  of  which 
were  discovered  too  late  in  labor.  The  methods  of 
operative  delivery  which  were  attended  by  the 
highest  fetal  death  rate  were  medium  forceps, 
breech  extraction,  and  version  and  breech  extrac- 
tion. 

A review  of  the  stories  of  labors  and  deliveries 
makes  it  apparent  that  the  failures  were  not  due 
to  improper  choice  of  obstetric  procedures  but  to 
having  applied  proper  obstetric  procedures  too 
late  in  labor. 

A common  obstetric  complication  is  in  the 
patient  whose  cervix  only  partially  dilates  as 
labor  continues.  A true  primary  inertia  may  be 
present,  and  the  fetus  may  show  signs  of  distress 
before  vaginal  delivery  is  safe  or  possible.  This 
may  be  the  patient  whose  uterus  fails  to  relax 
completely  between  contractions.  The  persistent 
uterine  tone  may  interfere  with  placental  circula- 
tion so  that  the  fetus  suffers  from  prolonged,  low- 
grade  anoxemia,  and  death  in  utero  may  occur. 
Frequently,  cesarean  section  of  the  lower  segment 
or  extraperitoneal  type  is  performed  on  this 
patient. 

A considerable  number  of  fetal  deaths  result 
from  unsuccessful  terminations  of  labor  com- 
plicated by  cephalopelvic  disproportion  and 
uterine  inertia,  the  cervix  not  becoming  com- 
pletely dilated.  In  many  group  studies  and  in  our 
experiences  we  are  impressed  more  and  more  by  the 
driving  force  of  the  uterine  muscle  and  the  fact  that 
successful  vaginal  delivery  depends  in  great  part 
upon  it.  Not  infrequently,  patients  whom  we 
considered  candidates  for  cesarean  section  before 
they  went  into  labor  landed  the  caput  on  the 
perineum  in  a startling  fashion  in  a short  time. 
A pile-driving  uterine  muscle  is  characteristic  of 
some  women.  On  the  other  hand,  minor  pelvic 
contraction «in  the  face  of  a poor,  inert  muscle 
upsets  the  whole  progress  of  labor. 

Reid  considers  patients  experiencing  prolonged 
labor  as  a group  of  dystocia  cases  which  are  most 
difficult  and,  at  times,  most  unsatisfactory  to 
treat.2  Terms  describing  this  group  are  cervical 
dystocia,  uterine  inertia,  either  primary  or  second- 
ary, and  delayed  or  atypical  labor.  Reid  prefers 
to  describe  them  as  functional  dystocia.  Some  of 
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I them  may  have  borderline  cephalopelvic  dis- 
proportion. He  asserts  that  anoxia  of  the  fetus 
may  be  the  chief  concern  and  major  risk  in  any 
prolonged  labor  and  contends  that,  following  a 
twenty-four-to  twenty-eight-hour  labor  with  the 
cervix  incompletely  dilated,  the  administration 
of  pituitary  extract  may  reduce  the  midforceps 
delivery  by  allowing  the  head  to  descend  to  the 
perineum  for  an  outlet  forceps.  If  after  a two-to- 
three-hour  trial  with  pituitrin  there  is  not  satis- 
factory termination,  the  case  is  reconsidered  for 
delivery  by  whatever  method  seems  safest.  In 
the  clinic  under  Reid,  the  complicated  cases 
showed  a fetal  mortality  of  12  per  cent,  a figure 
which  represents  also  the  effect  of  prolonged  labor 
on  the  fetus,  irrespective  of  treatment.  It  em- 
phasizes our  failure  to  treat  properly  such  cases. 
In  Reid’s  clinic  cases  subjected  to  forty  hours 
labor,  the  fetal  mortality  was  29  per  cent.  There 
was  a 12.9  per  cent  extraperitoneal  cesarean  sec- 
tion rate  in  this  group  which  failed  under  pitui- 
trin. These  sections  were  among  patients  poten- 
tially infected,  in  whom  the  length  of  the  second 
stage  was  anywhere  from  one  to  seven  hours. 
There  were  two  fetal  deaths,  both  due  to  asphyxia, 
in  women  who  were  allowed  to  continue  in  labor 
when  apparent  progress  had  ceased  over  twelve 
hours. 

Since  variable  degrees  of  disproportion  are  en- 
countered constantly  in  operative  deliveries,  it  is 
helpful  to  study  the  pelvis  by  x-ray  before  labor 
in  suspicious  cases,  especially  in  those  who  on 
vaginal  examination  show  prominent  pubic 
spines,  forward  angulation  of  the  sacrum,  narrow 
transverse  outlet,  and  unengaged  head  at  term  in 
primiparas.  Except  for  those  most  obvious  cases 
of  disproportion,  it  will  be  found,  as  Caldwell  has 
emphasized  s6  frequently,  that  any  real  sig- 
nificance attached  to  this  suspected  disproportion 
cannot  be  determined  usually  until  after  a trial  of 
labor.3  Knowing  the  type  of  pelvis  is  helpful  in 
managing  operative  deliveries . A well-flexed  head 
and  a well-molded  head  can,  as  a rule,  be  rotated 
manually  irrespective  of  the  type  of  pelvis.  But, 
if  flexion  and  molding  fail  to  take  place,  the 
shape  of  the  pelvis  begins  to  play  a more  sig- 
nificant role  in  interfering  with  the  ease  of  rotation 
and  descent. 

According  to  Caldwell,  the  pelves  apt  to  cause 
trouble  are  the  classic  flat  pelvis  with  its  short 
anteroposterior  diameter,  the  anthropoid  with 
its  shortened  transverse  diameter,  and  the  an- 
droid or  wedge-shaped  pelvis,  with  its  converging 
side  walls  and  its  prominent  pubic  spines. 

In  some  flat  pelves  with  deep  transverse  arrest 
of  the  head,  anterior  rotation  may  be  almost  im- 
possible unless  the  head  is  brought  down  in  the 
transverse  with  the  forceps  (Barton)  and  then 
rotated  at  a very  low  level  below  the  subpubic 


arch  with  the  caput  in  sight.  Persistent  efforts 
at  higher  rotation  in  the  flat  type  of  pelvis  may 
end  in  a dead  fetus  and  wide  injury  to  the  soft 
parts. 

Transverse  arrest  and  persistent  occiput  poste- 
rior arrest  commonly  occur  in  some  of  the 
android  pelves,  and  anterior  rotation  may  be 
difficult.  Good  results  can  be  obtained  by  numer- 
ous maneuvers,  such  as  application  of  blades  to 
the  transverse  head  with  descent  to  a low  level 
and  then  rotation,  rotation  of  the  occiput  poste- 
rior to  the  sacrum  and  delivery  faee-to-pubis,  or 
elevation  of  the  head  to  a high  level  to  the  inlet 
with  manual  rotation  and  delivery  with  forceps 
in  the  oblique  diameter.  Even  over-rotation 
manually,  past  the  promontory  to  the  opposite 
anterior  position  before  application  of  blades,  may 
be  necessary  in  the  presence  of  a sharply  pro- 
jecting sacral  promontory.  This  maneuver  may 
be  the  escape  mechanism  needed  for  the  delivery 
of  a difficult  occiput  posterior.  The  employment 
of  version  and  breech  extraction,  once  so  popular 
in  such  a situation  as  a last  resort  maneuver,  has 
lost  face  and  is  probably  done  only  two  or  three 
times  in  the  course  of  a year  by  an  individual  who 
once  resorted  to  it  with  enthusiasm.  The  trail  of 
fetal  palsy  and  irreparable  maternal  damage 
which  it  has  left  behind  has  established  the  de- 
cadence of  version  and  breech  extraction. 

In  Caldwell’s  case  histories,  it  is  revealing  that, 
notwithstanding  enviable  technic  and  unmatch- 
able  mastery  in  forceps  manipulation,  difficult}' 
was  often  encountered  to  the  point  of  election  of 
cesarean  section  rather  than  the  mechanism  of 
labor  in  some,  fatal  fetal  injury  in  others,  and 
craniotomy  in  a few. 

Familiarity  with  pelvic  type  helps  in  selecting 
the  proper  method  of  vaginal  delivery  in  cases 
seen  late  in  labor,  and  it  helps  in  recognizing  cases 
in  which  successful  management  from  below 
would  be  so  slight  as  to  justify  cesarean  section 
early  in  labor  or  even  before  labor  has  begun. 

Difficult  delivery  due  to  midplane  contraction 
in  any  type  of  pelvis  is  an  everyday  obstetric 
problem.  Mengert  has  tried  to  convince  us  for 
the  past  eight  years  that  there  is  no  satisfactory 
method  of  manually  measuring  the  midplane  diam- 
eter, that  the  measurement  must  be  done  by 
x-ray,  that  the  transverse  narrowing  is  caused 
mainly  by  prominent  pubic  spines  but  in  part 
also  by  narrowing  of  the  space  between  lateral 
pelvic  walls,  and  that  the  midplane  contraction 
does  not  today  receive  proper  attention  in  spite  of 
the  fact  that  all  pioneer  investigators  in  x-ray 
pelvimetry  emphasized  its  great  clinical  im- 
portance.4 

The  practical  importance  of  midplane  con- 
traction lies  in  the  surprising  difficulty  it  can  im- 
pose on  any  forceps  operation  performed  before 
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the  head  has  reached  the  pelvic  floor.  To  spot 
all  cases  of  midplane  contraction,  routine  x-ray  is 
necessary.  In  the  discussion  of  Mengert’s  article 
Eastman  evaluates  the  importance  of  publicizing 
midplane  dystocia  and  cites  some  interesting 
managements  of  labor  in  this  complication  from 
which  we  might  all  profit.4  The  important  com- 
mand is  to  allow  the  uterine  muscle  and  the  pa- 
tient to  push  the  biparietal  diameter  of  the  head 
down  through  the  interspinous  obstruction.  At 
times,  to  his  embarrassment,  after  pulling  on 
forceps  without  any  results,  he  had  to  remove  the 
blades,  let  the  patient  come  out  of  the  anesthetic 
and  push,  and  have  the  intern  exert  fundal  pres- 
sure— whereupon  the  head  descended  rather 
promptly  to  the  pelvic  floor.  His  comment  was 
that  there  is  something  about  forceps  that  raises 
havoc  when  applied  to  a head  whose  greater  di- 
ameter has  not  yet  passed  a contracted  mid- 
pelvis. 

This  difficulty  has  been  explained  on  two 
grounds:  (1)  The  forceps  destroys  flexion,  whereas 
pressure  from  above  increases  it,  and  (2)  the 
thickness  of  the  blades  decreases  the  available 
space  for  the  passage  of  the  head.  Only  when  the 
head  is  allowed  to  descend  until  the  perineum  is 
bulging  and  the  vertex  actually  visible  to  the  size 
of  a quarter  can  there  be  certainty  that  the  head 
has  passed  the  obstruction,  and  only  then  is  it 
safe  to  apply  forceps.  Suprapubic  pressure  may 
be  far  better  than  forceps,  and  anything  higher 
than  low  forceps  may  be  difficult.  The  incidence 
of  persistent  occiput  posterior  is  increased  in 
these  cases.  Here  again  forceps  for  the  purpose  of 
rotation  may  lead  to  trouble  and  trauma.  Man- 
ual rotation  may  be  better — but  better  still  may 
be  additional  time  in  the  second  stage,  supra- 
pubic pressure,  and  forceps  delivery  of  the  occiput 
after  it  has  reached  the  perineum. 

A reconsideration  of  the  management  of 
breech  is  making  itself  evident.  Vaginal  delivery 
by  the  breech,  which  shows  a fetal  mortality  of 
from  10  to  35  per  cent  in  the  primiparas  in  the 
hands  of  variable  operators,  is  bound  to  be  up  for 
criticism.  Guyer  and  Heaton  reflected  the  atti- 
tude of  earlier  writers  by  concluding  in  their  work 
that  the  principal  way  to  reduce  fetal  mortality 
in  breech  is  through  the  recognition  of  cases  show- 
ing slight  to  moderate  degree  of  disproportion, 
and  their  treatment  by  elective  cesarean  or  by 
cesarean  early  in  labor.5 

Later  than  that  report,  Potter  published  an 
analysis  of  786  breeches  in  a general  hospital, 
showing  a fetal  mortality  rate  (corrected)  of  9.6 
per  cent  for  primiparas,  8.1  per  cent  for  multi- 
paras, and  0.0  per  cent  fetal  mortality  in  cesarean 
section  (10.8  per  cent  incidence).6  In  the  causes 
of  death,  75  per  cent  of  the  fetal  deaths  in  pri- 
miparas and  34.4  per  cent  of  fetal  deaths  in 


multiparas  having  breech  extraction  were  due  to 
cerebral  damage  sustained  during  delivery. 

Previously,  Ryder  had  argued  that  fetal 
mortality  in  breech  was  unduly  high  and  con- 
cluded that,  since  breech  was  a potential  danger, 
this  danger  can  be  removed  by  early  cephalic 
version,  rather  than  by  relying  on  version  taking 
place  spontaneously.7 

Back  in  1935  Vartan  revealed  some  interesting 
data  on  this  problem  by  reporting  studies  on 
breech  presentation  in  1,000  cases.8  He  found  an 
incidence  of  breech  of  one  in  four  at  some  time  or 
other.  In  most  cases  spontaneous  version  took 
place.  It  took  place  680  times  in  his  1,000  cases. 
In  28  it  took  place  after  external  version  failed. 
The  bulk  of  the  spontaneous  versions  were  known 
to  have  taken  place  by  the  thirty-fourth  week. 
Failed  version,  Vartan  found,  was  associated  with 
a diminished  amniotic  fluid  or  extended  legs. 
X-ray  of  cases  of  failed  version  revealed  that  the 
attitude  of  the  fetus  was  regularly  one  of  exten- 
sion, often  with  an  upright  stance,  the  latter 
indicating  a tight  application  of  the  uterus  to  the 
fetus  and  meaning  the  quantity  of  amniotic  fluid 
was  small. 

Dieckmann’s  fairly  recent  report  on  fetal 
mortality  in  breech  delivery  revealed  a corrected 
death  rate  of  4.2  per  cent  for  term  fetuses  for 
five  maternity  centers  and  a prematurity  death 
rate  in  breech  of  over  25  per  cent.9  He  advocated 
careful  observation  of  the  size  of  the  fetus  and  the 
size  of  the  pelvis  and  a study  of  the  character  of 
the  labor  early  enough  to  permit  the  performance 
of  a safe  cesarean  section  as  an  aid  in  reducing  the 
mortality  of  babies  weighing  4,000  or  more 
grams.  A patient  with  a breech,  after  thirty-five 
weeks  of  gestation,  in  early  labor  with  ruptured 
membranes  should  be  carefully  evaluated,  and 
delivery  should  be  by  cesarean  section  in  a border- 
line pelvis  or  in  the  presence  of  a large  baby. 

Whitfield  quoted  both  Potter  and  Dieckmann 
in  emphasizing  that  breech  delivery  presents  the 
operator  with  more  difficulty  than  any  other 
single  problem.10  In  doubtful  cases,  if  the  patient 
is  in  labor  and  uterine  contractions  are  poor  and 
descent  is  slow,  especially  in  the  case  of  an  elderly 
primipara,  cesarean  must  be  considered. 

Meyer,  most  recent  of  writers  reporting  on 
breech,  reviews  the  problem  from  many  angles.11 
He  had  a cesarean  section  percentage  in  breech 
incidence  of  13.7.  He  revealed  a reduction  in 
fetal  mortality  rate  of  10.0  per  cent  over  a ten- 
year  period  in  a group  of  cases  reported  ten 
years  previously.  The  cesarean  rate  in  the  earlier 
group  was  4.5  per  cent,  while  in  the  recent  group 
the  incidence  was  13.7  per  cent.  The  relative  de- 
crease in  fetal  death  rate  was  due  to  a higher  sec- 
tion rate. 

When  vaginal  delivery  in  breech  is  considered, 
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there  are  two  methods  advocated  by  two  different 
groups;  one  proposes  allowing  spontaneous  de- 
livery of  the  breech  and  body,  manual  aid  being 
given  in  the  extraction  of  the  shoulders  and  head, 
with  forceps  on  the  aftercoming  head  being  used 
as  indicated;  the  other  method,  popularized  by 
Irving  and  Goethals,  consists  in  performing  a 
breech  extraction  on  all  cases  as  soon  as  the  cervix 
is  fully  dilated  and  retracted.12 

Gordon,  in  his  lengthy  study  of  3,301  breech 
deliveries  which  showed  a fetal  mortality  over 
20.3  per  cent  (corrected  12.6  per  cent),  made  it 
emphatic  that  fetal  mortality  and  injury  in- 
creased with  extraction  and  was  highest  when  the 
breech  was  broken  up.13 

In  his  discussion  of  Ryder’s  work,  Kosmak 
made  a most  apt  statement,  which  may  be  con- 
sidered as  a conclusive  opinion  on  the  problem  of 
breech,  when  he  stated  that  the  question  of 
management  will  never  be  fully  decided  as  long 
as  the  adherents  of  either  a conservative  or  a 
radical  policy  toward  a breech  presentation  be- 
lieve that,  in  their  hands,  either  method  is  satis- 
factory.7 

Conclusions 

1.  A review  of  problems  complicating  labor 
and  delivery  and  reflecting  diversified  attitudes  of 
management  is  presented. 


2.  The  impression  gained  is  a trend  toward 
salvaging  fetal  life  without  risk  to  maternal 
safety. 

3.  For  the  accomplishment  of  this  we  must 
alert  ourselves  more  sharply  to  the  most  accessible 
factors  in  labor;  namely,  dilatation  of  the  cervix, 
descent  of  the  fetus,  and  effectiveness  of  uterine 
muscle  power. 

4.  The  intelligent  insertion  of  the  lower  seg- 
ment cesarean  or  the  extraperitoneal  section  at  a 
proper  time  in  labor  may  be  the  most  gratifying 
solution  in  the  failures  of  the  mechanism  of 
labor. 

1364  Union  Street 
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NIGHT  TRAFFIC  DEATHS  FOUR  TIMES  DAYLIGHT  RATE 


Four  times  as  many  deaths  from  traffic  accidents 
per  car  on  the  road  occur  at  night  as  during  the  day, 
the  President’s  Highway  Safety  Conference  was 
told  in  Washington  by  Edmond  C.  Powers,  Street 
and  Traffic  Safety  Lighting  Bureau,  Cleveland, 
Ohio.  The  increased  night  death  rate  is  chargeable, 
he  said,  to  defective  tail  lights,  defective  headlights, 
fatigue,  fog,  alcohol,  and  inadequate  visibility. 

The  four-to-one  ratio  of  night  to  day  deaths  is 
the  result  of  these  six  factors,  he  said,  which  not 
only  increase  the  chances  of  accidents  at  night  but 
which  also  increase  the  chances  that  a night  accident 
will  be  fatal  when  it  does  occur.  Inadequate  street 
lighting,  particularly  in  urban  areas,  is  the  primary 
factor. 

The  analysis  presented  by  Mr.  Powers  was  based 
on  extensive  research  and  detailed  study  of  over 
8,000  fatal  accidents  reported  by  20  states  for  the 
year  1948.  The  analysis  eliminates  the  accident 
factors  which  are  the  same  day  and  night  and 
thereby  segregates  those  factors  which  apply  strictly 
to  night  accidents. 

On  this  basis,  there  were  13,800  night  traffic 
deaths  during  1948  in  the  United  States  due  to  the 
factors  applying  to  night  accidents.  Of  these, 
nearly  10,000  were  due  to  inadequate  visibility  and 


2,636  due  to  the  use  of  alcohol.  Fog  was  responsible 
for  516  deaths,  and  fatigue  for  447.  The  others 
were  due  to  defective  tail  lights  or  headlights. 

Some  32,000  human  lives  were  lost  during  1948 
from  traffic  accidents.  Comparing  the  18,400 
persons  killed  in  night  accidents  with  the  13,800 
killed  in  daylight  is  not  particularly  shocking,  he 
said.  But  when  it  is  remembered  that  night  traffic 
is  only  one  third  daylight  traffic,  and  a comparison 
is  made  on  the  basis  of  the  number  of  vehicles  oper- 
ating, the  result  is  startling. 

Night  deaths  from  the  factors  that  cause  day- 
light accidents  would  have  been  one  third  of  13,800 
or  4,600.  The  actual  number  of  night  deaths  is  four 
times  this  figure. 

Inadequate  visibility  was  the  cause  of  9,918  of 
last  year’s  18,400  night  deaths,  Mr.  Powers  em- 
phasized. Inadequate  visibility,  however,  con- 
tributed to  the  deaths  from  other  factors,  in  his 
opinion.  It  increases  the  dangers  of  operating  with 
defective  lights,  increases  fog  blindness,  and  it 
makes  the  use  of  alcohol  more  apt  to  be  fatal. 
The  answer  is  better  street  lighting,  and  figures 
were  presented  to  show  that  greater  safety  followed 
adequate  lighting  in  various  American  cities. 
— Science  News  Letter,  June  18, 1949 


THE  CONVULSIVE  REACTION  PATTERN 

Donald  J.  Simons,  M.D.,  New  York  City 

( From  the  New  York  Hospital  and  the  Departments  of  Medicine  and  Psychiatry,  Cornell  University 
Medical  College ) 


THE  purpose  of  this  paper  is  to  present  the 
thesis  that  convulsive  disorders  are  reaction 
patterns  which  occur  as  the  result  of  two  factors, 
namely,  an  underlying  facility  within  the  or- 
ganism for  the  patterns  of  behavior  and  a suit- 
able precipitating  factor  to  fire  the  pattern. 

Underlying  Facility  for  the  Pattern 

It  has  been  shown  that  many  patterns  of 
behavior  are  hereditary.  Allergies  commonly 
run  in  families.1  The  migraine  pattern  is 
familial.2  Eusterman  and  Balfour  write  regard- 
ing the  familial  incidence  of  peptic  ulcer  that  “we 
have  operated  on  two  or  more  members  of  the 
same  family  often  enough  to  gain  the  impression 
that  not  only  is  the  familial  incidence  more  fre- 
quent than  is  generally  appreciated,  but  that  the 
character  of  the  lesion  and  its  complications  is 
often  strikingly  similar  in  the  members  of  a 
family.”3  Familial  patterns  of  behavior  are 
also  shown  in  the  susceptibility  to  tuberculosis 
and  pneumonia.  Aging  is  universal,  but  the  type 
of  aging  often  shows  an  hereditary  pattern  of 
organ  specificity.  In  some  families  primarily  the 
cerebral  vessels  age  so  that  one  generation  after 
another  exhibits  cerebral  arteriosclerosis  with 
mental  symptoms.  Coronary  sclerosis  may 
develop  in  succeeding  generations  of  another 
family  and  nephrosclerosis  in  a third  family. 

Any  given  individual  may  consistently  react  to 
anxiety  in  one  of  a number  of  different  behavior 
patterns  such  as  vomiting,  diarrhea,  palpitation, 
dyspnea,  sweating,  or  headache.  The  designa- 
tion “stomach  reactor,”  “lower  bowel  reactor,” 
“cardiac  reactor,”  “skin  reactor,”  or  “blood  vessel 
reactor”  may  be  applied  to  the  individual  as  fits 
the  pattern  of  reaction. 

These  illustrations  are  given  to  point  out  that 
both  structural  changes  and  physiologic  activi- 
ties often  are  behavior  patterns  which  show  an 
hereditary  factor  and  organ  specificity  and  that 
these  patterns  occur  in  reaction  to  a variety  of 
physical  and  psychic  agents. 

It  is  the  author’s  thesis  that  the  many  varieties 
of  seizure  commonly  called  “the  convulsive  dis- 
orders” or  “epilepsies”  are  also  reaction  patterns 
which  are  hereditary  and  whose  specific  organ  is 
the  central  nervous  system. 

The  electroencephalographic  studies  of  Lennox, 
Gibbs,  and  Gibbs,  Strauss,  Rahm,  and  Barrera, 
and  Lowenbach  indicate  a definite  inheritance  of 
epilepsy  and  suggest  that  for  every  epileptic  in 


the  population  there  are  some  25  healthy  persons 
who  have  abnormal  brain  waves  and  may  be 
considered  carriers  of  the  convulsive  reaction 
pattern.4-6  In  some  epileptics  the  underlying 
facility  for  the  reaction  is  so  great  that  an  imper- 
ceptible stimulus  is  sufficient  to  fire  the  pattern. 
In  other  epileptics  a relatively  strong  stimulus  is 
required  to  precipitate  an  attack. 

It  is  believed  that  about  75  per  cent  of  epileptic 
disorders  are  genetic  (“cryptogenic,”  “idio- 
pathic”) ? Cobb  has  listed  many  types  of  stimuli 
such  as  meningitis,  brain  injury,  brain  tumor,  and 
chemical  poisons  which  are  responsible  for  the 
acquisition  of  convulsive  behavior  patterns  in  the 
remaining  25  per  cent  (“symptomatic”).8  How- 
ever, even  in  this  25  per  cent  of  cases  of  acquired 
epilepsy  there  is  some  evidence  of  a genetic  fac- 
tor, for  in  this  group  the  incidence  of  relatives 
with  epilepsy  is  three  times  higher  than  in  the 
relatives  of  a control  group.9 

Precipitating  Factors 

There  is  a considerable  number  of  precipitat- 
ing factors  which  can  educe  seizures.  It  is  cer- 
tain that,  given  the  proper  stimulus  in  the  proper 
amount,  anyone  can  be  made  to  have  a grand  mal 
seizure.  The  use  of  insulin,  metrazol,  and  electric 
shock  has  demonstrated  this  fact.  But  we  are 
not  dealing  here  with  such  maximal  stimuli.  We 
are  concerned  with  the  circumstances  of  every- 
day living. 

There  are  several  factors  which  will  more  or 
less  readily  precipitate  fits  in  susceptible  indi- 
viduals, while  leaving  those  lacking  the  inherent 
behavior  pattern  unaffected.  Various  labora- 
tory procedures  such  as  photic  driving  of  the 
brain  wave  frequencies  and  the  pitressin  hydra- 
tion test  may  cause  fits  in  a few  persons  subject  to 
grand  mal  seizures.  Hyperventilation  will  readily 
educe  petit  mal  seizures  in  children  who  are  sub- 
ject to  the  petit  mal  type  of  seizure.  Occasion- 
ally, but  not  ordinarily,  hyperventilation  may 
start  a grand  mal  attack  in  persons  subject  to 
grand  mal  seizures. 

Rosenbaum  and  Maltby  studied  the  brain 
wave  patterns  in  eclamptics.10  They  suggest 
“that  a primary  cerebral  dysrhythmia  may  be 
present  in  those  patients  having  the  syndrome  of 
eclampsia  and  that  the  associated  toxemia  may 
be  the  ‘trigger  mechanism’  that  exaggerates  the 
inherent  dysrhythmia  to  the  degree  that  convul- 
sions appear.” 
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Excitement  may  increase  the  incidence  of 
seizures,  since  it  is  not  uncommon  for  children  to 
experience  an  increase  in  the  frequency  of  attacks 
about  examination  time  or  during  the  Christmas 
holidays.  Often  either  the  patient  or  his  family 
notices  increasing  tension  in  the  days  preceding 
an  attack. 

In  young  children  acute  fevers  often  initiate 
attacks.  According  to  Peterman  acute  fever  is 
the  commonest  cause  of  a first  attack  in  children 
between  the  ages  of  six  months  and  three  years.11 

The  relevance  of  emotion  and  psychologic  con- 
flict to  the  precipitation  of  fits  has  not  been 
widely  understood.  To  emphasize  this  relevance 
is  the  main  purpose  of  this  paper.  The  author 
has  observed  several  cases  where  emotional  stress 
was  related  to  the  onset  of  seizures.  Three  illus- 
trative cases  will  be  detailed. 

Case  Reports 

Case  1. — D.  D.,  a six  and  one-half-year-old  girl, 
was  referred  because  of  petit  mal  seizures.  The 
patient  had  been  adopted  at  eighteen  months  of  age 
by  her  present  foster  parents.  Nothing  was  known 
of  her  real  parents  except  that  she  was  born  in  a 
town  which  is  the  location  of  a large  institution  for 
the  mentally  defective. 

The  foster  father  was  a large  man  of  forty  who  was 
stern  and  impatient  with  the  child,  scolding  and 
spanking  her  frequently.  The  foster  mother  was 
narcissistic,  exhibitionistic,  emotionally  unstable, 
and  tense.  She  had  been  addicted  to  morphine  as 
the  result  of  prolonged  abdominal  complaints  re- 
sulting in  hysterectomy  and  was  at  the  time  of  the 
initial  visit  addicted  to  barbiturates  and  troubled 
with  marked  insomnia.  She  was  thirty-two  years 
old.  The  foster  mother  showed  little  understanding 
of  the  child.  A marked  feeding  problem  developed 
early  and  has  persisted  to  the  present.  The  child 
was  completely  toilet  trained  at  the  time  of  adop- 
tion. She  became  dry  day  and  night  at  about  three 
and  one-half  years,  but  she  has  had  day  and  night 
frequency  ever  since. 

The  patient  rocked  constantly  until  she  was  two 
and  one-half  years  old.  She  has  always  been  afraid 
of  the  dark  and  has  to  have  the  hall  light  burning  all 
night.  She  is  afraid  of  someone’s  peeking  in  the 
windows,  afraid  of  dogs,  and  afraid  of  her  mother’s 
being  sick.  A Negro  maid  and  the  maternal  grand- 
mother, who  were  the  only  stable  influences  in  the 
child’s  life,  both  dropped  dead  in  the  patient’s  home. 
She  was  preoccupied  with  thoughts  of  death. 

The  child  did  well  in  parochial  kindergarten  and 
first  grade.  Then  the  family  moved  for  the  third 
time.  Petit  mal  seizures  began  at  this  time.  She 
entered  public  school  where  she  was  obliged  to  repeat 
the  first  grade,  and  the  seizures  became  so  frequent 
that  she  was  unable  to  go  to  school. 

Examination  showed  an  overactive  child  who  was 
extremely  apprehensive  and  constantly  demanded 
reassurance  that  she  would  not  be  spanked.  She 
bit  her  nails.  Neurologic  examination  was  unre- 
markable. On  the  Stanford-Binet  Form  M she 


obtained  an  intelligence  quotient  of  87  which  indi- 
cated low  average  intelligence.  Electroencephalo- 
grams showed  during  hyperventilation  3 per  second 
triangular  waves  preceded  by  abortive  spikes. 

Tridione,  0.3  Gm.  three  times  a day,  was  pre- 
scribed, and  seizures  ceased  in  nine  days.  The  pa- 
tient’s emotional  state  was  discussed  with  the  parents, 
and  the  significance  of  their  behavior  toward  each 
other  in  her  presence  and  their  treatment  of  her  was 
pointed  out.  She  was  able  to  return  to  school. 
The  dosage  was  subsequently  reduced,  and  at  the 
end  of  the  school  term  Tridione  was  omitted.  She 
has  had  no  seizures  for  two  years.  The  electro- 
encephalogram became  normal;  hyperventilation 
educed  no  abnormality  in  either  of  two  tests  taken 
several  months  apart. 

Comment. — This  adopted  child  of  low  average 
intelligence  whose  heredity  is  suspected,  developed 
many  neuropathic  traits  early  in  life.  Her  home 
life  with  unstable  foster  parents  never  offered  her 
emotional  security  but  rather  produced  constant 
threats.  When  the  family  moved  for  the  third  time 
so  that  additional  social  adjustments  were  neces- 
sary for  the  child,  she  began  to  have  petit  mal 
seizures.  The  frequency  of  attacks  was  further 
increased  by  her  having  to  repeat  a year’s  school 
work  in  a different  type  of  school.  It  seems  clear 
that  this  child’s  fits  were  precipitated  by  an  increase 
in  her  emotional  burdens. 

Case  2. — J.  J.,  a happy,  frail,  oversensitive  girl  of 
seven,  was  referred  because  of  focal  seizures  involv- 
ing the  left  face  and  arm.  The  child  was  born  at 
term  with  a high  forceps  delivery  and  had  “marks  on 
her  neck.”  She  did  not  nurse  well  during  the  first 
few  days  of  life.  (This  is  sometimes  an  indication  of 
intracranial  birth  injury.)  There  was  no  history  of 
neonatal  fits.  A maternal  grandmother  was  said  to 
have  had  “some  sort  of  attacks.”  As  an  infant  she 
always  took  a long  time  to  finish  her  bottle.  She 
has  never  eaten  well,  for  she  seems  easily  satisfied. 
Mealtime  has  been  a happy  occasion,  and  her  eating 
habits  have  never  been  an  issue.  She  became  dry 
day  and  night  at  two  and  one-half  years;  “she 
trained  herself  because  she  didn’t  like  the  discomfort 
of  wet  clothes.”  Between  the  ages  of  ten  and 
fifteen  months  her  feet  were  in  casts  because  of 
deformities,  and  from  fifteen  months  up  to  three 
years  she  wore  leg  braces  concealed  by  overalls. 
She  now  has  no  foot  problems. 

She  was  never  a good  sleeper  after  ten  months  of 
age  when  the  orthopedic  treatments  began.  The 
parents  felt  that  they  could  not  leave  her  alone  in  the 
house  for  a few  minutes  at  night  because  she  so  often 
awoke.  At  about  four  years  of  age  she  had  very  fre- 
quent nightmares  and  would  “climb  the  side  of  the 
wall”  two  or  three  times  a night.  Except  for  a few 
weeks  at  this  time  when  the  crib  was  moved  into  the 
parents’  room  because  the  mother  was  exhausted 
from  getting  up,  the  child  has  always  slept  in  a room 
of  her  own.  She  has  often  walked  in  her  sleep  from 
the  age  of  three  up  to  the  present.  Recent  episodes 
have  been  concerned  with  her  difficulties  in  arith- 
metic at  school. 

The  patient  is  the  third  of  two  living  children. 
The  second-born  is  a boy  ten  years  older  than  the 
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patient.  The  first-born  died  early  in  childhood. 
The  brother  is  very  retiring.  He  has  to  be  pushed 
into  social  contacts. 

The  mother  was  a neatly  dressed,  alert,  intelligent 
woman  in  her  early  forties.  She  had  a good  under- 
standing of  the  child,  spoke  pleasantty  to  her,  and 
was  always  obeyed.  She  seemed  emotionally  well- 
balanced  and  was  neither  tense  nor  worrisome. 

One  month  after  beginning  first  grade  in  a 
parochial  school  where  the  sister  is  said  to  have  yelled 
at  the  children  and  to  have  intimidated  them  by 
whaling  the  desk  with  a large  flat  ruler,  the  patient, 
at  the  age  of  five  years  and  eleven  months,  had  at  the 
dinner  table  an  attack  of  involuntary  twitching  of 
the  left  side  of  her  face.  Consciousness  was  not 
impaired  in  this  attack.  Over  a period  of  two 
months  she  was  often  observed  at  lunchtime  to  be 
blinking  her  eyes.  Consciousness  was  not  altered 
so  far  as  the  mother  could  tell,  and  it  was  thought 
that  she  was  imitating  a boy  at  school.  She  was  dis- 
suaded from  this  practice. 

At  six  years  and  ten  months,  after  returning 
from  a summer  vacation  a day  before  starting  school, 
she  complained  of  being  sick  and  had  a second 
attack  of  involuntary  twitching  of  the  left  side  of  the 
face  with  drooling  from  the  corner  of  her  mouth. 
The  mother  felt  that  this  was  related  to  apprehension 
about  returning  to  school. 

Two  months  later,  in  November,  the  patient,  who 
was  having  great  difficulty  with  arithmetic,  faced 
midterm  examinations.  Her  teacher  was  exceedingly 
harsh  and  sarcastic  and  made  the  child  stand  in  front 
of  the  class  while  she  ridiculed  her  and  made  dis- 
paraging remarks  about  her  mother.  The  patient 
changed  from  an  obedient,  sweet  child  to  one  who 
was  very  difficult  to  manage  at  home.  She  had  con- 
stant disagreements  with  her  playmates.  Her 
attacks  recurred  and  increased  in  frequency  and 
severity.  Attacks  were  characterized  by  a warning 
of  nausea  followed  by  twitching  of  the  left  side  of  the 
face,  semiconsciousness,  drooling,  dropping  things, 
and  blanching  of  the  face  and  left  arm,  ending  with 
sensations  of  pins  and  needles  in  the  left  side  of  the 
face  and  left  arm.  Attacks  seldom  lasted  longer  than 
thirty  seconds.  She  was  unusually  hungry  after  an 


attack.  Attacks  often  occurred  on  the  way  to 
school,  but  none  is  known  to  have  occurred  in  school. 
They  were  most  frequent  upon  getting  home  from 
school  in  the  afternoon.  As  many  as  20  attacks 
occurred  in  a day. 

Neurologic  examination  was  unremarkable.  The 
electroencephalogram  was  abnormal  in  all  areas 
because  of  sporadic  spikes  and  sharp  waves,  some  of 
which  were  followed  by  slow  waves  (Pig.  1).  The 
abnormalities  were  most  marked  in  the  right  frontal 
and  central  areas.  X-rays  of  the  skull  and  routine 
laboratory  studies  were  all  negative.  On  the  Stan- 
ford-Binet  Form  M a mental  age  of  five  years  and 
ten  months  and  an  I.Q.  of  80  (“dull  normal”)  were 
obtained. 

The  child  was  taken  out  of  school  and  in  about 
three  weeks  seizures  stopped.  At  the  end  of  this 
time  medical  studies  were  completed.  In  view  of 
the  marked  abnormality  of  the  electroencephalo- 
gram and  the  patient’s  attitude  toward  her  school,  it 
was  considered  wise  to  give  Tridione,  0.3  Gm.  twice  a 
day,  in  spite  of  the  fact  that  no  seizures  had  occurred 
during  a four-day  period.  The  child  returned  to 
school  and  this  time  had  a patient  and  considerate 
teacher.  The  child  was  exceedingly  slowed  up  and 
had  great  difficulty  in  putting  down  anything  on 
paper.  She  required  individual  attention  from 
the  teacher  during  any  written  work,  although  in 
oral  tests  she  seemed  to  know  her  work  well. 
Her  disposition  continued  to  be  unusually  disagree- 
able and  trying  to  her  family  and  playmates.  After 
two  months  her  disposition  had  improved  a great 
deal  and  she  was  considered  one-half  to  one-third 
faster.  After  four  and  a half  months  Tridione  was 
omitted,  and  after  eight  and  one-half  months  the 
mother  considered  the  child  normal  although  still  a 
little  slow. 

Electroencephalograms  taken  a second  time  three 
months  after  stopping  Tridione  and  seven  months 
after  the  last  seizure  showed  none  of  the  spikes  and 
sharp  waves  seen  in  the  first  test,  but  they  were 
irregular  with  little  alpha  activity  (Fig.  2).  Five 
to  seven  per  second  activity  and  musclepotential  pre- 
dominated. There  were  occasional  runs  of  saw- 
toothed four-per-second  waves  in  the  right  occipital 


Fig.  1.  Specimen  of  right  central  to  right  ear  recording  showing  a paroxysmal  outburst  of  high 
amplitude  3 per  second  waves  and  an  isolated  positive  spike  and  slow  wave.  These  abnormalities  were 
maximal  in  the  right  central  and  right  frontal  areas  and  were  interpreted  as  strongly  suggestive  of  epilepsy 
with  an  abnormal  electrical  focus  in  the  right  frontocentral  area. 

Fig.  2.  Specimen  of  right  central  to  right  ear  recording  three  months  after  stopping  Tridione  and  seven 
months  after  the  last  seizure  showing  irregular  patterns  with  little  alpha  activity  and  more  than  the  normal 
amount  for  a child  of  seven  to  eight  years  of  5 to  7 per  second  activity.  These  patterns  were  interpreted  as 
consistent  with  but  not  diagnostic  of  a convulsive  disorder. 
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area.  These  patterns  were  considered  consistent 
with  but  not  diagnostic  of  a convulsive  disorder  of 
the  grand  mal  type. 

Comment. — This  oversensitive  “dull  normal”  child 
may  have  had  both  a genetic  factor  and  an  acquired 
factor  for  convulsions.  She  was  subjected  in  the 
second  year  of  school  to  ridicule,  sarcasm,  defama- 
tion, and  the  threat  of  physical  violence.  She  reacted 
with  a considerable  change  in  her  behavior  and  with 
focal  convulsive  seizures.  These  changes  were  all 
reversed  by  taking  her  out  of  school  for  three  weeks 
and  then  returning  her  to  school  under  a different 
teacher.  Since  the  seizures  which  had  been  occur- 
ring at  the  rate  of  20  a day  had  ceased  before  the 
use  of  Tridione,  the  importance  of  the  drug  in  this 
case  is  debatable,  but  the  factor  of  emotional  stress 
in  precipitating  seizures  is  beyond  question. 

Case  3. — A.  A.,  a fourteen-year-old  girl,  had 
minor  seizures  daily  from  the  age  of  three  years. 
They  were  characterized  by  an  onset,  without  warn- 
ing, of  complete  unconsciousness.  The  eyeballs 
rolled  up,  and  the  eyelids  blinked  rhythmically  at 
about  three  per  second.  The  head  was  retracted 
slowly.  Unless  she  was  supported  she  would  gradu- 
ally fall  backwards.  There  were  occasional  slow 
aimless  movements  of  an  arm  or  leg.  The  extremi- 
ties were  neither  flaccid  nor  rigid.  Attacks  lasted 
about  thirty  seconds  and  stopped  abruptly  without 
sequelae. 

During  the  period  of  observation  the  patient 
averaged  15  to  20  attacks  a day.  The  parents  had 
often  noted  that  emotional  stress  such  as  impending 
examinations  at  school  would  increase  the  number  of 
attacks.  In  the  hospital  she  kept  a record  of  the 
frequency  of  her  spells,  and  it  was  easily  established 
that  the  frequency  of  spells  increased  whenever  she 
was  upset  about  something.  The  frequency  would 
promptly  decline  if  the  source  of  her  dissatisfaction 
were  removed. 

She  was  asked  to  keep  a record  of  her  thoughts 
just  before  each  attack,  and  on  the  following  day 
she  had  more  than  100  attacks  before  lunch  so  that 
the  project  had  to  be  abandoned.  The  frequency  of 
attacks  immediately  diminished. 

Comment. — This  case  demonstrated  very  con- 
vincingly to  the  medical  attendants  the  importance 
of  emotional  factors  in  determining  seizure  fre- 
quency. 

Discussion 

If  the  thesis  presented  herein  is  correct, 
namely,  that  convulsive  disorders  are  reaction 
patterns  of  an  innate  (in  75  per  cent  of  cases)  or 
acquired  facility  of  behavior  and  a precipitating 
factor,  then  an  important  therapeutic  approach  is 
offered.  In  those  cases  where  the  facility  for  the 
reaction  is  so  great  that  major  seizures  have  oc- 
curred almost  daily  for  months  or  years,  it  is 
unlikely  that  efforts  to  find  and  eliminate  the 
psychologic  precipitating  factors  will  be  fruitful. 
Those  cases  where  the  customary  contraindica- 
tions to  psychotherapy  exist  must  also  be  ex- 


cluded. There  remains  a considerable  group  of 
patients  in  whom  psychotherapy  will  bring  about 
cessation  of  attacks.  In  this  group  are  persons 
of  all  ages  whose  seizures  are  of  recent  onset.  It 
is  quite  possible  to  demonstrate  the  influence  of 
psychologic  factors  in  precipitating  fits  in  cases 
where  the  disorder  has  been  present  for  many 
years,  but,  as  in  any  psychiatric  problem  where 
the  symptoms  have  been  present  for  a consider- 
able time,  the  results  of  treatment  are  disappoint- 
ing. Nevertheless,  the  importance  of  recogniz- 
ing and  managing  tension  should  be  made  clear 
to  the  patient  and  his  family.  The  role  of  per- 
nicious emotion  in  precipitating  attacks  should 
be  emphasized. 

Barker  has  discussed  the  relationship  between 
epilepsy  and  aggressive  urges.1213  It  seems 
likely  that  rage  or  other  aggressive  tendencies 
are  the  most  common  psychologic  factors  which 
precipitate  seizures.  If  this  is  the  case,  anyone 
who  wishes  to  undertake  psychiatric  treatment 
of  an  epileptic  must  take  measures  to  protect 
himself  and  his  property  for  the  patient’s  abreac- 
tion may  be  violent  and  destructive.  In  fact, 
unless  one  specializes  in  psychiatry  and  has  facili- 
ties at  hand  for  dealing  with  disturbed  patients, 
it  is  best  not  to  attempt  more  than  superficial 
psychotherapy. 


Summary 

The  thesis  has  been  presented  that  convulsive 
disorders  are  reaction  patterns  based  on  heredi- 
tary or  acquired  facilities  within  the  central 
nervous  system  and  fired  by  unconscious  or  con- 
scious psychologic  stresses.  The  importance  of 
understanding  and  managing  emotional  stress  in 
epileptic  patients  has  hitherto  not  been  ade- 
quately emphasized  to  general  practitioners  or 
even  to  specialists  in  neurology  and  psychiatry. 

1303  York  Avenue 
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THE  MENOPAUSAL  SYNDROME 

Ernest  Hock,  M.D.,  Binghamton,  New  York 

(From  the  Department  of  Urology  of  the  Charles  S.  W ilson  Memorial  Hospital , Johnson  City,  New  York) 


THE  fact  that  menopausal  symptoms  usually 
improve  after  the  administration  of  estrogenic 
substances  has  led  to  the  conclusion  that  a hor- 
monal imbalance  may  be  the  direct  cause  of 
these  symptoms.  No  doubt,  many  postmeno- 
pausal changes  can  be  explained  by  a disturb- 
ance of  the  hormonal  equilibrium;  however,  so 
far  all  attempts  at  discovering  the  mechanism  of 
a very  prominent  group  of  symptoms  have  been 
unsuccessful.  This  group  comprises  (1)  vaso- 
motor symptoms,  such  as  flushes,  vertigo,  sweat- 
ing, and  chilly  sensations;  (2)  neurotic  symptoms, 
such  as  nervousness,  psychic  instability,  and 
depression,  and  (3)  rheumatic  symptoms,  such 
as  “aches,”  neuralgias  in  various  parts  of  the 
body,  and  arthritis.  In  spite  of  extensive  re- 
search done  in  this  field,  no  correlation  could  be 
established  between  the  severity  of  these  symp- 
toms and  the  amount  of  estrogenic  or  gonado- 
tropic hormones  in  the  blood  and  urine.  Other 
facts  that  cannot  be  explained  on  a purely  hor- 
monal basis  are  the  following: 

1.  Not  every  woman  in  her  menopause  ex- 
periences menopausal  symptoms.  Barrett  found 
that  15.8  per  cent  of  a thousand  women  in  their 
menopause  were  completely  free  of  menopausal 
symptoms.1 

2.  Some  women,  having  normal  menstrual 
cycles  and  whose  vaginal  secretions  and  epithe- 
lium indicate  estrogenic  activity,  complain  of 
typical  “menopausal”  symptoms.2 

3.  Artificial  menopause  in  young  women  is 
not  always  accompanied  by  menopausal  symp- 
toms.2-4 

4.  Hysterectomy  alone  with  retention  of  both 
ovaries  may  cause  severe  menopausal  symp- 
toms.2-4 

5.  Not  every  woman  suffering  from  menopau- 
sal symptoms  is  relieved  by  estrogenic  hormone. 
In  some  women  estrogens  even  seem  to  aggravate 
the  symptoms. 

A clue  to " the  solution  of  this  problem  was 
accidentally  found  during  a study  of  the  symp- 
toms caused  by  prostatic  disease.5  Thirty  pa- 
tients with  various  types  of  prostatic  pathology 
were  carefully  questioned  about  the  details  of 
their  symptoms.  Most  of  these  patients  suf- 
fered from  prostatitis  or  from  early  enlargement 
and  infection  of  the  prostate.  The  symptoms 
that  led  the  patients  to  seek  medical  advice  were 
as  follows:  backache,  14;  disturbances  of  mic- 

turition, five;  vague  constitutional  and  genital 


symptoms,  three;  pain  in  the  perineum,  two;  arth- 
ritis, two;  urethral  discharge,  two;  and  infraspina- 
tus bursitis,  one.  The  symptoms  reported  by 
the  patients  were  divided  into  the  following 
groups:  (1)  urinary  disturbances,  (2)  ache, 

pains,  and  other  sensations  in  various  parts  of  the 
body,  (3)  constitutional  symptoms,  such  as 
dizziness,  fatigue,  nervousness,  etc.,  and  dis- 
turbances of  genital  functions.  Of  these  30 
patients,  26  had  urinary  disturbances;  29  had 
some  kind  of  ache  or  pain,  and  27  had  consti- 
tutional symptoms.  Simple  therapeutic  pro- 
cedures such  as  prostatic  massage  or  passing  a 
sound  through  the  urethra  into  the  bladder  were 
used  as  tests  in  order  to  distinguish  between 
symptoms  of  prostatic  and  nonprostatic  origin. 
If  a patient  felt  improvement  of  a particular 
symptom  after  these  tests,  it  was  concluded  that 
the  symptoms  had  been  caused  by  the  prostate. 
Usually  the  improvement  was  felt  within  a few 
minutes  and  lasted  from  half  an  hour  to  several 
days.  Sometimes  the  symptom  was  aggravated 
by  the  test  which  also  pointed  to  the  prostate  as 
the  origin  of  the  trouble.  If  the  patient  felt  no 
change,  it  was  assumed  that  the  prostate  was  not 
responsible  for  the  symptoms. 

A detailed  analysis  of  the  symptoms  is  given 
in  Table  1. 

The  prompt  response  of  these  symptoms  to 
therapeutic  procedures  on  the  prostate  suggested 
a nervous  mechanism.  Further  observations  and 
studies  indicated  that  this  nervous  mechanism 
was  of  a causalgic  nature,  the  prostate  being  the 
focus  of  irritation.  Since,  in  the  female,  the 
urethra  is  the  homologue  of  part  of  the  prostate, 
the  conclusion  that  similar  symptoms  in  women 
could  have  their  origin  in  the  urethra  did  not 
appear  to  be  improbable.6  In  practice  it  was 
found  that  the  effect  of  passing  sounds  into  the 
female  bladder  was  identical  with  the  result  of 
prostatic  massages  or  passing  urethral  sounds  in 
men.  If  now  the  table  listing  the  symptoms  of 
male  patients  with  prostatic  disorders  is  reviewed, 
it  will  be  found  that  these  symptoms  are  prac- 
tically identical  with  those  of  the  menopausal 
syndrome.  This  similarity  suggests  that  meno- 
pausal symptoms  may  be  the  result  of  an  irrita- 
tive nerve  lesion  in  the  female  urethra.  The 
fact  that  the  characteristic  symptoms  usually 
appear  at  the  time  of  the  menopause  indicates 
that  the  irritative  nerve  lesion  may  be  the  result 
of,  or  aggravated  by,  estrogen  deficiency.  It  is 
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TABLE  X. — Analysis  of  Symptoms  in  30  Patients  with 
Prostatic  Pathology 


Symptoms 

Number 

of 

Patients 

Disturbances  of  urination 

Frequency 

12 

Nocturia 

12 

Burning 

16 

Difficulty  in  starting  voiding 

11 

Dribbling  after  voiding 

18 

Tickling  while  voiding 

1 

Stress  incontinence 

2 

Aches  in  various  parts  of  the  body 

Backache,  sacroiliac 

16 

Backache,  lumbar 

17 

Ache  in  scapular  regions 

9 

Pain  in  perineum 

6 

Hypogastric  pain  and  discomfort 

8 

Pain: 

Inguinal 

12 

Thigh 

13 

Knee 

9 

Legs 

7 

Foot 

2 

Upper  extremities 

6 

Paresthesias: 

Upper  extremities 

4 

Lower  extremities 

8 

Night  cramps  in  lower  extremities 

2 

Constitutional  symptoms 

Headache 

12 

Fatigue 

26 

Nervousness 

21 

Hot  flushes 

15 

Excessive  perspiration 

14 

Dizziness 

9 

Disturbances  of  genital  functions 

15 

known  that  deficiency  of  estrogens  causes  degen- 
erative changes  in  the  urethra,  a “senile  urethri- 
tis,” in  a similar  way  as  it  produces  senile 
vaginitis  and  other  regressive  changes  of  the 
genital  tract.  Perhaps  degeneration  of  urethral 
tissues  alone  is  able  to  produce  nerve  irritation, 
or  these  changes  in  the  urethra  may  predispose 
to  a secondary  infection.  Treatment  with 
estrogens  then  would  improve  menopausal 
symptoms  indirectly  by  first  correcting  the  ure- 
thral pathology.  It  also  follows  that  any  process 
producing  irritation  of  urethral  nerves  may  pro- 
duce “menopausal”  symptoms,  and  that  estro- 
gens will  relieve  these  symptoms  only  to  the  ex- 
tent to  which  they  are  capable  of  correcting  the 
changes  in  the  urethra. 

The  following  facts  are  listed  as  supportive 
evidence  of  this  theory. 

1.  The  previously  mentioned  failure  of  many 
investigators  to  find  a direct  relationship  between 
menopausal  symptoms  and  the  hormone  levels 
in  the  blood  and  urine. 

2.  The  striking  similarity  between  menopausal 
symptoms  and  the  symptoms  of  prostatism. 
Emphasized  in  particular  are  the  symptoms 
of  local  urethral  irritation  such  as  urgency,  fre- 
quency, dysuria,  and  stress  incontinence.7 

3.  The  frequent  onset  or  aggravation  of 
rheumatic  symptoms  and  arthritis  in  the  meno- 
pause. 

4.  The  fact  that  many  women  with  typical 


menopausal  symptoms  who  do  not  respond  to 
adequate  treatment  with  estrogens  are  greatly 
benefited  by  local  treatment  of  the  urethra. 

Figure  1 is  a diagrammatic  presentation  of  our 
theory  of  the  mechanism  of  the  menopausal  syn- 
drome. 

Criticism  of  the  Theory 

In  order  to  avoid  misunderstanding,  the  author 
wishes  to  point  out  that  he  does  not  try  to  ex- 
plain all  features  of  the  menopausal  syndrome  on 
the  basis  of  a urethral  causalgia.  There  are  cer- 
tainly also  other  factors  involved.  It  also  seems 
probable  that,  besides  the  urethra,  other  organs 
may  produce  similar  symptoms.  Perhaps  a bet- 
ter understanding  of  the  problem  will  be  gained 
by  thinking  in  terms  of  nerve  plexuses  rather 
than  in  terms  of  individual  organs.  Since  the 
nervous  system  is  involved  in  the  mechanism  of 
the  menopausal  syndrome,  it  is  to  be  expected 
that  the  condition  of  the  nervous  system,  espe- 
cially its  reflex  irritability,  should  have  an  influ- 
ence on  the  symptoms.  In  this  connection  it 
should  be  considered  that  a disturbance  of  the 
hormonal  equilibrium,  as  it  occurs  in  the  meno- 
pause, may  increase  the  reflex  irritability  of  the 
nervous  system  and  thus  facilitate  a causalgic 
process,  e.g.,  through  hypersecretion  of  thyroid 
hormone.  Whether  or  not  the  outlined  theory 
of  the  menopausal  syndrome  is  accepted,  the 
fact  remains  that  many  patients  who  are  not 
relieved  by  hormonal  treatment  can  be  relieved 
by  local  treatment  of  the  urethra.  The  objection 
could  be  raised  that  this  relief  is  the  result  of 
psychotherapy,  since  the  only  criterion  of  im- 
provement is  the  subjective  impression  of  the 
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Fig.  1.  Diagrammatic  presentation  of  theoretic 
mechanism  of  menopausal  syndrome. 
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patient.  This  possibility  cannot  entirely  be 
eliminated  in  the  individual  case  but  is  unlikely 
in  a large  series  of  patients,  and,  conversely,  it 
could  be  argued  that  the  result  of  estrogenic 
therapy  is  based  on  psychic  influence,  since  the 
only  means  of  judging  the  effectiveness  of  estro- 
gens on  menopausal  symptoms  is  the  subjective 
relief  of  the  patient. 

Diagnosis  and  Treatment 

Most  women  are  relieved  by  estrogens  and 
sedatives.  For  those  who  are  not  sufficiently 
relieved  the  following  procedure  is  suggested: 

1.  Treat  urinary  infection,  if  present. 

2.  If  urine  is  negative,  catheterize,  instill 
V2  ounce  of  per  cent  nupercaine  solution  into 
the  bladder,  and  pass  a metal  sound  into  the 
bladder  for  five  to  ten  minutes.  If  the  patient’s 
symptoms  are  relieved  within  about  a half  hour, 
the  urethra  is  the  source  of  the  symptoms.  Un- 
less the  relief  is  very  striking,  one  single  test 
should  not  be  relied  upon. 

3.  If  the  previous  test  has  been  negative  or 
inconclusive,  cystoscopy  is  performed.  Any 
gross  urethral  or  bladder  neck  pathology  is 
corrected  by  fulguration.  If  no  extensive  blad- 
der neck  pathology  is  found,  the  bladder  neck  and 
posterior  urethra  are  injected  with  1 per  cent 
novocaine  solution  through  a McCarthy  needle. 
If  the  patient  is  relieved  of  her  symptoms,  this  is 
proof  that  the  symptoms  were  caused  by  the 
urethra.  The  novocaine  infiltration  can  also  be 
performed  through  the  vagina,  but  this  method 
is  less  accurate  than  injection  through  the  cysto- 
scope. 

These  two  tests  also  have  therapeutic  value. 
Sounds  are  applied  twice  weekly  for  two  to  four 
weeks,  then  whenever  necessary  for  relief  of  symp- 
toms. One  single  novocaine  infiltration  has 
often  given  prolonged  freedom  from  symptoms 
but  usually  after  treatment  with  sounds  is  nec- 
essary. In  some  stubborn  cases  x-ray  irradiation 
of  the  urethra  has  been  of  value.  Transurethral 
resection  of  the  bladder  neck  has  given  satis- 
factory results  in  women  who  had  residual  urine. 

The  Male  Climacteric 

In  analogy  to  the  menopausal  syndrome,  it 


seems  that  the  improvement  of  many  symptoms 
of  the  male  climacteric  after  androgen  medication 
is  produced  indirectly  through  the  mediation  of 
the  prostate.  The  effect  of  sex  hormones  on  the 
prostate  is  so  well  known  that  a discussion  is 
unnecessary.  Heller  and  Meyers  have  tried  to 
distinguish  between  true  “male  climacteric”  and 
“psychoneurosis”  by  assays  of  the  gonadotropic 
hormone  content  of  the  urine.8  They  found  that 
patients  eliminating  large  amounts  of  gonado- 
tropin responded  to  treatment  with  testosterone, 
whereas  those  who  eliminated  normal  amounts 
of  gonadotropin  showed  no  improvement  and 
consequently  were  diagnosed  as  psychoneurotics. 
Some  of  these  psychoneurotics  may  have  re- 
sponded to  local  treatment  of  the  prostate. 
Incidentally,  the  so-called  rejuvenation  (Steinach 
effect)  after  prostatectomy  could  be  explained 
by  the  elimination  of  the  constant  nerve  irritation 
from  the  diseased  prostate. 

Summary 

1.  Some  symptoms  characteristic  of  the 
menopausal  syndrome  are  strikingly  similar  to 
the  symptoms  of  prostatism. 

2.  A theory  has  been  offered  which  would 
explain  the  mechanism  of  vasomotor,  neurotic, 
and  rheumatic  symptoms  of  the  menopausal 
syndrome  on  the  basis  of  a urethral  causalgia. 

3.  Many  women,  suffering  from  menopausal 
symptoms,  who  are  not  relieved  by  estrogens  are 
relieved  by  local  treatment  of  the  urethra. 

4.  Some  climacteric  symptoms  in  the  male 
can  be  explained  as  a causalgic  process  originating 
in  the  prostate. 

105  Murray  Street 
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AUREOMYCIN  MAY  BE  REMEDY  AGAINST  WHOOPING  COUGH 


Aureomycin,  golden-yellow  antibiotic  drug,  is  ap- 
parently going  to  take  the  whoops  out  of  whooping 
cough.  U.S.  Public  Health  Service  scientists  an- 
nounce that  it  has  given  “beneficial  results”  in  20 
patients. 

Some  who  got  it  early  in  the  disease  recovered 


completely  in  a few  days.  In  practically  all  cases, 
the  severe  coughing  spells  promptly  though  gradu- 
ally became  less  frequent  and  less  severe. 

Scientists  working  on  the  project  were  Drs. 
Joseph  A.  Bell,  Margaret  Pittman,  and  Byron  J. 
Olson. — Science  News  Letter,  May  28, 1949 
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Case  Reports 


ENDOMETRIOSIS  OF  THE  SIGMOID 

Paul  F.  Berlin,  M.D.,  and  Edward  O.  Finestone,  M.D.,  F.A.C.S.,  New  York  City 
(From  the  Department  of  Pathology,  Lebanon  Hospital) 


'’THIS  case  is  being  added  to  the  large  group  of 
already  published  reports  of  intestinal  endome- 
triosis, especially  sigmoidal,  because  of  several 
unusual  clinical  and  pathologic  features. 

Case  Report 

S.  G.,  a thirty-eight-year-old  white  housewife,  was 
admitted  to  Lebanon  Hospital  for  the  first  time  on 
January  29,  1947,  with  a history  of  rectal  bleeding, 
abdominal  cramps,  and  loose  stools  of  one  year 
duration.  These  symptoms  occurred  at  the  onset  of 
her  menstrual  periods  and  lasted  for  the  duration  of 
her  flow.  The  patient’s  menstrual  cycle  had  not 
changed  significantly  during  the  past  year;  she  was 
asymptomatic  during  the  intermenstrual  periods. 
During  the  episodes  of  rectal  bleeding,  she  passed 
stools  mixed  with  bright  red  blood.  This  was  often 
associated  with  mild  diarrhea  and  one  brief  episode 
of  constipation.  The  abdominal  cramps  occurring 
with  each  period  during  the  past  year  were  more 
severe  than  the  patient’s  dysmenorrhea  prior  to  the 
onset  of  the  previous  symptoms. 

An  appendectomy  had  been  performed  twenty- 
two  years  previously,  and  she  had  been  treated  for 
biliary  colic  twelve  years  previously  at  another  hos- 
pital. Four  years  prior  to  this  admission,  she  had 
been  under  observation  at  a third  hospital  for  an 
alleged  cardiac  condition.  No  organic  findings 
were  recorded  at  that  time.  The  patient  was  a 
gravida  IV,  Para  4. 

On  physical  examination,  the  patient  appeared  to 
be  well  developed  and  well  nourished;  she  was  not  in 
acute  distress.  The  general  physical  findings  were 
essentially  negative,  except  for  a well-healed,  right 
rectus  scar.  The  uterus  was  felt  to  be  enlarged  to 
twice  its  normal  size  and  was  nodular  and  movable. 
Adenexae  were  free.  A barium  enema  done  after 
admission  was  erroneously  reported  as  showing  no 
abnormality  of  the  colon;  sigmoidoscopy  performed 
two  days  after  admission  revealed  a “mottled  and 
corrugated”  sigmoidal  mucosa.  A punch  biopsy  of 
the  mucosa  of  the  sigmoid  which  was  taken  at  that 
time  was  reported  as  follows:  “Normal  sigmoidal 
mucosa  with  minute,  superficial  erosion.”  A com- 
plete blood  count  and  urinalysis  were  essentially 
negative.  The  nonprotein  nitrogen  of  the  blood 
was  24  mg.  per  cent.  In  spite  of  the  apparently 
negative  biopsy  and  roentgen  report,  the  diagnosis 
of  endometriosis  of  the  bowel  was  made  preopera- 
tively. 

On  the  eighth  hospital  day,  an  exploratory  laparot- 
omy was  performed.  The  uterus  was  found  to  be 
enlarged  and  nodular.  Both  tubes  and  ovaries  were 
normal.  In  the  rectovaginal  pouch,  several  glisten- 
ing, grapelike  structures  were  seen.  These  were 
clear-colored  with  the  exception  of  one  which  con- 
tained old  blood.  Just  below  the  rectosigmoid  there 
was  an  elongated,  indurated,  annular  mass  5 cm.  in 


length.  Several  grapelike  structures  were  attached 
to  the  serosa  of  the  involved  sigmoid.  The  bowel 
was  adherent  to  the  lateral  parietal  peritoneum  on 
the  left  side.  At  least  one  stone  was  palpated  in  the 
gallbladder,  and  the  liver  was  normal.  The  sigmoid 
and  upper  portion  of  the  rectum  were  resected  in  a 
first-stage  Mikulicz  type  operation,  and  both  ovaries 
and  several  peritoneal  implants  were  removed. 
The  postoperative  course  was  uneventful,  and  the 
patient  was  discharged  on  the  fourteenth  postopera- 
tive day. 

Upon  re-evaluation  of  the  x-ray  films,  which  had 
been  reported  as  negative,  a filling  defect  of  the  sig- 
moid area  was  noticed  and  correlated  with  the  mass 
found  at  operation.  (Fig.  1). 

Eight  weeks  postoperatively,  the  intestinal  spur 
was  crushed,  and  the  subsequent  course  was  noted  to 
be  satisfactory.  However,  four  months  after  the 
resection  of  the  sigmoid,  the  patient  was  admitted 
to  another  hospital  with  a history  of  abdominal  pain, 
nausea,  and  vomiting  of  forty-eight  hours  duration. 
The  clinical  impression  at  the  time  of  admission  was 
cholelithiasis.  She  was  transferred  to  Lebanon 
Hospital  where  dehydration  and  progressive  abdom- 
inal distention  were  observed.  Radiographs  of  the 
abdomen  revealed  fluid  levels  and  “step-ladder”  dis- 
tention of  the  small  bowel.  Attempts  at  decompres- 
sion with  the  Miller- Abbott  tube  failed;  operation 
revealed  adhesions  partially  obstructing  the  small 
bowel.  The  adhesions  were  severed,  and  with  post- 
operative hydration  and  symptomatic  therapy,  the 
patient  did  well  and  was  discharged  on  the  fifteenth 
postoperative  day.  A portion  of  adhesions  was  sent 
to  the  laboratory  for  histologic  examination  and 


Fig.  1.  Barium  enema  revealing  filling  defect  in  the 
sigmoid  area. 
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reported  as  follows:  “Fibrous  granulation  tissue; 
no  evidence  of  endometrial  tissue.” 

Anatomic  Findings 

Gross  Examination. — The  resected  sigmoid  which 
measured  14*  1/2  inches  in  length  and  which  averaged 
3 inches  in  diameter  presented  an  irregular,  annular 
area  in  the  midportion  of  the  specimen.  Exter- 
nally, the  serosa  in  this  region  appeared  to  be  cica- 
trized. The  annular  mass  was  5 cm.  in  length. 
When  the  bowel  was  opened,  the  mucosa  of  the  intes- 
tine was  noted  to  be  spotted  by  many  punctate 
hemorrhagic  areas  and  plaquelike  thickenings. 

Histologic  Examination. — The  muscular  coat  of 
the  intestine  was  markedly  widened;  this  layer  con- 
tained numerous  coiled,  glandular  structures.  Sev- 
eral of  these  were  filled  with  fresh  blood.  On  the 
serosal  surface  of  the  sigmoid,  several  markedly  in- 
jected appendices  epiploicae  were  seen.  Diffuse 
permeation  of  the  serosal  and  muscular  coats  by 
typical  endometrial  glandular  tissue  was  seen  (Fig. 
2).  Section  of  the  peritoneal  tabs  revealed  adeon- 
myosis  (Fig.  3).  Foci  of  endometrial  tissue  were 
observed  in  the  intestinal  mucosa,  and  some  endo- 
metrial glands  were  exposed  to  the  lumen  of  the 
intestine.  Section  of  the  tiny  tabs  received  separ- 
ately revealed  what  appeared  to  be  fragments  of 
uterine  mucosa.  Section  of  the  ovaries  revealed  no 
evidence  of  endometriosis,  and  a fresh  corpus  luteum 
was  present. 

Anatomic  diagnosis  was  “endometriosis  of  the 
sigmoid  and  peritoneum;  fresh  corpus  luteum  of 
ovary.” 

Discussion  and  Conclusion 

Jenkinson  and  Brown  have  reported  in  a study  of 
117  cases  of  endometriosis  of  the  rectum  and  recto- 
sigmoid that  blood  in  the  stool  is  infrequently  found 
and  the  mucosa  only  occasionally  invaded.1  Unlike 


Fig.  2.  Low  power  view  of  wall  of  sigmoid. 
Numerous  endometrial  glands  distributed  throughout 
muscular  coat  and  near  center  a coiled  gland  reach- 
ing sigmoid  mucosa  above  can  be  seen.  In  this  area 
(arrow)  an  island  of  endometrium  is  flanked  on  each 
side  by  normal  mucosa  of  the  sigmoid  (24 X). 


Fig.  3.  Medium  power  view  of  peritoneal  tab 
with  characteristic  morphology  of  uterine  mucosa. 
Some  of  the  glands  contain  blood  (140X). 

the  three  out  of  16  patients,  reported  by  McGuff 
et  al.,  who  presented  grossly  bloody  stools  with  intes- 
tinal obstruction,  this  patient  presented  as  her  chief 
clinical  symptom  monthly  rectal  bleeding  without 
significant  intestinal  obstruction.2  Furthermore, 
McGuff  and  his  associates  report  only  one  of  16  cases 
of  intestinal  endometriosis  in  which  they  demon- 
strated “mucosal  ulceration  by  endometrial  tissue.” 
Also  unlike  the  relative  or  absolute  infertility  which  is 
frequently  reported  with  endometriosis,  this  patient 
had  four  children.  This  paradox  is  easily  explained 
by  the  operative  findings  which  demonstrated  the 
endometriosis  to  involve  only  the  bowel  and  peri- 
toneum, leaving  the  ovary  and  tubes  free  of  disease. 

The  patient  was  admitted  with  a history  of  rectal 
bleeding  and  mild  intestinal  obstruction.  Car- 
cinoma of  the  bowel  had  to  be  considered  in  the  dif- 
ferential diagnosis,  both  preoperatively  and  as  a 
concomitant  finding  at  operation  when  the  pathol- 
ogist was  at  hand.  The  bleeding  arose  from  mul- 
tiple foci  in  the  sigmoidal  mucosa  at  which  typical 
endometrial  tissue  was  subsequently  demonstrated 
histologically.  The  possible  biopsy  of  such  a focus 
of  ectopic  endometrial  tissue  in  the  colonic  mucosa 
might  have  enabled  an  absolutely  correct  diagnosis 
on  histopathologic  grounds  before  operation. 

Recently  two  cases  of  endometriosis  of  the  recto- 
sigmoid in  which  abdominoperineal  resections  were 
unnecessarily  performed  were  brought  to  our  atten- 
tion. In  one  of  them,  total  hysterectomy  with  bila- 
teral ureteral  ligation  unfortunately  added  to  the 
patient’s  misery.  The  importance  of  accurate 
diagnosis  cannot  be  overemphasized. 
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The  authors  wish  to  express  their  thanks  to  Dr.  Joseph 
C.  Ehrlich,  director  of  laboratories,  Lebanon  Hospital,  for  his 
cooperation. 
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DISTRICT  BRANCHES 
' of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


PROGRAMS 


FIFTH  DISTRICT  BRANCH 

Tuesday,  September  13,  1949 
Pontiac  Hotel 
Oswego,  New  York 


Afternoon  Session 

2:00  p.m. — Motion  picture  film,  “Hemorrhages  of 
Pregnancy” 

Edward  C.  Hughes,  M.D.,  professor 
of  obstetrics,  Syracuse  University, 
College  of  Medicine 

“New  York  State  Disability  Benefits 
Law” 

Miss  Mary  Donlon,  chairman,  State 
Workmen’s  Compensation  Board 

“Current  Developments  in  the  Use  of 
Radioactive  Materials  for  Medical 
Purposes” 

Joe  W.  Howland,  M.D.,  chief,  Divi- 
sion of  Medical  Services,  Atomic 
Energy  Commission  Project,  Uni- 
versity of  Rochester 

Discussion:  Robert  C.  Hall,  M.D., 
Utica 

“The  Newer  Aspects  in  the  Treatment 
of  Arthritis” 

Edward  F.  Hartung,  M.D.,  chief, 
Division  of  Arthritis,  New  York 
Post-Graduate  Medical  School 

Discussion:  Charles  H.  Hitchcock, 

M.D.,  associate  professor  of  clinical 
medicine,  Syracuse  University,  Col- 
lege of  Medicine 

“The  Establishment  of  a Regional  Blood 
Bank” 


Frederick  N.  Marty,  M.D.,  assistant 
professor  of  clinical  medicine,  Syra- 
cuse University,  College  of  Medi- 
cine, in  collaboration  with  Richard 
B.  Jamieson,  M.D.,  Syracuse 
Discussion:  M.  H.  Gardner,  M.D., 
Watertown 


Business  Meeting — Election  of  Officers 


Evening  Session 


6:00  p.m.- — Social  Hour 

6:30  p.m. — Dinner  (informal)  for  physicians,  wives 
and  guests 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  the  president,  John  J. 

Masterson,  M.D.,  Brooklyn 
Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

“The  World  Medical  Association” 

Louis  H.  Bauer,  M.D.,  secretary- 
general 


The  executive  committee  of  the  Fifth  District 
Branch  will  donate  a prize  of  $25  to  that  county 
woman’s  auxiliary  from  which  county  there  is  the 
largest  percentage  of  physicians  registered  at  this 
meeting. 


2084 


Part  I — September  1,  1949] 


DISTRICT  BRANCHES 


2085 


Officers — Fifth  District  Branch 

President James  E.  McAskill,  M.D., 

Watertown 

First  Vice-President. ..  .Wardner  D.  Ayer,  M.D., 
Syracuse 

Second  Vice-President . . Arthur  F.  Gaffney,  M.D., 
Clinton 

Secretary Richard  B.  Cuthbert,  Jr., 

M.D.,  Canastota 

Treasurer Donald  C.  Tulloch,  M.D., 

Ogdensburg 


Presidents  of  Component  County  Societies 


Herkimer Nicholas  D.  Lill,  M.D.,  Dolgeville 

Jefferson Walter  F.  Smith,  M.D.,  Watertown 

Lewis Elbert  Dalton,  M.D.,  Beaver  Falls 

Madison Lee  S.  Preston,  M.D.,  Oneida 

Oneida William  C.  Schintzius,  M.D.,  Boon- 

ville 

Onondaga Lawrence  W.  Ehegartner,  M.D., 

Syracuse 

Oswego Emerson  J.  Dillon,  M.D.,  Phoenix 


St.  Lawrence.  .Robert  V.  Persson,  M.D.,  Newton 
Falls 


FOURTH  DISTRICT  BRANCH 
Thursday  and  Friday,  September  15  and  1 6,  1949 
Town  Hall 

Saranac  Lake,  New  York 
Thursday,  September  15 

5:30  p.m. — Meeting  of  the  executive  committee 

Evening  Session 

6:30  p.m. — Cocktail  Party,  Elks’  Club 
7:00  p.m. — Dinner,  Elks’  Club 

Address  by  John  J.  Masterson,  M.D., 
Brooklyn,  president,  Medical  Society 
of  the  State  of  New  York 
Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 


Afternoon  Session 

2: 15  p.m. — “A  View  of  the  Problem  of  Arthritis  for 
the  General  Practitioner” 

Walter  S.  McClellan,  M.D.,  medical 
director,  Saratoga  Spa,  Saratoga 
Springs 

“Activities  of  the  American  Medical 
Association” 

Louis  H.  Bauer,  M.D.,  Hempstead 
“Nausea  and  Vomiting  of  Pregnancy” 
George  B.  Maughan,  M.D.,  McGill 


Friday,  September  16 


Morning  Session 

9 : 15  a.m. — “Tuberculosis  from  a General  Practi- 
tioner’s Viewpoint” 

John  N.  Hayes,  M.D.,  Saranac  Lake 

“Etiology  and  Treatment  of  Post- 
phlebitic  Leg  Ulcer” 

J.  C.  Luke,  M.D.,  McGill  University 


Officers — Fourth  District  Branch 

President Joseph  A.  Geis,  M.D.,  Lake 

Placid 

First  Vice-President. . . .William  E.  Gazeley,  M.D., 
Schenectady 

Second  Vice-President.  .J.  Frederick  Sarno,  M.D., 
Johnstown 

Secretary Alfred  A.  Hartmann,  M.D., 

Malone 

Treasurer WalterjS.  McClellan,  M.D., 

Saratoga  Springs 


“The  Role  of  County  Society  Members 
in  Medical  Legislation” 

Frederic  W.  Holcomb,  M.D.,  Kings- 
ton, vice-speaker,  Medical  Society 
of  the  State  of  New  York 
“Neurology  in  General  Practice” 

A.  G.  L.  McNaughton,  M.D.,  pro- 
fessor of  neurology,  McGill  Univer- 
sity 


Presidents  of  Component  County  Societies 


Clinton Aaron  Davis,  M.D.,  Mooers 

Essex Thomas  J.  Cummins,  M.D.,  Mine- 

ville 

Franklin Carter  R.  Morse,  M.D.,  Tupper  Lake 

Fulton Herbert  C.  Hageman,  M.D.,  Glovers- 

ville 

Montgomery . . Roman  R.  Violyn,  M.D. , Amsterdam 

Saratoga Robert  S.  Hayden,  M.D.,  Saratoga 

Springs 

Schenectady. . .Stuart  F.  MacMillan,  M.D.,  Sche- 
nectady 

Warren Saul  Yafa,  M.D.,  Glens  Falls 

Washington. . .John  A.  Sumner,  M.D.,  Granville 
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Norman  Leonard  Burnham,  M.D.,  of  Buffalo, 
died  on  July  22  at  the  age  of  eighty-one.  Dr. 
Burnham  received  his  medical  degree  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1896  and 
for  many  years  was  medical  examiner  for  several  life 
insurance  companies  in  the  Buffalo  area.  He  was 
consulting  physician  at  Buffalo  General  Hospital 
and  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 

Charles  K.  Burt,  M.D.,  of  Lake  George,  died  on 
July  24  after  a long  illness.  He  was  eighty-three. 
Dr.  Burt  was  graduated  from  the  Medico-Chirurgi- 
cal  School  of  Philadelphia  in  1893  and  opened  his 
practice  in  Lake  George  in  1894,  where  he  resided 
until  his  death.  For  many  years  Dr.  Burt  served  as 
health  officer  for  the  Town  of  Caldwell  and  the 
village  of  Lake  George.  He  was  a member  of  the 
Warren  County  and  the  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

John  A.  Conway,  M.D.,  of  Hornell,  died  on  July 
28  after  a brief  illness,  at  the  age  of  seventy-five.  A 
graduate  of  the  University  of  Buffalo  School  of 
Medicine  in  1903,  Dr.  Conway  was  a pioneer  in 
public  health  work  in  western  New  York  State. 
When  he  retired  in  1946  he  had  been  head  of  the 
State  health  district  comprising  Steuben,  Allegany, 
.and  Chemung  Counties  for  thirty-one  years.  Dr. 
Conway  was  consulting  epidemiologist  at  St.  James 
Mercy  Hospital  in  Hornell  and  had  directed  the 
Hornell  City  Health  Clinic  since  it  was  established 
in  1920.  He  was  president  of  the  Hornell  Tubercu- 
losis Society,  a Fellow  of  the  American  Public 
Health  Association,  and  a member  of  the  Steuben 
County  and  New  York  State  Medical  Societies  and 
the  American  Medical  Association. 

John  Russell  Carty,  M.D.,  of  Forest  Hills,  died  on 
July  12  at  the  Addison  Gilbert  Memorial  Hospital 
in  Gloucester,  Massachusetts,  at  the  age  of  fifty-six. 
Dr.  Carty  was  graduated  from  the  Cornell  Univer- 
sity Medical  College  in  1921  and  interned  at  the 
Peter  Bent  Brigham  and  Massachusetts  General 
Hospitals  in  Boston,  Massachusetts,  from  1922  to 
1925.  He  served  in  the  U.S.  Army  during  World 
War  I.  Dr.  Carty  joined  the  Cornell  Medical 
Center,  New  York  City,  immediately  after  it  was 
built  in  1932  and  served  there  until  his  retirement 
several  years  ago  because  of  ill  health.  He  was 
formerly  professor  of  radiology  and  chief  of  the  x-ray 
department  at  the  New  York  Hospital,  Medical 
Center,  and  in  May  of  this  year  received  a twenty- 
five-year  service  pin  from  the  Hospital  in  recognition 
of  his  services. 

A Fellow  of  the  American  College  of  Radiology, 
Dr.  Carty  was  a member  of  the  American  Roentgen 
Ray  Society,  the  Radiological  Society  of  North 
America,  the  New  York  Academy  of  Medicine,  the 
New  York  Roentgen  Ray  Society,,  the  Queens  County 
and  New  York  State  Medical  Societies,  and  the 
American  Medical  Association. 

Frank  Church  Dudley,  M.D.,  of  Brooklyn,  died  on 
July  31  at  Great  Barrington,  Massachusetts,  at  the 


age  of  seventy-two.  A graduate  of  the  Long  Island 
College  Hospital  in  1907,  Dr.  Dudley  served  since 
that  time  as  a general  practitioner  in  Brooklyn.  He 
was  chief  pediatrician  at  Samaritan  Hospital  in 
Brooklyn  and  was  a member  of  the  courtesy  staff  of 
Brooklyn  Hospital.  Dr.  Dudley  was  a member  of 
the  Kings  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

Frank  J.  Fitzgerald,  M.D.,  of  Brooklyn,  died  on 
July  4 at  the  age  of  seventy-five.  Dr.  Fitzgerald 
received  his  medical  degree  from  the  Long  Island 
College  Hospital  in  1897  and  began  the  practice  of 
medicine  in  Brooklyn  the  same  year.  For  many 
years  he  was  on  the  staff  of  St.  Mary’s  Hospital  in 
Brooklyn  and  had  served  as  chief  referee  for  the 
Hancock  Insurance  Company.  Dr.  Fitzgerald  was 
a member  of  the  Kings  County  and  New  York  State 
Medical  Societies  and  the  American  Medical  As- 
sociation. 

John  Winston  Fowlkes,  M.D.,  of  New  York  City, 
died  on  August  9 at  his  summer  home  in  Nantucket, 
Massachusetts,  at  the  age  of  fifty-eight.  Dr. 
Fowlkes  received  his  medical  degree  from  the  Uni- 
versity of  Virginia  in  1915  and  served  with  the  U.S 
Army  Medical  Corps  during  World  War  I.  He  was 
attending  otolaryngologist  and  director  of  otolaryn- 
gology at  St.  Luke’s  Hospital,  New  York  City,  a 
post  he  had  held  for  the  last  five  years.  Previously 
he  had  been  for  ten  years  head  of  the  ear,  nose,  and 
throat  department  at  Bellevue  Hospital.  He  was 
also  on  the  staff  of  New  York  Infirmary. 

A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Fowlkes  was  a Diplomate  of  the  American  Board 
of  Otolaryngology.  He  was  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Otology  Society,  the  American 
Laryngology,  Rhinology,  and  Otology  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
Otology  Society,  the  New  York  County  and  State 
Medical  Societies,  and  the  American  Medical  As- 
sociation. At  his  death  he  was  president  of  the  New 
York  Otolaryngological  Society  and  president  of  the 
University  of  Virginia  Alumni  Association. 

Fred  Maxwell  Galloway,  M.D.,  of  Lynbrook, 
died  on  July  19  from  a heart  attack  at  the  age  of 
sixty-five.  A graduate  of  the  Long  Island  College 
Hospital  in  1906,  Dr.  Galloway  began  his  practice 
in  Brooklyn,  where  he  served  on  the  surgical  staff  of 
lungs  County  Hospital  during  World  War  I and 
was  a member  of  the  staffs  of  the  Bushwick  and 
Samaritan  Hospitals  in  Brooklyn.  He  moved  his 
practice  to  Lynbrook  twenty-six  years  ago.  Dr. 
Galloway  had  served  as  president  of  the  medical 
board  of  Mercy  Hospital,  Rockville  Centre,  as 
police  surgeon  in  Lynbrook,  as  health  officer  in 
Lynbrook  from  1925  to  1938,  and  as  a member  of  the 
staff  of  the  South  Nassau  Communities  and  Mercy 
Hospitals  in  Rockville  Centre. 

Carl  A.  Hettesheimer,  M.D.,  of  Hempstead,  died 
on  August  10  at  the  age  of  forty-nine.  Dr.  Hette- 
sheimer was  graduated  from  the  University  of 
Buffalo  Medical  School  in  1925.  After  his  intern- 
ship at  Nassau  Hospital  in  Mineola,  he  began  his 
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practice  in  Hempstead  in  1926.  Dr.  Hettesheimer 
was  a Diplomate  of  the  American  Board  of  Surgery, 
and  a Fellow  of  the  American  College  of  Surgeons. 
He  was  consulting  surgeon  at  South  Nassau  Com- 
munities and  Mercy  Hospitals  in  Rockville  Centre, 
chief  surgeon  at  Nassau  Hospital,  and  consulting 
surgeon  at  Meadowbrook  Hospital  in  Hempstead. 
He  was  a member  of  the  Queens  Surgical  Society, 
the  Nassau  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 

Arthur  David  Jaques,  M.D.,  of  Lynbrook,  died 
August  4 from  a heart  attack  at  the  age  of  seventy- 
three.  Nominated  last  year  by  the  Medical  Society 
of  the  State  of  New  York  as  the  “outstanding  general 
practitioner  for  1948,”  Dr.  Jaques  was  described  as  a 
physician  “who  has  fulfilled  the  ideals  in  the  practice 
of  medicine,  not  only  in  the  relation  of  the  doctor  to 
the  patient,  but  in  his  great  interest  in  community 
affairs  and  county  health  activities.” 

A graduate  of  the  Long  Island  College  Hospital  in 
1898,  Dr.  Jaques  served  his  internship  at  Seaside 
Home  for  Children  and  the  Long  Island  College 
Hospital  and  was  acting  surgeon  aboard  the  S.S. 
Philadelphia  from  May  to  October,  1900,  before 
settling  down  to  practice  in  Lynbrook.  Dr.  Jaques, 
who  once  estimated  he  had  delivered  more  than  2,500 
babies  in  Nassau  County  since  he  began  his  practice 
in  1900,  came  to  Lynbrook  when  malaria  was  rife, 
and  doctors  made  their  rounds  on  bicycles,  later 
speeding  up  with  the  horse  and  buggy. 

For  many  years,  Dr.  Jaques  was  health  officer  for 
the  village  of  Rockville  Centre,  beginning  in  1908. 
In  1912  he  was  appointed  to  the  same  position  for 
East  Rockaway,  holding  both  offices  until  1940, 
when  the  county  health  department  was  organized. 
In  1916,  as  chairman  of  a special  committee,  Dr. 
Jaques  secured  legislation  for  mosquito  control  work 
in  Nassau  County  and  was  named  to  head  the  Mos- 
quito Commission,  which  he  did  until  1947,  remain- 
ing thereafter  as  county  consultant. 

During  World  War  I,  Dr.  Jaques  was  sanitary 
supervisor  of  Long  Island,  and  during  World  War  II 
he  was  consultant  to  the  North  Shore  Selective  Serv- 
ice System.  He  was  cited  by  Congress  for  these 
services.  For  many  years  on  the  staff  of  the  South 
Nassau  Communities  Hospital  and  a member  of  its 
board,  he  was  also  on  the  staff  of  Mercy  Hospital 
and  psychiatrist  at  Meadowbrook  Hospital. 

Dr.  Jacques  was  the  last  president  of  the  old 
Queens-Nassau  Medical  Society  and  was  a past 
president  of  the  Associated  Physicians  of  Long 
Island.  He  was  also  a member  of  the  American 
Public  Health  Association,  the  Nassau  County  and 
New  York  State  Medical  Societies,  and  the  Ameri- 
can Medical  Association. 

Albert  David  Mayer,  M.D.,  of  New  York  City, 
died  on  July  29  at  his  home  at  the  age  of  seventy-six. 
Dr.  Mayer  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1894,  and  had  practiced  in  New  York  City  for  fifty- 
two  years.  He  served  his  internship  at  Lenox  Hill 
Hospital  and  began  his  practice  in  1897.  Formerly 
on  the  gynecologic  staff  of  Montefiore  Hospital,  the 
Bronx,  and  a consultant  at  Sydenham  Hospital,  Dr. 
Mayer  was  consulting  physician  to  the  outpatient 
department  of  Lenox  Hill  Hospital.  He  was  a 


member  of  the  New  York  County  and  State  Medi- 
cal Societies  and  the  American  Medical  Association. 


Walter  Howard  Mulholland,  M.D.,  of  Heuvelton, 
died  on  July  31  at  the  age  of  seventy-six,  after  a long 
illness.  In  1899  Dr.  Mulholland  received  his  medi- 
cal degree  from  the  University  and  Bellevue  Hos- 
pital Medical  College.  His  first  practice  was  in 
Rensselaer  Falls,  and  in  1903  he  moved  to  Heuvel- 
ton, where  he  had  continued  ever  since.  This  year 
Dr.  Mulholland  received  a certificate  from  the 
Medical  Society  of  the  State  of  New  York  honoring 
him  for  his  fifty  years  of  practice.  For  many  years 
he  served  as  health  officer  of  the  towns  of  DePeyster, 
Macomb,  and  Oswegatchie,  and  the  village  of  Heu- 
velton, and  had  also  served  as  chairman  of  the  St. 
Lawrence  County  board  of  supervisors.  A past 
president  of  the  St.  Lawrence  County  Medical 
Society,  Dr.  Mulholland  was  also  a member  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 


Daniel  Frank  Patchin,  M.D.,  of  Niagara  Falls, 
died  on  July  14  at  the  age  of  fifty-nine.  A graduate 
of  University  and  Bellevue  Hospital  Medical  College 
in  1913,  Dr.  Patchin  interned  at  Gouverneur  Hos- 
pital, New  York  City,  and  during  World  War  I 
served  with  the  Seventy-Seventh  Division,  U.S. 
Army.  He  practiced  in  North  Carolina  before 
starting  his  practice  in  Niagara  Falls  in  1921.  Dr. 
Patchin  was  senior  surgeon  at  Memorial  and  Mount 
St.  Mary’s  Hospitals  in  Niagara  Falls,  a member  of 
the  board  of  directors  of  Memorial  Hospital,  and 
consulting  surgeon  at  De  Graff  Memorial  Hospital 
in  North  Tonawanda.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Patchin  was  a member  of 
the  Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 


William  Rennie,  M.D.,  of  Buffalo,  died  on  May  16 
at  the  age  of  fifty-six  Dr.  Rennie  received  his 
medical  degree  from  the  University  of  Buffalo  School 
of  Medicine  in  1920.  He  was  associate  surgeon  at 
Millard  Fillmore  Hospital  in  Buffalo  and  a member 
of  the  Buffalo  Academy  of  Medicine,  the  Erie  County 
and  New  York  State  Medical  Societies,  and  the 
American  Medical  Association. 


Salo  Nordeman  Weber,  M.D.,  of  New  York  City, 
died  on  July  29  while  on  vacation  in  Beverly  Hills, 
California,  at  the  age  of  sixty-four.  Dr.  Weber  was 
graduated  from  the  Cornell  University  Medical 
College  in  1909  and  interned  at  Mount  Sinai  Hos- 
pital. He  was  attending  physician  at  Misericordia 
and  St.  Clare’s  Hospitals  and  dirctor  of  medicine  at 
Gouverneur  Hospital.  During  World  War  II,  Dr. 
Weber  was  physician  in  chief  of  the  draft  board  of 
Gouverneur  Hospital.  A Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine,  Dr.  Weber  was  a 
past  president  of  the  Metropolitan  Medical  Society 
and  a member  of  the  New  York  County  and  State 
Medical  Societies  and  the  American  Medical  As- 
sociation. 
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American  Heart  Association  Designates  SCAA  as  Representative 


THE  American  Heart  Association  lias  formally 
designated  the  State  Committee  on  Tuberculosis 
and  Public  Health  of  the  State  Charities  Aid  Associa- 
tion as  its  representative  agency  to  undertake  a joint 
demonstration  in  the  cardiovascular  disease  field  in 
the  State,  exclusive  of  New  York  City. 

Thus,  the  SCAA  State  Committee,  which  long  has 
been  the  State  affiliate  of  the  National  Tuberculosis 
Association  and  the  American  Social  Hygiene  As- 
sociation, will  enter  an  additional  field  of  co-operative 
endeavor. 

The  step  is  a result  of  explorations  started  last  April 
by  a joint  committee  representing  the  American 
Heart  Association,  the  National  Tuberculosis  Associ- 
ation and  the  State  Charities  Aid  Association, 
and  the  State  Department  of  Health. 

One  of  the  first  steps  taken  by  the  American  Heart 
Association  and  the  State  Committee  toward  the 
affiliation  was  to  invite  physicians  already  par- 
ticipating in  organized  heart  work  in  the  State  to  a 
conference  for  consideration  of  proposed  organiza- 
tion, program  development,  fund  raising,  and  policy- 

institute  of  Industrial  Medicine 

A POSTGRADUATE  course  in  industrial  medi- 
-Gi-  cine  and  hygiene  for  physicians  and  engineers 
will  be  given  by  the  Institute  of  Industrial  Medicine, 
New  A'ork  University-Bellevue  Medical  Center, 
starting  September  26.  The  course  comprises  nine 
months  of  didactic  and  laboratory  work  and  three 
months  of  in-plant  experience. 

The  program  of  study  is  divided  into  three  parts 
as  follows:  Part  I is  for  physicians  and  engineers 
jointly  and  includes  classes  in  industrial  medical 
practice,  biostatistics,  toxicology,  and  industrial 
physiology.  Part  II  is  for  physicians  alone  and 
Part  III  for  enginers  alone.  Part  II  consists  of 
various  courses  given  under  the  broad  headings  of 
industrial  medical  practice,  occupational  diseases, 
and  toxicology.  With  the  cooperation  of  recognized 
authorities  in  the  workmen’s  compensation  field  and 
of  the  Academy  of  Compensation  Medicine  a thor- 


making  details.  The  conclusions  were  entirely 
favorable  to  the  proposed  joint  demonstration,  and 
it  was  agreed  that  the  SCAA  State  Committee  would 
appoint  an  Advisory  Heart  Committee  and  would 
also  add  additional  representatives  of  heart  work  to 
its  Executive  Committee.  Mr.  Peter  Cantline,  of 
Newburgh,  is  chairman  of  the  SCAA  State  Commit- 
tee which  is  the  parent  body  of  62  county  and  city 
associations  in  the  State  whose  programs  are  financed 
by  the  annual  Christmas  Seal  sale.  Mr.  Robert 
W.  Osborn  is  the  executive  secretary.  Mr.  Rome 
A.  Betts  is  the  executive  director  of  the  AHA,  and 
Dr.  John  W.  Ferree  is  director  of  public  health. 

It  has  been  agreed  that  heart  promotion  by  the 
SCAA  State  Committee  and  its  local  affiliates  shall 
be  in  accordance  with  standards  and  criteria  estab- 
lished by  the  AHA.  For  an  experimental  period, 
fund  raising  for  heart  work  will  be  conducted  in 
February,  separate  from  the  annual  Christmas  Seal 
sale,  although  two  or  three  experimental  areas  will 
be  selected  to  note  the  experience  of  combining  the 
heart  appeal  with  the  Christmas  Seal  sale. 

Announces  Postgraduate  Course 

ough  grounding  in  this  subject  will  be  presented  in  a 
two-week  course  in  the  industrial  medical  practice 
section  of  Part  II.  Also  in  this  section  will  be  a 
two-week  course  on  the  application  of  insurance 
principles  to  accidents, 'disease,  disability,  hospitaliza- 
tion, pensions,  and  dependency  benefits.  Further- 
more, under  the  direction  of  the  Department  of 
Psychiatry  of  the  Medical  Center,  two  weeks  study 
in  industrial  psychiatry  will  be  presented. 

In  the  section  on  occupational  diseases  the  nature, 
etiology,  symptoms,  diagnosis,  treatment,  and  pre- 
vention of  occupational  diseases  will  be  dealt  with 
in  relation  to  various  occupational  hazards,  and 
finally  a group  laboratory  project  will  be  undertaken 
in  the  section  on  toxicology. 

For  further  information  inquiries  should  be 
addressed  to  the  Dean,  Post-Graduate  Medical 
School,  477  First  Avenue,  New  York  City  16. 


MEDICALLY  SPEAKING— 


American  Board  of  Obstetrics  and  Gynecology — 
The  annual  meeting  of  the  Board  was  held  in 
Chicago,  Illinois,  from  May  8 to  14,  1949,  at  which 
time  236  candidates  were  certified.  New  Bulletins, 
incorporating  changes  made  at  the  recent  meeting, 
are  now  available  for  distribution  upon  application 
and  give  details  of  all  new  regulations. 

The  next  scheduled  examination  (Part  I),  written 
examination  and  review  of  case  histories,  for  all 
candidates  will  be  held  in  various  cities  of  the  United 
States  and  Canada  on  Friday,  February  3,  1950. 
Application  may  be  made  until  November  5,  1949. 
Application  forms  and  Bulletins  are  sent  upon  re- 
quest made  to  American  Board  of  Obstetrics  and 
Gynecology,  1015  Highland  Building,  Pittsburgh  6, 
Pennsylvania. 

Short  Term  Duty  Available  for  Army  Medical 
Reserves — The  Department  of  the  Army  has  just 
published  Special  Regulation  140-210-10,  which 


authorizes  commanders  of  Army  installations  to 
place  volunteer  reserve  officers  of  the  Medical, 
Dental,  and  Veterinary  Corps  on  active  duty  for 
periods  of  from  one  to  twenty-nine  days  a month, 
but  not  more  than  ninety  days  of  active  duty  in  a 
fiscal  year.  Officers  selected  will  be  placed  on  active 
duty  in  the  grade  in  which  currently  commissioned  in 
the  Officers’  Reserve  Corps. 

Publication  of  the  new  regulation  is  a result  of  the 
encouraging  response  to  questionnaires  mailed  to 
reservists  last  May  in  a nation-wide  survey  con- 
ducted by  Major  General  R.  W.  Bliss,  the  Surgeon 
General  of  the  Army,  asking  physicians,  dentists, 
and  veterinarians  if  they  would  be  available  for  short 
tours  of  duty  to  help  relieve  the  critical  shortage  of 
these  professional  personnel.  Approximately  2,000 
favorable  replies  had  been  received  as  of  June  30. 

Active  duty  will  be  performed  at  an  Army  instal- 
lation or  activity  situated  within  the  vicinity  of  the 
officer’s  home.  No  officer  will  be  ordered  to  active 
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duty  where  travel  to  duty  station  is  involved.  How- 
ever, authorization  whereby  officers  may  volunteer 
as  ship’s  surgeon  on  an  Army  transport  for  a round- 
trip  voyage  is  given  in  the  regulations. 

National  Heart  Institute  Grants — Eighty-five  re- 
search grants,  for  a total  of  more  than  $1,200,000, 
were  awarded  recently  by  the  National  Heart  Insti- 
tute to  medical  schools  and  hospitals  in  twenty-one 
states. 

Twenty-one  of  the  grants,  ranging  from  $7,200  to 
$50,000,  went  to  New  York  institutions.  Six  went 
to  Columbia  University.  These  latter  amounts, 
together  with  the  name  of  the  project  director,  are: 
Forest  Kendall.  $50,760;  Robert  F.  Loeb,  $16,848; 
Alexander  B.  Gutman,  $40,716;  John  S.  Lockwood, 
$38,318;  John  Lester  Nickerson,  $17,658,  and 
Henry  S.  Simms,  $31,104. 

Five  went  to  New  York  University;  J.  Murray 
Steele,  $17,334;  Henry  E.  Melcney,  $32,092;  J.  t. 
Mulholland,  $10,044;  Elaine  P.  Ralli,  $11,880,  and 
William  S.  Tillett,  $11,880. 

Others  were  as  follows: 

Cornell  University— McKeen  Catell,  $10,306; 
Charles  G.  Child  3d,  $14,204;  Aaron  Kellner, 
$8,000;  Ephriam  Shorr,  $36,455. 

Albany  Medical  College — Harold  C.  Wiggers, 
$9,600;  A.  V.  Wolf,  $7,200. 

Long  Island  College  of  Medicine — Dorothy 
Loomis,  $4,752. 

Montefiore  Hospital — Louis  Leiter,  $23,000. 

Syracuse  University — Robert  Gaunt,  $12,528; 
Robert  F.  Pitts,  $16,740. 

The  work  is  to  be  done  in  the  fiscal  year  that  began 

July  1. 

Tuberculosis  Death  Rate  Declines — The  tuber- 
culosis death  rate  in  the  United  States  last  year  was 
29.8  in  100,000  population  as  compared  with  33.5  in 
1947,  according  to  provisional  figures  made  public 
recently  by  Dr.  James  E.  Perkins,  managing  director 
of  the  National  Tuberculosis  Association. 

It  was  the  sharpest  decrease  in  mortality  rate  since 
1921,  when  it  was  14  per  cent,  but  Dr.  Perkins 
pointed  out  that  there  was  an  increase  last  year  in 
the  number  of  new  cases  reported  and  that  tubercu- 
losis still  takes  the  lives  of  more  people  between 
fifteen  and  thirty-four  than  any  other  disease. 

New  cases  reported  last  year  totaled  145,000  as 
compared  to  133,000  in  1947,  but  Dr.  Perkins  said 
that  the  increase  “is  undoubtedly  due  in  part  to  the 
increasing  use  of  group  chest  x-ray  surveys  to  find 
unknown  cases.” 

Academy  of  Medicine  Gets  Public  Library 
Books — A collection  of  26,000  volumes  of  medical 
works  acquired  prior  to  1907  by  the  New  York  Pub- 
lic Library  was  turned  over  to  the  New  York  Acad- 
emy of  Medicine  recently  a,'  cording  to  an  announce- 
ment by  Mr.  Paul  North  Rice,  chief  of  the  reference 
department  of  the  Public  Library.  In  1907  the 
Library  ceased  to  enlarge  its  collections  in  medicine 
and  law.  In  acknowledging  the  gift  Dr.  Howard 
Reid  Craig,  director  of  the  Academy,  stated  that 
the  books  will  continue  to  be  available  to  the  general 
public. 

Federal  Grants  to  Study  Water  Pollution — Pro- 
visional allotments  totaling  $850,000  to  states,  terri- 
tories, and  the  District  of  Columbia  for  grants  to 
study  water  pollution  resulting  from  industrial 
waste  have  been  announced  by  Federal  Security 
Administrator  Oscar  R.  Ewing.  Before  funds  may 
actually  be  released  for  study  of  industrial  waste 
problems,  applications  setting  forth  specific  pro- 
grams must  be  approved  by  the  Public  Health  Serv- 
ice of  the  Federal  Security  Agency. 


The  appropriations  break  down  as  follows:  $850,- 
000  for  the  grants  to  states,  $150,000  for  allotments 
to  interstate  agencies  and  to  state  and  interstate 
agencies  for  special  studies  which  are  of  national  or 
sectional  importance,  and  $1,200,000  for  operation, 
research,  administration,  and  planning  by  the  U.S. 
Public  Health  Service.  Allotment  of  the  $150,000 
has  not  yet  been  made.  The  allotment  to  New  York 
State  is  $35,326,  and  the  official  New  York  State 
water  polllution  agency  with  which  the  Public 
Health  Service  will  cooperate  in  administration  of 
the  program  is  the  State  Department  of  Health. 

Two  More  State  Legislatures  Petition  Congress — 
The  State  Legislatures  of  Texas  and  Illinois  have 
recently  petitioned  Congress  to  resist  legislation 
setting  up  socialized  medicine  or  compulsory  health 
insurance.  The  total  number  of  states,  in  which  at 
least  one  branch  of  the  Legislature  has  similarly 
petitioned  Congress,  has  now  reached  ten. 

Arthritis  and  Rheumatism  Study  Section  of  the 
National  Institutes  of  Health  Appointed — Appoint- 
ment of  an  advisory  group  of  nationally  known  physi- 
cians and  medical  scientists,  as  the  first  step  in  an 
intensified  nation-wide  research  program  to  find 
practical  ways  for  combating  rheumatic  diseases, 
was  announced  recently  by  Federal  Security  Admin- 
istrator Oscar  R.  Ewing.  The  group  will  be  headed 
by  Dr.  Phillip  Hench  of  the  Mayo  Clinic,  Rochester, 
Minnesota.  One  of  the  functions  of  the  study  sec- 
tion will  be  to  explore  the  recently  discovered  posi- 
bilities  of  two  substances,  cortisone,  popularly  known 
as  Compound  E,  and  ACTH  (adrenocorticotrophic 
hormone),  which  have  displayed  remarkable,  al- 
though temporary,  power  to  alleviate  symptoms  of 
patients  suffering  from  rheumatoid  arthritis,  accord- 
ing to  Surgeon  General  Leonard  A.  Scheele  of  the 
U.S.  Public  Health  Service,  who  appointed  the  group, 
which  will  be  known  as  the  Arthritis  and  Rheuma- 
tism Study  Section  of  the  National  Institutes  of 
Health. 

Among  the  ten  prominent  investigators  who  have 
accepted  appointment  to  the  new  advisory  body  is 
Dr.  Robert  Loeb,  College  of  Physicians  and  Surgeons, 
Columbia  University.  Seventeen  other  study  sec- 
tions advise  on  various  diseases  and  basic  medical 
research. 

Describing  the  seriousness  of  the  problem  the  re- 
search program  will  try  to  solve,  Dr.  Scheele  said 
that  nearly  7,000,000  individuals  in  the  United 
States  suffered  from  some  form  of  rheumatism  or 
arthritis.  Of  this  number  it  is  estimated  that  200,- 
000  are  completely  disabled  and  800,000  more  suffer 
partial  disability. 

In  addition  to  research  in  treatment,  extensive 
investigation  will  also  be  directed  toward  discovery 
of  the  basic  causes  of  various  forms  of  rheumatism 
and  allied  conditions,  and  determining  the  precise 
method  of  action  of  the  new  compounds  and  their 
subsidiary  effects  on  the  human  body. 

“New  and  more  rational  lines  of  research  into  the 
underlying  causes  of  a number  of  important  diseases 
are  made  possible  by  these  new  compounds.  These 
investigations  may  uncover  extremely  valuable 
information  of  the  cause,  prevention,  and  cure  of 
these  diseases,”  Dr.  Scheele  said. 

A parallel  effort,  the  Surgeon  General  said,  will  be 
necessary  in  order  to  discover  modified  or  new  meth- 
ods of  producing  the  compounds.  Both  substances 
are  now  obtained  in  microscopic  amounts  from  ani- 
mal sources  by  complex  and  costly  processes.  The 
amount  obtainable  by  present  methods  is  so  small 
that  it  is  inadequate  for  research  purposes  and 
insufficient  to  treat  more  than  a handful  of  the 
nation’s  arthritis  victims. 


ANNOUNCEMENTS 


The  following  notices  have  been  received  from 
Dr.  Jacob  L.  Lochner,  Jr.,  secretary  of  the  New 
York  State  Board  of  Medical  Examiners,  University 
of  the  State  of  New  York,  State  Education  Depart- 
ment. 

Licenses  Canceled 

The  Board  of  Regents,  at  its  meeting  held  March 
25,  1949, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  William  J.  Ivory, 
New  York  City,  be  accepted  and  sustained; 
that,  in  compliance  with  the  recommendation  of 
said  committee,  medical  license  No.  7597,  issued 
under  date  of  September  29,  1905,  to  said  William 
J.  Ivory,  permitting  him  to  practice  medicine  in 
the  State  of  New  York,  be  revoked,  annulled  and 
canceled,  and  that  his  registration  or  registrations 
as  a physician,  wherever  they  may  appear,  be 
ordered  annulled  and  canceled  of  record;  and 
that  the  Commissioner  of  Education  be  em- 
powered and  directed  to  execute,  for  and  on 
behalf  of  the  Board  of  Regents,  all  orders  neces- 
sary to  accept  the  determination  of  said  Com- 
mittee on  Grievances  and  to  carry  out  the  terms 
of  this  vote. 

Dr.  Ivory  was  registered  from  18  West  70th 
Street,  New  York  City,  for  the  years  1949-1950. 
The  order  of  revocation  was  served  on  Dr.  Ivory 
on  May  25,  1949.  Therefore,  his  license  was 
revoked  as  of  that  date. 

The  Board  of  Regents,  at  its  meeting  held  May 
20,  1949, 

Voted,  That  the  determination  of  the  Medical 
Committee  on  Grievances  in  the  matter  of  the 
application  for  the  revocation  of  the  medical 
license  heretofore  granted  to  Bernard  Candib, 
Brooklyn,  be  accepted  and  sustained;  that,  in 
compliance  with  the  recommendation  of  said 
committee,  medical  license  No.  22198,  issued 
under  date  of  December  30,  1927,  to  said  Bernard 
Candib,  through  indorsement  of  his  Indiana 
medical  license,  permitting  him  to  practice  medi- 
cine in  the  State  of  New  York,  be  revoked,  an- 
nulled and  canceled,  and  that  his  registration 
or  registrations  as  a physician,  wherever  they 
may  appear,  be  ordered  annulled  and  canceled 
of  record;  and  that  the  Commissioner  of  Educa- 
tion be  empowered  and  directed  to  execute,  for 
and  on  behalf  of  the  Board  of  Regents,  all  orders 
necessary  to  accept  the  determination  of  said 
Committee  on  Grievances  and  to  carry  out  the 
terms  of  this  vote. 

Dr.  Candib  was  registered  from  3066  Avenue 
R,  Brooklyn,  for  the  years  1949-1950.  The  order 
of  revocation  was  served  on  Dr.  Candib  on  June 
7,  1949.  Therefore,  his  license  was  revoked  as  of 
that  date. 


Licenses  Restored 

On  April  16,  1943,  the  Board  of  Regents  voted 
that  the  New  York  medical  license  No.  9324  issued 
June  26,  1908,  to  Isaac  Rosenstein  be  annulled  and 
canceled  of  record. 

Dr.  Rosenstein  has  applied  to  the  Board  of  Re- 
gents for  restoration  of  his  medical  license  and  the 
Commissioner  of  Education  has  ordered  that 
license  No.  9324  be  restored  as  of  June  7,  1949. 


On  April  18,  1941,  the  Board  of  Regents  voted 
that  the  New  York  medical  license  No.  19483, 
issued  June  25,  1925,  to  Coleman  R.  King  be  an- 
nulled and  canceled  of  record. 

Dr.  King  has  applied  to  the  Board  of  Regents 
for  restoration  of  his  medical  license  and  the  Com- 
missioner of  Education  has  ordered  that  license 
No.  19483  be  restored  as  of  June  9,  1949. 


On  November  17,  1944,  the  Board  of  Regents 
voted  that  the  New  York  medical  license  No.  21423 
issued  June  30,  1927,  to  Max  Epstein  be  annulled 
and  canceled  of  record. 

Dr.  Epstein  has  applied  to  the  Board  of  Regents 
for  restoration  of  his  medical  license  and  the  Com- 
missioner of  Education  has  ordered  that  license 
No.  21423  be  restored  as  of  June  27, 1949. 


On  December  19,  1947,  the  Board  of  Regents 
voted  that  the  New  York  medical  license  No.  24897 
issued  June  26,  1930,  to  Dwight  S.  Hinsdale  be 
annulled  and  canceled  of  record. 

Dr.  Hinsdale  has  applied  to  the  Board  of  Regents 
for  restoration  of  his  medical  license  and  the  Com- 
missioner of  Education  has  ordered  that  license 
No.  24897  be  restored  as  of  June  27, 1949. 


On  September  17,  1943,  the  Board  of  Regents 
voted  that  the  New  York  medical  license  No. 
25616  issued  January  29,  1931,  to  Max  J.  Weinstein 
be  annulled  and  canceled  of  record. 

Dr.  Weinstein  has  applied  to  the  Board  of  Regents 
for  restoration  of  his  medical  license  and  the  Com- 
missioner of  Education  has  ordered  that  license 
No.  25616  be  restored  as  of  June  29,  1949. 


On  April  16,  1943,  the  Board  of  Regents  voted 
that  the  New  York  medical  license  No.  32934 
issued  January  28,  1937,  to  Herman  F.  Galler  be 
annulled  and  canceled  of  record. 

Dr.  Galler  has  applied  to  the  Board  of  Regents 
for  restoration  of  his  medical  license  and  the  Com- 
missioner of  Education  has  ordered  that  license 
No.  32934  be  restored  as  of  July  1, 1949. 
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Officers — County  Medical  Societies — 1949 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer. . . . 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

- i Queens 

).  Rensselaer... 
i Richmond .... 

Rockland 

St.  Lawrence. 

Saratoga 

'■  Schenectady. . 
ie  Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

H Sullivan 

k Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington  . . 

® Wayne 

Westchester. . 

Wyoming 

Yates ........ 


TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  1,  1949—22,303 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C:  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen.  . . . Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse  . . . .Tupper  Lake 

H.  C.  Hagaman. . .Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till  . . . Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton ....  Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese  . . . .Baldwin 
John  J.  H.  Keating . . New  York 

J.  A.  D’Errico . . Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner. . . .Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing. . . .Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl.Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan.  .Schenectady 

J.  H.  Wadsworth  Cobleskill 
JosephY. Roberts  WatkinsGlen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H,  LeFevre Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby.  .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon ....  Watertown 
C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill Mt.  Morris 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt. Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holts ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts ...... .Penn  Yan 


Treasurer 

F.  E.  Vosburgh Alban y 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers ....  Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley .Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

R.  A.  Hemphill...  Mt.  Morris 

J.  F.  Rommel Oneida 

R.  E.  Delbridge. . . .Rochester 
Harry  Lebman ....  Amsterdam 

I.  Drabkin. . .Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz. . . .Long  Island  City 

H.  C.  Engster Troy 

A.  Leikensohn  . . Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt. Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Say  ville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


GLADYS  BROWN  DROWNS  MUrray  Hill 

Owner  - Director  DUVIfll  O 7 1(j19 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y-,  Tel:  1700,  1,  2. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  cia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
: Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
| beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.2-16!1 


NURSING 

HOME 


HOLBROOK  MANOR 

Five  Acres  of  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 
Hypertensives  Arterio-scl erotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4*75 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Cbargt. 


INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  AmityviUe  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


2093 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

MatuLl  School  1834ChcTedW7a.3734  * C 

Licensed  by  the  State  ol  New  York  


MISSING— SEVEN  CLAUSES 


Our  21  years  of  specialized  estate  and  insurance  planning  for  professional  men 
shows  that  using  the  ‘'hidden  values"  and  securing  the  missing  clauses  prevents 
losses  and  increases  policy  benefits  1Q%  to  40%  without  changing  policies  or 
increasing  the  cost.  Write  or  phone  for  an  appointment  at  your  office  or  ours 
and  we  shall  be  glad  to  show  you  how  these  clauses  will  increase  the  value  of 
your  policies.  This  is  a public  relations  service  to  the  medical  profession 
without  obligation. 

JUSTIN  TRAUB,  225  Broadway,  N.  Y.  7,  BA  7-3984 


OPPORTUNITY 


Residence  and  practice,  established  ten  years.  General 
and  Neuro-psychiatry.  Ideal  location.  Waiting  rooms, 
office,  full  residential  quarters.  4 bedrooms,  steam-oil, 
2 car  garage.  $15,000.  Doctor  leaving  to  teach  at  Univer- 
sity. Howard  T.  Shuart,  Realtor,  Suffern,  N.  Y. 


AN  OPPORTUNITY  FOR  A DOCTOR 


I have  property  suitable  for  a private  sanitarium  or  con- 
valescent home.  Situated  on  Crystal  Lake,  Averill  Park, 
N.  Y.  Four  acres,  400  feet  lake  frontage,  19  rooms,  5 
bathrooms,  steam  heat,  Oil,  Elevation  100  feet.  Frank 
E.  Sheary,  297  River  Street,  P.  O.  Box  562,  |Troy,  N.  Y. 


FOR  SALE 


Ideal  for  Sanitarium,  Convalescent  home,  Physician’s  resi- 
dence, "STONEHURST”  Estate,  Palisades,  New  York, 
Near  N.  Y.  City.  Attractive  stone  house,  12  large  rooms, 
AMI,  Gate  Cottage,  3 rooms,  13  acres,  magnificent  trees, 
lawns,  mountain  and  river  views.  Price,  $50,000.  Easy 
terms,  $7000  cash,  $300-350  per  month.  Details  see  Owner, 
Claude  E.  Miller,  Sparkill,  N.  Y.,  Piermont  68. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 


Rates  per  line  per  insertion : 


One  time 

. .$1.35 

3 Consecutive  times . 

. . 1.20 

6 Consecutive  times. 

. . 1.00 

12  Consecutive  times. 

. .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Expert  Medical  Photos  2 for  $5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  records  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


MEDICAL  practice,  long-established  office,  equipment  for 
sale;  complete  set-up,  including  records.  Physician  died 
suddenly.  Excellent  location  Bronx  UN  3-0112. 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Frl 
Dr.  Joseph  Epstein— 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


ZEMMER  pharmaceuticals 

A complete  line  of  laborotory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • - PITTSBURGH  13,  PA. 
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A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  & Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 

* — — — * - 


ENZYME  AIDS  AGING  BRAINS 

A chemical  rejuvenator  for  old  and  aging  brains 
may  have  been  found  in  an  enzyme  called  cyto- 
chrome C. 

Elderly  men  and  women  whose  forgetfulness, 
confusion,  irritability,  and  lack  of  interest  in  their 
surroundings  have  made  it  necessary  to  put  them  in 
institutions  for  mental  disease  or  for  the  aged  have 
their  minds  cleared  enough  so  that  they  can  live 
normal  lives  outside  an  institution. 

This  “distinct  improvement”  in  11  out  of  17 
patients  treated  with  the  chemical  was  reported  by 
Drs.  Walter  0.  Klingman  and  Richard  W.  Garnett, 
Jr.,  of  the  University  of  Virginia  Hospital  at  the 
recent  meeting  of  the  American  Psychiatric  Associa- 
tion in  Montreal. 

The  chemical  that  brightens  age-fogged  brains 
is  extracted  from  horse  and  beef  hearts.  It  is  given 
by  injection  into  the  patient’s  veins.  The  Virginia 
doctors  give  it  every  day  for  two  weeks.  Some 
patients  showed  “almost  dramatic  improvement” 
after  three  or  four  doses.  Some  have  retained  this 
improvement  for  as  long  as  nine  months.  After 
the  first  two  weeks  of  daily  treatment,  patients  are 
now  given  a good  dose  once  a week  and  this  promises 
to  keep  their  minds  clear  and  effective. 


Elderly  persons  who  have  been  neurotic  all  their 
lives  are  not  helped  by  the  treatment.  The  ones 
who  are  helped  are  those  who  have  been  normal  but 
whose  minds  are  affected  by  aging  changes,  such  as 
hardening  of  the  arteries  in  the  brain. 

Trial  of  the  chemical  followed  earlier  reports  by 
other  scientists,  Drs.  Samuel  Proger  and  D.  Dek- 
aneas  of  Tufts  Medical  College  and  the  Pratt 
Diagnostic  Hospital  in  Boston.  They  found  that 
this  chemical  entirely  overcame  the  effect  on  mental 
functioning  of  oxygen  lack  in  low-pressure  chambers. 
Cytochrome  C plays  a part  in  the  process  by  which 
body  cells  use  oxygen  for  their  functioning.  Nerv- 
ous tissue  cells,  particularly,  need  oxygen. 

The  exact  way  in  which  cytochrome  C helps  the 
elderly  patients  is  not  yet  entirely  understood,  and 
the  Virginia  doctors  make  no  claims  for  any  specific 
action. 

Intelligence  tests  were  given  to  10  of  the  patients 
before  and  after  treatment.  None  showed  any 
significant  difference  in  actual  scores,  but  all  of 
them,  after  treatment,  responded  faster,  were  more 
alert  and  less  confused,  were  better  able  to  follow 
instructions  and  to  put  ideas  into  words. — Science 
News  Letter,  June  11, 1949 
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Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hypen* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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BEHIND  THIS  DOOR 


...  is  the  man  who  merits  the  confidence 
of  millions  of  married  women  seeking 
advice  about  contraception.  For  the 
doctor  this  is  a grave  responsibility. 

The  finality  of  pregnancy  brooks  no  hit 
or  miss  preventive  measures.  When 
childbearing  is  contraindicated,  only  an 
effective  means  of  contraception  can  be 
donsidered.  This  explains  the  widespread 
professional  acceptance  of  Lanteen 
contraceptive  products. 

The  diaphragm  and  jelly  method  of 
contraception,  which  comprises  the 
Lanteen  Technique,  is  accepted  by 
leading  authorities  as  one  of  the  safest 
and  most  effective  means  of  preventing 
conception.  The  Lanteen  Diaphragm, 
made  of  the  finest  rubber  and  watch 
spring  steel,  is  scientifically  designed  for 
complete  comfort  and  dependable 
protection.  Lanteen  Jelly,  containing 
hexylresorcinol,  has  been  proven 
spermatocidal  in  the  shortest  time  interval 
recorded  in  the  officially  recognized 
Becker  and  Gamble1  test.  Despite  this 
potent  sperm-destroying  action,  the  jelly 
is  actually  soothing  to  sensitive  membranes. 

Both  the  Lanteen  Diaphragm  and  Lanteen  Jelly  are  accepted  by  the 
Council  on  Physical  Medicine  and  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association,  respectively. 

Lanteen  Jelly  contains:  Ricinoleic  Acid,  0.50%;  Hexylresorcinol,  0.10%; 

Chlorothymol,  0.0077%;  Sodium  Benzoate  and  Glycerine  in  a Tragacanth  base. 

1.  Becker,  B.,  and  Gamble,  C.  J.:  The  Spermicidal  Times  of  Contraceptive  Jellies  and  Creams,  Human  Fertility,  11:111 
(Dec.)  1946. 

Write  for  literature  describing  the  Lanteen  Method  of  Contraception. 


The  Lanteen  Diaphragm  and  Lanteen  Jelly  are 
accepted  by  the  Council  on  Physical  Medicine 
and  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association,  respectively. 
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The  Modern  Parenteral  Hemostatic 

Offers  prompt,  painless,  systemic  control  of 
venous  or  capillary  bleeding,  whether  of  ex- 
ternal or  internal  origin. 

Reduces  or  obviates  the  need  for  cauteriza- 
tion or  topical  hemostatics  without  danger  of 
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Minutes  of  the  House  of  Delegates,  1949 


Again  this  year  the  Publication  Commit- 
tee, in  response  to  the  wishes  of  the  mem- 
bership, presents  the  minutes  of  the  House 
of  Delegates  in  a single  volume,  Part  II,  of 
this  issue  of  the  Journal. 

The  experiment,  undertaken  in  1948, 
proved  to  be  so  successful  that  doubtless  this 
procedure  will  continue  indefinitely  with  per- 
haps minor  modifications  from  year  to  year. 
Aside  from  the  convenience  to  the  member- 
ship of  having  the  House  of  Delegates  min- 
utes all  in  one  volume  with  its  own  index,  it 
is  possible  to  obtain  earlier  publication  of 
the  complete  transactions  than  was  formerly 
the  case  when  they  were  published  serially  in 
the  Journal. 

It  will  be  noted  that  this  year  original 
resolutions  appear  in  full  but  once.  To  avoid 
useless  (and  expensive)  repetition,  subse- 
quent references  to  the  original  omit  the 


“whereases,”  but  the  reader  will  have  no 
difficulty  in  locating  the  original  in  the  event 
that  he  desires  to  do  so.  The  editing  of  ver- 
batim minutes  presents  complicated  prob- 
lems which  the  Publication  Committee  has 
attempted  to  solve  by  condensing  and  elimi- 
nating nonpertinent  matter  in  so  far  as  this 
can  be  done  without  altering  the  meaning. 

Part  II  is  widely  read,  it  is  retained  for 
reference  purposes;  the  reporting  of  discus- 
sion from  the  floor  of  the  House  in  full  is  ap- 
preciated, and  because  of  its  compact  char- 
acter it  is  retained  by  members  and  is 
frequently  consulted.  In  its  one-volume 
form  it  requires  little  library  shelf  space,  and 
the  issues  as  they  appear  from  year  to  year 
will  provide  a readily  accessible,  convenient 
record  of  the  transactions  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York. 
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Medical  Society  of  the  State  of  New  York 

House  of  Delegates 
Minutes  of  the  Annual  Meeting 

May  2 to  May  4,  1949 


THE  143rd  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  was  held  at  the  Hotel  Statler,  Buffalo,  New 
York,  on  Monday,  May  2,  1949,  at  10:15  a.m.; 
Dr.  Albert  F.  R.  Andresen,  Speaker;  Dr.  Nelson  W. 
Strohm,  Vice-Speaker;  Dr.  Walter  P.  Anderton, 
Secretary;  Dr.  W.  Guernsey  Frey,  Jr.,  Assistant 
Secretary. 

Speaker  Andresen:  The  House  will  please  come 
to  order. 

We  will  call  for  a report  of  the  Committee  on 
Credentials,  Dr.  McCarty. 

Section  1 

Report  of  Reference  Committee  on  Credentials 

Dr.  Charles  F.  McCarty,  Kings:  At  10  o’clock 
there  were  registered:  Officers  15,  District  Delegates 
3,  Section  Delegates  11,  Ex-Presidents  3,  County 
Society  Delegates  114,  State  of  Pennsylvania  1. 
There  are  no  disputed  delegations. 

Speaker  Andresen:  Thank  you,  Mr.  Chairman. 
Everybody  being  entitled  to  his  seat,  and  there 
being  a quorum  present,  we  now  declare  the  meeting 
ready  for  the  transaction  of  business. 

Section  2 

Approval  of  Minutes  of  the  1948  Session 

Speaker  Andresen:  The  first  order  of  business 
is  the  approval  of  the  minutes  of  the  1948  session. 
These  minutes  appeared  in  Part  II  of  the  September 
1,  1948,  issue  of  the  New  York  State  Journal  of 
Medicine.  If  there  are  no  corrections  or  objections 
to  these  minutes  as  published,  the  minutes  will  stand 
approved  as  published.  Hearing  no  objections,  we 
will  consider  them  approved  as  published. 

Section  3 

Reference  Committees 

Speaker  Andresen:  The  next  is  the  announce- 
ment of  appointments  to  the  Reference  Committees. 
These  were  published  in  the  April  1 issue  of  the 
Journal,  and  are  going  to  be  listed  on  the  bulletin 
board. 

Mr.  Secretary,  will  you  please  announce  any  last 
minute  changes? 

Secretary  Anderton:  Mr.  Speaker,  on  the 

Reference  Committee  for  the  Report  of  the  Planning 
Committee  for  Medical  Policies  Dr.  Renato  J. 
Azzari,  of  the  Bronx,  has  been  substituted  for  Dr. 
Roy  B.  Henline,  New  York;  on  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  VII,  Medical 
Care  Insurance,  there  has  been  added  Dr.  Donald  E. 
McKenna,  of  Kings,  with  Dr.  Guy  S.  Philbrick,  of 
Niagara,  acting  as  chairman  in  place  of  Dr.  John  B. 
D’ Albora,  District  Delegate ; Reference  Committee 
for  Miscellaneous  Business  (A),  Dr.  Irwin  E.  Siris, 
of  Kings,  has  been  substituted  for  Dr.  Joseph 
Tenopyr,  of  Kings;  and  on  Reference  Committee  for 
Miscellaneous  Business  (B)  Dr.  Gordon  M.  Hem- 
mett,  of  Monroe,  has  been  substituted  for  Dr.  J. 
William  Quinlan,  of  Monroe. 


. . . .The  Reference  Committees,  as  now  con 
stituted,  are  as  follows: 


REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Charles  F.  McCarty,  Chairman,  Kings 
Archibald  K.  Benedict,  Chenango 
Joseph  C.  O’Gorman,  Erie 
Frank  J.  Cerniglia,  Queens 
John  L.  Edwards,  Columbia 

REFERENCE  COMMITTEE  ON  REPORT  OF  PRESI- 
DENT: 

Thomas  B.  Wood,  Chairman,  Kings 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
Harold  F.  Morrison,  First  District  Branch 
G.  Stanley  Baker,  Wyoming 
Frederick  S.  Wetherell,  Onondaga 

REFERENCE  COMMITTEE  ON  REPORTS  OF  SECRE- 
TARY, CENSORS  AND  DISTRICT  BRANCHES: 
Frederick  W.  Williams,  Chairman,  Bronx 
James  W.  Bucci,  Albany 
Leo  F.  Schiff,  Clinton 
Charles  A.  Prudhon,  Jefferson 
Charles  A.  Anderson,  Kings 

REFERENCE  COMMITTEE  ON  REPORTS  OF  TREAS- 
URER AND  TRUSTEES: 

Stephen  R.  Monteith,  Chairman,  Rockland 
Harold  F.  R.  Brown,  Erie 
B.  Wallace  Hamilton,  New  York 
Charles  W.  Mueller,  Section  Delegate 
Thomas  M.  Watkins,  St.  Lawrence 

REFERENCE  COMMITTEE  ON  REPORT  OF  PLAN- 
NING COMMITTEE  FOR  MEDICAL  POLICIES: 
Thomas  M.  D’Angelo,  Chairman,  Queens 
Dwight  V.  Needham,  Onondaga 
Homer  J.  Knickerbocker,  Ontario 
Renato  J.  Azzari,  Bronx 
Denver  M.  Vickers,  Fourth  District  Branch 

REFERENCE  COMMITTEE  ON  REPORTS  OF  MAL- 
PRACTICE INSURANCE  AND  DEFENSE  BOARD 
AND  LEGAL  COUNSEL: 

Abraham  Koplowitz,  Chairman,  Kings 
Henry  E.  McGarvey,  Westchester 
Harry  C.  Guess,  Erie 
Harold  B.  Davidson,  New  York 
Edward  F.  Shea,  Ulster 

REFERENCE  COMMITTEE  ON  CONSTITUTION 
AND  BYLAWS: 

Peter  J.  Di  Natale,  Chairman,  Genesee 
Leo  E.  Gibson,  Onondaga 
Sylvester  C.  Clemans,  Fulton 
Joseph  H.  Cornell,  Schenectady 
Peter  M.  Murray,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  I: 

Postgraduate  Education 
Emergency  Preparedness 
Scott  Lord  Smith,  Chairman,  Dutchess 
Kenneth  F.  Bott,  Greene 
Philip  J.  Rafle,  Section  Delegate 
Charles  S.  Lakeman,  Monroe 
Thomas  F.  McCarthy,  Bronx 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  II: 

Maternal  and  Child  Welfare 
William  J.  Orr,  Chairman,  Section  Delegate 
Frank  C.  Hamm,  Kings 
Austin  B.  Johnson,  Nassau 
Margaret  Janeway,  New  York 
Edwin  W.  Gates,  Section  Delegate 
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REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  III: 

Public  Health  Activities  (A) 

Industrial  Health 
Rural  Medical  Service 
Problems  of  Alcoholism 
Harry  Golembe,  Chairman,  Sullivan 
Harry  S.  Fish,  Tioga 
Ralph  Sheldon,  Wayne 
Walter  T.  Heldmann,  Richmond 
David  Corcoran,  Suffolk 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  IV: 

Public  Health  Activities  (B) 

Cancer 

Hard  of  Hearing  and  the  Deaf 
Mental  Hygiene 
Rheumatic  Fever 
A.  H.  Aaron,  Chairman,  Erie 
Raymond  E.  Wytrwal,  Montgomery 
William  J.  Tracy,  Steuben 
Donald  Malven,  Dutchess 
Burton  M.  Shinners,  Section  Delegate 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  V: 

Public  Health  Activities  (C) 

Rehabilitation 
Nutrition 
Geriatrics 
Physical  Medicine 

Harry  V.  Spaulding,  Chairman,  Section  Delegate 
Charles  L.  Pope,  District  Delegate 
E.  Carlton  Foster,  Yates 
Edwin  L.  Harmon,  Westchester 
Madge  C.  L.  McGuinness,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VI: 

Economics 
Public  Medical  Care 
Medical  Service 

Joint  Committee  of  the  New  York  State  Hospital  Asso- 
ciation and  the  Medical  Society  of  the  State  of  New 
York 

Thomas  O.  Gamble,  Chairman,  Albany 
James  E.  McAskill,  District  Delegate 
Irwin  Felsen,  Allegany 
Alfred  Angrist,  Queens 
Elton  R.  Dickson,  Broome 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  VII: 

Medical  Care  Insurance 
Guy  S.  Philbrick,  Chairman,  Niagara 
William  T.  Boland,  Chemung 
John  M.  Galbraith,  Nassau 
Frederic  E.  Elliott,  Section  Delegate 
Donald  E.  McKenna,  Kings 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  VIII: 

Liaison  with  Veterans  Administration 
War  Memorial 

Joseph  P.  Henry,  Chairman,  Monroe 
Benjamin  M.  Bernstein,  Kings 
Stephen  H.  Curtis,  Rensselaer 
Joseph  L.  Kiley,  Saratoga 
Halford  Hallock,  Section  Delegate 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  IX: 

Legislation 

William  B.  Rawls,  Chairman,  New  York 
A.  W.  Martin  Marino,  Section  Delegate 
Henry  W.  Miller,  Putnam 
Olin  J.  Mowry,  Oswego 
John  L.  Sengstack,  Suffolk 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  X: 

Workmen’s  Compensation 
A.  Wilbur  Duryee,  Chairman,  New  York 
Charles  E.  Goodell,  Chautauqua 
Walter  S.  Bennett,  Washington 
Reginald  A.  Higgons,  Westchester 
John  H.  Garlock,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL— PART  XI: 

Publication 
Public  Relations 


Eugene  H.  Coon,  Chairman,  Nassau 
Frank  LaGattuta,  Bronx 
Irving  J.  Sands,  Kings 
Leo  E.  Reimann,  Cattaraugus 
William  A.  Peart,  Niagara 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL— PART  XII: 

Miscellaneous 

Convention 

Medical  Licensure 

Nursing  Education 

Woman’s  Auxiliary 

Office  Administration  and  Policies 

Ethics 

Memorials 

Joseph  A.  Geis,  Chairman,  Essex 
Charles  H.  Loughran,  Kings 
Charles  Gullo,  Livingston 
E.  Dean  Babbage,  Erie 
Ezra  A.  Wolff,  Queens 

REFERENCE  COMMITTEE  ON  MISCELLANEOUS 
BUSINESS  (A) : 

Andrew  A.  Eggston,  Chairman,  Westchester 

Irwin  E.  Siris,  Kings 

Edward  P.  Flood,  Bronx 

George  C.  Vogt,  Broome 

Orrin  Q.  Flint,  Delaware 

REFERENCE  COMMITTEE  ON  MISCELLANEOUS 
BUSINESS  (B): 

Norman  S.  Moore,  Chairman,  Tompkins 
Edwin  A.  Griffin,  Kings 
Goodlatte  B.  Gilmore,  Bronx 
Gordon  M.  Hemmett,  Monroe 
M.  Renfrew  Bradner,  Orange 

Speaker  And  resen:  If  any  chairmen  find  that 
members  of  their  committees  are  not  present,  and 
will  let  us  know,  we  will  appoint  other  members  to 
fill  out  their  quota. 

The  reference  committees  are  going  to  meet  in 
the  Ballroom  Foyer,  is  that  right? 

Secretary  Anderton:  Yes. 

Speaker  Andresen:  The  stenographers  to  type 
the  reports  will  also  be  located  there. 

Anybody  who  wants  to  make  a resolution  must 
have  nine  copies  made  of  it,  so  that  these  can  be  dis- 
tributed to  the  five  members  of  the  reference  com- 
mittee and  also  to  the  proper  authorities  in  the  secre- 
tarial department. 

I want  to  emphasize  that  those  who  are  interested 
in  any  subject  that  is  referred  to  a reference  com- 
mittee should  appear  before  those  reference  com- 
mittees this  afternoon  for  discussion  so  as  to  avoid 
too  much  time  being  spent  in  discussion  on  the  floor 
of  the  House  that  could  just  as  well  have  taken  place 
in  the  reference  committees  today. 

Section  4 

Announcements 

. . . .The  Speaker  announced  the  Annual  Banquet 
would  be  held  at  7 p.m.  Wednesday.  He  also  drew 
attention  to  the  exposition  of  matters  dealing  with 
the  National  Educational  Campaign  of  the  American 
Medical  Association  in  the  press  room  on  the  mezza- 
nine floor. 

Section  5 (See  17) 

Remarks  of  the  Speaker 

Speaker  Andresen:  Members  of  the  House  of 
Delegates,  it  is  with  the  greatest  of  pleasure  that  I 
greet  you  as  your  Speaker  once  more.  This  is  going 
to  be  one  of  the  most  important  meetings  our  House 
of  Delegates  has  held.  Questions  of  great  moment 
not  only  to  the  medical  profession  and  the  public 
health  but  of  vital  importance  to  the  public  at  large 
will  come  before  you,  and  your  action  will  be  watched 
with  interest  all  over  the  country.  We  must  realize 
that  the  decisions  of  this  body  have  great  weight 
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with  medical  thought  in  other  states  and  in  the 
American  Medical  Association. 

Uninformed  persons,  antagonistic  to  the  American 
Medical  Association  of  which  we  are  a part,  of  whom 
fortunately  few  are  in  the  medical  profession,  try  to 
cause  dissension  in  our  ranks  by  declaring  that  what 
they  speak  of  in  a derogatory  way  as  “organized 
medicine”  is  run  by  a group  of  dictators  who  attempt 
to  control  the  thoughts  and  actions  of  the  medical 
profession.  We  know  that  this  is  not  so.  You,  the 
delegates  to  our  House,  represent  in  a real  way  the 
grass  roots  of  our  profession.  You  have  been  chosen 
by  your  respective  county  medical  societies  as  repre- 
senting the  best  interests  of  the  profession,  and  many 
of  you  have  been  instructed  by  your  component  so- 
cieties as  to  the  stand  you  are  to  take  on  important 
matters  coming  before  the  House,  and  a part  of  your 
duty  will  be  to  elect  officers  and  councilors  who  will 
carry  out  the  policies  you  decide  upon  and  to  report 
back  to  you  every  detail  of  the  work  they  have  done. 
You  will  also  elect,  very  largely  from  your  own  mem- 
bers, delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association,  who  will  represent 
this  State.  Where  is  there  a more  democratic  form 
of  government? 

The  number  of  resolutions  annually  made  at  this 
session  and  the  number  of  reports  of  activities  of  the 
officers  and  Council  and  the  various  committees  have 
made  it  necessary  to  split  the  membership  of  the 
House  into  twenty-one  reference  committees.  The 
work  of  these  committees  is  most  important.  It  is 
essential  that  not  only  the  members  of  the  House 
and  the  members  of  the  Council  and  committees  in- 
terested in,  and  having  special  knowledge  of,  any 
subjects  coming  before  these  reference  committees 
should  attend  their  deliberations,  but  that  anyone 
who  wishes  to  express  opinions  on  the  question  at 
issue  should  also  be  given  a hearing.  The  reference 
committees  can  then,  if  they  think  it  wise,  make 
changes  in  resolutions  and  make  definite  recom- 
mendations to  the  House,  thus  saving  much  valuable 
time.  We  should  not  spend  too  much  time  in  argu- 
ments at  our  full  sessions. 

In  order  to  aid  the  Speaker  this  year  in  making 
his  appointments  to  the  reference  committees,  the 
secretaries  of  your  county  medical  societies  were 
asked  to  send  in  certain  information  regarding  your 
type  of  practice,  your  hospital  and  teaching  affilia- 
tions, and  the  character  of  the  work  you  had  done 
in  your  respective  societies.  Although  many  of 
these  reports  unfortunately  arrived  too  late  to  be  of 
use  in  this  connection,  there  was  sufficient  infor- 
mation at  hand  to  enable  him  in  most  cases  to  select 
members  who  know  about  and  enjoy  the  considera- 
tion of  the  type  of  resolutions  which  their  reference 
committees  will  be  called  upon  to  consider.  I am 
sure  you  will  nearly  all  be  happier  in  your  assign- 
ments this  year. 

It  will  interest  you  to  learn  that,  of  the  154  elected 
delegates,  including  a few  alternates,  about  whom  we 
finally  obtained  the  information  we  asked  for,  all 
but  five,  who  are  administrators  or  officers  in  the 
government  services,  are  actively  engaged  in  the 
practice  of  medicine;  all  are  connected  with  hos- 
pitals. Thirty-four,  or  22  per  cent,  are  general  prac- 
titioners; 38,  or  25  per  cent,  are  surgeons;  25,  or  16 
per  cent,  are  internists;  13,  or  9 per  cent,  are  ob- 
stetricians and  gynecologists,  and  44,  or  28  per  cent, 
are  specialists  in  13  different  qualifications  or  cate- 
gories, including  nine  otolaryngologists,  eight  urolo- 
gists, four  gastroenterologists,  three  roentgenolo- 
gists, three  neuropsychiatrists,  and  two  each  of 
anesthesiologists,  bronchoscopists,  dermatologists, 
pathologists,  and  ophthalmologists;  seven  other  spe- 


cialties are  represented  by  one  delegate  apiece.  All 
of  you  are,  or  have  been,  officers  and  members  of  im- 
portant committees  of  your  county  societies. 
Eighty-one  of  you,  or  53  per  cent,  have  been  presi- 
dents. Twenty-five,  or  16  per  cent,  hold  important 
teaching  positions  in  medical  schools.  The  high 
percentage  of  general  practitioners  refutes  the  con- 
tention that  the  opinions  of  our  medical  societies  are 
entirely  controlled  by  specialists.  It  would  be  ex- 
pected that  specialists,  who  have  more  time  to  give 
to  organization  matters,  would  be  in  the  majority, 
but,  after  all,  specialists  depend  largely  upon  general 
practitioners  for  their  livelihood  and  are  certainly 
interested  in  their  welfare. 

It  is  with  great  regret  that  your  Speaker  announces 
the  death  during  the  past  year  of  three  of  our  most 
valuable  members,  as  follows: 

Dr.  Albert  A.  Gartner,  of  Buffalo,  chairman  of  the 
Board  of  Trustees  and  long  a hard  worker  for  our 
Society. 

Dr.  O.  W.  H.  Mitchell,  of  Syracuse,  a Councilor  for 
many  years  and  chairman  of  our  busiest  committee, 
that  on  Public  Health  and  Medical  Education. 

Dr.  Leo  S.  Schwartz,  long  a delegate  from  Kings 
County,  and  an  active  worker  for  the  good  of  the 
medical  profession. 

The  House  is  requested  to  rise  for  a period  of 
silence  in  honor  of  these  departed  members. 

. . . .The  delegates  arose  and  observed  a minute  in 
silent  memory  of  these  departed  colleagues. . . . 

Speaker  Andresen:  The  Chair  will  entertain  a 
motion  to  have  the  Secretary  send  suitable  letters  of 
sympathy  to  the  families  of  these  deceased  members. 

Dr.  Edwin  A.  Griffin,  Kings:  I so  move. 

Dr.  Leo  F.  Schiff,  Clinton:  I second  the  motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  It  is  so  ordered.  That  will 
be  done. 

Secretary  Anderton:  Yes. 

Speaker  Andresen:  I would  now  like  to  ask  the 
new  members  of  the  House  to  arise,  so  that  we  can 
see  who  you  are. 

. . . .Over  fifty  arose.  . . . 

Speaker  Andresen  : There  are  too  many  of  you 
to  ask  each  of  you  to  give  your  name  at  this  time,  but 
I hope  you  will  all  take  an  active  interest  in  what  is 
going  on  and  take  part  in  the  discussions. 

For  many  years  it  was  a custom  to  introduce  the 
member  of  the  House  who  had  seen  the  longest  serv- 
ice in  the  House.  Last  year,  with  the  passing  of 
Dr.  Robert  Brittain  the  previous  winter,  after  fifty- 
five  years  of  such  service,  we  did  not  have  any  infor- 
mation regarding  our  oldest  member  in  point  of  serv- 
ice, but  after  a year’s  research  we  have  found  two 
members  who  were  first  elected  delegates  in  1913, 
and  who  have  attended  our  sessions  regularly  ever 
since — a record  of  continuous  service  for  thirty-six 
years.  Both  come  from  a city  in  which  the  principal 
recreation  for  the  young  people  is  to  listen  to  the 
meetings  of  the  State  Legislature,  and,  as  would  be 
expected,  both  are  expert  parliamentarians  and  have 
contributed  very  greatly  to  the  proper  conduct  of 
our  meetings.  It  gives  me  great  pleasure  to  intro- 
duce to  you  our  two  eminent  members,  Drs.  Arthur 
J.  Bedell  and  James  F.  Rooney.  I am  sure  we 
would  appreciate  hearing  a few  words  from  each  of 
these  men.  (Applause) 

. . . .There  was  no  response. . . . 

Speaker  Andresen:  Well,  we  will  ask  them  to 
speak  a few  words  to  us  when  they  do  come  in. 
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Section  6 

Reference  of  Reports  and  Supplementary  Reports 

Speaker  Andresen:  The  Secretary  wishes  to  an- 
nounce that  the  reports  and  supplementary  reports 
of  Officers,  Council,  etc.,  have  been  distributed. 
Will  you  announce  that? 

Secretary  Anderton:  The  reports  and  supple- 
mentary reports  of  Officers,  Council,  Trustees,  Legal 
Counsel,  and  District  Branches  that  have  been  pub- 
lished and  distributed  to  the  members  of  the  House 
have  been  referred  to  the  respective  reference  com- 
mittees. I move,  sir,  that  the  reading  of  these 
reports  be  omitted. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
the  motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried. . . . 

Speaker  Andresen:  They  have  been  referred 
directly  to  the  reference  committees,  and  will  be 
considered  tomorrow. 

. . . .The  following  supplementary  reports  were 
mailed  to  each  member  of  the  House  of  Delegates 
under  date  of  April  25,  1949. . . . 

Section  7 ( See  125,  169 ) 

Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates,  Gentlemen : 

On  March  14,  1949,  the  Council  elected  Dr. 
Theodore  J.  Curphey  of  Hempstead,  Long  Island, 
to  succeed  the  late  Dr.  0.  W.  H.  Mitchell  as  chair- 
man of  the  Committee  on  Public  Health  and  Edu- 
cation. Dr.  Curphey  has  been  our  Second  Vice- 
President  during  the  past  Society  year.  He  has 
already  efficiently  commenced  his  important  duties. 

In  accordance  with  plans  formulated  by  the  late 
Dr.  Mitchell,  in  cooperation  with  the  New  York 
State  Department  of  Health,  President  Leo  F. 
Simpson,  with  the  approval  of  the  Council,  in 
February  appointed  the  following  Regional  Chair- 
men for  Internal  Medicine  to  function  under  the 
Public  Health  and  Education  Committee: 


Region  1 
Region  2 
Region  3 

Region  4 

Region  5 

Region  6 
Region  7 
Region  8 

Region  9 

Region  10 

Region  11 

Region  12 


New  York,  Richmond,  Bronx 

Dr.  Scott  Johnson,  New  York  City 
Kings,  Queens,  Nassau,  Suffolk 
Dr.  Alfred  P.  Ingegno,  Brooklyn 
Westchester,  Rockland,  Dutchess,  Putnam, 
Orange 

Dr.  Scott  Lord  Smith,  Poughkeepsie 
Schenectady,  Fulton,  Montgomery,  Schoharie, 
Greene,  Ulster 

Dr.  Frederic  W.  Holcomb,  Kingston 
Albany,  Washington,  Saratoga,  Columbia, 
Warren,  Rensselaer 

Dr.  L.  Whittington  Gorham,  Albany 
Clinton,  Essex,  Franklin,  St.  Lawrence 
Dr.  Daisy  H.  Van  Dyke,  Malone 
Jefferson,  Lewis,  Herkimer,  Hamilton 
Dr.  John  M.  Rice,  Watertown 
Onondaga,  Oswego,  Oneida,  Madison,  Cort- 
land, Cayuga 

Dr.  Charles  D.  Post,  Syracuse 
Broome,  Tioga,  Chenango,  Otsego,  Delaware, 
Sullivan 

Dr.  Clifton  H.  Berlinghof,  Binghamton 
Monroe,  Orleans,  Wayne,  Livingston,  Ontario, 
Yates,  Seneca 

Dr.  Benedict  J.  Duffy,  Rochester 
Chemung,  Schuyler,  Steuben,  Tompkins,  Al- 
legany 

Dr.  F.  S.  Hassett,  Elmira 
Erie,  Niagara,  Chautauqua,  Cattaraugus, 
Genesee,  Wyoming 

Dr.  Roy  L.  Scott,  Buffalo 


These  chairmen  have  already  demonstrated  their 
helpfulness  by  constructive  comments  on  the  cardiac 
teaching  program  proposed  by  the  New  York  State 
Department  of  Health,  Dr.  Herman  E.  Hilleboe, 


commissioner,  and  Dr.  I.  Jay  Brightman,  assistant 
director,  Division  of  Medical  Services. 

Your  Secretary  spent  Lincoln’s  Birthday  at  the 
American  Medical  Association  in  Chicago  with  Dr. 
Floyd  S.  Winslow,  Dr.  George  W.  Kosmak,  Mr. 
Dwight  Anderson,  Mr.  Frederick  W.  Miebach,  and 
Mr.  Thomas  E.  Walsh,  representing  the  Society  at  a 
meeting  where  the  campaign  to  enlighten  the  citi- 
zens of  our  country  regarding  the  practice  of  medi- 
cine and  its  accomplishments  was  discussed. 

As  a result  of  notices  sent  from  your  office,  7,747 
of  our  22,505  members  had  paid  their  American 
Medical  Association  assessment  by  April  5,  1949. 

Respectfully  submitted, 

W.  P.  Anderton,  M.  D.,  Secretary 

Section  8 ( See  124,  153,  139 ) 

Supplementary  Report  of  the  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

Frequent  conferences  and  thoughtful  considera- 
tion of  the  financial  affairs  of  the  Society  prompts  this 
supplementary  report  of  the  Board  of  Trustees. 

We  call  attention  to  the  fact  that  the  net  cost  of 
publishing  the  Directory  this  year  is  $88,000.  The 
Board  of  Trustees  recommends  that  the  Directory 
hereafter  be  published  once  every  four  years  instead 
of  every  two,  and  at  the  intervening  two-year  period 
that  a supplement  without  advertising  be  published 
listing  the  names  of  physicians  who  have  come  into 
practice  since  the  Directory  was  last  issued.  To  this 
end,  it  will  be  necessary  to  rescind  the  decision  by 
the  House  of  Delegates  to  publish  the  Directory  once 
in  two  years. 

Careful  financial  study  by  the  Trustees  and  due 
consideration  of  the  experience  of  the  Publication 
Committee  prompts  the  Board  of  Trustees  to  recom- 
mend that  the  listing  of  physicians  in  Connecticut 
and  New  Jersey  be  eliminated  from  future  publica- 
tions of  the  Directory  because  of  the  expense  in- 
volved. 

Further  thoughtful  study  of  the  resources  of  the 
Society  might  tend  to  diminish  or  modify  hasty 
financial  references  to  the  Board  of  Trustees.  The 
Society  carries  on  large  activities.  It  is  increasingly 
difficult  for  each  department  to  realize  what  another 
department  desires  to  spend.  The  Board  of  Trus- 
tees asks  the  Council  to  exercise  due  caution  in  re- 
questing the  spending  of  the  Society’s  money  on  new 
or  uncertain  impulses.  In  this  period  of  social  evo- 
lution in  which  medicine  has  come  to  have  increased 
responsibility,  it  is  highly  necessary  that  finances  be 
kept  in  a sound  condition  and  proper  reserves  main- 
tained, and  that  the  principles  of  the  function  and 
obligation  of  the  Board  of  Trustees  as  laid  down  in 
the  Board’s  report  this  year  be  kept  in  mind. 

The  Trustees  freely  state  that  it  is  an  easy  thing  to 
spend  the  other  fellow’s  money.  When  it  is  decided 
to  spend  money,  we  should  pause  long  enough  to  take 
a thoughtful  look  into  the  future  and  consider  what 
is  for  the  best  interests  of  the  Society  and  what  may 
be  involved  in  meeting  the  problems  confronting  the 
profession  of  medicine  in  the  present  distraught, 
puzzled,  confused,  and  uncertain  world. 

Respectfully  submitted, 

William  H.  Ross,  M.D.,  Chairman 

James  F.  Rooney,  M.D. 

Edward  T.  Wentworth,  M.D. 

Edward  R.  Cunniffe,  M.D. 

Dan  Mellen,  M.D. 
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Section  9 (See  121) 

Supplementary  Report  of  the  Malpractice  Insurance 
and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

This  supplementary  report  covers  investigations 
made  by  this  Board  into  the  matter  of  malpractice 
claim  prevention.  It  is  based  principally  on  a close 
study  of  the  Alameda  County  (California)  Medical 
Association’s  program  as  well  as  a similar  but  older 
plan  in  Los  Angeles  County,  together  with  infor- 
mation obtained  through  a personal  interview  with 
Dr.  Hurff,  chairman  of  the  Malpractice  Defense 
Committee  of  the  New  Jersey  State  Medical  Society, 
and  correspondence  with  the  secretary  of  the  Con- 
necticut State  Medical  Society. 

Alameda  County  Medical  Association.  The  claim 
prevention  plan  of  Alameda  County  is  only  a part  of 
a bold,  progressive  venture  into  a wide  field  of  public 
relations  and  medical  economics  which  has  as  its 
purpose  a cure  for  most  of  the  ills  which  afflict  the 
profession  in  these  two  general  fields.  All  activities 
are  woven  together  in  an  integrated  program,  and 
for  that  reason  claim  prevention  is  somewhat  de- 
pendent upon  other  departments,  such  as  the  Bureau 
of  Medical  Economics  which  undertakes  to  arbitrate 
economic  differences  between  doctors  and  patients, 
the  Medical  Social  Service  which  investigates  home 
conditions,  medical  services  required,  and  ability  to 
pay,  and  the  collection  service  which  is  self-support- 
ing and  which  handles  collections  of  members’  bills 
in  a manner  calculated  to  prevent  counter-claims  for 
malpractice.  This  service  frequently  discovers  and 
reports  dissatisfied  patients  with  grievances  which,  if 
not  caught  in  time,  might  develop  into  suits. 

Reduced  to  its  simplest  terms,  the  claim  preven- 
tion program  can  be  described  as  based  upon  the 
theory  that  an  injured  patient  is  entitled,  without 
cost  to  him,  to  whatever  corrective  procedures  are 
necessary  to  repair  the  damage,  whether  the  doctor 
was  right  or  wrong,  and  that  he  is  entitled  to  reason- 
able reimbursement  for  loss  of  time  and  for  pain  and 
suffering  if,  in  the  considered  judgment  of  the  medi- 
cal experts,  the  doctor  was  at  fault.  If  the  doctor 
was  not  at  fault,  any  payment  beyond  the  cost  of  the 
corrective  treatments  is  resisted  solidly  by  the  entire 
county  organization.  This  theory  can  easily  be 
stated,  but  to  put  it  into  practical  application  re- 
quires a great  deal  of  organization,  hard  work,  disci- 
pline, and  close  cooperation  between  the  county  or- 
ganization, the  members,  their  legal  service,  and 
their  insurance  company. 

Every  member  is  required  to  report  to  the  county 
association  immediately  any  occurrence  or  con- 
dition which  he  observes  in  his  own  patients  or  those 
who  come  to  him  from  another  doctor,  which  he 
thinks  may  lead  to  a dissatisfied  patient  and  a mal- 
practice claim.  From  there  on,  no  set  procedure  is 
followed,  because  no  two  cases  are  alike.  But,  gen- 
erally speaking,  the  case  is  reported  to  the  insurance 
company,  whose  claim  representative  enters  the  case 
and  thereafter  takes  part  in  all  considerations  of  it. 
The  patient  is  fully  informed  as  to  his  condition,  an 
examination  is  made  by  the  best  expert  available, 
corrective  procedure  is  decided  upon,  and  carried 
out  when  not  refused  by  the  patient.  The  ablest 
man  available  in  that  part  of  the  state  is  brought  in, 
if  necessary,  for  consultation  or  for  the  corrective 
procedure,  all  of  which  is  paid  for  by  the  insurance 
company  and  charged  to  the  loss  experience  of  the 
group. 

All  the  doctors  involved  are  brought  together  for  a 
frank,  friendly,  and  helpful  discussion  of  the  case. 
The  doctor’s  and  hospital  records  are  examined,  and 


finally  a determination  is  made  as  to  whether  or  not 
the  doctor  was  at  fault.  Throughout  this  period 
there  is  no  criticism  of  anyone.  All  members  are 
presumed  to  have  a common  interest  in  the  case, 
and  those  involved  put  their  shoulders  to  the  wheel 
and  push  together. 

When  the  patient  has  recovered  or  has  been  re- 
stored to  the  best  physical  condition  possible  in  the 
circumstances,  the  question  of  a monetary  settlement 
is  taken  up  if  the  doctor  has  been  judged  at  fault. 

Compliance  with  the  requirements  of  this  program 
is  undoubtedly  voluntary  on  the  part  of  a large  ma- 
jority of  members,  as  no  doubt  it  would  be  among 
conscientious  doctors  anywhere.  But  there  are 
enough  members  who  do  not  willingly  subscribe  to 
the  program  so  that  it  could  not  have  been  brought 
to  its  present  effectiveness  in  the  absence  of  sanctions 
or  penalties  which  may  be  applied  to  secure  disci- 
pline and  compliance.  There  are  various  penalties 
provided,  and  they  are  applied  with  great  care  to  fit 
each  individual  case.  While  the  weight  of  medical 
opinion  in  a neighborhood  is,  in  itself,  a potent  cor- 
rective factor,  the  following  specific  penalties  may  be 
used  when  required: 

(a)  In  Hospitals.  A member  may  be  denied 
the  right  to  undertake  certain  treatments  or  pro- 
cedures in  his  hospital  or  required  to  undertake 
them  only  in  the  presence  of  a member  of  an  ap- 
propriate American  college  or  board  of  specialists. 
In  some  cases,  hospital  privileges  may  be  with- 
drawn entirely. 

( b ) Insurance.  A member’s  insurance  may  be 
endorsed  so  as  to  exclude  protection  on  account  of 
certain  treatments  or  procedures.  It  may  be  re- 
duced to  a minimum  of  $5,000.  It  may  be  en- 
dorsed so  as  to  require  the  member  to  bear  the 
first  $500  or  $1,000  of  any  loss  caused  by  him,  or 
his  insurance  may  be  cancelled  outright. 

(c)  County  Association.  Under  procedure  laid 
down  by  the  State  Association,  a doctor  may  be 
expelled  from  membership  in  the  County  Asso- 
ciation. 

The  whole  purpose  of  the  plan  is  to  get  to  the  in- 
jured patient  as  quickly  as  possible  and  to  do  what- 
ever is  necessary  to  repair  the  damage  as  completely 
as  possible  and  thus  prevent  potential  claims  from 
developing  into  suits.  To  accomplish  this  requires 
the  fullest  cooperation  by  all  members,  who  accept 
the  principle  that  a malpractice  suit  against  one 
member  is  the  concern  of  all  of  them. 

Many  cases  were  cited  to  show  the  number  of  mal- 
practice suits  which  have  been  avoided  and  the 
money  which  has  been  saved.  On  the  showing  of 
these  cases  alone,  there  can  be  no  doubt  that  the 
plan  works.  It  reduces  the  number  of  malpractice 
suits  and  the  cost  of  disposing  of  malpractice  claims. 
It  has  eliminated  or  minimized  many  abuses  which 
give  rise  to  malpractice  actions,  and  thus  it  has  im- 
proved the  quality  of  medical  service  in  the  county 
and  increased  the  respect  and  confidence  of  the 
public. 

The  Alameda  County  program  has  been  developed 
under  the  inspiration  and  effective  leadership  of  Mr. 
Roland  Waterson,  the  executive  secretary,  staunchly 
supported  by  the  leading  members  of  the  Association. 
Mr.  Waterson  is  careful  to  point  out  that  it  has  taken 
at  least  four  years  to  develop  their  program,  which 
is  not  yet  considered  complete.  As  each  county  ac- 
tivity is  organized  and  put  in  working  order,  an 
assistant  is  put  in  charge  of  it,  thus  freeing  Mr. 
Waterson’s  time  to  go  on  and  develop  other  services. 

The  insurance  plan  of  the  Association  is  frankly  an 
experiment  which  has  not  yet  proved  itself.  It  is 
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written  for  a five-year  term,  at  the  end  of  which  a 
new  contract  will  be  negotiated.  It  does  not  appear 
to  be  based  upon  normal  actuarial  computations. 
It  provides  for  rate  changes  from  year  to  year  which 
appear  to  be  more  in  the  nature  of  rewards  or  penal- 
ties for  yearly  results  rather  than  adjustments  upon 
actual  costs  which  cannot  be  determined  until  five 
or  six  years  have  elapsed.  Furthermore,  it  does  not 
appear  that  any  reserves  are  established  for  the  in- 
curred but  not  reported  cases.  This  is  the  factor 
which  has  made  malpractice  insurance  rating  difficult 
for  all  companies,  so  unless  such  reserves  are  pro- 
vided for  in  some  manner  not  shown  in  the  carrying 
agreement,  the  end  results  at  some  time  in  the  future 
may  be  quite  different  from  those  now  contemplated 
by  the  Association  and  the  insurance  company. 

Under  the  plan  only  50  per  cent  of  the  premiums 
are  available  for  losses  and  loss  expense.  Annual 
premium  dividends  amounting  to  20  per  cent,  which 
normally  would  be  credited  to  the  individual  mem- 
bers, are  paid  to  the  Association  and  used  to  defray 
the  expense  of  producing  and  supervising  the  busi- 
ness, keeping  records,  etc.  This  leaves  30  per  cent 
available  to  the  company  for  their  profit  and  operat- 
ing expenses  which  do  not  include  any  acquisition 
cost  (commissions).  This  appears  very  attractive 
from  the  company’s  standpoint  because  their  pub- 
lished expense  ratio,  including  commissions  and 
agents’  salaries,  averages  only  about  16  per  cent. 
Nevertheless,  the  insurance  plan,  up  to  date  at  least, 
has  served  the  needs  of  the  members  admirably,  at 
rates  approximately  half  those  charged  by  Lloyd’s 
of  London,  which  is  the  only  other  organization  writ- 
ing malpractice  insurance  in  that  part  of  the  state. 
In  addition,  the  enthusiastic  assistance  and  coopera- 
tion of  Mr.  Thomas  Hadfield,  the  resident  vice- 
president  and  manager  of  the  company,  has  been  of 
very  great  value  to  the  Association. 

Last  year,  it  was  reported  that  the  plan  had  paid 
out  only  $750  in  three  years  and  it  was  this  figure 
which  first  attracted  the  favorable  notice  of  the 
Medical  Society  of  the  State  of  New  York.  Figures 
recently  obtained  from  the  Association  show  that, 
near  the  end  of  the  fourth  year,  $4,300  has  been  paid 
out  in  closed  claims  and  reserves  of  $23,000  have  been 
established  for  seven  suits  which  have  not  yet  been 
tried.  Because  of  the  unusual  delay  in  the  develop- 
ment of  malpractice  actions,  four  years  is  too  short 
a period  upon  which  to  predicate  conclusions  as  to 
what  the  ultimate  loss  experience  may  be.  Also, 
the  apparent  failure  to  provide  reserves  for  incurred 
but  not  reported  cases  increases  the  possibility  that 
the  final  loss  experience  may  be  disappointing. 
However,  consideration  of  the  actuarial  aspects  of 
the  insurance  plan  should  not  be  permitted  to  detract 
from  the  excellent  results  achieved  by  the  claim- 
prevention  program.  Without  it,  the  loss  experi- 
ence up  to  date  would  undoubtedly  have  been  very 
much  higher  and  the  members  would  probably  be 
paying  twice  as  much  for  their  insurance. 

Los  Angeles  County  Medical  Association.  The 
claim  prevention  program  in  Los  Angeles  County  was 
inquired  into  by  the  Board  because  it  is  older  than 
that  of  Alameda  County  and  is  credited  with  hav- 
ing inspired  much  of  the  plan  adopted  by  the  latter 
Association.  It  is  also  of  interest  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York  be- 
cause the  4,600  members  of  Los  Angeles  County 
serve  a population  comparable  in  size  with  the 
largest  counties  in  metropolitan  New  York. 

The  Los  Angeles  County  Association  has  not  de- 
veloped a public  relations  or  medical  economics  pro- 
gram comparable  with  that  of  Alameda  County,  but 
its  malpractice  claim  prevention  plan  is  well  orga- 


nized and  efficiently  carried  out.  The  basic  prin- 
ciples are  the  same  as  those  described  above.  Im- 
mediate action  and  unlimited  care  and  funds  for 
corrective  measures  to  rehabilitate  injured  patients 
are  first  considerations  in  every  case.  In  one  case 
cited,  a neurosurgeon  was  flown  to  Los  Angeles  from 
Washington,  D.C.,  to  repair  the  nerves  and  tendons 
of  a boy’s  hand,  which  had  been  severed  in  two 
places.  Complete  function  and  use  of  the  hand  was 
restored.  The  cost  of  the  repairs  was  probably  high, 
but  very  small  compared  with  the  cost  of  damages 
which  might  have  been  assessed  against  the  respon- 
sible doctor  by  a jury  if  the  repair  had  not  been 
made. 

In  cases  which  cannot  be  disposed  of  in  this  man- 
ner, it  is  customary  to  hold  a medical  review  or  trial 
in  the  general  locality  of  the  defendant’s  practice. 
A jury  of  six  or  eight  doctors  in  the  area  is  selected 
to  hear  the  case  and  the  medical  defense  committee 
sits  as  judges.  Every  aspect  of  both  sides  of  the 
case  is  fully  discussed  in  the  presence  of  the  plaintiff 
and  his  attorney  if  they  care  to  attend.  At  the  close 
of  the  case,  the  jury  determines  whether  or  not  the 
defendant  doctor  was  guilty  of  malpractice,  error,  or 
mistake,  and  whether  the  case  should  be  settled  or 
resisted  in  court.  The  finding  of  the  jury  is  ac- 
cepted by  the  Association  and  the  insurance  com- 
pany, and  the  case  is  then  handled  in  accordance 
with  the  findings. 

The  Association  attaches  great  importance  to  this 
procedure  because  of  the  educational  and  sobering 
effect  it  has  upon  the  defendant  and  members  of  the 
jury,  some  of  whom  have  occasionally  been  put  on 
the  jury  because  they,  themselves,  are  believed  to 
be  potential  offenders. 

Applicants  for  membership  in  the  Los  Angeles 
County  Association  are  required,  before  admittance, 
to  attend  three  indoctrination  or  orientation  lec- 
tures, one  of  which  is  on  the  subject  of  malpractice 
liability. 

Every  member  who  applies  for  insurance  is  re- 
quired to  have  a thorough  inspection  of  his  office, 
equipment,  routine  records,  nurses,  technicians,  etc., 
before  his  application  is  approved.  The  inspection 
is  made  by  experts  trained  by  the  Association,  which 
fixes  the  minimum  standards  of  acceptability.  In- 
surance is  not  granted  to  a member  if  the  Associa- 
tion fails  to  approve  his  application.  Applicants  are 
required  to  pay  a $5.00  fee  for  the  inspection, 
whether  their  applications  are  approved  or  not. 

It  is  reported  that  approximately  240  malpractice 
claims  arise  each  year  against  the  3,500  members  in- 
sured in  the  Association’s  insurance  plan.  Of  these, 
70  per  cent,  or  about  170,  result  in  suits  filed.  Of 
the  suits  filed,  30  per  cent,  or  approximately  20  a 
year,  result  in  payments  of  some  kind  to  the  plain- 
tiffs. Some  judgments  have  been  obtained,  but  all 
of  them  have  been  appealed  and  reversed  or  com- 
promised before  the  appeals  were  heard.  This  is  the 
basis  for  the  statement  that  there  have  been  no 
judgments  in  eight  years  against  members  insured 
in  the  Association  plan.  Of  all  the  cases  filed  in  Los 
Angeles  County,  54  per  cent  are  against  doctors 
whose  professional  standing  is  rated  in  the  com- 
munity as  better  than  average.  Eight  cases  have 
been  against  teachers  in  local  medical  schools. 

It  was  further  reported  that  the  number  and  cost 
of  malpractice  actions  against  members  insured  in 
the  Association’s  plan  have  slowly  decreased  since 
1946,  but  those  against  others  have  remained  about 
level  or  are  increasing. 

Apparently  the  discipline  and  solidarity  of  purpose 
among  the  members  of  Los  Angeles  County  is  not  as 
great  as  in  Alameda  County  due,  probably,  to  the 
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larger  number  of  members  and  a wider  diversity  of 
interests.  However,  the  same  sanctions  and  penal- 
ties are  used  in  both  counties  and  in  Los  Angeles 
these  are  more  responsible  for  the  cooperation  ob- 
tained than  in  Alameda  County.  The  use  of  the 
deductible  average  clause  up  to  $1,000  has  proved 
very  effective  in  Los  Angeles.  Only  one  member 
with  a deductible  clause  attached  to  his  insurance  has 
been  sued  the  second  time,  whereas,  before  the  adop- 
tion of  this  penalty,  more  than  one  suit  against  the 
same  doctor  was  not  uncommon.  The  extent  to 
which  the  members  approve  this  penalty  is  illus- 
trated by  the  fact  that  some  years  ago  a $250  de- 
ductible clause  was  attached  to  the  insurance  of  all 
plastic  surgeons.  Recently,  when  the  Association 
offered  to  eliminate  this  provision  from  their  insur- 
ance, the  plastic  surgeons  held  a meeting  and  unani- 
mously voted  to  have  it  retained. 

Little  or  no  information  could  be  obtained  about 
the  details  of  the  insurance  plan.  There  is  no  agree- 
ment between  the  company  and  the  Association  as 
to  what  percentage  of  the  premiums  is  allocated  to 
losses  and  operat  ing  expenses  and  the  Association  has 
no  knowledge  of  the  actuarial  details  of  the  plan  or 
how  it  is  rated.  All  of  the  operation  and  much  of 
the  claim  work  is  left  to  the  company,  which  has 
the  right  to  cancel  individual  policies  for  cause,  and 
this  right  is  exercised  freely.  Dr.  Regan,  the  execu- 
tive secretary  of  the  Association,  agreed  to  get  from 
the  insurance  company  a schedule  of  their  rates  and 
other  information  bearing  upon  this  insurance  plan 
and  send  it  to  the  Board,  but  this  had  not  been  re- 
ceived up  to  the  time  this  report  was  prepared.  He 
did  state  that  about  $15,000  a year  is  paid  by  the 
insurance  company  to  the  Association  to  defray  the 
cost  of  their  claim-prevention  program. 

Although  no  information  was  obtained  as  to  the 
loss  ratio  up  to  date,  a review  of  the  many  cases 
which  were  prevented  from  developing  into  suits 
indicates  that  the  loss  experience,  whatever  it  may 
be,  would  have  been  much  higher  had  it  not  been  for 
their  effective  claim-prevention  plan. 

Dr.  Regan,  in  addition  to  having  practiced  medi- 
cine successfully,  is  an  attorney  admitted  to  practice 
in  California.  He  has  spent  some  years  in  the  study 
of  the  legal  liability  of  the  medical  profession  and 
how  to  avoid  as  well  as  how  to  defend  malpractice 
claims.  It  may  be  assumed,  therefore,  that  most, 
if  not  all,  of  the  claim-prevention  program  of  Los 
Angeles  County  was  developed  by  him  and  has  grown 
under  his  leadership.  Dr.  Regan  stated  that  he 
visits  and  talks  with  the  staff  of  every  hospital  and 
meets  with  every  organized  specialist  group  in  Los 
Angeles  County  at  least  three  times  a year. 

It  has  been  said  that  the  medical  men  of  Cali- 
fornia have  been  driven  by  a combination  of  many 
factors  to  band  closely  together  in  self-defense. 
However  true  that  may  be,  contact  with  the  ac- 
tivities of  these  two  county  medical  associations 
creates  the  impression  of  fresh  and  vigorous  ability 
to  devise  new  solutions  for  old  problems  and,  by 
hard,  cohesive  efforts,  to  make  them  work. 

Dr.  Regan  and  Mr.  Waterson  gave  a great  deal  of 
their  time  to  a thorough  explanation  of  their  situa- 
tions and  programs,  and  the  Board  desires  to  record 
its  appreciation  of  their  helpful  cooperation. 

Connecticut.  Each  of  the  component  county 
medical  associations  of  the  Connecticut  State  Medi- 
cal Society  has  a Committee  on  Medical  Ethics  and 
Deportment,  whose  sole  purpose  is  to  review  and 
comment  upon  threatened  and  actual  suits  of  pro- 
fessional malpractice. 

All  cases  of  this  nature  are  referred  to  these  county 


committees  and,  when  necessary,  the  Committee 
confers  with  the  legal  counsel  of  the  company  which 
carries  their  group  professional  liability  insurance. 
It  is  felt  that  as  a result  of  this  procedure  the  num- 
ber of  suits  for  professional  malpractice  in  Connecti- 
cut has  dropped  considerably. 

No  concrete  figures  have  been  obtained  from  this 
source.  Although  it  is  known  that  the  premium 
rate  in  Connecticut  is  lower  than  it  is  in  New  York 
State,  it  is  also  well  known  that  the  average  verdict 
rendered  by  Connecticut  juries  is  considerably  less 
than  those  rendered  in  New  York  State.  This  in- 
vestigation will  be  continued  at  some  convenient 
later  date. 

New  Jersey.  The  modus  operandi  in  New  Jersey 
is  essentially  the  same  as  in  Connecticut.  The 
larger  component  county  societies  have  special  stand- 
ing committees  to  investigate  malpractice  claims. 
Similar  service  is  rendered  the  smaller  counties  by 
special  advisors  appointed  by  the  State  Medical 
Society.  The  plans  of  both  of  these  states  differ 
from  our  own  in  that  the  state  society  does  not  have 
all  the  actuarial  data  necessary  for  adequate  deter- 
mination of  premium  rates  and  lacks  any  control  in 
the  setting  of  these  rates. 

Conclusions.  As  a result  of  its  investigations, 
this  Board  concludes  that  the  number  and  cost  of 
malpractice  suits  against  our  members  can  be  re- 
duced by  a claim-prevention  program  carefully  de- 
signed to  fit  the  situation  of  our  counties  or  groups  of 
counties,  provided  that  it  has  the  strong  support  of  a 
majority  of  the  members  of  the  various  component 
groups.  The  program  should  include  such  activities 
as  education  of  individual  practitioners  in  how  to 
avoid  such  claims  and  investigation  into  claims 
when  made,  with  an  endeavor  to  secure  the  coopera- 
tion of  all  physicians  concerned.  Such  a plan  would 
be  a radical  departure  from  our  established  proce- 
dure and  should  be  organized  with  the  greatest  care. 

This  Board  has  received  from  the  Council  au- 
thority to  establish  “pilot”  committees  for  this  pur- 
pose in  certain  selected  test  counties.  It  would  not 
be  advisable  to  attempt  to  inaugurate  this  plan  on 
a State-wide  basis  at  one  fell  swoop.  The  organiza- 
tion of  these  pilot  committees  should  be  carried  out 
with  the  greatest  care,  and  their  operation  closely 
observed  in  cooperation  with  this  Board  and  the 
Counsel  of  the  State  Society.  As  the  pilot  commit- 
tees establish  their  value,  other  committees  could 
be  organized  in  other  counties  or  districts  as  the  case 
might  require,  with  the  idea  of  eventually  covering 
the  entire  State. 

The  results  of  such  a program  should  not  be  ex- 
pected to  produce  a decrease  of  insurance  rates  for  a 
considerable  period,  perhaps  four  or  five  years,  be- 
cause acts  which  form  the  basis  for  the  claims  or 
suits  that  will  arise  during  those  years  have  already 
been  committed.  Aside  from  monetary  considera- 
tions, however,  any  program  which  can  reduce  the 
incidence  of  preventable  claims  is  a service,  not  only 
to  the  members  of  the  Medical  Society,  but  also  to 
the  good  name  of  the  medical  profession  as  a whole, 
and  to  the  public  whose  welfare  depends  upon  close 
adherence  to  the  high  standards  of  ethical  practice 
by  all  members  of  the  medical  profession. 

Respectfully  submitted, 

Leo  F.  Schiff,  M.D.,  Chairman 

Chas.  Gordon  Heyd,  M.D. 

John  F.  Kelley,  M.D. 

Christopher  Wood,  M.D. 

Thomas  M.  D’Angelo,  M.D. 
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Section  10  ( See  115 ) 

Supplementary  Report  of  the  Council — Part  VII: 
Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Economics  submits 
the  following  Supplementary  Report: 

At  a meeting  of  the  Subcommittee  on  Medical 
Expense  Insurance,  held  at  the  Society  offices  Febru- 
ary 25,  jointly  with  the  presidents  of  the  six  State 
Society  approved  medical  care  insurance  plans,  or 
their  representatives,  the  feasibility  of  establishing  a 
State-wide  contract  with  uniform  benefits,  to  be 
offered  by  present  plans  but  not  to  supersede  present 
contracts,  was  discussed. 

For  the  information  of  the  Committee,  Mr.  Farrell 
read  a statement  outlining  differences  in  present 
contract  provisions  in  the  plans,  and  also  called  at- 
tention to  selected  items  on  a comparative  fee  sched- 
ule to  illustrate  the  lack  of  conformity  in  fees 
throughout  the  State. 

All  aspects  of  this  program  were  discussed  at  length 
and  resulted  in  the  following  recommendations : 
That  a State-wide  uniform  contract  be  estab- 
lished; that  it  offer  surgical,  in-hospital  medical 
benefits,  including  fractures  and  maternity;  that 
surgical  care  be  rendered  in  the  hospital,  home,  or 
physician’s  office,  and  that  medical  care  be  con- 
fined to  in-hospital  cases; 

That  the  contract  embrace  service  and  indem- 
nity features,  the  point  of  distinction  being  income 
limits;  that  the  tentative  income  ceiling  be  $5,000 
for  a family  of  two  or  more. 

After  further  discussion,  consideration  was  given 
to  ceilings  of  $2,500  for  an  individual,  and  $4,000 
to  $4,500  for  a family  of  two  or  more.  The  voting 
on  this  was  not  unanimous,  but  all  ceilings  con- 
sidered were  tentatively  recommended  and  not  re- 
garded as  final. 

A provision  in  present  contracts  governing  the  age 
limit  of  sixty-five  or  over,  in  relation  to  enrolment 
and  continuous  coverage  after  age  sixty-five,  was 
referred  back  to  each  plan  with  a recommendation 
that  serious  consideration  be  given  to  possible  in- 
creases in  claims  from  this  group,  and  that  studies 
be  made  of  these  groups  before  plans  are  committed 
to  a policy,  that  once  a subscriber  he  may  remain  so 
regardless  of  age. 

The  distinction  exercised  by  some  plans  in  the 
payment  of  fees  to  participating  and  nonparticipat- 
ing doctors  in  plan  operating  areas  was  discussed, 
and  it  was  recommended  that  this  matter  be  left  to 
the  judgment  of  local  plans  and  that  the  Medical 
Society  of  the  State  of  New  York  implement  its  com- 
ponent societies  to  be  vigilant  in  urging  nonpartici- 
pating physicians  to  affiliate  with  their  local  plan. 

It  was  recommended  that  the  services  of  an  actu- 
ary be  obtained  for  this  program  and  that  plans  be 
approached  to  share  pro  rata  the  expense  entailed. 

Mr.  Farrell  was  authorized  to  contact  each  plan, 
to  obtain  information  necessary  to  amplify  a policy 
which  would  be  acceptable  State-wide,  and  to  solicit 
the  aid  of  committee  members  in  this  project. 

The  actions  of  this  Committee,  as  recommended, 
were  presented  to  the  Council  at  its  March  10,  1949, 
meeting  and  were  accepted  in  principle.  It  was 
voted  that  the  Council  favors  a contract  accord- 
ing to  the  1948  House  of  Delegates,  and  that  the 
Committee  proceed  with  the  formulation  of  such  a 
contract. 

Respectfully  submitted, 

Carlton  E.  Wertz,  M.D.,  Chairman 

Council  Committee  on  Economics 


Section  11  (A)  (See  82) 

Annual  Report  of  the  Board  of  Directors  of  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  and  Report 
of  the  Council  Committee  on  Liaison  with  Veterans 
Administration — Part  VIII: 

To  the  House  of  Delegates,  Gentlemen: 

This  report  includes  in  its  contents  reference  to  the 
work  of  the  Liaison  Committee  of  the  Medical 
Society  of  the  State  of  New  York  with  the  Veterans 
Administration.  Since  the  work  of  both  groups 
relates  to  veterans’  care  it  may  serve  for  better  under- 
standing and  brevity  to  present  this  as  a combined 
report.  The  Veterans  Medical  Service  Plan  of 
New  York,  Inc.,  is  an  independent  group  set  up  so 
that  contracts  for  veterans’  medical  and  surgical 
care  could  be  made  by  the  Veterans  Administration 
with  the  practicing  medical  profession  of  the  State 
of  New  York. 

The  first  contract  was  signed  August  7,  1946,  and 
began  operating  September  15,  1946.  During  this 
period  there  have  been  several  extensions  of  the 
contract,  and  in  the  past  year  this  has  been  done 
for  three-month  periods  with  little  substantial 
change  in  the  contract. 

Our  present  contract  expires  June  30,  1949,  which 
is  the  end  of  the  Federal  fiscal  year  and  the  regular 
time  for  expiration  of  contracts. 

The  contract  includes,  as  it  has  from  the  beginning, 
employment  of  physician  Coordinators  by  the 
Veterans  Medical  Service  Plan  of  New  York,  Inc. 
The  Veterans  Administration  furnishes  a sum  to  the 
Veterans  Medical  Service  Plan  of  New  York,  Inc., 
which  is  to  enable  the  Plan  to  pay  its  Coordinators. 
The  Coordinators  are,  however,  wholly  the  em- 
ployes of  the  Veterans  Medical  Service  Plan  of  New 


York,  Inc.  These  Coordinators  are  the  following 
physicians : 

George  Hunter  O’Kane,  M.D. . . .New  York  City 

Paul  T.  Crosby,  M.D Syracuse 

Frederick  H.  Petters,  M.D Buffalo 

Thomas  G.  Fitzgerald,  M.D Albany 

A.  W.  Rupert,  M.D Albany 


Briefly,  the  duties  of  Coordinators  include  integra- 
tion of  Veterans  Administration  activities  with  re- 
spect to  physicians  participating  in  the  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  review,  ap- 
proval, and  adjudication  of  all  claims  for  payment  for 
services  rendered  under  the  Plan,  individual  review 
and  approval  of  the  content  and  nature  of  the  profes- 
sional report  submitted  by  the  physician,  and  proce- 
dures concerning  complaints  registered  against  partici- 
pating physicians,  particularly  with  regard  to  ques- 
tion of  ethics  involved.  Although  the  Veterans  Ad- 
ministration could  make  more  use  of  the  consulting 
capacities  of  our  Coordinators,  the  system  of  review 
is  in  most  respects  ideal.  As  of  the  quarter  begin- 
ning April  1,  1949,  there  are  no  new  complaints 
against  doctors  participating  under  the  Plan  which 
require  investigation.  Minor  difficulties  or  dis- 
agreements with  physicians  have  been  handled  by 
telephone  or  letter  with  satisfactory  final  disposition. 

The  Coordinators  are  physicians  of  high  standing 
and  arc  universally  respected  in  all  areas  by  veteran 
patients,  the  practicing  physicians  and  their  county 
societies,  and  by  the  Veterans  Administration. 
Later  figures  in  this  report  will  give  some  idea  of  the 
huge  amount  of  professionalwork  that  has  been  trans- 
acted since  the  beginning  of  the  Plan  in  September, 
1946.  Every  complaint  over  any  act  has  been  in- 
vestigated and  properly  taken  care  of,  and  the  Medi- 
cal Society  of  the  State  of  New  York  may  well  be 
proud  of  the  conduct  of  its  physicians  in  this  large 
and  difficult  venture.  We  have  insisted  that  in  all 
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cases  where  authorization  is  made  to  a veteran  to 
receive  care  under  this  home  town  fee  basis  system, 
that  the  veteran  have  full  opportunity  for  his  free 
choice  of  physician,  including  specialists.  There 
have  been  some  efforts  in  various  local  areas  on  the 
part  of  the  Veterans  Administration  physicians  to 
interfere  with  this  free  choice  prerogative.  A few 
months  ago  in  the  New  York  City  area  it  was  found 
that  the  Veterans  Administration  clinic  facilities 
were  not  able  to  accommodate  patients  within  a two- 
week  period.  This  was  then  called  a hardship  case 
and  the  recommended  medical  care  was  to  be  pro- 
vided by  a private  physician.  The  directive  con- 
tained the  following  sentence:  “Under  this  hardship 
category  the  veterans  will  not  have  the  privilege  of 
selecting  the  physician  who  is  to  render  the  treat- 
ment required.’’  We  made  immediate  and  vigorous 
objection  to  this  policy  and  I am  happy  to  say  that 
the  director  of  the  Out-Patient  Service,  Washington, 
D.C.,  and  the  medical  director  of  the  New  York 
State  Branch  promptly  changed  this  directive,  which 
after  all  was  mainly  the  idea  of  a local  branch  sub- 
ordinate. 

It  is  my  belief  that  the  Veterans  Administration 
with  its  experience  in  this  Plan  subscribes  to  the 
superiority  of  the  free  choice  principle.  It  should  be 
pointed  out  that  authorization  for  medical  care  is 
possible  only  to  service-connected  cases.  The  au- 
thorization is  granted  only  when  Veterans  Adminis- 
tration facilities  are  not  feasibly  at  hand,  resulting  in 
the  “hardship”  status  for  the  veteran.  The  build- 
ing up  of  clinical  facilities  by  the  addition  of  part- 
time  personnel  constantly  reduces  the  number  of  fee 
basis  patients.  It  is  in  my  opinion  most  unfortu- 
nate when  such  physicians,  who  should  be  treating 
these  patients  privately  under  a fee  basis  plan,  are 
treating  patients  in  overcrowded  clinics.  It  is  curi- 
ous that  some  of  these  physicians,  who  are  thus  work- 
ing at  substandard  rates,  complain  that  their  home 
town  fee  schedule  is  too  low  or  that  they  are  losing 
their  private  patients  to  Veterans  Administration 
outpatient  departments.  The  contract  with  the 
Veterans  Administration  provides  a fee  schedule 
which  is  an  independent  one  for  New  York  State. 
The  format  is  that  quite  universally  used  in  all  of 
the  stages,  but  the  fees  are  a matter  of  special  agree- 
ment between  the  Veterans  Medical  Service  Plan  of 
New  York,  Inc.,  and  the  Veterans  Administration. 

At  the  first  of  the  year  we  encountered  a great 
difficulty  in  that  the  general  accounting  office  (Bu- 
reau of  the  Budget,  Washington,  D.C.)  challenged 
the  validity  of  Part  II  of  the  agreement  between  the 
Veterans  Administration  and  the  Veterans  Medical 
Service  Plan  of  New  York,  Inc.  Inasmuch  as  the 
general  accounting  office  holds  a supervisory  relation- 
ship over  the  financial  activities  of  other  Federal 
agencies,  the  branch  medical  director  was  forced  to 
suspend  all  other  authorizations  and  payments  based 
on  the  fee  schedule  set  forth  in  Part  II  and  to  substi- 
tute the  fee  scale  set  forth  in  the  so-called  V eterans 
Administration  National  Fee  Schedule.  To  give 
some  idea  as  to  the  subjugation  of  medical  care  in 
these  instances  I quote  from  the  letter  of  the  Branch 
Medical  Director:  “Neither  you,  nor  I,  nor  anyone 
in  the  Veterans  Administration  in  Washington  has 
any  option  in  this  matter.  We  must  follow  the 
general  accounting  office’s  mandate.” 

Part  II  was  challenged  because  “it  was  a tentative 
agreement  and  not  a firm  agreement  supported  by 
the  firm  acceptance  of  all  contracting  parties.” 
However,  we  had  been  operating  under  this  Part  II 
system  from  September,  1946,  to  January,  1949.  I 
am  pleased  to  report  that  after  a few  prompt  meet- 
ings with  the  Veterans  Administration  officials  we 


were  able  to  agree  upon  a new  fee  schedule  which  was 
officially  accepted  as  of  April  1, 1949.  This  schedule 
was  adopted  by  the  Plan  after  it  was  thoroughly  re- 
viewed by  the  Liaison  Committee.  All  of  the  fee 
schedule  material  had  been  studied  and  approved  by 
the  Liaison  Committee,  representing  the  Medical 
Society  of  theState  of  New  York,  before  it  was  adopted 
by  the  Plan.  We  have  also  endeavored  to  keep 
our  fee  schedule  in  all  respects  equal  to  that  of  our 
Workmen’s  Compensation  Fee  Schedule.  I believe 
that  our  fee  schedule  is  sufficiently  high  to  merit  the 
good  professional  services  which  we  demand  and 
that  it  is  also  very  considerate  of  the  cost  to  the 
Federal  government.  These  fee  schedules  are  sub- 
ject to  revision  and  agreement  from  time  to  time  and 
we  are  glad  to  take  up  any  item  which  the  Veterans 
Administration  or  the  participating  physician  may 
complain  of  as  unjust.  I wish  to  emphasize  that  this 
is  a joint  fee  schedule  and  it  represents  the  mutual 
satisfaction  of  the  Veterans  Medical  Service  Plan 
of  New  York,  Inc.,  and  the  Veterans  Administra- 
tion. The  new  fee  schedule  is  known  as  Fee  Catalog 
No.  4. 

The  House  of  Delegates  in  1948  adopted  a resolu- 
tion asking  that  representatives  from  the  Medical 
Society  of  the  State  of  New  York  meet  with  repre- 
sentatives of  various  veteran  groups.  This  meeting 
was  held  as  a dinner  meeting  at  the  Hotel  Commo- 
dore on  February  9,  1949.  It  was  attended  by  the 
President  of  the  Medical  Society,  the  Board  of 
Directors  of  Veterans  Medical  Service  Plan  of  New 
York,  Inc.,  and  the  Liaison  Committee  of  the  Medi- 
cal Society.  The  veteran  groups  were  represented 
by  the  American  Legion,  the  Disabled  American 
Veterans,  the  American  Red  Cross,  and  the  Catholic 
War  Veterans.  Other  veterans’  organizations  were 
invited.  There  was  a thorough  discussion  of  the 
medical,  surgical  and  hospital  services  for  veterans, 
especially  those  veterans  with  service-connected  dis- 
abilities who  were  eligible  for  care  under  the  Plan. 
A much  better  understanding  of  our  purposes  re- 
sulted from  this  meeting.  Several  veterans  ex- 
pressed the  view  that  the  medical  profession  might 
take  a greater  interest  in  their  claim  and  pension 
examinations.  This  especially  referred  to  reports 
made  by  physicians  following  these  examinations. 
It  was  pointed  out  that  all  of  this  work  is  done  by 
physicians  who  are  employes  or  direct  designates  of 
the  Veterans  Administration  and  that  this  portion  of 
the  service  was  not  included  in  the  operation  of  our 
Plan.  There  was  general  expression  that  the  vet- 
erans should  have  free  choice  of  physician,  but  many 
of  the  veterans  thought  that  there  should  be  no  cur- 
tailment of  clinic  facilities  or  veterans  hospitals.  It 
was  decided  to  hold  similar  meetings  from  time  to 
time.  It  appeared  that  the  veterans  in  attendance 
at  the  meeting  were  impressed  with  the  fact  that  the 
Medical  Society  of  the  State  of  New  York  is  in- 
terested in  securing  the  best  medical  care  for  veteran 
patients. 

Statistics  offer  some  difficulty  in  determination, 
but  it  may  be  of  interest  to  report  some  figures. 
During  the  fiscal  year  which  ended  June  30,  1948, 
98,609  veterans  were  treated  by  private  physicians 
under  the  Veterans  Medical  Service  Plan  of  New  York 
Inc.  , at  a cost  of  $2,582,761  to  the  Veterans  Adminis- 
tration. About  59  per  cent  of  all  VA  outpatient 
medical  care  in  the  State  was  performed  by  non-VA 
physicians.  Under  a similar  arrangement  with 
dentists  95  per  cent  of  all  dental  care  rendered  dur- 
ing the  year  was  performed  by  non-VA  dentists; 
94,238  treatments  and  64,279  examinations  were 
authorized  to  fee  basis  dentists  and  were  completed 
at  a cost  of  $7,688,016  to  the  Veterans  Administra- 
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tion.  In  the  comparison  of  figures  in  medical  and 
dental  care  it  should  not  escape  notice  that  95  per 
cent  of  the  dental  care  was  performed  by  private 
dentists. 

During  the  fiscal  year  about  $50,000,000  was  spent 
in  New  York  State  directly  or  indirectly  in  provid- 
ing medical  care  for  veterans.  The  total  expendi- 
ture by  the  Veterans  Administration  in  New  York 
State  is  reported  to  be  about  $600,000,000  for  the 
fiscal  year,  exclusive  of  the  cost  of  new  hospital  con- 
struction, which  figures  are  not  included  in  the 
Branch  budget.  In  a summary  of  its  activities, 
(U.S.)  as  of  August  31,  1948,  the  Veterans  Adminis- 
tration reported  a total  of  105,048  patients  in  hospi- 
tals, 92,983  of  these  patients  were  in  Veterans  Hospi- 
tals and,  of  these,  61,091  were  veterans  with  non- 
service-connected disabilities.  Of  the  12,065  not  in 
VA  Hospitals,  7,488  were  veterans  with  nonservice- 
connected  disabilities.  In  the  metropolitan  area  of 
greater  New  York  and  adjacent  counties,  the  number 
of  authorizations  for  fee  basis  work  for  the  year  1948 
(January,  1948,  through  December,  1948)  was 
6,868  with  fees  of  $217,280.  This  illustrates  the 
marked  reduction  in  free  choice  in  the  more  popu- 
lated areas  and  further  illustrates  that  the  veteran 
does  not  have  the  same  opportunity  for  private  care 
in  various  areas  of  the  State. 

In  the  entire  United  States  it  is  reported  that  pri- 
vate physicians  treated  761,165  veterans  during  the 
fiscal  year  of  1948  under  the  Veterans  Administra- 
tion “home  town  medical  care  program.”  The 
physicians  were  paid  $11,437,739  for  the  2,735,429 
treatments  given.  In  addition,  Veterans  Adminis- 
tration staff  physicians  at  outpatient  clinics  handled 
865,004  cases  involving  1,680,183  treatments  and 
visits. 

The  reduction  in  private  care  under  the  Plan  in 
New  York  State  has  not  been  so  rapid  in  the  latter 
half  of  the  year.  However,  I believe  there  is  at  least 
a 25  per  cent  reduction  in  treatment  over  that  of 
the  previous  year  in  fee  basis  treatment.  It  is  my 
belief  that  this  reduction  will  be  more  marked  in 
the  present  fiscal  year  because  we  have  recently  had 
large  new  facilities  put  into  operation  in  the  larger 
cities  of  the  State.  Although  there  are  many 
physicians  employed  by  the  Veterans  Administra- 
tion, most  of  these  have  been  busied  with  adminis- 
trative duties,  authorizations,  claim  and  pension 
examinations.  This  work  is  of  necessity  performed 
by  the  Veterans  Administration  employes.  How- 
ever, as  indicated  earlier  in  this  report,  I see  no  good 
reason  why  most  of  the  outpatient  treatment  should 
not  be  given  by  the  private  physician.  It  would  re- 
sult in  greater  appreciation  by  the  veteran  and  in  a 
lower  cost  to  the  government,  especially  when  over- 
head is  considered. 

The  number  of  veterans  awaiting  hospitalization 
in  VA  hospitals  has  been  steadily  increasing.  This 
is  especially  true  in  tuberculosis  and  neuropsychia- 
try, and  for  these  cases  the  Veterans  Administration 
may  not  be  able  to  provide  beds  in  their  own  hos- 
pitals for  some  time  to  come.  The  increase  in  non- 
service cases  awaiting  hospitalization  continues. 
Although  new  Veterans  Hospitals  are  under  con- 
struction, the  lack  of  personnel  has  made  it  difficult 
to  take  care  of  all  the  beds  at  present  in  operation. 
It  seems  that  soon  the  VA  will  have  to  call  upon  the 
local  physician  and  the  local  private  hospital  for 
more  help.  It  would  be  well  to  change  the  policy  so 
that  more  veterans  would  be  taken  care  of  in  local 
community  hospitals.  The  project  of  medical  and 
hospital  care  to  the  veteran  is  still  a most  portentious 
one. 

The  chairman  of  the  Liaison  Committee,  who  is 


also  the  president  of  Veterans  Medical  Service  Plan 
of  New  York,  Inc.,  has  made  frequent  reports  to  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York.  We  have  endeavored  to  follow  faithfully  the 
advice  and  wishes  of  the  Council  in  the  knowledge 
that  we  are  thus  carrying  out  the  wishes  of  the 
Medical  Society  membership. 

The  members  of  the  Liaison  Committee  are: 

Dr.  Herbert  H.  Bauckus,  Chairman 

Dr.  Dan  Mellen 

Dr.  Laurance  D.  Redway 

Dr.  Edward  R.  Cunniffe 

Mr.  George  P.  Farrell 

Dr.  J.  Stanley  Kenney 

Dr.  Joseph  A.  Lane 

Dr.  W.  P.  Anderton 

The  members  of  the  Board  of  Directors  are: 

Dr.  Herbert  H.  Bauckus,  President 
Dr.  Thomas  A.  McGoldrick 
Dr.  Arthur  H.  Stein 
Dr.  James  R.  Reuling,  Jr. 

Dr.  Louis  H.  Bauer 
Dr.  William  H.  Ross 
Dr.  James  F.  Rooney 
Dr.  Edward  R.  Cunniffe 
Dr.  W.  P.  Anderton 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  President 
Veterans  Medical  Service  Plan  of  New 
York,  Inc.,  and  Chairman  of  the  Com- 
mittee on  Liaison  with  Veterans  Ad- 
ministration 

Section  11  (B)  ( See  83) 

Supplementary  Report  of  the  Committee  on  War 
Memorial — Part  VIII 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  submission  of  the  first  section  of  the  re- 
port as  printed  and  in  conformity  with  the  last  para- 
graph therein  it  is  desired  to  submit  to  the  Council 
and  the  House  of  Delegates  the  following  additional 
information. 

Of  the  total  number  of  mothers  or  guardians  of 
children  who  are  potential  beneficiaries  of  the  War 
Memorial  Fund,  as  established  by  the  House  of 
Delegates,  who  have  the  necessary  forms  completed 
as  of  April  12,  1949,  to  establish  the  right  of  the 
children  of  the  deceased  former  members  of  this 
Society  who  were  officers  in  the  armed  forces  of  the 
United  States  during  World  War  II,  of  a total  of  34 
submitted  18  have  furnished  complete  proofs,  two 
have  been  returned  but  were  incomplete  and  are 
awaiting  completion,  and  14  have  not  been  returned. 
The  total  number  of  children  who  are  potential  bene- 
ficiaries is  65  of  whom  one  is  already  married  and 
therefore  ineligible  for  benefits  under  the  provisions 
of  the  rules  of  the  grant.  Of  this  total  number  there 
are  36  male  and  29  female  children  varying  in  pres- 
ent ages  from  3 to  25  years  as  shown  in  Tables  1 
and  2. 

TABLE  1. — Data  Received 


County  Family  Children  Age 


Bronx  Dr.  Samuel  Wein 

Guardianship — Wife  Mortimer  22 

Mrs.  Frieda  Wein  (working) 

125  West  168th  Street  Robert  12 

New  York  City  52 

Cattaraugus  Dr.  Clifford  A.  Schmiesing 

Guardianship — Wife  Clifford  17 

Mrs.  Grace  E.  Schmiesing  Sandra  12 

1117  So.  Wilton  Place  James  10 

Los  Angeles  6.  California  Julie  9 

G.  Ryan  6 
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Chautauqua 


Chemung 


Clinton 


Dutchess 


Genesee 


Kings 


Nassau 


New  York 


Queens 


Rockland 


Saratoga 


Wayne 


Dr.  DeForest  Buckmaster 
Guardianship — Wife 
Mrs.  DeForest  Buckmas- 
ter 

Jamestown 

Dr.  Charles  L.  Stevens 
Guardianship — Wife 
Mrs.  Charles  L.  Stevens 
636  W.  Gray  Street 
Elmira 

Dr.  Victor  F.  Krakes 
Guardianship — Wife 
Mrs.  Loretta  C.  Krakes 
70  Green  way  South 
Forest  Hills 
Dr.  Bernard  Weiss 
Guardianship— Wife 
Mrs.  Miriam  Weiss 
1041  East  27th  Street 
Brooklyn 

Dr.  Robert  E.  O.  Milne 
Guardianship — Wife 
Mrs.  Evelyn  R.  Milne 
Le  Roy 

Dr.  Patrick  S.  Haran 
Guardianship — Wife 
Mrs.  Lillian  Haran 
846  Prospect  Place 
Brooklyn 

Dr.  Louis  Kasman 
Guardianship — Wife 
Mrs.  Louis  Kasman 
e/o  Berlin 
510  Riverside  Drive 
Long  Beach 
Dr.  Louis  Michaels 
Guardianship—  Wife 
Mrs.  Louis  Michaels 
1475  Carroll  Street 
Brooklyn 

Dr.  Samuel  G.  Rosenfeld 
Guardianship — Wife 
(Remarried) 

Mrs.  Lewis  R.  Lawrence 
830  Prospect  Place 
Brooklyn 

Dr.  Joseph  A.  Randazzo 
Guardianship — Wife 
Mrs.  Alice  G.  Randazzo 
100-44  100th  Street 
Hollis 

Dr.  Richard  Benfield 
Guardianship — Wife 
Mrs.  Lola  Benfield 
103  West  86th  Street 
New  York  City 
Dr.  Clyde  H.  Brown 
Guardianship — Wife 
Mrs.  Clyde  H.  Brown 
33  Cranston  Avenue 
Newport,  Rhode  Island 
Dr.  Albert  W.  Hawkes 
Guardianship — Wife 
(Remarried) 

Mrs.  Alistair  Cooke 
114  East  71st  Street 
New  York  City 
Dr.  Bruno  Solby 
Guardianship — Wife 
Mrs.  Trude  D.  Solby 
713  Madison  Avenue 
New  York  City 
Dr.  Alfred  L.  Lyons 
Guardianship — Wife 
Mrs.  Evelyn  J.  Lyons 
164-03  Crocheron  Avenue 
Flushing 

Dr.  Henry  A.  Silberstein 
Guardianship — Wife 
(Remarried) 

Mrs.  Johann  Greenfield 

Lake  Road 

Suffern 

Dr.  Richard  D.  Bullard 
Guardianship — Wife 
Mrs.  Elizabeth  M.  Bullard 
230  Nelson  Avenue 
Saratoga  Springs 
Dr.  Edward  T.  Tellman 
Guardianship — Wife 
Mrs.  Mary  E.  Tellman 
147  Cuyler  Street 
Palmyra 


TABLE  2.— Data  Not  Received 


Joan 

Mary 

21 

County 

Family 

Children 

Ago 

Erie 

Dr.  Gene  W.  Hair 

Charles 

Fay 

19 

17 

Guardianship — Wife 
(Remarried) 

Mrs.  Elise  Maude  Thomp- 
son 

911  So.  8th  Avenue 
Yakima,  Washington 

Son 

3 

Joan 

Franklin 

Dr.  Bruce  Taylor  Smith 

4 

Guardianship — Wife 

Robert 

18 

Mrs.  Bruce  T.  Smith 

Bruce 

12 

Fort  Covington 

Douglas 

5 

Kings 

Dr.  Raymond  B.  Miles 

Berne 

6 

Guardianship — Wife 

Kay  Vivian 

13 

Mrs.  Catharyn  C.  Miles 

Raymond 

11 

Box  311 

North  Bennington, 
Vermont 

William 

10 

Dr.  Harold  M.  Sachs 

Robert 

18 

Guardianship — Wife 
Mrs.  Ruth  Sachs 

Lawrence 

25 

Alexander 

12 

Marcia 

18 

1648  Madison  Street 
Brooklyn 

Lillian 

18 

Dr.  William  W.  Samuelsen 

Guardianship — Wife 
Mrs.  Esther  Samuelsen 

Carol  Jeanne 

7 

607  75th  Street 
Brooklyn 

Kar**n 

12 

Dr.  Thomas  R.  Turino 

Richard 

ii 

Guardianship — Wife 

Judith 

11 

Mrs.  Jane  S.  Turino 
95  Cambridge  Place 
Brooklyn 

Karen 

6 

Monroe 

Dr.  Joseph  D.  Picciotti 

David 

5 

Guardianship — Wife 

Gemma 

18 

Mrs.  Catherine  M. 

Catherine 

16 

Picciotti 

Josepha 

14 

249  Culver  Road 
Rochester  7 

Joseph 

12 

Jeffrey 

7 

Nassau 

Dr.  Joseph  E.  Funk 

Guardianship — Wife 

Joseph 

9 

(Remarried) 

Thomas 

6 

Mrs.  James  W.  Foote 
1 Grant  Court 
Metuchen,  New  Jersey 

Paul 

5 

Norita 

9 

Dr.  Herbert  F.  Orange 

Beatrice 

7 

Guardianship — Wife 

Patricia 

9 

Mrs.  Herbert  F.  Orange 

Richard 

7 

13  Selwyn  Road 
Great  Neck 

John 

17 

New  York 

Dr.  Morris  Horn 
Guardianship — Wife 
Mrs.  Ruth  C.  Horn 

Sandra 

12 

20  Crown  Street 
Bridgeport,  Connecticut 

Franklin 

13 

Onondaga 

Dr.  Paul  H.  Lowry 

Guardianship — Wife 

Susan  Jane 

(Remarried) 

(Married) 

Frances 

Stephen 

10 

8 

Mrs.  Ralph  Darran 
Hotel  Van  Curler 

Schenectady 

Schenectady 
Dr.  Robert  C.  Maxon 

Guardianship — Wife 

Robert 

10 

Mrs.  Robert  C.  Maxon 
1122  Nott  Street 

Laurie 

5 

Michael 

11 

Ulster 

Schenectady 
Dr.  Joseph  C.  Sandler 

Guardianship — Wife 
Mrs.  Joseph  C.  Sandler 

Jane 

11 

49  Center  Street 

Peter 

8 

Arthur 

17 

Ellenville 

Richard 

5 

Edith 

15 

Westchester 

Dr.  Nathan  Bluestone 

Guardianship 

Martin 

10 

Francis  B.  Roth,  M.D. 
71  East  90th  Street 

Paul 

3 

Judith 

15 

New  York  City 

Thomas 

Peter 


Joan 

Sally 


10 

8 


It  may  be  noted  that  since  the  completion  of  the 
first  part  of  this  report  the  number  of  eligible  chil- 
dren has  increased  from  G2  to  65  and  the  total  recorded 
number  of  former  members  of  the  Society  who  were 
killed  in  action,  died  of  wounds  or  disease  incurred  in 
the  service  during  World  War  II  has  increased  from 
32  to  34. 

The  total  amount  of  the  War  Memorial  Assess- 
ment as  received  to  date  of  this  report  is  $182,287.50 
instead  of  the  $139,096  as  given  in  the  first  part  of 
the  report,  leaving  an  estimated  balance  of  $59,- 
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712.50  as  yet  uncollected.  The  estimated  expendi- 
tures if  all  of  the  beneficiaries  elect  to  accept  their 
full  quota  of  the  fund  will  be  for  each  year  beginning 
with  1949  as  follows: 

1949,  eight  children,  $4,800;  1950,  11  children, 
$6,600;  1951,  12  children,  $7,200;  1952, 13  children, 
$7,800;  1953,  14  children,  $8,400;  1954,  15  chil- 
dren, $9,000;  1955,  20  children,  $12,000;  1956,  26 
children,  $15,600;  1957,  33  children,  $19,800; 

1958,  33  children,  $19,800;  1959,  32  children, 

$19,200;  1960,  35  children,  $21,000;  1961,  29  chil- 
dren, $23,400;  1962,  43  children,  $25,800;  1963,  41 
children,  $24,600;  1964,  39  children,  $23,400; 

1965,  33  children,  $19,800;  1966,  26  children, 

$15,600;  1967,  26  children,  $15,600;  1968,  19  chil- 
dren, $11,400;  1969,  15  children,  $9,000;  1970,  9 
children,  $5,400;  1971,  4 children,  $2,400;  1972,  2 
children,  $1,200. 

It  will  be  seen  that  the  total  expenditure  of 
$328,800  exceeds  the  original  estimated  expenditure 
of  $242,000  as  calculated  and  given  in  the  report  of 
this  committee  to  the  Council  and  the  House  in 
1948,  by  approximately  $86,800.  There  have  been 
a number  of  remissions  of  the  assessment  for  this 
fund  made  by  the  Council  to  members  of  the  Society 
because  of  illness,  service  in  the  armed  forces,  or 
other  causes  of  financial  hardship  deemed  t;y  the 
Council  to  be  valid,  which  will  probably  still  further 
diminish  the  total  amount  collected  for  the  fund. 

It  is  also  estimated  by  your  committee  that  there 
will  be  approximately  10  per  cent  of  the  total  number 
of  children  who  will  not  elect  to  pursue  a graduate  or 
postgraduate  professional  education  which  will 
diminish  the  demand  upon  the  fund  by  approxi- 
mately $33,600,  and  a further  10  per  cent  who  will 
not  pursue  a postgraduate  professional  education 
which  will  still  further  lessen  the  sum  by  approxi- 
mately $16,800,  reducing  the  total  probable  expendi- 
tures from  the  fund  to  $278,400. 

The  monies  received  from  the  special  assessment 
have  been  and,  as  they  continue  to  accrue,  will  be 
invested  only  in  securities  legal  for  investment  by 
savings  banks  and  fiduciary  trusts  under  the  laws  of 
the  State  of  New  York  by  direction  of  the  Board  of 
Trustees  and  will  provide  a diminishing  interest  re- 
turn on  the  investment  averaging  approximately 
$4,000  a year  for  five  years;  $1,000  a year  for  five 
more  years,  making  a total  of  $25,000;  $500  a year 
for  five  later  years,  making  a total  of  $2,500,  and 
then  rapidly  reducing  till  the  termination  but  aver- 
aging about  $300  a year  to  1972,  thus  making  a grand 
total  of  $29,900  which  will  be  added  as  it  accrues  to 
the  fund  and  thus  providing  a total  of  principal  and 
interest  for  the  fund  to  the  time  of  its  expiration  in 
1972  of  an  estimated  $271,900.  This  will  leave  a 
debit  balance  of  $6,500  which  may  have  to  be  made 
up  in  the  latter  years  of  the  expenditures  of  the  fund 
from  the  general  funds  of  the  Society,  but  which  in 
all  probability  will  be  cared  for  by  the  diminution 
in  the  demands  upon  the  fund. 

Respectfully  submitted, 

James  F.  Rooney,  M.D.,  Chairman 

Fenwick  Beekman,  M.D. 

Edward  R.  Cunniffe,  M.D. 

Maurice  J.  Dattelbaum,  M.D. 

Section  12  (See  105 ) 

Supplementary  Report  of  the  Council — Part  IX: 
Committee  on  Legislation 

To  the  House  of  Delegates , Gentlemen: 

The  Council  Committee  on  Legislation  respect- 
fully submits  a supplementary  report. 


The  1949  session  of  the  New  York  State  Legisla- 
ture adjourned  sine  die  on  Wednesday,  March  30, 
1949.  This  brought  to  a close  a session  that  was 
the  longest  for  a number  of  years  and  also  one  of  the 
most  turbulent  sessions.  A record  number  of  bills 
and  resolutions  was  introduced  this  year.  There 
were  2,673  bills  introduced  in  the  Senate  and  3,109 
bills  introduced  in  the  Assembly,  making  a total  of 
5,782.  Many  of  the  bills  were  amended  and  re- 
printed, resulting  in  the  printed  numbers  in  the 
Senate  running  to  3,150  and  the  printed  numbers  in 
the  Assembly  to  3,564,  a total  of  6,714.  This  again 
was  a record  number  of  bills  to  be  reviewed  and  those 
reported  and  followed  which  were  of  interest  to  the 
medical  profession.  There  were  also  182  resolutions 
introduced  in  the  Senate  and  194  in  the  Assembly, 
making  a total  of  376  resolutions  introduced  this 
year.  Through  the  bulletins  issued  by  the  Legisla- 
tive Committee,  109  bills  in  the  Senate  and  122  bills 
in  the  Assembly  were  reported  to  the  legislative 
committees  and  officers  of  the  county  societies  and 
other  members  of  the  profession  that  are  interested 
in  this  work.  Of  the  231  bills  reported,  87  were  con- 
current. There  were  144  individual  bills  that  were 
followed  by  the  Legislative  Committee  and  reported 
to  the  profession. 

When  one  considers  the  number  of  bills  and  res- 
olutions that  are  of  sufficient  interest  to  the  medical 
profession  to  warrant  reporting  them  in  our  bulle- 
tins, it  becomes  apparent  that  this  great  amount  of 
legislative  ifiaterial  requires  considerable  time  and 
study  on  the  part  of  anyone  interested  in  these  mat- 
ters, if  that  person  is  to  act  intelligently  or  express 
an  intelligent  opinion  on  them.  Attention  is  called 
to  this  volume  of  legislative  material  of  interest  to 
the  profession  and  the  amount  of  time  necessary  for 
study  and  understanding  of  the  material  introduced 
in  a single  year.  It  is  thought  that  all  members  of 
the  State  Society  should  be  giving  more  considera- 
tion to  our  legislative  program  and  procedures  with 
the  idea  of  improving  our  position  and  of  obtaining 
better  results  from  our  efforts.  Any  plans  for  im- 
proving our  legislative  work  should  take  into  con- 
sideration this  amount  of  legislative  material  that 
must  be  studied  during  a legislative  session.  Such 
plans  should  also  recognize  the  need  for  rapid  action 
on  a bill  that  has  been  introduced.  There  have  been 
occasions  where  a bill  has  been  reported  out  of 
committee,  voted  on,  and  passed  in  both  houses, 
within  a week  or  two  weeks  from  the  date  of  its  in- 
troduction. It  can  be  seen  that  under  these  condi- 
tions there  should  be  no  delay  in  regard  to  the  study 
of  the  bill  and  an  expression  of  opinion  on  the  part  of 
the  medical  profession. 

The  preliminary  report  of  the  Committee  on  Legis- 
lation lists  several  bills  that  were  introduced  at  this 
session  as  requested  by  the  House  of  Delegates  at  its 
meeting  in  May,  1948.  It  is  with  regret  that  wTe 
report  that  the  bill,  Senate  Int.  1656,  introduced  by 
Senator  Fino,  limiting  the  activities  of  the  Medical 
Practice  Committee,  was  not  reported  out  of  com- 
mittee. It  is  also  with  regret  that  we  report  that 
the  Wicks-Lashin  Bill,  providing  for  injunction  pro- 
cedure, was  defeated  on  the  floor  in  the  Assembly 
and  then,  as  was  to  be  expected,  was  not  reported 
out  of  committee  in  the  Senate.  The  physicians 
lien  bill,  Senate  Int.  2045,  introduced  by  Senator 
Williamson,  was  lost  by  vote  on  the  floor  of  the 
Senate.  The  Greenberg  Bill,  amending  the  practice 
of  medicine  by  including  the  words  “nervous  or 
mental  disorder,”  progressed  to  third  reading  in  the 
Senate.  The  Friedman  Bill,  amending  the  Business 
Law  in  regard  to  hospital  contracts,  was  passed  in 
the  Senate  but  did  not  come  to  a vote  in  the  As- 
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sembly.  The  Schupler  Bill,  placing  the  practice  of 
anesthesiology  under  the  definition  of  the  practice  of 
medicine,  was  defeated  in  committee.  The  Clancy 
X-ray  Bill  was  also  defeated  in  committee.  The 
above  is  a summary  of  the  final  action  on  the  bills 
which  we  were  particularly  interested  in  seeing 
passed. 

The  chiropractic  bill  was  not  brought  out  of  com- 
mittee until  the  final  days  of  the  session.  An  ef- 
fort was  made  to  rush  this  bill  through.  The  bill 
was  reported  out  of  committee  and  went  to  third 
reading  in  the  Senate  on  Wednesday,  March  23.  It 
was  voted  on  on  Thursday,  March  24,  and  received 
27  votes  for  and  26  votes  against.  It  was  lost  at  this 
time  as  it  needed  two  more  votes,  or  29  votes,  a 
majority  of  the  56  Senate  votes,  in  order  to  pass.  It 
was  again  voted  on  on  Tuesday,  March  29.  Again 
it  was  lost  with  the  same  vote  as  was  recorded  on 
March  24.  It  would  appear  that  only  the  last 
minute  opposition  to  this  bill  prevented  its  passing 
the  Senate,  and  it  would  indicate  that  it  will  be  nec- 
essary for  the  Medical  Society  to  make  even  stronger 
opposition  to  prevent  the  passage  of  this  bill  next 
year. 

The  Mailler-Condon  sickness  disability  insurance 
bill,  Assembly  Int.  S06S,  passed  both  houses  by  party 
vote  and  was  signed  by  the  Governor.  This  bill  is 
one  to  which  the  medical  profession  was  opposed  as 
there  are  many  points  in  the  bill  which  would  appear 
will  be  points  of  embarrassment  to  the  medical  pro- 
fession in  the  future  and  also  difficulties  from  the 
medical  angles  in  administration.  It  is  hoped  that 
during  the  next  or  some  future  legislative  session, 
amendments  on  these  points  may  be  introduced  and 
passed.  Studies  in  regard  to  such  proposed  amend- 
ments should  be  made  in  the  near  future. 

The  bill  extending  the  time  of  postponement  of  the 
Nurse  Practice  Act  was  defeated.  By  this  action 
the  Nurse  Practice  Act  went  into  effect  April  1, 
1949,  after  some  ten  years’  postponement  by  yearly 
action  of  the  Legislature. 

The  bill  authorizing  podiatrists  to  carry  out  com- 
pensation work  on  the  same  conditions  as  physicians 
under  the  Workmen’s  Compensation  Law  was  re- 
called from  the  Governor  after  passing  both  houses, 
and  died  in  committee. 

The  bill  releasing  physiotherapists  from  the  super- 
vision of  physicians  passed  the  Assembly  but  did 
not  come  to  a vote  in  the  Senate.  It  is  anticipated 
that  a stronger  action  will  be  made  along  this  line 
next  year. 

The  above  summarizes  the  final  action  on  bills 
with  which  the  Legislative  Committee  has  been 
particularly  concerned  during  this  last  session  of  the 
Legislature.  It  is  to  be  remembered,  however,  that 
at  the  time  of  writing  this  report  the  thirty-day 
period  for  bills  in  the  hands  of  the  Governor  is  still 
not  completed.  As  the  legislative  session  this  year 
continued  through  March  30,  the  thirty-day  period 
for  bills  in  the  hands  of  the  Governor  will  not  be 
completed  until  the  end  of  April.  The  Legislative 
Committee  will  inform  all  county  societies  of  the 
final  action  on  all  bills  that  we  have  been  following 
this  year,  in  its  final  bulletin,  which  will  be  issued 
after  the  thirty-day  period  has  expired. 

The  Legislative  Committee  wishes  to  impress  on 
members  of  the  Medical  Society  of  the  State  of  New 
York  the  great  amount  of  legislative  matters  of  in- 
terest to  the  medical  profession  introduced  during 
the  recent  legislative  session.  The  number  of  bills 
in  which  we  are  interested  is  growing  each  year. 
The  pressure  from  minority  groups  on  many  of  these 
matters  is  becoming  stronger  and,  therefore,  the  need 
for  continual  attention  to  all  legislative  matters  on 


the  part  of  the  medical  profession  is  greater  than  ever 
before.  It  is  important  for  the  county  societies  to 
emphasize  this  matter  in  their  programs  to  a greater 
extent  than  ever  before.  It  is  important  that  mem- 
bers of  the  county  societies  use  their  influence  not 
only  in  educating  the  public  on  these  matters,  but  in 
keeping  the  legislators  informed  on  all  matters  that 
are  considered  important  for  public  health  and  wel- 
fare. It  is  important  that  the  medical  profession 
review  its  legislative  program  at  these  times  to  con- 
sider what  improvements  can  be  made  that  will 
enable  us  to  be  more  successful  in  passing  bills  that 
we  ask  to  be  introduced  and  would  like  to  see 
passed.  We  should  consider,  also,  ways  by  which 
we  can  make  known  to  the  legislators  and  to  the 
public  the  basis  of  our  opposition  to  bills  that  we 
consider  detrimental  to  the  public  health  and  wel- 
fare. 

The  Committee  on  Legislation  of  the  State  Society 
respectfully  submits  this  supplementary  report  re- 
viewing the  results  of  the  legislative  session  of  1949, 
and  suggests  that  consideration  be  given  toward 
strengthening  and  improving  our  legislative  actions 
and  programs  for  the  future. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 
Walter  W.  Mott,  M.D. 

John  C.  Brady,  M.D. 

Section  IS.  ( See  126) 

Supplementary  Report  of  the  Council — Part  XII: 
Miscellaneous 

Belated  Bills 

In  accordance  with  the  Bylaws,  Chapter  IX,  Sec- 
tion 1,  belated  bills  from  four  members  must  be  sub- 
mitted to  the  House  of  Delegates  before  they  can  be 
paid.  Expense  accounts  are  required  to  be  submit- 
ted within  thirty  days  after  the  expenses  are  in- 
curred; “This  time  may  be  extended  for  any  cause 
by  the  Board  of  Trustees  and  such  extension  shall 
not  exceed  90  days.”  As  these  items  were  received 
more  than  ninety  days  late,  they  are  respectfully 
submitted  to  the  House  of  Delegates  with  the  rec- 
ommendation that  they  be  approved. 

1.  On  December  12,  1949,  vouchers  were  re- 
ceived from  Dr.  Peter  J.  Di  Natale  of  Batavia  for 
attending  three  meetings  of  the  Planning  Committee 
for  Medical  Policies,  New  York  City: 


December  9,  1947 S58 . 50 

March  24,  1948 $59.17 

April  14,  1948 .$49,28 


$167.95 

2.  Dr.  C.  O.  E.  Lindbeck,  Jamestown,  expenses 
incurred  attending  meeting  of  Subcommittee  on 
Medical  Care  Insurance,  New  York  City,  April  4, 
1949— $71.80. 

3.  Dr.  Maxwell  Lockie,  Buffalo,  expenses  in- 
curred as  essayist  at  Seventh  District  Branch  meet- 
ing, Canandaigua,  October  26, 1948 — $11.75. 

4.  Dr.  Ivan  Hekimian,  Buffalo,  expenses  incurred 
as  essayist  at  Seventh  District  Branch  meeting, 
Canandaigua,  October  26,  1948 — $25.35. 

Section  14  ( See  75) 

Remarks  of  the  President 

Speaker  Andresen:  Dr.  Winslow,  will  you  and 
Dr.  Reuling  escort  the  President,  Dr.  Leo  F.  Simp- 
son, to  the  rostrum? 

....  The  delegates  arose  and  applauded  as  Drs. 
Floyd  S.  Winslow,  of  Monroe,  and  James  R.  Reuling, 
of  Queens,  escorted  Dr.  Leo  F.  Simpson  to  the  ros- 
trum. . . . 
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Speaker  Andresen  : Dr.  Simpson,  have  you  any- 
thing to  add  to  your  report? 

Dr.  Leo  F.  Simpson  : Yes,  I have  a few  additional 
remarks  to  make,  Mr.  Speaker. 

Mr.  Speaker  and  gentlemen,  I am  going  to  limit 
myself  to  a few  topics  that  I thought  it  might  be 
worth  while  to  call  to  your  attention. 

First,  our  educational  campaign  that  we  are  wag- 
ing against  hostile  legislation  in  Washington.  It  is 
not  my  intention  to  list  the  arguments  against  such 
legislation  to  this  House  of  Delegates.  That  would 
be  carrying  coals  to  Newcastle.  You  are  already 
converts.  What  I plead  for  is  for  more  and  more  of 
you  converts  to  become  missionaries  in  the  cause — to 
labor  in  the  Master’s  vineyard.  As  missionaries 
fired  with  zeal  and  enthusiasm  you  will  function  in 
the  office,  in  the  home,  and  perhaps  on  the  speaker’s 
platform.  It  was  very  stimulating  for  me,  at  the 
recent  seminar  for  public  speaking  conducted  in 
New  York  by  our  Public  Relations  Bureau,  to  see 
175  able  doctors,  most  of  them  volunteers,  stay  in 
the  Hotel  Commodore  from  9:30  in  the  morning  until 
4:30  in  the  afternoon  of  a beautiful  Palm  Sunday, 
and  be  transformed  from  converts  into  missionaries. 

I must  stress  that  the  ultimate  object  behind  all 
of  this  campaign  is  to  influence  your  national  con- 
gressmen and  senators 'to  vote  against  such  legisla- 
tion. This  must  be  done  honorably  and  on  the  basis 
of  the  welfare  of  our  patients  and  of  our  country. 
To  do  this  all  of  your  arguments,  your  speeches,  your 
influence  will  have  to  be  translated  into  action — into 
the  writing  of  letters  by  innumerable  people,  by  res- 
olutions passed  by  various  civic  organizations,  by 
direct  appeal  to  the  congressmen,  if  you  know  them. 
If  your  efforts  are  not  translated  into  such  action 
our  campaign  is  weakened.  That  is  what  I mean 
when  I distinguish  between  converts  and  missionar- 
ies. A missionary  has  knowledge,  plus  zeal,  and  he 
carries  through  to  his  goal. 

The  next  topic  I wish  to  speak  on  is  our  New 
York  State  Journal.  It  has  constantly  improved 
during  my  term  of  office.  I have  attended  several 
meetings  of  the  Journal  Committee,  and  have  been 
greatly  impressed  at  the  prodigious  amount  of  work 
of  those  who  make  possible  bringing  the  Journal  to 
your  offices  every  two  weeks.  The  details  and  ac- 
curacy which  are  involved,  not  only  in  the  advertis- 
ing copy  but  in  the  editorials  and  scientific  context, 
hold  me  spellbound.  You  know  of  the  fine  editorials 
written  by  Dr.  Redway,  full  of  common  sense, 
actuated  by  high  ideals.  The  man,  however,  who 
amazed  me  most  was  Dr.  Kosmak.  I have  reviewed 
many  of  the  manuscripts  which  he  edited  before 
they  were  published.  They  were  filled  with  marks 
of  his  red  pencil,  making  countless  suggestions  for 
their  improvement,  and  he  did  that  alone  on  303 
articles — one  every  day  in  the  year,  except  Sun- 
days. If  the  president  of  your  Society  gets  a medal, 
Dr.  Kosmak  should  be  roundshouldered  carrying 
around  those  he  has  already  earned.  On  all  other 
matters  his  judgments  are  wise  and  invaluable.  I 
know  of  no  more  faithful  friend  of  the  medical  pro- 
fession or  one  more  deserving  of  your  acclaim. 

The  next  matter  I would  speak  on  is  our  malprac- 
tice insurance  program.  As  you  know,  the  Medical 
Society  of  the  State  of  New  York  has  a malpractice 
insurance  board  which  works  in  close  harmony  with 
our  insurance  company  for  the  welfare  of  us  all.  I 
would  advise  you  to  read  and  to  reread  the  annual 
report  of  this  board  and  also  that  of  our  counsel,  Mr. 
Martin.  There  you  will  learn  most  of  the  causes 
that  have  led  the  Yorkshire  Insurance  Company  to 
refuse  to  carry  on  with  us — to  put  it  bluntly,  our 
losses  were  too  great  for  them.  Now  we  have  a new 


company — one  of  the  best — and  it  may  be  our  last 
chance  to  have  one  that  will  enter  into  a partnership 
with  the  State  Society.  If  this  fails,  each  of  us  will 
have  to  seek  his  own  protection,  and  you  may  depend 
on  it  that  your  premium  then  will  be  vastly  higher, 
and  your  service  vastly  inferior.  I would  advise 
all  to  be  insured  under  our  master  policy,  thereby 
making  it  ever  more  sound,  and  I would  advise  all, 
at  any  time,  to  leave  all  else  aside,  and  to  come  to  the 
aid  of  our  counsel,  should  he  need  you,  in  the  de- 
fense of  one  of  your  brother  physicians. 

I have  spoken  of  many  other  matters  and  of  many 
other  persons  in  my  annual  report  to  this  House  of 
Delegates,  and  there  is  no  need  to  reiterate  them  here. 

It  has  been  a very  happy  year  for  me  and  also  a 
rewarding  experience  to  have  been  your  president 
during  the  past  year.  I again  thank  you  most  sin- 
cerely for  that  privilege. 

It  may  be  that  we  are  now  in  a lull  before  a storm. 
If  it  is,  so  be  it!  Necessity  will  make  us  better 
fighters,  better  doctors.  Like  the  thirty  minute  men 
of  New  York  County,  three  hundred  times  thirty 
will  arise  throughout  the  State,  and  they  will  be 
heard.  The  individual  doctor  will  strive  ever 
harder  to  give  an  even  higher  quality  of  unselfish 
service. 

Let  us  not  be  afraid.  I pass  the  torch  to  Dr. 
John  J.  Masterson.  He  is  an  able  and  a courageous 
man.  He  will  need  the  help  of  all.  Give  it  to  him 
with  all  your  heart.  (Applause) 

Speaker  Andresen  : Thank  you,  Mr.  President! 

This  addition  to  the  President’s  Report  is  referred 
to  the  Reference  Committee  on  Report  of  the  Presi- 
dent, of  which  Dr.  Thomas  B.  Wood  is  chairman. 

Section  15  (See  76) 

Remarks  of  President-Elect 

Speaker  Andresen:  We  now  wish  to  ask  Dr. 
McGoldrick  and  Dr.  Elliott  to  escort  the  President- 
Elect,  Dr.  John  J.  Masterson,  to  the  platform. 

....  The  delegates  arose  and  applauded  as  Drs. 
Thomas  A.  McGoldrick  and  Frederic  E.  Elliott,  of 
Kings,  escorted  Dr.  John  J.  Masterson  to  the  ros- 
trum. . . . 

Speaker  Andresen:  Dr.  Masterson,  will  you 

make  a few  remarks? 

Dr.  John  J.  Masterson:  I regret  to  say  they 
will  have  to  be  more  than  a few.  I did  not  intend  to 
make  very  many  remarks  this  morning,  but,  in  view 
of  the  greatest  crisis  in  history  that  faces  not  only 
medicine  but  our  American  way  of  life,  I cannot  be 
silent.  It  must  be  up  to  you,  because  you  are  the 
leaders  of  the  medical  profession  in  this  State  and  are 
in  a position  to  carry  back  to  your  various  county 
societies  our  strategy  to  combat  this  vicious  legisla- 
tion, to  carry  on  the  fight,  so  I felt  that  I should  go 
into  a little  detail  as  to  how  we  plan  to  wage  it. 

No  one  could  approach  the  beginning  of  a term  of 
office,  such  as  the  one  with  which  you  have  honored 
me,  without  being  deeply  impressed  by  the  unusual 
responsibilities  that  lie  ahead.  This  would  be  true 
even  under  ordinary  circumstances,  but  it  is  particu- 
larly true  now.  To  follow  in  the  footsteps  of  a man 
of  the  distinction  of  Dr.  Leo  F.  Simpson  and  to  have 
the  example  of  his  able  leadership  and  wise  counsel  is 
reason  enough  for  his  successor  to  feel  a sense  of 
humility.  It  is  in  that  spirit  that  I am  preparing  to 
pick  up  his  mantle. 

You  know  of  the  President’s  recent  message  to 
Congress  followed  in  a few  days  with  another  bill, 
more  ambitious  in  its  attempt  to  control  the  destinies 
of  the  people  than  any  yet  proposed.  It  calls  for 
government  control  of  medicine,  with  gentle  control 
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at  first.  Once  the  first  step  is  taken,  ultimate  full 
control  would  be  inevitable.  I cannot  fathom  by 
what  method  of  reasoning  Washington  thinks  the 
people  are  not  fit  to  control  the  money  they  earn  or 
unable  to  make  important  decisions  for  themselves. 
Neither  do  I think  they  want  any  more  “compul- 
sory hands”  in  their  pay  envelope.  I quote  the 
following  from  an  interview  by  Senator  Taft  as  re- 
ported in  the  papers  of  April  15: 

I am  against  the  welfare  State  and  I am  against 
socialized  or  nationalized  medicine.  The  idea, 
for  instance,  that  people  can  get  their  medical 
care  from  the  government  without  paying  a greater 
price  than  they  pay  today  is  preposterous.  No 
people  as  a whole  can  get  something  for  nothing. 
Nothing  can  so  quickly  kill  the  incentive  and  the 
production  of  the  people  as  encouragement  to  look 
to  the  Government  as  their  benefactor  and  sup- 
porter. 

Mr.  Truman  in  his  recent  message  to  Congress 
said  the  cost  of  medical  care  would  be  less  under  their 
plan.  After  reading  the  various  Hoover  reports 
and  the  “efficient”  methods  of  conducting  many  de- 
partments of  our  government,  especially  the  Veterans 
Bureau  and  hospital  construction  program,  it  is  dif- 
ficult to  account  for  such  a statement. 

We  believe  compulsory  sickness  insurance  will 
lead  to  financial,  moral,  and  political  sickness.  It 
arouses  in  the  minds  of  our  profession  the  suspicion 
that  the  object  of  its  proponents  is  not  solely  the 
welfare  of  the  public.  Our  only  weapons  to  combat 
these  foreign  sociologic  concepts  are  facts  and  the 
truth,  which  we  propose  to  carry  to  our  patients  and 
the  public  in  general.  They  must  know  that  sociali- 
zation first  controls,  and  then  dictates,  and  when  the 
citizen  loses  his  sense  of  social  responsibility  the 
State  takes  over. 

In  the  discussions  of  this  latest  bill  it  must  very 
definitely  be  understood  that  its  effect  on  the  public 
welfare  is  our  primary  consideration.  In  our  humble 
opinion  its  passage  would  be  catastrophic  as  far  as 
the  health  of  the  people  is  concerned.  They  would 
be  greatly  disillusioned  because  they  are  being  prom- 
ised something  which  cannot  be  delivered,  due  to 
the  lack  of  nurses  and  hospital  beds  and  the  in- 
creased demands  made  on  the  physicians.  Its  cost 
would  have  a tremendous  impact  on  our  national 
economy.  It  has  been  discredited  in  the  European 
countries  which  are  now  subjects  of  American 
bounty.  We  are  not  in  favor  of  the  status  quo,  and 
the  implementation  of  the  twelve-point  program  of 
the  American  Medical  Association  will  correct  any 
deficiencies  in  our  present  distribution  of  medical 
care  by  evolution  and  not  revolution.  The  state  of 
the  health  of  our  people  is  the  envy  of  the  world 
and  is  being  constantly  improved  by  the  various 
agencies,  both  public  and  private,  that  are  interested 
in  this  work.  Only  a short  time  ago  the  Metropoli- 
tan Life  Insurance  Company  stated  that  a child 
born  today  has  a life  expectancy  of  seventy  years. 
With  the  glorious  record  of  the  achievements  of 
American  medicine  the  medical  profession  feels  that 
compulsory  health  insurance  would  be  a backward 
step,  retard  research,  and  would  result  in  lowering 
the  quality  of  medical  care  which  our  people  are  now 
receiving.  It  would  result  not  only  in  the  regi- 
mentation of  the  doctor,  but  the  patient  as  well. 
It  would  destroy  incentive,  initiative,  and  freedom 
of  action  and  create  another  enormous  government 
bureaucracy  to  push  the  people  around  and  impose  a 
tax  burden  of  an  unpredictable  amount.  I don’t 
think  any  legislation  ever  proposed  in  Congress  is  so 
vulnerable  to  attack  on  account  of  the  grave  conse- 


quence it  would  have  on  the  health  of  our  people,  our 
economy,  and  the  ultimate  socialization  of  the  state. 
Show  me  any  country  with  a socialized  government 
where  the  standard  of  living  is  as  high  as  in  the 
United  States,  which  equals  our  industrial  produc- 
tion, where  the  standard  of  health  of  the  people,  the 
medical  schools,  and  hospitals  compare  with  ours, 
and  where  the  individual  has  the  opportunity  he  has 
in  this  country.  It  just  does  not  exist.  It  is  our 
duty  to  bring  this  information  to  the  American 
people. 

Dr.  Simpson  has  referred  to  our  education  pro- 
gram, but  the  real  danger  is  that  the  people  will  not 
be  informed  in  time.  The  program  outlined  by  the 
American  Medical  Association  and  the  state  and 
county  societies  will  not  win  the  battle  for  us  unless 
each  individual  doctor  carries  our  message  to  his  pa- 
tients and  influential  groups  in  his  community.  We 
have  the  advantage  in  that  in  each  physician’s  office 
we  have  a sounding  board  to  reach  our  people  not 
possessed  by  even  the  Federal  Social  Security  group. 
Generals  plan  the  campaign,  outline  the  strategy, 
but  it  is  the  private  in  the  ranks  upon  whom  the  vic- 
tory depends.  And  we  have  an  active  army  of  150,- 
000  privates  reaching  into  every  hamlet  of  the 
country. 

The  danger  is  that  we  will  fail  to  make  the  most  of 
our  advantage.  It  would  be  tragic  if  at  some  future 
date  we  should  be  compelled  to  repeat  the  words  re- 
cently uttered  by  Lord  Horder,  chairman  of  the 
British  “Fellowship  for  Freedom  in  Medicine,” 
words  that  surely  are  echoed  by  the  majority  of 
British  physicians.  Referring  to  the  catastrophe 
which  struck  British  medicine  last  year  he  said : 

In  January  we  marched  unitedly  and  effectively; 

in  May,  more  like  rabble,  we  surrendered!.  . . . 

From  the  very  start  we  have  lacked  dignity  and  a 

due  appreciation  of  our  use  and  value  in  so- 
ciety  We  let  ourselves  be  used  as  pawns. 

If  we  wake  up  some  morning  and  find  a package  on 
our  doorstep  labeled  “State  Medicine — Nonreturn- 
able,”  it  will  be  due  to  the  indifference,  apathy,  and 
let-George-do-it  attitude  of  the  privates  in  our  pro- 
fession. If  our  people  know  what  is  going  to  happen 
to  them  as  patients  under  compulsory  insurance 
there  would  be  such  a popular  revolt  against  the 
measure  as  has  never  been  seen  in  this  country. 
Who  is  to  inform  them?  Their  physicians,  the  men 
they  turn  to  as  the  natural  guardians  of  their  health. 
The  doctor  has  the  confidence  of  his  patient.  The 
patient  will  believe  him  when  he  says  that  govern- 
ment’s hampering  regulations  and  red  tape  would  re- 
tard treatment  and  interfere  with  freedom  to  pre- 
scribe what  is  needed  promptly.  The  patient  will 
believe  him  when  he  says  that  the  hordes  of  people 
forming  an  assembly  line  in  his  office  might  easily  cut 
the  time  spent  with  each  patient  to  two  or  three 
minutes,  as  it  does  now  with  many  of  the  physicians 
under  the  same  plan  in  England.  If  all  the  patients 
in  the  country  are  not  told  this,  and  told  it  promptly 
by  their  own  personal  physicians,  man-to-man  and 
face-to-face,  they  may  believe  the  promises  of  the 
men  who  are  not  charged  with  the  responsibility  of 
fulfilling  them  and  so  can  promise  anything,  for,  after 
all,  the  doctor  is  going  to  have  to  do  the  work,  as  he 
has  been  doing  it  all  along,  and  if  he  says  that,  based 
on  his  knowledge  and  experience,  he  won’t  be  able  to 
deliver  good  medical  care  because  his  working  con- 
ditions will  make  it  impossible,  most  of  his  patients 
are  going  to  believe  him.  So  I call  on  you  to  enter  on 
this  campaign  yourself  in  behalf  of  your  patients. 
Tell  them  in  a few  sentences  what  you  think  will 
happen  to  them,  not  only  what  will  happen  to  you, 
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and  ask  each  patient  individually  and  personally  to 
write  his  senator  and  representative,  and  give  your 
patients  the  name  and  address  of  each. 

Under  the  leadership  of  the  American  Medical 
Association,  campaign  headquarters  have  been 
established  in  Chicago.  From  this  source  will  come 
the  ammunition  to  be  used  in  the  war  upon  which  we 
are  engaged.  Posters,  pamphlets,  and  circulars  in 
vast  quantities  will  soon  be  available.  The  over-all 
strategy  calls  for  the  distribution  of  this  ammunition 
through  state  and  county  medical  societies,  and  di- 
rectly by  them  to  the  physicians.  We  now  have  in 
more  than  half  the  counties  of  the  State  organized 
campaign  public  relations  committees.  Most  of 
these  have  functioning  speakers’  bureaus.  The  other 
counties  should  form  these  committees  and  get  to 
work  before  it  is  too  late.  The  Woman’s  Auxiliary 
is  going  into  action  splendidly  to  cooperate  in  the 
execution  of  our  plans.  The  News  Letter  of  the 
Public  Relations  Bureau  will  give  a complete  and 
detailed  account  of  the  plans  from  time  to  time. 
This  News  Letter  will  go  to  officers  and  public  rela- 
tions committees  of  county  societies. 

Under  the  able  leadership  of  Dr.  Floyd  S.  Winslow 
and  his  State  Society  Public  Relations  Committee, 
and  with  the  assistance  of  Mr.  Dwight  Anderson  and 
his  staff,  we  cannot  fail  to  win  our  part  of  this  battle, 
unless  we  are  lulled  into  a false  sense  of  security  by 
the  reports  which  emanate  from  Washington  that 
this  bill  may  not  pass  at  this  session. 

We  need  every  member  of  the  Society  to  go  into 
the  front  lines,  and  if  all  can  be  recruited  and  all  will 
follow  the  plans  that  have  been  prepared  by 
Dr.  Winslow’s  committee,  we  can  win  without  any 
question  and  stamp  out  this  vicious  idea  for  all  time. 

I urge  you  to  examine  the  circular  matter  issued 
by  our  Public  Relations  Bureau  which  you  will  find 
available  at  the  registration  desk.  Order  all  the 
supplies  you  need  for  your  own  use.  Also,  visit  our 
campaign  headquarters  in  the  press  room  on  the 
mezzanine  floor  of  this  hotel  for  more  detailed  plans. 
There  the  battle  orders  are  ready  to  be  given  out  to 
the  captains  and  the  lieutenants  so  they  can  go  back 
home  from  here  and  open  up  their  recruiting  offices 
until  our  army  has  in  it  every  member  of  the  Society. 

I have  had  an  opportunity  during  the  past  few 
years  to  learn  of  the  highly  important  services  which 
are  rendered  by  Dr.  W.  P.  Anderton,  our  secretary, 
and  by  Dr.  George  W.  Kosmak,  the  able  editor  of 
our  Journal,  as  well  as  by  Mr.  Dwight  Anderson, 
who  acts  as  business  manager  of  our  twice-a-month 
publication.  This  experience  has  given  me  adequate 
reasons  for  having  confidence  in  the  abilities  of  these 
men,  who  will  be  such  a powerful  aid  to  me  in  the 
coming  year.  The  members  of  the  Society  are  una- 
ware of  the  myriad  duties  performed  by  our  Publi- 
cation and  Office  Management  Committees  who 
meet  monthly  and  lay  down  the  policies  to  be  exe- 
cuted by  the  men  whom  I have  named.  With  the 
help  of  these  men,  and  of  Dr.  Winslow  and  his  Public 
Relations  Committee  in  the  campaign  upon  which  we 
are  engaged,  my  shoulders  will  be  strengthened  to 
carry  the  serious  responsibilities  which  you  have 
asked  me  to  assume. 

About  two  per  cent  of  the  membership  of  Ameri- 
can medicine  is  on  the  front  line  as  officers  of  the 
American  Medical  Association,  the  state  societies  and 
the  county  societies.  We  will  be  living  in  a fool’s 
paradise  if  we  think  that  these  men  alone  can  win 
this  fight.  We  have  formidable  opponents,  with  all 
of  the  resources  of  the  government  and  the  administra- 
tion behind  them,  and  we  have  got  to  carry  the  mes- 
sage to  the  people  that  this  compulsory  health  insur- 
ance bill  is  a Trojan  horse  which  will  not  only  lower 


the  services  of  medical  care  in  this  country  but,  if 
we  can  learn  anything  from  history,  will  mean  the 
socialization  of  these  United  States.  ( Applause ) 

Speaker  Andresen:  We  thank  you,  Mr.  Presi- 
dent-Elect. 

Dr.  Masterson’s  remarks  will  also  be  referred  to 
the  Reference  Committee  on  Report  of  the  President, 
of  which  Dr.  Thomas  B.  Wood  is  the  chairman. 

Section  16 

Introduction  of  Representatives  from  Other  State 
Societies 

Speaker  Andresen:  It  is  always  a pleasure  to 
welcome  to  our  meeting  the  delegates  of  other  state 
medical  societies.  As  in  the  past,  these  states  have 
sent  us  some  of  their  best  men,  and  I shall  ask  the 
representatives  from  each  state,  if  present,  to  step 
to  the  rostrum  and  say  a few  words.  As  far  as  I 
know  the  only  one  present  is  Dr.  Russell  B.  Roth, 
who  represents  Pennsylvania,  and  I am  going  to  ask 
Dr.  Leo  Schiff  to  escort  him  to  the  rostrum. 

. . . .There  was  applause  from  the  delegates  as 
Dr.  Leo  F.  Schiff,  of  Clinton,  escorted  Dr.  Russell 
B.  Roth  to  the  rostrum.  . . . 

Dr.  Leo  F.  Schiff,  Clinton:  It  is  a pleasure  to 
introduce  Dr.  Russell  B.  Roth,  representing  the 
State  of  Pennsylvania. 

Speaker  Andresen:  Thank  you,  Dr.  Schiff! 

Won’t  you  say  a few  words,  Dr.  Roth? 

Dr.  Russell  B.  Roth:  Mr.  Speaker,  Delegates, 
and  members  of  the  Medical  Society  of  the  State  of 
New  York,  it  has  long  been  a pleasant  tradition  of 
mutual  interest  and  cooperation  to  have  interchang- 
ing delegates  between  your  great  State  Medical 
Society  and  that  of  the  State  of  Pennsylvania. 

Your  Speaker  has  already  explained  our  interest 
in  what  you  do  here  in  these  ensuing  days.  The 
medical  picture  has  been  changed  sufficiently  from 
past  years  so  that  all  of  us  find  it  incumbent  upon  us 
to  pay  more  attention  to  the  flood  of  literature  that 
crosses  our  desks  in  reference  to  the  political  issues  of 
medicine  than  we  do  to  the  scientific  publications. 
What  you  do  here  in  these  next  few  days  will  be 
watched  very  closely  not  only  by  the  State  of  Penn- 
sylvania but  by  all  of  the  states  in  the  union,  by  all 
of  the  backers  who  are  interested  in  the  promotion  of 
what  I think  we  should  perhaps  not  call  organized 
medicine  so  much  as  ethical  medicine. 

I convey  to  you  the  regrets  of  our  president,  Dr. 
Gilson  Colby  Engel,  that  he  could  not  be  here  per- 
sonally on  this  occasion.  You  are  probably  aware 
of  his  specific  interests  in  providing  counter  measures 
to  compulsory  health  insurance.  Those  of  you  who 
have  read  the  text  of  the  bill  recently  submitted  in 
the  Senate  by  Senator  Lister  Hill  know  that  that  is  a 
political  implementation  of  Dr.  Engel’s  Ten  Point 
Program  which  he  presented  to  our  State  Society 
last  year.  I do  not  know  what  the  future  holds  as  to 
the  fate  of  S.  5,  and  how  fast  it  is  going  to  come  be- 
fore the  Senate  of  the  United  States,  but  we  cannot 
afford  to  sit  back  and  wait.  I,  as  a representative 
of  the  State  of  Pennsylvania,  shall  in  the  next  few 
days  watch  with  avid  interest  for  the  purpose  of 
carrying  back  to  my  State  Society  a report  on  what 
your  attacks  and  your  approaches  to  the  situation 
will  be.  ( Applause ) 

Speaker  Andresen:  Are  there  any  other  dele- 
gates from  our  neighboring  states  present? 

. . . .There  was  no  response. . . . 

Speaker  Andresen:  From  Connecticut,  we  are 
expecting  Dr.  James  R.  Miller;  from  New  Jersey, 
Dr.  James  F.  Norton;  and  from  Vermont,  Dr.  Rol- 
and C.  McSweeney.  If  they  come  in  later,  we  will 
introduce  them. 
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Section  17  (See  5) 

Introduction  of  Members  with  Oldest  Attendance 
Record  in  House 

Speaker  Andresen:  While  the  discussion  was 
going  on,  I noticed  that  one  of  the  gentlemen  whom 
I asked  to  come  to  the  platform  before  came  in,  one 
of  our  two  oldest  members  of  the  House,  James  F. 
Rooney.  In  view  of  the  fact  that  we  have  so  little 
time  left  I will  ask  the  subsequent  speakers  to  con- 
fine themselves  to  a few  remarks,  but  we  would  like 
to  hear  from  our  old  friend,  Dr.  Rooney,  I am  sure. 

( Applause ) 

Dr.  James  F.  Rooney,  Trustee:  Mr.  Speaker  and 
gentlemen  of  the  House,  you  don’t  need  to  hear  any- 
thing from  me  this  morning.  This  is  something  that 
comes  to  you  as  you  get  older,  and  unfortunately 
I think  it  is  a mistake  because  I am  no  older  now 
than  I was  ten  years  ago.  You  will  hear  a lot  from 
me  within  the  next  few  days  probably,  so  I thank 
you,  Mr.  Speaker,  for  calling  on  me. 

Speaker  Andresen:  I am  sure  we  will,  Dr.  Roo- 
ney. ( Applause ) 

Section  18 

World  Medical  Association 

Speaker  Andresen:  Dr.  Louis  H.  Bauer,  our 
former  President,  has  asked  for  a few  minutes  to  dis- 
cuss the  World  Medical  Association,  of  which  he  is 
the  Secretary-General.  ( Applause ) 

Dr.  Louis  H.  Bauer:  Mr.  Speaker  and  members 
of  the  House,  last  Thursday  at  9:30  p.m.  I was  in 
Madrid,  Spain;  at  1:15  Friday  afternoon  I was  in 
New  York  City.  I say  that  to  show  you  how  the 
world  is  constantly  shrinking.  We  are  no  longer 
three  thousand  or  five  thousand  miles  away  from 
any  country,  but  just  a few  hours.  We,  therefore, 
have  got  to  learn  to  live  together,  or  we  assuredly  will 
not  live  at  all. 

Following  the  recent  war,  an  attempt, was  made  to 
make  up  an  organization  of  doctors  of  the  world 
through  their  national  medical  associations.  That 
organization  was  finally  perfected  in  Paris  in  Sep- 
tember, 1947.  There  are  now  forty  national  medi- 
cal associations  belonging  to  this  organization.  We 
hope  eventually  to  have  sixty,  including  the  member- 
ship of  at  least  500,000  doctors. 

It  has  been  surprising  to  see  how  these  doctors  can 
work  together,  and  how  they  think  pretty  much 
alike.  In  Geneva  last  September  they  adopted 
twelve  principles  on  social  security  which  you  people 
here  might  very  well  have  written  yourselves.  They 
investigated  German  war  crimes,  and  adopted  what 
we  might  call  a modification  of  the  Hippocratic 
oath,  with  the  recommendation  that  it  be  adopted  by 
all  national  associations  and  licensing  boards  as  a 
prerequisite  to  membership  or  licensure. 

We  have  been  studying  medical  education 
throughout  the  world.  We  have  just  finished  a re- 
port, a preliminary  one,  on  medical  education  in  26 
countries  of  the  world — something  that  has  never 
been  done  before. 

We  have  been  studying  health  practice  throughout 
the  world,  and  I am  sorry  to  say  that  in  the  investi- 
gation of  health  practice  the  United  States  is  one  of 
the  very  few  countries  that  quacks  practice  in;  in 
fact,  one  country  wrote  in  and  said  that  they  had  no 
quacks  practicing  medicine  because  they  all  came  to 
the  United  States. 

We  are  also  investigating  medical  advertising,  and 
we  are  preparing  a code,  an  international  code  on 
medical  ethics,  and  here  is  an  instance  of  the  spirit 
of  cooperation  that  is  prevalent:  In  the  meeting  in 
Paris  in  1947  there  was  a feeling,  I think,  of  suspicion 


and  distrust.  They  did  not  know  just  how  to  take 
us.  They  thought  that  perhaps  the  United  States 
and  Great  Britain  wanted  to  take  over  this  organiza- 
tion and  run  it.  Well,  we  are  running  it,  that  is 
true;  nevertheless  we  are  doing  it  with  the  whole- 
hearted support  and  cooperation  of  all  participants. 
That  feeling  of  suspicion  and  distrust  has  been 
entirely  dissipated,  and  in  the  case  of  this  inter- 
national code  of  ethics  there  were  two  paragraphs 
to  which  the  American  members  objected.  They 
were  deleted,  and  in  doing  so  the  Frenchman,  who 
speaks  practically  no  English,  turned  to  Dr.  Hender- 
son, the  chairman  of  the  Board  of  Trustees  of  the 
American  Medical  Association,  and  said,  “That  was 
for  you,”  which  shows  how  they  are  looking  now  to 
the  United  States  for  help  and  support. 

I want  to  distinguish  between  the  World  Medical 
Association  and  the  World  Health  Organization. 
The  World  Health  Organization  is  a branch  of  the 
United  Nations,  and  it  receives  its  support  from 
governmental  funds.  It  is  concerned  more  particu- 
larly with  the  public  health  aspects  of  medicine; 
whereas  the  World  Medical  Association  is  a private 
organization  composed  entirely  of  national  medical 
associations,  and  run  by  the  medical  profession,  and 
its  aims  are  to  raise  the  standards  not  only  of  health 
but  of  medical  care  and  of  medical  education 
throughout  the  world,  and  to  better  the  international 
relations  among  various  countries.  The  support  of 
the  World  Health  Organization,  as  I say,  comes  from 
government  funds;  the  support  of  the  World  Medi- 
cal Association  has  to  be  obtained  from  private 
sources.  In  many  of  these  countries  their  asso- 
ciations don’t  have  any  money,  never  have  had,  and 
even  if  they  have  it  they  cannot  get  it  out  of  the 
country  at  the  present  time.  Therefore,  when  we 
went  over  for  the  organization  of  this  World  Medical 
Organization  two  years  ago  those  of  us  from  the 
United  States  felt  that  if  this  organization  was  ever 
to  be  anything  more  than  a nice  little  correspondence 
club  it  would  have  to  have  money;  consequently  we 
organized  a United  States  Committee  of  the  World 
Medical  Association,  which  was  incorporated  as  a 
nonprofit  organization  under  the  laws  of  the  State  of 
New  York,  and  we  have  asked  associations  and  indi- 
viduals to  become  members  of  that  Committee  to 
render  support  to  the  World  Medical  Association  to 
make  sure  that  it  could  do  a job.  All  of  these  things 
that  I have  mentioned — and  there  are  others  I 
won’t  take  your  time  to  go  over — have  been  accom- 
plished purely  because  we  have  been  able  to  raise  the 
funds  in  this  country.  Organizations  like  the  Ameri- 
can Medical  Association,  which  is  a member  of  the 
World  Medical  Association  itself  and  also  a member 
of  the  United  States  Committee,  the  Mayo  Clinic, 
the  International  College  of  Surgeons,  the  College  of 
Radiology,  the  Medical  Society  of  the  State  of  New 
York,  the  Nassau  County  Medical  Society  (I  am 
proud  to  say  because  that  is  my  own  county  society) 
and  numerous  other  medical  organizations;  organ- 
izations like  the  National  Tuberculosis  Association, 
American  Cancer  Society,  etc.,  and  many  of  the 
pharmaceutical  houses  have  contributed.  We  want 
to  have  at  least  five  thousand  individual  members  of 
the  Committee.  The  members  will  receive  all  of 
the  publications  and  reports  of  the  Committee  as 
well  as  the  Bulletin  of  the  World  Medical  Association, 
which  will  be  issued  quarterly.  They  will  receive  a 
certificate  of  membership  in  .the  Committee,  but 
what  I hope  will  be  of  more  interest  to  you  is  the 
feeling  that  by  joining  this  Committee  you  your- 
selves, can  feel  that  you  are  helping  to  raise  the 
standards  of  medical  education  and  medical  care 
throughout  the  world. 
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These  people  are  looking  to  us  for  help.  When  1 
was  in  Madrid,  Dr.  Sensenich,  the  president  of  the 
American  Medical  Association,  and  Dr.  Henderson, 
the  chairman  of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association,  were  cabled  to  return  to 
the  States  immediately  on  account  of  the  Truman 
announcement  last  week,  so  they  returned  before  me. 
The  president  of  the  Association  is  a Frenchman,  and 
he  said,  “I  am  sorry  they  are  going,  but  on  the  other 
hand  I am  glad  because  if  you  succeed  over  there 
perhaps  we  may  succeed  in  preventing  any  further 
socialization  here;  but  if  you  succumb  we  will  suc- 
cumb.” So  they  are  looking  to  us  for  help,  and  we 
cannot  let  them  down. 

We  have  outside  here  a young  lady  who  will  be 
glad  to  enter  your  subscription  as  individual  mem- 
bers. She  also  will  be  up  in  the  exhibit  hall  during 
the  rest  of  the  week.  I would  like  to  see  every  mem- 
ber of  the  House  of  Delegates  become  a member  of 
this  Committee.  Every  officer  of  the  American 
Medical  Association  is  a member  of  this  Committee 
and  eighty  per  cent  of  the  House  of  Delegates  of  the 
American  Medical  Association  are  members  of  this 
Committee.  Many  of  you  here  are  already,  and 
those  of  you  who  are  not  I hope  will  be. 

Thank  you!  (Applause) 

Speaker  Andresen:  Thank  you,  Dr.  Bauer. 

Section  19 

Tribute  to  Vice-Speaker  Strohm 

Speaker  Andresen:  I regret  to  inform  you  about 
the  illness  of  one  of  our  friends  and  one  of  our  hardest 
workers  for  the  Medical  Society.  Fortunately,  he 
is  now  convalescing,  and  we  hope  he  will  soon  be  re- 
stored to  full  health.  He  has  shown  courage  and 
rare  devotion  to  duty  in  coming  here  today.  I refer 
to  our  Vice-Speaker,  Dr.  Nelson  W.  Strohm. 

Dr.  Strohm,  will  you  take  a bow.  (Prolonged 
applause) 

Speaker  Andresen  : We  are  now  ready  for  reso- 
lutions. It  is  important  to  have  all  resolutions  intro- 
duced this  morning  so  that  our  reference  com- 
mittees may  consider  them  this  afternoon.  It  means 
much  extra  trouble  for  these  hard  working  com- 
mittees if  delayed  resolutions  require  additional 
meetings,  and  for  us  it  means  we  will  be  spending 
more  time  tomorrow  in  session  if  we  don’t  get  almost 
all  of  our  resolutions  introduced  today. 

Section  20  (See  164) 

Hospitals  in  the  Practice  of  Medicine 

Dr.  J.  Stanley  Kenney,  Planning  Committee  for 
Medical  Policies,  a Special  Committee  of  the  House  of 
Delegates: 

Mr.  Speaker  and  members  of  the  House,  the  Plan- 
ning Committee  for  Medical  Policies  is  the  sponsor 
of  this  resolution.  It  had  intended  to  present  a 
supplementary  report  in  a little  more  detail  if  that 
were  possible,  but  the  Committee  met  yesterday  to 
consider  a supplementary  report  from  one  of  its  sub- 
committees, and  on  the  basis  of  that  I am  going  to 
present  this  resolution  to  the  House  from  the  Plan- 
ning Committee  for  Medical  Policies: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  heartily  in  accord  with  all  movements 
that  will  afford  the  adequate  training  of  students 
of  medicine,  the  prevention  and  treatment  of  dis- 
ease, and  the  establishment  of  medical  care  on 
economic  planes  which  will  not  result  in  the  de- 
terioration of  the  individual  practice  of  medicine 
or  the  lowering  of  the  standards  of  medical  care  of 
the  sick;  and 


“Whereas,  there  has  been  a tendency  for  certain 
hospitals  and  teaching  institutions  to  open  clinics 
for  the  practice  of  medicine  for  profit;  and 

“Whereas,  we  do  not  believe  this  is  necessary 
for  teaching  purposes;  and 

“Whereas,  we  believe  in  the  end  it  will  lead  to 
an  inferior  type  of  medical  care  for  the  public  at 
large;  therefore  be  it 

“ Resolved,  that  this  committee  recommend  to 
the  House  of  Delegates  that  the  resolution  previ- 
ously passed  by  the  House  of  Delegates  (New 
York  State  Journal  of  Medicine,  Part  II, 
September  1, 1948,  page  18,  paragraph  3)  be  called 
to  the  attention  of  hospitals  and  teaching  institu- 
tions; and  be  it  further 

“ Resolved,  that  a conference  of  deans  of  medical 
colleges  and  representatives  of  hospitals  and 
teaching  institutions  be  held  to  discuss  and  formu- 
late a policy  which  is  in  the  public’s  interest;  and 
be  it  further 

“Resolved,  that  all  hospitals  and  teaching  insti- 
tutions be  requested  to  take  no  further  action  until 
such  time  as  the  above  policy  has  been  formu- 
lated.” 

Mr.  Speaker,  I would  like  one  minute  more  to 
clarify  this  in  the  minds  of  the  House,  for  there  are 
quite  some  who  seem  confused.  This  Planning 
Committee  for  Medical  Policies  is  a special  com- 
mittee of  the  House  of  Delegates,  and  it  is  not  a 
Council  Committee.  The  three  recommendations 
that  appeared  in  the  printed  report  we  feel  are  of 
such  import  that  I sincerely  hope  that  those  of  you 
who  have  those  recommendations  will  take  the  time 
to  go  before  the  Reference  Committee,  because  what 
we  have  attempted  to  do  we  do  not  consider  as  final 
action,  but  we  have  given  you  what  we,  after  con- 
sidered thought,  believe  are  sound  opinions  on  the 
three  subjects  involved.  They  were  presented  as 
recommendations  in  the  report,  and  perhaps  it  is 
superfluous,  Mr.  Speaker,  but  I have  here  in  the 
usual  form  three  resolutions  which  implement  the 
recommendations  of  the  Planning  Committee  which 
are  published  in  the  report.  I had  some  prepared  in 
the  interests  of  taking  the  labors  off  the  Reference 
Committee. 

Speaker  Andresen:  The  report  of  the  Planning 
Committee  and  this  resolution  are  referred  to  the 
Reference  Committee  on  the  Report  of  the  Planning 
Committee,  of  which  Dr.  Thomas  M.  D’Angelo,  of 
Queens,  is  chairman. 

. . . .The  three  resolutions  referred  to  by  Dr.  J. 
Stanley  Kenney  are  as  follows. . . . 

Section  21  (See  164) 

Medical  Services  in  Hospital  and  Blue  Cross  Con- 
tracts 

The  following  resolution  is  introduced  to  imple- 
ment the  recommendation  contained  in  the  1949 
Report  of  the  Planning  Committee  for  Medical 
Policies: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  repeatedly  passed  resolutions  de- 
fining radiology,  pathology,  anesthesiology,  and 
physical  therapy  as  the  practice  of  medicine;  and 
“Whereas,  this  principle  has  been  generally  rec- 
ognized by  all  concerned  with  relationships  to 
these  fields  of  medical  practice;  and 

“Whereas,  a large  proportion  of  the  practi- 
tioners in  these  fields  have  continued  to  make 
contracts  with  hospitals  for  full-time  employ- 
ment, and  it  has  not  been  held  to  be  unethical  to 
do  so;  and 
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“Whereas,  surgeons,  internists,  and  other  spe- 
cialists.are  engaging  in  the  same  practices  and  are 
now  signing  full-time  contracts  with  hospitals; 
and 

“Whereas,  it  has  been  held  that  when  a hos- 
pital employs  such  a licensed  practitioner  the  work 
done  by  this  practitioner  is  the  practice  of  medi- 
cine by  this  practitioner  and  not  by  the  hospital; 
and 

“Whereas,  the  decision  of  the  Attorney  Gen- 
eral does  not  change  the  definition  of  medical 
practice  but  points  out  that  the  hospitals  are 
merely  contracting  for  services  of  practitioners  in 
their  employ;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  must  be  sympathetic  to  any  organized 
effort  on  the  part  of  the  practitioners  in  the  vari- 
ous specialties  to  refuse  to  enter  into  salary  con- 
tracts with  hospitals  and  to  demand  the  privilege 
of  rendering  bills  for  services  separate  from  hos- 
pital bills,  but  no  such  organized  effort  has  been 
made;  therefore  be  it 

“Resolved,  that  unless  and  until  the  specialists 
involved  are  willing  to  refuse  to  renew  existing 
salary  contracts  with  hospitals,  and  to  refuse  to 
enter  into  any  further  similar  arrangements,  it  is 
the  judgment  of  tjiis  body  that  it  will  be  very  diffi- 
cult to  correct  this  situation  except  through  nego- 
tiations between  the  hospitals  and  the  prac- 
titioners in  the  various  specialties  concerned.” 

Section  22  ( See  163 ) 

Reorganization  of  the  District  Branches 

The  following  resolution  is  introduced  to  imple- 
ment the  recommendations  contained  in  the  1949 
Report  of  the  Planning  Committee  for  Medical 
Policies: 

“1.  That  Richmond  County  be  separated  from 
the  present  First  District  and  added  to  the  present 
Second  District  Branch.  This  is  convenient  both 
geographically  and  from  the  standpoint  of  good 
transportation. 

“2.  That  Westchester,  Bronx,  and  New  York 
Counties  constitute  a new  district.  This  could 
retain  the  present  number  one  designation  or  be 
given  a new  number  at  the  discretion  of  the 
House. 

“3.  That  Ulster  and  Sullivan  Counties,  along 
with  Orange,  Dutchess,  Putnam,  and  Rockland 
Counties,  be  made  a new  district,  the  numerical 
designation  to  be  at  the  discretion  of  the  House. 

“4.  That  the  several  district  branches  ar- 
range to  employ  an  executive  secretary,  full-  or 
part-time,  to  coordinate  the  various  activities, 
public  relations,  legislation,  workmen’s  compensa- 
tion, and  others  of  the  component  county  so- 
cieties; and  we  further  recommend  that  the  ex- 
penses of  such  executive  officer  be  entirely  pro- 
vided for  by  the  various  county  societies  making 
up  the  district.” 

Section  23  ( See  165) 

Group  and  Contract  Practice 

The  following  resolution  is  introduced  to  imple- 
ment the  recommendations  contained  in  the  1949 
Report  of  the  Planning  Committee  for  Medical 
Policies: 

“Whereas,  group  practice  is  now  established  in 
New  York  State,  and  many  new  problems  confront 
the  profession  in  relationship  to  this  type  of  prac- 
tice; therefore  be  it 

“Resolved,  that  the  House  of  Delegates  authorize 


a continuing  study  and  critical  survey  of  this  prob- 
lem of  group  and  contract  practice  and  instruct 
the  Council  to  implement  this  action  through  the 
proper  agency  or  committee  to  the  end  that  we 
shall  always  be  kept  apprised  of  changing  con- 
ditions in  these  areas  of  practice  and  be  prepared 
to  deal  effectively  with  them.” 

Section  24  ( See  89) 

Medical  Specialty  Boards — Admission  to  Examina- 
tion 

Dr.  Samuel  Z.  Freedman,  New  York:  The  fol- 
lowing resolution  was  approved  at  the  January  24, 
1949,  meeting  of  the  Meaical  Society  of  the  County 
of  New  York: 

“Whereas,  the  specialty  boards  in  the  various 
fields  of  medicine  serve  the  purpose  of  setting  cri- 
teria of  scholarship,  training,  and  ethics;  and 

“Whereas,  certification  by  a specialty  board 
confers  upon  a physician  recognition  of  proficiency 
which  is  highly  regarded  by  his  colleagues  and  the 
layman;  and 

“Whereas,  to  deny  to  a physician  who  meets 
the  basic  training,  postgraduate,  and  ethical  re- 
quirements entrance  to  the  examination  necessary 
for  certification  in  a specialty  withholds  from  the 
candidate  the  recognition  in  such  specialty  of  his 
colleagues  and  the  patients  he  serves,  thereby  by 
inference  branding  him  as  inferior  to  those  who  are 
certified;  and 

“Whereas,  s^nce  specialty  board  certification  is 
an  extremely  important  factor  in  obtaining  admit- 
tance to  the  staffs  of  most  recognized  hospitals,  the 
denial  of  certification  to  a physician  who  meets  the 
basic  training,  postgraduate  and  ethical  require- 
ments of  the  Specialty  Board  accordingly  unduly 
restrains  him  in  the  full  practice  of  his  profession; 
now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  recommend  that  all  physi- 
cians who  are  duly  licensed  to  practice  medicine 
in  the  State  of  New  York  and  who  meet  the  basic 
training,  postgraduate,  and  ethical  requirements  of 
a specialty  board  be  admitted  to  the  examination 
given  by  the  specialty  board  without  regard  to 
race,  religion,  color,  sex,  or  national  origin;  and 
be  it  further 

“Resolved,  that  the  Secretary  of  the  Medical 
Society  of  the  County  of  New  York  be  directed  to 
send  copies  of  this  resolution  to  the  presidents  of 
each  Specialty  Board  and  to  the  chairman  of  the 
Advisory  Board  of  the  Medical  Specialties;  and 
be  it  further 

“Resolved,  that  the  delegates  to  the  Medical 
Society  of  the  State  of  New  York  are  hereby  in- 
structed to  introduce  and  work  for  the  passage  of 
this  resolution  in  that  body  and  in  the  House  of 
Delegates.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore  is  chairman. 

Section  25  ( See  164) 

Resolution  to  Restrain  Hospitals  from  Engaging  in 
the  Practice  of  Medicine 
Dr.  Benjamin  M.  Bernstein,  Kings: 

“Whereas,  the  rendering  of  medical  services 
and  the  application  of  the  principles  of  the  art  and 
science  of  medical  practice  must  remain  in  the 
hands  of  qualified  physicians  practicing  individ- 
ually or  in  groups;  and 

“Whereas,  no  governmental  or  other  agency 
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should  be  permitted  either  to  control  or  to  render 
medical  care  or  services;  and 

“Whereas,  the  practice  of  medicine  embraces 
services  performed  by  radiologists,  pathologists, 
and  anesthesiologists,  both  in  private  practice  and 
in  hospitals;  and 

“Whereas,  hospitals  are  now  engaging  in  the 
provision  of  the  services  of  such  specialists  without 
regard  to  their  standing  as  specialists  in  the  prac- 
tice of  medicine;  and 

“Whereas,  in  addition  to  the  services  of  these 
specialists,  hospitals  are  increasingly  active  in 
employing  full-time  specialists  in  other  cate- 
gories, and  the  providing  of  the  services  of  these 
specialists  to  the  public  and  charging  and  collect- 
ing fees  for  such  services  rendered;  and 

“Whereas,  the  division  of  fees  by  individuals 
and  groups  is  forbidden  by  the  accepted  codes  of 
medical  ethics  and  by  the  provisions  of  the  Educa- 
tion Law  of  the  State  of  New  York;  now,  there- 
fore be  it 

“ Resolved,  that  such  activities  on  the  part  of  hos- 
pitals are  herewith  construed  as  being  in  violation 
of  regulations  governing  the  practice  of  medicine 
and  are,  therefore,  condemned;  and  be  it  further 
“Resolved,  that  the  Council  be  instructed  to 
take  immediate  action  under  existing  legal  and 
ethical  codes  to  stop  these  activities  by  hospitals; 
and  be  it  further 

“Resolved,  that  the  Council  be  instructed  to 
sponsor  and  support  the  reintroduction  of  the 
Friedman  bill  ( Senate  Introductory  2402),  which 
was  passed  by  the  State  Senate  at  the  last  session 
of  the  Legislature  and  which  would  legally  forbid 
hospitals  from  carrying  on  the  practices  described 
in  this  resolution.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Planning  Committee 
for  Medical  Policies,  of  which  Dr.  Thomas  M.  D’An- 
gelo is  the  chairman,  and  which  has  had  referred  to  it 
a similar  resolution  introduced  by  Dr.  Kenney  for 
the  Planning  Committee. 

Section  26  ( See  160) 

Lien  Law 

Dr.  Abraham  Koplowitz,  Kings:  This  is  an  old 
proposition,  Mr.  Speaker  and  delegates,  that  we 
have  been  fighting  for  for  a great  many  years,  and 
still  have  not  succeeded  in  getting : 

“Whereas,  a bill  to  amend  the  lien  law  and 
civil  practice  act  in  relation  to  liens  of  physicians 
for  treatment  and  care  of  certain  injured  persons 
was  introduced  in  the  1949  Legislature  of  the 
State  of  New  York,  which  bill  was  not  passed; 
therefore  be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York  request  the  reintroduction  of  the 
Senate  Introductory  2045  of  1949  to  the  1950  Legis- 
lature of  the  State  of  New  York;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill.” 

Speaker  Andresen:  This  is  referred  to  the  Refer- 
ence Committee  on  Miscellaneous  Business  (A),  of 
which  Dr.  Andrew  A.  Eggston  is  the  chairman. 

Section  27  (See  135) 

Medical  Directory 

Dr.  Norman  S.  Moore,  Tompkins:  At  a meeting 
of  the  Tompkins  County  Medical  Society  held  March 
21,  1949,  the  following  resolutions  were  adopted,  and 
their  delegate  instructed  to  introduce  them  to  this 
House  of  Delegates: 


“Whereas,  the  biyearly  publication  of  the 
Medical  Directory  of  New  York,  New  Jersey  and 
Connecticut  and  its  distribution  to  all  members  of 
the  New  York  State  Medical  Society  without 
charge  entails  a great  drain  on  the  finances  of  the 
Medical  Society  of  the  State  of  New  York, 
amounting  to  $85,000  this  year;  and 

“Whereas,  an  expense  of  this  magnitude  ap- 
pears to  be  unnecessary  and  unwarranted;  there- 
fore be  it 

“Resolved,  that  the  House  of  Delegates  direct 
that  one  of  two  alternative  courses  be  taken,  to 
wit: 

“1.  That  the  Directory  be  published  every  two 
years  and  sold  at  cost  to  those  members  who  de- 
sire a copy,  or 

“2.  That  the  Directory  be  published  every  five 
years  and  distributed  without  charge  to  all  mem- 
bers, with  the  understanding  that  supplements  be 
published  at  intervals  and  distributed  by  sub- 
scription during  the  period  between  issues  of  the 
Directory  in  order  to  keep  the  function  of  the 
Directory  up  to  date.” 

Speaker  Andresen:  Referred  to  Reference  Com- 
mittee on  Report  of  the  Council,  Part  XI,  of  which 
Dr.  Eugene  H.  Coon,  of  Nassau,  is  chairman. 

Section  28  (See  156) 

American  Medical  Association  Assessment — Sug- 
gestion for  Use  of  Funds 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
Number  2: 

“Whereas,  the  House  of  Delegates  of  the 
American  Medical  Association  has  voted  to  assess 
each  member  of  the  Association  twenty-five  dol- 
lars ($25)  to  be  ‘used  for  a nation-wide  plan  of  edu- 
cation on  the  progress  of  American  medicine,  the 
importance  of  the  conservation  of  health,  and  the 
advantages  of  the  American  system  in  securing  a 
wide  distribution  of  a high  quality  of  medical 
care’;  and 

“Whereas,  this  statement  does  not  recognize 
the  necessity  of  taking  positive  action  to  remedy 
current  defects  in  the  distribution  of  medical  care 
that  are  cause  for  complaint  and  to  develop  further 
a comprehensive  nation-wide  program  for  ade- 
quate medical  care  for  all,  as  an  alternative  to  the 
government  proposals;  and 

“Whereas,  the  development  of  a nation-wide 
system  of  voluntary  prepayment  sickness  insur- 
ance appears  to  be  an  integral  part  of  such  a pro- 
gram; therefore  be  it 

“Resolved,  that  the  funds  collected  from  this 
assessment  be  used  for  (1)  a program  to  discover 
weaknesses  in  the  current  distribution  of  medical 
care  and  develop  means  for  remedying  them,  and 
(2)  plans  for  adequate  nation-wide  voluntary  sick- 
ness insurance,  rather  than  chiefly  for  education 
and  propaganda  concerning  our  present  system 
of  medical  care  and  its  progress;  and  further  be  it 

“Resolved,  that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  of  New  York  be  instructed  to  introduce 
this  resolution  at  the  next  regular  meeting  of  the 
American  Medical  Association.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Thomas  O.  Gamble,  of  Albany,  is  chair- 
man. 

Section  29  (See  92) 

Diabetes  Detection  Drives 

Dr.  Frederick  W.  Williams,  Bronx:  This  reso- 
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lution  is  introduced  by  the  Bronx  County  Medical 
Society.  It  concerns  itself  with  diabetes  detection 
drives,  of  which  one  was  run  last  year,  and  which  will 
be  run  again  annually: 

“Whereas,  it  is  within  the  province  of  the 
American  Medical  Association  on  a national,  state, 
and  county  level  to  direct  public  health  education 
and  disease  detection  drives  for  the  public  benefit; 
and 

“Whereas,  lay-directed  organizations  have 
taken  the  leadership  in  these  campaigns,  and  public 
fund  raising  has  become  a prominent  feature  of 
these  projects;  and 

“Whereas,  the  Federal  government  through  the 
United  States  Public  Health  Service  has  already 
taken  steps  in  regard  to  the  problem  of  detection 
and  education  in  diabetes;  and 

“Whereas,  diabetes  being  neither  contagious 
nor  epidemic  is  not  truly  a government  problem; 
and 

“Whereas,  the  American  Diabetes  Association, 
a branch  of  the  profession  of  medicine,  has  begun  a 
nation-wide  detection  drive  to  be  conducted 
annually  and  directed  solely  by  members  of  the 
medical  profession  without  fund-raising  appeals; 
and 

“Whereas,  the  American  Diabetes  Association 
has  carried  and  will  carry  its  detection  drive  to  the 
people  only  through  the  American  Medical  Asso- 
ciation, the  state  and  county  societies;  therefore 
be  it 

“Resolved,  that  the  New  York  State  Medical 
Society  record  its  approval  of  the  Diabetes  Asso- 
ciation’s detection  drive;  and  be  it  further 

“Resolved,  that  the  Public  Health  Committee 
and  the  Industrial  Medicine  Committee  of  the 
New  York  State  Medical  Society,  together  with  a 
specially  appointed  committee  for  Diabetes  Detec- 
tion, be  instructed  to  cooperate  with  the  American 
Diabetes  Association  and  its  local  associations  in 
conducting  diabetes  detection  drives  in  this  State; 
and  be  it  further 

“Resolved,  that  the  delegates  to  the  American 
Medical  Association  be  instructed  to  introduce 
these  resolutions  at  the  June,  1949,  session  of  the 
American  Medical  Association,  or  support  similar 
resolutions  that  may  be  introduced.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Thomas  O.  Gamble,  of  Albany,  is  chair- 
man. 

Section  SO  [See  1S6) 

Concerning  Listing  of  Union  Health  Center  in  the 
State  Medical  Directory  as  an  Industrial  Clinic 
Dr.  Peter  M.  Murray,  New  York:  On  behalf  of 
the  Medical  Society  of  the  County  of  New  York,  I 
wish  to  introduce  the  following  resolution: 

“Whereas,  in  the  1949  Directory  of  the  Medical 
Society  of  the  State  of  New  York  there  is  listed  the 
Union  Health  Center  under  the  section  of  Hos- 
pitals and  Clinics;  and 

“Whereas,  at  a special  meeting  on  September 
29, 1948,  of  the  Committee  on  Medical  Economics, 
of  the  Medical  Society  of  the  County  of  New 
York,  this  listing  was  anticipated  and  unanimously 
disapproved;  and 

“Whereas,  the  Comitia  Minora  meeting  on 
October  11,  1948,  agreed  with  the  action  of  the 
Committee  on  Medical  Economics;  and 

“Whereas,  at  a general  meeting  of  the  Society 
the  recommendation  of  the  Comitia  Minora  in  this 
matter  was  accepted;  and 


“Whereas,  on  November  19,  1948,  the  Medical 
Society  of  the  State  of  New  York  was  informed 
of  the  action  of  the  Comitia  Minora  and  its  recom- 
mendation ‘That  it  request  the  Medical  Society  of 
the  State  of  New  York  to  withhold  approval  of 
the  listing  of  the  Union  Health  Center  in  the  State 
Medical  Directory  as  an  Industrial  Clinic,  pending 
further  investigation  by  a subcommittee  of  the 
Medical  Economics  Committee’;  and 
“Whereas,  the  Union  Health  Center  does  not 
meet  the  requirements  for  listing  in  the  Directory; 
therefore  be  it 

“Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  County  of  New  York  be  instructed 
to  introduce  and  attempt  to  carry  through  a reso- 
lution at  the  coming  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  condemning  this  action;  and  be  it  further 
“ Resolved , to  recommend  to  the  Publication 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  to  eliminate  the  Union  Health  Center 
listing  in  the  next  issue  of  the  Medical  Directory.” 
This  resolution  was  introduced  at  the  Stated 
Meeting  of  the  Medical  Society  of  the  County  of 
New  York  on  April  25  and  passed,  and  the  delegates 
were  instructed  to  introduce  it  in  this  House. 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XI,  of 
which  Dr.  Eugene  H.  Coon,  of  Nassau,  is  chairman. 

Section  SI  ( See  142) 

Voluntary  Service  in  Medical  Corps  of  the  Armed 
Forces 

Dr.  Alfred  P.  Ingegno,  Kings:  The  first  reso- 
lution, gentlemen,  is  one  presented  by  Dr.  Andresen : 
“ Resolved , that  the  component  county  medical 
societies  of  the  Medical  Society  of  the  State  of 
New  York  be,  and  hereby  are,  urged  by  this,  their 
House  of  Delegates,  to  exert  every  effort  in  their 
community  to  insure  that  a sufficient  number  of 
available  physicians,  particularly  young  interns 
and  residents,  be  encouraged  to  volunteer  to  serve 
their  nation  in  the  medical  corps  of  the  armed 
forces.” 

Speaker  Andresen:  I would  like  to  say  I had 
nothing  to  do  with  introducing  this.  This  came 
from  the  headquarters  of  the  Area  Service  Unit  ask- 
ing us  to  present  this  resolution. 

This  is  referred  to  the  Reference  Committee  on 
the  Report  of  the  Council,  Part  I,  of  which  Dr.  Scott 
Lord  Smith,  of  Dutchess,  is  chairman. 

Section  32  ( See  93) 

Tenure  of  Hospital  Staff  Appointments 

Dr.  Alfred  P.  Ingegno,  Kings:  Resolution  of 
the  Medical  Society  of  the  County  of  Kings,  con- 
cerning tenure  of  hospital  staff  appointments,  which 
was  passed  unanimously  at  a stated  meeting  on 
April  19,  1949,  with  instruction  that  it  be  submitted 
to  this  House  of  Delegates: 

“Whereas,  proper  and  equitable  hospital  ad- 
ministration should  include  provisions  in  hospital 
bylaws  which  adequately  protect  the  staff  appoint- 
ments of  physicians  from  capricious  or  summary 
termination,  particularly  after  a reasonable  pro- 
bationary period  of  service  or  after  attainment  of 
appropriate  staff  rank,  be  it  therefore 

“Resolved,  that  the  Medical  Society  of  the 
County  of  Kings,  through  its  delegates,  recom- 
mend to  the  Medical  Society  of  the  State  of  New 
York  that  an  appropriate  committee,  working  in 


28 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


conjunction  with  other  interested  groups  such  as 
the  New  York  Hospital  Association,  initiate  stud- 
ies to  define  just  and  widely  applicable  standards 
for  dealing  with  problems  relative  to  tenure  of 
hospital  staff  appointments.” 

Speaker  And  resen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Thomas  O.  Gamble,  of  Albany,  is  chair- 
man. We  will  give  Dr.  Gamble  something  more  to 
do. 

Section  S3  (See  119 ) 

Voluntary  Health  Insurance  (National  Enrolment 
Agency) 

Dr.  G.  W.  McAuliffe,  New  York:  The  following 
resolution  was  approved  at  the  Stated  Meeting  of 
the  Medical  Society  of  the  County  of  New  York, 
held  on  Monday,  April  25,  1949: 

“Whereas,  the  problem  of  making  voluntary 
health  insurance  available  to  eveiyone  is  of  para- 
mount interest  to  every  physician;  and 

“Whereas,  we  believe  that  some  form  of  a 
national  plan  is  necessary  in  order  to  accomplish 
this  end;  now,  therefore,  be  it 

“ Resolved , that  a national  enrolment  agency  be 
established  under  the  direction  of  the  Blue  Shield 
and  medical  profession  and  to  include  an  insurance 
company  legally  qualified  to  write  voluntary 
health  insurance  in  those  areas  where  this  is  not 
available  and  to  also  act  as  an  enrolment  agency 
for  local  plans;  and  be  it  further 

“ Resolved , that  this  organization  develop  a con- 
tractual agreement  at  the  top  level  with  the  corre- 
sponding organization  now  being  formed  by  the 
Blue  Cross  Commission  for  hospital  insurance  in 
order  that  both  sickness  and  hospital  insurance 
may  be  presented  to  the  public;  and  be  it  further 
“ Resolved , that  the  delegates  from  the  Medical 
Society  of  the  County  of  New  York  be  instructed 
to  introduce  a similar  resolution  at  the  meeting  of 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  to  the  end  that  the  dele- 
gates from  the  Medical  Society  of  the  State  of  New 
York  be  instructed  to  introduce  a similar  resolu- 
tion at  the  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  at  Atlantic  City 
in  June,  1949.” 

Speaker  And  resen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  VII,  of  which 
Dr.  Guy  S.  Philbrick,  of  Niagara,  is  chairman. 

Section  34  (See  120) 

Voluntary  Health  Insurance  (National  Plan) 

Dr.  Felix  Ottaviano,  Madison:  Mr.  Speaker, 
I realize  that  several  resolutions  have  been  presented 
this  morning  that  more  or  less  combine  the  gist  of 
this  one.  However,  it  was  felt  by  my  constituents 
in  Madison  County  that  we  have  no  over-all  plan  as 
physicians.  The  American  Medical  Association  has 
no  plan,  in  spite  of  its  12-point  program,  which  is 
really  something  to  offer  in  place  of  the  government 
plan.  Therefore,  I would  like  to  present  this,  and 
it  is  up  to  the  Committee  itself  then  which  it  will 
present  to  the  delegates  for  action: 

“Whereas,  it  is  known  and  recognized  that 
many  of  the  existing  voluntary  health  and  medical 
insurance  plans  do  not  fully  and  adequately  cover 
all  illnesses,  especially  those  of  a catastrophic  na- 
ture; and 

“Whereas,  the  present  and  accepted  voluntary 
health  and  insurance  plans  do  not  cover  all  classes; 
and 


“Whereas,  the  medical  profession  is  vitally 
interested  in  the  health  and  welfare  of  all  people 
and  is  desirous  of  meeting  and  improving  any  de- 
ficiencies that  may  exist  in  medical  care;  and 

“Whereas,  the  12-point  plan,  as  recently  pro- 
posed by  the  American  Medical  Association, 
makes  no  provision  for  a general  and  over-all  vol- 
untary national  health  insurance  plan;  therefore 
be  it 

“ Resolved , that  the  Medical  Society  of  the  State 
of  New  York,  now  in  convention,  instruct  and 
direct  its  delegates  to  the  next  annual  session  of 
the  American  Medical  Association  to  present  a reso- 
lution before  that  body  recommending  a general 
and  over-all  voluntary  national  health  insurance 
plan  be  developed,  which  will  include  all  classes,  be 
available  to  all  individuals  as  well  as  groups  of 
individuals,  and  therein  provide  for  full  and  com- 
plete coverage  of  all  illnesses.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  VII,  of  which 
Dr.  Guy  S.  Philbrick,  of  Niagara,  is  chairman. 

Section  35  ( See  154 ) 

Amendment  of  Article  5 of  Constitution  and  Bylaws 
of  the  American  Medical  Association 

Dr.  J.  Homer  Cudmore,  New  York:  The  fol- 
lowing resolution  was  introduced  by  the  Medical 
Society  of  the  County  of  New  York  on  April  25, 
1949,  and  approved: 

“Whereas,  some  county  medical  societies  in 
various  parts  of  the  United  States  exclude  from 
their  membership  physicians  of  certain  races,  re- 
gardless of  their  professional  ability  or  ethical 
standing;  and 

“Whereas,  physicians  so  excluded  from  county 
societies  are  thereby  excluded  from  membership 
or  fellowship  in  the  American  Medical  Association; 
and 

“Whereas,  physicians  excluded  from  member- 
ship in  the  American  Medical  Association  are  for 
that  reason  denied  the  right  to  apply  for  member- 
ship in  other  national  professional  societies  where 
membership  in  the  American  Medical  Association 
is  a prerequisite;  and 

“Whereas,  these  physicians  are  thereby  re- 
strained in  the  legitimate  pursuit  and  furtherance 
of  their  professional  activities;  and 

“Whereas,  this  exclusion  of  physicians  on  the 
basis  of  race  constitutes  an  affront  to  our  col- 
leagues, a degradation  of  the  honored  traditions  of 
our  profession,  and  a violation  of  our  American 
democratic  ideal;  therefore  be  it 

“ Resolved,  that  Article  5 of  the  Constitution  and 
Bylaws  of  the  American  Medical  Association  shall 
be  amended  to  state:  ‘No  constituent  association 
shall  exclude  from  membership  any  physician  for 
other  than  professional  or  ethical  reasons’;  and 
also  be  it 

“ Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  County  of  New  York  are  hereby  in- 
structed to  introduce  this  proposed  amendment  at 
the  annual  meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York,  to 
be  held  in  1949,  to  the  end  that  this  proposed 
amendment  shall  be  introduced  at  the  annual 
meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  to  be  held  in  1949;  and  fur- 
ther be  it 

“ Resolved , that  the  delegates  of  our  County 
Society  firmly  impress  upon  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  that  the  course  of  world  events  today  de- 
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mands  the  binding  together  of  the  entire  medical 
profession  to  the  point  that  the  American  Medical 
Association’s  failure  to  pass  this  resolution  last 
year  should  be  reconsidered.  Let  the  State  dele- 
gates inform  the  American  Medical  Association  of 
the  unanimous  passage  of  this  resolution  last  year 
and  let  them  strongly  urge  favorable  action  by  the 
American  Medical  Association  at  the  annual  ses- 
sion in  Atlantic  City  in  June,  1949.” 

Speaker  And  resen:  This  resolution  is  referred 
to  the  Reference  Committee  on  Miscellaneous 
Business  (A),  of  which  Dr.  Andrew  A.  Eggston,  of 
Westchester,  is  the  chairman. 

Section  86  ( See  127) 

Amendment  of  Section  31  of  Principles  of  Pro- 
fessional Conduct 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Speaker, 
officers,  ladies  and  gentlemen,  I have  before  me  a 
suggestion  relating  to  the  Principles  of  Professional 
Conduct  which  I have  been  instructed  to  present 
before  this  august  body  by  the  Medical  Society 
of  the  County  of  New  York.  I want  to  preface  my 
remarks  by  the  following:  As  a member  of  the  Board 
of  Censors  for  many  years  I know  there  are  problems 
that  have  been  presented  to  us  which  call  for  certain 
action,  and  in  view  of  the  present  situation  there  are 
certain  changes  which  we  should  like  to  recommend. 

It  also  takes  into  consideration  the  fact  that  tele- 
vision is  now  becoming  one  of  the  modes  of  passing 
on  the  word  to  the  public  relating  to  the  activities  of 
our  Medical  Society  for  the  care  and  welfare  of  our 
patients.  With  your  kind  permission  I shall  pro- 
ceed. 

. . . .Dr.  Burk  then  read  the  following,  which 
Secretary  Anderton  caused  to  be  distributed  to  each 
delegate  in  advance  of  the  reading  for  their  conven- 
ience in  following  the  proposal.  . . . 

Suggestion  to  the  Medical  Society  of  the  State  of 
New  York  to  amend  Section  31  of  Principles  of  Pro- 
fessional Conduct: 

“31  (a)  Physicians,  as  individuals  or  as  mem- 
bers of  any  group,  institution,  or  organization, 
howsoever  named,  shall  not  resort  to  lay  solicita- 
tion of  patients  in  any  form  or  manner  whatso- 
ever, directly  or  indirectly,  or  knowingly  aid  or 
permit  others  to  make  use  of  them  in  any  form  or 
manner  of  advertising  or  publicity  through  lay 
channels  which  would  be  tantamount  to  the  solici- 
tation of  patients  on  their  behalf,  or  employ  any 
means  or  methods  whatsoever  to  gain  the  atten- 
tion of  the  lay  public  for  the  purpose  of  obtaining 
patients. 

“(b)  Physicians  shall  not  promise  radical  cures 
or  refer  to  their  singular  achievements  or  unique  or 
outstanding  practices  or  the  like,  nor  shall  they 
boast  of  cases,  operations,  cures,  or  remedies,  or 
inspire  or  knowingly  aid  or  permit  the  publication 
of  reports  of  any  thereof,  publicly  through  lay 
channels. 

“(c)  Physicians  shall  not  give,  for  use  in  con- 
nection with  their  name  or  photograph  in  any 
manner  or  form  of  advertising  or  publicity  through 
lay  channels,  any  endorsement,  approval,  cer- 
tificate, report,  or  statement  regarding  any  thera- 
peutic agent,  apparatus,  or  appliance,  or  any  com- 
mercial article,  or  regarding  any  property,  test  or 
application  thereof,  or  regarding  the  manufacturer 
or  seller  thereof.  Distribution  of  medical  re- 
prints should  be  limited  strictly  to  the  medical 
profession. 

“(d)  It  is  suggested  that  before  releasing  any 


book,  magazine,  periodical,  or  newspaper  article,  or 
other  writing  or  any  statement  or  interview  for  lay 
publication  and  before  taking  part  in  any  moving 
picture,  radio  or  television  broadcast,  or  making 
any  statement  before  any  public  meeting  or  assem- 
blage, and  before  approving  any  advertisement, 
announcement,  or  other  publicity  with  respect  to 
any  of  the  foregoing,  members  of  the  Society, 
wherever  time  shall  permit,  should  submit  all  per- 
tinent data  thereon  to,  and  avail  themselves  of  the 
advice  and  counsel  of,  any  committee,  bureau,  or 
other  facility  of  this  Society,  or  of  his  own  county 
medical  society,  which  may  be  maintained  or  pro- 
vided for  the  purpose  of  giving  such  advice  and 
counsel,  and  should  thereafter  govern  themselves 
accordingly.  Each  member  should  be  careful  to 
insist,  wherever  time  permits,  in  dealing  with  lay 
organizations,  that  no  interview  or  statement,  and 
no  advertisement,  announcement,  or  other  pub- 
licity with  respect  to  any  of  the  above-described 
activities  shall  be  published  or  made  use  of  unless 
and  until  approved  in  writing  by  the  member. 
When  consulted,  the  committee,  bureau,  or  fa- 
cility so  consulted  should  render  its  decision  in 
writing  to  the  physician  as  promptly  as  reasonably 
•possible.  In  giving  any  such  advice  and  counsel 
or  in  rendering  any  such  decision,  the  committee, 
bureau,  or  facility  involved  shall  be  guided  by  the 
provisions  of  this  Section  31,  as  interpreted  in  the 
light  of  the  underlying  motive,  habit,  and  inten- 
tion of  the  member  and  his  standing  and  reputa- 
tion in  the  profession  and  in  the  community  and 
of  the  essentially  educational  or  instructive,  as  dis- 
tinguished from  self-seeking  or  personal,  character 
of  the  communication  itself. 

“(e)  Physicians  shall  not  attempt  to  secure  pa- 
tients through  solicitors,  runners,  contact  men,  or 
agents  of  any  kind,  or  pay,  or  offer  to  pay,  any  fee, 
gratuity,  commission,  or  bonus  in  return  for  the 
obtaining,  referring,  recommending,  or  procuring 
of  any  patient. 

“(f)  Physicians  should  not  become  or  remain 
associated  or  identified  with  any  corporation,  or- 
ganization, group,  or  individual,  medical  or  lay, 
resorting  to  or  making  use  of  direct  advertising  to 
the  public  for  business  of  a medical  or  a therapeutic 
nature,  or  having  to  do  with  the  diagnosis,  care 
or  treatment  of  the  sick  or  injured,  the  mainte- 
nance of  health  or  the  prevention  of  disease.” 

Dr.  Burk:  I might  add,  gentlemen,  this  is  the 
brain  child  of  some  of  the  members  of  the  Medical 
Society  of  the  County  of  New  York,  particularly  the 
chairman  of  the  Board  of  Censors,  and  the  Academy 
of  Medicine  of  the  City  of  New  York.  At  those  con- 
ferences there  were  also  members  of  the  Medical  So- 
ciety of  the  State  of  New  York  who  sat  in  on  them, 
and  here  you  have  this  suggestion  presented  to  you. 
Thank  you! 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  XII,  of 
which  Dr.  Joseph  A.  Geis,  of  Essex,  is  chairman. 

Section  87  (See  110) 

Representative  of  the  Five  Counties  to  Be  Included 
in  the  Committee  on  Legislation 

Dr.  Margaret  Janeway,  New  York:  This  is  pre- 
sented at  the  instruction  of  the  Medical  Society  of 
the  County  of  New  York: 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  instruct  its  delegates  to  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  to  introduce  a resolution  that 
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a representative  of  the  five  county  medical  so- 
cieties of  Greater  New  York  be  appointed  to  the 
Committee  on  Legislation  of  the  Medical  Society 
of  the  State  of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX,  of 
which  Dr.  William  B.  Rawls,  of  New  York,  is  the 
chairman. 

Are  there  any  further  resolutions? 

Section  88  ( See  113 ) 

Free  Choice  of  Physicians  for  Federal  Employes 

Dr.  Guy  S.  Philbrick,  Niagara:  I am  submit- 
ting the  following  resolution  to  the  House  of  Dele- 
gates at  the  request  and  direction  of  the  Advisory 
Subcommittee  on  Workmen’s  Compensation: 

“Whereas,  it  is  the  custom  of  the  U.  S.  Em- 
ployes Compensation  Commission  to  appoint 
designated  surgeons  in  all  localities  where  a U.S. 
Marine  Hospital  or  Veterans  Facility  is  not  avail- 
able for  the  care  and  treatment  of  injured  em- 
ployes;- and 

“Whereas,  all  injured  employes  are  directed  to 
one  of  these  designated  surgeons  if  injured  in  line 
of  duty;  and 

“Whereas  certain  other  branches  of  the  Fed- 
eral government,  namely,  the  Veterans  Facility, 
have  recognized  the  free  choice  of  physician  plan 
in  home  treatment  of  veterans ; and 

“Whereas,  all  injured  employes  in  New  York 
State  enjoy  this  privilege  under  the  New  York 
State  Compensation  Law;  now,  therefore,  be  it 
“Resolved,  that  this  House  direct  its  delegates 
to  the  annual  meeting  of  the  American  Medical 
Association  to  present  a resolution  requesting 
that  provision  be  made  in  the  Federal  law  on 
workman’s  compensation  that  all  Federal  em- 
ployes be  granted  free  choice  of  physician  for  in- 
juries sustained  in  line  of  duty.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  X,  Work- 
men's Compensation,  of  which  Dr.  A.  Wilbur  Duryee 
of  New  York,  is  the  chairman. 

Section  39  ( See  157) 

Opposition  to  Senate  Resolution  5 on  National 
Health  Insurance  and  Request  for  Such  Action  by 
the  American  Medical  Association 

Dr.  James  Greenough,  Otsego:  This  resolution  is 
introduced  at  the  request  of  the  Otsego  County 
Medical  Society: 

“Whereas,  there  has  been  introduced  into  the 
Congress  of  the  United  States  a bill  known  as 
S.  5,  whose  purpose  is  to  provide  a national  health 
insurance  and  public  program;  and 

“Whereas,  it  is  the  belief  of  the  members  of 
this  Society  that  the  passage  of  this  bill  would  be 
to  the  disadvantage  of  those  needing  medical  care 
for  the  following  reasons: 

“1.  The  control  of  medical  care  by  public 
officials  who  have  had  no  medical  training  or  ex- 
perience would  inevitably  lead  to  political  inter- 
ference in  professional  matters  and  would  result 
in  the  development  of  an  ineffective  and  enor- 
mously costly  Federal  bureaucracy. 

“2.  The  removal  of  private  practitioners  to 
the  category  of  servants  of  a bureaucracy  has 
been  shown  in  other  countries  to  result  in  indis- 
criminate abuse  of  the  privilege  of  medical  care, 
with  overloading  of  available  facilities  so  that 


the  patient  who  needs  care  may  be  denied  it: 
and 

“Whereas,  it  is  the  belief  of  this  Society  that 
payroll  deduction  financing  will  obscure  the  great 
cost  of  a national  health  program  and  eliminate 
the  annual  budgeting  and  appropriative  functions 
of  the  President  and  the  Congress;  and 

“Whereas,  the  members  of  the  Society  are  dis- 
turbed by  the  inevitable  consequences  of  ill- 
considered  health  legislation;  and 

“Whereas,  the  12-point  program  advanced  by 
the  American  Medical  Association,  February  12, 
1949,  while  commendable,  is  not  a specific,  alter- 
native plan  to  the  proposed  bill  S.  5;  and 

“Whereas,  it  is  the  right  of  the  public  as  pa- 
tients to  participate  in  the  development  of  medical 
care  plans;  now,  therefore,  be  it 

“Resolved,  by  the  members  of  this  House  of 
Delegates: 

“1.  That  they  affirm  their  unanimous  oppo- 
sition to  S.  5. 

“2.  That  the  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce 
a motion  at  the  annual  meeting  in  1949  calling 
for  a conference  under  the  auspices  of  the  Ameri- 
can Medical  Association  of  representatives  of 
labor,  industry,  the  farm  groups,  medical  and 
dental  practice,  education  and  research,  hos- 
pital, public  health,  and  other  interested  lay  and 
medical  groups  for  the  purpose  of  establishing 
a joint  planning  commission.  Such  a planning 
commission  should  immediately  organize  and 
direct  comprehensive  studies  for  the  formulation 
of  a comprehensive  detailed  plan  for  prevention 
and  curative  medicine  for  the  nation.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Andrew  A.  Eggston,  of  Westchester,  is  chairman. 

Section  40  ( See  155 ) 

Suggestion  for  a More  Representative  Group  of 
Delegates  to  the  American  Medical  Association 

Dr.  George  A.  Burgin,  Herkimer:  This  resolu- 
tion is  very  respectfully  presented  by  the  County  of 
Herkimer,  with  deep  appreciation  of  the  character 
and  dignity  that  our  delegates  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  have 
always  had: 

“Whereas,  the  American  Medical  Association, 
of  which  each  county  medical  society  is  a primary 
and  integral  part,  has  entered  upon  a campaign  of 
public  education;  and 

“Whereas,  a tax  has  been  levied  against  each 
individual  physician  who  is  a member  of  his  county 
society  for  the  promotion  qf  this  educational  pro- 
gram; and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  the  first  echelon  in  the  chain  of  com- 
munication with  the  American  Medical  Associa- 
tion and  its  policy  committee;  and 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  been  represented  by  a distinguished 
group  of  delegates  to  the  American  Medical  Asso- 
ciation, but  the  great  majority  of  that  group  being 
‘elder  statesmen’  whose  economic  situation  is 
probably  more  or  less  secure  and  whose  practical 
and  personal  relationship  to  the  proposed  compul- 
sory health  insurance  legislation  does  not  have  the 
impact  that  faces  the  younger  practitioner;  now, 
therefore,  be  it 
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“ Resolved , by  the  Medical  Society  of  the  County 
of  Herkimer: 

“1.  That  the  Medical  Society  of  the  County 
of  Herkimer  urge  some  of  the  older  members  of 
the  House  of  Delegates  to  the  American  Medi- 
cal Association  from  the  Medical  Society  of  the 
State  of  New  York  to  refrain  from  seeking  re- 
election. 

“2.  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  at 
this  meeting  include  a more  representative  and 
younger  group  of  delegates  to  the  American 
Medical  Association  House  of  Delegates  in  its 
annual  selection  of  such  delegates.” 

Speaker  And  resen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Andrew  A.  Eggston,  of  Westchester,  is  chairman. 

Section  41  ( See  117) 

Medical  Indemnity  Payments 

Dr.  Anthony  C.  Galluccio,  Bronx:  This  is  a 
short  resolution  presented  by  the  delegation  of  the 
Bronx  County  Medical  Society: 

“Whereas,  the  medical  profession  has  consist- 
ently supported  the  right  of  a patient  to  free 
choice  of  physician;  and 

“Whereas,  contract  restrictions  under  certain 
voluntary  insurance  plans  tend  to  deny  or  restrict 
the  right  of  free  choice  of  physician;  therefore, 
be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  endorse 
in  principle  legislation  that  will  preserve  this  right 
of  free  choice,  especially  as  it  pertains  to  indemnity 
payments  to  patients  insured  in  voluntary  insur- 
ance plans.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VII,  of 
which  Dr.  Guy  S.  Philbrick,  of  Niagara,  is  chairman. 

Section  4%  (See  152) 

Endorsement  of  the  American  Medical  Association 
12-Point  Program 

Dr.  J.  P.  Henry,  Monroe:  This  resolution  was 
adopted  by  the  Medical  Society  of  the  County  of 
Monroe  at  a meeting  on  the  15th  day  of  March,  1949, 
and  I was  instructed  to  introduce  it: 

“Whereas,  the  future  of  medicine  in  the  United 
States  depends  upon  the  maintenance  of  that 
democratic  system  which  has  already  led  to  a 
standard  of  medical  care  and  public  health  supe- 
rior to  that  in  any  other  country;  and 

“Whereas,  medical  care  is  expanding  as  fast  as 
possible  in  the  United  States  during  its  postwar 
stage,  especially  considering  that  one-  third  of  the 
American  physicians  served  in  the  armed  forces, 
many  of  whom  have  been  but  recently  returned  to 
civilian  life;  and 

“Whereas,  there  are  in  the  81st  Congress  bills 
whose  purpose  is  to  provide  a national  health  in- 
surance and  public  health  program;  and 

“Whereas,  these  measures  would  institute  a 
system  of  compulsory  health  insurance  and  compel 
the  imposition  of  an  additional  payroll  tax  to 
finance  them,  thus  causing  a hardship  to  the  aver- 
age wage  earner;  and 

“Whereas,  compulsory  health  insurance  would 
lower  the  quality  of  medical  care,  impair  the  rela- 
tionship between  doctor  and  patient,  and  lead  to 


the  control  of  American  medicine  by  an  enormous 
bureaucracy;  and 

“Whereas,  there  is  now  available  a wide 
variety  of  voluntary  prepaid  medical  care  insur- 
ance plans  which  provide  the  public  with  the  op- 
portunity to  budget  for  expenses  of  medical  care 
without  dictation  by  the  government;  now,  there- 
fore, be  it 

“ Resolved  by  the  Medical  Society  of  the  County 
of  Monroe,  meeting  in  regular  session  this  fifteenth 
day  of  March,  1949: 

“1.  That  the  members  of  the  Medical  So- 
ciety of  the  County  of  Monroe  affirm  their 
unanimous  opposition  to  any  present  or  future 
bills  embodying  the  compulsory  health  insur- 
ance principle. 

“2.  That  the  members  of  the  Medical  So- 
ciety of  the  County  of  Monroe  approve  and  en- 
dorse wholeheartedly  the  ‘Twelve-Point  Pro- 
gram’ adopted  by  the  American  Medical  Asso- 
ciation. 

“3.  That  we  endorse  the  local  implementa- 
tion of  the  A.M. A.  program  as  contained  in  the 
Monroe  Plan. 

“4.  That  for  the  purpose  of  encouraging  the 
very  healthy  upsurge  of  physician  interest  in 
medical-economic  problems,  the  following  are 
recommended: 

“(a)  Major  problems  to  be  considered  by 
the  House  of  Delegates  should  be  sufficiently 
ublicized  prior  to  action  to  allow  county  and 
tate  Society  members  to  advise  their  dele- 
gates of  local  opinion  on  the  problems  in 
question. 

This  implies  that  as  far  as  practical,  the 
agenda  of  the  House  of  Delegates  meetings  be 
submitted  to  each  county  society. 

The  intent  of  this  recommendation  is  to 
stimulate  free  discussion  of  major  policy  by  all 
physicians. 

“(b)  Liberalization  of  the  editorial  policy 
of  the  Journal  of  the  American  Medical  Asso- 
ciation is  suggested  so  that  minority  opinion 
can  comfortably  be  given  expression.  The 
establishment  of  a democratic  discussion 
forum  in  the  A.M.A.  Journal  will  do  much  to 
clarify  intraprofessional  differences.  The 
opportunity  for  ventilating  repressed  convic- 
tions can  operate  to  produce  insight,  interest, 
and  necessary  compromise  in  problems  facing 
all  physicians. 

“(c)  Establishment  of  a Bureau  of  Infor- 
mation which  will  regularly  channel  detailed 
current  information  to  the  county  society 
level.  We  feel  that  there  is  an  unforgivable 
ignorance  by  physicians,  in  general,  on  prob- 
lems of  medical  economics.  This  ignorance 
stems  from  a lack  of  facilities  for  obtaining 
factual  information,  as  well  as  from  indiffer- 
ence on  the  part  of  physicians.  Action  now, 
in  the  face  of  awakened  interest  and  awakened 
sense  of  responsibility,  may  go  far  to  correct 
this  indifference. 

“(d)  The  A.M.A.  in  consultation  with 
state  and  Federal  representatives  and  leaders 
in  labor,  industry,  and  business  should  formu- 
late plans  whereby  the  medically  indigent  can 
be  subsidized  for  health  insurance.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Andrew  A.  Eggston,  of  Westchester,  is  chairman. 
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Section  48  (.See  88,  131) 

Remission  of  Dues  for  Physicians  Leaving  to  Take 
Residencies 

Dr.  G.  S.  Baker,  Wyoming:  I have  been  in- 
structed by  my  county  society,  Wyoming,  to  intro- 
duce this  resolution  dealing  with  the  remission  of 
dues  for  physicians  leaving  to  take  residencies: 

“Whereas,  several  members  of  the  New  York 
State  Medical  Society  have  given  up  their  prac- 
tices to  return  to  teaching  institutions  for  resi- 
dencies; and 

“Whereas,  these  members  now  have  a very 
limited  income  and  in  some  instances  no  income  at 
all;  and 

“Whereas,  it  is  desirable  that  these  doctors 
continue  as  members  of  their  county  medical  so- 
cieties and  the  New  York  State  Medical  Society; 
and 

“Whereas,  the  continued  payment  of  annual 
dues  constitutes  a serious  financial  burden  to  these 
members;  be  it  therefore 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  remit 
the  annual  State  assessment  of  members  in  this 
category  as  an  encouragement  to  the  undertaking 
of  postgraduate  studies,  and  to  relieve  these  de- 
serving members  of  the  burden  of  paying  dues,  this 
to  apply  only  to  those  members  taking  courses  of 
one  or  more  fiscal  year’s  duration.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  chairman. 

Section  44  (See  163) 

Employment  of  Executive  Secretaries  of  District 
Branches 

Dr.  Stephen  R.  Monteith,  Rockland:  This  is  a 
personal  resolution: 

“In  order  more  effectively  to  consolidate  the 
organization  of  the  Medical  Society  of  the  State  of 
New  York,  and  particularly  to  implement  the  edu- 
cational campaign  in  which  the  Medical  Society  of 
the  State  of  New  York,  together  with  all  other 
segments  of  the  American  Medical  Association,  is 
now  engaged; 

“Be  It  Hereby  Resolved,  that  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be  in- 
structed by  the  House  of  Delegates  to  employ  an 
executive  secretary  for  each  district  branch  of  the 
Medical  Society  of  the  State  of  New  York,  which 
executive  officer  shall  be  an  employe  of  the  State 
Society,  directly  responsible  to  the  Council.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  chairman. 

Section  48  (See  168) 

Blood  Banks 

Dr.  John  M.  Galbraith,  Nassau:  At  the  meet- 
ing of  the  Nassau  County  Medical  Society,  held  on 
April  26,  1949,  the  following  resolution  was  adopted, 
with  the  request  that  it  be  presented  to  the  State 
Society  Meeting: 

“Whereas,  the  routine  clinical  needs  for  blood 
and  blood  products  have  been  steadily  increasing 
as  a result  of  medical  research;  and 

“Whereas,  it  is  occasionally  necessary  to 
mobilize  large  amounts  of  blood  within  short 
periods  of  time  to  meet  civilian  emergencies,  and 
it  may  be  repeatedly  necessary  to  do  so  in  the  case 
of  any  military  emergency;  and 


“Whereas,  in  many  areas  of  the  State  facilities 
are  not  now  adequate  to  meet  these  demands;  it 
is  hereby 

“Resolved,  that: 

“1.  Each  county  medical  society  appoint  a 
committee  on  blood  banks  to  survey  the  needs 
for  blood  bank  service  in  the  county  and  to  be 
responsible  for  the  medical  aspects  of  all  com- 
munity programs  designed  to  operate  existing 
or  expanded  services; 

“2.  In  so  far  as  possible,  expansion  of  blood 
banks  be  through  the  strengthening  of  services 
provided  by  approved  laboratories  in  general 
hospitals  and  by  public  health  laboratories; 

“3.  The  development  of  new  and  the  discon- 
tinuation of  existing  facilities  be  carried  out  only 
after  a careful  evaluation  of  the  needs  for  such 
action  by  all  interested  agencies  including  the 
county  medical  society  and  the  hospitals  in  the 
county; 

“4.  In  any  given  area  the  method  of  blood 
procurement  be  determined  by  agreement 
among  the  local  agencies  concerned,  including 
the  county  medical  society,  the  local  hospitals, 
the  public  health  laboratory  where  one  exists, 
the  interested  voluntary  agencies,  and,  where 
municipal  funds  are  concerned,  the  city  council 
or  the  county  board  of  supervisors;  and  if  the 
method  of  voluntary  mass  donations  be  agreed 
upon  by  such  agencies,  voluntary  agencies  such 
as  the  American  Red  Cross  be  encouraged  to  as- 
sume the  responsibility  for  such  procurement 
programs; 

“5.  An  effort  be  made  jointly  by  the  Medical 
Society  of  the  State  of  New  York  and  the  State 
Department  of  Health  to  coordinate  the  activi- 
ties of  blood  banks  along  regional  lines  so  that 
the  procurement  of  rare  blood  groups  for  peace- 
time needs  may  be  facilitated,  and  so  that  large 
amounts  of  blood  may  be  readily  obtained  and 
adequately  transported  in  case  of  civilian  or 
military  emergency.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  IV,  of  which 
Dr.  A.  H.  Aaron,  of  Buffalo,  is  chairman. 

Section  46  (See  116) 

Opposition  to  Imposing  Compulsory  Health  Insur- 
ance on  American  People 

Dr.  Floyd  S.  Winslow,  Councilor:  This  resolu- 
tion places  this  House  of  Delegates  formally  in  oppo- 
sition to  compulsory  health  insurance: 

“Whereas,  there  have  been  introduced  in  the 
Congress  of  the  United  States  bills  which  would 
impose  compulsory  health  insurance  on  the  Ameri- 
can people  for  the  professed  purpose  of  providing 
for  an  extension  of  medical  care  and  health  fa- 
cilities; and 

“Whereas,  the  element  of  compulsion  is  con- 
trary to  the  traditional  reliance  upon  individual 
initiative  and  freedom  of  action  that  are  the  bed- 
rock of  our  system  of  democracy,  and  would  con- 
stitute a sharp  departure  from  our  most  cherished 
ideals;  and 

“Whereas,  compulsory  health  insurance  would 
lead  to  the  demoralization  of  medical  service  and 
undoubtedly  contribute  to  a lowering  of  health 
standards,  the  impairment  of  medical  education, 
and  the  stifling  of  research,  to  which  would  be 
added  a huge  bureaucracy  supported  by  an  un- 
precedented tax  burden;  and 

“Whereas,  medical  care  insurance  on  a volun- 
tary basis  already  has  demonstrated  that,  protec- 
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tion  from  the  unusual  expense  of  medical  emer- 
gencies can  be  provided  without  compulsion  and 
the  paternal  interference  of  government  agencies; 
now,  therefore,  be  it 

“Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  assem- 
bled in  convention  in  the  city  of  Buffalo,  New 
York,  on  this  2nd  day  of  May: 

“1.  That  it  hereby  goes  on  record  against 
any  form  of  compulsory  health  insurance  or  any 
system  of  political  medicine  that  is  now  or  here- 
after may  be  introduced  before  the  Congress  of 
the  United  States; 

“2.  That  a copy  of  this  resolution  be  for- 
warded to  the  President  of  the  United  States,  to 
each  Senator  and  Representative  from  the  State 
of  New  York,  and  that  said  Senators  and  Repre- 
sentatives be,  and  are  hereby,  respectfully  re- 
quested to  use  every  effort  at  their  command  to 
prevent  the  enactment  of  such  legislation.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VII,  of 
which  Dr.  Guy  S.  Philbrick  is  the  chairman. 

Section  47  (See  163,  166) 

Redistricting  of  the  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York 

Dr.  Charles  W.  Mueller,  Kings:  This  resolu- 
tion is  submitted  by  the  Medical  Society  of  the 
County  of  Kings  and  also  the  Coordinating  Council 
of  the  five  metropolitan  county  societies  of  New 
York: 

“Whereas,  the  five  county  medical  societies  of 
New  York  City  function  through  the  Coordinating 
Council  for  more  efficient  planning  and  execution 
of  the  duties  and  responsibilities  of  said  county 
medical  societies;  and 

“Whereas,  Greater  New  York  is  the  only  di- 
vision of  New  York  State  in  which  more  than  one 
county  is  under  the  local  municipal  government; 
and 

“Whereas,  the  five  county  medical  societies  of 
New  York  City  have  common  professional  and 
economic  interests  different  in  many  respects  from 
those  of  county  societies  elsewhere  in  New  York 
State  as  evidenced  by  the  following : 

“1.  The  Health  Department  of  New  York 
City  is  directly  responsible  for  the  health  of  the 
people  of  the  five  counties  and  is  not  a part  of  a 
State  Health  District. 

“2.  The  Department  of  Welfare  of  New 
York  City  functions  in  a similar  manner  and,  as 
of  recent  date,  provides  home  medical  care  and 
many  other  medical  services  specifically  in- 
tended for  the  residents  of  New  York  City  only. 

“3.  This  City  is  the  only  unit  in  the  State 
wherein  public  hospitals  of  more  than  one 
county  are  under  the  jurisdiction  of  a single  au- 
thority, the  Commissioner  of  Hospitals,  re- 
sponsible to  the  Mayor  of  New  York  City. 

“4.  The  relationships  between  the  five 
county  medical  societies  and  the  aforementioned 
public  hospitals  are  governed  by  contacts  with 
the  Commissioner  of  Health,  the  Commissioner 
of  Hospitals,  and  the  Commissioner  of  Welfare 
through  the  Coordinating  Council. 

“5.  Coordinated  professional  and  economic 
policies  are  considered  in  the  function  of  such 
city-wide  organizations  as  the  Hospital  Council 
of  Greater  New  York  and  the  Hospital  Confer- 
ence of  Greater  New  York,  the  latter  comprising 
the  superintendents  of  the  City’s  many  private 


hospitals  and  representatives  from  their  medical 
boards. 

“6.  Workmen’s  compensation  regulations  in 
four  of  the  five  county  societies  are  different  from 
those  in  effect  elsewhere  in  the  State;  and 
“Whereas,  professional,  economic,  and  social 
interests  are  served  most  efficiently  by  an  adminis- 
trative unit  created  out  of  consideration  of  prob- 
lems common  to  a community  and  cognizant  of 
the  availability  of  facilities  for  readily  bringing  to- 
gether all  interested  parties;  now,  therefore,  be  it 
“ Resolved , that  the  five  county  medical  societies 
of  New  York  City,  for  themselves  and  through  the 
Coordinating  Council,  request  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  in  convention  assembled,  that  in  the  re- 
districting of  the  District  Branches  of  the  State 
Medical  Society  the  five  county  medical  societies 
of  New  York  City  be  designated  as  a District 
Branch  of  the  Medical  Society  of  the  State  of  New 
York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  the  Report  of  the  Planning  Com- 
mittee for  Medical  Policies,  of  which  Dr.  Thomas  M. 
D’Angelo,  of  Queens,  is  the  chairman. 

Section  48  (See  153,  160) 

Approval  of  Principles  of  the  Association  of  American 
Physicians  and  Surgeons 

Dr.  Thomas  O.  Gamble,  Albany:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I wish  to 
introduce  the  following  resolution: 

“Whereas,  bills  have  been  introduced  in  the 
Congress  of  the  United  States  providing  for  com- 
pulsory health  insurance;  and 

“Whereas,  the  great  majority  of  the  members 
of  the  medical  profession  feel  that  such  legislation 
would  result  in  the  lowering  of  medical  standards; 
and 

“Whereas,  the  lowering  of  standards  would 
mean  that  our  patients,  whom  we  are  serving  to 
the  best  of  our  ability,  would  suffer;  and 

“Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  endorses  the 
efforts  of  our  officers,  the  American  Medical  Asso- 
ciation, and  our  confreres  to  inform  the  public  of 
the  dangers  of  a compulsory  health  insurance  pro- 
gram; and 

“Whereas,  it  may  be  impossible  to  convince  our 
representatives  in  Congress  that  the  proposed 
legislation  is  dangerous  to  the  public  welfare;  and 
“Whereas,  the  medical  profession,  while  will- 
ing to  cooperate  with  all  plans  which  would  lead  to 
better  care  for  our  patients,  refuses  to  sign  any  con- 
tract which  involves  compulsion;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  en- 
dorses the  objectives  of  the  Association  of  Ameri- 
can Physicians  and  Surgeons,  which  are  as  follows: 
“(a)  To  make  available  to  the  people  the  ap- 
plication of  the  insurance  principle  to  the  costs 
of  major  medical  emergencies  under  proper 
voluntary  plans. 

“(b)  To  educate  the  people  to  the  use  and 
benefits  of  voluntary  plans  of  prepayment  sick- 
ness insurance. 

“(c)  To  operate  an  endless  public  relations 
program  which,  first,  will  correct  any  errors 
within  the  profession,  and,  then,  use  every  avail- 
able publicity  channel  to  tell  the  public  what  is 
accomplished  in  its  interest. 

“(d)  To  conduct  a continuing  publicity  cam- 
paign to  inform  all  levels  of  the  public  of  the 
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value  of  private  practice  of  medicine  and  the 
evils  of  compulsory  health  insurance  and  state 
or  socialized  medicine. 

“(e)  To  earn  again  the  respect  for  and  the 
understanding  of  the  medical  profession  by  the 
nation’s  lawmakers  through  proper,  effective 
representation  in  Washington. 

“(f)  To  effect  increasing  support  of  the 
American  Medical  Association  so  that  this  sci- 
entific body  may  continue  to  improve  upon  its 
contributions  to  public  health  and  the  science 
of  medicine. 

“(g)  To  organize  physicians  to  agree  to  par- 
ticipate only  in  such  methods  of  rendering  medi- 
cal services  which  are  in  the  public  interest. 
Any  action  of  the  Association  of  American 
Physicians  and  Surgeons  on  this  is  not  a pro- 
posed strike  against  the  sick  public.  AAPS 
members  will  always  continue  to  serve  their 
patients,  just  as  they  do  now,  and  have  always 
done  in  the  past,  but  they  avail  themselves  of 
their  constitutional  American  right  to  refuse  to 
do  so  as  serfs  of  a political  medicine  bureauc- 
racy. 

And  be  it  further 

“Resolved,  that  the  principle  of  nonparticipa- 
tion will  not  be  invoked  until  every  available 
method  of  blocking  the  passage  of  compulsory 
health  legislation  has  been  exhausted;  and  be  it 
further 

Resolved,  that  nonparticipation  will  not  be  in- 
voked until  a poll  taken  of  the  membership  of  this 
Society  shows  that  clear  majority  favors  this 
principle;  and  be  it  further 

“Resolved,  that  the  secretary  of  this  Society  be 
instructed  to  notify  the  presidents  and  secretaries 
of  our  county  societies,  the  president  and  secretary 
of  the  American  Medical  Association,  and  the 
president  and  secretary  of  the  Association  of 
American  Physicians  and  Surgeons  of  the  adoption 
of  this  resolution.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Andrew  A.  Eggston,  of  Westchester,  is  the  chair- 
man. 

Section  49  (See  94,  144) 

Complaint  Against  the  Welfare  Department  of 
Nassau  County 

Dr.  E.  K.  Horton,  Nassau:  This  is  a “quickie” 
from  Nassau  County: 

“Whereas,  Nassau  County  Welfare  Depart- 
ment is  governed  by  a policy  of  the  New  York 
State  Department  of  Social  Welfare  which  states 
that  all  fees  for  medical  care,  rendered  patients 
under  their  jurisdiction,  are  included  in  their  regu- 
lar monthly  allowances;  and 

“Whereas,  on  numerous  occasions  the  part  of 
the  allowance  for  medical  care  has  been  withheld 
from  the  physicians  who  supplied  the  services; 
and 

“Whereas,  the  situation  is  becoming  worse, 
and  many  physicians  are  not  being  paid  for  serv- 
ices rendered  at  fees  lower  than  their  regular 
fee;  therefore  be  it 

“Resolved,  that  the  delegates  of  the  Nassau 
County  Medical  Society  request  the  Medical 
Society  of  the  State  of  New  York  to  take  action  in 
this  matter  on  a State  level,  to  bring  about  the 
necessary  changes  in  policy  so  that  physicians 
supplying  medical  care  to  patients  under  the  juris- 
diction of  the  Nassau  County  Welfare  Depart- 
ment shall  be  paid  directly  or  the  checks  drawn  so 


that  it  will  be  necessary  for  patient  and  physicians 
both  to  endorse  them  for  cashing  purposes,  and 
that  the  white  slip  included  with  the  check  shall 
state  the  month  in  which  the  services  were  ren- 
dered.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Thomas  O.  Gamble,  of  Albany,  is  chair- 
man. 

Section  50  (See  118) 

Voluntary  Sickness  and  Hospital  Insurance 

Dr.  C.  J.  C.  Parsons,  Westchester: 

“Whereas,  in  discussing  compulsory  versus 
voluntary  sickness  and  hospital  insurance  with 
lay  audiences  the  most  frequent  criticism  of  the 
voluntary  plans  is  their  lack  of  comprehensiveness; 
and 

“Whereas,  the  rapid  growth  of  voluntary  pre- 
paid medical  care  insurance  is  one  of  the  strongest 
arguments  against  compulsory  insurance;  and 
“Whereas,  we  believe  the  voluntary  plans 
must  be  broadened  to  include  preventive  medical 
and  diagnostic  services  if  we  are  to  meet  the  needs 
of  the  people;  now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urge  the  Blue  Cross  and  Blue  Shield 
to  devise  plans,  as  rapidly  as  possible,  in  keeping 
with  good  medical  practice  and  actuarial  sound- 
ness, whereby  comprehensive  medical  and  hospi- 
tal coverage  including  preventive  medicine  and 
diagnostic  procedures  might  be  offered  to  the 
public  and  particularly  to  the  low  income  segment 
thereof.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VII,  of 
which  Dr.  Guy  S.  Philbrick,  of  Niagara,  is  chair- 
man. 

Section  51  (See  149) 

The  American  Medical  Association  Assessment 

Dr.  Reid  R.  Heffner,  Westchester:  Mr.  Speaker 
and  delegates,  this  is  a resolution  from  the  West- 
chester County  Medical  Society: 

“Whereas,  the  President  of  the  United  States, 
representatives  of  the  Federal  Security  Agency, 
and  certain  senators  and  representatives  are  using 
all  possible  means  to  achieve  the  enactment  of 
some  form  of  legislation  which  will  include  a pro- 
gram of  compulsory  health  insurance;  and 

“Whereas,  we  believe  the  promoters  of  this 
legislation  are  men  not  qualified  to  evaluate  health 
needs  nor  methods  of  providing  health  services, 
but  are  influenced  by  political  pressure  from 
organized  groups  that  are  interested  in  ‘free  medi- 
cal care’  and  socialistic  trends  in  government;  and 
“Whereas,  it  is  universally  conceded  that  we 
have  the  best  medical  care  in  the  world  and  the 
best  medical  schools,  research  centers,  hospitals, 
and  public  health  systems;  and 

“Whereas,  compulsory  health  insurance  leads 
inevitably  to  a deterioration  in  the  quality  of  medi- 
cal care,  to  greatly  increased  over-all  costs  in 
providing  medical  care,  and  eventually  to  a com- 
plete socialistic  economy;  and 

“Whereas,  the  practicing  physicians  of  the 
United  States  who  are  best  qualified  to  evaluate 
health  needs  and  methods  of  providing  medical 
care  are  overwhelmingly  opposed  to  any  system 
of  compulsory  health  insurance,  e.g.,  in  West- 
chester County,  on  the  basis  of  replies  to  a ques- 
tionnaire sent  to  the  1,100  physicians  in  the  county 
95  per  cent  indicated  unalterable  opposition;  and 
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“Whereas,  the  only  means  of  interpreting  the 
facts  concerning  the  hazards  involved  in  govern- 
ment medicine  and  the  cost  thereof  to  the  public 
is  through  education;  now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  record  at  this  session  its  official  ap- 
proval, not  only  of  the  $25  special  assessment  of 
the  A.M.A.,  but  also  of  additional  levies  if  needed 
in  order  to  carry  a dynamic  nation-wide  program 
of  public  education  to  an  effective  and  successful 
conclusion.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Andrew  A.  Eggston,  of  Westchester,  is  chair- 
man. 

Section  52  (See  107,  161) 

Amendment  of  Education  Law  in  Relation  to  the 
Practice  of  Psychiatry 

Dr.  Irving  J.  Sands,  Kings:  Mr.  Speaker  and 
members,  I have  the  following  resolutions  from  the 
Kings  County  Medical  Society: 

“Whereas,  psychiatry  is  a medical  specialty 
and  anyone  lacking  a bona  fide  medical  degree  who 
attempts  to  make  a mental  diagnosis  or  gives 
mental  advice  in  return  for  a fee  actually  is 
practicing  medicine;  and 

“Whereas,  no  matter  how  well  qualified  indi- 
viduals may  be  in  clinical  psychology  or  in  psychi- 
atric social  work,  such  individuals,  even  though 
they  may  be  licensed  or  certified  in  such  specific 
fields,  unless  they  also  be  psychiatrists,  can  and  do 
perpetrate  immeasurable  harm  upon  unknowing 
and  trusting  patients;  and 

“Whereas,  the  Attorney  General  of  the  State 
of  New  York  in  or  before  1945  did  render  an 
opinion  to  the  effect  that  ‘suggestive  therapeutics 
(hypnosis)  is  within  the  meaning  of  the  term 
“practice  of  medicine”  and  its  practice  is  there- 
fore forbidden  except  by  a duly  licensed  physician 
or  surgeon’;  and 

“Whereas,  the  public  too  often  considers  list- 
ings in  classified  telephone  directories  of  psycholo- 
gists, whether  licensed  or  unlicensed,  institutes 
purporting  to  teach  and/or  practice  what  is  de- 
scribed as  metaphysics,  psychologic  guidance, 
psychotherapy,  psychoanalysis,  and  hypnosis  as 
bona  fide  evidence  of  some  measure  of  approval, 
thereby  leaving  the  door  wide  open  for  all  manner 
of  quasiqualified  charlatanism;  and 

“Whereas,  the  Medical  Practice  Act  does  not 
specifically  include  mental  and  nervous  diseases 
as  diseases  within  the  meaning  of  the  law;  and 
“Whereas,  as  long  as  psychologists  and  psy- 
chiatric social  workers  claim  only  to  be  giving  ad- 
vice, counsel  or  guidance,  they  may,  as  matters 
now  stand,  avoid  prosecution  for  practicing  medi- 
cine; and 

“Whereas,  Paragraph  4,  Section  6501  of  the 
Education  Law  states:  ‘The  practice  of  medicine 
is  defined  as  follows:  A person  practices  medicine 
within  the  meaning  of  this  article,  except  as  here- 
inafter stated,  who  holds  himself  out  as  being  able 
to  diagnose,  treat,  operate,  or  prescribe  for  any 
human  disease,  pain,  injury,  deformity,  or  physi- 
cal condition,  and  who  shall  either  offer  or  under- 
take, by  any  means  or  method,  to  diagnose,  treat, 
operate  or  prescribe  for  any  human  disease,  pain, 
injury,  deformity,  or  physical  condition’;  and 
“Whereas,  the  State  Department  of  Education 
through  one  of  its  authorized  representatives  ex- 
pressed the  belief  ‘that  a psychologist  should  not 


hold  himself  out  as  being  able  to  diagnose  or  treat 
any  physical  condition,  which  includes  mental 
conditions,  according  to  (that  official’s)  interpre- 
tation of  the  opinion  of  the  Attorney  General  of 
New  York’;  now,  therefore,  be  it 

“Resolved,  that  the  Legislature  be  requested  to 
protect  the  public  interest  further  by  strengthen- 
ing the  Education  Law,  accomplishing  this  by 
specifically  including  mental  and  nervous  diseases 
within  the  meaning  of  the  law  and  specifically 
forbidding  psychologists  and/or  psychiatric  workers 
from  practicing  medicine;  and  be  it  further 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
legislation.” 

Speaker  Andresen:  Referred  to  Reference 

Committee  on  Report  of  Council,  Part  IX,  of  which 
Dr.  William  B.  Rawls,  of  New  York,  is  chairman. 
Dr.  Lochner  was  here  of  the  State  Board  of  Medical 
Examiners.  I would  suggest  that,  if  possible,  Dr. 
Rawls  get  him  to  attend  his  committee  meeting.  It 
would  be  well  to  discuss  that  matter  with  him. 

Section  53  (See  96) 

General  Practitioners  and  the  Visiting  Staffs  of 
General  Hospitals 

Dr.  Irving  J.  Sands,  Kings:  The  second  resolu- 
tion reads: 

“Whereas,  the  general  -practitioners  of  medi- 
cine have  played  a dominant  role  in  treating  the 
sick  of  our  country  and  in  maintaining  the  high 
level  of  health  of  our  nation;  and 

“Whereas,  the  general  medical  practitioners 
must  constantly  keep  in  touch  with  the  various 
newer  contributions  made  to  the  treatment  of  the 
sick;  and 

“Whereas,  the  general  medical  practitioner 
needs  a hospital  to  which  to  send  his  patients  and 
to  acquire  skill  and  experience  in  the  institution 
of  the  newer  methods  of  diagnosis  and  treatment; 
and 

“Whereas,  certain  general  hospitals  have  ac- 
cepted the  plan  of  limiting  membership  of  their 
visiting  staffs  only  to  specialists  in  various 
branches  of  medicine;  be  it  hereby 

“Resolved,  that  it  is  the  consensus  of  opinion  of 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  that  at  least  thirty  per 
cent  of  the  members  of  the  visiting  staffs  to  the 
general  hospitals  should  be  comprised  of  general 
practitioners  of  medicine.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  VI,  of 
which  Dr.  Thomas  O.  Gamble,  of  Albany,  is  chair- 
man. 

Section  54  (See  141,  184) 

Medical  Officers  for  the  Armed  Forces  of  the  United 
States 

Dr.  Irving  J.  Sands,  Kings:  This  is  the  third 
and  last  resolution  I have  to  introduce: 

“Whereas,  there  is  a critical  shortage  of  medi- 
cal officers  in  the  armed  forces;  and 

“Whereas,  the  Secretary  of  Defense  has  ap- 
pealed to  medical  schools,  state  and  county  medi- 
cal societies,  and  to  the  various  hospitals,  to  en- 
courage interns  and  younger  practitioners  of 
medicine  to  enlist  in  the  armed  forces;  and 
“Whereas,  the  response  on  the  part  of  the 
younger  medical  men  has  been  practically  negli- 
gible; be  it,  therefore 
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“Resolved,  that  it  is  the  consensus  of  opinion  of 
the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  that  residencies  in  the 
various  specialties  and  assistantships  to  the  visit- 
ing staffs  of  the  various  hospitals  be  given  only 
to  those  young  physicians  who  have  given  at 
least  two  years  of  active  service  in  the  armed  forces 
of  the  country;  and  be  it  further 

“Resolved,  that  a copy  of  these  resolutions  be 
sent  to  the  medical  superintendent  of  every 
hospital  in  the  State  of  New  York  and  to  the 
president  of  the  board  of  directors  or  trustees  of 
such  institutions.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  I,  of 
which  Dr.  Scott  Lord  Smith,  of  Dutchess,  is  chair- 
man. 

Section  55  ( See  112) 

Radiology  Workmen’s  Compensation  Fees 

Dr.  Charles  Muzzicato,  New  York:  This  res- 
olution has  for  its  purpose  the  raising  of  the  work- 
men’s compensation  fees  for  radiologists: 

“Whereas,  increases  were  granted  under  the 
recent  minimum  fee  schedule  of  Workmen’s  Com- 
pensation for  all  other  specialties;  and 

“Whereas,  the  radiology  schedule  has  remained 
the  same  since  1938;  and 

“Whereas,  the  cost  of  operation  of  an  x-ray 
specialist’s  office  has  increased  over  75  per  cent; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  take  all 
the  necessary  steps  to  recommend  at  least  a 30  per 
cent  increase  in  every  item  in  the  fee  schedule 
pertaining  to  x-ray;  and  be  it  further 

“Resolved,  that  a letter  regarding  the  raising  of 
fees  paid  to  radiologists  be  sent  to  the  chairman  of 
the  Workmen’s  Compensation  Board  of  the  State 
of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  Council,  Part  X,  Dr.  A. 
Wilbur  Duryee,  of  New  York,  chairman. 

Section  66  (See  164) 

Practice  of  Medicine  by  Medical  Colleges  and  Uni- 
versities 

Dr.  Alfred  Angrist,  Queens:  I have  just  two 
short  resolutions.  They  are  being  introduced  by 
Dr.  D’Angelo  and  myself: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  gone  on  record  on  several  occasions 
as  being  opposed  to  the  practice  of  medicine  for 
profit  by  medical  schools  and  hospitals;  and 
“Whereas,  the  faculties  of  several  medical 
schools  are  of  the  opinion  that  the  medical  educa- 
tion of  the  student  is  not  complete  unless  he  has 
had  some  experience  in  giving  patients  compre- 
hensive medical  care;  and 

“Whereas,  these  medical  schools  have  formed 
or  are  considering  forming  medical  groups  to  pro- 
vide comprehensive  medical  care  to  prepaid  vol- 
untary medical  expense  insurance  groups  and 
other  persons  in  the  middle  income  brackets;  be 
it  therefore 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  through  its  Council  or  proper  com- 
mittee invite  representatives  of  the  medical 
schools  of  this  State  to  discuss  this  problem  and 
arrive  at  a solution  satisfactory  to  both  parties.” 


Section  57  ( See  164) 

Practice  of  Medicine  by  Hospitals 
Dr.  Alfred  Angrist,  Queens: 

“Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  gone  on  record  on  several  occasions 
as  being  opposed  to  the  practice  of  medicine  for 
profit  by  medical  schools  and  hospitals;  and 
“Whereas,  medical  schools  and  hospitals  have 
formed  or  are  considering  forming  medical  groups 
to  provide  comprehensive  medical  care  on  a fee  for 
service  basis  and  to  prepaid  voluntary  medical  ex- 
pense insurance  groups  and  other  persons  in  the 
middle  income  brackets;  be  it  therefore 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  through  its  Council  or  proper  com- 
mittee invite  representatives  of  the  official  hospi- 
tal associations  of  this  State  to  discuss  this  prob- 
lem and  arrive  at  a solution  satisfactory  to  both 
parties.” 

Speaker  Andresen:  I am  going  to  refer  that  to 
the  Reference  Committee  on  Report  of  the  Council, 
Part  I,  of  which  Dr.  Scott  Lord  Smith,  of  Dutchess, 
is  chairman — the  both  of  them. 

Dr.  Thomas  M.  D’Angelo,  Queens:  May  I say 
that  those  matters  are  in  Dr.  Kenney’s  report,  and  I 
think  it  would  be  wise  to  refer  them  to  the  com- 
mittee that  is  considering  that  report. 

Speaker  Andresen  : Thank  you!  We  will  refer 
them  to  the  Reference  Committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies,  of  which 
Dr.  Thomas  M.  D’Angelo,  of  Queens,  is  the  chair- 
man. 

Section  58  (See  151) 

X-Ray  Treatment  and  Radium  Treatment 

Dr.  Morris  Weintrob,  Kings: 

“Whereas,  an  x-ray  bill  failed  of  passage  at 
the  recent  session  of  the  State  Legislature,  the 
Medical  Society  of  the  County  of  Kings  recom- 
mends to  the  House  of  Delegates  the  reintroduc- 
tion of  such  a measure  and  proposes  its  form  to  be 
as  follows: 

An  ACT:  To  amend  the  Education  Law,  in 
relation  to  the  practice  of  x-ray  diagnosis,  x- 
ray  treatment  and  radium  treatment. 

The  People  of  the  State  of  New  York,  repre- 
sented in  Senate  and  Assembly,  do  enact  as 
follows: 

Section  1 : Section  sixty-five  hundred  one  of 
the  Education  Law  is  hereby  amended  by  add- 
ing thereto  a new  subdivision,  to  be  subdivision 
seven  to  read  as  follows: 

7.  X-ray  diagnosis  means  that  method  of 
medical  practice  in  which  demonstration  and 
examination  of  the  normal  and  abnormal  struc- 
tures, parts  or  functions  of  the  human  body  are 
made  by  use  of  x-rays,  and  any  person  who  holds 
himself  out  to  diagnose  or  able  to  make  or  makes 
any  interpretation  or  explanation  by  word  of 
mouth,  writing,  or  otherwise  of  the  meaning  of  a 
fluoroscopic  or  registered  shadow  or  shadows  of 
any  part  of  the  human  body  made  by  the  use  of 
x-rays,  and  also  the  use  of  x-rays  or  radium  for 
the  treatment  of  any  human  ailment  shall  be 
deemed  to  be  engaged  in  the  practice  of  medi- 
cine within  the  meaning  of  this  article. 

Section  sixty-five  hundred  twelve  of  such  law 
is  hereby  amended  by  adding  a new  subdivi- 
sion, to  be  subdivision  five,  to  read  as  follows: 

5.  The  provisions  of  this  article  shall  be 
deemed  to  prohibit  the  practice  of  x-ray  diag- 
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nosis,  x-ray  therapy  or  radium  therapy,  as  de- 
fined in  subdivision  seven  of  Section  sixty-five 
hundred  and  one  of  this  chapter  by  any  person 
other  than  a person  licensed  under  the  provi- 
sions of  this  article,  or  article  one  hundred 
thirty-three  or  article  one  hundred  forty-one  of 
this  chapter,  subject  to  the  conditions  and 
limitations  of  his  license,  or  a person,  firm,  as- 
sociation, or  corporation  who  or  which  has  been 
engaged  in  such  practice  for  a period  of  five  or 
more  years  continuously  prior  to  July  first, 
nineteen  hundred  fifty,  and  no  such  person, 
firm,  association,  or  corporation  shall  change  its 
name  or  sell  its  franchise  or  transfer  its  corpo- 
rate rights  directly  or  indirectly  by  transfer, 
capital  stock  control,  or  otherwise  to  any  other 
person,  firm,  association,  or  corporation  with- 
out permission  from  the  Board  of  Regents. 
Any  such  person,  firm,  association,  or  corpora- 
tion so  changing  its  name  or  so  transferring  its 
franchise  or  corporate  right  without  such  per- 
mission shall  be  deemed  to  have  forfeited  its 
rights  to  exist  and  may  be  dissolved  by  an  ac- 
tion brought  by  the  Attorney  General,  and  any 
such  corporation  shall  be  convicted  of  a viola- 
tion of  this  section  and  shall  forfeit  its  privileges 
and  rights  under  this  subdivision. 

“This  act  shall  take  effect  July  1,  1951.” 

I move  this  resolution. 

Speaker  Andresen:  No,  that  will  be  referred  to 
a reference  committee  for  study  and  report  back 
to  this  House  later.  It  will  be  referred  to  the  Ref- 
erence Committee  on  Miscellaneous  Business  (A),  of 
which  Dr.  Andrew  A.  Eggston,  of  Westchester,  Ls 
chairman. 

Section  59  (See  187) 

Suggested  Educational  Device 

Dr.  Henry  E.  McGarvey,  Westchester:  This 

resolution  is  presented  by  the  Medical  Society  of  the 
County  of  Westchester,  and  it  reads: 

“Whereas,  the  poster  reproduction  of  Sir  Luke 
Filde’s  painting  called  ‘The  Doctor,’  with  appro- 
riate  information  beneath  the  picture,  seems  to 
e an  effective  means  of  bringing  pertinent  infor- 
mation to  the  public;  and 

“Whereas,  the  effectiveness  of  this  device  will 
depend  largely  upon  the  extent  of  distribution 
obtained;  now  therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  recommend  to  the  American  Medical 
Association  and  the  National  Education  Cam- 
paign Headquarters  that  a stamp-type  reproduc- 
tion of  this  picture  be  made  in  color  with  a simple 
subtitle  such  as,  ‘To  Keep  Politics  Out  of  This  Pic- 
ture, Oppose  Compulsory  Health  Insurance!’; 
this  stamp  to  be  printed  in  such  volume  that  quan- 
tities can  be  sent  to  every  physician  in  the  United 
States  to  be  affixed  to  all  bills  and  other  mail  from 
his  office;  large  quantities  also  to  be  sent  to  state 
and  county  societies  with  administrative  offices 
to  be  affixed  to  all  mail  sent  to  the  general  public; 
and  be  it  further 

“ Resolved , that  at  least  two  copies  of  this  poster 
be  sent  to  every  pharmacy  in  the  United  States  for 
display  together  with  quantities  of  appropriate 
literature;  and  be  it  further 

“Resolved,  that  suitable  cuts  or  mats  be  pre- 
pared in  various  sizes  to  facilitate  the  reproduction 
of  this  poster  on  the  cover  of  medical  journals  and 
other  publications,  such  as  industrial  house  or- 
gans, women’s  club  magazines,  and  the  like;  and 
be  it  further 


“Resolved,  that  arrangements  be  made,  if  possi- 
ble, to  have  it  run  at  frequent  intervals  as  a free  or 
paid  slide  on  the  various  television  networks  and 
in  motion  picture  theaters.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council  Part  XI,  of 
which  Dr.  Eugene  H.  Coon,  of  Nassau,  is  chairman. 

Section  60  ( See  158) 

Compulsory  Health  Insurance 

Dr.  Theodore  R.  Proper,  Orange:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I have  two 
resolutions  which  were  passed  by  the  Orange  County 
Medical  Society  at  its  stated  meeting  on  April  19, 
1949. 

“Whereas,  there  have  been  introduced  into  the 
Congress  of  the  United  States  bills  known  as  S.  5, 
S.  1679,  H.R.  783  and  H.R.  845,  whose  purpose 
is  to  provide  a national  health  insurance  and  pub- 
lic health  program;  and 

“Whereas,  these  measures  would  institute  a 
system  of  compulsory  health  insurance  and  com- 
pel the  imposition  of  an  additional  payroll  tax  to 
finance  them,  thus  causing  a hardship  to  the 
average  wage  earner;  and 

“Whereas,  the  compulsory  health  insurance 
would  impair  the  relationship  between  doctor  and 
patient,  and  lead  to  the  control  of  American  medi- 
cine by  an  enormous  bureaucracy;  and 

“Whereas,  our  country  is  in  an  enviable  posi- 
tion, recognized  as  the  mecca  of  medical  education, 
producing  and  developing  the  best  doctors  on 
eartn;  and 

“Whereas,  it  is  probable  that  any  change  in  our 
system  of  dispensing  medical  care  will  lead  to  a 
deterioration  in  our  medical  standards  and  medi- 
cal proficiency;  and 

“Whereas,  the  12-point  program  advanced  by 
the  A.M.A.,  February  12,  1949,  offers  an  excellent 
alternative  plan  to  the  proposed  bill  S.  5 and  simi- 
lar measures  advocating  compulsory  health  in- 
surance; and 

“Whereas,  the  present  voluntary  health  in- 
surance plans  throughout  the  nation  have  met 
with  amazing  success  in  a very  shfirt  period  of 
time;  now,  therefore,  be  it 

“Resolved  by  the  Orange  County  Medical 
Society: 

“1.  That  the  members  of  the  Orange 
County  Medical  Society  affirm  their  unanimous 
opposition  to  S.  5 and  similar  measures  advocat- 
ing compulsory  health  insurance. 

“2.  That  the  President  of  the  United  States 
be  urged  to  consult  with  the  A.M.A.  as  the  rep- 
resentative of  the  medical  profession  of  the 
United  States  to  formulate  a comprehensive 
plan  for  preventive  and  curative  medicine  for 
the  nation. 

“3.  That  copies  of  this  resolution  be  trans- 
mitted to  the  President  of  the  United  States, 
the  Senators  of  New  York,  the  Representative 
in  Congress  from  the  Twenty-Ninth  Congres- 
sional District  of  New  York,  the  American 
Medical  Association,  the  Medical  Society  of  the 
State  of  New  York  and  the  county  medical 
societies  of  the  State  of  New  York. 

“4.  That  this  resolution  be  introduced  by 
the  delegates  of  the  Orange  County  Medical 
Society  in  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  at  the  next 
annual  meeting,  May  2,  1949.” 

Speaker  Andresen:  That  is  referred  to  the  Ref- 
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erence  Committee  on  Miscellaneous  Business  (A), 
of  which  Dr.  Andrew  A.  Eggston,  of  Westchester,  is 
chairman. 

Section  61  (See  87) 

Location  Bureau  for  Proper  Distribution  of  Medical 
Personnel 

Dr.  Theodore  R.  Proper,  Orange: 

“Whereas,  organized  medicine  has  been  ac- 
cused of  being  reactionary  in  its  attitude  toward 
changes  in  medicoeconomics;  and 

“Whereas,  the  medical  practitioners  who  are 
most  receptive  to  the  socializers  are  those  who 
have  been  unsuccessful  in  practice,  or  recent  grad- 
uates who  cannot  find  a suitable  location  for  prac- 
tice; and 

“Whereas,  many  of  the  recent  graduates  who 
have  had  excellent  postgraduate  training  in  the 
general  practice  of  medicine  and  in  the  specialties 
cannot  find  suitable  locations  for  private  practice; 
and 

“Whereas,  many  of  the  recent  graduates  who 
seek  advice  from  the  established  older  physicians 
receive  the  usual  unfriendly  replies,  ‘Look  else- 
where; overcrowded  here’ — ‘Go  West,  young 
man,’  etc.;  and 

“Whereas,  it  is  high  time  that  organized  medi- 
cine realize  that  it  can  do  a great  service  to  com- 
munities that  have  an  insufficient  number  of  doc- 
tors, and  a similar  service  to  young  doctors  who 
go  begging  for  advice  regarding  such  understaffed 
communities;  therefore  be  it 
“Resolved: 

“1.  That  our  State  Society  add  to  its  various 
departments  and  functions  a bureau  for  loca- 
tion. 

“2.  That  proper  use  be  made,  toward  this 
purpose,  of  our  State  Journal  to  permit  free 
notices  from  doctors  seeking  locations,  doctors 
seeking  assistants,  and  communities  anywhere 
in  the  United  States  and  its  possessions  of- 
fering satisfactory  prospects  for  medical  prac- 
tice. 

“3.  That  our  delegates  to  the  State  conven- 
tion in  May,  1949,  be  instructed  to  present  this 
resolution  and  urge  its  adoption  in  principle  at 
least,  leaving  the  details  to  the  governing  Coun- 
cil’s better  judgment.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  the  chairman. 

Section  62  (See  81 ) 

Displaced  Physicians 

Dr.  Samuel  Z.  Freedman,  New  York:  This  res- 
olution is  being  presented  on  behalf  of  Dr.  Harold  B. 
Davidson,  who  could  not  be  here  today. 

“Whereas,  there  is  at  present  a large  group  of 
physicians  who,  with  their  countrymen,  have  been 
rendered  homeless  and  are  now  living  as  displaced 
persons  in  care  of  the  international  refugee  organ- 
ization in  Western  Germany  and  elsewhere;  there- 
fore be  it 

“ Resolved , that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  House  of 
Delegates  of  the  American  Medical  Association 
be  instructed  to  introduce  the  following  resolution: 
“Resolved,  that  a committee  be  appointed  to 
study  the  problem  of  displaced  physicians  in  co- 
operation with  the  Displaced  Persons  Commis- 
sion, the  various  State  authorities  and  with  the 
international  refugee  organization.” 


Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  V,  of 
which  Dr.  Harry  V.  Spaulding  is  chairman. 

Section  63  (See  85) 

Bed  Facilities  in  Municipal  and  Voluntary  Hospitals 

Dr.  Tiiomas  F.  McCarthy,  Bronx:  This  resolution 
is  introduced  by  myself  personally. 

“Whereas,  any  increase  in  hospital  bed  capac- 
ity, either  through  the  construction  of  new  hos- 
pitals or  extension  of  existing  facilities,  will  be 
largely  through  the  allocation  of  governmental 
funds,  Federal  or  state;  and 

“Whereas,  rapid  expansion  of  voluntary  hos- 
pitals and  medical  insurance  plans  may  be  antic- 
ipated in  the  immediate  future;  and 

“Whereas,  such  expansion  will  multiply  the 
number  of  patients  that  will  require  semiprivate 
and  private  hospital  beds;  and 

“Whereas,  such  accommodations  are  pro- 
portionately small  in  voluntary  hospitals  and 
totally  lacking  in  governmental  hospitals;  there- 
fore be  it 

“ Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
quest the  Council  through  its  appropriate  com- 
mittee to  present  these  pertinent  facts  to  the 
proper  authorities  concerned  with  hospital  plan- 
ning; and  be  it  further 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  Council  to  take  whatever  action  it  may  con- 
sider feasible  in  the  correction  of  present  restric- 
tive regulations  in  voluntary  and  municipal  hospi- 
tals.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  chairman. 

Section  dj 

National  Physicians  Committee 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  Mr. 

Speaker,  it  had  been  the  intention  of  the  Bronx 
County  delegation  to  present  on  behalf  of  Bronx 
County  a resolution  requesting  the  American  Medi- 
cal Association  to  repudiate  the  action  of  the  Na- 
tional Physicians  Committee  in  respect  to  the  Dan 
Gilbert  letter.  It  wishes  to  have  recorded  in  the 
minutes  of  this  body  that  such  a resolution  was 
unanimously  passed  at  one  of  the  regular  meetings  of 
the  Bronx  County  Society  before  the  repudiation  by 
the  American  Medical  Association  and  the  dis- 
banding of  the  National  Physicians  Committee. 

Speaker  Andresen:  This  is  presented  simply 
for  information  and  will  not  be  referred  to  a ref- 
erence committee. 

Section  65  (See  109) 

Legislation — Larger  Committee,  News  Releases 

Dr.  Aaron  Kottler,  Kings:  I have  been  re- 
quested by  the  Kings  County  Medical  Society  to 
present  the  following  resolution: 

“Whereas,  practically  every  bill  introduced  at 
the  State  Legislature  during  the  past  few  years 
seeking  to  better  the  professional  and  economic 
status  of  medicine  has  failed  to  become  a law, 
while  bills  introduced  by  nonmedical  ancillary 
groups  have  been  more  successful,  thereby  further 
encroaching  on  the  practice  of  medicine  and  fur- 
ther limiting  its  frontiers;  and 

“Whereas,  most  of  the  bills  that  concerned  the 
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Eractice  of  medicine  introduced  at  the  State 
legislature  during  the  past  few  years  have  been 
of  greater  vital  significance  to  practitioners  of 
medicine  in  the  five  counties  of  Greater  New 
York;  and 

“Whereas,  the  Legislative  Committee  of  the 
Coordinating  Council  of  the  five  county  medical 
societies  of  Greater  New  York  is  disturbed  by 
medicine’s  failure  to  receive  more  favorable  and 
deserved  support  from  our  State  legislators  in 
medicine’s  efforts  to  provide  the  citizens  of  our 
State  with  better  medical  protection;  therefore 
be  it 

“ Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  instructed  to 
increase  the  number  on  the  Legislative  Committee 
which  should  be  geographically  distributed 
throughout  the  State;  and  be  it  further 

“ Resolved , that  adequate  provision  for  more  ef- 
fective efforts  in  the  highly  necessary  practical 
field  of  close  contact  with  our  legislators  be  pro- 
vided for;  and  be  it  further 

“ Resolved , that  they  make  available  to  our 
State  legislators  ‘to-the-point’  brief  monthly  news 
releases  of  dynamic,  pictorial,  and  verbal  descrip- 
tive value  which  will  serve  to  keep  our  legislators 
constantly  and  effectively  informed  of  the  cogent 
reasons  underlying  medicine’s  requests  for  the 
various  bills  in  which  it  is  concerned  from  the 
viewpoint  of  the  public  interest  and  that  of  the 
practitioners  of  medicine  who  serve  them.” 
Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  the  chair- 
man. 

Section  66  ( See  164 ) 

Regulate  the  Practice  of  Medicine  by  Private  Non- 
profit Hospitals 

Dr.  Aaron  Kottler,  Kings:  This  is  a resolution 
which  is  similar  to  one  introduced  the  earlier  part  of 
the  session  in  relation  to  the  practice  of  medicine  by 
private  nonprofit  hospitals.  It  is  a little  different, 
and  there  are  a couple  of  changes  introduced  in  it  as 
now  presented.  The  resolution  has  the  approval  of 
the  Kings  County  Medical  Society  and  has  also  been 
considered  and  approved  by  the  Legislative  Com- 
mittee of  the  Coordinating  Council  of  the  five  metro- 
politan New  York  county  societies: 

“Whereas,  the  rendering  of  medical  services 
and  the  application  of  the  principles  of  the  art  and 
science  of  medical  practice  must  remain  in  the 
hands  of  qualified  physicians  practicing  individ- 
ually or  in  groups;  and 

“Whereas,  no  government  or  other  agency 
should  be  permitted  either  to  control  or  to  render 
private  medical  care  or  services;  and 

“Whereas,  the  practice  of  medicine  embraces 
services  performed  by  general  practitioners,  radi- 
ologists, pathologists,  anesthesiologists,  and  other 
specialists  as  internists,  surgeons,  and  the  like; 
and 

“Whereas,  hospitals  are  now  engaging  in  the 
provision  of  the  services  of  such  specialists  with- 
out regard  to  their  standing  as  specialists  in  the 
practice  of  medicine;  and 

“Whereas,  in  addition  to  the  services  of  these 
specialists,  hospitals  are  increasingly  active  in 
employing  full  time  specialists  in  other  categories, 
and  the  providing  of  services  of  these  specialists 
to  the  public  and  charging  and  collecting  fees  for 
such  services  rendered;  and 

“Whereas,  the  division  of  fees  by  individuals 


and  groups  with  hospitals  is  forbidden  by  the  ac- 
cepted codes  of  medical  ethics  and  by  the  provi- 
sions of  the  Education  Law  of  the  State  of  New 
York;  now,  therefore  be  it 

“Resolved,  that  such  activities  on  the  part  of 
hospitals  are  herewith  construed  as  being  in  viola- 
tion of  regulations  governing  the  practice  of  medi- 
cine and  are  therefore  condemned;  be  it  further 
“Resolved,  that  the  Council  be  instructed  to 
take  immediate  action  under  existing  legal  and 
ethical  codes,  to  stop  these  activities  by  hospitals; 
and  be  it  further 

“Resolved,  that  the  Council  be  instructed  to 
sponsor  and  support  the  reintroduction  of  the 
Friedman  Bill  {Senate  Introductory  2402),  which  was 
passed  by  the  State  Senate  at  the  last  session  of 
the  Legislature  and  which  would  legally  forbid 
hospitals  from  carrying  on  the  practices  de- 
scribed in  this  resolution.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Planning  Committee 
for  Medical  Policies,  of  which  Dr.  Thomas  M. 
D’Angelo,  of  Queens,  is  the  chairman. 

Section  67  ( See  111) 

Physical  Medicine— Increase  of  Fees  for  Work- 
men’s Compensation  Cases 

Dr.  Madge  C.  L.  McGuinness,  New  York: 
“Whereas,  increases  were  granted  under  the 
recent  fee  schedule  of  Workmen’s  Compensation 
for  all  other  specialties;  and 

“Whereas,  the  fees  paid  for  physical  medicine 
have  remained  the  same;  and 

“Whereas,  the  costs  of  office  equipment  and 
maintenance  have  increased  greatly  in  the  spe- 
cialty of  physical  medicine;  therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  take 
all  the  necessary  steps  to  recommend  a substantial 
increase  in  every  item  in  the  compensation  fee 
schedule  pertaining  to  physical  medicine;  and  be 
it  further 

“Resolved,  that  a letter  regarding  the  raising  of 
fees  for  physical  medicine  be  sent  to  the  chairman 
of  the  Workmen’s  Compensation  Board  of  the 
State  of  New  York.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  X,  of 
which  Dr.  A.  Wilbur  Duryee,  of  New  York,  is  chair- 
man. 

Section  68 

Notice  of  Intention  to  Amend  Article  V of  the  Con- 
stitution and  Chapters  III  and  VII  of  the  Bylaws 

Dr.  James  R.  Reeling,  Treasurer:  This  is  a 
notice  by  me,  as  an  individual,  of  an  intention  to 
propose  a change  in  the  Constitution  and  Bylaws. 

Article  V of  the  Constitution  has  to  do  with 
Officers.  After  the  first  sentence,  add  to  the  end  of 
the  first  sentence  of  Article  V,  “and  the  Editor  of 
New  York  State  Journal  of  Medicine.” 

I propose  changes  in  the  Bylaws  as  follows: 

(1)  Add  to  Chapter  III,  Section  1,  which  has  to 
do  with  the  election  of  officers,  at  the  end  of  the  first 
sentence:  “.  . . . annual  meeting  of  the  House  of 
Delegates  except  that  the  Editor  of  New  York 
State  Journal  of  Medicine  shall  be  elected  by  the 
Council  at  its  first  meeting  after  the  close  of  the 
annual  meeting  of  the  House  of  Delegates.” 

(2)  Add  a new  section  to  Chapter  VII  of  the 
Bylaws  to  become  a new  Section  11,  defining  the 
duties  of  the  Editor. 


40 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


Mr.  Speaker,  these  have  to  lie  on  the  table  and 
have  to  be  published  thirty  days  in  advance  of  the 
next  annual  meeting. 

Speaker  Andresen:  This  is  accepted  as  a mo- 
tion that  these  amendments  to  the  Constitution 
and  Bylaws  will  be  presented  at  the  next  annual 
meeting.  There  is  no  action  we  have  to  take  on 
them  today. 

Are  there  any  further  resolutions? 

Section  69  ( See  86) 

Amend  Education  Law  in  Relation  to  the  Practice  of 
Anesthesia 

Dr.  Nathan  Brody,  Kings:  Mr.  Speaker  and 
members  of  the  House,  this  is  a resolution  from  the 
Kings  County  Medical  Society. 

“Whereas,  anesthesiology  is  the  study  and 
practice  of  the  art  and  science  of  anesthesia  in  all 
its  forms  and  all  that  pertains  thereto;  and 
“Whereas,  anesthesiology  is  an  integral  part 
of  the  practice  of  medicine  according  to  the 
American  Medical  Association,  the  American 
Hospital  Association,  and  the  American  College  of 
Surgeons  and  other  scientific  and  lay  organiza- 
tions ; and 

“Whereas,  an  anesthesiologist  is  a physician 
fully  qualified  to  practice  anesthesiology;  and 
“Whereas,  an  anesthetist  is  any  person  who  ad- 
ministers an  anesthetic,  and  such  person  may  be  a 
layman,  podiatrist,  nurse,  dentist,  veterinarian, 
or  physician  performing  a technical  procedure; 
and 

“Whereas,  inhalation  therapies,  nerve  blocks, 
and  fluid  therapies  are  special  branches  of  anes- 
thesiology; and 

“Whereas,  the  standards  of  anesthesiology  as 
set  forth  by  the  American  Board  and  American 
College  of  Anesthesiology  include  the  following  re- 
quirements for  eligibility  to  take  the  examinations 
leading  to  certification: 

(a)  Graduation  from  a medical  school  ap- 
proved by  the  American  Medical  Association. 

( b ) License  to  practice  medicine  in  the 
state  of  practice. 

(c)  Good  standing  in  the  local  county  medi- 
cal society. 

(d)  Five  years  limited  to  anesthesiology  of 
which  two  years  must  be  in  an  approved  res- 
idency in  the  specialty; 

and 

“Whereas,  anesthesiology  has  progressed  to 
the  point  where  a thorough  knowledge  of  the  basic 
sciences  and  clinical  training  in  all  the  branches 
of  medicine  has  become  essential  for  the  back- 
ground to  the  study  of  anesthesiology;  and 
“Whereas,  existing  confusion  in  the  legal  status 
of  anesthesiology  in  the  minds  of  the  medical, 
hospital,  and  lay  public  in  the  recent  opinion  from 
the  office  of  the  Attorney  General  as  to  whether 
anesthesiology  is  medical  practice  or  hospital 
practice;  and 

“Whereas,  this  results  in  misunderstandings 
and  hardships  in  many  instances  where  hospitals 
and  medical  insurance  plans  are  involved  in  which 
the  physician  may  be  unable  to  obtain  proper  re- 
muneration; now  therefore  be  it 

“Resolved,  that  anesthesiology  be  recognized 
as  the  practice  of  medicine,  with  the  following 
exceptions: 

(o)  Dentists  be  permitted  to  administer 
anesthesia  in  dentistry. 


(b)  Podiatrists  be  limited  to  the  use  of  only 
local  anesthetics  in  podiatry. 

(c)  Nurse  anesthetists  who  have  been  ad- 
ministering anesthesia  prior  to  the  enactment  of 
this  law  be  permitted  to  so  continue. 

( d ) To  permit  the  present  schools  teaching 
anesthesia  to  nurses  to  complete  their  course  of 
instruction  to  their  present  enrolment; 

and  be  it  further 

“Resolved,  that  we  request  legislation  be  intro- 
duced in  the  1950  session  of  the  New  York  State 
Legislature  establishing  anesthesiology  as  the 
practice  of  medicine;  and  be  it  further 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  such 
a law.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Miscellaneous  Business  (B),  of  which 
Dr.  Norman  S.  Moore,  of  Tompkins,  is  chairman. 

Section  70  (See  79) 

Expression  of  Approval  of  Services  of  Dr.  George  W. 
Kosmak,  Editor  of  the  New  York  State  Journal 
of  Medicine 

Dr.  Floyd  S.  Winslow,  Councilor:  This  resolu- 
tion has  to  do  with  the  Editor  of  the  Journal,  and  I 
respectfully  request  the  complete  attention  of  every 
person  in  the  room  during  the  reading  of  this  resolu- 
tion: 

“Whereas,  Dr.  George  W.  Kosmak  having  for 
many  years  toiled  unceasingly  to  advance  the  best 
interests  of  the  Medical  Society  of  the  State  of 
New  York,  as  Treasurer  in  1937,  as  Trustee  from 

1944  through  1946,  as  chairman  of  the  Committee 
on  Office  Management  and  Policies  in  1942,  as 
Trustee  member  of  the  Publication  Committee  in 

1945  and  1946,  and  as  Managing  Editor  of  the 
New  York  State  Journal  of  Medicine  since 
October,  1945,  at  which  time  he  also  became 
chairman  of  the  Publication  Committee;  and 

“Whereas,  under  his  able  and  farsighted 
leadership  the  publications  of  the  Society,  the 
Journal  and  the  Directory,  have  notably  im- 
proved in  appearance,  content,  typography,  and 
advertising,  an  effective  associate  editorial  board 
has  been  added  to  the  Journal  and  the  number 
and  quality  of  the  yearly  published  scientific 
papers  has  been  increased  due  to  his  careful  editing 
and  vast  correspondence  with  authors;  now  there- 
fore be  it 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  hereby  expresses  to  Dr.  George 
W.  Kosmak  its  hearty  appreciation  of  his  untiring, 
constructive,  and  productive  thought  and  effort 
in  the  conduct  of  its  publications.” 

(Applause) 

....  The  delegates  arose  and  applauded.  . . . 
Speaker  Andresen:  That  subject  was  also  re- 
ferred to  in  the  President’s  Supplementary  Report 
given  this  morning,  and  I have  already  referred  that 
to  the  Reference  Committee  on  Report  of  the  Presi- 
dent, so  I believe  I will  refer  this  to  the  same  ref- 
erence committee. 

Dr.  W.  Guernsey  Frey,  Queens:  Is  it  necessary 
to  refer  this  to  any  reference  committee?  Could  it 
not  be  acted  upon  here  and  now?  I move  its  im- 
mediate adoption. 

Speaker  Andresen:  We  have  to  consider  our 
president’s  report  on  this  subject  as  well,  and  I think 
it  would  be  well  to  have  them  come  together.  Al- 
though we  all  feel  as  you  do,  I think  it  would  be  well 
to  have  it  come  up  separately. 
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Section  71  ( See  108) 

Injunctive  Relief  Procedure 

Dr.  Maurice  J.  Dattelbaum,  Kings:  A com- 
mittee was  appointed  last  year  to  do  something 
about  the  cults,  and  the  decision  was  made  that  the 
injunction  bill  should  be  introduced  to  curb  them, 
but  it  failed  to  pass: 

“Whereas,  a bill  to  amend  Section  6513  of  the 
Education  Law  of  the  State  of  New  York  in  rela- 
tion to  authorizing  the  Attorney  General  to  apply 
for  relief  by  injunction  to  restrain  the  commission 
of  any  act  which  is  illegal  under  Article  One 
Hundred  Thirty-One  of  such  law,  was  introduced 
in  the  1949  legislature  of  the  State  of  New  York, 
and  was  not  passed ; therefore  be  it 

“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  reintroduction  of  Senate 
Int.  94  of  1949  to  the  1950  Legislature  of  the  State 
of  New  York;  and  be  it  further 

“ Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  actively  work  for  the  passage  of  this 
bill.” 

Speaker  Andresen:  Referred  to  the  Reference 
Committee  on  Report  of  the  Council,  Part  IX,  of 
which  Dr.  William  B.  Rawls,  of  New  York,  is  chair- 
man. 

Section  72  (See  106,  181,  193) 

Basic  Science  Law 

Dr.  Charles  Gullo,  Livingston:  This  resolution 
follows  the  line  of  thought  of  Dr.  Dattelbaum  in  re- 
gard to  the  failure  we  encountered  in  Albany  at  the 
last  session  of  the  Legislature  to  pass  the  injunctive 
relief  measure,  only  our  approach  is  different: 

“Whereas,  the  injunctive  procedure  for  the 


control  of  illegal  practice  failed  of  being  enacted 
at  the  last  session  of  the  Legislature;  and 

“Whereas,  illegal  practice  in  New  York  State 
constitues  a serious  menace  to  public  health;  be 
it 

“Resolved,  that  the  House  of  Delegates  of  the 
New  York  State  Medical  Society  approve  that 
through  its  appropriate  committee  it  have  intro- 
duced a bill  at  the  next  session  of  the  New  York 
Legislature  which  will  incorporate  the  principle  of 
the  basic  science  law,  namely,  that  anyone  who 
holds  himself  qualified  to  treat  the  sick  must  show 
that  he  is  adequately  informed  in  those  sciences 
which  are  basic  in  all  schools  of  practice  of  the 
healing  art.  This  applies  whether  the  law  pro- 
vides for  licensure  or  not,  unless  he  is  expressly 
exempted.” 

Speaker  Andresen  : That  is  referred  to  the  same 
committee,  the  Reference  Committee  on  Report  of 
the  Council,  Part  IX,  Legislation,  of  which  Dr.  Wil- 
liam B.  Rawls,  of  New  York,  is  chairman. 

Are  there  any  further  resolutions? 

....  There  was  no  response.  . . . 

Speaker  Andresen:  If  there  are  no  more,  we 
have  had  fifty  resolutions  this  morning.  I wish  to 
stress  once  more  the  importance  of  having  complete 
and  frank  discussions  this  afternoon  at  the  meetings 
of  the  reference  committees. 

Tomorrow  morning  we  are  going  to  call  upon  the 
reference  committees  immediately. 

There  will  now  be  a meeting  immediately  follow- 
ing of  the  chairmen  of  the  reference  committees  over 
on  this  side  of  the  room.  I won’t  keep  you  any 
longer  than  about  five  or  ten  minutes  for  a brief 
briefing  session. 

Are  there  any  other  resolutions  or  motions?  If 
not,  we  are  adjourned  until  tomorrow  morning  at 
9 a.m.  sharp. 

....  The  session  adjourned  at  12:53  p.m 


MORNING  SESSION 
Tuesday,  May  3,  1949 


The  session  convened  at  9 a.m. 

Section  73 

Announcements 

Speaker  Andresen:  I have  a couple  of  an- 

nouncements to  make.  I am  going  to  call  your  at- 
tention again  to  the  banquet  at  7 o’clock  tomorrow 
night.  They  would  like  you  to  get  your  tickets 
early. 

I would  also  like  to  announce  again  regarding  the 
headquarters  of  the  National  Education  Campaign 
in  the  press  room.  You  are  all  welcome  to  come  to 
our  press  room  on  the  mezzanine  floor  to  find  out 
something  about  the  campaign,  and  perhaps  to  im- 
plement yourself  with  the  tools  for  your  speech- 
making. 

It  was  inspiring  yesterday  afternoon  to  go  into 
the  foyer  here  and  see  the  twenty  tables  at  which 
our  reference  committees  were  busy  working  in  the 
interests  of  the  medical  profession  and  also  in  the  in- 
terests of  the  public.  Owing  to  a careful  selection 
of  members  of  the  committees,  as  I mentioned  yes- 
terday, I believe  problems  were  attacked  more 
thoroughly  than  ever  before.  All  tables  showed 
serious  activity.  Some  had  strenuous  arguments 
with  a good  deal  of  table-thumping.  All  subjects 
had  ample  discussion,  longer  than  could  possibly  be 


given  on  the  floor  of  the  House.  No  committees 
finished  before  4:30.  Some  worked  until  6.  A few 
returned  in  the  evening. 

The  facilities  provided  for  the  reference  commit- 
tees were  the  best  we  have  ever  had — much  better 
than  those  provided  for  the  House  of  Delegates  of 
the  American  Medical  Association.  The  editor, 
the  many  stenographers  and  typists,  and  the  pres- 
ence of  legal  counsel  and  other  experts  to  advise 
were  of  the  greatest  help  to  the  reference  com- 
mittees, and  although  more  resolutions  were  con- 
sidered than  ever  before  I am  informed  that  due  to 
the  improvement  and  shortening  of  resolutions  as  a 
result  of  the  help,  money  will  actually  be  saved  in  the 
reduction  of  editorial  work  and  in  the  saving  of  space 
in  printing  the  transactions.  In  many  instances 
where  resolutions  overlapped  a single  resolution  em- 
bodying the  principles  of  all  was  substituted;  the 
wording  and  content  of  others  were  improved,  and 
in  some  instances  resolutions  were  practically  re- 
written. 

All  this  should  save  time  this  morning,  and  we  are 
going  to  save  time  also  by  having  to  spend  less  time 
in  the  discussions  today.  We  don’t  want  to  work 
into  the  night  as  the  large  number  of  resolutions 
might  lead  us  to  expect.  I am  serving  notice  now 
that  all  discussers  will  be  limited  strictly  to  five 
minutes  as  required  by  the  Bylaws,  and  will  be  al- 
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lowed  to  speak  only  once  on  any  one  subject,  unless 
the  House  votes  to  extend  the  time  or  allow  another 
or  second  discussion.  Upon  reaching  the  five- 
minute  point,  I shall  pound  my  gavel,  and,  if  the 
speaker  requests  it,  shall  without  a formal  motion 
ask  for  a vote  on  the  question  of  extension.  This 
will  apply  to  any  and  all  discussers. 

I ask  any  chairman  who  believes  that  his  subject 
requires  an  executive  session  to  let  me  know 
promptly.  I hope  there  will  not  be  the  necessity 
for  having  one. 

I also  ask  all  of  you  to  report  back  to  your  own 
component  societies  formally  and  informally  what  we 
have  done  here.  Too  many  doctors  are  uninformed 
or  misinformed  of  what  goes  on  at  this  meeting. 

As  the  chairmen  are  ready  with  their  reports, 
please  come  up  to  the  table  and  give  your  name  to 
one  of  the  secretaries.  I shall  call  you  in  order  of 
your  so  reporting. 

The  first  committee  which  has  done  so  is  the  Ref- 
erence Committee  on  Report  of  the  President,  Dr. 
Wood. 

Section  74 

Report  of  the  Reference  Committee  on  Report  of 
the  President 

Dr.  Thomas  B.  Wood,  Kings:  Your  Committee 
on  the  Report  of  the  President  has  given  much 
thought  and  careful  consideration  to  each  idea  or 
suggestion  made  by  our  President,  Dr.  Leo  Simp- 
son, in  his  report  to  the  Medical  Society  of  the  State 
of  New  York  as  printed  in  the  April  1 issue  of  the 
New  York  State  Journal  of  Medicine,  and  has 
made  the  following  comments  for  the  approval  of 
the  House  of  Delegates: 

First,  it  has  been  noted  by  each  member  of  the 
Committee,  consisting  of  Drs.  Wood,  Wurzbach,  Jr., 
Morrison,  Baker,  and  Wetherell,  that  Dr.  Simpson’s 
report,  while  brief  and  concise,  covers  the  course  of 
his  administration  adequately. 

In  his  first  paragraph  he  deplores  the  actions  of 
certain  individuals  in  our  Federal  government  in 
Washington,  in  planning  to  make  the  government 
stronger  and  the  individual  ever  weaker  by  means 
of  compulsory  health  insurance,  compulsion,  bureau- 
cratic administration,  and  diminished  quality  of 
medical  service  to  those  patients  who  need  it  most. 
Your  Committee  feels  that  every  member  of  this 
Society  should  act  positively  upon  his  suggestions 
for  combating  this  impending  catastrophe  by  first 
supporting  the  educational  program  of  the  A.M.A.; 
second,  by  paying  the  $25  assessment  without  fur- 
ther delay,  and  third,  by  increasing  membership  in 
the  Society-approved  nonprofit  voluntary  medical 
care  plans. 

We  have  increased  our  membership  in  these  plans 
by  more  than  one  half  million  in  the  past  year  due 
largely  to  the  efforts  of  Drs.  Wertz  and  Aaron  and 
Mr.  Farrell.  Your  Committee  appreciates  and 
commends  the  great  work  and  splendid  progress 
made  by  these  men  and  their  committees  and  rec- 
ommends that  it  be  carried  on  to  greater  heights. 

Your  Committee  recommends  the  adoption  of  this 
part  of  the  report,  and  I so  move. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Wood:  The  suggestion,  made  by  our  Past- 

President,  Dr.  Louis  Bauer,  and  carried  out  by  Dr. 
Leo  Simpson,  that  the  president-elect  share  one  half 
the  responsibility  with  the  president  in  addressing 
the  district  branches  throughout  the  State,  is  such  a 
good  one  that  your  Committee  feels  that  it  should 


be  made  a permanent  part  of  the  duties  of  the  presi- 
dent-elect and  offers  the  following  resolution: 

“Whereas,  the  burden,  in  addition  to  his  many 
other  duties,  of  visiting  and  addressing  all  the 
district  branches  in  one  year  is  too  much  to  put  on 
on  the  shoulders  of  our  president;  and 

“Whereas,  the  president-elect,  to  lighten  his 
administrative  duties  for  the  coming  year  and 
assist  in  his  training  for  assuming  such  responsibili- 
ties, should  be  given  authority  in  the  Bylaws;  be 
it  therefore 

“Resolved,  that  the  idea  expressed  in  this 
resolution  be  referred  to  that  appropriate  com- 
mittee of  the  Council  to  draft  such  an  amendment 
to  our  Constitution  to  amend  properly  that  article 
and  section  which  applies  to  the  duties  of  the  presi- 
dent and  president-elect;  and  be  it  further 

“Resolved,  that  the  committee  be  not  limited 
to  this  one  idea  but  may  present  other  changes  rel- 
ative to  the  proper  division  of  duties  of  these  two 
most  important  administrative  posts  of  this  So- 
ciety.” 

I move  the  adoption  of  this  part  of  the  report  with 
the  resolution. 

Dr.  Clarence  G.  Bandler,  New  York:  I 

second  it. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  The  recommendation  is 

adopted.  The  matter  will  be  referred  to  the  Coun- 
cil for  consideration  next  year. 

Dr.  Wood:  Your  Committee  notes  with  pleasure 
the  praise  given  Dr.  Floyd  S.  Winslow  with  Mr. 
Dwight  Anderson  and  his  staff  for  their  remarkable 
work  in  stepping  up  the  activities  of  the  Public  Re- 
lations Bureau.  This  Bureau,  an  information  booth 
to  the  county  societies,  an  active  collaborator  with 
the  educational  campaign  of  the  A.M.A.,  and  with 
its  multiple  services  to  the  profession,  is  one  of  the 
great  assets  of  this  Society. 

Due  to  the  prodigious  efforts  of  Dr.  Kosmak,  as- 
sisted by  Dr.  Laurance  Redway,  the  State  Journal 
has  improved  in  quantity  and  quality  of  its  scientific 
content  and  the  high  excellence  of  its  editorials. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 
Speaker  Andresen:  This  is  in  effect  a eulogy  of 
Dr.  Kosmak.  I will  call  for  a rising  vote. 

....  The  motion  was  adopted  by  the  members  of 
the  House  arising  and  applauding.  . . . 

Dr.  Wood:  We  take  care  of  that  in  another  part 
of  this. 

Speaker  Andresen:  I am  informed  there  is 

going  to  be  another  reference  to  this  later,  so  we  were 
premature. 

Dr.  George  W.  Kosmak,  Managing  Editor:  I 
don’t  like  this  “eulogy”  idea.  ( Laughter ) 

Dr.  Wood:  In  view  of  the  recommendation  of 
our  President  to  this  House  of  Delegates  that  it  re- 
evaluate our  policy  on  blood  banks  as  it  was  for- 
mulated last  year,  your  Committee  wishes  to  pre- 
sent the  following  resolution,  without  any  whereases, 
for  your  consideration : 

“Resolved,  that  the  Speaker  of  the  House  be  re- 
quired to  refer  this  subject  matter  in  the  Presi- 
dent’s report  relative  to  re-evaluating  blood 
banks  (unless  it  has  already  been  done)  to  the 
proper  policy-making  body,  for  serious  study  and 
recommendation  for  explicit  action.” 

I move  the  adoption  of  this  part  of  the  report,  in- 
cluding the  resolution. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  the  mo- 
tion. 
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....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Wood:  Your  Committee  notes  the  good  word 
spoken  by  your  President  of  the  valiant  work  done 
by  Dr.  J.  Stanley  Kenney  and  his  Compensation 
Committee  with  the  help  of  Dr.  Kaliski  and  the  co- 
operation of  Miss  Donlon,  the  New  York  State  Com- 
missioner of  Labor. 

Your  Committee  also  notes  that  it  is  the  duty  of 
every  member  of  this  Society  to  help  relieve  the  bur- 
den of  ever-increasing  malpractice  suits,  now  carried 
by  Mr.  Martin,  our  legal  adviser.  It  is  self-evident 
that  each  one  of  us  must  be  constantly  alert  in  the 
care  of  our  patients  and  also  that  we  guard  ourselves 
against  criticizing  our  fellow  practitioner  except  to 
proper  authorities. 

Your  Committee  also  concurs  that  it  was  a tre- 
mendous blow  to  the  Society  to  lose  the  services  of 
two  of  its  staunchest  supporters  during  the  past 
year — Dr.  Albert  A.  Gartner  and  Dr.  Oliver  W.  H. 
Mitchell. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Leo  F.  Schiff,  Clinton:  I second  the  motion. 

There  being  no  discussion,  the  motion  was  put 

to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Wood:  Acting  upon  the  suggestion  of  your 
President  in  his  report  that  the  business  quarters  of 
the  Medical  Society  of  the  State  of  New  York  at  292 
Madison  Avenue  are  rapidly  becoming  inadequate 
for  its  needs,  your  Committee  presents  the  follow- 
ing, in  the  form  of  a resolution,  for  your  action: 

“Resolved,  that  the  chair  appoint  a committee 
of  three  members  of  the  House  of  Delegates  to  ex- 
plore the  situation  and  make  recommendations  to 
the  Council  covering  any  suggested  change.” 

I move  the  adoption  of  this  part  of  the  report,  in- 
cluding the  resolution. 

Dr.  Edwin  A.  Griffen,  Kings:  I second  it. 

There  being  no  discussion,  the  motion  was  put 

to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Wood:  It  is  a great  pleasure  to  note  the  ex- 
pression of  deep  appreciation  our  President  made  to 
those  members  of  the  Society’s  staff  who  have  been 
of  such  great  assistance  to  him  during  the  year.  He 
also  extended  his  thanks  to  all  those  committee 
members  who  served  the  Society  so  faithfully  and 
well  and  to  the  House  of  Delegates  for  the  honor  con- 
ferred upon  him  by  electing  him  President. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Section  75  (See  14) 

Report  of  Reference  Committee  on  the  Supplemen- 
tary Report  of  the  President 

Dr.  Thomas  B.  Wood,  Kings:  In  the  supple- 
mentary report  made  yesterday  morning  by  our 
President,  Dr.  Leo  Simpson,  and  referred  to  your 
Reference  Committee,  your  Committee  wishes  to 
say  that  it  is  in  entire  agreement  with  the  three 
points  so  ably  stressed: 

First,  that  the  Public  Speaking  Bureau  of  about 
175  physicians  has  been  organized  by  your  State 
Society  to  carry  its  educational  campaign  to  the 
public  and  the  profession  against  the  detrimental 
legislation  now  being  discussed  in  Washington,  and 
to  exhort  our  Congressmen  and  Representatives  to 
vote  against  such  legislation. 

Second,  that  the  New  York  State  Journal  of 
Medicine  has  shown  constant  improvement  in  its 
editorials,  advertisements,  and  scientific  content,  due 


largely  to  the  ardent  work  and  application  of  Dr. 
Kosmak  and  Dr.  Redway. 

Third,  that  the  Malpractice  Insurance  program 
has  instituted  a change  in  the  carrier  company  for 
the  welfare  of  all  members  through  its  new  master 
policy.  Ah  urgent  appeal  is  again  made  to  come  to 
the  aid  of  our  Counsel  to  better  help  him  in  the 
proper  defense  of  our  members.  It  is  the  obvious 
duty  of  every  member  of  the  House  of  Delegates  to 
support  actively  the  group  plan  of  malpractice  in- 
surance. 

Your  Committee  feels  that  a unanimous  vote  of 
thanks  is  due  Dr.  Leo  Simpson  for  the  prodigious 
work  he  has  carried  on  in  spite  of  the  many  handi- 
caps that  have  beset  his  path. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Edward  P.  Flood,  Bronx:  I second  the 

motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Section  76  (See  15) 

Report  of  Reference  Committee  on  the  Report  of 
President-Elect 

Dr.  Thomas  B.  Wood,  Kings:  The  address  of 
Dr.  John  J.  Masterson,  president-elect,  just  re- 
ferred to  your  Committee,  rings  true  to  form  as  to 
the  character  and  ability  of  the  man  now  about  to 
assume  the  full  responsibilities  of  the  office  of  presi- 
dent. 

His  chief  concern  deals  with  the  step-by-step  con- 
trol of  medicine  by  the  Administration  and  quotes 
Senator  Taft  to  the  effect  that  the  idea  of  socialized 
or  nationalized  medicine,  without  paying  a greater 
price,  is  preposterous.  He  mentions  the  Hoover  re- 
ports and  finds  it  difficult  to  account  for  statements  in 
President  Truman’s  recent  message  to  Congress. 
We  believe  compulsory  sickness  insurance  will  lead 
to  financial,  moral,  and  political  sickness.  Its  cost 
would  have  tremendous  impact  on  our  national 
economy.  The  implementation  of  the  12-point 
program  of  the  A.M.A.  will  correct  any  deficiencies 
in  our  present  distribution  of  medical  care  by  evolu- 
tion, not  revolution.  The  real  danger  is  that  the 
people  may  not  be  informed  in  time.  The  physi- 
cian’s office  must  be  a sounding  board  to  reach  our 
people.  Failure  to  combat  “state  medicine”  will  be 
due  to  indifference,  apathy,  and  the  let-George-do-it 
attitude  of  the  privates  in  our  own  profession.  The 
Woman’s  Auxiliary  is  cooperating  splendidly  in  the 
execution  of  our  plans. 

Your  Committee  compliments  Dr.  Masterson  on 
his  able  address  and  exhorts  all  members  to  take  his 
words  to  heart  and  translate  them  into  action. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Maurice  J.  Dattelbaum,  Kings:  I second 
the  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Section  77  (See  70) 

Report  of  Reference  Committee  on  Report  of  Presi- 
dent: Expression  of  Approval  of  Services  of  Dr. 
George  W.  Kosmak,  Editor  of  the  New  York  State 
Journal  of  Medicine 

Dr.  Thomas  B.  Wood,  Kings:  The  resolution 
introduced  by  Dr.  Floyd  Winslow  of  Monroe  County 
is  as  follows:  (Resolution  given  in  full — Section  70). 

Your  Committee  concurs  in  the  sentiment  ex- 
pressed in  this  resolution  memorializing  Dr.  George 
W.  Kosmak,  and  recommends  its  adoption. 

I move  the  adoption  of  this  part  of  the  report. 
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Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

Speaker  Andresen:  We  have  already  had  a 

standing  vote  which  will  let  Dr.  Kosmak  see  what 
we  think  of  him.  I will  call  the  question  to  make 
this  official. 

....  The  motion  was  put  to  a vote,  and  was  car- 
ried amid  applause.  . . . 

Speaker  Andresen:  Dr.  Kosmak,  will  you  take 
a bow? 

Dr.  Kosmak:  It  is  a little  bit  difficult  for  me  to 
take  this.  (Applause) 

Dr.  Wood:  Now  I move  the  adoption  of  the  re- 
port of  your  Reference  Committee  on  the  Report  of 
the  President  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Wood. 

We  will  now  hear  from  Dr.  Di  Natale  for  his 
Committee  on  Constitution  and  Bylaws. 

....  In  advance  of  the  discussion  on  redistricting 
Secretary  Anderton  caused  to  be  distributed  to  each 
delegate  the  map  showing  New  York  State,  and  the 
districts  as  then  constituted  (Fig.  1).  . . . 


Section  78  (See  163,  166) 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws:  Redistricting 

Dr.  Peter  J.  Di  Natale,  Genesee:  Mr.  Speaker 
and  members  of  the  House,  this  is  the  report  of  the 
Reference  Committee  on  Proposed  Amendments  to 
the  Constitution  and  Bylaws. 

First,  on  the  proposed  amendment  to  Article  XI 
of  the  Constitution,  District  Branches,  which  was 
introduced  by  Dr.  Stephen  R.  Monteith,  Rockland 
County: 

“Resolved,  that  Article  XI  of  the  Constitution 
and  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  be  hereby  amended  to  create  a Ninth 
District  Branch,  and  by  such  other  redistribution 
as  appears  advantageous  to  develop  the  organiza- 
tional activities  of  the  district  branches,” 
your  Committee,  after  hearing  from  a number  of 
men  interested  in  this  matter,  moves  that  Article 
XI,  Section  1,  Paragraph  1,  be  amended  to  read 
as  follows: 

“The  First  District  Branch  shall  comprise  the 
members  of  the  medical  societies  of  the  counties  of 


New  York,  Bronx,  Kings,  Queens,  and  Rich- 
mond.” 

Your  Committee  feels  this  redistribution  will 
better  serve  the  interests  of  the  five  counties  com- 
prising Greater  New  York.  Their  problems  are  a 
little  bit  unique,  and  they  should  have  their  own 
district  branch. 

I move  you,  sir,  the  adopt  ion  of  this  part  of  the  Ref- 
erence Committee’s  report. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 
Speaker  Andresen:  Is  there  any  discussion? 

All  in  favor  say  “Aye”;  contrary  “No.”  The  mo- 
tion is  carried,  and  the  first  recommendation  of  the 
committee  is  adopted. 

Dr.  W.  Guernsey  Frey,  Queens:  May  we  not 
defer  voting  on  this  until  we  hear  the  rest  of  the  re- 
districting,  and  what  is  going  to  happen  in  Rockland 
and  Westchester  Counties?  I think  it  would  be 
more  intelligent  to  hear  the  rest  of  it  before  we  vote 
on  this  portion. 

Chorus:  No.  We  have  already  voted. 

Speaker  Andresen:  It  has  been  voted  on  and 
the  amendment  has  been  adopted.  I asked  for  a 
discussion  and  nobody  discussed  it. 

Dr.  Arthur  J.  Bedell,  Past  President:  I move 
that  we  wait  until  we  hear  the  whole  thing.  It  seems 
to  me  that  would  be  a more  logical  method  of  proce- 
dure. 

Dr.  Di  Natale:  If  it  would  facilitate  matters,  I 
voted  in  favor  of  it,  so  I will  make  a motion  to  re- 
consider the  action  just  taken. 

Speaker  Andresen:  Will  anybody  second  that 
motion  for  reconsideration? 

Dr.  J.  Stanley  Kenney,  Councilor:  I will 

second  it,  yes. 

....  There  being  no  discussion,  the  motion  to  re- 
consider was  put  to  a vote,  and  was  lost.  . . . 
Speaker  Andresen  : The  motion  is  lost. 

Dr.  Di  Natale:  You  mean  we  won. 

Speaker  Andresen:  The  motion  to  reconsider 
was  lost,  so  the  motion  to  adopt  the  Reference  Com- 
mittee’s recommendation  remains  unchanged. 

Dr.  Di  Natale:  Second,  your  Committee  rec- 

ommends that  Article  XI,  Section  1,  Paragraph  3, 
be  made  to  read  as  follows: 

“The  Second  District  Branch  shall  comprise  the 
members  of  the  medical  societies  of  the  counties 
of  Westchester,  Suffolk,  Nassau,  Rockland, 
Orange,  Dutchess,  and  Putnam.” 

Speaker  Andresen:  And  what  do  you  want  to 
do  with  that? 

Dr.  Di  Natale:  I move  the  adoption  of  this 

second  proposal. 

....  The  motion  was  seconded  by  several.  . . . 
Speaker  Andresen:  Is  there  any  discussion  of 
that  recommendation? 

Dr.  Frederick  S.  Wetherell,  Onondaga:  Where 
will  they  have  their  meetings? 

Dr.  Di  Natale:  Why  not  let  them  decide  that? 
Dr.  Leo  F.  Schiff,  Clinton:  In  view  of  the  fact 
that  this  is  still  part  of  the  redistricting,  and  it 
would  be  a far  better  plan  to  consider  the  whole 
thing  together  instead  of  only  this  part  of  it,  I move 
that  the  vote  on  this  be  deferred  until  the  entire  plan 
has  been  completed,  and  it  then  can  be  taken  up  by 
sections. 

Speaker  Andresen:  Does  anybody  second  that? 
Dr.  Bedell:  Yes,  I will  second  that  motion  to 
defer  action  until  the  whole  matter  has  been  pre- 
sented instead  of  this  piecemeal  procedure. 

Dr.  Di  Natale:  That  is  all  there  is;  there  is  no 
more  on  that  subject  of  redistricting. 

Speaker  Andresen:  I am  informed  there  is  no 
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further  report  from  this  Reference  Committee  on 
redistricting. 

Dr.  Di  Natale:  That  is  the  end.  Those  are  the 
only  two  recommendations  we  are  going  to  make  on 
redistricting. 

Dr.  J.  Stanley  Kenney,  Councilor:  But  the 
Reference  Committee  on  the  Report  of  the  Planning 
Committee  is  going  to  bring  in  a recommendation  on 
the  same  subject.  I believe  it  is  going  to  be  in  ac- 
cord with  this,  but  I could  not  be  sure.  Therefore,  I 
believe  action  on  this  could  very  well  be  deferred 
and  this  could  very  well  come  up  at  the  time  that 
that  committee  is  ready  to  make  its  report  on  this 
subject  of  redistricting. 

Speaker  Andresen:  But  the  first  recommenda- 
tion in  regard  to  the  reconstituted  First  District  has 
already  been  acted  on. 

Dr.  Kenney:  The  first  part  has  been  adopted,  I 
understand  that;  but  this  other  could  be  deferred 
until  the  Reference  Committee  on  the  Report  of  the 
Planning  Committee  comes  in  with  its  recommenda- 
tion on  the  same  subject. 

Speaker  Andresen:  I think  the  other  should 
have  been  deferred  as  well  until  then. 

Chorus:  No.  It  has  been  acted  on. 

Dr.  Kenney:  I think  it  might  have  been  better 
for  the  House  as  a whole  if  it  had  been,  yes. 

Dr.  Schiff:  I am  willing  to  withdraw  that  mo- 
tion. 

Speaker  Andresen:  Will  you  modify  it  and  say 
that  it  should  be  deferred  until  the  consideration  of 
this  question  is  brought  up  in  the  report  of  the  Ref 
erence  Committee  on  the  Report  of  the  Planning 
Committee?  I understand  they  are  going  to  take 
up  something  along  that  line  also. 

Dr.  Schiff:  I will  be  very  glad  to  reword  my 
motion  in  that  form. 

Dr.  Bedell:  I will  accept  that  modification. 
....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  motion  to  defer  action 
on  that  recommendation  relative  to  redistricting  of 
those  counties  is  carried,  and  it  will  be  considered 
when  the  other  committee  makes  its  report. 

Dr.  Bedell:  Could  we  have  a standing  vote? 
Speaker  Andresen:  Yes,  I will  ask  for  a stand- 
ing vote.  All  in  favor  of  the  deferment  of  this  until 
the  other  committee  reports  will  rise;  now  those 
opposed.  The  motion  to  defer  is  won. 

Continue,  Dr.  Ni  Natale,  with  your  report. 

Section  79 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws:  Amendment  to  Chapter  IV,  Section  10,  of 
Bylaws — Enlargement  of  Council  Committee  on 
Workmen’s  Compensation 

Dr.  Peter  J.  Di  Natale,  Genesee:  On  the  pro- 
posed amendment  to  Chapter  IV,  Section  10,  of  the 
Bylaws,  enlargement  of  Council  Committee  on 
Workmen’s  Compensation,  introduced  by  Dr. 
Joseph  C.  O’Gorman,  Erie  County: 

“Whereas,  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  limits  the  mem- 
bership of  the  Council  Committee  on  Workmen’s 
Compensation  to  three;  and 

“Whereas,  there  exists  a definite  need  for  en- 
largement of  this  Committee  so  as  to  give  it  wider 
geographic  representation;  now  therefore  be  it 
“Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  by 
inserting  in  Chapter  IV,  Section  10,  thereof,  after 
the  sentence  beginning  with  ‘The  membership  of 


the  Committees’  and  ending  with  ‘of  the  Bylaws, 
the  words  ‘and  the  Committee  on  Workmen’s 
Compensation  on  ( k ) Chapter  IV,  Section  9 of  the 
Bylaws.’  ” 

Your  Committee,  after  much  discussion,  moves 
the  adoption  of  this  proposed  amendment  to  the 
Bylaws — and  this  was  after  hearing  all  those  who 
were  interested  and  who  appeared  before  the  Com- 
mittee, and  we  were  all  agreed  on  this  recommenda- 
tion— so  that  Section  10,  Article  IV,  would  read  as 
follows: 

“Committees  of  the  Council  may  include  other 
members  of  the  Society  and  shall  be  appointed  by 
the  President  subject  to  the  approval  of  the  Coun- 
cil. Each  committee  shall  include  at  least  one 
member  of  the  Council  who  shall  be  chairman,  ex- 
cept that  he  need  not  be  chairman  for  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
( b ),  and  (/),  Chapter  IV,  Section  9 of  the  Bylaws. 
The  membership  of  committees  shall  not  exceed 
three  including  the  chairman,  except  the  com- 
mittee or  committees  in  charge  of  activities  (a), 
(6),  ( d ),  and  (/),” 

and  then  add  after  (/)  “the  Committee  on  Work- 
men’s Compensation.” 

I move  the  adoption  of  this  portion  of  the  report. 
....  The  motion  was  seconded  by  several.  . . . 
Dr  Homer  J.  Knickerbocker,  Ontario:  To 

clarify  the  situation  may  I ask  that  the  resolution  as 
introduced  by  Dr.  O’Gorman  be  read? 

Dr.  Di  Natale:  I did  read  it. 

Speaker  Andresen:  Will  you  read  it  again? 
....  The  resolution  was  read.  . . . 

Speaker  Andresen:  Is  there  any  discussion? 
Dr.  J.  Stanley  Kenney,  Councilor:  I am  a little 
confused  on  that.  May  I ask  is  this  an  over-all 
resolution  to  enlarge  all  of  the  Council  committees? 
Dr.  Di  Natale:  No. 

Dr.  Kenney:  Just  this  one  committee? 

Dr.  Di  Natale:  Yes. 

Dr.  Kenney:  And  you  would  change  the  Bylaws 
to  change  the  number  on  one  Council  committee? 

Dr.  Di  Natale:  This  would  give  the  Council  the 
right  if  they  wished  to  enlarge  the  Committee  on 
Workmen’s  Compensation.  It  is  not  obligatory 
upon  them,  but  only  if  they  so  desire. 

Dr.  Kenney:  Why  single  out  one  committee? 

Dr.  A.  W.  Martin  Marino,  Section  Delegate: 
At  the  suggestion  of  the  Legislative  Reference  Com- 
mittee, I move  that  the  amendment  to  the  Constitu- 
tion and  Bylaws  increasing  the  number  of  members 
on  the  Workmen’s  Compensation  Committee  be 
amended  so  as  to  also  increase  the  number  on  the 
Committee  on  Legislation.  If  there  is  any  discus- 
sion necessary,  we  will  discuss  that  phase  of  it. 

Dr.  Henry  W.  Miller,  Putnam:  I second  that. 
Speaker  Andresen:  This  is  an  amendment  to 
the  amendment  proposed  by  the  Reference  Com- 
mittee on  Report  of  the  Council,  Part  IX,  on  Legis- 
lation, and  consists  simply  in  allowing  an  increase 
also  in  the  Committee  on  Legislation  in  addition  to 
the  Committee  on  Workmen’s  Compensation.  As 
an  amendment  to  this  amendment  I consider  it  in 
order.  Is  there  anybody  to  dispute  my  ruhng  on 
this? 

....  There  was  no  dissent  expressed.  . . . 
Speaker  Andresen:  Is  there  any  discussion  on 
the  amendment  to  the  amendment? 

Dr.  Joseph  A.  Geis,  Essex:  There  was  a resolu- 
tion introduced  yesterday  to  have  this  House  vote 
such  a change  without  referring  it  as  an  amendment 
to  the  Constitution  and  Bylaws.  I believe  that  was 
referred  to  Dr.  Moore’s  committee,  and  this  amend- 
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ment  will  take  care  of  that  resolution  in  a legal  way, 
otherwise  we  will  have  a report  from  a reference 
committee  for  the  adoption  of  something  that  really 
should  be  an  amendment  to  the  Constitution  and 
Bylaws.  This  does  take  care  of  that  resolution  in  a 
legal  way. 

Dr.  John  J.  Masterson,  President-Elect : This, 
in  my  opinion,  is  really  an  amendment  to  the  Con- 
stitution. In  going  over  the  Constitution  and  By- 
laws I note  we  have  17  committees,  on  14  of  which 
the  chairman  must  be  a member  of  the  Council. 
We  have  in  the  Society  over  20,000  members,  and  I 
don’t  think  that  the  President  should  have  to  con- 
fine the  chairmen  of  fourteen  important  standing 
committees  to  the  elected  members  of  the  Council, 
because  it  means  that  each  Councilor  would  have  to 
be  chairman  of  at  least  five  committees.  I think 
that  the  proper  thing  to  do  is  for  someone  to  make  a 
motion  that  a committee  be  appointed  for  the  re- 
vision of  our  Constitution  and  Bylaws.  In  many 
cases  we  may  have  a member  who  has  some  very 
special  abilities  for  a particular  kind  of  work,  but 
because  he  is  not  a member  of  the  Council  the  Presi- 
dent is  unable  to  appoint  that  man  as  chairman  of 
that  committee. 

Also,  I think  that  the  numbers  on  the  Council 
committees  should  not  be  limited  to  three  as  the  Con- 
stitution and  Bylaws  state  at  the  present  time. 

This  is  clearly  an  amendment  to  the  Constitution 
and  Bylaws,  and  I don’t  think  this  body  can  act  on 
it  at  this  time,  although  it  is  for  the  Speaker  to  say 
that  and  not  for  me  to  make  that  ruling.  However, 
I hope  before  the  meeting  is  over  a motion  will  be 
made  for  the  appointment  of  a Committee  tor  the 
revision  of  the  Constitution  and  Bylaws.  {Ap- 
plause) 

Dr.  William  B.  Rawls,  New  York:  I would  like 
to  answer  the  gentleman  back  there  ( indicating  Dr. 
Geis).  This  resolution  was  before  my  reference 
committee.  Dr.  Marino  is  a member  of  our  ref- 
erence committee.  We  realized  that  the  resolution 
was  unconstitutional,  so  we  suggested  that  Dr. 
Marino  make  this  suggestion  for  the  amendment  to 
the  amendment  already  before  the  House  in  order 
that  this  resolution  might  be  put  through  and  still 
be  in  order  as  it  is  at  the  present  time.  If  it  is  not 
done  this  way,  the  resolution  will  be  out  of  order, 
but,  if  this  amendment  to  the  amendment  passes, 
the  resolution  to  increase  the  number  will  be  in 
order. 

Dr.  Kenney:  Mr.  Speaker  and  gentlemen  of  the 
House,  I think  there  is  considerable  merit  in  what 
Dr.  Masterson  just  said.  I am  not  in  opposition  to 
increasing  the  number  on  the  Council  committees  if 
it  is  in  the  best  interests  of  the  Society,  and  cer- 
tainly I will  welcome  broader  support  in  work- 
men’s compensation,  but  I just  don’t  like  this  piece- 
meal attack  on  the  Constitution  and  Bylaws,  enlarg- 
ing this  committee  and  that  committee  and  not 
touching  the  over-all  picture.  I think  the  remarks 
of  Dr.  Masterson  are  well  taken.  We  do  have  an 
Advisory  Committee  on  Workmen’s  Compensation 
at  the  present  time  representing  the  eight  districts 
of  the  State,  and  I believe  now  that  that  committee 
has  had  an  opportunity  to  organize  it  can  carry  out 
the  intent  of  the  Erie  County  resolution  until  such 
time  as  the  general  revision  of  the  Constitution  and 
Bylaws  is  undertaken. 

Speaker  Andresen:  Is  there  any  further  dis- 

cussion? 

Dr.  Joseph  C.  O’Gorman,  Erie:  It  is  not  the 
intent  of  Erie  County  to  have  an  Advisory  Commit- 
tee, as  has  been  reported.  You  all  know  what  an 
advisory  committee  means.  Nothing! 


If,  after  due  consideration  and  after  a year’s 
time  to  study  this,  you  postpone  increasing  this 
committee,  you  are  pursuing  delay  tactics,  and  you 
are  going  to  delay  action  for  another  year  or  maybe 
more.  The  workmen’s  compensation  problems  af- 
fect 40  or  more  counties  in  this  State,  and  we  find 
out  from  years  of  experience  that  the  medical  pro- 
fession, even  the  man  in  general  practice,  is  not  ac- 
quainted with  its  provisions.  There  has  been  a lack 
of  information  given  to  them.  We  have  tried  to 
rectify  that  in  the  Eighth  District.  We  have  suc- 
ceeded in  Western  New  York,  and  we  hope  to  do 
that  for  the  State  as  a whole.  You  cannot  possibly 
with  your  small  committee  of  the  Council  do  the  job 
that  needs  to  be  done,  and  then,  when  you  further 
provide  that  a Councilor  must  be  the  chairman  of 
that  committee,  you  are  asking  for  almost  the  im- 
possible, because  there  are  men  on  the  Council  that 
are  totally  unacquainted  with  workmen’s  compensa- 
tion problems;  and  when  you  have  as  the  chairman 
of  the  Council  Committee  on  Workmen’s  Compensa- 
tion a very  estimable  gentleman,  energetic  and  very 
worthy,  by  the  time  he  learns  something  you  have 
somebody  else  to  educate.  We  believe  it  is  in  the 
best  interests  of  the  profession  as  a whole  to  enlarge 
this  committee. 

We  determined  in  Western  New  York  to  have  a 
general  conference  of  the  Eighth  District  for  all 
purposes,  an  over-all  Eighth  District  conference,  so 
we  put  that  into  effect,  and  out  of  that  has  come  the 
Workmen’s  Compensation  Committee  for  the 
Eighth  District.  We  did  not  take  any  autonomy 
away  from  the  county  societies.  They  still  ran  their 
own  affairs,  but  we  served  as  their  administrators  in 
Western  New  York.  We  have  it  working  now  so 
that  we  don’t  have  too  many  problems.  We  have 
the  cooperation  of  the  carriers,  we  have  the  coopera- 
tion of  labor,  we  have  the  cooperation  of  the  self- 
insurers.  The  claims  counsel  come  to  the  Western 
New  York  office  in  Buffalo,  in  which  we  have  a paid 
executive  for  the  Western  New  York  district,  and 
the  problems  are  settled  right  on  the  spot,  and  we 
don’t  have  so  many  things  go  by  the  board  in  the 
State  as  we  used  to. 

The  medical  profession  is  being  abused  by  this 
Workmen’s  Compensation  Law.  The  “X”  medical 
law,  the  “X”  medical  policy,  wherein  the  carrier 
pays  the  damages  and  the  company  pays  the  doc- 
tor, that  is  one  of  the  things  that  is  one  of  the 
abuses. 

I don’t  think  you  should  delay  increasing  this 
workmen’s  compensation  committee  any  longer.  It 
it  not  going  to  interfere  with  any  of  the  other  re- 
visions of  the  Constitution  and  Bylaws  just  because 
it  is  increased. 

Furthermore,  I believe  the  Committee  on  Legis- 
lation should  be  increased  also.  We  know  from  ex- 
perience that  three  men  serving  on  this  committee  are 
completely  inadequate. 

This  is  really  from  the  Eighth  District  Workmen’s 
Compensation  Committee,  and  we  put  this  resolu- 
tion in  to  increase  the  number  for  the  benefit  of  the 
State  Medical  Society  as  a whole. 

Speaker  Andresen:  You  are  not  discussing  the 
amendment  to  the  motion.  You  are  now  discussing 
the  constitutional  amendment  in  the  original  mo- 
tion. 

Dr.  O’Gorman:  If  the  amendment  is  going  to 
kill  the  original  motion,  then  kill  the  amendment. 

Speaker  Andresen  : It  is  quite  evident  that  what 
we  are  doing  today  is  to  create  some  stopgaps  for 
defects  in  our  present  Constitution  and  Bylaws.  I 
am  reliably  informed  that  there  is  going  to  be  later  a 
resolution  to  appoint  a committee  to  revise  our  Con- 
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stitution  and  Bylaws  generally.  The  Chair  has 
ruled  that  this  amendment  to  the  amendment  is 
proper.  If  it  were  not  proper,  we  would  never  be 
able  to  get  an  amendment  to  the  Constitution 
adopted.  Somebody  could  come  up  each  year  with 
an  amendment  and  kill  a proposed  amendment  to 
the  Constitution  in  that  way.  It  is  perfectly  proper 
for  an  amendment  to  the  Constitution,  when  it  is 
being  brought  up  and  discussed,  to  be  amended,  and 
I rule  that  this  is  an  amendment  to  the  amendment. 
Now  is  there  any  further  discussion?  ' 

Dr.  Rawls:  I only  offered  an  explanation  a 

moment  ago  in  reply  to  a question  put  by  the  doctor 
back  there  ( indicating  Dr.  Geis). 

Dr.  Di  Natale  : May  I state  that  I speak  for  four 
of  the  members  of  our  Committee  when  I say  that 
this  was  brought  to  their  attention  this  morning,  and 
they  also  are  all  in  favor  of  this  amendment  to  in- 
clude the  Committee  on  Legislation  in  that  change. 

Dr.  Rawls:  It  has  been  suggested  that  we 

change  the  entire  Constitution  and  Bylaws.  That 
means  this  would  be  put  over  for  another  year. 
The  reference  committee  felt  that  the  coming  year 
would  probably  be  one  of  the  most  important  we 
have  ever  had  in  legislation  of  the  State  Medical 
Society,  and  that,  even  though  this  is  a stopgap, 
and  even  though  the  Constitution  and  Bylaws  gen- 
erally do  need  to  be  amended,  we  should  not  be  re- 
quired to  wait  the  entire  year  before  we  can  in- 
crease the  number  on  the  Committee  on  Legis- 
lation, because  there  is  too  much  work  to  be  done. 
Therefore,  we  would  like  to  see  this  amendment  go 
through  today. 

Speaker  Andresen:  I hope  you  did  not  miss 

what  I said.  I said  that  I thought  these  stopgaps 
were  quite  necessary  in  order  to  make  us  function 
this  year  rather  than  to  wait  until  the  revision  of  the 
Constitution  and  Bylaws  generally  next  year. 

....  The  question  was  called,  and  the  amendment 
was  put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  amendment  is  carried 
to  allow  an  increase  in  the  Committee  on  Legislation. 
Now  we  come  to  the  amendment  concerning  the 
Committee  on  Workmen’s  Compensation. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  amendment  as 

amended  is  carried,  and  now  becomes  a part  of  our 
Constitution  and  Bylaws. 

Dr.  Di  Natale:  I now  move  the  adoption  of  the 
report  as  a whole. 

Speaker  Andresen:  You  cannot  do  that.  You 
have  one  matter,  action  on  which  was  deferred  until 
another  reference  committee  reports. 

Dr.  Di  Natale:  Right. 

Section  80 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V,  Public  Health  Activities  (C):  Nutrition, 
Geriatrics,  Physical  Medicine,  and  Rehabilitation 

Dr.  Harry  V.  Spaulding,  Section  Delegate:  The 
Reference  Committee  on  Public  Health  Activities 
(C)  to  include  Nutrition,  Geriatrics,  Physical  Medi- 
cine, and  Rehabilitation,  consists  of  Harry  V. 
Spaulding,  New  York,  chairman;  Charles  L.  Pope, 
Binghamton;  E.  Carlton  Foster,  Penn  Yan;  Edwin 
L.  Harmon,  Westchester,  and  Madge  C.  L.  Mc- 
Guinness,  New  York.  This  committee,  for  geo- 
graphic reasons,  has  deferred  its  meeting  until  we 
could  discuss  our  assignments  at  this  convention. 
It  is  our  conviction  that  in  these  four  specialties  the 
Medical  Society  of  the  State  of  New  York  leads  the 
state  societies  of  the  nation. 


Nutrition:  Your  Committee  feels  that  the  Em- 
pire State  should  lead  in  nutritional  studies.  Dr. 
Norman  S.  Moore,  of  the  School  of  Nutrition,  Cor- 
nell University,  has  contributed  a most  valuable 
series  of  articles  on  this  vital  subject.  His  studies 
ramify  every  specialty  from  pediatrics  to  geriatrics — 
“the  seven  ages  of  man.” 

Your  Committee  urges  further  study  of  the  nutri- 
tional problems  of  the  internist,  the  surgeon,  and  the 
pediatrist.  Jolliffe,  Moore,  and  others  have  stres- 
sed to  the  medical  profession  the  scientific  approach 
to  nutritional  studies. 

One  Committee  member  is  bringing  these  nutri- 
tional fundamentals  before  his  local  school  system, 
and  many  communities  are  following  the  precepts 
of  our  own  State’s  leadership. 

Your  Committee  again  urges  upon  us  all  the 
value  of  nutritional  studies  in  every  specialty. 

Geriatrics:  In  the  geriatric  field  again  New  York 
is  well  to  the  fore.  Our  previous  Subcommittee  in 
Geriatrics  headed  by  Dr.  Stephen  R.  Monteith, 
assisted  by  Drs.  C.  Ward  Crampton  and  Scott  Lord 
Smith,  has  distinguished  itself  in  promulgating  legis- 
lation regarding  nursing  homes,  practical  nursing, 
and  furthering  medical  research  in  this  new,  old 
specialty.  In  institutional  work  one  Committee 
member  has  pointed  out  the  correlation  of  physical 
medicine,  geriatrics,  and  nutritional  specialties,  and 
is  giving  particular  attention  to  them  as  a group 
institutional  procedure. 

Physical  Medicine  and  Rehabilitation:  In  this 

specialty  the  nation  eyes  our  progress  and  leader- 
ship. Sardonically,  it  takes  a war  to  advance  the 
progress  of  medicine  and  surgery,  and  one  of  the 
most  important  advances  made  in  medical  care 
during  and  since  World  War  II  has  been  the  in- 
creased recognition  given  to  physical  medicine  and 
rehabilitation  as  an  integral  part  of  medical  care. 

This  field  of  medicine  takes  the  patient  from  the 
bed  to  the  job,  the  disabled  and  paralytic  back  to 
industry,  and  teaches  and  trains  the  maimed  to 
utilize  to  the  utmost  what  he  has  left.  Rehabilita- 
tion centers  are  being  established  throughout  the 
State.  Doctors  in  various  industrial  centers  are 
carrying  out  these  principles  of  rehabilitation,  begin- 
ning at  the  earliest  possible  moment  following  acute 
illness  or  injury. 

In  World  War  I,  Albee  organized  General  Hospital 
No.  3 at  Colonia,  New  Jersey,  where  modern  physi- 
cal medicine  principles  were  initiated,  to  be  followed 
by  the  work  of  the  American  Rehabilitation  Center— 
the  first  curative  workshop  to  be  nationally  adopted 
by  World  War  II.  Civilian  centers  are  being  es- 
tablished throughout  the  nation. 

One  of  our  Committee  members,  having  devoted 
years  to  these  physical  medicine  problems,  concurs 
in  the  belief  that  the  surgeon,  the  internist,  the 
neuropsychiatrist,  the  psychiatrist,  the  specially 
trained  nurse,  the  occupational  therapist,  the  work 
therapist,  and  other  related  specialists  must  all  com- 
plete the  rehabilitation  team. 

Your  Committee,  therefore,  urges  the  physicians 
and  surgeons  of  the  Medical  Society  of  the  State  of 
New  York  to  a more  physical  medicine-,  nutrition- 
and  geriatric-consciousness. 

I have  a resolution  that  was  referred  to  this  Com- 
mittee as  well.  Shall  I report  on  that  now? 

Speaker  Andresen:  No,  I think  you  had  better 
divide  it  up.  You  move  the  adoption  of  this  portion 
of  the  report? 

Dr.  Spaulding:  Yes,  I move  it. 

Speaker  Andresen:  Is  there  a second? 

Dr.  Aaron  Kottler,  Kings:  I will  second  it. 
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....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  The  report  is  adopted. 

You  have  a resolution? 

Dr.  Spaulding:  Yes. 

Section  81  (See  62) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  V : Displaced  Physicians 

Dr.  Harry  V.  Spaulding,  Section  Delegate: 
Resolution  of  Dr.  Harold  B.  Davidson,  introduced 
by  Dr.  Samuel  Z.  Freedman. 

( Resolution  given  in  full — Section  62) 

The  Reference  Committee  concurs  in  this  resolu- 
tion, and  I move  its  adoption. 

Dr.  Irving  J.  Sands,  Kings:  I second  the  mo- 
tion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried. . . . 

Speaker  Andresen:  I would  like  to  announce 
now  that  we  are  anxious  to  get  in  new  resolutions  as 
early  as  possible.  After  the  next  reference  com- 
mittee report  I will  call  for  any  further  new  resolu- 
tions. 

Section  82  ( See  11  A) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  Liaison  with  Veterans  Administra- 
tion 

Dr.  Joseph  P.  Henry,  Monroe:  The  Report  of 
the  Reference  Committee  on  Report  of  the  Council, 
Part  VIII  is  in  two  parts,  both  very  short.  The  first 
concerns  itself  with  Liaison  with  Veterans  Adminis- 
tration. 

Your  Reference  Committee  recognizes  the  com- 
plexity and  difficulties  of  this  problem  and  feels  that 
the  Liaison  Committee  has  done  an  excellent  job  and 
should  be  highly  commended. 

Your  Reference  Committee  hopes  that  the  Liaison 
Committee  will  continue  its  efforts  in  directing  the 
care  of  the  veteran  toward  “home  town”  care. 

I move  the  adoption  of  this  report. 

Dr.  Stephen  H.  Curtis,  Section  Delegate:  I 

second  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Section  88  (See  11B) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VIII:  War  Memorial 

Dr.  Joseph  P.  Henry,  Monroe:  Your  Reference 
Committee  compliments  and  commends  the  War 
Memorial  Committee  on  the  vast  amount  of  excellent 
work  accomplished  and  the  informative  report  sub- 
mitted. It  recommends  that  the  War  Memorial 
Committee  be  continued.  I move  the  adoption  of 
this  report,  with  its  recommendation. 

Dr.  Benjamin  Bernstein,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Henry:  Now  I move  the  adoption  of  the 
Report  of  the  Council  Reference  Committee,  Part 
VIII,  signed  by  Benjamin  M.  Bernstein,  Stephen  H. 
Curtis,  Joseph  L.  Kiley,  Halford  Hallock,  and 
Joseph  P.  Henry,  chairman,  as  a whole. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Bronx:  I 

second  the  motion. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  We  are  now  ready  to  con- 
sider any  new  resolutions.  Are  there  any  new  res- 
olutions? 


....  There  was  no  response.  . . . 

Section  84 

Announcements 

Speaker  Andresen  : If  there  are  no  new  resolu- 
tions, I have  a couple  of  announcements  to  make. 
First,  all  delegates  are  urged  to  visit  the  Scientific 
Exhibits  on  the  mezzanine  floor  and  the  Technical 
Exhibits  on  the  seventeenth  floor  of  this  hotel. 
Please  do  not  fail  to  register  at  the  registration  desk 
at  the  entrance  to  the  exhibits  on  the  seventeenth 
floor. 

I would  also  like  to  announce  that  Miss  Mary 
Donlon  has  been  invited  to  speak  to  us  at  twelve 
o’clock.  Whatever  business  we  have  will  be  sus- 
pended then  for  ten  minutes  while  she  tells  us  some- 
thing about  the  new  law — what  is  the  name  of  it? 

Dr.  J.  Stanley  Kenney:  Disability  Sickness 

Insurance  Law. 

Speaker  Andresen:  About  which  many  of  us 
know  very  little,  but  which  is  going  to  affect  all  of 
us  and  the  entire  public. 

Section  85  (See  63) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  Bed  Facilities  in  Municipal  and 

Voluntary  Hospitals 

Dr.  Norman  S.  Moore,  Tompkins:  This  is  a 
resolution  introduced  by  Dr.  McCarthy,  of  the 
Bronx  as  an  individual. 

( Resolution  given  in  full — Section  63) 

I might  say  that  the  Reference  Committee  is  quite 
cognizant  of  the  fact  that  that  resolution  should  be 
disposed  of,  if  possible,  by  this  House  and  not  re- 
ferred. However,  following  a thorough  review  of  the 
subject  with  the  proponents  and  opponents  of  this 
resolution,  your  Reference  Committee  is  of  the 
opinion  that  the  issues  involved  are  too  far-reaching 
in  character  to  permit  of  discussion  without  further 
study. 

Therefore,  the  Reference  Committee  recommends 
that  this  resolution  be  referred  to  the  Council.  I 
move  the  adoption  of  the  recommendation. 

Dr.  Abraham  Koplowitz,  Kings:  I second  the 
motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Section  86  (See  69) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  To  Amend  the  Education  Law  in  the 
Practice  of  Anesthesia 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
introduced  by  Dr.  Nathan  Brodie,  of  Kings. 

( Resolution  given  in  full — Section  69) 

At  the  hearing  for  this  resolution  an  officer  of  the 
Anesthesia  Society  and  the  Section  Delegate  on 
Anesthesiology  appeared  before  the  Reference  Com- 
mittee. Both  presented  arguments  in  opposition 
to  this  resolution.  Your  Reference  Committee  unan- 
imously supports  their  contention  that  anesthesiol- 
ogy is  insufficiently  defined  in  the  resolution,  and 
that  more  time  is  required  to  allow  interested  in- 
dividuals, societies,  and  institutions  to  define  prop- 
erly this  specialty.  In  addition,  the  Committee  is 
of  the  opinion  that  the  content  of  the  resolution  is 
controversial  and  will  raise  unpredictable  public 
relations  problems  with  surgical  specialty  societies 
and  various  teaching  institutions  and  hospitals. 

The  Reference  Committee  recommends  disap- 
proval of  this  resolution. 

I move  the  adoption  of  the  recommendation. 
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Dr.  Clarence  G.  Bandler,  New  York:  I 

second  the  motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  This  motion  is  carried,  and 
the  original  resolution  is  lost. 

Section  87  (See  61) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  Location  Bureau  for  Proper  Distribu- 
tion of  Medical  Personnel 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
introduced  from  the  Orange  County  Medical  Society. 

( Resolution  given  in  f ull — Section  61) 

The  Reference  Committee  is  aware  of  the  fact 
that  the  Secretary  of  the  State  Society  has  acted  for 
the  past  two  years  as  a one-man  placement  bureau. 
Also  the  Committee  is  informed  that  the  New  York 
State  Journal  of  Medicine  has  a classified  ad  de- 
partment, further  activity  of  which  will  infringe  on 
the  classified  ad  department  of  the  Journal  of  the 
American  Medical  Association.  The  Committee 
feels  there  is  insufficient  need  for  the  establishment 
of  an  additional  bureau  for  employment  in  the  State 
Society  organization  at  this  time.  Further,  the  Ref- 
erence Committee  is  of  the  opinion  that  the  resolu- 
tion is  so  worded  that  it  casts  reflection  on  worthy 
members  of  our  profession.  The  Reference  Com- 
mittee recommends  disapproval  of  this  resolution. 

I move  the  adoption  of  the  Reference  Committee’s 
recommendation . 

The  motion  was  seconded  by  several.  . . . 

Speaker  Andresen  : The  recommendation  of  the 
Reference  Committee,  which  carries  with  it  dis- 
approval of  the  resolution,  is  now  open  for  discus- 
sion. 

Dr.  Benjamin  M.  Bernstein,  Kings:  One  of  the 
important  problems  that  everybody  has  been  dis- 
cussing in  this  country  is  the  maldistribution  of  our 
doctors  throughout  the  United  States.  How  is  a 
young  fellow  going  to  get  a job  or  find  that  one  is 
available  and  waiting  for  him  some  place  in  the 
United  States?  From  personal  experience  with  a 
man  in  my  office  who  is  looking  for  a connection  of 
that  kind  I know  how  difficult  the  situation  is.  What 
did  he  do?  Did  he  put  an  ad  in  the  A.M.A.  Journal? 
He  said,  “There  are  five  million  others  in  the 
A.M.A.  Journal  under  classified  ads,  so  I am  lost  in 
the  shuffle”,  and  he  is  a wise  guy.  Perhaps  your 
contention  will  be  that  he  should  word  his  ad  suf- 
ficiently different  so  as  to  attract  attention.  Well, 
I don’t  know  how  much  attention  the  ad  would  at- 
tract at  best.  It  is  lost  in  the  shuffle.  He  cannot 
find  a job  he  is  looking  for  outside  of  New  York  City 
unless  we  help  him  and  these  other  like-minded 
young  men  in  finding  suitable  locations  so  there  is  a 
redistribution  of  the  physicians  in  this  country, 
which  is  one  of  the  most  important  things  we  have 
been  accused  of  not  helping  along.  We  have  plenty 
of  doctors,  we  say,  but  they  are  not  distributed 
properly. 

It  seems  to  me  that  a bureau,  not  necessarily  set 
up  by  our  State  Society,  but  set  up  by  the  American 
Medical  Association  as  a placement  bureau  or  a re- 
distribution bureau,  call  it  what  you  will,  is  neces- 
sary— not  only  one  that  will  simply  involve  the 
business  of  putting  classified  ads  in  the  A.M.A. 
Journal,  these  because  of  their  very  number  are  lost 
in  the  shuffle. 

I would  urge  that  the  House  of  Delegates  of  the 
American  Medical  Association  be  asked  to  set  up  a 
placement  bureau,  to  which  these  men  can  come  or 
to  which  these  men  can  write  voluntarily,  without 


spending  their  money  or  their  energy  in  classifying 
themselves  in  a classified  column  and  being  lost 
thereby. 

Dr.  Moore:  In  support  of  the  Reference  Com- 
mittee’s recommendation,  may  I say  that  this  ques- 
tion just  discussed  was  brought  in  our  Committee 
hearing  and  thoroughly  considered.  There  are  men 
being  placed  every  day  by  Dr.  Anderton  in  the 
State  Society.  There  arc  ads  being  placed.  We 
had  as  exhibits  A,  B,  and  C,  three  journals  showing 
the  classified  advertisement  section  in  the  New 
York  State  Journal  of  Medicine.  This  classified 
ad  section  will  take  ads  from  any  state  in  the  Union. 
They  do  not  encourage  it,  however,  because  it  is  in 
competition  with  the  classified  ad  section  of  the 
Journal  of  the  A.M.A.  Therefore,  in  rebuttal,  in 
supporting  the  Committee,  I feel  that  these  points 
have  been  covered,  Mr.  Speaker. 

Speaker  Andresen:  Is  there  any  further  dis- 

cussion? 

Dr.  Thomas  B.  Wood,  Kings:  I would  just  like 
to  suggest  that  certain  terms  used  in  this  resolution 
be  changed  somewhat.  He  uses  the  word  “or- 
ganized” medicine  throughout  most  of  his  “where- 
ases.” As  we  know,  today  we  have  no  organized 
medicine;  we  have  a medical  profession.  Even 
President  Roosevelt  in  having  the  Supreme  Court 
declare  us  a trade  did  not  say  that  we  were  organized 
medicine  practicing  in  restraint  of  trade.  He  said 
that  we  were  the  medical  profession  practicing  in 
restraint  of  trade. 

I think  the  suggestion  has  been  sent  out  by  the 
American  Medical  Association  that  we  disavow  the 
term  “organized  medicine”  so  as  not  to  confuse  us 
with  organized  labor,  and  it  is  a good  idea.  There- 
fore, I would  suggest  the  deletion  of  the  words 
“organized  medicine”  in  the  “whereases”  and  the 
insertion  therefor  of  “medical  profession.” 

Speaker  Andresen:  Your  point  is  well  taken, 
Dr.  Wood. 

Dr.  Bernstein,  would  you  accept  that  correction 
in  your  “whereases,”  substituting  the  term  “medical 
profession”  every  time  “organized  medicine”  ap- 
pears? 

Dr.  Bernstein:  It  is  not  my  resolution. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  recommendation  of  the 
Committee,  calling  for  the  disapproval  of  the  reso- 
lution, is  adopted. 

Section  88  (See  43,  131) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  Remission  of  Dues  for  Physicians 
Leaving  to  Take  Up  Postgraduate  Work  in  Medical 
Education 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
introduced  by  Dr.  G.  S.  Baker,  of  Wyoming  County: 

“Whereas,  several  members  of  the  New  York 
State  Medical  Society  have  given  up  their  prac- 
tices to  return  to  teaching  institutions  for  resi- 
dencies; and 

“Whereas,  these  members  now  have  a very 
limited  income  and  in  some  instances  no  income  at 
all;  and 

“Whereas,  it  is  desirable  that  these  doctors 
continue  as  members  of  their  county  medical 
societies  and  the  New  York  State  Medical  So- 
ciety; and 

“Whereas,  the  continued  payment  of  annual 
dues  constitutes  a serious  financial  burden  to 
these  members;  be  it  therefore 

“Resolved,  that  the  House  of  Delegates  of  the 
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Medical  Society  of  the  State  of  New  York  remit 
the  annual  State  assessment  of  members  in  this 
category  as  an  encouragement  to  the  undertaking 
of  postgraduate  studies,  and  to  relieve  these  de- 
serving members  of  the  burden  of  paying  dues: 
this  to  apply  only  to  those  members  taking 
courses  of  one  or  more  fiscal  year’s  duration.” 

At  the  hearing  of  the  Reference  Committee  many 
officers  of  your  Society  were  present  and  gave  opin- 
ions in  favor  of  the  general  idea  of  this  resolution. 
Therefore,  your  Reference  Committee  offers  a sub- 
stitute resolution  to  read, 

“Be  It  Therefore  Resolved  that  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  shall  remit,  on  the  request  of  a county 
society,  the  annual  State  dues  of  members,  not  in 
active  practice,  who  are  undertaking  postgraduate 
studies,  and  be  it  further 

“Resolved,  that  immunity  from  dues  shall  apply 
only  to  those  members  whose  studies  continue  for 
one  fiscal  year  or  more.” 

Your  Reference  Committee  recommends  the 
adoption  of  the  substitute  resolution,  and  I so  move. 
....  The  motion  was  seconded  by  several.  . . . 
Dr.  Frederick  S.  Wetherell,  Onondaga:  I 

have  a question.  A young  man  who  is  in  this  course 
of  education  comes  right  home  to  me,  who  is  not 
already  a member  of  a county  society,  but  he  wishes 
to  be,  and  who  is  on  his  own  and  cannot  afford  to 
pay  the  dues  the  first  year,  what  happens  to  him? 
Suppose  my  son  applies  now  for  membership  in  a 
county  society,  will  he  be  taken  in  as  of  then  and 
his  dues  remitted  up  to  1953,  which  will  end  nine 
years  of  training,  during  which  time  he  learns  noth- 
ing about  professional  medicine  and  its  activities  in 
county  societies?  That  is  not  included  in  there, 
but  I merely  ask  for  clarification  on  that  point. 

Speaker  Andresen:  May  I inform  the  ques- 

tioner that  a good  many  county  medical  societies 
have  an  intern  and  resident  membership,  and  I 
think  such  a man  could  be  included  in  one  of  those. 
He  cannot  be  considered  as  a member  of  the  State 
Society  unless  he  is  elected  to  full  membership  in  the 
county  society,  isn’t  that  right? 

Secretary  Anderton:  Yes. 

Speaker  Andresen  : So  that  that  question  really 
has  nothing  to  do  with  this  motion. 

Dr.  Wetherell:  The  main  question  in  my 

mind  is  should  he  today  make  application  and  then 
be  accepted  as  a member  of  the  county  society?  He 
would  have  to  put  up  his  first  year’s  dues,  would  he 
not? 

Speaker  Andresen:  Yes,  in  order  to  become  a 
member. 

Dr.  Wetherell:  Then  would  those  dues  by  re- 
quest be  remitted  to  him? 

Speaker  Andresen  : No. 

Dr.  Moore:  I move  the  substitute. 

Speaker  Andresen:  Do  you  want  to  make  any 
kind  of  a recommendation,  or  amendment,  or  any- 
thing else? 

Dr  Ezra  A.  Wolff,  Queens:  I would  like  to  ask 
another  question.  This  contemplates  that  dues  be 
remitted  for  men  whose  residencies  occupy  one  or 
more  fiscal  years.  What  would  happen  to  a man 
who  had  a residency  which  is  not  for  a year  which 
coincides  with  a fiscal  year?  If  his  residency  went 
from  July  to  July,  and  our  fiscal  year  runs  from 
January  to  December,  how  would  that  be  covered? 
Speaker  Andresen:  Will  you  answer  that? 

Dr.  Moore:  I think  the  intention  of  the  Commit- 
tee is  that  the  word  “fiscal”  means  not  January  to 
January  but  a year  in  which  dues  would  be  re- 


mitted; in  other  words,  there  would  be  one  year  in 
which  the  dues  would  be  remitted. 

Dr.  Moses  H.  Krakow,  Bronx:  Then  why  not 
omit  the  word  “fiscal”;  and  make  it  a year? 

Speaker  Andresen:  A man  might  have  two 
years’  dues  remitted  if  his  residency  occurred  in  two 
different  fiscal  years,  even  if  it  was  only  of  a year’s 
duration.  In  other  words,  if  he  had  four  months  in 
one  fiscal  year  and  eight  months  in  the  other  fiscal 
year,  he  should  only  have  one  year’s  dues  remitted. 
He  has  to  be  away  a whole  year  during  which  dues 
are  to  be  remitted,  as  I understand  it. 

Dr.  Krakow:  Wby  not  “continuous  study  for  one 
full  year”? 

Chorus:  “Twelve  months.” 

Speaker  Andresen:  Does  anybody  want  to 
make  an  amendment? 

Dr.  James  R.  Reuling,  Treasurer:  In  the  sub- 
stitute resolution  offered  by  the  Committee  I failed 
to  hear  that  their  county  societies  were  going  to  re- 
mit their  dues  as  well.  It  only  says  that  the  State 
Society  dues  shall  be  remitted.  I am  wondering 
whether  that  is  an  oversight  or  whether  it  was  done 
with  intent  by  the  Committee. 

Dr.  Moore:  In  the  substitute  resolution  there 
appear  two  or  three  phrases  that  are  not  in  the  origi- 
nal, and  I will  read  them: 

“Be  It  Resolved  that  the  House  of  Delegates  of 

the  Medical  Society  of  the  State  of  New  York” 
— this  is  new — 

“shall  remit,  on  the  request  of  a county  society” 
— and  it  was  presumed  that  the  county  society  would 
not  ask  the  State  Society"  to  remit  its  dues  unless  it 
already  had  done  so — 

Dr.  Reeling:  That  is  a presumption? 

Dr.  Moore:  Right. 

Dr.  Reuling:  Why  not  have  it  stated  as  a fact? 

Dr.  Moore:  It  could  be  very  easily  inserted. 

Speaker  Andresen:  Do  you  want  to  add  that, 
that  the  county  society  also  first  remit  its  own  dues? 

Dr.  Reuling:  I move  it  be  rereferred  for  clari- 
fication. 

Speaker  Andresen:  That  one  point  could  be 
added  without  rereferring  it,  if  you  wanted  to  put  in, 
“on  the  request  of  a county  society  which  has  already" 
remitted  its  dues.” 

Dr.  Moore:  That  is  right,  “on  the  request  of  a 
county  society  which  has  remitted  its  dues.” 

Speaker  Andresen:  Add  that  to  the  resolution, 
and  it  will  cover  that  one  point. 

Dr.  Moore:  Is  there  any  objection  from  my  com- 
mittee? If  so,  please  raise  your  hands. 

Speaker  Andresen:  Is  there  any  objection  on 
that  addition? 

. . . .There  was  none  expressed.  . . . 

Speaker  Andresen:  Do  you  insist  on  having  it 
referred,  Dr.  Reuling? 

Dr.  Reuling:  No,  I don’t  insist  on  having  it  re- 
ferred, so  long  as  that  will  be  included. 

Dr.  Wolff:  1 should  like  to  know  what  provision 
is  going  to  be  made  for  the  point  I raised. 

Dr.  John  J.  Masterson,  President-Elect:  I think 
that  will  have  to  be  decided  by"  each  individual 
county  society  as  to  what  year  he  would  be  entitled 
to  for  the  remission  of  his  dues  in  detail. 

Speaker  Andresen:  I think  the  county  societies 
could  settle  that.  We  are  leaving  it  to  the  county 
society  to  recommend. 

Dr.  Wolff:  It  is  specifically  stated  that  this  is  to 
occupy  a fiscal  year,  and  I feel  that  that  should  be 
clarified  before  you  act  on  this  resolution. 

Dr.  Moore:  The  Speaker  has  made  it  clear  that 
the  word  “fiscal”  should  not  appear  because  a per- 
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son  might  be  out  six  months  in  one  year  and  six 
months  in  another  year  and  claim  two  years’  re- 
mission, and  it  is  up  to  the  county  society  to  deter- 
mine whether  this  man  was  out  for  one  solid  year. 

Dr.  Wolff:  That  is  why  I raised  the  point  be- 
cause that  had  occurred  to  me.  You  can  just  sub- 
stitute for  the  word  “fiscal”  the  words  “twelve  con- 
tinuous months.” 

Dr.  Moore:  Yes,  I will  do  that. 

Speaker  Andresen:  Do  you  want  to  make  that 
change? 

Dr.  Moore:  Yes,  I will  accept  that.  Does  my 
committee  have  any  objection  to  that? 

. . . .None  was  expressed. . . . 

Speaker  Andresen:  That  change  has  been  made 
then,  changing  the  word  “fiscal”  to  “twelve  consecu- 
tive months.” 

Dr.  Moore:  Right. 

Dr.  Fenwick  Beekman,  Assistant  Treasurer: 
There  are  so  many  questions  on  this  substitute  mo- 
tion that  I feel  it  should  be  rereferred  to  the  Commits 
tee  so  that  it  can  be  rewritten  to  cover  all  of  these 
questions  that  have  been  brought  up. 

Dr.  Samuel  Z.  Freedman,  New  York:  I second 
that  motion  to  rerefer  it  to  the  Reference  Com- 
mittee. 

. . . .There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  was  carried. . . . 

Speaker  Andresen:  It  is  referred  back  to  the 
Committee  for  clarification. 

Section  89  (See  24) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  Medical  Specialty  Boards — Admis- 
sion to  Examination 

Dr.  Norman  S.  Moore,  Tompkins:  Resolution 
introduced  by  Dr.  Freedman  of  New  York,  on 
“Specialty  Boards,”  which  resolution  was  approved 
at  the  January  24,  1949,  meeting  of  the  Medical 
Society  of  the  County  of  New  York. 

( Resolution  given  in  full — Section  24) 

Delegates,  your  Reference  Committee,  after  hold- 
ing what  it  believes  to  be  an  adequate  hearing  on  the 
subject,  has  obtained  no  evidence  of  discrimination 
by  specialty  boards.  Close  study  of  the  resolution 
reveals  it  to  be  too  inclusive,  and  it  appears  to  indict 
all  specialty  boards  for  discriminatory  practices. 
The  Committee  is  of  the  opinion  that  the  Medical 
Society  of  the  State  of  New  York  has  no  jurisdiction 
over  requirements  of  the  various  specialty  boards. 
The  Reference  Committee  recommends  disapproval 
of  this  resolution,  and  I so  move. 

. . . .The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Andresen:  The  recommendation  is 

adopted  and  the  original  resolution  is  lost. 

Are  there  any  more  committees  ready  to  report? 
If  so,  we  will  be  very  glad  to  hear  from  them. 

. . . .There  was  no  response.  . . . 

Section  90 

Report  of  Group  Plan  Actuary 

Speaker  Andresen:  In  the  meanwhile  then,  a 
couple  of  years  ago  this  body  asked  for  an  audit  of 
the  malpractice  insurance  and  defense  board,  and  we 
are  ready  now  to  receive  the  audit  from  Dr.  Schiff. 

Dr.  Leo  F.  Schiff,  Clinton:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  this  report  was 
to  have  been  made  to  you  by  the  auditor  himself, 
Mr.  Linder,  who  spoke  to  the  House  last  year.  Un- 
fortunately, illness  at  the  last  moment  prevented  his 


conning,  and  he  has  sent  his  report  to  be  read.  I am 
now  reading  this  to  you  as  a communication: 

“Acting  upon  the  instructions  of  your  Society,  we 
have  completed  an  audit  and  actuarial  study  of  your 
Group  Plan  of  Malpractice  Insurance  and  Defense, 
the  report  thereon  having  been  filed  with  your  Secre- 
tary. Our  survey  is  a continuation  of  that  made  last 
year  and  utilizes  the  data  compiled  during  the  calen- 
dar year  1948.  Since  our  report  is  necessarily  of  a 
technical  nature,  I shall  try  in  these  brief  remarks  to 
explain  the  significance  of  our  findings  and  conclu- 
sions in  a way  that  may  be  helpful  to  you. 

“Before  presenting  our  findings,  I would  like  to 
draw  your  special  attention  to  the  difficult  nature 
of  the  actuarial  problem  involved.  Insurance  rates 
are  predicated  on  the  loss  experience  which,  in  the 
case  of  malpractice  insurance,  is  composed  of  the 
following  three  elements: 

“(a)  The  known  loss  costs  as  represented  by 
the  loss  vouchers; 

“(b)  Estimated  costs  for  reported  but  un- 
settled cases; 

“(c)  Estimated  costs  of  suits  and  claims  not  yet 
reported,  for  acts  committed  some  time  in  the 
past. 

“The  inordinate  delay  in  the  reporting  and  final 
disposal  of  malpractice  claims  and  suits  is  respon- 
sible for  the  fact  that  the  estimates  for  the  last  two 
groups  form  an  unusually  large  part  of  the  loss  ex- 
perience. Furthermore,  the  estimates  of  the  final 
costs  in  both  of  these  groups  cannot  be  determined 
with  the  same  degree  of  accuracy  as  those  under 
other  forms  of  liability  insurance.  These  factors 
combine  to  make  rating  for  malpractice  insurance 
far  more  difficult  than  any  other  kind  of  liability 
insurance. 

“In  the  case  of  the  incurred  but  not  reported  cases, 
both  the  number  of  losses  to  arise  and  the  ultimate 
cost  of  them  must  be  estimated.  Any  method  of 
analysis  which  is  adopted  must  assume  that  the  same 
incidence  of  claims  exhibited  in  the  past  will  be  en- 
countered in  the  future,  and  the  cost  of  them  will 
closely  approximate  those  most  recently  closed. 
Should  there  be  a marked  change  either  in  the  inci- 
dence of  cases,  or  if  ultimate  settlement  costs  vary 
materially  from  the  assumed  costs,  the  calculated 
rates  will,  of  necessity,  vary  accordingly.  For  these 
reasons  it  should  be  stressed  that  the  best  we  can 
achieve  is  reasonable  results  based  upon  a fair  period 
of  time,  such  as  three  or  five  years. 

“The  method  which  we  have  followed  in  our  analy- 
sis is  similar  to  that  employed  last  year;  that  is,  we 
have  utilized  the  last  five  expired  policy  years  for  rate- 
making purposes.  Here  the  problem  is  to  strike  a 
balance  between  recency  of  experience  and  dependa- 
bility of  data.  For  example,  were  we  to  utilize  a 
period  of  less  than  five  years,  our  experience  would 
be  much  more  recent.  On  the  other  hand,  the  pro- 
portion of  estimated  losses  to  total  losses  would  be 
much  larger  than  for  the  five-year  period.  Even 
utilizing  a five-year  period,  the  closed  cases  amount 
to  only  41.0  per  cent  of  the  total  probable  loss  experi- 
ence. The  similar  figure  for  three  years  would  be 
27.7  per  cent  of  the  total.  It  is,  therefore,  our  con- 
sidered judgment  that  we  should  utilize  the  five-year 
period  rather  than  the  three-year  period,  since,  in 
that  way,  a fair  balance  is  struck  between  recency  of 
experience  and  dependability  of  data. 

“In  our  report  of  last  year,  we  recommended  the 
utilization  of  the  last  five  expired  policy  years,  and 
this  suggestion  has  been  adopted.  For  the  five  ex- 
pired policy  years  ending  with  1947,  our  results  indi- 
cate that  over  this  period  the  rate  for  metropolitan 
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should  have  been  $52.40  while  for  upstate  the  rate 
should  have  been  $38.23.  The  foregoing  analysis 
confirms  the  view  expressed  last  year  that  through- 
out this  period  the  members  of  the  Society  have  se- 
cured their  protection  for  substantially  less  than  a 
fair  rate. 

“Although  our  method  of  calculation  differs  con- 
siderably from  that  employed  in  calculating  rates 
from  the  statistical  data  maintained  by  your  in- 
demnity representative,  our  results  are  substantially 
the  same.  The  chief  points  of  difference  lie  in  the 
fact  that  we  have  not  applied  an  element  of  probable 
salvage  to  the  outstanding  losses  and  we  have  not 
included  any  factor  for  trend.  As  a matter  of  gen- 
eral principle,  we  do  not  agree  with  the  practice  of 
applying  any  salvage  factor  to  reserves  for  outstand- 
ing cases,  because,  if  reserves  are  correctly  estimated, 
the  salvage  factor  should  be  negligible.  As  to  trend, 
we  have  omitted  this  factor  because,  in  our  opinion, 
the  use  of  the  last  five  expired  policy  years  should 
provide  its  own  trend  factor. 

“While  the  foregoing  deals  with  rates  for  standard 
limits,  some  reference  should  be  made  to  the  percent- 
ages utilized  in  calculating  premiums  for  excess 
limits.  The  only  test  which  can  be  applied  to  this 
element  of  the  business  is  whether  or  not  the  excess 
limit  rates  are  reasonable.  While  the  loss  ratio  for 
excess  limits  business  appears  to  be  reasonable,  it 
must  be  kept  in  mind  that  the  excess  limits  portion 
of  the  premium  is  in  the  nature  of  a ‘catastrophe’ 
cover.  In  other  words,  a few  large  losses  may  easily 
turn  a moderate  profit  into  a substantial  loss. 

“This  audit  and  actuarial  study  leads  us  to  the 
following  conclusions: 

“1.  The  known  data,  as  represented  by  the 
closed  vouchers,  has  been  correctly  accounted  for 
and  carried  forward  into  the  statistical  data  by 
the  Society’s  indemnity  representative. 

“2.  Advantage  was  taken  in  the  statistical 
data  of  salvage  factors  in  arriving  at  the  reserves 
for  outstanding  claims  and  suits  before  inclusion 
of  these  reserves  in  the  loss  experience  for  rate- 
making purposes. 

“3.  In  computing  the  reserves  for  the  unre- 
ported cases,  accepted  actuarial  methods  were  used 
in  determining  both  the  number  of  cases  which  are 
likely  to  arise,  and  the  probable  cost  of  disposing 
of  them. 

“4.  Our  recommendation  of  last  year,  namely, 
that  the  last  five  expired  policy  years  be  used  for 
determining  current  loss  costs,  has  been  adopted, 
and  consequently  a more  realistic  picture  is  pre- 
sented by  the  Society’s  records. 

“As  previously  pointed  out,  the  difficulty  of  rating 
malpractice  insurance  is  greater  than  other  forms  of 
liability  insurance  because  of  the  importance  of  the 
incurred  but  not  reported  cases,  which  cannot  be 
determined  with  any  mathematical  accuracy.  Such 
reserves,  at  best,  will  always  be  informed  guesses 
based  upon  the  assumption  that  history  will  repeat 
itself,  i.e.,  that  what  has  happened  in  the  past  pre- 
sents a pattern  of  what  will  happen  in  the  future. 
Since  it  is  improbable  that  this  will  occur  with  any 
exactness,  rates  predicated  on  it  are  more  than  likely 
to  be  too  high  or  too  low.  Some  additional  adjust- 
ment factor  appears  to  be  needed  to  take  up  the 
slack  or  form  a cushion  for  miscalculations  in  the 
cost  of  unreported  cases,  as  well  as  the  natural 
changes  in  loss  costs  which  are  bound  to  take  place 
from  year  to  year. 

“Because  of  this,  there  has  been  introduced  into 
the  premium  rate  a moderate  contingent  loss  fund  to 
provide  the  necessary  cushion.  The  introduction  of 


this  contingent  loss  factor  and  its  inclusion  in  the 
carrying  agreement  with  the  Employers  Mutual, 
effective  July  1,  1949,  may  prove  to  be  the  step  req- 
uisite for  putting  the  Society’s  malpractice  insur- 
ance rating  on  a more  efficient  and  sounder  basis  than 
at  any  time  in  the  past.” 

This,  gentlemen,  is  from  Wolfe,  Corcoran  & 
Linder,  the  actuaries.  It  has  nothing  to  do  with  the 
Malpractice  Insurance  and  Defense  Board  Report, 
which  will  come  to  you  later  through  the  Reference 
Committee.  Since  Mr.  Linder  himself  is  not  here, 
I don’t  believe  that  it  can  be  profitably  made  the  sub- 
ject of  discussion.  It  is  being  reported  to  you,  how- 
ever. 

Mr.  Speaker,  if  there  are  any  technical  terms  that 
have  been  used  here,  which  some  member  desires  to 
have  explained,  I may  possibly  have  knowledge 
enough  to  explain  them,  but  I am  not  in  a position 
nor  have  I the  right  to  attempt  to  interpret  anything 
that  Mr.  Linder  has  said. 

Speaker  Andresen:  Are  there  any  such  ques- 
tions? 

. . . .There  was  no  response.  . . . 

Speaker  Andresen:  If  not,  we  thank  you,  Dr. 
Schiff,  for  this  report. 

We  will  have  one  more  committee  report,  and  then 
we  will  have  a seventh-inning  stretch. 

Section  91 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  II:  Maternal  and  Child  Welfare 

Dr.  William  J.  Orr,  Section  Delegate:  As  your 
Reference  Committee  has  no  resolution  referred  to  it 
for  consideration,  our  only  function  was  to  consider 
the  reports  of  the  Subcommittee  on  Maternal  and 
Child  Welfare  as  reported  in  the  annual  reports. 
Therefore,  your  Reference  Committee  reports  as  fol- 
lows: The  Committee  accepts  and  commends  the 
reports  of  the  Subcommittees  on  Maternal  and  Child 
Welfare  as  published  in  the  annual  reports  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York. 

The  Committee  further  recommends:  (1)  The 
Medical  Society  of  the  State  of  New  York  should 
urge  strongly  that  all  hospitals  proceed  with  the  ful- 
fillment of  the  requirements  as  outlined  in  Regu- 
lation 35  of  the  Sanitary  Code  of  the  State  of  New 
York  as  rapidly  as  possible.  (2)  The  Committee 
also  recommends  that  a report  of  the  progress  made 
by  hospitals  in  the  State  in  fulfilling  these  require- 
ments be  submitted  to  the  House  of  Delegates  at  the 
next  annual  meeting. 

Your  Reference  Committee  moves  for  the  adop- 
tion of  this  report. 

. . . .The  motion  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  We  will  now  allow  you  a 
seventh-inning  stretch. 

. . . .There  was  a five-minute  recess.  . . . 

Speaker  Andresen:  Gentlemen,  we  have  a lot 
more  work  to  do.  If  we  don’t  get  on  the  job  now  we 
will  be  here  until  all  hours  tonight. 

The  next  committee  report  is  going  to  take  con- 
siderable time.  Dr.  Gamble’s  committee  has  not 
only  had  referred  to  it  the  Report  of  the  Council, 
Part  VI,  but  has  had  five  resolutions  as  well,  so  we 
are  going  to  spend  some  time  on  this  next  report. 

Dr.  Thomas  O.  Gamble,  Albany:  May  I defer 
the  last  part  of  our  report  until  later  because  that  is 
the  only  part  that  will  probably  provoke  a lot  of  dis- 
cussion? 

Speaker  Andresen:  Yes. 
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Section  92  ( See  29) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Diabetes  Detection  Drive 

Dr.  Thomas  O.  Gamble,  Albany:  The  following 
is  a revision  of  the  resolution  introduced  by  Dr. 
Frederick  W.  Williams,  of  the  Bronx  County  Medical 
Society,  concerning  “Diabetes  Detection  Drive”: 
“Whereas,  it  is  within  the  province  of  the 
American  Medical  Association  on  a national,  state, 
and  county  level  to  direct  public  health  education 
and  disease  detection  drives  for  the  public  benefit; 
and 

“Whereas,  lay-directed  organizations  have 
taken  the  leadership  in  these  campaigns,  and 
public  fund  raising  has  become  a prominent  fea- 
ture of  these  projects;  and 

“Whereas,  the  Federal  government  through 
the  United  States  Public  Health  Service  has  al- 
ready taken  steps  in  regard  to  the  problem  of  de- 
tection and  education  in  diabetes;  and 

“Whereas,  diabetes  being  neither  contagious 
nor  epidemic  is  not  truly  a government  problem; 
and 

“Whereas,  the  American  Diabetes  Association, 
a branch  of  the  profession  of  medicine,  has  begun 
a nation-wide  detection  drive  to  be  conducted 
annually  and  directed  solely  by  members  of  the 
medical  profession  without  fund-raising  appeals; 
and 

“Whereas,  the  American  Diabetes  Association 
has  and  will  carry  its  detection  drive  to  the  people 
only  through  the  American  Medical  Association, 
the  state  and  county  societies;  therefore  be  it 
“Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  record  its  approval  of  the  Diabetes 
Association’s  detection  drive;  and  be  it  further 
“Resolved,  that  the  Public  Health  Committee 
and  the  Industrial  Medicine  Committee  of  the 
Medical  Society  of  the  State  of  New  York,  to- 
gether with  a specially  appointed  committee  for 
diabetes  detection,  be  instructed  to  cooperate  with 
the  American  Diabetes  Association  and  its  local 
associations  in  conducting  diabetes  drives  in  this 
State;  and  be  it  further 

“Resolved,  that  the  local  county  medical  society, 
or  group  of  county  medical  societies,  shall  deter- 
mine, in  conjunction  with  the  American  Diabetes 
Association,  the  nature  of  the  local  detection 
drive;  and  be  it  further 

“Resolved,  that  the  delegates  to  the  American 
Medical  Association  be  instructed  to  introduce 
these  resolutions  at  the  June,  1949,  session  of  the 
American  Medical  Association,  or  support  similar 
resolutions  that  may  be  introduced.” 

This  is  the  revised  resolution,  concurred  in  by  the 
introducer,  Dr.  Williams,  and  the  Committee  recom- 
mends its  adoption. 

. . . .The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote,  and 
was  unanimously  carried. . . . 

Section  93  (See  32) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Tenure  of  Hospital  Staff  Appointments 

Dr.  Thomas  O.  Gamble,  Albany:  Resolution  in- 
troduced by  Dr.  Alfred  P.  Ingegno,  of  Kings  County, 
“Tenure  of  Hospital  Staff  Appointments,”  which  is 
also  a revised  resolution  agreed  to  by  the  introducer: 
“Whereas,  proper  and  equitable  hospital  ad- 
ministration should  include  provisions  in  hospital 
bylaws  which  adequately  protect  the  staff  appoint- 
ments of  physicians  from  capricious  or  summary 


termination,  particularly  after  a reasonable  pro- 
bationary period  of  service  or  after  attainment  of 
appropriate  staff  rank;  be  it  therefore 

“Resolved,  that  the  Medical  Society  of  the 
County  of  Kings,  through  its  delegates,  recom- 
mend to  the  Medical  Society  of  the  State  of  New 
York  that  an  appropriate  committee,  working  in 
conjunction  with  other  interested  groups,  such  as 
the  New  York  Hospital  Association,  initiate  stud- 
ies to  define  just  and  uniform  standards  for  deal- 
ing with  problems  relative  to  tenure  of  hospital 
staff  appointments,  and  other  pertinent  matters 
relating  to  staff  appointments.” 

I move  its  adoption. 

. . . .The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Section  94  ( See  49,  144) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Complaint  Against  the  Welfare  Depart- 
ment of  Nassau  County 

Dr.  Thomas  O.  Gamble,  Albany:  This  is  a re- 
vision of  the  resolution  introduced  by  Dr.  E.  K. 
Horton,  of  Nassau  County,  subject  “Complaint 
Against  the  Welfare  Department  of  Nassau 
County”: 

“Whereas,  the  Nassau  County  Welfare  De- 
partment is  governed  by  a policy  of  the  New  York 
State  Department  of  the  Federal  Social  Security 
Agency,  which  states  that  all  fees  for  medical 
care,  rendered  patients  under  their  jurisdiction, 
are  included  in  their  regular  monthly  allowances; 
and 

“Whereas,  on  numerous  occasions  the  part  of 
the  allowance  for  medical  care  has  been  withheld 
from  the  physician  who  supplied  the  services; 
and 

“Whereas,  the  situation  is  becoming  worse,  and 
many  physicians  are  now  being  paid  for  services 
rendered  at  fees  lower  than  their  regular  fees; 
therefore  be  it 

“Resolved,  that  the  delegates  of  the  Nassau 
County  Medical  Society  request  the  Medical  So- 
ciety of  the  State  of  New  York  to  take  action  in 
this  matter  and  to  bring  about  the  necessary 
changes  in  policy  by  urging  the  Federal  Security 
Agency  to  alter  its  present  method  of  payment  so 
that  it  will  be  necessary  for  patient  and  physician 
both  to  endorse  checks  for  cashing  purposes; 
and  be  it  further 

“Resolved,  that  where  payment  for  services 
rendered  • has  been  delinquent  through  present 
channels  that  the  physician  submit  duplicate  bills 
for  such  services  directly  to  the  New  York  State 
Department  of  Social  Welfare,  since  the  agency, 
having  authorized  such  care,  is  the  contracting 
party  and  is  responsible  for  fulfillment  of  the  con- 
tract.” 

This  is  an  amended  resolution,  also  concurred  in 
by  Dr.  Horton.  1 move  its  adoption. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 
Speaker  Andresen:  The  motion  is  to  adopt  the 
revised  resolution  concurred  in  by  the  introducer. 
Is  there  any  discussion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  Many  of 
you  will  recall  we  had  the  same  resolution  about 
three  or  four  years  ago  which  we  fought  in  this  House 
to  secure,  but  which  was  defeated  in  the  fight.  It 
was  carried  on  to  the  American  Medical  Associa- 
tion, and  they  also  disapproved  of  the  resolution. 

Now  we  are  opening  the  doors  to  state  medicine, 
if  you  will.  My  interpretation  of  the  phrase  “eo- 
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cialization  of  medicine”  embraces  payment  by  the 
government  directly  to  the  doctor  for  care  given  to  a 
ward  of  the  government.  That  is  what  we  are  try- 
ing to  do.  We  are  asking  the  government  to  pay  us 
directly  for  the  care  of  these  people. 

Somebody  said  to  me  yesterday,  “Well,  doesn’t 
the  government  pay  for  these  people’s  shoes  and  for 
their  groceries?” 

Yes,  but  they  do  not  pay  it  directly  to  the  shoe- 
maker, to  the  grocer,  or  to  the  butcher.  They  pay  it 
to  the  recipient,  and  he  in  turn  pays  the  grocer,  but 
if  he  does  not  he  gets  no  more  groceries. 

However,  now  we  are  opening  the  door  too  wide. 
Pretty  soon  we  will  be  placing  ourselves  in  the 
position  of  the  psychiatrist  who  was  treating  a man 
who  said  he  had  vast  sums  of  money  coming  to  him, 
with  a large  castle  in  Spain,  and  only  needed  three 
letters  to  prove  that  he  deserved  these  things  that 
were  coming  to  him.  “I  treated  this  man  for  about 
a year,  and  I almost  had  him  cured,  but  finally  the 
letters  arrived.”  I am  afraid  these  letters  may 
arrive  as  we  open  the  door  and  try  to  cure  the  con- 
dition with  which  we  are  confronted.  I have  always 
felt  it  advisable  to  shut  the  door  quickly,  and  keep  it 
closed.  If  the  government  wants  to  pay  for  these 
people,  let  them  do  so  by  some  insurance  scheme 
which  we  will  some  day  evolve  whereby  they  will 
have  to  pay  for  the  indigent  and  for  those  unable  to 
pay  and  for  the  unemployed. 

Of  the  schemes  now  provided,  whether  it  be  the 
Taft  Bill,  the  Hill  Bill,  the  Murray  Bill,  or  even  the 
United  Medical  Service  or  any  other  plan,  we  know 
none  of  them  provides  for  those  unable  to  pay  for 
themselves,  even  when  they  are  unemployed  or  when 
they  are  indigent.  Let  us  not  open  the  door  too 
wide.  Somebody  may  walk  in,  and  stay  much 
longer  than  we  want  them  to. 

Dr.  Joseph  A.  Geis,  Essex:  On  this  question  that 
is  presented  here,  if  we  open  the  door  at  all  we  are 
going  to  be  sorry.  We  have  opposed  the  idea  of  any 
governmental  medicine,  and  one  of  the  steps  toward 
governmental  medicine  will  be  direct  payment  by 
the  government  to  the  doctor.  We  can’t  eat  our 
cake  and  have  it  too.  Let  us  be  sincere  and  face 
this  thing.  We  either  want  state  medicine  or  we 
don’t  want  it.  If  we  want  it,  O.K.;  if  we  don’t 
want  it,  we  don’t  want  it  on  welfare  cases  either. 

Speaker  Andresen:  I would  like  to  call  on  Dr. 
Wood,  who  is  the  chairman  of  our  Public  Medical 
Care  Committee,  to  discuss  this  after  which  we  will 
call  for  other  discussers. 

Dr.  Christopher  Wood,  Westchester:  Mr. 

Speaker  and  gentlemen  of  the  House,  I think  perhaps 
there  is  a little  misunderstanding  about  the  intent 
of  the  resolution  as  modified  by  the  Reference  Com- 
mittee. As  I understand  it,  this  does  not  change 
our  procedure  of  payment  at  all.  It  simply  recom- 
mends that  in  some  way  the  doctor’s  name  for 
whom  the  payment  is  intended  be  either  included  on 
the  check  or  that  in  some  way  the  check  be  directed 
to  him,  so  there  would  be  more  force  behind  it  to 
have  the  doctor  paid. 

As  you  all  recall,  this  has  come  up  many  times  pre- 
viously, and  we  have  always  refused  to  affirm  it. 
We  have  always  voted  it  down.  We  have  always 
been  in  favor  of  the  present  regulations  of  the  Social 
Security  Board  in  which  payments  are  made  to  the 
recipient  of  the  service. 

The  use  of  the  terms  “direct”  and  “indirect”  is 
always  confusing,  but  under  the  present  regulations 
the  payments  are  made  to  the  patient,  the  idea  be- 
hind that  being  that  the  Federal  agency  has  confi- 
dence in  the  integrity  of  its  clients,  of  the  indigent, 


and  they  felt  that  those  people  were  worthy  of  con- 
sideration that  they  should  receive  this  money  and 
pay  their  bills  for  medical  services  just  like  they  pay 
any  other  bill. 

We  have  always  felt  that  we  should  have  con- 
fidence in  the  integrity  of  the  indigents,  and  our  ex- 
perience in  this  State  has  been  satisfactory  on  the 
whole  in  that  there  have  not  been  a marked  number 
or  a large  number  of  cases  in  which  payment  has 
not  been  made.  There  have  been,  shall  we  say, 
many  instances  but  not  in  a large  percentage. 

Your  Subcommittee  has  always  been  in  favor  of 
payment  to  the  client,  the  client  paying  the  doctor — 
shall  we  say — secondarily.  We  still  feel  that  way 
about  it,  and  I think  if  we  change  our  policy  it  is  cer- 
tainly a step  toward,  well,  indirect  approval  of  some 
form  of  governmental  medicine. 

Speaker  Andresen:  Any  further  discussion? 

Dr.  Alfred  Angrist,  Queens:  I just  want  to 
clarify  one  point.  First,  as  to  the  question  of  the  ad- 
visability of  the  government  purchasing  insurance: 
that  was  not  included  in  the  revised  form  of  this 
resolution.  I know  that  Dr.  Gamble  will  bring  that 
matter  up  as  a separate  part  of  his  report.  We  were 
dealing  here  with  the  problem  of  doctors  being  paid 
for  services  rendered. 

On  the  issue  of  paying  a doctor,  the  resolution  as 
we  reframed  it  does  not  alter  that  procedure.  We 
do  not  change  the  method  of  payment  to  the  client, 
who  in  turn  must  pay  the  doctor.  Every  member 
of  the  committee  was  in  agreement  that  the  doctor 
should  not  be  paid  directly,  excluding  the  client  or 
the  indigent  patient;  but,  to  forestall  existing 
abuses,  which  are  numerous,  it  was  the  consensus  of 
opinion — I think  I am  formulating  this  properly — 
that  there  would  be  no  harm  in  including  the 
doctor’s  name  on  the  check  which  was  going  to  go 
to  the  patient  and  requiring  a double  endorsement  of 
both  the  patient  and  the  doctor  on  that  check,  so  that 
at  least  the  doctor  would  know  the  patient  had  re- 
ceived the  money,  and  the  patient  would  then  feel 
some  obligation  to  pay  the  doctor.  That  was  one 
part  of  the  resolution. 

Member:  There  is  a change  in  the  present  pro- 
cedure then  if  the  doctor’s  name  has  to  appear  on  the 
check  as  well. 

Dr.  Angrist:  I am  sorry,  that  part  of  the  resolu- 
tion does  require  a change  in  the  present  procedure, 
and  that  was  included  as  a request  in  the  resolution. 

Then,  secondly,  the  issue  as  to  whether  doctors 
who  were  never  paid  can  retain  the  sum  for  the  serv- 
ices rendered,  that  is  covered  in  the  resolution  in 
that  there  exists  in  the  present  procedure  the  possi- 
bility that  the  doctor  can  bill  the  State  agency  di- 
rectly, the  Department  of  Public  Welfare  I think  it 
is  called,  or  some  variant  of  that,  and  hold  the  agency 
responsible  for  such  payment  in  that  they  represent 
the  contracting  agency.  That  was  part  of  the  dis- 
cussion, and  I think  all  of  those  points  are  covered 
in  the  recommendation  of  the  Committee. 

Speaker  Andresen:  I would  like  to  ask  Dr. 
Gamble  to  read  the  clause  that  deals  with  that  pay- 
ment so  as  to  clarify  that  situation. 

Dr.  Gamble:  It  reads: 

“Resolved,  that  the  delegates  of  the  Nassau 
County  Medical  Society  request  the  Medical  So- 
ciety of  the  State  of  New  York  to  take  action  in 
this  matter  and  to  bring  about  the  necessary 
changes  in  policy  by  urging  the  Federal  Security 
Agency  to  alter  its  present  method  of  payment  so 
that  it  will  be  necessary  for  patient  and  physician 
both  to  endorse  cheeks  for  cashing  purposes;  and 
be  it  further 
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“Resolved,  that  where  payment  for  services  ren- 
dered has  been  delinquent  through  present  chan- 
nels that  the  physician  submit  duplicate  bills  for 
such  services  directly  to  the  New  York  State  De- 
partment of  Social  Welfare,  since  the  agency, 
having  authorized  such  care,  is  the  contracting 
party  and  is  responsible  for  fulfillment  of  the 
contract.” 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Edward  P.  Flood,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  Dr.  Koplowitz  suggested  that 
I discuss  this  matter  with  you  from  the  point  of  view 
of  the  Advisory  Committee  to  the  Department  of 
Welfare  and  the  Commissioner  of  Welfare  of  the 
City  of  New  York. 

You  may  not  be  aware  of  it,  but  a disgraceful  situa- 
tion has  arisen  in  New  York  City.  Large  areas 
populated  by  racial  groups  have  not  been  served  by 
the  physicians  in  those  groups.  In  these  cases 
where  the  Federal  government  contributes  to  the 
cost  of  that  service,  it  is  impossible  for  the  Depart- 
ment of  Welfare  to  get  the  neighborhood  doctors  to 
take  on  these  cases.  They  are  eager,  of  course,  to 
take  on  the  home  relief  medical  and  nursing  cases 
because  the  reimbursement  is  directly  from  the 
Department. 

Commissioner  Hilliard  came  here  from  Chicago, 
and  that  problem  was  present  there.  Practically 
every  welfare  official  in  the  country  is  confronted 
with  it  to  a greater  or  lesser  extent.  Every  welfare 
agency  in  the  country  wants  that  Federal  law  re- 
vised, and  we  members  of  that  Advisory  Committee, 
recognizing  that  it  was  at  the  insistence  of  the  medi- 
cal profession  that  the  patient-physician  relationship 
should  not  be  disturbed  by  the  intervention  of  a 
third  party  or  bureaucrat,  and  also  recognizing  the 
integrity  of  the  population  as  a whole,  suggested 
that  that  method  of  payment  be  adopted.  Of 
course,  if  we  find  that  that  method  has  resulted  in 
large  segments  of  the  population  going  without  medi- 
cal care  to  which  they  are  entitled,  at  least  we,  the 
members  of  the  Advisory  Committee  to  the  Com- 
missioner of  Welfare,  are  urging  the  repeal  of  this 
legislation.  The  Commissioner  is  also  doing  that. 

The  New  York  State  Welfare  Agency’s  repre- 
sentatives who  are  on  that  Commission  are  anxious 
to  have  the  law  amended,  but  it  is  recognized  that, 
until  the  Federal  Security  Law  is  revised,  that  is 
almost  impossible  of  achievement.  We  know  if 
there  is  any  revision  of  that  law  it  may  be  to  the 
detriment  not  only  of  the  entire  medical  profession 
but  of  the  entire  population,  so  I think  that  at  pres- 
ent we  will  have  to  recognize  that  95  per  cent  of  the 
people  are  honest,  and  we  will  have  to  take  our 
chance  on  the  other  5 per  cent.  The  suggestion  is  a 
useful  one,  the  double  endorsement,  but  it  is  impos- 
sible of  accomplishment  at  the  present  time. 

Dr.  Abraham  Koplowitz,  Kings:  Mr.  Speaker 
and  delegates,  I am  afraid  we  are  a little  confused 
about  state  medicine  or  compulsory  health  insur- 
ance. Of  course  we  are  all  opposed  to  it.  Some  of 
us  have  been  fighting  it  since  1919.  That  is  thirty 
years,  but  in  all  of  the  various  plans  that  I have 
heard  for  compulsory  health  insurance  or  voluntary 
health  insurance  I still  have  not  heard  how  the  in- 
digent are  going  to  be  taken  care  of.  That  is  still 
the  government’s  part  of  the  work.  The  govern- 
ment will  have  to  pay  for  it,  and  that  means  that 
you  and  I through  taxes  will  have  to  pay  for  it  if  the 
government  is  going  to  take  on  the  medical  care  of 
the  indigent. 

It  seems  to  me  that  covering  a loophole  such  as 
this,  where  the  government  pays  but  the  patient 


keeps  the  money  and  the  doctor  is  done  out  of  it,  is 
sensible.  There  is  something  wrong,  and  we  are 
trying  to  correct  it.  Just  because  we  are  afraid  of 
socialized  medicine  in  any  form,  does  it  mean  then 
that  doctors  who  do  work  are  to  be  done  out  of  their 
proper  payment?  I,  for  one,  can’t  see  that.  I 
cannot  see  why  we  must  be  so  very  much  afraid  of 
this  bugbear.  Let  us  protect  ourselves.  I am  not 
personally  interested,  the  same  as  most  of  you  are 
not  personally  interested,  but  I remember  now  for 
quite  a number  of  years  this  topic  has  come  up  for 
discussion.  The  ophthalmologists,  particularly 
about  ten  years  ago,  were  complaining  that  the  pa- 
tients received  checks  from  the  government,  and 
never  turned  them  over  to  the  doctor  who  rendered 
services.  Let  us  refuse  to  treat  them  altogether 
and  be  done  with  it,  but  if  we  are  going  to  treat  them 
let  us  protect  ourselves  in  some  fashion.  The  New 
York  City  Department  of  Public  Welfare  for  quite 
some  time,  while  they  pay  a little  less  than  the  usual 
fee,  do  give  the  doctor  the  payment  for  his  services 
directly  from  the  Department. 

Here  they  are  not  asking  for  that,  but  they  are 
asking  for  some  form  of  protection  for  the  doctor. 
I am  in  favor  of  that  resolution. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Thomas  M.  D’Angelo,  Queens:  I would 
like  to  ask,  supposing  more  than  one  doctor  treats  a 
patient,  how  many  endorsements  would  you  need 
on  the  check? 

Speaker  Andresen:  I should  think  there  would 
be  a separate  check  for  each  one. 

Dr.  Gamble:  I cannot  answer  the  question,  but 
I imagine  that  the  family  physician  who  originally 
saw  the  patient,  and  who  has  taken  care  of  the  pa- 
tient primarily,  would  be  the  one  that  would  sign 
the  check. 

Member:  That  would  be  splitting  fees  then. 

Dr.  Gamble:  It  is  not  an  attempt  to  split  fees. 
I don’t  think  one  can  make  that  accusation.  It  is 
not  just.  This  Committee  felt,  as  the  last  speaker 
said,  undoubtedly  some  patients  are  refusing  to  turn 
over  the  money  to  the  doctor,  money  which  the 
government  pays  them  to  pay  such  doctors’  bills. 
Even  the  signing  of  the  check  by  the  doctor  does  not 
insure  that  he  is  going  to  be  paid,  but  the  doctor  at 
least  is  going  to  know  that  this  money  has  been  paid 
to  the  person  he  has  taken  care  of  under  the  wel- 
fare system.  The  only  provision  that  is  not  con- 
tained in  this  resolution  that  will  really  give  the 
doctor  a recourse  or  redress  is  to  appeal  directly  to 
the  local  welfare  department.  As  we  have  stated, 
this  local  welfare  department  has  authorized  the 
treatment.  It  is,  therefore,  the  contracting  party, 
and  it  should  pay  the  bill. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Samuel  Z.  Freedman,  New  York:  I would 
like  to  discuss  this  for  a minute.  I think  we  have  to 
bear  in  mind  one  thing  in  discussing  this  matter  of 
medical  care  for  the  indigent,  as  to  whether  or  not 
there  shall  be  a difference  in  the  way  payment  is 
made  for  medical  services  as  compared,  for  in- 
stance, to  the  way  these  clients  of  the  welfare  de- 
partment, the  indigent,  now  pay  for  their  rent,  their 
food,  their  clothing,  and  for  all  of  their  other  re- 
quirements for  which  they  receive  money  from  the 
welfare  department. 

If  we  are  to  agree  that  the  government,  whether 
it  be  local,  State,  or  Federal,  is  to  pay  the  physician 
directly  for  services  which  he  may  render  to  the  in- 
digent, we  must  also  bear  in  mind  that  we  are 
thereby  setting  a precedent  which  can  come  home  to 
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plague  us  later  on  when  we  argue  against  a third 
party  coming  in  and  paying  the  bills,  because  our 
entire  fight  against  compulsory  health  insurance  is 
our  fear  that  the  government  will  pay  us  directly 
and  we  will  become  employes  of  the  government. 
If  it  is  all  right  to  do  that  in  the  case  of  the  indigents, 
what  argument  can  those  of  us  who  go  out  and  de- 
bate the  subject  have  against  this  manner  of  pay- 
ment being  extended  to  the  entire  population?  If 
it  is  wrong  in  our  estimation  for  the  government  to 
pay  us  directly  for  one  group  of  patients,  it  is  cer- 
tainly just  as  wrong  for  them  to  pay  us  in  the  mat- 
ter of  the  indigent. 

We  have  already  in  the  matter  of  the  indigents  and 
the  welfare  clients  had  them  receive  money  directly 
from  which  they  utilize  funds  to  buy  their  groceries, 
their  clothes,  and  pay  their  rent,  etc.,  so  why  can’t 
that  be  extended  to  medical  care?  In  that  way  we 
are  also  establishing  a precedent  perhaps  for  im- 
plementing arguments  for  the  Taft  Bill  and  other 
bills  of  that  nature,  in  which  the  money  will  be  given 
to  the  people  but  we,  as  physicians,  will  have  direct 
contact  with  the  patients  and  continue  our  personal 
relationship. 

Dr.  Geis:  May  I ask  a question? 

Speaker  Andresen:  You  may. 

Dr.  Geis:  Dr.  Flood  said  this  will  take  care  of 
about  5 per  cent  of  the  welfare  patients.  If  we  col- 
lect 95  per  cent  for  our  welfare  patients,  aren’t  we 
collecting  a bigger  percentage  from  them  already 
than  we  are  from  our  private  patients? 

Dr.  Jacob  Werne,  Queens:  There  is  ample  pre- 
cedent for  third  party  payment.  We  have  been 
doing  that  under  workmen’s  compensation  for  many 
years,  and  none  of  us  has  been  objecting.  We 
have  a responsibility  in  this  matter  to  our  mem- 
bers. Most  of  us  in  the  House  of  Delegates  here 
are  not  treating  these  patients.  We  are  standing 
here  for  this  alleged  principle  of  free  enterprise,  and 
we  are  consigning  these  great  areas  of  patients  to 
the  loss  of  medical  service  because  the  general  prac- 
titioners simply  will  not  go  out  and  take  care  of  these 
patients  when  they  know  they  will  get  gypped  out  of 
their  fees.  The  analogy  drawn  between  medicine 
and  clothing  and  groceries  does  not  hold  for  the 
simple  reason  that  when  they  go  to  the  grocer  you 
either  pay  for  your  groceries  or  you  don’t  get  them. 
The  same  way  with  rent.  If  you  don’t  pay  your 
rent,  the  landlord  evicts  you.  The  physician  is 
called  and  after  he  has  made  his  diagnosis  or  de- 
livered the  baby,  he  cannot  very  well  put  it  back. 
I don’t  think  there  is  any  question  but  that  we  should 
meet  the  facts  of  life  and  provide  for  this  endorse- 
ment procedure,  whereby  the  physician  will  at  least 
know  the  government  has  paid  his  patient  for  the 
services  rendered. 

Dr.  Joseph  L.  Kiley,  Saratoga:  I think  we  are 
stepping  up  the  ladder  too  far  when  we  approach 
government.  The  higher  we  go,  the  worse  it  gets. 
I happen  to  know  that  we  have  a provision  in  our 
county  where  if  the  client  gets  the  check  and  spends 
the  money  in  a barroom,  or  poolroom,  or  betting  on 
the  horses,  it  only  happens  once.  The  men  have 
recourse  they  know  right  in  the  welfare  department. 
We  do  a little  investigation,  and  the  next  time  the 
doctor  is  paid  direct  or  the  check  is  held  onto  and 
they  are  sure  it  goes  where  it  was  intended.  _ Let  us 
drop  this  back  into  our  local  administration,  into  our 
local  county  societies,  because  if  you  keep  pitching 
at  this  thing  you  will  get  somewhere  with  it. 

I heard  the  suggestion  about  putting  these  people 
in  insurance  groups.  The  minute  you  start  buying 
voluntary  health  insurance  for  the  indigent,  the  de- 
mand for  medical  care  for  that  class  of  people  will 


multiply  about  three  times,  and  you  will  sabotage 
your  voluntary  health  plans  thereby.  The  man  who 
is  industrious,  works  for  a living,  pays  for  his 
family’s  expenses,  and  buys  voluntary  health  pro- 
tection, is  going  to  have  to  pay  much  more  if  we  let 
the  government,  as  is  mentioned  in  the  Lister-Hill 
plans  Bill,  buy  voluntary  protection  in  these  non- 
profit for  the  indigent. 

I suggest  that  we  forget  this  thing  as  far  as  mak- 
ing it  a State-wide  resolution,  and  drop  it  back  in 
your  own  local  county  medical  society.  I know  that 
by  talking  to  your  welfare  directors  it  can  be  done 
in  your  own  locality  without  going  on  record  and 
trying  to  change  this  whole  proposition  as  far  as 
checks  are  concerned. 

I happen  to  be  the  consultant  to  the  welfare  de- 
partment in  our  county,  and  I offer  to  bet  any  man 
in  the  county  one  hundred  dollars  that  if  he  took  one 
hundred  of  our  patients  and  one  hundred  of  his 
private  patients,  he  would  collect  more  money  from 
the  welfare  patients  for  the  same  amount  of  treat- 
ment at  the  end  of  a year  than  he  would  from  his 
private  patients. 

Thank  you! 

Speaker  Andresen:  There  being  no  further  dis- 
cussion, we  will  now  put  the  recommendation  to  a 
vote  and — 

Dr.  Gamble:  May  I say  just  a word? 

Speaker  Andresen  : Yes. 

Dr.  Gamble  : I would  like  to  ask  the  members  of 
my  Committee  and  the  House  of  Delegates  if  it 
would  be  agreeable  to  you  to  leave  out  the  first 
“resolved,”  namely,  that  the  checks  be  endorsed  by 
both  doctor  and  the  patient,  and  simply  include  the 
final  resolution: 

“Resolved,  that  where  payment  for  services 
rendered  has  been  delinquent  through  present 
channels  that  the  physician  submit  duplicate  bills 
for  such  services  directly  to  the  New  York  State 
Department  of  Social  Welfare,  since  the  agency, 
having  authorized  such  care,  is  the  contracting 
party  and  is  responsible  for  fulfillment  of  the  con- 
tract.” 

If  we  delete  the  first  resolved  of  the  resolution, 
and  include  this  latter  one,  would  it  be  acceptable  to 
my  Committee  and  to  the  House  of  Delegates? 

Dr.  Flood:  You  will  have  to  amend  that  to  say 
either  the  New  York  State  Department  of  Welfare 
for  upstate  people  or  the  Department  of  Welfare  in 
the  New  York  City  area  for  people  down  the  State, 
which  is  autonomous  to  take  care  of  the  New  York 
City  cases. 

Speaker  Andresen:  Are  you  ready  for  the 

question? 

Dr.  Samuel  B.  Burk,  New  York:  I move  that 
this  matter  be  referred  back  to  the  Committee  for 
clarification. 

....  The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  it  was  put  to  a vote,  and  was 
carried. . . . 

Speaker  Andresen:  The  motion  is  carried,  and 
it  is  referred  back  to  the  Reference  Committee  for 
clarification. 

Section  95 

Presentation  of  State  Health  Commissioner  Hille- 
boe 

Speaker  Andresen:  I asked  Dr.  Gamble  to  let 
me  interrupt  his  report  for  a minute.  One  of  the 
country’s  great  men  of  medicine,  a friend  of  this 
Society,  with  whom  we  have  enjoyed  enthusiastic 
cooperation  in  our  mutual  effort  to  improve  the 
public  health,  has  just  entered  the  room  and  is  seated 
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in  the  guest  chairs  in  the  rear.  I am  sorry  I will 
not  be  able  to  ask  him  to  speak  for  a few  minutes, 
but  I would  like  him  to  take  a bow.  Dr.  Hilleboe, 
State  Commissioner  of  Health. 

....  The  delegates  applauded  as  Commissioner 
Hilleboe  rose.  . . . 

Section  96  ( See  63) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  General  Practitioners  and  the  Visiting 
Staffs  of  General  Hospitals 

Dr.  Thomas  0.  Gamble,  Albany:  The  following 
is  a revision  of  the  resolution  introduced  by  Dr. 
Irving  J.  Sands,  of  Kings  County: 

“Whereas,  the  general  practitioners  of  medi- 
cine have  played  a dominant  role  in  treating  the 
sick  of  our  country  and  in  maintaining  the  high 
level  of  health  of  our  nation;  and 

“Whereas,  the  general  medical  practitioners 
must  constantly  keep  in  touch  with  the  various 
newer  contributions  made  to  the  treatment  of  the 
sick;  and 

“Whereas,  the  general  medical  practitioner 
needs  a hospital  in  which  to  send  his  patients  and 
to  acquire  skill  and  experience  in  the  institution 
of  the  newer  methods  of  diagnosis  and  treatment; 

and 

“Whereas,  certain  general  hospitals  have  ac- 
cepted the  plan  of  limiting  membership  of  their 
visiting  staffs  only  to  specialists  in  various 
branches  of  medicine;  be  it 

“Resolved,  that  it  is  the  consensus  of  opinion 
of  the  House  of  Delegates  of  the  State  of  New  York 
that  all  general  hospitals  include  a reasonable 
number  of  general  practitioners  on  their  staffs.” 
I would  like  to  draw  your  attention  to  the  fact  that 
the  original  resolution  said  30  per  cent,  which  we  con- 
sidered was  merely  a figure  picked  out  of  the  air, 
and  it  was  with  the  consent  of  the  introducer  of  this 
resolution  that  we  substituted  “to  include  a reason- 
able number  of  general  practitioners  on  their 
staffs.” 

I move  the  adoption  of  this  resolution. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I second  it. 
....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  The  recommendation  is 

adopted.  Have  you  anything  further? 

Dr.  Gamble:  Yes. 

Speaker  Andresen:  Proceed. 

Section  97 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VI:  Public  Medical  Care 

Dr.  Thomas  O.  Gamble,  Albany:  This  is  the 
part  of  the  report  of  the  Committee  that  may  draw 
considerable  discussion.  That  is  the  reason  I wanted 
a large  number  of  the  House  of  Delegates  present 
before  I presented  it,  and  I purposely  delayed  it 
until  the  last. 

Your  Reference  Committee  has  studied  the  report 
of  the  Council  Committee  on  Economics,  and  has  ap- 
proved the  statements  contained  therein.  How- 
ever, your  Committee  believes  that  the  accomplish- 
ment of  the  State  of  New  York  in  providing  medical 
care  of  the  highest  order  can  be  further  improved 
by  the  adoption  of  the  following  recommendation: 
That  the  Federal  or  State  government  assist  the 
indigent,  including  all  those  who  are  eligible  for 
old-age  assistance,  to  obtain  medical  care  by  pur- 
chasing adequate  insurance  from  existing  prepay- 
ment hospital  and  medical  plans,  provided  that  all 


voluntary  health  insurance  programs  will  be  en- 
tirely in  the  hands  of  the  State  agency  acting  in 
consultation  with  a State  Hospital  and  Medical 
Care  Council  and  regional  hospital  and  medical 
care  authorities  set  up  in  health  regions  within  the 
State. 

May  I say  just  a word  about  this?  Your  Com- 
mittee felt  that  the  State  of  New  York,  along  with 
the  other  members  of  the  medical  profession  in  the 
United  States,  must  not  remain  static.  We  must 
present  something  that  we  believe  is  constructive. 
This  proposition  is  included  in  the  ten-point  program 
proposed  by  Dr.  Engel,  president  of  the  Pennsylvania 
State  Medical  Society.  It  is  included  in  the  Hill 
Bill.  Senator  Hill,  who  is  a personal  friend  of  mine 
with  whom  I went  to  school  and  with  whom  I have 
corresponded  about  his  bill,  recognized  when  he  in- 
troduced the  Hill-Burton  Bill,  which  was  subse- 
quently passed,  the  danger  of  the  government  saying 
how  the  hospitals  which  are  to  be  constructed  or 
where  additions  are  to  be  made  to  existing  hospitals 
are  to  be  run.  He  recognized  the  danger  of  the 
government  coming  along  and  saying,  “Now,  boys, 
we  are  going  to  run  these  institutions,”  so  he  pro- 
vided in  his  bill  a prohibiting  clause,  which  was  ac- 
ceptable to  the  American  Medical  Association  and 
to  this  State  Society,  and  that  prohibiting  clause  is 
inserted  in  this  recommendation.  I would  like  to 
read  it  once  more: 

“provided  that  all  voluntary  health  insurance 
programs  will  be  entirely  in  the  hands  of  the  State 
agency  acting  in  consultation  with  a State  Hospi- 
tal and  Medical  Care  Council  and  regional  hospi- 
tal and  medical  care  authorities  set  up  in  health 
regions  within  the  State.” 

That  is  the  exact  wording  of  Senator  Hill’s  recent 
bill. 

I move  the  adoption  of  this  recommendation. 

Dr.  Peter  J.  Di  Natale,  Genesee:  I second  it. 

There  being  no  discussion,  the  motion  was  put 

to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Gamble:  I move  the  adoption  of  the  report 
of  Part  VI,  with  the  exception  of  the  one  resolution 
which  was  referred  back  to  the  Committee. 

Speaker  Andresen:  I am  afraid  I will  have  to 
rule  that  you  will  have  to  wait  until  you  get  through 
with  your  Committee  report  before  you  make  such  a 
motion. 

Section  98 

Address  of  William  A.  Richardson 
Speaker  Andresen:  I am  afraid  I will  have  to 
interrupt  our  proceedings  for  another  visitor.  Of  all 
of  the  so-called  “throwaway”  journals  that  come  to 
our  offices,  there  is  one  which  we  don’t  throw  away, 
but  which  we  read,  and  that  is  Medical  Economics. 
I think  I speak  for  most  of  us  when  I say  we  read 
that.  We  are  honored  today  to  have  with  us  the 
editor  of  Medical  Economics.  He  has  been  up- 
stairs at  the  Teaching  Day  talking  about  “Britain’s 
Medical  Experiment:  One  Year  Later,”  and  he  has 
offered  to  come  down  here  and  speak  to  us  and  give 
us  a condensation  of  his  talk  in  ten  minutes.  I take 
pleasure  in  introducing  Mr.  William  A.  Richardson. 

Mr.  William  A.  Richardson:  This  is  like  trying 
to  tell  you  about  everything  in  five  minutes.  I have 
been  in  England  and  the  British  Isles  generally  for 
the  past  month  directing  a study  of  the  National 
Health  Service,  and  with  the  help  of  our  correspond- 
ents in  London  and  some  other  people  we  got  in  for 
the  occasion  we  made,  I think,  a pretty  comprehen- 
sive study  of  what  is  going  on  in  the  British  Isles, 
and  what  the  quality  of  service  is  that  they  are  giv- 
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ing  to  the  public  under  the  new  scheme,  and  equally 
what  effect  it  is  having  on  the  practitioner.  I can- 
not do  more  than  give  the  highest  of  the  high  spots, 
but  here  goes. 

The  scheme  in  England,  as  you  probably  know, 
will  have  its  first  anniversary  on  July  5 of  this  year. 
How  is  it  doing?  To  us  in  the  United  States,  facing 
perhaps  a similar  scheme,  the  answer  is  pretty  sig- 
nificant, yet  that  answer  depends,  and  must  depend, 
rather  largely  on  the  observer’s  personal  attitude 
toward  socialization.  If  you  go  to  the  British 
Isles  as  a socialist,  you  can  find  a good  many  argu- 
ments in  support  of  the  scheme.  If  you  go  there, 
not  as  a socialist,  you  can  marshal  as  many  argu- 
ments against  it.  But  you  may  say,  “What  do  the 
facts  indicate?  Surely,  they  must  indicate  whether 
the  plan  is  good  or  not.” 

Unfortunately,  no.  There  are  not  enough  facts. 
The  plan  is  still  so  new  that  the  facts,  such  as  they 
are,  are  not  conclusive,  and  it  probably  will  not  be 
possible  for  a number  of  years  really  to  arrive  at  a 
true  evaluation  of  the  scheme.  Meanwhile,  the  best 
we  can  do  is  to  look  over  what  there  is  and  to  use 
our  common  sense  in  arriving  at  least  at  a tentative 
evaluation. 

In  order  to  do  this  job,  and  in  order  to  avoid  in- 
jecting any  undue  bias  into  it,  we  did  not  do  as  many 
investigators  have  done,  go  over  there  and  talk  to 
friends  of  friends.  We  purposely  took  the  Medical 
Register,  picked  out  every  tenth  name,  and  talked 
to  the  men  whose  names  appeared  on  the  list  after 
doing  that.  We  talked  not  only  to  doctors  whose 
names  we  picked  out  in  this  way,  but  also  to  the 
general  public,  and  I think  that  cross-section  was 
pretty  fair  too.  Altogether  about  three  hundred 
personal  interviews  were  conducted  among  doctors, 
the  public,  the  Ministry,  and  other  bodies  that  might 
have  any  information  about  this. 

The  interviewing  took  place  all  over  England, 
Wales,  and  Scotland.  I,  personally,  made  a 
2,000  mile  tour  by  car  in  the  principal  cities  of 
the  British  Isles  and  to  many  of  the  small  towns  and 
villages. 

The  chief  impressions  of  the  scheme  we  have  are 
these:  It  is  giving  the  people  more  medical  care,  but 
the  care  is  of  a relatively  low  grade.  The  job  being 
done  is  thus  quantitative  not  qualitative.  The  plan 
is  overworking  and  underpaying  the  doctor.  It  is  a 
serious  threat  to  his  eventual  freedom.  It  should 
not  have  been  set  up,  in  my  opinion,  to  subsidize  the 
care  for  the  entire  population,  but  simply  for  the 
needy.  There  was  no  evidence  we  could  find  that 
most  Britishers,  or  most  Americans  for  that  matter, 
cannot  pay  their  own  medical  bills,  at  least  in  part. 
The  scheme,  as  a result  of  covering  everyone,  is  cost- 
ing a tremendous  sum  of  money  and  is  going  to  cost  a 
lot  more  when  it  reaches  maturity. 

The  big  advantage  which  we  have  to  admit  is  that 
the  service  it  has  been  giving  is  given  to  the  patient 
now  without  any  worry  about  what  it  is  going  to 
cost.  The  doctor  can  prescribe  practically  anything 
he  wants,  and  the  patient  gets  all  sorts  of  benefits  that 
the  country  at  large  was  not  entitled  to  before.  How 
good  those  benefits  are  is,  of  course,  another  matter. 

The  principle  behind  the  service  then  is  pretty 
generally  accepted.  The  real  issue  is  not  one  of 
principle  but  of  method.  Wliat  do  the  British  people 
think  of  this?  Our  survey  showed  most  of  the  Brit- 
ishers liked  the  scheme.  Quite  a few  are  enthusias- 
tic about  it.  Only  one  out  of  every  six  that  we 
talked  with  rated  it  as  less  than  good. 

The  second  thing  we  found  out  was  that  the 
scheme  has  a lot  of  drawbacks,  and  that  the  people 
know  about  those  drawbacks.  Much  of  their 


optimism  stems  from  the  feeling  that  these  draw- 
backs are  temporary,  and  that  in  time  patients  won’t 
have  to  wait  in  queues  to  see  their  doctors,  and  that 
the  quality  of  the  service  they  get  is  going  to  be  a 
lot  better. 

What  do  the  doctors  think  about  it?  About  three- 
fifths  of  the  doctors  we  talked  with  don’t  like  the 
scheme.  They  admit  advantages  to  it.  They  like 
it  from  the  point  of  view  of  what  the  patient  gets. 
They  like  being  able  to  prescribe  freely  and  that 
sort  of  thing,  but  by  and  large  they  would  rather 
not  have  it.  About  a fifth  we  saw  liked  the  scheme, 
“I  don’t  find  much  fault  with  it”;  the  other  fifth  are 
on  the  fence. 

The  Ministry  of  Health,  instead  of  being  fazed 
by  the  tremendous  costs  of  the  service  and  the 
volume  of  medicine  and  appliances  and  services  be- 
ing requested  by  the  Plan,  points  to  this  as  evidence 
of  the  great  need  that  existed  before  the  Plan  came 
into  effect.  A member  of  the  House  of  Commons 
just  recently  said,  “What  does  it  matter  what  it 
costs,  if  the  needs  of  our  people  for  medical  treat- 
ment require  such  an  outlay?”  To  which  another 
member  replied,  “What  does  it  matter,  indeed?  The 
Americans  are  paying  for  it.”  ( Laughter ) 

Without  Marshall  aid  it  certainly  is  unlikely  the 
British  could  afford  the  wholesale  benefits  of  their 
new  program.  This  year  the  service  will  cost  one 
and  one  half  billion,  or  more  than  ten  per  cent  of 
Great  Britain’s  entire  national  budget,  and  when  it 
matures,  we  are  informed  the  scheme  will  probably 
cost,  according  to  reliable  estimates,  about  two  and 
one  half  billion  dollars  or  close  to  fifty  dollars  a head. 

For  each  national  health  service  patient  the 
government  pays  the  doctor  a capitation  fee  of 
$3.00  a year,  approximately.  To  the  shepherds  for 
each  breeding  ewe  it  pays  $3.30.  The  doctor  who 
gives  superior  service  under  this  scheme  gets  the 
same  capitation  fee  as  the  doctor  whose  work  is 
mediocre.  The  temptation  is  obvious  to  do  as  little 
as  possible.  There  are  still  plenty  of  conscientious 
doctors,  and  it  is  fortunate  for  the  country  there 
are.  How  conscientious  they  will  be  as  time  goes  on 
is  anybody’s  guess. 

The  average  general  practitioner,  as  far  as  we  could 
determine,  has  about  2,300  health  service  patients, 
but  many  have  the  maximum  allowed  of  4,000.  One 
man  I talked  with  had  4,700.  Now,  if  the  average 
patient  under  the  scheme  is  attended  six  times  a 
year — and  that  is  an  official  figure — the  doctor  with 
4,000  patients  may  thus  undertake  24,000  calls 
yearly,  or  80  calls  each  working  day.  The  average 
patient  who  visits  a doctor’s  office  gets  only  about 
five  minutes  of  his  time.  Many  get  only  a fraction 
of  a minute.  You  say,  “How  is  that  possible?” 
Bad  as  the  picture  is,  it  is  not  quite  as  bad  as  these 
figures  indicate,  because  a great  many  of  the  people 
who  come  want  a signature  on  a certificate,  or  they 
want  a refill  of  a prescription,  so  they  can  be  disposed 
of  in  a very  few  seconds.  That  means  that  there  is  a 
little  more  time  at  least  for  those  who  require  other 
attention. 

The  doctors  in  the  large  cities  where  population  is 
concentrated,  and  who  had  large  panels  under  the 
old  panel  system,  are  doing  better  financially  now 
than  they  were,  and  to  that  extent  at  least  they  like 
the  new  deal.  Men  in  other  areas — and  there  are  a 
good  many  of  them — where  the  population  is  not  so 
concentrated,  and  who  did  not  handle  so  many 
national  patients  before  under  the  panel  plan,  are 
doing  relatively  worse,  and  they  don’t  like  it;  in 
fact,  if  you  go  to  some  of  the  places,  some  of  the 
resort  towns,  for  example,  where  there  used  to  be 
quite  an  accumulation  of  people  in  the  upper  in- 
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come  brackets,  the  doctors  there,  many  of  them, 
have  lost  their  private  practices;  for  the  most  part 
they  have  not  had  any  panel  patients  to  carry  over 
into  the  new  scheme,  and  they  are  really  scratching 
hard.  One  man  I talked  with  just  about  ten  days 
ago  told  me  that  he  was  applying  to  go  to  Canada. 
Whereas  great  numbers  are  not  yet  emigrating,  there 
are  quite  a few  who  are  thinking  of  it. 

One  point  that  ought  to  be  made  clear  is  that  no 
doctor  is  technically  compelled  to  join  the  system. 
He  can  stay  out  of  it  technically,  but  how  is  he  going 
to  live,  if  there  is  not  enough  private  practice  to 
support  him — and  that  is  the  case — how  is  he  going 
to  get  by?  Well,  obviously  he  cannot,  so  he  is  com- 
pelled by  what  one  doctor  referred  to  as  financial 
blackmail  of  the  state  to  come  into  the  system.  The 
whole  effect,  of  course,  is  not  to  build  the  men  up  to 
a higher  level  uniformly  but  to  push  them  down  to  a 
common  level  of  mediocrity,  and  I think  that  is  the 
greatest  drawback  of  the  whole  scheme.  Doctors 
complain,  of  course,  on  a day-to-day  basis  about  the 
fact  that  they  are  not  paid  enough — that  is  chief — 
that  they  ard  overworked,  and  that  they  are  losing 
their  esteem  in  the  eyes  of  the  public,  and  there  seems 
to  be  good  evidence  to  support  those  points.  The 
public  does  not  look  upon  the  doctor  in  quite  the 
same  way  it  did.  He  is  now  a civil  servant.  He  is  not 
always  asked  to  do  things;  in  many  cases  he  is  told 
what  to  do.  I think  that  rubs  the  average  doctor 
harder,  rubs  him  the  wrong  way  more  than  perhaps 
anything  else.  Then,  of  course,  there  are  many 
abuses  that  come  up.  I don’t  mean  to  exaggerate 
these,  because  in  quite  a few  cases  the  patients  are 
considerate,  but  you  still  hear  a lot  of  complaining 
about  a doctor  called  to  see  a patient  in  a hurry — 
he  got  to  the  house,  and  he  found  that  the  man  had  a 
bunion  and  wanted  to  know  whether  it  should  be 
removed  surgically.  He  could  very  well  have  come 
to  the  office,  and  in  the  old  days  he  would  have,  but 
not  now. 

There  is  no  evidence  at  the  moment  that  doctors 
are  being  regimented;  at  least,  I did  not  find  any, 
but  they  are  very  fearful  of  it.  They  work  under 
the  direction  of  their  local  executive  councils,  and, 
as  I say,  while  so  far  they  have  not  been  under  the 
thumb  particularly,  they  feel  that  as  time  goes  on 
they  are  going  to  be. 

Specialists  are  doing  much  better  than  G.P.’s,  at 
least  financially.  A new  scale  of  remuneration  is 
coming  into  effect  on  the  5th  of  July  this  year,  and  a 
man  starting  in  a specialty  as  a full-time  worker  in  a 
hospital  will  get  at  the  age  of  thirty-one  a starting 
salary  of  .$6,800,  ranging  up  above,  depending  upon 
his  age,  to  $11,000.  There  will  also  be  awards  for 
professional  distinction.  These  will  range  from 
$2,000  to  $10,000,  and  will  be  in  addition  to  the 
basic  salary  so,  by  and  large,  the  specialists,  while 
they  are  not  so  well  off  as  they  were  under  private 
practice,  are  doing  much  better  financially  than  the 
G.P.’s  are,  and  if  something  is  not  done  to  correct 
the  inequity,  the  general  practitioners  are  going  to 
become  specialists,  and  there  won’t  be  enough 
G.P.’s  to  go  around. 

Specialists  are  also  paid  for  what  they  call  domi- 
ciliary visits,  house  calls.  For  such  a consultation 
the  specialist  gets  about  $17.  If  he  does  any  opera- 
tive procedure,  he  gets  another  $8.00,  unless  it  is  an 
O.B.  operation,  in  which  case  he  gets  another  $17. 

Mileage  fees  are  paid  in  addition  to  this.  However, 
they  don’t  cover  any  more  than  the  cost  of  operating 
the  car,  as  a rule,  and  there  is  quite  a bit  of  com- 
plaint on  the  score  that  the  doctor  is  not  paid  for  the 
time  that  he  loses  in  going  back  and  forth  from  a 
case  that  may  be  some  distance  from  his  office;  as  a 


matter  of  fact,  if  the  case  is  too  far  off  he  is  going  to 
be  disinclined  to  have  any  part  in  it. 

Perhaps  the  one  conclusion  I have  come  up  with 
after  looking  at  this  plan  close  hand — and  this  is 
based  largely  on  costs  to  G.P.’s  who  have  seen  this 
thing  from  both  sides,  both  in  the  panels  and  out  of 
them — is  that,  if  we  have  a plan  in  this  country,  per- 
haps the  greatest  mistake  we  could  make  would  be  to 
make  it  all-inclusive  and  cover  everybody.  Half 
the  doctors  I talked  with,  if  not  more,  said,  “For 
heaven’s  sake  if  you  are  going  to  have  a scheme 
like  this  in  the  United  States,  be  sure  that  it  is 
limited  to  those  who  cannot  afford  medical  care, 
and  don’t  cover  the  others.” 

Off-the-record  talks  that  I had  with  people  in  the 
Ministry  of  Health  convinced  me  that  the  Socialists 
now  in  power  hope  ultimately — this  is  important  I 
think — to  force  all  British  doctors  into  full-time 
salaried  service  in  health  centers.  They  don’t 
admit  it  openly,  but  if  you  talk  to  them  behind  the 
scenes  that  is  what  they  will  lead  you  to  believe,  and 
I think  it  is  true.  This  would  mean  putting  the 
medical  profession  on  a civil  service  status,  and  of 
course  the  crux  of  the  whole  argument  between  the 
profession  and  the  government  is  it  cannot  do  what 
it  wants  because  there  are  not  enough  doctors,  and 
there  are  not  enough  buildings  in  which  to  house 
them.  The  building  program  in  England  is  badly 
bogged  down.  You  cannot  get  a building  permit 
for  love  nor  money,  so  as  a result  only  one  of  the 
health  centers  that  the  Government  contemplates 
has  been  started  so  far;  but  that  is  the  thing  they 
are  heading  for,  and  if  it  goes  along  on  that  basis  I 
am  very  much  afraid  that  the  example  we  will  have 
to  look  at  over  there  will  not  be  an  encouraging  one 
to  us  in  this  country.  {Applause) 

Speaker  Andresen:  On  behalf  of  the  House  of 
Delegates,  I thank  you,  Mr.  Richardson,  for  that  il- 
luminating report.  • 

Section  99 

Address  of  Chairman  of  the  Workmen’s  Compensa- 
tion Board,  Miss  Mary  Donlon 

Speaker  Andresen:  I now  will  ask  Dr.  Kenney 
to  take  the  rostrum  for  a moment  to  introduce 
another  distinguished  guest. 

Dr.  J.  Stanley  Kenney,  Councilor:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  it  is  a very 
distinctive  privilege  that  the  Speaker  has  accorded 
me  to  have  this  opportunity  of  presenting  to  you  the 
distinguished  lady  who  is  going  to  speak  to  you  in  a 
few  moments.  As  you  all  know,  the  Legislature 
passed  the  Mailler-Condon  Bill.  It  has  been  signed 
by  the  Governor  and  is  now  law,  and  has  become  a 
part  of  the  Workmen’s  Compensation  Law,  and  is 
now  Article  IX  of  that  law.  The  chairman  of  the 
Workmen’s  Compensation  Board  whose  duty  it  is 
to  administer  the  provisions  of  that  law  has  kindly 
consented  to  be  here  today  at  the  invitation  of  Dr. 
Simpson  and  talk  to  you  briefly  on  the  important 
points  in  this  Disability  Benefits  Law;  also  to  make 
an  important  announcement  regarding  workmen’s 
compensation.  She  has  very  kindly  condescended 
after  her  speech  to  answer  any  questions  that  any  of 
you  may  care  to  present. 

It  gives  me  a great  deal  of  pleasure  to  present  to 
you  the  Honorable  Mary  Donlon,  the  chairman  of 
the  Workmen’s  Compensation  Board  of  the  State  of 
New  York. 

....  The  delegates  arose  and  applauded.  . . . 

Miss  Mary  Donlon  : Dr.  Kenney,  Dr.  Simpson, 
Dr.  Andresen,  ladies  and  gentlemen,  and  members 
of  the  House  of  Delegates,  I seem  to  be  following  Mr. 
Richardson  around  this  morning.  I said  to  him  as 
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he  was  coming  along  that  it  was  awkward  to  be 
pursuing  a man  as  openly  as  I have  been  pursuing 
him  today,  because  I followed  him  on  the  program 
upstairs,  and  then  I came  down  here  to  find  that  I 
am  following  him  on  your  program.  I think,  per- 
haps, that  is  a good  arrangement,  because  it  gives 
you  the  opportunity  to  weigh  two  entirely  different 
approaches  to  an  important  social  problem.  I am 
convinced  that  after  you  have  weighed  those  two 
approaches  you  will  decide  that  we  here  in  New 
York  State  have  made  far  better  progress  along 
sound  conservative  lines  than  has  been  made  in 
England  to  meet  what  is  essentially  in  some  re- 
spects the  same  problem  of  need. 

Dr.  Kenney  said  that  I would  make  one  announce- 
ment to  you  with  regard  to  workmen’s  compensa- 
tion. That  announcement  is  that  happily  after 
many  conferences  we  were  able  last  week  to  come  to 
a final  agreement  with  regard  to  the  revised  items 
for  the  medical  fee  schedules,  which,  therefore,  were 
duly  filed  on  April  29  in  the  office  of  the  Secretary 
of  State,  which  makes  it  become  effective.  Our 
printer  has  not  yet  given  us  the  full  supply  of  copies, 
and  they  will  be  mailed  gratis  to  all  members  of  the 
panel  within  the  next  two  or  three  weeks,  as  soon  as 
received  from  the  printer.  However,  we  were  able 
to  rush  a kind  of  rough  printing  of  1,000  copies,  and 
those  copies  are  available  for  distribution  here  in  the 
Hotel  Statler  on  the  mezzanine  floor  at  the  exhibit  of 
the  Workmen’s  Compensation  Board.  We  would 
like  very  much  to  have  you  go  up  and  see  our  ex- 
hibit. We  would  like  you  to  take  home  with  you  a 
copy  of  the  revisions  to  the  schedule,  and  you  can 
there  if  you  wish  leave  your  name  and  address  and 
we  shall  be  glad  to  send  you  a digest  of  the  new  New 
York  State  Disability  Benefits  Law,  an  official  di- 
gest which  has  been  prepared,  and  also  to  send  you 
as  soon  as  it  comes  from  the  printer  a copy  of  this 
new  law,  with  a rather  comprehensive  topical  index 
of  it. 

To  get  to  the  matter  that  I am  here  to  discuss  with 
you,  this  new  legislation  in  New  York  State  about 
which  you  have  been  reading  in  the  papers  and  hear- 
ing on  the  radio,  let  me  say  first  of  all  what  I am 
sure  you  know:  that  we  here  in  New  York  State 
have  not  enacted  a medical  care  program.  That  is 
not  what  this  law  is.  This  law  is  essentially  what 
you  are  accustomed  to  regard  as  accident  and  health 
insurance  provision,  namely,  a program  to  extend 
to  workers  throughout  the  State  generally  the  op- 
portunity to  receive  continued  cash  income  partially 
to  replace  wages  lost  during  periods  of  temporary 
nonoccupational  illness  or  disability  resulting  from 
accidental  injury.  So  the  first  point  I wish  to  make 
to  you  is  that  this  does  not  set  up  a program  of  pro- 
viding medical  care.  It  does  provide  cash  income 
partially  to  replace  wages  during  periods  of  tempo- 
rary disability.  Briefly,  what  the  law  provides  is  a 
benefit  rate  of  50  per  cent  of  lost  wages  with  a maxi- 
mum of  $26  a week  during  the  disability  period  of 
13  weeks  during  any  52  consecutive  calendar  week 
period.  The  program  is  financed  jointly  by  em- 
ployers and  employes. 

New  York  is  the  fifth  of  the  states  to  enact  a 
temporary  nonoccupational  disability  benefits  pro- 
gram. Preceding  New  York  were — and  in  this 
order— Rhode  Island,  which  in  1941  passed  a law, 
then  followed  by  California,  New  Jersey,  and  the 
State  of  Washington,  which  put  her  law  on  the 
statute  books  about  two  weeks  before  the  New  York 
Legislature  acted,  only  to  find  after  the  Governor  had 
signed  the  law  up  there  in  the  State  of  Washington 
that  one  of  the  peculiar  referendum  provisions  of  the 
west  coast  had  been  brought  into  play,  so  now  they 


don’t  have  the  law  until  the  voters  in  November  de- 
cide whether  they  want  it  or  not.  Therefore,  you 
cannot  get  me  to  argue  with  you  if  you  decide  that 
New  York  is  the  fifth  or  New  York  is  the  fourth 
state,  because  it  depends  on  whether  Washington 
is  in  or  out  at  the  moment. 

All  of  the  other  states  followed  quite  a different 
pattern  in  setting  up  their  disability  programs  from 
the  disability  benefits  program  pattern  followed 
here  in  New  York  State.  Rhode  Island,  the  first  of 
them,  has  an  all-out  level  tax  regardless  of  cost, 
one  per  cent  of  the  first  $1,000  of  payroll  to  be  col- 
lected by  the  state  from  employes  and  the  benefits 
to  be  paid  out  by  the  state.  California  followed  that 
pattern  with  the  last  moment  amendment  thrown 
into  it  in  the  Legislature  which  has  a contracting-out 
provision  so  that,  subject  to  certain  penalties  which 
the  employer  has  to  assume  for  the  privilege  of  tak- 
ing out  insurance,  instead  of  paying  the  tax  to  the 
state,  private  insurance  is  permitted.  New  Jersey 
also  has  the  contract  of  provisions.  New  York,  on 
the  other  hand,  approaches  this  subject  quite  dif- 
ferently. New  York  believes  in  the  ffee  enterprise 
system.  We  think  America  has  done  pretty  well 
under  a concept  of  private  enterprise,  with  private 
insurance  functioning  in  the  area  where  insurable 
hazards  can  be  actuarily  computed — and  obviously 
they  can  be  computed  in  the  group  accident  and 
health  field  because  something  over  50  per  cent  of 
the  employed  persons  in  New  York  State  are  already 
entitled  to  some  kind  of  disability  benefits  under 
voluntary  plans  that  have  been  set  up  either  by 
their  employers  or  sometimes  by  unions  alone,  and 
very  often  by  employers  and  employes.  So  that 
New  York  turns  its  back  in  this  new  legislation  on 
the  idea  that  the  best  way  or  the  only  way  to  provide 
these  benefits  is  by  a level  tax  rate.  That  is  essen- 
tially the  basis  in  the  other  states.  That  is  the  phi- 
losophy of  the  bill  now  pending  in  Washington  so  far 
as  disability  benefits  are  concerned,  and  it  is  un- 
realistic. It  has  no  relation  to  actual  cost. 

We  feel  that  the  Federal  bill  now  pending  extends 
the  errors  of  the  Rhode  Island  law,  where  the  one 
per  cent  of  payroll  so  badly  met  the  obligations  of 
the  fund  that  it  has  been  necessary  since  that  law 
has  been  in  operation  to  appropriate  an  additional 
$37,000,000,  in  the  State  of  Rhode  Island,  a rela- 
tively small  state,  in  order  to  make  that  fund  sol- 
vent. The  California  law  and  the  New  Jersey  law 
are  still  too  new  in  terms  of  the  period  of  their 
operation  to  know  whether  one  per  cent  of  the  first 
$3,000  of  payroll  is  or  is  not  a correct  measure  of  the 
cost  of  the  disability  benefits  provided  in  those 
states.  However,  one  of  two  things  happens  with  a 
level  tax  rate:  either  it  is  like  Rhode  Island,  you 
don’t  have  enough  money  and  the  taxpayers  have 
to  make  up  the  difference,  or  as  under  our  unem- 
ployment insurance  program  you  build  up  more 
money  than  you  need  and,  therefore,  you  have  fu- 
ture tax  reserves  drawn  away  from  a normal  con- 
sumer market — a very  tantalizing  temptation  to 
the  tax  spenders,  who  feel  if  there  is  some  money 
around  that  some  plan  should  be  devised  to  use  it — 
so  that  in  New  York  we  protect  the  situation  through 
private  insurance  utilizing  facilities  already  well 
established  from  long  experience  in  providing  this 
very  type  of  benefit.  We  say  that  the  cost  charged 
to  the  employe  shall  have  a ceiling  placed  over  it  so 
the  employe  will  always  know  what  is  the  most  that 
he  must  pay.  He  will  pay  one  half  of  one  per  cent 
of  his  weekly  wages  but  not  in  excess  of  30  cents  a 
week,  and  whatever  is  the  additional  cost  the  em- 
ployer will  bear.  In  times  of  normal  employment, 
in  years  reasonably  free  from  epidemics  and  other 
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serious  group  illnesses,  it  is  likely  that  the  em- 
ployer’s cost  will  match  the  cost  of  the  employe.  In 
a more  favorable  year  the  employe’s  share,  of  course, 
may  be  less.  In  a year  of  severe  unemployment,  in 
a year  of  epidemics,  it  is  unquestionable  that  the 
employer’s  share  of  the  cost  will  be  more  than  the 
employe’s,  but  you  have  the  flexibility  which  will 
always  adapt  cost  under  our  New  York  plan  to 
whatever  the  actual  risks  of  the  situation  are.  So 
much  for  our  New  York  law! 

There  is  one  other  point  I would  like  to  make  by 
way  of  contrast  between  this  and  the  pending  Federal 
bill,  because  I think  there  is  a sleeper  in  that  bill 
that  the  people  generally  do  not  recognize.  I said 
earlier  that  New  York’s  is  an  accident  health  in- 
surance program.  It  does  not  provide  medical 
care.  In  the  Federal  bill  now  pending  there  is  a 
provision  that  the  Director  of  Federal  Security  may 
direct  the  recipient  of  benefits  to  get  medical  care  as 
a condition  of  continued  right  to  the  benefits.  How 
much  that  would  be  used,  no  one  knows,  but  medical 
care  may  under  that  bill  be  provided  to  recipients 
of  contemporary  disability  benefits  if  the  bill  is 
enacted,  and  the  right  of  the  recipient  will  be  cut  off 
if  he  docs  not  avail  himself  of  the  kind  of  medical 
care  and  from  the  doctor  to  whose  care  he  is  directed 
by  the  Federal  Security  Administrators. 

Doctors  have  an  important  part  in  any  disability 
benefits  program.  You  have  that  part  now  under 
these  insured  plans  so  common  in  industry,  the 
voluntary  plans.  Without  the  patient’s  doctor  and 
the  doctor  for  the  insurance  company,  it  would  be 
absolutely  impossible  to  know  what  benefits  should 
be  paid,  and  for  how  long.  You  people  make  those 
decisions  because  you  are  qualified  to  make  the  de- 
terminations which  underlie  the  decision  as  to  what 
benefits  are  payable.  You  do  that  also  in  work- 
men’s compensation,  which  is  our  occupational  dis- 
ability program  in  New  York  State.  Now  we  must 
depend  on  you  likewise  under  this  new  program. 

What  this  program  in  New  York  State  does  that  I 
think  the  medical  profession  has  not  yet  fully  un- 
derstood is  not  merely  to  put  cash  income  into  the 
hands  of  those  deprived  of  wages  because  of  tem- 
porary total  disability  that  is  not  an  occupational 
one,  but  to  make  it  necessary  for  them  to  be  under 
the  care  of  a physician  if  that  illness  extends  beyond 
seven  days,  and  if  they  want  to  collect  benefits. 
Under  the  laws  of  the  other  states  it  is  enough  that  a 
physician  signs  the  certificate.  That  is  not  enough 
under  the  New  York  law;  therefore,  we  think  that 
some  of  the  so-called  rackets  which  have  developed 
in  Rhode  Island  and  other  states  will  be  obviated 
under  this  law,  and  with  a sound  social  result.  If  a 
man  is  sick  more  than  seven  days,  so  ill  that  he 
cannot  go  to  work,  it  seems  to  us  it  is  good  for  him, 
for  society,  and  for  his  family,  that  he  should  be 
placed  under  the  care  of  a doctor,  but  it  is  his  doctor 
who  takes  care  of  him,  and  the  only  penalty  he  will 
suffer  is  that  unless  he  is  under  that  care  he  may  not 
collect  benefits.  So  that  the  first  provision  with  re- 
spect to  doctors  is  that  in  order  to  collect  the  bene- 
fits it  is  not  alone  enough  that  a doctor  has  signed 
the  certificate,  but  it  is  essential  that  the  man  shall 
be  under  the  care  of  that  physician. 

We  are  working  now,  and  we  shall  be  working  for 
the  next  many  months  I suppose,  with  groups  rep- 
resenting your  Society,  representing  the  insurance 
companies,  representing  the  labor  organizations,  and 
representing  the  employers’  groups,  in  order  that  the 
regulations  may  be  as  reasonable  as  possible  to  com- 
prehend the  situations  as  they  appear,  and  that  the 
forms  required  to  be  filed  shall  be  as  simple  as  possi- 
ble yet  give  the  necessary  information. 


This  is  now  a new  field.  The  practice  with  the 
insurance  companies  will  be  a guide.  We  will 
know  the  information  that  is  necessary  in  order  that 
the  claims  can  be  promptly  paid.  This  bill,  unlike 
workmen’s  compensation — and  off  the  record  I 
think  very  fortunately  unlike  workmen’s  compensa- 
tion— leaves  a very  wide  area  of  discretion  to  the 
parties  concerned  to  accommodate  their  differences. 
The  claimant  is  ill,  he  is  under  the  care  of  his  own 
physician,  his  physician  files  with  the  insurance 
company  this  certificate  with  respect  to  the  illness, 
the  insurance  company  physician  looks  it  over,  the 
claims  office  in  the  insurance  agent  checks  to  be  sure 
the  man  is  an  employe  of  their  insured,  that  this 
is  rate  of  pay  and  so  on : under  existing  plans  99.50 
per  cent  of  all  claims  are  paid  in  full.  Less  than  one 
half  of  one  per  cent  of  claims  under  the  existing 
plans  which  now  cover  more  than  50  per  cent  of  New 
York  State  employes  are  disputed,  or  rejected,  or 
compromised.  We  hope  that  ratio  maintains.  We 
are  not  looking  for  a lot  of  extra  work,  and  to  the 
extent  that  the  doctor  who  attends  the  patient  and 
the  doctor  who  represents  the  insurance  company  or 
the  self-insured  employer  can  agree  on  the  disabili- 
ties, the  board  is  relieved  of  the  obligation  under 
the  disability  benefits  law  of  passing  on  the  cases. 

What  is  set  up  is  a standard  for  compliance,  when 
the  parties  cannot  work  out  some  different  standard 
for  themselves,  and  the  State  agency  available  to 
adjudicate  the  claim  when  there  is  a dispute.  We 
hope  there  won’t  be  many  disputes. 

There  is  just  one  other  point — and  I see  Dr. 
Andresen  would  like  me  to  sign  off— that  I would 
like  to  make  to  you  about  this  law,  and  that  is  the 
benefits  are  paid  both  to  the  sick  employed  and  to 
the  sick  unemployed,  and  that  the  obligation  to 
provide  the  benefits  is  directly  on  the  employer, 
therefore  on  his  insurance  carrier  during  employ- 
ment and  for  four  weeks  therafter,  but  there  is  set 
up  a special  fund  for  disability  benefits  administered 
by  the  chairman  of  the  Workmen’s  Compensation 
Board  which  takes  care  of  the  payment  of  benefits 
thereafter. 

Thank  you  very  much!  I wish  there  were  time 
to  get  over  to  you  just  this  one  point:  New  York  has 
done  a significant  job  under  the  leadership  of  Gover- 
nor Dewey  this  year,  I believe,  in  turning  our  back 
on  that  concept  of  the  state-dominated  disability 
benefits  program,  back  toward  the  free  enterprise 
system.  We  can  make  it  work  if  the  medical  pro- 
fession will  help  us. 

Thank  you!  (Applause) 

....  The  two  booklets  referred  to  in  Miss  Don- 
lon’s  address,  “Digest  of  New  York  State  Disability 
Benefits  Law,  April  1949,”  and  “Workmen’s  Com- 
pensation Board,  State  of  New  York,  Supplement  to 
Medical  Fee  Schedule,  May  1,  1949,”  are  included  in 
the  original  copy  of  these  minutes.  . . . 

Speaker  Andresen:  We  thank  you,  Miss  Don- 
Ion,  for  your  beautiful  exposition  of  this  new  law. 
We  arc  now  going  to  take  advantage  of  your  offer  to 
answer  questions.  Are  there  any  questions  from 
the  floor? 

Dr.  Joseph  C.  O’Gorman,  Erie:  Is  it  necessary 
for  a doctor  to  be  on  the  workmen’s  compensation 
panel  to  treat  these  employes  or  unemployed? 
There  are  many  doctors  who  are  on  the  workmen’s 
compensation  panel  and  are  licensed  in  New  York 
State  but  don’t  wish  to  be  on  the  workmen’s  com- 
pensation panel.  As  I read  it  in  the  law  a doctor 
must  be  on  the  workmen’s  compensation  panel  to 
treat  these  patients. 

Miss  Donlon:  Yes,  you  are  quite  right.  Let 
me  explain  that  there  are  much  fewer  doctors  than 
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you  think  who  are  not  on  the  panel.  We  have  on 
the  panel  25,000  doctors  in  round  numbers.  There 
are  in  general  three  groups  of  doctors — and  when  I 
generalize  I don’t  mean  to  be  understood  that  there 
are  no  exceptions;  there  are  of  course — there  are  in 
New  York  what  we  call  the  Park  Avenue  practi- 
tioner, and  a good  many  of  those  doctors  have  never 
availed  themselves  of  the  opportunity  of  coming 
on  the  workmen’s  compensation  panel.  There  are 
doctors  engaged  in  research,  who  have  not  come  on 
the  panel.  Then  in  the  last  six  years  there  have  been 
a very  small  number  of  doctors,  something  like  400, 
who  have  been  cordially  invited  to  leave  the  work- 
men’s compensation  panel,  and  who  have  been  rather 
effectively  removed  from  it.  So  that  we  have  those 
doctors  in  general  who  have  not  certified  for  the 
workmen’s  compensation  panel. 

The  situation  in  Rhode  Island,  where  there  are 
no  controls  of  any  kind  with  respect  to  those  who 
treat  and  certify  as  to  disability  benefits,  has  been 
something  of  a scandal,  as  I think  you  people  know. 
It  seemed  to  us  that  with  some  thousand  more  doc- 
tors in  New  York  State  available  for  this  than  there 
are  in  all  of  England  and  Scotland  under  their 
program  we  probably  would  do  pretty  well,  and 
judging  by  the  number  of  applicants  for  authority  I 
judge  the  doctors  have  been  reading  the  newspapers, 
and  at  July  1,  1950,  there  won’t  be  very  many 
that  won’t  be  there. 

Dr.  O’Gorman:  We  have  two  questions.  You 
know  the  controversies  that  exist  in  workmen’s 
compensation.  Are  we  going  to  have  alleged  un- 
truthful and  incomplete  reports  in  this  disability 
type  of  thing?  The  law  provides  for  an  investiga- 
tion— and  it  sounds  as  though  it  is  just  a mere  in- 
vestigation— by  the  chairman.  We  think  there 
should  be  a hearing.  There  is  no  provision  for  an 
appeal  by  the  doctor.  If  somebody  says  he  didn’t 
do  this,  or  he  didn’t  do  that,  there  is  no  appeal  for  a 
hearing.  Let  us  assume  a doctor  is  accused  of  some- 
thing. Under  the  Workmen’s  Compensation  Law, 
it  provides  for  an  appeal. 

Also  doctors  will  have  to  appear,  and  the  question 
is  whether  they  be  on  the  ordinary  subpoena  fee  such 
as  exists  down  in  the  courts  before  the  referees? 
Now  a doctor  can  be  subpoenaed  and  paid  50  cents, 
so  the  question  is  will  the  doctors  be  reimbursed  for 
appearances  before  hearing  officers  on  subpoena; 
that  is,  will  they  be  paid  a fee  in  excess  of  the  usual 
subpoena  fees  as  is  done  before  the  Workmen’s 
Compensation  Board? 

Two,  a doctor  may  be  suspended  from  the  work- 
men’s compensation  panel  for  submitting  untruthful 
and  incomplete  reports  in  a disability  claim.  The 
question  is  why  not  give  him  a chance  at  a hearing 
as  we  do  in  these  other  places  and  as  we  do  at  pres- 
ent under  the  Workmen’s  Compensation  Law? 
That  finishes  my  questions,  the  two  questions  that  I 
had. 

Miss  Donlon:  You  are  not  arguing  but  asking  a 
question.  I think  I can  answer  both  of  them  very 
briefly.  The  Disability  Benefits  Law  is  Article  IX 
of  the  Workmen's  Compensation  Law,  and  all  of  the 
provisions  with  respect  to  the  authorizations  and  dis- 
ciplinary provisions  in  regard  to  doctors  in  the 
Workmen’s  Compensation  Law  are,  therefore,  ap- 
plicable with  regard  to  fees  for  attendance  by  doc- 
tors. As  I am  sure  you  know,  the  fees  with  respect 
to  that  attendance  at  hearings  are  in  large  part 
mileage  fees,  etc.,  governed  by  the  Civil  Practice 
Act  and  not  by  the  Workmen’s  Compensation  Law. 

As  to  special  fees  for  attendance  that  is,  as  you 
know,  a matter  of  regulation  under  the  Workmen’s 
Compensation  Law,  not  of  statute,  and  I see  no 


reason  to  apprehend  that  regulations  are  not  possible 
under  Article  IX  as  under  the  other  articles. 

Dr.  John  J.  Masterson,  President-Elect:  I 

think,  Mr.  Speaker,  the  delegates  would  like  to 
know  from  Miss  Donlon — if  they  don’t  know  at  the 
present  time — when  this  law  will  go  into  effect  and 
the  reasons  for  putting  off  its  effective  date  as  far  as 
they  have. 

Miss  Donlon:  Dr.  Masterson  has  asked  what  is 
the  date  on  which  this  law  goes  into  effect,  and  what 
are  the  reasons  for  putting  that  effective  date  off  as 
far  as  it  is.  There  are  four  dates  really  to  watch, 
and  I will  try  to  give  you  those  briefly.  The  law 
became  effective  on  April  13,  1949,  and  that  was 
important  because  voluntary  plans  made  by  em- 
ployers and  covered  in  compliance  with  this  law  are 
those  which  were  in  existence  on  that  day  and  are 
still  in  existence  on  July  1,  1950.  That  is  a provi- 
sion to  prevent  the  chiseling  employer  from  setting 
up  a new  submarginal  plan,  yet  at  the  same  time  to 
continue  plans  that  were  in  existence. 

The  second  date  to  watch  is  coming  up  very  soon 
now,  July  1,  1949.  That  is  the  date  when  we  begin 
to  determine  who  are  covered  employers  under  the 
law. 

The  third  date  to  watch  is  January  1,  1950,  when 
we  begin  the  temporary  six  months’  tax  to  set  up 
initially  the  fund  for  payment  of  disability  benefits  to 
the  sick  unemployed. 

The  fourth  date  to  watch  is  the  date  to  which  Dr. 
Masterson  refers,  July  1,  1950,  when  the  law  becomes 
fully  effective.  The  permanent  financing  contribu- 
tions are  to  be  collected,  benefits  for  disabilities  oc- 
curring on  and  after  that  date  will  be  payable  July  1, 
1950,  and  that  is  when  the  benefit  period  begins. 

Now  why  is  it  as  long  as  that?  I think  you  have 
seen  from  the  way  I have  stepped  along  these  dates 
that  there  are  things  which  have  to  be  done  in  order 
to  make  a progression  of  status  toward  the  fully  ef- 
fective date.  Moreover,  it  is  estimated  that  there 
will  be  at  least  170,000  employers  in  the  State  of 
New  York  who  will  be  within  the  scope  of  this  act 
and  something  more  than  six  million  employes  who 
are  entitled  to  benefits  under  it,  so  the  physical  ar- 
rangements for  getting  the  administration  set  up 
and  for  having  insurance  sold  to  them  are  quite  con- 
siderable. 

Speaker  Andresen:  Are  there  any  further  ques- 
tions? 

Dr.  David  M.  Raskind,  Queens:  One  of  the  most 
controversial  of  disabilities  that  occurs  in  work- 
men’s compensation  is  the  occupational  disease 
case.  Is  there  any  provision  under  this  sickness 
disability  law  to  protect  the  employe  from  submit- 
ting himself  for  this  type  of  accident  protection  in 
order  to  avoid  the  necessity  of  waiting  for  a long 
period  of  time  until  his  case  becomes  compensable 
under  the  occupational  disease? 

Miss  Donlon:  I am  very  glad  you  asked  that 
question.  Section  206  of  the  law,  subdivision  (2) 
is  expressly  designed  to  take  care  of  the  situation 
which  I believe  is  contemplated  in  your  question, 
where  the  question  is  solely  whether  or  not  the  dis- 
ability is  occupational  or  nonoccupational.  Then 
this  provision  of  the  law  provides  that  during  the 
period  when  determination  of  occupational  causa- 
tion is  being  made  the  claimant  is  entitled  to  his 
benefits  under  this  law  with  the  right  of  reimburse- 
ment of  the  different  carriers. 

Thank  you  very  much  for  bringing  out  the  point, 
because  I had  overlooked  it. 

Dr.  Nathan  Brodie,  Kings:  Will  you  tell  us 
whether  any  provisions  are  considered  for  those  who 
are  self-employed;  and  secondarily,  will  you  expand 
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briefly  on  the  arrangements  of  coverage  through 
various  carriers? 

Miss  Donlon:  Answering  first  your  question 

with  regard  to  the  self-employed,  no,  this  law  does 
not  contemplate  covering  for  the  self-employed. 
This  law  contemplates  covering  where  the  groups 
of  employes  are  four  or  more.  That  is  the  well- 
known  administrative  device  for  having  administra- 
tion reasonable,  not  that  anybody  seriously  thinks 
that  the  person  who  works  in  a group  of  three  is  less 
entitled  to  benefits.  You  just  draw  the  line  some- 
where, and  traditionally  four  or  more  is  the  place 
where  you  draw  the  line. 

With  regard  to  arrangements  for  insurance,  I am 
glad  you  asked  that  question.  One  of  the  argu- 
ments that  has  been  made  against  a compulsory  pro- 
vision of  this  type  of  benefit  in  a statute  is  that  we 
are  doing  very  well,  you  admit  there  are  more  than 
50  per  cent  of  the  employes  covered,  why  not  let  it 
work  out?  Until  you  have  a broad  insurable  group 
it  has  not  been  feasible  to  write  this  type  of  group 
insurance  accident  health  for  employed  groups  of 
less  than  25,  and  we  have  in  the  State  of  New  York 
something  like  80,000  employers  who  have  between 
four  and  25  employes  each,  and  their  employes  have 
been  deprived  of  the  opportunity  of  having  this 
type  of  voluntary  insurance.  Therefore,  as  a part 
of  this  new  plan,  groups  down  to  four  or  more  will 
be  entitled  to  get  it.  They  can  get  their  insurance 
or  they  can  make  provision  to  approve  self-insurance 
in  much  the  same  way  as  under  the  Workmen’s 
Compensation  Law  except  that  this  insurance  can  be 
bought  not  only  from  the  State  Insurance  Fund  but 
from  any  insurance  company  authorized  by  the 
Superintendent  of  Insurance  to  write  group  accident 
and  health  insurance  in  the  State  of  New  York, 
which  includes  the  life  insurance  companies  gen- 
erally, as  well  as  the  casualty  companies. 

Speaker  Andresen:  Are  there  any  further  ques- 
tions? 

....  There  was  no  response.  . . . 

Speaker  Andresen:  If  not,  we  thank  you  very 
much,  Miss  Donlon. 

....  The  delegates  arose  and  applauded. . . . 

Speaker  Andresen:  Gentlemen,  we  have  had  a 
hard  morning,  but  we  are  going  to  have  an  even 
harder  afternoon.  I don’t  know  whether  we  should 
continue  for  another  half  hour  before  we  go  off  for 
lunch.  Our  program  calls  for  a meeting  again  at 
two  o’clock,  so  the  more  time  we  spend  now  the 
less  we  will  have  to  spend  after  six  o’clock  tonight. 

Chorus:  Move  we  continue  for  another  half 

hour. 

Speaker  Andresen:  If  there  is  no  objection,  we 
will  continue.  Dr.  Gamble  has  not  finished  with 
his  report  as  yet.  We  have  interrupted  him  twice, 
so  I think  we  ought  to  extend  him  the  privilege  of 
finishing  it.  At  the  end  of  that  time  I am  going  to 
again  call  for  resolutions  from  the  floor  which  will 
have  to  be  referred  to  reference  committees  to  con- 
sider them  during  the  luncheon  hour. 

Where  is  Dr.  Gamble?  While  Dr.  Gamble  is 
coming  up,  I will  entertain  a resolution  from  Dr. 
Freedman,  of  New  York. 

Section  100  ( See  ISO) 

Medical  Specialty  Boards — Admission  to  Examina- 
tion 

Dr.  Samuel  Z.  Freedman,  New  York:  This  res- 
olution has  been  rewritten  at  the  request  of  the  Ref- 
erence Committee  to  which  the  original  one  was 
referred.  It  concerns  “Medical  Specialty  Boards: 
“Whereas,  the  specialty  boards  in  the  various 


fields  of  medicine  serve  the  purpose  of  setting 
criteria  of  scholarship,  training  and  ethics;  and 
“Whereas,  certification  by  a specialty  board 
confers  upon  a physician  recognition  of  pro- 
ficiency which  is  highly  regarded  by  his  col- 
leagues and  the  layman;  and 

“Whereas,  to  deny  to  a physician,  who  meets 
the  basic  training,  postgraduate,  and  ethical  re- 
quirements, entrance  to  the  examination  neces- 
sary for  certification  in  a specialty  withholds  from 
the  candidate  the  recognition  in  such  specialty  of 
his  colleagues  and  the  patients  he  serves,  thereby 
by  inference  branding  him  as  inferior  to  those  who 
are  certified;  and 

“Whereas,  since  specialty  board  certification 
is  an  extremely  important  factor  in  obtaining  ad- 
mittance to  the  staffs  of  most  recognized  hospitals, 
the  denial  of  certification  to  a physician,  who 
meets  the  basic  training,  postgraduate,  and  ethical 
requirements  of  the  specialty  board,  accordingly 
unduly  restrains  him  in  the  full  practice  of  his  pro- 
fession; now,  therefore,  be  it 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  recommend  that  all  physi- 
cians who  are  duly  licensed  to  practice  medicine  in 
the  State  of  New  York,  and  who  meet  the  basic 
training,  postgraduate,  and  ethical  requirements  of 
a specialty  board  be  admitted  to  the  examination 
given  by  the  specialty  board;  and  be  it  further 
“Resolved,  that  the  secretary  of  the  Medical 
Society  of  the  County  of  New  York  be  directed  to 
send  copies  of  this  resolution  to  the  president  of 
each  specialty  board  and  to  the  chairman  of  the 
Advisory  Board  of  the  Medical  Specialties;  and 
be  it  further 

“Resolved,  that  the  delegates  to  the  Medical 
Society  of  the  State  of  New  York  are  hereby  in- 
structed to  introduce  and  work  for  the  passage  of 
this  resolution  in  that  body  and  in  the  House  of 
Delegates.” 

Speaker  Andresen:  That  will  be  referred  to  the 
same  reference  committee  as  before.  Miscellaneous 
(B),  of  which  Dr.  Norman  S.  Moore  is  chairman. 

Section  101 

Revision  of  the  Constitution  and  Bylaws  (General) 

Dr.  Louis  H.  Bauer,  Past  President:  Mr. 

Speaker,  I have  a resolution  which  I believe  will  not 
require  referral  to  a reference  committee  but  can  be 
acted  on  by  the  House: 

“Whereas,  it  has  been  twelve  years  since  the 
Constitution  and  Bylaws  of  the  Society  have  been 
thoroughly  revised;  and 

“Whereas,  there  have  been  many  amendments 
adopted  during  that  period  of  time;  and 

“Whereas,  the  present  situation  requires  fur- 
ther consideration  of  a general  revision,  in  order 
to  make  the  Constitution  and  Bylaws  more  fully 
effective  in  carrying  out  the  work  of  the  Society; 
therefore  be  it 

“ Resolved , by  the  House  of  Delegates  that  the 
Speaker  appoint  a committee  of  three  to  prepare 
a complete  revision  of  the  Constitution  and  By- 
laws, and  that  this  committee  be  directed  to  pre- 
pare such  a revision  so  that  it  may  be  printed  in 
the  Journal  at  least  sixty  days  prior  to  the  next 
annual  meeting,  and  may  be  considered  by  the 
House  at  the  meeting  in  1950.” 

Mr.  Speaker  I move  the  adoption  of  the  resolu- 
tion. 

....  The  motion  was  seconded  by  several.  . . . 
Speaker  Andresen:  Do  you  feel  that  that  does 
not  need  to  be  referred  to  a committee? 
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Dr.  Bauer:  I don’t  see  why  it  has  to  be.  I think 
the  House  can  act  on  it  directly. 

Speaker  Andresen  : All  right,  the  Chair  will  so 
rule.  Is  there  any  discussion? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  In  the  usual  manner  of  any 
amendment  to  the  Constitution  and  Bylaws,  it  will 
have  to  lie  over  for  a year,  and  be  published  at  least 
sixty  days  before  the  next  meeting  so  that  it  can  be 
studied  by  the  individual  members  of  the  House  and 
the  county  societies,  and  discussion  can  be  had  here 
before  the  Committee  on  Constitution  and  Bylaws  at 
the  time  of  the  reference  committee  meetings. 

Dr.  Thomas  O.  Gamble,  Albany:  May  I ask  the 
members  of  my  committee  to  meet  me  immediately 
in  the  foyer. 

Section  102 

Revision  of  the  Constitution  and  Bylaws  (District 
Branch  Delegates) 

Dr.  Charles  F.  McCarty,  Kings:  After  Dr. 

Bauer’s  resolution  which  was  just  passed,  whether 
these  are  necessary  or  not,  I don’t  know,  but  I have 
them  ready. 

As  chairman  of  the  Committee  on  Credentials  I 
have  noticed  something  that  happens  regarding 
delegates,  on  which  I am  offering  a resolution  to 
amend  the  Constitution.  Number  one  is— 

Speaker  Andresen  : In  view  of  the  fact  that  the 
whole  Constitution  is  going  to  be  amended  I think 
it  will  be  more  proper  for  you  to  suggest  those  to  the 
committee  that  is  going  to  do  the  amending  rather 
than  bring  it  up  at  this  time. 

Section  103 

Introduction  of  Delegate  from  Medical  Society  of  the 
State  of  New  Jersey 

Speaker  Andresen:  Yesterday  morning  I 

called  upon  delegates  from  our  neighboring  states, 
and  asked  if  any  were  here  to  come  to  the  platform. 
I am  informed  that  Dr.  Norton,  who  is  the  represen- 
tative from  New  Jersey,  and  who  I believe  is  presi- 
dent of  the  Medical  Society  of  the  State  of  New  Jer- 
sey, is  here.  I am  going  to  ask  Dr.  Kenney  to  es- 
cort Dr.  Norton  to  the  rostrum  to  say  a few  words 
to  us. 

....  Dr.  J.  Stanley  Kenney,  of  New  York,  es- 
corted Dr.  James  F.  Norton  to  the  rostrum  amid  ap- 
plause. . . . 

Dr.  James  F.  Norton:  Mr.  Speaker  and  mem- 
bers of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York,  as  president  of  the  Medi- 
cal Society  of  the  State  of  New  Jersey  I bring  you 
greetings  in  this,  your  annual  meeting.  I am  sure 
that  this  meeting,  like  our  own  held  recently,  is 
geared  to  the  very  serious  thought  of  the  threat  that 
confronts  American  medicine.  You  have  heard  a 
ot  about  it,  and  you  will  hear  more  I am  sure  during 
your  deliberations,  as  to  how  best  this  threat  can  be 
turned  back.  I am  confident  that  we  have  by  far 
the  better  side  of  the  position,  and  I am  very  hope- 
ful that  if  we  properly  and  adequately  get  across  to 
the  people  of  this  country  the  inefficiencies  and  the 
inequities  and  the  imperfections  in  any  type  of  a 
monopoly  of  the  practice  of  medicine  as  threatens 
us  now  under  compulsory  health  insurance  in  sharp 
contrast  to  the  voluntary  plans  that  your  Society  as 
well  as  ours  are  very  earnestly  sponsoring,  the  in- 
telligence of  the  average  run  of  the  American  people 
will  cause  them  to  decide  in  our  favor. 

I bid  you  Godspeed  in  your  deliberations,  and  I 
hope  that  out  of  this  session  will  come  what  we  ex- 


pect: something  worth  while  in  the  interests  of 

organized  medicine.  It  was  a pleasure  to  be  with 
you.  ( Applause ) 

Speaker  Andresen:  We  thank  you,  Dr.  Norton. 
Section  104  ( See  159 ) 

Bond  Issue  for  the  Building  of  Hospitals  in  New 
York  City 

Dr.  William  B.  Rawls,  New  York:  Before  pre- 
senting the  report  of  my  Reference  Committee,  I 
have  a resolution  to  offer: 

“Whereas,  the  City  of  New  York  has  proposed 
a program  for  the  building  of  new  and  the  renova- 
tion of  old  municipal  hospitals;  and 

“Whereas,  this  program  is  very  necessary  for 
the  welfare  of  the  indigent  sick  in  New  York  City; 
and 

“Whereas,  it  will  be  necessary  to  raise  this 
money  by  a bond  issue;  and 

“Whereas,  under  the  present  economic  situa- 
tion it  will  be  necessary  to  obtain  an  amendment 
to  the  Constitution  of  the  State;  therefore  be  it 
“Resolved,  that  the  House  of  Delegates  approve 
of  the  proposed  amendment  of  the  Constitution  of 
the  State. 

“Resolved,  that  section  seven  of  article  eight  of 
the  Constitution  be  amended  by  adding  thereto  a 
new  paragraph,  to  be  paragraph  D,  to  read  as 
follows: 

‘the  aggregate  of  indebtedness  initially  con- 
tracted from  time  to  time  after  January  first, 
nineteen  hundred  fifty,  for  the  construction,  re- 
construction and  equipment  of  city  hospitals, 
not  exceeding  the  sum  of  one  hundred  fifty 
million  dollars.  Any  indebtedness  thereafter 
contracted  in  excess  of  such  sum  for  such  pur- 
poses, other  than  indebtedness  contracted  to  re- 
fund indebtedness  excluded  pursuant  to  this 
paragraph,  shall  not  be  so  excluded.’ 

“Resolved  (if  the  Senate  concur),  that  the  fore- 
going amendment  be  submitted  to  the  people  for 
approval  at  the  general  election  to  be  held  in  the 
year  nineteen  hundred  forty-nine  in  accordance 
with  the  provisions  of  the  election  law.” 

Speaker  Andresen:  Referred  to  Reference 
Committee  on  Miscellaneous  Business  (A),  of  which 
Dr.  Eggston  is  the  chairman.  Dr.  Eggston  has  a 
lot  to  do  but  we  will  give  him  more. 

Section  105  ( See  12) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Legislation 

Dr.  Williaivj  B.  Rawls,  New  York:  The  Refer- 
ence Committee  has  reviewed  the  work  accom- 
plished by  the  Committee  on  Legislation,  and  wish 
to  commend  them  for  their  work.  Your  Reference 
Committee,  however,  would  not  be  honest  if  they 
did  not  tell  you  that  they  view  with  misgivings  our 
failure  in  the  legislative  field  during  the  past  year. 
They  are  particularly  concerned  about  our  inability 
to  secure  the  passage  of  bills  that  are  advantageous 
to  the  health  of  the  people  of  this  State,  and  our  in- 
ability to  secure  the  defeat  of  those  that  are  detri- 
mental to  the  health  of  the  people  of  this  State. 
They  believe  that  as  a whole  we  have  fared  rather 
badly  during  the  past  year. 

The  Committee  is  deeply  concerned  over  the 
apparent  apathy  of  the  legislative  committees  of  the 
various  counties.  On  some  of  the  most  controver- 
sial issues,  only  26  out  of  61  counties  replied  when 
asked  for  information  by  the  legislative  committee  of 
this  Society.  The  Committee  urges  that  every 
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delegate  here  return  to  his  own  society  with  the 
determination  that  an  alert  and  active  legislative 
committee  be  established. 

It  is  the  opinion  of  this  Committee  that  the  ac- 
complishments of  our  Society  in  the  field  of  legis- 
lative matters  are  far  from  what  we  believe  can  be 
accomplished.  We  further  believe  that  with  our 
present  setup  we  will  be  unable  to  secure  the  results 
that  we  are  convinced  this  Society  is  capable  of 
attaining. 

The  Committee  recommends  that  the  Council 
devise  ways  and  means  to  secure  a closer  relationship 
with  the  various  county  legislative  committees  so 
that  the  actions  of  these  committees  be  more  closely 
correlated  in  order  that  recommendations  made  in 
reference  to  proposed  legislation  shall  be  supported 
by  all  the  legislative  committees  throughout  the 
State. 

The  Committee  believes  that  in  order  to  obtain 
these  objectives  it  is  necessary  to  augment  our 
staff  in  Albany  to  the  end  that  a closer  and  more 
effective  relationship  with  the  legislators  may  be 
achieved. 

I move  the  approval  of  the  report  this  far. 

....The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  the  motion  was  put  to  a 
vote,  and  was  unanimously  carried.... 

Dr.  Rawls:  Your  Reference  Committee  wishes 
to  offer  the  following  resolution: 

“ Resolved , that  the  staff  in  Albany  be  aug- 
mented, preferably  by  someone  well-versed  in 
legislative  matters  and  in  public  relations,  in 
order  that  a closer  and  more  effective  contact  with 
the  legislators  may  be  maintained.” 

I move  its  approval. 

....The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.... 

Section  106  {See  72,  181,  193) 

Report  of  Reference  Committee  on  Report  of 
Council,  Part  IX:  Basic  Science  Law 

Dr.  William  B.  Rawls,  New  York:  Resolutions 
introduced  by  Dr.  Charles  Gullo  in  reference  to  the 
basic  science  law: 

“Whereas,  the  injunctive  procedure  for  the 
control  of  illegal  practice  failed  of  being  enacted 
at  the  last  session  of  the  Legislature;  and 

“Whereas,  illegal  practice  in  New  York  State 
constitutes  a serious  menace  to  public  health; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  recom- 
mend that  through  proper  channels  to  have  in- 
troduced a bill  at  the  next  session  of  the  New  York 
State  Legislature  which  will  incorporate  the  prin- 
ciple of  the  basic  science  law,  namely,  that  any- 
one, without  any  exemptions  whatsoever,  who 
holds  himself  qualified  to  treat  the  sick  must  take 
an  examination  in  those  sciences  which  are  basic 
in  all  schools  of  practice  of  the  healing  art.  This 
applies  whether  the  law  provides  for  licensure  or 
not,  unless  he  is  expressly  exempted;  and  be  it 
further 

“Resolved,  that  any  basic  science  law  granting 
any  exemptions  to  anyone  under  any  circum- 
stances be  actively  opposed  by  this  Society.” 

This  is  a revised  resolution  agreed  to  by  the  intro- 
ducer of  the  resolution,  and  I move  its  approval. 

....  The  motion  was  seconded.... 

Speaker  And  resen:  The  revised  resolution  has 
been  moved.  Is  there  any  discussion? 


Dr.  Ezra  A.  Wolff,  Queens:  Are  we  to  under- 
stand if  we  go  on  record  as  approving  this  resolu- 
tion we  will  have  approved  the  adoption  of  a basic 
science  law? 

Dr.  Rawls:  Correct. 

Dr.  Wolff:  If  that  is  so,  I would  like  to  discuss 
the  matter. 

Speaker  Andresen  : Come  right  up  to  the  micro- 
phone and  then  we  will  hear  you. 

Dr.  Wolff:  Mr.  Chairman  and  members  of  the 
House,  annually  the  problem  of  the  basic  science  law 
has  been  the  subject  of  prolonged  debate  on  the 
floor  of  this  House.  Annually  the  proposition  has 
been  rejected  as  unsound.  In  one  of  the  most  re- 
cent of  the  Council  committee  reports  that  same 
attitude  was  held,  but  the  prophets  of  doom  have  re- 
currently forecast  that  the  chiropractic  bill  is 
certain  of  passage  next  year.  We  are  told  that 
the  legislators  are  tired  of  the  problem,  and  that  they 
will  license  chiropractors  in  order  to  rid  themselves 
of  the  problem.  One  suggested  remedy  is  the  pass- 
age of  a basic  science  law  which,  according  to  its 
proponents,  will  drive  chiropractors  from  the  State 
by  making  it  difficult  for  them  to  be  licensed. 

Furthermore,  it  is  claimed  that  standards  will 
be  raised  so  there  will  be  no  incentive  for  the  train- 
ing of  chiropractors,  and  potential  candidates  will 
study  medicine  instead;  that  ultimately  then  the 
chiropractor  and  other  healing  cults  will  be  exter- 
minated. 

Cursory  thought  might  make  this  seem  feasible, 
but  on  closer  scrutiny  there  are  numerous  faults  in 
the  proposed  remedy.  In  the  first  place,  while  you 
can  easily  pass  a basic  science  law,  will  it  do  what  it  is 
supposed  to  do?  Standards  will  be  lowered  rather 
than  raised,  I am  sure,  since  the  present  standards 
under  our  present  law  are  higher  than  those  which 
are  incorporated  in  any  operative  basic  science  law. 

Then  a second  point  is:  What  makes  anybody 
think  that  a basic  science  law  could  be  enforced 
any  better  than  our  present  law  is,  since  the  main 
difficulty  apparently  with  the  enforcement  of  our 
present  law  is  that  we  have  no  machinery  for  its 
enforcement?  That  is  what  we  are  told — that  there 
are  not  enough  personnel  to  go  around  and  pick  up 
these  irregular  practitioners.  If  we  can  get  them 
for  a new  law,  why  can’t  we  get  them  for  what  we 
have  at  present? 

Has  the  licensing  of  chiropractors  under  any 
means  or  any  type  of  law  in  44  states  thus  far  raised 
the  level  of  their  education  or  of  their  standards? 
I don’t  know  that  there  is  any  evidence  that  proves 
to  me  at  least  that  this  has  occurred. 

How  about  the  grandfather  clause?  Do  even  the 
most  rabid  of  the  advocates  of  a basic  science  law 
feel  that  there  is  any  practical  chance  for  the  passage 
of  a basic  science  law  that  would  exclude  the  present 
irregular  practitioners?  I doubt  it  very  sincerely, 
and  I think  that  it  is  sort  of  a tongue-in-the-cheek 
attitude  to  assume  that  we  can  go  on  record  as 
favoring  a basic  science  law  which  would  be  prac- 
tical as  far  as  the  politicians  arc  concerned  and 
which  could  be  passed.  On  the  other  hand,  if  you 
passed  a basic  science  law  which  licensed  the  exist- 
ing chiropractors,  you  would  be  defeating  your  own 
objective.  In  spite  of  the  fact  that  it  is  felt  that 
ultimately  it  would  weed  them  out,  ultimately  is  a 
long  time  off  when  it  comes  to  waiting  for  three 
thousand  or  more  chiropractors  to  disappear. 

Another  group  of  proponents  of  basic  science  are 
the  self-styled  practical  group.  The  burden  of  their 
argument  is  that  since  passage  of  the  chiropractic 
bill  is  inevitable,  we  may  as  well  make  the  best  of  the 
situation  by  controlling  licensure  through  a basic 
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science  law.  Is  not  this  stand  really  a rationaliza- 
tion of  an  attempt  to  rid  ourselves  of  a distasteful 
and  burdensome  yearly  legislative  struggle  on  the 
assumption  that  following  the  achievement  of  a 
basic  science  law  we  are  going  to  be  able  to  sit  back 
smugly  and  let  the  law  take  its  course  and  ultimately 
be  entirely  freed  of  this  persistent  nuisance  of  ir- 
regular practitioners?  But  it  overlooks  the  most 
fundamental  of  all  considerations — that  its  recog- 
nition by  whatever  name  you  want  to  call  it  is  of  a 
system  which  not  one  of  us  here  believes  has  any 
slightest  shred  of  merit  or  basic  scientific  truth. 
Regardless  of  how  expedient  or  how  politic  the 
measure  may  be,  or  how  it  may  ultimately  work  for 
the  good  of  the  public,  if  we  advocate  its  passage, 
we  will  have  forfeited  all  right  to  the  claim  that  we 
are  motivated  by  consideration  of  the  public  wel- 
fare, and  we  will  be  placed  in  the  light  of  oppor- 
tunists who  are  seizing  at  a mechanism  for  destroy- 
ing competition  in  order  to  advance  our  own  inter- 
est and  espousing  hypocrisy  toward  a public  we 
are  pledged  to  protect.  (Applause) 

Dr.  Homer  J.  Knickerbocker,  Ontario:  The 
principal  reason  why  the  chiropractors  want  to  be 
licensed  is  to  eliminate  the  influx  of  migrant  men 
from  other  states  who  are  incompetent  and  cannot 
pass  their  own  states’  examinations.  It  is  a self- 
preservation  proposition  on  their  part.  Our  present 
law  is  idealistic  but  ineffectual,  and  the  chiropractors 
will  certainly  beat  us  if  we  don’t  do  something  to 
undermine  their  stand. 

I recently  talked  with  one  of  the  senators,  and 
our  conference  resulted  in  about  this  much:  He 
was  asked  how  about  the  resistance  a legislator 
might  be  expected  to  put  up  toward  any  bill,  and 
he  said  that  when  a man  went  to  Albany  he  was 
supposed  to  sit  in  a chair  and  get  calluses  in  the 
seat  of  his  pants;  as  a matter  of  fact,  he  sat  in  a 
chair  and  got  callused  all  over,  to  the  point  where  he 
had  very  little  respect  for  any  plea  for  anything  that 
he  could  not  consistently  follow. 

If  we  get  busy  and  do  something  to  increase  our 
effectiveness  in  our  legislative  program  by  an 
around-the-year  importuning  of  even  the  candi- 
dates for  Assembly  and  the  Senate  we  will  lay  a 
foundation  which  will  do  something  for  us.  Whe- 
ther basic  science  law  will  do  the  trick  or  not,  I 
think  no  one  can  tell  until  it  is  tried;  but  at  least 
we  might  better  try  it.  ( Applause ) 

Dr.  Benjamin  M.  Bernstein,  Kings:  Could  I be 
heard? 

Speaker  Andresen:  Yes,  after  Dr.  Rawls. 

Dr.  Rawls  : Before  the  start  of  the  next  speaker — 
we  did  not  have  in  mind  the  chiropractors  alone. 
For  example,  the  naturopaths  are  now  clamoring  for 
recognition,  and  there  are  others  clamoring  for 
recognition.  We  had  in  mind  all  those  who  are 
classed  by  us  as  being  beyond  the  pale  of  recogni- 
tion, as  quacks. 

Dr.  Bernstein  : It  has  taken  many  years  for  the 
National  Board  of  Medical  Examiners  to  perfect  a 
licensing  examination  which  will  be  accepted  by  45 
states  out  of  the  48.  We  are  now  in  New  York  State 
going  to  try  to  arrange  the  same  kind  of  a barrier 
that  Florida  has  and  some  other  few  states  that  are 
trying  to  keep  not  the  chiropractors  out  but  to 
keep  the  doctors  out.  These  men  who  pass  the 
National  Board  of  Medical  Examiners  are  com- 
petent, qualified,  well-trained  doctors,  and  they 
should  be  permitted  to  practice  medicine  in  New 
York  State. 

The  belief  that  we  can  keep  out  chiropractors, 
or  naturopaths,  or  others  by  adopting  the  basic 
science  law  to  me  sounds  rather  foolish  because, 


after  all,  you  know  to  try  to  stop  a chiropractor 
practicing  medicine  is  not  feasible  when  he  never 
did  practice  medicine.  He  always  has,  and  always 
will,  try  to  substitute  chiropractic  for  medicine. 
That  is  the  argument,  and  if  we  stop  talking  about 
chiropractors  practicing  medicine,  we  will  be  a 
darned  sight  better  off  in  trying  to  prevent  them 
from  substituting  chiropractic  for  medicine.  I 
can’t  see  where  any  basic  science  law  which  per- 
mits them  to  take  this  examination  is  O.K.,  that  if 
you  pass  this  examination  you  are  all  right.  That 
would  be  a terrible,  terrible  blunder.  As  I said  to 
one  of  the  men  in  our  county  who  is  interested  in 
antichiropractic  efforts,  the  matter  could  be  cleared 
up  considerably  if  he  would  say  to  any  legislator  he 
approached,  “If  you  had  your  boy  ill  on  the  field  of 
battle,  would  you  want  him  treated  by  a doctor  or  by 
a chiropractor?”  It  always  seems  to  me  we  can 
make  this  more  realistic  from  that  point  of  view, 
and  if  we  will  do  that,  we  can  accomplish  a darned 
sight  more. 

Dr.  Samuel  Schneierson,  Bronx:  Mr.  Speaker 
and  fellow  delegates,  I think  there  can  be  no  ques- 
tion about  the  fact  as  to  what  our  objective  is  here 
in  relation  to  this  problem.  As  in  relation  to  other 
problems,  we  are  primarily  concerned  with  the 
maintenance  of,  and  more  precisely  with  the  im- 
provement of,  the  medical  care  which  the  citizens 
of  this  State  deserve.  So  it  fellows  as  a corollary 
that  in  connection  with  this  resolution  and  its  con- 
sideration we  have  to  decide  only  one  thing:  Will 
we  by  our  endorsement  of  this  resolution  secure  a 
better  quality  of  medical  care  for  the  citizens  of  this 
State,  or  will  we  advocate  a measure  which  will 
ultimately  lead  to  the  deterioration  of  adequate 
medical  care  and  health? 

It  strikes  me  that  for  many  years  the  chiroprac- 
tors have  engaged  in  a steadfast  and  perhaps  even 
in  an  effective  campaign  to  secure  some  measure  of 
recognition  of  their  kind  of  work,  even  if  that  is  a 
euphemism  among  the  people  of  this  State.  May 
it  not  be  that  this  is  merely  an  attempt  to  do  on  their 
part  as  recent  dictators  have  done  in  the  past:  to 
divide  and  conquer;  to  divide  the  problem,  first, 
so  that  there  will  be  from  the  outset  recognition, 
and  then  with  that  gain  in  recent  history  proceed 
further  onto  the  next  step  in  what  might  not  turn  out 
to  be  an  effective  battle.  It  would  seem  to  me  in 
the  consideration  of  this  problem  that  unless  we 
can  be  convinced  that  this  measure  is  in  accordance 
with  our  best  precepts,  if  there  is  any  doubt  even 
among  those  who  may  have  some  inclination  to 
endorse  this  project — if  there  is  any  doubt  at  all 
on  the  part  of  the  gentlemen  here  assembled — 
we  have  no  alternative  but  to  reject  this  resolution. 
In  speaking  here  this  afternoon,  gentlemen,  I 
am  authorized  to  convey  to  you  the  unanimous  opin- 
ion of  our  delegation  that  this  resolution  should  at 
this  time  be  rejected. 

Speaker  Andresen:  Is  there  any  further  discus- 
sion. 

Dr.  Norman  S.  Moore,  Tompkins:  As  one  who 
first  met  the  impact  of  the  basic  science  law  idea  in 
this  House  of  Delegates,  I cannot  refrain  from  a few 
remarks  to  let  you  know  that  for  nearly  ten  years 
since  this  came  up,  and  I was  chairman  of  the 
reference  committee  that  considered  it,  and  we 
spent  one  whole  day  in  this  House  of  Delegates 
battling  the  pros  and  cons,  and  since  that  day  there 
has  been  committee  after  committee  appointed  to 
study  it,  there  have  been  reviews  by  Dr.  Hannon 
when  he  was  secretary  to  the  State  Board  of  Medical 
Examiners,  and  he  has  given  the  results  of  his  de- 
tailed studies  before  this  House,  so  has  Dr.  Lochner, 
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and  the  opinions  of  some  of  the  members  who  have 
been  on  special  committees  to  study  the  feasibility 
of  a basic  science  law  and  who  are  interested  in 
medical  education  have  also  been  reported  in  this 
House,  yet  this  proposition  has  always  been  turned 
down.  If  this  House  capitulates  to  this  resolution, 
they  will  rue  the  day  when  their  sons  and  daughters 
have  to  be  judged  by  the  people  on  the  medical 
examining  boards  who  are  going  to  get  medical 
student  certificates,  because  this  thing  is  a fact  in 
other  states  and  has  never  been  reported  correctly 


in  this  House  of  Delegates.  I feel  this  is  a very 
serious  crisis  to  put  before  us  immediately  before 
luncheon;  therefore,  Mr.  Speaker,  I offer  a motion 
to  defer  action  on  this  until  after  luncheon. 

....The  motion  was  seconded  by  several,  and  as 
there  was  no  discussion,  the  motion  to  defer  was  put 
to  a vote  and  was  unanimously  carried.... 

Speaker  Andresen:  We  are  adjourned  until  2 
o’clock. 

....The  session  adjourned  at  1:00  p.m.,  to  recon- 
vene at  2: 00  p.m 


. TUESDAY  AFTERNOON 

i May  3,  1949 


The  session  reconvened  at  2: 00  p.m. 

Speaker  Andresen  : I will  ask  Dr.  Rawls  to  con- 
tinue. 

Dr.  Rawls:  Gentlemen,  I would  like  to  move 
that  further  consideration  cf  the  resolution  being 
discussed  before  we  adjourned  on  the  basic  science 
law  be  deferred  until  tomorrow  morning  until  Dr. 
Lochner,  the  secretary  of  the  State  Board  of  Medical 
Examiners,  can  be  heard.  He  cannot  be  here 
this  afternoon. 

Speaker  Andresen:  Do  I hear  a second? 

Dr.  Samuel  B.  Burk,  New  York:  I will  second 
it. 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Frederick  S.  Wetherell,  Onondaga:  We 
have  all  heard  Dr.  Lochner  many  times,  and  I know 
that  all  of  us  know  just  about  what  Dr.  Lochner  is 
going  to  say.  I see  no  reason  why  we  should  neces- 
sarily have  men  outside  of  this  House  discuss  this 
subject  with  us  any  longer.  I object  also  for  other 
reasons  to  this  delay,  namely,  that  Dr.  Lochner  was 
here  this  morning,  was  he  not,  or  am  I mistaken  in 
that? 

Dr.  Rawls:  Dr.  Lochner  was  here,  but  he  had  to 
lecture  at  1 : 30.  This  report  was  supposed  to  be  put 
on  when  Dr.  Lochner  could  be  here  to  speak,  but  due 
to  our  guests  this  morning  it  could  not  be,  and  he  had 
to  leave  before  it  was  disposed  of. 

Dr.  Wetherell:  I entered  a room  last  night, 
where  Dr.  Lochner  had  been  speaking  to  half  a dozen 
men,  and  when  I appeared  all  was  silence.  I may  be 
out  of  order,  but  I just  do  not  like  in  any  respect  this 
business  of  registered  lobbying. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  the  motion  to  postpone  action  on  this 
resolution? 

Dr.  Jacob  Werne,  Queens:  I take  exception  to 
the  remarks  of  the  last  speaker.  I have  heard  Dr. 
Lochner  speak  for  the  good  of  practicing  doctors  of 
medicine  in  this  State,  and  if  by  the  term  “lobbyist” 
you  connote  somebody  of  ill  repute,  that  certainly 
does  not  fit  the  bill  with  him.  There  is  no  require- 
ment, so  far  as  I know,  whereby  any  man  who  wants 
to  lobby  for  anything  here,  or  argue,  or  in  any  way 
be  a proponent  or  an  exponent  or  antagonist  for  any 
issue  has  to  register  with  anybody.  This  is  not 
Washington,  D.C.;  this  is  Buffalo.  I am  against 
the  basic  science  law  nevertheless — 

Speaker  Andresen  : This  is  a motion  to  postpone 
action. 

Dr.  Werne:  I still  say  we  should  postpone  it  and 
hear  the  man  who  is  in  charge  of  licensure  and  exami- 
nation in  this  State.  He  certainly  can  give  us  some- 
thing to  think  about. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried. . . . 


Speaker  Andresen:  Very  well,  the  motion  is 
carried,  and  action  will  be  postponed  on  this  reso- 
lution until  tomorrow  morning. 

Section  107  ( See  52,  161 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  To  Amend  the  Education  Law  in  Rela- 
tion to  the  Practice  of  Psychiatry 

Dr.  William  B.  Rawls,  New  York:  The  next  is 
a resolution  presented  by  Dr.  Irving  J.  Sands,  of 
Kings. 

(Resolution  given  in  full — Section  52) 

I move  its  approval. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  car- 
ried. . . . 

Section  108  (See  71) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Injunctive  Relief  Procedure 

Dr.  William  B.  Rawls,  New  York:  Resolution 
introduced  on  behalf  of  Dr.  Solomon  Schussheim,  of 
Kings,  which  resolution  has  passed  the  House  once 
before  I believe. 

(Resolution  given  in  full — Section  71) 

Your  Reference  Committee  approves  of  this  reso- 
lution, and  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  109  (See  65) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  IX:  Legislation — Larger  Committee,  News 
Releases 

Dr.  William  B.  Rawls,  New  York:  Resolution 
introduced  by  Dr.  Aaron  Kottler,  of  Kings. 
(Resolution  given  in  full — Section  65) 

I move  its  approval. 

. . . .The  motion  was  seconded.  . . . 

• Speaker  Andresen:  Part  of  this  has  already  been 
carried  out  in  regard  to  the  Legislative  Committee, 
but  I see  no  harm  in  having  the  motion  brought  be- 
fore the  House.  Is  there  any  discussion? 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Section  110  (See  87) 

Report  of  Reference  Committee  of  Report  on  Coun- 
cil, Part  IX:  Representative  of  the  Five  Counties  to 
Be  Included  in  the  Committee  on  Legislation 

Dr.  William  B.  Rawls,  New  York:  Resolution 
introduced  by  Dr.  Margaret  Janeway,  New  York. 
(Resolution  given  in  full — Section  87) 
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Your  Reference  Committee  disapproves  of  this 
resolution  on  the  ground  that  this  has  been  covered 
in  a previous  resolution,  just  passed. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
adopted.  . . . 

Speaker  Andresen:  You  will  take  up  tomorrow 
morning  that  portion  of  your  report  that  had  to  do 
wdth  the  basic  science  law. 

Dr.  Rawls:  Yes. 

Speaker  Andresen:  Are  there  any  further  origi- 
nal resolutions,  which  we  might  have  to  refer  to 
reference  committees  for  consideration?  Does  any- 
body wish  to  make  a resolution? 

. . . .There  was  no  response.  . . . 

Section  111  ( See  67) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Increase  of  Fees  in  Physical  Medicine 
for  Workmen’s  Compensation  Cases 

Dr.  A.  Wilbur  Duryee,  New  York:  Mr.  Speaker 
and  members  of  the  House,  your  Reference  Com- 
mittee has  three  resolutions  that  were  submitted  to 
it.  Mary  Donlon  stole  some  of  our  thunder  by 
bringing  out  a revised  fee  schedule,  which  was  avail- 
able for  the  first  time  this  morning.  I have  a copy 
of  it  before  me  at  the  moment,  but  I have  not  had  a 
chance  to  discuss  it  with  the  sponsors  of  these  reso- 
lutions. However,  if  the  Speaker  orders  we  can  act 
on  these  resolutions,  and  if  there  is  any  conflict  with 
the  new  fee  schedule  it  will  automatically  adjust 
itself. 

Speaker  Andresen:  Right. 

Dr.  Duryee:  The  first  resolution  introduced  by 
Dr.  Madge  C.  L.  McGuinness,  of  New  York. 

( Resolution  given  in  full — Section  67) 

I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  112  ( See  55) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Radiology  Workmen’s  Compensation 
Fees 

Dr.  A.  Wilbur  Duryee,  New  York:  Resolution 
submitted  by  Dr.  Charles  Muzzicato,  of  New  York. 
( Resolution  given  in  full — Section  55) 

I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. 

Section  113  ( See  38) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Free  Choice  of  Physicians  for  Federal 
Employes 

Dr.  A.  Wilbur  Duryee,  New  York:  The  third 
resolution  was  introduced  by  the  Advisory  Subcom- 
mittee of  Workmen’s  Compensation  by  Dr.  Guy  S. 
Philbriclc,  of  Niagara. 

( Resolution  given  in  full — Section  38) 

I move  its  adoption,  Mr.  Speaker. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
it. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Section  114 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  X:  Workmen’s  Compensation 

Dr.  A.  Wilbur  Duryee,  New  York:  I now  have 
the  main  report. 


Your  Reference  Committee  has  reviewed  in  de- 
tail the  report  of  the  Council  Committee  on  Work- 
men’s Compensation.  We  approve  in  general  the 
full  report  which  covers  the  year’s  activities  of  the 
Bureau  of  Workmen’s  Compensation  and  the  Coun- 
cil Committee.  Certain  sections  of  the  report  will 
be  discussed  in  detail  with  recommendations  made 
where  indicated. 

Your  Committee  recommends  the  continuation  of 
the  present  structure  of  the  Council  Committee  of 
the  Advisory  Subcommittee  representative  of  all 
districts  of  the  State.  This  latter  committee  affords 
a good  liaison  between  the  county  societies  and  the 
Council  committee  until  such  time  as  a constitutional 
amendment  decreed  otherwise. 

This  morning  that  constitutional  amendment  was 
passed,  so  I believe  this  particular  recommendation 
will  not  be  necessary.  Is  that  right,  Mr.  Speaker? 

Speaker  Andresen:  I believe  so.  I think  that 
can  be  left  out. 

Dr.  Duryee  : We  approve  the  section  on  the  sim- 
plification of  report  forms  and  recommend  that  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  request  the  formation  of  a committee  consist- 
ing of  representatives  of  the  Council  Committee  on 
Workmen’s  Compensation  or  the  director  of  Work- 
men’s Compensation,  of  insurance  carriers,  em- 
ployers, and  the  Workmen’s  Compensation  Board  to 
study  and  recommend  the  simplification  proposed. 
We  again  urge  all  physicians  to  make  every  effort  to 
report  cases  promptly  and  in  detail. 

I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Dr.  Duryee:  Your  Committee  approves  the  sec- 
tion on  the  quality  of  medical  care  and  on  rehabili- 
tation and  urges  that  physicians  throughout  the 
State  do  everything  in  their  power  to  improve  the 
quality  of  medical  care  rendered  injured  workmen, 
including  the  use  of  consultants  wherever  indicated. 

Your  Committee  approves  Section  4,  which  urges 
the  prompt  rendering  of  bills  for  medical  and  surgical 
services. 

The  section  concerning  the  functions  of  the  Work- 
men’s Compensation  Bureau  has  covered  in  detail 
the  scope  and  duties  of  the  Bureau.  It  is  important 
to  point  out  that  the  Bureau  is  at  the  service  of  every 
doctor  in  the  State  who  practices  under  the  Work- 
men’s Compensation  Law  for  both  consultation  and 
assistance,  and  physicians  are  urged  to  avail  them- 
selves of  the  service. 

We  have  studied  the  section  of  the  fee  schedule 
and  strongly  urge  the  chairman  of  the  Workmen’s 
Compensation  Board  to  issue  a statement  on  the  dis- 
puted points  in  the  new  fee  schedule  as  soon  as  pos- 
sible, so  that  physicians  throughout  the  State  may 
have  a guide  in  their  charges  for  medical  services 
rendered.  (This  fee  schedule  was  brought  out  by 
Miss  Donlon  this  morning.)  Furthermore,  we 
strongly  recommend  that  the  fees  of  the  general 
practitioner  be  increased  to  meet  the  present-day 
costs  of  conducting  medical  practice  and  in  accord- 
ance with  prevailing  rates  in  private  practice. 

There  are  several  recommendations  that  deal  with 
the  same  subject,  so  I will  continue,  and  I think 
they  can  be  voted  on  as  a whole. 

Therefore,  a recommendation  is  in  order  for  the 
increase  of  fees  to  the  general  practitioners.  I move 
this  recommendation  be  adopted. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Duryee:  We  approve  and  recommend  that 
the  chairman  of  the  Workmen’s  Compensation 
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Board  review  the  fee  schedule  at  from  one-  to  two- 
year  intervals  so  as  to  make  it  representative  of  the 
prevailing  rate  of  medical  fees  throughout  the  State. 
I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded.  . . . 

Dr.  J.  Stanley  Kenney,  New  York:  I believe 
that  there  will  be  a conference  this  fall  on  this  ques- 
tion of  the  revision  of  the  fee  schedule  for  general 
practitioners.  I have  a quasipromise  to  that  effect 
that  it  will  be  done. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

I Dr.  Duryee:  With  the  tendency  for  an  increased 
demand  for  specialty  ratings  by  physicians  through- 
out the  State,  it  is  important  that  the  qualifications 
of  each  applicant  be  carefully  checked.  While  the 
qualifying  boards  may  accept  certification  by  an 
American  specialty  board  as  evidence  of  competence 
in  a special  field,  the  lack  of  certification  should  not 
disqualify  a physician  who  is  otherwise  qualified 
in  accordance  with  the  standards  for  specialization 
set  up  by  our  Committee. 

We  also  urge  the  Council  to  request  the  Legisla- 
tive Committee  to  introduce  legislation  to  bring 
about  a fairer  method  of  arbitration  based  upon  the 
method  in  vogue  throughout  the  rest  of  the  State  of 
disputed  medical  bills  in  the  four  counties  having  a 
population  of  over  one  million  now  under  the  juris- 
diction of  the  Medical  Practice  Committee. 

Your  Committee  recommends  to  the  Council  that 
the  Legislative  Committee  again  introduce  and  ob- 
tain support  for  an  amendment  to  Section  13(g)2  of 
the  Workmen’s  Compensation  Law  to  provide  for 
arbitration  of  disputed  medical  bills  in  the  county 
where  the  medical  services  were  rendered. 

I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Duryee:  We  recommend  that  the  Council 
instruct  the  Legislative  Committee  to  obtain  sup- 
port for  and  push  a bill  to  abolish  the  Medical  Prac- 
tice Committee  and  transfer  their  functions  to  the 
county  societies. 

I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . 

Dr.  Duryee:  Your  Committee  approves  the  re- 
port on  thoracic  surgery  and  recommends  to  the 
Council  that  they  request  the  chairman  of  the  Work- 
men’s Compensation  Board  to  approve  and  list  this 
subspecialty  under  the  symbol  M-17. 

I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Duryee:  One  more  recommendation,  and  we 
are  through. 

We  approve  the  section  on  group  practice  in  the 
report  and  recommend  that  the  provisions  of  the 
Workmen’s  Compensation  Law  be  brought  in  line 
with  the  provisions  of  the  Education  Law  concern- 
ing group  practice. 

I might  clarify  that.  Under  the  Workmen’s 
Compensation  ’Law  a group  cannot  bill  for 
services  that  any  one  member  rendered,  but  the 
bills  must  be  rendered  by  individuals.  With  the 
new  Education  Law  the  group  can  bill  as  a group  for 
services  rendered,  so  there  is  a conflict  in  the  law 
that  should  be  straightened  out,  and  that  is  the  rea- 
son for  that  recommendation. 

I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was 


no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. 

Dr.  Duryee:  We  approve  the  Committee  report 
on  Rule  19  in  so  far  as  it  applies  to  fees  collected  by 
hospitals  for  services  rendered  by  pathologists,  physi- 
cal therapy  physicians,  and  anesthesiologists. 

Your  Committee  is  pleased  to  endorse  the  felicita- 
tions of  the  Committee  for  the  cooperation  afforded 
by  the  Workmen’s  Compensation  Board,  Miss  Mary 
Donlon,  chairman,  and  of  the  district  administrators 
and  other  officials  of  the  Workmen’s  Compensation 
Board.  It  also  approves  the  sentiments  concerning 
the  Compensation  Insurance  Rating  Board,  Mr. 
Henry  Sayer,  chairman,  and  concerning  Mr.  Irving 
Safferman  in  charge  of  arbitrations  for  the  insurance 
carriers. 

Your  Committee  wishes  to  commend  the  chair- 
man of  the  Committee,  Dr.  J.  Stanley  Kenney,  his 
associates,  and  the  director  of  the  Bureau,  Dr. 
David  J.  Kaliski,  for  their  efficient  and  devoted 
attention  to  their  duties  during  the  past  year.  We 
also  wish  to  commend  the  office  staff  of  the  Bureau 
for  their  faithfulness  and  devotion  to  their  duties. 

I move  this  report  be  accepted  as  a whole. 

....  The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Section  115  ( See  10) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Medical  Care  Insurance 

Dr.  Guy  S.  Philbrick,  Niagara:  Your  Reference 
Committee  has  studied  the  report  of  the  Subcom- 
mittee on  Medical  Expense  Insurance  of  the  Council 
Committee  on  Economics.  We  commend  the  Sub- 
committee for  the  careful  and  thorough  analysis  it 
made  of  the  proposals  formulated  by  the  Blue  Cross- 
Blue  Shield  Commissions  for  a Blue  Cross-Blue 
Shield  Association  and  a Blue  Cross-Blue  Shield 
Health  Service,  Inc.,  at  its  October  14,  1948,  meet- 
ing, and  for  the  action  taken  disapproving  these  pro- 
posals. 

Your  Reference  Committee  recommends  approval 
of  the  efforts  of  the  Subcommittee  in  laying  the 
groundwork  for  the  establishment  of  a State-wide 
contract  to  be  administered  by  the  six  New  York 
State  approved  plans,  and  hopes  this  will  be  an  ac- 
complished fact  in  the  very  near  future. 

Your  Reference  Committee  recommends  approval 
of  the  Subcommittee’s  recommendation  through  the 
Council  Committee  on  Economics  that  approval 
be  extended  to  the  six  New  York  State  Plans  for  an- 
other year,  as  follows: 

United  Medical  Service,  Inc New  York  City 

Genesee  Valley  Medical  Care,  Inc Rochester 

Central  New  York  Medical  Plan,  Inc..  . .Syracuse 

Medical  and  Surgical  Care,  Inc Utica 

Northeastern  New  York  Medical  Service 

Albany 

Western  New  York  Medical  Plan,  Inc.. . .Buffalo 

Your  Reference  Committee  studied  with  a great 
deal  of  interest  the  report  of  the  activities  of  Mr. 
George  P.  Farrell,  director  of  the  Bureau  of  Medical 
Care  Insurance,  and  commends  him  for  his  efforts 
and  accomplishments. 

Your  Reference  Committee  especially  commends 
the  following  activities: 

(1)  The  quarterly  reports  on  the  progress  of  the 
plans  are  comprehensive  and  instructive  and  reveal 
the  great  strides  made  in  increase  of  membership 
and  financial  stability  of  the  plans  during  1948. 

(2)  During  the  year,  he  has  continued,  at  an  ac- 
celerated pace,  the  program  of  publicizing  to  the 
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doctors  and  the  public  the  various  aspects  of  medical 
care  insurance  by  many  personal  appearances  before 
professional  and  lay  groups. 

(3)  He  has  attended  many  county,  State  and 
national  meetings  pertaining  to  medical  care  insur- 
ance and  kept  the  Subcommittee  on  Medical  Ex- 
pense Insurance  informed  on  the  progress  in  this 
field. 

Your  Reference  Committee  recommends  a vote  of 
thanks  to  Dr.  A.  H.  Aaron,  chairman,  and  the  mem- 
bers of  the  Subcommittee  on  Medical  Expense  In- 
surance, and  to  Mr.  George  P.  Farrell,  director  of 
the  Bureau  of  Medical  Care  Insurance,  for  a job  well 
done. 

I move  the  adoption  of  this  part  of  the  report. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Section  116  {See  46) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Opposition  to  Imposing  Compulsory 
Health  Insurance  on  American  People 

Dr.  Gut  S.  Philbrick,  Niagara:  There  are  five 
resolutions  that  were  referred  to  this  Reference 
Committee.  The  first  is  that  presented  by  Dr. 
Floyd  S.  Winslow,  of  the  Medical  Society  of  the 
County  of  Monroe. 

{Resolution  given  in  full — Section  46) 

Your  Reference  Committee  approves  this  reso- 
lution, and  I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Section  117  {See  41) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Medical  Indemnity  Payments 

Dr.  Guy  S.  Philbrick,  Niagara:  The  second 
resolution  is  that  introduced  by  Dr.  Anthony  Gal- 
luccio,  delegate  from  the  Bronx  County  Medical  So- 
ciety. 

{Resolution  given  in  full — Section  41) 

Your  Reference  Committee  approves  this  resolu- 
tion, and  I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  carried.  . . . 

Section  118  {See  50) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Voluntary  Sickness  and  Hospital  In- 
surance 

Dr.  Guy  S.  Philbrick,  Niagara:  The  third  reso- 
lution was  presented  by  Dr.  C.  J.  C.  Parsons,  of  the 
Westchester  County  Medical  Society. 

( Resolution  given  in  full — Section  50) 

Your  Reference  Committee  approves  of  this  reso- 
lution, and  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  119  {See  33) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Voluntary  Health  Insurance  (National 
Enrolment  Agency) 

Dr.  Guy  S.  Philbrick,  Niagara:  Resolution 
introduced  by  Dr.  G.  W.  McAuliffe,  of  New  York 
County. 

{Resolution  given  in  full — Section  S3) 

Your  Reference  Committee  approves  this  resolu- 


tion with  the  addition  to  the  last  sentence  of  the 
words  “for  their  approval  of  this  plan.” 

At  this  time  I request  the  Speaker  to  allow  Dr. 
Gordon  Heyd  to  speak  for  a few  minutes  in  explana- 
tion of  this. 

Speaker  And  resen:  Dr.  Heyd,  will  you  come  up 
to  discuss  this  for  us? 

Dr.  Chas.  Gordon  Heyd,  Past  President:  I have  j 
no  comment.  The  recommendation  is  quite  clear,  j 
Mr.  Chairman. 

Dr.  Philbrick:  I move  its  adoption. 

. . . .The  motion  was  seconded  by  several. . . . 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Thomas  M.  D’Angelo,  Queens:  I would  like  |-t 
to  know,  first,  what  the  committee’s  report  is  on  that  1 
resolution. 

Speaker  Andresen:  They  say  they  favor  it. 

Dr.  Philbrick:  I move  the  approval  of  this  reso- 
lution. 

Dr.  D’Angelo  : Mr.  Speaker  and  members  of  the  1 
House,  on  the  face  of  it  this  resolution  seems  a per-  • I 
fect.ly  innocuous  one,  and  one  that  could  very  easily  j 
be  carried  and  approved.  Certainly  a national  en-  , I 
rolment  agency  is  a necessary  thing  at  the  present  ; I 
time  because  there  are  a number  of  large  corporations  ! I 
who  have  employes  in  various  states  of  the  union, 
and  these  corporations  would  like  to  enroll  their  1 
employes  and  insure  them  in  one  bunch.  However,  p 
because  of  the  fact  that  they  pay  taxes  in  different.  I 
states  of  the  Union  they  have  not  asked  the  govern-  11 
ment,  to  be  allowed  to  pay  the  taxes  all  in  one  sum  j 
and  distribute  them  throughout  the  different  states. 
We  feel  that  such  an  enrolment  agency  would  be  a | 
good  thing,  nobody  seems  to  have  much  objection  to  > 
that,  but  now  we  come  to  the  crux  of  the  matter,  and 
that  is  a national  insurance  company,  because  that  is 
exactly  what  that  implies.  This,  gentlemen,  is  a 
very  difficult  proposition.  I don’t  say  it  cannot  be 
done,  but  I think  its  benefits  would  be  far  outweighed 
by  its  faults.  The  United  States  is  a very  large 
country.  Conditions  are  quite  different  in  Maine 
than  they  are  in  Mississippi,  Florida,  and  the  State 
of  Washington.  It  would  be  very  difficult  to  sell  the 
same  benefits  throughout  the  entire  nation.  Fur- 
thermore, as  the  top  corporation  was  proposed  last 
year,  within  five  years  the  medical  profession  would 
have  lost  complete  control  of  it. 

There  are  many  voluntary  insurance  plans 
throughout  the  United  States  today  that  are  pro- 
gressing favorably.  Such  an  insurance  company,  as 
advised  in  this  resolution,  I believe  would  practically 
wipe  out  our  present  local  plans.  We  don’t  even 
know  yet  what  type  of  contract  is  necessary.  I 
don’t  know  how  many  plans  there  are — there  may  be 
some  eighty-odd  plans  throughout  the  United 
States — but  I will  bet  there  are  over  one  hundred  I 
fifty  contracts  being  sold.  This  is  all  in  an  experi-  I 
mental  stage,  and  I strenuously  oppose  turning  over  I 
our  successful  local  plans  to  a national  agency  at 
present. 

Furthermore,  the  American  Medical  Association  j 
is  studying  this  problem  right  now.  Last  year  it 
went  on  record  as  being  opposed  to  a national  insur-  ; 
ance  company.  The  problem  has  had  continuous 
study,  and  I am  sure  that  Dr.  Heyd  will  be  glad  to 
give  you  some  more  information. 

I was  going  to  move  at  this  juncture  that  no  action 
be  taken  at  this  time,  but  I am  afraid  such  a motion 
would  prohibit  any  further  debate.  Therefore,  I 
reserve  the  right  to  make  it  later  on. 

Dr.  Chas.  Gordon  Heyd:  Mr.  Speaker  and  mem- 
bers of  the  House,  I intended  to  remain  silent  because 
the  resolution  is  its  own  expression  of  intent.  In 
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addition,  I hated  to  disagree  with  a fellow  director 
of  mine  in  the  United  Medical  Service. 

First  of  all,  to  correct  some  factual  misconcep- 
tions, the  American  Medical  Association  did  not  re- 
fuse the  principle  of  a national  insurance  company. 
They  turned  down  a specific  company  that  was  rec- 
ommended, which  would  have  been  ultimately  con- 
trolled by  nonmedical  personnel.  They  rejected 
a specific  insurance  company  but  did  recommend 
national  enrolment. 

This  whole  question  is  shot  through  and  through 
with  political  implications.  No  one  can  fail  to  have 
noticed  the  rise  in  power  of  labor.  Labor  is  the 
motivating  force  in  national  contracts.  They  wish 
to  negotiate  at  the  top  level  with  Ford  and  General 
Motors  for  an  over-all  insurance. 

I do  not  visualize  any  particular  dangers  in  this 
rather  innocuous  resolution.  It  is  an  expression  of 
opinion.  What  I am  more  concerned  about  is  that 
you  and  I will  lack  audacity  and  imagination,  that 
we  will  fail  to  realize  that  in  times  of  changed  tech- 
nics we  need  new  answers  to  these  vast  complicated 
problems.  We  cannot  sit  indolently  here.  We 
must  move  forward,  or  a lot  of  other  men  will  carry 
these  banners. 

In  essence  what  does  this  resolution  propose? 
It  proposes  that  great  employers  with  vast  organiza- 
tions and  with  agencies  in  twenty  or  thirty  states 
will  have  the  means  of  being  enrolled  in  an  insurance 
company.  That  insurance  must  in  the  nature  of 
things  be  an  indemnity  insurance.  They  can  enroll 
out  of  Chicago  or  Detroit  for  any  employes  living  in 
our  area  down  in  New  York,  and  we  would  provide 
them  with  those  benefits  that  are  in  our  policies.  It 
means  nothing  more  nor  less  than  that.  If  the 
employe  went  into  the  State  of  Nevada,  there  is  no 
plan  there,  and  they  would  have  to  pay  on  an  in- 
demnity basis  for  such  services  as  that  state  pre- 
sented. Of  far  more  reaching  importance,  gentle- 
men, is  that  medical  men  control  Blue  Shield.  This 
resolution  proposes  that  through  all  the  echelons  of 
organization,  and  operation,  and  administration,  it 
shall  be  in  the  control  of  medical  men.  At  the  higher 
echelon  the  Blue  Shield  would  purchase  certain 
operational  functions  that  are  done  by  the  Blue 
Cross.  They  would  be  independent  contractors  for 
services. 

It  is  possible  to  extend  the  Blue  Cross  and  the 
Blue  Shield.  We  have  about  seventy  prepayment 
medical  plans  in  the  United  States  and  one  hundred 
sixty  different  contracts.  We  can  write  any  contract 
that  anybody  wants,  but  it  has  to  be  sold  at  a pre- 
mium that  people  will  pay.  For  example,  there  are 
noninsurable  contracts.  A man  seventy-eight  or 
eighty,  or  even  eighty-seven,  may  want  to  purchase  a 
contract,  an  annuity  of  $1,000  a month,  but  his 
premium  would  be  $999,  so  it  has  a noninsurable 
quality.  On  the  other  hand,  we  have  to  be  particu- 
larly zealous  that  when  we  have  prepaid  medical 
plans  we  mean  that  they  are  doctors’  plans;  and 
United  Medical  Service  proposes  to  put  into  its  fee 
schedule  remuneration  for  the  five  specialties  that 
are  now  being  offered  in  some  hospital  contracts. 

I see  no  reason  why  this  resolution  should  not  pre- 
vail. It  is  a step  forward.  If  we  could  anticipate  all 
of  the  misgivings  that  life  has  for  us,  we  should  retire 
to  some  cave  and  not  move  lest  the  passing  winds  of 
controversy  bother  us;  but  if  we  want  to  move  for- 
ward dynamically  let  us  embrace  the  opportunity 
and  measure  our  strength  and  estimate  our  great- 
ness. {Applause) 

Dr.  William  B.  Rawls,  New  York:  I would  like 
to  correct  one  misinterpretation  here,  and  that  is  this 


does  not  propose  turning  over  any  of  the  voluntary 
plans  that  now  exist  to  this  national  plan. 

I would  also  like  to  point  out  that  one  of  the  great- 
est criticisms  we  have  today  is  that  we  have  no 
national  plan.  Only  last  month  I received  a letter 
from  a United  States  Senator  who  has  appeared  on 
the  radio  and  television  against  compulsory  health 
insurance,  asking  us,  “When  are  you  going  to  have  a 
national  plan  ready,  because  we  believe  that  is  what 
you  should  have?”  Also  it  will  help  very  much  in 
our  fight  against  compulsory  health  insurance. 

I can  see  no  reason  why  we  cannot  explore  the 
possibility.  That  is  all  this  resolution  asks  for,  that 
we  go  ahead  and  try  to  do  something.  If  we  are 
always  going  to  be  too  timid  to  take  any  step  forward 
we  might  as  well  give  up  at  the  present  time  and  say, 
“Gentlemen,  give  us  compulsory  health  insurance 
because  we  are  too  timid  to  try  to  do  anything  on  our 
own.”  I think  that  has  been  our  greatest  trouble  in 
the  past,  and  it  is  about  time  that  we  realized  we 
have  to  take  a step  forward,  because  if  nothing  is 
ventured,  nothing  certainly  is  ever  gained. 

I heartily  approve  of,  and  recommend  the  passing 
of,  this  resolution. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried. . . . 

Section  120  {See  34) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Voluntary  Health  Insurance  (National 
Plan) 

Dr.  Guy  S.  Philbrick,  Niagara:  The  fifth  and 
last  resolution  was  introduced  by  Dr.  Felix  Ottavi- 
ano,  of  Madison. 

{Resolution  given  in  full — Section  34) 

Your  Reference  Committee  recognizes  and  is  in 
sympathy  with  the  objectives  desired  in  the  reso- 
lution, but  we  also  recognize  that  the  American 
Medical  Association  cannot  go  into  the  insurance 
business.  For  this  reason,  and  this  reason  only,  we 
recommend  disapproval  of  this  resolution. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  car- 
ried. . . . 

Dr.  Philbrick:  I now  move  adoption  of  the 
report  of  the  Reference  Committee  on  Report  of  the 
Council,  Part  VII,  as  a whole. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Philbrick. 
Section  121  {See  9) 

Report  of  Reference  Committee  on  Report  and 
Supplementary  Reports  of  Malpractice  Insurance 
and  Defense  Board 

Dr.  Abraham  Koplowitz,  Kings:  First  of  all,  I 
would  like  to  express  my  thanks  to  Dr.  McGarvey, 
Dr.  Guess,  and  Dr.  Shea,  the  key  members  of  the 
Committee  that  met  with  me  here  and  discussed  our 
report,  and  for  the  help  that  they  so  generously  gave. 
The  other  member  was  not  here  for  unavoidable 
reasons,  and  his  substitute  did  not  appear. 

Your  Reference  Committee  on  the  Annual  and 
Supplementary  Reports  of  the  Malpractice  Insur- 
ance and  Defense  Board  has  studied  these  reports 
carefully,  and  is  extremely  gratified  to  observe  the 
intimate  knowledge  which  the  Board  evinces  in  this 
subject  and  the  care  they  have  given  to  this  matter 
which  is  so  vitally  important  to  the  membership  in 
the  practice  of  its  profession. 

The  figures  presented  seem  to  be  in  accordance 
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with  conditions  as  they  prevail  today  and  not  in 
great  variance  with  those  of  last  year. 

We  are  happy  to  learn  that  the  Board  has  suc- 
ceeded in  concluding  an  agreement  for  our  group  in- 
surance with  so  reliable  a company  as  the  Employers 
Mutual  Liability  Insurance  Company  of  Wisconsin. 
Also,  we  note  with  interest  the  introduction  into  the 
agreement  with  the  company  of  a provision  for  a 
contingent  loss  reserve,  and  we  join  with  the  Board 
in  hoping  that  this  will  be  a solution  of  the  difficult 
problem  of  equitably  rating  malpractice  insurance. 
We  welcome  the  Employers  Mutual  into  partnership 
with  the  Society.  On  inspection  of  the  master 
policy  issued  to  the  Society,  we  definitely  can  state 
that  our  policies  will  be  nonassessable. 

We  say  this  because  some  of  our  delegates  were 
afraid  that  a mutual  company  in  case  of  difficulty 
might  require  an  assessment  from  its  policyholders. 
There  is  a definite  provision  which  will  prevent  that. 

After  last  year’s  report  of  the  Board,  we  are  sure 
that  a great  many  of  us  are  not  quite  happy  with  the 
knowledge  that  the  Yorkshire  Indemnity  Company, 
which  has  served  us  so  well,  would  not  continue  and 
was  carrying  us  on  a temporary  basis. 

Your  Committee  had  reason  to  feel  that  the  sud- 
den and  large  increase  in  rates  of  last  year  was  fully 
understood  by  the  membership,  as  evidenced  by  the 
unanimous  approval  of  last  year’s  report  by  the 
House  of  Delegates.  However,  we  still  hear  occa- 
sionally from  doctors  who  report  that  they  can 
get  their  insurance  cheaper  and  who  want  to  know 
why  they  should  not  avail  themselves  of  the  oppor- 
tunity. Some  of  them  do  not  yet  realize  that  insur- 
ance is  what  it  means,  and  that  if  protection  is  less 
than  perfect,  it  is  worthless. 

Your  Reference  Committee  feels  that  too  much 
emphasis  cannot  be  placed  on  the  fact  that  our  rates 
are  fixed  by  our  Board  together  with  the  Company, 
after  careful  analysis  of  the  actuarial  facts.  In 
working  out  the  new  rates,  which  will  be  effective 
July  1,  1949,  the  Board  did  so  with  responsible  heads 
of  the  Employers  Mutual  Liability  Insurance  Com- 
pany and  not  some  local  agent,  and  the  negotiations 
were  predicated  on  the  findings  and  report  of  our 
consulting  actuaries,  Messrs.  Wolfe,  Corcoran,  and 
Linder. 

The  annual  report  begins  by  discussing  the  major 
problems  of  the  Board,  of  which  the  first  and  most 
important,  because  it  tinctures  everything  else,  is  our 
rising  loss  costs.  The  Board’s  analysis  is  careful  and 
factual  as  far  as  common  sense  can  make  it  so.  The 
increase  in  rates  from  1921  to  today,  during  which 
the  cost  of  $5,000  of  insurance  rose  from  $18  to  $55, 
can  easily  be  understood  by  us  when  we  realize  the 
tremendous  rise  in  law  suits  against  doctors.  The 
chairman  of  your  Reference  Committee  can  remem- 
ber the  time  when  few  physicians  thought  of  mal- 
practice insurance;  it  was  unheard  of  by  the  ma- 
jority of  doctors. 

The  unprecedented  rise  in  living  standards  of 
our  population  has  brought  about  a condition  where 
most  of  our  voluntary  hospitals  today  fill  their  beds, 
in  great  measure,  with  private  cases  who  pay  their 
doctors.  Patients  expect  more,  and  the  courts  hold 
medical  men  to  a stricter  accountability  for  their 
acts. 

In  the  beginning  of  our  insurance  era  claims  were 
few,  but  some  of  us  saw  a marked  decrease  as  time 
wrent  on  and  wondered  how  long  it  would  be  before 
the  threat  of  malpractice  suits  would  become  a for- 
midable factor  in  the  practice  of  medicine. 

The  growth  in  the  field  of  insurance  generally  has 
made  the  public  claim-conscious.  Knowledge  on 
the  part  of  the  public  that  doctors  carry  malpractice 
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insurance  results  in  suits  being  instituted  and  pressed 
that  might  never  have  arisen  against  individual,  un- 
insured doctors.  Courts  and  juries  are  likewise 
aware  of  the  insurance  factor  and  act  accordingly  in 
their  decisions  and  awards.  The  rising  cost  of  liv- 
ing and  the  cheapness  of  money  are  also  influences  to 
be  reckoned  with. 

The  report  stresses  the  preventable  causes  of  many 
malpractice  claims  and  lays  them,  quite  properly  it 
seems,  at  our  own  door.  The  cases  cited  in  last 
year’s  report  amply  illustrate  how  careful  doctors 
have  to  pay  for  the  untrained  and  careless  ones,  i 
The  Board  emphasizes  that  behind  every  malprac- 
tice claim  is  a dissatisfied  patient.  Our  attention  is  > 
called  to  the  fact  that  sympathetic  handling,  real 
careful  care,  that  is,  living  up  to  the  requirements  of  > i 
the  “personal  relationship  between  doctor  and  pa- 
tient” which  we  stress  so  much,  will  prevent  a good  ■ 
many  suits,  even  though  the  results  may  not  be  en- 
tirely happy.  We  cannot  quarrel  with  that.  Pre-  ,i 
ventable  claims  must  be  stopped  at  the  source,  if  at  I 
all  possible. 

Last  year-  the  Board  was  granted  authority  to  , 
deny  renewal  of  insurance  to  members  found  guilty 
of  acts  for  which  no  excuse,  in  common  decency,  can  i 
be  found.  The  Council  has  additional  authority  to 
limit  the  amount  of  insurance  a member  may  have,  I 
or  to  deny  it  altogether  to  doctors  whose  medical  pro-  i 
cedures,  conduct  or  attitude,  in  the  opinion  of  com- 
petent medical  opinion,  is  a burden'  to  the  group 
plan  more  hazardous  than  it  should  carry.  The 
Board  now  asks  that  the  powers  now  divided  be- 
tween the  Board  and  the  Council  in  such  manner  be  | 
centralized  by  the  addition  of  certain  paragraphs  i 
to  Section  II  of  the  Regulations’ Governing  Malprac- 
tice Defense  and  Group  Insurance,  as  follows: 

“The  authority  to  limit  the  amount  of  insurance 
protection  granted  to  any  member  and  the  au- 
thority to  withdraw  the  privilege  of  renewal  of 
indemnity  insurance  under  the  group  plan  under 
conditions  hereinabove  stated  is  hereby  delegated 
to  the  Malpractice  Insurance  and  Defense  Board 
and  shall  be  one  of  the  duties  of  the  Board. 

“The  Board  may,  in  lieu  of  withdrawing  the 
privilege  of  renewal  of  insurance  from  a member 
under  the  conditions  stated,  order  that  a deduct- 
ible average  clause  in  some  given  amount  be  ap- 
plied to  the  renewal  of  such  insurance. 

“Any  member  whose  insurance  is  affected  by 
a decision  of  the  Board  shall  have  the  right  of 
appeal  to  the  Council.  The  decision  of  the  Coun- 
cil shall  be  final.” 

The  attention  of  the  delegates  is  called  to  the  pro-  I 
posed  use  of  the  deductible  average  clause  when  ap- 
proved by  the  Insurance  Department.  We  are  all 
familiar  with  the  working  of  deductible  clauses  in  our 
automobile  insurance,  but  this  is  a new  concept  in 
malpractice  insurance. 

The  introduction  of  this  idea  in  malpractice  insur- 
ance should  act  as  a deterrent  to  those  of  us  who  may 
be  inclined  to  carelessness  in  evaluating  our  ability 
or  in  the  conduct  of  our  practice.  The  few  doctors 
whose  insurance  will  carry  this  clause  will  still  be 
left  with  full  protection  beyond  the  deductions  pro- 
vided. In  addition,  your  Reference  Committee  con- 
siders it  desirable  to  point  out  that  the  application  of 
these  punitive  measures  will  not  be  applied  by  any 
outside  agency,  but  by  a committee  of  our  own  choos- 
ing, brothers  in  the  profession,  the  Malpractice  In- 
surance and  Defense  Board  of  the  State  Society. 

It  is  presumably  unnecessary  to  add  that  the  utmost 
care  will  be  exercised  to  give  each  member  of  the 
Society  full  justice  and  the  benefit  of  any  doubt. 
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Your  Committee  approves  these  proposals  of  the 
Board,  and  I move  their  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Koplowitz:  Last  year  the  House  of  Dele- 
gates adopted  a resolution  introduced  by  Dr.  Fred- 
erick S.  Wetherell,  of  Onondaga  County,  which 
asked  for  a study  of  the  Alameda  County  (Cali- 
fornia) public  relations  and  malpractice  claim  pre- 
vention plan.  The  resolution  read  as  follows: 

“Resolved,  that  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  instructed  to 
study  the  Alameda  County  Plan,  and  as  soon  as 
feasible  to  institute  procedures  which  will  end  in 
the  employment  of  measures  of  like  nature  in  the 
constituent  county  societies  or  district  branches  of 
the  Medical  Society  of  the  State  of  New  York.” 

At  the  request  of  the  Council,  the  Malpractice  In- 
surance and  Defense  Board  not  only  complied  with 
this  directive,  but  also  investigated  the  Los  Angeles 
County  claim  prevention  plan  and  inquired  into  what 
is  being  done  in  the  States  of  Connecticut  and  New 
Jersey  in  this  matter. 

The  Alameda  County  plan  is  the  most  ambitious  of 
all  because,  in  addition  to  claim  prevention,  it  covers 
many  other  fields  of  medical  service  to  the  com- 
munity which  would  be  almost  revolutionary  in  most 
of  our  counties.  Your  Reference  Committee  feels, 
however,  that  if  it  were  possible,  this  type  of  medical 
service  would  improve  public  relations  far  more  than 
any  propaganda  campaign. 

The  Los  Angeles  County  Medical  Association  has 
an  enrolment  of  about  3,500  doctors  who  serve  a 
population  which  compares  with  our  largest  metro- 
politan counties.  This  Association  has  a plan  which 
is  not  so  comprehensive,  although  it  is  said  to  have 
fathered  the  Alameda  County  setup.  Some  of  their 
claim  prevention  program,  however,  might  lend  it- 
self to  adoption  by  our  county  societies,  with  such 
variations  as  may  be  necessary  to  fit  local  conditions. 

Both  plans  aim  to  prevent  malpractice  claims  at 
the  source.  We  consider  it  wise  to  repeat: 

“Reduced  to  its  simplest  terms,  the  claim  pre- 
vention program  can  be  described  as  based  upon 
the  theory  that  an  injured  patient  is  entitled,  with- 
out cost  to  him,  to  whatever  corrective  procedures 
are  necessary  to  repair  the  damage,  whether  the 
doctor  was  right  or  wrong,  and  that  he  is  entitled 
to  reasonable  reimbursement  for  loss  of  time  and 
for  pain  and  suffering  if,  in  the  considered  judg- 
ment of  the  medical  experts,  the  doctor  was  at 
fault.  If  the  doctor  was  not  at  fault,  any  payment 
beyond  the  cost  of  the  corrective  treatments  is  re- 
sisted solidly  by  the  entire  county  organization. 
This  theory  can  easily  be  stated  but  to  put  it  into 
practical  application  requires  a great  deal  of  or- 
ganization, hard  work,  discipline,  and  close  co- 
operation between  the  county  organization,  the 
members,  their  legal  service,  and  their  insurance 
company.” 

To  illustrate  their  method  of  procedure,  the  Los 
Angeles  County  Medical  Association  cited  a case  in 
which  a neurosurgeon  was  flown  to  Los  Angeles  from 
Washington,  D.C.,  to  repair  the  nerves  and  tendons 
of  a boy’s  hand,  which  had  been  severed  in  two 
places.  Complete  function  and  use  of  the  hand  was 
restored.  The  cost  of  the  repairs  was  probably  high, 
but  very  small  compared  with  the  cost  of  damages 
which  might  have  been  assessed  against  the  respon- 
sible doctor  by  a jury  if  the  repair  had  not  been 
made. 


In  Connecticut  and  New  Jersey  the  state  and 
county  societies  have  set  up  committees  whose  duty 
it  is  to  review  and  comment  on  threatened  malprac- 
tice suits.  While  not  in  any  way  approaching  the 
efforts  of  our  west  coast  brethren,  these  states  have 
recognized  the  obligation  of  the  profession  to  pre- 
vent malpractice  claims  at  the  source,  so  far  as  pos- 
sible. It  is  well  to  remember  in  this  connection  that 
none  of  these  organizations  has  a scientific  insurance 
plan  managed  by  members  of  the  organization  com- 
parable with  our  Malpractice  Insurance  and  Defense 
Board. 

The  plans  of  Alameda  and  Los  Angeles  Counties 
strike  one  as  far  more  than  claim  prevention;  they 
actually  serve  a most  altruistic  purpose  in  correct- 
ing mistakes,  both  avoidable  and  unavoidable,  thus 
preventing  serious  damage  to  individuals  and  in  that 
way  entirely  fulfilling  the  obligation  of  the  profes- 
sion to  its  patients. 

The  Board  has  obtained  permission  from  the 
Council  of  the  State  Society  to  inaugurate  claim  pre- 
vention measures  through  pilot  committees  to  be  es- 
tablished in  certain  selected  counties.  In  discussing 
the  plan  with  the  Malpractice  Insurance  and  Defense 
Board,  we  are  impressed  with  their  plan  to  inaugu- 
rate this  in  one  county,  until,  by  the  process  of  trial 
and  error,  a plan  that  can  work  will  evolve.  Your 
Reference  Committee  fervently  hopes  that  from  this 
beginning  we  shall  be  able  to  develop  plans  to  safe- 
guard the  best  interests  of  both  our  patients  and 
ourselves.  Needless  to  say,  such  a program  must 
necessarily  take  some  time  before  it  will  show  its 
effects  on  the  insurance  rates. 

I move  the  adoption  of  the  report  as  a whole. 

Dr.  Harry  C.  Guess,  Erie:  I second  it. 

Speaker  Andresen:  The  adoption  of  the  report 
as  a whole  has  been  moved.  Is  there  any  discussion? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Mr.  Speaker, 
several  years  ago  you  recall  Bronx  County  seemingly 
annoyed  the  House  of  Delegates  by  working  on  the 
malpractice  insurance  proposition  in  this  State. 
You  may  also  have  noticed  in  the  last  year  or  two 
that  Bronx  County  has  not  been  annoying  the  House 
of  Delegates.  The  reason  for  that  is  that  I come  here 
to  commend  the  Malpractice  Insurance  and  Defense 
Board  for  its  very  efficient  work  and  because  of  the 
fact  that  they  have  now  recognized  that  what  we 
were  trying  to  maintain  for  several  years  exists ; that 
there  was,  and  is,  a very  definite  problem;  and  that 
they  are  working  to  correct  it,  so  there  is  certainly 
nothing  we  can  do  but  commend  them  for  their 
work. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Section  122 

Report  of  Reference  Committee  on  Report  of  Legal 
Counsel 

Dr.  Abraham  Koplowitz,  Kings:  Your  Ref- 

erence Committee  has  also  studied  the  report  of 
the  counsel. 

Mr.  William  F.  Martin,  your  Society’s  counsel, 
and  Mr.  Clearwater,  the  attorney  for  the  Society, 
and  their  staff,  have  continued  their  work  for  the 
Society.  We  note  that  during  the  year  two  new 
men  have  been  added  to  their  staff,  one  of  whom 
has  medical  as  well  as  legal  training,  which  should 
add  to  the  efficiency  of  the  staff,  and  should  be 
beneficial. 

We  wish  to  point  out  as  a preliminary  statement 
in  connection  with  defense  and  malpractice  litiga- 
tion that,  as  your  counsel  has  noted  in  his  report, 
much  of  that  litigation  is  obviously  the  result  of 
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careless,  hasty,  and  needless  remarks  by  one  physi- 
cian concerning  the  work  of  another.  Such  criti- 
cism should  be  avoided,  and  each  member  of  the 
profession  should  always  bear  in  mind  how  readily  a 
patient  can  be  stimulated  to  institute  a malpractice 
claim. 

In  his  work,  your  counsel  has  defended  the  mal- 
practice actions  brought  against  members  insured 
under  the  group  plan  sponsored  by  the  Society,  and 
has  also  been  called  upon  to  defend  a considerable 
number  of  members  who  were  without  insurance. 
Your  Reference  Committee  points  out  that  these 
men  must  have  realized  the  desirability  of  carrying 
malpractice  insurance  under  the  Society’s  group 
plan  when  they  were  confronted  with  the  realities 
of  malpractice  litigation. 

We  note  that  during  the  year  your  counsel  has  dis- 
posed of  140  actual  malpractice  actions,  together 
with  a number  of  claims.  There  have  been  in- 
stituted during  the  same  period  of  time  203  new  ac- 
tions. These  actions  are  on  the  increase  over  the 
past  few  years.  We  find  that  the  number  of  new 
actions  is  considerably  greater  than  during  the  war 
years,  but  that  it  is  comparable  with  the  amount  of 
work  handled  prior  to  the  war. 

We  note  particularly  the  important  decision  ob- 
tained by  your  counsel  during  the  year,  which  was 
finally  determined  by  the  Appellate  Courts  to  the 
effect  that  a surgeon  may  not  automatically  be  held 
liable  for  the  negligent  acts  of  hospital  personnel. 

Your  counsel  and  Mr.  Clearwater  have,  during 
the  year,  done  a vast  amount  of  work  handling  the 
legal  aspects  of  the  many  problems  which  arise  in 
connection  with  the  administration  of  the  affairs  of 
the  Society.  They  attend  the  meetings  of  the 
Council  and  Board  of  Trustees  and  many  com- 
mittees of  the  Society  and  devote  considerable  time 
to  advising  various  individual  members  who  con- 
sult them  concerning  medicolegal  problems  of  all 
sorts. 

In  concluding,  your  Reference  Committee  rec- 
ommends that  the  report  of  your  legal  counsel  be 
approved  and  that  he  be  commended  for  the  efficient 
manner  in  which  he  and  his  staff  have  handled  the 
legal  affairs  of  the  Society  and  the  legal  aspects  of 
malpractice  defense. 

We  move  the  adoption  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Koplo- 

witz! 

Section  123 

Report  of  Reference  Committee  on  Report  of 
Treasurer 

Dr.  Stephen  R.  Monteith,  Rockland:  Your  Ref- 
erence Committee  on  Report  of  the  Treasurer 
wishes  to  commend  your  treasurer  for  his  report, 
and  further  thank  him  for  comparative  reports  pub- 
lished showing  the  financial  growth  of  our  Society 
during  the  past  twenty  years. 

It  is  gratifying  also  to  note  that  the  accumulated 
assets  of  the  War  Memorial  Fund  have  by  the  close 
of  the  fiscal  year  of  1948  reached  beyond  the  half- 
way mark  of  the  proposed  accumulation. 

Examination  of  the  published  report  of  the  Pub- 
lication Committee  with  the  estimate  contained 
therein  of  a deficit  of  $84,000  for  publication  of  the 
Directory  and  of  the  possible  deficit  arising  from 
operation  of  the  Journal  would  seem  to  take  care 
of  the  treasurer’s  question,  “Why  should  we  always 
be  adding  to  our  surplus?’’  Your  committee  will 


join  the  treasurer  in  not  answering  the  query  and 
agree  thoroughly  with  him  on  the  advisability  of 
maintaining  a surplus. 

The  one  recommendation  made  by  the  treasurer  is 
the  authorization  by  the  House  of  Delegates  of  the 
furnishing  of  forms  to  the  component  county  socie- 
ties in  reporting  uniformly  dues  and  assessments  to 
the  State  Society.  Your  Reference  Committee 
heartily  endorses  this  proposal  and  so  recommends. 

Your  Reference  Committee  should  also  like  to 
commend  Dr.  Reuling  for  his  efficient  service,  and 
to  express  the  thanks  of  our  Society  to  him  and  to 
the  assistant  treasurer  for  their  excellent  services  to 
the  Society. 

I move  the  adoption  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . . 

Section  124  (See  8,  133,  139) 

Report  of  Reference  Committee  on  Report  and  Sup- 
plementary Report  of  Board  of  Trustees 

Dr.  Stephen  R.  Monteith,  Rockland: 

The  Reference  Committee  on  Report  of  the  Board 
of  Trustees  should  first  like  to  open  its  remarks  with 
an  expression  of  sorrow  at  the  passing  of  that  genial 
servant  of  the  Society,  the  late  Dr.  Albert  Gartner 
of  Buffalo. 

Your  Board  of  Trustees  is  heartily  to  be  com- 
mended for  their  zeal  in  handling  the  affairs  of  the 
Society.  Your  Reference  Committee  is  heartily  in 
agreement  with  their  interpretation  of  the  function 
of  the  Board  of  Trustees  as  expressed  in  the  printed 
report,  and  we  should  like  to  quote  from  that  report 
their  definition: 

“A  trustee  is  responsible  for  the  proper  admin- 
istration of  funds  or  property  entrusted  to  him 
for  the  benefit  of  others.  It  is  a duty  to  prevent 
waste,  exercise  due  conservatism,  to  evaluate  pro- 
posed expenditure,  and  to  avoid  use  of  the  con- 
cept that  cheapness  is  the  sole  measure  of  econ- 
omy.” 

We  feel  that  our  Board  of  Trustees  has  compe- 
tently and  sincerely  performed  its  function.  We 
believe  that  the  funds  of  the  Society  are  compe- 
tently managed,  and  we  approve  of  the  way  in  which 
these  funds  are  distributed  and  handled. 

We  approve  of  the  action  of  the  Board  of  Trustees 
in  increasing  the  retainer  paid  to  our  legal  counsel 
and  the  increase  in  his  annual  expense  allowance. 

Your  Reference  Committee  would  like  to  call 
attention  of  the  House  to  the  two  recommendations 
made  by  the  Board  of  Trustees:  First,  the  admoni- 
tion given  to  committees  of  the  Council,  and  we 
might  add  the  House  of  Delegates,  to  live  within 
their  budgets;  and  secondly,  that  the  individual 
members  observe  the  regulation  calling  for  presenta- 
tion of  itemized  bills  for  expenditures  incurred 
within  the  prescribed  thirty-day  period. 

I move  the  adoption  of  this  portion  of  the  report. 
....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. .. . 

Dr.  Monteith:  This  is  on  the  supplementary 
report  of  the  Board  of  Trustees. 

Your  Reference  Committee  has  considered  the 
question  of  the  frequency  of  publication  of  the 
Directory  which  is  the  subject  of  the  supplementary 
report  of  the  Board  of  Trustees.  Publication  of  the 
Directory  is  a valuable  activity  to  which  the  Society 
is  committed. 

The  Publication  Committee  has  labored  arduously 
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to  produce  the  volume  with  due  economy.  Pro- 
duction costs  have  increased  tremendously.  Pub- 
lishing contracts  are  difficult  to  secure,  and  Directory 
advertising  has  poor  sales  value.  Our  neighboring 
societies  of  New  Jersey  and  Connecticut  have  re- 
fused to  contribute  to  the  cost  of  the  Directory.  Few 
members  of  the  Society  as  a whole  appreciate  these 
difficulties,  and  this  Committee  should  like  to  com- 
mend the  Publication  Committee  for  a job  well 
done.  Valuable  as  is  the  Directory,  your  Committee 
questions  if  this  value  warrants  a deficit  of  over 
$80,000.  It  would  appear  that  approximately  one- 
seventh  of  the  dues  income  of  the  Society  is  com- 
mitted to  this  activity.  It  is  the  largest  single  item 
of  expenditure  appearing  in  the  budget.  This  seems 
disproportionate  at  this  time  when  the  need  for  edu- 
cation of  both  physician  and  the  public  in  the 
dangers  of  advancing  socialism  should  be  the  prime 
activity  of  our  organization. 

The  Board  of  Trustees  recommends  that  the 
Directory  be  published  once  in  every  four  years 
instead  of  every  two  years  with  publication  of  a 
supplement  once  in  the  intervening  two  years. 

Your  Reference  Committee  questions  the  value  of 
such  a supplement,  and,  while  the  cost  of  the  ar- 
rangement would  undoubtedly  reduce  the  annual 
deficit,  we  do  not  think  the  value  of  such  a sup- 
plementary publication  sufficient  to  warrant  the  out- 
lay. 

Deficits  of  this  magnitude  cannot  be  allowed  to 
recur  with  maintenance  of  solvency  of  our  financial 
position.  Therefore,  it  would  appear  that  if  pub- 
lication of  the  Directory  is  to  be  continued  during 
this  present  era  of  high  costs,  an  increase  in  dues  of 
the  Society  is  an  immediate  necessity.  Your  Ref- 
erence Committee  would  suggest  as  a compromise 
that  the  House  of  Delegates  approve  publication  of 
the  Directory  once  every  three  years,  omitting  pub- 
lication of  any  supplement,  the  listings  in  this  new 
Directory  being  confined  to  physicians  of  New  York 
State  only,  leaving  out  practitioners  of  New  Jersey 
and  Connecticut. 

Mr.  Speaker,  I move  the  adoption  of  this  recom- 
mendation. 

....  The  motion  was  seconded  by  several.  . . . 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Abraham  Rabiner,  Kings:  It  seems  to  me 
that  this  is  too  important  a matter  to  be  passed  off 
lightly.  This  Directory  is  of  great  service  to  all 
physicians.  I am  reminded  of  the  fact  that  in  one 
of  the  national  scientific  associations  as  part  of  our 
annual  dues  we  were  to  receive  each  year  a volume 
of  the  transactions.  When  times  became  difficult, 
the  volume  continued,  and  was  presented  each  year 
as  heretofore,  but  instead  of  issuing  that  volume  as 
part  of  the  dues,  every  member  very  gladly  paid 
$5.00  or  $10.00  for  each  volume. 

I,  therefore,  suggest  an  amendment  to  the  motion 
that  the  Directory  be  issued  as  heretofore  every  two 
years,  but  that  every  member  or  anybody  wishing 
to  buy  the  book  pay  for  it. 

Dr.  Koplowitz  : I second  that  amendment. 

Dr.  James  F.  Rooney,  Trustee:  Mr.  Speaker 

and  gentlemen  of  the  House,  as  I understand  it  you 
are  directing  that  the  Directory  be  issued  every  two 
years.  That  is  the  purport  of  the  recommendation, 
am  I not  correct,  Mr.  Speaker? 

Chorus:  No. 

Speaker  Andresen:  The  amendment  was  every 
two  years,  and  we  are  now  discussing  the  amend- 
ment. 

Dr.  Rooney:  The  amendment  was  to  change  it 
to  every  two  years  and  to  charge  each  member  who 
wants  a copy? 


Dr.  Rabiner:  Correct. 

Dr.  Rooney:  If  you  have  looked  over  the  ex- 
penditures of  the  Society  for  the  last  two  Directories, 
you  will  realize  the  very  great  cost  that  has  been 
incurred  in  publishing  them,  especially  this  last 
edition.  The  cost  was  estimated  to  approximate 
$66,000  in  toto.  It  has  come  to  approximately 
$144,000,  which  is  over  half  of  the  total  income  in 
any  one  year  for  the  Society.  One  of  the  major  de- 
sires on  the  part  of  the  publications  group  of  the 
Society  is  the  securing  of  advertising  to  cut  down 
the  cost  to  the  Society. 

There  is  a very  large  section  of  this  State  in  which 
the  Directory  is  not  very  widely  used.  There  is  one 
section  in  which  it  is  extremely  important  and  is 
most  necessary.  The  Trustees  have  discussed  this 
matter  and  have  discussed  it  quite  considerably, 
within  the  last  year  especially.  It  has  seemed  to 
us,  and  we  have  taken  no  official  action  upon  it  be- 
cause it  is  a matter  of  policy,  and  we  are  not  charged 
and  rightly  have  no  function  to  perform  with  the 
continuing  policy  of  the  Society  except  in  the  pres- 
ervation of  our  financial  stability,  that  it  would  be 
much  wiser  instead  of  this  House  attempting  to  fix  a 
matter  that  will  come  within  the  purview  of  the  ex- 
penses of  the  Society  two  years  from  now  or  three 
years  from  now,  to  place  the  question  as  to  the  times 
and  the  intervals  in  which  the  Directory  should  be 
published  in  the  hands  of  the  Council  as  a continuing 
affair,  with  the  Council  reporting  to  the  House  each 
year  as  to  whether  or  not  they  feel  that  the  Directory 
should  be  published  in  an  ensuing  year  or  should 
continue  in  the  hands  of  the  next  Council  to  be  pub- 
lished at  their  recommendation  to  the  House. 

There  is  one  factor  that  must  be  considered,  and 
that  is  this:  The  long  intervals  between  the  pub- 
lications of  the  Directory  mean  that  an  entirely  new 
office  force  has  to  be  collected  approximately  a year 
in  advance  for  the  collection  of  the  material. 

I am  not  going  to  speak  in  approval  or  disapproval 
of  the  recommendations  of  your  committee,  except 
that  I feel  the  wiser  thing  would  be  to  follow  the 
plan  I have  outlined  to  you.  I am  not  going  to  pro- 
pose an  amendment,  but  I hope  that  there  will  be 
some  member  of  the  House  who  will  propose  such  an 
amendment  so  that  this  matter  and  the  time  of  pub- 
lication will  be  referred  to  the  Council  with  power  for 
this  Council  and  the  next  Council  to  decide  upon  the 
times  of  publication. 

There  is  one  thing  that  we  do  know,  gentlemen, 
and  that  is  this — and  I hope  that  some  member  of 
the  Publication  Committee  will  speak  to  it — we  have 
altogether,  as  estimated,  approximately  in  the  neigh- 
borhood of  7,000  changes  a year,  minor  or  major 
throughout  the  State.  There  has  been  some  talk 
about  putting  out  annual  supplements.  It  will  cost 
at  least  approximately  one  third  of  the  cost  of  the 
Directory  to  put  out  an  annual  supplement,  and  there 
will  be  no  income  from  advertising. 

It  seems  to  me  in  a matter  as  important  as  this 
that  it  would  be  better  to  refer  this  to  the  Council, 
giving  them  the  power  to  recommend  to  the  next 
House  when  the  Directory  should  next  be  published. 

Speaker  Andresen:  We  are  discussing  the 

amendment  made  by  Dr.  Rabiner,  which  was 
seconded  by  Dr.  Koplowitz. 

Dr.  Koplowitz:  Mr.  Speaker  and  gentlemen,  I 
have  seconded  this  amendment  because  I have  been 
thinking  of  it  for  a good  long  while.  Our  Directory 
is  not  just  a telephone  directory,  and  it  is  not  just  a 
city  directory.  It  is  a directory  giving  a man’s 
qualifications.  I find  it  important  almost  at  every 
office  hour  to  refer  to  it.  Occasionally  a patient  will 
tell  me  so-and-so,  and  I like  to  look  it  up  and  see  who 


76 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


they  are.  There  are  young  men  who  are  every  year 
receiving  certification  in  boards  or  are  joining  the 
various  colleges  who  are  very  keen  on  having  it  in  the 
Directory,  because  other  people  look  for  it.  Only 
recently  I was  confronted  with  this  situation — 
and  I am  free  to  say  that  it  is  not  a usual  thing — a 
patient  whose  doctor  was  away  had  to  be  operated 
on.  She  was  already  in  the  hospital.  He  was  not  at 
hand  to  be  consulted.  The  husband  was  advised 
by  a friend  of  his  to  look  and  see  what  initials  the 
proposed  surgeon  who  was  to  substitute  had,  and  un- 
less he  was  a diplomate  of  the  Board,  a F.A.C.S., 
he  was  not  to  take  him.  That  is,  of  course,  an  ex- 
treme case,  but,  gentlemen,  it  is  important  not  to  let 
it  go  more  than  two  years.  I would  much  rather 
pay  for  it  every  two  years  than  to  have  to  wait  three 
years  and  get  it  for  nothing,  and  the  young  men  I 
know  feel  the  same  way  about  it. 

We  are  a little  bit  too  sensitive  about  trying  to 
save  ourselves  $5.00  here  and  $5.00  there.  We  are 
carrying  on  a profession,  and  we  need  our  imple- 
ments, and  our  Directory  is  a part  of  them.  We 
should  not  be  deprived  of  it  for  longer  than  two 
years,  and  if  we  have  to  pay  for  it  we  will  pay  for  it. 

Speaker  And  resen  : I want  to  call  your  attention 
to  what  we  are  discussing.  Right  now  we  are  dis- 
cussing the  amendment  to  the  resolution,  which  is 
that  we  shall  have  the  Directory  published  every  two 
years,  and  that  we  are  to  vote  that  everybody  in  the 
Society  who  wants  a Directory  shall  pay  for  it. 

Dr.  James  R.  Reuling,  Treasurer:  Mr.  Speaker 
and  gentlemen  of  the  House,  there  is  not  available 
here  and  now  enough  information  to  give  this  House 
of  Delegates  an  answer  to  all  of  the  questions  that 
might  arise  on  this.  Dr.  Rooney,  one  of  your  Trus- 
tees, who  knows  a great  deal  about  the  running  of  the 
affairs  of  the  Society,  said  there  were  7,000  changes 
since  the  last  Directory.  The  changes  come  closer  to 
40,000  since  the  last  Directory. 

A motion  to  publish  every  second  year  and  sell  to 
such  members  as  want  it  is  impractical.  We  have 
nothing  to  go  by  at  this  time  as  to  how  many  mem- 
bers would  want  to  buy  it.  This  needs  careful 
study.  There  are  arguments  certainly  in  favor  of 
having  this  published  as  frequently  as  possible  with- 
out terrific  financial  loss  to  the  Society,  but  it  does 
need  close  study  by  a small  group,  and  I would 
move,  Mr.  Speaker,  that  the  matter  be  referred  to 
the  Council  for  study  and  action  and  report. 

....  The  motion  was  seconded  by  several. . . . 

Speaker  Andresen:  Does  anybody  wish  to  dis- 
cuss the  motion  to  refer? 

Dr.  Samuel  Z.  Freedman,  New  York:  Mr. 

Speaker  and  members  of  the  House,  to  us  in  the  City 
of  New  York  this  is  of  such  vital  importance  that 
time  is  of  the  essence.  You  must  realize  that  if  you 
postpone  this,  as  has  been  advocated  by  the  previous 
motion,  you  are  already  yielding  to  a postponement 
of  the  publication  of  the  Directory  probably  for  a 
period  of  two  or  three  years. 

I had  the  privilege  of  sitting  in  at  a reference  com- 
mittee hearing  of  a different  reference  committee 
where  a similar  subject  came  up,  and  I was  very 
much  impressed  by  the  facts  and  figures  which  we 
did  obtain.  If  you  will  for  a moment  use  your 
arithmetic  abilities,  you  will  realize  that  all  that  is 
involved  in  the  way  of  a deficit  in  the  publication  of 
the  Directory  once  every  two  years  is  a matter  of 
$2.00  per  member  per  year.  The  deficit  is  approxi- 
mately $84,000.  If  this  is  divided  by  two,  it  is 
$42,000  per  year.  We  have  22,000  members  in  the 
Society.  Divide  that  into  the  deficit,  and  you  have 
$2.00  per  year  per  member. 

I do  not  think  the  maker  of  the  motion  providing 


for  the  payment  of  the  Directory  by  the  members  had 
in  mind  that  the  membership  shall  pay  the  entire  cost 
of  the  Directory,  which  is  now  $15  per  copy.  I can 
readily  see,  however,  that  if  $2.00  were  added  to  the 
dues  of  the  membership  there  would  be  no  deficit 
whatsoever,  and  the  publication  could  come  out  every 
two  years.  That  would  satisfy  those  of  us  in  the  City 
of  New  York,  not  only  those  who  use  it  but  those  of 
us  who  are  directly  affected  by  it,  where  it  hurts  the 
most,  in  our  pocketbooks.  As  Dr.  Tvoplowitz  has 
mentioned  to  you,  to  us  it  is  essential  that  this  pub- 
lication come  out  no  less  than  every  two  years,  and  I 
think  from  that  point  of  view  the  City  of  New  York, 
which  does  have  a vast  majority  of  the  members  al- 
though we  don’t  have  adequate  representation  in 
the  House,  should  be  considered.  We  feel  that 
this  is  of  such  vital  importance  to  us  that  con- 
sideration should  be  given  to  us. 

May  I ask  a parliamentary  ruling  whether  I could 
make  an  amendment  at  this  time  to  add  to  the  dues 
of  the  membership  by  $2.00  per  year,  and  the  Direc- 
tory come  out  every  two  years. 

Speaker  Andresen:  The  motion  is  a motion  to 
refer.  That  has  nothing  to  do  with  the  amount  paid 
per  year. 

Dr.  Freedman:  Then  I will  have  to  limit  my  re- 
marks and  ask  your  indulgence  and  plead  with  you 
not  to  postpone  action  on  this  motion  to  publish  the 
Directory  every  two  years. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  Point 
of  information,  do  I understand  that  the  motion  to 
refer  gives  the  Council  the  privilege  of  publishing 
the  Directory  whenever  they  see  fit? 

Dr.  Joseph  A.  Geis,  Essex:  No,  report  back  at 
the  next  House. 

Dr.  Knickerbocker:  Did  you  say  they  were  to 
report  back? 

Dr.  Reuling:  My  motion  was  to  refer  to  the 
Council  with  power  to  act  and  refer  back  to  this 
House  the  printing  of  a Directory  next  year.  If  the 
Council  so  directs,  and  after  a study  they  find  it 
feasible  to  do  so,  they  can  print  it  next  year,  or  they 
print  it  two  years  from  now. 

Speaker  Andresen:  That  was  my  understand- 
ing, that  there  would  be  no  delay  in  the  printing  of 
another  Directory. 

Dr.  Reuling:  No,  there  would  be  no  delay. 

Dr.  Frank  LaGattuta,  Bronx:  Mr.  Speaker  and 
delegates,  I think  all  this  discussion  is  really  not 
fair  to  the  report  of  the  Publication  Committee, 
Part  XI.  Why  not  hear  what  their  report  is  before 
we  make  all  these  motions? 

Dr.  Beekman:  I am  speaking  to  Dr.  Reuling ’s 
amendment,  is  that  right? 

Speaker  Andresen:  That  is  to  refer  back,  yes. 

Dr.  Beekman:  I do  not  think  that  the  delegates 
of  the  House  realize  the  changing  costs  with  which  we 
are  confronted  at  the  present  time.  Every  time  we 
purchase  paper  the  price  has  changed.  It  is  not 
possible,  because  of  this  change  in  cost,  for  the 
House  of  Delegates  to  make  a motion  that  will  hold 
water  and  that  we  will  be  able  to  carry  out  perhaps 
six  months  from  now.  If  we  accept  Dr.  Reuling’s 
motion  we  will  refer  it  to  a smaller  body,  and  condi- 
tions may  then  be  entirely  different.  I think  we 
will  make  a very  great  mistake  if  we  make  a motion 
that  the  Council  will  have  to  carry  out  because  the 
Council  is  really  the  House  between  sessions  and 
should  be  able  to  make  such  changes  from  time  to 
time  as  conditions  dictate. 

Dr.  Geis:  I would  like  to  make  a motion  to  defer 
action  on  this  until  the  report  of  the  Publication 
Committee  is  considered  on  the  same  subject,  when 
it  can  be  considered  at  the  same  time  as  that  report. 
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Dr.  Freedman:  I will  second  that. 

....  There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  That  matter  of  the  Direc- 
tory then  will  be  taken  up  later  when  the  Publication 
Committee  reports. 

We  will  hear  one  more  report  before  we  declare  a 
ten-minute  recess. 

Section  125  (See  7,  174,  777) 

Report  of  Reference  Committee  on  Report  of  the 
Secretary 

Dr.  Frederick  W.  Williams:  Concerning  the 
Report  of  the  Secretary,  your  Committee  wishes  to 
report  that  the  statistics  on  membership  as  pub- 
lished were  the  statistics  as  of  January  1,  1949.  The 
published  number  of  834  delinquent  members  for 
1948  would  give  the  impression  that  this  delinquency 
produced  a loss  in  membership  from  21,303  for 
January  1,  1948,  to  21,171  as  of  January  1,  1949. 
This  is  explained,  however,  as  being  due  to  a varia- 
tion in  fiscal  policy  between  some  of  county  societies 
and  the  State  Society.  By  March,  1949,  the  delin- 
quency number  was  reduced  to  284  which  would 
bring  the  total  membership  to  21,721  and  by  May  1, 
1949,  our  total  membership  was  22,520.  This  is 
definitely  the  largest  membership  in  the  history  of 
our  Society.  This  is  truly  sound,  progressive 
growth.  Your  Committee  suggests,  however,  that 
the  Secretary  hereafter  report  the  membership  sta- 
tistics more  correctly — that  is  a typographical  error, 
it  should  be  currently — currently  than  of  the  calen- 
dar year — there  has  been  some  mistake  in  the 
typing  here.  I will  ask  a recess  to  get  it  straightened 
out.  It  has  been  mistyped. 

Speaker  Andresen:  Dr.  Williams  wishes  to  be 
excused  until  he  gets  his  report  corrected. 

We  will  have  a ten-minute  recess. 

....  At  this  point  there  was  a ten-minute  re- 
cess. . . . 

Speaker  Andresen:  The  House  will  be  in  order. 
Section  126  (See  IS) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Miscellaneous 

Dr.  Joseph  A.  Geis,  Essex:  First  of  all,  I want  to 
thank  Dr.  Gullo,  Dr.  Babbage,  Dr.  Wolff,  and  Dr. 
Loughran  who  worked  so  long  and  so  hard  with  me 
yesterday  afternoon  in  going  over  these  matters. 

This  is  the  report  of  the  Reference  Committee  on 
Report  of  the  Council,  Part  XII,  Miscellaneous. 

(A)  Convention — Your  Reference  Committee 
notes  the  report  of  the  Council  Committee  on  Con- 
vention, and  feels  that  the  last  convention  was  one 
of  the  best  ever  held.  It  showed  excellent  fore- 
thought and  planning.  This  House  owes  its  thanks 
to  the  subcommittee  doing  the  work.  Dr.  Mitchell 
will  be  missed  at  this  and  future  conventions. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  Continuing: 

(B)  Nursing  Education — -Your  Reference  Com- 
mittee approves  the  action  of  your  Council  Com- 
mittee on  Nursing  Education  in  supporting  the  ef- 
fort to  have  the  1941  Nursing  Law  put  into  effect 
this  year. 

We  also  note  the  question  of  change  in  the  educa- 
tion and  duties  of  nurses,  both  R.N.  and  practical. 
This  matter  requires  serious  consideration  by  each 
and  every  physician  in  the  State. 

The  Committee  feels  that  the  time  is  here  for  the 


State  Society  to  take  a stand  and  investigate  the 
nursing  situation.  It  is  felt  that  there,  are  many 
extraneous  factors  included  in  nursing  education 
that  are  unnecessary,  expensive,  and  of  no  value  in 
the  making  of  a good  nurse.  The  time  has  come  to 
reiterate  the  stand  that  the  R.N.  go  back  to  nursing 
and  be  less  of  an  administrator. 

I move  the  adoption  of  this  part  of  the  report. 
....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  Continuing: 

(C)  Woman’s  Auxiliary— The  work  of  the  Auxi- 
liary has  been  increasing  annually  since  it  was 
organized.  During  the  past  year  Mrs.  Neptune  has 
averaged  one  meeting  a week.  We  thoroughly  ap- 
prove the  idea  of  the  district  meetings,  and  if  we 
show  one  half  the  enthusiasm  of  the  women  the  at- 
tendance at  our  district  meetings  will  be  doubled. 
The  average  member  of  the  State  Society  does  not 
realize  the  work  that  the  women  are  doing.  We 
recommend  that  a vote  of  thanks  be  extended  to  the 
Auxiliary  and  that  the  Secretary  so  notify  them. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  Continuing: 

(D)  Office  Administration  and  Policies — Your 
Reference  Committee  notes  the  new  businesslike 
distribution  of  costs  and  definitely  approves  of  this. 
It  helps  to  determine  the  cost  of  each  department. 
The  tightening  of  checks  on  vouchers  is  an  excellent 
idea.  We  approve  the  various  methods  of  saving 
money  through  saving  work  adopted  at  the  central 
offices.  We  still  feel  that  this  is  businesslike  even 
if  your  reference  committee  chairman  was  one  of 
those  caught  in  the  new  regulations  about  mimeo- 
graph work. 

This  committee  should  be  commended,  and  we 
recommend  that  it  be  continued. 

I move  the  adoption  of  this  portion  of  the  report. 
....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  Continuing: 

(E)  Questions  on  Ethics — At  the  last  convention 
the  question  of  advertisements  and  announcements 
of  publications  for  the  laity  was  referred  back  to  the 
committee  for  better  wording.  Your  Council 
Committee  reports  the  following: 

“In  the  event  that  there  is  proposed  any  adver- 
tising in  relation  to  any  book  or  article  or  writing 
for  the  laity,  such  proposed  advertising  matter 
shall  be  submitted  to  the  Committee  on  Public 
Relations  prior  to  any  public  appearance  of  the 
advertisement.  This  reviewing  committee  shall 
render  its  opinion  without  unnecessary  delay.  It 
shall  be  guided  mainly  by  this  section  of  these 
Principles  of  Professional  Conduct,  but  shall  be 
empowered  to  make  such  concessions  as  may  be 
practiced  and  necessary  in  considering  the  title 
and  contents  of  the  publication,  the  professional 
standing  and  reputation  of  the  author,  and  such 
other  material  through  which  the  publisher  may 
wish  to  arouse  interest.” 

We  recommend  that  this  be  part  of  a general  re- 
consideration which  is  suggested  in  our  report  on 
resolution  of  Dr.  Burk  of  New  York  County. 

Your  Council  Committee  also  considered  the  ques- 
tion of  the  use  of  such  titles  as  F.A.C.S.,  F.A.C.P., 
Diplomate  Am.  Bd.  of  Int.  Med.,  etc.,  on  letter 
heads,  professional  cards  and  prescription  blanks. 
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The  Committee  decided  that  there  was  no  objec- 
tion to  this  provided  the  printing  of  these  was  in 
good  taste.'  The  Committee  left  the  interpretation 
of  the  phrase  “in  good  taste”  to  the  board  of  censors 
of  each  component  county  society.  This  is  also  in- 
cluded in  the  referral  to  the  Council  committee. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded.  . . . 

Dr.  Nathan  Brodie,  Kings:  Do  I understand, 
Mr.  Speaker,  that  this  is  just  a report  of  the  Eco- 
nomics Committee  and  not  the  resolution  that  was 
introduced  yesterday? 

Dr.  Geis:  That  is  true. 

Speaker  And  resen:  The  resolution  is  coming 
later? 

Dr.  Geis:  Yes. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Geis:  Continuing: 

(F)  Medical  Licensure — Your  Reference  Com- 
mittee notes  the  report  of  the  Council  Committee 
without  understanding  it.  However,  we  recom- 
mend that  no  graduates  of  any  European  continen- 
tal school  who  matriculated  after  January  1, 1940,  be 
admitted  to  examinations  or  be  licensed  without 
examination  in  this  State. 

We  also  recommend  that  any  physician  of  con- 
tinental Europe  who  matriculated  before  January  1, 
1940,  should  be  required  to  have  at  least  one  year 
postgraduate  work  in  an  approved  hospital  before 
being  considered  eligible. 

We  also  recommend  that  a copy  of  this  report  be 
sent  to  Dr.  Dominick  Maurillo  to  place  before  the 
Board  of  Regents. 

I might  say  in  connection  with  this  that  the  dif- 
ficulty with  the  report  from  the  Council  Committee 
was  due  to  the  long  sickness  of  Dr.  Strohm,  who 
was  the  chairman  of  that  committee.  It  was  finally 
drawn  up  in  order  to  have  it  here  for  this  meeting  by 
Dr.  Peterson,  who  was  working  against  time,  and  had 
a difficult  job  doing  it  alone.  It  was  one  of  the  un- 
fortunate things  that  happened  because  of  Dr. 
Strohm’s  illness. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  Continuing: 

(G)  Belated  Bills — We  recommend  that  the  bill 
of  Dr.  Peter  J.  Di  Natale  for  $167.95  be  approved  for 
payment. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Dr.  Geis:  We  also  recommend  the  payment  of 
the  bills  of  Dr.  Maxwell  Lockie,  $11.75;  Dr.  C.  O.  E. 
Lindbeck,  $71.80,  and  Dr.  Ivan  Hekimian,  $25.35. 

Speaker  Andresen:  Will  you  explain  just  why 
that  is  necessary? 

Dr.  Geis:  Under  the  ByLaws  of  the  Society 
all  bills  should  be  filed  within  thirty  days  from  the 
time  they  were  incurred.  If  they  are  not  filed  within 
thirty  days,  the  Council  cannot  approve  them.  If 
they  are  filed  after  thirty  days  but  before  ninety 
days,  the  Council  can  refer  them  to  the  Trustees  for 
approval,  and  if  the  Trustees  see  fit  to  approve  them 
they  may  be  paid. 

All  bills  over  ninety  days  old  have  to  be  brought 
before  this  House  for  approval. 

I move  the  adoption  of  this  part  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 


Section  127  (See  36) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XII:  Amend  Section  31  of  Principles  of 
Professional  Conduct 

Dr.  Joseph  A.  Geis,  Essex:  Report  on  the  res- 
olution submitted  by  Dr.  Samuel  B.  Burk,  of  New 
York  County,  which  was  distributed  to  each  mem- 
ber of  the  House  yesterday  morning. 

( Resolution  given  in  full — Section  36) 

As  a result  of  prolonged  study  of  this  resolution 
and  a complete  and  thorough  discussion,  both  pro 
and  con,  we  recognize  the  need  for  a complete  revi- 
sion of  the  code  of  ethics  with  particular  reference 
to  the  subject  of  advertising. 

We  recommend  that  the  Council  Committee  on 
Ethics  study  this  matter  and  propose  such  changes 
as  are  needed  at  the  next  meeting  of  the  House. 

We  also  recommend  that  in  the  interim  these  prob- 
lems be  settled  by  each  individual  board  of  cen- 
sors of  the  county  societies. 

I move  the  adoption  of  this  part  of  the  report. 
....  The  motion  was  seconded.  . . . 

Speaker  Andresen:  Is  there  any  discussion? 
Dr.  Nathan  Brodie,  Kings:  Mr.  Speaker  and 
members  of  the  House,  I have  an  amendment  to 
this  resolution,  which  refers  particularly  to  Para- 
graph 31(a). 

I wish  to  voice  my  disapproval  of  the  resolution 
to  amend  Section  31  of  the  Principles  of  Professional 
Conduct.  It  contains  six  sections. 

Paragraph  (a)  is  objected  to  on  the  basis  that  it  is 
incomplete  and  is  consequently  misleading.  It 
should  be  amended. 

The  paragraph  that  I specifically  object  to, 
namely,  31(a),  states: 

“Physicians,  as  individuals  or  as  members  of 
any  group,  institution  or  organization,  howso- 
ever named,  shall  not  resort  to  lay  solicitation  of 
patients  in  any  form  or  manner  whatsoever, 
directly  or  indirectly,  or  knowingly  aid  or  permit 
others  to  make  use  of  them  in  any  form  or  manner 
of  advertising  or  publicity  through  lay  channels 
which  should  be  tantamount  to  the  solicitation  of 
patients  on  their  behalf,  or  employ  any  means  or 
methods  whatsoever  to  gain  the  attention  of  the 
lay  public  for  the  purpose  of  obtaining  patients.” 

In  the  April  1, 1949,  issue  of  the  New  York  State 
Journal  of  Medicine  under  the  annual  reports  of 
the  Planning  Committee,  the  following  statement 
appears : 

“The  association  or  identification  of  a member 
of  this  society  with  a nonprofit  voluntary  medical 
insurance  plan  incorporated  under  Article  IX-C  of 
the  Insurance  Law  of  the  State  of  New  York  or 
with  a medical  group  associated  or  affiliated  with 
such  a medical  insurance  plan  is  not  of  itself  im- 
proper or  unethical  and  advertising  or  solicitation 
by  any  such  medical  insurance  plan  for  sub- 
scribers to  the  plan  is  not  of  itself  advertising  to 
the  public  for  business  of  a medical  or  therapeutic 
nature.” 

The  Planning  Committee  for  Medical  Policies  has 
investigated  this  matter  with  unusual  thoroughness, 
and  it  is  the  result  of  the  work  of  the  committee  com- 
posed of  Drs.  Kenney,  Anderton,  Simpson,  Master- 
son,  Andresen,  Cunniffe,  Moore,  Mott,  Mitchell, 
Di  Natale,  and  Aaron  during  the  years  1946,  1947, 
and  1948. 

The  approval  of  this  resolution  might  be  con- 
sidered a form  of  restraint  of  trade,  particularly 
since  insurance  programs  in  this  State  cannot  exist 
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without  the  approval  of  the  State  Department  of 
Insurance  and  the  Department  of  Social  Welfare. 

Two  societies,  namely,  the  San  Diego  Medical 
Society  and  the  Oregon  Medical  Society,  are  now 
being  sued  by  medical  groups  because  of  such  re- 
straining tactics. 

In  these  trying  times  where  we  are  devoting  every 
effort  to  develop  various  types  of  voluntary  medical 
and  hospital  insurance,  it  is  inadvisable  to  approve 
any  resolution  that  would  directly  tend  to  restrain 
the  development  of  any  voluntary  insurance  plan, 
and  conversely  stimulate  the  development  of  the 
national  compulsory  health  insurance  program. 

I,  therefore,  recommend  that  this  resolution  be 
amended  to  include  the  recommendations  of  the 
Planning  Committee  published  in  the  April  1,  1949, 
issue  of  the  Journal  on  page  816,  as  cited  above. 

Speaker  Andresen:  Dr.  Brodie,  the  discussion 
is  on  the  question  of  whether  this  whole  matter  shall 
be  referred  to  the  Council  for  revision  of  the  Code  of 
Ethics.  I don’t  know  just  where  your  amend- 
ment fits  in.  How  would  you  make  that  amend- 
ment? 

Dr.  Brodie:  31(a). 

Speaker  Andresen:  The  question  is  whether  we 
shall  refer  this  entire  matter  to  the  Council. 

Dr.  Brodie:  This  amendment  is  in  reference  to 
including  in  there  the  report  of  the  Medical  Planning 
Committee  in  Section  31(a).  I can  read  it  directly 
from  the  Society  bulletin  if  you  would  care  to  have 
me  do  so. 

Speaker  Andresen:  That  would  be  a part  of 
the  job  of  the  Council  when  it  was  reconsidering 
the  whole  Code  of  Ethics. 

Dr.  Brodie:  However,  they  specifically  omitted 
the  recommendations  of  the  Medical  Planning 
Committee,  and  I believe  they  should  be  included 
because  this  now  is  in  the  form  of  a resolution. 

Speaker  Andresen:  The  report  of  the  Commit- 
tee referred  to,  the  Planning  Committee  for  Medical 
Policies,  has  not  been  taken  up  yet,  but  that  will 
also  be  considered  by  the  Council. 

Dr.  Brodie:  This  is  a resolution,  and  I am 

amending  this  resolution. 

Speaker  Andresen:  Amending  it  to  have  it 

include  consideration  of  the  Planning  Committee’s 
report  in  addition  to  the  other? 

Dr.  Brodie:  That  is  right. 

Speaker  Andresen:  I guess  there  is  no  ob- 

jection to  that.  Is  it  seconded? 

....  The  motion  was  seconded  by  several.  . . . 

Dr.  Samuel  B.  Burk,  New  York:  May  I speak 
on  that  subject? 

Speaker  Andresen:  Yes. 

Dr.  Burk:  Mr.  Speaker  and  members  of  the 

House  of  Delegates,  inasmuch  as  I proposed  these 
suggestions  I sat  through  the  committee’s  meeting, 
and  I want  to  tell  you  that  Dr.  Geis  and  his  com- 
mittee were  very  patient,  and  everybody  who 
wanted  to  have  an  opportunity  to  discuss  the  pros 
and  cons  was  given  such  time  as  he  wanted. 
Even  some  members  of  the  Planning  Committee 
were  present  at  the  time.  Under  the  circumstances 
I think  the  whole  matter  is  taken  out  of  the  hands 
of  the  House  of  Delegates  and  is  transferred  to  our 
Council  to  report  next  time  with  such  changes  as  to 
them,  after  study,  may  seem  desirable,  bearing  in 
mind  the  report  of  the  Planning  Committee  and 
bearing  in  mind  all  matters  relating  to  publicity, 
but  particularly  with  reference  to  this  new  modality 
for  expressing  our  various  cures  or  help  that  we  may 
render  the  public,  namely,  television.  I believe  that 
this  whole  amendment  is  entirely  out  of  order. 

Speaker  Andresen:  We  are  now  discussing  an 


amendment  which  is  simply  to  include  the  recom- 
mendation to  the  Council  as  well,  that  it  consider 
the  Planning  Committee’s  report  in  revising  the 
Code  of  Ethics.  It  is  not  of  any  great  importance, 
but  it  is  not  out  of  order. 

Dr.  Thomas  M.  D’Angelo,  Queens:  I should 
like  to  ask  the  question:  Does  the  present  amend- 
ment just  refer  this  matter  to  the  Council  or  does  it 
make  it  obligatory  that  it  be  accepted  today? 

Speaker  Andresen:  No,  it  just  adds  to  the  Ref- 
erence Committee’s  recommendation  the  amend- 
ment that  in  considering  this  the  Council  also  con- 
sider the  Planning  Committee’s  report. 

Dr.  Brodie:  Right. 

Dr.  D’Angelo:  And  does  that  include  this  whole 
question  of  ethics,  not  only  Section  31  about  which 
we  have  been  arguing  for  the  last  three  years  but  all 
other  sections  of  the  Code  of  Ethics  be  gone  over  by 
a committee  of  the  Council  and  bring  in  a report  of  a 
whole  new  code  of  ethics? 

Speaker  Andresen:  Yes. 

Dr.  Geis:  Right. 

....  The  question  was  called,  and  the  amendment 
was  put  to  a vote,  and  was  unanimously  carried; 
there  being  no  discussion  further,  the  motion  as 
amended  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Dr.  Geis:  Now  I move  the  adoption  of  the  report 
of  the  Reference  Committee  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Geis. 
Section  128 

Report  of  the  Scientific  Awards  Committee 

Speaker  Andresen:  Dr.  Charles  D.  Post,  of 

Onondaga,  is  here  to  make  the  report  of  the  Scienti- 
fic Awards  Committee,  which  has  to  report  direct  to 
this  House. 

Dr.  Charles  D.  Post,  Onondaga:  Our  report  is 
as  follows: 

SCIENTIFIC  AWARDS 

First:  Dr.  Nathan  E.  Woodruff, 

Oak  Ridge,  Tennessee 

“Radio  Isotopes” 

Second:  Dr.  Sidney  A.  Gladstone, 

New  York  Polyclinic 
Medical  School,  New 
York  City 

“Sponge  Biopsy:  A 

New  Method  in  Cancer 
Diagnosis 

Honorable  Mention:  Dr.  Louis  E.  Etter,  West- 
ern State  Psychiatric 
Institute  and  Clinic, 
Pittsburgh,  Pennsyl- 
vania 

“New  Method  for  Roent- 
gen and  Anatomic 
Study  of  the  Skull” 

CLINICAL  EXHIBITS 

First:  Dr.  David  Lehr,  New  York 

Medical  College,  New 
York  City 

*‘Low  Toxicity  of  Sul- 
fofiamide  Mixtures” 

Second:  Dr.  Charles  A.  R.  Connor, 

American  Heart  As- 
sociation, New  York 
City 
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“Etiologic  Diagnosis  of 
Heart  Disease” 

Honorable  Mention:  Dr.  Charles  LeRoy  Stein- 
berg, Rochester,  New 
York 

“Gold  Toxicology  in 
Rheumatoid  Arthri- 
tis” 

Charles  D.  Post,  Chairman,  Syracuse 
Charles  Gibbs,  Rochester 
James  McAskill,  Watertown 

I move  its  adoption. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Post. 

Section  129 

Announcement 

Speaker  Andresen:  I have  an  announcement  to 
make.  Any  members  in  the  House  of  Delegates  in- 
terested in  volunteers  for  the  armed  forces — this  in 
reply  to  the  request  for  these  volunteers  received 
through  the  office  of  the  Secretary  of  Defense — will 
meet  witli  Dr.  Beverley  C.  Smith  in  the  rear  of  this 
room  at  the  end  of  this  meeting. 

Section  ISO  ( See  100) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (B):  Medical  Specialty  Boards — Admis- 
sion to  Examination 

Dr.  Norman  S.  Moore,  Tompkins:  This  is  the 
Reference  Committee's  report  on  a resolution  that 
was  reintroduced  this  morning  following  this  Com- 
mittee’s report,  as  an  individual  resolution  of  Dr. 
Samuel  Z.  Freedman,  but  I understand  it  had  the 
endorsement  of  the  New  York  County  group.  It  is 
the  same  resolution  which  was  originally  introduced 
without  the  words,  “race,  color,  or  creed.”  Do  you 
wish  it  reread? 

Chorus:  Yes. 

Dr.  Moore:  It  reads: 

( Resolution  given  in  full — Section  100) 

The  Reference  Committee  desires  to  amend  the 
resolution  in  punctuation  which  places  a comma 
following  “basic  training”  in  the  first  line  of  the 
third  “whereas,”  and  likewise  places  a comma  fol- 
lowing “basic  training”  in  the  third  line  of  the  res- 
olution. 

The  Committee  also  desires  to  amend  the  first 
line  of  the  fourth  “whereas”  to  read  “since  a speci- 
alty board”  rather  than  “since  specialty  board.” 

The  Reference  Committee  recommends  the  ap- 
proval of  the  amended  resolution,  and  I so  move. 

....  The  motion  was  seconded.  . . . 

Dr.  Abraham  Koplowitz,  Kings:  I don’t  think  I 
quite  understand  the  purpose  of  this  whole  thing. 
When  you  mentioned  about  race,  creed,  or  color,  I 
could  understand  it.  Perhaps  there  is  an  implica- 
tion that  they  are  differentiated  against,  but  as  it  is 
now  I would  like  to  know  the  purpose  of  that.  Men 
are  admitted  to  examination — 

Chorus:  Louder. 

Speaker  Andresen:  Dr.  Koplowitz  wants  to 

know  the  purpose  of  the  resolution. 

Dr.  Koplowitz:  Men  that  meet  the  quality, 

ethically  and  by  training,  are  admitted.  Now  when 
the  first  resolution  spoke  of  race,  creed,  and  color 
that  might  imply  that  they  were  not.  With  that 
taken  out,  what  does  it  mean?  I would  like  to 
know  the  purpose  of  it. 


Dr.  William  B.  Rawls,  New  York:  I would  be 
glad  to  answer  that.  This  resolution  was  prompted 
by  the  fact  that  some  men  who  have  been  licensed 
to  practice  medicine  in  the  State  of  New  York  have 
not  been  allowed  to  take  the  specialty  boards  be- 
cause they  graduated  from  a foreign  school,  and  in 
particular  from  the  Scottish  extramural  school. 

It  was  thought  by  the  Medical  Society  of  the 
County  of  New  York  that  if  these  men  had  been 
licensed  to  practice  medicine  in  New  York,  and,  as  a 
good  many  of  these  men  had  served  in  the  armed 
services,  if  they  had  received  the  basic  training  re- 
quired by  the  boards  they  should  be  admitted  to  the 
examinations  by  the  boards  and  not  discriminated 
against,  just  because  they  happened  to  have  been 
graduated  from  a school  that  the  boards  do  not  wish 
to  accept  candidates  from. 

Dr.  Koplowitz:  May  I ask  Dr.  Rawls  whether 
he  would  include  in  that  those  graduates  from  the 
unapproved  schools  who  have  been  licensed  here? 

Chorus:  Louder. 

Speaker  Andresen:  He  wants  to  know  whether 
Dr.  Rawls  would  include  the  graduates  of  unap- 
proved schools  who  have  been  licensed  here. 

Dr.  Rawls:  The  unapproved  schools  cannot  be 
licensed  in  the  State  of  New  York.  This  only  in- 
cludes those  people  who  have  been  licensed.  If  you 
are  not  a graduate  of  an  approved  school,  you  cannot 
be  licensed. 

Dr.  Koplowitz  : Some  have  been  licensed  in  the 
last  few  years. 

Dr.  Rawls:  They  must  have  the  basic  training, 
whatever  school  they  come  from. 

Dr.  Donald  E.  McKenna,  Kings:  As  a member 
of  the  Board,  I would  like  to  state  that  under  the 
circumstances  certain  schools  in  foreign  countries 
are  discriminated  against,  and  rightly  so.  They  are 
discriminated  against  so  as  to  give  our  own  individ- 
uals an  opportunity  which  they  have  as  a birth- 
right. Any  innuendo  that  a proper  school  in  a 
foreign  country  is  discriminated  against  is  against 
all  of  the  thoughts  of  the  boards,  and  I speak  feel- 
ingly on  the  subject.  We  are,  I think,  very  fair. 
As  I see  it,  I am  in  accord  with  Dr.  Koplowitz: 
unless  the  clause  saying  “race,  color,  or  creed,”  is 
included,  or  discrimination  because  of  religion  or 
nationality,  this  motion  has  no  effect  and  will  have 
no  effect  upon  the  boards. 

Dr.  Maurice  J.  Dattelbaum,  Kings:  You  are 
right. 

Dr.  Jacob  Werne,  Queens:  I think  we  are 

treading  on  dangerous  grounds.  We  are  intruding 
on  the  phrase  of  the  Council  of  the  American  Medical 
Association,  and  before  doing  that  we  should  have 
adequate  grounds.  The  body  of  the  resolution 
states  that  if  these  men  have  certain  qualifications 
then  they  should  be  admitted.  The  boards  have  a 
perfect  right,  in  conjunction  with  the  Council  of  the 
American  Medical  Association,  to  set  the  qualifica- 
tions, and  apparently  among  their  qualifications  is 
one  that  these  men  shall  graduate  from  schools  either 
that  are  approved  or  have  sufficient  standing  in  the 
eyes  of  the  members  of  the  boards.  I think  we 
should  drop  the  term  “discriminated  against”  unless 
there  is  some  specific  evidence  to  that  effect  that 
there  has  been  actual  discrimination.  I hope  that 
this  resolution  will  be  disapproved. 

Dr.  Samuel  Z.  Freedman,  New  York:  I would 
like  to  discuss  that. 

Speaker  Andresen:  Go  ahead. 

Dr.  Freedman:  Apparently  the  idea  of  this  res- 
olution has  been  taken  far  afield.  Somebody  has 
even  said  that  there  shall  be  two  classes  of  citizens. 
He  speaks  of  those  who,  even  though  they  may  be 
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licensed  in  the  State  of  New  York,  can  and  in  his 
opinion  should  be  discriminated  against  in  order  to 
give  others  the  benefits  of  their  birthright — what- 
ever that  may  mean. 

The  purpose  of  this  resolution  is  quite  simple. 
There  was  purposely  removed  from  this  any  word 
about  discrimination  on  the  basis  of  religion,  color, 
national  origin,  etc.,  because  in  none  of  the  “where- 
ases” is  there  anything  mentioned  that  discrimina- 
tion takes  place  because  of  those  reasons.  As  Dr. 
Rawls  told  you,  it  was  brought  up  by  a group  of  in- 
dividuals in  our  county  society  who  had  a specific 
problem  which  was  plaguing  them.  In  view  of  the 
fact  that  they  had  graduated  from  the  so-called  ex- 
tramural schools  oi  Scotland,  they  in  some  instances 
were  not  allowed  to  even  take  the  examination  by 
the  board. 

This  was  changed  by  us  to  read  that  anybody  li- 
censed to  practice  medicine  in  the  State  of  New 
York  shall  be  allowed  to  appear  or  make  application 
for  permission  to  take  the  examination.  Nobody  is 
trying  to  tell  the  specialty  boards  what  their  re- 
quirements shall  be  as  to  training  in  their  specialty. 
The  basic  training  referred  to  in  that  resolution  has 
not  anything  to  do  with  the  basic  training  that  wo 
will  discuss  about  individuals  taking  their  examina- 
tions to  practice  medicine  in  this  State.  This  has  to 
do  with  the  basic  training  requirements  set  up  by 
the  different  specialty  boards,  and  the  specialty 
boards  are  not  deprived  by  this  of  any  of  their  rights 
to  set  up  their  own  criteria,  but  we  do  think  it  is  un- 
fair to  cast  aspersion  upon  the  State  of  New  York 
through  its  licensing  representatives  when  they  have, 
in  their  wisdom,  seen  fit  to  license  an  individual  to 
practice  in  this  State,  that  in  spite  of  that  the  spe- 
cialty boards  say  he  still  cannot  practice  medicine  in 
their  opinion. 

We  do  not  have  two  types  of  practitioners  in  this 
State.  Anybody  who  is  licensed  to  practice  medi- 
cine in  this  State  has  every  right  that  accrues  to  any 
other  individual. 

As  far  as  the  argument  of  the  Council  of  the  Ameri- 
can Medical  Association  doing  certain  things,  let  us 
not  forget  that  we  are  representatives  from  our 
county  societies,  and  we  elect  the  delegates  to  the 
American  Medical  Association.  Don’t  let  us  fall 
into  the  error  of  thinking,  as  the  public  thinks,  that 
the  American  Medical  Association  is  some  kind  of  a 
body  which  sits  off  by  itself  and  is  responsible  to  no- 
body. The  American  Medical  Association,  whether 
it  is  the  delegates,  the  Council,  the  trustees,  or 
anybody  else,  is  responsible  to  all  of  the  members 
of  the  American  Medical  Association,  and  in  the 
methods  provided  for  by  our  Constitution  this  is 
the  routine  or  the  pathway  along  which  these  things 
that  originate  from  individuals  in  the  local  county 
societies  hope  to  get  up  there  to  the  American  Medi- 
cal Association.  All  we  ask  in  that  resolution  is 
that  anybody  licensed  to  practice  in  this  State  of 
New  York  shall  have  the  same  right  to  take  examina- 
tions as  anybody  else. 

Dr.  Moore:  I beg  your  pardon.  May  I read 

the  resolution?  It  does  not  say  that. 

Dr.  Irving  J.  Sands,  Kings:  What  does  it  say? 
Dr.  Moore:  It  says: 

“Resolved,  that  the  Medical  Society  of  the 
County  of  New  York  recommend  that  all  physi- 
cians who  arc  duly  licensed  to  practice  medicine 
in  the  State  of  New  York,  and  who  meet  the  basic 
training,  postgraduate  and  ethical  requirements 
of  a specialty  board  be  admitted  to  the  examina- 
tion given  by  the  specialty  board.” 

Dr.  Freedman:  What,  is  wroug  with  that? 


Speaker  Andresen:  It  does  not  mention  any- 
thing about  the  Scotch  school  at  all. 

Dr.  Freedman:  While  it  does  not  mention  the 
Scotch  school,  it  does  say  that  anybody  who  is  a 
licensed  practitioner  and  anybody  who  meets  the 
basic  requirements  of  the  specialty  board  shall  be 
admitted  to  the  examination.  What  is  wrong  with 
that? 

Dr.  Moore:  Nothing,  the  Reference  Committee 
recommends  its  adoption  with  proper  punctuation. 

Dr.  Freedman:  1 thought  you  were  differing 
with  me. 

Dr.  Koplowitz:  1 would  like  to  be  heard. 

Speaker  Andresen:  You  have  discussed  it  once 
already. 

Dr.  Koplowitz:  I asked  a question. 

Speaker  Andresen:  All  right. 

Dr.  Koplowitz:  1 am  also  in  sympathy  with  a 
lot  of  young  men  that  have  graduated  from  schools 
abroad  that  were  somehow  put  on  a lower  basis  by 
the  American  Medical  Association.  Quite  a time 
ago  we  were  informed  by  the  American  Medical  As- 
sociation that  graduates  from  foreign  schools  cannot 
occupy  internships  unless  they  have  a state  license. 
Now  it  seems  to  me  that  this  resolution  has  nothing 
to  do  with  the  boards.  As  a principle  I think  the 
boards  accept  the  rulings  of  the  Council  on  Intern 
Training  and  whatever  else  you  call  it  of  the  Amer- 
ican Medical  Association.  It  is  up  to  the  American 
Medical  Association  to  announce  a rule  that  any- 
one that  holds  a license  in  the  forty-eight  states  is 
legally  a doctor  of  medicine  allowed  to  go  further  if 
he  can,  but  it  is  not  up  to  the  boards. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  as  there  was  doubt  of  the  result, 
the  motion  was  again  put  to  a vote,  and  was  de- 
clared carried.  . . . 

Speaker  Andresen:  The  “ayes”  have  it,  and  the 
recommendation  is  adopted. 

Section  131  (See  43,  88) 

Report  of  Reference  Committee  On  Miscellaneous 
Business  (B):  Remission  of  Dues  for  Physicians 
Leaving  to  Take  Residencies 

Dr.  Norman  B.  Moore,  Tompkins:  This  resolu- 
tion was  introduced  by  Dr.  G.  S.  Baker,  of  Wyoming 
County. 

( Resolution  given  in  full — Section  43) 

As  you  recall,  this  resolution  was  returned  to  the 
Reference  Committee  by  the  House  of  Delegates, 
and  I wish  to  report  at  this  time  that  if  and  when  I 
should  become  a patient  I hope  I will  have  the  wis- 
dom of  the  doctors  that  are  on  my  Committee,  be- 
cause when  they  found  out  that  the  laboratory  guide 
which  they  used  yesterday  was  a wrong  steer  they 
revised  their  diagnosis  in  terms  of  more  history  anil 
more  laboratory  aids  today;  therefore,  the  Com- 
mittee reverses  its  stand  with  these  comments: 

In  consideration  of  this  resolution  yesterday,  the 
Committee  was  unanimous  in  its  desire  to  assist  a 
worthy  member  of  the  State  Society  to  receive  post- 
graduate education.  Officers  of  the  Society  and 
other  members  of  the  House  of  Delegates  who  ap- 
peared before  the  Committee  supported  this  feeling 
and  did  not  inform  the  Committee  of  possible  penal- 
ties to  future  administration  of  the  State  Society. 

Today  on  reconsideration  the  Reference  Commit- 
tee continues  its  feeling  of  sympathetic  support  for 
worthy  fellow  members  desirous  of  postgraduate 
education.  However,  additional  opinions  have 
given  the  Committee  more  insight  regarding  possible 
complications  to  which  this  resolution  could  lead  in 
the  future.  Further  information  was  obtained  re- 
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garding  provisions  already  existing  in  the  Bylaws  for 
members  in  good  standing  who  are  in  distress.  The 
Reference  Committee  feels  the  county  society  should 
assume  the  responsibility  for  special  assistance  to 
its  members.  Therefore,  with  these  additional  facts 
available  the  Reference  Committee  has  re-evaluated 
the  resolution  and  recommends  its  disapproval. 

I move  the  adoption  of  the  Reference  Committee’s 
recommendation. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  The  recommendation, 

carrying  with  it  the  disapproval  of  the  original  res- 
olution, is  adopted. 

Dr.  Moore:  Now  I wish  to  move  the  adoption 
of  the  Reference  Committee’s  report  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  Thank  you,  Dr.  Moore. 

I understand  you  have  a resolution  to  offer. 

Section  132  (See  185) 

End  Results  of  Industrial  and  Traumatic  Surgery 

Dr.  Norman  S.  Moore,  Tompkins:  I wish  to  of- 
fer this  resolution  as  an  individual. 

“Whereas,  there  are  many  thousands  of  medi- 
cal records  on  file  with  the  New  York  State 
Workmen’s  Compensation  Board,  such  as  those 
involving  herniae,  Colle’s  fractures,  fractured 
femurs,  and  fractured  scaphoids;  and 

“Whereas,  the  methods  of  examination  used 
by  the  medical  staff  of  the  Board  give  the  final 
results  in  terms  of  disability  at  end  periods  of 
time,  varying  from  one  to  three  years;  and 
“Whereas,  these  results  have  not  yet  been 
made  available  to  the  medical  profession;  there- 
fore be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
quests the  Chairman  of  the  New  York  State  Work- 
men’s Compensation  Board  to  attempt  to  obtain 
the  necessary  funds  needed  for  study  and  tabula- 
tion of  such  medical  records,  so  that  these  end  re- 
sults may  be  published  and  made  available  to 
the  medical  profession.” 

I move  it  be  referred  to  the  Council. 

Dr.  J.  Stanley  Kenney,  New  York:  I second 
the  motion. 

Speaker  Andresen:  Is  there  any  discussion? 

This  is  a motion  to  refer  this  resolution  to  the  Coun- 
cil and  not  to  a reference  committee. 

Dr.  Arthur  A.  Fisciil,  Queens:  I just  want  to 
know  whether  these  specific  items  are  the  only  items 
as  mentioned  in  that  resolution  or  are  there  others? 
Dr.  Moore:  They  were  used  as  examples  only. 
....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  The  matter  is  referred  to 
the  Council. 

Section  133  (See  124) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Publication 

Dr.  Eugene  H.  Coon,  Nassau:  The  Reference 
Committee  on  Report  of  Council,  Part  XI,  on  Pub- 
lication and  Publicity  has  the  honor  to  submit  the 
following  report: 

Your  Committee  has  considered  the  report  of  the 
Council  on  Publications  and  observes  that  the  Medi- 
cal Society  may  be  proud  of  the  steady  progress  of 


the  Journal.  The  fact  that  its  editorials  have 
aroused  comment  by  members  and  been  referred  to 
in  other  journals  and  that  its  scientific  articles  have 
been  widely  abstracted  and  quoted  in  numerous 
publications  proves  its  increasing  influence  in  the 
country.  We,  also,  approve  of  the  new  plan  of  in- 
cluding practical  articles  on  vital  subjects  such  as 
nutrition,  physical  medicine,  and  public  health. 
Furthermore,  we  believe  that  the  President’s  Page 
is  a helpful  link  bet  ween  the  head  of  the  Society  and 
its  membership.  The  inclusion  of  a special  group 
of  men  as  contributors  and  advisers  on  the  editorial 
staff  and  the  reference  of  scientific  papers  to  a list  of 
specialty  consultants  is  in  line  with  the  forward 
look. 

We  feel  that  the  editorial  staff  as  well  as  the 
technical  editorial  staff,  the  advertising  representa- 
tives, and  the  others  who  have  assisted  are  to  be 
highly  commended  for  an  excellent  year’s  work. 

It  is  noteworthy  that  this  wider  usefulness  has 
been  attained  without  incurring  any  indebtedness. 
We  agree  with  the  Council  that  an  occasional  delay 
in  publication  of  a paper  is  to  be  preferred  to  a def- 
icit. 

The  Publication  Committee  is  evidently  alert  to 
the  needs  of  the  future  and  is  already  holding  dis- 
cussions regarding  improvements  in  the  general  ap- 
pearance of  the  Journal.  Progress  makes  such 
changes  inevitable,  but  progress,  also,  demands 
careful  thought,  and  we  are  pleased  to  note  that 
such  problems  are  being  wisely  approached. 

Your  Committee  recommends  to  the  Council  that 
the  Directory  be  published  every  two  years;  it  fur- 
ther recommends  that  the  Publication  Committee 
investigate  thoroughly  the  cost  of  publishing  the 
Connecticut  and  New  Jersey  sections  and  the  pos- 
sible loss  due  to  advertising,  and  be  governed 
thereby. 

Lastly,  since  by  resolution  of  the  House  of  Dele- 
gates the  Publication  Committee  is  appointed 
annually,  we  recommend  to  the  House  of  Delegates 
the  continuance  of  this  body  as  previously  estab- 
lished. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Irving  J.  Sands,  Kings:  I second,  Mr. 

Speaker,  that  motion. 

Speaker  Andresen:  At  this  time  we  have 

agreed  to  consider  the  previous  discussion  on  this 
subject  again,  and  I think  perhaps  we  should  have 
that  included  at  the  present  time  as  a part  of  the 
discussion  of  the  recommendation  of  Dr.  Coon’s 
committee.  You  cannot  consider  two  things  at 
once,  so  I think  perhaps  the  best  way  would  be  to 
have  the  other  consideration  taken  up  as  a part  of 
the  discussion  of  Dr.  Coon’s  committee’s  recom- 
mendations. 

Dr.  Stephen  R.  Monteith,  Rockland:  Why 

can’t  we  act  on  this  report  except  that  part  which 
concerns  the  Directory,  and  dispose  of  that  part 
separately  later  in  connection  with  the  previous 
discussion? 

Speaker  Andresen:  Would  you  like  to  do  that? 

Dr.  Coon:  It  would  be  all  right. 

Speaker  Andresen:  Will  you  second  that  mo- 
tion of  Dr.  Monteith’s? 

Dr.  Coon:  Yes,  that  would  be  a good  way  to 
handle  it. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Speaker  Andresen:  This  portion  of  the  report  is 
approved  except  for  the  recommendation  in  regard 
to  the  publication  of  the  Directory. 

We  will  now  ask  Dr.  Monteith,  whose  reference 
committee  reported  previously  on  this  same  ques- 


Part  II— September  I,  1949]  MINUTES  OF  THE  ANNUAL  MEETING 


83 


tion,  to  discuss  the  matter  of  the  publication  of  the 
Directory. 

Dr.  Monteith:  Your  Reference  Committee  on 
the  Report  of  the  Board  of  Trustees  felt  that  we  had 
investigated  this  question  as  far  as  we  could  in  view 
of  the  fact  that  we  did  have  conferences  with 
members  of  the  Board  of  Trustees,  the  Publication 
Committee,  our  Journal  editors,  and  our  business 
manager. 

There  is  only  one  thing  that  I think  I would  say 
here,  and  that  is,  Dr.  Coon  in  his  report  has  men- 
tioned the  fact  that  there  should  be  an  investigation 
by  the  Publication  Committee  of  including  the 
members  from  New  Jersey  and  Connecticut  in  the 
Directory.  That  has  been  done,  and  it  is  the  con- 
sidered opinion  of  the  Publication  Committee  and 
business  manager  that,  the  dropping  of  the  listing  of 
members  from  those  states  will  not  in  any  serious 
way  affect  the  amount  of  advertising  received  for 
the  Directory. 

We  were  also  assured  that  the  Publication  Com- 
mittee was  seriously  considering  publishing  the 
Directory  without  any  advertising  at  all  because  the 
net  profit  from  such  advertising  is  very  low,  and  the 
advertising  itself  is  difficult  to  secure. 

In  setting  forth  in  our  Reference  Committee  re- 
port the  compromise  issuance  of  the  Directory  on  a 
three-year  basis,  we  were  simply  compromising  the 
recommendation  of  the  Board  of  Trustees,  who  rec- 
ommended a four-year  issuance,  with  the  issuance 
of  a supplement.  The  supplement  we  believe  to  be 
completely  valueless. 

We  felt  that  a four-year  interval  between  publica- 
tion was  probably  too  long,  but  that  with  the  two- 
year  publication  there  was  too  much  risk  of  running  a 
big  deficit. 

Speaker  Andresen:  Dr.  Kosmak,  will  you  dis- 
cuss this  report?  Let  us  hear  right  from  head- 
quarters. 

Dr.  George  W.  Kosmak,  Managing  Editor:  Mr. 
Speaker  and  members  of  the  House,  I don’t  know 
quite  how  to  begin,  but  I do  want  to  say  that  in  so 
far  as  the  recommendation  of  the  Publication  Com- 
mittee is  concerned,  as  stated  in  its  report  we  con- 
sidered a three-year  interval  of  publication  appro- 
priate. That  was  based  on  considerations  that  were 
brought  up  at  a considerable  number  of  our  meet- 
ings. 

The  Publication  Committee  feels  that  the  issuance 
of  the  Directory  is  not  only  one  of  its  most  difficult 
jobs  but  one  which  concerns  the  Society  as  a whole, 
and  particularly  its  financial  department,  in  a way 
that  we  did  not  feel  that  we  should  be  the  sole  ar- 
biters. The  Publication  Committee  is  the  servant 
of  the  Society,  and  we  look  upon  it  as  such.  We  do 
not  wish  to  be  put  in  the  position  where  we  should 
be  the  deciding  factor,  and  whatever  decision  is 
reached  at  this  particular  gathering  or  any  other 
gathering  is  the  one  that  we  shall  feel  ourselves  com- 
pelled to  follow. 

There  are  a great  many  difficulties  associated  with 
the  publication  of  this  Directory.  We  include  in  it 
those  23,000  members  of  the  State  Society  and  some 
8,000  names  of  those  in  the  adjoining  states.  The 
inclusion  of  the  latter  may  be  of  advantage  to  a 
comparatively  small  number  of  people.  The 
metropolitan  area,  which  embraces  the  nearby  por- 
tions of  the  State  of  New  Jersey  and  the  State  of 
Connecticut,  may  with  good  reason  perhaps  be  in- 
cluded, but  when  we  proposed  this  to  the  representa- 
tives of  these  two  state  societies  they,  after  consulta- 
tion with  their  officers,  felt  that  they  could  not  con- 
tribute anything  to  the  costs. 

In  so  far  as  the  proposition  has  been  made  that 


the  Directory  be  sold  to  this  particular  group,  we 
find  that  only  300  copies  could  be  disposed  of  in 
those  areas,  but  that  the  Directory  includes  8,000 
names  from  these  two  sections. 

In  so  far  as  publishing  supplements  is  concerned, 
we  feel  that  that  would  be  a very  undesirable  feature. 
When  a man  picks  up  the  book,  he  looks  up  Dr. 
Jones,  and  he  assumes  that  the  description  of  Dr. 
Jones — his  address,  telephone  number,  and  hospital 
associations— is  correct.  There  is  not  one  man  in  a 
hundred  who  would  go  back  to  his  supplement  to 
find  out  whether  that  insertion  is  correct. 

Moreover,  it  would  be  a fairly  costly  venture,  and 
the  Publication  Committee  did  not  believe  it  would 
be  a desirable  thing  to  do. 

The  proposition  has  also  been  made  that  the 
Directory  be  issued  and  sold  to  those  who  want  it. 
That  would  create  an  impossible  situation.  When 
we  compile  that  Directory,  we  have  to  make  arrange- 
ments with  a publishing  concern  and  with  the 
printer,  and  we  have  to  give  them  a definite  number 
of  copies  that  are  desirable.  If  we  were  to  rely  on 
selling  that  simply  to  the  men  who  wanted  it  we 
could  obtain  no  satisfactory  or  definite  estimate, 
because  books  are  not  published  that  way.  They 
are  published  in  editions,  and  we  must  give  an  order 
for  25,000  or  27,000  copies,  and  then  if  we  found 
that  only  15,  or  25,  or  possibly  30  per  cent  of  the 
members  wanted  a copy,  what  would  we  do  with  the 
remainder? 

Moreover,  the  difficulties  of  collecting  these  sums 
from  the  subscribers  would  be  a task  of  considerable 
proportions.  So  the  Publication  Committee  does 
not  feel  that  that  is  a desirable  feature  to  follow  up. 

Now,  Mr.  Speaker,  I have  nothing  more  to  say  on 
that  subject  unless  somebody  wants  to  ask  a ques- 
tion or  questions.  However,  I do  want  to  take  this 
opportunity  to  introduce  a personal  note.  It  would 
be  most  ungracious  of  me  if,  as  an  individual,  I did 
not  give  cognizance  and  recognize  the  very  nice 
things  that  were  said  about  me  yesterday  in  those 
various  resolutions.  I accept  these  compliments, 
but  I do  so  in  the  belief  that  they  should  likewise  be 
transferred  to  those  men  and  women  in  the  Society 
who  have  been  so  helpful  to  the  editor  in  these  re- 
cent years. 

I want  to  express  my  particular  obligation  to  Dr. 
Laurance  Redway  for  the  wonderful  editorial  work 
he  has  done.  I want  to  express  my  indebtedness  to 
Mr.  Dwight  Anderson,  who  has  managed  the  busi- 
ness end  of  the  Journal  and  Directory.  I want  to 
express  my  obligations  to  the  office  staff,  and  I want 
to  express  likewise  my  obligations  to  our  secretary, 
Dr.  Anderton.  If  I have  omitted  anybody,  I am 
sorry,  but  this  has  not  been,  I want  to  assure  you, 
the  work  of  one  individual.  What  has  been  done  is 
due  to  the  devoted  assistance  that  has  been  given  by 
various  people  in  the  headquarters’  office. 

I am  glad,  Mr.  Speaker  and  members  of  the 
House,  to  have  had  this  opportunity  to  say  these  few 
words.  I assure  you  that  I was  greatly  embar- 
rassed yesterday  to  sit  there  and  have  to  listen  to 
all  this,  but  the  one  thing  that  1 did  resent  was  the 
remark  by  the  Speaker  that  this  was  a eulogy. 
(Laughter)  As  an  editor,  naturally  I have  to  take 
note  of  the  definition  of  words  in  the  dictionary.  I 
was  always  under  the  impression  that  eulogies  were 
pronounced  more  or  less  over  the  dead,  and  while  I 
may  be  dead  from  the  left  ankle  down — in  the  last 
few  days  I have  been  suffering  from  an  attack  of 
gout — I want  to  assure  you  that  does  not  extend 
above  the  ankle. 

I thank  you,  Mr.  Speaker,  for  having  given  me 
this  opportunity  to  be  heard. 
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Speaker  Andresen:  I beg  the  pardon  of  our 

editor  for  making  a mistake  in  English.  He  cor- 
rects things  that  I write  every  once  in  a while,  and 
now  he  has  corrected  something  I have  announced. 
We  thank  him  very  much  for  his  very  modest  talk 
about  his  own  efforts.  We  all  know  we  would  not 
have  the  Journal  we  have  were  it  not  for  his  efforts, 
although  all  the  other  people  who  are  helping  him 
are  doing  such  a fine  job  as  well. 

Our  Committee  has  recommended  that  this  whole 
matter  of  how  often  the  Directory  is  to  be  published 
and  at  what  expense  is  to  be  referred  to  the  Council. 
The  previous  Committee  had  recommended  three- 
year  publication.  Do  you  want  to  put  that  in  the 
form  of  an  amendment  so  we  can  do  something 
about  it? 

Dr.  Monteith:  Had  not  Dr.  Reuling  amended 
our  report,  to  refer  it  to  the  Council?  I think  he 
had. 

Dr.  James  R.  Reuling:  Mr.  Speaker  and 

gentlemen  of  the  House,  I believe  the  question  be- 
fore us  at  this  time  is  the  report  of  the  present  Ref- 
erence Committee.  We  have  laid  a matter  on  the 
table  until  this  Reference  Committee  has  reported. 
That  should  be  taken  care  of.  There  cannot  be  two 
main  motions  on  the  floor  at  the  same  time,  and  I 
shall  move,  Mr.  Speaker,  that  this  portion  of  this 
Reference  Committee’s  report  be  referred  to  the 
Council  for  action. 

....  The  motion  was  seconded  by  several.  . . . 

Speaker  Andresen:  Dr.  Reuling,  the  thing  we 
are  acting  on  is  a motion  to  refer  the  matter  to  the 
Council,  which  is  what  you  are  making  a motion  of 
now.  That  is  what  we  are  voting  on  now,  whether 
to  refer  it  to  the  Council. 

Dr.  Reuling:  This  was  a two-year  publication. 

Speaker  Andresen:  No,  they  wanted  to  refer 
the  whole  matter,  as  I just  said,  of  how  often  or  by 
what  method  to  the  Council. 

Dr.  Reuling:  I beg  your  pardon.  I don’t  think 
that  motion  then  should  prevail.  There  should  be  a 
motion  to  take  the  other  from  the  table  and  dispose 
of  it  likewise. 

Dr.  James  F.  Rooney,  Trustee:  I rise  to  a ques- 
tion of  information.  I think  the  House  is  confused, 
as  I am.  As  I recall  the  discussion  on  the  report  of 
the  preceding  reference  committee  concerning  the 
question  of  time  of  publication,  it  was  moved  tnat  we 
postpone  further  discussion  on  the  amendments  that 
were  made  to  that  reference  committee’s  report. 
They  deferred  action  upon  those  until  after  hearing 
the  report  of  the  reference  committee  on  the  Pub- 
lication Committee’s  report,  so  that  they  could  be 
taken  up  jointly.  I am  asking  the  Chair  if  that  is 
the  understanding  of  the  Speaker  and  if  that  is  the 
understanding  of  the  House. 

Speaker  Andresen:  The  Speaker  has  ruled 

that  two  resolutions  or  two  reports  cannot  be  acted 
on  at  the  same  time.  In  the  first  place  we  cleared 
the  boards  so  far  as  the  reference  committee’s  re- 
port is  concerned  to  boil  it  down  to  merely  a con- 
sideration as  to  whether  the  whole  matter  of  publica- 
tion of  the  Directory  was  to  be  referred  to  the  Coun- 
cil or  not,  and  then  I asked  whether  the  people  who 
had  introduced  the  original  resolution  and  the  com- 
mittee which  had  considered  it  would  like  to  dis- 
cuss this  question  of  the  one  motion  before  the 
House,  and  that  is  the  recommendation  of  this  Ref- 
erence Committee. 

Dr.  Rooney:  Of  this  Reference  Committee  on 
Publication? 

Speaker  Andresen:  Yes,  that  is  the  motion  be- 
fore the  House. 

Dr.  Rooney:  I think  that  is  the  important 

thing  to  have  the  House  understand. 


Speaker  Andresen:  I stated  that  first. 

Dr.  Rooney:  May  I ask  that  the  chairman  of 
the  Reference  Committee  reread  the  recommenda- 
tion? 

Speaker  Andresen:  Will  you  read  that  again. 
Dr.  Coon? 

Dr.  Coon:  It  reads: 

“Your  Committee  recommends  to  the  Council 
that  the  Directory  be  published  every  two  years; 
it  further  recommends  that  the  Publication  Com- 
mittee investigate  thoroughly  the  cost  of  pub- 
lishing the  Connecticut  and  New  Jersey  sections 
and  the  possible  loss  due  to  advertising,  and  be 
governed  thereby.” 

The  reason  for  the  latter  being  that  yesterday  we 
were  informed  that  there  was  some  question  still  in 
the  minds  of  the  Publication  Committee  whether 
they  would  be  losing  more  money  from  advertising 
by  dropping  out  New  Jersey  and  Connecticut  than 
they  would  be  saving  the  cost  of  publication. 

Speaker  Andresen:  You  said  you  wanted  to 
refer  it  to  the  Council.  You  didn’t  mention  that 
now. 

Dr.  Coon:  Yes,  it  starts,  “Your  Committee  rec- 
ommends to  the  Council.” 

Chorus:  Two-year  publication. 

Speaker  Andresen:  Your  recommendation 

then  is  to  the  Council? 

Dr.  Coon:  Right. 

Speaker  Andresen  : It  is  not  a mandate;  it  is  a 
recommendation. 

Dr.  Rooney:  Right. 

Dr.  Reuling:  I rise  to  a point  of  order  then  that 
my  original  motion  was  in  order.  This  is  only  a 
recommendation. 

Dr.  Rooney:  I will  take  a point  of  order  also. 
The  point  of  order,  Mr.  Speaker,  is  this:  There  are 
embodied  actually  two  motions  in  this  report  asking 
for  the  approval  of  the  House:  One  is  to  refer  to 
the  Council,  and  the  other  is  directing  the  Council 
to  publish  the  Directory  every  two  years.  I would 
suggest  that  as  a matter  of  parliamentary  order  the 
recommendations  be  divided  and  passed  upon 
separately. 

Chorus:  Right. 

Dr.  Arthur  A.  Fischl,  Queens:  I so  move. 

....  The  motion  was  seconded  by  several.  . . . 
Speaker  Andresen:  We  will  do  that.  We  will 
then  have  the  first  recommendation.  What  is  that, 
Dr.  Coon? 

Dr.  Coon:  “Your  Committee  recommends  to  the 
Council  that  the  Directory  be  published  every  two 
years.” 

Dr.  Rooney:  Now,  Mr.  Speaker,  I would  like  to 
say  three  words  to  the  House:  I hope  this  motion 
will  fail  of  approval. 

Speaker  Andresen:  Is  there  any  further  dis- 

cussion? 

Dr.  Ezra  A.  Wolff,  Queens:  As  I understand  it, 
Mr.  Speaker,  the  motion  is  to  publish  the  Directory 
every  two  years. 

Speaker  Andresen:  To  recommend  to  the 

Council  that  it  be  published  every  two  years. 

Dr.  Wolff:  I should  like  to  suggest  an  amend- 
ment. I think  we  are  all  in  accord  that  we  should 
publish  the  Directory  as  often  as  is  feasible.  We 
are  all  afraid  it  is  going  to  cost  too  much  money.  I 
think  if  we  had  a little  insurance  on  our  costs  we 
could  possibly  get  around  the  situation.  I suggest 
that  the  recommendation  of  the  Committee  be 
amended  so  as  to  read  that  the  Directory  shall  be 
published  every  two  years  and  distributed  in  the 
manner  heretofore  employed,  with  the  understand- 
ing that  any  deficit  resulting  from  the  production  of 
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the  next  issue  shall  be.  defrayed  by  a per  capita  as- 
sessment, which  shall  not  exceed  $5.00  for  each 
member. 

Speaker  Andresen:  Is  that  amendment 

seconded? 

The  amendment  was  seconded  by  several. . . . 

Dr.  Leo  F.  Schiff,  Clinton:  Mr.  Speaker  and 
gentlemen,  we  are  going  to  get  ourselves  so  terribly 
balled  up  and  do  things  that  we  may  be  sorry  for 
later.  We  are  losing  sight  of  the  simplest  solution, 
and  that  is  to  refer  this  matter  and  all  the  other 
matters  that  are  coming  up  in  connection  with  it  to 
the  Council.  They  have  some  idea  of  what  this 
House  of  Delegates  wants.  They  have  the  time  for 
consideration  of  the  Publication  Committee’s  ideas 
and  all  of  the  other  things  involved.  The  only  sen- 
sible action  that  we  could  take  would  be  to  refer  the 
matter  to  the  Council  with  power  to  act  as  in  their 
judgment  they  see  fit  and  to  report  to  this  House  of 
Delegates  next  year,  and  I so  move. 

....  The  motion  was  seconded  by  several.  . . . 

Speaker  Andresen:  Is  there  any  discussion  of 
this  motion  to  refer? 

Dr.  Abraham  Rabiner,  Kings:  This  Directory 
is  one  of  the  services  that  the  Society  offers  to  its 
members.  It  is  a necessary  service,  and  should  be 
available  to  them.  My  original  amendment  was  an 
effort  to  make  it  possible  that  this  service  be  con- 
tinued to  those  who  want  it.  It  would  not  be  a 
great  sacrifice  for  them  to  pay  a small  amount  of 
money  to  obtain  it.  The  argument  that  was  given 
to  me  in  the  period  when  we  had  a recess  was  that 
there  are  a great  many  members  who  would  not 
avail  themselves  of  it,  who  would  not  care  to  have  it 
if  they  had  to  pay  for  it  and — 

Speaker  Andresen  : I am  very  sorry,  but  I will 
have  to  rule  now  we  are  considering  the  motion  to 
refer,  not  the  other  amendment. 

Dr.  Rabiner:  But  this  is  in  reference  to  that 
motion. 

Speaker  Andresen:  Not  so  far. 

Dr.  Rabiner:  I will  come  to  it  in  a moment. 

Speaker  Andresen:  Will  you  get  right  down  to 
it? 

Dr.  Rabiner:  The  point  is  this:  I think  it 

would  be  unfair  to  tax  every  member  of  the  Society 
for  any  deficit.  On  the  other  hand,  if  it  were  an- 
nounced that  this  volume  is  available  to  every 
member  who  wishes  it,  but  that  a small  assessment 
or  rather  a small  fee  would  bring  them  the  volume, 
I think  it  would  take  care  of  the  deficit. 

Speaker  Andresen:  The  question  is  whether 

the  whole  matter  is  to  be  referred  to  the  Council, 
the  matter  of  publication  of  the  Directory. 

Chorus:  Question. 

Chorus:  No. 

Speaker  Andresen  : All  in  favor  of  limiting  the 
further  debate  and  bringing  up  the  question  at 
once  say,  “Aye” — 

Dr.  Freedman  : Mr.  Speaker,  I wish  to  be  heard. 

Speaker  Andresen:  Contrary,  “Nay.”  The 

motion  to  limit  debate  is  carried. 

Dr.  Freedman:  Are  you  sure  you  are  within 

your  rights  in  doing  that? 

Speaker  Andresen:  The  House  has  decided 

there  is  to  be  no  more  debate  on  it. 

Dr.  Freedman  : Are  you  parliamentarily  correct? 

Speaker  Andresen:  The  question  had  been 

called. 

Dr.  Freedman:  I am  asking  if  you  are  parlia- 
mentarily correct  to  thus  limit  debate. 

Speaker  Andresen:  The  House  has  decided  to 
limit  debate  and  take  up  the  question.  All  those  in 
favor  of  the  question  will  say,  “Aye”;  contrary, 
“No.”  This  matter  ia  now  referred  to  the  Council. 


Dr.  Freedman:  May  I ask  when  the  Council  has 
the  time  to  do  all  the  work  that  has  been  passed  on  to 
them  by  this  body  in  addition  to  doing  the  work  that 
it  has  been  elected  to  do? 

Dr.  Reuling:  Might  I at  this  time  repeat  the 
motion  that  I made  before  or  rather  my  intention  to 
take  from  the  table  the  matter  of  the  motions  that 
were  laid  on  it? 

Speaker  Andresen:  We  still  have  another  res- 
olution from  this  Reference  Committee  to  discuss. 

Dr.  Reuling:  I was  declared  out  of  order,  and 
now  you  have  taken  action  on  the  motion.  I am 
now  making  the  motion  to  take  from  the  table  at 
this  time  the  recommendation,  with  its  amend- 
ments, of  a previous  reference  committee. 

Speaker  Andresen:  Then  that  would  put  two 
motions  before  the  House,  which  is  out  of  order  be- 
cause we  have  the  other  half  of  this  recommendation 
to  discuss.  It  was  divided  into  two  parts. 

Dr.  Reuling:  May  I hear  that  read? 

Dr.  Coon:  “It  further  recommends  that  the 

Publication  Committee  investigate  thoroughly  the 
cost  of  publishing  the  Connecticut  and  New  Jersey 
sections  and  the  possible  loss  due  to  advertising,  and 
be  governed  thereby.” 

Dr.  Kosmak:  May  I just  interrupt  a moment? 
I would  like  to  inform  the  chairman  of  the  Reference 
Committee  that  all  of  that  has  been  done.  The 
Publication  Committee  has  made  a thorough  study 
of  those  features  that  he  is  referring  to  there. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

....  There  was  no  response.  . . . 

Speaker  Andresen:  Dr.  Reuling,  do  you  wish 
to  discuss  that? 

Dr.  Reuling:  No. 

Speaker  Andresen:  Would  you  like  to  refer 

that  together  with  the  previous  one? 

Dr.  Reuling:  Yes,  Mr.  Speaker.  That  is 

simply  to  ask  them  to  study? 

Speaker  Andresen:  Yes. 

Dr.  Reuling:  And  that  could  very  well  be  a 
part  of  the  motion  to  refer  to  the  Council  the  matter 
of  publication? 

Speaker  Andresen:  Yes.  Do  you  want  us  to 
vote  on  it  the  way  it  is? 

Dr.  Reuling:  I will  yield. 

Dr.  Monteith:  I should  like  to  amend  the  Ref- 
erence Committee’s  report  and  request  that  this 
portion  of  their  report  be  likewise  referred  to  the 
Council. 

Dr.  Arthur  J.  Bedell,  Past  President:  I second 
that  motion,  or  that  amendment  rather. 

Speaker  Andresen:  Is  there  any  discussion  on 
the  motion  to  refer  this  part  of  the  report  also  to  the 
Council? 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Dr.  Reuling:  Mr.  Speaker,  this  motion  to  table 
was  to  be  a part  of  this  discussion.  I move  that 
that  question  and  the  amendments  thereto  be  now 
taken  from  the  table. 

The  motion  was  seconded  by  several. . . . 

Speaker  Andresen:  You  will  do  that  automati- 
cally, because  it  was  voted  it  should  be  done  that 
way.  That  was  my  intention  to  bring  that  up  now 
in  the  taking  of  any  vote,  because  the  motion  was 
originally  that  it  was  to  be  taken  up  after  this — 

Dr.  Reuling:  It  was  not.  It  was  to  be  con- 
sidered at  the  same  time. 

Speaker  Andresen  : At  the  same  time? 

Dr.  Reuling:  Yes. 

Speaker  Andresen:  Then  we  will  take  it  up 
now.  All  in  favor  will  say  “Aye”;  contrary,  “No.” 
The  motion  is  carried  and  that  is  being  taken  up. 
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Dr.  It  ruling:  Now  I move  that  those  matters 
be  referred  to  the  Council  for  action. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Section  134 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Public  Relations 

Dr.  Eugene  H.  Coon,  Nassau:  The  importance 
of  the  National  Education  Campaign  needs  no  argu- 
ment, and  a spokesman  for  the  American  Medical 
Association  makes  very  clear  what  part  we  must 
play  in  this  campaign.  He  writes,  “Your  state 
association  and  your  office  as  well  as  your  member 
societies  will  be  in  the  front  lines  of  the  grass  roots 
campaign  to  convince  the  American  people  that 
voluntary  medical  care  is  better  for  them  by  far  than 
any  compulsory  system.” 

Our  Committee  joins  the  Council  Committee  on 
Public  Relations  in  emphasizing  the  following  steps 
to  be  taken  immediately  by  each  county  organiza- 
tion: 

1.  Organize  a speakers’  bureau  composed  of 
members  with  forensic  ability. 

This  first  step,  an  organization  of  a speakers’ 
bureau,  is  a vital  one.  Aid  to  form  this  committee 
may  be  secured  from  Mr.  Thomas  E.  Walsh,  field 
representative  of  the  Public  Relations  Bureau  of 
the  Society.  It  is  encouraging  to  note  that  eight 
counties  have  formed  such  a speakers’  bureau,  but 
it  is  imperative  that  the  other  53  societies  act  at 
once. 

2.  Have  a public  relations  committee  which  will 
gather  available  material  concerning  compulsory 
health  insurance  from  the  State  Medical  Society  and 
elsewhere. 

3.  This  committee  should,  also,  see  that  its 
speakers  attend  a “briefing  session”  similar  to  the 
one  to  be  held  on  May  14  in  Rochester.  Members 
who  are  in  a district  which  is  eligible  to  attend  this 
session  should  see  that  their  society  is  represented 
adequately.  Arguments  against  compulsory  health 
insurance  will  be  presented  and  an  expert  adviser  on 
public  speaking  will  assist.  Advice  on  how  to  hold  a 
“briefing  session”  for  individual  county  societies  may 
be  obtained  from  Mr.  Walsh. 

4.  Ask  the  county  organization  to  alert  for  op- 
portunities to  speak;  get  the  Woman’s  Auxiliary  to 
help  in  this.  Their  membership  reaches  many 
groups.  The  State  organizations  of  dentists  and  re- 
tail druggists  have  offered  aid  in  this  fight.  Enlist 
the  aid  of  the  local  dentists  and  druggists  in  the 
search  for  chances  to  present  our  side  of  this  ques- 
tion. 

The  continued  assistance  to  the  Woman’s  Auxil- 
iary is  heartily  approved.  Aid  given  to  their  plan- 
ning committee  and  the  information  made  available 
to  them  has  helped  to  strengthen  their  organization. 
A well-informed  Woman’s  Auxiliary  means  a better 
informed  community.  Our  committee  urges  the 
utmost  cooperation  between  the  Council  Committee 
on  Public  Relations  and  the  Woman’s  Auxiliary. 

Your  Committee  is  impressed'  by  the  list  of  re- 
leases, news  letters,  and  publications. 

We  wish  to  commend  the  Council  Committee  on 
Public  Relations  for  an  excellent  report  in  a crucial 
time. 

I move  the  adoption  of  this  portion  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 


Section  135  (See  27) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Medical  Directory 

Dr.  Eugene  H.  Coon,  Nassau:  We  now  have 
three  resolutions.  The  first  one  is  the  resolution 
introduced  by  Dr.  Moore,  of  Tompkins  County. 

( Resolution  given  in  full — Section  27) 

Your  Committee  disapproves  of  this  resolution. 
Definite  recommendations  were  made  in  Report  of 
Council,  Part  XI,  Publications  and  Public  Rela- 
tions. 

That  has  already  been  taken  care  of,  and  requires 
no  additional  action. 

Speaker  Andresen:  As  long  as  that  has  already 
been  disposed  of,  I will  rule  we  need  not  take  it  up 
now. 

Section  136  (See  30) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Concerning  Listing  of  Union  Health 
Center  in  the  State  Medical  Directory  as  an  In- 
dustrial Clinic 

Dr.  Eugene  H.  Coon,  Nassau:  Resolution  in- 
troduced by  Dr.  Peter  Murray,  of  New  York 
County. 

( Resolution  given  in  full — Section  30) 

Your  Committee  suggests  the  substitution  of  the 
following  resolution: 

“ Resolved , that  only  those  hospitals,  clinics, 
and  other  institutions  which  comply  with  the  in- 
tent and  the  spirit  of  the  code  of  ethics  of  the 
Medical  Society  of  the  State  of  New  York  as  it 
applies  to  the  practice  of  medicine,  be  listed  in  the 
Directory.” 

Your  Committee  approves  the  adoption  of  this 
resolution. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  137  (See  59) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  XI:  Suggested  Educational  Device 

Dr.  Eugene  H.  Coon,  Nassau:  Resolution  in- 
troduced by  Dr.  McGarvey,  of  Westchester. 
(Resolution  given  in  full — Section  59) 

Your  Committee  recommends  the  adoption  of 
this  resolution. 

....  The  motion  was  seconded  by  several.  . . . 
Speaker  Andresen:  Any  discussion?  That  is 
merely  a recommendation  to  the  .American  Medical 
Association,  is  that  right? 

Dr.  Coon:  Yes. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Dr.  Coon:  I would  like  to  thank  the  members  of 
the  Committee  for  their  assistance  and  cooperation, 
Drs.  Frank  LaGattuta,  Irving  J.  Sands,  and  William 
A.  Peart. 

Also  I wish  to  move  adoption  of  the  report  of  the 
Committee  as  a whole,  as  amended. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Speaker  Andresen:  Thank  you,  Dr.  Coon. 
Section  138  (See  173) 

Revised  Workmen’s  Compensation  Fee  Schedule 

Speaker  Andresen:  Yesterday  morning  your 

Speaker  announced  that  we  had  two  members  of  the 
House  who  had  been  serving  continuously  since 
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1913.  We  tried  to  get  both  of  them  to  come  up  here 
and  speak,  and  neither  was  here  at  that  time,  but 
Dr.  Rooney  had  plenty  to  say  later,  and  we  have 
already  heard  from  him.  Now  we  are  going  to  hear 
from  the  other  one.  Dr.  Bedell  is  going  to  prove 
that  he  is  with  us  by  getting  up  and  giving  us  a few 
words  of  greeting  and  then  giving  us  some  informa- 
tion. 

Dr.  Arthur  J.  Bedell,  Past  President:  I arise 
neither  for  greeting  nor  for  time-consuming  dis- 
cussion. I arise  in  anger.  This  morning  we  heard 
from  Miss  Donlon  that  the  fee  schedule  had  been  re- 
vised. It  has — downward.  I rise,  sir,  and  ask 
that  Dr.  Duryee’s  committee,  Part  XI,  on  the  Re- 
port of  the  Council,  who  made  the  recommendations 
that  the  fee  schedules  for  the  general  practitioner, 
the  radiologist,  and  the  practitioner  of  physical 
medicine  be  revised  and  proper  adjustments  made, 
consider  this  matter.  The  supplemental  fee  sched- 
ule has  just  been  seen,  and  speaking  for  the  ophthal- 
mologists of  the  State  of  New  York  I object  to  the 
promulgated  revision  and  request  that  Dr.  Duryee’s 
committee  bring  in  an  additional  report  including  the 
schedule  for  eye  care.  I trust,  Mr.  Speaker,  these 
remarks  and  my  presence  will  thank  you  for  ac- 
knowledging me. 

Speaker  Andresen  : Dr.  Bedell  has  made  a mo- 
tion to  refer  this  to  Dr.  Duryee’s  committee. 

. Dr.  Brittain  F.  Payne,  New  York:  I second 
that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  That  is  so  referred. 

Section  139  ( See  8,  124,  133) 

Report  of  Reference  Committee  on  Report  and  Sup- 
plementary Report  of  the  Board  of  Trustees 

Dr.  Stephen  R.  Monteith,  Rockland:  Might  I 
have  this  opportunity  to  thank  the  members  of  my 
committee  who  listened  long  and  patiently  yester- 
day afternoon,  Dr.  Charles  W.  Mueller,  Dr.  B. 
Wallace  Hamilton,  Dr.  Thomas  M.  Watkins,  and 
Dr.  Harold  F.  Brown. 

I also  move  the  adoption  of  the  report  of  the  Ref- 
erence Committee  as  a whole,  as  amended  and  re- 
ferred. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  140 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Postgraduate  Education 

Dr.  Scott  Lord  Smith,  Dutchess:  Mr.  Speaker 
and  members  of  the  House,  the  report  of  the  Coun- 
cil, Part  1,  reviews  the  work  of  the  Committee  on 
Public  Health  and  Education  under  the  chairman- 
ship of  the  late  Dr.  O.  W.  H.  Mitchell. 

Your  Reference  Committee  is  greatly  impressed 
by  the  vast  amount  of  postgraduate  education  car- 
] ried  on,  as  shown  by  this  report  of  what  has  been 
I provided  during  the  year.  The  patient,  persistent, 
j and  prodigious  efforts  of  the  chairman  have  been  in- 
valuable to  the  doctors  and  citizens  of  this  State. 
For  many  years,  Dr.  O.  W.  H.  Mitchell  was  a mem- 
ber of  the  Committee  on  Public  Health  and  Educa- 
tion and,  since  1940,  had  served  as  its  chairman. 
Therefore,  before  reviewing  in  detail  Dr.  Mitchell’s 
! work,  your  Reference  Committee  would  request  a 
j silent  standing  tribute  to  Dr.  Mitchell. 

Speaker  Andresen:  It  is  so  ordered. 

....  The  delegates  arose  and  stood  for  one  minute 


in  silent  tribute  to  Dr.  O.  W.  H.  Mitchell’s  mem- 
ory— 

Dr.  Smith:  Postgraduate  medical  education  is 
furnished  by  this  Council  Committee  in  many 
ways: 

1.  Speakers  are  provided  for  meetings  of  hospital 
staffs,  county  societies,  and  other  medical  groups. 
This  program  is  made  available  by  the  combined  ef- 
forts of  the  New  York  State  medical  school  faculties 
and  research  institutions,  the  New  York  State  De- 
partment of  Health,  the  New  York  State  Dental 
Society,  the  New  York  State  Department  of  Labor, 
and  others.  For  programs  so  arranged  the  Medical 
Society  of  the  State  of  New  York  pays  the  speakers’ 
traveling  expenses,  and  the  New  York  State  De- 
partment of  Health  provides  the  honorarium. 

2.  The  Course  Outline  Book  is  published  and  dis- 
tributed to  a long  list  of  medical  organizations’ 
officers,  public  health,  education  and  welfare  officials, 
research  foundations,  and  others.  The  1948  edi- 
tion, revised  for  1948  and  1949,  contains  67  an- 
nouneements.  That  it  is  up  to  date  is  attested  to 
by  two  new  items,  (a)  “Medical  Aspects  of  Radio- 
active Materials,”  and  (6)  Medical  Motion  Picture 
Films,  procurable  on  a loan  basis.  The  course  book 
has  been  used  in  33  counties  whose  county  societies 
or  hospital  staffs  have  had  at  least  one  and  usually 
four  or  more  lectures. 

3.  Regional  meetings  and  teaching  days  were 
held  during  the  year  in  five  counties. 

Always  alert,  the  Public  Health  and  Education 
Committee  has,  as  of  February  1, 1949,  already  made 
extensive  commitments  along  similar  lines  for  the 
coming  year. 

Also,  Dr.  Mitchell  addressed  the  Associated  State 
Postgraduate  Committee  in  Chicago  on  “The  Post- 
graduate Medical  Education  Program  of  the  Medical 
Society  of  the  State  of  New  York,”  and  the  fall 
meeting  of  the  Brooklyn  Tuberculosis  Society  on  the 
State  Medical  Society’s  BCG  Program. 

In  conclusion,  your  Reference  Committee  has 
only  unbounded  admiration  for  the  work  of  Dr. 
Mitchell  and  his  committee,  and  is  confident  that 
his  successor  will  carry  on  at  the  high  level  which 
Dr.  Mitchell  attained  during  the  nine  years  that  he 
served  as  chairman  of  the ' Committee  on  Public 
Health  and  Education.  The  Committee  realizes 
the  imperative  need  to  continue  this  work. 

I move  the  adoption  of  this  portion  of  the  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Section  141  ( See  54,  184 ) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Medical  Officers  for  the  Armed  Forces 
of  the  United  States 

Dr.  Scott  Lord  Smith,  Dutchess:  Under  Emer- 
gency Preparation,  two  resolutions  were  referred  to 
the  Reference  Committee. 

One  was  the  resolution  introduced  by  Dr.  Irving  J. 
Sands,  of  Kings. 

( Resolution  given  in  full — Section  54) 

Your  Committee  considered  this  would  exceed  the 
authority  of  the  House  of  Delegates  and,  therefore, 
recommends  that  it  be  not  approved. 

I move  the  adoption  of  this  section  of  the  report. 

Dr.  Stephen  R.  Monteith,  Rockland:  I second 
that  motion. 

....  There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 
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Section  142  ( See  81) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  I:  Voluntary  Service  in  the  Medical  Corps 
of  the  Armed  Forces 

Dr.  Scott  Lord  Smith,  Dutchess:  The  second 
resolution,  introduced  by  Dr.  Alfred  P.  Ingegno,  of 
Kings,  is  entitled  “Voluntary  Service  in  the  Medical 
Corps  of  the  Armed  Forces”: 

“Resolved,  that  the  component  county  medical 
societies  of  the  Medical  Society  of  the  State  of 
New  York  be,  and  hereby  are,  urged  by  this,  their 
House  of  Delegates,  to  exert  every  effort  in  their 
community  to  insure  that  a sufficient  number  of 
available  physicians,  particularly  young  interns 
and  residents,  be  encouraged  to  volunteer  to  serve 
their  nation  in  the  Medical  Corps  of  the  Armed 
Forces.” 

Your  Committee  approves  the  purpose  of  this  res- 
olution, but  considers  it  weak,  and  proposes  a sub- 
stitute resolution  as  follows: 

“Whereas,  the  Secretary  of  Defense  has  stated 
that  there  exists  an  extreme  emergency  shortage 
of  medical  personnel  in  the  armed  forces;  and 
“Whereas,  approximately  8,000  doctors  had 
their  medical  school  expenses,  partially  or  com- 
pletely, paid  by  the  government  under  the  A.S.- 
T.P.  or  V-12  programs;  and 

“Whereas,  approximately  an  equal  number  of 
doctors  were  deferred  from  service  in  World  War 
II  for  the  purpose  of  completing  their  medical 
education,  who  themselves  paid  for  their  educa- 
tion; and 

“Whereas,  it  would  seem  unjust  to  require 
those  doctors  in  the  armed  forces  who  are  at  pres- 
ent finishing  their  tour  of  duty  or  about  to  finish, 
to  remain  on  duty,  or  to  request  these  doctors  who 
have  served  and  been  discharged  from  the  armed 
forces  to  return  to  active  duty;  and 

“Whereas,  a draft  of  doctors  is  undesirable; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  endorses 
the  efforts  of  the  Secretary  of  Defense  to  secure 
immediate  volunteers  from  those  doctors  who  have 
not  yet  served  in  the  armed  forces,  and  who  ( a ) 
had  their  medical  school  expenses,  partially  or 
completely,  defrayed  by  the  government  under 


the  A.S.T.P.  and  V-12  programs,  or  (b)  were  de- 
ferred from  service  in  World  War  II  for  the  pur- 
pose of  completing  their  medical  education  at 
their  own  expense.” 

I move  the  adoption  of  this  report — this  portion 
of  the  report  rather. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Dr.  Smith:  This  report  is  signed  by  Dr.  Kenneth 
Bott,  Dr.  Charles  Lakeman,  Dr.  Thomas  P.  Mc- 
Carthy, and  Dr.  Scott  Lord  Smith,  and  I move  the 
adoption  of  the  report  as  a whole. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried 

Speaker  Andresen:  Thank  you,  Dr.  Smith. 

Section  143 

Night  Session 

Speaker  Andresen:  It  is  now  six  o’clock.  We 
still  have  six  reference  committees  to  hear  from.  A 
couple  of  their  reports  will  involve  considerable  dis- 
cussion. The  question  comes  up  are  we  to  adjourn 
now  and  meet  again  tonight  in  this  room  or  are  we 
going  to  stay  now  for  another  half  or  three-quarters 
of  an  hour  and  perhaps  dispose  of  at  least  three  or 
four  of  them  and  take  up  the  rest  tomorrow,  or  are 
we  going  to  take  all  of  them  up  tomorrow  and  per- 
haps run  into  the  afternoon,  which  seems  rather  cer- 
tain at  present. 

Dr.  Joseph  A.  Geis,  Essex:  I make  a motion  that 
we  adjourn  now  and  reconvene  at  eight  o’clock  to- 
night. 

Dr.  James  F.  Rooney,  Trustee:  I second  that. 
Speaker  Andresen:  Is  there  any  discussion  of 
that  motion? 

Dr.  Arthur  A.  Fischl,  Queens:  I would  be  op- 
posed to  that.  Some  of  us  are  going  out,  we  will 
get  back  late.  I would  suggest  that  this  session  go 
on  for  another  three-quarters  of  an  hour  and  keep 
the  evening  free. 

....  The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried. . . . 

Speaker  Andresen:  I am  sorry  to  say  the  mo- 
tion is  carried.  We  will  meet  again  at  8 o’clock. 

....  The  session  adjourned  at  6:05  p.m.,  to  re- 
convene at  8 p.m 


TUESDAY  EVENING  SESSION 
May  4,  1949 


The  session  reconvened  at  8:35  p.m. 

Speaker  Andresen:  Although  we  are  not  all 

here,  we  have  a quorum,  and  I think  we  had  better 
get  started. 

I must  apologize  for  getting  here  late,  but  one  of 
our  elder  statesmen  asked  several  of  us  to  dinner,  in- 
cluding me.  1 don’t  know  whether  he  was  not  try- 
ing to  put  over  something  political,  but  I was  so 
busy  eating  I did  not  care;  as  a matter  of  fact,  I 
left  without  even  eating  my  dessert. 

Our  first  report  is  from  the  Reference  Committee 
on  Report  of  Council,  Part  VI,  Economics,  of  which 
Dr.  Gamble  is  the  chairman. 


Section  144  (See  49,  94) 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  VI:  Complaint  against  the  Welfare 
Department  of  Nassau  County 

Dr.  Thomas  O.  Gamble,  Albany:  Mr.  Speaker 
and  members  of  the  House,  as  you  know,  this  morn- 
ing a resolution  which  was  introduced  by  the  Nassau 
County  Society  in  complaint  against  the  Welfare 
Department  of  Nassau  County  was  referred  back  to 
our  Committee. 

The  Committee  has  met  and  heard  many  delegates 
and,  after  due  consideration,  has  come  to  the  con- 
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elusion  that  the  solution  of  the  County  Society’s  dif- 
ficulties with  the  Welfare  Department  are  local  and, 
therefore,  we  recommend  that  the  resolution  be  dis- 
approved. 

1 move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Dr.  Gamble:  Now  I move  the  adoption  of  the 
report  of  the  Reference  Committee,  Part  VI,  as  a 
whole. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Section  145 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  HI,  Public  Health  Activities  (A):  Industrial 
Health 

Dr.  Harry  Golembe,  Sullivan:  The  Subcom- 
mittee on  Industrial  Health  under  the  chairmanship 
of  Dr.  Leonard  Greenburg  held  a meeting  on  Decem- 
ber 9,  at  which  time  representation  from  the  Council 
Committee  on  Public  Health  and  Education,  officers 
of  the  Medical  Society  of  the  State  of  New  York, 
representatives  from  the  State  Department  of 
Health,  and  the  Commissioper  of  Health  of  the  City 
of  New  York|were  present.  Among  the  subjects 
discussed  were: 

1.  Postgraduate  instruction  in  industrial  health 
and  occupational  diseases. 

2.  The  Joint  Occupational  Disease  Cancer  Com- 
mittee of  the  New  York  State  Departments  of  Labor 
and  Health  and  the  U.S.  Public  Health  Service. 
Your  Subcommittee  recommends  that  a pamphlet 
prepared  on  this  subject  be  distributed  through  the 
Medical  Society  of  the  State  of  New  York,  that  pub- 
licity be  given  to  it  in  the  New  York  State  Journal 
of  Medicine,  and  that  the  Medical  Society  of  the 
State  of  New  York  appoint  a representative  to  this 
Committee.  Your  Reference  Committee  endorses 
these  requests. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  Golembe:  3.  Your  Subcommittee  further 
discussed  the  advantages  of  reporting  occupational 
diseases  in  New  York  State  which  might  require  a 
change  in  the  State  Labor  Law  stating  what  occu- 
pational diseases  must  be  reported.  Your  Refer- 
ence Committee  endorses  this  recommendation,  and 
is  also  in  agreement  that  the  chairman  of  your  Sub- 
committee compile  a list  of  occupational  diseases  for 
publication  in  county  society  bulletins,  the  New 
York  State  Journal  of  Medicine,  and  the  Health 
News  of  the  New  York  State  Department  of  Health. 

I move  the  adoption  of  this  portion  of  the  report. 

...  .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Dr.  Golembe:  The  Committee  discussed  various 
other  subjects,  among  them  medical  bureaus,  the 
need  of  compiling  a list  of  physicians  working  in  in- 
dustrial plants,  and  industrial  rehabilitation,  al- 
though no  specific  recommendations  were  made. 
Your  Reference  Committee  feels  that  this  subject  is 
of  great  importance,  that  the  Committee  should  con- 
tinue their  work  in  this  field  so  as  to  be  able  to  bring 
in  specific  recommendations.  Your  Reference  Com- 
mittee also  commends  the  work  being  done  on  post- 
graduate instruction  and  industrial  health  and  would 
like  to  see  that  this  phase  of  postgraduate  instruction 


is  taken  up  by  more  of  the  county  societies  than  has 
been  the  case  in  the  past. 

I move  the  adoption  of  this  portion  of  the  report. 
. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Section  l/t6 

Report  of  Reference  Committee  on  Report  of  the 
Council,  Part  III:  Rural  Medical  Service 

Dr.  Harry  Golembe,  Sullivan:  Rural  Medical 
Service:  There  is  no  indication  that  the  Council 
Committee  on  Rural  Medical  Service,  under  the 
chairmanship  of  Dr.  Dan  Mellen,  held  any  meetings 
during  the  past  year.  Their  report  is  a general  one 
and  indicates  that  there  is  a desire  in  New  York 
State  to  attract  physicians,  dentists,  and  nurses  into 
the  rural  areas,  and  that  while  this  problem  has  not 
made  too  much  progress,  its  development  would 
seem  to  depend  on  the  development  of  good  hospital 
facilities.  A great  amount  of  work  has  already 
been  done  in  this  direction  during  the  past  year 
through  the  Joint  Hospital  Survey  and  Planning 
Commission  and,  if  this  continues,  adequate  hos- 
pital facilities  will  be  more  and  more  available  in  the 
rural  areas  and  should  help  in  the  practice  of  medi- 
cine in  these  areas.  Your  Reference  Committee  is 
of  the  opinion  that  this  work  is  of  such  great  impor- 
tance that  the  Committee  could  perhaps  be  more 
energetic  in  continuing  its  activities  and  that  all 
interested  bodies,  such  as  the  medical  schools, 
State  Medical  Society,  the  Grange,  4-H  Clubs,  and 
the  Joint  Llospital  Survey  and  Planning  Commission 
be  constantly  contacted  under  the  sponsorship  of  this 
committee  to  carry  out  the  extension  of  medical  serv- 
ices and  facilities  in  the  rural  areas. 

It  is  also  recommended  that  the  Committee  con- 
tinue its  cooperation  with  the  American  Medical 
Association  which  annually  holds  a meeting  to  dis- 
cuss these  problems.  One  of  the  members  of  the 
Council  Committee  attended  such  a meeting,  repre- 
senting the  State  Medical  Society,  in  Chicago,  on 
February  3,  1949. 

I move  tne  adoption  of  this  portion  of  the  report. 
...  .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Section  147 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  HI:  Problems  of  Alcoholism 

Dr.  Harry  Golembe,  Sullivan:  Problems  of 
Alcoholism:  Despite  its  short  existence,  your  Special 
Committee  on  the  Problems  of  Alcoholism,  under  the 
able  chairmanship  of  Dr.  Milton  G.  Potter,  has  al- 
ready done  a splendid  job.  There  is  no  question  but 
that  the  interest  in  this  problem  is  widespread  among 
the  general  public  and,  as  is  well  put  in  the  com- 
mittee report: 

“It  behooves  the  component  county  societies 
to  be  alert  to  their  local  situation  and  take  the 
leadership  in  plans  for  the  rehabilitation  of  the 
alcoholic.  This  is  a medical  and  public  health 
problem  primarily  and  therefore  a medical  and  a 
public  responsibility.  The  public  looks  to  the 
medical  society  for  leadership,  and  we  should  be 
ready  and  equipped  to  take  that  leadership.” 

It  is  shown  in  this  report  that  progress  is  being 
made  by  several  subcommittees  in  different  sec- 
tions of  the  State,  and  it  is  hoped  that  many  more 
areas  will  continue  in  this  field  of  work.  The  report 
further  states  that  the  State  Society  was  represented 
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on  the  board  of  directors  of  the  Rehabilitation  Center 
which  is  administered  by  the  School  of  Medicine  of 
the  University  of  Buffalo,  but  your  Reference  Com- 
mittee advises  that  this  was  an  unofficial  representa- 
tion. It  is  felt  by  your  special  committee  that  the 
results  of  this  work  may  very  well  guide  the  future 
extension  to  other  committees  of  this  type  of  study, 
treatment,  and  rehabilitation.  Your  Reference 
Committee  appreciates  the  importance  of  the  Re- 
habilitation Center  as  administered  by  the  Univer- 
sity of  Buffalo,  and  recommends  that  the  State  So- 
ciety be  officially  represented  on  their  board  of 
directors. 

I move  the  adoption  of  this  recommendation. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  Golembe:  The  recommendations  made  by 
the  committee  are  endorsed  by  your  Reference  Com- 
mittee with  the  exception  of  Recommendation  No.  2 
which  asks  that  a definite  appropriation  should  be 
allotted  to  this  committee  for  expenses.  In  the 
report  of  the  committee  it  is  noted  that  the  State 
Medical  Society  budget  for  1949  has  already  ap- 
proved $750  toward  the  work  of  this  committee, 
hence  this  recommendation  is  no  longer  necessary. 
The  other  recommendations,  as  follows,  are  endorsed 
by  your  Reference  Committee,  and  it  is  recom- 
mended that  the  House  of  Delegates  go  on  record  as 
favoring  these  recommendations: 

1.  The  members  of  this  special  committee  need 
not  be  limited  to  the  House  of  Delegates,  but  may  in- 
clude any  member  of  the  State  Society. 

2.  That  encouragement  of  the  formation  of 
county  committees  be  continued. 

3.  That  the  work  on  the  reference  booklet  on 
alcoholism  be  continued. 

4.  That  members  of  county  societies  be  encour- 
aged to  assume  leadership  of  the  many  lay  com- 
mittees which  are  being  organized  for  education  on 
alcoholism. 

5.  That  the  education  of  the  profession  in  this 
problem  be  continued. 

6.  That  local  county  committees  clear  through 
the  State  Committee  any  projects  on  alcoholism  under 
advisement. 

I move  the  adoption  of  this  portion  of  the  report. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Golembe:  At  the  request  of  the  chairman  of 
the  Special  Committee  on  the  Problems  of  Alco- 
holism the  following  recommendations  were  dis- 
cussed: 

1.  “That  the  activities  of  the  Committee  on 
Problems  of  Alcoholism  of  the  Medical  Society  of  the 
State  of  New  York  be  closely  coordinated  with  those 
of  the  Subcommittee  on  Problems  of  Alcohol  of  the 
New  York  State  Interdepartmental  Health  Council.” 
It  might  be  stated  here  that  “the  Interdepartmental 
Health  Council  consists  of  the  New  York  State 
Commissioners  of  Health,  Mental  Hygiene,  Social 
Welfare,  Education,  and  Correction.” 

2.  “That  the  Council  Committee  on  Public 
Health  and  Education  and  the  Special  Committee 
on  the  Problems  of  Alcoholism,  with  the  State  of 
New  York  Department  of  Health,  arrange  a Sym- 
posium on  the  Problems  of  Alcoholism  to  be  held  on 
the  ‘Teaching  Day’  at  the  next  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York.” 

Your  Reference  Committee  is  in  agreement  with 
these  recommendations  and  recommends  their  ap- 
proval by  the  House  of  Delegates.  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was  no 


discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  Golembe:  I move  the  adoption  of  the  report 
of  the  Reference  Committee,  Part  III,  as  a whole. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Speaker  Andresen:  Thank  you,  Dr.  Golembe. 
1 would  like  to  announce  that  this  will  be  the  last 
opportunity  for  the  introduction  of  any  resolutions. 
Are  there  any  such  resolutions? 

Section  148  ( See  196) 

General  Practitioner — Section;  Training 

Dr.  J.  J.  Zimring,  Nassau:  This  resolution  was 
adopted  at  a meeting  of  the  Medical  Society  of 
Nassau  County  on  April  26,  1949: 

“Whereas,  we  feel  that  the  best  interests  of 
the  general  practitioner  and  of  the  patients  he 
serves  should  be  given  consideration;  therefore 
be  it 

“Resolved, 

“1.  That  the  general  practitioner  should  be 
given  special  training  in  medical  school  to  fit  him 
for  general  practice; 

“2.  That  hospital  internship  should  be  so  ar- 
ranged that  the  general  practitioner  be  trained  for 
general  practice  for  at  least  two  years; 

“3.  That  a Section  for  General  Practice  should 
be  established  in  all  hospitals  in  the  country,  and 
especially  in  those  which  train  interns  and  have  the 
approval  of  the  American  Medical  Association; 

“4.  That  hospitals  should  arrange  for  general 
practitioners  to  be  on  their  staffs; 

“5.  That  this  program  be  presented  at  the 
House  of  Delegates  of  the  A.M.A.  in  June,  1949.” 
Speaker  Andresen:  I will  refer  that  to  the  Refer- 
ence Committee  on  Report  of  the  Council,  Part  I,  of 
which  Dr.  Scott  Lord  Smith,  of  Dutchess,  is  the 
chairman. 

The  next  committee  that  is  ready  has  a report 
which  will  keep  us  busy  for  some  time.  Having  had 
nine  resolutions  referred  to  it,  some  of  them  contro- 
versial, I expect  we  will  be  very  much  occupied  for 
some  little  time.  I am  now  going  to  call  on  Dr. 
Andrew  A.  Eggston  to  report  for  the  Reference 
Committee  on  Miscellaneous  Business  (A). 

Dr.  Eggston:  Mr.  Speaker  and  members  of  the 
House  of  Delegates,  I won’t  keep  you  long;  I will 
just  keep  you  forever,  that  is  all.  ( Laughter ) 
I have  not  had  nine  resolutions  referred  to  my  com- 
mittee, but  eleven,  which  1 will  now  proceed  to  throw 
at  you,  one  by  one. 

Section  149  (See  61) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  The  American  Medical  Association 
Assessment 

Dr.  Andrew  A.  Eggston,  Westchester:  The  first 
resolution  is  one  introduced  by  Dr.  Reid  R.  Heffner, 
of  Westchester.  I don’t  know  why  I placed  that 
first,  but  somehow  or  other  it  just  happened: 

“Whereas,  the  President  of  the  United  States, 
representatives  of  the  Federal  Security  Agency, 
and  certain  Senators  and  Representatives,  arc 
using  all  possible  means  to  achieve  the  enactment 
of  some  form  of  legislation  which  will  include  a 
program  of  compulsory  health  insurance;  and 

“Whereas,  we  believe  the  promoters  of  this 
legislation  are  men  not  qualified  to  evaluate  health 
needs  nor  methods  of  providing  health  services, 
but  are  influenced  by  political  pressure  from  or- 
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ganized  groups  that  are  interested  in  ‘free  medical 
care’  and  socialistic  trends  in  government;  and 
“Whereas,  it  is  universally  conceded  that  we 
have  the  best  medical  care  in  the  world  and  the 
best  medical  schools,  research  centers,  hospitals, 
and  public  health  systems;  and 

“Whereas,  compulsory  health  insurance  leads 
inevitably  to  a deterioration  in  the  quality  of 
medical  care,  to  greatly  increased  over-all  costs  in 
providing  medical  care,  and  eventually  to  a com- 
plete socialistic  economy;  and 

“Whereas,  the  practicing  physicians  of  the 
United  States  who  are  best  qualified  to  evaluate 
health  needs  and  methods  of  providing  medical 
care  are  overwhelmingly  opposed  to  any  system  of 
compulsory  health  insurance,  e.g.,  in  Westchester 
County,  on  the  basis  of  replies  to  a questionnaire 
sent  to  the  1,100  physicians  in  the  county  95  per 
cent  indicated  unalterable  opposition;  and 

“Whereas,  the  only  means  of  interpreting  the 
facts  concerning  the  hazards  involved  in  govern- 
ment medicine  and  the  cost  thereof  to  the  public  is 
through  education;  now,  therefore  be  it 
“Resolved 

“1.  That  the  Medical  Society  of  the  State  of 
New  York,  recognizing  the  welfare  of  the  public, 
records  its  official  approval, 
and  we  have  changed  that  word  “recognizing” 
to  “mindful  of” 

“not  only  of  the  $25  special  assessment  of  the 
American  Medical  Association,  but  also  of  addi- 
tional levies,  if  needed,  in  order  to  carry  out  an 
intensive  nation-wide  program  of  public  education 
in  the  interest  of  good  medical  care  for  every- 
body. 

2.  Furthermore,  that  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
recommends  that 

and  we  have  changed  that  word  “that”  to  “to” 
“to  the  House  of  Delegates  of  the  American  Medi- 
cal Association  the  establishment  of  annual  dues 
for  all  of  its  members,  beginning  in  1950,  such  dues 
to  be  available  for  the  advancement  of  the  Asso- 
ciation’s national  educational  campaign.” 

Your  Reference  Committee  approves  of  this  reso- 
lution as  amended,  and  I move  that  it  be  adopted. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried. . . . 

Section  150  ( See  26) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Lien  Law 

Dr.  Andrew  A.  Eggston,  Westchester:  The  next 
resolution  was  introduced  by  Dr.  Abraham  Koplo- 
witz  of  Kings. 

( Resolution  given  in  full — Section  26) 

Your  Reference  Committee  approves  of  this  reso- 
lution, with  the  suggestion  that  the  endorsement  of 
the  bill  by  the  governing  body  of  the  New  York  Bar 
Association  be  solicited. 

We  move  the  adoption  of  this  resolution. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Section  151  ( See  58) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  X-ray  Treatment  and  Radium  Treat- 
ment 

Dr.  Andrew  A.  Eggston,  Westchester:  Next  is  a 
resolution  introduced  by  Dr.  Morris  Weintrob,  of 

Kings  County. 


( Resolution  given  in  full — Section  58) 

Your  Reference  Committee  approves  of  this  reso- 
lution, and  I move  its  adoption. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried. . . . 

Dr.  James  R.  Reuling,  Queens:  The  purpose  of 
this  is  not  entirely  clear  to  me,  and  I don’t  know 
whether  it  has  to  do  with  the  Medical  Practice  Act 
and  the  amending  of  that  or  not. 

Dr.  Eggston:  I think  it  is  the  introduction  of  the 
Clancy  Bill  for  the  practice  of  x-ray,  that  no  one 
should  practice  x-ray  or  roentgenology  without  being 
licensed,  but  no  such  bill  will  ever  be  put  through 
unless  something  is  done  to  take  care  of  the  fellow 
who  has  been  practicing  a number  of  years  doing 
radiology.  This  clause  takes  care  of  the  grandfather 
clause,  provided  they  have  been  in  business  five 
years. 

Dr.  Reuling:  Been  in  what  business? 

Dr.  Eggston:  Been  in  the  x-ray  business,  been  in 
the  practice  of  roentgenology  I should  say. 

Speaker  Andresen:  Is  that  explanation  satis- 
factory? If  so,  you  may  continue,  Dr.  Eggston,  with 
your  report.  The  recommendation  of  the  Reference 
Committee,  carrying  with  it  the  adoption  of  the  reso- 
lution, has  been  already  carried. 

Section  152  (See  42) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Endorsement  of  the  American 

Medical  Association  12-Point  Program 

Dr.  Andrew  A.  Eggston,  Westchester:  The  next 
resolution  is  quite  a lengthy  one  that  was  introduced 
by  Dr.  J.  P.  Henry,  of  Monroe. 

( Resolution  given  in  full — Section  4 2) 

This  resolution  is  very  broad  in  scope  and  devoid 
of  specificity;  however,  it  contains  many  worthy 
ideas  for  comment. 

First,  Monroe  County  strongly  and  thoughtfully 
approved  and  endorsed  the  12-point  program  of  the 
American  Medical  Association.  Article  4,  which  ad- 
vocates a healthy  interest  in  medical  economics,  is 
open  to  analysis: 

(a)  Prior  publicity  to  county  and  state  associations 
by  the  American  Medical  Association  for  advanced 
instructions  to  the  delegates  to  approve  action  on 
resolutions  to  be  presented  to  the  House  is  diffi- 
cult of  achievement  and  obviously  impractical. 

( b ) The  American  Medical  Association  Journal  is 
asked  for  comfortable  arrangements  for  minority 
expressions  and  a democratic  forum.  At  present, 
any  member  of  the  medical  profession  may,  un- 
hampered and  unfettered,  express  his  opinions  in 
writing  to  the  editor  with  the  request  that  these  be 
published  in  the  correspondence  column.  How 
many  individuals  read  this  is  open  to  question. 
Your  Committee  endorses  the  establishment  of  a 
forum  for  the  discussion  of  timely  topics.  It  is  cer- 
tainly true  that  more  interest  should  be  stimulated 
at  the  present  time. 

( c ) Regarding  the  Bureau  of  Information,  any 
lack  of  information  of  our  profession  about  medical 
economics  is  either  due  to  indifference,  lethargy,  or 
hypothyroidism,  as  all  that  is  needed  is  the  ability  to 
read  and  listen.  However,  there  should  be  published 
in  the  local  medical  journals  the  letters  of  Secretary 
Lull,  of  the  American  Medical  Association;  and 
likewise  the  bulletins  issued  from  the  Washington 
office.  These  are  all  instructive  to  the  medical  pro- 
fession. If  the  letters  are  too  long  they  should  be 
abstracted  and  read  or  printed  for  the  benefit  of  the 
county  members.  A formula  to  awaken  a sense  of 
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responsibility  in  the  average  physician  appears  al- 
most as  illusive  as  the  etiology  of  cancer. 

( d ) Section  (d)  is  really  controversial  and  lacks 
clarity,  particularly  in  regard  to  the  source  and  ad- 
ministration of  any  medical  subsidy. 

Your  Reference  Committee  disapproves  of  this 
resolution  as  a whole,  and  I so  move. 

. . . .The  motion  was  seconded. . . . 

Speaker  Andresen:  May  I ask,  Dr.  Chairman, 
does  that  include  the  summary  of  eight  resolutions? 

Dr.  Eggston:  No,  that  is  all  different  sections  of 
the  same  resolution. 

Speaker  Andresen:  Is  there  any  discussion? 
You  have  a mouthful  to  think  about. 

Dr.  Leo  F.  Simpson:  Does  not  the  Reference 
Committee  approve  of  the  first  two  resolutions  and 
object  to  the  last  four? 

Dr.  Eggston  : There  are  no  separate  resolutions. 
It  is  all  in  one  resolution.  These  are  different  para- 
graphs of  the  same  resolution.  In  the  first  statement 
we  said  it  was  so  broad  in  scope  it  was  very  difficult 
to  present  it  in  one  resolution;  anyway  it  would  be 
objected  to  from  that  standpoint  if  for  no  other. 

Speaker  Andresen:  In  view  of  the  fact  that  we 
have  acted  on  most  of  the  provisions  of  that  today, 
I think  the  chairman  is  rather  wise  to  put  them  all 
together. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried. . . . 

Speaker  Andresen:  The  recommendation  of  the 
Reference  Committee  is  adopted,  and  the  original 
resolution  is  lost. 

Section  158  ( See  48,  160) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Approval  of  Principles  ofjthe  Asso- 
ciation of  American  Physicians  and  Surgeons 

Dr.  Andrew  A.  Eggston,  Westchester:  Reso- 
lution introduced  by  Dr.  Thomas  O.  Gamble,  of 
Albany. 

( Resolution  given  in  full — Section  48) 

While  all  analytic  and  unbiased  medical  minds 
welcome  the  aid  of  any  organization  which  has  at 
heart  the  medical  care  of  the  people,  the  American 
Medical  Association  for  a century  has  been  the  mother 
and  mentor  of  all  American  medicine.  This  is 
true  in  spite  of  the  ingratitude  in  many  high  places. 
It,  therefore,  by  tradition  and  experience,  is  well 
equipped,  through  a rejuvenated  public  relations 
mechanism  and  its  national  educational  campaign, 
to  carry  its  own  torch;  yet  any  group,  educational, 
medical  or  otherwise,  which  has  any  constructive 
suggestions  or  programs,  will  be  welcome  to  offer 
these  in  trust  to  the  American  Medical  Association. 

Past  experience  teaches  the  advisability  of  using 
the  one  and  best  qualified  agency,  that  is,  the  Ameri- 
can Medical  Association,  to  advocate  all  that  is  good 
for  the  doctor  and  the  sick.  There  must  be  unified 
intent  and  effort. 

Your  Reference  Committee  could  not  agree  to 
approve  of  this  resolution,  although  its  advocates 
won  our  admiration  and  respect  for  their  sincerity. 
Therefore,  we  recommend  disapproval  of  this  reso- 
lution, and  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  carried. . . . 

Section  154  ( See  85) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Amendment  of  Article  V of  Consti- 
tution and  Bylaws  of  the  American  Medical  Asso- 
ciation 

Dr,  Andrew  A.  Eggston,  Westchester:  The  next 


resolution  is  that  introduced  by  Dr.  J.  Homer  Cud- 
more,  of  New  York. 

( Resolution  given  in  full — Section  85) 

Your  Reference  Committee  has  this  recommenda- 
tion: After  a rather  thorough  discussion  your  Refer- 
ence Committee  is  in  full  accord  with  the  text  and 
implied  fraternal  instincts  in  this  resolution.  It  is 
our  wish  and  we  know  it  is  your  desire  that  a con- 
stant effort  be  exerted  to  take  a definite  position  cor- 
rective of  any  undemocratic  situation  in  medicine. 
A physician  at  all  times  is  aware  of  the  equality  of 
blood,  flesh,  and  life;  nevertheless  we  are  at  present 
compelled  to  recognize  that  the  American  Medical 
Association  is  a national  or  Federal  association  com- 
posed of  autonomous  county  and  state  societies. 
That  a change  in  its  basic  concepts,  we  agree,  should 
occur  with  the  changing  order,  but  now  is  not  the 
opportune  nor  strategic  time.  We  trust  that  con- 
tinued enlightenment  in  the  right  place  and  time 
will  correct  any  inequality. 

Your  Reference  Committee  approves  of  this  reso- 
lution in  principle. 

Speaker  Andresen  : Does  that  include  the  rec- 
ommendation of  presenting  the  resolution  before 
the  House  of  Delegates  of  the  American  Medical 
Association? 

Dr.  Eggston:  That  is  up  to  the  House  what  it 
wants  to  do  itself  on  that.  We  approve  of  this  reso- 
lution in  principle. 

Speaker  Andresen:  Just  what  does  “in  prin- 
ciple” mean? 

Dr.  Eggston:  We  are  in  favor  of  this  resolution. 
The  recommendation  of  the  Reference  Committee 
is  that  your  Reference  Committee  approves  of  this 
resolution  in  principle,  but  we  state  above  that  at  the 
present  time  the  American  Medical  Association  is  so 
constituted,  and  because  of  its  defeat  of  the  same 
resolution  last  year,  we  do  not  feel  now  is  the  oppor- 
tune time  to  introduce  this  into  the  American  Medi- 
cal Association.  We  are,  however,  heartily  in  ac- 
cord with  the  principles  expressed  in  the  resolution. 

Dr.  John  J.  Masterson,  Kings:  You  are  in  favor 
of  the  resolution,  but  don’t  think  this  is  the  oppor- 
tune time  to  present  to  the  A.M.A.? 

Dr.  Eggston:  Exactly. 

Dr.  Arthur  A.  Fischl,  Queens:  There  is  no 
doubt  when  this  resolution  comes  before  the  Ameri- 
can Medical  Association  the  same  thing  is  going  to 
happen  to  it  as  happened  on  previous  occasions. 
I think  we  can  try  to  take  some  measure  whereby  we 
will  accomplish  a more  constructive  and  more  effi- 
cient manner  of  giving  these  unfortunate  physicians 
some  representation,  probably  a more  direct  repre- 
sentation in  the  American  Medical  Association. 
I believe  the  Committee  should  consider  that  aspect 
of  it  rather  than  take  the  same  aspect  that  was  pre- 
sented already  to  the  American  Medical  Association, 
the  results  of  which  we  know  will  happen  year  in  and 
year  out.  I would  rather  see  some  effort  made  to 
give  those  members  who  may  not  ever  be  members  of 
their  own  county  medical  societies  some  direct  repre- 
sentation in  the  American  Medical  Association  itself. 

Speaker  Andresen:  You  are  speaking  in  support 
of  the  Committee’s  recommendation  I take  it? 

Dr.  Fischl:  But  the  Committee’s  recommenda- 
tion means  nothing. 

Speaker  Andresen:  The  Committee’s  recom- 
mendation is  that  they  approve  in  principle  of  the 
resolution,  but  they  don’t  think  at  this  time  the 
resolution  should  be  presented  before  the  House  of 
Delegates  of  the  American  Medical  Association,  is 
that  right? 

Dr.  Eggston  : That  is  right. 
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Dr.  Fischl:  I think  the  Committee  should  go 
into  a further  discussion  of  this  problem. 

Speaker  Andresen:  They  point  out  that  the 
American  Medical  Association  is  a national  or 
Federal  association  composed  of  autonomous  county 
and  state  societies. 

Dr.  Eggston:  Right,  and  that  a change  in  its 
basic  concepts,  we  agree,  should  occur  with  the 
changing  order,  but  now  is  not  the  opportune  nor 
strategic  time. 

Dr.  John  J.  Masterson,  Kings:  I think  earlier 
today  you  had  an  example  of  the  persistence  of  reso- 
lutions before  this  House.  I do  not  know  what 
action  the  American  Medical  Association  will  take 
on  this  resolution.  Twice  in  the  past,  one  time  in 
San  Francisco  and  again  in  Chicago,  a resolution 
from  this  Society  on  this  subject  was  presented  to 
the  House  of  Delegates,  and  both  times  we  were  told 
just  what  Dr.  Andresen  told  us  tonight. 

I do  not  see  any  harm  in  presenting  this  resolution 
to  the  House  of  Delegates  of  the  American  Medical 
Association.  Maybe  they  will  turn  it  down  again, 
but  maybe  the  time  has  arrived  when  the  other 
states  may  take  a different  attitude  than  they  have  in 
the  past,  so  I would  favor  that  this  resolution  be 
sent  to  the  House  of  Delegates  of  the  American 
Medical  Association  or  rather  that  the  delegates  from 
this  Society  be  directed  to  present  this  resolution  to 
the  House  of  Delegates  of  the  American  Medical 
Association. 

Speaker  Andresen:  You  are  against  the  reso- 
lution I take  it  then,  Dr.  Masterson? 

Chorus:  No. 

Dr.  Masterson  : I think  the  resolution  should  be 
presented  to  the  A.M.A.  by  our  delegates. 

Speaker  Andresen:  Then  you  are  against  the 
recommendation  of  the  Committee? 

Chorus:  No. 

Dr.  Eggston:  We  arc  for  the  resolution  in  prin- 
ciple. 

Speaker  Andresen:  There  are  two  points  in- 
volved in  the  Committee’s  recommendation:  First, 
that  they  agree  in  principle  with  the  resolution  as 
presented;  and  second,  that  they  feel  now  is  not  the 
time  to  present  it. 

Dr.  Eggston:  Now  is  not  the  opportune  time, 
yes,  but  we  approve  of  the  resolution  in  principle. 
Now  if  some  amendment  is  made  that  it  be  intro- 
duced at  the  present  time  that  would  take  care  of  the 
matter  in  the  way  Dr.  Masterson  has  suggested. 

Dr.  Masterson:  I would  so  move. 

. . . .The  motion  was  seconded  by  several.  . . . 

Speaker  Andresen  : In  other  words,  that  brings 
us  back  again  to  the  original  resolution? 

Dr.  Samuel  Z.  Freedman,  New  York:  I move 
the  adoption  of  the  original  resolution. 

Dr.  Samuel  B.  Burk,  New  York:  1 second  that. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  this  amendment? 

Dr.  Jacob  Werne,  Queens:  I take  it  there  has 
been  an  amendment? 

Speaker  Andresen:  The  recommendation  of  the 
Reference  Committee  has  been  amended  to  the  effect 
that  it  be  presented  to  the  A.M.A. 

Dr.  Werne:  The  recommendation  of  the  Refer- 
ence Committee  was  that  it  be  approved  in  principle, 
is  that  right  ? 

Speaker  Andresen:  Yes,  and  the  amendment  is 
that  it  shall  be  brought  up  by  our  delegates  at  the 
A.M.A.  meeting  next  month. 

Dr.  James  R.  Reuling,  Treasurer:  Point  of  order, 
the  Reference  Committee’s  report  is  one  action,  a 
positive  action,  and  the  amendment  is  an  immediate 


Chorus:  No,  sir. 

Dr.  Reuling:  If  they  want  to  defeat  the  motion, 
it  should  be  done  in  that  way  rather  than  by  an 
amendment. 

Dr.  Werne  : I would  like  to  support  Dr.  Reuling’s 
interpretation.  I think  that  this  amendment  should 
be  declared  out  of  order  because  the  motion  before 
this  House  is  the  recommendation  of  Dr.  Eggston’s 
Committee  to  disapprove  that  resolution  which  asks 
that  we  instruct  our  delegates  to  the  American 
Medical  Association  to  introduce  this  resolution. 
Therefore,  this  amendment  is  out  of  order,  and  conse- 
quently the  matter  before  the  House  is  the  discussion 
of  Dr.  Eggston’s  committee's  report  disapproving 
this  resolution — 

Dr.  Eggston:  We  don’t  disapprove  of  the  reso- 
lution. We  approve  it  in  principle. 

Dr.  Werne:  Disapproving  of  the  introduction  of 
that  resolution. 

Dr.  Eggston:  At  the  present  time. 

Speaker  Andresen:  If  we  don’t  recognize  this 
amendment;  we  have  the  original  recommendation 
of  the  Committee  before  us.  If  that  recommenda- 
tion is  then  not  carried,  the  motion  is  lost  entirely. 

Dr.  Werne:  I would  like  to  speak  on  the  recom- 
mendation of  Dr.  Eggston’s  Committee. 

Speaker  Andresen:  I still  want  to  get  enlighten- 
ment on  this  subject  of  the  amendment.  I feel  also 
that  a negative  motion  to  a positive  resolution  is 
wrong.  May  I ask  Dr.  Rooney  for  advice? 

Dr.  James  F.  Rooney,  Trustee:  This  is  most 
highly  complimentary.  Is  it  a question  as  to  this 
point  of  order  that  was  raised  by  my  friend,  Reuling, 
that  Dr.  Masterson’s  motion  to  amend  the  Com- 
mittee’s report  is  out  of  order?  Is  that  the  point? 

Speaker  Andresen:  That  is  the  point. 

Dr.  Werne:  Yes,  sir,  I agree,  and  those  of  us  who 
want  to  support  the  resolution  referred  to  Dr. 
Eggston’s  Reference  Committee  can  do  so  by  defeat- 
ing his  recommendation,  and  then  can  secure  the  in- 
struction to  introduce  it  into  this  year’s  House  of 
Delegates  of  the  American  Medical  Association. 

Dr.  Rooney:  As  a matter  of  parliamentary  law 
I can  only  answer  you  through  the  Speaker,  I am 
sorry.  In  my  opinion  any  amendment  modifying 
the  report  of  a reference  committee  that  is  germane 
to  the  matter  under  report  is  perfectly  in  order,  Mr. 
Speaker. 

Speaker  Andresen:  The  amendment  is  under 
discussion. 

Dr.  Thomas  M.  D’Angelo,  Queens:  May  I rise 
to  a point  of  order:  Does  this  House  of  Delegates 
vote  on  the  report  of  the  Committee  or  does  it  vote 
on  the  original  resolution? 

Speaker  Andresen:  In  every  case  we  vote  on  the 
report  of  the  reference  committee’s  opinion  regard- 
ing the  original  resolution. 

Dr.  Cyril  Drysdale,  Suffolk:  In  that  case,  will 
the  Committee  put  its  report  in  plain  English  and  say 
that  while  they  approve  of  the  resolution  in  prin- 
ciple, they  now  disapprove  of  the  resolution — 

Dr.  Eggston:  The  introduction  of  the  resolution, 
at  this  time. 

Dr.  Drysdale  : Which  is  exactly  what  he  is  doing, 
and  then  we  can  vote  on  that. 

Dr.  Eggston:  There  was  no  disapproval  of  the 
resolution,  but  we  disapproved  of  introducing  it  in 
the  House  of  Delegates  of  the  American  Medical 
Association  at  this  time,  because  having  been  there 
at  the  last  meeting  which  was  held  just  last  Decem- 
ber it  got  no  place.  I think  when  the  thing  has  been 
more  or  less  settled  nationally,  it  can  be  taken  up  and 
clarified,  but  the  Committee  is  in  favor  of  the  House 
of  Delegates’  amending  this  just  as  they  see  fit. 
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That  is  the  reason  we  reported  it  out  that  we  approve 
of  it  in  principle.  We  are  not  against  the  resolution. 

Dr.  Rooney:  I will  offer  a substitute  motion. 
The  substitute  motion  is  this:  That  this  House  ap- 
proves of  this  resolution  in  principle,  and  that  our 
delegates  be  instructed  to  convey  that  information 
to  the  Hotise  of  Delegates  of  the  American  Medical 
Association. 

. . . .The  motion  was  seconded  by  several. . . . 

Speaker  Andresen:  A substitute  motion  is  now 
before  the  House. 

Dr.  William  B.  Rawls,  New  York:  I would  like 
to  make  an  amendment  to  the  substitute  motion. 

Speaker  Andresen:  You  cannot  do  that.  We 
have  already  an  amendment,  then  a substitute 
motion,  which  is  the  second  amendment,  so  you  can- 
not have  another  amendment. 

Dr.  Rawls:  You  can  amend  a substitute  motion 
according  to  my  interpretation  of  parliamentary 
rules. 

Speaker  Andresen:  A substitute  motion  is  an 
amendment,  and  we  have  one  amendment  before 
that. 

Dr.  Werne:  May  I raise  a point  of  order?  I 
think  we  have  a very  simple  situation  here.  Dr. 
Eggston’s  Committee  passed  on  this  resolution  in  a 
manner  that  is  obviously  not  acceptable  to  some  of 
the  members  of  this  House  of  Delegates. 

Chorus:  Use  the  microphone.  We  can’t  hear. 

Dr.  Werne:  Dr.  Eggston’s  Committee  has 

passed  on  this  resolution  in  a manner  that  is  obvi- 
ously not  satisfactory  to  some  of  the  members  of  this 
House  of  Delegates.  Let  us  dispose  of  this  problem 
by  acting  on  Dr.  Eggston’s  recommendation  regard- 
less of  just  how  he  wants  us  to  believe  it  means. 
Let  us  act  on  that  directly,  and  those  of  us  who  are 
opposed  to  that  restriction  can  defeat  it,  and  by  that 
defeat  we  can  reactivate  the  strength  of  the  original 
resolution  referred  to  him. 

Speaker  Andresen:  The  discussion  must  be 
limited  to  discussing  the  substitute  motion.  Is 
there  any  further  discussion  on  the  substitute  mo- 
tion? 

Dr.  Peter  M.  Murray,  New  York:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  I have  been 
a member  of  this  House  of  Delegates  for  over  twelve 
years,  and  time  and  again  I have  had  my  heart 
gladdened  by  the  deep,  forward  understanding  and 
support  that  this  House  of  Delegates  has  always 
given  any  proposal  to  safeguard  the  real  democracy 
which  we  profess  to  have  in  this  country.  It  is  a 
great  pleasure  for  me  to  sit  here  and  hear  men  rise  to 
the  defense  of  the  original  resolution. 

May  I say  in  deference  to  the  chairman  of  the 
Reference  Committee  that  he  is  sincerely  and 
honestly  in  favor  of  the  resolution  as  originally  pro- 
posed, and  it  is  only  because  of  what  has  been  termed 
political  expediency,  because  it  was  turned  down  last 
year,  that  there  is  any  hesitation. 

My  heart  goes  out  to  Dr.  Winslow,  one  of  our 
senior  elder  statesmen,  who  presented  this  resolution 
last  year  at  the  American  Medical  Association.  He 
was  turned  down,  and  no  man  likes  to  be  turned 
down;  but  may  I say  to  you,  Dr.  Winslow,  from  the 
comments  I have  heard  around  me  New  York  is 
living  up  to  the  finest  traditions  of  democracy  when 
they  insist  that  we  ought  to  take  a fair  and  square 
stand  on  the  morality  of  this  issue,  whether  the 
American  Medical  Association  turns  it  down  or  not. 
I believe  the  Medical  Society  of  the  State  of  New 
York  does  itself  proud  and  lives  up  to  the  finest  tra- 
ditions of  the  medical  profession  when  it  does  such  a 
thing. 

Within  the  last  few  weeks  you  have  read  in  the 


newspapers  reports  coming  from  a celebrated  Negro 
citizen,  Mr.  Paul  Robeson,  in  which  he  made  the 
statement  that  Negroes  would  not  fight  in  the  de- 
fense of  this  country  should  we  ever  become  attacked 
by  or  wish  to  fight  against  a totalitarian  form  of 
government.  Today  I came  in  possession  of  a clip- 
ping, which  I wish  to  share  with  you,  because  it  ex- 
presses my  sentiments  and  the  sentiments  of  the  vast 
majority  of  Negro  citizens  of  this  country.  This 
clipping  is  as  follows: 

“We  owe  a debt  of  gratitude  for  the  fair,  intelli- 
gent and  balanced  replies  to  Mr.  Paul  Robeson’s 
statements  in  Paris,  written  by  Max  Yergan  and 
Ivan  Leslie  Harry.  They  show  us  how  much  we 
lose  by  our  lack  of  respect  for  the  Negro  race,  how 
much  we  gain  by  their  contributions — as  witness 
the  work  accomplished  by  Dr.  Ralph  Bunche. 
As  for  Paul  Robeson,  friends  who  have  known  him 
for  many  years  can  only  have  sympathy  for  him; 
he  is  completely  misled  and  his  reactions  can  be 
explained  by  many  justifiable  accusations  against 
us.  I wish  these  replies  could  be  reprinted  in 
every  newspaper  in  the  United  States. 

“We  haven’t  too  much  time  left  to  change  our 
attitude  toward  the  Negro  race  and  other  minori- 
ties. We  should  be  glad  we  can  still  open  our  eyes 
and  see,  before  the  Communists  gain  further 
strength.” 

I listened  yesterday  to  Dr.  Bauer  in  his  eloquent 
appeal  in  favor  of  the  World  Medical  Association, 
and  I wonder  how  long  it  is  going  to  be  before  he  is 
going  to  be  embarrassed  by  having  some  of  these  na- 
tions to  whom  we  offer  moral  leadership  point  to  us 
and  say  we  do  not  come  into  court  with  clean  hands. 
What  are  you  going  to  do  about  Negro  doctors  in 
your  own  Southland? 

Ladies  and  gentlemen,  I submit  it  is  not  primarily 
for  the  interest  of  the  Negro  doctors  who  are  ex- 
cluded from  membership  in  the  American  Medical 
Association  in  seventeen  states  and  the  District  of 
Columbia,  but  it  is  rather  for  the  integrity  of  your- 
selves that  you  cannot  afford  to  do  less  than  to  stand 
fair  and  square  and  support  this  resolution.  We 
don’t  have  to  win,  but  we  have  to  be  true  to  our  bet- 
ter selves,  and  I have  every  confidence  that  this 
House  of  Delegates  is  going  to  do  the  square  thing 
today  as  it  has  done  over  the  twelve  years  since  I 
have  been  a member  of  this  House  of  Delegates. 

I thank  you!  ( Applause ) 

Speaker  Andresen:  May  I just  say  that  I was 
also  present  last  year  and  the  year  before  when  this 
type  of  motion  was  defeated  in  the  House  of  Dele- 
gates of  the  American  Medical  Association.  I don’t 
tnink  it  is  good  for  any  cause  to  be  overwhelmingly 
defeated  year  after  year,  and  while  I am  not  sup- 
posed to  express  an  opinion  it  seems  to  me  that  the 
substitute  motion,  which  requires  our  delegation  to 
state  to  the  House  of  Delegates  of  the  American 
Medical  Association  that  we  have  adopted  this  in 
principle,  would  make  a much  better  impression  than 
to  have  a motion  which  would  be  ridiculed  and  de- 
feated as  it  was  last  year. 

Dr.  Werne:  On  the  motion,  I have  not  had  an 
opportunity  to  speak  on  the  motion. 

Speaker  Andresen:  You  spoke  on  the  substitute 
motion  a minute  ago. 

Dr.  Werne:  I ask  for  permission  to  speak  again. 
Speaker  Andresen:  That  will  require  a ma- 
jority vote.  Am  I right? 

Dr.  Werne:  I still  ask  for  permission  to  speak 
again. 

Speaker  Andresen:  All  in  favor  of  allowing  Dr. 
Werne  to  speak  again  say  “Aye”;  contrary,  “No.” 
It  is  carried.  You  may  speak. 
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Dr.  Werne:  Mr.  Speaker,  I studied  in  the  South- 
land, and  I am  quite  familiar  with  the  problem. 
When  Dr.  Eggston  states  that  one  of  the  reasons  the 
American  Medical  Association  feels  that  they  should 
not  enter  into  this  controversy  is  because  they  don’t 
want  to  oppose  local  autonomy,  I think  he  does  so 
with  his  tongue  in  his  cheek.  No  one  raises  the 
question  of  local  autonomy.  Should  any  county 
medical  society  in  the  country  decide  suddenly  to 
permit  dichotomy  in  which  was  involved  the  di- 
vision of  fees,  they  would  stop  you  pretty  quickly 
and  throw  you  out  of  the  American  Medical  Asso- 
ciation. There  is  no  reason  why  the  American 
Medical  Association  centrally  cannot  tell  some  of  the 
Dixiecrat  states  to  admit  these  colored  men  on  the 
same  basis  they  do  the  white  man.  We  should  take 
a strong  stand  here,  and  if  we  are  defeated  again,  let 
us  bob  our  heads  up  and  be  defeated  still  again,  but 
stand  up  for  the  principle  that  was  enunciated. 

Dr.  Rawls:  Mr.  Speaker,  you  ruled  me  out  of 
order  when  I tried  to  amend  a substitute  motion 
before.  I insist  a substitute  motion  can  be  amended, 
and  I think  I would  be  borne  out  in  that  by  the  par- 
liamentarians here  that  a substitute  motion  can  be 
amended.  However,  I would  like  to  speak  on  the 
substitute  motion  as  offered  by  Dr.  Rooney,  and  I 
would  like  to  offer  an  amendment  to  that. 

Speaker  Andresen:  The  great  trouble  then  is 
that  we  have  a third  amendment.  We  have  a second 
amendment  in  the  form  of  a substitute  motion  before 
us,  and  you  cannot  have  more  than  two  amendments 
to  any  motion. 

Dr.  Rawls:  It  does  not  make  any  difference  how 
many  amendments  you  have.  If  you  have  a sub- 
stitute motion,  that  substitute  motion  can  be 
amended,  and  I appeal  from  the  ruling  of  the  Chair 
that  it  cannot  be. 

Dr.  Samuel  Z.  Freedman,  New  York:  I suggest 
we  ask  Dr.  Bauer  on  that  question.  Let  us  get  his 
advice  on  it. 

Dr.  Louis  H.  Bauer,  Past  President:  You  can 
have  as  many  substitute  motions  as  people  care  to 
make.  You  can  only  have  one  amendment  to  an 
amendment,  but  you  can  have  as  many  as  a dozen 
substitute  motions,  and  then  you  can  take  them  up  in 
the  reverse  order,  and  dispose  of  them  in  that  man- 
ner, one  at  a time. 

Dr.  Rawls:  Can  we  amend  a substitute  motion? 

Dr.  Bauer:  Strictly  speaking,  a substitute  mo- 
tion should  not  be  amended,  but  another  substitute 
motion  made  of  it.  In  place  of  it,  you  make  another 
substitute  motion. 

Dr.  Rawls:  Then  I offer  this  as  a substitute  mo- 
tion. As  the  president  of  the  county  society  that 
offered  this  resolution  I would  like  to  make  a state- 
ment. I am  very  much  in  favor  of  the  resolution  as 
offered.  I realize  the  difficulties  involved  in  passing 
this  particular  resolution  to  the  House  of  Delegates 
of  the  American  Medical  Association.  I also  do  not 
wish  to  see  this  defeated  because  I would  like  to  see 
some  success  on  what  we  have  been  trying  to  do. 

I offer  this  substitute  motion:  that  we  approve 
of  this  resolution  that  has  been  presented,  and  that 
we  memorialize  the  American  Medical  Association 
to  appoint  a special  committee  to  solve  this  problem. 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Freedman:  Has  it  been  seconded? 

Dr.  Stephen  R.  Monteith,  Rockland:  I will 
second  that. 

Speaker  Andresen:  Hearing  no  discussion,  I will 
put  that  to  a vote.  All  in  favor  of  that  substitute 
motion  say — 

Dr.  Floyd  S.  Winslow,  Councilor:  Mr. 

Speaker — 


Speaker  Andresen:  I asked  for  discussion,  and 
nobody  got  up. 

Dr.  J.  Stanley  Kenney,  Councilor:  It  has  not 

been  voted  on  yet,  so  it  is  not  too  late  to  discuss  it. 

Speaker  Andresen:  The  vote  has  been  called; 
therefore,  there  can  be  no  more  discussion.  Am  I 
right? 

Dr.  Reuling:  Until  the  negative  has  been  called 
for,  the  member  has  the  privilege  of  the  floor  I be- 
lieve, Mr.  Speaker.  The  negative  of  the  vote  has 
not  been  taken,  and  I would  like  to  discuss  the  mo- 
tion by  simply  pointing  out  we  are  memorializing  the 
American  Medical  Association  to  solve  a problem. 
That  in  itself  is  a ridiculous  motion.  We  can  memo- 
rialize them  to  study  it.  I don’t  think  that  Dr. 
Rawls  meant  what  his  motion  said.  You  can’t  ask 
them  to  solve  it.  It  can’t  be  done. 

Dr.  Rawls:  In  view  of  this  objection  then,  may  I 
suggest  a study  leading  toward  a solution? 

Dr.  Kenney:  May  I rise  to  a point  of  order,  sir? 
I don’t  know  whether  I am  out  of  order  or  not — 

Dr.  Reuling:  I would  like  to  continue  if  I might. 

Speaker  Andresen:  Dr.  Reuling  has  the  floor. 

Dr.  Reuling:  I would  simply  like  to  make  a 
statement  and  emphasize  something  that  has  al- 
ready been  said  to  aid  in  clarifying  our  thinking. 
The  American  Medical  Association  is  a federation  of 
state  associations.  In  Texas  they  permit  chiro- 
practors to  practice  medicine.  How  would  you  feel 
if  the  Texas  State  Association  memorialized  the 
House  of  Delegates  to  insist  that  New  York  State 
admit  chiropractors  to  the  practice  of  medicine?  It 
just  is  about  as  simple  as  that. 

I am  in  thorough  and  hearty  agreement  with  the 
intent  of  the  resolution.  Dr.  Rooney  had  a very 
good  solution  for  it.  You  can  belabor  this  so  much 
that  you  build  up  additional  resistance.  I have  had 
good  intelligent  men  tell  us  that  it  is  only  a matter  of 
a few  years  until  this  is  solved.  It  is  not  going  to  be 
solved  by  calling  them  names  and  telling  them  that 
they  are  unfair  continually.  A resolution  such  as 
the  substitute  motion  that  Dr.  Rooney  made  is  the 
sort  of  sugar  that  will  eventually  accomplish  what 
I am  sure  the  practitioners  in  New  York  State  want. 

Dr.  Winslow:  In  view  of  the  fact  that  you  have 
allowed  some  of  the  more  intelligent  men  to  discuss 
this  problem,  may  I now  speak? 

Speaker  Andresen:  Yes,  sir. 

Dr.  Winslow:  In  conformance  with  the  wishes  of 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  at  three  sessions  of  the  House  of 
Delegates  of  the  American  Medical  Association 
within  the  past  ten  years  I have  presented  a resolu- 
tion similar  to  the  one  before  you  now,  and  I now 
rise  to  speak  against  all  substitute  motions  and  all 
amendments  and  strive  to  uphold  the  original  recom- 
mendation of  the  Reference  Committee. 

May  I respectfully  point  out  to  you  that  whatever 
your  sympathies  may  be,  there  is  probably  a better 
solution  of  this  situation.  Each  time  this  has  been 
presented,  the  ruling  of  the  American  Medical  Asso- 
ciation has  been  that  they  had  no  constitutional 
rights  to  prescribe  what  regulations  should  govern 
the  admission  to  the  constituent  county  or  state  so- 
cieties. They  just  cannot  do  it. 

Now  if  it  is  the  desire  of  a group  of  men  in  this 
House  to  demonstrate  the  fact  that  there  is  no  racial 
bias  here,  and  that  we  do  proceed  under  democratic 
principles,  then  the  thing  for  them  to  do  is  to  present 
the  name  of  a man  belonging  to  any  race  that  they 
think  is  not  receiving  proper  democratic  treatment 
and  allow  him  to  be  nominated  here  for  this  position 
and  by  either  winning  or  losing  he  thereby  demon- 
strates the  democracy  of  the  organization. 
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Dr.  Masterson  said  that  he  could  not  see  any  harm 
in  this  resolution  going  up  to  the  American  Medical 
Association  and  being  turned  down  year  after  year. 
May  I point  out  to  you  through  the  field  of  experi- 
ence that  there  is  a definite  objection,  and  that  is 
this:  That  in  connection  with  the  presentation  of 
this  resolution  there  is  an  element  that  wishes  to 
embarrass  the  American  Medical  Association,  so 
that  the  press  takes  advantage  of  the  situation  and 
we  get  very  bad  press  notices  following  the  action  of 
the  American  Medical  Association  in  upholding  the 
constitution  of  their  organization.  That  is  the  evil 
that  flows  from  this  situation. 

I think  that  a better  analysis  of  the  question  and  a 
better  way  out  would  be  for  us  to  present  on  the 
floor  of  this  House  as  a candidate  or  as  a nominee  for 
delegate  to  the  American  Medical  Association  the 
name  of  a man  who  belongs  to  any  race  who  you 
think  is  not  getting  proper  democratic  recognition, 
thereby  coming  nearer  to  solving  this  problem. 

I wish  to  support  the  original  resolution  of  the 
Reference  Committee. 

Dr.  Madge  C.  L.  McGuinness,  New  York:  I 
second  that. 

Speaker  Andresen:  I will  have  to  confine  the 
discussion  to  the  substitute  motion  made  by  Dr. 
Rawls.  You  can  clear  the  deck  and  come  back  to 
the  original  motion  if  we  can  get  rid  of  these  substi- 
tute motions. 

Dr.  Morris  Weintrob,  Kings:  I want  to  say — 

Speaker  Andresen:  Will  you  discuss  the  substi- 
tute motion  which  was  made  by  Dr.  Rawls? 

Dr.  Weintrob:  I will  discuss  the  substitute  mo- 
tion with  this  thought  in  mind:  I fail  to  see  how  the 
substitute  motion  differs  in  any  way  from  the  recom- 
mendation of  the  Committee.  I would  have  to  be 
convinced  that  there  is  enough  merit  or  enough  sub- 
stance in  the  substitute  motion  to  warrant  all  of  this 
discussion. 

In  view  of  that,  and  having  been  partially  respon- 
sible for  the  wording  of  this  recommendation  of  our 
Committee,  I feel  that  in  all  due  justice  the  previous 
speaker  should  be  given  a great  hand.  We  sweated 
with  that  problem  considerably,  and  we  are  happy  to 
see  that  all  of  you  here  are  sweating  too.  It  was 
because  we  felt  that  it  was  most  untimely  to  permit 
those  who  oppose  the  policies  of  the  American  Medi- 
cal Association  to  come  out  and  smear  the  American 
Medical  Association  with  the  sort  of  campaign  they 
would  love  to  use  that  we  worded  this  resolution  just 
the  way  we  did  in  its  most  careful  and  most  particu- 
larly diplomatic  manner.  We  think  that  it  will  serve 
the  American  Medical  Association  best  if  we  leave  it 
in  the  words  which  our  committee  suggests  to  you 
gentlemen. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion of  the  substitute  motion  of  Dr.  Rawls? 

Dr.  Samuel  Z.  Freedman,  New  York:  On  the 
substitute  motion,  just  in  a few  words,  what  you  are 
doing  if  you  pass  the  substitute  motion  is  to  en- 
courage those  who  are  finding  fault  with  the  Ameri- 
can Medical  Association  that  you  in  New  York  have 
not  the  courage  to  stand  up  for  what  you  say  you 
believe  in.  If  we  are  going  to  be  concerned  about,  a 
minority  of  the  American  Medical  Association,  we 
ought  to  bear  in  mind  that  the  American  Medical 
Association  is  considered  by  us — and  we  hope  it  is 
considered  by  others — a democratic  organization, 
and  in  a democratic  organization,  unless  things  have 
changed  lately,  the  majority  are  supposed  to  rule. 

The  majority  of  the  states  in  this  Union  are  for 
that  which  we  stand  for,  and  if  we  are  going  to  ap- 
pease the  seventeen  states  of  the  South  and  the  Dis- 
trict of  Columbia,  I think  we  would  be  deserving  of  a 


worse  press  than  if  we  showed  the  courage  of  our  con- 
victions of  our  community  that  that  is  the  way  we 
feel. 

The  mere  fact  that  it  has  been  turned  down  a few 
times,  I am  reminded  that  a certain  group  of  people 
in  this  world  have  been  turned  down  for  two  thou- 
sand years,  but  that  did  not  stop  them.  Now  I 
don’t  think  there  are  two  thousand  years  left  to 
solve  the  problem  of  this  world,  not  only  of  this 
State,  as  to  the  relationship  between  the  races. 
Those  who  would  stand  up  today  and  say,  “Well,  we 
might  get  a poor  press  if  we  pass  what  we  want  to 
pass,”  they  are  doing  not  only  a great  injury  to  their 
members  whom  they  are  representing  but  they  are 
doing  a great  injury  I believe,  as  Dr.  Murray  much 
better  put  it,  to  the  United  States.  I am  sure  Dr. 
Bauer,  if  he  were  to  say  something,  would  agree  that 
the  world  is  looking  to  the  United  States  for  leader- 
ship, and  as  a leader  you  must  stand  up  and  be 
counted.  You  don’t  do  that  by  using  weasel  words. 
By  passing  this  substitute  motion  you  are  only  ap- 
peasing and  using  weasel  words.  Let  us  pass  the 
original  resolution  and  go  ahead  from  there. 

Speaker  Andresen:  In  order  to  get  down  to  the 
original  resolution,  we  will  have  to  get  two  substitute 
motions  and  an  amendment  out  of  the  way  first. 

Dr.  Rooney:  A point  of  order,  I have  listened  to 
this  supposed  discussion  upon  a second  substitute 
motion.  There  has  been  no  discussion  that  has 
been  germane  in  my  opinion  to  the  substitute  motion. 
There  has  been  no  statement  as  to  why  the  substi- 
tute motion  should  or  should  not  be  carried.  We 
have  gone  all  over  the  lot  of  the  original  resolution, 
and  I raise  that  point  of  order. 

Dr.  Alfred  Angrist,  Queens:  May  I speak? 

Speaker  Andresen:  Will  you  speak  on  the  sub- 
stitute motion  only? 

Dr.  Angrist:  May  I be  recognized,  sir? 

Speaker  Andresen:  Yes.  This  has  to  do  with 
Dr.  Rawls’  substitute  motion,  and  has  nothing  to 
do  with  the  original  motion  at  all,  is  that  right? 

Dr.  Angrist:  If  I may  speak,  sir,  forgive  me  for 
keeping  Pelion  upon  Ossa,  but  I still  have  another 
substitute  motion,  and  I think  that  is  in  order,  sir? 

Speaker  Andresen:  Yes. 

Dr.  Angrist:  I move  the  original  motion  plus  the 
following  amendment  as  the  substitute  motion: 
And  further  be  it  resolved  that  provision  for  direct 
representation  of  such  physicians  as  are  not  allowed 
admission  to  the  local  county  medical  societies  in 
their  local  communities  be  provided  for  in  such  in- 
stances by  the  necessary  changes  in  the  Bylaws  of  the 
American  Medical  Association. 

This  is  in  the  form  of  a substitute  motion  to  end  all 
substitute  motions. 

Speaker  Andresen:  As  I understand  it,  this  mo- 
tion substitutes  for  the  original? 

Dr.  Weintrob:  This  motion  substitutes  for  any- 
thing that  has  gone  on  since  then,  including  the  rec- 
ommendations of  the  Committee. 

Dr.  Winslow:  We  have  with  us  an  executive  of 
the  Board  of  Trustees  of  the  American  Medical 
Association,  Dr.  Louis  H.  Bauer.  I would  ask  that 
you  please  have  him  speak  on  this. 

Dr.  Bauer:  I may  say  that  this  whole  proposi- 
tion has  caused  considerable  concern  to  the  Board  of 
Trustees  of  the  American  Medical  Association,  and 
they  are  very  anxious  to  see  something  worked  out 
that  would  solve  it. 

For  your  information  I may  say  that  some  of  the 
Southern  doctors  who  are  most  outstanding  are  also 
concerned  about  it,  and  they  are  endeavoring  to 
work  out  some  method  by  which  the  Southern  states 
who  now  do  not  admit  Negro  physicians  to  the  county 
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medical  societies  will  admit  them  so  they  may  be 
rotected  in  their  relationship  to  the  American 
ledical  Association. 

As  has  been  said  here  before,  on  two  or  three  occa- 
sions a resolution  of  this  sort  has  been  introduced, 
and  the  reference  committee  has  reported  each  time 
that  it  was  contrary  to  the  Constitution  and  Bylaws 
of  the  American  Medical  Association.  The  previous 
resolutions,  as  I recall,  suggested  no  amendment  to 
the  Constitution  and  Bylaws  of  the  American  Medi- 
cal Association.  There  has  been  such  a suggestion 
now. 

The  proposition  of  Dr.  Rawls  is  not  so  weasley- 
worded  as  it  was  accused  of  being,  because  I believe 
that  a committee  of  physicians  of  the  American 
Medical  Association,  including  certain  Southern 
physicians,  might  work  out  a solution  which  would 
be  satisfactory  to  everybody  and  give  these  men  the 
recognition  to  which  they  are  entitled.  It  is  a local 
proposition,  only  every  one  I know,  all  of  the  officials 
of  the  American  Medical  Association,  want  to  see 
this  thing  solved,  and  they  want  to  see  it  solved  in 
the  right  manner.  They  are  anxious  to  see  the 
Negro  physician  in  the  South  receive  the  same  recog- 
nition which  he  has  here  in  New  York,  and  I think 
that  Dr.  Murray  would  second  what  I say  when  I 
say  that  there  certainly  has  been  no  discrimination 
in  the  State  of  New  York  against  Negroes  or  any 
other  race,  and  we  would  like  to  see  that  condition 
exist  throughout  the  United  States. 

There  is,  as  you  know,  a proposition  in  Congress 
on  the  states’  rights  which  is  causing  a great  deal  of 
furor.  How  that  is  going  to  turn  out,  nobody 
knows,  but  what  we  want  is  to  have  this  problem 
solved,  and  we  want  to  adopt  the  method  that  will 
get  the  quickest  solution.  If  introducing  an  amend- 
ment to  the  Bylaws  of  the  American  Medical  Asso- 
ciation is  the  quickest  solution,  all  right;  but  if  ap- 
pointing this  committee,  where  a group  can  sit 
down  over  a table  and  work  out  a solution,  is  the 
quickest  way  to  do  it,  that  is  what  we  want. 

I am  not  so  sure  but  what  Dr.  Rawls’  suggestion 
may  be  the  quickest  way  of  getting  a solution.  It  is 
not  dodging  the  issue.  It  is  trying  to  find  a solution 
which  will  give  the  results  in  the  quickest  fashion. 
In  any  event  no  action  can  be  taken  by  the  American 
Medical  Association  for  another  year  because  an 
amendment  to  the  Constitution  has  to  lie  over  for  a 
year  just  as  it  does  in  this  Society,  and  if  a proposi- 
tion is  brought  in  to  propose  such  necessary  amend- 
ments as  may  be  required  and  in  the  meantime  a 
study  committee  is  appointed  who  can  work  out  a 
satisfactory  solution,  I am  not  sure  but  that  will  be 
the  quickest  way  of  really  getting  results — and  re- 
sults are  what  we  want.  It  is  not  a question  of  the 
form  of  the  motion  or  anything  else;  it  is  what  will 
get  results. 

Speaker  Andresen:  Is  there  any  further  dis- 
I cussion? 

Dr.  Thomas  O.  Gamble,  Albany:  Mr.  Speaker 

tand  members  of  the  House,  I was  born  and  raised  in 
Alabama.  What  I am  going  to  say  may  not  sit  well 
k with  this  group,  but  I think  it  probably  will. 

I have  felt  ever  since  I moved  to  New  York  State 
j that  the  Southern  Negro  doctor  should  be  recog- 
l nized  as  a member  of  the  medical  profession.  When 
I went  South  two  years  ago  I talked  to  three  different 
■ county  societies  on  this  very  proposition.  I was 
a told  that  they  were  willing  to  sit  down  and  talk  this 
thing  over  and  work  out  a proper  solution,  but  if  the 
I North  tried  to  force  them  into  any  action  that  they 
I would  set  back  the  wheels  of  progress  fifty  years. 

I believe  that  a conference  such  as  has  been  sug- 
I gested  is  the  proper  solution  of  this  thing,  and  I be- 
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lieve  that  it  can  be  worked  out.  There  are  enough 
good  decent  white  people  in  the  South  that  will  rec- 
ognize the  Negro  as  a member  of  the  medical  pro- 
fession. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

You  have  now  before  you  the  substitute  motion 
which  substitutes  itself  for  the  original  motion. 
Dr.  Angrist’s  substitute  motion  includes  the  original 
resolution  plus  the  recommendation  to  bring  up  a 
constitutional  amendment  for  consideration  by  the 
American  Medical  Association.  Do  you  understand 
what  the  motion  is  now? 

Dr.  Rooney:  No. 

Speaker  Andresen:  Does  everybody  under- 
stand what  the  motion  is  about? 

Chorus:  No. 

Speaker  Andresen:  The  original  Angrist  motion 
has  been  substituted  for  all  of  the  other  substitutes 
which  we  have  pertaining  to  the  original  recom- 
mendation of  the  Committee,  which  disapproved  the 
resolution — 

Dr.  Eggston:  We  approved  it  in  principle. 

Speaker  Andresen:  And  added  to  that  has  been 
the  recommendation  to  propose  an  amendment  to  the 
Constitution  and  Bylaws  of  the  American  Medical 
Association  covering  this  matter,  is  that  right? 

Dr.  Angrist:  That  is  correct. 

. . . .There  were  calls  for  the  question.  . . . 

Dr.  Masterson:  I think  that  will  take  too  long 
to  solve  the  problem,  Mr.  Speaker,  asking  the 
American  Medical  Association  to  change  their  By- 
laws. I don’t  think  it  can  solve  the  problem  by 
changing  their  Bylaws.  It  will  only  delay  the  solu- 
tion of  this  problem,  as  the  last  speaker  has  said. 

Speaker  Andresen:  Possibly  this  might  be  one 
way  of  accomplishing  what  we  want  because  it  would 
call  for  a conference  in  regard  to  the  changing  of  the 
Constitution  and  Bylaws,  in  any  event. 

. . . .There  were  calls  for  the  question. . . . 

Speaker  Andresen:  The  question  has  been 
called.  All  in  favor  of  this  substitute  motion  say 
“Aye”;  contrary,  “No.”  The  substitute  motion  is 
lost. 

Chorus:  Standing  vote. 

Speaker  Andresen:  I think  we  will  have  to  call 
for  a standing  vote.  I am  sorry  to  delay  proceed- 
ings, but  over  here  it  sounded  louder  to  the  people 
than  it  did  to  those  on  the  other  side. 

Dr.  Freedman:  What  are  we  voting  on  now? 
Dr.  Angrist’s  substitute  motion? 

Speaker  Andresen:  Yes,  which  is  what  I just 
described.  All  in  favor  of  that  motion,  rise — 

Dr.  Rooney:  I don’t  think  the  House  under- 
stands exactly  what  we  are  voting  on. 

Speaker  Andresen:  They  just  said  they  did. 

Chorus:  No. 

Dr.  Rooney:  There  certainly  seems  to  be  some 
confusion  as  to  exactly  what  we  are  voting  on  now. 

Speaker  Andresen:  I will  say  it  again  for  the 
third  time.  We  are  voting  now  on  a substitute  mo- 
tion made  by  Dr.  Angrist,  which  embodied  the 
original  motion  plus  an  amendment  to  propose  the 
necessary  amendment  to  the  Constitution  and  By- 
laws of  the  American  Medical  Association  covering 
this  matter. 

Dr.  Winslow:  Could  we  have  that  original  An- 
grist substitute  motion  restated  by  him? 

Dr.  Rooney:  Yes,  and  then  we  will  know  what  we 
are  voting  on.  It  could  be  read  by  the  stenographer. 

Speaker  Andresen:  It  is  to  the  effect  that  the 
delegates  of  this  Society  should  propose  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation the  immediate  attempt  to  change  the  Bylaws 
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and  the  Constitution  of  the  American  Medical  Asso- 
ciation in  order  that  discrimination  which  exists  in 
certain  states  should  be  immediately  rectified.  Is 
that  the  purport  of  that  substitute  motion? 

Dr.  Angrist:  No,  it  is  not. 

Speaker  And  resen:  Then  will  you  read  the 
resolution  in  regard  to  that? 

Dr.  Angrist:  This  is  the  substitute  motion: 
It  is  the  original  motion  plus  this  additional  re- 
solved— And  further  be  it  resolved  that  provision  for 
direct  representation  of  such  physicians  as  are  not 
allowed  admission  to  the  local  county  medical  so- 
cieties in  their  local  communities  be  provided  for  in 
such  instances  by  the  necessary  changes  in  the  By- 
laws of  the  American  Medical  Association. 

I have  not  even  discussed  this  matter,  so  if  I may 
presume  upon  your  time  to  this  extent:  That  would 
call  for  a conference  and  implement  the  solution  of 
this  problem  to  the  satisfaction  of  all  parties.  I 
think  that  would  correspond  to  an  immediate  solu- 
tion of  this  problem. 

Dr.  Eggston:  Your  substitute  motion  incorpo- 
rates the  recommendation  of  the  Reference  Com- 
mittee, plus  this  additional  “resolved?” 

Dr.  Angrist:  Yes. 

Speaker  Andresen:  It  is  not  the  original  Cud- 
more  resolution? 

Dr.  Angrist:  No. 

Speaker  Andresen:  The  original  Cudmore  reso- 
lution was  disapproved  by  the  Reference  Com- 
mittee, and  as  that  is  part  of  the  substitute  motion 
that  is  being  substituted  for  all  of  the  other  substi- 
tute motions  that  we  have  had,  plus  the  provision 
about  seeking  a constitutional  amendment — 

Dr.  Eggston:  We  did  not  disapprove  of  that  reso- 
lution; we  heartily  approved  of  it  in  principle. 

Speaker  Andresen:  Does  everybody  understand 
that  now? 

Chorus:  No. 

Dr.  Eggston:  We  approved  of  the  resolution  in 
principle  but  did  not  think  this  was  the  opportune 
time  to  present  it  to  the  House  of  Delegates,  and  that 
additional  resolved  takes  care  of  it. 

Speaker  Andresen:  Yes. 

Dr.  D’Angelo:  May  I ask  a question? 

Speaker  Andresen:  Yes. 

Dr.  D’Angelo:  I would  like  to  know  what  reso- 
lution or  substitute  motion  Dr.  Bauer  was  saying  he 
would  think  would  be  the  best  way  out. 

Chorus:  Dr.  Rawls’. 

Chorus:  Out  of  order. 

Speaker  Andresen:  Are  you  ready  for  the 
question?  The  question  is  on  the  substitute  motion 
proposed  by  Dr.  Angrist,  which  he  has  stated  and  re- 
stated. All  in  favor  say  “Aye”;  contrary,  “No.” 
The  substitute  motion  is  lost. 

Now  we  come  to  the  next  substitute  motion,  which 
is  the  one  by  Dr.  Rawls. 

Dr.  Rooney:  I made  the  first  substitute  motion, 
and  I will  withdraw  that  substitute  motion  and  join 
with  Dr.  Rawls  in  his. 

Speaker  Andresen:  Dr.  Rawls’  substitute  mo- 
tion is  now  before  us. 

Chorus:  What  is  it? 

Speaker  Andresen:  Will  you  state  it,  Dr. 

Rawls? 

Dr.  Rawls:  The  substitute  motion  that  I offered 
was  that  we  approve  of  the  original  resolution  in 
principle  and  memorialize  the  A.M.A.  to  appoint  a 
special  committee  to  study  this  problem  and  offer  a 
solution.  . 

Speaker  Andresen:  Does  everybody  under- 

stand that?  Are  you  ready  for  the  question? 

. . . .There  were  calls  for  the  question.  . . . 


Dr.  Rawls:  Dr.  Rooney  suggested  that  since  he 
had  withdrawn  his  substitute  motion  in  favor  of 
mine  that  the  committee  should  be  one  that  we 
memorialize  the  A.M.A.  to  appoint;  that  we  memo- 
rialize the  A.M.A.  to  appoint  a study  committee, 
to  make  an  endeavor  to  arrive  at  an  immediate  solu- 
tion of  this  problem.  Is  that  right? 

Dr.  Rooney:  That  is  right. 

Speaker  Andresen:  Do  you  understand  the 
question?  Are  you  ready  for  the  question? 

. . . .There  were  calls  for  the  question,  and  the 
motion  was  put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  That  substitute  of  Dr. 
Rawls’  is  carried,  and  is  a substitute  for  all  previous 
motions  including  the  recommendation  of  the  Refer- 
ence Committee. 

Dr.  Eggston:  He  said  he  approved  of  it  in  prin- 
ciple. 

Dr.  Rooney:  The  substitute  motion  is  a substi- 
tute for  yours  as  well. 

Section  155  {See  40) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Suggestion  for  a More  Representa- 
tive Group  of  Delegates  to  the  American  Medical 
Association 

Dr.  Andrew  A.  Eggston,  W estchester:  The  next 
resolution  was  introduced  by  Dr.  George  A.  Burgin, 
of  Herkimer,  “Suggestion  for  a More  Representative 
Group  of  Delegates  to  the  American  Medical  Asso- 
ciation,” and  it  was  adopted  at  a meeting  of  the 
Medical  Society  of  the  County  of  Herkimer  on 
April  12,  1949. 

( Resolution  given  in  full — Section  40) 

The  officers  and  delegates  of  the  Medical  Society 
of  the  State  of  New  York  are  nominated  and  elected 
from  the  floor  of  the  House  of  Delegates  for  a defi- 
nite tenure  of  office.  No  one  is  elected  for  life.  All 
American  Medical  Association  delegates  must  stand 
for  election  every  two  years.  Thus  it  is  evident  that 
ours  is  truly  a democratic  organization.  In  no  way  is 
a member  interfered  with  if  he  wishes  to  nominate 
anyone  from  the  floor  of  this  assembly;  in  fact,  the 
ardent  and  persistent  effort  of  all  in  the  interest  of 
competent  representation  is  not  only  welcomed  but 
greatly  to  be  desired. 

Your  Reference  Committee  disapproves  of  this 
resolution.  I move  the  adoption  of  this  portion  of 
the  report. 

. . . The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Section  156  (See  28) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  American  Medical  Association  As- 
sessment— Suggestion  for  Use  of  Funds. 

Dr.  Andrew  A.  Eggston,  Westchester:  There  are 
three  resolutions  more  to  be  reported  on,  so  I will 
try  to  be  brief. 

On  the  resolution  introduced  by  Dr.  Norman  S. 
Moore,  of  Tompkins. 

( Resolution  given  in  full — Section  28) 

Your  Reference  Committee  feels  this  resolution 
unnecessary  because  these  subjects  have  already 
been  considered  by  the  trustees  of  the  American 
Medical  Association,  the  Coordinating  Committee, 
as  well  as  the  Committee  of  53,  with  the  decision 
that  these  funds  be  used  for  a national  educational 
campaign. 

Your  Reference  Committee  disapproves  of  this 
resolution,  and  T so  move. 
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....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried .... 

Section  157  (See  39) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A):  Opposition  to  Senate  Resolution  5 
(S.  1679 ) on  National  Health  Insurance  and  Request 
for  Such  Action  by  the  American  Medical  Associa- 
tion 

Dr.  Andrew  A.  Eggston,  Westchester:  Resolu- 
tion introduced  by  Dr.  James  Greenough,  of  Otsego 
County. 

(Resolution  given  in  full — Section  39) 

Inasmuch  as  many  of  these  conferences  have  been 
held  under  the  auspices  of  the  Council  of  Medical 
Service  and  other  agencies  of  the  American  Medical 
Association  and  have  been  devotedly  attended  by 
our  esteemed  and  astute  American  Medical  Associa- 
tion delegate,  Dr.  McGoldrick,  there  is  no  apparent 
necessity  for  this  resolution  at  this  time.  Your 
Reference  Committee  recommends  disapproval  of 
this  resolution,  and  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried .... 

Section  158  (See  60) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A) : Compulsory  Health  Insurance 

Dr.  Andrew  A.  Eggston,  Westchester : Resolu- 
tion from  Orange  County. 

(Resolution  given  in  full— Section  60) 

Your  Reference  Committee,  because  of  the  many 
conferences  which  have  been  held  and  numerous  and 
broader  conferences  scheduled,  disapproves  of  this 
resolution. 

I move  the  adoption  of  this  recommendation  of  the 
Reference  Committee. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried .... 

Section  159  (See  104) 

Report  of  Reference  Committee  on  Miscellaneous 
Business  (A) : Bond  Issue  for  the  Building  of  Hospi- 
tals in  New  York  City 

Dr.  Andrew  A.  Eggston,  Westchester:  Finally, 
and  this  was  the  last  straw,  a resolution  introduced 
by  Dr.  William  B.  Rawls,  of  New  York. 

(Resolution  given  in  full — Section  104) 

I understand  this  has  passed  the  Legislature  and 
has  probably  already  been  signed  by  the  Governor. 

Your  Reference  Committee  recognizes  the  need 
for  adequate  municipal  hospital  facilities  in  the  City 
of  New  York  for  the  care  of  medical  indigents. 

Necessary  legal  steps  should  be  taken  where  the 
need  for  such  additional  or  improved  municipal 
hospital  facilities  has  been  demonstrated.  The 
planning  of  the  proper  type  of  hospitals  should  take 
into  consideration  the  difference  in  costs  between 
hospitals  for  acute  cases  and  those  providing  care 
and  treatment  of  chronic  diseases. 

Your  Reference  Committee  feels  that  it  is  not 
qualified  to  pass  an  opinion  upon  the  legal  ways  and 
means  of  accomplishing  the  purposes  of  this  resolu- 
tion. However,  it  approves  of  the  resolution  in 
principle. 

I hope  you  all  understand  the  resolution  as  orig- 
inally presented.  I will  not  take  the  time  to  explain 
it  to  you. 

T move  the  adoption  of  the  recommendation 


. . . .The  motion  was  seconded  .... 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  William  B.  Rawls,  New  York:  May  I say 
one  word?  I will  make  it  short.  This  resolution  was 
handed  to  me  yesterday  morning  about  twelve 
o’clock  or  something  like  that,  and  it  was  presented 
by  the  executive  secretary,  I believe  it  is,  of  the 
State  Charities  Aid  Association.  The  whole  idea  of 
this  is  to  be  able  to  increase  the  debt  limit  of  New 
York  City  in  order  that  they  might  carry  out  their 
proposed  building  program  for  municipal  hospitals. 
Lord  knows  we  need  it  in  New  York  City,  as  every- 
body coming  to  New  York  City  will  tell  you.  I 
don’t  know  anything  more  about  this  legal  termi- 
nology than  Dr.  Eggston  does.  This  was  handed  to 
me  as  having  been  passed  by  the  Legislature,  as 
having  been  signed  by  the  Governor,  and  that  it  was 
going  to  be  voted  on  at  a referendum  this  fall,  and 
they  would  like  the  support  of  the  medical  profession 
in  trying  to  put  this  referendum  over  so  we  can  have 
some  money  to  build  some  hospitals  in  New  York 
City. 

Dr.  Leo  F.  Schiff,  Clinton:  Since  the  making  of 
substitute  motions  has  now  become  a fad,  I am 
going  to  propose  one.  We  don’t  understand  this 
thing.  It  would  take  us  quite  a while  to  have  it 
elucidated,  so  why  even  approve  of  such  a thing  in 
principle?  I won’t  say  I am  against  it,  but  I simply 
don’t  understand  it,  so  the  only  sensible  course  for  us 
to  follow  is  to  admit  that  we  do  not  understand  it. 
Therefore,  I move  as  a substitute  motion  that  we 
take  no  action. 

Dr.  Eggston:  The  American  Medical  Association 
has  gone  out  in  all  of  its  resolutions  after  every  state 
society,  “We  need  more  hospitals.  We  need  more 
hospital  facilities,”  so  I don’t  think  we  can  pass  up 
this  resolution  and  not  approve  of  the  fact  that  we 
should  have  more  hospitals.  In  discussing  that 
particular  amendment  or  substitute,  I think  we  have 
to  take  that  into  consideration  from  a publicity 
standpoint. 

Dr.  Schiff:  O.K.,  if  I may  be  permitted  to  with- 
draw that  substitute,  let  us  expand  it  and  say  that 
while  we  approve  of  the  building  of  hospitals  where 
necessary  and  where  feasible,  various  financial  ar- 
rangements, such  as  extension  of  the  debt  limit, 
should  be  made  where  required  and  possible.  This  is 
not  in  the  position;  this  is  parenthetical  still.  Be- 
cause we  cannot  understand  this  particular  motion 
on  $150,000,000,  and  so  on,  we  can  take  no  action,  so 
the  thing  in  effect  is  this,  that  we  are  in  sympathy 
with  the  motion,  with  actions  to  build  more  hospi- 
tals, but  we  cannot  sensibly  take  any  action  on  this 
particular  motion  which  is  in  reference  to  a very 
specific  expenditure  of  money. 

Speaker  Andresen:  The  Chair  feels  that  this  is 
really  not  a substitute.  It  actually  puts  the  same 
recommendation  that  the  Reference  Committee  has 
made  perhaps  in  not  quite  as  good  a form. 

Dr.  Schiff:  I beg  your  pardon.  I beg  to  differ. 
The  recommendation  that  I heard  read  from  this 
platform  was  that  we  approve  of  it  in  principle. 

Speaker  Andresen:  That  was  the  last  clause. 

Dr.  Schiff:  Which  meant  we  approved  some- 
thing costing  about  $150,000,000,  which  none  of  us 
understood. 

Speaker  Andresen:  That  was  explained  in  the 
resolution.  Will  you  read  that  again? 

Chorus:  No. 

Dr.  Edward  P.  Flood,  Bronx:  I am  a member  of 
the  Reference  Committee.  This  is  really  a very 
simple  proposal,  and — 

Speaker  Andresen:  Did  somebody  second  that 
substitute  motion  by  Dr.  Schiff? 
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. . . .The  motion  was  seconded  by  several .... 

Dr.  Flood:  This  is  a very  simple  matter.  The 
debt  limit  of  New  York  City  is  limited  by  the  Con- 
stitution. Last  year  the  Mayor  asked  for  a ten  cent 
fare  so  he  could  build  more  hospitals,  but  Mike  Quill 
came  along  and  got  all  of  the  profits  out  of  the  ten- 
cent  fare.  We  need  the  hospitals.  We  need  tuber- 
culosis sanatoriums.  We  need  700  beds  in  the 
Bronx  alone.  The  only  way  the  money  can  be 
secured  is  by  the  floating  of  a bond  issue  that  will  be 
paid  for  by  the  subsequent  generations  that  use  the 
hospital.  The  Constitution  prevents  New  York  City 
from  issuing  bonds  above  a certain  ceiling. 

An  amendment  to  the  Constitution  of  the  State  of 
New  York  was  proposed  and  passed  by  the  Legisla- 
ture, and  will  be  signed  by  the  Governor  and  will  be 
submitted  to  the  electorate  of  New  York  State  next 
November.  The  State  Charities  Aid  Association 
asked  the  Medical  Society  of  the  State  of  New  York 
to  support  the  ratification  of  this  amendment  by  the 
electorate.  We  know  the  need  of  these  things.  Now 
our  Reference  Committee  elaborates  upon  and  in- 
stills some  of  our  ideas  that  we  think  some  of  the 
money  should  be  spent  for,  facilities  for  the  custodial 
care  of  the  chronically  invalid  and  for  the  rehabilita- 
tion of  the  crippled  and  otherwise  disabled  medical 
indigents  of  New  York  City.  Therefore,  if  you  ap- 
prove the  report  of  the  Reference  Committee,  it  is  a 
very  simple  thing.  They  can  then  say  that  the 
Medical  Society  of  the  State  of  New  York  approves 
of  the  bond  issue,  and  approves  the  purpose  behind 
the  question. 

Dr.  James  F.  Rooney,  Trustee:  Very  briefly,  it 
seems  to  me  there  is  no  emergency.  This  matter 
will  not  be  voted  upon  until  the  fall.  Nobody  seems 
to  know  anything  about  it.  Dr.  Flood  has  very  ably 
explained  it.  . I knew  nothing  about  it  before.  I did 
know  that  the  question  of  raising  the  debt  limit  was  a 
State  affair.  It  seems  to  me  we  will  be  acting  judi- 
ciously, as  we  have  in  the  past,  if  this  motion  be  re- 
ferred to  the  Council.  After  study,  the  Council  can 
take  the  necessary  active  steps.  In  the  interim  be- 
tween the  meetings  of  the  House  of  Delegates,  the 
Council  is  the  House  of  Delegates,  and  they  can 
approve  it  after  they  have  gone  over  all  of  the  im- 
plications of  this  bill.  I,  therefore,  move  that  this  be 
referred  to  the  Council  for  its  prompt  action. 

. . . The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  lost .... 

Speaker  And  resen:  The  motion  to  refer  is 
lost. 

We  now  come  to  the  original  motion  of  the  Ref- 
erence Committee.  Is  there  any  further  discussion 
on  that  original  motion? 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried  .... 

Dr.  Eggston:  Mr.  Speaker,  I move  that  we  adopt 
the  Reference  Committee’s  report  as  a whole,  as 
amended. 

. . . The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Speaker  Andresen:  Thank  you,  Dr.  Eggston. 

Dr.  Eggston:  There  is  one  other  thing  that  I 
must  do,  and  that  is  to  thank  the  fellows  on  my  com- 
mittee who  worked  so  hard,  Dr.  Morris  Weintrob, 
Dr.  Edward  P.  Flood,  and  Dr.  Orin  O.  Flint,  as  well 
as  Dr.  J.  C.  Zillhard,  who  substituted  for  Dr.  Vogel. 

I also  thank  you,  Mr.  Chairman,  for  your  earnest 
consideration. 

Section  160  {See  48, 153, 162) 

Reconsideration  of  Recommendation  of  Reference 
Committee  on  Miscellaneous  Business  (A):  Ap- 


proval of  Principles  of  the  Association  of  American 
Physicians  and  Surgeons 

Dr.  Rooney:  I will  move  immediately,  Mr. 
Speaker,  that  the  Speaker  in  conjunction  with  the 
Secretary  be  given  the  permission  of  the  House  to 
make  the  necessary  deletions  in  the  record. 

Dr.  Frederick  S.  Wetherell,  Onondaga: 
Seconded. 

Speaker  Andresen:  Very  well.  Are  you  ready 
for  the  motion  on  the  deletion? 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried  .... 
Speaker  Andresen:  The  deletion  is  ordered. 

We  have  another  committee  report,  and  I think  we 
ought  to  get  through  with  that  tonight.  That  is  the 
report  of  the  Reference  Committee  on  the  Report  of 
the  Planning  Committee,  of  which  Dr.  D’Angelo  is 
the  chairman. 

Section  161  {See  52, 107 ) 

Reconsideration  of  Action  Taken  on  Report  of  Ref- 
erence Committee  on  Report  of  Council  IX:  To 
Amend  the  Education  Law  in  Relation  to  the  Prac- 
tice of  Psychiatry 

Dr.  James  R.  Reuling,  Treasurer:  Might  I 
rise  to  a question  of  privilege  before  you  hear  this 
Reference  Committee  report? 

Speaker  Andresen:  Yes. 

Dr.  Reuling:  I would  ask  the  privilege  to  speak 
on  a resolution  that  has  been  passed  by  this  House. 
I believe  the  House  was  not  fully  aware  of  the  sig- 
nificance of  the  action.  It  has  to  do  with  a resolution 
introduced  by  Dr.  Irving  J.  Sands  of  Kings,  to  amend 
the  Education  Law  in  relation  to  the  practice  of 
psychiatry.  I want  to  move  a reconsideration. 
Would  you  like  me  to  read  further  before  I make  the 
motion? 

Speaker  Andresen:  I suppose  it  will  be  worth 
while  to  know  why  you  want  to  do  it. 

Dr.  Reuling:  It  reads: 

“Whereas,  the  Medical  Practice  Act  does  not 
specifically  include  mental  and  nervous  diseases  as 
diseases  within  the  meaning  of  the  law;  and 
“Whereas,  Paragraph  4,  Section  6501,  of  the 
Education  Law,  states: 

‘The  practice  of  medicine  is  defined  as  follows: 
A person  practices  medicine  within  the  meaning 
of  this  Article,  except  as  hereinafter  stated, 
who  holds  himself  out  as  being  able  to  diagnose, 
treat,  operate,  or  prescribe  for  any  human 
disease,  pain,  injury,  deformity,  or  physical 
condition,  and  who  shall  either  offer  or  under- 
take, by  any  means  or  method,  to  diagnose, 
treat,  operate,  or  prescribe  for  any  human 
disease,  pain,  injury,  deformity,  or  physical 
condition’  ” 

that  is  the  Medical  Practice  Act,  and  then  it  goes 
ahead: 

“Therefore  be  it  Resolved  that  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  be 
instructed  to  take  whatever  measures  are  neces- 
sary to  insure  the  amendment  of  the  Education 
Law  to  prohibit  specifically  psychologists  and/or 
psychiatric  workers  from  practicing  medicine; 
and  be  it  further 

“Resolved,  that  the  Medical  Practice  Act  be 
amended  to  include  mental  and  nervous  diseases; 
and  be  it  further 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  actively  work  for  the  passage 
of  this  legislation.’’ 

This  House  of  Delegates  has  in  years  past  repeat- 


!0 

li 

: 

Hi 

J! 

v 

<F 

* 

o 

b 

c 

it 


n 

a 

m 

(0 

da 

k 

t 

re 

Li 

tk 

w 

ke 

tk 

Fa 

Gj 

til 

P 

k 

c 


L. 


0 

f- 


K 


O 

t 


t 


Part  II— September  1,  1949]  MINUTES  OF  THE  ANNUAL  MEETING 


101 


edly  resisted  all  attempts  to  open  up  the  Medical 
Practice  Act  to  redefine  the  practice  of  medicine  be- 
cause of  fear  of  opening  that  door  to  some  of  the 
cults.  Therefore,  Mr.  Chairman,  in  order  to  bring 
this  before  the  House  I am  going  to  make  a motion 
to  reconsider  at  a time  convenient  to  the  Chairman. 

Speaker  Andresen:  You  voted  for  the  motion 
this  morning? 

Dr.  Reuling:  I voted  for  the  motion.  I move 
to  reconsider. 

Dr.  James  F.  Rooney,  Trustee:  I second  the 
motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  carried  .... 

Speaker  Andresen:  The  motion  to  reconsider  it 
has  been  carried.  Now  what  is  your  pleasure? 
Do  you  want  to  make  another  motion  now? 

Dr.  Rooney:  I will  make  this  motion,  that  the 
House  disapprove  of  this  recommendation.  That  is 
the  motion  that  we  disapprove  of  the  recommenda- 
tion to  open  up  the  Medical  Practice  Act  again  as 
this  proposes  to  direct  the  Council  and  the  Legisla- 
tive Committee  to  do.  If  we  do  that,  gentlemen,  it  is 
like  opening  Pandora’s  box  because  the  moment  we 
make  a movement  to  open  the  Medical  Practice  Act 
the  naturopath,  the  chiropractor,  and  every  other 
quack  will  be  in  there  with  proposals  to  amend  the 
definition  of  the  practice  of  medicine,  which  is 
knowledgably  the  most  legally  accurate  that  exists 
in  any  state  of  the  Union.  I hope  you  will  vote  to 
disapprove  the  original  recommendation  and  wipe 
this  thing  off  the  map. 

. . . .The  motion  was  seconded  by  several .... 

Dr.  Solomon  Schussheim,  Kings:  Being  a fit 
subject  for  psychiatric  study  and  treatment,  I feel 
that  perhaps  I may  have  company  tonight.  This 
morning  when  this  resolution  was  presented  we  all 
considered  it  very  favorably.  Perhaps  through  the 
day’s  and  evening’s  entertainment  we  have  suddenly 
found  that  Pandora  is  opening  a box.  If  we  are  to 
dilly-dally,  as  has  been  said  before,  about  what  we 
really  believe  and  think,  we  will  never  get  anywhere. 
Let  us  not  continue  to  think  that  way  and  be  in  fear 
that  someone  else  may  step  in.  If  we  can  control  our 
own  movements  when  we  step  in,  we  can  certainly 
keep  others  out. 

Dr.  Rooney:  I rise  to  a point  of  order.  Due  to 
the  lateness  of  the  hour  and  the  lot  of  business  we 
still  have  before  us,  unless  we  are  going  to  work  all 
day  tomorrow  and  make  a lot  of  mistakes  as  we  do  in 
these  morning  meetings  on  the  day  of  election,  I am 
going  to  make  this  motion:  that  the  House  vote  to 
limit  debate  upon  any  of  these  subjects  to  one 
minute  for  each  speaker. 

. . . .The  motion  was  seconded  by  several .... 

Dr.  Samuel  Z.  Freedman,  New  York:  Can  we 
make  that  retroactive? 

Speaker  Andresen:  The  Chair  will  rule  that 
this  cannot  be  made  retroactive.  This  motion  re- 
quires a two-thirds  vote. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried  .... 

Speaker  Andresen:  One  minute  for  each  dis- 
cussion for  the  rest  of  the  evening. 

Dr.  Charles  Gullo,  Livingston:  This  is  a good 
motion  by  Dr.  Rooney.  We  have  heard  from  Dr. 
Rooney  on  this  subject  many  times  as  well  as  other 
men  voicing  this  expression  of  fear  about  reopening 
the  Medical  Practice  Act.  We  are  afraid  of  fear. 
The  Medical  Practice  Act  was  tampered  with  in 
1938  and  again  in  1946,  and  it  was  not  started  by 
this  House,  when  the  osteopaths  were  licensed. 
Though  we  may  not  have  started  it,  it  was  a change 
in  the  Medical  Practice  Act  when  these  people  were 


given  additional  rights.  We  may  not  start  it,  but 
other  people  do. 

Dr.  Aaron  Kottler,  Kings:  Mr.  Speaker  and 
delegates,  this  resolution  was  introduced  upon  the 
suggestion  of  Dr.  Samuel  Harper,  who  is  the  director 
of  psychiatry  for  the  City  of  New  York.  He  intro- 
duced this  resolution  at  the  Kings  County  Medical 
Society,  after  reading  an  editorial  in  the  Woman’s 
Home  Companion  written  by  Dr.  Morris  Fishbfein. 
He  disagrees  with  Dr.  Fishbein  as  to  psychologists 
and  psychiatric  workers  treating  people  who  have 
mental  or  nervous  disorders,  and  it  was  upon  his 
suggestion  that  this  was  introduced.  I believe  he  is 
an  authority  on  the  subject,  and  that  we  should 
follow  the  wisdom  of  the  authorities  on  these  sub- 
jects. 

Speaker  Andresen:  Your  minute  is  up.  I can- 
not allow  you  any  more  time.  The  House  has 
ordered  me  not  to  allow  more. 

Dr.  Freedman:  On  a motion  to  refer,  I move 
this  be  referred  to  the  Council. 

Speaker  Andresen  : There  is  a motion  to  refer 

the  motion  which  has  been  approved  by  the  Refer- 
ence Committee  to  the  Council.  Is  there  a second  to 
that? 

. . . .The  motion  was  seconded  by  several .... 

Speaker  Andresen:  Is  there  any  discussion? 

Dr.  Schussheim:  Do  we  wish  to  disavow  our  vote 
of  this  morning  and  refer  it  to  the  Council?  What  is 
the  trouble  around  here? 

Speaker  Andresen:  That  is  the  motion. 

Dr.  Morris  Weintrob,  Kings:  Point  of  infor- 
mation, Mr.  Chairman,  is  it  parliamentary  by  a 
motion  of  this  sort  to  refer,  to  invalidate  a two- 
thirds  vote  to  reconsider  immediately? 

Speaker  Andresen:  The  motion  to  reconsider 
was  adopted  by  a two-thirds  vote.  The  motion  is 
now  before  us  to  reconsider.  We  want  to  do  any- 
thing we  want  with  it.  Am  I right? 

Dr.  Rooney:  The  motion  to  reconsider  was 
passed  by  the  House,  then  I made  a motion  that  this 
thing  be  disapproved,  that  we  consider  the  action 
that  the  House  took  in  approving  the  recommenda- 
tion of  the  Reference  Committee,  and  that  we  dis- 
approve of  their  recommendation  which  approved 
this  resolution.  It  is  immaterial  to  me,  I am  per- 
fectly satisfied  to  dispose  of  this  matter  by  referring 
it  to  the  Council,  and  I will  withdraw  my  motion  and 
I will  second  the  motion  to  refer  to  the  Council. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Irving  J.  Sands,  Kings:  There  is  nothing 
to  refer  at  the  present  time.  The  practice  of  nervous 
and  mental  diseases  is  not  recognized  by  law.  The 
resolution  recommends  it  be  so  recognized.  There  is 
absolutely  nothing  in  the  resolution  that  should 
make  you  have  any  doubt  of  its  validity.  Please 
don’t  send  it  back  again  to  the  Council.  You  have 
passed  it.  That  was  a step  in  the  right  direction. 
Let  us  take  it  back. 

. . . .The  motion  was  put  to  a vote,  and  was  de- 
clared carried,  after  a viva  voce  vote  was  in  doubt, 
by  a standing  vote  46  in  favor  and  22  against .... 

Section  162  ( See  160) 

Report  of  Secretary  on  Deletions  Ordered 

Secretary  Anderton:  The  Secretary  reports  he 
has  made  the  deletions  as  ordered  by  the  House. 

Section  163  {See  22,  U,  47,  78) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies 

Dr.  Thomas  M.  D’Angelo,  Queens:  Mr.  Speaker 
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and  members  of  the  House,  this  report  will  neces- 
sarily be  a lengthy  one,  with  the  number  of  resolu- 
tions that  were  given  to  our  Committee,  but  I assure 
you  that  I have  cut  this  down  to  the  bone,  and  with 
all  of  the  resolutions  that  were  presented  to  us  we 
have  made  just  two  out  of  them. 

Your  Reference  Committee  has  had  a considerable 
amount  of  work  referred  to  it  at  this  session.  Besides 
the  annual  report  of  the  Planning  Committee  a con- 
siderable number  of  resolutions  having  to  do  with  the 
work  of  the  Planning  Committee  have  been  referred 
to  this  Reference  Committee. 

The  members  of  the  Medical  Society  of  this  State 
are  very  often  dissatisfied  that  their  problems  are  not 
quickly  solved.  Here  is  a Planning  Committee  that 
has  been  diligently  working  for  three  years,  yet  many 
of  the  problems  that  were  studied  at  the  beginning 
have  not  been  solved,  and  their  study  is  still  con- 
tinuing. This  year  their  report  deals  mainly  with 
three  phases: 

(1)  Reorganization  of  District  Branches, 

(2)  Medical  services  in  hospital  contracts,  and 

(3)  Group  Practice. 

Mr.  Speaker,  I was  absent  from  the  House  this 
morning  when  the  matter  of  district  branch  reorgani- 
zation was  voted  on.  May  I know  officially  just 
what  action  was  taken? 

Speaker  And  resen:  The  metropolitan  county 
societies  were  made  into  District  1,  the  five  counties. 
That  was  adopted.  Joining  Nassau,  with  West- 
chester, Suffolk,  Rockland,  Orange,  Dutchess,  and 
Putnam  into  the  Second  District  Branch,  was  de- 
ferred. 

Dr.  D’Angelo:  It  is  going  to  be  very  difficult  for 
me  to  rephrase  this  report  to  conform  with  the  action 
of  the  House  this  morning.  I shall  do  my  best.  I 
then  shall  take  up  only  those  district  branches 
which  have  not  been  reorganized  this  morning. 

The  action  taken  by  the  House  this  morning  was 
at  variance  with  the  report  of  this  Committee,  and  I 
had  hoped  that  both  reports  would  have  been  taken 
up  at  the  same  time.  However,  since  the  action  you 
took  this  morning  is  final  in  that  respect,  the  only 
thing  that  your  Reference  Committee  can  do  now  is 
to  rephrase  this.  If  any  of  my  members  on  the 
Reference  Committee  are  present  here,  and  they  do 
not  approve  of  what  I am  about  to  say,  I wish  they 
would  get  up  and  object. 

Since  the  First  District  Branch  now  consists  of  the 
five  counties  of  New  York  City,  then  the  Committee 
will  recommend — and  this  was  a second  choice  by  the 
way — that  the  Counties  of  Nassau  and  Suffolk  be 
joined  in  another  district  branch  with  Westchester, 
Rockland,  Putnam,  Dutchess,  and  Orange. 

Chorus:  What  about  Ulster? 

Dr.  Harry  Golembe,  Sullivan:  Ulster  is  in  the 
Third  District. 

Speaker  Andresen:  Do  you  so  move? 

Dr.  D’Angelo:  I am  trying  to  make  this  to  con- 
form with  the  action  that  was  taken  this  morning. 
As  I say,  it  is  not  the  action  of  this  Committee  as  I 
was  about  to  report  it,  but  since  a particular  action 
has  already  been  taken  by  this  Society  I have  to 
alter  my  report  at  present. 

Speaker  Andresen:  How  about  your  Com- 

mittee? 

Dr.  D’Angelo:  They  approve  it.  I asked  any  of 
them  that  disapproved  it  to  speak  up. 

Speaker  Andresen:  Did  you  ask  your  Com- 
mittee if  they  approve  it? 

Dr.  D’Angelo:  If  any  of  my  Committee  mem- 
bers are  here  and  disapprove,  I hope  they  will  speak 
up.  I left  out  Sullivan  and  Ulster  in  the  district 
branch  we  had  planned,  but  since  Suffolk  and  Nas- 


sau are  being  added  to  that  district  branch  I thought 
it  best  to  leave  the  Third  District  Branch  as  is  and 
let  it  be  reorganized,  if  necessary,  at  another  time. 
I move  the  adoption  of  that  portion  of  the  report. 

. . . .The  motion  was  seconded  .... 

Speaker  Andresen  : Is  there  any  discussion? 

. . . .There  was  no  response  .... 

Speaker  Andresen:  Dr.  Monteith,  do  you  want 
to  discuss  that? 

Dr.  Stephen  R.  Monteith,  Rockland:  No. 

Dr.  Scott  Lord  Smith,  Dutchess:  I would  like  to 
discuss  it  as  the  immediate  past  president  of  the 
First  District  Branch.  I would  be  quite  satisfied 
with  the  action  taken  between  the  two  committees. 
I think  it  is  quite  possible  that  ultimately  the  three 
semimetropolitan  counties  may  wish  to  go  by  them- 
selves. I would  be  heartily  in  favor  of  taking  the 
action,  which  was  an  imperative  action  in  view  of  the 
general  differences  between  the  metropolitan  and 
rural  counties. 

Speaker  Ajjd resen:  This  involves  more  than 
just  a motion.  This  is  really  a constitutional  amend- 
ment. It  was  presented  as  an  amendment  this 
morning  to  a constitutional  amendment  which  was 
proposed  a year  ago,  and  which  it  was  legally  pos- 
sible to  consider  today.  The  action  on  that  amend- 
ment was  postponed  until  we  heard  from  Dr.  D’An- 
gelo’s Committee,  so  this  is  more  than  just  a motion. 
It  is  a constitutional  amendment.  I might  add 
parenthetically  in  view  of  the  fact  that  we  are  going 
to  have  a revision  of  the  Constitution  and  Bylaws 
anyway  during  the  next  year  to  be  acted  upon  next 
year  this  will  again  be  merely  a stopgap  until  the 
whole  question  of  reorganization  may  come  up 
during  the  year. 

. . . .The  question  was  called  .... 

Speaker  Andresen:  We  will  consider  this  then 
in  lieu  of  the  amendment  that  was  made  this  morn- 
ing. 

Dr.  D’Angelo:  That  implements  the  actions  of 
this  Society  to  conform  with  the  Constitution  and 
Bylaws,  and  I think  Dr.  Di  Natale  will  so  report. 

Speaker  Andresen:  If  this  motion  of  Dr. 

D’Angelo’s  Committee  is  approved,  it  will  be  re- 
ferred to  Dr.  Di  Natale ’s  Committee,  which  will 
report  immediately  thereafter. 

Dr.  D’Angelo:  That  is  right. 

. . . .The  motion  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Speaker  Andresen:  The  motion  is  adopted  and 
this  recommendation  is  now  referred  to  Dr.  Di 
Natale’s  Committee. 

Dr.  D’Angelo:  Your  Committee  is  of  the 

opinion  that  unless  some  definite  constructive  work 
can  be  done  by  district  branches  they  had  better  be 
entirely  abolished.  We  also  think  that  if  they  are 
organized  on  geographic,  economic,  and  political 
lines  they  can  accomplish  good  constructive  work. 

Furthermore,  your  Committee  is  of  the  opinion 
that  several  district  branches  may  arrange  to  em- 
ploy an  executive  secretary,  full-  or  part-time,  to 
coordinate  the  various  activities,  public  relations, 
legislative,  workmen’s  compensation,  etc.;  and  we 
further  recommend  that  the  expenses  of  such  execu- 
tive officers  be  entirely  provided  for  by  the  various 
county  societies  making  up  the  district. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

Dr.  James  F.  Rooney,  Trustee:  I second  that 
motion. 

Dr.  Stephen  R.  Monteith,  Rockland:  May  I 
discuss  that  a moment? 

Speaker  Andresen:  Yes. 

Dr.  Monteith:  Yesterday  morning  I introduced 
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a resolution  into  this  House  carrying  instructions 
from  this  House  of  Delegates  to  the  Council  to  em- 
ploy executive  secretaries  for  each  district  branch. 
I don’t  know  what  has  happened  to  that  resolution 
as  I believed  it  was  referred  to  Dr.  D’Angelo’s  com- 
mittee. 

Speaker  Andresen:  Apparently,  it  is  coming 
up. 

Dr.  Monteith:  It  is  in  the  same  connection.  It 
seems  to  me  that  for  the  really  effective  work  which 
we  need  immediately  we  cannot  afford  to  wait  for  the 
time  that  it  will  take  each  one  of  these  districts  to 
formulate  and  to  carry  into  effect  the  means  whereby 
they  can  employ  secretaries  or  anybody  else.  The 
district  branches  now  have  no  dues.  They  are  en- 
tirely dependent  on  the  bounty  of  the  State  Society 
for  the  meager  operation  which  they  now  have.  I, 
personally,  cannot  see  any  objection  to  the  State 
Society  setting  up  an  executive  officer  in  each  dis- 
trict branch,  that  executive  officer  being  a direct 
employe  of  the  State  Society,  responsible  to  the 
Council  for  his  actions  in  every  way.  I do  not  be- 
lieve it  feasible  within  any  speedy  length  of  time  for 
any  district  branch  outside  of  some  district  branch 
which  has  a large  county  society  with  an  already 
employed  executive  secretary  to  carry  out  this  idea. 
I hope  that  the  recommendations  of  this  Reference 
Committee  will  not  be  approved,  and  that  my  res- 
olution will  prevail. 

Dr.  Rooney:  It  has  been  estimated  by  the  Board 
of  Trustees,  in  relation  to  this  resolution  of  Dr. 
Monteith’s,  that  it  would  cost  the  State  Society  ap- 
proximately nearly  $100,000  to  establish  and  pay  an 
executive  officer,  a competent  executive  officer,  in 
each  of  the  eight  district  branches.  Gentlemen,  we 
are  almost  beyond  our  budget  now.  If  we  have  to 
publish  another  Directory  at  a cost  of  approximately 
averaging  $44,000  a year  we  will  be  debiting  our- 
selves over  one  hundred  and  some  odd  thousand 
dollars  above  our  present  dues  income.  If  you  want 
to  adopt  this  plan  of  Dr.  Monteith’s  you  will  without 
any  question  have  to  put  in  another  resolution  to 
raise  your  dues  in  the  sum  of  something  between  $5 
and  $8  additional  per  year  for  your  State  dues.  You 
can  consider  what  you  want  to  do  about  it. 

Dr.  Robert  C.  Peale,  District  Delegate:  Mr. 
Speaker  and  members,  as  president  of  the  Eighth 
District  Branch  I would  like  to  say  that  a few  years 
ago  we  realized  that  something  like  this  had  to  be 
done.  We  also  realized  that  we  had  no  money  with 
which  to  do  it.  Every  chiropractor  in  this  State 
pays  three  to  four  or  five  times  what  we  pay.  We 
have  carried  on  this  plan,  and  it  has  worked  success- 
fully. It  has  been  of  the  greatest  help  to  all  of  the 
county  societies.  The  officers  and  everyone  who 
attends  the  meetings  pay  their  own  expenses,  and  I 
don’t  see  any  reason  to  argue  about  a few  dollars. 

Speaker  Andresen:  We  have  been  getting  over 
in  the  discussion  to  considering  another  motion  than 
the  one  that  was  made  by  the  Reference  Committee. 
Isn’t  that  right?  The  next  resolution  will  take  care 
of  it  I believe. 

Dr.  D’Angelo:  May  I say  that  action  on  this 
resolution  will  automatically  carry  action  on  Dr. 
Monteith’s  resolution  because  if  we  adopt  this  res- 
olution we  have  each  corresponding  society  of  the 
district  branches  pay  for  it. 

Dr.  Frederick  W.  Williams,  Bronx:  I would 
like  to  know  if  the  Reference  Committee’s  recom- 
mendation makes  it  mandatory  for  the  district  to 
have  an  executive  officer. 

Dr.  D’Angelo:  No. 

Dr.  Williams:  I would  like  to  know  if  one  of  the 
districts  does  decide  to  hire  an  executive  officer  from 


the  counties  to  be  supported  from  the  counties 
within  the  district,  is  he  then  responsible  to  the 
Council  of  the  State  Society? 

Dr.  D’Angelo:  No. 

Dr.  Thomas  P.  McCarthy,  Bronx:  Will  you  read 
that  again? 

Dr.  D’Angelo:  “That  several  district  branches 
may  arrange  to  employ  an  executive  secretary,  full- 
or  part-time,  to  coordinate  the  various  activities, 
public  relations,  legislative,  workmen’s  compensa- 
tion, etc. ; and  that  we  further  recommend  that  the 
expenses  of  such  executive  officers  be  entirely  pro- 
vided for  by  the  various  county  societies  making  up 
the  district.’’  That  is  taken  verbatim  from  the  re- 
port of  Dr.  Kenney’s  Planning  Committee. 

Dr.  Williams:  I didn’t  hear  that  word  “may.” 

Dr.  D’Angelo  : I have  added  it. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  Mr. 
Anderson  has  already  added  five  new  men.  Cannot 
we  add  them  in  the  various  regions  until  such  time  as 
the  districts  can  develop  a man  and  pay  for  him. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried  .... 

Dr.  D’Angelo:  Therefore  no  action  on  Dr. 
Monteith’s  resolution  is  necessary. 

Section  164  (See  20,  21,  25,  56, 57,  66) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee  for  Medical  Policies:  Medical 

Services  in  Hospitals  and  Blue  Cross  Contracts 

Dr.  Thomas  M.  D’Angelo,  Queens:  Medical 

Services  in  Hospitals  and  Blue  Cross  Contracts: 
More  and  more  the  hospitals  are  entering  the  prac- 
tice of  medicine.  First  the  pathologists,  radiologists, 
anesthesiologists,  and  the  physiotherapists  were  in- 
volved. Now  many  hospitals  are  selling  the  service 
of  surgeons  and  other  specialists.  The  trend  is  in- 
creasing. The  Planning  Committee  has  studied  this 
very  carefully,  and  we  would  like  to  call  to  your  at- 
tention the  preliminary  report  of  the  A.M.A.  com- 
mittee, of  which  Dr.  Hess  is  chairman.  We  cannot 
look  to  the  A.M.A.  for  a nation-wide  solution  to  this 
problem.  It  must  be  solved  on  a state  level.  The 
Planning  Committee  has  given  most  of  its  attention 
to  the  problem  of  the  pathologist,  radiologist, 
anesthesiologist,  and  the  physiotherapist,  and  the 
solution  that  has  been  prepared  deals  mostly  with 
these  specialties.  We  believe  that  all  the  doctors  are 
now  involved,  and  that  we  must  tackle  this  problem 
in  a different  manner. 

Certain  medical  services  have  been  offered  to  the 
public  by  our  hospitals.  It  would  be  difficult  for  the 
hospitals  to  remove  these  services  at  the  present 
time,  because  the  public  has  been  educated  to  re- 
ceive these  services.  The  Blue  Cross  has  accepted 
these  services  in  its  contracts  to  the  hospital  and  the 
public.  Blue  Shield  contracts  are  not  paying  for 
these  services  because  they  are,  at  present,  being 
paid  by  the  Blue  Cross.  In  some  areas  of  this  State, 
however,  Blue  Shield  is  ready  to  pay  for  such  serv- 
ices, and  we  believe  that  the  public  would  not,  in 
any  way,  be  deprived  of  any  medical  care  if  such 
medical  services  were  transferred  from  Blue  Cross  to 
Blue  Shield.  The  Reference  Committee,  therefore, 
recommends  that  the  Medical  Society  of  the  State  of 
New  York  hereby  goes  on  record  as  again  approving, 
in  principle,  that  the  rendering  of  medical  services 
must  remain  in  the  hands  of  qualified  physicians 
practicing  individually  or  in  groups.  It  also  recom- 
mends that  where  Blue  Shield  plans  are  in  operation 
that  Blue  Cross  plans  discontinue  offering  medical 
services  in  pathology,  radiology,  anesthesiology,  and 
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physiotherapy,  and  that  Blue  Shield  plans  pay  for 
these  services.  The  Reference  Committee  also 
recommends  that  all  Blue  Cross  and  Blue  Shield 
plans  in  this  State  be  notified  of  this  action. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried .... 

Dr.  D’Angelo:  We  have  received  a number  of 
resolutions  concerning  this  phase  of  the  Planning 
Committee  report.  Since  they  all  agree  in  principle, 
the  Reference  Committee  has  combined  them  in  one 
resolution,  and  offers  the  following  substitute  for  the 
various  resolutions  introduced: 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York  is  heartily  in  accord  with  all  move- 
ments that  will  afford  the  adequate  training  of 
students  of  medicine,  the  prevention  and  treat- 
ment of  disease,  and  the  establishment  of  medical 
care  on  economic  planes  which  will  not  result  in 
the  deterioration  of  the  individual  program  of 
medicine  or  the  lowering  of  the  standard  of  medical 
care  of  the  sick;  and 

“Whereas,  there  has  been  a tendency  for  cer- 
tain hospitals  and  medical  teaching  institutions 
to  open  clinics  for  the  practice  of  medicine  for 
profit;  therefore  be  it 

“Resolved,  that 

“1.  This  Committee  recommend  to  the  House 
of  Delegates  that  the  resolution  previously  passed 
by  the  House  of  Delegates  (New  York  State 
Journal  of  Medicine,  September  1,  1948,  Part 
II,  page  18,  paragraph  3,  column  2)  be  called  to 
the  attention  of  hospitals  and  teaching  institu- 
tions. 

“2.  That  a conference  of  deans  of  medical 
colleges  and  representatives  of  hospitals  and 
teaching  institutions  be  held  to  discuss  and  formu- 
late a policy  which  is  in  the  public  interest. 

“3.  That  all  hospitals  and  teaching  institutions 
be  requested  to  take  no  further  action  in  this 
matter  until  such  time  as  the  above  policy  has 
been  formulated. 

“4.  That  the  Council  be  instructed  to  sponsor 
and  support  the  reintroduction  of  the  Friedman 
Bill  ( Senate  Introductory  2402)  which  was  passed 
by  the  State  Senate  at  the  last  session  of  the 
Legislature.” 

I move  the  approval  of  that  portion  of  the  re- 
port. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Section  165  ( See  23) 

Report  of  the  Reference  Committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies:  Group 
Practice 

Dr.  Thomas  M.  D’Angelo,  Queens:  The  Com- 

mittee recommends  that  continued  study  of  group 
practice  be  carried  on.  It  also  recommends  that  the 
Planning  Committee  approve  a set  of  principles  for 
group  practice  as  soon  as  possible.  In  the  meantime 
the  members  of  our  Society  can  be  guided  by  the 
result  of  the  Planning  Committee  study  so  far. 

I move  the  adoption  of  this  portion  of  the  re- 
port. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried  .... 


Dr.  D’Angelo:  We  recommend  that  this  Com- 
mittee be  continued,,  and  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried  .... 

Dr.  D’Angelo:  I wish  to  thank  the  members  of 
that  Committee  for  the  hard  work  they  put  in  all 
afternoon,  and  I move  the  adoption  of  the  report  as  a 
whole. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Section  166  ( See  78, 163) 

Report  of  Reference  Committee  on  Constitution  and 
Bylaws:  Amendment  to  Article  XI,  Section  1, 

Paragraph  3 

Speaker  Andresen  : We  now  have  to  take  up  the 
report  by  Dr.  Di  Natale  on  the  Reference  Com- 
mittee on  Constitution  and  Bylaws. 

Dr.  Peter  J.  Di  Natale,  Genesee:  This  morning 
you  deferred  until  tonight  this  part  of  the  amend- 
ment to  the  Constitution  and  Bylaws: 

Paragraph  3,  Section  1,  Article  XI  at  present 
reads  as  follows: 

“The  Second  District  Branch  shall  comprise 
the  members  of  the  medical  societies  of  the  coun- 
ties of  Kings,  Queens,  Nassau,  and  Suffolk.” 

This  morning  you  voted  to  make  the  five  metropoli- 
tan New  York  counties  the  First  District.  Your 
Reference  Committee  moves  that  paragraph  3 of 
Section  1,  Article  XI  read  as  follows: 

“The  Second  District  Branch  shall  comprise 
the  members  of  the  medical  societies  of  the  coun- 
ties of  Westchester,  Suffolk,  Nassau,  Rockland, 
Orange,  Dutchess,  and  Putnam.” 

I move  the  adoption  of  this  portion  of  the  Ref- 
erence Committee’s  Report  on  the  Constitution  and 
Bylaws. 

. . . .The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried .... 

Section  167 

Report  of  Reference  Committee  on  Report  of  Council 
Part  IV : Public  Health  Activities  (B) 

Dr.  A.  H.  Aaron,  Erie:  Your  Reference  Com- 
mittee on  Report  of  Council,  Part  IV,  recommends 
the  approval  of  the  following  public  health  activities, 
Part  B,  as  per  the  reports  that  are  in  your  hands: 

(1)  Report  submitted  on  Cancer; 

(2)  Report  submitted  on  Hard  of  Hearing  and 
the  Deaf; 

(3)  Report  on  the  Subcommittee  on  Rheumatic 

Fever; 

(4)  Report  on  Mental  Hygiene. 

I move  the  adoption  of  this  portion  of  the  report. 
. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried  .... 

Section  168  ( See  45) 

Report  of  Reference  Committee  on  Report  of  Council 
Part  IV : Blood  Banks 

Dr.  A.  H.  Aaron,  Erie:  At  the  annual  meeting  of 
the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York,  in  May,  1948,  the  following 
resolution  was  approved: 

“Whereas,  the  National  Red  Cross  has  under- 
taken the  establishment  of  a nation-wide  Blood 
Donor  Service  Program,  the  basic  philosophy  of 
which  is  to  provide  blood  for  all,  and  which  pro- 
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vides  in  some  areas  not  only  for  donor  services 
but  also  for  collecting,  processing,  and  distribut- 
ing blood  from  a centralized  bank;  and 

“Whereas,  free  service  for  all  economic  levels 
of  the  population  is  not  compatible  with  estab- 
lished patterns  of  American  life;  and 

“Whereas,  a centralized  blood  bank  service 
under  the  Red  Cross  may  tend  to  destroy  existing 
blood  banks  in  the  hospitals;  and 

“Whereas,  all  professional  and  technical 
phases  of  a blood  bank  program  should  be  under 
the  control  and  supervision  of  the  physicians  of 
the  community;  and 

“Whereas,  a permissive  program  adapted  to 
meet  local  needs  has  been  approved  in  Westchester 
County  in  full  cooperation  with  the  Westchester 
Chapter  of  the  American  Red  Cross;  now  there- 
fore be  it 

“ Resolved , that  the  New  York  State  Medical 
Society  urge  county  societies  to  consider  the  estab- 
lishment of  a Red  Cross  Blood  Donor  Service 
Program  similar  to  that  proposed  for  Westchester 
which  provides: 

1.  Red  Cross  Blood  Donor  Service. 

2.  Free  Red  Cross  blood  for  the  medically  in- 
digent who  are  unable  to  provide  replacement. 

3.  The  continuation  of  existing  hospital  blood 
banks  and  encouraging  the  establishment  of  banks 
in  other  hospitals. 

4.  Implementation  and  supplementation  of 
the  existing  blood  bank  services. 

5.  All  professional  and  technical  control  and 
supervision  of  the  donor  service  program  vested 
in  a committee  of  physicians  appointed  by  the 
county  medical  society. 

6.  And  general  coordination  of  the  program 
through  a committee  representing  the  Red  Cross, 
the  county  hospital  association,  and  the  county 
medical  society.” 

Therefore,  under  that  resolution  a Subcommittee 
on  Blood  Banks  was  appointed  by  the  president  of 
the  State  Medical  Society,  consisting  of  Drs.  Lester 
J.  Unger,  Eugene  L.  Lozner,  and  Morris  Maslon, 
who  held  frequent  meetings  in  conjunction  with 
the  New  York  State  Department  of  Health,  repre- 
sentatives of  the  American  Red  Cross  and  other 
interested  members  of  the  Medical  Society  of  the 
State  of  New  York,  who  gave  their  report  as  pub- 
lished in  the  annual  reports  of  the  State  Society  for 
1948  and  1949.  Since  the  publication  of  this  re- 
port it  has  been  discovered  that  the  Westchester 
Plan  is  not  in  operation  and  has  not  been  in  opera- 
tion, due  to  the  fact  that  the  National  American 
Red  Cross  would  not  endorse  their  plan. 

Since  the  resolution  introduced  by  Nassau 
County  dealing  with  the  subject  of  bloocl  banks  is 
under  consideration  now,  your  Reference  Commit- 
tee has  concentrated  on  the  report  as  presented  by 
Nassau  County,  and  we  believe  that  a discussion 
of  this  report  will  obviate  the  necessity  of  acting  on 
the  report  of  the  original  Subcommittee  on  Blood 
Banks. 

The  resolution  that  was  referred  to  your  Reference 
Committee,  and  that,  was  adopted  at  a meeting  of 
the  Nassau  County  Medical  Society,  held  on  April 
26, 1949,  reads: 

( Resolution  given  in  full — Section  45) 

We  approve  the  recommendation  that  the  com- 
mittee be  continued  or  a new  committee  be  ap- 

Cointed  to  work  out  the  best  plan  for  a sound  blood 
ank  program  for  the  State  of  New  York,  developed 
jointly  by  the  New  York  State  Department  of  Health 
and  the  Medical  Society  of  the  State  of  New  York 
and  its  constituent  local  bodies. 


We  move  the  approval  of  the  entire  report. 

The  motion  was  seconded,  and  as  there  was  no 

discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried .... 

Speaker  Andresen:  Thank  you,  Dr.  Aaron. 

Dr.  Aaron:  We  would  like  to  thank  the  other 
members  of  the  Reference  Committee,  also  Dr. 
Stillman,  the  president  of  the  American  Blood 
Bank  Association,  Dr.  Curphey,  Dr.  Sobol,  Dr. 
Witherby,  Dr.  Simpson,  and  Dr.  Masterson,  who 
aided  us  in  the  formation  of  this  report. 

Speaker  Andresen:  Dr.  Williams  has  now 
edited  his  report,  and  will  continue  reading  it. 

Section  169  (See  7,  125 , 172) 

Report  of  Reference  Committee  on  Report  of 
Secretary 

Dr.  Frederick  W.  Williams,  Bronx:  On  the 
advice  of  Counsel  of  the  Society,  I wish  to  say  that 
I am  here  ready  to  report  to  the  best  of  my  knowl- 
edge, information,  and  belief.  ( Laughter ) 

Part  I,  Report  of  the  Secretary:  Your  Committee 
wishes  to  report  that  the  statistics  on  membership 
as  published  were  the  statistics  as  of  January  1, 
1949.  The  published  number  of  834  delinquent 
members  for  1948  would  give  the  impression  that 
this  delinquency  produced  a loss  in  membership 
from  21,303  for  January  1,  1948,  to  21,171  as  of 
January  1,  1949.  This  is  explained,  however,  as 
being  due  to  a variation  in  fiscal  policy  between 
some  of  the  county  societies  and  the  State  Society. 
By  March,  1949,  the  delinquency  number  was  re- 
duced to  284,  which  would  bring  the  total  member- 
ship to  21,721  and  by  May  1,  1949,  our  total  mem- 
bership was  22,520.  This  is  definitely  the  largest 
membership  in  the  history  of  our  Society.  This  is 
truly  sound,  progressive  growth.  Your  Committee 
suggests,  however,  that  the  Secretary  hereafter  re- 
port the  membership  statistics  more  currently  than 
as  of  the  calendar  year  and  that  closer  cooperation 
be  established  between  the  county  and  State  offices 
so  that  the  statistical  report,  as  published,  will  more 
accurately  reflect  the  status  of  our  membership 
rolls. 

Your  Committee  wishes  to  call  the  attention  of  the 
delegates  to  the  fact  that  eleven  counties  were  re- 
ported as  honor  counties,  having  100  per  cent  of 
their  1948  dues  paid  in  1948.  This  is  commendable, 
and  we  suggest  that  more  of  the  counties  make  an 
effort  to  attain  this  status. 

Your  Committee  wishes  to  call  attention  to  the 
excellent  work  on  the  part  of  the  Secretary  in  the 
reporting  of  the  minutes  of  the  Council  as  published 
through  the  year.  Also,  we  wish  to  make  note  of 
the  fact  that  there  was  marked  improvement  in  the 
timing  of  the  publishing  of  the  annual  reports  and 
the  supplementary  reports  in  preparation  for  this 
convention.  We  again  request  all  officers,  com- 
mittee chairmen,  and  district  branch  presidents  to 
cooperate  with  the  Secretary  to  make  this  even  more 
efficient  in  the  future.  Such  cooperation  will  aid 
materially  in  the  intelligent  handling  of  the  business 
of  the  convention. 

Your  Committee  is  anxious  to  bring  to  the  atten- 
tion of  every  delegate  and  every  member  of  this 
Society  the  conscientious,  efficient,  and  humble 
manner  in  which  your  Secretary  has  carried  out  the 
multitudinous  tasks  of  his  office.  His  published 
report  touches  but  briefly  some  highlights  of  his 
efforts  in  our  behalf  this  past  year.  For  this  he 
should  receive  our  sincere  thanks  and  appreciation. 

I move  the  adoption  of  this  portion  of  the  Refer- 
ence Committee’s  report  on  the  Report  of  the  Secre- 
tary by  a rising  vote. 


HOUSE  OF  DELEGATES 


IN.  Y.  State  J.  M. 


tOt) 


....  The  motion  was  seconded,  and  the  delegates 
arose  and  applauded .... 

Section  170 

Report  of  Reference  Committee  on  Report  of  the 
District  Branches 

Dr.  Frederick  W.  Williams,  Bronx:  Part  II, 
Report  of  the  District  Branches:  A report 

of  the  attendance  figures  of  all  the  district 
branches  reveals  that  the  real  active  value  and  worth 
of  the  district  branches  varies  greatly  in  the  differ- 
ent sections  of  the  State.  Your  Committee  advises 
that  effort  be  exerted  to  revitalize  the  less  active 
district  branches.  This,  your  Committee  feels,  may 
well  be  attained  in  several  ways: 

First:  In  the  downstate  area  of  metropolitan  New 
York  City  redistricting  is  an  essential  change  which 
will  be  accomplished  by  adoption  of  resolutions  to 
be  reported  by  another  committee.  Your  Com- 
mittee is  of  the  opinion  that  districting  should  be 
done  on  a basis  of  common  problems  among  the 
counties,  not  purely  geographic  location. 

Second:  In  the  district  branches  in  general 
throughout  the  State,  revitalizing  may  be  attained 
by  establishing  a coordinating  advisory  committee 
as  has  been  done  in  the  Eighth  District.  Your 
Committee  recommends  the  present  setup  in  the 
Eighth  District  to  the  attention  of  other  districts  Tor 
their  consideration.  We  feel  that  district  branch 
activity  should  be  developed  locally  and  adapted  to 
local  problems  and  interests.  We  also  wish  to  stress 
that  district  branch  activity  should  not  be  developed 
to  such  an  extent  as  to  encroach  upon  county  sov- 
ereignty. District  branches  should  not  be  per- 
mitted extended  representation  in  the  House  of 
Delegates.  Your  Committee  recommends  that 
district  branches  be  given  every  encouragement 
to  revitalize  by  a process  of  evolution,  with  room  for 
local  adaptation. 

I move  the  adoption  of  this  part  of  the  Reference 
Committee’s  report. 

. . . The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote,  and  was 
unanimously  carried .... 

Section  171 

Report  of  Reference  Committee  on  Censors 

Dr.  Frederick  W.  Williams,  Bronx:  In  regard 
to  the  Report  of  the  Censors,  we  received  no  report, 
so  I move  the  adoption  of  this  report  as  a whole  as 
properly  edited. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried .... 

Dr.  Williams:  I thank  the  members  of  my  Ref- 
erence Committee  for  their  cooperation  and  assist- 
ance. 

Section  172  (See  169) 

Acknowledgment  of  Rising  Vote  of  Thanks  by 
Secretary  Anderton 

Secretary  Walter  P.  Anderton:  Your  Secre- 
tary at  the  moment  of  your  kind  approbation  was 
completely  stricken  dumb,  but  now  the  words — and 
probably  too  many — will  be  flowing  forth.  All  I 
can  say,  from  the  bottom  of  my  heart  thank  you,  but 
what  little  I have  been  able  to  accomplish  for  the 
State  Society  has  been  entirely  due  to  the  work  of 
others  in  the  State  Society,  and  I mean  by  that  Miss 
Dougherty,  Dr.  Frey,  Mr.  Anderson,  and  the  other 
many  people  that  work  in  your  office. 


Section  173  (See  138 ) 

Supplementary  Report  of  Reference  Committee  on 
Report  of  Council,  Part  X:  Revised  Workmen’s 
Compensation  Fee  Schedule 

Dr.  A.  Wilbur  Duryee,  New  York:  Mr. 
Speaker,  this  is  a supplementary  report  on  the  Re- 
port of  the  Council,  Part  X,  Workmen’s  Compensa- 
tion. 

Your  Reference  Committee  has  had  referred  to  it 
the  consideration  of  the  motion  of  Dr.  Arthur  Bedell 
regarding  the  fees  of  ophthalmologists  as  embodied 
in  the  supplementary  report  to  the  fee  schedule  of 
the  Workmen’s  Compensation  Board  dated  May  1, 
1949. 

After  consultation  with  Dr.  J.  Stanley  Kenney, 
chairman  of  the  Council  Committee  on  Workmen's 
Compensation,  and  Dr.  David  J.  Kaliski,  director 
of  the  Workmen’s  Compensation  Bureau,  and  your 
incoming  president,  Dr.  John  J.  Masterson,  and 
after  reviewing  the  entire  supplementary  fee  sched- 
ule, it  is  apparent  that  inequities  in  other  special- 
ties are  also  present. 

Therefore,  your  Reference  Committee  recom- 
mends that  the  Council  Committee  on  Workmen’s 
Compensation  of  the  Medical  Society  of  the  State 
of  New  York  with  such  other  well-informed  mem- 
bers of  the  Medical  Society  of  the  State  of  New 
York  whom  the  President  may  see  fit  to  appoint, 
meet  with  the  chairman  of  the  Workmen’s  Compen- 
sation Board  or  with  whomsoever  she  may  desire 
to  appoint,  to  urge  the  correction  of  these  inequities 
as  soon  as  possible  and  to  advise  and  assist  in  the 
implementing  of  the  recommendations  made  in  the 
report  of  your  Reference  Committee  and  adopted 
by  the  House  of  Delegates  in  session  on  May  3, 
1949. 

I move  the  adoption  of  this  report. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried .... 

Dr.  Duryee:  1 would  like  to  thank  the  members 
of  my  committee  who  worked  on  the  original  report 
and  also  on  this  supplementary  report,  Dr.  Reginald 
A.  Higgons,  Dr.  Charles  E.  Goodell,  Dr.  Walter  S. 
Bennett,  and  Dr.  John  H.  Garlock,  and  also  for  their 
assistance  Dr.  J.  Stanley  Kenney  and  Dr.  David  J. 
Kaliski. 

Speaker  Andresen:  Thank  you,  Dr.  Duryee. 
Are  there  any  further  resolutions  to  be  presented? 
This  is  the  last  opportunity  to  present  any  resolu- 
tions. None  can  be  made  tomorrow. 

Section  174  (See  182) 

Voluntary  Medical  Care  Insurance:  Participation 

Dr.  Charles  Gullo,  Livingston:  This  is  a resolu- 
tion which  will  probably  result  in  a lot  of  work  for 
some  men  when  they  get  back  home: 

“Whereas,  enrolment  in  the  Voluntary  Medi- 
cal Care  Plans  approved  by  the  Medical  Society 
of  the  State  of  New  York  indicates  public  accept- 
ance of  this  principle  to  provide  for  medical  care 
costs;  and 

“Whereas,  a program  to  accelerate  enrolment 
is  essential  to  provide  protection  to  a greater 
number  of  people;  and 

“Whereas,  the  cooperation  and  participation 
of  all  doctors  in  the  plans  is  necessary  to  accom- 
plish this  purpose;  now  therefore  be  it 

“Resolved,  by  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  that: 
1.  The  Medical  Society  of  the  State  of  New 
York  extend  to  county  medical  societies  through 
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its  facilities  the  necessary  assistance  to  increase 
doctor  participation  in  the  plans. 

2.  That  meetings  be  arranged  through  district 
branches  to  formulate  a program  to  increase  en- 
rolment in  local  areas  through  the  cooperation  of 
county  medical  societies  and  the  plans.” 

Speaker  Andresen:  1 will  refer  that  to  the 
Reference  Committee  on  Report  of  the  Council, 
Part  VII,  Medical  Care  Insurance,  of  which  Dr. 
Guy  S.  Philbrick,  of  Niagara,  is  the  chairman. 

Section  1 75  ( See  195) 

Increased  Annual  Assessment 

Dr.  Stephen  R.  Monteith,  Rockland:  I should 
like  to  introduce  a resolution  pertaining  to  the  an- 
nual per  capita  assessment: 

“Be  It  Hereby  Resolved  by  this  House  of  Dele- 
gates that  the  annual  per  capita  assessment  on 
each  component  county  society  for  the  ensuing 
fiscal  year  shall  be  $25.” 

Speaker  Andresen  : I can’t  refer  it  to  Dr.  Mon- 
teith's  own  reference  committee  very  well. 

Dr.  James  R.  Reuling,  Treasurer:  On  the  ques- 
tion of  the  wording  there,  you  say  “assessment 


on  each  component  county  society.”  You  mean 
“on  each  member”  don’t  you? 

Dr.  Monteith:  It  conforms  to  the  wording  of 
the  Constitution. 

Speaker  Andresen:  I will  refer  that  to  the 
Reference  Committee  on  Report  of  the  Planning 
Committee  for  Medical  Policies,  of  which  Dr. 
Thomas  M.  D’Angelo,  of  Queens,  is  the  chairman. 

Section  1 76 

Vote  of  Thanks  to  Help  of  Society 

Dr.  Joseph  A.  Geis,  Essex:  I would  like  to  make 
a motion  that  this  House  of  Delegates  extend  a vote 
of  thanks  to  the  secretarial  and  other  help  of  the 
Society  who  have  stayed  here  so  late  tonight,  and 
that  we  authorize  the  Board  of  Trustees  to  make 
thanks  apparent  in  a more  substantial  form. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried 

Speaker  Andresen  : It  is  so  recommended. 

There  being  no  further  motions  and  no  further 
reports  of  committees,  I now  declare  the  meeting 
adjourned  until  tomorrow  morning  at  9 o’clock. 

....  The  session  adjourned  at  11: 25  p.m 


WEDNESDAY  MORNING  SESSION 

May  4,  1949 


The  session  reconvened  at  9 a.m. 

Section  1 77 

Announcement  of  Death  of  Delegate  John  L.  O’Brien 

Speaker  Andresen  : The  Chair  wishes  to  recog- 
nize Dr.  Van  Etten.  ( Applause ) 

Dr.  Nathan  B.  Van  Etten,  Past  President: 
Mr.  Speaker  and  members  of  the  House,  it  is  with 
deep  sadness  at  this  moment  that  it  is  my  duty  to 
announce  to  the  House  the  sudden  death  of  one  of 
your  members,  long  a delegate  to  this  House,  con- 
structive thinker,  intelligent  critic,  hard  worker 
and  devoted  physician,  distinguished  in  his  work  in 
New  York  City;  Dr.  John  L.  O’Brien,  of  the  Bronx, 
died  suddenly  last  night. 

Mr.  Speaker,  I ask  that  the  House  stand  in  silent 
tribute  to  Dr.  O’Brien,  and  that  the  Secretary  com- 
municate with  Dr.  O’Brien’s  family  expressing  the 
great  regret  that  this  House  has  over  its  serious  loss. 

....  The  delegates  arose  and  stood  in  silent  trib- 
ute to  the  memory  of  Dr.  John  L.  O’Brien  .... 

Section  178 

Announcements 

Speaker  Andresen:  I wish  to  announce  again 
that  the  tickets  for  the  banquet  are  still  available. 

I wish  also  to  ask  you  to  go  to  the  Technical  Ex- 
hibits, to  sign  upstairs  on  the  17th  floor.  The 
Technical  Exhibits  support  this  meeting,  and  they 
judge  the  success  of  the  meeting  by  the  number  of 
people  who  have  registered,  so  it  is  really  our  duty 
to  go  up  and  register  on  the  17th  floor  and  to  look 
at  some  of  the  exhibits. 

I also  have  to  announce  that  the  Council  meets 
either  directly  after  this  session  or,  if  the  session 
lasts  too  long,  at  2 p.m.  in  the  rooms  of  the  Erie 
County  Medical  Society  on  the  18th  floor. 

The  Trustees  will  meet  immediately  afterward. 

I wish  to  say  a few  words  of  appreciation  of  the 
work  of  this  House.  You  are  certainly  the  best 


House  ever  to  represent  the  medical  profession  of 
New  York.  You  have  been  remarkably  patient, 
attentive,  and  cooperative.  You  have  not  been  too 
critical  of  my  mistakes.  The  experienced  parlia- 
mentarians among  you  have  helped  me  through 
many  tight  places,  and  I wish  to  thank  particularly 
Drs.  Rooney,  Bauer,  and  Reuling  for  their  help  on 
several  such  occasions. 

Several  of  the  new  members  of  the  House  have  re- 
marked to  me  what  a revelation  it  has  been  to  see 
this  House  at  work.  They  and  the  occasional  guests 
who  have  observed  our  work  from  the  back  of  the 
room  have  marveled  at  the  endurance  and  alertness 
of  this  aggregation  of  decrepit  old  men.  From 
what  they  had  heard  and  read  they  expected  to  find 
this  House  as  well  as  the  House  of  Delegates  of  the 
American  Medical  Association,  as  was  mentioned 
yesterday,  a sort  of  old  men’s  home  with  groups  of 
cackling  superannuated  armchair  sitters  exchanging 
wheezes  and  ancient  anecdotes  and  in  between  pass- 
ing lightly  a few  nonsensical  inconsequential  resolu- 
tions. 

It  is  further  remarkable  that,  with  few  exceptions, 
this  group  of  indefatigable  workers  for  the  good  of 
the  medical  profession  and  for  the  interests  of  the 
public  have  come  here  at  their  own  expense.  Our 
Publicity  Bureau  missed  a wonderful  opportunity 
when  it  failed  to  have  pictures  taken  of  the  beehive 
of  activity  in  the  foyer  here  when  our  twenty  refer- 
ence committees  were  meeting  there  on  Monday, 
and  when  our  House  was  working  last  night  until 
a late  hour. 

You  all  look  tired  after  your  long  sessions  yester- 
day when  we  spent  actually  eleven  hours  in  here  at 
work,  but  you  may  be  proud  of  what  you  accomp- 
lished. It  was  really  too  much,  and  we  must  con- 
sider the  advisability  of  a full  three-day  session. 

Section  179 

Elections 

Speaker  Andresen:  We  now  come  to  the  first 
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business  of  the  morning,  which  will  be  the  election 
of  officers,  and  when  the  election  is  over  will  you 
please  go  back  to  your  seats.  We  still  have  business 
to  attend  to.  We  have  at  least  four  more  reference 
committees  to  hear  from,  and  there  are  a number  of 
resolutions  that  have  to  be  taken  up  this  morning. 
Mr.  Secretary,  is  there  a quorum  present? 

Secretary  Anderton : Yes,  sir. 

Speaker  Andresen:  Will  the  Secretary  please 
read  the  names  of  the  tellers,  and  please  answer  to 
your  name.  We  must  have  thirty  tellers  to  do  an 
efficient  job. 

....  The  Secretary  read  the  following  names, 
from  whom  were  selected  the  tellers: 


Harold  F.  Morrison 
Grant  Thorburn 
Moses  H.  Krakow 
Clifton  H.  Berlinghof 
Daisy  H.  Van  Dyke 
Alfred  P.  Ingegno 
Aaron  Kottler 
Abraham  Rabiner 
E.  Kenneth  Horton 
E.  Percy  Eglee 
Peter  M.  Murray 
Felix  Ottaviano 
Homer  J.  Cudmore 
Norton  S.  Brown 
John  F.  Kelley 
David  H.  MacFarland 
W.  Walter  Street 
James  Greenough 
Jacob  Werne 
Joseph  L.  Kiley 
Charles  F.  Rourke 
Milton  J.  Daus 
Harry  S.  Fish 
Morris  Maslon 
Philip  M.  Standish 


Arthur  C.  Glover 
Alexis  Leonidoff 
Seymour  G.  Clark 
Harold  C.  Kelley 
George  A.  Burgin 
Nathan  Brodie 
Irving  H.  Blumenfeld 
Edwin  A.  Griffin 
E.  Harrison  Griffin 
William  Ostrow 
Edgar  O.  Boggs 
Brittain  F.  Payne 
Kenneth  M.  Lewis 
W.  Laurence  Whittemore 
Samuel  W.  Moore 
Theodore  R.  Proper 
Sol  Axelrad 
Arthur  A.  Fischl 
Richard  P.  Doody 
David  W.  Beard 
Cyril  Drysdale 
Charles  F.  Rourke 
Edward  F.  Stanton 
Beverly  C.  Smith 


Speaker  Andresen:  I think  approximately 
thirty  answered.  As  soon  as  you  put  your  ballot 
in  the  box,  will  you  go  outside?  Dr.  McCarty,  the 
chief  teller,  will  meet  you  outside  and  brief  you  in 
regard  to  the  action  we  are  going  to  take  when  the 
ballots  come  in.  I will  just  read  you  Chapter  III, 
Section  5,  of  the  Bylaws: 

“In  the  event  of  a single  nominee  only  for  any 
office,  a majority  vote  without  ballot  shall  elect.” 
In  such  case  the  Chair  will  entertain  a motion  for 
closing  the  nominations  and  declaring  the  candi- 
date elected. 

Ballots  will  be  distributed  to  fill  out  the  spaces 
for  which  multiple  candidates  have  been  nominated 
only,  not  the  ones  where  there  have  been  single  nomi- 
nations, and  they  have  been  elected  by  viva  voce 
vote. 

In  connection  with  the  delegates,  we  will  elect 
this  year  eleven  to  the  American  Medical  Associa- 
tion, so  we  will  have  to  vote  for  twenty-two,  because 
we  have  to  have  eleven  alternates  as  well.  We 
must,  therefore,  have  at  least  twenty-two  nomina- 
tions for  delegates. 


NOMINATIONS  AND  ROLL  CALL 
Nominations  were  received. 

Assistant  Secretary  Frey  read  the  following  list  of 
those  who  were  entitled  to  vote: 


Officers.  Councilors,  and  Trustees 


Leo  F.  Simpson 
John  J.  Masterson 
Louis  H.  Bauer 
Theodore  J.  Curpkey 
W.  P.  Anderton 
W.  Guernsey  Frey,  Jr. 
James  R.  Reuling 
Fenwick  Beekman 
Albert  F.  R.  Andresen 
Nelson  W.  Strohm 
William  H.  Ross 
Carlton  E.  Wertz 


Christopher  Wood 
Charles  M.  Allaben 
Frederic  W.  Holcomb 
Renato  J.  Azzari 
Floyd  S.  Winslow 
J.  Stanley  Kenney 
Maurice  J.  Dattelbaum 
Edward  T.  Wentworth 
Edward  R.  Cunniffe 
James  F.  Rooney 
Dan  Mellen 


Ex-Presidents 


James  F.  Rooney 

(registered  as  Trustee) 
Nathan  B.  Van  Etten 
Harry  R.  Trick 
William  H.  Ross 

(registered  as  Trustee) 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Floyd  S.  Winslow 


(registered  as  Councilor) 
Thomas  A.  McGoldrick 
Herbert  H.  Bauckus 
Edward  R.  Cunniffe 
(registered  as  Trustee) 
Louis  H.  Bauer 

(registered  as  Immediate 
Past  President) 


District  Delegates 


Harold  F.  Morrison 
Frederic  W.  Holcomb 
(registered  as  Councilor) 
Denver  M.  Vickers 

Section 

Harold  C.  Kelley 
Grant  Thorburn 
Maurice  J.  Costello 
A.  W.  Martin  Marino 
Harry  V.  Spaulding 
Edwin  W.  Gates 
Burton  M.  Shinners 
Charles  W.  Mueller 
Thomas  H.  Johnson 


James  E.  McAskill 
Charles  L.  Pope 
Kenneth  T.  Rowe 
Robert  C.  Peale 

Delegates 

Halford  Hallock 
Stephen  H.  Curtis 

(registered  as  County 
Delegate) 

William  J.  Orr 
Frederic  E.  Elliott 
Seymour  G.  Clark 
William  A.  Milner 


Delegates  from  Component  County  Societies 


Albany  ( 3 ) 

James  W.  Bucci 
Thomas  O.  Gamble 
Raymond  F.  Kircher 

Allegany  ( 1 ) 

Irwin  Felsen 
Bronx  (IS) 

Arnold  A.  Costabile 
Samuel  Schneierson 
Edward  P.  Flood 
Anthony  C.  Galluccio 
Goodlatte  B.  Gilmore 
Samuel  Rosenzweig 
Samuel  Leo 
Moses  H.  Krakow 
Frank  LaGattuta 
Thomas  F.  McCarthy 
Frederick  W.  Williams 
Frederick  A.  Wurzbach,  Jr. 

Broome  (3) 

Clifton  H.  Berlinghof 
Elton  R.  Dickson 
J.  C.  Zillhardt 

Cattaraugus  (1) 

Leo  E.  Reimann 
Cayuga  ( 1 ) 

Alfred  K.  Bates 
Chautauqua  (2) 

Edgar  Bieber 
Charles  E.  Goodell 

Chemung  (2) 

William  T.  Boland 
Arthur  C.  Glover 

Chenango  ( 1 ) 

Archibald  K.  Benedict 
Clinton  (1) 

Leo  F.  Schiff 

Columbia  ( 1 ) 

John  L.  Edwards 

Cortland  ( 1 ) 

Delaware  ( 1 ) 

Orin  Q.  Flint 

Dutchess  (3) 

Donald  Malven 
Alexis  Leonidoff 
Scott  Lord  Smith 

Erie  (8) 

A.  H.  Aaron 
E.  Dean  Babbage 
Harold  F.  R.  Brown 
Herbert  E.  Wells 
Harry  C.  Guess 
Donald  R.  McKay 


Joseph  C.  O’Gorman 
Milton  G.  Potter 

Essex  (1) 

Joseph  A.  Geis 
Franklin  ( 1 ) 

Daisy  H.  Van  Dyke 
Fulton  (1) 

Sylvester  C.  Clemans 

Genesee  (1) 

Peter  J.  Di  Natale 

Greene  ( 1 ) 

Kenneth  F.  Bott 

Herkimer  ( 1 ) 

George  A.  Burgin 
Jefferson  ( 1 ) 

Carl  B.  Alden 

Kings  (24) 

Charles  A.  Anderson 
Louis  Berger 
Benjamin  M.  Bernstein 
Irving  H.  Blumenfeld 
Nathan  Brodie 
Leo  S.  Drexler 
Edwin  A.  Griffin 
E.  Harrison  Griffin 
Frank  C.  Hamm 
Alfred  P.  Ingegno 
Abraham  Koplowitz 
Charles  H.  Loughran 
Charles  F.  McCarty 
Donald  E.  McKenna 
Aaron  Kottler 
William  Ostrow 
Abraham  Rabiner 
Irving  J.  Sands 
Irwin  Siris 
Solomon  Schussheim 
Morris  Weintrob 
Thomas  B.  Wood 

Lewis  (1) 

Livingston  (1) 

Charles  Gullo 

Madison  (1) 

Felix  Ottaviano 

Monroe  (6) 

Joseph  P.  Henry 
Charles  S.  Lakeman 
Libby  Pulsifer 
Gordon  M.  Hemmett 
Ellis  P.  Soble 

Montgomery  ( 1 ) 

Roman  R.  Violyn 
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Nassau  (6) 

Eugene  H.  Coon 
Joseph  Zimring 
John  M.  Galbraith 
Austin  B.  Johnson 
E.  Kenneth  Horton 

New  York  (24) 

Homer  J.  Cudmore 
Norton  S.  Brown 
Clarence  G.  Bandler 
Samuel  B.  Burk 
Edward  F.  Stanton 

A.  Wilbur  Duryee 
E.  Percy  Eglee 
Brittain  F.  Payne 
Samuel  Z.  Freedman 
John  H.  Garlock 

B.  Wallace  Hamilton 
Theresa  Scanlan 
Beverly  C.  Smith 
Margaret  Janeway 
John  J.  H.  Keating 
Kenneth  M.  Lewis 
Francis  Donehue 
Gervais  W.  McAuliffe 
Madge  C.  L.  McGuinness 
Samuel  W.  Moore 
Peter  M.  Murray 
Charles  Muzzicato 
William  B.  Rawls 

W.  Laurence  Whittemore 

Niagara  ( 2 ) 

William  A.  Peart 
Guy  S.  Philbrick 

Oneida  (S) 

Arthur  F.  Gaffney 
John  F.  Kelley 
David  H.  MacFarland 

Onondaga  (4) 

Leo  E.  Gibson 
Dwight  V.  Needham 
W.  Walter  Street 
Frederick  S.  Wetherell 

Ontario  (2) 

Homer  J.  Knickerbocker 
Philip  M.  Standish 

Orange  (3) 

M.  Renfrew  Bradner 
Theodore  R.  Proper 
Thomas  D.  McMenamin 

Orleans  ( 1 ) 

John  S.  Roach 
Oswego  (J) 

Olin  J.  Mowry 
Otsego  (/) 

James  Greenough 
Putnam  (/) 

Henry  W.  Miller 
Queens  (12) 

David  Raskind 
Sol  Axelrad 
Henry  I.  Fineberg 
William  Benenson 
Frank  J.  Cerniglia 
Meyeron  Coe 
Thomas  M.  D’Angelo 
Arthur  A.  Fischl 


Benjamin  F.  Glasser 
Ferdinand  H.  Herrinan 
George  Lawrence,  Jr. 
Ezra  A.  Wolff 

Rensselaer  ( 2 ) 

Stephen  H.  Curtis 
Richard  P.  Doody 
Richmond  ( 3 ) 

John  J.  Goller 
Walter  T.  Heldmann 
Stanley  C.  Pettit 

Rockland  ( 2 ) 

Stephen  R.  Monteith 
St.  Lawrence  ( 1 ) 
Thomas  M.  Watkins 
Saratoga  (1) 

Joseph  L.  Kiley 
Schenectady  (2) 

Joseph  H.  Cornell 
Charles  F.  Rourke 

Schoharie  (I) 

David  W.  Beard 
Schuyler  (J) 

Milton  J.  Daus 
Seneca  ( 1 ) 

Stanley  B.  Folts 
Steuben  ( 1 ) 

William  J.  Tracy 
Suffolk  ( 3 ) 

David  Corcoran 
Cyril  Drysdale 
John  L.  Sengstack 

Sullivan  (J) 

Harry  Golembe 
Tioga  (/) 

Harry  S.  Fish 
Tompkins  ( 1 ) 

Norman  S.  Moore 
Ulster  ( 2 ) 

Eugene  F.  Galvin 
Edward  P.  Shea 

Warren  (1) 

Morris  Maslon 
Washington  ( 1 ) 

Walter  S.  Bennett 
Wayne  (I) 

Ralph  Sheldon 
Westchester  ( 6 ) 

Andrew  A.  Eggston 
Edwin  L.  Harmon 
Reginald  A.  Higgons 
Reid  R.  Heffner 
Henry  E.  McGarvey 
C.  James  F.  Parsons 

Wyoming  (J) 

G.  Stanley  Baker 
Yates  (J) 

E.  Carlton  Foster 


ELECTION  OF  OFFICERS,  TRUSTEES,  AND 
COUNCILORS 

The  following  officers  were  elected  for  one  year: 
President-Elect,  Carlton  E.  Wertz,  Buffalo 
Second  Vice-President,  James  E.  McAskill,  Water- 
town 

Secretary,  W.  P.  Anderton,  New  York 
Assistant  Secretary,  Andrew  A.  Eggston,  Mount 
Vernon 

Treasurer,  James  R.  Reuling,  Bayside 
Assistant  Treasurer,  Fenwick  Beekman,  New  York 
Speaker,  Albert  F.  R.  Andresen,  Brooklyn 
Vice-Speaker,  Frederic  W.  Holcomb,  Kingston 


Trustee  for  Five  Years,  William  H.  Ross,  Brent- 
wood 

Trustee  for  Four  Years,  Dan  Mellen,  Rome 
Councilors  for  Three  Years,  Theodore  J.  Curphey, 
Garden  City;  Harold  F.  R.  Brown,  Buffalo;  Elton 
R.  Dickson,  Binghamton 

Councilors  for  Two  Years,  George  C.  Adie,  New 
Rochelle ; Leo  E.  Gibson,  Syracuse 
Councilor  for  One  Year,  Renato  J.  Azzari,  Bronx 

ELECTION  OF  A.M.A.  DELEGATES 
The  following  were  elected  1950-1951  delegates: 
John  J.  Masterson,  Kings;  Leo  F.  Simpson,  Mon- 
roe; Thomas  A.  McGoldrick,  Kings;  George  W. 
Kosmak,  New  York;  J.  Stanley  Kenney,  New 
York;  Peter  J.  Di  Natale,  Genesee;  Andrew  A. 
Eggston,  Westchester;  Stephen  R.  Monteith,  Rock- 
land; Renato  J.  Azzari,  Bronx;  Peter  Murray, 
New  York;  Joseph  P.  Henry,  Monroe. 

The  following  were  elected  1950-1951  alternate 
delegates:  Maurice  J.  Dattelbaum,  Kings;  Scott 
Lord  Smith,  Dutchess;  Samuel  B.  Burk,  New 
York;  Thomas  M.  D’Angelo,  Queens;  Joseph  A. 
Geis,  Essex;  Ezra  A.  Wolff,  Queens;  Denver  M. 
Vickers,  Washington;  John  L.  Edwards,  Columbia; 
Gervais  W.  McAuliffe,  New  York;  Madge  C.  L. 
McGuinness,  New  York;  Thomas  M.  Watkins, 
St.  Lawrence. 

Section  180 

Election  to  Retired  Membership 

Speaker  Andresen:  We  have  another  matter 
to  take  up  and  that  is  the  election  to  retired  mem- 
bership. The  names  of  those  have  been  published 
in  the  announcement,  have  they? 

Secretary  Anderton:  There  are  a few  addi- 

tions: 

Henry  D.  Abbott,  Buffalo 
Herman  D.  Andrews,  East  Aurora 
Clement  Dorra,  New  York  City 
Edward  S.  Godfrey,  Jr.,  Albany 
Charles  H.  Keene,  Kenmore 
Charles  A.  Lawler,  Salamanca 
Ira  W.  Livermore,  Gowanda 
Clayton  H.  Snover,  Randolph 
James  A.  Taggert,  Salamanca 

In  order  that  one  gentleman  may  become  eligible 
for  retired  membership  it  gives  me  pleasure  to  move 
that  there  be  the  remission  of  the  War  Memorial 
assessment  of  Dr.  Clement  Dorra,  due  to  illness. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried 

Dr.  B.  Wallace  Hamilton:  Now  I move  that 
all  these  men,  including  those  printed  and  the  addi- 
tions, be  elected  to  retired  membership. 

....  The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried,  the  complete  list  being  as  follows: 

Henry  D.  Abbott,  Buffalo 

David  E.  Alexander,  New  York  City 

Charles  E.  Alliaume,  Utica 

Morris  Robert  Altman,  New  York  City 

Herman  D.  Andrews,  East  Aurora 

Carmelo  Atonna,  New  York  City 

Benjamin  A.  Barney,  Hornell 

Robert  L.  Bartlett,  Rome 

Henry  C.  Becker,  Rockland,  Maine 

Marcus  I.  Blank,  New  York  City 

Dominic  G.  Bodkin,  Brooklyn 

Julius  B.  Boehm,  Brooklyn 

Frank  W.  Bradner,  Brooklyn 

William  Paul  Brown,  Albany 

Domenico  Candela,  Brooklyn 

Alfred  E.  Cohn,  New  York  City 

Thomas  E.  Cooney,  Lime  Rock,  Connecticut 

Frederick  Coonley,  Staten  Island 

James  E.  Crossman,  Canisteo 

Clarence  D.  Daniels,  Meridian 
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George  W.  Davis,  Oneida 

Clement  Dorra,  New  York  City 

Frederick  W.  Filsinger,  Buffalo 

George  G.  Fisher,  Newhall,  California 

Carl  C.  Franken,  New  York  City 

David  I.  Frey,  Bronx 

Julia  R.  Gibson,  Flushing 

Edward  E.  Gillick,  Youngstown 

Alexander  Gilligan,  Brooklyn 

Edward  S.  Godfrey,  Jr.,  Albany 

Joseph  E.  Golding,  Setauket 

Malcolm  Goodridge,  New  York  City 

Charles  T.  Graham-Rogers,  Ridgefield,  Connecticut 

John  Gromann,  Utica 

Abraham  Grossman,  Bronx 

Edward  E.  Haley,  Buffalo 

Robert  Hurtin  Halsey,  New  York  City 

Addison  T.  Halstead,  Rushville 

Samuel  W.  Hamilton,  Cedar  Grove,  New  Jersey 

William  P.  Healy,  New  York  City 

Lewis  W.  Heizer,  Watertown 

Clifford  W.  Hendrickson,  New  Rochelle 

Philip  F.  Hoffman,  White  Plains 

Charles  H.  Holmes,  Cambridge 

Edward  F.  Horr,  Barneveld 

Leo  Jacobi,  New  York  City 

Cyrus  P.  Jennings,  Macedon 

Willard  B.  Jolls,  Orchard  Park 

Henry  M.  Kalvin,  Brooklyn 

Charles  H.  Keene,  Kenmore 

Reynold  Kutner,  New  York  City 

Charles  A.  Lawler,  Salamanca 

Max  Lederer,  Brooklyn 

Heinrich  Lehndorff,  New  Rochelle 

Adolphe  Letellier,  Seneca  Falls 

Richard  Lewisohn,  New  York  City 

Elis  I.  Lindgren,  New  York  City 

Ira  W.  Livermore,  Gowanda 

Jerome  M.  Lynch,  Pasadena,  California 

William  John  Maby,  M echanicville 

James  F.  Maltman,  Canandaigua 

Charles  E.  Manning,  Brooklyn 

Andrew  J.  McGowan,  New  Brighton 

Russell  J.  McGraw,  Coral  Gables,  Florida 

John  P.  McQuillin,  Westhampton  Beach 

Willis  E.  Merriman,  Utica 

Henry  E.  B.  Meyer,  Garden  City 

Ward  A.  Minor,  Utica 

Joseph  F.  Morris,  Brooklyn 

L.  Howard  Moss,  Richmond  Hill 

Harrison  F.  Murray,  Sr.,  Port  Jervis 

Tom  A.  Northcott,  New  York  City 

Philip  Oginz,  Brooklyn 

F.  Burton  Otis,  Brooklyn 

Ethelbert  G.  Padgham,  Geneva 

Pietro  Pellegrini,  New  York  City 

Herbert  S.  Pierson,  New  York  City 

Samuel  D.  Piquet,  Matlituck 

Benjamin  Posinka,  Bronx 

William  V.  Quinn,  Utica 

William  Rachlin,  Great  Neck 

Anna  M.  Ralston,  Brooklyn 

Reuben  A.  Reeves,  Canandaigua 

Samuel  C.  Reisman,  New  York  City 

E.  Roberts  Richie,  Brewster 

Augusta  Rucker,  New  York  City 

Emerson  W.  Rude,  Utica 

William  C.  Sandy,  Ithaca 

Abraham  S.  Schwartz,  Brooklyn 

Hugh  H.  Shaw,  Utica 

Milton  J.  Shelley,  Middletown 

Samuel  S.  Siker,  Miami  Beach,  Florida 

S.  Melville  Skinner,  Setauket 

Clayton  H.  Snover,  Randolph 

John  A.  Spengler,  Geneva 

Emanuel  Stern,  New  York  City 

Alexander  R.  Stevens,  Alstead  Center,  New  Hampshire 

Harry  H.  Stevens,  Yonkers 

Barnet  P.  Stivelman,  New  York  City 

Alexander  A.  Stone,  Brooklyn 

Louis  Stork,  Poughquag 

Conrad  O.  Stumpf,  Forest  Hills 

Paul  G.  Taddiken,  Ogdensburg 

James  A.  Taggert,  Salamanca 

Herman  W.  Taylor,  Kingston 

John  H.  Telfair,  Yonkers 

Charles  Frederick  Tenney,  New  York  City 

George  W.  Tong,  Santa  Barbara,  California 

Edward  C.  Thompson,  Newburgh 

Alvah  H.  Traver,  Albany 

Zina  Gifford  Truesdell,  Warsaw 

Philip  Van  Ingen,  New  York  City 

Harry  P.  Van  Wagenen,  Kingston 

Camilio  Verta,  Schenectady 

William  J.  Vogeler,  Yonkers 

Max  L.  Wager,  Bronx 

Jacob  Mark  Wallfield,  Brooklyn 

Thomas  J.  Walsh,  Buffalo 


Wilbur  Ward,  Pasadena,  California 

Frederick  Washnitzer,  Brooklyn 

Edward  M.  Welles,  Troy 

James  H.  Whaley,  Rome 

Frank  J.  Williams,  Albany 

Willets  Wilson,  Ithaca 

George  D.  Winchell,  Rose 

Abraham  L.  Wincor,  Bronx 

Charles  A.  Wisch,  North  Tonawanda 

Abraham  Leo  Wolbarst,  New  York  City 

Francis  Carter  Wood,  Englewood,  New  Jersey 

Max  A.  Zipser,  New  York  City 

Speaker  Andresen:  I will  declare  a recess  for 
ten  minutes  until  we  get  further  reports. 

Recess 

Section  181  {See  72,  106,  198) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  EX:  Basic  Science  Law 

Speaker  Andresen:  The  first  thing  we  have  to 
consider  this  morning  is  the  deferred  discussion  on 
the  Report  of  the  Council,  Part  IX,  Dr.  Rawls. 

Dr.  Charles  Gullo,  Livingston:  May  I ask  a 
question? 

Speaker  Andresen  : Yes. 

Dr.  Gullo:  Is  this  the  report  on  my  resolution? 
Speaker  Andresen  : Yes. 

Dr.  Gullo:  I ask  that  this  House  defer  action  on 
this  report  until  such  time  as  the  tellers  are  back 
here  so  they  can  vote  when  it  is  time  to  vote  and 
hear  the  arguments  against  it.  I have  information 
of  vital  importance  to  this  House  that  I want  every- 
one to  hear. 

Dr.  Frederick  S.  Wetherell,  Onondaga:  I 
second  that  motion. 

. . . .There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen  : It  is  deferred  until  the  tellers 
announce  their  vote  and  return  to  the  House.  All 
of  you  who  are  interested  in  this  matter,  will  you 
kindly  come  to  the  fore  and  give  your  reasons  to  the 
Committeee?  In  that  way  we  will  save  an  awful 
lot  of  time  on  the  floor.  I am  referring  now  to  the 
matter  of  the  $25  assessment,  which  is  now  being  con- 
sidered by  that  reference  committee. 

Are  there  any  other  reference  committees  ready 
to  report? 

Section  182  { See  174) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Part  VII:  Voluntary  Medical  Care  Insurance: 
Participation 

Dr.  Guy  S.  Philbrick,  Niagara:  Mr.  Speaker, 
this  resolution  was  introduced  late  last  night  by  Dr. 
Charles  Gullo,  of  Livingston. 

{Resolution  given  in  full — Section  174) 

Your  Reference  Committee  wishes  to  approve  this 
resolution,  and  I so  move. 

. . . .The  motion  was  seconded.  . . . 

Speaker  Andresen:  The  Reference  Committee 
has  moved  the  approval  of  the  resolution.  Is  there 
any  discussion? 

Dr.  Gullo:  This  resolution  contemplates  far 
more  than  appears  on  the  surface.  It  was  intro- 
duced after  consultation  with  Dr.  Wertz  and  Mr. 
Farrell,  and  it  is  going  to  mean  a lot  of  work  for 
every  one  of  you,  those  that  will  be  asked — and  of 
course  you  all  belong  to  a plan  and  probably  will  all 
be  asked.  It  contemplates  an  active  campaign  in 
the  State  of  New  York  to  give  an  example  to  the  rest 
of  the  states  and  to  the  rest  of  the  nation  as  to  what 
can  be  done  with  effort  in  the  next  five  months  to 
bring  prepaid  insurance  to  our  people. 
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Mr.  Farrell  has  done  an  excellent  job,  but  the 
county  societies  have  not.  They  have  merely  done  a 
fair  job.  If  you  are  going  to  prevent  socialized 
medicine,  you  have  got  to  wake  up  and  do  some- 
thing about  it.  You  have  to  have  a fait  accompli  so 
that  Washington  will  know  that  our  people  are 
covered  for  the  emergency,  and  that  at  least  part  of 
their  medical  care  is  paid  for  and  practically  all  of 
their  hospital  bill  is  paid  for.  This  contemplates  an 
active  selling  campaign  with  the  participation  and 
enrolment,  which  does  not  exist  today,  of  every 
single  doctor  in  the  State  of  New  York. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Are  there  any  other  refer- 
ence committees  ready  to  report? 

. . . .There  was  no  reply. . . . 

Speaker  Andresen:  Dr.  Rawls,  you  have  a mo- 
tion to  make? 

Section  183 

Vote  of  Thanks  to  Chairman  of  Scientific  Exhibits 
and  His  Committee 

Dr.  William  B.  Rawls,  New  York:  I would  like 
to  move  this  House  extend  a vote  of  thanks  to  the 
chairman  on  Scientific  Exhibits,  Dr.  J.  G.  Fred 
Hiss,  of  Syracuse,  as  well  as  to  his  committee  and  all 
of  the  exhibitors  for  their  valuable  contributions  to 
the  scientific  interests  of  the  State  Society  meeting. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
that  motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  That  motion  is  carried,  and 
that  message  will  be  taken  to  Dr.  Hiss. 

Section  184  ( See  54,  141) 

Request  to  Reconsider  Action  Already  Taken  re 
Voluntary  Service  in  Medical  Corps 

Dr.  Morris  Weintrob,  Kings:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I would  like  to 
move  a reconsideration  of  the  motion  that  was  intro- 
duced by  Dr.  I.  J.  Sands  of  Kings  yesterday  and  was 
defeated.  The  motion  is  this,  that  it  is  the  consen- 
sus of  opinion  of  the  House  of  Delegates  that  resi- 
dencies in  the  various  specialties  of  medicine  and 
assistantships  on  the  different  visiting  staffs  of  the 
hospitals  be  given  only  to  those  doctors  who  have 
given  active  service  in  the  Medical  Corps  of  the 
armed  forces  of  our  country. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  it  was  lost.  . . . 

Speaker  Andresen:  The  “Nays”  have  it,  and  it 
cannot  be  reconsidered. 

Section  185  (See  132) 

Reconsideration  of  Resolution  Referred  to  Council  on 
End  Results  of  Industrial  and  Traumatic  Surgery 

Dr.  J.  Stanley  Kenney,  Councilor:  Mr.  Speaker 
and  gentlemen,  there  was  a resolution  introduced  by 
Dr.  Norman  Moore  yesterday,  which  I would  like  to 
ask  the  House  for  permission  to  reconsider.  It  will 
only  take  a minute.  It  is  noncontroversial.  It  will 
not  take  up  the  disbursement  of  any  funds.  This 
resolution  was  referred  to  the  Council,  but  it  is  felt 
that  it  is  of  sufficient  general  importance  to  the 
medical  profession  that  this  House  approve  it  now. 
I so  request,  that  this  be  reconsidered. 

Chorus:  What  is  it? 

Dr.  James  F.  Rooney,  Trustee:  Point  of  order, 
the  motion  is  a motion  to  reconsider,  and  before  the 
materiality  of  the  matter  that  Dr.  Kenney  has 


spoken  about  can  even  be  taken  up  the  motion  to  re- 
consider must  be  passed.  The  two  things  cannot  be 
embodied  in  the  one  motion. 

Speaker  Andresen:  The  motion  to  reconsider  is 
before  us.  Does  anybody  second  it? 

Chorus:  Reconsider  what? 

Dr.  Clarence  G.  Bandler,  New  York:  It  is 
hard  to  know  whether  we  want  to  reconsider  it  when 
we  don’t  understand  what  it  is. 

Dr.  Kenney:  Dr.  Rooney  just  stated  I could  not 
tell  what  it  is. 

Dr.  Rooney:  I did  not  say  that.  Dr.  Kenney 
was  already  starting  to  say  what  different  action  he 
requested  when  he  was  moving  to  reconsider  a cer- 
tain proposal  that  was  passed  by  the  House.  I am 
not  trying  to  strangle  debate.  Heaven  knows  I am 
trying  to  expedite  this  thing  in  a parliamentary  way, 
and  avoid  doing  the  stuff  that  this  House  has  done 
year  after  year  the  last  day  of  the  session  when  these 
things  have  been  taken  up  in  a hurry,  and  mistake 
after  mistake  has  been  made  in  the  effort  to  get  away. 
The  motion  that  you  desire  to  reconsider  can  be 
stated,  but  not  what  other  action  you  want  taken  on 
it,  until  after  the  House  has  voted  to  reconsider  it. 
The  men  are  tired,  and  they  will  vote  aye  to  almost 
anything  to  get  out  of  here. 

Dr.  Kenney:  May  I state  what  this  resolution  is, 
Mr.  Speaker? 

Speaker  Andresen:  We  don’t  know  what  we  will 
reconsider  unless  we  know  what  the  motion  is. 

Dr.  Rooney:  State  what  it  is,  not  what  alterna- 
tive action  you  want  taken  on  it. 

Dr.  Kenney:  The  resolution  is  that  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  requests  the  chairman  of  the  New  York  State 
Workmen’s  Compensation  Board  to  attempt  to  ob- 
tain the  necessary  funds  needed  for  study  and  tabu- 
lation of  such  medical  records — and  these  medical 
records  are  valuable  records  that  have  been  accumu- 
lated over  the  years — the  end  results  of  industrial 
accidents  so  that  these  end  results  may  be  published 
and  made  available  to  the  medical  profession. 

I should  like  to  ask  the  privilege  of  the  floor  of  the 
House  for  one  minute  for  Dr.  Willis  Weeden,  medical 
director  of  the  Workmen’s  Compensation  Board,  to 
tell  us  in  sixty  seconds  why  he  would  like  us  to  ap- 
prove this  today. 

Speaker  Andresen:  Does  anybody  second  the 
motion  to  reconsider? 

Dr.  Rooney:  Point  of  order:  this  is  a motion  to 
reconsider  this  resolution.  If  and  when  it  is  recon- 
sidered then  you  can  extend  the  floor  of  the  House 
for  discussion. 

Speaker  Andresen:  I am  asking  for  a second  to 
the  motion  to  reconsider. 

Dr.  William  B.  Rawls,  New  York:  I will  second 
it. 

. . . .The  motion  was  put  to  a vote,  and  was 
carried. . . . 

Speaker  Andresen:  The  motion  can  be  recon- 
sidered. It  is  now  before  the  House  for  discussion. 

Dr.  Kenney:  I would  like  to  ask  the  privilege  of 
the  floor  for  about  sixty  seconds  for  Dr.  Willis 
Weeden  to  explain  in  a few  words  why  we  want  this 
approved. 

Speaker  Andresen:  I think  we  had  better  not 
qualify  it  as  to  seconds. 

Dr.  Joseph  A.  Geis,  Essex:  I move  we  extend  the 
floor  to  Dr.  Weeden. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Dr.  Willis  Weeden:  The  object  of  passing  this 
resolution  is  merely  to  strengthen  the  hands  of  the 


112 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


chairman  of  the  Workmen’s  Compensation  Board 
when  she  goes  to  the  Budget  Committee  of  the  State 
or  to  private  individuals,  such  as  insurance  com- 
panies, to  try  and  get  them  to  donate  funds  with 
which  we  can  get  out  this  vast  accumulation  of  ma- 
terial which,  when  published,  will,  I am  sure,  be  of 
great  interest  to  all  of  the  medical  profession. 

Dr.  Kenney:  The  resolved  in  the  resolution  is: 
“Therefore  Be  It  Resolved  that  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  requests  the  chairman  of  the  New  York 
State  Workmen’s  Compensation  Board  to  attempt 
to  obtain  the  necessary  funds  needed  for  study  and 
tabulation  of  such  medical  records  so  that  these 
end  results  may  be  published  and  made  available 
to  the  medical  profession.” 

I so  move. 

Dr.  Rooney:  I second  the  motion. 

. . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Section  186 

Vote  of  Thanks  to  Mr.  Dwight  Anderson  and  his 
Staff;  also  Exhibitors 

Dr.  Louis  H.  Bauer,  Past  President:  I would 
like  to  move  that  we  extend  thanks  and  commenda- 
tion to  Mr.  Dwight  Anderson  and  his  staff  and  to  the 
exhibitors  who  are  here  in  this  meeting,  not  only  for 
the  exhibits  which  have  been  prepared  but  for  the 
great  aid  they  have  given  in  making  this  meeting  a 
success.  I so  move. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried. . . . 

Section  187 

Vote  of  Thanks  to  Chairman  and  Members  of 
Scientific  Program  Committee 

Dr.  Frederic  W.  Holcomb,  Councilor:  Mr. 

Speaker  and  members  of  the  House,  I would  like  to 
move  that  the  chairman  of  our  Scientific  Program 
Committee,  Dr.  Alfred  Ingegno,  of  Brooklyn,  and 
members  of  his  committee  be  thanked  for  the  excel- 
lent scientific  program  they  have  arranged  for  this 
meeting. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Section  188 

Vote  of  Thanks  to  the  Chairman  and  Members  of 
Arrangements  Committee 

Dr.  Floyd  S.  Winslow,  Councilor:  I move  a vote 
of  thanks  and  appreciation  on  behalf  of  the  House  to 
Dr.  Harold  F.  R.  Brown,  chairman  of  the  Arrange- 
ments Committee  of  this  meeting  and  the  other  mem- 
bers of  his  committee.  Considering  the  difficulty  of 
carrying  on  this  very  comprehensive  program,  he 
should  have  a lot  of  credit  and  our  appreciation  for  the 
work  that  he  and  his  committee  have  done  in  enter- 
taining the  House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  the  other  depart- 
ments of  the  Society  at  our  annual  meeting.  I, 
therefore,  move  we  extend  such  vote  of  thanks  and 
appreciation. 

. . . .The  motion  was  seconded.  . . . 

Speaker  Andresen  : Dr.  Brown  is  in  the  back  of 
the  room.  I will  call  for  that  vote  by  acclamation. 

. . . .The  delegates  arose  and  applauded.  . . . 
Speaker  Andresen:  Dr.  Brown,  you  very  mod- 
estly kept  in  the  background.  We  thank  you. 


Section  189 

Vote  of  Thanks  to  Management  of  the  Hotel 

Dr.  A.  W.  Martin  Marino,  Section  Delegate: 
Mr.  Speaker  and  members  of  the  House,  as  our 
Speaker  said  this  morning  this  has  been  one  of  the 
most  successful  meetings  that  our  Society  has  held. 
Without  the  eager  cooperation  of  the  management 
of  this  Hotel  I don’t  think  that  our  Arrangements 
Committee  would  have  been  as  successful  as  it  has 
been.  I,  therefore,  move  that  the  management  of 
the  Hotel  Statler  in  Buffalo  be  commended  for  its 
eager  cooperation  in  making  the  arrangements  for 
this  meeting  and  for  the  fine  manner  in  which  those 
arrangements  were  carried  out. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 


Speaker  Andresen:  Has  the  chairman  of  the 
Committee  on  Prize  Essays  anything  to  report? 

Secretary  Anderton:  Yes,  I have  his  report, 

Mr.  Speaker,  under  date  of  April  20,  1949: 

“To  the  House  of  Delegates,  Gentlemen: 

“Seven  papers  were  submitted  for  the  Merritt 
H.  Cash  Prize.  After  careful  consideration  the 
Committee  decided  that  none  was  worthy  of  the 
prize  award.  All  showed  evidence  of  thought  and 
hard  work  and  we  were  grateful  to  the  authors  for 
their  interest  and  assiduity. 

“One  paper,  ‘Perimetry  in  Retinitis  Pigmen- 
tosa,’ submitted  for  the  Lucien  Howe  Prize,  we 
recommend  for  honorable  mention. 

“We  send  our  thanks  and  appreciation  to  the 
disappointed  authors  and  hope  they  may  try 
again. 

“Respectfully  submitted, 

Armitage  Whitman,  M.D.,  Chairman 
Roger  F.  Lapham,  M.D. 

A.  H.  Aaron,  M.D. 

a 

For  the  essay,  “Perimetry  in  Retinitis  Pigmentosa: 

A Review  of  234  Cases,”  offered  in  competition  for 
the  Lucien  Howe  Prize,  the  authors  use  this  sentence 
to  designate  themselves,  “Somewhere  beneath  the 
stars  is  something  that  you  alone  can  do;  never  rest 
until  you  find  it.”  The  authors  are  Dan  M.  Gordon, 

M.D.,  and  Namlyn  R.  Kong,  B.A.,  of  the  New  York 
Hospital-Cornell  University  Medical  College.  I 
move  that  the  report  of  the  Committee  be  accepted 
and  approved  with  thanks. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 


Speaker  Andresen:  I want  you  to  meet  our  new 
President-Elect,  Dr.  Wertz. 

. . . .The  delegates  arose  and  applauded.  . . . 

Speaker  Andresen:  Will  Dr.  Winslow  please 
escort  Dr.  Wertz  to  the  platform  to  say  a few  words 
to  us? 

. . . .Dr.  Floyd  S.  Winslow  escorted  Dr.  Carlton  E. 
Wertz  to  the  platform  amid  applause. . . . 

Dr.  Carlton  E.  Wertz:  Mr.  Speaker  and  fellow 
members  of  the  House  of  Delegates,  you  have  had  a 
long  tedious  session  here.  How  you  got  up  this 
morning  to  attend  this  meeting  I don’t,  know.  You 


Section  190 

Report  of  Committee  on  Prize  Essays 


Section  191 

Remarks  of  New  President-Elect 
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have  had  lots  of  talks  and  lots  of  speeches  so  I am  not 
going  to  bore  you  with  another. 

We  have  many  difficult  things  in  front  of  us  now, 
and  we  will  have  more  for  some  time  to  come.  I 
just  want  to  say  that  I want  to  thank  you  for  the 
honor  you  have  bestowed  upon  me.  I feel  very 
humble,  and  I pledge  to  do  all  in  my  power  to  help 
the  progress  of  medicine  in  the  State  of  New  York. 

Section  192 

Remarks  of  New  Vice-President 

Speaker  Andresen:  Will  Dr.  Dan  Mellen  escort 
Dr.  McAskill  to  the  platform. 

. . . .There  was  applause  as  Dr.  Dan  Mellen  es- 
corted Dr.  James  E.  McAskill  to  the  platform. . . . 

Dr.  James  E.  McAskill:  Mr.  Speaker  and  gentle- 
men of  the  House  of  Delegates,  I wish  to  express  my 
sincere  appreciation  for  the  honor  you  have  con- 
ferred upon  me.  I hope  I may  be  worthy  of  your 
confidence. 

This  promises  to  be  a very  strenuous  year  for  the 
top  officials  of  our  Society.  It  shall  be  my  daily 
prayer  that  nothing  shall  happen  to  incapacitate  our 
president  or  president-elect. 

I hope  the  Society  will  have  a very  successful 
year.  I think  we  might  well  keep  in  mind  a remark 
made  by  our  Speaker  Monday  morning,  that  our 
actions  will  be  watched  with  interest  by  the  public. 

Thank  you! 

Speaker  Andresen:  Thank  you,  Dr.  McAskill! 

Section  193  ( See  72,  106,  181) 

Continuation  of  Report  of  Reference  Committee  on 
Report  of  Council,  Part  IX:  Basic  Science  Law 

Speaker  Andresen  : Earlier  this  morning  action 
was  deferred  on  Dr.  Gullo’s  resolution  which  is 
under  consideration  by  the  Reference  Committee  on 
Report  of  Council,  Part  IX.  Dr.  Rawls,  will  you 
resume  the  discussion  of  this  subject. 

Dr.  William  B.  Rawls,  New  York:  This  reso- 
lution was  read  yesterday  I believe,  and  there  was  a 
short  discussion  of  it,  then  adjournment  was  taken, 
and  it  was  to  go  on  again  this  morning. 

I have  a short  statement,  with  the  permission  of 
the  Speaker,  that  I would  like  to  read  because  since 
the  meeting  yesterday  there  has  been  a meeting  of 
this  Reference  Committee.  I have  discussed  this  at 
great  length.  I think  the  Committee  now  has  spent 
six  or  eight  hours  on  this  particular  resolution. 

Yesterday  your  Committee  recommended  that  this 
resolution — and  perhaps  I should  read  this  resolution 
again,  maybe  you  have  forgotten  it. 

Dr.  Charles  Gullo,  Livingston:  A point  of  order. 

Speaker  Andresen  : What  is  your  point  of  order? 

Dr.  Gullo:  I have  been  a member  of  this  Society 
for  a long  time.  I have  come  here  for  eleven  years, 
and  I don’t  like  to  stop  this.  This  is  a democracy, 
and  a democracy  demands  debate,  so  everybody  can 
be  heard.  I don’t  like  to  stop  debate  on  anything, 
but  also  there  is  a parliamentary  procedure  that  is  to 
be  followed  in  a democracy. 

Yesterday  out  of  courtesy  to  Dr.  Rawls  and  to  the 
opponents  of  our  resolution,  you  did  not  hear  me  get 
up  and  say,  “I  will  not  have  Dr.  Lochner  speak.” 
I welcomed  his  coming  here,  and  we  will  see  who  has 
the  correct  information.  However,  there  is  a parlia- 
mentary procedure  to  be  followed.  Debate  was 
was  started  yesterday,  and  Dr.  Knickerbocker  spoke 
in  its  favor.  Dr.  Bernstein  spoke  against  it.  Dr. 
Moore  asked  for  an  adjournment,  and  that  was 
O.K.  with  me,  but  now  we  were  supposed  to  come 
back  and  vote  because  yesterday  Dr.  Lochner  had  to 
go  somewhere  and  could  not  be  back,  and  we  wanted 


to  hear  him.  But  if  it  had  not  been  that  that  chain 
of  events  developed,  the  discussion  would  have  con- 
tinued, the  Reference  Committee  would  not  have 
had  time  to  be  interviewed  again  by  the  opponents. 
Two  hours  were  spent  in  the  Reference  Committee 
originally,  at  which  Dr.  Lochner,  Dr.  Hannon,  Dr. 
Rooney,  and  other  gentlemen  came  in  and  spoke 
against  it.  Two  hours  more  other  than  those  were 
spent  without  anyone  being  there  outside  of  the 
Committee,  after  which  the  Committee  came  in  with 
an  approval.  Therefore,  we  should  consider  that 
report  out  of  courtesy  to  me.  I represent  Livingston 
County.  We  are  not  used  to  that  kind  of  handling. 
As  we  were  courteous  enough  to  advance  no  opposi- 
tion to  hearing  Dr.  Lochner,  we  should  now  at  least 
consider  the  report  and  the  recommendation  that 
was  on  the  floor  at  that  time.  If  now  the  members 
of  the  Reference  Committee  want  to  talk  against  it, 
that  is  their  privilege  as  Americans. 

Dr.  Rawls:  May  I say  a word,  gentlemen?  Dr. 
Gullo  has  spoken,  but  let  me  assure  you  there  has 
been  nothing  changed  or  nothing  suggested  on  what 
I said  yesterday.  I only  asked  permission  to  read 
the  resolution. 

Speaker  Andresen:  I don’t  see  that  that  applies 
to  the  rereading  of  the  resolution.  I don’t  think 
your  point  of  order  is  well  taken  on  that. 

Dr.  Rawls:  Resolution: 

“Whereas,  the  injunctive  procedure  for  the 
control  of  illegal  practice  failed  of  being  enacted 
at  the  last  session  of  the  Legislature;  and 

“Whereas,  illegal  practice  in  New  York  State 
constitutes  a serious  menace  to  public  health; 
therefore  be  it 

“Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  recom- 
mend that  through  proper  channels  it  have  intro- 
duced a bill  at  the  next  session  of  the  New  York 
State  Legislature  which  will  incorporate  the  prin- 
ciple of  the  basic  science  law,  namely,  that  anyone, 
without  any  exemptions  whatsoever,  who  holds 
himself  qualified  to  treat  the  sick  mast  take  an 
examination  in  those  sciences  which  are  basic  in  all 
schools  of  practice  of  the  healing  art.  This  ap- 
plies whether  the  law  provides  for  licensure  or  not, 
unless  he  is  expressly  exempted;  and  be  it  further 
“Resolved,  that  any  basic  science  law  granting 
any  exemptions  to  anyone  under  any  circum- 
stances be  actively  opposed  by  this  Society.” 

As  I started  to  say  a moment  ago,  I would  like  the 
privilege — and  the  question  has  been  raised  as  to 
whether  it  is  constitutional  for  a committee  to  change 
its  opinion  after  discussion  has  once  been  begun  on 
the  floor.  I was  going  to  ask  that  of  the  Speaker 
before  Dr.  Gullo  raised  his  point  of  order. 

Speaker  Andresen  : In  view  of  the  fact  that  the 
discussion  was  deferred,  I see  no  reason  why  the 
Committee  as  well  as  any  of  our  delegates  could  not 
discuss  the  matter  further.  We  are  not  a jury  that  is 
locked  up.  I don’t  see  why  the  Committee  could 
not  meet  again  as  long  as  they  had  some  extra  time. 
Will  anybody  dispute  that  decision? 

Dr.  Moses  Krakow,  Bronx:  I would  suggest  that 
we  get  both  opinions,  the  one  that  was  arrived  at  be- 
fore and  the  one  that  was  arrived  at  after  the  discus- 
sion. 

Speaker  Andresen:  Is  there  any  objection  to  the 
ruling  which  I have  just  made? 

Dr.  Joseph  A.  Geis,  Essex:  The  matter  before 
the  House  is  the  report  of  the  Committee  as  re- 
ported yesterday,  and  I believe  that  is  the  matter 
that  should  be  debated.  The  report  of  the  Com- 
mittee as  of  yesterday,  that  is  the  matter  before  the 
House. 
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Speaker  Andresen:  I think  that  is  fair  abso- 
lutely. 

Dr.  Gullo:  I remove  my  objection  to  Dr.  Rawls’ 
making  his  further  statement.  The  Committee 
may  proceed  as  far  as  I am  concerned  to  make  what 
statement  they  so  wish.  I reserve  the  right  to  speak 
again. 

Speaker  Andresen:  I think  the  point  that  Dr. 
Geis  made  that  we  are  to  consider  the  report  the 
Committee  made  yesterday,  and  then  later  have  any 
further  discussion  that  may  have  taken  place  since 
then,  would  be  the  fair  way  to  look  at  it,  Dr.  Rawls. 

Dr.  Rawls:  I would  like  to  state  then  after  fur- 
ther consideration  with  this  Committee  over  a 
period  of  two  or  three  hours  without — 

Speaker  Andresen:  We  want  to  get  your  recom- 
mendation of  yesterday  first. 

Dr.  Rawls:  The  recommendation  yesterday  was 
to  approve  the  motions  I read. 

Speaker  Andresen:  Now  go  on  with  any  further 
discussion. 

Dr.  Rawls:  I would  like  the  privilege  then  to  give 
you  the  reasonings  of  this  Committee  as  it  has  taken 
place  not  only  since  yesterday  when  this  was  read 
but  before  that  time. 

Your  Reference  Committee  spent  about  six  hours, 
listened  to  various  discussions,  both  pro  and  con, 
later  discussing  this  at  great  length  themselves. 

The  Committee  had  great  difficulty  in  arriving  at 
a conclusion — this  is  preceding  this;  this  is  yester- 
day— and  considered  returning  this  resolution  to  the 
House  without  a recommendation  and  allowing  the 
House  to  decide  the  issue.  I at  no  time  tried  to  in- 
fluence my  Committee  as  I did  not  have  any  particu- 
lar convictions  either  way,  although  I had  voted 
against  this  resolution  several  times  before. 

In  discussing  this  resolution  certain  facts  seemed 
apparent  to  the  Committee: 

1.  If  a basic  science  law  is  passed,  a law  to  license 
chiropractors  and  perhaps  other  cults  will  inevitably 
follow. 

2.  That  we  were  opposed  to  a basic  science  law 
containing  a grandfather  clause,  but  it  did  not  seem 
possible  that  such  a law  could  be  passed  without  a 
grandfather  clause. 

3.  That  the  advocating  of  a basic  science  law 
which  will  lead  to  licensing  of  chiropractors  in  reality 
would  be  tantamount  to  a tacit  approval  of  their 
method  of  treatment. 

4.  That  we  thoroughly  disliked  to  be  put  in  the 
position  of  seeming  to  give  even  tacit  approval  to 
this. 

5.  That  we  had  to  f*rgct  our  conscience  on  this 
score  and  consider  it  on  the  basis  of  political  expedi- 
ency, namely,  whether  it  is  better  to  have  a basic 
science  law  even  with  a grandfather  clause  with  the 
hope  that  it  would  eventually  help  to  rid  this  State 
of  cults  and  quacks  and  in  the  end  be  better  for  the 
health  of  this  State,  or  whether  it  is  wiser  to  continue 
our  present  policy  of  opposing  the  chiropractic  bill 
each  year  even  though  there  may  be  a very  good 
chance  that  it  will  become  a law  within  a few  years. 

Now  since  yesterday,  speaking  as  an  individual 
without  a recommendation  from  the  Committee, 
this  Committee  has  met  and  discussed  this,  and  the 
Committee  has  been  unanimous  in  feeling  that  our 
recommendations  yesterday  were  not  sound,  and  we 
would  like  to  reverse  ourselves. 

Other  Committee  members  from  the  floor  can 
speak  for  themselves. 

Speaker  Andresen:  I think  the  best  way  to  do 
about  that  would  be  to  accept  that  as  a discussion 
rather  than  as  a change. 

Dr.  Rawls:  It  is  not  a resolution  nor  a change. 


I only  asked  for  permission  from  the  Speaker  to  state 
the  different  conclusion  the  Committee  had  arrived 
at  after  a further  discussion. 

Dr.  Gullo:  I probably  am  not  a parliamentarian, 
and  I am  certainly  not  a politician.  I am  just  a 
country  doctor,  but  it  would  seem  to  me  that  it  is 
presumptive  on  the  part  of  any  reference  committee 
to  reconsider  after  discussion  has  begun. 

Speaker  Andresen:  I ruled  before  that  a com- 
mittee does  not  differ  from  an  individual  in  that  we 
cannot  gag  them  and  tell  them  they  cannot  discuss 
between  the  interval  of  yesterday’s  and  today’s  dis- 
cussion, and  I am  not  accepting  this  as  a retraction 
of  yesterday’s  recommendation.  It  is  simply  being 
accepted  as  a discussion  of  the  subject  that  we  are 
now  considering. 

Dr.  Louis  H.  Bauer,  Past  President:  I believe 
the  matter  could  be  settled  satisfactorily  from  the 
parliamentary  standpoint  if  the  Committee  would 
ask  permission  to  withdraw  its  report  of  yesterday 
and  then  resubmit  whatever  they  wish  to  submit 
now. 

Speaker  Andresen:  Do  you  wish  to  do  that? 

Dr.  Rawls:  I am  quite  sure  that  my  Committee 
members  would  be  perfectly  willing  to  withdraw 
what  we  submitted  yesterday  if  that  is  the  way  to  do 
it.  I came  here  asking  for  advice  and  permission  as 
to  what  was  the  proper  way  to  proceed  in  this  mat- 
ter. 

I will  move  the  withdrawal  of  the  motion  we  pre- 
sented yesterday. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  carried. . . . 

Speaker  Andresen:  The  Committee’s  report  of 
yesterday  has  now  been  withdrawn,  and  they  will 
now  offer  us  a substitute  recommendation.  Is  that 
what  you  have  just  read? 

Dr.  Rawls:  What  I would  do  then  is  move  dis- 
approval of  the  motion  to  take  the  place  of  our  mov- 
ing of  approval  yesterday, 

. . . .The  motion  was  seconded. . . . 

Speaker  Andresen:  Do  you  wish  any  discus- 
sion on  disapproving  the  original  motion? 

Dr.  Benjamin  F.  Glasser,  Queens:  I cannot  see 
why  the  original  report  has  to  come  under  considera- 
tion at  all. 

Speaker  Andresen:  It  is  just  the  recommenda- 
tion that  it  be  approved,  which  has  now  been  changed 
to  disapproval. 

Dr.  Glasser:  The  original  resolution  or  report  of 
this  Committee  has  been  withdrawn.  I think  the 
chairman  of  that  Committee  should  now  give  us  his 
new  resolution  or  new  report. 

Speaker  Andresen:  He  just  gave  that. 

Dr.  Glasser:  What  was  it? 

Dr.  Rawls:  Disapproval  of  the  resolution. 

Speaker  Andresen:  Is  there  any  discussion  on 
the  recommendation  that  they  disapprove  of  the 
original  resolution? 

Dr.  Gullo:  I was  waiting  for  those  who  wanted 
to  talk  against  it  to  talk  first.  They  don’t  want  to  do 
so  evidently;  therefore,  I will  talk  first.  That  just 
should  not  be  on  my  time. 

Speaker  Andresen:  It  won’t  be. 

Dr.  Gullo:  I did  not  say  any  more,  gentlemen, 
out  of  respect  to  this  body.  I am  a gentleman  ii 
someone  else  may  not  think  so,  but  I want  to  avoid 
any  acrimonious  debate  in  this  House.  I will  now 
proceed  with  the  discussion  of  this  subject. 

I was  a member  of  the  Cult  Committee  that  served 
you  last  year,  with  Dr.  Dattelbaum,  Dr.  Simpson, 
Dr.  Higgons,  and  our  beloved  Dr.  Mitchell.  I was 
delegated  by  this  committee  to  collect  the  material. 
I worked  two  months  at  if.  That  was  my  vacation. 
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We  got  this  material  together,  and  we  went  over  it. 
The  eventual  result  was  to  recommend  an  injunction 
though  the  basic  science  law  had  merit.  We  thought 
we  would  put  it  off.  You  know  what  happened  to 
the  injunction  bill. 

The  injunction  procedure  is  no  different  in  effect 
from  a few  bees  on  a rhinoceros’  back.  Dr.  Wood- 
ward, legal  adviser  or  legal  counsel  of  the  American 
Medical  Association,  and  our  deceased  Attorney 
General  Ullman — their  reports  that  this  committee 
collected  show  that  the  injunction  procedure  is  no 
good. 

We  found  out  as  a committee  that  there  are  two 
methods  tried  out  for  the  control  of  cults — and  not 
just  control  but  eliminate  is  what  we  want  to  do,  and 
that  is  what  you  want  to  do.  We  don’t  compromise 
with  a murderer.  We  have  had  cases  in  Livingston 
County;  we  had  one  about  ten  years  ago,  a man 
with  a blood  dyscrasia,  who  had  a headache,  and  two 
hours  later  that  man  was  dead  after  a chiropractor 
touched  him.  Let  the  editors  put  that  in  their 
newspapers  and  see  what  will  happen  in  Albany. 
It  happened  in  New  York  too,  and  it  is  mentioned  in 
a periodical  the  State  Society  put  out.  The  death  of 
one  man,  however,  is  enough  to  take  action  on  their 
part  to  eliminate  these  people. 

The  first  was  licensure.  We  know  that  method 
was  tried,  but  has  failed,  as  Dr.  Dattelbaum  told  you, 
so  we  need  not  discuss  it.  The  injunctive  procedure 
has  been  tried,  and  that  has  failed  in  the  State  of 
Iowa.  We  have  got  a letter  from  the  State  Medical 
Society  to  that  effect,  and  each  and  every  member  of 
that  committee  had  a copy  of  every  bit  of  literature 
that  we  received  from  the  state  medical  societies  of 
each  state  that  has  a basic  science  law,  so  each  and 
every  one  of  them  know  what  I am  talking  about  and 
that  everything  I say  is  the  truth. 

The  report  from  Iowa  says  that  the  injunctive 
procedure  accomplished  zero,  yet  they  got  some  con- 
victions, but  they  licensed  65  chiropractors  every 
year — until  when?  Until  the  basic  science  law  was 
enacted  in  1927.  The  effect  of  that  law  was  not 
instantaneous.  You  could  not  see  its  effects  until 
1939.  Its  effects  did  not  appear  until  1939,  and 
then  you  had  10,  and  the  next  year  you  had  six,  and 
now  last  year  it  was  five.  That  is  the  result  in  all  of 
the  states  of  the  Union  that  have  that  law. 

We  have  a report  from  Mr.  Holloway.  He  is  the 
legal  counsel  of  the  American  Medical  Association. 
Some  of  you  may  know  him.  He  came  to  Albany, 
and  I said  to  him,  “I  want  to  know  how  many  chiro- 
practors have  been  licensed  since  the  basic  science 
law  was  passed,  and  how  many  were  licensed  before 
it  was  passed.”  We  found  out  from  each  and  every 
one  of  the  state  societies  that  had  a basic  science 
law.  We  found  out  how  many  had  been  licensed 
prior  to  the  advent  of  the  law,  the  average  per  year 
over  a period  of  five  years  just  immediately  preced- 
ing the  law.  In  the  State  of  Minnesota  it  was  42,  in 
Iowa  it  was  65,  in  Wisconsin  it  was  41.  We  took 
five  states  and  calculated  the  average  of  that  over  a 
period  of  years.  It  runs  to  4,001  chiropractors  that 
would  have  been  licensed  in  those  states  if  they  had 
not  had  a basic  science  law.  That  is  only  in  five 
states,  mind  you. 

What  happened?  What  happened  in  the  eighteen 
states  that  had  the  law?  What  happened  since  the 
law  was  enacted  did  Mr.  Holloway  say,  Dr.  Dattel- 
baum? Just  one  thing:  He  said  that  only  125  had 
been  able  to  pass  the  basic  science  law  since  1925. 

What  does  it  mean?  They  don’t  even  dare  try  an 
examination  in  the  basic  science  law. 

And  what  does  that  mean?  If  they  have  not  got 
a qualifying  certificate  they  cannot  even  approach 


the  door  to  the  examining  board  so  they  cannot  get  a 
license. 

But  that  is  not  the  argument.  In  the  State  of 
New  York  we  are  not  talking  about  the  licensing  of 
chiropractors.  In  the  State  of  New  York  we  are 
talking  about  the  destruction  of  the  chiropractors, 
the  elimination  of  murderers. 

Your  resolution  reads  expressly  that  such  a law 
should  be  introduced — and  every  member  of  the 
Council  in  this  Society  knows  that  several  years  ago 
at  the  expense  of  the  Livingston  County  Medical 
Society  such  a law  was  drawn  up,  which  is  a conden- 
sation of  the  Minnesota  law  and  that  of  Rhode  Is- 
land, eliminating  some  of  the  objectionable  features, 
so  that  we  have  the  ideal  law. 

In  this  law  it  provides  specifically  that  it  applies 
to  those  professions  now  licensed  and  any  other  sys- 
tem of  healing  that  may  be  licensed  in  the  future. 
If  licensing  per  se  of  these  illegal  practitioners  is  to 
take  place  it  will  not  take  place  because  of  you  or 
me — yes,  it  might  because  of  our  neglect — but  it  will 
take  place  because  this  particular  kind  of  cultist  will 
have  to  introduce  a bill  asking  for  its  licensure,  and 
it  is  up  to  us  to  defeat  them  when  they  do.  I think 
we  have  the  strength  to  do  that,  though  some  say  we 
don’t  have  it,  but  I am  not  concerned  if  we  don't 
have  it,  I took  the  oath  to  be  a doctor  and  not  a poli- 
tician. If  we  have  the  strength  to  prevent  the  li- 
censure of  these  men,  yes,  we  will  have  our  cake  and 
we  will  be  able  to  eat  it  too,  for  we  will  have  the  basic 
science  law  and  they  still  will  remain  unlicensed. 
Then  you  will  have  something  with  teeth  in  it  that 
will  knock  every  man  of  them  in  this  State,  so  there 
won’t  be  any  more  in  the  State  of  New  York  of  all 
cultists. 

Why?  Because  the  law  as  we  have  suggested  it 
calls  for  something — something  that  no  other  law 
has.  It  will  provide  the  teeth  that  Minnesota  has 
for  the  money  that  goes  to  the  Basic  Science  Board, 
which  is  composed  of  men  who  teach  in  our  medical 
schools — and  that  is  the  way  the  law  was  made  in 
every  state — plus — 

Speaker  Andresen:  I am  sorry  to  interrupt, 
but  your  time  is  up. 

Dr.  Gullo:  Can  I have  thirty  seconds  more? 

Speaker  Andresen:  Proceed. 

Dr.  Gullo:  Plus  the  necessary  enforcement 

agency.  Gentlemen,  if  you  do  this,  you  are  just 
going  to  take  the  chiropractor  out  of  the  picture  for 
once  because  then  the  words  of  J.  B.  Palmer,  the 
daddy  of  all  cultists,  will  come  true  when  he  said 
that  the  basic  science  law  is  the  buckshot  that  sounds 
the  death  knell  of  all  cultists. 

I thank  you. 

Speaker  Andresen:  I want  to  thank  Dr.  Gullo 
for  again  as  he  has  done  so  many  times  before,  giving 
us  this  explanation  of  the  many  advantages  inherent 
in  the  basic  science  law. 

Is  there  any  further  discussion? 

Dr.  Samuel  Z.  Freedman,  New  York:  As  chair- 
man of  the  Committee  on  the  Illegal  Practice  of 
Medicine  in  the  County  of  New  York,  I have  become 
very  much  interested  in  trying  to  find  out  what  are 
the  practical  realities  that  now  exist  and  what  pos- 
sible solutions  there  may  be,  if  any. 

To  do  so,  at  a meeting  last  November  we  invited 
to  one  of  our  regular  meetings  the  representatives  of 
all  the  departments  of  the  State  and  City  which  may 
have  to  do  with  the  arrest  and  prosecution  of  the 
illegal  practitioners  of  medicine.  Of  course,  in  the 
City  of  New  York  we  have  a particular  problem  in 
that  we  have  so  many  of  these  chiropractors  par- 
ticularly, and  they  are  listed  in  the  telephone  book  as 
such,  and  they  practice  openly. 
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The  individual  who  gave  us,  in  my  opinion,  the 
most  practical  information  and  the  most  practical 
advice  was  the  Assistant  Attorney  General,  Mr. 
Sidney  Tartikoff,  whose  job  it  is  to  prosecute  the 
illegal  practitioners  of  medicine,  among  other  things. 
Mr.  Malenny,  who  is  the  legal  representative  of  the 
State  Education  Department  in  New  York  City,  and 
whose  job  corresponds,  shall  we  say,  to  that  of  the 
policeman  in  that  it  is  to  investigate  complaints  and 
gather  evidence  and  make  the  arrest,  so  to  speak,  ap- 
peared also  before  us.  Then  we  had  representatives 
of  the  District  Attorney’s  office  and  others,  none  of 
whom  have  anything  to  do  apparently  with  the  sub- 
ject under  discussion. 

Mr.  Tartikoff  at  that  time  was  very  optimistic 
about  the  injunction  bill  which  was  being  studied  by 
the  Wicks  Commission,  and  he  made  the  categorical 
statement  to  us  that  were  that  bill  passed  he  could 
put  out  of  existence  all  of  the  chiropractors  in  the 
State  of  New  York  within  twenty-four  hours.  That 
was  a categorical  statement  made  by  an  attorney 
who  we  believe  watches  every  word  he  says ; and  that 
is  what  he  said  to  us. 

Unfortunately,  as  has  happened  before  and  it  hap- 
pened now,  not  only  did  the  injunction  bill  not  pass 
but  the  author  of  that  injunction  bill  I am  given  to 
understand  voted  for  the  chiropractic  bill.  I men- 
tion this  because  of  the  theme  I would  like  to  de- 
velop. The  practical  aspect  is  that  the  Senate  of 
this  State  passed  the  chiropractic  measure,  but 
through  a parliamentary  maneuver  two  individuals 
I am  told  were  instructed  not  to  appear  so  that  in- 
stead of  them  receiving  29  votes  they  received  27  or 
26,  so  that  it  did  not  pass,  but  it  did  receive  a ma- 
jority of  the  senators  present  and  voting. 

As  practical  individuals,  I would  like  to  ask  this 
question:  In  how  many  states  of  the  Union  are  the 
chiropractors  licensed  now?  I would  like  to  get  that 
answer. 

Chorus:  Forty-four. 

Dr.  Freedman  : Does  anybody  in  this  room  have 
any  information  as  to  how  many  convictions  there 
have  been  of  illegal  practitioners,  chiropractors,  in 
those  states  where  they  have  the  law? 

Dr.  Gullo  : I can  answer  that. 

Dr.  Freedman:  May  I have  that  answer,  with 
the  indulgence  of  the  Speaker? 

Dr.  Gullo:  Will  you  permit  that? 

Speaker  Andresen:  Yes,  you  can  give  that  in- 
formation if  you  have  it. 

Dr.  Gullo:  Our  committee  found  from  a state- 
ment from  the  Minnesota  State  Medical  Society 
that  since  the  enactment  of  the  law  there  were  over 
800  investigations,  251  prosecutions  and  87  per  cent 
convictions. 

Dr.  Freedman:  That  is  interesting  to  me.  The 
statement  is  made  that  if  that  law  were  passed  you 
would  kill  the  chiropractors  off  completely,  but  the 
fact  of  the  matter  is  that  in  the  very  state  which  is 
held  up  as  the  ideal  for  us  to  follow  in  spite  of  the 
passage  of  this  law  more  than  800  investigations  were 
made  and  251  prosecutions  were  carried  out  with  a 
conviction  rate  of  87  per  cent. 

Dr.  Frederick  S.  Wetherell,  Onondaga:  Before 
you  jump  at  a conclusion,  remember  that  those  con- 
victions— 

Speaker  Andresen:  You  can  discuss  just  as  soon 
as  Dr.  Freedman  finishes.  He  has  another  half 
minute. 

Dr.  Wetherell:  But  I want  him  to  understand 
that  these  were  not  all  chiropractors  who  were  prose- 
cuted. Some  of  those  were  medical  men,  abortion- 
ists, and  other  cultists. 

Dr.  Freedman  : That  is  not  the  question  I asked. 


I asked  how  many  so-called  chiropractors  were  being 
arrested,  investigated,  and  convicted.  I am  not 
interested  in  the  other  because  that  can  be  thrown 
out  immediately. 

Dr.  Gullo:  A point  of  correction,  this  is  impor- 
tant. They  were  not  chiropractors  that  were  prose- 
cuted that  were  licensed  there.  They  were  the 
naturopaths.  They  were  the  men  who  were  illegally 
practicing  at  the  time  the  law  was  enacted  and  con- 
tinued to  practice  illegally.  Chiropractors  at  that 
time  were  licensed  there  so  you  could  not  prosecute 
them  if  they  had  a license,  but  you  prosecuted  each 
and  every  one  that  did  not  have  a basic  science  law 
certificate,  and  that  is  what  you  would  do  here. 
Your  chiropractors  in  New  York  are  like  your 
naturopaths  there.  You  can  prosecute  them. 

Dr.  Freedman  : That  is  not  the  question  I asked. 

Dr.  Gullo:  You  asked  how  many  illegal  prac- 
titioners were  prosecuted. 

Dr.  Freedman:  I wanted  to  know  if  you  had  the 
information.  It  is  quite  possible  there  is  not  any 
such  information.  How  many  individuals  were  in- 
vestigated, prosecuted,  and  convicted  for  the  illegal 
practice  of  chiropractic  in  the  State  of  Minnesota. 

Dr.  Gullo:  None. 

Dr.  Wetherell:  That  is  the  same  kind  of  a ques- 
tion that  was  asked  in  a forum  of  Dr.  Fishbein’s.  It 
is  loaded. 

Dr.  Freedman:  If  anybody  is  loaded,  I will  plead 
guilty  to  being  loaded  with  the  facts,  and  others  may 
be  loaded  with  some  hot  air.  We  are  trying  to  get 
facts  here,  and  we  are  not  trying  to  speak  before  this 
august  body  with  loaded  figures.  We  are  trying  to 
get  information  upon  which  to  make  a very  serious 
decision. 

Speaker  Andresen  : I am  sorry,  your  time  is  up. 

Dr.  Freedman:  They  are  taking  up  part  of  my 
time.  I wanted  to  say  that  inasmuch  as  I was  con- 
vinced at  one  time  that  the  basic  science  law  might 
do  the  job,  after  listening  to  the  greatest  proponent 
of  it,  I now  have  my  very  serious  doubts. 

Speaker  Andresen:  Do  you  want  to  discuss  it, 
Dr.  Wetherell? 

Dr.  Wetherell:  Not  right  now. 

Speaker  Andresen:  You  were  on  your  feet  just 
now. 

Dr.  Wetherell:  I merely  wanted  to  say  this  is 
no  time  to  ask  for  statistics  without  properly  notify- 
ing us  in  advance.  We  did  not  know  that  question 
was  coming  up.  You  might  have  had  the  answer 
to  it,  if  you  had  let  us  know.  I said  it  was  a poor 
time  to  put  it  now,  with  all  due  respect  to  Dr.  Freed- 
man, who  never  has  any  hot  air. 

Dr.  Gullo:  I have  the  answer.  They  do  not 
prosecute  these  men  for  practicing  chiropractic. 

Speaker  Andresen:  You  have  mentioned  that 
before.  You  answered  it,  and  we  all  heard  it. 

Dr.  Gullo:  It  was  for  the  practice  of  healing  that 
they  were  prosecuted  for,  and  that  is  all  we  do  know. 

Dr.  Felix  Ottaviano,  Madison:  Gentlemen, 
I am  an  instructed  delegate  here.  I have  been  in- 
structed by  my  constituents  back  home.  We  are  all 
country  doctors,  you  know,  but  they  have  instructed 
me  to  vote  positively  should  this  question  come  up. 
We  decided  to  so  vote  there  some  two  or  three  years 
ago  after  investigating  this  problem,  and  in  this  dis- 
cussion I hope  I may  be  able  to  keep  on  the  question 
which  is  the  disapproving  of  the  report  of  the  Com- 
mittee. 

I must  go  back  to  my  constituents  with  some  rea- 
son for  the  defeat  of  this  particular  thing.  I must 
be  able  to  give  intelligent  answers  why  such  action 
was  taken,  because  those  boys  are  pretty  sharp.  I 
don’t  know  of  any.  I must  be  able  to  go  back  with 
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something  that  will  say  to  them  that  the  seven  chiro- 
practors who  are  practicing  medicine  in  the  City  of 
Oneida,  a city  of  10,000  people,  will  be  stopped.  I 
don’t  have  any  such  facts  now.  I should  be  able  to 
go  back  and  say  that  the  New  York  State  Medical 
Society  has  positively  worked  out  this  particular 
scheme.  In  the  some  five  years  that  I have  heard 
this  discussed  I have  heard  no  such  scheme.  I re- 
member the  time  two  years  ago  at  the  auditorium 
when  the  vote  was  so  close  after  a due  and  intelligent 
exposition  of  this  matter,  Mr.  Speaker,  that  as  you 
majr  remember  we  had  to  take  two  or  three  standing 
votes.  It  was  so  close  that  some  people  must  have 
been  convinced  by  open  debate  that  the  thing  had 
some  merit  in  it.  After  that  we  decided  that  we 
would  appoint  a cult  committee.  Ultimately  that 
cult  committee  presented  facts  at  the  last  meeting  of 
the  House,  and  at  that  last  meeting  we  decided  that 
if  the  injunction  law  did  not  work  we  would  come 
back  and  discuss  the  basic  science  law.  Well,  we 
came  back  and  discussed  it,  not  very  openly  I should 
say,  or  that  is  my  impression. 

My  impression,  gentlemen,  is  simply  this— and 
I am  going  to  be  perfectly  frank  because  I want  to  go 
back  to  my  county  society  with  some  frank  state- 
ments— we  sat  here  today  and  listened  to  a com- 
mittee which  reversed  its  decision.  That  is  per- 
fectly democratic.  I would  like  to  be  certain,  how- 
ever, that  that  reversal  was  not  unduly  influenced. 
Whether  it  was  or  was  not  does  not  make  any  differ- 
ence, but  should  this  thing  be  disapproved— and  it 
seems  it  will  be — I should  like  to  warn  the  House, 
Mr.  Speaker,  that  we  want  some  positive  action. 

We  were  told  that  the  Senate  almost  passed  the 
chiropractic  bill.  We  were  a bit  upset  at  that  news, 
and  I would  like  to  point  out  something  now  if  I 
may — it  will  only  take  another  thirty  seconds — and 
this  ought  to  be  broadcast  as  well  throughout  the 
nation.  We  sit  back  and  listen  to  a bunch  of  poli- 
ticians tell  us  what  to  do,  whose  minds  are  sup- 
posedly far  above  ours,  when  ours  are  so  far  above 
theirs  that  it  is  not  even  funny.  They  tell  us  that  we 
cannot  do  anything  about  social  legislation.  Well, 
we  are  going  to  do  something  about  it  in  Madison 
County. 

Speaker  Andresen:  Do  you  wish  to  answer? 

Dr.  Rawls:  May  I have  the  privilege  of  answer- 
ing the  remarks  about  the  Committee  being  unduly 
influenced. 

I would  like  to  state  to  this  House  that  following 
our  presentation  here  yesterday  we  had  not  seen  or 
had  anyone  before  the  Committee;  that  our  Com- 
mittee had  met  outside  here  at  intervals  and  talked 
it  over  with  each  other.  The  conclusion  to  reverse 
its  decision  was  made  before  anybody  appeared  be- 
for  the  Committee.  Dr.  Gullo  appeared  this  morn- 
ing, but  our  decision  had  by  then  already  been  ar- 
rived at;  it  was  arrived  before  anybody  appeared 
before  us.  We  have  been  disturbed  about  it,  too. 
It  took  a little  bit  of  courage  for  us  to  come  before 
you  and  say  we  were  wrong  and  get  up  and  say, 
“Gentlemen,  we  were  wrong  yesterday.  We  want 
to  correct  a wrong  decision.”  However,  since  we 
were  wrong,  we  felt  that  is  the  way  to  do  it,  and  that 
was  how  that  decision  was  arrived  at. 

Dr.  Reginald  A.  Higgons,  Westchester:  Gentle- 
men, I rise  with  fear  and  trepidation  and  also  with  a 
sense  of  foregone  conclusions,  but  I think  that  it  is 
only  fair  to  make  one  statement  which  I believe  to  be 
true.  I worked  last  year  on  the  Committee  of  Cults. 
We  worked  all  year  and  had  many  meetings,  and  we 
heard  many  experts  on  both  sides.  On  the  eve 
preceding  the  meeting  of  the  House  of  Delegates  the 
members  of  that  committee  met  with  one  exception. 


After  considerable  discussion  a report  was  written, 
which  was  in  complete  approval  of  the  principle  of 
the  basic  science  law.  That  report  was  signed  by 
four  members.  The  following  morning,  after  the 
House  had  convened,  we  were  urged  to  return  to  the 
session  by  our  chairman.  The  upshot  of  that  return 
was  the  action  which  you  gentlemen  heard. 

As  a democratic  citizen  of  this  country  I cannot 
help  feeling  that  the  issue  at  stake  here  is  no  longer 
the  basic  science  law  but  it  is  the  issue  as  to  whether 
or  not  this  House  does  act  democratically. 

Dr.  Benjamin  Bernstein,  Kings:  I have  two 
mortgages  on  the  future  of  the  practice  of  medicine. 
One  son  is  studying  to  be  a doctor  and  the  other  will 
be  one  some  day  rather  soon.  I am  interested  in  the 
practice  of  medicine.  If  we  could  by  some  action  of 
a basic  science  law  stop  the  chiropractors  and  cultists 
from  practicing  medicine,  I might  also  ask  for  a basic 
science  law.  Also  the  radio  stations  that  sell  Dol- 
sone  on  the  air,  who  are  the  naturopaths  in  reverse, 
those  people  also  practice  medicine  now.  No  law, 
basic  science  or  otherwise,  will  stop  a man  from  try- 
ing to  sell  his  neighbor  over  the  radio  or  by  word  of 
mouth  some  method  of  treating  a particular  ill. 
The  men  who  propose  basic  science  admit  that  this  is 
aimed  only  at  the  chiropractors,  and  apparently  we 
are  taking  a defeatist  attitude,  saying  that  the  chiro- 
practic law  must  come  and,  therefore,  we  are  going 
to  try  to  stop  it  by  a basic  science  law.  On  the  con- 
trary, gentlemen,  the  chiropractic  law  will  come  if 
you  are  going  to  take  it  lying  down,  and  then  you 
will  have  additional  practitioners  of  a so-called  heal- 
ing art  who  are  really  a menace  to  the  public  health. 

It  is  funny  to  think  we  are  here  talking  about  a 
basic  science  law  to  stop  a cult.  Only  by  education, 
only,  as  I said  yesterday,  by  teaching  the  legislators 
and  by  teaching  your  patients  and  by  teaching  those 
who  are  in  control  of  radio  facilities  one  thing — and 
one  thing  only — that  only  a doctor  knows  how  to 
practice  medicine,  that  only  a doctor  knows  how  to 
care  for  people  who  are  ill,  will  we  get  anywhere. 
Unless  we  can  teach  that,  no  basic  science  law  is 
worth  the  paper  it  is  written  on. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  James  F.  Rooney:  I would  like  to  ask  the  privi- 
lege of  the  floor  so  that  we  might  bear  the  secretary 
of  the  State' Board  of  Medical  Examiners  of  New 
York.  He  will  be  brief,  and  it  will  be  explicit. 

Dr.  Samuel  B.  Burk,  New  York:  I second  that. 

, . . .There  being  no  discussion,  the  motion  was  put 
to  a vote,  and  was  unanimously  carried.  . . . 

Speaker  Andresen:  Dr.  Lochner,  will  you  take 
the  rostrum? 

Dr.  Jacob  Lochner:  Mr.  Speaker  and  members 
of  the  House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York,  in  the  first  place  I have  no 
personal  axe  to  grind  in  this  matter  at  all.  I did  not 
approach  Dr.  Rawls  or  the  Committee  or  say  a word 
in  opposition  to  this  resolution  with  any  member  of 
the  Committee.  I am  not  a politician.  This  is  not 
a political  appointment,  and  I am  not  a lobbyist. 

I believe  you  men  would  be  interested  in  knowing 
how  the  basic  science  law  works  in  other  states,  in- 
formation that  comes  from  doctors  and  not  from 
basic  science  board  representatives. 

The  members  of  the  New  York  State  Board  of 
Medical  Examiners  have  given  this  matter  con- 
siderable thought  since  the  very  first  year  I held  this 
position,  and  when  this  matter  came  up  there,  after 
studying  the  basic  science  laws  in  other  states,  and 
finding  out  how  they  worked,  it  is  their  unanimous 
opinion  that  no  basic  science  law  will  under  any 
circumstance  control  this  evil  of  chiropractic. 
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The  Assistant  Attorney  General  representing  our 
department  is  a very  smart  lawyer.  He  is  convinced 
that  he  can  stop  them  in  twenty-four  hours  with  an 
injunction  bill. 

Senator  Wicks  came  out  in  no  uncertain  terms, 
based  on  the  advice  of  his  counsel,  Mr.  Eagan,  and 
said  too  that  the  injunction  bill  was  the  only  thing 
that  would  stop  them. 

Three  professions  now  have  the  injunction  law, 
and  it  is  up  to  the  State  Medical  Society  in  my  per- 
sonal and  humble  opinion  to  work  for  the  injunction 
bill,  because  with  that  bill  you  will  stop  them. 

You  might  also  be  interested  in  knowing  some- 
thing about  the  basic  science  law.  There  are  19 
basic  science  boards.  Only  nine  of  the  basic  science 
boards  endorse  the  certificate  of  the  National  Board. 
Only  two  basic  science  boards  endorse  examinations 
given  in  the  basic  science  subjects  by  other  state 
boards  of  medical  examiners.  Only  four  basic  sci- 
ence boards  endorse  the  basic  science  examinations 
given  by  other  basic  science  boards.  In  the  State  of 
Washington  the  Board  of  Medical  Examiners  en- 
dorses the  certificate  of  the  National  Board;  the 
Basic  Science  Board  in  Washington  will  not  endorse 
it.  I think  three  basic  science  boards  endorse  the 
basic  science  certificates  given  by  their  own  state 
board  of  medical  examiners.  I don’t  know  whether 
any  of  you  have  seen  a diploma  issued  to  a chiro- 
practor. It  reads,  “John  Jones,  Doctor  of  Chiro- 
practic, Doctor  of  Public  Health,  Doctor  of  Naturop- 
athy, Doctor  of  Physiotherapy — he  gets  four  de- 
grees for  the  price  of  one. 

In  talking  with  the  State  Board  of  Medical  Exam- 
iners in  the  basic  science  states  I have  been  told 
that  these  chiropractors  don’t  even  bother  to  take  the 
basic  science  examination.  They  know  they  cannot 
pass  it,  so  they  simply  practice  under  the  guise  of 
naturopathy,  drugless  therapy,  or  physiotherapy. 
They  tell  me  they  have  as  many  illegal  practitioners, 
chiropractors,  in  their  states  today  as  New  York 
State;  the  only  difference  is  they  don’t  have  a sign 
out  “Chiropractor.” 

I think  that  is  all  the  information  I can  give  you 
unless  there  are  some  questions.  ( Applause ) 

Speaker  Andresen  : While  we  have  Dr.  Lochner 
here,  I would  like  to  know  if  anybody  would  like  to 
ask  him  any  questions. 

Dr.  A.  W.  Martin  Marino,  Kings:'  This  is  not 
a question,  but  I would  like  to  make  some  remarks. 

Speaker  Andresen:  Shall  we  dispose  of  the  ques- 
tions, if  there  are  any,  first? 

Dr.  Marino:  Yes. 

Speaker  Andresen:  Are  there  any  questions 
anyone  would  like  to  ask  Dr.  Lochner? 

Dr.  Higgons:  How  many  states  in  these  United 
States  will  now  accept  reciprocity  with  our  own  medi- 
cal examining  board? 

Dr.  Lochner:  At  least  thirty  states  will  endorse 
the  New  York  State  medical  license,  and  there  are 
two  basic  science  boards,  Iowa  and  one  other,  that 
will  endorse  the  basic  science  given  in  our  own  medi- 
cal licensing  examination. 

Speaker  Andresen:  Are  there  any  other  ques- 
tions? 

. . . .There  was  no  response.  . . . 

Speaker  Andresen:  If  there  are  no  further  ques- 
tions, Dr.  Marino,  you  wish  to  make  a few  remarks? 

Dr.  Marino:  Mr.  Speaker  and  members  of  the 
House,  there  are  two  comments  I would  like  to  make. 
First,  I wonder  if  Dr.  Bernstein  would  allow  to  have 
stricken  from  the  record  certain  of  his  remarks  re- 
garding chiropractors  who  have  passed  a two-year 
basic  science  examination,  or  whatever  it  is,  and 
whether  he  would  not  prefer  to  have  substituted  ra- 


ther they  would  be  additional  members  of  a so-called 
healing  art  who  would  be  a menace  to  public  health. 
Will  you  accept  that? 

Dr.  Bernstein:  Yes. 

Dr.  Marino:  The  other  remark  I would  like  to 
make  is  this:  If  that  is  agreeable — 

Dr.  Bernstein:  Yes. 

Speaker  Andresen:  If  he  accepts  that  correc- 
tion, I think  we  will  have  to  vote  that  directive 
motion. 

Chorus:  No. 

Speaker  Andresen:  You  all  accept  it? 

Chorus:  Yes. 

Dr.  Marino:  The  other  remark  I would  like  to 
make  is  this:  That  as  a member  of  the  Committee  on 
Legislation  I was  one  of  the  members  who  held  out 
against  the  basic  science  law  from  the  start,  and  no 
one,  including  the  chairman  of  the  committee,  used 
any  pressure  upon  me  as  a member  of  that  com- 
mittee. 

Speaker  Andresen:  Is  there  any  other  dis- 

cussion? 

Dr.  Ezra  A.  Wolff,  Queens:  Mr.  Chairman  and 
fellow  delegates,  our  fellow  delegate  from  upstate 
wants  some  facts.  I think  Dr.  Lochner  has  pro- 
vided us  with  some  very  significant  facts.  On  the 
other  hand,  I think  that  facts  should  be  supplied  by 
the  proponents  of  a given  proposition.  I think  that 
the  burden  of  proof  should  be  on  them.  So  far  they 
have  supplied  us  with  none  that  carry  too  much 
weight.  We  have  no  statement  to  the  effect  that  the 
basic  science  laws  have  prevented  the  licensing  of 
chiropractors.  We  have  had  no  statement  that 
basic  science  laws  have  prevented  or  even  limited  in 
effective  measure  the  illegal  practice  of  medicine, 
but  in  general  it  seems  to  me  that  we  become  so  in- 
volved in  maneuvers  and  procedural  mechanisms 
we  sort  of  lose  sight  of  basic  fundamentals. 

Chiropractic  is  unsound,  unscientific  quackery. 
Not  one  of  us  here  believes  in  it.  If  we  approve  of 
any  clause,  regardless  of  the  purpose  it  may  serve, 
which  will  give  one  chiropractor  the  standing  of  a 
State-licensed  practitioner  we  are  being  hypocritical 
in  the  extreme.  Let  us  not  be  expedient.  Let  us 
just  be  honest. 

Speaker  Andresen:  Is  there  any  further  dis- 
cussion? 

Dr.  Wetherell:  May  I ask  for  the  privilege  of 
the  floor  for  Dr.  Hannon? 

Speaker  Andresen:  Will  you  come  up,  Dr. 
Hannon? 

Dr.  Wetherell  asks  for  the  privilege  of  the  floor  for 
Dr.  Hannon.  Is  that  seconded? 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously carried.  . . . 

Speaker  Andresen:  Dr.  Hannon  is  our  executive 
officer  and  our  representative  in  Albany,  as  you  all 
know. 

Dr.  Robert  R.  Hannon:  Gentlemen,  as  execu- 
tive officer,  and  being  responsible  for  any  legislation’s 
introduction  that  results  from  your  action  here  to- 
day, I would  prefer  not  to  take  any  sides  on  this 
question.  I will  answer  any  questions  you  would 
like  to  ask  me,  but  I do  not  think  it  would  be  wise  for 
me  to  stand  here  on  one  side  of  the  question  or  the 
other.  I will  endeavor  to  carry  through  as  a servant 
of  the  Society  your  actions,  whatever  you  think. 

Speaker  Andresen:  Do  you  want  to  answer  any 
questions? 

Dr.  Hannon:  Yes. 

Speaker  Andresen:  Are  there  any  questions 
anybody  wants  to  ask  of  Dr.  Hannon  now  that  he  is 
here? 
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Dr.  Homer  J.  Knickerbocker,  Ontario:  Is  it 
true  that  the  vote  in  the  Senate  on  the  Chiropractic 
Bill  was  by  order  of  Governor  Dewey? 

Dr.  Hannon:  So  far  as  I know,  it  was  not;  as  a 
matter  of  fact,  I do  not  think  Governor  Dewey  was  in 
favor  of  the  action  of  the  Senate. 

Speaker  And  resen:  Any  other  questions? 

Dr.  Joseph  A.  Geis,  Essex:  I would  like  to  ask 
Dr.  Hannon  whether  there  is  any  improvement  in  a 
basic  science  law  over  our  present  law,  which  gives  us 
an  examination  in  basic  science,  and  carefully  avoids 
any  question  of  therapeutics? 

Dr.  Hannon:  I don’t  know  that  I can  answer 
that.  What  is  the  point  of  your  question? 

Speaker  Andresen:  Will  you  state  it  again,  Dr. 
Geis?  Dr.  Hannon  does  not  quite  understand  it. 

Dr.  Geis:  I would  like  to  ask  in  what  way  a basic 
science  law  would  be  an  improvement  over  our  pres- 
ent law  which  gives  us  an  examination  in  basic  sci- 
ences and  also  carefully  avoids  any  question  of  an 
examination  in  therapeutics,  so  that  there  is  no  rea- 
son why  chiropractors  cannot  take  the  examination  if 
they  put  in  the  required  number  of  hours.  Osteo- 
paths do. 

Dr.  Wetherell:  Why  not  turn  that  question 
around:  What  advantages  our  present  law  has  as 
against  the  basic  science  law?  I think  he  would 
rather  answer  it  that  way. 

Dr.  Geis:  I will  turn  the  question  around  then. 

Speaker  Andresen  : Answer  it  either  way. 

Dr.  Hannon:  Well,  the  purpose  of  a basic  sci- 
ence law  was  to  be,  in  the  states  that  passed  it,  a pro- 
tection to  the  public  so  that  everyone  that  had  the 
privilege  of  holding  themselves  out  as  practitioners  of 
medicine  or  the  healing  art  would  have  a fundamen- 
tal basic  science  education.  It  was  not  for  the  prose- 
cution of  illegal  practice. 

I think  that  we  have  gone  on  the  wrong  direction 
in  our  basic  science  idea  and  discussions  here.  The 
basic  science  law  was  to  protect  the  public  so  that 
the  people  that  were  permitted  to  practice  the  heal- 
ing art  must  have  passed  an  examination  in  the 
basic  sciences  sufficiently  high  to  make  it  safe  for 
them  to  practice  on  the  public. 

That  was  put  through  in  the  states  that  had  mul- 
tiple examining  boards.  Many  of  those  examining 
boards  were  just  a farce,  a person  wrote  his  name, 
and  he  was  certified.  It  was  those  examining  boards 
in  the  multiple  various  cults  as  well  as  the  various 
schools  of  the  practice  of  medicine  that  brought 
about  the  passage  of  a basic  science  law.  They  were 
deemed  as  not  being  of  sufficient  protection  to  the 
public.  That  was  the  purpose  of  the  basic  science 
examination  in  those  states. 

Very  early,  shortly  after  1900,  New  York  State 
had  a unified  examination.  Everybody  must  take 
the  same  examination.  In  that  way  the  public  in 
New  York  State  is  protected,  and  in  that  way  New 
York  State  does  not  need  a basic  science  law  for  the 
protection  of  the  public.  The  endeavor  to  pass  a 
basic  science  law  in  this  State  is  to  use  it  for  the  sec- 
ondary or  third  purpose,  that  is,  prosecution  of  il- 
legal practice.  That  is  not  the  purpose  of  the  basic 
science  law.  It  has  been  used  to  advantage  in  cer- 
tain states  for  that  purpose,  but  there  is  no  guaran- 
tee that  it  can  be  used  to  that  same  advantage  in 
New  York  State.  We  cannot  get  a conviction  before 
a jury  now  if  a person  is  shown  to  practice  medicine 
unlawfully  because  of  the  sympathy  of  the  jury. 
There  is  no  reason  to  believe  that  we  can  get  a con- 
viction from  that  same  jury  because  he  does  not  have 
a certificate  to  practice  the  healing  art. 

While  we  are  talking  about  it,  I want  to  call  to 
your  attention  that  in  this  resolution  you  bring  out 


the  point  that  there  are  no  exceptions,  that  a person 
must  have  a basic  science  certificate.  That  would 
mean,  as  I understand  your  resolution,  that  if  you 
drew  that  up  in  the  form  of  a law,  every  practicing 
physician  must  take  the  basic  science  examination 
and  get  that  certificate  even  though  you  are  licensed 
at  the  present  time.  If,  on  the  other  hand,  you  turn 
around  and  put  a grandfather  clause  in  it  for  those 
that  are  practicing,  then  you  open  the  door  for  other 
grandfather  clauses  for  other  groups. 

I want  to  say,  too,  that  in  recent  years  the  chiro- 
practors have  gotten  to  the  point,  and  they  are  so 
well  organized,  that  in  states  that  have  passed  basic 
science  laws  they  have  been  so  amended  when  intro- 
duced as  to  make  them  worthless,  and  we  can  expect 
that  here.  Don’t  expect  that  the  bill  you  introduce 
will  go  through  the  Legislature  without  amend- 
ments, and  you  may  have  to  fight  the  very  bill  that 
you  put  in. 

Dr.  Geis:  Thank  you  for  calling  on  me,  Mr. 
Speaker.  I had  four  or  five  other  questions  here 
that  I had  written  down  for  Dr.  Hannon,  but  he  has 
answered  them  all  in  advance. 

Dr.  Gullo:  May  I ask  Dr.  Hannon  a few  ques- 
tions? Is  it  true,  Dr.  Hannon,  that  there  are  in  some 
of  these  states  that  have  the  law  a provision  in  it 
that  any  man  who  has  a certificate  in  a profession 
of  healing,  and  is  licensed  and  can  show  the  equiva- 
lent qualifications  as  contained  in  the  basic  science 
law,  is  automatically  given  a basic  science  certificate, 
and  therefore  need  not  appear  before  the  basic  sci- 
ence board?  Is  that  correct  of  Iowa? 

Dr.  Hannon:  I am  sure  you  can  put  that  in  your 
bill  that  you  would  introduce  in  New  York,  and  that 
is  what  I am  speaking  about  as  a grandfather  clause. 
If  you  start  putting  grandfather  clauses  of  that  na- 
ture in  your  bill,  you  open  it  up  to  other  amendments 
along  the  same  line. 

Dr.  Gullo:  May  I ask  another  question?  Is  it 
not  true  that  a grandfather  clause  means  that  at  the 
time  that  a basic  science  law  is  passed  an  illegal  cult 
like  the  chiropractors  in  the  State  would  turn  in  a 
concurrent  bill  separate  from  the  basic  science  law 
which  would  ask  that  they  be  licensed  automatically 
and  be  expressly  exempted  from  taking  the  basic 
science  law  only  for  that  time?  That  is  what  the 
grandfather  clause  refers  to  and  not  what  you  said 
before.  I would  like  to  correct  that  because  it  is  an 
important  thing.  Am  I not  correct?  I am  sure  that 
I am. 

Dr.  Hannon:  The  term  “grandfather  clause”  is 
applied  to  many  exceptions  of  all  kinds.  It  could  be 
applied  to  what  I say  and  to  what  you  say  also. 

. . . .There  were  calls  for  the  question. . . . 

Dr.  Wetherell:  Mr.  Speaker  and  members  of 
the  House,  there  has  been  confusion  added  to  con- 
fusion. I hope  I may  clarify  one  thing,  and  that  is 
what  are  we  after.  Are  we  medical  practitioners  in 
the  State  of  New  York  of  the  opinion  that  even- 
tually, be  it  ever  so  ideal,  there  will  be  no  more  cult- 
ists  of  any  description  practicing  in  our  fair  Empire 
State?  I am  not  going  to  orate  but  that  is  the  way 
I feel  about  it. 

My  reason  for  going  into  this  matter  of  the  basic 
science  law  in  the  beginning  was  to  investigate  the 
possibility  of  getting  into  the  laws  of  the  State  of 
New  York  some  measure  which  would  gradually 
eliminate,  not  this  year,  nor  even  next  year,  but  it 
was  hoped  that  it  might  by  the  time  my  grandson 
grows  up,  cultists.  So  I have  studied  this,  and  I have 
studied  it  carefully,  and  been  fair  in  my  analysis. 
I have  spoken  with  men  in  other  states.  As  I have 
said  before  this  House  previously,  there  is  a man  who 
is  highly  respected  in  the  profession,  whose  respect 
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I have  and  he  has  mine  too,  and.that  is  Dr.  Adson,  who 
is  head  of  the  department  of  neurology  at  the  Mayo 
Clinic,,  and  who  has  spent  a great  many  days  and 
weeks  of  his  life  in  the  service  of  the  profession  of 
Minnesota — and  no  one  will  gainsay  that.  He  has 
been  an  adviser  and  has  told  me  many  of  the  things 
that  I know  about  basic  science  laws  and  the  prose- 
cution of  cultists. 

Let  us  be  practical.  Laws  are  enacted  by  our 
representatives  in  Albany.  Yesterday  noon  I heard 
for  the  first  time  that  Senator  Hughes  of  Onondaga 
County,  Syracuse,  New  York,  voted  for  the  chiro- 
practic bill.  This  he  did  despite  the  fact  that  our 
delegates  and  our  legislative  committee  met  with 
Senator  Hughes  and  with  the  assemblymen  at  the 
University  Club  at  lunch,  where  we  talked  it  out 
with  them.  Their  reaction  was  this — and  this  is 
what  he  told  me  yesterday — “I  voted  for  it  because 
I feel  that  we  should  begin  to  have  some  control 
over  them.” 

I said,  “You  asked  and  we  explained  to  you  that 
with  a basic  science  law  we  would  have  the  beginning 
of  control.  Do  you  believe,  Senator  and  Assembly- 
men,  that  anyone  should  be  allowed  to  touch  a sick 
human  being  who  does  not  even  know  as  much  as  a 
second  year  medical  student?” 

“No,  I don’t,”  he  said. 

Brees  said  the  same  thing  in  a hearing  in  Albany 
when  I asked  him  about  that. 

To  get  back,  I said,  “Senator  Hughes  and  Assem- 
blymen, why  don’t  you  give  us  something  like  that  to 
bite  into  to  start  off  with?” 

“Fine,”  they  said. 

This  is  not  intended  to  just  stop  the  chiropractors 
tomorrow.  We  are  not  only  talking  about  chiro- 
practors ; we  are  talking  about  all  cultists.  That  is 
the  idea  I am  told  behind  the  basic  science  law,  and 
we  could  pass  a basic  science  law  in  New  York  which 
is  just  a bit  better  and  which  would  recognize  the 
National  Board  Basic  Science  Examination.  There 
is  nothing  to  stop  us  from  doing  that.  Unless  we 
start  though  we  will  never  be  able  to  draw  up  such  a 
law. 

That  would  give  them  a chance  at  least  to  do  some- 
thing about  arresting  these  illegal  practitioners  be- 
cause the  basic  science  board  has  its  own  policemen. 
A basic  science  certificate  in  an  office — and  I am  not 
condoning  this  practice  at  all — acts  the  same  as  a 
driver’s  license.  Anyone  who  does  not  have  it  dis- 
played is  guilty  of  a misdemeanor.  A practitioner 
who  is  seeing  one,  two,  or  three  patients,  no  matter 
who  he  is,  in  his  office,  does  not  have  to  be  shown  to 
be  treating  sick  people.  The  policeman  walks  in  and 
says,  “Do  you  have  a basic  science  certificate?”  If 
he  says,  “No,  ' the  reply  is,  “Then  see  the  judge.” 
After  once,  twice,  three,  four,  or  five  times  he  finally 
lands  in  jail.  That  is  what  happens.  It  is  the  con- 
stant rapping  at  them.  It  is  not  something  we  are 
going  to  stop  today  or  tomorrow.  Of  course  we 
have  got  to  fight,  but  do  we  want  to  fight?  Do  we 
have  the  health  of  the  people  at  heart,  and  do  we 
want  to  help  the  people  of  the  State  of  New  York 
out  of  this  dilemma,  which  is  the  flooding  of  cultists 
into  our  State,  namely,  because  we  have  no  control? 
I don’t  want  to  have  a thing  happen  like  nearly  hap- 
pened two  weeks  ago:  that  a chiropractic  bill  nearly 
did  go  through. 

Gentlemen,  I will  be  through  in  just  two  minutes, 
though  it  may  be  two  minutes  and  sixteen  seconds. 
This  is  a report  of  the  Committee  of  the  Council 
which  studied  this  subject — 

Speaker  Andresen:  You  have  exceeded  your 
time. 

Dr.  Wetherell:  I would  ask  if  I may  have  three 


minutes  to  say  what  this  committee  told  us,  consist- 
ing of  Drs.  Aranow,  Mott,  Simpson,  Holcomb,  and 
Hannon.  May  I read  it  because  this  is  the  impor- 
tant thing? 

Speaker  Andresen:  I am  powerless  to  grant  it. 
It  requires  the  permission  of  the  House. 

Chorus:  Question. 

Voice:  Move  it. 

Dr.  Wetherell:  I move  it  be  granted. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion  it  was  put  to  a vote,  and  was  carried.  . . . 

Speaker  Andresen:  I think  the  “ayes”  have  it, 
and  you  have  three  minutes  more. 

Dr.  Wetherell:  The  committee,  consisting  of 
Drs.  Aranow,  Mott,  Simpson,  Holcomb,  and  Han- 
non, studied  it  carefully,  and  had  this  to  say: 

“It  has  been  found  in  some  states,  however,  that 
this  law  setting  up  the  requirement  for  a basic 
science  certificate  could  be  used  to  advantage  in 
eliminating  illegal  practitioners.  It  was  found 
that  convictions  could  be  obtained  under  the 
penal  code  if  the  illegal  practitioner  had  not  com- 
plied with  the  law  requiring  a basic  science  cer- 
tificate.” 

And  before  the  conclusion  of  the  last  paragraph — 
and  I am  not  taking  it  from  its  context — the  report 
says: 

“Its  value  might  well  be  proved  as  an  effective 
rearguard  action,  if  passed  concurrently  with  or 
immediately  following  a chiropractic  licensing 
act.” 

which  nearly  happened  two  weeks  ago — 

“If  such  an  unfortunate  event  should  come  to 
pass,  the  experience  of  other  states  indicates  that 
basic  science  requirements  are  an  effective  method 
of  controlling  the  flood  of  newly  arrived  cultists.” 
For  heaven’s  sake  how  in  the  world  is  Dr.  Hannon 
going  to  call  from  Albany,  New  York,  and  every- 
where else,  and  say,  “We  must  act  quick  and  intro- 
duce a basic  science  law  because  otherwise  they  are 
going  to  pass  a chiropractic  law,”  or  “They  are  going 
to  pass  a chiropractic  law,  so  we  will  have  to  intro- 
duce a basic  science  law  first”?  That  is  what  I am 
afraid  of.  Let  us  say  at  least  that  we  favor  this  reso- 
lution and  let  us  draw  up  a basic  science  law  and  be 
ready,  because  this  report  says,  “After  it  is  passed, 
then  we  shall  draw  up  one.”  That  will  be  after  their 
own  chiropractic  board  has  been  set  up  with  their 
own  board  examiners  in  the  basic  sciences. 

Why  not  let  us  say  now,  very  well,  and  have  the 
legislative  committee  or  a special  committee  draw  up 
a good  basic  science  law  with  the  help  of  Dr.  Hannon 
and  with  the  help  of  our  representatives,  and  then 
we  are  ready  at  least?  For  goodness  sake  get  it  in 
before  next  year.  We  will  surely  have  a chiropractic 
licensing  act  then. 

Dr.  Rooney:  I move  the  previous  question  to 
limit  debate. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  was  carried. . . . 

Speaker  Andresen:  We  will  now  put  the  motion 
to  a vote.  The  recommendation  of  your  Reference 
Committee  is  to  disapprove  the  resolution  of  Dr. 
Gullo,  and  we  are  now  voting  on  the  approval  of 
the  recommendation  of  the  Reference  Committee 
which  means  the  disapproval  of  Dr.  Gullo’s  original 
motion.  Do  you  all  understand  what  you  are  voting 
for? 

Chorus:  No. 

Dr.  Wolff:  If  I vote  yes,  does  that  mean  I am 
disapproving  the  basic  science  law? 

Speaker  Andresen:  Yes.  A vote  of  yes  means 
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disapproval  of  Dr.  Gullo’s  resolution  which  favored 
the  basic  science  law  with  certain  restrictions. 
Does  everybody  understand  the  question  now? 
Chorus:  Yes. 

. . . .The  motion  was  put  to  a vote,  and  was  car- 
ried. . . . 

Dr.  Rawls:  I would  like  to  thank  the  members 
of  my  Committee  for  the  time  they  have  spent  and 
for  the  work  they  have  done  here. 

Section  194 

Remarks  of  Dr.  Morris  Fishbein 

Speaker  Andresen:  We  have  an  important 

visitor.  Those  who  are  fortunate  to  have  television 
have  lately  seen  him.  I will  ask  Dr.  Bauer  to  escort 
Dr.  Fishbein  to  the  rostrum. 

. . . Dr.  Louis  H.  Bauer  escorted  Dr.  Morris  Fish- 
bein to  the  rostrum  amid  applause.  . . . 

Dr.  Morris  Fishbein:  Mr.  Speaker  and  mem- 
bers of  the  House  of  Delegates,  I just  told  Dr.  Bauer 
that  I had  thought  previously  that  a certain  western 
state  possessed  most  of  the  orators  of  American 
medicine,  but  I am  convinced  now  that  New  York 
has  them  licked  three  to  one.  The  oratory  on  the 
subject  of  attacks  on  cultists  was  extremely  interest- 
ing to  me  because  I have  spent  some  thirty-five  years 
on  that  particular  problem  with  a certain  amount  of 
success. 

Quite  recently  the  issue  of  chiropractic  has  arisen 
again  more  strongly  than  previously,  the  answer 
being  that  the  Federal  government  through  the  G.I. 
Bill  of  Rights  now  pays  for  the  complete  education  of 
some  thousands  of  chiropractors.  In  the  Davenport 
School  there  are  at  the  present  time  2,500  students, 
almost  the  largest  enrolment  they  have  ever  had,  all 
of  them  with  their  tuition  and  maintenance  paid  by 
the  United  States  government. 

In  Iowa  they  have  a basic  science  law,  and  in  the 
most  recent  examination  in  Iowa  some  hundreds  of 
chiropractors  took  the  basic  science  examination,  and 
I have  reliable  reports  from  people  who  were  present 
that  they  sat  so  closely  together  in  the  crowded  ac- 
commodations available  for  conducting  the  exami- 
nation that  it  turned  out  to  be  relatively  a farce. 
In  fact,  I was  reminded  of  the  story  of  the  football 
player  who  was  trying  to  make  good,  and  he  took  a 
special  examination  along  with  another  student. 
When  the  papers  came  in,  one  of  the  examiners  had 
flunked  the  football  player  and  the  question  was 
raised  as  to  why.  “Well,”  he  said,  “the  first  eight 
questions  that  he  answered  were  absolutely  right  and 
were  exactly  the  same  as  those  of  the  man  who  sat 
next  to  him,  but  the  ninth  answer  was  different.” 
“What  was  the  ninth  answer?” 

“The  man  who  sat  next  to  him  wrote,  ‘don’t 
know,’  and  your  man  wrote,  ‘I  don’t  know  either.’  ” 
{Laughter)  Which  merely  means  that  no  examina- 
tion is  any  better  than  the  administration,  and  no 
basic  science  law  is  any  better  than  the  method  by 
which  it  is  administered  and  the  extent  to  which 
those  who  are  charged  with  administrations  of  the 
law  take  care  of  their  duty. 

I propose  to  talk  tonight  on  medical  science — not 
on  chiropractic,  thank  God — and  I am  convinced 
personally  that  what  we  need  in  the  United  States  is 
even  more  education  of  the  people  of  the  United 
States  as  to  just  what  are  the  differences  between  the 
scientific  practice  of  medicine  and  the  practice  of  a 
variety  of  cultists. 

I am  quite  sure  that  we  will  never  eliminate  cult- 
ism  entirely.  As  I have  said  before  publicly,  there  is 
rising  now  an  illegal  practice  of  medicine  under  the 
guise  of  psychologic  counseling.  There  are  25,000 
people  in  the  United  States  today  practicing  psycho- 


logic counseling,  of  whom  only  3,000  are  qualified. 
These  people  diagnose  and  treat  disease,  and  only  in 
a very  few  states  are  there  anything  even  resembling 
laws  that  can  control  them. 

Incidentally,  all  of  you  are  familiar  with  the  fiasco 
that  took  place  in  the  State  of  Tennessee  when  a 
naturopathic  bill  went  through.  A special  school 
was  opened  in  which  they  educated  2,500  of  them  in  a 
year  and  a half.  They  all  took  the  examination  in 
Tennessee.  They  were  paid  for  it  by  the  United 
States  government,  which  states  that  any  qualified 
school  in  the  state  can  receive  funds  under  the  G.I. 
Bill  of  Rights  for  education,  so  you  see  the  problem 
is  so  broad  and  so  tremendous  that  we  must  rest 
finally  on  that  clause  in  the  Principles  of  Ethics  of 
the  American  Medical  Association  which  says  that  a 
physician  must  calmly  and  fiercely  expose  all  at- 
tempts to  introduce  cultism  and  low-grade  practice 
in  the  care  of  the  sick.  The  battle  is  a never-ending 
one,  but  we  must  carry  it  on. 

Thanks  very  much  I 

Section  195  {See  175) 

Report  of  Reference  Committee  on  Report  of  Plan- 
ning Committee:  Annual  Per  Capita  Assessment 

Speaker  Andresen:  We  have  two  more  reference 
committees  to  report.  We  first  will  hear  from  Dr. 
D’Angelo’s  Reference  Committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies. 

Dr.  Thomas  M.  D’Angelo,  Queens:  Your  Refer- 
ence Committee  is  reporting  on  the  resolution  intro- 
duced by  Dr.  Stephen  R.  Monteith,  from  Rockland 
County,  subject  “Annual  Per  Capita  Assessment,” 
and  I will  read  his  resolution: 

11  Be  It  Hereby  Resolved  by  this  House  of  Dele- 
gates that  the  annual  per  capita  assessment  on 
each  component  county  society  for  the  incoming 
fiscal  year  shall  be  $25.” 

These  are  our  comments:  The  need  for  increased 
expenditures  for  public  relations  and  legislation  is 
self-evident.  Unless  we  spend  more  money  for  our 
public  relations  and  legislative  campaign,  we  may 
not  achieve  the  goal. 

The  individuals  who  appeared  before  our  Com- 
mittee expressed  themselves  as  individuals  and  as 
representatives  of  their  respective  county  societies. 
They  all  agreed  that  an  increase  in  dues  is  desirable, 
but  they  thought  that  this  was  not  the  opportune 
time  to  do  this. 

The  Board  of  Trustees  and  Council  have  not  asked 
for  this  increase.  The  American  Medical  Associa- 
tion has  not  received  the  support  in  this  State  which 
we  anticipated.  Our  own  War  Memorial  Fund  is 
still  far  from  complete.  Numerous  county  societies 
have  recently  raised  their  dues.  These  are  some  of 
the  arguments  against  this  increase  at  this  time. 

The  Committee,  however,  is  mindful  of  the  fact 
that  this  is  not  the  time  to  practice  economy  in  pub- 
lic relations  and  legislative  matters.  It  feels  that 
this  House  of  Delegates  should  express  an  opinion  on 
this  point  and  should  memorialize  the  Council  and 
Trustees  to  appropriate  all  necessary  funds  for  this 
campaign,  even  if  a deficit  develops  at  the  end  of  the 
year.  Then  we  can  raise  our  dues  to  take  care  of  this 
deficit.  We,  therefore,  introduce  a substitute  reso- 
lution : 

“Whereas,  an  increased  appropriation  for  the 
public  relations  and  legislative  campaign  is  at  pres- 
ent desirable;  and 

“Whereas,  the  Council  and  Board  of  Trustees 
have  been  most  diligent  in  guarding  the  funds  of 
our  Society  so  as  to  avoid  a deficit  in  our  budget ; 
therefore  be  it 
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“Resolved,  that  this  House  of  Delegates  me- 
morialize the  Council  and  the  Board  of  Trustees  to 
appropriate  all  necessary  funds  for  a successful 
public  relations  and  legislative  campaign,  even  if 
a deficit  should  develop  at  the  end  of  the  year.” 

I move  the  adoption  of  this  report. 

. . . .The  motion  was  seconded. . . . 

Speaker  Andresen  : Is  there  any  discussion? 
Dr.  James  F.  Rooney,  Trustee:  I did  not  appear 
before  this  Committee.  I think  it  is  rather  unwise 
and  furthermore  that  it  is  unnecessary  to  take  any 
action  in  relation  to  raising  the  dues.  It  was  pro- 
posed purely  in  order  to  secure  enough  money  to 
pay  approximately  $80,000  a year  to  establish  the 
office  of  an  executive  secretary  for  each  district 
branch.  That  was  the  primary  purpose  for  which 
this  motion  was  made. 

So  far  as  concerns  the  expenditures  of  money  for 
this  campaign  that  we  are  carrying  on,  the  Board  of 
Trustees  has  already  acted  in  regard  to  it.  The 
Board  of  Trustees  has  already  acted,  and  will  con- 
tinue to  act  without  the  necessity  of  raising  any  more 
money.  By  the  action  of  the  House  this  proposition 
for  eight  additional  executive  officers  was  not 
adopted,  so  we  will  not  need  money  for  that  purpose 
this  year,  and  we  will  probably  be  able  to  carry  on  the 
additional  activities  in  all  probability  without  any 
gross  deficit  and  without  having  to  touch  our  capital 
investment  funds.  I have  given  you  the  situation, 
and  you  can  vote  on  it  to  suit  your  own  judgment. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  As 
usual,  Rooney  steels  the  thunder.  It  has  been  sug- 
gested that  the  district  branches  organize  and  finance 
their  own  areas.  This  will  work  very  nicely  where 
they  are  already  organized,  but  to  a large  extent  in 
this  State  they  are  not  organized.  It  will  come  too 
little  and  too  late.  There  is  money  in  the  treasury 
which  can  be  used,  and,  as  Dr.  Rooney  has  said,  will 
be  used.  That  is  encouraging.  We  can  use  these 
new  field  officers  to  help  us  in  this  matter  if  permis- 
sion is  given.  There  is  great  need  for  enlightening 
the  rank  and  file  of  the  county  societies  as  to  what  the 
State  Society  should  mean  to  them.  Until  the  rank 
and  file  are  enlightened  you  cannot  expect  anything 
but  apathy.  Unless  you  can  have  the  active  sup- 
port of  the  real  grass  roots,  any  proposition  we  may 
initiate  will  fail.  Ignorance  is  why  the  A.M.A. 
assessment  and  the  War  Memorial  Fund  are  light. 
The  men  don’t  understand  what  it  is  for.  I was 
shocked  a few  minutes  ago  when  even  in  this  House 
of  Delegates  I heard  a man  say  when  Dr.  Hannon 
was  called  upon  to  speak,  “Who  is  Dr.  Hannon?” 
Now  if  the  men  in  this  House  of  Delegates  don’t 
know  who  Dr.  Hannon  is,  what  about  the  rank  and 
file? 

We  are  in  a period  of  crisis.  We  must  not  fail. 
We  cannot  get  something  for  nothing.  You  cannot 
operate  a successful  program  on  a shoestring.  We 
must  have  adequate  funds  regardless  of  where  they 
come  from.  If  you  want  to  win,  give  it  your  sup- 
port; if  you  want  to  fail,  don’t. 

Dr.  D’Angelo:  I would  like  to  answer  Dr. 
Rooney  in  this  respect:  The  Council  and  the  Board 
of  Trustees  have  always  felt  that  they  must  live 
within  their  budget,  and  we  have  commended  and 
applauded  them  for  doing  so.  We  think  that  at 
times  they  would  have  expanded  certain  of  their  ac- 
tivities in  the  legislative  and  public  relations  field 
if  they  had  had  more  funds  to  do  so.  However, 
they  were  reluctant  to  expend  these  funds  if  they 
had  to  show  a deficit  at  the  end  of  the  year.  We  are 
now  asking  this  House  to  ask  the  Board  of  Trustees 
and  the  Council  to  go  ahead  and  do  just  that  thing 
if  they  feel  it  is  necessary,  and  if  there  be  a deficit 


this  House  then  will  be  glad,  and  I am  sure  the  mem- 
bers of  the  component  county  societies  will  be  glad, 
to  make  up  that  deficit. 

Dr.  Samuel  B.  Burk,  New  York:  I may  perhaps 
be  out  of  order,  and  if  I am  I hope  you  will  rule  that 
way.  This  recommendation  has  strings  attached  to 
it.  I am  quite  satisfied  that  our  Board  of  Trustees 
and  our  Council  are  sufficiently  cognizant  of  the  situ- 
ation and  will  take  whatever  steps  are  necessary, 
and  under  those  circumstances  I would  move  that 
this  matter  be  referred  to  the  Council  for  further 
action. 

Dr.  William  H.  Ross,  Trustee:  I second  that 
motion. 

Speaker  Andresen:  Is  there  any  discussion  of 
the  motion  to  refer? 

Dr.  D’Angelo:  What  Dr.  Burk  is  asking  is  ex- 
actly the  same  as  I am  asking.  He  is  referring  this 
matter  to  the  Council  for  study.  This  is  being  re- 
ferred to  the  Council,  of  course,  for  study.  If  they 
see  fit  to  appropriate  more  money  than  the  budgetary 
allowance,  they  can  go  ahead  and  do  it.  If  they 
have  enough  money  in  their  budget  to  carry  on  all 
the  necessary  public  relations  and  legislative  work 
they  will  certainly  not  go  in  the  red.  Dr.  Burk’s 
motion  and  mine  are  exactly  the  same,  and  I think 
that  the  Speaker  may  very  well  rule  that  the  original 
motion  should  take  precedence. 

Speaker  Andresen:  Will  you  withdraw  your 
motion? 

Dr.  Burk:  Under  those  circumstances,  yes,  be- 
cause I thought  there  were  strings  attached  to  it. 

Dr.  Ross:  I will  withdraw  my  second. 

Dr.  Gullo:  What  Dr.  Rooney  said  that  it  is  not 
necessary  to  raise  this  money  because  it  would  not  be 
used  for  the  running  of  the  district  branches  because 
yesterday’s  resolution  that  you  passed  said  that  the 
district  branches  were  to  be  operated  and  paid  for 
by  the  members  of  those  district  branches  is  true. 
However,  as  it  is  necessary  to  have  money,  and  be- 
cause of  the  apathy  that  may  be  present  to  start  off 
with,  while  each  district  branch  who  wishes  to  re- 
main independent  to  operate  as  a district  branch 
should  be  permitted  to  do  so,  in  fact,  I believe  it 
would  resent  dictation  from  our  New  York  office,  it 
would  be  wise  to  have  this  money  as  a grant-in-aid, 
or  whatever  you  want  to  call  it,  to  these  district 
branches.  I move  a substitute  motion  to  the  effect 
that  the  State  Society  give  financial  aid  to  these 
groups  to  start  these  district  branches  going,  and  to 
continue  to  do  that  if  it  is  found  necessary  to  do  it  in 
the  future,  but  that  the  district  branches  are  to  oper- 
ate as  independent  entities  as  they  are  today. 

Speaker  Andresen:  Dr.  Gullo,  the  House  of 
Delegates  yesterday  passed  a resolution  which  prac- 
tically covers  what  you  say,  isn’t  that  so? 

Dr.  Rooney:  A point  of  order — 

Speaker  Andresen:  So  I would  rule  that  motion 
out  of  order. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  carried. . . . 

Section  196  ( See  148) 

Report  of  Reference  Committee  on  Report  of  Coun- 
cil, Parti:  General  Practitioner — Section;  Training 

Dr.  Scott  Lord  Smith,  Dutchess:  Your  Reference 
Committee  on  Report  of  Council,  Part  I,  has  a reso- 
lution which  was  referred  to  it  by  Dr.  J.  J.  Zimring, 
of  Nassau  County. 

( Resolution  given  in  f ull — Section  148) 

Your  Reference  Committee  is  in  most  heart y 
accord  with  the  spirit,  intent,  and  proposals  carried 
in  this  resolution,  and  recommends  its  approval  by 
the  House  of  Delegates. 
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If  it  is  within  its  province,  your  Committee  would 
like  to  suggest  that  steps  be  taken  to  form  a Section 
on  General  Practice  in  the  Medical  Society  of  the 
State  of  New  York,  following  the  precedent  of  the 
American  Medical  Association,  and  that  this  sug- 
gestion be  referred  to  the  Council  for  consideration. 

I move  the  acceptance  of  this  report. 

Speaker  Andresen:  That  final  clause  is  simply 
a suggestion  to  the  Council.  A new  section  can 
only  be  formed  I believe  on  the  recommendation  of 
the  Council,  so  this  being  merely  a suggestion  is  per- 
fectly all  right.  * 

Dr.  Smith:  Yes. 

. . . .The  motion  was  seconded,  and  as  there  was  no 
discussion,  was  put  to  a vote,  and  was  unanimously 
carried.  . . . 

Section  197 

Reappointment  of  Planning  Committee  for  Medical 
Policies 

Speaker  Andresen:  I wish  to  make  an  an- 
nouncement that  the  Planning  Committee  which 
served  us  so  well  in  the  past  year,  and  which  has 
been  ordered  to  function  again  this  year,  shall  con- 
sist of  the  same  members  as  last  year. 

Section  198 

Editing  of  Minutes 

Dr.  James  F.  Rooney,  Trustee:  If  I am  in  order, 
I should  like  to  make  a motion  that  is  most  essential, 
and  that  is  that  the  president  and  the  secretary  be 
given  authority  to  edit  the  minutes  of  this  meeting, 
and  that  said  editing  is  merely  to  make  good  English 
out  of  poor  English  and  will  in  no  way  change  the 
language  or  the  intent  of  any  of  the  motions.  It  is 
merely  to  facilitate  the  proper  recording  of  the  pro- 
ceedings. 

Dr.  Clarence  G.  Bandler,  New  York:  I second 
that  motion. 

Dr.  Ezra  A.  Wolff,  Queens:  May  I point  out 
that  it  is  the  prerogative  of  the  secretary  at  all  times 
to  do  that.  I don’t  feel  we  need  a motion.  I am 
quite  sure  our  secretary  can  do  so  without  our 
prompting. 

Dr.  Rooney:  It  is  too  small  to  argue  about,  but 
as  a matter  of  fact  that  is  not  the  function  of  the 
secretary,  and  never  has  been  in  this  House.  It  has 
always  required  a motion  in  order  that  the  House 
might  feel  certain  that  the  limitation  of  that  power  of 


editing  was  embodied  in  the  motion  of  the  House, 
and  that  is  why  I make  it. 

. . . .The  question  was  called,  and  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. . . . 

Section  199 

Announcements 

Speaker  Andresen:  I wish  also  to  announce  the 
Workmen’s  Compensation  Conference  which  is  to 
take  place  at  2:30  in  the  Chinese  Room  on  the 
mezzanine. 

I would  also  ask  you  again  to  purchase  dinner 
tickets,  and  to  call  your  attention  again  to  the  urgent 
need  of  your  going  up  to  the  seventeenth  floor  to 
satisfy  those  technical  exhibitors. 

Is  there  any  further  business  to  come  before  the 
House?  If  not,  I wish  to  say  that  whatever  success 
we  have  had  in  this  meeting  I want  to  give  credit  for 
the  efficient  help  of  our  secretary,  Dr.  Anderton,  and 
our  assistant  secretary,  Dr.  Frey,  Miss  Dougherty, 
Mrs.  Grimm,  and  the  other  members  of  the  staff, 
not  only  during  the  past  few  days  but  throughout 
the  year  when  we  were  planning  for  this  meeting. 

The  Council  meets  at  two  o’clock  on  the  eighteenth 
floor  in  the  Erie  County  Medical  Society’s  rooms. 

Dr.  Burk:  May  I ask  that  there  also  be  included 
the  group  in  Buffalo  who  helped  us,  so  that  we  did 
not  have  to  travel  all  the  way  down  to  the  audi- 
torium. 

Speaker  Andresen:  Those  motions  have  already 
been  made  earlier  this  morning. 

Section  200 

Vote  of  Thanks  and  Appreciation  to  the  Speaker 

Dr.  James  F.  Rooney,  Trustee:  I should  like  to  be 
allowed  the  honor  and  the  privilege  of  moving  that 
this  House  extend  our  thanks  and  appreciation  and 
admiration  for  the  manifestly  admirable  way  in 
which  the  sessions  of  this  House  have  been  con- 
ducted by  our  Speaker,  and  I so  move. 

. . . .The  delegates  arose  and  applauded.  . . . 

Secretary  Anderton:  That  motion  was  carried 
by  a rising  vote. 

Speaker  Andresen:  Thank  you  very  much!  It 
has  been  a pleasure  to  preside  over  your  delibera- 
tions even  though  it  has  been  very  exhausting. 

If  there  is  no  further  business  to  come  before  the 
House,  the  House  is  adjourned  until  next  year. 

. . . .At  1:05  p.m.,  an  adjournment  was  taken,  sine 
die.  . . . 
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IT  CAN  BE  DONE 
. . . but  don’t  try  it! 


Sometimes  it’s  possible  to  break  all  the 
rules — and  get  away  with  it. 

The  famous  Tower  of  Pisa,  for  instance, 
has  successfully  defied  both  sound  engi- 
neering practice  and  the  law  of  gravity  for 
over  800  years. 

But  for  most  of  us,  most  of  the  time,  the 
rules  hold. 

That  is  particularly  true  when  it  comes 
to  saving  money. 

The  first  rule  of  successful  saving  is 
regularity  . . . salting  away  part  of  every 
pay  check,  month  after  month. 

Once  in  a blue  moon,  of  course,  you’]] 
come  across  someone  who  can  break  that 
rule  and  get  away  with  it.  But  the  fact  is 
that  most  of  us  cannot. 

For  most  of  us,  the  one  and  only  way  to 
accumulate  a decent-size  nest  egg  for  the 
future  and  for  emergencies  is  through  reg- 
ular, automatic  saving. 

In  all  history  there’s  never  been  an 
easier,  surer,  more  profitable  way  to  save 
regularly  than  the  U.  S.  Savings  Bond  way. 

Those  of  us  on  a payroll  are  eligible  to 
use  the  wonderful  Payroll  Savings  Plan. 
The  rest  of  us  can  use  the  equally  wonder- 
ful Bond-A-Month  Plan  through  our  local 
bank. 

Use  whichever  is  best  for  you.  But — use 
one  of  them! 

AUTOMATIC  SAVING 
IS  SURE  SAVING  — 

U.  S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  Service. 


Natural  vitamins  A and  D . . . daily,  for  about  a penny:  In 
“drop-dosage”  for  infants  or  pleasantly-flavored  Tablets  for  the  older 
child.  Vitamin  D wholly  derived  from  cod  liver  oil,  vitamin  A adjusted 


and  standardized  with  fish  liver  oils.  White  Laboratories,  Inc. 


'Thule*  Cod  Liver  Oil  Concentrate  liquid  tablets 
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y^uinine 

is  again  available  in  ample  supply 


All  government  restrictions  on  the  use  of  quinine  in 
general  practice  have  been  removed. 

The  clinical  effectiveness  of  quinine,  coupled  with  its  almost 
complete  absence  of  toxicity,  strongly  recommend  it  in  the 
treatment  of  malaria. 


You  may  again  also  prescribe  quinine  whenever  its  use  is  indicated,  as  in: 


minor  surgery 
hemorrhoids 
obstetrics 
varicose  veins 


influenza 

myotonia 

anemia  (with  iron) 
hydrocele 


trachoma 

You  may  also  prescribe  quinidine  whenever  its  use  is  indicated,  as  in: 
auricular  fibrillation  ventricular  tachycardia 


Cinchona  Products  I nstitute,  \?ic 10  Rockefeller  Plaza,  N.  Y.  20 

Quinine  . . . the  NATURAL  Remedy  for  Malaria 

Publications  and  abstracts  on  the  uses  of  cinchona  alkaloids  are  available  on 
request.  Please  state  your  special  interests  in  requesting  information.  Publi- 
cations of  the  Cinchona  Products  Institute,  Inc.  of  general  interest  include: 

The  Technique  of  Blood  Examination  in  Malaria  (with  5 colored  illustra- 
tions of  malaria  plasmodia) 

Quinine  Formulary(rc\\stA  edition)  Quinine  and Ouinidine  in  General  Practice 


30-DAY  TEST  REVEALED 

“Not  one  single  case  of 
throat  irritation  due  to 


smoking  CAMELS!  ” 


Yes,  that’s  what  throat 
specialists  reported  after 
making  weekly  examina- 
tions of  the  throats  of 
hundreds  of  men  and 
women  from  coast  to 
coast  who  smoked  Camels, 
and  only  Camels,  for  30 
consecutive  days. 


According  to  a Nationwide  survey: 


R.  J.  Reynolds 
Tobacco  Co.. 
Winston-Salem. 
N.  C. 


More  Doctors  Smoke  CAMELS 


than  any  other  cigarette 

Doctors  smoke  for  pleasure,  too!  When  three  leading  independent  research  organizations 
asked  113,597  doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel! 
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The  national  total  of  undiagnosed  or  "unknown"  diabetics  may  run  from  a million  to 
two  or  even  three.1*  Modem  treatment,  when  promptly  initiated,  can  do  much  to 
prevent  metabolic  decompensation  and  to  minimize  diabetic  complications.  There- 
fore, the  clinical  revealment  of  diabetes,  mellitus  at  an  early  stage  is  essential. 


Thus,  "all  patients  who  present  themselves  to  the  physician  for  an  examination  should 
have  a routine  urine  examination.”3  In  this  phase  of  practice,  the  advantages  of 
Clinitest ® tablets  for  urine-sugar  analysis  are  considerable. 


Clinitest  is  dependably  accurate,  yet  it  takes  only  a few  seconds  to  perform.  The  test 
is  simple  — no  external  heat  need  be  applied;  interpretation  is  by  direct  color  com- 
parison. Clinitest  is  convenient  both  for  the  doctor's  office  routine  and  for  the  diabetic 
patient’s  prescribed  sugar-level  checkups. 

(1)  Joslin,  E.  P.:  Postgraduate  Med.  4:302  (Oct.)  1948.  (2)  Kemper.  C.  F.:  Rocky  Mountain  M.  J.  45:1092 
(Dec.)  1948.  (3)  Pollack.  H.:  New  York  Med.  4:15  (Dec.  5)  1948. 
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INTERNATIONAL  SURGICAL  ASSEMBLY 

United  States  Chapter,  International  College  of  Surgeons 
Atlantic  City,  New  Jersey — November  7,  8,  9,  10,  11,  12,  1949 

President,  Dr.  Custis  Lee  Hall,  Washington,  D.  C.;  President-Elect,  Dr.  Henry  W.  Meyerding,  Rochester,  Minn.;  Secretary, 
Dr.  Arnold  S.  Jackson,  Madison,  Wis.;  Chairman  of  Assembly,  Dr.  David  B.  Allman,  Atlantic  City,  N.  J. 

All  medical  men  interested  in  surgery  and  its  advancement  are  welcome 
Intensive  clinical  and  didactic  program  by  World  Authorities 
Special  Surgical  Clinics — Philadelphia  Hospitals — November  7 

Special  Events  • Convocation — November  10 — Convention  Hall,  Atlantic  City 
• Banquet  - — November  11 — Chalfonte  Hotel,  Atlantic  City 
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Hotel  Headquarters,  Haddon  Hall,  Atlantic  City — For  Hotel  reservations  write  E.  D.  Parrish, 

Haddon  Hall,  Atlantic  City,  N.  J. 


Every  doctor  of  medicine  who  uses  surgery  in  his  practice  will  find  this  meeting  of  great  value.  A program  will  be  mailed 
upon  request  to  Secretary  Arnold  S.  Jackson,  M.D.,  1516  Lake  Shore  Dr.,  Chicago,  111. 
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The  brilliant  English  poet,  Lord  Byron,  who  had  many  mild  convulsive 
attacks  during  his  short  life,  is  an  outstanding  example  of  the  fact  that 
epilepsy  need  not  cloud  a man's  mentality. 


Comparative  studies  have  shown  that  in  some  cases  better  control  of  grand  mal  as  well  as  petit 
mal  seizures  can  be  obtained  with  Mebaral  than  with  corresponding  doses  of  other  antiepileptic 
drugs.  Mebaral  produces  tranquillity  with  little  or  no  drowsiness.  It  is  particularly  desirable  not 
only  in  epilepsy  but  also  in  the  management  of  anxiety  states  and  other  neuroses.  The  fact  that 
Mebaral  is  almost  tasteless  simplifies  its  administration  to  children.  Average  dose  for  children  Vi 
to  3 grains,  adults  3 to  6 grains  daily.  Tablets  Vi,  1 Vi  and  3 grains. 


MEBARAL*' 

Brand  of  Mephobarbital 

L_ A 

*•* 

New  York  13; N.  Y.  Windsor , Ont. 


!> 
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Mebaral,  trademark  re g.  U.  S.  & Canada 
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NO  MATTER  WHO 

Regardless  of  the  patient’s  age 
or  occupation,  Calmitol  affords 
swift,  sustained  and  SAFE  con- 
trol of  itching. 


NO  MATTER  WHY 

Regardless  of  etiology, 
Calmitol  checks  the  pru- 
ritic impulse  at  its  point 
of  origin  in  skin  receptors 
and  nerve  endings. 


NO  MATTER  WHERE 

Regardless  of  site,  Calmitol  af- 
fords sustained  relief  because  its 
ointment  base  clings  intimately 
to  the  affected  area. 


IT  DOES  MATTER  WHAT 

is  used  to  control  itching 
A routine  comment  on  calamine  is  that  it 
“just  doesn’t  work”.  As  for  phenol,  cocaine 
and  their  derivatives,  the  dangers  of  ap- 
plication are  painfully  manifest.  Efficacy 
and  safety  are  well  combined  in  Calmitol; 
its  active  ingredients,  camphorated  chlo- 
ral, hvoscyamine  oleate  and  menthol,  con- 
trol itching  promptly  without  risk  of 
“therapeutic”  kickback. 


CALMITOL 

for  relief  from  pruritus 


iss  east  44th  st.,  new  york  it,  n.  y. 
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SPECIFIC  DESENSITIZATION  is  the  aim  in 


Ragweed  Pollinosis.. 


The  antihistaminic  drugs  "do  not 
replace  the  more  lasting  benefit 
obtainable  by  successful  specific  . . . 
desensitization." 

Feinberg,  S.  HI.:  Postgrad.  Med.  3:  92  (194S). 


“Apparently,  desensitization  treatment  is  still  the  method 
of  choice,  and  the  antihistaminic  drugs  cannot  be  con- 
sidered as  substitutes." 

Levin,  l.;  Kelly,  J.  F.,  and  Schwartz,  E.: 
New  York  State  J.  Med.  43:  1474  (1948). 

The  antihistaminic  drugs  “are  valuable  additions  to  our 
armamentarium,  but  do  not . . . supplant  the  specific  de- 
sensitizing injections."  _ _ . . 

Brown,  G.  T.:  M.  Ann.  District  of 
Columbia  16:675  (1947). 


Pollen  desensitization  "still  remains 
the  treatment  of  choice  in  hay  fever.” 
Rosen,  F.  L:  J.  M.  Soc. 

New  Jersey  45:  390  (1948). 


DIAGNOSTIC  AND  TREATMENT  SETS 

State  Pollen  Diagnostic  Sets  ($7.50):  Dry  pollen 
allergens  selected  according  to  state;  1 vial  house- 
dust  allergen.  Material  for  30  tests  in  each  vial. 

Stock  Treatment  Sets  ($7.50):  Each  consisting  of 
a series  of  dilutions  of  pollen  extracts  for  hypo- 
sensitization, with  accompanying  dosage  schedule. 
Single  pollens  or  a choice  of  21  different  mixtures. 
Five  3-cc.  vials  in  each  set— 1:10,000,  1:5,000, 
1:1,000,  1:500,  and  1:100  concentrations. 

Special  Mixture  Treatment  Sets  ($10.00) 
Mixtures  of  pollen  extracts  specially  prepared  accord- 
ing to  the  patient's  individual  sensitivities.  Ten  days' 
processing  time  required. 

Arlington  offers  a full  line  of  potent,  carefully  pre- 
pared, and  properly  preserved  allergenic  extracts 
for  diagnosis  and  treatment— pollens,  foods,  epi- 
dermals,  fungi,  and  incidentals. 

literature  to  physicians  on  request. 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1,  NEW  YORK 


2104 


support  for  the 
carbohydrate  cornerstone 

TAKA- COM  BEX 


KAPSEALS 


Whenever  caloric  needs  are  heightened 

—by  illness,  during  convalescence,  in  preg- 
nancy and  lactation  — carbohydrates  form 
a cornerstone  of  diet.  In  order  to  bring  about 
absorption  and  utilization  of  carbohydrates, 
enzyme  and  vitamin  systems  must  function 
at  maximum  efficiency.  Serving  in  the  dual 
role  of  starch  digestant  and  vitamin  concen- 
trate, KAPSEALS  TAKA-COMBEX  bring  to 
nutritive  treatment  greater  assurance  that 
carbohydrates  will  be  adequately  digested 
and  metabolized. 


Taka-Combex  provides  in  each  Kapseal: 


Taka-Diastase®  2Vi  gr. 

Vitamin  B,  10  mg. 

Vitamin  B 10  mg. 

Vitamin  Bo 0.5  mg. 

Pantothenic  acid  ( as  the  sodium  salt)...  3 mg. 

Nicotinamide  10  mg. 

Vitamin  C 30  mg. 


plus  other  components  of  the  vitamin  B complex  derived  from  liver. 
Available  in  bottles  of  100  and  1000. 
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for  the  successful  treatment^of . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing,  Modernized  Form  of  Burow’s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  _ ...... 

Dome  paste  bandage  is  a flesh  colored.  A"  x 10  yd.  gauze  bandage  impregnated  with  a modified  ''Unna's  Formula”  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna's  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 
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1. 

2. 

3. 

4. 

5. 

6. 


7. 


HIGH  IN  PROTEIN— 19%— as  a result,  a single  ounce  of  Cerevim  'Up  provides  5%  grams 
of  protein-plus: 


THIAMINE-0.6  mg.  per  ounce  of  Cerevim  'WP  "The  cumulative  effects  throughout  a 
lifetime...  (of  thiamine )... may  spell  the  difference  between  alert,  successful 
living  and  a marginal  effectiveness. ,u-plus: 


NIACINAMIDE-6.0  mg.  per  ounce  of  Cerevim  in  accord  with  The  National  Research 
Council's  recommended  allowance2-since  "Nicotinic  acid  is  found  in  natural  foods 
only  in  limited  amounts."3-plus : 


RIBOFLAVIN-0.9  mg.  per  ounce  of  Cerevim  vjgp  for  this  factor  is  directly  related  to 
growth4  and  is  "essential  to  the  defense  powers  of  the  organism"5-plus: 

CALCIUM-300  mg.  per  ounce  of  Cerevim  IS?'  thus  supplying  8 times  the  calcium  in  a 
fluid  ounce  of  milk-plus: 

IRON-7.5  mg.  per  ounce  of  Cerevim  dp?'  since  "a  child's  increasing  need  for  iron 
cannot  safely  be  left  to  chance. "6-plus: 

COPPER-0.3  mg.  per  ounce  of  Cerevim  in  the  1:25  ratio  which  Elvehjem,  et  al.7 
and  Cason8  found  particularly  effective  in  raising  hemoglobin  levels  in  infancy. 


With  such  natural  foods  of  high  biologic  value  as: 


8.  WHOLE  WHEAT  MEAL  9.  OATMEAL  10.  CORN  MEAL  11.  NON-FAT  MILK  SOLIDS  12.  BARLEY 
13.  WHEAT  GERM  14.  BREWERS'  DRIED  YEAST  15.  MALT 


Leading  to  such  benefits  as  the  literature9  reports: 

16.  "increase  in  urinary  output  of  riboflavin"  17.  "improvement  in  pediatricians' 
scores"  18.  "improvement  in  skeletal  maturity"  19.  "improvement  in  skeletal 
mineralization"  20.  "retardation  of  increase  in  dental  caries"  21.  "recession 
of  corneal  vascularization"  22.  "improvement  in  the  condition  of  the  gums" 


23.  Better  Bowel  Function10 


24.  PALATABILITY- Cerevim 
infants  and  children. 


makes  all  the  above  acceptable  as  well  as  available  to 


in  all— 24  good  reasons 
why  CEREVIM  • is 


a first  among  first  foods 

a pre-cooked  cereal  for  professional  specification  now 
produced  exclusively  at  the  M & R Dietetic  Laboratories 
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Gov’t  Printing  Of  f ice,  Supt.  of  Documents.  Wash- 
ington, D.  C.,  1939,  p.  203. 

(7)  Elvehjem,  C.  A.;  Siemers,  A.,  and  Mendenhall, 
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(8)  Cason,  J.  F. : J.  Pediat.  4_:  614  (May)  1934. 
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(10)  Joslin,  C.  L.,  and  Helms,  S.  T.:  Arch.  Pediat. 
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THE  INDICATION 

DICTATES  THE  CHOICE  OF  MEDICATION 


Glycerol  (Doho)  by  Exclusive 
Specific  Gravity-and  is 


Process  has  the  Highest  Obtainable 
Virtually  Free  of  Water,  Alcohol  and  Acids 


IN  ACUTE  OTITIS  MEDIA 
REMOVAL  OF  IMPACTED  CERUMEN 


CHRONIC  SUPPURATIVE 
OTITIS  MEDIA,  FURUNCULOSIS 
AND  AURAL  DERMATOMYCOSIS 


AS  AN  ADJUNCT  TO  SYSTEMIC  ANTI- 


USE 


INFECTIVE  THERAPY,  AS  PENICILLIN,  ETC. 


O-TOS-MO-SAN 


CONTAGIOUS  DISEASE  EAR  INVOLVEMENTS 


^O^u^a^aH 

. . . because  its  potent  decongestant,  de- 
hydrating and  analgesic  action  provides 
quick,  efficient  relief  of  pain  and  inflam- 
mation in  any  intact  drum  involvement. 


. . . a potent  chemical  combination  (not  a 
mere  mixture),  combining  Sulfathiazole 
and  Urea  in  AURALGAN  Glycerol  (DOHO) 
Base— because  it  exerts  a powerful  solvent 
action  on-  protein  matter,  liquefies  and 
dissolves  exuberant  granulation  tissue, 
cleanses  and  deodorizes,  and  tends  to  ex- 
hilarate normal  tissue  healing  in  the  effec- 
tive control  of  chronic  suppurative  otitis 


FORMULA: 

Glycerol  (DOHO) 17.90  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine 0.81  GRAMS 

Benzocaine 0.21  GRAMS 


media. 

FORMULA: 

Urea 

2.0  GRAMS 

Sulfathiazole 

1.6  GRAMS 

Glycerol  (DOHO)  Base ... 

16.4  GRAMS 

Literature  and  samples  sent  to  physicians  on  request. 


DOHO  CHEMICAL  COR  P.- Makers  of  AURALGAN  and  O-TOS-MO-SAN  NEW  YORK  13 
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Your  local  pharmacy 
stocks  Neo-Antergan  Maleate 
in  25  mg.  and  50  mg.  tablets, 
supplied  in  packages  of  1 00  and  1 ,000. 


IN  HAY  FEVER 


HIGH 

Antihistaminic 

Potency 

HIGH 

Index  of  Safety 


High  antihistaminic  potency,  com- 
bined with  a high  index  of  safety  and  a 
relatively  low  incidence  of  side  effects, 
recommend  Neo-Antergan*  for  prompt, 
safe,  symptomatic  relief  in  hay  fever 
and  other  allergic  manifestations. 

In  a recent  clinical  study1  in  which 
several  leading  antihistaminic  com- 
pounds were  employed,  Neo-Antergan 
was  found  to  have  little  or  no  sedative 
effect  in  the  majority  of  patients,  and 
became  the  favorite  medication  of  am- 
bulatory patients  who  were  treated  with 
more  than  one  antihistaminic  agent. 

*Neo-Antergan  is  the  registered  trade-mark  of 
Merck  & Co.,  Inc.  for  its  brand  of  pyranisamine. 

1.  Brewster,  J.  M.,  U.  S.  Naval  Med.  Bull.  49:  1-11, 
January-February  1949. 


\ 


MALEATE 

(Brand  of  Pyrani&annine  Maleate) 

(N-p-methoxybenzyl-N'.N'-dimethyl-N'O-pyridyjethyfenediamme  maleate) 


COUNCIL 


ACCEPTED 


MERCK  & CO.,  Inc. 


RAHWAY,  N.  J. 
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if  she  is  one  of  your  patients 


...She  depends  on  your  help  for  a speedy  return  to  gainful  occupation 
Women  seeking  employment  who  are  nervous,  apprehensive  and 
generally  distressed  by  symptoms  of  the  climacteric,  may  find  it  difficult 
to  meet  competition.  " Premarin " offers  a solution.  A/lany  thousand 
physicians  prescribe  this  naturally-occurring,  oral  estrogen  because... 


7 . Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  tends  to  quickly 
restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus”  (the  sense  of  well-being  enjoyed  by  the  patient) 

is  conducive  to  a highly  satisfactory  patient-doctor  relationship. 

5.  Four  potencies  provide  flexibility  of  dosage:  2.5  mg.,  1 .25  mg., 
0.625  mg.  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sulfate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  estro- 
gens...  estradiol,  equilin,  equilenin,  hippulin 
...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


ESTROGENIC  [SUBSTANCES  (WATER-SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 

4911 
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GOOD 


EATING 


HABITS 


should  start  in  Infancy 

Feed  your  baby  from  the  beginning  with  foods  which 
have  appealing  taste  and  meal  time  will  be  a happy  time. 
A baby  digests  his  food  more  easily  when  he  enjoys  it— 
gets  the  most  benefit  from  it— and  Beech-Nut  makes 
food  with  flavor  that  babies  enjoy. 


Babies  love  them— thrive  on  them 


Beech-Nut! 


A complete  line . . . 

to  meet  the  normal 
dietary  needs  of  babies. 

PACKED  IN  GLASS 


Beech-Nut  high  standards  of  production 
and  ALL  ADVERTISING  have 
been  accepted  by  the  Council 
on  Foods  and  Nutrition  of 
the  American  Medical 
Association. 


oi* 


: 


delayed  diagnosis 

is  enemy  number  one  of 

DIABETICS 

A million  or  more  diabetics  are  undetected  and  untreated.!  But  only  about 

55,000  new  eases  are  being  discovered  each  year  in  the  course  of  insurance 
examinations  and  routine  checkups.  Early  diagnosis  and  prompt  treatment 
give  the  physician  his  best  opportunity  to  ameliorate  the  disease 
and  to  avert  or  delay  its  complications. 

An  urgent  problem 

How  shall  the  unknown  diabetic  be  detected  and  directed  to  the 
doctor’s  office  for  diagnosis  and  proper  treatment? 

An  important  answer 

AMES  Self  tester' 

a quick  home  screening  test  that  brings 
those  with  glycosuria  to  you  for  diagnosis 

The  Ames  Selftester  for  detection  of  sugar  in  urine  is  approved 
by  the  Council  of  the  American  Diabetes  Association.  It  is  a 
simple,  reliable  screening  test  to  establish  the  presence  or 
absence  of  urine-sugar  and  “refer”  those  with  glycosuria 
to  you  for  diagnosis. 

The  directions  state: 

1.  The  Selftester  does  not  diagnose  diabetes  or  any  other  disease.  Its  Bj 

sole  function  is  the  detection  of  sugar  (glucose)  or  sugar-like  substances.  W 

2.  If  reaction  is  positive,  see  your  doctor  at  once.  Sugar  in  your  urine 
does  not  necessarily  mean  you  have  diabetes  (nor  does  a negative  result  def-  W 
initely  exclude  the  presence  of  disease).  But  only  your  doctor,  by  medical  exam-  I 

^^ratior^cindJ>]M3dclitionaMahwator^ests^can^te^ 

t Wilkerson,  H.  L.  C.  and  Krall.  L.  P.:  Diabetes  in  a New  England  Town, 

Journal  of  the  American  Medical  Association,  135:209  (Sept.  27)  1947. 


•Ames  Selftester — TRADE.  MARK 


EFFECTIVE  Salivary  Levels 


Effect  on  Salivary  Suspensions  of  Streptococcus  Hemolyti- 
cus  and  Staphylococcus  Aureus,  Resulting  from  One-Half 
Hour’s  Exposure  to  Various  Concentrations  of  Tyrothricin. 

120 


Range  of  Salivary 
Concentrations 
provided  by  one 
Lozille  for 
approximately 
one-half  hour,  used 
as  recommended. 
Each  Lozille 
contains  2 mg. 
of  tyrothricin; 


m 

*85: 


STAPHYLOCOCCUS 
AUREUS 
—range  necessary 
for  slight  to 
marked 
inhibition. 


STREPTOCOCCUS 
HEMOLYTICUS 
— range  necessary 

40  If  I for  marked  to 

complete 
inhibition. 


m 


MICROGRAMS 
PER  CC. 


of  Tyrothricin 

in  Acute  Oropharyngeal  Infections 


EFFECTIVE  SALIVARY  LEVEL 

When  used  as  recommended,  one  Lozille — containing  2 mg.  of  tyrothricin — 
maintains  for  approximately  one-half  hour  salivary  tyrothricin  levels 
as  shown  in  accompanying  chart. 

POTENT  ANTIBIOTIC  ACTION 

The  sustained  salivary  concentrations  provided  hy  Lozilles  are  required 
to  insure  broad  and  effective  anti-bacterial  action  against  gram-positive 
organisms  responsible  for  acute  oropharyngeal  infections  and  to 
offset  tyrothricin -inhibiting  effect  of  saliva. 

NON -TOXIC,  NON-SENSITIZING 

Tyrothricin,  unlike  topical  penicillin,  is  remarkable  for  its 
lack  of  local  toxicity. 

PROMPT,  LONG-LASTING  ANALGESIA 

Propesin,  a non-toxic,  non-irritating  local  analgesic  agent  brings  effective  and 
prolonged  relief  to  irritated  or  inflamed  mucosal  surfaces. 

PALATABLE 

Pleasant -tasting,  Lozilles’  mild  citrus  flavor  assures  patient 
cooperation  at  all  ages. 

Lomus' 

(L  AH-ZEELS) 

TYROTHRICIN-PROPESIN  LOZENGES 

Each  Lozille  contains  2 mg.  of  tyrothricin  and 
2 mg.  of  propesin.  Supplied  in  vials  of  15  Lozilles. 


WHITE  LABORATORIES,  INC. 

Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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the  important 
VITAMINS  in  the 
nutritional  orbit 
. . . in  potent,  balanced 
economical,  easy-to-take 
N\^apsules 


Rich  or  poor,  young  or  old,  farmer  or 
city  dweller,  people  of  above-average 
intelligence,  even  physicians— the  diet 

of  every  strata  of  the  U.  S.  population  has  been 
weighed  in  the  nutritional  balance  and  found 

wanting  in  health-essential  vitamins. 
Deficiencies  are  almost  always  multiple.1 

MORE  VIGOROUS  HEALTH  may  be  derived  by  patients 
with  vitamin-poor  menus,  by  fortifying  their  diets 
once  daily  with... 


ONE  SMALL 

OCTAPLEX 

CAPSULE 


Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Ascorbic  Acid  (Vitamin  C) 50  mg. 

Thiamine  HCI  (Vitamin  Bi) 3 mg. 

Riboflavin  (Vitamin  Ba) 3 mg. 

Pyridoxine  HCI  (Vitamin  B0)..  0.5  mg. 

Calcium  Pantothenate 5 mg. 

Niacinamide  20  mg. 


So  easy  to  take  youngsters  swallow  them  readily—  so  high  in 
potency  and  easy  on  the  purse,  patient  appreciate  their  economy. 
• BOTTLES  OF  100  CAPSULES 


SAMPLE  OF 


OCTAPLEX 


CAPSULES  UPON  REQUEST 


1.  Bulletin  National 
Research  Council,  Nov.  1943. 


AMERICAN  PHARMACEUTICAL  COMPANY 


MANUFACTURING  CHEMISTS 


NEW  YORK  18,  N.  Y. 


with  unique 


Irically  soluble  outer  shell 
'aint  pepsin;  enlerically 
’ed  core  contains 
creatin  and  bile  salts.  / 


By  the  development  of  an  entirely  new  type  of  coated  tablet,  consisting 
of  a gastrically  soluble  outer  shell  containing  pepsin,  and  an 
enterically  coated  core  containing  pancreatin  and  bile  salts— Robins  (with  their 
new  product  Entozyme)  now  makes  it  possible  to  release  these  three 
important  digestants  in  fully  active  form  to  that  part  of  the 
gastrointestinal  tract  where  pH  conditions  for  optimum  activity  prevail. 
Clinical  research1  indicates  that  Entozyme's  greatest  field  of  usefulness  is  in  chronic 
cholecystitis,  post-cholecystectomy  syndrome,  subtotal  gastrectomy,  infectious 
hepatitis,  pancreatitis  and  chronic  dyspepsia— where  its  unique  selective  therapy  restores 
more  nearly  physiological  conditions  in  the  gastrointestinal  tract.  It  is  also  highly 
effective  in  nausea,  anorexia,  belching,  flatulence  and  pyrosis.  In  peptic  ulcer 
patients,  too,  pancreatin-pepsin  therapy  has  produced  excellent  results.2 

Each  specially  constructed  tablet  contains  Pancreatin,  U.S.P.,  300  mg.; 
Pepsin,  N.F.,  250  mg.;  Bile  Salts,  150  mg. 

1 or  2 tablets  after  each  meal,  or  as  directed  by  physician, 
without  crushing  or  chewing 

Battles  of  25  and  100. 

1.  McGavack,  T H and  Klotl,  S.  0..  Bull,  flower  Fifth  Avt.  Hosp.,  9:61,  1946. 
2.  Weissberg,  J.,  McGavack,  T H.  and  Boyd,  Linn  d.j  Am.  J.  Digest.  Dis.,  15:332,  1948. 

A coined  word  to  describe  the  unique  mechanical  action  of  Entoiyme  Tablet—  whereby  pepsin  if 
roloatod  only  in  the  stomach,  and  poncroatin  and  bile  tallt  only  in  the  email  intestine. 

A.  H.  ROBINS  COMPANY,  INC  . • RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1 878 
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at  the  G-l  level 
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With  so  many  arthritics  exhibiting 
evidences  of  constipation  and 
hypofunction  of  the  gallbladder, 
liver  and  kidneys  — it  is  today 
generally  conceded  that  "proper 
handling  of  the  gastro-intestinal  tract 
. . . may  in  some  cases  be  the  most 
important  factor  in  successful 
management."*  The  Occy-Crystine 
formula  is  frequently  used  with 
benefit  — to  provide  effective, 
non-irritant  cathartic  and  cholagogic 
action;  it  is  also  sulfur-bearing. 

Composition:  Occy-Crystine  is  a 
hypertonic  solution  of  pH  8.4,  made  up 
of  the  following  active  ingredients— 
sodium  thiosulfate  and  magnesium  sulfate, 
to  which  the  sulfates  of  potassium 
and  calcium  are  added  in  small  amounts, 
contributing  to  the  maintenance  of  solubility. 

*Nuzum,  F.  R.:  In  Diseases  of  the  Digestive  System, 
ed.  by  S.  A.  Portis,  Lea  & Febiger,  1944. 

OCCY-CRYSTINE  LABORATORY 

Salisbury,  Connecticut 

occy- 
cry  stine 

the  sulfur-bearing  saline  eliminant 
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E.  R.  SQUIBB  & SONS  74  5 FIFTH  AFENUE,  N E IF  YORK  22,  NEW  YORK 


Dear  Doctor: 

Some  so-called  "therapeutic"  mixed  vitamin  formulas 
contain  only  maintenance  dosages.  Some  include  vita- 
mins for  which  there  is  no  established  need  in  man. 

When  we  named  THERAPEUTIC  FORMULA  Vitamin  Capsules  SQUIBB  four  years 
ago,  we  wished  to  emphasize  that  they  represented  a new  concept  in 
mixed  vitamin  therapy — the  introduction  of  truly  therapeutic  dosages 
of  the  individual  vitamins  essential  in  human  nutrition. 

Our  first  aim  has  been  accomplished.  The  demand  of  the  medical 
profession  for  such  a preparation  is  ever-increasing.  But  since 
"Therapeutic  Formula"  is  a free,  untrademarked  name,  many  so-called 
"therapeutic"  mixed  vitamin  capsules  have  appeared  on  the  market. 

A careful  check  in  prescription  stores  throughout  the  country 
reveals  that  only  about  half  the  prescriptions  written  for  "Thera- 
peutic Formula"  specify  any  brand.  The  typical  prescription  calls 
for  "Capsules  Therapeutic  Formula". 

If  the  manufacturer's  name  is  omitted  from  the  prescription,  the 
pharmacist  is  at  liberty  to  fill  it  with  any  capsule  he  has  on  hand. 
Yet  the  mixed  vitamin  products  sold  as  "Therapeutic  Formula"  vary 
widely  (1)  in  the  number  of  vitamins  they  contain  and  (2)  in  their 
potency.  Therapeutic  Formula  Squibb,  however,  is  the  clinically 
proved,  balanced  formula  as  recommended  by  Jolliffe  (J.A.M.A. 

129:613,  1945).* 

From  now  on,  THERAPEUTIC  FORMULA  SQUIBB  will  carry  the  additional 
designation— THERAGRAN.  When  you  specify  this  trademarked  name — 
THERAGRAN—your  patients  are  assured  of  truly  therapeutic  dosages  of 
the  individual  vitamins  essential  in  human  nutrition. 

THERAGRAN  is  now  available  through  all  retail  pharmacies — your 
prescriptions  can  be  filled  promptly.  When  you  wish  to  prescribe 
the  Squibb  Therapeutic  Formula,  please  specify  as  Caps.  Theragran. 

Very  sincerely, 

E.  R.  SQUIBB  & SONS 


P.  S.  For  identification,  the  new  THERAGRAN  Capsule  has  two  black 


bands  around  the  middle. 


Bottles  of  30  and  100. 


'THIAMINE  CONTENT  RAISED  TO  10  MO. 
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WHATEVER  YOU  PRESCRIBE  IT  FOR  . . . 


ANGINA  PECTORIS 


ARTERIOSCLEROSIS 


CARSTA1RS  IS  REENDED  WITH  CARE 
FOR  PATIENTS  IN  YOUR  CARE 


FOR  a long  time,  alcohol  has  been 
a helpful  ally  of  the  medical 
profession. 

No  doubt  you’ve  frequently  pre- 
scribed it  in  the  form  of  whiskey 
for  disorders  like  angina  pectoris 
and  arteriosclerosis,  among  others. 

When  doing  that,  naturally  you 
want  your  patients  to  have  an  excel- 
lent product.  That’s  why  Carstairs 
White  Seal  is  so  admirably  suited 


to  medicinal  use.  This  fine  neutral 
spirit  blend  is  light . . . mild  . . . and 
low  in  congeneric  content. 

It  is  blended  with  care  ...  by  ex- 
pert distillers  long  devoted  to  the 
highest  quality  standards.  Their  per- 
fectionism and  skill  are  responsible 
for  the  excellence  of  the  “Perfectly 
Balanced  Blend.” 

When  whiskey  is  indicated,  may 
we  suggest  that  you  recommend 
Carstairs  White  Seal  to  your  patients? 


The  Man  who  Cares  says: 


CARSTAIRS  White  Seal 


CARSTAIRS 


l 

l 

l 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C. 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.  blended  whiskey,  86.8  Proof,  72%  Grain  Neutral  Spirits 
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Because  "SU 


in  cases  o 


is  a dangerous  word 

•ertension..  • it  has  become  almost 


escribe  Nitranitol.  An  ideal  vaso- 


instinctive  with  physicia 
dilator.  Nitranitol  produces  gradual  reduction  of  blood  pressure 


in  essential  hypertension.  Nitranitol  maintains  lowered  levels  of 

yp  'V ,\ 

pressure  for  prolonged  periods.  Virtually  non-toxic,  Nitranitol  is 
safe  to  use  over  long  periods  of  time. 


For  gradual , prolonged , safe  vasodilation 


Merrell 
1828 


CINCINNATI 


When  sedation  is  desired.  Nitranitol  with  Phe- 
nobarbital.  (}4  gr.  Phenobarbital  combined  with 
Yi  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of 
capillary  fragility.  Nitranitol  with  Phenobarbital 
and  Rutin.  (Combines  Rutin  20  mg.  with  above 
formula.) 
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FOR  ALL  BASIC 


Prenatal 

Postoperative 

Postnatal 

Pendulous  Abdomen 
Breast  Conditions 
Hernia 


Orthopedic 

Lumbosacral 

Sacro-lliac 

Dorsolumbar 

Visceroptosis 

Nephroptosis 


• Developed  ond  Improved  over  four  decades  of 
close  cooperation  with  the  profession,  basic  CAMP 
designs  for  all  basic  scientific  support  needs  have  long 
earned  the  confidence  of  physicians  and  surgeons  here 
and  abroad.  All  incorporate  the  unique  CAMP  system 
of  adjustment.  Regular  technical  and  ethical  training 
of  CAMP  fitters  insures  precise  and  conscientious 
attention  to  your  recommendations  at  moderate  prices. 

If  you  do  not  have  a copy  of  the  latest  CAMP  "REF- 
ERENCE BOOK  FOR  PHYSICIANS  AND  SURGEONS." 
it  will  be  sent  on  request. 

S.  H.  CAMP  and  COMPANY,  Jackson,  Michigan 

Wor/d's  largest  Manufacturers  of  Scientific  Supports 
New  York  • Chicago  • Windsor,  Ontario  • London,  England 


NOTE:  Communities  throughout  the  nation  will 
mark  the  11th  annual  observance  of  NATIONAL 
POSTURE  WEEK  October  17  to  22  as  the  year's 
leading  event  in  public  health  education.  These 
two  heavily  illustrated  booklets  on  posture, 
prepared  especially  for  distribution  by  phy- 
sicians to  their  patients,  have  been  widely 
approved  by  the  profession.  Their  titles:  "The 
Human  Back  ...  its  relationship  to  Posture  and 
Health"  and  "Blue  Prints  for  Body  Balance." 
Ask  for  the  quantity  you  need  on  your  letter- 
head.  SAMUEL  HIGBY  CAMP  INSTITUTE  FOR 
BETTER  POSTURE,  Empire  State  Building,  New 
York  1,  N.  Y.  Founded  by  S.  H.  Camp  and 
Company,  Jackson,  Mich. 


YOU  MAY  RELY  on  the  mer- 
chants in  your  community 
who  display  this  emblem. 
Camp  Scientific  Supports 
are  never  sold  by  door-to- 
door  canvassers.  Prices  are 
always  based  on  intrinsic 
value. 
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Two  convenient,  pleasant 
ways  to  prescribe 

CHOLINE 


Flint,  Eaton  & Company  take  pride  in  having  pioneered 
in  the  preparation  of  two  outstanding,  readily 
acceptable  choline  products: 


"Syrup  Choline  (Flint) 

and 


"Choline  Capsules  (Flint) 


tt 


Both  dosage  forms  present  Choline  Dihydrogen  Citrate  (Flint). 
The  syrup  is  notable  for  its  unique  palatability  and  stability; 
the  capsules  likewise  are  easily  administered. 

Important  Clinical  Field 

"Choline  (Flint)”  is  proving  increasingly  valuable  in 
clinical  practice.  Its  important  adjunctive  role  is  being  realized 
in  the  treatment  of  chronic  liver  involvement  in 
malnutrition,  alcoholism,  diabetes,  poisoning  by  hepatoxic 
agents,  in  various  infectious  processes  and  in  cirrhosis. 

Palatable  "Syrup  Choline  (Flint)” 

. . . 25  per  cent  W/V — containing  one  gram  of  choline  dihydrogen  citrate 
in  each  4 cc. — is  supplied  in  pint  and  gallon  bottles. 

Convenient  "Capsules  Choline  (Flint)” 

. . . containing  0.5  gram  of  choline  dihydrogen  citrate  per  capsule,  are 
supplied  in  bottles  of  100,  500  and  1000. 

For  your  copy  of  "The  Present  Status  of  Choline  Therapy  in 
Liver  Dysfunction,”  write — ■ 


FLINT,  EATON  % COMPANY 

Decatur,  Illinois 
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Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 
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Shoe 

Each  table!  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

I or  2 tablets  daily  '/]  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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The  rapidity  with  which  eggless  rennet-custards 

are  digested— so  easily  made  from  uncooked  milk 

with  "Junket"  Brand  Rennet  Powder  or  Tablets  — especially 

recommends  them  in  the  infectious  and  febrile  diseases  which 

so  often  plague  the  young.  When  intestinal  secretions 

are  insufficient  and  digestive  capacity  and  appetite  impaired, 

light,  easily  digested  and  attractive  foods  are  particularly 

welcomed.  You  will  be  pleased  with  the  manner  in  which 

nutritious  rennet-custards,  quickly  prepared  in  a wide  range 

of  colors  and  flavors,  help  to  combat  the  “vicious  circle” 

of  flagging  appetite  and  lowered  resistance  in  the  debilitated  child. 


'JUNKET"  BRAND  FOODS 

DIVISION 

Chr.  Hansen’s  Laboratory,  Inc. 
LITTLE  FALLS,  N.  Y. 

G-15-99 


Make  delicious  rennet  desserts  with  either: 

"Junket"  Brand  Rennet  Powder— already  sweetened;  six  populaf  flavors. 

"Junket"  Brand  Rennet  Tablets— unsweetened,  unflavored  g 

(particularly  for  very  young  infants  and  diabetics). 
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Just  a reminder.  Doctor! 
Mothers  will  appreciate 
your  inclusion  of  rennet 
desserts  on  your  diet  rec- 
ommendations. They  im- 
part to  milk  desserts 
delicious  variety,  taste- 
tempting  attractiveness 
and  ease  of  preparation. 


"JUNKET”  is  the  trade-mark  of  Chr.  Hansen’s  Laboratory,  Inc. 

for  its  rennet  and  other  food  products. 
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"seven  . . . eight,  lay  them  straight" 


'Procebrin'  (Pan-Vitamins,  Pediatric,  Lilly)  combines  eight 
vitamins  in  a concentrated  solution  to  help  Johnny's  bones 
grow  straight,  his  body  strong. 

The  fat-soluble  vitamins  A and  D in  'Procebrin'  are  dis- 
persed in  a solution  which  assures  absorption  even  when 
fat  digestion  is  impaired.  Uniform  utilization,  independent 
of  the  digestive  process,  adds  greater  efficiency  to  a 
plentiful  formula. 

Dropped  on  the  tongue,  the  dose  of  'Procebrin'  has  a 
pleasing  taste.  When  diluted  in  milk  or  orange  juice,  it 
is  quickly  dispersed  and  is  not  easily  detected. 

Each  0.3  cc.  of  'Procebrin'  contains:  Vitamin  A,  3,000  units;  Vitamin  D, 
800  units;  Vitamin  Bi,  1 mg.;  Vitamin  B2,  0.5  mg.;  Nicotinamide,  8 mg.; 
Pantothenic  Acid  (as  Sodium  Pantothenate),  1.5  mg.;  Vitamin  B6  Hydro- 
chloride, 0.5  mg.;  and  Ascorbic  Acid,  60  mg. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Editorials 

Medicine  and  the  Honorable,  the  Legislature  of  the 
State  of  New  York 


The  Honorable,  the  Legislature  of  the 
Sovereign  State  of  New  York,  was  in  its 
twenty-ninth  session  when,  in  1806,  it  passed 
the  first  act  regulating  the  practice  of  medi- 
cine for  the  entire  State,  on  April  4 of  that 
year.  In  Volume  IV,  Second  Hexade  of  the 
Medical  Repository  for  August,  September, 
and  October  of  that  year,  page  212,  the  edi- 
tors comment  upon  the  event.  N ote  that  the 
State  then  consisted  of  “about  thirty-five 
counties.”  The  Medical  Society  of  the  State 
of  New  York  was  to  be  founded  the  next 
year  on  the  first  Tuesday  of  February,  1807, 
by  a meeting  of  delegates  at  Albany.  “It  is 
hoped,”  says  the  Repository , “the  interests 
and  respectability  of  the  profession  will  be 
greatly  promoted  by  this  new  organization.” 
Some  acts  previous  to  that  of  1806  sought 
to  regulate  practice.  The  first  regulatory 
measure  applied  to  New  York  City  only  and 
was  enacted  by  the  Colonial  Assembly  of 
New  York  in  1760,  entitled,  “An  act  to  regu- 


late the  practice  of  physic  and  surgery  in  the 
City  of  New  York.”  Dr.  Robert  R.  Hannon 
has  pointed  out  that  this  act  “was  clearly  for 
the  protection  of  the  public”  from  “ignorant 
and  unskilled  persons”  who  would  practice 
medicine.*  It  was  rapidly  followed  by  an 
act  of  March  27,  1792,  which  “renewed  the 
act  passed  by  the  Colonial  Assembly  and 
extended  it  to  the  county.”  This  act  re- 
quired an  examination  before  a board  and 
the  attendance  on  the  practice  of  “some 
reputable  physician  for  two  years”  if  the 
student  were  a graduate  of  a college,  and  for 
three  years  if  he  were  not.  The  examination 
was  by  a board  of  named  magistrates  who 
were  required  to  have  professional  assistance 
in  the  examination.  “This,”  according  to 
Dr.  Hannon,  “is  the  earliest  recognition  in 
the  State  of  New  York  of  the  need  for  pro- 


* “Medical  Licensure  in  the  State  of  New  York,”  read 
before  the  Thirty-Ninth  Annual  Congress  on  Medical  Edu- 
cation and  Licensure,  Chicago,  Illinois,  February  16,  1943. 
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fessional  assistance  from  members  of  the 
medical  profession  in  the  admission  to  and 
regulation  of  the  practice  of  medicine.” 

The  Honorable,  the  Legislature  of  the 
State  of  New  York,  has,  since  1806,  continued 
to  concern  itself  with  the  maintenance  of 
high  standards  of  medical  education  and 
medical  service  for  the  people  of  the  State. 
It  was  in  1806,  when  the  population  of  the 
State  was  little  more  than  589,000  distrib- 
uted among  the  thirty-five  counties,  that  the 
legislature  heard  a committee  of  three  doc- 
tors: Asa  Fitch,  of  Washington  County, 
John  Stearns,  of  Saratoga  County,  and  Alex- 
ander Sheldon,  of  Montgomery  County,  who 
“presented  a memorial  to  the  House  of  the 
Assembly  on  the  25th  of  February.  ...  for  a 
general  law  to  extend  the  act  of  incorpora- 
tion (of  medical  societies)  through  the 
State ” 

This  act  to  incorporate  medical  societies 
for  the  purpose  of  regulating  the  practice  of 
physic  and  surgery  throughout  the  State  per- 
mitted the  lawfully  practicing  physicians  in 
each  county  to  form  a general  medical 
society  composed  of  one  member  from  each 
of  the  county  societies  in  the  State,  elected 
by  ballot — the  Medical  Society  of  the  State 
of  New  York.  The  licensing  function  after 
examination  remained  in  the  several  county 
societies. 

Thus  a condition,  which  might  have  re- 
sulted in  a profusion  of  scattered,  ineffective 
county  societies  only,  resolved  itself  into  the 
Medical  Society  of  the  State  of  New  York. 
It  is  easy,  now,  to  contemplate  the  accom- 
plished fact.  Actually,  then,  the  quacks, 
empiricists,  and  others  of  the  “ignorant  and 
designing  pretenders  in  Medicine,”  created  a 


stiff  opposition.1  The  point  to  be  empha- 
sized here  is  the  fact  that  the  Honorable,  the 
Legislature,  passed  the  enactment  which  es- 
tablished medical  education  and  practice 
upon  the  plane  advised  by  the  physicians  of 
the  time,  not  for  the  benefit  of  the  physicians 
who  recommended  the  legislation  but  to  im- 
prove the  character  of  medical  service  to  the 
people  of  the  State. 

On  March  30,  1809,  the  Honorable,  the 
Legislature  passed  an  act  declaring,  “That 
the  degree  of  doctor  of  medicine,  granted  by 
the  Regents  of  the  University  of  this  State, 
shall  authorize  the  person  on  whom  it  is  con- 
ferred to  practice  physic  and  surgery;  any- 
thing in  any  former  act  to  the  contrary  not- 
withstanding.” 

Thus  by  legislative  acts  we  have  followed 
to  this  point  the  gradual  elevation  of  the 
requirements  for  the  practice  of  medicine 
and  surgery,  first  in  the  City  of  New 
York,  then  in  the  counties,  and  lastly 
in  the  State.  The  problems  then  confront- 
ing the  profession  and  the  lawmakers  were 
many  and  serious.  Modern  physicians  are 
apt  to  consider  them  rudimentary,  perhaps. 
Actually,  however,  as  detailed  perusal  of  the 
statutes  will  reveal,  the  foundations  were 
being  laid  for  the  present  day  medical  prac- 
tice act. 

The  protection  of  the  public  was  the  prime 
consideration  both  of  the  physicians  and  the 
lawmakers — protection  from  ignorance, 

fraud,  and  lack  of  proper  qualifications 
which  could  be  so  disastrous  to  the  personal 
and  the  public  health. 


1 Walsh,  J.  J.:  History  of  the  Medical  Society  of  the  State 
of  New  York,  New  York  City,  1907. 


(to  be  continued) 


Preserving  Values 


Dr.  John  J.  Masterson,  president  of  the 
State  Society,  in  addressing  the  Oneida 
County  Medical  Society  recently,  chose  as 
his  theme  the  preservation  of  values.  In  an 
incisive  manner  he  emphasized  the  weight 


of  the  Medical  Society  of  the  State  of  New 
Y ork  in  public  affairs.  He  said,  in  part, 

Perhaps  it  is  only  when  one  takes  office  in 
the  State  Society  that  one  is  in  a position  to 
appreciate  the  force  and  power  that  are  in- 
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herent  in  an  organization  like  the  Medical 
Society  of  the  State  of  New  York.  When  one 
travels  from  one  end  of  this  great  State  to  the 
other,  and  when  one  meets  the  members  from 
the  large  cities,  the  small  towns,  and  the  coun- 
try crossroads — many  of  them  leaders  in  their 
communities — one  is  impressed  by  the  latent 
strength  that  grows  out  of  association.  We 
have  long  been  accustomed,  it  is  true,  to  use  the 
benefits  of  consolidation  primarily  for  the 
scientific  and  professional  advancement  of  our 
membership,  paying  little  heed  to  the  weight  of 
the  Society  in  public  affairs.  We  are  now  dem- 
onstrating, however,  that,  if  need  be,  we  can 
marshal  our  forces  with  great  effect  to  fight  for 
the  right  as  we  see  it. 

It  is  well,  sometimes,  when  engaging  in  a 
controversy,  to  pause  briefly  to  re-examine  the 
issues  and  to  reaffirm  our  basic  point  of  view. 
Today  we  have  to  contend  with  the  advocates 
of  change,  not  only  in  the  field  of  medicine, 
but  in  nearly  every  sphere  of  human  activity. 
Change  is  the  order  of  the  day,  very  often  with- 
out much  regard  to  whether  change  in  itself 
will  bring  about  a better  state  of  affairs. 

It  seems  to  me,  however,  that  we,  as  members 
of  a profession  whose  roots  go  back  to  antiquity, 
have  a deep  obligation  to  cling  to  fundamental 
principle,  an  obligation  which  transcends  in 
importance  the  duty  of  resisting  unwarranted 
and  misguided  change.  This  obligation,  stated 
in  its  simplest  terms,  can  be  described  in  just 
three  words:  “To  preserve  values.”  Thus, 
without  perhaps  being  fully  aware  of  it,  every 
doctor  who  strikes  a blow  for  the  freedom  of 
his  profession  is  carrying  on  a positive,  not 
merely  a negative  campaign,  as  the  critics 
contend 

What  are  these  values  which  have  been 
incorporated  through  the  centuries  into  the 
- structure  of  the  medical  profession,  values 
\ which  have  stood  between  the  people  and 
suffering,  between  the  people  and  disease, 
:i  between  the  people  and  untimely  death? 


They  stem  from  honorable  dealing,  con- 
scientious concern  for  the  welfare  of  the  patient, 
and  sympathetic  understanding  of  his  prob- 
lems. These,  the  human  values  which  are 
beyond  price,  are  the  things  which  would  be 
obscured  and  relegated  to  the  background  were 
we  to  adopt  a jerry-built  system  of  medical 
care  such  as  has  been  proposed. 

I am  not  disturbed  by  charges  that  the 
medical  profession  merely  seeks  to  preserve 
the  status  quo.  In  a sense,  there  is  no  status 
quo,  and  there  never  has  been  one.  History 
is  like  a moving  stream  which  carries  the  future 
out  of  the  springs  of  time  to  the  distant  oceans 
of  the  past,  but  never  without  making  changes 
in  the  process.  Yet,  despite  the  eddies  and 
cross  currents,  the  temporary  obstructions 
and  shallows,  the  stream  is  always  guided  in 
its  steady  course  as  though  by  an  unseen  hand. 
This  guidance  is  furnished  by  the  fundamental 
values  of  which  I speak.  Without  them,  our 
journey  through  life  is  aimless  and  without 
meaning 

Of  the  recent  concerted  effort  on  the  part 
of  the  medical  profession  in  all  its  branches 
and  at  all  levels  to  inform  the  people  of  this 
nation  of  the  facts  about  its  doctors,  its 
voluntary  insurance  plans,  its  educational 
campaigns,  Dr.  Masterson  concluded : 

Many  societies  are  learning  for  the  first  time 
that  years  of  unobtrusive  service  by  its  mem- 
bers in  the  community  have  developed  a reser- 
voir of  good  will  and  public  esteem  that  can 
now  be  utilized  to  win  support  in  meeting  a 
public  issue. 

We  are  all  joined  together  in  a common 
endeavor.  The  individual  doctor  in  dealing 
with  his  patients,  the  county  medical  society 
in  its  relations  with  the  community,  and  the 
State  Medical  Society  in  its  broader  contacts  on 
State  lines  have  a unity  of  purpose  and  a single- 
mindedness  that,  in  the  end,  will  not  be  denied. 


Current  Editorial  Comment 


License  for  Illness.  We  read  these  re- 
marks on  the  Fourth  of  July,  known  to  our 
ancestors  as  Independence  Day. 

We  quote  from  a communication  printed 
»'  in  the  Saturday  Evening  Post,  a publication 
i as  sensitive  to  the  opinions  of  the  multitude 
1 as  any  that  we  know.1 


1 Saturday  Evening  Post  222:  6 (July  2)  1949. 


In  my  “Old  Country,”  Denmark,  we  have 
this  (socialized  medicine),  and  it  works  wonder- 
fully well.  Over  there  everyone  can  afford  to 
be  ill,  and  will  be  treated  the  same,  whether  he 
is  rich  or  poor.  Not  like  here,  where  the 
hospitals  and  doctors  seem  to  unite  to  make  us 
pay  very  dearly. 

The  Danish  correspondent  of  the  Post 


2130 


EDITORIALS 


[N.  Y.  State  J.  M. 


falls  into  a common  error.  He  confuses 
“illness”  with  “disease.”  We  have  looked 
up  both  terms  in  the  dictionary,  and  the 
definition  of  neither  is  satisfactory.  They 
mean,  roughly,  something  that  makes  you 
feel  not  quite  so  well  as  you  think  you  ought 
to. 

For  the  sake  of  clearness  let  us  arbitrarily 
assume  that  “disease”  means  something 
organic  that  can  be  demonstrated  on  the 
autopsy  table — cancer,  tuberculosis,  syphilis, 
osteomyelitis,  a broken  bone.  Such  ail- 
ments strike  the  average  citizen  like  thunder- 
bolts hurled  from  the  fist  of  an  unjust, 
malignant  god.  All  he  can  do  is  to  insure 
himself  against  them  in  one  of  the  many 
voluntary  health  insurance  plans.  And  in 
so  doing  he  has  the  sympathy,  support,  and 
cooperation  of  every  right-minded  citizen. 
“Charity,”  if  we  may  be  excused  for  using 
such  an  outmoded  term,  will  do  much  for 
him  when  his  own  assets  for  self-protection 
have  dwindled  away. 

Now,  on  the  other  hand,  what  does  “ill- 
ness” mean?  Cowardice,  malingering,  laz- 
iness, maladaptation,  cussedness,  pure 
worthlessness — all  qualities  well  recognized 
by  our  ancestors  who  lived  in  small  com- 
munities. Shiftlessness  was  a quality  im- 
mediately recognized  by  the  merciless  diag- 


nostic eye  of  the  hardworking  neighbors. 
“Diagnosis,”  by  the  way,  means  “seeing 
through.”  It  is  a term  nowadays  ex- 
clusively medical,  which  does  much  to  ex- 
plain the  present  unpopularity  of  the  medical 
profession. 

Do  the  advocates  of  socialized  medicine 
realize  that  they  are  advocating  taxation  of 
the  well,  the  industrious,  the  self-respecting 
for  the  maintenance  of  those  who  feel  “that 
they  can  afford  to  be  ill?” 

Do  they  realize  that  they  propose  taxing 
away  the  lifeblood  of  the  self-reliant,  self- 
respecting,  self-supporting  minoritj'-  of  our 
population  for  the  benefit  of  the  majority 
who  can  be  no  better  described  than  in  their 
own  terms — that  they  feel  they  can  afford  to 
be  sick? 

It  is  time  that  someone — everyone — 
should  hoist  Mr.  Charles  Darwin  from  his 
grave  and  blow  life  into  his  ashes  so  that 
they  could  proclaim  again  to  the  world  his 
tough  but  practical  doctrine  of  the  survival 
of  the  fittest. 

The  Declaration  of  Independence  said 
that  man  was  entitled  to  the  “pursuit  of 
happiness.”  Anj^  man  who  wishes  to  pursue  j 
happiness  had  better  be  able  to  stand  on  his  : 
own  feet.  He  will  not  be  successful  if  he  i 
feels  that  he  can  afford  to  be  ill. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
District  Branch  Meetings — 1949 


District 

Date 

Branch 

Place  of  Meeting 

Time 

September  13 

Fifth 

Oswego 

Afternoon  and  evening 
(dinner) 

September  15-16 

Fourth 

Saranac  Lake 

Thursday  afternoon, 
Friday  morning 
(dinner  Thursday 
evening) 

September  22 

Seventh 

Rochester 

Morning  and  afternoon 
(luncheon) 

September  29 

Third 

Greene  County  Memorial 
Hospital,  Catskill  (a.m.) 
Catskill  Country  Club 
(p.m.) 

Morning  and  afternoon 
(luncheon  at  Catskill 
Country  Club) 

October  6 

Eighth 

Red  Coach  Inn,  Niagara 
Falls 

Afternoon  and  evening 
(dinner) 

October  19 

Sixth 

Cortland 

Afternoon  and  evening 
(dinner) 

October  26 

Second 

Westchester  County 

Afternoon  and  evening 
(dinner) 

No  date  for  the  meeting  of  the  First  District  Branch  has 

been  arranged. 

lyhemoprophylaxis 


Pharyngeal  Infections 


, TOPICAL  METHOD 


In  Neiman’s  study*  on  chemoprophylaxis  with  White’s  Sulfathiazole  Gum 
conducted  over  a 9-month  period  on  199  medical  students: 

1.  The  incidence  of  primary  pharyngitis  in  the  treated  group  was 
less  than  half  that  in  the  controls.  A less  marked,  but 
statistically  significant,  decrease  was  also  observed  in  the  incidence  of 
colds  and  irritational  pharyngitis. 

2.  “It  is  worthy  of  note  that  the  mouths  of  over  100  persons 

were  exposed  to  the  drug  in  concentrated  form  daily  for  eight  months, 
with  no  untoward  effects .” 

As  with  the  therapeutic  use  of  Sulfathiazole  Gum,  the  prophylactic 
application  is  safe  because  it  is  topical.  In  this  series,  for  example,  repeated 
examination  of  blood  samples  from  unselected  individuals  in  no  case 
gave  a positive  test  for  sulfathiazole. 


The  dosage  in  these  experiments  was  one  to  three  tablets  a day — an 
obviously  economical  procedure.  No  reactions  were  observed. 

SULFATHIAZOLE  GUM 

SAFE,  TOPICAL  CHEMOTHERAPY 


Supplied  in  packages  of  24  tablets — 3%  grs. 

(0.25  Gm.)  per  tablet — sanitaped  in  slip-sleeve 
prescription  boxes. 

WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

♦Neiman,  I.  S. : Prophylactic  Value  of  Sulfathiazole, 
Archives  of  Otolaryn.  47 : 158- 164  (Feb.J  1948. 
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Mercurial  Diuretic 


with  Ascorbic  Acid 


One  to  two  tablets  daily  will 
permit  maintenance  of  patients  at 
optimal  or  “dry”  weight.  Tablets 
mercu hydrin  with  Ascorbic  Acid 
combat  the  pathologic  retention  of 
water-binding  sodium  which  im- 
poses a mounting  fluid  burden  on 
the  failing  heart.  Effective  and  usu- 
ally well-tolerated,  they  are  of  spe- 
cial value  in  treatment  of  ambula- 
tory patients. 

MfRCUHYDRiN  mobilizes  water  and 


sodium  from  inundated  tissues  and 
fosters  their  urinary  excretion.  Oral 
maintenance  therapy  . . . Tablets 
mercuh  ydrin  with  Ascorbic  Acid 
. . . supplements  the  parenteral 
mercurial  and  diminishes  the  num- 
ber of  injections  required  to  main- 
tain the  edema-free  state. 

Tablets  mercuhydrin  with  Ascor- 
bic Acid:  Bottles  of  100.  Each  tablet 
contains  meralluride  60  mg.  and  as- 
corbic acid  100  mg. 


_ a/ces/sA?  . 

, inc. 
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Scientific  Articles 


RECENT  DEVELOPMENTS  IN  THE  PHYSIOLOGIC  STUDY  OF 
PATIENTS  WITH  CHEST  DISEASES 

Robert  A.  Bruce,  M.D.,  Frank  W.  Lovejoy,  Jr.,  M.D.,  Paul  N.  G.  Yu,  M.D., 
Raymond  Pearson,  M.D.,  and  Ernest  B.  Emerson,  M.D.,  Rochester,  New  York 

( From  the  Chest  Laboratory  of  the  Department  of  Medicine  of  the  University  of  Rochester,  School  of 
Medicine  and  Dentistry,  and  the  Medical  and  Surgical  Clinics  of  the  Strong  Memorial  and  Rochester  Mu- 
nicipal Hospitals) 


THE  remarkable  advances  in  the  treatment  of 
chest  diseases,  especially  by  surgical  means, 
have  necessitated  a progressive  increase  in  the 
understanding  of  physiologic  disturbances  and 
compensatory  reserve  mechanisms.  It  is  the 
purpose  «of  this  paper  to  illustrate  how  methods, 
devised  by  others  and  modified  by  ourselves,  may 
aid  the  clinical  laboratory  study  of  these  patients. 
As  yet  there  is  no  single  testing  procedure  that 
adequately  characterizes  all  types  of  functional 
impairment  of  the  organ  systems  of  respiration 
and  circulation.  Despite  the  useful  information 
obtained  by  several  methods  during  rest,  little 
insight  may  be  gained  into  the  patient’s  capacity 
for  the  stress  of  activity  until  performance  during 
exercise  is  observed.  Objective  measurements  of 
exercise  tolerance  by  serial  electrocardiograms, 
blood  pressure,  ventilation  volume,  and  gas 
analyses  of  expired  air,  continuously,  as  patients 
sit  at  rest,  walk  on  a motor-driven  treadmill  to 
the  limits  of  tolerance,  or  ten  minutes,  and  again 
sitting  during  ten  minutes  of  recovery,  constitute 
the  exercise  studies  routinely  employed.1  Resting 
estimations  of  ventilatory  capacity  and  lung 
volumes,  differential  pulmonary  efficiency  by 
means  of  bronchospirometry,  and  cardiac  cathe- 
terization, together  with  blood  gas  studies,  are 
frequently  employed.2-7  The  application  of  these 
methods  to  four  patients  selected  from  our  files 
follows. 

Case  Reports 

Case  1. — C.  C.  was  a nineteen-year-old  woman 
who  had  recovered  from  bronchopneumonia  at  the 
age  of  six  and  again  at  the  age  of  eighteen.  The 
second  pneumonic  infection  was  due  to  type  6 
pneumococcus  and  was  complicated  by  delayed 
resolution.  Partial  bronchostenosis  due  to  fibrous 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Medi- 
cine, May  6,  1949. 


tissue  (biopsy)  was  demonstrated  in  the  right  lower 
main  bronchus  by  endoscopic  examination.  Follow- 
ing this  infection  patient  had  exertional  dyspnea, 
productive  coughing,  easy  fatigability,  and  occa- 
sional episodes  of  pain  in  the  right  lower  chest.  An 
abnormal  tendency  toward  fibrotic  reactions  was 
further  suggested  by  roentgenographic  evidence  of 
slight  pleural  thickening,  increased  bronchovascular 
markings  below  right  hilus,  and  tenting  of  the  right 
diaphragm  because  of  an  adhesion.  Physical  exam- 
ination revealed  a pale  slender  young  woman  with 
signs  of  diminished  ventilization  in  right  lower  chest. 
Bronchograms  showed  only  minimal  narrowing  of 
the  right  lower  bronchus  (Fig.  1). 

The  pulmonary  capacity  was  considerably  re- 
duced with  a maximum  breathing  capacity  of  38.5 
L.  per  square  meter  per  minute,  or  47  per  cent  of  the 
predicted  value.  The  total  capacity  was  3.12  L.,  or 
71  per  cent  of  predicted  value,  and  the  residual  air 
volume  was  increased  to  33  per  cent.  Broncho- 
spirometry indicated  very  poor  function  of  the  right 
lung  since  only  7 per  cent  of  the  total  oxygen  uptake 
was  performed  by  29  per  cent  of  the  total  ventilation 
(Fig.  2).  With  this  pulmonary  insufficiency  the 
patient  was  able  to  walk  for  ten  minutes  on  the  tread- 
mill, although  she  experienced  dyspnea  (Fig.  3). 
The  expired  air  gas  analysis  showed  little  change 
with  exercise,  the  blood  pressure  remained  low 
throughout,  and  the  oxygen  debt  of  13  per  cent  was 
normal.  The  resting  arterial  oxygen  saturation  was 
diminished  to  83  per  cent,  and  the  alveolar-arterial 
oxygen  gradient  was  increased  to  43  mm.  Cardiac 
output  was  5.8  L.  per  minute  at  rest,  and  there  was 
no  increase  in  pressure  in  either  right  auricle  or  ven- 
tricle. Repeated  exercise  tests  over  three  months 
showed  no  significant  improvement,  whereas  one 
following  a “chest  cold”  indicated  even  poorer  per- 
formance. 

Dr.  Earle  B.  Mahoney  explored  this  patient’s 
right  chest  and  found  extensive  pleural  adhesions 
together  with  a remarkably  hardened  mass  of  tissue 
extending  from  the  mediastinum  to  the  right  lower 
lobe  of  the  lung.  Biopsy  showed  hyalinized  connec- 
tive tissue  but  not  malignant  degeneration.  Pneu- 
monolysis was  the  only  procedure  performed.  The 
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Fig.  1.  Chest  roentgenogram  of  patient  C.  C.  with  pulmonary  insufficiency  resulting  from  delayed  reso- 
lution of  pneumonia. 

Left — Note  increased  bronchovascular  markings  in  right  lung,  thickening  of  interlobar  septum,  and 
tenting  of  right  diaphragm. 

Right — Note  narrowing  of  right  lower  lobe  bronchus  near  hilar  structures. 


postoperative  symptomatology  and  exercise  tolerance 
were  not  significantly  altered  (Fig.  3). 

This  case  illustrates  the  insidious  development 
of  pulmonary  insufficiency  in  a young  adult 
following  organizing  pneumonia.  Although  nei- 
ther the  physical  signs  nor  the  chest  x-ray  picture 
revealed  the  severity  of  the  functional  impair- 
ment, the  exercise  tolerance  test  confirmed  the 
patient’s  complaint  of  dyspnea  and  indicated 
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Fig.  2.  Bronchospirometric  tracings  for  patient 
C.  C.  With  pure  oxygen  intake  the  ventilation  and 
oxygen  absorption  of  the  right  lung  were  reduced  to 
29  and  7 per  cent,  respectively,  of  the  total  values. 
(Normal  values  for  the  right  and  left  lungs  were 
about  53  and  47  per  cent,  respectively.) 


pulmonary  insufficiency  as  the  cause.  Observa- 
tions of  ventilatory  capacity,  lung  volumes,  oxy- 
gen gradient,  and  blood  saturation  indicated  the 
magnitude  of  disease,  and  bronchospirometry 
aided  in  its  localization.  Finally,  the  importance 


Fig.  3.  Exercise  performance  of  patient  C.  C. 
tested  by  walking  on  motor-driven  treadmill  at 
2.6  m.p.h.  Results  of  one  of  several  preoperative 
tests  are  shown  on  the  left,  and  on  the  right  the 
follow-up  study  five  months  after  exploratory 
thoracotomy  and  pneumonolysis.  There  was  no 
marked  change  in  performance  as  a result  of  this 
surgical  procedure.  Increased  levels  of  ventilation 
and  diminished  respiratory  efficiency  (volumes  per 
cent  of  oxygen  absorbed),  especially  during  exercise, 
characterize  the  pulmonary  insufficiency.  The 
patient  experienced  dyspnea  of  moderate  intensity 
each  time.  (All  gas  volumes  are  expressed  in  terms 
of  760  mm.  pressure,  0 C.,  dry,  and  corrected  for 
body  surface  area.) 
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Fin.  4.  Left — Chest  roentgenogram  of  patient  M.  W.  showing  large  tumor  mass  in  left  upper  chest. 
Right — Chest  roentgenogram  of  same  patient  three  months  after  removal  of  6-pound  neurilemmoma. 
Left  lung  re-expanded,  but  volume  was  less  than  that  of  right  lung  by  inspection. 


of  the  bronchoscopic  findings  was  confirmed  by 
the  functional  studies  and  the  surgical  exploration. 

Case  2- — M.  W.  was  a fifty-nine-year-old  white 
woman  who  was  found  to  have  a small  tumor  in  the 
left  chest  by  roentgen  examination  in  1933.  She  was 
free  of  symptoms  until  1947  when  she  became  aware 
of  pain  in  the  left  arm,  absence  of  sweating  from  the 
left  side  of  face  and  arm,  hoarseness  following  fre- 
quent colds,  and  progressive  dyspnea  on  exertion. 
Chest  x-ray  revealed  a large  mass  in  the  upper  left 
chest,  and  the  trachea  was  displaced  to  the  right  side 
(Fig.  4).  The  total  pulmonary  capacity  was  reduced 
to  2.83  L.,  or  73  per  cent  of  the  predicted  value,  and 
the  residual  air  volume  was  increased  to  45  per  cent 
of  the  total  capacity.  The  venous  pressure  in  the 
arm  was  elevated  to  31  cm.  of  water,  and  the  circula- 
tion time  from  the  arm  to  the  lungs  with  ether  was 
prolonged  to  sixteen  seconds  due  to  superior  vena 
caval  obstruction.  Exercise  tolerance  was  markedly 
impaired,  for  she  was  unable  to  walk  more  than  l3/4 
minutes  at  1.7  miles  per  hour  because  of  extreme 
dyspnea  and  fatigue  (Fig.  5).  The  oxygen  debt  was 
increased  to  84  per  cent  despite  hyperventilation, 
and  the  oxygen  transport  per  heart  beat  was  low,  in- 
dicating the  severity  of  circulatory  embarrassment 
within  the  mediastinum.  The  electrocardiogram 
and  pneumocardiogram  were  normal  except  for  the 
prominence  of  right  ventricular  ejection. 

Dr.  Earle  B.  Mahoney  successfully  removed  a 6-lb., 
benign  neurilemmoma  from  the  left  chest,  and  the 
patient  showed  a gratifying  relief  of  symptomatic 
distress.  Follow-up  studies  three  months  later  re- 
vealed restoration  of  exercise  tolerance,  for  she  was 
able  to  walk  for  ten  minutes  at  the  same  speed  as  be- 


fore, but  without  symptomatic  distress.  The  oxygen 
debt  was  12  per  cent  (normal).  The  venous  pressure 
and  circulation  times  were  also  normal  following  the 
operative  procedure. 

In  addition  to  impaired  ventilatory  capacity 


Fig.  5.  Exercise  performance  of  patient  M.  W. 
tested  by  walking  on  motor-driven  treadmill  at 
1.73  m.p.h.  On  the  left  is  the  preoperative  test 
showing  marked  reduction  in  walking  time  to  l3/4 
minutes,  tachycardia,  hyperventilation,  and  greatly 
increased  oxygen  debt.  Except  for  the  heart  rate, 
the  peak  responses  are  achieved  after  the  cessation 
of  exercise,  showing  the  inability  to  continue  walk- 
ing long  enough  to  achieve  these  responses  during 
exercise  because  of  superior  mediastinal  obstruction. 
Patient  experienced  severe  dyspnea.  On  the  right 
is  the  marked  improvement  following  operative 
removal  of  the  tumor. 
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Fig.  6.  Chest  roentgenogram  of  patient  C.  T.  with 
constrictive  pericarditis. 


due  to  tracheal  compression,  this  case  reveals  the 
marked  circulatory  disturbance,  simulating  heart 
disease,  that  can  be  produced  by  obstructed 
venous  return  to  the  heart.  That  the  changes 
were  due  to  the  tumor  was  confirmed  by  the 
marked  improvement  following  its  removal. 

Case  3.  * — C.  T.  was  a twenty-year-old  white  man 
who  incurred  two  separate  injuries  to  the  anterior 
chest  wall  while  playing  ball  in  1946  and  1947.  Two 
months  after  the  last  injury  he  first  noticed  sub- 
sternal  distress  on  vigorous  exertion,  and  five 
months  later  the  veins  on  the  legs  became  dilated  as 
the  abdomen  became  swollen.  Within  a year  he 
gained  considerable  weight  with  dependent  edema. 
On  examination  he  appeared  slightly  cyanotic; 
there  was  extensive  edema,  ascites,  and  hepato- 
megaly but  no  collateral  venous  circulation.  The 
heart  was  slightly  enlarged,  and  the  second  pulmonic 
sound  was  accentuated.  The  venous  pressure  was 
elevated  to  33  cm.  of  water;  it  increased  to  39  cm. 
with  the  Valsalva  maneuver  and  to  43  cm.  with  pres- 
sure over  the  liver.  The  arm-to-lung  and  arm-to- 
mouth  circulation  times  with  ether  and  macasol  were 
greatly  prolonged  to  forty  and  forty-six  seconds,  re- 
spectively. The  electrocardiogram  showed  low 
voltage  and  inversion  of  all  T waves.  Chest  fluor- 
oscopy revealed  prominence  of  the  right  auricle,  to- 
gether with  diminished  ventricular  pulsations  (Fig. 
6).  Because  of  a history  of  antecedent  hepatitis  and 
borderline  hepatic  function  demonstrated  by  chemi- 
cal studies,  there  was  some  uncertainty  about 
venous  obstruction  due  to  fibrotic  changes  in  the 
liver.  Liver  biopsy  showed  only  chronic  passive 
congestion,  however. 

The  vital  capacity  was  4.72  L.,  and  the  residual  air 
volume  was  34  per  cent  of  the  total  capacity.  By 

* The  authors  are  indebted  to  Dr.  E.  H.  Kentmann  for 
permission  to  study  this  patient. 


cardiac  catheterization,  the  right  auricular  pressure 
was  found  to  be  increased  to  19  mm.  of  mercury; 
the  cardiac  output  was  4.5  L.  per  minute,  and  the 
arteriovenous  oxygen  difference  was  widened  to  8.4 
volumes  per  cent.  Since  the  arterial  oxygen  satura- 
tion was  94.8  per  cent  (normal),  the  apparent 
cyanosis  was  due  to  peripheral  stasis.  The  ballisto- 
cardiogram showed  variable  prominence  of  the  K 
waves.  Exercise  tolerance  was  not  markedly  re- 
stricted since  the  patient  was  able  to  walk  for  ten 
minutes  at  2.6  miles  per  hour  without  any  sympto- 
matic distress  (Fig.  7).  The  exercise  pulse  averaged 
112  per  minute,  and  the  pulse  pressure  remained 
narrowed  to  36  mm.  of  mercury.  There  were  pro- 
gressive increments  in  ventilation  and  oxygen  con- 
sumption during  the  walk,  yet  the  respiratory  ef- 
ficiency and  oxygen  transport  per  heart  beat  re- 
mained abnormally  low.  The  oxygen  debt  was  15 
per  cent  (upper  limits  of  normal.) 

In  June,  1948,  Dr.  Earle  B.  Mahoney  performed 
an  anterior  pericardiectomy  with  removal  of  con- 
siderable fibrotic  tissue.  The  heart  rate  promptly 
rose  from  90  to  130  per  minute,  and  the  blood  pres- 
sure from  120/96  to  148/75  mm.  of  mercury.  Short- 
ening of  isometric  contraction  time  in  the  chest 
pneumocardiogram  by  three-hundredths  of  a second 
indicated  acute  dilatation  of  the  left  ventricle  in  the 
immediate  postoperative  period.  At  the  same  time 
the  T waves  in  the  electrocardiogram  were  no  longer 
inverted,  but  this  improvement  was  only  ephemeral. 

As  a result  of  the  operation  the  patient  showed 
considerable  clinical  improvement  with  reduction  in 
edema,  hepatomegaly,  and  venous  pressure.  The 


Fig.  7.  Exercise  performance  of  patient  C.  T. 
tested  by  walking  on  motor-driven  treadmill  at 
2.6  m.p.h.  On  the  left  is  the  preoperative  per- 
formance which  shows  progressive  increments  during 
exercise  in  ventilation,  oxygen  consumption  per 
minute,  and  oxygen  transport  per  heart  beat.  In 
addition,  there  is  narrowing  of  the  pulse  pressure  as 
well  as  moderate  tachycardia.  On  the  right  is  the 
performance  9 months  after  anterior  pericardiec- 
tomy. Although  the  pulse  pressure  widened  im- 
mediately after  the  release  of  the  constricting  peri- 
cardial adhesions,  there  has  been  a gradual  narrow- 
ing which  may  reflect  further  fibrotic  changes. 
There  is  conspicuous  improvement  in  respiratory 
efficiency  and  oxygen  transport,  however,  and  in 
neither  instance  did  patient  notice  the  sensation  of 
dyspnea. 
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Fig.  8.  Chest  roentgenogram  of  patient  P.  D. 
Note  marked  prominence  of  pulmonary  conus  as 
well  as  bronchovascular  markings.  Hilar  dancing 
was  observed  at  fluoroscopy. 

exercise  tolerance  improved,  together  with  widening 
of  the  pulse  pressure,  greater  respiratory  efficiency 
and  oxygen  consumption  per  minute,  and  transport 
per  heart  beat  without  hyperventilation  (Fig.  7). 
The  oxygen  debt  was  lower.  Six  months  post- 
operatively,  cardiac  catheterization  still  demon- 
strated increased  auricular  pressure  together  with 
the  “W”  wave  pattern  characteristic  of  pericarditis, 
but  the  arteriovenous  oxygen  difference  was  6.4 
volumes  per  cent,  and  the  cardiac  output  was  5.6  L. 
per  minute  during  rest. 

This  patient  demonstrates  the  value  of  physi- 
ologic study  in  confirming  the  clinical  diagnosis  of 
constrictive  pericarditis.  In  addition,  quantita- 
tive estimates  of  the  changes  following  surgical 
intervention  were  obtained. 

Case  4- — P.  D.  was  a thirteen-year-old  boy  with 
history  of  a pulmonic  systolic  murmur  since  infancy. 
He  never  exhibited  cyanosis  or  any  symptomatic 
distress  until  the  age  of  nine  years.  Since  then  he 
had  experienced  sharp  pains  in  the  chest  repeatedly. 
Physical  examination  revealed  a well-developed  boy 
with  blood  pressure  of  96/50  in  the  arms  and  110/80 
in  the  legs.  There  was  a prominent  thrust  but  no 
thrill,  over  the  pulmonic  area,  and  the  second  sound 
was  accentuated  and  reduplicated.  There  was  a 
low-pitched  systolic  murmur  along  the  left  sternal 
border  but  no  diastolic  murmur.  The  clinical  im- 
pression was  patent  foramen  ovale,  but  the  opinion 
based  upon  fluoroscopy  suggested  the  possibility  of 
patent  ductus  arteriosus  because  of  the  prominence 
of  the  pulmonary  conus  and  vascular  markings  with  a 
hilar  dance  bilaterally  (Fig.  8).  There  was  some  en- 
largement of  right  auricle  and  ventricle;  the  aortic 
knob  was  small.  An  electrocardiogram  showed  right 


Fig.  9.  Right  heart  catheterization  of  patient 
P.  D.  via  antecubital  vein  in  left  arm.  The  catheter 
passed  through  an  auricular  septal  defect  into  the 
left  auricle  and  penetrated  the  pulmonary  vein  in 
the  left  upper  lobe.  Highly  oxygenated  blood  under 
low  pressure  was  obtained  from  this  position. 

axis  deviation  and  notching  of  QRS  in  leads  2,3, 
AVF,  and  Vj  with  QRS  time  of  one-tenth  second. 
The  pneumocardiogram  showed  a marked  apical 
thrust,  and  the  ballistocardiogram  was  normal. 
Patient  was  able  to  walk  for  ten  minutes  at  2.6  miles 
per  hour  without  distress  except  that  the  legs  be- 
came tired.  This  exertion  caused  more  accentuation 
of  the  second  pulmonic  sound,  and  the  murmur  be- 
came loud  and  harsh.  The  only  abnormal  response 
was  the  reduction  in  systemic  blood  pressure  from 
116/80  during  the  third  minute  of  walking  to  98/72 
by  the  tenth  minute.  The  oxygen  debt  was  6 per 
cent. 

Venous  catheterization  of  the  right  heart  was 
done;  the  catheter  entered  the  right  auricle,  ven- 
tricle, and  pulmonary  artery  as  far  as  the  right 
middle  lobe  of  the  lung,  but  no  increased  oxygen 
content  of  the  pulmonary  arterial  blood  was  found  to 
confirm  the  impression  of  patent  ductus.  Since  the 
arm-to-tongue  circulation  time  was  reduced  to  eight 
seconds  and  the  catheter  was  passed  into  the  left 
auricle  and  left  upper  pulmonary  vein  where  highly 
oxygenated  blood  under  low  pressure  was  obtained, 
the  diagnosis  of  patent  foramen  ovale  was  estab- 
lished (Fig.  9).  The  prominence  of  the  pulmonary 
conus  could  be  explained  by  the  estimated  blood  flow 
values  according  to  modifications  of  tne  Fick  princi- 
ple as  follows: 

Systemic  cardiac  output 4.3  L.  per  minute 

Pulmonary  blood  flow 12.6  L.  per  minute 

Left-to-right  auricular  shunt. . 8.3  L.  per  minute 
Right-to-left  auricular  shunt.  0.3  L.  per  minute 

The  last  value  represents  7 per  cent  of  the  systemic 
flow  and  possibly  accounts  for  the  reduction  in  ar- 
terial oxygen  saturation  to  89  per  cent.  The  calcu- 
lated pulmonary  blood  flow  is  in  accord  with  the 
values  reported  by  others.8 

This  case  illustrates  the  value  of  cardiac 
catheterization  in  resolving  a clinical  dilemma  of 
differentiating  between  patent  foramen  ovale  and 
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Fig.  10.  Differentiation  of  exercise  performance 
in  the  4 patients  described.  The  top  row  shows  the 
“Respiratory  Quotient  loops”  revealing  the  changes 
in  respiratory  efficiency  (volumes  per  cent  of  oxygen 
absorbed)  to  volumes  per  cent  of  carbon  dioxide 
excreted  in  expired  air  and  the  R.Q.  in  adaptive 
changes  from  rest  to  exercise  (solid  lines)  and  re- 
covery to  the  resting  state  (broken  lines).  The 
rectangular  lines  indicate  representative  limits  of 
normal  performance.  On  the  left  is  the  mean  curve 
for  35  normal  adults  for  comparison. 

The  bottom  row  shows  the  relationships  between 
respiratory  efficiency  and  oxygen  transport  per 
heart  beat  in  the  adaptive  changes  to  exercise 
(solid  line)  and  recovery  (broken  line).  The  normal 
changes  are  on  the  left.  Observe  the  differences 
between  C.  C.  and  C.  T.  in  the  bottom  row,  which 
are  not  conspicuously  demonstrated  by  the  corre- 
sponding graphs  in  the  upper  row. 


patent  ductus  arteriosus.  By  this  means  this 
patient  was  spared  an  unnecessary  surgical  ex- 
ploration. It  is  of  interest  to  note  that  the  decline 
in  the  systemic  blood  pressure  with  exercise 
simulates  the  response  observed  in  some  patients 
with  patent  ductus  arteriosus. 

Comment 

Physiologic  testing  of  patients  with  chest 
diseases  can  be  of  clinical  benefit  if  the  results 
give  some  estimate  of  the  severity  of  disability 
and  indicate  which  of  the  several  possible  factors 
contribute  to  the  disability.  The  first  patient 
complained  of  exertional  dyspnea  and  was  shown 
to  have  considerable  restriction  of  ventilatory 
capacity,  together  with  alveolorespiratory  im- 
pairment, chiefly  in  the  lower  lobe  of  the  right 
lung.  During  exercise  the  chief  clue  to  pulmonary 
insufficiency  was  the  limited  change  in  the  ex- 
pired air  analyses  of  the  respiratory  gases.  The 
second  patient,  with  mediastinal  obstruction  of 
both  the  trachea  and  the  superior  vena  cava,  ex- 
perienced severe  dyspnea,  but  the  markedly 
shortened  endurance  of  exercise,  low  oxygen 
transport  per  heart  beat  during  exercise,  and 
greatly  increased  oxygen  debt  were  significant 
clues  to  circulatory  inadequacy.  The  improve- 
ment following  surgical  removal  of  the  tumor 


demonstrated  that  insufficient  venous  return 
rather  than  myocardial  insufficiency  was  re- 
sponsible for  the  circulatory  disturbances.  In 
contrast  to  these  patients  was  the  third  who  had 
poor  tolerance  for  activity  but  rarely  admitted  to 
the  sensation  of  dyspnea.  Finally,  the  fourth 
patient  with  patent  foramen  ovale  never  ex- 
perienced dyspnea  or  limited  exercise  tolerance. 

Pelnar  has  utilized  the  principle  of  continuous 
analysis  of  expired  air  of  patients  to  determine 
the  severity  of  the  functional  impairment.9  By 
graphing  consecutively  the  simultaneous  values 
for  volumes  per  cent  of  oxygen  absorbed  against 
volumes  per  cent  carbon  dioxide  excreted,  he  has 
derived  “Respiratory  Quotient  loops”  which  by 
their  size,  direction  , and  position  tend  to  character- 
ize each  patient’s  performance.  He  has  found 
better  correlation  with  symptoms  as  well  as  better 
differentiation  of  the  causes  of  dyspnea  by  this 
method  than  by  any  other  previously  employed. 
Figure  10  illustrates  both  the  normal  loops  and 
those  for  each  of  the  patients  described.  It  will 
be  noted  that,  as  hyperventilation  increases,  the 
loop  is  displaced  downward  to  the  left,  and,  if  the 
hyperventilation  exceeds  the  metabolic  demands 
of  the  tissues,  for  any  reason,  the  R.Q.  rises. 
Normally,  the  R.Q.  exceeds  1.0  during  early  re- 
covery from  exercise  as  retained  carbon  dioxide 
continues  to  be  excreted.  An  unusual  increase  in 
the  R.Q.  during  rest  or  exercise  reflects  neuro- 
psychogenic  disturbances  in  ventilation.  By 
these  criteria  the  various  types  of  disability  may 
be  graphically  evaluated,  but  the  apparent 
similarity  between  Cases  1 and  3 was  hardly  suf- 
ficient, in  our  opinion,  to  separate  such  divergent 
causes  of  respiratory  inefficiency.  This  defect 
may  be  corrected  by  consideration  of  the  relation- 
ship between  respiratory  efficiency  (volumes  per 
cent  of  oxygen  absorbed)  and  the  average  oxygen 
transport  per  physiologic  time  of  a single  heart 
beat.  The  latter  factor  derived  from  the  division 
of  the  oxygen  consumption  per  square  meter  per 
minute  by  the  heart  rate  per  minute  represents 
both  stroke  volume  and  arteriovenous  oxygen 
difference,  since  it  is  the  product  of  both  factors. 
Thus  in  the  lower  graphs  of  Fig.  10  it  will  be 
noted  that  the  first  patient  achieved  a normal 
value  for  oxygen  transport  during  exercise, 
whereas  the  third  did  not.  In  this  instance  there 
was  a diminished  stroke  volume  primarily,  since 
catheterization  studies  demonstrated  a widened 
arteriovenous  oxygen  difference  as  well  as  a low 
cardiac  output.  On  the  other  hand,  the  R.Q.  loop 
for  the  fourth  patient  was  small  but  extended  into 
the  normal  exercise  zone,  as  did  the  oxygen  trans- 
port. Because  of  the  considerable  recirculation  of 
pulmonary  blood  caused  by  the  left  to  right 
auricular  shunt,  we  believe  the  changes  in  respira- 
tory gases  were  restricted  because  there  is  less 
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variation  in  carbon  dioxide  and  oxygen  content  of 
pulmonary  arterial  blood.  Furthermore,  the 
magnitude  of  shunting  was  likely  to  be  somewhat 
variable  due  to  the  fluctuations  during  exercise 
between  respiratory  efficiency  and  oxygen  trans- 
port. 

Summary 

The  application  of  a variety  of  methods  for  the 
physiologic  study  of  patients  with  cardiorespira- 
tory diseases  has  been  presented  in  terms  of  four 
illustrative  cas$  histories.  The  patients  discussed 
were  more  or  less  disabled  by  bronchostenosis  and 
pleural  adhesions,  mediastinal  obstruction,  and 
constrictive  pericarditis.  The  value  of  cardiac 
catheterization  in  establishing  the  diagnosis  of 
auricular  septal  defect  in  the  last  patient  was 
emphasized.  Finally,  the  ability  of  an  exercise 
tolerance  test  to  estimate  disability  and  differenti- 
ate pulmonary  and  circulatory  inadequacy  was 
discussed. 

Discussion 

Howard  Dayman,  M.D.,  Buffalo. — Dr.  Bruce  has 
ably  demonstrated  the  value  of  physiologic  studies 
in  patients  with  chest  disease.  Verified  passage  of  a 
catheter  from  the  right  auricle  into  the  left  auricle 
and  accurate  measurement  of  the  ebb  and  flow  of 
blood  through  the  aperture  represent  the  ultimate 
refinements  in  diagnosis.  Physiologic  studies,  how- 
ever, are  not  mere  diagnostic  aids.  Their  importance 
primarily  rests  in  furthering  our  understanding  of 
the  functional  changes  in  pulmonary  and  cardiac 
disease.  Thus,  in  Case  1,  the  clinician  would 
probably  surmise  the  disturbance  in  ventilation  of 
the  right  lung  accurately  enough  by  auscultation  and 
fluoroscopy,  since  physiologists  have  repeatedly 
drawn  attention  to  functional  impairment  arising 
from  pleural,  parenchymal,  and  bronchial  disease. 
The  chest  physician  is  now  as  alert  to  the  functional 
aspects  of  the  disease  as  he  is  to  the  bacteriology  of 
the  sputum. 

It  may  be  difficult  to  decide  when  detailed  physio- 
logic studies  are  required.  Generally  speaking,  there 
are  three  indications:  (1)  inexplicable  dyspnea,  (2) 
marginal  pulmonary  or  cardiac  reserve  in  candidates 
for  thoracic  surgery,  especially  if  the  contralateral 
lung  is  under  suspicion,  and  (3)  certain  problems  in 
diagnosis,  exemplified  by  Case  4 in  the  present  re- 
port. 


Of  the  tests  for  pulmonary  function,  those  dealing 
with  ventilation  are  the  simplest  and  most  reliable. 
Those  having  to  do  with  exchange  of  gases  between 
the  alveoli  and  the  circulating  blood  are  still  in  the 
stage  of  development.  Comparison  between  the 
oxygen  absorbed  or  carbon  dioxide  liberated  and  the 
volume  of  gas  ventilated,  as  in  the  R.Q.  curves, 
would  seem  to  be  a reasonable  approach.  However, 
a limited  experience  with  continuous  measurement  of 
oxygen  absorption  during  rest  and  mild  exercise  dis- 
closed a number  of  interfering  factors. 

In  determining  the  normal  range,  certain  hyper- 
excitable  individuals  showed  inefficient  absorption, 
presumably  due  to  reflex  overbreathing.  Patients 
who  have  been  on  protracted  bed  rest  may  show  a 
similar  deviation  from  normal,  especially  in  the 
erect  posture.  The  latter  may  be  the  result  of  circu- 
latory failure  since,  in  the  erect  posture,  bed  rest 
patients  may  show  a fall  of  pulse  pressure  and  an  un- 
usually high  pulse  rate.  We  observed  that  even  in 
the  most  crippling  emphysema,  the  efficiency  of 
oxygen  absorption  could  be  improved  by  exercise. 
In  such  cases,  there  was  also  a conspicuous  improve- 
ment when  breathing  pure  oxygen  instead  of  oxygen- 
enriched  room  air.  Finally,  it  is  difficult  to  measure 
the  oxygen  absorption  efficiency  of  individual  lungs 
or  lobes  during  exercise,  yet  such  abnormality  is 
often  a local  phenomenon.  The  R.Q.  curve  in  Case 
1 is  thus  a composite  of  the  curves  for  both  lungs 
rather  than  that  of  the  offending  right  lung.  Never- 
theless, it  is  important  to  continue  and  to  improve 
the  study  of  gas  transfer.  The  clinician  may  readily 
detect  a disturbance  of  ventilation,  but  that  of  gas 
exchange  cannot  easily  be  appraised  clinically. 
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ENCEPHALITIS  IN  CHILDREN  WITH  ELECTROENCEPHALOGRAPHIC 
CHANGES 

Burton  M.  Shinners,  M.D.,  Ruth  F.  Krauss,  M.D.,*  and  Betsey  Rochester,  B.A.,* 
Buffalo,  New  York 

{From  the  Department  of  Electroencephalography,  Children’s  Hospital  of  Buffalo ) 


DURING  the  past  three  years  we  have  had 
the  opportunity  to  obtain  repeated  electro- 
encephalograms on  children  who  have  been 
admitted  to  the  Children’s  Hospital  of  Buffalo 
with  a diagnosis  of  encephalitis.  In  most  in- 
stances the  encephalitis  was  associated  with  the 
common  contagious  diseases  of  childhood,  i.e, 
measles,  mumps,  and  chickenpox.  In  several 
cases,  however,  we  could  not  relate  the  encephali- 
tis to  any  known  preceding  contagious  disease. 
There  was  either  no  history  of  an  illness  or  one 
of  a minor  nature;  for  this  reason  and  for  sim- 
plicity of  terminology,  we  have  placed  these  cases 
in  a “nonspecific”  group.  Unfortunately,  com- 
plete viral  studies  were  not  available. 

It  is  the  purpose  of  this  paper  to  discuss  in 
general  the  electroencephalographic  changes 
that  occur  in  the  childhood  encephalitides,  the 
persistence  or  disappearance  of  the  changes  after 
the  acute  phase  of  the  illness,  and  to  correlate  the 
persistence  of  abnormal  electrical  activity  with 
residua,  both  neurologic  and  psychiatric. 

Review  of  Literature 

The  general  topic  of  encephalitis  in  children 
has  been  thoroughly  covered  in  the  literature  as 
to  occurrence,  clinical  and  laboratory  findings, 
pathology,  residua,  and  psychiatric  sequelae. 
It  is  not  the  aim  of  this  paper  to  discuss  these 
aspects  of  the  disease. 

In  1941,  Lindsley  and  Cutts  reported  a case  of 
probable  equine  encephalitis  with  abnormal 
neurologic  findings,  convulsive  activity,  and  a 
prolonged  postencephalitic  behavior  disturb- 
ance.1 Electroencephalograms  were  taken  over 
a two-year  period.  The  authors  described 
abnormal  slow  waves  during  the  acute 
and  subacute  stages  and  a return  of  normal 
electrical  activity  as  the  infectious  process  dimin- 
ished. It  was  also  noted  that,  as  the  slow  wave 
activity  disappeared,  the  child’s  behavior  steadily 
improved.  Since  the  abnormal  waves  came  from 
all  regions  of  the  head,  at  least  early  in  the  illness, 
the  infectious  process  was  considered  generalized. 

In  1945,  Ross  described  the  electroencephalo- 
graphic findings  during  and  after  acute  encephali- 
tis and  meningoencephalitis  in  several  children.2 


* By  invitation. 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on 
Neurology  and  Psychiatry,  May  5,  1949. 


For  the  most  part,  the  records  were  obtained 
during  the  early  phase  of  the  illness  and  showed 
slow  waves  of  enlarged  amplitude.  Ross  thought 
that  the  electroencephalographic* changes  were 
not  specific  nor  proportionate  to  the  severity  of 
the  clinical  picture  but  that  they  could  outlast 
the  acute  phase  of  the  illness. 

Gibbs  and  Gibbs  in  1947  reported  electroenceph- 
alographic findings  in  a series  of  240  patients  in 
various  phases  of  encephalitis.3  The  number  of 
children  included  in  the  acute  or  subacute  phases 
was  not  broken  down.  In  the  postacute  stage, 
which  was  not  clearly  defined  as  to  time  interval 
or  etiologic  factor,  the  records  of  79  children  be- 
tween the  ages  of  zero  and  fifteen  years  were  ob- 
tained. The  authors  concluded  that  convulsions 
as  a postencephalitic  symptom  were  much  com- 
moner in  children  than  in  adults. 

Case  Reports 

These  five  cases  were  chosen  from  a larger 
series  to  illustrate  our  point  that  the  “simple” 
childhood  diseases  may  produce  serious  brain 
damage. 

Case  1.  Measles  Encephalitis. — G.  0.,  an  eight- 
year-old  white  boy,  was  admitted  to  the  Children’s 
Hospital  on  April  15,  1946,  wdth  an  eight-day  history 
of  anorexia  and  listlessness  which  progressed  into 
stupor.  He  had  been  yrell  until  three  weeks  before 
admission  when  he  developed  the  rash  of  measles. 

Physical  examination  revealed  a stuporous  boy 
with  signs  of  meningeal  irritation,  spasticity  of  the 
extremities,  and  Babinski’s  sign  bilaterally.  Lum- 


Fig.  1.  Electroencephalogram  of  G.  O.  taken  on 
admission.  Child  was  semicomatose. 
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Fig.  2.  Electroencephalogram  of  G.  O.  taken  two 
months  later;  patient  was  emotionally  disturbed. 
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Fig.  4.  Electroencephalogram  of  A.  P.  taken  on 
admission.  Child  was  oriented. 


bar  puncture  yielded  clear,  colorless  spinal  fluid 
with  an  initial  pressure  of  125  mm.  water,  no  cells, 
65  mg.  glucose  per  100  cc.,  and  48  mg.  total  protein 
per  100  cc.  Blood  count  and  urinalysis  were  nor- 
mal; Kahn  and  tuberculin  tests  were  negative. 

The  electroencephalogram  obtained  two  days 
after  admission  showed  depression  of  electrical 
activity,  primarily  in  the  parietal  leads  where  a con- 
siderable number  of  2 to  3 per  second  waves  with 
base  line  sway  appeared  (Fig.  1). 

During  the  first  hospital  fortnight  a fluctuating 
state  of  severe  drowsiness  and  semicoma  neces- 
sitated gavage  feedings.  In  the  next  three  weeks 
rapid  improvement  occurred,  and  all  symptoms  dis- 
appeared except  slight  unsteadiness  of  gait  and  slow- 
ing of  speech.  Two  months  after  the  acute  illness 
the  boy  showed  marked  emotional  instability, 
severe  memory  defects  for  both  past  and  recent 
events,  disturbance  of  concentration,  marked  hyper- 
activity, and  a fine,  rapid  tremor  of  the  right  hand. 
Two  months  later  the  electroencephalogram  showed 
a large  amount  of  fast  23  to  25  per  second  activity, 
especially  in  the  frontal  leads  (Fig.  2).  During  the 
following  year,  although  there  was  slight  improve- 
ment in  his  behavior  and  emotional  response,  the 
abnormalities  in  the  electroencephalogram  per- 
sisted. 
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Fig.  3.  Electroencephalogram  of  G.  O.  taken  two 
years  later  showing  child  still  emotionally  disturbed 
and  with  convulsive  activity. 


Approximately  two  years  after  the  initial  illness, 
convulsive  activity  occurred.  The  boy,  still  emo- 
tionally disturbed,  was  doing  poor  schoolwork. 
The  electroencephalogram  continued  to  show  the 
fast  dysrhythmia,  especially  in  the  frontal  leads 
(Fig.  3). 

Case  2.  Mumps  Encephalitis. — A.  P.,  a five- 
year-old  Indian  boy,  was  admitted  to  the  Children’s 
Hospital  on  July  23,  1947,  because  of  headache, 
vomiting,  and  convulsive  activity  during  the  pre- 
ceding twenty-four  hours. 

On  the  day  before  admission  this  child  had  a right 
frontal  headache,  vomiting,  and  a half-hour  period 
of  visual  loss.  He  recovered  but  three  hours  later 
developed  recurrent  convulsions  which  were  pri- 
marily left-sided.  There  was  no  known  exposure  to, 
or  previous  history  of,  mumps. 

Physical  examination  showed  a comatose  boy 
with  a temperature  of  103.6  F.,  stiff  neck,  and  a left 
hemiparesis.  Lumbar  puncture  yielded  clear,  color- 
less spinal  fluid  with  an  initial  pressure  of  150  mm. 
water,  no  cells,  95  mg.  glucose  per  100  cc.,  and  21 
mg.  total  protein  per  100  cc.  The  blood  count 
showed  a moderate  leukocytosis  with  a marked  left 
shift;  urinalysis  was  normal,  and  Kahn  and  tuber- 
culin tests  were  negative.  A mumps  titer  showed  a 
ratio  of  1:372  (marked  elevation). 

An  electroencephalogram  was  obtained  twenty- 
four  hours  after  admission  when  the  patient  was 
oriented,  and  the  neurologic  examination  was  nega- 
tive (Fig.  4).  All  leads  showed  slow  2 to  3 per 
second  waves  of  increased  amplitude  and  with  base 
line  sway.  Occasional  bursts  of  6 per  second  waves 
came  through. 

Figure  5 shows  the  electroencephalogram  taken 
approximately  one  month  later  when  the  child  was 
clinically  well.  The  slow  wave  activity  described 
previously  had  decreased  in  amount,  and  a more  nor- 
mal pattern  was  developing.  The  electroencephalo- 
gram obtained  four  months  after  the  acute  illness 
continued  to  show  improvement  (Fig.  6).  The 
dominant  rate  (5  to  7 per  second)  remained  slow, 
however,  and  on  hyperventilation  further  slowing  to 
4 per  second  waves  of  increased  amplitude  occurred. 

It  is  interesting  to  note  that  this  child’s  eight- 
year-old  brother  was  admitted  to  the  hospital  two 
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Fig.  5.  Electroencephalogram  of  A.  P.  taken  one 
month  later.  Child  clinically  well. 


Fig.  7.  Electroencephalogram  of  M.  R.  taken  on 
admission.  Child  was  oriented  and  ataxic. 


days  after  the  patient  with  a similar  clinical  picture, 
diagnosis,  and  electroencephalographic  findings. 

Case  3.  Chickenpox  Encephalitis. — M.  R.,  a 
twenty-two-month-old  white  girl,  was  admitted  to 
the  Children’s  Hospital  on  October  1,  1948,  with  the 
complaints  of  irritability  of  three  months  duration 
and  ataxia  of  one  month  duration. 

This  child  developed  a mild  case  of  chickenpox 
three  months  before  admission.  Shortly  before  the 
skin  lesions  disappeared,  she  had  a change  in  per- 
sonality with  irritability  and  frequent  temper  tan- 
trums. One  month  before  admission  she  developed 
ataxia  which  became  progressively  worse  so  that 
she  was  unable  to  walk  or  feed  herself. 

On  physical  examination  the  child  did  not  appear 
acutely  ill.  The  outstanding  finding  was  severe 
ataxia  of  the  neck,  trunk,  and  all  extremities.  She 
could  stand  on  a wide  base  with  support  but  was 
unable  to  walk.  The  cranial  nerves  were  intact, 
the  superficial  and  deep  tendon  reflexes  physiologic, 
and  no  abnormal  reflexes  were  obtained.  Lumbar 
puncture  yielded  clear,  colorless  spinal  fluid  with  an 
initial  pressure  of  150  mm.  water,  four  white  blood 
cells  and  two  red  blood  cells  per  cu.  mm.,  66  mg. 
glucose  per  100  cc.,  and  19  mg.  total  protein  per  100 
cc.  The  urinalysis,  blood  count,  and  skull  x-ray 
were  normal,  and  the  Wassermann  test  was  negative. 


The  electroencephalogram  done  on  admission 
showed  a dominant  rate  of  5 to  6 waves  per  second 
and  frequent  bursts  of  high  voltage  5 per  second 
activity  which  arose  simultaneously  in  all  leads  but 
were  more  pronounced  in  the  parietal  and  occipital 
leads  (Fig.  7).  Three  months  later,  the  patient’s 
personality  had  improved,  but  she  continued  to  show 
ataxia,  although  to  a milder  degree.  The  electro- 
encephalogram also  showed  improvement  (Fig.  8). 
The  dominant  rate  remained  slow  (4  per  second 
waves) ; there  were  only  occasional  bursts  of  higher 
voltage  activity. 

Case  4.  Herpes  Simplex  Encephalitis.— S.  B.,  a 
two-year-old  white  girl,  was  admitted  to  the  Chil- 
dren’s Hospital  on  December  14,  1948.  The  child 
had  been  well  until  five  days  before  admission  when 
she  developed  restlessness,  anorexia,  and  cough.  On 
the  day  before  admission  she  was  given  300,000  units 
of  penicillin  intramuscularly  because  of  a severe 
stomatitis,  the  lesions  having  been  described  as  of 
“canker  sore”  type.  On  the  following  day  repeated, 
generalized  convulsions  occurred,  and  the  child 
was  admitted  to  an  out-of-town  hospital  where  she 
was  given  curare,  morphine,  and  intrathecal  strepto- 
mycin because  of  the  convulsions  and  a suspected 
meningitis.  The  convulsions  persisted,  and  she  was 
transferred  to  this  hospital. 
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Fig.  6.  Electroencephalogram  of  A.  P.  taken  four 
months  later.  Child  clinically  well. 


Fig.  8.  Electroencephalogram  of  M.  R.  taken  three 
months  later.  Ataxia  was  milder. 
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This  acutely  ill  child  was  in  a convulsive  state  on 
admission  with  temperature  of  106.6  F.,  pulse  110, 
and  respirations  40.  The  pupils  were  of  pinpoint 
size  and  did  not  react.  Bloody  fluid  was  obtained 
by  suction  from  the  nose  and  there  was  marked  tris- 
mus of  the  jaws.  The  superficial  and  deep  tendon 
reflexes  were  absent  except  the  knee  jerks  which 
were  hyperactive  bilaterally.  Scattered  over  the 
face  and  body  were  several  discrete,  large,  raised, 
erythematous  lesions.  Lumbar  puncture  yielded 
clear,  colorless  spinal  fluid  with  an  initial  pressure  of 
120  mm.  water,  20  white  blood  cells  and  80  red  blood 
cells  per  cu.  mm.,  55  mg.  glucose  per  100  cc.,  and  137 
mg.  total  protein  per  100  cc.  Blood  and  spinal  fluid 
cultures  were  sterile.  Urinalysis  revealed  albumin- 
uria of  febrile  nature,  and  the  blood  count  showed  a 
moderate  anemia  and  marked  leukocytosis.  The 
tuberculin  test  was  negative. 

An  electroencephalogram  obtained  two  days  after 
admission  showed  high  voltage,  1 to  2 per  second 
waves  with  base  line  sway  in  all  leads  (Fig.  9). 


Fig.  9.  Electroencephalogram  of  S.  B.  taken  on 
admission.  Child  semicomatose. 


The  child  was  in  semieoina  with  periods  of  hyper- 
irritability for  several  weeks.  She  developed  a 
spastic  quadriplegia  of  the  decerebrate  type.  Re- 
peated spinal  fluid  examinations  showed  cell  counts 
varying  from  six  to  38  white  blood  cells  per  cu.  mm. 


Fig.  11.  Electroencephalogram  of  R.  M.  taken  on 
admission.  Child  drowsy  and  ataxic. 


and  total  protein  values  varying  from  50  to  120  mg. 
per  100  cc.  After  six  weeks  of  hospitalization  the 
child  began  to  respond  somewhat  to  her  environ- 
ment. Tne  electroencephalogram  done  at  that  time 
showed  improvement  (Fig.  10).  The  dominant  rate 
was  4 to  5 waves  per  second,  and  the  slow  activity, 
seen  initially,  appeared  only  occasionally  and  was 
most  pronounced  in  the  occipital  leads. 

Case  5.  Nonspecific  Encephalitis. — R.  M.,  a 
twenty-three-month-old  white  boy,  was  admitted  to 
the  Children’s  Hospital  with  complaints  of  drowsi- 
ness, squint,  and  staggering  gait  of  four  days  dura- 
tion. Four  weeks  prior  to  his  admitting  illness  he 
had  had  diarrhea  for  one  week  and  thereaf  .er  became 
unusually  irritable. 

Physical  examination  revealed  a very  drowsy  child 
with  alternating  divergent  strabismus,  marked 
ataxia,  absent  abdominal  and  cremasteric  reflexes, 
spastic  paraplegia  of  the  lower  extremities  with 
hyperactive  deep  tendon  reflexes  and  Babinski’s 
sign  bilaterally.  Lumbar  puncture  yielded  clear, 
colorless  spinal  fluid  with  an  initial  pressure  of  120 
mm.  water;  two  white  blood  cells  and  five  red  blood 
cells  per  cu.  mm.,  60  mg.  glucose  per  100  cc.,  and  21 
mg.  total  protein  per  100  cc.  Urinalysis  was  nega- 
tive; blood  count  showed  a moderate  anemia  and 
mild  leukocytosis;  Kahn  test  was  negative,  and 
tuberculin  test  was  negative. 


LP 


Fig.  10.  Electroencephalogram  of  S.  B.  taken  six 
weeks  later.  Child  more  responsive. 
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Fig.  12.  Electroencephalogram  of  R.  M.  taken  ten 
days  later.  Child  clinically  well. 
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The  electroencephalogram  obtained  two  days 
after  admission  showed  frequent  bursts  of  high  volt- 
age 2 to  3 per  second  waves  with  base  line  sway, 
especially  in  the  leads  from  the  right  hemisphere 
(Fig.  11).  The  boy’s  condition  rapidly  improved, 
and  at  the  time  of  discharge,  ten  days  later,  there 
were  no  abnormal  neurologic  findings.  The  elec- 
troencephalogram then  showed  marked  improve- 
ment with  slow  wave  activity  seen  only  in  the  right 
occipital  lead  (Fig.  12). 

Discussion 

We  have  selected  from  a group  of  150,  five  cases 
of  seriously  ill  children  who  showed  both  clinical 
and  electroencephalographic  evidence  of  en- 
cephalitis. Our  definition  of  encephalitis  is  that  it 
is  an  inflammatory  disease  of  the  brain. 

These  cases  were  chosen  to  demonstrate  that 
the  so-called  simple  diseases  of  childhood  are  not 
so  simple  after  all.  Included  are  three  cases  of 
diseases  which  are  almost  routinely  mentioned  in 
patients’  histories:  measles,  mumps,  and  chicken- 
pox,  the  trilogy  of  childhood.  But,  because  the 
problem  of  the  rarer  encephalitides  in  children  is 
remote,  this  paper  is  offered  to  suggest  that 
"simple”  diseases  can  produce  permanent  brain 
damage  and  can  result  in  behavior  difficulties  and 
future  convulsive  activity. 

These  five  children  showed  marked  electrical 
abnormalities  of  brain  activity,  associated  at 
times  with  a varied  clinical  picture.  We  cannot 


differentiate  between  the  electroencephalograph 
record  of  one  encephalitis  and  another. 

During  the  acute  encephalitis,  high  voltage  1 
to  3 per  second  wave  activity  is  present.  These 
brain  electrical  potentials  usually  improve  as  the 
clinical  state  improves,  but  some  of  the  wave 
abnormalities  may  persist  indefinitely  and  pro- 
duce future  convulsive  activity  and  behavior 
problems.  It  is  suggested  that  many  cases  of  the 
so-called  idiopathic  epilepsy  are  the  result  of  an 
early,  simple  childhood  disease. 

Results 

1.  Five  selected  children  with  encephalitis 
due  to  measles,  mumps,  chickenpox,  herpes 
simplex,  and  an  unidentified  encephalitis  are  pre- 
sented clinically  and  with  electroencephalographic 
studies. 

2.  These  patients  showed  electrical  abnor- 
mality of  the  brain  persisting  even  after  the  clini- 
cal state  was  considered  normal. 

3.  It  is  suggested  that  childhood  diseases  can 
produce  permanent  brain  damage  that  results  in 
behavior  problems  and  convulsive  activity. 
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RIMLESS  SPECTACLES  MAY  CAUSE  CANCER  OF  FACE 


Rimless  spectacles  that  focus  light  on  the  face 
may  cause  cancer,  according  to  four  doctors  from 
the  Department  of  Dermatology,  Jefferson  Medical 
College,  Philadelphia. 

Twelve  cases  in  which  skin  conditions  near  the 
eyes  were  believed  to  have  been  caused  by  the  heat 
or  chemical  rays  conducted  by  spectacle  lenses 
are  reported  by  Drs.  Edward  F.  Corson,  George 
M.  Knoll,  Herbert  A.  Luscombe,  and  Henry  B. 
Decker  in  a recent  issue  of  Archives  of  Dermatology 
and  Syphilology,  published  by  the  A.M.A. 

In  nine  of  these  patients  the  condition  was  diag- 
nosed as  cancer,  and  in  another  patient  as  keratoses, 
premalignant  growths  caused  by  radiation.  The 
remaining  two  patients  were  believed  to  have  chronic 
actinic  dermatitis,  a skin  disturbance  caused  by  light 
rays.  All  the  patients  were  white.  The  doctors 
say  they  have  not  observed  similar  conditions  in 
Negroes. 


"In  our  investigations  it  was  found  that  certain 
types  of  spectacle  frames  were  especially  responsible 
for  transmission  of  light  and  its  focusing  on  the  skin 
below  the  lower  edge  of  the  lens,”  the  doctors  ex- 
plain. “These  were,  above  all,  the  rimless  spec- 
tacles with  lenses  of  round  or  elliptic  outline. 

"While  the  character  of  the  lens — whether  thick 
or  thin,  sphere,  cylinder,  or  prism — was  responsible 
for  a certain  difference,  the  same  principle  existed 
in  all  cases  in  which  a wholly  or  partially  unob- 
structed rim  of  the  lens  was  present. 

"The  route  traversed  by  the  light  beam  could  be 
blocked  readily  at  either  edge  by  the  use  of  a lacquer 
employed  by  the  optical  trade  and  known  as  rim 
black.  When  carefully  applied  either  to  the  upper 
or  the  lower  rim  of  the  lens  it  was  hardly  noticeable 
and  the  rays  we  deemed  important  in  their  effects 
on  the  skin  were  entirely  cut  off.” 


CEREBROSPINAL  FLUID  EXAMINATION  IN  DIAGNOSIS  OF 
MULTIPLE  SCLEROSIS 

TheodoreJ.  C.  von  Storch,  M.D.,  Albert  H.  Harris,  M.D.,  and  Tiffany  Lawyer,  Jr.,  M.D., 
Albany,  New  York 

( From  the  Albany  Medical  College  and  Albany  Hospital,  and  the  Division  of  Laboratories  and  Research, 

New  York  State  Department  of  Health) 


THERE  are,  as  yet,  no  tests  which  are  specific 
for  multiple  sclerosis.  Hence,  any  labora- 
tory test  or  examination  which  might  reflect  the 
shifting  pathologic  picture  would  be  a welcome 
1 1 diagnostic  aid. 

It  has  long  been  felt  that  examination  of  the 
> 1 cerebrospinal  fluid  should  mirror  the  variable 
pathology  of  multiple  sclerosis  in  the  same  fashion 
that  it  indicates  the  types  and  stages  of  central 
nervous  system  syphilis.  When  older  methods 
j!  of  examination  and  interpretation  are  employed, 
!|  examination  of  the  spinal  fluid  has  been  of  diag- 
nostic value  in  only  a limited  number  of  cases  of 
multiple  sclerosis. 

Freedman  and  Merritt  in  a review  of  2,881 
I ! cases  have  found  some  abnormality  of  either 
cerebrospinal  fluid  cell  count,  protein  content, 
or  colloidal  gold  reaction  in  only  78  per  cent  of 
the  cases  reviewed.1  They  have  comprehen- 
1 sively  covered  the  literature  on  this  subject. 

Neither  they  nor  others  were  able  to  establish  a 
J definite  relationship  between  the  various  spinal 
fluid  abnormalities  and  the  activity  or  course  of  the 
disease.  It  should  be  noted  that  a so-called  first 
i zone  gold  curve  was  present  in  only  9 per  cent  of 
1 the  238  fluids  currently  examined  by  Freedman 
and  Merritt  at  their  New  York  laboratories.  In 
I Merritt’s  previous  series  of  839  cases  it  was 
present  in  25  per  cent.2  It  was  also  present  in 
21  per  cent  of  the  1,339  other  cases  reported  in  the 
literature. 

Findings  in  our  present  series  are  in  striking 
contrast  to  all  of  those  previously  reported,  as  a 
J result  of  the  employment  of  different  technical 
methods  and  different  interpretation.  A colloi- 
dal gold  curve  supporting  a clinical  diagnosis  of 
multiple  sclerosis  was  found  in  93  per  cent  of  the 
100  cases  considered  to  be  “clinically  proven.” 

It  is  quite  certain  that,  as  originally  performed, 
i the  gold  reaction  was  a much  more  sensitive  test 
than  the  modifications  now  almost  exclusively 
employed.3-4  In  1939,  Lange  published  a quan- 
titatively standardized  gold  reaction.6  Since 
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that  time,  the  technic  and  interpretation  of  this 
test  have  undergone  considerable  improvement. 
According  to  present  type  differentiation,  the 
gold  curves  are  now  classified  as  types  A,  AB,  B, 
BC,  C,  CD,  and  D.6  They  are  not  comparable 
with  the  old  first,  second,  and  thud  zone  identi- 
fications, since  the  dilution  series  has  been  com- 
pressed and  type  designation  is  not  exclusively 
based  on  the  location  of  the  maximal  reaction  in 
the  series  of  tubes.7  The  various  spinal  fluid  pro- 
tein patterns  indicated  by  these  letters  are 
thought  to  reflect  central  nervous  system  me- 
tabolism, extent  of  disintegration  of  shed  cells, 
vascular  permeability,  and  degeneration  of 
parenchyma  occurring  within  the  meningeal 
mantle.  Type  A is  the  normal  curve.  Type  B 
curves  are  indicative  of  abnormality  without 
significant  degeneration  or  abnormal  permea- 
bility, such  as  might  occur  in  mild  meningovascu- 
lar syphilis.  This  curve  is  almost  always  as- 
sociated with  an  increase  in  total  protein.  In 
conjunction  with  a low  or  low  normal  concentra- 
tion of  total  protein,  this  curve  is  thought  to 
indicate  a degenerative  protein  pattern  of  low 
degree.6  A type  C curve  indicates  an  increase 
in  the  cerebrospinal  fluid  albumin  content  due  to 
increase  in  permeability;  this  type  of  curve  is 
found  most  frequently  in  bacterial  meningitis 
and  subarachnoid  block  due  to  mechanical 
obstruction  from  tumors,  adhesions,  etc.  Type 
D curve  indicates  degeneration  with  very  little 
or  no  increase  in  permeability.  This  type  occurs 
in  parenchymatous  neurosyphilis  and,  in  the 
absence  of  a positive  complement  fixation  reac- 
tion, most  often  in  multiple  sclerosis.  Occasion- 
ally, as  will  be  seen  in  the  tabulations,  it  also 
occurs  in  other  disorders  in  which  there  is  an 
associated  parenchymatous  degeneration.  The 
terms  AB,  BC,  and  CD  designate  curves  in  which 
prominent  features  of  two  different  types  exist. 
For  example,  a CD  curve  is  considered  to  indicate 
a factor  of  increased  permeability  added  to  a 
degenerative  disease  process,  such  as  might  occur 
in  an  acute  exacerbation  of  a degenerative  dis- 
ease or  in  a brain  abscess.  An  increase  in  cell 
count  indicates,  of  course,  an  inflammatory  proc- 
ess. 

Evaluation  of  the  results  obtained  in  the  ex- 
amination of  several  hundred  specimens  of  spinal 
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TABLE  1. — Group  1:  Laboratory  Data  on  Old  Cases 
op  Multiple  Sclerosis  in  Albany  Hospital  Records, 
Including  Results  of  Modified  Gold  Reaction  (Not 
That  Employed  in  the  Division  of  Laboratories) 


Num- 

Per 

ber 

Cent 

Total 

Mono- 

of 

of 

Gold  Curves 

Proteins 

nuclears 

Cases 

Total 

Total 

“First  zone” 

Mn 

N 

1 

Weak  “First  zone” 

N 

N 

2 

“Second  zone” 

N 

N 

1 

Weak  “Second  zone” 

Mn 

N 

1 

5 

12.5 

Normal  (10  zeros) 

Mx  (117)  N 

1 

Normal  (10  zeros) 

Md 

N 

1 

Normal  (10  zeros) 

Md 

Mn 

1 

Normal  (10  zeros) 

Mn 

N 

9 

Normal  (10  zeros) 

Mn 

N 

1 

Normal  (10  zeros) 

N 

N 

9 

Normal  (10  zeros) 

N 

Mn 

1 

23 

Normal  (10  zeros)* 

Mn 

N 

12 

12 

Total  “Normal” 

35 

87.5 

Total  cases 

40 

* Upon  re-exaniination  of  spinal  fluid  from  these  twelve 
cases,  in  the  Division  of  Laboratories,  all  revealed  type  D 
curves. 


fluid  with  accompanying  specimens  of  blood  re- 
ceived in  the  Division  of  Laboratories  over  the 
past  three  years  has  shown  that  a particular  pat- 
tern occurs  with  great  frequency  in  multiple 
sclerosis.6  This  laboratory  syndrome  consists 
of  a clear,  colorless  spinal  fluid  with  a normal  or 
slightly  increased  mononuclear  cell  count,  a nor- 
mal or  slightly  elevated  spinal  fluid  protein,  and  a 
type  D or,  in  rare  instances  of  acute  stages,  a CD 
colloidal  gold  curve.  The  complement  fixation 
tests  for  syphilis  with  both  blood  and  spinal  fluid 
are,  of  course,  negative.  In  order  to  rule  out 
neurosyphilis,  a test  comparable  to  sensitivity  to 
the  quantitative  complement  fixation  test  em- 
ployed in  the  Division  of  Laboratories  must  be 
used.7  The  most  important  single  factor  in  the 
laboratory  syndrome  is  the  result  of  the  quanti- 
tative gold  reaction. 

It  was  decided  to  subject  this  observation  to 
analysis  in  order  to  determine  whether  or  not  it 
might  prove  of  value  in  the  differential  diagnosis 
of  multiple  sclerosis. 

Methods 

The  histories  of  all  cases  at  the  Albany  Hospital 
which,  during  the  past  ten  years,  were  diagnosed 
as  multiple  sclerosis  or  suspect  of  this  disease  were 
reviewed.  The  laboratory  findings  in  these  cases 
were  analyzed  with  regard  to  the  diagnosis  and 
the  state  of  the  disorder  at  the  time  of  puncture; 
the  laboratory  technic  that  had  been  employed 
was  not  always  that  currently  in  use  in  the 
Division  of  Laboratories.  In  as  many  cases  as 
possible  patients  were  re-examined;  blood  and 
spinal  fluid  were  obtained  for  examination  in  the 
latter  laboratory. 

A search  was  made  for  cases  suspect  of  mul- 
tiple sclerosis  among  all  the  spinal  fluid  reports  at 


TABLE  2. — Group  2:  Laboratory  Data  on  Cases 

Diagnosed  as  Multiple  Sclerosis  in  Which  New  York 
State  Quantitative  Colloidal  Gold  Reactions  Were 
Used 


Num- 

Per 

ber 

Cent 

Total 

Mono- 

of 

Gold  Curves 

Protein 

nuclears 

Cases 

Total 

Total 

D 

N 

N 

28 

D 

N 

Mn 

10 

D 

N 

N 

8 

D 

Mn 

Mn 

4 

D 

Mn 

Md 

1 

D 

Mx  (178) 

N 

1 

52 

Weak  D 

N 

N 

7 

Weak  D 

Md 

N 

2 

Weak  D 

Md 

Mn 

1 

10 

Minimum  D 

N 

N 

18 

Minimum  D 

N 

Mn 

4 

Minimum  D 

Mn 

N 

2 

Minimum  D 

Mn 

Md 

1 

25 

CD 

N 

N 

1 

CD 

Mn 

Mn 

3 

CD 

Mx 

N 

2 

6 

Total  D and  CD 

93 

93 

Total  normal  and  abnormal  curves  of 

other  types 

7 

7 

the  Division  of  Laboratories  for  a period  of  three 
years — 1946,  1947,  and  1948.  All  cases  were 
excluded  in  which  a diagnosis  of  syphilis  was 
indicated  by  history  or  by  positive  serologic  tests 
in  either  blood  or  spinal  fluid.  All  obvious  cases 
of  meningitis  were  excluded,  as  were  those  cases 
in  which  the  information  was  insufficient  for 
reasonable  diagnosis  and  was  unobtainable  by 
correspondence.  An  attempt  was  made  to  make 
an  unbiased  selection  of  good  material  accom- 
panied by  satisfactory  data  from  sources  be- 
lieved to  be  competent  in  this  field,  without  re- 
gard to  the  laboratory  results,  with  this  excep- 
tion: When  laboratory  findings  were  strongly 
suggestive  of  multiple  sclerosis,  yet  the  accom- 
panying data  were  meager  or  absent,  special 
effort  was  made  to  determine,  through  corre- 
spondence, the  clinical  facts  of  the  case.  Also, 
in  a few  cases,  in  spite  of  enough  blood  admix- 
ture or  bacterial  contamination  to  render  a fluid 
relatively  unsatisfactory  for  examination,  the 
findings  were  so  definite  and  strong  as  to  over- 
shadow the  effects  of  deterioration;  these  cases 
were  included.  To  this  extent  the  selection  was 
biased.  As  time  will  permit,  a detailed  re- 
examination of  all  of  this  material  and  follow-up, 
where  indicated,  is  planned. 

As  a part  of  the  study,  all  nonsyphilitic  cases 
with  fluids  showing  a type  CD  or  D gold  sol 
curve  were  selected  and  subjected  to  analysis  and 
follow-up.  Finally,  all  cases  were  studied  in 
which  the  diagnosed  disorder  might  have  been 
confused  clinically  with  multiple  sclerosis,  such  as 
multiple  tumors,  brain  stem  tumors,  spinocere- 
bellar ataxia,  etc. 
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TABLE  3. — Group  3:  Laboratory  Data  on  Cases  in 

Which  the  Quantitative  Gold  Reaction  Yielded  Curves 
Type  D and  CD  But  in  Which  the  Diagnosis  Could  Not 
Have  Been  Multiple  Sclerosis 


Number 

Gold  Total  Mono-  of 

Curve  Protein  nuelears  Cases  Total  Diagnosis 


D 

N 

Md-Mx 

1 

Tuberculous  menin- 
gitis 

D 

N-Md 

N 

3 

Glioblastoma,  cere- 
bral 

D 

D 

N 

N 

1 

“Involution  melan- 
cholia” 

5 

CD 

Md 

Md-Mx 

2 

Tuberculous  menin- 
gitis 

CD 

Md 

N 

1 

Subarachnoid  hem- 
orrhage 

CD 

Mx 

Contaminated 

1 

Meningioma,  spinal 
cord,  proved 

CD 

Mx 

N 

1 

Neuroma,  eighth 

nerve,  proved 
5 

Total  cases  10 


Results 

The  results  of  these  analyses  are  shown  in 
Tables  1 to  4.  The  conclusions  we  believe  are 
evident.  Apparently,  the  quantitative  gold 
reaction  is  of  definite  value  in  the  differential 
diagnosis  of  multiple  sclerosis. 

Discussion 

From  electrophoretic  studies  of  Rabat  et  al. 
it  is  known  that  the  gold  curve  type  D (“paretic 
curve”)  indicates  a protein  pattern  characterized 
by  increased  gamma  globulin  without  corre- 
sponding increase  of  albumin,  i.e.,  a low  albumin- 
gamma  globulin  ratio  found  in  conditions  of 
parenchymatous  degeneration  without  increased 
vascular  permeability.9  An  elevation  of  gamma 
globulin  per  se  does  not  yield  the  type  D curve; 
when  an  increase  occurs,  for  example,  due  to 
abnormal  vascular  permeability,  it  is  by  no 
means  necessarily  indicative  of  degeneration. 
The  concomitant  increase  of  albumin  in  such 
cases  elicits  a different  type  of  curve.  Freedman 
and  Merritt  have  reported  that  in  81  cases  of 
well-established  multiple  sclerosis,  80  per  cent 
have  shown  pathologically  elevated  gamma  glo- 
bulin.1 We  hold  that,  given  the  proper  reagents, 
any  well-run  laboratory  can  perform  a satisfac- 
tory gold  reaction  with  much  greater  speed  and 
accuracy  than  a determination  of  gamma  globu- 
lin and  albumin  according  to  the  immunochemi- 
cal method  of  Rabat.10  It  seems  to  us,  at  present, 
that  the  evaluation  of  the  laboratory  syndrome, 
of  which  the  quantitative  gold  reaction  is  the 
most  significant  part,  is  more  accurate  and  more 
practical  than  gamma  globulin  determination  in 
the  differential  diagnosis  of  multiple  sclerosis. 
Neither  is  specific;  both  must  be  interpreted  in 
the  light  of  the  clinical  data. 

If  any  speculations  are  made  concerning  the 
pathology  reflected  in  the  spinal  fluid,  they 


TABLE  4. — Group  4:  Disorders  Other  than  Multiple 
Sclerosis  in  Which  the  Colloidal  Gold  Reaction  Was 
Helpful  in  Differential  Diagnosis 


Gold 

Number 

Curves 

of  Cases 

Diagnosis 

A,  AB,  C 

5 

Spinocerebellar  ataxia  (Friedreich’s 
Marie’s,  etc.) 

A,  AB 

2 

Syringomyelia 

C (with  Mx 

2 

Spinal  cord  and  cauda  tumor;  sub- 

protein) 

arachnoid  block 

AB 

1 

Glioblastoma 

4B 

1 

Encephalomalacia,  chronic  alcoholic 

A 

1 

Neuromyelitis,  acute 

AB 

1 

Ruptured  intervertebral  disk,  proved 

A 

1 

Schizophrenia  after  electroconvulsive 
therapy 

C 

1 

Brain  tumor  suspect,  unproved 

AB 

1 

“Vasoparalytic  cerebral  vascular  acci- 
dent” 

A,  AB 

3 

Hysteria 

Total 

19 

should  include  an  evaluation  of  the  entire  sched- 
ule of  five  obligatory  tests.  Thus,  the  presence 
of  polymorphonuclear  leukocytes  in  the  cerebro- 
spinal fluid  indicates  more  or  less  acute  or  active 
exudative  or  inflammatory  processes.  While 
mononuclears  occur  normally  in  very  small  num- 
bers, an  increase  is  indicative  of  inflammation, 
although  less  acute  than  when  polymorphonu- 
clear leukocytes  are  found.  An  abnormal  in- 
crease in  total  protein  concentration  reflects,  in 
multiple  sclerosis,  either  inflammation  or  de- 
generation. The  colloidal  gold  reaction  depends 
on  the  protein  pattern.  All  together,  the  find- 
ings suggest  the  type  of  pathologic  process  that  is 
predominant  at  the  time  of  examination. 

A type  A or  AB  curve  with  normal  protein  and 
cell  count  does  occur  occasionally  in  multiple 
sclerosis.  It  seems  likely  that  such  findings  indi- 
cate that  the  underlying  pathologic  process  is  more 
or  less  quiescent  at  the  time.  In  the  acute  inflam- 
matory phase,  a C or  CD  reaction  with  polymor- 
phonuclear leukocytes  and  elevation  of  total  pro- 
tein might  be  expected,  although  in  our  series  of 
multiple  sclerosis  cases  a type  C curve  has  never 
been  encountered  in  the  absence  of  accidental 
blood  admixture.  In  the  majority  of  cases,  the 
degenerative  process  predominates  and  is  re- 
flected by  a type  D curve.  In  the  cases  studied, 
there  was  an  overwhelming  predominance  of  this 
type  of  curve.  The  cell  counts  and  total  protein 
determinations  revealed  evidence  of  fairly  active 
inflammation  in  most  cases. 

In  the  present  study,  a small  number  of  cases 
were  uncovered  in  which  the  onset  was  obviously 
that  of  an  acute  febrile  encephalitis,  which  then 
progressed  to  a chronic  degenerative  disease  with 
a remissive  course.  In  these  cases  the  spinal 
fluid  formula  progressed  in  successive  examina- 
tions from  type  C gold  curve  with  pleocytosis 
through  CD  to  type  D with  a decrease  in  the  cell 
count,  eventually  ending  with  a laboratory  syn- 
drome indistinguishable  from  multiple  sclerosis. 
In  such  cases,  the  clinical  history  is  decisive. 
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Summary  and  Conclusions 

1.  The  schedule  of  five  obligatory  tests,  in- 
cluding appearance,  total  and  differential  cell 
count,  total  protein  determination,  the  quantita- 
tive colloidal  gold  reaction,  and  quantitative 
complement  fixation  tests  in  both  blood  and 
spinal  fluid  is  helpful  in  differential  diagnosis  of 
multiple  sclerosis. 

2.  The  quantitative  gold  reaction,  as  per- 
formed in  the  Division  of  Laboratories  and  Re- 
search of  the  New  York  State  Department  of 
Health,  is  of  considerable  value  in  the  diagnosis 
of  multiple  sclerosis. 

3.  Determination  of  the  ratio  of  gamma  glo- 
bulin to  albumin  in  the  cerebrospinal  fluid  would 
also  appear  to  be  quite  helpful  in  differential 
diagnosis  of  multiple  sclerosis.  However,  it  is 
felt  that  the  quantitative  gold  reaction  can  be 
performed  with  greater  speed  and  accuracy, 


especially  now  that  the  difficulties  encountered 
in  the  original  technic  have  been  eliminated. 
Neither  test  is  specific. 
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TN  CHOOSING  the  title  for  this  discussion  the 
-L  terms  neuritis  and  neuronapathy  have  been 
included,  but  in  recent  years  there  has  been  con- 
siderable controversy  as  to  proper  terminology. 
It  has  become  accepted  practice  to  use  neuritis 
for  an  inflammatory  condition  of  a nerve  and 
neuronapathy  for  a degenerative  process.  In 
many  instances  it  is  impossible  to  make  a satis- 
factory differentiation  if  one  carefully  considers 
the  various  factors  which  may  play  a part  in  the 
clinical  picture.  The  object  of  discussing  this 
problem  is  to  emphasize  the  possibility  of  some 
of  the  obscure  factors  in  what  appears  at  first  to 
be  a rather  simple  case  of  neuritis,  especially  in 
those  cases  where  even  the  predominating  causa- 
tive factor  is  difficult  to  determine.  Therefore,  to 
simplify  the  discussion,  the  term  neuritis  will  be 
used  throughout  the  paper. 

Diseases  of  the  spinal  and  cranial  nerves  cover  a 
large  field,  but  this  discussion  will  be  limited 
to  the  frequency  of  peripheral  nerve  symptoma- 
tology and  pathology  in  industrial  medicine. 
In  the  Annual  Report  by  the  Workmen’s  Com- 
pensation Board  in  New  York  State  for  the 
calendar  year  1947,  the  number  of  accidents  re- 
ported for  the  year  was  787,245. 1 The  average 
number  of  accidents  per  year  from  1943  to  1948 
has  not  varied  to  any  extent.  When  one  considers 
the  large  number  of  accidents  taking  place  in  one 
year  in  this  State,  it  is  logical  to  assume  that  the 
opportunities  for  direct  or  indirect  trauma  to 
peripheral  nerves  are  also  very  large,  and  this  is 
confirmed  by  experience.  In  direct  trauma  where 
the  injury  produces  a laceration,  direct  com- 
pression, or  contusion  of  a nerve  the  problem  of 
causal  relationship  is  rather  simple.  It  is  my  be- 
lief that  neuritis  occurs  more  often  as  the  result  of 
indirect  trauma,  and  in  such  instances  the  phy- 
sicians interested  in  compensation  medicine  are 
called  upon  to  express  their  opinion  as  to  causal 
relationship,  disability,  and  treatment. 

In  cases  of  neuritis  which  are  developed  during 
participation  in  a gainful  occupation  and  in 
which  it  is  quite  obvious  that  no  direct  trauma  of 
a peripheral  nerve  has  occurred,  I wish  to  stress 
the  importance  of  a complete  history  and,  in  many 
instances,  as  thorough  an  investigation,  both  from 
a clinical  and  laboratory  standpoint,  as  would  be 
carried  out  by  a competent  internist.  A careful 
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search  must  be  made  for  the  essential  cause  of  the 
neuritis  when  it  is  quite  evident  that  the  type  of 
occupation  of  either  isolated  or  repeated  trau- 
matic experience  could  not  injure  the  nerve  directly 
or  indirectly.  There  are  too  many  instances 
where  the  patient  receives  symptomatic  treat- 
ment, while  the  original  complaints  persist  and 
new  symptoms  appear.  These  cases  presenting 
chronic  features,  subject  to  dispute  and  mis- 
understanding, are  the  most  difficult  problems  for 
the  Compensation  Board  to  adjust,  with  the  ex- 
ception of  those  incidental  to  head  trauma, 
etc. 

Injuries  to  muscles  and  tendons  represent  a 
large  group  of  disabilities  in  industrial  medicine. 
The  injury  may  be  a wound  or  contusion  or  in  the 
nature  of  a strain  or  sprain.  Although  the  maxi- 
mum discomfort  immediately  following  the  in- 
jury is  localized  in  the  area  traumatized,  it  is  not 
unusual  for  a neuritis  to  develop  at  a later  date. 
In  such  an  instance  one  must  consider  the  edema 
as  the  cause  of  a swelling  beneath  the  deep  fascia 
and  in  the  muscle  masses  and,  in  some  cases,  as 
the  cause  of  hemorrhage  of  the  muscle  tissue  or 
rupture  of  muscle  fibers.  In  traumatic  myositis 
the  swelling,  muscle  spasm,  and  immobility 
cause  a stasis  in  the  irrigation  of  the  part  in- 
volved, and  in  some  instances  arterial  ischemia  or 
interrupted  venous  return  produces  myalgia. 
The  vasi  nervorum  may  be  damaged,  causing  an 
area  of  ischemia  in  an  otherwise  healthy  nerve 
which  may  produce  a degeneration  of  the  axons  in 
the  ischemic  area,  causing  a parenchymatous 
neuritis.  If  the  contusion  is  severe,  adhesions 
may  form,  interrupting  the  lymph  drainage  and 
causing  stasis  within  the  nerve,  with  a similar 
result.  Hemorrhage  may  occur  within  the  nerve 
trunk,  causing  edema  which,  at  first,  is  respon- 
sible for  the  symptoms  of  an  interstitial  neuritis. 
However,  this  irritation  may  lead  to  a fibro- 
blastic infiltration  from  the  perineurium  and 
endoneurium,  sufficient  to  cause  a chronic  type  of 
interstitial  neuritis  and  in  some  cases  a physio- 
logic conduction  block.  This  phenomena  is  the 
exception  rather  than  the  rule  but  should  not  be 
overlooked. 

Infrequently,  the  sympathetic  fibers  within  a 
nerve  become  more  involved  than  the  motor  or 
sensory  components  and  are  responsible  for  the 
causalgia  which  may  persist  for  longer  periods  of 
time.  The  type  of  pain  which  does  not  corre- 
spond to  an  anatomic  pattern  and  the  trophic 
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disturbances  which  are  associated  with  this  dis- 
comfort are  the  basis  for  the  differential  diagnosis 
between  myalgic  and  neurotrophic  phenomena 
per  se.  Sympathectomy  may  be  necessary  to 
relieve  the  neurotrophic  type  of  discomfort  and 
not  so  frequently  to  relieve  the  myalgic  type. 

Interstitial  neuritis  may  follow  the  onset  of 
acute  bursitis  arising  from  traumatism.  This 
most  often  occurs  in  involvement  of  the  deltoid 
or  subacromial  bursa.  The  pain  becomes  pro- 
nounced when,  upon  attempting  abduction,  the 
scapula  becomes  locked  by  spasm  and  moves  with 
the  humerus.  A similar  type  of  neuritis  may 
occur  in  instances  of  myositis  and  calcium  de- 
posits in  the  supraspinatus  muscle.  Although 
this  syndrome  has  been  difficult  to  explain  be- 
cause of  the  relationship  of  the  nerve  trunks  and 
the  affected  parts,  it  is  reasonable  to  believe  that 
the  muscle  spasm  is  responsible  for  the  nerve 
irritation. 

Brachial  plexus  neuritis  may  occur  in  certain 
persons  because  of  abnormal  development  of  the 
shoulder  girdle  or  of  the  brachial  plexus.  The 
precipitating  factors  are  novements  of  the  upper 
extremity  which  alter  the  anatomic  and  postural 
relations  in  such  a way  as  to  cause  compression  or 
irritation  of  the  brachial  plexus.  In  1944,  Walshe, 
Jackson,  and  Wyburn  discussed  “Some  Pressure 
Effects  Associated  with  Cervical  and  with  Rudi- 
mentary and  Normal  First  Ribs,  and  the  Factors 
Entering  into  Their  Causation.”2  The  authors 
emphasize  the  fact  that  the  anatomic,  patho- 
logic, and  physiologic  factors  are  many,  but  the 
secondary  and  pathologic  factors,  caused  by  the 
maladjustment  of  osseous  and  soft  tissues,  play 
an  important  role  in  the  clinical  picture.  In  an 
excellent  discussion  of  cervicobrachial  pain  by 
Haggart  in  1948,  the  importance  of  the  relation  of 
the  various  structures  in  the  shoulder  girdle  to 
the  thoracic  cage  is  stressed,  and,  as  pointed  out 
by  Walshe  and  his  associates,  too  much  im- 
portance has  been  placed  on  the  scalenus  muscles 
in  the  so-called  scalenus  anticus  syndrome.3 
While  one  cannot  deny  the  possibility  of  the 
scalenus  syndrome  from  compression  of  the 
brachial  plexus  by  a fibrous  band  which  may 
represent  the  prolongation  of  a rudimentary 
rib,  a noncompressing  rib,  or  the  anterior  tendi- 
nous fibers  of  the  middle  scalenus  muscle,  the 
failure  of  the  release  of  these  structures  by 
surgical  intervention  in  a given  number  of  cases 
has  stimulated  more  intensive  study  of  the  an- 
atomy and  biomechanics  of  the  shoulder  girdle 
and  the  cervical  region. 

Many  individuals  with  asymmetry  in  struc- 
tural development,  congenital  anomalies,  or  ab- 
normal posture,  congenital  or  acquired,  have  been 
able  to  adjust  their  activities  without  distress  if 
on  previous  occasions  transitory  attacks  of  pain 


had  been  experienced.  In  some  instances  they 
had  been  entirely  free  of  symptoms  because  of 
the  nature  of  their  work.  When  such  individuals 
change  to  a type  of  gainful  occupation  which 
requires  unusual  or  awkward  postures  and  pro- 
duces abnormal  relationship  of  the  shoulder 
girdle  to  the  thoracic  cage  and  the  cervical  re- 
gion, brachial  plexus  neuritis  develops. 

Symptomatic  brachial  neuritis  in  many  in- 
stances is  due  to  an  involvement  of  the  roots  of 
the  spinal  nerves  forming  the  brachial  plexus. 
Pathologic  changes  in  the  vertebrae,  ligaments, 
articular  facets,  intervertebral  disks,  or  in  the 
spinal  cord  or  meninges  may  be  responsible  for 
this  type  of  complaint.  Such  changes  may  have 
been  present  for  many  years,  asymptomatic  or 
with  transient  episodes  of  discomfort,  but  the 
disability  arose  upon  change  of  occupation  or  as 
the  result  of  trauma,  even  of  an  insignificant 
degree. 

I believe  we  will  all  agree  with  the  following 
statement  made  by  Lewin:  “When  one  considers 
the  minute  mechanism  of  the  cervical  vertebrae, 
the  articular  facets,  the  foramina,  the  nerves  of 
the  cervical  and  brachial  plexus,  it  is  remarkable 
that  this  important  area  is  not  subject  to  more 
stress,  strain,  and  injury  than  it  is.”4 

One  of  the  very  common  disabilities  in  indus- 
trial medicine  is  low  back  pain.  In  many  in- 
stances the  pain  remains  localized  in  the  region  of 
the  sacroiliac  joint  as  a result  of  a sprain,  and  at 
some  later  date  a sciatic  syndrome  develops. 
Since  the  piriformis  muscle  has  a part  of  its 
origin  closely  bound  up  with  the  capsular  invest- 
ment of  the  sacroiliac  joint,  articular  irritation 
may  produce  spasm  in  the  muscle.  The  relation- 
ship of  the  piriformis  muscle  to  the  sciatic  nerve 
is  so  close  that  continuous  spasm  of  the  muscle 
may  produce  pressure  upon  the  nerve.  A sprain 
is  painful  because  it  is  essentially  an  injury  to  the 
nerves  of  the  ligaments,  and  these  nerve  ter- 
minals are  the  origins  of  reflexes.  Muscle  spasms 
then  appear  which  are  not  involved  in  or  even 
near  the  location  of  the  original  injury.  The 
sciatic  syndrome  in  such  cases  is  referred  to  as 
symptomatic  or  reflex  sciatica.  Thus,  from  a 
rather  simple  lesion  acting  as  a trigger  point,  we 
have  a progressive  type  of  disability  as  the  result 
of  spreading  reflex  disturbances. 

Extensive  studies  during  recent  years  in  the 
field  of  neurophysiology  have  furnished  im- 
portant data  which  have  served  as  a basis  for  the 
modern  concepts  of  interneuron  relationship. 
Of  the  many  articles  dealing  with  this  subject, 
attention  is  directed  to  the  study  of  “Potentials  in 
the  Spinal  Cord,”  by  Erlanger  and  Gasser; 
“Action  Potentials  of  Muscles  in  ‘Spastic’  Con- 
ditions,” by  Hoefer  and  Putnam;  “Factors  for 
Facilitation  and  Extinction  in  the  Central  Nerv- 
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i ous  System,”  by  Dusser  de  Barenne  and  Mc- 
1 Culloch;  “Analysis  of  the  Activity  of  the  Chains 
of  Internuncial  Neurons,”  by  Lorente  de  N6,  and 
“Facilitation  of  Flexion  Reflex  in  Relation  to 
Pain  after  Nerve  Injuries,”  by  Porter  and  Tay- 
lor.5-9 I would  also  advise  everyone  interested  in 
this  subject  to  read  “Pain  Mechanisms;  A 
Physiological  Interpretation  of  Causalgia  and 
Its  Related  States,”  by  Livingston.10 

According  to  the  internuncial  pool  concept,  an 
organic  lesion  in  the  somatic  regions  involving 
sensory  nerves  serves  as  a trigger  point.  The 
afferent  impulses  arising  from  this  trigger  point 
create  an  abnormal  activity  in  the  internuncial 
centers  of  the  spinal  cord.  As  these  powerful 
I impulses  spread  over  the  neuron  network,  distant 
neuron  systems  become  involved.  Cells  in  the 
ventral  and  lateral  horns  of  other  segments  of  the 
spinal  cord  produce  abnormal  motor  response  in 
this  complicated  reflex  activity  which  is  respon- 
sible for  muscle  spasm  and  vasomotor  changes  in 
somatic  regions  far  from  the  original  trigger  zone. 
In  this  way  new  sources  of  pain  may  originate 
' which,  in  turn,  may  serve  as  new  trigger  zones, 
and  a vicious  circle  is  formed. 

It  has  been  well  established  and  accepted  in  the 
i psychiatric  field  that  psychic  irritants  may  pro- 
duce psychosomatic  manifestations,  which,  in 
turn,  increase  the  nervous  tension,  and  a vicious 
circle  is  maintained  in  functional  nervous  dis- 
orders. If  such  a condition  is  allowed  to  exist, 
organic  changes  may  eventually  take  place  in 
somatic  or  visceral  regions.  In  our  problem  under 
discussion  the  abnormal  afferent  impulses  arising 
at  the  source  of  chronic  irritation,  or  the  trigger 
zone,  may  be  so  dispersed  as  to  reach  the  level  of 
consciousness.  The  central  integration  by  means 

I of  facilitation  and  inhibition  alters  the  cortico- 
spinal reflexes  and  exerts  further  influence  upon 
the  internuncial  pool  at  the  segmental  level  in  the 

I spinal  cord.  Such  a physiologic  process  may  in- 
crease the  dispersion  of  afferent  impulses  at  the 
segmental  level,  producing  alterations  in  the 
muscle  tone,  muscle  spasm,  and  added  disability. 
As  the  nervous  tension  increases,  the  threshold 
for  pain  becomes  lower.  In  this  way  a functional 
nervous  disorder  may  become  established  in  an 
individual  who  had  previously  been  emotionally 
stable. 

In  the  discussion  thus  far  I have  considered  the 
nerve  affected  as  having  healthy  nerve  tissue. 
In  an  article  by  Cobb  and  Coggeshall  in  which 
the  causes  of  neuritis  are  discussed,  one  appre- 
ciates the  many  factors  which  may  increase  the 
vulnerability  of  nerve  tissue.11  One  of  these 
factors  may  be  present  in  an  individual  subjected 
to  trauma  although  he  has  been  free  of  symptoms 
and  unaware  of  his  affliction  prior  to  the  injury. 
Special  attention  is  directed  to  diabetes,  ane- 


mias, chronic  alcoholism,  cachexia,  dietary  de- 
ficiency, and  focal  infections.  In  such  instances 
trauma  of  a rather  trivial  nature  may  precipitate 
a severe  neuritis.  The  neuritis  may  appear  during 
the  course  of  an  occupation  without  unusual  stress 
or  strain  but  as  a result  of  the  constant  and  re- 
peated use  of  one  extremity.  However,  overexer- 
tion may  be  responsible  for  a neuritis  in  a limb 
where  strenuous  muscular  activity  has  been 
carried  out  over  a long  period  of  time;  this  is 
generally  preceded  by  a myositis  and  myalgia. 
For  many  years  refrigeration  neuritis  was  con- 
sidered as  the  cause  of  Bell’s  palsy  in  a large  per- 
centage of  cases.  More  recently,  the  theory  that 
exposure  to  cold  is  the  causative  factor  has  been 
questioned  with  the  suggestion  that  the  cold 
merely  precipitated  the  neuritis  in  a nerve  whose 
vulnerability  had  been  increased  by  some  other 
agent.  The  following  explanation  is  quoted  from 
Bing  and  Haymaker:  “When  the  metabolism  of  a 
nerve  is  so  altered  that  the  exchange  of  metab- 
olites necessary  for  proper  functioning  is  inter- 
fered with,  then  the  introduction  of  an  otherwise 
innocuous  external  agent  can  so  disturb  the  al- 
ready unstable  trophic  equilibrium  that  clinical 
and  anatomic  changes  become  manifest.”12 

The  more  experience  one  has  reviewing  hospital 
records  and  the  various  reports  contained  in  files 
of  the  Workmen’s  Compensation  Board,  the  more 
one  is  impressed  with  the  inadequate  history  ob- 
tained in  a large  percentage  of  cases.  The  history 
should  be  so  complete  that  the  examiner  is  able  to 
visualize  the  mechanics  of  the  injury  as  if  he  had 
been  present  when  the  accident  occurred.  The 
position  of  the  individual  when  the  accident  took 
place  and  the  parts  of  the  body  subjected  to 
strain,  torsion,  or  direct  trauma,  as  well  as  the 
direction  of  the  force  exerted,  may  suggest  a clue 
to  the  explanation  of  the  symptoms  claimed.  A 
study  of  posture  should  be  made  in  each  case 
where  plexus  or  root  disturbance  is  suspected.  A 
change  in  occupation  or  type  of  work  may  exag- 
gerate the  normal  physiologic  curves  of  the  spine 
and  produce  internal  derangements  of  the  back. 
In  many  occupations  excessive  use  and  strain  is 
placed  on  certain  tissues  in  which  the  physiologic 
disturbance  may  become  pathologic  over  a period 
of  time,  producing  a chronic  strain. 

The  history  should  contain  an  exact  descrip- 
tion, as  well  as  the  location,  of  all  discomforts 
experienced  immediately  following  the  injury. 
The  type  of  pain,  dyesthesias,  and  paresthesias 
should  be  carefully  noted.  All  changes  in  the 
original  discomfort,  motor  disability,  appearance 
of  new  complaints,  and  their  relationship  to 
muscular  activity  should  be  recorded  in  chrono- 
logic order.  In  the  chronic  and  prolonged  dis- 
abilities the  past  history  is  important  as  a part  of  a 
thorough  investigation  for  the  possibility  of  sys- 
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temic  disorders  which  may  alter  the  vulnera- 
bility of  nerve  tissue. 

At  this  point  I enter  a plea  for  better  treatment 
which  will  produce  shorter  disability.  Each  case 
should  be  treated  as  an  individual  problem  in- 
stead of  using  a regular  routine,  as  seen  in  certain 
clinics,  like  an  assembly  line  in  a factory.  The 
frequency  of  myositis  and  myofascitis  which  in- 
terfere with  the  normal  irrigation  of  surrounding 
tissues,  including  nerve  tissues,  as  well  as  tendoni- 
tis and  arthritis  which  serve  as  trigger  points  in 
the  internuncial  pool  concept,  emphasizes  the 
need  for  orthopedic  supervision.  A word  of 
caution  is  directed  toward  the  hasty  surgeon,  as 
meddlesome  surgery  may  produce  partial  per- 
manent disability.  A better  understanding  of  the 
neuromuscular  mechanisms  and  appreciation  of 
the  biomechanics  of  the  associated  parts  involved 
would  encourage  more  conservative  methods  of 
therapy  as  advocated  in  physical  medicine.  Al- 
though industry  complains  about  the  high  rate  of 
compensation  insurance,  it  often  hesitates  in  co- 
operating in  the  rehabilitation  of  an  injured 
worker  by  refusing  light  work  or  even  discharging 
the  claimant  in  some  instances  because  he  cannot 
perform  his  regular  duties.  The  psychologic 
factor  is  present  to  some  degree  in  every  pro- 
longed disability  and  should  be  given  proper  con- 
sideration by  the  attending  physician  and  the 
employer. 

Conclusions 

The  purposes  of  this  discussion  are  as  follows: 

1.  To  call  attention  to  some  of  the  factors 
playing  a part  in  indirect  trauma  to  peripheral 
nerves  and  to  stimulate  an  appreciation  of  the 
possibility  of  underlying  physiologic  disturb- 
ances. 

2.  In  what  appears  to  be  a simple  injury,  not 
to  underestimate  the  presence  of  irritative  nerve 
lesions  which  can  bring  about  widespread  reflex 
changes. 

3.  To  encourage  a better  understanding  and 
appreciation  of  post-traumatic  pain  syndromes. 


4.  To  prevent  the  danger  of  suspicion  which 
may  lead  to  mismanagement  or  neglect  in  any 
case  where  the  complaints  appear  to  be  out  of 
proportion  to  the  extent  of  the  injury. 

5.  To  stress  the  importance  of  a careful  survey 
by  physicians  trained  in  orthopedics,  neurology, 
and  neurosurgery  before  doubting  the  organic 
features  and  establishing  the  diagnosis  of  trau- 
matic neurosis  or  malingering. 

6.  To  prevent  a wrong  evaluation  in  the 
chronic  disability  by  realizing  that  the  investiga- 
tion should  be  as  thorough  as  in  any  other  type  of 
diagnostic  problem. 

7.  Finally,  to  discourage  symptomatic  ther- 
apy over  long  periods  of  time  and  to  encourage  the 
idea  that  the  treatment  should  be  carried  out,  or 
at  least  supervised,  by  orthopedic  surgeons  or 
physicians  trained  in  physical  medicine  unless 
there  are  indications  for  neurosurgical  explora- 
tion. 

If  these  suggestions  are  considered,  it  is  my 
belief  that  the  period  of  rehabilitation  will  be- 
come shorter,  and  there  will  be  less  danger  of  a 
permanent  partial  or  total  disability. 

829  Carroll  Street 
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HEART  DISEASE  IS  GREATEST  KILLER  AMONG  MINE  WORKERS 


Heart  disease  and  not  tuberculosis  takes  the 
greatest  toll  of  lives  among  coal  miners.  This  fact, 
contrary  to  popular  impression,  was  reported  by  Dr. 
H.  A.  Slesinger  of  Windber,  Pennsylvania. 

Although  the  development  of  miners’  asthma, 
the  name  sometimes  given  for  the  disease  which 
results  from  inhaling  too  much  dust,  makes  the 
patient  more  susceptible  to  TB,  other  factors  also 
enter  into  the  picture,  he  said.  The  prevalence  of 
TB  in  the  community  and  the  presence  of  previous 
infection  influence  the  frequency  of  TB. 


Two  other  diseases,  pneumonia  and  lung  abscess, 
have  lost  their  position  as  common  causes  of  death 
among  miners,  thanks  to  the  antibiotics  and  sulfa 
drugs. 

Hard  coal  miners  have  until  recently  been  thought 
to  be  the  only  ones  exposed  to  the  danger  of  develop- 
ing the  lung  infection  which  comes  from  inhaling 
minute  particles  of  dust  in  the  mines.  It  is  now  rec- 
ognized as  an  occupational  disease  among  soft  coal 
miners  as  well,  Dr.  Slesinger  pointed  out. — Science 
News  Letter,  June  18,  1949 


CEREBRAL  APOPLEXY:  MECHANISM  AND  DIFFERENTIAL 
DIAGNOSIS 

H.  M.  Zimmerman,  M.D.,  New  York  City 
( From  the  Montefiore  Hospital  for  Chronic  Diseases ) 


IN  RECENT  years  increasing  numbers  of  vic- 
tims of  cerebral  apoplexy  have  been  sub- 
jected to  exploratory  craniotomies  for  the  evacua- 
tion of  their  hemorrhages.  Often  this  procedure 
has  proved  life-saving  and,  when  performed  early, 
has  minimized  some  of  the  disabling  sequelae. 
Successful  operations  of  this  type  presuppose  the 
possibility  of  accurate  differential  diagnosis,  pre- 
cise cerebral  localization  of  the  lesion,  and  an 
understanding  of  its  pathogenesis. 

Incidence 

Among  4,240  consecutive  necropsies  performed 
from  1927  to  1943  in  a general  hospital  (New 
Haven  Hospital,  New  Haven,  Connecticut)  there 
were  107  cases  (2.5  per  cent)  of  cerebral  hemor- 
rhage. This  number  contrasted  with  75  cases 
(1.7  per  cent)  of  cerebral  infarction  in  the  same 
series.  At  the  same  hospital  the  incidence  of 
apoplexy  among  175  patients  admitted  with 
cerebral  vascular  accidents  during  a five-year 
period  was  82  cases  (46.8  per  cent),  whereas  in- 
farction was  diagnosed  in  80  instances  (45.7  per 
cent),  hypertensive  crisis  in  three,  and  “vascular 
accident”  in  ten. 

In  the  necropsy  series  cerebral  hemorrhage 
occurred  with  equal  frequency  among  males  and 
females,  and  the  same  was  true  in  the  clinical 
series.  Cerebral  infarction,  on  the  other  hand, 
was  twice  as  frequent  in  males  of  the  former  series 
of  cases  and  three  times  as  frequent  in  the  latter 
or  clinical  series. 

The  peak  of  fatal  cerebral  apoplexy  cases  oc- 
curred in  the  sixth  decade  of  life,  and  this  was  pre- 
cisely true  also  for  the  nonfatal  cases.  The 
incidence  of  cerebral  infarction  reached  its  peak 
fully  a decade  later  in  both  series. 

Of  the  107  fatal  cases  of  hemorrhage,  94  pa- 
tients died  during  the  first  attack,  all  within  five 
weeks  of  the  onset.  Only  six  patients  had  a 
three-year  survival.  By  contrast,  52  patients  of 
the  75  who  died  from  infarction  did  so  during  the 
first  attack,  and  but  37  died  within  five  weeks  after 
the  onset.  Fifteen  patients  of  the  total  had  a 
three-year  survival. 

Differential  Diagnosis 

Among  the  predisposing  factors  in  cerebral 
hemorrhage,  hypertension  was  of  prime  impor- 
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tance.  In  the  series  of  fatal  cases,  records  of  the 
blood  pressure  preceding  the  vascular  accident 
were  available  in  42  cases,  and  in  all  there  was 
hypertension.  A history  of  antecedent  cardio- 
vascular renal  disease  was  present  in  80  of  the  107 
cases.  Of  49  fatal  cases  of  cerebral  infarction 
with  available  blood  pressure  records,  only  18 
had  a history  of  hypertension;  31  had  normal 
pressures.  Of  the  total  number  of  75  cases  of 
this  series,  39  had  a history  of  cardiovascular 
renal  disease. 

Presenting  symptoms  among  the  apoplexy 
cases  were  known  for  59  patients.  Of  these, 
sudden  loss  of  consciousness  initiated  the  attack 
in  23  cases.  Other  important  presenting  symp- 
toms were  paralysis  (six  cases),  a fall  (six  cases), 
vomiting  (six  cases),  headache  (five  cases),  ver- 
tigo (four  cases),  convulsions  (three  cases),  and 
generalized  weakness  (three  cases).  Among  the 
infarction  cases,  the  symptoms  at  onset  were 
known  in  42  instances.  Generalized  paresis  oc- 
curred in  15  cases,  loss  of  consciousness  in  ten, 
mental  disturbance  in  eight,  a fall  in  three,  gen- 
eralized weakness  in  three,  and  dysarthria  in 
three. 

More  easily  recognizable,  differential  features 
between  apoplexy  and  infarction  appeared  later 
in  the  courses  of  these  conditions.  The  signs  and 
symptoms  are  listed  in  order  of  frequency  in 
Table  I. 

The  spinal  fluid  was  examined  in  45  of  the 
hemorrhage  cases  and  was  found  to  contain  blood 
in  41.  In  35  cases  in  which  the  spinal  fluid  dy- 
namics were  studied,  the  pressure  was  found  to  be 
increased  in  29  and  normal  in  six.  Unfortunately 
there  was  an  examination  of  the  fluid  in  only  12 
of  the  infarction  cases,  and  in  only  one  was  blood 
found.  Of  ten  patients  examined,  three  had  in- 


TABLB  1. — Incidence  of  Signs  and  Symptoms  During 
Courses  of  Cerebral  Apoplexy  and  Infarction 


Apoplexy 

Infarction 

(107  Cases) 

(75  Cases) 

Loss  of  consciousness 

79 

28 

Reflex  changes 

73 

27 

Paralysis 

61 

38 

Pupillary  changes 

37 

15 

Fundic  changes 

27 

5 

Positive  Babinski  sign 

26 

14 

Spasticity 

24 

5 

Vomiting 

24 

3 

Convulsions 

20 

5 

Headache 

17 

6 

Nuchal  rigidity 

15 

11 

Dysarthria 

14 

15 

Vertigo 

6 

7 

Mental  symptoms 

21 
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creased  spinal  fluid  pressures,  and  seven  had  nor- 
mal pressures. 

Sites  of  Hemorrhage 

There  were  41  instances  of  hemorrhage  (38  per 
cent)  in  those  areas  of  the  brain  supplied  by  the 
lenticulostriate  arteries  and  their  branches,  and 
66  hemorrhages  (62  per  cent)  occurred  in  other 
sites.  More  specifically,  the  striate  bodies  were 
involved  in  three  cases,  the  putamina  and  pallidal 
nuclei  in  13,  the  insular  areas  in  two,  and  the 
internal  capsules  in  23.  In  regions  other  than  the 
basal  ganglia,  the  hemorrhages  were  present  in 
the  corpus  callosum  in  two  instances,  the  ventric- 
ular system  in  eight,  the  frontal  lobes  in  14,  the 
calcarine  areas  in  nine,  the  occipital  poles  in 
seven,  the  pons  in  seven,  and  the  cerebellum  in 
13.  In  addition,  there  were  six  instances  of  dif- 
fuse cerebral  involvement  in  which  the  centrum 
ovale  of  all  lobes  of  one  hemisphere  was  almost 
completely  destroyed.  The  right  and  left  cere- 
bral hemispheres  were  involved  with  equal  fre- 
quency. 

Pathogenesis 

In  1897,  von  Monakow,  in  discussing  the  causes 
of  spontaneous  cerebral  hemorrhage,  mentioned 
three  theories  which  were  current  in  his  day.1 
One  theory,  sponsored  by  Rouchoux,  Todd,  and 
others,  held  that  hemorrhage  occurred  as  the  re- 
sult of  a decrease  in  the  resistance  of  brain  tissue 
around  blood  vessels  following  inflammation, 
softening,  or  senile  atrophy.  This  is  essentially 
the  concept  that  in  recent  years  has  been  ad- 
vanced by  Globus  and  Strauss.2 

The  second  theory  assumed  an  increased  fra- 
gility of  the  vessel  wall  consequent  to  fatty  depo- 
sition, atheromatous  changes,  and  the  formation  of 
miliary  aneurysms  in  arterioles.  Kolliker  and 
Pestalozzi  described  these  lesions  in  1849  and 
called  attention  to  the  fact  that  the  vascular  out- 
pouchings  were  not  true  aneurysms  but  rather 
hemorrhages  in  the  vessel  walls  between  media 
and  adventitia.  They  called  this  type  of  lesion 
“aneurysma  spurium”,  and  in  1851,  Virchow  re- 
ferred to  it  as  a dissecting  aneurysm.  Charcot 
and  Bouchard,  as  well  as  von  Monakow  himself, 
sponsored  the  idea  that  spontaneous  cerebral 
hemorrhage  was  caused  by  rupture  of  these 
miliary  dissecting  aneurysms.  For  a time  this 
explanation  was  generally  accepted,  and  among 
its  champions  were  numbered  Vulpian,  Eichler, 
Weiss,  Zenker,  Roth,  Arndt,  Ziegler,  Lowenfeld, 
and,  in  recent  years,  Forbus.3  There  was  much 
disagreement,  however,  among  these  writers  con- 
cerning the  origin  of  the  intramural  hemorrhage, 
some  even  maintaining  that  the  aneurysms  were 
genuine  saccular  outpouchings,  as  occur  in  the 
aorta  itself,  and  that  they  rupture  during  hyper- 


Fig.  1.  Ruptured  aneurysm  of  right  anterior 
cerebral  artery.  Hemorrhage  fills  the  entire  ven- 
tricular system. 

tensive  crises.  Forbus  believed  that  the  miliary 
aneurysms  he  described  at  bifurcations  of  arteri- 
oles were  due  to  congenital  malformation. 

The  third  theory  mentioned  by  von  Monakow 
was  based  on  the  concept  of  a momentarily  in- 
creased cardiac  output  with  interruption  of 
venous  return  and  a great  rise  in  pressure  through- 
out the  vascular  system.  This  was  supposed  to 
induce  rupture  of  normal  vessels.  The  theory 
was  dismissed,  however,  with  the  sobering  re- 
minder that  normal  vessels  do  not  rupture  in 
other  organs,  such  as  the  lungs  and  intestines,  of 
hypertensive  patients. 

The  pathogenesis  of  the  cerebral  hemorrhages  in 
the  107  cases  which  were  necropsied  fell  into  five 
categories.  In  the  first  group,  comprising  14 
cases,  a genuine  saccular  aneurysm  of  one  of  the 
larger  vessels  of  the  circle  of  Willis  ruptured 
either  into  the  adjacent  nervous  parenchyma  or 
into  the  ventricular  system.  Such  a case  is  illus- 
trated in  Fig.  1,  which  discloses  a ruptured 
aneurysm  of  the  right  anterior  cerebral  artery. 
The  hemorrhage  destroyed  much  of  the  corpus 
callosum  and  filled  the  entire  ventricular  system, 
extending  even  into  the  cisterna  magna.  It  should 
be  emphasized  that  those  large  aneurysms  which 
ruptured  to  produce  only  subarachnoid  hemor- 
rhage have  not  been  included  in  this  series. 

The  second  group  consisted  of  eight  cases  of 
intracerebral  tumors,  both  primary  and  meta- 
static, which  were  directly  responsible  for  sudden 
massive  bleeding.  The  most  frequent  primary 
tumor  was  the  glioblastoma  multiforme,  whereas 
metastases  from  a malignant  melanoma,  a chorion- 
epithelioma,  a breast,  and  a pulmonary  car- 
cinoma were  represented  among  the  extracranial 
neoplasms. 

There  were  two  cases  of  cerebral  arteritis  with 
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Fig.  2.  Segment  of  arteriole  cleared  in  glycerin 
to  show  increased  number  of  anastomotic  vessels 
(vasa  vasis)  in  thickened  wall  (10  X). 


rupture  to  produce  massive  hemorrhage  in  the 
third  group  of  cases.  In  each  instance,  subacute 
bacterial  endocarditis  was  the  source  of  the 
arteritis.  An  inflammatory  cellular  reaction 
was  found  in  all  coats  of  the  vessel  wall,  and  there 
was  necrosis  of  the  media  near  the  site  of  rup- 
ture. 

The  fourth  group  of  cases  was  composed  of  two 
instances  of  hemorrhage  associated  with  blood 
dyscrasias.  One  patient  had  chronic  lymphatic 
leukemia  with  recurrent  bleeding  from  the  gums 
and  in  the  bowel.  There  were  also  petechiae  and 
ecchymoses  in  the  skin  associated  with  reduction 
in  the  platelet  count.  The  second  patient  suc- 
cumbed to  a large  subcortical  hemorrhage  in  the 
right  parietal  lobe  which  occurred  shortly  after  a 
minor  head  injury.  The  patient  was  a young 
woman  who  had  thrombocytopenic  purpura  for 
several  months  preceding  the  fatal  episode.  Her 
platelet  count  had  been  consistently  under  100,- 
000  even  after  repeated  transfusions. 

By  far  the  largest  and  most  important  category 
of  spontaneous  massive  cerebral  hemorrhage  com- 
prised the  remaining  81  cases.  In  each  of  these 
cases  there  was  widespread  cerebral  atherosclero- 
sis. This  process  often,  but  not  always,  affected 
the  larger  arteries  at  the  base  of  the  brain  and 
was  most  noteworthy  in  the  parenchymal  arte- 
rioles. Vessels  so  involved  when  cleared  in  glyc- 
erin revealed  a surprising  increase  in  the  number 
and  size  of  anastomotic  intramural  blood  chan- 
nels, the  so-called  vasa  vasis  (Fig.  2).  These 
vasa  lay  in  a matrix  of  loose  areolar  tissue  con- 
taining fat-laden  phagocytes  and  cholesterin  crys- 
tals. Their  own  walls  were  exceedingly  thin  and 
usually  consisted  of  a single  layer  of  endothelial 
cells,  whereas  the  walls  of  the  arterioles  to  which 
they  belonged  were  greatly  thickened  by  the 
atheromatous  process  (Fig.  3).  The  media  of 
such  an  arteriole  was  atrophied,  and  the  elastic 
lamellae  were  disrupted.  The  vascular  lumen 
was  narrowed  and  occupied  an  excentric  position. 

Evidence  of  bleeding  into  the  arteriolar  walls 
from  the  vasa  vasis  was  by  no  means  an  unusual 
phenomenon.  Old  blood  pigment,  free  and 
phagocytosed  in  macrophages,  was  present  in  the 
atheromas.  Recent  hemorrhages  were  also  en- 
countered in  the  arteriolar  walls.  These  hemor- 
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Fig.  3.  Cross  section  of  Fig.  2 to  show  many 
dilated  vasa  in  loose  areolar  matrix  (Masson  stain, 
magnification  60  X). 

rhages  very  often  occupied  a position  between  the 
media  and  adventitia  of  the  vessel  wall,  produc- 
ing the  appearance  of  a saccular  aneurysm  on 
external  inspection  of  the  vessel.  In  reality,  a 
lesion  of  this  variety  constituted  a false  or  rather  a 
dissecting  aneurysm  (Fig.  4).  These,  undoubt- 
edly, were  the  lesions  which  Kolliker  and  Pesta- 
lozzi  described  exactly  one  hundred  years  ago. 

From  the  intramural  vascular  hemorrhage  to 
the  development  of  a massive  cerebral  hemor- 
rhage was  but  a step.  In  many  instances,  at  the 
sites  of  apoplectic  lesions,  arterioles  were  found  in 
which  the  dissecting  aneurysm  burst  its  adventi- 


Fig.  4.  Cross  section  of  miliary  dissecting  aneu- 
rysm to  show  hemorrhage  between  media  and 
adventitia  (hemotoxylin-eosin  stain,  magnification 
75  X). 
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Fig.  5.  Miliary  dissecting  aneurysm  of  cerebral 
arteriole.  Note  hemorrhages  between  media  and 
adventitia  with  rupture  of  the  latter  (hemotoxylin- 
eosin  stain,  magnification  250  X ). 

tial  bounds  to  allow  the  free  escape  of  blood  into 
the  adjacent  nervous  tissue  (Fig.  5).  In  this 
way  the  beginnings  of  a cerebral  hemorrhage 
were  established.  Given  an  hypertensive  patient 
with  a large  enough  arteriole  whose  adventitia 
ruptured  in  the  course  of  the  formation  of  a dis- 
secting aneurysm,  the  stage  was  set  for  an  apoplec- 
tic stroke. 

With  the  spread  of  the  hemorrhage  into  the 
nervous  tissue,  neighboring  capillaries  and  even 
venules  were  encountered  and  torn  across . These 
vessels  in  turn  poured  their  contents  into  the 
accumulating  pool  of  blood.  It  proved  possible 
on  many  occasions  to  wash  out  this  blood  and  to 
disclose  the  ruptured  venules  with  their  gaping 
orifices  plugged  with  recently  formed  thrombi 
(Fig.  6).  As  the  tide  of  hemorrhage  reached  the 
Virchow-Robin  spaces  of  the  larger  regional  ves- 
sels, blood  appeared  in  the  subarachnoid  space 
and  mixed  with  the  cerebrospinal  fluid.  On 
occasion  the  hemorrhage  burst  directly  into  the 
subarachnoid  space  through  the  disrupted  cor- 
tical gray  matter.  In  some  instances  where  the 
initial  insult  was  in  the  basal  ganglia,  direct  rup- 
ture into  the  ventricular  system  was  achieved  by  a 
break  through  the  ependymal  lining,  which  re- 
sulted in  a sudden  flooding  of  the  ventricles.  As 
a rule,  the  intracerebral  hematoma  apparently 
reached  its  maximum  size  in  a matter  of  minutes 
or,  at  most,  hours.  A cavity  was  formed  to 
accommodate  the  blood  by  destruction  of  the 
nervous  substance  and  by  compression  of  adja- 
cent zones  (Fig.  7).  It  was  a remarkable  fact 
that  the  blood  remained  liquid  for  several  days 
within  this  cavity  and,  at  most,  assumed  the  tex- 
ture of  a loose,  current  jelly  clot  after  about  four 
days. 

Cerebral  swelling,  in  addition  to  the  hemorrhage 
itself,  accounted  for  the  increase  in  size  of  the  part 


Fig.  6.  Drawings  of  wall  of  blood-filled  cavity 
to  show  ruptured  venules  plugged  with  freshly 
formed  thrombi. 

of  the  brain  involved.  Evidence  of  a sudden  rise 
in  intracranial  pressure  was  seen,  not  only  from 
the  striking  compression  of  adjacent  structures  but 
also  from  the  herniations  of  parts  of  the  brain 
through  the  dural  spaces.  As  part  of  this  pic- 
ture there  was  often  seen  herniation  of  the  cingu- 
late gyrus  beneath  the  falx  cerebri.  The  hip- 
pocampal gyri  were  found  to  be  wedged  into  the 
tentorial  incisura,  and  the  same  was  true  on  oc- 
casion for  parts  of  the  occipital  lobes  near  the  cal- 
carine areas.  Also,  herniation  of  the  cerebellar 
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Fig.  7.  Emptied  cavity  in  left  frontoparietal 
|i  subcortex.  Note  compression  of  bordering  zones  of 
| brain  and  shift  of  the  midline. 

j tonsils  into  the  foramen  magnum  was  frequently 
responsible  for  compression  of  the  medulla. 
Some  of  the  parenchymal  displacements  were 
I followed  by  strangulation  of  the  involved  por- 
I tions  of  brain,  and  more  often,  even,  compression 
| of  the  venules  resulted  in  venous  stasis  and 
; hemorrhagic  infarction. 

In  time  the  swelling  receded,  and  the  blood  of 
| the  hematoma  began  to  liquify  and  was  ulti- 
mately absorbed.  This  left  behind  a cystic 
| cavity  whose  walls  were  rust-colored  from  the 
presence  of  old  blood  pigment.  Even  after 
! several  years  these  cavities  remained  essentially 
unchanged,  evidently  with  little  attempt  at  re- 
pair on  the  part  of  the  glia. 

It  should  not  be  assumed  from  the  foregoing 
that  the  invariable  consequence  of  a miliary  dis- 
secting aneurysm  was  the  production  of  a massive 
cerebral  hemorrhage.  Quite  the  contrary  was 
frequently  the  case,  for  evidence  of  organization  of 
a clot  was  seen  on  numerous  occasions  both  in 
the  walls  of  arterioles  and  in  extra-adventitial 
zones.  These  aborted  hemorrhages  were  identi- 
fiable by  the  presence  of  old  blood  pigment 
among  newly  formed  capillaries  and  proliferated 
fibroblasts  (Fig.  8).  Perivascular  nodules  had 
formed  which  resembled  the  lesions  of  periarteri- 
tis nodosa.  Vessels  with  this  type  of  change 
were  found  both  near  the  large  hemorrhages  and 
in  distant  areas  of  the  brains  examined. 
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Fig.  8.  Perivascular  granulation  at  site  of  aborted 
hemorrhage  (Nissl  stain,  magnification  250  X ). 


Summary 

In  182  consecutive  cases  of  cerebrovascular 
accidents  studied  at  necropsy,  of  which  107  were 
spontaneous  cerebral  hemorrhages  and  75  were 
cerebral  infarcts,  and  of  175  additional  clinical 
cases,  it  was  established  that : 

1.  Apoplexy  occurred  with  equal  frequency 
in  males  and  females. 

2.  Cerebral  infarction  was  two  to  three  times 
more  frequent  in  males. 

3.  The  prognosis  as  to  survival,  both  from 
the  standpoint  of  the  immediate  attack  and  for  a 
period  of  three  years,  was  considerably  worse  for 
the  cases  of  hemorrhage  than  infarction. 

4.  The  peak  of  the  incidence  curve  was  in  the 
sixth  decade  for  hemorrhages  and  the  seventh 
decade  for  infarctions. 

The  predisposing  factors,  the  presenting  signs 
and  symptoms,  the  differential  features  during 
the  course,  and  the  cerebrospinal  fluid  findings 
were  indicated  briefly. 

It  was  pointed  out  that  38  per  cent  of  spontaneous 
cerebral  hemorrhages  occurred  in  those  regions  of 
the  brain  supplied  by  the  lenticulostriate  artery 
or  its  branches;  62  per  cent  occurred  elsewhere. 

The  pathogenesis  of  the  apoplectic  attack  in  75 
per  cent  of  the  cases  was  shown  to  be  rupture  of 
miliary  dissecting  aneurysms  of  atherosclerotic 
cerebral  arterioles. 

Intracerebral  hemorrhages,  in  common  with 
other  rapidly  expanding  intracranial  lesions, 
produced  compression  of  adjacent  brain  tissue, 
venous  stasis,  distant  parenchymal  injury,  and 
herniation  of  the  cerebellar  tonsils. 
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RATE  OF  ERYTHROCYTE  REGENERATION  IN  PERNICIOUS  ANEMIA 

Guy  W.  Clark,  Ph.D.,  Pearl  River,  New  York 

( From  the  Lederle  Laboratories  Division,  American  Cyanamid  Company ) 


THROUGH  the  routine  testing  of  commercial 
extracts,  since  the  advent  of  parenteral 
therapy  in  1931,  the  writer  has  collected  data  on 
more  than  225  patients.  These  data,  contained 
in  the  reports  made  by  several  clinicians,  have 
been  examined,  and,  after  excluding  those  for 
whom  the  data  for  the  twenty-eight-  to  thirty- 
day  period  were  incomplete  and  any  definitely 
complicated  cases,  there  remained  60  unselected 
cases  treated  by  the  “intensive”  method  and 
56  unselected  cases  treated  by  the  U.S.P.  pro- 
cedure. *’f  The  patients  under  consideration 
have  been  grouped  with  respect  to  their  erythro- 
cyte counts  at  the  time  therapy  was  started. 
(See  Table  1 and  Charts  1 to  5 in  Fig.  1). 

Prior  to  the  inclusion  of  liver  extract  in  the 
twelfth  edition  of  the  U.S.  Pharmacopoeia, 
pernicious  anemia  patients  in  relapse  usually 
received,  as  initial  treatment,  relatively  large 
amounts  of  active  material  during  the  first 
twenty-four  to  seventy-two  hours  and  subsequent 
injections  at  weekly  intervals.  The  U.S.P.  pro- 
cedure for  the  determination  of  the  potency  of 
liver  extract  recommends  not  less  than  14  suc- 
cessive daily  injections,  estimated  as  1 unit  each, 
and  thereafter  at  the  rate  of  1 unit  per  day,  at 
intervals  not  exceeding  seven  days,  for  thirty 
days. 

In  the  determination  of  the  potency  of  a given 
sample  of  liver  extract  it  is  customary  to  use  data 
obtained  from  the  quantitative  estimation  of  the 
rate  of  increase  of  erythrocytes,  the  grams  of 
hemoglobin,  and  the  per  cent  of  reticulocytes  at 
the  “peak.”  Clinical  studies  carried  on  during 
the  past  twenty  years  have  demonstrated  that 
the  reticulocyte  “peak”  is  subject  to  extreme 
variation  and  that  the  rate  of  erythrocyte  regen- 
eration proceeds  in  a more  uniform  manner; 
thus  the  latter  is  a more  desirable  “yardstick” 
to  be  used  in  the  potency  evaluation  of  liver 
extract.1,2 

How  rapidly  are  erythrocytes  formed  by  the 
pernicious  anemia  patient  in  relapse?  Experi- 


*  Dr.  William  P.  Murphy,  Peter  Bent  Brigham  Hospital, 
Boston;  Drs.  Joseph  E.  Connery  and  Leonard  J.  Goldwater, 
Third  Medical  Division.  Bellevue  Hospital,  New  York; 
Dr.  William  B.  Castle,  Thorndike  Memorial  Hospital,  Boston; 
Dr.  William  Dameshek,  Boston  Dispensary,  Boston;  Dr. 
Leo  Meyer,  Kings  County  Hospital,  Brooklyn,  and  Dr. 
Jonas  Weissberg,  Metropolitan  Hospital  Research  Unit, 
New  York. 

t Since  the  patients  in  the  “intensive"  therapy  group  were 
treated  prior  to  standardization  of  liver  extract  by  the  U.S.P. 
procedure,  the  volume  of  extract  used  in  each  case  has  been 
converted  to  U.S.P.  injectable  units. 


ence  has  demonstrated  that  in  uncomplicated 
cases  the  rate  of  regeneration  depends  chiefly 
on  the  number  of  erythrocytes  present  at  the 
time  treatment  is  started  and  on  the  route  and 
amount  of  active  material  administered.  Regen- 
eration of  erythrocytes  is  most  rapid  in  patients 
with  an  initial  low  level  and  usually  occurs  during 
the  fifteen-  to  eighteen-day  period  following 
initial  treatment.  With  the  higher  initial  levels, 
2,000,000  or  more,  and  as  the  erythrocyte  level 
rises  after  therapy,  there  is  a progressive  decline 
in  the  rate  of  regeneration.  Minot  found  that 
300  Gm.  of  liver  or  the  oral  extract  from  500 
Gm.  of  liver  resulted  in  an  average  daily  increase 
of  80,000  cells  (patients  with  initial  erythrocyte 
levels  below  2,000,000  per  cu.  mm.)  “or  about  as 
fast  as  it  is  possible  for  these  elements  to  be 
manufactured.”3 

In  a series  of  20  consecutive  cases  with  initial 
erythrocyte  levels  below  2,000,000  per  cu.  mm., 
treated  with  parenteral  extract  (30  to  40  inject- 
able units  as  initial  therapy  and  subsequently 
10  injectable  units  per  week,  to  average  2 units 
or  more  per  day),  Murphy  found  an  average  daily 
increase  of  100,000  erythrocytes.1  Individual 
patients  frequently  showed  increments  of  120,000 
to  135,000  cells  per  day.  In  another  group  of 
28  patients  treated  with  a highly  concentrated 
parenteral  liver  extract,  16  received  at  least 
30  U.S.P.  units  as  initial  treatment  and  a total 
of  60  units  or  more  during  the  twenty-eight-day 
test  period.4  Seven  of  these  16  patients  with 
initial  erythrocyte  levels  below  2,000,000  showed 
an  average  daily  gain  of  92,000  cells.  During 
the  first  two  weeks  of  treatment,  several  individ- 
uals had  daily  increases  as  high  as  145,000,  and 
each  of  11  patients  gained  more  than  100,000 
erythrocytes  per  day.  During  the  fourth  week, 


TABLE  1.— Rate  of  Erythrocyte  Regeneration 


Number 

of 

, — Average  Erythrocyte  Levels — > 

Patients 

Initial 

14  days 

28  days 

6 

U.S.P. 

0.83 

2.25 

3.19»* 

9 

Intensive 

0.83 

2.66 

3 . 50»* 

14 

U.S.P. 

1.27 

2.82 

3.97 

IB 

Intensive 

1.22 

2.6213* 

3 . 92 30  * 

12 

U.S.P. 

1.74 

2.82 

3.85 

16 

Intensive 

1.70 

3.0013* 

4.06 

13 

U.S.P. 

2.22 

3.23 

4.3310* 

6 

Intensive 

2.33 

3.491** 

4.14 

11 

U.S.P. 

2.70 

3.50 

4.53»* 

13 

Intensive 

2.77 

3.88 

4 . 81 ra* 

* Erythrocyte  counts  were  not  always  made  at  fourteen- 
and  twenty-eight-day  intervals.  Due  allowance  for  any 
variation  has  been  observed  in  tabulating  the  data. 
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Fig.  1.  Rate  of  erythrocyte  regeneration. 


each  of  nine  patients  gained  more  than  90,000 
erythrocytes  per  day.  In  this  same  study,  Mur- 
phy reported  data  on  three  patients,  each  of  whom 
had  received  daily  injections  for  twenty-eight 
days;  two  patients  1.5  units  per  day  and  one 
patient  2 units  per  day.  Although  one  made 
very  small  gains,  not  above  53,000  daily  at  any 


TABLE  2. — Standard  Erythrocyte  Regeneration  After 
Liver  or  Stomach  Therapy  (thousands  per  cu.  mm.  per 
# day)* 


Initial 

Erythrocyte 

Levels 

0-14  Days 

15-28  Days 

0-28  Days 

0.50 

112 

81 

96 

1.00 

100 

71 

86 

1.50 

86 

64 

75 

2.00 

75 

54 

64 

2.50 

64 

43 

54 

3.00 

54 

32 

43 

* Approximate  figures — data  from  standard  curves  pre- 
pared by  Isaacs  et  al.1 


tjme  during  the  entire  twenty-eight  days,  the 
other  two  gained  90  to  130  thousand  erythrocytes 
per  day,  or  at  about  the  same  rate  as  did  those 
patients  who  received  large  initial  doses  of  30 
to  40  units  and  subsequent  amounts  equivalent 
to  2 or  more  units  of  extract  per  day. 

Isaacs  et  al.  analyzed  the  data  on  129  patients 
receiving  an  average  of  1 to  2 injectable  units  of 
liver  daily  and  published  a series  of  standard 
curves  for  the  rate  of  erythrocyte  regeneration 
during  the  first  month  of  treatment.8  Translat- 
ing these  curves  into  figures,  the  approximate 
daily  rates  of  red  blood  cell  production  are  de- 
rived as  shown  in  Table  2. 

Discussion 

From  the  data  for  the  fourteen-  and  twenty- 
eight-day  intervals  shown  in  Table  1,  it  is  possible 
to  calculate  the  average  daily  rate  of  erythrocyte 
regeneration  for  each  group  of  patients;  the 
estimated  averages  are  shown  in  Table  3.  Ex- 
amination of  Tables  1 and  3,  also  the  curves  shown 
in  Charts  1 to  5,  indicates  that  the  patients 
receiving  2 or  more  injectable  units  per  day 
regenerated  erythrocytes  more  rapidly  during  the 
first  fourteen  days  than  did  the  patients  receiving 
1 injectable  unit  per  day. 

In  the  intensive  group  of  25  patients  with  initial 
erythrocyte  levels  of  0.5  to  1.49,  inclusive,  10 
patients  had  average  daily  erythrocyte  gains 
(expressed  in  thousands  per  cu.  mm.)  as  follows: 
171, 142, 145,  140, 158, 147, 154,  149, 189, 141.  In 
the  group  of  20  patients  treated  by  the  U.S.P. 
procedure,  with  the  same  range  of  initial  levels, 
there  were  only  three  patients  showing  similar 
daily  gains:  180,  140,  and  169.  However,  dur- 
ing the  fifteen-  to  twenty-eight-day  period,  those 
in  the  intensive  group  exhibited  a lowered  rate  of 
regeneration,  1 1 of  the  25  patients  showing  daily 
gains  of  less  than  50,000.  During  the  fifteen- 
to  twenty-eight-day  interval,  15  of  the  20  patients 
in  the  U.S.P.  group  gained  60,000  cells  or  more 
daily.  Although  the  data  in  Table  1 indicate 
that  in  four  of  the  five  groups  of  patients,  inten- 
sive liver  therapy  (2  units  or  more  per  day)  caused 
a more  rapid  regeneration  of  erythrocytes, 
especially  during  the  first  fourteen  days  of  treat- 
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TABLE  3. — Average  Rate  of  Erythrocyte  Regeneration  with  Intensive  and  U.S.P.  Liver  Therapy 


Number  of 

Initial  Erythrocyte  Levels 

^—Average  Daily  Regeneration  of  Erythrocytes — 
(Thousands  per  cu.  mm.) 

Patients 

(Millions  per  cu.  mm.) 

0-14  Days 

15-28  Days 

Intensive  (2  units  per  day)- — 

0-28  Days 

9 

0.50-0.99 

126 

52 

88 

16 

1.00-1.49 

113 

66 

85 

16 

1.50-1.99 

97 

78 

85 

6 

2.00-2.49 

95 

46 

67 

13 

2.50-3.00 

74 

60 

U.S.P.  (1  unit  per  day) 

69 

6 

0.50-0.99 

101 

68 

69 

14 

1.00-1,49 

112 

89 

99 

12 

1.50-1.99 

73 

79 

75 

13 

2 . 00-2 . 49 

74 

70 

72 

11 

2.50-3.00 

57 

62 

60 

ment,  than  was  brought  about  by  the  U.S.P. 
procedure  (at  the  rate  of  1 unit  daily),  the  net 
difference  at  the  end  of  one  month  is  surprisingly 
small,  the  averages  varying  not  more  than  100,000 
to  400,000  cells. 

The  rate  of  erythrocyte  regeneration  for  the 
patients  included  in  this  report,  representing  the 
hospital  population  of  different  cities  and  differ- 
ent sections  of  the  country,  is  considerably  lower 
than  that  reported  by  Murphy  but  is  in  agreement 
with  the  data  of  Isaacs  et  al .1>4>5  It  is  believed 
that  the  data  represent  a cross  section  of  the 
results  to  be  expected  during  the  first  month  of 
liver  therapy  in  the  treatment  of  pernicious 
anemia  in  relapse.  It  is  impossible  to  present 
adequately  the  variable  individual  responses 
elicited  by  liver  therapy  in  the  treatment  of  this 
disease.  For  this  reason  it  has  seemed  desirable 
to  consider  only  group  averages. 

Summary 

1.  The  parenteral  administration  at  the  rate 


of  2 or  more  U.S.P.  units  of  liver  extract  daily 
(“intensive”  therapy)  to  patients  in  relapse  pro- 
duces a more  rapid  regeneration  of  erythrocytes 
than  does  1 unit  per  day,  U.S.P.  procedure. 

2.  The  effects  of  “intensive”  therapy  are  more 
pronounced  during  the  first  fourteen  days.  At 
the  end  of  thirty  days  there  is  very  little  difference 
between  the  patients  receiving  extract  at  the  rate 
of  1 unit  per  day  and  those  receiving  2 or  more 
units  per  day. 

3.  Although  based  on  a limited  number  of 
patients,  the  average  values  for  erythrocyte 
regeneration  at  several  levels  are  of  value  when 
considering  the  expected  response  to  liver  ther- 
apy. 
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ESKIMOS  GET  TRICHINOSIS  FROM  EATING  WALRUS  MEAT 


Trichinosis,  which  people  in  temperate  and  trop- 
ical climates  get  mainly  through  eating  under- 
cooked diseased  pork,  has  been  detected  in  several 
cases  among  the  Eskimos  of  Greenland.  They 
apparently  picked  up  the  parasites  by  eating  walrus 
meat. 

A report  of  a study  of  these  cases  is  presented  by 
Dr.  Hans  Roth  of  the  Royal  Veterinary  and  Agricul- 
tural College,  Copenhagen,  in  the  May  21  issue  of 
the  British  science  journal,  Nature. 

The  cases  had  at  first  been  diagnosed  as  para- 
typhoid. It  is  now  considered  probable  that  other 
baffling  sicknesses  in  Greenland,  diagnosed  as 
typhoid  and  “meat  poisoning,”  were  trichinosis. 


Dr.  Roth  had  samples  of  the  flesh  of  a number  of 
Arctic  animal  species  collected  and  sent  to  him  for 
examination.  Wild  animals  infected  with  trichinae 
were  found  to  be  polar  bear,  arctic  fox,  and  bearded 
seal. 

Much  more  serious,  however,  is  the  case  of  the 
Eskimos’  sledge  dogs.  Out  of  66  samples  of  dogs’ 
flesh  examined,  46,  or  70  per  cent,  were  found  to 
contain  trichinae. 

Disabling  of  dogs,  the  Eskimos’  only  draft 
animals,  threatens  as  serious  consequences  to  the 
people’s  life  as  sickness  among  the  population  itself, 
Dr.  Roth  points  out. — Science  News  Letter,  June 
11,  1949 


SYMPATHECTOMY  IN  THE  TREATMENT  OF  CERTAIN  VASCULAR 
LESIONS  WITH  REPORT  ON  ITS  USE  IN  THE  POST-THROMBOTIC 
SYNDROME 

Gerald  H.  Pratt,  M.D.,  F.A.C.S.,  New  York  City 
{From  the  Vascular  Clinic,  St.  Vincent's  Hospital) 


THE  sympathetic  system  is  a poorly  under- 
stood but  extremely  important  part  of 
nature’s  elaborate  program  for  continuation  of 
the  species  and  for  a defense  mechanism.  Its 
well-protected  position,  anatomically,  is  evidence 
of  the  importance  with  which  the  functions  of  this 
system  were  recognized  in  the  original  conception 
of  man.  At  the  autopsy  table  one  may  eviscerate 
the  entire  thoracic  and  abdominal  contents  en 
masse,  but  the  sympathetic  system  will  remain 
clinging  to  the  integument  of  the  vertebrae, 
usually  undamaged  even  by  such  drastic  meas- 
ures. Many  years  of  impressionistic  accidents 
have  been  necessary  to  emphasize  its  true  impor- 
tance on  the  general  medical  and  surgical  man. 
That  its  role  is  vital  and  many  times  primary  is 
recognized,  but  we  are  only  at  the  beginning  of  an 
understanding  of  its  functions  and  purposes  or 
the  effect  on  the  body  of  its  over-  or  underactivity. 
Its  spontaneous  and  reflex  action,  its  control  of 
many  of  the  most  vital  functions  of  the  human 
body,  and  its  protective  mechanism  are  becoming 
better  known,  but  the  altered  physiology,  and  at 
times  pathology,  which  follows  denervation  of 
its  sections  or  segments  is  far  from  clear.  It 
behooves  all  of  us  to  be  somewhat  humble  in 
attempting  to  discuss  such  a complex  part  of  our 
anatomic-neurologic  makeup. 

The  control  of  many  of  the  acute,  congenital, 
and  contagious  diseases  and  the  advances  in 
chemotherapy  and  surgery  have  increased  lon- 
gevity so  that  we  now  see  many  more  patients 
reaching  the  age  at  which  degenerating  diseases, 
particularly  in  the  cardiovascular  system,  will 
occur.  The  management  of  diabetes  and  its 
complications,  for  example,  has  raised  the  poten- 
tial life  expectancy  in  this  group  twenty  years. 
Today,  one  can  expect  to  live  to  sixty-seven  years 
of  age  in  comparison  to  only  forty-seven,  seventy- 
five  years  ago.  The  result  is  that  many  more 
people  will  be  alive  and  working  in  industry  when 
diseases  of  a degenerating  nature  are  to  be  ex- 
pected. This  factor  and  the  inclusion  of  occupa- 
tional and  situational  diseases,  and  more  liberal 
interpretations  of  the  compensation  laws  in 
regard  to  trauma,  increase  the  size  of  the  group  of 
patients  who  will  be  subject  to  compensation  and 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Indus- 
trial Medicine  and  Surgery,  May  4.  1949 


insurance  regulations.  We  must  include,  there- 
fore, degenerating  lesions  as  well  as  traumatic 
ones  in  industrial  surgery,  and,  when  the  two  are 
combined,  the  medical  as  well  as  legal  problems 
become  complex. 

It  is  my  purpose  in  this  paper  to  emphasize  the 
role  that  sympathetic  interruption  may  play  in 
certain  specific  lesions  of  the  arterial  system. 
In  addition,  I wish  to  report  on  our  use  of  sym- 
pathectomy in  the  postphlebitic  syndrome. 

The  fact  that  blood  vessels  subjected  to 
trauma  contract  was  known  in  the  days  of  John 
Hunter.  This  reaction  is  a physiologic  and  a 
reflex  sympathetic  response  to  trauma.  The 
affected  blood  vessel  contracts  in  an  effort  to 
reduce  hemorrhage  and  to  squeeze  out  blood  in 
that  vessel  so  that  it  will  not  clot,  in  order  that 
the  vessel  may  be  of  future  use  should  the  cause 
of  the  trauma  be  removed  or  collateral  circulation 
take  over  the  interrupted  circulation  caused  by 
the  trauma.  The  blood  vessel  in  this  way  can  be 
likened  to  a rare  modest  lady,  who  at  the  slightest 
insult  turns  pale,  shrinks,  and  runs  away.  This 
reaction  occurs  in  arteries  and  in  veins  whether 
the  trauma  is  internal  or  external,  direct  or  in- 
direct. 

A deposit  of  calcification  or  a clot  on  the 
intimal  wall  can  set  up  the  same  reflex  sympa- 
thetic pathway.  Afferent  stimuli  arise  at  the  site 
of  the  insult  which  stimulate  the  appropriate 
ganglia.  Efferent  stimuli  then,  in  turn,  cause 
the  involved  and  collateral  vessels  to  contract. 
(Thus,  we  see  an  embolus  which  may  be  V4 
inch  long,  lodging  at  the  bifurcation  of  the 
femoral  and  femoral  profunda  arteries,  causing 
spasm  in  the  entire  leg  which  becomes  pale, 
cold,  and  paralyzed.  This  occurs  despite  the  fact 
that  around  this  embolus  are  innumerable  collat- 
eral vessels  of  sufficient  size  to  carry  the  circula- 
tory load.)  The  degree  and  the  extent  of  the 
spasm  vary  with  the  type  of  stimulus  and  the 
degree  of  suddenness  of  the  occlusion  of  the 
vessel  and  depend  on  whether  the  blood  vessel  is 
normal  or  abnormal  and  on  the  ability  of  the 
sympathetic  system  to  respond  to  the  stimulus. 
Early  relief  of  spasm  before  definitive  treatment 
may  defeat  nature’s  purpose  and  permit  blood  to 
stagnate  in  the  vessel  and  thrombose  the  entire 
vessel. 

DeBakey,  Martin,  Laufman,  and  Tuell,  and 


2161 


21(52 


GERALD  H.  Eli  ATT 


IN.  Y.  State  J.  M. 


Fig.  1.  Skin  temperature  rise  after  sympathetic 
nerve  block. 


others  revived  the  theory  that  the  amount  of 
blood  supply  in  the  body  available  for  mobiliza- 
tion is  limited.1-2  For  example,  if  one  performs 
a sympathetic  interruption  in  one  lower  extremity, 
the  skin  temperature  of  that  area  will  markedly 
increase  (Fig.  1).  The  other  extremities  will 
show  a reduced  skin  temperature,  demonstrating 
that  the  sympathetic  system  works  not  unlike 
the  heating  system  in  a house,  where,  if  greater 
heat  is  desired  in  one  room,  the  radiators  in  other 
rooms  are  shut  or  closed  off,  and  thus  the  tempera- 
ture rises  where  the  heat  is  desired.  Thus,  a 
surgical  block  or  interruption  will  supply  better 
circulation  locally  than  one  of  the  sympatholytic 
or  adrenolytic  drugs  which  acts  by  borrowing  from 
everywhere  to  supply  all  parts. 

While  my  paper  is  concerned  with  surgical 
sympathectomy  and  not  with  medical  substances, 
from  a careful  perusal  of  the  literature,  discussion 
with  those  who  have  investigated  the  products, 
and  my  own  clinical  experience,  I believe  that  no 
general  reacting  drug  or  vitamin  has  been  evolved 
which  can  compare  in  action,  effect,  or  even 
safety  with  surgical  interruption  of  the  sympa- 
thetics.  Drugs  are  available  which  can  block  the 
sympathetic  system,  but,  in  order  for  them  to  have 
an  effect  on  a specific  area,  such  large  doses  are 
required  that  they  are  toxic,  cause  a marked 
hypotension,  and  reduce  the  desired  effect  by 
causing  shock. 

Table  1 provides  a graphic  r6sum6  of  the  types 
of  sympathetic  interruption  and  the  indications 
for  its  use,  and  in  the  following  pages  I wish  to 
speak  of  a few  instances  in  which  the  procedure 
not  only  may  be  therapeutically  valuable  but 
may  be  the  deciding  point  in  the  survival  of  the 
part  or  of  the  patient  himself. 

Prerequisites  for  Sympathectomy 

Patients  for  sympathectomy  must  have  com- 
pletely and  permanently  stopped  smoking,  be- 


TABLE  I. — Types  of  Sympathetic  Interruption  and 
Indications  for  Its  Use 


I.  Temporary 

A.  Medical 

1.  Intravenous  novocaine 

2.  Intravenous  ether 

3.  Etamon  (tetra-ethyl-ammonium  chloride) 

4.  Priscol  (2-benzyl-imidazoline  hydrochioride) 

5.  Dibenamine  (iV,N-dibenzyl  beta-chloroethyl- 

amine  hydrochloride) 

6.  Histadine  and  ascorbic  acid  (?) 

7.  Other  vitamin  preparations  (?) 

B.  Surgical 

1.  Sympathetic  nerve  and  ganglion  block  with: 

A.  Novocaine 

B.  Novocaine  in  oil 

C.  Alcohol 

D.  Other  anesthetics 

2.  Spinal  anesthesia 
1 1.  Permanent 

A.  Medical — none  so  far  effective 

B.  Surgical 

1.  Lumbar 

a.  Spastic  Syndromes 

1.  Raynaud’s  disease  and  syndrome 

2.  Causalgia  and  Sudeck’s  atrophy 

3.  Hyperhydrosis 

4.  Reflex  vasospasm 

b.  Occlusive  Arterial  Disease 

1.  Arteriosclerosis  diabetes 

2.  Thromboangiitis  obliterans 

c.  Arterial  Occlusion 

1.  Embolism 

2.  Trauma 

3.  Aneurysm 

d.  Resistant  ulcers  of  venous  or  arterial  origin 

e.  Post-thrombotic  syndrome 

f.  Post  frostbite 

g.  Certain  other  syndromes 

1.  Hirschsprung’s  disease 

2.  Chronic  pancreatitis 

3.  Dysmenorrhea  syndrome 

2.  Thoracic 

a.  Raynaud’s  disease  or  syndrome 
Causalgia  and  Sudeck's  atrophy 

b.  Occlusive  arterial  disease 

J embolism 
trau  ma 
aneurysm 

d.  Post  frostbite 

e.  Occasionally  after  venous  thrombosis 

3.  Thoracolumbar  sympathectomy — Selected  pa- 
tients with: 

a.  Widespread  vasospasm 
b.  Essential  hypertension 

4.  Cervical — rarely  used 


cause  the  local  vasospastic  effect  of  nicotine  car- 
ried to  the  part  by  the  blood  stream  can  never 
be  countered  by  ganglionic  interruption. 

Sympathectomy  also  should  be  performed  be- 
fore the  circulatory  status  is  irreversible.  Sym- 
pathectomy cannot  bring  dead  tissue  back  to 
life,  nor  will  it  stop  a spreading  infection.  It 
may  even  be  offered  to  selected  patients  with 
gangrene  in  hopes  of  limiting  the  disease  process, 
but  as  successful  a result  cannot  be  expected  of 
the  procedure  in  such  a circumstance. 

Sympathectomy  in  occlusive  diseases  is  not 
like  performing  an  appendectomy  for  appendici- 
tis. It  does  not  cure  the  disease  which  is  a pro- 
gressive one,  but,  when  combined  with  conserva- 
tive therapeutic  measures,  such  as  soaks,  re- 
stricted use,  avoidance  of  skin  breaks,  infection, 
and  the  anticoagulants,  more  patients  will  retain 
their  limbs  than  with  medical  measures  alone. 
There  have  been  reports  in  the  literature  that 
sympathectomy  may  precipitate  gangrene  in 
occlusive  arterial  diseases.  This  has  not  been 
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our  experience.  When  gangrene  follows  sym- 
pathectomy, we  believe  that  the  patient  was 
operated  on  too  late,  that  sympathectomy  was 
incomplete,  or  that  operative  trauma  caused  a 
thrombosis  or  embolism  in  the  aorta  or  artery. 
In  performing  a sympathectomy  one  is  very  close 
to  the  aorta  and  major  arteries.  Rough  retrac- 
tion or  a heavy  hand  can  readily  loosen  a plaque 
or  a clot  in  such  diseased  vessels.  In  this  day  of 
surgical  excellence  one  hesitates  to  say  that  a 
sympathectomy  should  be  well  performed,  but 
that  this  nerve  is  an  elusive  structure  is  borne 
out  by  the  varied  specimens  in  the  pathologic 
museums  submitted  as  sympathetic  ganghon  and 
chains,  and  these  even  include  ureters. 

If  necrosis  exists,  localization  may  occur  with 
satisfactory  demarcations  in  the  toes  or  foot  fol- 
lowing sympathectomy.  We  have  performed  the 
operation  88  times  with  but  one  death.  This 
patient  died  of  a liver  and  kidney  failure  to  which 
he  had  been  subject  before. 

Occlusive  Arterial  Disease 

As  a large  vessel  becomes  occluded,  whether  it 
is  of  the  arteriosclerotic  or  thromboangiitis 
obliterans  type,  the  cholesterol  and,  later,  cal- 
cium, on  one  hand,  and  soft  clots  which  gradually 
fibrose,  on  the  other  hand,  close  the  lumen. 
This  occlusion  may  be  so  gradual  that  collateral 
circulation  takes  over  the  load,  and  the  spasm 
factor  may  be  minimal.  A large  plaque  on  the 
wall  may  be  undermined  by  the  circulating  blood 
and  may  then  swing  across  the  lumen  like  a trap 
door,  causing  a sudden  complete  occlusion  with  a 
marked  degree  of  spasm.  Similar  changes  occur 
following  the  thrombosis  of  trauma  and  in  arterial 
embolism.  In  these  instances,  after  care  of  the 
primary  lesions,  interruption  of  the  sympathetic 
system  will  increase  the  blood  supply  to  the 
capillary  bed  in  the  skin,  and  it  is  in  the  skin  that 
gangrene  begins.  It  is  difficult  to  measure  the 
extent  to  which  the  blood  supply  of  the  muscle 
itself  is  improved,  but  the  number  of  these  pa- 
tients who  are  able  to  increase  their  walking  dis- 
tance after  an  interruption  of  the  sympathetics  are 
now  legion.  The  improvement  is  due  to  the 
elimination  of  vasospasm,  the  relief  of  pain,  the 
cessation  of  sweating,  and,  we  hope  to  prove,  to 
the  development  of  new  vessels. 

Arterial  Occlusions  After  Injuries, 
Aneurysms,  Embolisms,  etc. 

Sympathetic  blocks  are  indicated  when  pa- 
tients have  a temporary  circulatory  loss,  which 
may  be  decisive.  If  the  collateral  circulation  is 
incomplete  thereafter,  permanent  sympathectomy 
is  necessary.  The  sympathectomy  should  be 
performed  prior  to  operation  on  large  aneurysms 
to  improve  the  collateral  circulation.  I have 


seen  sympathetic  blocks  make  the  difference  be- 
tween the  loss  of  a limb  or  life  enough  times  to 
leave  no  doubt  in  my  mind  of  its  value.  In  the 
recent  war,  I had  to  resect  a 5-inch  segment  of 
the  femoral  and  iliac  artery  to  control  a pulsating 
hematoma  (false  aneurysm).  The  leg  was  blue 
and  cold  thereafter.  Blocks  every  five  to  six 
hours  restored  an  apparently  lost  circulation.  I 
am  sure  that  many  limbs  are  lost  after  severe 
trauma  because  of  neglect  of  this  factor.  Before 
any  amputation  is  contemplated,  certainly,  sym- 
pathetic interruption  should  be  tried. 

Spastic  Disease 

Certain  spastic  diseases  are  especially  en- 
countered in  industry.  Raynaud’s  syndromes 
develop  after  continued  trauma  in  those  indi- 
viduals susceptible  to  spasm.  In  this  group  are 
those  who  sustain  trauma  to  a segment  of  an 
artery  with  spasm  after  the  use  of  certain  manual 
or  pedal  machines.  Spasm  also  follows  the  use 
of  vibratory  or  air  pressure  apparatus  in  persons 
who  have  an  antithesis  to  cold  air  or  vibratory 
trauma.  In  others,  spasm  is  one  of  the  late 
results  following  frostbite.  If  these  spastic 
lesions  do  not  respond  to  conservative  and  medical 
measures,  or  where  increasing  disability  persists, 
blocks  or  surgical  sympathectomy  are  necessary. 

Causalgia 

While  we  are  much  more  aware  of  causalgia 
today  than  we  have  been  in  the  past,  this  is  not 
a recently  discovered  syndrome.  There  has  been 
no  better  description  of  the  lesion  or  the  symp- 
toms thereof  than  the  classic  work  of  Weir 
Mitchell,  chief  surgeon  for  the  Union  Army  in  the 
Civil  War.3  This  painful  reflex  syndrome,  char- 
acterized by  pain,  coldness,  paresthesia,  anes- 
thesia, atrophy  and  disuse,  is  set  up  by  injuries 
to  nerves  or  to  tissues  closely  associated  to  nerves. 
It  may  occur  after  relatively  minor  injuries  but 
also  follows  serious  injuries  or  amputations. 
Direct  operations  on  the  peripheral  nerve  itself 
are  not  satisfactory.  Where  sympathetic  nerve 
blocks  indicate  clinical  improvement  which  can 
be  registered  with  the  potentiometer,  sympathec- 
tomy is  of  value  and  will  be  the  deciding  factor 
in  rehabilitation  of  these  patients.  During  the 
early  days  of  the  recent  war,  the  problem  of 
causalgia  was  somewhat  neglected,  and  many  of 
the  early  patients  who  underwent  sympathectomy 
were  recruited  from  the  psychiatric  wards  where 
they  had  been  referred  for  symptoms  all  out  of 
proportion  to  the  degree  or  seriousness  of  the 
trauma  suffered.  Many  were  considered  malii.  - 
gerers  or  cowards.  In  this  same  group  are 
patients  with  Sudeck’s  atrophy,  advanced  cases 
of  which  respond  to  sympathectomy  with  the 
addition  of  parathyroid  and  calcium  therapy. 
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Hyperhydrosis 

In  the  pathogenesis  of  this  disease  the  sym- 
pathetic system  becomes  overactive — sweating  is 
profuse  and  continued  and  may  be  completely 
disabling.  One  of  our  patients  who  had  to 
buy  25  to  35  pairs  of  shoes  a year,  all  of  them 
rapidly  rotting  from  perspiration,  is  a vivid 
example  of  such  a condition,  and  we  have  known 
surgeons  who  had  to  give  up  operating  because 
the  excessive  perspiration  in  the  rubber  gloves 
made  contamination  inevitable.  The  heart- 
break in  the  younger  individuals  who  become 
recluses  because  of  the  odor  which  accompanies 
this  excessive  perspiration  is  understood  only 
by  those  who  have  experienced  it  in  their  friends 
or  families.  I can  never  forget  the  fullback  on 
the  football  team  in  my  school  who  had  to  dress 
in  a separate  locker  room  and  who  was  not  al- 
lowed to  take  his  shower  until  all  the  rest  of  us 
had  departed.  His  reaction  was  to  become  a sav- 
age plunger  and  tackier  on  the  field  but  rabbit- 
like otherwise,  and  I believe  this  condition  ac- 
counted for  his  later  depression.  In  this  group 
a sympathectomy  operation  is  curative  and  of 
such  value  that  it  should  not  be  delayed. 

Resistant  Ulcers  of  Venous  or  Arterial 
Origin 

All  of  us  have  been  confronted  with  skin 
ulcers,  of  either  arterial  or  venous  origin,  which 
would  not  heal.  On  the  venous  side,  we  have 
excised  the  superficial  saphenous  system  and 
performed  repeated  skin  grafts.  These  grafts 
seem  to  melt  away  despite  the  fact  that  the  causa- 
tive veins  have  been  resected.  Even  excision 
of  the  ulcer  with  grafting  often  fails.  If  the 
ulcers  are  thrombotic,  they  may  heal  after  resection 
of  the  superficial  femoral  vein.  These  ulcers 
persist,  as  Linton  pointed  out,  because  of  de- 
stroyed valves  in  the  femoral  vein.4  This  is 
analogous  to  varicose  ulcers  with  incompetent 
saphenous  valves  and  resulting  back  pressure. 
After  all  of  these  procedures  have  been  performed, 
there  are  ulcers  which  still  do  not  remain  healed. 
On  section  we  have  shown  a local  avascularity 
of  the  ulcer  base  similar  to  that  of  arterial  occlu- 
sion. In  these  cases  sympathectomy  is  indicated. 
The  local  vascularity  which  follows  is  often  the 
final  factor  in  maintaining  healing.  The  pro- 
cedure is  recommended  for  those  patients  whose 
ulcers  have  been  resistant  to  all  types  of  accepted 
and  satisfactory  therapy. 

Hypertension 

Essential  or  malignant  hypertension,  although 
not  a subject  for  discussion  at  this  time,  can  be 
treated  satisfactorily  in  selected  instances  with 
thoracolumbar  sympathectomy.  Its  true  place 


Fig.  2.  Thoracolumbar  sympathectomy  for  es- 
sential hypertension.  In  many  instances  the  dia- 
phragm need  not  be  divided  to  reach  the  second 
lumbar.  The  opening  through  which  the  chain 
passes  may  be  enlarged  manually  and  the  chain 
pulled  through  with  a clamp. 


in  the  future  treatment  of  hypertension  still  is 
unknown.  The  relief  of  the  symptoms  of  head- 
aches, dizziness,  and  visual  defects  is  striking. 
We  have  many  patients  back  at  work  who  could 
not  work  prior  to  this  operation,  despite  long, 
well-supervised  medical  treatment.  In  perform- 
ing this  operation  we  believe  that  the  cord  and 
ganglia  should  be  removed  from  the  fifth  dorsal 
to  second  lumbar  vertebrae  on  both  sides,  includ- 
ing the  greater,  lesser,  and  least  splanchnic  nerves, 
the  operation  being  performed  in  two  stages  ten 
days  apart  (Fig.  2). 

Post-Thrombotic  Syndromes 

For  many  years  we  have  been  impressed  with 
the  fine  results  which  follow  the  treatment  of 
acute  thrombitis  with  sympathetic  nerve  blocks. 
This  work,  first  reported  by  LeRiche  and  later 
by  Ochsner  and  DeBakey  and  by  ourselves,  was 
utilized  for  many  years  in  our  clinic  with  exceed- 
ingly gratifying  results.5-8  Some  investigators, 
notably  White  and  Allen,  Barker,  and  Hines, 
have  questioned  the  sympathetic  innervation  of 
veins.9-10  Sousa  Pereira  has  shown  convincing 
evidence  of  venous  spasm.11 

The  more  recent  works  of  Martin,  Laufman, 
and  Tuell  with  their  micrometric  determination 
of  the  reaction  to  venous  occlusion  of  sympathec- 
tomized  and  nonsympathectomized  blood  vessels 
still  further  prove  that  the  reflex  vasospasm 
exists  in  the  venous  side  as  well  as  in  the  arterial.2 
I have  seen  the  jugular  vein  constrict  from  3/4 
to  y4  of  an  inch  in  response  to  trauma.  This  is 
borne  out  by  the  clinical  response  of  phlebitics  to 
sympathetic  interruption — notably  the  relief  of 
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Fig.  3.  Transperitoneal  sympathectomy.  Aorta 
and  vena  cava  are  displaced  medially  and  the  chain 
dissected  free  and  removed  by  pulling  it  out  to  make 
procedure  more  complete.  (Insert  shows  incision 
site.) 


pain,  the  reduction  of  edema,  and  the  disappear- 
ance of  signs  of  inflammation.  The  reflex  is 
inaugurated  by  the  clot,  and  spasm  occurs  in  the 
affected  and  collateral  veins.  While  this  is  a 
defense  mechanism  at  first,  it  soon  becomes  path- 
ologic with  resulting  pain,  edema,  coldness,  and 
swelling,  and,  in  spite  of  femoral  ligation,  symp- 
toms persist  in  some. 

We  used  blocks  for  many  years  in  the  acute 
and  subacute  patients  and  then  studied  a large 
group  of  chronic  thrombotics.  This  group,  as  we 
all  know,  are  a very  unhappy  lot  and  complain 
of  pain,  swelling,  coldness,  paresthesia,  and  ulcers 
and  have  no  relief  from  any  simple  measure. 
After  repeating  blocks  for  many  years,  we  began 
performing  surgical  sympathectomies  at  the 
patients’  behest.  This  report  is  to  be  detailed 
soon,  but  to  date  64  of  these  patients  have  been 
operated.  Of  this  number  approximately  45 
are  definitely  improved  and  well  satisfied.  The 
reaction  of  the  patients  to  the  procedure  is,  in 
our  opinion,  the  important  point.  They  all 
state  that  the  heavy  “loglike”  leg  has  disappeared, 
and  a “balloon-like  lightness”  has  taken  its 
place.  In  the  group  of  19  who  have  residual 
swelling,  the  condition  had  been  present  longer 
and  was  complicated  with  lymphedema.  As  far 
as  we  can  see,  a chronic  lymphedema  in  which 
fibrosis  has  already  taken  place  in  the  lymphatic 


channels  will  be  only  mildly  benefited,  if  at  all, 
by  sympathectomy.  However,  the  change  from 
the  cold  to  the  warm  leg  and  foot  gives  many  great 
relief.  With  improved  selection  of  patients, 
the  procedure  may  take  its  rightful  place  in  the 
therapy  of  this  difficult  lesion. 

Operative  Technic  for  Sympathectomy 

Lumbar  Sympathectomy. — In  all  lumbar 
sympathectomies,  the  posture  of  the  patient  is 
important.  The  table  should  be  broken  or  the 
lumbar  rest  should  be  elevated,  and  a tilt-type 
table  will  make  the  exposure  of  the  chain  more 
readily  possible. 

Transperitoneal  Approach. — The  technic  which 
we  use  routinely  will  be  discussed  only 
briefly.  In  lumbar  sympathectomy  where  both 
sides  need  operation,  the  transperitoneal  ap- 
proach is  easy  and  safe.  The  fear  of  entering  the 
peritoneum  should  have  been  banished  with  the 
days  of  laudable  pus  and  to  our  minds  a trans- 
peritoneal is  as  safe  as  an  extraperitoneal  ap- 
proach. It  also  saves  the  patient  one  operative 
procedure  and  is  contraindicated  only  when  pre- 
vious operative  intervention  has  made  it  tech- 
nically difficult  or  when  some  general  condition 
renders  opening  the  peritoneum  undesirable. 
The  incision  should  center  over  the  second  lumbar 
vertebra.  The  small  intestines  are  packed  in  the 
upper  abdomen,  the  cecum  and  sigmoid  retracted, 
and  the  retroperitoneum  opened  in  the  midline  at 
the  medial  border  of  the  aorta  at  the  level  of  the 
second  lumbar  vertebra  (Fig.  3).  By  rolling  the 
aorta  and  the  vena  cava  medially,  the  ganglia 
and  the  chain  can  be  identified,  dissected  free,  and 
removed. 

Extraperitoneal  Approach. — The  extraperitoneal 
approach  is  ideal  for  the  single  side.  This  is  a 
lateral,  abdominal  muscle-splitting  incision  at  the 
level  of  the  second  lumbar  vertebra  with  division 
of  the  external  oblique,  the  internal  oblique,  and 
the  transversalis  muscles  in  the  fine  of  their 
fibers  (Fig.  4).  With  the  lumbar  rest  and  the 
tilt-type  table  in  use,  the  peritoneum  and  its 
contents  are  retracted  medially.  The  chain 
can  then  be  picked  up  without  denuding  or 
dissecting  either  the  aorta  or  vena  cava.  The 
various  nerves,  the  ureter,  and  other  structures, 
the  so-called  “fool  sympathectics,”  must  be 
avoided.  Good  effects  will  vary  with  the  degree 
of  the  interruption,  and  it  is  my  practice  to  re- 
move as  much  of  the  chain  as  possible.  For 
this  reason,  I remove  it  by  exeresis  rather  than 
division,  as  we  have  frequently  found  side 
branches  connecting  the  divided  ends  when  they 
are  merely  cut  with  the  scissors.  In  performing 
this  procedure,  the  pull  must  be  directly  caudad 
and  cephalad,  rather  than  toward  the  surface,  to 
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Fig.  4.  Extraperitoneal  sympathectomy.  The 
peritoneum  and  contents  are  retracted  medially. 
The  ilioinguinal  and  genitocrural  nerves  are  more 
lateral  than  the  chain,  and  the  ureter  retracts  with 
the  peritoneum. 


avoid  injuring  blood  vessels  which  cross  the  chain 
at  right  angles.  If  there  is  hemorrhage  in  this 
area,  it  can  be  controlled  satisfactorily  with  a 
brain  clip. 

Thoracic  Sympathectomy. — The  correct  or 
complete  way  to  denervate  the  upper  extremity 
is  not  known  as  yet.  Our  results,  like  others, 
are  not  as  consistently  good  as  in  the  lower 
extremity.  This  is  due  to  the  anatomic  varia- 
tions in  the  sympathetic  functions  at  various 


Fig.  5.  Thoracic  sympathectomy,  reading  from 
left  to  right  as  follows:  Incision  site;  resection  of 
third  rib  and  transverse  process  with  shaded  areas 
the  portions  of  the  nerves  resected;  and  sympa- 
thetic chain  and  ganglia  being  sutured  into  intercostal 
muscle — chain  is  not  resected  since  resection  would 
constitute  postganglionic  not  a preganglionic  opera- 
tion. 
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levels  and  in  different  individuals.  Obtaining  a 
preganglionic  interruption  in  the  thorax  is  not 
without  its  technical  difficulties.  At  present,  we 
approach  the  thoracic  chain  from  the  back  with 
resection  of  the  third  rib  and  the  transverse 
process  (Fig.  5).  The  chain  is  identified  and 
divided  below  the  third  dorsal  vertebra,  and  all 
connections  to  the  cord  and  to  the  other  nerves 
are  divided  up  to  the  stellate  ganglion.  The 
chain  and  ganglion  are  not  removed  but  are 
sutured  into  the  intercostal  muscles,  thus  placing 
one  end  of  the  chain  outside  the  thorax  and  the 
other  inside  (Fig.  5).  A section  of  the  second 
and  third  intercostal  nerves  also  is  removed. 

Summary 

This  has  been  a discussion  of  some  types  of 
lesions  in  which  sympathectomy  can  be  performed 
with  therapeutic  value.  It  is  certainly  not  a stand- 
ard treatment,  but  in  selected  instances  where 
other  measures  have  not  been  effective  and  where 
blocks  have  shown  clinical  improvement,  it  should 
be  utilized.  The  results  will  be  proportionate  to 
the  careful  selection  of  the  patient  and  to  the 
completeness  of  the  sympathectomy.  Perhaps 
one  day,  some  drug  or  hormone  may  replace  this 
operation,  but  so  far  we  have  not  seen  this  devel- 
opment. The  operation  in  selected  instances  is 
safe  and  will  not  only  help  the  individual  but 
will  aid  in  his  rehabilitation. 

With  our  changing  social  and  economic  situa- 
tion, more  patients  will  require  this  procedure, 
as  they  remain  in  active  work  in  older  age  groups. 

Conclusions 

1.  Sympathectomy  should  be  used  more 
widely  and  earlier  in  occlusive  arterial  diseases. 

2.  Its  place  in  spastic  syndromes  has  been 
established.  Its  value  in  trauma  of  the  arteries 
may  be  decisive;  temporary  and,  at  times,  per- 
manent sympathectomy  should  be  tried  before  a 
decision  to  amputate  is  made. 

3.  Sympathectomy  will  relieve  the  symptoms 
of  the  post-thrombotic  syndrome. 

4.  The  operation,  technically,  should  be  a 
simple  and  complete  procedure.  The  effect  will 
correspond  to  the  totality  of  the  procedure. 

30  East  60th  Street 
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Discussion 

Harry  Dan  Vickers,  M.D.,  Little  Falls. — There 
is  very  little  in  this  paper  with  which  one  can  dis- 
agree and  much  which  one  could  emphasize.  How- 
ever, I would  like  only  to  say  that  this  excellent 
operation  in  the  management  of  peripheral  arterial 
disease  is  neither  done  often  enough  nor  early  enough. 

All  of  these  vascular  diseases  of  which  Dr.  Pratt 
speaks  have  two  basic  elements  (1)  functional  spasm 
and  (2)  organic  obstruction,  and  they  seem  to  have 
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an  almost  reciprocal  relationship.  In  the  diseases 
i in  which  spasm  is  predominant  organic  changes 
eventually  appear  with  loss  of  function  and  often 
limb.  If  sympathectomy  can  be  done  early  enough 
in  these  cases,  serious  organic  degeneration  can,  in 
large  measure,  be  prevented  and  an  apparent  cure 
obtained.  Where  organic  obstructive  disease  is 
dominant,  spasm,  to  a greater  or  lesser  degree,  is 
usually  superimposed  with  reflex  exaggeration  of 
symptoms  and  eventually  disease.  When  early 
sympathectomy  can  be  done  in  selected  cases, 
marked  palliation  of  symptoms  and  postponement 
of  limb  loss  can  be  achieved. 

Early  sympathetic  surgery  means  early  accurate 
diagnosis,  and  to  that  end  there  must  be  close 
understanding  and  cooperation  between  the  clinician 
and  the  surgeon. 

I would  like  to  say  again  that  sympathectomy  in 
wisely  selected  cases  should  be  done  more  often  and 
sooner,  so  that  these  patients  can  enjoy  greater 
comfort,  better  function,  and  longer  limb  life. 


Certain  of  the  illustrations  used  in  this  article  also  appear 
in  the  textbook  “Surgical  Management  of  Vascular  Diseases,” 
by  Dr.  Gerald  H.  Pratt  (Lea  & Febiger,  Philadelphia,  1949). 
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WELFARE  STATE 

Congress  passed  in  June  a record  annual  budget 
for  public  health  service  that  provided  increases  for 
mental  health,  cancer  and  heart  research,  and 
\ aid  to  the  various  states.  In  addition  a bill  was  in- 
troduced in  the  House,  to  which  the  medical  pro- 
fession certainly  will  object,  to  raise  the  pay  of  all 
physicians,  dentists,  and  nurses  in  the  Veterans 
Administration. 

According  to  the  terms  of  the  Federal  Security 
; Agency’s  appropriations  bills,  40  medical  and  16 
dental  schools  will  receive  $872,477  for  training 
cancer;  31  institutions,  including  the  American 
| Cancer  Society  and  the  American  College  of  Sur- 
geons, will  share  $550,802  in  special  cancer-control- 
project  grants;  and  99  cancer-research  projects 
will  receive  a total  of  $1,026,294. 

Congress  has  further  voted  $100,000  for  blue- 
prints and  specifications  for  the  National  Dental 
Research  Institute  to  be  built  in  Bethesda.  (The 
American  Dental  Association  favored  $2,000,000 
to  start  immediate  construction.) 

According  to  the  details  published  in  Washington 
Report  on  the  Medical  Sciences  for  June  27 : 

National  Heart  Institute  received  a sizable 
$10,725,000  plus  contractual  authority  of  $5,350,- 
000  for  research  and  training  grants.  To  Na- 
tional Cancer  Institute  went  the  record  sum  of 
$18,900,000  and,  in  addition,  $6,000,000  in  con- 
tractual authority.  Another  record  figure  of 
$11,612,000  was  voted  for  mental  health.  And 


still  another,  $12,075,000  to  National  Institutes 
of  Health,  a large  part  of  which  will  go  for  research, 
training,  control,  and  fellowship  grants  in  non- 
categorized  fields.  Venereal  disease  activities 
get  $16,000,000;  for  general  assistance  to  the 
states,  $16,600,000  is  provided;  communicable 
disease  control  functions  receive  $7,350,000; 
$167,000  is  allocated  for  administering  the  Federal 
employe  health  program.  For  administration  of 
the  Hill-Burton  hospital  program,  $1,200,000  was 
approved,  obviating  a drastic  reduction  in  force 
which  would  have  resulted  if  the  Senate  had 
yielded  to  the  House  figure  of  $1,000,000. 

Without  the  aid  of  an  adding  machine  the  figures 
mentioned  seem  to  total  $108,528,573.  For  no 
particular  reason  at  all,  snatches  of  a conversation 
at  the  Mad  Hatter’s  tea  party  come  to  mind: 

“ ‘And  so  these  three  little  sisters’ — (said  the 
Dormouse)  * — they  were  learning  to  draw,  you 
know — ’ 

“ ‘What  did  they  draw?’  said  Alice 

“ ‘Treacle,*’  said  the  Dormouse .... 

“ ‘But  I don’t  understand’  (said  Alice),  ‘Where 
did  they  draw  the  treacle  from?’ 

“ ‘You  can  draw  water  out  of  a water  well,’  said 
the  Hatter;  ‘so  I should  think  you  could  draw 
treacle  out  of  a treacle-well — eh,  stupid?’  ” — New 
England  Journal  of  Medicine,  August,  191$ 
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TORSION  OF  THE  APPENDICES  EPIPLOICAE 

Philip  Ladin,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  Lebanon  Hospital) 


TORSION  of  an  appendix  epiploica  as  a cause 
of  acute  abdominal  signs  and  symptoms  is  ap- 
parently a rare  condition,  judging  by  the  scar- 
city of  cases  reported  in  the  literature.  Only  68 
cases  have  been  reported  up  to  the  present.110 
This  paper  has  been  written  to  report  five  addi- 
tional cases  and  to  review  the  literature  and  sub- 
ject matter  briefly. 

According  to  Harrigan,  Virchow  in  1863  gave  a 
detailed  description  of  foreign  bodies  in  the  ab- 
domen and  showed  that  the  majority  of  these 
were  secondary  to  torsion  of  the  appendices  epi- 
ploicae.11  The  most  thorough  study  of  the  anat- 
omy and  pathology  was  made  by  Robinson,  and 
his  description  is  still  generally  accepted.12  The 
appendices  undergo  a variety  of  pathologic 
changes  besides  torsion,  e.g.,  inflammatory 
changes,  calcification  and  formation  of  loose  bod- 
ies, and  incarceration  in  a hernial  sac.  Klingen- 
stein  suggested  that  the  appendices  act  as  bump- 
ers for  the  empty  colon  and  also  have  absorptive 
powers,  while  others  believe  that  they  act  as  a 
protective  space  for  redundant  blood  vessels 
when  the  colon  is  collapsed.13'14  In  addition,  we 
must  also  consider  that  the  appendices  may  act  as 
a seal  in  case  of  infection  or  perforation,  since  the 
free  end  is  often  found  adherent  to  the  bowel. 

The  signs  and  symptoms  of  torsion  of  an  epi- 
ploic appendage  are  not  characteristic,  and  these 
cases  have  been  diagnosed  as  almost  everything 
else  that  could  be  the  cause  of  acute  intra-abdomi- 
nal disease,  e.g.,  acute  appendicitis,  acute  chole- 
cystitis, diverticulitis,  twisted  ovarian  cyst.  The 
only  finding  that  appears  to  be  consistent  is  that 
of  prolonged  history,  usually  two  to  three  days. 
If,  at  operation,  the  expected  pathology  is  not 
found  and  especially  if  serosanguinous  fluid  is 
found  in  the  abdomen,  the  entire  colon  should  be 
examined  for  this  condition,  regardless  of  the  site 
of  the  complaint  of  pain.  The  gravity  of  this 
condition  should  not  be  underestimated  because 
deaths  have  been  reported  even  in  this  small  se- 
ries.2*16 

In  an  attempt  to  evaluate  the  importance  of 
this  condition  in  the  differential  diagnosis  of  the 
acute  abdominal  diseases,  the  hospital  records 
of  the  last  ten  years  were  searched.  Five  cases 
were  found.  It  is  felt  that  more  cases  of  this  type 
occur  than  the  few  reported  in  the  literature. 
This  could  be  attributed  either  to  the  pathology 
not  being  recognized  at  the  time  of  operation  be- 
cause it  does  not  present  itself  or  could  be  due  to 


the  fact  that  these  cases  are  seen  more  frequently 
but  are  not  reported.  The  fact  that  diverticula 
can  be  present  in,  or  perforate  into,  these  ap- 
pendices epiploicae  should  lead  one  to  dissect 
them  carefully  before  removing  them  so  as  to 
avoid  inadvertently  opening  into  the  bowel. 
The  writer  believes  that  it  would  be  advantageous 
to  consider  this  condition  in  the  differential  diag- 
nosis of  acute  appendicitis,  especially  if  the  ap- 
pendix does  not  show  the  expected  pathology. 
Lesions  of  the  right  ovary  and  tube,  of  the  mesen- 
teric glands,  of  a Meckel’s  diverticulum,  or  of  a 
ruptured  graafian  follicle  are  commonly  sought 
when  the  expected  pathology  is  not  present, 
and  this  condition  should  be  added  to  the  list. 

Case  Reports 

Case  1. — H.Y.,  a forty-seven-year-old  whitewoman, 
was  admitted  to  Lebanon  Hospital  on  March  12, 
1938,  with  the  history  of  having  been  perfectly  well 
until  two  days  before,  at  which  time  she  experienced 
sudden  “shooting”  pain  in  the  left  lower  quadrant  of 
the  abdomen  while  she  was  walking  upstairs.  This 
pain  radiated  downward  and  around  to  the  back  on 
her  left  side.  There  was  no  nausea  or  vomiting  at 
any  time.  The  past  history  was  not  significant,  and 
there  were  no  previous  operations.  Her  menses  were 
normal  with  last  period  twelve  days  before  and 
regular.  Physical  examination  showed  a very  obese 
female  with  marked  tenderness  in  the  left  lower 
quadrant  but  no  rigidity  or  rebound  tenderness. 
The  examination  was  not  satisfactory  because  of  the 
extreme  obesity. 

Laboratory  examination  revealed  the  following: 
hemoglobin  88  per  cent,  red  blood  cells,  4,650,000, 
white  blood  cells  9,600,  polymorphonuclears  72 
per  cent,  lymphocytes  25  per  cent,  and  monocytes 
3 per  cent;  urine  (catheterized)  amber,  clear,  acid, 
specific  gravity  1.016,  albumin  negative,  sugar  trace. 
Microscopic  examination  showed  an  occasional 
white  blood  cell;  urinalysis  was  repeated  and  no 
sugar  found. 

A preoperative  diagnosis  was  made  of  twisted 
ovarian  cyst  and  laparotomy  was  performed. 

Operation  revealed  a twisted  gangrenous  appendix 
epiploica  on  the  sigmoid  which  was  twisted  upon 
itself  three  times.  The  abdomen  was  investigated 
and  no  other  pathology  found . The  mass  was  excised 
after  ligating  the  base  and  the  abdomen  closed  in 
layers  without  drainage.  The  patient  made  an  un- 
eventful recovery  and  was  discharged  eleven  days 
later. 

Pathology  report  was  as  follows: 

Gross  examination:  Received  an  appendix  epi- 
ploica, triangular  in  shape,  measuring  l*/s  inches  on 
each  side  and  ‘A  inch  in  diameter.  Surface  was 
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markedly  congested  with  one  or  two  areas  of  ulcera- 
tion. On  section,  the  surface  is  also  markedly  con- 
gested. It  is  soft  in  consistency,  and  there  is  an 
exudation  of  liquid  fat  on  slight  pressure. 

Microscopic  examination:  Section  reveals  a seg- 
ment of  epiploic  fat  tissue  on  the  surface  of  which 
there  is  an  acute  inflammatory  reaction  with  exuda- 
tion of  serum,  fibrin,  and  leukocytes.  Portions  of 
this  fat  tissue  show  diffuse  edema,  and  a large  area  is 
involved  by  hemorrhage. 

Comment. — This  patient  presents  an  example  of  an 
incorrect  preoperative  diagnosis,  but  there  was  no 
difficulty  in  finding  the  pathology  at  operation. 
There  was  a history  of  two  days  duration  in  this 
case. 

Case  2. — I.  G.,  a thirty-one-year-old  white  man, 
was  admitted  to  Lebanon  Hospital  on  September 
24, 1939,  with  a history  of  right  lower  quadrant  pain 
of  forty-eight  hours  duration.  This  pain  was  be- 
coming steadily  worse.  He  had  nausea  but  no 
vomiting  and  had  taken  an  enema  with  no  relief. 
He  had  never  had  a similar  attack  before.  His 
physical  examination  was  not  significant  except  for 
his  abdomen  which  was  scaphoid  and  showed 
rigidity  over  entire  right  side  with  marked  tenderness 
and  rebound  tenderness  at  one  fixed  point  in  the 
right  lower  quadrant. 

Laboratory  examination  was  reported  as  follows: 
hemoglobin  78  per  cent,  red  blood  cells  4,800,000, 
white  blood  cells  13,700,  and  polymorphonuclears 
72  per  cent  of  which  9 were  bands,  lymphocytes 
23  per  cent,  monocytes  2 per  cent,  and  basophils  3 
per  cent;  urine  amber,  clear,  alkaline,  specific 
gravity  1.030,  albumin  and  sugar  negative.  Micro- 
scopic examination  showed  a few  epithelial  cells  and 
a rare  white  blood  cell. 

A diagnosis  was  made  of  acute  appendicitis  and 
laparotomy  was  performed. 

Operation  revealed  a long  appendix  which  ap- 
peared slightly  thickened  but  normal  grossly.  The 
colon  was  investigated,  and  in  the  right  upper 
quadrant  at  the  hepatic  flexure  a mass  could  be  felt 
which  appeared  to  involve  that  portion  of  the  colon. 
The  mass  was  brought  into  view  and  was  seen  to  be 
composed  of  several  acutely  inflamed  epiploic  ap- 
pendices, in  the  center  of  which  there  was  one  large 
hemorrhagic  appendix  that  was  twisted,  constricted 
at  its  base,  and  was  apparently  the  major  cause  of 
the  trouble.  A portion  of  the  greater  omentum  was 
adherent  to  this  mass,  and  the  surrounding  epiploic 
appendices  were  friable,  thickened,  and  hemor- 
rhagic and  had  inflamed  tips.  The  omentum  was 
separated  from  the  inflammatory  area  and  the  in- 
volved appendices  removed  by  ligation  of  the  base 
and  excision.  The  appendix  was  also  removed. 
The  abdomen  was  closed  in  layers  without  drainage. 
Patient  made  an  uneventful  recovery  and  was  dis- 
charged home  thirteen  days  later. 

Pathology  report  was  as  follows: 

Gross  examination:  Received  an  appendix  meas- 
uring 2l/2  by  l/<  inches  with  attached  mesoappendix. 
The  serosa  seemed  slightly  congested.  On  section 
the  lumen  was  patent  throughout  and  contained  a 
small  amount  of  fecal  material.  The  distal  wall  of 
the  appendix  was  slightly  thickened.  Also,  eight 


fragments  received,  irregular  in  size  and  shape, 
averaging  about  IV2  by  1 by  l1/2  inches.  The  frag- 
ments consisted  of  portions  of  fat  tissue  from  the 
abdominal  cavity;  some  of  these  are  of  normal  fat 
appearance;  others  show  marked  discoloration  due 
to  intense  congestion,  torsion,  and  inflammation. 
The  peritoneal  surface  of  some  of  these  specimens  is 
covered  with  plastic  exudate.  Two  of  the  fragments 
particularly  are  very  markedly  discolored,  hemor- 
rhagic, and  inflamed. 

Microscopic  examination:  Sections  through  the 
various  hemorrhagic  masses  revealed  them  to  con- 
sist of  typical  fat  tissue  with  evidence  of  acute  in- 
flammation, hemorrhage,  and  necrosis.  The  capil- 
laries are  distended;  the  arteries  and  veins  are  en- 
gorged with  blood  and  show  evidence  of  marked 
circulatory  stasis.  Some  of  the  vessel  walls  are 
necrotic,  and  in  these  areas  marked  hemorrhage  has 
occurred.  The  appendix  on  section  reveals  only 
some  lymphoid  hyperplasia  of  the  mucosa. 

Comment. — This  patient  presents  the  clinical 
picture  of  an  acute  appendicitis.  However,  opera- 
tion did  not  reveal  this.  The  pathology  was  found 
high  up  on  the  colon  near  the  hepatic  flexure  and 
could  have  been  missed  if  not  especially  sought. 
This  patient  also  presented  a history  of  two  days 
duration  with  moderate  clinical  findings  on  examina- 
tion. The  adherence  of  the  surrounding  appendices 
to  the  colon  and  to  the  twisted  appendix  epiploica 
illustrates  how  these  structures  can  act  as  a peri- 
toneal seal. 

Case  3. — J.  H.,  a forty-seven-year-old  white 
woman,  was  admitted  to  Lebanon  Hospital  on 
October  20,  1942,  with  a chief  complaint  of  painful 
swelling  in  her  right  groin  for  the  past  six  days.  This 
had  gradually  increased  in  size,  and  she  had  had 
abdominal  cramps  one  day  before  admission  which 
subsided  on  the  day  of  admission.  The  pain  and 
swelling  in  the  right  groin  had  also  increased.  The 
past  history  was  significant  only  in  that  the  patient 
had  a hysterectomy  six  months  prior.  Physical 
examination  was  essentially  negative  except  for  the 
local  condition.  The  abdomen  was  soft  and  not 
distended.  There  was  a swelling,  the  size  of  a grape- 
fruit, in  the  right  inguinal  region.  This  was  hard 
and  tender  and  had  reddening  of  the  overlying  skin. 
The  mass  was  not  reducible.  She  had  had  daily 
bowel  movements  up  to  the  day  of  admission. 

Laboratory  examination  revealed  the  following: 
hemoglobin  14.4  Gm.,  red  blood  cells  4,670,000, 
white  blood  cells  13,300,  polymorphonuclears  88 
per  cent  of  which  7 were  bands,  lymphocytes  8 per 
cent,  and  monocytes  4 per  cent.  Nonprotein 
nitrogen  was  normal.  Urine  was  amber,  clear, 
acid,  specific  gravity  1.030,  albumin  trace,  sugar 
negative.  Microscopic  examination  revealed  4 to  5 
white  blood  cells  per  high  power  field. 

A preoperative  diagnosis  was  made  of  incarcerated 
right  inguinal  hernia,  and  the  patient  was  prepared 
for  surgery. 

At  operation  a thickened  hernial  sac  was  found 
with  an  appendix  epiploica  which  was  adherent  to 
the  sac  and  had  its  base  near  the  ileocecal  junction. 
The  appendix  epiploica  was  large  and  twisted,  and 
the  distal  inch  was  gangrenous  with  ecchymosis  at 
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the  base.  The  mass  slipped  back  into  the  abdomen 
during  the  repair  of  the  hernia,  and  the  abdomen  was 
opened  with  a right  rectus  incision  and  the  above 
pathology  confirmed.  The  appendix  epiploica  was 
removed  by  ligating  the  base  and  resecting  the  re- 
dundant portion  and  the  abdomen  closed  in  layers 
without  drainage.  The  patient  made  an  uneventful 
recovery  and  was  discharged  thirteen  days  post- 
operatively  with  both  wounds  healed  by  primary 
union. 

Pathology  report  was  as  follows: 

Gross  examination:  Received  two  pieces  of 

hernial  sac,  one  of  which  appears  very  hemorrhagic. 
Received  also  two  pieces  of  omental  tissue  which  are 
moderately  congested  and  a piece  of  tissue  whose 
appearance  is  consistent  with  that  of  an  appendix 
epiploica  and  which  appears  to  be  necrotic. 

Microscopic  examination:  There  is  necrosis  of 
omental  tissue  and  the  appendix  epiploica  due  to 
circulatory  strangulation.  The  appendix  epiploica 
contains  a lymph  node. 

Comment. — This  patient  presents  the  picture  of  an 
appendix  epiploica  adherent  to  a hernial  sac  and 
undergoing  torsion  within  it.  It  was  probably  re- 
sponsible for  the  inability  of  the  contents  of  the 
hernial  sac  to  be  reduced,  since  they  reduced  spon- 
taneously after  the  appendix  epiploica  was  separated. 
The  necrosis  of  the  appendix  epiploica  was  also 
probably  responsible  for  the  redness  of  the  overlying 
skin  in  the  hernial  mass.  It  is  also  noteworthy  that 
this  appendix  epiploica  contained  a lymph  node 
which  has  been  described  as  involved  in  carcinoma- 
tous metastases.  There  was  a history  here  of  six 
days  duration. 

Case  4. — G.  S.,  a forty- two-year-old  white  woman, 
was  admitted  to  Lebanon  Hospital  on  January  5, 
1948,  with  a two  and  one-half  day  history  of  right 
lower  quadrant  pain,  intermittent  in  character. 
This  gradually  became  more  frequent  and  more 
severe  until  on  the  day  of  admission  she  found  she 
could  not  walk  because  of  the  pain.  Coughing, 
laughing,  or  sneezing  produced  abdominal  pain. 
There  was  no  history  of  urinary  disturbances.  Pa- 
tient had  nausea  but  no  vomiting.  The  past  history 
revealed  that  the  patient  had  had  a similar  attack 
many  years  ago  at  which  time  no  definite  diagnosis 
was  made.  She  had  had  a radical  mastectomy  for 
carcinoma  seven  years  previously  on  the  right  side. 
Physical  examination  revealed  telangeectasiaoverthe 
right  chest  wall  probably  due  to  irradiation.  No 
axillary  or  local  masses  were  felt.  The  left  breast 
was  normal.  Examination  of  the  abdomen  showed 
point  tenderness  in  the  right  lower  quadrant  over 
McBurney’s  point  with  rebound  tenderness.  Rovs- 
ing’s  sign  was  positive.  There  was  no  rigidity  and 
no  costovertebral  tenderness.  Vaginal  examination 
showed  fibromyomata  of  the  uterus  with  no  pelvic 
pain  on  examination.  Rectal  examination  revealed 
normal  stool  with  no  tenderness  or  masses. 

Laboratory  data  were  as  follows:  hemoglobin 
12.6  Gm.,  red  blood  cells  4,100,000,  white  blood  cells 
9,100,  and  polymorphonuclears  71  per  cent  of  which 
4 were  bands,  lymphocytes  25  per  cent,  monocytes 
3 per  cent,  and  basophils  1 per  cent.  Urine  was 
amber,  clear,  acid,  albumin  negative,  sugar  negative. 


Microscopic  examination  showed  1 to  2 white  blood 
cells  and  3 to  4 epithelial  cells.  Preoperative  x-ray 
of  the  chest  showed  no  evidence  of  metastases  or 
other  pathology. 

A preoperative  diagnosis  was  made  of  acute  ap- 
pendicitis, probably  obstructive,  and  laparotomy 
was  performed.  Operation  revealed  a normal  ap- 
pearing appendix  with  a torsion  of  an  epiploic  ap- 
pendix. The  appendix  epiploica  was  triangular  in 
shape,  about  U/2  by  l‘/2  inches,  gangrenous  in  ap- 
pearance, and  overlying  the  appendix  with  the  tip 
adherent  to  the  cecal  wall  on  the  opposite  side.  The 
epiploic  appendix  was  removed  by  carefully  dissect- 
ing and  tying  the  base  and  then  resecting  it.  The 
appendix  was  removed  as  well.  The  patient  made  an 
uneventful  recovery  and  was  discharged  home  with 
wound  healed  by  primary  union  on  ninth  post- 
operative day. 

Pathology  report  was  as  follows: 

Gross  examination : Received  a portion  of  adipose 
tissue  answering  the  description  of  appendix  epi- 
ploica showing  a twisted  pedicle  and  measuring  4.5 
cm.  in  greatest  dimension.  It  is  markedly  congested 
and  shows  areas  of  hemorrhage.  On  cut  section  it  is 
hemorrhagic  in  color.  Appendix  showed  evidence  of 
chronic  obliterative  appendicitis. 

Microscopic  examination:  Reveals  a portion  of 
fat  tissue  with  widespread  interstitial  hemorrhages. 
All  vessels,  particularly  the  capillaries,  are  markedly 
engorged  with  blood.  On  the  surface  there  is  a 
deposit  of  fresh  fibrinous  exudate,  and  several 
collections  of  polymorphonuclear  leukocytes  are 
present  in  the  fat  tissue  itself.  There  are  also  several 
areas  of  extravasation  of  serum. 

Comment. — This  patient  again  presents  the 
picture  of  a two  and  one-half  day  history  with  rela- 
tively few  abdominal  findings.  The  preoperative 
diagnosis  was  appendicitis,  and  she  may  have  had 
appendicular  colic  considering  the  position  of  the 
epiploic  appendix  in  relation  to  the  appendix. 

It  is  also  interesting  to  note  that  she  had  had  what 
appeared  to  be  a similar  attack  years  before.  Re- 
peated attacks  could  produce  foreign  bodies  in  the 
abdomen  by  gradually  cutting  off  the  blood  supply 
of  an  appendix  epiploica  and  having  it  cast  off  as  a 
foreign  body. 

Case  5. — L.  L.,  a sixty-one-year-old  white  man, 
was  admitted  to  Lebanon  Hospital  on  April  28, 
1948,  with  a two-day  history  of  generalized  ab- 
dominal pain  which  localized  in  the  right  lower 
quadrant.  There  was  no  nausea  or  vomiting,  and 
the  patient  had  had  normal  bowel  movements.  The 
symptoms  had  been  becoming  worse.  The  past 
history  was  significant  only  in  that  it  revealed  a 
similar  attack  eight  years  ago  which  lasted  approxi- 
mately three  days  and  then  subsided.  No  diagnosis 
was  made  at  the  time. 

Physical  examination  on  admission  showed  the 
abdomen  to  be  distended.  Resistance  was  present 
in  the  right  lower  quadrant,  and  there  was  severe 
tenderness  and  rebound  tenderness  at  a point  1 inch 
medial  to  the  anterior  superior  spine  on  the  right 
side.  Rectal  examination  revealed  no  pathology. 

Laboratory  examination  showed  hemoglobin 
14.2  Gm.,  white  blood  cells  11,250  and  polymor- 
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phonuclears  63  per  cent  of  which  12  were  bands, 
lymphocytes  30  per  cent,  monocytes  6 per  cent,  and 
eosinophils  1 per  cent.  Urine  was  straw-colored, 
clear,  acid,  specific  gravity  1.015,  sugar  and  albumin 
negative.  Microscopic  examination  revealed  1 to  3 
white  blood  cells,  an  occasional  epithelial  cell,  and  a 
rare  hyaline  cast. 

A preoperative  diagnosis  of  acute  appendicitis 
was  made,  and  the  patient  was  operated  upon.  At 
operation  an  acutely  inflamed  epiploic  appendix 
with  torsion  of  the  pedicle  was  found  on  the  lateral 
aspect  of  the  cecum.  The  vermiform  appendix  ap- 
peared slightly  thickened  but  otherwise  normal. 
The  appendix  epiploica  was  removed  by  ligating  the 
base  and  resecting  the  mass.  The  abdomen  was 
closed  with  a drain  to  the  lateral  side  of  the  cecum, 
since  a perforating  diverticulum  into  the  base  of  the 
appendage  was  suspected  because  of  the  edema  of  the 
cecum.  The  patient  had  a stormy  postoperative 
course  and  developed  a pulmonary  embolus  seven 
days  postoperatively.  He  responded  well  to  anti- 
coagulant therapy  and  was  discharged  thirty-eight 
days  after  admission  with  the  wound  healed  and  no 
further  evidence  of  embolization. 

Pathology  report  follows: 

Gross  examination:  Received  two  pieces  of  adi- 
pose tissue,  the  largest  measuring  2 cm.  in  greatest 
diameter.  They  answer  the  description  of  appen- 
dices epiploicae.  On  section  they  show  areas  of 
hemorrhage.  Appendix  measures  5 cm.  in  length; 
the  serosa  feels  slightly  thickened,  and  the  lumen  is 
narrow  and  appears  to  be  obliterated  at  the  tip. 

Microscopic  examination : Section  of  the  appendix 
epiploica  reveals  fibrin  and  polynuclear  exudate  on 
the  surface.  There  are  focal  areas  of  hemorrhage 
together  with  marked  vascular  engorgement  and 
acute  interstitial  inflammation  of  the  fat  tissue. 

Comment. — This  patient  presents  a two  and  one- 
half  day  history  of  abdominal  pain,  and  while  he 
had  somewhat  more  than  the  usual  abdominal  find- 
ings, they  were  still  not  outstanding.  There  is  also  a 
history  of  a previous  attack  similar  to  this  one. 


Summary  and  Conclusions 

1.  Torsion  of  an  appendix  epiploica  as  a cause 
of  acute  abdominal  signs  and  symptoms  is  not  usu- 
ally considered. 

2.  Inasmuch  as  five  cases  were  found  in  the 
records  of  a small  hospital,  this  condition  may  be 
more  common  and  should  be  looked  for  more 
often. 

3.  In  a patient  who  presents  a long  history 
(two  or  more  days)  and  whose  physical  findings 
are  relatively  mild  this  condition  should  be  sus- 
pected. If  the  clinical  condition  warrants  surgi- 
cal intervention,  it  should  be  looked  for  at  opera- 
tion. 

4.  Removal  of  the  appendix  epiploica  should 
be  done  with  careful  dissection  of  the  base. 

5.  The  literature  was  reviewed  briefly,  and 
five  cases  were  reported  in  this  paper  bringing  the 
total  number  of  reported  cases  up  to  73. 

36  Central  Park  South 
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ATTRIBUTE  DROP  IN  PELLAGRA  CASES  TO  ECONOMIC  FACTORS 


Pellagra,  the  serious  disease  caused  by  deficiency 
of  nicotinic  acid  in  the  diet,  is  almost  disappearing  in 
Cincinnati,  Ohio,  records  of  the  Cincinnati  General 
Hospital  show. 

Pellagra  is  a skin  and  spinal  disease  which  in  a" 
severe  form  results  in  convulsions  and  idiocy. 
Nicotinic  acid  is  the  antipellagra  factor  in  vitamin 
B2. 

Writing  in  the  July  9 issue  of  the  Journal  of  the 
American  Medical  Association,  Drs.  William  B. 
Bean,  Richard  W.  Vilter,  and  Marion  A.  Blanken- 
horn,  from  the  Department  of  Internal  Medicine 
of  the  College  of  Medicine,  University  of  Cincinnati, 
say  that  data  on  admissions  to  the  hospital  in  the 
years  1935-1947  show  a striking  decrease  in  the 
incidence  of  pellagra. 


They  point  out  that  the  number  of  patients  with 
the  disease  admitted  to  the  hospital  fell  from  34  in 
1939  to  three  in  1940.  In  1946  and  1947  there  were 
no  cases  of  pellagra  in  the  medical  wards  of  the 
hospital,  and  only  one  patient  with  the  disease  had 
been  seen  there  up  to  July,  1948. 

“We  are  of  the  opinion  that  the  general  improve- 
ment in  the  economic  state  of  the  people  of  Cin- 
cinnati during  the  late  1930’s  and  early  1940’s  is 
the  primary  reason  for  the  observed  decrease  in 
pellagra,”  the  doctors  conclude.  “The  effects 
of  rationing,  which  tended  to  make  nutritious  foods 
available  on  a per  capita  basis  rather  than  on  an 
economic  one,  came  into  operation  after  the  abrupt 
fall  in  incidence  of  pellagra.  It  is  possible  that  ii 
helped  perpetuate  the  trend.” 


NEUROPSYCHIATRIC  DIAGNOSIS 

Newton  Bigelow,  M.D.,  Marcy,  New  York 
( From  the  Marcy  State  Hospital) 

CONSIDERING  that  approximately  70  per 
cent  of  all  presenting  symptoms  with  which 
patients  come  to  their  physicians  are  psycho- 
genic, the  importance  of  the  neuropsychiatric  ex- 
amination and  diagnosis  cannot  be  overempha- 
sized. Recent  figures  from  a selected  group  are 
given  by  Allan  and  Kaufman  who  reported  on 
1,000  general  medical  cases  seen  at  the  Lahey 
Clinic.1  Of  these  there  were  272  of  nervous  and 
134  of  both  physical  and  mental  disorders.  Thus, 
of  this  group,  40.6  per  cent  presented  symptoms 
requiring  a psychiatric  label. 

It  must  also  be  stated  that  we  should  take  a 
cue  from  the  postmortem  pathologist.  He  in- 
variably makes  a multiple  diagnosis,  and  we 
should  not  be  afraid  to  do  the  same.  Currently, 
we  have  under  treatment  a retired  policeman  who 
has  had  anxiety  hysteria  for  more  than  ten  years. 
About  six  years  ago  he  gradually  developed  uni- 
lateral parkinsonism.  Again  there  is  the  occa- 
sional schizophrenic  who  develops  asymptomatic 
neurosyphilis.  Finally,  it  is  generally  not  suf- 
ficient to  dismiss  the  case  as  “functional”  or  as 
“organic,”  although  a number  of  cases  can  be  so 
classified  after  careful  analysis. 

In  evaluating  the  case  it  is  also  essential  that 
one  attempt  to  differentiate  the  causes  which 
may  contribute  to  the  disorder  or  disorders. 
Pathoplastic  factors  in  the  constitution  itself 
must  be  estimated  as  opposed  to  those  which  are 
truly  pathogenic.  Secondarily  it  is  very  neces- 
sary to  sort  out  the  predisposing  as  opposed  to 
the  precipitating  factors  and,  from  these,  those 
that  are  clearly  perpetuating. 

The  most  important  element  in  making  a good 
neuropsychiatric  diagnosis  is  the  taking  of  enough 
time  to  get  the  history  and  to  make  a sufficiently 
complete  examination.  Considering  that  a psy- 
choneurosis has  been  growing — often  for  almost 
the  entire  lifetime  of  the  individual — a great 
deal  of  time  will  be  necessary  for  the  physician  to 
understand  the  disorder.  It  is  well  to  remember 
too  that  during  the  history-taking  and  the  exam- 
ination, the  patient  is  actually  receiving  therapy, 
either  good  or  bad.  A sympathetic  listening  to 
the  story  or  a careful  physical  and  neurologic 
examination  are  in  themselves  good  psychother- 
apy. 

Let  us  assume  that  there  is  a patient  in  whom 
you  are  interested  and  in  whom  you  suspect  func- 

Presented  at  a meeting  of  the  Utica  Academy  of  Medicine, 
January  20,  1949. 


tional  factors  may  be  operative.  By  all  means 
see  that  patient  by  appointment,  and  set  aside 
enough  time  so  that  you  can  hear  the  entire  story. 
With  particular  reference  to  the  psychosomatic 
disturbances,  it  is  recognized  that  the  physician 
himself  must  get  the  history  from  the  patient. 
Almost  as  important  as  the  facts  elicited  is  the 
way  in  which  the  individual  tells  the  story.  It  is 
not  enough  to  hear  only  about  the  development 
of  the  overt  symptoms;  one  must  hear  about 
previous  illnesses,  particularly  operations,  and 
the  patient’s  reaction  to  injuries,  the  very  fre- 
quency of  which  is  often  important.  Illnesses  in 
other  members  of  the  family,  particularly  those 
in  the  immediate  family  circle  during  childhood, 
are  often  significant.  As  Malamud  stresses,  pat- 
terns are  then  established  which  may  determine 
later  symptomatology.2  One  cannot  stop  here, 
however;  it  is  necessary  to  hear  about  early  fam- 
ily relationships,  the  educational  and  social  de- 
velopment, and  the  present  marital,  social,  reli- 
gious, and  economic  situations.  Accomplish- 
ments, frustrations,  and  interests  are  good  indi- 
cators. During  the  development  of  all  of  this  ma- 
terial, it  is  essential  that  one  watch  the  patient’s 
eyes  and  hands,  for  they  wiil  indicate  clearly  the 
amount  of  affect  attached  to  certain  incidents 
and  situations. 

With  reference  to  every  illness,  it  is  necessary  to 
determine  what  secondary  gains  may  accrue  to 
the  individual.  Is  this  woman  punishing  herself 
with  her  symptoms  for  some  unconscious  feelings 
of  guilt;  is  she  revenging  herself  on  her  father; 
what  unpleasant  duty  is  she  escaping  by  her  back- 
ache? 

All  these  things  cannot  be  developed  in  one  ses- 
sion. Indeed,  perhaps  the  most  important  lie  at 
the  unconscious  level  and  cannot  be  elicited  ex- 
cept by  special  procedures.  However,  all  of  them 
are  of  great  importance  in  the  case,  be  it  gastric 
ulcer,  hypertension,  or  lichen  planus  with  which 
you  are  confronted. 

A very  careful  physical  examination  is  a matter 
of  the  utmost  necessity.  Certainly  the  obscure 
cervical  arthritis,  the  moderate  thyrotoxicosis, 
the  possible  undulant  fever,  or  the  early  primary 
anemia  should  be  carefully  excluded.  Lest  some 
iatrogenic  symptoms  be  implanted,  it  is  most 
essential  that  no  implication  is  let  slip  to  the 
neurotic  patient  about  a possible  physical  dis- 
order. A thorough  physical  examination  is  also 
time-consuming  and  expensive.  The  patient. 


2172 


September  15,  1949] 


NEUROPSYCHIATRIC  DIAGNOSIS 


2173 


however,  in  whom  one  is  interested  and  who  has 
a challenging  problem  deserves  such  an  examina- 
tion. 

Neurologic  examinations  are  done  too  infre- 
quently. Thus,  are  early  cases  of  paresis,  dis- 
seminated sclerosis,  and  tumor  missed.  A neuro- 
logic examination  varies  from  the  three-minute 
affair  done  at  the  induction  center  to  the  tedious 
complete  sensory  examinations.  A systematic 
routine  is  an  excellent  plan.  One  can  be  found  in 
McKendree’s  book,  or  in  the  booklet  used  at  the 
Neurological  Institute.3  In  a given  case  certain 
parts  of  the  examination  may  be  omitted.  How- 
ever, there  is  an  irreducible  minimum  which 
again  will  take  more  time. 

I believe  that  the  neurologic  study  begins  with 
the  patient’s  gait  and  posture  as  he  enters  the 
room.  Disorders  of  speech  and  the  presence  of 
aphasia  are  also  readily  noted.  Testing  for  the 
Romberg  sign  and  for  coordination  in  each  ex- 
tremity is  very  easily  done,  as  is  noting  the  pres- 
ence of  spontaneous  movements.  Alteration  in 
associated  movements  should  also  have  been 
checked  as  the  patient  crossed  the  room.  Inten- 
tion tremor  may  be  observed  as  the  patient  un- 
buttons his  clothing.  Practical  evaluation  of 
muscle  tone,  muscle  volume,  and  muscle  power  is 
made  without  difficulty  in  the  patient  who  is  now 
stripped.  Examination  of  the  cranial  nerves 
should  be  done  with  particular  reference  to  the 
pupils,  ocular  movements,  the  disks,  and  the 
visual  fields.  This  can  be  done  very  simply  and 
accurately  enough  by  confrontation.  The  stand- 
ard reflexes  are  easily  run  through,  including  all  of 
the  abdominals.  The  confirmatory  tests  need  not 
be  done  unless  there  is  doubt.  In  the  average 
case  the  sensory  examination  may  be  limited  to 
those  for  light  touch,  pinprick,  and  vibration,  and 
discrimination  between  sharp  and  dull  and  hot 
and  cold.  For  these  latter  two,  the  open  and 
closed  ends  of  a safety  pin  and  the  finger  and  the 
end  of  the  tuning  fork  suffice  for  many  examiners. 
Testing  for  saddle  anesthesia  is  frequently  for- 
gotten in  cases  where  the  conus  medullaris  or  the 
cauda  equina  may  be  involved.  Whenever  there 
is  cerebral  involvement,  there  should  be  tests  for 
astereognosis  in  each  hand  separately  with  the 
patient’s  eyes  closed.  This  simply  involves  the 
identification  of  common  articles  by  touch  alone 
after  the  examiner  has  satisfied  himself  that  sensa- 
tion is  intact. 

At  this  point  we  are  in  position  to  attempt  to 
make  a diagnosis  or  several  diagnoses.  We  have  a 
firsthand  account  of  the  life  history  of  the  individ- 
ual. We  know  a number  of  factors  which  may 
be  influencing  his  adjustment  favorably  or  unfa- 
vorably. We  know  how  much  his  symptoms 
mean  to  him  emotionally,  and  we  have  some  idea 
of  what  he  is  gaining  by  his  illness.  His  physical 


status  has  been  well  evaluated;  the  necessary 
laboratory  work  has  been  done,  and  we  have 
listed  the  various  neurologic  symptoms  and  ob- 
jective signs.  During  the  process  the  patient  has 
been  the  recipient  of  considerable  good  psycho- 
therapy. 

Certain  differentiating  facts  may  be  borne  in 
mind.  Unilateral  discrepancies  in  the  reflexes 
are  significant  of  organic  disease,  as  are  pathologic 
responses.  If  the  sensory  findings  do  not  conform 
to  anatomic  and  physiologic  patterns,  hysteria  or 
malingering  are  indicated.  Definite  changes  in 
the  visual  fields  are  also  consistent  with  the  diag- 
nosis of  hysteria.  Nystagmus  is  a sign  of  organic 
disease;  monocular  diplopia  indicates  hysteria. 
In  evaluating  pain  it  is  helpful  to  know  the  pa- 
tient’s reponse  to  ordinary  physical  pain,  i.e., 
what  is  this  woman’s  reaction  to  menstruation. 
In  evaluating  convulsive  states,  one  should  have  a 
blow-by-blow  account  of  events  by  an  eye  wit- 
ness, and  sometimes  the  validity  of  accounts  can 
be  confirmed  by  the  presence  or  absence  of  scars 
on  the  body  or  on  the  tongue. 

The  diagnosis  of  psychoneurosis  should  not  be 
made  by  excluding  physical  disease.  Physical 
disease  should  be  excluded,  but  the  psychoneu- 
rotic pattern  should  stand  of  its  own  weight.  It 
is  important  to  distinguish  psychoneuroses  from 
psychoses,  particularly  with  reference  to  the  dis- 
position of  the  case.  The  psychoneurosis,  in 
contrast  to  the  psychosis,  involves  only  a part  of 
the  personality.  There  is  no  outward  change,  and 
the  psychoneurotic  has  partial  insight,  in  that  he 
recognizes  that  there  is  something  wrong  with 
him.  Further  than  that,  he  invariably  acts  as  if 
reality  had  the  same  kind  of  meaning  for  him  as 
for  the  rest  of  the  community.  His  language  is 
never  much  disturbed,  and  his  reactions  are  less 
primitive  in  that  he  does  not  show  regression. 

If  a physician  will  take  the  time  to  know  his 
patient  well,  his  own  clinical  intuition  and  human 
feelings  will  give  him  the  scent  of  danger  when 
dealing  with  the  depressed,  the  paranoid,  the  psy- 
chopathic, the  involutional,  or  the  manic  patient, 
who,  in  the  words  of  the  early  writers,  has  be- 
come "alienated.”  These  people  stand  apart; 
there  is  a subtle,  "alien”  change  in  their  relation- 
ships with  their  fellow  creatures,  and  instead  of 
the  warm  feeling  of  empathy  which  normally  ex- 
ists between  two  individuals,  here  one  may  detect 
a subtle  lack  of  rapport,  even  before  the  full  delu- 
sional trend  has  been  elicited  or  before  the  patient 
has  clearly  displayed  his  abnormal  behavior. 

No  matter  what  our  field,  more  than  one  half 
of  our  patients  come  to  us  with  psychosomatic, 
psychoneurotic,  functional,  or  neurospychiatric 
problems.  Accordingly,  whether  we  like  it  or  not, 
we  are  all  obliged  to  make  neuropsychiatric  diag- 
noses and  to  employ  psychotherapy,  either  good 
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or  bad.  The  first  requisite  is  time,  and  the  second 
is  understanding  study.  A history  in  the  full 
sense  of  the  word  (which  means  that  at  the  same 
time  it  will  constitute  a psychiatric  examination) 
and  a good  physical  and  neurologic  examination 
are  essential  before  one  attempts  to  put  the  jig- 
saw puzzle  together. 
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THE  USE  OF  RED  BLOOD  CELL  PASTE  IN  THE  TREATMENT  OF 
CHRONIC  LEG  ULCERS 

William  C.  L.  Diefenbach,  M.D.,  Albany,  New  York 
( From  the  Department  of  Medicine,  Albany  Hospital ) 


WHEN  whole  blood  is  processed  into  blood 
plasma,  the  erythrocytes  usually  are  dis- 
carded. During  World  War  II  and  since  then, 
many  institutions  have  been  resuspending  these 
cells  in  certain  solutions  for  administration  to  pa- 
tients requiring  erythrocytes  and  hemoglobin 
primarily.  These  new  resuspensions  remain  us- 
able for  only  a short  period  of  time.  Citrated 
blood  over  twenty-one  days  old  also  is  not  desir- 
able for  transfusions.  There  are,  therefore,  large 
quantities  of  whole  blood  and  red  cells  available. 
In  1943  Moorhead  and  Unger  were  the  first  to 
suggest  a new  use  for  these  residual  erythrocytes.1 
The  red  cell  discard  was  used  as  a wound  dress- 
ing, and  in  their  opinion  this  material  aided  the 
healing  processes. 

The  early  interest  expressed  in  red  cell  paste  as 
a stimulant  for  wound  healing  has  decreased  and 
lately  is  reported  chiefly  from  Europe.2-8  This  is 
unfortunate,  as  reports  have  shown  this  prepara- 
tion to  be  of  benefit  in  the  healing  of  chronic  leg 
ulcers  and  the  decubitus  ulcers. 

Red  Blood  Cell  Paste  Preparation 

The  red  blood  cells  remaining  after  the  plasma 
has  been  aspirated  are  used.  Group  0 cells  are 
preferable,  and  Rh  positive  cells  are  not  adminis- 
tered to  an  Rh  negative  individual.  The  paste  is 
prepared  according  to  the  method  of  Murray  and 
Shaar.*  Seventy-five  cubic  centimeters  of 
1:1,000  hexylresorcinol  solution  are  placed  in  a 
sterile  pyrex  glass  beaker  and  to  this  are  added  2.5 
Gm.  of  powdered  tragacanth,  or  more  if  a thicker 
paste  is  desired.  A sterile  covering  is  applied,  and 
the  mixture  is  permitted  to  stand  for  several  hours 
until  a gelatinous  solution  develops.  The  gel  is 
then  sterilized  by  heating  in  a water  bath  at  100 
C.  for  twenty  minutes.  After  cooling,  25  Gm.  of 


this  mixture  are  added  with  a sterile  spatula  to 
250  cc.  of  the  sterile  red  cell  concentrate.  Thirty 
to  forty  grams  of  gel  will  make  a thicker  and  more 
adhesive  paste,  which  is  required  if  all  the  plasma 
has  not  been  separated  from  the  red  cells.  The 
paste  is  thoroughly  mixed  by  rotating  the  bottle 
and  is  stored  from  2 to  5 C.  when  not  being  used. 

General  Principles  and  Method  of 
Application 

The  patient  with  a chronic  ulcer  is  placed  on 
bed  rest  and  treated  systemically  for  underlying 
disease.  Cultures  of  the  ulcers  are  always  taken 
for  the  predominating  organism,  and  appropriate 
parenteral  antibiotic  therapy  is  instituted.  The 
ulcer  is  locally  treated  with  continuous  saline 
dressings.  Plasma  proteins  are  determined  and 
restored  to  normal  if  necessary,  and  supplemen- 
tary vitamins,  especially  vitamin  C,  are  pre- 
scribed. With  this  therapy  alone  most  chronic 
leg  ulcers  become  free  of  secondary  infection, 
edema  subsides,  and  a clean  ulcer  presents  itself. 
This  usually  requires  three  to  five  days.  If  these 
ulcers  are  permitted  to  heal  on  this  regimen,  it 
will  require  many  weeks,  and  in  order  to  hasten 
the  healing  process  red  cell  dressings  play  a defi- 
nite role.  They  are  not  a panacea  but  are  espe- 
cially useful  in  cases  where  there  is  circulatory 
impairment  with  resulting  delayed  healing.  The 
underlying  pathology  in  each  individual  case 
must  be  understood  whether  it  be  diabetic,  ar- 
teriosclerotic, neurologic,  luetic,  diphtheritic,  or 
malignant.  Failure  to  heal  after  treatment  of 
secondary  infection,  in  spite  of  bed  rest  and  saline 
dressings,  should  make  one  suspect  immediately 
such  possibilities  as  a severe  vascular  pathology, 
malignancy,  syphilis,  tuberculosis,  or  infection  by 
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a nonsensitive  organism.  The  importance  of  care- 
ful initial  bacteriologic  studies  cannot  be  over- 
emphasized, especially  at  the  present  time  when 
such  effective  antibiotics  as  penicillin,  streptomy- 
cin, aureomycin,  and  bacitracin  are  available. 

The  wound  is  cleansed  with  isotonic  saline. 
The  red  cell  paste  is  liberally  applied  with  a sterile 
tongue  depressor  or  other  suitable  instrument. 
The  wound  is  covered  with  a dry  sterile  gauze 
dressing  and  wrapped  with  gauze  bandage. 
Dressings  are  changed  every  one  to  three  days, 
depending  on  the  character  of  the  wound,  amount 
of  drainage,  slough,  odor,  etc.  When  the  dress- 
ings are  changed,  care  must  be  taken  that  the 
minute,  newly  epithelialized  areas  are  not  torn 
off.  This  can  to  some  extent  be  prevented  by 
soaking  the  dressing  first  with  isotonic  saline 
and/or  hydrogen  peroxide.  The  red  cell  paste  is 
applied  at  each  change  of  dressing  in  a similar 
fashion  until  the  ulcer  has  entirely  epithelialized. 

The  paste  must  be  stored  in  a refrigerator  when 
not  in  use.  About  every  ten  days  to  two  weeks  it 
is  necessary  to  prepare  a fresh  supply.  Any  paste 
which  has  become  desiccated,  dark  in  color,  con- 
taminated, or  burns  on  application  must  be  dis- 
carded. Sulfa  drugs  in  this  paste  have  been 
shown  to  impair  local  healing,  and  as  penicillin 
also  impedes  healing,  because  of  an  undesirable 
pH  and  unstable  mixture,  neither  should  be  in- 
cluded in  the  local  administration.  The  personal 
use  of  this  paste  in  12  cases  has  shown  it  to  pro- 
duce a desired  result  in  1 1 cases.  The  one  failure 
was  in  a patient  with  a cerebrovascular  accident 
who  showed  a progressive  downhill  course  and 
who  expired  six  weeks  after  therapy  was  insti- 
tuted. The  ulcer  showed  minimal  signs  of  heal- 
ing. The  following  is  a typical  case  report. 

A.  A.,  a forty-eight-year-old,  single,  white  house- 
wife, was  admitted  to  the  Albany  Hospital  on  Nov- 
ember 5,  1948,  with  a chief  complaint  of  varicose 
ulcers  since  May,  1946.  Her  past  history,  system 
review,  and  family  history  were  essentially  non- 
contributory. Her  present  illness  began  in  May, 
1946,  with  the  appearance  of  a small  varicose  ulcer 
on  the  right  leg  which  gradually  enlarged  and  in 
May,  1947,  required  hospitalization.  After  six 
weeks  of  bed  rest  and  conservative  therapy  the  ulcer 
healed,  and  she  was  discharged  improved.  The  ulcer 
recurred  one  week  after  discharge,  and  on  November 
5,  1948,  she  returned  with  extensive  bilateral  ulcers 
with  edema  and  cellulitis. 

Physical  examination  revealed  an  obese  female  in 
no  acute  distress.  Temperature  was  99.8  F.,  pulse 
80,  respirations  18,  and  blood  pressure  160/80.  Sig- 
nificant physical  findings  were  confined  to  the  lower 
extremities  which  showed  severe  bilateral  varicose 
ulcers  with  2 plus  edema  and  cellulitis.  The  largest 
of  these  ulcers  on  the  lateral  aspect  of  the  right  leg 
measured  7 by  1 1 by  0.5  cm. 

Laboratory  data  were  as  follows:  hemoglobin  11 


Gm.,  3,800,000  red  blood  cells,  5,950  white  blood 
cells  with  68  per  cent  polymorphonuclear  leukocytes. 
The  urine  showed  a trace  of  albumin,  which  sub- 
sequently disappeared,  and  was  otherwise  normal. 
Wassermann  test  was  negative.  The  fasting  blood 
sugar  measured  89  mg.  per  cent,  nonprotein  nitrogen 
32  mg.  per  cent,  total  proteins  6.5,  albumin  4.2, 
and  globulin  2.3  with  an  albumin-globulin  ratio  of 
1.9.  Bacteriologic  studies  of  ulcers  demonstrated  a 
mixed  flora  with  no  pathogens.  Loeffler  slant  grew 
no  Coryneobacterium  diphtheriae. 

On  a four-day  regimen  of  bed  rest,  saline  dress- 
ings, and  300,000  units  of  procaine  penicillin  every 
twenty-four  hours,  the  edema  and  cellulitis  subsided, 
and  the  ulcers  had  a healthy  granulating  base.  On 
the  fifth  hospital  day  red  blood  cell  paste  dressings 
were  applied  and  changed  every  fourth  day.  The 
paste  was  applied  nine  times.  The  ulcers  rapidly 
epithelialized  so  that  on  the  thirty-fifth  hospital  day 
she  was  discharged  with  the  ulcers  completely 
healed.  She  was  instructed  to  wear  elastic  stockings, 
and  a follow-up  three  months  later  showed  no  recur- 
rence. 

Red  blood  cell  paste  promotes  a decrease  in  the 
time  required  for  healing.  Whenever  response  to 
treatment  is  lacking,  experience  has  shown  in  this 
small  series  that  prognosis  for  life  or  limb  is  poor. 
Vital  signs,  oscillometry,  and  other  prognostic 
aids  will  usually  correlate  with  a trial  of  red  cell 
paste.  Surgical  procedures  should  be  postponed 
only  seven  to  fourteen  days,  unless  an  obvious 
response  to  red  cell  paste  is  forthcoming. 

Discussion 

Several  theories  have  been  set  forward  to  ac- 
count for  the  favorable  action  of  the  red  blood 
cell  paste.3’4  It  has  been  suggested  that  with  the 
poor  circulation  there  is  a local  deficiency  of  nu- 
tritional proteins.  A certain  degree  of  red  cell 
absorption  seems  to  take  place.  The  red  blood 
cell  paste  also  serves  as  a protective  covering  and 
a source  of  nourishment  and  acts  as  a scaffold  for 
the  newly  ingrowing  capillaries  and  connective 
tissue.  It  has  been  suggested  that  the  presence  of 
the  red  blood  cells  stimulates  granulation  tissue 
and  then  acts  as  a medium  for  the  growth  of  the 
epithelial  cells.  Also  the  relief  of  pain  is  more  dra- 
matic than  with  other  forms  of  therapy.  There 
may  be  some  specific  element  present  in  this  con- 
centrated form,  for  living  leukocytes  are  not 
present  as  such,  nor  is  plasma  with  its  antibodies. 
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PENICILLIN  IN  CARDIOVASCULAR  SYPHILIS 


Henry  I.  Russek,  M.D.,  F.A.C.P.,  Francis  P.  Nicholson,  M.D.,  and  Burton  L.  Zohman, 
M.D.,  Staten  Island  and  Brooklyn,  New  York 

( From  the  Cardiovascular  Research  Division  and  Venereal  Disease  Service,  U.  S.  Marine  Hospital, 

Staten  Island ) 


AS  A result  of  early  reports  which  warned  of 
the  likelihood  of  untoward  reactions,  peni- 
cillin has  been  administered  with  considerable 
caution  in  the  treatment  of  cardiovascular  syph- 
ilis.1-2 Leading  authorities  currently  advocate 
preparatory  courses  of  potassium  iodide  and  bis- 
muth followed  by  graded  doses  of  penicillin  for  all 
patients  presenting  this  form  of  the  disease. 
Moore,  for  example,  recommends  aqueous  solu- 
tions of  penicillin  administered  intramuscularly 
at  three-hour  intervals  starting  with  1,000  units 
per  dose  on  the  first  day  and  increasing  to  5,000, 
10,000,  25,000,  and  50,000  units  on  successive 
days  thereafter.3  The  dose  level  of  50,000  units 
is  then  maintained  until  the  twenty-second  day  to 
a total  of  8,900,000  units.  No  instances  of 
therapeutic  shock  were  observed  in  a group  of  12 
cases  of  aortic  regurgitation,  aneurysm,  or  syphi- 
litic aortitis  with  coronary  osteal  stenosis  and 
angina  of  effort,  which  Moore  treated  by  this 
program.3 

The  absence  of  significant  reactions  with  con- 
servative therapy,  utilizing  graded  doses  of  peni- 
cillin, however,  cannot  be  accepted  as  evidence 
that  this  regimen  affords  protection  against  such 
untoward  effects.  The  Herxheimer  response  in 
cardiovascular  syphilis,  if  it  occurs  at  all,  is  indeed 
a rare  clinical  phenomenon.  The  extreme  cau- 
tion universally  employed  to  prevent  its  occur- 
rence undoubtedly  stems  from  the  severe  toxic 
reactions  formerly  observed  with  old  arsphena- 
mine.  Certainly,  the  extensive  use  of  mapharsen 
has  produced  little  to  justify  existent  fears  re- 
garding a Herxheimer  reaction  in  cardiovascular 
syphilis.  It  must  be  emphasized,  furthermore, 
that  utilization  of  graded  doses,  whether  of  peni- 
cillin or  of  other  spirochetocidal  drugs,  is  prob- 
ably without  prophylactic  value  in  this  disease. 
Experience  with  penicillin  in  early  syphilis  has 
already  shown  that  the  Herxheimer  response 
occurs  with  the  same  frequency  and  severity  with 
small  doses  as  with  large.4 

The  authors,  in  a previous  report,  observed  no 
harmful  effects  from  the  administration  of  mas- 
sive doses  of  penicillin  (40,000  units  every  two 
hours  for  85  doses)  in  15  consecutive  cases  of 
cardiovascular  syphilis.6  Of  this  number,  four 
patients  had  aortic  aneurysm  and  six  coronary 
osteal  stenosis  with  angina  of  effort.  Four  of  the 
latter  cases  appeared  to  show  improvement  in 
coronary  reserve  following  therapy.  These  pre- 


liminary observations  seemed  to  indicate  that  the 
high  incidence  of  febrile  Herxheimer  reactions  in 
penicillin-treated  cases  of  early  syphilis  did  not  in 
any  way  reflect  the  likelihood  of  Herxheimer  re- 
sponse in  cases  of  similarly  treated  syphilitic 
aortitis.  Subsequent  reports  by  Porter  and 
Eisenberg  have  supplied  additional  support  for 
the  view  that  large  doses  of  penicillin  may  be 
administered  initially  and  thereafter  in  all  forms 
of  cardiovascular  syphilis  with  acceptably  low 
risk.6-7 

Material 

The  present  communication  embraces  the  re- 
sults of  treatment  in  78  cases  of  cardiovascular 
syphilis  in  which  penicillin  was  administered  in 
full  dosage  from  the  start  of  therapy.  Fifteen 
cases  previously  reported  by  the  writers  are  in- 
cluded in  this  analysis.  All  of  the  patients  were 
hospital  cases  except  for  a small  number  who 
were  treated  in  private  practice.  All  were  of  the 
male  sex  with  ages  varying  from  thirty-five  to 
fifty-eight  years.  In  nine  cases  aneurysm  of  the 
aorta  was  present  and  in  ten  coronary  osteal 
stenosis  with  angina  of  effort.  One  patient  was 
in  moderate  congestive  failure. 

Method 

Penicillin  was  administered  in  aqueous  solution 
to  58  patients  in  the  dosage  of  40,000  units  every 
two  hours  for  85  doses.  The  remaining  20  pa- 
tients received  600,000  units  of  penicillin  in  oil 
(with  aluminum  monostearate)  daily  for  six  days. 
In  no  instance  was  a preliminary  course  of  iodides, 
bismuth,  or  mercury  administered. 

Results 

In  the  entire  series,  not  a single  case  was  en- 
countered which  manifested  unequivocal  evidence 
of  a Herxheimer  reaction.  In  one  patient  with 
previous  coronary  insufficiency,  mild  substernal 
pain  recurred  intermittently  at  rest  on  the  third 
day  of  treatment,  only  to  disappear  after  several 
hours  without  interruption  of  therapy.  A 
second  case,  in  which  marked  aortic  insufficiency 
and  moderate  congestive  failure  were  present, 
became  rapidly  worse  on  the  third  day  of  treat- 
ment and  after  a downhill  course  expired  one  week 
later.  Autopsy  disclosed  dilatation  of  all  cham- 
bers of  the  heart  without  any  of  the  pathologic 
alterations  which  allegedly  characterize  the  Herx- 
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heimer  reaction.  The  coronary  ostea  were  not 
occluded.  Six  patients  with  angina  of  effort  ap- 
peared to  show  improvement  in  coronary  reserve 
in  the  early  post-treatment  period.  One  patient, 
aged  fifty,  with  asymptomatic  syphilitic  aortitis, 
developed  substemal  pain  on  effort  nine  months 
after  treatment  with  penicillin.  Whether  or  not 
■ coronary  insufficiency  arose  in  this  case  as  a thera- 
peutic paradox,  as  a result  of  inadequate  treat- 
ment, or  as  a consequence  of  underlying  coronary 
atherosclerosis,  could  not  be  determined  clinically, 
d Several  of  the  cases  of  uncomplicated  aortitis 
and  one  with  aortic  aneurysm  have  been  followed 
for  over  two  years  without  evidence  of  cardio- 
vascular deterioration.  Adequate  follow-up  of 
other  cases  in  the  series  is  under  way. 


Summary  and  Conclusions 

1.  No  instance  of  therapeutic  shock  was  ob- 
served in  a series  of  78  cases  of  cardiovascular 
syphilis  in  which  full  doses  of  penicillin  were 

* : administered  from  the  start  of  therapy. 

2.  The  high  incidence  of  febrile  Herxheimer 
! reactions  in  penicillin-treated  cases  of  early  syph- 
ilis does  not  reflect  the  likelihood  of  Herxheimer 


response  in  cases  of  similarly  treated  syphilitic 
aortitis. 

3.  The  Herxheimer  reaction  in  cardiovascular 
syphilis  is  a rare  clinical  phenomenon,  if  indeed 
it  occurs  at  all. 

4.  Methods  employing  graded  doses  of  spiro- 
chetocidal  drugs  or  preparatory  courses  of 
iodides  and  heavy  metals  are  probably  without 
prophylactic  value  with  respect  to  such  reactions. 
This  view  is  supported  by  experience  with  penicil- 
lin in  early  syphilis  in  which  a Herxheimer  re- 
sponse is  evoked  as  frequently  with  small  doses  as 
with  large. 

5.  Penicillin  may  be  safely  administered  in 
cardiovascular  syphilis  in  unrestricted  dosage. 
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USE  DDT  TO  CONTROL  DISEASE  CARRIED  BY  RAT  FLEAS 


DDT  dusting  is  reported  superior  to  any  other 
method  now  in  use  for  the  rapid  control  of  murine 
typhus  and  other  diseases  carried  by  rat  fleas, 
according  to  an  editorial  in  the  July  9 Journal  of 
the  American  Medical  Association.  It  says: 

“In  the  United  States,  murine  typhus,  according 
to  Assistant  Surgeon  General  C.  L.  Williams,  con- 
stitutes an  important  problem  in  nine  states  grouped 
in  the  Southeast. 

“These  states  are:  North  Carolina,  South 

Carolina,  Georgia,  Florida,  Tennessee,  Alabama, 
Mississippi,  Louisiana,  and  Texas.  Ninety-two 
per  cent  of  the  human  cases  of  murine  typhus  in  the 
United  States  are  reported  in  these  nine  states. 
Despite  the  rat  destruction  and  rat-proofing  pro- 
grams a steady  rapid  increase  has  taken  place, 
moving  from  1,882  cases  in  1940  to  5,401  in  1944. 

“In  1944,  personnel  of  the  United  States  Public 
Health  Service  carried  out  experiments  on  the  con- 
trol of  rodent  ectoparasites,  using  DDT  mixed  with 
an  inert  powder  to  dust  rat  runs  in  buildings.  Re- 
sults indicated  that  flea  indexes  in  buildings  could 
be  reduced  by  as  much  as  90  per  cent  and  could  be 
kept  at  a low  level  for  about  three  months. 

“A  flea  control  project  was  begun  in  1945,  Federal 
funds  for  that  purpose  being  made  available.  The 
program  was  carried  on  by  state  health  depart- 
ments according  to  a uniform  pattern  established  in 


agreement  with  the  Public  Health  Service.  As  the 
result  of  this  campaign  there  was  a progressive 
reduction  in  the  incidence  of  the  disease. 

“In  1944  there  were  5,401  cases  of  murine  typhus 
reported  in  the  United  States.  In  1945  there  were 
5,193,  in  1946  there  were  3,365,  and  in  1947  the 
number  was  2,034,  which  represents  an  over-all 
decline  of  about  62  per  cent.  The  steady  decline 
has  continued  into  1948,  present  data  indicating  that 
there  will  be  reported  between  1,100  and  1,200 
cases. 

“The  material  used  is  a dust  mixture  of  10  per 
cent  DDT  to  90  per  cent  pyrophyllite.  This  dust 
is  spread  along  rat  runs,  in  burrows  and,  so  far  as 
practicable,  into  rat  harborages.  The  theory  of 
operation  is  not  to  dust  the  rats  themselves  but  to 
kill  the  fleas  when  they  drop  off  the  rats.  Appar- 
ently rats  carry  the  dust  in  which  they  have  walked 
to  their  nests  where  additional  fleas  are  killed. 
Through  this  method,  two  main  types  of  rat  fleas 
(Xenopsylla  cheopis  and  Leptopsylla  segnis)  have 
been  greatly  reduced  in  numbers. 

“In  addition  to  the  reduction  in  rat  fleas,  incidence 
in  rats  of  a positive  complement  fixation  test  for 
typhus  also  decreased.  The  author  believes  that 
DDT  dusting  is  superior  to  any  other  method  now 
in  use  for  the  rapid  control  of  any  disease  carried 
solely  or  principally  by  rat  fleas.” 


Case  Reports 


OVARIAN  MALIGNANCY  IN  A YOUNG  GIRL 


Milton  J.  Goodfriend,  M.D.,  F.A.C.S.,  and  Lawrence  J.  Caruso,  M.D.,  New  York  City 


( From  the  Gynecological  and  Obstetrical  Service  of  Morrisania  Hospital ) 


'T’HE  occurrence  of  ovarian  tumors  in  children  is 
very  unusual.  Ovarian  cysts,  carcinoma  of  the 
ovary,  teratoma,  and  granulosa  cell  tumors  are 
among  the  neoplasms  most  frequently  described. 
In  1913,  Bennecke,  reporting  on  303  ovarian  tumors, 
stated  that  of  the  43  ovulogenic  neoplasms  diagnosed, 
ten  proved  to  be  teratomas,  while  in  1929,  Lanman 
reported  five  cases  of  ovarian  tumors  in  12,260 
pediatric  admissions  to  the  Boston  Children’s  Hos- 
pital.1-2 Only  three  of  these  cases  proved  to  be 
malignant.  Kelly  in  1940  reported  two  cases  of 
embryonal  carcinoma  and  two  cases  of  malignant 
teratoma  in  children  in  a series  of  434  ovarian  tumors 
seen  at  the  Memorial  Hospital  in  New  York.3 
Since  1921,  35  cases  of  dermoids  and  teratomas  in 
young  girls  have  been  reported  in  the  literature. 

Solid  teratoma  of  the  ovary,  teratoblastoma,  or 
malignant  dermoid  is  a relatively  rare  tumor. 
Whereas  dermoids  occur  in  5 to  25  per  cent  of  cystic 
ovarian  tumors,  teratomas  occur  in  0.07  per  cent  of 
ovarian  neoplasms.  It  is  essentially  a tumor  of 
young  persons,  in  most  cases  occurring  about  the  time 
of  puberty,  although  there  are  reports  in  the  litera- 
ture of  cases  in  young  girls  below  the  age  of  five,  and 
in  women  between  the  ages  of  forty  and  fifty.  After 
the  menopause  these  tumors  are  extremely  rare. 

Diagnosis  is  difficult,  but  any  rapidly  growing 
tumor  associated  with  premature  sexual  development 
in  a young  female  is  suggestive  of  teratoma.  Assay 
of  the  urine  for  gonadotrophic  hormone  may  prove 
of  assistance  in  making  the  diagnosis. 

The  prognosis  is  poor.  Despite  surgery  and  in- 
tensive radiation,  the  mortality  rate  is  still  59  to  65 
per  cent  within  one  and  a half  years  of  the  diagnosis 
of  the  disease. 

Case  Report 

B.  F.,  a Negro  girl,  aged  twelve,  was  admitted  to 
Morrisania  City  Hospital  on  July  1,  1947,  with  the 
chief  complaint  of  an  abdominal  mass  of  one  year 
duration.  Past  history  revealed  that  the  menses 
started  at  nine  and  one-half  years  of  age  and  were 
regular.  Patient  had  the  usual  childhood  diseases. 

The  onset  of  the  present  illness  began  with  the 
accidental  discovery  of  an  abdominal  mass  one  year, 
prior  to  admission.  This  mass  had  increased  rapidly 
in  size  until  it  now  caused  difficulty  in  urination  and 
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defecation.  The  menses  were  not  altered,  patient 
having  a normal  menstrual  period  on  June  27. 
Anorexia  was  present  but  no  nausea,  vomiting,  or  loss 
of  weight. 

Physical  examination  revealed  an  adolescent, 
Negro  girl  appearing  cachetic.  Blood  pressure  was 
136/90,  pulse  98,  respirations  20,  and  temperature 
98.6  F.  Examination  of  the  heart  and  lungs  failed 
to  reveal  any  abnormal  findings.  On  the  examina- 
tion of  the  abdomen  an  enlarged,  irregular,  diffuse, 
nontender  cystic  mass  was  palpated  in  the  left  lower 
quadrant  extending  to  the  right  side  of  the  abdomen 
and  upwards  towards  the  epigastrium.  A rectal  ex- 
amination performed  at  the  time  of  admission  re- 
vealed a tender  mass  filling  the  cul-de-sac  and  ex- 
tending out  of  the  pelvis  into  the  abdominal  cavity 
as  described  above. 

Flat  plate  roentgenogram  of  the  abdomen  showed 
a dense  homogenous  mass  in  the  center  of  the  entire 
abdomen  with  some  evidence  of  displacement  of  the 
splenic  loops  laterally.  In  the  region  opposite  the 
second  lumbar  vertebra  and  also  overlying  the  sac- 
rum there  were  areas  of  calcification.  The  features  of 
this  calcification  were  not  definite  enough  to  warrant 
a diagnosis.  The  left  diaphragm  appeared  some- 
what high.  X-ray  of  the  chest  showed  no  abnor- 
malities in  the  lung  fields. 

Laboratory  examination  showed  the  urine  and 
Kahn  test  to  be  negative,  red  blood  cells  4,590,000, 
white  blood  cells  11,750,  polymorphonuclears  86 
per  cent,  lymphocytes  12  per  cent,  monocytes  2 per 
cent,  hemoglobin  11.5  Gm.,  hematocrit  34,  plasma 
proteins  7.0  Gm.,  and  sedimentation  rate  normal. 

A diagnosis  of  a malignant  cyst  of  the  ovary  was 
made,  and  a laparotomy  was  advised. 

On  July  12,  1947,  through  a midline  suprapubic 
incision,  an  exploratory  laparotomy  was  performed. 
At  operation  a large  multilocular  cyst  arising  from 
the  right  ovary  and  filling  the  entire  abdomen  was 
found.  It  extended  under  the  liver  and  to  the  dome 
of  the  diaphragm  on  the  left  side  where  it  was  at- 
tached by  many  fine  adhesions.  There  were  areas 
of  solid  and  cystic  masses  in  the  tumor.  The  right 
ovary  was  necrotic,  and  the  right  tube  was  present 
on  the  wall  of  the  cyst.  There  were  areas  of  exten- 
sion of  the  necrotic  tissue  of  the  right  ovary  to  the 
uterus,  anterior  peritoneal  wall,  and  through  some 
adhesions  to  the  small  intestine.  The  left  ovary  was 
normal,  as  was  the  uterus  except  for  the  presence  of 
small  grayish  necrotic  transplants  (Fig.  1).  The 
left  tube  was  thick  and  inflamed.  When  a trochar 
was  inserted  into  the  cyst  to  reduce  its  size,  about 
two  quarts  of  pseudomucinous  material  was  re- 
moved. Because  of  the  necrotic  tissue  which  had 
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Fig.  1.  Sagittal  section  of  tumor  showing  various 
component  layers,  hair,  sebaceous  material,  rudi- 
ments of  teeth,  and  pseudomucinous  adenocarcinoma. 
Also  shown  are  normal  uterus  and  left  adnexa. 


spread  from  the  right  ovary  to  the  uterus  and  intes- 
tines and  which  had  formed  such  dense  adhesions 
as  to  make  separation  of  the  tissues  impossible,  a 
supracervical  hysterectomy  and  bilateral  salpingo- 
oophorectomy  was  performed. 

The  specimen  was  an  encapsulated  mass  which 
measured  25  by  15  inches  and  contained  about  1,000 
cc.  of  thick,  brown  fluid  with  many  irregular  firm 
masses  in  the  region  of  the  ovary.  Within  the  cyst 
were  hair,  teeth  rudiments,  and  a large  amount  of  se- 
baceous cheesy  material.  There  were  also  an  adoles- 
cent normal  uterus  and  an  ovary  from  the  opposite 
side  present  (Fig.  1).  Microscopic  examination  re- 
vealed, in  numerous  sections  through  the  ovary, 
much  degeneration  and  necrosis  of  tissue  obliterating 
ovarian  markings.  The  sections,  however,  were  de- 
rivative of  the  various  layers,  viz.,  stratified  squa- 
mous epithelium,  sebaceous  glands,  and  a few  epi- 


Fig. 2.  Epidermis  and  epidermal  appendages. 


Fig.  3.  Hair  follicles  and  fat  tissue. 


thelial  remnants  and  some  cartilage  (Figs.  2,  3,  and 
4).  Evidence  of  malignancy  was  noted  in  several 
sections  characterized  by  adenocarcinomatous  and 
diffuse  anaplastic  cellular  deposits  (Fig.  5).  The 
other  ovary,  fallopian  tube,  and  uterus  showed  no 
evidence  of  metastasis.  The  microscopic  findings 
proved  to  be  interesting  enough  to  prompt  further 
histologic  investigation.  Additional  sections  were 
then  examined.  These  sections  were  removed  from 
various  portions  of  the  tumor  and  were  apparently 
representative  of  the  entire  structure  of  the  mass. 
The  essential  histologic  findings  may  be  summarized 
as  follows: 

1 . A cystic  portion  lined  by  squamous  epithelium 
associated  with  typical  dermal  appendages.  These 
included  hair  follicles,  hairs,  sebaceous  glands, 
nerves,  connective  tissues,  fat  tissues,  a few  sweat 
glands,  one  tiny  fragment  of  cartilage,  ciliated  cylin- 
dric  epithelium  resembling  the  respiratory  mucosa, 
and  a few  mucous  glands.  The  picture  was  char- 
acteristic of  a dermoid  cyst  (Fig.  5). 


Fig.  4.  Ciliated  mucosa  resembling  bronchial  mu- 
cosa; also  submucosal  mucous  glands,  bundles  of 
smooth  muscle,  and  cartilage  plates. 


2180 


GOODFRIEND  AND  CARUSO 


(N.  Y.  State  J.  M. 


Fig.  5.  Pattern  of  adenocarcinoma  in  the  tumor 
mass. 


2.  Another  portion  was  composed  of  glandular 
structures  of  varying  sizes  lined  by  atypical  colum- 
nar cells  with  numerous  mitoses  and  other  atypical 
features.  This  neoplasm  had  invasive  properties 
and  had  grown  into  the  wall  of  the  dermoid  cyst  de- 
scribed above. 

3.  Widespread  areas  of  necrosis.  The  interpre- 
tation of  the  pathologist  was  as  follows:  “The  be- 
nign structure  of  the  various  elements  associated 
with  the  dermoid  and  the  uniform  adenocarcinoma- 
tous  pattern  of  the  rest  of  the  huge  mass  suggests  the 
interpretation  that  we  are  dealing  here  with  a papil- 
lary cystoadenocarcinoma  of  the  ovary  (pseudomu- 
cinous type),  which  is  incidentally  associated  with  a 
dermoid  cyst.  The  gross  relationship  of  the  dermoid 
to  the  rest  of  the  tumor  would  appear  also  in  favor  of 
this  interpretation.  An  alternate  view,  namely, 
that  the  entire  tumor  is  a teratoma  in  which  one- 
sided malignant  transformation  of  the  glandular  ele- 
ments has  occurred,  seems  unlikely  in  view  of  the 
failure  of  many  sections  to  reveal  any  admixture  of 
different  anlage  in  the  adenocarcinoma.” 

Diagnosis  was  (a)  papillary  cystadenocarcinoma 
of  the  ovary  (pseudomucinous  type)  and  (6)  teratoma 
of  the  ovary  (dermoid  cyst). 

The  patient  ran  an  uneventful  postoperative 
course  and  was  discharged  on  August  2,  1947.  The 
wound  healed  by  primary  union. 


Follow-up  examination  of  the  patient  two  weeks 
later  showed  she  had  gained  weight.  There  is  no 
history  of  anorexia  or  any  gastrointestinal  disturb- 
ances. On  September  10,  she  returned  com- 
plaining of  pain  in  the  abdomen  radiating  to 
the  shoulders.  No  masses  were  palpated.  X-ray 
examination  of  the  chest  at  this  time  was  reported 
negative.  On  September  17,  the  patient  com- 
plained of  pain  in  the  abdomen,  and  on  examina- 
tion a suggestion  of  a mass  in  the  left  upper 
quadrant  and  a hard  palpable  node  in  the  right  in- 
guinal region  were  found.  A flat  plate  of  the  abdo- 
men taken  on  that  date  was  negative  for  the  pres- 
ence of  any  mass.  Because  of  the  presence  of  the 
palpable  node  and  the  suggestion  of  the  mass  in  the 
left  upper  quadrant,  radiation  therapy  was  advised. 

The  patient  received  radiation  therapy  in  the  form 
of  2,000  r to  eight  fields  at  200  kilovolts,  half  value 
layer  copper,  0.095  mm.,  at  50  cm.  distance.  The 
eight  fields  consisted  of  four  anterior  and  four  pos- 
terior fields,  each  of  which  received  the  200  r of  radia- 
tion. On  November  19,  the  patient  received  the 
last  of  this  series  of  radiation  therapy. 

Physical  examination  now  revealed  a mass  in  the 
left  upper  quadrant  which  was  firm  and  irregular  but 
not  tender.  Rectal  examination  revealed  the  pres- 
ence of  firm,  irregular,  nontender  mass  in  the  cul-de- 
sac  which  was  interpreted  as  recurrence  of  the  trans- 
plants noted  but  not  removed  from  the  intestines  at 
the  time  of  operation.  X-ray  of  the  chest  showed  an 
infiltrating  lesion  in  the  lung  fields.  These  lesions 
were  believed  to  be  metastatic. 

Although  the  patient’s  general  condition  was  satis- 
factory, there  was  evidence  of  recurrence  locally  and 
metastasis  to  the  lung  of  this  ovarian  malignancy. 

Summary 

1.  A case  of  an  unusual  ovarian  malignancy  in  a 
young  girl  is  presented. 

2.  The  incidence  of  ovarian  tumors  and  tera- 
tomas in  young  females  is  discussed. 

3.  Despite  extensive  surgery  and  postoperative 
radiation,  the  prognosis  in  this  type  of  malignancy  is 
very  poor. 

N.B.  Since  the  composition  of  this  paper,  the  patient  has 
expired  (February  6,  1948).  No  autopsy  was  obtained. 
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CUTS  FROM  FLUORESCENT  LIGHTS  CAUSE  LOCALIZED  SKIN  TUMORS 


Beryllium  introduced  into  the  body  by  cuts  from 
fluorescent  light  tubes  apparently  does  not  cause 
generalized  lung  disease,  which  is  believed  to  result 
from  inhaling  beryllium  compounds,  according  to 
two  doctors  from  the  Divisions  of  Medicine  and 
Laboratories,  St.  Luke’s  Hospital,  Cleveland,  Ohio. 

Writing  in  the  July  9 issue  of  the  Journal  of  the 
American  Medical  Association,  Drs.  A.  D.  Nichol 
and  Raphael  Dominguez  say  that  “generalized 
pulmonary  granulomatosis  has  not  been  reported 
to  follow  the  accidental  introduction  of  beryllium 
into  the  skin  or  subcutaneous  tissues.” 


“Although  chronic  pulmonary  granulomatous 
disease  has  not  been  produced  experimentally,  we 
believe  that  the  study  of  instances  of  cutaneous  in- 
volvement lends  additional  support  to  the  clinical 
evidence  that  beryllium  is  at  least  a major  factor  in 
the  causation  of  a disease  which  may  cause  extensive 
change  in  several  structures  of  the  body,”  they  add. 

“Chronic  persistent  granulomatous  inflammation 
of  the  the  skin  with  ulceration  may  follow  accidental 
lacerations  by  the  present  type  of  fluorescent  light 
bulbs.  Prevention  of  the  cutaneous  lesions  can  be 
accomplished  only  by  wide  excision.” 


CHRONIC  BRUCELLOSIS  COMPLICATED  BY  SEVERE  PANCYTOPENIA 

J.  A.  Mishkin,  M.D.,  Watertown,  New  York 
( From  the  Mercy  Hospital) 


A LTHOUGH  thousands  of  cases  of  chronic  bru- 
* ^ cellosis  have  been  reported  in  the  literature, 
none  have  mentioned  the  presence  of  a marked 
depression  of  the  hemopoietic  system.  According 
to  the  textbooks,  the  hematocytologic  picture  is  that 
of  a leukopenia  with  a moderate  lymphocytosis  in 
about  two  thirds  of  the  cases;  in  the  remaining 
third,  moderate  leukocytosis  or  normal  leukocyte 
counts  occur.  Mild  to  moderate  degrees  of  second- 
ary anemia  are  usually  present.  No  mention  is 
made  at  all  of  the  platelet  count. 

No  disease,  not  excepting  syphilis  and  tuberculosis, 
is  more  protean  in  its  manifestations  than  chronic 
brucellosis.  It  is  surprising,  therefore,  that  no 
other  reports  have  indicated  the  type  of  hematologic 
response  as  represented  by  the  case  to  be  cited. 


Case  Report 

M.  K.,  a white  woman,  age  sixty-four,  was  known 
to  have  had  chronic  brucellosis  for  the  preceding 
i six  years.  She  always  lived  on  a farm  and  used  to 
drink  raw  cow’s  milk,  but  she  insisted  none  of  the 
cows  were  “infected.”  The  patient  was  well  until 
August,  1941,  at  which  time  she  suddenly  began  to 
have  bouts  of  chills,  fever,  and  sweats.  A most 
complete  work-up  in  a hospital  in  Pennsylvania 
resulted  in  a diagnosis  of  pyrexia  of  unexplained 
origin  and  mild  diabetes  mellitus. 

In  November,  1942,  she  was  admitted  to  Mercy 
Hospital  because  of  continued  symptoms  of  chills, 
fever,  sweats,  malaise,  headache,  and  backache. 
Physically,  she  was  well-developed  and  well-nourished 
with  a sallow  complexion.  The  positive  findings 
were  a nontoxic  cystic  adenoma  of  the  right  lobe 
of  the  thyroid  gland  and  small  internal  hemorrhoids. 
In  spite  of  two  courses  of  sulfadiazine,  1 Gm.  every 
four  hours,  once  for  nine  days  and  then  for  fourteen 
days,  the  patient  ran  a temperature  up  to  104  F. 
for  twenty-eight  days,  after  which  it  spontaneously 
returned  to  normal.  A tentative  diagnosis  of 
chronic  brucellosis  was  made  on  the  basis  of  the 
history,  onset  of  symptoms,  course  of  the  disease, 
and  negative  physical  and  laboratory  findings,  other 
than  a markedly  positive  skin  test  with  undulant 
fever  vaccine. 

The  patient  was  readmitted  to  the  hospital  in 
April,  1943,  because  of  painful  protruding  hemor- 
rhoids. This  time  she  ran  a temperature  as  high  as 
104  F.  for  eighty-four  days  before  it  returned  to 
normal.  A course  of  12  injections  of  undulant  fever 
vaccine  had  no  effect  on  her  condition.  However, 
during  her  stay  in  the  hospital,  she  was  less  con- 
scious of  having  fever  in  spite  of  daily  rises  to  102  F. 
or  more.  Towards  the  end  of  her  hospitalization 
she  began  to  show  a tfendency  to  leukopenia. 

Her  third  admission  to  the  hospital  was  in  Novem- 
ber, 1944,  for  removal  of  her  hemorrhoids.  Pecul- 
iarly enough,  and  undoubtedly  coincidental,  her 
temperature  fell  to  normal  one  day  after  operation 
and  remained  normal  until  just  prior  to  her  next 
admission  about  one  year  later.  At  this  time  her 
blood  count  showed  a definite  neutropenia  and  mild 
secondary  anemia. 

In  October,  1945,  the  patient  again  entered 


the  hospital  because  of  increasing  weakness,  chilli- 
ness, fever,  headache,  and  backache.  Since  peni- 
cillin was  difficult  to  obtain,  only  600,000  units  were 
given  over  a five-day  period,  without  any  effect. 
Her  blood  count  showed  a marked  secondary  anemia, 
and  three  transfusions  of  whole  blood  were  required. 
She  was  told  to  take  adequate  doses  of  iron  by  mouth 
and  was  discharged  from  the  hospital  two  weeks 
after  admission  as  improved. 

The  patient  was  not  seen  again  until  January, 
1947.  She  had  moved  to  another  town  and  had 
maintained  her  red  blood  count  at  about  three 
million  and  her  hemoglobin  at  65  per  cent  Sahli  by 
taking  iron  orally  and  liver  extract,  10  units  weekly, 
intramuscularly.  However,  her  count,  even  while 
under  therapy,  went  down  to  2,500,000  red  blood 
cells  and  36  per  cent  hemoglobin.  There  was  no 
history  of  a nutritional  disturbance  or  of  bleeding. 
During  the  past  year,  interestingly  enough,  she  had 
had  no  chills  or  fever,  but  there  had  been  other 
occasions  when  she  had  run  a temperature  as  high 
as  102  F.  without  her  being  conscious  of  it.  A 
gastric  analysis  showed  an  achlorhydria  with  a low 
total  acidity.  Gastrointestinal  series  and  barium 
enema  were  negative.  A macrocytic  type  of  anemia 
was  negated  by  a lack  of  reticulocyte  response  to 
liver  therapy,  by  the  presence  of  a microcytic  or 
normocytic  peripheral  blood  picture,  and  by  a 
sternal  puncture.  On  this  admission  the  patient 
ran  a temperature  for  thirty-three  days  before  it 
spontaneously  returned  to  normal.  She  received 
five  transfusions  without  much  change  in  her  blood 
picture. 

The  patient  returned  to  the  hospital  in  August, 
1947,  because  of  decreasing  response  to  blood  trans- 
fusions. Following  her  last  hospitalization  she  had 
required  a transfusion  every  six  weeks,  but  prior 
to  her  present  admission  she  needed  blood  every  one 
to  two  weeks.  These  had  no  effect  on  her  blood 
picture  but  were  given  simply  as  a tonic.  Iron  orally 
and  fiver  extract,  crude  or  refined,  likewise  did  not 
seem  to  benefit  her  in  any  way.  For  the  first  time 
she  developed  mild  thermal  reactions  to  the  trans- 
fusions. Upon  discharge  from  the  hospital  she 
showed  a leukopenia  with  a relative  lymphocytosis 
and  secondary  anemia. 

The  patient  was  readmitted  to  the  hospital  two 
weeks  later  because  of  the  rapid  appearance  of  new 
signs  and  symptoms.  She  had  developed  edema 
of  the  ankles  and  pretibial  regions,  increasing  weak- 
ness and  dyspnea,  abdominal  distention,  and  hem- 
orrhagic areas  on  her  body  without  known  trauma. 
Physically,  she  showed  ascites,  2 plus  pitting 
edema  of  the  lower  extremities  to  the  knees,  and 
petechiae  and  ecchymotic  areas  chiefly  over  the 
trunk  and  extremities.  She  ran  a low-grade  tem- 
perature. Liver  and  spleen  were  not  palpable. 
As  on  previous  examinations,  blood  and  urine  cul- 
tures, various  agglutination  tests,  fragility  test, 
blood  smear  for  malaria  parasites,  spinal  fluid,  fiver 
function  tests,  etc.,  were  negative.  The  total 
blood  protein  was  5.6  Gm.  per  cent  with  an  albumin- 
globulin  ratio  of  1:3.  It  was  felt  that  the  edema 
was  due  to  hypoproteinemia,  and  it  was  quickly 
relieved  by  repeated  blood  transfusions  and  a high 
protein  diet  supplemented  by  large  amounts  of 
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protein  hydrolysates.  The  skin  hemorrhages  were 
due  to  the  low  platelet  count  of  86,000  and  the 
increased  capillary  fragility  as  manifested  by  the 
positive  tourniquet  test.  Rutin,  100  mg.  three  times 
a day,  was  given  for  five  weeks  when  the  petechiae 
disappeared,  and  the  Rumpel-Leede  test  became 
negative.  Early  in  this  admission  the  patient  devel- 
oped a sensitivity  to  liver  extract,  both  beef  and 
pork,  and  folic  acid  was  substituted,  60  mg.  three 
times  daily.  Prior  to  the  administration  of  folic 
acid,  the  patient  had  a transfusion  every  one  to  two 
days  without  much  change  in  her  blood  picture, 
which  showed  a marked  depression  of  all  the  blood 
elements  and  resembled  a so-called  “aplastic 
anemia.”  Since  it  was  felt  that  the  entire  picture 
was  due  to  the  chronic  brucellosis,  streptomycin, 
2 Gm.  daily,  in  divided  doses  every  four  hours,  was 
given  for  three  weeks.  The  temperature  returned  to 
normal  within  two  weeks,  and  the  patient  was  dis- 
charged from  the  hospital  two  months  after  ad- 
mission. 

One  year  after  her  last  hospital  admission,  the 
patient  states  she  feels  better  than  she  has  for  many 
years.  She  has  not  had  a transfusion  since  Septem- 
ber, 1947,  and  has  not  taken  any  medication  what- 
soever for  the  past  two  months.  She  had  been 
advised  to  check  her  temperature  at  least  twice  a 
day,  and  she  has  had  no  rise  since  her  discharge  from 
the  hospital.  Her  last  blood  count  showed  only  a 
mild  leukopenia,  with  a normal  differential  and  a 
normal  red  blood  count  and  hemoglobin. 

Comment 

Chronic  brucellosis  should  be  suspected  in  all 
cases  of  so-called  “fever  of  unexplained  origin.” 
Surveys  by  workers  in  the  U.S.  Public  Health  Serv- 
ice have  disclosed  that  this  disease  is  widely  prev- 
alent in  rural  communities  and  in  cities  and  towns 
in  which  raw  milk  is  consumed,  and  the  prevalence 
is  proportionate  to  the  percentage  of  raw  milk 
sold  (Charlotte,  North  Carolina — 81  per  cent; 
Kansas  City,  Kansas — 45  per  cent;  San  Antonio, 
Texas — 36  per  cent).1-6 

In  arriving  at  a diagnosis  of  chronic  brucellosis 
one  should  depend  on  a careful  inquiry  into  the 
ingestion  of  raw  milk  or  other  unpasteurized  dairy 
products.  The  character  of  the  onset  of  the  disease, 
the  clinical  picture,  and  course  of  the  disease  provide 
important  clues.  The  various  confirmatory  labora- 
tory tests,  isolation  of  the  Brucella  from  the  blood, 
urine,  feces,  etc.,  agglutination  tests,  and  skin  and 
opsonocytophagic  tests  aid  in  the  diagnosis,  but 
one  must  be  extremely  careful  in  the  interpretation 
of  these  tests.  In  the  order  of  value  of  the  diagnostic 


laboratory  tests,  the  recovery  of  the  Brucella  is  most 
important  and  the  opsonocytophagic  test  the  least 
reliable. 

The  case  cited  in  this  paper  is  undoubtedly  one  of 
chronic  brucellosis.  The  history  of  ingestion  of 
raw  milk  over  a span  of  years,  the  onset  of  chills, 
fever,  sweats,  headache,  backache,  malaise,  etc., 
which  have  persisted  for  so  long  a time,  the  presence 
of  a markedly  positive  skin  test  for  undulant  fever, 
the  absence  of  any  other  positive  laboratory  findings 
to  indicate  other  possible  diseases,  and  the  gradual 
development  of  leukopenia,  lymphocytosis,  and 
secondary  anemia  all  point  to  the  logical  diagnosis  of 
chronic  brucellosis. 

A study  of  the  hematologic  findings  over  a period 
of  six  years  shows  that  at  one  time  the  peripheral 
blood  picture  was  typical  of  aplastic  anemia.  Trans- 
fusions, iron,  and  liver  extract  did  not  appear  to 
change  the  picture,  although  the  bone  marrow  was  of 
the  hyperplastic  type.  As  a last  resort,  largely  due 
to  the  article  written  by  Gendel,  who  obtained  re- 
missions in  three  patients  with  aplastic  anemia  on 
large  doses  of  folic  acid,  such  therapy  was  instituted 
in  this  patient.7  Although  there  does  not  seem  to 
be  any  sound  foundation  for  a beneficial  effect  of 
folic  acid  in  cases  of  aplastic  anemia,  similar  results 
were  obtained  in  this  patient.  The  red  blood  count 
rose,  and  frequent  transfusions  were  no  longer 
required.  However,  the  leukopenia  and  lymphocy- 
tosis persisted;  the  platelets  did  not  rise  to  normal 
values,  and  there  was  no  reticulocyte  response. 
More  likely,  the  adequate  hematologic  response  was 
due  to  the  final  effect  of  streptomycin  on  the  in- 
fectious process  which  had  a deleterious  effect  on 
the  transfer  of  the  blood  elements  to  the  periphery 
from  the  bone  marrow. 

Summary 

A case  of  chronic  brucellosis  is  presented  which 
showed  a peripheral  blood  picture  simulating  aplas- 
tic anemia.  The  brucellosis  and  the  hematologic 
picture  responded  to  streptomycin  therapy. 
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TOP-HEAVY  PAY  ROLL 

At  January’s  end,  according  to  the  New  York 
Times,  the  Civil  Service  Commission  reckoned  the 
employes  of  the  executive  department  of  the  Federal 
government  at  2,094,777. 

The  figure  represents  a gain  during  the  year  of 
90,803 — a gain  that  may  be  counted  largely  as  a 
loss  to  the  taxpayer. 

Government’s  busy  civilian  workers  are  distri- 
buted somewhat  as  follows;  75,000  in  the  three 
military  departments;  500,000  in  the  post  office; 


200,000  in  the  Veterans  Administration;  89.000 
in  the  Treasury  Department;  70,000  in  the  De- 
partment of  Agriculture;  45,000  in  the  Depart- 
ment of  the  Interior,  down  to  only  3,400  in  the 
Department  of  Labor — a mere  handful.  Veterans 
constitute  47  per  cent  of  all  Federal  employes. 

There  is  a certain  fascination  in  the  spectacle 
of  a nation  strangling  itself  by  paternalism.  The 
process  can  be  stopped  only  by  a mass  reaction, 
and  yet  if  it  continues  the  outcome  is  inevitable. 


CEREBRAL  EDEMA  COMPLICATING  ACTIVE  RHEUMATIC  HEART  DISEASE  IN 
A CHILD 

Irving  Kowaloff,  M.D.,  Forest  Hills,  New  York 

( From  the  Pediatric  Department  of  the  Jewish  Hospital  of  Brooklyn) 


TT  IS  common  experience  that  death  in  active  rheu- 
matic  fever  is  practically  always  due  to  acute 
carditis.  Although  the  case  described  conforms  to 
this  general  rule,  it  nevertheless  presents  an  addi- 
1 tional  feature.  Congestive  heart  failure  character- 
: istically  produces  vascular  engorgement  and  edema 
of  the  internal  organs,  but  the  literature  does  not 
record  any  instances  in  which  congestive  heart 
failure  has  produced  edema  of  the  brain  to  such  an 
extent  as  to  give  rise  to  symptoms  of  increased  in- 
, tracranial  pressure.  In  the  case  presented  mani- 
festations of  increased  intracranial  tension  appeared 
as  late  symptoms  and  were  a contributing  factor  in 
the  death  of  the  patient. 

Case  Report 

J.  B.  experienced  his  first  attack  of  rheumatic 
fever  in  June,  1940,  at  the  age  of  seven.  At  this  time 
he  complained  of  swollen  and  painful  ankles  and 
jl  low-grade  fever.  The  symptoms  disappeared  after 
several  days.  There  was  no  recrudescence  of  rheu- 
matic activity  until  November,  1940,  when  he  was 
I admitted  to  the  hospital  with  an  acute  carditis. 
After  five  months  he  was  discharged  to  the  pediatric 
cardiac  clinic.  While  under  observation  there,  he 
had  several  exacerbations  of  rheumatic  activity. 
In  September,  1942,  the  presystolic  murmur  of 
mitral  stenosis  was  heard  in  addition  to  the  systolic 
murmur  of  mitral  insufficiency.  In  September, 
1943,  the  diastolic  murmur  of  aortic  insufficiency 
was  found. 

The  patient,  now  twelve  years  old,  was  readmitted 
to  the  hospital  on  July  23,  1945,  with  a two-week 
history  of  fluctuating  temperature  (100  to  103  F.), 
weakness,  palpitation,  progressively  increasing  dysp- 
nea, orthopnea,  and  erythematous  patches  on  the 
anterior  surfaces  of  both  legs  and  fleeting  ankle 
edema. 

Physical  Examination. — On  admission  the  tem- 
perature was  104  F.,  pulse  136,  blood  pressure 
140/0,  and  respirations  40.  The  patient  was  acutely 
ill  and  orthopneic  with  distended  neck  veins  and 
peripheral  edema.  The  lips  were  cyanotic.  The 
lungs  showed  diminished  breath  sounds  and  im- 
paired percussion  note  in  the  right  subscapular  re- 
gion. The  point  of  maximal  impulse  was  in  the 
sixth  interspace  in  the  anterior  axillary  line.  The 
heart  sounds  were  of  poor  quality.  At  the  apex  both 
sounds  were  replaced  by  loud  systolic  and  rumbling 
! long  diastolic  murmurs  that  were  transmitted  well 
into  the  axilla  and  heard  all  over  the  precordium. 
At  the  aortic  area  diastolic  and  systolic  murmurs 
replaced  the  heart  sounds.  The  second  pulmonic 
sound  was  accentuated.  A pericardial  friction  rub 
was  heard  at  the  apex.  The  liver  was  felt  four 
fingerbreadths  below  the  costal  margin  and  was 
tender.  There  was  pitting  edema  of  the  legs  and 
ankles.  Faded  erythematous  areas  over  the  an- 
terior surface  of  both  legs  were  noted.  The  clinical 
impression  was  active  rheumatic  fever,  mitral 
stenosis,  mitral  insufficiency,  aortic  insufficiency, 
aortic  stenosis,  enlarged  heart,  sinus  tachycardia, 
and  congestive  heart  failure. 


Course  in  the  Hospital. — The  patient  improved 
rapidly  after  treatment  with  salicylates,  digitalis, 
and  oxygen  but  several  days  later  became  worse 
again  with  development  of  bronchopneumonia. 
He  was  treated  with  penicillin  and  Mercupurin  and 
appeared  to  be  recovered  from  the  bronchopneu- 
monia two  weeks  after  its  onset.  Then  for  a period 
of  about  four  weeks  his  cardiac  condition  showed 
some  improvement.  However,  about  three  days 
prior  to  his  exitus,  the  patient  began  to  go  downhill 
rapidly  and  exhibited  signs  of  increasing  congestive 
failure.  In  the  morning  of  September  18,  1945,  he 
became  extremely  restless  and  apprehensive,  scream- 
ing repeatedly  without  apparent  cause.  His  blood 
pressure  rose  to  184/80.  He  was  given  amino- 
phylline  (3*/«  grains)  and  morphine  sulfate  (*/i2  grain) . 
Because  of  his  elevated  blood  pressure,  250  cc.  of 
blood  were  removed,  but  no  reduction  was  accom- 
plished. His  congestive  failure  became  worse 
through  the  day.  In  the  afternoon  he  became  semi- 
comatose  and  his  pupils  were  pinpoint.  Amino- 
phylline  (33/«  grains)  was  repeated  and  Mercupurin 
(1  cc.)  was  administered,  but  no  improvement  re- 
sulted. In  the  evening  his  temperature  began  to  rise 
abruptly,  reached  104.4  F.  by  midnight  and  105.8  F. 
at  1:30  a.m.  on  September  19, 1945,  at  which  time  he 
expired. 

Laboratory  Data. — Repeated  urine  examinations 
were  negative.  Blood  cultures  on  six  occasions 
from  July  24  to  August  30  were  all  sterile.  Initial 
examinations  of  the  blood  showed  hemoglobin 
80  per  cent;  white  blood  cells  15,200,  polymor- 
phonuclear leukocytes  58  per  cent,  band  forms  14 
per  cent,  lymphocytes  20  per  cent,  and  monocytes 
8 per  cent.  The  sedimentation  rate  was  120  mm. 
per  hour.  Electrocardiogram  showed  right  axis 
deviation,  prolonged  P-R  interval,  and  sinus  tachy- 
cardia. Roentgenograms  of  the  chest  revealed  con- 
siderable enlargement  of  all  chambers  of  the  heart 
and  marked  congestive  changes  in  both  lung  roots. 

Abstract  of  Necropsy  Report 

Gross  Examination. — The  body  is  that  of  a well- 
developed,  thin  white  boy  of  twelve  years.  There 
are  150  cc.  of  clear  amber  fluid  in  the  peritoneal 
cavity,  100  cc.  of  clear  amber-red  fluid  in  each 
pleural  cavity,  and  100  cc.  of  similar  fluid  in  the 
pericardial  sac. 

Heart. — The  heart  weighs  524  Gm.  All  chambers 
are  dilated,  and  their  walls  are  thickened.  Dew- 
drop  pink  and  gray  vegetations  are  present  on  the 
cusps  of  the  mitral  and  tricuspid  valves.  The  cusps 
of  the  mitral  valve  are  thick,  rough,  and  firm,  and 
the  chordae  tendinae  are  markedly  shortened,  thick, 
and  fused.  The  cusps  of  the  aortic  orifice  are 
thickened,  rough,  firm,  and  rolled  inward  toward  the 
endocardium.  The  commissures  are  thickened. 
There  are  MacCallum’s  patches  on  the  endocardium 
of  the  left  atrium  just  above  the  mitral  valve.  The 
pericardium  is  gray,  white,  smooth,  and  glistening 
except  for  an  area  over  the  apex  of  the  heart,  meas- 
uring about  5 cm.  in  diameter,  where  the  peri- 


2183 


2184 


IRVING  KOWALOFF 


[N.  Y.  State  J.  M. 


cardium  is  thickened  and  strongly  adherent  to  the 
underlying  heart. 

Liver. — The  liver  weighs  938  Gm.  The  external 
surface  reveals  no  abnormality.  On  section,  the  cut 
surface  is  congested,  and  the  portal  spaces  are  filled 
with  blood. 

Brain. — The  brain  weighs  1,440  Gm.  (average 
weight  of  brain  in  males  twelve  to  thirteen  years: 
1,383  Gm.).1  The  dura  is  intact  everywhere.  The 
gyri  and  convolutions  are  intact,  and  no  hemor- 
rhages are  seen.  The  nerves,  medulla,  and  cere- 
bellum are  not  unusual  grossly. 

The  lungs,  spleen,  gastrointestinal  tract,  gall- 
bladder and  biliary  tract,  pancreas,  adrenals,  kid- 
neys and  genitourinary  tract,  lymph  nodes,  blood 
vessels,  and  bone  marrow  are  not  remarkable. 

Microscopic  Examination — Heart. — The  myocar- 
dial fibers  are  of  normal  size.  In  some  areas  there  is 
moderate  increase  in  connective  tissue  separating 
the  bundles  of  myocardial  fibers.  Many  areas  are 
seen  in  the  myocardium  in  which  muscle  fibers  have 
been  replaced  by  a bundle  of  loose  connective  tissue 
containing  a few  multinucleated  giant  cells,  with 
dark-staining  cytoplasm  and  prominent  nuclei, 
surrounding  a central  acellular  area  of  swollen  dis- 
organized collagen.  In  several  areas  the  pericardium 
is  tremendously  thickened  and  contains  hyalinized 
fibrin,  granulation  tissue,  and  numerous  mononu- 
clear cells.  The  mesothelium  is  swollen  and  in  many 
places  completely  denuded.  The  endocardium  is 
thickened  and  infiltrated  with  mononuclear  cells  and 
polymorphonuclear  leukocytes  surrounding  acellular 
bands  of  swollen  collagen.  The  endothelium  of  the 
valve  cusp  is  denuded,  and  pink-staining  verrucae 
protrude  beyond  the  surface. 

Lungs. — Most  of  the  alveoli  are  broad  and  filled 
with  large  pink-staining  macrophages.  The  inter- 
alveolar septa  are  broad,  and  the  capillaries  are 
widely  dilated  and  filled  with  red  blood  cells.  Some 
alveoli,  grouped  in  patches  scattered  throughout  the 
lungs,  are  filled  with  polymorphonuclear  leuko- 
cytes. 

Liver. — The  central  veins,  sinusoids,  and  portal 
veins  are  dilated  and  congested.  Some  of  the  liver 
cells  are  vacuolated,  and  the  periportal  connective 
tissue  is  increased  in  amount. 

Kidneys. — Except  for  vascular  engorgement,  the 
kidneys  reveal  nothing  of  note.  The  glomeruli  and 
tubules  are  intact. 

Brain. — The  sections  are  from  the  cerebral  cortex, 
pons,  and  cerebellum.  The  meninges  are  delicate 
and  contain  markedly  engorged  blood  vessels.  The 
general  cytoarchitecture  of  the  brain  is  well  main- 
tained. The  striking  picture  in  all  sections  is  the 
pericellular  and  perivascular  edema  present.  An 
occasional  nerve  cell  shows  karyolysis.  There  is  no 
evidence  of  cellular  inflammatory  reaction  in  the 
meninges  and  substance  of  the  brain  or  of  endarte- 
ritic  changes  in  their  blood  vessels. 

Histologic  examination  of  the  pancreas,  adrenals, 
and  the  remainder  of  the  tissues  revealed  nothing  of 
note. 

Anatomic  Diagnosis. — Endocarditis,  mitral  and 
aortic,  healed  with  stenosis;  endocarditis,  verrucous, 
mitral  and  tricuspid  valves  (rheumatic);  myo- 


carditis (rheumatic);  hypertrophy  and  dilatation 
of  heart;  pericarditis,  adherent;  myofibrosis  cordis; 
hydropericardium;  hydrothorax  (bilateral) ; ascites; 
congestion  of  viscera,  and  pneumonia,  focal  (bi- 
lateral). 

Discussion 

The  clinical  picture  manifested  in  the  patient’s 
final  hours  was  produced  by  acute  carditis  with 
congestive  failure  and  progressive  cerebral  edema. 
The  influence  of  increased  intracranial  tension  on  the 
pathologic  physiologic  processes  is  to  be  discussed 
in  some  detail.2-3  The  child  was  at  first  described  as 
being  restless,  apprehensive,  and  screaming  without 
apparent  cause.  Then,  several  hours  later,  he  lapsed 
into  a semicomatose  state.  Edema  compressing  the 
neurons  of  the  cerebral  cortex  could  account  for 
these  symptoms.  The  terminal  rise  of  the  systolic 
blood  pressure  from  140  to  184  mm.  could  be  ex- 
plained by  the  reaction  of  the  vasomotor  center  in 
the  medulla  to  the  decreased  blood  flow  within  the 
brain  caused  by  the  edema.  The  terminal  rise  of 
temperature  from  98.6  to  105.8  F.  could  be  explained 
by  the  compression  of  the  thermal  center  in  the 
hypothalamus. 

The  noxious  effect  of  the  cerebral  edema  in  this 
case  was  twofold.  In  the  first  place,  the  symptoms 
of  congestive  failure  became  more  marked,  because 
the  increase  of  blood  pressure  produced  a greater 
strain  upon  an  already  diseased  heart.  A vicious 
cycle  was  thus  set  up.  The  cardiac  decompensation 
caused  cerebral  edema,  and  cerebral  edema,  in  turn, 
increased  the  cardiac  decompensation.  In  the 
second  place,  the  functions  of  the  vital  centers  in  the 
brain  stem  were  seriously  impaired.  The  therapy, 
used  to  counteract  these  effects,  i.e.,  venesection, 
aminophylline,  Mercupurin,  and  morphine,  proved 
of  no  avail.  It  is  the  writer’s  opinion  that  the  child’s 
life  might  have  been  prolonged  had  an  immediate 
decompression  of  the  brain  been  done  by  perform- 
ance of  a spinal  tap  and  withdrawal  of  sufficient 
cerebrospinal  fluid.  In  addition,  possibly  the  ad- 
ministration of  a 50  per  cent  solution  of  magnesium 
sulfate  by  mouth  or  rectum  might  have  produced 
further  dehydration  of  the  brain.  It  is  hoped  that 
another  opportunity  will  soon  arise  to  permit  the 
testing  of  these  measures. 

Cerebral  edema  due  to  congestive  failure  of  the 
heart  is  one  of  the  several  forms  of  encephalopathy 
associated  with  rheumatic  fever.  Sydenham’s 
chorea  is,  of  course,  the  commonest  and  best  known. 
Rheumatic  encephalitis,  with  violent  choreiform 
movements,  hyperpyrexia,  stupor,  emotional  in- 
stability, cranial  nerve  involvement,  and  cellular 
reaction  in  the  spinal  fluid  occurring  during  an  acute 
episode  of  rheumatic  fever,  has  been  described  and 
is  possibly  a severe  manifestation  of  Sydenham’s 
chorea.4  Rheumatic  meningoencephalitis  with 
nuchal  rigidity,  positive  Ivernig  sign,  increased  cell 
count  of  the  spinal  fluid,  and  stupor  has  been  found 
to  occur  during  active  rheumatic  fever.6-6  Bruetsch 
has  pointed  out  that  many  psychotic  patients  with 
postmortem  evidence  of  old  rheumatic  heart  disease 
have  widespread  rheumatic  endarteritic  changes  in 
the  vessels  of  the  meninges  and  subcortex.7  Alpers 
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has  found  hemorrhagic  encephalitis  with  perivascular 
collars  of  cells  and  focal  necrosis  in  white  matter  of 
the  cortex  of  the  brain  in  association  with  acute 
rheumatic  fever.8  Since  cerebral  edema  occurs  with 
other  diseases,  this  form  of  encephalopathy  must  be 
considered  as  a complication  of  acute  rheumatic 
fever.  The  other  encephalopathies  are  true  mani- 
festations of  rheumatic  infection  involving  the  brain 
and  meninges. 

Summary 

1.  A case  is  described  in  which  cerebral  edema 
occurred  as  a fatal  complication  of  active  rheumatic 
heart  disease  with  congestive  failure. 

2.  The  influence  of  increased  intracranial  tension 
on  the  pathologic  physiologic  processes  in  this  case  is 
discussed. 

3.  Therapy  for  this  complication  is  suggested. 

4.  Cerebral  edema  is  distinguished  from  other 


forms  of  encephalopathy  associated  with  rheumatic 
fever. 

7 Groton  Street 


The  writer  wishes  to  express  his  gratitude  to  Dr.  David  M. 
Grayzel,  director  of  Department  of  Pathology,  for  the  ne- 
cropsy report. 
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SPONTANEOUS  HEMOPNEUMOTHORAX 

E.  J.  Kelly,  M.D.,  Mineola,  New  York 
, ( From  the  Nassau  County  Hospital) 


CPONTANEOUS  hemopneumothorax,  in  contrast 
k‘-'  to  that  in  which  air  alone  is  present,  often  requires 
surgical  intervention,  not  only  to  control  active 
bleeding  but  also  to  prevent  or  limit  its  recurrence. 
The  condition  is  reported  rarely  in  medical  literature 
and  the  following  case  describes  the  difficulties  en- 
countered in  its  treatment. 


Case  Report 

This  forty-two-year-old  bookkeeper  was  admitted 
to  Nassau  Hospital  April  26,  1948,  with  the  com- 
plaint of  marked  weakness  and  shortness  of  breath  for 
thirty-six  hours.  At  that  time,  while  eating  dinner, 
he  felt  a sudden  tearing  pain  across  the  right  upper 
chest  which  remained  steady  for  about  five  minutes 
and  was  then  replaced  by  a sharp  twinge  on  inspire 
tion.  He  was  examined  that  evening,  and  findings 
were  negative  except  for  a pleural  friction  rub  in 
the  midaxillary  line  in  the  region  of  the  third  rib. 
His  condition  remained  about  the  same  until  the 
following  evening  when  he  noted  increasing  short- 
ness of  breath  and  persistent  nonproductive  cough. 
At  8:00  a.m.  the  following  morning,  examination 
revealed  fluid  in  the  right  chest  and  marked  anemia, 
and  he  was  immediately  hospitalized. 

The  past  history  revealed  the  usual  childhood 
diseases  and  no  other  illnesses  except  for  mild 
seasonal  hay  fever  controlled  by  antihistaminic 
drugs.  He  had  always  been  underweight,  but  this, 
he  stated,  was  a family  characteristic. 


Presented  at  a meeting  of  the  Nassau  Surgical  Society,  No- 
vember 8,  1948. 


His  mother  and  father,  ages  sixty-eight  and 
seventy-two  years,  respectively,  were  living  and 
well. 

Physical  examination  revealed  a very  thin  appre- 
hensive patient  sitting  up  in  bed  and  having  marked 
difficulty  in  breathing.  Respirations  were  30  per 
minute,  pulse  100,  temperature  99  F.  The  pallor  of 
the  lips  and  skin  were  marked.  He  had  a persistent 
nonproductive  cough  which  greatly  aggravated  his 
orthopnea.  Marked  engorgement  of  neck  veins 
was  present.  Examination  of  the  chest  showed 
displacement  of  the  mediastinum  to  the  left  with 
failure  of  the  right  chest  to  expand  on  inspiration. 
Flatness  to  percussion  and  absent  breath  sounds 
were  obtained  below  the  third  rib  on  the  right. 
Breath  sounds  on  the  left  side  were  vesicular  in 
type.  Blood  pressure  was  120/60.  Heart  sounds 
were  normal.  The  remainder  of  the  examination 
was  essentially  negative. 

After  mild  sedation  the  patient  seemed  more 
comfortable,  and  orthopnea  became  less  marked, 
although  troublesome  cough  persisted.  His  con- 
dition was  not  severe  enough  to  require  the  use  of 
oxygen.  Laboratory  studies  on  admission  revealed 
a hemoglobin  7.5  Gm.  (50  per  cent),  red  blood  cells 
2,270,000,  white  blood  cells  14,300  with  80  per  cent 
polymorphonuclears.  Chest  plate  revealed  a large 
pleural  effusion  on  the  right  side  at  the  level  of  the 
sixth  rib  posteriorly  with  a partial  pneumothorax 
and  collapse  of  the  upper  lobe;  the  left  lung  revealed 
no  definite  changes. 

The  following  morning  a diagnostic  chest  tap 
obtained  50  cc.  of  dark  bloody  fluid;  examination 
of  this  for  tumor  cells  was  negative. 
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The  patient  was  given  100,000  units  of  penicillin 
every  six  hours  as  a prophylactic  measure,  and  since 
he  did  not  seem  to  be  too  uncomfortable,  thoracente- 
sis was  not  done  until  two  days  later,  in  the  hope 
that  bleeding  would  not  recur. 

On  May  1,  600  cc.  of  dark  bloody  fluid  were  with- 
drawn. X-ray  two  hours  later  showed  an  increase 
in  fluid  level  to  the  fourth  interspace.  Taps  were 
repeated  on  May  3,  6,  and  9 without  demonstrable 
change.  The  patient  was  given  two  transfusions  of 
blood  during  this  period  which  resulted  in  a gradual 
rise  in  hemoglobin  and  red  cell  count.  Repeated 
examinations  of  fluid,  gastric  washing,  and  sputum 
were  negative.  No  diminution  in  the  amount  of 
fluid  was  noted  until  May  13,  when  1,000  cc.  of 
bloody  fluid  were  withdrawn  and  replaced  by  an 
equal  amount  of  air.  This  procedure  was  repeated 
in  three  days  when  an  additional  1,000  cc.  were 
aspirated.  The  temperature  rose  to  100  to  102  F. 
following  each  tap  but  rapidly  returned  to  normal. 

The  general  condition  of  the  patient  had  improved 
steadily,  although,  of  course,  dyspnea  was  still 
marked. 

X-ray  of  the  chest  on  May  17  showed  a pneumo- 
thorax with  50  per  cent  collapse  of  the  lung  and 
encapsulated  fluid  at  the  right  base. 

During  this  interval  of  almost  four  weeks  a total 
of  3,800  cc.  of  bloody  fluid  had  been  removed.  In 
spite  of  this,  the  blood  count  on  May  21  showed  a 
hemoglobin  of  80  per  cent  and  red  blood  cells  of 
4,340,000.  Bronchoscopy  was  performed  on  May 
19  and  was  negative  except  for  collapsed  lung  on 
right. 

We  were  now  faced  with  the  problem  of  further 
treatment.  Dr.  Charles  Hayden,  who  had  been 
called  into  consultation,  felt  that  regardless  of  the 
underlying  condition,  the  involved  lung  would  not 
re-expand  until  it  had  been  freed  from  the  dense 
adhesions  which  had  undoubtedly  formed. 

On  May  25,  a thoracotomy  was  done  under  endo- 
tracheal anesthesia.  The  sixth  rib  was  resected  and 
the  pleura  opened.  About  300  cc.  of  bloody  fluid 
and  precipitated  clot  were  removed  from  the  base 
by  suction.  The  visceral  pleura  over  all  three 
lobes  was  found  to  be  covered  by  a tough  dense  layer 
of  fibrin  about  1.5  mm.  in  thickness.  This  was 
dissected  free  from  the  underlying  visceral  pleura. 
Now  the  lung  readily  inflated  under  positive  pres- 
sure. Examination  revealed  several  emphysema- 
tous blebs  at  the  apex,  although  the  point  of  pre- 
vious bleeding  could  not  be  found.  Palpation  of 
lung  tissue  revealed  no  evidence  of  tumor.  A 
Foley  catheter  was  inserted  into  the  wound  and  the 
chest  wall  closed  in  layers  with  interrupted  silk 
sutures.  Control  under  water  suction  was  instituted 
and  the  catheter  removed  on  the  fourth  day. 

Postoperative  course  was  good  except  for  the 
formation  of  a small  amount  of  fluid,  which  evi- 
dently formed  the  first  evening  when  the  water  seal 


was  accidently  broken.  This  fluid  was  removed  by 
aspiration.  The  operative  wound  healed  well,  and 
the  patient  was  discharged  on  June  1,  1948.  X-ray 
at  this  time  showed  a residual  20  per  cent  collapse  of 
the  upper  lung  and  thickened  pleura.  The  patient 
was  walking  about  without  discomfort,  and  vesicular 
breath  sounds  were  heard  in  all  areas  below  the 
fourth  rib. 

After  an  additional  convalescence  of  one  month, 
he  returned  to  work,  and  his  activities  now  are 
unrestricted.  He  has  gained  6 pounds  in  weight, 
and  at  no  time  has  he  had  any  signs  of  respiratory 
embarrassment.  Clinically,  the  apex  expanded 
gradually,  and  on  October  16,  1948,  x-ray  revealed 
expanded  lung  with  thickened  pleura  and  moderate 
emphysema.  The  heart  was  normal  in  size  and 
position. 

Discussion 

About  60  cases  of  spontaneous  hemopneumothorax 
have  been  reported  in  the  literature  since  1940. 
The  condition  occurs  predominantly  in  young  males 
between  the  ages  of  twenty  and  forty.  It  differs 
from  pneumothorax  only  in  that  the  tear  of  visceral 
pleura  and  subjacent  lung  accidently  involves  a 
blood  vessel. 

Ninety  per  cent  of  cases  previously  reported  have, 
as  this  one,  been  due  to  spontaneous  rupture  of  an 
emphysematous  bleb,  usually  at  the  apex.  An 
association  of  this  with  tuberculosis  is  rare;  when 
it  occurs  as  a complication  of  the  latter,  the  disease 
is  invariably  far  advanced. 

Bleeding  into  the  pleural  cavity  is  peculiar  in  that 
constant  respiratory  and  mediastinal  movements 
have  the  effect  of  whipping  the  blood.  Fibrin 
separates  to  the  bottom,  coating  visceral  and  parietal 
pleura.  The  subsequent  inflammatory  reaction 
results  in  the  formation  of  a tough  thick  membrane 
which,  in  turn,  prevents  re-expansion  of  the  lung 
and  permanent  atelectasis.  For  this  reason,  con- 
servative treatment  has  been  largely  abandoned, 
except  in  those  few  instances  where  the  effusion  is 
slight  and  bleeding  does  not  persist.  Cases  such  as 
the  one  reported  should  have  early  and  repeated 
aspiration,  probably  more  often  even  than  were  per- 
formed in  this  case.  If  the  lung  does  not  reinflate 
after  an  interval  of  two  weeks,  decortication  is 
necessary.  The  latter  accomplishes  a threefold 
purpose  by  (1)  restoring  the  lung  to  its  normal 
function,  (2)  determining  the  underlying  cause,  and 
(3)  preventing  or  at  least  limiting  recurrence  of 
bleeding. 
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UTERINE  TAMPONADE  WITH  OXIDIZED  GAUZE  IN  A CASE  OF  TOTAL 
SEPARATION  OF  THE  PLACENTA  WITH  CONCEALED  HEMORRHAGE 

William  C.  Smith,  M.D.,  New  York  City 
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"POURING  the  past  few  years  oxidized  cellulose 
^ gauze  has  been  utilized  effectively  as  a hemo- 
static agent  in  an  increasing  variety  of  surgical  cases. 
Only  recently,  however,  has  interest  in  the  possi- 
bilities of  this  material  extended  into  the  field  of 
obstetrics.  Anderson  and  McIntyre  studied  the 
effect  of  oxidized  gauze  used  as  uterine  packing  in 
animals  subjected  to  cesarean  section.1  From  their 
observations  they  concluded  that  uterine  tamponade 
with  this  material  is  a safe  surgical  procedure.  They 
later  added  supportive  evidence  to  this  conclusion 
by  packing  the  postpartum  uterus  per  vaginum  in  a 
series  of  clinic  patients.  The  patients  suffered  no  ill 
effects,  and  in  every  instance  the  oxidized  gauze  was 
expelled  from  the  uterus  as  a soft  bolus  within  forty- 
eight  hours. 

Following  is  the  report  of  a case  from  the  Bellevue 
Obstetrical  Service  in  which  this  agent  was  utilized 
to  control  uterine  hemorrhage  following  total  sepa- 
ration of  the  placenta.  * 

Case  Report 

Mrs.  J.  E.,  age  twenty-nine,  was  a gravida  VIII, 
Para  7,  with  Wassermann  negative  and  pelvis  clini- 
cally ample;  previous  pregnancies  terminated  in 
seven  full-term,  normal,  spontaneous  deliveries,  the 
largest  baby  weighing  eight  pounds.  Patient  was 
hospitalized  for  one  week  in  June,  1947,  during  the 
fourth  month  of  gestation,  for  pyelitis.  She  made 
one  visit  in  July  to  the  Bellevue  Prenatal  Clinic  dur- 
ing her  fifth  month,  at  which  time  her  pregnancy  ap- 
peared to  be  progressing  normally. 

Patient  was  admitted  to  the  Bellevue  Obstetrical 
Service  at  9: 30  p.m.  of  November  30,  1947,  at  forty 
weeks,  with  a history  of  the  onset  of  regular,  inter- 
mittent contractions  three  hours  previously.  Exam- 
ination revealed  an  obese,  Negro  woman  in  no  dis- 
tress, having  mild  contractions  lasting  approximately 
thirty  seconds,  every  three  minutes.  The  uterus 
was  enlarged  to  the  size  of  a term  gestation  by  a fetus 
estimated  as  slightly  larger  than  average  size.  The 
fetal  head  was  engaged  in  the  pelvis  at  the  level  of 
the  spines  in  right  occipitoposterior  position.  The 
cervix  was  soft,  thick,  and  one  finger  dilated,  with 
membranes  intact.  No  fetal  heart  sounds  could  be 
heard,  and  no  fetal  movements  were  felt.  The 
uterus  relaxed  well  between  contractions,  and  there 
was  no  tenderness  and  no  vaginal  bleeding.  Blood 
pressure  was  104/80,  pulse  96,  red  blood  cells  3,- 
500,000,  hemoglobin  9.2  Gm.  Urine  showed  a trace 
of  albumin. 

The  patient  was  observed  in  the  labor  room,  and 
contractions  continued  to  be  mild.  During  the 
early  morning  hours  she  began  to  complain  of  lower 
abdominal  pain  which  was  exaggerated  during  the 
periods  of  uterine  contraction.  It  was  also  noted 
that  the  uterus  did  not  relax  as  well  between  con- 
tractions as  it  had  previously.  Blood  for  trans- 
fusion was  cross-matched  and  reserved.  Blood  pres- 

*  The  oxidized  cellulose  gauze  was  kindly  furnished  for  this 
purpose  by  Johnson  and  Johnson  in  strips  10  yards  long  by  2 
inches  wide. 


sure  remained  at  104/74,  and  the  patient’s  general 
condition  appeared  good.  By  9:30  a.m.  the  uterus 
had  become  definitely  tense,  and  fetal  parts  were 
difficult  to  palpate.  The  cervix  was  now  fairly  well 
thinned  out  and  one  and  a half  fingers  dilated. 

The  membranes  were  ruptured  artificially,  and  the 
character  of  the  labor  improved  rapidly.  Red  blood 
cells  were  now  reported  as  2,200,000  with  7 Gm.  of 
hemoglobin,  and  a transfusion  of  compatible  blood 
was  started.  Two  hours  after  rupture  of  the  mem- 
branes patient  had  a rapid  spontaneous  delivery  of  a 
7-pound,  11-ounce  stillborn  male  child,  followed  im- 
mediately by  the  expulsion  of  the  placenta  and  mem- 
branes with  approximately  1,500  cc.  of  liquid  and 
clotted  blood.  Pituitrin,  1 cc.,  was  given  intra- 
muscularly and  ergonovine,  0.2  mg.,  intravenously. 
Blood  pressure  dropped  to  56/36,  and  the  clinical 
appearance  was  that  of  a moderate  degree  of  shock. 
Response  was  satisfactory  with  the  administration  of 
blood  and  plasma,  but  blood  continued  to  trickle 
from  the  vagina.  The  uterus  remained  soft  and 
atonic  in  spite  of  intravenous  doses  of  ergonovine  re- 
peated twice  within  twenty  minutes. 

The  patient  was  anesthetized  with  cyclopropane, 
and  the  cervix  was  inspected  and  found  to  be  intact. 
The  uterine  cavity  was  then  explored  manually  and 
likewise  found  to  be  intact.  No  fragments  of  pla- 
cental tissue  were  found.  Blood  continued  to  trickle 
from  the  uterus  which  was  large  and  boggy  with  no 
tendency  to  contract  well.  The  estimated  blood  loss 
by  this  time  was  2,000  cc.  The  uterine  cavity  was 
packed  with  10  yards  of  oxycel  gauze  by  means  of  a 
sponge  forceps  and  the  fingertips.  The  vagina  was 
then  packed  with  10  yards  of  regular  gauze.  After 
receiving  2,000  cc.  of  blood  and  1,000  cc.  of  plasma 
in  a period  of  approximately  two  hours,  the  patient’s 
blood  pressure  and  pulse  rate  remained  at  normal 
levels,  and  she  was  returned  to  the  ward  in  good  con- 
dition with  no  evidence  of  further  bleeding. 

The  vaginal  packing  was  removed  after  approxi- 
mately eighteen  hours  and  was  only  slightly  blood- 
stained. Approximately  thirty-six  hours  after  de- 
livery the  bolus  of  oxidized  gauze  was  expelled  from 
the  uterus.  The  bolus  was  odorless  and  had  the  con- 
sistency of  clay.  It  was  dark  red  in  color  throughout 
and  measured  approximately  7 cm.  in  diameter. 
Following  the  expulsion  the  uterus  appeared  to  be  in- 
voluting normally  and  the  lochial  discharge  was  of  a 
normal  character.  The  patient’s  temperature 
reached  a peak  of  102  F.  on  the  first  postpartum  day 
and  gradually  returned  to  normal  by  the  sixth  day. 
She  received  two  additional  transfusions  and  was  dis- 
charged on  the  twelfth  postpartum  day  apparently  in 
excellent  condition. 

Comment 

The  type  of  disintegration  which  oxidized  gauze 
undergoes,  as  observed  in  other  fields  of  its  usage, 
would  lead  one  to  suspect  that  packing  the  uterus 
with  this  material  might  be  a dangerous  procedure.2 
Difficulty  in  removing  the  disintegrated  gauze  from 
the  uterine  cavity  is  one  of  the  hazards  which  might 
be  anticipated.  The  actual  behavior  of  this  gauze 
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in  the  uterus,  however,  appears  to  be  different,  and  it 
apparently  tends  to  shrink  into  a compact  mass  after 
exerting  its  hemostatic  effect.  The  mass  is  then  ex- 
pelled by  the  contractions  of  the  involuting  uterus. 

The  low  pH  of  oxidized  gauze  undoubtedly  makes 
it  a most  unfavorable  culture  medium  for  organisms. 
This  characteristic  should  make  it  safer  from  the 
viewpoint  of  sepsis  than  ordinary  gauze  packing. 

In  the  case  presented  it  might  well  be  argued  that 
the  hemorrhage  could  have  been  controlled  adequately 
with  regular  gauze  packing.  One  could  prove  the 
superiority  of  the  oxidized  gauze  only  by  using  it  to 
repack  a uterus  in  which  regular  gauze  had  failed  to 
control  hemorrhage.  In  such  a situation  it  might  be 
argued  that  unjustifiable  risks  were  taken  with 
safety  of  the  patient  by  delaying  hysterectomy  in 


order  to  ascertain  the  effectiveness  of  a second  ma- 
terial for  tamponade. 

It  is  felt,  however,  that  oxidized  gauze  as  packing 
may  prove  to  be  a safer  and  much  more  effective 
means  of  controlling  uterine  hemorrhage  than  regu- 
lar gauze.  If  so,  the  intelligent  utilization  of  this 
material  should  minimize  the  necessity  for  postpar- 
tum hysterectomy  and  should  help  to  reduce  the 
number  of  maternal  deaths  from  uncontrollable 
uterine  hemorrhage. 

Dr.  Smith’s  present  address  is  1301  Broadway,  Lubbock, 
Texas. 

References 

1.  Anderson,  H.  E.,  and  McIntyre,  R.:  Science  104:  301 
(Sept.)  1946. 

2.  Studdiford,  W.  E.:  Am.  J.  Obst.  & Gynec.  52:  495 

(Sept.)  1946. 


ACUTE  LARYNGEAL  EDEMA  IN  NEPHRITIS 


David  Bernstein,  M.D.,  F.I.C.S.,  Brooklyn, 
( From  the  Israel  Zion  Hospital ) 

'T’HE  otolaryngologist  is  seldom  confronted  with 
such  severe  laryngeal  edema  in  the  course  of  an 
acute  exacerbation  of  chronic  diffuse  glomerulone- 
phritis that  tracheotomy  is  seriously  considered. 
No  such  grouping  of  cases  is  found  in  the  Index 
M edicus,  and  in  detailed  studies  of  glomerulonephri- 
tis, the  question  of  laryngeal  edema  is  not  par- 
ticularly stressed.  Hayman  and  Martin,  in  a review 
of  77  cases,  tabulate  edema  of  the  face,  legs,  pulmon- 
ary rales,  pleural  effusion,  and  ascites.* 1  No  mention 
is  made  of  laryngeal  edema.  Murphy  and  his 
colleagues  do  not  describe  laryngeal  findings  in  com- 
prehensive studies.2-3  It  is,  therefore,  worthy  of 
note  when  a case  is  encountered  in  which  the  out- 
standing clinical  feature  is  acute  laryngeal  edema, 
the  remaining  manifestations  being  so  obscure  as 
almost  to  defy  recognition. 

Case  Report 

Mrs.  M.  M.,  a forty-eight-year-old  white  woman, 
was  seen  in  consultation  with  Dr.  Anolik  at  her  home 
November  9,  1947.  She  had  suddenly  developed  a 
severe  stridor,  and  tracheotomy  was  being  seriously 
considered.  Vague  gastrointestinal  distress  had 
been  noted  for  the  past  year,  and  a complete  gastro- 
intestinal series  had  been  done  several  months  be- 
fore, which  showed  no  filling  defects  in  the  stomayh 
or  duodenum.  Three  weeks  before  the  present  ill- 
ness, an  acute  upper  respiratory  infection  had  de- 
veloped which  had  been  treated  symptomatically. 
Blood  pressure  was  then  considered  to  be  elevated, 
the  exact  height  being  unknown  to  the  patient  and 
her  relatives.  Symptomatic  treatment  had  been 
given,  and  she  responded  somewhat.  On  November 
8,  1947,  Dr.  Anolik  was  called  because  dyspnea  be- 
came apparent.  This  was  not  of  the  paroxysmal 
type  but  was  accompanied  by  an  audible  wheeze. 
No  response  to  pyribenzamine  was  obtained.  The 
heart  was  noted  to  be  enlarged,  the  point  of  maximal 
impulse  being  the  sixth  left  intercostal  space  at  the 
anterior  axillary  line.  Digitalis  was  started.  No 
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peripheral  edema  was  apparent.  The  next  day, 
which  was  the  first  day  the  patient  was  seen  by  the 
writer,  stridor  became  evident  and  progressed  until, 
by  evening,  the  patient  was  in  severe  distress. 

From  a distance  the  picture  was  a striking  one. 
The  typical  inspiratory  crow  was  audible,  and  supra- 
clavicular retraction  was  evident.  Yet,  beneath  the 
stridor  it  was  evident  that  the  respirations  were  of  a 
sighing,  Kiissmaul  type.  The  face  presented  a pe- 
culiar cafe-au-lait  color,  and  the  lips  and  nail  beds 
were  cyanotic.  Upon  close  inspection  it  was  evident 
that  the  face  was  somewhat  puffy,  as  was  the  dorsum 
of  the  left  hand.  No  other  peripheral  edema  was 
evident.  The  family  agreed  that  the  face  and  hand 
were  somewhat  edematous  only  after  prolonged  de- 
liberation. Blood  pressure  was  200/120,  and  gallop 
rhythm  was  noted.  Indirect  laryngoscopy  revealed 
a pallid  larynx,  both  true  and  false  cords  being  mark- 
edly edematous  with  airway  reduced  to  a small  slit. 
There  were  no  masses,  no  ulcerations,  and  no  palsies. 
The  nose  contained  a moderate  amount  of  dried  se- 
cretion. 

Tracheotomy  would  most  certainly  have  been  done 
except  that  the  patient  appeared  to  be  in  a uremic 
state.  Urine  contained  4 plus  albumin. 

The  patient  was  admitted  to  the  Israel  Zion  Di- 
vision of  Maimonides  Hospital.  The  larynx  was 
first  shrunk  with  10  per  cent  cocaine  with  moderate 
relief  of  the  stridor.  Oxygen  was  administered  con- 
tinuously in  a tent,  and  rapid-acting  barbiturates 
were  given  orally.  It  was  also  noted  at  this  time 
that  there  was  a light  urea  frost  over  the  surface  of  the 
skin,  most  evident  on  the  hands  and  chest.  The  pa- 
tient was  fully  conscious,  although  at  times  markedly 
confused.  She  was  carefully  observed  through  the 
night,  laryngeal  shrinkage  being  repeatedly  carried 
out.  By  morning  she  was  generally  improved,  the 
stridor  disappearing  almost  entirely.  On  the  third 
day  oxygen  was  discontinued  for  short  intervals  and 
then  withdrawn  entirely  without  signs  of  distress. 
Edema  subsided  rapidly  on  bed  rest,  and  on  Novem- 
ber 22  the  patient  returned  home  greatly  improved. 

She  was  seen  November  26,  1947,  in  consultation. 
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Her  general  condition  was  as  noted  on  discharge  from 
the  hospital.  The  consultant  concurred  in  the  diag- 
nosis of  an  acute  exacerbation  of  chronic  diffuse  glo- 
merulonephritis with  laryngeal  edema  as  the  out- 
standing manifestation.  Laryngeal  examination  at 
this  time  revealed  no  edema  and  entirely  normal 
1 laryngeal  structures.  The  nose  and  nasopharynx 
were  entirely  clear. 

Significant  laboratory  data  during  the  period  of 
hospitalization  included  the  following:  Blood  pres- 
sure fell  to  150/100.  Albuminuria  remained  at  3 to 
4 plus  with  occasional  hyaline  and  granular  casts 
being  observed  in  the  sediment.  Specific  gravity, 
both  on  daily  specimen  and  during  a Mosenthal  test, 
remained  at  1.010.  Blood  urea  was  104  mg.  nitro- 
gen, the  other  constituents  being  proportionately  ele- 
vated and  remaining  so  throughout  the  course. 
Blood  calcium  was  9.8  mg.  per  cent.  Secondary  ane- 
mia was  marked,  the  red  count  being  2,200,000  and 
hemoglobin  45  per  cent.  Oral  iron  and  vitamins 
and  parenteral  liver  produced  no  noticeable  change. 
X-ray  of  the  heart  showed  marked  left  ventricular 
i enlargement.  Fundoscopic  examination  revealed 
, no  papilledema.  Light  streak  was  markedly  exag- 
gerated. 

Summary 

A case  of  acute  laryngeal  edema  is  presented  in 
which  the  laryngeal  findings  were  the  outstanding 


manifestation  of  an  acute  exacerbation  of  chronic  dif- 
fuse glomerulonephritis.  Tracheotomy  which  would 
have  been  very  hazardous  was  avoided  by  conserva- 
tive therapy.  Although  laryngeal  edema  in  this  dis- 
ease must  occur  much  more  frequently  than  is  recog- 
nized or  reported,  it  is  generally  obscured  by  the 
other  more  obvious  findings,  particularly  edema  of 
the  face  and  extremities.  Routine  mirror  laryngos- 
copy would  yield  more  information  as  to  its  inci- 
dence and  would  lead  to  the  discovery  of  the  con- 
dition before  it  progressed  to  this  degree  of  severity. 
In  this  case  the  stridor  was  so  marked  as  almost  to 
obscure  the  grave  underlying  pathology.  It  is  an 
excellent  illustration  of  the  interdependence  of  the 
various  seemingly  unrelated  parts  of  the  body  and  of 
the  corresponding  branches  of  medicine. 

1342-51st  Street 
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LEGAL  LIGHT 

After  nine  years,  the  licensed  practical  nurse  has 
finally  come  into  her  own.  Practical  Nurses  of 
New  York,  Inc.,  with  the  support  of  all  associations 
and  persons  truly  interested  in  the  welfare  of  the 
practical  nurse,  has  finally  prevailed  upon  the 
State  Legislature  so  that,  effective  April  1,  1949, 
no  person  may  nurse  for  hire  within  the  State  of 
New  York  unless  he  or  she  is  either  a registered 
nurse  or  a licensed  practical  nurse.  The  only 
exception  is  that  if  a person  has  applied  for  a license 
prior  to  April  1,  1949,  she  may  continue  to  practice 
until  such  time  as  her  application  has  been  passed 
upon,  but  in  no  event  beyond  April  1,  1950. 

However,  we  cannot  sit  back  and  feel  that  all  is 
secure.  Already  the  writer  has  learned  that  at- 
tempts will  be  . made  to  persuade  the  State  Legis- 
lature when  it  again  convenes  in  January,  1950, 
to  change  the  title  of  “Licensed  Practical  Nurse,” 
to  that  of  “Certified  Attendant.” 

We  must  all  be  vigilant  to  protect  the  advantages 
i and  benefits  that  the  licensed  practical  nurse  has 
received  through  the  past  years  of  hard  labor. 
It  is  up  to  each  and  every  licensed  practical  nurse, 
not  only  to  protect  the  benefits  which  she  has  re- 
ceived but,  by  her  actions  and  conduct,  to  justify 
the  legal  position  afforded  to  her  by  the  State 
Legislature. 

It  is  said  that  the  power  to  create  implies  the 
power  to  destroy.  With  the  benefits  that,  the  li- 


censed practical  nurse  has  received  through  her 
license,  there  are  also  certain  obligations.  The 
licensed  practical  nurse  is  now  under  the  supervision 
of  the  Education  Department  of  the  State  of  New 
York.  The  license  which  she  has  received  may  be 
revoked  after  a due  hearing,  if  it  is  proved  that  the 
licensee  is  guilty  of  a crime,  is  unfit  or  incompetent 
by  reason  of  negligence,  habits,  or  other  causes; 
that  the  licensee  has  willfully  violated  any  of  the 
provisions  of  the  State  Education  Law;  that  the 
licensee  is  guilty  of  fraud  or  deceit;  that  the  licensee 
is  an  habitual  drunkard  or  addicted  to  the  use  of 
drugs;  that  the  licensee  has  been  convicted  of  a 
felony  or  has  been  guilty  of  unprofessional  conduct. 

From  the  foregoing,  it  is  obvious  that  the  practical 
nurse  must  so  conduct  herself  in  her  actions  and  con- 
duct that  no  one  may  charge  her  with  any  of  the 
foregoing.  Needless  to  say,  your  State  organization 
will  assist  any  nurse  who  has  unjustifiably  been 
accused  of  any  of  the  foregoing  charges.  This 
provision  of  the  law  is  merely  called  to  the  attention 
of  the  nurses  so  that  they  may  realize  that  they 
have  certain  obligations  and  their  actions  should 
always  be  of  such  a nature  as  to  bring  credit  not  only 
to  themselves  but  to  their  State  organization  and 
to  all  friends  of  the  licensed  practical  nurses,  who 
by  their  faith  and  loyalty  have  made  it  possible  to 
secure  legal  recognition  for  the  practical  nurse. 
— Practical  Nurse  News,  July,  1949 


RECTAL  ADMINISTRATION  OF  TOLSEROL:  THE  THERAPEUTIC  EFFICACY 
OF  THIS  ROUTE  AS  DEMONSTRATED  IN  AMYOTROPHIC  LATERAL  SCLEROSIS 

Robert  D.  Barnard,  M.D.,  Brooklyn,  New  York 


'T'HE  enteral  absorption  of  the  relaxing  substance, 
toluloxy  propandiol,  has  recently  been  questioned 
by  those  neurologists  who  have  seen  little  evidence 
of  therapeutic  efficacy  accompanying  this  route  of 
administration.  It  is  possible  that  such  absorption 
varies  among  individual  patients.  We  have  recently 
had  objective  evidence  of  therapeutic  effects  follow- 
ing rectal  administration  of  toluloxy  propandiol 
(Myanesin,  Tolserol)  in  three  patients  with  amyo- 
trophic lateral  sclerosis. 

All  patients  in  the  series  had  had  diagnostic  adju- 
dication in  a university  neurologic  center  and  had 
family  and  personal  histories  of  manifest  allergy,  as 
well  as  history  of  a specific  cholinergic  episode  pre- 
ceding the  onset  of  manifestations.  Each  had  had 
intensive  courses  of  tocopherol,  crude  liver  extract, 
antihistaminics,  and  cytochrome  C therapy  over  the 
past  three  years  without  arrest  of  the  inexorable  pro- 
gression of  the  disease.  For  two  months  prior  to 
the  Tolserol  therapy  adrenal  cortex  had  been  admin- 
istered, and  during  this  time  the  condition  of  each  pa- 
tient appeared  to  be  stationary. 

In  all  three  patients,  the  oral  administration  of  1 
Gm.  of  Tolserol  was  followed  within  an  hour  by  mus- 
cular relaxation  and  facilitation  of  voluntary  mo- 
tion; the  objective  evidence  of  effect  was  the  inabil- 
ity to  elicit  ankle  clonus  after  the  drug  was  given. 
One  patient,  although  deriving  marked  symptoma- 
tic benefit  from  the  drug,  was  forced  to  discontinue 
its  use  because  of  gastric  intolerance,  while  another 
believed  the  effect  of  Benadryl  or  acetylsalicylic  acid 
was  just  as  “relaxing.”  In  neither  of  these  instances 
could  Tolserol  be  considered  a therapeutic  success. 
The  third  patient,  the  only  female  in  the  series  of 
amyotrophic  patients,  merits  detailed  description  in 
so  far  as  Tolserol  effects  are  concerned. 

Case  Report 

A thirty-seven-year-old  housewife  developed 
symptoms  and  began  to  have  neuromuscular  de- 
terioration shortly  after  performance  of  cystoscopy 
without  sedative  premedication  or  anesthesia.  The 
patient  had  attributed  the  onset  of  her  present  ill- 
ness to  the  agony  of  the  operative  procedure  rather 
than  to  the  ureteral  lithiasis  for  which  it  had  been 
instituted.  Two  years  after  this  onset,  she  was  al- 
most completely  devoid  of  motor  power  of  the  ex- 
tremities. Her  speech  was  unintelligible,  and  gener- 
alized spasticity  limited  even  swallowing  move- 
ments. 

Two  days  after  the  initiation  of  oral  Tolserol  ther- 
apy (1  Gm.  four  times  a day),  the  patient  stood  by 
herself,  walked  with  assistance,  could  articulate  with 
such  relative  clarity  that  a speech  instructor  was  en- 
gaged and  the  family  was  jubilant,  although  it  was 
explained  to  the  members  that  the  apparent  remis- 
sion was  only  symptomatic. 

The  third  day  of  Tolserol  therapy  exhausted  the 
immediate  supply  of  the  drug.  Coincident  with  the 
last  dose  there  was  a recurrence  of  renal  colic  with 
strangury.  (It  was  not  known  whether  this  could  be 
attributed  to  the  Tolserol  at  the  time).  Relapse  to 


the  patient’s  previous  state  was  rapid.  When  seen 
during  the  second  day  after  discontinuance  of  Tol- 
serol, she  was  immobile  in  spastic  rigidity.  Both 
feet  were  in  extreme  plantar  flexion,  and  she  could 
neither  talk  nor  swallow.  Attempts  to  administer  a 
suspension  of  powdered  Tolserol  in  water  orally 
failed,  and  this  suspension  was  instilled  rectally. 
Within  fifteen  minutes  of  the  rectal  administration, 
there  was  a dramatic  change  in  the  patient’s  con- 
dition. The  spasticity  relaxed;  volitional  move- 
ments returned  and  with  them  the  capability  of 
swallowing.  The  next  scheduled  dose  was  given  by 
mouth,  after  which  the  patient’s  condition  returned 
to  that  extent  at  the  time  of  maximum  benefit  from 
the  initial  course  of  Tolserol  therapy. 

It  was  decided  to  explore  the  basis  of  the  urinary 
disturbance,  and  the  patient  was  hospitalized  for 
cystoscopy,  to  which  she  consented  only  after  being 
assured  that  she  would  not  undergo  the  “torture”  to 
which,  as  she  put  it,  she  had  been  subjected  on  the 
previous  occasion.  For  the  present  procedure,  full 
barbital  premedication  and  pentothal  anesthesia  was 
used,  but  the  anesthetist,  wishing  to  adjudicate  his 
base  level  for  anesthesia  properly,  asked  for  an  inter- 
ruption of  Tolserol  therapy.  This  request  was 
granted.  The  cystoscopy  with  ureteral  catheteriza- 
tions were  uneventful  and  revealed  bilateral  pye- 
lonephritis; the  patient  withstood  the  procedure  well 
but,  being  for  a full  day  without  the  Tolserol,  re- 
verted to  the  spastic  paralysis  and  was  again  unable 
to  articulate  or  swallow. 

Again,  this  time  in  the  presence  of  an  interested 
but  rather  skeptical  hospital  staff,  the  rectal  ad- 
ministration of  Tolserol  was  begun.  Again  there 
was  the  same  rapid  and  dramatic  response  and  within 
four  hours  the  patient  was  back  to  her  “normal.” 
During  the  course  of  the  postoperative  hospital  stay, 
the  rectal  administration  was  continued,  it  being 
found  that  0.5  Gm.  every  four  hours  by  the  latter 
route  gave  the  same  antispastic  effect  as  twice  this 
amount  orally. 

On  her  return  home,  oral  administration  was  re- 
sumed because  of  convenience.  One  gram  of  Tol- 
serol (Squibb)  is  being  given  every  four  hours  for  a 
total  dose  of  4 Gm.  per  day  (3  Gm.  having  been  found 
insufficient  for  maximal  antispastic  effect).  In  addi- 
tion, the  adrenal  cortex  is  being  continued,  and 
the  patient  is  taking  pyridium  by  mouth  in  order  to 
attempt  the  control  of  the  urinary  tract  infection. 
Considering  the  nature  of  the  illness,  the  results  with 
Tolserol  in  this  patient  are  gratifying. 

Summary 

That  the  rectal  administration  of  Tolserol  is  fol- 
lowed by  systemic  effect  appears  to  be  quite  evident. 
The  dosage  differential  in  the  detailed  case  even  sug- 
gests that  rectal  administration  may  have  some 
advantages  from  the  standpoint  of  economy  and 
speed.  It  is  possible  that  there  is  a fraction  of  direct 
systemic  absorption  from  this  situation  with  bypass- 
ing of  the  portal  circulation  not  accomplished  when 
the  material  is  ingested.  Suppository  preparation  of 
Tolserol  would  appear  to  have  a field  of  usefulness  if 
there  is  hepatic  inactivation  or  conjugation  of  Tol- 
serol . 


on 


CECOSTOMY  IN  LARGE  BOWEL  OBSTRUCTION  ASSOCIATED  WITH 
MEGACECUM 

Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery  of  Holy  Family  Hospital ) 


T TSUALLY  there  is  no  deviation  from  the  routine 
^ management  of  patients  affected  with  large 
bowel  obstruction.  Infrequently,  an  unusual  situa- 
tion is  encountered  which  leaves  an  everlasting  im- 
pression on  the  surgeon’s  mind.  A situation  of  this 
type  in  two  patients  with  large  bowel  obstruction 
has  come  under  our  observation.  The  first  experi- 
ence was  witnessed  on  the  emergency  service  of 
Kings  County  Hospital.  The  second  and  most  re- 
cent case  is  the  subject  of  this  present  report. 

Case  Report 

Mrs.  M.  D.,  a fifty-four-year-old  housewife,  was 
admitted  to  Holy  Family  Hospital  on  April  7,  1948, 
and  expired  eight  days  later.  Her  history  was  one  of 
gradually  increasing  constipation  during  the  past 
two  years.  Associated  symptoms  were  melena  and 
the  presence  of  hemorrhoids.  Five  days  prior  to 
admission  she  developed  obstipation.  During  this 
time  she  had  anorexia  and  was  taking  practically 
nothing  by  mouth.  On  the  day  of  hospitalization 
abdominal  pain  with  distention  occurred.  No  vom- 
iting was  present  at  this  time.  Because  of  the  pain 
she  called  her  family  doctor  who  advised  hospitali- 
zation. 

In  her  past  medical  history  she  presented  a com- 
plaint of  chronic  thrombophlebitis  of  the  right  leg  for 
the  past  two  years.  She  had  no  previous  surgical 
history. 

The  patient  was  a middle-aged,  robust,  white 
woman,  apparently  in  acute  distress.  She  was  ir- 
rational and  dehydrated  and  was  perspiring  pro- 
fusely. Chest  examination  was  nonrevealing. 
Temperature  was  103  F.,  blood  pressure  100/80,  and 
pulse  90. 

The  significant  findings  were  demonstrated  on  ab- 
dominal examination.  The  abdomen  was  markedly 
distended;  peristalsis  was  not  visible  or  hyperactive. 
Tenderness  was  elicited  in  both  lower  quadrants 
but  was  more  marked  in  the  right  lower  quadrant. 
Rectal  and  vaginal  examinations  were  noncontribu- 
tory. The  extremities  displayed  bilateral  varicose 
veins  and  ulcerations.  The  right  leg  and  thigh  were 
edematous,  being  about  twice  the  diameter  of  the 
opposite  leg  and  thigh. 

The  diagnostic  impression  was  large  bowel  ob- 
struction associated  with  prerenal  azotemia.  A flat 
plate  roentgenogram  of  the  abdomen  was  taken 
(Fig.  1).  This  film  demonstrated  a markedly  dis- 
tended cecum,  probably  secondary  to  an  obstructing 
colonic  neoplasm  (localized  later  to  the  rectosig- 
moid). At  the  time  of  reading  the  x-ray,  the  roent- 
genologist was  very  alarmed,  since  he  feared  the  ce- 
cum might  perforate  spontaneously.  Accordingly, 
the  patient  was  given  intravenous  fluids  and  plasma 
in  preparation  for  an  emergency  cecostomy. 

During  this  interim  the  laboratory  studies  were  re- 
ported as  follows:  Urinalysis — amber,  cloudy,  alka- 
line, specific  gravity  1.016,  albumin  1 plus,  sugar  and 
acetone  negative;  pus  cells  were  present  micro- 
scopically. The  blood  count  was  4,600,000  red 
blood  cells,  hemoglobin  81  per  cent,  color  index  0.8, 
9,850  white  blood  cells  with  76  per  cent  polymorpho- 
nuelears  and  24  per  cent  lymphocytes.  Blood  chem- 


istry studies  revealed  sugar  163.9,  nonprotein  nitro- 
gen 55  (45  next  day),  uric  acid  4.2,  creatinine  1.4, 
and  serum  proteins  5.8.  The  electrocardiogram  was 
within  normal  limits. 

Under  spinal  anesthesia  a lower  right  rectus 
muscle-splitting  incision  was  made.  The  peri- 
toneal cavity  was  entered  and  the  cecum  en- 
countered. It  was  tremendously  dilated,  under  ten- 
sion from  increased  pressure  within  and  paper-thin 
in  appearance.  On  a previous  occasion  a similar 
situation  was  encountered  on  the  emergency  service 
of  Kings  County  Hospital.  At  that  time  the  oper- 
ator unwittingly  perforated  the  cecum  by  manipula- 
tion. With  this  forewarning  and  for  fear  of  doing 
the  same  thing,  the  cecum  was  slowly  decompressed 
in  the  following  manner: 

Before  attempting  any  procedure  a small  hypo- 
dermic needle  is  inserted  into  the  bowel  lumen. 
This  permits  a slow  evacuation  of  the  intraluminal 
air.  When  the  distention  has  diminished,  four  small 
hemostats  are  used  to  grasp  the  cecum.  The  clamps 
are  placed  at  the  12,  3,  6,  and  9 o’clock  radii  (Fig. 
2).  The  purpose  of  these  clamps  is  to  control  the 
speed  of  cecal  decompression.  All  four  clamps  are 
manipulated  simultaneously.  The  assistant  grasps 
two  (one  opposite  the  other)  and  the  operator  the  re- 
maining two  clamps.  The  sudden  flow  of  air  and 
fecal  contents  is  controlled  by  the  four  clamps.  One 
clamp  is  gently  twisted  clockwise,  while  the  one 
opposite  is  turned  counterclockwise.  The  assistant 
performs  the  same  procedure  with  the  remaining 
two  clamps.  In  this  way  a gradual  decompression 
is  possible  without  the  fear  of  contaminating  the 


Fig.  1.  Preoperative  roentgenogram  of  abdomen 
demonstrating  megacecum. 
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Fig.  2.  Diagram  illustrating  position  of  four  hemo- 
stats  prior  to  decompressing  the  distended  cecum. 


peritoneal  cavity.  At  the  same  time  the  possibility 
of  perforating  the  cecum  is  greatly  diminished. 
When  the  cecum  has  been  adequately  decompressed, 
it  may  be  manipulated  without  danger  and  a satis- 
factory cecostomy  may  then  be  performed. 

The  clinical  picture  presented  by  this  patient  was 
typical  in  many  aspects  of  large  bowel  obstruction 
secondary  to  a rectosigmoidal  neoplasm.  The  un- 
usual feature  was  the  tremendously  distended  ce- 
cum which  became  extremely  attenuated  due  to  the 
increased  intraluminal  pressure.  The  performance 
of  a cecostomy  with  this  type  of  pathology  is  an 
emergency  procedure  which  must,  of  necessity,  be 
performed  with  caution. 

Another  unusual  aspect  of  this  case  was  the  tem- 
perature rise  to  107.2  F.  which  returned  to  99.4  F. 
on  the  fourth  postoperative  day.  Following  the 
performance  of  a functioning  cecostomy  the  patient’s 
physical  status  improved  remarkably  for  several 
days  following  operation.  She  finally  succumbed  to 
her  illness,  however,  on  the  eighth  postoperative 
day. 

Discussion 

A study  of  this  patient  brings  to  mind  the  physio- 
logic activity  of  the  ileocecal  region.  Usually,  the 
ileoce'cal  valve  is  not  patent.  It  possesses  the  power 
of  blocking  the  rapid  passage  of  ileal  contents  into 
the  cecum.  This  enables  digestion  and  absorption 
to  occur  for  a more  prolonged  period  of  time.  This 
delaying  period  in  the  terminal  ileum  may  last  for  one 
hour.  The  sphincteric  valve  opens  with  peristalsis 
in  the  terminal  ileum.  Each  peristaltic  wave  pro- 


pels about  4 cc.  of  liquid  feces  plus  gas  into  the  ce- 
cum. These  waves  are  infrequent  but  are  increased 
following  the  ingestion  of  food  because  of  the  so- 
called  gastroileal  nerve  reflex  via  the  vagus  nerve. 
Normally  the  ileocecal  valve  is  capable  of  sustaining 
a pressure  of  only  100  mm.  of  water  from  the  cecal 
side.  From  the  colonic  side  a barium  enema  ad- 
ministered from  a height  of  450  mm.  will  overcome 
the  resistance  of  the  sphincter.  Under  normal  condi- 
tions it  is  competent,  as  antiperistalsis  in  the  ascend- 
ing colon  is  not  forceful.  When  acute  large  bowel 
obstruction  occurs,  the  ileocecal  valve  usually  re- 
mains closed.  Thus  intestinal  distention  is  con- 
fined to  the  colon,  although  the  pressure  within  the 
colon  may  rise  to  a high  level.1 

Some  authors  have  found  that  ileocecal  compe- 
tency is  present  in  50  per  cent  of  the  cases  studied.2 
This  is  important  because  valvular  competency  in 
the  presence  of  an  obstructive  lesion  in  the  distal  part 
of  the  colon  will  decide  whether  or  not  the  small  in- 
testine will  become  distended.  WTen  the  valve  is 
competent,  distention  may  be  confined  to  the  large 
bowel.  In  this  situation  the  danger  of  gangrene  and 
perforation  of  the  cecum  is  great.  On  the  other 
hand,  if  the  valve  is  incompetent,  the  intestinal  con- 
tents, including  gas,  will  regurgitate  through  the 
ileocecal  junction.  This  relieves  the  pressure  within 
the  colon  and  diminishes  the  possibility  of  spontane- 
ous perforation.1 

In  the  case  presented  the  competency  of  the  ileo- 
cecal valve  resulted  in  the  tremendously  enlarged 
cecum  following  a rectosigmoidal  obstruction.  If 
the  valve  had  been  less  satisfactory,  the  distention 
would  have  passed  into  the  small  bowel  without  pro- 
ducing the  megacecum. 

Summary 

1.  An  unusual  case  of  a greatly  enlarged  cecum 
due  to  an  obstruction  in  the  rectosigmoid  is  pre- 
sented. 

2.  The  mechanism  resulting  in  the  formation  of  a 
megacecum  is  discussed. 

3.  A method  of  performing  a cecostomy  in  the 
presence  of  a megacecum  is  suggested. 

4.  In  the  case  presented  death  occurred  on  the 
eighth  postoperative  day,  notwithstanding  surgical 
intervention. 
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“HANG  TOGETHER — OR — HANG  SEPARATELY” 


It  is  high  time  that  American  doctors  heed  the 
words  of  Benjamin  Franklin  spoken  at  the  signing 
of  the  Declaration  of  Independence.  The  inde- 
pendence of  the  individual  physician  is  at  stake. 

Problems  arising  out  of  the  cost  of  medical  care 
must  be  solved.  A vast  majority  of  our  people 
cannot  individually  cope  with  the  cost  of  hospital 
service.  And  the  cost  of  modern  medical  services 
makes  “double  trouble”  for  the  family  of  low  in- 


come. Blue  Cross  has  made  considerable  progress  in 
relief  of  the  bill  for  hospital  care.  Blue  Shield 
plans  likewise  are  moving  rapidly  in  solving  the 
problem  of  payment  of  doctors’  bills. 

In  New  York  State  the  Insurance  Law  provides 
that  no  one  corporation  shall  furnish  both  Blue 
Cross  and  Blue  Shield  benefits.  It  is  important, 
that  these  two  social  agencies,  Newr  York’s  Blue 
Shield  and  Blue  Cross  plans,  work  in  close  harmony. 
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Usefunl  Cardiac  DraM: 


© Thesodate  — Brewer  IN  ANGINA  PECTORIS 

(Theobromine  Sodium  Acetate  7I/2  gr-  enteric  coated) 


Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 


Enkide  — Brewer  IN  LUETIC  HEART  DISEASE 
(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 

Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
and  wherever  potassium  iodide  therapy  is  indicated.  Enkide 
insures  accuracy  of  dosage,  absence  of  gastric  irritation  and 
convenience  of  administration.  Patients  are  more  apt  to  fol- 
low prescription  directions  because  of  these  advantages. 


Amchlor 


— Brewer 


IN  CARDIAC  EDEMA 


(Ammonium  Chloride  one  gram  enteric  coated) 


Amchlor  cuts  in  half  the  number  of  tablets  each 
patient  takes  when  large  amounts  of  ammonium  chloride  are 
prescribed.  This  convenience  to  the  patient  helps  to  insure 
full  and  complete  use  of  the  entire  amount  prescribed. 
Amchlor  is  useful  in  cardiac  edema,  hypertension,  dysmen- 
orrhea, Meniere’s  Syndrome,  etc. 


Samples  and  Literature  Available  Upon  Request. 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 


FORTY-THIRD  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


PROGRAMS 

SEVENTH  DISTRICT  BRANCH 


Thursday,  September  22,  1949 
Oak  Hill  Country  Club 
Rochester,  New  York 


Morning  Session 

10:00  a.m. — “Peripheral  Vascular  Diseases” 

Richard  H.  Lyons,  M.D.,  professor 
of  medicine,  Syracuse  University, 
College  of  Medicine 

10:45  a.m. — “Government  Legislation” 

Honorable  Kenneth  B.  Keating, 
Congressional  Representative,  Ro- 
chester 


11:45  a.m. — “Adrenocorticotropic  Hormone  and  the 
Diagnosis  of  Adrenal  Insufficiency” 
William  Balfour,  M.D.,  Mayo  Clinic, 
Rochester,  Minnesota 


1:00  p.m. — Luncheon 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  the  president-elect,  Carlton 
E.  Wertz,  M.D.,  Buffalo 

Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 


Outline  of  the  new  advisory  council  for 
the  Seventh  District  patterned  after 
that  now  functioning  in  the  Eighth 
District 


Afternoon  Session 

2:00  p.m. — “What  Should  Be  Done  with  the  Ulcer 
Patient” 

A.  H.  Aaron,  M.D.,  professor  of 
medicine,  University  of  Buffalo 
School  of  Medicine 


3:00  p.m. — “The  Practice  of  Medicine  in  the 

Socialist  State” 

Lester  Carson  Spier,  M.D.,  chair- 
man, National  Council  on  Group 
Practice 

4:00  p.m. — Business  meeting — Election  of  Officers 

Members  of  all  woman’s  auxiliaries  in  the  Seventh 
District  Branch  are  cordially  invited. 

Golf,  bridge,  and  a program  will  be  arranged  by 
the  Woman’s  Auxiliary  to  the  Monroe  County 
Medical  Society. 

[Continued  on  page  21116] 
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NATIONAL  DIABETES  WEEK,  OCTOBER  10-16 

launches  the  year-round  Diabetes  Detection  Drive  to  find  the  million 
unknown  diabetics  in  the  United  States  and  Canada. 


Galatest 


The  simplest, 

fastest  urine  sugar  test  known 

. . . already  used  by  medical  groups  for  diabetes  detection  in  55  cities. 


Galatest  is  unsurpassed  for  mass 
screening  tests  for  urine  sugar.  Dur- 
ing the  war  it  was  used  to  make 
thousands  of  urine  sugar  tests  daily 
at  medical  centers  in  the  United 
States.lt  requires  no  special  laboratory 
equipment,  no  test  tubes,  no  boiling. 


Just  one  drop  of  urine,  a little  Galatest 
powder,  gives  color  reaction  im- 
mediately. Galatest  is  approved  by 
the  American  Diabetes  Association 
for  diabetes  detection,  and  accepted 
for  advertising  by  the  Journal  of  the 
American  Medical  Association. 


GALATEST  IS  READY 

for  the  Diabetes  Detection  Drive 

IN  2 WAYS 


1.  DOCTOR  GUIDANCE 

The  regular  vial  of  Galatest  powder — suf- 
ficient for  100  tests — is  ideally  suited  for 
testing  under  supervision  by  officially  ap- 
pointed doctors’  committees — in  detection 
centers,  industrial  medical  departments, 
schools,  laboratories,  hospitals,  and  physi- 
cians’ offices. 


2.  SELF-TESTING 

The  new  Galatest  Unipak — sufficient  for 
4 tests — for  "self-testing-in-the-home”  will 
be  made  available  in  drugstores  in  all 
areas  where  local  medical  groups  have  ap- 
proved "self-testing-in-the-home”  as  part 
of  the  national  diabetes  detection  program. 


The  Denver  Chemical  Mfg.  Co.,  Inc.,  manufacturers  of  Galatest,  and 
Galatest  Unipak  will  cooperate  fully  with  all  local,  state,  or  na- 
tional groups  in  support  of  their  programs  for  diabetes  detection. 
Please  let  us  know  how  we  can  cooperate  with  you. 


The  Denver  Chemical  Mfg.  Co.,  Inc.,  163  Varick  Street,  New  York  13,  N.Y. 
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Officers — Seventh  District  Branch 

President Kenneth  T.  Rowe,  M.D., 

Hornell 

First  Vice-President. . . . George  H.  Gage,  M.D., 

Rochester 

Second  Vice-President. . Samuel  A.  Munford, 

M.D.,  Clifton  Springs 

Secretary Glenn  C.  Hatch,  M.D., 

Penn  Yan 

Treasurer James  J.  Yanick,  M.D., 

Hornell 


Presidents  of  Component  County  Societies 


Cayuga Charles  T.  Yarington,  M.D.,  Mor- 

avia 

Livingston . . George  E.  Lynch,  M.D.,  Avon 

Monroe John  J.  Finigan,  M.D.,  Rochester 

Ontario Robert  E.  Doran,  M.D.,  Geneva 

Seneca Emil  J.  Bove,  M.D.,  Seneca  Falls 

Steuben Carmelo  E.  Patti,  M.D.,  Hornell 

Wayne James  H.  Arseneau,  M.D.,  Lyons 

Yates Robert  F.  Lewis,  M.D.,  Penn  Yan 


THIRD  DISTRICT  BRANCH 


Thursday,  September  29,  1949 
Memorial  Hospital  of  Greene  County 
Catskill,  New  York 


Morning  Session 

Program  arranged  by  the  staff  of  the  Memorial 
Hospital  of  Greene  County. 

Afternoon  Session 

1 : 30  p.m. — Luncheon,  Catskill  Country  Club 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 

Address  by  the  president,  John  J. 
Masterson,  M.D.,  Brooklyn 

Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New 
York 

2:30  p.m. — “Farm  Accidents:  Some  Comments  on 
Their  Incidence  and  Etiology  in 
Otsego  County  and  Suggestions 
for  Early  Definitive  Therapy” 

John  H.  Powers,  M.D.,  Mary  Imo- 
gene  Bassett  Hospital,  Coopers- 
town 

“Neurologic  Problems  in  General  Prac- 
tice” 

Wardner  D.  Ayer,  M.D.,  professor 
of  clinical  medicine,  Syracuse 
University,  College  of  Medicine; 
director  of  medicine,  University 
Hospital  of  the  Good  Shepherd, 
Syracuse 

“The  Present  Status  of  Focal  Infec- 
tions” 

Richard  H.  Lyons,  M.D.,  professor 
of  medicine,  Syracuse  University, 
College  of  Medicine 


Members  of  the  woman’s  auxiliaries  of  the  Third 
District  Branch  will  be  entertained  at  the  Catskill 
Country  Club  by  the  Woman’s  Auxiliary  to  the 
Greene  County  Medical  Society. 

Ladies  will  join  the  members  of  the  District 
Branch  for  luncheon. 


Officers — Third  District  Branch 


President Harry  Golembe,  M.D., 

Liberty 

First  Vice-President. .. . William  Rausch,  M.D., 

Albany 

Second  Vice-President.  . John  H.  Wadsworth, 

M.D.,  Cobleskill 


Secretary Donald  R.  Lyon,  M.D., 

Middleburg 

Treasurer William  M.  Rapp,  M.D., 

Catskill 


Presidents  of  Component  County  Societies 


Albany Edward  S.  Goodwin,  M.D.,  Albany 

Columbia.  . . Rosewell  D.  Shaw,  M.D.,  Stottville 
Greene Michael  Viviano,  M.D.,  Tannersville 

Rensselaer.  . Frederick  T.  Cavanaugh,  M.D., 
Troy 

Schoharie.  . . John  H.  Wadsworth,  M.D.,  Coble- 
skill 

Sullivan Nathan  Nemerson,  M.D.,  Monticello 

Ulster Kenneth  H.  LeFevre,  M.D.,  Kingston 


[Continued  on  page  2198] 


A REALLY  DELICIOUS  STOUT 

• . . WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
grade  in  respect  to  purity  and  body.  It  differs  from  ordinary 
stout  in  that  it  contains  the  carbohydrates  of  the  purest 
dairy  milk  which  increase  its  protein  content  and  nutritive 
value  — and  to  which  its  distinctive  mellowness  and  very 
palatable  flavor  are  due.  ★ These  special  qualities  of 
MACKESON’S  MILK  STOUT  have  long  been 
recognized  as  beneficial  in  all  cases  where  a stout  may 
be  recommended  on  medical  grounds. 

Write  for  free  samples  and  descriptive  literature 
The  Original  & Genuine 

MACKESON’S  MILK  STOUT 

Brewed  and  bottled  in  London  by  WHITBREAD  & CO.,  Ltd.  Brewers  since  1742 
General  U.S.  Importers:  Van  Munching  & Co.,  Inc.,  614  West  49  St.,  New  York  19,  N.  Y. 


CHILDRENS 

shoes;:;; 


for  a fitting 

as  you  prescribe 

gpecyfo 

PEDIFORME  (FOOTWEAR 

Serving  the  medical  profession 
for  more  than  thirty-five  years. 

• 

MANHATTAN  - 34  West  36th  Street 
BROOKLYN  - 288  Livingston  Street 
FLATBUSH  - 843  Flatbush  Avenue 
Hempstead  New  Rochelle 

Hackensack  East  Orange 

Your  prescription  PROMPTLY  acknowledged 


J[  i n SPECIALIZING  IN 
I E L H EQUIPMENT  FOR 

PHYSICAL  THERAPY 
and  REHABILITATION 


LOW-VOLT  GENERATORS 
HYDROGALVANIC  UNITS 
SHORTWAVE  DIATHERMY 


Ultraviolet  and  Infrared  Lamps 
Dierker  Colonic  Apparatus, 

Shock  Therapy  Units,  Whirlpools, 

Dr.  Newman’s  Thermo-Flo,  and  other 
Physical  Therapy  Apparatus. 

Let  us  help  you  select  the  equipment 
best  suited  for  your  needs. 

Trade-ins  — New  and  Used 
Equipment  — Repairs  — Service. 


WRITE  OK  PHONE  TO 

TECA  CORPORATION 

220  West  42nd  St.,  New  York  18,  N.Y. 

PHONE  - WISCONSIN  7- 5644 


2198 


DISTRICT  BRANCHES 


[N.  Y.  State  J.  M. 


[Continued  from  page  2196] 


EIGHTH  DISTRICT  BRANCH 

Thursday,  October  6,  1949 
Red  Coach  Inn 
Niagara  Falls,  New  York 


Afternoon  Session 

1 : 30  p.m. — Registration 

2:00  p.m. — “The  Problem  of  the  Patient  with 
Ulcer- like  Symptoms” 

Dean  Macdonald,  M.D.,  St.  Cath- 
erines, Ontario 

3:00  p.m. — “The  Use  and  Action  of  the  Newer 
Antibiotics” 

Erwin  Neter,  M.D.,  Buffalo 
4:00  p.m. — “The  Newer  Concepts  in  Traumatic 
Surgery” 

Lamar  Soutter,  M.D.,  Boston,  Mass- 
achusetts 

Business  Meeting — Election  of  Offi- 
cers 

Evening  Session 
7:00  p.m. — Dinner 

Introduction  of  officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  the  president-elect,  Carl- 
ton E.  Wertz,  M.D.,  Buffalo 
Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of 
New  York 

Address — speaker  to  be  announced 

The  Woman’s  Auxiliary  to  the  Niagara  County 
Medical  Society  will  serve  as  hostesses  to  the  mem- 
ber auxiliaries  of  the  Eighth  District  Branch  and 
guests.  A special  program  of  entertainment  has 
been  arranged. 


Ladies  will  join  the  members  of  the  District 
Branch  for  dinner. 

Officers — Eighth  District  Branch 

President Robert  C.  Peale,  M.D., 

Olean 

First  Vice-President.  . . . John  C.  Kinzly,  M.D., 

North  Tonawanda 

Second  Vice-President.  . Henry  S.  Martin,  M.D., 


Warsaw 

Secretary Ralph  M.  Bruckheimer, 

M.D.,  Cassadaga 

Treasurer Sydney  L.  McLouth, 

M.D.,  Corfu 


Presidents  of  Component  County  Societies 


Allegany Raymond  0.  Hitchcock,  M.D., 

Alfred 

Cattaraugus. . . Ellwyn  E.  Heier,  M.D.,  Cattarau- 
gus 

Chautauqua...  William  L.  King,  M.D.,  James- 
town 

Erie Roy  L.  Scott,  M.D.,  Buffalo 

Genesee Samuel  Gerace,  M.D.,  Batavia 

Niagara Joseph  A.  D’Errico,  M.D.,  Niagara 

Falls 

Orleans Angelo  F.  Leone,  M.D.,  Medina 

Wyoming John  W.  Leachman,  M.D.,  War- 

saw 


“DR.  JONES”  SAYS— 

The  American  Rheumatism  Association  came  out, 
a while  back,  with  an  authoritative  medical  article 
that’ll  help  to  clear  up  some  of  the  confusion  over 
the  meaning  and  use  of  the  term  “rheumatism.” 
Its  original  adoption,  many  years  ago,  apparently' 
was  based  on  a misconception  as  the  nature  of  the 
diseases  it  was  applied  to.  But,  from  long  usage, 
it’s  accepted  today  as  a general  term  covering  a 
large  group  of  disorders.  Besides  several  kinds  of 
arthritis  (inflammation  of  joints)  it  includes  various 
other  painful  conditions  not  involving  joints — such 
things,  for  example,  as  “muscular  rheumatism.” 

Roughly,  about  half  of  the  arthritis  cases  belong — 
about  fifty-fifty — in  one  of  two  subgroups:  rheuma- 
toid arthritis  or  what  they  call  degenerative  joint 
diseases.  The  degenerative  class — that’s  the  rheu- 
maticky condition  that  comes  with  advancing  years, 
old  parts  wearing  out.  All  of  us,  if  we  live  long 
enough,  are  likely  to  have  at  least  “a  touch”  of  it. 

Rheumatoid  arthritis  is  a much  more  serious 
and  crippling  disease.  I suspect  that’s  what  keeps 
Lionel  Barrymore  in  his  wheelchair.  It  starts  in 


adult  life  and  it’s  women,  three  to  one.  The  cause 
isn’t  known.  It  can  be  helped,  in  some  cases,  by 
treatment,  but  there’s  no  known  cure — yet.  Some 
experimental  work  I was  reading  about — the  report 
sounded  rather  encouraging. 

Gout  still  accounts  for  a smaller  number  of  ar- 
thritis cases.  It’s  in  people  with  too  much  uric  acid 
in  their  systems — not  limited  to  English  lords  and 
millionaries,  although  a “rich”  diet  does  have  some- 
thing to  do  with  it.  Acid  crystals  are  deposited  in 
the  joints,  especially  the  big  toe.  About  the  same 
proportion  of  arthritis  cases  are  due  to  infections: 
tubercular,  gonorrheal,  brucellar  (undulant  fever) 
and  so  on.  And,  of  course,  there’s  rheumatic  fever. 
We’ve  talked  about  that  before.  That’ll  probably 
go,  ultimately,  in  the  “due  to  infections”  list:  hemo- 
lytic streptococci. 

Rheumatic  diseases,  they  say,  disable  ten  times 
as  many  people  as  diabetes  and  tuberculosis,  seven 
times  as  many  as  cancer,  and  twice  as  many  as  heart 
diseases.  “Rheumatiz,”  it  looks  like,  is  entitled 
to  a little  more  attention. — Paul  B.  Brooks,  M.  D. 
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When  you  recommend  "a  change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders.  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


? Lis  ted  by  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


7 h Saratoga  Sipa 


The  Empire  State’s  Contribution  to  the  Medical  Profession 


NECROLOGY 


Samuel  Bonner  Eisler,  M.D.,  of  Brooklyn,  died  on 
May  22.  Dr.  Eisler  received  his  medical  degree 
from  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  in  1911  and  interned  at  the 
Englewood  Hospital,  Englewood,  New  Jersey. 


Charles  Mackall  Fisher,  M.D.,  of  Brooklyn,  died 
on  August  21  at  the  Norwegian  Lutheran  Deaconess’ 
Home  and  Hospital,  Brooklyn,  after  a cerebral 
hemorrhage  earlier  in  the  day.  He  was  seventy- 
two.  Dr.  Fisher  was  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine  in  Philadelphia 
in  1905  and  served  as  an  intern  at  Polyclinic  Hospi- 
tal in  Philadelphia.  Dr.  Fisher  was  attending 
pediatrician  at  the  Norwegian  Lutheran  Deaconess’ 
Hospital  for  twenty-five  years  until  1946,  when  he 
became  pediatrician  emeritus.  He  was  past-presi- 
dent of  the  Bay  Ridge  Medical  Society  and  of  the 
medical  board  of  Victory  Memorial  Hospital, 
Brooklyn,  and  was  a member  of  the  Brooklyn 
Pediatric  Society,  the  Kings  County  and  New  York 
State  Medical  Societies,  and  the  American  Medical 
Association. 


William  Joseph  Francis,  M.D.,  of  East  Rockaway, 
died  on  August  7 at  his  home  at  the  age  of  seventy- 
one.  Dr.  Francis  received  his  medical  degree  from 
the  Cleveland  Homeopathic  Medical  College  in  1904 
and  had  practiced  in  East  Rockaway  for  more  than 
forty  years. 


Daniel  J.  Gilbert,  M.D.,  of  Port  Byron,  died  on 
July  28  in  Auburn  City  Hospital  at  the  age  of  eighty- 
seven.  A graduate  of  the  New  York  University 
Medical  School  in  1890,  Dr.  Gilbert  began  his  prac- 
tice in  Cato  and  after  two  years  moved  to  Port 
Byron,  where  he  had  practiced  ever  since,  for  more 
than  fifty  years.  For  many  years  Dr.  Gilbert  served 
as  health  officer  for  the  towns  of  Montezuma, 
Throop,  and  Conquest  and  still  held  that  title  at  his 
death. 


Edward  E.  Haley,  M.D.,  of  Buffalo,  died  on  July 
30  at  his  home  at  the  age  of  seventy-one.  Dr.  Haley 
was  graduated  from  the  University  of  Buffalo, 
School  of  Medicine,  in  1902  and  began  his  practice 
in  Buffalo.  At  one  time  he  was  chairman  of 
the  Buffalo  City  Health  Board  and  a member  of 
the  board  of  managers  of  the  City  Hospital,  now 
Meyer  Memorial  Hospital.  In  1937  Dr.  Haley  was 
appointed  deputy  health  commissioner  for  the  city. 
In  the  1930’s,  he  was  chief  obstetrician  at  Sisters  of 
Charity  Hospital  and  served  as  president  of  the 
medical  staff  there.  A past-president  of  the  Physi- 
cians’ Protective  Association,  Dr.  Haley  was  a mem- 
ber of  the  Buffalo  Academy  of  Medicine,  the  Erie 
County  and  New  York  State  Medical  Societies,  and 
the  American  Medical  Association. 


William  Lewis  Heeve,  M.D.,  of  Baldwin,  died  on 
August  14  of  a heart  attack  at  his  home  at  the  age  of 


seventy-four.  Dr.  Heeve  received  his  medical  de- 
gree from  the  New  York  Eclectic  Medical  College  in 
1898  and  practiced  medicine  in  Brooklyn  until  his 
retirement,  in  1942,  because  of  ill  health.  He  was 
chief  of  the  surgical  staff  at  Cumberland  Hospital, 
Brooklyn,  for  a number  of  years,  and  was  consulting 
surgeon  at  both  Cumberland  and  Prospect  Heights 
Hospitals,  in  Brooklyn.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Heeve  was  a member  of  the 
Kings  County  and  New  York  State  Medical  So- 
cieties and  the  American  Medical  Association. 


William  Herman  Ladue,  M.D.,  of  Plattsburg, 
died  on  July  29  at  his  home  after  a long  illness.  He 
was  sixty-five.  Dr.  Ladue  was  graduated  from  the 
Albany  Medical  College  in  1913  and  interned  at 
Ellis  Hospital  in  Schenectady.  He  started  his  prac- 
tice in  Beekmantown  in  1914  and  the  following  year 
established  his  practice  in  Morrisonville.  In  1925  he 
moved  to  Plattsburg.  Dr.  Ladue  was  attending 
anesthesiologist  at  the  Champlain  Valley  Hospital, 
and  attending  physician  at  the  Physicians  Hospital, 
both  in  Plattsburg.  He  had  served  as  health  officer 
for  the  towns  of  Plattsburg,  Beekmantown,  and 
Schuyler  Falls  and  at  one  time  was  county  medical 
consultant.  Dr.  Ladue  was  a member  of  the  Clinton 
County  and  New  York  State  Medical  Societies  and 
the  American  Medical  Association. 


Howard  Taylor  Lewis,  M.D.,  of  New  York  City, 
died  on  August  24  at  the  Lutheran  Hospital  of 
Manhattan  at  the  age  of  sixty-nine.  Dr.  Lewis  was 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1906,  and  served  his 
internship  at  the  New  York  Post-Graduate  Hospital, 
where  he  also  was  in  surgical  service  for  three  years. 
He  was  surgical  director  of  the  Lutheran  Hospital  of 
Manhattan  until  his  retirement  in  1947,  since  when 
he  had  been  consulting  surgeon  at  the  hospital.  Dr. 
Lewis  was  a member  of  the  New  York  County  and 
State  Medical  Societies  and  the  American  Medical 
Association. 


Clyde  Elliott  McDannald,  M.D.,  of  New  York 
City,  died  on  August  13  of  a heart  attack  at  his  home 
at  the  age  of  seventy-three.  Dr.  McDannald  re- 
ceived his  medical  degree  from  the  Medical  College 
of  Virginia  in  1898  and  interned  at  the  Virginia  Hos- 
pital in  Richmond.  Coming  to  New  York  City  in 
1900,  he  became  senior  assistant  at  the  Metropolitan 
Hospital  and  two  years  later  joined  the  staff  of  the 
Bloomingdale  Hospital  in  White  Plains.  He  served 
at  the  New  York  Lying-In  Hospital  from  1903  to 
1904,  and  in  1905  joined  the  house  staff  of  the  New 
York  Eye  and  Ear  Infirmary,  where  he  successively 
held  the  posts  of  clinical  assistant,  assistant  surgeon 
in  ophthalmology,  and,  since  1921,  surgeon  in 
ophthalmology. 

Dr.  McDannald  was  instructor  in  ophthalmology 
at  Bellevue  Medical  College  from  1915  to  1919  and  a 
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In  a carefully  chosen,  well  balanced  dietary  providing  all  essen- 
tial nutrients  in  proper  amounts,  there  is  adequate  provision 
for  foods  which  do  more  than  merely  satisfy  nutrient  needs  — 
foods  which  are  especially  tempting  to  the  palate.  Candy  is 
that  kind  of  food. 


Supplying  valuable  caloric  food  energy,  it  also  imparts  to  a 
meal  a finishing  touch  of  which  few  other  foods  are  capable. 
Candy,  with  its  almost  irresistible  attraction,  need  not  be 
denied  children  or  adults  providing  the  dietary  is  adequate 
in  all  other  respects.  In  fact,  candy  at  the  conclusion  of  a 
meal  imparts  a feeling  of  satiety  and  a sense  of  having  eaten 
well,  both  of  which  enhance  the  functioning  of  the  digestive 
processes. 

Many  candies  are  made  of  valuable  foods  in  addition  to 
sugar — butter,  milk,  cream,  eggs,  nuts  and  peanuts— and  to 
the  extent  these  foods  are  present,  candies  contribute  bio- 
logically adequate  protein,  vitamins,  and  minerals. 
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consulting  ophthalmologist  at  the  New  York  Hos- 
pital from  1914  to  1932.  He  was  also  consulting 
ophthalmologist  at  the  New  York  Polyclinic  Hos- 
pital and  for  the  Fifth  Avenue  Coach  Company  and 
the  New  York  Central  System.  A Diplomate  of  the 
American  Board  of  Ophthalmology,  Dr.  McDannald 
was  a Fellow  of  the  American  College  of  Surgeons. 
He  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American 
Ophthalmological  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  Ophthalmological  So- 
ciety, the  New  York  Central  Lines  Surgeons,  the 
New  York  County  and  State  Medical  Societies,  and 
the  American  Medical  Association. 

David  Meeker  Marvin,  M.D.,  New  York  City, 
died  on  August  23  at  St.  Luke’s  Hospital,  New  York 
City,  after  a brief  illness,  at  the  age  of  eighty-four. 
Dr.  Marvin  was  graduated  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1887,  and  interned  at  Presbyterian  Hospital.  Dur- 
ing the  blizzard  of  1888,  Dr.  Marvin  was  on  ambu- 
lance duty  at  Presbyterian  Hospital,  where  he  had 
charge  of  the  surgical  clinic  from  1889  to  1897.  He 
was  a member  of  the  New  York  County  and  State 
Medical  Societies  and  the  American  Medical  Associ- 
ation. 

Sidney  Mitchell,  M.D.,  of  Plattsburg,  died  on 
July  26  at  the  Physicians  Hospital,  Plattsburg,  at  the 
age  of  sixty-eight.  Dr.  Mitchell  received  his  medical 
degree  from  the  University  of  Vermont  Medical 
School  in  1906.  Since  1924  he  had  practiced  in 
Plattsburg,  where  he  was  chief  of  the  pediatric 
service  at  both  Champlain  Valley  and  Physicians 
Hospitals.  Dr.  Mitchell  was  a member  of  the 
Clinton  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

Pedro  Nolasco  Ortiz,  M.D.,  of  New  York  City, 
died  on  August  4 at  Mount  Sinai  Hospital  at  the  age 
of  sixty-two.  Dr.  Ortiz,  who  was  former  health 
commissioner  of  Puerto  Rico,  received  his  medical 
degree  from  the  Boston  University  School  of  Medi- 
cine in  1919  and  went  home  to  Puerto  Rico  to  start 
his  practice.  He  became  a health  officer,  then  chief 
of  the  Bureau  of  Transmissible  Diseases,  assistant 
commissioner  of  health,  and,  in  1923,  commissioner 
of  health,  a post  he  held  until  1930  when  he  returned 
to  the  United  States  and  established  his  practice  in 
New  York  City. 

Under  the  administration  of  Dr.  Ortiz,  the  Public 
Health  Department  of  Puerto  Rico  created  a 
Bureau  of  Uncinariasis  to  carry  on  the  work  of  pre- 
vention and  treatment  of  hookworm.  Dr.  Ortiz  was 
president  of  the  Puerto  Rican  Medical  Association 
and  professor  of  tropical  medicine  at  the  School  of 
Tropical  Medicine  in  San  Juan.  He  also  lectured  at 
Harvard  University  and  the  College  of  Physicians 


and  Surgeons  of  Columbia  University  on  the  sub- 
ject of  tropical  medicine.  For  several  years  he  was 
clinical  assistant  at  Mount  Sinai  Hospital,  New 
York  City. 

Ernest  Elmer  Smith,  M.D.,  of  New  York  City, 
died  on  June  16  at  the  age  of  fifty-nine.  Dr.  Smith 
received  his  medical  degree  from  the  Jefferson 
Medical  College  of  Philadelphia  in  1914.  Beginning 
his  New  York  practice  in  1934,  Dr.  Smith  had  served 
as  director  of  radiology  and  professor  of  radiology  at 
the  New  York  Polyclinic  Medical  School  and  Hos- 
pital. In  1948  he  became  attending  radiologist  and 
director  of  radiology  at  St.  Luke’s  Hospital,  New 
York  City.  A Fellow  of  the  American  College  of 
Radiology,  Dr.  Smith  was  a member  of  the  Radio- 
logical Society  of  North  America,  the  National 
Gastroenterological  Society,  the  New  York  Roentgen 
Ray  Society,  the  New  York  Gastroenterological 
Society,  the  New  York  County  and  State  Medical 
Societies,  and  the  American  Medical  Association. 

John  Arthur  Spengler,  M.D.,  of  Geneva,  died  on 
August  12  at  the  age  of  eighty-one.  Dr.  Spengler 
was  graduated  from  the  University  of  Buffalo, 
School  of  Medicine,  in  1899.  He  is  credited  with 
being  the  first  person  to  make  a colored  photograph 
of  the  human  eye.  A Diplomate  of  the  American 
Board  of  Ophthalmology,  Dr.  Spengler  was  a Fellow 
of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Buffalo  Ophthalmological  So- 
ciety, the  Ontario  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. Dr.  Spengler  was  consulting  ophthalmolo- 
gist at  the  Geneva  General  Hospital. 

Earl  R.  Van  Amburgh,  M.D.,  of  Pine  Bush,  died  at 
his  home  on  August  7 at  the  age  of  fifty-eight.  Dr. 
Van  Amburgh  received  his  medical  degree  from  the 
New  York  Homeopathic  Medical  School  in  1915  and 
had  practiced  medicine  in  Pine  Bush  ever  since.  A 
past-president  of  the  Orange  County  Medical  So- 
ciety, he  had  served  as  health  officer  for  the  Town  of 
Crawford  for  twenty  years  and  was  physician  for  the 
central  school  district.  Dr.  Van  Amburgh  was  a 
member  of  the  Orange  County  and  New  York  State 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 

Charles  Wallace  Webb,  M.D.,  of  Clifton  Springs, 
died  on  July  7 at  the  age  of  seventy-one.  Dr.  Webb 
was  graduated  from  the  Johns  Hopkins  University 
School  of  Medicine  in  1909  and  also  studied  at  the 
University  of  Leipzig.  For  twenty  years,  from  1916 
to  1936,  Dr.  Webb  was  chief  surgeon  at  the  Clifton 
Springs  Sanitarium,  and  from  1936  until  last  year, 
when  he  retired,  he  was  owner  and  manager  of  a 
hospital  at  Newark,  New  York. 
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Clinicians  generally  favor  the  use  of  an  occlusive 
device  supplemented  by  a sperm-immobilizing  agent 
for  optimum  protection.  However,  authoritative 
studies  have  established  that  a high  degree  of  pro- 
tection is  afforded  by  use  of  a jelly  alone— provided 
that  the  jelly  has  rapid  spermatocidal  action  together 
with  adhesive  and  cohesive  properties  sufficient  to 
provide  a dependable  barrier. 

When  dependence  must  be  placed  on  the  “jelly 
alone”  method,  there  is  no  better  product  available 
than  “RAMSES”*  Vaginal  Jellyt  because: 

1.  It  provides  rapid  spermatocidal  action. 

2.  It  possesses  dependable  adhesive  and  cohesive 
properties— will  not  melt  or  run  at  body  temperatures. 

3.  Direct-color  photographs  show  that  it  will  occlude 
the  cervix  for  ten  hours. 

“RAMSES”  Vaginal  Jelly  is  available  in  regular  |Knaj| 
and  large-size  tubes  through  all  pharmacies. 


t Active  ingredients:  Dodecaethyleneglycol 
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State  to  Give  Psychiatric  Aid  to  Hospitals 


ROOSEVELT  Hospital,  New  York  City,  and 
Ellis  Hospital,  Schenectady,  have  been  selected 
by  the  State  for  pilot  experiments  in  providing  direct 
psychiatric  treatment  to  patients  as  part  of  the 
normal  hospital  service,  it  was  announced  recently 
by  Governor  Thomas  E.  Dewey. 

This  new  development  in  treating  physical  illness 
and  mental  or  emotional  unbalance  together  in  a 
regular  hospital  is  a part  of  the  State’s  mental-health 
plan  being  evolved  by  Dr.  Frederick  MacCurdy, 
commissioner  of  mental  hygiene.  The  experiment, 
partially  supported  at  first  by  the  State,  will  be  con- 
ducted through  the  cooperation  of  the  private  hos- 
pitals, and  Dr.  MacCurdy’s  department,  working 
to  determine  the  best  approach  to  an  adequat  e program 
of  bed  and  clinic  care  for  early  mental  illness. 

In  announcing  the  combined  medical-psychiatric 
experiment,  Governor  Dewey  explained  the  purpose 
and  meaning  of  the  departure  in  this  manner: 

“There  is  a large  number  of  patients  in  our  general 
hospitals  suffering  from  personality  disorders  that 
range  all  the  way  from  mild  emotional  disturbances 
to  early  psychoses.  With  few  exceptions,  these 
patients  receive  virtually  no  treatment  other  than 
for  their  physical  ills,  because  hospitals  have  been 


To  Hold  Annual  Hospital 

THE  twenty-eighth  annual  Hospital  Standardiza- 
tion Conference  will  be  held  at  the  Stevens  Hotel 
in  Chicago,  Illinois,  October  17  to  21,  as  a part  of  the 
thirty-fifth  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons,  according  to  an  announcement  by 
Dr.  Malcolm  T.  MacEachern,  associate  director  of 
the  College. 

Several  hundred  hospital  executives  from  the 
United  States,  Canada,  and  a few  other  countries 
are  expected  to  attend. 

The  opening  session  on  Monday,  October  17,  will 
be  a general  assembly  for  surgeons  and  hospital 
representatives,  with  Dr.  Dallas  B.  Phemister  of 
Chicago,  president  of  the  College,  presiding. 

On  Monday  afternoon  there  will  be  a panel  discus- 
sion on  “Standards  of  Professional  Services  for  the 
Good  Care  of  the  Patient  as  Rendered  by:  the 
Radiologist,  the  Pathologist,  the  Anesthesiologist, 
the  Physical  Therapist”;  on  Tuesday  morning  a 
conference  on  “Standards  for  the  Institutional  Care 
of:  Psychiatric  Patients  in  (a)  Mental  Hospitals,  (6) 
General  Hospitals;  Tuberculous  Patients  in  (a) 
Sanatoria,  ( b ) General  Hospitals”;  on  Tuesday 
afternoon  a panel  discussion  on  “The  Medical  Staff 
in  the  Hospital — Relations  and  Responsibilities”; 


unable  to  include  psychiatric  care  as  an  integral  part 
of  medical  service  to  the  patient.” 

In  addition,  he  said,  “there  are  uncounted  numbers 
not  occupying  hospital  beds  who  can  be  helped  by 
psychiatric  treatment  on  an  outpatient  basis.  Early 
diagnosis  and  treatment  of  these  incipient  disorders 
can  often  prevent  the  development  of  serious  psy- 
choses which  would  eventually,  if  unchecked,  require 
commitment  to  one  of  the  State’s  mental  institu- 
tions.” 

Governor  Dewey  explained  that  the  experiment 
will  be  supervised  by  the  five-member  State  Mental 
Health  Commission  created  by  the  1949  Legislature. 
The  $500,000  included  in  the  current  State  budget 
for  the  commission  will  be  used  in  the  projects. 

Aside  from  the  direct,  on-the-spot  psychiatric 
treatment  that  should  result  from  this  program,  it 
will  also  provide  training  for  intern  residents, 
graduate  practicing  physicians,  and  nurses  in  the 
detection  and  treatment  of  emotional  and  mental 
disturbances.  This  type  of  training  has  previously 
not  been  available  to  any  extent  in  general  hospitals. 

The  hospitals  in  the  pilot  experiment  were  care- 
fully selected;  each  has  a 400-bed  capacity,  physi- 
cians in  all  specialties,  and  a large  outpatient  service. 


Standardization  Conference 

on  Tuesday  evening  a conference  for  doctors,  hos- 
pital trustees,  and  administrators,  on  “Understand- 
ing and  Cooperation  from  the  Standpoint  of  the 
Doctor,  the  Trustee,  and  the  Administrator”;  on 
Wednesday  morning  a breakfast  conference  on 
public  relations — a joint  session  for  press  and  radio 
representatives  and  hospital  and  medical  personnel; 
later  on  Wednesday  morning  a discussion  of  “Hos- 
pital Costs  and  Maintenance  of  Standards”;  on 
Wednesday  afternoon  a discussion  of  “Standards  of 
Professional  Services  for  the  Efficient  Care  of  the 
Patient  in  the  Hospital”;  on  Wednesday  evening  a 
discussion  conference  with  the  field  staff  of  the 
American  College  of  Surgeons  on  the  activities  of  the 
College  as  they  affect  hospitals;  on  Thursday  morn- 
ing a breakfast  conference  for  graduates  and  ad- 
ministrative residents  of  university  programs  in 
hospital  administration,  and  course  directors;  later 
on  Thursday  morning  a panel  discussion  of  current 
problems  in  hospitals,  and,  concurrently,  a sym- 
posium on  graduate  training  in  surgery;  on  Thursday 
afternoon  a forum  on  trends  in  hospital  administra- 
tion; on  Thursday  evening  an  open  forum  on  nurs- 
ing; and  on  Friday  demonstrations  in  selected 
Chicago  hospitals. 


Hospitals  Under  Construction  Throughout  State 


NEW  buildings  or  additions  to  existing  structures 
are  planned  and  in  several  cases  already  under 
way  for  hospitals  throughout  New  York  State. 
Among  current  construction  and  planning  are  the 
following: 

Buffalo  State  Hospital — Work  totaling  $6,173,747 
for  the  construction  of  a new  620-bed  medical  and 


surgical  building  and  a new  power  plant  at  Buffalo 
State  Hospital  is  advancing  rapidly,  according  to  a 
joint  announcement  made  today  by  Mr.  Bertram  D. 
Tallamy,  State  superintendent  of  public  works,  and 
Dr.  Frederic  MacCurdy,  State  commissioner  of 
mental  hygiene.  Thus,  Buffalo  State  Hospital  be- 
comes one  of  the  first  of  the  New  York  State’s  27 

[Continued  on  page  2206] 
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Bacitracin-Nasal-C.S.C.  provides  the  antibiotic  proper- 
ties of  bacitracin  and  the  vasoconstrictor  influence  of 
desoxyephedrine  in  an  isotonic  aqueous  vehicle.  It  finds 
frequent  application  in  acute  and  chronic  sinusitis  which 
so  commonly  complicate  coryza.  Bacitracin  destroys 
many  of  the  pathogens  which  flourish  in  the  nasal 
passages  and  accessory  nasal  sinuses  thus  providing  a 
means  of  directly  combating  infections  in  these  struc- 
tures. Desoxyephedrine  by  its  local  vasoconstrictor  ac- 
tion improves  ventilation  and  drainage,  and  enhances 
the  effect  of  the  bacitracin.  Bacitracin-Nasal-C.  S.  C. 
may  be  administered  by  means  of  a nebulizing  spray 
or  by  the  Parkinson  lateral  head  low  position.  Available 
in  }/2  ounce  bottles  on  prescription  at  all  pharmacies. 


When  dispensed  by  the  pharmacist 
each  cc.  of  Bacitracin-Nasal-C.S.C. 
provides:  bacitracin  approximately 
250  units  and  desoxyephedrine 
hydrochloride  2.5  mg.  (0.25%). 
The  solution  is  stable  at  room 
temperature  for  5 to  7 days;  at 
refrigerator  temperature  for  3 to  4 


weeks. 
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mental  institutions  to  benefit  under  the  $72,000,000 
building  program  planned  for  this  year.  Governor 
Thomas  E.  Dewey  has  urged  this  construction  to 
facilitate  the  care  and  treatment  of  the  98,000 
patients  being  cared  for  in  crowded  State  institu- 
tions. 

The  new  hospital  building  will  provide  the  insti- 
tution with  space  for  an  additional  620  beds.  It  will 
also  house  a complete  laboratory  and  the  best 
modern  hospital  equipment  which  will  greatly 
facilitate  the  care  and  treatment  of  the  2,700  resident 
patients  at  Buffalo  State  Hospital.  At  the  present 
time  supervision  is  also  given  360  convalescent  status 
patients,  and  an  additional  60  are  receiving  family 
home  care.  Hospitalization  of  medical  and  surgical 
cases  in  the  new  unit  will  facilitate  the  administra- 
tion of  complete  medical  care  provided  for  all 
patients  in  addition  to  the  special  therapies  for 
mental  disorders. 

United  States  Naval  Hospital,  Queens — The  cor- 
nerstone for  the  new  $15,000,000  permanent  United 
States  Naval  Hospital  at  St.  Albans,  Queens,  was 
laid  on  July  28.  When  completed  in  1951  the  hos- 
pital will  have  a capacity  of  600  and  will  be  used 
jointly  by  the  Army,  Navy,  and  Air  Force. 


Roosevelt  Hospital,  New  York  City — A new 
emergency  wing  of  Roosevelt  Hospital,  called  the  Di. 
James  I.  Russell  Memorial  Building,  was  officially 
opened  in  July.  The  new  wing  was  named  for  Dr 
Russell,  former  chief  of  surgery  at  the  hospital,  who 
died  in  1944  after  forty  years  of  service  at  Roosevelt 
Hospital. 

Central  Suffolk  Hospital,  Riverhead — Ground  was 
broken  in  August  for  the  58-bed  Central  Suffolk 
Hospital,  a two-story  building  to  cost  $660,000. 

Southside  Hospital,  Bay  Shore — Ground  was 
broken  August  8 for  two  additional  wings  to  South- 
side  Hospital,  to  cost  $890,000.  The  additions  will 
comprise  a one-story  x-ray  wing  and  a three-story 
wing  with  a main  kitchen,  four  operating  rooms,  six 
semiprivate  rooms,  staff  quarters,  and  nurses  and 
doctors’  lounge. 

St.  Mary’s  Hospital  for  Children,  Queens — Plans 
for  a new  building  for  St.  Mary’s  Hospital  for  Chil- 
dren were  filed  in  August,  with  construction  expected 
to  commence  this  month.  The  new  building  will  in- 
clude the  customary  hospital  facilities,  a chapel  and 
cloister,  nurses’  quarters,  and  a complete  children’s 
school. 


NEWS  NOTES 


A course  in  postgraduate  training  in  orthopedic 
surgery  will  be  offered  for  physicians  at  the  Hospital 
for  Joint  Diseases,  New  York  City,  in  affiliation  with 
the  Columbia  University  College  of  Physicians  and 
Surgeons,  beginning  October  6.  Applications  for 
registration  should  be  made  to  the  office  of  the 
assistant  dean  of  graduate  medicine  at  the  college. 


Dr.  Claude  W.  Munger,  former  director  of  St. 
Luke’s  Hospital,  New  York  City,  is  the  recipient  of 
the  1949  Award  of  Merit  of  the  American  Hospital 
Association.  The  citation  presented  to  him  reads: 
“Claude  Worrell  Munger,  eminent  administrator 
and  counsel  whose  energy  and  wisdom  have  im- 
measurably advanced  education  and  standards  of 
hospital  administration  and  whose  selfless  leadership 
of  hospitals,  health  organizations,  and  the  American 
Hospital  Association  has  benefited  all  the  people.” 
Dr.  Munger,  who  retired  last  year  as  director  of 
St.  Luke’s  Hospital  because  of  ill  health,  is  a former 
president  and  trustee  of  the  American  Hospital 
Association  and  a former  president  of  the  American 
College  of  Hospital  Administrators. 


Dr.  Joseph  Rosenstein,  radiologist  at  the  VA  hospi- 
tal in  Sunmount,  has  been  appointed  as  consultant 
and  supervisor  of  the  x-ray  department  of  the  Alice 
Hyde  Hospital,  Malone. 


Dr.  Emanuel  Salzman,  formerly  of  New  York 
City,  has  been  appointed  director  of  radiology  at  the 
Denver  General  Hospital,  Denver,  Colorado,  effec- 
tive September  15. 


Dr.  Samuel  Monash,  New  York  City,  has  been 
appointed  assistant  visiting  dermatologist,  and 


syphilologist  at  the  Metropolitan  Hospital,  New 
York  City. 


Dr.  Rustin  McIntosh  has  been  elected  president  of 
the  medical  board  of  the  Presbyterian  Hospital,  New 
York  City,  according  to  an  announcement  from  Mr. 
Charles  P.  Cooper,  hospital  president.  Dr.  Howard 
C.  Taylor,  Jr.,  was  elected  vice-president  of  the 
board.  The  retiring  board  president  is  Dr.  George  F. 
Cahill,  w ho  has  served  for  the  past  three  years. 


Dr.  Roy  W.  Bury  was  elected  president  of  the 
medical  staff  of  Mercy  General  Hospital,  Tupper 
Lake,  at  the  annual  meeting  held  in  June.  Elected 
to  serve  with  him  were  Dr.  Reta  Morse,  Tupper 
Lake,  vice-president,  and  Dr.  Morrison  J.  Hosley, 
Long  Lake,  secretary-treasurer. 

A statistical  report  for  the  year  1948  showed  total 
admissions  to  be  1,043,  including  204  newborn,  and 
total  patient  days  to  be  8,281,  including  newborn. 


Dr.  Alexander  Krasnitz,  formerly  assistant  medi- 
cal director  at  Newcomb  Chest  Hospital,  Newr  Lis- 
bon, has  assumed  his  duties  as  superintendent  of  the 
Odell  Memorial  Sanatorium,  Newrburgh. 


Dr.  James  H.  Gray,  Jr.,  of  Friendship,  has  been 
appointed  to  the  staff  of  the  Cuba  Memorial  Hos- 
pital, Cuba,  and  to  the  courtesy  staff  of  the  Olean 
General  Hospital,  Olean. 


During  the  year  ending  July  1,  1950,  the  Long 
Island  College  Hospital,  Brooklyn,  will  have  a ratio 
of  one  doctor  in  residence  for  every  seven  hospital 

[Continued  on  page  2208] 
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The  sound  and  wholesome  nutritious 
diet  is  an  integral  part  of  modern  day 
preventive  and  definitive  therapy.  A 
steady  stream  of  adequate  amounts  of  all 
the  essential  nutritional  elements  is  vital 
for  good  growth,  maintenance  of  tissue 
structure  and  functioning,  healing  after 
trauma,  and  resistance  to  infection.  For 
maintaining  this  daily,  steady  stream  of 
nutrients,  however,  conditions  both  in 
health  and  illness  often  make  imperative 
the  use  of  an  efficient  food  supplement 
along  with  the  diet. 

The  multiple  dietary  food  supplement 
Ovaltine  in  milk  has  wide  usefulness  for 
enhancing  to  full  adequacy  even  nutri- 
tionally poor.diets.  Its  rich  store  of  vita- 


mins and  minerals  includes  vitamins  A 
and  D,  ascorbic  acid,  thiamine,  ribo- 
flavin and  niacin,  and  calcium,  iron  and 
phosphorus.  Its  nutritionally  complete 
protein  has  excellent  biologic  rating. 

Since  these  vital  nutritional  values 
along  with  carbohydrate  and  easily  emul- 
sifiable  milk  fat  are  incorporated  in  liquid 
suspension  or  solution,  Ovaltine  in  milk 
is  also  especially  adapted  to  liquid  diets. 
The  highly  satisfying  flavor  makes  for  its 
ready  acceptability  when  foods  are  often 
distasteful. 

The  important  overall  nutrient  con- 
tribution of  three  glassfuls  of  Ovaltine 
mixed  with  milk  is  presented  in  the 
accompanying  table. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Three  servings  of  Ovaltine,  each  made  of  Vi  oz.  of 
Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

676 

VITAMIN  A 

3000  I.U. 

PROTEIN 

32  Gm. 

VITAMIN  Bi 

1.16  mg. 

FAT 

32  Gm. 

RIBOFLAVIN 

CARBOHYDRATE 

65  Gm. 

NIACIN 

6.8  mg. 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

30  0 mg. 

PHOSPHORUS  

0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON  

12  mg. 

COPPER 

0.5  mg. 

*Based  on  average  reported  values  for  milk. 


Two  kinds,  Plain  and  Chocolate  Flavored.  Serving  for 
serving,  they  are  virtually  identical  in  nutritional  content. 
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beds,  Mr.  Carroll  J.  Dickson,  president  of  the  board 
of  regents,  has  announced.  By  that  time  the  hos- 
pital will  have  a house  staff  of  fifty-four  doctors. 


Dr.  E.  Willis  Hainlen,  formerly  assistant  director 
at  Mt.  Morris  Tuberculosis  Hospital,  has  been  ap- 
pointed to  the  position  of  director  at  Broadacres, 
formerly  Oneida  County  Sanatorium,  in  Utica. 


Two  new  assistant  resident  physicians  have  begun 
a year’s  resident  service  in  psychiatry  at  the  New 
York  Hospital — Westchester  Division,  White  Plains, 
Dr.  James  H.  Wall  announced  recently.  They  are 
Dr.  Robert  Leroy  Nelson,  University  of  Colorado 
Medical  School,  and  Dr.  Warren  Arthur  Mann, 
University  of  Illinois  Medical  School,  both  of  whom 
served  their  internship  at  the  White  Plains  Hospital. 


Dr.  Benjamin  W.  Mandelstam,  executive  director 
of  the  Nathan  Littauer  Hospital,  Gloversville,  has 
resigned  his  position  to  become  administrator  of  the 
new  200-bed  Mount  Sinai  Hospital  in  Minneapolis, 
Minnesota. 


Eighteen  resident  physicians  and  interns  have 
been  appointed  to  the  staff  of  Ellis  Hospital, 
Schenectady,  it  was  announced  recently  by  Dr. 
James  E.  Fish,  hospital  director.  Residents  ap- 
pointed are:  Dr.  Hillis  J.  Evans,  Dr.  Glen  Cooley, 
Dr.  Robert  Breault,  Dr.  Richard  H.  Lange,  Dr. 
Dominic  Cirincione,  Dr.  Arthur  W.  Adams,  Dr. 
Daniel  J.  Rourke,  Dr.  Robert  J.  Carpenter,  Dr.  Ed- 
mund Fitzgibbons,  Dr.  Ruth  Marz,  and  Dr.  Edward 
Auringer. 

Appointed  interns  were:  Dr.  Ann  Anderson,  Dr. 
Janis  Best,  Dr.  Margaret  A.  Krikker,  Dr.  Arthur  Y. 
McEvoy,  Dr.  James  Y.  Purcell,  Dr.  James  A. 
Robertson,  and  Dr.  Peter  Terzian. 


An  extensive  program  for  the  diagnosis  and  treat- 
ment of  cerebral  palsy  patients  will  be  started  this 
fall  in  the  new  medical  center  of  the  Jewish  Sani- 
tarium and  Hospital  for  Chronic  Diseases,  of  Brook- 
lyn, Mr.  Isaac  Albert,  hospital  president,  announced  f 
recently.  One  of  the  features  of  the  new  center  will 
be  an  outpatient  department  offering  care  and  treat-  t 
ment  for  those  who  do  not  require  custodial  care. 


Two-way  radios  will  be  used  on  an  experimental 
basis  in  certain  New  York  City  ambulances,  accord- 
ing to  plans  announced  by  Dr.  Marcus  D.  Kogel, 
City  commissioner  of  hospitals.  The  system  is  being 
tested  in  an  effort  to  speed  up  the  service  of  the  35 
emergency  ambulances  in  the  city  and  to  reduce  the 
time  between  the  moment  of  accident  and  the  recep- 
tion of  the  patient  in  a hospital. 


The  U.S.  Army’s  Totten  General  Hospital  at  Fort 
Totten,  Bayside,  Queens,  went  out  of  existence  in 
July.  Since  its  establishment  in  November,  1947, 
it  handled  3,300  bed  patients  and  40,000  outpatients. 


Dr.  Marcus  D.  Kogel,  New  York  City  commis- 
sioner of  hospitals,  has  announced  the  arrangement  of 
a teaching  affiliation  in  the  field  of  pulmonary  dis- 
eases between  Seton  Hospital,  the  Bronx,  and  the 
New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals.  Graduate  training  will  be  undertaken  at  N 
first,  and  later  undergraduate  instruction  may  be 
added. 


The  new  St.  Clare’s  Hospital,  in  Schenectady,  was 
dedicated  at  ceremonies  held  on  August  12,  with  the 
Most  Reverend  Edmund  F.  Gibbons,  bishop  of  the 
Albany  Catholic  diocese,  as  dedication  speaker. 
The  200-bed  hospital  was  started  in  October,  1846, 
and  was  to  be  ready  for  its  first  patients  on  Septem- 
ber 1 of  this  year. 


BRITONS  APPLAUD  SOCIALIZED  MEDICINE 

Most  Britons  aren’t  particularly  concerned  about 
the  kind  of  medical  care  they  get  as  long  as  they 
get  something,  writes  William  Alan  Richardson 
in  the  August  issue  of  Medical  Economics,  national 
business  magazine  for  physicians. 

Mr.  Richardson  recently  spent  a month  in  Britain 
studying  the  National  Health  Service.  He  inter- 
viewed patients  throughout  England,  Scotland,  and 
Wales. 

“Many  have  never  known  what  first-class  medical 
care  is,”  he  says.  “Under  the  old  ‘panel’  system, 
workers  earning  less  than  11,680  per  year — about 
40  per  cent  of  the  population — had  been  getting 
medical  service  free  for  the  past  four  decades. 

“About  seven  persons  out  of  eight  consider  the 
National  Health  Service  ‘good’  or  ‘good  in  part,’ 
and  they  rejoice  because  the  doctor  is  now  ‘free.’ 


Obviously,  medical  care  in  Britain  isn’t  free.  But 
the  patient  tends  to  think  it  is  because  his  direct 
contribution  is  so  modest  (less  than  a dollar  a 
week).” 

However,  there  is  dissatisfaction  among  the  people 
at  having  to  queue  up  for  hours  to  see  a doctor. 
Sometimes  they  wait  as  long  as  two  years  for  a 
tonsillectomy.  Mr.  Richardson  also  found  resent- 
ment at  the  fact  that  foreigners  are  treated  free 
under  the  National  Health  scheme  and  that  prom- 
ised strides  in  preventive  medicine  have  been  slow 
in  forthcoming. 

“Only  when  the  people  realize  the  impossible 
cost  and  the  basic  unsoundness  of  their  socialized 
health  scheme,”  he  adds,  “will  the  end  of  state 
medicine  in  Great  Britain  be  a reasonable  expecta- 
tion.” 
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Medical  Center  Announces  Plans  for  Year 


A BUDGET  of  $804,000,  including  the  initial  ex- 
penditure from  the  $8,000,000  Kress  Foundation 
grant,  has  been  authorized  for  the  first  year’s  opera- 
tion of  the  Post-Graduate  Medical  School  as  a unit 
of  the  New  York  University-Bellevue  Medical 
Center,  Dean  Robert  Boggs  announced  recently. 

The  school  was  formed  last  November  through  a 
merger  of  the  Post-Graduate  Division  of  N.  Y.  U.’s 
College  of  Medicine  and  the  New  York  Post-Gradu- 
ate Medical  School.  In  January,  the  Kress  Founda- 
tion, established  by  Samuel  H.  Kress,  made  the 
grant  to  promote  a wide  program  of  postgraduate 
medical  education. 

The  new  budget  is  more  than  double  last  year’s, 
Dr.  Boggs  said.  About  half  of  the  expenditure  will 
be  financed  from  the  grant.  The  remainder  will  come 
from  student  fees  and  other  sources. 

A greatly  expanded  teaching  program  has  been 
established,  Dr.  Boggs  said.  One  of  the  most  im- 
portant changes  is  an  affiliation  with  the  Fourth  Di- 
vision of  Bellevue  Hospital.  Dr.  Boggs  said  that  the 
school  would  have  exclusive  use  of  the  fourth  di- 
vision for  teaching  purposes  and  that  faculty  mem- 


bers would  be  responsible  for  the  care  of  patients 
there. 

This  move  makes  all  four  sections  of  Bellevue 
integral  parts  of  university  medical  schools,  for  the 
first  time.  At  present  Columbia  University  is  as- 
signed to  the  first  division,  Cornell  University  to  the 
second,  and  the  N.  Y.  U.  College  of  Medicine  to  the 
third. 

The  school  also  is  affiliated  with  seventeen  hos- 
pitals, including  nine  in  the  N.  Y.  U.-Bellevue 
Medical  Center  Regional  Hospital  Plan.  Two 
municipal  hospitals  will  be  used  this  year  for  the  first 
time.  Willard  Parker,  a contagious  disease  hospital, 
will  be  used  for  tuberculosis  training  and  Gouver- 
neur  for  training  in  obstetrics  and  gynecology. 

The  teaching  staff  and  the  school’s  twenty-three 
departments  have  been  completely  reorganized,  the 
dean  said.  A separate  Department  of  Anesthesi- 
ology has  been  established  under  the  direction  of  Dr. 
Emery  A.  Rovenstine.  The  212  courses  range  in 
length  from  one  week  to  three  years  and  cover  the 
entire  field  of  graduate  and  postgraduate  medical 
training. 


International  College  of  Surgeons  Plans  Meeting 


THE  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  fourteenth  annual 
assembly  and  convocation  in  Atlantic  City,  New 
Jersey,  November  8 through  12,  1949,  according  to 
Custis  Lee  Hall,  M.D.,  Washington,  D.C.,  president 
of  the  Chapter. 

Some  sixty  eminent  surgeons  from  the  United 
States  and  abroad  will  present  papers  in  the  scien- 
tific sessions  at  Atlantic  City,  covering  subjects  in 
the  fields  of  general  surgery;  eye,  ear,  nose,  and 
throat  surgery;  gynecology  and  obstetrics;  urology; 
orthopedic,  thoracic,  plastic,  and  neurologic  sur- 
gery. Extensive  technical  and  scientific  exhibits 
will  be  presented  throughout  the  assembly  by  lead- 
ing manufacturers  of  surgical  instruments,  x-ray 
apparatus,  operating  room  and  hospital  equipment, 
pharmaceuticals  and  others,  Dr.  Hall  said. 

Arnold  S.  Jackson,  M.D.,  secretary  of  the  United 
States  Chapter,  has  reported  from  the  College  head- 
quarters in  Chicago  that  over  500  surgeons  will  be 
received  as  Associate  Fellows  and  Fellows  of  the  In- 


ternational College  at  the  colorful  convocation 
ceremonies  to  be  held  in  Convention  Hall,  Atlantic 
City,  on  November  10. 

Among  the  famous  surgeons  who  will  participate  i 
in  the  program  are:  Alfred  Adson,  M.D.,  Rochester, 
Minnesota;  W.  Wayne  Babcock,  M.D.,  Phila- 
delphia, Pennsylvania;  Paul  Banzet,  M.D.,  Paris, 
France;  John  Garlock,  M.D.,  New  York  City, 
Raymond  McNealy,  M.D.,  Chicago,  Illinois;  Henry  i 
Meyerding,  M.D.,  Rochester,  Minnesota;  Richard 
W.  TeLinde,  M.D.,  Baltimore,  Maryland,  and  Max 
Thorek,  M.D.,  Chicago,  Illinois. 

Special  surgical  clinics  will  be  held  on  Monday, 
November  7,  in  Philadelphia  hospitals. 

All  doctors  of  medicine  interested  in  surgery  and 
its  advancement  are  invited  to  attend,  and  can  ob- 
tain a program  upon  request  to  Arnold  S.  Jackson,  | 
M.D.,  secretary,  1516  Lake  Shore  Drive,  Chicago,  I 
Illinois.  For  hotel  reservations,  contact  David  B.  i 
Allman,  M.D.,  general  chairman  of  the  assembly, 
Haddon  Hall,  Atlantic  City,  New  Jersey. 


MEDICALLY  SPEAKING— 


Macy  Fund  Gift  for  WHO — A grant  of  $45,000 
has  been  made  by  the  Josiah  Macy,  Jr.,  Foundation 
to  the  World  Federation  for  Mental  Health  to  en- 
able it  to  help  the  World  Health  Organization  carry 
out  the  mental  health  program  adopted  recently  in 
Rome.  Dr.  Frank  Fremont-Smith,  medical  director 
of  the  Foundation,  explained  that  the  grant  would  be 
given  over  a period  of  three  years.  For  the  first  year 
$15,000  will  be  given  unconditionally.  The  grants 
for  the  other  two  years  will  be  on  condition  that  the 
Federation  itself  raise  at  least  $60,000  a year  from 
other  sources.  The  Federation  estimates  it  needs 


$120,000  annually  to  set  up  offices  in  Geneva  and 
arrange  meetings  of  its  members. 

Officers  Elected — The  officers  for  the  coming 
year  of  the  New  York  Society  for  Clinical  Ophthal- 
mology are:  Dr.  Sidney  A.  Fox,  president;  Dr. 

Samuel  Gartner,  vice-president;  Dr.  Bernard 
Kronenberg,  recording  secretary;  Dr.  Leon  H. 
Ehrlich,  corresponding  secretary;  Dr.  Edward 
Saskin,  treasurer,  and  Dr.  Howard  Agatson,  li- 
brarian. The  retiring  president  is  Dr.  Benjamin 
Esterman,  who  was  elected  to  the  advisory  council. 

[Continued  on  page  2212] 
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Training  Course  for  Cerebral  Palsy  Counselors — 

To  help  meet  the  employment  problems  of  the 
cerebral  palsied  and  other  severely  handicapped,  a 
special  training  course  for  employment  and  place- 
ment counselors  will  be  held  November  7 to  De- 
cember 7,  1949,  in  New  York  City,  under  the  joint 
sponsorship  of  the  National  Society  for  Crippled 
Children  and  Adults  and  Alpha  Gamma  Delta,  in- 
ternational women’s  fraternity.  The  course  will  be 
held  at  the  Institute  of  Rehabilitation  and  Physical 
Medicine,  Bellevue  Hospital,  under  the  auspices  of 
the  New  York  University  School  of  Medicine.  Six 
hours  of  graduate  academic  credit  will  be  offered  by 
the  School  of  Education  for  successful  completion  of 
the  course. 

Applications  and  further  information  may  be  ob- 
tained from  the  National  Personnel  Registry  and 
Employment  Service  of  the  National  Society  for 
Crippled  Children  and  Adults,  11  South  LaSalle 
Street,  Chicago  3,  Illinois. 


Postgraduate  Course  in  Diseases  of  the  Chest — 

Sponsored  by  the  Council  on  Postgraduate  Medical 
Education  and  the  New  York  State  Chapter  of  the 
American  College  of  Chest  Physicians,  with  the  co- 
operation of  members  of  the  staffs  of  New  York  City 
medical  schools  and  hospitals,  a postgraduate 
course  in  diseases  of  the  chest  will  be  held  November 
14  through  18,  1949,  at  the  Hotel  New  Yorker,  New 
York  City.  Dr.  Edgar  Mayer  is  chairman  of  the 
program,  with  Dr.  Frank  R.  Ferlaino  acting  as 
secretary.  Dr.  J.  Winthrop  Peabody  is  chairman  of 
the  Council  on  Postgraduate  Medical  Education. 
Morning  and  afternoon  sessions  will  be  held  each 
day,  with  one  evening  meeting,  a motion  picture 
session,  on  Tuesday,  November  15. 

Speakers  at  the  luncheons  each  day  will  include: 
November  14 — Dr.  J.  Winthrop  Peabody,  professor 
of  diseases  of  the  respiratory  system,  Georgetown 
University  Medical  School,  Washington,  D.C.; 
November  15 — Dr.  J.  Burns  Amberson,  professor  of 
medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University;  November  16 — Dr.  Herman 
E.  Hilleboe,  New  York  State  Commissioner  of 
Health;  November  17 — Dr.  Howard  A.  Rusk, 
director,  Institute  of  Rehabilitation  and  Physical 
Medicine,  Bellevue  Hospital,  and  November  18 — a 
round  table  discussion  on  “Compensation  Problems 
in  Pulmonary  Occupational  Diseases  in  New  York 
State,”  with  Dr.  Edgar  Mayer,  Dr.  Anthony  J. 
Lanza,  and  Mr.  Henry  Sayer  participating. 

Registrants  may  enroll  with  the  American  College 
of  Chest  Physicians,  500  North  Dearborn  Street, 
Chicago  10,  Illinois. 


Postgraduate  Courses  at  Mount  Sinai  Hospital— 

The  Mount  Sinai  Hospital,  New  York  City,  in 
affiliation  with  Columbia  University,  is  offering  full- 
time and  part-time  postgraduate  courses  for  prac- 
ticing physicians,  commencing  September  15.  A 
symposium  on  internal  medicine  will  be  given 
October  4 to  December  7,  1949,  and  will  be  re- 
peated January  23  to  March  28,  1950.  This  sym- 
posium may  be  taken  in  its  entirety,  or  one  or  more 
of  its  ten  courses  may  be  taken  separately.  The  sub- 
jects included  are:  cardiovascular  diseases,  gastro- 
intestinal diseases,  diseases  of  the  chest,  kidney,  and 
liver,  endocrinologic  diseases,  venereal  and  skin 
diseases,  hematology,  and  allergy. 


For  information  concerning  the  symposium  and 
other  courses,  apply  to  the  Registrar  for  Medical 
Instruction,  Mount  Sinai  Hospital,  Fifth  Avenue 
and  100th  Street,  New  York  29,  New  York. 


Postgraduate  Training  in  Anesthesiology — The 

New  York  State  Society  of  Anesthesiologists,  in  co- 
operation with  the  American  Society  of  Anesthesi- 
ologists, is  offering  postgraduate  training  in  anes- 
thesiology to  any  physician  in  New  York  State  who 
is  engaged  in  full-  or  part-time  practice  of  anesthesi- 
ology. Instruction  is  individualized  and  informal 
and  will  cover  fundamental  aspects  of  clinical  prac- 
tice. Training  will  be  given  in  or  close  to  the  appli- 
cant’s own  community  on  a flexible  time  schedule. 
There  is  no  tuition  fee.  Interested  physicians  may 
write  to  Dr.  S.  G.  Hersey,  New  York  State  Society  of 
Anesthesiologists,  745  Fifth  Avenue,  New  York 
City. 


Researchers  Promoted — The  board  of  scientific 
directors  of  the  Rockefeller  Institute  for  Medical  Re- 
search, New  York  City,  has  announced  the  promo- 
tion of  Dr.  Lyman  C.  Craig,  Dr.  Moses  Kunitz,  Dr. 
David  P.  C.  Lloyd,  and  Dr.  Lewis  G.  Longworth 
from  associate  member  to  member.  Dr.  Vincent  P. 
Dole,  Jr.,  Dr.  Henry  G.  Kunkel,  Dr.  Stanford  Moore, 
and  Dr.  William  H.  Stein  have  been  promoted  from 
associate  to  associate  member.  Dr.  Harold  S.  Gins- 
berg and  Dr.  James  R.  Weisiger  have  been  promoted 
from  assistant  to  associate. 

New  assistants  are:  Dr.  Vincent  Allfrey,  Dr.  Al- 
fred M.  Bongiovanni,  Dr.  Yves  F.  M.  Laporte,  Dr. 
Karl  Maramorosch,  Dr.  Robert  B.  Merrifield,  Dr. 
Herbert  Stern,  and  Dr.  Igor  Tamm.  The  retirement 
of  Dr.  Walter  A.  Jacobs  and  Dr.  Louis  O.  Kunkel 
has  been  announced. 


For  Physicians  Practicing  in  New  York  City — 
From  time  to  time  patients  who  do  not  have  their 
own  private  physician  ask  the  City  Department  of 
Health  to  refer  them  to  practitioners  regarding  vene- 
real disease  problems.  The  Department  of  Health 
maintains  lists  of  names,  submitted  by  the  county 
medical  societies,  of  physicians  willing  to  treat 
venereal  disease  patients  at  moderate  fees.  Persons 
inquiring  at  the  Health  Department  are  given  the 
names  of  five  physicians  in  any  neighborhood 
designated  by  them.  The  final  selection  of  a physi- 
cian is  made  by  the  applicant.  To  be  listed  on  this 
panel,  write  to  the  secretary  of  your  county  medical 
society.  It  is  not  necessary  to  be  a member  of  the 
society  to  be  placed  on  the  list.  Physicians  em- 
ployed by  the  Health  Department  are  ineligible  for 
listing. 


Graduate  Fortnight  of  the  New  York  Academy  of 
Medicine — The  twenty-second  graduate  fortnight 
of  the  New  York  Academy  of  Medicine  will  be  held 
from  October  10  to  21,  1949,  with  “Advances  in 
Diagnostic  Methods”  as  the  topic.  The  program  will 
include  morning  panel  discussions,  afternoon  hos- 
pital clinics, ‘evening  addresses,  scientific  exhibits, 
and  demonstrations.  Dr.  Benjamin  P.  Watson, 
president  of  the  New  York  Academy  of  Medicine, 
will  give  the  opening  address  at  the  October  10 
evening  session. 

[Continued  on  page  2214] 
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Topics  for  the  evening  sessions  will  include:  Octo- 
ber 10 — “Present  and  Prospective  Diagnostic  Uses 
of  Radioactive  Isotopes”;  October  11 — “Elec- 
trolytes and  Electrocardiography”;  October  12 — 
“Cardiac  Disorders”;  October  13 — “Renal  Dis- 
orders”; October  14 — “Liver  Disease”;  October 
17 — “Hematologic  Disorders”;  October  18 — “Diag- 
nostic Cell-Staining  Reactions”;  October  19 — 
“Gastroenterologic  Disorders”;  October  20 — “Neu- 
ropsychiatric Disorders,”  and  October  21 — “Bac- 
terial and  Virus  Infections.” 

Morning  panel  discussions  will  include:  October 
11 — “Arterial  Hypertension”;  October  14 — “Dis- 
orders of  the  Heart”;  October  18 — “Nutritional 
Disease,”  and  October  21 — “Disorders  of  the  Liver.” 
Hospital  clinics,  to  be  held  from  2:00  to  5:00 
p.m.,  will  be  as  follows:  October  10 — Beth  Israel 


Hospital  and  Jewish  Hospital  of  Brooklyn;  October 
11 — Roosevelt  Hospital  and  St.  Luke’s  Hospital: 
October  12 — Montefiore  Hospital  and  Veterans  Ad- 
ministration Hospital,  the  Bronx;  October  13 — 
Morrisania  City  Hospital  and  New  York  Polyclinic 
Hospital;  October  14 — Flower  and  Fifth  Avenu 
Hospitals  and  St.  Vincent’s  Hospital;  October  17 — 
Hospital  for  Joint  Diseases  and  Lenox  Hill  Hospital : 
October  18 — Bellevue  Hospital  and  University 
Hospital-Bellevue  Medical  Center;  October  19 — 
Memorial  Hospital  and  Columbia-Presbyterian 
Medical  Center;  October  20 — Mount  Sinai  Hospital 
and  New  York  Hospital,  and  October  21 — Hospital 
for  Special  Surgery  and  Woman’s  Hospital. 

Registration  cards  may  be  obtained  from  the 
New  York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City.  The  program  has  been  ar- 
ranged by  the  Committee  on  Medical  Education. 


MEETINGS 

PAST 


Cancer  Teaching  Day 

A Cancer  Teaching  Day,  presented  under  the 
auspices  of  the  Otsego  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  the  Sixth 
District  Branch,  the  Oneonta  District  Office  of  the 
New  York  State  Department  of  Health,  and  the 
State  Department  of  Health  Bureau  of  Cancer  Con- 
trol, was  held  September  14,  1949,  at  the  Homer 
Folks  Tuberculosis  Hospital,  in  Oneonta. 

Chairman  of  the  meet  ing  was  Dr.  LeRoy  S.  House, 
president  of  the  Tumor  Clinic  Association  of  New 
York  State.  A welcome  was  given  by  Dr.  Ralph 
Horton,  director  of  the  Homer  Folks  Tuberculosis 
Hospital.  Papers  presented  at  the  afternoon  ses- 
sion were:  Dr.  Adrian  A.  Ehler,  associate  professor 
of  surgery  (thoracic  surgery),  Albany  Medical  Col- 
lege, “Tumors  of  the  Lung  and  Mediastinum”;  Dr. 
William  H.  Wehr,  Roswell  Park  Memorial  Institute, 


Buffalo,  “Cancer  of  the  Breast,”  and  Dr.  Forrest 
Young,  associate  professor  of  surgery  (plastic  sur- 
gery), University  of  Rochester  School  of  Medicine 
and  Dentistry,  “Radical  Surgery  of  Cancer  of  the 
Skin.” 

Chairman  of  the  evening  meeting  was  Dr.  Otto  D. 
Sahler.  Papers  were  presented  by  Dr.  Albert  F.  R. 
Andresen,  professor  of  clinical  medicine,  Long 
Island  College  of  Medicine,  Brooklyn,  “Gastroin- 
testinal Cancer,”  and  Dr.  Arthur  j.  Wallingford, 
professor  of  gynecology,  Albany  Medical  College, 
“Cancer  of  the  Uterus.” 

Members  of  the  program  committee  were:  Dr. 
Edwin  V.  Olmstead,  Dr.  James  Bordley,  and  Dr. 
Edward  J.  Keegan.  Members  of  the  cancer  com- 
mittee are:  Dr.  John  M.  Constantine,  Dr.  LeRoy  S. 
House,  and  Dr.  Clinton  V.  Hawn. 


FUTURE 


Geneva  Academy  of  Medicine 

A program  of  postgraduate  instruction,  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  State  Society  in  cooperation  with 
the  State  Department  of  Health,  will  be  presented 
for  the  Geneva  Academy  of  Medicine  on  Monday, 
September  19,  at  8:30  p.m.  at  the  Belhurst  Restaur- 
ant in  Geneva. 

Dr.  Joe  M.  Howland,  chief  of  the  Division  of 
Medical  Services  of  the  Atomic  Energy  Commission 
Project,  University  of  Rochester  School  of  Medicine 
and  Dentistry,  Rochester,  will  present  a paper  on 
“Current  Developments  in  the  Use  of  Radioactive 
Materials  for  Medical  Purposes.” 

National  Institutes  of  Health 

A “Symposium  on  Brucellosis,”  sponsored  jointly 
by  the  National  Institutes  of  Health,  Bureau  of 
Animal  Industry,  and  the  National  Research  Coun- 
cil, will  be  held  on  September  22  and  23,  1949,  in 
Wilson  Hall,  National  Institutes  of  Health, 
Bethesda,  Maryland.  There  will  be  morning  and 
afternoon  sessions  on  both  days,  and  an  evening 
session  on  September  22. 


University  of  Illinois  College  of  Medicine 

A “Symposium  on  Plasma  Proteins”  will  be  given 
under  the  auspices  of  the  University  of  Illinois  Col- 
lege of  Medicine  and  sponsored  by  the  Robert  Gould 
Research  Foundation  on  Friday  and  Saturday, 
September  23  and  24,  Chicago,  Illinois.  Sixteen 
speakers  will  present  various  aspects  of  the  plasma 
proteins,  including  formation,  fractionation,  im- 
munologic and  endocrine  relationships,  hypopro- 
teinemia,  relation  to  edema,  isotope  tracer  studies, 
relation  to  the  liver,  and  related  subjects.  Among 
the  speakers  are  Dr.  David  Shemin  and  Dr.  Irving 
M.  London,  of  Columbia  University. 

World  Medical  Association 
The  General  Assembly  of  the  World  Medical 
Association  will  be  held  October  10  to  15,  1949,  at 
the  British  Medical  Association  House,  Tavistock 
Square,  London,  England,  according  to  an  announce- 
ment from  Dr.  Louis  H.  Bauer,  secretary  general. 

National  Gastroenterological  Association 

The  fourteenth  scientific  session  of  the  National 
Gastroenterological  Association  will  be  held  October 
[Continued  on  page  2216] 
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24  to  26,  1949,  in  Boston,  Massachusetts.  Guest 
speaker  at  the  banquet  to  be  held  on  October  25  will 
be  Lord  Alfred  Webb-Johnson,  president  of  the  Royal 
College  of  Surgeons,  London,  England.  At  the 
banquet  the  winner  of  the  Association’s  1949  prize 


award  contest  for  the  best  unpublished  contribution 
on  gastroenterology  or  an  allied  subject  will  receive 
a prize  of  $100  and  a certificate  of  merit. 

Further  information  may  be  obtained  from  the 
secretary,  National  Gastroenterological  Association, 
1819  Broadway,  New  York  23,  New  York. 


PERSONALITIES 


Honored 

The  late  Dr.  Edward  Cussler,  of  Catskill,  by  the 
endowment  of  a memorial  bed  at  the  New  York 
Hospital,  which  he  served  for  over  forty  years.  . . 
Dr.  Everett  A-  Gladman,  of  Fulton,  by  the  Oswego 
County  Medical  Society  and  friends,  with  a banquet 
and  gift  marking  his  fiftieth  year  of  practice.  . . . 
Dr.  Ray  W.  Kimball,  of  Rochester,  at  a dinner  given 
by  four  hundred  members  of  the  medical  profession, 
patients,  and  former  patients,  in  tribute  for  his 
services  during  forty-two  years  of  practice. 

Dr.  Austin  J.  Stillson,  of  Windsor,  at  a community 
testimonial  and  dinner  on  June  29  at  Ansco  Lake, 
held  on  Dr.  Stillson’s  seventieth  birthday  as  a 
“long-overdue  tribute  to  a truly  great  doctor”.  . . 
Dr.  Jarvis  L.  Thorpe,  of  Clyde,  by  the  Wayne 
County  Medical  Society,  with  a gift  marking  his 
fiftieth  year  of  practice  . . . Dr.  George  H.  Whipple, 
dean  of  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  by  the  Rochester  Academy  of 
Medicine,  with  the  Albert  David  Kaiser  medal  and 
an  honorary  life  fellowship.  Also  honored  by  the 
Rochester  Academy  of  Medicine  were:  Dr.  John  R. 
Murlin,  professor  emeritus  of  physiology  at  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  an  honorary  life  fellowship;  Dr.  James  S. 
Houck,  certificate  of  merit  for  “his  exemplary  career 
in  surgery”;  Dr.  Leo  F.  Simpson,  certificate  of 
merit  for  “his  career  devoted  unselfishly  to  the 
public  welfare,”  and  Dr.  Floyd  S.  Winslow,  certifi- 
cate of  merit  for  “his  intense  loyalty  to  the  medical 
profession  and  his  work  for  many  years  to  promote 
its  interests.” 

Appointed 

Dr.  Victoria  A.  Bradess,  of  White  Plains,  as 
assistant  medical  examiner  for  Westchester  County 
. . . Dr.  Lester  J.  Evans,  New  York  City,  as  con- 
sultant in  medical  education  to  the  State  University 
of  New  York.  . . Dr.  Lawrence  B.  Hobson,  formerly 
medical  consultant  to  the  Veterans  Administration, 
as  associate  medical  director  of  E.  R.  Squibb  & Sons, 
New  York  City  . . . Dr.  S.  L.  McLouth,  of  Corfu,  to 
represent  the  Genesee  County  Medical  Society  on 
the  Genesee  Laboratory  Commission. 

Dr.  Harry  Most,  formerly  associate  professor  of 
preventive  medicine  at  New  York  University  Col- 
lege of  Medicine,  as  full  professor  of  preventive 
medicine,  effective  September  1.  . . Dr.  Robert  F. 
Pitts,  professor  of  physiology  and  director  of  the 
physiology  laboratory  at  the  Syracuse  University 
School  of  Medicine,  as  head  of  the  department  of 
physiology  and  biophysics  and  also  professor  of 
physiology,  Cornell  University  Medical  College, 
effective  July  1,  1950. 

Dr.  Robert  Ward,  formerly  associate  professor  of 
pediatrics  at  New  York  University  College  of 
Medicine,  as  full  professor  of  pediatrics,  effective 
September  1.  . . Dr.  Bruce  Webster,  New  York  City, 


associate  professor  of  medicine,  Cornell  University 
Medical  College,  as  a member  of  the  team  of  con- 
sultants, including  three  civilians  and  one  Army 
physician,  which  left  Washington,  D.C.,  August  3 
for  a thirty-five-day  trip  to  the  Far  East  Command 
under  the  Army’s  Civilian  Consultants  Program. 
The  consultants  will  visit  all  Army  hospitals  in  the 
Far  East  Command,  including  Japan,  the  Philip- 
pines, Okinawa,  and  Guam. 

Speakers 

Dr.  John  G.  Brady,  Buffalo,  chairman  of  the  legis- 
lative committee  of  the  Erie  County  Medical  So- 
ciety, on  August  13  at  the  joint  annual  convention 
of  the  Polish  Medical  and  Dental  Association  and  the 
National  Advocates  Society.  . . Dr.  David  Lehr, 
assistant  professor  of  pharmacology  and  medicine. 
New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  on  the  place  of  pharmacologic  research 
and  standardization  in  the  development  of  the 
pharmaceutical  industry,  at  a meeting  of  the 
executives  and  division  heads  of  the  Schering  Cor- 
poration at  the  Glen  Ridge  Country  Club,  New 
Jersey. 

Dr.  William  B.  Mayhew,  of  Oxford,  on  “Socialized 
Medicine,”  at  a meeting  of  the  Norwich  Exchange 
Club  held  July  14  in  Norwich. . . Dr.  Conrad  Rosen- 
berg, New  York  City,  director  of  the  Cardiac  Con- 
sultation Center,  on  “Understanding  Heart  Dis- 
ease,” at  a meeting  of  the  American  Federation  of  the 
Physically  Handicapped  July  13  in  New  York  City. 

New  Offices 

Dr.  John  Lee  Clowe,  formerly  a flight  surgeon  with 
the  U.S.  Air  Force,  general  practice  in  Schenectady 
. . . Dr.  R.  Wendell  Davis,  Army  Medical  Corps 
veteran,  practice  of  pediatrics  in  Ithaca.  . . Dr. 
Rudolph  F.  Deutl,  veteran  of  four  years  with  the 
Army  Medical  Corps,  practice  of  proctology  in 
Schenectady.  . . Dr.  John  D.  Diorio,  formerly  of 
Waterbury,  Connecticut,  practice  of  internal  medi- 
cine in  Schenectady. 

Dr.  Hugh  Frail,  formerly  of  Marathon,  general 
practice  in  Cortland.  . . Dr.  Morris  Everett  Fuller, 
former  medical  officer  in  the  Army  44th  Infantry 
Division,  general  practice  in  East  Glenville.  . . Dr. 
E.  E.  Gillick,  Jr.,  practice  of  pediatrics  in  Niagara 
Falls.  . . Dr.  Benjamin  J.  Giminaro,  general  practice 
in  Farmingdale.  . . Dr.  James  F.  Grant,  formerly 
physician  at  the  U.S.  Navy  Hospitals  in  Brooklyn, 
New  York,  and  Seattle,  Washington,  general  prac- 
tice and  practice  of  pediatrics  in  Oswego. 

Dr.  Edward  S.  Holcomb,  New  York  City,  who 
served  overseas  with  the  Army  63rd  Field  Hospital, 
practice  of  internal  medicine  in  Gloversville.  . . 
Dr.  J.  Martin  Jacob,  New  York  City,  general  prac- 
[Continued  on  page  2218] 
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YOUR  SECRETARY 

CAN  BE  TAUGHT  A MODERN,  COURTEOUS 
BILLING  TECHNIC  THAT  WILL 

• INCREASE  YOUR  INCOME 

• IMPROVE  GOOD  WILL 

• SOLVE  THE  COLLECTION  PROBLEM 

• REDUCE  OFFICE  COSTS 

A "NO  COST"  SERVICE.  SEND  THIS  AD  FOR 
DETAILS.  NO  OBLIGATION  OF  COURSE. 

PROFESSIONAL  SERVICE  CO. 

25  Huntinsion  Avenue  BOSTON  16,  MASS. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-monthi  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

School  1834ctTedW7-V3734  * C 

Licensed  by  the  State  of  New  York 


BUY 


SAVINGS  BONDS 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rve  550  Write  for  illustrated  booklet- 


HOLBROOK  MANOR  NKG 

Five  Acre*  of  Pinewooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRamercy  5-4875 


Psychologic  Value  of 

Better  Bowel  Hygiene 

Maladjustment,  idleness,  anxiety  and  loneliness 
contribute  to  bowel  irregularity  in  elderly  patients. 
Effective  bowel  regulation  affords  mental  as  well 
as  physical  relief.  Dizziness,1  frequently  caused  by 
constipation,  may  disappear  with  bowel  regula- 
tion. Constipation  of  long  duration,  influenced 
by  faulty  diet,  irregular  stool  habits  and  over- 
indulgence  in  purgatives  and  enemas,  requires 
careful  treatment. 

KONDREMUL 

An  Emulsion  of  Mineral  Oil  and  Irish  Moss 

Extensive  use  has  established  Kondremul  as  an 
effective  bowel  regulator  for  the  aged.  To  meet 
various  conditions,  Kondremul  is  available  in 
three  forms: — with  Phenolphthalein — .13  Gm. 
(2.2  grs.)  phenolphthalein  per  tablespoonful — 
for  obstinate  constipation;  with  non-bitter  Extract 
of  Cascara  (4.4  2 Gm.  per  100  cc.) — for  moderate 
and  chronic  constipation;  and  Plain  (containing 
55%  mineral  oil) — for  mild  constipation.  Once 
regularity  has  been  restored  it  can  usually  be 
maintained  through  the  wholly  mechanical  action 
of  Kondremul  Plain. 


Canadian  Distributors: 

CHARLES  E.  FROSST  & CO. 

Box  247,  Montreal 

THE  E.  L.  PATCH  COMPANY 

BOSTON,  MASSACHUSETTS 

l Meyer,  J.:  Clinical  Problems  of  the  Aging  and  Aged, 
M.  Clin.  No.  Amer.  32:223-229  (1948). 
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tice  in  Clyde.  . . Dr.  Sumner  Kaufman,  former 
medical  officer  with  the  U.S.  Marine  Corps,  practice 
of  anesthesiology  in  Ithaca.  . . Dr.  Alfred  Walter 
Lucas,  Navy  veteran,  practice  of  surgery  in  Schenec- 
tady. . . Dr.  Hugh  McChesney,  formerly  resident 
physician  at  the  Memorial  Hospital,  South  Bend, 
Indiana,  general  practice  in  Sandy  Creek. 

Dr.  Cornell  I.  McFadden,  Army  Medical  Corps 
veteran,  practice  of  obstetrics  and  gynecology  in 


Newburg.  . . Dr.  Thomas  E.  Mosher,  Army  Medical 
Corps  veteran,  practice  of  pediatrics  in  Ithaca.  . . 
Dr.  Arnold  P.  Nicosia,  who  served  in  the  Pacific  with 
the  Navy,  practice  of  pediatrics  in  Manhasset.  . . 
Dr.  Virginia  Loucks  Oliver,  general  practice  in 
Cobleskill.  . . Dr.  Vincent  P.  Russo,  general  practice 
in  Fonda.  . . Dr.  George  S.  Young,  practice  of  sur- 
gery in  Batavia.  . . Dr.  Harold  B.  Thurston,  former 
Marines  medical  officer,  practice  of  anesthesiology 
in  Watertown. 


KANSAS  ACTS  TO  CUT  DOCTOR  DEARTH 

A state-wide  effort  to  combat  what  has  already 
become  a dangerous  shortage  of  medical  doctors  in 
some  rural  parts  of  Kansas  is  being  directed  by  the 
University  of  Kansas  Medical  School. 

The  program  is  frankly  aimed  at  luring  out-of- 
state  doctors  to  Kansas  by  making  attractive  bids 
for  their  services  in  areas  where  doctors  are  urgently 
needed.  Kansas  Medical  School  graduates  may  also 
accept  the  incentives. 

The  bids  include  subsidizing  of  medical  office 
equipment  by  community  tax  levy  or  bond  issue. 
Up  to  $50,000  may  be  thus  advanced  to  young 
doctors,  either  Kansans  or  those  who  will  move 
from  other  states. 

The  doctor  shortage  in  Kansas  is  epitomized  by 
Dr.  Franklin  D.  Murphy,  dean  of  the  university  of 
Kansas  Medical  School,  as  follows: 

In  1906  there  were  1,544,968  persons  in  Kansas 
and  2,732  practicing  doctors.  By  1948  the  popula- 
tion had  risen  to  about  1 ,900,000  and  the  physicians 
decreased  to  about  1,900. 

In  some  areas  the  situation  is  even  more  pressing 
than  these  figures  indicate  because  the  limited  supply 
of  medical  specialists  is  tending  to  concentrate  in 
larger  cities.  Seventy-seven  per  cent  of  the  doc- 
tors in  Kansas  rural  areas  are  more  than  50  years 
old.  Only  43  per  cent  of  those  in  the  larger  cities 
are  over  50.  An  accident  or  a sudden  illness  in  some 
of  the  105  Kansas  counties  may  require  the  spending 
of  hours  in  search  of  a doctor,  who  has  to  come  from  a 
distance. 

Last  fall  Dr.  Murphy,  soon  after  he  was  named 
dean  of  the  medical  school,  called  for  action  on  the 
problem. 

With  the  active  support  of  the  state  administra- 
tion, a bill  was  passed  by  the  legislature  giving  the 
medical  school  $3,800,000  for  expansion  of  its  physi- 
cal facilities.  The  school’s  operating  budget  was 
increased  70  per  cent. 

Although  this  allowed  the  only  medical  school  in 
Kansas  to  increase  its  annual  enrolment  20  per 
cent  to  100  students,  the  effects  would  not  be  felt 
for  some  time.  More  immediate  steps  were  neces- 
sary. 

Dr.  Murphy  toured  the  state.  He  found  twenty- 
five  communities  “deeply  interested”  in  attracting  a 
doctor  immediately  by  putting  up  an  office  and  buy- 
ing good  equipment.  The  young  doctor,  after  a 
trial  period,  was  to  be  allowed  in  most  communities 
to  amortize  the  investment  and  own  the  facilities. 

Dr.  Murphy  and  most  Kansas  physicians  felt  that 
this  plan  worked  to  the  advantage  of  all.  The  com- 
munity had  a chance  to  get  excellent  medical  care 


because  modern  equipment  was  available,  and  the 
doctor  was  afforded  the  opportunity  to  acquire 
expensive  tools  of  his  practice  on  the  “easy-pay- 
ment”  plan. 

“The  days  when  a man  could  practice  medicine 
with  a little  black  pill  case  and  a stethoscope  are 
over,”  Dr.  Murphy  said.  “The  benefits  of  excellent 
medical  school  training  are  lost  if  the  young  doctor 
doesn’t  have  for  his  practice  the  modern  equipment 
he  learned  to  use.  And  most  medical  school  gradu- 
ates can’t  afford  to  buy  it. 

“So  they  have  been  going  to  our  cities,  where 
hospital  facilities  are  available,  at  the  expense  of 
rural  areas,”  he  said. 

Three  Kansas  communities  that  were  without 
physicians  have  attracted  new  doctors  in  the  past 
eight  months  by  “priming  the  pump,”  as  Dr.  Mur- 
phy put  it.  Five  more  have  raised  the  money  to 
put  up  a building  and  buy  medical  equipment. 
They  are  waiting  for  a young  doctor  to  direct  the 
expenditure  as  he  starts  to  practice.  Seventeen 
more  communities  are  planning  how  to  raise  the 
$15,000  to  $50,000  which  Dr.  Murphy  estimates 
each  new  community  center  will  cost. 

Dr.  R.  M.  Heilman  of  the  State  Board  of  Health 
in  Topeka  is  acting  as  liaison  officer  between  com- 
munities needing  a new  doctor  and  a young  man  in 
search  of  a practice.  Dr.  Heilman  lists  the  attrac- 
tive features  of  each  community  for  the  medical 
school  graduate  to  consider,  and  the  qualifications 
of  the  doctor  for  the  inquiring  community. 

The  Department  of  Architecture  of  the  Univer- 
sity of  Kansas  has  designed  five  model  medical 
community  centers.  In  each  case  the  young  doctor 
is  asked  for  advice  as  to  what  he  will  need  to  provide 
the  best  care. 

Since  last  fall  the  number  of  out-of-state  doctors 
applying  for  a license  to  practice  in  Kansas  has  in- 
creased threefold,  according  to  Dr.  Murphy.  He 
estimated  that  a young  doctor  could  earn  ten  to 
fifteen  thousand  dollars  in  his  first  year  in  the 
smallest  rural  community. 

Another  part  of  the  program  to  improve  rural 
medical  care  is  to  keep  doctors  in  touch  with  latest 
medical  developments.  F or  this  purpose  the  medical 
school  has  set  up  elaborate  extension  courses  with 
staff  members  and  visiting  specialists  “riding  the 
circuit”  to  lecture  in  rural  communities  at  monthly 
intervals.  In  addition,  rural  Kansas  doctors  will 
be  encouraged  to  return  to  the  state  medical  center 
every  three  to  five  years  for  three  to  six  weeks  of 
post-graduate  work. — New  York  Times,  July  7, 
1949 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug&nd  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  iniinn,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  V.,  Tel:  1700,  1,  2. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbyjtcian-in-Cbargt. 


FALKIRK 

IN  THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.  2-1621 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.j  Resident  Physician 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  15,  1949—22,303 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . 

Chemung 

Chenango.  . 

Clinton 

Columbia 

Cortland. 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York.  . 

Niagara 

Oneida 

Onondaga. 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond. . 

Rockland 

St.  Lawrence 
Saratoga 
Schenectady. . 
Schoharie 
Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen ....  Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till ...  Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese Baldwin 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  Niagara  Falls 
W.  C.  Schintzius.  . . .Boonville 
L.  W.  Ehegartner ....  Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl . Long  Island  City 

F.  T.  Cavanaugh Trov 

Oscar  M.  Race . . Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan . . Schenectady 

J.  H.  Wadsworth. . .Cobleskill 
JosephY.  Roberts  Watkins  Glen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

J.  A.  Sumner Granville 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

J.  W.  Leachman Warsaw 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 
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Diplomate,  Anesthesiology:  comprehensive  experience, 

faculty  medical  college;  desires  directorship,  group  or 
other  satisfactory  association.  Box  328,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  Practice  of  recently  deceased  physician,  to  sell  in 
Jackson  Heights,  L.  I.,  N.  Y.  Particulars  under  Box  326. 


FOR  RENT 


Rego  Park — Rent  Corner  House  for  professional  purposes 
— unfurnished — 2 blocks  subway;  20  minutes  New  York. 
BUckminster  2-0388. 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office — established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 
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Office  furniture,  little  used.  Complete  set  of  six  pieces, 
including  exam,  table,  instrument  cab.  Treatment  cab. 
Price  $300.  Call  LAurelton  8-0361. 


PHYSICIANS’  PRINTED  SUPPLIES 


Medico*  sanitary  dispensing  envelopes  (*Reg.  U.  S.  Pat 
Office);  gummed  flap  dispensing  envelopes;  gummed  bottle 
labels;  prescripition  blanks;  time-saver  statements  and 
window  envelopes;  professional  cards;  record  cards;  plate- 
less engraved  letterheads  and  envelopes  on  Hammermill 
Cockletone  bond  paper.  A complete  service  for  physicians. 
Established  1938.  Prices  and  samples  sent  on  request.  Write. 
The  Medico  Press,  Millerstown,  Pa. 


EX  CHIEF  PHARMACIST  MATE 


Laboratory  Technician  and  general  service  desires  position 
vicinity  New  York  15  years  laboratory  experience.  T.  J. 
Dalton-7329  Grand  Avenue  Maspeth.  L.  I. 


FOR  SALE 


Brooklyn — Park  Slope.  Modernized  four-story  building  on 
active  professional  block.  Possession  1st  and  2nd  Floor 
Duplex  Apt.  with  Private  Elevator,  Dishwasher  and  Bendix. 
Complete  Four  Room  Apts,  on  3rd  & 4th  Floors.  Building 
in  top  condition;  Equipped  with  Holland  Summer  & Winter 
Air  Conditioner,  Sprinkler,  Brass  Plumbing,  Parquet  Floors. 
3rd  & 4th  Floors  carry  building  at  profit.  Ideal  for  physician. 
Priced  for  quick  sale  to  settle  estate  $19,500.  Principals 
only.  Cavanaugh,  Gibbons  & Love,  attorneys.  HAnover 
2-6570. 


Expert  Medical  Photos  2 for  $5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  records  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


FOR  SALE 


Complete  office  equipment  with  x-rays  of  retired  well- 
known,  long  established  Urologist  near  downtown  Brooklyn. 
Reasonably  priced.  Good  will  gratis.  Can  arrange  lease 
or  immediate  occupancy.  Box  321,  N.  Y.  St.  Jr.  Med. 
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for  the  Treatment  of 

ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE*  . . . The  ethical  salicylate-succinate  formula . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating 
and  nutritionally  corrective  effects  of  iodine  and  the  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 


S/Yie  Q)e/cxifkec/  t/ft/fry/fifo  ijflecUcanient 


ENTERIC  COATED  TABLETS  (SALOL) 


Raysal  (Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 

Buffer  Salt  Combination) 5 grains 

Succinic  Acid 2 grains 

^Manufactured  by  Raymer  . . . since  1925  utilizing  succinates  as  drug-detoxifying  agents. 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34, 
PHARMACEUTICAL  MANUFACTURERS 


PA  . 
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ramianiine 

15% 


Supplied 
in  100  cc. 
vials 


Intravenous 
Amino  Acids 


High  potency 
parenteral  amino  acids 
for  intravenous  replacement 
of  protein  lost  through 
burns,  injury,  surgery, 
gastro-intestinal  disease 
and  inanition. 


INC. 


New  York  13, N.  Y.  Windsor , Ont. 


PARENAMINE,  trademark  reg.  U-  $.  & Cartoda 
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THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Laboratory 
sections  are  maintained  for  radiology  and 
pathology. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Illustrated  booklet  mailed 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


to  physicians  on  request. 


Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 

THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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Yes,  thcrt's  whot  throat 
specialists  reported 
after  making  weekly 
examinations  of  the 
throats  of  hundreds  of 
men  and  women  from 
coast  to  coast  who 
smoked  Camels,  and 
only  Camels,  for  30 
consecutive  days. 
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According  to  a Nationwide  survey: 
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than  any  other  cigarette 

When  three  leading  independent  research  organizations  asked  113,597 
doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel! 
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A REALLY  DELICIOUS  STOUT 

...WITH  SPECIAL  QUALITIES 

★ Since  the  introduction  of  MACKESON’S  MILK  STOUT  to 
America,  this  internationally-known  brew  has  met  with  the 
most  favorable  acceptance  by  leading  members  of  the  medical 
profession.  ★ Brewed  from  the  finest  British  malt, 

MACKESON’S  MILK  STOUT  is  a product  of  the  highest 
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are  due.  ★ These  special  qualities  of  MACKESON’S 
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Hematinic  with  B Complex 

Multi-Beta  Liquid 30  cc. 

Mol-lron  Liquid  q.s 240  cc. 

Sig.:  Two  teaspoonfuls  in  water  after  meals 
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\ 1 
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Multi-Beta  Liquid 

Tincture  Nux  Vomica  . . 
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AT  WORK! 


This  is  one  of  a series  of 
eighteen  diathermy  treat- 
ment photos  included  in  a 
new  booklet,  “Heat  Where 
You  Want  It”.  SEND  FOR 
YOUR  FREE  COPY  TO- 
DAY! 


THE  LIEBEL-FLARSHEIM  CO 

Cincinnati  2,  Ohio 
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a valuable  aid 


in  postsurgical  recovery 
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A large  percentage  of  patients  enter  surgery 
at  a low  plasma  protein  level,  and  the 
operative  procedure  makes  further  inroads 
on  the  already  depleted  protein  reserves.1-2 
A lowered  protein  level  is  unfavorable 
to  recovery.  It  predisposes  the  patient  to 
pulmonary  edema  and  infection,  retarded 
wound  and  fracture  healing  and  impaired 
liver  function.3-4  A high  protein  level 
is  conducive  to  rapid  healing.5 
Since  diets  immediately  following  surgery 
are  usually  inadequate,  protein  digests 
given  intravenously  result  in  improved 
strength,  appetite,  and  wound  healing. 
Consequently,  they  greatly  accelerate 
recovery.*-7 

2000  cc.  of  Travamin  5%  a day  will  satisfy 
the  protein  requirements  of  a high 
percentage  of  surgical  patients.  2000  to 
4000  cc.  a day  are  given  according  to 
requirements.8  Travamin  is  made 
from  bovine  plasma. 
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AMERICAN  HOSPITAL  SUPPLY  CORPORATION 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 


292  MADISON  AVENUE,  NEW  YORK  17,  NEW  YORK 
MURRAY  HILL  3-0701 


OFFICERS 


President  John  J.  Masterson,  M.D.,  Brooklyn 

Past-President Leo  F.  Simpson,  M.D.,  Rochester 

President-Elect Carlton  E.  Wertz,  M.D.,  Buffalo 

Second  Vice-President James  E.  McAskill,  M.D.,  Watertown 

Secretary W.  P.  Anderton,  M.D.,  New  York  City 

Assistant  Secretary Andrew  A.  Eggston,  M.D.,  Mount  Vernon 

Treasurer  James  R.  Reuling.-M.D.,  Bayside 

Assistant  Treasurer Fenwick  Beekman,  M.D.,  New  York  City 

Speaker Albert  F.  R.  Andresen,  M.D.,  Brooklyn 

Vice-Speaker Frederick  W.  Holcomb,  M.D.,  Kingston 


COUNCIL 


Chairman,  Board  of  Trustees 


The  Above  Officers 

Edward  T.  Wentworth,  M.D.,  Rochester 


Term  Expires  1950 
Floyd  S.  Winslow,  M.D. 
Rochester 

J.  Stanley  Kenney,  M.D. 

New  York  City 
Renato  J.  Azzari,  M.D. 
Bronx 


AND 

Councilors 

Term  Expires  1951 
Maurice  J.  Dattelbaum,  M.D. 
Brooklyn 

Leo  E.  Gibson,  M.D. 

Syracuse 

George  C.  Adie,  M.D. 

New  Rochelle 


TRUSTEES 


Term  Expires  1952 
Theodore  J.  Curphey,  M.D. 
Garden  City 

Harold  F.  R.  Brown,  M.D. 
Buffalo 

Elton  R.  Dickson,  M.D. 
Binghamton 


Edward  T.  Wentworth,  M.D.,  Chairman Rochester 

Edward  R.  Cunniffe,  M.D Bronx  Dan  Mellen,  M.D Rome 

James  F.  Rooney,  M.D Albany  William  H.  Ross,  M.D Brentwood 


(See  pages  2282  and  2234  for  additional  Society  Officers) 


FOR  MAKING 

WET  DRESSINGS 

LIKE  BUROW'S  solution 


r~~  ,.,.T 

‘^"pnFcxo^SOTTRBLETS 

’PRINCIPAL  INGREDIENT  OF  in  the 


patented 

form 


by  their  antipruritic,  deconqett  aCCEPTED  BT - - 1 1 ~ 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


| Manufacturers 
1 of 
NUCARPON® 

Compound 
Charcoal 
Tablets  for 


09TO 


2231 


fan  <i  ; 

PHYSIOLOGIC  FALL 

bi&frd  jpkUAWUb 


m 


Of  the  many  drugs  commonly  used  to  lower 
arterial  pressure  in  hypertension,  Biologically  Standardized 
veratrum  viride  (in  CRAW  UNITS*)  is  the  only  drug  that 
produces  a physiologic  fall  in  blood  pressure. 
Thus,  a prominent  feature  in  the  integrated  response  to  oral 
doses  of  veratrum  viride  in  CRAW  UNITS  is  a reduction  in 
peripheral  resistance  without  compromise  of  circulation 
and  without  disrupting  circulatory  equilibrium. 

VERATRITE  represents  a practical  modification  of 
this  effective  hypotensive  drug  for  everyday  management  of 
the  mild  and  moderate  cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of  therapeutic  safety  and  complete 
simplicity  of  administration  are  specific  advantages  of 
Veratrite  therapy.  Each  Veratrite  Tabule  contains:  Biologically 
Standardized  veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain;  phenobarbital  14  grain. 
Samples  and  literature  on  request. 


IRWIN,  NEISLER  & COMPANY  fTS 


DECATUR,  ILLINOIS 


* a research  development 
of  the  Irwin  - Neisler 
Laboratories 


Veratrite® 
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BREAST  PROTHESIS 

SCULPTURED 
FORMS 


LILLIAN  BERMAN. 


Our  distinctive  process  is  to  create  a form  which  effectively  and 
comfortably  conceals  the  operative  cavity  no  matter  how  extensive 
and  peculiar  its  configuration.  This  is  accomplished  through  the 
use  of  foam  rubber  which  is  sculptured  to  simulate  the  contours 
of  the  body  as  they  were  prior  to  the  Mastectomy. 

Our  service  includes  as  many  fittings  as  are  necessary  to  ensure 
complete  patient  satisfaction.  Appointment  Necessary. 

250  West  104th  St.  NEW  YORK  25,  N.Y.  Riverside,  9-2054 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 
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BURDENED  HEART 


EDEMATOUS  TISSUES 
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DUBIN  AMINOPH YLLIN 

ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 
/ BRONCHIAL  RELAXANT 


DISTRESSED  LUNGS 


In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 


ABLETS  • AMPULS  * POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 


Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 
"the  standard  hypnotic  of  its  class.”1 


Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 

■N.N.R.,  1947,  p.  398. 

2Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 


Available  in  8 fluidounce  bottles. 


Adult  Dose:  As  a sedative:  Vi  to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  (714  gr.);  Calcium  Bromide, 
0.5  Gm.  (7H  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 
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iTletrazol  Council  Accepted 

» 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  1%  grains.) 
TABLETS  - iy2  grains. 

ORAL  SOLUTION  - (iy2  grains  per  cc.) 

Metrazol.  brand  of  pentamethylentetrazol,  Trade  Mark  Reg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE, NEW  JERSEY 
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The  most  * persuasive " oral  germicide 
you  can  prescribe 

1.  Cepacol  persuades  a wide  range  of  oral  bacteria  to 
surrender  within  15  seconds  after  contact1 

2.  Cepacol’s  pleasant  taste  persuades  your  patients  to  use  it 

The  rapid  antisepsis2  and  soothing  relief  which  Cepacol  brings  to  inflamed,  sore 
throats  are  important.  Along  with  the  fact  that  Cepacol  is  non-irritating,  non- 
toxic, and  does  not  interfere  with  tissue  healing.  Too,  patients  are  extremely 
grateful  to  you  for  prescribing  something  so  effective  that  also  is  so  pleasant 
to  use — as  either  gargle  or  spray. 


The  alkaline  germicidal  solution  that  works  in  partnership  with  saliva 

NOW  AVAILABLE — Cepacol  Throat  Lozenges!  These  convenient, 
pleasant-tasting  lozenges,  dissolved  slowly  in  the  mouth,  provide  a sooth- 
ing, analgesic  solution  to  relieve  the  dryness  and  irritation  of  sore  throat. 

1.  Aa  shown  in  laboratory  studies.  2.  Cepacol  contains  an  effective  germicidal  detergent,  the 

quaternary  ammonium  salt  Ceepryn  (§)  Chloride.  1:4000. 


CIN  Cl  N N ATI  • U.  $.  A. 


CEPACOL® 
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Aluminum  Penicillin  Oral  Tablets  are 
clinically  effective  in  the  treatment  of 
penicillin  susceptible  infections. 

Containing  the  almost  insoluble  triva- 
lent  aluminum  salt  (not  a mixture),  they 
provide  for  maximum  utilization  of  the 
dose  administered. 

Low  solubility  of  Aluminum  Penicil- 
lin renders  it  much  less  liable  to  inacti- 
vation in  the  stomach.  Destruction  in 
the  intestinal  tract  is  inhibited  by  the  ad- 
dition of  sodium  benzoate.  Slow  con- 
version to  a readily  absorbed  form  in  the 
more  alkaline  conditions  of  the  intesti- 
nal tract  enhances  clinical  effectiveness. 

Aluminum  Penicillin  is  not  toxic  in 
doses  far  exceeding  those  used  thera- 
peutically and  does  not  cause  gastric 
disturbance. 

Specify  Aluminum  Penicillin 
Oral  Tablets,  H.  W.  & D. 
Supplied  in  vials  of  twelve  tablets 
each  containing  Aluminum  Peni- 
cillin, 50,000  units,  and  sodium 
benzoate,  0.3  gram. 
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HDhemoprophylaxis 
Against 
Pharyngeal  Infections 


, TOPICAL  METHOD 


In  Neiman’s  study*  on  chemoprophylaxis  with  White’s  Sulfathiazole  Gum 
conducted  over  a 9-month  period  on  199  medical  students: 

1.  The  incidence  of  primary  pharyngitis  in  the  treated  group  was 
less  than  half  that  in  the  controls.  A less  marked,  but 
statistically  significant,  decrease  was  also  observed  in  the  incidence  of 
colds  and  irritational  pharyngitis. 

2.  “It  is  worthy  of  note  that  the  mouths  of  over  100  persons 

were  exposed  to  the  drug  in  concentrated  form  daily  for  eight  months, 
with  no  untoward  effects .” 

As  with  the  therapeutic  use  of  Sulfathiazole  Gum,  the  prophylactic 
application  is  safe  because  it  is  topical.  In  this  series,  for  example,  repeated 
examination  of  blood  samples  from  unselected  individuals  in  no  case 
gave  a positive  test  for  sulfathiazole. 


The  dosage  in  these  experiments  was  one  to  three  tablets  a day — an 
obviously  economical  procedure.  No  reactions  were  observed. 


SULFATHIAZOLE  GUM 


SAFE,  TOPICAL  CHEMOTHERAPY 


Supplied  in  packages  of  24  tablets — 3%  grs. 

(0.25  Gm.)  per  tablet— sanitaped  in  slip-sleeve 
prescription  boxes. 

WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 

•Neiman,  I.  S. : Prophylactic  Value  of  Sulfathiazole, 
Archives  of  Otolaryn.  47 : 1 58- 1 64  (Feb.)  1948. 
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announcing... 


FEOSOL  PLUS 


A worthy  "running-mate”  to  S.K.F.’s  famous  Feosol 


Feosol  Plus  is  a logical  new  preparation  for  the 
treatment  of  those  ill-defined  secondary  anemias  which 
resist  treatment  with  iron  alone. 

As  the  physician  well  knows,  iron  deficiency  is  often  com- 
plicated and  prolonged  by  a lack  of  certain  other  factors 
essential  to  erythropoiesis.  To  combat  such  multiple- 
deficiency  anemias,  S.K.F.  now  offers  Feosol  Plus,  a 
delicately  balanced,  broad-range  formula. 

Each  FEOSOL  PLUS  capsule  contains: 


Ferrous  sulfate,  exsiccated,  U.S.P 200.0  mg. 

Liver  concentrate  powder  (35:1) 325.0  mg. 

Folic  acid 0.4  mg. 

Thiamine  hydrochloride,  U.S.P.  (B,) 2.0  mg. 

Riboflavin,  U.S.P.  (B2) 2.0  mg. 

Nicotinic  acid  (Niacin),  U.S.P 10.0  mg. 

Pyridoxine  hydrochloride  (B,) 1.0  mg. 

Ascorbic  acid,  U.S.P.  (C) 50.0  mg. 

Pantothenic  acid 2.0  mg. 


FEOSOL  PLUS  by  no  means  replaces  Feosol.  Feosol  is  the  standard  therapy 
in  simple  iron -deficiency  anemias. 

DOSAGE— 3 capsules  daily,  one  after  each  meal 

HOW  PACKAGED  — in  bottles  of  100  capsules 

Smith , Kline  & French  Laboratories,  Philadelphia 
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XV  U R E M ',y  I M HYDROCHLORIDE  LEDERLE 

Aureomycin  is  now  generally  accepted  as  one  of  the  most  versatile  antibiotics  yet  isolated.  In 
addition  to  attacking  the  Gram-positive  cocci  with  great  effectiveness,  it  is  useful  against 
many  Gram-negative  organisms,  particularly  those  of  the  coli-aerogenes  group.  It  is  also  effective 
against  rickettsial  infections  and  certain  diseases  of  unknown  etiologies,  such  as  primary  atypical 
pneumonia.  Aureomycin  in  solution  with  sodium  borate  has  been  found  highly  effective  in  the 
eye  in  a concentration  of  one-half  per  cent.  Among  others  it  is  active  against  the  diplobacillus  of 
Morax-Axenfeld,  Friedlander’s  bacillus,  staphylococcus,  pneumococcus,  and  Hemophilus  influenzae. 
LEDERLE  LABORATORIES  DIVISION  amcmcah CfmuumJ conrAnr  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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in  performance 
for  W0  every 
x-ray  need 

MD 100  HIT 


Ask  us,  or  call  your 
Philips  dealer  today  — he 
will  show  you  why! 

in  /tit •xj'teM  bince  J896 


BURO-SOL 
PO WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  10-49 


Christmas  seals 
help  * 
stamp  out  TB  j 


and  now 


even 


greater 

safety 

in  sulfonamide 
therapy 


TRICOMBIS 


A COMBINATION  OF  SULFACET/M  JDE, 
SULFADIAZINE  AND  SULFAMERAZINE 


The  superior  clinical  efficacy  and  enhanced  safety 
of  triple  sulfonamide  mixtures  have  been  well  established. 

v,  even  greater  safety  and  clinical 
effectiveness  have  been  achieved  by  substituting 
sulfacetimide  for  the  less  desirable  sulfathiazole.  Sensitivity 
reactions  often  encountered  with  sulfathiazole 
are  rarely  observed  with  sulfacetimide. 

Lehr1  states  that  this  new  combination  is 
‘a  highly  satisfactory  sulfonamide  mixture  because  of  its  low  toxicity, 
excellent  tissue  distribution  and  good  therapeutic  efficiency.” 


TRICOMBISUL: 


Tablets  of  0.5  Gm.  containing  0.166  Gm.  each 
of  sulfacetimide,  sulfadiazine  and  sulfamerazine 
in  bottles  of  100  and  1000. 


1.  Lehr,  D.:  To  be  published. 

•TRICOMBISUL  trade-mark  of  Schering  Corporation 


CORPORATION 
A BLOOMFIELD,  NEW  JERSEY 


TRICOMBISUL 
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Iron  in  adequate  dosage 

rris  almost  a physiological  necessity  in  infancy 


and  childhood  and  [ childbearing ] women 


Sundaram,  S.K.:  Lancet.  1:568, 1948 


and 


Feosol 


is  iron  m its 


most  effective  form 


Feosol — both  the  Tablets  and  the  highly  palatable 
Elixir — contains  adequate  dosage  of  ferrous  sulfate, 
grain  for  grain  the  most  effective  form  of  iron. 

Feosol  is  easily  absorbed  and  readily  tolerated. 

Feosol  effects  rapid  hemoglobin  regeneration 
and  prompt  reticulocyte  response. 

Each  Feosol  Tablet  contains  3 gr.  ferrous  sulfate  exsiccated; 
each  2 fluid  drams  (2  teaspoonfuls)  of  Feosol  Elixir  supplies 
5 gr.  ferrous  sulfate — approximately  equivalent  to  1 Feosol  Tablet. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Feosol  Tablets 
Feosol  Elixir 

the  standard  forms  of  iron  therapy 


now,  better  relief  with 


a distinctive, 
new,  non-narcotic 
antitussive-expectorant 

At  last,  something  really  new  in  cough  syrups 
. . . something  completely  rational  . . . clinically 
sound  . . . Robitussin  'Robins'.  Robitussin  employs 
glyceryl  guaiacolate  and  desoxyephedrine 
hydrochloride,  in.a  palatable 
aromatic  syrup  vehicle. 

Glyceryl  guaiacolate  has  proven  an  effective 
aid  to  expectoration,  and  a cough  ameliorator 
with  prolonged  action,  through  its  increase  in 
and  thinning  of  respiratory  tract  fluid;1'2,3  yet  it 
has  no  ill  effect  upon  digestion.1 

Desoxyephedrine's  sympathomimetic  action  is 
also  well  recognized4,5,6:  by  relaxing  spasm  of 
the  bronchial  musculature  and  helping  maintain 
normal  respiratory  smooth  muscle  tone, 
it  greatly  minimizes  the  provocation  of  cough 
from  spasm.5  At  the  same  time  it  affords  relief 
from  psychic  depression  or  a feeling  of  fatigue. 

The  syrupy  vehicle,  with  its  aromatic  volatile 
oils,  has  a local  demulcent  effect.  Furthermore,  it 
assures  patient  cooperation  by  providing  a base 
which  makes  Robitussin  one  of  the  most 
palatable  of  all  antitussive-expectorants. 

You  will  find  Robitussin  'Robins'  an  exceptionally 
efficient,  safe,  therapeutic  tool  in  the  manage- 
ment of  cough— for  both  adults  and  children. 


Robitussin 


formulated! 


clinically  proved! 

I 1IV 

\ ivk  * - v 
V * • \ • ■:  (V  V OW 


FORMULA:  Each  5 cc.  (1  teaspoonful) 
of  Robitussin  contains: 
Glyceryl  Guaiacolate  ...  100  mg. 
Desoxyephedrine  Hydrochloride  ...  1 mg. 

In  a palatable  aromatic  syrup. 

DOSAGE:  Children:  one-half  to  one  teaspoonful, 
according  to  age,  three  or  more  times  daily. 
Adults:  one  or  two  teaspoonfuls,  as  necessary 
every  two  to  three  hours. 

SUPPLIED:  -Pint  and  gallon  bottles. 

REFERENCES:  1.  Connell,  W.  F.  et  al:  Canadian  Med. 
Assoc.  J.,  42:220,  1940.  2.  Perry,  W.  F.  and  Boyd,  E.  M.: 
J.  Pharm.  Exper.  Ther.,  73:65,  1941.  3.  Stevens,  M.  E.  et  al: 
Canadian  Med.  Assoc.  J.,  48:124,  1943.  4.  Foltz,  E.  E. 
et  al:  J.  Lab.  Clin.  Med.,  28:603,  1943.  5.  Graham,  B.  E.: 
Ind.  Eng.  Chem.,  Ind.  Ed.,  37:149,  1945.  6.  Schulz,  F. 
and  Deckner,  S.:  Klin.  Wochschr.,  21:674,  1942. 

ROBITUSSIN— For  Rational  Cough  Management 

A.  H.  ROBINS  COMPANY,  INC. 

RICHMOND  2 0,  VIRGINIA 
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incidence  of  mastitis  and  other  breast 
complications  is  reduced  with  the  Plastishield 
Technic  of  Aseptic  Breast  Care. 

• Mastitis  is  frequently  the  result  of  excessive 
handling  of  breasts  and  nipples,  as  well  as 
insufficient  cleanliness  in  postpartum  breast  care. 

• Most  cases  of  mastitis  can  be  traced  to  nipple 
fissures  or  sore  nipples  which  DeLee  estimates 
affect  more  than  half  of  all  lactating  women. 

• Many  breast  complications  can  be  avoided  when 
the  use  of  plastishields,  begun  in  the  hospital 
immediately  after  parturition,  is  continued  at  home. 

• plastishields  are  clean,  simple  to  use  and 
comfortably  worn. 

• They  are  easily  sterilized  and  prevent  soreness, 
cracking  and  fissuring  of  nipples. 

• You  are  invited  to  write  for  further  information 
on  the  plastishield  Technic  of  Aseptic  Breast  Care. 


Plastishield 
technic  of 
aseptic 
breast  care 


Bibliography  on  use  of  breast  shields 

1.  Abramson,  M.:  Breast  Feeding  the  Newborn, 
Gen.  Practice  Clinics,  (Oct.)  1947,  p.  318. 

2.  McKenzie,  C.  H.:  The  Use  of  Plastic  Nipple 
Shields  for  the  Lactating  Breast,  Journal-Lancet, 
68:199  (May)  1948. 

3.  Hoffert,  F.:  Simplified  Breast  Care,  The  Amer. 
J.  Nurs.,  48:372-373  (June)  1948. 

4.  Thomas,  E.  C.:  The  Prevention  of  Mastitis;  the 
nursing  problem,  Edinburgh  M.  J.  54;456- 
441,1947. 

5.  DeLee,  J.  B.:  Principles  and  Practice  of  Obstet- 
rics, W.  B.  Saunders  Co.,  Phila.,  1938. 


Plastishield,  inc. 


MINNEAPOLIS, 

MINNESOTA 


PATENT  APPLIED  FOR  AND 

TRAOFMARK  REGISTERED  IN  THE  UNITED  STATES  ' 


INDEX  TO  ADVERTISED  PRODUCTS 


Alkalol  (The  Alkalol  Company) 2232 

Aluminum  Penicillin  (Hynsfln,  Westcott  & 

Dunning) 2236 
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Amphojel  (Wyeth  Incorporated) 2349 

Argypulvis  (A.  C.  Barnes  Co.) 2253 
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Bacitracin  Ointment  (Commercial  Solvents 
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Labs.) 2347 
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Fello-Sed  (Fellows  Medical  Mfg.  Co.  Inc.) 2233 

Feosol  Elixir  (Smith,  Kline  & French  Labs.).  . . . 2242 

Feosol  Plus  (Smith,  Kline  & French  Labs.)  ....  2238 

Globin  Insulin  (Burroughs  Wellcome  & Co.). . . 2339 

Hemosules  (Wm.  R.  Warner  & Co.  Inc.) 2343 

Iberol  (Abbott  Laboratories) 2342 

Imadyl  Unction  (Hoffmann-La  Roche,  Inc.). . . 2344 

Metandren  Linguets  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Metrazol  (Bilhuber-Knoll  Corp.) 2234 

Mol-Iron  (White  Laboratories,  Inc.) 2245 

Multi-Beta  Liquid  (White  Laboratories,  Inc.).  . 2227 
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Pragmatar  (Smith,  Kline  & French  Labs.) 2341 
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Co.) 2230 

Ray-Trote  (Raymer  Pharmacal  Company) 2345 
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Dietary  Foods 

Meats  for  Babies  (Swift  & Co.) 2250 

Mackeson’s  Milk  Stout  (Whitbread  & Co.  Ltd.)  2226 

Medical  and  Surgical  Supplies 

Breast  (Lillian  Berman)  2232 

Diathermy  Equipment  (Liebel-Flarsheim  Co.).  . 2228 

X-Ray  Equipment  (Picker  X-Ray  Corp.) 2251 

X-Ray  Units  (North  American  Philips  Com- 
pany)   2240 

Miscellaneous 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2225 
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“Our  results  with  the  molybdenum-iron 
complex  have  been ...  striking .. .” 

Dieckmann,  W.  J.  and  Priddle,  H.  D.  * 
Am.  J.  Obst.  & Gynec.  57.  541  (1949) 


UNTIL  recently  Dieckmann  has  repeatedly  reported  that 
true  hypochromic  anemia  of  pregnancy  did  not  respond 
satisfactorily  to  orally  administered  iron.1,2 

Now,  however,  following  his  latest  investigation — a study 
of  the  value  of  molybdenized  ferrous  sulfate  (Mol-Iron)  — 
he  states: 

"We  have  never  had  other  iron  salts  so  efficacious  in 
pregnant  patients.  Our  results  with  the  molybdenum- 
iron  complex  have  been  . . . striking  . . . increases  in 
hemoglobin  were  . . . dramatic  and  . . . rapid.”1 2 3 

This  most  recent  evaluation  of  molybdenized  ferrous  sulfate 
(Mol-Iron)  confirms  the  findings  of  all  earlier  investigators, 
who  found  Mol-Iron  to  be: 

".  . . unusually  efficacious  . . .”4 

"...  a true  example  of  potentiation  of  the  therapeutic 
action  of  iron  . . ,”5 

".  . . hemopoietically  more  active  . . .”6 

and  remarkably  well  tolerated.5,7 

-iron 

NIZED  FERROUS  SULFATE 


— a specially  processed,  co-precipitated,  stable  complex  of  molybdenum  oxide 
3 mg.  (1/20  gr.)  and  ferrous  sulfate  195  mg.  (3  gr.).  Recommended  adult  dosage: 
2 Tablets,  t.i.d.  Available  in  bottles  of  100  and  1000  Tablets  and  in  a highly  palat- 
ableLiquid,  inbottlesof  12  fluid  ounces  (each  teaspoonful  equivalent  to  one  Tablet). 


1.  Adair,  F.  L.,  Dieckmann,  W.  J.,  and  Grant, 
K.:  Am.  J.  Obst.  & Gynec.  32:560  (1936). 

2.  Talso,  P.  J.,  and  Dieckmann,  W.  J.:  Am.  J. 
Obst.  & Gynec.  55:518  (1948). 

3.  Dieckmann,  W.  J.,  and  Priddle,  H.  D.:  Am. 

J.  Obst.  & Gynec.  57:541  (1949). 


4.  Neary,  E.  R. : Am.  J.  Med.  Sci.  212: 76  (1946). 

5.  Healy,  J.  C.:  J.  Lancet  66:218  (1946). 

6.  Chesley,  R.  F.,  and  Annitto,  J.  E. : Bull. 
Marg.  Hague  Maternity  Hosp.  1:68  (1948). 

7.  Kelly,  H.  T.:  Penn.  M.  J.  51:999  (1948). 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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“better  today  than  yesterday” 


To  help  the  patient  feel  better  today  than  she  did 
yesterday,  a good  tonic  is  often  all  that  is  needed. 

In  addition  to  its  tone-restoring  and  appetite- 
stimulating  effects,  your  patient’s  "tonic”  is 
an  ever-present  symbol  of  the  reassuring  and  comforting 
fact  that  she  is  "in  the  care  of  her  physician”. 

Smith , Kline  & French  Laboratories , 
Philadelphia 


Eskay’s  Neuro  Phosphates 

a palatable  and  effective  tonic 


Each  adult  dose,  2 fluid  drams  (2  teaspoonfuls),  contains: 


Alcohol 10  per  cent 

Strychnine  glycerophosphate,  anhydrous \4i  grain 

Sodium  glycerophosphate 2 grains 

Calcium  glycerophosphate 2 grains 

Phosphoric  acid,  75% 1.7  minims 

Available  in  12  fl.  oz.  bottles 

Eskay’s  Theranates 

the  formula  of  famous  Neuro  Phosphates,  plus  Vitamin  Bi 

Available  in  12  fl.  oz.  bottles 


they  are  prescribed  so  widely 
because  they  work  so  well 
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New  Sulfa  Combination. . . 


for  safe  sulfonamide  therapy 


HIGH  BLOOD  LEVELS 
All  three  components  are 
absorbed  and  excreted  independently. 
High  blood  levels  can  be  maintained 
without  kidney  concretion  and 
with  minimal  sensitivity  reactions. 


WIDE  ANTIBACTERIAL  RANGE 

All  three  components 

have  a wide  antibacterial  range 

and  are  highly  effective 

in  the  treatment  of  pneumonia  and 

other  common  infections. 


0.5  Gm.  tablets 
Bottles  of  100  and  1000 
Suspension,  0.5  Gm.  per  cc. 
(pleasant  raspberry  flavor) 
Pint  bottles 


"TERFOMYL"  IS  A TRADEMARK  OF  E.  R.  SQUIBB  & SONS 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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emotional 
equilibrium 
for  the 


geriatric  patient 


Thousands  of  doctors  know  that  Benzebar*  allays  the  mental  depression,  apprehen- 
sion and  nervousness  so  frequently  found  in  the  elderly  patient. 

'Benzebar’  is  S.K.F.’s  logical  combination  of  Benzedrine*  Sulfate  and  phenobar- 
bital.  It  provides  the  unique  improvement  of  mood  of  'Benzedrine’  Sulfate  and  the 
calming,  soothing  influence  of  phenobarbital.  These  two  established  agents  work 
together  to  restore  the  elderly  person’s  zest  for  life  and  living,  to  quiet  his  nervous- 
ness and,  at  the  same  time,  to  keep  him  from  overdoing. 

Each  'Benzebar’  tablet  contains:  'Benzedrine’  Sulfate,  N.N.R.  (racemic  amphetamine  sulfate, 
S.K.F.),  5 mg.;  phenobarbital,  M gr. 

Smith , Kline  & French  Laboratories , Philadelphia 


Benzebar 


for  the  depressed  and  nervous  patient 


*fBenzedrine*  and  'Benzebar’  T.M.  Reg.  U.S.  Pat.  Off. 


i 


Topical  treatment  of  sore  throat 
associated  with  colds,  hay  fever, 
and  other  allergies,  or  resulting 
from  chemical  irritants  or 
vocal  strain  also  postsurgi- 
cal  care  of  the  pharynx. 


Tyrozets  are  pleasantly  flavored, 
pink  lozenges,  each  containing 
1 mg.  of  antibiotic  tyrothricin, 
and  5 mg.  of  soothing, 
analgesic  benzocaine. 


Tyrozets  quickly  relieve 
the  pain  of  sore  throats 
(benzocaine),  and  help  suppress 
local  infections  due  to  a wide 
range  of  gram-positive 
organisms  (tyrothricin). 


Supplied  in  unbreakable,  amber-plastic  vials  of  12  lozenges. 

Sharp  & Dohme,  Philadelphia  1,  Pa. 


\ SHARP 
rDOHME 
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A palatable,  natural  source  of  complete,  high-quality  proteins 


It’s  not  surprising  that  soft-diet  pa- 
tients develop  appetite-apathy.  The 
things  they  have  to  eat! 

To  help  overcome  this  anorexia 
many  doctors  now  recommend  Swift’s 
Strained  Meats.  Delicious,  real  meat 
that  patients  on  soft,  smooth  diets  can 
eat  and  enjoy.  Swift’s  Strained  Meats 
provide  an  excellent  base  for  a high- 
protein,  low-residue  diet.  Rich  in  iron, 
they’re  chemically  and  physically  non- 
irritating. They  make  all  the  essential 
amino  acids  available  simultaneously  for 


optimum  protein  synthesis. 

Swift’s  Strained  Meats  are  tasty 
enough  to  tempt  tired  appetites.  They 
supply  goodly  amounts  of  B vitamin 
to  help  stimulate  patients’  natural  ap- 
petite for  other  foods.  Swift’s  Strained 
Meats  are  100%  meat — a variety  of 
six  kinds:  beef,  lamb,  pork,  veal,  liver, 
heart.  Originally  prepared  for  infant 
feeding,  they’re  exceptionally  fine  in 
texture — may  easily  be  used  in  tube 
feeding.  Convenient — ready  to  heat 
and  serve. 


6 varieties: 

Beef,  lamb,  pork, 
veal,  liver,  heart 


For  patients  who 
can  take  foods  of  less 
fine  consistency  — 
Swift’s  Diced  Meats 
offer  tender  morsels 
of  nutritious  meats 
with  tempting 
flavors  patients 
appreciate. 


The  makers  of  Swift’s  Strained  Meats  invite  you  to  send  for 
your  copy  of  "The  Importance  of  Protein  Foods  in  Health 
and  Disease ” — a physicians'  handbook  of  protein  feeding , 
written  by  a doctor.  Send  to: 


SWIFT  & COMPANY 


Chicago  9,  Illinois 

All  nutritional  statements  made  in  this  advertise- 
ment are  accepted  by  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


vhat’s  “ham”  got  to  do  with  x-ray  films? 


If  you  lived  on  the  eastern  seaboard  at  the  time,  you’ll  never  forget  the  ’38  hurri- 
ane.  It  bit  chunks  out  of  the  shoreline,  toppled  trees  like  a lawn-mower,  and  ma- 
ooned  hundreds  of  towns.  At  the  height  of  its  fury,  with  casualties  limping  in  from 
11  sides,  a large  hospital  in  the  stricken  area  found  itself  drained  of  x-ray  films.  Local 
applies  exhausted,  too:  all  wires  down,  highways  swamped,  trains  stalled,  and  on  a 
unday  into  the  bargain ! 

i That's  where  the  "hams”  come  in.  Their  chattering  keys  soon  had  the  hospital’s 
lesperate  plight  on  the  air,  where  it  was  picked  up  and  relayed  to  Picker  men  who 
ped  to  the  office,  got  the  films  packed  and  off  by  plane  and  other  hastily  improvised 
ransport.  There’s  a happy  ending  . . . they  got  through  in  time. 


It’s  happened  before,  and  it’s  happened  since  . . . the  dreadful 
iolocaust  at  Texas  City  not  long  ago  was  a similar  challenge  simi- 
larly met.  Fair  weather  or  foul,  war-time  shortage  or  peace-time 
plenty,  you  can  count  on  Picker  to  see  you  through.  Not  only 
capable  organization,  but  zest  for  service  makes  the  difference.  That’s 
why  the  roll  of  Picker  customers  is  rich  with  accounts  of  ten,  twenty, 
thirty  or  more  years  of  uninterrupted  standing. 

PICKER  X-RAY  CORP.  • 300  FOURTH  AVE.  • NEW  YORK  10,  N.  Y. 


x-ray 


all  you  expects.  . . and  more 


2252 


if 

only 

it 

were 

this 

SIMPLE 


Until  there  are  mechanical  means  for  winding- 
up  the  failing  heart . . . consider  this: 

Nativelle  isolated  Digitaline  to  minimize 
the  disadvantages  of  whole  leaf.  He 
replaced  variable  results  with  the 
predictable  effects  of  dosage  by  weight. 

Digitaline  Nativelle  digitalizes  in  a few 
hours  and  maintains  the  maximum  efficiency 
obtainable.  This  maintenance  is  positive! 

Complete  absorption  and  a uniform 
rate  of  dissipation  provide  full  digitalis 
effect  between  doses.  Elimination  of  crude 
substances  virtually  eliminates  side  effects. 

Digitaline  Nativelle 

Chief  active  principle  of  digitalis  purpurea  ( digitoxin ) 


Ease  of  Administration 

RAPID  DIGITALIZATION : 1.2  mg.  in  equally  divided  doses  of  0.6  mg.  at  three-hour  intervals. 

MAINTENANCE:  0.1  or  0.2  mg.  daily  depending  upon  patient's  response. 
CHANGE-OVER:  Prescribe  0.1  or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of  0.1  gm.  or  0.2  gm.  of  whole  leaf. 
Send  for  new  brochure  “Modern  Digitalis  Therapy”  Varick  Pharmacal  Co.  Inc.  (Division  of  E.  Fouacra  & Co.  Inc.)  75  Varick  St.,  N ew  York. 
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98%  clinical  effectiveness  is  the 
high  average  of  results  shown  by 

ARGYPULVIS 

in  TRICHOMONIASIS 


. . . (as  reported  by  Reich,  Button  and 
Nechtow,  “Treatment  of  Trichomonas 
Vaginalis  Vaginitis,”  Surgery, 
Gynecology  and  Obstetrics, 

May,  1947,  pp.  891-896)*  . . . 

These  results  were  obtained  by  a combina- 
tion of  office  and  home  treatments  with 
argypulvis,  along  with  the  usual  precau- 
tions against  reinfection.  Significantly,  it 
was  also  observed  that  use  of  the  capsules 
alone  gave  approximately  the  same  results. 
• • in  two  coni'enient  forms 


This  demonstration  of  effectiveness  is 
convincing  evidence  that  this  new  adapta- 
tion of  ARGYROL  offers  distinct  advantages 
in  the  treatment  and  surer  control  of 
Trichomoniasis. 

Composition  ....  Physical  Properties 

. . . argypulvis  contains  powdered  argyrol 
(20%),  Kaolin  (40%)  and  Beta  Lactose  (40%) 
. . . finely  milled,  to  provide  the  fluffiness 
which  makes  for  easy  insufflation,  and  with  an 
attraction  for  water  which  promotes  fast  action. 


For  Use  by  the  Physician 
7 •gram  bottles  fitting 
Uolmspray  or 
equivalent  powder- 
blower  (in  cartons  of  3) 


For  Home  Use 
by  the  Patient 
2 -gram  capsule 
for  insertion 
by  the  patient 
(in  bottles  of  12) 

• •••••••• 


INTRODUCTORY  TO  PHYSICIANS:  *On  request  we 
will  send  professional  samples  of  argypulvis  (both  forms), 
together  with  a reprint  of  the  Reich,  Button  and  Nechtow 
report.  (Use  coupon.) 

A.  C.  Barnes  Company 

Dept.  NY-109,  New  Brunswick,  N.  J. 

Name 

Address 

City State 


ARGYPULVIS 


argyrol  and  argypulvis  are  registered  trademarks,  the  property  of 

A.  t . BABNES  CO.,  NEW  BRUNSWICK,  N.  J. 
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rrThe  best  inhaler  they 


have  ever  used!” 


the  new  S.  K.  F.  BENZEDREX  INHALER 

So  much  better  that  we  have 
discontinued  Benzedrine ' Inhaler 

Physicians  tell  us  that  they  and  their  patients  find 
Benzedrex  Inhaler  the  best  inhaler  they  have  ever  used. 

The  active  ingredient  of  Benzedrex  Inhaler  is 
1 -cyclohexyl-2 -methylaminopropane, 
a new  S.K.F.  compound.  It  has  exactly  the  same 
agreeable  odor  as  Benzedrine*,  gives  even 
more  effective  and  prolonged  shrinkage, 
and  does  NOT  produce  excitation  or  wakefulness. 

We  are  sure  you  will  find  that  Benzedrex  Inhaler  is 
the  best  volatile  vasoconstrictor  you  have  ever  used. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  Benzedrex  Inhaler  is  packed  with  l-cyclohexyl-2- 
inethylaininopropane,  S.K.F.,  250  mg.;  and  aromatics. 

*'Benzedrine"  (racemic  amphetamine,  S.K.F.)  and  'Benzedrex" 

T.M.  Reg.  U.S.  Pat.  Off. 
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Editorials 


Medicine  and  the  Honorable,  the  Legislature  of  the 
State  of  New  York,  II 


In  1818,  an  amendment  to  the  act  of  1806 
provided  for  filing  with  the  clerk  of  the 
county  a copy  of  his  diploma  from  any  re- 
putable college  of  medicine  or  medical  so- 
ciety by  any  physician  or  surgeon  from  out- 
side the  State  coming  to  reside  here,  and  in 
addition  stated,  “No  person  could  be  licensed 
to  practice  ....  until  he  shall  be  of  the  age  of 
twenty-one,”  and  further  provided,  “That 
hereafter  it  shall  be  the  duty  of  every  prac- 
titioner of  medicine  in  this  State  to  report 
himself  to,  and  connect  himself  with,  the 
medical  society  in  the  county  where  he  re- 
sides, by  lodging  with  the  president  of  such 
society  a certificate  under  his  hand  to  that 
effect.”  A later  act  of  April  7,  1821,  accord- 
ing to  Hannon,  “seems  to  be  the  beginning  of 
protective  measures  in  the  medical  statute 
for  the  purpose  of  conserving  the  medical 
practice  acts  and  maintaining  the  standards 

set  by  these  acts.”1 
— 

1 See  New  York  State  Journal  of  Medicine,  September 
15.  1949,  page  2127. 


Illegal  practice,  in  an  act  of  April  17,  1830, 
was  penalized  by  a “sum  not  exceeding  $25  for 
each  offense.”  But  this  was  not  to  apply  to 
any  person  “using  or  applying  for  the  benefit 
of  any  sick  person  any  roots,  barks,  or  herbs, 
the  growth  or  produce  of  the  United  States.” 
As  late  as  1834,  the  statutes  still  “permitted 
the  use  of  roots,  barks,  and  herbs  by  un- 
licensed persons  but  prohibited  such  persons 
from  accepting  fees  for  such  application  or 
use,  thus  taking  the  profit  out  of  such  prac- 
tice.” The  profit  then  was  derived  from 
selling  of  roots,  barks,  and  herbs.  Many 
persons  still  had  belief  in  “Indian  medicine” 
and  “herb  doctors.”  Their  descendants,  in 
this  more  enlightened  age  of  nuclear  fission, 
now  hold  with,  for  example,  chiropractic  and 
naturopathy,  and  assist  such  illegal  prac- 
titioners in  their  campaigns  to  break  down 
the  medical  practice  act  by  besieging  the 
honorable,  the  Legislature,  with  petitions 
and  letters  in  favor  of  licensing  their  pet 
cults. 
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Between  1830  and  1845  the  number  of 
medical  colleges  in  the  United  States  more 
than  doubled.  In  1839,  at  the  annual  meet- 
ing in  February  of  the  Medical  Society  of  the 
State  of  New  York,  a resolution  was  intro- 
duced declaring  that  the  business  of  teaching 
should  be  separated  as  far  as  possible  from 
the  privilege  of  granting  diplomas.  It  was 
adopted  by  a large  majority.  In  1844,  dele- 
gates to  the  State  Medical  Society  from 
Broome  and  Cayuga  Counties  attacked  the 
abuse  of  the  procedure  by  which  college 
faculties  both  taught  and  licensed  medical 
students.  They  attacked  the  brief  course  of 
education  leading  to  the  receipt  of  a diploma 
as  well  and  urged  higher  standards.  Homeo- 
pathic and  eclectic  practitionerswerenotthen 
considered  “regular  physicians”  and  were 
not,  apparently,  admitted  to  the  county 
medical  society,  the  licensing  examinations, 
and  the  practice  of  medicine.  An  act  of 
May  6,  1844,  however,  permitted  them  to 
practice  and  collect  fees.  Separate  homeo- 
pathic county  medical  societies  were  incor- 
porated by  an  act  of  1857,  and  the  State 
Homeopathic  Medical  Society  was  next  in- 
corporated in  1862. 

In  1865  the  Eclectic  Medical  Society  of 
the  State  of  New  York  was  incorporated, 
and  in  April  of  that  year  the  Eclectic  Medi- 
cal College  of  the  City  of  New  York  was  also 
incorporated.  Both  the  Homeopathic  and 
the  Eclectic  Colleges  were  subject  to  visita- 
tion by  the  Regents  of  the  University. 

By  1880,  a new  law  required  physicians  to 
register  their  licenses  with  the  county  clerk. 
This  was  a step  forward.  But  in  1884-1885 
and  1885-1886  the  Legislature  failed  to  pass 
bills  presented  to  it  by  the  medical  societies 
“because  lack  of  unanimity  among  the  physi- 
cians themselves  as  to  what  regulation  was 
necessary”  left'  the  lawmakers  in  a quan- 
dary. Walsh  states : “Divisions  among  phy- 
sicians even  more  than  lobbying  legislation 
have  been  the  source  of  unfortunate  laws.”2 
In  justice  to  the  legislators  of  that  time  they 
are  said  to  have  stated  their  quite  reasonable 
position  as  being  willing  to  cooperate: 
“Whenever  a bill  is  brought  here  that  the 
doctors  themselves  agree  on,  we  will  pass  it.” 

Only  in  1872  was  a law  enacted  by  which 
the  principle  was  first  established  that 

2 Walsh,  J.  J.:  History  of  the  Medical  Society  of  the  State 
of  New  York,  New  York  City,  1907,  p.  87. 


licenses  should  be  granted  by  a State  depart- 
ment and  not  by  those  engaged  in  (a)  teach- 
ing and/or  (b)  practicing  medicine.  The 
principle  was  limited  in  application.  But  in 
1880  the  Regents  were  given  additional 
power.  The  medical  societies,  one  of  the 
three  contenders  for  regulatory  powers,  were 
definitely  out  of  the  picture.  The  power  of 
licensure  was  now  divided  between  the 
Regents  and  the  colleges.  Only  in  1890  was 
the  power  to  grant  licenses  placed  wholly  by 
legislation  in  the  hands  of  the  Regents. 
Boards  of  medical  examiners  were  subse- 
quently created  “representing  the  regular 
medical  profession  and  two  sectarian  schools 
of  medicine,  ....  and  a license  to  practice 
was  issued  only  after  passing  their  exami- 
nation.” 

Commissioner  Draper,  head  of  the  New 
York  Education  Department,  early  in  the 
twentieth  century  formulated  the  principle 
that  “the  State  should  establish  a funda- 
mental standard  for  all  medical  practice, 
which  would  protect  the  people  against 
ignorance  and  let  those  who  can  come  up  to 
that  standard  practice.”  In  1907,  a single 
examining  board  replaced  the  three  previous 
boards  of  the  regular,  the  homeopathic,  and 
the  eclectic  schools. 

The  act  of  1907,  with  a few  amendments 
relating  to  standards  and  disciplinary  pro- 
cedures, was  effective  until  1927.  In  this 
year  the  medical  practice  act  was  re-enacted 
into  the  Education  Law  and  the  control  over 
the  practice  of  medicine  came  under  the  Re- 
gents of  the  State  of  New  York.  Annual 
registration  of  physicians  was  required  and 
the  Medical  Grievance  Committee  under  the 
Board  of  Regents  was  established.  With  a 
few  interim  amendments  this  statute  remains 
as  the  medical  practice  act  as  we  now  know 
it. 

It  would  be  well  for  the  membership  of  the 
Medical  Society  of  the  State  of  New  York  to 
consider  the  evolution  of  this  act  through 
nearly  189  years  of  constant  endeavor  by  the 
medical  profession  and  the  honorable,  the 
Legislature  of  the  State  of  New  York  to  pro- 
vide the  highest  standards  of  medical  educa- 
tion and  practice  for  the  citizens  of  the  Em- 
pire State.  The  recent  years  have  witnessed 
more  and  more  determined  attempts,  no- 
tably by  the  chiropractors,  to  undermine  a 
structure  laboriously  built  up  as  herein  set 
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forth,  in  the  public  interest  and  to  which  the 
citizens  of  the  State  may  look  with  pride  and 
confidence,  since  it  assures  to  them  the  bene- 
fits of  the  most  scientific  medical  education 
and  practice  yet  attainable. 

It  is  to  be  hoped  that  the  honorable,  the 
Legislature  will  now  and  in  the  future  give 
due  weight  to  its  notable  record  as  here 


shown  in  securing  to  the  citizens  of  the  State 
nothing  less  than  the  best  in  medical  mat- 
ters. The  medical  practice  act  of  today 
denies  to  no  one  who  can  qualify  the  oppor- 
tunity to  become  a physician  or  surgeon. 
Those  not  so  qualified  have  no  place  in  the 
serious  and  responsible  field  of  ministering 
to  the  sick  and  disabled. 


Cortisone 


This  new  drug,  used  apparently  success- 
fully in  the  so  far  experimental  treatment  of 
some  of  the  degenerative  diseases  together 
with  arthritis,  rheumatism,  and  the  like, 
may  be  processed  from  plants  of  the  Stro- 
phanthus  family,  of  which  some  eighteen  or 
twenty  species  exist  in  Africa,  Burma,  India, 
the  East  Indies,  and  the  Philippines.  At 
present  quite  limited  quantities  derived  from 
ox  bile  must  suffice  for  experimental  work. 

Once  again  medical  science  has  pioneered 
what  may  well  be  another  source  of  relief 
for  suffering  humanity,  as,  for  example,  it 
did  in  the  cases  of  insulin,  penicillin,  the 
sulfa  drugs,  and  countless  other  substances. 
There  is  nothing  extraordinary  about  this. 
It  is  the  job  of  medical  scientists  to  do  just 
what  has  been  done  in  the  case  of  cortisone. 
But  the  discovery  is  in  some  ways  possibly 
the  easiest  part  of  a complicated  chain  of 
necessary  events. 

Great  quantities  of  the  substance  are 
necessary  if  large-scale  experimental  treat- 
ment work  is  to  be  done.  Ox  bile,  the  pres- 
ent source,  yields  so  little  that  new  sources 
must  be  found.  Apparently,  plants  of  the 
Strophanthus  family,  or  at  least  some  of 
them,  may  be  a high-yield  source.  Accord- 
ing to  the  United  States  Public  Health 
Service,  the  crude  product  of  the  botanic 
source  could  be  processed  in  twenty  pro- 
cedures. Chemical  synthesis  now  requires 
thirty-seven  to  produce  a product  of  com- 
mercial value.  The  desired  end  is  a cheap, 
standardized  product  available  in  quantity 
domestically. 

The  resources  of  government  quite  prop- 
erly should  be  and  are  being  marshalled, 
together  with  private  enterprise,  to  seek  out 
sources  of  crude  Strophanthus.  A request 


to  the  Budget  Bureau  for  $1,750,000  re- 
portedly has  been  made  for  research  into 
plant  sources.  Of  this  amount,  $250,000 
reportedly  would  be  spent  to  find  and  grow 
materials,  the  balance  to  be  devoted  to 
grants-in-aid  to  promote  further  research 
in  scientific  institutions.1 

Teamwork  of  this  kind  in  the  public  in- 
terest seems  to  us  to  be  of  the  greatest  value.  • 
In  the  case  of  cortisone,  the  news  story  of  its 
relation  to  substances  derived  from  plants 
of  the  Strophanthus  family  was  written  by 
William  L.  Laurence,  one  of  the  foremost 
present-day  science  writers,  a factual  ac- 
count free  from  the  absurd  emotionalism  not 
infrequently  encountered  in  the  products 
of  some  other  authors.2 

The  story  was  followed  up  by  a further 
account  detailing  the  governmental  interest 
of  Dr.  Leonard  A.  Scheele,  surgeon  general 
of  the  U.S.P.H.S.,  Dr.  Norman  H.  Topping, 
associate  director  of  the  National  Institutes 
of  Health,  and  Mr.  Carol  O.  Carlanson, 
chief  of  the  Division  of  Plant  Exploration 
and  Introduction,  Department  of  Agricul- 
ture. 

Development  of  new  plant  and  mineral 
resources  by  the  government  is  highly 
necessary.  In  this  instance,  it  promises 
large-scale  supply  quickly,  and  we  hope  with 
a minimum  of  red  tape,  unnecessary  chatter, 
and  official  gobbledygook,  of  material  where- 
by advanced  therapy  of  arthritis  by  the 
medical  profession  and  further  research 
into  other  possible  uses  of  cortisone  may  be 
facilitated. 

The  possible  value  to  industry  alone  may 


1 New  York  Times,  August  17,  1949. 

2 New  York  Times,  August  16,  1949. 
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be  visualized  if  present  forecasts  of  success 
in  the  treatment  of  arthritis  and  rheumatism 
by  cortisone  are  confirmed,  since  these  dis- 


eases are  among  the  top  ranking  causes  of 
disability  among  older  and  highly  skilled 
employes. 


New  Members  of  the  House  of  Delegates 


It  is  encouraging  to  note  that  at  the  1949 
session  of  the  House  of  Delegates  there  were 
over  50  new  members,  including  alternates, 
out  of  a total  of  154  elected  delegates.1  Of 
the  whole  group  22  per  cent  were  general 
practitioners.  Another  28  per  cent  were 
specialists  in  13  different  categories. 

The  fluid  character  of  any  legislative  body 
is  essential  to  maintain.  And  apparently 
the  several  county  societies  are  wisely 
adding  new  blood,  fresh  ideas,  and  the  vigor 
of  youth  to  their  delegations.  In  our  view 
this  is  as  it  should  be.  Also  encouraging 
is  the  balance  apparently  being  maintained 
well  between  general  practitioners  and 
specialists. 

The  problems  now  crowding  upon  us  for 
solution  demand  time  and  energy  freely 
expended.  The  younger  men  and  women 
in  the  profession  seem  willing  to  assume 
their  obligations  if  encouraged  to  do  so,  at 


1 New  York  State  Journal  of  Medicine,  49:  9 (Sept.  1 — 
Part  II)  1949. 


least  in  this  State  as  the  above  cited  figures 
indicate. 

Unquestionably  it  is  harder  for  younger 
men  and  women  in  the  process  of  establish- 
ing their  practices  and  their  families  to 
carry  their  share  of  the  load  of  responsi- 
bility the  profession  has  assumed,  but  there 
is  no  easy  way  to  preserve  those  values  and 
high  quality  service  to  the  public  which  have 
always  been  the  pride  of  the  physician.  It 
is  not  enough  just  to  preserve  them  in  our 
view;  they  must  be  extended  far  beyond  pres- 
ent horizons. 

We  by  no  means  underestimate  the  worth 
to  the  profession  of  its  older  heads;  they  are 
invaluable,  and  a great  part  of  that  value 
lies  in  their  conservatism,  usually  the  result 
of  hard  schooling  and  much  experience  of 
life. 

But  we  do  need  and  must  have  the  bolder, 
more  aggressive  help  of  new  delegates,  young 
or  old,  as  soon  as  they  can  qualify  themselves 
for  election  by  their  several  county  societies, 
and  the  more  general  practitioners  the 
better. 


Current  Editorial  Comment 


“Sing  Out  Sweet  Land.”  From  the  New 
England  Journal  of  Medicine  comes  the  fol- 
lowing account:1 

By  action  of  the  Council  of  the  Massachu- 
setts Medical  Society  taken  at  its  annual  meet- 
ing on  May  23,  the  appointment  of  a coordi- 
nating committee  to  cooperate  with  the  Na- 
tional Education  Campaign  of  the  American 
Medical  Association  was  confirmed.  The  com- 
mittee, which  has  been  functioning  since  April, 
is  composed  of  the  officers  of  the  Society,  the 
delegates  to  the  American  Medical  Association, 
representatives  from  the  committees  on  medi- 
cal economics,  legislation,  public  relations,  and 

1 New  England  Journal  of  Medicine,  August,  1949. 


the  subcommittee  on  national  legislation,  the 
director  of  information  and  education,  and  the 
editor  of  the  Journal.  The  chairman  is  Dr. 
Frank  H.  Lahey,  former  president  of  the 
American  Medical  Association. 

The  committee  considers  the  time  now  ap- 
propriate to  render  an  account  of  its  activities 
as  well  as  to  offer  its  program  for  the  future. 

Of  special  importance  has  been  the  assembly 
that  took  place  on  May  1 at  the  Hotel  Staffer, 
to  which  each  district  society  was  invited  to 
send  ten  per  cent  of  its  members.  The  attend- 
ance was  estimated  at  six  hundred,  and  con- 
siderable enthusiasm  for  the  campaign  was 
evidenced. 

A speaker’s  bureau  has  been  established  and 
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some  twenty  physicians  have  given  nearly 
three  hundred  talks  before  various  lay  groups. 
Editorial  support  has  been  elicited,  and  numer- 
ous press  and  radio  writers  and  commentators 
have  supported  the  campaign  to  bring  the 
Association’s  program  before  the  public.  Many 
lay  groups  have  been  active  and  a number  of 
organizations  have  passed  resolutions  in  sup- 
port of  the  medical  profession.  Much  litera- 
ture has  been  distributed,  and  more  is  avail- 
able at  the  Society  headquarters. 

Although  the  government’s  campaign  in 
favor  of  compulsory  health  insurance  has  been 
relatively  inactive  of  late,  the  coordinating 
committee  is  planning  its  own  future  program. 
This  is  based  largely  on  the  activities  of  the 
district  societies,  most  of  which  have  not  yet 
swung  into  satisfactory  action,  Franklin  being 
a notable  exception. 

District  coordinating  committees  must  be 
set  up  where  they  are  still  lacking.  Coopera- 
tion with  the  “Tell  It  To  Twenty”  division  of 
the  Massachusetts  campaign  must  be  strength- 
ened, in  order  that  a continuous  flow  of  infor- 
mation to  the  list  of  twenty  contacts  made  by 
each  physician  may  make  an  informed  group 
capable  of  substantial  action  and  results  at  the 
proper  time.  Resolutions  against  compulsory 
national  health  insurance  should  be  adopted  by 
every  district  society  and  auxiliary.  Local 
press  and  radio  committees  should  be  organ- 
ized and  contact  made  with  local  professional 
groups.  Lay  speakers  must  be  enlisted,  and, 
above  all,  the  district  woman’s  auxiliaries  must 
be  utilized  in  the  campaign. 

If  socialized  medicine  is  to  form  the  wedge  for 
a socialized  state,  it  shall  not  be  for  lack  of  an  in- 
formed and  intelligent  opposition  * 

Should  such  a coordinating  committee  be 
considered  by  the  Medical  Society  of  the 
State  of  New  York?  Speaker’s  bureaus 
have  already  been  set  up  in  this  State  by  the 
several  county  societies,  and  the  Public  Re- 
lations Bureau  of  the  State  Society  has  as- 
sisted in  their  formation  where  requested. 

Coordination  of  this  activity  might  be 
productive  of  more  effective  action  through- 
out the  State. 

* Italics  ours. — Editors 


Costs  of  Hospitalization. 

“Far  from  all  resort  of  mirth, 

Save  from  the  cricket  on  the  hearth.” 

— John  Milton 

Commenting  on  the  recent  wave  of  hospital 


rate  increases,  a staff  member  of  The  Presby- 
terian Hospital  in  the  City  of  New  York  said, 
“This  wave  of  increases  reminds  me  of  that 
early  pseudo-scientific  experiment  upon  the 
cricket.  It  was  discovered  that  an  increase  in 
application  of  heat  to  a cricket  increased  not 
only  the  tempo  of  his  chirps  but  also  their  in- 
tensity. This  increase  was  maintained  in  a 
steady  upward  curve  until  the  cricket  suddenly 
burned  up!” 

With  this  touching  obituary  upon  the 
cricket  we  are  one  hundred  per  cent  in  sym- 
pathy. If  the  cost  of  hospitalization  con- 
tinues to  rise,  these  benevolent  institutions 
will  eventually  consume  themselves  and 
their  patients  with  them.  It  reminds  us  of 
Charles  Lamb’s  Dissertation  on  Roast  Pig. 

We  have  a remedy  to  propose.  Appoint 
to  every  hospital  an  Advocatus  Diaboli.  He 
could  be  an  older  man  of  wide  clinical  ex- 
perience, attached  to  the  resident  in  charge 
of  medicine  or  surgery.  He  will  never  leave 
the  side  of  the  unhappy  young  man.  When 
the  resident  calls  for  a “full  work  up”  on 
such  and  such  a case,  before  the  patient  has 
been  seen  by  either  the  attending  physician 
or  surgeon,  the  Advocatus  Diaboli  will  ask 
him  what  is  the  significance  of  such  and  such 
a test?  Why  is  it  necessary  in  this  particulai 
case? 

In  the  course  of  such  proceedings  the  older 
man  will  learn  a great  deal  about  the  most 
modem  laboratory  tests.  The  resident  will 
learn  how  to  do  without  them  by  the  use  of 
the  five  senses  that  God  gave  him.  It  will  be 
a process  of  highly  beneficial  mutual  edu- 
cation. 

In  the  course  of  it  the  hospital  will  save  a 
great  deal  of  money. 

The  Advocatus  Diaboli  would  never  order 
a laboratory  test  without  asking  himself  how 
much  it  was  going  to  cost  the  patient  and 
was  such  an  expenditure  essential  to  the 
diagnosis  of  the  case.  He  would  be  as  nice  in 
his  judgment  in  recommending  a “G.I.  series 
of  x-rays”  as  if  he  were  ordering  them  for  his 
own  wife,  and  as  if  he  had  to  pay  for  them. 

According  to  our  prescription  the  older 
man  would  be  brought  up  to  date  on  a num- 
ber of  tests  of  which  he  had  never  heard,  and 
without  which  he  and  his  patients  had  been 
getting  along  quite  well. 

The  resident  would  leam  that  the  em- 
ployment of  his  five  senses  would  open  to 
him  delightful  fields  of  research  that  the  lab- 
oratory could  never  offer  him.  He  might 
leam  that  a well-taken  history  could  shed 
more  light  upon  his  patient  in  the  psychoso- 
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matic  field  than  could  any  x-ray  or  micro- 
scope. 

And  during  the  process  of  mutual  educa- 
tion both  hospital  and  patients  would  save 
considerable  money. 

Distorted  Figures.  The  New  York  Jour- 
nal American  of  August  25,  1949,  brought 
us  the  following  good  news: 

“Sister  Elizabeth  Kenny,  founder  of  the 
revolutionary  method  of  treating  pohomyelitis, 
arrived  today  aboard  the  Queen  Mary  and 
offered  to  meet  with  local  health  authorities, 
“if  invited,”  to  discuss  the  current  polio  out- 
break. 

When  she  first  came  to  this  country  in  1940, 
she  said,  the  rate  of  recovery  in  poho  cases  was 
only  15  per  cent.  Since  then,  she  added,  the 
recovery  rate  has  risen  to  75  per  cent  “and 
could  be  10  per  cent  higher.” 

Unfortunately  for  Sister  Kenny  we 
chanced  to  have  upon  our  desk  the  supple- 
ment to  the  Quarterly  Bulletin  issued  by  the 
Department  of  Health  of  the  City  of  New 
York  from  which  we  quote:1 

The  number  of  cases  and  deaths  reported 
during  the  epidemic  years  were: 


Year 

Cases 

Deaths 

1916 

9,023 

2,448 

1931 

4,138 

504 

1935 

2,054 

91 

1944 

1,890 

102 

We  have  confidence  in  the  figures  pro- 
vided by  the  New  York  City  Department 
of  Health,  going  back  to  1916.  Sister 
Kenny  does  not  specify  whether  by  “rate  of 

1 Quarterly  Bulletin,  Department  of  Health,  City  of  New 
York,  Volume  17,  Number  2,  1949  Supplement. 


recovery”  she  means  recovery  in  the  sense 
that  the  patient  did  not  die,  or  recovery 
with  no  residual  paralysis.  No  matter 
which  she  means,  her  claims  are  equally 
absurd.  During  an  epidemic,  when  the 
public  consciousness  is  aroused,  any  num- 
ber of  otherwise  undiagnosed  diseases  are 
reported  as  poliomyelitis.  If,  in  a doubt- 
ful case,  the  doctor  scratches  his  head,  and 
says,  “Of  course,  I don’t  know,  but  it 
might  be  polio,”  he  is  put  down  as  a man 
ever  alert  for  the  worst,  and  if  a case  of 
acute  indigestion,  “summer  complaint,”  or 
what  have  you  recovers  with  no  sign  of 
paralysis  he  adds  greatly  to  his  community 
reputation. 

If,  on  the  other  hand,  his  diagnosis  is, 
unfortunately,  correct,  his  reputation  also 
loses  nothing. 

We  have  already  in  these  columns  paid 
tribute  to  the  Kenny  treatment.  Anterior 
poliomyelitis  is  as  yet  an  unsolved  disease. 
Sister  Kenny  says  so  herself.  We  have  no 
sympathy  with  the  curious  pathology  she 
has  invented.  With  her  distorted  statis- 
tics we  have  even  less. 

Why  can’t  the  good  woman  with  un- 
doubted skill  and  reasonable  silence  treat 
such  patients  as  are  able  to  resort  to  the 
foundations  which  her  charitably  minded 
backers  have  provided  for  her?  By  un- 
warranted, exaggerated  claims  and  by  ab- 
surd distortion  of  statistics,  we  think  she 
does  herself,  the  public,  and  her  patrons  the 
worst  of  disservices. 

Correction.  In  this  Journal  for  Sep- 
tember 1,  the  announcement  covering  page 
2038  should  have  been  labelled  as  an  adver- 
tisement. We  regret  this  omission. — The 
Editors. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
District  Branch  Meetings — 1949 


Date 

October  6 
October  19 
October  26 
No  date  for 


District  Branch  Place  of  Meeting 


Time 


Eighth  Red  Coach  Inn,  Niagara  Afternoon  and  evening 

Falls  (dinner) 

Sixth  Cortland  Afternoon  and  evening 

(dinner) 

Second  Hotel  Gramatan,  Afternoon  and  evening 

Bronxville  (dinner) 

the  meeting  of  the  First  District  Branch  has  been  arranged. 
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RUPHYLUN 

. . . acts  to  preserve  the  integrity  of  the  capillaries 
— particularly  useful  for  prevention  and  treatment 
of  capillary  fragility  in  hypertension,  arterioscle- 
rosis and  diabetes  mellitus. 


I 

I 

I 


I 


FORMULA: 


DOSE: 


Aminophyllin 100  mg. 

Rutin 20  mg. 

Phenobarbital 15  mg. 


Ruphyllin  is  recommended  in  doses  of  one  tablet  three 
times  a day.  This  dosage,  however,  may  be  increased  to 
two  tablets  three  times  daily  as  the  needs  of  the  patient 
indicate;  it  may  be  administered  safely  over  prolonged 
periods  of  time. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 
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New  type 
antacid 


for 

better 


management  of 
peptic  ulcer 


Carmethose  gives  prolonged 
control  with  no  adverse  effects 


Advantages  over  adsorbent  gels: 

1.  Non-constipating — hydrophilic  gel 
promotes  normal  elimination.1-2 

2.  Reduction  of  acidity  in  two  ways — 
prompt  action  by  ion  exchange 
is  followed  by  classical  buffering 
action. 


Carmethose  promptly  lowers  gastric 
acidity,  and  its  protective  tenacious  coat- 
ing has  been  observed  in  the  stomach 
for  as  long  as  three  hours.1 

Adult  dose  is  2 to  4 tablets  or  tea- 
spoonfuls 4 times  daily  between  meals. 


Carmethose  Tablets:  sodium  carboxymethylcellu- 
lose,225mg.  andmagnesiumoxide,  75mg.  BottlesoflOO 

Carmethose  Liquid:  5%  concentration  of  sodium 
carboxymethylcellulose.  Bottles  of  12  oz- 


PHARMACEUTICAL  PRODUCTS.  INC,  SUMMIT,  NEW  JERSEY 

CARMETHOSE — Trade  Mark  z/lS04M 


3.  Palatable  — small,  easily  swal- 
lowed tablets  and  pleasantly  fla- 
vored liquid — preferred  by  patients.2 

Advantages  over  soluble  alkalis: 

1.  No  acid  rebound — effectively  in- 
hibits acid-pepsin  activity,  with  no 
secondary  hypersecretion. 

2.  Protective  coating — mucin-like  gel 
is  rapidly  formed  and  clings  to  ulcer 
crater  and  gastric  mucosa. 

3.  Non-systemic  — cannot  -disturb 
acid-base  balance  because  it  is  non- 
absorbable. 

1.  Brick,  I.B.:  Amcr.  J.  Dig.  DU.,  In  Press  2.  Bralow, 
Spellberg  & Necheles:  Scientific  Exhibit  #1112.  AJvIjV. 
Annual  Session  1949 


Scientific  Articles 

Symposium 

PSYCHOSURGERY 

Successes  and  Failures  Following  Frontal  Lobotomy 


Burness  E.  Moore,  M.D.,  New  Haven,  Connecticut,  Benjamin  Simon,  M.D.,  Middletown, 
Connecticut,  Samuel  Friedman,  M.D.,  Newtown,  Connecticut,  and  ConradO.  Ranger,  M.D., 

Norwich,  Connecticut 


{From  the  Department  of  Psychiatry  and  Mental  Hygiene  and  the  Psychiatric  Clinic,  Yale  University  School  of 
Medicine,  New  Haven;  the  Connecticut  State  Hospital,  Middletown;  the  Fairfield  State  Hospital,  Newtown; 
and  the  Norwich  State  Hospital,  Norwich,  Connecticut) 


SURGICAL  procedures  for  the  treatment  of 
mental  disease  are  rapidly  increasing  in  num- 
ber. The  development  of  the  transorbital  ap- 
proach by  Fiamberti  and  Freeman,  the  introduc- 
tion of  topectomy  by  the  Columbia-Greystone 
Associates  under  the  able  direction  of  Mettler, 
Pool,  and  Heath,  and  the  experiments  of  Spiegel 
and  Wycis  with  thalamotomy  are  indicative  of  the 
advances  to  be  expected  from  new  and  imagina- 
tive approaches  based  on  sound  knowledge  of 
neuroanatomy  and  physiology.1-4  At  the  same 
time  neurosurgeons  are  constantly  modifying 
their  older  technics  and  devising  new  ones,  such 
as  the  selective  coitical  undercutting  recently 
described  by  Scoville.6  Modern  surgical  treat- 
ment of  psychiatric  disorders  is  only  fourteen 
years  old,  and  the  present  investigations  indicate 
that  this  form  of  treatment  has  passed  from  its 
infantile  and  early  childhood  periods  into  one  of 
adolescent  striving  and  experimental  exploration. 
With  its  increasing  maturity  have  come  recogni- 
tion of  the  value  of  surgical  therapy  and  accept- 
ance of  the  responsibilities  implied. 

Operations  on  psychotic  patients  provide  a 
unique  opportunity,  incidental  to  treatment,  for 
psychophysiologic  research  on  human  subjects. 
While  the  physician  has  an  obligation  to  take  ad- 


Presented,  by  invitation,  at  the  143rd  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo, 
Section  on  Neurology  and  Psychiatry,  May  6,  1949. 

This  paper  is  a report  of  the  Connecticut  Lobotomy 
Study,  a cooperative  project  of  the  above  institutions.  The 
work  was  supported  in  part  by  the  Joint  Committee  of  State 
Mental  Hospitals  of  the  State  of  Connecticut.  The  opera- 
tions were  performed  by  Dr.  Bernard  S.  Brody  and  Dr. 
William  German,  of  New  Haven,  and  by  Dr.  William  B. 
Scoville  and  Dr.  Benjamin  Whitcomb,  of  Hartford. 


vantage  of  such  opportunities  to  advance  knowl- 
edge, the  primary  objective  of  these  procedures — 
specifically,  benefit  to  the  patient — must  not  be 
overlooked. 

Lobotomy  has  recently  been  subjected  to  crit- 
ical scrutiny  because  its  wide  clinical  use  has  not 
provided  conclusive  answers  to  the  problem  of 
the  relationship  of  the  frontal  lobes  to  mental 
disease.6  To  some  extent  this  criticism  ignores 
the  excellent  work  which  has  been  done  and  the 
difficulties  inherent  in  study  of  psychotic  patients 
with  inadequate  facilities  and  personnel;  never- 
theless, such  appraisal  is  justified  and  wholesome. 
The  already  demonstrated  value  of  lobotomy  as  a 
therapeutic  procedure  makes  its  application  in- 
dicated even  in  the  absence  of  knowledge  of  the 
mechanisms  by  which  improvement  is  achieved. 

However,  the  psychiatrist  is  likely  to  become 
confused  by  the  availability  of  a number  of  sur- 
gical procedures  for  which  the  indications  are  still 
problematic  and  the  results  uncertain.  A single 
case  exhibiting  dramatic  improvement  or  unfortu- 
nate sequelae  is  more  impressive  clinically  than  a 
large  series  of  patients  who  have  exhibited  less 
striking  changes,  and  we  are  likely  to  correlate  the 
dramatic  change  with  whatever  procedure  has  been 
used,  failing  to  keep  in  mind  the  fact  that  a multi- 
plicity of  factors  may  materially  influence  the 
prognosis  of  the  patient.  If  operations  are 
varied  on  the  basis  of  such  clinically  impressive 
cases  without  reference  to  other  mitigating  fac- 
tors, results  are  even  more  difficult  to  evaluate. 
It  is  important,  therefore,  as  we  have  pointed 
out  before,  that  each  new  procedure  be  studied 
by  means  of  carefully  planned  observations  on  a 
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population  large  enough  for  statistically  valid 
conclusions.7 

The  problem  of  validation  of  lobotomy  as  a 
practical  therapeutic  procedure  in  the  treatment 
of  psychoses  has  been  of  particular  interest  to  the 
Connecticut  Cooperative  Lobotomy  Study.  In 
this  paper  we  are  reporting  our  results  to  date 
with  special  emphasis  on  analysis  of  the  factors 
which  may  contribute  to  success  or  failure  follow- 
ing lobotomy.  It  is  our  hope  that  this  study  will 
help  to  establish  better  criteria  of  selection  of 
patients  for  near-total,  open  lobotomy. 

Methodologic  Considerations 

In  the  presence  of  multiple  variables,  two 
general  types  of  methodology  may  be  utilized 
to  establish  the  validity  of  a new  therapeutic 
procedure.  Mettler  has  succinctly  described 
these  as  (1)  the  analysis  of  organized  complexi- 
ties and  (2)  the  analysis  of  unorganized  com- 
plexities.8 The  Columbia-Greystone  Associates 
chose  the  first  method  and  have  attempted  to 
select  patients  carefully  in  accordance  with  well- 
defined  and  limited  criteria,  controlling  all  possi- 
ble variables  with  the  single  exception  of  the 
operative  procedure.  This  method  is  expensive 
in  time,  money,  and  effort,  and  it  is  usually 
necessary  to  work  with  very  small  groups  of  pa- 
tients. Thoroughly  sound  from  an  investigative 
standpoint,  it  provides  valid  answers  to  specific 
questions.  The  second  method,  employed  by  the 
Connecticut  Cooperative  Lobotomy  Study,  is 
based  on  the  selection  of  patients  in  accordance  with 
presently  accepted  therapeutic  criteria  of  selection 
with  subsequent  analysis  of  results  in  terms  of  the 
multiple  variables.  In  our  situation  these  vari- 
ables could  not  be  controlled  in  advance,  since 
therapeutic  goals  and  the  desire  to  meet  the  im- 
mediate needs  of  the  community  were  balanced 
against  the  demands  of  the  investigation.  Our 
method  has  been  rewarding  in  benefit  to  a large 
number  of  patients  and  families  and  in  abundant 
material  for  research. 

The  association  of  the  three  state  mental  hos- 
pitals of  Connecticut  and  the  Yale  Psychiatric 
Clinic  and  Department  of  Psychiatry  in  a co- 
operative clinical  study  of  lobotomy  has  already 
been  described  in  a previous  paper.9  A com- 
mittee has  been  responsible  for  devising  a common 
case  protocol  and  for  the  definition  of  descriptive 
and  diagnostic  terms,  criteria  of  selection,  deter- 
mination of  operative  procedures,  and  for  the 
methodology  of  clinical  study.  It  was  decided 
that  the  clinical  progress  of  patients  should  be 
recorded  at  specific  time  intervals  of  three 
months,  six  months,  twelve  months,  two  years, 
and  five  years,  postoperatively.  The  records  are 
filed  in  a central  registry,  are  periodically  re- 


viewed by  the  Committee,  coded,  punched  and 
analyzed  on  IBM  cards. 

The  weaknesses  of  such  a study  are  obvious. 
Although  terms  are  defined  and  criteria  of  levels 
of  improvement  specified  in  advance,  the  factor 
of  varied  personnel  in  four  different  institutions 
inevitably  introduces  some  discrepancies.  In  so 
far  as  possible  this  difficulty  has  been  minimized 
by  having  all  patients  and  case  protocols  checked 
by  the  clinical  director  of  each  hospital,  who  is 
thoroughly  familiar  with  the  standards  set  for 
the  study.  The  number  of  patients  involved 
also  nullifies  such  discrepancies  to  some  degree. 
Although  based  on  careful  clinical  study  of  each 
individual  case,  the  material  gathered  becomes 
essentially  a statistical  study  and,  therefore,  lacks 
the  detailed,  personal  information  concerning 
patients’  reactions  which  may  be  obtained  by 
intensive  study  of  a small  group  of  individuals. 
However,  statistical  analysis  of  large  groups  of 
patients  avoids  the  errors  which  may  enter  into 
conclusions  based  upon  a small  number  of  sub- 
jects in  which  the  variables  have  not  been  con- 
trolled. One  other  point:  the  data  given  repre- 
sent individual  correlations  of  each  factor  with 
clinical  results  following  operation,  and  multiple 
correlations,  taking  into  account  all  factors  simul- 
taneously, may  yield  additional  information  of 
value  that  will  modify  some  of  the  conclusions 
reached. 

Operative  Technic,  Mortality,  and 
Complications 

The  operations  on  this  series  of  patients  were 
performed  by  Dr.  Bernard  S.  Brody,  Dr.  William 
German,  Dr.  William  B.  Scoville,  and  Dr.  Ben- 
jamin Whitcomb.  Modifications  of  the  Lyerly  or 
open  technic  were  used  in  all  cases.  In  the  sur- 
gical approach  the  coronal  suture,  the  lesser  wing 
of  the  sphenoid  bone,  and  the  anterior  tip  of  the 
lateral  ventricles  were  used  for  orientation  (Fig. 
1).  The  plane  of  section  was  usually  made  par- 
allel to  the  coronal  suture  and  just  anterior  to  the 
landmarks  mentioned,  and  a near-total  section  of 
the  subcortical  fiber  connections  was  made.  In  a 
later  publication  we  hope  to  correlate  results 
with  the  plane  of  section  and  the  extent  of  fibers 
divided.  To  date  532  patients  have  been  oper- 
ated on,  with  15  operative  deaths,  a mortality 
of  2.8  per  cent.  After  the  first  hundred  cases, 
with  the  ripening  of  experience,  the  mortality 
has  been  reduced  to  1.7  per  cent.  Intracranial 
hemorrhage,  which  accounts  for  the  largest  per- 
centage of  deaths  in  patients  operated  on  by  the 
closed  technic,  was  responsible  for  only  four 
deaths  in  this  series.  Urinary  incontinence, 
lasting  longer  than  one  month,  in  17.3  per  cent, 
epileptiform  seizures  in  9.8  per  cent,  and  various 
neurologic  signs,  most  of  them  transient,  in  2.7 
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Fig.  1.  Diagrams  showing  planes  and  extent  of 
sections  of  frontal  fibers  in  lobotomy  operations  in 
the  Connecticut  Study.  In  the  majority  of  cases 
the  surgeon  attempted  to  follow  plane  A,  and  some 
of  the  other  planes  demonstrated  were  accidental. 
Coronal  section  1 shows  the  near-total  procedure 
used  in  the  cases  reported  here.  The  other  types  of 
sections,  shown  in  hemispheres  2,  3,  and  4,  are  cur- 
rently being  used  but  results  have  not  yet  been 
analyzed. 

per  cent  were  the  most  frequently  encountered 
complications  in  the  patients  studied  in  this  year 
follow-up. 

Case  Material 

Exclusive  of  deaths,  the  present  report  deals 
with  294  patients,  of  whom  60.5  per  cent  were 
women  and  39.5  per  cent  men.  All  were  studied 
preoperatively  and  were  followed  for  a minimum 
period  of  one  year  by  one  of  the  four  participating 
institutions:  the  Connecticut  State  Hospital, 
Fairfield  State  Hospital,  Norwich  State  Hospital, 
and  the  Yale  Psychiatric  Clinic.  The  data  to  be 
presented  are  based  on  one  year  follow-up  results. 
Sixty  per  cent  of  the  patients  were  between  thirty 
and  fifty  years  of  age,  with  only  12.2  per  cent  over 
fifty.  Fifty-three  per  cent  were  of  average  in- 
telligence, and  58.6  per  cent  had  high  school 
education  or  better.  The  great  majority,  i.e.,  233 
patients  or  79  per  cent,  were  schizophrenic  pa- 
tients who  had  shown  recognizable  signs  of  illness 
for  longer  than  two  years  in  92  per  cent  and  who 
had  been  hospitalized  for  a year  or  more  in  88 
per  cent.  The  mean  duration  of  hospitalization 


TABLE  1. — Status  of  294  Patients  One  Year  Following 
Lobotomy 


Number 

Per  Cent 

General  status 

Symptom-free 

18 

6.1 

Markedly  improved 

69 

23.5 

Moderately  improved 

92 

31.2 

Slightly  improved 

75 

25.5 

Unimproved 

39 

13.3 

Worse 

1 

0.3 

Total 

294 

100 

Environmental  adjustment 

Disturbed  ward 

30 

10.2 

Closed  ward 

130 

44.2 

Open  ward 

27 

9.2 

Discharged  to  home 

107 

36.1 

Total 

294 

100 

Work  adjustment* 

Working  part  time 

104 

35.4 

Working  full  time 

82 

28.0 

Working  at  same  level 

49 

16.6 

Not  working 

106 

36.0 

* The  patients  in  this  category  do  not  total  100  per  cent 
because  of  overlapping  in  those  patients  working  part  and 
full  time  and  at  the  same  level  of  employment. 


in  the  schizophrenic  group  was  over  five  years. 
Some  type  of  somatic  treatment,  usually  electric 
convulsive  therapy,  had  been  administered  to 
194  patients,  or  66  per  cent  of  the  group,  prior 
to  lobotomy.  However,  in  11.9  per  cent  such 
treatment  was  inadequate  by  present-day  stand- 
ards. No  somatic  therapy  had  been  given  to 
100  patients  before  operation,  but  these  chronic 
patients  were  of  the  type  who  have  been  shown 
to  have  no  favorable  response  to  electric  con- 
vulsive therapy  or  insulin  coma.  Ninety-nine 
per  cent  were  on  closed  hospital  wards,  and  53.1 
per  cent  were  in  restraint,  in  seclusion,  or  on  dis- 
turbed wards.  Less  than  7.5  per  cent  were 
capable  of  work  before  operation,  and  12.6  per 
cent  had  never  worked  even  before  illness. 

Results 

Results  following  operation  were  evaluated  in 
terms  of  environmental  adjustment,  level  of 
work  ability  and  accomplishment,  and  symp- 
tomatic change.  Improvement  in  these  three 
phases  of  adjustment,  as  recorded  in  Table  1, 
was  graded  according  to  criteria  which  have  been 
presented  elsewhere.9  At  the  end  of  one  year 
postopera tively,  29.6  per  cent  of  our  294  patients 
were  markedly  improved  or  symptom-free,  31.2 
per  cent  were  moderately  improved,  and  38.8 
per  cent  only  slightly  improved  or  unimproved 
(Fig.  2).  Thirty-six  per  cent  of  the  patients 
had  been  discharged  to  their  homes,  and  the 
percentage  of  disturbed  ward  patients  had  de- 
creased from  53.1  per  cent  to  10.2  per  cent  (Fig. 
3).  Of  the  entire  group  63.3  per  cent  were 
working,  27.9  per  cent  full  time  and  16.6  per  cent 
at  the  same  level  of  ability  as  before  their  ill- 
nesses (Fig.  4).  It  is  difficult  to  compare  these 
results  with  those  reported  in  other  large  series 
because  the  data  have  been  presented  differently 
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Fig.  2.  Status  of  294  patients  following  lobotomy. 


and  the  criteria  for  evaluation  of  improvement 
are  not  always  the  same.10-12  It  is  for  this  reason 
that  we  have  been  careful  to  define  in  advance  the 
criteria  to  be  used,  in  order  that  our  data  might 
be  comparable  at  least  within  our  own  coopera- 
tive group.  These  results  at  the  end  of  one  year 
are  in  essential  agreement  with  those  reported  on 
200  of  the  same  patients  at  the  end  of  three 
months  and  confirm  our  earlier  impression  that 
the  status  at  three  months  represents  the  minimal 
improvement  which  may  be  expected  in  a group 
of  patients. 

Changes  in  Improvement  During  the  Year 

Although  Table  2 shows  that,  as  time  elapsed, 
there  appeared  to  be  a constant  trend  in  the  direc- 
tion of  progressive  improvement  of  the  group  as  a 
whole,  it  seemed  important  to  us  to  determine 
whether  there  was  a considerable  shift  in  the 
status  of  individual  patients  at  the  various  follow- 
up periods.  Comparison  of  results  at  the  three 
months  period  and  at  the  six  months  period 
showed  that  73.1  per  cent  of  the  patients  re- 
mained the  same  in  status,  19  per  cent  improved, 
and  7.9  per  cent  regressed.  From  six  to  twelve 
months  80.2  per  cent  did  not  change,  10.9  per  cent 
improved,  and  8.9  per  cent  regressed.  Fluctua- 
tions of  more  than  two  grades  in  improvement  or 
regression  were  observed  in  only  2.8  per  cent  of 
the  patients.  These  figures  indicate  that  most 
patients  reach  stability  by  the  end  of  three 
months,  but  some  additional  improvement  may 
be  expected,  primarily  during  the  early  period 
from  three  to  six  months,  while  improvement  and 
regression  are  about  equal  during  the  last  six 
months  of  the  first  postoperative  year. 

The  value  of  recording  the  progress  of  patients 
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Fig.  3. 


Environmental  adjustment  of  294  patients 
following  lobotomy. 


at  definite  time  intervals  is  further  demonstrated 
in  the  analysis  of  changes  in  improvement  in 
relation  to  diagnosis.  Table  2 shows  that  the 
total  group  of  patients  exhibited  progressive 
improvement  throughout  the  year  and  that  the 
total  schizophrenic  group  showed  essentially  the 
same  pattern.  More  outstanding  improvement 
occurred  initially  in  the  61  nonschizophrenic  pa- 
tients, but  there  was  a trend  toward  regression  in 
the  last  six  months  of  the  year  following  operation 
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Fig.  4.  Work  adjustment  of  294  patients  follow- 
ing lobotomy. 


October  1,  1949] 


PSYCHOSURGERY 


2267 


TABLE  2. — Changes  xn  Improvement  of  294  Patients  During  the  Year  Following  Lobotomy  in  Relation  to  Diag- 
nosis 


Patients 

Patients 

Patients 

Markedly 

Moderately 

Insignificantly 

v 1 mproved 

/ 1 mproved 

Improved * 

Total 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

At  End  of  Three  Months 

Schizophrenics 

Hebephrenio  type 

7 

8.9 

19 

24.1 

53 

67.1 

79 

100.0 

Catatonic  type 

10 

21.3 

15 

31.9 

22 

46.8 

47 

100  0 

Paranoid  type 

17 

21.0 

30 

37.0 

34 

42.0 

81 

100.0 

Others* 

4 

15.4 

12 

46.2 

10 

38.5 

26 

100.0 

Total  of  schizophrenic  patients 

38 

16.5 

76 

32.5 

119 

50.6 

233 

100.0 

Mood  disorders 

14 

40.0 

14 

40.0 

7 

20.0 

35 

100.0 

Total  of  nonschizophrenic  patients 

23 

37.8 

22 

36.0 

16 

26.2 

61 

100.0 

Total  of  all  patients 

61 

20.7 

98 

33.3 

135 

45.9 

294 

100.0 

At  End  of  Six  Months 

Schizophrenics 

Hebephrenic  type 

8 

10.0 

26 

33.0 

45 

57.0 

79 

100.0 

Catatonic  type 

12 

25.6 

16 

34.0 

19 

40.4 

47 

100.0 

Paranoid  type 

22 

27.2 

30 

37.0 

29 

35.8 

81 

100.0 

Others* 

9 

34.6 

5 

19.2 

12 

46.2 

26 

100.0 

Total  of  schizophrenic  patients 

51 

22.0 

77 

33.0 

105 

44.6 

233 

100.0 

Mood  disorders 

23 

65.7 

5 

14.5 

7 

20.0 

35 

100.0 

Total  of  nonschizophrenic  patients 

32 

52.5 

13 

21.3 

16 

26.2 

61 

100.0 

Total  of  all  patients 

83 

28.2 

90 

30.6 

121 

41.2 

294 

100.0 

At  End  of  Twelve 

Months 

Schizophrenics 

Hebephrenic  type 

12 

15.2 

23 

29.1 

44 

55.7 

79 

100.0 

Catatonic  type 

11 

23.4 

17 

37.2 

19 

40.4 

47 

100.0 

Paranoid  type 

26 

32.1 

31 

38.3 

24 

29.6 

81 

100.0 

Others* 

9 

34.6 

8 

30.8 

9 

34.6 

26 

100.0 

Total  of  schizophrenic  patients 

58 

24.9 

79 

33.9 

96 

41.2 

233 

100.0 

Mood  disorders 

21 

60.0 

5 

14.5 

9 

25.7 

35 

100.0 

Total  of  nonschizophrenic  patients 

29 

47.5 

13 

21.3 

19 

31.2 

61 

100.0 

Total  of  all  patients 

87 

29.6 

92 

31.3 

115 

39.1 

294 

100.0 

* Included  are  seven  patients  of  simple  type  and  nine  patients  showing  mixed  syndromes  presenting  hebephrenic,  catatonic 
and  paranoid  symptoms.  Ten  schizophrenics  could  not  be  classified. 


(Fig . 5) . This  trend  was  largely  attributable  to  re- 
lapses among  the  35  patients  with  mood  disorders. 

Within  the  schizophrenic  group,  paranoid 
patients  showed  the  most  significant  and  progres- 
sive improvement,  and  hebephrenics  the  poorest 
(Fig.  6).  Although  the  degree  of  significant  im- 
provement (marked  and  moderate)  attained  by 
the  catatonic  group  is  higher  than  that  of  the 


MOOD 
01  SOROERS 


ALL 

NON-SCHIZ. 


ALL 

SCHIZ. 


ALL 

PATP  ENTS 


NO.  OF  PTS-*35  61 


233  294 


Q MODERATELY  IMPROVED  ^MARKEDLY  IMPROVED 

Fig.  5.  Changes  in  improvement  following  lobot- 
omy in  294  patients. 


hebephrenic  group,  there  is  a tendency,  not  ob- 
served in  the  other  schizophrenic  types,  for  these 
patients  to  remain  stationary  or  even  to  regress. 
Certainly,  from  this  data,  significant  improve- 
ment during  the  latter  part  of  the  year  should 
not  be  anticipated  in  catatonic  patients  who  have 
not  achieved  at  least  moderate  improvement  by 
the  end  of  the  initial  three-month  period. 

Grouped  together  as  “others,”  because  of  the 
small  numbers  of  cases  in  each  category,  are  a 
miscellaneous  assortment  of  schizophrenic  pa- 
tients including  the  simple  type,  unclassified 
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Fig.  6.  Changes  in  improvement  following  lobot- 
omy in  233  schizophrenic  patients. 
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TABLE  3. — Recovery  from  Symptoms  and  Appearance  of  New  Symptoms  During  the  Year  Following  Lobotomy 


Number  of 

Patients 

with  Symptoms 

. Per  Cent  Change 

Before 

. Per  Cent  Recovered . 

From  3 to  6 

From  6 to  12 

Symptom 

Operation 

At  3 Months 

At  6 Months 

At  12  Months 

Months 

Months 

Food  refusal 

33 

100.0 

100.0 

100.0 

0 

0 

Suicidal  attempts 

19 

100.0 

100.0 

100.0 

0 

0 

Hypochondriasis 

17 

88.2 

88.2 

94.1 

0 

5.9 

Depression 

44 

81.6 

90.8 

93.2 

9.2 

2.4 

Assaultiveness 

137 

85.4 

90.1 

90.1 

4.7 

0 

Obsessive-compulsive  tendencies 

29 

75.9 

82.5 

89.7 

6.6 

7.2 

Overtalkativeness 

40 

70.0 

80.0 

85.0 

10.0 

5.0 

Anxiety 

73 

89.1 

90.5 

87.7 

1.4 

-2.8 

Overactivity 

123 

80.5 

86.2 

85.3 

5.7 

-0.9 

Destructiveness 

86 

87.2 

82.6 

81.4 

-4.6 

-0.8 

Impulsiveness 

181 

77.3 

78.5 

79.0 

1.2 

0.5 

Euphoria 

14 

64.3 

64.3 

78.6 

0 

14.3 

Hallucinations 

115 

68.7 

90.5 

73.9 

21.8 

-16.6 

Bizarre  activity 

122 

66.3 

71.3 

73.8 

5.0 

2.5 

Bizarre  speech 

74 

56.8 

60.8 

73.0 

4.0 

12.2 

Overt  sex  acts 

18 

61.1 

61.1 

55.6 

0 

-5.5 

Mutism 

64 

54.7 

64.1 

70.8 

9.4 

6.7 

Delusions 

159 

60.4 

64.2 

69.2 

3.8 

5.0 

Irritability 

194 

59.9 

66.4 

67.5 

6.5 

1.1 

Inappropriate  affect 

125 

40.0 

44.8 

62.8 

4.8 

18.0 

Underactivity 

73 

45.2 

61.6 

60.3 

16.4 

-1.3 

Poor  memory 

20 

50.0 

55.0 

50.0 

5.0 

-5.0 

Disorientation 

18 

61.1 

61.1 

55.6 

0 

-5.5 

Withdrawal 

127 

41.7 

49.0 

52.0 

7.3 

3.0 

Untidiness 

108 

50.9 

51.9 

52.8 

1.0 

0.9 

Lack  of  interest 

137 

22.9 

35.0 

39.4 

12.1 

4.4 

Number  of 

Patients 

* 

Without 

Symptom 

Before 

' Per  Cent  with  New  Symptoms 

Symptom 

Operation 

At  3 Months 

At  6 Months 

At  12  Months 

Lack  of  interest 

157 

40.1 

30.6 

37.6 

-9.5 

7.0 

Underactivity 

221 

19.0 

14.0 

14.0 

-5.0 

0 

Inappropriate  affect 

169 

10.7 

11.2 

13.0 

0.5 

1.8 

Irritability 

100 

7.0 

11.0 

8.0 

4.0 

-3.0 

Withdrawal 

167 

7.8 

8.4 

9.6 

0.6 

1.2 

schizophrenics,  and  those  with  mixed  syndromes 
presenting  hebephrenic,  catatonic,  and  paranoid 
symptoms.  On  the  basis  of  other  studies,  the 
prognoses  of  these  patients  are  generally  ac- 
cepted to  be  entirely  different.  It  is  not  sur- 
prising, therefore,  that,  when  considered  together, 
the  improvement  pattern  of  the  group  combines 
some  of  the  features  of  the  other  types  but  is 
distinctive  in  that  the  comparatively  small 
number  of  markedly  improved  patients  at  the 
end  of  the  three  months  period  had  more  than 
doubled  by  the  end  of  six  months,  without  further 
increase  during  the  rest  of  the  year.  Moreover, 
the  percentage  of  patients  who  are  markedly 
improved  is  greater  than  that  of  any  other  schizo- 
phrenic type  including  the  paranoid. 

Symptomatic  Changes 

It  is  important  to  analyze  changes  in  individual 
symptoms  as  well  as  alterations  in  the  general 
clinical  picture.  This  is  always  a difficult  task, 
since  as  yet  no  very  satisfactory  method  of  quan- 
tifying symptomatology  has  been  devised.  In 
this  and  in  our  previous  report,  we  have  followed 
a plan  of  study  by  Simon  and  Holt,  using  a group 
of  readily  defined,  easily  distinguishable  symp- 
toms common  to  psychiatric  patients.13  The 
presence  or  absence  of  symptoms  in  significant 
degree  was  recorded  at  the  time  of  follow-up. 


Partial  remission  of  symptoms  was  ignored  for 
the  purposes  of  this  study.  In  Table  3 loss  of 
symptoms  is  analyzed  without  reference  to  diag- 
nosis because  of  the  overlapping  in  the  sympto- 
matic manifestations  of  various  psychiatric  dis- 
orders. Similarly,  the  degree  of  improvement  is 
not  considered  in  this  table,  since  the  continua- 
tion of  old  symptoms  or  the  acquisition  of  new 
ones  is  not  necessarily  correlated  with  the  degree 
of  improvement  based  on  evaluation  of  the  total 
clinical  picture. 

The  percentile  recovery  from  specific  symptoms 
at  the  end  of  the  first  postoperative  year  is 
shown.  Recovery  was  most  striking  in  respect 
to  certain  frankly  behavioristic  symptoms,  but 
affective  relief  and  even  improvement  in  idea- 
tional symptomatology  are  also  obvious.  Hypo- 
chondriasis, depression,  obsessive-compulsive  be- 
havior, and  anxiety — symptoms  which  are  ordinar- 
ily most  disturbing  to  the  patient — were  lost 
in  over  85  per  cent  of  cases.  The  disappearance 
in  more  than  three  fourths  of  the  group  of  im- 
pulsive, overactive,  aggressive  behavior,  suicidal 
attempts,  and  constant  refusal  of  food  often  facili- 
tated the  acceptance  of  patients  within  their 
homes  if  their  prolonged  illness  had  not  meant 
readjustment  of  the  families  to  their  absence  and 
reluctance  to  undertake  the  responsibilities  of 
even  minimal  care.  Even  when  patients  could 
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not  be  discharged,  the  favorable  behavioristic 
change  lessened  the  problems  of  care  for  the  hos- 
pital attending  staff  and  made  available  time  for 
more  productive  therapeutic  effort. 

In  most  items  there  was  continued  sympto- 
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matic  improvement  throughout  the  year. 
Within  the  three-  to  six-month  period  the  most 
notable  gains  were  in  the  disappearance  of  hallu- 
cinatory phenomena  in  21.8  per  cent  more 
patients,  loss  of  underactivity  in  an  additional 
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TABLE  4. — Successes  and  Failures  in  Relation  to  Significant  Clinical  Features* 


Markedly  Improved 

Insignificantly 

Improved 

Total 

Reliability  of 

Clinical  Feature 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Differences 

Premorbid  personality 
Obsessive-compulsive 
“Normal” 

8 

50.0 

6 

37.5 

16 

P-0.07 

23 

42.6 

17 

31.5 

54 

Cyclothymic 

55 

35.7 

4 

28.6 

14 

Schizoid 

27 

24.8 

52 

47.7 

109 

Other  types 

13 

28.9 

14 

31.1 

45 

Intelligence 

Superior 

21 

35.6 

22 

37.3 

59 

P-0.12 

Average 

53 

34.0 

55 

35.3 

156 

Below  average 

13 

17.6 

36 

38.6 

74 

Education 
Grade  school 

30 

25.4 

48 

40.7 

118 

P-0.10 

High  school 

38 

28.4 

55 

41.0 

134 

College 

18 

47.4 

11 

28.9 

38 

Previous  psychiatric  illness 
None 

67 

28.6 

99 

42.3 

234 

P-0.03 

One  or  more 

20 

33.9 

15 

25.4 

59 

Duration  of  recognizable  illness 
Less  than  1 year 

3 

50.0 

3 

50.0 

6 

P-0.01 

1 to  2 years 

9 

50.0 

3 

16.7 

18 

2 to  3 years 

11 

45.8 

8 

33.3 

24 

3 to  5 years 

14 

40.0 

13 

37.1 

35 

5 to  8 years 

22 

28.9 

29 

38.2 

76 

8 to  12  years 

9 

14.3 

25 

39.7 

63 

Over  12  years 

19 

26.4 

34 

47.2 

72 

Duration  of  present  illness 
Less  than  1 year 

10 

55.6 

4 

22.2 

18 

P-0.01 

1 to  2 years 

12 

50.0 

7 

29.2 

24 

2 to  3 years 

11 

36.7 

10 

33.3 

30 

3 to  5 years 

14 

35.9 

15 

38.5 

39 

5 to  8 years 

19 

26.8 

25 

35.2 

71 

8 to  12  years 

9 

15.3 

27 

45.8 

59 

Over  12  years 

12 

24.0 

27 

54.0 

50 

Duration  of  hospitalization 
Less  than  1 year 

18 

51.4 

8 

22.9 

35 

P-0.01 

1 to  2 years  * 

14 

33.3 

17 

40.5 

42 

2 to  3 years 

16 

47.0 

10 

29.4 

34 

3 to  5 years 

19 

37.3 

13 

25.5 

51 

5 to  8 years 

12 

18.5 

26 

40.0 

65 

8 to  12  years 

5 

13.2 

19 

50.0 

38 

Over  12  years 

3 

10.7 

22 

78.6 

28 

Type  of  onset 
Acute 

24 

53.3 

11 

24.4 

45 

P-0.01 

Gradual 

40 

28.4 

54 

38.3 

141 

Insidious 

23 

21.9 

47 

44.8 

105 

Amount  of  convulsive  therapy  preoper- 
atively 
Nono 

13 

14.9 

36 

41.4 

87 

P-0.01 

Less  than  12 

12 

34.3 

14 

40.0 

35 

13  to  20 

16 

25.0 

30 

46.9 

64 

21  to  40 

19 

39.6 

17 

35.4 

48 

Over  40 

21 

44.7 

13 

27.7 

47 

Symptoms  before  operation 
Depression 
Present 

22 

50.0 

12 

27.3 

44 

P-0.01 

Absent 

65 

26.0 

103 

41.2 

250 

Anxiety 

Present 

35 

47.9 

21 

28.8 

73 

P-0.01 

Absent 

52 

23.5 

94 

42.5 

221 

Food  refusal 
Present 

17 

51.5 

8 

24.2 

33 

P-0.01 

Absent 

70 

26.9 

107 

41.0 

261 

Untidiness 

Present 

25 

23.1 

53 

49.1 

108 

P-0.01 

Absent 

62 

33.3 

62 

33.3 

186 

Overactivity 

Present 

43 

34.9 

46 

37.4 

123 

P-0.18 

Absent 

44 

25.7 

69 

40.4 

171 

Destructiveness 

Present 

22 

25.6 

39 

45.3 

86 

P-0.19 

Absent 

65 

31.5 

76 

36.5 

208 

Irritability 

Present 

54 

27.8 

74 

38.1 

194 

P-0.16 

Absent 

33 

33.0 

41 

41.0 

100 

Delusions 

Present 

48 

30.2 

" 54 

34.0 

159 

P-0.30  to  0.20 

Absent 

39 

28.9 

61 

45.2 

135 

* The  total  group  of  patients,  including  the  moderately  improved,  was  considered  in  calculating  Chi  squares.  In  this  table 
comparing  successes  and  failures  the  moderately  improved  have  been  omitted  in  order  to  highlight  the  differences  between  the 
two  extremes. 
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16.2  per  cent,  and  cessation  of  overtalkativeness 
in  10  per  cent.  Appreciable  gains  were  also  made 
in  respect  to  symptoms  such  as  mutism  and 
anxiety.  With  regard  to  inappropriate  affect, 
bizarre  speech,  and  euphoria,  additional  improve- 
ment was  more  notable  late  in  the  first  postopera- 
tive year.  Except  for  the  reappearance  of  hallu- 
cinations in  16.6  per  cent  of  cases  in  the  last  half 
of  the  year,  no  appreciable  losses  in  symptomatic 
improvement  occurred  during  either  follow-up 
period. 

The  addition  of  symptoms  attributable  to 
brain  damage  was  to  be  expected  as  a result  of 
lobotomy.  Loss  of  interest  in  self  and  surround- 
ings was  the  most  common  accretion  in  our  experi- 
ence. It  was  observed  in  37.6  per  cent  of  patients 
who  had  not  exhibited  this  symptom  previously. 
Approximately  the  same  percentage  of  patients 
who  had  this  symptom  before  operation  lost  it 
afterward.  Underactivity  appeared  for  the  first 
time  in  14  per  cent  of  patients  after  operation, 
inappropriate  affect  in  13  per  cent,  and  with- 
drawal in  9.6  per  cent.  These  undesirable  sequ- 
elae to  lobotomy  require  greater  effort  from  the 
hospital  staff  in  their  attempts  at  rehabilitation, 
but  the  only  new  symptom  which  gave  rise  to 
problems  in  practical  management  was  irritability, 
which  developed  in  8 per  cent  of  the  patients. 
Anxiety,  depression,  refusal  of  food,  and  suicidal 
attempts  have  been  conspicuous  by  their  absence 
after  operation.  The  remainder  of  the  symptoms 
studied  appeared  for  the  first  time  after  lobotomy 
in  less  than  6 per  cent  of  patients. 

Comparison  of  Successes  and  Failures 

While  the  improvement  in  symptomatology 
and  environmental  and  work  adjustment  pre- 
viously described  is  encouraging,  the  analysis 
of  such  data  should  provide  us  with  important 
clues  as  to  criteria  for  better  selection  of  patients 
for  operation.  In  order  to  study  this  aspect, 
the  patients  at  the  end  of  a year  following  lobot- 
omy were  divided  into  three  groups:  markedly 
improved,  moderately  improved,  and  insignifi- 
cantly improved.  These  degrees  of  improve- 
ment were  then  correlated  with  the  clinical 
features  of  the  cases  and  the  reliability  of  the 
differences  tested  by  means  of  Chi  square.  The 
data  resulting  from  comparison  of  the  clinical 
features  of  those  cases  which  may  be  regarded  as 
successes  or  failures  are  presented  in  Table  4 
together  with  the  degree  of  reliability  to  be  placed 
on  this  material.  It  will  be  observed  that  the 
most  valid  differences  between  the  two  extremes 
are  to  be  found  in  relation  to  duration  of  recog- 
nizable illness,  duration  of  present  illness,  length 
of  hospitalization,  type  of  onset,  and  amount  of 
convulsive  therapy  preoperatively.  Four  symp- 
toms have  a similar  high  degree  of  correlation: 


MARKEDLY  EFFECT  0F  DURATION  OF  ILLNESS  ON 
improved  IMPROVEMENT  FOLLOWING  L080T0MY 


Fig.  7.  Effect  of  duration  of  illness  on  improvement 
following  lobotomy. 

depression,  anxiety,  and  food  refusal  with  im- 
provement, and  untidiness  with  lack  of  improve- 
ment. 

Although  there  is  a steady  decline  in  marked 
improvement  and  an  increasing  number  of 
failures  in  direct  relationship  to  the  duration  of 
recognizable  illness,  present  illness,  and  length 
of  hospitalization,  we  have  shown  previously  that 
there  is  no  significant  difference  in  response  in  those 
patients  hospitalized  less  than  five  years  (Fig.  7). 
The  upswing  in  marked  improvement  in  patients 
with  the  longest  duration  of  illness  is  surprising 
and  contrary  to  the  general  trend.*  It  is  only 
partly  attributable  to  a small  group  of  patients 
with  manic-depressive  and  involutional  dis- 
orders. It  does  not  hold  true  for  the  duration 
of  hospitalization  and  is  certainly  not  significant, 
since  the  percentage  of  failures  continues  to 
increase  in  this  group  with  longest  illness.  It  is 
evident,  however,  that  there  is  considerable 
hope  for  marked  improvement,  and  very  pro- 
longed illness  should  not  be  the  only  cause  for 
rejection  of  these  unfortunate  patients  for  opera- 
tion. As  we  have  pointed  out  before,  five  years 
of  preliminary  hospital  treatment  seems  to  be 
the  maximum  period  of  delay  before  operation 
if  the  results  of  lobotomy  are  not  to  be  influenced 
unfavorably.9 

When  the  onset  was  acute  and  less  than  a 
month  had  elapsed  between  the  time  of  recog- 
nizable abnormality  in  behavior  and  hospitaliza- 
tion, marked  improvement  resulted  from  lobotomy 
in  53.3  per  cent  (Fig.  8).  It  was  harder  to  differ- 
entiate the  gradual  from  the  insidious  onset,  and 
the  smaller  difference,  26.4  per  cent  as  compared 
to  21.9  per  cent  successes,  probably  reflects  this 

* See  Table  4,  and  compare  the  group  ill  over  twelve  years 
with  the  eight-  to  twelve-year  group. 
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Fig.  8.  Correlation  of  significant  preoperative 
clinical  features  with  therapeutic  success  or  failure 
at  the  end  of  one  year  following  lobotomy. 


difficulty.  The  meaning  of  this  finding,  which 
holds  true  for  other  forms  of  psychiatric  treat- 
ment as  well,  is  still  obscure. 

Patients  who  have  been  given  large  amounts  of 
convulsive  treatment  showed  a higher  percentage 
of  marked  improvement  after  lobotomy.  This 
suggests  that  the  criteria  upon  which  they  were 
selected  for  convulsive  therapy  were  valid,  even 
though  that  treatment  resulted  in  failure,  or  it 
may  indicate  merely  that  there  was  sufficient  in- 
terest on  the  part  of  the  family  and  the  physicians 
to  give  the  patient  every  therapeutic  opportunity 
possible.  There  is  a better  result  in  marked 
improvement  (33.9  per  cent  as  compared  to  28.6 
per  cent)  in  those  patients  who  had  previous  epi- 
sodes of  psychiatric  illness.  Since  those  patients 
who  showed  most  marked  improvement  had  had 
more  than  40  convulsive  treatments,  it  seems 
likely  that  a considerable  number  of  these  pa- 
tients may  have  had  remissions  and  relapses, 
suggesting  that  the  tendency  to  remit  has  good 
prognostic  value. 

It  seems  evident  that  schizoid  personalities 
have  a poor  prognosis  for  any  type  of  therapy 
including  lobotomy,  while  so-called  “normal,” 
premorbid  personalities  offer  promise  of  good 
results.  Excellent  response  was  noted  in  our 
series  for  cyclothymic  and  obsessive-compulsive 
patients,  but  the  numbers  are  too  small  to  have 
any  high  degree  of  reliability.  That  patients 


WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 

WITH 

WITHOUT 


Fig.  9 

success  or  failure  one  year  following  operation. 

with  superior  intelligence  and  college  education 
do  better  than  those  less  well  endowed  was  not 
unexpected,  although  our  earlier  correlation  of 
intelligence  with  improvement  on  a smaller  series 
had  not  shown  any  valid  differences.* 

Since  a large  number  of  disturbing  symptoms 
disappeared  in  over  70  per  cent  of  cases  after 
lobotomy,  it  would  seem  logical  to  suppose  that 
the  presence  or  absence  of  such  symptoms  might 
have  some  prognostic  value.  This  was  not  true, 
however,  except  in  the  case  of  anxiety,  depression, 
food  refusal,  and  untidiness,  valid  at  the  1 per 
cent  level,  and  overactivity,  destructiveness,  and 
irritability  at  the  10  to  20  per  cent  level  (Fig.  9). 
While  the  commonly  held  belief  that  patients  with 
a high  degree  of  tension  and  anxiety  do  well  after 
lobotomy  is  confirmed,  our  data  do  not  support 
the  hypothesis  that  patients  exhibiting  other 
symptoms  which  disappear  in  a high  percentage 
of  cases  after  lobotomy  are  necessarily  the  best 
candidates  for  lobotomy.  It  is  true  that  their 
symptoms  will  probably  disappear  after  lobot- 
omy, but  patients  without  such  symptoms 
showed  an  almost  equally  good  response.  If 
patients  are  selected  according  to  such  criteria, 
very  likely  they  will  improve,  but  a large  number 
of  patients  who  might  have  improved,  had  they 
been  given  a chance,  will  be  missed. 

* The  optimum  intellectual  level  was  based  on  psychologic 
examination  if  the  patient  was  testable  before  operation, 
but  in  the  majority  of  cases  judgment  was  dependent  on 
clinical  evaluation  which  took  into  consideration  school 
history,  occupational  level,  and  social  and  economic  attain- 
ment. 
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Comment 

An  attempt  has  been  made  to  present  the  facts 
which  have  emerged  from  preliminary  survey  of 
one-year  follow-up  of  294  patients  in  the  Con- 
necticut Lobotomy  Study.  Certain  clinical 
impressions  have  been  confirmed  and  others 
disproved.  Interpretation  of  much  of  the  data 
is  impossible  at  this  stage.  However,  a few  leads 
are  evident,  and  the  assembly  of  facts  provides 
a starting  point  for  further  study  which  should 
be  carefully  planned  to  answer  specific  questions. 
The  recording  of  cases  on  IBM  punch  cards  pro- 
vides us  with  figures  for  necessary  statistical 
evaluation,  but  more  importantly  it  enables  us  to 
index  and  find  case  material  for  more  intensive 
clinical  investigation  that  would  otherwise  be 
lost  in  a series  of  cases  so  large  as  to  be  unwieldy. 

With  regard  to  the  objective  of  our  study — to 
provide  better  criteria  for  selection  of  patients 
for  lobotomy — it  must  be  confessed  that  the 
results  are  somewhat  disappointing.  We  have 
found  that  we  still  do  not  have  absolute  bases  for 
predicting  good  or  bad  results.  The  positive 
information  which  we  have  may  be  summarized 
as  follows : 

Greatest  improvement  may  be  expected  in 
patients  with  “normal,”  cyclothymic,  or  ob- 
sessive-compulsive personalities  before  their  ill- 
ness; with  superior  intelligence  and  good  educa- 
tion; whose  psychosis  has  been  sudden  in  onset, 
following  one  or  more  previous  episodes  during 
which  the  large  amount  of  convulsive  therapy 
given  may  imply  a tendency  to  remission  and 
relapse;  with  a clinical  picture  characterized 
by  affective  symptoms  of  depression  or  anxiety, 
behavioristic  changes  such  as  refusal  of  food, 
overactivity,  and  delusional  ideas  of  paranoid 
nature.  In  regard  to  diagnostic  categories,  su- 
perior results  have  occurred  in  descending  order 
as  follows:  in  the  mood  disorders,  other  non- 
schizophrenic conditions,  paranoid  schizophrenia, 
undetermined  or  mixed  types  of  schizophrenia, 
catatonic  schizophrenia,  and  lastly  in  the  hebe- 
phrenic and  simple  types.  Illness  and  hospitali- 
zation of  less  than  five  years  seem  to  indicate  a 
better  prognosis.  From  our  previous  studies 
age  and  sex  do  not  seriously  influence  results, 
although  there  is  a slight  margin  in  favor  of  the 
males  and  against  the  middle  age  group. 

It  is  obvious  that  lobotomy  in  many  patients 
presenting  these  supposedly  favorable  criteria 
resulted  in  either  success  or  failure.  For  this 
reason  it  would  seem  wise  not  to  regard  such  single 
factors  as  absolute  criteria  for  or  against  lobot- 
omy. Multiple  correlations  to  be  carried  out 
later  may  show  significant  relationships  between 
various  clinical  features  which  will  further  clarify 
the  indications  for  lobotomy.  The  statistical 
nature  of  the  study  undertaken  precludes  Expres- 


sion of  purely  clinical  opinions.  Indeed,  the  data 
suggest  that  these  may  at  times  be  misleading, 
at  least  with  respect  to  symptomatology.  How- 
ever, until  multiple  correlations  have  been  made, 
clinical  judgment  is  the  only  means  by  which  the 
numerous  features  of  a patient  may  be  synthe- 
sized to  yield  some  prognostic  conclusion. 

In  this  study  it  has  not  been  possible  as  yet  to 
include  the  plane  and  extent  of  surgical  section, 
the  influence  of  the  family,  or  the  rehabilitation 
measures  undertaken  by  the  respective  hospitals. 
These  undoubtedly  play  a most  important  role 
in  determining  therapeutic  success  or  failure. 

Our  symptomatic  review  is  by  no  means  com- 
plete, and  the  descriptive  categories  used  are  so 
comprehensive  that  much  valuable  information 
has  been  missed.  It  is  tempting  to  try  to  expand 
on  the  data  which  we  have;  for  example,  to 
assume,  because  refusal  of  food  is  a good  prog- 
nostic sign,  that  other  forms  of  negativism  might 
be  equally  favorable  prognostic  symptoms. 
However,  we  believe  rather  strongly  that  such 
assumptions  are  not  reliable  and  that  it  is  better 
to  admit  the  limitations  in  our  knowledge  of  the 
factors  that  may  indicate  a good  prognosis  than 
to  be  misled  by  preconceived  ideas.  In  some 
clinics  there  is  a definite  tendency  to  vary  the 
operation  in  accordance  with  certain  symptoms 
which  are  believed  to  respond  well  to  section  of  a 
particular  area  or  segment.  This  practice  will 
undoubtedly  continue,  but  until  it  has  been  dem- 
onstrated conclusively  by  statistical  study, 
which  takes  into  consideration  all  of  the  vari- 
ables, that  symptoms  are  associated  with  specific 
areas  of  the  brain,  we  believe  that  for  investiga- 
tive purposes  it  is  better  to  vary  the  operation 
only  after  a given  procedure  has  been  tried  out  on 
a large  and  varied  segment  of  the  patient  popu- 
lation. Unfortunately,  even  a standardized 
lobotomy  operation  does  not  meet  these  require- 
ments fully,  since,  even  in  the  hands  of  the  same 
neurosurgeon,  it  is  a varying  procedure  without 
neuroanatomic  specificity. 

Lobotomy  has  proved  a valuable  addition  to 
psychiatric  treatment.  It  is  possible  that  it  will 
be  replaced  eventually  by  more  definitive  sur- 
gical measures.  Such  progress  will  occur  only 
through  careful  clinical  study,  and,  because  of  the 
complexities  of  adjustment  between  man  and  his 
environment,  the  data  will  require  critical  exami- 
nation by  every  means  at  our  command. 
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THALAMOTOMY:  NEURO PSYCHIATRIC  ASPECTS 

E.  A.  Spiegel,  M.D.,  H.  T.  Wycis,  M.D.,  and  H.  Freed,  M.D.,  Philadelphia,  Pennsylvania 

( From  the  Departments  of  Experimental  Neurology,  Neurosurgery,  and  Psychiatry,  Temple  University  School  of 
Medicine  and  Hospital) 


THERE  is  a fundamental  difference  between 
thalamotomy  and  the  other  neurosurgical 
procedures  of  the  frontal  lobe,  such  as  lobotomy, 
lobectomy,  or  topectomy.  Thalamotomy  leaves 
the  association  systems  between  the  frontal  lobes 
and  the  other  parts  of  the  cortex  intact  and  inter- 
feres only  with  the  connections  between  the  fron- 
tal lobe  and  the  dorsomedial  (dm)  nucleus  of  the 
thalamus  by  placing  small  lesions  in  the  latter 
nucleus  (Fig.  1).  In  this  way  one  may  hope  to 
avoid  most  of  the  undesirable  side-effects,  due  to 
lesions  of  association  systems,  of  the  various 
frontal  lobe  operations,  and  to  produce  only  bene- 
ficial effects  on  emotional  disturbances.  This  ex- 
pectation is  based  on  the  assumption  that  emo- 
tional reactions  are  chiefly  the  result  of  an  inter- 
play between  cortex  and  diencephalon  and,  in 
particular,  between  the  frontal  pole  and  the  dor- 
somedial nucleus.1 

Our  material  was  selected  according  to  the 
usual  criteria  for  prefrontal  lobotomy.  Thirty- 
seven  patients,  mostly  institutionalized  cases  of 
schizophrenia,  depression,  and  severe  compulsion 
neuroses,  have  been  operated  on  by  means  of  our 
previously  described  stereoencephalotome.2  Most 
of  these  patients  were  under  psychiatric  treat- 
ment for  a period  of  from  two  to  fifteen  years  and 
had  been  subjected  to  the  various  shock  therapies 
without  relief.  In  two  patients  with  obsessive 
compulsive  neurosis,  prefrontal  lobotomies  had 
been  performed  at  other  institutions  without 
alleviating  the  disturbances. 

In  group  I (three  cases),  one  or  two  small  co- 
agulations, about  3 mm.  in  diameter,  were  pro- 
duced on  each  side.  In  group  II  (eight  patients), 
five  such  coagulations  were  placed  in  each  dorso- 
medial nucleus  through  three  puncture  canals. 
In  the  remaining  cases  (group  III)  larger  elec- 
trolytic lesions  were  produced  bilaterally  by 
means  of  a special  electrode  requiring  only  one 
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puncture  canal  about  1 mm.  in  diameter  on  each 
side.  In  the  first  postoperative  days  in  groups 
II  and  III  the  patients  often  exhibited:  somno- 
lence, more  rarely  restlessness;  disorientation, 
particularly  for  time;  memory  defects;  some- 
times euphoria  or  apathy,  and  psychomotor  re- 
tardation. Tension,  anxiety,  depression,  irrita- 
bility, agitation,  compulsive  behavior,  hallucina- 
tions, and,  in  some  instances,  paranoid  delusions 
were  favorably  influenced,  sometimes  after  a 
latent  period  of  several  weeks. 

The  question  may  be  raised : Why  are  not  only 
tension  and  anxiety  relieved  but  also  such  symp- 
toms as  delusions  and  hallucinations?  If  one 
recognizes  with  Bleuler  the  dominant  role  of  af- 
fectivity  among  psychic  functions  and  the  influ- 
ence of  emotional  disturbances  in  the  genesis  of 
pathologic  associations,3  it  becomes  likely  that 
lessening  of  tension  and  anxiety  may  also  favor- 
ably influence  pathologic  associations  and  re- 
lated symptoms.  However,  it  should  be  empha- 
sized that  operative  procedures  relieving  emo- 
tional disturbances  and  allied  phenomena  do  not 


Fig.  1.  Schematic  diagram  showing  that  pre- 
frontal lobotomies  (1-1;  2-2)  or  topectomies  (3-3) 
interrupt  not  only  frontothalamic  (fth)  and  thala- 
mofrontal  (thf)  fibers,  but  also  association  systems 
(A)  of  the  frontal  lobe.  The  same  applies  to  trans- 
orbital lobotomy  (also  corresponds  to  3-3) . Thala- 
motomy tries  to  place  lesions  in  the  white  area 
within  the  thalamus  (Th).  C represents  the  cau- 
date nucleus. 
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eliminate  the  as  yet  unknown,  basic  disturbance 
underlying  dementia  precox. 

Of  the  37  cases,  the  first  three  may  serve  as 
controls  showing  that  the  operative  procedures 
without  sufficient  lesions  of  the  dorsomedial  nu- 
cleus are  not  able  to  produce  permanent  emo- 
tional changes.  One  patient  each  in  groups  II 
and  III  died.  In  the  last  five  patients,  the  post- 
operative period  is  too  short  to  permit  conclu- 
sions. Of  the  remaining  27  cases,  observed  from 
four  to  twenty-two  months  after  operation,  five 
returned  home  with  almost  complete  working 
capacity,  ten  returned  home  with  reduced  work- 
ing capacity,  seven  are  more  manageable  at  the 
hospital,  five  are  unchanged,  and  six  have  re- 
lapsed. The  relapses  may  be  due  partly  to  the 
smallness  of  the  lesions,  particularly  in  group  II, 
and  partly  to  the  fact  that  other  systems,  per- 
haps frontohypothalamic  connections,  may  also 
participate  in  the  mechanism  of  emotions  and 
compensate  for  the  loss  of  the  dorsomedial  nu- 
cleus. 

In  this  respect  it  is  interesting  to  note  the  case 
of  an  agitated,  hallucinating  schizophrenic  who 
improved  to  such  an  extent  after  the  first  thala- 
motomy that  he  could  be  considered  nearly 
normal.  One  and  one-half  years  after  the  opera- 
tion he  relapsed,  again  became  hallucinated,  and 
had  to  be  readmitted  in  view  of  his  catatonic  ex- 
citement. Since  a second  thalamotomy  increas- 
ing the  lesion  of  the  dorsomedial  nuclei  failed  to 
change  his  condition,  it  was  decided  to  place  a 
small  lesion  on  either  side  of  the  posterior  hypo- 
thalamus in  a two-stage  operation.  Following 
this  procedure,  he  quieted  down  and  became 
easily  manageable.  Although  he  still  shows  schiz- 
ophrenic traits  and  laughs  inappropriately,  he 
could  be  discharged  from  the  hospital,  and  his 
parents  are  now  trying  to  readjust  him  on  a farm. 

Undesirable  side-effects  usually  were  rather 
slight,  particularly  since  our  improved  tech- 
nic permits  one  to  produce  the  thalamic  le- 
sions through  a single  puncture  canal  on  either 
side.  There  was  a slight  ptosis  of  one  eyelid  for 
two  days  in  one  case,  an  impairment  of  upward 
movements  of  the  eyes  in  three  cases,  a transitory 
unilateral  weakness  of  the  oral  branch  of  the  fa- 
cial in  two  instances,  and  a slight  weakness  of  one 
arm  for  less  than  one  week  in  one  patient.  The 
motility  of  one  leg  was  twice  impaired  for  two  to 
three  weeks  in  two  patients,  and  the  Babinski 
phenomenon  was  demonstrable  in  five  cases  of 
group  II  for  less  than  two  weeks.  This  is  prob- 
ably due  to  the  fact  that  the  puncture  canal  passes 
through  the  region  or  the  vicinity  of  the  paracen- 
tral lobe.  In  group  III,  where  only  one  puncture 
was  necessary  on  each  side,  there  developed  only 
once  a weakness  of  a leg  of  two  days  duration. 
Disturbances  of  sensation  developed  only  in 


group  II  (once  hypalgesia  of  one  arm  for  five 
days,  once  ulnar  hyperalgesia  for  two  weeks).  ‘ 
The  so-called  psychoreflexes  were  not  affected. 

In  the  vegetative  sphere,  the  most  frequent  side- 
effect  was  incontinence  of  the  urinary  bladder  If 
(five  cases  in  group  II,  ten  in  group  III),  lasting 
from  a few  days  to  two  to  three  weeks.  A tran- 
sient decline  of  the  blood  pressure  was  recorded 
four  times,  particularly  marked  in  a case  of  hy- 
pertension where  a drop  from  average  values  of  i 
210/118  to  115/90  occurred.  In  three  patients 
there  was  a definite  increase  of  appetite  and 
weight. 

There  was  a small  drop  of  the  I.Q.  in  four  pa- 
tients in  the  first  three  weeks  after  operation; 
in  the  others  tested  the  I.Q.  remained  unchanged 
or  showed  an  increase,  perhaps  due  partly  to  the 
relief  from  tension  and  anxiety  which  permitted 
the  patient  better  concentration  on  his  task. 

The  mean  I.Q.  of  all  patients  tested  failed  to  show 
statistically  significant  changes.*  In  three  cases 
there  were  defects  of  memory  lasting  for  several 
months,  and  in  two  cases  a diminution  of  initia- 
tive was  noted.  One  of  these  patients  had  pre- 
viously been  subjected  to  prefrontal  lobotomy  at  ! 
another  hospital.  This  latter  patient  is  also  more 
careless  in  personal  appearance. 

One  of  the  main  objections  raised  against  psy-  : 
chosurgery  is  the  pronounced  personality  change, 
of  which  it  has  been  said  that  the  patient  “loses  > 
his  soul.”  It  would  seem  that  one  of  the  chief 
advantages  of  thalamotomy  is  that  a relief  of  i 
emotional  disorders  may  be  obtained  and  that 
most  of  the  undesirable  personality  changes  fol- 
lowing prefrontal  lobotomy,  such  as  distractibility, 
childishness,  facetiousness,  or  a lack  of  tact  or  dis- 
cipline, do  not  appear.  Since  none  or  only  minimal  I 
scarring  of  cortical  tissue  results,  epileptiform 
convulsions  did  not  appear  in  our  material  in  either 
the  early  or  later  postoperative  stages  (observation 
up  to  nearly  two  years) . The  electroencephalo- 
grams showed  either  no  changes  or  very  slight 
transitory  slowing,  particularly  in  the  frontal  . 
leads. 


We  wish  to  express  our  sincere  appreciation  to  Dr.  E.  L. 
Sielke,  superintendent  of  the  Philadelphia  State  Hospital;  I 
Dr.  A.  P.  Noyes,  superintendent  of  the  Norristown  State 
Hospital;  Dr.  O.  S.  English,  professor  of  psychiatry,  Temple 
University  School  of  Medicine;  Dr.  J.  F.  Stouffer,  chief  psy- 
chopathologist, Philadelphia  General  Hospital,  and  their 
staffs  for  their  kind  help  and  interest. 


* The  psychometric  studies  were  carried  out  by  Miss  R. 
Koch,  Mrs.  F.  Nasife,  Mr.  C.  Orchinik,  Mrs.  C.  KruseD 
Scholz,  Miss  J.  K.  Trasoff,  and  Miss  P.  C.  Walsh. 
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THALAMOTOMY  AND  MESENCEPHALOTHALAMOTOMY:  NEURO- 
SURGICAL ASPECTS  (INCLUDING  TREATMENT  OF  PAIN) 

Henry  T.  Wycis,  M.D.,  and  E.  A.  Spiegel,  M.D.,  Philadelphia,  Pennsylvania 

(From  the  Departments  of  Neurosurgery  and  Experimental  Neurology,  Temple  University  Hospital  and  School  of 
Medicine ) 


FOR  nearly  half  a century  the  stereotaxic 
method  of  Horsley  and  Clarke  has  been  used 
in  experimental  animals  in  order  to  produce  sub- 
cortical lesions  without  significant  injury  to  the 
| overlying  structures.1  Curiously  enough,  this 
t method  had  not  been  applied  to  humans  prior  to 
r our  first  communication,  chiefly  because  in  the 
animals  used  for  this  method  (rat,  cat,  and  mon- 
key), it  is  sufficient  to  rely  on  the  relationship 
between  the  coordinates  of  the  skull  and  the  part 
of  the  brain  to  be  injured  because  of  the  relative 
constancy  in  the  shape  of  the  skull.2  In  the  human 
the  great  variability  in  the  shape  of  the  skull  pre- 
cludes such  a simple  application.  In  the  method 
developed  by  us  (stereoencephalotomy)  we 
have  attempted  to  overcome  the  variability  of 
I the  skull  by  using  a landmark  within  the  patient’s 
brain  as  a reference  point,  namely,  the  pineal 
j gland  visualized  by  roentgenography  or  adja- 
cent structures  visualized  by  pneumoencephalog- 
raphy. 


>! 


Procedure 

The  apparatus,  which  we  have  called  the  stereo- 
encephalotome,  consists  of  two  parts,  superstruc- 
ture and  base.  The  base  consists  of  a ring  upon 
which  is  mounted  a plaster  cast  of  the  skull  pre- 
pared individually  for  each  patient.  The  super- 
structure is  a four-legged  frame  with  a needle 
carrier  which  allows  the  electrode  to  be  moved  in 
any  plane.  A newer  modification  eliminates  the 
plaster  cast  and  anchors  the  base  of  the  stereoen- 
cephalotome  to  the  skull  by  means  of  four  rubber 
plugs  or  by  four  stainless  steel  pins  which  are 
inserted  into  small  drill  holes  of  the  skull  (Fig.  1). 
The  base  of  the  apparatus  is  aligned  so  that  its 
frame  is  parallel  to  a plane  determined  by  the  in- 
ferior border  of  the  orbits  and  the  external  audi- 
tory canals,  the  so-called  horizontal  plane.  As 
already  mentioned,  the  coordinates  of  the  appara- 
tus are  referred  to  a point  within  the  brain, 
namely,  the  pineal  gland.  The  patient  is  x-rayed 
with  the  apparatus  in  position  and  the  relation- 
ship of  the  pineal  gland  to  the  electrode  is  estab- 
lished. 

In  order  to  be  able  to  reapply  the  base  at  opera- 
tion in  exactly  the  same  position  as  it  was  during 
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roentgenography,  the  following  precautions  are 
taken:  An  additional  superstructure  containing 
five  movable  pins  (one  at  the  intersection  of  the 
sagittal  and  interaural  planes;  two  in  the  sagittal 
plane;  and  two  in  the  interaural  plane)  is 
mounted  to  the  base,  and  the  points  of  the  scalp 
touched  by  the  pins  are  tattooed  before  roentgen- 
ography. Furthermore,  the  distance  between  the 
upper  end  of  the  tubes,  in  which  the  pins  are  mov- 
able, and  the  corresponding  tattoo  marks  is  meas- 
ured. Before  operation  the  base  has  to  be  reap- 
plied in  such  a way  that  the  pins  exactly  touch  the 
tattoo  marks  and  that  the  above  mentioned  dis- 
tances are  the  same  as  at  the  time  of  roentgen- 
ography. If  the  pineal  gland  is  not  visualized,  a 
pneumoencephalogram  is  done,  and  the  electrode 
is  oriented  with  reference  to  the  suprapineal  recess 
or  other  structures  in  the  neighborhood  of  the 
third  ventricle.  With  this  data  and  the  aid  of 
brain  specimens  sectioned  in  the  planes  of  the 
stereoencephalotome,  one  can  compute  the  co- 
ordinates necessary  to  produce  the  lesions  de- 
sired, e.g.,  the  dorsomedial  nucleus  of  the  thala- 
mus (thalamotomy  [thy])  or  the  spinothalamic 
tract  in  the  midbrain  (mesencephalotomy  [my]). 

Under  local  or  endotracheal  nitrous  oxide- 
ether  anesthesia  the  patient  is  placed  in  a sitting 
position  and  the  base  of  the  apparatus  is  applied. 
An  8 cm.  transverse  scalp  incision  is  made,  usu- 
ally in  the  interaural  plane.  A trephine  opening  is 
made  just  to  the  right  or  left  of  the  midline  and 
the  superior  longitudinal  sinus  is  exposed.  The 
superstructure  is  applied  to  the  base  and  the 
midline  identified.  The  dura  is  punctured  6 to 
7 mm.  lateral  from  the  midline,  and  the  electrode 
is  lowered  at  this  point  according  to  the  measure- 
ments obtained  from  the  roentgen  film. 

Lesions  may  be  made  either  by  electrolysis 
using  direct  current  or  by  electrocoagulation  us- 
ing a high  frequency  current  of  the  Davis-Bovie 
unit.  Two  types  of  electrodes  may  be  employed. 
Where  a small  spherical  lesion  is  desired,  the  elec- 
trode consists  of  a hollow  stainless  steel  tube 
through  which  passes  an  insulated  wire  bared  at 
its  tip  for  a distance  of  1.5  mm.  Where  several 
large  lesions  are  desired,  the  electrode  consists  of 
an  outer  insulated  tube  through  which  passes  a 
stainless  steel  stylet.  The  stylet  may  be  with- 
drawn and  the  entire  electrode  rotated.  In  this 
manner  one  can  make  several  rosettes  of  lesions 
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Fig.  1.  Base  of  stereotaxic  apparatus  with  super- 
structure containing  5 pins  for  checking  of  proper 
position. 


at  any  desired  level,  all  through  a single  punc- 
ture. With  this  electrode  the  lesions  are  pro- 
duced by  electrolysis.  When  the  final  lesion  is 
made,  a droplet  of  pantopaque  or  lipiodol  may  be 
instilled  through  the  stainless  steel  tube  and  its 
position  verified  by  x-ray  postoperatively  (Fig. 
2).  In  some  instances  where  there  is  residual  air 
in  the  ventricle  one  can  ascertain  the  position  of 
the  electrode  by  recording  subcortical  potentials 
as  the  electrode  passes  through  the  lateral  ven- 
tricle. 

Stereoencephalotomy  has  been  applied  not 
only  for  the  treatment  of  mental  disorders,  but 
also  for  unbearable  pain  unrelieved  by  other  pro- 
cedures.® The  pain-conducting  pathways  (spino- 
thalamic and  trigeminothalamic  tracts)  can  be 
interrupted  in  the  midbrain  where  they  lie  close 
together  near  the  dorsolateral  surface  of  .the  mid- 
brain. Walker  performed  such  lesions  by  means 
of  his  mesencephalic  tractotomy.4  This  opera- 
tion necessitates  a major  craniotomy  with  ele- 
vation of  the  occipital  lobe.  Even  in  very  skill- 
ful hands  this  procedure  may  be  followed  by  un- 
desirable side-effects,  such  as  softening  of  the  occip- 
ital lobe.  By  means  of  the  stereotaxic  method, 
a procedure  has  been  developed  whereby  lesions 
of  the  spinothalamic  and  trigeminothalamic 
tracts  are  made,  alone  (mesencephalotomy  [my]) 
or  in  combination  with  lesions  of  the  dorsomedial 
nucleus  of  the  thalamus  (mthy),  without  signif- 
icant injury  to  the  overlying  cerebrum.2  In  the 
midbrain  the  spinothalamic  and  trigeminothala- 
mic tracts  lie  close  together  and  may  be  reached 
by  punctures  in  a frontal  plane,  1 to  2 mm.  behind 
the  pineal  gland. 


Fig.  2.  Pantopaque  in  the  puncture  canal  (P) 
on  either  side  of  third  ventricle;  V marks  panto- 
paque in  the  lateral  ventricles. 


In  the  first  group  (three  cases),  lesions  of  the 
pain-conducting  pathways  in  the  midbrain  (my) 
were  combined  with  lesions  of  the  dorsomedial 
nucleus  of  the  thalamus  (mthy).  Since  lesions  of 
the  long  pain-conducting  systems  (such  as  the 
spinothalamic  tract)  may  leave  accessory  path- 
ways intact,  the  thalamic  lesions  were  added  to 
the  mesencephalotomy  in  the  hope  that  the  thal- 
amic lesions  would  produce  a state  of  indifference 
to  remaining  pain  similar  to  that  observed  after 
prefrontal  lobotomy  by  Freeman  and  Watts.6 

Case  1. — This  forty-seven-year-old  white  woman 
was  diagnosed  seven  years  prior  to  admission  as 
having  tic  douloureux  for  which  she  underwent  a 
retrogasserian  rhizotomy  by  another  neurosurgeon. 
Her  pain  was  lightening-like  in  character  and 
localized  in  the  right  face  and  temple;  it  was 
aggravated  by  the  operation  so  that  she  complained 
frequently  and  bitterly.  Morphine  in  15  mg.-doses 
several  times  daily  failed  to  relieve  her.  Following 
unilateral  mesencephalothalamotomy  on  the  left 
side,  the  pain  disappeared  except  for  occasional 
paresthesias  around  the  right  eye.  She  had  a right- 
sided hypalgesia  which  lasted  several  months  and 
then  subsided.  However,  the  pain  did  not  reappear, 
and  she  has  been  free  of  this  symptom  since  her 
operation  eighteen  months  ago. 

Case  2.— This  was  a thirty-four-year -old  white 
woman  with  severe  diifuse  burning  pain  of  the  right 
lower  extremity  following  spinal  trauma.  Several 
disk  operations,  bilateral  chordotomies,  rhizotomy, 
sympathectomy,  and  intraspinal  injection  of  alcohol 
did  not  relieve  her.  Since  a first  mesencephalo- 
thalamotomy was  insufficient  to  relieve  her,  a second 
operation  was  performed.  Following  the  second 
operation,  the  patient  presented  first  a picture  of 
confusion,  particularly  a disorientation  for  time, 
memory  disturbances,  and  psychomotor  retardation. 
During  this  stage  the  patient  was  rather  indifferent 
to  pain  in  that  she  did  not  complain  about  it.  When 
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asked  about  the  pain,  she  admitted  that  there  was 
still  an  area  of  pain  around  the  buttocks,  but  she 
said,  “I  do  not  feel  like  yelling.”  After  the  state  of 
confusion  had  subsided,  she  again  complained  spon- 
taneously about  this  pain,  but  the  pain  area  had  re- 
ceded from  the  entire  leg  to  an  area  around  the  right 
buttock,  and  she  no  longer  required  narcotics,  while 
before  operation  she  required  100  mg.  of  Demerol  or 
30  mg.  of  Pantopon  every  three  hours. 

Case  3. — This  fifty-nine-year-old  white  woman 
also  suffered  from  tic  douloureux.  Following  a 
retrogasserian  rhizotomy  performed  ten  years  pre- 
viously by  another  neurosurgeon,  she  still  suffered 
attacks  of  severe  pain  about  the  right  eye,  radiating 
toward  the  right  side  of  her  nose.  Following  uni- 
lateral mesencephalothalamotomy  on  the  contra- 
lateral side,  she  experienced  a considerable  relief  of 
her  pain  and  has  not  had  to  continue  with  narcotics. 
She  developed  a slight  but  distinct  hemialgesia  on 
the  side  opposite  the  lesions. 

In  a review  of  these  cases  the  first  can  be  classi- 
fied as  a complete  success  and  Cases  2 and  3 as 
partial  successes,  at  least.  We  were  particularly 
interested  in  the  problem  of  whether  the  addition 
of  the  thalamic  lesion  to  that  in  the  midbrain 
produced  a state  of  indifference  to  pain  trans- 
mitted by  fibers  that  had  escaped  the  mesence- 
phalic lesion.  In  this  respect,  Case  2,  particularly, 
yielded  valuable  information.  During  the  state 
of  confusion  developing  after  the  second  operation 
a state  of  indifference,  resembling,  to  a certain  ex- 
tent, that  described  by  Freeman  and  Watts  after 
prefrontal  lobotomy,  was  observed.6  However,  it 
subsided  after  some  weeks,  and  the  patient  again 
complained  about  the  pain  spontaneously,  al- 
though the  pain  area  had  receded  and  the  inten- 
sity of  the  pain  was  diminished  so  that  narcotics 
were  no  longer  required.  It  seems,  therefore,  that 
bilateral  lesions  of  the  dorsomedial  nucleus  pro- 
duce only  a transient  state  of  indifference  to  pain. 
We  decided,  therefore,  in  the  following  group  of 
cases  to  limit  the  operation  to  lesions  of  the  pain- 
conducting pathways  in  the  midbrain  (mesen- 
cephalotomy  [my]). 

Case  4. — This  forty-six-year-old  woman  had  a 
carcinoma  of  the  uterus  with  marked  extension  to 


surrounding  viscera.  The  carcinoma  was  con- 
sidered inoperable  by  the  gynecologist.  She  com- 
plained of  severe  low  back  pain  which  was  aggra- 
vated by  any  movement  of  the  lumbar  spine.  Verte- 
bral metastasis  was  not  demonstrable  by  x-ray,  but 
the  pain  was  so  intense  that  she  had  to  lie  quietly  in 
bed  in  order  to  avoid  severe  pain  by  movement. 
Following  bilateral  mesencephalotomy,  there  was  a 
considerable  reduction  in  pain,  and  she  could  move 
about  and  perform  her  household  duties  with  only 
slight  pain.  Narcotics  were  no  longer  necessary. 

Case  5. — This  was  an  elderly  woman  with  car- 
cinoma of  the  uterus  with  extensive  metastasis  to 
surrounding  viscera  resulting  in  a rectovaginal 
fistula  and  a so-called  “frozen  pelvis.”  The  pain 
was  chiefly  in  the  lumbosacral  region  and  was  not 
relieved  by  large  frequent  doses  of  morphine 
Following  bilateral  mesencephalotomy  she  experi- 
enced complete  relief  of  pain  for  three  weeks.  At 
this  time  she  fell  while  going  to  the  bathroom,  at 
which  time  the  pain  returned  but  only  in  a mild  de- 
gree. Demerol,  100  mg.  once  or  twice  daily,  was  suf- 
ficient to  give  her  relief. 

Case  6. — A sixty-three-year-old  white  man  with  in- 
operable carcinoma  of  the  bladder  complained  of 
severe  penile  pain,  particularly  following  micturi- 
tion. Morphine  in  15  mg. -doses  every  fourth  hour 
gave  only  partial  relief.  Following  bilateral  mesen- 
cephalotomy there  was  a definite  reduction  but  not 
complete  relief  of  pain.  His  pain  could  now  be 
alleviated  with  Demerol  in  100-mg.  doses. 

In  this  second  group  it  seems  that  lesions  of 
only  the  pain-conducting  pathways  in  the  mid- 
brain, without  thalamic  lesions,  may  be  able  to 
reduce  the  pain  of  these  patients  sufficiently  to 
make  their  conditions  tolerable.  The  omission  of 
thalamic  lesions  has  the  advantages  of  smaller  le- 
sions being  performed  with  the  avoidance  of  the 
transitory  state  of  disorientation  for  time  and 
temporary  memory  defects. 
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THE  name  topectomy  (Gr.  topos,  place; 

ektome,  to  cut  out)  was  first  used  by  the 
investigators  of  the  original  Columbia-Greystone 
project  in  March,  1948,  to  apply  to  the  bilateral, 
symmetric  removal  of  a portion  of  frontal  lobe 
cortex.1  In  earlier  publications  by  Heath  and 
Pool  the  same  procedure  has  been  referred  to  as 
fractional  ablation  of  frontal  lobe  cortex.2-3 
Penfield  has  referred  to  a similar  procedure  as 
gyrectomy,  a term  which  suggests  removal  ac- 
cording to  the  anatomy  of  gyri.4  Since  the 
operation,  which  is  the  subject  of  this  paper,  is 
not  carried  out  on  that  basis,  we  have  chosen 
to  use  the  less  specific  term  of  topectomy. 

Operative  Procedure 
The  experimental  work  of  Mettler  and  Richter 
and  Hines,  as  well  as  the  clinical  observations  of 
the  Columbia-Greystone  Associates,  led  to  the 
development  of  the  present  technic.5-6  Opera- 
tion is  now  carried  out  by  turning  a single  bone 
flap  and  exposing  the  frontal  cortex.  The  rostro- 
medial  portions  of  Brodmann’s  areas  9 and  10 
are  then  resected  on  both  sides  (Fig.  1).**  The 
removal  includes  those  portions  of  areas  9 and  10 
which  lie  on  the  medial  surfaces  of  the  brain, 
and  resection  is  carried  as  far  as  the  depth  of  the 
gray  matter  only,  sparing  white  matter  entirely 
except  for  small  portions  which  extend  into  the 
resected  convolutions  themselves.  The  amount 
of  tissue  removed  in  this  way  is  approximately 
25  to  35  Gm.  on  each  side. 

Fifteen  of  the  patients  included  in  this  series 
had  area  9 alone  removed,  since  they  were  oper- 
ated upon  early  in  the  development  of  this  tech- 
nic. Five  of  this  group  subsequently  had  a 
second  operation  in  which  area  10  was  removed 
after  they  failed  to  maintain  improvement 
following  the  ablation  of  area  9 alone.  Three 
of  these  five  made  and  maintained  significant 
improvement  after  the  second  operation.  This 
fact,  as  well  as  experience  gained  from  the  Colum- 
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tions were  taken  only  because  they  are  widely  known,  and 
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well  as  a guide  for  the  operative  removal. 


bia-Greystone  series,  led  to  the  standardization 
of  the  operation  as  it  is  now  practiced. 

Additional  data  concerning  the  operative 
technic  have  been  submitted  for  publication,  but 
it  may  be  seen  even  from  this  brief  description 
that  the  amount  of  gray  matter  sacrificed  by  to- 
pectomy is  far  less  than  the  amount  disconnected 
by  the  conventional  lobotomy  and  is  probably 
somewhat  more  than  the  amount  disconnected 
by  a transorbital  lobotomy.7-9  However,  as 
compared  with  either  of  the  lobotomy  operations, 
topectomy  would  appear  to  offer  the  advantages 
of  an  open  procedure,  in  which  the  operative 
field  is  clearly  visible  at  all  times  and  bleeding  can 
be  well  controlled. 

Operative  Results 

Among  95  patients  operated  on  to  date  by  Pool 
there  have  been  no  operative  fatalities.  Among 
a total  of  130  patients  who  have  had  topectomies 
performed  by  various  neurosurgeons,  we  have 
learned  of  only  one  operative  death,  making 
an  over-all  mortality  of  less  than  1 per  cent. 
None  of  the  patients  in  the  present  series  has  had 
any  serious  complications  as  a result  of  operation. 
Prolonged  or  permanent  incontinence  has  not 
occurred.  Three  patients  have  had  two  seizures 


Fig.  1.  Extent  of  the  cortical  removal  (viewed 
from  above) . Insert  indicates  the  extent  of  the  re- 
moval on  the  medial  surface. 
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each;  one  patient  has  had  four  seizures,  and  in 
all  cases  these  were  controlled  by  appropriate 
medication  which  could  be  discontinued  about 
six  to  eight  months  after  operation.  A fifth 
patient  (Parkinson’s  disease  with  marked  cerebral 
atrophy)  had  several  convulsions  before  adequate 
medication  could  be  prescribed. 

The  patients  were  usually  alert  and  able  to 
1 take  nourishment  on  the  first  postoperative  day, 
although  many  (particularly  the  schizophrenics) 
were  slow  to  finish  meals  and  had  to  be  en- 
couraged to  eat.  In  most  instances  the  patients 
! were  able  to  be  up  and  about  the  ward  by  the 
fourth  day  after  operation,  and  discharge  from 
the  hospital  was  usually  on  the  ninth  to  four- 
teenth day. 

Material 

The  42  cases  included  in  this  report  were  all 
private  patients,  most  of  whom  were  operated  on 
at  the  Neurological  Institute  of  New  York. 
The  first  operation  took  place  in  October,  1946, 
and  all  the  patients  have  been  followed,  per- 
1 1 sonally  or  by  mail,  for  at  least  six  months  after 
operation.  Some  of  the  cases  have  been  reported 
in  other  publications.2-3-7  In  every  case,  when 
operation  was  undertaken,  the  individual  was 
I already  hospitalized  in  a mental  institution,  or 
hospitalization  was  imminent  and  operation  was 
<!  undertaken  to  forestall  institutionalization  if 
■|  possible. 

The  patients  ranged  in  age  from  twenty  to 
sixty-nine  years  at  the  time  of  operation.  Six- 
teen of  the  patients  were  men,  and  26  were 
women.  The  shortest  duration  of  illness  was  one 
and  one-half  years,  while  the  usual  duration 
was  much  longer,  ranging  up  to  twenty  years. 

Except  for  two  patients,  shock  treatment  had 
been  tried  without  success  in  all  of  these  in- 
dividuals, and  in  these  two  patients  it  was  felt 
that  the  schizophrenic  process  was  too  malignant 
and  progressing  too  fast  to  postpone  operation. 
Such  psychotherapy  as  was  available  had  been 
tried  in  all  cases  (including  psychoanalysis  in 
several),  and  it  appeared  to  have  little  more  to 
i offer  these  patients  in  their  preoperative  state. 
Briefly  then,  the  outlook  with  any  of  the  usual 
types  of  therapy  was  poor  in  these  individuals, 
and  all  of  the  illnesses  carried  a grave  prognosis. 

By  far  the  larger  number  were  diagnosed 
schizophrenia  (32),  and  among  the  schizophrenics 
the  paranoid  form  of  the  illness  predominated 
(15).  Many  of  the  patients  did  not  fit  easily  into 
the  usual  subcategories  of  schizophrenia  and  have, 
therefore,  been  listed  according  to  the  predomi- 
nating form  of  behavior  disturbance  or  symptom 
formation  (Table  1).  The  nonschizophrenic 
cases  fell  into  the  group  of  affective  disorders 


TABLE  1. — Social  and  Vocational  Status  of  42  Oper- 
ated Patients  with  Follow-ups  of  Six  Months  or 
Longer 


Number  . — Social  Rating* — • 


of  Cases  0 12  3 4 

Schizophrenia 

All  types  32  10  4 7 5 6 

Paranoid  15  4 2 5 1 3 

Catatonic  3 2 i 

Hebephrenic  7 3 2 2 ...  . 

Compulsive  features  3 1 2 

Hysterical  features  2 1 1 

Simple  1 1 

Unclassified  1 1 

Nonschizophrenic  Cases 

All  types  10  ....  3 2 5 

Agitated  depression  2 ....  1 1 

Involutional  psychosis  2 1 1 

Manic-depressive  psychosis  1 1 

Parkinsonism,  reactive  de- 
pression 2 . . 2 

Obsessive  compulsive  neuro- 
sis 2 11 

Psychopath,  drug  addiction  1 1 

Total  42  10  4 10  7 11 


* Key:  0 — no  improvement;  1 — patient  was  still  institu- 
tionalized but  more  easily  manageable;  2 — patient  was  cap- 
able of  supervised  living  at  home  or  in  an  institution  (ground 
parole);  3 — patient  was  at  home  and  working  or  capable  of 
working  at  a level  below  his  pre-illness  capacity;  4 — patient 
was  at  home  and  capable  of  functioning  socially  and  voca- 
tionally at  a level  as  good  as  his  pre-illness  capacity. 


(seven),  obsessive-compulsive  and  phobic  neu- 
roses (two),  and  psychopaths  (one). 

Psychiatric  Management 
Immediately  after  operation  and  for  a variable 
amount  of  time  extending  up  to  several  weeks, 
the  patients  went  through  a period  in  which  they 
could  be  described  as  distractible  and  hollow. 
For  several  days  or  a week  after  operation  there 
might  be  outbursts  of  anger  or  resentment,  but 
the  patients  were  usually  cooperative,  correctly 
oriented,  and  presented  no  great  problem  in 
management.  As  soon  as  they  were  able  to  get 
out  of  bed,  they  were  encouraged  to  participate 
in  occupational  therapy,  to  go  for  walks  with  the 
nurse,  and  to  attempt  other  activities  before 
they  left  the  hospital  at  the  end  of  the  nine-  to 
fourteen-day  period . Further  handling  depended 
on  the  patient’s  condition  and  the  sociologic  set- 
ting which  was  available  after  discharge.  When- 
ever the  family  was  sympathetic  and  able  to 
undertake  his  care,  the  patient  was  returned 
home,  since  we  believe  that  progress  is  quicker 
when  there  is  someone  available  on  whom  the 
patient  can  lean  for  support  and  when  he  is 
returned  to  the  stimulating  surroundings  which 
everyday  living  affords.  In  cases  where  too 
much  psychopathology  remained  immediately 
after  operation,  care  at  a rest  home,  convalescent 
farm,  or  sanitarium  was  recommended  for  a 
period  of  several  months.  When  this  was  done, 
it  proved  highly  desirable  that  the  patient  should 
not  be  returned  to  a regime  of  routine  handling 
along  with  other  chronic  psychotics.  Under 
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such  conditions  there  is  little  opportunity  for 
identification  with  healthy  individuals,  and  the 
patients  tended  to  regress  into  their  old  patterns. 
This  was  particularly  true  of  schizophrenics  in 
whom  the  pattern  is  frequently  one  of  imitating 
the  behavior  of  those  about  them.  When  sani- 
tarium care  has  been  thought  necessary,  a pro- 
gram similar  to  “total  push”  has  been  recom- 
mended with  the  emphasis  being  on  reviving 
old  interests  and  creating  new  ones. 

Sanitarium  care  was  also  resorted  to  with 
many  patients  whose  families  were  unwilling  or 
unable  to  accept  the  patient  at  home.  In  such 
cases,  the  impersonal  atmosphere  of  an  institu- 
tion, no  matter  how  well  managed,  sometimes 
served  to  increase  the  feelings  of  rejection  which 
already  existed.  It  was  sometimes  helpful  in 
these  cases  to  board  the  patient  at  a private 
home  with  a psychiatric  nurse  or  some  other 
capable  and  understanding  person,  and  in  several 
instances  the  results  of  such  handling  were  most 
gratifying. 

Psychotherapy  was  carried  out  on  every  pa- 
tient for  whom  it  was  practically  feasible,  and  it 
was  begun  while  the  patient  was  still  in  the  hos- 
pital. In  most  instances,  the  patients  were  too 
shallow  to  make  reconstructive  therapy  possible 
immediately  after  operation,  and  the  psychiatric 
handling  was  superficial  and  reassuring  at  this 
time.  Psychotic  material  which  was  previously 
latent  sometimes  came  out  during  these  first 
days,  however,  and  the  information  gained  was 
of  considerable  value  to  the  psychiatrist  later  on 
in  treatment.  Subsequent  psychotherapy  varied 
widely  in  its  intensity,  type,  and  quantity  among 
different  patients.  Some  of  them  returned  to  the 
care  of  referring  psychiatrists  and  analysts  in 
and  around  New  York.  Among  those  who  were 
followed  by  the  authors,  an  attempt  was  made 
to  achieve  some  insight  into  the  basic  problems 
of  illness  and  to  support  them  in  their  attempts 
to  achieve  a more  realistic  adjustment  to  fife. 
The  schizophrenics  received  the  most  psycho- 
therapy by  and  large,  although  the  emphasis 
in  this  group  was  largely  supportive  and  less 
directed  to  the  achievement  of  insight.  Among 
the  obsessive-compulsive  and  phobic  patients, 
psychotherapy  was  sometimes  helpful  in  gaining 
understanding  of  the  basic  mechanisms  of  illness, 
and  in  this  group  it  was  usually  possible  to  discuss 
material  which  would  not  have  been  available 
before  operation  because  of  the  profound  anxiety 
with  which  it  was  associated.  Involutional  psy- 
chotics  and  depressed  patients  received  the  least 
amount  of  psychotherapy  and,  in  general,  seemed 
to  require  it  less  than  did  the  other  patients. 

Regardless^of  the  type  of  illness,  the  attitude 
of  the  family  ^toward  the  patient  and  their  han- 
dling of  him  seemed  to  be  of  great  importance. 


Kind  and  sympathetic  assistance  in  the  period  of 
readjustment  was  of  great  help.  Conversely,  a 
rejecting  family  or  an  overdemanding  or  over- 
solicitous  one  could  be  a great  obstacle  to  the 
patient’s  recovery.  Whenever  possible,  the 
family  was  coached  on  the  nature  of  the  problems 
which  the  patient  would  be  facing  and  was  offered 
practical  suggestions  on  how  to  handle  them. 

Evaluation  of  Personality  Changes  Follow- 
ing Topectomy 

In  any  psychosurgery  operation  the  achieve- 
ment of  desirable  personality  changes  poses  a 
challenge  in  attempting  to  describe  the  nature  of 
the  changes  observed  and  the  means  by  which 
these  changes  occurred.  Topectomy  has  pro- 
vided a unique  opportunity  for  such  study,  since 
these  discrete  cortical  removals  have  not  resulted 
in  gross  deterioration  of  personality  function  in 
any  patient.  It  has,  therefore,  been  possible  to 
concentrate  more  closely  upon  the  changes  which 
accompany  improvement  and  the  way  in  which 
these  changes  are  apparently  brought  about. 
Reports  from  families  of  patients  followed  at 
least  one  year  after  operation,  as  well  as  clinical 
follow-up  interviews,  have  not  demonstrated 
that  operation  produces  any  loss  of  conscientious- 
ness, social  responsibility,  or  initiative.  Wechs- 
ler-Bellevue  intelligence  tests  have  not  consist- 
ently revealed  a loss  (even  though  most  of  the  re- 
tests were  done  in  the  period  seven  to  ten  days 
after  operation),  and  in  some  patients  there  has 
been  an  actual  increase  in  I.Q.,  presumably  a 
reflection  of  decreased  preoccupation  with  psy- 
chotic material  following  operation. 

The  clinical  course  following  topectomy  shows 
considerable  variation  depending  upon  the  type 
of  patient  operated,  and  we  feel  it  necessary  to 
stress  this  factor  of  individual  variability  if  the 
effect  of  operation  itself  is  to  be  understood  at  all. 
In  the  light  of  clinical  experience  with  topectomy, 
it  now  seems  clear  that  the  psychopathology, 
personality  organization,  and  adaptive  patterns 
of  the  patient  who  is  operated  on  must  be  consid- 
ered, as  well  as  the  nature  of  the  operation  itself, 
if  any  light  is  to  be  shed  on  the  meaning  of  the 
personality  changes  consequent  to  surgery.  For 
practical  purposes,  this  problem  is  most  impor- 
tant in  considering  the  schizophrenic  patient  as 
opposed  to  the  patient  with  an  affective  illness  or 
an  obsessive-compulsive  neurosis.  In  the  case 
of  the  schizophrenics,  operation  is  carried  out  on 
a patient  whose  integration  is  already  loose,  whose 
adaptive  mechanisms  are  faulty,  and  whose  effec- 
tive avenues  of  emotional  expression  are  limited. 
Operation  cannot  change  these  basic  factors,  and 
all  that  can  be  hoped  for  is  that  a maximum 
utilization  of  assets  can  be  achieved  by  relieving 
the  affective  pressure  under  which  the  patient  is 
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J functioning,  thus  making  a more  constructive 

Iand  self-satisfying  life  possible  in  spite  of  inherent 
handicaps.  Patients  with  affective  illnesses  and 
1 obsessive-compulsive  neuroses  present  a different 
picture  in  that  these  individuals  are  usually  well- 
] organized  (even  rigid)  before  illness  and  are  cap- 
: able  of  achieving  some  sort  of  interpersonal  rela- 
l tions  and  emotional  rapport  with  others.  The 
i repression  of  anxiety  and  other  unpleasant  emo- 
D tions  plays  a more  specific  part  in  the  genesis  of 
»|  their  illnesses,  and,  therefore,  operation  with  its 
•r  release  of  emotional  tension  is  of  greater  value. 
I Integration  is  better  achieved  in  this  group  than 
in  the  schizophrenics,  and  the  results  of  operation 
1 1 are,  therefore,  more  gratifying. 

We  have  come  to  .regard  the  effect  of  operation 
f as  one  associated  with  alteration  of  affective  re- 
I sponses.  Objectively,  the  patients  appear  more 
relaxed  immediately  after  operation,  and  sub- 
jectively they  express  the  change  in  themselves 
in  phrases  such  as  “I  don’t  feel  as  tense  as  I used 
(j  to;  things  don’t  bother  me  so  much  now,”  etc. 
[ There  does  not  appear  to  be  any  blunting  of  emo- 
; tional  responses  associated  with  personal  rela- 
I tions  with  other  people,  and  they  continue  to  re- 
t act  appropriately  with  fear,  anxiety,  weeping, 
r and  rage  when  these  emotions  are  called  for  by 
■ environmental  stimuli.  There  is,  however,  a 
I marked  reduction  in  their  response  to  painful 
H memories  associated  with  the  past  which  is 
I accompanied  by  increased  ability  to  verbalize 
I distressing  incidents  which  had  previously  to  be 
| repressed.  It  may  take  considerable  time  for 
the  patient  to  accept  and  act  upon  this  change 
in  his  emotional  responses  even  though  he  may 
verbalize  the  difference  in  his  feelings  imme- 
diately after  operation.  Improvement  in  behavior 
and  symptomatology,  therefore,  occurs  gradually 
in  most  instances,  and  changes  may  be  expected 
six  months  after  operation  or  even  longer,  while 
the  patient  is  testing  out  his  newly  acquired 
emotional  freedom  and  making  steps  toward 
integrating  without  having  to  labor  under  his 
former  tension. 

Results  of  Operation 

It  is  difficult  to  arrive  at  a quantitative  evalua- 
tion of  psychiatric  improvement  following  any 
type  of  supposedly  therapeutic  procedure,  and 
this  difficulty  is  just  as  great  when  considering 
psychosurgery  patients  as  it  is  with  other  forms 
of  treatment.  We  have  chosen  to  grade  the 
patients  numerically  according  to  their  social 
and  vocational  adaptation  after  operation,  realiz- 
ing full  well  that  this  is  not  a complete  account 
of  the  changes  which  occurred  following  surgery 
(Table  1).  For  some  patients  and  in  some  con- 
ditions, the  rating  of  2 (indicating  that  the  patient 
is  capable  of  supervised  living,  at  home  or  in  an 


institution)  is  an  indication  of  great  strides  to- 
ward improvement.  For  others,  a top  rating  of 
4 is  actually  less  of  an  achievement.  In  addi- 
tion, there  are  differences  in  individual  adaptation 
which  cannot  be  reflected  in  such  ratings.  Thus, 
the  schizophrenic  patient  retains  a schizoid 
personality  structure  even  in  the  most  successful 
cases,  but  this  may  not  seriously  interfere  with 
the  patient’s  social  and  vocational  adjustment, 
and  a top  rating  may,  therefore,  be  possible. 
The  obsessive-compulsive  patients,  on  the  other 
hand,  retain  their  rigidity  and  their  dependence 
on  meticulous  performance,  even  though  they 
lose  most  or  all  of  their  presenting  compulsions, 
Such  traits  are  not  reflected  in  a numerical  rating. 

In  all  cases  improvement  took  place  gradually 
over  a period  of  many  months,  except  for  overt 
anxiety  which  was  immediately  diminished  by 
operation.  Depressions  and  obsessive-compul- 
sive symptoms  also  had  an  initial  prompt  response 
to  operation,  but  the  postoperative  course  of 
these  patients  showed  further,  more  gradual 
improvement  of  their  symptoms  with  the  passage 
of  time.  In  the  case  of  schizophrenics  there  was 
often  an  increase  in  symptomatology  immediately 
after  operation  followed  then  by  the  usual 
period  of  gradual  improvement.  In  some  cases, 
this  progressed  to  a point  where  psychotic  mate- 
rial was  difficult  to  obtain  even  when  the  patient 
was  being  seen  frequently  in  follow-up  sessions. 
In  other  patients,  delusions  and  hallucinations 
persisted  in  their  old  form  but  were  not  spon- 
taneously expressed  or  were  expressed  without 
any  emotional  intensity  or  any  desire  to  act  upon 
them.  In  those  schizophrenics  who  did  not 
improve,  psychotic  behavior,  including  delusions 
and  hallucinations,  remained  apparently  un- 
affected by  operation. 

Two  patients  (both  schizophrenic  and  in  one 
of  whom  a diagnosis  of  postencephalitic  behavior 
had  been  suggested)  had  topectomies  performed 
after  a conventional  lobotomy  had  already  been 
carried  out  unsuccessfully.  No  improvement 
resulted  in  either  of  these  cases. 

Two  patients  relapsed  after  achieving  ratings 
of  3,  six  months  after  operation.  Both  had  to 
be  rehospitalized  about  one  year  after  operation. 

Indications  for  Operation 

The  present  series  of  cases  includes  many 
patients  with  complicating  organic  brain  disease 
as  well  as  chronic,  deteriorated  schizophrenics 
on  whom  operation  was  carried  out  as  a last  re- 
sort. Experience  has  shown  that  little  gain  can 
be  expected  after  topectomy  in  such  patients, 
and  our  present  view  is  that  the  patients  who  are 
most  suitable  candidates  for  this  procedure  are 
those  with  the  following  disorders : (1)  obsessive- 
compulsive  and  phobic  neuroses  who  have  not 
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responded  to  psychotherapy,  (2)  affective  ill- 
nesses including  involutional  psychoses  and 
manic-depressive  psychoses  who  have  not  im- 
proved with  psychotherapy  and  shock  treatment, 
and  (3)  schizophrenics  in  whom  some  degree  of  ap- 
propriate affective  response  remains  and  in  whom 
emotional  tension  appears  to  play  an  important 
part  in  the  production  of  symptoms.  Those  schiz- 
ophrenics, whose  illness  came  on  very  early  in  life 
and  who  had  been  capable  of  little  achievement 
before  they  broke  down,  appear  to  do  poorly  after 
operation.  Apparently,  the  genetic  (constitu- 
tional) element  in  such  cases  is  too  large  and  the 
capacity  for  integration  too  small  to  make  topec- 
tomy of  value.  In  general,  the  hebephrenic  type  of 
schizophrenia  has  responded  least  well  to  opera- 
tion, while  the  paranoid  and  catatonic  patients 
have  shown  more  impressive  improvement.  We 
do  not  feel,  however,  that  the  choice  of  operation 
can  be  determined  on  the  basis  of  clinical  sub- 
categories alone.  The  extent  to  which  the  symp- 
toms are  circumscribed,  related  to  emotional 
tension,  and  free  of  markedly  regressive,  repara- 
tive features  appears  to  be  of  greater  importance 
in  predicting  the  eventual  outcome  after  opera- 
tion. 

We  continue  to  feel  that  operation  should  not 
be  carried  out  until  psychotherapy  and  shock 
treatment  have  been  tried  first,  as  these  proced- 
ures may  be  indicated  by  the  specific  condition. 
Shock  treatment,  whether  insulin  or  electro- 
shock, should  not  be  excessively  prolonged. 
This  is  particularly  important  among  the  schizo- 
phrenic patients,  since  regression  and  emotional 
deterioration  may  proceed,  even  during  shock 
treatment,  to  a point  where  operation  is  no  longer 
of  value.  Electroshock  is  frequently  resorted  to 
among  obsessive-compulsive  patients  who  are 
resistant  to  psychotherapy.  In  our  experience, 
it  has  not  helped  these  patients  and  may  cause 


further  difficulties  by  interfering  with  memory.  A 
The  obsessive-compulsives  do  respond  well  to 
topectomy,  however,  and  since  recovery  comes  JFi 
with  no  apparent  impairment  of  personality 
function,  one  may  question  the  necessity  for 
subjecting  this  group  of  individuals  to  shock 
treatment  before  operation  is  advised. 

As  a final  comment  on  shock  treatment  and  r 
the  choice  of  patients  for  operation,  it  should  be  [ 
added  that  a favorable  temporary  response  to 
shock  treatment  appears  to  be  a good  prognostic 
sign  for  the  outcome  of  operation.  Although  far 
from  infallible,  this  has  been  useful  to  us  and 
appears  to  be  a point  worth  taking  into  consider- 
ation when  taking  the  history. 

Summary 

1.  The  development  of  topectomy  and  the 
technic  of  operation  are  described  briefly. 

2.  The  effect  of  operation  in  altering  the 
course  of  illness  is  evaluated  in  terms  of  affective 
change  associated  with  painful  memories. 

3.  Results  of  operation  are  given  for  42  psy- 
chiatric patients  who  were  followed  at  least  six 
months  after  operation. 

4.  Suggestions  are  made  concerning  the  choice 
of  patients  for  whom  operation  is  to  be  recom- 
mended. 
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BEFORE  one  can  draw  any  useful  conclusions 
about  the  usefulness  of  the  various  forms  of 
psychosurgery  more  or  less  widely  employed,  it  is 
necessary  to  come  to  some  conclusion  about  how 
any  form  of  psychiatric  therapy  can  be  evaluated. 
In  attempting  to  evaluate  any  form  of  therapy — 
either  psychiatric  or  more  broadly  medical — 
one  needs  to  establish  certain  specific  definitions 
and  criteria. 

Criteria  for  Evaluating  Therapy 

1 .  The  condition  to  be  treated  must  be  quali- 
tatively and,  if  possible,  quantitatively  defined. 
Ordinarily,  the  qualitative  aspects  of  such  a 
definition  will  include  objective  demonstrations  of 
all  pertinent  etiologic  and  pathologic  circum- 
stances. In  the  case  of  psychiatric  disorders  it  is 
difficult,  if  not  impossible,  to  proceed  beyond 
impressions  and  often  purely  personal  estimates  of 
etiology  and  “pathology.”  Under  ordinary  cir- 
cumstances physiologic  and  chemical  tests  afford 
many  opportunities  to  express  the  extent  of  the 
disorder  in  a quantitative  manner.  This  is  still 
not  feasible  in  psychiatry,  but  the  quantitative 
aspects  of  the  temporal  circumstances  of  psy- 
chiatric disorders,  at  least,  should  be  given  in 
some  consistent  and  meaningful  manner.  If  one 
is  concerned  with  limited  aspects  of  a broader 
condition,  these  limited  aspects  should  now  be 
defined  further. 

2.  The  next  requirement  is  an  estimate  of  the 
degree  of  accuracy  with  which  the  condition  to 
be  studied  can  be  diagnosed  and  how  accurately 
the  precise  phases  to  be  studied  can  be  known  to 
exist.  It  is,  in  other  words,  of  no  practical  use  to 
construct  an  elaborate  definition  which  is  unclear 
and  difficult  of  application.  The  mathematical 
possibility  of  effectively  applying  the  definition 
to  a large  number  of  cases  chosen  at  random 
should  be  known. 

3.  Having  defined  the  nature  of  the  condition 
to  be  treated,  having  determined  the  precise 
segment  of  it  which  is  to  be  studied,  and  knowing 
how  confident  one  can  be  in  applying  these 
definitions,  it  is  necessary  to  ascertain  what 
“spontaneous”  fluctuations  may  occur  in  the 
studied  segment  of  the  condition.  Is  spontane- 
ous cure  possible,  and  if  not,  what  is  the  range 
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of  improvement  which  can  be  expected  in  a large 
number  of  comparable  cases?  How  long  does 
such  improvement  last,  and  how  notable  is  it? 
If  such  observations  can  be  quantitated,  they 
should  be. 

4.  With  the  above  information  at  hand  one 
must  now  establish  how  the  fluctuations  of  the 
process  under  study  are  affected,  not  only  by  the 
therapy  to  be  evaluated  but  also  by  a reasonable 
number  of  the  other  nonspecific  operational  as- 
pects of  the  therapy,  which  aspects  might  be 
expected  to  exert  an  influence  on  the  processes 
under  study.  For  example,  psychosurgical  pro- 
cedures involve  considerable  operational  pother 
beyond  the  actual  surgery.  What  influence  does 
this  exert? 

While  the  above  criteria  can  be  accurately 
applied  to  a large  body  of  medical  therapeusis, 
these  criteria  require  to  be  supplemented  wherever 
the  nature  and  extent  of  improvement  are  them- 
selves obscure.  If  it  is  necessary  to  inquire,  as  it 
certainly  is  in  psychiatry  and  in  the  case  of  cer- 
tain recalcitrant  chronic  diseases,  whether  a par- 
ticular change  in  the  patient’s  condition  consti- 
tutes real  improvement,  then  it  is  surely  necessary 
to  establish  a specific  and  exclusive  definition  of 
improvement.  Such  a definition  should  state 
what  varieties  of  alterations  are  not  to  be  con- 
sidered improvement,  as  well  as  wherein  improve- 
ment consists.  The  definition  should  be  of  such 
a nature  as  to  render  improvement  expressible 
in  an  objective  and  preferably  measurable  man- 
ner, and  the  factor  of  error  in  arriving  at  an  esti- 
mate of  the  existence  and  degree  of  improvement 
should  be  stated. 

To  recapitulate:  The  degree  of  accuracy  with 
which  the  particular  aspect  of  the  condition  to  be 
treated  can  be  defined  must  be  determined  and 
so  must  the  degree  of  accuracy  with  which  the 
existence  and  extent  of  improvement  can  be 
determined.  To  determine  the  influence  of  spon- 
taneous change  and  the  nonspecific  effects  from 
the  therapeutic  procedure,  two  or  three  compar- 
able groups  of  cases  should  be  established  under 
comparable  conditions.  One  group  should  be 
followed  to  determine  the  degree  of  spontaneous 
improvement  which  may  occur,  and  another 
should  receive  the  specific  therapy  to  be  evalu- 
ated. If  a third  group  exists,  it  should  be  sub- 
jected to  all  the  nonspecific  aspects  of  the  thera- 
peusis to  be  evaluated. 
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Does  Any  Form  of  Psychosurgery  Exert  a 
Beneficial  Effect? 

That  cases  do  “improve”  after  psychosurgery 
no  one  will  deny,  but  there  will  be  much  argu- 
ment about  the  nature  of  such  “improvement.” 
It  is  by  no  means  clear  how  many  patients  who 
have  been  subjected  to  psychosurgery  would  have 
improved  without  it,  nor  is  it  at  all  certain 
whether  the  so-called  improvement  is  significant, 
piffling,  or  even  existent.  Moreover,  there  are 
those  who  feel  that  the  patient  subjected  to  psy- 
chosurgery has  lost  more  than  he  has  gained. 
In  any  event,  to  say  that  some  patients  do  im- 
prove after  psychosurgery  is  not  particularly 
edifying,  since  cases  also  improve  after  electro- 
convulsive therapy,  insulin  coma,  metrazol  shock, 
psychotherapy,  or  when  left  to  themselves  with- 
out benefit  of  any  “therapy.”  Thoroughly 
satisfying  figures,  demonstrating  the  degree  of 
efficacy  of  any  existing  technic  of  psychiatric 
treatment,  are  lacking.  Worse  still,  it  is  very 
difficult  to  come  by  reliable  information  which 
would  enable  one  to  evaluate  the  accuracy  of 
methods  of  psychiatric  diagnoses  or  the  mathe- 
matical value  of  prognoses  in  that  field.  Such 
uncertainties,  familiar  enough  to  the  psychiatrist 
who  picks  his  way  about  with  evasive  caution, 
constitute  a quagmire  in  which  the  neurosurgeon 
attempting  to  evaluate  his  results  soon  flounders. 
Until  psychiatrists  are  able  to  develop  adequate 
technics  for  the  objective  and  incontrovertible 
evaluation  of  therapy  or  until  this  is  done  for 
them,  it  is  obviously  impossible  to  compare  the 
subtler  aspects  of  the  different  psychosurgical 
approaches.  In  particular  we  know  little  or 
nothing  about  the  most  critical  question  of  all, 
“Why  does  psychosurgery  have  a beneficial 
effect  in  those  cases  in  which  beneficial  effects 
have  been  reported?”  One  might  also  be  tempted 
to  add,  “And  are  such  beneficial  effects  related 
to  the  performance  of  such  psychosurgery?” 

Influence  of  Duration  and  Nature  of  Illness 
on  Improvement  After  Psychosurgery 

On  the  last  point  mentioned  in  the  previous 
paragraph  it  is  possible  to  develop  some  informa- 
tion which,  even  though  it  would  not  enable  us  to 
determine  whether  an  operation  had  been  of 
value  in  a particular  case,  may  indicate  what 
probability  exists  for  a lack  of  such  a relationship. 
Thus,  if  one  considers  discharge  from  an  institu- 
tion as  a measure  of  improvement,  psychosurgery 
should  produce  results  superior  to  the  known  rates 
of  discharge  which  were  obtained  prior  to  1940 
(since  before  that  date  few,  if  any,  discharges 
could  have  been  attributed  to  psychosurgery). 
According  to  Landis  and  Page  the  pertinent 
percentages  of  discharges  within  the  first  twelve 
months  after  admission,  prior  to  that  time,  may 


be  expected  to  be  approximately  as  follows:  : 

for  psychoneuroses,  70  to  75;  for  manic-depres-  it 
sive  psychoses,  65  to  70;  for  involutional  psy- 
choses, 40  to  45;  for  schizophrenia,  25  to  30,  or  « 

for  mental  diseases  as  a whole,  about  40.1  After  lit 

the  first  year  of  institutionalization  -the  percen-  k 

tage  of  discharges  falls  and,  although  continuing 
perceptible,  is  small  after  the  third  year.  It  is  ’■ 
clear  enough  that  in  using  discharge  of  institu- 
tionalized patients  as  a measure  of  their  improve- 
ment, one  is  dealing  with  the  terminal  fragment 
of  a curve  which  begins  at  a very  high  level  and  i 

rapidly  flattens  almost  to  a plateau  after  three  i 

years  of  institutionalism.  It  is  obvious,  if  dis-  J 

charge  is  related  to  improvement,  that  the  rate  of  : 

improvement  must  be  very  much  higher  in 
patients  who  have  not  progressed  to  the  point 
where  institutionalization  becomes  necessary  or  i 
advisable.  Bearing  in  mind  that  the  criteria 
used  for  reporting  improvement  after  psycho- 
surgery often  have  quite  different  implications  : 
from  those  in  which  discharge  from  an  institution 
is  used  as  a measure  of  improvement,  the  present 
author  is  aware  of  no  body  of  reliable  data  which 
indicates  that  any  psychosurgical  technic  pro-  is 
duces,  in  a large  group  of  noninstitutionalized 
cases  or  cases  institutionalized  for  less  than  three  : 
years,  results  which  are  superlatively  better  It 
than  can  be  achieved  by  other  methods  of  therapy 
or  even  by  no  therapy  at  all.  While  psycho-  h 
surgery  may  actually  be  capable  of  a more  favor- 
able showing,  the  data  have  not  yet  been  brought 
forward  to  prove  this,  and  to  find  the  benefits  to 
be  derived  from  such  procedures,  one  is  forced  to  j 
the  entirely  unreliable  practice  of  particularizing 
about  individual  cases  or  dealing  with  cases  in 
the  aggregate  which  have  been  institutionalized 
for  at  least  three  years. 

Psychosurgery  in  the  Chronic  Institution- 
alized Case 

Although  results  in  Schrader’s  early  series  of 
lobotomies  indicated  that  better  than  chance 
improvement  could  be  obtained  in  chronic 
institutionalized  patients,  the  majority  of  early 
writers  in  this  country  tended  to  avoid  the  chronic 
institutionalized  case.  Recent  statistics,  how- 
ever, indicate  that  the  results  obtainable  in  cases 
of  this  sort  are  really  better  than  were  originally 
anticipated.  Topectomy  (ablation  of  restricted 
amounts  of  cerebral  cortex)  evidently  is  also 
capable  of  giving  better  than  chance  results  in 
chronic  cases.  Transorbital  lobotomy  is  not 
thought  to  be  so  useful  in  late  as  in  early  cases. 
Little  is  yet  known  about  what  the  other  forms 
of  psychosurgery  may  yield  in  chronic  cases. 

Among  chronic  institutionalized  cases  those 
who  have  shown  favorable  reactions  to  shock 
therapy  are  most  apt  to  show  beneficial  effects 
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rom  psychosurgery.  Patients  who  show  few  or 
10  lucid  intervals  and  who  are  extensively 
leteriorated  cannot  be  expected  to  show  much 
lenefit.  There  is  no  reason  to  believe  that  these 
■ircumstances  vary  with  different  forms  of  psy- 
ihosurgery. 

Psychosurgery  in  the  Individual  Case 

Little  definitive  evidence  has  so  far  appeared 
;o  show  that  benefit  from  psychosurgery  follows 
ponventional  diagnostic  lines.  In  general,  cases 
exhibiting  “tension”  or  “painful  affect”  may  be 
f expected  to  show  a lessening  of  this.  In  the 
^present  writer’s  opinion  it  is  worth  making 
|jin  attempt  to  arrive  at  an  estimation  of  the 
apparent  source  of  the  patient’s  disturbance  and 
to  determine  whether  this  is  apparently  of  endog- 
enous origin  or  whether  he  seems  to  be  over- 
responding to  real  external  stimulus  situations. 
It  is  my  personal  impression  that  cases  showing 
the  greatest  concern  with  themselves,  their  sensa- 
tions, delusions,  hallucinations,  or  personal 
productions  tend  to  lose  such  concern  as  a result 
of  psychosurgery,  but  that  patients  who  are  over- 
responding  to  external  stimulation  may  actually 
show  an  exaggeration  of  this  tendency.  It  is 
only  fair  to  say  that  there  are  those  who  disagree 
jwith  this  point  of  view,  which  regards  deprivation 
of  frontal  tissues  as  a process  which  “external- 
izes” the  patient  and  directs  his  attention  out- 
ward and  which  is,  therefore,  undesirable  when 
the  patient  is  already  abnormally  extroverted. 

Whatever  view  we  take  of  these  matters,  there 
is  still  no  evidence  to  indicate  that  any  one  of  the 
psychosurgical  technics  acts  in  a manner  funda- 
mentally different  from  any  other  in  so  far  as 
“improvement”  is  concerned,  and  it  is  by  no 
means  certain  that  all  aspects  of  “improvement” 
are  causally  related  to  operation. 

"Adverse”  Effects  of  Psychosurgery 

The  principal  differences  which  have  thus  far 
emerged  between  the  various  forms  of  psycho- 
surgery are  in  the  nature  of  variations  in  number 
and  extent  of  undesirable  effects. 

Disregarding  leucotomy  by  coring,  which  has 
now  generally  been  abandoned  as  likely  to  yield 
unpredictable  results,  and  lobectomy,  which  does 
not  give  results  essentially  different  from  com- 
plete lobotomy  and  is  technically  less  satisfac- 
tory, the  highest  death  rate  and  greatest  number 
of  “undesirable”  effects,  such  as  incontinence, 
inertia,  and  inability  to  care  for  oneself,  occur 
after  complete  radical  lateral  transcranial 
lobotomy.  By  rendering  the  operation  less 
complete  and  thus  less  drastic,  the  death  rate  and 
number  of  “undesirable”  phenomena  can  be 
substantially  reduced.  When  only  the  frontal 
poles  are  disconnected,  as  in  transorbital  lobot- 


omy, the  death  rate  is  negligible  and  “undesir- 
able” signs  are  difficult,  if  not  impossible,  to 
detect.  The  death  rate  in  topectomy  is  nil, 
and  “undesirable”  phenomena  can  be  entirely 
avoided.  While  adequate  data  are  still  not 
available,  the  same  should  be  true  of  thermo- 
coagulation and  of  undercutting  of  the  cortex. 
Thalamotomy  seems  to  carry  a higher  death  rate. 

It  should  be  recalled,  in  passing,  that  there  are 
occasions,  as  in  suicidal  cases,  where  “undesir- 
able” phenomena,  such  as  inertia,  may  be  just 
what  one  wants  to  produce.  In  such  cases  none 
of  the  other  technics  can  be  expected  to  yield 
the  results  obtained  by  drastic  lobotomy. 

Postoperative  Convulsions 

Thus  far  it  would  appear  that  the  highest  inci- 
dence of  convulsions  may  be  expected  after  radi- 
cal lobotomy  and  the  fewest  after  transorbital 
lobotomy,  with  topectomy  occupying  an  inter- 
mediary position  depending  on  the  location 
ablated.  Undercutting  of  cortex  should  be  in  the 
same  class  with  topectomy  and  thermocoagula- 
tion safer  than  either.  Data  on  thalamotomy 
are  still  incomplete. 

In  the  case  of  lateral  transcranial  lobotomy, 
reoperation  produces  a very  high  percentage  of 
convulsions.  If  it  is  anticipated  that  failure 
may  attend  an  initial  operation,  a drastic  lobot- 
omy should  be  performed  immediately,  or  else 
the  initial  operation  should  be  of  a type  other  than 
lobotomy. 

Pain 

The  literature  on  the  effect  of  psychosurgical 
technics  on  intractable  pain  is  still  fragmentary 
and  obscure  but  suggests  that  almost  any  psycho- 
surgical procedure  may  give  equally  satisfactory 
results.  Apparently,  it  is  immaterial  whether 
the  operation  is  bilateral  or  unilateral,  and,  if  the 
latter,  also  immaterial  which  side  is  selected  for 
operation,  even  though  the  pain  be  unilateral. 
Such  data  indicate  their  own  unsatisfactory 
nature.  One  of  the  difficulties  with  the  litera- 
ture of  this  subject  is  that  really  adequate  deter- 
minations of  the  threshold  for  pain  have  been 
arrived  at  in  only  a small  number  of  studies.  On 
the  whole,  the  effect  of  psychosurgery  on  pain  is 
rather  unpredictable. 

Physiologic  Effects  of  Psychosurgery 

The  amount  of  factual  material  to  indicate 
what  effects  psychosurgery  produces  is  so  slight 
that  there  is  little  to  be  gained  from  theoretic 
speculations  about  the  differences  between  the 
various  forms  of  psychosurgery  thus  far  intro- 
duced. 

In  theory,  lobotomy  differs  from  topectomy, 
undercutting  of  cortex,  or  thermocoagulation  by 
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virtue  of  preservation  of  the  associational  con- 
nections. It  is  difficult  to  see  why  preserving  a 
few  association  fibers  would  be  of  any  value  in 
view  of  the  necessarily  larger  number  of  projec- 
tion fibers  which  are  sacrificed  in  lobotomy.  It  has 
also  been  said  that  lobotomy  severs  primarily  the 
thalamocortical  radiations  of  the  medial  nuclear 
mass  and  thus  interrupts  a circuit  proceeding 
centrifugally  from  the  dorsal  thalamus  to  the 
cortex  (for  the  elaboration  of  the  psychic  aspects 
of  the  disorder)  and  centripetally  from  the  dorsal 
thalamus  to  the  hypothalamus  (for  the  elabora- 
tion of  the  affective  component  of  the  psychosis). 
The  factual  basis  for  this  theory  is  weak,  and  it  is 
not  clear  why  the  severance  of  thalamocortical 
fibers  should  be  of  more  significance  than  sever- 
ance of  projection  fibers. 

Assuming  that  autonomic  effects  play  a role 
of  greater  significance  than  the  end  result  of  mere 
affective  display,  it  might  be  anticipated  that 
topectomies,  undercuttings,  or  thermocoagula- 
tions of  the  cingulate  or  basal  frontal  regions 
might  give  results  superior  to  those  of  operations 
upon  the  lateral  granular  frontal  cortex,  inasmuch 
as  the  two  former  regions  appear  to  be  more  ac- 
tive in  the  autonomic  sphere  than  does  the  lateral 
granular  cortex.  Conclusive  data  are  still  un- 
available. 

The  advantages  or  disadvantages  of  thalamot- 
omy, if  such  exist,  would  appear  to  be  of  a 
practical  rather  than  theoretic  nature. 

Conclusion 

It  is  illogical  to  imagine  that  one  form  of  psy- 
chosurgery or  even  one  form  of  a particular  opera- 
tive procedure  is  applicable  to  all  psychotic  indi- 
viduals or  even  to  all  individuals  suffering  from 
the  same  sort  of  psychosis  or  symptomatology. 
The  field  of  psychosurgery  is  a peculiar  one  in 
that  it  is  not  a simple  matter  for  the  general 
practitioner  to  decide  how  to  get  a proper 


consultation  for  a case.  There  is  much  emotional 
feeling  among  psychiatrists  about  whether  psy- 
chosurgery  should  or  should  not  be  done,  and  |R 
few  of  the  psychiatrists  who  do  recommend  psy- 
chosurgery display  an  impartial  point  of  view  to-  ■ 
ward  all  procedures.  The  neurosurgeon  is,  of 
course,  not  trained  in  psychiatric  diagnosis  as  he 
is  in  neurologic  diagnosis  and  must  depend  on 
his  associates  for  a proper  evaluation  of  the  case.  J 
It  is,  therefore,  unfortunate  that  transorbital 
lobotomy  is  being  done  by  some  psychiatrists 
themselves.  The  operation  is  surprisingly  free 
from  complications  despite  its  apparent  bar- 
barity, and  as  it  comes  to  be  done  more  and  more 
widely  by  psychiatrists  of  varying  grades  of 
competence,  it  will  ultimately  be  taken  up  by 
opportunists  with  little  or  no  psychiatric  train- 
ing. Psychiatrists  would  probably  have  done 
better  to  have  left  this  procedure  to  the  neuro- 
surgeons than  to  have  opened  the  door  to  ex- 
ploitation. The  day  is  probably  not  far  off 
when  the  more  precise  legal  aspects  surrounding 
psychosurgery  will  have  to  be  determined. 
Meanwhile,  the  cautious  neurosurgeon  will  leave 
psychiatric  diagnosis  and  prognosis  to  the  psy- 
chiatrist, and  the  latter  will  allow  the  neuro- 
surgeon to  do  any  cutting  he  feels  should  be  done. 

In  any  event  no  case  should  be  subjected  to 
psychosurgery  unless:  (1)  a complete,  recent, 

and  energetic  restudy  of  the  case  has  been  made 
by  a competent  and  industrious  psychiatrist; 
(2)  strenuous  efforts  have  been  made  to  readjust 
the  patient’s  home  environment  without  success,  ) 
and,  (3)  all  available,  promising,  less  drastic 
therapeutic  methods  have  been  exhausted.  Now, 
as  ever,  our  guiding  principle  should  be  “nihil 
nocere.” 
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BIRTH  RATE  INCREASES 
The  reproduction  rate  of  college-educated  women 
in  this  country  has  made  “remarkable  progress” 
since  1940,  with  an  81  per  cent  increase  between 
1940  and  1947,  the  Population  Reference  Bureau, 
a nonprofit  organization  in  Washington,  D.  C.,  an- 
nounced recently. 

The  reproduction  rate  of  women  college  graduates 


was  40  per  cent  below  replacement  in  1924  and  48 
per  cent  below  in  1940.  In  1947,  women  college 
graduates  had  a rate  only  5 per  cent  below  that 
needed  for  replacement. 

The  Bureau  reported  also  that  graduates  of  co- 
educational and  Western  colleges  produced  the 
largest  families. 


THE  PLACENTAL  STAGE  AND  POSTPARTUM  HEMORRHAGE 


William  J.  Dieckmann,  M.D.,  A.  G.  Seski,  M.D.,  C.  P.  McCartney,  M.D.,  and 
R.  C.  Smitter,  M.D.,  Chicago,  Illinois 

(From  the  Department  of  Obstetrics  and  Gynecology  of  the  University  of  Chicago  and  the  Chicago  Lying-In 
Hospital) 


HEMORRHAGE  is  one  of  the  three  principal 
causes  of  maternal  mortality  and  in  some 
t areas  ranks  first.  These  deaths  are  either  pre- 
•I  ventable  or  have  preventable  factors.  Some  of 
?!  the  patients  do  not  die  from  the  hemorrhage,  but 
it  their  resistance  is  lowered  to  such  a degree  that 
ii  they  succumb  to  infection.  There  are  no  figures 
rj  available  as  to  the  incidence  of  postpartum  hemor- 

i.  rhage  for  the  country  as  a whole,  but,  since  the 
1 1 number  of  hemorrhages  in  teaching  hospitals  is 
I still  1 per  cent  or  more,  the  incidence  for  the 
| country  must  be  considerably  greater.  The  vital 
statistics  for  1946  showed  that,  after  omitting 
abortions,  ectopic  pregnancies,  and  patients  dying 
' undelivered,  there  were  3,530  women  who  died 
i from  maternal  causes.  Infection  accounted  for 
ii  30  per  cent  and  toxemia  21  per  cent;  13  per 
j cent  died  from  hemorrhages  of  childbirth  and 
j,  the  puerperium  and  9 per  cent  from  placenta 
j previa  or  abruptio  placenta.  Postpartum  hemor- 
\ rhage  will  always  occur.  However,  proper  in- 
t struction  as  to  the  conduct  of  the  placental  stage 
\ will  not  only  reduce  the  incidence  of  this  compli- 
cation to  a minimum  but  will  prevent  maternal 
i mortality.  Doctors  must  acknowledge  that 
) death  from  postpartum  hemorrhage  is  prevent- 
f able  in  all  hospital  services  and  even  in  home 
deliveries.  If  death  does  occur,  the  doctor  must 

I admit  his  error  or  possible  culpability  at  the  staff 
meeting. 

Gordon  studied  the  286  maternal  deaths  in 
Brooklyn  for  the  period  1937  to  1941  and  noted 
that  the  death  certificates  gave  hemorrhage  as 
the  cause  of  death  in  28  per  cent,  but,  when  the 
patients’  records  were  reviewed,  hemorrhage 
accounted  for  41  per  cent  and  was  number  one 
“killer.”1  Grimes  and  coworkers  in  1948  re- 
ported that  in  Georgia  hemorrhage  accounted 
for  13  per  cent  of  the  maternal  deaths  in  1936  and 
31  per  cent  in  1947. 2 Four  per  cent  of  our 
deaths  and  9 per  cent  of  the  maternal  deaths  at 
the  New  York  Lying-In  Hospital  over  a four- 
teen year  period  were  due  primarily  to  postpartum 
hemorrhage.3-4  On  our  service  the  hemorrhage 
was  an  important  contributory  factor  in  another 
4 per  cent.  These  are  preventable  deaths. 

On  our  service  16  per  cent  of  the  cases  of  fatal 
postpartum  hemorrhage  were  due  to  retained 
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placental  tissue  and  36  per  cent  to  atony  (no 
other  demonstrable  cause).  This  latter  group 
is  much  larger  in  the  nonfatal  cases  and  is  of 
particular  concern  because  a properly  conducted 
second  and  third  stage  of  labor  will  prevent 
almost  all  of  these  hemorrhages. 

Studies  of  deaths  due  to  postpartum  hemor- 
rhage by  Beecham  in  Philadelphia,  by  Glass 
and  Rosenthal  in  Brooklyn,  New  York,  and  by 
other  investigators  in  Chicago,  reveal  the  following 
factors : 

1.  There  are  usually  two  or  more  hours  be- 
tween delivery  and  death — sufficient  time  for 
adequate  therapy. 

2.  Blood  loss  is  markedly  underestimated. 

3.  Doctors  are  opposed  to  manual  removal  of 
the  placenta  and  to  examination  of  the  uterine 
cavity,  even  if  there  is  bleeding  or  possibility  of 
retained  placental  tissue. 

4.  There  is  too  much  reliance  on  repeated 
injections  of  oxytocic  drugs. 

5.  Blood  transfusions  are  given  too  late  and 
are  too  small  in  quantity.6-7 

Some  of  the  case  abstracts  read  as  if  they  were 
taken  from  hospital  records  of  the  last  century. 
Apparently  nothing  was  done  for  some  of  the 
patients  who  died.  Glass  and  Rosenthal  report 
a patient  who  was  transferred  to  her  room  with 
the  placenta  retained  and  found  dead  in  bed  from 
hemorrhage  thirty-six  hours  later.6  They  also 
report  five  deaths  due  to  inversion  of  the  uterus. 
Allen  and  coworkers  report  four  cases,  three  of 
which  occurred  in  5,000  deliveries.8  Johnson 
reports  nine  cases.9  The  senior  author  has  been  in 
a maternity  hospital  since  1921  as  house  officer  or 
member  of  the  staff  in  a full-time  capacity  and 
has  never  seen  an  inversion  of  the  uterus.  Only 
one  occurred  during  the  twenty-eight  years. 

Several  tragic  cases  of  postpartum  hemorrhage 
resulted  in  a recommendation  from  the  Chicago 
Maternal  Mortality  Committee  that  every  hos- 
pital with  an  obstetric  service  must  have  a pro- 
cedure established  by  which,  if  the  patient’s 
doctor  could  not  be  reached  in  an  emergency, 
some  qualified  doctor  must  see  the  patient  within  an 
hour. 

In  the  past  two  years  there  have  been  at  least 
four  reports  on  the  management  of  the  placental 
stage.  There  still  is  uncertainty  about  it  and 
especially  fear  of  invading  the  uterus.  Joyce 
and  Lennon  in  1948  reported  that  at  Oxford  in 
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the  last  ten  years  there  were  156  cases  of  post- 
partum hemorrhage  with  only  56  manual  re- 
movals of  the  placenta.10  The  average  blood 
loss  in  these  cases  amounted  to  990  ml.,  but  there 
were  only  38  blood  transfusions.  There  were 
two  deaths.  They  advise  obstetricians  to  wait 
twenty  to  thirty  minutes  for  natural  separation 
and  expulsion.  They  still  advise  the  use  of 
Ahlfeld’s  signs  and  the  intramuscular  injection  of 
ergotrate. 

McLean,  McDowell,  and  Sadugor  in  1948  re- 
ported that,  through  the  employment  of  a recovery 
room,  they  have  been  able  to  reduce  the  maternal 
mortality  of  postpartum  hemorrhage  from  50 
per  cent  to  0.11  During  the  period  1941  to 
1945  there  were  15,371  deliveries  with  33  maternal 
deaths,  18  of  which  were  due  to  postpartum  hem- 
orrhage and  shock.  Sixty-three  per  cent  were 
due  to  atony  of  the  uterus.  They  also  report  two 
hemorrhage  deaths  after  cesarean  section.  We 
have  had  only  one  such  death  from  placenta 
previa  in  over  2,800  sections.  The  patient  re- 
mains in  the  recovery  room  for  eight  hours.  The 
method  now  in  use  should  have  been  the  practice 
during  the  preceding  years,  namely,  watch  for 
hemorrhage,  control  it,  and  replace  blood. 

A discussion  by  various  obstetricians  in  Eng- 
land in  1946  revealed  that,  since  the  teachers 
themselves  have  no  definite  plans  of  treatment,  it 
is  obvious  why  the  general  practitioner  and  even 
the  specialist  have  so  many  cases  of  postpartum 
hemorrhage  and  why  the  maternal  mortality 
from  this  condition  is  still  so  high.12 

In  reading  these  reports  of  fatal  postpartum 
hemorrhage,  as  well  as  hearing  of  similar  cases 
in  our  own  city,  and  looking  back  over  some  fatal 
cases  of  our  own,  it  is  obvious  that  the  difficulty 
lies  in  a failure  of  the  doctor  to  conduct  the 
placental  stage  properly  and  to  evaluate  blood 
loss.  For  many  years  we  have  concentrated  our 
teaching  efforts  on  the  management  of  the  pla- 
cental stage.  We  tell  the  students  and  house 
staff  that  95  per  cent  of  the  patients  will  deliver 
themselves  if  given  time,  but  the  complications 
of  the  placental  stage  and  the  maternal  mortality 
from  hemorrhage  have  not  been  appreciably  low- 
ered during  the  past  decade. 

Hemorrhage  from  the  placental  site  is  con- 
trolled (1)  by  the  contraction  of  the  uterus  (com- 
pressing the  uterine  vessels)  and  by  the  time  the 
contraction  is  over,  retraction  of  the  muscle 
bundles  has  occurred  and  the  vessels  are  per- 
manently compressed,  and  (2)  by  clotting  of  the 
blood  in  these  vessels.  If  there  is  no  retraction — 
complete  loss  of  muscle  tone — bleeding  will  recur 
each  time  that  the  contraction  is  over,  for  no 
uterus  can  remain  in  a state  of  constant  con- 
traction. 

The  anatomic  and  physiologic  changes  occur- 


ring in  the  uterus  in  the  late  second  and  third 
stages  of  labor  have  been  known  since  1918,  but 
very  little  attention  has  been  given  to  these 
changes  by  the  clinician.  Unfortunately,  the 
authors  of  our  textbooks  usually  ascribe  post- 
partum hemorrhage  to  mismanagement  of  the 
third  stage  of  labor.  Davis  and  Boynton  stated 
that  if  0.2  mg.  of  ergotrate  were  given  intra- 
venously after  the  delivery  of  the  anterior  shoul- 
der and  thirty  seconds  allowed  for  its  action,  in 
72  per  cent  of  their  cases  the  placenta  could  be 
expressed  within  three  minutes.13  However, 
all  the  evidence  at  hand  indicates  that  the  de- 
crease in  the  size  of  the  uterus  during  the  end  of 
the  second  stage  causes  a shearing  of  the  placental 
attachments,  and  the  contracting  uterus  expels 
the  placenta  as  a foreign  body.3  Irrespective  of 
the  use  of  an  oxytocic  drug,  the  placenta  can  be 
expressed  in  over  95  per  cent  of  the  cases  within 
six  minutes  after  delivery  if  two  to  four  minutes 
were  required  for  the  birth  of  the  baby.3  If  the 
woman  were  in  the  upright  or  squatting  position, 
gravity  would  cause  the  early  delivery  of  the 
placenta.  With  the  patient  in  the  supine  position 
external  force  must  be  used  to  expel  the  placenta. 

The  so-called  Duncan  and  Schultze  methods 
of  placental  separation  and  extrusion  from  the 
uterus  are  only  of  historical  interest,  and  dis- 
cussion should  be  omitted  from  textbooks. 

The  retroplacental  hematoma  is  almost  nonexist- 
ent if  the  second  and  third  stages  are  properly 
conducted,  and  most  obstetricians  now  know  it 
has  nothing  to  do  with  placental  separation. 

Dieckmann  and  coworkers  reported  in  1947  that 
slow  delivery  of  the  fetus  was  the  factor  which 
favored  the  normal  separation  of  the  placenta.3 
Obviously,  the  uterine  wall  requires  some  time 
to  readjust  itself  to  the  decreasing  size  of  its 
cavity  as  the  baby  is  expelled.  The  final  technic 
was  to  deliver  the  anterior  shoulder,  wait  thirty 
seconds,  deliver  the  posterior  shoulder,  inject 
0.1  ml.  (1  unit)  solution  of  posterior  pituitary 
(1  ml.  of  pituitary  or  pitocin  plus  9 ml.  saline 
solution,  using  1 ml.  of  this  dilution),  wait  thirty 
seconds,  and  then  slowly  deliver  the  baby.*  The 
cord  was  held  close  to  the  vulva,  stripped  once 
toward  the  baby,  and  then  clamped.  It  has 
required  considerable  effort  to  keep  the  house  ( 
staff  from  hurrying  the  delivery  of  the  baby 
once  the  head  has  been  born. 

The  doctor  must  watch  the  uterus  closely,  and 
as  soon  as  Calkins’  sign  is  present  (persistence  of 
a globular  uterus  during  relaxation),  the  placenta 
is  expressed  by  the  Pastore  technic  wherein  the 
uterus  is  squeezed  but  kept  out  of  the  pelvis.14*15 
Slight  traction  is  exerted  on  the  cord,  once  the 
placenta  is  in  the  vagina.  If  one  waits  too  long, 

* Eli  Lilly  & Co.,  supplied  in  1 ml.  ampules  containing 
1 unit  of  solution  of  posterior  pituitary. 


October  1,  1949] 


PLACENTAL  STAGE  AND  HEMORRHAGE 


2289 


the  muscular  portion  of  the  uterus  may  contract 
about  a portion  of  the  placenta  and  make  the 
expression  difficult.  If  this  happens,  the  pla- 
centa, which  is  almost  always  protruding  into 
the  upper  vagina,  can  be  grasped  with  the  sterile 
gloved  hand  and  gently  extracted.  All  placentas 
are  removed  manually,  if  necessary,  at  the  end  of 
one  hour  maximum,  and  usually  within  fifteen 
minutes.  If  there  is  hemorrhage,  the  placenta 
is  expressed  or  removed  manually  at  once. 

Dieckmann’s  data  indicate  that,  where  an  oxy- 
tocic was  used  in  the  late  second  stage  of  labor, 
the  incidence  of  hemorrhage  amounting  to  300 
ml.  or  more  with  (2  per  cent)  and  after  the  pla- 
centa (7  per  cent)  was  very  definitely  decreased, 
and  postpartum  hemorrhage,  i.e.,  500  ml.  or 
more,  was  practically  eliminated.3 

The  senior  author  has  been  advocating  manual 
; removal  of  the  placenta  as  a teaching  procedure 
for  many  years.  We  believe  that  the  only  way 
j one  can  learn  how  to  remove  the  placenta  man- 
! ually  is  to  do  it  in  normal  cases  under  supervision. 

If  doctors  would  learn  this  procedure,  they  would 
i not  be  removing  omentum  and  intestine  mis- 
takenly for  placenta.  They  would  also  be  able 
j to  recognize  the  rare  case  of  adherent  placenta, 
inversion  of  the  uterus,  incomplete  rupture  of  the 
uterus,  and  myomas  within  the  uterus. 

We  have  no  hesitancy  in  performing  manual 
removal  of  the  placenta;  in  fact  every  assistant 
resident  during  his  initial  three-month  period 
in  the  birth  rooms  removes  three  to  five  placentas 
manually  for  teaching  purposes.  In  a six- 
month  period  in  1945  there  were  18  placentas 
removed  manually.  During  similar  six-month 
periods  since  January  1,  1946,  the  number  of 
placentas  removed  manually  has  ranged  from 
80  to  176,  the  majority,  of  course,  for  teaching 
purposes.  There  have  been  more  than  1,206 
manual  removals  of  the  placenta  between  July 
1,  1933,  and  March  1, 1949,  of  which  681  occurred 
since  January  1,  1946.  In  September  and  Octo- 
ber there  were  48  manual  removals,  and  the  total 
obstetric  morbidity  was  4.1  per  cent;  in  Novem- 
ber and  December  the  figures  are  105  with  2.8 
per  cent  morbidity,  and  in  January  and  February 
there  were  45  manual  removals  with  a 3.7  per 
t cent  total  morbidity.  Cacciarelli  reports  1,625 
routine  manual  removals  of  the  placenta  with  no 
increase  in  morbidity.16 

Some  of  the  maternal  mortality  due  to  post- 
partum hemorrhage  must  be  charged  to  various 
obstetricians  who  teach  that  the  postpartum 
uterus  must  not  be  invaded  without  a life  or 
death  indication  because  of  the  possibility  of 
infection.  If  doctors  will  learn  that  it  can  be 
explored  without  any  increase  in  morbidity  or 
mortality,  providing  proper  aseptic  precautions 
are  used,  they  will  have  less  hesitancy  in  examin- 


Fig.  1.  Estimates  of  blood. 


ing  the  interior  of  the  uterus  whenever  there  are 
any  complications. 

Dieckmann  and  Daily  reported  in  1935  that 
the  average  total  blood  loss  at  delivery  (episi- 
otomy  plus  uterine)  was  342  ml.17  Odell  and 
Seski  in  a study  on  our  service  found  that  the 
average  blood  loss  from  an  episiotomy  was 
253  ml.18  Our  data  indicate  that  most  patients 
lose  approximately  50  ml.  with  the  placenta  and 
129  ml.  after  the  delivery  of  the  placenta,  and 
if  there  has  been  an  episiotomy  or  extensive 
laceration,  an  additional  250  ml.  or  more,  making 
a total  of  approximately  430  ml.  or  more  of  blood 
in  presumably  normal  deliveries  (episiotomy).3 
The  pregnant  woman  does  not  have  an  extra 
supply  of  blood  which  will  permit  her  to  bleed 
excessively  at  delivery.  The  withdrawal  by 
venesection  of  500  ml.  of  blood  from  pregnant 
patients  can  be  detected  by  changes  in  the  blood 
within  five  minutes,  and  within  twenty-four  hours 
each  patient  shows  an  appreciable  drop  in 
hemoglobin,  hematocrit,  and  serum  protein  con- 
centration. If  either  placental  or  episiotomy 
bleeding  is  slightly  excessive,  the  total  blood  loss 
at  delivery  will  be  well  over  500  ml.  of  blood. 

Manyjof  the  fatalities  from  postpartum  hemor- 
rhage have  occurred  in  women  in  whom  there  has 
been  a slow  trickle  of  blood  over  hours,  either 
with  or  without  the  placenta  in  utero.  Every- 
one, almost  without  exception,  underestimates 
blood  loss.  One  of  the  authors  (A.S.),  during  his 
residency,  had  the  various  members  of  the  house 
staff  and  staff  make  estimates  of  known  amounts 
of  blood  (Fig.  1).  It  is  noteworthy  that  on  a 
teaching  service  where  an  attempt  is  made  to 
keep  blood  loss  at  a minimum,  62  per  cent  of  the 
doctors  underestimated  by  200  ml.  or  more  the 
blood  contained  in  basins . V ery  few  overestimated . 
Where  the  patient  is  watched  over  a period  of  hours 
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TABLE  1. — Incidence  of  Postpartum  Hemorrhage 


Year 

Deliveries 

Intravenous  Oxytocic 
Ergotrate 

Immediate 
First  6 Hours 

Unoorrected  Corrected* 

Delayed 
6 Hours  to 
7th  Day 

Late 
7 Days 

1947 

1,740 

Anterior  shoulder 

1.93 

1.22 

0 

0.69 

1948 

2,119 

Anterior  shoulder 

2.21 

1.37 

0.09 

0.05 

1948 

223 

Posterior  shoulder 

1.79 

0.89 

0 

0.44 

1949 

237 

Anterior  shoulder 
Solution  Posterior  Pituitary 

4.22 

4.22 

0 

0 

1946 

1,159 

Posterior  shoulder 

0.35 

0.35 

0 

0 

1947 

156 

Posterior  shoulder 

1.20 

1.20 

0 

0 

1948 

455 

Both  simultaneous 

2.85 

2.63 

0 

0.44 

1949 

358 

Both  simultaneous 

1.68 

0.56 

0 

0 

* Corrected  for  blood  loss  from  episiotomy  and  lacerations. 


and  the  pads  are  not  saved,  it  is  obvious  how  blood 
loss  will  be  underestimated  until  the  patient  is  in 
shock  with  air  hunger.  By  this  time  the  shock 
has  frequently  become  irreversible.  An  ordi- 
nary lap  pad  measuring  8 inches  by  16  inches,  not 
dripping,  will  contain  150  ml.  of  blood.  A 4 inch 
square  sponge  used  in  perineal  work,  not  dripping, 
will  contain  7 ml.,  and  the  ordinary  Kotex  pad  will 
contain  60  ml.  of  blood.  If  doctors  and  nurses 
will  remember  these  amounts  of  blood  and  have 
all  pads  saved  after  delivery  where  the  blood  loss 
seems  excessive,  fewer  patients  will  die  from 
undiagnosed  postpartum  hemorrhage. 

Additional  statistics  on  the  placental  stage  are 
given  in  Table  1.  It  is  noteworthy  that,  despite 
the  repeated  studies  on  the  proper  use  of  oxyto- 
cics,  as  well  as  concentration  on  the  conduct  of 
the  placental  stage,  immediate  and  delayed  post- 
partum hemorrhage  still  occurs,  both  in  the  cases 
delivered  by  the  residents  and  the  staff.  An 
experienced  resident  must  be  present  at  all 
staff  deliveries  during  the  first  six  weeks  of  the 
initial  three-month  birth  room  period  and  must 
also  be  present  at  all  operative  deliveries. 

Note  the  immediate  hemorrhage  incidence  of 
0.35  per  cent  for  1,159  deliveries  in  1946,  as  com- 
pared with  455  deliveries  in  1948,  incidence  2.63, 
and  358  in  1949,  incidence  0.56.  The  latter  two 
series  were  delivered  by  different  groups  of  assist- 
ant residents  and  residents.  The  resident  is  the 
one  person  who  can  by  example  and  by  proper 
teaching  prevent  postpartum  hemorrhage.  The 
corrections  are  for  blood  loss  from  episiotomies  or 
lacerations. 

In  general,  the  incidence  of  postpartum  hem- 
orrhage is  highest  with  each  new  group  of  assist- 
ant residents,  and  it  tends  to  decrease  as  they 
become  experienced.  We  do  not  believe  that 
postpartum  hemorrhage  of  500  to  1,000  ml.  can 
be  completely  prevented.  We  do  believe  that 
the  incidence  can  be  kept  to  0.5  per  cent,  or 
less,  and  that  hemorrhages  exceeding  1,000  ml. 
are,  in  most  instances,  chargeable  to  the  doctor. 
Patients  with  multiple  pregnancies,  polyhy- 


dramnios, or  prolonged  labor  are  the  only  ones 
in  whom  uterine  hemorrhage  exceeding  1,000  ml. 
may  occasionally  occur.  However,  in  such  cases 
the  experienced  doctor  has  made  his  plans  in 
advance,  and  the  hemorrhage  can  be  kept  at  a 
minimum.  In  general,  we  believe  that  any  hem- 
orrhage of  300  ml.  or  more  is  excessive  in  the 
properly  handled  placental  stage. 

Dieckmann  believed  that  the  intravenous 
injection  of  1 unit  of  a solution  of  posterior  pitui- 
tary was  more  efficacious  in  producing  uterine 
contractions  than  ergotrate,  but  the  latter  had  a 
longer  action.3  The  data  in  Table  1 seem  to 
demonstrate,  beyond  question,  that  delayed  and 
late  postpartum  hemorrhage,  as  defined  in  the 
table,  is  much  more  likely  to  occur  when  ergo- 
trate has  been  used  in  the  placental  stage.  We 
have  a total  number  of  3,378  deliveries  with  ergo- 
trate with  an  incidence  of  delayed  and  late 
postpartum  hemorrhage  of  0.09  per  cent  and 
0.53  per  cent  and  2,644  deliveries  with  pituitary 
solution  with  0 per  cent  and  0 per  cent,  respec- 
tively. Placental  tissue  is  rarely  found  in  the 
delayed  or  late  hemorrhages.  The  usual  report 
from  the  pathologic  laboratory  is  thrombosed 
vessels  from  the  placental  site.  It  is  striking 
that  in  the  only  two  cases  of  late  postpartum 
hemorrhage  (twenty-five  and  thirty  days  after 
delivery)  where  pituitary  solution  was  injected 
intravenously  and  ergotrate  was  also  given,  a 
piece  of  placental  tissue  about  the  size  of  a golf 
ball  was  removed  in  each  case.  We  discontinued 
the  oral  administration  of  ergotrate  in  1943. 
We  can  detect  no  difference  in  the  morbidity  or 
in  the  incidence  of  postpartum  hemorrhage. 
This  has  resulted  in  a marked  reduction  in  our 
drug  bill  and  in  the  nurses’  time. 

We  have  been  determining  the  latent  period  for 
ergotrate  and  pituitary  solution  when  given  intra- 
venously. We  have  tried  with  intrauterine  bags 
attached  for  kymograph  recording,  with  the 
hand  in  the  uterus  and  with  the  hand  on  the 
abdomen.  Since  the  uterus  is  undergoing 
normal  rhythmical  contractions,  it  is  not  easy 
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TABLE  2. — Time  to  First  Uterine  Contraction  After 
Delivery  of  Baby  (Seconds) 


Author 

Moir 

Grimes,  et  al. 
Present  Study 
Range 


Intravenous  Injection — * 

Solution  Posterior  Both 
Ergotrate  Pituitary  Drugs 

60 

54  31 

83  48  46 

40  to  180+  10  to  69  20  to  79 


to  determine  the  exact  latent  periods  for  these 
two  drugs.  Several  reports  are  summarized  in 
Table  2.  Our  mean  for  pituitary  solution  is 
forty-eight  seconds  (range  10  to  69),  and  for 
ergotrate  the  mean  is  eighty-three  seconds  (range 
40  to  180  plus  seconds).  Grimes  and  coworkers 
have  made  similar  observations  by  palpation 
through  the  drapes,  and  they  stated  that  the 
pituitary  action  was  rather  sudden  and  easily 
felt,  while  the  ergotrate  action  was  somewhat 
more  difficult  to  recognize,  the  contraction  being 
slower  in  onset  but  of  a more  sustained  char- 
acter.2 They  had  cases  in  which  ergotrate  failed 
to  produce  a contraction  in  two  minutes,  whereas 
the  longest  interval  with  oxytocin  was  fifty  sec- 
onds. 

There  have  been  several  reports  about  the 
danger  of  solution  of  posterior  pituitary,  and  it  is 
especially  contraindicated,  according  to  one 
author,  in  patients  receiving  cyclopropane 
anesthesia.  The  senior  author  has  had  over 
twenty-eight  years  experience  with  pituitary 
solution,  and  the  only  deaths  caused  by  the  drug 
were  due  to  uterine  rupture.  Only  one  patient 
was  found  to  be  highly  sensitive.  We  have  seen 
very  few  reactions  from  pituitary  solution  at 
delivery,  the  most  striking  being  an  occasional 
bradycardia. 

In  a controlled  study  in  postpartum  patients 
who  were  given  on  successive  days  intravenously 
1 unit  of  pituitary  solution,  0.4  mg.  of  erogtrate, 
or  1.5  ml.  of  normal  saline  solution,  we  were  sur- 
prised to  find  that  eight  out  of  twelve  patients 
had  abdominal  cramps,  nausea,  vomiting,  vertigo, 
headaches,  flushing,  desire  to  urinate  or  defecate 
after  ergotrate;  11  after  pituitary  solution,  and 
one  after  saline.  Those  responding  to  the  pitui- 
tary solution  also  had  a slight  transient  hyper- 
tension. Grimes  and  coworkers  observed  no 
recognizable  general  reaction  in  more  than  4,000 
patients  who  were  given  undiluted  oxytocin 
solution  intravenously.2  They  also  noted  that 
the  supposedly  harmless  intravenous  injection 
of  ergotrate  not  infrequently  produces  a peculiar 
cyanosis  of  the  upper  part  of  the  body  which  is 
unaffected  by  oxygen.  They  also  noted  brady- 
cardia in  some  patients. 

The  causes  of  postpartum  hemorrhage  are  as 
follows: 

I.  Abnormal  placental  site  or  attachments 


(а)  Placenta  previa 

(б)  Abruptio  placenta 

(c)  Placenta  accreta 

II.  Trauma — Duehrssen’s  incisions  or  lacera- 
tions of  the  vagina,  cervix,  or  uterus 

III.  Uterine  atony 

(а)  Incomplete  separation  of  the  placenta 
or  retention  of  a piece 

(б)  Overdistention  (multiple  pregnancy, 
polyhydramnios,  etc.) 

(c)  Anesthesia,  and  to  a less  degree,  anal- 
gesia 

( d ) Prolonged  labor 

(e)  Tendency  for  postpartum  hemorrhage 

IV.  Blood  dyscrasia 

(a)  Acquired  fibrinogenopenia 

( b ) Heparin-like  substance  in  the  blood 

V.  Neoplasms  of  the  uterus 

If  the  placenta  has  been  delivered  intact,  and 
bleeding  still  continues  from  the  uterus,  the  fol- 
lowing treatment  is  indicated: 

1.  Repeat  only  once  the  intravenous  in- 
jection of  ergotrate  or  pituitary. 

2.  Explore  the  uterus  manually  for  an 
accessory  placental  lobe  and  to  exclude  rupture 
of  the  uterus  or  tumors.  Inspect  vagina  and 
cervix. 

3.  Briskly  massage  the  uterus  through  the 
abdominal  wall. 

4.  Pack  the  uterus  properly  (not  too  tightly 
or  too  loosely)  only  once,  if  bleeding  continues 
despite  1,  2,  and  3.  Doctors  must  also  practice 
insertion  of  uterine  packs.  This  systematic 
treatment  will  control  uterine  bleeding  from 
atony  in  almost  100  per  cent  of  the  cases. 

5.  During  and  after  the  period  of  hemor- 
rhage, the  patient  must  be  given  saline  solu- 
tion, 1,000  to  2,000  ml.  by  hypodermoclysis 
and  blood  in  amounts  more  than  sufficient  to 
replace  what  was  lost  (minimum  1,000  ml.), 
which  is  always  underestimated. 

Serum,  plasma,  20  per  cent  glucose,  and  saline 
solutions  are  only  stopgaps  until  blood  is  avail- 
able. If  500  ml.  of  any  of  these  solutions  are 
injected  intravenously,  the  blood  pressure  will 
increase  and  the  patient  improve,  but  the  injection 
must  not  be  repeated  unless  blood  is  also  given. 

In  those  rare  cases  where  the  uterine  pack  and 
the  oxytocic  fail  to  control  the  hemorrhage,  one 
of  the  following  procedures  must  be  used  imme- 
diately: (1)  The  uterine  arteries  must  be  ligated 
vaginally,  according  to  the  technic  of  Kerwin,  or 
clamped,  and  (2)  the  uterus  must  be  removed  by 
abdominal  or  vaginal  hysterectomy.19  In  almost 
eighteen  years,  only  two  uteri  were  removed  in 
normal  patients  because  of  atony,  and  probably 
only  one  was  absolutely  necessary. 

Five  of  our  patients  (two  had  an  abruptio 
placenta)  resembled  purpura  in  that  there  were 
hemorrhages  not  only  from  the  uterus  but  a1' 
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from  incisions,  needle  punctures,  and  any  site  of 
injury.  The  plasma  fibrinogen  was  very  low  in 
two  and  absent  in  one.  Large  transfusions  of 
citrate  blood  are  necessary  to  treat  the  shock, 
but  300  to  500  ml.  of  fresh  unmodified  blood  must 
also  be  transfused  by  some  method  (syringe- 
cannula)  to  cure  the  bleeding  tendency. 

The  presence  of  a heparin-like  substance,  first 
described  by  Allen  as  due  to  excessive  irradia- 
tion, has  been  observed  in  six  patients  with  late 
postpartum  hemorrhage.20  In  one  patient, 
forty-eight  hours  after  hysterectomy  for  post- 
partum hemorrhage  on  the  ninth  day  (no  re- 
tained placental  tissue),  persistent  bleeding 
began  from  the  vaginal  mucosa  of  the  episiotomy. 
Repeated  suturing,  blood  transfusions,  and, 
finally,  protamine  sulfate  controlled  the  hemor- 
rhage. A total  of  3,600  ml.  of  blood  was  given. 

There  is  one  real  danger  from  blood  transfu- 
sions, namely,  an  incompatibility  resulting  in 
transfusion  nephritis  with  oliguria  or  anuria, 
uremia,  and,  in  many  instances,  death.  Careful 
technic  in  cross  matching,  especially  when  using 
the  test  tube  macroscopic  method,  will  decrease 
the  possibility  of  incompatible  blood  but  not 
absolutely  prevent  it.  If  O group  Rh  negative 
cells  suspended  in  pooled  serum  could  be  made 
available  in  all  institutions  with  obstetric  serv- 
ices, the  danger  of  an  incompatibility  would  be 
eliminated.  We  have  always  favored  O group 
blood,  but  a recent  case  of  transfusion  kidney, 
due  to  a high  titer  of  isoagglutinin  A,  has  im- 
pressed upon  us  the  value  of  either  determining 
the  titer  of  the  blood  or  neutralizing  both  iso- 
agglutinins with  the  blood  group  specific  sub- 
stances now  available. 

Dieckmann  and  Kramer  stated  that  patients 
with  oliguria  or  anuria  should  be  given  nothing 
by  mouth  and  no  parenteral  electrolyte  solu- 
tions.21 Intravenous  injections  of  glucose  solu- 
tions in  water,  giving  200  (50  per  cent),  500  (30 
per  cent),  or  1,000  ml.  (20  per  cent)  amounts, 
two  to  four  times  daily,  would  produce  a secretion 
of  urine  and  give  the  highest  recovery  rate.  The 
amount  of  glucose  solution  should  not  exceed  the 
urinary  output  by  more  than  50  per  cent.  Con- 
tinuous intestinal  irrigation  must  be  considered. 

Since  1943,  we  have  alkalinized  the  urine  in  all 
patients  who  are  given  a medical  transfusion  by 
giving  4 Gm.  of  sodium  bicarbonate  every  two 
hours  for  a total  of  eighteen  hours,  beginning 
twelve  hours  before  the  time  of  transfusion.  All 
patients  requiring  transfusions  must  have  the 
urine  measured  for  forty-eight  hours  after  trans- 
fusion, and  if  there  is  any  hemoglobinemia  or 
hemoglobinuria  or  any  question  about  the  com- 
patibility of  the  blood,  the  patient  is  given 
200  ml.  of  molar  sodium  lactate,  diluted  to  1,500 
ml.  with  5 per  cent  glucose,  intravenously  and 


1,000  ml.  of  a similar  solution  by  clysis.  The 
urine  must  be  kept  alkaline  to  bromcresol  purple 
for  twenty-four  hours.  Three  of  our  patients 
have  had  transfusion  kidneys  since  1943,  and 
although  we  were  able  with  hypertonic  glucose 
solutions  to  maintain  a urinary  output,  there  was 
still  a temporary  retention  of  blood  nonprotein 
nitrogen.  However,  all  three  patients  recovered, 
although  one  was  left  with  very  definitely  im- 
paired kidneys. 

In  patients  who  are  in  shock  and  have  air 
hunger,  fluids  and  blood  will  occasionally  not 
flow  into  veins.  Formerly,  we  used  pressure,  but 
the  work  of  Page  and  coworkers  has  shown  that 
such  patients  can  frequently  be  saved  if  an  artery 
is  cannulated  and  the  arterial  system  filled  with 
blood  rather  than  the  venous  system.22  All 
maternity  and  surgical  services  should  be 
equipped  for  this  arterial  transfusion.  Further- 
more, the  house  staff  must  be  taught  how  to  ex- 
pose a vein  and  artery  and  to  insert  either  a needle 
or  cannula  into  them.  The  senior  author  had  one 
tragic  case  in  1942  where  it  took  too  much  time 
for  the  resident  to  expose  and  cannulate  a vein. 
The  patient  was  given  1,500  ml.  of  blood  but  did 
not  survive,  probably  because  of  the  irreversible 
stage  of  shock. 

We  had  four  postpartum  hemorrhage  deaths 
in  the  period  1931  to  1942  and  none  since.  Other 
maternity  services  have  similar  mortalities.  The 
importance  of  early  uterine  exploration  and  the 
early  transfusion  of  adequate  amounts  of  blood 
have  caused  the  marked  decrease  in  deaths  due 
to  this  dread  condition.  A death  from  post- 
partum hemorrhage  is  a serious  indictment  of  the 
doctor’s  ability  and  the  hospital’s  administration. 

Summary 

The  baby  should  be  delivered  slowly,  requiring 
a total  of  at  least  three  minutes.  The  placenta 
has  usually  separated  within  one  minute.  After 
the  fetus  has  been  expelled  and  as  soon  as  the 
uterus  retains  its  globular  form,  it  should  be 
compressed  but  not  pushed  into  the  pelvis. 
When  the  placenta  is  in  the  vagina,  it  should  be 
extracted  by  pulling  on  the  cord.  An  intrave- 
nous injection  of  0.1  ml.  (1  unit)  of  solution  of 
posterior  pituitary  or  0.2  to  0.4  mg.  ergotrate 
may  be  injected  intravenously  after  the  posterior 
shoulder  has  been  delivered  if  the  doctor  is 
experienced  or  after  the  delivery  of  the  placenta 
if  the  doctor  is  not  experienced. 

If  the  placenta  cannot  be  delivered  and  there  is 
no  bleeding,  one  may  wait  a maximum  of  one 
hour,  but  all  retained  placentas  should  be  manu- 
ally removed  at  the  end  of  that  time. 

Uterine  hemorrhage  is  treated  by  immediate 
removal  of  the  placenta,  manually  if  necessary, 
or  after  the  third  stage  by  manual  palpation  of 
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the  uterine  cavity  and  visual  inspection  of  the 
vagina  and  cervix.  One  of  the  above  oxytocics 
should  be  injected  intravenously,  and  if  the 
bleeding  continues,  the  uterus  must  be  packed. 
At  least  1,000  ml.  of  blood,  and  more  if  necessary, 
must  be  given  at  once.  Periodic  hemoglobin  or 
hematocrit  determinations  must  be  made. 

Doctors  must  be  taught  that  the  postpartum 
uterine  cavity  can  be  explored  with  safety  if 
asepsis  is  practiced. 

Discussion 

Edward  C.  Hughes,  M.D.,  Syracuse. — Analyses 
of  the  maternal  mortalities  that  occur  in  each  hos- 
pital and  throughout  the  nation  as  a whole  still 
reveal  that  hemorrhage  accounts  for  a large  num- 
ber of  deaths  each  year.  Dr.  Dieckmann,  in  his 
presentation,  has  covered  the  topic  completely  and 
again  brings  this  important  subject  to  our  attention. 

It  is  difficult  and  almost  impossible  to  believe 
that,  with  the  comparative  ease  with  which  blood 
and  plasma  can  be  obtained,  the  incidence  of 
death  from  hemorrhage  is  such  an  appreciable  one. 
However,  it  remains  a fact  that  these  deaths  are  not 
entirely  prevented  by  blood  replacement  per  se. 
Hemorrhage  in  the  third  stage  has  accounted  for  33 
per  cent  of  the  deaths  in  the  Syracuse  Memorial 
Hospital  since  1935.  The  maternal  mortality  since 
1943,  with  a total  of  10,600  deliveries,  was  0.8  per 
1,000  births.  Hemorrhage  caused  one  third  of  these 
deaths,  although  only  three  cases  actually  died. 

The  author  reports  that  Davis  and  Boynton  were 
the  first  to  state  that  the  proper  management  of  the 
third  stage  begins  late  in  the  second  stage  of  labor. 
I would  like  to  emphasize  this  fact  but  go  a little 
farther  back  and  say  that  the  proper  conduct  of  the 
third  stage  starts  with  a proper  understanding,  a 
careful  appreciation,  and  anticipated  outlook  of  the 
difficulties  that  might  arise. 

In  attempting  to  reduce  the  incidence  of  hemor- 
rhage during  and  after  the  third  stage,  it  must  be 
remembered  that  the  first  and  second  stages  must  be 
properly  and  carefully  supervised,  always  keeping 
in  mind  the  possibility  of  the  dangers  of  the  third 
stage. 

As  Dr.  Dieckmann  has  stated  in  his  discussion, 
the  bleeding  from  the  placental  site  is  controlled  by 
a definite  mechanism.  The  uterine  sinuses  are 
composed  of  a single  layer  of  endothelial  cells.  They 
have  no  muscular  coats  of  their  own  and  must  de- 
pend upon  the  contraction  and  retraction  of  the 
muscle  fiber  for  compression.  After  compression 
has  occurred,  clotting  of  the  blood  in  the  sinuses 
results,  which  causes  thrombosis  of  the  vessels.  It  is 
important  then  to  remember  the  many  things  that 
influence  this  mechanism  during  the  entire  course  of 
labor.  We  must  always  live  in  fear  of  postpartum 
hemorrhage.  We  must  always  look  ahead  and  do 
nothing  that  is  going  to  hamper  the  normal  physi- 
ology of  hemorrhage  control,  which  nature  has  pro- 
vided for  us.  What  does  this  mean?  Dr.  Dieck- 
mann has  stated  in  his  paper  that  there  are  certain 
fundamental  procedures  that  must  be  kept  in  mind. 
I might  re-emphasize  these  things: 


1.  Atony  of  the  uterus  causes  the  greatest  num- 

ber of  immediate  hemorrhages.  Dieckmann  quotes 
one  series  where  63  per  cent  of  the  cases  resulted 
from  atony.  There  are  many  things  which  cause 
atony,  such  as:  (1)  too  many  drugs  during  the 

first  and  second  stages,  (2)  deep  anesthesia,  (3)  pro- 
longed labor,  (4)  overdistention  of  the  uterus,  and 
(5)  intrauterine  manipulation. 

It  seems  to  me  that  with  the  many  safe  analgesic 
drugs  which  we  have  today,  there  is  no  need  for 
“snowing  the  patient  under”  as  in  the  days  of  old. 
There  is  no  need  for  heavy  anesthesia.  At  the 
Syracuse  Memorial  Hospital  during  the  past  five 
years,  our  anesthesia  problem  has  been  changed. 
About  20  per  cent  of  the  patients  are  given  general 
anesthesia.  The  rest  are  given  caudal,  saddle,  or 
local  anesthesia.  In  8,125  cases  of  caudal  analgesia, 
which  is  now  given  as  terminal  anesthesia,  we  have 
had  no  serious  results,  and  frequency  of  postpartum 
hemorrhage  has  been  greatly  reduced.  It  is  true 
that  this  type  of  anesthesia  must  be  carefully 
watched  and  must  be  conducted  by  those  who  are 
familiar  with  it.  Saddle  block  and  local  anesthesia 
have  offered  the  same  prevention  against  hemorrhage 
by  allowing  the  uterus  to  contract  and  relax  at  will. 
Light  analgesia  and  anesthesia  have  given  us  fewer 
placental  problems.  The  tone  of  the  uterus  remains 
good,  giving  a better  and  more  prompt  separation 
of  the  placenta.  It  has  been  found  that  with  this 
type  of  anesthesia  the  placenta  can  generally  be  ex- 
pressed when  the  first  uterine  contraction  occurs  after 
the  delivery  of  the  fetus.  In  these  cases,  ergotrate 
and  pituitrin  have  not  been  used  before  the  delivery, 
and  it  has  seemed  to  make  little  difference  in  the 
separation  and  expulsion  of  the  placenta.  Ergo- 
trate is  generally  given  after  the  placenta  has  been 
expelled. 

2.  In  cases  of  over-distention  of  the  uterus,  it  is 
to  be  anticipated  that  atony  may  result,  and  prepara- 
tion for  bleeding  must  be  made  in  these  cases. 
The  anesthesia,  particularly,  is  the  important  factor. 
This  also  holds  true  in  cases  of  prolonged  labor, 
where,  in  one  series  of  postpartum  hemorrhage,  it 
accounted  for  14  per  cent  of  such  disasters.  We  feel 
that  any  condition  which  may  affect  the  contracti- 
bility  and  retractibility  of  the  uterine  musculature 
must  be  eliminated  as  far  as  possible. 

Another  reason  for  bleeding  emphasized  by  Dr. 
Dieckmann  is  the  possibility  of  laceration.  Many 
times  laceration  of  the  tissue  occurs  in  an  invisible 
spot.  If  careful  inspection  and  visualization  of  this 
tract  is  done,  these  tears  will  not  be  missed.  It  is 
true  that  many  have  died  because  the  doctor  did  not 
look  into  the  vagina  and  inspect  the  cervix  or  he  did 
not  feel  the  uterus  for  laceration  or  breaks  in  the 
lower  segment.  At  the  Syracuse  Memorial  Hos- 
pital, it  is  a rule  that  the  lower  segment  is  inspected 
and  palpated  in  all  cases  of  difficult  forceps,  breech 
deliveries,  either  spontaneous  or  manually  per- 
formed, and  after  any  intrauterine  manipulation. 
Dr.  Dieckmann  has  stated  that  he  feels  it  safe  to 
invade  the  uterus,  provided  the  proper  precautions 
are  carried  out.  We  feel  quite  the  same  way,  with 
some  reservations. 

In  reviewing  our  statistical  report  since  1935,  I 
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have  found  that  there  were  five  cases  of  spontaneous 
rupture  of  the  uterus  which  resulted  in  as  many 
deaths.  In  going  over  these  records,  it  is  noted 
that  careful  intrauterine  examinations  were  not 
made  manually  for  the  fear  of  uterine  invasion  and 
infection.  Had  such  a careful  survey  been  con- 
ducted, surgical  interference  could  have  saved  the 
lives  of  these  patients.  Since  explorations  of  the 
uterine  cavities  have  been  conducted  manually  in 
unusual  cases  since  1943,  no  death  from  rupture 
of  the  uterus  is  recorded. 

The  conduct  of  the  third  stage  of  labor  varies 
with  each  hospital.  With  the  type  of  anesthesia 
used  in  the  Memorial  Hospital,  it  is  rarely  neces- 
sary to  remove  the  placenta  manually.  However, 
where  this  structure  does  not  separate  within  a 
period  of  an  hour  or  if  there  is  partial  separation  with 
bleeding,  manual  removal  is  performed.  We  feel 
that  careful  examination  of  the  placenta  and  mem- 
branes should  be  done  without  reservation,  and  if 
missing  cotyledon  are  discovered,  manual  removal  is 
performed.  Dr.  Dieckmann  has  stated  that  this 
procedure  has  not  increased  his  morbidity.  Our 
morbidity  in  the  past  eighteen  years  has  varied 
between  2.5  and  3.4  per  cent,  although  the  incidence 
of  uterine  invasion  in  the  third  stage  has  increased 
during  the  past  few  years.  However,  a survey  of  the 
92  cases  of  retained  placenta,  where  the  placenta 
was  either  removed  manually  or  delivered  spon- 
taneously some  hours  after  the  retention,  showed 
that  there  was  15.5  per  cent  morbidity  in  the  private 
cases  and  28.8  per  cent  in  the  ward  cases.  However, 
these  cases  included  those  which  were  sent  to  the 
hospital  from  the  outside  and  where  some  time  had 
elapsed  since  the  second  stage  was  completed. 

It  would  seem  that,  if  the  uterus  is  to  be  invaded, 
it  is  important  that  it  should  be  done  probably  with- 
in the  hour  after  completion  of  the  second  stage. 

Dr.  Dieckmann  has  discussed  the  advantages  of 
pituitrin  versus  ergotrate.  It  has  been  routine, 
except  when  general  anesthesia  is  used,  not  to  use 
either  pituitrin  or  ergotrate  until  after  expulsion  of 
the  placenta.  The  uterus  is  immediately  pulled 
out  of  the  pelvis,  and  when  the  first  contraction 
occurs  after  delivery,  manual  expression  is  per- 
formed. Most  placentas  are  obtained  within  five 
minutes.  If  general  anesthesia  is  used,  pituitrin,  1 
cc.,  is  given  to  stimulate  the  uterus  to  contract  and 
relax  to  favor  separation.  Expulsion  again  is  at- 
tempted on  the  first  contraction.  After  expulsion, 
ergotrate  is  used  intravenously.  The  patient  is 


placed  in  a convalescence  room  where  the  uterus  is 
watched  for  at  least  one  hour.  It  is  massaged,  held 
out  of  the  pelvis,  and  kept  small.  Records  of 
the  pulse,  blood  pressure,  and  vaginal  drainage  are 
recorded. 

There  is  no  question  of  the  importance  of  blood 
replacement.  In  surveying  the  hemorrhage  deaths, 
it  is  true  that  there  has  been  delay  in  cross  matching 
or  starting  transfusion.  It  is  important  to  anticipate 
disaster  by  having  a needle  in  the  vein,  blood  avail- 
able, and  someone  to  start  such  a procedure  immedi- 
ately. If  blood  matching  is  satisfactory,  there 
should  be  little  danger  of  the  anurias  and  other 
troubles  that  follow  poorly  administered  blood. 

If  I may  add  something  to  the  complete  and  ex- 
cellent presentation  of  Dr.  Dieckmann,  I might  ask 
that  anticipation  of  blood  loss  be  foremost  in  our 
minds,  that  nothing  be  done  during  the  stages  of 
labor  that  hampers  the  physiology  of  the  uterus, 
and  that  we  be  sure  of  our  cause  of  bleeding  and  be- 
gin to  replace  the  blood  long  before  the  patient  shows 
the  signs  of  hemorrhage. 
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AUSTRALIAN  DOCTORS  FIGHT  PHARMACY  ACT 
The  British  Medical  Association  has  challenged  in  the  government’s  formulary  of  about  600  items, 
in  the  high  court  of  Australia  the  constitutionality  The  Association  oharges  the  legislation  amounts 
of  the  Commonwealth  Government’s  Pharmaceuti-  to  civil  conscription  of  doctors,  which  is  expressly 
cal  Benefits  Act.  This  act  orders  doctors  to  prescribe  forbidden  by  an  amendment  of  the  Commonwealth 

as  free  medicine  all  specifics  and  compounds  listed  Constitution  approved  in  1946. 
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EXTRAPERIT ONE AL  CESAREAN  SECTION:  IS  THERE  STILL  A 
NEED  FOR  IT? 

William  F.  Nelms,  M.D.,  Brooklyn,  New  York 

{From  the  Departments  of  Obstetrics  and  Gynecology,  Brooklyn  Hospital  and  the  Long  Island  College  of 
Medicine) 


TODAY  among  obstetricians  there  is  con- 
siderable controversy  regarding  the  need  for 
extraperitoneal  cesarean  section.  Majority  opin- 
ion, based  on  views  the  writer  has  read  in  the 
recent  literature  and  heard  expressed  at  various 
meetings,  seems  to  be  that  the  need  is  so  slight 
that  it  is  no  longer  necessary  to  include  it  in  the 
armamentarium  of  the  obstetrician. 

This  operation  was  designed  to  protect  the 
cesarean  section  patient  from  peritonitis.  It 
consists  in  approaching  the  lower  uterine  seg- 
ment from  behind  the  bladder  and  below  the 
vesicouterine  peritoneal  fold.  An  area  on  the 
lower  uterine  segment  is  then  exposed  through 
which  the  baby  and  placenta  are  extracted  with- 
out opening  the  peritoneal  cavity. 

Indications 

Advocates  of  this  procedure  claim  that  it  is 
indicated  in  all  patients  requiring  cesarean  sec- 
tion who  are  potentially  or  actually  infected. 
Criteria  as  to  what  constitutes  potential  or 
actual  infection  vary  somewhat  with  different 
authorities.  Cosgrove  and  Waters  define  them 
as  follows:  “Potentially  infected  cases  are  those 
in  labor  more  than  twenty-four  hours,  those  with 
ruptured  membranes  more  than  twelve  hours, 
and  those  with  any  other  manipulation  than  a 
very  few  rectal  examinations  and/or  one  ideally 
guarded  vaginal  examination.  Actually  infected 
cases  are  all  those  which,  in  addition  to  the  fac- 
tors constituting  potential  infection,  exhibit  an 
exaggeration  of  those  factors  and  actual  clinical 
signs  of  infection  such  as  intrapartum  chills, 
fever,  rapid  pulse,  dehydration,  foul  amniotic 
fluid,  excessive  leukocytosis,  or  positive  cultures 
for  pathogenic  organisms  in  the  amniotic  fluid  or 
blood  stream.”1 
Advantages 

1.  It  prevents  soiling  of  the  peritoneal  cavity 
by  spill  of  infected  amniotic  fluid  when  the 
uterus  is  opened. 

2.  It  prevents  seepage  of  infected  material 
through  the  sutured  uterine  incision  into  the 
peritoneal  cavity. 

3.  It  provides  extraperitoneal  drainage  of 
any  uterine  discharge. 
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4.  It  allows  many  patients  to  have  a longer 
test  of  labor  with  safety.  Waters,  in  discussing 
a paper  by  Daichmann  and  Pomerance,  states 
that  his  incidence  of  cesarean  section  has  been 
cut  in  half  since  he  has  been  doing  extraperitoneal 
sections.2 

5.  It  saves  the  uterus  in  those  actually 
infected  patients  who  might  otherwise  have  had  a 
cesarean  hysterectomy. 

6.  These  patients  have  a remarkably  smooth 
postoperative  convalescence  with  little  or  no 
distention  or  other  symptoms  or  sequellae  which 
may  result  from  invasion  of  the  peritoneal  cavity 
and  handling  intestines. 

Reported  Results 

Extraperitoneal  cesarean  section  has  been  used 
extensively  in  several  hospitals,  and  reports 
indicate  that  it  has  reduced  the  mortality  in 
cesarean  section.  Heffernan  and  Sullivan  have 
collected  a series  of  1,089  cases  in  which  the 
maternal  mortality  was  0.82  per  cent.3  Four 
patients  succumbed  to  sepsis  and  two  to  post- 
partum hemorrhage.  In  comparing  this  mor- 
tality with  that  reported  in  a large  series  of 
classic  and  low  flap  sections  they  find  that  extra- 
peritoneal section  is  almost  twice  as  safe  as  the 
low  flap  operation  and  four  times  as  safe  as 
classic  section.  The  writer  can  add  33  personal 
cases  with  no  maternal  deaths. 

Criticism  by  Opponents 

1.  The  technic  of  the  operation  is  too  difficult. 
This  results  in  a longer  operating  time  which 
subjects  the  mother  and  baby  to  the  hazards  of 
longer  anesthesia. 

2.  Even  in  the  most  expert  hands  a large 
percentage  of  perforations  of  the  peritoneum 
occur.  Its  critics  argue  that  if  the  peritoneum  is 
perforated,  it  ceases  to  be  an  extraperitoneal 
operation.  Cosgrove  and  Waters  collected  over 
800  cases  reported  by  five  authors  in  which  the 
peritoneum  was  perforated  232  times,  or  in  about 
27  per  cent.1  The  maternal  mortality  was  0.5 
per  cent.  They  claim  that  most  of  these  per- 
forations are  small  nicks  which  occur  before  the 
uterus  is  opened.  If  they  are  ligated  and  tied 
off  before  the  uterus  is  opened,  sufficient  protec- 
tion is  provided  against  spill  and  seepage  into  the 


22B5 


2296 


WILLIAM  F.  NELMS 


[N.  Y.  State  J.  M. 


peritoneal  cavity.  The  low  mortality  of  0.5  per 
cent  tends  to  support  this  contention. 

3.  The  bladder  may  be  accidentally  per- 
forated, or  its  nerve  supply  so  disturbed  from 
stripping  it  from  its  fascia  and  the  lower  uterine 
segment  that  deformities  and  dysfunctions  will 
result.  Cosgrove  states  that  bladder  injuries 
have  not  been  very  frequent  at  the  Margaret 
Hague  Hospital.1  One  fatal  result  has  been  re- 
ported. In  the  remainder  of  their  bladder  in- 
juries there  were  no  persistent  fistulas,  and  no 
injuries  required  subsequent  surgery.  Mangone 
tested  the  bladder  function  of  eighteen  patients 
three  months  after  extraperitoneal  section  by 
cystoscopic  examination  and  either  intravenous 
or  retrograde  pyelography.4  These  observa- 
tions showed  that  in  the  uncomplicated  case 
where  bladder  injury  does  not  occur,  there  is  no 
impairment  of  bladder  function  and  no  dis- 
turbance of  bladder  or  ureteral  anatomy. 

4.  Ovarian  or  uterine  tumors  which  may 
seriously  complicate  the  postpartum  course  are 
not  discovered  and  treated  because  the  peri- 
toneum is  not  opened. 

5.  The  patient  cannot  be  sterilized. 

6.  In  frankly  infected  cases  the  extraperi- 
toneal section  is  not  as  safe  as  cesarean  hysterec- 
tomy where  the  infected  uterus  and  its  contents 
are  completely  removed.  At  the  Chicago  Lying- 
In  Hospital  the  mortality  from  cesarean  hysterec- 
tomy is  reported  as  1.4  per  cent.6  Most  other 
series  reported  in  the  literature  range  from  5 to  12 
per  cent.  McCall  believes  that  cesarean  hysterec- 
tomy is  a dangerous  and  shocking  procedure  to 
the  seriously  ill  and  violently  infected  patient, 
and  since  the  peritoneal  cavity  is  invaded,  peri- 
tonitis is  still  liable  to  develop  even  though  the 
uterus  is  removed.6  He  has  reported  a series  of 
64  extraperitoneal  sections  in  severely  infected 
cases  with  no  maternal  mortality. 

The  personal  experience  of  the  author  with 
these  criticisms  extends  over  an  eight-year 
period  and  is  based  on  33  cases.  Twenty-four 
were  potentially  infected  and  six  actually  in- 
fected. There  were  no  deaths.  However,  one 
patient  died  two  years  later.  The  cause  was  an 
ovarian  tumor  which  was  known  to  be  present  at 
the  time  of  the  extraperitoneal  cesarean  section. 

Case  1. — A twenty-one-year  old  primipara  had 
been  in  labor  over  sixty  hours,  and  the  membranes 
had  been  ruptured  over  forty-eight  hours.  When 
first  seen  in  consultation,  she  had  fever,  rapid  pulse, 
and  a foul  vaginal  discharge.  Examination  re- 
vealed a large,  fixed,  semicystic  mass  which  filled 
the  pelvis.  This  mass  had  apparently  been  mis- 
taken for  the  vertex  which  was  out  of  the  pelvis  and 
in  the  right  iliac  fossa.  It  was  decided  that  the 
patient’s  condition  was  too  poor  to  risk  cesarean 
hysterectomy  and  removal  of  the  tumor.  Accord- 


ingly, a supravesical  extraperitoneal  section  was 
done  without  injury  to  the  peritoneum  or  bladder. 
A living  baby  was  delivered  which  survived.  The 
patient  recovered  uneventfully.  Although  she  had 
been  advised  to  return  within  three  months  for 
removal  of  the  tumor,  she  did  not  appear  until 
eighteen  months  later.  A large  teratoma  with 
areas  of  malignant  degeneration  was  found  and  re- 
moved. There  were  extensive  metastases  through- 
out the  pelvis  and  peritoneal  cavity.  She  died  six 
months  later. 

The  operating  time  was  reduced  from  one  and 
one-half  hours  in  the  early  cases  to  fifty  minutes 
in  the  later  ones.  The  bladder  was  perforated  in 
two  cases.  In  each  instance  it  healed  promptly 
without  sequellae.  The  ureters  were  not  in- 
jured, nor  were  they  seen  in  any  case.  The 
peritoneum  was  perforated  or  nicked  six  times, 
in  each  case  before  the  uterus  was  opened.  The 
last  two  perforations  occurred  because  of  haste 
in  an  effort  to  save  operating  time.  Since  then 
fractional  spinal  anesthesia  has  been  used  in 
these  cases,  which  has  the  advantage  of  being 
safe  for  both  the  mother  and  baby  and  which 
allows  one  to  take  sufficient  time  for  careful  and 
meticulous  dissection.  The  hazards  of  perfora- 
tion are  considered  more  important  to  the  patient 
than  the  shortening  of  operating  time  by  ten  or 
fifteen  minutes. 

The  majority  of  those  who  object  to  extra- 
peritoneal cesarean  section  do  so  largely  because 
they  believe  that  chemotherapy  and  antibiotics 
have  been  so  successful  in  preventing  and  treat- 
ing peritonitis  that  this  operation  is  no  longer,  or 
seldom,  needed.  Several  leading  authorities 
have  expressed  this  opinion.  More  and  more  re- 
ports are  appearing  in  the  literature  which  give 
extremely  low  mortality  figures  for  transperi- 
toneal  cesarean  section.  The  role  of  antibiotics 
is  emphasized  in  these  articles.  Douglas  and 
Landesman  of  the  New  York  Lying-In  Hospital 
state  that  potentially  infected  cases,  even  those 
in  labor  over  forty-eight  hours,  are  now  treated 
by  transperitoneal  rather  than  extraperitoneal 
section  unless  there  has  been  no  prohylactic  sulfa 
and  penicillin  therapy.7  All  potentially  infected 
cases  are  given  6 Gm.  of  sulfadiazine  and  300,000 
units  of  penicillin  daily  as  a prophylactic  meas- 
ure. They  have  had  no  deaths  from  infection  in 
the  past  eight  years.  The  representatives  of 
other  well-known  New  York  hospitals  have 
stated  at  recent  obstetric  meetings  that  they  no 
longer  or  seldom  perform  extraperitoneal  cesarean 
section. 

It  must  be  remembered  that  these  hospitals 
are  staffed  by  expert  obstetricians  who  follow 
and  study  their  patients  closely  throughout 
pregnancy  and  labor.  Reports  from  communi- 
ties and  hospitals  at  large  might  present  a 
somewhat  different  picture.  For  example,  a 
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study  of  the  case  histories  of  the  last  30  consecu- 
tive cesarean  section  deaths  occurring  in  the 
Borough  of  Brooklyn  which  were  reported  to  the 
Maternal  Mortality  Committee  reveals  that 
eight,  or  26.6  per  cent,  died  from  infection. 
Seven  were  due  to  peritonitis  and  one  to  pyelone- 
phritis. All  received  vigorous  treatment  with 
sulfa  drugs,  penicillin,  and  in  some  instances 
streptomycin.  There  was  one  classic  section  in 
the  group.  The  remainder  were  low  flap  opera- 
tions. Prior  to  1945,  it  was  estimated  that  38 
per  cent  of  cesarean  section  deaths  were  due  to 
infection,  usually  peritonitis.6  In  Brooklyn, 
then,  the  mortality  has  apparently  been  re- 
duced only  from  38  to  26.6  per  cent  by  the  use  of 
chemotherapy  and  antibiotics. 

Three  of  these  eight  patients  had  had  no 
labor,  and  the  membranes  were  intact  at  opera- 
tion. In  the  remainder  the  membranes  had 
been  ruptured  for  from  six  to  eighteen  hours. 
In  one  case  culture  of  the  uterus  postmortem 
showed  the  presence  of  gas  bacilli  (Welsh). 
Holstrom  and  Murata  in  a study  of  the  bacterial 
flora  of  the  postpartum  uterus  in  96  cases  found 
that  very  few,  if  any,  postpartum  uteri  are  com- 
pletely free  of  organisms  after  the  first  forty- 
eight  hours  following  delivery.8  They  found  83 
different  species  of  organisms  in  93  positive  cul- 
tures. Sixty-one  per  cent  were  anaerobic  or 
facultative  anaerobes,  some  of  which  were 
penicillin  and  sulfa-resistant. 

The  following  case  is  an  illustration  of  the  fact 
that  certain  strains  of  infecting  organisms  may  be 
present  in  the  uterus,  even  before  the  membranes 
have  ruptured  or  may  be  introduced  into  the 
peritoneal  cavity  by  laparotomy,  which  will 
cause  peritonitis  and  death  following  cesarean 
section  in  spite  of  vigorous  antibiotic  therapy. 

Case  2. — The  patient  had  a transperitoneal  sec- 
tion because  of  previous  classic  section.  She  was 
not  in  labor,  and  the  membranes  were  intact. 
Penicillin,  600,000  units,  was  left  in  the  abdominal 
cavity,  and  50,000  units  started  every  three  hours 
postoperatively.  On  the  third  day  she  developed 
fever  and  abdominal  distention.  A Wangensteein 
tube  was  passed.  One-half  gram  of  streptomycin 
every  four  hours  was  ordered.  All  medication  was 
continued,  and  on  the  seventh  day  15  grains  of 
sulfathaladine  were  added  because  of  no  improve- 
ment. She  died  on  the  ninth  day  of  generalized 
peritonitis  and  paralytic  ileus. 

In  the  next  case  extraperitoneal  cesarean  sec- 
tion might  have  provided  the  one  added  safety 
factor  necessary  for  survival.  The  peritoneal 
cavity  would  not  have  been  invaded,  and  extra- 
peritoneal drainage  would  have  prevented  seep- 
age from  the  uterus  into  the  peritoneal  cavity. 

Case  3. — A twenty-one-year-old  primipara  had 
an  unengaged  vertex  after  fourteen  hours  of  labor 


and  eighteen  hours  of  ruptured  membranes.  One 
hundred  thousand  units  of  penicillin  were  adminis- 
tered before  a transperitoneal  section  w^s  per- 
formed. Four  grams  of  sulfanilamide  were  left 
beneath  the  bladder  flap.  Thirty  thousand  units  of 
penicillin  every  three  hours  were  started  immedi- 
ately after  the  operation  and  continued  until  the 
third  day  when  she  developed  signs  of  peritonitis. 
In  spite  of  larger  doses  of  penicillin  intravenously 
and  transfusions,  she  died  on  the  sixth  day  of 
generalized  peritonitis. 

Comment 

The  results  reported  with  the  prophylactic 
use  of  antibiotics  are  impressive  and  seem  to 
indicate  that  transperitoneal  section  is  relatively 
safe  in  potentially  infected  patients  who  are 
closely  watched.  To  be  effective  the  treatment 
must  be  started  early  before  pus  and  exudate 
have  formed.  Any  procedure,  however,  should 
be  evaluated  in  the  light  of  the  facilities  and 
skills  available  in  communities  and  hospitals  at 
large  rather  than  in  ideally  situated  groups. 
Many  patients  do  not  and  will  not  receive  the 
benefit  of  this  care,  and  some  will  develop  peri- 
tonitis in  spite  of  it.  It  is  this  group  of  poten- 
tially infected  patients  who  need  extraperitoneal 
section  most  and  will  be  fortunate  in  having  a 
consultant  who  can  perform  the  operation.  In 
fact,  any  potentially  infected  case  will  probably 
be  safer  by  receiving  the  double  protection  of 
extraperitoneal  section  plus  antibiotics.  It  has 
been  the  observation  and  experience  of  the  author 
that  those  who  do  no  more  than  a moderate 
amount  of  this  work  can  master  the  supposedly 
difficult  technic  of  the  procedure  with  safety. 

In  the  actually  or  frankly  infected  cases  the 
procedure  of  choice  will  usually  lie  between 
extraperitoneal  section  and  cesarean  hysterec- 
tomy. Since  a large  proportion  of  these  cases 
are  primiparas,  great  consideration  should  be 
given  to  preservation  of  the  uterus.  The  results 
reported  with  extraperitoneal  section  are  re- 
markably good,  and  used  in  conjunction  with 
antibiotics,  it  should  be  the  method  of  choice  in 
treating  many  of  these  cases.  Here,  in  the 
opinion  of  the  writer,  there  certainly  is  a need  for 
this  type  of  operation. 

Summary  and  Conclusions 

1.  Majority  opinion  among  obstetricians 
seems  to  be  that  chemotherapy  and  antibiotics 
are  so  successful  in  preventing  and  treating 
peritonitis  following  transperitoneal  cesarean 
section  that  there  is  little  or  no  need  for  extra- 
peritoneal cesarean  section. 

2.  The  advantages  and  criticisms  of  the 
operation  have  been  presented  and  discussed. 

3.  The  author’s  experience  with  33  cases  has 
been  reported. 
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4.  Seven  deaths  from  peritonitis  in  trans- 
peritoneal  section  cases  in  Brooklyn  who  re- 
ceived ‘Vigorous  antibiotic  and  chemotherapy 
have  been  reported. 

5.  The  author  believes  that  there  is  still  a 
real  need  for  extraperitoneal  cesarean  section. 

Discussion 

Charles  A.  Gordon,  M.D.,  Brooklyn. — Dr.  Nelms 
has  stated  the  question  on  extraperitoneal  cesarean 
section  very  clearly.  It  is  a fact  that  because  of 
the  effectiveness  of  antibiotics,  enthusiasm  for 
extraperitoneal  cesarean  section  is  waning. 

It  is  clear  that  the  relative  merits  of  various  types 
of  operation  must  depend  on  accumulation  of  a 
great  number  of  statistics,  and  even  then  it  will  be 
difficult  to  weigh  all  the  factors  of  success  or  failure. 
It  is  not  uncommon  for  apparently  hopelessly  in- 
fected patients  to  survive  any  type  of  operation, 
even  classic. 

The  statistics  of  Marshall  ten  years  ago,  before 
the  advent  of  chemotherapy  or  antibiotics,  are  still 
remarkable.®  In  1939,  he  reported  246  lower  seg- 
ment operations  without  a maternal  death;  in  70 
cases  in  which  infection  was  present  or  suspected, 
labor  had  been  surgically  induced  in  15,  forceps 
delivery  had  failed  in  five,  and  in  10  more  a variety 
of  vaginal  procedures  like  attempted  version  or 
dilating  bags  had  been  tried. 


More  than  twenty  years  ago,  Harris  and  Brown 
found  no  sterile  cultures  at  operation  after  only  six 
hours  of  labor.6  Risk  rises  rapidly  with  potential  or 
actual  uterine  infection. 

It  is  not  my  experience  that  cesarean  hysterec- 
tomy is  a dangerous  and  shocking  procedure  on  the 
infected  patient.  On  the  contrary,  convalescence  is 
usually  very  smooth.  The  serious  objection  to 
hysterectomy  is  the  loss  of  the  uterus  during  the 
reproductive  period.  In  frankly  infected  cases, 
however,  I have  always  preferred  to  remove  the 
uterus. 


“ Marshall,  C.  Mcl.:  Cesarean  Section  Lower  Segment 

Operation,  Baltimore,  Williams  and  Wilkins  Co.,  1939. 

1>  Harris,  J.  W.,  and  Brown,  J.  H.:  Am.  J.  Obst.  & Gynec. 
13:  133  (1927). 
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BETWEEN  1938  and  1941,  the  Rh  factor  was 
discovered  and  associated  with  erythroblas- 
tosis fetalis.  With  this  association  there  was 
immediately  born  the  desire  to  defeat  the  ill 
effects.  It  took  about  two  years  more  to  show 
that  the  total  results  would  have  to  come  with 
treatment  of  the  mother.  The  progress  with  the 
various  types  of  exsanguination  have  produced 
excellent  results.  However,  these  all  depend 
upon  the  fact  the  baby  must  be  born  alive  and 
mostly  undamaged.  The  exsanguination  origi- 
nally was  believed  to  be  the  answer  to  the 
badly  damaged  babies,  but  time  has  shown  that 
the  kernicterus  and  extreme  jaundice  are  an 
irreversible  equation.  Thus,  we  must  obtain 
results  before  the  reaction  occurs.  Furthermore, 
as  we  know,  each  successive  Rh  positive  preg- 
nancy becomes  effected  earlier  in  utero  and 
usually  results  in  the  stillborn  fetus.  We  say 
“usually  results  in  the  stillborn  fetus”  because 
cases  have  been  reported  in  which  the  subsequent 
reactions  were  no  more  severe  than  those  occur- 
ring with  previous  pregnancies.  Thus,  in  this 
hopeless  type  of  case,  results  must  be  obtained 
early  in  pregnancy  in  all  but  a few  instances. 
This  report  is  an  attempt  to  summarize  the 
known  work  done  up  to  this  point  throughout  the 
United  States.  There  have  been  four  types  of 
approach  to  the  treatment  of  sensitivity  in  the 
Rh  negative  women:  degree  of  immunization 
reaction,  maternal  exchange  transfusions  for 
dilution,  chemical  reactions,  and  hapten. 

Degree  of  Immunization  Reaction 

The  degree  of  immunization  reaction  is  ex- 
pressed by  Wiener  as  follows:  “When  an  experi- 
mental animal  is  injected  with  a mixture  of  two 
substances,  one  a good  antigen  and  the  other  a 
poor  antigen,  the  antigenicity  of  the  weaker 
antigen  is  often  suppressed.”1  The  theory  was 
expressed  that  on  this  basis  typhoid  or  tetanus 
vaccines  might  supress  the  formation  of  Rh  anti- 
bodies, because  of  the  fact  that  the  Rh  antibodies 
are  known  to  be  so  weak  in  reaction  that  only 
once  in  25  to  50  times  does  a transfusion  of  posi- 
tive blood  cause  a reaction  in  a negative  indi- 
vidual. Pregnancy  causes  approximately  one  in 
20  reactions.2  Both  tetanus  and  typhoid  vac- 
cines were  experimentally  tried  by  Wiener.2  The 
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majority  of  cases  showed  no  results  whatsoever. 
Although  some  few  cases  apparently  reacted  in  a 
favorable  manner,  he  feels  that  they  would  have 
recovered  by  themselves.  This  is  so  stated  be- 
cause ultimate  opinion  has  been  expressed  with 
regard  to  the  injection  of  vaccines:  “This  is 
evidently  useless  once  sensitivity  has  developed.”2 
At  the  International  Society  of  Hematology  in 
Buffalo  in  1948.  a favorable  report  using  pertussis 
vaccine  was  given  by  one  worker.  No  other  favor- 
able reports  can  be  found  in  literature. 

Working  on  the  same  theory  of  competition  of 
antigens,  we  find  that  anti-A  or  anti-B  is  a 
stronger  antibody  than  anti-Rh.  Originally  it 
was  stated  that  a negative  woman  with  Rh  posi- 
tive incompatible  husband,  i.e,  type  0 wife  and 
type  A husband,  is  slightly  better  off  than  an  Rh 
negative  woman  with  an  Rh  positive  compatible 
husband.1  This  has  not  been  proved.  In  our 
own  series  we  have  not  used  incompatible  fathers 
but  have  gone  closer  to  the  source  of  difficulty 
and  used  the  babies  blood  types  as  a factor.  We 
found  that  the  proportion  of  incompatible  babies 
producing  antibodies  has  actually  been  slightly 
greater  than  those  completely  compatible. 
Checking  our  series  we  have  compared  the  ratio 
of  1:20  as  outlined  by  other  workers  and  find 
that  we  have  a ratio  of  1:12  in  which  negative 
mothers  with  compatible  positive  babies  show 
antibodies.  This  whole  series  naturally  com- 
pares unfavorably  with  the  accepted  1 : 20,  since 
it  represents  more  instances  of  patients  sent  in 
for  tests  because  the  doctor  feels  there  are  anti- 
bodies present  than  a random  cross  section  of  all  Rh 
negative  mothers  bearing  Rh  positive  children. 
The  ratio  of  incompatible  babies  which  produced 
antibodies  was  1:4.  Furthermore,  we  have  two 
cases  that  produced  anti-A  reactions  with  one 
pregnancy  and  with  the  next  pregnancy  pro- 
duced Rh  erythroblastotic  babies  with  high 
hyperimmune  Rh  antibody  titers.  With  these 
last  named  pregnancies  the  A titer  did  not  rise, 
so  we  feel  it  was  a pure  reaction  of  the  weaker 
antibody  formation.  We  may  state  then  that 
the  competition  of  antibodies  probably  has  no 
future  use  with  our  present  known  antigens. 

Maternal  Exchange  Transfusions 

The  second  approach  to  the  problem  was 
through  repeated  exchange  transfusions  for  the 
women  with  high  antibody  titer.  These  were 
tried  by  individual  doctors  throughout  the 
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country.  The  results  were  so  universally  poor 
that  we  cannot  find  that  anyone  has  reported  a 
series.  The  general  idea  seemed  to  be  on  a dilu- 
tion basis,  and,  although  it  was  worth  trying  as 
almost  any  effort  is  worth  while,  nevertheless,  it 
seemed  doomed  to  failure  from  the  start,  and  it 
was.  We  have  seen  in  Syracuse  two  cases  com- 
ing from  other  areas  in  which  the  mothers  had 
undergone  repeated  exchange  transfusions  with 
absolutely  no  results.  Wiener  also  speaks  of  his 
failure.2 

Chemical  Reaction 

A third  approach  has  been  through  chemical 
reaction.  As  far  as  we  can  find,  ethylene  disul- 
fonate is  the  only  such  reagent  reported  in 
literature.  Kariher  in  Rochester  originated  the 
idea  and  reported  a series  of  three  cases  in  1947, 
and  he  has  continued  his  work  with  a fair  amount 
of  success.3-4  To  quote  his  figures  at  the  end  of 
1948,  20  cases  had  been  completed  with  13  living 
babies  resulting,  six  of  them  entirely  normal 
while  seven  had  more  or  less  degrees  of  mild 
hemolytic  disease.  As  a result  of  Kariher ’s 
original  report,  we  started  a small  series  of  our 
own.  The  results  are  quite  interesting.  We 
have  two  cases  which  appear  to  be  extraordinary 
successes.  However,  the  other  six  are  such  com- 
plete failures  we  must  conclude  that  here  again 
we  are  dealing  with  unaccountable  successes. 
We  have  included  here  two  successes  and  two 
failures  to  illustrate  our  point.  Notice  that  all 
four  of  these  cases  are  apparently  hopeless. 
This  type  of  patient  has  been  required  in  all  the 
work,  both  ethylene  and  hapten.  However,  one 
of  the  cases  which  gave  such  good  results  had 
not  yet  had  a dead  child,  and  the  other  good  case 
did  not  have  a particularly  high  antibody 
titer  at  any  time,  in  spite  of  the  tragic  history. 
The  two  failures  are  such  obvious  hopeless  fail- 
ures that  we  can  only  conclude  that  nothing 
affected  these  cases.  The  same  was  true  of  our 
other  failures.  They  were  absolute  and  com- 
plete, showing  no  effect  from  the  injections  of 
ethylene  disulfonate. 

Case  1. — Mrs.  M.  K.,  type  O,  Rh  negative,  hus- 
band A,  Rh  positive,  gave  a previous  history  of 
bleeding  peptic  ulcer.  A severe  postpartum  hemor- 
rhage necessitated  a transfusion  in  1934  of  unknown 
Rh  type  blood.  In  1939  she  had  O,  Rh  positive 
blood  following  an  abortion.  There  was  one  nor- 
mal pregnancy.  The  present  pregnancy  showed  a 
titration  of  1 : 128  at  four  months.  At  six  months 
the  titration  was  1 : 512,  and  ethylene  disulfonate  was 
started.  Response  was  immediate,  and  the  titer 
dropped  steadily  to  1 : 1 6 by  the  eighth  month . This 
rose  again  to  1:32  at  term,  and  labor  was  induced. 
Baby  showed  antibodies  1:4,  20  nucleated  cells, 
3,200,000  red  cells,  and  11  Gm.  hemoglobin.  Par- 
tial replacement  of  blood  was  done  with  150  cc. 
withdrawn  and  210  cc.  replaced.  Note  that  the  pa- 


tient’s response  was  immediate  and  sharp  at  begin- 
ning of  treatment,  but  six  weeks  postpartum  the 
titer  was  back  to  512. 

Case  2. — Mrs.  B.  S.  was  B,  Rh  negative  with 
homozygous  AB,  Rht,  Rh2  husband.  First  preg- 
nancy resulted  in  a stillborn  macerated  fetus,  due  to 
cord  around  the  neck.  A postpartum  hemorrhage 
necessitated  a transfusion  of  blood,  later  proved  to 
be  Rh  positive.  A second  pregnancy  in  1943  pro- 
duced a six  and  one-half  months  macerated  fetus, 
and  a third  pregnancy  fetus  died  twenty-four  hours 
before  labor,  apparently  of  hemolytic  disease. 

Present  pregnancy  started  with  1:64  titer  at 
five  and  one-half  months.  A rapid  reduction  oc- 
curred simultaneously  with  the  injections  of  ethylene 
disulfonate.  There  were  two  rises,  then  a fall  to 
about  zero.  A perfectly  normal  baby  which  was 
type  B,  Rh  positive  with  no  antibodies  and  un- 
affected was  delivered  by  cesarean  section.  Prob- 
ably these  good  results  were  a coincidence,  as  our 
typical  hopeless  cases  show.  When  the  titers  are  of 
high  value,  the  ethylene  disulfonate  seems  to  have 
absolutely  no  effect,  and  this  was  true  of  all  our 
cases. 

Case  3. — Mrs.  J.  S.,  type  B,  Rh  negative  (homozy- 
gous husband,  A,  Rh  positive)  gave  a history  of 
normal  pregnancy  in  1945.  In  1946  she  was 
delivered  of  a seven  months  fetus  which  lived  five 
hours.  No  defects  were  noted.  During  her  third 
pregnancy  with  expected  date  of  confinement 
March  16,  1948,  first  titration  on  August  20,  1947, 
was  1:256,  next  titration  was  1:512.  Ethylene 
disulfonate  was  started  with  absolutely  no  response. 
Highest  titer  was  1:2,048.  Baby  died  and  titer 
returned  to  1:512.  It  was  a typical  macerated 
fetus  with  heart  fluid  containing  hyperimmune 
antibodies  1:512. 

Case  4 • — The  second  typical  failure  was  Mrs. 
M.  J.  C.,  type  A,  Rh  negative  (husband  probably 
homozygous  O,  Rhi,  Rh2).  Past  history  was  nega- 
tive. One  normal  pregnancy  produced  a type  A, 
Rh  positive  child.  Second  pregnancy  produced  an 
infant  which  was  normal  at  birth,  jaundiced  in 
twenty-four  hours,  and  died  in  forty-eight  hours 
after  an  attempted  exsanguination.  This  tragedy 
was  due  to  an  error  in  a commercial  laboratory,  for 
she  was  diagnosed  as  Rh  positive.  Present  preg- 
nancy, due  June,  1948,  started  with  titration  in 
November  of  1:2,048.  Injections  started  immedi- 
ately, and  there  seemed  to  be  several  falls  in  titer  of 
some  degree,  even  to  1 : 256.  However,  titers 
immediately  rose  to  1:2,048,  and  baby  died  in 
utero  with  1 : 128  hyperimmune  titer  in  its  heart 
fluid. 

We  should  conclude,  therefore,  that  to  the 
present  time  the  chemical  effort  has  not  been 
overly  successful  and,  at  least  as  far  as  ethylene 
disulfonate  is  concerned,  has  no  real  future. 

Hapten 

The  fourth  line  of  approach  is  the  hapten. 
This  term  apparently  was  originated  by  Land- 
steiner  to  distinguish  the  specifically  reacting 
fractions  from  their  complete  antigens.6  Be- 
cause of  its  nature,  there  is  no  danger  of  a 
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hapten’s  producing  its  own  antibody  when  in- 
jected into  a human.  However,  it  will  combine 
with  its  own  antibody  when  so  injected.  Ever 
since  the  Rh  antibody  was  discovered,  the 
literature  has  had  much  comment  regarding  the 
hapten.  The  consistent  feeling  has  been  that 
when  it  is  isolated,  it  will  contain  the  answer. 
The  problem,  therefore,  seems  very  simple, 
“Has  the  hapten  been  produced?” 

In  1946,  Calvin  et  al.  in  Baltimore  reported 
that  they  had  isolated  a fatlike  substance  which 
they  believed  to  be  hapten  or  to  contain  it.6  At 
least  it  reacted  with  the  antibodies.  In  the 
meantime  Bettina  Carter  in  Pittsburgh  was 
working  along  similar  lines.7  From  the  Rh 
positive  red  cells  she  obtained  a lipoid  fraction 
which  she  felt  was  the  hapten.  In  general,  this 
is  produced  by  first  placing  Rh  positive  cells  in 
water.  The  resultant  mass  and  solution  are 
diluted  in  an  alcohol  series  of  varying  percentages 
which  removes  the  A and  B factors.  The  filtered 
mass  is  mixed  with  anesthesia  grade  ether  which 
dissolves  the  lipoids.  When  this  ether  is  evapo- 
rated, a yellowish  resinous  substance  results. 
This,  dissolved  in  95  per  cent  alcohol,  is  the 
hapten.  The  hapten  thus  produced  is  then 
mixed  with  physiologic  saline  for  injection. 

It  sounds  very  simple  to  make  but  at  the  present 
time  has  been  produced  in  less  than  five  or  six 
known  places.  So  far  there  has  been  no  com- 
mercial production  of  the  hapten,  although  it  has 
been  attempted  somewhat  unsuccessfully  by 
several  establishments.  It  is  a time-consuming 
procedure,  and  the  necessary  equipment  is  to  be 
found  only  in  well-equipped  research  centers. 
In  vitro  the  potency  of  the  hapten  may  be 
tested  by  the  complement  fixation  test  similar  to 
that  used  in  the  diagnosis  of  syphilis.  The 
potency  is  also  assayed  by  the  specific  inhibition 
of  agglutination  by  the  hapten.  If  the  reaction 
in  vivo  will  be  as  consistent  as  it  is  in  vitro,  then 
the  antibodies  will  no  longer  be  feared. 

We  find  then  that  the  hapten  has  been  used 
for  two  purposes.  The  first  is  in  erythroblastosis 
fetalis  itself  and  the  second  in  the  sensitized 
pregnant  woman.  We  shall  report  only  this 
second  phase. 

We  have  included  here  the  latest  available 
figures  on  Mrs.  Carter’s  work  given  to  us  on 
March  15. 8 She  reports  that  a total  of  61  Rh 
negative  sensitized  mothers  have  been  treated 
with  the  hapten  produced  in  her  laboratory. 
She  herself  has  treated  37  women  with  the 
following  results:  19  delivered  normal  babies, 
seven  lost  their  babies,  and  1 1 are  undelivered  to 
date.  All  37  women  showed  a decline  in  titer 
after  treatment.  Some  responded  after  the  first 
inoculation,  but  a few  required  several  inocula- 
tions. The  mothers  of  the  seven  lost  babies  had 
each  lost  at  least  one  baby  previously.  Mrs. 


Carter  feels  that  none  of  these  cases  was  treated 
early  enough:  three  were  treated  at  the  second 
month,  but  one  died  of  cord  around  the  neck, 
one  from  placenta  previa,  and  only  the  third 
was  a macerated  fetus  at  seven  months.  One 
patient  was  treated  at  the  fourth  month  and  was 
delivered  of  a macerated  fetus  the  next  month. 
Another  was  treated  the  fifth  month  and  de- 
livered a macerated  fetus  the  eighth  month. 
The  sixth  case  was  treated  beginning  the  sixth 
month  and  delivered  a living  child  at  term  which 
died  of  hemorrhagic  disease.  The  seventh  did 
not  have  treatment  started  until  two  weeks  prior 
to  term  and  delivered  a stillborn.  Thus,  of  the 
seven,  perhaps  two  were  unattached  to  the  Rh 
factor  as  a cause  of  death,  and  the  other  five 
definitely  were  treated  too  late. 

The  other  24  women  treated  by  others  in 
different  localities  using  Mrs.  Carter’s  hapten  do 
not  show  as  good  results.  This  is  the  usual 
story  in  any  such  work.  The  records  are  incom- 
plete ; the  treatment  begi  ns  too  late  and  is  stopped 
too  early.  A generalized,  over-all  picture  of 
those  24  patients  shows  that  20  were  started  at 
seven  months  or  later,  and  the  records  show  fail- 
ure or  incomplete  results;  the  other  four  had 
good  babies  when  treated  early.  This  work  cer- 
tainly show's  that  late  treatment  will  probably 
produce  poor  results.  How'ever,  the  figures  of 
early  treatment  are  remarkable  and  indicate  a 
trend  in  the  right  direction.  We  have  just 
started  our  own  series  this  spring,  using  hapten 
produced  by  us.  As  previously  mentioned,  the 
greatest  problem  at  the  present  time  seems  to  be 
the  matter  of  production.  Our  figures  are  too 
small  to  be  worth  comment.  Our  hapten  does 
produce  a drop  in  antibody  titer,  but  beyond  that 
we  shall  have  to  await  the  results  of  time.  We 
have  the  figures  from  three  other  sources  to  re- 
port, however. 

Dr.  Erf  of  Jefferson  Medical  College  has 
treated  six  cases.9  Two  cases  had  no  sub- 
stantial reduction  in  antibody  titer.  Two 
patients  that  were  not  pregnant  did  have  marked 
antibody  reaction  of  1:64  which  went  down  to 
1:4  after  about  l/t  Gm.  of  hapten.  One  preg- 
nant woman  given  3 Gm.  of  hapten  over  a period 
of  six  months  had  a reduction  in  titer  from  1:512 
to  1 : 4.  A second  pregnant  woman  had  a reduc- 
tion in  two  weeks  from  1 : 4,000  to  1 : 100.  How- 
ever, the  baby  was  delivered  at  this  point  and 
was  already  erythroblastotic,  surviving  only 
three  hours.  Dr.  Erf  feels  that  he  cannot  give 
an  opinion  now  and  that  we  must  keep  an  open 
mind,  because  it  will  be  a long  time  before  the 
true  value  of  the  hapten  therapy  is  known. 

Dr.  Levinson  of  Chicago  has  treated  or  is 
treating  a total  of  15  cases  of  which,  at  the  present 
time,  only  four  have  delivered.10  These  were 
not  treated  sufficiently  long  enough  to  produce 
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striking  reaction;  the  other  11  have  all  received 
hapten  for  three  months  or  longer  and  apparently 
are  showing  slightly  more  favorable  results. 
From  his  present  efforts  Dr.  Levinson  feels  that 
there  is  evidence  that  hapten  has  suppressive 
action  upon  circulative  antibodies.  He  states, 
“Whether  this  action  is  sufficiently  strong  enough 
to  overcome  the  development  of  erythroblastosis 
remains  to  be  seen!” 

Dr.  Goldsmith  reports  the  use  of  Mrs.  Carter’s 
hapten  on  three  cases.11  Over  the  course  of 
twenty  weeks  the  antibody  titer  was  reduced 
from  1 : 64  down  to  zero  on  one  case.  When  the 
titer  reappeared,  labor  was  induced  and  a nor- 
mal, living  infant  was  delivered.  Patient  had  a 
titer  of  1 : 2 on  the  day  of  delivery. 

The  second  case  had  a titer  of  1 : 4 at  twenty- 
two  weeks  gestation.  Hapten,  100  mg.,  was 
given  weekly,  starting  at  the  twentieth  week  and 
continuing  until  delivery.  No  antibodies  were 
found  after  the  beginning  of  treatment,  and  a 
normal,  Rli  positive  child  was  delivered  by  section 
at  eight  and  one-half  months. 

The  third  case  had  previous  normal  preg- 
nancies and  one  erythroblastotic  fetus.  The 
present  pregnancy  at  twenty-four  weeks  had  a 
titer  of  1:32  and  at  thirty-two  weeks  a titer  of 
1:512.  Treatment  reduced  the  titer  to  1:28. 
Baby  showed  marked  and  typical  erythroblasto- 
sis fetalis  and  died  one  hour  after  birth.  All  three 
of  these  patients  had  previously  had  cases  of 
erythroblastosis  and  should  have  been  hopeless, 
although,  as  we  know,  this  is  not  always  a fact. 

Summary  and  Conclusions 

1.  There  is  no  real  evidence  that  vaccines  are 
of  any  real  value  in  counterimmunization. 

2.  The  competition  of  antigens  does  not  seem 
to  have  any  present  or  future  use  in  counter- 
immunization. 

3.  Repeated  exchange  transfusions  for  Rh 
negative  women  with  high  antibody  titer  have  no 
apparent  value. 

4.  Only  one  type  of  chemical  reaction  has 
been  reported  in  the  literature.  This  is  ethylene 
disulfonate.  Notwithstanding  some  apparently 
hopeful  response  to  the  treatment,  it  does  not 
seem  to  have  any  real  future  in  truly  hopeless 
cases. 

5.  Hapten,  as  produced  by  the  Carter 
method,  has  given  some  hope  for  the  future. 
That  hope,  in  spite  of  some  present  failures,  lies 
in  early  injection  and  consistent  use  through  the 
entire  term  of  pregnancy.  It  also  depends  on 
quantity  of  production  and  definite  refinement. 
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Discussion 

Leslie  Hughes  Tisdall,  M.D.,  Brooklyn. — The 
problem  of  treatment  for  the  Rh  isoimmunized 


woman  is  of  twofold  importance.  There  is  no  ques- 
tion of  the  desperate  need  for  a means  to  counteract 
the  antibodies  present  in  these  women  when  preg- 
nant. There  is  also  the  distressing  problem  of  the 
need  for  counterimmunization  in  women  who  have 
had  an  erythroblastotic  baby  and  whose  prognosis 
for  future  living  children  is  bad.  These  women  are 
justifiably  fearful  of  another  pregnancy.  Some 
therapeutic  agent  must  be  found  to  give  these 
women  hope  for  the  future.  Until  recently,  as  Dr. 
Gwynn  has  stated,  all  efforts  to  neutralize  or  counter- 
act Rh  antibodies  have  been  unsuccessful. 

At  least  from  theoretic  considerations,  Rh  hapten 
would  seem  to  be  the  ideal  method  of  combating  Rh 
antibodies,  since,  by  definition,  it  will  neutralize 
these  antibodies  without  stimulating  the  formation 
of  additional  ones.  The  problem,  of  course,  has 
been  of  isolating  this  hapten  in  pure  form.  The 
recent  work  of  Carter  has  focused  intense  interest 
on  this  subject.  Dr.  Gwynn  has  very  thoroughly 
detailed  the  progress  of  this  work  to  date.  Unfor- 
tunately, most  of  the  investigators  in  this  field, 
notably  Levine,  Diamond,  and  Wiener,  as  well  as 
the  English  workers,  have  been  unable  to  duplicate 
Carter’s  results  and  have  expressed  doubt  as  to  the 
accuracy  of  her  findings.  Nevertheless,  one  must 
be  impressed  by  the  clinical  results  as  compiled  by 
Dr.  Gwynn.  While  we  have  done  no  actual  work 
with  the  Rh  hapten  at  St.  Catherine’s  Hospital, 
Brooklyn,  we  are  seriously  contemplating  a large 
scale  project  to  attempt  to  isolate  it  and  test  its 
efficacy. 

While  not  entirely  pertinent  to  the  scope  of  this 
paper,  I believe  attention  should  be  drawn  to  the 
work  of  Philpotts  on  the  use  of  methionine  in  iso- 
immunized mothers.  Methionine  is  an  amino  acid 
which  has  been  used  extensively  in  the  treatment  of 
liver  disease.  Since  there  is  considerable  liver 
damage  in  erythroblastosis,  methionine  has  been 
administered  to  the  mother  with  antibodies  in  the 
hope  of  preventing  or  minimizing  liver  damage  in 
the  fetus.  It  does  not  in  any  way  diminish  or 
counteract  the  antibodies.  Philpotts  has  shown  some 
rather  excellent  results  in  his  series  to  date,  and  we 
have  had  apparently  good  results  in  a few  cases. 
Further  clinical  trial  is  certainly  indicated. 

Despite  the  controversial  reports  at  present,  I am 
of  the  firm  opinion  that  the  isolation  and  use  of 
the  Rh  hapten  is  the  answer  to  the  problem  of  Rh 
isoimmunization.  Obviously,  more  laboratory  and 
clinical  studies  remain  to  be  done  before  this  matter 
is  finally  solved. 
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VAGINAL  SMEAR  EXAMINATION  AS  A DIAGNOSTIC  AID  IN 
GYNECOLOGY 

Locke  L.  Mackenzie,  M.D.,  New  York  City 

{From  the  Department  of  Obstetrics  and  Gynecology,  New  York  Post-Graduate  Medical  School, 
New  York  University) 


IT  IS  the  purpose  of  this  paper  to  illustrate  how 
exfoliative  cytology  may  be  employed  in 
gynecologic  practice.  By  its  use  it  is  hoped  that 
diagnosis  may  be  improved  and  prognosis  aided. 
It  is  necessary  to  detail  some  of  the  conditions  in 
which  this  may  be  helpful.  Also,  some  state- 
ments as  to  its  accuracy  should  be  made. 

Papanicolaou  is  the  originator  of  modern  ex- 
foliative cytology,  and  to  him  credit  must  be 
given  for  a fundamental  medical  discovery.  His 
many  years  of  work  and  his  classic  papers  and 
monographs  on  all  phases  of  this  subject  are  too 
well  known  to  review  in  detail.  Papanicolaou’s 
studies  are  all  the  more  remarkable  when  one 
realizes  that  for  many  years  he  worked  alone  in 
this  field,  with  nothing  but  disinterest  from  most  of 
his  colleagues.  Indeed,  it  is  only  recently  that 
universal  acceptance  has  been  accorded  his  work 
and  that  pathologists  in  particular  have  begun  to 
appreciate  the  importance  of  his  methods  of 
diagnosis. 

At  present  it  is  safe  to  say  that  a study  of  the 
vaginal  cytology  is  of  great  value  in  gynecologic 
diagnosis.  It  is  true  that  there  is  no  short  cut  in 
learning  the  interpretation  of  vaginal  smears; 
this  requires  study  and  experience.  Yet  this  is 
not  truly  a disadvantage.  One  cannot  become  a 
pathologist  overnight — nor  even  a gynecologist! 

Most  recent  work  on  exfoliative  cytology  has 
been  directed  toward  the  diagnosis  of  malignancy. 
Important  as  this  is,  there  are  many  other  fields  in 
our  specialty  in  which  cytology  will  help  us. 
The  study  of  the  menstrual  cycle  furnishes  impor- 
tant data  on  the  secretion  of  ovarian  hormones 
and  aids  in  recognizing  the  occurrence  and  time 
of  ovulation.  The  appearance,  for  instance,  of 
endometrial  cells  in  the  vaginal  fluid  at  times 
other  than  at  menstruation  indicates  an  abnormal 
situation.  Hyperestrinemia  may  be  recognized, 
and  a disturbed  luteal  phase  may  be  apparent. 
Anovulatory  cycles  may  be  postulated  with  con- 
siderable accuracy. 

Much  more  work  is  needed  to  describe  a cellu- 
lar pattern  of  pregnancy.  How  important  such  a 
picture  might  be  in  the  rapid  diagnosis  of  extrau- 
terine  pregnancy  need  hardly  be  stressed.  Second- 
ary amenorrheas  may  generally  be  recognized, 
together  with  an  estimation  of  the  degree  of 
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dysfunction,  although  no  very  definite  knowledge 
of  the  etiology  may  be  elicited;  here  a prognosis 
for  treatment  may  be  offered. 

Various  infections  of  the  lower  vaginal  tract 
may  be  studied,  and  trichomonads  and  monilia 
are  easy  to  see.  One  finds  smears  which  seem 
somewhat  typical  of  polypi  and,  we  are  begin- 
ning to  think,  of  fibromyomata. 

Especially  useful  is  the  employment  of  the 
smear  technic  in  the  diagnosis  of  menopause  and 
in  evaluating  the  results  of  estrogenic  therapy. 
The  use  of  this  technic  in  this  connection  is  very 
widespread,  as  it  is  very  simple  and  easy  to  inter- 
pret. 

When  one  turns  to  the  field  of  cancer  diagnosis, 
it  may  be  said  that  vaginal,  cervical,  and  endo- 
metrial smears  have  proved  to  be  the  single  most 
important  addition  to  the  detection  of  malignancy 
of  the  female  genitalia  of  the  last  decade.  When 
dealing  with  cancer  diagnosis,  it  is  the  accuracy 
of  any  method  that  is  all  important.  Here,  as  in 
any  laboratory  procedure,  both  technical  skills 
and  human  equations  are  involved.  Statistics 
from  representative  centers  throughout  the  world 
demonstrate  uniformly  high  correlations  between 
diagnoses  by  tissue  biopsy  and  by  cytology.  It 
should  be  stressed  at  this  point  that  biopsy  must 
remain  the  last  resort.  In  squamous  cell  car- 
cinoma the  per  cent  of  agreement  between  these 
two  methods  is  usually  over  95  per  cent;  in 
adenocarcinoma  it  is  lower  by  about  5 to  7 per 
cent. 

The  most  frequent  objection  to  this  method  is 
that  it  is  too  time-consuming.  Actually,  famili- 
arity with  smears  tends  to  obviate  this  objection. 
Indeed,  it  is  not  the  positive  cases  which  take  a 
long  time  to  interpret  but  the  negative  and  sus- 
picious ones.  It  takes  but  a few  minutes  for  the 
experienced  cytologist  to  screen  the  average  slide. 
However,  the  word  “experienced”  should  be  given 
its  proper  meaning,  and  nothing  more  unfortunate 
could  happen  to  this  method  than  to  have  well- 
meaning  but  inexperienced  cytologists  attempt 
to  use  it.  Wrong  diagnoses  would  be  sure  to 
follow,  thus  forcing  the  clinician  to  place  little 
credence  in  interpretations.  Centers  where  the 
method  may  be  taught  to  interested  physicians 
are  urgently  needed,  and  the  American  Cancer 
Society  is  to  be  commended  on  its  present  pro- 
gram of  fellowships  in  exfoliative  cytology.  A 
well-trained  man  often  may  be  able  to  make  a 
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diagnosis  of  carcinoma  one-half  hour  after  he  has 
examined  the  patient,  and  this  allows  at  least 
twenty  minutes  for  the  staining  technic. 

A second  objection  often  heard  is  that  the 
staining  technics  are  complicated,  and  this  is  a 
valid  criticism.  There  is  now  no  rapid  stain 
which  gives  sufficient  transparency  to  see  internal 
nuclear  structure,  although  such  technics  have 
been  described  which  are  entirely  adequate  for 
endocrine  study.  Work  is  going  on  at  present  in 
an  attempt  to  develop  a more  rapid  stain  and, 
even  more  important,  to  develop  a differential 
stain  for  malignant  cells.  The  problem  is  also 
being  attacked  from  various  other  points  of  view, 
and  the  concentration  of  nuclei  by  physicochemi- 
cal processes  holds  a certain  promise  of  success. 

The  use  of  properly  trained  nonmedical  tech- 
nicians as  screeners  should  be  encouraged,  but 
such  personnel  should  not  be  held  responsible  for 
the  final  diagnosis.  An  ideal  setup  in  a general 
hospital  envisages  a cytology  laboratory  in  which 
the  material  is  stained  and  screened  by  trained 
technicians.  The  laboratory  should  be  under 
the  direction  of  a pathologist  with  training  in 
cytology,  and  there  should  be  representatives 
from  the  departments  of  surgery,  medicine,  and 
gynecology  assigned  to  it.  Residents,  especially 
those  in  pathology,  should  spend  a specified  time 
working  here  as  a part  of  their  training.  Material 
from  outside  sources  should  be  welcomed,  thus 
providing  a diagnostic  center  for  the  community. 
A nominal  fee  can  be  charged,  and  in  a short  time 
such  a laboratory  will  become  self  supporting. 

Exfoliative  cytology  is  still  in  its  infancy.  In 
certain  gynecologic  problems  it  offers  relatively 
little  help.  For  instance,  it  assists  us  hardly  at 
all  in  the  diagnosis  of  early  pregnancy.  The 
correct  evaluation  of  the  menstrual  cycle  is  diffi- 
cult and  not  always  clear  cut,  and  this  is  especially 
true  of  the  latter  half  of  the  cycle. 

The  future  of  this  technic,  if  it  is  not  exploited 
by  too  much  lay  publicity  or  thrown  into  disrepute 
by  the  work  of  untrained  men,  is  almost  limitless. 
This  is  not  the  proper  place  to  discuss  its  value  in 
the  detection  of  cancer  in  other  organ  systems, 
important  as  this  is  proving  to  be.  A start  has 
been  made  in  an  attempt  to  recognize  premalig- 
nant  lesions,  and  much  more  remains  to  be  ac- 
complished in  this  direction.  Fortunately,  in- 
vestigations with  this  method  of  Papanicolaou’s 
are  now  proceeding  in  medical  centers  throughout 
the  world.  Vitally  needed  now  are  strategically 
located  laboratories  to  which  physicians  from  all 
localities  may  forward  material  for  interpretation. 
As  gynecologists,  the  early  diagnosis  of  cancer  of 
the  female  genitalia  is  all  important  to  us,  and 
this  method  provides  another  means  to  accom- 
plish this  objective. 
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Discussion 

Hannah  Peters,  M.D.,  Rochester. — We  would  like 
to  agree  with  Dr.  Mackenzie’s  statement  that  the 
study  of  vaginal  cytology  is  of  great  value  in 
gynecologic  diagnosis.  Recently,  we  have  become 
impressed  with  the  value  this  rather  simple  proce- 
dure has  in  the  treatment  of  seemingly  ordinary 
cervical  erosion.  Ideally,  perhaps  all  cases  of  cervi- 
cal erosion  ought  to  be  biopsied  before  local  routine 
treatment  is  instituted.  Realistically,  however,  in 
office  practice  a biopsy  is  too  often  not  taken,  and 
local  treatment  is  started  as  soon  as  clinical  examina- 
tion and  diagnosis  are  made. 

In  a study  of  200  consecutive  office  gynecologic 
cases,  vaginal  smears  were  taken  as  a routine  in  the 
course  of  a complete  pelvic  examination.  Among 
these  there  were  64  cases  of  clinical  cervical  erosion. 
None  of  these  lesions  was  clinically  suspected  of 
cancer.  The  smear  in  two  of  these  cases  with  ero- 
sion was  reported  as  positive  for  malignant  cells. 
Early  malignancy  was  found  in  both  these  cases  on 
histologic  examination.  Prior  to  the  use  of  the 
vaginal  smear  as  a routine  part  of  a gynecologic 
examination  these  patients  would  have  been  locally 
treated  which  would  have  prolonged  the  interval 
before  treatment  for  malignancy  could  start. 

Dr.  Mackenzie  has  mentioned  the  help  the 
gynecologist  can  get  from  the  smear  in  the  guidance 
of  endocrine  therapy  in  the  menopausal  patient. 
Much  can  be  learned  from  the  smear  in  the  case  of 
the  woman  entering  the  menopause  whose  menstrual 
flow  has  become  irregular  in  amount,  frequency,  and 
duration. 

The  estrogen-induced  bleeding  in  the  menopausal 
patient  so  frequently  referred  to  the  specialist’s 
office  will  at  times  be  as  puzzling  to  the  cytologist  as 
estrogen-induced  atypical  hyperplasia  might  be  to 
the  pathologist. 

A group  of  patients  in  whom  we  can  learn  much 
from  the  vaginal  smear  is  those  who  have  carcinoma 
of  the  cervix  and  who  are  treated  by  radiation 
therapy.  Daily  study  of  the  vaginal  cytology  during 
radiation  therapy  can  give  us  information  about 
tumor  response  and  probable  ultimate  prognosis. 
Moreover,  if  we  are  familiar  with  the  cell  changes 
during  radiation  therapy,  if  we  have  watched  a 
positive  smear  become  free  of  malignant  cells  after 
radiation  therapy  is  completed,  the  reappearance  of 
malignant  cells  at  a later  date  becomes  significant. 

If  the  vaginal  smear  should  become  part  of  a 
routine  gynecologic  examination,  as  we  believe  it 
should,  two  facts  must  be  stressed  in  the  procedure 
of  preparing  a satisfactory  slide,  which,  of  course,  is 
necessary  for  satisfactory  interpretation.  One  in- 
volves re-education  of  the  patient,  namely,  she  must 
be  instructed  to  present  herself  at  the  gynecologist’s 
office  without  having  taken  a douche.  The  other 
involves  the  re-education  of  the  physician,  as  the 
slide  must  be  prepared  before  a palpatory  examina- 
tion Is  made. 

It  is  hoped  that  the  high  correlation  of  accuracy 
between  pathologic  diagnosis  and  cytology  will 
stimulate  the  practicing  gynecologist  to  incorporate 
the  vaginal  smear  into  the  routine  of  a complete 
pelvic  examination. 


SPONTANEOUS  RUPTURE  OF  GRANULOSA  CELL  TUMORS  OF  THE 
OVARY  WITH  MASSIVE  INTRA-ABDOMINAL  HEMORRHAGE 

Willard  G.  French,  M.D.,  Brooklyn,  New  York 

{From  the  Department  of  Obstetrics  and  Gynecology  of  the  Methodist  Hospital) 


SPONTANEOUS  rupture  of  a granulosa  cell 
tumor  in  association  with  massive  intra- 
abdominal hemorrhage  is  a problem  encountered 
infrequently.  The  occurrence  of  two  such  cases 
at  the  Methodist  Hospital  within  less  than 
eighteen  months  seemed  worthy  of  report.  Sur- 
vey of  our  records  for  thirty  years  revealed  no 
other  similar  instances.  These  two  cases  are  pre- 

(sented  as  contributory  evidence  of  the  bizarre 
behavior  of  this  interesting  neoplasm.  During 
the  past  several  years  our  concept  of  the  behavior 
of  granulosa  cell  tumors  has  been  enhanced 
greatly.  The  frequently  quoted  report  of  Novak 
and  Brawner  of  28.1  per  cent  clinical  malignancy 
rate  of  these  neoplasms  has  been  substantiated 
in  a greater  or  lesser  percentage  by  many  investi- 
gators.1-4 We  have  learned  that  recurrence  of 
these  tumors  may  be  very  delayed.  The  report 
of  Jones  and  Te  Linde  of  three  cases,  dying 
eighteen,  twenty,  and  twenty-one  years  after 
removal  of  the  primary  tumor,  has  recently  been 
surpassed  by  Aimes  et  alf-6  This  French  group 
reports  excision  of  a retroperitoneal  mass  thirty- 
three  years  after  primary  removal  of  a granulosa 
cell  tumor  from  a girl  eight  years  of  age.  We  may 
go  to  Jones’  and  Te  Linde’s  report  again  for  a 
case  illustrating  the  marked  ascites  and  hydro- 
thorax occasionally  seen  with  granulosa  cell 
tumor.  They  report  a case  in  which  2,000  cc.  of 
fluid  was  removed  preoperatively  from  the  chest 
cavity  and  19,500  cc.  from  the  abdomen.  This 
tumor  at  operation  revealed  an  intact  capsule,  no 
implants,  and  only  slight  adhesions  to  the  broad 
ligament. 

We  have  grown  accustomed  to  associating 
sterility  with  granulosa  cell  tumor  in  the  men- 
struating woman;  yet  several  cases  of  these  neo- 
plasms found  in  association  with  pregnancy  have 
been  reported,  and  Greenhill  describes  a case  he 
operated  on,  in  which  the  tumor  was  discovered 
by  the  family  doctor  immediately  after  full-term 
delivery.7’8  Another  behavior  aspect  of  granu- 
losa cell  tumor  may  be  noted  in  the  increasing 
reports  of  its  association  with  adenocarcinoma  of 
the  uterus,  hypertrophy  of  the  uterus,  and 
leiomyomas.9’10 

In  the  field  of  lower  species  experimentation 
we  have  been  shown  that  the  granulosa  cell  tumor 
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forms  readily  in  the  ovaries  of  mice  subjected  to 
radiation  and  that  these  tumors  will  metastasize 
to  distant  organs;  again,  transplantation  of  a 
piece  of  such  a tumor  in  the  peritoneal  cavity  of 
related  mice  has  resulted  in  growth.11  Li  and 
Gardner  in  their  work  with  mice  are  attempting  to 
prove  that  the  overaction  of  gonadotropic  hor- 
mones is  responsible  for  the  development  of 
granulosa  cell  tumors.12 

Case  Reports 

Case  1. — E.  S.,  thirty- two-yei  old,  white 
Jewish  housewife,  gravida  II,  Para  1,  was  seen  at 
home,  complaining  of  seven-hour  history  of  dull 
pain  in  right  lower  abdominal  quadrant,  slowly  pro- 
gressive in  severity.  Ten  weeks  prior,  operation  had 
been  advised  by  another  gynecologist  for  a right 
ovarian  cyst.  For  three  and  one-half  years  patient 
had  been  sterile  and  for  a three-year  period  had  had 
irregular  and  infrequent  menstrual  periods,  occurring 
every  five,  six,  eight  weeks  to  three  months  and  last- 
ing five  days.  The  past  two  cycles  had  been  pro- 
longed, averaging  fourteen  and  ten  days,  respectively. 
Her  last  menstrual  period  was  forty-three  days  prior 
to  admission.  Slight  increase  in  libido  had  been 
noted  over  past  three  years;  weight  was  constant, 
no  breast  change  and  no  hair  distribution  change 
had  been  noted.  Obstetric  history  revealed  a 
spontaneous  early  abortion  at  twenty-three  years, 
followed  by  a normal,  full-term  pregnancy  at 
twenty-four  years.  Examination  at  home  dis- 
closed a slightly  enlarged,  retroverted  and  sinister- 
verted  uterus  displaced  by  a moderately  tender  10- 
to  12-cm.  right  ovarian  cystic  tumor. 

On  admission  to  the  hospital  temperature  was 
99.8  F.,  pulse  65,  and  respirations  22;  hemoglobin 
11.7  Gm.  (79  per  cent),  red  blood  cells  4,010,000, 
white  blood  cells  21,500  (polymorphonuclears  91 
per  cent);  urine  was  negative,  and  sedimentation 
time  fifteen  minutes.  On  moving  the  patient  from 
her  bed  to  a stretcher  for  examination,  the  patient 
went  into  sudden  marked  shock.  She  was  taken 
immediately  to  the  operating  room  and  1,000-cc. 
transfusion  of  citrated  whole  blood  begun. 

Operation  was  performed  immediately  under 
general  anesthesia.  A right  salpingo-oophorectomy 
with  cystectomy  was  performed.  The  abdominal 
cavity  contained  an  estimated  1,500  cc.  of  gross, 
fresh  blood.  The  cyst  was  anterior  and  revealed  a 
7-cm.  tear  in  its  capsule.  No  torsion  was  noted; 
the  uterus,  left  tube,  and  ovary  were  grossly  nor- 
mal. 

Report  of  tissue  examination  was  as  follows: 
Gross  Description — Specimen  consists  of  ovary  and 
fallopian  tube.  The  ovary  has  been  previously 
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ruptured  at  one  pole.  The  ovary  measures  11.0  by 
9.0  by  4.0  cm.  In  the  area  of  the  rupture,  the 
interior  of  the  ovary  is  seen  to  consist  of  friable 
medullary  type  of  tissue  which  contains  a good  deal 
of  what  is  apparently  fresh  blood  clot.  In  the 
poorly  fixed  portions  of  the  specimen,  the  wall  ot 
the  tumor  is  seen  to  consist  of  a brilliant  yellow, 
soft,  medullary  type  of  tissue.  Cross  section 
through  the  center  of  the  tumor  reveals  a yellow 
stroma  intermixed  with  areas  of  pinkish  liquid  soften- 
ing. 

Microscopic  examination — Section  of  ovarian 
tumor  shows  a moderately  thick  fibrous  capsule 
which  in  one  area  shows  a defect  and  some  hemor- 
rhage. The  tumor  itself  is  a well-preserved,  highly 
cellular  tumor  composed  of  fairly  uniform  poly- 
hedral to  elongated  cells  with  vesicular  nuclei  and 
moderately  prominent  nucleoli.  The  arrangement 
varies  from  solid  sheets  of  cells  to  cylindromatous 
pattern  and  in  a few  places  a microfollicular  pattern. 
The  whole  tumor  is  quite  vascular,  and  the  amount 
of  stroma  varies  from  scanty  to  considerable. 
Mitotic  figures  are  rare. 

Diagnosis — Granulosa  cell  tumor  of  right  ovary 
with  rupture  and  hemorrhage. 

The  patient’s  postoperative  course  was  uncom- 
plicated. Following  discharge  from  hospital,  per- 
iods became  regular,  occurring  every  thirty  days 
and  lasting  five  days.  She  delivered  a thirty-nine- 
week  baby  seventeen  months  after  her  date  of 
operation.  Recent  examination  twenty-nine 
months  after  operation  revealed  no  unusual  pelvic 
or  abdominal  findings.  Periods  are  regular  with 
thirty-day  cycle  and  of  five  days  duration. 

Case  2. — G.  G.,  thirty-five,  a white  telephone 
operator,  gravida  II,  Para  1,  complained  of  two- 
year  history  of  sense  of  pressure  in  left  lower  abdo- 
men. Menses  occurred  every  five  to  six  weeks  for 
past  three  years,  replacing  normal  twenty-eight-day 
cycle,  and  amount  of  flow  decreased  from  five  to 
three  days.  There  was  a three-year  history  of 
sterility  and  no  change  in  hair  distribution,  voice 
characteristics,  or  breast  structure.  Obstetric  his- 
tory revealed  a spontaneous  abortion,  early,  at 
twenty  years  of  age,  followed  by  a full-term,  normal 
pregnancy  at  twenty-three  years. 

Admission  pelvic  examination  revealed  a “grape- 
fruit-sized mass,”  free  and  slightly  tender,  of  the 
left  ovary;  uterus  was  normal.  Temperature,  pulse, 
and  respirations  were  normal;  hemoglobin  13.6  Gm. 
(92  per  cent),  red  blood  cells  4,650,000,  white 
blood  cells  9,700  (70  per  cent  polymorphonuclears); 
urine  was  negative,  sedimentation  time  twenty 
minutes,  nonprotein  nitrogen  33,  sugar  109. 

Operation  consisted  of  curettage,  total  hysterec- 
tomy, bilateral  salpingo-oophorectomy,  and  appen- 
dectomy. On  opening  the  abdomen  it  was  found 
filled  with  an  estimated  500  cc.  of  blood,  the  source 
of  which  was  a left  ovarian  tumor  with  a rent  in  its 
capsule. 

Report  of  tissue  examination  was  as  follows: 
Gross  description — Specimen  is  totally  removed 
uterus  and  cervix  with  attached  right  tube  and 
ovary.  The  body  of  the  uterus  measures  5 by  4 by 
2.5  cm.  The  external  os  admits  the  tip  of  a pair  of 


forceps.  The  myometrium  is  firm  and  pinkish-gray 
in  color.  The  endometrium  is  smooth,  velvety,  and 
reddish  in  color.  The  fallopian  tube  measures  7 by 
1.5  cm.  The  surface  is  bluish-gray  in  color.  The 
ovary  measures  4.5  by  2.5  by  2 cm.  and  has  been 
previously  opened.  On  section  it  contains  small 
cysts  measuring  up  to  3 mm.  in  diameter.  Another 
specimen  consists  of  left  ovary  and  tube.  The 
ovary  has  a rent  in  its  capsule;  the  capsule  is 
pinkish-gray  in  color  and  appears  cystic.  The 
ovary  measures  6 by  4 by  3.5  cm.;  it  is  seen  to  con- 
tain a papillary  cauliflower-like  growth  which  is 
grayish-yellow  in  color  and  moderately  firm  in  con- 
sistency. 

Microscopic  examination — Sections  of  curettings 
show  scanty  endometrium  in  the  proliferative  phase. 
Sections  of  uterus  show  normal  myometrium  with 
attached  layer  of  endometrium  in  the  proliferative 
phase.  This  layer  is  moderately  thick  but  does  not 
appear  to  be  cystic  or  hyperplastic.  Sections  of 
fallopian  tubes  are  not  remarkable.  A section  of 
cervix  shows  parakeratotic  squamous  epithelium 
with  moderate  round-cell  infiltration  of  the  stroma. 
Sections  of  the  right  ovary  show  several  follicle  cysts 
immediately  beneath  the  capsule,  some  of  which 
are  surrounded  by  a hemorrhagic  zone.  In  a 
deeper  zone,  however,  apparently  replacing  a cystic 
cavity,  there  is  a nest  of  tumor  cells  surrounded  by 
hemorrhage.  The  morphology  of  the  tumor  is 
similar  to  that  seen  in  the  left  ovary  and  will  not  be 
separately  described  here.  Numerous  sections  of 
left  ovary  show  a tumor  composed  of  solid  sheets  of 
round  to  polyhedral  cells.  These  tumor  cells  are 
rather  uniform,  contain  round  to  ovoid  nuclei  with 
prominent  nucleoli,  and  have  a moderate  amount 
of  pale-staining  cytoplasm  and  indistinct  cell 
boundaries.  Occasional  mitotic  figures  are  seen. 
The  tumor  as  a whole  has  a rather  solid  pattern  with 
solid  nests  of  cells  separated  by  a rather  scanty 
fibrous  stroma.  There  appears  to  be  no  alveolar 
arrangement,  and  the  tumor  cells  merge  rather 
imperceptibly  with  the  ovarian  stroma,  to  which 
they  have  some  resemblance.  In  some  areas  of  the 
tumor,  however,  the  cells  occur  in  columns  and  in 
still  other  areas  there  is  suggestion  of  watered  silk 
appearance.  There  are  no  microfollicles  seen  and 
only  occasional  acini.  Still  another  section  shows  a 
somewhat  cylindromatous  pattern  and  in  another 
there  are  rosettes  but  no  definite  follicles.  Fat 
stain  of  the  tumors  shows  numerous  very  fine  fat 
droplets  in  the  cytoplasm  of  the  well-preserved 
tumor  cells.  However,  there  are  greater  amounts 
of  fat  in  the  degenerated  areas. 

Diagnosis — Granulosa  cell  tumor  of  left  ovary 
with  cystic  degeneration,  perforation  of  capsule,  and 
intraperitoneal  hemorrhage;  granulosa  cell  tumor 
in  right  ovary  probably  metastatic;  multiple  follicle 
cysts  of  right  ovary;  total  uterus  with  endo- 
metrium in  proliferative  phase;  chronic  cervicitis 
with  parakeratosis;  fallopian  tubes.  Postoperative 
course  was  uneventful. 

Following  discharge  from  hospital  patient  re- 
ceived a course  of  fractional  x-ray  therapy  totaling 
7,200  r surface  dose;  depth  dose  3,456  r.  Recent 
follow-up  examination  one  year  after  operation  re- 
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vealed  no  unusual  pelvic  or  abdominal  findings. 
Condition  of  patient  was  considered  excellent. 

Comment 

In  Case  1 the  factor  precipitating  rupture  of 
the  granulosa  cell  tumor  was  moving  the  patient 
from  her  bed  to  a stretcher.  In  Case  2 the  cyst 

I apparently  ruptured  during  the  preoperative 
preparation  or  during  curettage.  It  is  of  interest 
to  consider  the  factors  that  predispose  the  granu- 
losa cell  tumor  to  such  ready  rupture.  As  Traut 
and  Marchetti  point  out,  the  granulosa  elements 
are  poorly  supplied  with  a supporting  framework 
upon  which  to  dispose  themselves.I * * * * * * * * * * * 13  They  are 
less  intimately  supplied  with  blood  vessels  and 
thus  are  more  prone  to  premature  accidents. 
Then,  too,  the  larger  tumors  may  be  subject  to 
cystic  degeneration,  necrosis,  and  intracystic 
hemorrhage;  torsion  and  infarction  have  been 
reported.  Von  Friesen,  of  Sweden,  echoes  the 
above  feeling.14 *  He  states  that  spontaneous  rup- 
ture of  the  granulosa  cell  tumor  with  hemorrhage 
is  actually  common  if  the  relative  infrequency  of 
the  neoplasm  itself  is  considered,  and  rupture  is 
not  remarkable  in  view  of  the  anatomic  structure 
of  the  tumor.  He  reports  seven  cases  of  rupture 
and  massive  hemorrhage  in  a series  of  50  granu- 
losa cell  tumors. 

In  this  country  the  occurrence  of  rupture  and 
marked  hemorrhage  is  rather  infrequently  pub- 
lished. Taussig,  in  1931,  reported  such  a case 
with  800  to  900  cc.  of  blood  found  in  the  abdom- 
inal cavity.18  This  cyst  apparently  ruptured 
during  preoperative  preparation  of  the  vagina. 
In  1933,  Schultz  described  a similar  rupture 
simulating  ectopic  pregnancy.16  Vogt,  in  1940, 
reported  a case  of  rupture  occurring  at  the  time 

I of  operation.17  No  recurrence  has  been  noted  in 
a two  year  follow-up  period.  Again  in  1940, 
Dockerty  and  MacCarty  published  a similar  case 
occurring  in  a fifty-nine-year-old  gravida  III, 
Para  l.18  A grade  1 adenocarcinoma  was  found 
in  the  uterus.  No  recurrence  of  symptoms  was 
noted  over  a seven-year  period.  The  following 

(year,  1941,  Bach  and  Montgomery  described  a 
ruptured  granulosa  cell  tumor,  the  diagnosis  of 
which  was  made  at  necropsy.19  The  abdominal 
cavity  contained  900  cc.  of  blood,  and  a dermoid 
was  found  in  the  opposite  ovary.  This  granulosa 
cell  tumor  revealed  large  areas  of  infarction  and 

! hemorrhagic  necrosis.  A more  recent  case  of 
rupture  was  reported  by  Bianco  and  Favorite 
with  a total  of  2,000  cc.  of  serosanguinous  fluid 
found  in  the  peritoneal  cavity.20  In  England, 
Brewer  noted  in  1948  a rupture  in  two  places  of  a 
9 by  7 by  5 cm.  tumor  associated  with  a total  of 
568  cc.  of  blood  and  clots  within  the  abdomen.21 
An  interesting  case  in  which  imminent  rupture 
was  avoided  was  reported  last  year  by  Toppozada 


of  Farouk  University  Hospital  in  Alexandria, 
Egypt.22  He  removed  a granulosa  cell  tumor 
consisting  of  two  large  attached  masses.  An 
aspiration  of  “2.5  L.  of  almost  pure  dark  blood" 
was  performed  in  the  second  cystic  mass  to  per- 
mit surgical  delivery  of  the  tumor. 

Another  interesting  consideration  in  cases  of 
this  type  is  the  fate  of  the  multiple  tumor  par- 
ticles, macroscopic  and  microscopic,  which  must 
be  strewn  through  the  confines  of  the  pelvic  and 
abdominal  cavities.  In  this  natural  warm  and 
moist  environment  can  such  particles  survive? 
Have  the  prior  degenerative  changes  and  necrosis 
which  would  seem  to  be  the  precursors  of  such  an 
accident  vitiated  the  tissues  in  the  area  of  rupture 
and  drainage  to  the  extent  of  making  such  par- 
ticles weakly  viable  or  nonviable?  It  will  be 
necessary  to  follow  such  cases  carefully  for  many 
years  before  one  can  hazard  an  opinion.  Cer- 
tainly, in  the  two  cases  presented,  a follow-up  of 
only  two  years  and  one  year,  respectively,  is 
essentially  valueless  at  this  time. 

Summary 

1 . Two  cases  of  spontaneous  rupture  of  granu- 
losa cell  tumors  with  massive  intra-abdominal 
hemorrhage  are  presented. 

2.  One  case  was  followed  by  normal  delivery 
in  seventeen  months. 

3.  One  case  was  associated  with  a comparable 
small  lesion  in  the  opposite  ovary,  possibly 
metastatic. 

4.  Negative  follow-up  examinations  at  two 
years  and  one  year,  respectively,  are  of  little 
prognostic  value  at  present  as  to  future  recur- 
rence or  survival  of  tumor  implants. 

502  Eighth  Avenue 

I wish  to  express  my  appreciation  to  Dr.  G.  H.  Davis  for 

use  of  Case  2 and  to  Dr.  John  Howe  for  his  descriptions  of 

the  gross  and  microscopic  pathology.  The  microscopic  sec- 
tions of  both  cases  were  reviewed  by  Dr.  J.  Arnold  de  Veer 

of  the  Brooklyn  Hospital,  and  the  sections  of  Case  2 were 

reviewed  by  Dr.  Frank  Foote  of  the  Memorial  Hospital. 

Discussion 

Samuel  A.  Wolfe,  M.D.,  Brooklyn. — Spontaneous 

rupture  is  a rare  finding  in  granulosa  cell  tumors.  I 

have  had  no  personal  experience  with  this  complica- 

tion. Several  etiologic  factors  are  possible:  (1) 

torsion  of  the  tumor  with  interstitial  hemorrhage 

and  necrosis,  (2)  malignant  perforation  with  second- 

ary rupture,  or  (3)  rupture  of  a cystic  segment  of 

the  granulosa  tumor  due  to  increasing  fluid  pres- 

sure. Such  a tumor  with  a cystic  compactment 

was  noted  by  Wolfe  and  Kaminester  in  their  series. 

Granulesa  tumors  originally  considered  benign 

show  a high  rate  of  malignancy  reaching  an  inci- 

dence of  almost  30  per  cent.  Accordingly,  when  a 

granulosa  cell  tumor  is  identified  at  operation, 

decision  as  to  therapy  is  difficult.  In  a patient 

over  thirty-five  years  of  age,  especially  if  she  has 
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borne  children,  radical  removal  of  the  uterus  and 
adnexae  is  indicated.  Fortunately,  this  is  feasible 
since  granulosa  cell  tumors  generally  occur  in 
elderly  women.  Younger  patients  with  whom 
child-bearing  is  of  consequence  should  have  simple 
salpingo-oophorectomy  if  there  is  no  gross  evidence 
of  malignancy,  i.e.,  perforation  of  the  capsule  or 
infiltration  of  the  mesovarium.  Immediate  study 
of  a frozen  section  from  the  removed  tumor  should 
be  of  great  help  in  directing  surgical  therapy. 
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23,260  VETERANS  TO  STUDY  MEDICINE 
A Veterans  Administration  study  of  the  principal 
courses  and  employment  objectives  of  2,535,385 
veterans  enrolled  in  school  and  job  training  establish- 
ments under  the  G.  I.  Bill  and  Public  Law  16  on 
December  1,  1948,  shows  that  veteran-students  in 
the  medical  sciences  represented  3 per  cent  of  the 
total  number  of  all  trainees.  Of  the  78,143  vet- 
erans enrolled  under  the  G.  I.  Bill,  more  than  one 
third,  or  23,260  were  taking  courses  in  medicine 
and  surgery.  The  rest  were  studying  in  the  follow- 


ing fields: 

Dentistry 7,603 

Nursing 3,955 

Osteopathy 918 

Pharmacy 11,668 

Veterinary  medicine 2,036 

Chiropractic 3,287 

Optometry 3,374 

Chiropody 1,107 

Physical  Therapy 325 

Occupational  therapy 156 

Laboratory  technic 1,240 

Dental  hygiene 103 

Dental  mechanics 2,738 

Medical  service 250 

Public  Health 399 

Bacteriology 600 


Premedical,  predental,  and  preveterinary  stu- 
dents numbered  14,784.  Seventy  per  cent  of  these, 
or  10,487,  were  in  premedical  courses. 

Under  Public  Law  16 — an  act  providing  training 
for  those  with  service-connected  disabilities — vet- 
erans training  in  the  medical  professions  numbered 
5,168. 

Of  these,  1,540  were  enrolled  in  medical  courses; 
1,207,  pharmacy;  904,  dentistry;  505,  chiropracty; 
469,  veterinary;  194,  nursing,  and  349,  medical 
services. 

Eligibility  for  G.  I.  Bill  training  consists  of  (1) 
active  military  service  some  time  between  Sept. 
16,  1940,  and  July  25,  1947;  (2)  service  of  at  least 
90  days,  or  a discharge  for  a service-connected  dis- 
ability if  released  before  90  days’  service,  and  (3) 
a discharge  under  conditions  other  than  dishonorable. 
For  Public  Law  16,  requirements  are  (1)  military 
service  between  the  1940  and  1947  dates;  (2)  a dis- 
charge other  than  dishonorable;  (3)  a compensable 
service-connected  disability,  and  (4)  VA’s  deter- 
mination that  training  is  necessary  to  overcome  a 
handicap.  While  in  training,  veterans  may  re- 
ceive a subsistence  allowance  from  VA. — J.A.M.A., 
July  SO,  1949 


MECKEL’S  DIVERTICULUM 

A Twenty-Year  Survey  and  Report  of  an  Unusual  Case 

Richard  M.  Hyman,  M.D.,  and  Stephen  L.  Gumport,  M.D.,  New  York  City 

( From  the  Surgical  Service  of  the  Lenox  Hill  Hospital) 


IN  1809  and  again  in  1812,  Meckel  gave  the 
first  classic  description  and  embryologic  ex- 
planation of  this  anomaly.  Since  then  numerous 
contributions  have  been  made  to  the  literature. 
The  occurrence  of  Meckel’s  diverticulum  is  not 
rare,  since  it  is  found  in  about  2 per  cent  of  all 
postmortem  examinations.  It  is  two  to  four 
times  more  frequent  in  males  than  in  females. 
In  location  it  varies  but  averages  20  inches  proxi- 
mal to  the  ileocecal  valve.  In  most  cases  the 
diverticulum  arises  from  the  antimesenteric 
border  of  the  ileum,  although  it  may  originate 
from  the  mesenteric  aspect.  In  size  it  ranges 
from  a mere  nubbin  to  10  inches  in  length,  and 
in  diameter  it  may  equal  the  ileal  lumen. 

The  embryologic  origin  is  from  the  remnant  of 
the  omphalomesenteric  duct  (Vitelline  duct  or 
yolk  stalk)  connecting  the  midgut  with  the  yolk  sac . 
Several  variations  of  development  may  occur. 
Eisendrath  has  recorded  the  potential  variants 
which  may  exist:  (1)  A complete  canal  may  per- 
sist, opening  at  the  umbilicus  and  communicating 
with  the  lumen  of  the  ileum;  (2)  either  the  um- 
bilical or  the  intestinal  portion  of  the  canal  may 
persist,  the  usual  Meckel’s  diverticulum  being 
formed  when  the  intestinal  portion  exists  alone; 
(3)  an  intermediate  portion  of  the  canal  may 
persist  giving  rise  to  a cyst  due  to  retained  secre- 
tion, and  (4)  the  entire  canal  may  be  represented 
by  a residual  cord  or  closed  band  containing  the 
umbilical  vessels.1 

Histologically,  the  structure  is  usually  that  of 
ileum,  but  the  presence  of  tissues  such  as  pan- 
creas, stomach,  colon,  and  duodenum  have  been 
reported.  It  is  most  often  asymptomatic  but 
may  initiate  any  of  the  following  complications: 
(1)  acute  diverticulitis,  (2)  acute  diverticulitis 
with  perforation  and  peritonitis,  (3)  mechanical 
intestinal  obstruction,  (4)  ulceration  and  hemor- 
rhage from  heterotopic  gastric  mucosa,  (5)  in- 
tussusception, and  (6)  congenital  fecal  fistula. 
Various  specific  infections  and  neoplasms  may 
also  arise  in  the  diverticulum.  All  of  these  com- 
plicating events  have  been  described.  Recently, 
Morlock  and  Bennett  reported  an  unusual  case 
of  an  umbilical  fecal  fistula,  originating  in  a 
Meckel’s  diverticulum,  in  a seventy-five-year- 
old  woman.2  The  case  which  we  are  reporting 
also  represents  in  an  adult  a fecal  fistula  exiting 
lateral  to  the  umbilicus  and,  therefore,  probably 
not  representing  a congenitally  patent  canal. 


Case  Report 

A fifty-one-year-old  white  man  was  admitted  to 
the  surgical  service  in  December,  1947.  Chief  com- 
plaint was  a red  swelling  of  the  left  abdominal  wall 
of  three  weeks  duration  with  spontaneous  drainage 
of  pus  for  two  days  prior  to  admission.  In  1917,  he 
had  been  operated  on  for  a similar  abscess  in  the 
identical  location.  This  was  incised  and  drained  and 
closed  uneventfully.  In  1927,  he  was  again  hospi- 
talized and  a laparotomy  performed  for  an  acute 
appendicitis  with  perforation.  These  case  recards 
are  not  available.  The  remainder  of  the  history  is 
negative.  Following  appendectomy,  he  had  been  in 
good  health  until  the  present  complaint. 

Examination  revealed  a well-developed  male,  not 
acutely  ill.  At  the  level  of  the  umbilicus  and  2 
inches  to  the  left  of  the  midline,  an  irregular  re- 
tracted scar  was  noted  with  a large,  indurated,  red- 
dened and  tender  mass,  3 inches  in  diameter,  cen- 
tered over  the  lateral  angle  of  the  scar.  At  the 
middle  of  this  swelling  a small  draining  sinus  could 
be  probed.  The  blood  count  was  normal.  One  day 
after  admission  the  abscess  was  incised  and  drained, 
the  abscess  cavity  extending  down  to  the  rectus 
sheath,  and  in  one  area  appearing  to  pierce  the 
sheath.  Culture  was  returned  as  Escherichia  coli. 
A flat  film  and  a barium  clysma  were  both  reported 
as  negative.  There  was  no  evidence  of  any  foreign 
body.  The  wound  continued  to  drain  purulent  ma- 
terial and  showed  little  evidence  of  closing.  He  was 
discharged  on  the  fourteenth  hospital  day  with  a 
final  diagnosis  of  abscess  of  the  abdominal  wall. 

After  several  follow-up  dressings  the  wound  closed. 
He  was  not  seen  again  until  three  months  later  when 
he  returned  with  a recurrent  draining  sinus  at  the 
same  site,  was  readmitted,  and  the  tract  and  under- 
lying abscess  cavity  explored  and  excised.  Post- 
operatively,  the  draining  sinus  again  persisted.  At 
this  time  the  tract  could  be  probed  for  a distance  of 
6 inches  and  seemed  to  extend  towards  the  right 
lower  quadrant.  A Meckel’s  diverticulum  was  not 
considered  because  of  the  lateral  exitus  of  the  sinus. 
A Number  12  ureteral  catheter  was  introduced  into 
the  tract,  and  20  cc.  of  lipiodol  were  injected.  Films 
were  reported  as  follows:  “Examination  reveals  an 
opaque  catheter  extending  through  the  abdominal 
wall  along  a periumbilical  tract  towards  the  region  of 
the  terminal  ileum.  An  opaque  media  has  been  in- 
jected and  outlines  the  distal  small  intestine”  (Fig. 
1).  A Meckel’s  diverticulum  was  then  considered, 
in  spite  of  the  aberrant  location  of  the  tract. 

Four  months  after  his  original  admission  a lapa- 
rotomy was  performed,  a catheter  being  first  in- 
serted through  the  tract  for  a distance  of  12  inches. 
The  abdomen  was  opened  through  a midline  supra- 
pubic incision.  Exploration  revealed  a typical 
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Fig.  1.  X-ray  showing  opaque  catheter  intro- 
duced into  sinus  tract  with  lipiodol  visualization 
of  the  distal  ileum. 


Meckel’s  diverticulum  arising  at  a point  14  inches 
proximal  to  the  ileocecal  valve  on  the  antimesenteric 
border  of  the  bowel  passing  to  the  anterior  abdomi- 
nal wall  lateral  to  the  umbilicus.  The  distal  third 
of  the  diverticulum  was  adherent  to  the  parietal 
peritoneum  to  the  left  of  the  midline.  The  divertic- 
ulum was  easily  dissected  free  and  resected.  It 
measured  1 inch  in  greatest  diameter  and  6 inches  in 
length,  being  lined  throughout  by  mucosa.  After 
an  uneventful  recovery,  the  patient  was  discharged 
on  the  twelfth  postoperative  day.  He  has  been 
clinically  well  during  the  past  nine  months.  Patho- 
logic report  was  as  follows:  “Chronically  inflamed 
Meckel’s  diverticulum.  Mucosa  of  the  ileal  type 
and  no  heterotopic  tissue  observed.” 

Discussion 

The  above  described  complication  of  fecal 
fistula  has  not  been  reported  in  the  literature. 
Morlock  and  Bennett  were  unable  to  find  any 
record  of  an  umbilical  fecal  fistula  secondary 
to  a Meckel’s  diverticulum  occurring  in  an  adult, 
their  case  being  the  first  published  report.2 
Considering  the  embryology  of  the  anomaly,  the 
present  case  in  all  probability  does  not  represent 
a congenital  persistent  midline  canal  connecting 
umbilicus  and  ileum,  since  the  fistulous  tract 
exited  2 inches  lateral  to  the  midline  and  on 
exploration  did  not  involve  the  umbilicus.  One 
would  be  led  to  believe  that  we  are  dealing  with 
a diverticulum  which  originally  rested  free  within 
the  peritoneal  cavity.  Apparently  thirty  years 
prior  to  his  admission  at  Lenox  Hill  Hospital, 
he  had  developed  an  abdominal  wall  abscess 
secondary  to  a Meckel’s  diverticulum  which 


had  become  adherent  at  its  tip  to  the  anterior 
abdominal  wall  lateral  to  the  umbilicus.  This 
process  drained  and  subsided  and  remained  quiet 
for  a period  of  thirty  years  only  to  recur  with  the 
development  of  another  abdominal  wall  abscess 
at  the  same  site  with  subsequent  postoperative 
fecal  fistula. 

Survey  of  Cases  at  the  Lenox  Hill  Hospital — 
1928  to  1948. — The  records  of  the  Hospital  for 
this  twenty-year  period  show  a total  number  of 
21  cases  of  Meckelian  diverticuli,  excluding  the 
present  case.  The  following  statistical  facts  were 
noted : 

1.  Age:  Youngest,  eight  months;  oldest, 

sixty-three  years;  average  age,  twenty- 
seven  years. 

2.  Sex:  Male,  12;  female,  9. 

3.  Position:  Average  distance  from  ileocecal 

valve,  16  inches.  In  all  but  one  case  it 
arose  from  the  antimesenteric  border. 

4.  Size:  1 inch  in  diameter  and  2 inches  in 

length  (average). 

5.  Ileal  mucosa  present  in  all  cases  except  one 

in  which  gastric  mucosa  was  noted. 

6.  Mortality:  One  patient  died  of  a perfor- 

ated diverticulitis  with  secondary  peri- 
tonitis and  intestinal  obstruction. 

7.  In  no  case  where  a diseased  diverticulum 

was  found  was  such  diagnosis  made  pre- 
operatively. 

8.  Pathology: 

(a)  In  11  of  the  21  cases  a nonrelated, 
asymptomatic,  noninflamed  Meckel’s 
diverticulum  was  found,  in  addition  to 
the  primary  lesion  for  which  the  pa- 
tient was  operated. 

( b ) A noninflamed  Meckel’s  diverticulum 
was  the  causative  agent  in  small  bowel 
intussusception  in  two  cases,  both  un- 
der one  year  of  age. 

(c)  In  an  eleven-month  old  child  the  diver- 
ticulum persisted  as  a patent  umbilical 
fecal  fistula  from  birth. 

(d)  In  one  case  an  acute  Meckel’s  divertic- 
ulitis was  found  incarcerated  in  a 
right  indirect  inguinal  hernial  sac. 

(e)  In  six  cases  an  acute  Meckel’s  divertic- 
ulitis existed  as  the  primary  lesitn. 
Three  of  these  had  perforated  with 
resulting  peritonitis  and  secondary 
obstruction  of  the  ileum.  The  pre- 
operative diagnosis  in  all  six  cases  was 
acute  appendicitis. 

(/)  In  no  case  did  an  ileal  fistula  occur  in 
an  adult. 

The  findings  in  this  survey  coincide  with  those 
of  existing  reports.  Figures  regarding  age, 
position,  and  size  are  those  usually  quoted.  The 


October  1,  1949] 


SIGMOIDORECTAL  ELECTROSURGICAL  SNARE 


2311 


sex  ratio  shows  a higher  percentage  of  females 
than  is  expected.  This  may  well  be  due  to  the 
fact  that  several  were  found  incidentally  in 
patients  undergoing  hysterectomy.  The  pres- 
ence of  ileal  mucosa  in  all  but  one  case  conforms 
to  the  normal,  although  the  report  of  gastric 
mucosa  in  one  diverticulum  represents  an  occa- 
sional histologic  finding.  It  is  important  to  note 
that  the  diagnosis  of  acute  Meckel’s  divertic- 
ulitis was  not  made  in  any  of  the  six  cases, 
affirming  the  fact  that  the  lesion  is  rarely  recog- 
nized and  that  it  must  be  considered  in  any 
evaluation  of  the  acute  abdomen.  In  53  per  cent 
of  the  cases  the  diverticulum  proved  to  be  an 
incidental  finding,  this  being  typical  of  most 
reported  series  of  the  anomaly.  The  case  of  a 
congenital  fecal  umbilical  fistula  demonstrates  a 
rare  but  potential  complication.  The  two  cases 
of  intussusception  reinforce  the  impression  that  a 


Meckel’s  diverticulum  is  an  important  initiating 
factor  in  small  bowel  intussusception  in  infants. 
Lastly,  the  finding  of  an  acute  diverticulitis 
incarcerated  in  a hernial  sac  is  unusual  and  has 
not  been  previously  noted,  providing  still  more 
evidence  of  the  versatility  of  this  anomaly. 

Summary 

A brief  discussion  of  Meckels  diverticulitis  is 
presented.  An  interesting  case  of  recurrent 
abdominal  wall  abscess  and  ileal  fistula  in  an  adult 
secondary  to  a Meckel’s  diverticulum  is  cited, 
and  a twenty-year  incidence  of  the  diverticulum 
at  a large  voluntary  hospital  is  analyzed  and 
discussed. 
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SIGMOIDORECTAL  ELECTROSURGICAL  SNARE 

Robert  Turell,  M.D.,  New  York  City 
( From  the  Surgical  Services  of  Beth  Israel  and  Montefiore  Hospitals) 


THIS  instrument  consists  of  a pistol-like 
handle  that  fits  well  into  the  average-sized 
hand,  affording  a firm  grip,  and  it  does  not  inter- 
fere with  the  visualization  of  the  lesion  to  be 
treated  (Figs.  1,  2,  3).  To  the  top  of  this  handle 
there  is  attached  a unit  which,  at  its  distal  end, 
receives  a well  insulated  tube  or  stem  with  its 
stainless  metal  carrier  of  the  snare  wires.  The 
wire  carrier  at  its  distal  end  has  four  perforations, 
any  two  of  which  receive  specially  bent  ends  of 
the  snare  wire  and  determine  the  desired  size  of 


Fig.  1.  The  snare  in  position  for  operation. 


the  wire  loop;  this  carrier  may  be  substituted 
by  a hinged,  loop  snare  wire  (Fig.  2). 

The  insulated  tube  or  stem  is  made  in  various 
lengths,  6 inches  (15  cm.),  10  inches  (25  cm.), 
and  14  inches  (35  cm.),  and  is  held  firmly  by  a 
screw-on  mechanism.  A similar  screw-on  attach- 
ment, located  on  the  right  side  of  the  unit  holding 
the  snare  wire  carrier,  has  a range  of  2.5  inches 
(6.5  cm.)  and  is  moved  easily  forward  and  back 
with  the  index  finger  of  the  hand  grasping  the 


Fig.  2.  Handle  with  stem  attached.  Adjacent 
to  the  stem  lies  the  carrier  for  adjustable  snare 
wire,  and  outside  of  this  lies  the  hinged  loop  snare 
wire. 


2312 


ROBERT  TURELL 


[N.  Y.  State  J.  M. 


Fig.  3.  The  assembled  snare.2 


handle  through  a metal  ring  designed  for  this 
purpose  (Figs.  1,  2,  3).  Through  the  distally 
placed  tip  of  the  handle  (Figs.  3,  1)  the  snare  is 
connected  to  an  electrosurgical  generator  designed 
for  coagulation  and  cutting. 

To  remove  a polypoid  lesion,  its  pedicle  or 
stalk  is  caught  in  a loop  about  0.25  to  0.5  cm. 
below  the  mucosal  base,  is  gradually  strangulated, 
and  finally  severed  or  amputated  by  pulling  the 
electrically  activated  wire  loop  into  the  stem 
(Figs.  1,  4).  Better  hemostasis  may  be  effected 
by  the  employment  of  the  coagulating  rather  than 
the  cutting  current.  If  desired  the  remaining 
short  stump  or  base  may  be  desiccated  using  the 
tip  of  the  wire  loop  or  specially  designed  elec- 
trodes.1 


Fig.  4.  Magnified  view  showing  the  relationship 
of  the  wire  loop  to  the  pedicle  or  stalk. 
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My  thanks  are  due  to  Mr.  F.  J.  Wallace,  president  of  the 
American  Cystoscope  Makers,  Inc.,  New  York  City,  for  his 
cooperation. 
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PATIENTS  IN  BRITAIN  OVERDO  FREE  RIDES 


So  many  things  are  provided  free  to  patients  under 
Britain’s  National  Health  Service  that  it  would  seem, 
from  a superficial  glance,  that  a slightly  extra  burden 
in  one  direction  or  another  would  hardly  make  much 
difference.  Yet  there  is  a continual  battle  on  the 
part  of  the  Ministry  of  Health  to  keep  the  demands 
of  ailing  persons — and  some  not  so  ailing — within 
reasonable  bounds. 

Free  rides  in  “ambulances,”  most  of  which  are  in 
reality  private  cars  provided  by  volunteer  owners 
and  operated  by  various  ambulance  brigades,  are 
being  taken  advantage  of  by  an  increasing  number 
of  people  to  the  point  where  the  Ministry,  according 
to  the  London  Sunday  Express,  has  warned  that  the 
service  may  break  down  unless  the  demands  are 
curtailed. 

An  instance  was  cited  of  a titled  woman  who  called 
for  a car  to  take  her  maid  and  herself  from  a London 
apartment  to  her  country  place  on  the  East  Coast 


on  the  ground  that  she  was  suffering  from  arthritis. 
She  made  a small  donation  to  the  driver,  but  nothing 
what  a private  conveyance  would  have  cost. 

Strictly  speaking,  the  service  is  supposed  to  be 
only  for  the  benefit  of  those  patients  incapable  of 
using  oidinary  means  of  transportation,  but,  as  it  has 
worked  out,  the  ambulance  drivers  receive  calls 
from  all  sorts  of  people  anxious  to  be  taken  on 
various  jaunts,  principally  for  drives  into  the  coun- 
try, where  they  intend  to  spend  some  time  conva- 
lescing. 

Other  patients  have  cars  pick  them  up  regularly 
each  week  to  take  them  to  doctors’  offices  for  mas- 
sage and  other  treatments.  There  is  nothing  the 
ambulance  brigades  can  do  about  refusing  the 
applications,  it  is  said,  provided  the  patient  has  been 
able  to  prevail  upon  a doctor  to  certify  that  public 
transport  would  be  harmful. — New  York  Times, 
July  9, 1949 


ANTIHISTAMINIC  THERAPY  OF  ALLERGIC  DISORDERS  IN 
INFANTS  AND  CHILDREN 

I.  Newton  Kugelmass,  M.D.,  New  York  City 


THE  purpose  of  this  study  is  to  determine  the 
relative  effectiveness  and  dosage  of  Benadryl, 
Diatrin,  and  Pyribenzamine  in  over  309  infants, 
children,  and  adolescents  with  amenable  allergic 
disorders.  The  test  period  for  each  drug  was  two 
to  four  weeks,  allowing  a week  for  the  shift  to 
another  drug.  The  cases,  ranging  from  one  week 
to  seventeen  years  of  age,  were  examined  biweekly 
to  evaluate  the  effects  and  side-effects  of  the 
antihistaminic  therapy.  Effects  observed  thirty 
minutes  after  oral  administration  lasted  for  several 
hours.  Consequently,  each  drug  was  offered  after 
feedings  and  at  bedtime  if  allergic  symptoms  were 
constant  and  after  any  feeding  or  whenever  neces- 
sary if  the  symptoms  were  intermittent.  Ap- 
praisal of  subjective  responses  was  attained  by 
teaching  parents  to  record  their  observations  in 
terms  of  time,  duration,  severity,  and  frequency 
of  attacks.  Clinical  evaluation  of  symptomatic 
drugs  becomes  a first  approximation  because  of 
the  variability  of  the  allergic  state  and  antiallergic 
activity  in  the  same  child  at  different  times. 

Antihistaminic  Dosage 

The  amount  of  antihistaminic  administered  to 
obtain  the  desired  therapeutic  effect  without 
untoward  manifestations  was  determined  for  each 
drug.  Each  drug  was  offered  in  an  elixir  vehicle 
or  in  tablet  form.  The  initial  dose  was  small  and 
probatory,  gradually  increased  according  to  toler- 
ance and  effectiveness,  and  decreased  or  discon- 
tinued with  evidence  of  side-effects.  Since  the 


dosage  of  Benadryl  and  Pyribenzamine  has  been 
established  to  be  about  2 mg.  per  Kg.  body  weight 
for  children,  we  estimated  the  dosage  of  Diatrin 
at  each  age  level. 

The  three  antihistaminics  are  well  tolerated, 
since  they  act  on  the  relatively  underdeveloped 
cerebral  cortex  in  infancy.  The  response  in 
childhood  was  similar  to  that  observed  in  adults. 
Continuous  therapy  involved  four  doses  daily, 
after  feedings  and  at  bedtime.  Intermittent 
therapy  involved  a single  dose  whenever  neces- 
sary, effective  within  thirty  minutes  and  lasting 
for  several  hours.  The  action  of  an  antihista- 
minic is  almost  immediate,  hence  its  tolerance, 
effectiveness,  and  toxicity  was  determined 
promptly.  Once  established  it  was  alternated 
with  another  antihistaminic  within  seven  to  ten 
days  to  compare  relative  value  and  dosage,  re- 
spectively. Despite  promptness  of  action  of  the 
antihistaminics,  no  attempt  was  made  to  replace 
them  for  epinephrin  in  emergencies  because  their 
immediate  effectiveness  is  less  satisfactory. 

The  correct  dosage  was  difficult  to  estimate  in 
terms  of  any  simple  factor  such  as  age  and  weight 
of  the  child  or  severity  and  duration  of  the  allergic 
illness.  The  closest  approximation  was  in  terms 
of  body  weight,  but  the  dose  range  was  relatively 
wide  for  each  age  level  depending  on  the  intensity 
of  the  illness.  Application  of  Fried’s,  Clark’s, 
or  Young’s  rule  was  futile  for  the  individual  infant 
or  child  although  the  general  principle  obtained. 
There  was  no  substitute  for  close  observation  of 


TABLE  1. — Diatrin  Dosage  in  Infants  and  Children 


Average 

Average 

Dose  Range 

Dose  (Mg. 

Dose  (Mg. 

Average  Weight 

Number 

(Mg.  per 

per  24 

per  Pound 

Age 

(Pounds) 

of  Cases 

24  Hours) 

Hours) 

Body  Weight) 

Months  3 

13.0 

2 

3-8 

5.0 

0.5 

6 

17.5 

2 

4-10 

5.0 

0.5 

9 

20.5 

2 

8-20 

15.0 

0.6 

12 

22.5 

2 

10-25 

15.0 

0.6 

15 

25.0 

4 

10-25 

20.0 

0.8 

18 

26.5 

2 

10-30 

20.0 

0.8 

21 

28.0 

2 

10-30 

20.0 

0.8 

24 

30.0 

2 

10-30 

20.0 

0.8 

Years  2.5 

32.0 

3 

15-25 

25.0 

0.9 

3.5 

36.0 

5 

25-45 

35.0 

1.0 

4.5 

38.5 

2 

25-50 

40.0 

1.0 

5.5 

43.5 

6 

40-80 

60.0 

1.1 

6.5 

48.0 

4 

40-80 

60.0 

1.1 

7.5 

52.5 

4 

50-80 

60.0 

1.2 

8.5 

58.5 

2 

50-100 

80.0 

1.2 

9.5 

64.5 

5 

55-100 

80.0 

1.3 

10.5 

70.5 

4 

60-90 

80.0 

1.3 

11.5 

77.0 

5 

70-100 

80.0 

1.3 

12.5 

85.0 

4 

60-150 

100.0 

1.3 

13.5 

95.0 

4 

80-150 

115.0 

1.3 

14.5 

107.0 

2 

100-200 

150.0 

1.5 

15.5 

123.5 

2 

150-350 

180.0 

1.5 

16.5 

133.0 

2 

150-350 

200.0 

1.5 

17.5 

140.0 

2 

150-400 

220.0 

1.5 
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the  individual  problem.  Nevertheless,  we  found 
a satisfactory  guide  to  the  dosage  of  Diatrin: 
Infants  5 to  25  mg.  per  twenty-four  hours  or 
0.5  to  0.8  mg.  per  pound  body  weight;  children 
25  to  75  mg.  per  twenty-four  hours  or  0.8  to 
1.2  mg.  per  pound  of  body  weight,  and  adoles- 
cents 75  to  200  mg.  per  twenty-four  hours  or 
1.2  to  1.5  mg.  per  pound  of  body  weight  (Table  1). 

Gastrointestinal  Allergy 

Gastrointestinal  symptoms,  with  or  without 
other  allergic  manifestations,  may  occasionally  be 
indicative  of  an  antigen-antibody  reaction  with 
the  intestinal  wall  as  the  shock  organ.  Two  new- 
borns thrived  on  their  milk  mixtures  for  a fort- 
night and  then  began  to  vomit,  show  colicky  pain, 
and  pass  loose  stools  tinged  with  bright  red  blood. 
Diatrin  syrup,  10  to  20  drops  after  feedings, 
decreased  but  did  not  abolish  the  sensitization  to 
cow’s  milk.  Six  infants  with  pylorospasm,  col- 
icky pain,  and  diarrhea  were  found  to  be  sensitive 
to  milk,  wheat,  orange,  tomato,  and  eggs,  by 
clinical  trial  as  well  as  by  skin  test  reaction.  Dia- 
trin and  Pyribenzamine  syrup,  respectively,  */* 
teaspoon  three  times  a day,  relieved  the  intensity 
of  the  symptoms  as  long  as  the  drugs  were  admin- 
istered. Complete  relief  was  obtained  only  with 
elimination  of  allergic  offenders. 

Fifteen  older  children  with  abdominal  allergy 
were  more  responsive  to  antihistaminics.  Four 
children  avoided  specific  foods  because  of  the  im- 
mediateness of  digestive  symptoms  following 
ingestion  of  the  reacting  food.  Intradermal 
tests  showed  an  immediate  wheal  reaction  to 
known  offenders.  Diatrin  syrup  after  ingestion 
of  such  foods  neutralized  the  allergic  reaction 
and  thus  prevented  the  so-called  allergic  indiges- 
tion. Two  children  developed  more  acute  attacks 
of  gastroenteritis  with  vomiting,  epigastric  pain, 
diarrhea,  edema  of  the  face  and  mouth,  and 
general  urticaria  following  ingestion  of  shellfish, 
nuts,  and  cottonseed  products,  confirmed  by  the 
immediate  wheal  skin  test.  Diatrin  aborted 
attacks,  but  the  offending  foods  produced  visceral 
discomfort.  Three  children  with  recurrent  vom- 
iting due  to  food  hypersensitiveness  were  not 
relieved  of  these  attacks  by  antihistaminics.  Six 
children  with  chronic  diarrheal  disorders,  with 
proved  food  allergy  also  failed  to  respond  to  anti- 
histaminics (Table  2). 

Seasonal  Hay  Fever 

Pollen  hypersensitiveness  in  the  infant  takes 
the  form  of  a recurring  summer  cold  with  watery 
mucous  discharge,  intermittent  nasal  blockage, 
and  streaming  eyes,  but  without  the  paroxysmal 
sneezing  attacks  that  occur  in  the  child.  All  the 
56  children  studied  were  receiving  desensitization 
therapy  to  specific  pollen  allergens;  hence  anti- 


TABLE  2. — Therapeutic  Effects  of  Antihistaminics  in 
Gastrointestinal  Allergy 

Number 

Group  of  Cases  Vomiting  Colic  Diarrhea 
Degree  of  Improvement  According  to  Symptoms 
Newborns  6 — + — 

Infants  16  — + + 

Children  29  + + + 

Degree  of  Improvement  According  to  Antihistaminio 


Benadryl 

17 

30 

45 

25 

Diatrin 

17 

35 

50 

25 

Pyribenzamine 

17 

35 

50 

25 

histaminic  administration  constituted  adjuvant 
therapy.  The  symptoms  of  hay  fever,  presented 
singly  and  in  various  grades  and  combinations, 
were  alleviated  promptly  by  antihistaminics. 
The  order  of  response  was  itching  of  the  eyes, 
nose,  and  throat,  sneezing,  rhinorrhea,  and  nasal 
blocking,  respectively,  and  the  effect  was  notice- 
able on  the  first  day  of  treatment.  Each  of  the 
three  antihistaminics  controlled  the  symptoms, 
but  it  required  less  Diatrin  than  Pyribenzamine 
or  Benadryl  to  obtain  the  desired  results.  Even 
children  receiving  no  pollen  therapy  were  bene- 
fited by  antihistaminics,  but  the  greatest  improve- 
ment was  observed  in  cases  of  moderate  pollen 
sensitiveness  undergoing  pollen  therapy.  The 
few  children  with  high  degree  of  pollen  sensitivity 
fared  poorly.  It  is  obvious  that  the  usual  annual 
experience  of  providing  80  per  cent  relief  for  80 
per  cent  of  the  treated  children  has  thus  been 
improved  with  antihistaminic  therapy,  an  im- 
provement that  was  evident  from  the  first  day  of 
treatment  (Table  3). 

TABLE  3. — Therapeutic  Effects  of  Antihistaminics 
in  Seasonal  Hay  Fever 

Nasal 

Total  Rhinor-  Sneez-  Itch- 
Cases  rhea  ing  ing  Nasal 

Degree  of  Improvement  According  to  Symptom 


Infants 

5 

70 

90 

60 

Children 

20 

84 

si 

92 

72 

Adolescents 

32 

82 

85 

88 

75 

Degree  of  Improvement  According  to  Antihistaminic 
Benadryl  19  72  80  85  65 

Diatrin  19  80  85  90  75 

Pyribenzamine  19  75  82  88  70 


Vasomotor  Rhinitis 

Perennial  hay  fever  is  characterized  by  attacks 
of  sneezing,  nasal  obstruction,  and  rhinorrhea, 
irrespective  of  the  season  of  the  year.  In  one 
group  of  children  the  paroxysms  of  sneezing,  nasal 
itching,  and  congestion — often  mistaken  for  head 
colds — occur  on  arising,  persist  until  noon,  and 
recur  in  the  evening.  In  another  group  of  chil- 
dren the  persistent  nasal  congestion,  often  mis- 
taken for  paranasal  sinusitis,  causes  mouth 
breathing  and  eventually  adenoid  facies.  The 
causative  factors  in  both  groups  are  a multi- 
plicity of  sensitizations  by  airborne  substances 
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TABLE  4. — Therapeutic  Effects  of  Antihistaminics  in  Vasomotor  Rhinitis 


Number  Nasal  Nasal  Nasal 

of  Cases  Sneezing  Itching  Discharge  Obstruction 

Per  Cent  of  Cases  Benefited  According  to  Symptom 

Type  of  rhinitis 


Recurrent 

44 

60 

65 

55 

45 

Chronic 

28 

50 

55 

40 

90 

Per  Cent  of  Cases  Benefited  According  to  Antihistaminic 

Type  of  antihistaminic 

Benadryl 

24 

50 

50 

40 

40 

Diatrin 

24 

60 

65 

50 

45 

Pyribenzamine 

24 

55 

55 

45 

45 

such  as  dusts,  animal  danders,  and  vegetable 
powders;  by  foods,  drugs,  spores,  and  bacteria; 
by  physical  allergens,  such  as  heat  and  cold,  and 
by  endocrine  and  metabolic  disturbances.  The 
affected  child  is  usually  in  continuous  contact 
with  these  sources  of  offense;  hence  most  thera- 
peutic attempts  are  without  avail  unless  the 
causative  allergens  are  determined  and  elimin- 
ated. They  can  readily  be  ascertained  by  skin 
tests  and  elimination  diets  and  the  diagnosis 
confirmed  by  positive  eosinophilic  nasal  smears. 
Antihistaminics  have  been  given  to  alternate 
cases  in  each  group  in  the  form  of  Benadryl, 
Diatrin,  and  Pyribenzamine,  respectively.  The 
therapeutic  effect  was  less  striking  than  in  sea- 
sonal hay  fever,  because  the  former  is  due  to 
multiple  allergens  while  the  latter  to  pollen 
allergens  alone.  The  response  was  far  better 
in  recurrent  than  in  chronic  allergic  rhinitis 
(Table  4). 

Bronchial  Asthma 

Antihistaminic  action  differentiated  the  types 
of  asthma  in  infants  and  children.  Each  of  the 
three  antihistaminics  was  effective  in  the 
primary  hereditary  type,  occasionally  effective 
in  the  secondary  acquired  type,  and  completely 
ineffective  in  the  residual  lung  injury  type  of 
asthma.  To  negate  antihistaminic  value  in 
asthma  because  of  the  high  percentage  of  failure 
is  to  remain  oblivious  to  the  various  types  of 
asthma  encountered  in  pediatric  practice.  About 
one  third  of  the  45  asthmatic  patients  were 
benefited  by  antihistaminics  given  early  and  in 
adequate  dosage.  The  drug  was  usually  pre- 
scribed at  the  onset  of  or  during  an  attack  in 
conjunction  with  other  therapeutic  measures. 
In  a few  cases,  because  the  children  complained 
of  excessive  dryness  of  the  mucous  membranes 
or  tightness  of  the  chest,  the  drug  was  discon- 
tinued. Diatrin  was  more  helpful  than  Py- 
ribenzamine and  each  better  than  Benadryl, 
but  severe  attacks  were  not  halted  by  any  of  the 
antihistaminics  without  aminophyllin  or  epine- 
phrin. 

The  hereditary  infantile  type  of  asthma  devel- 
oped gradually  with  recurrent  cough,  wheezing, 
and  dyspnea.  Some  of  the  five  infants  were 


treated  for  recurrent  bronchitis  until  the  great 
frequency,  rapid  onset  and  offset,  characteristic 
wheeze,  and  bilateral  allergic  heredity  established 
the  diagnosis.  The  cause  in  four  cases  was  in- 
fection complicated  by  sensitivity  to  extrinsic 
agents,  and  in  one  case  it  was  acute  systemic  food 
reaction.  There  was  little  difficulty  in  differ- 
entiating infectious  from  allergic  asthma.  In 
the  former,  there  were  marked  constitutional 
symptoms  following  exposure  to  infection,  hy- 
peremic  mucous  membranes,  and  mucopurulent 
discharge  predominating  in  neutrophils.  In  the 
latter,  there  were  mild  constitutional  symptoms, 
edematous  mucous  membranes,  unless  secondarily 
infected,  and  thin  mucoid  secretion  charged  with 
eosinophils.  Each  of  the  antihistaminics,  espe- 
cially Diatrin,  was  helpful  in  alleviating  the  cough, 
more  effectively  than  the  dyspnea  or  wheeze,  if 
administered  at  the  onset.  However,  the  heredi- 
tary childhood  type  of  attack,  which  developed 
suddenly  and  inexplicably  at  night  with  severe 
dyspnea,  little  or  no  cough,  and  audible  wheeze, 
was  less  responsive  to  antihistaminics.  The 
frequency  and  severity  of  the  nocturnal  attacks 
in  eight  cases  were  diminished  somewhat  by 
bedtime  antihistaminic  therapy  until  the  under- 
lying cause  was  determined. 

The  secondary  acquired  type  of  asthma  is  a 
variant  of  the  hereditary  type  following  infantile 
eczema  or  childhood  hay  fever.  Attacks  com- 
plicating eczema  in  12  children  tended  to  persist 
into  puberty  with  little  diminution  in  frequency 
or  severity  in  the  warmer  or  colder  months,  while 
attacks  accompanying  hay  fever  in  14  children 
were  seasonal  and  limited  to  their  specific  pollen 
sensitivity.  Many  of  the  cases  in  each  group 
complicated  by  infective  asthma  were  less  violent 
than  in  infancy  but  more  prolonged  or  even 
chronic  into  puberty.  Antihistaminics  alleviated 
asthma  due  to  inhalant  or  ingestant  allergy  but 
not  that  due  to  infective  or  eczematous  origin. 
Fourteen  children  with  pollen  or  food  asthma 
responded  promptly,  while  12  with  infective 
asthma  and  eczema-asthma  syndrome,  respec- 
tively, obtained  no  relief  from  antihistaminics. 
Evaluation  of  antihistaminic  therapy  was  rather 
difficult  because  an  asthmatic  attack  was  often 
the  resultant  of  infective  and  noninfective  allergy. 
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TABLE  5. — Therapeutic  Effects  of  Antihistaminics  in 
Bronchial  Asthma 


Number  Dyspnea 
of  (Per 

Cases  Cent)  Cough  Wheeze 

Per  Cent  of  Cases  Benefited  According  to  Symptom 
Type  of  Asthma 
Primary  (Heredi- 


tary) 

Infantile 

6 

20 

40 

20 

Childhood 

9 

25 

50 

20 

Secondary  (Ac- 
quired) 
Childhood 

26 

20 

30 

25 

Residual  lung  in- 
jury 

Childhood 

4 

0 

0 

0 

Per  Cent  of  Cases  Benefited  According 

to  Antihistaminic 

Type  of  Antihistaminic 
Benadryl 

15 

22 

40 

20 

Diatrin 

15 

25 

45 

20 

Pyribenzamine 

15 

20 

40 

20 

The  residual  lung  injury  type  of  asthma  fol- 
lowed severe  infectious  disease  in  four  older 
children  studied.  They  showed  but  few  of  the 
characteristics  of  the  previous  types,  i.e.,  no 
allergic  family  history,  no  associated  allergic 
manifestations,  no  attacks  beyond  the  winter 
months,  and  no  freedom  from  bronchitis  between 
attacks.  In  three  children  the  asthma  was  mildly 
continuous  but  with  frequent  exacerbations,  and 
in  one  case  it  was  intermittent  and  paroxysmal 
accentuated  by  physical  effort,  fatigue,  and  ex- 
posure to  cold.  None  of  the  antihistaminics 
had  the  slightest  beneficial  effect  on  any  of  these 
cases  (Table  5). 

Allergic  Dermatoses 

Acute  urticaria  was  relieved  symptomatically 
within  a day,  while  specific  measures  were 
instituted.  It  is  well  to  remember,  however, 
that  spontaneous  relief  occurs  regardless  of  the 
type  of  treatment  instituted.  The  intense  pruri- 
tis  was  alleviated  more  effectively  than  the  edema 
or  erythema  in  five  of  the  six  cases  of  food  allergy 
accompanied  by  acute  gastroenteritis.  Each 
of  the  three  antihistaminics  was  useful  in  reduc- 
ing the  number  of  lesions  and  the  skin  suscep- 
tibility for  scratch  or  intradermal  tests.  Diatrin 
was  equal  to  Pyribenzamine  and  better  than 
Benadryl  in  efficacy  at  lower  dosage  levels. 

Papular  urticaria  was  not  cleared  by  antihis- 
taminics, although  the  pruritis  was  mitigated 
by  relatively  large  doses.  In  the  early  wheal 
stages  the  response  was  rather  favorable  in  two 
cases,  but  when  the  papular  stage  intervened  the 
lesions  persisted  unabated.  Low  fat  elimination 
diets  and  cool  surroundings  were  most  beneficial 
in  spite  of  the  atopic  nature  of  the  dermatitis. 

Angioneurotic  edema  was  controlled  by  pro- 
longed antihistaminic  therapy.  One  of  the  four 
children  continued  to  have  mild  but  infrequent 


recurrences.  One  infant  developed  angioedema 
with  cyclic  vomiting;  the  former  cleared,  but  the 
latter  recurred.  One  child  showed  facial  edema 
following  excessive  ingestion  of  berries  but  re- 
mained clear  on  Diatrin  therapy  during  periods 
of  berry  moderation.  None  of  the  children 
responded  to  epinephrin,  ephedrin,  or  histamine. 

Dermographia  was  readily  controlled  by  anti- 
histaminics within  several  hours  of  performing 
skin  tests.  One  child  who  had  previously  been 
stroked  with  a hair  brush  by  Duke’s  method  to 
enable  intradermal  testing,  was  now  skin-tested 
after  Pyribenzamine  administration.  Another 
child  with  dermographia  accompanied  by  urti- 
caria responded  to  Diatrin. 

Serum  sickness  was  controlled  remarkably  well 
in  an  unusual  case  with  spinal  cord  involvement. 
A mentally  retarded  boy  of  seven  developed 
urticaria,  anaphylactic  symptoms,  and  signs  of 
meningeal  irritation  on  the  seventh  day  after 
injection  of  tetanus  antitoxin  in  the  country.  Epi- 
nephrin in  oil  and  aminophyllin  proved  effective, 
but  on  the  next  day  the  muscles  of  the  neck,  arms, 
and  legs  became  weak,  speech  was  lost,  and  con- 
vulsions appeared.  Diatrin  in  50  mg.-doses 
every  four  hours  was  initiated  and  continued  for 
five  days  until  all  symptoms  cleared. 

Penicillin  dermatitis  was  cleared  in  two  of  the 
three  severe  cases  by  large  anithistaminic  dosage. 
The  itching  of  the  generalized  urticaria  and  angio- 
edema abated  in  several  days,  but  the  swollen  skin 
and  painful  joints  persisted.  Neither  of  the 
allergic  children  showed  any  reaction  to  penicilhum 
mold.  The  third  case  failed  to  respond  to  any 
of  the  antihistaminics  even  in  massive  doses. 

Sulfadiazine  dermatitis  responded  to  moderate 
doses  of  antihistaminics.  One  infant,  two  chil- 
dren, and  one  adolescent  developed  morbilliform 
urticarial  lesions  accompanied  by  systemic  dis- 
orders without  leukopenia.  The  itching  was 
alleviated  in  two  days,  but  the  erythema  per- 
sisted for  a week. 

Liver  extract  dermatitis  was  not  relieved  by 
antihistaminics  at  high  dosages.  One  allergic 
infant  treated  with  parenteral  liver  extracts  for 
the  celiac  syndrome  developed  urticaria  and 
another  angioedema.  Itching  was  mitigated,  but 
the  rash  persisted  for  a fortnight. 

Poison  ivy  dermatitis  failed  to  respond  to  anti- 
histaminics. The  intense  itching  was  slightly 
relieved,  but  the  swelling,  redness,  and  burning 
were  not  influenced  nor  was  vesicle  formation, 
despite  local  therapy. 

Barbiturate  dermatitis  cleared  in  an  epileptic 
child  on  antihistaminics.  An  excessive  dosage 
of  phenobarbital  produced  a morbilliform  rash 
but  Diatrin,  25  mg.  every  four  hours,  alleviated 
the  itching  in  two  days,  the  edema  in  four  days, 
and  the  erythema  in  a week. 
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TABLE  6. — Therapeutic  Effects  of  Antihistaminics  in  Allergic  Dermatoses 


Number 


Dermatitis 

of  Cases 

Itching 

Edema  Erythema 

Results 

Per  Cent  of  Cases  Benefited  According  to  Symptoms 

Acute  urticaria 

16 

85 

80 

85 

Excellent 

Papular  urticaria 

7 

+ + 

— 

— 

Poor 

Angioneurotic  edema 

4 

+ + + 

+ + 

+ 

Good 

Dermographia 

2 

+ 

+ 

+ 

Good 

Serum  sickness 

1 

+ + + 

+ + + 

+ + + 

Excellent 

Penicillin  dermatitis 

8 

+ + + 

+ 

+ 

Good 

Sulfadiazine  dermatitis 

18 

+ + + 

— 

+ 

Good 

Liver  extract  dermatitis 

2 

+ 4- 

— 

— 

Poor 

Poison  ivy  dermatitis 

6 

+ + 

+ 

+ 

Poor 

Barbiturate  dermatitis 

1 

+ + + 

+ + 

+ 

Good 

Infantile  eczema 

19 

+ + 

+ 

+ 

Poor 

Per  Cent  of  Cases  Benefited  According  to  Antihistaminic 

Type  of  antihistaminic 

Benadryl 

28 

80 

80 

80 

Diatrin 

28 

85 

80 

80 

Pyribenzamine 

28 

85 

80 

80 

Infantile  eczema  (atopic  dermatitis)  was  re- 
lieved of  its  pruritic  component  by  antihistamin- 
ics, but  the  pleomorphic  exudative  lesions  re- 
mained unaltered.  None  of  the  various  combina- 
tions of  erythema,  papulation,  oozing,  crusting, 
or  wheal  formation  were  affected  in  the  slightest, 
whether  antihistaminic  therapy  was  initiated  at 
the  very  onset  or  at  any  stage  of  the  disease  in 
nine  patients  ranging  in  age  from  three  months 
to  three  years.  Some  gave  cutaneous  wheal 
reactions  of  the  immediate  type  to  many  allergens, 
especially  foods  and  inhalants,  but  many  of 
these  showed  no  causal  relation  to  the  exudative 
lesions.  Antihistaminics  were  used  to  suppress 
itching,  eliminate  mechanical  trauma  from  scratch- 
ing, and  provide  partial  sedation  (Table  6). 

Toxic  Reactions 

Acute  toxicity  of  antihistaminics  was  observed 
in  about  one  fourth  of  the  patients,  while  chronic 
toxicity  was  observed  in  none.  Over  70  per  cent 
of  the  children  treated  for  acute  allergic  disorders 
responsive  to  antihistaminics  showed  no  side- 
effects  on  individualized  dosage.  When  re- 
actions occurred,  they  were  manifest  within  four 
to  eight  hours  after  oral  administration.  Most  of 
the  reactive  cases  developed  drowsiness  accom- 
panied by  nervous  symptoms  such  as  fatigability, 
weakness,  irritability,  dizziness,  headache,  or 
palpitation;  digestive  symptoms  such  as  dry 
mouth,  bad  taste,  nausea,  epigastric  distress,  or 
diarrhea,  and  skin  disorders  such  as  pallor, 
dermatitis,  pruritis,  or  cold  extremities.  Blood 
examinations  showed  no  anemia,  leukopenia,  or 
other  hemopoietic  changes. 

Diatrin  was  least  toxic  with  fewer  reactions 
clinically  than  Pyribenzamine  or  Benadryl. 
Drowsiness  was  the  most  striking  disturbance, 
usually  accompanied  by  one  or  more  nervous, 
digestive,  or,  more  rarely,  skin  reactions.  In- 
fants showed  more  digestive  symptoms,  children 
more  nervous  symptoms.  The  effects  were  never 


of  sufficient  intensity  to  necessitate  discontinu- 
ance of  the  drug.  Since  the  effective  dosage  of 
Diatrin  was  relatively  smaller  in  comparison 
with  Benadryl  or  Pyribenzamine,  milder  side- 
effects  were  observed  at  each  age  level.  When 
larger  dosages  become  necessary  in  severe  acute 
allergic  disorders,  Diatrin  caused  the  least  dis- 
comfort, Pyribenzamine  more  discomfort,  and 
Benadryl  the  most.  Nevertheless,  temporary 
reduction  in  dosage  often  alleviated  side  reactions 
until  more  effective  amounts  were  tolerated  in 
several  days.  Indeed,  tolerance  was  always 
individual,  for  some  children  obtained  the  greatest 
relief  with  the  least  side  reaction  from  any  of 
the  antihistaminics,  while  others  obtained  the 
least  relief  with  maximal  disturbances  from  the 
same  drug  (Tables  7,  8). 


TABLE  7. — Symptomatic  Incidence  of  Toxic  Reactions 


Bena- 

Dia- 

Pyri- 

dryl 

trin 

benzamine 

Symptoms 

Per  Cent  of  Cases 

Nervous  disorders 

Drowsiness 

30 

18 

22 

Fatigability 

25 

10 

10 

Weakness 

12 

8 

9 

Irritability 

10 

5 

10 

Dizziness 

15 

2 

5 

Headache 

5 

1 

3 

Palpitation 

5 

2 

3 

Digestive  disorders 

Drv  mouth 

6 

1 

2 

Bad  taste 

5 

0 

2 

Nausea 

5 

0 

2 

Epigastric  distress 

5 

0 

0 

Diarrhea 

1 

0 

0 

Skin  disorders 

Pallor 

1 

0 

0 

Dermatitis 

1 

1 

0 

Pruritis 

1 

0 

0 

Cold  extremities 

1 

0 

1 

TABLE  8. — Age  Incidence  of  Toxic  Reactions 


Bena- 

Dia- 

Pyri- 

dryl 

trin 

benzamine 

(Per 

(Per 

(Per 

Group 

Cent) 

Cent) 

Cent) 

Infants 

24 

16 

20 

Children 

28 

20 

25 

Adolescents 

30 

22 

26 
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Summary 

1.  Three  of  the  antihistaminics  most  inten- 
sively studied — Benadryl,  Diatrin,  and  Pyri- 
benzamine — were  evaluated  in  allergic  disorders 
of  infants  and  children. 

2.  Gastrointestinal  allergy  was  not  completely 
alleviated  by  antihistaminics  without  elimination 
of  offending  allergens.  The  therapeutic  effect 
was  least  in  newborns  and  most  in  older  children. 

3.  Seasonal  hay  fever  in  mild  form  was  con- 
trolled by  antihistaminics  alone  and  in  severe 
form  by  a combination  of  antihistaminics  and 
specific  immunizing  procedures. 

4.  Vasomotor  rhinitis  was  not  alleviated  by 
antihistaminics  without  clearance  of  the  multiple 
allergens  involved,  although  the  recurrent  type 
shewed  better  response  than  the  chronic  type  of 
the  disease. 

5.  Bronchial  asthma  was  benefited  in  the 
primary  hereditary  type,  occasionally  in  the 
secondary  acquired  type  and  not  at  all  in  residual 
lung  injury  type.  Each  of  the  antihistaminics, 


especially  Diatrin,  alleviated  the  cough  more 
effectively  then  the  dyspnea  or  wheeze. 

6.  Allergic  dermatoses  were  relieved  sympto- 
matically of  the  acute  edema  or  pruritis,  especially 
in  acute  urticaria,  angioneurotic  edema,  serum 
sickness,  and  drug  dermatitis. 

7.  Dosage  of  antihistaminics  was  evaluated  in 
terms  of  body  weight  and  severity  of  allergic 
offense.  The  dosage  of  Diatrin  per  twenty-four 
hours  was  less  than  that  of  Benadryl  and  Pyri- 
benzamine,  i.e.,  for  infants  5 to  25  mg.;  for 
children  25  to  75  mg.;  for  adolescents  75  to  200 
mg.  per  twenty-four  hours. 

8.  Toxic  reactions  observed  were  acute  in 
about  25  per  cent  of  the  cases  and  chronic  in 
none  of  the  309  children  supervised.  Reactions 
were  manifest  within  four  to  eight  hours  in  the 
form  of  drowsiness  accompanied  by  nervous  and 
digestive  but  no  hemopoietic  disturbances. 

9.  Diatrin  was  more  effective  in  smaller 
doses  and  better  tolerated  than  Pyribenzamine 
and  the  latter  more  than  Benadryl  at  each  age 
level. 

1060  Park  Avenue 


ESSENTIALLY  USELESS 

The  use  of  the  right  word  at  the  right  time  is 
an  accomplishment  to  which  most  medical  writers 
and  speakers  aspire.  Oddly  enough,  familiar  words 
seem  to  be  more  frequently  misused  than  unfamiliar 
ones.  The  speaker  or  writer  is  more  inclined  to 
resort  to  the  dictionary  for  the  meaning  of  the  latter 
but  often  feels  falsely  confident  with  regard  to  the 
former. 

Certain  words  and  phrases  are  vastly  overworked 
by  medical  users  and  so  indiscriminately  are  they 
employed  that  any  special  meaning  they  may  origi- 
nally have  possessed  has  by  now  been  lost.  One 
such  work  is  the  modifier  essentially,  which  has  come 
to  be  considered  indispensable  in  case  presentation 
whether  written  or  spoken.  At  some  time  in  the 
past,  the  word  probably  was  used  for  a specific 
purpose,  but  at  present  it  seems  to  be  anything  but 
indispensable.  One  hears  that  a physical  examina- 
tion or  a chest  plate,  or  an  abdominal  exploration, 
or  a battery  of  laboratory  studies  is  essentially  nega- 
tive. It  is  inserted  because  it  is  considered  to  pro- 
tect the  user  from  criticism.  In  a case  of  coronary 
vascular  sclerosis,  for  example,  there  may  be  no 
cardiac  enlargement,  murmurs,  or  irregularities  of 
rhythm;  the  liver  is  not  enlarged  and  there  is  no 
peripheral  edema.  For  these  reasons,  one  may  con- 


sider that  there  are  no  significantly  abnormal 
physical  findings,  but  is  afraid  to  say  so.  If  he  does, 
a listener  may  leap  to  his  feet  and  scold  him  for  not 
noting  that  there  is  a musca  volitants  in  the  right 
eye  and  that  quite  obvious  signs  of  epidermophy- 
tosis would  have  been  found  had  he  bothered  to 
look  between  the  toes.  The  prepared  defense 
against  such  onslaughts  is  to  say  that  the  physical 
examination  was  essentially  negative  or  noncon- 
tributory. 

A moment’s  reflection  should  convince  one  that 
the  insertion  of  the  magic  word  protects  him  from 
nothing.  If  irrelevant  details  are  omitted  in  a 
case  presentation  thoroughly  sensible  precedent  is 
merely  being  followed.  If  truly  significant  details 
are  omitted  neither  the  word  essentially  nor  any 
amount  of  linguistic  adroitness  can  protect  the 
speaker  from  criticism. 

Uncritical  use  of  the  language  is  not  necessarily  a 
sign  of  uncritical  scientific  thinking,  but  such  use  is 
not  infrequently  its  bedfellow.  Insistence  on 
precision,  tiresome  though  it  may  seem,  will  elimi- 
nate a surprising  amount  of  useless  and  taxing  verbi- 
age. The  word  essentially  is  merely  one  example 
among  many. — New  England  Journal  of  Medicine, 
July,  1949 


Case  Reports 

TOXIC  NEPHROSIS  FROM  ORGANIC  MERCURIAL  DIURETICS 

David  Greenberg,  M.D.,  and  Joseph  S.  Feibush,  M.D.,  Bronx,  New  York 
( From  the  Departments  of  Medicine,  Lebanon  and  Jewish  Memorial  Hospitals ) 


TN  VIEW  of  the  present  tendency  to  administer 
■*"  the  organic  mercurial  diuretics  daily,  the  follow- 
ing case  with  autopsy  studies  is  reported  to  indicate 
the  need  for  caution.  Furthermore,  since  toxic 
mercurial  nephrosis  is  largely  a pathologic  diagnosis, 
its  presence  may  be  missed  in  many  cases  where 
autopsies  are  not  obtained.  This  may  account  for 
the  few  reports  in  the  literature.  Our  case,  in  addi- 
tion, represents  the  first  (?)  reported  death  follow- 
ing intramuscular  administration  of  a mercurial  di- 
uretic. 

Case  Report 

F.  F.,  a thirty-eight-year-old  white  married 
woman,  was  first  seen  by  one  of  us  (D.  G.)  in  1941, 
at  which  time  she  had  well-established  rheumatic 
mitral  insufficiency  and  mitral  stenosis  with  auricu- 
lar fibrillation.  She  gave  a history  of  rheumatic 
fever  at  the  age  of  five  years  with  no  known  subse- 
quent attacks.  Her  father  died  of  cerebral  hemor- 
rhage and  her  mother  of  rheumatic  heart  disease. 
Five  other  siblings  were  living  and  well.  She  had 
had  two  normal  deliveries,  and  both  children  were 
living  and  well. 

Later  in  1941,  she  developed  an  arterial  embolus  in 
the  fundus  of  the  right  eye  with  secondary  optic 
atrophy  and  very  marked  diminution  in  vision.  In 
1944,  she  was  treated  for  pneumonia.  Hyperten- 
sion was  first  noted  in  1944  when  she  had  a blood 
pressure  of  160/105.  Three  months  later  the  blood 
pressure  was  170/115.  Prior  to  this  date,  her  blood 
pressure  on  repeated  examination  had  been  normal. 

Subsequently,  in  March,  1946,  she  received  x-ray 
therapy  for  a fibroid  uterus  because  of  severe  menor- 
rhagia. Artificial  menopause  ensued. 

Treatment  at  first  consisted  of  limitation  of  fluids, 
Digi toxin,  and  rest.  Beginning  in  January,  1947, 
she  started  her  repeated  admissions  to  the  hospital 
because  of  progressive  deterioration  in  her  cardiac 
status.  From  January  15  to  January  28,  1947,  she 
was  hospitalized  at  Lebanon  Hospital  for  pulmonary 
infarction  and  congestive  failure  with  a markedly 
enlarged  and  tender  liver.  Her  blood  pressure  was 
194/120.  Several  urinalyses  showed  normal  spe- 
cific gravity  with  occasional  albuminuria.  Elec- 
trocardiogram revealed  auricular  fibrillation,  digi- 
talis effects,  and  right  deviation  of  the  electrical 
axis.  It  was  during  this  admission,  on  January  25, 
1947,  that  she  received  1 cc.  of  Mercuhydrin  intra- 
muscularly for  the  first  time. 

She  was  readmitted  to  Lebanon  Hospital  on  April 
6,  1947,  and  discharged  on  April  26.  This  time 
she  had  developed  a severe  pain  in  the  right  flank 
associated  with  temperature  of  103  F.,  and  a diag- 
nosis of  right  renal  infarction  was  made.  On  the 
day  following  admission,  she  developed  pain  in  the 
left  flank  and  had  a very  tender,  nonrigid  abdomen. 


Repeated  urinalyses  showed  microscopic  hematuria. 
Bilateral  renal  infarction  was  the  clinical  diagnosis. 
During  this  admission  her  blood  pressure  was  180/ 
90.  On  April  26,  1947,  she  received  her  second  dose 
of  1 cc.  of  Mercuhydrin  intramuscularly. 

Her  third  hospital  admission  was  to  the  Jewish 
Memorial  Hospital  which  she  entered  on  May  9, 
1947,  and  left  May  24.  She  was  admitted  because  of 
very  severe  frontal  and  parietal  headaches  associated 
with  nausea  and  vomiting.  Spinal  tap  revealed 
crystal  clear  fluid  under  such  increased  pressure  that 
it  flowed  out  over  the  top  of  the  manometer.  The 
cerebrospinal  fluid  showed  Pandy  test  negative, 
sugar  150,  and  16  polymorphonuclear  leukocytes. 
Her  blood  pressure  ranged  from  160-180/100-115. 
The  neurologic  examination  was  normal.  The  blood 
urea  nitrogen  varied  between  17  and  21  mg.  per 
cent.  She  was  considered  to  have  atypical  hyper- 
tensive encephalopathy,  although  cerebral  embolus 
could  not  be  excluded.  Atypical  digitalis  intoxica- 
tion was  also  considered  as  a possible  contributing 
factor. 

Thereafter,  she  did  poorly  at  home,  showing  per- 
sistent evidence  of  chronic  congestive  heart  failure 
with  much  edema  and  cyanosis.  Mercuhydrin  was 
administered  weekly  without  much  effect.  Blood 
pressure  on  June  9,  1947,  was  196/112.  The  elec- 
trocardiogram revealed  right  deviation  of  the  electri- 
cal axis,  digitalis  effects,  and  auricular  fibrillation. 
It  was  especially  noted  that  her  hands,  wrists,  and 
fingers  were  swollen,  and  cyanosis  was  rather 
marked. 

Finally,  because  of  progressive  congestive  heart 
failure,  she  was  admitted  to  Lebanon  Hospital  on 
June  19,  1947,  and  stayed  there  until  her  discharge 
on  September  9,  1947.  At  this  time  her  blood  pres- 
sure was  normal,  ranging  from  124-140/90-98.  She 
received  intramuscular  Mercuhydrin  every  other 
day,  then  daily,  and  finally  several  times  each 
week.  Her  temperature  was  level  during  most  of 
her  stay  with  irregular  rises  of  unknown  etiology 
(Mercuhydrin  reaction?).  Sulfadiazine  and  sulfa- 
thiazole  appeared  to  accentuate  the  erythema  and 
edema  of  the  hands.  Blood  cultures  were  sterile, 
and  the  urea  nitrogen  was  11  mg.  per  cent.  X-ray 
of  the  chest  disclosed  small  infiltrations  at  the  right 
base.  Despite  intensive  treatment  with  low  salt 
diet,  Mercuhydrin,  and  digitalis,  she  exhibited 
marked  congestive  failure  at  complete  bed  rest 
when  she  left  the  hospital,  still  unimproved. 

At  home,  she  was  almost  constantly  dyspneic  and 
orthopneic  and  she  received  three  intramuscular 
injections  of  Mercuhydrin  or  Mercupurin  weekly 
with  a fair  diuretic  response.  Early  in  November, 
1947,  it  became  apparent  that  she  was  becoming 
extremely  sensitive  to  the  injections  of  either  Mer- 
cupurin or  Mercuhydrin,  complaining  of  severe 
headache,  facial  neuralgia,  and  generalized  aches 
and  pains  following  each  administration.  On  No- 
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vember  18, 1947,  the  injection  of  1 cc.  of  Mercuhydrin 
by  vein  resulted  in  marked  shocklike  reaction. 
Urinalysis  at  this  time  showed  a 2 plus  albuminuria 
with  occasional  casts.  However,  because  of  the 
ominously  increasing  edema  of  the  extremities  and 
lungs,  it  was  decided  to  continue  mercurial  injections 
intramuscularly.  Accordingly,  on  the  afternoon 
of  November  23,  1947,  1 cc.  of  Mercuhydrin  was  in- 
jected into  the  muscles  about  the  left  hip.  She 
again  developed  signs  of  intolerance  and  complained 
in  addition,  of  severe  chest  pains.  Early  the  next 
morning,  she  was  in  profound  peripheral  circulatory 
collapse  and  died  within  a few  hours. 

Autopsy  showed  300  cc.  fluid  in  pleural  and  peri- 
toneal cavities  and  calcified  mitral  valve  with  sten- 
osis. The  coronary  arteries  were  patent  through- 
out. There  was  a “nutmeg”  liver.  The  right  kid- 
ney weighed  90  Gm.,  the  left  160  Gm.,  and  healed 
bilateral  renal  infarcts  were  present.  Microscopic 
sections  showed  acute  enteritis  of  small  intestine  and 
congestion  of  the  lungs  and  liver.  Extensive  de- 
generative changes  were  found  in  the  convoluted 
tubules  of  the  kidneys.  The  complete  histologic  re- 
port was  as  follows: 

“Sections  of  kidney  show  marked  degeneration 
and  early  necrosis  of  convoluted  tubules.  Almost 
all  of  the  tubules  are  involved.  Their  lumina  con- 
tain amorphous  precipitate.  The  collective  tubules 
are  involved  to  a much  lesser  degree.  Some  of  the 
glomeruli  show  fibrosis,  especially  in  one  area  of  an 
old  infarct  where  all  of  the  glomeruli  are  fibrotic. 
Some  of  the  glomeruli  show  only  thickening  of 
Bowman’s  capsules.  The  majority  of  the  glomeruli, 
however,  do  not  show  any  significant  changes. 
The  stroma  near  the  pelvis  is  infiltrated  by  poly- 
morphonuclear leukocytes.  The  remainder  of  the 
stroma  shows  areas  of  fibrosis  and  infiltration  by 
round  cells.  The  large  and  medium-sized  arteries 
show  arteriosclerotic  changes.  Some  of  the  arteri- 
oles show  hyalinization.  The  capillaries  are  mark- 
edly congested.” 

Comment 

In  three  and  one-half  months,  this  rheumatic  car- 
diac patient  began  to  show  intolerance  to  mercur- 
ials, after  having  received  approximately  80  injec- 
tions of  Mercuhydrin  and  Mercupurin. 

Her  death  was  probably  due  to  an  intramuscular 
injection  of  Mercuhydrin  which  resulted  in  a shock- 
like reaction.  At  necropsy,  no  acute  coronary  clos- 
ures were  found,  and  marked  degeneration  of  kidney 
tubules  was  demonstrated. 

The  age  of  therapeutics  which  is  upon  us  gave  us 
wonderful  tools  to  work  with.  Organic  mercury  is 
one  of  these  tools  and  its  accomplishments  are,  by 
now,  generally  acknowledged.  Yet,  like  most  drugs 
both  new  and  old,  it  is  not  without  danger.  The 
present  enthusiasm  may  perhaps  be  overdone,  and 
it  is  for  this  reason  that  this  report  is  made. 

In  a 1942  review  of  the  toxic  manifestations  of 
mercurial  diuretics,  DeGraff  and  Nadler  stated 
that  “when  a reaction  occurs  another  preparation 
should  be  cautiously  tried;  changing  the  mode  of 
administration  with  the  same  preparation  does  not 
seem  to  help.”* 1  Fox,  Gold,  and  Leon  reported  a 
case  unable  to  tolerate  as  little  as  0.1  cc.  of  Mercu- 
purin intravenously,  although  more  than  200  intra- 
venous Salyrgan  injections  of  2 cc.  each  were  well 
tolerated.2  Apparently  it  is  not  mercury  itself  which 
is  responsible.  It  is  the  molecular  structure  which 


matters.  Fortunately,  there  are  at  least  three  go  j 
preparations  (Salyrgan,  Mercupurin,  and  Mercu- 
hydrin) which  may  be  substituted  for  each  other 
when  sensitivity  develops. 

Not  infrequently,  none  of  these  preparations  if 
tolerated,  and  if  pursued,  shocklike  reactions,  tem- 
perature, and  local  irritating  phenomena,  including 
erythema  and  urticaria,  may  appear.  This  has  been 
observed  by  us  several  times. 

Reports  of  death  following  intramuscular  admin- 
istration of  a mercurial  diuretic  have  not  often  been 
described  in  the  literature,  although  many  fatalities 
have  been  reported  following  intravenous  injec- 
tions.3'4 5 Toxic  nephrosis  occurs,  and  death  has  been 
reported  by  Waife  and  Pratt  following  prolonged 
treatment  of  cardiac  failure  with  intravenous  and 
later  intramuscular  Mercupurin.6  Mercurial  ne- 
phrosis appears  to  depend  upon  dosage  and  sensitivity 
of  the  patient,  rather  than  on  the  route  of  adminis- 
tration. Higgins  observed  a patient  who  developed 
chills,  fever,  dyspnea,  and  collapse  with  recovery 
following  a 1 cc.  intramuscular  injection  of  Mer- 
cupurin.6 

These  reaction  episodes  probably  represent  an 
allergic  manifestation  to  specific  chemical  com- 
pounds containing  mercury.  Why  some  patients 
develop  intolerance  and  even  nephrosis  and  most 
others  escape  is  not  clear,  but  it  is  important  to 
know  that  these  reactions  do  occur  and  may  appear 
quite  suddenly  in  any  patient  who  has  not  previ- 
ously given  any  evidence  of  sensitivity.  Of  the 
signs  of  intolerance,  moderate  rise  of  temperature 
with  nausea  and  perhaps  some  abdominal  pain  is 
not  a rare  occurrence.  This  was  observed  in  a re- 
cent case.  This  case  had  enough  abdominal  locali- 
zation of  pain  in  the  right  side  and  dome  tenderness 
that  hospitalization  was  necessary  to  rule  out  a 
surgical  abdomen.  Leukocytosis,  when  it  appears, 
tends  to  complicate  the  diagnostic  problems  even 
further.  All  these,  however,  may  be  due  to  ac- 
quired sensitivity  to  any  or  all  organic  mercurial 
preparations. 

Summary 

A case  of  tubular  nephrosis,  with  autopsy  findings, 
resulting  from  intramuscular  administration  of  mer- 
curial diuretics  is  reported.  Attention  is  drawn  to 
the  fact  that  frequent  administration  of  mercurial 
diuretics  must  be  done  with  great  care  and  selection 
of  cases,  since  toxic  tubular  nephrosis  may  be  pro- 
duced and  may  arise  unexpectedly  in  the  course  of 
treatment. 

The  authors  express  their  thanks  to  Dr.  V.  Kogan,  associ- 
ate pathologist  at  Lebanon  Hospital,  for  the  necropsy  data 
herein  reported. 
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GANGRENE  OF  ENTIRE  LARGE  BOWEL  TO  DISTAL  SIGMOID  FOLLOWING 
VOLVULUS  OF  HEPATIC  FLEXURE 

A.  R.  Avitabile,  M.D.,  F.A.C.S.,  and  D.  J.  Fiorentino,  M.D.,  Brooklyn,  New  York 
C From  the  Kings  County  Hospital) 


npHE  purpose  of  this  paper  is  to  add  to  the  litera- 
ture  an  unusual  case  of  gangrene  of  the  large 
bowel  that  extended  from  the  cecum  to  within  8 
inches  of  the  rectosigmoid  and  in  which  the  ini- 
tiating factor  was  a postoperative  band  about  which 
a torsion  of  the  hepatic  and  right  half  of  the  trans- 
verse colon  had  occurred.  The  case  to  be  reported 
represents  the  third  occasion  in  which  the  entire 
large  bowel  to  the  lower  sigmoid  has  been  resected 
as  an  acute  emergency  procedure,  as  evidenced  by 
a careful  search  of  the  literature.  The  unusual 
lesions,  the  difficulties  in  postoperative  care,  and  the 
complete  recovery  seem  worthy  of  report. 

Case  Report 

A.  P.,  a forty-six-year-old  white  woman  house- 
worker,  was  admitted  to  Kings  County  Hospital, 
County  Division,  October  28,  1947.  Her  chief 
complaint  was  severe  abdominal  pain  of  eight  hours 
duration.  She  had  been  well  until  forty-eight  hours 
before  admission  when  she  experienced  moderately 
severe  pain  and  tenderness  in  the  left  groin  and  upper 
thigh.  There  was  no  swelling  of  the  thigh  or  leg, 
and  she  was  able  to  continue  with  her  work.  On  the 
day  of  admission  she  was  suddenly  seized  with  severe 
abdominal  pain,  colicky  in  character,  and  accom- 
panied by  nausea  and  vomiting.  She  had  been 
constipated  since  onset  of  abdominal  pain.  Her 
past  history  disclosed  that  her  gallbladder  and  ap- 
pendix had  been  removed  in  1936.  She  had  suf- 
fered from  bronchial  asthma  for  more  than  ten  years. 
Her  menstrual  history  was  noncontributory,  and 
she  was  menstruating  on  admission. 

Examination  revealed  a well-developed,  well- 
nourished,  moderately  obese,  white  female  in  acute 
distress,  appearing  agitated,  apprehensive,  and  un- 
cooperative. Temperature  was  98.6  F.  per  rectum, 
respirations  20,  blood  pressure  100/65,  pulse  120, 
small  and  regular.  The  heart  was  essentially  nega- 
tive. Respirations  were  labored.  Numerous  sibi- 
lant and  sonorous  rales  were  heard  throughout  both 
lung  fields.  The  abdomen  showed  a healed  right 
rectus  surgical  scar  and  was  moderately  distended, 
rigid  throughout,  and  acutely  tender,  particularly  in 
the  upper  quadrants.  Rectal  examination  was 
negative.  Both  lower  extremities  showed  a cold 
but  not  discolored  skin  with  slight  tenderness  on 
deep  pressure  over  the  inguinal  regions.  Homans 
sign  was  bilaterally  negative.  All  arterial  pulsations 
were  normal. 

Laboratory  Data. — The  white  blood  count  was 
29,000  with  85  per  cent  polymorphonuclears  and 
15  per  cent  lymphocytes.  The  hemoglobin  was  18 
Gm.,  plasma  protein  4.5  Gm.,  hematocrit  53.  The 
urine  showed  a 3 plus  acetone.  The  blood  sugar 
was  120  mg.  per  cent.  Roentgen  survey  of  the  ab- 
domen showed  gas  in  the  large  colon  which  appeared 
to  end  abruptly  at  the  splenic  flexure. 

A diagnosis  of  “acute  surgical  abdomen”  was 
made,  and  the  possibility  of  mesenteric  thrombosis 
with  gangrene  of  the  bowel  was  considered.  The 
atient  was  immediately  started  on  penicillin,  and 
lood  was  typed  and  cross  matched.  Plasma  was 


given  while  whole  blood  was  being  prepared,  and  a 
Levine  tube  was  inserted  and  suction  begun. 

Operative  Procedure. — A spinal  anesthetic,  con- 
sisting of  procaine  120  mg.  and  pontocain  10  mg., 
was  administered.  The  abdomen  was  entered 
through  a right  pararectus  incision  extending  half- 
way above  and  below  the  umbilicus.  This  was 
later  augmented  by  a subumbilical  transverse  in- 
cision. In  the  abdomen,  about  1,000  cc.  of  free, 
blood-tinged  fluid  having  a faint  fecal  odor  was 
found.  The  first  structure  encountered  was  a di- 
lated loop  of  hepatic  flexure  and  proximal  transverse 
colon,  blue-black  in  color  and  rotated  almost  270 
degrees  in  a clockwise  direction.  A dense  fibrous 
band  was  found  holding  the  bowel  in  this  position. 
The  band  was  severed  and  the  bowel  rotated  to  its 
normal  position.  It  was  noted  that  the  mesentery 
was  markedly  edematous  and  measured  about  iy2 
cm.  in  thickness.  As  the  exploration  continued,  it 
was  found  that  the  entire  large  colon,  including  the 
sigmoid  loop  and  a section  of  pelvic  sigmoid  to  a 
point  about  8 inches  above  the  peritoneal  reflection, 
was  involved  in  a patchy  and  segmental  gangrene. 
It  was  impossible  to  resect  any  intervening  segment 
of  bowel.  It  was  necessary  to  resect  the  entire  dis- 
eased colon  together  with  8 inches  of  terminal 
ileum  (Fig.  1).  During  this  procedure  the  cut 
edges  of  the  mesentery  oozed  large  quantities  of 
edema  fluid,  and  little  free  bleeding  was  seen  from 
the  cut  blood  vessels.  About  8 inches  of  large 
bowel  above  the  peritoneal  reflection  remained  to 
be  utilized  in  the  formation  of  a double-barreled 
ileocolostomy.  The  limbs  were  sutured  together  to 
form  a 3-inch  spur,  and  with  clamps  in  place  this 


Fig.  1.  Photograph  of  operative  specimen.  The 
site  of  torsion  at  the  hepatic  flexure  is  readily  seen. 
Gangrene  of  the  splenic  flexure  is  patchy,  the  proc- 
ess ending  abruptly  about  8 inches  above  the  peri- 
toneal reflexion. 
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Fig.  2.  Roentgenogram  showing  functioning  ileo- 
colostomy  (barium  enema  six  months  after  resection 
of  colon). 


was  brought  out  at  the  medial  extremity  of  the 
transverse  wound.  No  attempt  to  reperitonealize 
raw  surfaces  could  be  made. 

Pathology. — The  specimen  consisted  of  the  entire 
large  colon  from  cecum  to  rectosigmoid,  including 
8 inches  of  terminal  ileum.  It  was  blue-black  in 
color  for  most  of  its  extent,  although  toward  the 
splenic  flexure  patches  of  congested  but  apparently 
viable  bowel  could  be  seen  alternating  with  patches 
of  frank  gangrene.  Thrombosed  blood  vessels 
could  be  seen  grossly.  No  perforations  in  the  large 
bowel  were  found.  Microscopically,  the  bowel 
wall  was  infiltrated  with  many  polymorphonuclear 
cells  and  some  lymphocytes;  edema  of  the  muscularis 
and  mucosa  was  seen.  There  was  thrombosis  of  the 
blood  vessels  and  necrosis  of  the  tissues. 

Postoperative  Course. — During  the  course  of 
the  operative  procedure  the  patient’s  blood  pres- 
sure dropped  to  50/40,  necessitating  the  infusion 
of  1,000  cc.  of  plasma  and  transfusion  of  1,000  cc. 
of  blood.  Her  immediate  postoperative  condition 
was  extremely  poor.  She  was  placed  in  an  oxygen 
tent,  and  sulfadiazine  was  given  intravenously,  in 
addition  to  penicillin  and  streptomycin  intramus- 
cularly. Fluid  and  electrolytic  balance  was  main- 
tained with  intravenous  glucose,  saline,  and  amigen. 
Whole  blood  was  given  as  indicated.  The  patient 
was  allowed  fluid  by  mouth  as  tolerated  the  second 
postoperative  day.  At  this  time  her  Van  Slyke 
reading  showed  a hemoglobin  of  12  Gm.,  hematocrit 
36,  and  plasma  protein  of  7.5  Gm.  On  the  third 
postoperative  day  the  Payr  clamp  was  removed 
from  the  ileum,  and  active  peristaltic  movements 
were  present,  discharging  liquid  feces.  Because 
of  the  large  loss  of  electrolytes  and  fluids  through  the 
ileostomy  opening,  there  was  great  difficulty  in 


maintaining  the  patient  in  balance.  Five  to  six 
thousand  cubic  centimeters  of  fluid  were  given 
daily.  The  distal  clamp  was  removed  on  the  fifth 
day  and  two  heavy  clamps  placed  across  the  spur. 

On  the  eighth  day  after  removal  of  the  clamps  the 
patient  had  a spontaneous  liquid  bowel  movement 
per  rectum.  The  abdominal  discharge  of  feces 
lessened  remarkably  and  the  general  condition 
progressively  improved.  A mild  wound  infection, 
not  apparently  involving  the  fascia,  delayed  heal- 
ing until  the  fourth  week. 

On  November  30,  1947,  thirty-three  days  after 
her  first  operative  procedure,  an  extraperitoneal 
closure  of  the  colostomy  was  performed.  Post- 
operatively,  the  patient’s  condition  was  satisfac- 
tory except  for  a persistent  fistula  which  appeared 
one  week  later.  On  January  8,  1948,  the  colostomy 
was  freed  from  its  peritoneal  attachment  and  the 
fistula  with  its  attachment  to  the  bowel  excised. 
The  ensuing  opening  was  closed  and  the  bowel 
dropped  into  the  free  abdominal  cavity.  The 
wound  was  closed  layer  by  layer.  The  patient  was 
discharged  February  17,  1948,  some  four  months 
after  the  onset  of  her  illness,  with  the  abdominal 
wound  completely  healed  and  discharging  four  semi- 
solid bowel  movements  a day. 

Follow-up  studies  in  the  outpatient  department 
disclosed  that  the  patient  had  gained  30  pounds  in 
weight  and  returned  to  her  usual  occupation  as  a 
houseworker.  Her  gastrointestinal  series,  taken 
March  1,  1948,  showed  a well-functioning  ileocolos-  ■ 
tomy  (Fig.  2).  When  last  seen  in  December,  1948, 
she  had  no  complaint  of  diarrhea  or  symptoms  ref- 
erable to  her  gastrointestinal  tract. 

Comment 

A careful  search  of  the  literature  for  the  past  sixty 
years  has  been  made.  Only  two  recorded  incidents 
of  operative  procedures  for  gangrene  of  the  large 
bowel  extending  from  cecum  to  rectosigmoid  have 
been  found.1-2  Gangrene  of  small  segments  of  the 
large  bowel  resulting  from  adhesive  bands,  hernial 
constriction,  and  volvulus  is  not  uncommon.  Gan- 
grene of  large  segments  is  usually  associated  with 
primary  arterial  pathology.  A few  isolated  cases 
of  thrombosis  of  colic  vessels,  with  resulting  death 
of  large  areas  of  the  left  or  right  colon,  have  been  re- 
ported by  Bell-Alien.3 

We  have  been  unable  to  explain  satisfactorily  the 
extensive  pathology  that  was  present  in  the  descend- 
ing and  sigmoid  colons  on  the  basis  of  a volvulus 
of  the  hepatic  flexure  and  proximal  transverse  colons. 
The  right  and  middle  colic  arteries  arising  from  the 
superior  mesenteric  were  directly  involved  in  a me- 
chanical compression.  A poor  marginal  artery, 
formed  by  the  anastomosis  of  the  left  branch  of  the 
middle  colic  with  the  ascending  component  of  the 
left  colic,  would  account  for  the  patchy  gangrene  of 
the  splenic  flexure.  On  normal  anatomic  grounds, 
however,  we  should  expect  to  have  an  adequate 
blood  supply,  distal  to  the  splenic  flexure,  through 
the  inferior  mesenteric  artery. 

Many  anomalies  in  the  blood  supply  to  the  in- 
testines have  been  noted.  It  is  not  within  the  scope 
of  this  paper  to  describe  the  many  variations  that 
may  occur.  Some  of  these  have  been  illustrated  re- 
cently by  Robillard  and  Shapiro.4  It  has  also 
been  observed  that  the  superior  mesenteric  artery 
may  supply  the  entire  “alimentary  canal  from  the 
second  part  of  the  duodenum  to  the  end  of  the  rec- 
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turn.”6  At  operation  we  were  unable  to  verify  the 
existence  of  such  a variation,  but  it  would  seem 
reasonable,  in  view  of  the  incongruities  encountered, 
to  postulate  that  an  abnormal  blood  supply  was 
present. 

Summary 

1.  An  unusual  case  of  volvulus  of  the  hepatic 
flexure  and  proximal  transverse  colon  with  gangrene 
of  the  large  bowel  from  cecum  to  rectosigmoid  is 
presented. 

2.  The  complete  recovery  of  the  patient,  fol- 


lowing resection  of  the  entire  colon  to  the  rectosig- 
moid, is  reported. 

3.  It  is  postulated  that  the  lesions  in  the  de- 
scending and  sigmoid  colons  may  have  resulted  from 
an  anomalous  blood  supply  to  these  parts. 
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POSTPARTUM  HEMORRHAGE  NECESSITATING  IMMEDIATE  HYSTERECTOMY 

John  J.  Keenan,  M.D.,  and  Charles  R.  Lewis,  M.D.,  Troy,  New  York 
( From  the  Gynecological  and  Obstetrical  Departments  of  St.  Mary’s  Hospital ) 


TN  New  York  State  the  decrease  in  maternal  mor- 
tality  during  the  last  ten  years  has  kept  pace  with 
the  generally  lower  rate  throughout  the  country. 
While  deaths  from  infection,  toxemia,  and  hemor- 
rhage continue  to  head  the  list,  the  sharp  decline  in 
maternal  deaths  from  infection  has  been  most  dra- 
matic. Deaths  due  to  hemorrhage  from  1940 
through  1944  in  this  State  showed  no  significant  de- 
crease, although  the  last  three  years  have  indicated 
a lowering  rate. 

In  commenting  briefly  on  the  decline,  beginning 
in  1941,  in  maternal  deaths  due  to  infection,  the 
temptation  exists  to  credit  the  expanding  use  of  the 
sulfonamide  drugs,  together  with  penicillin,  as  out- 
standing in  achieving  this  reduction.  Likewise,  the 
failure  of  toxemia  and  hemorrhage  death  rates  to 
show  significant  decrease  during  the  early  forties 
and  then  to  drop  later  may  indicate  the  lack  of  ade- 
quate medical  care  for  the  civilian  population  dur- 
ing the  war  years.  Such  interpretations  are  specu- 
lative. 

Uterine  hemorrhage  in  the  immediate  postpartum 
period  demands  promptly  applied  control  measures. 
The  usual  means  employed  include  uterine  massage, 
oxytocics,  blood  replacement,  and  intrauterine  pack- 
ing. The  consensus  of  opinion  seems  to  be  that  the 
intravenous  injection  of  active  ergot  preparations 
has  materially  lowered  the  need  for  postpartum 
packing.  The  role  of  the  newer  absorbable  oxi- 
dized gauze  for  intrauterine  packing  has  not,  as 
yet,  been  thoroughly  assessed,  although  prelimin- 
ary reports  indicate  its  safety  and  effectiveness.1 

Packing  of  the  postpartum  uterus  to  control 
hemorrhage  is  admittedly  a controversial  subject. 
The  procedure  is  endorsed  by  Titus,  Mussey, 
Stander,  Greenhill,  and  others.  On  the  other  hand, 
Cosgrove  states  in  a recent  discussion:  “We  did 

not,  in  fact,  use  it  (i.e.,  packing)  in  a single  case, 
but  we  lost  no  cases  in  that  time  (i.e.,  1946  with  8,400 
deliveries)  from  postpartum  hemorrhage.”2 

Day  et  al.,  reporting  in  1948  on  more  than  12,000 
deliveries  over  a twenty-eight-year  span,  stated  that 
the  measures  as  above  outlined  failed  to  control  post- 


partum uterine  bleeding  in  six  instances.2  During 
this  period  intrauterine  packing  was  used  267  times, 
giving  an  incidence  of  2.3  per  cent.  Following  re- 
packing of  these  six  patients,  the  bleeding  was  con- 
trolled in  three,  leaving  three  in  whom  hysterectomy 
was  performed.  This  gives  an  incidence  in  the 
authors’  experience  of  1:4,000  deliveries  in  which 
repacking  failed  to  control  postpartum  hemorrhage. 

Case  Report 

A forty-three-year-old  gravida  III,  Para  5,  was 
admitted  to  the  St.  Mary’s  Hospital,  September  18, 
1948,  in  active  labor.  Her  membranes  had  ruptured 
at  home.  The  past  history,  including  medical, 
surgical,  and  gynecologic  reviews,  was  noncontrib- 
utory; she  had  had  three  normal  spontaneous  de- 
liveries, the  last  occurring  in  1935.  In  1944,  she 
is  said  to  have  miscarried  at  about  the  fifth  month 
of  gestation  but  was  not  hospitalized.  Her  present 
history  began  when  first  seen  on  April  28,  1948,  at 
which  time  a diagnosis  of  intrauterine  pregnancy 
was  made.  Her  last  menstrual  period  was  February 
10;  expected  date  of  confinement  was  November 
17.  Since  the  size  of  the  uterus  was  estimated  to 
be  that  of  approximately  six  months  gestation,  x-ray 
studies  were  made.  These  were  reported  negative 
for  fetal  skeleton.  The  Friedman  test  was  positive, 
but  no  fetal  heart  or  outlines  could  be  elicited. 
Following  a month’s  period  of  uneventful  observa- 
tion, x-ray  indicated  a normal  single  fetal  skeleton 
estimated  to  be  about  three  and  one-half  months. 
The  complication  was  believed  to  be  either  leio- 
myomata or  hydramnios.  The  pregnancy  pro- 
ceeded without  otherwise  significant  deviation  until 
she  entered  the  hospital  in  active  labor. 

A living  female  child,  weighing  5 pounds,  4 ounces, 
and  measuring  45  cm.  was  delivered  spontaneously 
per  vagina  (vertex  presentation).  The  infant’s  sub- 
sequent course  was  without  incident,  with  her  re- 
ceiving the  usual  care  accorded  premature  infants. 
The  patient  was  given  the  routine  oxytocics,  a pitui- 
tary preparation  intramuscularly  and  an  ergot  prep- 
aration intravenously.  The  placenta  did  not  de- 
liver spontaneously  after  thirty  minutes,  and  with 
the  apex  of  the  uterus  remaining  above  the  umbili- 
cus, intrauterine  exploration  and  manual  separation 
with  delivery  of  the  placenta  was  carried  out. 
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Nodularity  of  the  uterus  was  evident,  and,  together 
with  the  vagina,  it  was  packed  with  15  yards  of  plain 
gauze.  At  no  time  did  the  patient  exhibit  signs  of 
shock,  and  repeated  pulse  and  blood  pressure  deter- 
minations were  within  normal  range.  At  the  end 
of  four  hours,  bleeding  through  the  packing  was 
present.  The  patient  was  brought  to  the  operating 
room,  repacked,  again  using  15  yards,  given  1,000 
cc.  of  freshly  drawn  citrated  blood,  and  returned  to 
her  room.  About  four  hours  after  repacking,  blood 
was  seeping  through  the  dressing,  and  abdominal 
exploration  was  decided  upon.  During  this  opera- 
tive procedure,  consisting  of  supracervical  hysterec- 
tomy and  bilateral  salpingo-oophorectomy,  an  addi- 
tional 1,000  cc.  of  freshly  drawn  blood  wras  given. 
Her  postoperative  course  was  without  event, 
dangling  in  twenty-four  hours,  out  of  bed  in  forty- 
eight  hours,  and  home  on  the  tenth  day.  The 
wound  healed  by  primary  union. 

Pathologic  Report. — Gross  examination:  The 

specimen  consists  of  a greatly  enlarged  uterus  am- 
putated through  the  cervix.  It  measures  about 
22  cm.  in  greatest  dimension  and  weighs  3,500  Gm. 
(the  freshly  delivered  uterus  weighs  about  1,000 
Gm.).  It  has  been  opened.  The  cavity  is  lined  by 
a rough,  hemorrhagic  membrane.  The  myometrium 
is  greatly  thickened,  measuring  8 cm.  in  thickness. 
It  consists  of  a nodular  type  of  tissue  with  indistinct 
nodules,  varying  from  less  than  1 cm.  up  to  4 cm.  in 
diameter.  The  serosa  is  coarsely  nodular  due  to  the 
underlying  tissue.  The  tubes  and  ovaries  are 
attached.  They  are  not  grossly  remarkable.  Sep- 
arately received  is  a placenta  18  cm.  in  diameter 
with  membranes  and  cord  attached.  The  placental 
lobules  vary  in  thickness  from  about  1.5  to  3 cm. 
The  cord  is  not  grossly  remarkable. 

Microscopic  description:  Sections  of  the  uterus 
show  interlacing  bundles  of  mature  smooth  muscle 
cells  and  collagenous  fibrous  tissue.  Some  areas 
exhibit  hyaline  necrosis.  Sections  through  the  cir- 
cumscribed nodules  show  interlacing  smooth  muscle 
and  fibrous  tissue  characteristic  of  myoma.  Van 
Gieson-stained  sections  show  much  collagen  inter- 
mingled with  smooth  muscle  in  the  wall  of  the 
uterus.  In  places  there  are  large  foci  of  hyalinized 
dense  collagen.  It  is  estimated  that  about  25  to  35 
per  cent  of  the  uterine  wall  is  collagen,  the  remainder 
being  largely  smooth  muscle.  The  uterus  is  lined 
by  decidual  tissue  which  extends  irregularly  into 


the  underlying  myometrium.  The  ovaries  and 
tubes  are  not  remarkable.  There  is  no  microscopic 
evidence  of  malignancy.  The  extremely  large  size 
of  this  uterus  is  accounted  for  by  the  large  amount 
of  collagen,  evidence  of  previous  subinvolution,  and 
multiple  leiomyomata. 

Diagnosis:  Chronic  subinvolution  and  multiple 
leiomyomata  of  the  corpus  uteri. 

Comment 

In  a recent  discussion  of  the  surgical  complications 
of  pregnancy,  Waters  states:  “It  is  recognized  that 
the  incidence  of  abortion,  premature  labor,  tumor 
necrosis,  adherent  and  retained  placenta,  and  post- 
partum hemorrhage  is  higher  in  patients  with  fi- 
broids.”* 1 2 3 He  further  states  that  he  prefers  vaginal 
delivery  and  delayed  operation  if  possible.  It  is 
noted  that  the  patient  reported  here  exhibited,  dur- 
ing this  pregnancy,  all  of  the  above  features  except 
the  first. 

Summary 

The  maternal  mortality  rate  in  New  York  State 
has  declined  appreciably  during  the  past  ten  years. 
This  decline  prevails  in  deaths  due  to  hemorrhage 
which  in  1947  was  1.6  per  10,000  total  births,  falling 
from  7.5  in  1938. 

Conservative  methods  used  in  controlling  post- 
partum hemorrhage — uterine  massage,  intravenous 
injection  of  active  ergot  preparations,  blood  replace- 
ment, and  intrauterine  tamponade — occasionally 
fail.  Repacking  in  such  instances  is  indicated.  The 
failure  of  these  measures  to  control  the  bleeding 
necessitates  a more  radical  approach,  including,  as 
shown  in  the  case  presented,  hysterectomy. 


The  authors  wish  to  express  their  appreciation  to  Dr.  John 
Clemmer,  pathologist,  for  his  generous  cooperation  during 
the  preparation  of  this  article. 
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“DR.  JONES”  SAYS— 

We  lay  a lot  of  things  to  automobiles — contribu- 
ting to  juvenile  delinquency,  crime,  and  what  not, 
to  say  nothing  of  accidents.  But  one  thing  they’ve 
done  for  us,  besides  getting  us  around — they’ve 
reduced  the  number  of  flies  we’ve  had  to  contend 
with.  They’ve  done  it,  of  course,  by  replacing 
horses.  Piles  of  horse  manure  were  the  principal 
breeding  places  of  the  common  house  fly.  And  you 
folks  that ’re  under  forty,  you’ve  seen  a lot  more  auto- 
mobiles than  us  old  timers  had  at  your  age,  but 
you’ve  never  really  seen  flies — not  the  way  we  had 
’em  in  the  good  old  days  of  horse-drawn  transporta- 
tion. 

In  1916,  when  we  had  our  big  epidemic  of  polio, 
they  had  a meeting  of  health  people  in  New  York 
City  to  discuss  plans.  The  city  health  commis- 
sioner said  one  of  their  serious  problems,  there,  was 
disposing  of  stable  manure,  fie  was  thinking,  of 
course,  about  the  flies — a problem  in  most  cities. 

Whether  flies  spread  polio  or  not — well,  they’ve 
discovered  since  then  that  the  virus  is  in  excretions 


of  patients,  and  they’ve  found  flies  carrying  it. 
But,  apparently,  they’ve  never  traced  any  actual 
cases  to  flies,  and  the  experts  don’t  seem  to  think 
they’re  an  important  factor.  But  that  doesn’t 
relieve  anything  as  dirty  as  a fly  from  being  a sus- 
picious character. 

Spreading  typhoid  and  other  intestinal  in- 
fections— the  way  they  travel  back  and  forth  be- 
tween filth,  folks,  and  food — years  ago  they  laid  a 
lot  of  the  cases  and  outbreaks  to  flies.  With  more 
knowledge  and  better  investigations  they’ve  found 
those  diseases  are  spread  mainly  through  other 
channels.  But  it’s  often  next  to  impossible  to 
prove  where  isolated  cases  came  from.  Some  of 
’em — it  could  be  flies.  At  any  rate,  in  spite  of  auto- 
mobiles, DDT  and  all  the  rest,  there’s  still  too  many 
of  ’em.  Their  habits  and  manners  are  bad  and, 
allowing  ’em  the  benefit  of  every  doubt,  like  some 
other  innocent  looking  critters,  at  the  best  they’re 
bad  company.- — Paul  B.  Brooks,  M.D.,  August  15, 
1949 


SENSITIVITY  TO  FURACIN 


Isaac  H.  Richter,  M.D.,  and  Angelo  C.  Manocchio,  M.D.,  Brooklyn,  New  York 


(From  the  Peripheral  Vascular  Clinic,  Department  of  Medicine,  Coney  Island  Hospital) 


TOURING  the  past  few  years  Furacin  Soluble  Dress- 
ing  has  been  used  extensively  for  varicose 
ulcers  with  variable  results.  The  ointment  was 
used  in  both  gram-positive  and  gram-negative  bac- 
terial infections.  Several  reports  have  appeared  in 
medical  literature  regarding  the  irritating  and  sensi- 
tizing properties  of  Furacin. 

In  1947,  Downing,  Hanson,  and  Lamb  reported 
that  eight  out  of  212  patients  developed  sensitiza- 
tion to  prolonged  use  of  Furacin.1  They  empha- 
sized the  value  of  its  use  in  superficial  dermatoses 
where  results  can  be  obtained  in  a shorter  time, 
thus  lessening  the  number  of  cases  that  develop 
sensitization.  Morin  reported  one  case  of  sensitiza- 
tion to  Furacin  which  resulted  in  the  formation  of  a 
local  erythema  and  vesiculation,  generalized  urti- 
caria, and  pruritus  associated  with  headache  and 
nausea.2 

In  the  vascular  clinic  at  the  Coney  Island  Hospi- 
tal and  in  private  practice  we  encountered  three 
cases  of  sensitization  to  Furacin  in  a series  of  30 
cases  of  varicose  ulcer. 

Case  Reports 

Case  1. — M.  E.,  a fifty-three-year-old  white  woman, 
gave  a history  of  varicose  veins  for  several  years. 
There  was  no  history  of  allergy.  Several  months 
ago,  she  sustained  an  abrasion  to  her  right  leg 
where  an  infected  ulcer  developed.  Furacin  Dress- 
ing was  applied  locally  for  about  four  weeks  at 
the  end  of  which  time  she  developed  a macular, 
papular  rash,  most  marked  around  the  ulcer,  which 
subsequently  spread  over  the  entire  body.  This 
was  associated  with  itching.  The  rash  disappeared 
after  continuous  use  of  antihistaminic  drugs  for 
four  weeks.  The  ulcer  has  not  healed. 


tion.  Local  application  of  Furacin  Dressing  was 
started  on  October  21,  1948,  and  was  used  con- 
tinuously until  November  18,  when  she  developed 
an  eruption.  The  rash  covered  the  face,  chest, 
lower  abdomen,  dorsal  surface  of  both  arms,  and 
medial  surface  of  both  thighs  and  legs  and  was  more 
marked  around  the  ulcer.  The  rash  consisted  of 
macules  and  papules  with  marked  edema  followed 
by  scaling  of  skin.  This  eruption  was  associated 
with  marked  itching.  One  day  after  appearance 
of  the  skin  lesion,  adrenalin  injection  brought  con- 
siderable relief  and  improvement,  but  gradually  the 
condition  became  worse  until  antihistaminic  drugs 
were  used.  Patient  was  last  seen  on  December  16, 
at  which  time  the  rash  was  still  present,  but  to  a 
lesser  degree,  the  edema  had  subsided,  and  scaling 
of  skin  was  moderate.  The  ulcer  was  healed,  being 
covered  with  a crust. 


Discussion 

The  above  three  patients  with  varicose  ulcers  de- 
veloped a generalized  eruption  due  to  local  use  of  Fur- 
acin for  a period  of  one  to  four  weeks.  One  of  these 
patients  had  hay  fever,  and  two  gave  no  previous 
history  of  allergy.  The  type  of  reaction  presented 
here  belongs  to  the  delayed,  induced  type  of  con- 
tact dermatitis.  Skin  testing  by  patch  method  is 
usually  negative,  and  hence  we  cannot  foretell  who 
may  be  sensitized  to  the  material  used.  The  basic 
causative  factor  of  varicose  ulcer  is  not  infection 
but  rather  venous  stasis.  Therefore,  there  seems 
to  be  no  rational  basis  for  using  an  ointment  for  a 
period  of  several  weeks  in  the  hope  that  epitheliza- 
tion  will  take  place.  Treatment  should  be  directed 
toward  removing  the  cause. 


Case  3. — M.  M.,  fifty-five-year-old  white  woman, 
gave  no  history  of  allergy,  but  her  son  was  suffer- 
ing from  recurrent  attacks  of  angioneurotic  edema 
and  urticaria.  She  had  moderate-sized  varicosities 
in  both  legs  for  about  eighteen  years.  Five  months 
ago,  she  developed  an  ulcer  on  the  right  leg,  P/2  by 
V2  inches  in  diameter.  Furacin  was  prescribed  for 
local  application,  and  after  one  week  she  developed 
a marked  generalized  dermatitis  which  was  followed 
by  exfoliation  of  skin.  This  rash  subsided  after 
three  weeks  of  continuous  use  of  antihistaminic 
drugs  and  local  applications  of  calamine  lotion. 
The  local  infection  of  the  ulcer  subsided,  but  epi- 
thelization  did  not  take  place. 

Case  3. — A.  A.,  a forty-threc-year-old  white 
woman  with  a history  of  hay  fever  and  varicose 
veins  for  many  years,  developed  an  ulcer  on  her 
left  leg  several  months  prior  to  our  first  observa- 


Conclusions 

1.  The  use  of  Furacin  Dressing  in  the  treat- 
ment of  infected  varicose  ulcer  may  produce  a con- 
tact dermatitis  with  systemic  manifestations. 

2.  The  allergic  symptoms  respond  slowly  to  the 
use  of  antihistaminic  drugs. 

3.  Therapy  of  varicose  ulcer  should  be  directed 
to  removal  of  the  underlying  cause. 
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DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


Medical  Care  Plans  Record  1,886,774  Members  at  June  30,  1949 


THE  voluntary  nonprofit  medical  care  insurance 
plans  in  New  York  State  (approved  by  the 
Medical  Society  of  the  State  of  New  York)  experi- 
enced a record  increase  of  347,485  members  for  the 
six  months  ending  June  30,  1949,  as  compared  with 
284,299  for  the  corresponding  period  a year  ago. 


Benefits  to  members  were  14,297,529,  as  compared 
with  $2,694,642  for  the  same  period  a year  ago,  an 
increase  of  $1,602,887,  or  37  per  cent. 

The  following  tables  reflect  detailed  progress 
of  each  plan  as  well  as  over-all  totals  (see  Tables 
1-5). 


Table  1. — Membership  Progress — Quarter  Ending  June  30,  1949 


By  Types  of  Contracts 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Surgical  Only 
June  30,  1949 
March  31,  1949 

987,992 

913,867 

172,240 

154,168 

119,433 

115,846 

3,805 

3,534 

84,024 

77,021 

1,367,494 

1,264,436 

Increase 

74,125 

18,072 

3,587 

271 

7,003 

103,058 

Surgical,  In-Hospital  Medical 
June  30,  1949  365,696 

March  31,  1949  328,514 

19,619 

20,032 

57,995 

54,957 

443,310 

403,503 

Increase 

37,182 

-413 

3,038 

39,807 

Surgical-Medical  (Home, 
Office,  and  Hospital) 
June  30,  1949 
March  31,  1949 

57,209 

52,158 

18,716 

17,477 

75,925 

69,635 

Increase 

5,051 

1,239 

6,290 

Medical  Expense  Fund 
June  30,  i949 
March  31,  1949 

15 

111 

11 

115 

Decrease 

-96 

-96 

Grand  Totals 
June  30,  1949 
March  31,  1949 

1,410,912 

1,294,650 

191,859 

174,200 

119,433 

115,846 

22,521 

21,011 

84,024 

77,021 

57,995 

54,957 

1,886,744 

1,737,685 

Increase 

116,262 

17,659 

3,587 

1,510 

7,003 

3,038 

149,059 

Note:  53,984  Members 
during  the  quarter. 

in  the  Utica  Plan  were  covered  by  Medical  Call  Riders 

as  of  June  30, 

1949,  an  increase  of  2,877 

Table  2. — Comparative  Statement 

of  Membership  Increase 

for  Six  Months  Ending  June  30,  1948  and  1949 

By  Types  of  Contracts 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Surgical  Only 
June  30,  1949 
June  30.  1948 

176,934 

142,536* 

33,254 

19,241 

9,470 

10,856 

432 

1,223 

15,371 

11,013 

235,461 

184,869 

Surgical,  In-Hospital  Medical 
June  30,  1949  91,982 

June  30,  1948  68,106 

-1,266 

-1,491 

6,296 

15,827 

97,012 

82,442 

Surgical-Medical  (Home, 
Office,  and  Hospital) 
June  30,  1949 
June  30,  1948 

13,183 

14,527 

1,983 

2,648 

15,166 

17,175 

Medical  Expense  Fund 
June  30,  i949 
June  30,  1948 

-154 

-187 

-154 

-187 

Grand  Totals 
June  30,  1949 
June  30,  1948 

281,945 

224,982 

31,988 

17,750 

9,470 

10,856 

2,415 

3,871 

15,371 

11,013 

6,296 

15,827 

347,485 

284,299 

* 4,736  In-Hospital  Surgical  members  transferred  to  Surgical  Contracts  and  are  included  in  the  inorease  of  142,536. 
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Table  3. — Comparative  Statement  of  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium 
Income  for  Six  Months  Ending  June  30,  1948  and  1949 


New  York 

Buffalo 

Utica 

Rochester 

Albany 

Syracuse 

Totals 

Earned  Premium  Income 

June  30,  1949  34,606,806 

June  30,  1948  2,940,278 

$613,132 

462,016 

$469,616 

385,267 

$255,677 

167,151 

$238,522 

132,981 

$116,088 

91,081 

$6,299,841 

4,178,774 

Claim  Expense 

June  30,  1949  $3,249,136 

June  30,  1948  1,937,290 

$486,768 

321,105 

$372,623 

306,634 

$183,936 

120,947 

$196,773 

103,525 

$ 97,196 
68,904 

$4,586,432 

2,858,405 

Administrative  Expense 

June  30,  1949  $ 

June  30,  1948 

940,153 

637,119 

$ 54,881 
51,230 

$ 64,378 
56,611 

$ 36,567 
24,349 

$ 22,142 
15,385 

$ 14,623 
11,928 

$1,132,744 

796,622 

Claim  Expense  Ratio  to 

Earned  Premium  Income 
June  30,  1949 
June  30,  1948 

70.53 

65.89 

79.39 

69.50 

79.34 

79.60 

71.50 

72.20 

82.50 

77.80 

83.73 

75.65 

72.80 

68.40 

Administrative  Expense  Ratio 
to  Earned  Premium  Income 
June  30,  1949 
June  30,  1948 

20.41 

21.67 

8.95 

11.09 

13.70 

14.70 

14.20 

14.50 

9.28 

11.60 

12.60 

13.10 

17.97 

19.06 

TABLE  4.- 

-Claim  Data  (Paid  Basis) — Year  to  June  30,  1949 
(By  Types  of  Contracts) 

Plan  Location 

Number 

of 

Claims 

Amount 

Ratio 

to 

Earned 

Premium 

Average 

Cost 

per  Claim 

Claim 
Incidence 
per  1,000 
Participants 
per  Annum 

Average 

Exposure 

Participants 

New  York 

Surgical  Expense  Indemnity 
Surgical,  In-Hospital  Medical 
General  Medical 

35,190 

14,184 

21,296 

$2,079,996 

748,284 

259,916 

74.35 

54.57 

60.66 

$59.10 

52.75 

12.20 

73.9 

81.8 

780.6 

951,774 

346,542 

54,562 

Total 

70,670 

$3,088,196 

67.18 

$43.41 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

12,441 

3,659 

$ 367,526 
83,323 

75.21 

66.92 

$29.54 

22.77 

161.3 

361.3 

154,168 

20,254 

Total 

16,100 

$ 450,849 

73.53 

$28.00 

Utica 

Surgical  and  Special  Benefits 
Medical  Call  Rider 

12,303 

1,285 

$ 316,376 
25,222 

80.28 

33.37 

$25.71 

19.62 

213.8 

50.5 

115,081 

50,866 

Total 

13,588 

$ 341,598 

72.74 

$25.14 

Syracuse 

Surgical 

Surgical  and  Medical 

• 

313 

4,353 

$ 9,981 

82,603 

97.88 

94.94 

$31.88 

18.97 

175.6 

493.4 

3,564 

17,642 

Total 

4,666 

$ 92,584 

95.25 

$19.84 

Rochester 

Surgical 

4,347 

$ 153,054 

59.86 

$35.20 

106.2 

81,843 

Albany 

Surgical,  In-Hospital  Medical 

4,047 

$ 171,248 

71.79 

$42.31 

147.4 

54,884 

Grand  Total 

113,413 

$4,297,529 

68.53 

$37.89 

TABLE  5. — Comparative  Statement  of  Claim  Incidence  (Frequency  with  Which  Claims  Occur) — Six  Months 
Ending  June  30,  1948  and  1949 


Plan  Location  and  Types  of  Contracts 
New  York 

Surgical  Expense  Indemnity 
Surgical,  In-Hospital  Medical 
General  Medical 

, 1948- 

Claim  Incidence 
per  1,000 
Participants 
per  Annum 

65.5 

63.2 

611.5 

Average 

Exposure 

Participants 

677,291 

173,176 

37,867 

1949- 

Claim  Incidence 
per  1,000 
Participants 
per  Annum 

73.9 

81.8 

780.6 

Average 

Exposure 

Participants 

951,774 

346,542 

54,562 

Buffalo 

Surgical 

Surgical,  In-Hospital  Medical 

122.4 

355.8 

110,886 

22,238 

161.3 

361.3 

154,168 

20,254 

Utica 

Surgical  and  Special  Benefits  (including 
Medical  Call  Riders) 

231.6 

94,659 

236.1 

115,081 

Syracuse 

Surgical 

Surgical  and  Medical 

150.9 

595.4 

2,756 

14,800 

175.6 

493.4 

3,564 

17,642 

Rochester 

Surgical 

81.7 

62,020 

106.2 

81,843 

Albany 

Surgical,  In-Hospital  Medical 

133.0 

34,311 

147.4 

54,884 

FORTY-THIRD  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


PROGRAM 

SIXTH  DISTRICT  BRANCH 


Wednesday,  October  19,  1949 
Cortland  Country  Club 
Cortland,  New  York 


Afternoon  Session 

2:30  p.m. — “Dermatological  Aspects  of  Interest  to 
the  General  Practitioner” 

David  Bloom,  M.D.,  New  York  City, 
assistant  clinical  professor  of  der- 
matology and  syphilology,  New 
York  University  Post-Graduate 
Medical  School 

3:30  p.m.— “Thoracic  Diseases:  1.  Differential 
Diagnosis;  2.  More  Common  Uses 
of  Thoracic  Surgery;  3.  The  Use 
of  Antibiotics  in  the  Treatment  of 
Chronic  Pulmonary  Pathological 
Conditions” 

N.  Stanley  Lincoln,  M.D.,  F.A.C.P., 
director,  Hermann  M.  Biggs  Mem- 
orial Hospital,  Ithaca 
Frederick  Beck,  M.D.,  F.A.C.P., 

assistant  director,  Hermann  M. 
Biggs  Memorial  Hospital,  Ithaca 
Richmond  Douglass,  M.D.,  F.A.C.S., 
Hermann  M.  Biggs  Memorial  Hos- 
pital, Ithaca 

4:30  p.m. — “Forum  on  Public  Relations” 

Mr.  Dwight  Anderson,  executive  secre- 
tary, Medical  Society  of  the  State  of 
New  York 

C.  Stewart  Wallace,  M.D.,  Ithaca, 
president,  Tompkins  County  Medi- 
cal Society 

Bruce  D.  Lott,  M.D.,  Binghamton, 
chairman,  Public  Relations  Com- 
mittee, Broome  County  Medical 
Society 

5 : 15  p.m. — “Nonunion  of  Fractures” 

Reginald  Charles  Farrow,  M.D., 
Ithaca,  Diplomate,  American  Board 
of  Orthopedic  Surgery 
Business  Meeting — Election  of  Officers 


Evening  Session 

7:00  p.m. — Dinner — informal 

Introduction  of  Officers  of  the  Medical 
Society  of  the  State  of  New  York 
Address  by  the  president-elect,  Carl- 
ton E.  Wertz,  M.D.,  Buffalo 
Remarks  by  Mrs.  William  J.  Lavelle, 
president,  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of 
New  York 

8:30  p.m. — “Diagnosis  of  Tumors  of  the  Gastro- 
intestinal Tract” 

William  A.  Cooper,  M.D.,  F.A.C.A., 
New  York  Hospital 

Officers — Sixth  District  Branch 

President Charles  L.  Pope,  M.D., 

Binghamton 

First  Vice-President Norman  C.  Lyster, 

M.D.,  Norwich 

Second  Vice-President ..  . Elton  R.  Dickson, 


M.D.,  Binghamton 

Secretary Paul  F.  Willwerth, 

M.D.,  Montour  Falls 

Treasurer Marshall  Latcher,  M.D., 

Oneonta 

Presidents  of  Component  County  Societies 

Broome.  . . . Leonard  J.  Flanagan,  M.D.,  Bing- 
hamton 

Chemung.  . M.  Frederick  Butler,  M.D.,  Elmira 
Chenango. . Newton  Brachin,  M.D.,  Greene 
Cortland. . . Robert  H.  Kerr,  M.D.,  Cortland 
Delaware..  G.  M.  Palen,  M.D.,  Margaretville 

Otsego John  W.  Latcher,  M.D.,  Oneonta 

Schuyler. . . Francis  C.  Ward,  M.D.,  Odessa 

Tioga Arthur  J.  Capron,  M.D.,  Owego 

Tompkins. . C.  Stewart  Wallace,  M.D.,  Ithaca 
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A review  of  the  pertinent  literature  reveals  that  while  the  administration  of 
diethylstilbestrol  (des)  will  bring  86.6%  of  cases  to  term  (1),  progesterone 
will  bring  only  18.2%  to  term  (2),  a very  significant  difference  of  68.4%. 
Karnaky  (3)  found  in  his  study  of  35  women  who  were  treated  with 
massive  doses  of  des  that  all  pregnancies  carried  to  term. 
This  evidence  shows  that  at  least  68.4%  more  fetal  lives 
may  be  saved  with  des. 
des  is  specifically  designed  for  the  treatment  of  threatened  abortion, 
habitual  abortion  and  premature  labor,  des  tablets  dissolve  within  a few 
seconds  and  are  uniformly  absorbed  into  the  blood  stream.  Adequate 
dosage  of  des  administered  early  in  premature  labor  stops  the 

pain  in  less  than  one  minute, 
des  25  mg.  tablets  of  Grant  Process  highly  micronized  triple  crystallized 
diethylstilbestrol  U.S.P.  XIII  are  available  in  containers  of  30, 100,  and  500  tablets. 


have 
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NOW!  FOR  PARENTERAL 
ADMINISTRATION 

Bio-des 

FOR 

INTRAMUSCULAR  INJECTION 


Bio-des  (des  in  oil)  contains  25  mg.  per  cc. 
of  Grant  Process  micronized  diethylstilbestrol 
U.S.P.  XIII  in  redistilled  sesame  oil. 
Bio-des  is  available  in  vials  of  lOcc.  and  30cc. 

REFERENCES: 


(1)  Rosenblum,  G.  and  Melinkoff,  E. 
Preservation  of  the  Threatened  Pregnancy  with 
Particular  Reference  to  the  Use  of  Diethylstilbestrol. 

West.  Jr.  Surg.  Obs.  and  Gyn. 
55,  597-603.  Nov.  1947. 

(2)  Silbernagel,  W.  M.  and  Burt,  O.  P. 
Ohio  State  Med.  Jr.  39,  430,  May  1943. 

(3)  Karnaky,  K.  J.  Estrogenic  Tolerance  in  Pregnant 
Women.  Amer.  Jr.  Obs.  and  Gyn.  53,  312-316,  1947. 
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NECROLOGY 


Max  Berkovsky,  M.D.,  of  the  Bronx,  died  sud- 
denly on  September  3 while  at  his  summer  home  on 
City  Island,  at  the  age  of  forty-eight.  Dr.  Berkovsky 
received  his  medical  degree  from  the  New  York 
Homeopathic  Medical  College  and  Flower  Hospital 
in  1926.  During  World  War  II  he  served  as  a cap- 
tain in  the  U.S.  Army  Medical  Corps,  from  1942  to 
1945,  seeing  action  in  France.  Dr.  Berkovsky  was 
associate  dermatologist  at  the  Metropolitan  and 
Bronx  Hospitals  and  was  formerly  senior  clinical 
assistant  in  dermatology  at  the  Mount  Sinai  Hos- 
pital outpatient  department.  He  was  a member  of 
the  American  Academy  of  Dermatology  and  Syphil- 
ology,  the  Bronx  Dermatological  Society,  of  which 
he  was  vice-president,  the  Bronx  County  and  New 
York  State  Medical  Societies,  and  the  American 
Medical  Association. 

Samuel  Einterz,  M.D.,  of  the  Bronx,  died  sud- 
denly on  August  25  in  the  Peekskill  Hospital  at  the 
age  of  sixty.  Dr.  Einterz  was  graduated  in  1913  from 
the  University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a member  of  the  Bronx  County  and 
New  York  State  Medical  Societies  and  the  American 
Medical  Association. 

Solomon  Hermann,  M.D.,  of  Brooklyn,  died  on 
September  6 at  his  summer  home  in  Neponsit  after  a 
long  illness,  at  the  age  of  seventy-seven.  Born  in 
Russia,  Dr.  Hermann  received  his  medical  degree 
from  the  University  of  Berlin  in  1898.  He  came  to 
the  United  States  and  in  1905  began  his  practice  in 
Brooklyn,  retiring  thirty  years  later  in  1935.  In 
1920  Dr.  Hermann  was  an  organizer  and  founder  of 
the  Israel  Zion  Hospital  of  Brooklyn,  now  the  Israel 
Zion  division  of  the  Maimonides  Hospital,  and  was 
also  a founder  of  the  New  Utrecht  Medical  Society  of 
Brooklyn. 

Arthur  Fenwick  Holding,  M.D.,  of  Albany,  died 
on  August  27  at  his  home  at  the  age  of  seventy-two. 
Dr.  Holding  was  graduated  from  the  Albany  Medical 
College  in  1901  and  interned  the  following  year  at 
Albany  Hospital.  He  also  did  postgraduate  work  at 
Johns  Hopkins  Medical  School,  Cornell  University 
Medical  College,  the  University  of  Indiana,  and  the 
University  of  Vienna.  From  1912  to  1916  Dr.  Hold- 
ing was  director  of  the  x-ray  laboratory  at  Memorial 
Hospital,  New  York  City,  and  during  World  War 
I he  served  overseas  with  the  U.  S.  Army  Medical 
Corps  as  a brain  surgeon  at  a base  hospital  in  France. 
In  1922  he  returned  to  Albany  and  began  his  prac- 
tice limited  to  eye,  ear,  nose,  and  throat. 

Dr.  Holding  several  years  ago  was  instrumental  in 
organizing  the  Physicians  and  Nurses  Exchange, 
which  provided  twenty-four-hour-service  for  persons 
in  need  of  emergency  medical  treatment.  He  was 
formerly  director  of  the  tumor  clinic  at  Memorial 
Hospital,  Albany,  and  was  consult  ing  surgeon  for  eye, 
ear,  nose,  and  throat  there.  A Diplomate  of  the 
American  Board  of  Radiology,  Dr.  Holding  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
American  Roentgenologists  Association,  the  Ameri- 
can Radium  Association,  the  Albany  County  and 
New  York  State  Medical  Societies,  and  the  American 
Medical  Association. 

Artur  Meyer,  M.D.,  of  New  York  City,  died  on 
August  28  at  the  age  of  sixty-seven.  Dr.  Meyer  re- 
ceived his  medical  degree  from  the  University  of 
Bonn  in  Strassburg,  Germany,  in  1907.  He  was  a 
member  of  the  New  York  County  and  State  Medical 
Societies  and  the  American  Medical  Association. 


Horace  Clifford  Montgomery,  M.D.,  of  Water- 
town,  died  suddenly  on  September  3 from  a heart 
attack  at  his  home,  at  the  age  of  sixty-two.  Dr. 
Montgomery  was  graduated  from  Albany  Medical 
College  in  1911.  For  the  past  thirty-two  years, 
since  1917,  he  had  practiced  in  Watertown.  Dr. 
Montgomery  was  attending  physician  at  the  House 
of  the  Good  Samaritan  and  Mercy  Hospitals,  both  in 
Watertown.  He  was  widely  known  through  his  in- 
terest and  efforts  to  aid  cancer  patients.  In  1946 
Dr.  Montgomery  was  an  organizer  of  the  Jefferson 
County  unit  of  the  New  York  State  division  of  the 
American  Cancer  Society  and  had  served  three  suc- 
cessive terms  as  president.  He  was  also  a member  of 
the  executive  board  of  the  New  York  State  division 
of  the  American  Cancer  Society. 

A charter  member  of  the  New  York  State  Indus- 
trial Surgical  Society,  Dr.  Montgomery  was  a mem- 
ber of  the  Jefferson  County  and  New  York  State 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 

William  Wellesley  Percy,  M.D.,  of  Rochester, 
died  on  August  9 at  his  summer  home  in  Churchville 
at  the  age  of  seventy-five.  Dr.  Percy  was  graduated 
from  the  Syracuse  University  College  of  Medicine  in 
1901  and  interned  at  the  Rochester  City  Hospital 
and  then  opened  his  practice  in  Rochester.  Dr. 
Percy  served  in  the  Spanish-American  War  and  in 
World  War  I,  when  he  spent  six  months  in  France 
and  was  also  on  duty  at  the  Mexican  border,  in  1917 
and  1918. 

Dr.  Percy  retired  three  years  ago  from  general 
practice  and  also  resigned  as  executive  director  of  the 
Rochester  Academy  of  Medicine,  a post  he  had  held 
since  1939.  At  that  time  he  was  elected  a life  mem- 
ber of  the  Academy.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Percy  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Rochester 
Pathological  Society,  the  Rochester  Medical  Associa- 
tion, the  Monroe  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

Jacques  Cortelyou  Rushmore,  M.D.,  died  on 
September  3 at  his  home  in  East  Fishkill  at  the  age 
of  seventy-three.  Dr.  Rushmore  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital in  1903  and  interned  there  for  two  years,  open- 
ing his  practice  in  Brooklyn  in  1905.  In  1908  Dr. 
Rushmore  was  appointed  head  of  the  orthopedic 
clinic  at  the  Long  Island  College  Hospital,  a position 
he  held  until  his  retirement  in  1941.  From  1911  to 
1941  he  was  professor  of  orthopedics  at  the  College. 
During  World  War  I,  Dr.  Rushmore  served  overseas 
as  a first  lieutenant  with  the  Marines  attached  to 
Base  Hospital  1 in  Brest,  France. 

Dr.  Rushmore  was  consultant  in  orthopedics  at 
Brooklyn  Hospital,  St.  John’s  Hospital,  Kings 
County  Hospital,  and  St.  Giles  Hospital,  all  in 
Brooklyn,  and  for  three  years  was  consultant  in 
orthopedics  at  the  Veterans  Administration  Hospital 
in  Castle  Point.  He  was  directing  librarian  of  the 
Kings  County  Medical  Society  from  1929  until  1941 
and  was  a member  of  the  Brooklyn  A<!ademy  of 
Medicine  and  the  Doctors’  Club  of  Brooklyn.  A 
Fellow  of  the  American  College  of  Surgeons,  he  was 
also  a member  of  the  Kings  County  and  New  York 
State  Medical  Societies  and  the  American  Medical 
Association. 
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BOOKS 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  RECEIVED 


Allergy  to  Cottonseed  and  Other  Oilseeds  and 
Their  Edible  Derivatives.  Excerpts  from  Testi- 
mony Before  the  Administrator,  Federal  Security 
Agency.  Public  Hearings  Held  at  Washington, 
D.  C.  November  18,  1947  and  January  6 to  8,  1948. 
Octavo  of  275  pages.  Memphis,  Tenn.,  National 
Cottonseed  Products  Assn.,  1948. 

The  British  Encyclopaedia  of  Medical  Practice. 
Including  Medicine,  Surgery,  Obstetrics,  Gynaecol- 
ogy and  Other  Special  Subjects.  Medical  Prog- 
ress, 1948.  Editor  in  Chief,  Rt.  Hon.  Lord  Holder, 
M.D.  Octavo  of  511  pages.  London,  Eng., 
Butterworth  & Co.,  1948. 

Adolescence  Problems.  A Handbook  for  Physi- 
cians, Parents,  and  Teachers.  By  William  S. 
Sadler,  M.D.  Octavo  of  466  pages.  St.  Louis, 
C.  V.  Mosby  Co.,  1948.  Cloth,  $4.75. 

The  Basis  of  Chemotherapy.  By  Thomas  S. 
Work,  Ph.D.,  and  Elizabeth  Work,  Ph.D.  Octavo 
of  435  pages,  illustrated.  New  York,  Interscience 
Pubs.,  1948.  Cloth,  $6.50. 

Industrial  Hygiene  and  Toxicology.  Frank  A. 
Patty,  Editor.  Vol.  I.  Octavo  of  531  pages,  illus- 
trated. New  York,  Interscience  Pubs.,  1948. 
Cloth,  $10.00. 

Cornell  Conferences  on  Therapy.  Harry  Gold, 
M.D.,  Managing  Editor.  Vol.  3.  Duodecimo  of 
337  pages,  illustrated.  New  York,  Macmillan  Com- 
pany, 1948.  Cloth,  $3.50. 

Your  Child  or  Mine.  The  Story  of  the  Cerebral- 
Palsied  Child.  By  Mary  Louise  Hart  Burton,  in 
collaboration  with  Sage  Holter  Jennings.  Duo- 
decimo of  64  pages,  illustrated.  New  York,  Coward- 
McCann,  1949.  Cloth,  $1.25. 

The  Alcoholic  Woman.  Case  Studies  in  the 
Psychodynamics  of  Alcoholism.  By  Benjamin 
Karpman,  M.D.  Sponsored  by  Washington  Insti- 
tute of  Medicine  Research  Foundation.  Octavo  of 
241  pages,  illustrated.  Washington,  Linacre  Press, 
1948.  Cloth,  $3.75. 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1949.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1949.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $16  net;  Paper,  $12 
net. 

Deep  Massage  and  Manipulation  Illustrated. 

By  James  Cyriax,  M.D.  Third  edition.  Octavo  of 
278  pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1948.  Cloth,  $5.00. 

Obstetric  Analgesia  and  Anesthesia.  Their 
Effects  Upon  Labor  and  the  Child.  By  Franklin  F. 
Snyder,  M.D.  Octavo  of  401  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1949.  Cloth, 
$6.50. 

Blood  Transfusion.  By  Elmer  L.  DeGowin, 
M.D.,  Robert  C.  Hartin,  M.D.,  and  John  B.  Alsever, 
M.D.  Octavo  of  587  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1949.  Cloth,  $9.00. 

Mayo  Clinic  Diet  Manual.  By  The  Committee  on 
Dietetics  of  the  Mayo  Clinic.  Octavo  of  329  pages. 


Philadelphia,  W.  B.  Saunders  Co.,  1949.  Paper, 
$4.00. 

Clinical  Aspects  and  Treatment  of  Surgical  In- 
fections. By  Frank  Lamont  Meleney,  M.D. 
Octavo  of  840  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Co.,  1949.  Cloth,  $12. 

The  Business  Side  of  Medical  Practice.  By 
Theodore  Wiprud.  Second  Edition.  Duodecimo 
of  232  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1949.  Cloth,  $3.50. 

A Treatise  on  Contemporary  Religious  Juris- 
prudence. By  I.  H.  Rubenstein.  Octavo  of  120 
pages.  Chicago,  The  Waldain  Press,  1948.  Cloth, 
$2.50. 

Oxford  Loose-Leaf  Medicine,  Supplements.  20 
reprints.  Octavo.  New  York,  Oxford  University 
Pi  •ess,  1948.  Available  only  to  subscribers. 

The  Venereal  Diseases.  A Manual  for  Prac- 
titioners and  Students.  By  James  Marshall,  M.D. 
Second  edition.  Octavo  of  369  pages,  illustrated. 
New  York,  Macmillan  Co.,  1948.  Cloth,  $5.50. 

The  Case  Against  Socialized  Medicine.  A Con- 
structive Analysis  of  the  Attempt  to  Collectivize 
American  Medicine.  By  Lawrence  Sullivan.  Sec- 
ond edition.  Duodecimo  of  54  pages.  Washington, 
Statesman  Press,  1949.  Cloth,  $1.50. 

Introduction  to  Physiological  and  Pathological 
Chemistry.  With  Laboratory  Experiments.  By 

L.  Earle  Arnow,  M.D.  Third  edition.  Octavo  of 
595  pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1949.  Cloth,  $4.00. 

Clinical  Case-Taking.  Guides  for  the  Study  of 
Patients.  History-Taking  and  Physical  Examina- 
tion or  Semiology  of  Disease  in  the  Various  Systems. 

By  George  R.  Herrmann,  M.D.  Fourth  edition. 
Octavo  of  240  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1949.  Cloth,  $3.50. 

Oral  Anatomy.  By  Harry  Sicher,  M.D.  Quarto 
of  529  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1949.  Cloth,  $15. 

Diabetes  and  Its  Treatment.  By  Joseph  H. 
Barach,  M.D.  Octavo  of  326  pages,  illustrated. 
New  York,  Oxford  University  Press,  1949.  Cloth, 
$10.00. 

Diabetic  Menus,  Meals  and  Recipes.  By  Betty 

M.  West.  Octavo  of  254  pages.  New  York, 
Doubleday  & Co.,  1949.  Cloth,  $2.95. 

Campbell’s  Operative  Orthopedics.  J.  S.  Speed, 
M.D.,  Editor,  Hugh  Smith,  M.D.,  Associate  Editor. 
Second  edition.  In  two  volumes.  Quarto  of  1,643 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1949.  Cloth,  $30. 

Social  Medicine.  Its  Derivations  and  Objec- 
tives. The  New  York  Academy  of  Medicine,  Insti- 
tute on  Social  Medicine,  1947.  Edited  by  Iago 
Galdston,  M.D.  Octavo  of  294  pages.  New  York, 
Commonwealth  Fund,  1949.  Cloth,  $2.75. 

The  Physiology  of  the  Eye.  By  Hugh  Davson, 
[Continued  on  page  2334] 
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Impetigo  Contagiosa 


Bacitracin 

Ointment 

is  the  Antibiotic  of  Choice 

The  cutaneous  bacterial  invasion  responsible  for 
impetigo  contagiosa  is  quickly  eradicated  by  the 
specific  antibiotic  influence  of  Bacitracin  Ointment- 
C.S.C.  This  unusual  antibiotic  inhibits  the  growth 
of  many  staphylococci  and  streptococci,  producing 
clinical  remission  of  the  infection  within  a few  days. 

Absence  of  sensitization  or  local  allergic  mani- 
festations following  its  use  makes  Bacitracin  Oint- 
ment-C.S.C.  especially  valuable  in  topical  therapy. 
The  period  of  therapy  is  governed  by  the  clinical 
situation  under  treatment,  and  not  by  the  short- 
comings of  the  medication. 

Bacitracin  Ointment-C.S.C.  is  indicated  in  the 
treatment  of  many  cutaneous  infections:  infectious 
eczematoid  dermatitis,  infected  ringworm,  infected 
eczema,  ecthyma,  infected  wounds  and  ulcers,  fu- 
runcles and  carbuncles.  It  makes  an  excellent  sur- 
gical dressing  for  draining  wounds. 

Bacitracin  Ointment-C.S.C.,  containing  500  units  of 
bacitracin  per  gram,  is  supplied  in  ^ oz.  and  1 oz.  tubes. 

CS.C 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


2334 


BOOKS 


[N.  Y.  State  J.  M. 


[Continued  from  page  2332] 

D.Sc.  Octavo  of  451  pages,  illustrated.  Phila- 
delphia, Blakiston  Co.,  1949.  Cloth,  $7.50. 

Psychodynamics  and  the  Allergic  Patient.  By 
Harold  A.  Abramson,  M.D.  With  Panel  Discus- 
sion. Duodecimo  of  81  pages,  illustrated.  St.  Paul 
& Minneapolis,  Bruce  Publishing  Co.,  1948.  Cloth, 
$2.50.  (An  official  publication  of  the  American 
College  of  Allergists.) 

Diseases  of  the  Fundus  Oculi.  With  Atlas.  By 

Adalbert  Fuchs,  M.D.  Translated  by  Erich  Press- 
burger,  M.D.  Edited  by  Abraham  Schlossman, 
M.D.  Quarto  of  337  pages  and  44  colored  plates. 
Philadelphia,  Blakiston  Co.,  1949.  Three-quarters 
leather,  $30. 

Hindu  Medicine.  By  Henry  R.  Zimmer,  Ph.D. 
Duodecimo  of  201  pages,  illustrated.  Baltimore, 
Johns  Hopkins  Press,  1948.  Cloth,  $4.00. 

Fractures  & Orthopaedic  Surgery  for  Nurses  and 
Masseuses.  By  Arthur  Naylor,  M.B. (Eng.).  Sec- 
ond edition.  Octavo  of  296  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$5.00. 

Critical  Studies  in  Neurology.  By  F.  M.  R. 

Walshe,  M.D.  Octavo  of  256  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$4.50. 

Symptoms  in  Diagnosis.  By  Jonathan  Campbell 
Meakins,  M.D.  Second  edition.  Octavo  of  542 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1948.  Cloth,  $7.50. 

The  1948  Year  Book  of  General  Medicine. 
Edited  by  Paul  B.  Beeson,  M.D.,  J.  Burns  Amber- 
son,  M.D.,  George  R.  Minot,  M.D.,  et  al.  Duo- 
decimo of  821  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1948.  Cloth,  $4.50. 

Handbook  of  Diseases  of  the  Skin.  By  Richard 
L.  Sutton,  M.D.,  and  Richard  L.  Sutton,  Jr.,  M.D. 
Octavo  of  749  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1949.  Cloth,  $12.50. 

The  Management  of  Binocular  Imbalance.  By 
Emanuel  Krimsky,  M.D.  Quarto  of  464  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1948. 
Cloth,  $12.50. 

Doctors  of  Infamy.  The  Story  of  the  Nazi  Medi- 
cal Crimes.  By  Alexander  Mitscherlich,  M.D.,  and 
Fred  Mielke.  Translated  by  Heinz  Norden.  With 
statements  by  Andrew  C.  Ivy,  M.D.,  Brig.  Gen. 
Telford  Taylor,  U.S.A.,  and  a note  on  Medical 
Ethics  by  Albert  Deutsch.  Octavo  of  172  pages, 
illustrated.  New  York,  Henry  Schuman,  1949. 
Cloth,  $3.00. 

The  Story  of  Scabies.  Vol.  I.  By  Reuben  Fried- 
man, M.D.  Octavo  of  468  pages,  illustrated.  New 
York,  Froben  Press,  1948.  Cloth,  $7.50. 

The  Pharmacologic  Principles  of  Medical  Prac- 
tice. A Textbook  on  Pharmacology  and  Thera- 
peutics for  Medical  Students,  Physicians,  and  the 
Members  of  the  Professions  Allied  to  Medicine. 
By  John  C.  Krantz,  Jr.,  Ph.M.,  and  C.  Jelleff  Carr. 
Octavo  of  980  pages,  illustrated.  Baltimore,  Will- 
iams & Wilkins  Co.,  1949.  Cloth,  $10.00. 

Human  Relationships  in  Public  Health.  Report 
of  an  Institute  on  Mental  Health  in  Public  Health. 
By  Geddes  Smith.  Octavo  of  18  pages.  New 
York,  Commonwealth  Fund,  1949.  Paper,  15fi. 

Allergy:  What  It  Is  & What  to  Do  About  It.  By 
Harry  Swartz,  M.D.  Octavo  of  210  pages.  New 
Brunswick,  Rutgers  University  Press,  1949.  Cloth, 
$2.75. 


Practical  Aspects  of  Thyroid  Disease.  By  George 
Crile,  Jr.,  M.D.  Octavo  of  355  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Co.,  1949.  Cloth, 
$6.00. 

Current  Therapy  1949.  Latest  Approved  Meth- 
ods of  Treatment  for  the  Practicing  Physician. 
Edited  by  Howard  F.  Conn,  M.D.  Consulting 
Editors,  M.  Edward  Davis,  M.D.,  Vincent  J.  Derbes, 
M.D.,  Garfield  G.  Duncan,  M.D.,  et  al.  Quarto  of 
672  pages.  Philadelphia,  W.  B.  Saunders  Co.,  1949. 
Cloth,  $10.00. 

Atlas  of  Peripheral  Nerve  Injuries.  By  William 
R.  Lyons,  Ph.D.,  and  Barnes  Woodhall,  M.D. 
Folio  of  339  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Co.,  1949.  Cloth,  $16. 

Neoplasms  of  Bone  and  Related  Conditions. 
Their  Etiology,  Pathogenesis,  Diagnosis,  and  Treat- 
ment. By  Bradley  L.  Coley,  M.D.  Quarto  of  765 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1949.  Cloth,  $17.50. 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1948.  Oc- 
tavo of  163  pages.  New  York,  Columbia  University 
Press,  1949.  Cloth,  $2.50. 

In  the  Name  of  Humanity!  By  Joseph  Lewis. 
Duodecimo  of  158  pages,  illustrated.  New  York, 
Eugenics  Publishing  Co.,  1949.  Cloth,  $2.00. 

Neurological  and  Neurosurgical  Nursing.  By 
C.  G.  de  Guti6rrez-Mahoney,  M.D.,  and  Esta 
Carini,  R.N.  Octavo  of  516  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1949.  Cloth,  $5.75. 

Bone  Marrow  Biopsy.  Haematology  in  the  Light 
of  Sternal  Puncture.  By  S.  J.  Leitner,  M.D. 
English  Translation  revised  and  edited  by  C.  J.  C. 
Britton,  M.D.,  and  E.  Neumark,  M.B. (Eng.) 
Octavo  of  433  pages,  illustrated.  New  York,  Grune 
& Stratton,  1949.  Cloth,  $8.50. 

Clinical  Orthoptics.  Diagnosis  and  Treatment. 
By  Mary  Everist  Kramer.  Edited  by  Ernest  A.  W. 
Sheppard,  M.D.,  and  Louisa  Wells-Kramer.  Oc- 
tavo of  475  pages,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1949.  Cloth,  $8.00. 

Operating  Room  Technique.  By  Edythe  Louise 
Alexander,  R.N.  Second  edition.  Octavo  of  765 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1949.  Cloth,  $10.00. 

Everyday  Psychiatry.  Concise,  Clinical,  Prac- 
tical. By  John  D.  Campbell,  M.D.  Second 
edition.  Octavo  of  394  pages.  Philadelphia,  J.  B. 
Lippincott  Co.,  1949.  Cloth,  $6.00. 

Surgery  of  the  Eye.  By  Meyer  Wiener,  M.D. 
Second  edition.  Octavo  of  426  pages,  illustrated. 
New  York,  Grune  & Stratton,  1949.  Cloth,  $12. 

Child  Health  Services  in  New  York  State.  A 
cooperative  study  by  the  State  representatives  of  the 
American  Academy  of  Pediatrics,  with  the  assistance 
of  the  Medical  Society  of  the  State  of  New  York  and 
various  other  organizations.  George  M.  Wheatley, 
M.D.,  Director  of  the  New  York  Study  for  the 
American  Academy  of  Pediatrics.  Octavo  of  94 
pages,  illustrated.  New  York,  New  York  State 
Study  Committee,  American  Academy  of  Pedi- 
atrics, 1949. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1949.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1949.  Published  Bi- 
monthly (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

Textbook  for  Almoners.  By  Dorothy  Manchde. 
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fluid  sulfadiazine  that’s 
. . . better  tasting 


. . . faster  acting 


To  many  patients — children,  the  aged  and 
those  with  sore  throats — swallowing  bulky, 
half-gram  sulfadiazine  tablets  is  one  of  the 
discomforts  of  being  sick.  But  these  patients 
take  Eskadiazine  willingly.  It  tastes  good. 

It  is  not  thick  and  cloying;  it  is 
light  and  easy  to  swallow. 


Each  5 cc.  (one  teaspoonful)  of  Eskadiazine  contains 
0.5  Gm.  (7.7  gr.)  sulfadiazine — the  dosage 
equivalent  of  the  standard  sulfadiazine  tablet. 
Yet  desired  serum  levels  are  attained  3 to  5 times 
more  rapidly  with  Eskadiazine  than  with 
sulfadiazine  tablets.  This  is  ascribed  to  the  fact 
that  Eskadiazine  contains  sulfadiazine  in 
microcrystalline  form. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Eskadiazine 


the  outstandingly  palatable  fluid  sulfadiazine 
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Octavo  of  466  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1947.  Cloth,  $7.50. 

Cardiac  Catheterization  in  Congenital  Heart  Dis- 
ease. A Clinical  and  Physiological  Study  in  Infants 
and  Children.  By  Andrd  Cournand,  M.D.,  Janet  S. 
Baldwin,  M.D.,  and  Aaron  Himmelstein,  M.D. 
Quarto  of  108  pages,  illustrated.  New  York,  Com- 
monwealth Fund,  1949.  Cloth,  $4.00. 

Modern  Foot  Therapy.  By  Reuben  H.  Gross, 
Pod.D.,  in  collaboration  with  Henri  L.  DuVries, 
M.D.,  Charles  E.  Ivrausz,  D.S.C.,  Samuel  L.  Rob- 
bins, M.D.,  and  Lloyd  E.  Wilson,  M.D.  With 
chapters  by  15  others.  Octavo  of  710  pages,  illus- 
trated. New  York,  Modern  Foot  Therapy  Pub- 
lishing Co.,  1948.  Cloth,  $9.50. 

Child  Health  Services  and  Pediatric  Education. 
Report  of  the  Committee  for  the  Study  of  Child 
Health  Services,  the  American  Academy  of  Pedi- 
atrics. With  the  cooperation  of  the  United  States 
Public  Health  Service  and  the  United  States  Chil- 
dren’s Bureau.  Octavo  of  269  pages,  illustrated. 
New  York,  Commonwealth  Fund,  1949.  Cloth, 
$3.50. 

Physicians’  Desk  Reference  to  Pharmaceutical 
Specialties  and  Biologicals.  Edited  and  Published 
by  J.  Morgan  Jones.  In  four  sections.  Quarto  of 
520  pages.  Rutherford,  N.J.,  Medical  Economics, 
Inc.,  1948.  Cloth,  gratis. 

Early  Recognition  of  Disease.  Edited  by  Sir 
Heneage  Ogilvie,  M.Ch.(Eng.),  and  William  A.  R. 
Thomson,  M.D.  Octavo  of  134  pages.  London, 
Eyre  & Spottiswoode  Ltd.,  1949.  Cloth,  10/6. 
(“The  Practitioner”  Handbooks.) 

The  Ciba  Collection  of  Medical  Illustrations.  A 
compilation  of  pathological  and  anatomical  paint- 
ings prepared  by  Frank  H.  Netter,  M.D.  Folio  of 
222  pages,  illustrated.  Summit,  N.J.,  Ciba  Pharma- 
ceutical Products,  Inc.,  1948.  Cloth,  $6.50. 

Why  Do  Patients  in  Tuberculosis  Hospitals  Leave 
Against  Medical  Advice  and  an  Analysis  of  the  Rec- 
ords of  all  Patients  Discharged  During  Year  1947. 
Metropolitan  Hospital,  Tuberculosis  Division,  Mu- 
nicipal Sanatorium,  Otisville,  N.Y.,  St.  Anthony’s 
Hospital,  Woodhaven,  N.Y.,  Valley  View  Sana- 
torium, Passaic  County,  N.J.  By  New  York 
Tuberculosis  and  Health  Association.  Quarto  of  66 
pages.  New  York,  Tuberculosis  and  Health  Asso- 
ciation, 1949. 

The  National  Health  Council  and  Its  Member 
Organizations.  Basic  Information  About  23  Na- 
tional Health  Organizations.  By  National  Health 
Council.  Octavo  of  51  pages.  New  York,  National 
Health  Council,  1949.  Paper,  25^. 

Aesculapius  Comes  to  the  Colonies.  The  Story  of 
the  Early  Days  of  Medicine  in  the  Thirteen  Original 
Colonies.  By  Maurice  Bear  Gordon,  M.D.  Oc- 
tavo of  560  pages,  illustrated.  Ventnor,  N.J., 
Ventnor  Publishers,  Inc.,  1949.  Cloth,  $10.00. 

Coronary  Artery  Disease.  By  Ernst  P.  Boas, 
M.D.,  and  Norman  F.  Boas,  M.D.  Octavo  of  399 
pages,  illustrated.  Chicago,  Year  Book  Publishers, 
1949.  Cloth,  $6.00. 

Evaluation  of  Chemotherapeutic  Agents.  Sym- 
posium Held  at  the  New  York  Academy  of  Medicine, 
March  25  and  26,  1948.  Edited  by  Colin  M.  Mac- 
Leod, M.D.  Octavo  of  205  pages,  illustrated.  New 
York,  Columbia  University  Press,  1949.  Cloth, 
$4.00. 

Present  Concepts  of  Rehabilitation  in  Tubercu- 


losis. A Review  of  the  Literature,  1938-1947.  By 

Norvin  C.  Kiefer,  M.D.  Octavo  of  398  pages. 
New  York,  National  Tuberculosis  Association,  1948. 
Cloth,  $3.50. 

Transactions  of  the  Third  American  Congress  on 
Obstetrics  and  Gynecology,  Municipal  Auditorium, 
St.  Louis,  Missouri,  September  8 to  12, 1947.  Spon- 
sored by  The  American  Committee  on  Maternal 
Welfare,  Inc.  Edited  by  Geo.  W.  Kosmak,  M.D., 
and  Robert  N.  Rutherford,  M.D.  Quarto  of  412 
pages,  illustrated.  Portland,  Ore.,  The  Western 
Journal  of  Surgery  Publishing  Company,  1948. 
Cloth,  $9.00. 

Thank  God  for  My  Heart  Attack.  By  Charles 

Yale  Harrison.  Duodecimo  of  144  pages.  New 
York,  Henry  Holt  & Co.,  1949.  Cloth,  $2.50. 

The  Epidemiology  of  Hemolytic  Streptococcus 
During  World  War  II  in  the  United  States  Navy. 

By  Alvin  F.  Coburn,  M.D.,  and  Donald  C.  Young, 
M.D.  Octavo  of  229  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1949.  Cloth,  $4.00. 

The  1948  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery.  Neurology  edited  by  Hans  H. 
Reese,  M.D.,  and  Mabel  G.  Masten,  M.D.  Psy- 
chiatry edited  by  Nolan  D.  C.  Lewis,  M.D.  Neuro- 
surgery edited  by  Percival  Bailey,  M.D.  Duo- 
decimo of  750  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1949.  Cloth,  $5.00. 

The  Uses  of  Penicillin  and  Streptomycin.  By 

Chester  Scott  Keefer,  M.D.  Octavo  of  72  pages. 
Lawrence, Kansas,  University  of  Kansas  Press,  1949. 
Cloth,  $2.00.  (Porter  Lectures,  Series  15) 

An  Atlas  of  Bone-Marrow  Pathology.  By  M.  C. 

G.  Israels,  M.D.  Illustrated  by  D.  Davison. 
Octavo  of  79  pages.  New  York,  Grune  & Stratton, 

1948.  Cloth,  $6.50. 

Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts. 

By  S.  S.  Lichtman,  M.D.  Second  edition.  Octavo 
of  1,135  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1949.  Cloth,  $18. 

Diagnosis  of  Viral  and  Rickettsial  Infections. 
Edited  by  Frank  L.  Horsfall,  Jr.,  M.D.  Sym- 
posium held  at  the  New  York  Academy  of  Medicine, 
January  29  and  30, 1948.  Octavo  of  153  pages,  illus- 
trated. New  York,  Columbia  University  Press, 

1949.  Cloth,  $3.75. 

Microbiology  and  Man.  By  Jorgen  Birkeland, 
Ph.D.  Second  edition.  Octavo  of  525  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1949.  Cloth,  $5.00. 

Must  We  Hide?  By  R.  E.  Lapp,  Ph.D.  Octavo 
of  182  pages,  illustrated.  Boston,  Addison- Wesley 
Press,  1949.  Cloth,  $3.00. 

Histology  and  Histopathology  of  the  Eye  and_Its 
Adnexa.  By  I.  G.  Sommers,  M.D.  Octavo  of  784 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  $12. 

Food  and  Facts  for  the  Diabetic.  By  Joseph  H. 
Barach,  M.D.  Octavo  of  113  pages,  illustrated. 
New  York,  Oxford  University  Press,  1949.  Cloth, 
$4.00. 

Skin  Diseases  in  General  Practice.  By  F.  Ray 
Bettley,  M.D.  Octavo  of  260  pages,  illustrated. 
London,  Eyre  & Spottiswoode,  Ltd.,  1949.  Cloth, 
21/-.  (“The  Practitioner”  Handbooks.) 
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not  |ust  resin 
not  just  mucin 

MRESMICON 

mucoprotective  acid-adsorbent 
for  peptic  ulcer  therapy 


— relieves  pain  and  promotes  healing  in  peptic  ulcer 

— relieves  distress  in  hyperacidity 


RESMICON’S  anion-exchange  polyamine  resin  combats 
acidity  by  a new— non-chemical  — principle.  It  physical- 
ly adsorbs  acid  radicals.  In  the  stomach  resin  rapidly 
inactivates  HCI  and  inhibits  pepsin  with  complete  free- 
dom from  side  effects. 

RESMICON’S  natural  gastric  mucin  protects  the  gastric 
mucosa.  Clinicians  have  amply  demonstrated  its  value 
in  peptic  ulcer  therapy.  But  mucin  alone  is  limited  by  its 
weakness  as  an  antacid  and  by  the  large  and  frequent 
dosage  required. 

resmicon,  uniting  resin  and  mucin,  is  an  outstanding 
agent  for  the  effective  treatment  of  peptic  ulcer  and 
hyperacidity. 


Division  Nutrition  Research  Laboratories 
Chicago  30,  Illinois 
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BOOKS  REVIEWED 


The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1948.  Index  1946- 
1948.  Octavo.  Philadelphia,  W.  B.  Saunders  Co., 
1948.  Published  Bimonthly  (six  numbers  a year). 
Cloth,  $16  net;  Paper,  $12  net. 

This  number  of  the  Clinics  is  devoted  almost  en- 
tirely to  the  more  important  advances  in  obstetrics 
and  gynecology.  Especially  good  are  sections  on 
menstruation,  Rh  factor,  prenatal  syphilis,  and  a 
separate  chapter  on  medical  management  following 
vagotomy  for  peptic  ulcer.  Andrew  Babey 

Municipal  Health  Services.  By  Norman  Wilson. 
D.P.A.  Duodecimo  of  178  pages.  New  York,  Mac- 
millan Co.,  1946.  Cloth,  $1.75. 

This  small  volume  describes  the  services  and  ad- 
ministrative machinery  which  are  operating  to  con- 
serve health  in  local  communities  in  England.  It  is 
largely  a subject  of  interest  to  public  health  officials 
of  our  country  in  that  it  will  enable  them  to  compare 
methods  employed  in  England  and  the  United  States. 

A.  E.  Shipley 

An  Atlas  of  Anatomy.  By  J.  C.  Boileau  Grant, 
M.B.(Eng.).  By  Regions,  Upper  Limb,  Abdomen, 
Perineum,  Pelvis,  Lower  Limb,  Vertebrae,  Verte- 
bral Column,  Thorax,  Head  and  Neck.  Quarto  of 
496  pages,  illustrated.  Baltimore,  Williams  & Wil- 
kins Co.,  1947.  Cloth,  $11. 

This  atlas,  in  the  reviewer’s  opinion,  is  for  all  prac- 
tical and  teaching  purposes  the  superior  of  any  atlas 
yet  produced.  It  is  of  incontestable  value  to  the 
student,  teacher,  practicing  physician,  and  surgeon. 
Drawings,  photographs,  coloring,  and  legends  are 
almost  perfect. 

From  actual  observation  of  the  dissections  from 
which  drawings  and  photographs  were  made,  one 
cannot  but  be  impressed  with  the  painstaking  efforts 
and  the  vast  amount  of  work  that  has  been  done  in 
reproducing  upon  paper  the  appearance  of  actual 
dissections. 

No  private  or  group  library  should  be  without  this 
atlas-  Walter  H.  Schmitt 

Klinik  und  Therapie  der  Leptomeningitiden  fQr 
Arzte  und  Studierende.  By  Hermann  Czickeli,  M.D. 
Octavo  of  95  pages.  Vienna,  Verlag  Wilhelm  Maud- 
rich  (New  York,  Grune  & Stratton),  1948. 

This  book  is  a well-written  compendium  of  the  var- 
ious types  of  meningitis.  The  special  print  in  the 
index  and  the  appearance  on  almost  all  even  pages 
of  the  words  “meningitis  cerebrospinalis  epidemica” 
do  not  seem  to  be  justified.  With  regard  to  certain 
manifestations  of  the  diseases  the  author  correctly 
states  that  they  have  decreased  in  frequency  on  ac- 
count of  the  use  of  our  modern  drugs.  The  thera- 
peutic directions  are  rather  short.  Some  space  is 
given  to  the  description  and  evaluation  of  the  spinal 
tap.  The  book  is  obviously  a product  of  the  Euro- 
pean postwar  shortage  of  medical  books. 

Max  G.  Berliner 

The  Practice  of  Endocrinology.  Edited  by  Ray- 
mond Greene,  D.M.  (Oxon.)  Octavo  of  366  pages, 
illustrated.  London,  England,  Eyre&Spottiswoode, 
1948.  Cloth,  52/6.  (“The  Practitioner”  Text- 
books.) 

The  Practice  of  Endocrinology  presents  the  British 
point  of  view  in  respect  to  this  ever-widening  spe- 
cialty. It  appears  to  be  reliable,  fairly  complete, 
and  is  particularly  useful  for  reference.  This  is  a 
sound  presentation  of  English  endocrinology  by  emi- 


nent clinicians  and  laboratory  men.  This  volume 
would  be  difficult  to  equal.  Andrew  Babey 

George  Crile,  an  Autobiography.  Edited  by 
Grace  Crile.  Octavo  of  624  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1947.  Cloth, 
$10  set. 

This  work  is  a compilation  of  autobiographic  notes, 
with  sidelights  added  by  Mrs.  Crile,  and  published 
after  Dr.  Crile’s  death.  It  is  a fascinating  account 
of  a great  surgeon,  a leader,  and  a vivid  personality. 
Crile  had  a constantly  inquiring  mind  which  early 
led  him  into  the  experimental  investigation  of  shock, 
and  later  to  fundamental  researches  concerning  the 
nature  of  living  processes,  which  stirred  up  consider- 
able controversy.  It  is  a story  of  a full  and  satisfy- 
ing life,  with  an  idyllic  family  relationship,  during 
the  period  of  the  rapid  growth  of  surgery  in  the  late 
nineteenth  and  the  present  century. 

John  H.  Bogle 

Subacute  Bacterial  Endocarditis.  By  Emanuel 
Libman,  M.D.,  and  Charles  K.  Friedberg,  M.D. 
Edited  by  Henry  A.  Christian,  M.D.  Octavo. 
Illustrated.  New  York,  Oxford  University  Press, 
1948.  Cloth,  $3.50.  [Reprinted  from  Oxford 
Loose-Leaf  Medicine.]* 

This  book  is  the  authority  on  subacute  bacterial 
endocarditis.  The  authors  discuss  the  classification, 
etiology,  pathology,  and  clinical  features  of  the  dis- 
ease. They  go  into  great  detail  on  the  symptoma- 
tology and  the  newer  methods  of  treatment,  and  dis- 
cuss the  pathology  of  the  bacteria-free  stage.  The 
bibliography  has  been  brought  up  to  date  in  the  new 
edition. 

Penicillin,  sulfa  therapy,  penicillin  therapy,  and 
streptomycin  therapy  are  discussed,  also  surgical 
measures. 

The  authors  stress  the  sensitivity  of  the  organism 
to  penicillin  and  the  importance  of  maintaining  the 
proper  penicillin  level.  They  also  stress  the  remark- 
able change  in  the  mortality  rate  since  the  first  edi- 
tion, due  to  the  newer  methods  of  treatment. 

An  excellent  differential  diagnosis  is  also  given. 
There  is  a preface  by  Dr.  Henry  A.  Christian. 

Vincent  Annunziata 

Conditioned  Reflexes  and  Neuron  Organization. 
By  Prof.  Jerzy  Konorski.  Translated  from  the 
Polish  manuscript  under  the  author’s  supervision  by 
Stephen  Garry.  Octavo  of  267  pages,  illustrated. 
Cambridge,  at  the  University  Press  (New  York, 
Macmillan  Co.),  1948.  Cloth,  $4.00.  (Cambridge 
Biological  Studies.) 

This  highly  technical  work  is  an  attempt  to  extend 
Sherrington’s  conception  of  the  functioning  of  the 
nervous  system  to  the  field  of  higher  neural  activi- 
ties, and  is  based  on  intensive  experimental  work 
over  a period  of  some  forty  years  in  Pavlov’s  experi- 
mental laboratory.  It  is  a book  that  will  appeal  to 
all  who  are  interested  in  neurophysiology,  as  it  is  a 
fundamental  work  dealing  with  the  functioning  of  the 
nervous  system  and  covers  a large  experimental  area 
in  this  particular  field  of  science. 

Irving  J.  Sands 

Psychiatry  in  General  Practice.  By  Melvin  W. 
Thorner,  M.D.  Octavo  of  659  pages.  Philadelphia, 
W.  B.  Saunders  Co.,  1948.  Cloth,  $8.00. 

This  is  one  of  the  best  introductory  books  to  psy- 
chiatry that  the  reviewer  has  seen.  Perhaps  it  is  the 
[Continued  on  page  2340] 
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. . . was  developed  to  fill  the 
“ need  for  an  insulin  with 
activity  intermediate  between 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin”1 


GLOBIN  INSU 


IN  1939  , Reiner,  Searle  and  Lang  described  a new 
‘‘intermediate  acting”  insulin. 


IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 


TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ‘B.W.  & Co.’ — or  with  a 2:1  mixture 
of  regular  insulin:  protamine  zinc  insulin.  Ready-to-use 
Globin  Insulin  ‘B.W.  & Co.’  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U -80. 

1.  Rohr,  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  Ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 


‘B.W.&CO/— a mark  to  remember 


BURROUGHS  WELLCOME  & C0.(U.S.A.)  INC.  Tuckahoe  7,  New  York 
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best.  A very  outstanding  feature  is  the  elaborate 
case  histories  of  distressed  patients  with  an  excellent, 
sound,  rational  interpretation,  which,  it  is  often  ad- 
mitted, may  not  be  the  ultimate  explanation, but 
which,  none  the  less,  is  helpful.  Another  original 
feature  is  the  omission  of  confusing  terms  and  scien- 
tific designations.  The  book  is  very  warmly  recom- 
mended for  all  practitioners  and  internists. 

Andrew  Babey 

Sterility  and  Impaired  Fertility.  Pathogenesis, 
Investigation  & Treatment.  By  Cedric  Lane- 
Roberts,  M.S.,  Albert  Sharman,  M.D.,  Kenneth 
Walker,  M.B.,  et  al.  Octavo  of  400  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1948.  Cloth, 
$6.50. 

In  this  revised  text,  the  authors  have  critically 
reviewed  the  literature  since  the  publication  of  their 
first  edition  in  1939.  They  have  avoided  the  specu- 
lative and  controversial,  evaluated  it,  and  presented 
the  information  in  simple  terms.  This  is  particu- 
larly evidenced  in  their  discussions  of  the  technic  and 
interpretations  of  semen  analyses,  postcoital  and 
invasion  tests,  basal  body  temperature  recordings,  as 
well  as  their  views  with  regard  to  tubal  insufflations 
and  artificial  insemination.  • 

The  authors  have  maintained  a clinical  viewpoint 
of  the  application  of  all  the  procedures  used  in  the 
diagnosis  in  infertility,  both  male  and  female,  and 
have  augmented  this  with  many  more  illustrations, 
graphs,  and  tables  than  in  their  first  edition. 

This  book  is  recommended  as  a valuable  addition 
to  the  library  of  those  interested  in  the  problems  of 
human  infertility.  Samuel  L.  Ziegler 

Malignant  Disease  and  its  Treatment  by  Radium. 

By  Sir  Stanford  Cade,  F.R.C.S.  Volume  I.  Sec- 
ond edition.  Octavo  of  383  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$12.50. 

Sir  Ernest  Carling  in  his  foreword  says,  “This  is 
one  of  the  most  remarkable  books  in  surgery  that 
has  been  published  in  my  lifetime.”  Carling  further 
tells  of  how,  like  Newton  and  T.  E.  Lawrence,  the 
author  lost  the  whole  first  volume  of  his  manuscript 
in  two  wartime  bombing  disasters.  Undismayed, 
Sir  Stanford  Cade  has  gone  ahead  to  reproduce  “his 
predecessors  in  misfortune.” 

As  surgeon  to  the  Westminster  Hospital,  Dr.  Cade 
has  been  in  a position  to  care  for  some  4,000  cases  of 
malignant  disease  in  the  period  between  1924-1939. 
The  author -shows  his  true  colors  when  he  gives 
credit  to  “Several  generations  of  House  Surgeons, 
Chief  Assistants,  and  Research  Radiotherapists  for 
their  help  in  trying  out  new  methods,  obtaining  rec- 
ords, and  solving  many  problems  in  the  practical 
application  of  radium.” 

The  illustrations,  including  charts  and  schematic 
drawings,  particularly  those  in  color,  are  first  class 
and  well  chosen. 

This  book  is  recommended  for  reading  by  all 
physicians  and  for  study  by  all  radiotherapeutists. 

William  E.  Howes 

Concise  Anatomy.  By  Linden  F.  Edwards,  Ph.D. 
Quarto  of  548  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1947.  Cloth,  $5.50. 

This  book  is  intended  primarily  for  nonmedical 
students  of  physical  education.  It  is  a condensed 
treatise  on  descriptive  and  applied  human  anatomy, 
microscopic,  gross,  and  developmental.  It  considers 
fundamental  biologic  principles  and  processes,  in- 
cluding a brief  resumfi  of  maladjustments  of  the 


human  body  to  the  erect  position,  which  should  be 
of  interest  to  the  practicing  physician. 

Illustrations  have  been  culled  mostly  from  stand- 
ard textbooks. 

The  descriptive  material,  although  condensed,  is 
thorough.  Walter  H.  Schmitt 

Occupational  Marks  and  Other  Physical  Signs. 
A Guide  to  Personal  Identification.  By  Francesco 
Ronchese,  M.D.  Octavo  of  181  pages,  illustrated. 
New  York,  Grune  & Stratton,  1948.  Cloth,  $5.50. 

In  this  book  the  author  presents  various  examples 
of  characteristic  marks  produced  on  the  body  by 
different  occupations.  These  marks  are  of  use  in  the 
diagnosis  of  disease.  They  are  also  of  considerable 
value  as  an  aid  to  personal  identification.  The  book 
contains  numerous  illustrations  depicting  the  various 
stigmata  produced  by  occupational  trauma  and 
previous  disease.  Edward  H.  Nidish 

Pediatric  Anesthesia.  By  M.  Digby  Leigh,  M.D., 
and  M.  Kathleen  Belton,  M.D.  Octavo  of  240 
pages,  illustrated.  New  York,  Macmillan  Co.,  1948. 
Cloth,  $5.50. 

Pediatric  Anesthesia  is  an  important  contribution 
to  the  fields  of  anesthesiology  and  surgery,  because  it 
makes  the  highly  developed  anesthetic  technics  in 
adults  applicable  to  children.  The  charts  for  pre- 
medication dosage,  simple  and  detailed  descriptions 
of  technics,  and  the  treatment  of  pre-  and  post- 
operative care  and  of  postanesthetic  complications 
make  this  book  necessary  to  every  physician’s  li- 
brary. The  authors’  indications  for  the  endotra- 
cheal technic  are  much  overemphasized.  The  chap- 
ters on  preoperative  preparation,  respiration  and 
circulation,  postoperative  care,  prophylaxis  and 
therapy  with  oxygen,  and  fluid  therapy  are  recom- 
mended reading  for  general  practitioners  and  pedia- 
tricians. Irving  M.  Pallin 

Manual  of  Public  Health  Hygiene.  By  J.  R. 

Currie,  M.D.,  and  A.  G.  Mearns,  M.D.  Third  edi- 
tion. Octavo  of  724  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $9.00. 

The  review  of  hygiene  by  Currie  and  Mearns  is  a 
treatise  dealing  with  hygiene  in  school,  home,  busi- 
ness, and  labor.  It  outlines  public  health  adminis- 
tration, statistics,  food  control,  ventilation  and 
warming  of  homes,  lighting,  water  supply,  waste  dis- 
posal, housing  and  hospitals,  infections  and  preven- 
tive medicine,  community  diseases,  infestations,  per- 
sonal hygiene,  health  education,  meteorology,  inter- 
national health  relations,  and  social  or  socialized 
medicine. 

This  is  essentially  a publication  relating  to  English 
and  Scottish  health  regulations,  although  there  are 
some  references  to  conditions  found  in  the  United 
States.  Arthur  D.  Jaques 

Hospital  Trends  and  Developments,  1940-1946. 

Edited  by  Arthur  C.  Bachmeyer,  M.D.,  and  Ger- 
hard Hartman,  Ph.D.  Octavo  of  819  pages.  New 
York,  Commonwealth  Fund,  1948.  Cloth,  $5.50. 

It  is  reassuring  to  note  the  increasing  recognition 
by  the  medical  profession,  public  health  officials,  and 
the  laity  of  the  importance  of  hospitals  in  a compre- 
hensive community  health  program. 

This  book,  subsidized  by  the  Commonwealth 
Fund,  contains  a tremendous  amount  of  valuable 
information  as  to  trends  in  the  hospital  field.  A host 
of  contributors,  each  qualified  to  discuss  his  par- 
ticular subject,  make  this  volume  a notable  one. 

A.  E.  Shipley 
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highly  effective  in  an  unusually 
wide  range  of  common  skin  disorders 


Pragmatar  is  particularly  useful 
in  seborrheic  dermatitis,  and  in  the  general 
care  and  hygiene  of  the  seborrheic  scalp. 


Pragmatar  often  brings 
dramatic  improvement  in  the 
common  fungous  infections — 
even  in  "athlete’s  foot.” 


Pragmatar  is  extremely  valuable 
in  eczematous  eruptions,  especially  those 
in  which  a seborrheic  factor  is  involved. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Pragmatar 


the  outstanding  tar-sulfur-salicylic  acid  ointment 
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'tfn  beconda/ity  and  ? ndl t/iona/  cmemiaA 


IBEROL  therapy  is  one  tablet  t.i.d. 


No  complicated  dosage  schedule  to  remem- 
ber, just  three  tablets  a day,  one  with  each 
meal . . . that  dosage  represents  the  accepted 
standard  for  a hematinic  (210  mg.  elemental 
iron),  plus  generous  amounts  of  folic  acid, 
other  B vitamins  and  ascorbic  acid. 

The  three-a-day  dosage  is  possible  because 
for  all  its  potency  the  Iberol  Tablet  is  mod- 
erate in  size.  It  is  designed  so  that  the  fer- 
rous sulfate  itself  acts  as  one  of  the  two  sub- 
coatings needed  to  seal  in  the  unpleasant 


odor  of  the  liver.  An  outer  sugar-coating 
covers  the  taste  of  the  iron.  It’s  a tablet 
pleasant  to  taste  and  smell,  easy  to  swallow. 

Remember  Iberol,  too,  for  prophylaxis 
in  pregnancy,  old  age  and  surgical  after-care. 
Iberol  is  not  recommended  in  pernicious 
anemia,  but  is  an  effective  adjunct  to  liver 
injection.  Your  pharmacy  has  Iberol  in 
bottles  of  100,  500  and  1000  capsule-shaped 
tablets.  Next  time  prescribe  Iberol  Tablets. 
Abbott  Laboratories,  North  Chicago,  111. 


IBEROL 

(Iron  • Vitamin  B Complex 
• Liver  Fraction,  Abbott) 


. For  the  Iberol  formula  without  folic 
acid,  specify  MACRON*  Tablets.  Available  everywhere  in 
bottles  of  100,  500  and  1000  henna-colored  tablets. 


♦Trade  Mark 


three  IBEROL  tablets, 

the  average  daily  dose  for  adults,  supply: 


FERROUS  SULFATE,  U.S.P 1.05  Gm. 

(representing  210  mg.  elemental  iron,  the  active  ingredient  for  the 
increase  of  hemoglobin  in  the  treatment  of  iron-deficiency  anemia.) 

plus  these  nutritional  constituents: 


Folic  Acid 

Thiamine  Hydrochloride.  . 

Riboflavin 

Nicotinamide 

Ascorbic  Acid 

Pyridoxine  Hydrochloride 

Panthothenic  Acid 

(as  Calcium  Pantothenate) 

Liver  Fraction 

(boiling  water  extract) 


5.1  mg. 

. . 6 mg.  (6  x MDR*) 
. 6 mg.  (3  x MDR*) 
. 30  mg.  (2  x RDAf) 
150  mg.  (5  x MDR*) 

.3  mg. 

6 mg. 

1.5  Gm. 


“Minimum  Daily  Requirement 
tRecommended  Daily  Dietary  Allowance 
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Foundation  for  hemoglobin  regenera  tion  . . . 

x I.  'j  i ^ 

and  Improved  Well-Being! 

i¥l^ 

i ' Pk\  MB 


HEMOSULES* 

•WARNER' 

HEMOSULES*  ‘Warner’  contains  the  several 
hematopoietic  factors  of  established  importance 
in  blood  regeneration  for  obtaining  optimal 
results  in  hypochromic  anemias. 

HEMOSULES*  ‘Warner’  are  high-potency, 
vitamin-rich  capsules  which  also  contain  liver 
concentrate  and  highly  absorbable  ferrous 
sulfate. 


Each  HEMOSULES*  capsule  provides: 

Ferrous  sulphate.  Dried  U.S.P. . . 162.0  mg  (2.6  grs) 
Liver  concentrate  (1:20) 162.0  mg  (2.6  grs) 


Folic  acid**  .' 0.76  mg 

Thiamine  hydrochloride  (vitamin  Bi)  ...  1.0  mg 

Riboflavin  (vitamin  B2) 1.0  mg 

Niacinamidet 4.0  mg 

Pyridoxine  hydrochloride  (vitamin  B6>**  . . 0.6  mg 

Calcium  pantothenate** 0.5  mg 

Ascorbic  acid  (vitamin  C) 15.0  mg 


the  preferred  hematinic . . . 

HEMOSULES*  are  indicated  in  all  secondary 
anemias  due  to  or  accompanying  impaired  ab- 
sorption or  assimilation,  nutritive  inadequacy, 
increased  requirements  in  obstetrical  patients, 
gynecological  and  gastroenterological  disorders, 
surgical  operations,  and  infectious  diseases. 

HEMOSULES*  ‘Warner’— hematinic  capsules— 
are  available  in  bottles  of  96,  260  and  1,000  at 
all  leading  pharmacists. 

WILLIAM  R.  WARNER  & CO.,  INC. 

New  York  St.  Louis 


•Trade  Mark 

••The  need  for  pyridoxine  hydrochloride,  calcium  pantothonate  and 
folic  acid  In  human  nutrition  has  not  been  established. 
fThe  minimum  dally  requirement  for  niacinamide  has  not  been 
established. 


topical  histamine 
for  rheumatoid  pains 

Vasodilation  with  speedy  relief  of 
rheumatoid  and  other  joint  and  muscle 
pains  marks  the  use  of  rapidly  absorbed 
Imadyl  Unction.  Containing  histamine 
with  acetyl-glycol-salicylic  ester  to 
facilitate  direct  absorption  through  the 
skin,  it  finds  wide  use  in  the  treatment 
of  neuralgia,  myalgia,  bursitis,  aches 
and  sprains.  Counterirritants  and 
rubefacients  are  incorporated  in  the 
highly  absorbable  base  to  stimulate  local 
\ circulation,  improve  metabolic  function 

\ and  induce  analgesia.  Supplied  in 

' \A-oz  tubes  and  1-lb  jars. 

HOFFMANN -LA  ROCHE  INC.  • NUTLEY  10  • N.  J. 

1 

\ Imadyl19  Unction 

\ 

\ 


'Roche' 


a ‘step-down  transformer’  for  the 

management  of  hypertension 


An  increased  dose  of  chemically  standardized,  physiologically  active 
veratrum  viride  distinguishes  the  new  RAY-TROTE  IMPROVED 
CAPSULES  ...  by  Raymer.  Three  effective  vasodilators — nitro- 
glycerin, sodium  nitrite,  and  veratrum  viride — are  combined  in  the 
green  capsule.  A mildly  sedative  dose  of  phenobarbital  in  the 
formula  helps  to  maintain  lowered  blood  pressure  levels.  Based  on 
a formula  used  by  physicians  for  nearly  a quarter  of  a century  . . . 
now  made  even  more  effective.  Prescribe  it  in  your  next  case 
of  hypertension. 

*Formula:  Phenobarbital  . . . M grain;  Sodium  Nitrite  . . - Yi  grain;  Nitroglycerin 
. . . 1/250  grain;  Potassium  Nitrate  ...  1 grain;  with  equivalent  of  Veratrum 
Viride  Tincture  (containing  0.1%  alkaloids)  ...  4 minims;  Crataegus  Fluid- 
extract  ...  1 minim. 

*Also  available  . . . for  the  hypertensive  patient  with  capillary 
fault  . . . RAY-TROTE  WITH  RUTIN  . . . representing  the  same 
formula  with  20  mgm.  rutin  added.  Supplied  in  two  tone  (green 
and  yellow)  capsule. 


RAYMER 


Sample  and  literature  sent  on  request. 
Available  at  all  'pharmacies  on  'prescription. 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 

a ^enlu/Mf  {jPekvinrjf 
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HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


GLADYS  BROWN  RDftU/N’3  MUrroy  Hill 

Owner  - Director  DnWnn  * 7 1819 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17t  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  aud  Den- 
tal offices. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  fs 
beautifully  located  in  2 private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


PINEWOOD 

Westchester  County , Katonsh,  N.  Y.  — Katonsh  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  of  Mental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Fil 
Dr.  Joseph  Epstein — 975  Park  Ave.— Rh  4-3700— Tues-Thurs-Sat 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1BS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD-  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T«I.?-16S1 


HOLBROOK  MANOR  nJ&smeg 

Five  Acres  of  Pinawoodtd  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  o^n  r.^tients 
Hypertensives  Arteriosclerotic*  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4175 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysician-in-Cbarg'. 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


“One  nervous  woman 
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can  give  rise 
to  more  diverse, 
undiagnosed  and 
undiagnosable 
complaints 
than  a whole 
pathological  ward.” 


Harding,  T.S.:  M.  Rec.  160:198,  1947 


For  the  many  patients,  especially  women, 
who  complain  of  nervous  tension  throughout 
the  day  and  wakefulness  during  the  night, 
Eskaphen  B Elixir  is  an  ideal  preparation. 

Eskaphen  B Elixir  provides  both  the  calming  action 
of  phenobarbital  (14  gr.  per  5 cc.)  and  the 
tone-restoring  effect  of  thiamine  (5  mg.  per  5 cc.). 


Eskaphen  B Elixir 

The  delightfully  palatable  combination 
of  phenobarbital  and  thiamine. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
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PHYSICIAN 


Wanted  immediately,  young  physician  graduate  of  Grade 
A Medical  School.  Admitted  to  practice  in  North  Eastern 
States,  Hospital  residency  desirable,  to  serve  as  Ship  Surgeon 
on  Passenger-Cargo  vessels.  Salary  $400.  per  month  plus 
free  quarters  and  subsistence;  minimum  service  period  three 
months  permanent  position  if  preferred,  Professional  and 
non-professional  references  required.  Box  330,  N.  Y.  State 
Jr.  Med. 


OTOLAR YNGO  LOGI  ST 


Diplomate  of  the  American  Board;  seeks  association  with 
older  ENT  specialist  or  group;  or  opportunity  for  in- 
dividual practice.  Box  327,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Complete  office  equipment  with  x-rays  of  retired  well- 
known,  long  established  Urologist  near  downtown  Brooklyn. 
Reasonably  priced.  Good  will  gratis.  Can  arrange  lease 
or  immediate  occupancy.  Box  321,  N.  Y.  St.  Jr.  Med. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
N.  Y.  St.  Jr.  Med. 


New  Tax  Deduction  For  Life  Insurance 

Will  your  family  pay  a penalty  because  you  have  not  quali- 
fied your  policies  for  the  new  tax  deduction?  Are  you  using 
the  clauses  which  may  increase  benefits  10%  to  40%  without 
increasing  premiums  and  without  changing  the  policies? 
Information  given  without  obligation  as  a public  relation 
service  to  the  medical  profession.  The  security  of  your  fam- 
ily is  involved.  Investigate  now.  Write  for  free  booklet — ■ 
“Taxes  and  Life  Insurance”.  Justin  Traub,  “Estate  Plan- 
ning for  the  Doctor”  225  Broadway,  N.  Y.  7,  Ba.  7-3984 


Doe*  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Oar  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

MatuLl  ScUool  ,8!4(5S?”3434  ” C 

Licensed  by  the  State  of  New  York 


BRUNSWICK  HOME- 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


REAL  ESTATE 


89th  E.  Vacant  dwellings 
On  Lex.  Ave.  bet.  89th  & 90th  St. 

Priced  right,  little  cash  required 
Inspection  (1346  Lex.  Ave.)  daily  12:30  to  3:30 
M.  C.  BERG  (PRINCIPAL) 

2095  Broadway  TR  4-4718 


FOR  RENT 


Two  Floors,  separate  entrances  suitable  for  four  tenants. 
Layouts  can  be  apportioned.  Midtown  West,  Address  Box 
329,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office— established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 


RADIOLOGIST 


One  desiring  to  locate  on  Long  Island.  Complete  radiologi- 
cal offices  available  as  well  as  hospital  association.  Terms 
arranged.  Box  331,  N.  Y.  St.  Jr.  Med. 


Expert  Medical  Photos  2 for  $5  Injuries,  wounds,  burns,  taken 
at  our  studio,  for  records  & court  evidence.  Commercial 
Photo  Service,  1165  Broadway,  N.  Y.  MU-4-6680. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


For 

Anti-Fietvient 
EfFaef*  in  Infeitinol 
Putrefaction  and 
Fermentation 


wRM 


r 


TL 


Each  fable!  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  •/}  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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Amphojel- 
double  action 
with  a 


Adequate  protection  for  the  peptic  ulcer  patient:  this  is  the  single 
purpose  of  Amphojel®  —Aluminum  Hydroxide  Gel,  Alumina  Gel 
Wyeth— unique  two-gel  preparation.  Amphojel’s  “antacid  gel” 
provides  chemical  protection  by  reacting  with  gastric  acid  to 
reduce  acidity  to  noncorrosive  levels.  Amphojel’s  “demulcent  gel” 
provides  physical  protection  and  promotes  healing. 


purpose 


® 


WYETH  INCORPORATED,  PHILADELPHIA  3,  PA. 


SOMETHIN 

OLD 


THALIMOL-MRT 

—a  gelatin  capsule  containing  Phenolphthalein, 
U.S.P.,  uniformly  dispersed  in  a special  vehicle— is 
NEW.  The  inert  base  releases  the  drug  slowly, 
causing  it  to  act  gently  but  firmly  in  the  large  bowel. 
Resulting  stools  approach  normal  consistency  with 
a minimum  of  griping,  dehydration  or  tendency 
toward  habit  formation. 

Phenolphthalein,  U.S.P.  has  been  used  for  many 
years  as  an  intestinal  stimulant  (not  an  irritant)  in 
functional  or  atonic  constipation.  It  does  not  cause 
renal  or  hepatic  damage.  Virtually  nontoxic,  in 
prescribed  dosages,  it  is  ideal  for  nursing  mothers, 
and  in  old  age,  as  well  as  for  the  average  patient. 

Supplied— Gelatin  Capsules  (each  containing  0.33 
Gm.  (5  gr.)  phenolphthalein)  in  bottles  ot  30  and  1 00. 


MRT 


literature  and  samples  on  request 


original  contribution  by  MARVIN  R.  THOMPSON,  INC. 

STAMFORD.  CONNECTICUT 

Service  to  Medicine 


4 

4 


in  a few  small  drops: 


Adequate  amounts  of  ALL  essential  vitamins 
for  the  average  infant . . . 

Water  miscible  . . . 

Non-alcoholic  . . . 

Vitamin  D chemically  identical 
to  that  of  cod  liver  oil . . . 

Inexpensive  . . . 

Very  palatable. 

Multi-Vi  Drops 


Sim 

^F  Formula: 

Each  0.6  cc. 

contains: 

W Vitamin  A 5000  U.S.P.  units 

Vitamin  D3 1000  U.S.P.  units  V 

Thiamine  Hydrochloride 

. . 1.0  milligram  ■ 

Riboflavin 

. . 0.4  milligram 

Pyridoxine  Hydrochloride 

.1.0  milligram 

Sodium  Pantothenate  .... 

. 2.0  milligrams 

1 Nicotinamide 

10.0  milligrams  m 

L Ascorbic  Acid 

50.0  milligrams  M 

Ik  x 

Bottles  of  10  cc.  and  30  cc. 
(with  calibrated  droppers). 


Multi-Vi  Drops 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


&u  ■cd/wn&n  maze// zn  -$umA  and  chronic  wounds  suggests  the 

use  of  an  antibacterial  agent  with  a wide  antibacterial  spectrum.  Furacin,  effective  against  the  majority 
of  wound  bacteria  in  vivo,  is  receiving  favorable  and  steadily  increasing  mention  in  the  literature  for 
such  conditions.*  Furacin®  brand  of  nitrofurazone,  is  available  as  Furacin  Soluble  Dressing  (N.N.R.) 
and  as  Furacin  Solution  (N.N.R.)  containing  0.2  per  cent  Furacin.  These  preparations  are  indicated 
for  topical  application  in  the  prophylaxis  or  treatment  of  infections  of  wounds,  second  and  third  degree 
burns,  cutaneous  ulcers,  pyodermas  and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES,  INC.,  NORWICH.  N.  Y. 

‘Bigler,  J. : Chicago  M.  Soc.  Bull.  50:269,  1947  • Coakley,  W.  A.  et  al. : Plast.  & Reconstruct.  Surg.  3:667  (Nov.)  1948  • 
Curtis,  L. : Surg.  Clin.  N.  A.  1466  (Dec.)  1947  • Downing,  J.  et  al. : J.  A.  M.  A.  133:299,  1947  • Johnson,  H.:  Arch. 
Dermat.  & Syph.  57:348,  1948  • Mays,  J. : J.  M.  A.  Georgia  36:263,  1947  • McCollough,  N. : Indust.  Med.  16:128,  1947  • 
Mills,  J.  et  al. : Plast.  & Reconstruct.  Surg.  3 :245,  1948  • Ryan,  T. : U.  S.  Nav.  M.  Bull.  47  :991,  1947  • Shipley,  E.  et  al. : 
Surg.,  Gynec.  & Obst.  84  :366,  1947  • Snyder,  M.  et  al. : Mil.  Surgeon  97  :380,  1945. 


Qni  furacin " 
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Yes,  that's  what  throat 
specialists  reported 
after  making  weekly 
examinations  of  the 
throats  of  hundreds  of 
men  and  women  from 
coast  to  coast  who 
smoked  Camels,  and 
only  Camels,  for  30 
consecutive  days. 


According  to  a Nationwide  survey: 


B&ffjg**™ 

c I garette  - 


than  any  other  cigarette 

When  three  leading  independent  research  organizations  asked  113,597 
doctors  what  cigarette  they  smoked,  the  brand  named  most  was  Camel! 
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‘‘In  varying  degrees,  all  artificial  bulk  sub- 
stances may  pack  and  wad  the  bowel."1  On 
the  contrary,  Mineral  Oil  produces  no  delete- 
rious effect,  does  not  create  vitamin  deficiency, 
and  probably  interferes  in  no  way  with  nutrition 
when  prescribed  in  the  dose  of  V2  Ounce  before 
retiring.2 

ZYMENOL,  a colloidal  emulsion  of  Mineral  Oil 
with  Brewers  Yeast,  is  the  product  of  choice  for 
effective  bowel  management  from  pediatrics  to 
geriatrics.  Pleasant-tasting  . . . safe  . . . non- 
habit forming  ...  does  not  contain  irritant 
drugs,  chemicals  or  bulking  agents. 

1.  Brown,  P W.:  Med  Clin.  N.  Am.  33:  957-963,  1949. 

2.  Bockus,  H.  1.:  Gastro  enterology.  Philadelphia,  W.  B. 
Sounders  Co.,  1944,  Vol.  2,  p.  527. 

Zymenol 

JW  AN  EMULSION  WITH  BREWERS  YEAST 


E BOWEL  MANAGEMENT 
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Vital  Fluids 


Dechol'n  Sodium®,  long  a clinical  synonym  for  hy- 
drocholeretic effect,  also  has  increasingly-recognized 
value  in  connection  with  two  other  vital  fluids. 

Enhancement  of  Diuresis.  In  cardiac  decompensation  with  hepatic  engorgement, 
Decholin  Sodium  given  alone  produces  mild  diuresis.  More  often  it  is  administered 
simultaneously  with  mercurial  diuretics  to  potentiate  their  action  and  reduce  their 
dose. 


Blood  Circulation  Time.  Arm-to-tongue  blood  circulation  time  is  reliably  and 
relatively  safely  determined  by  injection  of  Decholin  Sodium  into  a cubital  vein.  L 
desired,  an  arm-to-lung  time  test  is  readily  included  in  the  procedure  by  adding  ether 
to  the  Decholin  Sodium  injection. 

Decholin  Sodium 


AMES  COMPANY,  INC. 


ELKHART,  INDIANA 


sodium  dehydrocholate 

supplied  in  20%  aqueous  solution  for  intravenous  administra- 
tion. Available  now  in  ampuls  of  3 cc.,  5 cc.  and  10  cc.;  boxes 
of  3 and  20  ampuls. 

The  booklets,  “Decholin  Sodium  in  Blood  Velocity  Determina- 
tion” and  “The  Diuretic  Action  of  Decholin  Sodium”  are  now 
available— and  will  be  sent  upon  your  request. 
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in  psychosomatic 
and 

menopausal  cases 


Bellergal®  gives  excellent  results  in  relieving  the  functional  disturb- 
ances of  anxiety  states,  and  in  gastric  and  cardiovascular  neuroses. 

For  treatment  of  that  part  of  the  psychosomatic  disorder  which  in- 
volves dysfunction  of  both  the  autonomic  and  central  nervous  systems, 
BELLERGAL  contains  the  most  effective  combination  of  drugs. 
ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  Sympathetic  inhibition  with  ergotamine  tartrate. 

2.  Parasympathetic  inhibition  with  Bellafoline. 

3.  Central  sedation  with  phenobarbital. 

Bellergal 


SANDOZ 


Elegance  • Perfection 


SANDOZ  PHARMACEUTICALS 

Dii’ision  o / Sandoz  Chemical  Work*,  Inc. 

NEW  YORK  M.  N.  Y.  • CHICAGO  6,  ILL.  • SAN  FRANCISCO  8, CAL. 
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PH 

mamuM 

SILT 

WITHOUT 

SODIUM 


Water  retention  (excessive  gain  in  weight  — 
pitting  edema)  is  quite  common  in  pregnancy. 
Sodium,  particularly  if  used  excessively, 
accelerates  this  process.  Vice  versa,  sodium 
restriction  can  prevent  water  retention. 

Neocurtasal,  completely  sodium  free  salt,  palat- 
ably seasons  low  sodium  diets.  Neocurtasal  looks 
and  is  used  like  ordinary  table  salt.  Available  in 
2 oz.  shakers  and  8 oz.  bottles. 

Constituents:  Potassium  chloride,  ammonium  chloride, 
potassium  formate,  calcium  formate,  magnesium  citrate 
and  starch.  Potassium  content  36%;  chloride  39.3%; 
calcium  0.3%;  magnesium  0.2%. 

Write  for  pads  of  diet  sheets. 

HI  E 0 C I]  RTASAL' 


'■  ■ • 


h*'  ■ ■:/ 


Neocurtasal,  trademark  reg.  U.  S.  & Canada 
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for  the  successful  treatment  of 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program— 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROWS  SOLUTION) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


°o 
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DOME  CHEMICALS  INC.  ^wy“k«%sT 

Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4 " x 10  yd.  gauze  bandage  impregnated  with  a modified 
oxide,  glycerine,  gelatine  and  calamine  This  Unna's  Boot  comes  to  you  in  a soft  condition  and 


content)  uniform  in  color,  free  of  coal 

“Unna’s  Formula"  consisting  of  zinc 
is  ready  for  instant  use. 
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Oil  the  One  hand,  a hyperactive  cough  is  distressing,  de- 
bilitating and  menacing.  Violent  bursts  of  coughing,  especially  in 
the  oldest  and  youngest  patients,  are  a burdensome  obstacle  in  the 
path  of  recovery  and  may  threaten  serious  complications. 

DIATUSSIN 

fBisclioff) 

promptly  and  effectively  controls 

cough  spasm  and  averts  its  dangers . 

On  the  other  hand,  the  physiologic  cough-reflex  is  a 
protective  necessity,  for  it  permits  expulsion  of  mucus,  irritants 
and  pathogens  from  the  bronchial  tree.  Therefore,  this  reflex 
should  not  suddenly  be  narcotized  into  non-existence.  Diatussin 
is  non-narcotic.  It  decreases  cough  frequency  and  strain  and 
liquefies  thick  mucus  without  eradicating  the  beneficial  cough- 
reflex.  And  Diatussin  is  palatable  and  well  tolerated  by  patients 
of  all  age  groups. 

Samples  and  literature  are  available  upon  physician  s request. 

DIATUSSIN  concentrated  extract,  2 to  7 drops  depending  on 
age,  two  or  three  times  daily.  Supplied  in  6 cc.  dropper  bottles. 

DIATUSSIN  Syrup:  each  teaspoonful  contains  2 drops  of  con- 
centrated extract.  Supplied  in  4 oz.  and  1 pint  bottles. 


ERNST  BISCHOFF  COMPANY,  INC  • IVORYTON,  CONN. 
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for  RELIEF  of 

constipation 
without 
catharsis 


THE  ARLINGTON 
CHEMICAL  COMP/ 


nEO-IULTOI 

Afaa/uz£  C&wecZcve, 
A/CVO~y/<lJtZ' 

L.  acidophilus  in  refined  mineral  oil  jelly,  chocolate 
flavored— restores  normal  intestinal  flora  and  normal 
colonic  function  without  griping,  flatulence,  diarrheic 
movements— gently  lubricates  without  leakage.  Jars 
containing  6 oz. 


YONKERS  1,  NEW  YORK 
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n*>  • 


Because" 
in  cases 


is  a dangerous  word 

nsion..  • it  has  become  almost 


instinctive  with  physicians  to  prescribe  Nitranitol.  An  ideal  vaso- 
dilator, Nitranitol  produces  gradual  reduction  of  blood  pressure 

' •A*” 

in  essential  hypertension.  Nitranitol  maintains  lowered  levels  of 

v\  , \ 

pressure  for  prolonged  periods.  Virtually  non-toxic,  Nitranitol  is 

f time. 


safe  to  use  over  long  periods  of 


For  gradual , prolonged , safe^  vasodilation 


Merrell 
1828 


CINCINNATI  • U S 


When  sedation  is  desired.  Nitranitol  with  Phe- 
nobarbital.  ( }4  gr.  Plienobarbital  combined  with 
Yg  gr.  mannitol  liexanitrate.) 

For  extra  protection  against  hazards  of 
capillary  fragility.  Nitranitol  with  Phenobarbital 
and  Rutin.  (Combines  Rutin  20  mg.  with  above 
formula.) 
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NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 

In  sprains  . . . strains  . . . contusions  . . . inflammations 

— combines  decongestive  and  analgesic  actions — reduces  swelling,  relieves 
pain.  A single  application  lasts  for  many  hours.  4,  8,  15  and  30  oz.  jars. 

JMOTIZINE,  INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 
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New  Sulfa  Combination.. . 


TE  RFONYL 


for  safe  sulfonamide  therapy 


1 

HIGH  BLOOD  LEVELS 

All  three  components  are 

absorbed  and  excreted  independently. 

High  blood  levels  can  be  maintained 
without  kidney  concretion  and 
with  minimal  sensitivity  reactions. 

WIDE  ANTIBACTERIAL  RANGE 

gyp 

All  three  components 

have  a wide  antibacterial  range 

and  are  highly  effective 

in  the  treatment  of  pneumonia  and 

other  common  infections. 


0.5  Gm.  tablets 
Bottles  of  100  and  1000 
Suspension,  0.5  Gm.  per  cc. 
(pleasant  raspberry  flavor) 
Pint  bottles 


"TERFONYL"  IS  A TRAOEMARK  OF  E.  R.  SQUIBB  & SONS 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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Pharmaceutical  Division 


^ HOMEMAKERS’  PRODUCTS  CORPORATION 

380  Second  Avenue,  New  York  10,  N.  Y. 

36-48  Caledonia  Road,  Toronto  10,  Canada 

Please  send  me,  without  cost,  literature  and  samples  of  DlAPARENE  Tablets 
and  Ointment  to  eliminate  cause  of  diaper  rash  (ammonia  dermatitis)  and  as 
an  adjunct  treatment  and  deodorant  for  the  side  effects  of  incontinence. 

Dr • 

Address 

City  Zona State 
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tablets  buffered 
crystalline  penicillin 
G potassium 


* o'*  ,N  FO<i*  POTENCl** 


50.000  UNITS 

100.000  UNITS 

250.000  UNITS 

500.000  UNITS 


Oral  penicillin  therapy  is  placed  on  a convenient,  ef- 
ficient basis  by  the  four  potencies  of  Tablets  Buffered 
Penicillin  G Potassium-C.S.C.  that  are  now  available: 
50,000  units,  100,000  units,  250,000  units,  and  500,000 
units  each.  The  higher  potency  tablets  are  especially 
valuable  in  that  large  dose^  may  be  given  without  undue 
inconvenience  to  the  patient,  making  practical  the  ther- 
apy of  many  acute  infectious  diseases  usually  treated 
parenterally.  Tablets  Buffered  Penicillin  G Potassium- 
C.S.C.  are  adequately  buffered  for  protection  against  the 
destructive  action  of  gastric  hydrochloric  acid  and  are 
heat  stable,  requiring  no  refrigeration.  Available  on  pre- 
scription at  all  pharmacies. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  • 17  E.  42ND  ST.  • NEW  YORK  17,  N.  Y. 


Bhospho-Soda  (Fleet)  is  a so- 
lution containing  in  each  100 
cc.  sodium  biphosphate  48  Gm. 
and  sodium  phosphate  18  Gm. 


Jud  icious  Laxation 


CHECK 

LIST 

for  choice  of 
a laxative 


Phospho-  TYPE  OF 
S°da  ACTION 

(FLEET) 


^ Prompt  action 
Thorough  action 
^ Gentle  action 


SIDE 

EFFECTS 


1/  Free  from 

Mucosal  Irritation 


^ Absence  of  Con- 
stipation Rebound 

No  Development 
of  Tolerance 

1/  Safe  from  Excessive 
Dehydration 

^ No  Disturbance  of 
Absorption  of 
Nutritive  Elements 

^ Causes  no 

Pelvic  Congestion 

No  Patient 
Discomfort 

^ Nonhabituating 

Free  from 
Cumulative  Effects 


ADMINIS- 

TRATION 


Flexible  Dosage 
^ Uniform  Potency 
1/  Pleasant  Taste 


...through  freedom  from 
undesirable  side  effects 

The  clinical  preference  for  Phospho-Soda  (Fleet)* 
stems  in  large  part  from  its  freedom  from  unde- 
sirable side  effects.  This  desideratum,  together 
with  its  controlled  action  and  ease  of  adminis- 
tration, assure  safe,  effective  anticostive  therapy 
from  every  prescription  of  this  "tried  and  true" 
laxative  agent.  Clinical  samples  on  request. 

C.  B.  FLEET  CO.,  INC.  • LYNCHBURG,  VIRGINIA 

"PHOSPHO-SODA'  and  'FLEET' 
are  registered  trade-marks  of  C.  6.  Fleet  Co.,  Inc. 

e 

H PHOSPHO-SODA 

(FLEET) 

: ® 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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GOOD 
EATING 
HABITS 

should  start  in  Infancy 

Feed  your  baby  from  the  beginning  with  foods  which 
have  appealing  taste  and  meal  time  will  be  a happy  time. 

A baby  digests  his  food  more  easily  when  he  enjoys  it— 
gets  the  most  benefit  from  it— and  Beech-Nut  makes 
food  with  flavor  that  babies  enjoy. 

Babies  love  them— thrive  on  them 

Beech-Nut! 


A complete  line . . . 

to  meet  the  normal 
dietary  needs  of  babies. 

PACKED  IN  GLASS 

Beech-Nut  high  standards  of  production 
and  ALL  ADVERTISING  have 
been  accepted  by  the  Council 
on  Foods  and  Nutrition  of 
the  American  Medical 
Association. 
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B R I OS  C H I 


A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELLI  & CO. 

ISt  VARICK  STREET  NEW  YORK 


• Torpedoed  on  the  Murmansk  run 
— nearly  frozen  to  death  in  an  open  boat — both 
legs  lost  below  the  knee — ex-Merchant  Marines 
Michael  McCormick  and  William  Morris  walked 
unaided  in  three  weeks.  They  could  look  for- 
ward with  certainty  to  leading  a normal  life 
again.  To  these  men,  as  to  thousands  of  other 
Hanger  wearers,  the  phrase  "Hanger  is  a sym- 
bol of  help  and  hope"  is  a concrete  truth  proven 
by  every  day  of  their  future  lives. 


..THEY 

CAN 

WALK 

AGAIN 


ARTIFICIAL—— 
LIMBS 

New  York  1 1 , New  York  Pittsburgh  30,  Pa.  Albany  6,  New  York 
104  Fifth  Ave.  200  Sixth  Avenue  98  Central  Avenue 
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FOR  INTENSIVE  THERAPY. 

HIGH  POTENCY 
CHORIONIC 
GONADOTROPIN 

There  is  reason  to  believe  that,  in  certain 
cases,  more  favorable  results  may  be 
obtained  with  doses  of  "A.  P.  L."  larger  than 
those  heretofore  recommended.1 
“A.  P.  L."  No.  972,  in  dried  form,  is 
designed  to  facilitate  the  administration  of 
massive  dosages.  Each  package  provides: 

7.  One  "Secule"*  containing  20,000  I.  U. 

2.  One  10  cc.  vial  sterile  diluent  containing  0.5% 
phenol.  "A.P.L"  ( Dried I may  be  reconstituted  to 
a volume  of  5 or  10  cc.,  thus  providing 
concentrations  of  4,000  or  2,000  I.  U.  per  cc. 

"A.P.L."  is  also  supplied  in  sterile  solution 
as  follows: 

No.  500—500  I.U.  per  cc— 10  cc.  vials 
No.  999—1000  I.U  per  cc.— 70  cc.  vials 

"A.  P.  L."  has  been  used  successfully  in  the 
treatment  of  chronic  cystic  mastitis, 
threatened  abortion,  functional  uterine 
bleeding,  cryptorchidism,  hypogenitalism, 
and  Frohlich's  syndrome. 

’Brown,  W E & Bradbury,  J T ; Am.  J.  Obst.  & Gynec. 

53:749  (May)  1947 

*"Secu!e” — Ayerst  name  to  designate  a special  vial  containing  an  iniectable 
preparation  in  dried  form. 


Ayerst,  McKenna  & Harrison  Limited 

22  East  40th  Street,  New  York  1 6,  N.  Y. 
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Greater 

Safety 

in  | 

Dual  ! 

i 

i 

Sulfonamide 


Therapy 


With  Aldiazol-M,  adequate  sulfonamide  dosage 
may  be  administered  with  utmost  therapeutic  ad- 
vantage and  with  minimal  danger  of  crystalluria. 
Providing  both  sulfadiazine  and  sulfamerazine  in 
equal  amounts,  it  permits  greater  total  urinary 
sulfonamide  saturation.  Thus  the  risk  of  crystal 
precipitation  is  reduced,  even  when  large  amounts 
are  given. 


Each  teaspoonful  (5  cc.)  of 
Aldiazol-M  provides: 

Sulfadiazine 

(microcrystalline). . 0.25  Gm. 
Sulfamerazine 

(microcrystalline). . . 0.25  Gm. 
Sodium  Citrate 1.0  Gm. 


Because  its  sulfonamides  are  in  microcrystalline 
form,  Aldiazol-M  leads  to  rapidly  attained  initial 
levels.  Thereafter  therapeutic  blood  levels  are  main- 
tained on  a dosage  of  2 teaspoonfuls  every  four 
hours  (1  Gm.  of  total  sulfonamide).  The  presence 
of  sodium  citrate  in  Aldiazol-M  makes  unnecessary 
the  administration  of  other  alkalizing  agents. 

Aldiazol-M  is  indicated  in  many  infectious  dis- 
eases which  respond  to  sulfadiazine  and  sulfa- 
merazine. Pleasantly  flavored,  it  is  especially  useful 
in  pediatric  practice. 


THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Ten  n .-Va  . 

NEW  YORK  • SAN  FRANCISCO  • KANSAS  CITY 


ALDIAZOL-M 
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rically  soluble  outer  shell 
tins  pepsin;  enterically 
td  core  contains 
reatin  and  bile  salts.  y 


By  the  development  of  an  entirely  new  type  of  coated  tablet,  consisting 
of  a gastrically  soluble  outer  shell  containing  pepsin,  and  an 
enterically  coated  core  containing  pancreatin  and  bile  salts— Robins  (with  their 
new  product  Entozyme)  now  makes  it  possible  to  release  these  three 
important  digestants  in  fully  active  form  to  that  part  of  the 
gastrointestinal  tract  where  pH  conditions  for  optimum  activity  prevail. 
Clinical  research'  indicates  that  Entozyme's  greatest  field  of  usefulness  is  in  chronic 
cholecystitis,  post-cholecystectomy  syndrome,  subtotal  gastrectomy,  infectious 
hepatitis,  pancreatitis  and  chronic  dyspepsia— where  its  unique  selective  therapy  restores 
more  nearly  physiological  conditions  in  the  gastrointestinal  tract.  It  is  also  highly 
effective  in  nausea,  anorexia,  belching,  flatulence  and  pyrosis.  In  peptic  ulcer 
patients,  too,  pancreatin-pepsin  therapy  has  produced  excellent  results.2 


Each  specially  constructed  tablet  contains  Pancreatin,  U.S.P.,  300  mg.; 
Pepsin,  N.F.,  250  mg.;  Bile  Salts,  150  mg. 

1 or  2 tablets  after  each  meal,  or  as  directed  by  physician, 
without  crushing  or  chewing 

Bottles  of  25  and  1 00. 

1.  McGovack,  T H ond  Klotx,  S.  D.-.  Bull.  Flower  Fifth  Ave.  Hosp.,  9:61,  1946. 
2.  Weissberg,  J.,  McGovack,  T H and  Boyd,  Linn  J.:  Am.  J.  Digest.  Dis.,  15:332,  1948. 

A coined  word  to  describe  the  unique  mechanical  action  of  Entozyme  Tablet— whereby  pepsin  is 
released  only  in  the  stomach,  and  pancreatin  and  bile  salts  only  in  the  small  intestine. 

A.  H.  ROBINS  COMPANY,  INC.  • Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  J 878 
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from  head  to  toe 


CEREVim 


1.  “A  Study  of  Enriched  Cereal  in  Child  Feeding"  Urbach, 
C.;  Mack,  P.  B.,  and  Stokes,  Jr.,  J:  Pediatrics  1:70,  1948. 

•Cerevim  contains  neither  vitamin  A nor  C,  but  apparently 
exercises  an  A-and-C  sparing  effect  attributed  to  its 
high  content  of  predigested  protein  and  major  B vitamins. 


CEREViM-fed  children  showed  greater 
clinical  improvement,  in  the  following 
nutrition-influenced  categories,  than 
children  fed  on  ordinary  unfortified 
cereal  or  no  cereal  at  all:1 


ity  | 
on  / 


hair  lustre 
recession  of  corneal  invasion 
retardation  of  cavities 
condition  of  gums 
condition  of  teeth 
skin  color 
skeletal  maturity 
skeletal  mineralization 
‘blood  plasma  vitamin  A increase 
‘blood  plasma  vitamin  C increase 
subcutaneous  tissues 
dermatologic  state 
urinary  riboflavin  output 
musculature 
plantar  contact 


Here’s  why:  Cerevim  is  not  just  a cereal 

Much  more:  Cerevim  provides  8 natural 
foods:  whole  wheat  meal,  oatmeal,  milk 
protein,  wheat  germ,  corn  meal,  barley, 
Brewers’  dried  yeast  and  malt  — PLUS 
added  vitamins  and  minerals. 


M&R  DIETETIC  LABORATORIES,  INC.  • Columbus  16,  Ohio 


:j 
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Choline 

(Flint) 


what  it  is .. . 

Choline  is  a component  of  the  lecithin  molecule,  and 
is  the  most  important  known  Lipotropic  Agent.  The  teem 
“lipotropic”  describes  the  action  of  those  dietary  sub- 
stances which  help  prevent  or  remove  excessive  fatty 
deposits  in  the  liver. 

where  indicated . . . 

Supplementary  choline  therapy  is  being  employed  in 
the  dietary  management  of  hepatic  insufficiency;  in 
early  and  late  cirrhosis;  in  the  treatment  of  chronic  or 
threatened  liver  involvement  associated  with  diabetes, 
malnutrition,  poisoning  by  hepatoxic  agents  and  in 
various  infectious  processes. 

how  supplied . . . 
palatable  “Syrup  Choline 

( Flint )” 

— 25  per  cent  W /V — containing  one  gram  of  choline  dihy- 
drogen citrate  in  each  4 cc. — supplied  in  pint  and  gallon 
bottles. 

“Choline  Capsules  (Flint)” 

— containing  0.5  gram  of  choline  dihydrogen  citrate  per 
capsule — are  supplied  in  bottles  of  100,  500  and  1000. 


For  your  copy  of  “ The  Present  Status  of  Choline  Therapy 
in  Liver  Dysfunction ,”  write — 

FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 
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better  nutrition  means 


fBWBf:  stillbirths 


neonatal  deaths 


tip 

the 

nutritional 
balance 
to  favor 

the  health 
of  mother  and 
baby 


complications  of  delivery 
pre-eclampsias 
abortions 
toxemias 


new! 


. . . specially  designed  to  help  meet  increased  vitamin-mineral  needs  during  preg- 
nancy and  lactation.  Improved  maternal  nutrition  means  better  physical  health  for 
the  mother  with  many  prenatal  symptoms  and  discomforts  almost  wholly  relieved  or 
avoided,  and  sturdier  babies  with  greater  resistance  to  disease. 

Two  vitamin  (dark  color)  capsules  provide:  vitamin  A 10,000  units,  thiamine  5 mg., 
riboflavin  5 mg.,  niacinamide  20  mg.,  choline  50  mg.,  pyridoxine  1 mg.,  pantothenic 
acid  equiv.  10  mg.,  ascorbic  acid  150  mg.,  vitamin  D 1000  units,  d,  alpha-tocopherol 
5 mg.,  and  B complex  factors  from  400  mg.  yeast. 

Two  mineral  (light  color)  capsules  provide:  calcium  220  mg.  (from  di-calcium 
phosphate  750  mg.),  iron  50  mg.  (from  ferric  phosphate  3 gr.),  phosphorus 
200  mg.,  magnesium  1.5  mg.,  copper  1.5  mg.,  manganese  1.0  mg.,  iodine  0.1  mg.,  and 
zinc  1.0  mg. 

professional  samples  and  literature  upon  request. 

u.  s.  vitamin  corporation 

casimir  funk  labs.,  inc.  (affiliate) 

250  e.  43rd  st.,  new  york  17,  n.  y. 


For  the  public  good 


The  health  and  well-being  of  at  least  1 ,000,000  Americans  depends  upon  their  dis- 
covery and  treatment  as  diabetics.  The  American  Diabetes  Association  is  directing 
the  year-round  Diabetes  Detection  Drive  to  find  the  “1,000,000  unknown  diabetics” 
and  guide  them  to  their  own  physicians  for  treatment. 


Selftester 


THE  AMES 

brings  those  with  glycosuria  to  you  for  diagnosis. 


AT  ALL 
DRUGSTORES 


A simple  home  screening  test 
for  urine-sugar,  the  Ames  Self- 
tester* is  a new  approach  to 
this  detection  problem.  I.ike  the 
clinical  thermometer,  it  is  sold 
directly  to  the  public  through 
drugstores.  Also  like  the  ther- 
mometer, it  does  not  give  a di- 
agnosis, but  only  a warning. 


the  directions  state: 


1.  The  Selftester  does  not  diagnose  diabetes  or  any  other  disease. 

Its  sole  function  is  the  detection  of  sugar  (glucose)  or  sugar-like  substances. 

2.  If  reaction  is  positive,  see  your  doctor  at  once.  Sugar  in  your 
urine  does  not  necessarily  mean  you  have  diabetes  (nor  does  a negative 
result  definitely  exclude  the  presence  of  disease).  But  only  your  doctor,  by 
medical  examination  and  by  additional  laboratory  tests,  can  tell  why  you 
show  sugar. 


we  amis  Selftester ,o  detect 

CLINITEST®  to  control 

Brand  • Reagent  Tablets 

‘Approved  by  the  Council  of  the  American  Diabetes  Association  and  accepted  for  advertising  in 
publications  of  the  American  Medical  Association. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 


| THE  DIABETIC 
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C/ySAP  ANATOMICAL  SUPPORTS 

for  ORTHOPEDIC 
CONDITIONS 

Whether  it  be  relief  from 
lesser  degrees  of  postural  or 
occupational  strain,  or  as 
an  aid  in  treatment  follow- 
ing injury  or  operation,  the 
Camp  group  of  scientifically 
designed  orthopedic  supports  for 
men,  women  and  children  will  be 
found  “comprehensive.”  Sacro- 
iliac, Lumbosacral  and  Dorso- 
lumbar  supports  may  be  prescribed 
for  all  types  of  build.  The  Camp 
system  of  construction  fits  the  sup- 
port accurately  and  firmly  about 
the  major  part  of  the  bony  pelvis 
as  a base  for  support.  The  unique 
system  of  adjustment  permits  the 
maximum  in  comfort.  Physicians 
may  rely  on  the  Camp-trained  fit- 
ter for  the  precise  execution  of  all 
instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will  be 
sent  on  request. 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 


S.  H.  CAMP  & COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


must  be  served 
and  youth  must  be  well  served 


...  in  terms  of  nutrition  to  foster  normal 
growth  and  development.  Since  food  intake 
in  infancy  and  childhood  may  be  faulty  or 
variable,  prescription  of  vitamins  is  usually 
a procedure  of  choice. 

For  comprehensive  multivitamin  supplemen- 
tation ABDEC  DROPS  provide  eight  impor- 
tant vitamins  in  convenient  liquid  form 
readily  accepted  by  infants  and  children. 
Both  fat-soluble  and  water-soluble  vitamins 
are  uniquely  combined  in  a clear,  stable, 
nonalcoholic  solution. 

ABDEC  DROPS  contain  vitamins  A and  D 
— at  levels  of  potency  fully  adequate  to  the  daily 
needs  of  most  infants  and  children  — plus  ascor- 
bic acid,  thiamine,  riboflavin,  pyridoxine,  panto- 
thenic acid  and  nicotinamide. 

ABDEC  DROPS,  given  directly  or  added 
to  food,  formula,  or  fluid,  are  at  the  nutritional 
service  of  youth.  Average  daily  dose:  infants 
under  one  year  — 0.3  cc.  (5  minims);  older  chil- 
dren — 0.6  cc.  ( 10  minims ) . ABDEC  DROPS  come 
in  15  cc.  and  50  cc.  bottles  with  a calibrated 
dropper  for  accurate  dosage. 


• • • 


Abdec  drops 


N 


E R 
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PATTERNED  AFTER  HUMAN  MILK 


S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Adds— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 


Vitamins  (including  vitamin  C)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 


Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A®  builds  husky  babies 


WYETH  INCORPORATED,  PHILA.  3,  PA. 
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Five-fold  attack  against 
Middle  Ear  Disease 


External  Ear  Disease 


1.  Antibacterial  — local  infection  effectively  attacked  by 
high  concentration  of  sulfa-urea.1’2 

2.  Debriding  — infection  site  rapidly  cleansed  — odors  re- 
duced, and  waste  material  removed. 

3.  Analgesic  — pain  and  itching  relieved  by  chlorobutanol. 

4.  Fungicidal  — inhibits  common  fungous  contaminants. 

5.  Hygroscopic  — absorbs  excess  moisture,  acts  as  decon- 
gestant. 

White’s  Otomide  is  a stable  solution  of  5%  Sulfanilamide,  10% 
Carbamide  (Urea)  and  3%  Anhydrous  Chlorobutanol  in  gly- 
cerin of  high  hygroscopic  activity.  Supplied  in  dropper  bottles 
of  Vz  fluid  ounce  (15  cc.) 


OTOMIDE 

Topical  Otologic  Chemotherapy 


WHITE  LABORATORIES,  INC.  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


1.  Holder,  11.  G.,  and  MacKay,  E.  M.:  Mil.  Surg.  90:309-518  (May)  1942. 

2.  Holder,  IT.  G.,  and  MacKay,  E.  M.:  Surgery  7/1:677-682  (May)  1943. 
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OF  coukse,  whiskies  can’t  be  X-rayed,  but 
they  can  be  analyzed.  Analysis  reveals 
why  today  so  many  physicians  recommend 
light  blended  whiskies  to  their  patients  when 
wrhiskey  is  indicated. 

For  neutral  spirit  blends  contain  few 
congeners,  such  as  fusel  oil,  tannins,  alde- 
hydes, esters,  furfurals,  acids,  etc.  That 
means  neutral  spirit  blends  are  not  only 
light  but  mild,  too.  What’s  more,  they  are 
usually  low  in  alcoholic  content. 


One  of  America’s  leading  whiskies  of 
this  type  is  Carstairs  White  Seal.  Extremely 
low  in  congeneric  content,  it  is  blended 
with  care  by  master  distillers  unmatched  for 
skill  and  experience.  And,  though  high 
quality,  it  is  surprisingly  low  in  price. 

Whenever  whiskey  is  indicated,  may  we 
suggest  that  you  recom- 
mend that  superb  blend  — 

Carstairs  White  Seal  whis- 
key— to  your  patients? 


The  ^ Man  who  Cares  says: 


CARSTAIRS  White  Seal 


BLENDED  WHISKEY 


I 

I 

I 

I 

l_ 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on  the  , 
difference  between  whiskies  of  various  types.  For  your  free  copy,  address:  | 

Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Ave.,  N.  Y.  C.  | 

I 


Carstairs  Bros.  Distilling  Co.,  Inc.,  Baltimore,  Md.,  86.8  Proof,  72%  Grain  Neutral  Spirits 
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FULFILLING  EVERY 


REQUIREMENT  OF  EFFECTIVENESS 
AND  PATIENT-ACCEPTANCE 


* TRADEMARK  REC  U S >At  OM. 

VAGINAL  JELLY* 

Immobilizes  sperm  in  the 
fastest  time  recognized 
under  the  Brown  and 
Gamble  technique  '♦iinTfirS*' 

ffft  Occludes  the  cervix  for  as  long  as 
v 10  hours — effective  barrier  action 

Cm  Nonirritating  and  nontoxic 

^ — safe  for  continued  use 

ft  Crystal  clear,  nonstaining,  delicately 
w fragrant — esthetically  agreeable 

ft  Will  not  liquefy  at  body  tempera- 
ture— not  excessively  lubricating 

FOR  ECONOMY  TO  YOUR  PATIENTS 
SPECIFY  THE  LARGE  FIVE-OUNCE  SIZE 


gynecological  division 

JULIUS  SCHMID,  INC. 

423  West  55th  St.,  New  York  19,  N.  Y. 
quality  first  since  1 883 


Active  Ingredients:  Dodecoethyleneglycol 

Monolaurate  5%;  Boric  Acid  1%;  Alcohol  5%. 


ho^'  ■* 
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THE  ORIGINAL  PRODUCT 

♦ > 

Duracillin 

(Crystalline  Procaine  Penicillin  — G,  Lilly) 

introduced  procaine  penicillin  to  medicine.  This 
and  all  subsequent  Lilly  modifications  of  peni- 
cillin are  made  to  fulfill  the  first  requirement  of  a 
useful  drug — recovery  for  the  patient. 

Prompt,  ample,  and  sustained  penicillin  effect  in 
body  tissues  is  assured  by  careful  regulation  of 
crystal  size  and  vehicle. 

There  is  an  effective  form  of  rDuracillin’  to  meet 
every  preference. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


Detailed  information  and  literature  on 
'Duracillin’  are  available  from  your  Lilly 
medical  service  representative  or  will  be 
forwarded  upon  request. 
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Legislative  Home  Work  Needed,  I 


As  the  coming  legislative  year  approaches 
in  this  State,  it  well  behooves  the  member- 
ship of  the  Medical  Society  of  the  State  of 
New  York  to  take  stock  of  its  objectives  and 
procedures.  It  seems  to  be  the  feeling  of 
many  in  the  Society  that  our  legislative 
efforts  have  not  been  too  successful  in  the 
recent  past.  Resolutions  and  recommen- 
dations have  been  introduced  in  the  Society’s 
House  of  Delegates  suggesting  improve- 
ments in  procedure,  which  may  in  time  be- 
come effective,  provided  always  the  effort 
is  carried  through  to  the  “grass  roots” 
level. 

As  a moral  to  one  of  his  Fables  in  Slang 
the  late  George  Ade  wrote,  “When  uplifting 
get  underneath.”  This  terse  instruction 
seems  applicable  to  the  Society’s  legislative 
aims  and  procedures;  perhaps  because  it 
has  not  always  been  fully  developed  the 
Society  has  been  less  than  completely  suc- 
cessful. Where  the  Society  has  been  in 


opposition  to  bills  which  were  thought  to  be 
detrimental  to  the  public  good  or  concerned 
with  an  all-out  effort  against  some  very 
threatening  piece  of  legislation,  as  for  exam- 
ple, anti  vivisection  measures,  considerable 
success  has  been  attained.  On  the  other 
hand,  attempts  by  the  Society  to  obtain 
desirable  amendments  to  existing  law  have 
not  been  too  fortunate. 

It  is  surely  inefficient  to  continue  with 
procedures  which  get  nowhere.  The  So- 
ciety has  a good  equipment  with  which  to 
work:  an  Executive  Officer  in  Albany,  a 

Council  Committee  on  Legislation,  an 
excellent  Public  Relations  Bureau  recently 
expanded  by  an  enlarged  field  force,  the 
legislative  committees  of  the  component, 
societies,  as  well  as  numerous  executive 
secretaries  of  these  latter  organizations. 
In  addition,  there  are  numerous  woman’s 
auxiliaries  now  well  organized  and  dis- 
tributed throughout  the  State.  Why,  then, 
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have  our  efforts  been  ineffective  in  obtaining 
passage  by  the  Legislature  of  certain  desired 
amendments  to  the  law? 

It  seems  probable  that  much  of  the  fault  is 
our  own.  We  have  constructed  a mechanism 
as  shown  above,  but  somehow  we  can’t 
make  it  work.  This  is  not  to  say  that  the 
mechanism  is  defective,  but  that  it  does  not, 
in  fact,  get  us  from  here  to  there,  except 
on  occasion  and  largely  to  our  own  astonish- 
ment. 

Maybe  we  need  to  study  ourselves.  As 
doctors  we  get  somewhere  with  patients 
because  we  know  how.  Then  circumstances 
force  us  into  the  necessity  to  deal  with  law- 
makers and  governmental  agencies.  This  is 
something  not  included  in  our  training. 
What  makes  a lawmaker  tick?  How  does 


one  treat  a governmental  agency  to  make  it 
cooperate?  How  can  we  go  places  until 
we  know  the  answers? 

It  is  quite  obvious  that  doctors  cannot 
enter  on  a competitive  basis  with  business 
organizations,  labor  groups,  and  the  like  to 
maintain  a “lobby”  at  the  State  Capitol. 
The  Medical  Society  of  the  State  of  New 
York  is  not  an  organization  that  can  compel 
contributions  for  legislative  efforts  nor  force 
unified  action  on  its  members.  There  is, 
however,  a course  open,  namely  home  work 
by  each  individual  member  of  the  Society, 
under  the  leadership  of  each  county  society’s 
legislative  and  public  relations  committees. 
This  grass  roots  activity  has  been  sadly 
lacking  in  many  parts  of  the  State.  We  can 
do  something  about  it. 


(To  be  continued ) 


Defeat  of  Reorganization  Plan  Number  One 


We  interpret  the  rejection  of  the  Adminis- 
tration’s Reorganization  Plan  Number  One 
by  a United  States  Senate  vote  of  60  to  32 
to  mean  that  the  Senate  considers  health 
matters  of  sufficient  importance  to  be  con- 
ducted under  a single  department.  Possibly 
some  legislators  were  concerned  that,  had 
the  plan  been  adopted,  it  would  have  been 
an  invitation  to  the  later  adoption  of  national 
health  insurance. 

Many  of  our  members  for  whom  this 
Journal  may  speak  were  not  in  favor  of 
Plan  Number  One.  Individually,  numbers 
of  them  certainly  communicated  directly 
with  their  senators,  as,  doubtless,  did  others 
who  were  in  favor  of  its  adoption.  We  feel 
that  the  60  senators  who  voted  against 
adoption,  23  Democrats  and  37  Republicans, 
acted  courageously  in  view  of  the  fact  that 
they  did  so  against  considerable  Administra- 
tion pressure  for  adoption  and  in  opposition 
to  certain  minority  pressure  groups  favoring 
national  health  insurance. 

Defeat  of  the  plan,  however,  does  not 
block  a real  effort  by  the  government  to 
comply  with  the  Hoover  Commission’s 
recommendations.  The  President  may  pro- 
pose a new  plan,  or  Senator  Taft  may  ad- 
vance his  plan,  or  a bill  can  be  drafted 


embodying  the  Hoover  Commission’s  plan. 
In  all  probability  the  status  quo  will  continue 
for  the  rest  of  this  year.  This  provides  the 
profession  with  the  opportunity  to  continue 
its  campaign  to  inform  the  public  of  the 
advantages  of  its  voluntary  plans,  as  well  as 
to  expand  its  services  where  these  are  proved 
to  be  inadequate.  Additional  time  for  its 
campaign  of  public  information  concerning 
voluntary  insurance  plans  and  their  healthy 
growth  under  the  increasing  stimulus  of 
public  and  industrial  acceptance  of  such 
coverage  is  highly  necessary  for  the  medical 
profession. 

It  is  observed  that  the  defeat  of  the 
Administration’s  Reorganization  Plan 
Number  One,  which,  had  it  not  been  lost, 
would  have  placed  the  F.S.A.  Chief  in  an 
extremely  strong  political  position,  has 
provided  borrowed  time  for  the  profession. 
Note  that  the  time  has  been  borrowed,  not 
earned,  since  it  is  not  likely  that  the  argu- 
ments of  the  representatives  of  the  medical 
profession  and  others  opposed  to  the  Welfare 
State  determined  the  decision  of  the  60 
senators  to  vote  against  the  plan. 

It  would  indeed  be  flattering  to  the  pro- 
fession if  its  sincere  convictions,  ably  pre- 
sented to  the  senators  as  they  were,  carried 
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:hat  much  weight.  Anybody  is  entitled  to 
speculate  as  to  the  cause  of  such  a vote  as 
defeated  the  plan.  Our  “hunch”  is  that  it 
was  brought  about  by  the  political  necessity 
^o  continue  a Republican  administration  in 
:he  State  of  New  York  if  possible  at  the 
lext  election.  Whether  or  no,  it  is  up  to 
the  medical  profession  to  continue  its 
nonpartisan  educational  campaign.  The 
jA.M.A.  is  doing  a constructive,  workman- 
like, and  thoroughly  competent  informa- 
tional service  to  the  public.  May  its  avail- 
able time  for  the  work  be  indefinitely  ex- 


tended even  if  that  time  is  borrowed  by 
reason  of  political  maneuvering  on  the  part 
of  the  brass  hats  of  both  political  parties. 

We  should  not  be  surprised  if  the  current 
pressure  for  economy  in  national  affairs, 
together  with  the  informational  campaign 
now  in  full  swing  by  the  A.M.A.  and  its 
component  state  and  county  societies  and 
the  demonstrable  growth  and  fiscal 
soundness  of  the  voluntary  insurance  plans 
might  result  in  a real  reorganization  plan 
comprising  all  of  the  Hoover  Commission’s 
recommendations. 


Current  Editorial  Comment 


Brains  Aren’t  Everything.  For  the  past 
sixteen  years  our  government,  while  fight- 
ing two  wars  with  one  hand,  has  been  using 
the  other  to  direct  its  remaining  resources 
itoward  the  salvation  of  the  “common  man.” 
Originally,  the  term  was  coined  to  describe 
the  man  who  stood  in  bread  lines  or  sold 
apples  on  the  street  corners.  It  has  now 
been  expanded  to  embrace  the  fanner,  the 
steel  worker,  the  garment  worker,  the  gov- 
ernment employe;  any  member  of  a large 
pressure  group  whose  votes  may  be  relied 
upon  to  keep  an  administration  in  power. 

These  groups  are  being  flattered  by  con- 
stant references  to  their  I.Q.’s.  We  would 
remind  the  medical  profession  that  a man’s 
I.Q.  does  not  provide  his  whole  diagnosis, 
any  more  than  a patient’s  condition  may  be 
judged  solely  by  his  x-ray  or  his  electrocar- 
diogram. Men,  like  animals,  are  made 
and  bred  for  diverse  purposes. 

One  happy  class  of  people  that  we  en- 
counter in  our  daily  rounds  are  the  members 
of  the  New  York  City  Sanitation  Depart- 
ment. They  are  in  the  pink  of  physical 
condition,  in  the  open  air  all  day.  All  day 
they  vie  with  each  other  in  demonstrations 
of  their  physical  perfection.  They  are 
doing  a simple,  necessary  task.  They  are 
keeping  their  city  clean,  and  they  enjoy  it. 
A psychiatrist  in  their  department  would 
probably  starve  to  death. 

Observe  how  the  curve  of  happiness  de- 
creases in  inverse  ratio  to  the  I.Q.  Where 
do  we  find  the  highest  percentage  of  neu- 
rotics? In  the  white  collar  class.  Among 
the  professors,  the  school  teachers,  the 
wretchedly  paid,  sometimes  morbid,  un- 
happy persons,  some  of  whom  dabble  in 
communism  as  the  last  refuge  for  their 
frustrations.  And  to  some  of  these  we 


turn  over  our  children  for  their  education, 
a process  which  has  been  defined  occa- 
sionally as  a preparation  for  a happy  life. 

We  are  in  grave  danger  when  we  esti- 
mate the  value  of  a citizen  by  a purely 
cerebral  standard.  Are  we  to  forget  the 
village  idiot  who  had  a green  thumb? 
What  of  the  Irish  brawn  that  laid  our  rail- 
roads from  coast  to  coast?  Where  would 
we  have  been,  for  example,  without  the 
“Hunky”  coal  miners?  When  shall  we 
appreciate  that  a man  is  to  be  judged  by 
the  qualities  that  he  has,  and  be  given  as 
much  credit  for  those  as  discredit  for  those 
that  he  has  not?  When  shall  wre  realize 
that  the  brains  of  the  intelligent  wTould  not 
have  gone  far  without  the  brawn  of  the  mis- 
called stupid? 

It  is  our  conviction  that  the  medical  pro- 
fession should  be  the  wisest  of  all  profes- 
sions. And  wisdom  and  intelligence  are 
not  synonymous.  The  profession  faces  the 
remorseless  reality  of  the  microscope  and 
the  autopsy  table  as  well  as  shadow'  con- 
jectures and  vaporings  from  the  languid 
recumbency  of  the  psychiatrist’s  couch,  and 
the  often  hopelessness  of  the  insane  asylum. 

The  profession  is  not  bound  by  either 
faith  or  doctrine.  It  is  assailed  remorse- 
lessly from  within  and  without.  It  should 
be  the  greatest  educational  force  in  the  com- 
munity. It  now  has  its  opportunity  to 
prove  that  man  is  not  common,  that  one 
man’s  worth  lies  in  his  brain,  another’s  in 
his  body.  It  can  prove  that  man  is  not 
to  be  measured-  by  a common  standard.  It 
can  back  the  proposition  that  any  occupa- 
tion in  which  a man  can  find  happiness  is 
the  best  one  for  him.  It  can  aver  that  a 
man’s  w'orth  is  to  be  measured  not  by  what 
he  has  not,  but  by  what  he  has. 
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OPERATION — PAY  CHECK 


DOCTOR!  Now  available  are  newspaper  mats  for  four  cartoons,  one  of 
which  is  illustrated  above.  If  your  local  newspaper  can  use  this  series,  send 
in  the  order  blank  and  the  mats  will  be  forwarded  to  you. 

; t 

I Public  Relations  Bureau  Medical  Society  of  the  State  of  New  York  292  Madison  Avenue  New  York  17,  New  York  | 

Please  send  to  (he  address  indicated  below sets  of  newspaper  mats  for  Cartoon  Series  A. 
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Effect  on  Salivary  Suspensions  of  Streptococcus  Hemolyti- 
cus  and  Staphylococcus  Aureus,  Resulting  from  One-Half 
Hour’s  Exposure  to  Various  Concentrations  of  Tyrothricin. 

120 


Range  of  Salivary 
Concentrations 
provided  by  one 
Lozille  containing 
2 mg.  of 
tyrothricin,  used  as 
recommended, 
during  approxi- 
mately one-half 
hour. 


Effective  Salivary  Levels  of  Tyrothricin 


Used  as  recommended,  one  Lozille  main- 
tains for  approximately  one-half  hour  sali- 
vary tyrothricin  levels  as  shown  in  chart. 

The  sustained  salivary  concentrations  in- 
i sure  broad  antibacterial  action  against  grain- 
i positive  organisms  responsible  for  acute 
! oropharyngeal  infections. 


Tyrothricin,  unlike  topical  penicillin,  is  re- 
markable for  its  lack  of  local  toxicity.  Pleas- 
ant-tasting,  Lozilles  also  provide  propesin, 
for  non-toxic,  long-lasting  analgesia. 

Each  Lozille  contains  2 mg.  of  tyrothricin 
and  2 mg.  of  propesin.  Supplied  in  vials  of 
15  Lozilles. 


lomies 

(Loh-Zeel*)  TY  R OTH  RICI N-PR  OP  ESI  N LOZENGES 
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a diuretic  of  choice 


??The  mercurials  are  so  often  effective  that  other  diuretics  are  being 
used  less  and  less.  This  is  especially  true  of  the  formerly  popular 
xanthin  derivatives [which]  often  fail."*1 

'^During  the  past  decade  or  so  mercury  diuretics  have  come  into 
use  and  to  a large  extent  are  superseding  those  just  mentioned  [theo- 
phylline, theobromine  sodium  salicylate,  aminophyllin.]  592 

"'In  recent  years  the  xanthine  derivatives  have  been  used  but  sel 
dom  as  diuretics  as  a result  of  the  introduction  of  the  more  effective 
mercurial  diuretics.  993 


/c/eiu/ed  /oca//tfj  a diukeHc  cj?  c/oice 


embodies  the  merits  which  have  led  to  the  concurrence  of  authoritative 
opinion  on  mercurials  in  modern  diuretic  therapy.  Mobilization  of  water- 
binding  sodium,  withdrawal  of  edema  fluid  and  increase  of  urine  volume 
check  tissue  inundation  as  shown  in  a recent  study  with  radioactive  sodium 
and  MERCUHYDRIN.4 

Clinical  efficacy  is  augmented  by  suitability  for  intramuscular  injection.5 
The  convenience  and  safety*5  ’ of  this  mode  of  administration  facilitate  the 
recommended  frequent-dosage  schedules8  of  modern  diuretic  therapy. 

MERCUHYDRIN  (meralluride  sodium  solution)  is  available  in  1 cc.  and  2 cc.  ampuls. 

BIBLIOGRAPHY:  (1)  Fishberg,  A.  M. : Heart  Failure,  2nd  ed.,  revised,  Philadelphia,  Lea  & 
Febiger,  1946,  p.  736.  (2)  Levine,  S.  A.:  Clinical  *Heart  Disease,  3rd  ed.,  revised,  Philadelphia, 
Saunders,  1947,  p.  278.  (3)  New  and  Nonofficial  Remedies,  1947,  p.  304.  (4)  Reaser,  P.  B. 
and  Burch,  G.  E. : Proc.  Soc.  Exper.  Biol.  & Med.  63:543,  1946.  (5)  Modell,  W.,  Gold,  H.  and 
Clarke,  D.  A. : J.  Pharm.  & Exper.  Therap.  84 :284,  1945.  (6)  DeGraaf,  A.  C.  and  Nadler,  J.  E. : 
J.A.M.A.  119:1006,  1942.  (7)  Wexler,  J.  and  Ellis,  L.  B. : Am.  Heart  J.  27:86,  1944.  (8) 
Conferences  on  Therapy:  New  York  State  J.  Med.  44:2tt0,  1944;  46:62,  1946;  46:69,  1946. 


Scientific  Articles 


THE  FUNCTIONS  OF  THE  COMMISSION  FOR  THE  BLIND  OF  THE 
STATE  DEPARTMENT  OF  SOCIAL  WELFARE 


David  F.  Gillette,  M.D.,  Syracuse,  New  York 


IT  IS  very  appropriate  to  discuss  tliis  subject 
here,  for  it  was  a Buffalonian,  the  late  Dr. 
F.  Park  Lewis,  who  helped  to  establish  the  first 
permanent  New  York  State  Commission  for  the 
Blind.  He  directed  both  the  first  and  second 
Investigating  Commissions,  the  reports  of  which 
showed  the  need  of  a permanent  organization  to 
help  the  blind.1'2  This  paper  will  give  brief 
stories  of  these  investigations,  the  organization 
of  the  permanent  commission,  and  the  duties, 
problems,  achievements,  and  aims  of  the  New 
York  State  Commission  for  the  Blind. 

History 

Governor  Benjamin  B.  O’Dell,  Jr.,  on  May  13, 
1903,  signed  a bill  introduced  by  Senator  Freder- 
ick C.  Stevens  of  Wyoming  County  which  pro- 
vided for  the  appointment  of  a Commission  to 
Investigate  the  Condition  of  the  Adult  Blind  in 
the  State  of  New  York,  learn  their  capabilities, 
and  report  on  the  expediency  of  the  establish- 
ment by  the  State  of  industrial  training  schools 
or  other  institutions.  It  provided  an  appropria- 
tion of  $5,000  for  the  expenses  incurred.  The 
Governor  appointed  F.  Park  Lewis,  Lewis  Buf- 
fett Carll,  and  0.  H.  Burritt,  with  orders  to  or- 
ganize, make  a complete  study  of  the  adult  blind 
in  the  State,  and  submit  a report  to  the  Legisla- 
ture on  or  before  February  1,  1904. 

The  members  met  on  June  25, 1903,  and  elected 
F.  Park  Lewis  president,  Lewis  B.  Carll  vice- 
president,  and  O.  H.  Burritt,  secretary.  They 
determined  to  learn  the  condition  of  the  adult 
blind  in  New  York  State  and  find  out  what  public 
and  private  provisions  were  then  in  operation 
both  in  New  York  State  and  elsewhere  for  their 
betterment.  In  order  to  facilitate  their  work, 
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they  reviewed  the  United  States  census  of  the 
blind  for  1900,  the  list  of  blind  pensioners  in 
New  York  City,  and  the  registration  in  public 
and  private  institutions  for  the  blind  or  having 
blind  residents. 

The  available  records  of  the  blind  proved  so 
unreliable  that  they  decided,  at  the  suggestion  of 
Commissioner  Burritt,  to  make  a personal  check 
on  as  many  blind  as  possible  in  the  limited  time 
remaining.  They  employed  a capable  blind 
young  man  who  gathered  his  information  from 
personal  talks  with  the  blind.  These  facts  he 
then  verified  through  their  neighbors,  acquaint- 
ances, and  relatives.  He  alone  compiled  valuable 
information  concerning  610  blind.  The  com- 
missioners were  convinced  that  his  results  proved 
the  value  of  the  method.  Hence,  they  appointed 
a second  young  man,  also  sightless,  to  do  the  same 
type  of  investigation  in  a distant  section  of  the 
State.  He  submitted  a like  survey  of  192  blind 
persons.  Two  young  women,  sighted,  made 
similar  studies  in  a rural  northern  New  York 
county.  One  reported  on  the  studies  of  37,  and 
the  other  on  the  studies  of  121  blind  persons 
interviewed.  These  surveys  covered  most  of  the 
blind  of  western  New  York,  three  counties  of 
southeastern  New  York,  and  one  county  of  north- 
ern New  York.  Through  other  sources,  not 
mentioned,  the  commissioners  had  obtained 
similar  data  of  192  other  blind  persons.  They 
based  their  report  largely  on  the  studies  of  these 
960  blind  persons  living  in  three  distant  sections 
of  the  State.1 

They  found  that  the  State  had  established  an 
institution  for  blind  children  in  New  York  City 
and  later  a similar  one  at  Batavia.  In  both  of 
these,  industrial  departments  were  developed  to 
teach  trades  thought  most  suited  to  the  blind. 
It  soon  developed  that  on  graduation  or  develop- 
ment of  proficiency,  the  blind  demanded  that  the 


2389 


2390 


DAVID  F.  GILLETTE 


[N.  Y.  State  J.  M. 


State  then  hire  them  at  the  institution;  for, 
even  though  they  had  become  skilled  workers  in 
a special  craft,  they  did  not  have  the  financial 
backing  or  business  ability  to  set  up  their  own 
shops  and  compete  with  sighted  trade.  They 
argued  that,  if  the  State  would  not  do  this,  it 
should  at  least  secure  suitable  gainful  employ- 
ment for  them.  These  two  industrial  training 
departments  were  later  discontinued,  but  the 
work  was  carried  on  in  other  workshops  through- 
out the  State. 

At  this  time  the  State  was  spending  nearly 
$100,000  annually  to  provide  for  about  300  blind 
children,  aside  from  providing  for  the  partial 
support  of  the  few  blind  in  “alms  houses,”  but 
was  making  no  provision  whatsoever  for  the  more 
than  three-fourths  of  its  adult  blind;  the  group 
that  had  become  blind  since  childhood.  Greater 
New  York  had  for  some  years  granted  a pension 
not  to  exceed  $100  per  year  to  each  blind  resident. 
Comparatively  few  of  these  ever  applied. 

Although  the  commissioners  had  not  bfeen 
ordered  to  investigate  the  causes  of  blindness, 
they  found  from  their  studies  that  much  could 
have  been  done  to  prevent  the  condition,  par- 
ticularly in  young  children.  They  uncovered 
a law  designated  as  Chapter  41  of  the  laws  of 
1890,  entitled  “An  Act  for  Prevention  of  Blind- 
ness.” In  brief,  this  law  made  it  mandatory  for 
the  midwife  or  nurse  in  charge  of  an  infant  under 
two  weeks  of  age  to  report  in  writing  within  six 
hours  to  the  local  health  doctor  or  other  proper 
authorities  any  inflammation  or  redness  develop- 
ing in  the  infant’s  eyes.  The  law  was  backed  by 
severe  penalties.  The  investigating  commission 
mentioned  this  unused  and  forgotten  law  simply 
to  praise  its  intent. 

They  made  several  recommendations  and  drew 
conclusions  from  their  studies,  both  from  the 
cases  reviewed,  the  United  States  census  list  of 
supposedly  blind,  and  the  provisions  made  in 
England  and  some  of  our  own  states  for  the  better- 
ment of  the  blind.  They  incorporated  their 
recommendations  and  conclusions  in  the  draft 
of  a bill  briefly  summarized  as  follows:  It  sug- 
gested a permanent  commission  of  three  persons 
for  the  improvement  of  the  adult  blind  of  New 
York  State.  This  commission  was  to  make  a survey 
of  the  blind,  learn  their  financial,  physical,  and 
mental  condition,  capabilities,  and  causes  of 
blindness,  and  to  keep  a complete  census  of  these 
facts,  together  with  any  other  data  that  might  be 
of  value  in  bettering  the  condition  of  the  blind 
and  preventing  blindness.1 

The  appendix  to  their  report  included  several 
statistical  studies  of  the  blind  compiled  from  their 
census,  the  United  States  census  of  1900,  the 
1903  list  of  pensioners  in  greater  New  York,  and 
the  blind  living  in  “alms  houses”  and  other 


homes.  Their  figures  were  only  relatively  cor- 
rect, for  they  did  not  represent  any  one  definition 
of  blindness.  The  commissioners  must  have 
used  a standard  but  unfortunately  did  not  state 
what  they  considered  as  blindness  nor  did  they 
suggest  such  a definition.  They  gave  their 
report  to  Governor  Benjamin  B.  O’Dell,  Jr.,  on 
February  4,  1904.  He  resubmitted  it  to  the 
Legislature  on  February  15,  1904. 

This  commission’s  unfinished  investigation  and 
findings  prompted  Senator  Frederick  C.  Stevens 
to  introduce  a second  bill,  ordering  a complete 
investigation  of  the  adult  blind  in  the  State.  In 
May,  1906,  it  became  a law  with  the  signature  of 
Governor  W.  Higgins,  who  then  appointed  F. 
Park  Lewis,  E.  P.  Morford,  and  W.  J.  McClusky 
as  a second  investigating  commission,  with  orders 
to  make  a complete  census  of  the  blind,  note  time 
at  which  blindness  occurred,  its  cause,  and  possi- 
ble prevention.  They  were  to  learn  the  capacity 
of  the  blind  for  manual  training  and  the  expe- 
diency of  establishing  State  industrial  training 
schools  or  other  institutions  for  the  adult  blind 
and  report  means  and  methods  for  betterment 
of  their  conditions.  If  they  thought  any  legisla- 
tion was  necessary,  they  were  to  submit  a draft 
of  such  a bill  with  their  report.  An  appropria- 
tion of  $5,000,  or  any  part  thereof,  was  made  to 
defray  the  necessary  reasonable  expenses  of  their 
undertaking. 

F.  Park  Lewis  was  abroad  at  the  time  and  did 
not  return  until  late  summer,  by  when  the  time 
limit  of  his  acceptance  had  expired.  He  had  to 
be  reappointed  before  the  group  legally  met  and 
organized  on  September  9,  1906.  This  left  very 
little  time  for  the  required  exhaustive  study  of  the 
blind  reportable  by  February  1,  1907.  Follow- 
ing a brief  survey  of  their  problems,  they  were  in 
accord  with  Mr.  William  Mathie  who  in  1905 
had  stated  to  the  International  Conference  on  the 
Blind  held  in  Edinburgh  that,  “There  can  be  no 
thorough  and  satisfactory  settlement  of  the  prob- 
lems connected  with  the  blind  apart  from  com- 
plete data.”2  Miss  Helen  Keller  later  substan- 
tiated this  belief  when  on  January  15,  1907,  she 
said  in  an  address  before  the  New  York  Associa- 
tion for  the  Blind,  “The  first  task  is  to  make  a 
careful  census  of  the  blind,  to  find  out  how  many 
there  are,  how  old  they  are,  what  their  circum- 
stances are,  when  they  lost  their  sight,  and  from 
what  cause.  Without  such  a census  there  can 
be  no  order  in  our  work.”2 

In  order  to  expedite  the  registry  of  the  blind, 
which  they  considered  of  first  importance,  they 
adopted  as  a working  standard  the  Massachusetts 
definition  of  blindness.  This  included:  “All 

those  who  with  the  aid  of  glasses  yet  were  unable 
to  distinguish  form  or  color,  to  count  fingers 
within  one  foot  of  the  eye,  or  to  read  writing  or 
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ordinary  print.”  The  beginning  of  the  registry 
with  the  required  data  was  made  possible  with 
the  help  of  the  New  York  Association  for  the 
Blind.  This  lay  organization,  working  with  the 
blind  of  New  York  City,  had  kept  an  inaccurate 
list  of  the  supposedly  blind  of  the  State.  This 
Society  gave,  without  cost  to  the  State,  the  use 
of  several  of  its  rooms,  loaned  the  full-time  serv- 
ices of  two  of  its  trained  workers,  gave  other 
needed  assistance  at  opportune  times,  and  then 
contributed  SI, 600  to  pay  necessary  expenses  not 
possible  with  the  funds  appropriated. 

Incomplete  and  unfinished  as  they  believed 
their  report  to  be,  it  represented  a labor  far  and 
beyond  the  funds  and  time  allotted.  They  had 
on  file  the  names  of  5,308  blind  which  they  had 
verified  from  the  Society’s  list  of  6,200  supposedly 
sightless.  They  presented  the  following  table 
of  age  groups  (Table  I). 


TABLE  1. — Age  Groups  of  Blind  in  New  York  State 
1907 


Age 

Number 

Per  Cent 

Under  20  years 

506 

9.5 

20  to  49  years 

1,598 

30.0 

60  to  59  years 

783 

14.8 

60  and  over 

2,410 

45.5 

Age  unknown 

12 

0.2 

The  commissioners  had  made  as  exhaustive  a 
study  as  possible  of  the  factors  causing  blindness 
and  suggested  preventive  measures.  They  gave 
a great  deal  of  effort  to  the  investigation  of 
ophthalmia  neonatorum,  lamented  its  unnecessary 
prevalence,  and  suggested  drastic  means  of  pre- 
vention. They  stated  that  it  was  the  joint 
responsibility  of  the  medical  profession,  lay 
public,  and  the  State.  They  deplored  the  blind- 
ness due  to  improper  care  and  neglect,  poisoning 
from  wood  alcohol,  accidents  resulting  from 
flying  particles  and  burns,  such  as  from  lime  and 
hot  metals,  etc.,  all  or  most  of  which  they  thought 
were  unnecessary.  In  fact,  many  of  these  were 
due  to  lack  of  protection  to  the  worker.  They 
also  mentioned  progressive  myopia,  uncorrected 
congenital  defects,  trachoma,  and  other  ocular 
infections.  They  pointed  out  that  many  eye 
accidents  would  not  have  occurred  had  the 
proper  protection  been  offered  and  the  possible 
dangers  understood.  They  advocated  educa- 
tional programs  to  acquaint  mothers,  teachers, 
employers,  and  others  with  these  facts.  They 
concluded  that  the  State  should  improve  the 
condition,  not  of  the  adult  blind  alone  but  of  the 
sightless  of  all  ages,  and  make  provision  to  pre- 
vent further  unnecessary  blindness. 

They  accompanied  their  report  with  a draft 
of  a bill  incorporating  their  ideas  and  suggestions 
as  follows: 

1.  That  a permanent  board  for  the  blind 
composed  of  five  persons  be  appointed  by  the 
Governor. 


2.  That  the  full  term  of  office  be  for  five  years. 
The  first  group  to  be  appointed  for  one,  two,  three, 
four,  and  five  years,  with  each  succeeding  appoint- 
ment to  be  for  the  full  five-year  term. 

3.  That  they  keep  a complete  registry  of  the 
blind.  This  file  to  include  the  condition,  cause 
of  blindness,  capacity  of  each  for  education  and 
industrial  training,  together  with  all  other  facts 
deemed  of  value. 

4.  That  they  act  as  a center  of  information 
and  industrial  aid  so  as  to  help  the  blind  in 
finding  employment  or  prepare  them  for  home 
industry. 

5.  That  the  board,  with  the  approval  of  the 
Governor,  establish  one  or  more  schools  for 
industrial  training  and  workshops  for  the  em- 
ployment of  suitable  blind  persons  and  be  em- 
powered to  equip  and  maintain  the  same,  to  pay 
to  employers  suitable  wages,  and  to  devise  means 
for  the  sale  and  distribution  of  the  products 
thereof.  The  board  also  to  provide  or  pay  for, 
during  their  training,  the  temporary  lodging  and 
support  for  pupils  or  workmen  admitted  in  any 
industrial  school  or  workshop  established  by  it. 

6.  That  they  ameliorate  the  condition  of  the 
blind  by  promoting  visits  among  the  aged  or 
helpless  in  their  homes. 

7.  That  the  board,  with  the  consent  of  the 
Governor,  appoint  such  officers  and  agents  as 
may  be  necessary  and  fix  their  compensation 
within  the  limits  of  the  annual  appropriation, 
but  no  person  employed  by  the  board  shall  be  a 
member  thereof.  It  shall  make  its  own  bylaws, 
and  shall  annually,  on  or  before  the  first  day  of 
January,  make  a report  to  the  Governor  and 
the  Legislature  of  its  proceedings  up  to  and 
including  the  thirtieth  day  of  September  pre- 
ceding, embodying  therein  a properly  classified 
and  tabulated  statement  of  its  receipts  and  ex- 
penditures. The  board  shall  make  a classified 
and  tabulated  statement  of  its  estimate  for  the 
year  ensuing,  to  the  Governor  on  or  before  tha 
first  day  of  January  of  each  year,  with  its  opinion 
as  to  the  necessity  or  expediency  of  appropria- 
tions in  accordance  with  said  estimates.  The 
annual  report  shall  also  present  a concise  review 
of  the  work  of  the  commission  for  the  preceding 
yeai  with  such  suggestions  and  recommendations 
for  improving  the  condition  of  the  blind  as  may 
seem  expedient. 

8.  That  it  be  the  duty  of  this  board  to  con- 
tinue to  make  inquiries  concerning  the  cause  of 
blindness,  to  learn  what  proportion  of  these  cases 
are  preventable  and  to  inaugurate  such  preventive 
measures  for  the  State  of  New  York  as  may  seem 
wise. 

9.  That  the  members  of  the  board  receive 
no  compensation  for  their  services,  but  their 
traveling  and  other  necessary  expenses  incurred 
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in  the  performance  of  their  official  duties  be 
audited  by  the  comptroller  and  paid  by  the 
treasurer  of  the  State. 

10.  They  suggested  an  appropriation  of 
$40,000. 

Their  report  and  draft  were  belatedly  sub- 
mitted to  the  Legislature  on  April  10,  1907. 

Organization 

It  was  not  until  six  years  later,  April  30,  1913, 
that  an  act  substantially  incorporating  these 
ideas  became  a law.  Governor  William  Sulzer, 
on  June  21,  1913,  appointed  John  H.  Finley  for 
five  years,  Lucille  A.  Goldthwaite  for  four  years, 
Herbert  L.  Satterlee  for  three  years,  George  Burd 
for  two  years,  and  Gertrude  E.  Bingham  for  one 
year,  with  terms  of  office  from  date  of  appoint- 
ment. They  met  as  soon  as  possible,  making 
Dr.  Finley  chairman  and  Miss  Goldthwaite 
recorder. 

During  that  summer  they  worked  both  in- 
dependently and  in  committees,  so  that  they  were 
ready  to  function  when,  on  September  15,  1913, 
they  established  the  first  headquarters  of  the 
New  York  State  Commission  for  the  Blind  at 
105  West  40th  Street,  New  York  City. 

Their  office  force  consisted  of  a stenographer 
and  a page  appointed  from  the  regular  civil 
service  list.  Later  they  added  a field  agent 
(partially  sighted)  and  a home  teacher  (blind), 
made  available  from  a special  civil  service  list 
that  included  the  blind  and  partially  sighted. 
This  special  civil  service  list  was  made  at  the 
request  of  the  commissioners,  who  believed  that 
the  capable  blind  and  “partially  sighted”  had 
the  right  to  enjoy  the  same  privileges  of  employ- 
ment as  the  sighted.  This  thought  has  prevailed. 

The  New  York  Association  for  the  Blind, 
which,  fortunately,  had  continued  the  registry 
of  the  blind  started  by  the  first  and  continued 
and  left  by  the  second  investigating  commission, 
.promptly  gave  the  registry  to  the  permanent 
commission.  From  its  list  of  7,383  names  the 
commissioners  verified  5,503  as  blind,  according 
to  their  standard;  2,555  of  these  lived  in  greater 
New  York,  the  rest  were  scattered  throughout  the 
State.  In  order  to  avoid  duplication  of  effort, 
the  commission  cooperated  fully  with  the  organi- 
zations then  working  with  and  for  the  blind. 

The  commission  found  it  continued  to  be 
impossible  to  complete  the  census  of  the  blind. 
They  had  to  depend  upon  haphazard  and  acci- 
dental reporting  of  the  blind,  much  of  which 
was  incorrect.  It  should  be  said  here  that  the 
cooperation  of  the  ophthalmologists  and  local 
societies  for  the  blind  alone  made  it  possible  to 
keep  a workable  census  with  any  degree  of 
accuracy. 

The  commission’s  list  of  expenses  for  the 


first  fiscal  year  is  of  historical  interest,  especially 
when  compared  with  those  of  the  1948-1949  fiscal 
year  (Table  2). 3 

TABLE  2. — Expenses  op  New  York  Association  for  the 
Blind 


Item 

1913-1914 

1948-1949 

Rent 

$ 240.00 

$ 10,178 

42 

Salaries  (stenographers  and  page) 

935 . 05 

194,729. 

.07 

Furniture  (typewriter,  safe) 

786 . 05 

12,248 

21 

Postage 

67.26 

5,393. 

00 

Travel,  carfare,  and  office  supplies 

106.67 

24,000 

00 

Total 

$2203.97 

$246,549. 

.60 

The  fine  spirit  of  cooperation  of  the  ophthalmol- 
ogists of  the  State  prompted  the  commission 
in  1915  to  ask  several  ophthalmologists,  together 
with  the  two  physicians  representing  the  New 
York  City  and  State  Departments  of  Health,  to 
meet  with  them  and  serve  as  a Medical  Advisory 
Council.4  This  group  met  quarterly  with  the 
commission  to  discuss  the  medical  problems 
constantly  being  called  to  its  attention. 

During  1915  the  staff  of  the  commission  was 
increased  to  include  a secretary,  two  stenogra- 
phers, and  six  home  teachers  with  a total  expendi- 
ture of  $9,782  for  salaries.  The  following  year  the 
Advisory  Council  promoted  the  prevention  of 
blindness  program  and  started  statistical  tabula- 
tion of  the  blind  according  to  etiology.  This 
same  year  the  commission  reported  that  it  had 
paid  $4,629.31  in  salaries  to  sighted  staff  workers 
and  $4,634.60  to  blind  staff  workers,  adding  that 
they  continued  to  employ  suitable  blind  workers 
whenever  possible.  By  1917,  50  per  cent  of  the 
staff  hired  by  the  commission  were  blind.  At 
the  same  time  67  per  cent  of  the  monies  spent 
went  to  the  blind  and  32  per  cent  went  for  rent, 
administration,  and  salaries  of  sighted  help. 

During  the  year  of  1917,  publicity  and  educa- 
tion programs  were  started  at  Columbia  and 
Syracuse  Universities,  a policy  that  has  grown  to 
include  other  universities  and  colleges  and  most 
of  the  training  schools  for  nurses  in  the  State. 
This  policy  led  to  demonstrations  and  surveys 
in  several  cities  and  counties  throughout  the 
State.  The  demonstrations  were  conducted  at 
the  request  of  local  departments  of  education 
for  the  instruction  of  school  nurses  and  teachers. 
The  surveys  were  made  at  the  request  of  both 
health  departments  and  interested  ophthalmolo- 
gists who  wished  to  know  the  status  of  ocular 
disease  in  their  localities.  The  publicity  and 
personal  contacts  incident  to  these  studies 
prompted  many  with  poor  vision  or  ocular  disease 
to  return  for  re-examination  and  treatment. 
The  local  ophthalmologists  reported  that  the 
surveys  on  glaucoma  were  both  enlightening  and 
helpful. 

The  work  of  the  commission  made  it  more  and 
more  apparent  that  some  blindness  was  unneces- 
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sary.  So,  on  July  1,  1928,  the  Department  of 
Prevention  of  Blindness  was  organized  to  con- 
centrate on  ways  and  means  of  preventing  blind- 
ness.6 This  department  has  succeeded  largely 
through  its  educational  programs,  a phase  of 
work  that  has  grown  to  the  point  where  it  is  in 
constant  demand  by  industry,  local  school  boards, 
and  schools  of  higher  education. 

The  acceptance  by  the  State  of  the  Federal 
Social  Security  Act  superceded  the  Blind  Relief 
Law  passed  in  1921,  which  had  granted  direct 
assistance  to  the  blind  under  the  supervision  and 
guidance  of  the  commission.  In  1937-1939  the 
title  of  “The  Commission  for  the  Blind  within 
the  Department  of  Social  Welfare”  wns  changed 
to  “The  Bureau  of  Services  for  the  Blind.”  The 
State  Board  of  Social  Welfare  in  October,  1945, 
at  the  request  of  the  commission,  changed  this 
title  to  “Commission  for  the  Blind  of  the  State 
Department  of  Social  Welfare.” 

The  commission  remains  as  first  organized, 
composed  of  five  persons  each  appointed  by  the 
Governor  for  a term  of  five  years.  The  com- 
missioners annually  elect  a chairman  and  vice- 
chairman  from  among  their  members.  They 
meet  the  second  Friday  of  each  month  except  in 
July  and  August  when,  how'ever,  they  are  subject 
to  call.  Miss  Grace  S.  Harper,  the  director  of 
the  work  for  the  blind,  is  responsible  to  the  com- 
mission, which  in  turn  reports  to  the  Commis- 
sioner of  Social  Welfare  of  the  State,  at  present 
Mr.  Robert  T.  Landsdale. 

Duties 

The  duties  of  the  commission  are  both  specific 
and  permissive.3  The  former  were  mandated  in 
the  original  law  establishing  the  Commission  for 
the  Blind  and  have  been  changed  but  little  since. 
This  law  ordered  the  commission  to  maintain  a 
complete  census  of  the  blind,  describing  their 
condition,  cause  of  blindness,  their  capacity  for 
education  and  industrial  training,  and  such  other 
facts  as  may  seem  to  the  commission  to  be  of 
value.  It  must  maintain  one  or  more  bureaus 
of  information  and  industrial  aid,  so  as  to  help 
the  blind  find  suitable  employment  and  to  teach 
them  trades  and  occupations  for  home  industry. 

The  commission  must  continue  to  make  in- 
quiries concerning  the  causes  of  blindness,  to 
learn  what  proportion  are  preventable  and  to 
inaugurate  and  cooperate  in  such  preventive 
measures  for  the  State  of  New  York  as  may  seem 
wise. 

The  permissive  acts  stated  that  the  commission 
may  establish  one  or  more  schools  for  industrial 
training  and  workshops  for  the  employment  of 
suitable  blind  persons,  and  equip  and  maintain 
same.  It  may  pay  the  tuition,  lodging,  support, 
and  all  necessary  expenses  during  training  or 


instruction  of  any  suitable  blind  person  in  indus- 
trial, commercial,  or  professional  schools  or 
institutions,  as  well  as  furnish  the  necessary 
materials  and  tools.  It  may  ameliorate  the 
condition  of  the  blind  by  promoting  visits  among 
them  and  teaching  them  both  Braille  and  indus- 
trial arts  in  their  homes.  It  may  arrange  for 
eye  examinations  and  medical  and  surgical  care 
through  the  rehabilitation  program,  which  not 
only  corrects  the  ocular  defects  of  those  who,  by 
such  correction,  will  be  made  employable,  but 
also  provides  for  academic  and  occupational 
training  with  maintenance.  It  furnishes  the 
tools  necessary  and  provides  placement  service. 
Federal  funds  pay  a part  of  this  expense. 

The  commission  has  initiated  and  promoted 
legislation  in  the  interest  of  the  blind  and  in 
prevention  of  blindness.  It  has  assumed  the 
training  of  preschool  blind  children,  largely 
through  proper  education  and  guidance  of  the 
parents.  It  has  assisted  local  workshops  for  the 
blind  with  the  loan  of  equipment,  instructors, 
purchasing  and  sales  outlets.  The  commission 
continues  its  educational  program  through  local 
surveys  and  courses,  stressing  prevention  of 
blindness. 

The  commission  has  charge  of  the  distribution 
of  the  “Talking  Book  Machines”  furnished  by  the 
Federal  government.  It  now  has  2,702  of  these 
reproducers  on  loan  to  blind  in  the  State.  There 
are  many  still  available. 

Achievements 

The  following  are  but  highlights  in  the  routine 
accomplishments  of  the  commission.  They  in 
themselves  often  represent  a labor  far  beyond 
what  would  seem  necessary  to  gain  the  desired 
result. 

The  ophthalmia  neonatorum  program  is  an 
outstanding  example  of  what  can  be  done.  Oph- 
thalmia will  continue  to  be  an  unnecessary 
source  of  blindness  until  a suitable  prophylactic 
is  used  in  every  newborn.  It  has  long  been 
known  that  the  Cred6  method  of  prophylaxis, 
correctly  administered,  was  proof  against  the 
disease;  yet  an  act  requiring  its  use  in  the  eyes 
of  every  newborn  was  unobtainable.  The 
medical  profession  opposed  it,  on  the  premise  that 
such  a precedent  could  become  a future  menace 
to  the  practice  of  medicine.  However,  individ- 
ual physicians  and  the  medical  societies  of  the 
State  wholeheartedly  took  part  in  and  supported 
the  educational  program  promoted  by  the  com- 
mission. 

The  State  Department  of  Health  enthusiastic- 
ally helped  the  effort  by  including  a question  con- 
cerning the  use  of  a prophylactic  in  its  birth 
certificate  and  furnished  the  ampules  of  silver 
nitrate  solution  gratuitously.  The  New  York 
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City  Department  of  Health  had  long  since  com- 
pelled the  midwives  to  use  the  prophylactic  it 
furnished  them.  Failure  to  do  so  meant  forfeit- 
ure of  license. 

The  results  of  this  program,  carried  on  over  the 
years,  are  well  known  to  our  older  physicians. 
Ophthalmia  neonatorum  is  becoming  a rare 
disease  in  New  York  State.  Let  us  hope  that  it 
shall  become  obsolete.  There  were  but  three 
cases  reported  in  1946  with  the  loss  of  one  eye. 
In  1947  two  cases  were  reported,  both  without 
complications. 

The  commission  recently  publicly  repudiated 
the  claims  of  an  article  published  in  a popular 
woman’s  magazine  which  had  stated  that  the 
Cred6  method  was  extremely  dangerous,  had 
caused  much  blindness,  and  was  pass6.6  This 
article  further  claimed  that  it  was  better  to  use 
penicillin  or  even  to  allow  the  conjunctivitis  to 
develop  and  then  treat  it  with  penicillin  rather 
than  use  a 1 per  cent  solution  of  silver  nitrate  as  a 
prophylactic.  The  commission,  with  the  advice 
of  its  Medical  Council,  took  the  stand  that  until 
a new  safe  prophylactic  had  been  proved  it  was 
best  to  use  the  known. 

The  Medical  Advisory  Council  now  has  repre- 
sentatives from  nearly  every  section  of  the 
State.  They  meet  but  once  or  twice  a year 
but  in  many  instances  serve  on  committees  that 
are  active  throughout  the  year.  This  group 
sponsored  the  title  “eye  physician,”  since  used 
in  the  literature  of  the  commission.  This  was 
done  to  prevent  the  confusion  among  the  laity 
caused  by  the  titles  of  ophthalmologist,  optician, 
and  optometrist. 

The  council  is  a helpful  yet  critical  group  of 
physicians,  mostly  ophthalmologists,  who  are 
selected  by  the  commission  and,  like  them,  serve 
without  compensation. 

In  1920,  the  commission  joined  the  National 
Society  for  Prevention  of  Blindness  in  assisting 
to  establish  “sight-saving  classes”  in  New  York 
State.  A law  was  passed  making  it  permissible 
for  a local  board  of  education  to  establish  such 
a class  where  there  were  ten  or  more  children 
with  20/70  or  less  vision.  The  census  of  these 
classes  increased  surprisingly  until  1938-1939, 
when  there  began  a gradual  decrease  that  has 
continued.  In  the  beginning,  most  of  the 
children  were  there  as  a result  of  opacities  from 
corneal  ulcers  following  purulent  conjunctivitis, 
interstitial  keratitis,  and  phylyctenular  keratitis. 
All  three  of  these  diseases  are  uncommon  today, 
largely  through  prophylactic  measures,  the  Cred6 
against  conjunctivitis  of  the  newborn,  the  early 
treatment  of  the  pregnant  syphilitic  mother 
against  hereditary  syphilis,  hence  interstitial 
keratitis,  and  the  use  of  pasteurized  milk  against 
phylyctenular  disease.  The  majority  of  the 


children  now  in  sight  conservation  classes  are 
victims  of  congenital  anomalies  and  central 
lesions  with  resultant  nystagmus.  Most  classes 
have  a few  high  myopic  and  high  astigmatic 
pupils. 

The  Blind  Relief  Law,  long  sought  by  the  com- 
mission, became  a law  in  1921.  The  essential 
provisions  were  that  an  indigent  blind  person  was 
granted  a measure  of  relief  that  would  provide 
the  necessities  of  life  in  a family  or  private 
institution.  This  was  furnished  by  the  local 
board  of  supervisors  upon  recommendation  of 
the  commission,  which  was  held  responsible  for 
the  investigation.  This  law  remained  in  effect 
until  1932,  when  the  Federal  Social  Security 
Act  automatically  superceded  it. 

Sales. — The  commission  has  always  helped 
the  blind  dispose  of  their  products.  Prior  to 
1923,  this  was  done  locally  through  organizations 
working  with  the  blind. 

In  1923,  the  commission  held  its  first  Christmas 
sale  in  New  York  City.  It  is  now  an  annual 
affair  that  materially  helps  the  blind  of  all  sec- 
tions of  the  State.  The  sales  rooms,  usually  on 
or  just  off  Fifth  Avenue,  New  York  City,  are 
donated,  the  help  volunteered,  and  the  publicity 
freely  given  by  newspapers,  radio,  posters, 
clergy,  and  the  actors’  guild.  This  sale  grossed 
$47,413.18  in  1947  and  $37,774.33  in  1948.  The 
other  local  and  tour  sales  amounted  to  $46,585.72 
for  1947  and  $48,306.20  for  1948.  This  money 
was  returned  to  the  blind  workers  who  had  made 
the  articles  sold. 

The  commission  asked  for  and  supported  the 
Federal  act  granting  the  blind  an  extra  $600 
exemption  from  income  tax,  making  $1,200  in  all 
with  the  $600  additional  allowance  after  sixty- 
five. 

The  law  prohibiting  the  possession,  sale,  and 
use  of  fireworks  was  another  humanitarian  act 
brought  about  through  the  commission  with  the 
help  of  medical  societies,  police  departments,  and 
others  interested  in  the  welfare  of  children. 
Educational  programs  had  had  but  little  effect, 
for  year  after  year  Independence  Day  accidents 
took  their  toll  of  sight  and  eyes. 

Syracuse  was  one  of  the  earlier  cities  (1928)  if 
not  the  first  in  the  State  to  outlaw  explosive  fire- 
works. It  prohibited  their  possession,  sale,  or 
use  within  the  city  limits.  This  ordinance  proved 
its  value  the  first  year,  in  spite  of  the  difficulty  of 
enforcement,  for  a few  merchants  had  set  up 
stands  just  outside  the  city  limits  and  sold  fire- 
works to  unthinking  parents  and  overpatriotic 
children.  The  Syracuse  police  did  a wonderful 
job.  There  were  but  a few  minor  accidents,  none 
of  which  permanently  damaged  eyes.  The  next 
year  the  supervisors  of  the  County  of  Onondaga 
made  a similar  ruling.  Since  then  Syracuse  has 
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had  no  accidents  whatsoever  from  fireworks. 
This  example  drew  State-  and  nation-wide  atten- 
tion with  the  result  that  other  states,  counties, 
and  cities  have  passed  similar  laws.  The  State 
of  New  York  then  prohibited  the  possession, 
sale,  and  use  of  fireworks,  save  for  properly 
licensed  exhibitions.  This  was  not  an  easy 
matter,  for  it  took  considerable  effort  to  overcome 
the  arguments  of  lobbyists  of  the  manufacturers, 
merchants,  and  those  others  always  opposed  to 
curtailment  of  liberty  or  anything  prohibitive. 
It  should  be  mentioned  here  that  agents  from 
manufacturers,  some  from  without  the  State,  still 
try  to  have  this  law  abrogated  or  so  amended 
that  it  would  be  useless.  They  have  even 
attempted  to  have  the  commission  help  them  get 
the  law  modified  so  as  to  legalize  specified  explo- 
sives. 

The  long-needed  mandatory  reporting  of  the 
blind  became  a law  in  1945. 7 It  stated  that  “it 
shall  be  the  duty  of  every  health  and  social 
agency,  attending  or  consulting  physician,  or 
nurse  to  report  to  the  State  Commission  for  the 
Blind,  in  writing,  the  name,  age,  and  residence 
of  persons  who  are  blind  within  the  definition 
of  blindness  as  hereafter  set  forth,  and  in  such 
cases  to  furnish  such  additional  information  as 
the  commission  shall  request  for  registration  or 
prevention  of  blindness.” 

At  this  time  the  commission  succeeded  in  ob- 
taining a long-needed  legal  definition  of  blindness, 
for  its  use.  It  states  that  “a  blind  person  shall 
be  defined  as  one  who  is  totally  blind  or  has  im- 
paired vision  of  not  more  than  20/200  visual 
acuity  in  the  better  eye,  and  for  whom  a diagnosis 
and  medical  findings  show  that  vision  cannot  be 
improved  to  better  than  20/200,  or  who  has  loss 
of  vision  due  wholly  or  in  part  to  impairment  of 
field  of  vision  or  to  other  factors  which  affect  the 
usefulness  of  vision  to  a like  degree.” 

The  quality  of  the  field  is  studied  so  that  the 
meaning  of  the  law  can  be  correctly  interpreted. 
The  degree  of  contraction,  its  location  and  inter- 
ference with  vision,  and  occupation  are  consid- 
ered. Each  case  with  field  changes  and  vision 
of  20/200  and  better  is  scrutinized  very  carefully 
by  the  department’s  medical  consultant,  Dr. 
Raymond  C.  Pfeiffer,  before  he  is  classified  as 
blind.8 

The  mandatory  reporting  law  was  necessary  to 
fulfill  the  first  mandate  given  the  commission, 
namely,  “That  of  maintaining  a complete  registry 
of  the  blind  in  the  State.”  That  first  year  there 
were  3,049  additional,  heretofore  unregistered 
blind  reported  to  the  commission.  The  backlog 
was  reached  in  1947,  since  when  the  usual  number 
of  blind  have  been  reported. 

On  December  31,  1948,  there  were  19,947  le- 
gally blind  registered  with  the  New  York  State 


Commission  for  the  Blind.  Many  of  these, 
especially  those  reported  during  the  past  three 
years,  have  sufficient  medical  data  to  make  them 
of  statistical  value.  During  the  past  year  the 
statistical  analyst  has  made  a study  of  the  cases 
reported  in  1946  and  1947  (Tables  3 and  4). 9 


TABLE  3. — 1947  Blind  Classified  in  Age  Groups 


Age 

Number 

Per  Cent 

Birth  through  6 

87 

5.2 

7 through  17 

46 

2.7 

18  through  49 

338 

19.85 

50  through  64 

432 

25.6 

65  and  over 

698 

41.3 

Age  not  given 

89 

5.3 

These  percentages  correspond  very  closely  with 
those  of  the  Second  Investigating  Commission 
reported  earlier  in  this  paper. 


TABLE  4. — Blind  Classified  According  to  Primary 
Cause  of  Blindness 


Primary  Cause 

1946 

1947 

Total 

Glaucoma 

394 

300 

694 

Myopia 

139 

126 

265 

Eyeball  (other) 

106 

50 

156 

Cornea 

131 

90 

221 

Iris  and  ciliary  body 

127 

76 

203 

Lens  (cataract)  all  types 

646 

414 

1,060 

Lens  (other) 

5 

6 

11 

Retrolental  fibroplasia 

16 

23 

39 

Choroid  and  retina 

462 

375 

837 

Optic  nerve 

290 

207 

497 

Vitreous 

4 

0 

4 

Miscellaneous 

33 

23 

56 

Totals  (primary  cause  re- 

' 

ported) 

2,353 

1,690 

4,043 

Concession  Stands. — The  commission  has 
trained  and  placed  many  blind  vendors  in  stands 
maintained  and  furnished  by  it.  These  stands 
are  usually  located  in  desirable  places,  usually 
in  public  buildings  or  at  busy  street  intersections 
in  cities  throughout  the  State.  At  present  there 
are  95  such  stands,  supporting  130  blind  workers. 
Three  of  these  stands  are  open  twenty-four  hours 
per  day,  being  run  in  three  shifts.  Some  of 
these  stands  dispense  tobacco,  soft  drinks,  can- 
dies, light  lunches,  and  fruit,  in  addition  to  the 
magazines  and  newspapers.  The  gross  income 
from  these  in  1947,  when  there  were  92  stands 
with  127  blind  workers,  was  $1,452,405,  with  a 
net  of  $227,017  or  an  average  of  $48  per  week  per 
worker.10 

Services  Available. — In  response  to  a request 
from  the  commission,  the  railroads  in  the  State 
granted  a one  fare  rate  for  a blind  person  travel- 
ing with  a guide.  This  concession  is  a great  help 
to  the  blind  and  is  fully  appreciated  by  the  com- 
mission. 

The  services  of  the  commission  are  coordinated 
with  the  activities  of  other  State,  Federal,  and 
local  public  and  private  agencies  concerned  with 
blindness  and  its  prevention. 
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The  following  services  are  available  to  the 
blind : 

1.  Home  Teaching:  Instruction  in  Braille, 

typewriting,  knitting,  etc. 

2.  Preschool : Services  directed  for  the  normal 
development  of  the  blind  child.  This  is  given  by 
an  expert  who  trains  the  parents  to  educate  the 
child  prior  to  kindergarten. 

3.  Home  Industries:  An  especially  trained 

staff  develops  occupational  crafts  suitable  for  any 
blind  person  interested  in  gainful  occupation  at 
home. 

4.  Vocational  Rehabilitation:  Many  services 
are  furnished  the  blind  who  may  by  such  aid  be- 
come fit  for  a permanent  job.  They  include 
physical  instruction,  vocational  guidance,  place- 
ment, medical  services,  academic  and  training 
courses,  together  with  supervision  of  employ- 
ment until  self-sufficient.  The  necessary  tools 
are  provided. 

o.  Sales:  The  blind-made  articles  consigned 
to  the  commission  are  sold  without  cost  to  the 
maker. 

6.  Physical  Rehabilitation:  Medical,  surgi- 

cal, ophthalmic,  and  other  services  are  furnished 
when  they  will  make  the  blind  more  suitable  for 
employment. 

Problems 

Ophthalmia  will  remain  a problem  until  an 
efficient  prophylactic  is  correctly  used  at  each 
birth.  The  disrespect  for  and  lax  enforcement 
of  the  penal  law  governing  the  use  of  small  fire- 
arms and  BB  guns  by  minors  is  a constant 
menace.11  Perhaps  the  present  law  needs  revi- 
sion or  at  least  more  stringent  enforcement,  for 
eye  injuries  with  loss  of  sight  continue  to  follow 
their  use.  Syracuse  was  a pioneer  in  this  field 
for  it  long  ago  prohibited  the  possession,  sale,  or 
use  of  an  air  rifle  within  the  city  limits.  Unfor- 
tunately, some  children  and  parents  unfamiliar 
with  the  law  get  these  guns  from  mail  order 
houses,  advertisements  of  which  appear  in  some 
of  the  comic  magazines.  You  can  help  in  this  by 
reporting  all  such  accidents  to  your  local  authori- 
ties, at  the  same  time  reminding  them  of  the 
law  or  by  asking  a local  paper  for  an  editorial. 
The  commission  has  discussed  the  advisability  of 
having  a tag,  stating  the  law,  attached  to  a gun 
sold  in  or  into  the  State.  The  problem  is  a 
difficult  one,  since  most  of  these,  especially  the 
air  rifles,  are  purchased  without  the  parents’  con- 
sent from  firms  located  outside  the  State. 

The  commission  w'ants  more  universal  use  of 
blind -made  products.  You  can  help  both  with 
purchases  and  advertising.  Remember  the 
full  purchase  price  of  the  article  goes  to  the  blind 
worker. 

Another  concern  of  the  commission  is  the  fact 


that  some  persons  are  driving  automobiles  in 
New  York  State  who  have  neither  the  visual 
acuity  nor  field  necessary  to  permit  it  safely. 
The  commission  advocates  a reasonably  safe 
visual  standard  that  incorporates  both  visual 
acuity  and  fields.  It  also  suggests  that  a licensee 
be  examined  at  least  every  three  years,  or  less, 
should  he  be  involved  in  a reportable  accident  or 
convicted  of  reckless  driving.  A committee  of 
the  Medical  Advisory  Council  is  making  a study 
of  this  problem  and  hopes  to  be  of  some  help  to 
the  authorities  in  charge.  At  present  a licensee 
need  only  to  apply  for  a renewal  even  though  he 
has  long  since  lost  the  necessary  visual  require- 
ments. 

The  commission  thinks  it  would  be  well  to  have 
but  one  legal  definition  of  blindness  instead  of 
the  three  now  recognized  in  New  York  State: 
The  20/200  of  the  commission,  the  20/100  of  the 
compensation  board,  and  the  loss  of  light  per- 
ception in  the  civil  courts  of  law.12-14 

Aims 

The  two  chief  aims  of  the  commission  are  the 
prevention  of  all  unnecessary  blindness  and  the 
betterment  of  the  condition  of  the  blind.  The 
former  can  be  helped  through  education  and 
protective  legislation.  The  latter  must  be  ac- 
complished through  education  and  such  indus- 
trial training  as  will  sustain  morale  and  produce 
a higher  degree  of  self-sufficiency  of  a more  con- 
stant level.  There  must  be  found  a way  to  help 
the  blind  to  help  themselves  without  making 
them  the  objects  of  pity  and  charity.  They  have 
their  own  psychology  but,  like  us,  are  happiest 
when  gainfully  occupied. 

The  commission  would  like  to  see  better  illumi- 
nation of  class  rooms,  safer  driving  lights  on  all 
automobiles,  which,  like  all  public  conveyances, 
should  be  equipped  with  safety  glass. 

The  New  York  State  Commission  for  the 
Blind  appreciates  and  thanks  the  members  of  the 
Medical  Society  of  the  State  of  New  York  for  its 
loyal  support.  It  especially  thanks  the  ophthal- 
mic section  for  its  assistance  both  as  an  organiza- 
tion and  as  individuals. 
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Discussion 

Walter  C.  Mott,  M.  D.,  Albany. — The  account 
! the  essayist  has  given  us  of  the  development  of  well- 
; organized  care  for  an  unfortunate  and  handicapped 
; segment  of  the  State’s  population  reveals  the  hu- 
ll mane  results  of  the  initial  ideas  and  ideals  of  a small 
| group  of  men.  Thousands  who  would  otherwise 
' be  living  in  a state  of  hopelessness,  poverty,  and 
1 despair  are  today  living  quite  normal  lives,  in  relative 
financial  security,  and  are  happy  in  the  reward  which 
only  an  honest  day’s  work  can  bring. 

The  annual  report  of  the  Albany  Association  of 
the  Blind  with  its  associated  services  in  the  Capitol 
district  lists  an  annual  budget  of  $93,000  with 
wages  to  workers  of  $30,000.  Five  blind  men  and 
f,  one  blind  woman  have  worked  at  the  Association 
| for  twenty-five  years.  About  35  different  items 
I are  manufactured  and  sold,  chiefly  at  Christmas 
I time  by  church  women’s  groups.  Each  one  of  us 
' is,  or  should  be,  acquainted  with  the  complete 
ll|  functions  of  the  unit  in  his  locality. 

The  promotion  of  legislation  beneficial  to  the 
ij  blind  has  been  pointed  out  by  Dr.  Gillette  as  one 
I of  the  functions  of  the  commission.  The  impor- 
tance of  guidance  in  the  introduction  of  legislation  is 
|j  evident  when  one  notes  some  of  the  well-intended 
j but  inappropriate  bills  voted  on  during  the  past 
' legislative  session.  Two  measures  were  approved 
and  signed  by  Governor  Dewey'.  One  allows  a 
maximum  of  $25  per  week  for  blind  persons  who 
are  not  already  receiving  assistance  under  the  voca- 
tional rehabilitation  training  program ; another  pro- 
I vides  for  the  issuance  of  free  fishing  licensee  to  blind 
veterans.  Not  app roved  was  a measure  to  permit 
seeing  eye  dogs  in  theaters,  on  the  ground  that  fire 
hazard  would  thereby  be  increased.  A traffic 
measure  which  would  have  compelled  drivers  to 
stop  at  intersections  when  a person  carrying  a white 
cane,  significant  of  sightlessness,  was  crossing,  was 
vetoed  by  the  Governor  upon  recommendation  of 
the  State  Department  of  Social  Welfare,  because 
it  was  felt  a false  sense  of  security  would  be  engen- 
dered in  the  blind  who  should  be  assisted  across 
highways. 

Interesting  to  observe,  as  the  blind  are  aided  to 
function  more  and  more  like  normal  beings,  is  an 
announcement  by  a Pennsylvania  company,  under 


the  date  of  April  11,  of  the  issuance  of  standard 
accident  policies  for  the  blind  for  the  first  time  in 
insurance  history.  Premiums  are  20  per  cent  higher 
and  are  available  to  the  gainfully  employed  in  the 
usual  age  brackets  with  a minimum  monthly  in- 
come of  $75.  This  is  the  answer  to  the  efforts  of 
one  blind  insurance  salesman  who  worked  for  years 
to  assist  his  fellow  sightless. 

The  organization  of  the  State  services  for  the 
blind  would  seem  to  be  unique  in  structure  and  in 
its  well-coordinated  working  of  an  appointive  group 
of  five  commissioners  to  whom  the  Director  of  the 
work  for  the  blind  is  responsible  and  the  commission 
in  turn  responsible  to  the  Commissioner  of  Social 
Welfare.  Added  to  this  is  the  Medical  Council, 
whose  suggestions  are  invaluable.  The  report  we 
have  heard  reveals  a record  of  fine  achievement 
which  should  fully  justify  the  continuation  of  the 
present  organization. 

Women  could  be  exceedingly  helpful  in  a safety 
program.  If  the  services  of  auxiliaries  of  the  several 
county  societies  have  not  already  been  enlisted,  it 
would  seem  that  members  should  be  given  a part  in 
furthering  many  of  the  safety  suggestions  made  by 
our  speaker. 

Dr.  Gillette  is  to  be  commended  for  his  loyal  and 
able  service  to  the  commission.  He  has  given  us  a 
very  complete  r6sum6  of  the  growth  and  expanding 
functions  of  the  commission  during  the  past  half 
century.  His  contribution  will  serve  as  a concise 
source  of  information  for  those  seeking  enlighten- 
ment on  the  function  of  the  Commission  for  the 
Blind  of  the  Department  of  Social  Welfare  for  New 
York  State. 
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{Director,  National  Hospital  for  Speech  Disorders) 

THE  first  recorded  laryngectomy  for  cancer 
was  performed  by  Billroth  in  1873.  At  that 
time,  and  for  many  years  thereafter,  the  mortality 
was  so  high  that  as  late  as  1909,  D.  Bryson 
Delaven  stated,  “Laryngectomy  has  added 
nothing  to  the  sum  total  of  human  life.”  Today, 
forty  years  later,  the  operative  risk  of  laryngec- 
tomy is  comparable  to  that  of  appendectomy — 
less  than  1 per  cent.  This  is  remarkable  and  is 
due  to  the  many  medical  advances  that  have 
been  made  during  the  last  quarter  century,  and 
particularly  during  the  past  decade.  As  Martin 
and  Ehrlich  pointed  out  recently:  “During 

the  past  ten  years,  rapid  strides  have  been  made 
in  many  types  of  cancer  surgery.  Extensive 
operations  hitherto  considered  too  hazardous 
can  now  be  performed  without  undue  risk  to  the 
patient.  These  surgical  advances  have  been 
made  possible  by  such  new  discoveries  as  peni- 
cillin, antibiotics,  blood  banks,  improved  anes- 
thesia, nutritional  therapy,  etc.”1 

In  the  early  days  of  laryngectomy,  the  prin- 
cipal concern  was  necessarily  the  success  of  the 
operation  itself,  and  little  thought  was  given 
to  the  patient’s  postoperative  problems.  If  the 
operation  was  successful,  the  patient  was  con- 
sidered fortunate.  However,  as  mortality  de- 
creased, it  became  more  and  more  apparent  that 
there  was  another  important  phase  to  the  prob- 
lem. What  could  the  patient  do  with  the  life 
that  had  been  saved  if  he  could  not  talk?  His 
inability  to  communicate  verbally  presented  an 
almost  insurmountable  barrier  to  employment 
and  to  a normal  social  life.  The  psychic  trauma 
incident  to  the  operation  and  to  the  loss  of  voice 
increased  the  desolateness  of  his  outlook.  W right, 
in  1914,  had  this  to  say  about  what  then  appeared 
to  be  a rather  hopeless  situation:  “Regardless  of 
the  brilliant  results  obtained ...  in  extirpation 
of  the  larynx,  there  can  be  no  doubt  the  general 
consensus  of  opinion  of  laryngologists  is  that  so 
far  as  the  patient  is  concerned,  between  allowing 
the  disease  to  take  its  course  and  the  fate  of 
dragging  out  a few  miserable  years  of  life  without 
a larynx,  there  is  little  to  choose.”2 
What  can  be  done  for  the  patient  made  voice- 
less by  laryngectomy?  That  question  must  have 
presented  itself  as  far  back  as  the  first  successful 
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operation,  because,  in  1874,  Gussenbauer,  work- 
ing with  Billroth’s  patient,  succeeded  in  develop- 
ing an  apparatus  for  phonation.  The  operation 
as  then  performed  left  a communication  between 
the  trachea  and  the  pharynx,  and  Gussenbauer’s 
artificial  larynx  fitted  into  the  passageway,  an 
upper  tube  reaching  into  the  pharynx,  and  a 
lower  tube  going  into  the  trachea.  Because  of 
the  communication  between  the  pharynx  and 
the  trachea,  food,  liquids,  and  secretions  fre- 
quently found  their  way  into  the  trachea,  causing 
pulmonary  complications.  To  reduce  the  fre- 
quency of  these  postoperative  complications, 
thereby  lowering  the  mortality  rate  of  these  pa- 
tients, Solis-Cohen,  in  1892,  advanced  the  idea 
that  all  communication  between  the  trachea 
and  the  pharynx  must  be  cut  off.  He  accom- 
plished this  by  attaching  the  trachea  to  an  open- 
ing in  the  lower  middle  neck,  an  operative  pro- 
cedure that  is  the  standard  technic  today. 

The  closing  of  the  communication  between  the 
trachea  and  the  pharynx  at  once  made  the  Gus- 
senbauer apparatus  obsolete,  and  there  was  no 
longer  any  way  of  introducing  a column  of  air 
directly  from  the  trachea  into  the  mouth.  Get- 
ting a vibrating  column  of  air  through  the  molds 
of  speech  has  been  the  main  problem  ever  since. 

To  accomplish  this,  the  Bell  Telephone  Com- 
pany devised  an  instrument  which,  with  one 
modification  or  another,  was  the  only  type  of 
artificial  larynx  in  use  until  about  ten  years  ago. 
The  essential  mechanism  of  this  device  is  a 
rubber  tube,  one  end  of  which  is  connected  to 


Fig.  1.  Reed-type  artificial  larynx. 
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Fig.  2.  Electro-larynx  in  use. 


the  patient’s  tracheal  fistula  and  the  other  end 
of  which  is  inserted  into  the  mouth  (Fig.  1). 
The  tube  contains  a reed  which  is  set  in  vibration 
by  the  current  of  air  expired  from  the  tracheal 
opening.  This  produces  sound  waves  which  are 
conveyed  to  the  mouth,  where  the  sound — or 
voice — is  converted  into  speech  by  the  normal 
action  of  the  articulatory  molds.  Aside  from 
the  fact  that  the  instrument  is  cumbersome  and 
produces  a monotonous  voice,  many  patients 
object  to  the  use  of  it  because  it  makes  them 
conspicuous. 

About  ten  years  ago,  the  electrolarynx — 
another  artificial  voice-producing  device — was 
invented  (Fig.  2).  A plastic  capsule  is  fitted  with 
a battery-driven  vibrator  over  which  a diaphragm 
is  stretched.  When  the  capsule  is  held  against  the 
neck,  the  diaphragm  vibrates,  the  vibrations 
producing  sound  waves  within  the  pharynx  which 
the  patient  articulates  into  speech.  The  objec- 
tion to  the  electrolarynx  is  that,  externally,  the 
vibrations  cause  a loud  buzzing  noise  which 
blankets  the  speech.  Also,  like  the  Bell  artificial 
larynx,  the  device  makes  the  patient  conspicuous. 

From  the  very  first  successful  operation,  the 
possibility  of  making  the  laryngectomized  patient 
talk  without  the  use  of  an  artificial  device  was 
considered.  Even  before  the  first  laryngectomy, 
patients  with  chronic  stenosis  of  the  larynx  due 


to  injuries  or  disease  were  studied  with  regard 
to  their  voice  production,  and  it  was  realized 
that  such  patients  could  produce  a pseudovoice 
using  anatomic  structures  other  than  the  larynx. 
A moving  column  of  air  flowing  into  the  mouth 
and  some  closely  approximated  membranous 
surfaces  to  set  the  column  of  air  into  vibration 
and  produce  sound  were  all  that  was  necessary. 

The  upper  digestive  tract  is,  of  course,  the 
only  possible  medium  which  can  substitute  for 
the  respiratory  tract  in  producing  voice.  Occa- 
sionally patients  simply  use  the  air  in  the  mouth 
to  produce  a psuedowhisper  or  buccal  voice. 
In  other  cases,  a pharyngeal  voice  may  be  pro- 
duced by  air  pocketed  in  the  pharynx  and  then 
allowed  to  escape.  In  still  other  cases,  air  is 
swallowed  or  aspirated  into  the  esophagus  and 
then  eructated,  producing  an  esophageal  voice. 
A gastric  air  supply  is  produced  if  the  inspirated 
air  goes  down  into  the  stomach  before  being 
expelled,  and  the  resulting  speech  is  sometimes 
referred  to  as  “stomach  pseudospeech.” 

The  esophageal  technic  is  preferred  in  most 
cases  and  is  the  one  employed  in  the  postlaryn- 
gectomy clinic  of  the  National  Hospital  for 
Speech  Disorders.  The  esophagus,  as  we  all 
know,  is  normally  collapsed.  It  distends  only 
when  some  substance — liquid,  or  food,  or  air — 
passes  through  it.3  Radiographic  studies  have 
shown  that  when  air  is  aspirated  into  the  esopha- 
gus and  then  eructated,  the  cricopharyngeus 
muscle  sphincter  acts  as  a pseudoglottis  and  sets 
the  air  in  vibration,  producing  sound.  In  the 
majority  of  cases  this  basic  technic  is  usually 
mastered  in  a comparatively  short  time.  The 
principal  difficulty  lies  in  learning  to  expel 
the  air  gradually  and  to  synchronize  this  process 
of  eructation  with  the  processes  of  phonation  and 
articulation.  Here  emotional  factors  and  the 
neuromuscular  tensions  to  which  they  give  rise 
may  hamper  the  entire  procedure.  Sometimes 
these  tensions  are  so  pronounced  that  they  produce 
marked  esophageal  spasms  which  effectively 
prevent  the  individual  from  making  any  sound. 
For  that  reason,  psychotherapy — especially  group 
psychotherapy — is  an  essential  part  of  the  reha- 
bilitation of  the  patient  who  has  lost  his  larynx. 

With  proper  therapy,  we  have  found  that 
approximately  81  per  cent  of  patients  develop 
adequate  esophageal  speech.  Actually  this  per- 
centage would  be  higher  if  it  were  not  for  the 
fact  that  in  about  10  per  cent  of  the  cases  treat- 
ment is  terminated  because  of  ill  health  or  recur- 
rence of  cancer,  or  because  the  patient  lives  at  a 
distance  from  New  York  City  and  must  return 
home  in  the  early  rehabilitation  period. 

Study  of  302  Patients 

These  percentages  are  based  on  a study  made 
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recently  of  302  patients  treated  in  our  postlaryn- 
gectomy clinic  during  the  past  three  years. 
The  study  brought  to  light  many  other  facts  of 
interest. 

For  example,  the  first  symptom  of  cancer  of  the 
larynx  in  the  great  majority  of  cases  is  hoarseness 
(Table  1).  Almost  72  per  cent  of  the  patients 
reported  a voice  change.  Sore  throat  and  difficult 
breathing  were  the  next  most  frequent  symp- 
toms, while  approximately  6 per  cent  of  the 
patients  reported  such  early  symptoms  as  swell- 
ing of  the  neck,  pain  in  the  cervical  region,  and 
throat  hemorrhages. 

TABLE  1. — First  Symptoms  of  Condition  Which 
Ultimately  Necessitated  Laryngectomy  (According  To 
Report  of  Patient) 


Symptom  Per  cent 

Hoarseness  71.8 

Sore  throat  10.2 

Difficult  breathing  10.2 

Swelling  of  neck  2.6 

Pain  in  cervioal  region  2.6 

Hemorrhage  2.6 


The  study  revealed  further  that  cancer  of  the 
larynx  is  not  always  diagnosed  immediately 
(Table  2).  Only  38.5  per  cent  of  the  patients 
reported  that  the  initial  diagnosis  was  cancer. 
Other  diagnoses,  according  to  the  patients’ 
reports,  were  laryngitis,  “sore  throat,”  etc. 


TABLE  2.— Initial  Diagnosis  of  Condition  Which 
Ultimately  Necessitated  Laryngectomy  (According  to 
Report  of  Patient) 


Diagnosis 

Per  cent 

Cancer 

38.5 

Laryngitis 

12.8 

Sore  throat 

10.3 

Precanoerous  growth 

7.7 

Growth,  not  malignant 

5.1 

Sinusitis 

5.1 

Tonsillitis 

2.6 

No  definite  diagnosis 

17.9 

Table  3 shows  the  period  that  elapsed  between 
the  manifestation  of  the  first  symptoms  and  the 
correct  diagnosis  of  the  condition.  In  only  2.6 
per  cent  of  the  cases  was  the  condition  diagnosed 
within  a month  from  the  initial  manifestation  of 
symptoms.  As  a matter  of  fact,  in  36  per  cent 
of  the  cases,  over  a year  elapsed  before  a correct 
diagnosis  was  made.  Here  it  should  be  pointed 
out  that  in  many  instances  the  delay  was  due  to 
the  negligence  of  the  patient.  Since  hoarseness 
is  a fairly  common  condition  and  since  in  the 
early  stages  of  cancer  of  the  larynx  it  is  not  usually 

TABLE  3.— Period  Between  Appearance  of  First 
Symptom  and  Diagnosis  of  Cancer  (According  to  Report 
of  Patient') 


Period  Per  cent 

Less  than  1 month  2.6 

4 to  3 months  15.4 

4 to  6 months  23.0 

7 to  12  months  20/6 

Over  1 year,  under  6 28.2 

5 years  and  over  7.7 

No  information  2.6 


accompanied  by  pain,  the  patient  is  not  apt  to 
be  alarmed  or  to  seek  medical  advice  until  the 
symptom  has  persisted  for  some  time. 

Table  4 brings  out  another  interesting  fact 
about  patients  with  cancer  of  the  larynx,  and 
that  is  the  sex  factor.  Of  the  302  patients  in  our 
study,  only  13,  or  slightly  more  than  4 per  cent, 
were  women.  The  ratio  of  male  to  female  pa- 
tients is  therefore  approximately  22  to  1.  Inci- 
dentally, in  almost  all  speech  and  voice  conditions, 
with  the  exception  of  those  of  hysteric  origin, 
male  patients  outnumber  the  female.  In  the 
case  of  stutterers,  for  instance,  the  ratio  is 
approximately  6 to  1.  I do  not  believe  that 
there  is  any  fundamental  connection  between  this 
and  the  sex  ratio  in  cancer  of  the  larynx,  but  I 
mention  it  as  an  interesting  fact. 


TABLE  4. — Sex  of  Patients  Treated  in  the  Post- 
Laryngectomy  Clinic  During  3-Year  Period  Ended 
December  31,  1948 


Sex 

Number 

Per  cent 

Male 

289 

(95.7) 

Female 

IS 

(4.3) 

We  all  know,  of  course,  that  cancer  in  general 
is  a disease  of  later  life.  This  is  certainly  true  of 
cancer  of  the  larynx,  as  noted  in  Table  5.  Ap- 
proximately 80  per  cent  of  the  patients  in  our 
study  were  fifty  years  old  or  over.  The  greatest 
incidence  of  the  disease  was  in  the  fifties,  the 
next  greatest,  in  the  following  decade. 


TABLE  5. — Age  of  Patients  Treated  in  the  Post- 
laryngectomy Clinic  During  3-year  Period  Ended 
December  31,  1948 


Age 

Number 

Per  cent 

20  to  29  years 

4 

1.3 

30  to  39  years 

10 

3.3 

40  to  49  years 

48 

15.8 

50  to  59  years 

113 

37.0 

60  to  69  years 

98 

33.0 

70  to  79  years 

29 

9.6 

Cancer  of  the  larynx  appears  to  be  more  prev- 
alent among  the  lower  occupational  and  educa- 
tional groups  (Table  6).  Almost  60  per  cent  of- 
the  patients  in  our  study  had  only  elementary 
school  education  or  less,  while  only  7 per  cent  were 
college  graduates.  This,  of  course,  may  be 
simply  a reflection  of  the  educational  background 
of  the  population  as  a whole.  In  other  words, 
the  great  preponderance  of  cancer  of  the  larynx 
patients  with  little  education  may  not  be  indica- 
tive of  anything  unusual. 


TABLE  6. — Educational  Background  of  Patients 
Treated  in  the  Postlaryngectomy  Clinic  During  3-year 
Period  Ended  December  31,  1948 


Education 

Number 

Per 

cent 

Elementary  school  or  less 

129 

58. 

9 

High  school  (under  4 years) 

53 

24. 

2 

High  school  graduate 

11 

5. 

0 

College  (under  4 years! 

10 

4. 

6 

College  graduate 

16 

7. 

3 

Data  unavailable 

83 

October  15,  1949] 


POSTLARYNGECTOMY  CLINIC 


2401 


Table  7,  on  the  occupations  of  our  302  patients, 
gives  the  type  of  distribution  which  we  might 
expect  from  the  previous  chart  on  education — 
that  is,  a great  preponderance  of  patients  in  the 
laboring  group,  particularly  at  the  unskilled 
level.  Only  14  per  cent  of  the  patients  were  in 
professions  and  in  what  might  be  classed  as 
higher-level  business  positions. 

TABLE  7. — Occupations  of  Patients  Treated  in  the 
Postlaryngectomy  Clinic  During  3-Year  Period  Ended 
December  31,  1948 


Occupation 

Number 

Per  cent 

Professional 

15 

6.2 

Managerial 

20 

8.2 

Sales 

16 

6.6 

Clerical 

26 

10.7 

Skilled  labor 

57 

23.4 

Unskilled  labor 

88 

36.2 

Housewife 

9 

3.7 

Retired 

12 

5.0 

Data  unavailable 

59 

Table  8,  showing  the  religious  affiliations  of 
the  patients  in  our  study,  is  probably  not  very 
significant,  but  it  was  of  interest  to  us  because 
of  the  unusually  large  percentage  of  Catholics 
and  the  comparatively  small  proportion  of  Jewish 
patients.  In  our  patient-population  as  a whole 
at  the  National  Hospital,  the  religions  are  about 
equally  represented,  with  Jewish  patients  slightly 
in  the  lead,  and  it  has  been  interesting  to  us  to 
note  the  much  lower  percentage  of  Jewish  pa- 
tients in  our  postlaryngectomy  clinic.  Possibly 
the  very  much  higher  percentage  of  these  patients 
in  our  other  clinics  is  due  to  the  fact  that  there  is 
an  emotional  component  in  the  etiology  of  the 
majority  of  other  speech  and  voice  conditions 
while,  at  least  so  far  as  we  know,  emotional 
factors  have  no  causal  relationship  with  cancer 
of  the  larynx. 


TABLE  8. — Religion  of  Patients  Treated  in  the  Post- 
laryngectomy Clinic  During  3-Year  Period  Ended 
December  31,  1948 


Religion 

Number 

Per  cent 

Catholic 

120 

39.7 

Protestant 

91 

30.  1 

Je\<rish 

64 

21.2 

Greek  Orthodox 

3 

1.0 

Data  unavailable 

24 

8.0 

Table  9 presents  the  national  origins  of  the 
patients  in  our  study.  As  might  be  expected, 
the  great  majority  were  American-born.  Of 
those  who  were  not  natives  of  this  country  or 
whose  parents  were  not  born  in  the  United 
States,  the  largest  groups  were  of  Russian, 
Italian,  and  Irish  origin.  The  large  proportion 
of  patients  of  Italian  and  Irish  origin  ties  up 
with  the  figures  given  in  the  chart  on  religion 
where  there  was  preponderance  of  Catholics. 

The  following  charts  and  tables  are  related  to 
the  patient’s  rehabilitation  after  his  operation. 
Table  10  shows  the  period  of  time  elapsing  be- 
tween the  operation  and  the  patient’s  registration 


TABLE  9. — National  Origins  of  Patients  Treated  ,in 
the  PostlaryngectOmy  Clinic  During  3-Year  Period 
Ended  December  31,  1948 


National  Origin 

Number  of 

of  Parents 

Patients 

United  States 

106 

Russia 

39 

Italy 

36 

Ireland 

21 

Germany 

18 

Poland 

14 

Austria 

11 

England  and  Scotland 

9 

Spain 

6 

South  America 

6 

Hungary 

7 

Canada 

3 

Turkey 

4 

Greece 

3 

France 

2 

Czechoslovakia 

2 

Finland 

1 

Romania 

1 

Latvia 

1 

Norway 

1 

Holland 

1 

South  Africa 

1 

China 

1 

Philippine  Islands 

1 

Costa  Rica 

1 

Puerto  Rico 

1 

Virgin  Islands 

1 

Portugal 

1 

Mexico 

1 

Data  unavailable 

2 

Total 

302 

in  our  speech  clinic.  Since  many  of  the  metro- 
politan hospitals  make  it  a point  to  refer  patients 
to  our  institution  as  soon  as  they  recover  from 
the  laryngectomy,  the  great  majority  of  patients 
come  to  the  postlaryngectomy  clinic  within  three 
months  of  the  operation.  A substantial  pro- 
portion, however,  do  not  get  to  the  clinie  until 
after  the  lapse  of  several  months,  and  sometimes 
several  years.  In  one  case,  the  patient  had  been 
operated  upon  twenty  years  prior  to  his  registra- 
tion with  us. 

TABLE  10.— How  Long  After  Operation  Do  Patients 
Come  to  the  Postlaryngectomy  Clinic? 


Time  Lapse  Number  Per  cent 

Under  3 months  186  62.3 

3 to  6 months  53  18.0 

7 to  12  months  31  10.4 

13  to  24  months  15  5.0 

Over  2 years  13  4.3 

Data  unavailable  4 ... 


One  of  the  questions  we  are  frequently  asked 
about  the  work  of  our  postlaryngectomy  clinic 
is:  How  long  does  it  take  a patient  to  acquire 
esophageal  speech?  That,  of  course,  depends 
upon  the  individual,  since  some  patients  grasp 
the  technic  and  master  it  much  more  quickly 
than  others.  Table  11  gives  a general  idea  of 
the  response  to  treatment.  Incidentally,  while 

TABLE  11. — Response  to  Treatment  in  the  Post- 
laryngectomy Clinic 


Average  length  of  treatment  4 months 

Longest  period  of  attendance  of  any  patient  22  months 

Shortest  period  in  which  good  results  have  been 

obtained  2 weeks 

Average  period  before  patient  begins  to  grasp 

idea  of  esophageal  speech  1 week 
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some  patients  attend  more  frequently  than 
others,  eight  hours  per  week  is  the  average  time 
spent  in  the  postlaryngectomy  clinic. 

Another  question  we  hear  often  is  this:  Do 
all  patients  develop  good  substitute  voices? 
We  have  found  that  approximately  81  per  cent 
have  developed  good  esophageal  speech  (Table 
12).  A certain  percentage  of  the  remainder 
would  undoubtedly  have  mastered  the  technic 
also,  but  their  treatment  had  to  be  terminated 
before  good  results  could  be  obtained,  for  such 
reasons  as  general  ill  health,  death,  recurrence 
of  cancer,  or  the  necessity  of  returning  to  their 
homes  which  were  at  a distance  from  New  York. 
Actually  only  about  5 or  6 per  cent  of  patients 
appear  to  be  definitely  unable  to  develop  good 
esophageal  voices,  and  we  have  found  it  necessary 
to  supply  about  5 per  cent  with  artificial  laryn- 
ges. 

Table  12  brings  out  the  further  interesting 
point  that  approximately  70  per  cent  of  the  302 
patients  in  our  study  returned  to  their  former 
work  or  went  into  some  other  useful  occupation. 
Of  the  remainder,  a substantial  proportion  were 
still  under  treatment  when  the  study  was  made, 
and  a number  of  others  had  retired  before  or 
since  their  operations. 

TABLE  12. — Rehabilitation  Results  in  the  Post- 
laryngectomy  Clinic 

Type  Per  cent 

Patients  who  develop  adequate  esophageal  speech  81 
Patients  who  do  not  develop  esophageal  speech 
because  of: 

111  health  or  death  5 

Recurrence  of  cancer  3 

Return  home  (out  of  town)  4 

Emotional  factors  2 

Inability  to  master  technic  2 

Other  reasons  3 


Total  19 

Patients  fitted  with  artificial  larynges  5 

Patients  who  have  returned  to  former  occupations  60 
Patients  who  have  gone  into  other  occupations  10 


Summary 

The  first  recorded  laryngectomy  for  cancer 
was  performed  in  1873.  At  that  time  and  for 
many  years  thereafter,  the  mortality  rate  was  so 
high  that  therapeutic  efforts  centered  mainly 
on  improving  operative  procedures.  Today  the 
mortality  rate  in  laryngectomy  is  less  than  1 
per  cent,  and  with  improvement  in  surgical 
technics  interest  has  been  transferred  to  a new 
phase  of  the  problem — the  postoperative  rehabili- 
tation of  the  patient  who  has  been  made  voiceless 
because  of  the  extirpation  of  his  larynx. 

While  instruments  have  been  devised  to  make 
it  possible  for  these  patients  to  speak  again,  such 
devices  all  have  certain  objectionable  features, 
and  the  development  of  esophageal  speech  is  to 
be  preferred.  In  a study  of  over  300  patients 
treated  in  the  postlaryngectomy  clinic  of  the 


National  Hospital  for  Speech  Disorders,  it  was 
found  that  approximately  80  per  cent  of  patients 
developed  adequate  esophageal  speech. 

The  study  revealed  other  interesting  facts, 
among  them  that  the  ratio  of  male  to  female 
patients  in  the  postlaryngectomy  clinic  is  approx- 
imately 22  to  1,  and  that  over  two  thirds  of  the 
patients  are  between  the  ages  of  fifty  and  seventy 
—the  latter  fact  bearing  out  statistically  the 
observation  that  cancer  of  the  larynx  is  predom- 
inantly a disease  of  later  middle  age.  There  is 
some  indication  also  that  the  disease  is  more 
prevalent  at  the  lower  economic  and  educational 
levels,  since  approximately  three  fifths  of  the 
patients  in  the  study  had  only  an  elementary 
school  education  or  less,  and  approximately 
three  fifths  were  laborers  of  one  type  or  another, 
one  third  being  classified  as  unskilled. 

There  was  a great  deal  of  variability  in  the 
patients’  response  to  treatment,  some  mastering 
the  technic  of  esophageal  speech  more  rapidly 
than  others,  but  the  average  length  of  treatment 
in  the  postlaryngectomy  clinic  was  four  months. 

Approximately  70  per  cent  of  the  patients  in  the 
study  returned  to  their  former  work  or  went  into 
some  other  occupation.  (Of  the  remainder,  a 
number  of  patients  were  still  under  treatment  at 
the  time  the  study  was  completed,  and  a number 
of  others  had  retired.)  The  return  of  such  a large 
percentage  of  patients  to  useful  lives  is  one  of  the 
major  satisfactions  in  conducting  a clinic  of  this 
type.  61  Irving  Place 

Discussion 

John  D.  Keman,  M.D.,  New  York  City. — Dr. 
Greene  has  written  a very  interesting  paper  which 
certainly  contains  what  any  one  of  us  may  profit  by. 
He  has  given  us  a very  accurate  picture  of  the 
improvement  in  the  treatment  of  cancer  of  the 
larynx  which  has  been  brought  about  in  the  last 
forty  years.  I have  been  rather  intimately  in 
touch  with  these  as  I was  Dr.  Mackenty’s  clinical 
assistant  at  the  Manhattan  Eye,  Ear,  Nose  and 
Throat  Hospital  when  he  first  began  to  do  laryngec- 
tomies. Laryngectomy  was  then  a very  formidable 
procedure.  All  cases  were  infected  and,  although 
the  immediate  mortality  of  the  operation  was  not 
high,  the  danger  from  lung  complications  and  sepsis 
in  the  following  weeks  was  great  indeed.  Dr. 
Mackenty  had  a very  elaborate  system  for  drainage 
and  after-treatment  of  the  wound  which  he  pub- 
lished in  a monograph.  In  many  cases  pharyngeal 
fistulas  persisted  for  months.  Even  up  to  recent 
times  various  procedures  were  necessary  to  protect 
the  lung  from  infection  and  the  patient  from  a 
general  infection.  One  was  the  Portmann  opera- 
tion. Portmann  sutured  the  skin  to  the  pharyngeal 
mucous  membrane,  thus  protecting  the  septal 
planes  of  the  neck  but  leaving  a stoma  which  re- 
quired a secondary  plastic  closure.  New,  of  the 
Mayo  Clinic,  performed  a two-stage  operation.  First, 
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I the  tracheotomy  and  freeing  of  the  larynx,  after 
which  he  allowed  the  wound  to  become  infected. 
When  the  infection  subsided,  he  removed  the  larynx 
and  closed  the  wound  without  drainage. 

With  the  introduction  of  the  sulfa  drugs  all  this 
changed.  We  at  the  Presbyterian  Hospital  dis- 
covered that  by  powdering  the  wound  with  sulfa- 
diazine it  was  possible  to  get  primary  closure,  so 
that  many  of  our  patients  were  healed  and  out  of  the 
hospital  within  two  weeks.  Of  course,  all  other 
operators  had  the  same  results.  Once  we  could 
promise  our  patients  that  they  would  survive  the 
: operation  and  be  well  within  a reasonable  length  of 
time,  the  only  objections  by  patients  to  the  opera- 
tion was  the  fear  of  losing  the  voice. 

Dr.  Greene  has  shown  80  per  cent  can  learn  to 
, talk,  but  there  is  still  a great  mental  hazard  to  over- 
1 come.  Younger  people  indeed  will  learn  to  use 
their  pharyngeal  voice,  but  older  people  find  it  diffi- 
cult and  sometimes  impossible.  Very  acute  human 
problems  arise  during  the  course  of  one’s  practice. 
Within  a year  I saw  a man  who  is  sixty-eight  years 
of  age  and  blind.  Since  he  couldn’t  see  to  read  or 
write  and  feared  on  account  of  his  age  that  he  could 
not  learn  to  talk,  the  loss  of  his  voice  would  have  cut 
him  off  from  all  communication  with  the  world; 
he  refused  to  -have  the  operation.  Another  man 
was  a Turk.  There  would  be  no  teachers  in  this 
j country  able  to  talk  Turkish  so  he  would  not  be  able 
! to  be  taught  the  use  of  a pharyngeal  voice  here, 
and  if  he  returned  to  Turkey,  there  would  be  no 
teachers  there  who  could  give  him  instructions.  He 
also  refused  operation  until  the  lesion  was  inoper- 
able. So  you  will  be  able  to  understand  how  difficult 
it  is  sometimes  to  persuade  the  patient  to  have  a 
1 laryngectomy  not  on  account  of  the  difficulty  of  the 
operation  but  on  account  of  the  difficulty  to  over- 
{ come  what  is  purely  fear. 

I regret  that  Dr.  Greene  has  not  told  us  more 
about  the  technic  of  instructing  people  in  the  use  of 
the  pharyngeal  voice,  for  many  people  scattered 
over  the  country  will  be  unable  to  come  to  him  for 
instruction.  The  fact  of  the  matter  is  that  the  pos- 
sibility of  talking  was  discovered  by  patients  them- 
selves without  the  aid  of  doctors. 

I believe  that  Dr.  Mackenty’s  first  talker  found 
out  how  to  swallow  and  belch  all  by  himself  and 
astonished  Dr.  Mackenty  one  day  by  calling  him  on 
the  telephone  and  telling  him  about  it.  You  may 
imagine  Dr.  Mackenty’s  amazement,  as  up  to  then 
the  possibility  had  not  been  thought  of.  Another 
patient  whom  I know  of  discovered  he  could  talk 
after  having  a heavy  dinner  of  pig’s  knuckles  and 
sauerkraut,  which  gave  him  gastric  indigestion 
accompanied  by  great  formation  of  gas.  Proceed- 
ing on  the  principle  that  he  would  rather  “belch  and 
bear  the  shame  than  squelch  the  belch  and  die  of 
pain,”  he  proceeded  to  belch  and  found  that  he  could 
put  his  belching  noises  into  words.  From  then  on 
he  learned  to  talk,  so  you  see  that  the  doctors’ 
intervention  in  the  process  of  vocal  instruction  for 
people  who  have  lost  their  larynxes  is  not  always 
necessary ; there  is  no  doubt,  however,  that  system- 
atic instruction  is  of  great  benefit. 

Our  first  class  was  formed  at  the  Presbyterian 


Hospital  twenty  years  ago.  It  was  known  as  the 
“Lost  Cord  League.”  This  was  conducted  by  a man, 
Erlich,  who  published  a book  called,  A Life  of  a 
Laryngectomee.  He  was  an  insurance  salesman  and 
naturally  had  great  use  for  his  voice. 

It  may  be  said,  then,  that  a laryngectomy  cures 
cancer  of  the  larynx  as  far  as  surgery  can  cure  any 
cancer.  All  the  cancerous  tissue  can  be  removed 
with  survival  of  the  patient  and  restoration  of  the 
vocal  function.  It  remains  for  us  to  inform  both 
the  medical  and  lay  people  that  this  can  be  done. 
Many  doctors  and  still  more  lay  people  do  not  know 
of  the  possibility.  A very  good  way  to  convince  the 
patient  facing  a laryngectomy  is  to  have  him  inter- 
view someone  who  has  already  had  the  operation  and 
can  talk.  This  will  be  a most  impressive  demonstra- 
tion. I take  it  that  it  is  the  purpose  of  these  papers 
and  discussions  to  help  spread  the  information. 

Girard  F.  Oberrender,  M.D.,  New  York  City. — 
Dr.  Greene’s  statistics  are  interesting  and  speak  for 
themselves.  I was  hoping  he  would  give  a little 
more  time  and  space  to  the  discussion  of  how  he 
handles  the  practical  problems  presented  in  re- 
habilitating the  laryngectomized  patient  in  the 
clinic  at  his  Hospital. 

Just  a week  ago  a very  well-known  lecturer  found 
himself  without  voice  in  the  midst  of  one  of  his  pub- 
lic addresses  and  was  greatly  distressed  by  the  fact. 
“I  have  suddenly  realized,”  he  said,  “that  not  my 
sight,  nor  my  hearing,  but  my  voice  is  most  impor- 
tant in  my  life.”  Frankly,  this  had  not  been  my 
conception  of  the  relative  importance  of  speech,  but 
after  considerable  thought  and  speculation  I had  to 
change  my  mind  somewhat  and  rate  it  at  least  on  a 
par  with  both,  especially  for  the  age  group  most 
commonly  affected — the  age  at  which  the  average 
person  has  finished  with  his  basic  education. 

To  the  average  layman  facing  the  prospect  of 
laryngectomy,  the  future  must  look  gloomy  and  for- 
bidding. To  lose  voice,  to  know  that  he  has  cancer 
in  such  a vital  area,  to  go  to  bed  at  night  and  be 
haunted  by  day  with  the  terrifying  thoughts  of  the 
mysterious,  unsolved  disease  which  has  attacked 
him  must  be  overwhelming.  To  help  him,  we  must 
try  to  understand  his  point  of  view,  a practice  still 
much  neglected.  However,  there  are  signs  of  rapid 
recognition  of  the  importance  of  rehabilitation  as 
suggested  in  Dr.  Greene’s  paper,  and  I would  like  to 
review  a few  of  the  suggestions  which  have  been 
made  from  time  to  time  even  at  the  risk  of  saying 
things  with  which  we  are  all  familiar. 

First,  rehabilitation  should  start  before  any  opera- 
tion is  done  and  immediately  after  the  patient  has 
been  told  of  his  condition.  It  is  assumed  that  the 
average  adult  should  be  told  all  the  facts  of  his  dis- 
ease pertinent  to  his  intelligent  understanding  of  the 
situation.  Then  he  could  be  introduced  to  a well- 
rehabilitated  case,  preferably  one  of  a few  years 
standing.  The  actual  sight  of  and  conversation 
with  one  who  has  been  “through  the  mill,”  one  who 
has  regained  his  poise  and  self-confidence  and  has 
gone  back  on  the  job,  will  boost  the  morale  of  the 
patient  even  as  you  look  at  him.  Further,  the  fact 
that  his  own  voice  is  no  better  than,  indeed  usually 
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not  as  good  as,  that  of  the  operated  visitor,  makes  the 
projected  operation  appear  in  a brighter  light. 

Second,  the  patient’s  confidence  having  been 
gained,  instructions  for  the  investment  or  trapping  of 
air  in  the  esophagus  should  be  given,  and  he  should 
be  a good  “burper”  before  being  wheeled  into  the 
operating  room. 

Third,  as  soon  as  possible  postoperatively,  the 
patient  should  be  encouraged  to  sit  in  a speech  class 
for  observation,  where  he  can  see  for  himself  patients 
similarly  situated  in  the  various  stages  of  their  re- 
habilitation. If  no  class  is  at  hand,  a teacher 
should  be  obtained  to  give  practical  comfort  and 
encouragement  by  relating  his  experiences. 

Fourth,  as  soon  as  possible,  and  this  has  been  as 
early  as  the  third  week,  actual  speech  training 
should  be  instituted.  Just  how  soon  this  should  be 
done  must  be  governed  by  the  surgeon  in  charge; 
just  how  concentrated  and  how  much  training  will 
be  necessary  cannot  be  determined  arbitrarily,  but 
will  depend  on  the  teacher-pupil  ratio,  the  former’s 
ability  to  impart  and  the  latter’s  to  absorb  the 
knowledge  necessary  to  perform. 

The  hours  of  instruction  required  by  the  Veterans 
Administration  are  ten,  by  the  National  Hospital 
for  Speech  Disorders,  eight,  and  by  the  Presbyterian 
Hospital,  Columbia  University,  two  per  week,  show- 
ing the  divergence  of  opinion  on  the  subject. 

Fifth,  tracheal  mucous,  the  general  excitation  of 
the  mucous  membranes  of  the  tracheobronchial  tree 
by  the  improperly  conditioned  air  which  it  is  required 
to  receive  and  use,  causes  a great  outpouring  of 
mucous  which  presents  a major  problem  to  the  stu- 
dent after  he  has  mastered  the  first  great  step  of 
trapping  the  air  in  his  esophagus.  It  is  cause  for 


much  of  the  discouragement,  when  it  does  appear, 
during  the  first  year,  and  is  very  distressing  to  the 
more  fastidious  patients.  Here  there  is  plenty  of 
opportunity  for  some  serious  thinking  and  planning. 
The  patient  has  been  deprived  of  his  air  conditioning 
system  wherein  the  air  in  its  passage  to  the  lung  is 
filtered,  warmed,  and  moistened;  instead,  he  finds 
cold  or  hot,  dirty  and  usually  abnormally  dry  air 
being  delivered  for  use.  As  previously  stated,  there 
is  much  more  to  be  done  for  the  patient’s  comfort  in 
this  respect  than  is  being  done,  perhaps,  at  the  pres- 
ent moment.  Where  possible,  I advise  my  patients 
to  move  to  a more  suitable  climate  for  their  first 
winter.  For  example,  one  patient,  in  particular, 
who  was  suffering  from  cough  due  to  excessive  dis- 
charge from  the  tracheal  orifice,  wrote  that,  four 
days  after  his  arrival  in  the  South,  his  cough  ceased. 
I attributed  this  to  the  better  conditioned  air  being 
i nspirated  and  the  consequent  subsidence  of  the 
general  tracheobronchitis  which  existed. 

It  is  gratifying  to  note  the  progress  made  in 
handling  the  general  problem  of  total  laryngectomy 
during  the  thirty  years  I have  been  a doctor,  espe- 
cially when  one  notes  the  ever-increasing  percentage 
of  the  victims  of  this  particular  disease  who  are  able 
to  resume  their  duties  in  the  economy  of  our 
society. 
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“DR.  JONES”  SAYS— 

Trying  to  trim  a long  story  down  to  fit  a small 
column — you’re  bound  to  leave  loose  ends.  That’s 
the  way  it  was  when  we  talked  recently,  about  rheu- 
matism— the  article  the  American  Rheumatism 
Association  put  out.  Remember?  Arthritis,  the 
most  important  part  of  it — we  covered  that,  but 
(the  “loose  ends”)  we  said  there  were  other  painful 
conditions  that  didn’t  involve  joints;  “such  things, 
for  example,  as  ‘muscular  rheumatism.’  ” Right 
away  somebody  wants  to  know  about  the  “for 
example .... ‘muscular  rheumatism’ — ” What  is 
it?  How  do  you  know  when  you’ve  got  it? 

Well,  here’s  a fairly  typical  case,  a business 
man  friend  of  mine,  not  much  used  to  manual  labor: 
One  nice  autumn  day  he  went  out  back  and  dug  a 
garbage  hole.  He  got  tired  and  sweaty.  Though 
he  was  old  enough  to  know  better  (they  usually  are) 
he  sat  down  on  a box  with  his  back  to  the  cooling 
breezes.  About  four  the  next  morning  he  woke  up 
and  tried  to  turn  over  in  bed.  The  muscles  in  his 
lower  back  went  into  spasms.  That’s  the  way  it 


felt,  anyway.  It  hurt  every  time  he  moved  and 
every  time  he  didn’t.  He  had  “muscular  rheu- 
matism”— one  form,  anyway.  We  called  it  lum- 
bago, because  it  was  in  his  lumbar  muscles.  In 
two  or  three  days  he  was  over  it.  They  have  it  in 
different  muscles.  A stiff  neck  is  the  same  thing — 
without  the  fancy  name. 

Just  what  goes  on  in  the  muscles  nobody  really 
knows.  They  speak  of  it,  sometimes,  as  fibrositis. 
That  means  inflammation  of  the  fibrous  parts  of  the 
muscles.  But  that’s  never  been  proved. 

Some  think  it’s  a chemical  proposition;  maybe 
some  chemical  change  that  lets  irritating  crys- 
tals loose  in  the  muscles,  temporarily.  I sort 
of  lean  to  that  theory,  myself — the  way  it 
sometimes  comes  on  suddenly,  after  exposure, 
and  begins  to  clear  up  when  they  use  the 
muscles  moderately.  Whatever  it  is  and  whether 
they  know  what  they’ve  got  or  not,  they  always 
know  they’ve  got  it. — Paul  B.  Brooks,  M.D., 
A ugust  8, 1949 


FAILURES  IN  RETINAL  DETACHMENT  SURGERY 

IvanJ.  Koenig,  M.D.,  Buffalo,  New  York 

( From  the  Department  of  Ophthalmology,  University  of  Buffalo  School  of  Medicine) 


THERE  is  no  doubt  but  that  retinal  separation 
must  be  classed  as  a major  ophthalmologic 
catastrophe.  However,  the  complete  hopeless- 
ness with  which  this  situation  was  regarded  some 
years  ago  can  now  be  greatly  tempered  by  modern 
surgical  technics.  In  unselected  cases  surgical 
success  may  be  expected  in  approximately  50  per 
cent  of  cases.  It  seems  that  we  have  come  a long 
way  toward  perfection  in  retinal  surgery  when  a 
series  of  100  detachments  can  boast  of  80.5  per 
cent  success,  as  was  reported  recently  by  Pischel.1 
Many  of  our  results  do  not  reach  such  a high  per- 
centage of  cures,  but  it  presents  a potential  pos- 
sibility if  we  keep  trying  to  find  out  why  our  per- 
centage of  reattachments  is  not  as  high.  My 
feeling  is  that  the  present  ratio  of  success  and 
failure  is  largely  a reflection  of  the  work  done  at 
the  larger  clinics  where  frequent  exposure  to  these 
cases  has  enabled  operators  to  develop  a high 
degree  of  diagnostic  acumen  and  considerable 
surgical  finesse  and  judgment.  I am  sure  the 
occasional  operator  has  some  difficulty  in  attain- 
ing these  standards.  With  this  in  mind  it  is  my 
desire  to  stimulate  discussion  and  analysis  of  the 
unsucccessful  cases  and  particularly  to  review 
some  of  the  clinical  and  pathologic  conditions 
which  in  themselves  contribute  to  failure.  Un- 
doubtedly, in  most  cases  the  causes  for  failure  are 
multiple,  and  it  is  frequently  difficult  to  attribute 
failure  to  any  one  particular  factor. 

From  the  literature  available  and  (xir  own  ex- 
perience it  is  possible  to  enumerate  a number  of 
clinical  findings,  already  active  when  the  case  is 
first  seen  by  the  ophthalmologist,  which  greatly 
influence  the  prognosis  in  any  singular  case. 

In  a small  group  of  86  cases,  we  had  21  surgical 
failures,  representing  a 32.3  per  cent  loss.  The 
cures  represented  67.7  per  cent  of  these  cases. 
I shall  review  several  factors  influencing  retinal 
detachments  and  attempt  to  account  for  the  fail- 
ures in  this  small  series. 

Age 

In  the  statistics  of  age  influence  on  the  cure  of 
retinal  detachment,  a few  definite  facts  are 
present.  Bagley  found  a poorer  prognosis  in 
cases  over  sixty  years  of  age.2  Arruga  calls 
attention  to  an  atrophic  choroid  frequently  found 
in  persons  over  sixty.3  This  condition  will  yield 
a poorer  postoperative  plastic  exudate  and  leads 
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to  less  firm  adhesions  between  choroid  and  ret- 
ina. The  absorption  of  fluid  is  also  much  less 
when  an  atrophic  choroid  is  present. 

The  average  age  of  our  series  was  fifty-four 
years,  varying  from  fourteen  to  seventy-four 
years.  Fifty  per  cent  were  over  fifty  years  of  age. 
Without  other  complications  in  the  retinal  sepa- 
ration, age,  in  itself,  seemed  to  have  little  in- 
fluence. 

A few  intraocular  conditions  found  in  old  age, 
such  as  atrophy  of  the  choroid,  degenerations,  and 
choroidal  sclerosis  with  the  pathologic  changes 
associated  with  vascular  sclerosis,  do  not  aid  in 
the  surgical  prognosis. 

Duration  of  Detachment 

There  is  some  disagreement  regarding  the 
prognostic  significance  of  the  duration  of  detach- 
ment. Most  surgeons  feel  that  the  sooner  the 
detachment  is  brought  to  surgery,  the  better 
the  chance  for  cure.  However,  Dunnington 
and  Macnie  found  that  results  were  just  as  good 
iu  cases  existing  longer  than  three  months  as  they 
were  in  more  recent  separations.4  However, 
they  also  report  that  smaller  detachments  lend 
themselves  much  better  to  surgery  than  do  larger 
separations.  This  last  observation  would  seem 
to  justify  retinal  separation  as  a semiemergency 
to  prevent  the  extension  of  the  detachment  to 
involve  a larger  area. 

It  seems  apparent  that  the  longer  a retina  is 
separated  from  the  choroid,  the  more  pathologic 
changes  are  evident,  not  only  in  the  retina  but  in 
the  vitreous  and  choroid  as  well. 

Arruga  claims  that  the  vitreous  acts  as  a for- 
eign body  and  that  any  detachment,  if  over  two 
years  duration,  will  result  in  complete  loss  of 
function  of  the  choroid  in  that  area.3  This  con- 
tact of  the  vitreous  and  choroid  occurs  through 
retinal  tears,  and  when  present  for  a long  period 
of  time,  the  response  to  diathermy  is  poor. 

The  failure  of  visual  success  in  a reattachment, 
of  course,  depends  largely  upon  macular  involve- 
ment. Reese  has  shown  that  cystic  spaces  fre- 
quently form  in  the  macular  region  and  to  a 
lesser  extent  elsewhere  in  the  retina  when  de- 
tachment occurs.5  Gradle  states  that  cystic  for- 
mation in  adults  tends  to  appear  if  the  macula 
has  been  detached  for  a week  or  more.6 

In  the  21  failures  of  our  series,  it  was  surprising 
that  the  average  known  duration  of  retinal  de- 
tachment was  thirty  days,  with  the  exclusion 
of  one  case  of  two  years  duration. 
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Refraction 

Myopia  with  its  complications  ranks  high  as  a 
contributing  factor  in  detachment  and  appar- 
ently is  thought  important  as  an  unfavorable 
prognostic  sign.  Dunnington  and  Macnie  agree 
that  the  size  of  the  detachment  and  high  myopia 
are  the  two  most  constant  factors  contributing  to 
failure.4  Samuels  believes  that  myopic  eyes  as  a 
group  develop  more  complications  and  end  more 
frequently  in  enucleation  than  other  cases.7 

In  our  series  there  seemed  to  be  no  conclusive 
evidence  of  any  refractive  error  being  predom- 
inant. There  were  two  cases  of  failure  (9  per 
cent),  both  over  12  diopters  of  myopia,  that  had 
hypotony  with  vitreous  disorganization  before 
surgery. 

Disorganization  of  the  Vitreous 

Pischel  states  that  adhesions  may  form  be- 
tween the  retina  and  the  vitreous  as  a result  of 
low  grade  uveitis  or  hyalitis.8  If  this  occurs, 
any  incident  that  creates  a forward  displacement 
or  shrinkage  of  the  vitreous  will  result  in  detach- 
ment. This  process  can  be  an  important  factor 
in  the  cause  of  a surgical  failure.  Vitreous  dis- 
organization may  be  a preoperative  observation 
and  also  a postoperative  complication. 

Thorpe  and  others  have  shown  that  if  the  re- 
tina itself  is  touched  by  the  point  of  the  dia- 
thermy needle,  a new  retinal  hole  is  produced.8 
Not  only  may  new  retinal  holes  be  produced  by 
deep  diathermy  punctures,  but  vitreous  disor- 
ganization may  also  result  from  penetration  of 
long  needles  into  this  substance.  Considerable 
damage  may  be  done  when  this  occurs.  Traction 
bands  in  the  vitreous  may  develop  and  later  will 
cause  reseparation  of  the  retina. 

Seven  of  our  cases  (23.3  per  cent)  showed  disor- 
ganization of  the  vitreous  which  presented  more 
disorganization  after  surgery. 

Uveitis 

Involvement  of  the  uveal  tract  is  very  impor- 
tant in  the  outcome  of  retinal  detachment.  We 
may  have  both  a preoperative  and  a postopera- 
tive uveitis.  Bagley  claims  that  there  is  no 
mention  in  the  literature  of  a positive  aqueous 
beam  as  a preoperative  prognostic  sign.2  In  his 
series,  11  of  12  cases  with  a positive  aqueous  ray 
were  failures.  Evidence  of  uveitis,  which  accounts 
for  the  aqueous  beam  in  most  cases,  has  long  been 
recognized  as  a poor  surgical  risk  by  others. 

Preoperatively  it  is  relatively  frequent  to  ob- 
serve evidence  of  an  old  dormant  anterior 
retinochoroiditis,  and  it  has  been  found  that  such 
cases  do  not  give  too  good  an  outlook  even  if  the 
lesion  is  atrophic. 

It  is  not  unreasonable  to  believe  that  electric 
coagulation  to  an  eye  with  a dormant  retino- 


choroidal  lesion  can  reactivate  such  an  old  proc- 
ess, especially  if  that  lesion  has  some  tuberculous 
features.  The  exudation  created  by  excessive 
uveal  reactions  may  create  dense  vitreous  opaci- 
ties whioh  contribute  to  the  disorganization  of  the 
vitreous. 

The  postoperative  therapy  in  cases  of  retinal 
separation  should  always  be  directed  toward 
controlling  the  posterior  uveitis  created  by  dia- 
thermy. Two  factors  to  prevent  excessive  uveal 
irritation  should  be  emphasized:  first,  avoiding 
the  ciliary  body  and,  second,  avoiding  an  exces- 
sive amount  of  electric  coagulation. 

A very  simple  way  to  prevent  injury  to  the 
ciliary  body  by  diathermy  is  to  mark  the  approxi- 
mate anterior  limit  of  the  retina.  We  do  this  by 
keeping  our  coagulation  behind  the  anterior  in- 
sertions of  the  rectus  muscles.  This  anatomic 
landmark  is  located  on  the  sclera  by  a series  of 
punctate  superficial  coagulations  approximately 
8 mm.  behind  the  limbus  in  the  quadrant  where 
we  are  working.  This  boundary  line  is  placed 
before  the  area  of  the  tear  is  attacked. 

It  is  interesting  to  note  that  evidence  of  in- 
flammatory reaction  following  surgery  can  be 
seen  for  weeks  afterward.  Evidence  of  this  was 
well  demonstrated  by  Safar,  who  sectioned  an 
enucleated  eye  four  weeks  after  he  performed  a 
coagulation  operation  for  retinal  detachment.* 
Kronfeld  also  reports  the  presence  of  inflamma- 
tory changes  in  a section  from  a similar  case 
enucleated  three  months  after  surgical  diathermy 
for  retinal  separation.9 

In  an  effort  to  prevent  a spread  of  the  uveitis 
to  the  anterior  segment,  we  have  used  prolonged 
cycloplegia  over  a period  of  several  months  after 
surgery.  The  control  of  the  surgical-created 
uveitis  is  many  times  an  important  factor  in  the 
success  of  the  retinal  reattachment. 

Nine  cases,  or  42.3  per  cent,  showed  marked 
evidence  of  uveitis:  three  cases  had  a previous 
iritis,  and  six  cases  revealed  areas  of  old  retino- 
choroidal  disease  in  the  anterior  portion  of  the 
retina.  Two  of  these  six  cases  also  showed 
retinochoroidal  lesions  in  the  posterior  portion. 
All  of  these  cases  showed  reactivation  following 
surgery. 

Hemorrhage 

It  is  not  always  possible  to  avoid  intraocular 
hemorrhage  in  cases  of  hypertension  or  vascular 
disease.  Occasionally,  an  intraocular  hemor- 
rhage accounts  for  the  retinal  detachment.  Such 
a hemorrhage  may  be  subretinal  from  the  choroid, 
or  it  may  be  a large  hemorrhage  into  the  vitreous 
from  a retinal  vessel.  Four  cases  of  our  group 
were  known  to  have  started  with  intraocular 
hemorrhage,  three  cases  with  massive  vitreous 
hemorrhage,  and  one  case  with  a large  preretinal 
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hemorrhage.  Such  cases  do  not  respond  well  to 
surgery,  even  after  sufficient  time  has  elapsed 
for  absorption  of  the  hemorrhage  to  take  place. 
Two  cases  presented  hyphema  four  to  five  days 
after  surgery.  This  is  an  uncommon  occurrence 
and  is  probably  the  result  of  too  vigorous  coagu- 
lation. 

At  this  time  it  might  be  appropriate  to  empha- 
size the  vena  vorticosa.  It  is  well  to  remember 
that  the  veins  course  anteriorly  for  a short  dis- 
tance in  an  oblique  manner  through  the  sclera, 
so  that  manipulation  anterior  to  their  appearance 
on  the  sclera  should  be  well  guarded. 

The  long  posterior  ciliary  arteries  should  also 
be  kept  constantly  in  mind.  Meek  quotes  W agen- 
man  to  the  effect  that  a ligature  of  these  arteries 
will  produce  anterior  choroiditis  and  cataract.10 
It  is  important  to  remember  that  a coagulating 
current  directly  applied  to  a vessel  can  act  the 
same  as  a ligature. 

Postoperative  Muscle  Tropias 

Some  operators  make  a practice  of  sectioning 
the  muscles  in  order  to  promote  better  exposure 
of  the  sclera.  It  was  interesting  to  find  in 
Pischel’s  series  of  100  cases  that  he  reports  a 
hyperphoria  in  24  cases  and  that  five  cases  re- 
quired prismatic  correction  to  bring  about  com- 
fort in  cases  of  vertical  muscle  tenotomy.1 

The  troublesome  hyperphorias  and  tropias  led 
us  to  abandon  the  technic  of  tenotomy.  We  now 
pass  a bridal  suture  under  two  or  more  muscles 
and  are  then  able  to  obtain  adequate  exposure 
of  the  sclera  in  most  of  the  cases.  Of  course,  ex- 
cessive traction  must  be  avoided,  and  it  is  con- 
ceivable that  palsies  may  develop  if  reasonable 
caution  is  not  exercised.  This  has  not  been  ob- 
served in  any  of  our  cases. 

Tears 

The  percentages  of  tears  in  cases  of  detach- 
ment usually  increase  with  repeated  examinations 
of  these  cases.  There  are  cases  in  which  tears 
cannot  be  found,  and  the  prognosis  in  operating 
on  such  a case  is  not  as  good  as  in  the  case  of  a 
visible  tear  that  can  be  sealed  off.  Dunnington 
and  Macnie  in  their  series  report  “blind  opera- 
tions” on  such  cases  of  invisible  tears  almost  as 
successful  as  the  other.4  No  conclusion  could  be 
drawn  in  our  series  except  that  when  such  a case 
is  successful,  it  is  most  fortunate  because  it  really 
is  a “blind  operation”  which  must  have  a wide- 
spread coagulation.  Pischel  and  Appleby  con- 
clude from  their  series  that  “tremendous  tears  or 
large  multiple  tears  decrease  success,  but  beyond 
this,  there  is  no  relation  to  the  type  of  tear  to 
cures.”1 

Disinsertions  lend  themselves  to  reattachment 
as  readily  as  do  tears.  Weve  reports  100  cures 


in  100  cases  of  retinal  detachments  with  disin- 
sertions. 

We  feel  that  cases  in  which  multiple  or  moth- 
eaten  tears  are  present  offer  a definitely  poorer 
prognosis  than  the  singular  or  smaller  tear.  The 
reason  for  this  could  be  that  in  such  cases  these 
multiple  rents  indicate  a rather  atrophic  type  of 
retina  which  readily  lends  itself  to  surgical  trauma 
and  the  creation  of  new  holes.  A localized  area 
of  choroidal  atrophy  is  frequently  associated  in 
cases  of  this  type.  These  complications,  in  addi- 
tion to  the  usual  large  area  that  such  holes  oc- 
cupy, make  it  more  difficult  to  seal  the  entire 
region  adequately. 

Failures  can  be  also  accounted  for  by  the  in- 
judicious use  of  long  pins  and  other  devices  for 
localization  purposes.  It  seems  elementary  to 
reiterate  that  the  purpose  of  diathermy  is  to  co- 
agulate the  choroid  and  avoid  the  retina.  This 
seems  a very  important  part  of  the  surgical  pro- 
cedure which  should  always  be  borne  in  mind. 

In  our  series  of  21  failures,  11  could  have  been 
the  result  of  not  sealing  the  tear  properly  or 
sufficiently.  In  recent  months  it  has  been  our 
policy  to  err  on  overcoagulating  a detached  area 
rather  than  to  undercoagulate. 

Thickness  of  Sclera 

Pins  and  electrodes  of  various  lengths  have 
been  constructed,  and  their  length  should  depend 
upon  the  thickness  of  the  sclera.  The  depth  of 
penetration  depends  upon  the  length  of  the  pin, 
the  angle  at  which  it  is  held,  and  the  thickness  of 
the  sclera.  Scleral  thickness  varies  in  different 
parts  of  the  globe  and  shows  considerable  indi- 
vidual variation.  The  thinnest  portion  is  behind 
the  insertion  of  the  muscles.  This  is  generally 
given  as  0.3  mm.  but  may  be  less.  The  thickest 
portion  is  posteriorly  adjacent  to  the  entrance  of 
the  optic  nerve,  which  is  given  as  1.0  mm.,  but  it 
may  be  considerably  thicker  (2.0  mm.  Rauber) 
or  much  thinner  as  in  posterior  staphyloma  or 
stretching  associated  with  myopia.  With  these 
measurements  in  mind  it  seems  unnecessary  to 
use  long  needles,  and  it  can  also  be  realized  why 
they  can  create  a poor  prognosis  for  too  deep 
penetration. 

Drainage  of  Subretinal  Fluid 

We  have  seen  that  approximation  of  the  choroid 
and  retina  must  be  achieved  if  firm  adhesions 
are  to  form  and  anchor  the  retina  in  place.  The 
type  of  detachment,  therefore,  will  indicate  to 
some  extent  the  amount  of  drainage  necessary. 
Large  bullous  detachments  must  be  thoroughly 
drained  to  allow  the  retina  to  fall  into  place. 
The  choroid  is  also  depended  upon  to  absorb 
considerable  amounts  of  fluid.  If  the  choroid 
is  atrophic  from  long  contact  with  the  vitreous, 
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it  will  not  be  an  active  ally  in  resorption  of  fluid. 
In  these  cases  more  drainage  holes  in  the  sclera 
must  be  provided.  Diathermy  drainage  holes 
seem  adequate,  and  it  has  not  been  necessary  to 
resort  to  trephine  or  posterior  sclerotomy  as  was 
done  in  the  early  cases.  Gradle  pointed  out  that 
trephine  holes  do  not  stay  open  and  introduce 
considerable  hazard.6  These  include  uncontrol- 
lable hemorrhage  and  perforation  with  loss  of 
vitreous.  Drainage  holes,  to  remain  open  for 
any  length  of  time,  should  be  made  with  current 
“on”  as  the  needle  is  withdrawn  through  the 
sclera.  Unless  this  is  done,  drainage  may  not 
be  adequate  and  can  account  for  the  failure. 
MacLean  and  others  have  advocated  using  the 
equivalent  of  the  cutting  current  when  placing 
drainage  punctures.  This  seems  to  produce  a 
more  lasting  drainage  area. 

The  number  of  failures  may  be  decreased  by 
injecting  air  or  saline  into  the  vitreous  or  anterior 
chamber.  This  aids  in  the  replacement  of  the 
retina  and  increases  the  drainage  of  the  sub- 
retinal  fluid.  Bagley  and  Grafton  and  Guyton, 
agree  that  such  injections  are  of  much  more  value 
in  aphakic  than  phakic  cases.2-11  Bagley  also 
found  that  saline  was  more  satisfactory  than  air. 
Suction,  too,  has  been  applied  to  the  drainage 
holes  to  aid  replacement  of  the  retina. 

Many  other  complications  can  be  found  which 
interfere  with  the  surgical  success  of  reattach- 
ment of  a detached  retina.  Those  discussed 
were  what  seemed  to  us  the  most  evident  in  our 
cases.  Some  of  these  complications  contributing 
to  the  surgical  failure  can  be  avoided,  while  others 
are  part  of  the  associated  picture. 

The  unfavorable  elements  that  can  be  avoided 
include  careful  selection  of  the  amount  of  coagu- 
lating current,  the  choice  of  proper  length  of 
needles,  and  the  depth  of  their  penetration.  The 
anatomic  features,  including  scleral  thickness, 
the  posterior  ciliary  vessels,  the  vena  vorticosa, 
and  the  ciliary  body  are  structures  whose  exces- 
sive injury  can  change  a success  to  a failure. 
Inadequate  drainage  is  also  one  of  the  most  com- 
mon pitfalls  in  detachment  surgery. 

We  can  more  easily  account  for  our  successes 
than  for  our  failures.  However,  it  is  only  by  rec- 
ognizing the  cause  of  our  failures  that  we  can  an- 
ticipate a greater  number  of  successful  cases  in 
detachment  surgery  of  the  retina. 

40  North  Street 

Discussion 

Loren  P.  Guy,  M.D.,  New  York  City. — In  the 
past  two  decades  the  hope  for  eyes  in  which  there  is 
separation  of  the  retina  has  greatly  increased.  As 
late  as  1928,  a cure  in  such  an  eye  was  rare  enough 
to  be  report  ed  and  published.  Since  then  knowledge 
of  Gonin’s  work  has  spread  until  cures  are  common- 


place. However,  it  may  be  that  this  transition  from 
hopelessness  has  made  us  happy  and  grateful  for 
any  eye  saved  and  has  obscured  the  goal  of  saving 
all  eyes.  So  it  is  appropriate  and  timely  that  our 
failures  be  analyzed,  as  Dr.  Koenig  has  done  in  his 
cases,  so  that  they  may  be  avoided. 

It  is  now  apparent  from  study  of  the  effect  of  the 
duration  of  the  separation  we  do  not  have  to  rush 
surgery.  There  is  ample  time  for  a workup  of  each 
case.  In  this  workup  it  is  especially  important  to 
try  to  find  a hole  in  the  retina.  This  may  require  a 
search  over  several  days,  with  the  indirect  as  well  as 
the  direct  ophthalmoscope.  Sometimes  it  is  neces- 
sary to  take  advantage  of  postural  changes.  One 
may  have  to  fix  the  patient’s  head  in  a favorable 
position  with  sand  bags  in  order  to  locate  tears.  All 
aids  should  be  used.  Those  reporting  the  best  re- 
sults are  also  those  who  report  finding  holes  in  most 
of  their  cases. 

In  addition  to  the  eye  workup,  consideration 
should  be  given  to  the  general  condition  of  the  pa- 
tient. As  Dr.  Koenig  has  pointed  out,  disease  of 
the  uveal  tract  plays  a great  part  in  failure  to  cure 
the  case.  It  has  almost  become  an  axiom  that  no 
separation  of  the  retina  occurs  in  a case  with  a 
healthy  vitreous.  Hence,  the  underlying  toxic 
agents  that  cause  disease  of  the  uvea  and  vitreous 
should  be  found  and  eliminated.  I have  several 
cases  in  which  the  favorable  result  seemed  to  depend 
on  this  having  been  done,  and  I have  failures  in  cases 
where,  for  one  reason  or  another,  this  was  not  done. 

Dr.  Koenig  has  stated  that  section  of  the  oculo- 
motor muscles  is  not  necessary  in  the  operation 
for  separation  of  the  retina.  I have  not  cut  a muscle 
for  over  fifteen  years  with  one  important  exception. 
In  one-eyed  cases  I have  cut  and  left  sectioned  the 
superior  oblique.  This  is  done  in  deference  to  the 
theory  that  sudden  traction  of  the  superior  oblique  is 
a contributing  cause  of  retinal  separation.  Since 
most  of  the  separations  and  tears  are  in  the  upper 
temporal  quadrants,  there  may  be  something  to  this 
theory.  No  harm  has  followed  cutting  the  superior 
oblique  in  one-eyed  cases. 

Use  of  long  needles  and  stylets  in  localizing  the 
tear  has  not  been  needed.  There  are  other  better 
methods.  In  advising  against  their  use  and  against 
the  use  of  long  diathermia  needles,  Dr.  Koenig  seems 
correct.  The  retina  can  be  hopelessly  damaged, 
and  vitreous  disorganization  can  occur  which  may 
lead  to  further  retinal  separation. 

One  is  often  asked  how  much  current  should  be 
used  in  the  diathermia  operation.  In  my  experience 
this  has  been  difficult  to  answer  because  the  per- 
formance of  many  machines  not  only  varies  from  day 
to  day  but  will  vary  during  an  operation.  In  gen- 
eral, my  answer  has  been  to  use  all  that  is  needed 
but  not  any  more  than  is  needed.  This  requires  ex- 
perience which  fortunately  can  partly  be  gained  from 
animal  eyes. 

G’ertainly,  enough  diathermia  punctures  should  be 
made  to  coagulate  the  site  of  the  retinal  hole  ade- 
quately and  to  provide  drainage  of  the  subretinal 
fluid.  My  practical  rule  is  to  make  punctures  as 
long  as  they  produce  fluid.  This  rule  will  vary  with 
the  speed  of  the  operator  and  with  the  site  of  the 
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punctures.  For  me  it  has  worked  well,  but  maybe 
some  one  of  you  has  a better  method  to  suggest. 

Injections  of  air,  saline  and  vitreous  have  been 
tried  by  me,  but  as  of  now  I am  not  certain  of  their 
practical  value. 
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DEAFNESS  AS  IT  OCCURS  IN  VARIOUS  AGE  GROUPS 

C.  Stewart  Nash,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Otolaryngology,  University  of  Rochester,  School  of  Medicine  and  Dentistry) 


AMONG  my  acquaintances  I have  a banker 
l\.  and  his  wife,  both  of  whom  wear  hearing 
aids.  Seven  years  ago  the  daughter  of  this 
couple  consulted  me  because  three  of  her  children 
had  difficulty  in  hearing.  Audiometric  exam- 
inations revealed  that  all  of  these  youngsters, 
eight,  six,  and  four  years  of  age,  had  hearing- 
losses  varying  from  12  to  20  per  cent  in  one  or 
both  ears.  Today  all  of  them  have  normal  hear- 
ing. 

I suspect  that  when  the  banker  and  his  wife 
were  of  the  ages  of  these  children  they  too  might 
have  had  disabilities  varying  from  12  to  20  per 
cent  in  one  or  both  ears,  but  I hope  and  predict 
that  when  the  youngsters  reach  the  ages  of  then- 
grandparents  that  they  will  not  need  to  be  wearing- 
hearing  aids. 

Why,  you  ask,  do  I make  this  prediction? 

My  reply  is,  “They  may  need  not  to  be  wearing- 
hearing  aids  (1)  because  their  mother  consulted  a 
doctor  who  understood  the  conditions  that  could 
produce  a deafness  at  their  particular  ages;  (2) 
because  the  deafness  was  correctable  at  the  time 
of  its  discovery,  and  (3)  because  something  was  ac- 
tually done  to  correct  it. 

The  responsibility  of  the  parents,  the  teacher, 
the  school  nurse,  and  the  general  practitioner  in 
the  management  of  deafness  in  children  is  simple 
but  important.  Their  job  is  merely  to  suspect 
a hearing  loss  in  every  inattentive  or  backward 
child  and  to  refer  the  child  to  a competent  otolo- 
gist. When  doctors  or  nurses  suggest  waiting 
for  spontaneous  improvement  in  hearing  or  coun- 
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sel  against  immediate  audiometric  studies,  they 
are  giving  bad  advice.  In  any  suspected  loss  of 
hearing  in  children,  the  general  practitioner  and 
the  school  nurse  should  see  that  acoustic  investi- 
gations are  made. 

One  should  bear  in  mind  that  a “remedial  deaf- 
ness” does  not  necessarily  remain  remedial,  and 
that  the  neglected  “remedial  deafness”  of  today 
may  be  the  permanent  disability  of  tomorrow. 

The  otologist  knows  that  some  types  of  deaf- 
ness occur  in  various  age  groups  and  that  some 
types  of  deafness  occur  irrespective  of  various 
age  groups,  and  his  familiarity  with  the  whole 
problem  of  acoustic  disturbances  is  the  patient’s 
assurance  of  expert  care.  To  restore  hearing 
where  hearing  can  be  restored,  to  improve  hearing 
where  hearing  can  be  improved,  and  to  recognize 
the  limitations  of  medical  and  surgical  proce- 
dures are  some  of  his  particular  qualifications. 

Underlying  this  knowledge  is  his  understanding 
of  (a)  the  conditions  responsible  for  normal  hear- 
ing, and  (6)  the  conditions  responsible  for  ab- 
normal hearing. 

Of  the  conditions  responsible  for  normal  hear- 
ing he  has  constantly  before  him  the  realization : 
(1)  that  the  external  auditory  canal  must  be 
patent  and  contain  air  at  atmospheric  pressure 
(fourteen  pounds  per  square  inch);  (2)  that  the 
drum  head  must  be  intact  and  normal  in  texture 
and  position;  (3)  that  the  ossicular  chain  must 
be  normally  mobile;  (4)  that  the  tympanic 
cavity  must  contain  air — and  nothing  but  air — 
at  atmospheric  pressure;  (5)  that  the  organ  of 
Corti  must  be  normally  receptive;  (6)  that  the 
auditory  nerve  must  serve  to  conduct  an  uninter- 
rupted flow  of  sound  impulses,  and  (7)  that  the 
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center  of  hearing  must  be  able  to  perceive  and 
interpret  the  sensation  of  sound. 

Of  the  conditions  responsible  for  abnormal 
hearing  he  is  always  on  the  alert:  (1)  for  anom- 
alies anywhere  in  the  ear;  (2)  for  perforations, 
scars,  retractions,  or  similar  evidence  of  middle- 
ear  pathology;  (3)  for  fluid,  granulations,  choles- 
teotoma,  or  other  forms  of  foreign  material; 
(4)  for  indications  of  temporary  or  permanent 
fixation  of  the  ossicles;  (5)  for  congenital  or 
acquired  lesions  within  the  organ  of  Corti;  (6) 
for  pathology  within  the  auditory  pathways,  and 
(7)  for  interference  with  the  normal  mechanism 
of  the  center  of  hearing. 

All  this  basic  information  is  essential  to  a study 
of  deafness  as  it  occurs  in  various  age  groups. 

Age  Groups  and  the  Deafness  Each  Group 
Presents 

A.  The  Age  Group  from  One  to  Two  and 
One-half  Years.  When  a child  within  this  age 
group  does  not  talk,  or  in  his  auditory  responses 
appears  different  from  other  children,  a congenital 
deafness  should  be  considered.  General  func- 
tional hearing  tests  and  audiometric  studies 
may  seem  unsatisfactory,  but  repeated  examina- 
tions will  usually  confirm  the  otologist’s  opinion 
that  the  child  does  or  does  not  have  a congenital 
deafness. 

What  pathologic  studies  have  been  made  of 
congenitally  deaf  ears  point  to  an  absence  or 
degeneration  of  some  of  the  terminal  filaments  of 
the  organ  of  Corti  as  the  cause  of  deafness. 

Although  neither  medical  or  surgical  treatment 
benefits  congenital  deafness,  the  parents  of  a 
child  so  affected  should  be  consoled  by  the  facts : 
(1)  that  their  child — although  deaf — can  be  given 
the  benefits  of  hearing;  (2)  that  he  will  be  able  to 
talk  and  to  communicate  with  his  fellow  men, 
and  (3)  that  his  disability  may  not  interfere  with 
his  accomplishing  great  things.  You  may  know 
that  the  John  Tracy  Clinic  in  Los  Angeles  was 
founded  because  an  otologist  summarily  dismissed 
the  Spencer  Tracys  with  the  statement  that  John 
was  deaf  and  “there  is  nothing  to  be  done  about 
it.” 

B.  The  Age  Period  from  Two  and  One-half  to 
Twelve  Years.  In  direct  contrast  to  the  plight 
of  the  congenitally  deaf  child  who  can  expect 
nothing  from  medical  or  surgical  procedures, 
there  is  the  predicament  of  the  normally  hearing 
and  normally  speaking  boy  or  girl  who  begins 
to  do  poorly  in  school,  to  be  inattentive,  and  who, 
according  to  the  teacher,  very  possibly  has  some 
difficulty  in  hearing. 

Apparently  in  this  period  of  childhood,  lym- 
phoid tissue  throughout  the  whole  body  hyper- 
trophies, and  the  tonsil  and  adenoid  masses  are 
no  exceptions.  Present  at  birth,  the  tonsils  and 


adenoids  increase  in  size  until  about  the  age  of 
twelve  years.  Thereafter,  the  adenoid  tissue 
atrophies  and,  except  in  rare  instances,  entirely 
disappears  by  the  beginning  of  maturity.  The 
tonsil  tissue  which  has  hypertrophied  synchro- 
nously with  the  other  parts  of  the  lymphoid  sys- 
tem, however,  does  not  undergo  the  atrophic 
changes  of  the  adenoid  mass.  It  is  during  this 
period  of  lymphoid  hypertrophy  that  eustachian 
tube  deafness  develops.  The  adenoid  mass  grow- 
ing over  the  eustachian  orifice  partially  obstructs 
the  tubal  opening,  and,  not  infrequently,  lym- 
phoid tissue  within  the  tube  itself  hypertrophies 
and  further  occludes  its  lumen. 

These  hypertrophic  changes  can  and  often  do 
interfere  with  the  normal  mechanism  of  the 
middle  ear.  Under  conditions  responsible  for 
normal  hearing  we  have  indicated  the  importance 
of  maintaining  an  atmospheric  pressure  of  four- 
teen pounds  per  square  inch  on  either  side  of  the 
drum  head.  Under  ordinary  conditions  this 
equalization  of  forces  is  preserved  by  the  action 
of  the  eustachian  tube,  which,  during  swallowing 
or  performing  any  other  modified  respiratory 
movement,  opens  to  permit  air  at  a pressure  of 
fourteen  pounds  per  square  inch  to  rush  into 
the  tympanic  cavity  and  give  an  equalizing 
counterpressure  on  the  drum  head. 

If,  however,  the  lumen  of  the  eustachian  tube 
is  obstructed  either  by  adenoid  tissue  outside 
the  tubal  orifice  or  by  a hypertrophy  of  the  lining 
membrane,  air  at  atmospheric  pressure  does  not 
pass  normally  into  the  tympanic  cavity,  and  we 
have  a situation  in  which  there  is  fourteen  pounds 
pressure  per  square  inch  on  the  outside  of  the 
drum  head  and  a lesser  pressure,  for  example, 
ten  pounds  per  square  inch,  on  the  inside  of  the 
drum  head.  The  result  of  these  unequal  forces 
is  an  inward  pull  on  the  tympanic  membrane  of 
four  pounds  per  square  inch,  which  is  sufficient 
to  produce  a retraction  of  the  drum  head,  a 
rigidity  of  the  ossicular  chain,  and  a eustachian 
tube  deafness. 

Obviously,  surgical  removal  of  the  adenoid 
tissue  with  or  without  subsequent  radiation 
therapy  can  restore  counterpressure  on  the  drum 
head  and  can  cure  the  deafness,  but  time  is  a 
factor  to  be  considered.  As  one  cannot  im- 
mobilize a normal  elbow  indefinitely  without 
getting  an  ankylosis;  so  one  cannot  immobilize 
the  ossicular  chain  indefinitely  without  getting 
some  impairment  of  hearing. 

Eustachian  tube  deafness  is  curable.  Failure 
to  treat  it  early  and  failure  to  treat  it  adequately 
are  the  reasons  for  its  permanency. 

C.  The  Age  Period  from  Twelve  to  Twenty 
Years.  During  this  period  the  boy  becomes  the 
man,  the  girl  becomes  the  woman,  and  both  pass 
through  adolescent  changes  which  are  nature’s 
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attempt  to  stabilize  the  endocrine  system. 
Associated  with  this  adjustment  there  may 
appear  within  the  bony  labyrinthine  capsule 
microscopic  areas  which  show  osteoporosis 
followed  by  osteosclerosis.  This  process,  com- 
monly called  otosclerosis,  can  go  on  extensively 
and  produce  no  deafness,  but  once  it  attacks  the 
niche  of  the  oval  window — which  is  a site  of 
predilection — the  footplate  of  the  stapes  becomes 
increasingly  fixed,  and  a progressive  deafness 
results. 

Before  the  time  of  successful  fenestration  oper- 
ating there  was  no  effective  treatment  for  this 
condition. 

D.  The  Age  Period  from  Twenty  to  Forty 

Years.  Insidious  deafness  coming  on  in  this 
age  period  is  usually  conduction  in  character 
and  can  be  divided  into  three  main  types  which 
include  the  following:  (1)  Cases  of  neglected 

eustachian  tube  deafness  which  have  developed 
a permanent  rigidity  of  the  ossicular  chain;  (2) 
Cases  of  secretory  otitis  media  of  obscure  origin 
which  have  not  been  repeatedly  incised  and 
inflated;  (3)  Cases  of  ossicular  rigidity  of  un- 
known origin.  The  suggestion  has  been  made 
that  the  cause  of  this  latter  condition  may  be 
arthritic  or  rheumatoid  in  nature. 

Since  the  third  type  of  deafness  is  difficult  to 
treat,  the  otologist  must  be  content  with  what- 
ever results  he  can  obtain. 

It  is  evident  that  the  way  to  eliminate  about 
one  third  of  the  deafness  that  appears  in  this 
age  period  is  to  remedy  the  eustachian  tube 
deafness  when  it  can  be  remedied;  it  is  equally 
obvious  that  the  way  to  dispose  of  another  one 
third  is  to  be  uncompromising  in  one’s  efforts  to 
keep  the  tympanic  cavity  dry. 

E.  The  Age  Period  from  Forty  to  Sixty  Years. 
Presbycusis  is  a high-range  deafness  that  rarely 
appears  before  the  age  of  forty  years,  that  pro- 
gresses slowly,  and  that  is  commonly  associated 
with  advancing  age.  The  supposition  is  that 
some  minor  arteriosclerotic  process  is  responsible 
for  the  degenerative  changes  that  characterize 
this  type  of  hearing  disability. 

Just  how  or  why  small  but  long-continued 
doses  of  vitamin  B can  arrest  or  retard  the  prog- 
ress of  this  disease  is  difficult  to  understand, 
but  I must  admit  its  administration  does  at 
times  seem  to  be  effective. 

In  correlating  and  summarizing  this  informa- 
tion may  we  reiterate : 

1.  that  the  age  period  from  one  to  two  and 
one-half  years  brings  to  light  congenital  deafness 
for  which  there  is  no  cure  but  which  is  a problem 
in  special  education; 

2.  that  the  age  period  from  two  and  one-half 
to  twelve  years  presents  eustachian  tube  deaf- 
ness which,  if  detected  and  properly  managed 


within  six  months  of  its  onset,  can  be  cured. 
Failure  to  remedy  this  condition  is  practically 
always  the  result  of  someone’s  neglect  or  pro- 
crastination; 

3.  that  the  age  period  from  twelve  to  twenty 
years  is  the  otosclerotic  era  in  which  a progressive 
deafness  develops.  So  far  as  I am  aware,  there 
is  no  effective  treatment  in  its  early  stage.  With 
stapedial  fixation,  however,  selected  cases  are 
improved  by  the  fenestration  operation ; 

4.  that  the  age  period  from  twenty  to  forty 
years  is  the  time  in  which  neglected  eustachian 
tube  deafness  becomes  the  conduction  disability 
of  maturity,  and  the  inadequately  treated  secre- 
tory ears  become  the  adhesive  deafness  of  adult- 
hood; and 

5.  that  the  age  period  from  forty  to  sixty  years 
is  one  of  degenerative  acoustic  changes  which 
progress  slowly  and  may  sometimes  be  retarded 
by  vitamin  B. 

Deafness  as  It  Occurs  Irrespective  of 
Various  Age  Groups 

Manifestly,  an  arbitrary  classification,  like  this 
one,  is  bound  to  be  subject  to  incompleteness, 
overlappings,  and  exceptions,  but  good  pedagogy 
requires  that  a concept  be  presented  without 
qualifying  or  distracting  provisos. 

Not  to  confuse  this  concept  but  to  complement 
our  study,  we  emphasize  (1)  that  intercurrent 
deafness  can  occur  irrespective  of  various  age 
groups,  (2)  that  it  can  affect  any  part  of  the  ear, 
(3)  that  it  can  be  of  any  type  or  degree  of  dis- 
ability, and  (4)  that  it  can  occur  at  any  time  and 
at  any  age. 

For  the  most  part  these  types  of  sporadic  deaf- 
ness can  be  classified  from  their  causes  into  three 
distinct  divisions:  (1)  infectious,  (2)  traumatic, 
and  (3)  toxic. 

The  acute  infections  of  the  ear  are  rarely 
associated  with  permanent  hearing  losses,  but 
chronic  otitic  infections  can  produce  a moderate 
degree  of  deafness.  Traumatic  deafness  from 
impacts,  concussions,  exposure  to  loud  and  con- 
tinuous noise,  or  fracture  of  the  temporal  bone 
is  a common  finding  among  the  head  injuries 
that  one  sees  today. 

Perhaps  the  most  vicious  causes  of  deafness 
as  it  occurs  irrespective  of  various  age  groups  are 
the  powerful  toxins  of  mumps,  measles,  pneu- 
monia, meningitis,  and  encephalitis.  Deafness 
produced  by  these  agents  is  always  nerve  in  type 
and  often  permanent  in  character.  Of  the  medic- 
inal products  producing  deafness,  quinine  is  still 
a potent  cause  of  nerve  deafness,  but  more 
recently  streptomycin  has  effected  grave  concern 
because  of  the  severe  and  often  permanent  inner 
ear  deafness  that  it  can  produce. 
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Discussion 

Herrmann  E.  Bozer,  M.D.,  Buffalo. — In  his  excel- 
lent paper  Dr.  Nash  has  given  us  a very  concise  and 
fundamental  presentation  of  the  obligations  of  the 
otologist.  It  is  quite  clear  that  the  speaker  has  not 
attempted  to  add  anything  to  the  store  of  knowledge 
that  all  otologists  should  have.  It  is  equally  clear 
that  the  purpose  of  this  paper  is  to  draw  our  attention 
to  the  fact  that  we,  as  otologists,  are  many  times  lax 
in  our  care  for  the  deafened.  I think  that  Dr.  Nash 
did  imply  that  very  possibly  not  only  is  adequate 
surgery  not  given  to  the  children  who  have  impaired 
hearing  due  to  adenoid  obstruction  but  also  that  a 
long  time  follow-up  may  rarely  be  given.  It  is  quite 
true  that  in  young  children  adenoids,  once  ade- 
quately removed,  either  surgically  or  by  radiation, 
or  by  both,  may  recur  to  give  the  original  symptoms. 
It  is  in  these  recurrences  that  follow-up  will  be  of 
great  importance. 

The  same  follow-up,  undoubtedly,  is  not  given 
sufficiently  to  the  older  cases  of  deafness  due  to 
nerve  or  middle  ear  injur}'.  It  would  seem  that 
also  it  is  in  the  province  of  the  otologist  to  make  cer- 
tain that  his  patient  had  a properly  fitted  hearing 
aid  and  would  be  so  trained  in  its  use  that  it  would 
be  of  continuing  service  to  him. 

I feel  quite  sure  that  Dr.  Nash  wTas  trying  very 
much  to  impress  all  practicing  otologists  that  our 
duty  to  our  patients  is  not  concluded  by  the  making 
of  the  diagnosis. 

Greydon  Gill  Boyd,  M.D.,  New  York  City. — I wish 
to  compliment  Dr.  Nash  on  an  orderly  and  compre- 
hensive presentation  of  the  otologist's  concept  of 
this  subject.  Two  points  deserve  special  emphasis: 
(1)  the  large  numbers  of  cases  at  all  ages  with  a hear- 
ing loss  to  which  no  definite  etiology  can  be  ascribed, 
and  (2)  the  failure  of  the  hard  of  hearing  to  receive 
proper  information  on  what  to  do  when  medicine 
and  surgery  give  little  or  no  chance  of  success. 

Congenital  deafness  may  result  from  inherited 
defects,  but  more  often  it  is  acquired  in  utero  as  the 
result  of  such  diseases  as  German  measles,  mumps, 
and  probably  influenza  in  the  mother. 

During  the  first  year  of  life,  deafness  can  be 
recognized,  and  it  is  never  too  early  to  initiate  cor- 
rective or  preventive  measures.  Otosclerosis  has 
been  found  at  very  early  ages,  but  it  causes  only  a 
small  percentage  of  deafness  in  youth. 

Of  1,300  men  in  age  groups  twenty  to  forty  at 


Hoff  Army  Hospital,  about  50  per  cent  had  deafness 
of  undetermined  cause.  Blast  and  gunfire  caused 
13.5  per  cent  of  the  deafness  in  this  group.  Only 
175  men  were  ever  in  combat.  A hearing  loss  had 
been  present  more  than  ten  years  in  56  per  cent. 
These  statistics  do  not  bear  out  the  contention  that 
two  thirds  of  all  deafness  in  this  age  group  is  due 
either  to  eustachian  tube  disease  or  a moist  middle 
ear.  Occupation,  psychogenic  factors,  and  preg- 
nancy account  for  much  deafness  in  this  age  group  of 
the  general  population. 

We  should  not  neglect  age  sixty  plus,  as  much  can 
be  done  to  minimize  the  hardship  of  a hearing  loss  in 
older  people.  Psychogenic,  allergic,  metabolic,  and 
endocrine  causes  of  deafness  are  especially  likely  to 
be  associated  with  physiologic  ages  and  physiologic 
changes. 

Industry  looks  to  some  agency  for  advice  on  hear- 
ing problems.  The  otologist  cannot  supply  this 
satisfactorily  with  inaccurate  testing  and  a meager 
knowiedge  of  audiology.  By  audiology  is  meant  a 
program,  under  medical  supervision,  offering  oto- 
logic examinations,  testing,  hearing  aid  fittings,  au- 
ditory training,  lip  reading,  and  speech  correction. 

Audiology  clinics  are  rapidly  developing  through- 
out. the  United  States;  at  least  76  now  exist,  most  in 
connection  with  colleges  and  universities.  The 
otologist  should  be  acquainted  with  facilities  in  his 
community  and  should  be  able  to  give  advice  to 
patients  and  parents  on  what  to  do  where  treatment 
fails. 

An  infant  with  deafness  can  be  taught  a vocabu- 
lary; a child  from  twro  and  one-half  to'  three  can 
wear  a hearing  aid  and  develop  almost  normally. 
Older  children  can  be  more  acceptable  to  playmates 
and  avoid  social,  psychologic,  and  education  retarda- 
tion, with  proper  help.  Guidance  in  selection  of  a 
suitable  occupation  for  the  deaf  is  within  the  informed 
otologist's  province.  The  parents  wfill  be  glad  to 
know  of  facilities  available  to  assist  them,  such  as 
the  Tracy  Clinic  correspondence  course,  public  and 
private  school  programs  for  the  hard  of  hearing, 
leagues  for  the  hard  of  hearing,  and  these  clinics. 
The  otologist  can  be  of  the  greatest  help  in  getting 
audiology  clinics  started  for  the  whole  civilian  popu- 
lation. 

A hearing  loss  strikes  at  education  of  the  young, 
economic  security  of  the  adult,  and  enjoyment  of  the 
old.  For  the  acoustically  handicapped,  audiology 
is  the  avenue  to  learning,  earning,  and  discerning. 


HEALTH  OF  NAVY  MEN  IS  BEST  IN  A CENTURY 


United  States  sailors  are  the  healthiest  they  have 
been  in  one  hundred  years.  Rear  Admiral  C.  A. 
Swanson,  Navy  surgeon  general,  reported  recently 
that  the  incidence  rate  for  diseases,  injuries,  and 
poisonings  among  Navy  officers  and  men  during  the 
1948  calendar  year  dropped  to  442.8  in  1 ,000.  That 


was  the  lowest  rate  since  Naval  Medical  Department 
records  were  started  in  1850.  A continuing  down- 
ward trend  in  venereal  disease  rates  was  a major 
factor  in  the  Navy’s  health  record  for  1948.  The 
venereal  rate  wars  66.6  in  1 ,000,  compared  with  85.8 
the  previous  year. 


THE  CORRECTION  OF  DEFORMITIES  OF  THE  NOSE  ASSOCIATED 
WITH  NASAL  OBSTRUCTION 

Jay  D.  Whitham,  M.D.,  New  York  City 
( From  the  New  York  Eye  and  Ear  Infirmary ) 


IN  MY  experience,  the  majority  of  patients 
who  require  nasal  plastic  surgery  are  those  in 
whom  the  deformity  has  been  the  result  of 
trauma.  The  trauma  has  often  occurred  in 
childhood.  Sometimes  no  history  of  trauma  is 
given,  but  a careful  examination  shows  that  an 
injury  has  been  the  cause  of  the  deformity.  Most 
of  these  cases  show  a deformity  of  the  nasal  sep- 
tum of  sufficient  degree  to  require  a submucous 
resection  to  correct  the  obstruction  to  nasal 
respiration.  The  correction  of  the  nasal  ob- 
struction is  usually  more  important  for  the  pa- 
tient’s health  and  comfort  than  is  the  plastic 
operation.  From  a technical  point  of  view,  the 
septum  operation  is  often  more  difficult  to  per- 
form than  is  the  correction  of  the  external  de- 
formity. Many  of  these  cases  have  had  one  or 
more  septum  operations  without  relief  of  the 
nasal  obstruction  or  any  other  benefit.  The 
failure  to  relieve  the  obstruction  is  usually  the 
result  of  failure  to  remove  the  bone  anteriorly 
along  the  floor  of  the  nose. 

If  the  patient  can  afford  the  time,  it  is  better 
to  perform  the  nasal  septum  operation  first  and 
do  the  plastic  operation  at  a later  date.  Many  of 
these  septum  operations  are  so  difficult  and  re- 
quire so  much  time  that  it  is  better  for  both  the 
patient  and  the  operator  to  do  them  at  a separate 
time.  When  the  septal  operation  is  not  too 
difficult,  both  operations  can  be  done  in  one 
sitting. 

I would  like  to  discuss  the  type  of  fracture  that 
results  from  a severe  blow  against  the  side  of  the 
nose  causing  a marked  lateral  deviation  of  the 
entire  nose  and  dislocation  of  the  nasal  septum 
with  resulting  nasal  obstruction.  When  the 
nose  is  so  fractured,  the  following  occurs: 

1.  The  nasal  processes  of  the  superior  maxilla 
are  broken  on  each  side  with  lateral  displacement. 

2.  The  nasal  bones  are  comminuted  and, 
in  some  cases,  torn  loose  from  their  attachment  to 
the  frontal  bone  at  the  glabella. 

3.  The  perpendicular  plate  of  the  ethmoid 
bone  is  fractured  and  displaced,  causing  a high 
deviation  of  the  nasal  septum. 

4.  The  anterior  nasal  spine  is  often  broken 
and  displaced,  causing  obstruction  to  breathing 
and  external  deformity. 

5.  The  cartilaginous  nasal  septum  is  torn 
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away  from  its  attachment  along  the  floor  of  the 
nose  with  consequent  obstruction  to  nasal  breath- 
ing. At  times,  the  septal  cartilage  is  broken  into 
layers,  causing  deformity  and  obstruction. 

6.  One  or  both  upper  lateral  cartilages  are 
torn  away  from  their  attachment  in  the  midline. 

7.  The  external  nose,  both  bony  and  cartila- 
ginous, is  pushed  to  one  side,  causing  deformity.  • 

The  correction  of  this  injury  is  easy  if  done  at 
the  time  of  the  injury.  To  correct  it  after  heal- 
ing has  taken  place,  the  operator  must  create 
again  the  original  injury.  After  trying  every 
method  reported  in  the  literature,  I found 
that  I could  obtain  the  best  results  when  I 
proceeded  in  the  following  manner.  This  may 
be  called  a method  of  correcting  an  extreme  lateral 
deviation  of  the  entire  nose  associated  with  nasal 
obstruction.  I proceed  as  follows: 

1 . Complete  separation  of  all  soft  tissues  from 
the  underlying  nasal  structure  following  the 
method  of  Joseph. 

2.  Separation  of  the  columella  from  the  distal 
edge  of  the  septum  carrying  the  incision  down 
to  the  base  of  the  nasal  spine. 

3.  A submucous  resection  with  fracture  or 
removal  of  the  anterior  nasal  spine.  Special 
care  is  taken  in  doing  this,  to  remove  the  bone 
obstruction  anteriorly  along  the  floor  of  the  nose. 

4.  Detachment  of  both  upper  lateral  car- 
tilages in  the  midline,  removing  any  part  that  is 
causing  the  deformity. 

5.  Fracture  of  the  nasal  process  of  the  superior 
maxilla  with  removal  of  a wedge  of  bone  from 
the  wider  side.  I have  obtained  the  best  results 
when  I use  a chisel  for  this  purpose. 

6.  Forcible  overcorrection  of  the  entire  nose 
both  bony  and  cartilaginous. 

7.  Suture  of  the  columella  to  the  edge  of  the 
nasal  septum. 

8.  Light  packing  of  the  nasal  cavities  to  hold 
the  detached  upper  lateral  cartilages  and  septal 
flaps  in  place. 

9.  Application  of  an  external  splint  to  hold 
the  nose  in  an  overcorrected  position. 

The  after-treatment  in  these  cases  is  very  sim- 
ple. Packing  is  removed  on  the  second  day,  but 
the  splint  is  not  removed  until  the  fourth  or 
fifth  day.  On  removal  of  the  splint  it  will  be 
seen  that  the  nose  is  in  an  over  corrected  position. 

A Joseph  splint  is  then  applied  for  a short  time. 
When  the  splint  Is  taken  off,  the  nose  will  be 
found  to  be  straight.  No  further  treatment  will 
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Fig.  1. 


then  be  required  other  than  that  given  to  all 
submucous  resection  patients — shrinking  and 
cleansing  of  the  inside  of  the  nose. 

When  the  trauma  has  caused  a nasal  hump, 
this  is  removed  in  the  usual  way  The  removed 
portion,  consisting  partly  of  bone  and  partly  of 
cartilage,  is  then  trimmed  with  knife  and  scissors 
until  it  is  very  thin  and  slightly  boat-shaped.  At 
the  end  of  the  operation,  this  fragment  is  dusted 
with  powdered  sulfathiazole  and  reinserted  into 
its  original  position.  Results  obtained  when  this 
is  done  are  incomparably  better,  since  the  nasal 
bridge  is  so  much  smoother  and  more  natural 
in  appearance. 

Occasionally,  a patient  is  seen  whose  nose  has 
been  broken  many  times.  Some  of  these  cases 
are  pugilists;  many  are  football  players.  For 
many  years,  in  these  cases,  I found  it  most  help- 
ful to  detach  the  columella  from  the  lip  and  distal 
edge  of  the  septum  (Fig.  1).  The  columella  is 
then  elevated  and  held  up  over  the  outer  surface 
of  the  nose  by  a suture  and  hemostat  while  the 
septum  is  operated  on.  This  method  gives  a very 
good  view  of  the  operative  field  and  simplifies  the 
work.  Since  no  speculum  is  needed,  both  hands 
are  free.  On  completion  of  the  septum  operation, 
the  columella  is  carefully  sutured  back  into  place 
(Fig.  2).  No  visible  scars  result,  and  healing  is 
complete  in  a few  days.  This  method  of  exposing 
the  interior  of  the  nose  can  be  used  in  other  oper- 
ations. It  will  be  found  useful  when  a large 
amount  of  bone  must  be  removed  from  the  nasal 
septum  or  when  the  nasal  spine  must  be  removed 
or  fractured,  and  when  it  is  desired  to  use  a strut 
to  support  the  tip  of  the  nose  or  a cartilage  graft 
is  needed  to  replace  the  deformity  of  a saddle 
nose.  In  the  latter  cases,  the  tunnel  for  the  graft 


used  to  restore  the  flattened  nasal  bridge  can  be 
made  more  accurately  than  by  any  other  method, 
thus  lessening  the  risk  of  the  graft  slipping  to  the 
side. 

In  an  operation  on  these  severely  traumatized 
septums  it  is  necessary  to  remove  some  of  the 
cartilage.  It  requires  considerable  judgment 
to  know  how  much  to  remove.  Often  the  car- 
tilage has  been  split  into  layers.  In  such  cases 
one  layer  is  straight  and  is  acting  as  a support  to 
the  tip  of  the  nose.  This  should  be  left  in  place. 
The  other  layer,  which  is  not  supporting  the  tip 
of  the  nose  but  is  causing  the  obstruction,  can 
then  be  removed  without  harm  or  danger  of 
causing  nasal  deformity. 

When  a large  amount  of  septal  cartilage  must 
be  removed  to  give  airway  or  to  correct  an  exter- 
nal deformity,  a flat  piece  of  cartilage  from 
another  patient  should  be  inserted  between  the 
septal  flaps.  Cartilage  grafts  are  always  dusted 
with  sulfathiazole  powder  before  insertion,  and 
penicillin  is  used  for  several  days  postoperatively. 

I do  not  believe  it  is  known  generally  that  the 
anterior  nasal  spine  is  often  broken  when  the  nose 
is  fractured.  This  I have  often  verified  by  x-ray 
examination.  This  fracture  of  the  nasal  spine 
is  sometimes  the  cause  of  nasal  obstruction  and 
deformity.  It  may  be  corrected  by  removal  of 
the  nasal  spine  or,  preferably,  by  cutting  through 
it  with  a chisel,  resetting  it  in  place,  and  holding 
it  in  the  medial  position  by  means  of  intranasal 
packing  left  in  place  for  several  days.  Bernay 
splints  are  useful  for  this  purpose. 

71  Park  Avenue 

Discussion 

Gustave  Aufricht,  M.D.,  New  York  City. — I ean- 
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DEFORMITIES  OF  THE  NOSE 
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not  but  agree  with  most  of  the  speaker’s  conclusions. 
The  exceptions  are  not  in  accord  with  some  relevant 
views  of  my  own  which  I desire  to  elaborate  upon. 

When  a person  consults  a rhinologist,  he  seeks  re- 
lief primarily  for  disturbed  nasal  function;  the 
plastic  surgeon,  on  the  other  hand,  is  requested  to 
make  contoural  changes  for  esthetic  reasons.  He 
keeps  in  mind,  however,  not  only  the  basic  principle 
of  any  surgical  operation — preservation  or  restora- 
tion of  physiologic  functions — but  the  best  use  of  his 
esthetic  judgment  to  achieve  harmony  of  facial  con- 
tours. It  is  obvious  that  external  deformities  of  the 
nose,  although  often  caused  by  trauma,  are  com- 
monly of  congenital  or  ethnic  causation,  or  both. 
They  are  often  exaggerated  by  trauma. 

In  addition  to  septal  deformities,  anomalous  condi- 
tions of  the  facial  bony  structure  may  cause  dimin- 
ished nasal  breathing.  Some  notable  examples  are 
extreme  narrowness  of  the  facial  part  of  the  skull, 
particularly  of  the  maxillae  and  dentofacial  anom- 
alies, a domed  palate  protruding  preternaturally  into 
the  nasal  cavities  and  consequently  diminishing 
their  lateral  and  vertical  dimensions.  Some  of 
these  conditions  require  consultation  with  an  ortho- 
dontist or  oral  surgeon.  There  are,  of  course,  other 
intra-  and  extranasal  conditions,  aside  from  septal 
ones,  which  may  cause  nasal  respiratory  obstruc- 
tion— such  as  a narrowed  nasal  tip  with  inverted 
alae,  atresia  of  the  nares,  thick  columella,  and  others. 

Recently  there  has  been  an  increasing  tendency  to 
place  undue  emphasis  on  external  nasal  deformities 
as  a cause  of  obstructed  nasal  respiration.  This  is, 
perhaps,  true  of  a limited  number  of  patients.  In 
many  instances  the  practical  application  of  this 
erroneous  interpretation  leads  to  unfortunate  se- 
quelae by  worsening  nasal  breathing  and,  in  addi- 
tion, producing  greater  deformities.  The  most 
common  complication  is  the  formation  of  a rigid, 
diminished,  stenotic  vestibule. 

In  my  experience,  few  of  the  external  deformities, 
per  se,  are  the  main  cause  of  obstructed  nasal  breath- 
ing. Incidentally,  it  is  commonly  believed  that  the 
hanging  tip  is  a cause  of  interference  with  the  path 
of  intranasal  air  currents.  The  expectation  of  im- 
proved nasal  breathing  by  raising  the  tip  is  seldom 
realized.  Time  does  not  permit  a detailed  discus- 
sion of  these  defects. 

Then,  again,  failure  to  improve  nasal  breathing 
after  one  or  two  submucous  resections  is  not  always 
caused  by  incomplete  surgery,  but  to  other  unre- 
lieved associated  intranasal  and  other  conditions, 
such  as  allergy,  turbinal  hypertrophy,  and  chronic 
sinusitis. 

How  to  treat  a distorted  or  deflected  septum  as- 
sociated with  a nasal  deformity  which  causes  diffi- 
culty in  breathing  is  the  next  point  of  discussion. 
From  a technical  viewpoint,  neither  septal  resection 
nor  rhinoplasty  can  be  considered  as  difficult. 
What  is  really  of  paramount  importance  in  rhino- 
plasty is  the  esthetic  appraisal,  its  translation  into 
structural  planning,  and  successful  accomplishment 
in  accordance  with  the  objectives. 

There  is  some  difference  of  opinion,  of  course,  con- 
cerning the  opportune  correction  of  septal  deform- 
ities— the  carefully  calculated  effect — in  relation 


to  rhinoplasty.  The  basic  questions  are:  What  is 
the  most  advantageous  step  from  the  viewpoint  of 
simplification  of  technic  and  ultimate  esthetic  and 
functional  results?  Should  the  rhinoplasty  and 
septal  correction  be  achieved  simultaneously  or  at 
different  times?  Which  step  should  precede  the 
other? 

Dr.  Whitham  apparently  is  in  agreement  with  the 
view  that  a number  of  advantages  are  derived  from 
the  simultaneous  and  correlated  correction  of  the 
nasal  pyramid  and  septum  in  extreme  lateral  nasal 
deviations  but  makes  an  exception  where  minor 
deviation  of  the  septum  is  concerned.  The  guiding 
principle  in  the  simultaneous  operations  and  the 
priority  of  esthetic  correction  of  the  nasal  pyramid 
are  in  the  unity  of  the  procedures  established  and 
time-honored.  Many  years  ago  Joseph  stressed  the 
fact  that  lateral  deflections  of  the  nose  (where  the 
septum  is  usually  involved)  is  irremediable  without 
a preliminary  thorough  mobilization  of  the  nasal 
pyramid,  followed  by  submucous  septal  correction. 
The  degree  of  septal  deviation  should  not  influence 
the  decision  regarding  time  or  priority  of  one  opera- 
tion over  the  other. 

My  view  is  that  the  two  operations  should  be 
carried  out  effectively  at  the  same  time,  and,  with 
few  exceptions,  the  submucous  septal  resection 
should  be  accomplished  after  the  plastic  operation. 
The  reasons  are  as  follows:  (1)  The  septal  resection 
can  be  carried  out  correctly  according  to  the  new 
nasal  contours,  and  a better  appraisal  is  possible  of 
the  extent  of  frame  to  be  left  to  support  the  nasal 
bridge;  (2)  After  mobilization  of  the  pyramid  the 
dilatation  of  the  nasal  frame  is  readily  accom- 
plished, thus  offering  better  exposure  of  the  septum. 

When  the  two  operations  are  effected  at  different 
times — the  plastic  reconstruction  immediately  fol- 
lowing the  septal  correction — it  is  often  problematic 
at  the  time  of  esthetic  correction  whether  sufficient 
dorsal  span  was  left  to  support  the  nasal  bridge. 
When  a hump,  for  instance,  is  removed  at  a later 
stage  the  nasal  dorsum  may  collapse.  Furthermore, 
there  may  be  insufficient  free  septal  border  to  permit 
resection  in  raising  the  nasal  tip — if  this  step  be 
found  necessary. 

Therefore,  I usually  do  the  septal  resection  directly 
after  the  contoural  and  dimensional  repair  of  the 
nose.  In  this  way  it  is  possible  to  gauge  correctly 
the  extent  of  framework  to  be  left  to  give  sufficient 
support.  The  exceptions  to  the  priority  of  technical 
steps  previously  mentioned  concern  the  occasional 
intractable  chronic  sinusitis,  where  it  is  imperative 
to  establish  drainage  before  resorting  to  esthetic 
correction,  and  saddle-nose,  where  a thickened, 
crushed  septum  must  be  radically  removed. 

Whether  or  not  the  nasal  dorsum  in  saddle-nose 
will  collapse  further  is  of  little  moment.  It  is  merely 
a question  of  later  utilization  of  a larger  implant. 
To  state  it  axiomatically,  where  reduction  in  nasal 
size  is  contemplated  plastic  repair  is  carried  out 
first;  where  size  must  be  increased  resection  is 
accomplished  as  a preliminary  step. 

A further  advantage  in  the  simultaneous  correc- 
tion of  the  septum  and  the  nasal  pyramid  is  that  the 
cartilage  removed  is  utilizable  for  immediate  recon- 
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structive  purposes — for  placement  on  the  nasal  dor- 
sum, for  example.  The  analgesia,  too,  is  likely  to  be 
borne  better,  and  in  consequence  the  patient  is  com- 
pletely relaxed.  Still  another  advantage  is  the 
avoidance  not  only  of  discomfort  on  the  part  of  the 
patient  but  of  additional  hospitalization  and  incapac- 
itation owing  to  a second  operation  at  a later  date. 

I favor  the  recumbent  position  for  the  patient. 
This  is  most  advantageous  because  he  is  better 
enabled  to  tolerate  sedatives,  if  their  use  is  neces- 


sary. There  is  no  physical  exertion  on  his  part, 
which  in  itself  is  desirable  where  cocaine  and  adrena- 
lin are  used.  Then,  too,  the  tendency  to  faint  is 
overcome.  He  does  not  experience  difficulty  in 
expectorating  clots  and  there  is  little  necessity  to 
pack  the  nasopharynx;  on  the  contrary,  it  is  found 
advantageous  to  permit  the  blood  to  flow  backward 
so  that  it  does  not  obscure  the  parts.  Complete 
exposure  and  consequently  clear  visibility  are  ob- 
tained. 


A COMMON  RADIATION  HAZARD 

In  this  era  of  rapid  scientific  and  technologic  ad- 
vances and  their  practical  applications  to  modern 
life,  the  physician  has  an  added  responsibility. 
More  than  ever  he  must  be  on  his  guard  not  only  to 
diagnose  the  unforeseen  pathologic  patterns  resulting 
from  employment  of  new  products  and  processes  but 
also  to  protect  the  public  if  possible  from  their  ill- 
advised  usage  before  untoward  results  occur. 

The  papers  by  Williams  and  Hempelmann  pub- 
lished in  the  September  issue  of  the  New  England 
Journal  of  M edicine  are  examples  of  the  type  of  dili- 
gence that  must  be  observed  in  evaluating  a newly 
commercialized  device.  From  the  careful  data  of 
Williams  it  is  obvious  that  the  use  of  such  devices  is 
not  without  danger.  The  variation  of  output  and 
the  protection  provided  among  the  apparatus  tested 
varied  widely.  The  amount  of  radiation  received  as 
direct  radiation  by  the  customer  and  as  scattered 
radiation  by  the  salesforce  represents  a real  potential 
hazard.  Certainly,  no  warning  plate  bearing  the  in- 
scription demanded  by  the  American  Standards 
Association  Code  can  assure  any  degree  of  safety. 
Attention  is  called  to  the  fact  that  unattended 
machines  have  been  observed  in  use  by  children  and 
young  adults  to  study  not  only  the  bones  of  the  feet 
but  also  those  of  the  hands. 

For  the  average  busy  adult  there  is  less  danger 
than  for  a child : he  requires  fewer  fittings  and  has  less 
time  to  satisfy  his  curiosity.  The  growing  child, 
with  several  changes  in  footwear  a year,  presents  the 
problem,  as  pointed  out  by  Hempelmann,  for  he  is 
the  one  who  will  be  exposed  to  unknown  amounts  of 
radiation  throughout  his  life,  particularly  during  the 
growing  period,  and  the  late  changes  to  the  skin  and 
particularly  to  his  epiphyseal  development  must  be 
anticipated  and  prevented. 

The  average  fitting  for  a pair  of  shoes  will  require 
a minimum  of  two  exposures,  one  for  the  child  to 
observe,  and  a second  for  the  parent.  A few  of  the 
latest  machines  have  duplicate  viewing  facilities  for 
child  and  adult.  These  exposures  will  increase 


directly  with  the  number  of  pairs  of  shoes  tried  on, 
the  number  of  relatives  or  friends  present  and  the 
innate  curiosity  of  the  child.  It  will  be  the  excep- 
tional salesperson  who  will  risk  loss  of  sale  by  strict 
observance  of  any  so-called  safety  code.  There  is 
also  nothing  to  prevent  the  customer  from  shopping 
around  in  other  stores  boasting  these  modern  marvel 
of  shoe  fitting. 

Supposing  a child  is  exposed  to  an  erythema  dose — 
and  William’s  data  show  that  on  several  machines 
this  is  reached  with  few  exposures — the  delay  of  a 
week  or  two  before  skin  changes  manifest  themselves 
allows  them  to  be  unnoticed  or  at  best  to  be  at- 
tributed to  irritating  socks  or  hot  feet.  If  this  insult 
is  repeated  many  times,  permanent  skin  damages  not 
only  result,  but  also  the  danger  of  epiphyseal  damage 
and  resulting  foot  deformities  is  encountered. 

Blood  changes  and  damage  to  the  sex  glands  are 
less  likely  to  occur  as  a result  of  customer  exposure, 
but  they  become  a definite  possibility  among  the 
salesforce  of  the  store.  Knowledge  of  the  safe  daily 
amount  of  scattered  radiation  is  far  from  complete. 
The  maximum  daily  exposure  thought  to  be  safe  has 
recently  been  scaled  down  from  0.1  r per  day  to  0.3  r 
per  week  as  the  result  of  studies  made  by  the  Ad- 
visory Committee  on  X-rays  and  Radium. 

The  question  raised  by  these  papers  is  simply  this: 
Are  shoe-fitting  fluoroscopes  a necessity  for  proper 
fitting  of  shoes,  or  are  they  in  effect  sales  promo- 
tional and  of  advertising  value  only — a form  of 
window  dressing?  If  the  answer  to  the  question  is 
the  latter,  they  should  be  abandoned  entirely.  If 
the  former  answer  is  given,  the  strictest  supervision 
is  necessary,  and  unfortunately  there  is  actually  no 
safe  method  of  making  these  restrictions  work. 

Fundamentally,  the  problem  can  be  resolved  only 
if  machines,  drugs,  and  technics,  particularly  those 
giving  off  potentially  dangerous  radiation  or  having 
dangerous  side-reactions,  are  restricted  in  use  to 
those  whose  training  makes  them  competent  to  em- 
ploy them. 


DEFECTS  IN  THE  VISUAL  FIELDS  RESULTING  FROM  INCREASED 
INTRACRANIAL  PRESSURE 

C.  Wilbur  Rucker,  M.D.,  Rochester,  Minnesota 

( From  the  Section  on  Ophthalmology,  Mayo  Clinic) 


DEFECTS  in  the  visual  fields  are  generally- 
recognized  as  having  dependable  localizing 
value,  and  correctly  so;  yet  there  are  a few  types 
of  visual  loss  that  may  be  misleading.  Among 
these  false  localizing  signs  are  the  results  of 
increased  intracranial  pressure,  either  through 
edema  of  the  optic  disks  or  through  dilatation  of 
the  third  ventricle.  Although  the  effect  of 
dilatation  of  the  third  ventricle  upon  vision  has 
been  recognized  for  a long  time,  literature  dealing 
with  the  subject  is  scanty.  Among  the  more 
recent  pertinent  articles  are  those  by  Wagener 
and  Cusick  and  by  Weinberger  and  Webster.1-2 
Ophthalmoscopically,  papilledema  begins  with 
an  engorgement  of  the  retinal  veins  and  loss  of 
visible  venous  pulse  on  the  disk.  The  upper 
nasal  margin  of  the  disk  becomes  swollen,  and 
later  the  swelling  extends  along  the  entire  nasal 
border  of  the  optic  disk  and  out  into  the  neigh- 
boring retina.  Especially  at  the  upper  and  lower 
borders  of  the  disk,  the  retina  takes  on  a striate 
appearance  because  of  separation  of  its  nerve 
fibers.  Last  of  all,  the  swelling  extends  to  the 
temporal  margin  and,  by  this  time,  has  become 
intense  enough  to  push  the  surrounding  retina 
aside  and  create  in  it  small  folds  concentric  with 
the  margin  of  the  disk. 

The  physiologic  cup  may  remain  open  even 
with  several  diopters  elevation.  Small  superficial 
hemorrhages  sometimes  appear  quite  early  in 
papilledema  and  may  then  be  helpful  in  its  dif- 
ferentiation from  anatomic  fullness  of  the  disks. 
As  the  choking  of  the  disk  increases  in  intensity, 
hemorrhages  and  exudates  form  around  its 
margins,  and  the  physiologic  cup  is  filled  in  by 
edematous  tissue.  Eventually  the  edema  of  the 
papilla  resolves,  either  as  a consequence  of  sur- 
gical intervention  or  spontaneously,  the  hemor- 
rhages and  exudates  disappear,  and  the  retinal 
edema  at  the  margins  of  the  elevated  disk  is 
absorbed.  This  leaves  a high  disk  with  relatively 
little  extension  into  the  surrounding  retina,  the 
so-called  mushroom  type,  which  is  characteristic 
of  the  subsiding  phase  of  papilledema.  Later 
the  elevation  diminishes,  and  finally  the  disk  be- 
comes flat.  If  the  papilledema  has  been  intense 
and  of  long  duration,  secondary  optic  atrophy  en- 
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sues:  the  edematous  nerve  fibers  are  replaced 
by  neuroglia,  the  engorgement  of  the  retinal  veins 
disappears,  the  retinal  arterioles  become  attenu- 
ated, the  capillary  network  on  the  disk  grows 
scanty,  and  the  margins  of  the  disk  are  made  rag- 
ged by  disturbance  in  the  peripapillary  pigment. 
This  process  is  accompanied  by  loss  of  vision,  us- 
ually in  the  nature  of  peripheral  contraction  of 
the  fields. 

The  various  types  of  defects  in  the  fields  of 
vision  resulting  from  papilledema  are  determined 
by  the  intensity  of  the  edema  and  by  interference 
with  blood  supply  to  the  bundles  of  nerve  fibers 
in  the  region  of  the  optic  disk. 

In  the  very  early  phase,  when  the  papilledema 
is  slight,  there  may  be  no  demonstrable  disturb- 
ance in  vision.  When  the  edema  is  great  enough 
to  push  the  retina  away  from  the  disk  or  to 
interfere  with  its  function  in  the  region  around 
the  disk,  the  physiologic  blind  spot  becomes  en- 
larged. The  size  of  the  physiologic  blind  spot, 
however,  does  not  usually  increase  until  the  papil- 
ledema can  be  recognized  ophthalmoscopically. 
For  this  reason,  when  the  question  arises  as  to 
whether  a full  disk  is  edematous  or  not,  plotting 
the  size  of  the  blind  spot  is  too  often  of  little  aid 
in  arriving  at  a conclusion.  The  examiner  is 
forced  to  make  up  his  mind  on  the  basis  of  the 
appearance  of  the  disk. 

In  subacute  or  in  chronic  papilledema,  asso- 
ciated edema  of  the  peripheral  fibers  in  the  distal 
part  of  the  optic  nerve  causes  contraction  of  the 
field,  frequently  greatest  in  the  lower  nasal 
sector  (Fig.  1).  In  papilledema  of  long  duration, 
the  peripheral  fibers  of  the  optic  nerve  are  de- 
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Fig.  1.  Binasal  contraction  of  the  perimetric 
fields  due  to  chronic  papilledema. 
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Fig.  2.  Concentric  and  binasal  contraction  of 
the  visual  fields,  as  a result  of  optic  atrophy  second- 
ary to  longstanding  papilledema. 


Fig.  3.  Bitemporal  hemianopsia  due  to  dilatation  of 
the  third  ventricle. 


stroyed  and  are  replaced  by  neuroglia,  with  result- 
ant contraction  of  the  field  to  a small  central 
isle.  The  fields  in  such  a case  are  shown  in 
Fig.  2,  which  exemplifies  binasal  and  general- 
ized contraction.  Occasionally,  a bundle  of 
nerve  fibers  is  interrupted,  with  a consequent 
arcuate  defect  in  the  field. 

The  changes  in  the  perimetric  fields  described 
thus  far  have  been  due  to  edema  and  disturbance 
of  circulation  at  the  optic  disk  and  in  the  optic 
nerve  immediately  behind  it.  They  are  consist- 
ent with  the  picture  disclosed  by  the  ophthalmo- 
scope and  are  not  likely  to  lead  to  diagnostic 
difficulties. 

When  the  intracranial  pressure  is  inordinately 
increased,  the  third  ventricle  becomes  dilated  and 
several  structures  at  the  base  of  the  brain  become 
dislocated,  notably  the  optic  nerves  and  the 
chiasm.  The  latter  forms  the  anterior  part  of 
the  floor  of  the  third  ventricle.  Ballooning  of  the 
third  ventricle  stretches  the  crossing  fibers  of  the 
chiasm  and  impedes  the  flow  of  blood  through  its 
capillaries,  and  thus  impairs  the  function  of  its 
nerve  fibers.  This  functional  interruption  of  the 
crossing  fibers  of  the  chiasm  produces  bitemporal 
hemianopsia  which  resembles  that  due  to  tumor 
at  the  chiasm,  and  yet,  when  it  is  due  to  balloon- 
ing of  the  third  ventricle,  it  may  be  the  result  of 
a tumor  located  far  from  the  chiasm. 

Case  Reports 

Case  1. — A woman,  aged  fifty,  for  six  months  had 
been  having  daily  headaches  which  were  located  be- 
hind her  eyes  and  in  the  back  of  her  neck.  During 
this  period  there  had  been  occasional  blurring  of 
vision  and  diplopia.  For  three  months  there  had 
been  clumsiness  in  walking,  thickness  in  speech,  and 
deterioration  of  memory.  Ophthalmoscopic  exam- 
ination disclosed  3 D.  of  papilledema  in  the  right  eye 
and  2 D.  in  the  left.  The  results  of  neurologic  ex- 
amination and  roentgenogram  of  the  head  were  nor- 
mal. Perimetric  field  studies  showed  bitemporal 
hemianopsia,  indicative  of  a disturbance  in  the  optic 


chiasm,  but  because  of  the  associated  papilledema  the 
defects  in  the  fields  were  interpreted  as  having  no 
value  in  localizing  the  probable  brain  tumor  (Fig. 
3).  Ventriculography  showed  the  presence  of  a left 
frontal  parasagittal  meningioma  which  was  removed 
at  operation.  Its  size  and  location,  indicated  in 
Fig.  4,  clearly  demonstrate  that  it  could  not  have 
interrupted  the  visual  pathway  directly,  but  only  in 
some  indirect  manner,  as  by  dilatation  of  the  third 
ventricle. 

Prechiasmal  types  of  defects  in  the  fields  may 
also  be  produced  under  similar  circumstances. 

Case  2. — A woman,  aged  twenty-eight,  com- 
plained of  headaches  of  one  year’s  duration,  frontal 
in  location  and  aggravated  by  stooping.  Tinnitus 
of  a roaring  character  had  been  present  for  a year 
also,  and  there  had  been  occasional  nausea  and  vomit- 
ing and  blurring  of  vision.  Neurologic  examination 
yielded  no  abnormal  findings.  The  roentgenologist 
reported  erosion  of  the  dorsum  sellae  by  increased 
intracranial  pressure  and  displacement  downward 
and  backward  of  a calcified  pineal  body.  On  elec- 
troencephalography there  was  evident  a delta  focus 
in  the  left  temporal  lobe.  Ophthalmoscopic  exam- 
ination disclosed  chronic  papilledema,  the  right  disk 
being  elevated  5 D.,  the  left  4,  without  hemorrhages 
or  exudates.  Studies  of  the  perimetric  fields  showed 
contraction  of  the  field  of  the  right  eye  in  the  upper 
temporal  sector,  indicative  of  interruption  of  the 


Fig.  4.  Location  of  the  tumor  responsible  for  the 
visual  loss  in  Fig.  3. 
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Fig.  5. 


Contraction  of  the  upper  temporal  sector 
of  the  field  of  the  right  eye. 


v.  o.  S.:  Blind 
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Fig.  7.  Blindness  of  left  eye;  normal  field  of  right 
eye. 


nasal  fibers  of  the  right  optic  nerve  in  its  intra- 
cranial portion  (Fig.  5).  Because  of  the  associated 
choking  of  the  disks  this  was  regarded  as  without 
localizing  value.  Ventriculography  was  then  per- 
formed, and  disclosed  within  the  left  lateral  ven- 
tricle a well-circumscribed  tumor  which  the  surgeon 
was  able  to  remove  (Fig.  6).  The  tumor  could  not 
have  pressed  upon  the  right  optic  nerve,  but  could 
only  have  exerted  its  effect  on  vision  indirectly. 

Dilatation  of  the  third  ventricle  may  displace 
the  optic  nerves  against  firm  neighboring  struc- 
tures, especially  against  the  arteries  of  the  ante- 
rior part  of  the  circle  of  Willis.  This  may  be  the 
explanation  of  the  preceding  case  and  also  of  the 
next. 

Case  S. — A woman,  aged  thirty-six,  complained  of 
blindness  of  the  left  eye.  She  stated  that  for  five 
years  she  had  had  an  almost  continuous  headache, 
with  frequent  episodes  of  nausea  and  vomiting  and 
transient  visual  loss.  For  three  years  there  had 
been  deafness  and  ringing  tinnitus  in  the  left  ear, 
and  a staggering  gait.  For  two  years  the  left  eye 
had  suffered  from  reduction  in  acuity,  and  for  one 


year  it  had  been  blind.  Examination  revealed  total 
deafness  and  a dead  labyrinth  on  the  left  side,  and  a 
slight  nystagmus  on  gaze  to  each  side.  Ophthal- 
moscopic examination  disclosed  chronic  papilledema 
of  2 D.  in  both  eyes,  plus  secondary  optic  atrophy  in 
the  left  eye.  The  field  of  the  right  eye  was  normal. 
The  left  eye  was  blind  (Fig.  7).  Roentgenograms 
of  the  head  revealed  erosion  of  the  tip  of  the  petrous 
portion  of  the  left  temporal  bone  by  contiguous 
tumor,  and  secondary  erosion  of  the  floor  of  the  sella 
turcica  and  posterior  clinoids.  The  neurosurgeon, 
through  a midline  cerebellar  incision,  demonstrated 
a large  cystic  neurofibroma  which  had  arisen  on  the 
acoustic  nerve  and  filled  the  entire  cerebellopontine 
angle  (Fig.  8).  He  was  able  to  remove  a large  part 
of  it.  In  this  case  the  blindness  of  the  left  eye  was  a 
late  event  in  the  chain  of  symptoms  caused  by  an 


Fig.  8.  Location  of  tumor  responsible  for  blind- 
ness recorded  in  Fig.  7. 


2420 


C.  WILBUR  RUCKER 


[N.  Y.  State  J.  M. 


acoustic  neuroma.  Dilatation  of  the  third  ventricle 
probably  displaced  the  left  optic  nerve  against  a 
neighboring  artery,  or  possibly  against  a margin  of 
the  optic  canal. 

Conclusions 

In  the  absence  of  papilledema,  visual  loss  of 
chiasmal  and  of  prechiasmal  origin  has  exact 
localizing  significance.  In  the  presence  of  papil- 
ledema due  to  increased  intracranial  pressure,  de- 
fects of  chiasmal  or  prechiasmal  type  may  also 
arise  in  the  visual  fields  and  may  then  give  false 
information.  When  visual  loss  occurs  late  in  the 
sequence  of  symptoms  caused  by  a brain  tumor, 
it  may  not  have  localizing  value  if  there  is  choking 
of  the  optic  disks. 

Discussion 

John  F.  Gipner,  M.D.,  Rochester. — Dr.  Rucker 
has  described  two  theses  and  illustrated  them  with 
case  reports.  The  first  is  that  the  field  defect  of 
secondary  optic  atrophy  should  be  recognized  as 
such  and  not  be  confused  with  field  defects  resulting 
from  lesions  of  the  optic  pathways.  The  field  defects 
resulting  from  optic  atrophy  secondary  to  choked 
disks  are  a generalized  contraction  of  the  visual 
fields  frequently  accompanied  by  nasal  defects  which 
often  are  quadrantic. 

His  second  thesis  states  that,  as  a result  of  disten- 
tion of  the  third  ventricle  in  highly  increased  intra- 
cranial pressure,  the  optic  nerves  and  the  chiasm 
become  dislocated  and  field  defects  of  the  chiasmal 
type  develop  in  the  presence  of  choked  disk,  when 
the  actual  tumor  responsible  is  far  distant  from  the 
chiasm.  He  cites  a case  with  choked  disks  where  a 
left  frontal  parasagittal  meningioma  produced  a 
bitemporal  hemianopsia  or  chiasmal  field  defect  by 
dilatation  of  the  third  ventricle.  He  presents  a 
second  case  with  choked  disks  where  a prechiasmal 
syndrome  with  contraction  of  an  upper  right  tem- 
poral field  sector  was  present  in  a patient  with  a 
circumscribed  tumor  in  the  left  lateral  ventricle. 
In  his  third  case  with  choked  disks,  the  optic  nerves 
were  probably  displaced  against  the  arteries  of  the 
anterior  part  of  the  circle  of  Willis  by  the  dilatation 
of  the  third  ventricle,  while  the  high  intracranial 
pressure  was  secondary  to  a large  cystic  cerebello- 
pontine angle  neurofibroma  of  the  acoustic  nerve. 

These  cases  well  illustrate  his  conclusion  that 
visual  field  loss  of  chiasmal  and  of  prechiasmal  origin 
has  exact  localizing  significance  only  in  the  absence 
of  choked  disks. 

While  tumors  at  a distance  from  the  chiasm  may 
produce  these  chiasmal  field  defects  due  to  third 
ventricle  distention,  it  is  interesting  to  note  that  a 
tumor  of  the  third  ventricle  with  sizable  internal 
hydrocephalus  may  only  show  the  field  defects  of 
early  secondary  optic  atrophy. 

Case  l.—A  woman,  forty-nine  years  of  age,  had  a 
tumor  of  the  posterior  part  of  the  third  ventricle. 
She  had  bilateral  choked  disks  of  4 and  5 D.,  normal 
central  vision  in  both  eyes,  greatly  enlarged  blind 
spots,  with  early  concentric  contraction  of  color 


fields.  The  tumor  was  interpreted  as  arising  from 
the  pineal  body  and  was  not  removed.  Her  choked 
disks  disappeared  following  a Torkilson  operation 
where  the  fluid  in  the  right  lateral  ventricle  was 
conveyed  by  a polychene  tube  to  the  posterior 
cistern  externally  in  a groove  made  in  the  outer 
surface  of  the  skull. 

Early  tumors  of  the  third  ventricle  may  show 
slight  or  no  choked  disks. 

Case  2. — A woman  of  forty-seven  had  an  autopsy- 
verified  pineal  cyst,  but  only  a haziness  of  the  disk 
margins  was  present.  The  fields  were  suggestive 
of  bitemporal  defect. 

Case  3. — This  case  of  glioma  of  the  left  lateral 
ventricle  which  extended  into  the  foramen  of  Mon- 
roe and  the  third  ventricle  was  recently  studied  by 
us  and  seems  worthy  of  mentioning  here,  as  it  is 
similar  to  Dr.  Rucker’s  second  case  with  a prechias- 
mal field  defect.  She  is  a girl,  seventeen  years  of 
age,  who  gave  a three-year  history  of  supraorbital 
headaches  and  occasional  vomiting,  with  blurred 
vision  of  three  months  standing.  There  were  bi- 
lateral choked  disks  of  5 to  6 D.  elevation  with 
pallor  due  to  secondary  optic  atrophy.  The  veins 
were  still  engorged  with  only  a few  hemorrhages 
remaining.  Edema  residues  lay  lateral  to  the  disks. 
Right  eye  vision  was  20/50;  in  the  left  eye  it  was 
less  than  20/400.  The  fields  showed  concentric 
contraction,  enlarged  blind  spots,  and  a superior 
altitudinal  defect  of  the  left  field  (Fig.  1).  This 


Fig.  1.  Tangent  screen  chart. 


later  defect  could  have  been  due  to  an  interference 
with  the  blood  flow  through  the  inferior  branch  of 
the  central  retinal  artery,  but  no  greater  changes 
were  present  in  the  inferior  vessels  than  were 
present  in  the  superior  branches.  The  interruption 
of  the  inferior  nerve  fibers  of  the  left  optic  nerve 
in  its  intracranial  portion  must  have  been  present. 

In  closing  I would  like  to  report  a case  which 
shows  that  all  chiasmal  syndromes  are  not  due  to 
tumors  or  cysts  of  the  pituitary  or  to  tumors  within 
the  chiasm  itself,  or  to  dilatation  of  the  third  ven- 
tricle in  cases  with  high  intracranial  pressure  and 
choked  disks. 

Case  It: — A woman,  fifty-three  years  of  age,  who 
had  been  a hypertensive  arteriosclerotic  for  several 
years,  complained  of  gradual  progressive  loss  of 
vision  for  eleven  months. 

Her  fundi  showed  slight  pallor  of  the  right  disk 
with  definite  pallor  of  the  lower  half  of  the  left  disk. 
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Moderately  advanced  retinal  arteriolar  sclerosis 
was  present.  The  fields  showed  bitemporal  superior 
quadrant  defects  (Fig.  2).  X-ray  of  the  skull  re- 
vealed a lesion  of  the  sella  which  had  apparently 
started  in  the  tuberculum  and  anterior  wall  and  had 
extended  into  one  or  both  sphenoid  sinuses.  The 
encephalogram  showed  evidence  of  very  slight 
elevation  of  the  floor  of  the  left  anterior  horn  and 
perhaps  a little  posterior  displacement  of  the  anterior 
wall  of  the  third  ventricle.  An  irregularity  of  the 


walls  of  the  interpeduncular  cistern  with  a depression 
of  the  diaphragm  of  the  sella  and  nonvisualization 
of  the  chiasmatic  cistern  and  optic  chiasm  all  sug- 
gested a lesion  in  the  region  of  the  chiasm  and  above 
and  anterior  to  it.  An  arteriogram  showed  evidence 
of  a fairly  large  sacular  aneurysm  lying  in  the  sella 
at  the  midline  and  to  the  right  of  the  midline,  which 
apparently  took  origin  from  the  right  internal  carotid 
artery  very  close  to  the  ophthalmic  artery.  It  dis- 
placed the  origin  of  the  anterior  and  middle  cerebral 
arteries  downwards  and  backwards.  A second 
arteriogram  showed  the  presence  of  an  aneurysm 
also  in  the  left  internal  carotid.  On  the  two  occa- 
sions on  which  arteriograms  were  performed,  the 
anterior  communicating  artery  in  each  instance  was 
found  to  have  been  proved  patent. 

The  medical  consultant  stated  that  x-ray  of  the 
chest  showed  a degree  of  tortuosity  of  the  thoracic 
aorta  and  in  the  knob  a definite  half-moon  crescentic 
area  of  calcification.  He  believed  the  vascular 
changes  in  the  skull  and  brain  were  arteriosclerotic 
and  not  based  upon  any  congenital  abnormality. 

A diagnosis  of  bilateral  arteriosclerotic  aneurysm 
of  the  right  and  left  internal  carotid  arteries  asso- 
ciated with  hypertensive  vascular  disease  was  made. 
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VITAMIN  E IN  ARTERIOSCLEROTIC  HEART  AND  PERIPHERAL 
VASCULAR  DISEASE 

Milton  E.  Eisen,  M.D.,  and  Harry  Gross,  M.D.,  F.A.C.P.,  New  York  City 
( From  the  City  Hospital) 


FAR-REACHING  claims  of  great  improve- 
ment from  the  use  of  vitamin  E in  various 
types  of  heart  disease,  as  well  as  improvement  in 
coronary  insufficiency,  congestive  failure,  and 
arrhythmias,  have  been  made.  These  claims 
include  benefits  in  peripheral  vascular  disease 
also.1  The  purpose  of  this  article  is  to  evaluate 
the  results  obtained  in  the  use  of  vitamin  E in 
arteriosclerotic  heart  and  peripheral  vascular 
diseases  and  to  add  our  own  experience. 

In  our  hands  vitamin  E did  not  produce  very 
encouraging  results  in  either  coronary  or  cardiac 
insufficiency.  The  condition  in  a few  patients 
even  appeared  to  become  worse  while  under  this 
treatment,  although  not  necessarily  due  to  the 
treatment.  Inasmuch  as  there  has  been  con- 
siderable controversy  on  this  subject,  another 
report,  even  if  a negative  one,  appears  justified. 

Review  of  Literature 

Vitamin  E is  the  term  used  to  refer  to  a group 
of  substances  having  similar  actions.  These  sub- 
stances are  alpha,  beta,  gamma,  and  delta  toco- 
pherol. Alpha  is  the  most  potent.  The  role  of 
vitamin  E in  human  nutrition  has  not  as  yet  been 
conclusively  established.  Vogelsang  et  al.  have 
recently  reported  that  anginal  pain  is  greatly  re- 
duced and  that  clinical  edema  associated  with 
heart  failure  disappears.1  Marked  clinical  im- 
provement was  also  found  in  peripheral  vascular 
disease.  Shute  has  also  reported  that  vitamin  E 
is  effective  in  a number  of  cases  of  acute  nephritis.5 
Steinberg  gave  an  average  daily  dose  of  200  mg. 
of  mixed  natural  tocopherols  to  persons  with 
fibrositis.*  He  obtained  some  clinical  response 
within  two  or  four  weeks. 

The  interrelationship  of  dietary  fat  and  toco- 
pherols has  been  reviewed  by  Mason  and  Filer.4 
Emphasis  is  placed  on  the  antioxidant  role  of  the 
tocopherols,  not  only  in  the  diet  before  ingestion 
but  during  digestion,  mobilization,  metabolism, 
and  storage  of  unsaturated  fats. 

An  increase  in  the  average  fat  content  of  milk 
from  3.47  to  4.42  per  cent  and  in  total  milk  produc- 
tion from  35.01  to  42.59  pounds  per  day  has  been 
claimed  to  result  from  feeding  cows  a daily 
supplement  of  1 Gm.  of  mixed  tocopherols.6 

The  antioxidant  properties  of  tocopherols  pre- 
vent the  entire  oxidation  of  fats.  How  much 
this  may  be  a factor  in  cholesterol  arteriosclerosis 
is  conjectural.  Kaunitz  and  Beaver  made  deter- 
minations of  tocopherols  in  muscle  tissue.6  No 


significant  differences  were  observed  between  the 
natural  and  synthetic  forms  of  alpha  tocopherols, 
either  in  antioxidant  properties  or  in  amounts 
deposited  in  fatty  tissue. 

Cardiac  failure  in  cattle  on  vitamin  E-free  ra- 
tions as  revealed  by  electrocardiograph  by  Gullik- 
son  and  Calverley  at  the  Minnesota  Agricultural 
Experiment,  St.  Paul,  was  described  as  follows: 
“During  the  past  eight  to  ten  years,  in  connec- 
tion with  an  extensive  study  designed  to  deter- 
mine the  role  of  vitamin  E in  the  nutrition  and 
reproduction  of  cattle,  a considerable  number  of 
the  animals  fed  vitamin  E-free  rations  throughout 
their  entire  lives  have  died  suddenly  or  without 
evident  cause  as  revealed  by  gross  postmortem 
examination.”7  The  deaths  have  occurred  among 
animals  of  both  sexes  and  at  ages  ranging  from 
eighteen  months  to  five  years.  The  manner  and 
suddenness  of  the  deaths  strongly  suggested  that 
the  heart  was  involved.  A variety  of  effects  of 
vitamin  E deficiency  has  been  reported  in  different 
species  of  animals,  muscular  dystrophy  in  some 
form  being  the  most  common.  Electrocardio- 
graphic records  were  made  of  calves  fed  on  vita- 
min E-free  diet  from  the  time  they  were  born  until 
death  occurred.  Gradual  and  progressive  changes 
occurred,  such  as  widening  of  the  PR  interval  and 
QRS  complex  and  a decrease  in  potential  in  lead  2, 
and  the  QRS  in  lead  3 and  2 changed  from  an  RS 
type  to  an  R type  which  was  an  indication  of 
axis  deviation.  This  work  was  not  corroborated 
in  our  electrocardiographic  studies. 

Method 

Vitamin  E in  50  mg.-gelseals  taken  by  mouth  in 
a dosage  ranging  from  150  to  800  mg.  daily  was 
given  over  a period  extending  from  two  to  twelve 
months.*  The  average  time  was  four  and  one- 
half  months.  Fifty-two  patients  with  various 
types  of  heart  disease  and/or  peripheral  vascular 
disease  were  studied.  Twelve  were  eliminated 
leaving  40  patients  studied  intensively.  They 
comprise  the  following:  arteriosclerotic  heart  dis- 
ease, 16  patients;  arteriosclerotic  heart  disease 
with  congestive  failure,  five  patients;  hyperten- 
sive heart  disease,  one  patient;  chronic  rheumatic 
heart  disease  with  congestive  failure,  two  pa- 
tients; luetic  heart  disease,  two  patients;  arterio- 
sclerotic peripheral  vascular  disease,  12  patients; 
thromboangiitis  obliterans,  two  patients. 

* The  material  used  in  this  study  was  kindly  supplied  by 
Eli  Lilly  and  Co. 
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The  investigation  included  physical  examina- 
tion and  electrocardiograms,  with  complete  car- 
diac survey  as  well  as  with  exercise  tolerance 
tests,  in  patients  given  vitamin  E and  in  controls. 

Typical  case  reports  were  as  follows. 

Case  1. — A.  P.,  a white  man,  aged  fifty-eight,  was 
first  admitted  to  the  cardiac  clinic  on  April  14,  1944, 
with  a diagnosis  of  arteriosclerotic  heart  disease  and 
hypertension.  His  chief  complaints  were  dizziness, 
precordial  pain,  and  dyspnea  on  exertion.  Physical 
examination  revealed  a blood  pressure  of  195/90,  no 
murmurs,  heart  sounds  regular,  the  second  aortic 
sound  moderately  accentuated,  and  no  signs  of  con- 
gestive failure.  Fluoroscopy  showed  a small  heart 
and  elongation  of  the  aorta.  There  was  no  lung 
pathology.  Laboratory  examination  was  as  follows: 
Blood  sugar  74  mg.,  blood  cholesterol  200  mg.,  1 plus 
albumin,  and  Wassermann  negative. 

From  April  14,  1944,  to  July,  1946,  the  patient 
was  treated  with  phenobarbital,  aminophyllin,  and 
papaverine  hydrochloride  with  no  apparent  change 
in  symptoms.  In  July,  he  complained  of  precor- 
dial pain  on  walking  five  blocks  and  on  stairs.  He 
was  now  given  nine  placebos  resembling  vitamin  E 
to  be  taken  daily  for  two  weeks.  The  patient  stated 
he  did  not  feel  any  better,  and  medication  was 
changed  to  vitamin  E,  50  mg.  three  times  a day  after 
meals.  He  stated  that  two  days  after  this  he  felt 
considerably  improved  and  could  walk  about  ten 
blocks  without  any  chest  pain.  Vitamin  E was  con- 
tinued for  four  weeks  and  was  then  changed  to 
placebos.  He  still  continued  to  feel  better.  On 
August  20,  medication  was  changed  back  to  vitamin 
E and  patient  stated  that  he  felt  considerably  worse. 
Severe  precordial  pain  and  palpitation  in  the  form  of 
auricular  extrasystoles  were  manifest  at  this  time. 
He  now  continued  to  complain  more  often  when  he 
was  put  on  vitamin  E in  dosages  ranging  from  450 
to  600  mg.  daily.  Electrocardiograms  revealed 
multiple  auricular  premature  beats  on  vitamin  E. 

Case  2. — M.  K.,  a Negro  woman,  aged  forty-two, 
was  first  admitted  to  the  cardiac  clinic  on  April  30, 
1946,  with  a diagnosis  of  arteriosclerotic  heart  dis- 
ease and  congestive  failure.  Her  chief  symptoms 
were  precordial  pain  radiating  down  the  left  arm 
and  associated  with  numbness  of  that  arm.  Physi- 
cal examination  revealed  heart  enlarged  to  the  left, 
sounds  regular,  aortic  systolic  murmur,  blood  pres- 
sure 180/100,  and  crepitant  rales  over  lower  left 
lung.  No  hepatosplenomegaly  or  peripheral  edema 
was  present.  Fluoroscopy  showed  enlargement  of 
the  left  side  of  the  heart  and  supraventricular  aorta, 
enlargement  of  the  outflow  tract  of  the  right  ven- 
tricle, and  widening  of  the  descending  aorta. 

From  April  30  until  September  18,  1946,  patient 
was  treated  with  papaverine,  theobromine,  and  seda- 
tives with  no  apparent  change  in  subjective  or 
objective  symptoms.  On  September  18,  she  com- 
plained of  precordial  pain  on  walking  two  blocks, 
preceded  bv  shortness  of  breath  and  pain  on  walking 
stairs.  This  pain  radiated  to  left  shoulder  and 
down  the  left  arm,  leaving  a sensation  of  numbness. 
She  occasionally  had  precordial  pain  at  rest.  Pa- 
tient was  now  given  nine  placebos  daily.  One  week 
later  she  stated  she  obtained  relief  of  pain  in  the 


chest  and  arm.  Placebos  were  now  increased  to  12 
daily.  On  October  2,  she  felt  considerably  better, 
but  the  following  week  she  had  a severe  episode  of 
precordial  pain  and  cough  with  pinkish  sputum  which 
lasted  three  hours.  She  was  now  given  vitamin  E, 
12  gelseals  daily  (50  mg.  three  times  a day  after 
meals).  She  claimed  that  she  felt  improved  and 
continued  so  for  a period  of  four  weeks.  At  the  end 
of  this  period  her  condition  became  gradually  worse 
when  she  complained  of  excruciating  chest  and  arm 
pain  with  marked  dyspnea,  blood  pressure  200/130, 
bilateral  pretibial  edema.  Placebos  were  now  sub- 
stituted, and,  in  addition,  digitalis  and  Mercupurin 
were  given.  Placebos  were  alternated  with  vitamin 
E for  several  months,  but  the  patient’s  condition  did 
not  respond  favorably  to  vitamin  E. 

Electrocardiograms  on  placebos  showed  STi  de- 
pressed, ST2  upright,  Tj  and  T4  upright.  Electro- 
cardiograms on  vitamin  E showed  Ti  deeply  in- 
verted, T2  scmi-inve.rted,  T»  and  T4  upright. 

Case  3. — D.  S.,  a Negro  man  of  fifty-three,  was 
first  admitted  to  the  cardiac  clinic  on  February  26, 
1946,  with  a diagnosis  of  luetic  aneurysm  of  the 
aorta  and  arteriosclerotic  heart  disease.  This  pa- 
tient was  apparently  in  good  health  until  1936,  when 
he  first  complained  of  precordial  pain.  Physical 
examination  revealed  a blood  pressure  of  130/90,  a 
soft  systolic  murmur  at  the  apex  and  the  aorta,  and 
normal  sinus  rhythm.  Fluoroscopy  showed  marked 
enlargement  of  the  aorta  with  lateral  pulsations. 
The  impression  was  aneurysm  of  the  ascending  por- 
tion of  the  aorta.  There  was  also  enlargement  of 
the  outflow  and  inflow  tracts  of  the  left  ventricle. 
This  patient  had  been  treated  since  1936  with  papa- 
verine, aminophyllin,  phenobarbital,  neoarsphena- 
mine,  and  bismuth  and  nitroglycerine.  He  obtained 
very  little  relief  if  any.  Starting  July  9,  1946, 
placebos  (12)  were  now  given  daily,  and  after  two 
weeks  symptoms  were  unchanged.  He  was  now 
given  vitamin  E,  50  mg.  in  12  gelseals  daily.  Dos- 
age was  maintained  for  four  weeks,  at  the  end  of 
which  time  he  stated  that  there  was  complete  dis- 
appearance of  substernal  distress  and  that  he  felt 
better  than  he  had  in  a year.  Dosage  was  con- 
tinued for  another  five  weeks.  He  claimed  that  he 
did  not  get  any  substernal  distress  during  sexual 
intercourse,  which  he  always  had  previously.  Place- 
bos were  now  substituted,  and  the  patient  continued 
to  feel  very  much  improved.  He  still  did  not  have 
any  distress  during  intercourse.  Vitamin  E was 
again  administered,  and  on  November  6 he  felt 
considerably  worse,  and  all  his  previous  symptoms 
returned.  This  medication  was  continued,  but  the 
patient  showed  no  favorable  response.  Electro- 
cardiograms on  placebos  showed  Ti  and  T2  upright, 
Tj  semi-inverted,  and  T4  upright.  Electrocardio- 
grams on  vitamin  E showed  STi  and  ST2  depressed, 
Tj  deeply  inverted,  and  T4  upright. 

Case  4. — S.  B.,  a white  man,  aged  fifty-seven, 
with  a diagnosis  of  diabetes,  essential  hypertension, 
arteriosclerotic  peripheral  vascular  disease  and 
arteriosclerotic  heart  disease,  complained  mainly  of 
substernal  pain  and  intermittent  claudication  of 
both  calf  muscles  on  walking  one-half  to  one  block. 
Physical  examination  revealed  a blood  pressure  of 
200/110,  apical  systolic  murmur,  normal  sinus 
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rhythm,  and  on  fluoroscopy  enlargement  of  inflow 
and  outflow  tracts  of  left  ventricle.  No  pulses  were 
palpable  in  either  lower  extremity  except  the  femoral 
arteries.  Oscillometric  readings  at  the  ankles  were 
zero  on  the  right  and  0.5  on  the  left.  At  the  calves 
they  were  0.5  on  the  right  and  0.75  on  the  left.  X- 
rays  of  the  lower  extremities  revealed  calcification  of 
the  tibial  vessels.  Patient  had  previously  been 
treated  with  papaverine,  codeine-phenactin-aspirin 
tablets,  phenobarbital,  and  theobromine. 

Patient  was  now  given  placebos  for  a period  of 
two  weeks  but  with  unfavorable  results.  Vitamin  E 
was  substituted,  and  the  patient  claimed  marked 
decrease  in  anginal  pain  but  no  change  in  leg  pain. 
The  dosage  ranged  from  300  to  800  mg.  daily  for  a 
period  of  six  months.  He  claimed  relief  from  sub- 
sternal  pain  for  a period  of  seven  weeks,  and  then 
symptoms  returned  constantly.  However,  through 
this  period  there  was  no  change  in  leg  symptoms. 
Electrocardiograms  on  placebos  showed  Ti,  T2, 
T3,  and  Ti  inverted.  Electrocardiograms  on  vita- 
min E showed  Ti  inverted,  T2  and  T3  diphasic,  and 
T4  upright. 

Case  5. — N.  S.,  a white  man  of  forty  years  with  a 
diagnosis  of  thromboangiitis  obliterans,  presented  a 
chief  complaint  of  pain  in  left  foot  on  walking  one- 
half  block  (duration  one  year).  Physical  examina- 
tion revealed  blood  pressure  120/90,  normal  sinus 
rhythm,  and  no  murmurs.  Fluoroscopy  showed  no 
chamber  enlargement,  and  electrocardiogram  was 
normal.  No  pulses  patent  in  left  foot,  and  oscillo- 
metric readings  were  as  follows:  Left — ankle  1.0, 
calf  1.75;  Right — ankle  2.0,  calf  3.0.  X-rays  of 
lower  extremities  revealed  no  calcification  and 
urinalysis  showed  no  albumin.  Patient  had  been 
treated  with  papaverine,  phenobarbital,  and  codeine- 
phenactin-aspirin  tablets.  He  was  now  given 
placebos  for  a period  of  two  weeks,  with  no  state- 
ment of  improvement.  Vitamin  E was  now  substi- 
tuted, 50  mg.  (four  times  a day),  with  no  change  in 
leg  pain  over  a period  of  seven  months.  During 
this  time  the  dosage  was  lowered  and  raised. 
There  was  no  cardiac  irregularity. 

Discussion 

Vitamin  E could  be  beneficial  in  (1)  vitamin  E 
deficiency  as  in  any  other  vitamin  deficiency  or 
(2)  specific  chemical  effect  of  tocopherols  on  mus- 
cles or  vessels  of  heart  or  other  structures.  The 
effect  of  vitamin  E on  uterine  muscle  and  gesta- 
tion is  no  reason  to  assume  a benefit  on  human 
heart  vessel  or  muscle.  Despite  some  chemical 
observations  there  is  no  evidence  of  any  known 
clinical  benefit  in  fat  metabolism.  Aside  from 
the  benefit  of  vitamin  Bi  in  specific  deficiency, 
there  is  no  known  benefit  in  heart  disease  from  any 
vitamin.  Even  in  pellagra,  associated  heart 
dysfunction  is  usually  due  to  vitamin  Bi. 

Vitamin  E therapy  produced  transitory  clinical 
improvement  in  many  patient?  when  they  were 
advised  that  they  were  receiving  a new  medicine. 
When  placebos  were  substituted,  the  patients  still 
claimed  to  feel  better  for  a short  period  of  time. 
However,  when  vitamin E was  continued,  improve- 
ment in  both  subjective  and  objective  symptoms 


disappeared.  All  patients  soon  complained  of  all 
their  original  symptoms. 

Electrocardiographic  studies  before  and  after 
exercise  with  and  without  vitamin  E therapy 
showed  no  significant  differences  in  beneficial 
changes  in  the  ST  segment  and  T waves.  Many 
ST  depressions  and  semi-inverted  T waves  became 
more  depressed  and  inverted  following  vitamin 
E therapy  with  exercise. 

No  patient  with  uncomplicated  arteriosclerotic 
peripheral  vascular  disease  claimed  any  improve- 
ment. In  the  combination  of  coronary  and 
peripheral  arteriosclerotic  disease  in  the  same 
individual,  the  patients  claimed  improvement  in 
the  anginal  syndrome  up  to  a period  of  six  weeks 
but  no  response  to  leg  pain. 

In  the  cases  of  heart  disease,  peripheral  vascu- 
lar disease,  or  a combination  of  both,  the  electro- 
cardiograms revealed  either  no  change  or  further 
impairment  while  the  patients  were  taking  vita- 
min E over  a period  of  one  year.  Three  cases 
developed  transitory  premature  beats,  and  one 
developed  auricular  fibrillation.  When  medica- 
tion was  discontinued,  the  premature  beats  and 
fibrillation  continued  for  a few  weeks. 

Vitamin  E is  an  innocuous  substance  and  is  no 
more  indicated  than  iron  or  arsenic  or  quinine. 
There  is  no  reason  to  assume  that  vitamin  E 
deficiency  is  a factor  in  human  heart  disease,  and 
no  evidence  exists  to  indicate  that  vitamin  E 
deficiency  causes  coronary  or  cardiac  insufficiency. 
Hence,  there  is  no  indication  to  administer  it,  and 
the  response  to  its  exhibition  in  clinical  heart  dis- 
ease has  been  nil. 

Summary  and  Conclusions 

Vitamin  E in  doses  ranging  from  150  to  800 
mg.  daily,  given  over  a period  of  one  year,  -was 
found  to  produce  no  benefit  when  given  to  21  cases 
of  arteriosclerotic  heart  disease,  including  five 
with  congestive  failure  and  two  with  luetic  heart 
disease.  Twelve  patients  with  arteriosclerotic 
peripheral  vascular  disease  and  two  with  thrombo- 
angiitis obliterans  also  experienced  no  benefit. 
There  is  no  evidence  that  vitamin  E deficiency  is 
a factor  in  human  clinical  heart  disease.  There 
is,  therefore,  no  reason  to  expect  benefit  from  the 
administration  of  this  material  in  clinical  cardiac 
and  peripheral  vascular  disease. 
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ON  THE  DIAGNOSIS  OF  MULTIPLE  SCLEROSIS 

Foster  Kennedy,  M.D.,  New  York  City 

( From  the  Department  of  Neurology , Cornell  University  Medical  College) 


MONTAIGNE  once  said  he,  through  his  life, 
had  “told  as  much  Truth”  as  he  dared. 
However,  as  he  “grew  older,”  he  found  he  could 
“tell  Truth  more.” 

The  crux  of  this  business  is  the  word  multiple 
— it  is  not  the  word  sclerosis.  Multiple  sclerosis 
is  a disease,  from  whatever  source  it  comes,  of 
the  whole  cerebrospinal  axis  and  oddly  enough 
with  an  extraordinarily  exact  age  incidence, 
appearing  in  individuals  anywhere  from  sixteen 
to  forty-five  years  of  age.  Similarly  appearing 
conditions  should  be  viewed  askance  if  they  occur 
outside  these  most  exact  age  limits.  Yes,  there 
are  scattered  reports  of  multiple  sclerosis  at 
thirteen  in  the  literature,  but  they  do  not  ring 
true,  and  I think  they  are  not. 

We  must  go  back  to  the  “multiple”  idea.  We 
must  refuse  to  diagnose  multiple  sclerosis  if 
multiplicity  be  absent,  although,  as  will  be  said 
later,  multiplicity  may  occur  and  be  due  to  factors 
other  than  those  of  multiple  sclerosis.  However, 
if  multiplicity  be  absent,  one  must  take  great 
care. 

It  used  to  be  said  that  lateral  sclerosis  alone  is 
always  “latent”  multiple  sclerosis — “lateral  scle- 
rosis” as  shown  by  spasticity  of  the  legs,  often 
without  bladder  trouble,  and  absent  sensory 
signs.  Such  dogma,  in  shorthand,  are  foolish. 
In  the  absence  of  multiple  signs,  numbness  and 
tingling  of  the  hands,  transient  visual  blurring 
or  diplopia,  these  conditions  are  much  more 
probably  due  to  tumor  or  arachnoiditis  of  the 
spinal  cord. 

Case  1. — Mr.  L.  F.,  age  forty-one,  consulted  me 
on  October  21,  1947.  At  the  end  of  1941,  he  noticed 
his  legs  beginning  to  drag,  the  left  more  than  the 
right.  Before  the  legs  were  involved  there  was  per- 
sistent numbness  in  the  left  hand.  The  condition 
had  been  progressive  for  six  years  so  that  he  dragged 
himself  with  a very  spastic  gait,  had  a considerable 
atrophy  of  intrinsic  muscles  of  the  hands,  and 
marked  weakness  on  grasping  with  evidence  of  what 
we  call  a “spinal  hand.”  On  grasping  the  examiner’s 
hand,  the  patient’s  hand  was  extended  at  the  wrist ; 
on  the  other  side  the  same  action  produced  a flexion 
at  the  wrist.  There  was  no  pain  at  any  time.  Also 
there  was  no  bladder  or  bowel  trouble.  He  had  no 
double  vision,  although  he  was  highly  myopic.  He 
had  had  a four  months  illness  of  pericarditis  with  ef- 
fusion just  before  the  beginning  of  these  symptoms. 
There  was  then  some  ataxia  of  the  left  upper  ex- 
tremity and  astereognosis  in  the  left  hand.  Vibra- 
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tion  was  not  felt  in  the  left  little  and  ring  fingers, 
and  there  was  a considerable  diminution  in  the  same 
areas  in  the  right  hand.  I was  able  to  make  out  a 
relative  reduction  of  all  sensation  below  the  first 
dorsal  vertebrae  and  upon  pinprick  there  was  a rela- 
tive reduction  in  both  hands,  areas  of  the  eighth 
cervical  vertebrae.  The  abdominal  reflexes  were 
absent,  knee  and  ankle  jerks  grossly  exaggerated, 
legs  intensely  spastic,  and  both  plantars  extensor. 
Sense  of  position  was  normal  in  the  toes,  and  tem- 
perature and  touch  were  both  felt  more  clearly  and 
sharply  above  the  second  dorsal  segment.  I found 
that  he  was  intensely  tender  to  percussion  and  pres- 
sure over  the  seventh  cervical  and  first  and  second 
vertebrae.  Lumbar  puncture  had  been  done  and 
was  reported  as  normal. 

I did  not  believe  that  multiple  sclerosis  producing 
such  intense  results  in  the  spinal  cord  could  have 
existed  from  1941  to  1947  with  no  bladder  involve- 
ment or  eye  trouble.  Furthermore,  I felt  sure  of  the 
accuracy  of  the  sensory  losses  although  they  were 
relatively  slight  in  degree.  He  had  always  been 
diagnosed  by  many  top-level  men  in  New  York  and 
Boston  as  a case  of  multiple  sclerosis,  but  I believed 
that  he  was  suffering  from  localized  spinal  arach- 
noiditis at  the  level  of  the  eighth  cervical  and  first 
dorsal  spinal  segments  and  advised  that  this  area  be 
explored.  I had  considerable  difficulty  in  per- 
suading a physician  to  perform  the  operation. 
However,  a laminectomy  was  done,  centered  over 
the  sixth  and  seventh  cervical  segments.  I quote 
from  the  surgeon’s  report  (I  was  also  present  at  the 
operation) : “A  well-localized  zone  of  adhesive  arach- 
noiditis was  disclosed,  as  you  had  predicted,  about  1 
inch  in  length,  tightly  binding  the  dorsal  aspect  of 
the  cervical  cord  to  the  dura  mater.  When  ad- 
hesions were  separated  with  the  Number  11  scalpel 
blade,  both  from  the  dura  and  from  the  cord  pia 
mater,  only  then  did  the  cord  drop  away  to  lie  in  its 
normal  position.  Dissection,  as  you  know,  required 
a sharp  blade  owing  to  the  toughness  of  the  adhesive 
process  between  cord  and  piarachnoid.  A few  small 
venous  channels  were  noted  overlying  the  cord  at 
this  point,  which  may  indicate  some  intrinsic  cord 
pathology  secondary  to  the  longstanding  process. 
A dentate  ligament  was  divided  on  each  side  of  the 
cord  in  order  to  free  it  still  further,  according  to  the 
theory  of  Dr.  Kahn.  The  wound  was  then  closed  in 
layers  without  drains.  A small  amount  of  diluted 
penicillin  solution  was  instilled  as  a precautionary 
measure  into  the  wound.  Diagnosis:  Chronic  ad- 
hesive arachnoiditis  of  cervical  spinal  cord;  seventh 
cervical;  probably  secondary  to  former  pericard- 
itis.” 

Less  than  a month  after  the  operation  the  hands 
became  almost  entirely  normal;  the  right  upper  ab- 
dominal reflex  returned;  there  was  little  change  in 
the  spasticity  of  the  legs.  I am  encouraged  to  be- 
lieve that  much  further  recovery  will  take  place 
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during  the  coming  year.  I believe  that  the  long- 
standing pericarditis  furnished  a toxic  focus,  where 
chronic  irritation  by  neural  lymphatics  was  pro- 
duced in  the  spinal  cord  membranes  at  the  level  at 
which  we  found  them. 

I would  put  in  a short  reference  to  a patient 
living  in  Stockholm  of  whom  I’ve  been  given  full 
and  careful  reports  but  whom  I have  not  per- 
sonally seen:  Mrs.  A.  is  fifty-seven.  Sixteen 
years  ago  she  fell,  hurt  her  knee,  and  began  to 
limp;  progressively  more  spastic,  she  can  now 
walk  a few  meters  with  aid.  There  are  no  arm, 
bladder,  or  eye  symptoms,  no  dysarthria,  and  the 
patient  is  mentally  and  emotionally  stable.  An 
interesting  feature  has  been  a notable  improve- 
ment in  gait  and  power  for  one  day  before  each 
menstrual  flow.  Her  case  has  always  been  labeled, 
or  libeled,  multiple  sclerosis.  The  situation  does 
not  conform  to  that  picture,  but  resembles  more 
a spinal  arachnoiditis  or  telangiectasis.  Possibly 
the  great  amelioration  of  symptoms  under  vas- 
cular congestion  offers  a clue  to  therapeusis. 

The  diagnosis  of  multiple  sclerosis  is  not  just  a 
diagnosis.  It  is  also  a prognosis,  a prognosis  of 
utter  disaster  to  any  human  to  whom  it  is  given. 
Yet  one  finds  it  tossed  out  nonchalantly  with  the 
indecency  of  ignorance  by  eye  doctors,  neurologic 
surgeons  practicing  neurology,  and  occasionally 
also  by  well-trained  but  uncareful  neurologists. 
All  this  must  be  due  to  a poverty  of  imagination. 
Were  any  of  us  told  by  a physician  whom  we  con- 
sidered competent — and  if  we  did  not  think  him 
so,  we  shouldn’t  be  consulting  him — that  we  had 
“multiple  sclerosis,”  would  we  survive  in  morale? 
We’d  be  sunk  and  stay  sunk,  and  these  poor 
people  do  also. 

Our  medicine,  as  was  said  ten  years  ago,  is 
getting  better  and  better  in  vitro  and  worse  and 
worse  in  vivo.  The  patient  is  less;  the  test  tube 
is  more.  This,  to  one  who  regards  the  stream  of 
history,  appears  a scholasticism  from  Alexandria. 
It  must  be  fought  against;  but  first,  to  be  fought 
it  must  be  recognized. 

Forty  years  ago,  anyone  with  “nervous”  legs 
was  said  to  have  locomotor  ataxia,  and  now  he  is 
quickly  classified  “multiple  sclerosis.”  Such 
diagrams  save  thought  on  the  part  of  those  who 
have  little  thought  to  spare.  The  results  may  be 
life  tragedy.  Multiple  sclerosis  has  the  ap- 
pearance of  easy  and  obvious  diagnosis,  but  this 
opinion  should  indeed  be  reached  only  after  all 
other  possibilities  have  been  carefully  eliminated. 
Many  patients  import  that  this  exact  verdict  had 
been  given  to  them  after  an  examination  of  a 
quarter  of  an  hour.  In  such  time  no  adequate 
sensory  examination  could  have  been  made,  and 
as  long  as  memory  remains,  the  spoken  word  can 
never  be  recalled. 


I wish  to  quote  a letter  of  a year  ago  to  Warren 
McCullough  regarding  a very  hardworking  news- 
paper woman  and  columnist,  age  forty-two: 
“This  lady  has  always  had  a congenital  weakness 
in  the  muscles  of  the  left  eye.  Under  fatigue,  on 
looking  to  the  left  things  looked  fuzzy,  but  not  to 
the  right.  She  occasionally  sees  double  on  look- 
ing to  the  extreme  right  or  left.  She  works  too 
hard  and  is  often  completely  exhausted,  though 
she  quickly  recovers  in  normal  manner.  She  has 
always  been  clumsy  in  her  motor  movements ; for 
instance,  she  has  always  wanted  to  be  able  to 
dance,  but  never  could  do  so.  This  lady  has  been 
told  that  she  has  multiple  sclerosis.  I was  able 
to  assure  her  that  she  has  not  this  condition. 
She  has  a congenital  weakness  of  her  recti  eye 
muscles.  Her  left  external  rectus  is  most  af- 
fected. This  occasions  a pseudonystagmus  on 
looking  to  the  right  or  left,  but  no  nystagmus  on 
looking  either  up  or  down.  She  left  me,  I think, 
greatly  relieved  regarding  her  future  and  I wrung 
a promise  from  her  to  do  less  strenous  work.” 
Often,  when  tired,  she  had  felt  weariness  in  legs 
and  vagrant  pains.  There  were  no  allergies, 
no  bladder  trouble,  no  losses  of  vision,  no  sensory 
changes.  Reflexes,  including  abdominal  re- 
flexes, were  normal.  A letter  from  her,  lately, 
expresses  her  well-being  and  her  peace  of  mind. 
An  ophthalmologist  would  probably  not  have 
diagnosed  this  case  as  multiple  sclerosis,  as  he  is 
more  aware  than  we  that  diplopia  may  come  from 
other  causes  than  neural  weakness,  but  he,  too, 
errs  often  in  calling  so  many  cases  of  retrobulbar 
neuritis  “early  multiple  sclerosis,”  when,  in 
truth,  the  neuritis  has  a passing  toxic  or  allergic 
cause. 

Case  2. — H.  D’A.,  a twenty-five-year-old  woman, 
presented  herself  in  1943.  One  day  in  July,  1942, 
right  eye  vision  suddenly  grew  very  poor,  and  she 
staggered.  After  two  months,  vision  in  the  left  eye 
deteriorated.  Also  in  July,  1942,  she  lost  power  to 
walk  without  help.  Both  arms  suddenly  became 
ataxic,  and  she  had  to  be  fed.  Motor  control  of 
arms  was  restored  in  December,  1942,  but  her  hands 
were  numb,  as  were  both  feet.  This  improved,  but 
the  hands  then  did  not  improve,  and  signature  was 
unrecognizable.  She  has  no  obvious  allergy,  but  a 
sister  suffers  from  severe  hay  fever.  The  retro- 
bulbar right  pupil  had  temporal  pallor,  no  nystag- 
mus. Right  arm  was  ataxic.  Abdominal  reflexes 
were  present  right  and  left.  Right  plantar  reflex 
was  extensor;  the  left  was  doubtful.  There  was  no 
vibration  sense  in  legs  and  no  astereognosis. 

To  quote  from  my  letter  to  her  brother,  a pathol- 
ogist: “This  looks  like  multiple  sclerosis.  How- 
ever, I’d  point  out  the  extreme  acuteness  of  her 
symptoms  and  their  very  great  degree  of  fluctuation; 
also  the  retention  of  abdominal  reflexes  and  the  very 
slight  implication  of  the  bladder  sphincter — all 
these  variants  from  most  multiple  sclerosis  cases. 
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I have  seen  many  cases  of  allergic  encephalopathy 
mimic  multiple  sclerosis  so  I believe  it  wise  to  carry 
out  allergic  tests  to  discover  any  undue  reaction  to 
pathogenic  staphylococcus  and  streptococcus,  par- 
ticularly her  own.”  Throat  and  stool  cultures 
were  advised  as  was  skin  testing  with  pathologic 
bacteria  so  recovered;  also  200  mg.  of  thiamine 
chloride  daily  was  administered  intramuscularly. 
My  final  paragraph  was  as  follows:  “I  do  not  like 
patients  to  be  told  that  they  have  multiple  sclerosis, 
if  it  can  possibly  be  avoided.  They  inevitably  read 
up  the  disease  in  encyclopedias  and  abandon  any 
hope  of  recovery.  Multiple  sclerosis  so  acute  and  so 
variable  as  this  would  be  is  uncommon  in  brunettes 
of  Italian  extraction;  so  please  marshal  all  hopeful 
evidence  for  her  benefit.” 

Her  doctor  brother  obtained  strongly  positive 
skin  tests  from  her  own  strain  of  Streptococcus 
viridans  and  gave  her  autogenous  vaccines,  sodium 
thiosulfate,  and,  in  July,  1944,  tetrathione.  Twice 
in  that  time  she  had  a severe  allergic  edema  of  the 
upper  lip.  These  therapies  continued  through  1945 
when  she  was  able  to  play  the  piano  again  for  two 
hours  a day.  On  June  16,  1946,  there  was  no  nys- 
tagmus, abdominal  reflexes  were  brisk,  and  vibration 
sense  was  entirely  restored.  Left  plantar  reflex  was 
normal,  while  the  right  was  slightly  but  definitely 
extensor.  Gait  and  arm  actions  were  normal. 
With  my  permission  she  then  flew  to  Rome  on  an 
errand  of  sanctification.  My  note  of  April,  1947, 
reads:  “Perfectly  normal  in  signs  and  symptoms, 
gained  7 pounds.  Playing  piano  three  hours  daily.” 
She  married  last  J uly. 

Doctor  Robert  Cooke  and  I,  some  twenty 
years  ago,  studied  the  case  of  a young  girl  of 
twenty  on  whom  the  diagnosis  of  multiple  sclero- 
sis had  been  made  by  several  eminent  consultants 
because  of  recurring  attacks  of  monocular  blind- 
ness in  either  the  right  or  left  eye.  She  had  had 
eczema  in  infancy  and  asthma,  from  contact  with 
rabbits;  never  before  had  she  been  questioned  on 
such  matters.  Food  and  drug  allergies  were  elim- 
inated as  possibilities.  The  physical  examina- 
tion was  negative,  save  for  large  and  grossly  in- 
fected tonsils,  which  were  removed.  She  was 
treated  with  an  autogenous  Streptococcus  viri- 
dans vaccine.  Observed  for  ten  years,  she  never 
had  any  return  of  blindness,  and  no  other  neuro- 
logic symptoms  ever  developed. 

Case  3. — Mrs.  W.,  age  thirty-two,  began  her 
interview  in  1946  with  me  by  saying  that  she  “had 
multiple  sclerosis.”  There  was  a four-year  history 
of  a “sort  of  numbness  in  the  feet  and  lower  legs.” 
She  had  been  overworked  as  a nurse  in  an  English 
war  hospital.  There  had  been  secondary  anemia. 
She  had  had  influenza,  and  there  had  developed 
“pins  and  needles”  sensation  in  the  left  hand  more 
than  in  the  right.  For  two  years  after  this  she  con- 
tinued in  her  capacity  as  a nurse  in  the  hospital. 
She  had  a sense  of  fatigue,  and  she  “dropped  things.” 
She  had  never  had  any  blurring  of  vision,  diplopia, 
or  difficulty  with  double  vision.  In  1943,  she 


began  to  have  precipitancy  and  occasional  inconti- 
nence of  urine. 

It  was  surmised  by  very  good  doctors,  known  to 
me,  that  she  might  have  multiple  sclerosis.  How- 
ever, for  a time,  a contrary  opinion  prevailed  that 
she  might  instead  have  a cervical-extruded  disk. 
Laminectomy  was  performed  in  1946,  with  no  ab- 
normality found  and,  of  course,  no  good  effect. 
This  diagnosis  and  operation  argues  for  a definite 
doubt  in  diagnosis.  She  was  rather  unsteady  in  gait 
and  was  afraid  of  going  downstairs. 

Her  mother  had  hay  fever.  She,  three  or  four 
times  a year,  is  subject  to  important  attacks  of 
hives,  usually  appearing  on  the  stomach  and  face. 
Her  son  has  severe  asthma.  The  only  physical  sign 
of  her  disease  was  a doubtful  left  plantar  reflex  and  a 
quite  definite  right  extensor  reflex.  The  abdominal 
reflexes:  right,  normally  active;  left  superior  quad- 
rant, absent;  inferior  quadrant,  present.  There  was 
no  sensory  loss. 

This  patient  proved  to  be  highly  oversensitive 
to  her  own  staphylococci  and  streptococci.  Auto- 
genous vaccines  were  made  up  by  Doctor  Cooke, 
and  her  progress  since  her  first  visit  has  been  one  of 
continued  improvement.  To  have  acquiesced  in 
the  doubtful  diagnosis  of  multiple  sclerosis  com- 
plicated by  another  diagnosis  of  slipped  interverte- 
bral disk  would  have  broken  this  woman’s  spirit, 
destroyed  her  future,  and  ignored  the  implication 
of  her  allergic  state. 

Case  4 ■ — J-  S.  consulted  me  at  the  age  of  twenty- 
one  in  1937,  because  of  weakness  in  the  left  arm  and 
in  the  right  leg;  from  these  he  quickly  recovered. 
From  time  to  time,  since  then,  he  has  had  quickly 
passing  serious  disorders  in  the  central  nervous 
system,  medullary  signs  of  palate  weakness,  diffi- 
culty in  swallowing,  numb  sensations  in  the  legs, 
blurred  vision  of  retrobulbar  neuritic  type,  and 
paralysis  of  the  right  side  of  the  face.  He  is  an  in- 
tensely allergic  individual.  He  presented  himself 
once  with  a partial  pressure-neuritis  of  the  right 
seventh  nerve.  Had  I not  seen  him  at  that  time,  I 
should  not  have  been  able  to  grasp  that  this  facial 
weakness  was  accompanied  by  swelling  of  the  facial 
tissues.  This  circumstance,  I believed,  proved  the 
allergic  reaction  and  set  my  mind  at  rest  regarding 
the  possibility  of  his  having  an  innately  degenerative 
disease  such  as  multiple  sclerosis.  Altogether  good 
news  despite  his  temporary  asymmetric  appearance ! 
He  proved  to  be  sensitive  to  a number  of  foodstuffs 
and  to  his  own  bacteria.  His  diet  was  regulated,  an 
autogenous  vaccine  used,  and  high  dosage  of  thia- 
mine chloride  instituted.  In  1948,  eleven  years 
after  the  onset  of  apparently  malignant  symptoms, 
he  was  well  and,  of  course,  in  much  better  health 
than  he  was  in  1937.  I submit  that  this  is  not  the 
course  of  multiple  sclerosis  as  we  are  accustomed  to 
see  it  in  young  people.  Pie  had  had  many  serious 
and,  in  two  instances,  grave  episodes  of  central 
nervous  dysfunction;  ten  years  later  no  permanent 
sign  of  injury  of  the  nervous  system  could  be  found. 

Case  5. — Mrs.  H.  T.,  age  twenty-six  in  1947,  was 
referred  to  me  for  symptoms  beginning  in  1935,  at 
which  time  there  was  numbness  of  the  big  toe  of  the 
right  foot;  in  1943,  numbness  of  the  right  knee  to 
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the  hip;  in  1944,  sudden  onset  of  blurred  vision  in 
the  right  eye  which  lasted  one  week.  In  1945,  she 
could  not  see  clearly  and  had  a large  paracentral 
scotoma  in  each  eye.  This  cleared  quickly.  In 
1943,  she  was  said  to  have  undulant  fever.  Brucel- 
lin vaccine,  then  caused  violent  allergic  reaction. 
Later,  in  1945,  she  experienced  numbness  from  below 
the  knees  on  both  sides  which  lasted  two  weeks. 
A month  later  there  was  numbness  of  the  index  finger 
of  the  left  hand,  gradually  extending  for  a two-day 
period  up  to  the  elbow.  In  February,  1946,  there 
was  a feeling  of  numbness  all  over  her  body  up  to  a 
low  collar  line,  from  which  she  recovered  completely 
in  April.  In  June,  1946,  she  had  her  fourth  injec- 
tion of  Brucellin  vaccine.  She  immediately  got 
numb  in  both  legs ; this  sensation  extended  over  the 
entire  body  except  the  right  side  of  the  face.  She 
recovered  from  this  in  ten  days. 

She  had  always  been  subject  to  hay  fever  and 
asthma.  All  her  life  she  had  had  a tendency  to  hives 
on  emotional  excitement.  Both  her  father  and 
mother  were  very  allergic  individuals. 

On  examination  the  ocular  fundi  were  normal; 
there  was  astereognosis  and  loss  of  vibration  sense 
in  the  upper  extremities,  the  left  more  than  the  right. 
The  abdominal  reflexes  were  absent.  Plantars  were 
of  extensor  type  on  each  side.  There  was  no  other 
sensory  loss.  There  was  very  little  ataxia  and  prac- 
tically no  loss  of  power. 

A quotation  from  my  letter  to  her  doctor  is  the 
following:  “Her  symptoms,  as  you  know,  first  ap- 
peared in  1935,  but  in  1946  she  is  able  to  walk  with 
no  noticeable  difficulty;  she  ran  for  a short  dis- 
tance across  my  room,  back  and  forward  with  no 
difficulty.  The  bladder  is  not  affected.  There  is 
almost  no  loss  of  power  in  the  legs.  This  result, 
after  more  than  ten  years  of  symptoms  at  this  young 
age,  does  not  seem  to  me  to  be  compatible  with  the 
diagnosis  of  multiple  sclerosis.”  She  was  given 
autogenous  vaccine,  and  an  infected  molar  tooth  was 
removed.  She  was  ordered  to  have  her  tonsils 
taken  out  in  California  where  she  was  going  to  live. 

No  new  symptoms  developed  in  the  following  year. 
She  was  able  to  begin  and  to  continue  playing  golf. 
Her  one  unhappiness,  accompanied  by  an  attack  of 
hives,  occurred  when  she  was  told  by  an  apparently 
well-authenticated,  and  even  licensed,  physician 
that  she  needed  a psychiatrist  and  that  she  should 
stop  all  her  medicines  and  undergo  psychoanalysis ! 

A physician,  subject  to  eczema,  went  through 
several  attacks  of  retrobulbar  neuritis  eighteen 
years  ago  which  produced  blindness  first  in  one 
eye  and  then  in  the  other;  later,  for  three  weeks 
there  was  severe  weakness  of  the  right  external 
rectus  eye  muscles.  Today,  there  is  still  pallor 


in  the  right  optic  nerve  of  which  the  vision  is  50 
per  cent  reduced.  Later  there  were  severe  signs 
of  a thalamic  syndrome  on  the  right  side  of  the 
body;  an  acute  cerebellar  picture  once  appeared 
after  eating  pork,  characterized  by  swinging  nys- 
tagmus and  motor  ataxia  of  all  extremities. 
Recovery  from  this  took  place  in  five  days.  Since 
these  events  he  has  remained  well  and  is  active 
in  hospital  and  private  practice.  However,  after 
six  months’  testing  by  Robert  Loeb  in  elimination 
diets,  he  was  condemned  to  eat  “everything 
that  flies,  nothing  that  swims,  and  only  lamb  on 
land.”  Two  years  ago,  in  a country  inn,  un- 
wisely, he  took  “soup.”  It  had  generic  and 
multiple  sources — dizziness  and  double  vision  for 
two  days  were  the  result. 

Hysteria  in  a mother  bereft  by  death  of  her 
children  has  been  worsened  by  the  prospect  of  her 
inevitable  paralysis  put  before  her  by  an  incom- 
petent observer  who  tried  to  read  while  he  ran. 

The  episodes  of  multiple  sclerosis,  intermis- 
sions, the  curability  of  its  most  acute  crises,  the 
attack  on  the  optic  nerves,  the  neglect  of  sensory 
paths — all  these  things  much  resemble  the  phe- 
nomena produced  by  localized  allergic  edema 
which  has  come  to  attack  the  central  nervous 
system.  We  should  notice  also  that  the  recent 
plaques  in  the  rare  autopsies  of  acute  cases  of 
multiple  sclerosis  are  not  sclerotic,  they  are  peri- 
vascular infiltrations  of  nervous  tissue  by  fluid. 
These  fluid  areas  are  usually  well  absorbed, 
coinciding  no  doubt  with  improvement  in  symp- 
toms. Only  later  do  some  of  these  edematous 
sites  become  sclerotic,  like  the  scar  tissue  of  an 
old  wound. 

I have  spoken  of  the  frequency  of  retrobulbar 
neuritis  appearing  as  the  result  of  allergic  action. 
I should  like  to  repeat  that  there  are  far  more 
cases  of  allergic  retrobulbar  neuritis  than  there 
are  cases  in  which  this  is  an  early  sign  of  multiple 
sclerosis.  This  name,  together  with  encephalitis, 
is  like  two  paniers  hung  over  the  back  of  an  ass, 
owned  by  a lazy  man  who  tosses  there  all  papers 
found  on  the  highway  that  are  hard  to  read. 
In  fine,  we  should  no  more  tell  our  patients  that 
they  have  multiple  sclerosis  than  we  should  tell 
them  they  have  inoperable  cancer.  Hope  is  an 
emotion  in  its  own  right,  and  the  physician  may 
be  wrong. 
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WITH  the  rapid  growth  in  the  number  of 
cases  in  which  mercurial  diuretics  have 
been  administered,  we  find  in  the  literature  an 
increasing  number  of  reports  on  untoward  effects 
resulting  from  the  parenteral  administration  of 
these  drugs.  Among  the  side-reactions  the  most 
important  is  the  death  of  the  patient  shortly  after 
the  injection.  In  recent  literature  there  are 
many  reports  about  such  fatalities  and  a survey 
of  32  such  deaths  by  Kauffman,  all  following  an 
intravenous  injection  of  a mercurial  diuretic.1-11 

The  mechanism  of  death  due  to  injection  of 
mercurials  was  ventricular  asystole  or,  in  other 
cases,  ventricular  fibrillation.  There  is  at  pres- 
ent no  final  agreement  on  the  causes  of  these 
deaths.  Oettle,  for  instance,  considers  death  due 
to  the  toxicity  of  the  mercurial  and  suggests  de- 
toxication by  intracardiac  injection  of  sodium 
thiosulfate,  while  other  authors  suggest  intra- 
venous injection  of  the  drug  prior  to  the  adminis- 
tration of  the  mercurial.7  Some  advocate  an 
addition  of  magnesium  sulfate  to  the  mercurial 
in  order  to  lower  its  toxicity. 

The  idea  that  the  toxicity  of  the  mercurial 
diuretics  is  due  to  mercury  poisoning  can  be 
readily  dismissed,  because  no  toxic  changes  of  the 
mucous  membranes  of  the  gastrointestinal  tract 
were  ever  encountered  in  untoward  reactions  due 
to  mercurial  diuretics. 

Sudden  death  was  not  always  the  only  side- 
reaction  to  the  injection  of  a mercurial  diuretic. 
We  find  other  less  tragic  reactions  which,  how- 
ever, are  also  important.  Two  cases  in  our  clinic 
were  characteristic  of  the  type  of  side-reaction 
frequently  encountered. 

Case  1. — J.  S.,  a sixty-four-year-old  Negro  man, 
suffering  from  congestive  failure  due  to  aortic  in- 
sufficiency, aneurysm  of  the  aorta,  and  hyperten- 
sion, had  been  under  observation  since  1943.  In 
October,  1943,  he  developed  pulmonary  edema  im- 
mediately after  intravenous  injection  of  a mercurial. 
The  pulmonary  edema  cleared  up  spontaneously 
after  a few  minutes.  Further  intravenous  injections 
produced  collapse  three  times.  The  intravenous  in- 
jections were  replaced  by  intramuscular  administra- 
tion without  any  side-reactions  and  are  still  being 
given. 

Case  2. — 0.  S.,  a sixty-eight-year-old  white  man, 
with  congestive  heart  failure  due  to  arteriosclerotic 
cardiovascular  disease,  had  been  given  mercurials  in- 
travenously since  1946.  In  1947,  he  had  carpopedal 
cramps  for  three  days  following  an  injection.  A week 


later  he  again  had  cramps  after  another  injection. 
The  mercurial  was  discontinued.  However,  a week 
later  an  injection  had  to  be  given  again,  this  time 
intramuscularly,  because  of  marked  edema.  After- 
wards, the  patient  complained  of  numbness  on  fore- 
head, eyelids,  and  cheek,  and  carpopedal  cramps. 
Blood  calcium  was  7.2  mg.  per  cent.  Mercurials 
were  discontinued  for  two  weeks.  Blood  calcium 
was  now  9.4  mg.  per  cent.  Further  injections  caused 
excruciating  cramps  in  feet  and  legs  every  time  they 
were  given. 

In  1948,  several  minutes  after  an  intramuscular 
injection  of  a mercurial,  he  had  a sudden  onset  of 
faintness,  pallor,  and  sweating  and  appeared  stu- 
porous and  slumped.  The  heart  sounds  were  almost 
inaudible.  The  pulse  was  soft  but  regular  and  slow 
and  soon  became  fuller  and  the  blood  pressure  rose 
to  130/100. 

Not  infrequently  we  encounter  tetany  as  an 
immediate  or  late  reaction  to  one  or  many  injec- 
tions of  mercurials.  Pavel  and  his  coworkers  re- 
port a case  of  tetany  and  hypocalcemia  following 
mercurial  injections;  Sendel’s  patient  developed 
carpopedal  spasm  and  laryngism  immediately 
after  the  injection,  despite  the  use  of  calcium  and 
ammonium  chloride  two  hours  previously.12’10 
It  is  important  to  note  that  in  this  case  no  time 
for  diuresis  was  available,  so  that  the  effect  of  a 
massive  outflow  of  water  and  calcium  could  not 
be  causative. 

Marshall  reported  a case  of  tetany  in  a patient 
who  had  200  injections  previously  without  ill-ef- 
fects.13 The  tetany  subsided  on  administration 
of  calcium.  In  this  case,  as  in  ours  and  in  that  of 
Pavel,  there  was  a lowered  calcium  level  of  7 mg. 
per  cent.  Some  patients,  however,  have  no  re- 
duction in  the  calcium  level,  as,  for  instance,  those 
reported  by  Braud e-Heller. 14  In  some  instances, 
attacks  of  tetany  occurred  during  the  period  of 
dehydration,  while  in  others  tetany  started  before 
diuresis.  These  observations  suggest  some  mech- 
anism other  than  profuse  diuresis  as  a cause  for 
imbalance  of  electrolytes. 

Another  untoward  reaction  to  injections  of 
mercurials  is  oliguria  and  anuria  as  signs  of  a 
uremic  condition.  We  refer,  of  course,  only  to 
uremia  arising  from  the  mercurials  administra- 
tion itself,  not  to  uremia  due  to  renal  impairment 
because  of  kidney  or  cardiovascular  disease.  It  is 
best  to  describe  the  type  of  uremia  arising  from 
mercurial  administration  as  extrarenal  uremia, 
which  is  characterized  by  a relatively  much 
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greater  increase  of  urea  in  the  blood — up  to  five- 
fold— than  occurs  in  renal  uremia.  At  the  same 
time  creatinine  is  increased  by  a much  smaller 
amount.  Thorn,  Koepf,  and  Clinton  reported 
renal  failure  simulating  adrenocortical  insuffi- 
ciency.16 In  1922,  six  cases  of  this  kind  were 
already  reported  by  Allen  and  Sherill. 16  With 
the  increase  in  the  number  of  patients  with  con- 
gestive failure  treated  with  a salt-poor  diet  and 
mercurials,  more  and  more  reports  about  uremic 
conditions  due  to  indiscriminate  use  of  mercurials 
appear  in  the  literature.  Thus,  McGuire  gives 
case  histories  which  show  a rapid  and  tremendous 
rise  of  blood  urea  and  creatinine  after  sodium  de- 
pletion due  to  a salt-poor  diet  and  mercurials.17 
In  his  opinion  such  uremic  conditions  are  not  at 
all  infrequent. 

Fever  and,  in  some  cases,  stupor  also  occur  as 
side-reactions  to  a mercurial  injection.  The 
fever  can  be  explained  as  due  to  dehydration, 
as  it  occurs  in  people  in  whom  the  loss  of  water  is 
much  larger  than  the  intake.  Stupor  can  be  con- 
nected with  uremia,  but  it  can  also  be  the  result 
of  a disturbed  calcium  metabolism  and  is  probably 
linked  to  the  problem  of  ionization  and  to  the 
general  problem  of  the  biochemical  processes 
which  occur  after  a mercurial  injection. 

The  mechanism  of  cardiac  edema  is  still  under 
discussion,  but  a tremendous  number  of  clinical 
observations  and  experiments  leave  little  doubt 
that  among  the  factors  which  lead  to  edema, 
sodium  retention  plays  a most  important  role. 
The  biochemical  changes  which  occur  in  the  body 
after  diuresis,  following  the  injection  of  a mer- 
curial, are  based  on  the  water  balance  and  the  re- 
lationship between  water  and  electrolytes.  The 
main  role  in  the  base  balance  is  played  by  sodium 
and  potassium  because  the  other  electrolytes  are 
little  dissociated.  There  is  an  unequal  distribu- 
tion of  sodium,  potassium,  and  total  base  between 
cells  and  extracellular  fluids.  Sodium  is  pre- 
dominant in  extracellular  fluids,  while  potassium 
predominates  in  muscle  and  blood  cells.  Gamble 
and  his  coworkers  have  demonstrated  that 
measures  which  reduce  the  water  contents  of  the 
organism  lead  to  the  excretion  of  an  equivalent 
amount  of  base.18  Conversely,  measures  which 
deplete  base  are  attended  by  equivalent  losses  of 
water.  The  same  applies  to  retention  of  elec- 
trolytes and  accumulation  of  water.  When  the 
water  changes  affect  chiefly  the  extracellular 
fluids,  the  base  that  is  simultaneously  retained  or 
lost  is  chiefly  sodium;  when  the  cellular  fluids 
are  involved,  potassium  accompanies  them. 
Under  extraordinary  conditions  the  separation  of 
potassium  from  sodium  breaks  down.  In  wasting 
diseases  or  in  starvation,  potassium  is  excreted 
with  other  elements.  As  proved  by  Gamble,  even 


diuresis  may  cause  a marked  excretion  of  endog- 
enous potassium.18 

Potassium  is  the  chief  mineral  constituent  of 
muscles  and  of  most  other  tissues  and  apparently 
can  be  replaced  to  a limited  extent  only  by  so- 
dium, while  sodium,  as  the  chief  cation  of  plasma, 
is  incapable  of  any  considerable  replacement  by 
potassiunu  salts,  without  fatal  results. 

Fourteen  to  sixteen  grams  of  sodium  is  the 
upper  limit  of  tolerance  by  healthy  people.  In 
the  presence  of  renal  or  cardiac  insufficiency  the 
limit  is  lowered.  After  dehydration  even  more 
can  be  taken  for  several  days  until  the  deficit 
is  restored.  Continuation  of  salt  intake,  how- 
ever, results  in  edema.  For  potassium  the 
upper  limit  is  not  so  high ; 13  Gm.  of  potassium 
can  be  given  for  several  days.  Even  much 
smaller  doses,  however,  may  cause  diarrhea  and, 
in  heart  patients,  circulatory  symptoms.  Leiter 
draws  attention  to  the  fact  that  previous  dietary 
regime  and  disturbances  which  may  have  de- 
ranged the  electrolyte  content  must  be  taken  into 
consideration  in  the  interpretation  of  experi- 
mental data  or  of  clinical  tests  that  depend  on  the 
response  to  the  administration  of  salts.19 

How  does  the  normal  metabolism  of  sodium, 
potassium,  and  water  apply  to  the  treatment  of 
heart  failure  with  mercurial  diuretics,  and  when 
can  side-reactions  be  expected?  Mercurials  have 
a definite  place  in  the  treatment  of  congestive 
heart  failure.  In  many  cases  they  can  replace 
digitalis  and  achieve  results  where  digitalis  failed. 
One  may  wonder  why  these  side-reactions  and 
death  due  to  mercurials  are  comparatively  rare, 
even  though  the  number  of  injections  reaches 
thousands  per  day.  The  answer  is  that  side- 
reactions  are  much  more  frequent  than  doctors 
suspect.  Very  often  these  reactions  are  tran- 
sient, and  at  the  same  time  the  clinical  picture  is 
obscured  by  other  signs  and  symptoms  arising 
from  the  heart  failure.  Without  knowledge  of 
the  biochemical  shifts  which  can  occur  after  ad- 
ministration of  a mercurial,  the  signs  and  symp- 
toms of  the  side-reactions  will  either  not  be 
heeded,  or  they  will  be  attributed  to  quite  dif- 
ferent causes  and  wrongly  interpreted. 

In  daily  ambulatory  practice  the  patient  never 
keeps  strictly  to  a salt-free  or  salt-poor  diet.  He 
takes  salt  because  of  the  difficulty  of  getting  a 
salt-poor  diet  at  home  or  in  a restaurant.  This 
sodium  replenishment  of  the  body  after  sodium 
depletion  due  to  mercurial  diuretics  prevents  the 
occurrence  of  severe  untoward  reactions.  This  is 
also  the  reason  why  untoward  reactions  after 
mercurials  usually  occur  in  hospitals  where  the 
salt-free  diet  can  be  efficiently  supervised. 

Another  reason  for  the  comparatively  rare  re- 
ports of  side-reactions  to  injections  of  mercurials 
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is  the  fact  that  the  main  source  of  water  excretion 
during  diuresis  is  extracellular  fluid  which  con- 
tains little  potassium  and  plays  a much  lesser 
part  in  the  biochemical  reactions  of  the  body. 
Only  excessive  dehydration  leads  to  an  excretion 
also  of  intracellular  fluid  and  changes  the  con- 
tents and  proportions  of  electrolytes  within  the 
tissues  and  cells. 

The  main  reason  for  administration  of  mer- 
curials which  give  such  good  results,  especially 
in  large  hearts  with  a slow  sinus  rhythm,  is  the 
massive  diuresis  that  follows.  Yet  the  sodium 
diuresis,  when  mercurials  are  used,  precedes  the 
water  diuresis  by  two  to  four  hours.  Reaser 
and  Burch  proved  not  only  that  this  is  so,  but 
also  that  sodium  excretion  per  day  may  be  in- 
creased sevenfold  while  water  excretion  is  merely 
doubled.20  This  means  that  the  dehydration  by 
mercurials  is  at  the  same  time  a sodium  deple- 
tion of  the  organism.  Patients  with  severe 
vascular  disease  lose  600  to  800  mg.  of  sodium  in 
the  urine.  One  single  dose  of  a mercurial  can  de- 
plete a patient’s  sodium  by  4,000  mg.,  if  he  has  no 
edema,  and  by  15,000  mg.  in  one  week,  after  one 
dose,  if  he  has  edema.  In  other  words,  a massive 
diuresis  after  mercurials,  especially  if  they  are 
administered  in  conjunction  with  a salt-poor 
diet,  has  very  often  the  following  effects  on  the 
physiologic  biochemical  conditions  of  the  body : 

1.  Great  loss  of  electrolytes. 

2.  Diminution  of  the  alkalinity  of  the  body, 
thus  promoting  acidosis  which  is  further  increased 
by  simultaneous  use  of  acidifying  diuretics,  e.  g., 
ammonium  chloride. 

3.  Disturbance  of  the  balance  between  sodium 
and  potassium  in  the  body  and  creation  of  an 
artificial  preponderance  of  potassium.  In  some 
cases,  continuous  dehydration  by  injections  ex- 
hausts the  water  reservoir  of  the  extracellular 
fluids,  and  potassium,  the  chief  electrolyte  of  the 
cells,  leaves  the  body  with  intracellular  fluid. 
In  that  case  an  artificial  deficiency  of  potassium 
in  the  cells,  especially  those  of  the  muscles,  is 
created. 

4.  The  massive  diuresis  can  in  some  cases 
mobilize  and  lead  to  the  excretion  of  other  elec- 
trolytes, mainly  of  calcium  which  produces  an 
artificial  hypocalcemia. 

The  clinical  results  of  the  biochemical  changes 
produced  in  the  body  by  an  excessive  action  of 
mercurials  are  as  follows : 

1.  The  great  loss  of  electrolytes  can  lead  to 
extrarenal  uremia.  The  mechanism  of  extra- 
renal  uremia  due  to  loss  of  electrolytes  consists  of 
the  importance  of  sodium  and  potassium  as  thresh- 
old substances.  If,  in  the  case  of  dehydration 
from  whatever  cause,  not  enough  threshold  sub- 
stances are  available  for  reabsorption,  the  osmotic 


pressure  of  the  blood  is  in  danger  of  falling.  In 
that  case  nonthreshold  substances  such  as  urea, 
uric  acid,  ammonium  chloride,  or  phosphates  are 
reabsorbed  in  order  to  maintain  the  osmotic 
pressure.  In  addition,  the  fluid  which  is  lost  is 
alkaline.  Therefore,  dehydration  may  con- 
tribute to  acidosis.  This  is  especially  the  case 
when,  as  often  happens,  the  heart  failure  is  as- 
sociated with  renal  impairment,  for  this  leads  to  a 
superimposed  nephritic  type  of  acidosis,  while 
acids  which  should  be  excreted  by  the  kidneys 
cannot  be  excreted  due  to  extrarenal  uremia. 

2.  The  great  loss  of  electrolytes,  which  com- 
pels the  kidneys  to  reabsorb  nonthreshold  sub- 
stances, is  also  compensated  for  by  reabsorption 
of  phosphates.  This  means  that  phosphorus  in 
the  blood  is  increased.  The  increase  of  phos- 
phorus leads  to  a decrease  of  calcium.  The 
calcium  ions  may  be  normal,  increased,  or  de- 
creased. Therefore,  the  coma  and  stupor  de- 
scribed by  many  authors  may  occur  if  calcium 
ions  are  increased,  and,  on  the  other  hand,  ir- 
ritability and  tetany  may  develop  if  calcium  ions 
are  decreased.  If  the  acidosis  is  marked,  cal- 
cium ions  will  be  increased  in  spite  of  decreased 
total  calcium.  If  retention  of  phosphates  is 
marked,  total  calcium  is  much  decreased,  and 
calcium  ions  are  decreased.  The  latter  leads  to 
tetany.  The  muscle  contractions,  not  the  ad- 
ministration of  calcium  alone,  produce  acid. 
Thus,  calcium  ions  increase,  and  the  irritation 
and  tetany  decrease. 

3.  Massive  dehydration  as  a result  of  diuresis 
after  injection  of  mercurials  can  lead  to  an  excess 
of  potassium  in  the  blood;  contrariwise,  it  can 
also  lead  to  potassium  depletion,  especially  if  the 
extracellular  fluid  reservoir  is  exhausted  or  if, 
because  of  damage  to  the  capillary  wall,  its  per- 
meability is  increased.  This  occurs  when  the  cell 
membrane  is  no  longer  impervious  to  sodium. 
We  can  distinguish  the  following  two  clinical 
syndromes : 

A.  Accumulation  of  potassium  in  the  body  causes 
mortality  and  morbidity.  A concentration  of 
serum  potassium  that  is  too  high  or  too  low 
leads  to  interference  with  muscle  contraction. 
According  to  Finch,  Sawyer,  and  Flynn, 
when  potassium  reaches  a level  of  39  to  41 
per  cent  in  the  serum,  death  occurs  from  the 
effect  of  the  potassium  on  the  myocardium.21 
Potassium  intoxication  results  in  widespread 
impairment  of  neuromuscular  function.  It 
produces  a characteristic  sequence  of  electro- 
graphic changes,  namely,  a flatten:ng  or  in- 
version of  the  T wave,  increased  or  diminished 
voltage  of  the  QRS  complex,  auriculoventricu- 
lar  and  intraventricular  block,  auricular 
standstill,  auricular  fibrillation,  and  ventric- 
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ular  tachycardia.  There  is  an  impaired 
contraction  of  the  heart  and  final  arrest  of 
the  heart  in  diastole.  Flaccid  paralysis  may 
also  be  present,  involving  the  extremities  and 
to  lesser  degree  the  trunk  but  sparing  the  cran- 
ial nerves  for  the  most  part.  This  clinical 
syndrome  is  reversible.  Following  adminis- 
tration of  sodium  chloride,  both  paralysis  and 
electrocardiographic  changes  revert  to  normal. 
B.  Another  clinical  syndrome  is  due  to  potassium 
depletion.  Chlorides  lost  in  most  cases  of 
dehydration  are  derived  almost  totally  from 
extracellular  fluid  which  contains  mainly 
sodium.  In  states  of  dehydration,  however, 
potassium  depletion  may  also  occur,  accom- 
panied by  sodium  depletion  as  shown  by  Da- 
nowski,  Hald,  and  Peters.22  The  pediatrician 
Darrow  says,  “Dehydration  is  accompanied 
by  unsuspected  electrolyte  shifts.  Particu- 
larly important  is  the  discovery  of  the  magni- 
tude of  the  loss  of  potassium  from  the  cells 
of  the  body.  This  loss  results  in  a series  of 
secondary  physiologic  disturbances  which 
may  result  in  severe  complications  or  death.”23 
The  effects  of  a potassium  depletion  were  also 
observed  by  Frenkel  and  his  coworkers.24 
They  observed  muscular  weakness,  partial 
respiratory  paralysis,  waterhammer  pulse 
with  irregular  rhythm,  increased  pulse  pres- 
sure, cardiac  dilatation  with  a systolic  mur- 
mur, and  increased  venous  pressure.  The 
symptoms  disappeared  after  administration 
of  potassium.  The  authors  consider  this 
syndrome  as  an  expression  of  general  muscu- 
lar insufficiency  as  a result  of  potassium  de- 
pletion. 

4.  Falk  draws  attention  to  the  possibility 
that  dehydration  measures,  sometimes  further 
intensified  by  the  effect  of  xanthine  derivatives, 
decrease  the  fluidity  and  the  volume  of  the  blood 
and  are,  together  with  the  other  conventional 
measures,  such  as  heavy  sedation  and  inactiva- 
tion, directives  that  might  tend  to  encourage  fur- 
ther thrombosis  in  case  of  coronary  infarction.25 

Conclusions 

The  indiscriminate  use  of  mercurials  in  con- 
gestive heart  failure,  nowadays  widely  practiced, 
is  dangerous  from  the  physiologic  and  biochemical 
point  of  view  and  can  lead  to  many  undesirable 


side-reactions.  Augmenting  the  side-reactions 
is  the  simultaneous  use  of  the  salt-poor  diet  and 
acidifying  diuretics,  such  as  ammonium  chloride. 
This  combined  treatment,  by  excessive  dehydra- 
tion and  upset  of  the  electrolyte  balance,  causes 
conditions  which  precipitate  side-reactions  and 
even  death. 

Therefore,  in  treatment  of  heart  failure  with 
diuretics,  especially  with  mercurials,  it  is  ad- 
visable to  estimate  the  amount  of  excreted  ex- 
tracellular and  intracellular  fluids.  An  estima- 
tion of  the  sodium,  chloride,  and  potassium  con- 
tents in  the  blood  will  give  the  necessary  data  for 
the  calculation  of  the  lost  fluid,  and  at  the  same 
time  it  will  draw  attention  to  the  question  of 
whether  the  figures  for  sodium  and  potassium 
are  normal  or  not.  An  estimation  of  calcium  in 
the  blood  will  show  the  cases  with  low  calcium 
content,  because  these  cases  will  be  predisposed 
to  tetanic  conditions. 

201  West  77th  Street 


References 

1.  Jezer,  A.,  and  Gross,  H.:  M.  Clin.  North  America, 
Boston  Number,  p.  1295  (Sept.)  1947. 

2.  De  Graff,  A.  C.,  and  Lehman,  R.  A.:  J.A.M.A.  119: 
998  (July  25)  1942. 

3.  De  Graff,  A.  C.,  and  Nadler,  J.  E.:  ibid.  119:  1006 
(July  25)  1942. 

4.  Lindberg,  H.  A.,  Barker,  M.  H.,  and  Thomas,  M.  E.: 
ibid.  119:  1001  (July  25)  1942. 

5.  Brown,  G.,  Friedfeld,  L.,  Kissin,  M.,  Modell,  W., 
and  Sussman,  R.  M.:  ibid.  119:  1004  (July  25)  1942. 

6.  Volini,  I.  F.,  Levitt,  R.  O.,  and  Martin,  R.:  ibid. 

128:  12  (May  5)  1942. 

7.  Oettle,  A.  G.:  Brit.  M.  J.  2:  530  (Oct.  4)  1947. 

8.  Chapman,  D.  W.,  and  Schaffer,  C.  F. : Arch.  Int. 
Med.  79:  365  (Apr.)  1947. 

9.  Ben-Asher,  S.:  Ann.  Int.  Med.  25:  711  (Oct.)  1946. 

10.  Sendel,  D.  O. : J.  Christian  M.  A.  19: 109  (May)  1944. 

11.  Kauffman,  R.  E.:  Ann.  Int.  Med.  32:  1040  (1948). 

12.  Pavel,  I.,  Pavanescopodeano,  A.,  and  Tanasesco,  G.: 
Compt.  rend.  Cong,  franc,  de  med.  24:  90  (1937). 

13.  Marshall,  F.  A.:  J.A.M.A.  133:  14,  1007  (Apr.)  1947. 

14.  Braude-Heller,  A.:  Am.  OSE  Rev.  4:  2,  14  (Fall 

Issue)  1947. 

15.  Thorn,  G.  W.,  Koepf,  G.  F.,  and  Clinton,  M.:  New 
England  J.  Med.  231:  76  (July  20)  1944. 

16.  Allen,  F.,  and  Sherill,  W. : J.  Metab.  Research  2: 

429  (Oct ) 1922 

17.  McGuire,  W„  Jr.:  J.A.M.A.  137:  16,  1317  (Aug.  14) 
1948. 

18.  Gamble,  Blackfan,  and  Hamilton:  J.  Clin.  Investi- 

gation 1:  359  (1925). 

19.  Leiter,  E.:  ibid.  3:  253  (1926). 

20.  Reaser,  P.  B.,  and  Burch,  G.:  Proc.  Soc.  Exper. 

Biol.  & Med.  63:  543  (Dec.)  1946. 

21.  Finch,  C.  A.,  Sawyer,  C.  G.,  and  Flynn,  J.  M.:  Am. 
J.  Med.  1:  315  (Oct.)  1946. 

22.  Danowski,  Hald,  and  Peters:  Am.  J.  Physiol.  149: 

3,  675  (June)  1947. 

23.  Darrow,  D.  C.:  Texas  Rep.  Biol.  & Med.  5:  29 

(Spring  Issue)  i947. 

24.  Frenkel,  M.,  Groen,  Y.,  and  Willebrands,  A.  F.: 
Nederl.  tidjschr.  verlosk.  v.  geneesk.  91:  1685  (June  28) 
1947. 

25.  Fait,  O.  P.  J.:  J.A.M.A.  134:  6,  491  (June  7)  1947. 


CLINICAL  TESTS  SHOW  SAFETY  OF  COLD  HAIR  WAVING  PROCESS 

A popular  and  nationally  advertised  cold  perma-  tive  ingredient  is  ammonium  thioglycolate.  Preyi- 

nent  hair-waving  process  (Toni  Home  Wave)  was  ous  reports  on  the  medical  aspects  of  cold  .waving 

found  to  be  “safe  for  general  use”  in  a test  on  1,200  lotions  were  meager  and  replete  with  contradictions, 

women  and  men  who  volunteered  for  a study  under  Consequently  the  results  of  the  dermatologic  and 

medical  direction.  Millions  of  people  are  exposed  clinical  studies  are  of  importance.  J.A.M.A ., 

to  the  chemicals  in  the  wave  lotion.  The  main  ac-  August  3y  1949. 


Case  Reports 


PRIMARY  TUBERCULOSIS  OF  THE  CERVIX  TREATED  WITH  STREPTOMYCIN 

Erwin  T.  Michaelson,  M.D.,  Rockville  Centre,  New  York,  and  Peter  M.  Murray,  M.D., 
New  York  City 

{From  the  Sydenham  Hospital) 


T)RIMARY  tuberculosis  of  the  cervix  can  be  con- 
sidered  to  exist  only  when  no  other  focus  of  tuber- 
culosis is  demonstrable  in  the  patient,  and  before  a 
case  is  placed  in  this  category,  an  exhaustive  au- 
topsy must  have  been  performed  to  exclude  the 
presence  of  an  earlier  tuberculous  lesion.1  In  the 
case  to  be  presented,  this  criterion  cannot,  for  ob- 
vious reasons,  be  met.  It  is  our  impression,  how- 
ever, that  the  tuberculosis,  in  the  genital  tract  at 
least,  was  primary  in  the  cervix. 

Genital  tuberculosis  involves  most  frequently  the 
following  organs:  tubes,  90  per  cent;  endometrium, 
75  per  cent;  ovaries,  30  per  cent;  cervix,  5.5  per 
cent,  and  vagina  and  vulva,  0.5  per  cent.2  Tuber- 
culosis of  the  cervix  was  first  described  in  1831  by 
Reynaud.  Lester  states  that  4 per  cent  of  women 
who  have  tuberculosis  elsewhere  in  the  body  have 
cervix  involvement.3  Stevenson  reports  that  95  per 
cent  of  the  cases  of  tuberculosis  of  the  cervix  are 
secondary  to  active  tuberculosis  elsewhere  in  the 
body,  and  85  per  cent  of  cervical  tuberculosis  is 
secondary  to  upper  genital  tract  infection.2  Tuber- 
culous cervicitis  occurs  about  once  to  every  200  cases 
of  carcinoma  of  the  cervix.2 


Case  Report 

A twenty-five-year-old  Negro  woman,  single, 
gravida  0 , Para  0,  was  admitted  to  Sydenham  Hospital 
on  March  10,  1948,  with  a two-week  history  of  lower 
abdominal  pains.  About  three  months  prior  to 
admission,  the  patient  noted  bleeding  after  intercourse 
and  increased  vaginal  discharge.  There  had  been 
no  dyspareunia.  Menstrual  periods  began  at  the 
age  of  thirteen,  occurred  every  twenty-eight  days, 
and  lasted  five  days.  There  had  been  no  change  in 
the  menstrual  history.  Past  history  was  noncon- 
tributory. 

Physical  examination  revealed  a fairly  well- 
developed  woman  with  blood  pressure  of  94/66,  nor- 
mal temperature,  and  normal  pulse  rate.  Heart  and 
lungs  were  normal.  The  abdomen  was  held  tense, 
making  palpation  very  difficult.  There  was,  how- 
ever, no  actual  spasm  or  tenderness.  Pelvic  ex- 
amination revealed  normal  external  genitalia.  The 
introitus  was  relaxed.  The  cervix  was  almost  com- 
pletely eaten  away  by  a fungating  growth  which  ex- 
tended laterally  to  the  left  and  along  the  left  vaginal 
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wall.  The  fundus  could  not  be  outlined  due  to  the 
patient’s  failure  to  relax.  There  were,  however,  no 
masses  or  tenderness  in  the  fornices.  The  impres- 
sion was  that  the  patient  presented  a carcinoma  of 
the  cervix,  grade  3. 

Laboratory  workup  showed  red  blood  cells 
4,050,000  with  74  per  cent  hemoglobin;  white 
blood  cells  6,800  with  38  segmented,  30  band,  26 
lymphocytes,  and  6 monocytes.  The  sedimenta- 
tion rate  was  31  mm.  in  one  hour.  The  urine  was 
negative.  Kahn  test  was  negative,  as  was  smear 
for  Donovan  bodies  and  cervical  smear  for  acid-fast 
bacilli;  urine  culture  showed  diphtheroids. 

On  March  11,  a cervical  biopsy  was  taken.  This 
was  reported  as  tuberculous  cervicitis  with  numer- 
ous epithelioid,  and  occasional  Langhans  cells 
(Figs.  1,  2).  Following  the  receipt  of  this  report, 
an  x-ray  of  the  chest  was  taken.  This  showed  ir- 
regular calcified  nodes  in  the  upper  portion  of  the 
right  hilus.  The  rest  of  the  lung  fields  was  clear. 
An  intravenous  pyelogram  was  reported  negative. 

On  March  21,  the  patient  was  seen  in  consultation 
with  a radiotherapist,  who  advised  radiation  therapy 
and  streptomycin.  The  radiation  therapy  was 


Fig.  1.  Low  power  view  of  biopsy  specimen. 
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Fig.  2.  High  power  view  of  biopsy  specimen. 


started  that  day,  the  patient  being  given  200  r to 
each  of  three  fields:  anterior,  posterior,  and  perin- 
eal. Because  of  the  difficulty  in  securing  strepto- 
mycin, it  was  not  started  at  this  time. 

Prior  to  the  institution  of  x-ray  therapy,  patient 
had  been  running  a low  grade  temperature  rang- 
ing between  99  and  100  F.  On  March  31,  the  tem- 
perature rose  to  101  F.  and  thereafter  was  spiking 
in  nature  until  April  3,  when  it  reached  104.4  F. 
At  this  time,  x-ray  treatment  was  discontinued. 

On  April  2,  it  was  noted  that,  for  the  first  time,  the 
patient  felt  ill  and  complained  of  abdominal  pain. 
She  continued  to  have  a temperature  elevation  be- 
tween 100  and  103  F.  which  finally  reached  104  F. 


on  April  13.  On  April  14,  penicillin  was  started  in 
dosage  of  30,000  units  every  3 hours.  On  April  17, 
this  was  changed  to  200,000  units  daily  and  then  to 
100,000  units  twice  a day.  Despite  this  therapy, 
the  temperature  remained  elevated,  abdominal 
tenderness  and  splinting  continued,  and  the  mass 
in  the  vagina  remained  the  same  with  boardlike 
fixation  of  the  entire  vaginal  vault.  Despite  radi- 
ation and  penicillin  therapy,  the  patient’s  condition 
had  deteriorated  during  a hospital  stay  of  forty 
days. 

On  April  19,  the  patient  was  started  on  strepto- 
mycin, V2  Gm.  twice  a day.  Within  forty-eight 
hours  the  temperature  had  dropped  from  102.6  to 
99.6  F.  and  never  rose  again  during  the  patient’s 
hospital  stay.  The  patient’s  general  condition 
rapidly  improved,  and  the  lesion  healed  progres- 
sively, so  that  at  the  time  of  discharge  from  the  hos- 
pital on  July  8,  1948,  the  cervix  appeared  practically 
normal.  At  this  time,  the  patient  had  received  a 
total  of  63  Gm.  of  streptomycin.  The  penicillin 
had  been  discontinued  on  May  4,  after  a total  dos- 
age of  1,900,000  units. 

Summary 

A careful  investigation  of  the  literature  has  failed 
to  disclose  a report  of  a case  similar  to  ours  treated 
by  streptomycin.  In  the  present  case,  there  is  no 
doubt  that  this  drug  was  the  curative  factor.  X-ray 
therapy  definitely  aggravated  the  condition,  mani- 
fested by  a temperature  rise.  Penicillin  in  moder- 
ate doses  was  ineffectual.  It  is,  therefore,  recom- 
mended that  in  the  future,  similar  cases  be  treated, 
as  soon  as  the  diagnosis  is  established,  by  means  of 
streptomycin. 


References 

1.  Finlaison,  F.  H.:  J.  Obst.  & Gynaec.  Brit.  Emp.  43: 
473  (1930). 

2.  Stevenson,  C.  S.:  Am.  J.  Obst.  & Gynec.  36:  1017 
(Dec.)  1938. 

3.  Lester,  C.  W.:  Am.  J.  Surg.  33:  574  (1936). 


TO  USE  SNAILS  FOR  DISEASE  STUDY 

Thirty-five  snails  arrived  on  a Trans-World 
Airways  plane  at  La  Guardia  Airport  recently  from 
Egypt  to  be  used  for  further  research  of  bilharziasis, 
a dread  disease  that  has  afflicted  man  in  Africa  and 
the  Orient  since  the  time  of  the  Pharaohs. 

Dr.  Claude  H.  Barlow,  who  voluntarily  became 
infected  with  the  disease  several  years  ago  in  an 
effort  to  study  and  who,  in  recognition  of  his  work, 
received  the  Medal  of  Merit  from  President  Truman 
in  1947,  brought  the  snails  in  two  tiny  wooden 
boxes.  They  were  rushed  from  the  airport  to  a 
water  habitat  at  New  York  University’s  College  of 
Medicine  laboratory  by  Dr.  D.  V.  Moore,  in  charge 
of  research  at  the  laboratory. 

Biharziasis  affects  54  per  cent  of  the  population  in 
Egypt  and  the  rest  of  Africa,  Dr.  Barlow  said.  He 
estimated  that  through  the  world  there  are  400,000,- 
000  sufferers.  The  disease  does  not  exist  in  the 
United  States  but  is  known  also  in  China,  Japan, 
and  India. 

Bilharziasis  affects  the  bladder  and  the  liver. 
Although  the  disease  proves  fatal  only  occasionally, 


it  is  extremely  painful  and  debilitating.  There  is  a 
known  cure,  but  it  is  so  violent  few  victims  wish  to 
undergo  it. 

Dr.  Barlow  went  to  Egypt  in  1929  at  the  request 
of  the  Rockefeller  Foundation  to  do  research  on  the 
disease.  He  explored  numerous  ponds  and  canals 
learning  all  about  the  tiny  snails  that  act  as  hosts  to 
the  parasite,  a tiny  worm  that  is  responsible  for  the 
disease.  Today  the  scientist  is  engaged  by  the 
Egyptian  Government  as  Minister  of  Public  Health, 
concentrating  all  his  efforts  on  lowering  the  prev- 
alence of  the  disease. 

The  scientist  said  eradicating  the  disease  was 
virtually  impossible.  So  many  Egyptians  are 
affected,  he  said,  that  even  if  all  the  snails  acting 
as  hosts  to  the  parasite  were  killed,  it  would  require 
seventy  years  to  eliminate  the  parasites  alive  in 
human  victims.  The  problem  of  eliminating  the 
parasite,  he  said,  was  aggravated  by  these  factors: 
the  worm  thrives  in  water;  Egypt  is  an  “irrigation 
country,”  and  most  of  the  population  is  rural  and 
must  work  in  the  ditches  that  irrigate  the  farms. 


SPONTANEOUS  RUPTURE  OF  A VARIX  OF  THE  INTERNAL  JUGULAR  VEIN 
FOLLOWING  HEMORRHOIDECTOMY 

Irving  Kalow,  M.D.,  and  Robert  L.  Nach,  M.D.,  New  York  City 


(From  the  Hospital  for  Joint  Diseases) 

TpHE  following  case  report  is  presented  because  of 
an  unusual  complication  after  hemorrhoidectomy. 
No  similar  instance  has  been  found  in  the  literature. 

Case  Report 

C.  H.,  a thirty-two-year-old  white  man,  was  first 
seen  on  October  31,  1946,  with  a two-year  history  of 
rectal  bleeding  and  perianal  itching.  The  bleeding 
was  bright  red,  without  clots,  and  occurred  during 
bowel  movements.  The  patient  had  had  an  ankyl- 
osing arthritis  involving  the  entire  spine,  hips,  knees, 
shoulders,  and  temporomandibular  joints  for  thir- 
teen years.  It  was  impossible  to  examine  him  in  the 
knee-chest,  jacknife,  or  Sim’s  positions.  Proctos- 
copy performed  in  the  left  lateral  recumbent  posi- 
tion, with  the  knees  and  hips  in  complete  extension, 
visualized  the  distal  3 inches  of  the  rectum.  The 
mucosa  appeared  normal  with  no  evidence  of  tumors 
or  ulcerations.  The  stool  was  normal  in  appearance 
and  not  blood-stained.  Several  ulcerated  internal 
and  external  hemorrhoids  were  found.  Because  of 
the  patient’s  poor  general  condition  and  the  compli- 
cating ankylosing  arthritis,  conservative  therapy  was 
instituted.  Bleeding  and  local  discomfort  were  con- 
trolled for  five  months. 

Two  weeks  prior  to  admission  to  the  hospital  there 
was  an  episode  of  profuse  rectal  bleeding  which 
could  not  be  controlled  by  local  treatment.  The  pa- 
tient was  admitted  on  April  21,  1947.  Examination 
at  that  time  revealed  a blood  pressure  of  170/110 
and  a rough  systolic  murmur  in  the  left  fourth  inter- 
space which  was  transmitted  along  the  left  sternal 
border  toward  the  apex.  No  abnormality  of  the 
neck  was  noted.  The  throat  could  not  be  examined 
because  of  the  ankylosis  of  the  temporomandibular 
joints.  Urine  analysis  disclosed  a specific  gravity  of 
1.012,  a trace  of  albumin,  0.3  per  cent  sugar,  and  a 
moderate  number  of  red  blood  cells  together  with 
clumps  of  pus  cells.  The  bleeding  time  was  two 
minutes  and  the  coagulation  time  six  and  one-half 
minutes.  The  hemoglobin  was  7.2  Gm.  and  the  red 
blood  cell  count  2,700,000.  The  blood  sugar  was 
105  mg.  per  cent.  The  Kahn  and  Kline  tests  were 
negative.  No  medical  contraindication  to  hemor- 
rhoidectomy was  present. 

On  April  22,  the  patient  received  a 500  cc.  blood 
transfusion.  On  April  23,  while  in  the  prone  posi- 
tion, he  was  given  a spinal  anesthetic  of  75  mg.  of  pro- 
caine crystals  by  the  modified  Taylor  technic. 
Sigmoidoscopy  was  performed  and  proved  to  be 
negative.  There  were  markedly  enlarged  ulcerated 
internal  and  external  hemorrhoids.  Complete  hem- 
orrhoidectomy was  accomplished  with  the  patient 
in  the  prone  position.  He  was  taken  from  the  oper- 
ating room  in  good  condition. 

At  12:50  p.m.  the  temperature  was  taken.  The 
patient  appeared  well  and  without  complaint.  At 
1:10  p.m.,  four  hours  after  his  return  from  the  operat- 
ing room,  he  was  discovered  to  be  unconscious  and  in 
a state  of  asphyxia.  The  attending  anesthetist 
found  him  to  be  cyanotic,  the  respirations  two  per 
minute,  the  pulse  slow,  full,  and  bounding,  the  pu- 
pils dilated  and  fixed,  and  a diffuse  tense  swelling 
involving  the  anterior  portion  of  the  neck.  An 
emergency  tracheotomy  was  performed  through  the 


third  tracheal  ring.  On  incising  the  skin  there  was 
a gush  of  dark  blood.  A tracheotomy  tube  was  in- 
serted, and  oxygen  was  administered  through  a 
catheter  introduced  into  the  tube.  Stimulants  and 
vitamin  K were  given  intravenously,  followed  by  an 
infusion  of  5 per  cent  glucose  and  saline  and  a 500 
cc.  blood  transfusion.  The  cyanosis  disappeared; 
the  pulse  rate  increased,  and  the  pupils  contracted  to 
normal  size  and  now  reacted  to  light.  At  3:00  p.m. 
the  color,  pulse,  and  temperature  continued  to  be 
good,  but  complete  loss  of  consciousness  persisted. 
At  4:30  p.m.  there  were  signs  of  increased  subcutane- 
ous bleeding  as  evidenced  by  a progressive  diffuse 
swelling  of  the  anterior  portion  of  the  neck  extending 
from  the  chin  down  to  the  anterior  chest  wall  and 
from  one  sternomastoid  muscle  to  the  other. 

At  5:00  p.m.  surgical  exploration  of  the  neck  was 
performed  without  any  anesthesia,  since  the  patient 
continued  to  be  in  a deep  coma.  Oxygen  was  ad- 
ministered through  the  tracheotomy  tube.  A 5-inch 
transverse,  curved  incision  was  made  below  the  site 
of  the  tracheotomy.  A moderate  amount  of  bloody 
extravasation  was  found  between  the  fascia  and  the 
muscles  of  the  neck.  Exploration  disclosed  a large 
varicosity  of  the  right  jugular  vein,  approximately 
2*A  by  V/t  inches  in  size,  situated  posterior  and  lat- 
eral to  the  right  lobe  of  the  thyroid  gland.  This 
varix  at  first  had  the  appearance  of  a thyroid  aden- 
oma. On  attempting  to  open  the  supposed  capsule 
of  this  latter  structure  profuse  bleeding  ensued,  thus 
disclosing  the  true  nature  of  the  lesion.  Control  of 
the  bleeding  was  effected.  The  varix,  together  with 
the  adjacent  portions  of  the  jugular  vein,  was  sepa- 
rated from  the  other  structures  in  the  carotid  sheath. 
The  jugular  vein  was  doubly  ligated  both  proximal 
and  distal  to  the  varix.  The  wound  was  closed  in 
layers  with  drainage  through  the  center. 

Before,  during,  and  after  the  operation  the  patient 
received  a total  of  2,000  cc.  of  whole  blood.  Peni- 
cillin, 30,000  units  every  three  hours,  was  started 
immediately  and  continued  until  May  2.  At  2:00 
a.m.,  April  24,  seven  hours  after  the  neck  explora- 
tion, the  patient  regained  consciousness.  Despite 
thirteen  hours  of  deep  coma  he  was  now  rational, 
completely  oriented,  and  showed  no  clinical  evidence 
of  cerebral  damage.  At  8:00  a.m.  that  same  day  his 
color,  pulse,  and  respirations  were  normal. 

The  postoperative  course  was  uneventful.  There 
was  no  respiratory  complication.  The  anorectal 
wound  healed  without  any  untoward  incident.  The 
patient  was  allowed  out  of  bed  on  the  sixth  post- 
operative  day,  at  which  time  the  tracheotomy  tube 
was  removed.  He  was  discharged  on  May  12  with 
the  anorectal  wound  entirely  healed  and  the  neck 
wound  almost  completely  healed.  The  voice  was 
weak,  presumably  the  result  of  injury  to  the  right  re- 
current laryngeal  nerve  at  the  time  of  the  neck  ex- 
ploration. Examination  two  months  later  showed 
the  patient  to  be  free  from  rectal  symptoms,  the  neck 
wound  healed,  and  a persistence  of  the  voice  weak- 
ness. 

Comment 

A survey  of  the  related  literature  has  failed  to  dis- 
close any  other  instance  of  this  nature.  One  is  led 
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to  believe  that  a varix  of  the  right  jugular  vein, 
either  congenital  or  developmental  in  origin,  had 
undergone  spontaneous  rupture  as  a result  of  sus- 
tained tension  or  pressure  upon  the  varix  due  to  the 
prone  position  assumed  during  the  course  of  a hemor- 
rhoidectomy by  a patient  with  a completely  rigid 
spine  and  neck.  It  is  difficult  to  state  with  certainty 
the  cause  of  the  protracted  loss  of  consciousness 
which  vwas  of  such  depth  as  to  permit  an  extensive 
surgical  exploration  of  the  neck  without  anesthesia. 
The  loss  of  consciousness  may  have  been  one  of  sus- 
tained syncope  due  to  pressure  of  the  distended  varix 
upon  the  adjacent  carotid  sinus.  It  is  known  that 
return  of  consciousness  promptly  follows  the  release 
of  pressure  on  the  carotid  sinus.  However,  since  the 
pressure  upon  the  carotid  sinus  in  this  instance  had 
been  in  effect  for  a much  longer  period  of  time  than 
ever  previously  reported,  it  is  possible  that  the  re- 
turn of  normal  function  may  have  taken  much 
longer.  On  the  other  hand,  the  loss  of  conscious- 
ness might  be  attributed  to  cerebral  anoxemia  re- 
sulting from  compression  of  the  carotid  arteries  and 


trachea  by  the  ruptured  varix.  If  such  be  the  case, 
the  return  to  normal  brain  function  without  any  se- 
quelae after  so  long  a period  of  cerebral  anoxemia  is 
unusual. 

Summary 

The  case  described  is  one  of  an  adult  white  man 
who,  suffering  from  a chronic  diffuse  ankylosing 
arthritis,  sustained  a spontaneous  rupture  of  a varix 
of  the  right  internal  jugular  vein  as  a sequela  to 
hemorrhoidectomy.  The  condition  which  was 
ushered  in  by  asphyxiation  and  complete  loss  of  con- 
sciousness required  a preliminary  tracheotomy  fol- 
lowed by  surgical  exploration  of  the  neck,  at  which 
time  ligation  of  the  right  internal  jugular  vein  above 
and  below  the  varix  was  performed.  Despite  thir- 
teen hours  of  sustained  loss  of  consciousness  there 
was  no  evidence  of  resultant  cerebral  damage.  The 
prolonged  loss  of  consciousness  might  be  attributed  to 
a carotid  sinus  reflex  or  cerebral  anoxemia.  The  pa- 
tient made  a complete  recovery. 


FEAR  OF  SICKNESS 

Even  before  we  had  a social  security  law  and  the 
agitation  for  what  is  called  “socialized  medicine” 
had  begun  physicians  were  telling  the  public  that 
not  enough  was  done  in  preventive  medicine.  Yet 
some  of  the  physicians  who  once  directed  attention 
to  our  neglect  of  preventive  medicine  are  now  com- 
plaining that  propaganda  for  it  has  gone  too  far  and 
that  clinics  are  now  overrun  by  too  imaginative  men 
and  women  who  feel  a lump  and  think  it  is  cancer 
or  who  spit  blood  and  think  they  have  tuberculosis. 

Last  June  Dr.  Charles  S.  Cameron,  director  of  the 
American  Cancer  Society,  went  into  this  matter, 
so  far  as  cancer  is  concerned,  before  the  American 
Radium  Society.  His  careful  analysis  of  statistics 
and  of  replies  to  a questionnaire  sent  to  psychia- 
trists, who  are  more  likely  than  general  practitioners 
to  detect  signs  of  phobias,  fears,  and  anxieties, 
hardly  bear  out  the  complaints.  What  if  the  man 
who  thinks  he  may  have  cancer  or  one  of  many 
heart  diseases  does  fly  to  the  doctor  in  these  Freudian 
days  because  he  has  a feeling  of  guilt  and  wants  to 
be  punished  for  his  real  or  imaginary  sins?  He 
obviously  needs  psychiatric  attention.  If  he  did 
not  have  cancer  or  heart  disease  to  worry  about,  it 
would  be  the  atomic  bomb. 

It  has  cost  millions  to  make  the  public  look  for 


signs  of  early  cancer.  The  statistics  of  the  life 
insurance  companies,  the  American  Cancer  Society, 
and  the  Memorial  Hospital  show  that  the  money  has 
been  well  spent.  Mortality  from  cancer  among 
white  men  has  been  relatively  stable  in  the  last 
decade,  whereas  there  was  a marked  upward  trend 
before.  The  Memorial  Hospital’s  five-year  sur- 
vival rate  of  patients  with  operable  breast  cancer 
was  47.5  per  cent  in  1936;  in  1942  it  was  60.2  per 
cent.  The  Connecticut  Tumor  Registry  shows 
that  the  percentage  of  patients  with  cancer  who 
consulted  doctors  without  delay  rose  from  10.7 
per  cent  in  1938  to  38.2  in  1946.  If  this  is  the  result 
of  alarms,  we  ought  to  have  more  of  them.  The 
organizations  that  urge  the  public  to  consult  the  doc- 
tor early,  when  the  first  signs  of  a possible  deadly 
disease  appear,  are  performing  an  important  func- 
tion. 

When  the  advice  to  consult  the  doctor  early  is 
followed,  preventive  medicine  comes  into  its  own, 
which  is  exactly  as  it  should  be.  Besides,  who  knows 
better  than  the  patient  whether  or  not  something  is 
wrong  with  him?  An  “imaginary  illness”  is  a 
contradiction  in  terms.  The  man  who  has  one  needs 
at  least  psychiatric  attention. — New  York  Times, 
July  8,  1.949 


PERNICIOUS  ANEMIA  FOLLOWING  GASTRECTOMY 


Richard  T.  Beebe,  M.D.,  and  John  K.  Meneely,  Jr.,  M.D.,  Albany,  New  York 
( From  the  Department  of  Medicine,  Albany  Medical  College ) 


HPHE  function  of  the  gastric  secretions  in  the  chain 
of  events  necessary  to  elaborate  the  antiperni- 
cious  anemia  factor  has  been  a matter  of  interest 
since  Castle’s  original  work.1  It  has  been  a subject 
of  comment  by  many  writers  that  patients  subjected 
to  operations  resulting  in  total  or  partial  loss  of  the 
stomach  seem  only  rarely  to  develop  pernicious 
anemia.  Two  recent  surveys  of  the  literature  bring 
the  total  number  of  such  cases  to  55. s'3  The  shortest 
hiatus  between  the  operations  and  the  appearance 
of  pernicious  anemia  was  two  years,  and  the  longest 
was  fifteen  years.4  It  has  also  been  noted  that  per- 
nicious anemia  may  follow  gastroenterostomy  and 
other  shunting  operations.6  In  the  great  majority 
of  instances,  however,  the  anemia  following  gastro- 
intestinal operations  is  of  the  iron-loss  type,  a micro- 
cytic, hypochromic  picture.6  The  following  case, 
with  evidence  of  the  development  of  combined 
system  disease  between  five  and  eight  years  after 
total  gastrectomy,  is  reported. 

Case  Report 

A forty-six-year-old  woman  entered  the  Albany 
Hospital  in  1936,  with  a six  months  history  of  severe 
indigestion  associated  with  pain  and  cramps  in  the 
epigastrium.  There  were  no  other  gastrointestinal 
symptoms,  and  her  past  history  was  noncontribu- 
tory. Her  family  history  was  positive  for  heart 
disease  and  cancer  of  the  stomach.  X-rays  of  her 
gastrointestinal  tract  were  taken  before  her  admis- 
sion to  the  hospital,  and  she  was  advised  to  have  her 
stomach  removed.  The  physical  examination  at  the 
time  of  entry  was  negative.  Blood  studies  revealed 
a hypochromic  anemia.  For  details  of  the  blood 
studies,  see  Table  1. 

A total  gastrectomy  was  performed  without  in- 
cident, and  the  pathologist’s  report  gave  a diag- 


nosis of  acute  and  chronic  ulcerative  gastritis  due  to 
Treponema  pallidum.  She  was  discharged  from  the 
hospital  after  a normal  postoperative  course  and  was 
followed  in  the  Public  Health  Clinic,  where  she  re- 
ceived bismuth  and  arsenical  therapy  for  her  syphilis. 

She  was  readmitted  to  the  hospital  six  months 
later  with  an  arsenical  dermatitis,  and  her  blood 
studies  at  that  time  again  revealed  a hypochromic 
anemia.  Approximately  six  months  later,  she  was 
readmitted  to  the  hospital  with  pelvic  inflammatory 
disease,  and  it  was  noted  at  this  time  that  her  red 
count  had  fallen  slightly,  and  her  color  index  had 
become  slightly  elevated. 

A year  and  a half  later,  on  a routine  physical  ex- 
amination, it  was  noted  that  her  vibratory  sense  was 
good  and  that  there  were  no  unusual  neurologic 
findings.  Three  years  after  her  operation,  her 
hemoglobin,  red  count,  and  color  index  had  changed 
but  little.  Five  and  one-half  years  after  her  opera- 
tion, she  was  seen  in  the  outpatient  department 
with  a complaint  of  tremors  of  the  hands  and  a sore 
and  red  tongue.  No  blood  studies  were  done  at 
that  time.  Six  years  after  operation,  she  was  seen 
in  the  outpatient  department  with  the  additional 
complaints  of  numbness  and  tingling  of  the  sole 
of  the  left  foot.  At  this  time,  a definite  macrocytic 
anemia  was  present.  Nine  months  later,  she  entered 
the  outpatient  department  with  a complaint  of 
weakness,  shortness  of  breath,  and  diarrhea  of  three 
weeks  duration.  A week  later,  a complete  physical 
examination  revealed  that  the  patient  was  “pale 
and  nervous  and  that  the  tongue  was  smooth, 
magenta-colored,  and  tender.”  At  that  time,  she 
had  a rather  marked  hyperchromic,  macrocytic 
anemia.  (See  Table  I for  blood  indices.) 

A few  days  later,  reticulogen  therapy  was  begun. 
She  received  1 cc.  daily  for  nine  days  and,  on  the 
sixth  day,  reached  a reticulocyte  peak  of  6.0  per 
cent.  On  the  ninth  day  of  therapy,  it  was  noted 


TABLE  1. — Blood  Studies 
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4/36 

54 

3.8 

0.7 

“Hypochromia  of  red  cells.’'  Gastric  resection. 
“Achromia  of  red  cells.”  Arsenical  dermatitis.  Iron 

11/36 

52 

3.4 

0.8 

therapy  begun. 

8/37 

77 

4.0 

0.96 

4/39 

76 

4.0 

0.95 

‘'Negative  neurologic  examination.” 

8/41 

“Tremor  of  hands:  tongue  sore  and  red.” 

3/42 

78 

3.2 

1.3 

“Numbness  and  tingling— left  foot.” 

12/42 

“Weakness,  dyspnea,  diarrhea.” 

1/13/43 

62 

1.8 

1.3 

Administration  of  reticulogen: 

Reticulocyte  Count 

Reticulogen,  Cc. 

(Per  Cent) 

1.0 

0.0 

Hct— 28.3 
MCV— 157 
MCH— 52 
MCHC— 33 

1/17/43 

1.0 

1.4 

1/18/43 

1.0 

1.4 

1/19/43 

1.0 

6.0 

1/21/43 

1.0 

6.0 

1/22/43 

1.0 

3.0 

1/23/43 

2.27 

1.0 

0.0 

2/43 

6 pound  weight  gain — “Feeling  much  better;  diarrhea 

4/43 

and  glossitis  gone.” 

93 

3.8 

1.1 

7/44 

76 

4.8 

11/46 

95 

5.2 

0.9 
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that  the  patient  was  feeling  much  better,  and  diar- 
rhea and  glossitis  had  disappeared.  Neurologic 
symptoms  disappeared  shortly  thereafter. 

The  patient’s  course  during  the  following  five 
years  was  that  of  a typical  pernicious  anemia  on 
reticulogen  therapy,  with  an  occasional  exacerbation 
of  the  anemia  when  the  patient  did  not  appear  at  the 
clinic  for  several  months.  There  was  no  recurrence 
of  neurologic  symptoms,  however.  The  patient 
gained  weight  steadily  and  was  last  seen  in  April, 
1948,  when  she  was  without  complaint.  At  that 
time,  she  moved  to  Canada  and  has  not  been  seen 
since. 

Comment 

The  rarity  of  syphilis  of  the  stomach  in  the  present 
era  is  of  additional  interest  in  this  case.  In  most 
instances,  total  gastrectomy  is  performed  for  relief 
of  gastric  ulcers,  either  malignant  or  benign.  These 
conditions  themselves  decrease  the  life  expectancy 
of  the  patient  and  frequently  lead  to  death  within  a 
short  time.  It  may  be  the  comparatively  short 


period  that  it  is  possible  to  follow  patients  after 
gastrectomy  which  gives  the  syndrome  of  pernicious 
anemia  insufficient  time  to  develop.  In  the  case 
reported,  gastrectomy  was  performed  for  a remedial 
condition,  since  her  lues  was  cured  by  the  use  of 
heavy  metal  therapy.  Although  bone  marrow  and 
gastric  secretion  studies  were  not  done  in  this  case, 
it  seems  obvious  from  the  blood  picture,  the  neuro- 
logic complications,  and  the  prompt  and  continued 
response  to  liver  therapy  that  this  was  a true  case 
of  pernicious  anemia. 
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REPORT  CASES  OF  CHINESE  LIVER  FLUKE  INFECTION  IN  U.  S. 


Human  infection  with  the  Chinese  liver  fluke  has 
been  brought  to  the  United  States  from  China, 
according  to  two  doctors  from  Mount  Sinai  Hos- 
pital, New  York  City. 

Writing  in  the  August  6 issue  of  the  Journal  of 
the  American  Medical  Association,  Morton  H.  Edel- 
man,  M.  D.,  and  Clifford  L.  Spingarn,  M.  D.,  say 
that  during  the  past  18  months  they  have  diagnosed 
the  infection  in  four  white  patients  living  in  New 
York  City.  All  four  came  to  this  country  from 
Shanghai,  where  they  had  lived  for  several  years. 

“To  our  knowledge  these  are  the  first  cases  of 
this  disease  among  members  of  the  white  race  to  be 
observed  in  this  country,”  the  doctors  write. 
“Discovery  of  these  cases  is  another  example  of  the 
global  dissemination  of  regional  diseases  by  the 
movement  of  populations  as  a result  of  the  last  war. 

“Tt  is  likely  that  other  persons  infected  are  al- 
ready in  our  midst  or  will  live  in  the  United  States 
in  the  future.  This  possibility  has  been  favored 
by  the  presence  of  our  military  forces  in  China, 
Korea,  and  Japan.  A recent  report  stated  that 
this  disease  was  observed  among  American  military 
personnel  in  China.” 

The  infection,  known  medically  as  clonorchiasis, 
is  contracted  by  eating  raw  or  insufficiently  cooked 
fresh  water  fish  infected  with  the  flat  worms  in  an 
incompletely  developed  stage.  Larvae  of  the  flukes 
migrate  from  the  digestive  tract  of  human  beings 
to  the  common  bile  duct  and  channels  for  bile  in  the 
liver,  where  they  mature  into  adult  worms.  The 
majority  of  the  adult  worms  live  in  the  large  bile 
ducts  and  produce  distention,  dilation,  and  even- 
tual thickening  of  these  passages.  Involvement  of 
the  pancreas  also  occurs  in  some  cases.  Among  symp- 
toms which  may  occur  are  low  fever  over  a period  of 
years  and  pain  in  the  upper  right  portion  of  the 


abdomen.  If  the  disease  is  progressive,  ultimately 
cirrhosis  of  the  liver,  a hardening  process  in  which 
normal  liver  cells  are  replaced  by  scar  tissue,  results. 

Heaviest  incidence  of  the  disease  is  in  the  province 
of  Kwangtung  in  South  Central  China,  where  80 
per  cent  of  the  population  of  Canton  has  been  found 
to  harbor  the  parasite.  The  disease  occurs  more 
often  in  South  China  than  in  North  China.  Doctors 
familiar  with  the  disease  have  suggested  that  cancer 
of  the  liver  may  be  related  in  some  way  to  the  in- 
fection, since  both  diseases  are  more  frequent  in  the 
southern  than  in  the  northern  part  of  tne  country. 

In  a study  of  fish-eating  habits  of  Chinese  infected 
with  the  fluke,  it  was  observed  that  58  per  cent  ate 
raw  fish  prepared  in  salads;  18  per  cent  ate  raw 
fish  dipped  in  boiling  water,  broth,  or  rice  gruel; 
14  per  cent  ate  fish  slightly  fried;  6 per  cent  ate  it 
dry;  and  4 per  cent  cooked  the  external  part  leaving 
the  inside  uncooked. 

Four  infections  reported  among  Hawaiians  were 
acquired,  presumably,  by  eating  imported  fish.  A 
case  in  England  probably  involved  infection  in  this 
manner,  and  in  another  case  recently  reported  the 
patient  ate  fish  at  a Chinese  banquet. 

Fish  become  infected  from  snails,  which  pick  up 
the  infection  from  human  or  animal  excretions  and 
liberate  the  flukes  in  a developmental  stage  in 
fresh  water. 

In  China  and  Korea,  the  spread  of  the  disease  is 
favored  by  infection  of  cattle,  dogs,  and  cats. 
Twenty-five  per  cent  of  the  dogs  in  Peiping,  China, 
and  8.5  per  cent  of  the  street  dogs  in  Mukden, 
Manchuria,  were  found  to  be  infected.  “The  presence 
of  the  infection  in  animal  hosts  in  North  China, 
Manchuria,  and  Korea  is  an  indication  of  the  danger 
of  infection  when  uncooked  or  insufficiently  cooked 
fish  are  eaten  in  these  areas,”  the  doctors  say. 


CONGENITAL  ATRESIA  OF  THE  SMALL  INTESTINE 

J.  L.  Cantor,  M.D.,  Riverhead,  New  York 
{From  the  Eastern  Long  Island  Hospital) 


A TRESIA  or  stenosis  of  the  intestinal  tract  is 
^ ^ estimated  to  be  present  in  about  1 out  of  every 
20,000  newborn  children.  Up  to  1931,  this  condi- 
tion was  regarded  as  irremediable  with  an  invariably 
fatal  outcome.  A study  of  the  literature  reveals 
that  the  infants  in  nine  isolated  reported  instances 
survived  operation  up  to  1940.  The  most  frequent 
site  for  the  obstruction  is  in  the  lower  ileum  and 
jejunum;  101  out  of  392  cases- were  collected  by 
Davis  and  Poynter.1  Obstruction  is  usually  single, 
but  in  about  15  per  cent  there  are  multiple  areas  of 
atresia.  The  degree  of  constriction  may  vary  from 
stenosis  to  complete  obstruction;  an  interruption, 
a gap  in  the  bowel  with  or  without  the  absence  of 
the  corresponding  mesenteric  segment,  may  exist. 

Calder  in  1733  described  the  first  case  of  congenital 
occlusion  of  the  small  bowel  at  autopsy.*  Sutton 
in  1889  made  the  first  diagnosis  on  a living  infant.3 
Since  1940,  there  have  been  recorded  four  success- 
ful anastomotic  operations  for  congenital  atresia 
of  the  small  intestine.*  In  1933,  Farber  described 
a simple  means  to  determine  patency  of  the  ali- 
mentary canal  in  the  newborn  infant  by  examining 
meconium  stained  with  gentian  violet.4  If  lanugo 
hairs  and  cornified  epithelial  cells  are  found,  the 
alimentary  canal  is  patent;  if  these  are  absent,  there 
is  a congenital  atresia  or  stenosis  in  the  alimentary 
canal.  This  test,  combined  with  appropriate  x-ray 
evidence,  vomiting,  distention,  and  no  bowel  move- 
ment, will  make  the  diagnosis  evident. 

The  treatment  of  this  condition  is  surgical,  and 
an  anastomosis  should  be  effected  as  soon  as  pos- 
sible, this  being  done  in  one  or  two  stages.  Surgi- 
cal mortality  of  congenital  atresia  of  the  intestine 
will  always  be  high,  because  the  infrequent  abnor- 
mality may  be  overlooked  until  bowel  gangrene  is 
imminent,  multiple  atresias  of  the  bowel  make  anas- 
tomosis futile,  and  the  possible  presence  of  other 
congenital  abnormalities  add  to  the  risk  of  surgery. 


Case  Report 

This  patient  was  a Negro  female  born  at  term  at 
home  after  normal  labor  on  December  25,  1948. 
Weight  was  6 pounds.  Routine  physical  examina- 
tion, including  a rectal  examination,  revealed  no 
abnormalities.  The  baby  took  a feeding  of  Dextro- 
gen  1 : 3 with  ease  on  the  second  day  of  birth,  taking 
1 to  l‘/2  ounces  per  feeding.  On  the  third  day  the 
mother  noticed  that  the  baby  had  had  no  bowel 
movement  since  birth  and  had  vomited  once  a small 
amount  of  undigested  milk. 

Examination  at  this  time  showed  a normal  look- 
ing infant,  howling  lustily,  skin  slightly  dehydrated, 
abdomen  distended,  a palpable,  sausage-shaped 
mass  in  the  right  lower  abdomen,  meconium  in  a 
patent  rectum.  A flat  plate  of  the  abdomen  taken 
at  the  office  of  a roentgenologist  showed  dilated 
loops  of  small  bowel  but  no  gas  in  the  colon.  A 
small  amount  of  barium  was  given  in  the  milk; 
this  was  seen  to  go  into  the  small  bowel. 


The  patient  was  admitted  to  the  Eastern  Long 
Island  Hospital  with  a diagnosis  of  intestinal  ob- 
struction due  to  a congenital  anomaly.  She  began 
to  vomit  a brownish-colored  fluid  with  a fetid  odor. 
Penicillin  therapy  and  subcutaneous  and  intraven- 
ous glucose  and  saline  solution  were  given,  30  cc. 
every  two  hours. 

Twelve  hours  later,  after  combating  the  dehy- 
dration, under  drop  ether-oxygen  anesthesia  through 
a right  rectus  incision  the  peritoneal  cavity  was 
opened.  The  ileum  was  tremendously  dilated  and 
ended  in  a blind  loop  without  mesenteric  attach- 
ment for  a distance  of  6 inches,  3 inches  above  the 
ileocecal  valve.  The  terminal  loop  of  the  ileum 
was  in  a volvulus  through  the  mesentery;  this  was 
released  and  several  adhesions  severed.  The  proxi- 
mal and  distal  loops  were  sutured  together  with  00 
chromic  catgut,  and  this  was  brought  out  of  the  ab- 
domen. Through  and  through  silver  wires  were  used 
for  suturation.  With  a large  bore  needle  attached  to 
a 50  cc.  syringe,  the  proximal  loop  was  pierced  with 
the  release  of  gas  and  meconium;  a catheter  was 
placed  in  this  opening  and  sutured  in  situ.  In  spite 
of  cessation  of  respiration  on  four  separate  occasions, 
the  patient  survived  this  procedure. 

Fluids  and  blood  transfusions  were  continued 
daily,  and  the  patient  took  her  formula  avidly; 
amigen  solution  was  injected  in  the  distal  loop 
daily.  On  one  occasion  methylene  blue  solution 
was  introduced  into  the  distal  loop,  this  coming 
through  the  rectum,  denoting  patency  of  the  distal 
loop  of  the  ileum  to  the  rectum.  The  abdomen 
remained  soft;  temperature  was  only  slightly  ele- 
vated, but  drainage  through  the  ileostomy  continued 
to  be  curdled  milk,  uncolored  and  with  a gastric 
odor.  It  was  felt  that  digestion  was  not  taking  place 
and  that  the  succus  entericus  was  being  lost.  On  the 
fifth  day  postoperatively  on  the  ninth  day  of  life, 
for  the  first  time  since  the  first  operation,  the  baby 
began  to  vomit  brownish  fluid  with  a fetid  odor,  and 
an  anastomosis  was  decided  on.  The  baby  lost  12 
ounces  this  day  in  spite  of  continuous  fluid  admin- 
istration. 

The  old  incision  was  reopened,  and  the  terminal 
portions  of  the  proximal  and  distal  loops  of  the  ileum 
were  resected  to  a good  healthy  portion  of  bowel 
with  good  mesenteric  vessels.  A side-to-side  anas- 
tomosis was  effected,  using  a double  row  of  chromic 
00  sutures ; mesenteric  leaves  were  sutured  together, 
and  another  volvulus  of  the  distal  loop  was  reduced. 
Patient  did  very  well  for  seventy-two  hours  post- 
operatively, took  fluids  well,  abdomen  remained 
very  soft,  small  amounts  of  meconium  were  passed 
rectally,  and  then  she  started  to  vomit  brownish 
fetid  fluid  and  expired. 

An  autopsy  was  performed  four  hours  later. 
There  was  no  peritoneal  fluid  and  no  reaction  around 
the  anastomosis,  which  was  air-  and  water-tight, 
its  soma  admitting  the  fingertips  easily.  The  entire 
distal  loop  of  the  ileum  through  the  rectum  was 
patent.  The  heart,  lungs,  kidneys,  liver,  and 
spleen,  together  with  the  proximal  ileum,  jejunum, 
and  stomach  were  normal.  Microscopic  study  of 
the  entire  ileum  and  jejunum  showed  a suppurative 
enteritis. 
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Summary 

In  this  case  an  unsuccessful  attempt  was  made  to 
repair  surgically  a freak  of  nature,  congenital  atresia 
of  the  ileum.  This  lesion  should  be  kept  in  mind 
when  symptoms  of  vomiting,  distention,  and  no 
bowel  movement  are  found  in  a newborn  child. 
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PREDICTS  HOPE  FOR  MULTIPLE  SCLEROSIS  VICTIMS 


Persons  afflicted  with  multiple  sclerosis  are  not 
inevitably  doomed  to  early  invalidism  or  an  untimely- 
death  as  is  commonly  supposed  by  both  lay  and 
professional  persons,  according  to  Dr.  Tracy  J. 
Putnam,  chief  and  attending  neurosurgeon,  Cedars 
of  Lebanon  Hospital,  Los  Angeles,  California. 

Dr.  Putnam  states  in  his  article  in  the  current 
issue  of  the  Crippled  Child  Magazine,  published  by 
the  National  Society  for  Crippled  Children  and 
Adults,  that  “life  expectancy  is  but  slightly  short- 
ened by  multiple  sclerosis.”  About  40  per  cent  of 
the  250,000  persons  in  the  United  States  afflicted 
with  this  most  common  of  the  degenerative  diseases 
of  the  nervous  system  are  able  to  continue  working. 
“Some  improvement  occurs  spontaneously  in  almost 
50  per  cent  of  fresh  symptoms,”  Dr.  Putnam  states. 
“Common  symptoms  of  this  disease  which  chiefly 
afflicts  young  adults  include  spastic  weakness  of  the 
arms  or  legs,  blindness,  double  vision,  staggering 
tremors,  incontinence  of  urine,  and  pain. 


One  phase  of  the  treatment  discussed  by  Dr. 
Putnam  is  based  on  the  common  knowledge  that 
multiple  sclerosis  is  rarest  in  China  and  most  com- 
mon in  Scotland.  This  example  of  accelerated  in- 
cidence in  cold,  damp  climates  leads  doctors  to  move 
patients  to  warm,  dry  climates  when  possible. 

“Medicines  to  decrease  the  power  of  the  blood  to 
coagulate,  thus  decreasing  the  likelihood  of  forma- 
tion of  clots  in  the  brain  and  spinal  cord,”  are  ad- 
ministered in  some  cases,  according  to  Dr.  Putnam. 

Personal  experience  in  treating  this  disease  has 
led  Dr.  Putnam  to  recommend  vigorous  physical 
therapy  rather  than  confinement  to  bed.  Except 
in  the  most  acute  phases  of  the  disease,  confinement 
to  bed  only  tends  to  produce  invalidism,  incapacity; 
and  prolonged  disability. 

“Each  case  must  be  considered  individually, 
there  is  no  universally  applicable  treatment,”  Dr. 
Putnam  says.  “The  situation  is  hopeless,  however, 
only  if  we  think  so.” 


REPORTS  BLACK  HAIR  TONGUE  DEVELOPMENT  OF  PENICILLIN  USE 


Discoloration  of  the  tongue  and  the  growth  of  fine 
hairs  on  the  tongue  associated  with  the  administra- 
tion of  penicillin  is  reported  in  the  August  13  issue 
of  the  Journal  of  the  American  Medical  Association. 
Dr.  Samuel  A.  Wolfson  of  Los  Angeles  presents  four 
cases  of  black  hairy  tongue,  a condition  which  has 
been  known  for  many  years  but  only  recently  recog- 
nized as  a reaction  to  penicillin. 

Black  hairy  tongue  is  an  uncommon  disease  of 
unknown  causation,  although  it  is  thought  in  some 
instances  to  be  due  to  a congenital  abnormality 
which  develops  in  later  life.  The  filiform  papillae 
(small  elevations  on  the  tongue)  turn  dark  and  be- 
come densely  matted  by  hairlike  filaments  that  may 
grow  as  long  as  one-half  inch.  In  penicillin  therapy, 
the  condition  usually  occurs  in  forty-eight  hours. 

“Once  the  discoloration  has  developed  it  can  be 
reversed  by  interrupting  the  penicillin  therapy,”  Dr. 
Wolfson  says.  “The  tongue  will  return  to  its  normal 
state  in  about  one  month.  Adjunctive  treatment 
with  mouth  washes  and  rinses  is  of  doubtful  value.” 
Saying  that  the  condition  resolved  itself  when  peni- 


cillin therapy  was  discontinued,  he  adds:  “This  and 
the  absence  of  recurrences  are  strong  evidence  that 
penicillin  plays  a role  in  the  production  of  the  black 
tongue,  albeit  the  manner  in  which  it  acts  is  still  un- 
certain.” 

Commenting  on  the  report  of  a British  physician 
who  noted  discoloration  of  the  tongue  in  20  per  cent 
of  a group  observed  for  that  specific  effect,  Dr.  Wolf- 
son says:  “I  am  sure  that  figure  will  prove  not  to  be 
too  high  if  careful  observations  are  made  in  all  per- 
sons using  penicillin,  particularly  oral  preparations. 
I feel  certain  that  many  discolored  tongues  are  seen. 
However,  the  manifestation  is  not  recognized  as  due 
to  penicillin  but  attributed  to  the  associated  illness. 

“On  the  tongues  of  lighter  coloration  the  condition 
could  easily  escape  detection.  Undoubtedly,  the 
manifestation  will  be  more  frequently  recognized  as 
its  association  with  penicillin  becomes  more  widely 
known.” 

He  expresses  the  conclusion  that  the  antibiotic 
acts  as  an  irritant,  although  the  precise  mechanism 
of  its  action  is  yet  to  be  demonstrated. 


AN  UNUSUAL  SEQUEL  TO  CURETTAGE  IN  THE  PUERPERAL  UTERUS 

Ethel  S.  Dana,  M.D.,  New  York  City 

( From  the  Obstetric  and  Gynecologic  Service  ( Third  Division ),  Bellevue  Hospital,  and  from  the  Department 
of  Obstetrics  and  Gynecology,  New  York  University  College  of  Medicine) 


^''OBLITERATION  of  the  uterine  cavity  is  a con- 
dition  which  has  become  rather  an  historical 
oddity.  References  to  this  condition  have  also 
been  found  in  articles  on  atresia  and  atrophy  of  the 
uterus.  No  mention  of  it  can  be  found  in  the  litera- 
ture since  1917.  It  is  not  referred  to  in  the  modern 
standard  textbooks  of  obstetrics  or  gynecology.  It 
is  not  mentioned  in  articles  on  the  dangers  of  dilata- 
tion and  curettage. 

The  application  of  various  chemicals  to  the  uterine 
cavity  frequently  resulted  in  obliteration  of  the 
cavity.  Inoperable  carcinoma  of  the  corpus  was 
formerly  treated  by  electric  cautery  or  by  applica- 
tion of  pure  nitric  acid.  Apparently  these  practices 
have  been  abandoned  in  the  past  thirty  years,  and, 
for  this  reason,  a case  of  obliteration  of  the  uterine 
cavity  appears  to  us  unusual  enough  to  warrant 
reporting. 

Case  Report 

Mrs.  C.  N.,  a twenty-three-year-old  Puerto  Rican 
woman,  was  admitted  to  the  surgical  service  of 
Bellevue  Hospital  November  5,  1947,  complaining 
of  severe  sudden  right  lower  quadrant  pain.  Two 
years  prior  to  admission,  she  had  had  a normal 
delivery  of  her  second  child,  at  another  hospital. 
Her  puerperium  was  normal,  and  she  was  dis- 
charged on  the  tenth  day.  On  the  fifteenth  day, 
she  had  a severe  vaginal  hemorrhage  and  was  ad- 
mitted to  another  hospital,  where  a dilatation  and 
curettage  were  performed.  Following  this  episode, 
she  had  no  further  menstrual  periods.  She  had 
slight  regular  monthly  cramps,  resembling  menstrual 
cramps,  but  not  requiring  medical  attention.  On 
the  day  prior  to  admission,  she  noted  this  type  of 
slight  cramp.  In  addition,  she  experienced  a severe, 
sudden  stabbing  pain  in  the  right  lower  quadrant, 
which  was  only  partly  relieved  by  heat  and  rest. 
She  had  some  nausea  following  the  onset  of  pain, 
but  no  vomiting.  She  was  referred  to  Bellevue  with 
a diagnosis  of  appendicitis. 

Physical  examination  on  admission  showed  a 


young  woman  in  acute  distress.  There  was  spasm 
and  rebound  tenderness  in  the  right  lower  quadrant 
of  the  abdomen,  not  localized  at  McBurney’s  point. 
The  temperature,  pulse,  respirations  and  blood 
pressure  were  normal.  Pelvic  examination  showed 
a cervix  whose  external  os  was  slightly  patulous, 
but  the  internal  os  was  completely  closed,  failed  to 
admit  even  a very  fine  probe,  and  had  a cartilaginous 
consistency.  The  uterus  was  anterior,  mobile,  and 
smaller  than  normal  in  size.  The  adnexa  were 
negative,  save  for  marked  tenderness  on  the  right 
side. 

Laboratory  examinations  showed  normal  urine, 
hemoglobin,  white  blood  count,  and  erythrocyte 
sedimentation  rate.  On  November  11,  under 
anesthesia,  a vigorous  attempt  to  pass  a sound 
through  the  cervical  canal  was  unsuccessful.  A 
diagnosis  was  made  of  complete,  or  almost  complete 
obliteration  of  the  endometrial  cavity,  following 
dilatation  and  curettage  in  the  puerperal  state. 

On  November  18,  a vaginal  hysterectomy  was 
performed  without  difficulty.  The  uterine  cavity 
was  found  to  be  completely  obliterated  by  dense 
white  scar  tissue,  except  for  a small  area  of  endo- 
metrium in  the  right  cornu,  measuring  8 mm.  in 
diameter.  The  tubes  and  ovaries  appeared  normal. 

The  postoperative  course  was  uneventful,  and 
the  patient  was  discharged  on  the  ninth  day  in  good 
condition.  Pathologic  diagnosis  was:  chronic 

cervicitis;  atresia  of  cervix,  partial  atresia  of  the 
uterine  cavity;  proliferative  endometrium. 

It  is  usually  considered  impossible  to  remove  the 
entire  endometrium,  including  the  basal  layer,  by 
curettage,  particularly  in  the  nonpregnant  uterus. 
The  puerperal  uterus,  with  its  soft  and  edematous 
myometrium,  is  much  more  vulnerable  to  the  curette. 
The  microscopic  examination  of  curettings  from 
puerperal  uteri  frequently  reveals  large  pieces  of 
myometrium  as  well  as  the  lining  mucous  mem- 
brane. The  sequel  to  curettage  in  this  case  is  prob- 
ably a tribute  to  the  thoroughness  of  the  unknown 
gynecologist.  It  may  also  serve  as  a warning  that, 
although  such  a complication  is  rare,  it  may  occur. 


REPORTS  POISONING  FROM  USE  OF  INSECTICIDE 


An  insecticide  using  an  ingredient  which  Germany 
had  developed  during  the  war  as  a substitute  for 
nicotine  is  blamed  for  the  poisoning  of  a user  in  an 
article  in  the  September  17  issue  of  the  Journal  of 
the  American  Medical  Association. 

The  American  manufacturer  of  an  insecticide 
(trade  name,  vapotone-XX)  on  its  label  states  that 
tetraethylpyrophosphate  (TEEP)  comprises  20  per 
cent  of  the  compound.  In  reporting  the  illness  of  a 
seventeen-year-old  boy  who  used  the  substance  to 
spray  melons,  Dr.  Jacob  Faust  of  Baton  Rouge, 
Louisiana  said: 


“In  view  of  the  small  dose  necessary  to  produce 
symptoms  and  possibility  that  poisoning  may  occur 
through  cutaneous  absorption  of  the  compound,  it  is 
recommended  that  practitioners  be  on  the  lookout 
for  such  cases  and  that  commercial  compounds  of 
this  type  be  labeled  to  impart  more  detailed  informa- 
tion for  the  protection  of  their  users.” 

Dr.  Faust  said  the  boy  developed  weakness,  ab- 
dominal cramping,  diarrhea,  and  vomiting  after 
spraying  melons  with  the  compound  and  eating  a 
melon  without  first  washing  his  hands.  He  recovered 
without  any  aftermath. 
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ACUTE  HEMOLYTIC  CRISIS  COMPLICATING  ECLAMPSIA 


Sanpord  M.  Langsam,  M.D.,  Jamaica,  New  York,  and  Frederick  Carpenter,  M.D., 
Corona,  New  York 


( From  the  Department  of  Obstetrics  and  Gynecology,  Queens  General  Hospital) 


'T'HE  following  case  of  acute  hemolytic  crisis  com- 

plicating  eclampsia  was  recently  encountered  by 
the  authors. 

Case  Report 

A twenty-one-year-old  Negro  woman,  gravida  I, 
Para  0,  was  admitted  November  26,  1947,  in  active 
labor.  Her  estimated  date  of  confinement  was 
November  23.  The  patient  had  been  seen  for  the 
first  time  in  the  out  patient  department  on  Sep- 
tember 6.  At  this  time  her  examination  was  essen- 
tially normal  with  a blood  pressure  recorded  as 
120/70.  Her  blood  pressure  rose  slowly  but  steadily 
on  subsequent  visits  despite  salt-free  diet  and 
sedation.  Her  last  recorded  pressure  on  November 
19  was  140/88.  Her  total  weight  gain  was  27 
pounds.  Specimens  of  urine  failed  to  show  albumin 
on  any  clinic  visit. 

Admission  examination  revealed  an  alert  Negro 
woman  in  active  labor.  Pains  were  described  as 
coming  every  four  to  five  minutes  and  lasting  fifty 
to  sixty  seconds.  The  fundus  was  felt  about  5 cm. 
below  the  xiphoid  process.  The  fetal  heait  tones 
weie  regular  and  heard  in  the  left  lower  quadrant. 
Rectal  examination  revealed  the  cervix  to  be  4 to 
5 cm.  dilated  with  a cephalic  presentation,  and  the 
sagittal  suture  in  the  right  oblique  with  the  most 
dependent  portion  2 cm.  below  the  ischial  spines. 
The  membranes  were  intact.  The  blood  pressure 
was  recorded  as  150/100.  The  eye  grounds  showed 
slight  arterial  spasm,  with  no  evidence  of  hemor- 
rhage or  exudate.  No  disk  edema  was  noted.  The 
red  cell  count  was  4,200,000,  with  the  hemoglobin 
11.5  Gm.  Urine  revealed  3-plus  albumin  without 
microscopic  abnormalities.  No  unusual  subjective 
complaints  were  elicited. 

A diagnosis  was  made  of  pre-eclamptic  toxemia, 
moderately  severe.  The  patient  was  given  Demerol 
100  mg.,  scopolamine  1/150  Gm.,  2 cc.  of  50  per 
cent  magnesium  sulfate  deep  in  the  muscle,  and 
50  cc.  of  50  per  cent  glucose  intravenously. 

Approximately  four  hours  after  admission  the 
patient  was  taken  to  the  delivery  room.  The  blood 
pressure  at  this  time  was  120/80.  Prophylactic 
forceps  were  applied  to  a direct  occiput  anterior 
under  pudendal  block.  The  delivery  was  easily 
effected  and  the  placenta  followed  in  fifteen  minutes. 

Before  an  oxytoxic  could  be  administered,  the 
patient  developed  a generalized  convulsion  which 
lasted  about  three  minutes.  She  was  immediately 
given  an  intravenous  injection  of  3.75  grains  of 
amytal  sodium.  Therapy  consisting  of  hypertonic 
glucose,  hypertonic  magnesium  sulfate,  ana  sedation 
consisting  of  alternating  doses  of  morphine  and 
phenobarbital  were  initiated.  An  indwelling  cathe- 


ter was  placed  in  the  bladder.  About  six  hours 
later  the  patient  again  developed  a generalized 
convulsion  which  lasted  about  two  minutes.  The 
blood  pressure  during  this  period  remained  in  the 
neighborhood  of  140/90. 

About  eighteen  hours  postpartum  another  con- 
vulsion occurred.  However,  it  appeared  that  this 
was  a chill  rather  than  a convulsion.  Rectal  tem- 
perature was  found  to  be  104  F.  A portable  roent- 
genogram revealed  an  aspirational  type  of  atelecta- 
sis with  pneumonitis.  The  blood  pressure  at  this 
point  was  obtained  with  only  60  mm.  mercury 
for  the  systolic  reading.  It  was  also  noted  that  the 
urine  had  turned  a port-wine  color,  containing  free 
hemoglobin.  A specimen  of  venous  blood  revealed 
free  hemoglobin  in  the  serum  and  a repeat  blood 
count  showed  only  2,300,000  led  cells.  The  hemo- 
globin was  found  to  be  9 Gm.  A diagnosis  of  acute 
hemolytic  crisis,  etiology  undetermined,  was  made. 
The  patient  was  placed  on  penicillin,  and  alkaliniza- 
tion  was  carried  out.  Extensive  tests  for  sickling 
were  also  carried  out,  including  the  diagnostic 
parameter  procedure.  All  gave  negative  results. 
Fluids  were  forced  by  mouth.  No  blood  was  given 
since  repeated  counts  revealed  no  further  drop  in 
red  cells.  For  forty-eight  hours  there  was  a definite 
oliguria.  Following  this,  the  urine  cleared  in  color, 
and  the  albumin  diminished  quantitatively. 

Urea  nitrogen  on  the  day  of  delivery  was  26  mg. 
per  cent  with  a uric  acid  of  8.3  mg.  per  cent.  It  was 
noted  in  subsequent  daily  examinations  that  the 
blood  urea  nitrogen  continued  to  rise  despite  the 
fact  that  the  patient  was  improved  clinically. 
Stool  examination  was  positive  for  blood.  From 
this  point  on,  the  blood  urea  nitrogen  steadily 
decreased  and  reached  normal  limits  within  a few 
days.  Penicillin  wras  discontinued  after  2,000,000 
units  had  been  given. 

By  the  end  of  the  second  postpartum  week  the 
albumin  had  disappeared  from  the  urine,  the  Fish- 
berg  concentration  test  was  normal,  and  the  urea 
clearance  and  the  phenolsulfonphthalein  w’ere 
normal.  Subsequent  chest  plates  revealed  a com- 
plete resolution  of  the  previous  findings.  Blood 
smears  failed  to  reveal  unusual  cell  forms  at  any 
time.  Consent  for  sternal  marrow  puncture  was  re- 
fused by  the  patient. 

The  patient  was  discharged  to  the  care  of  the  out- 
patient department  on  the  twenty-second  post- 
partum day.  Her  blood  had  returned  to  normal 
levels  and  her  urine  did  not  reveal  any  abnormal 
findings  at  this  time.  Follow-up  studies  in  subse- 
quent months  revealed  no  change  in  status.  Shortly 
after  discharge  from  the  hospital,  her  red  count  was 
4,000,000  cells  and  the  hemoglobin  12  Gm. 
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THORACOPAGUS  TWINS 


Abraham  B.  Tamis,  M.D.,  F.A.C.S.,  and  Alex  Charlton,  M.D.,  New  York  City 
( From  the  Department  of  Obstetrics,  Jewish  Memorial  Hospital) 


XT ORMAL  monozygotic,  single-ovum,  or  identical 
1 ^ twins  occur  about  once  in  100  deliveries.  The 


twins  are  strikingly  similar  in  physical  traits  and 
develop  in  separate  amniotic  sacs  having  a single 
chorion  with  two  umbilical  cords.  Abnormal  twin- 
ning, or  conjoined  twins,  has  been  described  from 
time  to  time  so  that  there  is  considerable  literature 
on  the  subject.  Gruenwald  has  brought  this  sub- 
ject up  to  date  as  part  of  an  extensive  exploration 
of  the  literature  on  the  mechanism  of  abnormal 
development.1 

The  most  commonly  reported  type  of  conjoined 
twins  is  that  of  thoracopagus,  wherein  the  twins  are 
united  at  the  thorax  and  upper  abdomen,  have  a 
single  umbilical  cord,  single  amniotic  sac  and  single 
chorion.  Mortimer  et  al.  described  one  such  case 
in  82,000  deliveries  at  the  Cook  County  Hospital.2 
The  case  to  be  reported  was  the  only  one  recorded 
in  over  11,759  deliveries  at  the  Jewish  Memorial 
Hospital  since  1937. 


Case  Report 

F.  S.,  white,  age  twenty-five,  primiparous,  regis- 
tered for  prenatal  care  August  28,  1946,  when  about 
six  weeks  pregnant.  Previous  history  revealed 
that  she  had  an  appendectomy  at  age  ten.  Menses 
began  at  thirteen,  regular  every  twenty-eight  days, 
lasting  seven  days.  The  last  menstrual  period 
started  July  5, 1946,  and  the  expected  date  of  confine- 
ment was  estimated  to  be  April  12,  1947. 

Physical  examination  revealed  a rather  thin 
woman,  60  inches  tall,  weighing  96  pounds.  Blood 
pressure  was  124/56,  urine  negative  for  albumin  and 
sugar,  blood  Wassermann  negative,  type  O,  Rh 
positive.  No  abnormalities  were  noted,  and  pelvic 
measurements  were  considered  ample.  Vaginal 
examination  confirmed  the  diagnosis  of  a normal  six 
weeks  gestation. 

The  prenatal  course  proceeded  normally.  Rou- 
tine abdominal  examination  at  the  thirty-fifth  week 
of  gestation  revealed  two  heads,  one  in  the  right 
lower  quadrant  and  the  other  at  the  inlet.  Only 
one  fetal  heartbeat  could  be  obtained.  A Mat  plate 
of  the  abdomen  was  taken  and  reported  as  indicating 
the  presence  of  a twin  pregnancy  (Fig.  1).  No  sig- 
nificance was  placed  on  the  relative  position  of  the 
twins. 

On  March  18,  1947,  three  weeks  before  term,  the 
membranes  ruptured  spontaneously  at  4:00  a.m. 
Twelve  hours  later,  labor  pains  set  in,  and  she  was 
admitted  to  the  Jewish  Memorial  Hospital  at  5:30 
p.m.  Labor  was  active,  pains  recurring  every 
three  minutes.  At  6:15  p.m.,  vaginal  examination 
revealed  the  cervix  to  be  four  fingers  dilated  and  one 
head  engaged.  At  8:15  p.m.  the  head  had  descended 
to  the  spines  in  L.O.T.  position,  and  the  cervix  was 
fully  dilated.  The  patient  was  prepared  for  de- 


livery. For  about  one  hour  no  further  progress 
could  be  noted.  With  each  uterine  contraction  the 
head  was  seen  to  extend  instead  of  flex.  The  normal 
mechanism  of  internal  rotation  and  descent  seemed 
to  be  inhibited. 

The  patient  was  anesthetized,  the  head  manually 
rotated  from  the  L.O.T.  position  to  L.O.A.,  and 
Elliot  forceps  applied.  With  slight  traction  the 
head  was  brought  down  to  the  perineum,  a right 
mesiolateral  episiotomy  performed,  and  the  head 
then  delivered  over  the  perineum.  The  head  res- 
tituted to  the  left.  Fundal  pressure  and  traction 
with  the  head  failed  to  bring  about  the  delivery  of 


Fig.  1.  Note  the  presence  of  two  heads,  one  at  the 
inlet  and  the  other  in  the  right  lower  quadrant. 
The  spinal  column  of  the  thoracopagus  is  not  clearly 
defined. 
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Fig.  2.  Photograph  taken  after  reconstruction  of 
severed  portions  of  infant  on  left. 


the  rest  of  the  infant.  Thinking  that  the  shoulders 
were  impacted,  the  vagina  was  explored  and  the 
posterior  (left)  arm  was  found  occupying  the  pos- 
terior cavity  of  the  pelvis.  This  arm  was  easily 
delivered.  Then,  while  exploring  the  chest  to 
reach  the  anterior  (right)  arm,  the  hand  encountered 
a bony  obstruction  leading  off  to  the  right  in  the 
direction  of  the  other  twin.  This  established  the 
diagnosis  of  conjoined  twins  and  all  hope  of  obtaining 
a live  baby  was  abandoned.  The  head,  neck,  and 
upper  extremities  of  the  partly  delivered  twin  were 
removed  in  one  mass  by  sharp  dissection,  care  being 
exercised  to  leave  sufficient  skin  flaps  to  cover  over 
any  sharp  bony  edges.  The  two  feet  of  the  partially 
dissected  twin  were  then  brought  down  from  their 
position  near  the  fundus  of  the  uterus  and  also 
dissected  away  from  the  remaining  twin.  The 
second  twin  was  then  readily  delivered  by  version 
and  extraction.  The  placenta  was  removed  man- 
ually to  make  certain  that  the  uterine  wall  was  in- 
tact. Fortunately  there  was  no  injury.  The 
uterus  contracted  down  firmly.  The  episiotomy  was 
repaired.  The  patient  received  an  infusion  of  1,000 
cc.  of  five  per  cent  glucose  in  saline.  Except  for  a 
temperature  of  100.4  F.  the  first  day  postpartum, 
the  puerperium  was  uneventful,  and  she  was  dis- 
charged on  the  sixth  day. 

The  severed  portions  of  the  twins  were  sutured 
together  and  photographed  (Fig.  2).  Both  were 
females  joined  by  the  anterior  thoracic  wall  and 
upper  abdomen,  with  one  umbilical  cord,  one  pla- 
centa, and  one  amnion.  There  was  one  heart,  a 
double  aorta,  and  there  were  two  pulmonary 
arteries.  The  reconstruction  of  the  aorta  was  diffi- 
cult due  to  several  tears  found  in  the  course  of  the 
vessel,  resulting  from  the  trauma  of  the  delivery. 
The  sternum  was  missing.  Further  detailed  study 
of  the  thoracic  contents  was  not  recorded.  The 
abdominal  organs  below  the  umbilicus  were  redu- 
plicated. 
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COMMERCIAL  STANDARD  FOR  SUN  GLASS  LENSES  NOW  AVAILABLE 


Printed  copies  of  Sun  Glass  Lenses  Made  of 
Ground  and  Polished  Plate  Glass  Thereafter 
Thermally  Curved,  Commercial  Standard  CS159-49, 
are  now  available,  according  to  an  announcement  by 
the  Commodity  Standards  Division  of  the  National 
Bureau  of  Standards. 

Copies  are  for  sale  by  the  Superintendent  of 
Documents,  Government  Printing  Office,  Washing- 
ton 25,  D.C.,  for  ten  cents  each. 

The  purpose  of  this  commercial  standard  is  to 
provide  a nationally  recognized  specification  for  sun 
glass  lenses  which  are  processed  from  selected  ground 
and  polished  plate  glass,  thereafter  thermally  curved, 
to  serve  as  an  assurance  and  protection  to  pur- 
chasers, to  promote  fair  competition  between  manu- 
facturers, and  to  serve  as  a basis  for  certification  of 
quality. 


This  commercial  standard  covers  the  focal  and 
prismatic  power,  as  well  as  freedom  from  defects  that 
impair  the  optical  functioning  of  these  sun  glass 
lenses.  The  lenses  covered  by  this  commercial 
standard  are  eye-protective  (not  eye-corrective) 
devices.  They  are  not  a substitute  for  prescription 
lenses  but  may  be  worn  therewith. 

The  pamphlet  includes  a history  of  the  project, 
the  personnel  of  the  Standing  Committee,  whose 
duty  it  is  to  consider  revision  of  the  standard  when- 
ever required  to  keep  the  standard  abreast  of 
progress,  and  a list  of  the  firms  and  other  organiza- 
tions that  have  adopted  the  standard  as  their 
standard  of  practice  in  the  production,  distribution, 
purchase,  or  testing  of  sun  glass  lenses  made  from 
ground  and  polished  plate  glass  thereafter  thermally 
curved. 


HYDRONEPHROSIS  REVEALED  BY  TRAUMA 


Louis  H.  Baretz,  M.D.,  F.A.C.S.,  Brooklyn, 
( From  the  Jewish  Hospital) 

HPRUE  hydronephrosis  develops  as  the  result  of 

urinary  obstruction  and  stasis  at  any  portion  of 
the  urinary  tract.  The  infravesical  causes  are  ure- 
thral and  vesical ; the  supravesical  are  ureteral  and 
pelvic.  Mechanical  and  neurogenic  types  are  to  be 
distinguished. 

The  relationship  of  trauma  to  hydronephrosis  has 
always  been  an  interesting  clinical  problem,  particu- 
larly from  the  medicolegal  aspect.  Three  possibili- 
ties are  brought  to  mind:  (1)  Rupture  of  a pre- 
existent hydronephrosis  following  trauma,  (2)  hy- 
dronephrosis produced  as  the  direct  result  of  trauma; 
and  (3)  hydronephrosis,  formerly  symptomless,  re- 
vealed by  trauma. 

The  first  possibility,  rupture  of  a pre-existent  hy- 
dronephrotic  kidney,  following  trauma,  is  certainly 
tenable.  A direct  and  severe  blow  to  the  renal 
region,  particularly  in  a spare  individual  with  a 
minimum  of  protective  fat,  may  readily  be  produc- 
tive of  rupture  of  the  hydronephrotic  pelvis  with 
extravasation.  Such  a case,  resulting  in  a large  mass 
due  to  a subcapsular  extravasation  (“renal  hydro- 
cele”), was  reported  by  the  author.1  Lazarus  re- 
ported a rupture  of  a congenital  hydronephrosis 
following  trauma.2 


Fig.  1.  Large,  oval,  opaque  central  mass  occupying 
the  entire  lumbar  region. 


New  York 


The  second  type,  hydronephrosis  produced  as  the 
direct  result  of  trauma,  has  been  described  by  Melt- 
zer,  but  is  less  frequently  encountered.3  Perirenal 
or  periureterial  extravasation  of  blood  may,  by  com- 
pression, bring  about  obstruction  as  the  result  of  a 
hematoma,  only  part  of  which  is  absorbed.  The  re- 
mainder becomes  organized  by  newly  formed  fibrous 
tissue,  which  shrinks  and  causes  a distortion  of  the 
ureter.  This  would  be  a slow  process. 

Hydronephrotic  symptomatology  may  be  silent. 
Slow  obstruction,  or  neurogenic  involvement  over  a 
long  period,  in  the  absence  of  infection,  may  produce 
no  symptoms.  Injury  to  such  a hydronephrosis  and 
its  sequelae  may  reveal  the  latent  pathology,  either 
as  a result  of  the  hematonephrosis,  pain,  or  infection 
produced.4’6 

The  following  case  report  is  of  interest  as  reveal- 
ing a latent  or  quiescent  hydronephrosis  revealed 
by  injury. 

Case  Report 

M.  L.,  a woman,  aged  forty-four,  was  admitted  to 
the  Jewish  Hospital  of  Brooklyn  on  May  18,  1948. 
Twenty-five  years  before,  she  had  been  told  that  she 
had  a “dropped  kidney”  on  the  left  side.  This  had 
caused  no  pain  or  discomfort. 

One  month  preceding  admission,  she  was  struck  on 


Fig.  2.  Colon  displaced  upward  and  laterally  by 
mass. 
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Fig.  3.  Retrograde  left  pyelogram,  showing  left 
kidney  pelvis  displaced  far  to  the  right  and  down- 
ward. 


“The  renal  pelvis  is  atypical  in  configuration,  and 
the  major  and  minor  calices  cannot  be  differentiated. 
On  the  lateral  view,  the  kidney  appears  to  be  unusu- 
ally far  forward  (Fig.  4). 

“With  this  markedly  forward  displacement  of  the 
kidney,  while  I recognize  it  might  obtain  with  con- 
genital displacement,  I am  rather  inclined  to  favor 
the  possibility  of  the  mass  being  associated  with  the 
kidney  itself ; if  there  is  an  acute  history  of  trauma, 
perhaps  we  have  a large  cystic  dilatation  with  hemor- 
rhage in  the  renal  structure  itself.” 

At  operation  a left  lumbar  incision  was  per- 
formed. A huge  lobulated  cystic  mass  filled  the 
entire  abdomen,  retroperitoneally.  Incision  into 
the  mass  yielded  6,000  cc.  of  chocolate-colored  fluid. 
When  collapsed,  the  mass  was  found  to  be  made  up 
of  thick-walled  cysts  and  two  areas  of  thickening 
suggestive  of  atrophic  renal  tissue.  From  one  of 
these  areas,  a narrow  ureter  coursed  downward. 
This  was  cut  and  tied.  From  another  area  sur- 
rounded by  hematoma,  a thicker  vessel,  apparently 
an  aberrant  artery,  coursed  toward  the  aorta;  this 
was  likewise  divided.  The  pedicle  was  readily 
identified,  tied,  and  divided,  thus  removing  the 
mass  in  toto. 

Clinical  diagnosis  was  “chronic  hydronephrosis 
with  cystic  degeneration,  and  renal  atrophy;  trau- 
matic hematonephrosis.”  The  patient  made  an 
uneventful  recovery. 

Pathologic  findings  were  as  follows:*  “Specimen 
consists  of  a cystic  mass  weighing  452  Gm.  (Fig.  5). 
The  external  surface  is  red  and  covered  by  perirenal 

* Pathology  study  was  done  by  Dr.  D.  Grayzell. 


the  left  side,  and  developed  pain  and  a gradually  in- 
creasing mass  in  the  abdomen.  Intravenous  pyelo- 
gram before  admission  revealed  a normal  right  uri- 
nary tract,  but  no  function  on  the  left.  No  renal  left 
shadow  was  apparent;  in  its  place  was  a huge  oval 
mass. 

Examination  revealed  a fairly  comfortable  patient 
complaining  of  constant  dull  pain  in  the  left  abdo- 
men. Temperature  was  low  grade.  Urinary  output 
was  good,  and  urine  examination  was  essentially 
negative.  Blood  pressure  was  150/90,  blood  urea 
nitrogen  was  10,  and  blood  sugar  100.  Urine  culture 
was  sterile.  Abdominal  examination  showed  a large 
cystic  mass  filling  the  left  flank  and  the  left  quad- 
rants of  the  abdomen,  extending  across  the  midline 
to  the  right  side.  It  was  movable,  tense,  and  firm; 
the  upper  pole  was  somewhat  tender. 

Cystoscopy  revealed  a normal  bladder.  Indigo 
carmine  intravenously  appeared  in  four  minutes  in 
good  concentration  from  the  right  side;  no  dye 
appeared  from  the  left  side  after  thirty  minutes.  A 
catheter  passed  up  the  left  ureter  was  obstructed  at 
25  cm.,  and  there  was  no  drainage.  Pyelogram  was 
done. 

X-ray  studies  were  reported  as  follows:*  “There 
is  a large  opaque  central  mass  occupying  the  entire 
lumbar  region;  the  mass  is  the  size  of  a football 
(Fig.  1).  The  colon  is  displaced  upward  and  out- 
ward by  the  mass  (Fig.  2).  After  the  introduction  of 
an  x-ray  catheter,  the  left  kidney  is  found  to  be  dis- 
placed to  the  right  (Fig.  3). 


* X-ray  examination  wae  performed  by  Dr.  M.  Waech 


Fig.  4.  Lateral  view  of  left  retrograde  pyelo- 
gram. Kidney  pelvis  far  forward,  pelvis  atypical; 
configuration  of  major  and  minor  calices  cannot  be 
differentiated. 


October  15,  1949] 


HYDRONEPHROSIS  REVEALED  BY  TRAUMA 


2447 


Fig.  5.  Large  cystic  renal  mass  weighing  452 
Gm. ; hematohydronephrosis. 


fatty  and  fibrous  tissue.  A ureter  is  present,  meas- 
uring 11  cm.  It  is  thin-walled,  and  the  mucous 
membrane  is  hemorrhagic.  On  opening,  the  mass 
consists  of  one  large  multilocular  thick-walled  cyst, 
which  measures  17  cm.  in  diameter.  No  recogniza- 
ble renal  parenchyma  is  present.  However,  several 


firm,  dark,  red-brown  areas  are  present  at  one  pole. 
The  wall  at  its  thickest  point  measures  2.5  cm.  The 
lining  is  green-gray,  and  thrown  into  folds  in  some 
areas. 

“Microscopic  findings:  preparation  from  the 

kidney  cells  shows  dilated  tubules,  containing  amor- 
phous material  and  an  occasional  poorly  defined 
glomerulus.  The  interstitial  tissue  is  dense.  Prepa- 
ration from  the  ureter  shows  ureteral  cells;  at  one 
end  beneath  it  are  extensive  extravasations  of  blood, 
and  the  muscular  coat  appears  slightly  hypertro- 
phied. Another  preparation  consists  of  a hematoma 
which  is  partly  organized. 

“Diagnosis:  left  kidney  with  hydronephrosis  and 
hematoma.” 

Conclusion 

Latent  hydronephrosis,  silent  for  many  years, 
may  be  revealed  directly  following  trauma.  This 
mav  be  the  result  of  pain,  infection,  or  hemorrhage. 

25  Eastern  Parkway 
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NEW  YORK  STATE  MEDICAL  LIBRARY 

Doctors  of  New  York  State  are  reminded  of  the  facilities  of  the  State  Medical 
Library  at  Albany.  They  are  invited  to  visit,  telephone,  or  write  to  the  Library 
where  a trained  staff  of  librarians  will  take  care  of  their  requests. 

Upon  request,  a copy  of  the  regulations  will  be  sent,  which  lists  the  services  of 
the  Library,  including  the  compiling  of  bibliographies,  sending  material  on  specific 
subjects,  or  filling  requests  for  definite  book  or  journal  references. 

A collection  of  over  57,000  books  and  the  receipt  of  approximately  600  current 
medical  journals  enable  the  Medical  Library  to  offer  a real  service  to  the  doctors 
of  the  State. 

Letters  may  be  addressed  to  Miss  Maude  E.  Nesbit,  Librarian,  New  York  State 
Medical  Library,  Education  Building,  Albany  1,  New  York. 


FORTY-THIRD  ANNUAL  MEETINGS 

of  the 

DISTRICT  BRANCHES 
of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


SECOND  DISTRICT  BRANCH 


Wednesday,  October  26,  1949 
Hotel  Gramatan 
Bronxville,  New  York 


Afternoon  Session  Evening  Session 


3:30  p.m. — “Symposium:  Newer  Drugs” 

Harry  Gold,  M.D.,  professor  of  clini- 
cal pharmacology,  Cornell  Uni- 
versity Medical  College 

Ralph  R.  Tompsett,  M.D.,  associate 
professor  of  medicine,  Cornell  Uni- 
versity Medical  College 

5:00  p.m. — “The  New  York  State  Disability  Bene- 
fits Law” 

Miss  Mary  Donlon,  chairman,  New 
York  State  Workmen’s  Compen- 
sation Board 


6:00  p.m. — Refreshments  and  dinner  for  physicians, 
wives,  and  guests 

Address  by  John  J.  Masterson,  M.D., 
president,  Medical  Society  of  the 
State  of  New  York 

“The  National  Education  Campaign  of 
the  American  Medical  Association” 
Louis  H.  Bauer,  M.D.,  chairman, 
Board  of  Trustees  of  the  A.M.A. 

“Socialized  Medicine  in  England” 
Doctor  Ralph  J.  Campbell,  formerly 
of  Manchester,  England 


Presidents  of  Component  County  Societies 


Dutchess C.  A.  Crispell,  M.D.,  Poughkeepsie 

Nassau Walter  C.  Freese,  M.D.,  Baldwin 

Orange Arnold  Messing,  M.D.,  Newburgh 

Putnam Ralph  M.  Hall,  M.D.,  Cold  Spring 

Rockland John  Rooney,  Jr.,  M.D.,  Nyack 

Suffolk W.  C.  Carhart,  M.D.,  East  Islip 

Westchester. . . .Waring  Willis,  M.D.,  Bronxville 
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SUMMARY  OF  MINUTES  OF  THE  COUNCIL  OF  THE  MEDICAL  SOCIETY  OF 

THE  STATE  OF  NEW  YORK 


AT  ITS  meeting  on  June  16,  1949,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated  (Minutes  approved  September  8, 1949): 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with  the 
armed  forces  for  five  members  for  1948,  and  two 
members  for  1947;  on  account  of  illness  for  14  mem- 
bers; also  War  Memorial  assessments  on  account  of 
illness  or  service  with  the  armed  forces  were  re- 
mitted for  nine  members.  The  assessment  of  one 
member  was  refunded. 

Communications. — 1.  Letter,  May  26,  1949, 

expressing  thanks  from  Miss  Mary  McGoldrick,  for 
flowers  sent  to  Mrs.  Thomas  A.  McGoldrick’s  funeral. 

2.  Letter,  May  31,  1949,  from  Dr.  Chas.  Gordon 
Heyd,  president,  United  Medical  Service,  Inc., 
advocating  increases  in  medical  fees  and  premium 
rate;  also  requesting  an  endorsement  by  the  Medi- 
cal Society  of  the  State  of  New  York  of  new  ceiling 
policy  limits:  individual  incomes  $2,500,  family 
income  $4,000. 

It  was  voted  that  this  letter  be  referred  to  the  Com- 
mittee on  Economics. 

3.  Letter,  May  18,  1949,  from  Dr.  Alfred  P. 
Ingegno,  chairman,  Subcommittee  on  Scientific 
Program,  re  expenses  of  Dr.  Wolf,  speaker  at  General 
Sessions. 

After  discussion,  it  was  voted  that  this  be  paid  as  a 
committee  expense  without  being  a precedent. 

4.  Letter,  May  11,  1949,  from  Dr.  Francis  O. 
Pfaff,  secretary,  Madison  County  Medical  Society, 
requesting  approval  of  transfers  for  Dr.  Theodore 
J.  Prowda,  Dr.  Chancellor  H.  Whiting,  and  Dr. 
Howard  Young,  from  the  Medical  Society  of  the 
County  of  Oneida  to  Madison  County  Medical 
Society. 

Approval  was  voted. 

5.  Letter  from  Dr.  Donald  G.  Anderson,  secre- 
tary of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association,  to  whom 
the  Council  referred  the  matter  of  the  Maimonides 
Hospital,  with  the  request  for  advice  and  guidance: 

Dear  Doctor  Anderton: 

I reviewed  the  resolution  and  other  material  concerning 
the  action  of  the  Board  of  Directors  of  Maimonides  Hos- 
pital which  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  referred  to  the  Council  on  Medical  Education 
and  Hospitals. 

In  its  relations  with  hospitals,  the  Council  has  had  to  be 
guided  by  the  fact  that  numerous  court  decisions  have 
established  the  principle  that  the  governing  body  of  a hos- 
pital is  responsible  for  the  conduct  of  the  hospital  and  has 
full  power  to  make  such  rules  and  regulations  as  it  deems 
necessary.  In  other  words,  there  is  no  official  way  in  which 
effective  pressure  can  be  brought  to  bear  in  a situation 
such  as  that  which  exists  at  the  Maimonides  Hospital. 

It  would  seem  to  me  that  if  the  officials  of  the  Medical 
Society  of  the  State  of  New  York  believe  that  some  adjust- 
ment of  the  situation  is  indicated,  the  only  way  to  accom- 
plish this  would  be  through  friendly  negotiations. 

Moved,  that  a copy  of  this  letter  be  sent  to  the 
Medical  Society  of  the  County  of  Kings.  Adopted. 

6.  Letter  from  Dr.  W.  R.  Brooksher,  secretary, 
Arkansas  Medical  Society,  June  11,  1949,  re  opposi- 
tion to  socialized  medicine  bills  S1411,  H.R.  3942, 
and  H.R.  4660,  now  in  the  Senate. 

Moved,  that  the  letter  be  referred  to  the  Legisla- 
tive Committee.  Adopted. 


7.  Resolution  from  the  Medical  Society  of  the 
County  of  Queens  re  revision  of  the  Medical  Prac- 
tice Act  (Section  6501),  which  was  introduced  and 
adopted  by  that  Society  on  May  31. 

Moved,  that  the  resolution  be  referred  to  the 

Legislative  Committee.  Adopted. 

The  1949  annual  meeting  in  Buffalo  was  attended 
by  1,609  members  of  our  profession,  538  guests, 
including  students,  interns,  nurses,  and  doctors’ 
wives,  and  335  exhibitors,  making  a total  attend- 
ance of  2,482.  In  1947,  the  total  attendance  in 
Buffalo  was  1,973. 

The  1950  Annual  Meeting  of  our  Society  has  been 
scheduled  for  the  Hotel  Statler,  New  York  City, 
May  8 through  12,  1950. 

The  Board  of  Regents  of  the  University  of  the 
State  of  New  York  have  appointed  Dr.  Edwin  A. 
Griffin,  whom  you  nominated,  as  a member  of  the 
Medical  Grievance  Committee. 

Your  Secretary  has  perused  a synopsis  of  the  Dis- 
abilities Benefits  Law  (Chapter  600,  Laws  of  1949), 
an  addition  to  the  Workmen’s  Compensation  Law 
which  will  be  administered  by  the  New  York  State 
Workmen’s  Compensation  Board.  As  a result, 
your  Secretary  takes  the  liberty  to  suggest  that  you 
refer  this  law  to  the  Legislative  Committee  with  the 
recommendation  that  amendments  be  proposed 
which  would  allow  any  licensed  physician  in  New 
York  State  to  certify  disability  under  this  law;  that 
an  amendment  be  proposed  which  would  provide  a 
hearing  by  his  fellows  if  a physician  is  accused  of  sub- 
mitting untruthful  or  incomplete  report;  and  that 
the  law  be  amended  to  require  payment  to  any 
physician  for  time,  when  he  testifies  regarding  dis- 
putes. 

Moved,  that  this  be  referred  to  the  Legislative 

Committee.  Adopted. 

Treasurer’s  report  was  accepted. 

Report  of  the  Executive  Officer 

Dr.  Hannon  in  a verbal  report  stated  he  had  been 
arranging  district  branch  meetings  for  the  fall;  and 
that  he  had  attended  an  open  meeting  of  the  trustees 
of  the  New  York  State  University  in  regard  to  new 
medical  schools,  in  Albany  on  May  17. 

Reports  of  Committees 

Constitution  and  Bylaws.— Dr.  Reuling,  chairman, 
reported  that  revised  bylaws  had  been  received  from 
Broome  County,  that  the  Secretary  and  Counsel  had 
gone  over  them,  and  he  recommended  they  be  ap- 
proved as  amended. 

Approval  was  voted. 

Economics. — Dr.  Wertz,  chairman,  reported 
regarding  meetings  which  Mr.  Farrell,  director  of 
the  Bureau  of  Medical  Care  Insurance,  had  attended; 
also  that  the  regular  quarterly  progress  report  on 
membership,  financial  and  claim  data  of  the  six 
plans  approved  by  the  State  Society  had  been  dis- 
tributed by  Mr.  Farrell. 

Office  Administration  and  Policies. — In  the  ab- 
sence of  Dr.  Cunniffe,  Dr.  Anderton  reported  that, 
in  addition  to  routine  matters,  it  was  voted  to  recom- 
mend to  the  Council  that  the  Trustees  be  requested 
to  provide  for  partitioning  Mr.  Anderson’s  office  to 
provide  an  office  for  the  president,  the  treasurer,  and 
the  managing  editor,  at  an  estimated  cost  of  $238. 
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Moved,  approval  of  this  part  of  the  report. 
Adopted. 

Also,  he  reported  it  was  voted  to  change  the  audit 
of  charges  for  publicity  for  the  Annual  Meeting  to 
show  that  this  be  not  included  in  the  Public  Rela- 
tions item. 

It  was  voted  to  seek  an  adjustment  with  the 
Medical  Society  of  the  County  of  Kings  regarding  an 
item  of  $24  book  shortage  in  War  Memorial  assess- 
ments. 

Furthermore,  Mr.  Anderson  was  advised  to  secure 
a rider  to  be  affixed  to  the  automobile  liability  policy 
of  each  employe  of  the  Society  who  uses  his  auto- 
mobile on  State  Society  business. 

Moved,  approval  of  the  balance  of  the  report. 
Adopted. 

Publication. — Dr.  Kosmak,  chairman,  reported 
that  the  Committee  met  on  June  15,  1949.  The 
Committee  voted  to  recommend  to  the  Council 
that  charges  for  publication  of  the  proceedings  of  the 
House  of  Delegates  as  a supplementary  issue  of  the 
New  York  State  Journal  of  Medicine  be  charged 
to  cost  of  convention.  Last  year  that  special  pam- 
phlet cost  practically  $4,000. 

Moved,  that  the  charge  for  publication  of  the 
supplementary  issue  of  the  Journal,  which  carries 
almost  verbatim  the  minutes  of  the  House  of 
Delegates,  be  charged  to  Annual  Meeting  and  that 
the  Trustees  be  requested  to  appropriate  the  neces- 
sary funds  to  meet  the  increased  deficit.  Adopted. 
The  Committee  has  been  making  every  effort  to 
improve  the  appearance  of  the  Journal  and  in  the 
coming  issues  will  use  a different  type  of  paper  in  an 
attempt  to  improve  illustrations.  This  will  mean 
an  increase  of  cost  of  $50  per  issue  of  the  Journal. 

The  names  of  Dr.  A.  H.  Aaron  of  Buffalo,  Dr. 
Reginald  A.  Higgons  of  Port  Chester,  and  Dr.  Leo 
F.  Simpson  of  Rochester  have  been  included  as 
members  of  the  Associate  Editorial  Board  in  the 
masthead  of  the  Journal. 

The  volume  sales  of  the  Directory  have  amounted 
to  $37,050;  2,138  copies  have  been  sold. 

Moved,  that  the  report  be  accepted.  Adopted. 
Public  Health  and  Education. — Dr.  Curphey, 
chairman,  reported  that  on  April  21,  1949,  a meeting 
was  held  with  State  Commissioner  of  Health,  Dr. 
Hilleboe,  and  Deputy  Commissioner,  Dr.  Ingraham, 
in  New  York,  at  which  Dr.  W.  P.  Anderton  was  also 
present.  The  purpose  was  to  formulate  a program 
as  a basis  for  joint  discussions  between  the  Medical 
Society  of  the  State  of  New  York  and  the  State 
Department  of  Health.  The  following  were  the 
items  agreed  on,  in  order  of  priority: 

1.  Cerebral  palsy  program. 

2.  Relationship  of  county  laboratories  and 
county  health  departments. 

3.  Tentative  program  of  preventive  care  for  the 
preschool  child. 

4.  Further  development  of  blood  bank  program 
in  New  York  State. 

5.  An  improved  school  health  program. 

6.  Health  preparedness  program  for  civilian 
defense. 

7.  Means  of  improving  the  accuracy  of  death 
certificates. 

Dr.  Curphey  reported  he  had  attended  various 
other  meetings  and  that  postgraduate  instruction 
has  been  arranged  for  a number  of  county  societies. 

American  Museum  of  Health,  Inc. — Dr.  Curphey 
also  reported  that  he  had  been  in  correspondence 
with  Mr.  Roderick  Stevens  of  the  American  Museum 


of  Health,  who  is  requesting  approval  from  the  I 
Medical  Society  of  the  State  of  New  York  for  a proj- 
ect to  establish  a free  public  museum  of  health  in 
the  city  of  New  York. 

Moved,  that  the  American  Museum  of  Health  re- 
ceive the  approval  of  its  project,  by  the  Medical 
Society  of  the  State  of  New  York.  Adopted. 
Location  of  Office. — Dr.  Curphey  reported  no 
available  space  in  New  York  City.  Queens  County 
Society  has  a room.  If  the  Council  approves  of 
this  location,  it  will  be  possible  to  engage  a suitable 
secretary. 

Moved,  that  the  report  be  accepted  and  the  Coun- 
cil approve  location  of  the  office  in  Queens. 
Adopted. 

Public  Relations. — Dr.  Winslow,  chairman,  re- 
ported the  activities  and  immediate  objectives  of 
this  Committee. 

Veterans  Administration,  Liaison  with  the. — Dr. 
Anderton  read  a letter  from  Dr.  Bauckus,  chairman, 
in  which  he  stated  that  he  was  corresponding  with 
Dr.  Harding  about  the  renewal  of  the  contract  with 
the  Veterans  Administration  which  expires  June  30, 
1949. 

War  Memorial. — Dr.  Rooney,  chairman,  requested 
authority  to  commence  payment  under  the  War 
Memorial  to  those  children  who  are  entitled  to  it. 
Authority  was  voted. 

He  also  requested  approval  of  a letter  he  planned, 
requesting  the  students  to  submit  letters  from  deans 
of  the  schools  attended,  showing  that  they  have 
been  registered  and  matriculated,  and  stating  that 
payments  will  be  made  in  three  installments. 
Approval  was  voted. 

Workmen’s  Compensation.— Dr.  Kenney,  chair- 
man, reported  that  the  Bureau  continues  to  receive 
numerous  complaints  from  specialists  throughout 
the  state  because  of  lowering  of  the  fee  for  “subse- 
quent office  treatments”  from  $5.00  to  $3.00.  There 
is  also  an  insistent  demand  on  the  part  of  the  general 
practitioners  that  their  fees  be  increased  above  the 
levels  of  those  promulgated  in  June  1,  1947. 

“It  is  recommended  that  steps  be  taken  to  confer 
promptly  with  the  chairman  of  the  Workmen’s 
Compensation  Board  in  an  effort  to  bring  about  a 
revision  of  the  schedule  in  accordance  with  the  insist- 
ent demands  of  physicians  throughout  the  State 
that  the  schedule  be  brought  up  to  fees  paid  in  pri- 
vate practice  to  general  practitioners  and  specialists, 
by  persons  of  a like  standard  of  living.” 

Moved,  that  the  report  be  accepted.  Adopted. 

Report  of  Delegates  to  the  1949  Annual  Meeting 
of  the  American  Medical  Association 

Dr.  Winslow  reported  as  follows:  The  nine  resolu- 
tions entrusted  to  your  delegation  by  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New 
York  were  introduced.  The  resolution  regarding 
voluntary  health  insurance  introduced  by  Dr. 
Rawls  was  reported  unfavorably  by  a reference  com- 
mittee because  another  similar  resolution  was  re- 
ported favorably.  The  resolution  regarding  free 
choice  of  physicians  for  government  employes  under 
the  workmen’s  compensation  law  was  approved  by 
the  Reference  Committee  on  Public  Relations  and 
Legislation.  It  was  voted  by  the  House  that  this 
resolution  should  be  implemented  by  the  proper 
agency  of  the  American  Medical  Association.  A 
resolution  regarding  admission  to  examinations  by 
medical  specialty  boards  was  introduced  by  Dr. 
Flood  ana  referred  by  the  House  of  Delegates  for 
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further  study.  Dr.  Smith’s  resolution  endorsing  the 
National  Diabetes  Detection  Drive  was  adopted. 

Action  on  our  resolution  regarding  assessments  of 
the  American  Medical  Association,  introduced  by 
Dr.  Eggston,  was  postponed  until  the  interim  meet- 
ing. The  proposed  amendment  to  the  Constitution 
of  the  American  Medical  Association  as  introduced 
by  Dr.  Monteith  was  ruled  to  be  out  of  order  by  the 
reference  committee  to  which  it  was  sent.  Our 
resolution  regarding  displaced  physicians  from 
European  countries  received  the  approval  of  the 
House  of  Delegates  and  was  referred  to  the  Board  of 
Trustees.  A resolution  about  general  practitioners 
which  was  introduced  by  Dr.  Di  Natale  was  help- 
fully amended  and  passed.  The  resolution  regard- 
ing various  uses  of  Sir  Luke  Fildes’  painting,  “The 
Doctor,”  was  passed.  The  Trustees  reported  that 
much  advocated  in  this  resolution  was  already  in 
practice.  The  feasibility  of  stamps  bearing  this 
picture  was  questioned,  because  the  picture  has 
appeared  on  U.S.  Government  postage  stamps. 

Dr.  Albert  F.  R.  Andresen  was  chairman  of  the 
Reference  Committee  on  Rules  and  Order  of  Business; 
Dr.  W.  P.  Anderton  was  a member  of  the  Reference 
Committee  on  Medical  Education;  Dr.  Scott  Lord 
Smith  was  a member  of  the  Reference  Committee  on 
Hygiene  and  Public  Health;  Dr.  J.  Stanley  Kenney 
was  a member  of  Reference  Committee  on  Reports 
of  Officers;  Dr.  Edward  P.  Flood  was  on  the  Refer- 
ence Committee  on  Credentials;  and  Dr.  Andrew 

A.  Eggston  was  a member  of  the  Reference  Commit- 
tee on  Miscellaneous  Business. 

Dr.  Louis  H.  Bauer  was  re-elected  a trustee  of  the 
American  Medical  Association  for  five  years;  Dr. 
Edward  R.  Cunniffe  was  re-elected  to  the  Judicial 
Council;  Dr.  Thomas  A.  McGoldrick  was  re-elected 
to  the  Council  on  Medical  Services,  and  Dr.  James 
R.  Reuling  was  re-elected  vice-speaker. 

The  following  delegates  attended:  Drs.  Leo  F. 
Schiff;  J.  Stanley  Kenney;  Ralph  T.  B.  Todd; 
Thomas  M.  D’Angelo;  W.  Guernsey  Frey,  Jr.; 
John  J.  Masterson;  William  B.  Rawls;  W.  P. 
Anderton;  Floyd  S.  Winslow;  Scott  Lord  Smith; 

B.  Wallace  Hamilton;  Albert  F.  R.  Andresen; 
Denver  M.  Vickers;  Andrew  A.  Eggston;  Peter  J. 
Di  Natale;  Clarence  G.  Bandler;  George  W.  Kos- 
mak;  Herbert  H.  Bauckus;  Joseph  P.  Henry;  Ed- 
ward P.  Flood;  Thomas  A.  McGoldrick;  Stephen 
R.  Monteith,  and  James  R.  Reuling. 

New  Business 

Letter  from  Dr.  John  J.  Bourkc,  executive  direc- 
tor, New  York  State  Joint  Hospital  Survey  and 
Planning  Commission,  requesting  that  the  Council 
nominate  two  physicians  from  whom  one  could  be 
appointed  to  succeed  Dr.  O.  W.  H.  Mitchell,  de- 
ceased, on  the  Commission. 

Dr.  Curphey  and  Dr.  Adie  were  nominated. 

It  was  voted  that  the  Council  request  the  legal 
counsel  to  write  a brief  regarding  the  present 
status  of  the  practice  of  medicine  in  the  State  of 
New  York  by  corporations,  including  hospitals. 

Recommendations  to  the  Board  of  Trustees 

The  Council  voted  to  recommend  to  the  Board  of 
Trustees  that  they  appropriate  $50  to  help  defray 
the  expenses  of  a representative  of  this  Society  to 
the  1950  Revision  Committee  of  the  U.S.  Phar- 
macopoeia; also  that  $100  be  contributed  to  the 
building  fund  of  that  organization. 

Appointments. — The  Council  granted  the  Presi- 
dent power  to  appoint  the  officers  of  the  Sessions  on 
History  of  Medicine  and  Physical  Medicine. 


The  Council  Committees  and  Subcommittees 
appointed  for  the  year  1949-1950  by  the  President 
were  approved.  (These  were  published  in  the 
September  1 issue  of  the  New  York  State  Journal 
of  Medicine,  Part  II,  with  the  minutes  of  the 
annual  meeting.) 

Matters  Referred  from  the  House  of  Delegates  to 
the  Council 

Expenditures. — The  matter  of  appropriating 
necessary  funds  for  a successful  public  relations  and 
legislative  campaign  “even  if  a deficit  should  de- 
velop” was  referred  to  the  Board  of  Trustees. 

Tenure  of  Hospital  Staff  Appointments  and  Bed 
Facilities  in  Municipal  and  Voluntary  Hospitals. — 
Resolutions  were  referred  to  Joint  Committee  of  the 
Hospital  Association  of  New  York  State  and  the 
Medical  Society  of  the  State  of  New  York. 

Practice  of  Medicine  by  Hospitals  and  Colleges. — 
These  three  items  were  referred  to  the  Committee 
on  Economics:  (1)  that  they  should  not  practice 
medicine  in  any  of  its  branches  for  pecuniary  gain, 
(2)  that  a conference  be  held  with  deans  of  medical 
colleges  and  representatives  of  hospitals  and  teach- 
ing institutions  to  formulate  a program  which  is  in 
the  public  interest,  and  (3)  that  such  institutions  be 
requested  to  take  no  further  action  toward  entering 
the  practice  of  medicine  until  such  policy  has  been 
formulated. 

The  following  was  referred  to  the  Legislative 
Committee:  (4)  that  the  Council  sponsor  and  sup- 
port the  introduction  of  (Senate  Intro.  2402)  in  the 
1950  Legislature  which  declares  the  practice  of 
medicine  by  charitable  hospitals  to  be  illegal. 

A directive  to  formulate  principles  of  ethics  for 
group  practice  as  soon  as  possible  was  referred  to  the 
Planning  Committee  for  Medical  Policies. 

District  Branches. — That  the  district  branches 
employ  executive  secretaries  to  coordinate  activi- 
ties was  referred  to  the  presidents  of  district  branches. 

Blue  Cross  and  Blue  Shield  Plans.— It  was  recom- 
mended that  Blue  Cross  discontinue  offering  medical 
services  in  pathology,  radiology,  anesthesiology,  and 
physical  therapy  and  that  Blue  Shield  plans  should 
pay  for  these  expenses.  This  was  referred  to  the 
Committee  on  Economics  for  its  Subcommittee  on 
Medical  Expense  Insurance. 

Report  of  the  President. — ( 1 ) An  amendment  to 
the  Constitution  which  would  lighten  the  duties  of 
the  president  was  referred  to  the  Special  Committee 
on  Revision  of  the  Constitution  and  Bylaws.  (2) 
The  resolution  to  re-evaluate  our  polices  on  blood 
banks  was  referred  to  the  Committee  on  Public 
Health  and  Education  which  has  a subcommittee  on 
blood  banks. 

Problems  on  Alcoholism. — ( 1 ) The  recommenda- 
tion that  the  State  Society  be  officially  represented 
on  the  board  of  directors  of  the  Rehabilitation 
Center  for  Alcoholism  of  the  University  of  Buffalo 
was  referred  to  the  president  with  authority  to  make 
such  nomination  if  and  when  the  invitation  is  re- 
ceived. (2)  It  was  recommended  that  the  activi- 
ties of  the  Committee  on  Problems  of  Alcoholism  be 
closely  coordinated  with  those  of  the  Subcommittee 
on  Problems  of  Alcohol  of  the  New  York  State 
Interdepartmental  Council.  The  Secretary  was 
requested  to  inform  that  Council  of  the  name  of  the 
chairman  of  our  Committee  on  the  Problems  of 
Alcoholism.  (3)  A symposium  to  be  held  on  the 
“Teaching  Day”  at  the  1950  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  was  re- 
ferred to.the  Public  Health  and  Education  Commit- 
tee. 
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General  Practice  of  Medicine. — The  suggestion 
to  form  a Section  on  General  Practice  in  the  Scien- 
tific meeting  of  the  Society  was  referred  to  the  Sub- 
committee on  Scientific  Program  of  the  Convention 
Committee  for  study  and  report. 

Directory. — It  was  recommended  that  the  Direc- 
tory be  published  every  two  years  and  the  Publica- 
tion Committee  investigate  the  cost  of  publishing 
Connecticut  and  New  Jersey  sections.  The  matter 
was  referred  to  the  Publication  Committee. 

The  ruling  “that  only  those  hospitals,  clinics  and 
other  institutions,  which  comply  with  the  intent 
and  the  spirit  of  the  code  of  ethics  of  the  Medical 
Society  of  the  State  of  New  York  as  it  applies  to  the 
practice  of  medicine,  be  listed  in  the  Directory,” 
was  also  referred  to  the  Publication  Committee. 

Ethics. — Revision  of  the  Code  of  Ethics  was  refer- 
red to  the  Committee  on  Questions  of  Ethics. 

Medical  Indemnity  Payments. — The  House  en- 
dorsed in  principle  legislation  to  preserve  free  choice 
of  physician,  especially  in  cases  where  there  are 
indemnity  payments  under  voluntary  medical  plans. 
This  was  referred  to  the  Committee  on  Economics; 
also  the  resolution  on  prepaid  medical  insurance. 

Legislation. — “To  increase  the  number  on  the 
Legislative  Committee  and  that  this  Committee  be 
geographically  distributed.”  This  was  referred  to 
the  president  with  power. 

To  “make  available  to  our  State  legislators  ‘to- 
the-point’  brief  monthly  news  releases  of  dynamic, 
pictorial,  and  verbal  descriptive  value  which  will 
serve  to  keep  our  legislators  constantly  and  effec- 
tively informed  of  the  cogent  reasons  underlying 
medicine’s  requests  for  the  various  bills  in  which  it  is 
concerned  from  the  viewpoint  of  the  public  interest 
and  that  of  the  practitioners  of  medicine  who  serve 
them.”  This  was  referred  both  to  the  Legislative 
and  Public  Relations  Committees. 

Ways  and  means  to  secure  closer  relationship  be- 
tween county  legislative  committees  and  the  State 
Legislative  Committee  and  that  the  staff  in  Albany 
be  augmented  preferably  by  someone  well  versed  in 
legislative  matters  and  in  public  relations  was 
referred  to  the  Legislative  Committee. 

Workmen’s  Compensation. — The  following  items 
were  referred  to  the  Workmen’s  Compensation  Com- 
mittee : 

A.  Recognizing  that  the  New  York  State  Work- 
men’s Compensation  Board  has  medical  records 
giving  end  results  in  terms  of  disability  at  end 
periods  of  time,  varying  from  one  to  three  years, 
which  have  not  been  made  available  to  the  medical 
profession,  the  House  voted  to  request  “the  chair- 
man of  the  New  York  State  Workmen’s  Compensa- 
tion Board  to  attempt  to  obtain  the  necessary  funds 
needed  for  study  and  tabulation  of  such  medical 
records,  so  that  these  end  results  may  be  published 
and  made  available  to  the  medical  profession.” 

B.  To  facilitate  simplification  of  Workmen’s 
Compensation  report  forms,  the  House  directed  that 
the  Council  request  a committee  of  representatives 
of  its  Workmen’s  Compensation  Committee  or  its 
director,  of  insurance  carriers,  employers,  and  Work- 
men’s Compensation  Board  to  study  and  recom- 
mend such  simplification. 

C.  (1)  That  the  chairman  of  the  Workmen’s 
Compensation  Board  issue  a statement  about  dis- 
puted points  in  the  new  fee  schedule  as  soon  as  pos- 
sible; that  the  fees  of  the  general  practitioner, 
radiologist,  and  the  physical  therapist  be  increased. 
(2)  That  the  chairman  of  the  Workmen’s  Compen- 
sation Board  be  requested  to  revise  the  fee  schedule 
at  from  one  to  two  year  intervals. 

The  following  items  (D  and  E)  were  referred  to 


the  Workmen’s  Compensation  and  Legislative 
Committees: 

D.  That  the  Council  stimulate  introduction  of 
legislation  which  would  effect  a fairer  method  of 
arbitration  of  disputed  medical  bills  in  the  four 
counties  having  a population  of  over  one  million 
which  would  “be  based  upon  the  method  in  vogue 
throughout  the  rest  of  the  State.” 

E.  That  the  Council  (1)  have  legislation  intro- 
duced to  amend  Section  13(g)2  of  the  Workmen’s 
Compensation  Law  to  provide  for  arbitration  of  dis- 
puted medical  bills  in  the  county  where  the  medical 
services  are  rendered,  and  (2)  have  introduced  and 
vigorously  push,  a bill  to  abolish  the  medical  prac- 
tice committee  and  to  transfer  its  functions  to 
county  societies. 

F.  The  Secretary  was  instructed  to  write  to  the 
chairman  of  the  Workmen’s  Compensation  Board 
requesting  that  the  subspecialty  of  thoracic  surgery 
be  listed  under  symbol  M-17. 

G.  That  the  Workmen’s  Compensation  Law 
should  be  amended  to  harmonize  with  the  provisions 
of  the  Education  Law  concerning  group  practice  was 
referred  to  the  Workmen’s  Compensation  and  Legisla- 
tive Committees. 

H and  I.  That  the  Society  take  necessary  steps 
to  recommend  at  least  a 30  per  cent  increase  in  all 
items  in  the  fee  schedule  pertaining  to  x-ray;  also  a 
substantial  increase  in  all  items  of  the  fee  schedule 
pertaining  to  physical  medicine.  The  president  was 
requested  to  write  to  the  chairman  of  the  Workmen’s 
Compensation  Board  enclosing  copies  of  these  reso- 
lutions. 

J.  That  the  Committee  on  Workmen’s  Compen- 
sation, with  such  other  members  as  the  president 
may  appoint,  meet  with  the  chairman  of  the  Work- 
men’s Compensation  Board  or  her  designated  repre- 
sentative to  urge  correction  of  inequities  in  the 
Workmen’s  Compensation  Minimum  Fee  Schedule 
as  soon  as  possible.  This  was  referred  to  the  Work- 
men’s Compensation  Committee. 

Injunction.— The  House  voted  that  the  Society 
should  request  reintroduction  into  the  1950  New 
York  State  Legislature  of  1949  Senate  Intro.  94. 
(To  amend  the  Education  Law,  in  relation  to  auth- 
orizing the  attorney  general  to  apply  for  relief  by 
injunction  to  restrain  the  commission  of  any  act 
which  is  illegal  under  article  131  of  such  law.)  This 
was  referred  to  the  Legislative  Committee. 

Blood  Banks. — That  the  Blood  Bank  Subcom- 
mittee of  the  Public  Health  and  Education  Com- 
mittee be  continued  or  a new  committee  be  ap- 
pointed to  devise  a sound  blood  bank  program  to  be 
developed  jointly  by  the  New  York  State  Depart- 
ment of  Health,  the  Medical  Society  of  the  State  of 
New  York,  and  its  component  county  medical 
societies.  This  was  referred  to  the  Committee  on 
Public  Health  and  Education,  Subcommittee  on 
Blood  Banks. 

X-ray  Treatment  and  Radium  Treatment. — The 

House  voted  to  request  the  reintroduction  into  the 
1950  New  York  State  Legislature  of  the  1949  bill 
entitled  “To  Amend  the  Education  Law,  in  Relation 
to  the  Practice  of  X-ray  Diagnosis,  X-ray  Treat- 
ment, and  Radium  Treatment”  to  take  effect  July  1, 
1950.  Referred  to  the  Legislative  Committee. 

Lien  Law. — The  House  voted  that  our  Society 
should  request  reintroduction  of  Senate  Intro.  Bill 
No.  2045  of  1949  in  the  1950  Legislature,  with  active 
work  for  its  passage;  and  that  endorsement  of  the 
New  York  Bar  Association  be  solicited.  This  bill 
relates  to  liens  for  physicians  for  treatment  or  care 
of  injured  persons.  Referred  to  the  Committee  on 
Legislation. 


October  15,  1949] 


MINUTES  OF  THE  COUNCIL 


2453 


Report  of  Malpractice  Insurance  and  Defense 
Board. — In  approving  this  report  the  House  voted  to 
add  to  Section  2 of  the  Regulations  Governing  Mal- 
practice Defense  and  Group  Insurance  the  follow- 
ing: 

“The  authority  to  limit  the  amount  of  insur- 
ance protection  granted  to  any  member  and  the 
authority  to  withdraw  the  privilege  of  renewal  of 
indemnity  insurance  under  the  Group  Plan  under 
conditions  hereinabove  stated  is  hereby  delegated 
to  the  Malpractice  Insurance  and  Defense  Board 
and  shall  be  one  of  the  duties  of  the  Board. 

“The  Board  may,  in  lieu  of  withdrawing  the 
privilege  of  renewal  of  insurance  from  a member 
under  the  conditions  stated,  order  that  a deduc- 
tible average  clause  in  some  given  amount  be 
applied  to  the  renewal  of  such  insurance.” 

Also  it  was  voted  that  any  member  whose  insur- 
ance is  affected  by  a decision  of  the  Board  shall 
have  the  right  of  appeal  to  the  Council,  and  the 
decision  of  the  Council  shall  be  final.  This  was 
referred  to  the  Malpractice  Insurance  and  Defense 
Board. 

Maternal  and  Child  Welfare. — In  accepting  the 
Committee  report  the  House  voted  that  the  “Medi- 


cal Society  of  the  State  of  New  York  should  urge 
strongly  that  all  hospitals  proceed  with  the  fulfill- 
ment of  the  requirements  as  outlined  in  Regulation 
35  of  the  Sanitary  Code  of  the  State  of  New  York  as 
rapidly  as  possible.” 

The  Committee  also  recommended  that  a report 
on  this  matter  be  made  to  the  House  of  Delegates 
in  1950.  Regulation  35  of  the  New  York  State 
Sanitary  Code  appears  on  pages  788,  789  of  the  New 
York  State  Journal  of  Medicine,  April  1,  1949, 
vol.  49,  no.  7. 

This  was  referred  to  the  Joint  Committee  of  the 
New  York  State  Hospital  Association  and  the 
Medical  Society  of  the  State  of  New  York. 

Public  Medical  Care. — The  House  recommended 
“that  the  Federal  or  State  Government  assist  the 
indigent,  including  all  those  who  are  eligible  for  old- 
age  assistance,  to  obtain  medical  care  by  purchasing 
adequate  insurance  from  existing  prepayment  hos- 
pital and  medical  plans,  provided  that  all  voluntary 
health  insurance  programs  will  be  entirely  in  the 
hands  of  the  State  agency  acting  in  consultation  with 
a State  Hospital  and  Medical  Care  Council  and 
Regional  Hospital  and  Medical  Care  Authorities 
set  up  in  health  regions  within  the  State.”  This 
was  referred  to  the  Committee  on  Economics  for  its 
subcommittee  on  Public  Medical  Care. 


ANESTHETICS  FOR  THE  ASTHMATIC 

It  seems  well  established  that  people  suffering 
from  allergies,  and  especially  asthma,  are  more  sus- 
ceptible to  anesthetics  than  other  persons  said  Dr. 
Richard  E.  Brennan,  St.  Joseph’s  Hospital,  Reading, 
Pennsylvannia,  in  a recent  issue  of  Annals  of 
Allergy.  The  success  of  anesthesia  in  the  allergic 
patient  depends  upon  proper  planning  or  proper 
selection  of  the  drugs  to  be  used.  The  critical  time 
usually  comes  after  the  operation  is  over.  Strict 
care  must  be  given  at  this  time,  he  stresses. 

Very  few  cases  of  allergy  to  the  commonly  used 


inhalation  anesthetics  have  ever  been  reported,  but 
with  the  newer  drugs  and  the  injectable  anesthetics, 
the  story  is  different.  Much  depends  upon  the 
skill  of  the  anesthetist.  He  should  always  be  given 
a chance  to  study  the  patient  before  the  operation 
so  that  he  can  study  intelligently  the  proper  drugs. 
Not  infrequently,  it  may  be  necessary  to  have  a 
second  choice  or  anesthetic  agent  or  procedure, 
rather  than  the  first  (original)  choice,  because  of 
this  complication  in  the  situation. — Annals  of 
Allergy,  July-August,  1949 


CORRESPONDENCE 


Heredity  in  Twins 


To  the  Editor: 

The  study  of  twins  is  of  great  value  in  providing 
information  concerning  the  respective  importance  of 
hereditary  predisposition  and  environmental  in- 
fluences in  disease  in  man.  The  results  of  the  use  of 
this  method  have  shown  a hereditary  predisposition 
to  tuberculosis,  diabetes,  and  tumor  formation,  and 
a high,  medium,  or  low  intelligence  quotient. 

There  is  some  a priori  evidence  showing  an  heredi- 
tary predisposition  for  peptic  ulcer.  Only  six  cases 
of  the  occurrence  of  peptic  ulcer  in  the  one  or  both 
of  mono-  or  dizygous  twins  have  been  reported  in 
the  readily  accessible  literature.  Since  twins  are 
born  in  one  of  86  births  and  identical  twins  in  one  of 
344  births  and  the  general  incidence  of  ulcer  is  from 
5 to  10  per  cent,  there  should  be  plenty  of  material 
available. 


I should  like  to  ask  physicians  to  cooperate  in 
assembling  such  material  by  sending  me  cases  in 
which  (1)  one  or  both  twins  develop  peptic  ulcer, 
(2)  the  site  of  the  ulcer,  (3)  the  age  of  onset  of 
ulcer,  (4)  the  type  of  twins  (monovular  or  diovular), 
(5)  the  sex  of  the  twins,  (6)  the  date  of  birth  of  the 
twins,  and  (7)  the  number  and  age  of  the  brothers 
and  sisters  and  the  absence  or  presence  of  ulcer  in 
each. 

A.  C.  Ivy,  M.D. 

Department  of  Clinical  Science 

University  of  Illinois 

1853  West  Polk  Street 
Chicago  12,  Illinois 
August  30,  1949 


Histamine  Iontophoresis 


To  the  Editor: 

From  the  correspondence  of  Dr.  Ehrenwald  and 
Dr.  Abramson  on  histamine  electrophoresis  or  ion- 
tophoresis (New  York  State  J.  Med.  49:  1738, 
July  15,  1949),  the  old  controversy  emerges  as  to 
the  possibility  of  localizing  ions  within  specific  tissues 
by  the  above  procedure. 

Georges  Bourguignon  demonstrated  that  it  is 
possible  to  deposit  ions  within  predesignated  tissues 
provided  that  a low  intensity  galvanic  current  is 
routed  across  the  part  to  be  treated  and  small  elec- 
trodes are  placed  transversely  at  opposite  sides  of 
the  lesion  to  be  influenced. 

St6phane  Leduc,  on  the  other  hand,  considered  ion 
localization  impossible  under  conditions  of  “ioniza- 
tion” (his  term).  According  to  him  the  galvanic 
current  transports  the  ions  into  the  cutaneous  blood 
vessels  from  where  they  are  washed  into  the  general 
circulation.  Ionization,  therefore,  would  be  an 
intravenous  injection  without  the  needle  prick. 
Hence,  no  importance  is  attributed  to  the  position  of 
the  electrodes;  they  can  be  placed  anywhere  on  the 
body  surface.  The  electrophoretic  technic  of  Dr. 
Abramson  conforms  to  Leduc’s  view. 

Let  us  now  consider  the  observations  of  Bourguig- 
non made  in  connection  with  transcerebral  “dielec- 
trolysis.” (This  term  is  supposed  to  indicate  pos- 
sible electrical  phenomena  occurring  in  the  tissues 
along  the  current  path.  “Di”  stands  for  “dia” 
meaning  through  but  it  is  often  confused  with  the 
prefix  “di”  meaning  twice.  For  this  reason,  I would 
suggest  to  use  the  term  “enelectrolysis.”  The 
expressions  ionto-  and  electrophoresis  do  not  measure 
up  to  requirements:  the  former  fails  to  include  the 
electrical  transfer  of  nondissociated  molecules;  the 
latter  is  employed  in  connection  with  observations 
pertaining  to  movements  of  colloidal  particles 
under  the  influence  of  an  electric  field.)  To  intro- 
duce drugs  into  the  brain  by  means  of  the  galvanic 
current,  Bourguignon  uses  the  eye  as  the  port  of 
entry  where  diffusion  of  the  current  is  reduced  to  a 
minimum.  The  foramen  magnum  and  the  atlanto- 


occipital  interspace  serve  as  exit  for  the  current 
wherefor  the  electrode  is  applied  to  the  nape. 
(When  electrodes  are  applied  to  the  bones  of  the 
skull,  only  insignificant  amounts  of  the  current  and 
the  drug  reach  the  brain  via  the  little  openings  in  the 
bone  through  which  blood  vessels  enter.)  Bour- 
guignon found  that  certain  active  ions,  such  as 
calcium,  magnesium,  or  iodine,  introduced  by  trans- 
cerebral dielectrolysis,  produce  important  alterations 
in  the  oscillometric  index.  However,  no  changes 
occur  in  the  oscillometric  index  when  the  transcere- 
bral galvanic  current  alone  is  employed  with  elec- 
trodes soaked  in  plain  water  only;  nor  do  oscillo- 
metric changes  follow  the  ingestion  of  drugs  contain- 
ing active  ions.  However,  oscillometric  alterations 
appear  when  the  ingestion  of  such  drugs  is  followed 
one  hour  later  by  the  establishment  of  the  transcere- 
bral current  with  electrodes  wet  with  water.  From 
these  observations  it  may  be  concluded  that  drugs 
are  not  only  driven  into  the  bloodstream  by  means  of 
the  galvanic  current  but  are  also  removed  by  it  from 
the  circulation  and  deposited  along  the  path  of  the 
current  determined  by  the  position  of  the  electrodes. 
Which  technic  of  enelectrolysis  to  use  is  largely 
determined  by  the  therapeutic  objective. 

Nobody  would  attempt  to  use  the  eye  as  an 
entry  for  the  purpose  of  introducing  histamine  into 
the  brain,  but  in  harmony  with  the  findings  of 
Bourguignon  it  should  be  possible  to  anchor  hista- 
mine or  other  drugs  in  the  central  nervous  system  by 
establishing  a transcerebral  galvanic  circuit  with 
electrodes  wet  with  water  one  hour  after  adminis- 
tering the  drugs  by  mouth,  injection,  or  by  Leduc’s 
technic.  The  treatment  may  include  the  spinal 
cord  by  applying  the  electrode  to  the  vertebral 
column  at  different  levels  instead  of  to  the  nape. 

E.  Neuwirth,  M.D. 

123  East  84th  Street 
New  York  28,  New  York 
July  23,  1949 
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Antonio  M.  Crispin,  M.D.,  seventy-eight-year-old 
New  York  surgeon,  died  on  September  9.  Dr. 
Crispin,  originally  a native  of  Havana,  Cuba,  re- 
ceived his  medical  degree  from  Bellevue  Medical 
School  in  1891.  Formerly  head  surgeon  of  the 
French,  Columbus,  and  Broad  Street  Hospitals,  Dr. 
Crispin  had  practiced  medicine  in  New  York  for 
fifty-seven  years  until  his  retirement  two  years  ago. 
In  1929  he  served  as  president  of  the  staff  of  the 
former  Pan-American  Hospital,  New  York,  and  was  a 
cofounder  of  the  Spanish- American  Medical  Society 
in  New  York,  also  serving  as  president  of  this 
organization.  He  was  a member  of  the  New  York 
State  and  County  Medical  Societies  and  the  Ameri- 
can Medical  Association. 

Arthur  Winfield  Day,  M.D.,  of  Brooklyn,  died  on 
September  6 at  the  age  of  seventy-three.  Dr.  Day 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1901  and  had  practiced  in  Brooklyn  ever  since. 

Alexander  Evans  Dunbar,  M.D.,  fifty-three, 
Brooklyn  gynecologist,  died  on  September  14.  Dr. 
Dunbar,  at  one  time  chief  of  obstetrics  at  Cumber- 
land Hospital,  Brooklyn,  was  graduated  from  the 
Long  Island  College  Hospital  in  1920.  He  joined  the 
staff  of  Methodist  Hospital,  Brooklyn,  as  an  intern 
and  at  the  time  of  his  death  was  an  adjunct  obste- 
trician on  the  staff  of  that  hospital.  He  served  in 
the  Army  Medical  Corps  Reserve  in  World  War  I. 

Dr.  Dunbar  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Brooklyn  Gyneco- 
logical Society,  having  also  served  as  president  of 
that  society,  the  New'  York  State  and  Kings  County 
Medical  Societies,  and  the  American  Medical 
Association. 

William  Smith  Gregory,  M.D.,  of  New  York  City, 
died  on  May  16.  Dr.  Gregory  wras  sixty  years  old. 
He  was  a graduate  of  the  New  York  Homeopathic 
Medical  College  in  1911. 

George  Gullotta,  M.D.,  Queens  physician,  died  on 
June  20.  Dr.  Gullotta  received  his  medical  degree 
from  the  University  oi  Rome  in  1936.  He  had  been 
associated  \vi  th  Flower  and  Fifth  Avenue  Hospitals 
and  at  the  time  of  his  death  was  a member  of  the 
New  York  State  and  Queens  County  Medical 
Societies  and  the  American  Medical  Association. 

George  A.  Henriquez,  M.D.,  New  York  City 
physician,  died  in  May,  1949.  His  age  wras  seventy- 
two.  Dr.  Henriquez  was  a graduate  of  Cornell 
University  Medical  College  in  1899. 

Urius  Himmelstein,  M.D.,  sixty-three-year-old 
New  York  City  pediatrician,  died  on  September  2 of 
a heart  attack.  Dr.  Himmelstein  was  graduated 
from  Cornell  University  Medical  College  in  1910 
and  served  his  internship  at  Beth  Israel  Hospital. 
He  had  served  as  assistant  pediatrician  and  later  as 
pediatrician  in  charge  of  the  outpatient  department 
clinic  of  Mount  Sinai  Hospital.  He  was  a consul- 
tant to  the  Bronx  Maternity  and  Woman’s  Hospital. 
From  1919  to  1947,  he  had  served  as  chief  attending 


ediatrician  at  the  latter  hospital.  He  was  a mem- 
er  of  the  New  York  State  and  County  Medical 
Societies  and  the  American  Medical  Association. 


Henry  Warner  Johnson,  M.D.,  of  Cambridge, 
died  on  September  6 at  the  age  of  eighty-four.  Dr. 
Johnson  received  his  medical  degree  from  Albany 
Medical  College  in  1891  and,  following  his  gradua- 
tion, did  postgraduate  work  at  Johns  Hopkins  and 
in  Vienna.  He  practiced  medicine  in  Hudson  until 
his  retirement  in  1934  when  he  moved  to  Cam- 
bridge. Dr.  Johnson  was  at  one  time  a member  of 
the  Board  of  Health  of  Hudson  and  had  served  as 
surgeon  in  Company  D,  First  Regiment,  New  York 
National  Guard. 


Steven  George  Julay,  M.D.,  died  of  a heart  attack 
on  September  6 at  the  age  of  fifty-two.  A well- 
knowm  New  York  City  psychiatrist,  Dr.  Julay  wras  a 
native  of  Hungary  and  received  his  medical  degree 
from  the  Royal  University  of  Budapest  in  1924.  He 
later  continued  his  studies  in  psychiatry  and  psycho- 
analysis in  Vienna,  Zurich,  and  Paris.  Dr.  Julay 
came  to  the  United  States  in  1944  and  served  as 
clinical  assistant  in  psychiatry  and  neurology  in  the 
outpatient  department  of  Mount  Sinai  Hospital. 
He  w'as  a member  of  the  American  Medical  Associa- 
tion, the  American  Psychiatric  Association,  the 
Association  for  the  Advancement  of  Psychotherapy, 
the  New  York  Society  of  Clinical  Psychiatry,  and 
the  New  York  State  and  County  Medical  Societies. 


William  Sargent  Ladd,  M.D.,  age  sixty-two,  of 
New  York,  died  on  September  18.  Dr.  Ladd,  for- 
mer dean  of  Cornell  University  Medical  College, 
received  his  medical  degree  from  the  College  of 
Physicians  and  Surgeons,  Columbia  University,  in 
1915.  He  served  his  internship  at  the  Peter  Bent 
Brigham  Hospital,  Boston.  During  World  War  I, 
he  was  a first  lieutenant  in  the  Army  Medical  Corps 
Reserve.  From  1917  to  1931  he  was  associated  with 
the  medical  faculty  of  Columbia  University,  except 
for  a two-year  interval  when  he  was  at  Johns  Hopkins 
University.  He  also  served  as  an  assistant  physi- 
cian on  the  staff  of  Presbyterian  Hospital  in  the 
period  from  1924  to  1931. 

In  1931,  Dr.  Ladd  was  appointed  associate  dean 
of  Cornell  University  Medical  college  and  four  years 
later  was  made  dean.  He  held  that  post  until  his 
retirement  in  1942,  continuing  to  hold  the  chair  of 
clinical  medicine,  however,  a post  to  which  he  had 
been  appointed  earlier  in  1942.  Dr.  Ladd,  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine, 
was  an  attending  physician  on  the  staff  of  New  York 
Hospital,  a consultant  physician  to  Nassau  Hospital, 
Mineola,  and  a trustee  of  Memorial  Hospital,  New 
York  City.  Dr.  Ladd  was  also  a trustee  of  the  New 
York  Academy  of  Medicine  and  a member  of  the 
New  York  State  and  County  Medical  Societies  and 
the  American  Medical  Association. 

Dr.  Ladd  was  a mountain  climber  by  avocation 
and  was  one  of  a party  of  four  to  make  the  first 
ascent  of  Mount  Fairweather,  a 15,292-foot  Alaska 

Eeak.  A past  president  of  the  American  Alpine  Club, 
e was  also  an  honorary  member  of  the  French 
Alpine  Club  of  Paris. 
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Glendon  Lewis  Logan,  M.D.,  of  New  York  City, 
died  on  August  6.  He  was  forty-six  years  old.  Dr. 
Logan,  a graduate  of  Howard  University  College  of 
Medicine  in  1931,  served  as  clinical  assistant  physi- 
cian in  the  outpatient  department  of  Harlem  Hos- 
pital and  had  been  a member  of  the  Manhattan 
Central  Medical  Society. 

Arthur  Dubois  Meyers,  M.D.,  fifty-eight-year-old 
Syracuse  physician,  died  of  a heart  attack  on  Septem- 
ber 9.  Dr.  Meyers  was  graduated  from  the  Univer- 
sity of  Vermont  Medical  School  in  1915  and  interned 
at  Syracuse  University  Hospital.  During  the  first 
World  War  he  served  overseas  as  a lieutenant  in  the 
Army  Medical  Corps.  An  instructor  at  the  Syra- 
cuse University  College  of  Medicine  and  a member 
of  the  staff  of  Syracuse  University  Hospital  since 
1916,  at  the  time  of  his  death  he  was  an  assistant 
anesthetist  at  that  hospital.  Dr.  Meyers  was  a 
member  of  the  American  Medical  Association,  the 
Syracuse  Academy  of  Medicine,  and  the  New  York 
State  and  the  Onondaga  County  Medical  Societies. 

Henry  Roth,  M.D.,  of  the  Bronx,  died  on  Septem- 
ber 11  after  a two-month  illness.  Dr.  Roth  was 
seventy-seven.  A native  of  Hungary,  he  came  to 
the  United  States  in  1888  and  in  1893  received  his 
medical  degree  from  New  York  University  College 
of  Medicine,  followed  by  an  internship  at  Lebanon 
Hospital.  He  had  been  an  attending  surgeon  at 
Lebanon  Hospital  since  1907  and  was  honorary 
director  of  surgery  there.  He  had  also  been  a con- 
sultant surgeon  to  Union  Hospital  of  the  Bronx,  the 
Bronx  Eye  and  Ear  Infirmary,  the  Rockawav  Beach 
Hospital,  and  the  Bronx  Maternity  and  Woman’s 
Hospital.  From  1912  to  1916  he  had  been  clinical 
professor  of  surgery  at  the  Fordham  University 
Medical  School. 

Dr.  Roth  was  a member  of  the  New  York  Academy 
of  Medicine,  the  Bronx  Surgical  Society,  the  New 
York  State  and  Bronx  County  Medical  Societies, 
and  the  American  Medical  Association.  A Fellow 
of  the  American  College  of  Surgeons,  Dr.  Roth  had 
been  co-chairman  of  the  physicians  committee  of  the 
American  Jewish  Joint  Distribution  Committee. 
On  last  January  24,  Dr.  Roth  was  one  of  five  physi- 
cians honored  by  a testimonial  dinner  at  the  Waldorf- 
Astoria  for  fifty  years  of  service  to  the  community. 

Harold  Charles  Scheier,  M.D.,  of  the  Bronx,  died 
on  June  29  at  the  age  of  twenty-seven.  Dr.  Sheier 
was  graduated  from  the  New  York  University  Col- 
lege of  Medicine  in  1945  and  was  admitting  physician 
at  Lincoln  Hospital  in  New  York  City. 

Adam  E.  Smith,  M.D.,  of  Chappaqua,  died  on 
July  26  at  the  age  of  seventy-six.  Dr.  Smith  re- 
ceived his  medical  degree  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1895. 

William  David  Stancil,  Jr.,  M.D.,  resident  physi- 
cian of  the  Payne  Whitney  Clinic  of  New  York  Hos- 
pital, died  on  June  3.  Dr.  Stancil  was  graduated 
from  the  University  of  Colorado  Medical  School  in 

1944. 

Donald  Charles  Tullock,  M.D.,  of  Albany,  died  on 
August  28  at  the  age  of  forty-one.  Dr.  Tullock  re- 
ceived his  medical  degree  from  the  Syracuse  Uni- 
versity College  of  Medicine  in  1931  and  his  public 
health  degree  from  Johns  Hopkins  University  in 

1945.  He  practiced  for  eleven  years  in  Cazenovia 
before  joining  the  New  York  State  Department  o£ 
Health  in  1944,  where  he  was  a State  district  health 


officer.  An  instructor  at  the  Albany  Medical  Col- 
lege, Dr.  Tullock  was  president  of  the  New  York 
State  Epidemiological  Society,  and  a member  of  the 
American  Public  Health  Association,  the  Albany 
County  and  New  York  State  Medical  Societies,  and 
the  American  Medical  Association. 


May  Gibson  Waters,  M.D.,  of  Hamlet,  died  on 
July  23.  Dr.  Waters  was  a graduate  of  the  Univer- 
sity of  Buffalo,  School  of  Medicine,  in  the  class  of 
1903. 


Della  Weintraub,  M.D.,  of  New  York  City,  died 
on  July  22  at  the  age  of  fifty-three.  Dr.  Weintraub 
was  graduated  from  the  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1921  and 
was  a member  of  the  New  York  County  and  State 
Medical  Societies  and  the  American  Medical  Asso- 
ciation. 


Jonathan  Godfrey  Wells,  M.D.,  of  New  York 

City,  died  on  September  2 at  the  age  of  seventy-two. 
Dr.  Wells  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1900 
and  interned  at  City  Hospital,  where  he  served  for 
three  terms  as  president  of  the  City  Hospital 
Alumni  Association.  A former  instructor  in  internal 
medicine  at  Columbia,  Dr.  Wells  was,  for  thirty-four 
years,  on  the  staff  of  New  York  Post-Graduate  Hos- 
pital, where,  in  association  with  Dr.  Max  Einhorn, 
he  pioneered  in  gastrointestinal  medicine. 

During  World  War  I,  Dr.  Wells  served  as  a mem- 
ber of  the  Selective  Service  Board.  He  was  senior 
examining  physician  for  the  Mutual  Life  Insurance 
Company  in  New  York  City  for  many  years.  Dr. 
Wells  was  a member  of  the  New  York  Gastroentero- 
logical Society,  the  New  York  County  and  State 
Medical  Societies,  and  the  American  Medical 
Association. 


George  E.  Winter,  M.D.,  of  New  York  City,  died 
on  June  7 at  the  age  of  sixty-five.  Dr.  Winter  was 
graduated  from  the  Long  Island  College  Hospital  in 
1911. 


Alexander  Francis  Wright,  M.D.,  of  Dundee,  died 
on  August  21  at  the  Arnot-Ogden  Hospital,  Elmira, 
at  the  age  of  seventy-eight.  Dr.  Wright  received  his 
medical  degree  from  the  Trinity  Medical  School, 
Toronto,  Canada,  in  1911  and  practiced  in  Wayne 
until  he  entered  the  U.S.  Army  Medical  Corps  dur- 
ing World  War  I as  a captain.  After  his  discharge, 
he  opened  his  practice  in  Dundee,  where  he  served 
for  thirty  years  until  illness  necessitated  his  retire- 
ment. 

Dr.  Wright  was  active  in  civic  affairs,  being  elected 
mayor  of  Dundee  in  1926.  During  his  term  of 
office  he  sponsored  the  movement  for  installing  the 
village  water  system,  which  was  erected  in  1929. 
Dr.  Wright  is  also  credited  with  securing  flashing 
signals  for  all  railroad  crossings  in  the  village, 
formerly  the  scene  of  frequent  traffic  accidents. 

Dr.  Wright  was  attending  physician  at  the  Sol- 
diers and  Sailors  Memorial  Hospital,  Penn  Yan,  and 
a member  of  the  Yates  County  and  New  York  State 
Medical  Societies  and  the  American  Medical 
Association. 
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Thesodate  — Brewer  IN  ANGINA  PECTORIS 

(Theobromine  Sodium  Acetate  iy2  gr-  enteric  coated) 


Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 


Enkide  — Brewer  IN  LUETIC  HEART  DISEASE 
(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 

Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
and  wherever  potassium  iodide  therapy  is  indicated.  Enkide 
insures  accuracy  of  dosage,  absence  of  gastric  irritation  and 
convenience  of  administration.  Patients  are  more  apt  to  fol- 
low prescription  directions  because  of  these  advantages. 


Amchlor  — Brewer  IN  CARDIAC  EDEMA 

(Ammonium  Chloride  one  gram  enteric  coated) 


Amchlor  cuts  in  half  the  number  of  tablets  each 
patient  takes  when  large  amounts  of  ammonium  chloride  are 
prescribed.  This-  convenience  to  the  patient  helps  to  insure 
full  and  complete  use  of  the  entire  amount  prescribed. 
Amchlor  is  useful  in  cardiac  edema,  hypertension,  dysmen- 
orrhea, Meniere’s  Syndrome,  etc. 
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MEDICAL  NEWS 


National  Heart  Institute  Grants 


A LARGE  scale,  nation-wide  attack  on  heart 
disease  has  been  launched  for  which  a total  of 
over  $8, 500,000  in  Federal  funds  has  been  awarded  to 
85  medical  schools  and  institutions  in  34  states. 
These  funds  are  to  be  administered  by  the  National 
Heart  Institute  of  the  Public  Health  Service 
(Federal).  With  sums  previously  appropriated,  a 
total  of  nearly  ten  million  dollars  is  available  for  these 
purposes  until  June  30,  1950.  Grants  have  been 
made  to  29  institutions  and  individuals  in  the  State 
of  New  York  totaling  almost  $900,000,  an  amount 
which  is  exceeded  only  by  the  grants  to  the  states  of 
Massachusetts  and  Pennsylvania.  Funds  have 
been  allocated  to  the  following  New  York  institu- 
tions: 

University  of  Buffalo $26,000 

Mary  Imogene  Bassett  Hospital, 

Cooperstown 13,020 

Columbia  University 5,238 

Cornell  University  Medical  College 99,063 

Goldwater  Memorial  Hospital 2,500 

Long  Island  College  of  Medicine 34,168 

Mt.  Sinai  Hospital 6,372 

New  York  Medical  College 15,994 

New  York  University  College  of  Medi- 
cine  14,000 

New  York  University-Bellevue  Medical 
Center 485,000 


University  of  Rochester 31,849 

Syracuse  University 165,417 


The  grant  of  $485,000  announced  by  the  National 
Heart  Institute  for  heart  research  at  New  York 
University-Bellevue  Medical  Center  will  be  devoted 
to  the  construction  of  projected  facilities  for  the 
Center’s  Institute  of  Cardiovascular-Renal  Disease, 
it  was  stated  bv  E.  A.  Salmon,  director  of  the  Medi- 
cal Center.  Construction  of  the  new  University 
Section  of  the  Medical  Center,  to  be  located  just 
north  of  Bellevue  Hospital  is  currently  under  way. 

Completion  of  new  facilities  for  the  Medical  Cen- 
ter’s Cardivascular  Institute,  which  are  estimated 
to  cost  in  excess  of  $1,000,000  will  make  possible  an 
expansion  of  an  already  broad  program  of  research 
aimed  at  the  discovery  of  the  causes  of  heart  disease, 
the  greatest  single  cause  of  death  in  this  country. 
The  Institute’s  new  facilities  are  a part  of  the  $32,- 
000,000  development  program  being  carried  forward 
by  the  New  York  University-Bellevue  Medical  Cen- 
ter. The  new  Cardiovascular  Institute  seeks  to  co- 
ordinate all  phases  of  research  and  training  in  heart 
disease  carried  out  at  the  Medical  Center,  including 
the  work  done  by  both  the  faculty  of  the  College  of 
Medicine  and  Post-Graduate  Medical  School,  and 
research  and  teaching  programs  being  carried  out  at 
Bellevue  Hospital,  Goldwater  Memorial  Hospital, 
University  Hospital,  and  Irvington  House. 


MEDICALLY  SPEAKING— 


Louis  Livingston  Seaman  Fund — The  New  York 
Academy  of  Medicine  announces  the  availability  of 
the  Louis  Livingston  Seaman  Fund  for  the  further- 
ance of  research  in  bacteriology  and  sanitary  science. 
One  thousand  two  hundred  dollars  is  available  for 
assignment  in  1949.  This  fund  has  been  made  possi- 
ble by  the  terms  of  the  will  of  the  late  Dr.  Louis 
Livingston  Seaman  and  is  administered  by  a Com- 
mittee of  the  Academy  under  the  following  condi- 
tions and  regulations: 

1.  The  Committee  will  receive  applications 
either  from  institutions  or  individuals  up  to  Novem- 
ber 15,  1949.  Communications  should  be  addressed 
to  Dr.  Wilson  G.  Smillie,  Chairman  of  the  Louis 
Livingston  Seaman  Fund,  1300  York  Avenue,  New 
York  City  21. 

2.  The  Fund  will  be  expended  only  in  grants-in- 
aid  for  investigation  or  scholarships  for  research  in 
bacteriology  or  sanitary  science.  The  expenditures 
may  be  made  for  (a)  securing  of  technical  help,  (6) 
aid  in  publishing  original  work,  and  (c)  purchase  of 
necessary  books  or  apparatus. 

Air  Force  Medical  Service  Announces  Organiza- 
tion— Final  reorganization  of  the  office  of  tne  sur- 
geon general,  U.S.  Air  Force,  has  been  completed, 
Major  General  Malcolm  C.  Grow,  USAF  Surgeon 
General,  has  announced.  The  Department  of  the 
Air  Force  was  provided  with  its  own  medical  service 
on  May  13  by  direction  of  Secretary  of  Defense 
Louis  Johnson.  The  medical  service  formerly  had 
been  under  Army  control. 

General  Grow  has  named  Major  General  Harry  G. 
Armstrong  as  deputy.  Major  General  George  R. 


Kennebeck  is  chief  of  the  dental  service,  and  Briga- 
dier General  Dan  C.  Ogle  is  special  assistant  to  the 
surgeon  general. 

American  Cancer  Society  Awards  for  Research — 
Awards  for  research  totaling  $1,216,700  have 
been  made  by  the  American  Cancer  Society  to  25 
hospitals,  medical  schools,  and  scientific  institutions, 
it  was  announced  recently.  This  completes  the 
society’s  research  program  for  1949-1950,  the  sum  of 
$3,194,857  having  been  contributed  during  the 
period. 

Among  the  recipients  of  the  awards  is  Memorial 
Hospital,  with  a grant  of  $300,000  for  cancer  work 
and  study,  the  largest  sum  given  to  any  single  insti- 
tution. 

New  York  institutions  besides  Memorial  Hospital 
in  the  latest  list  are  New  York  University,  $10,000; 
St.  Vincent’s  Hospital  Research  Laboratories,  $15.- 
000;  Montefiore  Hospital,  $10,000,  and  the  Ameri- 
can Museum  of  Natural  History,  $10,000. 

Urology  Award — The  American  Urological  Asso- 
ciation offers  an  annual  award  of  $1,000  (first  prize 
of  $500,  second  prize  $300,  and  third  prize  $200)  for 
essays  on  the  result  of  some  clinical  or  laboratory  re- 
search in  urology.  Competition  shall  be  limited  to 
urologists  who  have  been  in  such  specific  practice 
for  not  more  than  five  years  and  to  residents  in 
urology  in  recognized  hospitals. 

The  first  prize  essay  will  appear  on  the  program  of 
the  forthcoming  meeting  of  the  American  Urological 
[Continued  on  page  2460  J 
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Association,  to  be  held  at  the  Hotel  Statler,  Washing- 
ton, D.C.,  May  29  to  June  1,  1950. 

For  full  particulars  write  the  Secretary,  Dr. 
Charles  H.  de  T.  Shivers,  Boardwalk  National 
Arcade  Building,  Atlantic  City,  New  Jersey. 
Essays  must  be  in  his  hands  before  February  20, 
1950. 

• 

Postgraduate  Course  on  Urinary  Tract  Dis- 
orders— On  November  17,  18,  and  19  the  Frank  E. 
Bunts  Institute  and  the  Cleveland  Clinic  will  present 
a continuation  course  for  physicians  on  “Medical 
and  Surgical  Disorders  of  the  Urinary  Tract.”  Dr. 
Herman  L.  Kretschmer  of  Chicago  will  give  the 
evening  address  November  17  on  “Clinical  Signifi- 
cance of  Hematuria.”  The  other  out-of-town  guest 
speaker  will  be  Dr.  Louis  Leiter  of  New  York,  who 
will  speak  on  “Uremia,”  November  19,  and  who  will 
take  part  in  the  panel  discussion  closing  the  course. 

Inquiries  regarding  the  complete  program  and 
registration  can  be  addressed  to  the  Director  of 
Education,  Frank  E.  Bunts,  Educational  Institute, 
2020  East  93rd  Street,  Cleveland  6,  Ohio. 

Army  Exhibit  Feature  of  Paris  Conference — 

“Founders  of  Neurology  of  the  Past  Century”  was 
the  theme  of  an  exhibit  which  the  Army  Medical 
Department  displayed  at  the  Fourth  International 
Congress  of  Neurology  in  Paris  from  September  5 to 
10. 

The  exhibit  featured  photographs  and  copies  of 
the  most  outstanding  work  of  122  of  the  world’s 
greatest  neurologists,  representing  16  countries. 
The  selection  was  made  by  a committee  of  25  leading 
American  neurologists  with  the  cooperation  of  82 
contributors  who  include  the  foremost  neurologic 
specialists  in  the  United  States.  It  was  prepared 
under  the  direction  of  Dr.  Webb  Haymaker,  chief  of 
the  neuropathology  section  of  the  Armed  Forces  In- 
stitute of  Pathology. 

Richard  H.  Hutchings  Memorial  Award — A series 
of  memorial  lectures  in  honor  of  the  late  Richard  H. 
Hutchings,  M.D.,  former  editor  of  the  Psychiatric 
Quarterly,  was  announced  last  month  by  Dr.  Harry 
A.  Steckel,  chairman  of  the  present  memorial  com- 
mittee set  up  to  sponsor  the  lecture  series. 

The  first  lecture  was  presented  on  October  3 at 
Syracuse  University  by  Dr.  Winifred  Overholser, 
superintendent  of  St.  Elizabeth’s  Hospital,  Wash- 
ington, D.C.  Dr.  Overholser’s  subject  was  “Modern 
Trends  in  Psychiatric  Treatment.” 

A special  memorial  award  of  $100,  to  be  pre- 
sented by  the  committee  for  an  outstanding  con- 
tribution to  psychiatry  from  a public  mental  insti- 
tution was  also  announced  by  Dr.  Steckel.  It  is 
without  restriction  as  to  type  of  professional  achieve- 
ment and  may  be  awarded  by  the  committee  at  a 
time  within  its  discretion.  Scientific  articles,  re- 
ports, or  nominations  for  the  award  may  be 
submitted  to  Dr.  Steckel  or  to  Newton  Bigelow, 
M.D.,  director  of  Marcy  State  Hospital,  who  is 
secretary-treasurer  of  the  committee. 

Grants  for  Construction  of  Cancer  Research 
Facilities — Public  Health  Service  grants  totaling 
$3,250,000  to  assist  in  the  construction  of  cancer  re- 
search facilities  at  nine  institutions  have  been  an- 
nounced by  Federal  Security  Administrator  Oscar 
R.  Ewing. 

The  grants  were  made  by  the  National  Cancer 
Institute  of  the  National  Institutes  of  Health,  Re- 
search Branch  of  the  Public  Health  Service,  upon 
recommendation  of  the  National  Advisory  Cancer 


Council  and  approved  by  Surgeon  General  Leonard 
A.  Scheele  of  the  Public  Health  Service. 

The  only  New  York  institution  included  is 
Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City,  which  received  $250,000  to  add  one 
floor  for  an  experimental  surgery  laboratory. 

Announcement  of  Regular  Corps  Examinations 
for  Health  Educators — A competitive  examination 
for  appointment  of  sanitarians  (health  educator)  in 
the  Regular  Corps  of  the  United  States  Public 
Health  Service  will  be  held  on  December  12,  13,  and 
14,  1949.  Applications  must  be  received  no  later 
than  November  14,  1949. 

The  Regular  Corps  is  a commissioned  officer 
corps  composed  of  members  of  the  various  medical 
and  scientific  professions,  appointed  in  appropriate 
professional  categories  such  as  medicine,  nursing, 
the  sciences,  health  education,  etc.  All  commis- 
sioned officers  are  appointed  to  the  general  service 
and  are  subject  to  change  of  station. 

Appointments  will  be  made  in  the  grades  of 
assistant  sanitarian  (equivalent  to  Army  rank  of 
first  lieutenant)  and  senior  assistant  sanitarian 
(equivalent  to  captain).  Appointments  are  per- 
manent and  provide  an  opportunity  to  qualified 
health  educators  to  pursue  their  profession  as  a life 
career.  Assignments  are  made  with  consideration 
for  the  officer’s  preference,  ability,  and  experience. 

Applications  should  be  made  to  the  Public  Health 
Service  of  the  Federal  Security  Agency,  Washington 
25,  D.C. 

Laity  Lectures  of  the  New  York  Academy  of 
Medicine — The  New  York  Academy  of  Medicine 
has  announced  the  forthcoming  fifteenth  series  of 
Lectures  to  the  Laity  aimed  toward  public  knowl- 
edge and  understanding  of  significant  developments 
in  medicine.  The  series,  titled  “Frontiers  in  Medi- 
cine,” consists  of  six  lectures,  the  first  of  which  was 
presented  on  September  28  when  Dr.  Franz  Alexan- 
der, director  of  the  Institute  for  Psychoanalysis, 
Chicago,  spoke  on  “Frontiers  in  Psychiatry.”  The 
second  lecture  will  be  presented  on  October  26  by 
Dr.  David  Seegal  of  the  Long  Island  College  of 
Medicine,  and  succeeding  lectures  are  to  be  held  on 
November  16,  December  7,  January  11,  and  Janu- 
ary 25.  These  lectures  are  open  to  the  public,  and 
admission  is  free. 

Michigan  Physician  Appointed  Post-Graduate 
Medical  Chief  at  N.Y.U.-Bellevue  Medical  Center — 
Dr.  Charles  Fore  Wilkinson,  Jr.,  associate  director  of 
the  Kellogg  Foundation’s  Division  of  Medicine  and 
assistant  professor  of  medicine  at  the  University  of 
Michigan  Medical  School,  has  been  appointed  pro- 
fessor and  chairman  of  the  Department  of  Medicine 
at  the  Post-Graduate  Medical  School,  New  York 
University-Bellevue  Medical  Center,  it  was  an- 
nounced by  the  school’s  dean,  Dr.  Robert  Boggs. 

In  the  post,  Dr.  Wilkinson  will  be  director,  Fourth 
Medical  Division,  Bellevue  Hospital,  and  also  di- 
rector of  the  Department  of  Medicine  at  University 
Hospital,  303  East  20th  Street.  Under  his  direc- 
tion, care  of  patients,  teaching  of  doctors  on  a post- 
graduate level,  and  various  research  projects  will  be 
carried  out  on  the  Fourth  Medical  Division  of  Belle- 
vue. 

Dr.  William  S.  Tillett  remains  as  professor  and 
chairman  of  the  Department  of  Medicine,  New 
York  University  College  of  Medicine,  and  director 
of  the  Third  Medical  Division,  Bellevue  Hospital. 
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Air  Force  Medical  Service  Announces  Civilian 
Intern  Program — The  U.S.  Air  Force  Medical  Serv- 
ice will  commission  300  civilian  physicians,  now 
serving  as  interns,  as  first  lieutenants  on  active  duty 
with  the  Air  Force  Medical  Reserve  Corps,  Major 
General  Malcolm  C.  Grow,  Surgeon  General  of  the 
Air  Force,  announced. 

Eligible  to  receive  commissions  are  medical  school 
graduates  now  serving  internships  at  approved  hos- 
pitals, who  have  at  least  six  months  of  internship 
remaining.  Physicians  who  are  so  commissioned 
will  serve  two  months  of  active  duty  for  each  month 
of  internship  as  commissioned  members  of  the 
Medical  Reserve  Corps. 

Upon  completion  of  active  duty  tours,  officers  who 
apply  and  are  selected  as  members  of  the  regular 
Air  Force  Medical  Corps  will  be  eligible  for  partici- 
pation in  the  Air  Force  residency  program  to  be  con- 
ducted at  civilian  and  military  hospitals. 

Officers  who  do  not  apply  for  commissions  in  the 
regular  Air  Force  and  who  do  not  participate  in  the 
residency  program  may  continue  to  serve  on  active 
duty  as  reserve  officers  for  specific  periods  of  time. 

Complete  information  concerning  the  intern- 
program  may  be  obtained  upon  written  request  to 
the  Officer’s  Procurement  Branch,  Office  of  the 
Surgeon  General,  Headquarters,  U.S.  Air  Force, 
Washington,  25,  D.C. 

Venereal  Disease  Seminars — A comprehensive 
series  of  lectures  and  demonstrations  is  being  pre- 
sented by  the  New  York  City  Department  of  Ho'alth. 
There  will  be  12  weekly  Saturday  meetings  presided 
over  by  experts  in  the  various  special  fields  of  ven- 
ereal disease  control.  Sessions  start  at  10:30  a.m. 
and  are  held  in  the  second  floor  auditorium  of  the 
Health  Department,  125  Worth  Street,  New  York 
City.  The  next  lecture  on  October  22  will  be  given 


by  Dr.  Aaron  Prigot,  Harlem  Hospital,  on  “Aureo- 
mycin  in  Venereal  Disease.” 

Announcement  of  Van  Meter  Prize  Award — 

The  American  Goiter  Association  again  offers  the 
Van  Meter  Prize  Award  of  $300  and  two  honorable 
mentions  for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the  thyroid 
gland.  The  Award  will  be  made  at  the  annual 
meeting  of  the  Association  which  will  be  held  in 
Houston,  Texas,  on  March  9,  10,  and  11,  1950,  pro- 
viding essays  of  sufficient  merit  are  presented  in 
competition. 

The  competing  essays  may  cover  either  clinical  or 
research  investigations,  should  not  exceed  three 
thousand  words  in  length,  must  be  presented  in 
English,  and  a typewritten  double-spaced  copy  in 
duplicate  sent  to  the  Corresponding  Secretary, 
Dr.  George  C.  Shivers,  100  East  St.  Vrain  Street, 
Colorado  Springs,  Colorado,  not  later  than  January 
15,  1950.  The  committee,  who  will  review  the 
manuscripts,  is  composed  of  men  well-qualified  to 
judge  the  merits  of  the  competing  essays. 

A place  will  be  reserved  on  the  program  of  the 
annual  meeting  for  presentation  of  the  Prize  Award 
Essay  by  the  author,  if  it  is  possible  for  him  to  at- 
tend. The  essay  will  be  published  in  the  annual 
proceedings  of  the  Association. 

Vacancies  for  Ophthalmologists  in  New  York  City 
Department  of  Health — The  New  York  City  Depart- 
ment of  Health  has  vacancies  from  time  to  time  for 
qualified  ophthalmologists.  These  vacancies  are  ar- 
ranged on  the  basis  of  three-hour  sessions  at  the  rate 
of  $10.00  per  session.  Services  are  rendered  prin- 
cipally to  school  children. 

Those  interested  should  submit  a statement  of 
their  qualifications  to  the  Director  of  Personnel, 
New  York  City  Department  of  Health,  125  Worth 
Street,  New  York  City  13. 


MEETINGS 

PAST 


Syracuse  and  Utica  Academies  of  Medicine 

Dr.  S.  Bernard  Wortis,  professor  of  psychiatry, 
New  York  University  College  of  Medicine,  spoke  on 
“Medical  Mission  to  Poland”  at  the  combined  meet- 
ing of  the  Syracuse  and  Utica  Academies  of  Medi- 
cine, held  on  September  15.  This  program  was 
postgraduate  instruction  provided  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  in  co- 
operation with  the  New  York  State  Department  of 
Health. 

Geneva  Academy  of  Medicine 

On  September  19,  a meeting  of  the  Geneva  Acad- 
emy of  Medicine  was  held.  The  program,  a lecture 
in  postgraduate  instruction  arranged  by  the  State 
Medical  Society,  in  cooperation  with  the  State  De- 
partment of  Health,  featured  a talk  by  Dr.  Joe  W. 
Howland,  chief  of  the  Division  of  Medical  Services 
of  the  Atomic  Energy  Commission  Project,  Univer- 
sity of  Rochester,  School  of  Medicine  and  Dentistry. 
Dr.  Howland’s  subject  was  “Current  Developments 
in  the  Use  of  Radioactive  Materials  for  Medical 
Purposes.” 


Aero  Medical  Association 

The  twentieth  annual  meeting  of  the  Aero  Medical 
Association  was  held  from  August  29  through  Sep- 
tember 1 at  the  Hotel  Statler,  New  York  City. 
The  subjects  discussed  ranged  from  medical  prob- 
lems associated  with  potential  rocket  flights  to  the 
transportation  of  radioisotopes  by  air.  The  meet- 
ing also  included  a scientific  session  on  the  United 
States  Air  Force  at  which  Brigadier  General  John 
M.  Hargreaves  presided. 

American  Medical  Writers’  Association 

On  September  28  the  sixth  annual  meeting  of  the 
American  Medical  Writers’  Association  was  held  in 
St.  Louis.  Speakers  included  Mr.  Foster  Eaton  of 
the  St.  Louis  Star-Times,  Dr.  Frank  Luther  Mott, 
dean  of  the  School  of  Journalism,  University  of 
Missouri,  and  Dr.  J.  S.  Felton,  medical  director  of 
the  Oak  Ridge  National  Laboratory,  and  a two-hour 
lecture  course  on  medical  writing  was  presented  by 
Dr.  Johnson  F.  Hammond,  associate  editor  of  the 
Journal  of  the  American  Medical  Association. 

[Continued  on  page  2464) 
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maintaining  urinarg 
antisepsis  without 
distressing  the  patient 

Comprehensive  clinical  evidence  establishes  that 
MANDELAMINE  (methenamine  mandelate)  is  effective  against 
Escherichia  coli,  Staphylococcus  aureus  and  albus,  and 
certain  streptococci.  Comparative  studies  indicate  its 
bacteriostatic  and  bactericidal  effectiveness  to  be  approx- 
imately the  same  as  that  of  the  sulfonamides  or  strepto- 
mycin . 

Because  MANDELAMINE  therapy  is  exceptionally  well  tolerated, 
patients  willingly  adhere  to  the  prescribed  regimen. 

oosage:  Adequate  dosage  is  important;  for  maximum  effect, 
adults  should  take  3 or  4 tablets  t.i.d.;  children  in 
proportion. 

Complete  literature  and  samples  sent  to  physicians  on 
request. 


^ outstanding  features 

• Has  wide  antibacterial  range 

• No  supplementary  acidification  required  (except 
when  urea-splitting  organisms  occur) 

• Little  or  no  danger  of  drug-fastness 

• Is  exceptionally  well  tolerated 

• Requires  no  dietary  or  fluid  regulation 

• Simplicity  of  regimen  — 3 or  4 tablets  t.i.d. 


REG  U S PAT  OFF 


BRAND  OF  METHENAMINE  MANDELATE 

urinary  antiseptic-council  accepted 


NEPERA  CHEMICAL  CO., 

tyi (tin ttflncfuk in y 


I N C 


NEPERA  PARK 


YONKERS  2,  N.  Y. 


2464 


MEDICAL  NEWS 


[N.  Y.  State  J.  M. 


[Continued  from  page  2462] 

Association  for  the  Advancement  of 
Psychoanalysis 

The  first  meeting  of  the  Association  for  the  Ad- 
vancement of  Psychoanalysis  was  held  September  28 
at  the  New  York  Academy  of  Medicine.  Dr. 
Harold  Kelman  addressed  the  group  on  the  subject 
“Movement  in  Dreams,”  and  the  discussion  was 
opened  by  Dr.  Benjamin  Becker. 


Eastern  New  York  Eye,  Ear,  Nose,  and  Throat 
Association 

The  1949  Clinic  Day  of  the  Eastern  New  York 
Eye,  Ear,  Nose,  and  Throat  Association  was  held  on 
October  6 at  the  Albany  Hospital  Outpatient  De- 
partment. The  afternoon  session  consisted  of  a dis- 
cussion of  cases.  At  the  evening  session  the  guest 
speaker  was  Dr.  Harold  H.  Joy,  professor  of  clinical 
ophthalmology  at  the  Syracuse  University  College 
of  Medicine.  He  spoke  on  “Clinical  Aspects  of 
Sympathetic  Ophthalmia.” 


FUTURE 


Geneva  Academy  of  Medicine 

Dr.  Arthur  M.  Reich,  clinical  professor  of  obstet- 
rics and  gynecology,  New  York  University  College  of 
Medicine,  will  speak  on  the  topic,  “The  Treatment 
of  Obstetrical  Bleeding,”  at  the  meeting  of  the  Ge- 
neva Academy  of  Medicine  to  be  held  at  the  Bell- 
hurst  Restaurant,  Geneva,  on  October  17  at  8:30 
p.m.  This  is  a program  of  postgraduate  instruction 
arranged  by  the  Medical  Society  of  the  State  of  New 
York  in  cooperation  with  the  New  York  State  De- 
partment of  Health. 

Utica  Academy  of  Medicine 

On  October  20  a meeting  of  the  Utica  Academy  of 
Medicine  will  be  held  at  the  Hotel  Utica,  Utica,  at 
8:00  p.m.  The  program  will  be  a lecture  in  post- 
graduate instruction  arranged  by  the  Medical  So- 
ciety of  the  State  of  New  York  in  cooperation  with 
the  New  York  State  Department  of  Health  and  will 
consist  of  a lecture  by  Dr.  George  A.  Perera,  assistant 
professor  of  medicine,  College  of  Physicians  and 


Surgeons,  Columbia  University,  on  “The  Action 
and  Use  of  the  Adrenal  Cortical  Steroids  Including 
Cortisone.” 

Association  for  the  Advancement  of 
Psychoanalysis 

The  next  meeting  of  the  Association  for  the  Ad- 
vancement of  Psychoanalysis  will  take  place  on 
October  26  at  8: 30  p.m.  at  the  New  York  Academy 
of  Medicine.  Dr.  Nathan  Freeman  will  present  a 
paper  entitled  “The  Concepts  of  Honey  and  Adler.” 

American  Cancer  Society 

In  conjunction  with  the  annual  meeting  of  the 
American  Cancer  Society  on  October  29  at  the  Hotel 
Biltmore,  the  Society,  in  cooperation  with  the 
Memorial  Hospital  and  Sloan-Kettering  Institute, 
will  present  demonstrations  of  radical  surgery  pro- 
cedures and  medical  clinics  by  means  of  color  tele- 
vision. The  program  will  be  presented  from  9:00 
a.m.  to  4:30  p.m. 


PERSONALITIES 


Honored 

Dr.  Walter  G.  Lough,  professor  and  chairman  of 
the  Department  of  Medicine,  New  York  University 
Post-Graduate  Medical  School,  at  a testimonial 
dinner  on  June  21  in  honor  of  his  thirty-seven  years 
of  teaching  and  medical  practice. 

Awarded 

Dr.  Lester  Levine,  Brooklyn,  was  awarded  a 
scholarship  to  the  Trudeau  School  for  Tuberculosis 
at  Saranac  Lake  by  the  Brooklyn  Tuberculosis  and 
Health  Association. 

Appointed 

Dr.  Alson  E.  Braley,  as  professor  and  chairman  of 
the  Department  of  Ophthalmology,  New  York  Post- 
Graduate  Medical  School  . . . Dr.  Louis  H.  Bauer, 
Hempstead,  as  a member  of  the  interim  board  of 
aviation  medicine  designed  to  set  up  standards  in  the 
field,  certify  specialists,  and  provide  guidance  to 
medical  schools  training  students  in  the  medical 
problems  of  flying  . . . Dr.  Joseph  F.  Rudmun,  Port 
Leyden,  to  the  staff  of  the  New  York  State  Depart- 
ment of  Health,  Albany  . . . Dr.  Emanuel  M.  Papper 
as  attending  anesthetist  and  executive  officer  of  the 
anesthesia  service,  Presbyterian  Hospital,  and  pro- 
fessor of  anesthesia,  Faculty  of  Medicine,  Columbia 


University  . . . Dr.  Walter  R.  Spofford,  formerly 
associated  with  Vanderbilt  University  Medical 
School,  to  the  staff  of  Syracuse  University  College  of 
Medicine  . . . Dr.  Algrid  F.  White,  Philmont,  as 
post  surgeon  to  Minkler-Seery  Post  252  of  the  Ameri- 
can Legion. 

Retired 

Dr.  Claude  E.  Chapin,  physician  and  coroner  of 
Cortland  County  for  twenty-five  years,  on  Septem- 
ber 1 . . . Dr.  Edward  J.  Hannan,  as  director  of 
medical  inspection  in  the  Troy  public  school  system, 
having  served  in  that  capacity  for  the  last  twenty-six 
years. 

Speakers 

Dr.  Stanley  E.  Bradley,  Columbia  University,  on 
“Kidney  Function  and  Kidney  Disease,”  and  Dr. 
Paul  Klemperer,  Mount  Sinai  Hospital,  on  “Obser- 
vation in  Acute  Lupus  Erythematosis  and  Allied 
Conditions,”  at  the  twelfth  annual  symposium  of  the 
Duke  University  School  of  Medicine  and  Duke  Hos- 
pital on  October  13,  14,  and  15  . . . Dr.  Charles  A.  R. 
Connor,  medical  director  of  the  American  Heart 
Association,  at  a meeting  of  the  North  Carolina 
[Continued  on  page  2466] 
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PATIENT 


ENJOYS 

from  distressing 

SYMPTOMS 


under  TREATMENT 

for  Chronic  Urinary 
Tract  Infection 


Prompt  and  effective  relief  from  distressing 
urinary  symptoms  has  been  achieved  in  a 
large  percentage  of  patients  with  chronic  in- 
fection of  the  urinary  tract,  through  the 
simple  expedient  of  taking  Pyridium  orally. 

Two  tablets  t.i.d.  produce  an  analgesic 
effect  on  the  urogenital  mucosa,  without  sys- 
temic sedation  or  narcotic  action. 

This  gratifying  symptomatic  relief  from 


urinary  frequency,  and  pain  and  burning  on 
ruination,  often  enables  patients  to  carry  on 
without  interruption  of  normal  pursuits, 
throughout  the  course  of  specific  treatment 
of  uncomplicated  cystitis,  pyelonephritis, 
prostatitis,  and  urethritis,  with  virtually  no 
danger  of  side  reactions. 

The  complete  story  of  Pyridium  and  its 
clinical  uses  is  available  on  request. 


PYRIDIUM’ 

(Brand  of  Phcnylazo-dianiino-pyridine  HC1) 

MERCK  & CO.,  Inc.  RAHWAY,  N.  J. 

t-  Af  fii  i tifaclut  1/ i<j 

In  Canada:  MERCK  & CO.  Limited  Montreal,  Que. 


Pyridium  is  the  trade-mark  of 
the  Pyridium  Corporation  for 
its  Brand  of  Phenylazo- 
diamino-pyridine  HCI.  Merck 
& £o.,  Inc.,  sole  distributors 
in  the  United  States.  • 
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Heart  Association  on  September  8 . . . Dr.  John 
Glosser  of  Wellsville  spoke  on  contact  lenses  at  the 
August  meeting  of  the  Plattsburg  Rotary  Club  . . . 
Dr.  Arthur  A.  Knapp,  Capt.,  (MCS)  USNR,  on 
September  22  on  the  subject  “Eye  Emergencies  in 
Industry — First  Aid  Treatment  by  the  Physician,” 
as  part  of  the  training  course  in  industrial  medicine 
at  the  School  of  Public  Health,  Columbia  Univer- 
sity, under  the  auspices  of  the  Commandant  of  the 
Third  Naval  District  and  Columbia  University,  for 
medical  corps  officers  of  the  USNR  . . . Dr.  Howard 
A.  Rusk,  a member  of  the  advisory  editorial  board 
of  the  Journal,  sailed  on  the  S.S.  lie  de  France, 
September  7,  for  an  extended  lecture  and  conference 
trip  in  the  interests  of  the  rehabilitation  of  disabled 
persons.  He  will  visit  England,  Switzerland, 
Austria,  Poland,  and  France  and  among  other  ac- 
tivities plans  to  arrange  for  a visit  of  “rehabilitation 
teams”  from  certain  of  these  countries  to  the  New 
York  University-Bellevue  Medical  Center  for  a year 
of  training. 


New  Offices 


Dr.  David  W.  Barton,  formerly  of  Maryland,  gen- 
eral practice  in  Cohocton. . . Dr.  Leonard  L.  Brewer, 
general  practice  in  Savona.  . . Dr.  Marie  L.  Cote  re- 
turned to  office  practice  in  Newburg  last  month, 
specializing  in  pediatrics. . . Dr.  D.  A.  DeLisa,  Albany, 
specializing  in  ear,  nose,  and  throat  diseases.  . . Dr. 
William  R.  Galesta,  general  practice  in  Kerhonk- 
son.  . . Dr.  Albert  J.  Hunter,  general  practice  in 
Laceyville. . . Dr.  Roland  B.  Laury,  practice  of  urol- 
ogy in  Utica  in  association  with  Dr.  John  S.  Fitz- 
gerald. . . Dr.  Charles  Lerner,  formerly  of  New  York 
City,  practice  of  dermatology  in  Liberty.  . . Dr. 
Louis  Marrcenelli,  general  practice  in  Highland.  . . 
Dr.  L.  J.  Merritt,  branch  office  for  general  practice 
in  Pine  Bush.  . . Dr.  William  Montgomery,  general 
practice  in  Newburg.  . . Dr.  Bradford  Simmons, 
practice  of  surgery  in  Canandaigua.  . . Dr.  R.  F. 
Troiano,  pediatric  practice  in  Yonkers.  . . Dr.  Juan 
Wilson,  general  practice  in  Amityville. 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  8, 
1950,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
ing on  the  outside  the  same  motto  or  device,  and  containing  the  name  and  address 
of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1950,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State 
of  New  York,  292  Madison  Avenue,  New  York  17,  New  York. 

Armitage  Whitman,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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TUBULIN 

TRADE  MARK 

DEPROTEINATED  RENAL  EXTRACT 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 
Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP. 

231  W.  58th  STREET  NEW  YORK 


Diagnosis  of  Viral  and 
Rickettsial  Infections 

Frank  L.  Horsfall , Jr.,  M.D.,  Editor 
The  latest  information  on  laboratory  diagnosis  of 
each  of  a total  of  32  specific  infectious  diseases 
caused  either  by  viruses  or  rickettsiae.  Symposia 
oj  the  Section  on  Microbiology,  New  York  Academy  of 
Medicine,  No.  1.  $3.75 

Evaluation  of 
Chemotherapeutic  Agents 

Colin  M.  MacLeod,  M.D.,  Editor 
A general  evaluation  of  certain  of  the  many  fac- 
tors in  the  success  or  failure  of  chemotherapy. 
Both  synthesized  compounds  and  the  so-called 
antibiotics  of  microbial  origin  are  discussed.  Sym- 
posia of  the  Section  on  Microbiology , New  York 
Academy  of  Medicine,  No.  2.  $4.00 

The  New  York  Academy  of  Medicine 

ITS  FIRST  HUNDRED  YEARS 

Philip  Van  lngen,  M.D. 

A century  of  scientific  advance  in  medicine,  re- 
flected in  the  growth  of  the  Academy.  Illustrated. 

$10.00 

COLUMBIA  UNIVERSITY  PRESS 

New  York  27,  N.  Y. 


THE 


SENATOR 


HOTEL 


SOUTH  CAROLINA  AVENUE 
JUST  OFF  BOARDWALK 


ATLANTIC  CITY,  N.  J. 

"ATLANTIC  CITY... boasts  of  a 
new  and  unique  installation.  "A 
health  roof"... in  the  solarium  of 
an  Atlantic  City  hotel... a com- 
bination of  infra-red  and  ultra- 
violet lamps,  to  duplicate  July’s 
sun,  has  been  provided.  The 
roof  is  entirely  enclosed  by 
glass. . .approximately  thirty  by 
sixty  feet  and  can  seat  ninety 
persons  reclining  in  deck  chairs  or 
upholstered  benches.  In  this  way 
the  beneficial  affects  of  artificial 
sunshine  can  be  obtained  all  year 
’round.  For  convalescence  and 
those  recuperating  from  opera- 
tive procedures,  this  combination 
should  have  much  value — provid- 
ing during  the  winter  months  the 
sunshine  of  Florida  or  Arizona — 
with  the  many  diversions  of  At- 
lantic City,  and  the  availability  of 
excellent  medical  care."* 


The  Sun  and  Star  Roof  has  attained  considerable  popularity  with  Senator  Hotel 
guests  and  has  earned  the  acclaim  of  a great  number  of  those  who  attended 
the  A.  M.  A.  convention  in  June.  An  invitation  is  extended  to  all  physicians  to 
inspect  this  new  room. 

ORLO  A.  BARTHOLOMEW.  President  WALTER  J.  MOLYNEAUX,  Manager 

Telephone  Atlantic  City  5-2206 


* RADIANT  LIGHT  and  HEALTH, 
Richard  Kovacs,  M.D.,  Country  Life 
Press  Corp.  A copy  of  this  book  will 
be  sentto  you  with  the  compliments  of 
the  Senator  Hotel  upon  request  on 
your  professional  stationery. 


WOMAN  S AUXILIARY 


TO  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


IN  MEMORIAM 

Mrs.  Edgar  M.  Neptune 


HpHE  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  deeply 
mourns  the  sudden  passing  of  Mrs.  Edgar  M. 
Neptune  who  died  on  September  15.  Mrs. 
Neptune,  president  of  the  Auxiliary  in  1948, 
will  be  remembered  not  only  as  a gracious, 
charming  woman  but  also  as  a competent, 
conscientious  leader  in  Auxiliary  activities. 

A native  of  Johnstown,  Ohio,  Mrs.  Nep- 
tune received  her  bachelor  of  arts  degree 
from  Denison  University  in  Ohio,  later 
teaching  Latin  and  English  in  that  state 
until  her  marriage  in  1922.  She  returned 
to  Denison  to  serve  for  two  years  as  assistant 
professor  in  1926,  while  her  husband  was 
completing  his  internship  in  Boston  after 
his  graduation  from  Harvard  Medical  Col- 
lege. During  her  stay  in  Boston,  while 
caring  for  her  newborn  son,  she  earned  her 
Master  of  Education  degree  in  1926,  follow- 
ing study  in  the  Harvard  Graduate  School 
of  Education. 

Returning  to  Massachusetts  in  1928  to  be 
near  her  husband,  Mrs.  Neptune  continued  her  professional  work  in  the  Latin  Department 
of  the  Brookline,  Massachusetts,  public  school  system. 

In  1929,  the  Neptunes  established  their  home  in  Syracuse  where  Mrs.  Neptune  soon  be- 
came active  in  social  and  service  groups  as  a member  of  such  organizations  as  the  American 
Association  of  University  Women,  the  Y-teen  Committee  of  the  Y.W.C.A.,  the  League  of 
Women  Voters,  the  garden  club,  various  hospital  auxiliaries,  and  the  Syracuse  Home  Bureau, 
of  which  she  was  vice-president  at  the  time  of  her  death. 

A charter  member  of  the  Onondaga  County  Auxiliary,  Mrs.  Neptune  was  always  active 
in  the  Auxiliary  in  State  and  county  societies,  having  served  as  president  of  both  the  county 
and  State  organizations.  She  had  served  as  a director  of  the  Onondaga  County  Woman’s 
Auxiliary  and  at  the  time  of  her  death  was  a member  of  the  board  of  directors  of  the  State 
Auxiliary.  She  had  also  previously  served  on  the  State  executive  board  as  corresponding 
secretary,  recording  secretary,  program  chairman,  and  vice-president. 

Mrs.  Neptune  was  a capable  professional  woman,  a successful  wife  and  mother,  and  an 
earnest,  public-spirited  member  of  the  community  in  which  she  lived.  Her  friendliness  and 
warmth  were  an  inspiration  to  all  who  knew  her.  Not  only  the  members  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New  York  but  also  the  doctors  of  the  State 
Medical  Society,  for  whom  the  Woman’s  Auxiliary  has  toiled  so  hard,  mourn  her  passing. 
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A true  metabolic  corrective  for 


Considerable  literature  has  accumulated 
attesting  the  importance  of  methionine 
to  proper  fat  metabolism  in  the  liver.  In- 
deed, methionine  has  now  been  estab- 
lished as  one  of  the  essential  lipotropic 
amino  acids.  In  its  absence,  fatty  degen- 
eration followed  by  cirrhosis  tends  to 
develop  in  the  liver.  Most  significant, 
however,  is  the  fact  that  the  administra- 
tion of  methionine  to  patients  with  such 
hepatic  disorders  has  proven  to  be  ex- 
ceedingly beneficial  and  even  life-saving 
in  many  cases.  Thus,  in  a series  of  cir- 
rhosis patients  with  ascites,  only  about 


27%  were  alive  after  two  years,  whereas, 
of  those  treated  with  methionine,  over 
88%  survived  and  a goodly  percentage 
returned  to  normal  activity. 


Methionine  Armour 


is  indicated  for  infectious  or  toxic  hepa- 
titis as  well  as  for  cirrhosis  of  the  liver. 
The  dosage  varies  with  the  individual 
case  and  is  usually  between  2 and  10 
grams  daily.  Methionine  Armour  is  sup- 
plied in  tablets  of  0.5  gram,  bottles  of  100. 


Have  confidence  in  the  preparation 
you  prescribe  — specify  "Armour" 


ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 


BOOKS 


Booksf  or  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
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BOOKS  REVIEWED 


The  1947  Year  Book  of  Neurology,  Psychiatry 
and  Neurosurgery.  Neurology  edited  by  Hans  H. 
Reese,  M.D.,  and  Mabel  G.  Masten,  M.D.;  Psy- 
chiatry edited  by  Nolan  D.  C.  Lewis,  M.D.;  Neuro- 
surgery edited  by  Percival  Bailey,  M.D.  Duodecimo 
of  702  pages,  illustrated.  Chicago,  Year  Book 
Publishers,  1948.  Cloth,  $3.75. 

This  volume  has  been  prepared  in  the  comprehen- 
sive and  informative  manner  that  has  been  present  in 
all  previous  editions.  It  contains  abstracts  of  many 
contributions  to  the  literature  and  should  be  on  the 
shelf  of  every  physician’s  library. 

A.  M.  Rabiner 

Outline  of  Histology.  By  Margaret  M.  Hoskins, 
Ph.D.,  and  Gerrit  Bevelander,  Ph.D.  Second  edi- 
tion. Quarto  of  91  pages,  illustrated.  St.  Louis, 
C.  V.  Mosby  Co.,  1948.  Paper,  $3.50. 

Material  of  the  second  edition  of  this  notebook 
should  prove  to  be  very  good  for  those  students  who 
cannot  keep  a good  notebook  and  need  very  quick 
reviewing.  The  material  is  essential,  for  some  find  a 
textbook  difficult  for  reviewing,  but  in  a very  much 
abbreviated  form.  It  should  prove  valuable  to 
medical  and  dental  students. 

Nathan  Reibstein 

The  Drugs  You  Use.  By  Austin  Smith,  M.D. 
Duodecimo  of  243  pages.  New  York,  Revere 
Publishing  Co.,  1948.  Cloth,  $3.00. 

An  interestingly  written  book  on  drugs  used  in 
every-day  living.  The  danger  of  self-prescribed 
treatment  by  drugs  through  advertisement  on  radio, 
etc.,  is  stressed.  Use  of  drugs  advised  by  other 
people  is  discussed  freely,  describing  the  dangers. 
There  are  good  definitions  of  medical  terms. 

The  book  is  written  as  a story  and  not  a text  or 
encyclopedia. 

In  the  hands  of  an  unintelligent  person  this  book 
could  be  suggestive  of  dangerous  drugs  and  might 
cause  a great  deal  of  danger. 

Marie  M.  Behlen 

A Textbook  of  General  Physiology.  By  Philip  H. 
Mitchell,  Ph.D.  Fourth  edition.  Octavo  of  927 
pages,  illustrated.  New  York,  McGraw-Hill  Book 
Company,  1948.  Cloth,  $7.50, 

This  fourth  edition  has  been  thoroughly  revised. 
The  more  drastic  changes  are  in  connection  with  ex- 
citation and  contraction  of  muscle,  the  structure  of 
living  matter,  the  permeability  of  cells,  and  their 
nutritional  requirements.  A new  chapter  on  inter- 
mediate metabolism  has  been  added.  There  is  a 
detailed  description  of  the  important  developments 
in  the  field  of  protein  and  carbohydrate  metabolism, 
and  the  chemistry  and  formation  of  vitamins  and 
hormones.  This  book  should  prove  to  be  of  great 
value  to  the  student  of  general  physiology. 

Edward  H.  Nidish 


Language  and  Language  Disturbances.  Aphasic 
Symptom  Complexes  and  Their  Significance  for 
Medicine  and  Theory  of  Language.  By  Kurt  Gold- 
stein, M.D.  Octavo  of  374  pages.  New  York, 
Grune  & Stratton,  1948.  Cloth,  $8.75. 

Concerned  primarily  with  the  problem  of  aphasia, 
this  is  really  a treatise  on  language  and  language  dis- 
orders. The  author  approaches  the  subject  from  the 
medical,  psychologic,  and  linguistic  points  of  view. 

He  stresses  the  fact  that  he  approaches  the  prob- 
lem of  aphasia  and  defective  language  from  the 
organismic  point  of  view.  This  is  to  say  that  not  all 
deviations  of  behavior  are  directly  related  to  the 
underlying  defect,  but  some  are  the  expressions  of 
protective  mechanisms  which  the  organism  utilizes 
against  the  disastrous  effect  of  the  defect. 

Some  of  the  statements  are  open  to  disagreement. 
In  his  discussion  of  language  development  in  the 
child,  the  author  is  emphatic  that  he  does  not  regard 
“babbling”  as  a step  in  the  development  of  language. 
He  states  that  babbling  simply  represents  muscle 
movement.  There  are  those,  however,  who  regard 
babbling  as  an  important  period  in  language  de- 
velopment. According  to  these  observers,  babbling 
is  rich  in  its  phonetic  endowment.  Out  of  this  rich 
store  of  sounds,  the  child  selects  those  sounds  which 
he  hears  in  his  immediate  environment,  and  discards 
the  sounds  which  he  cannot  use. 

The  author  has  a wide  and  profound  knowledge  of 
the  subject.  The  book  has  material  of  great  value, 
not  only  to  the  medical  practitioner,  but  also  to  the 
psychologist,  speech  clinician,  and  the  student  of 
linguistics.  The  book  has  an  extensive  bibliography. 

I.  W.  Karlin 

Fractures  and  Dislocations  for  Practitioners.  By 
Edwin  O.  Geckeler,  M.D.  Fourth  edition.  Quarto 
of  371  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $5.00. 

This  is  the  fourth  edition  of  this  well-known  work. 
There  is  new  material,  particularly  in  the  section 
dealing  with  fracture  wounds.  Lessons  from  the 
treatment  of  war  injuries  have  been  sources  of  inter- 
esting additions  to  the  text. 

The  illustrations  are  excellent  and  abundant. 
The  author  recommends  methods  of  treatment  which 
he  has  found  to  be  simple  and  effective,  omitting 
controversial  discussions. 

This  is  a fine  book  for  the  medical  student  and 
general  practitioner,  for  whom  it  was  especially 
written.  Mayer  E.  Ross 

The  Skin  Diseases.  A Manual  for  Practitioners 
and  Students.  By  James  Marshall,  M.D.  Octavo 
of  363  pages,  illustrated.  Cambridge,  at  the  Uni- 
versity Press  (New  York,  Macmillan  Co.),  1948. 
Cloth,  $7.50. 

This  book  and  its  companion,  The  Venereal  Dis- 
eases, published  in  England,  are  for  the  use  of  prac- 
titioners and  students.  It  covers  the  field  of  derma- 
tology fairly  completely  but  with  very  brief  de- 
[Continued  on  page  24721 
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most  favorable  acceptance  by  leading  members  of  the  medical 
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scriptions  of  each  disease.  The  outline  of  treatment 
is  equally  brief.  It  seems  to  the  reviewer  that  the 
book  would  be  in  better  balance  if  greater  stress  were 
laid  on  the  more  common  dermatoses.  However, 
the  author  states  in  his  preface  that  probably  he  has 
erred  on  the  lavish  side  in  dealing  with  rarities. 

John  C.  Graham 

Lung  Dust  Lesions  Versus  Tuberculosis.  By 

Lewis  Gregory  Cole,  M.D.  Quarto  of  474  pages, 
illustrated.  White  Plains,  N.Y.,  American  Medical 
Films,  1948.  Cloth,  $10. 

This  book  was  written  by  one  who  spent  many 
years  in  the  study  of  pneumoconiosis,  and  is  a record 
of  his  personal  experiences  with  the  condition.  It 
contains  many  commendable  and  new  avenues  of 
approach  to  the  subject  and  much  information  not 
to  be  found  in  other  books.  This  book  is  recom- 
mended to  those  interested  in  the  subject. 

Lew  A.  Hochberg 

The  Treatment  of  Malignant  Disease  by  Radium 
and  X-rays.  Being  a Practice  of  Radiotherapy.  By 

Ralston  Paterson,  M.D.  Octavo  of  622  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $11. 

In  England  it  is  customary  to  have  a physicist 
assigned  to  each  large  radiotherapeutic  hospital  unit. 
Distinct  advances  made  by  the  English  school  in  ra- 
dium therapy  can  be  credited  to  this  close  associa- 
tion, thus  Dr.  Paterson  makes  a plea  for  an  “ade- 
quate and  integrated  team,  including  both  medical 
and  skilled  lay  personnel.” 

Various  types  of  reaction  of  tissue  to  radiation  are 
painstakingly  described.  Dosage  is  subdivided  into : 
futile  dose,  sublethal  dose,  disappearance  dose,  mini- 
mal lethal  dose,  optimum  (lethal)  dose,  and  supra- 
lethal  and  necrosis  dose. 

Dr.  Paterson  admits  that  he  has  made  no  effort  to 
describe  all  of  the  varying  technics  which  may  be  ap- 
plied in  the  treatment  of  any  specific  neoplastic  en- 
tity, stating  that  he  has  confined  his  descriptions  to 
the  ‘Manchester  Method.’  For  each  neoplasm,  ac- 
cording to  type  and  location,  he  describes  a suitable 
radiologic  attack.  His  descriptions  are  fortified  by 
illustrations  both  schematic  and  photographic. 
Such  illustrations  add  greatly  to  the  reader’s  under- 
standing of  the  procedure.  In  each  instance  dose 
calculations  are  given  step  by  step  to  demonstrate 
how  he  has  planned  the  tumor  dose,  the  technical 
factors  used,  and  the  actual  dosage  accomplished. 

This  book  is  highly  recommended  as  a valuable 
addition  to  every  radiotherapist’s  library. 

William  E.  Howes 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 
Rives  Shands,  Jr.,  M.D.,  in  collaboration  with 
Richard  Beverly  Raney,  M.D.  Illustrated  by  Jack 
Bonacker  Wilson.  Third  edition.  Octavo  of  574 
pages,  illustrated.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  $6.00. 

The  third  edition  of  this  compact  textbook  has 
been  brought  to  date  by  the  addition  of  newer  de- 
velopments in  orthopedic  surgery  during  the  past 
decade.  It  is  replete  with  information  that  makes  it 
a welcome  addition  to  orthopedic  literature. 

The  textbook  is  intended  primarily  for  the  teach- 
ing of  orthopedic  surgery  to  the  graduate  and  under- 
graduate groups,  and  is  an  excellent  reference  book 
for  the  general  practitioner.  Henry  P.  Lange 

Essentials  of  Gynecologic  Endocrinology  [with 
Sections  on  the  Male].  By  Gardner  M.  Riley, 


Ph.D.  Octavo  of  205  pages,  illustrated.  Ann 
Arbor,  Mich.,  Caduceus  Press,  1948.  Stiff  paper, 
$3.00. 

This  brief  review  is  a useful  summary  of  the  pres- 
ent status  of  female  endocrinology  with  a short  sec- 
tion on  male  hormones.  It  appears  to  be  reliable 
and  fairly  comprehensive.  Andrew  Babey 

The  1948  Year  Book  of  General  Medicine. 

Edited  by  Paul  B.  Beeson,  M.D.,  J.  Burns  Amber- 
son,  M.D.,  George  R.  Minot,  M.D.,  et  al.  Duo- 
decimo of  821  pages,  illustrated.  Chicago,  Year 
Book  Publishers,  1948.  Cloth,  $4.50. 

The  1948  Year  Book  of  General  Medicine  continues 
to  be  an  excellent  summary  of  current  literature  in 
internal  medicine.  There  are  five  sections  devoted 
respectively,  to  infectious  diseases,  the  chest,  the 
blood  and  kidney,  the  heart  and  blood  vessels,  and 
digestive  diseases  and  metabolism.  Significant 
articles  are  abstracted,  and  suitable  diagrams  and 
illustrations  included.  The  editorial  comment  often 
added  enhances  the  value  of  the  book  considerably. 

Milton  Plotz 

Text-book  of  Public  Health  (Formerly  Hope  and 
Stallybrass).  By  W.  M.  Frazer,  M.D.,  and  C.  O. 
Stallybrass,  M.D.  (State  Medicine).  Twelfth  edi- 
tion. Octavo  of  571  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $6.50. 

This  is  another  edition  of  a standard  textbook  on 
the  subject  of  public  health  in  England. 

Over  twenty  chapters  are  devoted  to  the  various 
topics  included  in  a public  health  program.  The  au- 
thors recognize  the  expanding  responsibilities  in 
this  field  by  giving  attention  to  such  subjects  as  oc- 
cupational hygiene,  genetics,  mental  hygiene,  and  the 
welfare  of  the  blind.  A.  E.  Shipley 

Twentieth  Century  Speech  and  Voice  Correction. 

Emil  Froeschels,  M.D.,  Editor.  Octavo  of  321 
pages,  illustrated.  New  York,  Philosophical  Li- 
brary, 1948.  Cloth,  $6.00. 

There  are  nineteen  contributors  to  this  book. 
Each  one  contributes  a chapter  on  some  phase  of 
speech  pathology,  and  Dr.  Froeschels,  the  editor  of 
the  book,  contributes  three  chapters.  In  the  fore- 
word it  is  stated  that  the  purpose  of  the  book  is  to 
present  the  latest  developments  in  the  field  of 
speech.  Many  of  the  chapters  are  recapitulations  of 
well-known  facts.  Some  of  the  chapters,  such  as, 
“Remedial  Reading  and  General  Semantics,”  are 
stimulating  and  thought-provoking.  It  is  a book 
worth  while  having  by  anyone  interested  in  the  prob- 
lem of  speech  disorders.  p \y  Karlin 

Oral  Vaccines  and  Immunization  by  Other  Un- 
usual Routes.  By  David  Thomson,  M.B.  (Eng.), 
Robert  Thomson,  M.B.  (Eng.),  assisted  by  James 
Todd  Morrison,  M.D.  Quarto  of  329  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.  (pub 
lished  for  the  Pickett-Thomson  Research  Labo- 
ratory, London),  1948.  Cloth,  $11. 

This  book  presents  a very  comprehensive  review 
of  the  literature  relating  to  the  results  of  oral  and 
mucous  membrane  vaccinations  for  various  kinds  of 
bacterial  diseases.  The  chapter  on  tuberculous  im- 
munizations is  of  special  interest,  as  it  surveys  very 
extensively  all  sides  of  the  question  in  the  use  of 
BCG  vaccine.  Many  of  the  chapters  are  supple- 
mented with  the  authors’  own  summary  and  com- 
ments regarding  the  value  of  the  various  procedures. 

Caspar  G.  Burn 
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ative, aged  and  infirm,  and  those  with  other  chronic  and 
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and  backward  children.  Physicians'  treatments  rigidly 
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BRIGHAM  HALL  HOSPITAL 
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FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbysician-in-Cbargt. 
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scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 
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Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BUY 


SAVINGS  BONDS 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  lor  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 
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JUST  OFF  THE  PRESS  - - 

improved  method  of  contraception — a twelve-page  brochure 
with  five  full-color  anatomical  illustrations — presents  a complete 
description  of  the  improved  diaphragm  and  jelly  method  of  con- 
traception, which,  according  to  the  A.M.A.  Council  on  Phar- 
macy and  Chemistry,  offers  a maximal  degree  of  protection. 

The  brochure  features  an  improvement  in  contraceptive 
technique  designed  to  give  greater  protection  by  assuring  an 
adequate  supply  of  spermatocidal  jelly  around  the  cervix,  where 
it  is  needed  most. 


Available  Without  Cost  to  the  Medical  Profession 


anteen 


LANTEEN  MEDICAL  LABORATORIES,  INC 

2020  Greenwood  Street,  Evanston,  III. 


On  request,  Lanteen  Medical  Laboratories  will  send  without 
charge: 

1.  The  brochure,  “Improved  Method  of  Contraception.” 

2.  The  full-size  professional  package  of  Lanteen  Jelly. 

The  unusually  fine  quality  and  construction  of  the  Lanteen 
Diaphragm  and  the  rapidly  spermatocidal  action  and  soothing 
effect  of  Lanteen  Jelly  are  the  basis  for  the  safe  and  effective 
protection  afforded  by  the  improved  method  of  contraception. 


-Tirmnl: 


The  Lanteen  Diaphragm  and  Lanteen 
Jelly  are  accepted  by  the  Council  on 
Physical  Medicine  and  the  Council  on 
Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association,  respectively. 


Lanteen  Jelly  contains: 
Ricinoleic  Acid,  0.50%; 
Hexylresorcinol,  0.10%; 
Chlorolhymol,  0.0077 %; 
Sodium  Benzoate  and 
Glycerine  in  a Traga- 
canlh  base. 
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When  you  recommend  "a  change  of  scene  ” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


Listed  by  the  Committee  on  American  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


Spa  Therapy 


The  Empire  State's  Contribution  to  the  Medical  Profession 


SW® 
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SITUATION  WANTED 


Preceptorship  with  ophthalmologist  for  1 yr.  or  longer.  Have 
been  studying  ophthalmology  and  have  had  the  Basic 
Sciences.  Sincere  and  willing  to  work  and  learn.  Phone 
Mount  Vernon  8-1975. 


Physician  desires  position  on  alternate  afternoons  and 
evenings.  Only  Metropol.  N.  Y.  area  considered.  Excellent 
background  and  references,  Box  333,  N.  Y.  St.  Jr.  Med. 


Physician,  34,  veteran,  thoroughly  experienced  in  general 
practice,  obstetrics,  pediatrics,  and  hospital  administration, 
desires  association,  or  partnership,  with  a physician,  group, 
or  clinic.  Address  Box  334,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Large  general  practice,  Marathon,  N.  Y.  Large  combined 
home  and  office,  double  garage,  automatic  heat.  Office 
four  rooms,  lavatory,  dark-room.  Will  Introduce.  Hugh 
Frail,  M.D.  73  Port  Watson  St.,  Cortland,  New  York  or 
A.  R.  Pringle,  First  National  Bank,  Marathon,  N.  Y. 


REAL  ESTATE 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times. . . 1.20 
6 Consecutive  times. . . 1.00 
12  Consecutive  times. . . .90 

24  Consecutive  times. . . .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Physician,  28,  single,  Scottish  born,  graduated  Edinburgh, 
1945.  N.  Y.  license.  Varied  hospital  experience,  Ex.  R.A.F., 
excellent  testimonials,  seeks  assistantship  general  practice. 
Box  335,  N.  Y.  St.  Jr.  Med. 


REAL  ESTATE 


89th  E.  Vacant  dwellings 
On  Lex.  Ave.  bet.  89th  & 90th  St. 

Priced  right,  little  cash  required 
Inspection  (1346  Lex.  Ave.)  daily  12:30  to  3:30 
M.  C.  BERG  (PRINCIPAL) 

2095  Broadway  TR  4-4718 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Out  12-monthj  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

Mg*uU  ScJiOol  1834ct0|8.dW7-V3734  * C 

Licensed  by  the  State  of  New  York 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office — established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 


OTOLARYNGOLOGIST 


Diplomate  of  the  American  Board;  seeks  association  with 
older  ENT  specialist  or  group;  or  opportunity  for  in- 
dividual practice.  Box  327,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


An  unusual  opportunity  for  physician  to  practice  Internal 
Medicine.  Office  fully  equipped  including  X-Ray  and 
Basal-Metabolism  machines.  Deceased  owner  enjoyed  a 
lucrative  practice.  Mrs.  D.  Leshin,  564  South  Mains  St., 
Hightstown,  N.  J.  Phone  14. 


11  East  68  St.  Attractive  4-room  medical  office  to  share. 
Up  to  half  time  available.  Nurse.  telephone,  utilities  in- 
cluded. Reasonable.  Rh-4-0282.  Call  10-6. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
N.  Y.  St.  Jr.  Med. 


Expert  Medical  Photos  at  low  prices.  Before  & after  cases, 
taken  at  our  studio,  or  on  location.  Motion  pictures  inB&W 
or  color.  Commercial  Photo,  1165  Broadway, N.  Y.  MU  4-6680 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


mm&i 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

I or  2 tablets  daily  '/?  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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Have  a Coke 


The  pause  that  refreshes 


2479 


neo 

spephrme' 

HYDROCHLORIDE 

BRAND  OF  PHENYLEPHRINE  HYDROCHLORIDE 


open 

the  nasal 


Swollen  nasal  mucous 
membranes  . . . lacrimation  . . . 

nasal  discharge — the  most  acutely 
annoying  manifestations  of  upper 
respiratory  tract  allergy  or 

infection — respond  quickly 
to  the  vasoconstrictive  action  of 


decongestive  lor  allergic  rhinitis, 


colds,  sinusitis 


neo-synephrine  is 

prompt  and  prolonged  in  its  decongestive  action 
effective  on  repeated  application 
virtually  nonirritating 
nonstimulating  to  central  nervous  system 

Supplied  in  M%  solution  plain  and  aromatic,  1 oz.  bottles. 

Also  1%  solution  (when  greater  concentration  is  required) , 1 oz.  bottles, 
and  W7c  water  soluble  jelly,  Vs  oz. 


IN  C. 


New  York  13,  N.  Y.  Windsor,  Ont. 


NEO-SYNEPHRINE,  TRADEMARK  REG.  U.S.  t CANADA 


y 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 


THROAT  SPECIALISTS  REPORT  ON  30-DAY  TEST 
OF  CAMEL  SMOKERS- 


YES,  these  were  the  findings  in  a 
total  of  2,470  weekly  examina- 
tions of  hundreds  of  men  and  women 
from  coast -to-coast  who  smoked  only 
Camels  for  30  consecutive  days!  And 
the  smokers  in  this  test  averaged  one 
to  two  packages  of  Camels  a day! 


According  to  a Nationwide  survey: 

MORE  DOCTORS 
SMOKE  CAMELS 

than  any  other  cigarette! 

Doctors  smoke  for  pleasure,  too ! When  three 
leading  independent  research  organizations 
asked  113,597  doctors  what  cigarette  they 
smoked,  the  brand  named  most  was  Camel! 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


Publishtd  twice  a month  by  the  Medical  Society  of  thb  State  of  New  York.  Publication  Office:  20th  and  Northampton 
Sts.,  Easton,  Pa.  Editorial  and  Circulation  Office:  292  Madison  Ave.,  New  York  17,  N.  Y.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Fifty  cents  per  copy — 
$5.00  per  year.  Entered  as  second-class  matter  March  13, 1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 
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Adequate  and  Dependable  aid  is  provided  by  the 
PHYSICIANS’  HOME  to  aged  and  indigent  members 
of  the  Medical  Society  of  the  State  of  New  York. 

Share 

Their 

Monthly  payments  are  made  through  the  local  county 
medical  society  to  members,  former  members  and 
their  widows. 

Care 

The  importance  of  continuing  this  direct  personal 
help  deserves  your  support. 

Make  checks  payable  to 

PHYSICIANS’  HOME 

52  EAST  66  STREET  • • • NEW  YORK  21 
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All  the  essential  vitamins  for 

average  infant-in  drop-dosage  form 


* 


Water-miscible.  Non-alcoholic.  Vitamin  D chemically  identical 
to  that  of  cod  liver  oil.  Inexpensive.  Very  palatable. 


Each  0.6  cc.  contains: 


Vitamin  A 

Vitamin  D3 

Thiamine  Hydrochloride. 

Riboflavin 

Pyridoxine  Hydrochloride 
Sodium  Pantothenate.... 

Nicotinamide 

Ascorbic  Acid 


5000  U.S.P.  units 
1000  U.S.P.  units 
. . 1.0  milligram 
. . 0.4  milligram 
. . 1.0  milligram 
. . 2.0  milligrams 
. 10.0  milligrams 
. 50.0  milligrams 


In  bottles  of  10  cc.  and  30  cc.  (with  calibrated  droppers). 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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THE  NEW  YORK  AND  BROOKLYN 
COMMITTEE  ON  TRAUMA  OF  THE 
AMERICAN  COLLEGE  OF  SURGEONS 

Announces  a 

FOUR-DAY  FRACTURE  COURSE 
By  SIR  REGINALD  WATSON-JONES  of 
London 

Assisted  by  members  of  the  Committee 

Friday,  Saturday,  Sunday  and  Monday,  Febru- 
ary 17,  18,  19,  and  20,  1950  Immediately 
following  the  meeting  of  the  American  Aca- 
demy of  Orthopaedic  Surgeons 

Lenox  Hill  Hospital  Auditorium,  Hew  York  City 

Registration  limited  to  350 — Cost  of  Course  $50. 

Applications  will  be  accepted  from  veterans 
under  the  G.  I.  Bill  if  Course  receives  approval 
of  Veterans  Administration  Apply  to 

Dr.  William  H.  Cassebaum, 

112  East  74th.  Street,  New  York  City 
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a valuable  aid 


Trow  min* 

5%  PLASMA  HYDROLYSATE 


in  postsurgical  recovery 


PARENTERAL 


* formerly  PROTEIN  HYDROLYSATE,  BAXTER 

Product  of 

BAXTER  LABORATORIES,  INC. 

Morton  Grove,  Illinois 
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A large  percentage  of  patients  enter  surgery 
at  a low  plasma  protein  level,  and  the 
operative  procedure  makes  further  inroads 
on  the  already  depleted  protein  reserves.1-2 
A lowered  protein  level  is  unfavorable 
to  recovery.  It  predisposes  the  patient  to 
pulmonary  edema  and  infection,  retarded 
wound  and  fracture  healing  and  impaired 
liver  function.3-4  A high  protein  level 
is  conducive  to  rapid  healing.5 
Since  diets  immediately  following  surgery 
are  usually  inadequate,  protein  digests 
given  intravenously  result  in  improved 
strength,  appetite,  and  wound  healing. 
Consequently,  they  greatly  accelerate 
recovery.6-7 

2000  cc.  of  Travamin  5%  a day  will  satisfy 
the  protein  requirements  of  a high 
percentage  of  surgical  patients.  2000  to 
4000  cc.  a day  are  given  according  to 
requirements.8  Travamin  is  made 
from  bovine  plasma. 


TRAVAMIN  5%  IN  WATER 

TRAVAMIN  5%,  DEXTROSE  5%  IN  W ATER 


Distributed  and  available  only  in  the  37  states  east  of  the  Rockies  (except  in  the  city  of  El  Paso,  Texas)  through 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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SULFADIAZINE  WITH  SODIUM  LACTATE-  MRT 
SULFAMEHAZINE  WITH  SODIUM  LACTATE-  MRT 
SDLFA-LACTATE  CO.  (equal  parts  diazine, 

merazine  and  methazine)—  MRT 

no  coined  names.. . specify  MRT  literature  and  samples  on  request 

Original  Contributions  By  MARVIN  R.  THOMPSON,  INC.  • Stamford,  Connecticut  • Service  To  Medicine 


Plus  Values  in  Sulla  Therapy 

•Maximum  activity 
no  Renal  complications 
clinically  Tested 
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Of  the  many  drugs  commonly  used  to  lower 
arterial  pressure  in  hypertension.  Biologically  Standardized 
veratrum  viride  (in  CRAW  UNITS*)  is  the  only  drug  that 
produces  a physiologic  fall  in  blood  pressure. 
Thus,  a prominent  feature  in  the  integrated  response  to  oral 
doses  of  veratrum  viride  in  CRAW  UNITS  is  a reduction  in 
peripheral  resistance  without  compromise  of  circulation 
and  without  disrupting  circulatory  equilibrium. 

VERATRITE  represents  a practical  modification  of 
this  effective  hypotensive  drug  for  everyday  management  of 
the  mild  and  moderate  cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of  therapeutic  safety  and  complete 
simplicity  of  administration  are  specific  advantages  of 
Veratrite  therapy.  Each  Veratrite  Tabule  contains:  Biologically 
Standardized  veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain;  phenobarbital  % grain. 
Samples  and  literature  on  request. 
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The  Alkolol  Company,  Taunton  |2.  Mass. 


BREAST  PROTHESIS 

LILLIAN  BERMAN.  SC^^™"ED 

FORMS 

Our  distinctive  process  is  to  create  a form  which  effectively  and 
comfortably  conceals  the  operative  cavity  no  matter  how  extensive 
and  peculiar  its  configuration.  This  is  accomplished  through  the 
use  of  foam  rubber  which  is  sculptured  to  simulate  the  contours 
of  the  body  as  they  were  prior  to  the  Mastectomy. 

Our  service  includes  as  many  fittings  as  are  necessary  to  ensure 
complete  patient  satisfaction.  Appointment  Necessary. 

250  West  104th  St.  NEW  YORK  25,  N.Y.  Riverside,  9-2054 


UNPAID  BILLS 

can  be  collected  and  at  the  same  time  good  Public  Re- 
lations maintained.  We  have  proved  it  to  over  100 
hospitals  and  thousands  of  doctors. 

Write  for  proof. 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  West  41st  St.  New  York  18,  N.  Y. 
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BURDENED  HEART 


EDEMATOUS  TISSUES 


DUBIN  AMINOPHYLLIN 

" ' -1 

.ACTIVE  DIURETIC  • MYOCARDIAL  STIMULANT 


DISTRESSED  LUNGS 


BRONCHIAL  RELAXANT 

• 

In  Bronchial  Asthma,  Paroxysmal  Dyspnea, 
Cheyne-Stokes  Respiration. 

^TABLETS  • AMPULS  • POWDER  • SUPPOSITORIES 


H.  E.  DUBIN  LABORATORIES,  Inc.,  250  East  43rd  St.,  New  York  17,  N.Y. 
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ULTRACAIN®  ointment 

Anesthetic  • Bacteriostatic  • Fungistatic 
Significantly  free  from  allergizing  side-effects  in 
abrasions,  burns,  dermatitis,  fissures,  ulcers, 
lacerations,  mucocutaneous  lesions  and  pturitus. 

Write  for  literature 


fa 


CHATHAM  THARMACEUTICALS,  INC 
HEW  ARK  2,  HEW  JERSEY 

D,Urih"'ed  h F,SHER  * BURPE.  LTD.,  Winnipeg,  Manitoba 
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New  York 
. . Syracuse 


Council  Accepted 

Powerful,  Quick  Acting  Central  Stimulant 

ORALLY  - for  respiratory  and  circulatory  support 
BY  INJECTION  - in  the  emergency 

AMPULES  - I and  3 cc.  (each  cc.  contains  IV2  grains.) 
TABLETS  - 1 1/2  grains. 

ORAL  SOLUTION  - (U/2  grains  per  cc.) 

Metrazol,  brand  of  pentamethylentetrazol , Trade  Mark  Reg.  U.  S.  Pat.  Off. 


BILHUBER-KNOLL  CORP.  ORANGE,  NEW  JERSEY 
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Chloral  hydrate,  used  in  medicine  since  1869,  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 

>N.N.R„  1947,  p.  398. 

^Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177*8. 


26  CHRISTOPHER  STREET 
NEW  YORK  14,  N.  Y. 


Available  in  8 jluidounce  bottles. 


Adult  Dose:  As  a sedative:  Vi  to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FORMULA:  Each  fluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  (7 lA  gr.) ; Calcium  Bromide, 
0.5  Gm.  iflxA  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 


i 


! 
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"The  best  inhaler  they  have  ever  used!” 


the  new  S.  K.  F.  BENZEDREX  INHALER 

So  much  better  that  we  have 
discojitinued  r Benzedrine ’ Inhaler 

Physicians  tell  us  that  they  and  their  patients  find 
Benzedrex  Inhaler  the  best  inhaler  they  have  ever  used. 

The  active  ingredient  of  Benzedrex  Inhaler  is 
I -cyclohexyl -2 -methylaminopropane, 
a new  S.K.F.  compound.  It  has  exactly  the  same 
agreeable  odor  as  Benzedrine*,  gives  even 
more  effective  and  prolonged  shrinkage, 
and  does  NOT  produce  excitation  or  wakefulness. 

We  are  sure  you  will  find  that  Benzedrex  Inhaler  is 
the  best  volatile  vasoconstrictor  you  have  ever  used. 

Smith,  Kline  & French  Laboratories,  Philadelphia 

Each  Benzedrex  Inhaler  is  packed  with  l-cyclohexyl-2- 
methylaminopropane,  S.K.F.,  250  mg.;  and  aromatics. 

*'Benzedrine’  (racemic  amphetamine,  S.K.F.)  and  'Benzedrex’ 

T.M.  Reg.  U.S.  Pat.  Off. 
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Available  in 
Vi  oz.  tubes ; 
8 oz.  and  16  oz. 

jars  and 
5 lb.  containers 


l promotes  healthy  granulation 

^accelerates  liquefaction  of  necrotic  tissue 

^contains  no  phenol  or  other  irritant 

y softens  and  protects  the  skin  surface 

Provides  the  natural  vitamins  A and  D in  a pleasantly 
fragrant  lanolin-petrolatum  base 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


vw  hjOJjy  <unAj 

AcoSm, 

CHAFING... DRY  ECZEMA... 
DIAPER  RASH...  PRURITUS... 


DIABETIC  AND 

VARICOSE  ULCERS... 

BEDSORES. ..BURNS, SUNBURN.. 

ABRASIONS,  TRAUMATIC 
LACERATIONS,  AND  SIMILAR 
SLOW-HEALING  WOUNDS 


vitamin  A&  D ointment 


“...a  normalizer  of  the  skin 
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Intent  upon  an  experiment  with  a hot  sample,  he  forgets 
lunch —again — and  his  need  for  more  sensible  diet  and  sup- 
plementary vitamin  B complex  grows  more  pronounced.  For 
him,  and  other  patients  with  avitaminosis  B,  Sur-bex  Tablets 
supply  the  high  potency  vitamin  B such  deficiency  states 
require.  Suk-bex  Tablets  are  filled  with  an  abundance  of 
natural  and  synthetic  B factors,  making  them  suitable  for 
both  preventive  and  corrective  use.  One,  two  or  more  tablets 
daily  may  be  prescribed  as  indicated.  For  all  their  potency , 
Sur-bex  Tablets  are  pleasant  and  easy  to  take , because  they  are 
triple-coated  to  seal  out  moisture , seal  in  odors  of  liver,  yeast,  thia- 
mine and  other  ingredients.  Pharmacists  have  them  in  bottles 
of  100,  500  and  1000.  Remember — Sur-bex  for  dietary  dubs. 
ABBOTT  LABORATORIES,  NORTH  CHICAGO,  ILLINOIS 


dietary  dub! 


Each  triple-coated  Sur-bex  Tablet  contains  natural 
and  synthetic  vitamins  in  these  potencies: 


Sur-bex8 

(ABBOTT’S  VITAMIN  B COMPLEX  TABLETS) 


SUR-BEX  WITH  VITAMIN  C contains  the  same  rich  store  of  vita- 
min B as  regular  Sur-bex,  plus  150  mg.  ascorbic  acid.  Bright  yellow, 
capsule-shaped  tablets  are  supplied  in  bottles  of  100,  500  and  1000. 


THIAMINE  HYDROCHLORIDE 6 mg. 

(6  times  MDR*) 

RIBOFLAVIN 6 mg. 

(3  times  MDR*) 

NICOTINAMIDE 30  mg. 

(2  times  RDA**) 

PYRID0XINE  HYDROCHLORIDE 1 mg. 

PANTOTHENIC  ACID 10  mg. 

(as  Calcium  Pantothenate) 

LIVER  FRACTION 0.3  6m.  (5grs.) 

(boiling  water  extract) 

BREWER’S  YEAST,  DRIED. . .0.15  Gm.  (2 /2  grs.) 

♦ Minimum  Daily  Requirement. 

♦♦Recommended  Daily  Dietary  Allowance. 
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• Prolonged  intranasal  shrinkage 

• Potent  bacteriostasis 

• Safety 


Par-Pen 


provides  all  three 


Par-Pen  contains  Council-accepted  Aqueous  Solution 
Paredrine  Hydrobromide — the  vasoconstrictor  that  produces 
more  rapid,  more  prolonged  shrinkage  than  ephedrine 
without  ephedrine-like  central  effects.  By  relieving 
congestion,  the  Paredrine  opens  the  way  to  effective 
bacteriostasis  at  the  site  of  infection. 


Par-Pen  contains  500  units  of  penicillin  per  cc., 
the  accepted  strength  for  local  use.  Grubb  and 
Puetzer  found  that  local  penicillin  (500  units  per  cc.) 
reduced  intranasal  bacteria  from  an  average  of 
7,363  per  cc.  to  42  per  cc.  of  nasal  washings! 


J.  Lab.  & Clin.  Med.  32:566 

Par-Pen  is  non-irritating  and  non-stinging. 

It  does  not  inhibit  ciliary  action. 

It  is  harmless  to  nasal  mucosa. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Par-Pen  is  packaged  in  1 fluid  ounce  bottles.  It  contains 
crystalline  sodium  penicillin,  500  units  per  cc.; 

Aqueous  Solution  'Paredrine’  Hydrobromide  1%. 


Par-Pen 


the  penicillin-vasoconstrictor  combination 


for  intranasal  use 
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BURO-SOL 
P O WDER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  10-49 
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NOW! 


stable 

crystalline 


Sodium  Penicillin  G 


by  Tongue9  by  Luny9  by  G.  I . Tract 


By  Tongue: 

Sublingual  Penalev  tablets  (50,000  or 
100,000  units)  are  rapidly  absorbed,  quickly 
create  therapeutic  penicillin  blood  levels. 


A 




By  G.  I.  Tract: 

Penalev  tablets  dissolve  promptly  and 
completely  in  milk,  fruit  juices,  or  infant 
formulas,  without  appreciably  changing  their  tastes. 


By  Lung: 

Potent  penicillin  G aerosol  solutions 
can  be  prepared  readily  by  dissolving 
Penalev  tablets  in  water  or  normal  saline. 


(ITMUNC  SI 

naiciuiE 

So.ooo  ynff 


Penalev 

Soluble  tablets  sodium  penicillin  G:  50,000  and 
100,000  units;  vials  of  12  tablets  crystalline. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


Penalev 

Soluble  Tablets  Crystalline 


Sodium  Penicillin  G 
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for  making 

WET  DRESSINGS 

LIKE  BUROW'S  solution 


rn>REsfos^  ,ASS? 


STANDARD  PHARMACEUTICAL  CO.,  INC.,  1123  Broadway,  New  York 


F'V 


r 
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Manufacturers 


NUCARPON  ® 


Compound 


Charcoal 
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Robins 


a distinctive, 


antitussive-expectorant 

At  last,  something  really  new  in  cough  syrups 
. . . something  completely  rational  . . . clinically 
sound  . . . Robitussin  'Robins'.  Robitussin  employs 
glyceryl  guaiacolate  and  desoxyephedrine 
hydrochloride,  in«a  palatable 
aromatic  syrup  vehicle. 

Glyceryl  guaiacolate  has  proven  an  effective 
aid  to  expectoration,  and  a cough  ameliorator 
with  prolonged  action,  through  its  increase  in 
and  thinning  of  respiratory  tract  fluid;1'2'3  yet  it 
has  no  ill  effect  upon  digestion.1 


FORMULA;  Each  5 cc.  (1  teaspoonful) 
of  Robitussin  contains: 
Glyceryl  Guaiacolate  ...  100  mg. 
Desoxyephedrine  Hydrochloride  ...  1 mg. 

In  a palatable  aromatic  syrup. 


DOSAGE:  Children:  one-half  to  one  teaspoonful, 
according  to  age,  three  or  more  times  daily. 
Adults:  one  or  two  teaspoonfuls,  as  necessary 
every  two  to  three  hours. 


SUPPLIED  P'n1  ar|d  gallon  bottles. 


jUFcggNCES:  1 ' Connell,  W.  F.  et  at:  Canadian  Med. 
Assoc.  /.,  42:220,  1940.  2.  Perry,  W.  F.  and  Boyd,  E.  M-: 
J.  Pharm.  Exper.  Ther.,  73:65,  194t.  3.  Stevens,  M.  E.  et  at: 
Canadian  Med.  Assoc.  J.,  48:124,  1943.  4.  Foltz,  E.  E. 
et  al:  J.  lab.  Clin.  Med.,  28:603,  1943.  5.  Graham,  B.  E.: 
Ind.  Eng.  Chem.,  Ind.  Ed.,  37:149,  1945.  6.  Schulz,  F. 
and  Deckner,  $.:  Klin.  Wochschr.,  21:674,  1942. 


ROBITUSSIN— For  Rational  Cough  Management 


A.  H.  ROBINS  COMPANY,  INC. 

RICHMOND  2 0.  VIRGINIA 


new,  non-narcotic 


Desoxyephedrine's  sympathomimetic  action  is 
also  well  recognized4'5'6:  by  relaxing  spasm  of 
the  bronchial  musculature  and  helping  maintain 
normal  respiratory  smooth  muscle  tone, 
it  greatly  minimizes  the  provocation  of  cough 
from  spasm.5  At  the  same  time  it  affords  relief 
from  psychic  depression  or  a feeling  of  fatigue. 


The  syrupy  vehicle,  with  its  aromatic  volatile 
oils,  has  a local  demulcent  effect.  Furthermore,  it 
assures  patient  cooperation  by  providing  a base 
which  makes  Robitussin  one  of  the  most 
palatable  of  all  antitussive-expectorants. 


You  will  find  Robitussin  'Robins'  an  exceptionally 
efficient,  safe,  therapeutic  tool  in  the  manage- 
ment of  cough— for  both  adults  and  children. 


a new 


antibacterial 
agent . . . 


Wide  antibacterial  activity,  low 
toxicity  and  virtual  elimination  of 
renal  complications  distinguish  the  use 
of  Gantrisin*  ’Roche’,  a new  and 
remarkably  soluble  sulfonamide.  Highly 
effective  in  urinary  as  well  as  systemic 
infections,  Gantrisin  does  not  require 
I alkali  therapy  because  it  is  soluble 
' even  in  mildly  acid  urine.  More  than 

' 20  articles  in  the  recent  literature 

1 

I attest  its  high  therapeutic  value  and 

I the  low  incidence  of  side-effects. 

I 

I Gantrisin  is  now  available  in  0.5  Gm 

1 

I tablets,  as  a syrup,  and  in  ampuls, 
l Additional  information  on  request. 

' HOFFMANN-LA  ROCHE  INC  • NUTLEY  10  • N.  J. 

I 

Gantrisin 

l * Brand  of  sulfisoxazole  ( 3A-dimethyU 

j 5-sn  Ifani  la  mido- isoxazole) 

'Roche’ 

t 

I 
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brings  beneficent  blood  to  painful  parts 


ARTHRALGESIC  UNGUENT 

for  quick  relief  of  joint  and  muscle  pain 

ARTHRALGEN  combats  the  pain  and  stiffness  of  rheumatic 
and  allied  disorders  with  deep  vasodilatation.  Increased  blood 
flow  brings  relaxing  warmth,  fosters  healing  and  accelerates 
removal  of  toxic  metabolites.  Methacholine  chloride  dilates 
both  arterioles  and  capillaries.  Menthol  and  thymol  add  their 
rubefacient  action  to  perfuse  the  affected  part  with  a copious 
supply  of  blood.  Pain  is  further  diminished  by  analgesic 
methyl  salicylate. 

ARTHRALGEN  is  convenient  to  use  — its  penetrant  ointment 
base  is  non-messy  and  easily  washable.  Containing  no 
histamine,  it  does  not  cause  itching  or  whealing  of  the  skin. 
Available  in  1 -ounce  collapsible  tubes  and  half-pound  jars. 

V LABORATORIES 


ARTHRALGEN 


DIVISION  NUTRITION  RESEARCH  LABORATORIES 
CHICAGO  30,  ILLINOIS 


'ith  this 
in  hand 


- 4, 

1 
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lirairciil 
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x 

Digitalis 

X P 
S' 

(Davies,  Rose) 

0.1  Gram 

f ^ 
> 

I approx.  IV2  grains) 

* h,  -- 

CAUTION:  To  be 

sjES 

dispensed  only  by  or 
on  tile  prescription  of 
| » physician. 

in 

0 Jlri 
* :c~ 

MKieS.  ROSt  S CO  ltd 
{ 8«ston,  Mass.  U s’ft 

Cardloiogtst 


is  assured  of 


in 


Being  the  powdered  leaves  made  into 
psychologically  tested  pills, 
all  that  Digitalis  can  do,  these  pills  will  do. 


Trial  package  and  literature  sent  to  physicians  on  request. 

DAVIES,  ROSE  & COMPANY,  Limited 

Manufacturing  Chemists,  Boston  18,  Massachusetts 


ORETON 


high  dosage  and  sustained  action 

ORETON*  (Testosterone  Propionate  U.S.P.  XIII)  in  oil  for 
intramuscular  injection  in  male  hypogonadism  and  climacteric, 
functional  uterine  bleeding,  inhibition  of  lactation  and 
palliation  of  female  breast  carcinoma. 


moderate  and  maintenance  dosage 

©RETON-M*  Tablets  (Methyltestosterone  U.S.P.  XIII)  by 
mouth  in  mild  male  climacteric,  functional  dysmenorrhea, 
premenstrual  tension  and  relief  of  postpartum 
breast  engorgement. 


single  dose  with  continuous  action 

ORETON-F*  Pellets  (free  testosterone)  by  subcutaneous 
implantation  for  sustaining  therapy  in  eunuchism,  eunuchoidism 
and  in  some  cases  of  the  male  climacteric. 


convenient  buccal  administration 

ORETON  Buccal  Tablets  (Testosterone  Propionate  U.S.P.  XIII) 
in  PoLYHYDROLf  base  for  intraoral  administration  when 
high  dosage  is  desired  and  injection  therapy  is  not  feasible. 


local  application 

ORETON-N  Ointment  (Methyltestosterone  U.S.P.  XIII) 
for  percutaneous  application  in  certain  senile  skin  disturbances, 
especially  those  accompanied  by  pruritus. 

fPoLYH ydrol  tra<!e-mark  of  Schering  Corporation 


CORPORATION  • BLOOMFIELD,  N.  J. 
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Robins 


broadens  the  scope  of 


Effective  Anti-Arthritic  Therapy 


with 


Pabalate  Liquid 


From  laboratory  dream  to  clinical  reality— that's  the  story  of  Robins'  ne^ 
anti-rheumatic  Pabalate,  the  unique  combination  of  para-aminobenzoic  acid  and  sodiunr 
salicylate  which  provides  higher  salicylate  blood  levels  on  lower  salicylate  dosage 
Now,  further  implementing  the  clinical  value  of  this  important  new  formula,  Robins  offers  anothei 
outstanding  research  development:  easily-administered,  pleasant-tasting  Pabalate  Liquid i 
With  Pabalate  Tablets  and  Liquid,  the  physician  can  now  more  effectively  treat  patients  with 
rheumatic  fever  or  other  rheumatic  disease,  at  all  age  levels— from  infancy  to  old  age 

FORMULA:  Sodium  salicylate  and  Para-aminobenzoic  acid  (as  sodium  salt)  of  eachj 
(5  gr.)  0.3  Gm.  in  each  5 cc.  (1  teaspoonful)  of  a chocolate  flavored  liquid,  or  an  enteric  coated  tablet.! 

Rheumatoid  arthritis;  acute  rheumatic  fever;  fibrositis;  gout;  osteo-arthritis. 

Average  adult  dose:  two  teaspoonfuls  or  two  tablets,  three  times  daily. 
Dosage  for  children  proportional  to  age  and  severity  of  condition. 


A.  H.  ROBINS  CO.,  INC.  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


For  higher  salicylate  blood  levels 


on  lower  salicylate  dosage— 


■■■ 

• ± ‘ 


_ 


Pabalat 


TABLETS  AND  LIQUI 


•o-aminobenzoic  acid  administered  (24gm.daily) 
icylate  administered  (lO gm. daily) 
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why  acne 

clears  up  so  rapidly 
when  you  prescribe 

Acnomel 


Acnomel’s  rapid  action  is  due,  chiefly, 
to  its  remarkable  vehicle.  This  special  vehicle, 
which  embodies  an  entirely  new  principle, 
assures  the  effectiveness  of  Acnomel’s 
time-tested  active  agents.  It  has  all 
the  virtues  of  an  oil-in-water  emulsion,  yet  it 
is  entirely  free  from  wax,  oil,  or  grease. 

Acnomel  is  stable,  grease-free,  flesh-tinted. 

It  contains  resorcinol,  2%;  and  sulfur,  8%. 

Available,  on  prescription  only,  in  specially-lined  W2  oz.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


a significant  advance , 


clinical  and  cosmetic , in  OCnG  th©rapy 
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OBSTETRICAL  & 
gynecological 

SURVEY 


“ . . . til  ese  statistics  are  the 
best  that  have  been  reported. 

In  fact , they  couldn't  be  any 
better. 99 

Editor:  Obstetrical  & Gynecological  Survey 
Vol.  4,  No.  2:  April,  1949:  page  190 


w statistics  refer 

r .....  to  are  those  reported  by  Dr, 

Ok  W.  'Smith  in  her  article,  “Diethyl- 
stilbestrol  in  the  Prevention  and  Treatment 
of  Complications  of  Pregnancy”,  in  the  Novem- 
ber, 1948,  issue  of  The  American  Journal  of  Obstet- 
rics and  Gynecology.  This  study  of  632  pregnancies 
showed  that,  “under  stilbestrol  treatment  the  habitual 
nborter  enjoys  the  same  outlook  for  a living  baby  as  does  the 
average  gravida.  This  is  what  I mean  by  saying  that  these 
statistics  are  the  best  that  have  been  reported”.1 
This  report  affords  additional  evidence  that  the  treatment  of 
threatened  and  habitual  abortions  with  des  — Grant  Process 
diethylstilbestrol  — as  pioneered  by  Karl  John  Karnaky2,  is  the 
most  effective  treatment  available. 

The  work  of  Silbernagel  and  Burt3,  and  of  Rosenblum  and 
Melinkoff1  showed  that  with  diethylstilbestrol  68.4%  more 
cases  were  earried  to  term  than  with  progesterone.  In  fact, 
it  is  now  felt  that  the  administration  of  progesterone  may 
actually  hasten  abortion5, 
des  is  the  only  diethylstilbestrol  prepared  by  the  unique  Gi^mt  / 
Process  of  triple  crystallization.  Highly  micronized  des  tablets  are 
dissolved  within  a few  seconds  and  are  uniformly  absorbed  into 
the  blood  stream,  des  is  specifically  designed  for  the  treatment  pf 
threatened  abortion,  habitual  abortion  an tL«pre mature  labor.  The 
living  results  obtained  with  des  -urc  thfC  best  that  have  been  re- 
ported, “In  fact,  they  couldn’t  -possibly  be  any  better.’ 


\ . 


For  further  inf 


IS  BEST 


REFERENCES 

1.  Editor:  Obs.  and-oyn.  Survey.  56  821-834.  Nov. 
1948.  2.  Karnakv,  K J Estrogenic  Tclerance  in  Preg- 
nant Women.  Amor  Jr.  Cbs.  and  Gvn.  53  312-316, 
1947.  3.  Silbernagel.  W.  M.  and  Burt,  O.  P.  Ohio  State 
Med.  Jr.  39,  430  May.  1943.  4.  Rosenblum  and  Melm- 
koff.  Preservation  of  the  Threatened  Pregnancy  with 
Particular  Reference  to  the  Use  of  Diethylstilbestrol. 
West.  Jr.  Surg.  Obs.  and  Gyn.  55,  597-603.  Nov. 
1947.  5.  Hamblen.  E.  C.  Endocrinology  of  Woman, 
Springfield,  111-  Charles  E.  Thomas,  1945,  p 476. 

rintsjlnd  samples,  write  Medical  Director. 


its  jfn 
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9 5 MADISON  aVeNUE,  NEW  YORK  16,  NEW  YORK 
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CRYSTALLINE  PENICILLIN  G POTASSIUM 


For  convenience  in  prescribing, 
SOLTABS  has  been  adopted  as  the  new  line  name  for 
C.S.C.  Soluble  Tablets  including  Crystalline  Penicillin 
G Potassium.  When  you  use  the  name  Soltabs  on  your 
penicillin  prescription  you  are  assured  of  your  patients’ 
receiving  the  finest  in  penicillin  soluble  tablets. 

Soltabs  penicillin  are  widely  used  in  pediatrics  for 
oral  administration  of  penicillin  dissolved  in  the  milk 
formula  or  in  water.  Also  applicable  in  aerosol  in- 
halation therapy  where  they  greatly  simplify  dosage 
calculation  and  preparation  of  solutions  for  adminis- 
tration. 

Soltabs  Crystalline  Penicillin  G Potassium-C.S.C. 
are  supplied  in  boxes  of  24  tablets,  each  containing 
50,000  units  or  100,000  units  per  tablet,  each  tablet 
individually  sealed  in  foil. 


CSC 


HEW  «6«*U**° 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION 
17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


c.s.c.  so 


luble  trouts 


r.  r [>» 


No,  tee  don’t  look  down  the 
throat  of  each  cow!  But  the  herds  are  carefully  examined  by 
inspectors  trained  to  make  sure  they  are  in  the  best  of  health. 


v,tamih  D 


INCREA 


Herd  inspection  is  just  one  of  many  careful  controls  we  use  to  assure 
that  our  evaporated  milk  is  entirely  safe  for  your  tiniest  patient. 

Nestle’s  Evaporated  Milk  is  uniform  in  composition,  easily  digested. 
Adequate  antirachitic  protection  is  assured  by  the  400  U.S.P.  units  of  genuine  vitamin 
D3  provided  in  each  pint  of  Nestle’s  milk— the  first  evaporated  milk  to  be  so  fortified. 


DOCTORS  EVERYWHERE  KNOW  NlSTLE*X 
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Protecting 

the 

liver 


in 

certain 

obstetric 

complications  . . . 

• 

• 

• A recent  paper1  has  reported  the  value  of  Meonine  as  an  adjunct  to  protect 
the  liver  in  “certain  obstetric  complications  which  have  frequently  ended 
fatally.”  In  treating  toxemia  of  pregnancy,  the  authors  found  that  in  addition  to 
a specific  action  in  preventing  fatty  infiltration  to  the  liver,  Meonine  appeared  to 
exert  a favorable  influence  on  impaired  renal  function.  “Diuresis  was  the  most 
promising  feature  following  this  special  treatment.  . . There  was  also  a coinci- 
dent favorable  response  in  the  diminution  of  edema.” 


• ••••••• 

In  pregnancy,  prated  against  impaired  liver  function  by  pre- 
scribing MEONINE,  dl-Methionine  Wyeth 


1 Philpott,  N.  W.,  Hen- 
delman,  M.,  and  Prim- 
rose, T.:  Methionine  in 
Obstetrics,  Am.  Jr.  Obst. 
& Gynec.  57:125-142 
Jan.  1949. 


MEONINE* 

for 

Liver 


Damage 


® 


WYETH  INCORPORATED,  Philadelphia  3,  Pa. 


not  just  resin 
not  just  mucin 


mucoprotective  acid-adsorbent 
for  peptic  ulcer  therapy 


resmicon’S  anion-exchange  polyamine  resin  combats 
acidity  by  a new— non-chemical  — principle.  It  physical- 
ly adsorbs  acid  radicals.  In  the  stomach  resin  rapidly 
inactivates  HCI  and  inhibits  pepsin  with  complete  free- 
dom from  side  effects. 

RESMICON’S  natural  gastric  mucin  protects  the  gastric 
mucosa.  Clinicians  have  amply  demonstrated  its  value 
in  peptic  ulcer  therapy.  But  mucin  alone  is  limited  by  its 
weakness  as  an  antacid  and  by  the  large  and  frequent 
dosage  required. 

RESMICON,  uniting  resin  and  mucin,  is  an  outstanding 
agent  for  the  effective  treatment  of  peptic  ulcer  and 
hyperacidity. 


LABORATORIES 

Division  Nutrition  Research  Laboratories 


Chicago  30,  Illinois 
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Eskadiamer  combines  the 
2 safest  sulfonamides 
in  1 delicious  fluid  preparation 


Leading  clinicians  have  attested  the  greater  safety  of  the  sulfonamides 
in  mixtures.  Now,  Lehr  finds  that  “sulfadiazine  and  sulfamerazine  qualify 
for  first  and  second  place,  respectively,  as  mixture  components.” 

Federation  Proceedings  8:315  (March)  1949 

Eskadiamer,  therefore,  is  especially  welcome  to  the  physician — 
not  only  because  it  is  a sulfonamide  mixture,  but  also 
because  it  is  a mixture  of  equal  parts  of  the  two  safest  sulfonamides 
in  general  use:  sulfadiazine  and  sulfamerazine. 

Eskadiamer  tastes  so  good  that  children — and  many  adults — much 
prefer  Eskadiamer  to  the  usual  bulky,  sulfonamide  tablets. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Eskadiamer 

the  delicious  fluid  preparation  of 
sulfamerazine  and  sulfadiazine 


Each  5 cc.  (oneteaspoonful)  of  Eskadiamer  contains  0.25  Gm. 
(3.86  gr.)  microcrystalline  sulfamerazine  and  0.25  Gm.  (3.86 
gr.)  microcrystalline  sulfadiazine — the  dosage  equivalent  of 
the  standard  0.5  Gm.  (7.7  gr.)  sulfonamide  tablet. 
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the  new  ready-to-inject 

Crysticillin 

Suspension 

SQUIBB  Procaine  Penicillin  G in  Aqueous  Suspension 

Stable  for  1 year  at  room  temperature; 

no  refrigeration  required. 


SUPPLIED  IN  MULTIPLE  DOSE  VIALS, 

1,500,000  and  3,000,000  units; 
also  in  300,000  unit  B-D 
cartridge  with  disposable  syringe. 


8ECT0N-DICKINS0N  A CO. 


SQUIBB  a leader  in  penicillin  research  and  manufacture 


' 

;Jp lllf . ■ 
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NOW  the  common  cold 


may  be  controlled 


SjKA  ./,••••  ""‘I 

IsglE  • 


cold  combatant 


containing: 

Chlorothen  Citrate— 25  mg 
Acetophenetidin  —320  mg 


Caffeine 


—32  mg 


long-acting  antihistaminic  of  low  toxicity 
analgetic  and  antipyretic  synergists 


caubren  compound  curbs  colds  by 

* relieving  symptoms 

* shortening  duration 

* reducing  contagion 


administration:  One  to  two  tablets  every  3-4  hours  for 
at  least  48  hours  beginning  as  soon  as  possible  after 
appearance  of  initial  symptoms, 
available:  Bottles  of  1 00  tablets 


■mm 


LABORATORIES  • DIVISION  NUTRITION  RESEARCH  LABORATORIES.  CHICAGO  30,  ILLINOIS 


'^#«WSE 


JUJ 
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Lederle  research  never  comes  to  a 
standstill,  but  on  the  contrary,  proceeds 
apace;  and  will  in  due  course  produce 
many  additional  weapons  for  man’s 
fight  against  parasitic  microorganisms. 


For  the  past  several 
years,  Lederle  has  conducted  extensive 
research  in  the  production  and  isolation 
of  antibiotics.  Scientific  competition 
in  this  field  has  been  keen  and  Lederle 
leadership  has  been  achieved  at  the 
expense  of  a heavy  investment 
in  personnel,  materials  and  money. 

Two  antibiotics  are  widely  used 
throughout  the  world — aureomycin 
and  penicillin.  The  former  is  produced 
solely  by  Lederle.  Penicillin  in  many 
new  forms,  both  oral  and  parenteral, 
has  been  pioneered  by  Lederle. 


LEDERLE  LABORATORIES  DIVISION  amckicah  Cjwuunid compaky  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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Outstanding  Value  . . . 

Outstanding  Nutritional  Benefits 


The  Seal  of  Acceptance  denotes  that 
the  nutritional  statements  made  in 
this  advertisement  are  acceptable  to 
the  Council  on  Foods  and  Nutrition 
of  the  American  Medical  Association. 


Whether  the  pocketbook  calls  for  economy  or  permits  satisfaction 
of  that  urge  for  the  fanciest  cuts,  meat  gives  your  patients  full 
value  for  their  money.  Every  cut  and  kind  of  meat  supplies,  in 
abundance , these  essential  nutrients: 

1.  Biologically  complete  protein  . . . the  kind  which  satisfies 
the  requirements  for  growth  and  which  is  needed  daily  for 
tissue  maintenance,  antibody  formation,  hemoglobin  syn- 
thesis, and  good  physical  condition. 

2.  The  essential  B complex  vitamins,  thiamine,  riboflavin,  and 
niacin. 

3.  Essential  minerals,  including  iron  in  particular. 

In  addition  to  these  tangible  values,  meat  ranks  exceptionally 
high  not  only  in  taste  and  palate  appeal,  but  also  in  satiety  value. 

The  instinctive  choice  of  meat  as  man’s  favorite  protein  food 
has  behind  it  sound  nutritional  justification.* 


*McLester,  J.  S.:  Protein  Comes  Into  Its  Own,  J.A.M.A.  139: 897  (Apr.  2,)  1949 

American  Meat  Institute 

Main  Office,  Chicago. ..MembersThroughout  the  United  States 


* 


oO 
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The  most * persuasive " oral  germicide 
you  can  prescribe 

J.  Cepacol  persuades  a wide  range  of  oral  bacteria  to 
surrender  within  15  seconds  after  contact1 

2.  Cepacol’s  pleasant  taste  persuades  your  patients  to  use  it 


The  rapid  antisepsis2  and  soothing  relief  which  Cepacol  brings  to  inflamed,  sore 
throats  are  important.  Along  with  the  fact  that  Cepacol  is  non-irritating,  non- 
toxic, and  does  not  interfere  with  tissue  healing.  Too,  patients  are  extremely 
grateful  to  you  for  prescribing  something  so  effective  that  also  is  so  pleasant 
to  use — as  either  gargle  or  spray. 


CEPACOL® 


The  alhaline  germicidal  solution  that  nor hs  in  partnership  with  saliva 


Merrell 


1828 


NOW  AVAILABLE — Cepacol  Throat  Lozenges!  These  convenient, 
pleasant-tasting  lozenges,  dissolved  slowly  in  the  mouth,  provide  a sooth- 
ing, analgesic  solution  to  relieve  the  dryness  and  irritation  of  sore  throat. 


CINCINNATI  • U.  S.  A. 


1.  As  shown  in  laboratory  studies.  2.  Cepacol  contains  an  effective  germicidal  detergent,  the 
quaternary  ammonium  salt  Ceepryn  ® Chloride.  1:4000. 


menorrhea 


“We  use  [edrisal]  with  the  knowledge 

that  9 out  of  10  sufferers  will  get 
the  relief  they  seek.  Long,  C-F.:  Indust.  Med.  15:679 


Edrisal  is  the  only  analgesic 
preparation  that  contains 
‘Benzedrine’  Sulfate— the 
rational  anti-depressant. 
Edrisal,  therefore,  relieves 
not  only  the  pain  itself 
but  also  the  depression 
that  so  often  accompanies 
dysmenorrhea. 
Best  results  in  dysmenorrhea 
are  usually  obtained  with 
a dosage  of  two  Edrisal  Tablets — 
repeated  every  three  horns,  if  necessary. 


Each  Edrisal*  tablet  contains  Benzedrine* 
Sulfate  (racemic  amphetamine  sulfate, 
S.K.F.),  2.5  mg.;  acetylsalicylic  acid,  2.5  gr.; 
and  phenacetin,  2.5  gr.  Available  on  prescrip- 
tion only. 


its  dual  action  relieves  pain,  lifts  mood 

Smith,  Kline  & French  Laboratories,  Philadelphia 

# 


*‘Benzedrine’  and  ‘Edrisal’  T.M.  Reg.  U.S.  Pat.  Off. 
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When  Nativelle  isolated  Digitaline,  he  eliminated  the 
non-absorbable  glycosides  of  the  whole  leaf. . . thus  virtually 
ending  untoward  side  reactions  in  digitalization  and  maintenance. 
Digitalization  became  a matter  of  hours,  not  days. 

Maintenance  became  positive  because  absorption  was  complete 
and  the  uniform  rate  of  dissipation  afforded  full 
digitalis  effect  between  doses. 

For  this  efficiency  Digitaline  Nativelle  is  a cardiotonic 
of  choice  among  leading  cardiologists  the  world  over. 

For  the  comfort  and  protection  of  your  patients — for 
your  own  assurance — specify  Digitaline  Nativelle — 
in  full — on  your  prescription. 


Digitaline  Nativelle 


$ 


Chief  active  principle  of  digitalis  purpurea*  (digitoxin) 

%Not  an  adventitious  mixture  of  glycosides, 
just  the  purified  chief  active  principle. 


MAINTENANCE:  0.1  or  0.2  mg.  daily  depending  upon  patient’s  response. 


CHANGE-OVER:  Prescribe  0.1  or  0.2  mg.  of  Digitaline  Nativelle  to  replace  maintenance  doses  of 
0.1  gm.  or  0.2  gm.  of  whole  leaf. 


RAPID  DIGITALIZATION:  1.2  mg.  in  equally  divided  doses  of  0.6  mg.  each  at  three-hour  intervals. 


about  the  LARYNX/ 

the  PHARYNX... 
and  CIGARETTES 


Here  is  the  simple  reason  why  many  lead- 
ing nose  and  throat  specialists  suggest 
"Change  to  Philip  Morris.7 


••* 


The  sensitive  tissues  of  the  upper  respiratory  tract  are 
often  affected  adversely  by  the  irritants  in  the  smoke  of 
ordinary  cigarettes. 

Philip  Morris,  on  the  other  hand,  are  specifically  processed 
to  minimize  such  irritants  . . . the  only  one  of  all  leading 
cigarettes  to  offer  this  advantage. 

Why  not  give  your  patients  the  benefit  of  this  proved** 
superiority  . . . why  not  suggest  Philip  Morris.  Many  leading 
doctors  make  it  a point  to  say  to  their  patients  who  smoke  . . . 
“ Change  to  Philip  Morris  Cigarettes 


PHILIP 


MORRIS 


Philip  Morris  & Co.,  Ltd.,  Inc. 
119  Fifth  Avenue,  New  York 


ARE  YOU  A PIPE  SMOKER?  ...  We  suggest  an  unusually  fine 
new  blend— Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


*Completely  documented  evidence  on  file. 

** Reprints  on  request: 

Laryngoscope.  Feb.  1935,  Vo  I.  XLV,  No.  2,  149-154;  Laryngoscope,  Jan.  1937,  Vo/.  XLVII,  No.  I,  58-60 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32-241;  N.  Y.  Stale  Journ.  Med.,  Vo I.  35,  6-1-25,  No.  II,  590-592 
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for  the  Treatment  of 


ARTHRITIS  and  RHEUMATISM 


RAYSAL  WITH  SUCCINATE*  . . . The  ethical  salicylate-succinate  formula . . . Employs 
three  principal  ingredients — salicylate,  iodine,  and  succinate  . . . designed  to  combine  the 
almost  specific  antiarthritic  and  antirheumatic  action  of  the  salicylates,  the  stimulating 
and  nutritionally  corrective  effects  of  iodine  and  the  detoxifying  action  of  succinic  acid. 
An  ideal  companion  medication  for  other  therapeutic  measures  employed  in  arthritis 
and  rheumatism.  RAYSAL  WITH  SUCCINATE  will  enhance  the  efficiency  of  RAY- 
FORMOSIL  ...  a safe  and  effective  combination  for  use  in  your  next  case.  Sample 
and  literature  will  be  sent  upon  request. 

&7te  Qsefaxifietl  fTa/fcy/afe  './(let/tcamenl 

ENTERIC  COATED  TABLETS  (SALOL) 

Raysal  (Representing  43%  Salicylic  Acid  and  3%  Iodine  in  Calcium-Sodium  Phosphate 

Buffer  Salt  Combination) 5 grains 

Succinic  Acid 2 grains 

•Manufactured  by  Raymer  . . . since  1925  utilizing  succinates  as  drug-detoxifying  agents. 


RAYMER 


Available  for  office  use  and  at  your  pharmacy  on  prescription 


PHARMACAL  COMPANY  • PHILADELPHIA  34,  PA. 


PHARMACEUTICAL  MANUFACTURERS 


a QuaA/et  SP/tyteciKMiA 
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For  fortified  support 


of  hemoglobin  formation, 


UPJOHN  FERRATED  LIVER 


CONCENTRATE  with  FOLIC  ACID 


supplies: 

Ferrous  Sulfate 3 Vs  grs. 

Liver  Concentrate 7 grs. 

supplemented  to  present  approximately: 

Folic  Acid 2 mg. 

*Thiamine  Hydrochloride 2 mg. 

*Ribof)avin 2 mg. 

*Nicotinamide  10  mg. 


UPJOHN  FERRATED 
LIVER  CONCENTRATE 
WITH  FOLIC  ACID 

TABLETS  available  in  bottles  of  100  and  1000. 


'adjusted  to  a higher  potency 
than  that  present  in  Upjohn 
Ferrated  Liver  Concentrate 


Upjohn 


FINE  PHARMACEUTICALS  SINCE  1886 
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Topical 

oropharyngeal 

chemotherapy 

of 


N umerous  investigators,  over  a 
number  of  years,  have  demonstrated  that  the 
clinical  use  of  Sulfathiazole  Gum  is  most  effec- 
tive in  local  control  of  infections  of  the  mouth 
and  throat — and  without  toxic  side-effects. 

Nieman,*  in  an  eight-month  controlled 
study  of  the  prophylactic  use  of  Sulfathiazole 
Gum,  reports  a measurable  decrease  in  the 
incidence  of  colds,  as  well  as  primary  and 
irritational  pharyngitis. 


proven 

effectiveness 


SAFETY 

The  same  author*  states:  “It  is  worthy  of 
note  that  the  mouths  of  over  100  persons 
were  exposed  to  the  drug  in  concentrated 
form  daily  for  eight  months,  with  no  unto- 
ward effects .” 


Sulfathiazole 

Gum 

SAFE,  TOPICAL  CHEMOTHERAPY 

Supplied  in  packages  of  24  tablets — 3% 
grs.  (0.25  Gm.)  per  tablet — sanitaped  in 
slip-sleeve  prescription  boxes. 

Pharmaceutical  ^Manufacturers,  Newark  7,  TV.  7. 


White  Laboratories,  Inc., 


*Nieman,  I.  S. : Prophylactic  Value  of  Sulfathiazole, 
Arch.  Otolaryngol.  47:158  (Feb.)  1948. 
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Heparin/ Pitkin  Menstruum 

'WARNER' 


is  available  in 
200-mg  and  300-mg 
ampuls  for 
subcutaneous 
injection,  cartons 
of  6 ampuls  each, 
with  or  without 
vasoconstrictors. 


Heparin/ 

Pitkin 

Menstruum 

'WARNER' 


an  anticoagulant  preparation 
with  prolonged  action  for 
the  prevention  and  treatment  of 
thromboembolic  disorders. 

HEPARIN/PITKIN  MENSTRUUM 
'Warner’  is  a safe  and  clinically 
established  means  of  providing 
prolonged  anticoagulation  action  in 
the  body. 

One  subcutaneous  injection  of 
HEPARIN/PITKIN  MENSTRUUM 
'Warner’  is  usually  sufficient  to 
increase  the  blood  coagulation 
time  for  a period  of  24  to  48  hours 
. . . without  the  necessity 
for  the  cumbersome,  discomforting 
and  time-consuming  procedures 
usually  required  when  maintaining 
blood  fluidity  in  thromboembolic 
disease. 


WILLIAM  R.  WARNER  & CO.,  INC. 

NEW  YORK  ST.  LOUIS  LOS  ANGELES 


Chronic  osteomyelitis  of  12  years'  duration  after 
compound  fractures  of  leg.  14  surgical  procedures 
failed  to  close  the  cavity.  Pain  and  foul-smelling 
discharge  caused  patient  to  request  amputation. 


Treatment  with  Chloresium  brought  progressive 
closure  of  the  cavity.  Purulent  drainage  and  odor 
stopped.  Pinch  grafts  of  granulation  tissue  at  base 
were  successful  and  cavity  closed  completely. 


CHLOROPHYLL  HEALED 

where  other  methods  of  treatment  failed 


• The  case  shown  above  is  one  of  a large  series 
which  resisted  other  methods  of  treatment — until 
Chloresium  therapeutic  chlorophyll  preparations 
were  used.  The  published  reeord*  shows  that  the 
great  majority  of  them  not  only  responded  rapidly 
to  Chloresium’s  chlorophyll  therapy,  hut  healed 
completely  in  a relatively  short  time. 


Faster  healing  of  acute  cases 

Chloresium  has  been  equally  effective  in  acute 
w ounds  and  burns.  Faster  healing,  less  infection, 
less  scar  tissue  formation  Imve  been  obtained. 
In  addition,  Chloresium  provides  quick  deodori- 
zation  of  foul-smelling  conditions. 

This  new  approach  to  prompt,  effective  heal- 
ing is  due  to  Chloresium’s  proved  ability  to 
stimulate  normal  cell  growth.  It  lets  you  give 
positive  help  to  tissue  in  repairing  itself.  Try  it 
on  your  most  resistant  case — it  is  completely 
nontoxic,  bland  and  soothing. 


Chloresram 

L. 


sVat. 


Solution  (Plain):  Ointment;  Nasal  and 
Aerosol  Solutions 

Ethically  promoted — at  leading  drugstores 


*BOEIIME,  E.  J. 

Bowers,  Warner  F. 

Cady,  Jos.  B»  and 
Morgan,  W.  S. 

Carpenter,  E.  B. 


Johnson,  H aroi.d  M. 

Langley.  W.  D.  and 
Morgan,  W.  S. 


The  Treatment  of  The  Lahey  Clinic 
Chronic  Leg  Ulcers  Bulletin,  4:242 

(1946) 

Chlorophyll  in  Anicr.  J.  Surgery, 

Wound  Healing  and  LXXI1I:37 

Suppurative  Disease  (1947) 

Treatment  of  Amer.  J.  Surgery, 

Chronic  Ulcers  LXXV:4  (1948) 

with  Chlorophyll 

Chlorophyll  Therapy  Amer.  J. 

in  127  Cases  of  Chronic  Surgery, 

Osteomyelitis  and  77:162(1949) 

Ulcers 

Dermatologic  Arch.  Derma t.  & 

c\ aluation . . . Syph.  57:348  (1948) 
Chlorophyll  in  the  Penn.  Med. 

Treatment  of  Journal,  Vol.  51; 

Dermatoses  No.  1 (1948) 


NEW — Chloresium  Dental  Ointment  and 
Tooth  Paste  now  make  chlorophyll  therapy 
available  for  the  treatment  of  Vincent’s  infec- 
tions, gingivitis  and  other  periodontal  diseases. 


FREE-CLINICAL  SAMPLES 


RYSTAN  CO.,  INC.  Dept.  sg-6. 

7 N.  MacQuesten  Pkwy.,  Mt.  Vernon,  N.  Y. 

T want  to  try  Chloresium  on  my  most  resistant  case. 
Please  send  me,  without  obligation,  clinical  samples 
and  complete  literature. 

Dr. 

Address 

City Zone State 
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for  selective 


Three  forms:  oral  tablets  (5  mg.); 
syrup  (5  mg.  per  teaspoonful);  and  powder 

I (for  compounding).  Average  adult  dose  5 mg. 
May  be  habit  forming;  narcotic  blank  required. 
Literature  sent  on  request. 

Endo  Products  Inc.,  Richmond  Hill  18,  N.  Y. 
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Editorials 

Legislative  Home  Work  Needed,  II 


It  is  not  the  purpose  of  this  editorial 
series  to  scold  or  to  point  out  sins  of  omis- 
sion. It  is  proposed,  however,  to  indicate 
the  weakness  of  our  legislative  efforts,  to 
emphasize  the  futility  of  competitive  “lobby- 
ing” activities,  and  to  urge  intensive  activity 
in  county  areas  with  respect  to  such  legisla- 
tion as  seems  desirable.  This  implies  a 
radical  change  in  the  point  of  view  of  many 
doctors  who  have  held  themselves  aloof  from 
politics  or  political  affairs.  It  has  resulted 
in  half-hearted,  indolent  gestures  for  the 
most  part,  with  a certain  fear  of  being 
labeled  a “medical  politician.”  This  atti- 
tude has  discouraged  many  able  doctors 
from  taking  an  active  interest  in  legislative 
work. 

In  a few  of  our  county  societies  the  legis- 
lative committees  have  done  excellent  work. 
In  a number  of  others  there  has  been  little 
or  no  work  done  by  these  committees.  It 
would  appear  that  if  we  are  to  be  successful 


the  legislative  committee  in  all  county 
societies  must  be  considered  as  one  of  the 
most  important  of  that  county  society. 
Members  of  the  legislative  committee  in  a 
county  society  should  be  chosen  because  of 
interest  in  such  work,  a willingness  to  work 
in  this  field,  and  should  be  kept  on  the 
committee  sufficiently  long  to  become  thor- 
oughly familiar  with  all  the  procedures  con- 
nected with  the  activities  of  this  group. 
The  chairman  should  be  a physician  who  has 
served  an  apprenticeship  through  several 
years  of  membership  on  this  committee. 
The  chairman  and  members  of  the  committee 
should  be  appointed  sufficiently  well  in 
advance,  or  carried  over  from  the  year  pre- 
ceding, so  that  new  committees  are  not  ap- 
pointed at  the  beginning  of  or  during  a legis- 
lative session  when  it  is  too  late  for  that 
committee  to  function  properly. 

It  is  found  that  many  times  members  of 
these  committees  do  not  know  the  procedures 
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and  are  not  sufficiently  well  acquainted  with 
legislative  matters  to  carry  out  their  duties, 
until  the  time  for  such  activities  has  passed. 
The  chairman  and  members  of  this  legisla- 
tive committee  should  acquaint  all  other 
members  of  the  county  society  with  legisla- 
tive matters  and  enlist  their  support,  not 
only  in  public  education  but  by  contact  with 
the  senators  and  assemblymen  representing 
their  counties.  They  should  make  it  known 
to  the  legislators  from  their  counties  why 
they  are  in  favor  of  or  opposed  to  certain 
legislative  matters,  and  be  thoroughly  ac- 
quainted with  their  attitude  on  these 
questions.  The  legislators  themselves  would 
welcome  such  contacts. 

It  has  long  been  the  history  of  legislative 
matters  in  which  the  medical  profession  has 
been  interested  that  there  is  a lack  of  unity 
in  the  profession  in  its  efforts.  The  legis- 
lators have  said,  “If  you  get  together  and 
decide  on  what  you  want,  and  if  it  is  for  the 
public  good,  we  will  put  the  matter  through 
the  Legislature.”  All  too  often,  even  on 
bills  mandated  by  the  House  of  Delegates,  it 
is  found  that  these  bills  are  not  supported, 
and  may  even  be  opposed,  by  members 
of  the  profession.  It  cannot  be  expected 
that  efforts  on  such  legislation  will  be  success- 
ful if  there  is  a difference  of  opinion  in  or 
opposition  from  members  of  our  own  group. 
This  unity  of  support  for  desired  legislation 
is  most  important. 

It  is  also  thought  that  we  should  give 
more  careful  consideration  to  the  type  of 
legislation  that  we  request  to  be  introduced. 
It  does  not  improve  the  standing  of  the 
medical  profession  before  members  of  the 
Legislature  continually  to  be  requesting  the 
introduction  of  legislation  that  has  no  chance 
of  being  passed.  We  could  strengthen  our 
program  if  we  made  a thorough  study  of  all 
proposals  being  considered  for  introduction 
in  the  Legislature,  by  thoroughly  working 
out  their  chances  of  being  passed,  and  the 
proper  form  of  presentation  before  such 
introduction.  It  is  thought  we  would 
improve  our  public  relations  and  the  atti- 
tude of  the  public  and  the  legislators  if  for 
some  time  we  did  not  request  the  introduc- 
tion of  matters  which  are  strongly  opposed 
by  the  administration  or  State  departments. 
We  can  surely  improve  our  public  relations 


by  foregoing  the  introduction  of  any  legis- 
lation which  at  this  time  could  be  considered 
as  prompted  by  the  selfish  interest  of  the 
medical  profession  or  the  individual  doctor. 

It  has  been  recognized,  especially  in  con- 
nection with  our  present  educational  cam- 
paign, that  the  public  relations  of  the  medi- 
cal profession  must  be  improved.  This 
includes  not  only  the  attitude  of  the  public 
but  the  attitude  of  legislators  in  our  State 
Legislature  as  well  as  in  Congress.  It  is 
found  that  many  legislators  who  individually 
have  great  respect  for  physicians  with  whom 
they  are  acquainted,  and  for  the  medical 
profession  as  a whole,  are  not  inclined  to 
favor  legislation  desired  by  the  medical 
profession.  One  of  the  reasons  for  this 
attitude  on  the  part  of  the  legislators  is  the 
influence  not  only  of  the  attitude  of  the 
public  but  the  lack  of  unity  in  the  medical 
profession ; also  the  disinterest  of  the  medical 
profession  in  political  matters,  and  the 
apparently  selfish  stand  presented  either  for 
or  against  certain  types  of  legislation. 
Legislators  are  not  willing  to  support  the 
medical  profession  in  its  desire  for  change  or 
amendments  to  the  laws  in  these  times  when 
it  would  appear  that  it  would  be  purely  for 
the  financial  benefit  of  members  of  the 
profession.  They  will  not  support  legisla- 
tion for  certain  groups  of  the  profession, 
when  such  legislation  is  opposed  by  other 
members  of  the  profession,  unless  it  appears 
to  be  distinctly  for  the  public  good  or  follows 
the  popular  trend  of  thought.  The  legis- 
lators are  not  impressed  by  demands  in 
connection  with  legislation  from  the  doctors, 
because  members  of  the  medical  profession 
are  notoriously  weak  in  political  activi- 
ties and  neglectful  of  the  support  of  party  or 
candidates.  A legislator  will  listen  to  an 
organization  that  works  more  consistently 
in  these  fields  quicker  than  he  will  to  a 
group  like  the  medical  profession  which 
lends  him  practically  no  support.  It  is 
suggested,  then,  that  members  of  the 
county  societies  make  more  effort  to  become 
acquainted  with  their  legislators  and  their 
attitudes,  and  assist  when  possible  in  party 
and  election  matters.  This  is  quite  a dis- 
tinct change  from  the  custom  of  the  State 
Society  and  members  of  the  profession  of 
former  years. 
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It  is  thought  that  if  more  attention  were  tion,  the  results  of  our  efforts  in  legislation 
given  and  progress  were  made  in  this  direc-  would  be  improved. 


The  A.M.A.  Assessment  in  New  York  State 


We  are  informed  that,  in  the  matter  of 
payment  of  the  A.M.A.  assessment  by  states, 
New  York  ranks  forty-seventh  at  the  mo- 
ment. Count  the  white  stars  in  the  blue 
field  of  the  American  flag  and  think  about 
that  rank.  Should  the  Empire  State  be  in 
that  position?  When  it  is  remembered  that 
three  fifths  of  the  money  raised  by  the 
assessment  has  been  allocated  to  a national 
campaign  of  public  education  at  a critical 
time  in  the  medical  history  of  the  nation, 
the  physicians  of  the  State  might  be  said  to 
be  enthusiastically  indifferent  to  it,  from  the 
record,  or  perhaps  dynamically  inactive,  or 
again  just  forgetful. 

No  physician  can  feel  proud  of  such  a 
record,  for,  after  all,  he  is  a citizen  of  this 
State  and  presumably  likes  to  consider  it  a 
leader,  not  a tailender.  His  personal  share 
of  the  voluntary  assessment,  $25,  twelve 
and  one-half  cartons  of  cigarets,  is  not  a 
backbending  burden  in  our  view;  and  if  it 
were,  does  he  not  owe  that  much  to  his  pro- 
fession? 


We  feel  certain  that  forgetfulness  is  the 
leading  cause  for  failure  of  New  York  State 
physicians  so  far  to  send  in  their  payments. 
In  a busy  life  it  is  easy  to  forget.  But  now 
that  we  have  reminded  you,  jogged  your 
memory,  won’t  those  of  you  who  have  not 
already  done  so,  kindly  repair  the  oversight 
at  once f The  year  is  drawing  to  a close, 
and  it  is  important  that  these  funds  be  in 
the  hands  of  the  A.M.A.  immediately.  Act 
now,  if  this  reminder  applies  to  you.  If 
it  does  not,  take  it  upon  yourself  to  speak  to 
your  friends  at  the  next  staff  meeting  or 
county  society  meeting.  They  may  not 
have  seen  this  reminder.  Will  you  who  read 
this  assist  us  by  acting  as  remindermen? 
The  matter  is  urgent. 

Send  your  check  for  $25,  payable  to  the 
American  Medical  Association,  to  the  State 
Society  office,  292  Madison  Avenue,  New 
York  17,  New  York. 

We  find  it  hard  to  believe  that  New  York 
State  physicians  have  so  little  pride  of  ac- 
complishment as  to  neglect  this  appeal. 


Current  Editorial  Comment 


The  Hospital  Bond  Issue.  On  November 
8 next  there  will  be  submitted  to  the 
voters  of  this  State  an  amendment  to  the 
State  Constitution  which  would  permit  the 
City  of  New  York  to  raise  $150,000,000 
through  the  medium  of  a bond  issue  for  the 
purpose  of  reconstructing  and  rehabilitating 
its  municipal  hospital  system.  Although 
the  money  is  to  be  spent  on  a local  project, 
the  electorate  of  the  entire  State  must  de- 
cide the  question.  There  can  be  no  doubt 
as  to  the  necessity  for  carrying  out  this 
project.  Many  of  the  city  institutions  are 
very  antiquated,  they  are  shockingly  over- 
crowded, they  are  a public  hazard  since 
they  are  not  all  fireproof  and  lack  other 
modern  safety  and  functional  features. 

It  is  to  be  hoped  that  the  citizenry  of  the 
entire  State  will  develop  a sufficient  interest 
in  this  project  to  cast  their  votes  in  favor. 


The  metropolis  of  the  western  world  should 
be  able  to  point  with  pride  to  its  hospital 
facilities,  for  they  would  constitute  a 
“medical  center,”  the  influence  of  which 
extends  far  beyond  mere  municipal  bound- 
aries. 

The  project  has  received  wide  endorse- 
ment, and  the  physicians  of  the  State 
should  lend  their  aid  in  achieving  its  pur- 
poses. “Be  a good  neighbor.” 

Step  by  Step.  “The  University  Hospi- 
tals have  been  a source  of  considerable  com- 
plaint in  many  areas  because  they  engage 
in  the  practice  of  medicine.  That  is  not 
news.  Some  of  our  very  good  hospitals  for 
many  years  have  accepted  patients  and 
taken  payments  for  their  services  and  ap- 
plied those  payments  to  the  cost  of  their 
medical  schools  and  their  teaching  staffs, 
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but  in  some  areas  that  has  been  a subject  of 
violent  discussion  and  unfavorable  reac- 
tion”.1 

Now  that  the  president  of  the  A.M.A. 
has  seen  fit  to  comment  in  the  pages  of  its 
Journal  upon  this  controversial  subject,  we 
feel  free  to  venture  a few  observations. 
For  many  years  some  of  the  more  rigid 
moralists  in  this  country  have  been  per- 
plexed by  the  spectacle  of  governments 
doing  things  that  no  private  citizen  would 
think  of  doing,  or  would  be  permitted  to  do 
if  he  did.  It  has  become  increasingly  clear 
that  it  is  not  always  what  is  done  but  who 
does  it  that  determines  the  morality  of  a 
given  act. 

The  interlocking  directorate  between 
hospitals  and  medical  schools  is  a natural 
and  long  established  fact.  Fifty  years  ago 
doctors  figuratively  taught  medicine  with 
one  hand  and  practiced  it  with  the  other. 
Professors  found  the  time  and  pains  that 
teaching  cost  them  were  perhaps  well  re- 
paid by  the  prestige  of  their  titles  and  by 
the  generations  of  students  that  grew  up  to 
be  “feeders”  to  them. 

But  then  a grave  question  arose.  If  the 
Departments  of  Anatomy  and  Physiology, 
for  example,  demanded  the  services  of 
full-time,  salaried  professors,  it  was  un- 
thinkable that  the  dignity  of  the  Depart- 
ments of  Medicine  and  Surgery  should  not 
command  similar  selfless  full-time  serv- 
ice. 

But  then  the  problem  of  how  the  most 
brilliant  representatives  of  those  subjects 
could  be  weaned  away  from  the  rewards  of 
private  practice  presented  itself.  Some 
astute  hospital  trustee  recognized  a fact 
that  must  have  been  long  evident  to  the 
majority  of  the  discerning.  Doctors  were 
not  like  most  other  people.  There  was  a 
curious,  impractical  Messianic  streak  in 
some  of  them.  They  lived,  some  of  them, 
in  a world  apart;  yes,  that  was  it,  in  a 
world  of  their  own,  like  children  playing  in 
a nursery ! 

There  was  the  nub  of  the  problem.  Why 
not  give  them  the  most  attractive  nursery 
imaginable,  fill  it  with  the  most  modern 
and  expensive  toys,  send  them  around  the 
country  to  medical  meetings,  give  them 
their  offices  and  secretaries,  a month’s 
vacation  with  pay,  and  finally,  give  them  a 
modest  salary  to  live  on?  “ Clean  living  and 
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high  thinking”  should  be  their  motto.  The 
scheme,  in  many  cases,  worked  very  well. 

But  then  an  obstacle  arose.  Patients 
flocked  to  the  professors’  reputations  in 
such  numbers  that  there  seemed  to  be  a 
danger  that  the  professors’  attention  might 
be  somewhat  deflected  from  the  prime 
target  of  their  careers:  teaching.  On  the 
other  hand,  no  one  should  conscientiously 
deprive  the  suffering  public  of  the  services 
of  such  learned,  scientific  behemoths. 

What  to  do?  Up  came  another  hypo- 
thetical trustee  with  a brilliantly  simple 
solution.  Anything  that  the  doctor  earned 
over  and  above  his  salary  would  be  collected 
by  the  hospital  or  university,  and  turned 
into  the  funds  of  his  department.  Some 
sensitive  spirits  among  the  professors  com- 
plained that  the  rising  flood  of  private 
practice,  whether  or  not  they  got  the  re- 
wards from  it,  impinged  seriously  upon  the 
time  that  they  would  like  to  be  giving  to 
research.  But  did  they  not  have  all  the 
young  assistants  any  man  could  ask  for  to 
carry  out  the  humdrum  details  of  research, 
once  they  had  posed  the  problem?  Surely 
no  professor  could  be  of  so  niggardly  a 
nature  as  not  to  wish  to  do  his  best  to  sup- 
port his  own  department!  A noteworthy 
solution,  nearly  approaching  perpetual 
motion. 

It  works  extraordinarily  well.  Of  course, 
there  are  occasional  reorganizations,  in- 
evitable for  progress,  and  amalgamations 
between  hospitals  and  universities  because 
of  which  duplicating  facilities  must  be  elim- 
inated. In  such  cases,  of  course,  a few 
doctors  who  thought  themselves  secure  for 
life  find  themselves  again  at  the  bottom  of 
the  ladder.  But  what  would  you?  The 
juggernaut  of  progress  will  always  claim  its 
victims. 

We  recently  saw  a letter  which  repre- 
sented the  apotheosis  of  this  system.  It 
was  written  to  a staff  member  of  many 
years  standing  in  one  of  our  oldest  and  most 
respected  institutions.  It  was  about  to 
merge  with  another  hospital,  but  before  the 
final  step  was  taken  the  trustees  would  like 
to  know  how  much  the  doctor  would  con- 
tribute personally  to  the  maintenance  of 
the  hospital  as  a separate  institution. 

We  hope  we  are  not  old  fashioned  or 
fusty,  but  we  should  like  our  readers  to 
consider  carefully  whether  or  not  they 
think  the  picture  here  drawn  can  be  de- 
scribed as  that  of  “Free  Enterprise  in  the 
Practice  of  Medicine.” 


President’s  Page 

I propose  to  use  the  unofficial  medium  of  the  “President’s 
Page”  from  time  to  time  to  express  some  personal  opinions 
to  the  members  of  the  Medical  Society  of  the  State  of  New 
York.  It  is  hoped  that  these  might  invoke  discussion  and 
have  some  value  as  we  continually  work  toward  our  common 
goal  of  professional  dignity,  competence,  and  independence. 

The  practice  of  medicine  is  no  longer  the  simple  perform- 
ance of  an  individual  physician  caring  for  an  individual 
patient,  important  as  that  item  still  is.  It  ranges  far  beyond 
this,  and  includes  not  only  the  wonderful  activities  of  our 
public  health  services  and  the  research  and  teaching  functions 
of  our  medical  schools  and  great  clinics,  but  also  the  various 
phases  of  medicine  in  which  the  government  itself  is  engaged. 
It  is  the  physicians  who  are  the  main  actors  on  this  stage. 
It  is  they  who  are  able  to  translate  the  results  of  research 
into  the  clinical  practice  of  medicine.  They  are  the  indis- 
pensable ones  around  whom  the  whole  elaborate  machinery 
revolves.  Great  numbers  of  physicians  are  engaged  in  these  activities.  The  practice  of 
medicine  to  them  is  not  the  same  as  it  is  to  the  private  individual  practitioner.  It  is  more 
abstract  and  less  personal.  They  are  physicians,  however,  and  members  of  our  great  pro- 
fession. 

Our  profession,  as  you  well  know,  has  been  and  is  now  under  attack  from  many  sources. 
In  my  opinion,  this  attack  will  be  long  sustained;  no  member  of  the  profession  can  stand 
aloof  and  refuse  to  take  an  active  part  in  the  ensuing  engagement. 

It  is  my  opinion,  also,  that  neither  the  public  nor  the  profession  will  gain  if  physicians 
are  regimented.  We  will  all  lose  in  those  things  we  value  most  as  citizens  of  a free  country 
— independence  and  individual  dignity.  So  I appeal  to  all  doctors,  irrespective  of  the 
capacity  in  which  they  function,  to  be  alert,  and  to  be  with  our  profession  wholeheartedly 
in  its  legitimate  struggle  to  maintain  and  further  the  public  interest  with  respect  to  health 
matters  and  the  practice  of  medicine.  We  must  cooperate  or  perish. 

There  is  comparative  quiet  at  present  in  the  propaganda  on  the  part  of  those  who 
would  regiment  the  medical  profession,  but  it  would  be  a great  mistake  were  we  lulled  into 
inactivity  because  of  this. 

I can  assure  you  that  the  proponents  of  compulsory  health  insurance  are  not  inactive — 
on  the  contrary,  I believe  that  they  are  intensifying  their  efforts.  We  must  therefore 
intensify  our  own  educational  activities  and  never  miss  an  opportunity  to  strike  a blow  for 
the  ideals  of  the  medical  profession,  either  by  private  counsel  or  by  public  speech.  We 
should,  in  addition,  endeavor  to  have  our  efforts  translated  into  the  writing  of  letters  of 
protest  to  our  senators  and  congressmen  in  Washington,  when  measures  we  feel  are  not 
in  the  public  interest  are  under  discussion. 

This  is  one  phase  of  the  matter  and  a direct  one.  The  other  is  not  so  direct. 

It  may  be  that  our  antagonists  are  not  so  hopeful  as  they  were  of  initiating  compulsory 
health  insurance  in  one  great  and  sudden  move.  We  must  be  prepared  to  recognize  and 
combat  other  moves  that  might  be  made  that  would  ultimately  end  up  in  compulsory  health 
insurance. 

We  are  endeavoring  to  maintain  a high  quality  of  medical  care  and  service.  With 
our  present  number  of  trained  physicians  and  nurses,  compulsory  health  insurance  cannot 
be  established  without  a disastrous  lowering  of  the  quality  of  care  and  service.  It  is  not 
selfishness  on  our  part  when  we  oppose  compulsory  health  insurance.  It  would  increase 
the  quantity  but  lower  the  quality  of  medical  service,  and  the  latter  would  be  repugnant  to 
our  people.  They  are  entitled  to  and  should  have  the  best  medical  care  possible. 
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In  times  like  these  criticism  becomes  rampant  and  all  kinds  of  panaceas  are  suggested. 
Remedies  are  confidently  proposed,  for  which  there  is  no  guarantee  offered  except  that  the 
person  who  prescribes  the  remedy  says  that  he  is  sure  it  will  work.  But  there  is  no  virtue 
in  change  unless  for  the  better,  and  when,  in  our  best  judgment,  any  proposed  change  in 
the  system  of  distribution  of  medical  care  would  react  against  the  welfare  of  the  public,  it  is 
our  duty  to  proclaim  our  views.  I think  it  is  no  distortion  of  the  truth  to  say  that  the 
role  of  the  physician  in  modern  society  also  has  the  attributes  of  a public  trust.  We  are 
the  trustees  of  society  for  preservation  of  health  and  the  cure  of  disease,  and  we  have  not 
been  recreant  to  that  trust.  We  shall  continue  to  cooperate  with  all  agencies,  both  public 
and  private,  interested  in  improving  the  health  of  our  people.  It  is  our  aim  today,  tomor- 
row, and  always  to  strive  for  improvement  of  the  quality  of  medical  care  and  the  better 
distribution  of  medical  care  to  all  our  people.  That  shall  always  be  our  goal. 

As  a State  Society  and  as  individual  members  of  a profession  whose  roots  go  back  to 
antiquity,  we  will  continue  to  endeavor  to  serve  humanity  to  the  best  of  our  ability.  Our 
people’s  health,  as  well  as  the  excellence  of  our  hospitals,  our  medical  schools,  our  institu- 
tions of  research,  and  our  public  health  agencies,  are  the  envy  of  the  world.  But  we  are 
not  satisfied — will  never  be  satisfied — -as  long  as  there  is  the  possibility  of  further  progress. 
The  status  quo  has  no  place  in  the  vocabulary  of  the  medical  profession.  The  nation’s 
health  is  our  responsibility.  Come  what  may,  we  shall  not  fail  the  people. 

John  J.  Masterson,  M.D. 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  8, 
1950,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
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spasmolytic 
aid 
in  ulcer 
therapy 


"When  an  ulcer  is  active,  there  is  considerable  edema  about  the 
lesion.  Marked  peristalsis  and  hypermotility  coexist.  . . . When  under 
stress,  such  persons  develop  spasm  of  the  entire  stomach,  particularly 
of  the  antral  end.  . . . Pylorospasm  . . . gives  rise  to  many  of  the 
common  ulcer  symptoms.”* 


PAVATRIN  E®  with  Phenobarbital 

(/3-diethylaminoethyl  fluorene-9-carboxylate  hydrochloride) 

provides  both  neurotropic  and  musculotropic  spasmolysis  — notably 
free  from  undesirable  side  effects — combined  with  mild  central  nervous 
system  sedation.  This  non-narcotic,  orally  administered  preparation  is 
also  indicated  in  gastrointestinal,  uterine  and  bladder  spasm. 

♦Paul,  W.  D.:  Medical  Management  of  the  Complications  of  Peptic  Ulcer,  J.  Iowa  M.  Soc.  37:6  (Jan.)  1947. 
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Carmetliose 


management  of 
peptic  ulcer 


Carmethose  gives  prolonged 
control  with  no  adverse  effects 


Advantages  over  adsorbent  gels: 

1.  Non-constipating — hydrophilic  gel 
promotes  normal  elimination.1-2 

2.  Reduction  of  acidity  in  two  ways — 
prompt  action  by  ion  exchange 
is  followed  by  classical  buffering 
action. 


Carmethose  promptly  lowers  gastric 
acidity,  and  its  protective  tenacious  coat- 
ing has  been  observed  in  the  stomach 
for  as  long  as  three  hours.1 

Adult  dose  is  2 to  4 tablets  or  tea- 
spoonfuls 4 times  daily  between  meals. 


Carmethose  Tablets:  sodium  carboxymethylcellu- 
lose,225mg.  andmagnesium  oxide,  75mg.  Bottles  oj  100 

Carmethose  Liquid:  5%  concentration  oj  sodium 
carboxymelhylcellulose.  Bottles  oj  12  oz- 


PHARMACEUTICAL  PRODUCTS,  INC,  SUMMIT,  NEW  JERSEY 

CARMETHOSE— Trade  Mark  2/1E04M 


3.  Palatable  — small,  easily  swal- 
lowed tablets  and  pleasantly  fla- 
vored liquid — preferred  by  patients.2 

Advantages  over  soluble  alkalis: 

1.  No  acid  rebound — effectively  in- 
hibits acid-pepsin  activity,  with  no 
secondary  hypersecretion. 

2.  Protective  coating — mucin-like  gel 
is  rapidly  formed  and  clings  to  ulcer 
crater  and  gastric  mucosa. 

3.  Non-systemic  — cannot  disturb 
acid-base  balance  because  it  is  non- 
absorbable. 

1.  Brick,  I.B.:  Amcr.  J.  Dif.  Di«.,  In  Press  2.  Bralow, 
Spcllberg  & Necheles : Scientific  Exhibit  #1112.  A.M.A. 
Annual  Session  1949 


Scientific  Articles 


THE  CEREBRAL  PALSIES:  THEIR  DIAGNOSIS,  CLASSIFICATION,  AND 

TREATMENT 

William  D.  Dugan,  M.D.,  Buffalo,  New  York 


( From  the  Buffalo  Children’s  Hospital) 


THE  cerebral  palsies  are  a group  of  diseases 
due  to  lesions  in  the  brain  substance  charac- 
terized by  various  motor  deficits  as  a result  of 
altered  neuromuscular  function.  These  affect 
persons  of  all  ages.  In  about  half  the  cases,  the 
disease  is  present  at  birth.  Of  these,  most  are 
due  to  a congenital  developmental  defect  and  a 
minority  result  from  prenatal  and  postnatal 
brain  hemorrhage  or  anoxia.  The  Rh  factor  and 
kernicterus  determine  the  damage  in  a small  num- 
ber of  cases.  Various  infections  of  the  infant, 
child,  and  adult  may  leave  permanent  brain  dam- 
age which  manifests  itself  as  a cerebral  palsy. 
Head  injuries  at  any  age  and  cerebral  accidents  of 
older  persons  are  causative  agents. 

There  has  been  a great  public  awakening  of 
interest  in  this  condition.  What  is  the  reason  for 
this?  There  have  always  been  many  persons 
afflicted  with  cerebral  palsy — almost  as  many 
new  cases  occurring  annually  as  are  handicapped 
during  a like  time  as  a result  of  poliomyelitis. 
The  reason  for  this  intense  interest  is  that  doctors 
and  mothers  and  fathers  of  children  with  the  dis- 
ease and  friends  and  families  of  adults  with  the 
disease  have  been  brought  to  the  realization  that 
something  can  be  done  to  improve  their  lot.  This 
is  a new  line  of  thought. 

Dr.  Winthrop  Phelps  of  Baltimore  has  devised 
a classification  which,  at  the  present  time,  is  the 
most  practical  basis  for  treatment.  Let  us  ex- 
amine it  briefly. 

The  cerebral  palsies  are  divided  into  five  general 
types:  spasticity,  athetosis,  rigidity,  tremor,  and 
ataxia.  The  spastic  is  a child  who  has  had  dam- 
age to  or  maldevelopment  of  the  motor  cortex, 
internal  capsule,  or  some  portion  of  the  pyramidal 
tract  system.  Muscles  are  affected  in  groups 
rather  than  singly.  The  resulting  paralysis  may 
be  spastic  or  flaccid  or  a mixture  of  both.  There 
are  always  some  spastic  muscles  present,  even 
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when  flaccidity  predominates.  Flaccid  muscles 
in  a spastic  are  also  called  zero  cerebral. 

A spastic  muscle  is  one  which  has  increased 
tone  and  irritability  and  which  demonstrates  a 
stretch  reflex,  its  presence  being  the  most  impor- 
tant single  point  in  the  diagnosis  of  a spastic  type 
of  cerebral  palsy.  For  example,  the  quadriceps  is 
known  to  be  spastic.  With  the  patient  prone,  the 
knee  is  fully  extended,  putting  the  quadriceps  in 
its  position  of  greatest  shortening.  The  knee  is 
then  passively  flexed,  causing  quadriceps  stimu- 
lation by  stretching.  Being  hyperirritable,  it 
contracts  momentarily  at  some  point  in  the  arc  of 
flexion  and  then  releases,  permitting  the  remain- 
der of  the  range  to  be  completed  without  hin- 
drance. This  contraction  is  a stretch  reflex.  It 
occurs  on  every  examination  and  always  at  the 
same  point  in  the  range  of  joint  motion. 

Spastic  muscles  overpull  their  antagonists  and 
render  them  weak  through  stretching  and  disuse. 
Thus,  the  spastic  presents  a picture  of  strong, 
weak,  and  flaccid  muscles  with  complicated  possi- 
bilities of  imbalance  and  resulting  true  contrac- 
tures or  deformities.  Involvement  may  be  of  any 
voluntary  muscles  of  the  head,  neck,  trunk,  and 
extremities.  It  may  be  monoplegic,  diplegic, 
triplegic,  or  quadriplegic. 

The  athetoid  may  at  first  glance  be  indis- 
tinguishable from  a spastic.  Both  may  drool, 
have  defective  speech,  be  awkward  of  hand 
movements,  and  be  unable  to  walk.  However, 
either  may  be  so  mild  as  to  be  scarcely  distin- 
guished from  the  normal.  The  athetoid’s  diffi- 
culty is  basically  entirely  different,  as  are  his 
physical  findings  on  closer  inspection.  His  trou- 
ble is  due  to  a defect  in  the  basal  ganglia.  A func- 
tion of  the  basal  ganglia  is  to  act  as  a selector  of 
impulses  coming  from  cortical  or  cerebellar  levels. 
If  this  selective  function  is  impaired,  impulses  in  a 
fantastic  number  may  reach  the  skeletal  muscles, 
causing  all  sorts  of  bizarre  and  involuntary  mo- 
tions. This  motion  is  the  cardinal  finding  identi- 
fying an  athetoid.  It  is  irregular,  unrhythmic, 
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and  unpredictable.  It  may  be  fast  or  slow,  con- 
stant or  infrequent.  It  disappears  during  sleep. 

Considerable  numbers  of  athetoids  show  ten- 
sion in  uninvolved  groups  of  muscles.  Its  pres- 
ence depends  upon  a conscious  effort  of  the  child 
to  control  his  athetosis.  As  this  effort  becomes  ha- 
bitual, it  eventually  becomes  involuntary  and  in 
the  final  analysis  increases  the  total  disability.  It 
is  not  known  why  some  athetoids  have  a great 
deal  of  tension  while  others  have  little  or  none. 
Athetosis  and  tension  will  disappear  momentarily 
when  an  extremity  is  shaken  vigorously.  This  is 
an  important  diagnostic  characteristic.  Usually, 
athetoids  have  normal  intelligence.  Speech  de- 
fects are  inconstant  in  nature,  differing  from  the 
spastic  in  whom  they  are  constant. 

Rigidity  is  thought  to  be  the  result  of  diffuse 
brain  involvement.  The  extent  and  severity  of 
its  peripheral  effects  may  vary  as  in  the  spastic 
and  athetoid.  This  type  is  much  more  likely  to 
have  severe  mental  impairment  than  are  any  of 
the  others.  Diagnosis  rests  upon  one  cardinal 
finding:  the  presence  of  lead-pipe-like  resistance 
(and  make  it  a pipe  of  small  caliber)  in  one  or 
more  muscle  groups.  There  may  be  minor  ele- 
ments of  athetosis,  spasticity,  or  ataxia  present. 
The  differentiation  between  a tension  athetoid 
and  a rigidity  may  be  difficult  and  rests  upon  ex- 
perience in  detecting  the  difference  between  a 
rigid  muscle  group  and  a tension  muscle  group. 
Rigidity  may  be  constant  or  intermittent. 

Ataxia  is  due  most  often  to  cerebellar  dysfunc- 
tion. However,  other  components  may  be  at 
fault,  for  example,  the  vestibular  component  of 
the  eighth  nerve.  The  cerebellar  ataxic  lacks 
kinesthetic  muscle  sense.  He  does  not  know  what 
muscles  to  use  to  perform  an  action;  he  does  not 
appreciate  the  relative  position  of  his  muscles  in 
space.  For  example,  he  may  walk  well  on  a flat 
surface.  If  he  suddenly  strikes  a downward  in- 
cline, he  will  run  to  regain  his  balance,  for  he 
pitches  forward,  due  to  a failure  to  appreciate  the 
gravitational  change  which  has  occurred.  His 
outstanding  characteristics  are  incoordination 
and  lack  of  balance.  His  muscles  are  flabby,  his 
joints  hypermobile,  and  his  tendon  reflexes  di- 
minished or  absent,  whereas  the  tendon  reflexes  of 
the  athetoid  and  the  rigid  type  are  normal  and 
those  of  the  spastic  are  hyperactive.  Again,  the 
severity  of  the  condition  varies  greatly. 

Tremor  is  the  last  type  to  be  considered.  It  is 
thought  to  be  due  to  involvement  of  the  red 
nucleus.  It  is  the  rarest  of  the  cerebral  palsies 
seen  in  children,  although  it  is  rather  common  in 
older  persons  in  the  form  of  paralysis  agitans.  It 
is  characterized  by  rhythmic  flexor-extensor  mo- 
tions. Usually  the  joints  involved  go  through  an 
extensive  range,  being  carried  each  time  as  far 
into  flexion  as  extension  by  the  abnormal  muscle 


action.  Tremor  movements  show  a common 
rate  of  speed  throughout  the  body,  which  dif- 
ferentiate them  from  athetosis.  Tremor  may 
occur  constantly  or  appear  on  intention  or  dis- 
appear with  intention.  Muscle  power  is  essen- 
tially normal.  Emotional  disturbances  are  fre- 
quently present.  Characteristically,  the  tremor 
child  does  heavy  activities  more  readily  than  light 
ones  and  walks  better  than  he  uses  his  arms.  He 
tends  to  talk  in  a loud  voice  as  his  speech  muscles 
work  better  that  way. 

Treatment  of  cerebral  palsies  is  a highly  com- 
plex, expensive,  and  prolonged  process.  Some 
severe  cases  can  be  effectively  treated  only  on  a 
resident  basis  under  the  care  of  a full-time  staff 
of  therapists,  nurses,  teachers,  house  mothers, 
carriers,  kitchen  personnel,  and  administrative 
personnel.  Experience  has  shown  that  their  total 
numbers  must  be  approximately  equal  to  the 
number  of  patients.  Less  severe  cases  may  be 
treated  on  a home  basis  with  weekly  visits  to  a 
treatment  center  and  with  a planned  program 
being  carried  out  by  therapists  in  the  center  and 
by  the  parents  at  home.  Mild  cases  may  be 
treated  entirely  at  home  with  parents  carrying 
out  a treatment  plan  in  which  they  have  been  in- 
structed. Treatment  should  begin  as  soon  as  the 
condition  is  definitely  recognized,  which  is  rarely 
sooner  than  six  months  of  age. 

The  specially  trained  physical  therapist,  occu- 
pational therapist,  and  speech  therapist,  working 
under  the  guidance  of  a physician,  form  the  back- 
bone of  a treatment  program.  Braces,  drugs,  and 
surgery  are  treatment  adjuncts  given  in  the  order 
of  their  importance.  Special  neurologic,  pedi- 
atric, ophthalmologic,  otolaryngologic,  and  psy- 
chiatric help  are  often  needed. 

Treatment  aims  vary  tremendously,  depending 
on  the  degree  and  type  of  involvement  a patient 
may  have,  his  age,  his  mentality,  and  an  estimate 
of  the  improvement  that  can  be  expected.  Im- 
portant things  should  be  taught  first  to  the  se- 
verely handicapped.  These  are  speech,  hand  skill 
for  self  help,  and  walking.  Sometimes  the  handi- 
cap is  such  that  one  of  these  aims  must  be  ignored. 
For  example,  a boy  of  sixteen  with  a spastic  type 
of  cerebral  palsy  is  seen.  He  is  completely  help- 
less, has  never  had  treatment,  and  has  been  taken 
care  of  by  his  mother  to  the  best  of  her  ability. 
He  cannot  walk,  he  talks  quite  well,  and  he  has 
little  use  of  his  hands.  He  can  sit.  His  legs  are 
tight  and  severe  contractures  are  present;  mus- 
cle atrophy  is  severe,  and  muscle  power  is  nil 
through  stretching  and  disuse.  This  boy  cannot 
be  taught  to  walk.  But  he  can  be  taught  hand  skill 
sufficient  to  get  himself  about  and  be  in  a meas- 
ure independent  in  a wheel  chair.  He  can  be 
taught  to  feed  himself  and  perhaps  even  to  type- 
write. As  a general  rule,  however,  one  aims  to 
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train  a child  to  comparable  skill  in  talking,  hand 
use,  and  walking. 

Now  to  discuss  briefly  methods  of  treatment, 
with  attention  first  to  the  field  of  physical  therapy 
in  which  the  principal  aim  is  to  teach  walking. 
For  this,  muscle  strength,  a pattern  of  reciprocal 
leg  motion,  and  balance  are  essential.  Various 
modalities  such  as  passive  motion,  confused  mo- 
tion, relaxation,  motion  from  the  relaxed  posi- 
tion, balance,  reciprocation,  and  reach  and  grasp 
are  used.  Weak  muscles  are  strengthened;  ab- 
normal muscle  characteristics  are  eliminated,  and 
new  pathways  of  neurogenic  control  are  estab- 
lished by  repetition  and  training. 

In  a spastic,  the  special  problem  of  the  stretch 
reflex  is  tackled.  By  repetitive  training,  the 
range  of  a spastic  muscle  can  be  gradually  in- 
creased without  eliciting  the  stretch  reflex.  Oc- 
curring only  in  the  spastic  is  confused  motion. 
This  refers  to  the  involuntary  contraction  of  cer- 
tain flaccid  or  zero  cerebral  muscles  when  an 
apparently  unrelated  muscle  action  occurs.  The 
most  common  example  of  this  is  contraction  of  the 
tibialis  anticus  when  the  hip  flexors  act  against 
resistance.  The  explanation  for  this  is  not  known. 
By  careful  and  prolonged  training  this  involun- 
tary confusion  of  action  can  be  trained  into  a use- 
ful and  voluntary  one.  Other  confusions  exist 
and  may  be  utilized  in  any  spastic  wfith  flaccid 
muscles. 

Because  spastic  muscles  produce  weak  antago- 
nists and  because  flaccid  muscles  produce  strong 
antagonists,  balance  is  poor.  Weak  muscles  are 
strengthened  by  active  exercises.  Balance  is 
taught  by  training  successively  in  sitting,  kneel- 
ing, standing,  and  walking  with  and  without  the 
use  of  special  apparatus  such  as  braces,  standing 
tables,  parallel  bars,  crutches,  and  others. 

Thus,  in  physical  therapy  a patient  is  carried 
through  a program  of  muscle  training  first  recum- 
bent on  a plinth  for  the  simpler  modalities,  and 
then  sitting,  standing,  and  ambulatory,  using 
combinations  of  modalities  and  a variety  of  aids. 
Programs  are  devised  so  that  at  all  times  the  pa- 
tient does  things  that  are  easy,  others  that  are 
difficult,  and  still  others  which  are  a bit  beyond 
his  ability  but  which  he  will  soon  achieve.  Thus, 
a certain  momentum,  pace,  and  push  are  given  to 
his  program  without  forcing  him  to  the  point  of 
frustration  or  discouragement. 

With  the  athetoid,  the  initial  stress  falls  on  re- 
laxation which  is  of  minor  use  in  the  spastic.  Re- 
laxation consists  of  elimination  of  involuntary 
motion  and  tension  by  actively  learning  to  “let 
go.”  It  must  be  learned  muscle  by  muscle,  be- 
ginning with  the  least  involved  first,  and  is  a 
process  of  many  months  duration.  Following  re- 
laxation, the  athetoid  learns  motion  from  the  re- 
laxed position.  He  is  trained  in  a pattern  of 


walking  and  balance  while  he  is  still  working 
with  relaxation.  Like  the  spastic  he  will  often 
need  muscle  strengthening. 

The  rigidity  type  of  patient  is  trained  much  as 
is  the  spastic,  save  that  there  are  no  stretch  re- 
flexes with  which  to  deal.  The  rigid  muscles 
must  be  “worked  through,”  so  to  speak,  and  mus- 
cle strengthening,  reciprocation,  and  balance  are 
learned  individually  and  then  together. 

In  the  tremor  cases,  relaxation  is  important. 
The  program  of  physical  therapy  need  differ  little 
from  that  of  the  athetoid. 

The  ataxies  are  entirely  different.  In  physical 
therapy  no  table  work  should  be  done  except  in 
the  learning  of  reciprocation.  Balance  work 
daily  is  the  basic  training  of  an  ataxic.  By  using 
weighted  shoes  he  can  be  brought  rapidly  to 
walking.  Treatment  in  all  phases  of  the  uncom- 
plicated ataxic  is  very  effective. 

Occupational  therapy  uses  the  modalities  of 
physical  therapy.  It  is  concerned  with  arm-hand 
skills  such  as  eating,  dressing,  writing,  and  toilet 
needs.  The  patient  must  learn  reach,  grasp,  and 
release.  Special  equipment  is  used:  tables, 

chairs,  blocks,  buttons,  spoons,  typewriters. 
The  treatment  is  varied  for  the  different  types  of 
cerebral  palsy,  according  to  the  same  principles 
that  are  followed  in  physical  therapy.  The  ataxic 
concentrates  on  eye-hand  coordination,  using 
combined  motions. 

Speech  therapy  has  special  problems.  The 
spastic  tongue  differs  from  the  athetoid.  Deaf- 
ness, partial  or  total,  complicates  many  cases  of 
cerebral  palsy.  Hearing  aids,  lip-reading,  and 
other  special  technics  are  used. 

The  classroom  teacher  should  be  advised  when 
these  children  have  visual  and  auditory  handi- 
caps. She  should  be  told  that  the  spastic  is  intro- 
spective and  sensitive  and  talks  and  moves 
slowly,  that  the  athetoid  is  extroverted,  amiable, 
and  usually  bright,  that  the  rigidity  patient  is 
frequently  feeble-minded  and  may  be  unteacha- 
ble,  and  that  the  ataxic  suffers  from  nausea  and 
then  vomiting  if  he  does  close  eye-work  without 
frequent  rest.  He  should  be  given  a seat  at  the 
rear  of  the  room  and  preferably  one  where  he  can 
look  out  the  window. 

Braces  are  very  useful.  They  must  be  of  robust 
and  accurate  construction.  Their  purposes  are 
to  prevent  and  correct  deformities,  to  support,  to 
control  involuntary  motions,  to  assist  in  training 
in  wanted  motion,  and  occasionally  to  predeter- 
mine the  effect  of  surgical  arthrodesis  of  a joint. 
In  the  spastic,  braces  must  be  rigidly  made  and 
without  elasticity.  If  a brace  is  used  to  correct 
an  equinus  foot,  for  example,  and  if  it  acts  spring- 
ily  against  the  soleus,  it  will  elicit  constant  and 
repeated  stretch  reflexes  in  the  muscle,  only  serv- 
ing to  strengthen  it  and  making  the  equinus  more 
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severe.  Long  leg  braces  with  a pelvic  band  make 
possible  training  in  walking,  when,  for  example, 
one  knee  locks  behind  the  other,  making  leg  prac- 
tice impossible.  Other  bracing  indications  in  the 
spastic  are  flexed  knees,  overpull  of  hip  rotators 
and  adductors,  wrist  and  finger  flexion  position, 
and  pronator  overpull  in  the  leading  forearm. 
Some  of  these  need  only  be  braced  at  night,  others 
day  and  night,  depending  on  their  severity.  Spas- 
tics  must  continue  bracing  for  deformity  preven- 
tion or  correction  until  growth  is  finished. 

In  the  athetoid  there  is  frequent  indication  for 
a full-control  brace.  Shifts  occur  which  make  this 
necessary.  If  an  athetoid  has  pronounced  invol- 
untary movements  in  his  legs  and  if  the  legs  are 
fully  braced,  the  athetosis  will  or  may  shift  to 
the  hips.  The  full-control  brace  controls  the  pre- 
senting athetosis  and  whatever  shifts  may  occur. 
It  allows  only  straight  reciprocation  and  the  mo- 
tions necessary  for  walking.  Thus  it  serves  to 
strengthen  necessary  muscles  and  weakens  un- 
necessary ones. 

In  the  rigidities,  bracing  is  similar  to  that  in  the 
spastic  save  that  stretch  reflexes  are  not  consid- 
ered. Deformities  are  not  so  severe  and  are  more 
easily  corrected. 

Tremors  are  usually  not  subject  to  bracing. 
This  is  because  constant  repetitive  motions  rub 
the  skin  off. 

Ataxies  require  a minimum  of  bracing.  Occa- 
sionally, a full  brace  is  needed  for  directional  con- 
trol. Short  leg  braces  and  heavy  shoes  are  used  to 
stretch  out  tight  heel  cords  and  to  lend  weight  and 
stability  to  the  leg,  ankle,  and  foot.  This  alone 
may  enable  an  ataxic  who  has  never  taken  an  inde- 
pendent step  to  walk. 

Drugs  are  important  in  some  cases.  Curare 
(tubocurarine)  may  be  helpful  in  the  spastic 
facilitating  muscle  response.  It  is  useless  in  other 
types.  Tolserol  (myanesin)  has  value  as  a relax- 
ant in  athetosis  in  the  presence  of  tension.  Pro- 
stigmine  has  limited  value  in  the  rigidities,  but  is 
of  no  value  in  any  of  the  others,  despite  its  recent 
vogue.  It  speeds  up  muscle  action.  In  tremors, 
which  are  usually  acquired  conditions,  hyoscine 
hydrobromide  has  definite  value.  It  has  the 
ability  to  recall  the  use  of  previously  learned  ac- 
tions. It  works  best  in  postencephalitic  states. 
Dosage  may  be  massive,  for  example,  6 mg.  daily 
to  be  effective,  and  should  be  achieved  gradually. 
Benzedrine  may  be  given  concurrently  to  combat 
its  depressant  action  without  reducing  its  bene- 
ficial effect.  Drug  therapy  plays  no  part  in  the 
treatment  of  the  uncomplicated  ataxic.  Any  of 
the  cerebral  palsies  may  be  complicated  by  grand 
mal,  petit  mal,  or  epileptic  equivalents.  Pheno- 
barbital,  dilantin,  myzantoin,  tridione,  and  glu- 
tamic acid  are  used  to  control  them. 

Peripheral  surgery  plays  a minor  role  in  the 


treatment  of  the  cerebral  palsies.  In  the  spastics 
it  is  rarely  indicated  until  growth  has  been  ob- 
tained. Deformities  usually  recur  if  surgery  is 
done  sooner  because  tendon  growth  does  not  keep 
pace  with  bone  growth.  A short  heel  cord,  which 
is  the  most  common  spastic  deformity,  can  al- 
ways be  corrected  by  proper  bracing.  The  ri- 
gidities can  be  regarded  as  similar  to  the  spastics 
as  far  as  surgery  is  concerned,  save  that  deformi- 
ties are  less  severe. 

In  the  athetoids  surgery  is  usually  disastrous 
because  of  the  amazing  shifts  which  occur.  Sup- 
pose that  a varus  foot  is  corrected  by  tarsal  sur- 
gery. The  hip  postoperatively  will  assume  a 
position  of  internal  rotation  to  put  the  foot  in  the 
same  relative  position.  This  is  an  unexplainable 
phenomenon,  but  it  occurs  repeatedly.  Surgery 
may  be  done  after  very  careful  bracing  of  a part 
in  a position  of  correction  for  some  months  to 
show  that  no  unfavorable  shift  occurs. 

Ataxies  do  not  need  surgery. 

In  summary,  the  purpose  of  classification  of 
cerebral  palsies  is  to  serve  as  a guide  to  treatment. 
Physical  therapy,  occupational  therapy,  and 
speech  therapy  are  the  most  important  fields  of 
treatment.  Important  things — speech,  necessary 
hand  skills,  and  walking — should  be  taught  first. 
Personnel  must  be  highly  trained.  It  requires  a 
large  organization  to  treat  severe  cases  effectively. 
Supervised  programs  can  be  effective  with  parents 
carrying  out  the  therapy  at  home.  Braces  are 
important,  drugs  and  surgery  less  so.  Thirty  per 
cent  are  feeble-minded,  and  the  value  of  treat- 
ment in  these  cases  is  limited.  A portion  of  the 
remainder  can  be  made  independent.  Ideally 
treatment  should  begin  at  less  than  twelve 
months  of  age. 

Discussion 

Mark  R.  Harwood,  M.D.,  Syracuse. — With  the 
increasing  number  of  alert  pediatricians  on  the  look- 
out for  these  children,  we  see  a good  many  cases  at  an 
earlier  age.  It  is  very  difficult  to  make  a differential 
diagnosis  of  the  type  of  cerebral  palsy  before  the  age 
of  one  year.  It  is  also  difficult  to  treat  these  chil- 
dren under  the  age  of  two  years  away  from  home, 
either  at  an  inpatient  or  outpatient  clinic.  There- 
fore, in  these  young  children  outline  a program  at 
home,  giving  the  parent  a definite  objective  in 
Gesell’s  scale  of  the  development  of  behavior  pat- 
tern. 

Remember  that  you  must  teach  the  cerebral  pal- 
sied a learned  function  to  take  the  place  of  an  auto- 
matic one.  The  activity  must  first  be  carried  out 
passively  and  repeatedly  until  the  child  begins  to 
take  an  active  part.  In  this  connection  Temple 
Fay  has  pointed  out  that  the  reciprocal  motions  are 
most  easily  learned  and  performed  in  a prone  instead 
of  a supine  position.1 

Hearing  defects  in  particular  can  interfere  with 
the  rehabilitation  program.  It  is  difficult  to  get 
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reliable  audiometries  on  cerebral  palsied  children; 
on  the  young  child  it  is  practically  impossible.  The 
skin  galvanic  audiometer  records  the  activity  of  the 
sympathetic  nervous  system  in  response  to  acoustic 
stimuli  and  seems  to  offer  a fairly  reliable  means  of 
estimating  the  auditory  status  of  the  handicapped 
child. 

You  are  all  primarily  interested  in  surgical  indica- 
tions. Phelps  has  seen  over  50,000  cases  of  cerebral 
palsy  and  states  that  75  per  cent  of  those  operated 
on  have  been  failures.’  Undoubtedly,  the  failures 
were  not  due  to  the  operative  procedures  themselves 
but  to  the  improper  indications.  There  is  a place 
for  surgery  in  the  treatment  of  cerebral  palsy  of  the 
spastic  type  but  in  no  other. 

Some  general  principles  are  well  kept  in  mind. 
Steindler  says,  “Surgery  is  only  an  episode  in  the 
life  of  a cerebral  palsied.”1 2 3  It  must  be  followed  by 
the  same  intensive  physical  therapy  as  before.  Go 
as  far  as  you  can  with  conservative  means  before 
operative  interference  is  considered.  Be  sure  to 
look  at  the  antagonist  of  the  muscle  group  you  are 
going  to  correct.  They  may  be  flaccid  or  spastic. 
Most  scissors  gaits  are  due  to  the  flaccidity  of  the 
abductors.  An  Achilles  tendon  lengthening  for 
equinus  in  the  presence  of  spastic  dorsiflexors  will 
result  in  a calcaneus  deformity.  If  you  can’t  do 
a good  muscle  test  on  the  antagonist,  inject  the 
spastic  muscle  belly  with  novocaine.  It  loses  its 
irritability  by  blocking  its  kinesthetic  sense  but 
not  its  contractility. 

Try  to  correct  the  deformities  of  the  foot,  knee,  or 
wrist  by  active  bracing;  then  if  that  works,  arthro- 
desis will  probably  work  too.  Bracing  will  stretch 
out  contractures  and  allow  you  to  go  ahead  with  a 
muscle  re-education  program  at  the  same  time. 
Wedged  casts  are  faster  but  must  be  abandoned  if 
you  stir  up  the  stretch  reflex. 

To  mention  specific  operative  procedures,  derota- 


tion osteotomy  of  the  femur  is  all  right  when  per- 
formed for  anteversion  of  the  neck  but  not  when  the 
deformity  is  due  to  spasticity  of  the  internal  rota- 
tors without  femoral  torsion. 

If  internal  rotation  is  due  to  the  tensor  fascia 
femoris,  it  can  be  sectioned  by  a Soutter  procedure. 
The  Durham  operation  should  be  done  only  if  the 
anterior  half  of  the  gluteus  medius  is  spastic  and 
posterior  half  has  good  power.  Otherwise,  it  sub- 
stitutes a Trendelenburg  for  an  internal  rotator 
limp. 

Chandler’s  transplantation  downward  of  the  pa- 
tellar ligament  for  flexed  knees  with  a high  patella 
does  not  work  in  children  and  will  only  work  in 
adults  if  you  also  do  a neurectomy  of  the  hamstrings. 

Neurectomy  is  valuable  where  there  is  ankle 
clonus  on  weight-bearing.  Usually,  the  clonus  is  only 
due  to  one  or  two  of  the  seven  branches  which  go  to 
the  soleus.  If  due  to  the  gastrocnemius,  it 
will  decrease  or  disappear  on  flexion  of  the  knee.  At 
operation  according  to  Phelps’  technic,  a curved 
transverse  incision  in  the  popliteal  space  with  the 
apex  up  for  the  branches  to  the  gastrocnemius  and 
down  for  the  soleus  avoids  the  keloid  which  some- 
times results  from  a vertical  incision.  The  branches 
which  are  overactive  can  be  picked  out  by  pinching 
or  electrical  stimulation,  while  the  foot  is  held  as 
much  dorsiflexed  as  possible.  The  patient  must  be 
light  enough  to  respond.  Avulse  this  nerve  com- 
pletely by  cutting  it  at  the  sciatic  and  pulling  it  out 
of  the  muscle.  Finally,  reserve  your  surgery  for  the 
end  of  the  growth  period;  your  results  will  be  more 
gratifying  to  you  and  more  beneficial  to  the  patient. 


1.  Fay,  Temple:  Arch.  Phys.  Med.  29:  327  (1948). 

2.  Phelps,  Winthrop  M.  in  Bancroft,  F.  W.,  and  Murray, 
C.  R.:  Surgical  Treatment  of  the  Motor-Skeletal  System, 
Philadelphia,  J.  B.  Lippincott,  1945,  vol.  1. 

3.  Steindler,  Arthur:  Orthopedic  Operations,  Spring- 

field,  Charles  C Thomas,  1940. 


ROLE  OF  HEREDITY  IN  GLAUCOMA* 

In  about  one  of  seven  cases,  glaucoma  is  inherited 
and  usually  follows  the  particular  familial  pattern 
involved,  such  as  congestive,  chronic  simple,  or 
chronic  simple  with  congestive  attacks.  A person 
with  inherited  glaucoma  probably  should  not  marry 
into  a family  with  the  same  disease. 

Potentially  glaucomatous  subjects  may  be  de- 
tected by  pupillography,  which  indicates  the  state  of 
the  autonomic  system  and  particularly  of  the  hypo- 
thalamic center.  Close  relatives  of  every  patient 
with  the  disease  should  have  pupillography  and  pro- 
vocative tests  so  that  latent  or  early  disease  may  be 
detected. 

Routine  examinations  by  Adolph  Posner,  M.D., 
and  Abraham  Schlossman,  M.D.,  of  the  Manhat- 
tan Eye,  Ear  and  Throat  Hospital,  New  York 
City,  of  373  unselected  patients  with  primary  glau- 
coma revealed  51  instances  of  crenet.ic  disease,  rep- 


resenting 30  families.  In  addition,  48  other  mem- 
bers of  the  same  families  were  known  to  be  affected. 
These  figures  increase  the  number  of  reported 
pedigrees  by  one  third,  since  only  90  families  with 
such  heredity  have  been  previously  listed. 

Hereditary  glaucoma  is  often  associated  with  con- 
stitutional disease  in  the  family,  especially  vascular 
hypertension  and  diabetes  or  arteriosclerosis,  toxic 
goiter,  psychoneurosis,  cataract,  convergent  strabis- 
mus, or  obesity. 

Some  apparently  sporadic  cases  may  actually  be 
genetic,  or  familial  disease  may  occasionally  remain 
dormant  for  a lifetime.  At  times  the  defect  seems 
to  skip  a generation  and  return  in  the  next. 


♦‘‘Role  of  Inheritance  in  Glaucoma",  Arch.  Ophth.  41: 
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TREATMENT  OF  COMMINUTED  COLLES’  FRACTURE  BY  ULNAR 
STYLOID  RESECTION 

C.  F.  Freese,  M.D.,  Hempstead,  New  York 

( From  the  Orthopedic  Service  of  Nassau  Hospital) 


THE  poor  end  result  of  many  Codes’  fractures 
demands  that  more  attention  be  paid  this  le- 
sion. Fractures  of  the  lower  radius  in  children 
are  not  included  in  this  paper,  however. 

I was  first  taught  to  reduce  the  fracture  and 
immobilize  with  a wristlet  for  three  weeks.  Later 
I was  taught  to  obtain  an  anatomic  reduction  and 
immobilize  with  long  arm  plaster  for  eight  weeks. 
The  position  of  the  elbow  was  at  a right  angle, 
with  forearm  in  supination  and  wrist  in  slight 
flexion  and  ulnar  deviation.  Stress  was  placed  on 
active  muscle  exercises  of  the  fingers  and  shoulder 
every  hour  from  the  day  of  injury.  The  plaster 
was  changed  to  prevent  it  from  becoming  loose 
as  the  swelling  subsided. 

Active  physiologic  muscle  use  of  all  the  muscles 
of  the  extremity  were  a “must”  for  20  to  30 
times  an  hour  daily. 

All  fractures  of  the  lower  end  of  the  radius,  ex- 
cept the  extreme  comminuted  type,  gave  good  re- 
sults. In  the  comminuted  Colles’  fracture  there 
was  slipping  of  the  original  reduction  with  short- 
ening and  radial  deviation  of  the  hand  and  promi- 
nence of  the  lower  end  of  the  ulna. 

After  reviewing  our  end  results,  we  decided  to 
prevent  this  deformity  in  the  comminuted  Colles’ 
fracture.  In  this  type  of  fracture,  after  reduction, 
there  is  a defect  in  the  radial  shaft.  The  slipping 
that  occurs  is  the  shortening  of  the  radius  to 
close  this  gap.  We  decided  to  remove  the  lower 
one  inch  of  the  ulna  at  the  time  of  reduction  in 
these  fractures.  After  removal  of  the  lower  por- 
tion of  the  ulna,  the  gap  in  the  radius  does  not  oc- 
cur, and  no  secondary  shift  of  the  fragments  oc- 
curs. The  fracture  of  the  radius  is  then  reduced 
and  immobilized  in  a long  arm  plaster.  One  cau- 
tion is  that  over-reduction  of  the  radius  can  easily 
be  done  with  the  ulnar  styloid  process  missing. 
This  must  be  prevented. 

During  the  past  three  years  286  fractures  of  the 
lower  end  of  the  radius  have  been  treated  on  our 
service,  of  which  61  have  had  ulnar  resection. 

There  have  been  no  infections  from  the  opera- 
tion. One  patient  had  an  increase  of  ulnar  devia- 
tion of  the  hand.  Three  patients  had  no  clinical 
deformity,  but  the  x-ray  showed  that  the  artic- 
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ular  surface  of  the  radius  was  tilted  backward. 
This  gave  limitation  of  flexion  of  the  wrist. 
However,  the  loss  of  this  portion  of  the  ulna  does 
not  weaken  the  grip. 

In  summary,  we  feel  that  fewer  malunited  com- 
minuted fractures  of  the  lower  end  of  the  radius 
will  be  obtained  if  the  lower  one  inch  of  the  ulna 
is  resected  at  the  time  of  reduction  of  the  frac- 
ture. 
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Discussion 

Richard  S.  Farr,  M.D.,  Syracuse. — In  Colles’  frac- 
ture, the  extent  of  the  deformity  depends  upon  the 
force  applied  to  the  hand.  The  radius  which  is  longer 
and  cancellous  fractures  and  the  distal  fragment  is 
displaced.  It  may  be  comminuted  and  impacted. 
The  severe  deformities  usually  have  little  impaction. 
They  are  often  comminuted,  and  the  care  of  this 
type  should  be  easy.  In  reduction,  the  distal  end  of 
the  ulna  is  used  as  a fulcrum  and  the  fragments  of 
the  radius  are  brought  into  position  with  traction  to 
re-establish  length  and  alignment.  Then  some  re- 
tentive apparatus  must  be  applied. 

In  the  comminuted  type  it  is  difficult  to  hold  the 
fragments  in  position.  There  may  be  absorption  of 
bone  with  subsequent  radial  shortening.  As  swelling 
subsides,  posterior  displacement  or  tilting  may 
occur. 

How  can  we  prevent  this?  By  traction?  I con- 
cur with  Dr.  Freese  regarding  wire  traction.  Second- 
ary immobilization  changes  are  often  severe,  and 
residual  restriction  of  motion  is  frequent. 

In  comminuted  fractures  a long  period  is  required 
to  secure  solid  bone  at  the  distal  end  of  the  radius. 
This  usually  requires  six  weeks.  Often  when  healing 
is  complete,  there  is  radial  shortening  and  promi- 
nence of  the  distal  end  of  the  ulna.  Many  of  these 
patients  get  excellent  function  in  spite  of  deformity. 

Pain  at  the  radioulnar  joint  is  a disturbing  com- 
plication and  is  due  to  disruption  of  this  joint. 
When  this  pain  is  severe,  excision  of  a portion  of  the 
distal  end  of  the  radius  is  sometimes  necessary. 

Dr.  Freese  presents  an  operation  which  is  unique 
and  radical.  Certainly,  open  operation  on  a simple 
Colles’  fracture  is  unusual.  By  removing  the  end  of 
the  ulna  the  fulcrum  for  reduction  is  lost,  and  over- 
reduction may  result.  Check  x-ray  in  two  weeks,  as 
is  recommended,  should  be  made  in  all  cases,  and  re- 
vision or  correction  may  be  made  at  that  time. 

The  series  reported  is  interesting.  About  20  per 
cent  had  ulnar  resections.  These  cases  were  care- 
fully chosen,  and  results  were  excellent. 
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FRACTURES  OF  THE  FEMUR  IN  CHILDREN 

Frank  N.  Potts,  M.D.,  and  Wyllys  A.  Dunham,  M.D.,  Buffalo,  New  York 

( From,  the  Department  of  Orthopedic  Surgery,  Children’s  Hospital) 


A CRITICAL  review  of  83  fractures  of  the 
femur,  seen  at  the  Children’s  Hospital  over 
a period  of  ten  years,  led  us  to  the  following  con- 
clusions: Fractures  of  the  femoral  neck  are  the 
most  difficult  ones  to  treat,  fractures  of  the  proxi- 
mal and  middle  thirds  of  the  shaft  do  very  well, 
and  those  of  the  distal  third,  likewise,  do  not 
cause  a great  deal  of  trouble.  Relatively  few  of 
these  fractures  require  open  reduction,  and  most 
are  adequately  treated  by  traction.  The  result 
in  all  these  cases  was  excellent  with  one  excep- 
tion— a case  that  had  an  open  reduction,  followed 
by  osteomyelitis  and  sequestrum  formation. 

We  noted  that,  even  though  most  of  these  frac- 
tures healed  with  some  shortening,  within  about 
two  years  this  difference  in  length  decreased.  Be- 
cause of  this  and  the  very  satisfactory  results 
obtained,  we  thought  it  worth  while  to  call  atten- 
tion again  to  this  subject,  thinking  that  perhaps 
the  presentation  of  our  methods  of  treatment 
might  be  of  some  value. 

We  then  undertook  an  intensive  review  of  the 
literature  of  the  past  thirty  years  and  found  that 
our  experience  was  about  the  same  as  that  of 
practically  all  writers.  Therefore,  we  have  noth- 
ing at  all  new  to  add  to  the  subject  of  the  treat- 
ment of  fractures  of  the  femur  in  children.  How- 
ever, methods  of  treatment  giving  such  good  re- 
sults from  one  end  of  the  country  to  another  over 
a period  of  many  years  must  be  so  good  that  it  is 
of  value  to  refresh  one’s  memory  on  the  subject. 
The  basic  principles  of  treatment  of  these  frac- 
tures must  be  followed  in  any  method  we  use. 
Principles  do  not  change.  There  are,  however, 
occasional  differences  that  a man  presents  in 
method  or  in  application  of  his  technic. 

Birth  Fractures 

These  have  been  treated  in  mainly  two  ways. 
One  is  based  on  the  recognition  of  the  fact  that 
the  fragments  over-ride  and  that  the  proximal 
fragment  is  pulled  anteriorly.  It  seems  logical, 
therefore,  to  place  the  lower  extremity  across  the 
abdomen  and  chest,  with  the  foot  over  the  shoul- 
der. Padding  is  placed  between  the  extremity  and 
the  body,  and  a bandage  is  wrapped  around  both 
to  maintain  this  position.  These  infants  appear 
to  become  comfortable  quickly;  they  are  easily 
cleaned  and  in  this  position  can  be  handled  fairly 
easily  for  nursing. 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Ortho- 
pedic Surgery,  May  6,  1949. 


Union  is  firm  in  three  or  four  weeks,  so  the 
dressings  can  be  discarded.  X-rays  at  that  time 
are  very  discouraging  because  of  union  with 
over-riding  and  shortening.  It  has  been  our  ex- 
perience, however,  that  over  a period  of  several 
years  the  evidence  of  fracture  disappears  and  that 
the  alignment  has  been  universally  good;  dis- 
crepancy in  leg  length  has  never  been  a disturbing 
factor. 

Others  have  chosen  to  dress  these  small  legs  in 
traction,  using  frames,  or  splints  with  overhead 
bars  to  which  the  traction  straps  are  attached.1-3 
Another  method  utilizes  a plaster  cast  about  the 
upper  part  of  the  body  with  an  arm  projecting 
from  this  for  traction.4  Most  of  these  methods 
interfere  with  the  nursing  of  the  child,  unless  it 
started  its  career  as  a bottle  patient.  Some 
variations  would  lessen  the  nursing  problem  and 
the  difficulty  in  keeping  the  infant  clean.  How- 
ever, we  have  no  reason  to  believe,  from  perusal 
of  the  literature,  that  these  methods  have  any 
advantage,  in  the  long  run,  over  fastening  the  leg 
up  over  the  chest  and  abdomen.  The  latter  has 
been  our  preference  in  the  few  cases  we  have  seen, 
and  we  have  no  reason  to  deviate  from  that 
choice. 

Fractures  of  the  Neck  of  the  Femur 

These  fractures  have  given  us  considerable  con- 
cern, and  apparently  we  are  not  alone  in  this.6-7 
They  are  difficult  to  reduce  and  difficult  to  main- 
tain in  reduction.  The  best  method  for  us  has 
been  considerable  traction  with  the  leg  in  the 
abducted  position  in  a Thomas  splint.  In  the 
few  cases  we  have  had  this  has  brought  about  a 
fairly  good  and,  at  times,  a perfect  reposition  of 
the  fragments  with  solid  union  and  a good  result. 

Fractures  of  the  Upper  Third  of  the  Shaft 

The  major  problem  here  is  that  there  is  usually 
a combination  of  flexion  and  abduction  of  the 
short  upper  fragment.  This  is  best  solved  by 
following  the  old  principle  of  bringing  the  distal 
fragment  into  alignment  with  the  short  proximal 
one.  Strong  traction  with  the  thigh  abducted 
and  flexed  about  45  degrees  realigns  the  fragments 
and  restores,  to  a large  extent,  the  length  of  the 
leg.  The  fracture  proceeds  to  union  with  a very 
good  result.  If  the  child  is  young  enough  to 
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tolerate  an  overhead  traction,  this  handles  the 
situation  well. 

Fractures  of  the  Middle  Third  of  the  Shaft 

This  is  by  far  the  most  common  location. 
These  are  spiral,  oblique,  or  transverse  fractures, 
depending  largely  on  whether  they  were  sus- 
tained from  indirect  or  direct  trauma.  Here 
again,  our  method  of  treatment  is  dependent  on 
age.  We  prefer  the  overhead  or  Bryant’s  trac- 
tion in  those  children  under  four  years  of  age. 
Anatomic  reduction  has  been  rare.  The  trans- 
verse fractures  show  slight  over-riding  with  bone 
contact  only  along  the  cortex;  the  oblique  frac- 
tures perhaps  show  a better  alignment. 

These  fractures  become  reasonably  solid  in 
about  four  weeks,  and  it  has  been  our  custom  to 
discontinue  traction  at  that  time,  and  allow  the 
child  to  go  home  in  a well-applied  hip  spica.  In 
those  instances  where  the  parents  did  not  request 
this,  we  have  continued  traction  for  a total  of  six 
or  seven  weeks  when  there  is  firm  union. 

We  have  been  inclined  to  put  both  legs  up  in 
overhead  traction  if  the  child  is  small.  If  he  is 
a little  larger,  we  have  used  only  the  one  leg. 
We  realize  how  children  squirm  and  wiggle  about, 
even  in  traction,  but  this  has  not  apparently  dis- 
turbed the  relation  of  the  fragments  to  any  de- 
gree. Overhead  traction,  in  our  opinion,  is  an 
efficient  and  satisfactory  method  of  treatment  for 
the  age  group  indicated. 

There  has  been  no  single  method  used  in  our 
treatment  of  the  older  child.  We  may  have  a 
preference  for  one  or  the  other,  depending  on  the 
type  of  fracture,  the  amount  of  over-riding,  the 
size  and  age  of  the  child,  or  associated  injuries. 
It  appears  to  be  the  opinion  of  most  men  that 
there  is  no  one  method  of  treatment.  Any  of 
several  methods  of  treatment,  if  carefully  selected 
and  carried  out,  will  give  a good  result  in  the  vast 
majority  of  cases. 

Many  years  ago,  the  late  Dr.  Willis  Campbell 
advocated  manipulation  of  transverse  fractures 
of  the  femur  and  demonstrated  that  reduction 
could  be  accomplished  by  traction  and  angula- 
tion.8 Application  of  a hip  spica  then  allowed 
the  child  to  be  cared  for  at  home.  It  has  been 
satisfactory  as  far  as  alignment  has  been  con- 
cerned but  has  not  been  satisfactory,  in  our  experi- 
ence, in  maintaining  end-to-end  apposition, 
especially  in  the  child  over  ten  years  of  age.  Even 
though  the  fragments  were  initially  well  en- 
tangled, over-riding  occurred  later.  In  spite  of 
this,  the  end  result  was  just  as  good  as  in  those 
cases  treated  by  traction. 

There  have  been  a few  cases  of  oblique  frac- 
tures with  very  little  over-riding  that  we  have 


chosen  to  treat  initially  by  a hip  spica.  These 
patients  were  sent  home  at  an  early  date,  and 
their  fractures  united  in  good  alignment.  The 
end  result  was  good,  although  healing  occurred 
with  a little  more  over-riding  than  was  present 
when  the  child  left  the  hospital.  One  or  two  of 
the  cases  treated  in  this  manner  developed  con- 
siderable angulation,  which  was  satisfactorily 
corrected  by  wedging  the  plaster. 

We  have  frequently  used  the  Hoke  well-leg 
traction  splint,  with  very  satisfactory  results. 
An  architectural  restoration  was  not  obtained, 
but  the  general  alignment  remained  good,  and  the 
fractures  went  on  to  solid  union.  Patients  are 
easily  transported  in  this  apparatus,  and  their 
parents  can  take  them  home,  if  they  watch  the 
traction  to  see  that  it  does  not  get  loose  or  slip. 

Blount  et  al,  in  an  excellent  report  of  a series 
of  2S1  fractures  of  the  femur  in  children,  found 
that  69  per  cent  of  these  were  in  the  middle  third.9 
This  figure  corresponds  to  those  reported  in  other 
series.10-13  Greenstick  fractures  here  are  less 
common  than  in  the  distal  third,  and  comminu- 
tion is  much  less  common  than  in  adults.  In  his 
experience,  Russell’s  traction  for  four  to  six  weeks 
was  an  effective  method  of  treatment  for  those 
children  over  four  or  five  years  of  age.  In  the 
few  cases  in  which  we  have  used  this  method,  it 
has  worked  well,  but  it  needs  more  attention  than 
most  other  methods'. 

Many  authors  have  stressed  the  fact  that  open 
reduction  of  these  fractures  in  children  is  rarely, 
if  ever,  necessary.9-11’14-15  Many  complications 
are  reported  following  such  a procedure,  including 
osteomyelitis,  malunion  and  nonunion,  multiple 
refractures,  growth  disturbances,  septicemia,  and 
death.  The  plea  that  interposition  of  tissue  be- 
tween the  fragments  will  interfere  with  union  is 
not  a valid  justification  for  open  reduction  in  the 
child.  In  the  few  cases  where  satisfactory  posi- 
tion cannot  be  obtained  by  skin  traction,  skeletal 
traction  usually  obviates  open  reduction. 

Le  Mesurier  describes  a simple  and  effective 
method  of  treatment,  utilizing  fixed  traction.16 
A Thomas  splint  is  applied,  and  the  traction 
straps  are  fixed  to  the  end  of  the  splint  which,  in 
turn,  is  tied  to  the  foot  of  the  bed.  The  child  is 
placed  on  a Bradford  frame  with  the  foot  of  the 
frame  elevated  about  30  degrees.  The  tendency 
of  the  child  to  slide  down  the  incline  creates  a 
traction  force,  since  the  leg,  and  thus  the  distal 
fragment,  is  fixed. 

Whether  one  uses  fixed  traction,  as  in  this 
method,  or  a pulley  and  weight  traction  is  a mat- 
ter of  personal  preference.  We  have  seen  pa- 
tients treated  in  this  manner  with  excellent  re- 
sults, but  the  latter  is  probably  the  choice  of 
more  men. 
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Fractures  of  Lower  Third  of  the  Shaft 

Fractures  in  this  location  are  not  commonly 
seen  in  children  under  the  age  of  five  but  occur  in 
the  older  age  group.  They  are  best  treated  with 
Russell’s  traction,  a second  sling  being  placed 
under  the  distal  fragment,  usually  posteriorly  dis- 
placed. 

Overgrowth  of  the  Femur  Following 
Fracture 

One  of  the  most  interesting  aspects  of  the  prob- 
lem of  the  fractured  femur  in  the  child  and  one 
that  has  caused  considerable  discussion  is  that  of 
longitudinal  overgrowth  of  the  shaft  following  a 
fracture.  This  was  described  in  five  cases  by 
Truesdell  in  1921  and  since  that  time  has  been  re- 
peatedly observed  and  studied  by  others, 
namely,  David,  Cole,  Compere,  Bisgard,  and 
Aitken  and  their  coworkers.17  Earlier  writers 
believed  that  this  increased  growth  was  a so- 
called  compensatory  phenomenon,  called  forth 
by  the  “need”  of  the  body  to  equalize  the  leg 
lengths.14*18  Others  have  shown  that  this  over- 
growth occurs  even  when  the  fracture  is  anatomi- 
cally reduced  so  that  it  could  not  be  compensa- 
tory.19-70 

We  know  that  the  type  or  site  of  the  fracture 
and  the  method  of  treatment  have  little  effect  on 
this  increased  growth.14*19-21  There  is  some  evi- 
dence that  those  femurs  healed  with  the  greatest 
over-riding  show  the  greatest  increase  in  growth.21 

Aitken  has  shown  that,  on  the  average,  this 
increase  in  growth  amounts  to  about  1 cm.,  and 
most  of  this  occurs  in  the  first  year  following 
fracture.19*21  His  studies  also  indicate  that  al- 
though the  vast  majority  of  children  under  thir- 
teen years  of  age  show  an  increased  growth  of  the 
fractured  femur,  those  over  thirteen  do  not  enjoy 
this  advantage. 

Apparently,  the  trauma  involved  and  the  in- 
creased blood  supply  present  in  the  period  of  heal- 
ing and  restoration  of  the  bone  causes  an  acceler- 
ated growth.  We  know  this  is  true  in  other  con- 
ditions in  or  near  bone  that  are  associated  with 
an  increased  vascularity,  as  osteomyelitis,  tuber- 
culous arthritis,  arteriovenous  aneurysms,  etc. 

We  must  settle  for  the  fact  that,  if  there  is 
over-riding,  there  is  a tendency  to  approach  nor- 
mal length  if  the  fracture  occurs  in  a child  under 
the  age  of  thirteen.  We  are,  therefore,  justified 
in  our  anticipation  of  making  up  bone  length 
when  there  is  healing  with  shortening.  Open 
reduction  is,  then,  not  justified  for  shortening. 

Conclusion 

Having  reviewed  many  articles,  we  found  the 
consensus  of  opinion  to  be  that  fractures  of  the 
femur  in  children  are  best  treated  conservatively 


with  some  form  of  traction.  The  functional  re- 
sults are  universally  good.  Any  discrepancy  in 
length  present  when  active  treatment  is  discon- 
tinued is  made  up  to  a very  large  extent,  in  the 
majority  of  cases,  within  a period  of  a year  and  a 
half.  During  growth,  there  is  a great  tendency 
to  correct  any  malalignment. 

It  seems,  in  brief,  that  we  should  make  every 
reasonable  effort  to  obtain  a good  alignment 
rather  than  to  go  to  extremes  to  obtain  normal 
length.  A good  alignment,  we  believe,  is  more 
important  than  length.  Adequate  traction  will 
give  good  alignment  with  relatively  little  shorten- 
ing. 

We  make  no  apology  for  presenting  this  subject 
to  you.  It  is  gratifying  to  know  that  the  treat- 
ment of  this  type  of  fracture  almost  invariably 
gives  a good  result  if  we  adhere  to  simple  princi- 
ples. These  principles  have  not  changed  in  the 
period  that  we  reviewed,  but  there  have  been 
numerous  modifications  in  the  ways  that  they 
have  been  applied. 

89  Bryant  Street 

Discussion 

William  E.  Gazeley,  M.D.,  Schenectady. — I be- 
lieve it  would  be  of  advantage  to  have  more  papers 
of  this  type,  for  certainly  few  papers  can  be  more 
valuable  than  a critical  r6sum6  of  clinical  experiences 
in  a large  group  of  cases.  For  the  most  part,  my 
own  treatment  parallels  that  of  Dr.  Potts. 

In  reviewing  the  literature  it  is  interesting  to  note 
the  many  methods  employed  in  the  treatment  of 
these  fractures.  Usually  where  there  are  many 
methods  of  treatment  for  the  same  condition,  there 
is  no  single  treatment  which  is  completely  satisfac- 
tory; fractures  of  the  shaft  of  the  femur  seem  to  be 
the  exception,  since  most  methods  prove  satisfactory 
with  the  exception  of  open  methods. 

In  the  few  birth  fractures  that  we  have  treated  we 
have  used  the  method  described  by  Dr.  Potts.  We 
have  also  placed  them  in  a cast,  in  the  frog  position, 
similar  to  that  used  in  congenital  dislocation  of  the 
hip,  but  we  really  prefer  to  use  a simple  overhead 
portable  frame  with  the  legs  held  up  by  rubber  trac- 
tion bands.  We  feel  that  we  can  better  control  rota- 
tion of  the  fragments  in  this  way,  with  the  position 
of  the  feet  in  sight,  and  feel  that  this  is  important 
because  rotation  is  not  one  of  the  deformities  that 
corrects  itself  well  with  growth. 

We  feel  that  over-riding  of  inch  is  desirable. 

In  children  under  five  years  of  age  and  under  50 
pounds  in  weight  Bryant  traction  is  used. 

I have  seen  considerable  bowing  in  the  upper  third 
correct  itself  well,  but  angulation  in  the  middle 
third  has  not  done  as  well  in  our  experience;  there- 
fore, we  can  heartily  subscribe  to  Dr.  Potts’  advice 
that  alignment  is  much  more  important  than  over- 
riding. 

In  all  cases  traction  is  applied  by  means  of  flannel 
glued  to  the  skin  by  ACE  Adherent. 
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Under  twelve  years  of  age  we  expect  firm  callus  in 
six  weeks:  under  four  years  in  two  to  three  weeks. 

Skeletal  traction  is  used  only  after  a manipulation 
for  malunion,  and  it  is  well  to  remember,  as  Dr.  Wal- 
ter Blount  points  out,  that  following  such  a manipu- 
lation the  shaft  will  grow  about  one  inch  longer  than 
if  no  second  manipulation  was  necessary.  This  ap- 
plies also  to  the  use  of  pins  near  the  site  of  fracture 
and  to  open  reduction. 

Greenstick  fractures  in  our  experience  have  all 
been  in  the  lower  third  and  in  this  location  we  believe 
that  the  angulation  takes  care  of  itself  with  growth. 

Subtrochanteric  fractures  have  at  times  presented 
a serious  problem,  and  I believe  they  require  much 
more  attention  than  other  fractures  of  the  shaft. 
Fractures  of  the  neck  of  the  femur  present  all  the 
difficulties  encountered  in  the  same  fracture  in  adults 
with  the  additional  hazard  of  an  increased  number 
of  cases  of  a vascular  necrosis. 

At  the  present  time  we  feel  that  as  good  reduction 
as  possible  should  be  obtained  and  blind  pinning 
with  beaded  wires  used  for  fixation.  They  are 
stronger  than  Moore’s  pins  and  less  likely  to  break 
and  wander. 

We  are  in  thorough  accord  with  Dr.  Potts  that 
open  reduction  under  the  age  of  eighteen  is  to  be  con- 


demned except  in  very  unusual  instances.  The  in- 
terposition of  muscle  rareljr  prevents  union. 

When  a child  has  to  be  transported  to  some  other 
city  before  union  is  complete,  Hoke  traction  is  a 
most  satisfactory  method. 
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SCIENTIFIC  EXHIBITS 
1950 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  8 to  12,  1950,  at  the  Hotel  Statler  in  New  York 
City. 

No  applications  can  be  considered  after  January  1,  1950 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are  judged 
on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and  correlation  of 
facts. 

W.  P.  Anderton,  M.D.,  Secretary 


ORTHOPEDIC  X-RAY  PROBLEMS  IN  CHILDREN 

G.  Newton  Scatchard,  M.D.,  Buffalo,  New  York 

( From,  the  Children’s  Hospital  of  Buffalo  and  the  Department  of  Radiology , University  of  Buffalo  Medica 
School) 


THIS  discussion  of  osseous  lesions  in  children 
and  infants  is  not  intended  to  present  any- 
thing new  in  the  realm  of  lesions  or  diseases.  It 
is  for  the  purpose  of  calling  attention  to  some  of 
the  problems  which  frequently  cause  concern  to 
the  radiologist,  orthopedist,  or  general  practi- 
tioner who  is  not  primarily  concerned  with  the  care 
of  children  and  who  is  apt  to  be  misled  or  puzzled 
by  some  of  these  relatively  simple  problems. 

In  order  to  evaluate  properly  and  understand 
x-ray  findings  in  the  bony  structures  in  children, 
it  is  necessary  to  remember  that  the  epiphyseal, 
growing  portions  of  the  infant’s  and  child’s  skele- 
ton differ  from  the  bony  structures  of  the  adult. 
It  is  particularly  important  to  make  comparative 
films  of  the  normal,  or  uninjured  side,  in  order  to 
have  an  accurate  evaluation  of  the  normal  appear- 
ance of  the  joint  or  structure  in  the  individual  be- 
ing studied. 

Rarely  a day  goes  by  that  some  doctor  from  the 
surrounding  area  does  not  bring  films  related  to 
one  of  the  problems  to  be  discussed.  We  have  se- 
lected for  this  paper  those  anatomic  regions 
which  most  commonly  are  puzzling. 

The  diagnosis  of  congenital  dislocation  of  the 
hips  in  young  infants  is  often  difficult.  When  a 
proper  diagnosis  is  established  and  proper  treat- 
ment instituted  in  early  infancy,  the  prognosis  is 
excellent.  When  the  diagnosis  is  not  made  until 
the  age  of  several  years,  treatment  is  necessarily 
prolonged  and  tedious  with  a relatively  poor 
prognosis.  Whenever  asymmetric  gluteal  folds 
are  noted  or  abnormal  position  or  motion  of  one 
or  both  legs  is  observed,  x-ray  examination  is  indi- 
cated. The  criteria  which  we  find  useful,  after 
having  obtained  good,  symmetric  radiographs,  are 
as  follows:  The  angle  of  the  roof  of  the  acetabu- 
lum is  measured.  When  this  angle  is  over  30  de- 
grees, in  an  infant  over  six  weeks  of  age,  we  con- 
sider it  a potential  dislocation. 

Another  indication  of  dislocation  is  the  rela- 
tionship of  the  femoral  head  to  a line  erected  per- 
pendicular to  another  line  drawn  through  the  in- 
ferior medial  edge  of  the  roof  of  the  acetabulae. 
The  perpendicular  is  erected  from  the  upper  outer 
corner  of  the  acetabulum.  It  has  been  shown  that 
normally  the  femoral  head  lies  medial  to  the  per- 
pendicular line;  whereas,  the  dislocated  hip  lies 
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with  its  head  lateral  to  the  line.  The  dislocated 
hip  usually  lies  above  the  base  line. 

Another  indication,  in  slightly  older  children,  is 
the  size  of  the  upper  femoral  epiphysis.  When 
these  are  ossified,  the  one  on  the  side  with  the  dis- 
location is  invariably  smaller. 

A cause  for  a dislocated  hip  in  a young  infant, 
which  may  be  easily,  and  mistakenly,  diagnosed 
as  congenital  dislocation  of  the  hip,  is  osteomyeli- 
tis of  the  femoral  neck.  In  this  condition,  it  is  not 
unusual  for  the  hip  to  be  dislocated  as  a result  of 
the  large  amount  of  pus  in  the  joint  capsule.  This 
can  occur  before  any  definite  bony  lesions  of  osteo- 
myelitis are  visible  in  the  x-ray  film. 

The  differential  points  are  easy  if  they  are  con- 
sidered: In  the  first  place,  the  roof  of  the  ace- 
tabulum is  normal,  and  the  hip  is  painful.  The 
second  point  is  a fullness  of  the  soft  tissues  around 
the  hip  joint.  Such  a hip  will  automatically  slip 
back  into  place  following  aspiration  of  the  pus. 

In  older  children,  the  point  of  fusion  of  the  ischii 
with  the  symphysis  is  apt  to  mislead  those  who 
are  not  familiar  with  the  appearance  of  these 
bones  in  the  age  group  between  seven  and  ten 
years  and  occasionally  up  to  twenty-one  years. 
We  have  seen  tiffs  normal  point  of  union  diag- 
nosed as  fracture,  bone  cyst,  bone  tumor,  and 
exostosis.  These  odd  appearances  may  occur  on 
both  sides  or  only  on  one  side.  Cases  in  which  the 
odd  appearance  is  unilateral  are  most  likely  to 
cause  confusion.  We  feel  that  actual  bone  lesions 
at  this  point  are  very  rare. 

Other  lesions  of  the  hip  which  may  be  fre- 
quently confused  are:  Perthe’s  disease,  slipped 
femoral  epiphysis,  and  tuberculosis  of  the  hip 
joint.  These  three  are  usually  rather  easy  to  dif- 
ferentiate: 

1.  The  Perthe’s  disease  shows  flattening 
of  the  upper  femoral  epiphysis,  with  increased 
density,  widening  of  the  joint  space,  and  a 
translucent  area  in  the  upper  portion  of  the 
femoral  neck  adjacent  to  the  epiphyseal  fine. 
This  usually  occurs  in  children  under  the  age  of 
ten  years. 

2.  Slipped  femoral  epiphysis  occurs  in  older 
children.  The  density  of  the  head  remains 
normal,  and  the  slipping  is  obvious  if  both 
anteroposterior  and  lateral  views  are  taken. 
The  age  range  is  usually  between  twelve  and 
fourteen  years. 

3.  Tuberculosis  of  the  hip  can  occur  in  any 
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age  group.  There  is  narrowing  of  the  joint 

space,  bone  atrophy,  and  destruction. 

The  wrist  joint  rarely  causes  serious  diagnostic 
problems  in  children.  Greenstick  fractures  are 
common  and  readily  diagnosed.  The  evaluation 
of  damage  at  the  epiphyseal  line  is  somewhat  more 
difficult.  We  feel  that  often  this  evaluation  is  im- 
possible without  comparative  films.  The  care- 
ful comparison  of  the  epiphyseal  line  on  the  unin- 
jured with  that  of  the  injured  side  will  frequently 
demonstrate  a widening,  or  very  slight  slipping, 
at  this  point.  We  feel  that  this  accurate  evalua- 
tion is  important  in  order  that  the  injured  epiphy- 
sis may  be  properly  protected. 

One  of  the  more  difficult  areas  in  which  to  eval- 
uate injury  is  the  elbow  joint.  We  take  compara- 
tive films  of  the  normal  elbow  as  a routine.  In 
older  children  the  medial  epicondyle  is  the  most 
frequent  site  of  injury  which  is  difficult  to  recog- 
nize. The  epiphyseal  portion  of  the  medial  epi- 
condyle is  easily  knocked  off  and  may  even  float 
loose  in  the  elbow  joint  and  be  hidden  behind 
other  bony  structures.  Comparative  films,  prop- 
erly studied,  are  most  important  in  this  situation. 
Slight  displacement  of  the  medial  epicondyle  is 
relatively  common  and,  we  believe,  impossible  to 
recognize  without  carefully-made,  comparative 
films.  Greenstick-type  fractures  in  the  supra- 
condylar region,  as  well  as  epiphyseal  injuries  to 
the  head  of  the  radius,  also  fall  into  this  same  cat- 
egory. 

The  knee  joint  causes  difficulty  much  less  often 
than  the  elbow  joint.  We  do  feel,  however,  that 
comparative  films  are  often  of  importance.  This 
is  particularly  true  in  evaluating  the  nontrau- 
matic,  painful  knee.  We  recently  were  confronted 
with  a knee,  painful  for  several  months,  which 
looked  normal  at  first  glance.  However,  in  com- 
paring the  contour  of  the  lower  femur  with  that 
of  the  normal  knee,  it  was  obvious  that  the  medial 
half  of  the  joint  surface  of  the  lower  femur  on  the 
involved  side  was  markedly  flattened,  and  showed 
several,  small  areas  of  reduced  density  in  the  bone. 
This  lesion,  with  a rather  small  area  of  subcarti- 
lagenous  bony  softening,  was  felt  to  be  a very  early 
case  of  osteochondritis  dissecans. 

The  clavicles  and  shoulders  in  young  infants,  as 
you  are  probably  well  aware,  are  frequently  very 
difficult  to  visualize  well.  Here,  again,  compara- 
tive films  are  of  value.  The  problem  frequently 
becomes  a technical  one  of  having  the  patient 
straight  in  relation  to  the  X-ray  beam,  and  of  get- 
ting sufficient  penetration  to  visualize  the  entire 
length  of  both  clavicles.  Fractures  of  the  medial 
end  of  the  clavicles  are  those  which  are  most 
frequently  missed. 

One  lesion  of  the  shoulder  which  is  rare,  but 
extremely  important,  may  be  mentioned  at  this 
point.  This  is  the  Codman  tumor,  which,  in  its 


early  stages,  has  the  radiographic  appearance  of 
osteomyelitis,  and  which  later  comes  to  look  like 
a malignant  bone  tumor,  usually  an  osteogenic 
sarcoma.  This  particular  tumor,  microscopically 
as  well  as  radiographically,  is  apt  to  be  mistaken 
for  a highly  malignant  tumor,  and  an  unnecessary 
amputation  of  the  shoulder,  and  probably  the 
scapula  as  well,  may  result  from  inaccurate  diag- 
nosis. These  tumors  respond  beautifully  to  x- 
ray  therapy  or  curettage  and  should  certainly  be 
kept  in  mind  by  all  of  us.  Osteomyelitis  in  any 
region  may  be  easily  mistaken  for  a bone  tumor, 
especially  Ewing’s  tumor. 

In  discussing  this  problem  of  the  osseous  sys- 
tem in  young  children,  there  is  one  other  ex- 
tremely important  point  to  bear  in  mind: 
Trauma  in  young  infants  and  children  is  very 
common,  even  without  a history  of  injury.  We 
frequently  study  children  because  of  a slight  limp 
or  a questionable  swelling,  to  find  unsuspected 
fractures. . When  such  obscure  fractures  are  dis- 
covered, it  often  pays  to  examine  the  rest  of  the 
skeleton.  It  is  not  infrequent  to  find  other  frac- 
tures in  completely  unsuspected  areas.  For  in- 
stance, a little  child  with  a swollen  foot,  with  only 
an  x-ray  of  the  foot  ordered,  has  later  been  found 
to  have  a fractured  femur  as  well.  Another  child 
with  a sore  knee,  who  was  thought  to  have  scurvy, 
had  the  lower  femoral  epiphysis  displaced.  This 
finding  is  consistent  with  scurvy  and  mild 
trauma.  However,  because  there  were  some 
ecchymoses  of  the  head,  also  thought  to  be 
an  indication  of  scurvy,  skull  films  were  made, 
which  showed  extensive  skull  fractures.  The 
most  extreme  example  of  this  type  was  seen  in 
twins,  several  months  old,  brought  into  the  hospi- 
tal with  a diagnosis  of  scurvy  because  of  painful 
extremities  and  scattered  ecchymoses.  In  x-ray- 
ing the  long  bones  for  evidence  of  scurvy,  it  was 
found  that  each  twin  had  four  or  five  fractures  of 
the  extremities,  and  each  had  a fractured  skull. 

Conclusion 

Examples  have  been  cited  in  an  attempt  to  sim- 
plify the  interpretation  of  x-ray  films  of  the  osse- 
ous lesions  in  infants  and  children.  The  impor- 
tant rules,  we  feel,  are  as  follows: 

1.  Always  take  comparative  films  when  pos- 
sible. 

2.  If  there  is  any  doubt  as  to  the  extent  of  the 
examination,  it  is  always  best  to  err  on  the  side  of 
studying  too  many  parts  too  thoroughly. 

3.  Most  osseous  lesions  peculiar  to  children 
will  be  recognized  if  kept  in  mind. 

Discussion 

Lee  Hadley,  M.D.,  Syracuse. — The  x-ray  study  of 
orthopedic  problems  in  the  child  as  contrasted  with 
the  adult  presents  many  interesting  problems  pecu- 
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liar  to  that  age  period.  In  general,  these  may  be 
grouped,  with  some  overlapping,  as  Dr.  Scatchard  has 
shown,  as  congenital,  nutritional,  or  developmental. 

The  speaker  has  described  how  injury  to  the  epi- 
physis constitutes  one  of  the  major  problems  and 
has  well  demonstrated  the  value  of  comparative 
studies.  He  recommends  that  one  “always  take 
comparative  films  when  possible.”  I appreciate  the 
value  of  comparative  films  and  use  them  in  many 
cases,  but  I must  take  exception  to  his  use  of  the 
term  “always.”  It  would  be  unfortunate  indeed  if 
the  profession  in  general,  the  students,  and  even  the 
lay  public  came  to  expect  comparative  studies  to  be 
made  of  all  child  injuries.  In  case  of  the  elbow,  with 
its  eight  possible  epiphyses  appearing  and  uniting  at 
different  ages,  the  use  of  comparative  studies  be- 
comes quite  helpful,  although,  here  again,  by  the 
use  of  lines,  as  the  essayist  has  so  well  described 
under  hip  dislocation,  the  true  evaluation  of  the 
injury  is  often  clearly  shown.  I refer  to  the  lateral 
view  of  the  elbow  whereon  a line  corresponding  to 
the  axis  of  the  shaft  of  the  humerus  will  normally  lie 
entirely  posterior  to  the  capitellar  epiphysis. 

Diagnosis  of  a displaced  epiphysis  which  has  not 
yet  shown  a center  of  ossification  offers  some  diffi- 
culty. The  upper  femoral  epiphysis  at  birth  is  a 
single  cartilaginous  mass  including  the  head,  neck, 
and  both  trochanters.  The  ossification  center  does 
not  develop  until  about  the  fifth  month.  Some  20 
or  30  cases  have  been  reported  where  separation  of 
this  epiphysis  has  occurred  at  birth  during  breech 
extraction  either  with  or  without  podalic  version.* 
Rotation  and  traction  on  the  leg  causes  a detach- 
ment of  the,  bony  shaft,  leaving  the  cartilaginous 
femoral  head  within  the  acetabulum.  Clinically, 
there  is  pain,  swelling,  limitation  of  motion,  and 
external  rotation.  X-rays  show  early  massive  callus 
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and  marked  subperiosteal  bone  formation.  The 
upper  end  of  the  shaft  becomes  club-shaped. 
Gradual  resorption  of  the  callus  takes  place.  If  the 
upper  end  of  the  shaft  has  been  displaced  upward  and 
laterally  to  a point  above  the  level  of  the  acetabulum, 
the  prognosis  is  poor,  and  coxa  vara  is  the  end  re- 
sult. 

Epiphysitis,  whether  we  attribute  it  to  trauma,  in- 
fection, disturbed  nutrition,  or  some  other  cause, 
constitutes  another  problem  in  explaining  some  of 
the  painful  conditions  of  childhood.  Known  as 
proper  name  diseases,  we  have  Legg-Calve-Perthe’s 
disease  of  the  hip  already  mentioned;  Osgood- 
Schlatter’s  disease  of  the  knee,  and  Scheuerman’s 
juvenile  kyphosis  of  the  dorsal  spine  as  probably  the 
three  most  common.  I should  also  like  to  mention 
a painful  and  disabling  condition  sometimes  en- 
countered in  children  of  this  age  group.  At  about 
ten  years,  there  develops  an  epiphysis  within  the 
sacroiliac  joint  between  the  ilium  and  the  sacrum. 
Epiphysitis  of  this  structure  may  be  visualized  as  a 
fuzzy,  blurred  articulation  and  require  definite 
orthopedic  treatment. 

In  closing,  may  I call  attention  to  the  so-called 
secondary  ossification  centers.  In  my  own  special 
field  of  interest,  that  of  the  spine,  these  may  be  of 
some  clinical  or  medicolegal  importance.  On  each 
vertebra  there  are  seven  of  these  accessory  centers, 
one  each  at  the  tips  of  the  spinous  process,  the  two 
lateral  processes,  and  the  four  articular  processes. 
These  small  secondary  ossification  centers  first 
appear  at  about  ten  years  and  should  unite  before 
twenty;  however,  they  frequently  remain  ununited 
and  in  that  state  may  be  the  site  of  an  epiphysitis, 
form  a movable  ossicle  within  one  of  the  posterior 
joints,  or,  following  injury,  be  mistaken  for  a frac- 
ture. 

These  are  some  of  the  features  which  make  the 
x-ray  examination  of  children  an  interesting  chal- 
lenge. 


DOCTORS  FIND  WAY  TO  PICK  BABY’S  SEX 

Scientific  evidence  that  prospective  parents  may 
be  able  to  choose  between  having  a boy  or  a girl 
has  been  found  in  the  Duke  University  Department 
of  Surgery.  The  choice  has  nothing  to  do  with 
surgery,  and  is  something  any  married  couple  can 
try.  The  choice  is  not  certain,  but  in  the  Duke 
studies  the  percentage  is  slightly  over  twenty-five 
in  favor  of  having  a baby  of  the  sex  wanted. 

The  difficult  part  is  for  a woman  to  know  her 
fertile  period,  which  is  a matter  of  two  or  three  days 
only,  once  a month.  In  the  Duke  studies,  concep- 
tions in  the  early  part  of  the  fertile  period  favor 
female  births.  Conceptions  late  in  the  period  seem 
to  show  a preponderance  of  males. 

The  Duke  studies  were  made  by  Drs.  Deryl 
Hart  and  James  D.  Moody,  and  are  reported  in 


The  Annals  of  Surgery,  a Philadelphia  medical  pub- 
lication. 

Medical  scientists  in  the  last  decade  discovered 
surprising  results  of  9,489  artificial  inseminations. 
The  usual  ratio  in  human  sex  is  105  males  to  100 
females.  But  in  these  inseminations  there  were 
5,676  males.  This,  says  The  Annals  article,  is  a 
48  per  cent  increase  in  males  over  the  theoretically 
expected  number.  In  artificial  insemination,  fairly 
exact  knowledge  of  the  fertile  period  is  essential. 
Whether  this  result  might  have  been  caused  by 
chance,  Drs.  Hart  and  Moody  do  not  say.  They 
cite  it  as  a possible  result  of  timing.  The  series  was 
reported  by  Drs.  Francis  F.  Seymour  and  Alfred 
Koerner  in  The  Journal  of  the  American  Medical 
Association. — Herald  Tribune,  August  9,  1949 


DIPHTHERIA  IMMUNITY  IN  HIGH  SCHOOL  SENIORS 

Edward  A.  Lane,  M.D.,  and  William  A.  Holla,  M.D.,  White  Plains,  New  York 
( From  the  Westchester  County  Health  Department) 


FOR  a number  of  years  following  the  introduc- 
tion of  toxin-antitoxin  and,  at  a later  dafe,  of 
toxoid,  it  was  customary  to  speak  of  the  active 
immunity  so  induced  as  developing  in  the  course 
of  a very  few  weeks  and  as  probably  lasting  for 
many  years.  Although  only  about  50  per  cent  of 
patients  recovered  from  diphtheria  are  said  to  be 
Schick-negative  a year  later,  it  was  surmised  that 
frequent  subclinical  infection  resulting  from  con- 
tact with  mild,  missed  cases  and  carriers  probably 
not  only  accounted  for  the  Schick-negative  state 
not  infrequently  discovered  in  adults  without  a 
history  of  recognized  diphtheria  in  past  but  also 
served  to  fortify  and  prolong  the  artificially 
induced  active  immunity.  Assuming  such  to  be 
the  case,  it  was  quite  natural  to  wonder  what 
effect  the  great  decrease  in  diphtheria  cases  and 
the  concomitant  reduction  in  diphtheria  carriers 
during  recent  years  would  have  on  the  immunity 
status  of  children  treated  with  diphtheria  toxoid. 

Another  factor  in  this  question  of  diphtheria 
immunization  has  had  to  do  with  the  antigenic 
potency  of  the  preparation  and  the  number,  size, 
and  spacing  of  injections  needed  to  obtain  the 
optimum  results.  When  the  use  of  toxoid  was 
still  more  or  less  in  the  experimental  stage  during 
the  early  1930’s,  its  employment  was  quite 
varied,  probably  with  equally  varying  results. 
Both  the  unprecipitated  and  precipitated  types 
were  tried  in  one,  two,  and  three  doses  of  0.5  or 
1.0  ml.,  each  at  intervals  ranging  from  one  to  four 
weeks.  Largely  through  experiments  carried  out 
under  the  auspices  of  the  American  Public  Health 
Association,  the  most  effective  method  of  treat- 
ment has  been  determined  to  be  two  injections  of 
1.0  ml.  each  of  precipitated  toxoid  at  an  interval 
of  four  weeks  to  be  followed  by  one  or  more 
“booster”  doses  of  1.0  ml.  each  at  about  three- 
year  intervals.  When  combined  with  tetanus 
toxoid  and/or  pertussis  vaccine,  the  method  of 
administration  may  have  to  be  altered  in  accord- 
ance with  the  accompanying  instructions. 

As  indicated  by  the  recommendation  of  booster 
doses,  it  was  found,  as  time  went  on,  not  only  that 
a few  children  failed  to  respond  to  a single,  pri- 
mary course  of  treatment,  but  that  an  appreciable 
number  of  those  who  did  lost  their  Schick-nega- 
tive status  after  one  or  more  years.  As  has  been 
stated  above,  this  loss  of  initial  immunity  is 
supposed  to  have  been  influenced  unfavorably  by 
the  recent  drop  in  diphtheria  cases  and  carriers. 
While  it  has  now  become  customary  for  most 


children  to  be  given  a primary  course  of  treatment 
with  diphtheria  toxoid  in  early  childhood,  the 
need  for  periodic  “booster”  doses  to  maintain 
immunity  is  just  beginning  to  be  appreciated  by 
the  public.  In  an  effort  to  popularize  further  the 
administration  of  the  “booster”  dose,  the  West- 
chester County  Health  Department  this  spring 
(1949)  undertook  to  conduct  “booster”  immuni- 
zation clinics  in  the  schools.  With  such  treat- 
ments limited  to  children  under  ten  years  of  age 
who  had  not  recieved  an  injection  of  diphtheria 
toxoid  for  at  least  three  years,  2,699  children  re- 
ceived such  a “booster”  injection  in  the  school 
clinics.  The  school  nurses  reported  that  addi- 
tional children  were  so  treated  by  private  phy- 
sicians. When  plans  for  the  school  clinics  were 
made,  it  was  decided  to  include  some  Schick 
testing  of  the  older,  school-age  group  to  discover 
how  well  their  immunity  had  carried  over  from  a 
previous  immunization  in  most  of  the  cases  dating 
back  to  early  cliildhood.  Whenever  a school 
system  included  a high  school,  a Schick  test  was 
offered  to  all  members  of  the  senior  class.  Nine 
high  schools  participated  in  the  study  for  a total 
of  588  tests.  Two  hundred  eighty-five  of  those 
tested  were  boys,  and  303  were  girls.  Eighty-four 
per  cent  of  the  group  were  seventeen  or  eighteen 
years  of  age.  The  returns  showed  that  82,  or 
14  per  cent,  had  received  a booster  injection  at 
some  time  subsequent  to  the  primary  immuniza- 
tion. Six  had  never  received  the  diphtheria  im- 
munization treatment.  Information  as  to  pre- 
vious immunization  was  obtained  from  two 
sources:  (1)  The  school  health  records  which  are 
started  with  a record  of  immunization  when  a 
child  enters  school,  and  (2)  a questionnaire  cir- 
culated among  the  homes  when  the  consents  for 
the  Schick  test  were  obtained. 

Of  the  total  number  tested  (588),  229,  or  39 
per  cent,  were  found  to  be  positive  to  the  Schick 
test.  An  attempt  was  made  to  grade  the  reac- 
tions as  weak,  moderate,  and  strong.  On  this 
basis  23  per  cent  of  the  229  positive  reactions 
were  strong,  44  per  cent  moderate,  and  32  per 
cent  weak.  All  of  the  tests  were  given  and  read 
by  one  of  the  authors,  and  all  of  them  included  a 
control  injection. 

Two  of  the  six  pupils  who  had  never  been  im- 
munized had  negative  reactions.  Of  the  four 
positives,  two  were  moderate,  and  two  weak. 

There  were  87  pupils  about  equally  divided  be- 
tween positive  (42)  and  negative  (45)  reactions 
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for  whom  the  information  regarding  previous 
immunization  was  either  not  stated  or  was 
questionable.  It  is  very  probable  that  most,  if 
not  all,  of  these  individuals  had  been  immunized 
at  some  time,  the  uncertainty  having  to  do  with 
the  date  of  immunization  which  would  have  been 
many  years  ago. 

Excluding  the  “not  immunized”  and  the  “im- 
munization not  stated  or  questiopable,”  there 
remain  82  pupils  who  had  received  a “booster” 
injection  and  413  who  presumably  had  not.  Of 
the  former,  18  per  cent  had  positive  reactions,  and 
of  the  latter,  41  per  cent  were  positive. 

The  numbers  by  individual  schools  were  too 
small  to  be  of  much  significance.  The  percentages 
of  positive  reactions  ranged  from  32  (41  tested) 
in  one  school  to  64  (22  tested)  in  another.  The 
school  with  the  largest  number  tested  (185)  had 
36  per  cent  positive.  In  the  entire  group  of  588 
there  were  but  16  pseudoreactions  and  four  com- 
bined reactions. 

There  is  a very  unequal  distribution  according 
to  length  of  time  since  the  last  immunizing  treat- 
i ment  was  received.  Of  364  pupils  whose  treat- 
ment dated  back  from  10  to  20  years,  40  per  cent 
! were  positive,  whereas  of  60  who  had  received 
j injections  of  toxoid,  mostly  as  “boosters,”  within 
the  previous  ten  years  only  20  per  cent  were 
I positive. 

Two  recently  published  studies  of  diphtheria 
immunity  afford  a basis  for  comparison  with  our 
findings.  Cohen  et  al.  found  41  per  cent  of  234 
adult  females  (seventeen  to  twenty-five  years) 
to  have  a positive  Schick  test.1  They  also  report 
a reversion  of  the  Schick  test  from  negative  to 
positive  one  year  later  in  3 per  cent  of  previously 
susceptible  and  immunized  children.  This  per- 
centage increased  rapidly  so  that  by  the  end  of 
five  years  about  35  per  cent  had  become  Schick- 
positive. During  the  war  Sellers  et  al.  found 
that  approximately  50  per  cent  of  all  enlisted 
personnel  in  the  Royal  Canadian  Air  Force  were 
susceptible  to  diphtheria  as  measured  by  the 
Schick  test.2  Loss  of  immunity  following  immu- 
nization increased  progressively  with  time,  but 
even  three  to  six  months  later,  almost  10  per 
cent  were  Schick-positive. 

Faced  with  the  knowledge  that  approximately 
40  per  cent  of  our  young  adults  are  susceptible  to 


diphtheria  as  indicated  by  a positive  Schick  test, 
the  question  arises  as  to  what,  if  anything,  should 
be  done  about  it.  The  present  low  incidence  of 
diphtheria  bears  on  the  problem  from  two  angles. 
The  danger  of  infection  is  correspondingly  low 
but  with  an  apparent  shift  to  the  older  age 
groups,  however.  On  the  other  hand,  as  already 
mentioned,  the  lessened  opportunity  for  sub- 
clinical  infections  is  probably  affecting  adversely 
the  degree  and  duration  of  the  artificially  induced 
immunity.  If  children  could  be  given  periodic 
“booster”  injections  at,  say,  three-year  intervals 
during  their  preschool  and  early  school  life,  it 
would  seem  reasonable  to  expect  that  they  would 
develop  a more  prolonged  immunity  that  would 
carry  over  in  a greater  percentage  of  individuals 
into  adult  life.  In  the  figures  cited  above,  41 
per  cent  of  the  seniors  without  benefit  of  a 
“booster”  dose  were  Schick-positive,  whereas  but 
18  per  cent  of  those  who  had  received  such  an 
injection  gave  a positive  reaction. 

Summary 

1.  Thirty-nine  per  cent  of  588  high  school 
seniors  in  nine  scattered  high  schools  in  West- 
chester County  gave  a positive  Schick  test.  But 
six  of  the  pupils  were  known  never  to  have  been 
immunized  against  diphtheria. 

2.  Of  495  pupils  for  whom  the  information  is 
reasonably  reliable,  82,  or  17  per  cent,  had  re- 
ceived a “booster”  dose  of  diphtheria  toxoid  at 
some  time  subsequent  to  the  primary  immuniza- 
tion. The  percentages  of  Schick-positives  among 
those  who  had  and  those  who  had  not  been  so 
treated  were  18  and  41,  respectively. 

3.  The  more  general  employment  of  periodic 
“booster”  injections  of  diphtheria  toxoid  during 
childhood  appears  indicated  to  insure  more 
widespread  immunity  to  diphtheria  in  adult  life. 
Two  factors  lending  added  support  to  such  a 
course  are  the  declining  influence,  in  recent  years, 
of  subclinical  infection  in  augmenting  immunity 
and  the  shift  in  diphtheria  incidence  toward  the 
older  age  groups. 
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POLIOMYELITIS  AT  MEADOWBROOK  HOSPITAL,  1948 

G.  F.  Robertson,  M.D.,  Hempstead,  New  York 

(From  the  Department  of  Medicine,  Meadowbrook  Hospital,  Nassau  County  General  Public  Hospital) 


THE  experience  with  poliomyelitis  at  Meadow- 
brook Hospital  in  1948  has  provided  a further 
study  of  a disease  that  has  again  reached  epi- 
demic proportions  in  1949.  Even  if  a slightly 
better  control  of  the  disease  has  been  achieved, 
no  satisfactory  measures  of  prevention  have  been 
found.  In  fact,  it  has  been  suggested  that  im- 
provement in  sanitation,  by  sparing  the  younger 
individual  the  lighter  immunizing  dose,  may 
have  increased  the  number  of  susceptible  older 
persons,  in  whom,  as  this  study  reveals,  the  disease 
runs  a more  severe  course. 

Unless  darvisul  (phenosulfazole)  or  some  other 
drug  proves  to  be  effective,  there  is  no  specific 
treatment.  In  the  early  stage  the  disease  seems 
to  run  its  varied  course  largely  unaffected  by  the 
efforts  of  the  physician. 

There  is  one  important  measure  that  can  be 
taken,  and  that  is  the  early  institution  of  rest. 
This,  in  turn,  depends  on  early  diagnosis,  often 
difficult  to  establish.  A definite  impression  has 
been  gained  in  this  and  other  studies,  that  those 
who  continue  to  be  active  after  the  first  symptoms 
appear  develop  a more  severe  form  of  the  disease. 
Therefore,  the  importance  of  early  diagnosis  and 
early  institution  of  rest  in  the  acute  phase  of 
poliomyelitis,  is  well  established.  A record  of 
the  activity  of  some  of  the  patients  in  this  series 
illustrates  this  danger.  Three  football  players, 
who  continued  their  strenuous  physical  exercise 
after  symptoms  appeared,  a man  who  went  to  a 
dance  after  the  onset  of  headache  and  pain  in  the 
legs,  and  others  with  a similar  story,  all  devel- 
oped extensive  paralysis. 

In  the  year  1948,  101  cases  of  poliomyelitis  were 
admitted  to  Meadowbrook  Hospital  in  Nassau 
County,  New  York.  Of  these,  50  were  nonpar- 
alytic, 23  were  paralytic,  and  24  revealed  a weak- 
ness of  some  muscle  group;  19  had  the  bulbar 
form  of  the  disease;  two  were  classified  as  polio- 
encephalitis, and  there  were  four  deaths. 

There  were  33  over  the  age  of  twenty  and  68 


TABLE  1. — Classification  of  Cases  of  Poliomyelitis 
at  Meadowbrook  Hospital  in  1948  According  to  Age 
Group 


Age 

Num- 

ber 

Non- 

para- 

lytic 

Par- 

etic 

Para- 

lytic 

Fatal 

Over  20  Years 

33 

16 

4 

9 

4 

Under  20  Years 

68 

(48%) 

34 

(12%) 

20 

(27%) 

14 

(12%) 

(50%) 

(28%) 

(21%) 

( 0%) 

under  twenty.  Of  those  under  twenty  years  of 
age,  23  were  over  twelve  and  45  were  under 
twelve  years.  Table  1 shows  the  age  grouping 
and  indicates  the  greater  incidence  of  paralytic 
and  fatal  cases  in  the  adult  group. 

A comparison  of  some  of  the  findings  in  the  1948 
epidemic  with  those  of  1944  and  1935  is  contained 
in  Table  2.  There  is  a remarkable  similarity  in 
the  figures  with  only  one  real  exception — age 
incidence.  The  percentage  of  adults  in  1948  is 
33,  or  almost  three  times  that  of  1944  and  ten 
times  that  of  1935.  The  mortality  is  almost 
exactly  the  same  for  all  three  years,  with  4 per 
cent  for  1948,  4.7  per  cent  for  1944,  and  4.8  per 
cent  for  1935  (Table  2). 

The  distribution  of  cases  according  to  month, 
likewise,  is  very  nearly  parallel,  with  September 
having  the  largest  number  of  cases  in  1948,  and 
August  being  the  peak  month  in  1944. 

Symptoms 

The  symptomatology  in-  1948  was  similar  to 
that  of  1944,  with  headache  and  stiff  neck  promi- 
nent. Gastrointestinal  symptoms  were  slightly 
less  frequent,  and  the  symptoms  of  an  upper 
respiratory  infection  slightly  more.  Diarrhea 
was  relatively  infrequent.  There  appeared  to  be 
little  or  no  correlation  between  the  type  and  se- 
verity of  the  early  symptoms  and  the  final  out- 
come. 

The  average  duration  of  symptoms  before  ad- 
mission to  the  hospital  was  five  days  in  1948,  as 
against  three  days  for  1944.  This  longer  period 
of  symptoms  led  to  a slight  difference  in  the 
spinal  fluid  findings  but  appeared  to  have  no  ef- 
fect on  the  course  of  the  disease  or  on  the  mor- 
tality. 

Another  significant  symptom  in  some  cases 
was  a generalized  hypersensitivity  and  irritabil- 
ity, with  more  apprehension  than  could  be  ex- 
plained on  a basis  of  fear  of  the  disease  alone. 
These  patients  were  sensitive  even  to  light  touch, 
difficult  to  examine,  and,  needless  to  say,  offered 
considerable  resistance  to  the  performance  of  a 
lumbar  puncture.  It  was  gratifying  in  many 
cases  to  note  a remarkable  psychologic  change 
after  the  first  few  days.  Children,  who  were 
apathetic,  crying,  irritable,  and  unresponsive 
would  become  more  alert  and  smile  on  the  fourth 
or  fifth  day,  appear  to  take  an  interest  in  their 
surroundings,  and  regain  appetite  and  inclina- 
tion to  play.  In  the  adult,  the  worried  facies 
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TABLE  2.— A Comparison  of  Poliomyelitis  Findings  at  Meadowbrook  Hospital  for  the  Years  1935,  1944,  and  1948 


Total 

Year  Cases  White 

Negro 

Adults 

Male 

Fe- 

male 

Head- 

ache 

Stiff 

Neck 

Vomit- 
ing Nausea 

Upper  Respira- 
tory Infection 

Paraly- 

sis 

Deaths 

1935  82  94. 

6.1 

3.8 

60. 

40. 

97. 

90.3 

64.6 

80.5 

17.8 

40.0 

4.8 

1944  171  97. 

1.7 

12.8 

58.6 

41.4 

53.8 

51.5 

34.6 

7.0 

16.9 

19.2 

4.7 

1948  101  99. 

2.0 

33.0 

63. 

38. 

54. 

66. 

39. 

27. 

23. 

4. 

and  despondence,  the  unreasonable  complaining 
and  fault-finding  would  give  way  to  a more 
cheerful  and  optimistic  outlook  and  cooperative 
behavior,  and  this  even  in  the  face  of  obviously 
paralyzed  limbs. 

Diagnosis 

In  the  absence  of  a specific  rapid  test  for  polio- 
myelitis, the  diagnosis  in  the  mild  or  nonparalytic 
case  was  difficult.  Of  the  various  symptoms  and 
signs  seen  in  the  acute  stage  of  poliomyelitis, 
none  is  pathognomonic.  Since  the  spinal  fluid 
may  be  normal,  the  spinal  fluid  findings  do  not 
prove  or  disprove  the  diagnosis.  Weinstein 
states  that  in  about  10  per  cent  of  cases  the  spinal 
fluid  remains  normal  throughout  the  course  of 
the  disease.1  This  figure  seems  high,  since  in  the 
series  considered  in  this  report  there  were  only 
three  cases  in  which  the  spinal  fluid  was  normal. 
Three  other  patients  with  a normal  spinal  fluid 
on  the  day  of  admission  developed  an  increase  in 
cell  count,  total  protein,  or  both,  in  a spinal  fluid 
examination  done  a few  days  later. 

Spinal  Fluid 

The  spinal  fluid  findings  are  found  in  Tables 
3 and  4.  The  presence  of  more  than  five  cells 
or  a total  protein  of  over  45  mg.  per  cent  was 
considered  abnormal. 

A comparison  of  the  spinal  fluid  findings  in 
1948  with  those  of  1944  reveals  that  in  1948  the 


TABLE  3. — Spinal  Fluid  Cell  Count,  1948 


Number  of  Cells 

Number  of  Cases 

0 

6 

1-5 

12 

6-9 

4 

10-200 

63 

200  or  over 

11 

No  spinal  tap 

4 

Not  recorded 

1 

Total 

101 

TABLE  4. — Spinal  Fluid  Protein,  1948 

Total  Protein 
(Mg.  Per  Cent) 

Number  of  Cases 

45  or  less 

21 

46-60 

17 

Over  60 

55 

No  spinal  tap 

4 

Not  recorded 

4 

Total 

101 

cell  count  tended  to  be  slightly  lower,  while  the 
protein  values  were  almost  identical. 

A few  cases  illustrate  the  variable  clinical 
picture  and  spinal  fluid  findings,  and  the  un- 
predictable nature  of  the  disease. 

Case  Reports 

A five-year-old  girl  gave  a six-day  history  of  fever, 
headache,  sore  throat,  and  anorexia  but  was  never 
acutely  ill.  There  were  12  cells,  all  lymphocytes, 
and  a normal  protein  in  the  spinal  fluid.  She  de- 
veloped a definite  weakness  of  the  left  shoulder 
muscles,  especially  the  deltoid. 

Another  child,  a five-year-old  boy,  representing 
the  case  that  was  seen  more  often,  had  the  symp- 
toms of  an  upper  respiratory  infection  for  a week 
prior  to  admission;  two  days  before  admission,  he 
developed  a headache,  fever,  and  irritability.  The 
physical  findings  included  a temperature  of  102  F., 
nuchal  rigidity,  positive  Brudzinski  reflex,  and  posi- 
tive Kernigs.  He  was  acutely  ill.  His  spinal  fluid 
contained  230  cells,  60  per  cent  lymphocytes,  and  a 
protein  of  100  mg.  per  cent.  He  made  a complete 
recovery  with  no  muscular  weakness  demonstrable 
at  any  time  and  was  discharged  on  the  twentieth 
hospital  day. 

These  two  cases  provide  an  interesting  contrast. 
The  little  girl  with  mild  symptoms  and  signs  and 
whose  spinal  fluid  showed  only  slight  changes  de- 
veloped muscular  weakness,  while  the  boy,  who  had 
the  manifestations  of  an  acute  illness  with  marked 
changes  in  the  spinal  fluid,  was  discharged  well. 

Two  more  cases  are  cited:  An  eight-year-old 
boy  with  a two-day  history  of  headache,  fever,  and 
dysphagia  had  a temperature  of  103  F.,  hamstring 
spasm,  and  a diminished  gag  reflex.  His  spinal 
fluid  contained  11  cells,  90  per  cent  lymphocytes,  and 
total  protein  of  40  mg.  per  cent.  His  course  was 
one  of  progressive  improvement,  and  he  was  dis- 
charged with  only  slight  palatal  weakness  on  the 
eleventh  hospital  day. 

In  contrast  to  this  boy’s  case,  is  that  of  a twenty- 
seven-year-old  woman,  who  was  two  and  one-half 
months  postpartum.  A week  before  admission  she 
had  a dizzy  spell;  three  days  before  admission  she 
had  headache,  fever,  and  dysphagia.  Her  tempera- 
ture was  105  F. ; there  was  marked  nuchal  rigidity 
and  difficulty  in  speech  and  in  swallowing.  Her 
spinal  fluid  contained  7 cells,  of  which  5 were  poly- 
morphonuclear leukocytes  and  2 were  lymphocytes, 
and  the  protein  was  165  mg.  per  cent.  During  the 
first  twenty-four  to  thirty-six  hours  she  appeared  to 
be  improving.  The  temperature  fell  to  101  F.,  and 
some  recovery  of  swallowing  was  noted,  A few 
hours  later  the  respiratory  center  of  the  brain  be- 
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came  involved,  and  she  expired.  About  ten  days 
elapsed  between  the  onset  of  her  first  symptom  and 
her  death. 

Both  of  these  patients  had  similar  symptoms  and 
signs,  but  one  made  an  almost  complete  recovery 
and  the  other  died. 

Treatment  and  Management 

Treatment  under  the  joint  supervision  of  the 
medical  and  orthopedic  departments  was  largely 
symptomatic  with  absolute  bed  rest,  fracture 
boards,  and  hot  packs. 

Because  of  the  psychic  changes,  especially  in 
the  first  few  days,  it  seemed  very  important  to 
reassure  the  patients,  possibly  postponing  a dis- 
cussion of  the  diagnosis  until  later,  or  explaining 
that  the  disease  in  most  cases  runs  a mild  course. 

When  there  was  respiratory  embarrassment,  re- 
lief of  apprehension  and  prevention  of  panic  were 
especially  needed.  Reassurance  and  good  nurs- 
ing care  were  essential. 

After  the  acute  symptoms  subsided  and  the 
temperature  returned  to  normal,  early  passive, 
then  active  muscle  exercise  was  instituted,  gently 
at  first  and  gradually  increasing,  often  in  con- 
junction with  the  hot  packs.  Even  during  a 
comparatively  short  stay  in  the  hospital  (the 
average  duration  was  ten  days,  as  it  was  in  1944 
also),  a considerable  return  of  muscle  function 
was  observed  before  the  patients  were  trans- 
ferred to  other  hospitals  for  the  prolonged  treat- 
ment required  for  muscle  re-education,  for  general 
rehabilitation,  and  for  orthopedic  measures. 

Thirty  patients  were  transferred. 

A follow-up  examination  at  one  month  from  the 
day  of  discharge  and  again  at  six  months  was 
advised,  since  weakness  not  elicited  in  the  hospital 
may  become  apparent  on  more  strenuous  activity. 
Muscle  evaluation  was  performed  by  a trained 
technician  both  in  the  hospital  and  at  the  follow- 
up examinations.  Reports  were  made  to  the 
County  Health  Department. 

In  no  instance  was  tracheotomy  considered 
advisable. 

The  administration  of  oxygen  and  the  use  of 
the  suction  apparatus  proved  to  be  helpful  on 
several  occasions. 

In  one  case,  tube  feeding  was  of  benefit. 

The  respirator,  or  “iron  lung,”  served  a useful 
purpose  in  only  one  instance.  This  was  a twenty- 
year-old  white  man  whose  intercostal  muscles 
were  affected. 

In  the  bulbar  cases,  the  respirator  was  inef- 
fective. In  one  man,  whose  respirations  had 
ceased,  it  extended  life  for  a few  hours. 

Complications 

There  were  several  noteworthy  complications 
in  the  1948  epidemic.  In  seven  cases,  urinary 


retention  was  a disagreeable  symptom  and  diffi- 
cult to  overcome.  Fortunately,  in  most  instances 
control  of  the  bladder  was  recovered  in  a few 
days. 

One  mild  urinary  infection  was  encountered. 

In  four  patients  the  disease  was  complicated 
by  pregnancy,  three  of  them  in  the  third  tri- 
mester. One  of  these,  a thirty-six-year-old  white 
woman,  had  the  bulbar  form  and  expired  on  the 
third  hospital  day.  A postmortem  cesarean 
section  was  performed,  but  the  baby  was  still- 
born. A similar  situation  arose  in  1944,  and  a live 
baby  was  obtained.  The  other  case  that  ter- 
minated fatally  was  that  of  a twenty-seven-year- 
old  white  woman  who  was  two  and  one-half 
months  postpartum. 

These  two  cases  suggested  a connection  be- 
tween pregnancy  and  the  severity  of  the  illness. 
However,  the  other  three  pregnant  women  had  a 
mild  form  of  the  disease. 

A serious  complication  was  acute  appendicitis, 
which  occurred  in  a fourteen-year-old  boy  with 
bulbar  poliomyelitis  who  previously  had  had 
marked  respiratory  embarrassment.  Fortu- 
nately, when  the  appendicitis  manifested  itself,  the 
boy  had  greatly  improved  and  had  regained  al- 
most normal  respiratory  function.  An  appendec- 
tomy was  successfully  performed,  and  the  post- 
operative course  was  uneventful. 

Among  other  complications  were  the  following: 
Horner’s  syndrome  (one  case),  pneumonia  (two 
cases),  and  pleural  effusion  (one  case). 

Comment 

Perhaps  the  most  valuable  feature  of  this  ex- 
perience with  poliomyelitis  was  the  opportunity 
afforded  to  study  the  symptoms  and  signs  and 
early  course  of  the  disease. 

The  psychic  disturbances  observed  in  many  of 
the  patients  have  been  of  particular  interest. 
Goldbloom  has  suggested  an  organic  basis  for 
some  of  the  changes  in  behavior  associated  with 
poliomyelitis,  and  his  electroencephalographic 
studies  have  tended  to  confirm  his  belief  that 
encephalitis,  especially  in  children,  is  more  com- 
mon in  poliomyelitis  than  is  supposed.2 

The  larger  number  of  adults  in  the  1948 
epidemic  is  probably  the  most  significant  dif- 
ference between  this  epidemic  and  previous  ones. 

The  higher  percentage  of  paralysis  in  the  adults 
and  the  fact  that  all  the  fatalities  occurred  in  the 
adult  group  bear  out  the  impression  that  the 
disease  is  more  serious  in  the  older  individual. 

The  higher  mortality  recorded  for  poliomyelitis 
in  the  earlier  years,  as  high  as  42.3  per  cent  in 
1915  in  some  parts  of  the  United  States,  was  un- 
doubtedly due,  in  part,  to  a failure  to  recognize 
the  mild  case. 
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Summary 

1.  One  hundred  one  cases  of  poliomyelitis 
were  admitted  to  Meadowbrook  Hospital  in 
Nassau  County  in  1948.  Of  these,  50  were  non- 
paralytic, 24  paretic,  and  23  paralytic;  19  had 
the  bulbar  form  of  the  disease,  two  had  polio- 
encephalitis. There  were  four  deaths. 

2.  The  epidemics  of  1948,  1944,  and  1935  in 
Nassau  County  are  compared.  The  findings  are 
similar  except  for  age  incidence,  with  33  per  cent 
adults  in  1948,  which  is  three  times  the  adult 
percentage  for  1944  and  ten  times  that  for  1935. 
The  mortality  for  the  three  years  is  about  the 
same  with  4 per  cent  for  1948  and  4.7  per  cent  for 
1944.  The  distribution  of  cases  according  to 
month  is  similar  also,  with  September  having  the 
peak  incidence  in  1948  and  August  in  1944. 


3.  The  disease  was  found  to  be  more  severe  in 
the  adult  group,  since  39  per  cent  of  the  adults 
either  were  paralyzed  or  died,  while  only  21  per 
cent  of  those  under  twenty  years  of  age  were 
paralyzed  and  none  died. 

4.  The  symptoms  and  signs  of  the  disease  are 
discussed  with  some  emphasis  on  the  psychic 
manifestations. 

5.  The  diagnosis  and  management  is  dis- 
cussed. 

6.  The  importance  of  the  early  institution  of 
rest  is  emphasized. 
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REPORT  GOOD  RESULTS  IN  TREATING  TOXIC  GOITER  WITH  RADIOIODINE 


Patients  with  toxic  goiter  for  whom  surgery, 
x-ray  therapy,  or  antithyroid  drug  therapy  is  un- 
suitable can  be  treated  successfully  with  radio- 
active iodine,  four  Los  Angeles  researchers  reported 
in  the  July  30  Journal  of  the  American  Medical 
Association.  Sixteen  out  of  eighteen  cases  of  toxic 
goiter  complicated  by  heart  disease,  extreme  emo- 
tional instability,  extreme  toxicity,  recurrence  after 
surgery  of  the  thyroid,  and  malignancy  of  the  thy- 
roid were  successfully  managed  by  administration 
of  the  chemical,  according  to  Myron  Prinzmetal, 
M.D.,  Clarence  M.  Agress,  M.D.,  Benjamin  Simkin, 
M.D.,  and  H.  C.  Bergman,  Ph.D.  One  of  the  pa- 
tients still  had  mild  toxic  symptoms  after  treatment, 
and  the  patient  with  a malignant  condition  showed 
no  significant  improvement.  Although  radiation 
sickness  from  larger  doses  of  radioiodine  has  been  re- 
ported, no  such  reaction  was  observed  from  doses 
used  in  this  study,  according  to  the  article. 

Radioiodine  therapy  has  several  advantages,  the 
researchers  point  out.  It  can  be  administered  to  pa- 
tients able  to  be  out  of  bed  without  causing  them  loss 
of  time  from  work.  As  compared  with  antithyroid 
drugs,  the  patient  does  not  need  repeated  laboratory 
tests  and  daily  medication  and  is  not  subjected  to 
the  risk  of  certain  unfavorable  reactions  that  occur 


in  some  cases.  The  lowest  reported  mortality  rate  in 
thyroid  surgery  in  the  postoperative  period  is  0.5 
per  cent,  but  the  rate  in  most  institutions  is  probably 
higher.  There  has  been  no  death  as  a direct  result  of 
the  therapeutic  use  of  radioiodine.  The  cost  to  the 
patient  of  treatment  with  radioiodine  is  much  less 
than  the  cost  of  operation,  and  the  administration  of 
the  chemical  is  not  followed  by  complications  such  as 
postoperative  pneumonia,  shock,  paralysis  of  the 
larynx  (voice  box),  unsightly  scars,  and  emotional 
strain  of  major  surgery. 

So  far,  evidence  points  to  a decreased  incidence  of 
progressive  abnormal  protrusion  of  the  eyeball  with 
radioiodine  therapy  as  compared  with  its  incidence 
with  surgery. 

The  new  treatment  still  has  several  disadvantages, 
however,  the  article  indicates.  The  correct  dosage  of 
radioiodine  is  not  accurately  known.  As  a result,  in 
some  cases  months  of  treatment  are  necessary  before 
a favorable  result  is  obtained.  In  other  cases,  too 
much  of  the  chemical  has  been  administered  with 
resulting  deficient  action  of  the  thyroid.  Further 
experience  should  aid  doctors  to  gauge  the  dosage. 
Certain  unknown  dangers  from  radiation  exist,  and, 
as  in  any  new  form  of  therapy,  unforeseen  difficulties 
may  occur  as  more  cases  are  treated. 


A PRACTICAL  OPEN-SCALE  THERMOMETER  FOR  TIMING  HUMAN 
OVULATION 

Edward  Francis  Keefe,  M.D.,  New  York  City 
( From  the  Department  of  Obstetrics  and  Gynecology,  St.  Vincent’s  Hospital ) 


A THERMOMETER  is  now  available  specifi- 
cally for  daily  measurement  of  body  tem- 
peratures by  women  in  determining  their  time  of 
ovulation  and  studying  ovarian  activity,  de- 
veloped to  overcome  the  difficulties  with  ordinary 
fever  thermometers.  Its  feature  is  an  open  scale 
with  about  V2  inch  to  each  Farenheit  degree, 
permitting  precise  and  easy  reading.  This  is 
effected  by  a larger  bulb  and  a stem  of  smaller 
bore  than  is  used  in  making  fever  thermometers. 
It  is  further  unusual  in  having  less  than  0.1 
degree  F.  error. 

Accuracy  better  than  0.2  degree  F.  is  not  neces- 
sary in  ordinary  clinical  thermometry,  nor  is  it 
practical  to  make  fever  thermometers  with 
greater  accuracy.1  However,  for  determining  the 
time  of  ovulation  from  changes  in  body  tempera- 
ture the  readings  must  be  precise.2  Previous 
studies  on  these  changes  have  disregarded  or 
considered  unimportant  the  accuracy  of  the 
thermometers  used.3"6  Without  being  absolutely 
accurate,  a thermometer  will  show  relative  tem- 
peratures. However,  it  must  be  possible  for  one 
to  read  it  accurately,  and  the  instrument  itself 
must  be  capable  of  giving  consistent  registra- 
tions. 

CS  1-42  of  the  U.S.  Bureau  of  Standards,  in  the 
directions  for  testing  clinical  thermometers,  reads 
in  part:  “In  making  readings,  allowance  should 
be  made  for  the  width  of  the  graduation  marks . . . 
the  width  of  a broad  mark  on  a thermometer 
having  10  degrees  F.  to  1 inch  would  correspond 
to  about  0.1  degree  F.”6  A thermometer  with 
scale  so  compact  may  be  certified  to  be  accurate, 


but  few  patients  could  read  it  accurately,  even 
with  a magnifying  glass. 

Clinical  thermometers  certified  by  the  manu- 
facturer to  meet  the  specifications  of  CS  1-42  are 
permitted  to  have  errors  of  0.2  degree  F.  at  98 
and  102  F.  (0.1  degree  C.  at  37  and  39  C.),  and 
repeated  registrations  at  the  same  temperature 
may  vary  0.15  degree  F.  from  each  other.  One 
test  of  the  capacity  of  a self-registering  thermom- 
eter to  give  consistent  registrations  is  to  ob- 
serve its  registration  after  immersion  in  a constant- 
temperature  bath,  shake  it  down,  reimmerse  it, 
and  reobserve  its  registration.7  The  second 
reading  will  vary  from  the  first  if  the  constriction 
is  not  made  correctly.8  To  the  error  due  to  the 
constriction  will  be  added  those  due  to  parallax 
and  to  reading  the  instrument  to  only  the  nearest 
0.2  degree  F.  Combined,  these  errors  may  be 
plus  or  minus  0.3  degree  F.,  making  indefinite  the 
ovulatory  rise  in  temperature. 

More  significant  than  the  errors,  many  women, 
when  asked  to  take  their  temperature  every  day, 
find  they  are  unable  to  use  an  ordinary  fever 
thermometer  at  all.  In  the  past,  attempts  to  im- 
prove clinical  thermometers  have  been  toward 
making  the  mercury  readily  visible  by  having  a 
flattened  stem,  red-reflecting  mercury,  or  special 
guides  indicating  the  face  of  the  stem.  These 
features  are  helpful  to  the  occasional  thermom- 
etrist,  but  women  who  take  their  temperature 
every  day  quickly  learn  to  find  the  index;  their 
problem  is  to  read  it  accurately.  They  are  con- 
fused by  the  numbering,  or  the  scale  is  so  compact 
they  can  not  read  it  even  to  the  nearest  0.2  degree 


Fro.  1.  {Top)  Ovulindex  thermometer,  2 degrees  per  inch,  fully  numbered.  {Bottom)  Certified  clinical 
thermometer,  9 degrees  per  inch,  even  degrees  numbered. 
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F.  Despite  careful  instruction,  they  become  dis- 
couraged and  stop  taking  temperatures.  Two 
fever  thermometers,  if  used  simultaneously,  may 
differ  from  each  other  as  much  as  0.6  degree  F. 
Breaking  a thermometer,  which  happens  fre- 
quently in  practice,  means  a patient  must  use  the 
new  one  for  a few  cycles  until  she  has  it  standard- 
ized. 

Difficulties  with  fever  thermometers  led  to  the 
design  of  a special  one  for  the  normal  range 
alone  (Fig.  1).*  It  is  a mercury-in-glass,  maxi- 
mum self-registering  thermometer,  about  4 inches 
long,  of  the  same  etched-stem  pattern  as  the 
clinical  thermometers  used  in  this  country.9  Its 
special  features  are  contrasted  with  those  of  the 
ordinary  fever  thermometer  in  Table  1.  Oral 
readings  are  usually  adequate,  but  the  bulb  is 
blunt  enough  for  rectal  temperatures.  Maximum 
registration  is  reached  in  three  minutes,  but  four 
should  be  allowed.  Basal6  or  standardized  con- 
ditions must  precede  the  temperature.  If  the 
waking  temperature  is  taken  at  an  hour  later  than 
her  usual  one,  a patient  should  allow  for  the  diur- 
nal variation;  subtracting,  as  a rule,  0.1  degree 
F.  from  the  reading  for  each  one-half  hour  that 
she  has  overslept. 

The  centigrade  scale  was  tried  on  this  thermo- 
meter and  abandoned.  The  centigrade  degree  is 
too  large,  and  when  graduated  in  0.1  degree  (the 
only  practical  graduation),  it  requires  interpola- 
tion for  accuracy.  A special  scale  numbered  60, 
65,  70,  75,  etc.  (corresponding  to  96.0,  96.5,  97.0, 
97.5,  F.  etc.)  can  be  read  and  recorded  without 
decimals.  In  time,  it  may  be  the  most  prac- 
tical. 

Seven  patients  who  were  unable  to  use  a fever 
thermometer  kept  useful  records  with  the  “Ovul- 
index”  thermometer.  It  simplifies  instruction, 

* Ovulindex  thermometer,  Linacre  Laboratories,  New 
York. 


and  patients  are  more  enthusiastic  about  using  it. 
Twelve  subjects,  using  the  “Ovulindex”  and  a 
fever  thermometer  simultaneously,  found  the 
“Ovulindex”  easier  to  read  and  record,  and  it 
showed  the  shift  in  temperatures  at  the  time  of 
ovulation  more  clearly. 

In  most  women,  after  eight  hours  of  sleep  the 
oral  temperature  at  7:30  a.m.  is,  on  days  before 
ovulation,  below  97.5  F.  and,  on  days  after  ovula- 
tion, above  98.0  F.  This  uniformity  of  pre- 
ovulatory and  postovulatory  temperatures  sug- 
gests that  they  might  be  used  absolutely  without 
graphing  them.  A “dip,”  described  by  some 
writers  as  occurring  just  before  ovulation,  seems 
to  be  an  artifact. 

Since  many  subjects  can  be  taught  to  read  this 
thermometer  accurately  to  0.02  degree  F.  by  in- 
terpolation and  since  corrections  are  available  at 
97,  98,  and  99  F.  through  the  serial  number,  it 
lends  itself  to  research  on  body  temperatures.  It 
expands  the  applications  of  body  temperature 
observations:  in  the  diagnosis  of  early  pregnancy, 
in  the  study  of  corpus  luteum  activity,  and  in  the 
management  of  threatened  abortion,  as  well  as  in 
timing  ovulation.  Its  advantages  are  easy  read- 
ability, increased  precision,  and  interchange- 
ability  if  a thermometer  in  use  is  broken. 
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TABLE  1. — A Comparison  of  Ovulindex  Thermometers  and  Fever  Thermometers 


f Length 
i Spread 
.2  Range 

d 

a)  Numbering 
l Graduations 


Ovulindex  Thermometers 
2 to  2*A  inches 
‘A  inch  or  more  per  degree 
96  to  100  F.  (4  degrees) 

Each  degree  fully  numbered:  96,  97,  98, 
etc. 

0.1  degree:  read  by  interpolation  to  0.02 
degree 


Fever  Thermometers 
1*/*  to  2 inches 
l/io  to  Vi  inch  per  degree 
Various:  92  or  96  to  106  or  110  F.  (10  to 
16  degrees) 

Even  degrees  partially  numbered : 94,  6,  8, 
etc. 

0.2  degree:  some  scales  read  by  inter- 
polation to  0.1  degree 


■*9 

s 

>» 

5 

u 

3 

0 
< 

1 


Correct  to  O.l  degree  at  97,  98,  and  99  F. 
Individual  readings  must  not  differ  more 
than  0.1  degree  from  absolute  at  above 
points 

Repeat  readings  within  0.1  degree 


Correct  to  0.2  degree  at  98  and  102  F.* 
Individual  readings  may  differ  0.25  degree 
from  absolute  at  above  points* 

Repeat  readings  within  0.16  degree* 


* If  certified  to  conform  to  Commercial  Standards  CS  1-42  of  the  U.S.  Department  of  Commerce  for  clinical  thermometers. 


THE  FAILURE  OF  ANTIHISTAMINIC  DRUGS  TO  INHIBIT 
DIODRAST  REACTIONS 

Seymour  B.  Crepea,  M.D.,  and  James  C.  Allanson,  M.D.,  Ithaca,  New  York,  and  Lorry 
DeLambre,  M.D.,  New  York  City 

{From  the  Divisions  of  Allergy  and  Urology,  Roosevelt  Hospital) 


DRUGS  administered  for  therapeutic  or  diag- 
nostic purposes  not  infrequently  produce 
untoward  reactions.  In  some  cases  the 
symptoms  may  be  mere  quantitative  variations  of 
the  normal  action  based  upon  the  greater  or  lesser 
degree  of  individual  susceptibility;  in  others 
they  may  result  from  improper  technic,  as  the  too 
rapid  rate  of  injection,  especially  with  the 
intravenous  therapy,  from  impurities  (pyrogens) 
in  the  solution,  or  lack  of  cleanliness  in  equip- 
ment. 

However,  in  those  cases  where  symptoms  bear 
no  apparent  relation  to  the  pharmacologic  action 
of  the  drug,  a qualitative  variation,  the  attempt 
is  often  made  to  explain  the  reaction  on  the  basis 
of  allergy  which  properly  means  an  antigen- 
antibody  reaction,  and  this  is  especially  true 
when  the  symptoms  exhibit  a similarity  to  such 
well  known  allergies  as  vasomotor  rhinitis, 
urticaria,  dermatitis,  or  asthma.  However,  sub- 
stantial proof  of  allergy  to  drugs  of  nonprotein 
nature  is  rare,  although  in  a few  instances  anti- 
body to  organic  compounds  and  some  simple 
chemicals  has  been  shown  by  Landsteiner,  Kern, 
Feinberg  and  Watrous,  Sherman,  and  others.1-4 
In  the  case  of  biologicals  of  protein  structure  the 
antibody  mechanism  is  not  infrequently  shown, 
and  the  allergic  nature  of  the  ensuing  reactions  is 
established  through  such  well-recognized  technics 
as  the  direct  or  indirect  (passive  transfer)  skin, 
precipitin,  and  Schultz-Dale  tests.  In  analyzing 
untoward  reactions  all  the  various  possibilities 
mentioned  must  be  considered  and,  where  possible, 
their  nature  ascertained,  since  it  is  through  such 
knowledge  that  reactions  may  be  avoided. 

Although  certain  mild  reactions  to  intravenous 
Diodrast  are  quite  common,  the  severe  or  fatal 
ones  fortunately  are  rare,  in  view  of  the  diag- 
nostic usefulness  of  this  drug.  Mild  flushing  of 
the  skin,  a generalized  feeling  of  warmth,  gid- 
diness, nausea,  an  occasional  sneeze,  or  a few 
urticarial  lesions  occurring  separately  or  in  any 
combination  are  the  common  signs  and  symptoms. 
They  are  generally  not  noted  on  hospital  records ; 
hence  it  is  diffiult  to  obtain  accurate  statistics  on 
their  incidence. 

The  severe  reactions  give  more  marked  mani- 
festations of  the  above-mentioned  symptoms, 
and  in  addition  vomiting,  angioedema,  dyspnea 
(asthma),  shock,  and  syncope  may  occur,  oc- 


casionally ending  in  death.  Allergy  is  the  ex- 
planation offered  for  these  effects.  Analysis  of 
such  case  reports,  however,  does  not  reveal  ade- 
quate reason  for  suspecting  that  the  reaction  was 
due  to  allergy,  other  than  that  the  patient  died 
shortly  after  the  administration  of  the  drug  and 
that  there  was  no  other  satisfactory  explana- 
tion.5-10 However,  the  occasional  cases  with 
prompt  and  serious  dyspnea  or  collapse  do  re- 
semble the  anaphylactic  response,  and  in  these 
an  allergic  hypothesis  may  be  on  a sounder  basis. 
Pendergrass  et  al.  reviewed  a large  series  of 
intravenous  pyelograms  and  found  11  fatalities 
following  the  procedure.8  In  seven  of  the  11 
cases,  however,  critical  analysis  reveals  either 
insufficient  evidence  for  suspecting  an  anaphyl- 
axis or  other  complicating  factors,  such  as  high 
blood  urea  nitrogens  or  multiple  pulmonary  in- 
farctions at  autopsy.  However,  two  of  their 
patients  did  have  asthma,  a typically  allergic 
manifestation,  as  part  of  the  terminal  picture. 
Other  reports  of  fatalities  present  similar  prob- 
lems as  to  the  allergic  bases  for  the  fa- 
tality.6-7-9-10 

It  would  be  of  inestimable  value  if  a prediction 
of  serious  Diodrast  reaction  could  be  made.  By 
judging  published  case  reports  and  utilizing 
accepted  procedures  of  an  allergy  study,  warn- 
ings of  the  difficulty  in  the  use  of  Diodrast  might 
be  found  through  the  use  of  a careful  family  and 
personal  history,  especially  a personal  history  of 
asthma,  skin,  and  mucous  membrane  (eye  or 
tongue)  tests,  or  intravenous  trials  with  minimal 
and  diluted  doses  of  the  drug. 

Studies  on  the  value  of  these  methods  have 
been  made,  and  the  results  are  quite  interest- 
ing.11-14 About  14  per  cent  of  the  patients 
tested  by  intradermal  injection  of  Diodrast  give 
a positive  reaction.11-13  Sixteen  per  cent  of  the 
patients  with  a positive  skin  test  and  but  4 per 
cent  of  the  negatives  had  a systemic  reaction  to 
the  intravenous  administration  of  Diodrast. 
About  6 to  7 per  cent  of  the  patients  had  a per- 
sonal history  of  allergy,  and  16  per  cent  of  these 
had  systemic  reactions  in  contrast  to  about 
5 per  cent  of  the  negatives.  Seventy  per  cent  of 
the  patients  with  both  a positive  skin  test  and  a 
history  of  allergy  had  systemic  reactions. 

Although  these  studies  are  promising,  they 
leave  much  to  be  desired.  Patients  with  positive 
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TABLE  1. — Reactions  to  Intravenous  Diodrast 


Group 

1* 

Group 

2** 

Group 

3t 

Totals 

Total  number  of  patients 

108 

102 

100 

310 

Total  number  of  reactions 

29 

34 

53 

116 

Patients  having  previous 
administration  of  Dio- 
drast 

17 

23 

10 

50 

Patients  having  reaction 
on  previous  administra- 
tion of  Diodrast 

4 

9 

7 

20 

Patients  having  reaction 
on  second  administra- 
of  Diodrast 

6 

9 

9 

24 

Patients  having  reaction 
on  both  administrations 
of  Diodrast 

4 

7 

7 

18 

Patients  having  personal 
history  of  allergy 

7 

17 

11 

35 

Patients  with  personal 
history  of  allergy  having 
reaction  to  Diodrast 

3 

11 

7 

21 

Patients  with  history  of 
allergy  having  previous 
Diodrast 

2 

3 

4 

9 

Patients  with  history  of 
allergy  having  reaction 
to  previous  adininistra- 
of  Diodrast 

0 

3 

3 

6 

Patients  with  history  of 
allergy  having  reaction 
on  second  administra- 
tion of  Diodrast 

0 

2 

4 

6 

Patients  with  history  of 
allergy  having  reactions 
on  both  administrations 
of  Diodrast 

0 

2 

2 

4 

* Patients  without  antihistaminic  premedication. 

**  Patients  premedicated  with  100  mg.  of  Pyribenzamine 
one  hour  prior  to  administration  of  Diodrast. 

t Patients  premedicated  with  50  mg.  of  Trimeton  one 
hour  prior  to  administration  of  Diodrast. 


tests  may  tolerate  the  administration  of  Diodrast 
without  untoward  reactions,  and  the  patients 
with  negative  skin,  eye,  tongue  tests  may  show 
typically  anaphylactic  reactions  and  may  even 
die.6'7'11  In  one  instance  a patient  had  a fatal 
anaphylaxis  following  a small,  trial  dose  of 
Diodrast  intravenously.  Testing  cannot,  there- 
fore, give  a definite  answer  to  the  problem  of 
Diodrast  reaction  in  the  individual  case. 

Since  certain  of  the  reactions  to  Diodrast  could 
conceivably  be  of  an  allergic  type,  measures 
used  in  alleviating  known  allergic  manifestations 
might  be  of  value  in  obviating  these  side-effects. 

Recently,  a group  of  drugs  called  the  anti- 
histaminics  have  been  utilized  for  symptomatic 


relief  of  allergic  manifestations  which  are  pre- 
sumed to  depend  in  part  on  histamine  release, 
and,  in  addition,  they  often  convey  sedative  and 
atropine-like  effects.  Because  of  these  pharma- 
cologic actions  it  was  felt  that  they  might  be  of 
value  in  obviating  the  various  untoward  reactions 
due  to  Diodrast.  With  this  in  view  the  following 
studies  were  carried  out. 

A series  of  108  consecutive  urologic  patients 
who  were  given  Diodrast  slowly,  intravenously, 
in  the  course  of  diagnostic  renal  studies  were 
used  as  a control  group.  An  analysis  reveals 
that  29  patients  had  untoward  side-effects 
(Table  1).  Seventeen  patients  of  the  series  had 
had  previous  intravenous  pyelograms  with 
Diodrast,  four  of  whom  had  mild  reactions. 
These  four  and  two  others  had  mild  reactions 
with  the  second  administration.  Seven  patients 
had  a history  of  definitely  allergic  responses  to 
various  known  antigens,  and  of  these  three  had 
reactions  to  Diodrast.  A breakdown  of  these 
various  reactions  is  presented  in  Table  2.  In 
this  series  sneezing  and  urticaria  occurs  with 
equal  frequency  in  patients  with  and  without  a 
known  allergic  background.  One  patient  with 
negative  history  and  no  previous  contact  de- 
veloped a shocklike  state  and  fainted  a moment 
after  the  Diodrast  was  administered. 

Another  group  of  102  consecutive  patients  re- 
ceiving intravenous  pyelograms  were  given  100 
mg.  of  Pyribenzamine  by  mouth  one  hour  be- 
fore the  administration  of  Diodrast.  Because 
this  study  was  carried  out  on  hospital  patients, 
mild  or  moderate  drowsiness  due  to  the  Pyri- 
benzamine could  not  be  evaluated.  However, 
seven  patients  complained  of  nausea  before  the 
Diodrast  was  given;  hence  they  were  not  in- 
cluded as  Diodrast  reactions.  In  this  group 
there  was  a total  of  34  patients  having  reactions 
to  the  Diodrast  (Table  1).  Of  the  23  patients 
who  had  previous  Diodrast  nine  gave  reactions 
with  the  first  injection,  and  seven  of  them  reacted 
similarly  on  this  second  series,  even  with  Pyri- 
benzamine. Seventeen  patients  of  the  group 


TABLE  2. — Types  of  Reactions  to  Diodrast 


. Patients  Having  No  History  of  Allergy 

• Patients  Having 

History  of  Allergy • 

Manifestations 

Group  I* 

Group  II** 

Group  Illf 

Total 

Group  I* 

Group  II** 

Group  Illf 

Total 

Giddiness 

1 

1 

0 

2 

0 

0 

0 

0 

Flushing 

5 

6 

8 

19 

1 

7 

2 

10 

Warmth 

12 

13 

18 

43 

1 

3 

4 

8 

Nausea 

12 

9 

22 

43 

0 

1 

1 

2 

Sneezing 

1 

2 

3 

6 

0 

3 

1 

4 

Urticaria 

1 

0 

1 

2 

2 

2 

0 

4 

Shock 

1 

0 

1 

2 

0 

0 

0 

0 

Syncope 

1 

0 

3 

4 

0 

0 

0 

0 

Dyspnea 

0 

0 

0 

0 

0 

0 

0 

0 

* Patients  without  antihistaminic  premedication. 

**  Patients  premedicated  with  100  mg.  Pyribenzamine  one  hour  prior  to  Diodrast. 
t Patients  premedicated  with  50  mg.  Trimeton  one  hour  prior  to  Diodrast. 
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had  a history  of  allergy,  and  11  of  these  had 
symptom  reactions.  A breakdown  of  the  reac- 
tions reveals  that  sneezing  and  urticaria  seemed 
more  frequent  in  the  group  having  allergic 
histories  (Table  2).  In  general,  reactions  were 
more  frequent  than  those  seen  in  the  untreated 
controls.  No  obvious  benefit  was  derived  from 
the  premedication  with  Pyribenzamine. 

A third  group  of  100  consecutive  patients  were 
premedicated  with  50  mg.  of  Trimeton,  one  hour 
prior  to  the  intravenous  pyelogram,  and  the 
results  are  shown  in  Tables  1 and  2.  Here  a 
total  of  53  patients  had  untoward  reactions,  four 
of  which  were  considered  quite  serious.  Three 
patients  had  syncope  shortly  after  the  injection 
of  Diodrast.  These  responded  promptly.  One 
patient  developed  shock.  None  showed  any 
sign  of  asthma.  Ten  patients  in  this  group  had 
had  previous  intravenous  Diodrast;  seven  had 
systemic  reactions  on  the  first  injection,  and  all 
seven  plus  two  others  reacted  again  on  the  sec- 
ond injection.  Eleven  patients  had  a history  of 
allergy,  and  of  these  seven  had  reactions.  Tri- 
meton also  seemed  to  have  no  beneficial  effects 
in  warding  off  reactions  to  Diodrast. 

Comment 

These  three  groups  of  patients,  totaling  310, 
are  roughly  comparable.  The  controls  had  fewer 
side-reactions  than  either  of  the  two  antihistamine 
groups.  In  order  to  get  a truer  incidence  of 
these  various  reactions,  a far  larger  series  would 
have  to  be  evaluated.  However,  the  results  are 
nonetheless  interesting.  Certainly,  one  cannot 
deny  that  a large  percentage  of  patients  had 
untoward  reactions  of  all  types,  in  spite  of  pre- 
medication. Urticaria  and  sneezing,  symptoms 
which,  when  due  to  allergy,  are  most  efficiently 
treated  with  antihistaminic  drugs,  occurred  in 
spite  of  the  premedication.  Although  no  patient 
receiving  Pyribenzamine  showed  shock  or  syn- 
cope, one  patient,  premedicated  with  Trimeton, 
did  develop  shock  and  three  others  syncope. 
We  have,  therefore,  no  evidence  of  any  real 
benefit  to  be  derived  from  routine  premedication 
with  antihistaminics  given  in  the  hope  of  ob- 
viating untoward  reactions.  It  is  of  interest 
that  none  of  our  patients  with  or  without  anti- 
histaminic drugs  developed  asthma  or  dyspnea. 

If  one  analyzes  our  group  as  a whole,  certain 
features  may  be  observed.  Of  the  310  patients 
116,  or  about  37  per  cent,  had  untoward  reac- 
tions. Fifty  patients  had  had  previous  Diodrast 
injections,  and  20,  or  about  40  per  cent,  of  these 
had  reactions  on  the  first  injection  of  Diodrast. 
Of  the  20  patients  who  had  had  previous  reac- 
tions 18  had  a similar  response  on  readministra- 
tion of  the  drug.  Of  the  35  patients  with  a 
general  history  of  allergic  manifestation,  21,  or 


about  60  per  cent,  had  a reaction  in  contrast  to 
the  275  nonallergics  with  95  reactions  (32  per 
cent).  The  higher  incidence  of  reactions  where 
there  is  a history  of  previous  reaction  or  especially 
where  there  is  a personal  history  of  allergy  is 
noteworthy.  There  was  also  a strong  correla- 
tion in  our  group  between  the  types  of  reactions; 
that  is,  a patient  having  nausea  on  one  injection 
of  Diodrast  was  quite  likely  to  be  nauseated  by  a 
second  trial  of  the  drug.  Utmost  care  should  be 
exercised  in  administering  Diodrast  to  patients 
with  a personal  history  of  allergy,  especially 
asthma,  and  most  particularly  if  there  has  been 
a reaction  to  the  drug  on  previous  contact. 
Symptoms  such  as  sneezing,  urticaria,  and  shock 
occurred  about  equally  in  allergic  and  non- 
allergic  persons  and  on  first  or  multiple  injec- 
tions of  diodrast,  and,  therefore,  no  conclusion 
can  be  drawn  about  the  cause  of  these  mani- 
festations in  this  group. 

Summary 

1.  The  nature  of  reactions  to  intravenous 
Diodrast  was  reviewed.  The  evidence  that,  for 
the  most  part,  they  are  allergic  is  not  convincing, 
although  allergy  to  iodine  is  recognized. 

2.  Three  groups  of  patients  receiving  Dio- 
drast in  the  course  of  intravenous  pyelography 
were  analyzed.  Two  of  the  three  groups  had 
premedication  with  a known  potent  anti- 
histaminic drug.  Premedication  with  Pyri- 
benzamine or  Trimeton  did  not  seem  to  influence 
the  incidence,  severity,  or  type  of  reactions  to 
Diodrast. 

3.  Patients  having  multiple  injections  of 
Diodrast,  particularly  that  group  having  previous 
reactions,  were  most  apt  to  have  reactions. 
Patients  with  a personal  history  of  allergy, 
especially  asthma,  were  also  more  apt  to  have 
reactions  than  patients  without  such  a history. 

4.  Skin  or  mucous  membrane  tests  do  not 
appear  reliable.  Patients  with  positive  test  may 
tolerate  the  drug  without  ill  effect.  Those 
with  negative  skin  tests  may  have  fatal  reactions. 
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HIGH  CERVICAL  ESOPHAGOGASTROSTOMY  FOR  CARCINOMA  OF 
THE  CERVICAL  ESOPHAGUS  EXTENDING  INTO  THE  SUPERIOR 
MEDIASTINUM:  VALUE  OF  A RIGHT-SIDED  COMBINED  THORACO- 
ABDOMINAL APPROACH 

Jere  W.  Lord,  Jr.,  M.D.,  and  S.  Arthur  Localio,  M.D.,  New  York  City 

{From  the  Department  of  Surgery,  New  York  U nicer sily^Bellevue  Medical  Center,  Post-Graduate  Medi- 
cal School,  and  University  Hospital ) 


ALTHOUGH  the  patient  referred  to  in  this 
report  expired  on  the  fourth  postoperative 
day,  certain  observations  made  during  the  course 
of  the  operation,  during  the  postoperative  period, 
and  at  autopsy  may  be  of  value  to  other  surgeons 
interested  in  the  surgery  of  lesions  involving  the 
midcervical  esophagus  with  extension  into  the 
superior  mediastinum.  Malignancies  limited 
strictly  to  the  cervical  esophagus  may  be  man- 
aged successfully  by  the  procedure  described  by 
Wookey  and  more  recently  by  Watson  and 
Pool.1-2  However,  as  will  be  brought  out  in  this 
case,  the  carcinoma  of  the  midcervical  esophagus 
was  found  at  exploration  of  the  neck  to  extend  3 
cm.  into  the  superior  mediastinum.  It  seemed 
unlikely  that  a satisfactory  margin  below  the  tu- 
mor could  be  developed  by  the  cervical  approach 
alone.  For  that  reason,  a right  transthoracic  ap- 
proach with  an  abdominal  extension  was  em- 
ployed to  bring  the  stomach  through  the  thorax 
into  the  neck  and  anastomose  it  on  the  right  side 
to  the  stump  of  esophagus  1 cm.  from  the  hypo- 
pharynx.  The  patient  withstood  the  procedure 
well;  his  condition  remained  excellent  for 
seventy-two  hours,  but  evidence  of  patchy  atelec- 
tasis and  pneumonia  developed  which  failed  to  re- 
spond to  intratracheal  suction  and  death  occurred 
on  the  fourth  postoperative  day. 

Case  Report 

T.  R.,  a fifty-six-year-old  hospital  engineer, 
entered  the  New  York  Post-Graduate  Hospital  on 
July  23,  1948,  complaining  of  difficulty  in  swallowing 
solid  food,  of  five  weeks  duration.  A barium  swallow 
revealed  a filling  defect  2 to  3 cm.  from  the  epiglottis, 
interpreted  to  be  a malignant  lesion.  Prior  to  ad- 
mission, Dr.  Milton  Schlessinger  had  performed  an 
esophagoscopy  and  estimated  that  the  upper  end 
of  the  lesion  was  3 cm.  below  the  hypopharynx. 
The  biopsy  proved  the  lesion  to  be  a squamous  cell 
carcinoma.  Four  weeks  elapsed  between  the  time  of 
the  esophagoscopy  and  the  third  operation  to  be  de- 
scribed below,  at  which  time  the  near  total  esopha- 
gectomy was  performed.  At  this  operation  a mar- 
gin of  1 cm.  was  allowed  above  the  lesion,  and  at 
autopsy  only  1 cm.  of  esophagus  remained  above  the 
esophagogastric  anastomosis.  The  discrepancy  be- 
tween the  esophagoscopy  and  the  operative  and 
autopsy  findings  may  possibly  be  explained  by  the 
extension  of  the  lesion  during  the  lapse  of  four  weeks. 


Following  admission  to  the  hospital,  the  patient 
was  given  a high-vitamin,  high-protein  diet,  and  a 
Witzel  jejunostomy  was  carried  out  through  a left 
rectus  muscle-splitting  incision  on  the  fourth  hos- 
pital day.  Postoperatively,  a moderately  severe 
mucopurulent  tracheobronchitis  developed  which 
cleared  without  specific  treatment  in  three  or  four 
days.  On  August  4,  the  ninth  day  after  the  jejunos- 
tomy, the  cervical  esophagus  was  explored  by  the 
method  described  by  Wookey.  A large  skin  pla- 
tysma  flap,  based  on  the  right  side  of  the  neck,  was 
fashioned,  the  right  sternocleidomastoid  muscle  re- 
moved and  the  neurovascular  bundle  mobilized  by 
dividing  the  superior  and  inferior  thyroid  arteries 
and  the  lateral  thyroid  vein.  The  esophagus  was 
partially  mobilized  and  carefully  palpated.  A firm, 
smooth  tumor  mass  could  be  felt  to  extend  from  the 
lower  border  of  the  thyroid  cartilage  to  a point  3 
cm.  below  the  suprasternal  notch.  Although  the 
upper  limit  presented  no  problem,  we  believed  that 
the  caudad  extension  of  the  carcinoma  was  beyond 
the  level  at  which  a resection  by  the  method  of 
Wookey  was  possible.  Therefore,  the  wound  was 
closed  by  replacing  the  flap. 

It  was  fortunate  timing  that  a paper  by  Macmanus 
appeared  shortly  before  this  patient  presented  him- 
self.3 Macmanus  described  a technic  in  which  le- 
sions of  the  midthoracic  esophagus  may  be  satisfac- 
torily handled  through  separate  abdominal  and  right 
transthoracic  incisions  either  in  one  or  two  stages. 
Macmanus  gave  credit  to  Lewis  as  the  originator  of 
this  approach.4  Another  helpful  factor  was  the  per- 
sonal communication  from  Dr.  Wylie  that  he  and 
Berry  had  carried  out  successfully  an  esophagastric 
anastomosis  on  the  left  side  of  the  neck  for  lesions  ex- 
tending as  high  as  the  midcervical  esophagus  by  a 
left-sided  transthoracic  approach.6  They  brought 
the  stomach  up  behind  the  arch  of  the  aorta  after 
mobilizing  the  descending  part  by  dividing  two  sets 
of  intercostal  arteries.  One  of  their  patients  ex- 
pired on  the  third  postoperative  day  from  pulmonary 
complications,  while  the  other  completely  recovered 
and  has  done  well  for  several  months. 

On  August  11,  1948,  one  week  after  the  cervical 
exploration,  the  esophagectomy  was  carried  out. 
Preliminary  streptomycin,  0.5  Gm.  intramuscularly 
four  times  a day,  was  administered  for  thirty-six 
hours  and  penicillin  300,000  units  intramuscularly 
every  four  hours  during  the  same  period.  The  pa- 
tient was  placed  on  his  left  side  with  the  right  side  up, 
tilting  backwards  30  degrees.  The  right  pleural 
space  was  entered  through  the  bed  of  the  resected 
seventh  rib,  and  excellent  exposure  was  obtained  by 
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fracturing  the  sixth  and  eighth  ribs.  The  incision 
was  carried  through  the  costal  arch  across  the  right 
rectus  muscle  to  the  linea  alba,  midway  between  the 
umbilicus  and  xiphoid.  The  diaphragm  was  di- 
vided from  the  point  of  its  attachment  to  the  costal 
arch  to  the  inferior  vena  cava.  After  division  of  the 
azygos  vein  and  incision  of  the  mediastinal  pleura, 
the  entire  thoracic  esophagus  was  readily  seen. 
Complete  mobilization  of  the  upper  third  of  the 
thoracic  esophagus  was  carried  out  well  into  the 
lower  part  of  the  neck.  The  stomach  was  mobilized 
with  care  to  preserve  all  of  the  vessels  along  both 
curvatures,  dividing  the  left  gastric  artery  near  its 
origin  from  the  celiac  axis.  The  gastrohepatic  liga- 
ment was  divided,  preserving  the  right  gastric  ar- 
tery. The  first  and  second  portions  of  the  duo- 
denum were  mobilized  so  that  the  only  restraining 
structures  appeared  to  be  the  hepatic  and  right  gas- 
tric arteries  and  the  common  duct.  The  pyloric 
ring  was  elevated  to  the  level  of  the  diaphragm  with- 
out tension. 

Following  mobilization  of  the  stomach,  the  esoph- 
agus was  divided  just  above  the  diaphragm  and 
the  distal  end  pulled  through,  cut  flush  with  the 
stomach,  and  inverted  in  two  layers  by  a continuous 
catgut  suture  and  interrupted  cotton  sutures.  The 
esophageal  hiatus  was  closed  with  several  inter- 
rupted sutures  of  cotton.  The  entire  thoracic  esoph- 
agus was  then  mobilized.  Two  sutures,  left  long 
at  the  apex  of  the  cardia,  were  tied  to  the  lower  end 
of  the  mobilized  esophagus  and  the  cardiac  end  of  the 
stomach  placed  at  the  apex  of  the  thorax.  The  dia- 
phragm was  closed  snugly  around  the  pylorus,  and 
several  sutures  were  taken  between  the  diaphragm 
and  pylorus  to  prevent  tension  or  rotation.  On  ex- 
pansion of  the  right  lung,  the  stomach  lay  behind  it 
and  did  not  seem  to  interfere  with  its  expansion  or 
motion.  The  incision  was  closed  in  layers  with  cot- 
ton and  two  pericostal  sutures  of  number  2 chromic 
catgut  were  also  employed.  A rubber  mushroom 
catheter  was  placed  through  the  ninth  interspace  in 
the  midaxillary  line  for  underwater  drainage.  One 
hundred  cubic  centimeters  of  saline  with  1 Gm. 
of  streptomycin  and  100,000  units  of  penicillin  were 
placed  in  the  pleural  space. 

The  patient  was  placed  on  his  back,  and  the  skin 
platysma  flap,  fashioned  at  the  time  of  the  cervical 
exploration,  was  elevated.  The  thoracic  esophagus 
and  the  cardiac  end  of  the  stomach  were  drawn  into 
the  neck.  By  sharp  and  blunt  dissection,  the  entire 
cervical  esophagus  was  mobilized.  There  was  one 
point  of  adherence  between  the  growth  and  the  pos- 
terior aspect  of  the  trachea  2 cm.  below  the  cricoid 
cartilage.  Sharp  dissection  separated  the  two  struc- 
tures, but  subsequent  examination  of  the  trachea  at 
autopsy  revealed  two  or  three  nests  of  malignant 
cells  microscopically.  Prior  to  division  of  the  esoph- 
agus above  the  lesion,  the  first  row  of  the  posterior 
suture  line  was  placed  between  the  stomach  and  esoph- 
agus, employing  fine  interrupted  cotton  sutures. 
The  esophagus  was  partially  cut  across,  the  stomach 
opened,  and  a second  row  of  interrupted  cotton  su- 
tures was  placed.  A number  20  French  Levin  tube 
was  passed  from  the  nose  down  through  the  anasto- 
mosis into  the  stomach.  The  anterior  portion  of  the 
anastomosis  was  completed  in  similar  fashion,  em- 


ploying two  layers  of  interrupted  cotton  sutures. 
The  esophagus  was  divided  1 cm.  above  the  lesion, 
and  it  was  estimated  that  1 cm.  of  esophagus  re- 
mained. Postmortem  examination  confirmed  the 
accuracy  of  this  estimate.  The  stomach  was  su- 
tured at  several  points  to  the  prevertebral  fascia,  the 
right  lobe  of  the  thyroid,  and  the  fascia  around  the 
neurovascular  bundle.  The  color  of  the  entire  stom- 
ach was  excellent,  except  for  a cyanotic  zone  2 cm. 
broad  at  the  apex.  On  incising  the  stomach  for  the 
anastomosis,  active  bleeders  requiring  clamping  and 
tying  were  noted.  The  skin  platysma  flap  was  su- 
tured in  place  after  30  cc.  of  saline  with  1 Gm.  of 
streptomycin  and  100,000  units  of  penicillin  had  been 
placed  in  the  wound  and  a thin  strip  of  rubber 
tissue  placed  in  each  corner  of  the  wound  for  drain- 
age. The  entire  procedure  required  seven  and  one- 
half  hours  and  2,000  cc.  of  blood  were  given. 

Postoperatively,  the  patient  was  placed  on  oxygen 
administered  by  a nasal  catheter;  continuous  suction 
was  applied  to  the  Levin  tube  and  the  chest  catheter 
attached  to  underwater  drainage.  Streptomycin, 
0.5  Gm.,  and  penicillin,  300,000  units,  both  adminis- 
tered every  four  hours  intramuscularly,  were  re- 
sumed postoperatively.  The  patient’s  course  was 
entirely  uneventful  for  seventy-two  hours.  Tem- 
perature averaged  101.6  F.  rectally,  the  pulse  110  per 
minute,  and  respirations  33  per  minute.  There  was 
no  cyanosis,  and  the  breath  sounds  came  through 
satisfactorily  over  both  lung  fields.  A portable 
chest  plate  showed  no  evidence  of  mediastinal  shift 
and  the  tip  of  the  Levin  tube  was  near  the  pylorus. 
The  catheter  into  the  right  pleural  space  was  re- 
moved on  the  second  postoperative  day,  having 
drained  less  than  100  cc.  of  bloody  fluid.  The  pa- 
tient was  able  to  talk  only  in  a whisper  for  two  days, 
but  then  his  voice  returned  rapidly  toward  normal. 
Intratracheal  aspiration  by  a catheter  passed 
through  a nostril  was  carried  out  daily,  but  little 
material  was  present  until  the  evening  of  the  third 
postoperative  day  when  the  temperature  rose  to 
103  F.,  pulse  to  120,  and  respirations  to  40,  and  mod- 
erate cyanosis  developed.  The  Levin  tube  was  re- 
moved and  the  trachea  aspirated  again.  Temporary 
improvement  was  followed  by  deterioration  of  his 
condition  the  next  morning,  and,  in  spite  of  further 
aspiration,  the  patient  expired,  apparently  from  pul- 
monary insufficiency,  at  noon  on  the  fourth  post- 
operative day. 

Autopsy  was  limited  to  the  operative  areas  with- 
out removal  of  other  organs.  There  were  650  cc.  of 
bloody  fluid  in  the  right  pleural  space.  The  anasto- 
mosis was  clean,  healing  well  with  complete  viability 
of  the  stomach.  The  mucosal  surface  of  the  stomach 
at  the  site  of  inversion  of  the  esophagus  showed  some 
superficial  erosions.  As  stated  above,  only  1 cm.  of 
esophagus  remained  below  the  hypopharynx  (Figs.  1 
and  2).  The  pyloric  ring  lay  2 cm.  below  the  dia- 
phragm and  showed  no  evidence  of  kinking  or  con- 
striction. The  trachea  at  the  point  of  adherence  re- 
vealed two  or  three  nests  of  tumor  cells  on  micro- 
scopic study.  The  lungs  showed  patchy  areas  of 
atelectasis  and  bronchopneumonia  throughout  with 
moderate  edema  of  both  lower  lobes.  The  heart  was 
not  examined  because  of  restriction  imposed  by  the 
permission  for  autopsy. 
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Fig.  1.  Photograph  showing  the  epiglottis, 
hypopharynx,  esophagus,  stomach,  and  duodenum. 
The  top  arrow  points  to  the  epiglottis,  the  middle 
arrow  to  the  operative  anastomosis  between  the 
esophagus  and  the  stomach,  and  the  bottom  arrow 
to  the  pylorus. 

Comment 

During  the  management  of  the  case  reported  in 
this  paper,  certain  observations  were  made  which 
may  be  useful  to  other  surgeons  interested  in  the 
surgery  of  lesions  lying  low  in  the  cervical  and 
high  in  the  thoracic  esophagus. 

Favorable  Factors. — First,  the  combined  tho- 
racoabdominal incision  on  the  right  side  through 
the  bed  of  the  seventh  rib  carried  across  the  costal 
arch  to  the  linea  alba  provides  excellent  exposure 
of  the  entire  esophagus  and  stomach.  Second, 
by  mobilizing  the  left  lobe  of  the  liver  and  the 
first  and  second  portions  of  the  duodenum,  the 
stomach  can  be  brought  in  a straight  vertical  line 
in  the  shortest  possible  distance  to  the  neck.  In 


Fig.  2.  The  close-up  photograph,  the  upper 
arrow  of  which  shows  the  epiglottis,  the  lower  arrow 
points  to  the  operative  anastomosis  between  the 
esophagus  and  the  stomach. 

fact,  the  apex  of  the  cardia  will  easily  reach  the 
tip  of  the  mastoid  process.  There  was  no  ten- 
sion on  the  stomach  or  duodenum  when  the  anas- 
tomosis was  carried  out  between  the  1-cm.  stump 
of  cervical  esophagus  and  the  apex  of  the  cardia 
at  a level  above  the  thyroid  cartilage.  Third,  as 
Lewis  pointed  out,  the  possibility  of  entering  the 
left  pleural  space,  when  mobilizing  the  esophagus, 
is  much  less  with  the  right  transthoracic  approach 
than  the  danger  of  entering  the  right  pleural  space 
when  the  left  side  is  employed.  Fourth,  there 
was  no  need  to  mobilize  the  aorta  when  the  ap- 
proach was  on  the  right  side.  Fifth,  by  tying  the 
mobilized,  cut  distal  end  of  the  esophagus  to  the 
apex  of  the  cardia,  no  difficulty  was  encountered 
on  drawing  the  stomach  into  the  cervical  wound 
following  closure  of  the  chest. 

Unfavorable  Factors. — The  problem,  empha- 
sized by  Lewis  and  by  Wylie  and  Berry,  of  keep- 
ing the  tracheobronchial  tree  free  of  secretions  is  a 
serious  one.4'5  The  larynx  and  trachea  suffer 
considerable  trauma  during  mobilization  of  the 
esophagus,  which,  added  to  a long  period  of  anes- 
thesia with  an  endotracheal  tube  and  an  inlying 
Levin  tube  for  gastric  suction  postoperatively, 
provide  the  bete  noir  of  this  operative  procedure. 
It  was  the  opinion  of  all  physicians  concerned  with 
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this  patient  that  he  nearly  made  a full  recovery 
from  the  operation,  and  the  only  postoperative 
problem  was  the  accumulation  during  the  first 
three  postoperative  days  of  small  amounts  of 
secretion  sufficient  to,  account  for  the  develop- 
ment of  a patchy  atelectasis  and  then  a broncho- 
pneumonia which  resulted  in  his  death.  One 
means  which  might  have  prevented  this  unfortu- 
nate outcome  would  have  been  a tracheostomy  at 
the  completion  of  the  anastomosis.  In  that  way, 
repeated  suctioning  could  have  maintained  a 
clear  tracheobronchial  tree  and,  hence,  less  chance 
for  the  development  of  a patchy  atelectasis. 
Watson  and  Pool  discuss  favorably  the  desir- 
ability of  a tracheostomy  in  local  removal  of  the 
cervical  esophagus,  as  does  Wookey.2'6 

One  other  problem  presented  by  this  patient 
requires  solution.  The  esophageal  cancer  was 
adherent  at  one  point  to  the  trachea.  Radical 
laryngectomy,  including  a segment  of  trachea,  in 
addition  to  the  extensive  procedure  of  esophagec- 
tomy would  be  considerably  more  formidable. 
Further,  speech  would  be  lost  without  either  a 
larynx  or  esophagus.  On  the  other  hand,  the 
possibility  of  excising  a small  segment  of  the  tu- 
mor-bearing trachea,  followed  by  end-to-end 
anastomosis,  might  be  worth  while  if  technically 
feasible.  In  dogs,  resection  of  segments  of  tra- 
chea up  to  1.5  cm.,  followed  by  end-to-end  anasto- 
mosis employing  a continuous  everting  mattress 
suture  of  0000  silk,  has  been  uniformly  successful.7 
In  one  animal  only  was  there  slight  narrowing  at 
the  anastomotic  site. 

Although  the  patient  in  this  report  sought 
medical  aid  within  four  weeks  of  the  onset  of  his 


symptoms  and  although  the  lesion  was  resected 
within  another  four  weeks,  there  was  extension  of 
the  growth  beyond  the  confines  of  the  esophagus. 
Once  again,  it  is  clear  that  patients  must  be  edu- 
cated to  report  promptly  within  one  or  two  weeks 
of  the  onset  of  symptoms,  and  the  time  between 
the  initial  examination  and  definitive  surgical  re- 
moval must  be  shortened  considerably  if  resect- 
able, curable  lesions  are  to  be  found. 

Summary 

A patient  with  carcinoma  of  the  esophagus  in- 
volving the  cervical  and  upper  thoracic  region,  in 
which  the  stomach  was  anastomosed  to  the  cervi- 
cal esophageal  stump  1 cm.  from  the  hypopharynx 
on  the  right  side,  is  presented.  The  favorable 
factor  of  the  right-sided  combined  thoraco- 
abdominal approach  is  discussed.  The  unfavor- 
able aspect  of  the  problem  of  postoperative  atelec- 
tasis and  pneumonia  developing  during  the  early 
postoperative  period  and  resulting  in  death  of  the 
patient  is  considered  and  analyzed  as  the  most 
important  problem  remaining  to  be  solved  in  sur- 
gery of  the  cervical  and  upper  thoracic  esophagus. 

55  East  92nd  Street 
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“DOCTOR  JONES”  SAYS— 

This  session  we’ve  been  having  with  polio — it 
sort  of  set  me  thinking  back.  When  our  big  epi- 
demic started,  in  1916,  and  spread  over  the  country, 
it’d  been  creeping  up  on  us  for  a long  time.  The 
disease  had  been  described  way  back  in  1840.  It 
must’ve  existed  long  before  that.  In  fact  Sir 
Walter  Scott,  in  1773,  when  he  was  two  years  old, 
had  what,  from  the  description,  probably  was  polio. 
Two  Swedish  doctors  had  reported  localized  epi- 
demics in  1890,  and,  somewhere  around  that  time, 
a few  outbreaks  were  reported  in  our  New  England 
states. 

Along  about  1910  the  disease  began  perking  up. 
From  then  through  1914  nearly  19,000  cases  were 
reported  in  this  country.  In  1916  our  New  York 
State  epidemic  started,  in  early  summer,  in  and 
around  New  York  City.  It  gradually  spread  up  the 
Hudson  and  then,  along  the  main  lines  of  travel,  out 
toward  the  Western  part  of  the  State. 

In  the  years  since  then  when  polio  has  been 
unusually  prevalent — ’44,  ’45,  and  ’48 — places 


that’d  been  involved  in  previous  epidemics  seemed 
to  be  more  or  less  immune,  and  it’s  been  mainly 
in  new  places.  Another  interesting  thing:  in  all 
those  years,  including  1916,  the  epidemics  have 
lighted  up  in  July  and  dropped  off  in  October. 
“Why?”  Well,  I haven’t  heard  anybody  say.  In 
between  times,  of  course,  there’ve  always  been 
cases,  the  year  around. 

To  most  folks,  in  1916,  polio  was  a new  disease 
and,  when  they  saw  it  spreading,  they  got  panicky. 
Mostly,  I think,  it  was  that  name  “infantile  paraly- 
sis.” It  was  what  you  might  call  alarmingly  mis- 
leading. The  majority  weren’t  infants  and  weren’t 
left  with  paralysis.  Since  we’ve  gotten  better 
acquainted  with  poliomyelitis — well,  it’s  some  like 
a horse  I had  once.  If  he  saw  a newspaper  in  the 
road  he  was  ready  to  climb  a tree.  When  I got  him 
up  where  he  could  get  a good  look  at  it  he  discovered 
that,  while  it  maybe  wasn’t  a paper  he  favored,  it 
was,  after  all,  just  a newspaper. — Paul  B.  Brooks, 
M.D.,  September  12,  1949 


CANCER  AND  CARDIOVASCULAR  DISEASES 


Eugene  Foldes,  M.D.,  New  York  City 
( From  the  Polyclinic  Hospital) 

SINCE  in  humans  both  cancer  and  cardiovas- 
cular diseases  are  observed  in  an  increasing 
frequency  from  youth  to  old  age,  investigation  of 
the  occurrence  of  hypertension  and  coronary 
disease  in  association  with  cancer  appears  to  be  of 
interest. 

Cancer  and  Hypertension 

Histories  of  cases  of  cancer  of  a certain  period 
were  taken  from  the  files,  and  the  age  and  sex 
distribution  and  the  blood  pressure  readings  were 
tabulated.  From  the  same  period  histories  of 
noncancerous  patients  were  taken  at  random. 
Attention  was  paid  only  to  an  age  and  sex  dis- 
tribution similar  to  that  of  the  former  group, 
and  age  and  sex  distribution  and  blood  pressure 
readings  were  again  tabulated  (Table  1,  Fig.  1). 

The  table  shows  that  in  all  age  groups  of  both 
sexes,  with  a blood  pressure  reading  of  140  mm. 
and  over  being  considered  hypertensive,  hyper- 
tension was  found  in  13  out  of  68  cases  of  cancer 
(19  per  cent).  In  the  control  group  of  the  same 
number  of  patients  and  the  same  age  and  sex 
distribution  there  were  29  cases  of  hypertension 
(43  per  cent).  Among  men  in  the  cancer  group 
the  number  of  hypertensives  was  eight  out  of  a 
total  of  35,  and  in  the  control  group  it  was  17 
out  of  the  same  total  of  35.  Among  women,  out 
of  33  cases  there  were  five  hypertensives  in  the 
cancer  group  and  12  in  the  control  group.  Infre- 
quency of  hypertension  in  cancer  is  apparent 
also  when  a single  age  group  of  either  men  or 
women  is  considered.  For  example,  among 
16  men  in  the  age  group  of  fifty  to  fifty-nine 
years,  four  are  hypertensive  in  the  cancer  group 
and  eight  among  the  controls.  Preponderance 
of  relatively  low  blood  pressure  in  cancer  is 
noted  also  when  various  blood  pressure  levels  of 
the  two  groups  are  compared.  Out  of  68  cases 
of  both  sexes  and  all  ages  the  systolic  blood  pres- 
sure reading  was  less  than  120  mm.  in  22  cases 
of  the  cancer  group  and  in  12  cases  of  the  control 
group.  A blood  pressure  reading  of  160  mm.  or 
higher  was  obtained  in  seven  cases  of  the  cancer 
group  and  in  14  cases  of  the  control  group. 

Tabulation  of  the  diastolic  blood  pressure 
(Table  2,  Fig.  2)  showed  an  even  greater  pre- 
ponderance of  relatively  low  blood  pressure  in 
cancer.  A diastolic  blood  pressure  of  90  mm.  or 
higher  occurred  six  times  out  of  68  cases  of  cancer 
(9  per  cent)  and  21  times  in  68  control  cases  (31 
per  cent).  In  the  men  diastolic  blood  pressure 
of  90  mm.  or  higher  was  found  in  five  out  of  35 


cases  of  cancer  and  in  13  out  of  35  control  cases. 
In  women  diastolic  blood  pressure  of  90  mm.  or 
higher  was  observed  once  in  33  cases  of  cancer 
and  eight  times  in  33  control  cases.  In  cancer 
a diastolic  blood  pressure  higher  than  110  mm. 
was  not  observed  at  all  while  it  occurred  in  three 
(all  men)  of  the  control  group. 

Cancer  and  Coronary  Disease 

Similar  to  the  relative  infrequency  of  hyperten- 
sion is  the  relative  infrequency  of  coronary  disease 
in  cancer.  In  the  cases  of  cancer  which  are  under 
discussion  here,  coronary  disease  appears  in  the 
history  of  two  patients  (one  man  and  one 
woman),  while  in  the  control  group  it  appears  13 
times  (11  men  and  two  women). 

Comment 

It  appears  that  such  cardiovascular  diseases  as 
arterial  hypertension  and  coronary  disease 
occur  in  a frequency  which  is  considerably  smaller 
in  cancer  than  in  the  control  group.  In  other 
words,  it  appears  that  cancer  is  negatively  asso- 
ciated with  cardiovascular  diseases.  In  support 
of  this  finding  the  following  experimental  and 
statistical  observations  can  be  cited. 

A cystine-poor  diet  protects  mice  from  the 
development  of  induced  leukemia  (it  occurred  in 
10  per  cent  of  the  animals)  but  is  associated  with 
frequent  occurrence  of  sclerosis  of  the  aorta  (in 
80  per  cent  of  the  animals).  A high  cystine  diet 
on  the  other  hand  affords  no  protection  from 
leukemia  (it  occurred  in  90  per  cent  of  the 
animals),  but  sclerosis  of  the  aorta  is  absent.1 
Attention  is  called  to  the  fact  that  induced  leu- 
kemia in  animals  is  a condition  closely  related  to 
neoplasms. 

The  negative  association  between  cancer  and 
cardiovascular  diseases  described  in  this  paper 
was  found  when  patients,  representing  the  varied 
diseases  occurring  in  practice,  were  used  as  con- 
trols. It  is  noteworthy  that  the  negative  asso- 
ciation between  cancer  and  cardiovascular  disease 
is  found  also  when  the  control  group  consists  of 
cases  of  diabetes,  syphilis,  and  tuberculosis 
exclusively.2 

When  an  interpretation  is  attempted,  the  first 
thought  is  that  lowering  of  the  blood  pressure 
level  may  be  caused  in  cancer  by  the  character- 
istic malnutrition  (cachexia).  Such  a theory 
would  be  unsatisfactory  because  it  would  not  add 
to  the  understanding  of  the  mechanism  which 
leads  to  low  blood  pressure  in  cancer.  It  would 
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CANCER 


CONTROL 


CANCER 


CONTROL 


□ — All  cases 

G3 — Blood  pressure  140  mm.  or  more 

Fig.  1. 


□ — All  cases 

— Blood  pressure  90  mm.  or  more 

Fig.  2. 


TABLE  1. — Number  of  Cancer  Patients  with  Hypertension  (Systolic) 


Cancer > . Control 

Systolic  Blood  Pressure  (Mm.)  Systolic  Blood  Pressure  (Mm.) 


Less 

100 

120 

140 

160 

180 

Less 

100 

120 

140 

160 

180 

than 

to 

to 

to 

to 

and 

than 

to 

to 

to 

to 

and 

Age  (Years) 

100 

119 

139 

159 

179 

up 

100 

119 

139 

159 

179 

up 

From 

To 

Male 

Male 

30 

39 

1 

1 

40 

49 

'i 

3 

2 

2 

2 

1 

" 1 

50 

59 

5 

7 

3 

’ i 

2 

6 

6 

1 

’ 1 

60 

69 

‘i 

1 

2 

1 

i 

2 

2 

2 

1 

2 

1 

70  and  up 

1 

3 

1 

1 

2 

Total 

2 
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merely  substitute  one  unknown  for  another,  and 
it  is  contradicted  also  by  actual  observations. 
These  show  that  in  individuals  in  whom  blood 
pressure  readings  were  obtained  throughout 
years,  blood  pressure  readings  low  in  relationship 
to  the  age  of  the  patient  were  found  several  years 
prior  to  the  appearance  of  cancer. 

Case  1. — A.  H.  died  from  cancer  of  the  prostate  at 
the  age  of  fifty.  At  the  age  of  forty-three,  his  blood 
pressure  was  110/60  mm.,  and  at  the  age  of  forty-six 
the  blood  pressure  was  104/70  mm. 

Case  2. — G.  W.  had  cancer  of  the  rectum,  dis- 
covered at  the  age  of  fifty-nine.  Blood  pressure  at 
that  time  was  120/70  mm.  At  the  age  of  fifty-six, 
his  blood  pressure  was  104/50  mm. 

Case  3. — A.  H.  had  cancer  of  the  pancreas,  dis- 
covered at  the  age  of  sixty-two.  At  that  time  the 
blood  pressure  was  140/80  mm.  At  the  age  of  fifty- 
nine  the  blood  pressure  was  88/60  mm. 

Case  4- — S.  F.  had  gastric  cancer  discovered  at  the 
age  of  one  hundred  one.  Blood  pressure  at  the  age 
of  ninety-eight  was  130/70  mm. 

Case  5. — B.  S.  was  found  to  have  lung  cancer  at 
the  age  of  seventy-four.  Blood  pressure  at  that 
time  was  150/80  mm.  At  the  age  of  sixty-four  the 
blood  pressure  was  126/74  mm. 

In  several  cases  simultaneously  with  progres- 
sion of  cancer  or  after  palliative  surgical  opera- 
tion the  blood  pressure  even  increased. 

Case  6. — N.  K.  noted  the  first  symptoms  of  pan- 
creatic cancer  at  the  age  of  fifty-four.  At  that  time 
body  weight  was  176  pounds,  blood  pressure  142/100 
mm.  At  the  age  of  fifty-six  in  a worse  condition, 
the  weight  was  164  pounds  and  blood  pressure  158/- 
100  mm. 

Case  7. — E.  L.,  age  sixty-seven,  had  a retroperi- 
toneal sarcoma.  Blood  pressure  before  surgical 
exploration  was  138/80  mm.  Five  days  after 
laparotomy  the  blood  pressure  was  170/90  mm. 

Case  8. — E.  B.,  age  forty-eight,  had  cancer  of  the 
breast.  Body  weight  was  125  pounds.  Blood  pres- 
sure was  120/80  mm.  Three  months  following 
mastectomy  and  at  the  time  of  discovery  of  lung 
metastases,  the  weight  was  117  pounds  and  blood 
pressure  was  160/90  mm. 


Another  explanation  which  may  be  advanced 
is  that  hypertension  and  coronary  disease  is 
relatively  rare  in  cancer  because  cancer  causes 
death  before  elevated  blood  pressure  and  coronary 
disease  could  have  developed.  There  is  no 
evidence  to  support  the  inference  that  cancer 
develops  at  an  earlier  age  than  hypertension  and 
coronary  disease.  In  fact,  according  to  recent 
statistical  evaluation  of  obituaries  of  physicians 
published  in  the  Journal  of  the  American  Medical 
Association  in  1948,  the  average  ages  at 
death  were  sixty-five  and  six-tenths  years  for 
coronary  occlusion  and  sixty-seven  and  four- 
tenths  for  cancer  and  other  malignant  tumors. 
The  implication  that  death  from  cancer  occurs 
at  an  earlier  age  than  from  cardiovascular  dis- 
eases is  further  invalidated  by  the  method  which 
is  here  applied  in  selecting  controls.  They  repre- 
sent age  groups  identical  to  those  found  in  cancer. 

It  seems  that  one  must  look  in  another  direction 
for  an  answer  to  the  question  here  raised.  A 
working  hypothesis  which  offers  an  explanation 
of  this  and  other  problems  of  cancer  will  be  the 
subject  matter  of  another  paper. 

If  the  observations  which  are  here  described 
are  confirmed  on  large  material,  it  appears  that 
it  will  be  possible  to  use  arterial  hypertension 
and  coronary  disease  as  a differential  diagnostic 
sign  inasmuch  as  the  presencq,of  one  or  the  other 
of  these  diseases  in  doubtful  cases  would  seem  to 
make  the  occurrence  of  cancer  improbable. 

Summary 

1.  Systolic  and  diastolic  blood  pressures  are 
relatively  low,  and  hypertension  is  infrequent  in 
cancer. 

2.  Coronary  disease  is  infrequent  in  cancer. 
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STATE  DEATH  RATE  DROPS  TO  10.8,  A RECORD  LOW 


The  State  Health  Department  has  reported  that 
there  were  fewer  deaths  from  most  of  the  leading 
causes  of  death,  especially  heart  disease,  pneumonia, 
tuberculosis  and  nephritis,  during  the  first  six  months 
of  this  year,  as  compared  with  corresponding  period 
last  year. 

The  total  death  rate  was  10.8,  lowest  ever  ex- 
perienced in  the  State. 

New  low  records  were  established  by  infant 
mortality,  twenty-seven  deaths  to  1,000  live  births, 


and  maternal  mortality,  eight  deaths  to  10,000  liver 
and  stillbirths. 

During  the  first  six  months  of  the  present  year, 
150,000  births  were  recorded  in  New  York  State, 
which  was  more  than  in  the  corresponding  months 
of  any  previous  year,  except  1947,  when  the  number 
was  greater  by  19,000.  The  birth  rate  for  January 
to  June,  1949,  was  20.5  per  1,000  population,  and, 
except  for  1947,  the  highest  in  a quarter  of  a cen- 
tury.— Herald  Tribune,  August  29,  1949 


CLINICOPATHOLOGIC  CONFERENCES 

Fourth  Medical  Division  of  Bellevue  Hospital,  New  York  City 

Date:  December  8,  1948 

Conducted  by:  Maurice  Goodgold,  M.D. 

Mediastinal  Cystic  Necrosis  of  the  Aorta  and  Dissecting  Aneurysm  with 
Rupture  into  the  Pericardial  Sac 


THIS  is  the  history  of  a thirty-nine-year-old 
Negro  woman  who  was  admitted  to  Bellevue 
Hospital  November  2, 1948.  At  the  time  of  her  ad- 
mission, she  complained  of  pain  in  the  abdomen  and 
chest  which  persisted  for  three  days.  Her  illness 
was  manifested  by  a sharp  precordial  pain  imme- 
diately following  a period  of  military  drilling. 
There  was  no  radiation  of  the  pain  to  either  her 
back  or  arms.  However,  marked  weakness  and 
fatigue  were  associated  with  the  pain.  Shortly 
afterward,  abdominal  discomfort  was  noted. 
Subsequently,  the  pain  became  localized  in  the 
right  upper  quadrant  of  the  abdomen.  The 
patient  attended  various  clinics  in  connection 
with  her  complaint  but  was  told  there  was 
nothing  wrong.  Nevertheless,  the  pain  became 
progressively  worse  and  was  aggravated  by 
respiration.  On  the  third  day  of  her  illness,  the 
pain  in  the  right  upper  quadrant  of  the  abdomen 
became  increasingly  severe  and  radiated  to  the 
right  costovertebral  angle.  The  patient  con- 
sulted her  local  physician  who  administered  100 
mg.  of  Demerol  by  hypodermic  injection.  Im- 
mediately thereafter,  she  became  nauseated  and 
vomited.  In  the  act  of  vomiting,  she  was  seized 
with  a severe,  crushing,  suffocating  pain  in  her 
chest  associated  with  marked  dyspnea.  Imme- 
diate hospitalization  was  advised. 

The  history  of  the  patient  also  reveals  she  had 
hypertension  for  a number  of  years.  Her  sys- 
tolic blood  pressure  varied  from  180  to  160  mm. 
and  her  diastolic  blood  pressure  from  130  to  120 
mm.  She  had  no  history  of  any  previous  chest 
pain  or  anginal  syndrome.  Neither  did  she 
have  any  history  of  congestive  heart  failure  as 
manifested  by  dyspnea,  orthopnea,  paroxysmal 
nocturnal  dyspnea,  or  edema.  However,  she 
was  treated  for  persistent  headaches.  She  lost 
ten  pounds  in  approximately  three  months. 

She  had  no  chills,  fever,  or  night  sweats.  She 
did,  however,  have  a chronic  cough  and  brought 
up  small  amounts  of  yellowish-green  sputum 
daily.  During  the  first  few  days  of  her  illness, 
she  coughed  up  approximately  a teaspoonful 
of  blood  daily.  She  was  also  afflicted  with 
tuberculosis  about  ten  years  prior  to  her  present 
illness  and  was  confined  to  a tuberculosis  hos- 


pital, from  which  she  was  discharged  as  an 
arrested  case  after  treatment  extending  over  a 
period  of  fourteen  months. 

The  patient  suffered  from  chronic  constipa- 
tion. Prior  to  her  admission,  she  had  no  bowel 
movements  for  two  days.  The  use  of  a saline 
cathartic  to  overcome  her  constipation  brought 
about  blood  streaks  in  the  stool.  Her  record, 
however,  is  devoid  of  any  bloody  or  tarry  stools 
on  other  occasions. 

Her  menstrual  history  reveals  the  patient  to 
have  had  regular  periods  and  normal  flow.  Her 
last  period  occurred  one  week  prior  to  her  admis- 
sion. She  was  gravida  II  Para  1.  A therapeutic 
abortion  was  performed  one  year  prior  to  her 
admission  because  of  her  hypertensive  condition. 

While  the  patient  was  under  examination  in 
the  admitting  office,  she  showed  no  symptoms 
of  acute  distress.  Subsequently,  however,  on 
examination  in  the  medical  wards,  she  was  found 
to  be  cold,  clammy,  sweating  profusely,  and  in  a 
semicomatose  state.  Her  temperature  was  101 
F.,  and  her  blood  pressure  was  unobtainable. 
The  pulse  was  barely  perceptible.  The  heart 
rate  was  rapid,  and  the  sounds  were  distant. 
The  abdomen  was  slightly  tender. 

Laboratory  data  on  admission  revealed  the 
urine  to  be  yellow  in  color  with  a specific  gravity 
of  1.020,  a pH  of  4.0,  and  one  plus  albumin. 
The  urine  contained  no  sugar,  and  there  were  one 
to  three  white  blood  cells  but  no  red  blood  cells 
per  high  power  field  on  microscopic  examination. 
The  hemoglobin  was  13  Gm.;  red  blood  count 
was  4,820,000;  white  blood  count  was  6,500 
with  10  per  cent  band  forms,  57  per  cent  poly- 
morphonuclears,  32  per  cent  lymphocytes,  and 
1 per  cent  eosinophils.  The  electrocardiogram 
showed  a Q3,  T3  pattern  without  an  Si.  There 
was  an  inverted  T in  V!.  The  unipolar  limb  leads 
were  normal. 

Fifteen  hundred  cubic  centimeters  of  plasma 
were  administered  intravenously  during  a 
period  of  a few  hours.  Morphine  and  nasal 
oxygen  were  also  given.  The  patient  responded 
to  this  therapy.  Her  blood  pressure  rose  to 
120/50,  and  her  pulse  became  fully  perceptible 
but  remained  rapid.  Surgical  consultation  was 
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obtained.  The  consultant  stated  that  her  pa- 
thology could  be  explained  on  the  basis  of  some 
gynecologic  condition.  However,  this  opinion 
was  not  supported  by  further  consultations  with 
the  gynecologic  service.  Examination  of  the 
patient  by  the  latter  service  showed  that  she  had 
deep  tenderness  in  the  lower  abdomen  and  a 
tender  palpable  right  ovary.  There  was  no 
mass  in  the  cul-de-sac. 

On  the  following  day  the  laboratory  data  were 
as  follows:  red  cells  3,670,000,  white  cells  12,750 
with  4 per  cent  band  forms,  70  per  cent  poly- 
morphonuclears,  25  per  cent  lymphocytes,  and 
1 per  cent  monocytes;  erythrocyte  sedimentation 
rate  80  mm.  per  hour;  serum  amylase  184  units. 
The  blood  Wassermann  reaction  was  negative. 
A portable  x-ray  of  the  chest  revealed  the  pres- 
ence of  an  enlarged  heart.  Free  fluid  or  pneu- 
mothorax was  not  noted. 

The  patient  appeared  comfortable.  The  blood 
pressure  was  120/80;  the  pulse  was  180  per 
minute  and  regular;  the  respirations  were  16 
per  minute,  and  the  temperature  was  102.8  F. 
The  head  was  normal.  Examination  of  the 
eyes  revealed  the  sclerae  to  be  clear.  The  pupils 
were  round,  regular,  and  equal  and  reacted  well 
to  light  and  accommodation.  The  extraocular 
muscles  were  normal  as  were  the  fundi.  The 
pharynx  was  injected,  and  the  tonsils  were  en- 
larged and  inflamed.  The  neck  was  supple;  the 
trachea  was  in  midline,  and  the  thyroid  was 
normal.  The  breasts  were  normal.  Examina- 
tion of  the  lungs  revealed  diminished  breath 
sounds  at  the  right  base  where  rhonchi  and  post- 
tussis  rales  were  heard.  There  was  suggestive 
bronchial  breathing  over  the  right  midlung  field. 
Occasional  fine  crepitant  rales  were  heard  at  the 
left  base  posterior.  The  heart  was  enlarged, 
and  the  point  of  maximum  impulse  was  felt  at 
the  sixth  intercostal  space  at  the  anterior  axillary 
line.  No  thrills  were  felt,  and  the  rhythm  was 
regular.  The  heart  sounds  were  of  good  quality. 
The  second  pulmonic  sound  was  tambour-like 
in  quality  and  was  greater  than  the  second 
aortic  sound".  No  murmurs  were  heard.  The 
abdomen  was  slightly  distended.  There  was 
deep  and  rebound  tenderness  in  the  right  upper 
quadrant  of  the  abdomen.  The  liver,  spleen, 
and  kidneys  were  not  palpable.  The  bowel  sounds 
were  present.  There  was  marked  right  costo- 
vertebral angle  tenderness.  There  was  no  edema 
of  the  extremities.  The  dorsalis  pedis  pulsations 
were  normal,  and  neither  a Homans  nor  a Moses 
sign  could  be  elicited. 

There  was  no  change  in  the  patient’s  condition 
during  the  next  few  days  except  for  a drop  in  the 
temperature  to  normal  on  the  fourth  day  of 
hospitalization.  On  the  morning  of  the  fifth 
day,  the  patient  menstruated.  No  clots  were 


noted.  The  abdominal  pain  persisted  but  was 
not  as  marked  as  on  previous  days.  A second 
gynecologic  consultation  was  had.  Tenderness 
was  found  in  the  right  upper  quadrant  of  the 
abdomen  and  at  McBurney’s  point.  No  distinct 
masses  could  be  felt.  Pelvic  examination  re- 
vealed blood  oozing  from  the  cervical  canal. 
No  erosion  was  seen.  The  cervix  was  smooth, 
firm,  and  slightly  tender.  There  was  a tender 
mass  present  close  to  the  right  cornu  of  the  uterus. 
This  was  felt  halfway  up  to  the  umbilicus  but 
could  not  be  outlined  distinctly.  The  left  side 
was  negative.  Surgery  was  considered,  but  be- 
fore any  steps  could  be  taken  the  patient  had  a 
mild  paroxysm  of  cough.  She  sat  up  in  bed  and 
had  convulsions;  opisthotonos  was  noted,  and 
she  died  suddenly.  There  was  no  terminal 
episode  of  hemoptysis.  Postmortem  physical 
examination  revealed  the  presence  of  an  enlarged 
tense  abdomen. 

Discussion 

Dr.  Arnold  Koffler:  The  diagnostic  prob- 
lem presented  by  this  case  is  extremely  compli- 
cated. The  symptoms  presented  in  the  protocol 
may  be  divided  into  those  referable  to  the  chest 
and  to  those  chiefly  abdominal.  The  only  com- 
mon ground  on  which  we  will  try  to  make  a sim- 
ple diagnosis  to  fit  these  two  groups  of  symptoms 
is  on  the  basis  of  hypertensive  cardiovascular 
disease.  We  know  this  patient  has  had  hyper- 
tension for  a number  of  years,  and  we  also  know 
she  did  something  very  ill-advised.  She  did 
some  drilling,  however  extensive  that  may  have 
been,  and,  immediately  following  this,  had  an 
episode  of  pain  in  the  chest.  The  natural  thing 
to  infer  from  this  is  that  she  had  a coronary 
thrombosis  with  or  without  myocardial  infarc- 
tion. This  apparently  was  not  too  severe  in 
character.  Evidently  she  had  been  able  to  be  up 
and  about  and  visited  clinics  because  of  the  pain 
which  appeared  originally  in  the  chest  and  sub- 
sequently in  the  abdomen.  The  principal  com- 
plaint, however,  was  of  pain  in  the  right  upper 
quadrant.  There  were  no  associated  gastro- 
intestinal symptoms. 

Following  her  rounds  of  private  doctors  and 
clinics,  she  had  another  episode  which  followed 
the  administration  of  Demerol.  Demerol  may 
make  one  vomit.  However,  that  was  not  the 
reason  for  the  excruciating  pain  in  the  chest. 
This  apparently  frightened  the  doctor,  and  he 
sent  her  to  the  hospital.  When  she  was  ad- 
mitted to  the  ward,  the  symptoms  were  not  lim- 
ited to  the  chest,  but  were  in  the  abdomen 
chiefly. 

Our  first  differential  diagnosis  is  whether  or  not 
this  person  had  a coronary  thrombosis.  She 
may  have  had  an  attack  of  angina  at  first,  as 
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that  pain  was  not  too  severe.  The  subsequent 
pain  was  excruciating  in  character,  and,  there- 
fore, she  was  admitted  to  the  hospital.  Follow- 
ing her  history  in  the  ward,  we  find  that  at  no 
time  was  there  any  characteristic  radiation  of  the 
pain.  While  she  had  some  temperature,  she 
had  no  leukocytosis,  and  the  electrocardiographic 
pattern  described  here  certainly  was  not  char- 
acteristic of  an  acute  episode.  She  had  the  so- 
called  “Q3,  T3”  pattern  which  may  be  present 
in  hypertension  without  any  coronary  thrombo- 
sis. She  had  an  upright  Ti  and  a slightly  in- 
verted T2  which  might  have  been  part  of  this 
picture  and  predated  this  episode.  Certainly 
this  is  not  the  picture  of  an  acute  coronary 
thrombosis. 

Another  possibility,  in  view  of  our  experience 
in  recent  years  in  thromboembolic  phenomena,  is 
pulmonary  embolism.  The  “Q3,  T3”  pattern 
is  the  type  of  electrocardiogram  you  expect  to 
find,  but  there  should  have  been  a deep  S in 
lead  I which  is  not  present  in  this  case.  How- 
ever, I do  not  think  you  can  completely  dismiss 
this  possibility  because  the  findings  in  pulmonary 
infarction  are  often  very  transient. 

Upon  admission  to  the  hospital  the  severe  pain 
in  the  patient’s  chest  had  subsided,  and  she  was 
relatively  comfortable  in  the  admitting  office. 
Between  the  time  she  was  admitted  and  the  time 
she  arrived  on  the  ward,  something  happened 
which  threw  her  into  acute  shock.  Her  pulse 
was  imperceptible.  She  was  cold  and  clammy. 

I will  try  to  analyze  the  cause  for  shock  in  this 
case.  Since  the  pain  was  chiefly  in  the  chest,  the 
possibility  of  collapse  from  coronary  thrombosis 
must  be  considered.  In  spite  of  the  electro- 
cardiographic findings,  this  cannot  be  com- 
pletely dismissed. 

It  is  also  possible  that  the  cause  of  the  persistent 
abdominal  pain  produced  shock.  Analyzing 
this,  I have  considered  first  the  possibility  of 
acute  pancreatitis.  This  will  produce  severe 
pain  in  the  abdomen,  sometimes  radiating  to  the 
right  upper  quadrant,  and  give  a picture  of  shock. 
However,  there  is  insufficient  data  to  make  that 
diagnosis.  There  does  not  appear  to  have  been 
enough  rigidity  and  peritoneal  irritation.  There 
seems  to  have  been  some  retroperitoneal  irrita- 
tion as  evidenced  by  the  location  of  pain  in  the 
costovertebral  region.  The  amylase  was  prob- 
ably in  the  upper  normal  limits. 

Surgical  consultants  bear  me  out  that  this 
was  not  a sufficiently  acute  abdominal  con- 
dition to  warrant  operation.  There  are  other 
conditions  that  might  have  produced  shock  in 
this  case.  The  possibility  of  a ruptured  viscus, 
such  as  is  caused  by  a peptic  ulcer  or  an  in- 
flamed gallbladder,  is  to  be  considered.  I think 
we  have  the  feeling  that  the  pain  was  never  suf- 


ficiently severe  nor  the  rigidity  in  the  abdomen 
too  marked  to  warrant  these  diagnoses. 

Hemorrhage  is  still  another  cause  for  shock. 
In  this  case  two  possibilities  are  to  be  considered. 
First  there  is  the  picture  of  a complicated  ectopic 
pregnancy  and  rupture.  The  gynecologist  found 
some  tenderness  in  the  right  ovary.  However, 
we  must  also  consider  that  there  may  have  been 
tenderness  in  the  right  fallopian  tube.  In 
addition,  she  also  had  an  abnormal  menstrual 
period,  and  a mass  was  located  near  the  right 
cornu  of  the  uterus  at  that  time.  However,  the 
cervix  was  found  to  be  normal. 

A diagnosis  which  best  fits  the  picture  of 
chest  pain,  known  hypertensive  disease,  abdom- 
inal pain,  and  hemorrhage  is  dissecting  aneurysm 
with  hemorrhage.  The  patient  had  excruciating 
pain  in  her  chest  and  abdominal  symptoms. 
I believe  this  patient  had  a dissecting  aneurysm 
on  a hypertensive  arteriosclerotic  basis  with 
rupture  and  hemorrhage  and  a final  episode  with 
convulsive  seizures.  The  neurologic  signs  of  the 
cerebral  type  are  not  uncommon  in  dissecting 
aneurysms. 

The  possibility  of  coronary  disease  must  be 
ruled  out,  and  if  there  are  any  pulmonary  in- 
farctions, the  original  site  is  obscure.  The  ex- 
tremities were  normal.  There  is  the  possibility 
of  pulmonary  infarction  arising  from  the  pelvic 
veins  or  from  within  the  heart.  There  is  also 
the  possibility  of  paradoxical  embolus  with  the 
production  of  pulmonary  infarction.  However, 
I think  the  entire  picture  fits  best  with  the  diag- 
nosis of  hypertensive  cardiovascular  disease  with 
dissecting  aneurysm  and  rupture. 

Dr.  Elliot  Hochstein:  I have  made  diag- 
nosis of  dissecting  aneurysm  on  the  basis  of 
hypertension.  This  is  a young  woman,  thirty- 
nine  years  old,  who  had  precordial  pain  and  pain 
in  the  abdomen  with  radiation  to  the  back.  She 
then  developed  evidence  of  a mass  in  the  abdo- 
men. Masses  in  the  abdomen  are  not  infre- 
quently present  in  dissecting  aneurysm.  A prior 
case  of  dissecting  aneurysm  had  an  episode  of 
excruciating  epigastric  pain  and  then  died  within 
two  or  three  days.  His  method  of  death  was 
similar  in  that  it  was  sudden  and  simulated  a 
hemorrhage.  There  is  evidence  of  some  massive 
hemorrhage  taking  place  in  this  woman.  The 
cerebral  manifestation  is  also  due  to  hemorrhage 
and  the  marked  deficiency  in  cardiac  output. 
When  one  looks  at  the  x-ray,  there  is  a sign 
which  is  supposed  to  be  characteristic  of  dissect- 
ing aneurysm.  One  is  likely  to  see  a double 
aortic  shadow,  but  this  is  not  here.  However, 
there  is  a marked  dilatation  of  the  ascending 
aorta.  There  was  a drop  in  the  red  blood  count, 
an  elevation  in  the  white  blood  count,  and  an 
increased  sedimentation  rate.  I think  the  other 
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possibilities  to  be  mentioned  again  are  coronary 
artery  disease  with  multiple  occlusions  and  a 
pulmonary  embolism  with  thrombophlebitis  on 
the  periphery.  However,  there  is  no  evidence 
of  peripheral  thrombophlebitis,  and  the  whole 
picture,  as  Dr.  Koffler  presents  it,  fits  in  best 
with  dissecting  aneurysm. 

Dr.  Marvin  Kuschner,  ( Pathologist ) : When 
we  opened  the  chest  cavity,  the  pericardial  bulge 
occupied  almost  one  third  the  diameter  of  the 
chest.  The  pericardial  sac  contained  1,500  cc. 
of  clotted  and  liquid  blood.  Just  above  the 
sinuses  of  Valsalva,  there  was  a 1-cm.  tear  in  the 
intima  of  the  aorta.  This  was  apparently  the 
site  of  origin  of  a dissection  of  the  aorta  which 
had  extended  down  to  the  renal  arteries  and  had 
apparently  somewhat  compressed  and  narrowed 
the  lumen  of  the  right  renal  artery.  The  dis- 
section involved,  then,  the  entire  aorta  from  the 
supravalvular  portion  to  the  renal  arteries,  a 
double  aorta  being  found.  In  the  dissected  por- 
tion there  were  large  antemortem  thrombi  which 
indicated  to  us  that  the  dissection  was  not  a 
terminal  event  but  was  of  some  duration  con- 
sistent with  the  patient’s  course  following  the 
initial  episode.  The  aneurysm  had  ruptured 
through  the  adventitia  in  the  intrapericardial 
portion  of  the  aorta  with  subsequent  hemoperi- 
cardium. 


Microscopically,  at  the  edge  of  the  area  of  dis- 
section, one  sees  the  typical  areas  of  cystic  de- 
generation of  medial  necrosis  of  the  aorta  which 
is  the  basis  of  the  vast  majority  of  cases  of  aortic 
dissection. 

Looking  at  the  heart,  we  have  evidence  that 
some  leakage  into  the  pericardium  occurred 
before  death.  There  is  a mild  pericarditis  with 
flakes  of  fibrin  on  the  epicardial  surface  and 
numerous  lymphocytes  and  plasma  cells  in  the 
subepicardial  fat.  A second,  more  massive 
hemorrhage  may  well  have  been  the  terminal 
episode  in  view  of  the  nature  and  amount  of  blood 
in  the  pericardial  sac.  The  moderate  degree  of 
myocardial  hypertrophy  is  consistent  with  the 
history  of  hypertension. 

In  the  right  lung  there  were  several  subapical 
fibrocaseous  tuberculous  foci,  well  walled-off,  and 
not  in  communication  with  the  bronchi. 

We  are  hard  put  to  explain  the  mass  in  the 
abdomen  palpated  during  life.  There  was  no 
evidence  of  hemorrhage  in  the  abdomen,  retro- 
peritoneal or  intraperitoneal.  There  was  a cor- 
pus hemorrhagicum  in  the  ovary  and  a small, 
2-cm.  fibromyoma  of  the  uterus  which  I am  sure 
was  not  the  abdominal  mass  palpated. 

Our  final  diagnosis  was  medial  cystic  necrosis 
of  the  aorta  and  dissecting  aneurysm  with  rup- 
ture into  the  pericardial  sac. 


PHYSICIANS’  LETTER  EXCHANGE 

To  the  Editors:  The  United  Nations  Council  of 
Philadelphia  has  been  working  for  some  time  on  the 
promotion  of  international  friendships  by  a Letter 
Exchange  between  America  and  the  other  countries 
of  the  world.  There  has  been  a tremendous  re- 
sponse from  people  in  all  walks  of  life  and  we  feel 
sure  that  professional  men,  and  physicians  in 
particular,  could  help  tremendously  by  exchanging 
ideas  with  foreign  colleagues. 

American  physicans,  returning  from  abroad,  tell 
of  many  discouraging  conditions — lack  of  sufficient 
drugs  and  equipment  and,  most  important,  ignor- 
ance of  the  advances  in  various  fields  of  medicine 
during  the  past  ten  years.  Foreign  physicians  are 
eager  for  correspondence  with  American  col- 
leagues. A British  physician  writes  that  he  is 
anxious  to  “exchange  views  with  an  un-nationalized 


doctor.”  We  have  just  received  lists  of  hundreds 
of  Japanese  medical  men  and  students  interested  in 
discussing  all  branches  of  medicine.  What  better 
method  of  establishing  international  friendships 
than  by  exchanging  ideas  and  discussing  conditions 
with  a foreign  friend? 

A physician  can  help  by  writing  to  one  foreign 
physician.  Each  correspondent  will  be  matched 
according  to  age,  background,  and,  as  near  as  pos- 
sible, field  of  medicine.  The  foreign  letters  will  be 
translated  whenever  necessary. 

Letters  should  be  addressed  to:  Letters  Abroad, 
United  Nations  Council  of  Philadelphia,  1411  Wal- 
nut Street,  Philadelphia  3. 

G.  Alison  Raymond 
Publicity  Director 

Philadelphia — Modern  Medicine,  August  1,  1949 
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VITAMIN  B12  EFFECTIVE  IN  PERNICIOUS  ANEMIA  WITH  COMBINED 
SYSTEM  DISEASE  AND  LIVER  SENSITIVITY 

Marie  Y.  Murray,  M.D.,  and  Simon  Propp,  M.D.,  Albany,  New  York 

(From  the  Department  of  Medicine,  Albany  Medical  College ) 


CENSITIVITY  to  liver  extract  in  patients  with 
^ pernicious  anemia  occurs  with  sufficient  fre- 
quency to  be  a serious  medical  problem.  Schwartz 
and  Legere,  reporting  on  396  cases  of  pernicious 
anemia  treated  with  liver  extract  injections,  found 
evidence  of  sensitivity  in  17  per  cent.1  They  felt 
that  with  replacement  of  liver  by  synthetic  prepara- 
tions (oral  folic  acid)  and  with  the  use  of  oral  anti- 
histamine drugs  that  the  problem  of  liver  sensitiza- 
tion might  lose  its  significance.  Folic  acid  (synthetic 
pteroylglutamic  acid)  has  already  been  discontinued 
as  a therapeutic  agent  in  the  treatment  of  pernicious 
anemia  due  to  its  failure  to  prevent  combined  sys- 
temic disease.2  Antihistamine  substances,  although 
extremely  valuable,  have  failed  to  control  many  al- 
lergic conditions,  especially  when  of  great  severity. 

Castle  and  Minot  in  discussing  the  etiology  of 
pernicious  anemia  with  respect  to  the  hematologic, 
gastrointestinal,  and  central  nervous  systems  long 
ago  stated  that  “until  the  hematopoietic  principle 
of  liver  is  isolated,  it  will  be  impossible  to  find  by 
therapeutic  test  whether  it  is  also  specific  for  the 
neural  disturbance,  or  whether  multiple  factors, 
either  intrinsic  or  extrinsic,  are  involved.”3  Vita- 
min Bi2,  a crystalline  substance  recently  obtained 
from  liver  extracts  and  found  to  produce  hematolo- 
gic and  neural  remissions  in  pernicious  anemia,  prom- 
ises to  be  the  hematopoietic  principle  postulated 
by  Castle  and  Minot.4-7  The  question  of  crude 
versus  refined  liver  extract  in  the  treatment  of  com- 
bined systemic  disease  may  be  answered.  The  prob- 
lem of  liver  sensitivity  may  now  be  solved  also  by 
the  use  of  this  crystalline  vitamin. 

Berk  and  associates  have  recently  reported  on  the 
effective  treatment  of  a patient  with  pernicious 
anemia  sensitive  to  liver  extract  who  was  treated 
inadequately  with  folic  acid  and  developed  severe 
anemia  and  combined  system  disease.7  Vitamin 
B12  produced  a hematologic  remission  and  rapid  and 
marked  improvement  in  the  neurologic  picture.* 

The  case  herein  reported  is  that  of  a patient  with 
pernicious  anemia  who  developed  severe  sensitivity 
to  liver  extract  and  in  whom  desensitization,  changes 
in  types  and  dosage  of  liver,  and  use  of  substitutes 


• Vitamin  Bu  was  kindly  furnished  by  Merok  and  Com- 
pany, Rahway,  New  Jersey. 


and  antihistamine  substances  failed.  Folic  acid 
maintained  fair,  although  not  perfect,  blood  values, 
but  rapid,  progressive,  combined  system  disease 
threatened  to  incapacitate  the  patient  until  vita- 
min B12  was  administered.  The  rapid  neurologic 
improvement,  cure  of  the  severe  gastroenterologic 
disturbance,  blood  response,  and  relief  from  allergic 
manifestations  which  followed  the  use  of  this  new 
form  of  therapy,  prompt  the  report  of  this  case. 

Case  Report 

The  patient  was  a fifty-seven-year-old  white 
businessman  on  whom  the  diagnosis  of  pernicious 
anemia  was  first  established  in  1932.  At  this  time 
he  received  liver  injections  without  any  difficulty. 
He  first  began  to  develop  reactions  from  beef  liver 
extract  in  1933.  These  allergic  manifestations  con- 
sisted of  symptoms  of  coryza,  lacrimation,  short- 
ness of  breath,  wheezing,  severe  occipital  headache, 
and  nitritoid  reactions  requiring  adrenalin  for  relief. 
Some  reactions  were  of  the  nature  of  anaphylactoid 
shock.  Subsequently,  he  received  pork  liver  ex- 
tract for  one  year  before  allergic  symptoms  recur- 
red. Following  this,  he  was  tried  on  various  types 
of  preparations  of  liver  but  was  found  to  be  sensitive 
to  all  of  them.  During  this  time  also  he  had  had 
several  relapses  because  of  inadequate  therapy. 

This  patient  has  been  treated  by  the  author 
(M.  Y.  M.)  since  1945.  Attempts  were  made  to 
maintain  him  on  Ventriculin,  Extralin,  and  Lilly’s 
concentrated  liver  extract  by  mouth  without  suc- 
cess. An  effort  was  also  made  to  desensitize  him 
by  administering  increasing  amounts  of  1 : 100  dilu- 
tion of  Squibb  (15  unit  per  cc.)  liver  extract,  then 
1:10  dilution,  and  finally  the  undiluted  extract. 
There  was  no  reaction  until  a dose  of  0.4  cc.  of  the 
latter  was  given.  Following  this  he  developed  de- 
layed type  of  reactions,  one-half  to  one  hour  after 
injection,  characterized  by  coryza  and  occipital 
headache  and  occasionally  accompanied  by  nausea 
and  vomiting.  The  dose  was  decreased  to  0.25  cc., 
and  he  was  also  put  on  Benadryl,  50  mg.  three  times 
a day.  This  was  later  changed  to  Pyribenzamine, 
50  mg.  three  times  a day,  and  he  got  along  quite 
well  with  only  an  occasional  mild  reaction  for  seven 
months. 

The  patient  became  restive  on  this  regime,  and  at 
his  insistence,  in  December,  1946,  he  was  placed  on 
folic  acid,  15  mg.  daily  by  mouth.  The  dosage  was 
later  increased  to  40  mg.  daily  and  supplemented 
finally  in  July  and  August,  1948,  by  raw  liver  and 
concentrated  liver  extract  by  mouth  daily.  From 
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December,  1947,  he  lost  weight  gradually  from  147 
to  132  pounds.  Hemoglobin  values  were  main- 
tained between  13  and  14.5  Gm.  per  100  cc.,  and  red 
blood  cells  were  3,110,000  to  4,250,000  per  cu.  mm. 
Evidence  of  macrocytosis  persisted,  and  there  was 
fairly  marked  poikilocytosis  and  anisocytosis.  Dur- 
ing this  period  he  continued  to  work  and  did  not 
complain  of  feeling  badly  in  general. 

His  appetite  began  to  fail  in  April,  1948,  and  he 
had  considerable  epigastric  distress.  A gastro- 
intestinal series  done  in  June,  1948,  was  reported 
normal.  Occasionally  he  complained  of  slight 
numbness  in  his  legs  but  had  no  difficulty  in  walking. 
Physical  examination  in  June,  1948,  revealed  a 
beefy  red,  fissured  tongue  and  abnormal  neurologic 
findings  of  sluggish  knee  and  ankle  jerks  and  mark- 
edly diminished  vibration  sense  in  the  lower  extremi- 
ties. 

On  August  15,  he  developed  an  abscessed  tooth, 
and  five  days  later,  in  the  afternoon  he  had  an  epi- 
sode of  faintness  with  a severe  occipital  headache 
lasting  for  one-half  hour.  Following  this  he  began 
to  complain  of  numbness  in  his  legs  and  hands  and 
some  slight  staggering  in  walking.  Reflexes  were 
hypoactive  to  absent  in  the  lower  limbs,  and  vibra- 
tion sense  was  absent  in  the  lower  and  diminished  in 
the  upper  extremities.  In  ten  days  the  symptoms 
had  progressed  so  markedly  that  he  could  barely 
walk  around  in  the  house  holding  on  to  objects  and 
was  unable  to  walk  alone.  The  gait  was  very  ataxic. 
He  found  it  extremely  difficult  to  write  and  to  per- 
form fine  movement  with  his  hands.  He  felt  miser- 
able, had  marked  anorexia,  and  complained  of 
severe  numbness  in  his  hands  and  feet.  At  this 
time  the  knee  and  ankle  jerks  were  absent;  vibration 
sense  was  absent  below  the  iliac  crest  and  in  the 
upper  extremities  to  the  shoulder,  and  pinprick  was 
not  felt  in  the  fingers  and  the  lower  extremities  be- 
low the  midcalf.  Both  plantar  responses  were  ex- 
tensor from  the  outer  border.  Position  sense  was 
absent  in  the  great  toes  but  was  present  in  the  ankles, 
knees,  and  fingers.  A feeling  of  numbness  was  pres- 
ent in  both  hands  and  distal  to  both  knees.  The 
Romberg  test  was  positive. 

A complete  blood  count  on  August  30,  1948, 
showed  hemoglobin  14.5  Gm.;  red  blood  cells 
3,810,000  per  cu.  mm;  volume  of  packed  red  blood 
cells  45  per  cent;  mean  corpuscular  volume  117  cubic 
microns;  mean  corpuscular  hemoglobin  38  micro- 
micrograms; mean  corpuscular  hemoglobin  concen- 
tration 32  per  cent;  white  blood  cells  5,600,  seg- 
mented neutrophils  31  per  cent,  band  neutrophils  9 
per  cent,  lymphocytes  51  per  cent,  monocytes  7 per 
cent,  eosinophils  1 per  cent,  basophils  1 per  cent;  and 
reticulocytes  1 per  cent. 

Folic  acid  was  stopped.  On  August  31,  he  was 
started  on  0.3  cc.  of  Squibb’s  liver  extract  (15  units 
per  cc.)  which  was  diluted  1:10  with  physiologic 
saline.  This  was  increased  0.10  cc.  with  each  dose 
up  to  1.0  cc.  This  very  small  amount  of  liver  was 
given  without  difficulty,  but  no  improvement  occur- 
red except  that  the  tongue  was  less  sore  and  red. 
Four  days  later,  vitamin  B12  was  obtained,  and  he 
was  given  5 micrograms  intradermally  to  which 
there  was  no  reaction.  Following  this,  he  received 
5 micrograms  intramuscularly  daily  for  six  days,  10 
micrograms  daily  for  nine  days,  then  5 micrograms 
three  times  weekly,  and  finally  after  the  twelfth 
week,  10  micrograms  once  weekly. 

The  change  in  the  patient  was  remarkable. 
Within  four  days  following  the  use  of  vitamin  B12 
he  felt  much  better  and  was  able  to  walk  three  blocks 
to  the  office  with  some  help.  His  appetite  had  im- 


proved; taste  was  beginning  to  return;  his  tongue 
had  healed  and  was  a normal  pink.  He  had  gained 
three  pounds  in  weight.  Neurologic  examination 
remained  the  same  except  that  pinprick  sensation 
had  returned  in  the  hands  and  was  absent  in  the 
lower  extremities  only  distal  to  the  ankle. 

By  the  seventh  day  following  treatment  the  pa- 
tient was  able  to  walk  to  the  office  without  assistance, 
and  his  gait  was  much  steadier.  However,  there 
was  practically  no  change  in  the  neurologic  examina- 
tion. On  the  tenth  day,  pinprick  perception  had 
returned  to  the  hands  except  for  the  tips  of  the 
index  and  middle  fingers.  Vibration  sense  had  re- 
turned in  the  right  arm  and  was  present  to  the  elbow 
on  the  left.  The  patient  swayed  when  doing  the 
Romberg  test  but  did  not  fall.  He  was  definitely 
less  ataxic. 

By  the  thirteenth  day,  pinprick  recognition  had 
returned  to  the  upper  and  lower  extremities  except 
for  a small  triangular  area  on  the  outer  aspect  of  the 
right  foot.  Vibration  perception  was  present  in  the 
upper  limbs  and  was  felt  in  the  iliac  crests  but  re- 
mained absent  in  the  legs.  The  feeling  of  numbness 
was  less  marked.  The  Romberg  test  showed  a 
little  swaying. 

On  the  twenty-fourth  day  of  treatment,  vibration 
sense  was  first  perceived  in  the  left  patella  and  the 
tibia  but  remained  absent  on  the  right.  Numbness 
was  slight.  Plantar  reflexes  gave  a normal  flexor 
response.  The  knee  jerks  were  more  active,  and  the 
right  ankle  jerk  was  present.  There  was  only  an 
occasional  swaying  in  the  gait,  and  the  Romberg 
test  was  negative. 

By  the  thirty-third  day,  vibration  sense  was 
barely  perceptible  in  the  tibia  and  external  malleolus 
of  each  leg.  Pinprick  perception,  position  sense, 
and  plantar  reflexes  were  normal.  At  this  time  the 
patient  walked  quite  well.  His  appetite  was  good, 
and  he  had  gained  4 pounds  in  weight. 

Reticulocytes  rose  to  9 per  cent  on  the  eighth  day 
following  treatment  with  vitamin  B12.  On  the 
fourteenth  day  the  reticulocyte  count  was  3.2  per 
cent.  The  red  blood  cell  count  was  5,100,000  per 
cu.  mm.  and  hemoglobin  15  Gm.  per  100  cc.  on  the 
twenty-ninth  day. 

On  December  21,  one  hundred  eight  days  after 
therapy  was  started,  a complete  hemogram  showed 
normal  findings.  Hemoglobin  was  15.5  Gm.  per 
100  cc.,  red  blood  cells  5,670,000,  white  blood  cells 
8,840,  volume  of  packed  red  blood  cells  48  per  cent, 
color  index  0.95,  mean  corpuscular  volume  84  cubic 
microns,  mean  corpuscular  hemoglobin  27  micro- 
grams, and  mean  corpuscular  hemoglobin  concen- 
tration 32  per  cent.  At  this  time  the  patient  felt 
well,  had  an  excellent  appetite,  and  weighed  140 
pounds.  There  was  no  further  change  in  the 
neurologic  examination. 

Comment 

It  would  appear  that  folic  acid  therapy,  although 
apparently  well  borne  by  the  patient,  failed  to  pre- 
vent glossitis  and  the  progress  of  serious  gastrointes- 
tinal symptoms.  Although  no  severe  anemia  oc- 
curred, evidence  of  macrocytosis  persisted.  After 
about  one  year  and  a half  of  treatment  with  folic 
acid  signs  of  combined  system  disease  appeared. 
The  neural  changes  remained  minimal  for  two  and 
one-half  months;  then  progression  was  so  rapid  that 
the  patient  became  completely  incapacitated  within  a 
period  of  ten  days.  After  folic  acid  had  been  stopped 
for  four  days  and  small  amounts  of  liver  extract 
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given,  the  glossitis  improved,  but  the  neural 
symptoms  were  unchanged. 

Following  the  administration  of  vitamin  Bl2, 
there  was  dramatic  neurologic  improvement,  and 
the  gastrointestinal  disturbance  was  completely 
relieved.  A reticulocytosis  was  obtained,  and  the 
blood  values  rose  to  normal.  This  improvement 
was  maintained  over  a period  of  one  hundred  eight 
days.  No  sensitivity  to  the  treatment  could  be 
observed. 

The  response  to  vitamin  Bi2  obtained  in  this  pa- 
tient was  certainly  similar  to  that  observed  regularly 
in  the  treatment  of  cases  of  pernicious  anemia  with 
liver  extract.  Although  complete  reversal  of  the 
neural  changes  was  not  obtained,  a return  to  normal 
of  the  disturbances  of  more  recent  onset  was  ef- 
fected.* As  with  liver  extract  therapy,  intensive 
treatment  over  a period  of  many  months  may  be  re- 
quired for  maximal  neurologic  recovery.  Effective- 
ness of  vitamin  B12  in  the  treatment  of  pernicious 
anemia  was  demonstrated  in  this  patient  by  the 
production  of  a state  of  well-being  and  by  relief 
from  the  hematologic,  gastrointestinal,  and  -neural 
disturbances. 

* Dosage  of  vitamin  B12  was  kept  at  a minimum  because  of 
difficulty  in  obtaining  this  material.  One  wonders  whether 
the  neurologic  response  would  have  been  enhanced  by  in- 
creased amounts  of  vitamin  Hi?  comparable  to  the  present 
system  of  treatment  with  liver  extract. 


Summary 

A patient  with  pernicious  anemia  acquired  a 
refractory  sensitivity  to  all  forms  of  liver  extract 
and  was  being  maintained  on  adequate  dosage  of 
folic  acid  with  a fair  but  not  perfect  hematologic 
response.  He  developed  severe  gastrointestinal 
symptoms  and  a rapidly  progressive  subacute  com- 
bined degeneration  of  the  spinal  cord.  He  was 
treated  with  crystalline  vitamin  B12  which  produced, 
without  reaction,  marked  improvement  of  the  com- 
bined system  disease,  relief  from  the  gastrointestinal 
symptoms,  and  normal  blood  values. 

It  is  hoped  that  vitamin  BJ2  will  be  the  answer  to 
allergic  manifestations  complicating  the  treatment 
of  pernicious  anemia  with  liver  extract  and  that  it 
will  prove  to  be  the  hematopoietic  principle  of  liver 
extract  effective  in  maintaining  a remission  of  the 
complete  pathologic  process  in  this  disease. 
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CHRONIC  THYROTOXIC  MYOPATHY 

Seymour  H.  Rinzler,  M.D.,  and  Maxwell  J.  Marder,  M.D.,  New  York  City 
(From  the  Medical  Service  of  Beth  Israel  Hospital) 


C^HRONIC  thyrotoxic 
muscle  associated 


myopathy  is  a disease  of 
with  hyperthyroidism.  It 


usually  occurs  in  men  past  middle  age  and  is 
characterized  by  loss  of  weight  and  marked  weak- 
ness, fatigability,  wasting,  and  coarse  fasciculation 
of  the  skeletal  muscles.  There  is  no  pyramidal 
tract  involvement.  The  symptoms  of  muscle  weak- 
ness dominate  the  clinical  picture,  and  the  evidences 
of  thyrotoxicosis  are,  in  many  instances,  masked. 
Thyroidectomy  or  medical  therapy  with  the 
thioureas  is  followed  by  recovery.  Eighteen  such 
cases  have  previously  been  reported  in  the  litera- 


ture.1-2 


The  importance  of  reporting  another  case  of 
chronic  thyrotoxic  myopathy  and  reviewing  its 
clinical  findings  lies  in  the  fact  that  this  disease 
represents  one  of  few  instances  of  chronic  muscular 
disorders  associated  with  atrophy  which  is  amenable 
to  therapy.  The  masked  hyperthyroidism  and  the 
necessity  for  evaluation  of  the  muscular  atrophic 
state  makes  this  an  interesting  clinical  problem. 


Case  Report 

S.  L.,  a seventy-two-year  old  white  man,  was 
first  seen  in  the  medical  clinic  on  July  9,  1947,  with  a 
three-month  history  of  exertional  dyspnea  accom- 
panied by  substernal,  nonradiating,  pressing  pain  of 
five  minutes  duration  relieved  by  rest.  Orthopnea 
and  nocturnal  dyspnea  were  also  present.  He  also 
complained  of  substernal  heartburn  of  two  to  three 
months  duration  not  related  to  meals  and  occurring 
mainly  at  night.  Because  of  this  latter  complaint,  a 
milk  diet  was  recommended.  A subsequent  loss  of 
about  50  pounds  in  the  three  months  prior  to  ex- 
amination at  the  clinic  was  attributed  by  the  patient 
to  strict  adherence  to  this  diet.  Three  years  ago, 
the  patient  had  suffered  a “stroke”  involving  the 
left  upper  and  lower  extremities. 

Physical  examination  revealed  a poorly  nourished 
patient  who  weighed  116  pounds.  The  tongue  was 
beefy.  The  neck  veins  were  moderately  distended. 
The  thyroid  gland  was  not  palpable.  The  chest 
was  barrel-shaped  with  a few  moist  rales  at  the  base 
of  the  right  lung  posteriorly.  The  heart  was  not 
enlarged.  There  were  no  murmurs,  and  the  ventric- 
ular and  pulse  rates  were  equal  at  76  beats  per 
minute.  The  rhythm  was  regular.  The  blood 
pressure  was  130/74.  The  liver  was  enlarged  two 
fingers  beneath  the  costal  margin.  There  was  a 1 
plus  pretibial  and  ankle  pitting  edema  bilaterally. 

A diagnosis  of  arteriosclerotic  heart  disease  with 
angina  of  effort  and  congestive  heart  failure  was 
made.  No  definite  gastrointestinal  diagnosis  could 
be  made,  and  the  roentgen  examination  of  the 
stomach,  duodenum,  and  small  intestine  was  nor- 
mal. An  x-ray  plate  of  the  chest  on  July  10,  1947, 
revealed  signs  indicating  healed  tuberculosis  in  the 
left  upper  lobe  extending  down  to  the  second  rib 
anteriorly.  The.  nodes  of  both  hili  showed  calcified 
deposits.  The  heart  was  normal  in  size  and  shape. 
An  electrocardiogram  revealed  evidences  of  myo- 
cardial damage.  The  rhythm  was  regular,  rate 
100. 


The  patient  was  digitalized  and  given  1 to  2 injec- 
tions of  1 cc.  of  Mercuhydrin  intramuscularly  per 
week.  His  weight  fell  to  105  pounds  by  August  21, 
1947,  but  because  his  general  condition  did  not, 
improve,  he  was  admitted  to  the  Beth  Israel  Hos- 
pital on  this  date.  On  admission,  the  ventricular 
rate  was  noted  to  be  136  beats  per  minute  and 
irregular  with  a pulse  deficit  of  6 beats  per  minute. 
The  heart  was  enlarged  with  the  point  of  maximum 
impulse  in  the  sixth  intercostal  space  at  the  anterior 
axillary  line.  There  were  no  murmurs.  The  blood 
pressure  was  160/80.  The  venous  pressure  was  13 
cm.  of  water.  The  circulation  times  were  normal 
with  a calcium  gluconate  time  of  nineteen  seconds 
and  an  ether  time  of  nine  seconds.  The  combina- 
tion of  marked  loss  in  weight,  paroxysmal  auricular 
fibrillation,  tremor  of  the  outstretched  hands,  and 
normal  circulation  times  prompted  the  diagnosis  of  a 
masked  hyperthyroidism.  The  basal  metabolic  rate 
was  found  to  be  plus  78  per  cent  with  a blood  choles- 
terol of  88  mg.  per  cent.  A gastrointestinal  series 
revealed  an  apple-sized  hiatus  hernia.  A barium 
enema  was  negative. 

On  September  10, 1947,  the  patient  was  placed  on  a 
daily  dose  of  150  mg.  of  propyl  thiouracil.  By 
September  26,  the  basal  metabolic  rate  had  fallen 
to  plus  48  per  cent;  the  blood  cholesterol  had  risen 
to  167  mg.  per  cent,  and  the  weight  was  114  pounds. 
Repeat  electrocardiograms  showed  a variation  of 
the  rhythm  between  normal  sinus  and  auricular 
fibrillation.  The  patient  was  discharged  to  the 
Thyroid  Clinic  on  September  27,  1947. 

In  the  Clinic  the  maintenance  dose  of  propyl 
thiouracil  was  increased  to  200  mg.  daily  on  Septem- 
ber 29,  1947,  and  then  to  300  mg.  daily  on  October 
27,  1947.  By  November  12,  his  basal  metabolic 
rate  was  plus  19  per  cent,  and  his  weight  was  126 
pounds. 

He  did  not  appear  for  his  next  monthly  visit,  and 
it  was  learned  that  in  November  he  had  reported  to 
the  Orthopedic  Clinic  because  of  pain  and  marked 
limitation  of  motion  of  the  right  shoulder  of  three 
weeks  duration.  He  stated  that  he  first  noted  that 
the  contours  of  his  shoulders  and  arms  were  becom- 
ing flattened  about  eight  months  ago  and  that  this 
had  been  overlooked  during  his  first  admission. 

Physical  examination  revealed  marked  limitation 
of  motion  of  the  right  shoulder  joint  with  atrophy  of 
the  muscles  of  the  shoulder  girdle  and  upper  arm  bi- 
laterally, the  right  being  greater  than  the  left.  Gross 
fasciculations  of  the  right  triceps  were  noted.  The 
forearm  and  hand  muscles  were  normal.  There 
was  no  atrophy  of  the  muscles  of  the  pelvic  girdle 
or  muscles  of  the  lower  extremities.  The  facial 
musculature  appeared  wasted,  but  the  absence  of 
dentition  made  the  diagnosis  of  atrophy  of  the  cheek 
muscles  difficult.  The  deep  reflexes  of  the  upper 
extremities  were  somewhat  hyperactive  with  a bila- 
terally positive  Hoffman.  Knee  and  ankle  jerks 
were  normal.  The  Babinski  was  negative.  The 
abdominal  and  cremasteric  reflexes  were  present  and 
active.  Roentgenograms  of  the  cervical  spine 
showed  considerable  kyphosis,  slight  spondylitis, 
and  a moderate  degree  of  osteoporosis. 

Roentgenograms  of  the  shoulder  girdles,  both 
forearms,  and  wrist  joints  showed  moderate  osteo- 
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porosis.  The  cause  of  the  muscular  atrophy  was 
not  entirely  clear  to  the  neurologist,  and  the  patient 
was  readmitted  to  the  Hospital  on  January  6,  1948, 
for  electrical  studies  of  the  muscles.  He  had  not 
taken  any  propyl  thiouracil  for  two  months. 

Physical  examination  this  time  revealed  a thin, 
chronically  ill  white  man.  There  was  a slight  stare 
to  the  eyes  with  no  lid  lag  and  no  wreakness  on  con- 
vergence. The  fundi  showed  slight  narrowing  of  the 
arterioles.  The  disks  were  normal.  The  ears  re- 
vealed an  old  perforation  of  the  left  tympanic  mem- 
brane. The  right  drum  was  normal.  There  was  a 
diffuse  hyperplasia  of  the  thyroid  gland.  A nodule 
was  palpated  in  the  left  lobe.  On  talking,  the  veins 
of  the  neck  became  prominent,  and  the  thyroid  gland 
itself  appeared  to  bulge.  The  voice  was  hoarse. 
The  physical  examination  of  the  heart  showed  no 
change  from  that  of  the  previous  admission.  Auric- 
ular fibrillation  was  present,  with  a ventricular  rate 
of  120  and  a pulse  rate  of  116.  Reaction  of  the 
muscles  of  the  right  shoulder  to  galvanic  and  faradic 
current  was  normal  indicating  no  reaction  of  de- 
generation. No  change  in  the  hand  grip  or  eleva- 
tion at  the  shoulder  was  noted  after  subcutaneous 
injection  of  1.5  mg.  of  prostigmine. 

The  diagnosis  of  hyperthyroidism  with  chronic 
thyrotoxic  myopathy  was  made.  The  basal  meta- 
bolic rate  on  admission  was  plus  91  per  cent,  and 
the  patient  was  started  on  200  mg.  daily  of  propyl 
thiouracil.  The  fasting  blood  sugar  was  92  mg.  per 
cent;  the  blood  nonprotein  nitrogen  41  mg.  per 
cent;  the  blood  carbon  dioxide  57.1  volumes  per 
cent;  the  blood  acid  phosphatase  4.6  units;  the 
blood  calcium  10.0  mg.  per  cent,  and  the  blood 
phosphorus  3.6  mg.  per  cent.  A Sulkowitch  test 
revealed  greater  urinary  calcium  excretion  than  nor- 
mal. A twenty-four-hour  urine  specimen  showed 
spontaneous  creatinuria  of  319  mg. 

A repeat  basal  metabolic  rate  during  this  hospital 
admission  was  plus  79  per  cent.  Because  of  this 
the  dose  of  propyl  thiouracil  was  raised  to  300  mg. 
daily.  His  weight  had  risen  to  124  pounds  from  an 
admission  weight  of  117  pounds.  He  signed  out 
without  permission  after  he  had  refused  a biopsy  of 
his  muscles.  Within  a month  following  his  dis- 
charge, his  weight  had  risen  to  134  pounds  while  his 
basal  metabolic  rate  remained  elevated  at  plus  62 
per  cent.  On  February  20,  1948,  he  was  started  on 
300  mg.  daily  of  cyclopropyl  thiouracil.  By  March, 
1948,  the  patient  stated  that  he  felt  stronger  than  at 
any  time  since  the  onset  of  his  illness.  However,  no 
clinical  change  in  the  musculature  was  yet  apparent. 

The  patient  was  followed  periodically  during  the 
next  year  in  both  the  Cardiac  and  the  Thyroid 
Clinics.  His  medication  was  continued  at  300  mg. 
daily  of  cyclopropyl  thiouracil  until  May,  1948,  when 
he  was  started  on  100  mg.  three  times  daily  of  cyclo- 
hexylmethylthiouracil.*  This  was  increased  to  600 
mg.  daily  in  divided  doses  in  October,  1948.  The 
basal  metabolic  rates  during  1948  showed  a gradual 
diminishing  level  and  by  February,  1949,  it  was  plus 
24  per  cent.  His  weight  at  this  time  was  136  pounds. 
The  range  of  motion  in  his  right  shoulder  improved 
gradually  over  the  year  until  it  almost  equalled  the 
range  of  motion  of  the  left  shoulder.  Clinically 
there  was  an  increase  in  strength  and  a filling  of  the 
flattened  contours  of  the  shoulders  and  upper  arms. 

Comment 

Starling,  Darke,  Hunt,  and  Brain  have  classified 
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the  myopathies  associated  with  hyperthyroidism  as 
follows:3 

1.  Exophthalmic  ophthalmoplegia. 

2.  Thyrotoxic  myopathy. 

(а)  Acute  thyrotoxic  myopathy. 

(б)  Chronic  thyrotoxic  myopathy. 

(c)  Thyrotoxic  periodic  paralysis. 

3.  Myasthenia  gravis  and  thyrotoxicosis. 

The  case  reported  represents  an  instance  of 
chronic  thyrotoxic  myopathy.  It  was  first  described 
by  Bathhurst  in  1895. 4 The  disease  is  charac- 
terized by  marked  muscular  atrophy  which  is  sym- 
metric and  most  frequently  involves  the  shoulder  and 
pelvic  girdles.  McEachern  and  Ross  and  Thorn 
and  Eder  have  summarized  the  18  cases  reported  in 
the  literature.1-2  The  distribution  according  to  sex 
shows  13  men  and  five  women.  The  age  range  is 
from  twenty-two  years  to  sixty  years  with  an  aver- 
age of  forty-seven  years.  Our  patient  is  the  oldest 
reported  instance.  The  duration  of  symptoms  was 
between  seven  weeks  and  three  years  with  an  aver- 
age of  eight  months.  Thyroid  enlargement  was 
present  in  12  of  these  patients.  Exophthalmos  was 
found  in  eight  of  the  patients.  Fasciculations  were 
found  in  ten  of  the  patients.  The  basal  metabolic 
rate  varied  between  plus  14  and  plus  100  per 
cent  in  16  instances  in  which  it  was  taken,  with  an 
average  of  plus  44  per  cent.  All  but  one  of  the 
patients  (Case  3 of  McEachern  and  Ross)  showed 
muscular  wasting,  and  this  included  face  and  temple, 
shoulder  girdle,  small  muscles  of  the  hands,  and 
calves.1  In  most  instances,  the  musculature  of  the 
shoulder  girdle  and  upper  extremities  was  involved. 
The  clinical  symptoms  were  characterized  by  pro- 
gressive weakness  and  fatigue,  weight  loss,  and 
muscular  twitching.  Occasionally,  there  was  as- 
sociated nervousness  and  sweating.  Tremor  of  the 
outstretched  hand  was  present  in  16  of  the  patients. 
A blood  cholesterol  was  taken  in  seven  instances. 
They  varied  between  83  and  186  mg.  per  cent  with 
an  average  of  147  mg.  per  cent. 

Prostigmine,  given  in  the  dose  of  1.5  mg.  subcu- 
taneously, had  no  effect  on  the  muscular  strength  in 
four  of  the  cases  reported  by  Thorn  and  Eder.  This 
was  likewise  our  finding.  This  conclusion  is  in  con- 
trast to  that  of  McEachern  and  Ross  who  demon- 
strated the  return  of  a myogram  toward  normal  after 
intramuscular  injection  of  1 mg.  of  prostigmine  with 
concomitant  improvement  in  muscle  power,  the 
patient  being  able  to  get  out  of  bed  and  walk  for 
several  hours.  Spontaneous  creatinuria  (mg.  per 
twenty-four  hours)  occurred  in  five  instances  out  of 
six  in  which  the  test  was  done.  Impaired  retention 
of  ingested  creatine  occurred  in  two  instances  in 
which  the  test  was  done,  the  figures  being  62  and  28 
per  cent.2  Recovery  or  marked  improvement  is  re- 
ported in  14  cases.  The  other  four  died,  two  being 
due  to  respiratory  paralysis.  Thom  and  Eder  also 
studied  the  urinary  17-ketosteroids.2  Two  men 
patients  with  gonadal  atrophy  had  excretions  of  8.3 
and  8.6  mg.  per  twenty-four  hours,  respectively. 
The  normal  for  men  is  12  to  20  mg.  One  woman 
patient  excreted  2.7  mg.  of  17-ketosteroid  per  twenty- 
four  hours,  whereas  another  woman  patient  excreted 
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9.4  mg.  per  twenty-four  hours.  The  normal  for 
women  is  9. 15  mg.  Our  patient  excreted  14.0  mg. 

The  treatment  consists  of  therapy  directed  at  the 
thyrotoxicosis  which  is  surgical  or  chemotherapeutic 
by  the  use  of  the  thioureas.  In  cases  where  the 
urinary  17-ketosteroid  is  low,  methyl  testosterone 
orally  or  testosterone  propionate  parenterally  is 
given. 

The  muscular  pathology  includes  marked  atrophy 
with  the  replacement  of  muscle  fiber  by  fibrous  con- 
nective tissue  and  infiltration  of  lymphocytes. 

Summary 

Clinical  findings  in  a seventy-two-year-old  white 
man  with  chronic  thyrotoxic  myopathy  along  with  a 


review  of  18  such  cases  found  in  the  literature  are 
reported.  This  disease  is  characterized  by  loss  of 
weight,  weakness,  and  wasting  of  the  skeletal  muscu- 
lature. The  associated  hyperthyroidism  is  fre- 
quently masked. 

Therapy  for  this  muscular  disorder  is  aimed  pri- 
marily at  the  treatment  of  the  thyrotoxic  state. 
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STUDY  OF  SLEEPING  BABIES  OFFERS  HOPE  TO  PARENTS 


Parents  who  pace  the  floor  with  their  infants  dur- 
ing the  early  hours  can  look  with  hope  to  a new  re- 
| search  project  at  the  University  of  Chicago.  Scien- 
tists there  have  a 110,000  grant  from  Swift  & Co. 
for  a study  of  the  sleeping  habits  of  babies. 

The  scientists  will  seek  to  determine  whether 
a 25  per  cent  increase  in  protein  content  of  the 
infants’  diet  will  induce  a more  restful  slumber. 
The  babies  will  have  specially  prepared  meats.  An 


apparatus  attached  to  the  crib  will  record  every 
movement  made  by  the  child,  indicating  the  sound- 
ness of  his  sleep. 

Infants  from  six  to  twenty-six  wreeks  old  will  be 
observed.  Scientists  said  practically  no  studies  of 
sleep  characteristics  of  this  age  group  have  been 
made  to  date.  They  added  that  distraught  parents 
might  receive  some  welcome  news  this  fall. — New 
York  Times,  August  7,  1949 


WARNS  OF  TREND  TO  CENTRALIZE  CHARITY  AND  WELFARE  ACTIVITIES 


“Can  the  Red  Cross  Survive?”  the  Journal  of  the 
American  Medical  Association  asks  in  an  editorial 
in  the  July  30  issue.  Discussing  a speech  by  Basil 
O’Connor,  New  York,  president  of  the  American 
National  Red  Cross,  to  the  24th  annual  convention 
of  the  organization  recently,  the  editorial  says: 
Tracing  the  trends  of  development  and  action  of 
voluntary  association  for  the  alleviation  of  human 
suffering,  he  inquired  as  to  whether  or  not  this  is  an 
outmoded  and  inefficient  method. 

“Must  we  consider  the  possibility,”  he  asked, 
“that  a compulsory  system  of  humanitarian  activity 
under  state  control  is  the  best  solution?”  Mr. 
O’Connor  considered  that  the  expansion  of  govern- 
mental authority  has  taken  place  in  the  main  be- 
cause of  the  failure  of  private  individuals  or  private 
groups  to  do  certain  jobs  which  society  feels  must  be 
done.  “Modern  fascist  and  communist  dictators,” 
said  Mr.  O’Connor,  “have  risen  to  power  on  the 
ruins  of  the  political  or  religious  groups,  the  trade 
unions,  and  the  fraternal  orders.”  They  had  to 
destroy  these  in  order  to  clinch  their  power  over  the 
masses.  Totalitarian  systems  of  government  dare 


not  risk  the  existence  of  free  and  spontaneous  action 
such  as  that  resulting  from  voluntary  associations. 
“In  a democracy  voluntary  associations  must  play 
an  essential  role,”  warned  President  O’Connor, 
“in  preserving  freedom  in  a society  which  our  indus- 
trial technology  is  driving  into  an  ever  greater 
centralization.  A part  of  the  mission  of  the  Red 
Cross  is  to  protect  free  association  because  it  is  vital 
to  free  society. 

Pursuing  this  theme,  the  president  of  the  Ameri- 
can Red  Cross  sounded  a warning  against  the  ten- 
dency to  remove  from  voluntary  associations  the 
spirit  of  individualism  that  animates  them  in  their 
work:  “Some  high-minded  citizens  today  are 

taking  another  view.  They  believe  that  the  collec- 
tion of  funds  for  health  and  welfare  purposes  should 
be  centralized ; that  individual  organizations  should 
lose  identity;  and  that  private  humanitarian  activ- 
ity should  thereby  be  put  on  a consolidated  and 
allegedly  more  efficient  basis.  The  motives  behind 
this  proposal  may  be  good,  but  its  proponents 
overlook  the  dangers  inherent  in  its  denial  of  the 
fundamental  philosophy.” 


WELL  WATER  METHEMOGLOBINEMIA 
I.  Robert  Wood,  M.D.,  Plattsburg,  New  York 
{From  the  Department  of  Pediatrics,  Champlain  Valley  Hospital) 


"pOR  the  past  few  years  attention  has  been  given 
to  cyanosis  in  infants  under  three  months  of  age 
who  consume  well  water  of  high  nitrate  content. 
Cases  of  methemoglobinemia  attributable  to  the 
consumption  of  such  well  water  have  been  reported 
from  the  midwest,  from  Virginia,  from  Canada,  and 
from  Belgium.1-6 

The  pathogenesis  of  this  condition  has  been 
ascribed  commonly  to  an  immaturity  of  metabolism 
in  young  infants  by  which  nitrates  are  not  successfully 
broken  down  into  ammonia.  Nitrites  are  formed 
which  combine  with  hemoglobin  to  form  methemo- 
globin  giving  rise  to  apparent  cyanosis.  However, 
the  recent  work  of  Cornblath  and  Hartmann  has 
shed  further  light  on  the  mechanism.7  These 
authors  have  demonstrated  that  the  ingestion  of 
nitrates  will  produce  methemoglobinemia  only  in 
infants  who  have  a low  gastric  acidity  (pH  of  4.0  or 
higher).  This  low  acidity  permits  the  growth  of 
several  micro-organisms  which  are  capable  of  reduc- 
ing nitrates  to  nitrites  in  the  upper  gastrointestinal 
tract.  The  absorption  of  this  nitrite  into  the  blood 
stream  produces  methemoglobinemia.  The  nor- 
mally high  values  of  gastric  acidity  in  adults  ex- 
plain why  they  never  exhibit  cyanosis  from  drinking 
well  water  with  high  nitrate  content. 

The  following  is  the  first  case  reported  in  New 
York  State. 

Case  Report 

A female  infant,  aged  seventeen  days,  was  brought 
to  the  family  physician  in  April,  1949,  because  of 
gradual  onset  of  generalized  cyanosis  of  several  hours 
duration.  The  doctor  made  a careful  physical 
examination  and  found  no  obvious  cause  for  the 
cyanosis.  He  admitted  the  infant  to  the  hospital 
and  ordered  continuous  oxygen  therapy.  Within 
twelve  hours  the  cyanosis  had  gradually  disappeared. 
The  physician  asked  the  author  to  examine  the 
baby  prior  to  discharge  from  the  hospital. 

The  infant,  weighing  8 pounds  at  birth,  was  a 
normal  full-term  spontaneous  delivery.  She  was 
fed  a powdered  milk  formula  and  gained  weight 
progressively.  The  formula  consisted  of  12  table- 
spoons of  powdered  milk  and  24  ounces  of  water; 
she  consumed  3 to  4 ounces  every  four  hours.  The 
powdered  milk  was  diluted  with  well  water. 

The  family  history  is  remarkable  in  that  a sister 
had  cyanosis  and  mild  generalized  convulsions  at 
the  age  of  two  weeks.  These  disappeared  after  the 
mother  changed  the  formula  of  powdered  milk 
diluted  with  well  water  to  cow’s  milk.  Another 
sibling  was  fed  powdered  milk  diluted  with  well 
water  and  experienced  no  obvious  difficulties. 

I first  saw  the  patient  the  day  after  admission  to 
the  hospital,  and  at  that  time  physical  examination 
revealed  no  abnormalities.  There  were  no  respira- 
tory or  cardiac  abnormalities.  The  baby  was 
alert  and  responsive,  with  good  color,  cry,  and  activ- 
ity. The  mother  was  extremely  anxious  to  take  the 
baby  home  and  was  allowed  to  do  so.  She  was 
instructed  to  bring  in  a sample  of  the  well  water 
from  which  the  formula  was  made  and  to  use  city 
water  in  preparing  the  infant’s  formula  until  a re- 
port of  the  water  analysis  was  received. 


The  well  water  was  analyzed  by  the  laboratory  of 
the  New  York  State  Department  of  Health  at 
Albany,  New  York.  The  nitrate  concentration  was 
found  to  be  60  parts  per  million,  six  times  the  gener- 
ally accepted  upper  limit  of  safety  and  in  excess  of 
that  which  has  been  reported  to  have  caused  cyanosis 
in  young  infants.  Repeated  analyses  of  water  from 
the  same  well  revealed  the  nitrate  content  to  be  quite 
variable  but  consistently  high  and  well  above  the 
safe  limit. 

The  infant  has  had  no  further  attacks  of  cyanosis 
since  changing  the  source  of  water  supply. 

Comment 

When  a physician  encounters  cyanosis  in  a young 
infant,  especially  one  under  three  months  of  age, 
who  consumes  well  water  and  presents  no  other 
obvious  physical  abnormalities,  the  diagnosis  of 
well  water  methemoglobinemia  should  be  con- 
sidered. The  condition  is  probably  of  frequent 
occurrence,  most  cases  being  misdiagnosed  as  heart, 
lung,  or  thymus  abnormalities.  Boiling  the  water 
does  not  reduce  the  nitrate  content;  if  anything, 
this  are  concentrated  by  the  evaporation  of  water. 
If  well  water  must  be  used,  a whole  milk  formula 
would,  of  course,  be  preferable  to  one  using  evapo- 
rated milk,  and  especially  to  a powdered  milk  for- 
mula. Review  of  reports  on  well  water  analyses, 
made  over  the  past  years  by  the  New  York  State 
Department  of  Health,  indicates  that  significantly 
high  nitrate  levels  are  not  commonly  encountered  in 
this  State.8 

Extensive  laboratory  studies  are  not  necessary  for 
diagnosis.  Analysis  of  the  water  for  nitrate  content 
is  sufficient.  Blood  studies  can  be  undertaken  to 
demonstrate  methomoglobin  spectroscopically. 
Grossly,  the  venous  blood  is  chocolate  brown  in 
color. 

In  early  mild  cases,  the  only  treatment  necessary 
is  a change  in  the  water  used,  although  occasionally 
oxygen  therapy  is  indicated.  In  the  more  severe 
cases,  1 per  cent  methylene  blue,  0.5  to  1.0  cc.  intra- 
venously, or  100  to  200  mg.  of  ascorbic  acid  intra- 
muscularly will  rapidly  alleviate  the  condition.  The 
prognosis  of  severe  or  untreated  cases  is  bad.  In 
Iowa,  for  example,  10  per  cent  of  the  patients  died.1 

Summary 

A case  of  methemoglobinemia  attributable  to  the 
consumption  of  well  water  containing  a high  concen- 
tration of  nitrate  is  reported.  Physicians  should  be 
on  the  lookout  for  similar  cases. 
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MASSIVE  INTESTINAL  RESECTION  FOR  REGIONAL  ILEITIS 

Mandel  Weinstein,  M.D.,  and  Morton  Roberts,  M.D.,  Jackson  Heights,  New  York 


\V7  ITHIN  the  past  few  years,  many  reports  have 

” appeared  in  the  surgical  literature  describing 
the  successful  removal  of  large  segments  of  bowel. 
The  three  most  extensive  intestinal  resections  on 
record  were  performed  as  emergency  operations  for 
embolism  of  the  superior  mesenteric  artery,  where 
the  presence  of  gangrenous  intestine  made  the  opera- 
tion of  massive  resection  imperative.1-3  On  the 
other  hand,  most  of  the  elective  wide  resections  have 
been  accomplished  for  regional  ileitis,  but  none  has 
been  as  extensive  as  the  two  cases  of  ileitis  described 
here. 

The  purpose  in  reporting  our  two  cases  of  massive 
resection  for  regional  ileitis  is  twofold:  (1)  To 

demonstrate  the  feasibility  of  such  wide  intestinal 
resections  and  (2)  to  record  the  apparent  lack  of 
serious  functional  disturbances  in  both  patients 
from  whom,  at  operation,  most  of  the  small  and  large 
intestinal  tract  were  removed.  Both  patients  have 
returned  to  their  usual  occupations  within  a short 
time  after  operation  and  at  present  are  enjoying 
excellent  health. 

Case  Reports 

Case  1. — F.  B.,  a white  man,  forty-seven  years  of 
age,  was  admitted  to  the  Boulevard  Hospital  on 
February  2,  1947,  complaining  of  abdominal  pain 
and  distention. 

The  significant  facts  in  his  past  history  were  as 
follows:  Six  years  prior  to  admission,  in  1941,  the 
patient  was  operated  upon  for  appendicitis,  but  at 
operation  the  terminal  ileum  was  involved.  A 
short-circuiting  operation  was  done,  anastomosing 
the  ileum  to  the  sigmoid.  An  uneventful  operative 
recovery  resulted,  and  he  was  symptom-free  for  two 
years.  In  1943,  periodic  attacks  of  right  lower 
quadrant  pain  developed,  lasting  for  three  hours, 
recurring  about  every  three  weeks  and  associated 
with  nausea  and  constipation.  The  attacks  would 
end  with  diarrhea,  and  the  pain  would  then  dis- 
appear. Five  months  before  the  present  admission 
he  suffered  a severe  attack,  and  for  a period  of  almost 
three  months  he  had  similar  attacks  daily.  He  was 
admitted  to  a New  York  hospital  on  January  7, 
1947,  where,  after  several  days  of  observation  and 
preparation,  a laparotomy  was  performed.  At 
operation  there  was  noted  “tremendous  dilatation 
and  distention  of  the  terminal  ileum.  Nothing  was 
excised  and  another  ileosigmoidostomy  was  per- 
formed excluding  sixteen  inches  of  ileum.”  He  re- 
covered sufficiently  to  be  discharged  from  this  hos- 
pital, but  because  of  a progressively  enlarging  abdo- 
men, fever,  nausea,  vomiting,  and  obstipation,  he 
presented  himself  to  us  for  hospital  readmission  four 
days  after  he  left  the  other  institution. 

Upon  admission  the  patient  appeared  extremely 
wasted  and  thin,  but  the  abdomen  was  markedly  dis- 
tended and  tense.  Large,  overdistended  loops  could 
be  distinguished  easily  through  a thin  overlying 
abdominal  wall.  He  was  in  great  pain,  and  breath- 
ing was  restricted  because  of  the  extreme  distention. 
The  temperature  was  100.2  F.,  respirations  20  per 
minute,  and  pulse  94  per  minute  and  regular.  The 
blood  pressure  was  systolic  104  mm.  mercury,  dias- 
tolic 50  mm.  mercury.  Laboratory  studies  dis- 


closed essentially  negative  urinalyses;  hemoglobin 
12  Gm.,  erythrocytes  3,420,000  per  cu.  mm.,  white 
blood  cells  7,800  per  cu.  nun.,  and  polymorphonu- 
clears  68  per  cent.  A Miller- Abbott  intestinal  tube 
was  inserted  and  within  a few  hours  was  located  in 
the  duodenum. 

After  two  weeks  of  intestinal  decompression,  trans- 
fusions, and  other  supportive  therapy,  the  patient’s 
condition  was  somewhat  improved.  The  obstruc- 
tion was  slightly  relieved,  and  patency  of  the  bowels 
was  again  established.  However,  intermittent 
abdominal  cramps  persisted,  even  though  the  pa- 
tient was  able  to  be  ambulatory.  The  abdomen  was 
still  greatly  distended,  chiefly  in  the  upper  half. 
The  evening  temperatures  reached  102  to  103  F. 
consistently.  It  became  apparent  that  one  could 
not  hope  to  overcome  completely  such  severe  ob- 
struction by  conservative  means  alone. 

On  February  26,  1947,  after  consultation  with  Dr. 
Asher  Winkelstein  who  studied  this  patient  for 
many  months,  a hurried  exploratory  laparotomy  for 
intestinal  obstruction  was  done  under  general 
anesthesia,  using  sodium  pentothal,  nitrous  oxide 
gas,  and  curare.  However,  the  operative  findings 
were  not  only  those  of  simple  mechanical  obstruc- 
tion but  also  the  end  results  of  advanced  chronic 
inflammation  of  the  intestines.  No  amount  of 
mechanical  intraluminal  decompression  could  re- 
duce the  caliber  of  such  distended  intestinal  loops, 
whose  walls  were  rigid  and  stiffened  by  the  fibrous 
tissue  changes  of  longstanding  chronic  inflammation. 
The  contiguous  mesentery  was  similarly  involved  and 
also  required  excision.  All  of  the  small  bowel  (ex- 
cept the  proximal  jejunum  for  a distance  of  two  to 
three  feet  from  its  beginning  at  the  root  of  the 
transverse  mesocolon)  was  distended,  thickened, 
and  indurated  to  as  much  as  4 and  5 inches  in  diam- 
eter. The  cecum,  ascending  colon,  and  transverse 
colon  were  similarly  distended  with  gas  and  large 
hard  fecal  masses.  Coils  of  intestines  were  adherent 
to  an  old  laparotomy  scar.  Other  loops  with  an 
ileosigmoidostomy  were  involved  in  a large  inflam- 
matory process,  all  of  which  was  fixed  and  immobi- 
lized. Fibrinous  exudate  covered  many  loops  of 
intestine.  There  were  several  constricting  ad- 
hesions and  firm  bands,  one  of  which  closed  the  sig- 
moid lumen.  The  poor  condition  of  the  patient  did 
not  warrant  a long  surgical  procedure.  Therefore, 
several  adhesions  were  severed,  and  a mushroom 
catheter  was  inserted  into  a large  distended  loop  of 
small  intestine,  with  its  exit  through  a right  lower 
stab  wound  incision  of  the  abdominal  wall.  Post- 
operatively,  the  patient  showed  some  improvement, 
and  decompression  of  the  intestinal  tract  was 
enhanced  somewhat  by  the  draining  ileostomy  tube. 
The  Miller-Abbott  tube  also  continued  to  function 
well,  even  though  it  never  passed  beyond  the  proxi- 
mal jejunum.  Nevertheless,  all  these  procedures 
did  not  reduce  the  size  of  the  distended  abdomen 
appreciably,  and  the  high  septic  temperatures  per- 
sisted. In  spite  of  the  extreme  wasted  condition  of 
the  patient,  further  surgery  was  decided  upon.  It 
was  apparent  that  his  only  hope  for  recovery  from 
this  disease  depended  upon  the  excision  of  all  in- 
volved loops  of  intestine  and  mesentery. 

On  March  20, 1947,  through  a right  rectus  incision 
the  abdomen  was  again  opened.  The  entire  ileum 
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was  found  to  be  reddened,  edematous,  thickened, 
and  covered  with  fibrinous  exudate  throughout. 
Some  intestinal  loops  were  still  distended  up  to  4 and 
5 inches  in  diameter  while  others  were  collapsed. 
The  ileostomy  tube  was  found  in  an  area  of  collapsed 
loops,  evidently  the  region  it  decompressed.  The 
ileosigmoidostomy  performed  in  1941  showed  con- 
siderable evidence  of  spread  of  the  inflammatory 
process  across  the  anastomosis  so  as  to  involve  a 
large  segment  of  sigmoid  and  part  of  the  descending 
colon.  A blind  end  of  the  ileum  was  seen  which 
evidently  represented  the  exclusion  operation  per- 
formed a few  months  previously  at  another  hospital. 
The  cecum,  ascending  colon,  hepatic  flexure,  and 
part  of  the  transverse  colon  up  to  the  splenic  flexure 
were  dilated,  inflamed,  and  covered  by  fibrinous 
exudate.  Many  adhesions  fixed  the  loops  of  ileum, 
cecum,  and  ascending  colon  to  the  abdominal  wall 
anteriorly  and  laterally.  The  mesentery  of  the 
terminal  small  intestine  was  exceedingly  thickened, 
edematous,  and,  together  with  many  loops  of  intes- 
tine, formed  a firm  mass  the  size  of  a grapefruit. 

The  operative  procedure  consisted  of  sectioning 
the  proximal  jejunum  at  a level  where  normal 
jejunal  tissue  was  found,  or  at  about  a distance  of 
two  feet  from  the  duodenojejunal  junction.  This 
proximal  end  of  jejunum  was  closed  with  three 
layers  of  silk  sutures.  Then  the  following  portions 
of  intestine  were  removed  with  their  involved 
thickened  mesentery:  remaining  jejunum,  ileum, 
cecum,  ascending  colon,  hepatic  flexure,  and  trans- 
verse colon  up  to  the  splenic  flexure.  The  involved 
loops  of  intestine  with  their  attached  thickened 
mesentery  were  so  large  that  the  excised  viscera 
were  removed  in  three  sections.  Each  section  of 
excised  intestine  filled  a large  round  white  enameled 
operating  room  basin  to  overflowing.  A side-to- 
side  anastomosis  was  then  made  between  the  distal 
portion  of  the  remaining  two  feet  of  jejunum  and  the 
left  transverse  colon.  Silk  suture  technic  was  used 
throughout.  Because  of  the  extreme  distention  and 
inflammatory  condition  of  the  left  colon  in  the  area 
of  anastomosis  with  the  ileum,  8 inches  of  diseased 
sigmoid  and  descending  colon  were  mobilized  and 
removed  by  the  Rankin  double-barrelled  colostomy 
method.  The  crushed  cut  ends  of  the  left  colon  with 
attached  clamps  were  delivered  outside  of  the  abdo- 
men through  a separate  left  lower  abdominal  wall 
incision,  since  this  procedure  consumed  very  little 
time.  At  the  end  of  this  massive  resection,  it  was 
possible  to  peritonealize  most  of  the  denuded  areas 
of  the  posterior  abdominal  wall.  The  incision  was 
closed  with  interrupted  “far  and  near”  wire  sutures, 
grasping  peritoneum,  muscle,  and  fascia  in  one  layer. 

On  the  following  day  the  crushing  clamps  on  the 
left  colon  were  removed,  and  subsequently  gas  and 
liquid  stool  escaped.  The  stool  pouring  from  the 
colostomy  now  lacked  the  benefit  of  the  water-ab- 
sorbing surface  of  the  cecum,  ascending,  and  trans- 
verse colon.  After  six  days,  a special  effort  was 
made  to  suppress  this  profuse  watery  drainage  by 
crushing  the  intervening  spur.  Intravenous  amino 
acids,  saline,  glucose,  and  transfusions  were  used  in 
generous  quantities,  as  well  as  large  doses  of  penicil- 
lin (100,000  units  every  three  hours).  Within 
twenty-one  days  the  spur  was  completely  crushed, 
and  the  fecal  stream  was  deflected  downward  with 
resulting  formed  stools  per  rectum.  The  patient’s 
general  condition  immediately  improved,  and  he 
began  consuming  an  enormous  quantity  of  food. 
Not  only  did  he  eat  several  portions  at  each  meal, 
but  he  ate  heartily  between  meals.  On  the  fifteenth 
postoperative  day,  a large  quantity  of  foul-smelling 


pus  broke  through  the  operative  wound,  and  the  J 
temperature  fell  to  normal  limits  where  it  stayed  until 
his  discharge  from  the  hospital  on  April  19,  1947. 

One  month  later,  on  May  20,  1947,  the  patient  I 
was  readmitted  for  closure  of  the  colostomy.  This  i 
was  easily  accomplished  under  general  anesthesia;! 
three  layers  of  black  silk  sutures  were  used.  Thejf 
patient  was  discharged  from  the  hospital  four  days! 
later. 

Pathology  Report. — Examination  of  the  excised  | 
intestine  revealed  extensive  serosal  thickening,  i 
general  muscular  hypertrophy,  abundant  friable 
exudate,  and  distortion  of  the  serosa  by  scarring,  i 
Pathologic  diagnosis  was  chronic  and  subacute  non-  j 
specific  ileitis  and  colitis. 

Postoperative  Course. — This  patient  has  enjoyed  [( 
unusually  good  health  since  his  discharge  from  the  1 
hospital.  His  appetite  has  been  excellent,  and  his  ^ 
weight  at  present  is  153  pounds,  a gain  of  about  60 
pounds  since  operation.  He  is  completely  free  of 
pain  and  abdominal  discomfort  and  works  as  a 
carpenter  eight  hours  a day.  The  stools  are  loose 
and  sometimes  semisolid.  They  number  four  to  five 
per  day  and  one  during  the  night.  This  may  ac- 
count for  his  more  than  average  thirst.  The  color 
varies  from  normal  to  lighter  than  normal.  On 
November  24,  1947,  chemical  analysis  of  his  stools 
revealed:  total  fat  11.9  Gm.  per  cent,  fatty  acids 
5.0  Gm.  per  cent,  neutral  fat  6.9  Gm.  per  cent,  total 
nitrogen  13.6  Gm.  per  cent;  microscopic — crystals,! 
no  fat,  occasional  vegetable  cells,  occasional  muscle  | 
fibers.  These  findings  are  consistent  with  normal 
bowel  function. 

The  patient  notices  much  gas  and  tries  to  keep  his 
bowels  constipated  by  dieting.  He  eats  almost 
everything  but  omits  such  foods  as  fresh  fruits 
which,  he  believes,  encourage  loose  stools  and  gas. 
Examination  of  his  abdomen  reveals  moderate  dis- 
tention in  the  lower  half.  Here  the  few  feet  of  intes- 
tine remaining  are  readily  seen  through  the  skin  as 
considerably  dilated.  Peristalsis  is  also  evident. 
Recent  roentgenographic  studies  confirm  the  pres- 
ence of  the  marked  distention  of  the  jejunum  and 
colon  left  behind.  Such  distention  and  increase  in 
the  size  of  the  remaining  intestine  may  be  an  attempt 
to  compensate  for  the  large  amount  of  missing  intes- 
tine. 

Comment. — For  a case  of  extensive  regional  ileitis 
of  six  years  duration,  an  operative  procedure  was 
performed  resulting  in  the  removal  of  all  small  intes- 
tine except  two  feet  of  jejunum;  all  of  the  ileum, 
cecum,  ascending  colon,  hepatic  flexure,  transverse 
colon  up  to  splenic  flexure,  and  8 inches  of  sigmoid. 
The  spread  of  this  disease  across  an  ileosigmoidos- 
tomy anastomosis  indicates  only  one  of  its  bizarre 
characteristics.  A one  and  one-half  year  follow-up 
of  this  patient  reveals  good  health,  complete  freedom 
from  abdominal  pain,  and  a minimum  disturbance 
of  intestinal  function.  The  postoperative  com- 
pensatory mechanism  of  intestinal  dilatation  is 
evident,  a condition  similar  to  that  of  the  distended 
jejunum  which  follows  subtotal  gastrectomy  and 
the  dilated  common  bile  duct  after  gallbladder  re- 
moval. 

Case  2. — J.  V.,  a white  man,  twenty  years  of  age, 
was  admitted  to  the  Boulevard  Hospital  on  August 
20,  1947,  complaining  of  abdominal  pain  for  six 
years.  He  was  operated  upon  three  times  within 
the  previous  three  years  for  his  present  condition. 
The  important  facts  in  his  past  history  were  as 
follows:  In  September,  1945,  a laparotomy  was  per- 
formed at  which  time  a left  abdominal  incision  was 
made.  Nothing  was  done,  and  the  findings  were 
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reported  as  regional  ileitis.  One  week  later  at  the 
same  institution  his  appendix  was  removed  through  a 
McBurney  incision  for  persistent  abdominal  pain. 
In  April,  1947,  four  months  before  this  present  hos- 
pital admission,  an  attempt  was  again  made  t,o 
resect  the  involved  intestine,  but  this  was  discon- 
tinued soon  after  opening  the  abdomen.  His  par- 
ents were  then  informed  that  it  would  be  useless  to 
make  further  attempts  to  eradicate  his  disease  by 
surgery. 

The  abdominal  pains  were  located  always  in  the 
right  lower  quadrant,  dull  in  nature,  never  doubling 
him  up,  even  though  he  obtained  relief  by  bending 
forward.  For  a few  weeks  prior  to  admission,  the 
pain  was  constant  day  and  night,  occasionally  inter- 
fering with  his  sleep.  There  was  no  associated 
nausea  or  vomiting.  The  stools  were  mucoid  in 
character,  never  contained  blood,  and  there  had  been 
no  diarrheal  urgency  or  cramps.  Sometimes  he 
had  two  or  three  loose  stools  daily.  - Since  this  illness 
the  patient  had  a loss  of  appetite,  fever,  weakness, 
and  easy  fatigue.  Within  the  year  prior  to  admis- 
sion he  lost  13  pounds,  with  his  weight  upon  admis- 
sion being  117  pounds. 

Upon  physical  examination  he  presented  the  pic- 
ture of  a wasted  individual,  with  sunken  cheeks  and 
dried  skin.  The  abdomen  showed  three  operative 
scars,  one  in  the  left  upper  area,  another  over 
McBurney’s  point,  and  the  most  recent  one  in  the 
lower  right  rectus  region.  There  was  a large,  hard, 
firm  mass  to  the  right  of  the  midline  occupying  the 
entire  length  of  the  abdomen  from  the  costal  margin 
to  the  iliac  region.  This  mass  was  fixed,  immobile, 
and  only  slightly  tender. 

The  temperature  upon  admission  was  102  F.,  the 
pulse  100  per  minute  and  regular,  and  the  respira- 
tions 20  per  minute.  The  blood  pressure  was  sys- 
tolic 90  mm.  mercury  and  diastolic  50  mm.  mercury. 
The  blood  count  was  erythrocytes  4,010,000  per  cu. 
mm.,  hemoglobin  12  Gm.,  leukocytes  23,300  per  cu. 
mm.,  polymorphonuclears  95  per  cent,  lymphocytes 
4 per  cent,  and  monocytes  1 per  cent.  The  urinaly- 
sis was  essentially  negative.  The  total  blood  chlo- 
rides were  592.8  Gm.  per  cent,  the  total  protein  6.2 
Gm.  per  cent,  albumin  3.9  Gm.  per  cent,  globulin  2.3 
Gm.  per  cent.  A thorough  roentgenologic  study  by 
Dr.  Samuel  Feuerstein  summarized  the  diagnosis 
preoperatively  as  “regional  ileitis  involving  several 
i loops  of  ileum,  multiple  fistulous  formation,  walled 
I off  abscess  with  induration  of  cecum  and  ascending 
I colon”  (Fig.  1). 

After  five  days  of  preliminary  treatment  with 
blood  transfusions,  amino  acids  intravenously,  intes- 
tinal decompression,  penicillin,  and  sulfasuxidine, 
an  abdominal  operation  was  performed  under  frac- 
tional spinal  procaine  anesthesia  supplemented  with 
| sodium  pentothal.  Upon  excising  the  right  rectus 
i scar  and  approaching  the  peritoneum  it  became 
[ evident  that  the  large  abdominal  mass  was  thor- 
\ oughly  adherent  to  the  whole  of  the  abdominal  wall 
I anteriorly.  Posteriorly,  the  mass  occupied  the 
j right  lateral  gutter  and  extended  over  to  the  left  side 
of  the  abdomen  in  front  of  the  vertebral  column. 

I The  mass  was  completely  covered  over  by  and  adher- 
ent to  the  omentum,  with  firm  attachments  to  the 
[ urinary  bladder,  sigmoid,  rectum,  and  proximally  to 
! the  liver.  In  fact,  there  was  fixation  of  the  mass  to 
j almost  every  structure  and  part  of  the  abdominal 
I cavity. 

After  sharp  dissection  of  this  smooth  mass  with  its 
enveloping  omentum  from  the  anterior  abdominal 
wall,  it  was  evident  that  the  tumor  mass  contained 
all  the  loops  of  the  small  intestinal  tract  and  right 


Fig.  1.  Preoperative  roentgenogram  demon- 
strating regional  ileitis  involving  several  loops  of 
ileum,  multiple  fistulous  formation,  walled-off 
abscess  with  induration  of  cecum  and  descending 
colon. 


colon.  The  omentum  formed  a firm  covering  sheet 
for  all  of  this.  Further  examination  revealed  that 
the  mesentery  of  the  ileum  and  jejunum  was  ex- 
ceedingly thickened  by  chronic  inflammation,  and 
at  the  terminal  ileum  it  reached  a width  of  3 to  4 
inches.  At  this  point  a greatly  thickened  and  dis- 
tended cecum  and  ascending  colon  were  found  ad- 
herent to  these  structures  and  comprised  a large 
part  of  the  abdominal  mass.  Careful  inspection 
revealed  that  all  of  the  small  intestine  was  involved 
except  D/s  to  2 feet  of  the  jejunum,  as  measured 
from  its  origin  at  the  duodenojejunal  junction  at  the 
ligament  of  Treitz.  Only  the  transverse  colon, 
descending  colon,  and  sigmoid  were  free  of  disease 
and  in  good  condition.  The  duodenum  was  buried 
in  many  adhesions,  but  no  ulcerations  were  seen  or 
palpated.  The  duodenal  deformity  suspected  in 
the  x-ray  pictures  may  be  accounted  for  by  adhesions 
of  the  duodenum. 

Procedure. — With  much  difficulty,  an  exploratory 
opening  was  found  in  the  adherent  omentum,  and 
the  mass  was  slowly  dissected  in  its  entirety  from  the 
right  abdominal  wall  anteriorly  and  laterally  and 
from  the  right  gutter  posteriorly.  This  step  suc- 
ceeded in  mobilizing  the  mass  in  its  right  lateral 
aspect.  Adhesions  to  the  rectum  and  sigmoid  were 
also  separated.  The  dissection  was  now  shifted  to 
the  transverse  colon  which  was  sectioned  at  the 
junction  of  its  middle  and  right  thirds.  The  mesen- 
tery and  peritoneal  attachments  of  the  dissected 


2580 


WEINSTEIN  AND  ROBERTS  [N.  Y.  State  J.  M. 


Fig.  2.  Specimen  of  jejunum,  ileum,  feecum, 
ascending  and  right  colon  removed  en  masse  with 
large  abscess  due  to  perforation.  Of  the  small 
intestine  only  the  duodenum  and  1 1/2  feet  of  jejunum 
were  left  behind.  Of  the  large  intestine  only  the 
left  colon  was  spared. 


colon  were  freed  from  above  downward  towards  the 
cecum.  The  next  operative  step  was  directed  to  the 
proximal  jejunum  where  the  jejunal  intestine  was 
sectioned  18  inches  from  its  beginning  at  the  liga- 
ment of  Treitz.  An  attempt  was  now  made  to  re- 
move all  diseased  jejunum  and  ileum  down  to  the 
cecum  by  incising  and  ligating  the  entire  mesentery 
of  the  small  intestine  from  above  downward.  In  the 
same  manner  all  remaining  posterior  attachments 
and  mesentery  of  the  colon  were  sectioned,  thus  lift- 
ing the  entire  intestinal  mass  away  from  the  pos- 
terior abdominal  wall.  The  right  ureter  and  sper- 
matic vessels  were  looked  for  and  identified  on  the 
posterior  aspect  of  the  mass  as  it  was  being  freed. 
They  were  easily  dissected  off  without  injury.  The 
open  jejunum  and  transverse  colon  ends  were  closed 
with  three  layers  of  black  silk  sutures,  and  a side-to- 
side  anastomosis  was  made  between  the  distal  end 
of  the  jejunum  and  the  left  transverse  colon.  The 
remaining  intact  mesenteries  were  approximated  by 
sutures  to  avoid  subsequent  herniation,  and  con- 
siderable peritonealization  of  the  raw  surfaces  pos- 
teriorly was  accomplished.  Two  Penrose  drains 
were  inserted  down  to  the  right  gutter  and  pelvis. 
Interrupted  alloy  steel  wire  “far  and  near”  sutures 
were  placed  in  the  abdominal  wall,  grasping  peri- 
toneum, muscle,  and  deep  fascia  in  one  layer.  The 
operative  time  was  three  hours.  The  patient  toler- 
ated the  operation  well.  A continuous  intravenous 
infusion  of  glucose  and  citrated  blood  throughout 
the  operation  was  accomplished  through  a cannula 
placed  in  the  internal  saphenous  vein  at  the  ankle. 
The  patient  left  the  operating  table  in  fairly  good 
condition. 

Pathology  Report. — Examination  of  the  removed 
specimen  revealed  the  following:  “Specimen  con- 
sists of  loops  of  small  and  large  bowel  adherent  to 
each  other  in  most  instances,  measuring  25  by  22  by 
9 cm.  in  its  largest  diameters.  Included  with  the 
bowel  is  abundant  mesentery  and  omental  tissue. 
The  ileocecal  junction  can  be  recognized  after  dissec- 
tion of  the  mass.  The  terminal  ileal  mesentery 
shows  extreme  induration  and  from  the  surface 
simulates  a solid  tumor.  However,  on  multiple 
sectioning,  the  lumina  of  the  adherent  loops  of  bowel 
can  be  recognized.  Of  the  entire  mass  of  bowel 


Fig.  3.  Postoperative  colonic  roentgenogram 
showing  the  following:  well-functioning  anasto- 

mosis, enormous  dilatation  of  remaining  iy2  feet 
of  jejunum  to  compensate  for  excised  areas  of  in- 
testinal tract,  and  general  absence  of  barium-filled 
intestinal  loops. 


only  about  13  cm.  of  large  bowel  and  16  cm.  of  small 
bowel  in  the  fixed  state  are  uninvolved  by  deforming 
adhesions,  and  these  two  loops  are  situated  at  each 
end  of  the  specimen.  The  involved  loops  show  con- 
siderable rigidity  of  the  walls,  the  result  of  a dif- 
fuse fibrous  thickening  that  leaves  the  mucosal  sur- 
face relatively  intact.  Mesenteric  lymph  nodes 
found  deep  within  the  mass  are  moderately  enlarged. 
Pathologic  diagnosis  was  regional  ileitis,  ileocolic 
adhesions,  mesenteric  lymphadenitis,  reactive” 
(Fig.  2). 

Postoperative  Course. — This  patient  experienced 
an  unusually  mild  and  symptom-free  postoperative 
course  in  the  hospital.  The  temperature  never 
exceeded  100  F.  except  for  one  evening,  twenty-four 
hours  after  operation,  when  it  rose  to  103  F.  This 
was  in  sharp  contrast  to  the  preoperative  period  dur- 
ing which  the  temperature  rose  every  evening  to  102 
F.  He  thus  demonstrated  an  immediate  beneficial 
effect  from  the  removal  of  the  excised  inflammatory 
tissues.  He  was  ambulatory  the  day  after  operation 
and  discharged  on  the  twelfth  postoperative  day  in 
excellent  condition  with  a healed  wound.  He  was 
followed  closely  for  a period  of  fourteen  months  after 
operation  and  enjoyed  good  health.  The  stools, 
which  after  the  operation  were  seven  to  eight  per 
day  and  loose,  became  only  two  a day  and  semisolid. 
His  weight  increased  from  110  pounds  immediately 
after  operation  to  150  pounds.  The  blood  pressure 
was  systolic  106  mm.  mercury  and  diastolic  70  mm. 
mercury.  Hematologic  study  revealed  hemoglobin 
11.5  Gm.,  red  blood  count  3,610,000  per  cu.  mm., 
white  blood  count  10,300  per  cu.  mm. 
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Two  months  after  the  operation  the  following 
laboratory  data  were  recorded:  total  protein  6.9 
Gm.  per  cent,  albumin  4.6  Gm.  per  cent,  globulin  2.3 
Gm.  per  cent,  urea  nitrogen  24  mg.  per  cent,  crea- 
tinine 2.7  mg.  per  cent,  uric  acid  5.3  mg.  per  cent. 
Stool  examination  showed  total  fat  14.6  Gm.  per 
cent,  fatty  acids  3.9  Gm.  per  cent,  neutral  fat  10.7 
Gm.  per  cent,  total  nitrogen  8.6  Gm.  per  cent; 
microscopic — no  fat,  moderate  vegetable  cells  and 
fibers,  occasional  red  blood  cells,  occasional  muscle 
fibers,  and  crystals. 

Moreover,  the  patient  enjoyed  perfect  health  and 
comfort  and  was  employed  full  time.  Recent  ex- 
amination revealed  a soft  abdomen  with  no  tender- 
ness anywhere.  Abdominal  examination  was  nega- 
tive and  roentgenographic  studies  revealed  the  same 
compensatory  intestinal  dilatation  as  the  previous 
patient  (Fig.  3). 

Comment. — An  extensive  intestinal  resection  was 
made  for  regional  ileitis  involving  the  removal  of  all 
of  the  following  parts  of  the  intestinal  tract:  the 
jejunum  except  for  18  inches,  all  of  the  ileum,  the 
cecum,  ascending  colon,  and  the  right  third  of  the 
transverse  colon.  All  symptoms  have  disappeared, 
and  almost  no  alteration  of  intestinal  function  has 
resulted . 

Summary 

1.  Two  cases  are  reported  of  massive  intestinal 
resection  for  regional  ileitis;  in  one  patient  the  dis- 
ease had  spread  over  an  ileosigmoidostomy  anasto- 
mosis to  involve  the  sigmoid. 


2.  The  first  patient  had  all  of  the  jejunum  re- 
moved except  for  the  proximal  two  feet,  together 
with  ileum,  cecum,  ascending  colon,  two  thirds  of 
the  transverse  colon,  and  portions  of  the  descending 
colon  and  sigmoid. 

3.  In  a second  patient,  18  inches  of  jejunum  were 
left  behind,  and  the  remaining  jejunum,  ileum,  cecum 
ascending  colon  and  one  third  of  the  transversus  were 
excised. 

4.  Both  patients  have  little  or  no  bowel  disturb- 
ance and  no  impairment  of  their  digestive  func- 
tions. Roentgenographic  studies  reveal  compensa- 
tory dilatation  of  the  remaining  intestinal  loops. 

5.  Radical  excisional  procedures  are  indicated 
for  extensive  disease  in  chronic  regional  ileitis  pa- 
tients as  the  only  hope  for  relief.  More  recent  ad- 
vances in  chemotherapy,  newer  anesthesia  methods, 
preoperative  and  postoperative  nutritional  aids, 
parenteral  and  vitamin  therapy,  improved  and 
simplified  surgical  technics,  and  early  ambulation 
make  it  possible  to  achieve  such  successes. 
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“DOCTOR  JONES”  SAYS— 

What  we  call  conscience — that  “still,  small  voice” 
that’s  supposed  to  steer  us  on  what’s  right  and  what’s 
wrong — did  you  ever  study  out  what  it  is  and  why? 
I recall  a discussion  over  whether  people  were  born 
with  a conscience.  I don’t  think  so.  I figure  it’s 
a collection  of  indelible  memories  that’ve  been 
recorded  in  our  unconscious  minds,  mainly  in  child- 
hood. They  represent  the  youngster’s  understand- 
ing of  experiences:  things  that  happened  or  were 
said,  lie  did  something  and  it  got  him  into  trouble 
or  he  was  scolded;  something  else  and  he  was 
praised.  He  was  told  that  certain  things  were 
naughty.  The  recording  system  is  hooked  up,  as 
you  might  say,  with  a memostat.  In  later  life, 
when  there’s  a question  of  right  or  wrong,  it  clicks 
automatically  and  recorded  memories  come  up. 
They’re  still  unconscious,  but  they  may  influence  the 
decision. 

The  kind  of  conscience  a person  has  depends  some 
on  his  understanding,  as  a child,  but  mainly  on  the 
kind  of  people  he  was  closely  associated  with. 
They  say,  sometimes,  “Let  your  conscience  be  your 


guide.”  Well,  with  the  average  person,  in  ordinary 
situations,  it’s  a fairly  safe  guide — certainly  better 
than  nothing.  But  there’s  a lot  of  good  people 
that  have  “overactive”  consciences  that,  in  some 
respects  at  least,  are  liabilities. 

We  need  to  remember  that  most  of  these  mental 
recordings  were  made  by  individuals  with  prac- 
tically no  experience  in  life,  very  little  reasoning  power 
and  limited  understanding  of  the  language  spoken 
around  them.  What  was  recorded  was  their  inter- 
pretations of  what  happened  or  was  said.  Very 
often  their  interpretations  were  wrong.  For  exam- 
ple, a man  I knew — his  friends  said  he  was  “over 
conscientious.”  He  made  himself  miserable  for 
fear  he’d  do  something  wrong.  That  reaction 
could’ve  been  stirred  up  by  childhood  guilt  memories 
based  on  misconceptions. 

Keeping  a conscience  under  control  and  using  it  to 
best  advantage — it’s  some  like  driving  a car:  it 

helps  if  we  know  how  it  was  made  and  how  it  works. 
Conscience  or  car,  it  still  needs  someone  with  judg- 
ment “at  the  wheel.” — Paul  B.  Brooks,  M.D. 


STEVENS-JOHNSON  SYNDROME  (ERUPTIVE  FEVER  WITH  STOMATITIS 
AND  OPHTHALMIA) 


Wilfred  M.  Anna,  M.D.,  and  W.  W.  Pierce,  M.D.,  F.A.C.S.,  Lockport,  New  York 
(From  the  Lockport  City  Hospital ) 


TN  1922,  Stevens  and  Johnson  first  reported  this 
syndrome  which,  up  to  that  time,  had  also  been 
called  erythema  multiforme.1  It  was  reported  as 
erythema  multiforme  of  Stevens-Johnson  variety, 
which  is  an  entity  apart  from  erythema  exudative 
multiforme  (Hebra).  These  authors  introduced  the 
disease  as  “a  new  eruptive  fever  associated  with  sto- 
matitis and  ophthalmia.” 

On  July  23,  1948,  a patient  was  admitted  to  the 
Lockport  City  Hospital  suffering  from  a disease  that 
was  diagnosed  as  Stevens-Johnson  syndrome,  which 
exhibited  all  the  classic  signs  of  this  clinical  entity. 

Case  Report 

This  seventeen-year-old  white  boy  was  admitted 
with  the  chief  complaints  of  cough,  sore  throat,  sore 
mouth,  and  swollen  painful  eyes  with  discharge. 
The  onset  of  the  present  illness  was  apparently  on 
July  18,  1948,  at  which  time  the  patient  complained 
of  feeling  tired.  He  was  a counselor  at  a boys’  camp 
in  this  vicinity.  The  following  day  he  returned  to 
camp  and  was  seen  by  the  nurse  there.  At  that  time 
his  only  complaint  was  that  “he  did  not  feel  good.” 
He  had  a slight  fever.  Two  days  later,  on  July  20, 
1948,  he  complained  of  being  drowsy  and  sleepy  and 
ached  as  though  he  had  the  grippe.  At  this  time  he 
went  home.  Two  days  later,  on  July  22,  1948,  he 
first  developed  pain  and  redness  of  both  eyes  with 
some  purulent  discharge,  a sore  mouth,  a cough,  and 
a temperature  of  102  F.  He  had  been  given  a ca- 
thartic, aspirin  tablets,  and  some  home  cough  reme- 
dies. A physician  was  called  to  see  him  that  even- 
ing, and  the  following  day  he  was  admitted  with  a 
temperature  of  104  F.,  a marked  purulent  conjuncti- 
vitis, and  an  extremely  fetid  mouth  with  many 
aphthous  ulcers  and  bullae  involving  the  mucous 
membranes.  The  family  history  is  essentially  non- 
contributory other  than  that  the  paternal  grand- 
mother had  asthma.  In  his  past  history,  he  had  had 
measles  and  mumps  as  a child  but  no  other  serious 
illnesses  and  only  tonsillectomy  and  appendectomy 
operations.  The  systemic  review  was  noncontribu- 
tory and  cast  no  light  on  the  present  condition. 

Physical  examination  showed  an  apathetic,  very 
drowsy,  and  acutely  ill  young  man.  The  conjunc- 
tivae  were  very  injected  and  ecchymotie,  showing  a 
profuse  purulent  discharge.  The  lids  themselves 
were  thickened  and  reddened  with  an  extreme 
amount  of  discharge  on  the  free  borders  with  crust- 
ing. The  corneae  were  clear  and  presented  no  evi- 
dence of  ulceration.  His  nose  anteriorly  was  essen- 
tially negative.  The  breath  was  extremely  fetid; 
the  entire  mucous  membranes  of  the  mouth,  the  lin- 
ings of  the  cheeks,  and  hard  and  soft  palate  were  the 
sites  of  a bullous  eruption  which  was  covered  by  a 
foul  exudate  beneath  which  were  numerous 
aphthous  ulcers.  This  process  extended  to  the 
oropharynx  where  it  abruptly  ceased.  The  ton- 
sillar fossae  were  involved.  He  had  a loose  bron- 
chial cough.  The  lungs  showed  a few  scattered 
rales.  The  heart  and  blood  pressure  were  normal. 
There  were  no  palpable  masses  in  the  abdomen. 
Neurologic  examination  showed  no  abnormalities. 


Two  days  after  admission,  on  July  25, 1948,  he  be- 
gan developing  a balanitis  and  urethral  discharge  to- 
gether with  a multiform  rash  on  his  arms  and  body. 
The  following  day  he  showed  more  bullous  lesions  on 
the  right  arm  which  were  becoming  umbilicated. 

The  laboratory  findings  were  as  follows:  hemo- 
globin 100  per  cent;  red  blood  cells  4,900,000;  white 
blood  cells  17,300;  differential  polymorphonuclears 
80  per  cent;  small  lymphocytes  12  per  cent;  mono- 
cytes 7 per  cent,  and  eosinophils  1.  Urine  was 
cloudy  and  acid  with  specific  gravity  1.020,  no  albu- 
min, white  or  red  blood  cells,  sugar  or  casts;  there 
were  occasional  amorphous  deposits.  The  throat 
smear  showed  numerous  pus  cells;  predominating 
organism  was  gram-negative  diplococcus  with  no 
diphtheroids.  In  addition,  the  gum  smear  showed 
numerous  fusiform  bacilli  and  spirellae.  Gram  stain 
of  pus  from  the  right  eye  showed  numerous  pus  cells, 
no  organisms ; left  eye  showed  numerous  pus  cells,  no 
organism  seen.  Four  days  after  admission  the  white 
blood  count  had  dropped  to  14,200  with  54  per  cent 
polymorphonuclears,  small  lymphocytes  25  per  cent, 
large  monocytes  2 per  cent,  and  eosinophils  19  per 
cent. 

Under  conservative  treatment  of  boric  acid  com- 
presses to  the  eyes,  penicillin  eye  drops,  and  oil  com- 
presses to  keep  the  lids  from  sticking,  the  eyes 
rapidly  improved.  He  was  given  Mapharsen  0.03 
Gm.  first  dose,  0.045  second  dose,  and  0.06  third  dose 
for  the  spirillum  infection  in  the  mouth.  Penicillin 
was  administered  at  the  rate  of  40,000  units  every 
three  hours,  and  two  days  after  admission  he  was 
given  streptomycin  2 Gm.  for  the  original  dose  and 
then  1 Gm.  daily.  In  view  of  this  boy’s  extreme  de- 
hydration he  was  given  one  unit  of  plasma  in  addi- 
tion to  fluids  and  a supportive  Sippy  diet.  In  the 
hospital  the  dermatitis  began  on  July  25  with  a few 
discreet  macules  and  papules  which  became  bullous 
and  finally  umbilicated.  These  involved  especially 
the  upper  extremities,  the  chest,  and  the  neck.  The 
urethritis  and  balanitis,  as  previously  mentioned,  be- 
gan on  July  25,  1948,  with  the  rash.  Foreskin  be- 
came moist  and  ulcerated  but  soon  began  to  clear. 
At  all  times  the  corneae  remained  normal  and  clear, 
although  the  conjunctivitis  and  purulent  discharge 
were  persistent,  notwithstanding  all  local  treatments. 
His  temperature  gradually  began  to  subside  by  lysis, 
falling  to  104  F.  on  the  second  and  third  day  after 
admission,  103.6  F.  on  the  third  and  fourth  day,  102 
F.  on  the  fifth  day,  101.8  F.  on  the  sixth  day,  101  F. 
on  the  seventh,  and  gradually  on  downward  to  nor- 
mal. He  was  discharged  on  the  eighteenth  day. 

Comment 

This  is  a typical  case  of  Stevens-Johnson  syndrome 
fulfilling  all  of  their  criteria  of  ophthalmia,  stoma- 
titis, and  exudative  rash,  especially  involving  the 
genitalia.  The  syndrome  had  as  the  onset  an  appar- 
ently mild  respiratory  infection.  There  was  no  al- 
lergic background  in  this  case. 
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Special  Article 

WORKMEN’S  COMPENSATION 

J.  Stanley  Kenney,  M.D.,  New  York  City 
{Chairman,  Council  Committee  on  Workmen’s  Compensation,  Medical  Society  of  the  Stale  of  New  York) 


AT  THIS  time  in  our  medical  year,  county  medical 
societies  are  resuming  their  activities,  and  the 
district  branches  have  held  their  annual  meetings. 
It  is  timely,  then,  to  inform  county  secretaries, 
chairmen  of  compensation  committees,  district 
branch  officers,  and  our  membership  in  general  of 
the  current  status  of  Workmen’s  Compensation 
problems  and  what  your  bureau  is  attempting  to  do 
to  resolve  them. 

Following  the  informative  and  excellent  digest 
of  the  New  York  State  Disability  Benefits  law 
presented  by  the  Honorable  Mary  Donlon  before 
the  annual  meeting  of  the  House  of  Delegates  last 
May  in  Buffalo,  there  was  circulated  to  the  delegates 
the  amended  fee  schedule  as  of  May  1,  1949.  This 
has  since  been  mailed  to  all  the  doctors  throughout 
the  State.  It  aroused  a storm  of  protest  imme- 
diately because  of  certain  reductions  in  the  fees  of 
specialists  and  no  adjustments  for  the  inequities  in 
the  fees  allowed  general  practitioners,  which  have 
been  in  effect  since  May  1,  1947,  (see  Sections  1-9, 
chiefly).  A resolution  was  introduced  by  Dr.  Arthur 
Bedell  of  Albany  objecting  to  the  promulgated 
revision  and  the  Reference  Committee  brought 
in  the  following  report,  which  was  adopted: 

“Therefore  your  Reference  Committee  recom- 
mends that  the  Council  Committee  on  Workmen’s 
Compensation  of  the  Medical  Society  of  the  State 
of  New  York,  with  such  other  well-informed 
members  of  the  Medical  Society  of  the  State  of 
New  York  whom  the  president  may  see  fit  to 
appoint,  meet  with  the  chairman  of  the  Workmen’s 
Compensation  Board  or  with  whomsoever  she  may 
desire  to  appoint,  to  urge  the  correction  of  these 
inequities  as  soon  as  possible  and  to  advise  and 
assist  in  the  implementing  of  the  recommenda- 
tions made  in  the  report  of  vour  Reference  Com- 
mittee and  adopted  by  the  House  of  Delegates  in 
session  on  May  3,  1949.”  [Section  173,  also 
138,  proceedings  of  the  House  of  Delegates, 
New  York  State  J.  Med.  49:  Part  II,  page  106 
(Sept.  1)  1949.] 

Accordingly,  on  June  21,  your  chairman  conferred 
with  Miss  Mary  Donlon  in  New  York  in  the  fur- 
therance of  carrying  out  the  instructions  of  the 
House.  As  the  direct  outcome  of  this  meeting,  the 
chairman  of  the  Workmen’s  Compensation  Board 
on  June  22  wrote  the  president,  Dr.  John  J.  Master- 
son,  requesting  appointment  of  a committee  of  four, 
two  general  practitioners  and  two  surgeons,  to 
consider  the  matter  and  make  recommendations. 

I believe  this  represents  the  important  first  step 
in  carrying  out  the  purport  of  the  above  quoted 
action  of  the  House. 

Another  significant  change  which  should  mate- 
rially assist  us  in  our  efforts  to  execute  the  mandates 
of  the  House  of  Delegates  is  the  enlargement  of 
the  Council  Committee  on  Workmen’s  Compensa- 
tion. This  has  been  increased  to  11  members  and 
was  effected  by  amendment  to  the  Bylaws  of  the 


Medical  Society  of  the  State  of  New  York  at  the 
last  annual  meeting.  Dr.  Masterson  has  named  the 
following  to  serve  on  this  committee:  Drs.  J. 

Stanley  Kenney,  New  York,  chairman;  Joseph  P. 
Henry,  Rochester;  James  Greenough,  Oneonta; 
Fenwick  Beekman,  New  York;  Joseph  A.  Manzella, 
Brooklyn;  Stanley  E.  Alderson,  Albany;  Walter  S. 
Bennett,  Granville;  Dwight  V.  Needham,  Syracuse; 
Charles  D.  Squires,  Binghamton;  Joseph  A.  Lane, 
Rochester;  Guy  S.  Philbrick,  Niagara  Falls. 

We  convened  this  committee  for  organization  and 
assignment  of  work  on  October  13,  at  which 
time  a conference  with  representatives  of  the  insur- 
ance carriers  was  also  held. 

We  would  invite  your  attention  to  the  Proceedings 
of  the  House  of  Delegates  published  in  full  as  Part 
II  of  the  September  1 issue  of  the  Journal.  This 
is  a detailed  compilation,  splendidly  edited,  and 
should  be  read  by  every  member  of  the  Society. 
For  your  information  please  note  in  this  issue  the 
index  on  page  6 under  Workmen’s  Compensation 
where  all  references  are  minutely  annotated. 

The  resolution  passed  by  the  House  of  Delegates 
advocating  free  choice  of  physician  under  the  Federal 
Workmen’s  Compensation  Law  was  introduced  by 
your  chairman  at  the  House  of  Delegates  meeting 
of  the  American  Medical  Association  last  June  in 
Atlantic  City.  This  was  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations, 
which  approved  the  resolution  and  referred  it  to 
the  Board  of  Trustees  for  action.  Dr.  Lull  has 
since  communicated  with  both  Dr.  Kaliski  and  your 
chairman  requesting  further  information  and  details, 
and  these  were  forwarded  to  him  on  August  26,  stat- 
ing the  reasons  for  urging  an  amendment  to  the 
Federal  law  to  insure  Federal  employes  free  choice 
of  physicians  as  in  New  York  State. 

In  addition,  your  Committee  is  considering  and 
will,  to  the  best  of  its  ability,  attempt  to  implement 
the  many  resolutions  referred  to  it  by  the  Council 
as  the  result  of  actions  by  the  House  of  Delegates. 
Among  these  are  the  proposals  to  simplify  the  forms 
for  reporting;  to  secure  revision  of  fees  for  roent- 
genologists and  physiotherapists;  to  secure  legis- 
lation which  would  revise  the  method  of  settlement 
of  disputed  medical  bills  by  the  Medical  Practice 
Committee;  to  make  further  efforts  to  abolish  the 
Medical  Practice  Committee  and  to  have  returned 
to  the  counties  of  populations  of  over  one  million 
the  privileges  and  responsibilities  of  all  other 
counties  within  the  Society;  to  simplify  arbitration 
procedures;  to  work  for  the  establishment  of 
thoracic  surgery  with  the  symbol  M-17  as  a spe- 
cialty, and  to  seek  amendment  to  the  present  law  to 
harmonize  the  provisions  of  the  Workmen’s  Compen- 
sation Law  and  the  Education  Law  concerning  group 
practice. 

As  instructed,  Dr.  Anderton  has  already  forwarded 
to  Miss  Donlon  a copy  of  the  resolution  in  which 
the  House  voted  to  support  the  chairman  of  the 
Board  in  her  efforts  to  obtain  the  necessary  funds 
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needed  for  study  and  tabulation  of  the  medical 
records  available  in  the  department  so  that  the  end 
results  of  treatment  in  terms  of  disability  and  per- 
iods of  time  may  be  made  available  to  the  pro- 
fession. A letter  has  also  been  transmitted  to  her 
requesting  favorable  consideration  of  the  proposal 
to  establish  the  special  subdivision,  thoracic  sur- 
gery. 

There  is  much  more  that  might  be  said  which 
the  limitations  of  space  prevent  in  an  article  such  as 
this.  We  would  again  remind  our  members  of  the 
significance  of  the  Workmen’s  Compensation  and 
Disability  Benefits  Laws  as  outstanding  examples  of 
social  medicine.  They  are  in  sharp  contrast  to  “so- 


cialized medicine”  and  “statism”  as  these  philos- 
ophies are  viewed  today.  Pressures  for  socializa- 
tion of  everything  are  apparent  on  all  sides.  They 
would  include  our  traditional  insurance  structures. 
Here  in  New  York  State  we  have  adhered  to  the 
private  insurance  pattern  without  Federal  inter- 
ference. We  have  the  cherished  principle  of  free 
choice.  Compensation  medicine  as  practiced  in  our 
State  is  a joint  effort  of  government  and  private 
industry.  It  is  a State-administered,  privately 
financed  program  which  preserves  all  the  basic 
liberties  of  our  voluntary,  free  enterprise  system. 
Let  us  all  cooperate  in  making  it  work  successfully 
and  well. 


DR.  WILLIAM  OSLER  EPISODES  RECALLED 

The  centenary  of  the  birth  of  the  world-renowned 
physician  and  scientist.  Sir  William  Osier,  is  com- 
memorated in  the  July  issue  of  the  Archives  of  Inter- 
nal Medicine,  published  by  the  American  Medical 
Association.  The  entire  issue  is  devoted  to  intimate 
accounts  of  the  physician  who  helped  found  the 
Johns  Hopkins  University  Medical  School,  Balti- 
more, and  who  revolutionized  the  teaching  of  medi- 
cine by  revising  the  courses  to  include  bedside  study 
as  well  as  the  study  of  textbooks.  Physicians  from 
the  United  States,  Canada,  and  England  who  were 
associated  with  Dr.  Osier  or  who  studied  under  him 
contribute  episodes  in  his  life. 

Dr.  Osier,  born  in  Canada  on  July  2,  1849,  re- 
ceived his  M.D.  degree  from  McGill  University, 
Montreal,  in  1872.  He  early  became  interested  in 
medical  research.  In  1884,  he  became  professor  of 
clinical  medicine  at  the  University  of  Pennsylvania. 
His  influence  was  felt  in  the  opening  of  the  Johns 
Hopkins  Medical  School  in  1893,  when  stress  was 
put  on  abundant  clinical  instruction  and  bedside 
education.  With  the  publication  of  numerous  books 
on  new  technics  and  findings  in  many  phases  of  med- 
icine, his  name  became  a symbol  of  progress  in  the 
medical  profession.  He  took  an  interest  in  the  es- 
tablishment of  medical  libraries  in  Baltimore,  Boston, 
New  York,  and  Toronto  and  was  a prime  mover  in 
the  National  Medical  Library  Association. 

In  1905,  he  went  to  England  to  become  regius  pro- 
fessor of  medicine  and  fellowship  at  Christ  Church, 
Oxford.  He  was  created  baronet  by  King  Edward 
VII  in  1911.  He  died  in  Oxford,  December  29,  1919. 

The  Archives'  articles  describe  Dr.  Osier  as  a man 
who  was  fond  of  pranks.  One  of  his  childhood  epi- 
sodes was  responsible  for  his  being  transferred  from 
one  school  to  another  and  for  an  eventual  shift  in  his 
ambitions  from  the  clergy  to  the  medical  profession. 
His  writings  and  sayings  are  pointed  to  as  examples 
of  picturesque  descriptions  of  medicine.  A few  ex- 
amples given  are: 

“The  pharynx  is  the  garbage  dump  of  the  bron- 
chial tubes  and  nasal  passages.  The  street  sweep- 
ers (ciliated  epithelial  cells)  are  constantly  on  duty 
and  especially  busy  at  night  removing  the  debris 
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from  the  air  passages,  to  be  carried  away  the  next 
morning.” 

“Temperature  charts — typhoid  fever  has  a ‘Penn- 
sylvania Railwaylike’  directness,  in  distinction  to 
the  zigzag  ‘Baltimore  and  Ohio’  chart  of  aestivo- 
autumnal  fever.” 

“The  physics  of  a man’s  circulation  are  the  physics 
of  the  waterworks  of  the  town  in  which  he  lives,  but 
once  out  of  gear,  you  cannot  apply  the  same  rules  for 
the  repair  of  the  one  as  of  the  other.” 

“Huge  blocks  of  coal  that  would  grace  the  door- 
step of  any  multimillionaire  coal  dealer  as  a sign  are 
carried  into  the  lungs  from  our  coal-polluted  air, 
and  tubercle  bacilli  ride  in  on  coal  black  chargers 
three  abreast.  Coal  barges  equal  to  those  on  the 
Susquehanna  are  constantly  passing  through  un- 
broken mucosa  and  along  lymph  ducts  to  the  bron- 
chial lymph  nodes.” 

Commenting  editorially,  the  Archives  says,  “With- 
out question,  the  development  of  internal  medicine 
in  this  country  during  the  last  half  century,  as  traced 
in  the  Archives,  has  been  notably  colored  by  his  [Dr. 
Osier’s]  personality.  It  is  especially  appropriate 
that  this  journal,  devoted  to  internal  medicine  and 
published  by  an  association  representing  the  medical 
men  of  this  country,  should  thus  honor  the  man  who 
brought  so  much  honor  to  American  medicine.  Os- 
ier’s skill  as  a clinician,  his  ability  as  a teacher  and 
leader  of  men,  his  learning,  his  contributions,  not 
only  to  medical  science  but  also  to  literature, 
through  many  essays  reflecting  a broad  culture  and  a 
sympathetic  understanding  of  men  and  events — all 
have  set  an  example  of  scholarly  achievement  and 
have  been  a source  of  inspiration  to  physicians 
everywhere.” 

The  memorial  issue  was  prepared  under  the  direc- 
tion of  Dr.  N.  C.  Gilbert  of  Chicago,  chief  editor  of 
the  Archives,  and  members  of  the  editorial  board 
Drs.  Arthur  Bloomfield,  San  Francisco;  Russell  M 
Wilder,  Rochester,  Minn.;  Reginald  Fitz,  Boston; 
George  E.  Burch,  New  Orleans,  and  Paul  S.  Rhoads 
Chicago.  Among  the  United  States  physicians  con- 
tributing episodes  in  the  life  of  Dr.  Osier  was  Dr. 
Rufus  Cole,  Mount  Kisco,  New  York. 


DEPARTMENT  OF  MEDICAL  CARE  INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


Sixty  Million  Members  Protected  by  Health  Insurance 


A RECENT  survey  of  health  and  accident  cov- 
Cl-  erage  in  the  United  States  by  the  Health  Insur- 
ance Council  indicates  that  over  sixty  million  per- 
sons were  protected  by  voluntary  insurance  plans 
in  the  United  States  at  the  end  of  1948. 

During  the  year  1948  there  was  an  increase  from 
fifty-two  million  to  sixty  million  for  hospital  ex- 
pense, or  a gain  of  16  per  cent.  Under  surgical  ex- 
pense, it  increased  from  twenty-six  million  to  thirty- 
four  million,  or  30  per  cent.  Medical  expense  in- 
creased from  eight  million  to  twelve  million,  a gain 
of  45  per  cent.  Insurance  protection  against  the  loss 
of  income  due  to  illness  or  accident  increased  from 
thirty-one  million  to  thirty-three  million,  or  7 per 
cent. 

The  Council  pointed  out  that  the  group  entitled 
to  benefits  under  voluntary  plans  for  loss  of  income 
due  to  disability,  the  basic  type  of  protection  sold  by 
private  insurance  organizations  writing  accident 
and  health  insurance,  now  comprises  well  over  half 
the  entire  labor  force.  Taking  hospital  expense 
under  group  insurance  and  the  Blue  Cross  plans,  it  is 
found  that  only  about  three  and  a quarter  million 
persons  were  covered  at  the  end  of  1939,  a mere  ten 
years  ago.  The  coverage  now  for  these  two  types  of 
organizations  is  over  forty-six  million,  which  is 
fifteen  times  the  number  covered  in  1938  and  more 
than  double  the  figure  of  five  years  ago. 

For  surgical  expense  under  group  insurance  and 
plans  sponsored  by  medical  societies  or  affiliated 
with  the  Blue  Cross,  there  were  only  100,000  mem- 
bers ten  years  ago,  and  at  the  end  of  1948  a tre- 


mendous gain  resulted  in  a total  of  twenty-four  mil- 
lion. 

As  for  medical  expense  insurance,  it  was  prac- 
tically unknown  ten  years  ago,  whereas  member- 
ship increased  to  seven  and  a half  million  at  the  end 
of  1948. 

Membership  in  the  Blue  Cross  plans  as  of  June 
30,  1949,  was  thirty-four  and  a half  million.  Mem- 
bership in  the  nonprofit  voluntary  medical  plans 
which  are  approved  by  county  or  state  medical 
societies  now  exceeds  eleven  million. 

The  six  nonprofit  voluntary  medical  care  plans  in 
New  York  State  approved  by  the  Medical  Society 
of  the  State  of  New  York  have  made  tremendous 
progress  during  the  past  three  and  a half  years 
(Tables  1 and  2).  As  of  December  31,  1945,  total 
membership  was  268,000,  and  each  year  has  shown 
a progressive  increase.  During  1946  the  increase 
was  329,000,  in  1947,  425,000,  and  last  year  over  a 
half-million.  During  the  first  six  months  of  this 
year  the  increase  in  membership  was  over  347,000 
and,  at  the  present  rate  of  growth,  should  show  an 
increase  of  over  700,000  at  the  end  of  1949.  As  of 
June  30,  1949,  New  York  State  had  the  largest 
membership  of  any  state  in  the  Union  with  a total 
of  1,886,000  members,  and  benefits  to  subscribers 
have  shown  corresponding  increases.  During  1946 
benefits  amounted  to  approximately  $2,000,000;  in 
1947,  $3,681,000,  and  last  year  were  in  excess  of 
$6,000,000,  and,  at  the  present  rate  of  membership 
increases,  benefits  to  members  in  1949  will  be  ap- 
proximately $10,000,000. 


NEW  YORK  STATE  VOLUNTARY  NONPROFIT  MEDICAL  CARE  INSURANCE  PLANS 
(Approved  by  the  Medical  Society  of  the  State  of  New  York) 

Years  Ending  December  31,  1946,  1947,  and  1948,  and  Six  Months  Ending  June  30,  1949 


TABLE  1. — Membership  Progress 


New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

December  31.  1945 

161,128 

61,060 

41,560 

4,500 

0 

0 

268,248 

Increases: 

During  194(5 
During  1947 
During  1948 
During  1949  to  June  30 

244,164 

325,001 

398,674 

238,527 

39,221 

19,427 

40,163 

12,369 

27,687 

20,122 

20,594 

9,470 

6,808 

4,014 

4,784 

2,415 

11,914 

34,231 

22,508 

15,371 

0 

22,778 

28,921 

6,296 

329,794 

425,573 

515,644 

347,485 

Total  Increases 

1,206,366 

111,180 

77,873 

18,021 

84,024 

57,995 

1,618,496 

Total  Membership  (as  of 
June  30,  1949) 

1,367,494 

172,241 

119,433 

22,521 

84,024 

57,995 

1,886,744 
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TABLE  2. — Financial  Progress 


Plan  Location 

Earned 

Premium 

Income 

Claims 

Incurred 

New  York 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 

$1,817,681 

3,986,028 

6,618,729 

4,606,806 

$ 995,542 
2,320,738 
4,390,730 
3,249,136 

Buffalo 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 

758,869 

830,264 

979,634 

613,132 

674,565 

654,176 

686,731 

486,768 

Utica 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 

433,393 

621,067 

809,777 

469,616 

281,066 

441,359 

643,072 

372,623 

Syracuse 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 

75,995 

152,488 

197,406 

116,088 

56,341 

102,929 

150,239 

97,196 

Rochester 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 

13,126 

223,762 

368,545 

255,677 

2,355 

100,632 

253,521 

183,936 

Adminis- 

Special 

Un- 

trative 

Contingent 

assigned 

Total 

Expense 

Surplus 

Surplus 

Surplus 

$ 242,439 

$136,954 

$471,489 

$ 608,443 

847,461 

305,880 

641,928 

947,808 

1,398,534 

581,805 

788,445 

1,370,250 

940,153 

781,243 

854,167 

1,635,410 

116,059 

73,965 

8,254 

82,219 

100,846 

106,678 

57,116 

163,794 

97,647 

146,584 

105,649 

252,233 

54,881 

172,266 

114,764 

287,030 

59,168 

52,815 

117,866 

170,681 

84,483 

78,060 

151,557 

229,615 

113,644 

110,864 

135,782 

246,646 

64,378 

129,649 

155,794 

285,443 

12,253 

4,061 

12,624 

16,685 

21,736 

10,161 

35,317 

45,478 

24,501 

18,057 

47,874 

65,931 

14,623 

22,700 

48,024 

70,724 

0 

0 

0 

0 

36,147 

10,015 

46,316 

56,331 

56,782 

25,381 

63,488 

88,869 

36,567 

36,055 

66,098 

102,153 

0 

0 

0 

0 

14,313 

3,842 

16,174 

20,016 

34,804 

17,511 

24,253 

41,764 

22,142 

27,984 

25,289 

53,273 

Albany 

December  31,  1946 
December  31,  1947 
December  31,  1948 
June  30,  1949 


0 0 

96,056  61,725 

325,577  245,095 

238,522  196,773 


Note:  During  1948  Buffalo  made  payments  from  unassigned  surplus  to  member  physicians  covering  unpaid  fees  for  the 
years  1941-1945  in  the  amount  of  $57,159. 


CONTAMINATED  MEAT  AND  MILK  CAUSE 

“Food  poisoning”  of  the  milder  type  called  food 
infection,  which  is  prominent  in  summer,  usually 
comes  from  eating  contaminated  meat  or  milk, 
says  James  A.  Brussel,  M.D.,  assistant  director  of 
Willard  State  Hospital,  New  York.  Writing  in  the 
August  issue  of  Hygeia,  health  magazine  of  the 
American  Medical  Association,  Dr.  Brussel  points 
out  that  food  infection  can  be  attributed  especially 
to  meat  from  diseased  animals  and  dairy  products. 
This  condition  can  often  be  traced  to  meat  pies,  sal- 
ads, and  unsupervised  milk  and  milk  product  manu- 
facturing. Items  handled  in  the  kitchen  and  al- 
lowed to  stand  some  time  before  serving  are  also  to 
be  suspected,  he  indicates. 

Food  infection  is  caused  by  germs  which  the  foods 
contain.  Symptoms  of  the  disease  are  fever,  gas- 
trointestinal irritation,  vomiting,  and  diarrhea. 
The  disease  usually  is  mild  and  recovery  is  rapid 
without  complications  in  the  common,  less  serious, 
infections.  Another  form  of  “food  poisoning,”  food 
intoxication,  has  no  seasonal  identification  but  is  a 
very  severe  disease.  It  is  caused  by  poisons  pro- 
duced by  germs  in  food,  not  by  food  itself.  These 
germs  may  enter  food  during  preparation  and  mul- 
tiply if  it  is  stored  without  refrigeration. 


SUMMER  FOOD  POISONING 

“Beware  of  homemade  products,  particularly 
such  products  as  sausage  meat  and  beef  and  pork 
products  manufactured  without  the  supervision  and 
approval  of  the  United  States  Public  Health  Service 
and  kept  awaiting  sale  in  places  without  proper  re- 
frigeration,” Dr.  Brussel  advises.  “Carefully  wash 
all  foods  eaten  raw,  first  making  certain  your  own 
hands  are  clean.  Don’t  eat  uncooked  or  wild  items 
unless  you  are  sure  you  know  what  you  are  deposit- 
ing within  your  body.  The  hazards  here  include 
poisonous  mushrooms,  certain  fish,  and  bivalves. 

“If  you  are  swayed  by  the  prejudice  of  cow-to- 
consumer  milk  and  milk  products,  remember  that 
only  clean  dairies  that  scrupulously  follow  the  most 
rigid  aseptic  technic,  pasteurization,  and  refrigera- 
tion, together  with  mechanical  bottling,  bring  you 
dairy  products  you  can  confidently  feel  are  free  from 
tuberculosis,  diphtheria,  streptococcus,  and  other 
disease  organisms. 

“The  home-preserved  food  not  properly  sealed  at 
time  of  making  is  a prime  source  of  spoilage.  Beware 
of  the  can  whose  ends  are  bulging  because  of  the  pu- 
trefactive gases  within.  When  a canned  food  has  a 
rancid  odor,  gas  bubbles,  or  unappetizing,  softened 
parts,  throw  it  out!” 


NECROLOGY 


Simon  Davis,  M.D.,  of  Brooklyn,  died  on  Septem- 
ber 26  at  his  home  at  the  age  of  sixty-five.  Dr. 
Davis  was  graduated  from  the  Long  Island  College 
Hospital  Medical  School  in  1904  and  had  practiced 
in  Brooklyn  for  forty-four  years.  He  was  a mem- 
ber of  the  Kings  County  and  New  York  State  Medi- 
cal Societies  and  the  American  Medical  Association. 

Harry  Percy  Dawe,  M.D.,  of  Pawling,  died  on 
September  25  at  his  home  at  the  age  of  eighty-six. 
Dr.  Dawe  received  his  medical  degree  from  the  New 
York  University  School  of  Medicine  in  1886  and 
had  practiced  in  Brooklyn  before  moving  his  prac- 
tice to  Pawling.  For  thirty-five  years,  before  his 
retirement,  Dr.  Dawe  was  health  officer  for  the  town 
and  village  of  Pawling  and  also  served  for  thirty 
years  as  police  justice  of  the  village.  He  was  an  in- 
structor for  the  Red  Cross. 

Edward  Gillespie,  M.D.,  of  Binghamton,  died  on 
September  23  at  the  Binghamton  City  Hospital  at 
the  age  of  seventy-seven.  Dr.  Gillespie  was  gradu- 
ated from  the  Albany  Medical  College  in  1896  and 
for  forty-one  years,  prior  to  his  retirement  in  1937, 
was  psychiatrist  at  the  Binghamton  State  Hospital. 
At  the  time  of  his  retirement  he  was  first  assistant 
superintendent  of  the  State  Hospital.  He  was  also 
coasulting  psychiatrist  at  the  Binghamton  City 
Hospital. 

Dr.  Gillespie  was  a member  of  the  Binghamton 
Academy  of  Medicine,  the  Binghamton  Psychiatric 
Society,  the  Broome  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

John  Gromann,  M.D.,  of  Utica,  died  on  Septem- 
ber 23  at  St.  Luke’s  Hospital,  Utica,  at  the  age  of 
seventy-two.  Dr.  Gromann  received  his  medical 
degree  from  the  Jefferson  Medical  College  in  Phila- 
delphia, Pennsylvania,  in  1900,  and  interned  in  the 
Faxton  Hospital  in  Utica.  For  thirty-six  years  Dr. 
Gromann  had  served  as  a surgeon  on  the  staff  of 
St.  Luke’s  Hospital.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Gromann  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Utica  Medical 
Society,  the  Oneida  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

Francis  Bernard  Hart,  M.D.,  of  Brooklyn,  died  on 
September  22  at  his  home  at  the  age  of  sixty-eight. 
Dr.  Hart  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1905. 
He  was  a World  War  I v eteran,  and  served  in  World 
War  II  as  consultant  to  an  examining  board.  Dr. 
Hart  was  attending  pediatrician  at  St.  Mary’s  and 
Holy  Family  Hospitals  in  Brooklyn.  He  was  a 
member  of  the  Brooklyn  Pediatric  Society,  the 
Kings  County  and  New  York  State  Medical  So- 
cieties, and  the  American  Medical  Association. 

Vemer  Kennedy,  M.D.,  of  Utica,  died  suddenly  at 
his  home  on  September  27  at  the  age  of  fifty-nine, 
after  a heart  attack.  Dr.  Kennedy  was  graduated 
from  the  New  York  Homeopathic  Medical  College 
and  Flower  Hospital  in  1913  and  served  overseas 
during  World  War  I as  a captain  in  the  medical 
corps.  He  began  his  practice  in  Utica  in  1919.  In 
1924  Dr.  Kennedy  was  elected  departmental  sur- 
geon of  the  Veterans  of  Foreign  Wars  at  the  State 
encampment  in  Binghamton.  He  was  attending 
surgeon  at  the  Utica  Memorial  Hospital  and  a mem- 
ber of  the  American  Institute  of  Homeopathy,  the 
Military  Surgeons’  Association  of  the  United  States, 


the  New  York  State  Homeopathic  Medical  Society, 
and  the  Utica  Homeopathic  Medical  Society. 

Julius  Henderson  Kevand,  M.D.,  of  Syracuse, 
died  on  September  29  at  the  Mayo  Clinic,  Rochester, 
Minnesota,  at  the  age  of  seventy-two.  Dr.  Kevand 
was  graduated  from  the  Syracuse  University  College 
of  Medicine  in  1898.  He  was  consultant  in  oph- 
thalmology at  the  Syracuse  General  and  University 
Hospitals  and  was  a member  of  the  Syracuse  Acad- 
emy of  Medicine,  the  Onondaga  County  and  New 
York  State  Medical  Societies,  and  the  American 
Medical  Association. 

John  Wesley  Munro,  M.D.,  of  Syracuse,  died  on 
June  15  at  the  age  of  seventy-three.  Dr.  Munro  re- 
ceived his  medical  degree  from  the  University  of 
Buffalo  School  of  Medicine  in  1903. 

Joseph  Rosenthal,  M.D.,  of  Brooklyn,  died  on 
September  24  at  his  home  after  a heart  attack,  at  the 
age  of  sixty-five.  Dr.  Rosenthal  was  graduated 
from  the  College  of  Physicians  and  Surgeons,  Colum- 
bia University,  in  1906,  and  interned  at  Mount 
Sinai  Hospital,  New  York  City,  before  starting  his 
practice  in  Brooklyn.  For  many  years  Dr.  Rosen- 
thal was  attending  physician  at  the  Jewish  Hospital 
of  Brooklyn.  In  1947  he  retired  as  attending  physi- 
cian there  and  became  consultant  in  medicine  and 
president  of  the  medical  board.  He  was  also  con- 
sultant at  the  Brooklyn  Hebrew  Home  and  Hospital 
and  the  Jewish  Sanitarium  and  Hospital  for  Chronic 
Diseases  and  chief  of  the  department  of  medicine  and 
president  of  the  medical  board  of  Israel  Zion  Di- 
vision of  Maimonides  Hospital. 

Dr.  Rosenthal  had  been  clinical  professor  of  medi- 
cine at  the  Long  Island  College  Hospital  and  was 
past  president  of  Phi  Delta  Epsilon,  national  medi- 
cal fraternity.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the 
Kings  County  and  New  York  State  Medical  So- 
cieties and  the  American  Medical  Association. 

Francis  J.  Ryan,  M.D.,  of  Syracuse,  died  on  Octo- 
ber 2 at  the  age  of  seventy-four.  Dr.  Ryan  re- 
ceived his  medical  degree  from  the  Syracuse  Univer- 
sity College  of  Medicine  in  1899.  He  was  one  of 
the  first  presidents  of  the  New  York  State  Society  of 
Industrial  Surgeons.  Dr.  Ryan  was  a member  of 
the  Syracuse  Academy  of  Medicine,  the  Onondaga 
County  and  New  York  State  Medical  Societies,  and 
the  American  Medical  Association. 

Ralph  Douglas  Skinner,  M.D.,  of  New  York  City, 
died  on  June  5 at  the  age  of  sixty-seven.  Dr. 
Skinner  was  graduated  from  the  Baltimore  Medical 
College  in  1905  and  was  consulting  physician  at  the 
Knickerbocker  Hospital  in  New  York  City. 

Lawrence  Henry  Smith,  M.D.,  of  East  Aurora, 
died  suddenly  on  September  25  at  his  home  at  the 
age  of  seventy.  Dr.  Smith  received  his  medical  de- 
gree from  the  University  of  Buffalo  School  of  Medi- 
cine in  1907  and  had  practiced  in  East  Aurora  for 
the  past  forty -five  years.  During  World  War  I he 
served  as  a captain  in  the  medical  corps.  Dr.  Smith 
was  a member  of  the  Erie  County  and  New  York 
State  Medical  Societies  and  the  American  Medical 
Association. 

Pier  Giuseppe  Spinelli,  M.D.,  of  New  York  City, 
died  on  May  10  at  the  age  of  seventy-seven.  Dr. 
Spinelli  received  his  medical  degree  from  the  Univer- 
sity of  Naples  Medical  School  in  1898. 

William  Warren  Spiro,  M.D.,  of  Long  Island  City, 
[Continued  on  page  2592] 
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HOSPITAL  NEWS 


New  York  City’s  Hospital  Construction  Program 


TTIGHLIGIITS  of  the  program  for  new  municipal 
hospitals  for  the  City  of  New  York  have  been 
outlined  by  Mayor  William  O’Dwyer,  Dr.  Marcus 
D.  Kogel,  commissioner  of  hospitals,  and  Mr. 
Frederick  H.  Zurmuhlen,  commissioner  of  public 
works.  A $150,000,000  future  hospital  construction 
program,  and  a $42,000,000  current  hospital  con- 
struction program  are  described. 

The  Department  of  Hospitals  plans  a construction 
program  for  hospitals  urgently  needed  to  replace 
many  obsolescent  and  inadequate  structures  and  to 
increase  hospital  services  in  areas  now  inadequately 
served.  A bond  issue  by  the  City  of  New  York,  out- 
side its  constitutional  debt  limit,  will  provide  the 
$150,000,000  needed  to  complete  this  stage  of  the 
long-range  program. 

On  November  8,  1949,  the  voters  of  the  City  and 
the  State,  through  a referendum,  will  be  given  an 
opportunity  to  sanction  this  urgently  needed  bond 
issue  to  be  used  solely  to  build  new  municipal  hos- 
pitals and  related  facilities. 

The  following  projects  are  included  in  the  pro- 
gram: 


Five  New  General  Care  Hospitals — The  replace- 
ment of  Bellevue  and  Metropolitan  Hospitals  in 
Manhattan;  the  replacement  of  New  York  City 
Hospital  (now  located  on  Welfare  Island)  in  Queens; 
the  replacement  of  Coney  Island  Hospital  in  Brook- 
lyn, and  a new  750-bed  general  hospital  in  the  East 
Bronx. 

Extensive  Alterations  and  Additions  to  Three 
Existing  General  Care  Hospitals— Additions  to  in- 
crease the  bed  capacity  at  Queens  General  Hospital 
in  Queens  and  Morrisania  Hospital  in  the  Bronx,  and 
completion  of  the  Outpatient  Addition  at  Lincoln 
Hospital  in  the  Bronx. 


Two  New  Nurses  Homes  and  Schools — Replace- 
ment of  the  existing  nurses  home  at  Bellevue  Hos- 
pital in  Manhattan,  and  a new  school  and  home  at 
Queens  General  Hospital  in  Queens. 

New  Chronic  Disease  and  Tuberculosis  Hospital 
on  Welfare  Island — A new  hospital  which  will  serve 
all  five  boroughs  of  the  City. 

Three  New  Tuberculosis  Hospitals — Replacement 
of  Seton  Hospital  in  the  Bronx,  a new  tuberculosis 
hospital  in  the  Harlem  area  in  Manhattan,  and  a 
tuberculosis  hospital  in  conjunction  with  the  new 
general  hospital  in  the  East  Bronx.  These  institu- 
tions will  give  city-wide  service. 

Two  Related  Hospital  Facilities — A new  labora- 
tory and  morgue  at  Kings  County  Hospital  in  Brook- 
lyn, and  a new  Borough  Laundry  at  Kingston 
Avenue  Hospital  in  Brooklyn  which  will  serve  all 
Brooklyn  municipal  hospitals. 

Modernization  and  Alterations — All  hospitals  in  the 
five  boroughs. 

The  current  $42,000,000  municipal  hospital  con- 
struction program,  funds  for  which  have  been  pro- 
vided by  the  present  City  administration,  is  the  first 
municipal  hospital  construction  to  take  place  since 
before  World  War  II.  The  program  includes  the 
following  hospitals  now  under  construction:  Francis 
Delafield  Hospital,  Manhattan;  James  Ewing  Hos- 
pital, Manhattan;  Tuberculosis  and  Chronic  Dis- 
ease Hospital,  Brooklyn;  Bird  S.  Coler  Memorial 
Hospital,  Welfare  Island;  laundry,  garage,  and  fire- 
house, Welfare  Island,  and  outpatient  building  and 
ambulance  station,  College  Point. 

The  current  and  future  hospital  facilities  of  the 
New  York  City  Department  of  Hospitals  are  de- 
signed and  constructed  by  the  Department  of  Public 
Works  in  collaboration  with  the  Department  of 
Hospitals. 


Hospitals  Under  Construction  in  State 


CORNERSTONE  laying  and  dedication  cere- 
monies have  been  held  recently  for  several  new 
hospitals  in  New  York  State,  and  reports  have  been 
made  on  additions  and  construction  for  several 
others.  Among  these  are  the  following: 

Jewish  Sanitarium  and  Hospital  for  Chronic  Dis- 
eases, Brooklyn — Dedication  ceremonies  for  the  new 
hospital  building  of  the  Jewish  Sanitarium  and  Hos- 
pital for  Chronic  Diseases  in  Brooklyn  were  held  on 
Sunday,  September  18.  The  addition  of  this  new 
building  increases  the  institution’s  capacity  to  over 
800  beds,  with  special  emphasis  on  treating  persons 
in  the  acute  stages  of  chronic  diseases.  The  new 
building  includes  medical  research  laboratories,  a 
cerebral  palsy  center,  a tumor  detection  clinic,  a 
rheumatic  fever  ward,  and  the  rehabilitation  di- 
vision. 

Letchworth  Village,  Thiells — On  October  13 
Governor  Thomas  E.  Dewey  laid  the  cornerstone  of 
an  infirmary  at  Letchworth  Village  in  Thiells,  Rock- 
land County,  in  a ceremony  which  marked  the  for- 
mal opening  of  the  State’s  construction  program  to 
increase  the  capacity  of  its  overcrowded  mental  in- 


stitutions. Participating  in  the  ceremony  were  Dr. 
Harry  C.  Storrs,  director  of  Letchworth  Village,  and 
Dr.  Frederick  MacCurdy,  State  commissioner  of 
mental  hygiene. 

Bird  S.  Coler  Memorial  Hospital,  Welfare 
Island — The  cornerstone  ceremony  for  the  new  Bird 
S.  Coler  Memorial  Hospital  on  Welfare  Island  was 
held  on  October  10  with  Mayor  William  O’Dwyer 
officiating  and  Dr.  Marcus  D.  Kogel,  City  com- 
missioner of  hospitals,  presiding.  The  2,000-bed 
hospital  for  chronic  diseases  is  the  second  of  three 
units  for  the  care  of  long-term  patients  which  will 
eventually  designate  Welfare  Island  as  a medical 
center  for  the  care  and  treatment  of  long-term  cases. 
The  hospital  will  be  affiliated  with  the  New  York 
Medical  School  and  Flower  Fifth  Avenue  HospitaLs, 
which  will  provide  the  professional  staff. 

Columbia-Presbyterian  Medical  Center,  New 
York  City — Construction  was  started  in  September 
on  Columbia  University’s  $2,000,000  cancer  research 
center  atop  the  Vanderbilt  Clinic  building  at  the 
Columbia-Presbyterian  Medical  Center,  New  York 
City.  Officials  representing  the  University,  Presby- 
terian Hospital,  and  the  U.  S.  Public  Health  Service 
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were  present  as  workmen  began  the  task  of  adding 
five  floors  to  the  nine-story  clinic  building.  Four  of 
the  new  floors  will  house  the  research  unit,  and  a 
fifth  will  be  used  by  the  hospital.  Officiating  at  the 
ceremony  was  Dr.  Willard  C.  Rappleye,  dean  of 
Columbia  University’s  faculty  of  medicine. 

Montefiore  Hospital,  the  Bronx — A $990,000  con- 
struction and  modernization  repair  project  is  now 
under  way  at  Montefiore  Hospital,  the  Bronx,  with 
the  construction  of  two  new  wings  planned  to  pro- 


vide expanded  facilities.  One  of  the  units  will  house 
operating  rooms  to  help  meet  the  hospital’s  increased 
surgical  case  load,  and  the  second  will  contain  x-ray 
facilities  for  diagnostic  examinations. 

Wyckoff  Heights  Hospital,  Ridgewood,  Queens — 
Ground  was  broken  in  August  for  a six-story,  $1,- 
500,000  addition  to  the  Wyckoff  Heights  Hospital  in 
Ridgewood,  Queens,  with  special  ceremonies  and 
guest  speakers.  The  addition  will  add  107  beds  to 
the  hospital’s  capacity. 


Inventory  of  Professional  Registered  Nurses  Available 


A COMPLETE  inventory  of  registered  professional 
TV  nurses  in  the  United  States  and  its  territories  is 
being  released  by  the  American  Nurses’  Association 
at  the  request  of  the  National  Security  Resources 
Board. 

The  inventory  of  nurses,  which  has  been  secured 
by  the  A.N.A.  through  cooperation  with  state  nurse- 
licensing boards  and  state  nurses’  associations,  pro- 


vides data  on  the  number  and  location,  age,  marital 
status,  responsibility  for  dependents,  whether  the 
nurse  is  actively  engaged  in  nursing  and  the  field  of 
employment  and  position,  type  of  preparation,  and 
experience  in  special  fields. 

Paper  bound  copies  of  the  inventory  are  available 
from  the  American  Nurses’  Association,  1790  Broad- 
way, New  York  19,  New  York,  at  $1.00  per  copy. 


Brooklyn  Observes  Hospital  Sunday 


TWENTY-ONE  voluntary  hospitals  in  Brooklyn 
participated  on  October  9 in  the  first  annual  Hos- 
pital Sunday,  with  each  hospital  demonstrating  for 
visitors  a special  phase  of  its  work.  Included  were 
demonstrations  of  the  giant  magnet  for  removing 
foreign  bodies  from  the  eye  at  Brooklyn  Eye  and 
Ear  Hospital  and  actual  treatment  of  a child  polio 
patient  at  St.  Charles  Hospital. 

Visitors  were  greeted  at  each  hospital  and  taken 
on  a guided  tour  of  the  plant.  The  purpose  of  the 


event  was  to  enable  residents  to  know  more  about 
their  voluntary  hospitals.  Hospitals  taking  part 
included: 

Beth-El,  Brooklyn  Eye  and  Ear,  Brooklyn  Tho- 
racic, Bushwick,  Holy  Family,  St.  Giles  the  Cripple, 
Jewish,  Jewish  for  Chronic  Diseases,  Long  Island 
College,  Lutheran,  Maimonides,  Methodist,  Nor- 
wegian Lutheran,  Prospect  Heights,  St.  Cather- 
ine’s, St.  Charles,  St.  John’s,  St.  Mary’s,  St.  Peter’s, 
and  Wyckoff  Heights. 


NEWS  NOTES 


Dr.  William  Gazeley  of  Schenectady  has  been 
named  chairman  of  the  medical  board  of  St.  Clare’s 
Hospital,  Schenectady.  Dr.  Gazeley  is  a former 
president  of  the  Schenectady  County  Medical  So- 
ciety. 

Other  members  of  the  board  include:  Dr.  Glen 

Smith,  secretary,  and  Dr.  H.  M.  Rozendaal,  Dr. 
H.  E.  Reynolds,  Dr.  William  H.  Mallia,  and  Dr.  S. 
C.  Meigher. 


Dr.  Melba  Antonetti  of  Troy  has  been  appointed 
resident  in  anesthesia  at  the  Albany  Hospital,  effec- 
tive November  1. 


Dr.  Milton  A.  Jacobs,  supervising  psychiatrist  at 
the  St.  Lawrence  State  Hospital  in  Ogdensburg  for 
the  past  twelve  years,  is  now  assistant  director  of 
the  Willowbrook  State  School,  Staten  Island. 


Dr.  Victor  Drucker,  formerly  of  Teaneck,  New 
Jersey,  has  been  appointed  radiologist  at  the  Bing- 
hamton City  Hospital,  Binghamton,  effective 
October  1.  Dr.  Frank  M.  Dyer  was  recently  elected 
vice-president  of  the  board  of  the  Hospital. 


Dr.  Leo  R.  Tighe,  formerly  connected  with  the 


Hudson  River  State  Hospital  at  Poughkeepsie,  has 
been  appointed  manager  of  the  Veterans  Hospital 
at  Augusta,  Georgia. 


The  Clinical  Pathologic  Conferences  at  Mount 
Sinai  Hospital  were  resumed  on  October  5,  and  are 
being  held  each  Wednesday  afternoon  at  3:30  p.m. 
in  the  Blumenthal  Auditorium  of  the  Hospital. 


The  weekly  Gastroenterologic  Conferences  at 
Bellevue  Hospital  were  resumed  Monday,  October 
10,  at  3:30  p.m.,  in  the  G 6 amphitheater,  under  the 
supervision  of  Dr.  Jacob  Buckstein.  As  in  previous 
years,  these  conferences  consist  of  a clinical,  patho- 
logic, and  radiographic  presentation  of  the  gastro- 
intestinal cases  that  have  come  to  operation  or  au- 
topsy. 


Establishment  of  a special  thirty-week  course  in 
hospital  construction  and  alteration  has  been  an- 
nounced by  Dr.  John  Gorrell,  associate  professor  of 
hospital  administration  at  Columbia  University’s 
School  of  Public  Health.  Open  to  hospital  execu- 
tives and  administrators,  the  course  is  sponsored  by 
the  Greater  New  York  Hospital  Association,  the 
Hospital  Council  of  Greater  New  York,  and  the 
United  Hospital  Fund. 
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To  Hold  Annual  Christmas  Seal  Sale 


THE  forty-third  annual  Christ  mas  Seal  sale  will  be 
conducted  this  year  from  November  21  to  Decem- 
ber 25,  under  the  supervision  of  the  N at  ional  Tubercu- 
losis Association. 

Three  thousand  affiliates  of  the  national  tuber- 
culosis group  are  working  to  obtain  funds  to  eradi- 
cate tuberculosis  through  programs  of  education, 


case  finding,  and  rehabilitation,  and  through  support 
of  medical  research. 

Christmas  seals  are  distributed  each  year  at  the 
holiday  season  for  use  by  all  donors  who  annually 
support  the  drive  for  funds  to  combat  tuberculosis. 

Dr.  R.  D.  Thompson  is  president  of  the  National 
Tuberculosis  Association. 


Announce  Grants  for  Mental  Health  Research 


PUBLIC  Health  Service  grants  for  research  on 
causes  and  methods  of  preventing  and  treating 
mental  and  emotional  disorders  have  been  an- 
nounced. The  grants  total  $139,023  and  are  in 
addition  to  54  research  projects  totaling  $974,944 
which  have  received  support  since  1947  when  Fed- 
eral aid  for  mental  health  research  first  became  avail- 
able. The  grants  were  made  by  the  National  Insti- 
tute of  Mental  Health  of  the  National  Institutes  of 
Health,  research  branch  of  the  Public  Health  Serv- 
ice, following  recommendation  by  the  National 
Advisory  Mental  Health  Council  and  approval  by 
Surgeon  General  Leonard  A.  Scheele  of  the  Public 
Health  Service. 

The  following  have  been  assigned  to  institutions 
in  New  York  State: 

Dr.  Fred  A.  Mettler,  associate  professor  of  an- 
atomy, Columbia  University,  College  of  Physicians 
and  Surgeons,  New  York  City:  a grant  of  $7,128  for 
study  of  “Space-controlled  Neural  Lesions.” 

Dr.  George  N.  Daniels,  clinical  professor  of  psy- 


chiatry, Columbia  University,  New  York  City: 
a grant  of  $7,344  for  study  of  “Psychologic  Factors 
in  Amenorrhea”;  also  a grant  of  $13,700  for  study 
of  “The  Psychosomatic  Aspects  of  Ulcerative  Coli- 
tis.” 

Dr.  Morris  B.  Bender,  associate  professor  of 
neurology,  New  York  University  College  of  Medi- 
cine, New  York  City:  a grant  of  $3,726  for  study  of 
“Changes  in  Perceptual  Functions  in  Organic 
Psychoses.” 

Dr.  Lauretta  Bender,  associate  professor  of  psy- 
chiatry, New  York  University  College  of  Medicine, 
New  York  City:  a grant  of  $21,276  for  study  of 
“Childhood  Schizophrenia.” 

Dr.  Benjamin  Malzburg,  director  of  the  bureau  of 
statistics,  New  York  State  Department  of  Mental 
Hygiene,  Albany:  a grant  of  $7,000  for  “Studies 
Giving  Rates  of  Discharge  and  of  Mortality  (on  a 
Life  Table  Basis)  for  Patients  Admitted  to  the  New 
York  Civil  State  Hospitals,  by  Sex  and  Major 
Groups  of  Mental  Disorders.” 


Masonic  Grants  for  Rheumatic  Fever  Research 


SEVEN  New  York  State  medical  colleges  and  re- 
search groups  received  grants  totaling  more  than 
$200,000  from  the  Masonic  Foundation  for  Medical 
Research  and  Human  Welfare  at  a ceremony  Septem- 
ber 28  in  the  Grand  Lodge  Room  of  Masonic  Hall, 
New  York  City. 

The  grants  are  to  go  toward  discovery  of  the  cause 
and  cure  of  rheumatic  fever — a work  which  the  seven 
colleges  have  been  engaged  in  since  last  October — 
and  the  sums  applied  to  this  work  are  based  on  the 
estimated  needs  of  the  laboratories  concerned. 
Checks  were  presented  by  Mr.  Raymond  C.  Ellis, 
manager  of  the  Home  Life  Insurance  Company  and 
president  of  the  Masonic  Foundation. 

Recipients  were  Dr.  Arthur  Christian  DeGraff,  of 
the  New  York  University  College  of  Medicine,  direc- 


tor of  the  Irvington  House  for  Cardiac  Children, 
Irvington  on  Hudson,  $21,276;  Dr.  John  H.  Talbott, 
dean  of  the  University  of  Buffalo,  School  of  Medi- 
cine, $17,820;  Dr.  Currier  McEwen,  dean  of  the 
New  York  University  College  of  Medicine,  $62,532; 
Dr.  J.  G.  Fred  Hiss,  of  the  Syracuse  University 
College  of  Medicine  and  the  Weiting  Johnson 
Memorial  Hospital  for  Children,  Syracuse,  $27,000; 
Dr.  Ralph  H.  Roots,  of  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  $21,600;  Dr. 
Russell  L.  Cecil,  of  the  Cornell  University  Medical 
College  and  the  Arthritis  Clinic  at  New  York  Hos- 
pital, $17,280,  and  Dr.  William  S.  McCann  of  the 
University  of  Rochester,  School  of  Medicine  and 
Dentistry,  and  the  Strong  Memorial  Hospital, 
Rochester,  $34,608. 


Elect  Officers  for  District  Branches 


NEW  officers  were  elected  at  meetings  of  the  Dis- 
trict Branches  of  the  Medical  Society  of  the 
State  of  New  York,  held  recently  at  central  points 
in  the  respective  districts.  Officers  are  chosen  for 
two-year  terms,  and  will  take  office  at  the  adjourn- 
ment of  the  meeting  of  the  1950  House  of  Delegates 
of  the  State  Society. 


Officers  elected  include: 

Fifth  District  Branch:  Dr.  Wardner  D.  Ayer, 
Syracuse,  president;  Dr.  Arthur  F.  Gaffney,  Clin- 
ton, first  vice-president;  Dr.  Richard  B.  Cuthbert, 
Jr.,  Canastota,  second  vice-president;  Dr.  Donald 
C.  Tullocli,  Ogdensburg,  secretary,  and  Dr.  Olin 
J.  Mowry,  Minetto,  treasurer. 
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Seventh  District  Branch:  Dr.  George  H.  Gage, 
Rochester,  president;  Dr.  Samuel  A.  Munford, 
Clifton  Springs,  first  vice-president;  Dr.  Glenn 
C.  Hatch,  Penn  Yan,  second  vice-president;  Dr. 
James  J.  Yanick,  Hornell,  secretary,  and  Dr.  Everett 
H.  Wood,  Auburn,  treasurer. 


Eighth  District  Branch:  Dr.  John  C.  Kinzly, 
North  Tonawanda,  president;  Dr.  Henry  S.  Martin, 
Warsaw,  first  vice-president;  Dr.  Sydney  L.  Mc- 
Louth,  Corfu,  second  vice-president;  Dr.  Henry 
W.  Ingraham,  Jamestown,  secretary,  and  Dr. 
Lawrence  C.  Older,  Cuba,  treasurer. 


MEDICALLY  SPEAKING— 


Prize  Essay  on  Poliomyelitis — The  New  England 
Journal  of  Medicine  announces  a prize  essay  contest 
open  to  all  members  of  the  class  of  1950  of  any 
approved  medical  school.  The  subject  will  be  “Re- 
cent Advances  in  the  Recognition,  Treatment,  and 
Control  of  Poliomyelitis.”  The  prize  for  the  best 
essay  will  be  $100,  and  papers  must  be  sent  to  the 
editor  of  the  Journal  by  March  15,  1950.  For  fur- 
ther particulars  apply  to  the  New  England  Journal 
of  Medicine,  8 Fenway,  Boston  15. 

A.E.C.  Approves  18  Research  Proposals  in  Biology 
and  Medicine — The  Atomic  Energy  Commission 
Division  of  Biology  and  Medicine  has  approved  18 
research  proposals  in  the  field  of  biology  and  medi- 
•cine  during  the  past  three  months.  Among  these 
was  a study  of  the  defenses  against  hemorrhage  by 
Dr.  Eugene  L.  Lozner,  Syracuse  University. 

Army  Commissions  169  Civilian  Medical  Interns — 

'Commissions  as  first  lieutenants  in  the  Army  Medi- 
'Cal  Corps  Reserve  have  been  given  to  169  medical 
graduates  who  have  been  accepted  for  internship 
itraining  in  approved  civilian  hospitals,  it  was  an- 
mounced  by  Major  General  R.  W.  Bliss,  the  Surgeon 
'General.  They  have  been  sworn  in  and  called  to 
active  duty,  with  full  pay  and  allowances  of  their 
grade,  and  will  remain  in  the  civilian  hospitals  for 
the  completion  of  their  internship. 

With  this  group  the  Army  Medical  Department 
inaugurates  the  second  year  of  civilian  intern  train- 
ing under  its  Graduate  Professional  Training  Pro- 
gram. Additional  rosters  of  selected  candidates  will 
be  announced  from  time  to  time. 

Under  the  provisions  of  the  Civilian  Intern  Train- 
ing Program,  a medical  school  graduate  who  has 
ibeen  accepted  for  internship  by  a civilian  hospital 
approved  by  the  Council  on  Hospitals  and  Medical 
Education  of  the  American  Medical  Association  may 
apply  for  a commission  as  first  lieutenant  in  the 
Medical  Corps  Reserve.  If  accepted,  he  is  called  to 
■duty  and  assigned  in  a training  status  at  the  civilian 
hospital  of  his  choice.  On  completion  of  his  intern- 
ship, he  serves  two  years  for  each  year  of  training  he 
has  received  as  a Reserve  officer. 

Another  phase  of  the  Graduate  Professional 
Training  Program  is  military  intern  training,  in 
which  selected  medical  graduates  complete  their 
internship  in  one  of  10  Army  general  hospitals 
approved  for  medical  teaching. 

Applications  for  either  phase  are  invited  from  pro- 
spective graduates  who  will  be  not  less  than  twenty- 
one  nor  more  than  thirty-two  years  old  on  the  date 
their  internship  will  begin,  who  are  citizens  of  the 
United  States  with  high  moral  character,  and  who 
meet  the  physical  requirements  for  a commission  in 
the  Regular  Army. 

Detailed  information  can  be  received  from  any 
Army  recruiting  office,  or  by  writing:  The  Chief, 
Personnel  Division,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  Washington  25,  D.C. 


Subjects  for  Salmon  Lectures  Announced — Dr. 

Stanley  Cobb,  psychiatrist-in-chief  of  the  Massa- 
chusetts General  Hospital,  Boston,  has  announced 
the  subjects  of  the  Salmon  Memorial  Lectures  which 
he  will  deliver  on  November  8,  9,  and  10  at  the  New 
York  Academy  of  Medicine.  The  program  is  as 
follows  under  the  general  topic  of  “Emotions  and 
Clinical  Medicine”: 

Lecture  I — November  8, 8 : 30  p.m.— “Semantics — 
Definitions”  and  “Primitive  Brain  and  Comparative 
Anatomy.” 

Lecture  II — November  9,  8:30  p.m. — “Physiology 
of  the  Emotions”  and  “Pathology.” 

Lecture  III — November  10,  8:30  p.m. — “Clinical 
Implications.” 

The  1949  lectures  are  the  seventeenth  series  pre- 
sented in  memory  of  Thomas  William  Salmon,  M.D. 
Each  year,  the  Salmon  Committee  on  Psychiatry 
and  Mental  Hygiene,  appointed  by  the  New  York 
Academy  of  Medicine,  selects  as  lecturer  a specialist 
in  psychiatry,  neurology,  or  allied  fields  either  in 
this  country  or  abroad,  who  has  made  an  outstand- 
ing contribution  to  his  specialty. 

Ground-breaking  Ceremony  for  New  Sharp  & 
Dohme  Laboratories — Sharp  & Dohme  held  an 
official  ground-breaking  ceremony  for  its  new 
$4,000,000  Medical  Research  Laboratories  at  West 
Point,  Pennsylvania,  on  September  27  before  a 
distinguished  group  of  officials  of  Montgomery 
County  and  civic,  church,  and  business  leaders  from 
the  nearby  communities.  Also  on  hand  for  the 
occasion  were  officers  of  Sharp  & Dohme,  scientific 
directors  in  the  company’s  Medical  Research  Divi- 
sion, and  employes  at  the  West  Point  plant. 

Announcement  of  Vacancies — Psychiatrists,  psy- 
chiatric residents,  and  registered  nurses  are  needed 
for  Central  State  Hospital  in  the  city  of  Indian- 
apolis, Indiana.  Vacancies  exist  for  several  classi- 
fications of  staff  membership  to  bring  to  full  comple- 
ment the  personnel  needed  to  complete  the  expan- 
sion program  now  activated.  The  hospital  is  ap- 
proved for  residency  training,  is  associated  with  the 
Indiana  University  Medical  Center  (student  teach- 
ing), conducts  active  therapeutic  programs  and 
seminars  for  diagnosis,  management,  and  disposition 
of  patients,  conducts  a follow-up  clinic  for  patients 
on  six  months  convalescent  leave  from  the  hospital, 
has  the  advantage  of  very  progressive  social  service 
and  psychology  departments,  complete  clinical 
laboratory,  research  director,  comprehensive  library, 
pharmacy,  occupational  and  recreational  therapists, 
dentists,  etc.  Starting  salaries  range  from  $4,500 
for  residents  to  $7,200  with  complete  maintenance 
for  self  and  family.  Include  pertinent  biographic 
data  in  first  letter.  Address  communications  to 
Acting  Director,  Indiana  Council  for  Mental  Health, 
Fair  Grounds,  Indianapolis,  Indiana. 

Second  Postgraduate  Course  in  Diseases  of  the 
Chest — The  second  postgraduate  course  in  Dis- 
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eases  of  the  Chest  will  be  given  at  the  Hotel  New 
Yorker  from  November  14  through  18,  1949.  The 
course  is  given  under  the  auspices  of  the  American 
College  of  Chest  Physicians  in  cooperation  with  the 
members  of  the  staffs  of  all  the  New  York  City  medi- 
cal schools  and  hospitals.  Last  year  the  course  was 
attended  by  75  doctors. 

Various  modern  aspects  of  chest  diseases  will  be 
discussed,  including  physiology,  pathology,  etiology, 
and  treatment.  Half  a day  will  be  devoted  to  the 
problem  of  industrial  diseases  of  the  chest. 

Bequests  to  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals — Dean  J.  A.  W.  Hetrick 
of  the  New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals,  has  announced  a bequest  of 
$500,000  to  be  used  as  a special  endowment  for  the 
division  of  surgery  in  the  Medical  College  and  Hos- 
pitals. The  Valentine  Professorship  of  Surgery  has 
been  established,  and  Dr.  James  M.  Winfield,  pro- 
fessor of  surgery  and  director  of  the  Department  of 
Surgery  has  been  named  to  that  Professorship.  The 
bequest  was  made  through  the  generosity  of  the  late 
Eliza  and  Samuel  Valentine.  Another  bequest  of 
$240,000  from  the  late  William  Nelson  Cromwell  was 
also  announced. 

The  charter  of  the  New  York  Medical  College  has 
been  amended  upon  recommendation  of  the  Board 
of  Regents  of  the  State  of  New  York  so  that  in  addi- 
tion to  the  degrees  of  Doctor  of  Medicine,  Master  of 
Medical  Science,  and  Doctor  of  Medical  Science, 
Bachelor  of  Science  degrees  in  specified  fields  may  be 
granted  to  qualified  students,  and  honorary  degrees 
of  Doctor  of  Science  and  Doctor  of  Humane  Letters 
may  be  conferred  by  the  College. 

New  York  Academy  of  Medicine  Donates  12,000 
Volumes  to  Southwestern  Medical  College — Miss 
Janet  Doe,  librarian  of  the  New  York  Academy  of 
Medicine,  recently  made  public  the  Academy’s  dona- 
tion of  12,000  volumes  to  the  Southwestern  Medical 
College  in  Dallas,  Texas.  These  volumes  are  the 
larger  portion  of  a gift  of  20,000  volumes  received  by 
the  New  York  Academy  of  Medicine  from  the  New 
York  Public  Library. 

The  20,000  volumes  donated  represent  the  original 
collection  of  medical  books  accumulated  by  the  New 
York  Public  Library  during  the  nineteenth  century, 
when  Dr.  John  Shaw  Billings,  earlier  noted  for  his 
association  with  the  Army  Medical  Library,  was 
connected  with  the  New  York  institution. 

In  connection  with  the  Academy’s  gift  of  12,000 
volumes  to  the  Southwestern  Medical  College  in 
Dallas,  Texas,  Miss  Doe  stated  that  all  of  the  larger 
medical  libraries  are  located  east  of  the  Mississippi, 
and  it  seemed  not  only  useful  but  imperative  to 
hasten  the  growth  of  a good  medical  collection  in  a 
new  area  in  our  West. 


New  Publications  of  the  American  Heart  Associa- 
tion— A new  official  monthly  publication  of  the 
American  Heart  Association,  to  be  known  as  Circula- 
tion— The  Journal  of  the  American  Heart  Associa- 
tion, will  begin  publication  in  January,  1950,  accord- 
ing to  a joint  announcement  by  Dr.  H.  M.  Marvin, 
president  of  the  Association,  and  Henry  M.  Stratton, 
president  of  Grune  & Stratton,  medical  publishers. 

With  the  new  publication,  the  American  Heart 
Association  will  terminate  sponsorship  of  the  monthly 
American  Heart  Journal  with  the  December,  1949, 
issue. 

In  the  inaugural  issue  of  the  quarterly  journal, 
The  American  Heart,  in  September  the  allocation  of 
$700,000  for  heart  research  this  year  was  announced. 
Research  awards  from  the  national  office  totaled 
$250,000  in  1949,  it  was  stated,  while  research  funds 
spent  by  affiliates  include  $213,000  distributed  by 
the  New  York  Heart  Association  and  $144,000  by 
the  Chicago  Heart  Association.  The  American 
Heart  Association’s  own  allocations  this  year  were 
from  funds  raised  during  its  1948  campaign;  a 
minimum  of  $380,000  from  1949  campaign  funds 
has  already  been  earmarked  for  future  research 
wards,  according  to  the  publication. 

U.S.  Representatives  Attend  Conference  on  Radia- 
tion Tolerances — A group  of  11  leading  radiologists 
and  health  physicists  represented  the  United  States 
at  a three-nation  conference  on  radiation  tolerances 
held  at  the  Canadian  Atomic  Energy  Establishment 
at  Chalk  River,  Ontario,  September  29  and  30. 
The  conference  was  under  the  Technical  Cooperation 
Program  of  the  United  States,  the  United  Kingdom, 
and  Canada,  which  was  established  early  in  1948 
and  does  not  include  weapons  information.  One  of 
the  primary  purposes  of  the  conference  was  to  hold 
discussions  leading  toward  the  establishment  of 
uniform  radiatiop  tolerance  standards  among  the 
atomic  energy  projects  of  the  three  nations. 

Among  the  U.S.  representatives  were  Dr.  G. 
Failla,  professor  of  radiology,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  Dr.  Bernard 
S.  Wolf,  Medical  Division,  Atomic  Energy  Commis- 
sion, New  York  Operations  Office. 

Pennsylvania  Medical  Society  Postgraduate 
Education  Courses — Postgraduate  education  courses 
sponsored  by  the  Medical  Society  of  the  State  of 
Pennsylvania  have  been  announced.  Registration 
is  open  to  any  member  of  the  Medical  Society  of  the 
State  of  New  York  for  the  usual  $25  fee,  and  it  is 
hoped  that  these  courses  will  be  of  some  interest  to 
New  York  physicians  living  close  to  the  borders  of 
Pennsylvania.  For  further  information  address 
inquiries  to  Committee  on  Graduate  Education, 
Medical  Society  of  the  State  of  Pennsylvania,  230 
State  Street,  Harrisburg,  Pennsylvania. 
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died  on  July  13  at  the  age  of  sixty-seven.  Dr.  Spiro 
was  graduated  from  the  University  and  Bellevue 
Hospital  Medical  College  in  1904.  He  was  a mem- 
ber of  the  Queens  County  and  New  York  State  Medi- 
cal Societies  and  the  American  Medical  Association. 
George  Webb,  M.D.,  of  Brooklyn,  died  on  August 


20  at  the  age  of  sixty-two.  Dr.  Webb  received  his 
medical  degree  from  the  University  of  Breslau  in 
1909.  He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Brooklyn  Surgical 
Society,  the  Kings  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 


1 


Many  depressed  patients, 
of  course,  do  give  their  physician 
the  needed  diagnostic  clue. 

Without  being  asked,  they  tell  of  feeling 
"tired  all  the  time’’  or  "despondent”  or 
"lethargic.”  Countless  thousands  of  others, 
however,  will  run  to  their  physician  with 
every  small  somatic  complaint  and  yet  never 
mention  what  really  troubles  them  most: 
their  depression — a condition  that  so  often 
leads  to  physical  as  well  as  mental  break-up. 


In  most  of  these  patients,  the  uniquely 
"smooth”  anti-depressant  effect  of 
'Dexedrine’  Sulfate  can  help  restore 
mental  alertness  and  optimism, 
dispel  psychogenic  fatigue— 
and  thus  "make  life  worth  living.” 


'.Smith,  Kline  & French  Laboratories,  Philadelphia 


Dexedrine%uifata 

*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 


tablets  • elixir 


the  anti-depressant  of  choice 


CORRESPONDENCE 


Age  Limits  for  Lay  Boards  of  Hospitals 


To  the  Editor: 

The  editorial,  “Tenure  of  Hospital  Staff  Appoint- 
ments,” in  the  issue  of  August  1,  1949,  invites 
thought  and  comment.  Physicians  and  surgeons 
who  serve  or  have  served  on  the  “visiting  staff”  or 
“attending  staff”  of  a voluntary  (nonprofit)  hospital 
are  fully  aware  of  the  status  of  their  appointment; 
the  public,  in  large  measure,  is  not. 

The  governing  body  of  directors  or  trustees,  lay- 
men, writes  and  enacts  its  own  constitution  and 
bylaws.  Any  constitution  and  bylaws  which  the 
medical  board  may  be  authorized  to  enact  must  con- 
form thereto  and  be  approved  by  the  lay  board. 
Power  of  appointment  to  the  professional  staff  rests 
ultimately  with  the  lay  board.  Such  appointment 
is,  moreover,  for  one  or  two  years  only  and  subject  to 
renewal  or  discontinuance,  at  the  pleasure  of  the  lay 
board.  Whereas  many  such  boards  have  set  up  an 
age  limit  (varying  from  sixty  to  sixty-five)  for  the 
professional  staff,  I am  not  aware  of  any  such  limita- 
tion upon  members  of  the  lay  board. 

Usually  a committee  made  up  of  lay  board  and  of 
medical  board  members  deals  with  medical  matters, 
including  staff  appointments.  In  some  instances 
the  medical  members  are  chosen  freely  by  the  medi- 
cal board,  but  in  others  they  are  practically  desig- 
nated by  the  lay  board  in  its  constitution  and  bylaws. 
While  in  discussions  of  this  committee  upon  medical 
staff  matters  such  as  appointments,  the  medical 
members  may  have  a voice  and  a vote,  the  com- 
mittee’s decisions  and  recommendations  are  subject 
to  review  by  the  lay  board  and  in  the  last  analysis 
the  decision  on  all  professional  matters  including 
appointments,  renewal  of  appointments,  or  otherwise 
rests  solely  with  the  lay  board.  The  paragraph  on 
page  1777,  “The  usual  remedy  for  persons  dissatisfied 
. . . .will  furnish  the  remedy,”  is,  therefore,  deserving 
of  special  comment. 

Time  was,  in  the  City  of  Greater  New  York,  when 
many  voluntary  hospitals  and  other  charitable 
institutions  were  supported  by  a membership  body 
or  association.  The  members  had  the  right  an- 


nually to  nominate  and  elect  their  directors  and 
officers  who  were  given  responsibility  for  the 1 
management  of  their  institution.  Under  such  cir- 
cumstances it  was  possible  for  public  opinion  to 
express  approval  or  disapproval  of  the  management 
in  open  session  and  to  change  the  managing  group  if 
so  desired.  In  some  hospitals,  at  least,  that  state  of, 
affairs  no  longer  obtains.  The  board  of  directors  or; 
trustees  had  its  charter  changed  by  the  Legislature! 
so  that  it  became  a self-perpetuating  body  no  longer! 
responsible  to  its  supporters.  Fund-raising  activi- 
ties were,  moreover,  delegated  to  central  agencies 
such  as  United  Hospital  Fund,  Greater  New  York 
Fund,  Federation  of  Jewish  Philanthropies,  etc. 

Now  the  public  which  contributes  and  thus  sup- 
ports a great  many  institutions  has  no  control  what- 
ever over  an  individual  institution  or  over  its  par- 
ticular board  of  directors.  The  public  surely  could 
not  and  would  not  withhold  such  general  funds  as  a 
protest  against  the  directors  of  one  individual  insti- 
tution. In  fact,  the  boards  of  these  central  agencies 
for  fund-raising  are  likewise  either  self-perpetuating 
bodies  or  appointed  representatives  from  the  con-i 
stituent  institutional  boards. 

It  may  well  be  that  the  charter  of  Olean  General  n 
Hospital  provides  a method  for  electing  a new  board 
of  directors,  but  I doubt  that  supporters  of  the  in- 
stitution would  withhold  funds  as  a means  of  effect- 
ing a change  of  management.  The  public  cannot  and 
should  not  be  advised  to  endanger  the  community’s 
welfare  by  closing  its  general  hospital,  or  even 
threatening  its  closure,  in  order  to  protest  against  an 
isolated  act  of  its  board  of  directors. 

Mr.  Justice  Davis’  suggestion  as  to  the  remedy,  if 
quoted  correctly,  hardly  seems  practicable. 

In  conclusion,  may  I suggest  that  the  relationship 
of  the  public,  which  supports  a hospital,  to  the 
governing  board  of  that  hospital  is  a subject  for 
urgent  consideration  and  clarification. 

Brooklyn,  New  York 
August  15,  1949 


Extrapleural  Dissection  Discussed 


To  the  Editor: 

It  was  gratifying  to  read  of  the  increasing  atten- 
tion being  given  to  the  value  of  extrapleural  resection 
both  in  chronic  nonspecific  empyema  and  in  empy- 
ema associated  with  pulmonary  tuberculosis.  The 
recent  case  reports  of  Drs.  M.  S.  Lloyd  and  E. 
Naclerio  in  your  Journal  on  June  1,  1949,  un- 
doubtedly represent  but  one  of  numerous  experiences 
with  this  advance  in  technic  now  in  progress. 1 

Extrapleural  dissection  in  thoracic  surgery,  of 
course,  has  long  been  known.  However,  this  man- 
euver has  been  utilized  by  thoracic  surgeons  as  a 
matter  of  operative  convenience,  especially  where  the 
visceral  and  parietal  pleurae  had  become  adherent 
and  could  not  be  separated. 

The  deliberate  and  planned  use  of  extrapleural  dis- 
section, on  the  contrary,  is  of  recent  date  and  has 


been  most  extensively  used  since  its  introduction,  at 
Sea  View  Hospital  in  New  York.  Drs.  Lloyd  and 
Naclerio  are  inadvertently  in  error  in  mislabeling 
their  reported  cases  with  “priority,”  since  a number 
of  such  operations  have  been  done  before  and  have 
indeed  been  the  subject  of  a number  of  reports  pub- 
lished some  time  ago.2-4  The  use  of  the  planned 
procedure  of  pneumonectomy  and  pleurectomy  for 
nontuberculous  pulmonary  disease  had  been  per- 
formed at  least  as  early  as  1942  by  Dr.  Irving  A. 
Sarot  of  New  York.  This  surgeon  then  performed 
the  first  pneumonectomy  and  pleurectomy  for  un- 
complicated pulmonary  tuberculosis  at  Sea  View 
Hospital  on  February  21, 1947.  The  first  pneumon- 
ectomy and  total  pleurectomy  for  uncontrolled 
[Continued  on  page  2596] 


2594 


2595 


In  Treating 


Para-nasal  Infection 


ARGYROL 


multiple  action 


Affords 


without  reaction 


Bacteriostatic,  demulcent  and  detergent  in  its 


positive  actions,  ARGYROL  constantly  demonstrates 
its  advantages  for  effective  control  of  infection 
and  restoration  to  normal  function. 

Additionally,  its  use  does  not  handicap  the 
restoration  process  by  compensatory  congestion, 
the  experience  so  often  suffered  with 
many  vasoconstrictors. 


The  argyrol  Technique 

1.  The  nasal  meatus  ...  by  20  per  cent 
ARGYROL  instillations  through  the  naso- 
lacrimal duct. 

2.  The  nasal  passages  . . . with  1 0 per  cent 
ARGYROL  solution  in  drops. 

3.  The  nasal  cavities  . . . with  1 0 per  cent 
ARGYROL  by  nasal  tamponage. 

Its  Three-Fold  Effect 

1.  Decongests  without  irritation  to  the 
membrane  and  without  ciliary  injury. 

2.  Definitely  bacteriostatic,  yet  non-toxic 
to  tissue. 

3.  Stimulates  secretion  and  cleanses, 
thereby  enhancing  Nature's  own  first 
line  of  defense. 


— the  medication 
of  choice  in  treating  para  - nasal  infection. 
SPECIFY  THE  ORIGINAL  ARGYROL  PACKAGE 

Made  only  by  the 

A.  C.  BARNES  COMPANY 
NEW  BRUNSWICK,  N.  J. 

argyrol  is  a registered  trademark, 
the  property  of  A.  C.  Barnes  Company 
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pulmonary  tuberculosis  and  empyema  were  per- 
formed by  Dr.  Sarot  on  April  1,  1947,  and  he  fol- 
lowed this  with  pneumonectomy  and  total  pleurec- 
tomy  for  uncontrolled  pulmonary  tuberculosis, 
empyema,  bronchopleural  fistula,  and  empyema 
sinus  on  May  10,  1947.  These  procedures,  per- 
formed on  the  surgical  service  of  Sea  View  Hospital, 
have,  as  noted  above,  already  been  reported.  Fur- 
ther extrapleural  procedures  have  since  been  per- 
formed at  this  institution  by  Drs.  Sarot,  Bailey, 
L.  R.  Davidson,  L.  Hochberg,  I.  Fink,  and  others, 
and  the  indications  for  extrapleural  resection  have 
been  extended.  Thus,  the  reports  of  Drs.  Lloyd  and 
Naclerio  of  excision  of  a localized  encapsulated  non- 
specific empyema  on  April  14, 1947,  and  of  pneumon- 
ectomy and  pleurectomy  for  pulmonary  tuberculo- 
sis on  August  26,  1947,  indicate  that  these  opera- 
tions had  been  well  antedated.  Indeed,  Dr.  E.  H. 
Robitzek,  who  discussed  the  procedure  with  Dr. 
Lloyd  in  consultation,  had  become  aware  of  pneumon- 
ectomy and  pleurectomy  and  its  planned  value  at 
Sea  View  Hospital  where,  as  attending  physician, 
he  had  seen  the  results  of  its  use. 

Pneumonectomy  with  total  pleurectomy  has  been 
successfully  utilized,  as  noted  above,  for  several 
years,  but  its  importance  and  the  rationale  for  its 
value  has  only  recently  been  brought  out.* 1 2 3 4 5 6 

We  have  pointed  out  what  we  believe  to  be  an  ob- 
servation of  the  greatest  importance:  Extrapleural 

pneumonectomy,  by  removing  the  pleura,  removes  a 
source  of  serious  postoperative  complications.  The 
parietal  pleura  has  no  function  after  the  removal  of 
the  lung  and  should  be  removed  with  it  even  in  cases 
in  which  it  is  not  involved  in  the  disease  process. 


It  should  be  removed  as  completely  as  possible  in 
every  pneumonectomy  for  tuberculosis.  We  have 
reviewed  the  first  100  consecutive  pneumonectomies 
for  tuberculosis  performed  at  Sea  View  Hospital  and 
have  called  attention  to  the  fact  that  of  65  patients 
operated  intrapleurally  (i.e.,  the  pleura  was  allowed 
to  remain),  eight  (12.3  per  cent)  died  of  empyema 
postoperatively.  Thirty-five  patients  had  extra- 
pleural pneumonectomy  (i.e.,  the  parietal  pleura  was 
also  removed  during  the  operation);  none  died  of 
empyema — indeed,  this  complication  did  not  occur. 
The  highly  sensitive  pleura  had  not  been  left  be- 
hind to  become  infected. 

The  Sarot  operation  (extrapleural  pneumonec- 
tomy and  pleurectomy)  for  pulmonary  tuberculosis, 
especially  when  complicated  by  empyema,  consti- 
tutes an  important  advance  in  the  surgery  for  this 
disease.6  We  have  proposed,  for  the  reasons  above, 
that  all  pneumonectomies  for  tuberculosis  should  be 
done  extrapleurally. 

I.  G.  Tchertkoff,  M.D. 

Irving  J.  Selikoff,  M.D. 

New  York  City 
July  20,  1949 
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Reply  by  Dr.  Lloyd 


To  the  Editor: 

I am  grateful  to  you  for  the  opportunity  to  reply 
to  the  above  letter  from  Drs.  Tchertkoff  and  Seli- 
koff. In  my  reply,  I use  first  person  singular  pro- 
nouns throughout,  because,  although  the  article 
referred  to  was  submitted  under  the  co-authorship 
of  Dr.  E.  A.  Naclerio,  I wish  to  assume  full  responsi- 
bility for  what  was  said. 

I am  not  a seeker  of  “priorities”  and  I would  sug- 
gest that  those  who  are  examine  the  remarks  of  Dr. 
Hyman  I.  Goldstein  which  appear  on  page  437  of  the 
Journal  of  the  American  Medical  Association  for 
February  12,  1949. 

To  be  accused  of  seeking  “priority”  in  an  article 
which  carries  the  same  references  to  prior  authors  as 
are  quoted  by  Drs.  Tchertkoff  and  Selikoff  is  a little 


difficult  to  understand.  Perhaps  the  use  of  the 
word  “first”  leads  to  a misunderstanding.  But  the 
context  indicates  that  this  word  refers  to  specific 
features  of  the  cases  reported  and  not  to  the  opera- 
tion of  combined  pleuropulmonary  resection.  Both 
in  the  body  of  and  in  the  references  appended  to  my 
article,  I give  full  credit  to  the  pioneer  work  of  the 
physicians  and  surgeons  of  Sea  View  Hospital. 

However,  my  praise,  apparently,  was  not  high 
enough,  and  I am  happy  herewith  to  redouble  it  for 
the  benefit  of  those  who  ask  for  more. 

Milton  S.  Lloyd,  M.D. 

New  York  City 
October  5,  1949 


2 ILL  OF  BUBONIC  PLAGUE 

Illness  of  two  New  Mexico  residents  has  been 
found  to  be  bubonic  plague,  the  black  death  of  the 
Middle  Ages.  Only  twenty-one  cases  of  the  disease 
had  been  listed  in  the  United  States  during  the 
last  twenty-five  years.  The  diagnosis  was  reported 
by  Dr.  Vernon  Link  of  the  Western  Contagious 
Disease  Control  Center  in  San  Francisco. 

The  victims  are  a ten-year-old  boy  treated  at 


Taos  and  a thirty-seven-year-old  man  in  the  Vet- 
erans Hospital  at  Albuquerque.  They  are  residents 
of  two  widely  separated  villages  in  northern  New 
Mexico. 

The  Taos  case  was  treated  with  streptomycin  and 
sulfadiazine  and  the  Albuquerque  patient  with 
penicillin  and  aureomycin. — New  York  Times, 
August  11, 1949 


GLOBIN 

...was  developed  to  fill  the 
“ need  for  an  insulin  ivith 
activity  intermediate  between 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin.”1 


IN  1939  , Reiner,  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 


IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome’ 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co.’ 


TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily”2 
with  Globin  Insulin  ‘B.W.  & Co.’— or  with  a 2:1  mixture 
of  regular  insulin : protamine  zinc  insulin.  Ready-to-use 
Globin  Insulin  ‘B.W.  & Co.’  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U-80. 

1.  Rohr,  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

2.  ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 


'B.W.&CO.'- a mark  to  remember 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.  Tuckahoe7.NewYork 
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Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  suf- 
ficient notification.  Selection  for  review  will  be  based  on  merit  and  interest  to  our  readers. 


BOOKS  REVIEWED 


Control  of  Pain  in  Childbirth,  Anesthesia, 
Analgesia,  Amnesia.  By  Clifford  B.  Lull,  M.D.,  and 
Robert  A.  Hingson,  M.D.  Third  edition.  Octavo 
of  522  pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Co.,  1948.  Cloth,  $12. 

This  is  easily  the  standard  textbook  on  caudal 
anesthesia  written  by  those  who  know  the  most 
about  it.  All  other  forms  of  anesthesia  are  de- 
scribed, some  briefly.  The  authors  generously  give 
credit  far  and  wide  to  others  who  appear  to  have 
interest  or  knowledge.  Particularly  good  on  ner- 
vous pathways;  obstetricians  should  read  this  book. 

Charles  A.  Gordon 

Cardiology.  By  William  Evans.  Octavo  of  310 
pages,  illustrated.  New  York,  Paul  B.  Hoeber, 
1948.  Cloth,  $7.50. 

Dr.  Evans’  new  book  on  diseases  of  the  heart  is  a 
welcome  addition  to  the  general  practitioner’s  li- 
brary. It  is  authoritative,  well  written,  and  beauti- 
fully illustrated.  In  short,  although  therapy  is  only 
sketchily  covered,  it  is  probably  the  best  one-volume 
cardiology  intended  for  other  than  those  who  special- 
ize in  the  field.  Milton  Plotz 

Blood  Clotting  and  Allied  Problems.  Trans- 
actions of  the  First  Conference,  February  16-17, 
1948,  New  York,  N.  Y.  Edited  by  Joseph  E.  Flynn. 
Octavo  of  179  pages,  illustrated.  New  York, 
Josiah  Macy,  Jr.,  Foundation  (1948).  Paper, 
$3.25. 

Blood-clotting  is  still  a very  mysterious  subject 
which  is  being  studied  intensively  all  over  the  world. 
This  volume,  which  includes  the  work  of  some  out- 
standing men,  helps  to  clarify  a few  points,  while 
leaving  a good  many  unanswered.  It  is  recom- 
mended for  the  student  of  hematology. 

Andrew  Babey 

A Doctor  Talks  to  Teen-agers.  A Psychiatrist’s 
Advice  to  Youth.  By  William  S.  Sadler,  M.D. 
Octavo  of  379  pages.  St.  Louis,  C.  V.  Mosby  Co., 
1948.  Cloth,  $4.00. 

Dr.  Sadler  is  a psychiatrist  of  experience  and  erudi- 
tion who  has  been  practicing  his  profession  for  some 
forty  years  and  has  had  the  opportunity  of  talking 
with  several  thousand  young  men  and  women  about 
their  experiences  and  troubles  of  one  sort  or  another 
during  their  teen-age  period.  He  therefore  wrote  a 
book  addressing  these  young  folks  on  various  phases 
of  this  part  of  life  so  as  to  lighten  the  burden  and  to 
offer  constructive  guidance. 

It  is  a good  and  practical  book,  taken  from  a 
wealth  of  experience,  written  in  a clear,  simple,  and 
yet  instructive  manner  that  should  be  of  tremendous 
help  to  teachers,  educators,  and  physicians  who  deal 
with  teen-agers.  It  is  highly  recommended  to  all 
intelligent  people.  Irving  J.  Sands 


Experimental  Immunochemistry.  By  Elvin  A. 
Rabat,  Ph.D.,  and  Manfred  M.  Mayer,  Ph.D. 
Octavo  of  567  pages,  illustrated.  Springfield,  111. 
Charles  C Thomas,  1948.  Cloth,  $8.75. 

Ever  since  Landsteiner’s  classic  work  Specificity  of 
Serological  Reactions  appeared  there  has  been  need 
for  a book  of  methods  in  the  field  of  immuno- 
chemistry. The  excellent  book  by  Rabat  and 
Mayer  satisfies  that  need. 

Although  Landsteiner’s  work  maintains  its  posi- 
tion as  the  classic  on  qualitative  immunochemistry, 
the  present  work  will  no  doubt  become  the  classic  on 
quantitative  immunochemistry.  The  authors  were 
especially  well  qualified  for  the  task  because  they  had 
worked  in  collaboration  with  such  giants  in  the  field 
as  Professor  T.  Svedberg,  Professor  Arne  Tiselius, 
and  Dr.  Michael  Heidelberger,  the  latter  having 
written  a preview  at  the  beginning  of  the  book. 

Although  the  book  contains  ample  theoretical  ma- 
terial, it  is  essentially  a book  of  methods  for  the 
immunochemist.  It  summarizes  adequately  not 
only  the  contributions  of  the  authors  themselves  but 
also  of  other  workers  in  the  field.  The  vast  subject 
is  systematically  presented  in  a series  of  53  chapters 
divided  into  four  sections.  This  book  is  indispen- 
sable not  only  to  the  specialist  but  also  to  other 
workers  in  the  general  field  of  immunology,  and  is 
ideal  for  use  in  universities  where  courses  in  ad- 
vanced immunology  and  biochemistry  are  given. 

A.  S.  Wiener 

Plaster  of  Paris  Technic.  By  Edwin  0.  Geckeler, 
M.D.  Second  edition.  Octavo  of  216  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1948. 
Cloth,  $3.00. 

This  volume  fills  a definite  need.  It  embraces  the 
art  of  plaster-of-paris  application  in  all  its  phases. 
Many  new  illustrations  have  been  added;  the  reader 
sees  as  well  as  reads  about  the  different  uses  of 
plaster.  Meyer  E.  Ross 

Essays  on  Historical  Medicine.  By  Bernard  J. 
Ficarra,  M.D.  Octavo  of  220  pages,  illustrated. 
New  York,  Froben  Press,  1948.  Cloth,  $5.00. 

Dr.  Ficarra  has  gathered  eight  short  essays  in 
medical  history  in  this  brief  volume.  The  papers  are 
slight  and  contain  little  original  material,  but  they 
are  entertaining  and  authoritative.  Members  of  the 
medical  profession  in  the  metropolitan  area  will  be 
especially  interested  in  “Walter  Reed  at  Kings 
County  Hospital.”  Milton  Plotz 

The  March  of  Medicine.  The  New  York  Acad- 
emy of  Medicine  Lectures  to  the  Laity,  1947.  Oc- 
tavo of  109  pages.  New  York,  Columbia  University 
Press,  1948.  Cloth,  $2.00. 

This  book  presents  an  entirely  different  approach 
to  medicine.  The  role  of  the  medical  man  in  war  is 
[Continued  on  page  2600] 
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to  correct  those  ill-defined, 
secondary  anemias  which  resist  treatment 
with  iron  alone,  write: 


S.K.F.  now  offers  FEOSOL  PLUS, 
a delicately  balanced, 
broad-range  formula 
to  combat  those  ill-defined 
secondary  anemias  where 
the  deficiency  is  multiple. 


Each  FEOSOL  PLUS  capsule  contains: 

Ferrous  sulfate,  exsiccated,  200.0  mg.;  liver 
concentrate  powder  (35:1),  325.0  mg.;  folic  acid, 

0.4  mg.;  thiamine  hydrochloride  (B,),  2.0  mg.; 
riboflavin  (B2),  2.0  mg.;  nicotinic  acid  (niacin), 

10.0  mg.;  pyridoxine  hydrochloride  (B6),  1.0  mg.; 
ascorbic  acid  (C),  50.0  mg.;  pantothenic  acid,  2.0  mg. 


by  no  means 
replaces  Feosol. 

Feosol  is  the  standard 
therapy  in  simple 
iron-deficiency  anemias. 


QrtoJp' 


3 capsules  daily, 
one  after  each  meal. 
Available  in  bottles 
of  100  capsules. 


Smith,  Kline  & French  Laboratories  , Philadelphia 
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first  discussed  by  Major  General  Norman  T.  Kirk, 
Surgeon  General  of  the  U.S.A.  He  discusses  the  use 
of  plasma,  the  use  of  tantalum  in  neurosurgery,  the 
use  of  antibiotics  and  sulfa  drugs. 

A rather  provocative  lecture  on  the  mother’s  role 
in  an  infant’s  life  is  given  by  Arthur  K.  Solomon, 
Ph.D. 

Dr.  Nolan  D.  C.  Lewis  lists  fifteen  important  emo- 
tional disturbances  which  were  found  at  the  Walter 
Reed  General  Hospital,  and  states  that  six  or  more  of 
these  traits  in  the  personal  history  should  allow  one 
to  expect  a breakdown  or  distress,  and  that  any  four 
of  them  predispose  the  individual  to  some  degree  of 
instability. 

Anti-infectious  agents  of  natural  origin  are  dis- 
cussed by  Rene  F.  Dubos,  Ph.D. 

Vincent  Annunziata 


Kurze  Klinik  der  Ohren-,  Nasen-  und  Hal- 
skrankheiten.  By  Dr.  Erhard  Liischer.  Octavo  of 
513  pages,  illustrated.  Basel,  Switzerland,  Benno 
Schwabe  & Co.  (New  York,  Grune  & Stratton), 
1948.  Cloth,  54  fr. 

This  book,  written  in  German,  is  meant  for  the 
student,  the  general  practitioner,  and  the  practicing 
otolaryngologist.  The  author  presents  a wealth  of 
knowledge  gained  from  his  experience  as  director  of 
the  otolaryngology  university  clinics  both  in  Bern 
and  Basel,  as  well  as  from  his  private  practice. 

The  technics  used  in  various  operations  by  the 
specialist  are  described,  and  the  role  of  the  general 
practitioner,  regarding  therapy  and  postoperative 
care,  is  delineated. 

In  spite  of  its  brevity,  this  treatise  with  its  many 
illustrations  presents  an  excellent  general  picture  of 
this  specialized  field.  There  is  a comprehensive  in- 
dex at  the  end,  thus  facilitating  the  orientation  of 
specific  illnesses. 

This  volume  is  profusely  illustrated  with  photo- 
graphs and  anatomic  specimens  in  color. 

Samuel  Zwerling 


Factors  Regulating  Blood  Pressure.  Trans- 
actions of  the  Second  Conference,  January  8-9, 1948, 
New  York,  N.Y.  Edited  by  B.  W.  Zweifach  and 
Ephraim  Shorr,  M.D.  Octavo  of  170  pages,  illus- 
trated. New  York,  Josiah  Macy,  Jr.,  Foundation 
(1948).  Paper,  $2.75. 

This  volume  is  a report  of  the  second  conference 
held  by  noted  specialists,  particularly  research  men, 
in  the  field  of  hypertension.  It  covers  a good  deal  of 
interesting  and  controversial  material  and  is  recom- 
mended for  its  theoretic  implications. 

Andrew  Babey 


Drug  Research  and  Development.  Edited  by 
Austin  Smith,  M.D.,  and  Arthur  D.  Herrick. 
Octavo  of  596 pages.  New  York,  Revere  Publishing 
Co.,  1948.  Cloth,  $10. 

This  interesting  presentation  of  the  various  phases 
involved  in  the  development  and  marketing  of  drugs 
is  well  written  and  throws  much  light  and  under- 
standing on  the  industry.  It  was  contributed  to  by 
20  authors  and  is  interesting,  light  reading. 

Irving  Greenfield 


Neuroanatomy.  By  Fred  A.  Mettler,  M.D. 
Second  edition.  Quarto  of  536  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1948.  Cloth,  $10. 

This  second  edition  of  Dr.  Mettler’s  fine  textbook 
shows  considerable  revision,  and  the  material  is 
quite  up-to-date.  The  bibliography  at  the  end  is 
both  recent  and  well  selected.  By  far  the  greatest 
value  of  this  book  lies  in  the  excellent  series  of  draw- 
ings and  diagrams  which  are  clear  and  lucid  and  go 
far  to  help  one  grasp  this  difficult  subject.  One 
nuisance,  to  this  reviewer,  is  the  constant  attempt  to 
include  the  synonyms  and  Latin  names  for  each  ana- 
tomic term  as  it  appears  in  the  text.  This  is  dis- 
tracting, and  the  same  purpose  might  be  served  bet- 
ter by  an  appended  glossary  of  terms  at  the  end  of 
the  book.  On  the  whole  this  is  a useful  introduction 
to  the  subject  and  can  be  recommended  for  the  use 
of  students,  neurologists,  and  neurosurgeons. 

I.  S.  Freiman 


Gynaecological  and  Obstetrical  Anatomy.  By 
C.  F.  V.  Smout,  M.D.  With  Chapters  on  the  His- 
tology of  the  Female  Reproductive  Tract  and  Its 
Endocrine  Control  by  F.  Jacoby,  M.D.  Second  edi- 
tion. Octavo  of  248  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $11. 

This  reviewer  had  the  pleasure  of  reviewing  the 
first  edition  of  this  very  excellent  book,  then  under 
the  title  of  The  Anatomy  of  the  Female  Pelvis. 

Considerable  new  material  has  been  added  to  this 
second  edition,  namely,  chapters  on  “Ovarian  Endo- 
crine Function  and  its  Control”;  “The  Anatomy  of 
the  Uterine  Tube”;  “The  Anatomy  of  the  Fetus  in 
Relation  to  Childbirth.” 

Throughout,  the  authors  lay  emphasis  not  only  on 
the  anatomy,  but  also  on  the  histology,  development, 
physiology,  and  endocrinology  of  the  pelvis  and  fe- 
male generative  organs. 

The  reviewer  highly  recommends  this  book  to  all 
interested  in  obstetrics  and  gynecology. 

Jacob  Halperin 


Abdominal  Operations.  By  Rodney  Maingot, 
F.R.C.S.  (Eng.).  Second  edition.  Octavo  of  1,274 
pages,  illustrated.  New  York,  Apple ton-Century- 
Crofts,  1948.  Cloth,  $16. 

This  book  on  abdominal  surgery  is  a remarkably 
good  one.  The  text  is  lucid,  terse,  and  informative. 
The  illustrations  are  excellent.  The  subject  matter 
is  up-to-date  and  presented  in  a practical  fashion. 
The  chapters  on  stomach  and  duodenum,  gallbladder 
and  bile  ducts,  and  intestines  are  particularly  com- 
mendable, and  portray  with  great  skill  the  diseases 
involved  as  well  as  the  surgical  technics  in  modern 
use.  The  other  subjects  are  also  well  managed. 
There  are  numerous  references  to  the  current  litera- 
ture. William  I.  Sheinfeld 


Your  Diet  for  Longer  Life.  By  James  A.  Tobey, 
Dr.P.H.  Duodecimo  of  280  pages.  New  York, 
Wilfred  Funk,  1948.  Cloth,  $3.50. 

This  is  a well-organized  and  well- written  book. 
It  describes  all  phases  of  longer  living  which  are  in- 
fluenced by  diet.  The  dangers  of  drugs  used  in  con- 
nection with  losing  weight  are  stressed.  The  need 
for  medical  direction  in  relation  to  food  from  early 
[Continued  on  page  2G02] 
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1 or  2 tablets  daily  '/a  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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pregnancy  to  birth  and  through  full  life  is  well  de- 
scribed. 

Very  pertinent  questions  are  placed  at  the  end  of 
each  chapter.  This  book  should  be  of  great  value 
to  lay  people.  Marie  M.  Behlen 


Textbook  of  the  Rheumatic  Diseases.  Edited 
by  W.  S.  C.  Copeman,  M.D.  Octavo  of  612  pages, 
illustrated.  Baltimore,  Williams  & Wilkins  Co., 
1948.  Cloth,  $12.50. 

This  new  compilation  of  present-day  knowledge  of 
the  rheumatic  diseases  represents  a sound  contribu- 
tion to  the  field  of  arthrology.  The  authors,  who  in- 
clude some  of  the  more  distinguished  British  experts 
in  this  group  of  diseases,  have  adopted  a scientific 
approach  to  a subject  which  of  necessity  is  usually 
largely  descriptive.  The  chapters  on  the  pathophys- 
iology of  arthritis  are  especially  noteworthy. 

In  some  instances  there  is  a misdirection  of  empha- 
sis, the  chapter  on  gout,  for  instance,  equalling  in 
space  the  chapters  on  rheumatic  fever,  rheumatoid 
arthritis,  and  osteoarthritis  combined.  Much  of  the 
recent  immunochemical  work  in  the  field  of  rheu- 
matic fever  and  rheumatoid  arthritis  is  mentioned 
sketchily  or  is  ignored.  However,  the  illustrations 
and  x-ray  reproductions  are  most  admirably  done. 

Milton  Plotz 


Hungerkrankheit,  Hungerodem,  Hungertuberku- 
lose.  Historische,  Klinische,  Pathophysiologische 
und  Patholigisch-anatomische  Studien  und  Beo- 
bachtungen  an  Ehemaligen  Insassen  aus  Konzentra- 
tionslagem.  By  A.  Hottinger,  0.  Gsell,  E. 
Uehlinger,  et  al.  Octavo  of  297  pages,  illustrated. 
Basel,  Switzerland,  Benno  Schwabe  & Co.  (New 
York,  Grune  & Stratton),  1948.  Cloth,  $8.50. 

A methodical  and  critical  compilation  of  the  end 
results  of  what  were  once  men  and  women.  The  in- 
evitable consequences  in  terms  of  pathology  follow- 
ing starvation  diet,  forced  labor,  and  torture.  The 
sum  total  is  nutritional  anemia,  tuberculosis  in  its 
many  facets,  and  broken  minds. 

The  presentation  is  in  keeping  with  modern  scien- 
tific experimentation  except  that  these  experiments 
were  carried  out  on  human  beings  instead  of  rodents 
and  other  lower  animals. 

It  is  quite  impossible  to  peruse  these  studies  with- 
out being  overcome  with  a sense  of  nausea  and  a 
nightmarish  reaction.  It  gives  one  an  unavoidable 
hatred  for  the  Nazi  superman  whose  philosophy 
made  such  studies  possible.  This  reviewer  can  see 
no  good  purpose  accomplished  by  publishing  these 
morbid  case  reports.  Harry  Apfel 


Readings  in  the  Clinical  Method  in  Psychology. 

Edited  by  Robert  I.  Watson,  Ph.D.  Octavo  of  740 
pages.  New  York,  Harper  & Bros.,  1949.  Cloth, 
$4.50. 

Edited  by  Robert  I.  Watson,  a psychologist  of 
note,  the  book  consists  of  50  papers  by  leaders  in  the 
field  of  psychology,  which  stress  the  diagnostic  meth- 
ods, the  functions  and  methods  of  treatment  by 
psychologists.  The  papers  which  were  selected  are 
excellent  and  suit  admirably  the  purpose  of  the  book. 


There  is  an  extended  bibliography  at  the  end  of  each 
chapter  for  those  who  might  like  to  continue  their 
reading  in  any  particular  field. 

A departure  from  the  usual  book  on  psychology  is 
the  emphasis  given  to  treatment  by  psychologists. 
However,  the  psychiatrist  can  hardly  quarrel  with 
what  is  advocated  in  the  form  of  therapy  since  no 
“deep”  or  intensive  interpretative  therapy  is  at- 
tempted by  the  psychologists. 

Joseph  L.  Abramson 


District  Nursing.  A Handbook  for  District 
Nurses  and  for  All  Concerned  in  the  Administration 
of  a District  Nursing  Service.  By  Eleanor  Jeanette 
Merry,  S.R.N.,  and  Iris  Dundas  Irven,  S.R.N. 
Duodecimo  of  266  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Co.,  1948.  Cloth,  $4.00. 

Excellent  book  to  describe  the  activities  of  district 
nursing.  Gives  details  on  procedures,  contacts,  and 
family  relations.  The  illustrations  are  good,  clear, 
and  to  the  point.  Material  is  well  organized  and 
proper  emphasis  given  to  important  points. 

The  book  should  be  helpful  as  a guide  and  text  to 
students  and  graduates  going  into  the  district. 

Marie  M.  Behlen 


Basic  Principles  of  Psychoanalysis.  By  A.  A. 
Brill,  M.D.  Octavo  of  298  pages.  New  York, 
Doubleday  & Co.,  1949.  Cloth,  $3.45. 

To  one  who  has  reviewed  other  books  on  the  same 
subject,  intended  for  lay  people,  this  book  is  a re- 
freshing relief.  Writing  in  a very  readable  manner, 
the  man  who  introduced  psychoanalysis  into  this 
country,  Dr.  Brill,  has  made  good  use  of  his  knowl- 
edge and  wisdom  and  has  fashioned  a book  which 
can  be  readily  recommended  to  lay  people  as  well  as 
to  general  practitioners  of  medicine. 

The  meaning  of  dreams,  the  elucidation  of  wit,  and 
the  psychology  of  forgetting  are  only  a few  of  the 
many  interesting  subjects  adequately  discussed  by 
the  author.  Joseph  L.  Abramson 


Shock,  and  Allied  Forms  of  Failure  of  the  Circu- 
lation. By  H.  A.  Davis,  M.D.  Octavo  of  595 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  $12. 

An  excellent  book  by  a surgeon  and  investigator 
who  has  succeeded  remarkably  well  in  his  compre- 
hensive review  of  shock.  Though  a little  weak  in  his 
survey  of  obstetric  shock  due  to  hemorrhage,  this  is 
not  his  fault,  for  the  weakness  is  in  our  obstetric 
literature.  A fine  book  well  done  which  everyone 
might  well  read.  Charles  A.  Gordon 


Diseases  of  the  Nose,  Throat  and  Ear.  A Hand- 
book for  Students  and  Practitioners.  By  I.  Simson 
Hall,  M.B.  (Edin.).  Fourth  edition.  Duodecimo 
of  463  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Co.,  1948.  Cloth,  $4.50. 

This  handbook  covers  otolaryngology  very  simply, 
quite  adequately,  and  in  an  up-to-date  manner  for 
students,  and  particularly  for  general  practitioners. 
It  should  meet  the  latter’s  problems  in  this  field  espe- 
cially. Charles  R.  Weeth 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


GLADYS  BROWN  RDflU/N’C  MUrray  Hill 

Owner -Director  DlWtlll  O y 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17,  N.  Y. 

An  employment  agency  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HILT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 

HOLBROOK  MANOR  N^G 

Five  Acr.i  of  Pintwood.d  Groundi 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 

Non-sectarian,  dietary  laws  observed 

M.dic.l  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  1.  N.  Y.  Office:  GR.m.rcy  5-4»75 

LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 

DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  "Tel.  9-1 691 
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* 36,798  Physicians 

* 2,119  New  Names 

* 9,201  New  Locations 

* 10,576  Other  Necessary  Changes  you  will  want  to 

know. 

Fill  in  coupon  below — Make  checks  payable  to: 


Medical  Society  of  the  State  of  New  York 
292  Madison  Avenue  New  York,  17,  N.  Y. 

Remittance  enclosed  for  ( ) copies 

Price  $15.00  per  volume  plus  2%  Sales  Tax  in  New  York  City. 
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Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  1,  1949—22,316 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer.  . . . 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond. . . . 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester. . 
Wyoming .... 
Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till ....  Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese Baldwin 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius ....  Boonville 
L.  W.  Ehegartner ....  Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl . Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan . . Schenectady 

J.  H.  Wadsworth. . .Cobleskiil 
JosephY.  Roberts  Watkins  Glen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Hornell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

Joseph  Feingold.Fort  Edward 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

Bruno  J.  Tryka Perry 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak ....  Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon Watertown 

C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend  . . . .Dansville 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella. . . .Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson . . . Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Tow  nsend  ....  Dansville 

J.  F.  Rommel Oneida 

R.  E.  Delbridge ....  Rochester 
Harry  Lebman. . . .Amsterdam 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

A.  Leikensohn. . .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Corning 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owrego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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WANTED 


Assistant  to  general  practitioner. — Prefer  man  finishing 
Hospital  training — To  be  available  Jan  1 — Write  P.  O.  Box 
165  Mohegan  Lake  N.  Y. 


SITUATION  WANTED 


Medical  photographer  10  yrs.  experience  all  phases  of  med- 
ical photography — Excellent  references — Part  time  or  full 
time.  Box  338  N.  Y.  St.  Jr.  Med. 


EYE,  EAR,  NOSE,  THROAT 


Practice.  Could  be  General  Practice  also.  Six  room 
office,  plus  3-room  apartment.  Lower  West  Side,  Manhat- 
tan, N.  Y.  C.  Box  337,  N.  Y.  St,  Jr.  Med. 


Physician,  34,  veteran,  thoroughly  experienced  in  general 
practice,  obstetrics,  pediatrics,  and  hospital  administration, 
desires  association,  or  partnership,  with  a physician,  group, 
or  clinic.  Address  Box  334,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 

. .$1.35 

3 Consecutive  times . 

. . 1.20 

6 Consecutive  times . 

. . 1.00 

12  Consecutive  times . 

. .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 


Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 

Established  office  of  52  years  for  rent — 1st  floor — Best  loca- 
tion in  city  of  10,000.  Physician  died — Community  needs 
and  will  support  a good  general  Practitioner.  Write  Box  339 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Large  general  practice,  Marathon,  N.  Y.  Large  combined 
home  and  office,  double  garage,  automatic  heat.  Office 
four  rooms,  lavatory,  dark-room.  Will  Introduce.  Hugh 
Frail,  M.D.  73  Port  Watson  St.,  Cortland,  New  York  or 
A.  R.  Pringle,  First  National  Bank,  Marathon,  N.  Y. 
— 


OTOLARYNGOLOGIST 


Diplomate  of  the  American  Board;  seeks  association  with 
older  ENT  specialist  or  group;  or  opportunity  for  in- 
dividual practice.  Box  327,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Mansion  suitable  sanitarium,  Kingston  — 35  rooms,  beauti- 
ful grounds.  Benjamin  Greene,  71  N.  Front  St.,  Kingston 
or  phone  Triangle  5-8222  Brooklyn. 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office — established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
N.  Y.  St.  Jr.  Med. 


New  Tax  Deduction  For  Life  Insurance 


Will  your  family  pay  a penalty  because  you  have  not  quali- 
fied your  policies  for  the  new  tax  deduction?  Are  you  using 
the  clauses  which  may  increase  benefits  10%  to  40%  without 
increasing  premiums  and  without  changing  the  policies? 
Information  given  without  obligation  as  a public  relation 
service  to  the  medical  profession.  The  security  of  your  fam- 
ily is  involved.  Investigate  now.  Write  for  free  booklet — 
“Taxes  and  Life  Insurance”.  Justin  Traub,  “Estate  Plan- 
ning for  the  Doctor”  225  Broadway,  N.  Y.  7,  Ba.  7-3984 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

Mg*uU  School  1834ctred7.V3734  * C 

Licensed  by  the  State  of  New  York  


Z E/M MER  pharmaceuticals 

A complete  line  of  laboratory  controlled  ethical  pharmaceuticals. 

Chemists  to  the  Medical  Profession  for  44  years. 
THE  ZEMMER  COMPANY  • Oakland  Station  • - PITTSBURGH  13,  PA. 
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TWO  PRODUCTS  OF 
OPTIMUM  ACCEPTABILITY 


Pr 


Gci 


are  these 99 


Shakespeare 


For  samples  and  additional 
information,  address  Profes- 
sional Service  Division, 
Ives-Cameron  Company,  Inc., 
New  York  1 6,  N.  Y. 


OL-VITUM  Drops  ■ For  a highly  palatable  multi-vitamin 

dietary  supplement,  that  is  completely  dispersible  in  food  or  any 
aqueous  fluid,  Ol-Vitum  Drops  are  meeting  a gratifyingly  high 
professional  acceptance.  Like  all  IVC  products,  they  are  found 
to  be  CLINICALLY  ECONOMICAL. 


Each  cc  contains: 


AD-VITUM  Drops.  In  vitamin 

therapy  or  dietary  supplementation  where 
high  potency  of  the  A-D  combination 
alone  is  indicated,  Ad-Vitum  Drops  are 
especially  desirable.  Like  its  companion 
product,  Ad-Vitum  Drops  are  palat- 
able, will  mix  with  food  or  any  aque- 
ous fluid  and  again  are  CLINI- 
CALLY ECONOMICAL. 


Distilled  Vitamin  A Ester, 
Viosterol  in  Oil,  Sorbitan 
Fatty  Acid  Ester  deriva- 
tive, Vegetable  Oil  and 
Glycerin  in  a flavored 
aqueous  vehicle. 

Each  cc  contains: 

Vitamin  A 

30,000  USP  Units 
Vitamin  D 

5,000  USP  Units 


Vitamin  B.,  1.6  milligrams 

Niacin  Amide  15  milligrams 

Natural  Mixed 

Tocopherols  3 milligrams 

(Equivalent  to  2.25  milligrams 
alpha  Tocopherol  Acetate) 


Vitamin  A ...10,000  USP  Units 

Vitamin  D 2,000  USP  Units 

Vitamin  B, 3 milligrams 

Vitamin  B,  0.8  milligrams 

Vitamin  C 100  milligrams 


im 


INTERNATIONAL  VITAMIN  DIVISION 

IVES-CAMERON  COMPANY,  INC. 

NEW  YORK  16,  N.  Y. 


Just  one  teaspoonful  daily  supplies 
all  of  the  essential  vitamin  B factors, 
in  amounts  moderately  in  excess  of 
adult  recommended  daily  dietary 
allowances*,  plus  suitable  amounts 
of  pyridoxine  hydrochloride  and  cal- 
cium pantothenate. 

A high  potency 
source  of 
B complex  factors 

particularly  useful  in  treating  vita- 
min B deficiency  states  which  ac- 
company congestive  heart  failure, 
liver  disease,  diabetes,  hyperthyroid- 
ism, malignancy,  prolonged  vomit- 
ing, diarrhea  and  dietary  restrictions. 

• Pleasant-tasting,  notably  stable,  • Freely  soluble  in  milk  and  orange 

non-alcoholic.  juice,  may  be  taken  directly. 

• An  excellent  drop-dosage  supple-  • An  ideal  prescription  ingredient, 
ment  during  early  infancy. 


* Provide  safe  margins  over  minimum  daily  requirements. 


WHITE  LABORATORIES,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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Petcogalar 


Aqueous  Suspension 
of  Mineral  Oil 
Plain 


Active 
Ingredient: 
Mineral  Oil  65%. 

DIRECTIONS:  Adults,  one  table- 
spoonful. Children  over  six  years 
old;  one  teaspoonful.  May  be 
thinned  with  water,  milk  or  fruit 
juice  if  desired. 

CAUTION : To  be  taken  only  at 
bedtime.  Do  not  use  at  any  other 
time  or  administer  to  infants.except 
upon  the  advice  of  a physician. 

SHAKE  WELL 

V'/pef/i  INCORPORATED  • PHILADELPHIA  • PA. 


THROAT  SPECIALISTS  REPORT  ON  30-DAY  TEST 
OF  CAMEL  SMOKERS-  ______ 


ES,  these  were  the  findings  in  a 
JL  total  of  2,470  weekly  examina- 
tions of  hundreds  of  men  and  women 
from  coast-to-coast  who  smoked  only 
Camels  for  30  consecutive  days!  And 
the  smokers  in  this  test  averaged  one 
to  two  packages  of  Camels  a day! 


According  to  a Nationwide  survey: 


MORE  DOCTORS 


SMOKE  CAMELS 

than  any  other  cigarette! 

Doctors  smoke  for  pleasure,  too ! When  three 
leading  independent  research  organizations 
asked  113,597  doctors  what  cigarette  they 


smoked,  the  brand  named  most  was  Camel! 


R.  J.  Reynolds  Tobacco  Co..  Winston-Salem.  N.  C. 
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V\U  \ \ Vl  • * "Purgation  has  produced 

^ more  constipation  than  it  has  cured.”1  Further- 
more, harsh  laxatives,  purgatives  and  hydra- 
gogues,  “when  taken  habitually  over  a period 
of  time,  will  produce  a thickened,  granular, 
usually  dry  and  commonly  a collapsed  mucous 
membrane."2 

ZYMENOL  offers  the  effective  enzyme  action 
and  natural  B-Complex  of  Brewers  Yeast  for 
smooth  bowel  action,  specifically  to  restore 
normal  bowel  tone  and  motility.  Pleasant-tasting 
. . . safe  . . . mild  . . . non-habit  forming  . . . with- 
out the  use  of  irritant  drugs  or  chemicals. 
Specify  ZYMENOL . . . from  Pediatrics  to  Geriatrics. 

1 Meakins,  J.  C.:  Practice  of  Medicine.  Ed.  4,  C.  V.  Mosby  Co., 

1 944,  p.  642.  2 Block,  L.  H.:  Am.  J.  Dig.  Dis.  1 4:  64-74,  1 947. 

Zymenol 

V M AN  EMULSION  WITH  BREWERS  YEAST 

FOR  EFFECTIVE  BOWEL  MANAGEMENT 
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Long  lines  of  black  ants  attracted  to  madhumeha,  “honey  urine,” 
led  the  ancient  Hindu  wise  men  to  observe  and  recognize  diabetic 
urine,  which  they  described  as  “astringent,  sweet,  white  and  sharp.” 
Avid  insects  became  an  acknowledged  means  of  diagnosis.  Almost 
equally  primitive  methods  of  urine-sugar  detection  remained  in 
effect  for  a score  or  more  of  centuries,  until  modern  copper  reduc- 
tion tests  were  perfected,  refined  and  simplified. 

Simplest  of  all  today  is  the  reliable  Ames  tablet  method,  performed 
in  a matter  of  seconds.  Urine-sugar  levels  are  determined  by  direct, 
easily-learned  steps.  The  use  of  Clmitest  (Brand)  reagent  tablets 
has  eliminated  the  inconvenience  of  external  heating.  Interpreta- 
tion of  routine  urine-sugar  testing  follows  readily  from  color  scale 
comparison. 

CLINITEST,  trade  mark  reg.  U.S.  and  Canada 

centuries  to  perfect 

seconds  to  perform 

Clmitest 

for  urine-sugar  analysis 


AMES  COMPANY,  INC  . ELKHART,  INDIANA 
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‘hen  MIGRAINE  attacks 

'-.r-'X  \ 


FIRST  EFFECTIVE 

oral  TREATMENT 

OF  MI  G RAIN E ATTACK 


Sandoz  proudly  announces  the  first  effective  oral  treatment  of 
migraine- 

Clinical  investigation1  demonstrated  that  80%  of  a series  of  cases 
experienced  good  results.  Best  results  were  obtained  in  migraine, 
histamine  and  tension  headaches. 

Friedman,2  in  a large  series  of  migraine  cases,  found  Cafergone 
55%  more  effective  than  ergotamine  tartrate  alone. 


Later  reports3’ 4 were  equally  favorable. 


Cafergone 


(ergotamine  tartrate  1 mg.;  caffeine  100  mg.) 


(Experimentally  identified  as  E.C.  110) 


SANDOZ 


Originality  • Elegance  • Perfection 


1.  Horton,  B.  T.,  Ryan,  R.  E.  & Reynolds,  J.  L.,  Proc. 
Staff  Meet.  Mayo  Clinic,  23:105,  Mar.  3,  1948. 

2.  Friedman,  A.  P.,  N.  Y.  State  Jl.  of  Med.  (in  press). 

3.  Ryan,  R.  E.,  Postgraduate  Medicine  (in  press). 

4.  Hansel,  F.  K.,  Annals  of  Allergy  (in  press). 


SANDOZ  PHARMACEUTICALS 

Division  of  SANDOZ  CHEMICAL  WORKS,  INC. 

NEW  YORK  14,  Y.  • CHICAGO  6,  ILL.  • SAN  FRANCISCO  8,  CALIF. 
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The  Dutch  painter,  Vincent  Van  Gogh,  one  of  the  masters  of  Post-Impressionism, 
suffered  from  the  psychic  equivalent  type  of  epilepsy.  During  one  of  his  many 
periods  of  confusion  he  cut  off  one  of  his  ears  and  presented  it  to  a lady  friend. 

Comparative  studies  have  shown  that  in  some  cases  better  control  of  grand  mal  as  well  as  petit 
mal  seizures  can  be  obtained  with  Mebaral  than  with  corresponding  doses  of  other  antiepileptic 
drugs.  Mebaral  produces  tranquillity  with  little  or  no  drowsiness.  It  is  particularly  desirable  not 
only  in  epilepsy  but  also  in  the  management  of  anxiety  states  and  other  neuroses.  The  fact  that 
Mebaral  is  almost  tasteless  simplifies  its  administration  to  children.  Average  dose  for  children  V2 
to  3 grains,  adults  3 to  6 grains  daily.  Tablets  V2,  IV2  and  3 grains. 


MEBARAL 


Brand  of  Mephobarbital 


Mebaral.  trademark  re?.  U.  S.  & Canada 


VAN  GOGH  Exhibition  . . . Metropolitan  Museum  of  Art 


Oct.  21  to  Jan.  15.  462M 
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a loud 
and  insistent 


Understandably  urgent,  the  pruritic  infant 
demands  rapid,  SAFE  control  of  symptomatic 
itch.  Pediatricians,  in  particular,  must  be  alert 
to  the  dangers  of  '‘imprudent  topical  therapy”1 
with  stimulating  or  keratolvtic  drugs  such  as 
phenol,  cocaine  and  cocaine  derivatives.2'6 

A BLAND  AND  EFFECTIVE  RESPONSE 

The  “Safety  First”  of  antipruritic  treatment  is 
calmitol  ointment,  expressly  formulated  to 
exclude  dangerous  medicaments.  Calmitol 
Ointment  is  promptly  and  lastingly  effective  in 
relieving  the  torments  of  itch.  Its  fine  emollient 
base  clings  intimately  and  protectively  to  the 
pruritic  lesion  and  the  surrounding  affected 
area.  Calmitol  Ointment  calms  the  little  patient 
by  calming  the  pruritus. 


1.  Gaul,  L.  E.:  J.A.M.A.  / 27:439,  1945. 

2.  Underwood,  G.  B.,  and  Gaul,  L.  E.:  J.A.M.A. 
138.570,  1948. 

3.  Underwood,  G.  B.;  Gaul,  L.  E.;  Collins,  E.,  and 
Mosby,  M.:  J.A.M.A.  130:249,  1946. 

4.  Andrews,  G.  C.:  Diseases  of  the  Skin,  Philadel- 
phia, W.  B.  Saunders  Co.,  1946. 

5.  Ormsby,  O.  S.:  Diseases  of  the  Skin,  Philadelphia, 
Lea  and  Febiger,  1937. 

6.  Gaul,  L.  E.:  Hygeia  23: 280,  1945. 
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RELIEF  IN  80-90%  OF  CASES  by  the 
PERENNIAL  METHOD  OF  SPECIFIC 
HYPOSENSITIZATION 


DIAGNOSTIC  AND  TREATMENT  SETS 

State  Pollen  Diagnostic  Sets  ($7.50):  Dry  pollen 

allergens  selected  according  to  state;  1 vial  house- 
dust  allergen.  Material  for  30  tests  in  each  vial. 
Stock  Treatment  Sets  ($7.50):  Each  consisting  of 
a series  of  dilutions  of  pollen  extracts  for  hypo- 
sensitization, with  accompanying  dosage  schedule. 
Single  pollens  or  o choice  of  21  different  mixtures. 
Five  3-cc.  vials  in  each  set— 1:10,000,  1:5,000, 
1:1,000,  1:500,  ond  1:100  concentrations. 

Special  Mixture  Treatment  Sets  ($10.00) 
Mixtures  of  pollen  extracts  specially  prepared  accord- 
ing to  the  patient's  individual  sensitivities.  Ten  days' 
processing  time  required. 

Arlington  offers  a full  line  of  potent,  carefully  pre- 
pared, ond  properly  preserved  allergenic  extracts 
for  diagnosis  ond  treatment— pollens,  foods,  epi- 
dermals,  fungi,  and  incidentals. 

Literature  to  physicians  on  request. 


lor  most  effective  results 
in  controlling  pollinosis, 
specific  hyposensitization 
should  be  continued 
throughout  the  year. 
Authorities  agree  that 
“desensitization  treatment 
is  still  the  method  of  choice, 
and  the  antihistaminic 
drugs  cannot  be  considered 
as  substitutes.”1 


THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1,  NEW  YORK 


1.  Levin,  L.;  Kelly,  J.  F.,  and  Schwartz, 
E.:  New  York  State  J.  Med.  48: 
1474  (1948). 
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if  she  is  one  of  your  patients... 


...She  depends  on  your  help  for  a speedy  return  to  gainful  occupation. 
Women  seeking  employment  who  are  nervous,  apprehensive  and 
generally  distressed  by  symptoms  of  the  climacteric,  may  find  it  difficult 
to  meet  competition.  ssPremarin"  offers  a solution.  A/lany  thousand 
physicians  prescribe  this  naturally-occurring,  oral  estrogen  because... 

7.  Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  are  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  fends  to  quickly 
restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus"  ( the  sense  of  well-being  enjoyed  by  the  patient) 

is  conducive  to  a highly  satisfactory  patient-doctor  relationship. 

5.  Four  potencies  provide  flexibility  of  dosage:  2.5  mg.,  1 .25  mg., 
0.625  mg.  and  0.3  mg.  tablets;  also  in  liquid  form,  0.625  mg. 
in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  sullate  is  the  principal 
estrogen  in  "Premarin,"  other  equine  estro- 
gens..  .estradiol,  equilin,  eq uilenin,  hippulin 
...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


ESTROGENIC  [SUBSTANCES  (WATER-SOLUBLE) 


also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst,  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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for  the  successful  treatment^of . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency/  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing,  Modernized  Form  of  Burow's  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  is  oar  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  ia  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months.  _ . 

Dome  paste  bandage  is  a flesh  colored,  4 " x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula  consisting  of  xinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


REN  N E T 


CUSTARDS 


U 


D FOODS 


Psychologic 
Anorexia 


In.  tempting,  rather  than  forcing,  rebellious  or  flagging 
appetites,  delicious  rennet  desserts  (easily  made  from 
"Junket"  Brand  Rennet  Powder  or  Tablets)  prove  most  helpful. 
Retailing  all  of  milk’s  nutritive  values,  yet  possessing  varied  flavor 
and  cottar  appeal— these  simple,  attractive,  eggless  custards  are 
almost  invariably  consumed  without  bribe  or  persuasion. 

Besides  pleasantly  disguising  uncooked  milk,  rennet-custards 
produce  sons,  finely  flocculent,  easily  digested  curds 
in  the  stomach.  More  and  more  physicians 
are  thus  finding\rennet  desserts  a valuable  means 
of  counteracting  me  “finicky  behavior” 
often  attached  to  mijk. 

'JUNKET"  ERA 

Division 

^hr.  Hansen’s  Laboratory*  Inc. 

LITTLE  FALLS,  N.  Y 

0-15-119 


Make  delicious  rennet  desserts  with  either: 

"Junket''  Rennet  Powder  — sweetened,  in  six  flavors 
(vanilla,  chocolate,  lemon,  orange,  raspberry,  maple). 
"Junket"  Rennet  Tablets  — unsweetened,  unflavored 
(particularly  for  very  young  infants  and  diabetics). 
"JUNKET"  is  the  trade-mark  of  Chr.  Hansen’s  Labora- 
tory, Inc.  for  its  rennet  and  other  food  products. 


Just  a reminder,  Doctor! 
Mothers  will  appreciate  your 
inclusion  of  rennet  desserts  on 
your  diet  recommendations. 


They  impart  delicious  variety, 
taste-tempting  attractiveness 
and  ease  of  preparation  to 
milk  desserts. 


the  wide-angled  approach  in 


therapy 

With  the  growing  concept  of  arthritis  as  a 
"systemic  disease  with  joint  manifestations,"1 
most  clinicians  today  appreciate  that 
constipation  and  common  gastrointestinal 
dysfunctions  are  "not  only  susceptible  of 
betterment  but  should  be  included  in  any 
wide-angled  approach  to  the  [arthritis] 
problem."2  Which  is  why  Occy-Crystine  is 
more  and  more  utilized  for  its  dependable 
(yet  non-irritant)  cathartic  and 
cholagogue  action. 

Composition:  Occy-Crystine  is  a hypertonic 
solution  of  pH  8.4,  made  up  of  the  following  active 
ingredients  — sodium  thiosulfate  and  magnesium 
sulfate,  to  which  the  sulfates  of  potassium  and 
calcium  are  added  in  small  amounts,  contributing 
to  the  maintenance  of  solubility. 

References 

1.  American  Committee  tor  the  Control  of  Rheumatism, 
Pemberton,  R.:  Rev.  Gastroenterol.,  9:91,  1942. 

2.  Spackman,  E.  W.  et  al:  Am.  J.  M.  Sci.,  202:68,  1941. 

OCCY-CRYSTINE  LABORATORY  • Salisbury,  Connecticut 

occy- 

crystine 

the  sulfur-bearing  saline  eliminant 
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/tew  KELEKET 
.SUPERTILT”  TABLE... 


with 


T rue 


TRENDELENBURG 


135°  angulation  from 
45°  Trendelenburg 
through  horizontal 
to  vertical. 


KELLEY-KOETT,  the  oldest  medical  X-ray  manufacturer  in  the  field, 
introduces  its  golden  anniversary  model,  the  "C-Supertilt”  Table. 

Years  in  advance  of  any  table  yet  developed,  the  "C-Supertilt"  Table 
has  undergone  five  years  of  the  most  rigid  testing  . . . offers  the  radiologist 
improved  technic,  easier  operation,  greater  safety  for  operator  and  patient.  Perform  fluoroscopy,  radiography 
and  fluorography  with  increased  facility  and  visualization.  Procedures  such  as  encephalography,  ventriculography, 
myelography  and  genitourinary  work  performed  with  ease  and  safety  never  before  possible. 


Write  for  detailed  information  on  this  great  new  table. 


You’ll  agree  there’s  nothing  like  it! 


GEORGE  WILLIAM  FINEGAN,  INC. 

121  Park  Avenue,  Rochester  7,  New  York 
Telephone  Hillside  1436 

Buffalo,  N.  y.  Binghamton,  N.  y.  Syracuse,  N.  V . 

42-A  Oxford  Avenue  115  Chenango  Street  State  Tower  Building 

Telephone  Parkside  0038  Telephone  Binghamton  2-3092  Telephone  Syracuse  2-7676 

THE  KELLEY-KOETT  MFG.  COMPANY 

215  E.  37th  Street  New  York  City  16,  N.  Y. 

Telephone  Murray  Hill  2-5538 
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WHEN  OBESITY  IS  A PROBLEM 


S.  H.  CAMP  and  COMPANY 

JACKSON,  MICHIGAN 

World's  Largest  Manufacturers 
of  Scientific  Supports 

Offices  in  New  York  • Chicago 
Windsor,  Ontario  • London,  England 


Clinicians  have  long  noted 
that  the  forward  bulk  of  the 
heavy  abdomen  with  its  fat- 
laden wall  moves  the  center 
of  gravity  forward.  As  the 
patient  tries  to  balance  the 
load,  the  lumbar  and  cervical 
curves  of  the  spine  are  in- 
creased, the  head  is  carried 
forward  and  the  shoulders 
become  rounded.  Often  there 
is  associated  visceroptosis. 
Camp  Supports  have  a long 
history  among  clinicians  for 
their  efficacy  in  supporting 
the  pendulous  abdomen.  The 
highly  specialized  designs  and 
the  unique  Camp  system  of 
controlled  adjustment  help 
steady  the  pelvis  and  hold  the 
viscera  upward  and  backward . 
There  is  no  constriction  of 
the  abdomen,  and  effective 
support  is  given  to  the  spine. 
Physicians  may  rely  on 
the  Camp-trained  fitter  for  « 
precise  execution  of  all  in- 
structions. 

If  you  do  not  have  a copy  of 
the  Camp  “Reference  Book 
for  Physicians  and  Surgeons”, 
it  will  be  sent  on  request. 


o4utho ttjcd ||^p! Set  vice 

C/JyVvP 

Scientific  Suppo'JS 


THIS  EMBLEM  is  displayed  only  by  reliable  merchants 
in  your  community.  Camp  Scientific  Supports  are  never 
sold  by  door-to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and  ethical  training  of 
Camp  fitters  insures  precise  and  conscientious  attention 
to  your  recommendations. 


When 
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is  High 

When  vigorous  sports  and  out- 
door activities  increase  caloric 
energy  requirements,  candy 
proves  nutritionally  advanta- 
geous as  well  as  satisfying.  It 
yields  its  contained  carbohy- 
drate promptly,  permits  of 
rapid  replenishment  of  de- 
pleted or  lowered  glycogen 
stores,  and  aids  the  organism 
in  recovering  from  fatigue. 
Furthermore,  virtually  every- 
one likes  candy,  making  it 
particularly  enjoyable  when 
energv  expenditure  is  high 
during  fall  and  winter. 


Many  candies  are  composed  of  nutritionally  desirable  foods — butter  and  other 
edible  oils,  milk,  nuts,  fruits.  To  the  extent  these  foods  are  contained,  candies 
contribute  their  mite  of  protein,  fat,  B complex  and  other  vitamins  and  minerals. 
Candies  not  only  are  valuable  as  a source  of  readily  available  caloric  food  energy, 
but  also  serve  to  add  a satisfying  final  touch  to  luncheon  and  dinner,  enhancing 
the  satiety  value  of  these  meals. 


OF  THE 


NATIONAL  CONFECTIONERS’  ASSOCIATION 

ONE  NORTH  LASALLE  STREET,  CHICAGO  2.  ILLINOIS 
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TRADEMARK  REG.  U S.  RAT.  OFF. 

PHYSICIAN’S  PRESCRIPTION  PACKET  NO.  501 


A complete  unit  for  conception  control.  Contains  (1)  a 
“RAMSES”  Flexible  Cushioned  Diaphragm  of  the  prescribed  size,  (2)  a “RAMSES”  Dia- 
phragm Introducer  of  corresponding  size,  and  (3)  a tube  of  “RAMSES”  Vaginal  Jelly t 
( regular  size ) . 


Use  of  a diaphragm  introducer  is  favored  by  many 
patients  who  find  manual  manipulation  objection- 
able or  difficult.  It  facilitates  the  insertion  and  correct 
placement  of  the  diaphragm,  as  well  as  its  removal. 

The  “RAMSES”0  Diaphragm  Introducer  provides 
the  following  features: 

• Simplicity  and  convenience  in  use 

• Safety  — design  minimizes  possibility  of  injury  to 
the  cervix  or  accidental  insertion  into  the  urethra 


• Smooth  surface  lessens  bacterial  proliferation  — 
makes  for  easy  cleaning 

• Ease  of  removal  assured  by  bluntly  hooked  end 

The  “RAMSES”  Diaphragm  Introducer  is  supplied 
in  the  Physician’s  Prescription  Packet  No.  501,  with- 
out charge 


* The  word  “RAMSES”  is  a registered  trademark  of  Julius  Schmid,  Inc, 
f Active  Ingredients:  Dodecaethyleneglycol  Monolaurate  5%\ 

Boric  Acid  1%;  Alcohol  5%. 


gynecological  division 


423  West  55th  Street,  New  York  19,  N.  Y. 
quality  first  since  1883 


“RAMSES”  Vaginal  Jelly  is  accepted 
by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association.  The  “RAMSES”  Dia- 
phragm and  Diaphragm  Introducer 
are  accepted  by  the  Council  on 
Physical  Medicine  of  the  American 
Medical  Association. 


Complete  Stability . . . 
Outstanding  Palatability . . . 


Syrup  Choline  Dihydrogen  Citrate 

{Flint) 

Continued  patient  acceptance  of  choline  over  prolonged 
periods  can  be  assured  by  prescribing — 


Syrup  Choline” (Flint) 

25  per  cent  W/V — containing  one  gram  of  choline 
dihydrogen  citrate  in  each  4 cc. 

Supplied  in  pints  and  gallons. 


Capsules  Choline” {Flint) 

containing  0.5  gram  of  choline  dihydrogen  citrate. 
Supplied  in  bottles  of  100,  500  and  1000. 


“Choline  (Flint)”  is  indicated  in  fatty  infiltrations  of  the 
liver  associated  with  alcoholism,  infectious  hepatitis,  early 
cirrhosis,  diabetes,  malnutrition. 

For  your  copy  of  “The  Present  Status  of  Choline  Ther- 
apy in  Liver  Dysfunction” — write 

Flint,  Eaton  & Company  Decatur,  Illinois  j 


INDEX  TO  ADVERTISED  PRODUCTS 


MINERAL  OIL  and  IRISH  MOSS 


1 

Kondremul  Plain — when  regularity  is  to  be  obtained 
and  maintained  through  softening  of  the  feces  by 
a colloidal  emulsion  of  microscopically  fine  parti- 
cles which  are  stable,  indigestible,  unabsorbable 
and  which  mix  intimately  with  the  fecal  mass — 
non-irritating,  non-habit-forming. 

Dosage:  Adults,  one  tablespoonful;  children,  one 
dessertspoonful. 
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Kondremul  with  non-bitter  Extract  of  Cascara 

(4.42  Gm.  per  100  cc.) — when  the  mild,  tonic 
laxative  action  of  cascara  extract  combined  with 
the  soft  bulk  of  Kondremul  is  needed  for  treating 
moderate,  chronic  or  atonic  constipation,  espe- 
cially in  elderly  patients. 

Dosage:  Adults,  two  to  three  dessertspoonfuls; 

children,  one  dessertspoonful  upon  retir- 
ing. 

3 

Kondremul  with  Phenolphthalein — .13  Gm.  (2.2 
grs.)  phenolphthalein  per  tablespoonful — for 
temporary  use  in  the  more  obstinate  cases.  When 
the  severe  symptoms  of  constipation  have  sub- 
sided, satisfactory  action  will  usually  be  obtained 
by  changing  to  Kondremul  Plain. 

Dosage:  Adults,  one  tablespoonful;  children,  one 
to  two  teaspoonfuls  upon  retiring. 


THE  E.  L.  PATCHoCOMPANY 
STONEHAM,  MASS. 

Canadian  Distributors: 

CHARLES  E.  TROSST  & CO.,  Box  247,  Montreal 
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Foods  for  Babies  (Beech  Nut  Packing  Co.) 2639 

Junket  (Junket  Brand  Foods) 2619 

Malt  Soup  Extract  (Borcherdt  Malt  Extract 

Company) 2729 

Similar  (M  & R Dietetic  Laboratories,  Inc.) 2734 

Medical  and  Surgical  Supplies 

Artificial  Limbs  (J.  E.  Hanger  Inc.) 2727 

C-Supertilt  Table  (George  W.  Finegan,  Inc.) 2621 

Orthopedic  Shoes  (Pediforme  Shoe  Company) . . . 2644 

Supports  (S.  H.  Camp  and  Company) 2622 

X-Ray  Apparatus  (George  William  Finegan, 

Inc.) 2621 

Miscellaneous 

Briosehi  (G.  Ceribelli  & Co  ) 2727 

Cigarettes  (R.  J.  Reynolds  Tobacco  Co.) 2609 

Spring  Water  (Saratoga  Springs  Authority) 2628 

Tubulin  (Increto  Products  Corp.) 2729 

Whiskey  (Carstairs  Bros.  Distilling  Corp.) 2634 

Whisky  (Canada  Dry  Ginger  Ale,  Inc.) 2644 
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Because  ”SU0EOBN,,  is  a dangerous  word 

K \V | -i 

in  cases  of  hypertension...  it  has  become  almost 

1 

th  physiciattjs  to- prescribe  Nitranitol.  An  ideal  vaso- 
dilator, Nitranitol  produces  gradual  reduction  of  blood  pressure 
in  essential  hypertension.  Nitranitol  maintains  lowered  levels  of 


instinctive  with  phy: 


: \ \ 

riods.  Virtu 


pressure  for  prolonged  per 
safe  to  use  over  long  periods  of  time. 


tuallv  non-toxic,  Nitranitol  is 


NITRANITOL 


i 


For  gradual , prolonged , safe  ■'■vasodilation 


Merrell 
1828 


CINCINNATI  • U.S.A. 


When  sedation  is  desired.  Nitranitol  with  Plie * 
nobarbital,  ('t  gr.  Phenobarbital  combined  with 
Vg  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of 
capillary  fragility.  Nitranitol  with  Phenobarbital 
and  Rutin.  (Combines  Rutin  20  mg.  with  above 
formula.) 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Mave  you  a patient  who  needs 

inhalations 


The  results  ob^n-^aUon  at  the  New 
"d  Saratoga  Spa  show  u, 

tpresting  tendencies. 

Marked  rehef  of  .he  com 

"ted  in  38  P»!Kn“J  4<f“ )•  temporary 
Conditions  for  who*  *^"a"ronchitis. 

gins, 

abC-  ° TUo  treatments  consisted  of 


acute  conditions,  ^"^a'n  consistent  1 

ments  were  neces  a conditions,  ■ 

twelve  t^f'fteen'treatnients  were  usually  I 

r,“|U,rel''  „ taken  without  discomfort. 

Inhalations  *?e™L  t faCtor  in  therapy. 

wWch  is  an  ,mPo  «"  e stressed. 


^•'  aUergic  rhtnm,  ^ ^ of 
pharyngitis.  T1  nebulized  saline- 

sSSsws- 

„ 

the  number  — 

* printed  in  the  . ^ 


which  is  an  , pan  be  stressed. 

The  safety  of  *e  therapy  Qccurred  in  only 

Reactions  °f  S1g  patient  may  possibly 
three  patients.  On  P ^ chlorenan.  one 
have  had  a sensit  t hmaRc  paroxysm, 
developed  an  acut  faction  to 

and  the  third  noted  a gen 

patients  suffering  from  P Inhalations 

b:^S-"n.-«genera,''cure 

regimen  of  a spa. 

„ M 1944. 

::  i--\  \ ]<•' ' ' 

, . t /•  •• 

S<$r- 


When  you  recommend  "a  change  of  scene  ” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


1:  \ ’’ 


^ ^ Listed  by  the  Committee  on  American  Health  Resorts 

y of  the  Council  on  Physical  Medicine  and  RehsihiL 

f 


of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


Ik  Saratoga  Sipa 


The  Empire  State’s  Contribution  to  the  Medical  Profession 
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# Now,  there  is  an  effective  ally  against 
the  disease  known  for  its  rasping  difficulties. 

This  is  Nisulfazole  — no  recruit,  but  under  trial  for  eight  years  — 
a sulfonamide  which  differs  by  carrying  a substituted  nitro  radical. 

It  is  given  as  a suspension,  intrarectally,  where  in  relatively 
high  concentration  it  is  in  contact  with  the  pathologic  area. 


Of  47  chronic  ulcerative  colitis  patients  in  an  early  series  treated 
with  Nisulfazole  Suspension,  37  could  be  followed  for  five 
years;  34  were  then  symptom  free;  three  were  markedly 
improved.  Some  received  the  drug  for  26  months 
/^(JySIICE  with  ^re(luent  blood  counts  and  urinalyses. 

No  untoward  effects  were  seen.1 

in  the  Therapy  nf 


... 


Ulcerative  Colitis 


Full  facts  about  Nisulfa- 
zole sent  to  physicians  on 
request. 


1.  Major,  Ralph  H..  Am.  J.  Med. 
1:485  (Nov.)  1946. 


10%  Suspension  of 

Nisulfazole 


Brand  of  PARANITROSULFATHIAZOLE 


Supplied  in  bottles  of:  296  cc.  (10  fl.  oz.)  and  3.78  liters  (1  gal.) 


George  A.  Br0On  a Company 


KANSAS  CITY.  MISSOURI 

RENSSELAER.  N.  Y. 

ATLANTA 

SAN  FRANCISCO 


When  dispensed  by  the  phar- 
macist each  cc.  of  Bacitracin- 
Nasal-C.S.C.  provides:  baci- 
tracin 250  units,  desoxyephed- 
rine  hydrochloride  2.5  mg. 
(0.25%),  sodium  benzoate  1 %. 
The  solution  is  stable  at  room 
temperature  for  5 to  7 days;  at 
refrigerator  temperature  for  3 
to  4 weeks. 


Than  Symptomatic  Relief 

ACUTE  AIsfD  CHRONIC  SINUSITIS 


Bacitracin-Nasal-C.S.C.  is  a valuable  means  of  reducing  the 
period  of  disability  when  acute  sinusitis  complicates  coryza. 
Bacitracin,  through  its  specific  antibiotic  properties,  de- 
stroys many  of  the  pathogens  which  flourish  in  the  nose  and 
accessory  nasal  sinuses.  Desoxyephedrine,  through  its  vaso- 
constrictor influence,  improves  ventilation  and  sinus  drain- 
age, thus  enhancing  the  action  of  bacitracin.  Bacitracin- 
Nasal-C.S.C.  may  be  administered  by  means  of  a nebulizing 
spray  or  by  the  Parkinson  lateral  head-low  position.  Avail- 
able in  Yi  ounce  bottles  on  prescription  at  all  pharmacies. 

1.  Nonallergenic,  even  on  repeated  administration. 

2.  An  aqueous  solution  which  does  not  inhibit  ciliary 
activity. 

3.  Nonirritant,  isotonic. 

4.  May  be  administered  to  both  adults  and  infants. 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION,  17  EAST  42ND  STREET,  NEW  YORK  17,  NEW  YORK 


VENTREX  KAPSEALS  supplied  in  bottles  of  100  and  1000. 


your 

patient 

needs 


new  red 
blood  ce 
every 
second 


Even  under  normal  conditions  of  health  the  bone-marrow  is  required  to  produce 
ten  million  new  red  blood  cells  every  second— nearly  a trillion  a day— to  maintain 
the  blood  cell  count  at  normal  level.  Surgical  operation,  debilitating  illness, 
pregnancy,  menstrual  dysfunction,  or  chronic  blood  loss  from  any 
cause,  vastly  increases  requirements  for  new  erythrocytes. 

pi k|  i 

VENTREX  KAPSEALS  accelerate  the  hemopoietic  process  by  making  available  in  balanced 

combination  potent  anti-anemia  factors:  concentrated  extract  of  stomach,  folic  acid, 

and  assimilable  iron.  The  inclusion  of  thiamine  and  riboflavin  serves  to  improve  nutrition 

and  to  aid  in  essential,  cellular,  enzymatic  processes.  Reticulocyte  response— 

the  measuring  stick  of  therapeutic  effectiveness  for  any  hematinic— is  both  prompt 

and  pronounced  under  VENTREX  therapy. 


( 
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BELEXON 


VITAMIN  B-COMPLEX  with  LIVER,  FOLIC  ACID  and  IRON 

a rich  source  of 

all  B-Complex  Vitamins, 

known  and  postulated,  for  use  in 

the  prevention  and  treatment  of 


VITAMIN  B-COMPLEX  DEFICIENCIES 


a stimulant  of  the  hematopoietic  system  for 
rapid  regeneration  and  maturation  of  red  blood  cells  in 

Nutritional,  Secondary,  Macrocytic  ANEMIAS 


each 


BELEXON  fortified 


Liver-Fraction  50:1  3 grs. 

(derived  from  150  grs.  of  fresh  liver) 

Thiamine  Hydrochloride  (B, ) 5 mg. 

Riboflavin  (B2)  10  mg. 

Niacinamide  20  mg.' 

Pyridoxine  HCI  (B„)  1 mg.  Folic  Acid 

. 

With  other  B-Complex  Factors  naturally 
occurring  in  Yeast  and  Liver. 


Yeast  Extract  3 grs. 

Iron  Hydrogen  reduced  10  mg. 
Calcium  Pantothenate  3 mg. 
Choline  Chloride  20  mg. 
Inositol  10  mg. 


0.3  mg- 


SAMPLES  AVAILABLE  UPON  REQUEST 


AMERICAN  PHARMACEUTICAL  COMPANY 

MANUFACTURING  CHEMISTS 

NEW  YORK  18,  N.  Y. 

over  30  years  of  service  to  the  profession 


ftobin* 


with  unique 


on° 


cinu 


slrically  soluble  outer  shell 
tains  pepsin;  enterically 
ted  core  contains 
icreatin  and  bile  salts.  / 


***  Silu 
*&ULT  OOSE 


£**  t»bkl 
n U SP 


By  the  development  of  an  entirely  new  type  of  coated  tablet,  consisting 
of  a gastrically  soluble  outer  shell  containing  pepsin,  and  an 
enterically  coated  core  containing  pancreatin  and  bile  salts— Robins  (with  their 
new  product  Entozyme)  now  makes  it  possible  to  release  these  three 
important  digestants  in  fully  active  form  to  that  part  of  the 
gastrointestinal  tract  where  pH  conditions  for  optimum  activity  prevail. 
Clinical  research1  indicates  that  Entozyme's  greatest  field  of  usefulness  is  in  chronic 
cholecystitis,  post-cholecystectomy  syndrome,  subtotal  gastrectomy,  infectious 
hepatitis,  pancreatitis  and  chronic  dyspepsia— where  its  unique  selective  therapy  restores 
more  nearly  physiological  conditions  in  the  gastrointestinal  tract.  It  is  also  highly 
effective  in  nausea,  anorexia,  belching,  flatulence  and  pyrosis.  In  peptic  ulcer 
patients,  too,  pancreatin-pepsin  therapy  has  produced  excellent  results.2 

FOSMUl*  Each  specially  constructed  tablet  contains  Pancreatin,  U.S.P.,  300  mg.; 
Pepsin,  N.F.,  250  mg.;  Bile  Salts,  150  mg. 

1 or  2 tablets  after  each  meal,  or  as  directed  by  physician, 
without  crushing  or  chewing 

SUPPIIF  Bottles  of  25  and  100. 

REFERENCES.  1.  McGovock,  T H and  Klotz,  S.  D.»  Bull.  Flower  fifth  Ave.  Hoip..  9:61.  1946. 
2.  Weinberg,  J.,  McGovock,  T H and  Boyd,  Linn  J.:  Am.  J.  Digest.  Dis.,  15:332,  1948. 

A coined  word  to  doscribo  the  unique  mechanical  action  of  Entozymo  Tablot— whereby  popsin  it 
roleasod  only  in  the  stomach,  and  pancreatin  and  bilo  tails  only  in  the  small  intostino. 

A.  H.  ROBINS  COMPANY,  INC  . • RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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Why  Many  Physicians  Write  It 

cvu^whs 

when  whiskey  is  indicated 


"A /TORE  and  more  well-informed  physicians 
lVl  are  recommending  light  blended  whiskey 
to  their  patients  when  whiskey  is  medically 
indicated.  Reason: 

Neutral  spirit  blends  contain  few  congeners, 
such  as  fusel  oil,  tannins,  aldehydes,  esters, 
furfurals,  acids,  etc.  That  means  they’re 
not  only  light  but  mild,  too.  What’s  more, 
they’re  usually  around  only  86  proof 
(43%  alcohol  by  volume). 

One  of  America’s  leading  whiskies  of  this  type 
is  Carstairs  White  Seal.  It  is  blended  with  care 
...  by  expert  distillers  devoted  to  the 
highest  quality  standards.  Their  insistence 
on  perfection  has  made  Carstairs  famous  as 
the  Perfectly  Balanced  Blend. 

Whenever  whiskey  is  indicated,  may  we  suggest 
that  you  recommend  that  superb  blend  — Carstairs 
White  Seal  — to  the  patients  in  your  care? 

The  ^ Man  who  Cares  says 

CARSTAIRS  White  Seal 

Blended  Whiskey 


It  contains  much  interesting  information  on 


WRITE  FOR  FREE  PAMPHLET 

the  difference  between  whiskies  of  various  types.  For  your  free  copy,  write: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Avenue,  New  York,  N.  Y 


‘I 


CARSTAIRS  BROS.  DISTILLING  CO.,  INC.,  BALTIMORE,  MD.  BLENDED  WHISKEY  6 PROOF,  12%  GRAIN  NEUTRAL  SPIRITS 
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THE  INDICATION 

DICTATES  THE  CHOICE  OF  MEDICATION 


Glycerol  (Doho)  by  Exclusive 
Specific  Gravity— and  is 


Process  has  the  Highest  Obtainable 
Virtually  Free  of  Water,  Alcohol  and  Acids 


IN  ACUTE  OTITIS  MEDIA 
REMOVAL  OF  IMPACTED  CERUMEN 

AS  AN  ADJUNCT  TO  SYSTEMIC  ANTI- 
INFECTIVE  THERAPY,  AS  PENICILLIN,  ETC. 

CONTAGIOUS  DISEASE  EAR  INVOLVEMENTS 


USE 


IN  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA,  FURUNCULOSIS 
AND  AURAL  DERMATOMYCOSIS 

O-TOS-MO-SAN 


. . . because  its  potent  decongestant,  de- 
hydrating and  analgesic  action  provides 
quick,  efficient  relief  of  pain  and  inflam- 
mation in  any  intact  drum  involvement. 

FORMULA! 

Glycerol  (DOHO) 17.90  GRAMS 

(Highest  obtainable  spec,  grav.) 

Antipyrine .. 0.81  GRAMS 

Benzocaine 0.21  GRAMS 


. . . a potent  chemical  combination  (not  a 
mere  mixture),  combining  Sulfathiazole 
and  Urea  in  AURALGAN  Glycerol  (DOHO) 
Base— because  it  exerts  a powerful  solvent 
action  on  protein  matter,  liquefies  and 
dissolves  exuberant  granulation  tissue, 
cleanses  and  deodorizes,  and  tends  to  ex- 
hilarate normal  tissue  healing  in  the  effec- 
tive control  of  chronic  suppurative  otitis 
media. 


FORMULA: 

Urea 2.0  GRAMS 

Sulfathiazole 1.6  GRAMS 

Glycerol  (DOHO)  Base 16.4  GRAMS 


Literature  and  samples  sent  to  physicians  on  request. 


DOHO  CHEMICAL  COR  P.-Makers  of  AURALGAN  and  O-TOS-MO-SAN  NEW  YORK  13 
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Natural  vitamins  A and  D at  a penny 
a day  in  drop-dosage  for  infants,  or 
pleasantly-flavored  tablets  for  older  children. 
Vitamin  D wholly  derived  from  cod  liver  oil, 
vitamin  A adjusted  and  standardized  with 
fish  liver  oils.  White  Laboratories,  Inc. 

Cod  Liver  Oil  Concentrate 
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0 E S ITI  N 
OINTMENT 

Contains  Crude  Cod  Liter  Oil,  Zinc 
Oxide,  Talcum,  Petrolatum  and  Lanolin 

Used  effectively  in  GENERAL  PRACTICE  for 
the  treatment  of  Wounds,  Burns,  Indolent  Ulcers, 
Decubitus,  Intertrigo,  Skin  Lesions,  Hemorrhoids, 

Anal  Fissures,  etc. 

In  PEDIATRICS  for  the  treatment  of  Diaper 
Rash,  Exanthema,  Chafed  and  Irritated  Skin 
caused  by  Urine,  Excrements  or  Friction,  Prickly 
Heat  and  in  the  nursery  for  General  Infant  Care. 

Fatty  acids  and  vitamins  are  in  proper  ratio, 
thereby  producing  optimum  results.  Non  irri- 
tant, acts  as  an  antiphlogistic,  allays  pain,  stim- 
ulates granulation,  favors  epithelization.  Under 
Desitin  dressing,  necrotic  tissue  is  quickly  cast 
off.  Dressing  does  not  adhere  to  the  wound. 

In  tubes  1 oz.,  2 oz.,  4 oz.,  and  1 lb.  jars. 

Desitin  Medicinal  Dusting  Powder  is  super 
fatted  with  crude  cod  liver  oil  in  a non  irri- 
tating powder  base.  Indications:  In  infant  care 
in  the  treatment  of  IRRITATED  SKIN,  SUPER- 
FICIAL WOUNDS,  DECUBITUS,  INTER- 
TRIGO, PRURTUS  and  URTICARIA,  in  2 
oz.  Shaker-Top  Cans. 


Professional 
Samples 
on  Request 


For  the  Medical  Profession 

DESITIN 

CHEMICAL  COMPANY 


70  SHIP  STRUT  • PPOVIDtNCt  ♦ RHODl  ISLAND 


★ 


is  a HAPPY  TIME 


— then  is  when  babies  derive  the  most  benefit 
from  their  food.  Meals  with  taste  appeal  are 
eaten  eagerly  and  digested  more  readily  and 
Beech-Nut  makes  baby  foods  with  taste  appeal. 


Babies  love  them— thrive  on  them 


Beech-Nui 


A complete  line . . . 

to  meet  the  normal  dietary 
needs  of  babies. 


Beech-Nut  high  standards  of  pro- 
duction and  ALL  ADVERTISING 
have  been  accepted  by  the  coun- 
cil on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


★ 


PACKED  IN  GLASS 
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OPTIMUM  ANTI-ANEMIA 
RESPONSE 


Vitamin  B12,  isolated  in  the  Merck 
Research  Laboratories,  is  available  as 
Cobione*  (Crystalline  Vitamin  B12  Merck). 
Cobione  has  been  proved  by  clinical  studies 
to  exert  high  hematopoietic  activity  in  the 
treatment  of 

★ PERNICIOUS  ANEMIA  (uncomplicated) 
★ PERNICIOUS  ANEMIA  with  neurologic 
complications 

★ PERNICIOUS  ANEMIA  in  patients 
sensitive  to  liver  preparations 
★ NUTRITIONAL  MACROCYTIC  ANEMIA 
due  to  Vitamin  B12  deficiency 
★ MEGALOBLASTIC  ANEMIA  OF 
INFANCY  (certain  cases) 

★ SPRUE  (tropical  and  nontropical) 


Smear  showing  megaloblastic  bone  marrow 
of  patient  with  pernicious  anemia 
before  treatment  with  Cobione 


COBIONE: 

• A crystalline  compound  of  extremely  high  potency. 

• Effective  in  extremely  low  doses,  because  of  its 
high  potency. 

• May  be  administered  subcutaneously  or  intra- 
muscularly in  precise  dosage. 

• No  known  toxicity  in  recommended  dosages. 

• Supplied  in  ampuls  of  1 cc.  of  saline  solution  of 
Cobione,  each  cc.  containing  15  micrograms  of 
Crystalline  Vitamin  B12. 

Literature  available  on  request. 


*Cobione  is  the  trade- 
mark of  Merck  & Co., 
Inc.  for  its  brand  of 
CrystallineV  itaminBn. 


Bone-marrow  smear  from  same  patient 
ninety  hours  after  a single  injection 
of  0.025  mg.  of  Cobione 


COBIONE 


TRADE-MARK 


(CRYSTALLINE  VITAMIN  B12  MERCK) 


MERCK  & CO.,  Inc.  tyitanufactulinrj  r€/ie»ti&h 


RAHWAY,  N.  J 
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/ complete  topical 
/ treatment 


for  middle 
and  external 
ear  infections 


1.  High  Antibacterial  Potency — high  con- 
centration of  sulfa-urea  at  site  of  infection. 


2.  Chemical  Debridement — infection  site 
rapidly  cleansed — odors  reduced,  and 
waste  material  removed. 


3. 

4. 

5. 


Analgesic  and  Antipruritic — pain  and 
itching  relieved  by  chlorobutanol. 

Fungicidal  Action — common  fungous 
pathogens  inhibited. 

Hygroscopic — excess  moisture  absorbed, 
decongestive  action. 

White’s  Otomide  is  a stable  solution  of 
5%  Sulfanilamide,  10%  Carbamide  (Urea) 
and  3%  Anhydrous  Chlorobutanol  in  glyc- 
erin of  high  hygroscopic  activity. 

of 


\ 


\ 


Five-Fold  Attack  Against  Ear  Infections 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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a ‘step-down  transformer’  for  the 

management  of  hypertension 

An  increased  dose  of  chemically  standardized,  'physiologically  active 
veratrum  viride  distinguishes  the  new  RAY-TROTE  IMPROVER 
CAPSULES  . . . by  Raymer.  Three  effective  vasodilators — nitro- 
glycerin, sodium  nitrite,  and  veratrum  viride — are  combined  in  the 
green  capsule.  A mildly  sedative  dose  of  phenobarbital  in  the 
formula  helps  to  maintain  lowered  blood  pressure  levels.  Based  on 
a formula  used  by  physicians  for  nearly  a quarter  of  a century  . . . 
now  made  even  more  effective.  Prescribe  it  in  your  next  case 
of  hypertension. 

^Formula:  Phenobarbital  ■ . . }4  grain;  Sodium  Nitrite  . . ■Y’l  grain;  Nitroglycerin 
. . . 1/250  grain;  Potassium  Nitrate  ...  1 grain;  with  equivalent  of  Veratrum 
Viride  Tincture  (containing  0.1%  alkaloids)  ...  4 minims;  Crataegus  Fluid- 
extract  ...  1 minim. 

*Also  available  . . . for  the  hypertensive  patient  with  capillary 
fault  . . . RAY-TROTE  WITH  RUTIN  . . . representing  the  same 
formula  with  20  mgm.  rutin  added.  Supplied  in  two  tone  (green 
and  yellow)  capsule. 

Sample  and  literature  sent  on  request. 

Available  at  all  pharmacies  on  prescription. 

PHARMACAL  COMPANY.  PHILADELPHIA  34,  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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the  new  ready-to-inject 

Crysticillin 

Suspension 

SQUIBB  Procaine  Penicillin  G in  Aqueous  Suspension 

Stable  for  1 year  at  room  temperature ; 

no  refrigeration  required. 


SUPPLIED  IN  MULTIPLE  DOSE  VIALS, 
1,500,000  and  3,000,000  units; 
also  in  300,000  unit  B-D 
cartridge  with  disposable  syringe. 


BECTON-OICKINSON  A CO. 


Squibb  a leader  in  penicul 


N RESEARCH  AND  MANUFACTURE 


Prescription 

Perfect 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Every  drop  of  Johnnie  Walker  is  made  in 
Scotland — using  only  Scotland’s  crystal- 
clear  spring  water.  Every  drop  of  Johnnie 
Walker  is  distilled  with  the  skill  and  care 
that  comes  from  many  generations  of  fine 
whisky -making . 

Every  drop  of  Johnnie  Walker  is 
guarded  all  the  way  to  give  you  perfect 
Scotch  whisky . . . the  same  high  quality 
the  world  over. 


Born  1820 . . . still  going  strong 

Johnnie 
Talker 

SCOTCH  WHISKY 


CHILDREN’S 

SHOES 


for  a fitting 

as  you  prescribe 

Specify 

PEDIFORME  FOOTWEAR 

Serving  the  medical  profession 


for  more  than  thirty-five  years. 


MANHATTAN  - 34  West  36th  Street 
BROOKLYN  - 288  Livingston  Street 
FLATBUSH  - 843  Flatbush  Avenue 
Hempstead  New  Rochelle 

Hackensack  East  Orange 

Your  prescription  PROMPTLY  acknowledged 


Canada  Dry  Ginger  Ale,  Inc.,  New  York,  N.  Y.. 
Sole  Importer 
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The  sound  and  wholesome  nutritious 
diet  is  an  integral  part  of  modern  day 
preventive  and  definitive  therapy.  A 
steady  stream  of  adequate  amounts  of  all 
the  essential  nutritional  elements  is  vital 
for  good  growth,  maintenance  of  tissue 
structure  and  functioning,  healing  after 
trauma,  and  resistance  to  infection.  For 
maintaining  this  daily,  steady  stream  of 
nutrients,  however,  conditions  both  in 
health  and  illness  often  make  imperative 
the  use  of  an  efficient  food  supplement 
along  with  the  diet. 

The  multiple  dietary  food  supplement 
Ovaltine  in  milk  has  wide  usefulness  for 
enhancing  to  full  adequacy  even  nutri- 
tionally poor  diets.  Its  rich  store  of  vita- 


mins and  minerals  includes  vitamins  A 
and  D,  ascorbic  acid,  thiamine,  ribo- 
flavin and  niacin,  and  calcium,  iron  and 
phosphorus.  Its  nutritionally  complete 
protein  has  excellent  biologic  rating. 

Since  these  vital  nutritional  values 
along  with  carbohydrate  and  easily  emul- 
sifiable  milk  fat  are  incorporated  in  liquid 
suspension  or  solution,  Ovaltine  in  milk 
is  also  especially  adapted  to  liquid  diets. 
The  highly  satisfying  flavor  makes  for  its 
ready  acceptability  when  foods  are  often 
distasteful. 

The  important  overall  nutrient  con- 
tribution of  three  glassfuls  of  Ovaltine 
mixed  with  milk  is  presented  in  the 
accompanying  table. 


THE  WANDER  COMPANY,  360  N.  MICHIGAN  AVE.,  CHICAGO  1,  ILL. 


Gvaxt 


Three  servings  of  Ovaltine,  each  made  of  Zt  oz.  of 
Ovaltine  and  8 oz.  of  whole  milk,*  provide: 


CALORIES 

....  676 

VITAMIN  A 

..  3000  I.U. 

PROTEIN 

. . . . 32  Gm. 

VITAMIN  Bi 

. . 1.16  mg. 

FAT 

. . . . 32  Gm. 

RIBOFLAVIN 

2.0  mg. 

CARBOHYDRATE 

. . . . 65  Gm. 

NIACIN 

CALCIUM 

1.12  Gm. 

VITAMIN  C 

PHOSPHORUS 

0.94  Gm. 

VITAMIN  D 

417  I.U. 

IRON 

COPPER 

. 0.5  mg. 

*Based 

on  average 

reported  values  for  milk. 

Two  kinds.  Plain 

and  Chocolate  Flavored.  Serving  for 

serving,  they  are 

virtually 

identical  in  nutritional 

content. 
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raw  materials 


for  making 

red  blood  cells 


Liver-stomach  concentrate 

iron 

vitamin  B complex 

. . . these  are  known  raw  materials  for  erythrocyte  maturation. 

All  are  contained  in  Pulvules  'Lextron  F.G.’  (Liver-Stomach  Concentrate  with  Ferrous 
Gluconate  and  Vitamin  B Complex,  Lilly).  "F.G.”  refers  to  ferrous  gluconate,  a well- 
tolerated  iron  salt  preferred  by  many  clinicians.  Pulvules  'Lextron  F.  G.'  prescribed 
according  to  individual  requirements  will  adequately  treat  any  type  of  anemia  which 
responds  to  liver  or  iron  therapy.  Available  in  bottles  of  84  or  500. 


ELI  LILLY  AND  COMPANY 
Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 

The  Department  of  Justice  Investigates  the  State  Society 


In  the  past  thirty  days,  a statement  from 
the  Board  of  Trustees  of  the  American 
Medical  Association  reveals  that  16  state 
and  county  medical  societies  and  other  medi- 
cal organizations,  including  the  A.M.A. 

, itself,  have  been  made  the  subjects  for  in- 
vestigations by  the  antitrust  division  of  the 
Federal  Department  of  Justice.1 

The  medical  groups  suddenly  brought 
under  investigation,  it  was  announced,  in- 
clude the  following: 

American  Medical  Association,  New  York 
State  Medical  Society,  Utah  State  Medical 
Association,  Washington  State  Medical 
Society,  Arkansas  Medical  Society  and  the 
Oklahoma  State  Medical  Association,  Michi- 
gan Medical  Service,  a Blue  Shield  Prepaid 
Medical  Care  Plan,  and  the  Arkansas  Blue 
Cross-Blue  Shield  Plan. 

Los  Angeles  County  Medical  Society, 
California;  Beckham  County  Medical  So- 
ciety, Oklahoma;  Wayne  County  Medical 

1 October  6,  1949. 


Society,  Michigan;  Harris  County  Medical 
Society,  Texas;  King  County  Medical 
Society,  Washington;  and  the  New  York 
County,  Nassau  County,  and  Queens  County 
Medical  Societies  in  New  York  State. 

What  is  the  purpose  of  the  investigations? 
Under  date  of  August  25,  1949,  a letter  from 
the  Department  of  Justice  addressed  to  the 
Secretary,  American  Medical  Association, 
over  the  signature  of  Herbert  A.  Bergson, 
Assistant  Attorney  General,  states  “alleged 
violations  of  the  Federal  antitrust  laws  in  the 
medical  field.”  It  is  also  “requested  that 
you  make  available  for  examination  by  the 
bearer,  an  agent  of  the  Federal  Bureau  of  In- 
vestigation, such  of  your  files  as  he  may  re- 
quest.” 

On  October  7,  1949,  the  New  York  Times 
carried  a special  dispatch  by  Louther  S. 
Horne  from  which  we  quote,  in  part: 

In  one  of  its  strongest  attacks  on  President 
Truman’s  compulsory  health  insurance  pro- 
posal, the  American  Medical  Association  dis- 


2(347 


2648 


EDITORIALS 


[N.  Y.  State  J.  M. 


closed  today  that  the  A.M.A.  and  fifteen  state 
and  county  medical  societies,  including  four 
New  York  groups,  were  under  investigation  by 
the  Department  of  Justice. 

In  making  this  announcement,  the  A.M.A., 
which  represents  143,514  physicians  throughout 
the  country,  said: 

“This  is  an  official  statement  of  the  board  of 
■ trustees,  protesting  the  use  of  a police  arm  of 
the  Government — namely,  the  antitrust  di- 
vision of  the  Department  of  Justice — in  the 
campaign  to  discredit  American  medicine  and 
terrorize  physicians  into  abandoning  their 
opposition  to  compulsory  health  insurance.” 

The  trustees’  statement,  issued  at  a press 
conference  at  A.M.A.  headquarters,  also  dis- 
closed that  “in  the  early  morning  hours  of 
February  10  the  (trustees’)  board  room  was 
broken  into  and  records  of  the  board  were 
thoroughly  searched  by  persons  unknown.” 

The  membership  of  the  Medical  Society 
of  the  State  of  New  York  may  not  have  seen, 
in  the  same  issue  of  the  New  York  Times,  the 
following:2 

Investigation  into  alleged  antitrust  prac- 
tices in  the  New  York  State  Medical  Society 
and  medical  societies  of  Queens,  New  York, 
and  Nassau  counties  are  being  carried  out  here 
by  the  antitrust  division  of  the  Department  of 
Justice,  J.  Francis  Hayden,  chief  of  the 
division’s  New  York  office,  made  known  yester- 
day. 

He  said  the  investigation  here  was  in  con- 
nection with  those  elsewhere  “on  complaints 
that  have  been  coming  in  from  doctors  and 
laymen  throughout  the  country  alleging  re- 
straints and  attempts  to  monopolize  prepaid 
medicine  (sic)  societies.” 

These  actions  have  no  bearing  on  the  Ad- 
ministration’s socialized  medicine  project,  Mr. 
Hayden  said.  He  said  the  investigations  were 
being  carried  out  with  the  possibility  of  in- 
augurating restraining  suits  similar  to  those 
against  the  Washington  (D.C.)  Medical  Society 
in  1938  and  the  current  suit  against  the  Oregon 
State  Society.  The  Washington  action  also 
named  as  defendants  the  American  Medical 
Society,  the  Washington  Academy  of  Surgery, 
the  Harris  County  Medical  Society  of  Houston, 
Texas,  and  21  officials  of  the  Washington  So- 
ciety. The  A.M.A.  and  the  Washington  so- 
ciety were  convicted  of  restraint  practices  and 
the  conviction  was  affirmed  by  the  United 
States  Supreme  Court. 

It  will  be  noted  that  “investigation”  here, 
in  the  State  of  New  York,  was  inaugurated 
“on  complaints  that  have  been  coming  in 


from  doctors  and  laymen  throughout  the 
country  alleging  restraints  and  attempts  to 
monopolize  prepaid  medicine  (sic)  socie- 
ties.” So  far,  the  complaints  are  cloaked 
with  anonymity.  So  far,  alleged  “restraints 
and  attempts  to  monopolize  prepaid  medi- 
cine (sic)  societies”  are  the  reasons  given  for 
the  investigations  of  the  Medical  Society  of 
the  State  of  New  York. 

In  order  that  our  membership  may  be  in- 
formed of  the  precedent  events,  we  quote  in 
part  from  an  official  statement  of  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation: 

The  chronology  of  events,  since  the  American 
Medical  Association  decided  to  make  a nation- 
wide campaign  against  compulsory  health  in- 
surance, and  in  behalf  of  voluntary  health  in- 
surance, is,  we  believe,  of  real  significance. 

In  November,  1948,  the  A.M.A.  at  its  mid- 
winter meeting  voted  to  collect  funds  from  its 
members  to  finance  a campaign  of  public  educa- 
tion on  this  issue.  A public  announcement  was 
made  to  that  effect. 

Only  a month  later,  in  December,  agents  of 
the  Department  of  Justice  called  on  the  Chicago 
Medical  Society,  seeking  to  check  the  Society’s 
records  in  connection  with  an  alleged  antitrust 
investigation. 

During  the  February  session  of  the  Board  of 
Trustees  of  the  A.M.A.  in  the  early  hours  of 
February  10,  the  board  room  was  broken  into 
and  records  of  the  Board  were  thoroughly 
searched  by  persons  unknown.  Brief  cases  of 
the  trustees,  left  in  the  room,  were  also 
searched.  Entrance  was  gained  through  a 
window.  The  facts  indicate  this  was  a search 
for  information,  rather  than  an  ordinary  burg- 
lary. Certainly  no  friends  of  medicine  would 
take  this  means  of  obtaining  medical  data.* 

A few  weeks  later,  toward  the  end  of  Febru- 
ary, administration  leaders  began  threatening 
medical  societies  and  medical  men  with  “in- 
vestigation” as  part  of  their  campaign  to  dis- 
credit and  intimidate  the  medical  profession. 
Since  then,  there  hasn’t  even  been  much 
attempt  to  disclaim  the  political  nature  of 
these  investigations. 

On  February  28,  1949,  for  example,  one  of 
the  national  press  associations  carried  a dis- 
patch from  Washington  quoting  government 
officials  as  stating  that  antitrust  actions  would 
be  started  against  “several”  medical  societies 
soon  after  the  compulsory  health  insurance 
drive  was  started  in  Congress. 

* Italics  ours. — Editor. 
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The  implication  was  plain  that  the  “investi- 
gations” would  be  part  of  the  administration’s 
campaign  for  its  socialized  medicine  scheme. 

The  threats  made  then  are  now  realities. 
An  epidemic  of  “investigations”  aimed  at 
medical  societies  and  voluntary  medical  care 
plans  has  broken  out  in  widely  separated  cities 
and  states  all  over  the  country. 

We  want  it  clearly  understood  that  we  be- 
lieve this  attack  on  the  medical  profession 
stems  from  the  antitrust  division  of  the  Justice 
Department  and  political  string-pullers  who 
have  exerted  influence  on  that  agency.  We 
believe  it  to  be  an  outrageous  abuse  of  public 
power  which  far  transcends  in  gravity  the  issue 
of  compulsory  health  insurance,  vital  as  that 
issue  is. 

We  recognize  that  politically  motivated 
attacks  have  been  made  on  many  other  groups 
by  this  division  of  the  government,  and  we  in- 


vite their  cooperation  with  American  medicine 
in  an  effort  to  alert  the  American  people  to  the 
seriousness  of  this  trend  toward  police  state 
methods.  If  the  police  arm  of  the  government 
is  used  to  intimidate  doctors  and  others,  and 
this  abuse  of  power  goes  unchallenged,  it  may 
next  be  used  to  terrorize  publishers  or  grocers, 
farmers  or  lawyers,  Catholics  or  Jews,  or  any 
other  minority  in  the  nation. 

The  foregoing  are  factual  statements  which 
we  desire  to  place  before  the  readers  of  the 
Journal  as  a matter  of  information.  We  be- 
lieve that  the  membership  of  the  State 
Society  should  be  made  aware  of  what  is 
occurring.  In  view  of  the  fact  that  no  suit 
has  been  filed,  and  this  must  await  the  re- 
sults of  the  investigation  now  under  way,  we 
defer  for  the  present  any  further  comment. 


Veterans  Hospitals 


The  recent  report  of  the  Committee  on 
Public  Health  Relations  of  the  New  York 
Academy  of  Medicine  on  the  hospitaliza- 
tion of  veterans,  addressed  to  the  general 
public,  the  Eighty-first  Congress,  and  the 
Veterans  Administration,  is  a common 
sense  plea  that  Federal  responsibility  for 
medical  and  hospital  care  be  limited  ex- 
clusively to  these  with  service-connected 
disabilities,  excepting  only  the  tuberculous 
and  the  mentally  ill.1  Says  the  New  York 
Times? 

The  report  of  the  Academy’s  committee 
confirms  conclusions  reached  long  ago.  One 
year  after  the  enactment  of  the  1924  enabling 
law,  five  out  of  six  veterans  in  government 
hospitals  had  service-connected  disabilities; 
in  January,  1949,  out  of  three  veterans  in 
government  hospitals  only  one  had  a disability 
connected  with  war  service.  The  change  in 
policy  brought  with  it  what  the  Academy’s 
committee  terms  “the  development  of  a hos- 
pital empire  with  100,000  beds,”  to  which 
additions  are  authorized  that  will  cost  three 
quarters  of  a billion  dollars.  In  January  of 
this  year  110,553  veterans  were  hospitalized 
at  government  expense — 73,821  of  these  for 


1 Bull.  New  York  Acad,  of  Med.,  25:  587  (Sept.)  1949, 
s September  24,  1949. 


conditions  that  bore  no  relation  to  their 
military  service.  If  government  hospitals  ad- 
mitted only  veterans  who  were  victims  of  the 
war,  facilities  for  only  36,732  would  be  needed. 
The  recommendations  of  the  Academy’s 
committee  are  in  substantial  agreement 
with  those  of  the  Voorhees  report  of  the 
Federal  medical  services  of  the  Hoover 
Commission.  A certain  number  of  veter- 
ans who  are  unable  to  pay  for  medical  care 
would  be  accepted  for  teaching  purposes, 
also  regardless  of  the  origin  of  their  disabili- 
ties. The  46,000  and  more  beds  now  avail- 
able in  government  hospitals  should  be  used 
for  veterans  before  more  hospitals  are  built. 
Federal  medical  services  should  be  inte- 
grated in  the  interest  of  economy.  Lastly, 
veterans  medical  services  should  be  co- 
ordinated with  those  of  voluntary  hospitals 
and  .the  procedures  of  voluntary  hospitals 
adopted  to  reduce  what  comes  close  to 
malingering.  At  a time  when  government 
expenditures  here  and  abroad  are  mounting 
alarmingly,  the  reports  of  the  Voorhees  and 
Academy  committees  should  not  be  ignored 
by  Congress  and  the  veterans  organizations. 

In  view  of  the  information  presented,  the 
committee  declares  that  the  present  facili- 
ties are  adequate  for  all  reasonable  needs 
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of  the  veterans  with  service-connected 
disabilities  and  urges  Congress  not  to  delay 
the  setting  of  a limit  of  120,000  beds. 

The  present  report  reiterates  a recommen- 
dation of  seventeen  years  ago,  when  the 
matter  was  under  consideration  by  the  Com- 
mittee on  Public  Health  Relations.  At  that 
time  the  Committee  recommended:  “That 
the  hospitalization  of  veterans  for  non- 
service-connected  disabilities  be  discon- 


tinued, not  alone  because  it  is  wasteful,  but 
also  because  it  is  reprehensible  class  legisla- 
tion and  totally  unfair  to  the  rest  of  the 
country.” 

We  are  wholly  in  agreement  with  the 
Academy’s  recommendations,  if  a little 
skeptical  of  their  acceptance  by  Congress 
and  the  veterans  organizations.  It  is  dif- 
ficult to  reverse  a well-entrenched  policy 
of  free  spending  of  public  funds. 


Current  Editorial  Comment 


Toxic  Drugs  and  Accidents.  Mounting 
rates  of  death  and  disability  due  to  acci- 
dents are  causing  grave  concern.  Research 
into  possible  origins  for  this  growing  fatality 
rate  are  being  conducted  intensively  in 
many  places.  One  such  inquiry  in  this 
State  concerns  the  part  which  toxic  drugs 
may  play  in  the  causation  of  injuries  and 
poisonings  which  occur  in  homes  and  on 
farms. 

It  is  obvious  that  such  a study  must  rely 
on  source  material  from  those  physicians 
who  see  and  treat  such  accident  cases.  The 
University  of  Rochester  School  of  Medicine 
and  Dentistry  is  endeavoring  to  secure  the 
cooperation  of  the  physicians  of  New  York 
State  in  obtaining  case  histories  of  these 
accident-prone  individuals.  Its  Depart- 
ment of  Pharmacology  and  Toxicology, 
under  the  direction  of  Dr.  Harold  Hodge, 
is  undertaking  a study  to  determine  to 
what  extent  the  effects  of  therapeutic  drugs 
and  exposure  to  toxic  chemicals  contribute 
to  the  high  death  and  disability  rates  due 
to  accidents. 

We  are  privileged  to  assist  in  this  study 
by  reprinting  in  our  correspondence  column 
in  this  issue  a letter  detailing  the  exact  in- 
formation desired  (see  page  2720).  The 
letter  appeared  originally  in  the  J.A.Jtf.A., 
issue  of  July  8,  1949,  but  may  not  have  re- 
ceived the  attention  it  undoubtedly  de- 
serves from  the  physicians  of  the  Empire 
State.  We  feel  that  any  doctor  possessing 
such  records  of  accidents  would  be  glad  and 
more  than  willing  to  make  them  available 
for  the  purposes  outlined  on  page  2720  of 
this  issue. 

With  the  object  of  securing  as  much  in- 
formation on  this  subject  as  possible  we 


solicit  on  behalf  of  the  University  of 
Rochester  the  careful  reading  of  the  four 
categories  of  case  histories  about  which 
reliable  information  is  wanted.  The  assist- 
ance of  every  reader  of  this  Journal  can 
help  materially  to  reduce  the  accidental 
death  and  disability  toll,  the  useless  and 
probably  avoidable  wastage  of  human  life 
now  approaching  staggering  figures. 


The  Legion  Votes.  The  American  Le- 
gion and  the  Legion  Auxiliary,  at  their 
recent  national  conventions  in  Philadel- 
phia, reaffirmed  the  stand  taken  annually 
since  1945  by  adopting  a strong  resolution 
against  compulsory  health  insurance. 

The  Legion,  with  a national  membership 
of  3,500,000,  and  the  Legion  Auxiliary, 
composed  of  more  than  1,000,000  women, 
passed  the  following  resolution: 

Whereas,  the  American  Legion  has  always 
had  as  one  of  its  objectives  to  foster  and  per- 
petuate a 100  per  cent  Americanism  and  to  safe- 
guard our  liberties  and  freedoms  as  opposed  to 
any  form  of  compulsion  and  regimentation,  and 
Whereas,  there  is  now  before  the  Congress 
of  the  United  States  the  question  of  compulsory 
health  insurance  which  in  itself  is  a threat  to 
our  freedom,  now  therefore, 

Be  it  resolved  by  the  American  Legion  in 
National  Convention  assembled  August  29  to 
September  1,  1949,  in  Philadelphia,  Pennsyl- 
vania, that  this  organization  go  on  record  as 
opposing  any  form  of  compulsory  health  insur- 
ance. 

The  above  item  should  be  of  great  in- 
terest to  our  readers. 


DEVELOPMENTS  IN  PUBLIC  HEALTH 


From  the  New  York  State  Department  of  Health 
William  A.  Brumfield,  Jr.,  M.D.,  Editor 


The  1949  Outbreak  of  Poliomyelitis  in  New  York  City 


Physicians  in  the  State  of  New  York  will 
undoubtedly  be  interested  in  a consideration 
of  certain  aspects  of  the  recent  polio- 
myelitis flare-up.  While  it  is  not  possible  at 
the  present  time  to  offer  a complete  account 
of  developments  in  New  York  City,  we  feel 
that  it  would  be  of  some  value  to  describe 
the  steps  that  were  taken  to  deal  with  the 
outbreak. 

Each  year  as  the  summer  approaches,  two 
questions  are  raised  in  the  minds  of  public 
health  officials,  physicians,  and  parents. 
Will  a poliomyelitis  outbreak  occur  this 
year?  If  so,  what  can  be  done  about  it? 
Even  in  epidemic  years  the  number  of  re- 
ported cases  in  the  first  six  months  may  give 
no  indication  of  what  is  to  follow.  There- 
fore, any  prognostication  about  the  incidence 
of  poliomyelitis  before  sometime  in  July  is 
uncertain. 

Twelve  cases  of  poliomyelitis  were  re- 
ported in  New  York  City  for  the  month  of 
June,  1949.  Although  this  number  was 
slightly  higher  than  average,  there  ap- 
peared to  be  no  cause  for  alarm.  Neverthe- 
less, Health  Department  officials  were  on  the 
alert.  During  the  first  week  of  July,  twelve 
cases  of  poliomyelitis  were  reported  in  New 
York  City.  The  incidence  was  higher  than 
usual  and  the  possibility  of  an  epidemic  out- 
break appeared  greater.  By  the  end  of  the 
second  week  of  July  a sharp  rise  had  oc- 
curred and  61  new  patients  were  reported. 

The  Department  of  Health  immediately 
began  to  prepare  for  the  possibility  of  an 
epidemic.  Health  Commissioner  Mustard 
appointed  a medical  advisory  committee, 
which  he  called  together  on  July  15.  The 
situation  was  presented  to  them  together 
with  an  outline  of  plans  should  the  cases 
continue  to  increase. 

At  the  same  time  a set  of  questions  and 
answers  about  poliomyelitis  was  approved, 
with  minor  changes,  and  then  widely  dis- 


tributed to  Department  district  health 
officers  and  practicing  physicians  for  their 
guidance. 

In  addition,  on  July  19,  a Division  of 
Poliomyelitis  was  established  in  the  Bureau 
of  Preventable  Diseases.  This  division  was 
staffed  by  epidemiologists,  statisticians,  and 
clerks  who  collected  data,  made  investiga- 
tions and  studies. 

Regular  meetings  were  held  several  times 
each  week,  to  discuss  progress  of  the  out- 
break as  well  as  steps  to  be  taken  in  institut- 
ing necessary  measures.  Weekly  meetings 
were  held,  to  which  were  invited  the  Com- 
missioner of  Hospitals,  representatives  of  the 
United  States  Public  Health  Service  and  of 
the  State  Health  Department. 

Concurrently,  the  number  of  poliomyelitis 
cases  increased  sharply.  Whereas  the  num- 
ber of  reported  illnesses  for  July  was  but  260, 
almost  1,200  additional  cases  occurred  in 
August.  The  outbreak  reached  its  peak  dur- 
ing the  second  week  of  August,  when  approxi- 
mately 300  new  patients  were  reported.  By 
September  1,  the  total  for  the  first  eight 
months  of  the  year  had  increased  to  1,549 
cases  and  130  deaths. 

Every  reported  patient  was  visited  by  an 
epidemiologist  and  a detailed  history  ob- 
tained from  the  family  and  from  the  attend- 
ing physician.  The  data  thus  obtained  will 
be  studied  for  any  light  these  may  throw  on 
the  method  of  spread.  In  addition  to  these 
visits,  follow-up  calls  to  determine  the 
progress  of  the  patient  were  made  in  each  in- 
stance, approximately  thirty  days  after  the 
onset  of  illness. 

Concomitantly,  studies  were  initiated  to 
attempt  to  answer  the  many  questions  re- 
ceived by  the  Health  Department.  These  in- 
cluded the  possible  influence  of  various  en- 
vironmental factors,  such  as  bathing  at 
public  beaches  and  pools,  and  the  possible 
carrier  role  of  the  fly. 
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In  view  of  the  fact  that  a large  portion  of 
the  public  fears  the  possibility  of  the  spread 
of  poliomyelitis  by  bathing  at  public  places,  a 
study  was  initiated  to  determine  the  bathing 
habits  of  those  ill  with  the  disease.  At  the 
same  time,  the  bathing  habits  of  a control 
group  consisting  of  well  people  were  also  in- 
vestigated. This  was  done  by  canvassing  a 
sample  of  14,000  families,  comprising  50,000 
to  60,000  individuals  in  the  metropolitan 
area.  Results  of  these  investigations  will  be 
published  at  a later  date. 

The  outbreak  was  city-wide.  The  dis- 
tribution of  illness  by  health  districts,  of 
which  there  are  thirty  in  New  York  City,  did 
not  vary  greatly,  except  in  a few  instances. 
In  Manhattan  there  appeared  to  be  a con- 
centration in  the  lower  East  Side.  In 
Brooklyn  a similar  concentration  occurred  in 
the  Gravesend  area;  and  in  Queens  it  was 
more  evident  in  the  Flushing,  Jamaica-West 
and  in  the  Maspeth-Forest  Hills  areas. 

As  in  previous  outbreaks,  most  of  the 
cases  have  been  in  the  younger  age  groups, 
children  under  fifteen  making  up  about 
three  fourths  of  the  entire  number.  It  was 
noted,  as  in  the  past,  that  the  nonwhite 
population  was  less  affected  than  the  white 
population.  Five  eighths  of  the  patients 
suffered  some  degree  of  paralysis.  Approxi- 
mately 92  per  cent  of  all  patients  were  hos- 
pitalized; almost  all  of  these  had  a spinal  tap 
done  to  confirm  the  clinical  diagnosis. 


The  question  of  the  opening  of  schools  was 
brought  up  by  a number  of  persons.  The 
point  of  view  of  the  Department  of  Health 
was  similar  to  that  of  other  public  health 
agencies,  and  of  those  engaged  in  the  study 
of  poliomyelitis.  No  good  reason  exists  for  a 
postponement  of  the  opening  of  schools.  All 
previous  experience  in  this  city  and  elsewhere 
indicates  that  an  outbreak  of  poliomyelitis 
continues  to  abate  whether  school  is  open  or 
not  and  that  the  delay  of  the  opening  of 
schools  does  not  make  it  abate  any  faster. 

With  poliomyelitis  waning,  emphasis  by 
the  Department  is  being  shifted  from  the 
care  of  those  in  the  acute  stage  to  rehabilita- 
tion under  the  Health  Department  Division 
for  Handicapped  Children.  Nonparalyzed 
patients  will  be  followed  for  a period  of  two 
years  to  ascertain  if  deformities  will  occur; 
those  who  are  paralyzed  for  as  long  as  is 
necessary.  Assistance  will  be  given  to  pro- 
vide home  care  by  trained  nurses  and 
physiotherapists,  or  hospital  care  in  recog- 
nized institutions.  Arrangements  have  also 
been  made  for  the  education  of  handicapped 
children.  Where  necessary,  special  classes 
will  be  formed  in  the  schools,  hospitalized 
children  will  be  taught  in  the  hospitals,  and, 
in  the  cases  of  home-bound  children,  teachers 
will  be  sent  to  the  homes. — Morris  Green- 
berg, M.D.,  Director,  Bureau  of  Preventable 
Diseases,  New  York  City  Department  of 
Health. 


OFFICE  MANAGEMENT  OF  VENEREAL  DISEASES 

“The  time  has  now  arrived  when  the  diagnosis  and  treatment  of  venereal 
diseases  should  properly  revert  to  the  office  of  the  private  physician  . ” 

are  the  words  prominently  displayed  on  the  cover  of  a valuable  and  useful 
booklet  recently  issued  by  the  Bureau  of  Social  Hygiene  of  the  New  York 
City  Department  of  Health,  in  cooperation  with  the  New  York  State  De- 
partment of  Health  and  the  United  States  Public  Health  Service.  This 
booklet  outlines  for  the  physician  the  management  of  venereal  disease  pa- 
tients and  is  up-to-date  on  the  new  methods  of  treatment,  including  peni- 
cillin and  other  antibiotic  agents,  although  the  final  word  on  these  remedies 
cannot  be  written  at  this  time. 

The  publication  is  well  worthy  of  the  attention  of  the  practitioner  and 
may  be  obtained  from  the  Department  of  Health,  125  Worth  Street,  New 
York  13,  New  York. 


2653 


“The  increases 
in  hemoglobin 


were . . . 


1.  Dieckmann,  W.  J.,  and 
Priddle,  H.  D.:  American  J. 
Obstec.  & Gynec.  .57:541-546 
(March)  1949. 

2.  Chesley,  R.  F.,  and  An- 
nitto,  J.  E.:  Bull.  Margaret 
Hague  Maternity  Hospital 
1:68-75  (Sept.)  1948. 

3.  Healy,  J.  C.:  Journal-Lan- 
cet 66:218-221  (July)  1946. 

4.  Kelly,  H.  T. : Pennsylvania 
M.J.  51:999  (June)  1948. 


Independent  controlled  investigations  continue  to  confirm  the 
greater  effectiveness  and  better  tolerance  of  molybdenized 
ferrous  sulfate  (Mol-Iron)  in  the  treatment  of  iron-deficiency 
anemia. 
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Tablets, 

Liquid 


MOLYBDENIZED  FERROUS  SULFATE 


— a specially  processed,  co-precipitated,  stable  complex  of 
molybdenum  oxide  3 mg.  (1/20  gr.)  and  ferrous  sulfate  195 
mg.  (3  gr.).  Recommended  adult  dosage:  2 Tablets,  t.i.d. 
Available  in  bottles  of  100  and  1000  tablets  and  in  a highly 
palatable  Liquid,  in  bottles  of  12  fluid  ounces. 


LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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“MERCURIAL  DIURETICS  IN  HEART  FAILURE.-.  . . They  often 
yield  splendid  results  in  individuals  in  whom  physical  signs  of 
dropsy  are  lacking  but  water  retention  is  demonstrated  by  the 
large  loss  of  weight  that  follows  the  administration  of  a diuretic.” 

Fishberg,  A.  M. : Heart  Failure,  2nd  Ed.,  Phila.,  Lea  & Febiger,  1946,  p.  733. 

“IN  PERSONS  WITH  HYPERTENSION  and  in  instances  of  heart 
failure  with  pulmonary  congestion  but  without  peripheral 
edema,  mercurial  diuretics  may  be  helpful  in  hastening  the  loss 
of  sodium  or  in  permitting  a somewhat  more  liberal  diet.  . . . 

In  most  cases  hypertensive  patients  with  normal  blood  urea 
levels  can  be  safely  tried  on  sodium  depletion.” 

The  Treatment  of  Hypertension,  editorial,  J.  A.  M.  A.  135:576  (Nov.  1)  1947. 


“. . . [By]  the  more  frequent  usage  of  the  mercurials  in  cardiac 
dyspnea  the  attending  physician  . . . PROLONGS  THE  LIFE  AND 
COMFORT  of  his  patient.” 


Donovan,  M.  A.:  New  York  State  J.  Med.  45:1756  (Aug.  15)  1945. 
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• “Local  effects  of  intramuscular  injection.  . . . The  results 
strongly  favored  MERCUHYDRIN.” 

Modell.  W.,  Gold,  H.  and  Clarke,  D.  A.:  J.  Pharm.  & Exper.  Therap.  84:284  (July)  1945. 

• “The  authors  favor  the  administration  of  mercury  intramuscularly 
rather  than  intravenously  and  for  this  purpose  employ 
preparations  such  as  MERCUHYDRIN.’’ 

Thorn,  G.  W.  and  Tyler,  F.  H. : Med.  Clin.  North  America  (Sept.)  1947,  p.  1081. 

• “The  results  of  our  experiments  suggest  that  the  greatest 
cardiac  toleration  for  a mercurial  diuretic  occurs  with 
MERCUHYDRIN.” 

Chapman  D.  W.  and  Shaffer,  C.  F. : Arch.  Internal  Med.  79:449,  1947. 


• “We  have  limited  the  use  of  chemical  diuretics  almost 


2 

W 

X 

o 

c 

x 

►< 

0 

X 

HH 

2 

4 

2 

w 

X 

n 

c 

X 

>< 

a 

x 

>— i 
2 

4 


Scientific  Articles 


THE  MANAGEMENT  OF  THE  SYMPTOM  COMPLEX  IN  ACUTE 
POLIOMYELITIS 


Emil  Smith,  M.D.,  David  J.  Graubard,  M.D.,  and  Philip  Rosenblatt,  M.D.,  F./AC-P., 
Brooklyn,  New  York 

(From,  the  Communicable  Disease  Service  and  Department  of  Laboratories,  Kingston  Avenue  Hospital ) 


DESPITE  recent  major  advances  in  anti- 
biotic and  chemotherapy,  specific  means  of 
combating  the  virus  of  acute  poliomyelitis  are  as 
yet  unknown.  As  a consequence,  treatment  in 
this  disease  is  symptomatic  and  directed  toward 
minimizing  pain,  spasm,  and  deformity. 

In  previous  reports  it  was  suggested  that  the 
sympathetic  nervous  system  was  being  largely 
neglected  in  assaying  the  clinical  picture  of 
poliomyelitis.1-3  Histopathologic  evidence  was 
presented  in  support  of  theoretic  considerations. 
Clinical  observations  also  substantiated  the 
belief  that  vasospasm  played  an  important  role 
in  the  production  of  pain,  muscle  spasm,  and 
vasomotor  instabilities  of  varying  types. 

It  is  the  purpose  of  this  report  to  evaluate 
the  clinical  response  of  120  poliomyelitis 
patients  treated  with  sympatholytic  drugs  at 
the  Kingston  Avenue  Hospital  during  1948.  As 
a result  of  this  study,  impressions  concerning 
the  pathologic  physiology  involved  in  acute 
poliomyelitis  crystallized  more  clearly,  and  ad- 
ditional histopathologic  material  became  avail- 
able for  confirmatory  observations. 

Pathogenesis  of  the  Symptom  Complex 

Acute  poliomyelitis  is  a specific  inflammatory 
disease  involving  principally  the  gray  matter  of 
the  spinal  cord.  Characteristically,  in  fatal 
cases,  lesions  are  found  in  the  meninges  and 
bulbospinal  axis,  chiefly  in  the  gray  matter  of 
the  anterior  horn.  The  internuncial  groups  of 
neurons  are  often  affected,  and  frequently  lesions 
are  seen  in  the  posterior  horns  as  well.  Inflam- 
matory foci  have  also  been  found  in  pons,  mid- 
brain, cerebrum,  and  cerebellum.  In  the  limited 
number  of  cases  which  we  have  observed  by 


Presented  at  the  I43rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Pedi- 
atrics, May  5,  1949. 


autopsy,  lesions  have  been  regularly  seen  in  the 
sympathetic  ganglia. 

With  knowledge  of  the  widespread  distribution 
of  inflammatory  foci,  it  is  possible  to  theorize 
and  explain  the  symptom  complex  in  acute 
poliomyelitis.  The  pain,  muscle  tenderness,  and 
vasomotor  symptoms  are  undoubtedly  central 
in  origin  resulting  from  focal  inflammatory 
changes  in  the  central  nervous  system,  sym- 
pathetic ganglia,  or  both.  The  early  symptoms 
may  be  sharply  localized  to  the  involved  nervous 
structures,  but  as  the  disease  progresses,  the 
areas  involved  become  more  widespread  and  dif- 
fuse. For  example,  a focal  lesion  in  the  spinal 


Fig.  1.  Anatomic  schematization  representing 
the  pathology  for  the  spreading  waves  of  excitation. 
An  inflammatory  lesion  in  the  anterior  horn  cells 
may  create  an  abnormal  state  of  activity  in  the 
intra-,  trans-,  or  intersegmental  neurons  in  the 
spinal  cord  gray  matter.  The  disturbance  thus 
created  may  express  itself  in  an  abnormal  motor 
response  from  both  lateral  and  anterior  horn  neurons 
of  one  or  more  segments  of  the  cord.  The  resulting 
muscle  spasm  and  vasomotor  changes  may  furnish 
new  sources  of  pain  and  new  reflexes.  The  patho- 
logic physiology  may  continue  to  spread  and  involve 
parts  or  all  the  muscles  and  blood  vessels  of  the 
body,  thus  setting  up  the  symptom  complex. 
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Fig.  2.  Infiltration  of  sympathetic  ganglion 
with  polymorphonuclear  leukocytes  and  small  round 
cells  in  poliomyelitis  (hematoxylin-eosin  stain, 
400  X). 


cord  may  initiate  a spreading  aura  of  pain  due 
to  altered  or  accelerated  conduction  of  impulses 
upward,  downward,  or  trans-segmentally  from 
the  primary  site  of  injury  (Fig.  1).  In  general, 
the  more  intense  the  noxious  stimulation,  the 
more  widespread  is  the  area  of  reference.  Hy- 
peralgesia and  hyperesthesia  may  also  be  the 
result  of  spreading  waves  of  excitation. 

Not  only  is  receptor  activity  involved  in  the 
spread  of  excitation  in  the  nervous  system  but 
effector  activity  as  well.  This  is  illustrated  by 
skeletal  muscle  spasm,  smooth  muscle  and 
gland  effects,  and  modified  reflex  activity. 


Fig.  3.  Degenerating  sympathetic  ganglion  cell 
in  poliomyelitis.  Note  scalloped  cytoplasm  at 
periphery  of  cell  and  absence  of  Nissl  substance  and 
nucleus  (hematoxylin-eosin  stain,  450  X). 


Secondarily  contracted  muscles  may  also  give 
rise  to  local  rigidity  and  tenderness,  occurring  in 
addition  to  the  local  tenderness  attributable  to 
the  central  modification  of  sensory  impulses 
from  an  area  of  referred  pain  as  described  above. 
These  additive  stimuli  may  themselves  act  as 
centers  for  spreading  waves  of  excitation  with 
the  production  of  secondary  centers  of  stimula- 
tion. 

It  can  thus  be  readily  appreciated  that  a focal 
inflammatory  process  in  the  spinal  cord  can  set 
up  a cyclic  series  of  events  leading  to  diffuse  and 
bizarre  clinical  phenomena.  On  this  must  now 
be  superimposed  the  results  of  the  concomitant 
inflammatory  changes  in  the  sympathetic  ganglia 
(Figs.  2,  3,  4).  Lesions  in  these  structures  may 
result  in  angiospastic  phenomena,  hyperhidrosis, 
and  dysfunctions  of  the  gastrointestinal  and 
urinary  systems,  to  mention  but  a few. 

At  this  point,  a case  illustrating  some  of  the 
features  described  above  may  be  cited. 

B.  H.,  a nineteen-year-old  white  boy,  was  ad- 
mitted to  the  Kingston  Avenue  Hospital,  July  27, 
1934,  complaining  of  pain  in  the  right  side  of  the 
chest  and  abdomen  of  four  days  duration.  Three 
days  prior  to  admission  he  developed  pain  and 
stiffness  of  the  back  and  neck.  That  day  pain 
radiated  to  the  right  lower  extremity.  On  the  day 
of  admission  the  right  leg  became  paralyzed,  and 
he  developed  weakness  of  the  left  leg  as  well. 

Examination  in  the  hospital  revealed  stiffness  of 
the  neck  and  back,  absent  abdominal  and  cremas- 
teric reflexes,  and  absent  knee  and  ankle  jerks 
bilaterally.  The  right  lower  extremity  was  com- 
pletely paralyzed,  but  the  left  could  be  lifted  and 
rolled  from  side  to  side.  The  femoral  and  popliteal 
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Fig.  4.  Degenerating  sympathetic  ganglion  cells 
in  poliomyelitis  showing  satellitosis  (hematoxylin- 
eosin  stain,  450  X). 
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arteries  were  painful  to  palpation  as  were  the  ham- 
string muscles.  Oval  hyperesthetic  areas  were 
noted  over  the  calf  muscles  medially.  The  right 
leg  perspired  profusely,  but  the  feet  were  cold. 
Constipation  was  marked. 

A diagnosis  of  acute  poliomyelitis  was  made, 
and  since  no  specific  therapy  was  available,  he  was 
kept  under  observation  so  that  the  natural  progress 
of  the  disease  could  be  studied.  His  recovery  was 
gradual  and  uneventful.  At  the  end  of  two  and 
one-half  years  residual  findings  were  limited  to 
slight  atrophy  of  the  muscles  of  the  right  thigh. 
However,  it  had  taken  many  months  for  the  pain, 
spasm,  and  vasomotor  changes  to  revert  to  normal. 

Probably  this  patient  had  minimal  organic 
involvement  of  the  spinal  cord  because  of  a slight 
degree  of  permanent  damage.  The  initial 
symptomatology,  however,  indicated  a much 
more  widespread  process. 

It  is  possible  to  explain  the  bizarre  symptom- 
atology on  the  basis  of  spreading  reflex  im- 
pulses from  small,  primary  focal  areas  of  inflam- 
mation. In  all  probability,  most  cases  of  polio- 
myelitis fall  into  this  group.  It  is  common 
clinical  experience  that  patients  are  admitted 
with  widespread  paralytic  and  nonparalytic 
phenomena  which  clear  up,  leaving  very  few 
residua.  It  is  not  enough  to  postulate  sublethal 
ganglion  cell  damage;  reflex  stimulation  of 
proximal  and  distal  nerve  cells  must  also  play 
a role  in  the  production  of  the  varied  clinical 
findings.4 

Therapeutic  Approach  to  the 
Symptom  Complex 

Because  of  the  feeling  that  much  of  the  pain 
and  spasm  in  acute  poliomyelitis  was  directly 
or  indirectly  due  to  the  spread  of  waves  of  nerv- 
ous excitation  along  the  sympathetic  nerves 
with  resultant  vasoconstriction  and  ischemic 
changes,  it  was  decided  to  direct  therapeutic  at- 
tempts at  blocking  or  interrupting  these  path- 
ways. The  drugs  used  were  procaine  hydro- 
chloride, diethylaminoethanol  hydrochloride,  and 
Priscol  hydrochloride.* 

Clinical  Material  and  Methods 

During  1948,  208  cases  of  acute  poliomyelitis 
were  admitted  to  the  Kingston  Avenue  Hos- 
pital. Early  in  this  investigation  cases  were 
selected  for  sympatholytic  therapy  whose  prog- 
nosis was  deemed  to  be  good.  Thus,  encepha- 
litic, bulbar,  bulbospinal,  and  respirator  cases 
were  eliminated.  Extreme  care  was  exercised 


* We  are  indebted  to  Ciba  Pharmaceutical  Co.,  Inc., 
Summit,  New  Jersey,  who  kindly  supplied  us  with  Priscoline 
® for  our  investigations.  Since  presentation  of  this  paper, 
the  name  has  been  changed  from  Priscol  to  Priscoline. 


not  to  use  this  method  in  cases  which  might  have 
a fatal  termination  or  develop  complications, 
lest  these  complications  be  wrongly  attributed 
to  the  method  of  treatment.  Also  eliminated 
from  therapy  were  those  mild  cases  in  which  the 
sole  neurologic  finding  was  an  absent  reflex. 
This  group  comprised  80  cases,  of  which  seven 
died.  When  it  became  evident  that  the  drugs 
could  be  used  safely,  all  patients  admitted  to  the 
hospital  received  the  drugs  routinely.  Thus  a 
total  of  126  patients  were  treated,  of  which  four 
were  given  procaine  hydrochloride  intravenously 
according  to  a technic  previously  described, 
two  were  given  diethylaminoethanol  hydro- 
chloride orally,  and  the  remaining  120  patients 
were  treated  with  Priscol  hydrochloride.2-3  Of 
the  treated  patients,  two  died.  It  is  of  interest 
that  in  each  of  the  fatal  cases,  both  treated  and 
nontreated,  laryngoscopy  prior  to  death  revealed 
the  vocal  cords  to  be  mobile  and  the  larynx  widely 
patent. 

Procaine  was  abandoned  because  of  technical 
difficulties  incident  to  intravenous  therapy  in 
children,  and  studies  with  diethylaminoethanol 
were  not  pursued  because  preliminary  observa- 
tions were  indefinite. 

The  120  patients  treated  with  Priscol  encom- 
passed both  sexes  and  included  individuals  of 
all  ages,  varying  from  one  and  one-half  to  forty- 
five  years.  The  majority  of  patients  were  be- 
tween five  and  twenty  years  of  age. 

Best  results  with  Priscol  were  obtained  when 
the  patient  experienced  a sense  of  body  warmth 
or  when  the  skin  flushed.  The  dosage  necessary 
to  produce  these  effects  varied  and  had  to  be 
individualized.  As  a result  the  following  sched- 
ule was  employed. 

Group  1 ( Sixteen  Years  and  Over). — If  the 
patient  was  suffering  with  acute  pain,  hyper- 
esthesia, or  showed  evidence  of  muscle  spasm 
by  refusing  to  straighten  out  an  extremity, 
Priscol  was  given  intramuscularly.  The  initial 
dose  was  50  mg.  If  the  patient  flushed,  he  was 
given  50  mg.  every  three  or  four  hours.  How- 
ever, if  he  did  not  flush,  the  dose  was  increased 
12.5  mg.  every  three  or  four  hours  until  the 
amount  necessary  to  produce  the  flush  was 
found.  This  amount  or  the  next  smaller  dose 
was  then  used  as  a maintenance  dose.  As  soon 
as  the  pain  and  muscle  spasm  subsided,  oral  Pris- 
col was  substituted.  The  oral  dose  was  usually 
higher  than  the  intramuscular.  The  largest 
single  dose  given  either  intramuscularly  or  orally 
was  112.5  mg. 

Group  2 ( Five  to  Sixteen  Years). — The  initial 
dose  was  25  mg.  intramuscularly;  otherwise  the 
procedure  was  the  same  as  above. 

Group  8 ( Infants  to  Five  Years). — In  this  group 
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the  Elixir  of  Priscol  was  given.*  The  initial 
dose  was  10  mg.  (each  dram  contained  30  mg.  of 
Prisco'l).  Otherwise  the  procedure  was  the  same 
as  above. 

The  longest  period  of  time  that  Priscol  was 
administered  was  seven  and  one-half  months. 
The  dose  given  was  75  mg.  every  four  hours. 
Repeated  blood  counts  and  urine  analyses  on  all 
patients  did  not  reveal  any  changes  from  the  use 
of  this  drug. 

No  serious  side-reactions  were  observed  from 
the  use  of  Priscol.  Five  per  cent  of  the  patients 
developed  nausea  and  vomited.  When  this  un- 
desirable reaction  occurred,  the  dehydration 
that  developed  was  counteracted  by  intravenous 
infusions  of  10  per  cent  glucose  in  isotonic  saline 
solution.  It  was  soon  noted  that  nausea  and 
vomiting  ceased  when  the  patient  became  afe- 
brile, at  which  time  the  intravenous  infusions 
were  discontinued.  None  of  our  patients  de- 
veloped diarrhea. 

Results 

Most  of  the  patients  with  acute  poliomyelitis 
who  were  admitted  to  the  hospital  were  fretful 
and  irritable.  The  pain  they  suffered  kept  them 
awake  at  night  and  undermined  their  morale. 
In  most  instances,  analgesic  drugs  given  prior  to 
admission  afforded  little  or  no  relief. 

When  Priscol  hydrochloride  was  administered 
in  amounts  sufficient  to  produce  a therapeutic 
effect,  there  was  a remarkable  sense  of  well- 
being. The  patients  rested  more  comfortably 
during  the  day  and  slept  quietly  at  night.  The 
appetite  improved,  and  they  enjoyed  their  food. 
The  acute  pain  subsided  quickly,  and  extremities, 
flexed  because  of  pain  or  muscle  spasm,  were 
easily  straightened.  The  muscle  twitchings 
present  in  some  of  the  patients  quickly  disap- 
peared. The  cold  and  clammy  skin  (so  fre- 
quently seen  on  the  extremities  of  acute  polio- 
myelitis patients)  disappeared  and  became 
warm.  Excessive  sweating  receded.  Oscillo- 
metric  readings  showed  no  return  to  normal  for 
many  weeks  in  the  majority  of  cases.  Never- 
theless, nearly  all  the  patients  showed  some  form 
of  progress,  and  their  clinical  status  improved 
so  rapidly  that  it  was  possible  to  transfer  the 
majority,  relaxed  and  free  of  pain,  to  their  homes 
or  orthopedic  hospitals  in  from  seven  to  fourteen 
days.  In  the  past  we  were  unable  to  accomplish 
this  with  any  other  form  of  symptomatic  therapy. 

The  following  case  reports  are  typical  of  our 
series. 


* The  Elixir  of  Priscoline  was  especially  prepared  for  this 
study  and  is  not  available  commercially.  It  may  be  ob- 
tained for  investigative  purposes  upon  application  to  Ciba 
Pharmaceutical  Products  Inc..  Summit.  New  Jersey. 


Case  Reports 

Case  1. — L.  H.,  a twenty-eight-year-old  white 
woman,  was  admitted  to  the  Hospital  September 
24,  1948.  Three  days  prior  to  admission  she  de- 
veloped generalized  aches  and  pains,  stiff  neck,  and 
fever  of  101  F.  This  was  followed  by  headache, 
backache,  and  pain  radiating  down  both  thighs,  j 
The  pain  later  involved  the  lower  chest,  abdomen,  ! 
and  both  lower  extremities.  No  relief  was  obtained  \ 
by  the  administration  of  salicylates,  demorol, 
codeine,  and  morphine.  On  admission  she  was  ' 
found  to  be  pregnant;  the  date  of  the  last  menstrual 
period  was  June  10,  1948,  the  uterus  being  four 
fingers  breadth  aboVe  the  symphysis  pubis.  The 
positive  physical  findings  were  stiffness  of  the  neck 
and  back  and  pain  on  flexion  of  the  lower  extremi- 
ties. All  superficial  and  deep  reflexes  were  present 
and  hyperactive.  The  skin  over  the  lower  chest 
area  was  so  hyperesthetic  that  the  bedclothes 
could  not  be  tolerated.  The  hamstring  muscles 
were  in  spasm.  Bilaterally,  the  axillary,  femoral, 
and  popliteal  arteries  were  extremely  tender 
(oscillometric  readings  were  unobtainable  due  to 
pain  and  tenderness).  Spinal  fluid  examination 
revealed  490  cells  and  146  mg.  of  protein. 

On  admission  75  mg.  of  Priscol  were  given  intra-  J 
muscularly.  Flushing  and  a sensation  of  warmth 
developed  within  twenty  minutes.  The  hyperesthe- 
sia immediately  began  to  subside,  and  within  one 
hour  there  was  absence  of  pain.  The  spasm  of  the  . 
hamstring  muscles  subsided,  and  the  patient  was  j 
able  to  sleep  for  the  first  time  since  the  onset  of  her  j 
illness.  Therapy  was  continued:  75  mg.  of  Priscol 
were  given  every  three  hours  during  the  day  and  every 
four  hours  during  the  night.  Two  days  after  ad- 
mission  there  was  complete  absence  of  pain,  muscle 
tenderness,  and  spasm.  This  form  of  treatment  was 
discontinued  on  October  18,  1948  when  she  was  dis- 
charged to  her  home,  twenty-four  days  after  ad- 
mission and  twenty-seven  day  after  the  onset  of  her 
illness.  At  the  time  of  discharge  there  was  still 
evidence  of  a viable  pregnancy. 

Case  2. — S.  C.,  a fourteen-year-old  white  boy,  was 
admitted  on  October  7,  1948,  with  a history  of  onset 
of  symptoms  the  night  before  hospitalization.  He 
complained  of  frontal  headache,  stiff  neck  and  back, 
and  pain  radiating  down  both  thighs.  His  tempera- 
ture was  103  F.  On  admission  all  superficial  and 
deep  reflexes  were  normal,  and  no  evidence  of  pa- 
ralysis was  noted.  During  the  first  hospital  day  the 
right  leg  became  weak,  and  the  right  ankle,  knee, 
and  cremasteric  reflexes  disappeared.  On  the 
second  hospital  day  he  developed  weakness  of  the 
left  lower  extremity  and  a left  foot  drop.  All  deep 
tendon  reflexes  were  absent.  By  the  morning  of  the 
third  day  the  patient  was  extremely  uncomfortable 
and  complained  of  severe  pain  in  both  legs.  Spinal 
fluid  findings  were  150  cells  and  122  mg.  of  protein. 

On  the  third  day  75  mg.  of  Priscol  were  given  in- 
tramuscularly. Although  nausea  and  vomiting  oc- 
curred, warmth  of  the  skin  and  flushing  developed. 
The  dose  was  repeated  every  three  hours  during  the 
day  and  every  four  hours  during  the  night.  Within 
twenty-four  hours  the  muscle  spasm  and  tenderness 
subsided.  He  was  able  to  straighten  his  legs  with 
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little  or  no  pain  by  October  15,  1948,  eight  days  after 
admission,  when  he  was  transferred  for  orthopedic 
aftercare.  He  showed  marked  improvement,  es- 
pecially in  muscle  power  and  function. 

Case  3. — V.  C.,  a twenty-two  year  old  white 
woman,  was  admitted  on  September  19,  1948, 
with  a five-day  history  of  malaise  and  low  back  pain 
which  gradually  increased  in  intensity  and  radiated 
down  the  thighs.  On  the  day  of  admission  she  de- 
veloped a headache  and  vomited.  The  positive 
findings  were  stiff  neck  and  back  and  intact  super- 
ficial and  deep  reflexes.  The  muscles  of  the  lower 
extremities  were  painful  on  motion  and  tender  to 
palpation.  No  tenderness  could  be  elicited  over  the 
femoral  or  popliteal  arteries.  There  were  small 
discrete  areas  of  hyperesthesia  over  the  medial  as- 
pects of  both  legs.  Her  temperature  was  99  F. 
Spinal  fluid  studies  showed  increased  pressure,  90 
cells,  and  86  mg.  of  protein.  The  oscillometric 
readings  taken  below  the  knee  were  2.5  on  the  right 
and  1.5  on  the  left. 

The  patient  was  given  50  mg.  of  Priscol  by  mouth 
every  three  hours  for  twenty-four  hours.  When 
flushing  and  warmth  did  not  develop  and  muscle 
tenderness  persisted,  the  dosage  was  increased  to 
62.5  mg.  every  three  hours.  Because  no  response 
was  obtained,  the  dosage  was  then  increased  to  75 
mg.  of  oral  Priscol  every  three  hours.  A sensation 
of  warmth  was  noted  by  the  patient  along  with 
clinical  evidence  of  flushing  and  diminution  of  muscle 
tenderness.  On  her  fourth  hospital  day  she  was 
able  to  walk  normally,  and  she  was  discharged  on 
September  27, 1948,  eight  days  after  admission. 

She  returned  for  re-examination  on  October  30, 
1948,  with  complaints  of  pain  on  walking.  Oscillo- 
metric readings  were  3.0  on  the  right  and  2.0  on  the 
left.  By  December  9,  1948  the  oscillometric  read- 
ings were  5.0  bilaterally.  There  were  no  subjective 
complaints  and  no  physical  evidence  of  the  disease. 
She  was  able  to  return  to  work.. 

Comment 

It  is  generally  known  that  back  pain  or  pain 
in  an  area  about  to  become  paralyzed  may  be 
the  first  symptom  of  acute  poliomyelitis.  This 
pain  may  be  associated  with  or  followed  by  a 
spreading  stiffness  or  muscle  spasm  which,  as  a 
rule,  involves  the  posterior  muscles  of  the  body. 
Not  infrequently,  the  muscle  tenderness  and 
spasm  follow  a segmental  distribution.5  How- 
ever, in  most  of  our  cases,  the  muscle  tenderness 
and  spasm  was  widespread  and  could  not  be 
distinctly  localized  segmentally.  Some  of  our 
cases  showed  hypersensitive  areas  which  had  no 
neurologic  topography.  These  sensitive  areas 
were  probably  due  to  showers  of  impulses  re- 
leased within  the  gray  matter  of  the  spinal  cord, 
thus  affecting  the  sympathetic  component  of 
that  particular  segmental  level,  or  of  contiguous 
levels.  The  resultant  irritation  was  expressed 
in  the  periphery  by  tenderness  and  pain  which 
were  probably  due  to  vasospasm.  Smith  and  his 
coworkers  showed  that  the  blood  vessels  were  in 


spasm  in  acute  poliomyelitis  of  the  preparalytic, 
paralytic,  and  encephalomyelitic  types.1 

Harpuder  presented  evidence  indicative  that 
painful  stimuli  were  due  to  an  increased  concen- 
tration of  potassium  in  ischemic  muscle.6  Pen- 
field  suggested  the  axon  reflex  as  a cause  of 
peripheral  pain  and  muscle  spasm.7  Davis  and 
Pollock  believe  that  liberated  metabolites  in  the 
peripheral  tissues  stimulate  the  sensory  nerve 
endings  and  are  responsible  for  the  muscle  tender- 
ness and  spasm.8 

Whatever  the  cause  of  the  pain  and  muscle 
spasm  may  be,  the  important  factor  is  that 
sympatholytic  or  adrenalytic  drugs  diminish 
or  abolish  the  pain  and  muscle  spasm  in  acute 
poliomyelitis.  Meyer,  Chess,  Yonkman,  Grimfeon, 
and  others  reported  favorably  on  the  use  of  Priscol 
hydrochloride  in  a variety  of  peripheral  vascular 
diseases.9-14  Smith  and  Graubard  used  Priscol 
hydrochloride  in  acute  poliomyelitis;  Unter- 
steiner  used  it  in  subacute  poliomyelitis,  and 
Klare  used  it  in  chronic  cases  for  the  relief  of 
pain  and  muscle  spasm  resulting  from  peripheral 
vasospasm.3-16-16  Our  results  with  120  cases  of 
acute  poliomyelitis  confirm  these  reports . Lannon 
and  Braudo,  using  another  sympatholytic  drug, 
obtained  similar  results.17  The  optimum  dosage 
seems  to  produce  satisfactory  circulatory  changes 
in  the  vasospastic  ischemic  extremities  of  the 
acute  poliomyelitic  patient. 

Summary  and  Conclusion 

The  symptom  complex  of  poliomyelitis  has 
been  analyzed  from  the  point  of  view  of  path- 
ologic physiology,  and  the  role  of  the  sympathetic 
nervous  system  has  been  emphasized. 

Symptomatic  therapy  with  sympatholytic 
drugs,  notably  Priscol  hydrochloride,  has  been 
used  in  a series  of  120  patients  with  acute  polio- 
myelitis admitted  to  the  Kingston  Avenue  Hos- 
pital during  1948.  Priscol  has  provided  a favor- 
able clinical  response  with  early  relief  of  pain  and 
muscle  spasm. 


The  authors  wish  to  express  their  sincere  gratitude  to  Dr. 
John  A.  Cahill  and  Dr.  Benjamin  G.  Dinin,  superintendent 
and  deputy  superintendent  of  the  Kingston  Avenue  Hospital 
for  Communicable  Diseases,  respectively,  for  their  coopera- 
tion and  assistance,  and  also  to  Drs.  Benjamin  Kramer,  Irwin 
Schiff,  Leo  Faske,  and  Thurman  Givan,  on  whose  services  the 
study  was  carried  out. 
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Discussion 

Irving  J.  Sands  M.D„  Brooklyn.— For  close  to 
twenty-five  years,  I have  followed  Dr.  Smith’s  work 
at  the  Kingston  Avenue  Hospital  for  Contagious 
Diseases.  His  inquiring  mind  does  not  permit  him 
to  be  satisfied  with  current  explanations  of  clinical 
phenomena  that  do  not  fit  into  anatomic  or  physio- 
logic theories  or  facts.  His  diligence,  perseverance, 
and  habit  of  thinking  out  loud  and  asking  questions 
of  his  coworkers  have  impressed  everybody.  He  has 
long  ago  stressed  the  role  played  by  the  involuntary 
nervous  system  in  the  symptomatology  of  polio- 
myelitis. Some  fifteen  years  ago,  he  demonstrated 
a method  of  prognosticating  the  parts  of  the  ex- 
tremities that  develop  paralysis.  He  did  so  by 
passing  the  soft  part  of  the  tip  of  the  finger  along  the 


skin,  and  pressing  it  gently  but  firmly,  and  then  ob- 
serving the  red  flare  that  develops;  by  studying  the 
size  of  that  flare  and  its  duration,  he  has  shown  that 
certain  segmental  involvements  of  the  nervous 
system  bear  the  brunt  of  the  pathologic  process  and 
that  the  muscles  supplied  by  these  particular  seg- 
ments will  become  paralyzed. 

Of  late  he  has  become  interested  in  the  pain  and 
stiffness  of  the  muscles  in  acute  poliomyelitis.  He 
explains  it  on  the  basis  of  vasospasm  secondary  to 
irritation  of  the  sympathetic  nervous  system.  He 
enlisted  the  aid  of  Dr.  Graubard  who  has  had  experi- 
ence in  treating  similar  symptoms  in  other  dis- 
eases, and  now  he  has  secured  the  help  of  Dr.  Rosen- 
blatt in  order  to  prove  histopathologically  the  valid- 
ity of  his  thesis,  namely,  that  the  involuntary 
nervous  system  is  responsible  for  the  pain  in  polio- 
myelitis. 

I have  followed  the  largest  number  of  the  120 
cases  which  he  mentioned  in  his  paper.  I can  only 
testify  to  the  truth  of  the  claims  that  the  patients 
have  been  relieved  of  the  pain  in  the  vast  majority 
of  instances  by  the  administration  of  the  drugs  men- 
tioned by  Dr.  Smith.  His  theory  lends  itself  to  ex- 
perimental corroborative  evidence,  and  I am  con- 
fident that  it  will  stand  the  test  of  time  and  of  ex- 
periments. Dr.  Smith  and  his  coworkers  have  made 
a most  valuable  contribution  to  the  understanding  of 
some  of  the  most  baffling  aspects  of  poliomyelitis. 
They  are  to  be  congratulated  for  a very  fine  piece  of 
work. 
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DISSECTING  (INTRAMURAL)  DIVERTICULITIS 

Samuel  E.  Cohen,  M.D.,  Elmira,  New  York 


( From  the  Arnot-Ogden  Memorial  Hospital ) 

THREE  years  ago  the  author  called  attention 
to  a kind  of  diverticulum  which  had  not  pre- 
viously been  described.1  The  usual  forms  repre- 
sent an  extrusion  of  a lumen  through  its  retaining 
wall  whereby  the  sacculation  projects  beyond  the 
serosal  surface  of  the  bowel.  In  the  dissecting 
(intramural)  type  a herniation  of  the  lumen 
occurs  into  the  wall  of  the  gut,  and  then  this  sac- 
culation burrows  its  way  along  the  wall.  It  is  the 
purpose  of  this  presentation  to  review  the  in- 
stance reported  in  1946  and  to  add  further  exam- 
ples of  dissecting  (intramural)  diverticulitis. 

The  basis  for  the  original  report  was  furnished 
by  a specimen  removed  from  a sixty-year-old 
man  who  underwent  a laparotomy  with  the  pre- 
operative  diagnosis  of  obstruction  in  the  descend- 
ing colon  due  to  carcinoma.  The  resected  speci- 
men comprised  16.5  cm.  of  the  sigmoid  and  was  6 
cm.  in  diameter.  The  serosal  surface  was  deeply 
injected,  and  the  appendices  epiploicae  were 
thickly  edematous.  On  external  palpation  of  the 
specimen  the  lumen  was  noted  to  be  eccentric  due 
to  unequal  thickness  of  the  walls.  On  section  the 
lesser  wall  measured  1.5  cm.;  its  layers  appeared 
stratified,  hypertrophic,  and  edematous  (Fig.  1A). 
The  thicker  portion  of  the  wall  measured  4 cm. 
and  was  infiltrated  with  dense  white  tissue.  The 
mucosa  was  smooth,  intact,  and  hemorrhagic  in 
places;  the  mucosal  folds  were  swollen  and  coarse. 
The  initial  line  of  incision  to  expose  the  lumen  of 
the  specimen  fortuitously  exposed  a cavity  in  its 
thicker  portion.  Here  the  wall  had  become 
separated  into  two  layers  by  a space  which  ex- 
tended most  of  the  length  and  part  of  the  circum- 
ference of  the  specimen.  A few  centimeters  from 
the  oral  end,  a round  mammilla-like  stoma,  0.5 
cm.  in  diameter,  was  present  which  easily  ad- 
mitted a probe  and  communicated  directly  with 
the  intramural  sinus.  This  cleavage  extended  in 
the  long  axis  of  the  specimen  for  a distance  of  9 
cm.  and  was  2 to  3 cm.  in  width.  Approximately 
in  its  middle  third,  the  cavity  disclosed  an  acces- 
sory space  extending  laterally  and  around  a por- 
tion of  the  wall.  This  lateral  projection  ran 
parallel  to  the  transverse  diameter  of  the  speci- 
men for  a distance  of  2.8  cm.  Some  radiopaque 
material  was  borrowed  from  the  roentgenologist, 
injected  into  the  intramural  cavity  space,  and  an 
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Fig.  1.  (A)  Specimen  of  sigmoid  (Case  1).  A 

mammilla-like  stoma  admits  a probe  and  is  the  en- 
trance into  an  intramural  cavity  space.  (B) 
Demonstrates  the  intramural  diverticulum  which 
has  been  delineated  by  radiopaque  material. 


Figure  IB  shows  the  delineation  of  the  intra- 
mural pathology.  The  stoma  is  at  the  upper  end, 
and  the  sinus  widens  as  it  extends  downward. 
Just  past  the  middle,  the  diverticulum  broadens 
appreciably  and  then  bifurcates  to  end  in  two 
separate  spurs.  The  island  in  the  center  repre- 
sents a pillar  of  intact  wall.  The  specimen  was 
transected  and  the  oral  portion  of  the  intramural 
diverticulum  exposed  (Fig.  2A).  A probe  is  in- 
serted into  its  cloaca  and  protrudes  from  the 
diverticulum.  In  Fig.  2B  the  aboral  end  of  the 
specimen  is  demonstrated.  Again,  you  will  note 
the  intramural  sinus  running  almost  the  whole 
length.  At  its  distal  end,  the  resected  sigmoid 


Fig.  2.  (A)  Oral  portion  of  the  intramural 
diverticulum  (Case  1).  A probe  is  inserted  in  its 
cloaca  and  protrudes  from  the  diverticulum  which 
has  been  incised  longitudinally.  (B)  Aboral  end. 
The  intramural  (dissecting)  diverticulum  extends 
almost  the  whole  length.  At  the  extreme  end  are 
three  conventional  diverticula. 
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revealed  one  larger  and  two  smaller  ordinary 
diverticula,  one  of  which  was  separated  from  the 
intramural  dissecting  diverticulum  by  a thin  sep- 
tum. 

Microscopically,  the  cavity  space  was  lined 
with  surfaces  made  up  of  chronic  vascular  granu- 
lation tissue  which  showed  marked  infiltration  with 
polymorphonuclear  leukocytes.  An  occasional 
remnant  of  mucosal  gland  was  still  present.  The 
sinus  space  was  situated  outside  of  the  circular 
layer  of  muscle  between  the  layers  of  muscle  and 
the  subserosal  adipose  tissue.  The  inflammation 
extended  into  the  adjacent  adipose  tissue  but  was 
of  mild  character.  At  the  apex  of  the  main  di- 
verticulum other  islands  of  mucosal  glands  were 
noted,  representing  cross  sections  of  the  diver- 
ticula noted  grossly. 

In  reviewing  the  morbid  changes  encountered 
in  this  case,  the  following  pathogenesis  and  inter- 
pretation of  the  clinical  course  can  be  formulated. 
The  patient  had  a diverticulosis  comparable  to 
that  which  is  quite  common.  One  of  these  sac- 
culations,  the  most  orally  located,  had  its  progres- 
sion through  the  wall  arrested,  was  turned  dis- 
tally,  and  then  was  propelled  isoperistaltically 
within  the  wall  of  the  bowel.  Diverticulitis  set 
in  which  accelerated  the  dissection.  The  con- 
version of  the  diverticulum  into  a chronic  sinus 
aggravated  the  condition,  facilitated  its  exten- 
sion, and  led  to  the  formation  of  the  lateral  com- 
ponents. When  this  cavity  became  filled  with 
feces  and/or  gas,  the  patient  developed  signs  of 
obstruction.  The  degree  of  peridiverticulitis  was 
not  pronounced  so  that  this  feature  was  not 
appreciable  in  the  onset  of  the  ileus  which  caused 
admission  to  the  hospital. 

Case  Reports 

Case  1. — The  patient  from  whom  the  specimen 
was  removed  was  a sixty-year-old  white  man,  a fore- 
man-lumberman. He  was  admitted  to  the  hospital 
because  of  abdominal  distention,  pain  in  the  left 
lower  quadrant,  and  vomiting  of  feces-like  material. 
For  ten  days  there  had  been  no  defecation.  The  pa- 
tient came  as  a transfer  from  an  adjacent  community 
hospital  where  he  had  been  treated  twice  with  a 
Miller- Abbott  tube  and  enemas.  The  ailment  was  of 
fifteen  years  duration,  the  initial  symptoms  includ- 
ing tympanitis,  considerable  flatus,  borborygmi,  and 
vague  pains  in  the  lower  abdomen.  These  grouped 
themselves  into  bouts  during  which  attacks  he  was 
unable  to  have  bowel  movements  or  expel  gas.  He 
recalled  that  these  episodes  occurred  approximately 
twice  yearly;  enemas  brought  some  relief. 

At  the  time  of  the  operation,  little  feces  was  en- 
countered, and  the  intramural  diverticulum*  was 
ballooned  out  by  gas  under  pressure.  Its  cloaca  was 
edematous,  causing  closure  and  a ball-valve  or  ten- 
sion mechanism.  Had  the  dissection  gone  further, 
with  the  diverticulitis  burrowing  into  one  of  the  dis- 
tal diverticula,  spontaneous  healing  might  have 


occurred.  In  this  event,  the  sigmoid  would  have 
shown  a double-barrelled  configuration,  the  feces  and 
gas  being  propelled  down  the  accessory  canal  as 
easily  as  through  the  main  lumen. 

Thus,  the  sequence  of  events  included  sacculation, 
intramural  diverticulum,  isoperistaltic  propulsion, 
diverticulitis,  dissecting  diverticulitis,  tension  pneu- 
modiverticulum, and  ileus. 

During  the  three-year  follow-up  the  man  has  been 
hale  and  happy. 

Case  2. — The  second  case  to  be  presented  was  a 
fifty-eight-year-old  man  who  consulted  his  surgeon 
because  of  a pain  in  the  left  lower  quadrant  of  the 
abdomen.  In  this  region  the  physician  promptly 
palpated  a tender  movable  mass  which  was  elongated 
and  firm.  The  patient  gave  a history  of  rapid  de- 
terioration of  his  strength  and  loss  of  considerable 
weight  during  a period  of  five  to  six  months.  There 
had  been  constipation  alternating  with  diarrhea.  In 
the  last  two  months  the  constipation  had  become  ob- 
stinate and  required  drastic  cathartics  for  relief.  A 
few  days  prior  to  admission  the  patient  vomited 
fecaloid  material.  Roentgenographic  examination 
utilizing  a barium  enema  revealed  an  obstruction  in 
the  lumen  of  the  large  bowel  at  the  junction  of  the 
descending  colon  and  sigmoid.  An  area  of  stenosis, 
6 cm.  in  length,  was  reported  by  the  radiologist  who 
also  described  a diverticulosis.  The  rectal  exami- 
nation was  negative;  a sigmoidoscope  when  intro- 
duced its  full  length  did  not  reveal  a tumor. 

A laparotomy  was  performed  with  the  preopera- 
tive diagnosis  of  carcinoma  of  the  colon.  The  sur- 
geon resected  27  cm.  of  large  intestine. 

In  this  instance,  the  gross  specimen  received  in  the 
laboratory  again  displayed  inequality  of  the  walls 
with  narrowing  of  the  lumen.  The  mucosal  folds 
were  hypertrophied,  edematous,  and  sprinkled  with 
petechiae.  The  mucosa  was  smooth  and  intact  ex- 
cept for  multiple  small  openings  which  communi- 
cated with  eventrations  of  the  lumen  into  the  thicker 
side  of  the  wall.  Each  could  be  easily  probed;  some 
were  stuffed  with  fecaliths.  One  of  these  diverticula 
revealed  itself  to  be  constituted  differently.  Its 
stoma  communicated  with  a tract  that  had  burrowed 
its  way  along  the  wall  and  had  separated  the  layers. 
This  intramural  diverticulum  contained  some  mu- 
coid exudate.  The  specimen  showed  no  evidence  of 
tumor  formation.  The  blood  vessels  were  ad- 
van  cedly  sclerotic. 

Microscopic  sections  from  the  specimen  revealed 
multiple  small  diverticula  of  the  conventional  type, 
one  of  which  was  situated  deep  in  the  wall.  Multi- 
ple lymph  nodes  were  present  in  the  mesocolon  and 
showed  simple  reactive  chronic  lymphadenitis.  A 
section  through  the  dissecting  (intramural)  diver- 
ticulum included  a portion  of  the  adjacent  mucosa 
which  was  normal.  The  mucosa  was  noted  to  dip 
down  into  the  sinus  tract,  line  the  diverticulum  for  a 
distance,  and  then  was  destroyed.  This  diverticulum 
was  in  the  manner  of  a spearhead,  advancing  and 
penetrating  into  the  wall.  The  muscularis  was  dis- 
rupted and  the  dissection  occurred,  in  this  instance, 
within  the  muscle  layers.  The  direction  was  toward 
another  diverticulum  of  the  simple  kind.  If  the  two 
had  become  conjoined,  we  would  again  have  had  an 
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Fig.  3.  Serial  sections  of  appendix  (Case  3). 
(1)  Cross  section  showing  the  lumen  extending 
almost  the  whole  diameter  of  the  specimen.  At 
one  end  the  lumen  bulges  and  has  herniated  into  a 
sacculation.  (2)  Gradual  constriction  of  same. 
(3)  Two  separate  lumens  are  apparent;  a corridor 
of  connective  tissue  separates  the  intramural  diver- 
ticulum and  the  main  lumen.  (4)  Main  lumen  is 
absent  (chronic  obliterative  and  granulomatous 
appendicitis),  but  the  intramural  diverticulum  is 
still  present. 


accessory  lumen  with  shunting  and  bypassing  of  the 
main  lumen.  Just  above  the  apex  of  the  spearhead 
was  a ramification  of  still  another  diverticulum. 
The  mesocolon  contained  some  lymphadenoid  ac- 
cumulations with  chronic  lymphadenitis.  The  de- 
gree of  peridiverticulitis  was  moderate  but  more  ad- 
vanced than  in  the  first  case. 

Dissecting  (intramural)  diverticulitis  is  a 
rodent  form  of  diverticulum.  It  begins  as  an 
extrusion  of  the  lumen.  The  mucosa  which 
originally  covered  the  sacculation  disintegrates, 
but  remnants  are  still  scattered  along  the  sides. 
These  remnants  identify  the  origin  of  dissecting 
diverticulitis  and  distinguish  it  from  a simple 
sinus  tract  or  fistula.  Probably  many  of  these 
erupt  and  spill  into  adjacent  diverticula,  thereby 
eliminating  themselves.  This  would  account  for 
seeing  so  few  among  our  surgical  material. 

The  next  examples  are  from  appendices  which 
were  removed  for  the  same  reasons  all  others  are 
and  will  be.  Figure  3 shows  a granulomatous 


appendix  with  a lumen  that  extends  almost  the 
whole  diameter  of  the  cross  section.  At  one  end 
the  lumen  bulges  and  has  herniated  into  a saccu- 
lation (Fig.  3 — section  1).  The  mucosa  is  intact; 
another  smaller  diverticulum  will  be  noticed  be- 
low it.  Serial  sectioning  shows  narrowing  and 
constriction  near  the  outpouching,  and  gradually 
two  lumens  appear  to  have  become  established 
(Fig.  3 — section  2).  The  smaller  diverticulum  is 
slightly  longer ; its  mucosa  is  ulcerated . In  Figure 
3 — section  3,  the  new,  accessory  lumen  is  distinct 
and  separate;  a corridor  of  connective  tissue 
intervenes  between  the  diverticulum  and  the 
main  lumen  of  the  appendix.  The  diverticulum 
has  become  intramural.  This  situation  was  ob- 
served in  sections  prepared  from  blocks  of  tissue 
cut  below  and  above  the  level  of  eventration.  In 
the  tip  of  the  specimen  the  main  lumen  is  absent, 
having  become  obliterated,  but  the  intramural 
diverticulum  is  still  seen  (Fig.  3 — section  4). 
Reconstructing  our  findings,  we  can  conclude 
then  that  we  have  a case  of  a chronic  obliterative 
appendicitis.  In  its  distal  one  third  an  extrusion 
of  the  lumen  occurred,  which  sacculation  runs  up 
and  down  in  the  wall.  This  is  an  intramural 
diverticulum — no  diverticulitis  yet.  It  consists 
of  an  ancillary  space  in  the  wall  possessing  an 
intact  mucosa.  The  ordinary  appendiceal  diver- 
ticulum is  evident  externally  as  a small  projection 
which  interrupts  the  contour  of  the  organ.  These 
can  be  multiple  and  are  found  anywhere  along  the 
appendix.  The  intramural  diverticulum  is  dif- 
ferent; it  is  located  in  the  wall;  there  are  no 
pouches  or  irregularities  on  the  surface. 

The  second  appendix  was  one  with  a well- 
formed  lumen.  Extending  from  a point  near  its 
mesenteriole,  there  was  a projection  of  the  lumen 
which  was  burrowing  and  infiltrating  its  way  into 
the  wall.  It  had  progressed  for  a considerable 
distance  around  the  periphery  and  dissected  the 
wall  into  layers.  The  lesion  was  erosive  in  char- 
acter, and  the  mucosa  had  been  sacrificed.  The 
diverticulitis  was  sickle  in  outline. 

In  the  third  appendix,  the  dissecting  diverticu- 
litis was  in  the  form  of  a crescent  situated  in  the 
outer  limits  of  the  wall.  In  the  tissue  available 
the  lumen  of  the  appendix  was  complete  and  the 
mucosa  hyperplastic.  The  section  was  prepared 
from  a block  cut  near  the  distal  one  third  of  the 
specimen.  Serial  examination  revealed  that  the 
diverticulum  had  advanced  from  an  origin  in 
about  the  middle  third.  The  whole  wall  of  the 
specimen  showed  subacute  inflammatory  changes. 

Comment 

In  the  five  cases  presented  the  features  of  dis- 
secting (intramural)  diverticulitis  are  fairly  con- 
stant. If  the  author’s  thesis  is  valid,  it  should  be 
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possible  for  others  to  demonstrate  such  intra- 
mural and/or  dissecting  diverticula.  Also,  wher- 
ever a lumen  is  present  in  the  body,  that  organ 
should  be  capable  of  developing  a comparable 
diverticulum  under  morbid  circumstances. 

In  December,  1947,  Melamed  and  Walker  pre- 
sented a case  of  dissecting  diverticulum  of  the 
pharyngoesophagus.2  This  intramural  diverticu- 
lum was  situated  posteriorly  in  the  midline  of  the 
esophagus  and  was  located  between  the  mucosa 
and  the  muscularis.  The  patient  was,  a fifteen- 
year-old  lad  who  gave  a ten-months  history  of 
dysphagia.  The  authors  developed  four  radio- 
logic  characteristics  to  facilitate  future  clinical 
recognition  of  the  entity.  At  operation,  the  pos- 
terior wall  of  the  esophagus  at  the  level  of  the 
cricoid  cartilage  disclosed  a pouch  which  admitted 
the  index  finger  and  could  be  emptied  readily.  It 
extended  for  approximately  2.5  to  3 cm.  under  the 
muscularis.  This  mucosal  pouch  was  turned 
inside  out  by  the  surgeon  and  excised.  The 
authors  classified  their  case  as  a pharyngoesopha- 
geal pulsion  diverticulum  developing  and  extend- 
ing intramurally.  They  postulated  a develop- 
mental abnormality  which  permitted  the  origin 
and  growth  of  this  diverticulum. 

Cooke  reported  on  “Intramural  Diverticulum 
of  the  Vermiform  Appendix.”3  He  wrote  partly 
as  follows : 

The  clinical  history  of  the  case  was  that  of  a man 
aged  forty-three  who  was  admitted  to  hospital  suf- 
fering from  acute  appendicitis.  There  was  no  his- 
tory to  suggest  a previous  attack.  The  appendix 
was  removed,  and  the  patient  made  an  uneventful 
recovery. 

The  appendix  did  not  present  any  unusual  feature 
except  for  intense  injection  of  the  serosa  and  tume- 
faction, as  associated  with  an  acute  attack.  There 
was  no  evidence,  externally,  of  a diverticulum.  Sec- 
tions of  the  proximal  part  presented  the  usual  evi- 
dence of  acute  appendicitis.  The  lumen  was  filled 
with  exudate  and  necrotic  musoca  infiltrated  with 
pus  cells.  Near  the  lumen  and  running  parallel  to 
it  was  a diverticulum.  The  wall  of  the  diverticulum 
consisted  of  a muscularis  mucosa  and  mucosa,  which 
were  infiltrated  with  round  cells.  The  section  was 
taken  l/.»  inch  from  the  proximal  end  of  the  appendix 
as  it  was  received  in  the  laboratory.  The  proximal 
end  showed  the  diverticulum  in  exactly  the  same 
position,  so  the  point  of  its  emergence  from  the  main 
lumen  must  have  been  close  to  the  cecum. 

The  diverticulum  extended  distally,  close  to  the 
main  lumen  and  internal  to  the  muscularis  externa, 
for  3/t  inch.  Toward  its  termination  it  moved 
slightly  outward  and  finally  partially  penetrated  the 
muscularis  externa  at  the  mesoappendix  attachment. 

The  whole  course,  except  the  extreme  tip,  was 
situated  in  the  submucosal  layer,  which  had  evi- 
dently been  the  seat  of  previous  inflammatory  trou- 
ble because  most  of  it  had  been  replaced  by  fibrous 
tissue.  The  length  of  the  diverticulum  in  the  appen- 
dix was  estimated  to  be  ll/<  inch. 


Cooke  added  further: 

Diverticula  of  the  appendix  are  of  importance 
clinically  on  account  of  the  danger  of  rapid  perfora- 
tion during  an  attack  of  appendicitis  and  because 
the  symptoms  and  signs  in  such  attacks  are  often 
anomalous.  Pathologically  they  are  of  interest  in 
the  manner  of  their  formation,  and  from  the  possi- 
bility of  the  development  of  mucoceles  and  pseudo- 
myxoma peritonei. 

Finally,  I should  like  to  mention  an  article  by 
March,  “Visualization  of  the  Rokitansky- Aschoff 
Sinuses  of  the  Gallbladder  During  Cholecystogra- 
phy.”4 The  article  appeared  in  February,  1948. 
from  which  the  following  is  quoted: 

In  a series  of  studies  dealing  with  the  morphology 
of  the  gallbladder,  Halpert  clearly  distinguished  the 
so-called  “Rokitansky-Aschoff  sinuses”  from  “true 
Luschka  ducts.”  He  called  attention  to  some  his- 
torical confusion  in  the  naming  and  recognition  of 
these  structures.  Rokitansky  in  1842  described 
“hernia-like  outpouchings  of  the  gallbladder  mu- 
cosa” toward  the  external  layers  of  the  gallbladder. 
Aschoff  in  1905  described  them  in  terms  of  modern 
histology,  naming  them  “Luschka’s  ducts”  and  em- 
phasized their  pathological  significance  especially  in 
connection  with  biliary  stasis  in  the  gallbladder  and 
with  the  formation  of  gallstones.  It  was  soon 
pointed  out  that  these  structures  were  not  the  aber- 
rant bile  ducts  discovered  by  Luschka  in  1863  in  the 
wall  of  the  gallbladder. 

The  healthy  human  gallbladder  rarely  shows  the 
presence  of  Rokitansky-Aschoff  sinuses.  If  present 
at  all,  they  are  shallow.  The  name  is  applied  to  the 
deeper  outpouchings  or  sinuses  of  the  gallbladder 
mucosa  which  dip  down  into  the  muscularis  or  ex- 
tend as  finger-like  processes  through  the  muscular 
coat  into  the  perimuscular  layer.  It  is  thought  that 
these  are  not  proliferations,  but  are  herniations  into 
and  through  the  interstices  and  delicate  septa  be- 
tween the  muscle  bundles.  Halpert  feels  that  the 
muscularis  of  the  healthy  gallbladder  under  ordinary 
conditions  is  dense  enough  to  prevent  such  out- 
pouchings. When  the  gallbladder  is  pathologically 
involved,  there  occurs  in  it  a more  or  less  general 
loosening  and  weakening  of  the  contractile  elements 
with  a widening  of  the  intermuscular  septa,  under 
which  circumstances  extreme  contractions  which 
follow  prolonged  and  repeated  overdistentions  of  the 
viscus  are  most  likely  to  play  the  leading  part  in  the 
production  of  these  herniations.  The  length,  di- 
ameter, and  manner  of  penetration  of  the  Roki- 
tansky-Aschoff sinuses  show  infinite  variations. 

Figure  4A  is  a gallbladder  showing  a herniation 
of  the  lumen  extending  through  the  muscularis 
and  almost  to  the  serosal  surface.  Unqualifiedly, 
what  is  demonstrated  can  be  called  a diverticu- 
lum. Figure  4B  is  another  gallbladder  with  a 
cluster  of  Rokitansky-Aschoff  pouches  in  the 
wall.  The  epithelium  is  intact,  and  the  largest 
pouch  (the  lowermost)  faintly  communicates  with 
the  lumen.  The  epithelium  can  become  de- 
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Fig.  4.  Sections  from  gallbladders  (author’s  cases  6 and  7).  (A)  Herniation  of  the  lumen  through 

muscularis.  (B)and(C)  Illustrate  clusters  of  Rokitansky- Aschoff  pouches  in  the  wall.  The  epithelium 
is  intact  in  (B)  and  the  largest  faintly  communicates  with  the  lumen;  in  (C)  the  epithelium  is  absent. 
These  sinuses  and  pouches  are  interpreted  as  identical  with  dissecting  (intramural)  diverticulitis  as  illus- 
trated in  previous  figures. 


stroyed  (Fig.  4C).  These  structures  can  be  de- 
tached and  isolated  and  accompanied  by  much 
inflammatory  infiltration.  They  are  extrusions 
of  the  lumen  and  are  situated  in  the  wall.  The 
Rokitansky-Aschoff  pouches  are  veritably  exam- 
ples of  intramural  diverticula.  The  term  “Roki- 
tansky-Aschoff sinuses”  is  used  interchangeably 
with  “pouches,”  implying  that  these  can  advance 
and  burrow  along  in  the  wall.  The  pathology  is 
identical  with  the  author’s  dissecting  (intramural) 
diverticulitis. 

Summary 

1.  The  usual  form  of  diverticulum  represents 
a protrusion  of  the  bowel  lumen  through  its  re- 
taining wall.  Such  sacculation  generally  pro- 
jects beyond  the  serosal  surface  of  the  intestine. 
“Dissecting  (intramural)  diverticulitis”  is  a type 
whereby  the  extrusion  of  the  lumen  is  into  the 
wall  of  the  gut.  The  herniation  then  burrows  its 
way  along  the  wall  and  dissects  between  the  layers 
of  the  bowel.  In  the  pathogenesis  intramural 
diverticulum  precedes  dissecting  diverticulitis, 
but  the  former  may  occur  alone.  Two  instances 
encountered  in  the  colon  and  three  in  the  appen- 
dix are  presented. 

2.  A case  of  dissecting  (intramural)  pharyngo- 
esophageal diverticulum  is  cited. 

3.  Information  is  given  about  another 
author’s  report  of  an  intramural  diverticulum  of 
the  appendix. 


4.  It  is  postulated  that  Rokitansky-Aschoff 
pouches  and  sinuses  in  the  gallbladder  represent 
examples  of  intramural  diverticula  and  dissecting 
diverticulitis. 
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Discussion 

Alfred  P.  Ingegno,  M.D.,  Brooklyn. — The  prob- 
lem of  diverticulitis  is  one  of  intense  interest  to  the 
gastroenterologist.  Dr.  Cohen  is  to  be  congratu- 
lated for  the  careful  study  he  has  given  to  this  un- 
usual intramural  type  of  diverticulum.  It  is  from 
such  meticulous  work  of  pathologists  that  the  clini- 
cian learns  to  evaluate  better  his  patients’  difficulties 
and  pursue  more  rational  avenues  of  treatment.  I 
daresay  that,  under  the  stimulus  of  Dr.  Cohen’s  re- 
ports on  the  subject,  it  may  well  be  that  dissecting 
diverticula  will  be  looked  for  and  found  more  fre- 
quently than  they  have  heretofore. 

Of  course,  diverticula  in  various  parts  of  the  gas- 
trointestinal tract  are  very  often  incidental  dis- 
coveries clinically,  as  they  may  be  pathologically. 
In  the  colon,  for  example,  somewhere  between  5 and 
10  per  cent  of  people  may  have  diverticula  demon- 
strable roentgenologically,  and  only  about  20  per 
cent  of  these  have  symptoms  which  may  be  ascribed 
logically  to  their  presence.  It  is  a curious  clinical 
fact  that  whereas  colonic  diverticula  may  often  be 
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found  without  similar  involvement  elsewhere,  the 
reverse  is  rarely  true.  One  rarely  finds  diverticula 
of  the  esophagus  or  the  duodenum,  for  example, 
without  having  concomitant  diverticulosis  coli. 

The  classification  of  diverticula  into  a true  or  con- 
genital type  and  a false  or  acquired  type  on  the  basis 
of  whether  or  not  all  the  elements  of  the  intestinal 
wall  enter  into  its  structure  has  always  seemed  to  me 
a rather  artificial  one.  Careful  study  will  reveal 
many  diverticula  which  represent  intermediate 
forms — forms  which  retain,  to  a variable  degree, 
some  of  the  elements  of  the  muscularis  propria.  It 
is  perhaps  more  logical,  then,  to  speak  of  these  out- 
pouchings  as  complete  or  incomplete  rather  than 
false  and  true,  the  final  form  depending  on  the  com- 
pleteness with  which  the  muscular  coat  is  penetrated. 
If  such  is  the  case,  it  is  not  illogical  that  at  some 
point  a partially  evaginated  or  ‘ ‘frustrated”  diverticu- 
lum may  find  its  path  of  least  resistance  to  be  in  the 
direction  of  propagation  between  the  muscle  coats 
rather  than  through  them  into  the  subserosa.  Infec- 
tion of  such  a diverticulum  would  then  give  rise  to 
the  features  observed  by  Dr.  Cohen.  It  may  be  ex- 
pected further  that  in  some  instances  an  intramural 
or  incomplete  diverticulum  need  not,  of  itself,  dis- 
sect between  the  muscle  coats.  It  may  merely  be- 
come infected  and  this  infection  then  spread  and 
burrow  in  a longitudinal  or  circular  direction  be- 
tween the  layers  of  the  gut  wall.  In  such  cases  the 
infection  or  abscess  would  be  dissecting  but  not  the 
diverticulum.  To  be  sure  that  the  diverticulum  it- 
self had  actually  dissected  one  would  have  to  demon- 
strate the  presence  of  the  mucosal  elements  of  the 
diverticulum  in  the  area  of  dissection.  There  might 
be,  thus,  some  question  whether  one  of  Dr.  Cohen’s 
colonic  cases  represented  a dissecting  diverticulum 


or  merely  dissecting  infection  arising  from  an  incom- 
plete diverticulum.  There  can  be  no  question,  how- 
ever, concerning  his  beautifully  demonstrated  dis- 
secting diverticula  of  the  appendix. 

I doubt  very  much  that  a clinical  distinction  of  the 
dissecting  type  of  diverticulum  in  the  colon  or  ap- 
pendix can  be  made.  Apparently,  it  is  possible  in 
the  esophagus.  If  Dr.  Cohen’s  intriguing  hy- 
pothesis that  the  Rokitansky-Aschoff  sinuses  of  the 
gallbladder  are,  in  reality,  also  dissecting  diver- 
ticula, then  the  condition  may  be  diagnosed  here 
also.  In  retrospect,  I have  seen  one  or  two  instances 
in  which  a double  contour  of  the  gallbladder  was 
demonstrable  roentgenographically,  and  it  is  now 
evident  that  the  appearance  was  due  to  entry  of 
contrast  material  into  these  sinuses  or,  if  you  prefer, 
diverticula.  It  may  be  that  careful  study  of  x-rays 
of  the  barium-filled  colon  and  appendix  for  such  a 
double  contour  may  similarly  permit  suspicion  of 
the  presence  of  intramural  diverticulation. 

One  other  observation  may  be  made.  There  is  a 
conception  that  diverticula  tend  to  occur  at  points  of 
weakness  created  by  entry  of  vascular  channels  into 
the  bowel  wall.  It  is  sometimes  argued  against  this 
that,  if  such  were  the  case,  the  proximity  of  blood 
vessels  would  give  rise  to  hemorrhage  as  a frequent 
complication  of  diverticulitis.  It  is  maintained 
that  such  hemorrhages  do  not  occur.  In  point  of 
fact  we  have  had  several  such  instances  at  the  Long 
Island  College  Hospital,  that  is,  combinations  of 
acute  diverticulitis  and  hemorrhage.  In  one  such 
patient  in  whom  hemorrhage  had  caused  death,  it 
was  possible  to  demonstrate  pathologically  the  ero- 
sion of  the  wall  of  a small  artery  as  it  passed  from 
the  subserosa  through  a defect  in  the  muscle  in 
which  the  ulcerated  base  of  a diverticulum  lay 


PRICKLY  HEAT  CAUSE  FOUND  BY  DOCTORS 

Medical  scientists  at  the  University  of  Pennsyl- 
vania have  announced  they  have  found  the  cause  of 
the  common  skin  irritation  known  as  prickly  heat. 
The  skin  condition  is  caused  by  perspiration  being 
trapped  within  the  sweat  ducts,  said  Dr.  Donald 
M.  Pillsbury,  chairman  of  the  school’s  department 
of  dermatology  and  syphilology.  This  was  dem- 
onstrated, he  said,  over  a two-year  period  in  which 
32  normal,  healthy  men  volunteered  to  have  prickly 
heat  created  in  them  artificially. 

When  perspiration  becomes  trapped  in  the  sweat 
ducts,  Dr.  Pillsbury  said,  cells  at  the  skin’s  surface 


become  swollen  and  the  patient  has  what  doctors 
diagnose  as  “miliaria  rubra,”  or  what  the  layman 
calls  prickly  heat.  It  is  an  acute  inflammation  of 
the  sweat  glands,  characterized  by  rashes  of  red 
papules,  or  skin  elevations,  and  sometimes  by  blis- 
ters. Its  itchy,  burning  discomfort  has  plagued 
mankind  from  infancy. 

Dr.  Pillsbury,  working  with  Dr.  Walter  B. 
Shelley  and  Dr.  Peter  N.  Horvath,  admitted  that 
no  cure  for  prickly  heat  was  found  during  their 
experiments. 

— Herald  Tribune , August  7,  19^9 


AN  UNUSUAL  CASE  OF  ANTHRACOSILICOSIS 


Fred  S.  Preuss,  M.D.,  Cleveland,  Ohio* * 

( From  the  Laboratory  of  the  Cuyahoga  County  Morgue) 

THE  essential  clinical  and  histopathologic  fea- 
tures of  silicosis  do  not  appear  to  be  contro- 
versial and  were  defined  by  the  International  Sili- 
cosis Conferences  of  Johannesburg  and  Geneva, 
by  the  National  Silicosis  Conference,  and  in  pap- 
ers of  Gardner,  Sweany,  Belt,  and  others.1-7  The 
case  which  is  the  subject  of  this  report,  however,  is 
unusual  in  several  respects  and,  therefore,  de- 
serves to  be  reported.  The  histologic  picture  is 
not  that  of  the  classic  nodular  or  diffuse  fibrosis 
but  presents  an  extensive  patchy  organizing  pneu- 
monia and  interstitial  changes  which,  in  spite  of 
prolonged  exposure  to  dust,  resemble  those  found 
in  the  early  stages  of  the  disease.  It  is  a case  of 
simple  silicosis  which  is  not  complicated  by  tuber- 
culosis, and  nowhere  does  the  histologic  picture 
suggest  infection  with  acid-fast  bacilli.  The  silica 
content  of  the  lung  is  extremely  high.  This  case 
is  of  social  and  economic  importance,  since  the 
pathologist  who  is  not  silicosis-minded  may  over- 
look the  cause  of  the  changes  described  and  may 
deprive  the  family  of  the  deceased  of  the  indus- 
trial compensation  which  many  states  allow  the 
silicosis  victims. 

Case  Report 

History. — R.  J.,  a forty-nine-year-old  Negro 
molder  in  a steel  foundry  was  in  good  health  until 
September,  1942,  when  he  had  a severe  “cold”  with 
coughing  spells  and  several  attacks  of  hemoptysis.  A 
roentgen  film  revealed  “bronchopneumonia.”  In 
November,  1942,  he  was  seized  by  a severe 
coughing  spell  and  had  to  stop  working.  Dyspnea, 
coughing,  and  weakness  progressed  until  he  was  ad- 
mitted to  a local  hospital  on  December  29,  1942. 
His  chief  complaints  were  marked  dyspnea,  pre- 
cordial pains,  and  occasional  night  sweats. 

Past  history  revealed  luetic  infection  in  1918  or 
1919.  After  four  treatments  with  “606”  in  1922,  his 
blood  was  still  “positive.”  Since  1920,  with  the  ex- 
ception of  two  years,  he  had  worked  in  steel  foun- 
dries, mostly  as  a molder.  The  atmosphere  he 
worked  in  was  always  very  dusty,  since  large 
amounts  of  sand  are  used  in  the  process  of  molding. 
Further  inquiry  disclosed  other  cases  of  silicosis  to 
have  been  known  among  the  workers. 

Physical  Examination. — The  patient  was  a fairly 
well-nourished,  Negro  adult  man,  moderately 
dyspneic.  The  heart  was  enlarged;  apex  impulse 
was  felt  in  the  sixth  intercostal  space.  Systolic  and 
diastolic  murmurs  were  heard  at  the  apex  and  over 
the  aortic  area.  The  pulse  was  of  the  Corrigan  type, 
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and  a Durozier’s  murmur  could  be  heard  over  the 
femoral  arteries.  The  vessels  of  the  neck  and  the 
capillaries  showed  distinct  pulsations.  The  systolic 
blood  pressure  was  150  mm.  Hg.,  the  diastolic  pres- 
sure was  30  mm.  Hg.  Pulse  rate  was  102  per  minute, 
respirations  28  per  minute.  Other  physical  findings 
were  essentially  normal. 

The  urine  was  essentially  negative.  Laboratory 
examination  showed  red  blood  cells  3,190,000  per 
cu.  mm. ; white  blood  cells  7,400  per  cu.  mm. ; hemo- 
globin 9.95  Gm.;  polymorphonuclears  64  per  cent, 
lymphocytes  32  per  cent,  monocytes  4 per  cent. 
Sedimentation  rate  was  10  mm.  Kline  slide  test 
for  syphilis  was  4 plus  with  diagnostic  and  exclusion 
antigens.  Spinal  fluid  had  an  initial  pressure  of  10 
mm.  Hg.,  final  pressure  4 mm.  Hg.  Kline  diagnos- 
tic test  was  1 plus,  exclusion  test  2 plus.  Cell  count 
was  35  white  blood  cells;  protein  71  mg.  per  cent; 
sugar  58  mg.  per  cent.  Gum  mastic  curve  was 
44332. 

Chest  x-rays  showed  enlargement  of  the  heart  and 
moderately  increased  linear  markings  of  the  lungs 
with  indication  of  aortic  regurgitation  and  stasis  in 
pulmonary  circulation. 

Hospital  Course. — On  the  basis  of  the  physical 
findings,  the  diagnosis  of  mitral  stenosis  and  in- 
sufficiency and  aortic  insufficiency  was  made.  The 
patient  was  treated  with  digitalis,  Mercupurin,  and 
occasional  intravenous  injections  of  50  cc.  of  50  per 
cent  glucose.  A series  of  antiluetic  treatments  was 
started  with  potassium  iodide,  bismuth,  and  map- 
harsen.  The  patient  improved  slightly  and  was  sent 
home  on  January  26,  1943,  to  be  treated  in  the  medi- 
cal outpatient  department,  but  he  was  able  to  stay 
home  for  one  week  only.  Dyspnea  and  precordial 
pains  increased  to  such  an  extent  that  he  was  read- 
mitted to  the  hospital,  where  he  remained  with  the 
exception  of  short  intervals  until  his  death.  His 
condition,  with  temporary  remissions,  grew  steadily 
worse,  and  he  lost  considerable  weight. 

In  the  later  months,  moist,  crepitant  rales  were 
heard  over  both  bases  of  the  lungs,  but  no  dullness 
was  elicited.  There  was  a to-and-fro  murmur  over 
the  aortic  area,  a rumbling  systolic  murmur,  and  a 
blowing  murmur  throughout  the  diastole  over  the 
apex.  An  x-ray  picture  taken  in  June,  1943,  showed 
again  an  enlarged  heart  “consistent  with  the  clinical 
diagnosis  of  luetic  aortic  insufficiency  and  passive 
hyperemia  of  the  lungs.”  At  that  time,  the  clinical 
diagnosis  was  cardiac  failure  due  to  luetic  aortic  in- 
sufficiency, mitral  insufficiency,  and  possible  silicosis. 
Several  attacks  of  paroxysmal  dyspnea  were  relieved 
by  intravenous  injection  of  7.5  grains  of  amino- 
phylline.  The  blood  pressure  varied  between 
170/50  and  190/50.  Dyspnea  and  cough  increased, 
and  the  patient  expired  on  November  10,  1943. 

Autopsy  Report. — Autopsy  was  performed  on  the 
embalmed  body  two  days  after  death.  The  body 
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was  markedly  emaciated.  No  free  fluid  was  found 
in  the  pleural  cavities.  The  heart  was  markedly  en- 
larged and  weighed  690  Gm.  The  apex  of  the  heart 
was  at  the  level  of  the  sixth  intercostal  space  in  the 
anterior  axillary  line,  and  all  chambers  were  con- 
siderably dilated.  The  thickness  of  the  right  ven- 
tricular wall  measured  0.7  cm.  and  that  of  the  left 
1.8  cm.  The  cusps  of  the  mitral  valve  showed 
moderate  thickening  of  the  free  margin,  while  the 
leaflets  of  the  aortic  valve  contained  many  sclerotic 
plaques,  and  one  leaflet  was  deformed.  The  aortic 
arch  presented  moderate  longitudinal  wrinkling. 

The  external  surface  and  cut  surfaces  of  the  lungs 
showed  considerable  gray-black  mottling,  and  the 
linear  markings  were  more  prominent  than  average. 
The  right  middle  and  lower  lobes  contained  circum- 
scribed areas  of  consolidation  and  were  cut  with  in- 
creased resistance.  In  the  upper  lobes  the  pleura 
was  markedly  thickened,  and  the  parenchyma  showed 
a few  firm  miliary  nodules  with  a black  center  sur- 
rounded by  grayish-white  tissue.  The  mediastinal, 
hilar,  and  mesenteric  lymph  nodes  were  considerably 
enlarged  and  anthracotic  with  uniform  fine  archi- 
tecture of  the  cut  surface. 

The  remaining  organs  were  without  any  appre- 
ciable pathologic  changes. 

Microscopic  Description.  Lungs. — Only  a few, 


Fig.  2.  Advanced  organization  of  alveolar  exudate. 
(Low  power,  hematoxylin-eosin  stain) 


Fig.  3.  Hyperplasia  of  the  alveolar  lining. 
Lumen  contains  several  phagocytes  filled  with  coal 
pigment.  (High  power,  hematoxylin-eosin  stain) 


Fig.  1.  Perivascular  fibrosis  with  marked 
anthracosis.  Alveoli  are  filled  with  exudate  con- 
sisting of  dust  cells,  fibrin,  and  erythrocytes. 
Hyperplasia  of  the  alveolar  lining.  (Low  power, 
hematoxylin-eosin  stain) 
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Fig.  4.  Early  organization  of  alveolar  exudate. 
I Note  coal  pigment  within  granulation  tissue  and 
I thickened  interalveolar  septa.  (Low  power,  hema- 
I toxylin-eosin  stain) 


1 scattered,  small  islands  of  normal  lung  tissue  were 
I observed.  The  remaining  areas  presented  severe 
I pathologic  changes.  Several  alveoli  were  distended 
[ by  intact  red  blood  cells  which,  in  places,  were  inter- 
[ mixed  with  fibrin.  In  large  areas  the  alveoli  and 
bronchioles  were  occluded  by  plugs  consisting  of  red 
, blood  cells,  fibrin,  and  large  phagocytes  studded  with 
black  or  gray-brown  pigment  (Figs.  1,  2).  In  places 
| the  pigment  was  so  abundant  that  cell  outlines  were 
obliterated.  The  alveolar  lining  was  markedly 
j hyperplastic,  and  in  areas  the  lining  cells  contained 
pigment  and  were  partially  or  completely  cast  off 
(Fig.  3).  All  stages  of  organization  of  the  alveolar 
| contents  were  seen.  Few  delicate  fibroblasts  with 
discrete  young  congested  capillaries  marked  the 
early  stages  of  organization,  and  dense  scar  tissue  ex- 
tending into  adjacent  alveoli  represented  the  final 
stages  (Figs.  4,  2).  Throughout  this  tissue  numerous 
“dust  cells”  or  free  pigment  were  noted.  The  inter- 
j alveolar  and  interlobular  septa  were  thickened  in  all 
I sections,  mainly  due  to  a marked  congestion  of  the 
I capillaries  and  in  many  areas  due  to  strands  of  dense 
| hyalinized  tissue  (Figs.  1,5).  Also  in  the  septa  there 
| was  an  abundant  amount  of  pigment.  In  a few 


Fig.  5.  Marked  thickening  of  interalveolar 
septa.  “Dust  cells”  in  the  lumen  of  the  alveoli. 
Area  of  carnification  in  left  upper  corner.  (Low 
power,  hematoxylin-eosin  stain) 


small  areas  the  organization  was  advanced  to  such  a 
degree  that  the  normal  outlines  of  the  lung  architec- 
ture were  obscured,  and  only  foci  of  diffuse  fibrosis 
were  seen  with  a heavy  infiltration  of  pigment  (Fig. 
5).  In  two  subpleural  areas  the  fibrosis  was  of  a 
nodular  character.  There  was  a general  marked 
perivascular  and  peribronchial  fibrosis,  and  many 
lymphatics  were  occluded  by  pigment-filled  phago- 
cytes and  free  pigment  (Fig.  1).  In  places  capillaries 
and  arterioles  appeared  to  be  compressed  by  the 
surrounding  dense  fibrous  tissue.  Many  arterioles 
and  small  arteries  showed  a considerable  thickening 
of  the  intima  with  a narrow  and  eccentric  lumen 
(Fig.  6).  Minute  areas  of  recent  hemorrhage  were 
also  seen  within  the  thickened  septa  and  alveoli.  A 
few  small  foci  of  acute  bronchopneumonia  were 
scattered  throughout  the  parenchyma.  Where 
alveoli  were  empty,  signs  of  emphysema  and  slight 
bronchiectasis  were  noted.  The  pleura  was  markedly 
thickened,  and  the  pleural  lymphatics  were  distended 
or  occluded  by  pigment-filled  phagocytes  and  free 
pigment.  After  microincineration  a large  number  of 
silica  crystals  were  observed  in  sections  taken  from 
various  areas  of  the  lung.  The  crystals  were  dif- 
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Fig.  6.  Thickening  of  the  intima  of  small  pul- 
monary vessels.  (Low  power,  hematoxylin-eosin 
stain) 


fusely  scattered  over  the  slides  or  showed  areas  of 
dense  conglomeration  (Fig.  7). 

Lymph  Nodes. — Sections  taken  from  several  hilar 
and  mediastinal  nodes  showed  diffuse  anthracosis. 
Only  a few  small  foci  of  normal  lymphoid  tissue  were 
observed.  No  diffuse  or  nodular  fibrosis  was  noted. 

Heart. — The  myocardial  fibers  were  hypertrophic. 
There  was  an  old  rheumatic  endocarditis  and  valvu- 
litis of  the  mitral  valve.  One  thickened  leaflet  of  the 
aortic  valve  consisted  of  dense  fibrous  tissue.  The 
coronary  arteries  showed  slight  intimal  thickening. 

Aorta. — There  was  an  old  luetic  mesaortitis  and 
slight  atherosclerosis. 

Liver. — Acute  and  chronic  passive  congestion  with 
atrophy  of  the  central  liver  cell  cords  were  present. 

The  remaining  organs  showed  no  essential  patho- 
logic changes. 

Chemical  Analysis  of  the  Lungs. — The  chemical 
analysis  of  the  lung  was  as  follows: 

Acid  insoluble  ash . . 67.4  mg./Gm.  dried  lung 

Silicon  dioxide 61.4  mg./Gm.  dried  lung 

Hydrofluoric  acid  residue  6 . 0 mg./Gm.  dried  lung 


Examination  of  Molding  Sand. — Sample  of  sand 
was  collected  at  foundry  where  deceased  was  em- 
ployed for  ten  years;  analysis  was  as  follows: 


Silica  as  silicon  dioxide 88.31  per  cent 

Iron  and  aluminum  as  ferric 

oxide  and  aluminum  oxide . . 4.76  per  cent 

Lime  as  calcium  oxide 1.62  per  cent 

Ignition  loss  (carbon) 5.31  per  cent 


Two  per  cent  of  the  sand  passed  a number  200 
screen.  Particle  sizes  of  that  portion  passing  a 
number  200  screen  is  as  follows:  65.5  per  cent — 20 
micra;  21.5  per  cent — 10  to  5 micra;  13.0  per 
cent — 5 to  2 micra. 

“This  apparently  is  a typical  foundry  sand  with 
well-rounded  grains.  These  grains  are  incrusted  with 


Fig.  7.  Section  of  lung  after  microincarceration: 
conglomeration  of  silica  crystals.  (White  against 
black  background) 
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hard  carbon,  the  probable  result  of  charred  binder. 
While  this  sand  is  for  the  greater  part  uncombined 
silica  (silicon  dioxide),  some  of  it  does  exist  as  the 
combined  form  (silicate)  containing  aluminum,  iron, 
and  calcium.  The  existing  carbon  increases  from 
5.31  per  cent  in  the  original  sample  to  approximately 
30  per  cent  in  that  portion  passing  a number  200 
mesh  screen.” 

Comment 

The  silicotic  changes  produced  by  prolonged  in- 
halation of  dust  in  this  case  presented  the  picture 
of  an  ext'ensive  patchy  organizing  pneumonia  with 
only  very  few  small  subpleural  fibrotic  nodules 
and  minute  areas  of  diffuse  fibrosis.  The  early 
stages  of  this  process  resembled  the  “anthracotic 
desquamative  pneumonia,”  a particular  type  of 
silicosis,  described  by  Schmidtmann  and  Lu- 
barsch,  where  the  dilated  alveoli  were  filled  with 
“dust  cell,”  erythrocytes,  and  a protein-like  ma- 
terial.8 Besides  the  pneumonic  changes,  the  most 
prominent  histologic  features  were  the  marked 
thickening  and  collagenization  of  the  interalveo- 
lar and  interlobular  septa  and  the  perivascular 
and  peribronchial  fibrosis.  An  abundant  amount 
of  free  and  phagocytosed  coal  pigment  and  a large 
number  of  silica  crystals  were  demonstrated. 

In  spite  of  the  atypical  histologic  picture,  the 
chemical  examination  of  the  lung  showed  the  ex- 
tremely high  value  of  61.4  mg.  of  free  silicon  diox- 
ide per  Gm.  of  dried  lung  tissue.  This  analysis 
shows  how  important  the  chemical  analysis  of 
the  lung  tissue  is  when  the  occupational  and  clin- 
ical history  arouses  the  suspicion  of  silicosis. 
Although  a high  silica  concentration  does  not  nec- 
essarily prove  that  the  patient  died  from  the  di- 
rect or  secondary  results  of  inhalation  of  dust,  the 
determination  of  silica  values  represents  a diag- 
nostic procedure  of  considerable  value  and  may 
be  the  closing  link  in  the  chain  for  establishing  a 
definite  diagnosis  of  silicosis.9  Particularly  in 
atypical  and  doubtful  cases  like  the  present  one, 
the  chemical  analysis  is  imperative  in  order  to  se- 
cure for  the  relatives  of  the  deceased  the  financial 
compensation  and  help  of  the  state,  which  they 
deserve.  A pathologist  who  is  not  silicosis  minded 
may  overlook  atypical  histologic  pictures  without 
determination  of  the  silica  concentration  in  the 
tissues. 

No  evidence  of  tuberculosis  was  detected,  and, 
therefore,  this  case  is  one  of  pure  anthracosilico- 
sis.  This  is  another  proof  that  these  two  diseases 
can  exist  independent  of  each  other  and  that  sili- 
cosis patients  may  die  from  the  disease  alone  or 
from  secondary  cardiac  failure. 

The  lumina  of  many  pulmonary  arterioles 
were  markedly  narrowed  or  occluded  due  to  a 
thickening  of  the  intima.  In  addition,  there  was 
an  old  rheumatic  endocarditis  and  valvulitis  of 


the  aortic  and  mitral  valves  with  deformity  of  the 
aortic  valve  and  dilatation  and  hypertrophy  of 
the  right  and  left  ventricles.  The  clinical  course 
showed  that  the  treatment  which  was  mainly 
directed  against  cardiac  decompensation  gave  the 
patient  only  temporary  relief.  It  can,  therefore 
be  assumed  that  the  symptoms  were  mainly 
caused  by  the  pulmonary  embarrassment.  The 
final  cause  of  death  was  apparently  anoxemia  due 
to  the  extensive  silicotic  changes  of  the  lungs  and 
subsequent  cardiac  failure. 

A review  of  the  literature  on  the  pathology  of 
the  pneumoconioses  discloses  very  few  similar 
cases.  Hackmann  in  his  material  described  pul- 
monary alveoli  which  were  plugged  by  pigment- 
filled  cells  and  a granulation  tissue  containing  a 
large  amount  of  pigment.10  Large  areas  of  organi- 
zation and  carnification,  thickening  of  the  vascu- 
lar intima,  and  obliteration  of  the  pulmonary  ar- 
terioles were  also  mentioned.  Most  of  his  cases, 
however,  also  showed  extensive  nodular  fibrosis 
and  tuberculosis.  According  to  Bergstrand,  in  se- 
vere cases  of  silicosis,  exudation  into  the  alveoli 
may  occur  which  may  progress  through  organiza- 
tion into  carnification.11  In  his  opinion  this  proc- 
ess is  solely  due  to  the  effect  of  silica  and  not  due 
to  an  intercurrent  infection.  Riddel,  Jephcott, 
and  Irwin  reported  the  case  of  an  uncomplicated 
silicosis  in  a forty-two-year-old  sandblaster  who 
died  after  six  years  exposure.12  They  found  most 
alveoli  filled  with  an  inspissated,  pigment-con- 
taining exudate,  and  the  septa  markedly  thick- 
ened . There  was  no  evidence  of  infection. 

According  to  Gardner,  Belt,  Cummins  and 
Sladden,  and  others,  the  thickening  of  the  septa 
and  the  peribronchial  and  perivascular  fibrosis 
represent  the  early  stages  of  pneumoconioses  but 
are  not  considered  specific  for  silicosis. 4-5-7’13  It 
is  difficult  to  understand  why,  in  the  present  case, 
in  spite  of  a definite  exposure  of  at  least  twenty 
years,  the  process  did  not  progress  into  the  typical 
nodular  or  diffuse  fibrosis.  As  a possible  explana- 
tion, Sweany’s  observation  is  quoted— that  the 
inhalation  of  coal  or  other  mixed  dusts  together 
with  silica'  seems  to  retard  the  development  of 
typical  nodular  fibrosis.6  Lanza  also  stated  that 
the  silica  content  of  anthracotic  lungs  may  be- 
come twice  as  high  or  higher  than  the  level  at 
which  silicosis  usually  develops,  before  the  typical 
changes  of  silicosis  become  apparent.14  There  was 
certainly  a marked  anthracosis  in  our  case. 

However,  this  form  of  silicosis  has  been  de- 
scribed previously.  In  1930,  Simson  et  al.  men- 
tioned that  in  cases  of  advanced  silicosis  the  fibro- 
sis may  be  localized  in  the  interstitial  septa  and 
bronchioles  and  that  the  typical  nodules  may  be 
absent.16  According  to  Pancoast  and  Pender- 
grass, there  are  cases  of  “early  interstitial  pre- 
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dominance”  which  are  characterized  by  fibrosis  of 
the  interstitial  lung  tissue  without  marked  nodu- 
lar fibrosis.16  The  authors  stress  the  point  that 
these  findings  may  be  the  only  demonstrable  lung 
changes,  even  in  the  terminal  stages.  Zur  Wil- 
liams also  mentioned  that  besides  the  typical  nod- 
ulation  “linear  fibrosis”  may  be  observed.17 
Johnstone  considered  the  silicotic  nodules  pathog- 
nomonic but  pointed  out  that  these  nodules  may  be 
infrequent  or  absent,  even  in  the  late  stages.18 
Policard  warned  against  the  general  tendency  to 
exaggerate  the  diagnostic  importance  of  the  nod- 
ular fibrosis,  and  he  did  not  subscribe  to  the  defi- 
nition of  silicosis  agreed  upon  by  the  Johannes- 
burg Conference,  which  declared  the  fibrotic  nod- 
ule a criterion  for  the  histologic  diagnosis  of  sili- 
cosis.2 

The  silica  content  of  the  lung  tissue  from  the 
present  case  was  extremely  high.  Sweany  “has 
never  seen  a specimen  just  like  it.”19  Only  very 
few  cases  of  similar  or  higher  values  were  re- 
ported in  the  literature.  The  lungs  in  Hack- 
mann’s  Case  9 contained  8.46  per  cent  silicon  di- 
oxide, Case  25,  6.63  per  cent,  and  Case  32,  6.52  per 
cent.10  Fowweather  reported  one  case  with  6.25 
per  cent  silica.20  King  examined  several  speci- 
mens of  lung  tissue  and  found  values  of  63  mg.,  60 
mg.,  and  123.55  mg.  of  silica  per  Gm.  of  dried 
lung  tissue,  but  no  clinical  or  histologic  data  were 
given.21  McNally  asked  that  in  all  autopsies  a 
chemical  analysis  of  the  lungs  should  be  per- 
formed if  the  deceased  had  a history  of  prolonged 
exposure  to  fine  dust.22  On  the  other  hand,  Gard- 
ner and  Redlin  point  out  that  the  routine  chemical 
analysis  of  the  lungs  yields  only  the  amount  of  to- 
tal silica,  which  is  unimportant,  since  only  the 
free  silica  is  pathogenic  and  silicates  are  harm- 
less.23 A high  silica  content,  therefore,  does  not 
mean  that  the  patient  has  silicosis  if  the  histologic 
changes  do  not  bear  out  this  diagnosis.  In  our 
case,  the  analysis  of  the  sand  showed  that  the  pa- 
tient was  exposed  to  a high  concentration  of  free 
silica. 

Obstruction  of  the  pulmonary  vascular  system 
was  described  by  Kettle,  Matz,  and  Sweany  et 
a/.24-26-6  All  23  cases  reported  by  Matz  showed 
marked  cardiac  hypertrophy  and  dilatation 
caused  by  gradual  obstruction  of  the  pulmonary 
circulation.26  According  to  Kettle,  the  greatest 
danger  for  cases  of  simple  uncomplicated  silicosis 
lies  in  cardiac  failure  due  to  obstruction  of  the 
pulmonary  arterioles.24  Sutherland,  Strachan, 
and  Simson,  however,  do  not  believe  that  the 


pulmonary  endarteritis  is  an  essential  feature  of 
silicosis,  and  they  have  never  observed  cardiac 
hypertrophy  caused  by  silicosis.1 


Summary 

An  unusual  case  of  anthracosilicosis  in  a forty- 
nine-year-old  molder  has  been  described  with 
complete  autopsy  findings.  The  exposure  to  fine 
dust  exceeded  twenty  years.  The  lungs  pre- 
sented a picture  of  an  extensive  patchy  organiz- 
ing pneumonia  with  considerable  linear  fibrosis. 
Only  a few  small  subpleural  fibrous  nodules  were 
present.  The  chemical  analysis  showed  6.14  per 
cent  silicon  dioxide  of  dried  lung  tissue.  The  un- 
usual features  of  this  case  were  discussed  and 
compared  with  similar  observations  in  the  litera- 
ture. The  importance  of  the  chemical  analysis 
of  the  lung  tissue  in  definite  and  doubtful  cases  of 
silicosis  was  stressed. 


I am  grateful  to  Henry  C.  Sweany,  M.D.,  Municipal 
Tuberculosis  Sanitarium,  Chicago,  for  the  chemical  analysis 
of  the  lung  tissue,  to  C.  M.  Blumenfeld,  M.D.,  Cleveland,  for 
the  microincineration,  and  to  Mr.  E.  J.  Kunde,  Cleveland,  for 
the  analysis  of  the  foundry  sand. 
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A REVIEW  OF  THE  DIAGNOSIS  OF  MALIGNANT  CELLS  IN  SEROUS 
FLUIDS,  SPUTA,  AND  BRONCHIAL  SECRETIONS 

Anthony  B.  Constantine,  M.D.,  and  Dorothy  N.  Shaver,  M.D.,  Buffalo,  New  York 


( From  the  Pathology  Departments  of  the  Buffalo  General  Hospital  and  the  University  of  Buffalo  School  of 
Medicine) 


A REVIEW  of  the  routine  examination  of 
body  fluids  and  secretions  submitted  to  this 
laboratory  for  tumor  cell  diagnosis  has  as  its  pri- 
mary purpose  the  evaluation  of  the  effectiveness 
of  the  procedure.  The  present  report  includes  the 
peritoneal  and  pleural  fluids,  the  sputa,  and  as- 
pirated bronchial  secretions  for  the  years  1946 
through  1948. 

Materials  and  Methods 

The  examination  of  peritoneal  and  pleural 
fluids  was  made  on  sectioned  sediments  prepared 
and  stained  like  tissue  sections.  When  sputa  and 
bronchial  fluids  were  first  submitted,  familiarity 
with  this  method  encouraged  us  to  make  similar 
preparations.  All  fluids  and  secretions  were  fixed 
in  10  per  cent  formaldehyde  in  approximately  1 
part  formaldehyde  to  5 parts  fluid.  It  was  re- 
quested that  the  fixative  be  added  immediately 
after  the  specimen  was  obtained  either  on  the 
ward  or  at  the  clinician’s  office  or,  if  this  could 
not  be  conveniently  done,  that  the  specimen  be 
sent  to  the  laboratory  as  soon  as  possible  after 
it  was  obtained.  Immediate  fixation  is  a most 
important  step  in  the  preparation  of  the  speci- 
men. The  fluids  usually  stood  overnight  in  10  per 
cent  formaldehyde,  during  which  time  a coagu- 
lum  may  have  formed.  After  fixation,  the  super- 
natant was  decanted  and  95  per  cent  alcohol 
added  to  aid  in  holding  the  coagulum  together 
and  making  the  specimen  easier  to  handle.  This 
mixture  was  centrifuged  and  the  alcohol  de- 
canted. The  coagulum  was  run  through  the  same 
process  as  a surgical  specimen,  that  is,  dehy- 
drated, embedded  in  paraffin,  cut,  and  stained 
with  hematoxylin-eosin.  If  no  coagulum  was 
formed  after  fixation,  the  specimen  was  centri- 
fuged and  the  supernatant  decanted.  Then  95 
per  cent  alcohol  was  added  to  the  sediment,  and  it 
was  centrifuged  again.  The  alcohol  was  de- 
canted, and  the  material  remaining  in  the  centri- 
fuge tube  was  treated  as  above.  In  our  experi- 
ence, the  advantage  of  this  sectioned  sediment 
method  is  primarily  in  preserving  clumps  of  cells 
and  cells  in  their  original  acinar  or  papillary  ar- 
rangement. In  a few  cases  special  stains  for  mu- 
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cus  and  melanin  were  added.  As  a rule,  one  sec- 
tion was  prepared  from  each  specimen. 

The  interpretation  of  the  slides  was  made  by 
one  of  four  different  pathologists  who  read  the 
routine  surgical  sections  during  this  three-year 
period.  Usually,  suspicious  or  positive  slides  were 
studied  by  two  or  more  of  the  pathologists  in  the 
laboratory.  The  final  decision  was  reached  before 
the  clinical  history  was  obtained.  Unless  the 
slide  was  obviously  positive  for  tumor  cells,  a 
systematic  search  with  the  low  power  lens  was 
made  for  a period  of  five  to  ten  minutes.  Concen- 
tration on  cellular  aggregates  rather  than  single 
cells  was  emphasized  in  the  microscopic  study. 

Criteria  for  Diagnosis  of  Cancer  Cells 

In  general,  the  criteria  used  for  the  recognition 
of  tumor  cells  in  body  fluids  and  secretions  are 
identical  with  those  pathologists  are  familiar 
with  in  their  histologic  study  of  tumor  cells. 
These  criteria  are  primarily  nuclear  alterations 
and,  it  should  be  emphasized,  are  best  assessed 
when  the  cells  are  found  in  clumps  and  aggregates. 
They  include  variation  in  size  and  shape  of  nu- 
clei and  in  nuclear  hyperchromatism,  either  as  a 
dense  solid  mass  of  chromatin  or  as  coarse  chro- 
matin granules.  Giant,  bizarre,  hyperchromatic 
nuclei  are  very  significant.  Increased  size  and 
multiplicity  of  nucleoli  are  at  times  helpful.  In- 
creased nuclear-cytoplasmic  ratio  is  characteristic 
of  cancer  cells  but  at  times  difficult  to  assess.  Mi- 
totic figures  are  of  little  practical  importance, 
since  they  are  not  commonly  seen,  and,  when 
found,  cancer  cells  are  so  numerous  that  the  diag- 
nosis is  obvious  immediately  for  other  reasons. 
An  interesting  diagnostic  criterion  in  sputa,  and 
especially  in  bronchial  secretions,  is  the  finding  of 
masses  of  small  cells  with  scanty  cytoplasm,  uni- 
form size,  distinct  hyperchromatism,  and  irregu- 
larity in  size  and  shape  of  nuclei.  These  cells  at 
first  glance  have  the  appearance  of  lymphoid  ele- 
ments, but  in  our  experience  have  been  character- 
istically small-cell,  undifferentiated  bronchogenic 
carcinoma. 

In  pleural  and  abdominal  fluids  from  patients 
with  a chronic  effusion  in  heart  or  hepatic  dis- 
ease, mesothelial  cells  have  sometimes  caused  con- 
fusion. These  cells  may  appear  as  giant  hyper- 
plastic cells  and  may  even  have  a pseudoacinar 
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arrangement.  Evidence  of  phagocytosis  and 
uniformity  in  nuclear  size  and  the  nuclear-cyto- 
plasmic ratio  usually  indicate  their  true  charac- 
ter. 

We  feel,  and  conservative  observers  emphasize, 
that  the  positive  diagnoses  should  rest  upon  the 
finding  of  groups  of  many  frankly  cancerous  cells. 
Thus,  Liebow,  Lindskog  and  Bloomer  say,  “Re- 
liance was  placed  only  upon  groups  of  cells  possess- 
ing an  arrangement  suggesting  that  of  tissue,  not 
merely  upon  individual  atypical  cells.”1  Simi- 
larly, Papanicolaou  states  that  the  diagnosis 
should  be  “based  on  a strong  substantive  evi- 
dence offered  by  pathognomonic  cells  and  cell 
groups,”  and  that  “one  should  refrain  from  reach- 
ing a final  conclusion  on  the  strength  of  only  a 
few  cells.”2 

Lastly,  with  the  section  method  which  better 
preserves  exfoliated  cancerous  fragments,  the  di- 
agnosis not  infrequently  can  be  made  on  a truly 
histologic  basis.  Papillary  and  acinar  masses  of 
atypical  cells  can  be  diagnosed  at  a glance  as  ma- 
lignant. 

Observations 

Pleural  Fluids. — There  was  a total  of  95 
fluids  submitted  from  72  different  cases.  Twenty- 
five  fluids  in  17  different  patients  were  reported 
positive.  Of  these  17  patients,  cancer  was  proved 
by  tissue  biopsy  usually  of  the  primary  tumor  in 
15  cases.  In  two  others  there  was  strong  clinical 
or  x-ray  evidence  of  a primary  cancer.  Proof  of 
pleural  involvement  such  as  pleural  biopsy,  surgi- 
cal exploration,  or  postmortem  examination  was 
available  in  six  of  the  17  positive  cases,  while 
similar  proof  of  pleural  involvement  was  ob- 
tained in  six  cases  reported  as  negative.  Thus, 
out  of  23  cases  with  histologically  and  clinically 
probable  carcinomatosis  of  the  pleura,  a positive 
diagnosis  was  made  in  17,  or  74  per  cent  (Table  1). 
Of  12  cases  in  which  carcinomatosis  of  the  pleura 
was  proved,  either  at  surgery,  postmortem,  or  bi- 
opsy, six  (50  per  cent)  were  diagnosed  from  the 
fluid  examined.  The  same  results,  computed  per 
slide  rather  than  per  case,  showed  a total  of  25 
positive  slides  out  of  a possible  35,  or  71  per  cent. 
The  primary  cancer  site  of  these  positive  fluids 
was  known  to  be  the  lung  in  seven,  the  breast  in 
four,  the  ovary  in  three,  primary  mesothelioma  in 
one,  and  unknown  in  one  case.  No  false  positive 
pleural  fluid  was  reported. 

Abdominal  Fluids. — A total  of  91  fluids  were 
examined  from  72  cases.  Nineteen  fluids  from  16 
cases  were  reported  positive.  Of  the  16  positive 
cases,  12  had  surgical  or  postmortem  proof  of  car- 
cinomatosis of  the  peritoneum,  three  had  a 
proved  histologic  cancer  and  clinical  carcinoma- 
tous effusion,  and  one  case  diagnosed  on  clinical 
and  x-ray  grounds  died  without  autopsy. 


TABLE  1. — Number  of  Positive  Tumor  Cell  Diagnoses 
Obtained  from  Examination  of  Body  Fluids  and  Secre- 
tions 


Pleural  fluid 

Clinical  and  histologic 
pleural  carcinomatosis 
Histologically  proved  pieu- 
ral  carcinomatosis 
False  positive  reports 
Abdominal  fluid 

Clinical  and  histologic  per- 
itoneal carcinomatosis 
Histologically  proved  car- 
cinomatosis 
False  positive  reports 
Sputum 

Clinical  and  histologic 
bronchogenic  carcinoma 
Histologically  proved 

bronchogenic  carcinoma 
only 

False  positive  reports 
Bronchial  aspiration 

Clinical  and  histologic 
bronchogenic  carcinoma 
Histologically  proved 

bronchogenic  carcinoma 
False  positive  reports 


— Positive- 


Per  Case 

Per  Fluid 

74%  (17/23) 

71.4%  (25/35) 

50%  (6/12) 
0% 

44%  (8/18) 
0% 

64%  (16/25) 

64%  (19/30) 

57%  (12/21) 
0% 

57%  (15/26) 
0% 

20%  (5/25) 

14.7%  (5/34) 

33.3%  (5/15) 
0% 

21.7%  (5/23) 
0% 

38.8%  (7/18) 

31.8%  (7/22) 

46%  (6/13) 
0% 

37.5%  (6/16) 
0% 

Eleven  fluids  from  nine  cases  with  postmortem 
or  surgically  proved  peritoneal  carcinomatosis 
were  reported  negative. 

Of  the  clinical  and  histologically  proved  carci- 
nomatosis, 16  out  of  25  cases  (64  per  cent),  were  di- 
agnosed from  the  peritoneal  fluid  (Table  1 ).  If  only 
postmortem  or  surgical  biopsy  proved  cases  of 
carcinomatosis  are  considered,  12  out  of  21  cases, 
or  57  per  cent,  were  positive.  When  calculated 
per  fluid  rather  than  per  case,  the  percentages  are 
64  (19/30)  and  57  (15/26),  respectively.  No 
false  positive  reports  were  rendered. 

The  primary  site  in  the  16  positive  cases  in- 
cluded seven  ovary,  two  stomach,  two  pancreas, 
two  gastrointestinal  tract,  unspecified,  one  pri- 
mary mesothelioma,  one  gallbladder,  and  one 
cervix. 

Sputum. — Sixty-one  sputa  from  43  cases  were 
examined.  Of  these  43  cases,  15  were  histologi- 
cally proved  cancer  of  the  lung;  ten  cases  were 
x-ray  on  clinically  suspicious  bronchogenic  can- 
cers. In  the  remaining  cases,  various  nonmalig- 
nant  pulmonary  diseases  were  diagnosed.  Cancer 
cells  were  found  in  five  cases ; two  cases  had  sputa 
reported  as  suspicious.  The  five  positive  cases, 
as  well  as  the  two  suspicious,  were  all  histologi- 
cally proved  bronchogenic  cancers.  The  percent- 
age of  positives  calculated  on  the  basis  of  both 
the  histologically  proved  and  clinically  suspicious 
cases  is  20  (5/25)  and,  on  the  basis  of  only  the 
histologically  proved  cancers,  33.3  per  cent  (5/15). 
On  a “per  slide”  basis,  14.7  per  cent  (5/34)  of  the 
clinical  and  histologically  proved  bronchogenic 
cancers  were  positive  while  21.7  per  cent  (5/23) 
were  positive  when  only  histologically  proved  can- 
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| cers  are  considered  (Table  1).  No  false  positive 
i sputa  diagnoses  were  made. 

Bronchial  Aspiration. — Forty  bronchial 

fluid  specimens  from  36  cases  were  observed. 
i These  36  cases  included  13  with  histologically 
proved  bronchogenic  cancer  and  five  with  clinical 
i or  x-ray-suspicious  cancer.  The  remaining  non- 
neoplastic cases  included  bronchiectasis,  chronic 
bronchitis,  asthma,  tuberculosis,  lung  abscess, 

, empyema,  congestive  heart  failure,  etc.,  as  in  the 
; sputa  cases.  Seven  cases  with  seven  positive 
bronchial  secretions  were  observed.  Of  these 
. seven  positive  secretions,  six  came  from  histolog- 
; ically  proved  cancers;  one  came  from  a clinically 
and  x-ray-diagnosed  case  of  bronchogenic  cancer. 
Thus,  38.8  per  cent  (7/18)  of  both  the  clinically 
l ) suspicious  and  proved  bronchogenic  cancers  were 
i;  positively  diagnosed  by  bronchial  aspiration; 
ij  46  per  cent  (6/13)  of  histologically  proved  can- 
i cers  were  positively  diagnosed  (Table  1). 

No  false  positive  bronchial  aspirations  were  re- 
i ported. 

In  an  attempt  to  evaluate  the  effect  of  the  po- 
sition of  the  bronchial  cancer  on  the  fluid  diagno- 
sis, 32  sputa  and  bronchial  fluids  from  proved 
cases  in  which  bronchoscopy  had  been  done  were 
available.  Eleven  of  19  fluids  were  positive  when 
the  bronchoscopist  visualized  the  tumor,  while 
? only  three  of  13  fluids  were  positive  when  the  tu- 
mor was  not  visualized. 

Comment 

Comparing  the  present  results  with  those  re- 
ported in  the  literature  is  difficult  for  two  reasons. 

I First,  our  material  was  sectioned,  while  most  re- 
I ports  are  based  on  smears.  Second,  the  reported 
I results  with  the  exception  of  those  of  Liebow  et  al. 
are  calculated  on  a patient  or  case  basis.1  The 
number  of  slides  or  specimens  examined  per  pa- 
ll tient  has  varied  from  one  up  to  24  (Herbut  and 
Clerf  examined  six  to  24  slides  per  patient).3  It 
seems  to  us  that  reporting  results  on  a case  basis 
leads  to  difficulty  in  evaluating  the  accuracy  of 
different  studies  unless  the  number  of  slides  per 
patient  are  similar. 

Becker  and  Shaver  in  their  study  found  no  false 
positives.4  They  did  not  analyze  the  pleural  and 
peritoneal  fluids  separately  but  reported  18  posi- 
tives out  of  34  cases  with  serosal  carcinomatosis 
I (52.9  per  cent).  Combining  our  two  groups,  we 
find  18  out  of  33,  or  54.5  per  cent,  positive  in 
I cases  with  serosal  carcinomatosis. 

Papanicolaou,  working  with  sputum  smears, 
reported  18  positive  diagnoses  out  of  27  cases  of 
histologically  proved  bronchogenic  cancer,  or  66 
! per  cent  positive;  70  per  cent  positive  diagnoses 
| were  made  in  31  cases  of  both  clinical  and  histo- 
! logically  proved  bronchogenic  cancer.2  Liebow 


et  al.  report  42.8  per  cent  positive  sputa  smear  di- 
agnoses per  case  (three  and  two-tenths,  average 
number  of  slides  per  patient),  while  only  15.8  per 
cent  positive  sputa  diagnoses  per  slide.1  Wandall, 
using  sputa  smears,  found  84  per  cent  positive 
cases  out  of  100  cases  of  proved  bronchogenic 
carcinoma.8 

Herbut  and  Clerf,  studying  five  to  24  smears 
per  case  of  aspirated,  smeared  bronchial  fluid,  re- 
port 47  positives  of  57  cases  of  clinical  and  histo- 
logic bronchogenic  cancer,  or  82  per  cent  posi- 
tives.3 It  is  difficult  to  assess  Herbut  and  Clerf ’s 
report,  since  no  mention  is  made  of  false  positives, 
and  it  would  appear  that  they  made  no  attempt  to 
evaluate  the  method  on  both  positive  and  nega- 
tive patients.  McKay  and  Ware  report  74  per 
cent  (40/54)  positive  bronchial  fluid  smear  diag- 
noses (per  case)  using  an  average  of  four  and  one- 
tenth  slides  per  case.6  Liebow  et  al.  found  30  per 
cent  (9/30)  positive  bronchial  fluid  smears,  using 
one  slide  per  patient.1 

In  our  study,  approximately  twice  as  many 
positives  were  obtained  in  bronchial  fluid  as  com- 
pared to  sputum.  A similar  ratio  was  found  by 
Liebow  et  al.,  while  Woolner  reported  no  advan- 
tage of  bronchial  aspiration  over  sputum.1-7'8 

In  most  surgical  pathology  laboratories  a posi- 
tive tissue  diagnosis  of  cancer  closely  approaches 
100  per  cent  accuracy.  A false  positive  histologic 
diagnosis  of  cancer  is  a very  serious  error  for  any 
conscientious  pathologist.  It  is  then  rather  amaz- 
ing to  read  of  the  number  of  false  positive  sputa 
and  bronchial  secretions  reported  in  the  literature. 
McKay  and  Ware  gave  three  false  positives  out  of 
116  negative  cases,  or  2.6  per  cent;  Liebow  et  al. 
report  three  false  positive  sputa  out  of  59  nega- 
tive cases,  or  4.8  per  cent.1-6  Wandall’s  false  pos- 
itives amount  to  six  out  of  66  negative  cases,  or 
9.1  per  cent.5  Woolner  found  three  false  positives 
in  a series  of  150  sputa  and  bronchial  fluids.7-8 
Papanicolaou  had  no  false  positive  sputa  diagno- 
ses, and  his  attitude  toward  false  positive  diagno- 
ses is  worth  repeating:  “Failure  to  detect  malig- 
nant cells  in  a smear  is  in  a way  excusable,  but  the 
wrong  interpretation  of  findings  is  apt  to  be  se- 
verely criticized  and  to  cause  serious  doubt  as  to  the 
accuracy  and  dependability  of  the  test.”2  The  at- 
titude in  this  laboratory  has  always  been  that  spec- 
ificity should  not  be  sacrificed  for  sensitivity.  In 
our  study  a diagnosis  of  cancer  cells  in  a fluid  or  se- 
cretion is  highly  accurate.  A single  negative  re- 
port is  of  no  diagnostic  importance.  Only  when 
repeatedly  negative  fluids  or  secretions  are  found 
in  a given  case  can  any  significance  be  attached. 

Summary 

1.  Pleural  and  abdominal  fluid,  sputa,  and 
aspirated  bronchial  secretions  observed,  ip  this 


2676 


CONSTANTINE  AND  SHAVER 


[N.  Y.  State  J.  M. 


laboratory  for  a three-year  period  and  studied  by 
the  sectioned  sediment  method  are  analyzed. 

2.  Clinical  and  histologically  proved  carcino- 
matous pleural  or  ascitic  effusions  have  been  diag- 
nosed positive  by  this  method  with  an  accuracy  of 
approximately  60  to  75  per  cent. 

3.  Sputum  diagnosis  in  histologically  proved 
bronchogenic  cancer  was  positive  in  33.3  per  cent 
of  the  cases. 

4.  Bronchial  secretion  diagnosis  in  histologi- 
cally proved  bronchogenic  cancer  was  positive  in 
46  per  cent  of  the  cases. 

5.  No  false  positive  reports  were  encountered 


in  287  body  fluids  and  secretions  obtained  from 
223  patients. 
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THE  problem  of  the  relationship  of  alco- 
holism to  hepatic  lesions  is  a perennial  one. 
| Originally,  discussion  of  this  problem  was  re- 
v stricted  to  clinical  and  postmortem  findings. 
( Added  information  was  later  furnished  by  the 
.'  introduction  of  hepatic  function  tests.  Lately, 
r needle  biopsies  of  the  liver  have  been  employed 
I to  supply  further  data  on  the  problem.  In  this 
i respect  may  be  cited  several  recent  publica- 
|:  tions.1-4 

i Material  and  Methods 

We  report  on  87  needle  biopsies  of  the  liver  in 
ft  80  alcoholic  patients.  By  such  patients  we 
ft]  mean  those  who  were  admitted  to  the  alcoholic 
ft!  and  psychiatric  services,  nearly  always  in 

i acute  intoxication  and  occasionally  at  the  end 
' of  a spree,  through  their  own  request  or  by 
I order  of  the  police.  Ages  of  the  patients 
I ranged  from  twenty-four  to  sixty-eight  years. 

1 There  were  74  men  and  six  women.  All 
si  patients  were  chronic,  steady,  or  intermittent 
drinkers  for  months  to  years.  Forty-five 
;j  patients  had  multiple  admissions  (two  to  six 
; times)  to  our  hospital  for  alcoholism.  It  was 
! difficult  to  get  detailed  histories  of  diet,  but  we 
( could  be  sure  that  many  patients  before  ad- 
1 mission  to  the  hospital  had  lived  on  deficient 
i diets.  Our  biopsies  did  not  constitute  a series 
il  from  consecutive  patients;  however,  patients 
1 were  not  selected  specifically  for  biopsy,  al- 
I,  though  a number  were  likely  chosen  by  resident 
| physicians  because  some  evidence  suggested 
1 hepatic  disease. 

To  obtain  biopsy  specimens,  we  used  the 
| Vim-Silverman  needle  through  subcostal  or 
intercostal  approach.6  In  62  patients,  the  liver 
was  palpable  below  the  costal  margin.  Original 
j biopsies  were  made  one  to  sixty-three  days  after 
admission.  Thirty-eight  were  made  within  one 
week  after  admission;  three  were  over  three 
weeks  after  admission.  After  immediate 
I fixation  in  10  per  cent  formaldehyde,  biopsy 
specimens  were  sectioned  by  the  paraffin 
method  and  stained  with  hematoxylin-eosin. 
Prussian  blue  reaction  was  applied  to  77  speci- 
mens of  72  patients.  Results  for  iron-contain- 
! ing  pigment  were  graded  as  follows:  Class  I — 

* By  invitation. 
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little  or  no  iron  pigment,  Class  II — slight 
amount  of  iron  pigment,  Class  III— moderate 
to  distinct  amount,  and  Class  IY — marked 
amount. 

Concurrently  with  needle  biopsy,  we  tried  to 
carry  out  a battery  of  hepatic  function  tests  on 
each  patient.  These  tests,  with  abnormal 
ranges  set  by  us,  included  Van  den  Bergh  test 
(between  0.5  and  1 mg.  and  over  1 mg.  per  100 
cc.);  alkaline  phosphatase  (between  4 and  10 
Bodansky  units  and  over  10  units);  brom- 
sulfalein  test,  5 mg.-dose  (over  10  per  cent  re- 
tention after  one  hour);  serum  albumin  de- 
termination (below  3.5  Gm.  per  100  cc.); 
albumin-globulin  ratio  (less  than  1);  pro- 
thrombin level  (less  than  70  per  cent)  forty- 
eight-hour  cephalin  flocculation;  formol  gel; 
colloidal  gold  and  thymol  turbidity  tests  (over 
2 plus);  hippuric  acid  synthesis,  intravenous 
(less  than  0.7  Gm.),  and  hemoglobin  deter- 
mination (less  than  70  per  cent).  No  informa- 
tion in  regard  to  clinical  findings  or  results  of 
function  tests  was  given  the  pathologist  before 
he  completed  his  microscopic  report.  Each 
biopsy  was  described  independently  by  two 
pathologists. 

Results 

In  80  patients  microscopic  reports  on  the 
original  needle  biopsy  fell  in  these  general 
groups:  preserved  (“normal”)  liver,  13  cases; 
fatty  liver,  36  cases;  marked  fatty  liver  with 
cirrhosis,  seven  cases ; portal  cirrhosis,  20  cases ; 
unsatisfactory  or  unclassified,  four  cases. 

Preserved  (“Normal”)  Liver  (13  Cases). — 
The  patients  ranged  in  age  from  twenty-eight 
to  sixty-two  years  with  an  average  age  of  forty- 
five  years.  All  patients  were  men.  Eight 
showed  palpable  livers.  Biopsies  were  made 
from  two  to  twenty-one  days  after  admission; 
the  average  period  was  nine  days;  seven 
biopsies  were  made  within  one  week  after 
admission.  The  total  number  of  hepatic  func- 
tion tests  was  98.  Of  these,  ten  gave  abnormal 
results,  all  of  which  were  in  the  borderline  range 
except  three.  Iron  pigment  was  graded  Class 
I,  ten  cases,  and  Class  II,  two  cases. 

Fatty  Liver  (36  Cases). — In  this  group  the 
hepatic  changes  were  analyzed  as  follows: 
slight  fatty  change,  15  cases;  moderate,  13 
cases;  marked,  eight  cases. 
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Slight  fatty  change  {15  Cases). — The  patients 
ranged  from  thirty-six  to  fifty-nine  years  with 
an  average  age  of  fifty-three  years.  There 
were  14  men  and  one  woman.  Positive  physi- 
cal findings  included  palpable  liver  12,  atrophy 
of  tongue  four,  spider  nevi  two,  palpable 
spleen  one,  edema  one,  and  fever  one.  Biopsies 
were  made  two  to  eighteen  days  after  admis- 
sion; the  average  period  was  seven  days; 
eleven  biopsies  were  made  within  one  week 
after  admission.  The  total  number  of  hepatic 
function  tests  was  135.  Of  these,  20  tests  gave 
abnormal  results,  of  which  nine  were  beyond 
borderline  range.  Iron  pigment  was  graded 
Class  I,  ten  cases;  Class  II,  four;  Class  III, 
one  case. 

Moderate  fatty  change  {18  Cases). — The 
patients  ranged  from  thirty-one  to  sixty-eight 
years  with  an  average  age  of  forty-seven 
years.  All  patients  were  men.  Positive 
physical  findings  included  palpable  liver  ten, 
atrophy  of  tongue  five,  edema  four,  and  fever 
one.  Biopsies  were  made  one  to  fifteen  days 
after  admission;  the  average  period  was  eight 
days;  eight  biopsies  were  made  within  one 
week  after  admission.  The  total  number  of 
hepatic  function  tests  was  106.  Of  these,  28 
tests  gave  abnormal  results,  of  which  15  were 
beyond  the  borderline  range.  Iron  pigment 
was  graded  Class  I,  ten  cases,  and  Class  II, 
three  cases. 

Marked  fatty  change  {8  Cases). — The  pa- 
tients ranged  from  forty-one  to  sixty-two 
years  with  an  average  age  of  forty-nine  years. 
Seven  patients  were  men;  one  patient  was  a 
woman.  Positive  physical  findings  included 
palpable  liver  seven,  edema  one,  and  atrophy 
of  tongue  one.  Biopsies  were  made  one  to 
thirteen  days  after  admission;  the  average 
period  was  five  days;  seven  biopsies  were 
made  within  one  week  after  admission.  The 
total  number  of  hepatic  function  tests  was  69. 
Of  these  13  tests  gave  abnormal  results,  of 
which  six  were  beyond  the  borderline  range. 
Iron  pigment  was  graded  Class  I,  eight  cases. 

Marked  Fatty  Liver  with  Cirrhosis  (7 
Cases). — The  patients  ranged  from  twenty- 
four  to  sixty-six  years  with  an  average  age  of 
forty-six  years.  Five  patients  were  men;  two 
were  women.  Positive  physical  findings  in- 
cluded palpable  liver  seven;  spider  nevi  two; 
atrophy  of  tongue  two;  palpable  spleen  one; 
jaundice  one,  and  edema  one.  Biopsies  were 
made  two  to  twenty  days  after  admission; 
the  average  period  was  ten  days;  three  biop- 
sies were  made  within  one  week  after  admis- 
sion. The  total  number  of  hepatic  function 
tests  was  62.  Of  these  31  tests  gave  abnormal 
results,  of  which  23  were  beyond  borderline 


range.  Iron  pigment  was  graded  Class  I,  two 
cases;  Class  II,  two;  Class  III,  one  case. 

Portal  Cirrhosis  (20  Cases).— In  this  group 
the  hepatic  changes  were  analyzed:  cirrhosis 
with  fat,  seven  cases;  cirrhosis  without  fat,  ten 
cases;  cirrhosis  with  definite  jaundice,  two 
cases;  cirrhosis  with  marked  iron  pigment,  one 
case.  The  patients  ranged  from  thirty-four  to 
sixty-seven  years  with  an  average  age  of  fifty 
years.  Eighteen  patients  were  men;  two  were 
women.  Positive  physical  findings  included 
palpable  liver,  18;  jaundice,  nine;  edema,  nine; 
ascites,  six;  fever,  four;  spider  nevi,  three; 
palpable  spleen,  two;  atrophy  of  tongue,  two, 
and  neuritis  one.  On  clinical  grounds  eight  cases 
of  cirrhosis  were  judged  to  be  “compensated” 
and  12  cases  “decompensated.”  The  total 
number  of  hepatic  function  tests  was  173.  Of 
these,  90  tests  gave  abnormal  results,  of  which 
72  were  beyond  borderline  range.  Iron  pigment 
was  graded  Class  I,  12  cases;  Class  II,  four; 
Class  III,  two;  Class  IV,  one  case. 

In  the  groups  designated  as  “fatty  liver”  and 
“cirrhosis”  there  were  varying  degrees  of  re- 
gressive parenchymal  change,  interstitial  in- 
flammation, fibrosis,  iron-free  pigmentation, 
and  regeneration. 

Comment 

In  discussing  the  problem  of  the  relationship 
of  alcoholism  to  hepatic  lesions,  we  face  these 
questions.  Do  hepatic  lesions  occur  with  any 
frequency  in  alcoholic  patients,  and,  if  they  do. 
what  are  their  pattern  and  cause?  How  may 
the  hepatic  lesions  best  be  detected  intravitam? 

In  answer  to  the  first  question,  our  study  dis- 
closed 63  of  76  alcoholic  patients  with  hepatic 
lesions  from  slight  fatty  change  to  advanced 
portal  cirrhosis.  These  statistics  may  have  to 
be  qualified  by  the  number  of  patients,  the 
method  of  their  selection  for  biopsy,  and  the 
interval  from  admission  to  biopsy.  Fatty  liver 
is  noted  by  other  authors  in  needle  biopsy  and 
at  autopsy  as  a frequent  condition  in  acutely 
intoxicated  patients. 2-3>6  That  portal  cirrhosis 
occurs  with  a somewhat  greater  incidence 
among  chronic  alcoholics  than  among  tee- 
totalers has  also  been  reported.6 

The  biopsies  in  our  patients  could  be  ar- 
ranged in  a progression  from  slight  fatty  change 
through  marked  fatty  change  to  portal  cirrhosis 
which  closely  follows  the  development  of  portal 
cirrhosis  seen  in  experimental  animals  and 
theorized  for  human  beings.  In  certain  ex- 
periments, portal  cirrhosis  stems  from  fatty 
liver  of  sufficient  degree  and  duration.6  Connor 
postulates  three  stages  for  Laennec’s  cirrhosis 
in  human  beings:  (1)  fatty  liver,  (2)  fatty  liver 
with  fibrosis  (early  fat  cirrhosis),  and  (3) 
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cirrhosis  with  little  or  no  fat.7-8  Fatty  change 
and  cirrhosis  of  the  liver  in  alcoholic  patients  is 
complicated  sometimes  by  acute  or  recurring 
hepatitis.9 

Because  alcohol  itself  generally  fails  to  pro- 
duce cirrhosis  experimentally  and  because  a 
deficient  diet  generally  succeeds,  the  consensus 
of  opinion  today  is  that  fatty  change  and 
cirrhosis  of  the  liver  in  alcoholic  patients  is 
brought  about  primarily  by  influence  of  nu- 
tritional deficiency  which  accompanies  alco- 
holism rather  than  by  sole  direct  effect  of  the 
alcohol.6  In  our  patients,  histories  of  poor 
dietary  intake  for  food  elements  and  vitamins 
were  consistently  elicited.  Some  authors 
still  ascribe  a basic  role  to  alcohol  itself  in  the 
pathogenesis  of  fatty  liver  and  cirrhosis.7'8’10 

Why  biopsies  in  13  of  our  patients  revealed 
no  hepatic  lesions  remains  a matter  for  specula- 
tion. On  the  average,  factors  in  these  patients 
such  as  acute  chronic  alcoholism,  dietary  de- 
ficiency, and  interval  from  admission  to  biopsy 
coincided  with  those  in  patients  with  abnormal 
biopsies.  In  any  of  our  patients  we  cannot  ex- 
clude the  possibility  of  alleviation  of  hepatic 
lesions  through  abstinence  from  alcohol,  bed 
rest,  and  treatment  with  diet  and  other 
measures  in  the  interval  between  admission  to 
the  hospital  and  biopsy. 

Answering  the  question,  how  may  hepatic 
lesions  in  the  alcoholic  patient  best  be  de- 
tected intravitam,  we  will  consider  the  three 
diagnostic  methods  used  in  our  study — clinical 
examination,  hepatic  function  tests,  and  needle 
biopsy. 

Clinical  examination  was  of  limited  value  in 
detecting,  with  any  regularity  and  precision, 
the  extent  or  type  of  hepatic  lesions.  Indeed, 
although  we  reviewed  the  clinical  impressions 
of  hepatic  involvement  charted  on  admission  of 
our  patients,  we  have  not  listed  them  in  our 
results;  nor  have  we  attempted  to  correlate 
them  with  biopsy  findings,  for  we  feel  that,  ex- 
cept in  the  group  of  decompensated  cirrhosis, 
such  impressions  were  essentially  guesses  be- 
tween fatty  liver  and  Laennec’s  cirrhosis, 
based  on  the  presence  of  a palpable  liver  in  an 
alcoholic  patient.  It  is  easy  to  see,  therefore, 
why  clinical  examination  was  of  limited  value 
in  detecting  hepatic  lesions.  The  physician 
usually  depended  upon  a palpable  liver  for  his 
fundamental  diagnostic  criterion.  Hepatic 
lesions  existed  regardless  of  whether  the  liver 
was  palpable.  In  eight  of  13  livers,  described 
histologically  “normal,”  the  organ  was  pal- 
pable. On  the  other  hand,  among  63  patients 
with  hepatic  lesions  from  slight  fatty  change  to 
cirrhosis,  the  liver  was  not  palpable  in  nine  (two 


apparently  atrophic  cirrhosis).  Fewer  livers 
were  “not  palpable”  in  marked  fatty  change 
and  in  cirrhosis  than  in  slight  to  moderate 
fatty  change. 

Even  with  a palpable  liver  clinical  distinc- 
tion between  fatty  liver  and  cirrhosis  was  diffi- 
cult. Physical  findings  like  palpable  spleen, 
jaundice,  ascites,  spider  nevi,  and  edema,  es- 
pecially when  in  combination,  were  associated, 
for  the  most  part,  with  the  palpable  liver  of 
cirrhosis,  but  certain  cirrhotic  patients  were 
clinically  compensated.  Further,  some  of  the 
aforementioned  findings  are  reported  to  occur  in 
patients  without  advanced  cirrhosis.  Such 
physical  findings  may  denote  hepatic  functional 
insufficiency  and  need  not  necessarily  mean  ir- 
reversible cirrhotic  changes. 

Although  hepatic  functions  tests  were  more 
revealing  of  hepatic  lesions  than  clinical  ex- 
amination, they  also  possessed  definite  limita- 
tions. Results  of  function  tests  correlated 
fairly  well  with  histologic  findings  in  the  group 
of  livers  we  described  “normal.”  In  this  group 
10  per  cent  of  the  tests  gave  abnormal  results, 
with  three  of  ten  results  beyond  the  borderline 
range.  In  the  group  with  slight  to  marked 
fatty  liver,  20  per  cent  of  the  tests  gave  ab- 
normal results,  of  which  50  per  cent  were  be- 
yond the  borderline  range. 

In  the  group  of  livers  with  marked  fatty 
change-cirrhosis  and  advanced  portal  cirrhosis, 
50  per  cent  of  the  tests  gave  abnormal  results, 
of  which  74  to  80  per  cent  were  beyond  the 
borderline  range.  From  a functional  stand- 
point marked  fatty  liver  with  cirrhosis  came 
closer  to  advanced  portal  cirrhosis  than  to 
marked  fatty  liver  without  fibrosis.  In  ad- 
vanced portal  cirrhosis,  the  compensated  livers 
made  up  40  per  cent  of  the  group  and  supplied 
25  per  cent  of  abnormal  tests,  of  which  67  per 
cent  gave  results  beyond  borderline  range.  The 
decompensated  livers,  composing  60  per  cent 
of  the  group,  supplied  75  per  cent  of  abnormal 
tests,  of  which  83  per  cent  gave  results  beyond 
borderline  range.  Combinations  of  tests  were 
more  dependable  than  single  tests,  since  in 
many  cases  only  certain  tests  were  abnormal. 
The  more  severe  the  hepatic  lesions,  the  more 
frequent  was  the  incidence  of  multiple  positive 
tests  per  individual  patient.  Lack  of  absolute 
correlation  between  function  tests  and  hepatic 
lesions  is  well  known  and  has  been  explained  by 
reserve  and  regenerative  power  of  liver,  by  the 
numerous  independent  hepatic  functions,  and 
by  the  type  of  lesions.11-12 

In  fatty  liver,  cephalin  flocculation  and  for- 
mol  gel  gests,  hippuric  acid  synthesis,  and 
bromsulfalein  test  furnished  positive  results 
more  consistently  than  other  tests.  In  marked 
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fatty  liver  with  cirrhosis  and  in  advanced 
portal  cirrhosis  the  most  reliable  tests  were 
Yan  den  Bergh,  bromsulfalein,  cephalin  floccu- 
lation, and  formol  gel  tests.  Of  less  reliability 
were  serum  albumin  determination,  albumin- 
globulin  ratio,  prothrombin  level,  colloidal 
gold  and  thymol  turbidity  tests,  and  hippuric 
acid  synthesis.  Serum  albumin  slightly  out- 
ranked the  albumin-globulin  ratio  in  number  of 
abnormal  results.  Colloidal  gold  and  thymol 
turbidity  tests  were  positive  only  in  the  cir- 
rhotic group.  Alkaline  phosphatase  tended  to 
exceed  10  units  as  jaundice  increased. 

In  view  of  the  diagnostic  limitations  of 
clinical  examination  and  functions  tests  in  our 
study,  we  feel  that  needle  biopsy  is  the  only 
method  for  detecting  hepatic  lesions  in  the 
alcoholic  patient  with  regularity  and  precision . 
Needle  biopsy  demonstrates  not  only  the  type 
but  also  the  degree  of  hepatic  involvement. 
Thus,  it  offers  valuable  and  challenging  infor- 
mation for  the  treatment  and  prognosis.  As 
Himsworth  remarks,  “The  seriousness  of 
hepatic  disease  in  alcoholic  patients  is  often 
not  clinically  obvious  until  the  last  stages. 
Puncture  biopsy  by  allowing  its  appreciation 
at  an  earlier  stage  may  enable  a decisive  in- 
fluence to  be  brought  to  bear  upon  many  mem- 
bers of  the  group  while  their  illness  is  still 
curable.”  To  certain  objections  against  needle 
biopsy  of  the  liver  as  a diagnostic  procedure, 
we  can  make  these  comments.  In  our  series  of 
80  alcoholic  patients  we  encountered  no 
serious  complication  from  needle  puncture. 
(Hazards  reported  in  the  literature  comprise 
hemorrhage,  infection,  and  perforation  of 
viscus.)  The  objection  that  findings  in  a thin 
needle  biopsy  may  not  represent  those  in  other 
parts  of  the  liver  does  not  hold  in  alcoholic 
patients  because  fatty  liver  and  portal  cirrhosis 
are  diffuse  processes.  With  a cooperative 
patient,  experienced  operator,  and  an  adept 
technician,  the  number  of  unsatisfactory  speci- 
mens should  reach  a minimum. 

Prognostically,  with  repeated  needle  biopsy 
one  can  follow  hepatic  lesions  in  response  to 
therapy  or  in  progress  under  continued  alco- 
holism. On  these  points  our  study  presented 
no  conclusive  data.  In  biopsy  of  one  moderate 
fatty  liver  five  weeks  after  the  first  biopsy,  the 
amount  of  fat  was  unchanged.  Among  three 
cirrhotic  livers  with  biopsies  three  and  one-half, 
four  and  one-half,  and  seven  weeks  after  the 
first,  two  showed  some  decrease  in  fat;  the 
cirrhosis  was  unaltered.  Two  patients  with 
slight  and  moderate  fatty  liver  and  one  patient 
with  cirrhosis  had  readmissions  for  alcoholism 
twenty-two  weeks,  thirteen  months,  and  one 
year,  respectively,  after  the  first  biopsy  when 


second  specimens  contained  same  amount  of 
fat.  Five  of  our  patients  died  in  the  hospital: 
four  in  the  cirrhotic  group  (ruptured  esophageal 
varices,  two;  acute  jaundice,  one;  tuberculous 
peritonitis  and  hematogenous  tuberculosis, 
one);  one  with  moderate  fatty  liver  (lobar 
pneumonia).  Two  postmortem  examinations 
of  the  liver  confirmed  the  biopsy  diagnosis  of 
cirrhosis. 

Of  12  “normal”  livers  stained  for  iron  pig- 
ment, only  two  showed  more  than  minimal 
amount.  The  cirrhotic  livers  had  the  greatest 
number  with  large  quantities  of  iron  pigment. 
In  general,  pigment  in  slight  and  moderate 
amount  was  distributed  in  parenchymal  cells  as 
fine  blue  granules.  With  increasing  amounts, 
pigment  became  more  prominent  as  denser 
aggregates  in  parenchymal  cells  and  also  in 
Kupfer  cells,  portobiliary  spaces,  and  fibrous 
tissue  between  nodules.  Iron  pigment  ap- 
peared first  and  most  strikingly  in  peripheral 
zones.  In  two  cirrhotic  livers  the  iron  pig- 
mentation was  of  such  degree  that  one  was 
labeled  “pigment  cirrhosis”  and  the  other  was 
considered  in  relation  to  this  entity.  Re- 
peated needle  biopsy  of  the  liver  may  prove  a 
new  method  to  study  the  pathogenesis  of  pig- 
ment cirrhosis  and  hemochromatosis.  Gillman 
and  Gillman,  from  their  observations  on  the 
fatty  liver  of  adult  pellagrins,  state  that  “the 
siderosis  represents  a profound  disturbance  in 
intracellular  metabolism”  and  “is  a good  indi- 
cator of  the  chronicity  of  the  malnutrition.”13-14 
Besides  iron  pigment  and  bile  pigment  we  saw 
an  iron-free  pigment  which  in  certain  sections 
was  as  apparent  as  the  iron  pigment.  Similar 
pigment  has  been  described  by  Gillman  and 
Gillman.13-14 


Summary 

Needle  biopsies  of  the  liver  were  made  on  80 
alcoholic  patients,  nearly  all  of  whom  were  in  a 
state  of  acute  intoxication  on  admission  to  the 
hospital.  The  hepatic  findings  fell  into  the 
following  groups:  Preserved  (“normal”)  liver, 
fatty  liver,  fatty  liver  with  cirrhosis,  and  portal 
cirrhosis.  A correlation  was  attempted  between 
the  histologic  picture  in  the  various  groups  and 
the  available  function  tests  in  each  case.  Seven 
patients  had  repeat  biopsies.  Stain  for  the 
presence  of  iron-containing  pigment  was  done 
on  77  specimens  of  72  patients. 

We  are  indebted  to  Mrs.  Victoria  Coppola  and  Miss 
Dorothy  Antkowiak  for  technical  assistance. 
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Discussion 

K.  L.  Terplan,  M.D.,  Buffalo.— To  all  of  us  who 
are  called  upon  to  give  a diagnosis  on  minute  par- 
ticles of  liver  tissue  obtained  through  a needle,  the 
findings  presented  by  Dr.  Sanes  are  impressive.  I 
believe  Dr.  Sanes  and  his  associates  should  be  con- 
gratulated on  the  work  accomplished,  in  which  the 
corroboration  of  clinical  data,  including  various  liver 
function  tests  pointing  to  liver  damage,  by  certain 
microscopic  structural  changes,  is,  perhaps,  the  most 
informative  one,  for  we  all  know  the  limitations  in- 
herent in  interpreting  fatty  changes  in  the  liver,  in 
general,  and  in  these  so-called  “minute  liver  slivers,” 
in  particular.  It  is  fortunate  that  the  material  ob- 
tained by  needle  biopsy  is  taken  from  the  lateral 
portions  of  the  liver.  Here  focal  accumulation  of  fat 
involving  numerous  liver  cells  is  usually  not  ob- 
served in  otherwise  not  fatty  livers.  This  peculiar 
focal  fatty  change  is,  not  uncommonly,  close  to  the 
falciform  ligament.  Whether  or  not  slight  or 


moderate  fatty  change  in  the  biopsy  material  is  re- 
flecting actual  liver  damage  might  sometimes  be 
difficult  to  state,  but  it  is  especially  in  these  cases  of 
chronic  alcoholics  in  which  any  future  information  as 
to  the  progression  of  liver  disease  to  cirrhosis  and 
fatal  outcome  on  the  one  hand,  or  possible  recovery 
on  the  other  hand,  might  be  of  great  value.  The 
minute  size  of  the  material  obtained  by  needle 
biopsy  is,  in  itself,  prohibitive  of  complete  histologic 
analysis,  including,  in  particular,  various  staining 
methods  for  fat.  Perhaps,  in  some  instances,  gelatin 
imbedding  of  the  material  could  be  tried  for  fat 
stains. 

From  various  reports  in  the  literature,  including 
extensive  studies  on  postmortem  material,  it  seems 
to  be  realized  more  and  more  that  there  is  no  diffuse 
storage  of  fat  in  otherwise  normal  livers.  The  diffuse 
fatty  changes  (steatosis)  seen  in  some  chronic  alco- 
holics is  possibly  reflecting  similar  nutritional  de- 
ficiencies as  those  observed  in  some  chronic  infectious 
diseases  as,  for  instance,  tuberculosis. 

If  I might  digress  from  Dr.  Sanes’s  findings  in 
chronic  alcoholic  patients  for  a moment,  we  found 
the  needle  biopsy  very  informative  and  a reliable 
diagnostic  method  in  numerous  instances  of  liver 
disease,  especially  in  the  differential  diagnosis  of 
icterus.  The  diffuse  hepatocellular  damage,  collapse 
of  liver  cells  with  ectasia  of  capillaries  (red  atrophy) 
on  the  one  hand,  and  numerous  bile  thrombi  within 
the  not  too  impressively  damaged  liver  cells  on  the 
other  hand — these  findings  proved  to  be  very  re- 
liable for  the  differential  diagnosis  of  hepatitis  and 
toxic  dystrophy  and  obstructive  jaundice.  The  so- 
called  inflammatory  element  might  be  just  as  con- 
spicuous in  acute  and  subacute  dystrophic  liver 
damage  as  in  ascending  cholongitis. 


FEWER  PHYSICIANS  GRADUATED  IN  1949 
The  American  Medical  Association  reported  re- 
cently that  the  1949  class  of  physicians  was  the  small- 
est graduated  in  ten  years,  but  that  the  incoming 
crop  of  freshman  this  fall  is  expected  to  be  the  largest 
on  record.  The  A.M.A.,  making  its  annual  report 
on  medical  education  in  the  United  States  and 
Canada,  said  that  5,094  physicians  were  graduated 
in  this  country  in  June,  compared  with  5,543  the 
previous  year.  The  small  number  of  graduates 
was  attributed  to  the  fact  that  the  graduates  started 
training  in  the  last  year  of  the  war,  when  medical 


students  were  not  granted  deferment  under  selective 
service. 

However,  the  A.M.A.  said  the  expected  enrollment 
of  freshmen  in  American  medical  schools  this  fall 
is  6,900,  the  largest  on  record.  Last  year’s  fresh- 
men totaled  6,688. 

Of  this  year’s  graduates,  612  were  women,  the 
largest  number  in  history.  The  previous  record 
was  392  in  1948.  Canadian  schools,  the  A.M.A. 
said,  graduated  679  physicians  this  year,  compared 
with  632  in  1948. 


THE  TOXICOLOGY  LABORATORY  AND  ITS  IMPORTANCE  TO 
THE  COMMUNITY 

Niels  C.  Klendshoj,  M.D.,  and  Milton  Feldstein,  B.S.,*  Buffalo,  New  York 
{From  the  Toxicology  Division,  Department  of  Pathology,  University  of  Buffalo  School  of  Medicine) 


FACILITIES  for  toxicologic  investigations 
are  inadequate  throughout  the  United  States 
as  a whole.  Although  many  clinical  laboratories 
are  capable  of  performing  a few  selected  routine 
determinations  such  as  lead,  arsenic,  and  bar- 
biturates, only  a few  large  centers  possess  labora- 
tories sufficiently  well  staffed  and  equipped  to 
handle  full-scale  toxicologic  investigations.  It  is 
truly  amazing  that  American  pathologists  in 
general  have  been  so  disinterested  and  complacent 
about  lack  of  access  to  toxicology  laboratories. 
We  would  not  hesitate  to  state  that  a pathology 
service  without  a competent  toxicologist  is  handi- 
capped as  much  as  any  medical  or  surgical  service 
would  be  without  modern  clinical  laboratories. 

The  long-recognized  need  for  a toxicology  lab- 
oratory in  Buffalo  resulted  last  year  in  the  crea- 
tion of  a Division  of  Toxicology  within  the  De- 
partment of  Pathology  of  the  University  of  Buf- 
falo School  of  Medicine.  Inasmuch  as  the  sub- 
ject of  toxicology  is  being  brought  to  the  fore 
throughout  the  country  today,  we  thought  that  it 
might  be  of  general  interest  to  relate  some  of  the 
considerations  upon  which  we  based  the  organiza- 
tion of  our  toxicology  division  and  also  to  relate 
some  of  our  experiences  over  a period  of  slightly 
more  than  a year  since  the  laboratory  began  to 
function. 

When  the  establishment  of  the  laboratory  be- 
came a definite  possibility,  our  primary  considera- 
tion was  to  obtain  an  estimate  of  the  magnitude 
and  scope  of  the  functions  it  would  be  required  to 
carry  out.  In  order  to  do  this,  one  of  us  spent  two 
weeks  as  an  observer  in  the  toxicology  depart- 
ment of  the  chief  medical  examiner’s  office  in  New 
York  City.  The  greatest  part  of  the  service  of 
this  laboratory  consists  of  handling  material  sub- 
mitted by  the  various  medical  examiners.  Be- 
cause of  the  magnitude  of  this  material,  it  repre- 
sents a good  cross  section  of  what  demands  a 
toxicology  laboratory  should  be  able  to  meet. 
From  these  observations  we  came  to  the  con- 
clusion that,  although  other  laboratories  would,  of 
necessity,  be  operating  on  a smaller  scale  in  regard 
to  the  number  of  determinations,  they  would  be 
required  to  handle  an  equally  extensive  variety  of 
problems.  That  these  expectations  have  been 
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confirmed  is  shown  by  the  fact  that,  out  of  a total 
of  187  cases  handled,  determinations  were  made 
for  27  different  substances.  This  means  that  a 
toxicology  laboratory  should  serve  a relatively 
large  population;  our  estimate  is  that  approxi- 
mately one  million  people  is  preferable  if  its  func- 
tion is  primarily  to  investigate  cases  submitted  by 
hospital  pathologists  and  medical  examiners.  It 
is  our  opinion  that  laboratories  established  to 
serve  smaller  groups  of  people  would  have  to  fill 
other  functions  for  the  sake  of  economy  and  thus, 
in  many  cases,  be  forced  to  compromise  on  the 
quality  of  services  available.  Furthermore,  a 
laboratory  needs  to  be  of  a certain  size  to  offer 
opportunities  for  research.  We  feel  this  is  par- 
ticularly important,  not  only  because  experience 
has  shown  that  an  investigative  unit  will  maintain 
higher  standards  if  it  devotes  part  of  its  time  to 
research,  but  also  because  there  is  a definite  need 
for  information  about  almost  every  branch  of  the 
work. 

The  ideal  place  for  a toxicology  laboratory  is  a 
medical  school,  primarily  because  toxicology 
should  be  practiced  in  close  cooperation  with  a 
teaching  department  of  pathology  wherever 
possible.  Such  close  relationship  between  path- 
ology and  toxicology  may  eventually  form  a good 
practical  nucleus  for  the  future  development  of  a 
full-fledged  department  devoted  to  the  teaching 
of  forensic  medicine.  Our  toxicology  laboratory 
is,  as  already  mentioned,  a division  within  the  De- 
partment of  Pathology  of  the  University  of 
Buffalo  School  of  Medicine.  It  serves  as  the 
official  toxicology  laboratory  for  the  county 
medical  examiner’s  office,  and  it  is  also  associated 
with  the  Crime  Detection  Laboratory  of  the 
Buffalo  City  Police  in  a supplementary  and  ad- 
visory capacity.  Efforts  are  being  made  to  de- 
velop working  arrangements  with  the  area  hos- 
pitals and  their  pathologic  laboratories,  and,  of 
course,  our  services  can  be  engaged  by  any 
legitimate  practitioner  or  official  body  with 
authority  to  request  toxicologic  investigations. 

It  is  not  particularly  difficult  to  point  out  the 
importance  of  a toxicology  laboratory  to  the 
community  as  a whole.  A point  that  should  be 
heavily  stressed  is  the  importance  to  the 
medical  profession — general  practitioners  and 
specialists  alike.  In  spite  of  a natural  distaste  on 
the  part  of  most  physicians  to  testify  in  court 
cases,  almost  every  physician  in  the  course  of  his 
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practice  must  appear  as  an  expert  witness  from 
time  to  time.  Many  cases,  with  particular  em- 
phasis on  those  which  come  principally  under  the 
Workmen’s  Compensation  Act,  involve  effects  of 
exposure  to  poisonous  substances.  The  doctor’s 
expert  testimony  too  often  must  be  based  on 
purely  clinical  impressions,  and  we  are  sure  that 
the  doctor  himself  frequently  feels  that  his 
testimony  is  not  entirely  expert.  Confirmative 
laboratory  work  by  a competent  toxicologist  can 
supply  data  upon  which  the  attending  physician 
may  base  his  testimony  with  greater  assurance. 

We  shall  present  some  statistical  figures  illus- 
trating the  type  of  determinations  which  the 
toxicology  laboratory  has  been  requested  to  per- 
form in  the  period  between  February  1,  1948,  and 
March  15,  1949,  which  is  a little  more  than  the 
first  year  of  operation.  During  this  period  a total 
of  187  cases  were  investigated,  of  which  99 
originated  in  the  medical  examiner’s  office.  These 
99  cases  represent  most  of  the  medical  examiner’s 
cases  in  which  the  county  pathologist  was  re- 
quested to  perform  an  autopsy.  This  is  not  to  be 
interpreted  as  suggesting  that  violent  deaths  in 
Buffalo  are  almost  exclusively  caused  by  those 
following  in  the  footsteps  of  the  famous  Borgia, 
but  it  does  indicate  the  medical  examiner’s  in- 
terest in  the  state  of  sobriety  of  those  meeting 
violent  death,  because  brain  and  blood  alcohol  de- 
terminations were  performed  in  63  cases.  Thirty- 
five  of  these  tests  for  alcohol  were  positive,  sug- 
gesting the  relative  frequency  with  which  cases  in- 
vestigated by  the  medical  examiner  meet  death 
while  under  the  influence  of  alcohol.  Relatively 
few  blood  alcohol  determinations  during  life  were 
performed.  This  is  not  the  place  to  discuss  the 
merits  of  blood  alcohol  tests,  but  one  instance  may 
serve  to  illustrate  the  usefulness  of  the  test  under 
unusual  circumstances. 

A plaintiff  in  a Workmen’s  Compensation 
action  during  a final  hearing  behaved  in  a manner 
which  suggested  severe  intoxication,  and  the 
court  suspended  proceedings.  A blood  alcohol 
determination,  performed  by  the  toxicology  lab- 
oratory immediately  after,  established  the  fact 
that  the  plaintiff’s  blood  was  entirely  free  of 
alcohol  and  that  his  behavior  had  been  due  to  ill- 
ness. 

During  the  period  under  discussion,  21  tests  for 
barbiturates  in  blood  or  central  nervous  tissue 
were  performed,  in  which  10  tests  were  found  to  be 
positive.  From  a purely  clinical  standpoint  it 
may  not  be  of  major  importance  which  one  of  the 
many  commercially  available  brands  of  bar- 
biturates were  involved,  but  medi  colegal  considera- 
tions at  times  make  it  important  to  identify  the 
actual  barbiturate  used.  In  two  specific  cases  we 
cooperated  with  the  Federal  Food  and  Drug  Ad- 
ministration by  identifying  the  actual  bar- 


biturates used,  thus  aiding  this  law  enforcement 
agency  in  its  efforts  to  check  possible  illegal  dis- 
tribution channels  for  barbiturates.  Complica- 
tions in  the  determination  of  barbiturates  arise 
from  the  prevailing  custom  of  using  combinations 
of  short-  and  long-acting  barbiturates.  A toxi- 
cology laboratory  should  be  prepared  to  separate 
such  mixtures  of  barbiturates  and  should  also  be 
able  to  identify  each  of  the  barbiturates  available 
commercially. 

The  laboratory  performed  16  tests  for  carbon 
monoxide,  of  which  12  were  positive.  Of  course, 
quantitative  tests  for  carbon  monoxide  are  per- 
formed in  many  laboratories  and  do  not  present 
any  special  technical  difficulties,  but  it  is  im- 
portant to  have  available  easily  accessible  facilities 
for  quantitative  determinations,  because  carbon 
monoxide  poisoning  is  common  and  legal  issues 
may  often  depend  on  promptly  performed  chemi- 
cal tests.  For  instance,  we  had  a case  of  a work- 
man who  became  ill  while  doing  repair  work  on  a 
chimney.  He  was  suspended  from  a scaffolding  at 
a considerable  height  and  fell  to  his  death  before 
help  could  reach  him.  The  workman  was  en- 
gaged by  a contractor  performing  the  repair  work 
and  was  not  employed  by  the  owner  of  the  in- 
dustrial plant.  The  owner  and  the  contractor 
carried  compensation  insurance  with  two  dif- 
ferent insurance  companies.  The  immediate 
analysis  of  the  blood  of  the  deceased  revealed  a 
large  degree  of  carbon  monoxide  saturation,  and 
this  finding  was  instrumental  in  fixing  the  finan- 
cial responsibility. 

During  the  period  mentioned  above,  we  have 
been  called  upon  to  investigate  poisoning  with 
mercury,  arsenic,  and  lead.  We  have  obtained 
positive  tests  for  mercury  in  seven  cases,  for 
arsenic  in  six  cases,  and  for  lead  in  22  cases. 
Practically  all  the  lead  cases  have  involved  action 
under  the  Workmen’s  Compensation  Act. 

Our  laboratory  has  performed  quantitative  de- 
terminations for  silica  on  lung  tissue  in  nine 
cases.  It  is  quite  remarkable  that,  in  these  nine 
cases,  only  two  were  found  to  have  less  than  100 
mg.  of  silicon  dioxide  per  100  Gm.  of  tissue,  thus 
confirming  in  seven  cases  the  suspicion  of  the 
pathologist  that  the  fibrotic  state  of  the  lungs  was 
due  to  silicosis. 

We  have  been  able  to  confirm  five  cases  sus- 
pected of  morphine  poisoning  and  two  of  atropine 
poisoning.  We  have  also  investigated  one  case  of 
suspected  aconitine  poisoning,  but  we  were  unable 
to  determine  the  presence  of  this  alkaloid.  Other 
cases  investigated  involved  one  instance  of  nitrite 
poisoning,  one  of  borate  poisoning,  two  iodide  and 
one  bromide  poisonings.  In  addition,  two  fatal 
cases  of  methyl  bromide  poisoning  may  be  men- 
tioned, one  case  involving  chloral,  one  the 
accidental  poisoning  with  methyl  salicylate,  and 
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two  other  cases  of  poisoning  by  ingested  salicyl- 
ates. Altogether  five  tests  were  performed  for 
cyanide,  of  which  two  were  positive. 

Our  services  were  engaged  in  one  case  in  which 
a child  died  as  the  result  of  the  substitution  of 
pontocaine  for  procaine  for  cystoscopic  purposes. 
In  this  case  an  investigation  by  the  proper 
authorities  indicated  all  safeguards  in  the  han- 
dling of  the  local  anesthetic  had  been  observed  and 
that  no  mistake  could  have  been  made.  However, 
our  laboratory  demonstrated  immediately  that 
the  solution  used  contained  pontocaine  instead  of 
procaine  and  that  the  mistake  in  handling  had 
occurred  in  spite  of  all  precautions.  It  is  un- 
fortunate that  such  accidents  should  ever  happen, 
but  even  the  best  planned  safeguards  involving 
the  human  element  are  not  infallible,  and  the 
services  of  a competent  laboratory  can  at  least  aid 
in  clarifying  otherwise  unexplainable  events. 

It  may  be  interesting  to  mention  just  in  passing 
that  our  laboratory  during  the  period  under  dis- 
cussion performed,  altogether,  764  individual 
tests  and  determinations.  This  number  of  tests 
includes  a great  deal  of  work  in  13  cases  of  unex- 
plained deaths.  In  these  cases  no  particular 
reasons  were  advanced  for  suspicion  of  poisoning, 
and  toxicologic  work  was  supplementary  to  the 
general  pathologic  investigations  in  order  to  rule 
out  the  presence  of  poisons. 

We  cannot  state  at  present  that  we  have  very 
definite  plans  for  the  future  development  of  our 
toxicology  laboratory.  Unquestionably,  the  per- 
formance during  the  first  year  of  operation  and 
the  general  interest  evinced  by  various  institu- 
tions in  our  community  assure  development  along 
lines  already  established.  We  hope  that  there  will 
be  increasing  cooperation  between  our  laboratory 
and  doctors  and  engineers  interested  in  prevention 
of  poisoning  in  our  industrial  plants.  Such  team- 
work as  we  visualize  in  this  respect  in  the  future 
may  very  well  become  an  example  of  preventive 
medicine  at  its  best. 

One  may  perhaps  also  think  of  the  future  on  a 
broader  scale  than  that  strictly  pertaining  to 
benefits  to  the  local  community.  In  particular, 
we  have  in  mind  the  steadily  expanding  need  for 
investigative  work  on  the  toxicology  of  new  drugs. 
Federal  Food  and  Drug  Laws  enacted  some  years 
ago  have  contributed  immensely  to  the  safe  use  of 
new  therapeutic  remedies  as  well  as  control  of 
potency  and  purity  of  drugs.  The  cooperative 
spirit  between  the  Federal  Food  and  Drug  ad- 
ministration and  the  pharmaceutical  industry  has 
contributed  to  recognized  methods  for  toxicologic 
investigations,  and  it  is  very  desirable  on  the  part 
of  government  agencies  as  well  as  pharmaceutical 
houses  to  have  independent  toxicologic  facilities 
available.  We  feel  that  cooperative  arrangements 
between  toxicology,  pathology,  and  pharmacology 


departments  in  medical  schools  are  ideally  suited 
for  such  purposes. 

This  paper  would  be  incomplete  without  a 
word  of  appreciation  of  the  advice  in  respect  to 
the  operation  of  a toxicology  laboratory  extended 
from  the  office  of  the  chief  medical  examiner  in 
New  York  City.  The  cooperation  and  help  given 
by  Dr.  Thomas  A.  Gonzales,  chief  medical 
examiner,  and  Dr.  Alexander  0.  Gettler,  city 
toxicologist,  as  well  as  members  of  their  staff,  are 
sincerely  appreciated  in  Buffalo. 

Summary 

We  have  described  briefly  some  of  the  pre- 
liminary considerations  upon  which  we  based  the 
establishment  of  the  Toxicology  Division  within 
the  Department  of  Pathology  in  the  University  of 
Buffalo  School  of  Medicine.  We  have  also  re- 
lated some  of  our  experiences  during  a period  of 
slightly  more  than  a year  of  operation  of  this  new 
division. 

Discussion 

Samuel  Sanes,  M.D.,  Buffalo. — Discussing  this 
paper  as  pathologist  in  the  Medical  Examiner’s 
Office  of  Erie  County,  I wish  to  express  gratitude  to 
Dr.  Klendshoj  and  Mr.  Feldstein  for  the  help 
which  they  have  given  us  in  the  solution  of  our  cases, 
particularly  those  which  were  autopsied.  Toxi- 
cologic investigations  are  indispensable  in  medico- 
legal work.  From  the  time  the  toxicology  laboratory 
went  into  operation  until  today,  we  submitted  ma- 
terial in  75  per  cent  of  our  autopsies  for  study.  In  15 
to  20  per  cent  of  our  autopsies,  poisoning  was  the 
primary  or  a chief  cause  of  death.  Toxicologic  in- 
formation was  of  great  value  also  in  other  cases 
where  poison  played  a contributory  or  incidental 
part.  The  toxicology  laboratory  gives  us  not  only  a 
qualitative  report,  but  also  a quantitative  analysis; 
further,  it  determines  the  specific  agent  in  a group 
like  the  barbiturates.  Such  information  is  of  special 
importance  to  us. 

I should  like  to  cite  types  of  cases  with  examples  in 
which  the  medicolegal  pathologist  depends  upon  the 
toxicologic  laboratory  for  help. 

1.  Those  cases  in  which  autopsy  is  negative  for 
organic  findings:  An  elderly  man  is  found  dead  in 
his  hotel  room.  The  toxicologist  proves  morphine  in 
gastric  contents  and  tissue.  Morphine  is  also  demon- 
strated in  the  contents  of  a bottle  picked  up  by 
police  in  the  bathroom. 

2.  Those  cases  in  which  autopsy  shows  organic 
findings  for  which  a cause  must  be  determined:  An 
elderly  woman  with  gastrointestinal  complaints 
dies  shortly  after  admission  to  the  hospital  in  shock 
before  a medical  workup.  There  is  no  definite 
clinical  diagnosis.  At  autopsy,  ulcerative  gastritis 
and  colitis  suggest  heavy  metal  poisoning.  The 
toxicologic  report  is  positive  for  mercury  in  gastric 
contents,  viscera,  and  urine.  Bacteriologic  cultures 
are  negative. 

3.  Those  cases  in  which  autopsy  has  to  set 
liability  for  industrial  compensation:  The  case  of 
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carbon  monoxide  poisoning  mentioned  is  a good  ex- 
ample. 

4.  Those  cases  in  which  autopsy  presents  ob- 
vious organic  findings  to  explain  the  immediate  cause 
of  death,  but  in  which  toxicologic  examination  ex- 
plains behavior  of  the  person  before  death  or  circum- 
stances leading  to  the  cause  of  death:  A truck  driver 
is  found  ill  in  his  cab;  he  dies  later  of  fractured  skull 
and  intracranial  injury.  Police  account  for  prac- 
tically all  his  activities.  Blood  sample  shows  an  in- 
creased carbon  monoxide  saturation.  Investigation 
of  the  truck  reveals  an  exhaust  pipe  communicating 
with  the  cab  through  a defective  floor. 

5.  Those  cases  such  as  homicides  and  hit-and-run 
accidents  in  which  at  autopsy  alcohol  determinations 
are  obligatory. 

6.  Those  cases  in  which  at  autopsy  it  is  desired  to 
complete  the  chain  of  evidence  for  homicide:  A 
mother  strangles  her  two  small  children,  allegedly 
after  giving  them  some  sleeping  pills.  Toxicologic 
report  is  positive  for  a particular  member  of  the 
barbiturate  group,  the  exact  source  of  which  can  be 
traced. 

7.  Those  cases  in  which  public  interest  is  aroused : 
Two  women  die  within  a short  time  of  each  other 
from  acute  abdominal  complaints.  Both  lived  on  a 
city  dump.  Autopsies  disclose  no  organic  findings 
to  explain  death.  Newspapers  and  radio  stations 
publicize  the  cases,  even  with  editorial  comment. 
Are  the  deaths  related?  Did  the  women  die  of  rat 
poison  used  by  a municipal  department  on  the  city 
dump?  Did  they  die  from  food  poisoning  after  eat- 
ing discarded  food  or  from  acute  food  infection?  Did 
they  die  from  methyl  alcohol  poisoning?  Toxicologic 
examination  is  positive  for  methyl  alcohol  in  both 
women.  Various  bacteriologic  studies  are  negative. 

8.  Those  cases  in  which  at  autopsy  it  is  essential 
to  exclude  poisoning:  Rumors  spread  that  a person 
whose  death  was  certified  as  due  to  natural  causes 
was  really  a suicide  from  poisoning.  Autopsy  after 
disinterment  confirms  the  organic  cause  of  death 
signed  on  the  death  certificate.  Complete  toxicologic 
examination  reveals  no  poisons  in  the  tissues. 

Abraham  W.  Freireich,  M.D.,  Malverne. — The 
paper  by  Dr.  Klendshoj  and  Mr.  Feldstein  presents  a 
somewhat  different  slant  on  toxicologic  problems 
from  that  which  we  have  in  Nassau  County.  One  of 
the  big  problems  that  confronts  a group  seeking  to 
improve  their  standards  of  medicolegal  investigation 


Table  1. — Medical  Examiner’s  System — Nassau 
County 


Year 

Number  of 
Cases 

Toxicologic 

Examinations 

1938 

546 

156 

1939 

555 

152 

1940 

539 

150 

1941 

589 

156 

1942 

626 

159 

1943 

674 

159 

1944 

686 

150 

1945 

611 

201 

1940 

634 

166 

1947 

739 

208 

1948 

738 

226 

Total 

6,937 

1,883 

TABLE  2. — Toxicologic  Work,  1948 


Number 
of  Cases 
Tested 

Positive 

Volatile  poisons 
Alcohol 

154 

13  (0-0.1%) 

24  (0.1-0.25%) 
27  (0.25-0.4%) 

2 (0.4%  and  up) 

66 

Methyl  alcohol 

21 

Gaseous  poisons — Carbon 
monoxide 

70 

57 

Barbiturates 

8 

6 

Mercury 

1 

1 

Cyanide 

1 

1 

Arsenic 

1 

1 

Fluorides 

1 

1 

Paraldehyde 

3 

3 • 

Phosphorus 

1 

0 

Drownings 

16 

13 

General  unknown 

26 

7 

Salicylates,  1 
Fluorides,  1 
Barbiturates,  5 

Total 

303 

156 

is  the  expense  in  providing  the  space  and  equipment 
for  toxicologic  examinations.  It  is  certainly  desir- 
able to  provide  fully  equipped  laboratories  for  all 
types  of  toxicologic  studies  as  well  as  for  research. 
However,  the  greater  need  at  the  present  time  is  to 
improve  the  caliber  of  the  routine  medicolegal  in- 
vestigation. I have  in  mind  the  comparative  merits 
of  the  medical  examiner’s  system  over  the  coroner’s 
system.  Our  experience  in  Nassau  County  may  be  of 
interest  to  you. 

On  January  1,  1938,  there  was  established  a 
medical  examiner’s  office  in  Nassau  County  re- 
placing the  old  coroner’s  system.  Dr.  Theodore  J. 
Curphey,  who  was  at  that  time  pathologist  at 
Meadowbrook  Hospital,  was  appointed  the  chief 
medical  examiner.  Our  office  was  established  at 
Meadowbrook  Hospital,  and  the  existing  morgue 
facilities  and  autopsy  room,  as  well  as  the  clinical 
laboratories,  were  made  available  to  us.  With  the 
addition  of  a modest  amount  of  equipment,  we  began 
to  perform  toxicologic  studies  as  part  of  the  routine 
investigation  of  cases  coming  under  the  jurisdiction 
of  the  medical  examiner.  Table  1 indicates  the  num- 
ber of  examinations  performed  each  year  from  1938 
to  1948,  inclusive.  It  also  lists  the  total  number  of 
cases  investigated  by  the  medical  examiner.  Table  2 
is  a summary  of  the  types  of  examinations  per- 
formed in  1948.  As  can  be  seen,  a total  of  303  ex- 
aminations were  done.  Almost  half  of  these  con- 
sisted of  determinations  for  the  presence  of  alcohol 
in  either  the  brain,  blood,  or  spinal  fluid,  the  greatest 
portion  being  in  the  brain.  The  breakdown  as  to  the 
positive  cases  is  indicated.  Seventy  examinatiops 
were  done  for  the  presence  of  carbon  monoxide  in 
the  blood.  A goodly  number  of  these  examinations 
were  performed  on  bloods  removed  from  a cadaver  by 
means  of  a large  needle  inserted  directly  into  the 
heart,  eliminating  the  necessity  for  a complete 
autopsy.  This  was  done  when  the  evidence  at  the 
scene  and  the  external  examination  of  the  body  gave 
good  presumptive  evidence  that  carbon  monoxide 
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was  the  cause  of  death.  The  remainder  of  the  ex- 
aminations consisted  of  a small  number  of  tests  for 
barbiturates,  mercury,  cyanide,  arsenic,  fluorides, 
paraldehyde,  and  phosphorus  and  for  drownings. 
The  classification,  “General  Unknown,”  is  made  on 
those  cases  where  the  autopsy  fails  to  reveal  an  ade- 
quate cause  of  death  and  in  which  poison  may  have 
been  the  factor  but  no  definite  lead  as  to  the  specific 
poison  is  obtained.  In  this  category,  of  course,  a 
larger  number  of  tests  has  to"  be  performed.  Of  the 
25  cases,  seven  resulted  in  the  finding  of  a poison 
sufficient  in  quantity  to  be  considered  the  cause  of 
death.  Five  of  these  were  barbiturates,  one  sali- 
cylates, and  one  fluoride. 

My  purpose  in  presenting  these  facts  is  to  empha- 
size that  the  major  portion  of  work  that  a toxicologic 
laboratory  may  be  called  upon  to  perform  consists  of 
the  more  easily  determined  substances  and  for  which 
no  very  elaborate  equipment  is  necessary.  It  is  true 
that  one  would  prefer  to  have  such  apparatus  as 
spectrographs,  spectrophotometers,  and  possibly 
other  physical  equipment  which  makes  exact 
analysis  of  poisons  more  easily  determined,  but  the 
expense  of  such  equipment  and  the  comparatively 
small  number  of  uses  such  equipment  would  have  in 


a small  community  makes  them  a luxury  which  most 
of  us  cannot  afford.  Our  experience  in  a county  of 
roughly  500,000  population  has  been  such  that  we 
have  been  able  to  perform  with  a reasonable  amount 
of  adequacy  the  requests  for  aid  to  the  pathologist 
and  to  the  medical  examiner’s  office  and  to  the  dis- 
trict attorney’s  office  in  their  investigations. 

The  problem,  to  my  mind,  is  more  that  of  training 
sufficient  personnel  to  take  over  the  duties  of 
toxicologic  examinations  rather  than  that  of 
physical  equipment.  An  individual  trained  in  the 
science  of  toxicology  will  have  the  judgment  to  de- 
cide when  he  can  rely  on  the  results  of  the  tests  per- 
formed with  his  equipment  and  when  he  has  to  seek 
further  aid. 

To  that  end  there  can  be  established  a few  centers 
throughout  the  State,  like  the  one  in  New  York 
City,  with  the  finer  equipment  for  more  exact  de- 
terminations which  will  be  available  to  all  the 
jurisdictions  in  their  area. 

In  summary  I wish  to  stress  that  the  problem  of 
personnel  is  greater  than  that  of  physical  equipment; 
that  duplication  of  infrequently  used  expensive 
equipment  is  not  necessary;  and,  finally,  a sugges- 
tion has  been  made  as  to  how  that  can  be  done. 


EMBALMING 

It  will  certainly  surprise  most  people  to  know  that 
the  number  of  subjects  prepared  for  burial  by  em- 
balming has  increased  in  Great  Britain  from  almost 
zero  to  one-fifth  of  the  death  rate  in  the  past  fifteen 
years.  The  advantages  of  the  practice  are:  first 

as  a hygienic  method  of  dealing  with  the  body  await- 
ing disposal,  especially  if  delay  is  necessary  or 
anticipated,  and  then  in  its  psychologic  effect  on 
the  bereaved  and  the  simplification  made  possible 
in  the  funeral  arrangements.  The  embalmer  is 
concerned  with  appearance  equally  as  much  as  with 
sterilization,  and  the  technics  include  closing  of 
the  eyes  and  mouth,  hairdressing,  shaving,  position- 
ing, dressing,  and  “make-up.”  One  result  is  that 
the  deceased  person  can  be  left  as  though  peacefully 
sleeping  in  bed  until  the  actual  time  of  the  funeral, 
with  the  resultant  avoidance  of  “all  the  gruesome 
accoutrements  of  the  death  chamber.”  An  obvious 
incidence  of  the  value  of  embalming  is  a death  at 
sea  in  which  it  is  desired  for  any  reason  to  bring 
the  body  home  for  disposal.  There  are  also  indica- 
tions in  the  medicolegal  field.  Lear  quotes  a rather 
gruesome  incident  in  which  embalming  helped  to 
meet  a difficult  situation:  During  the  war  so  many 
patients  died  from  influenza  in  a London  hospital 
that  the  bodies  could  not  be  accommodated  in  a 
refrigerator,  and  during  the  night  rodents  came  into 


the  mortuary  and  disfigured  the  faces  of  many  of 
the  bodies;  to  avoid  distress  upon  relatives,  the 
bodies  were  embalmed,  and  then  by  means  of 
“derma  surgery”  it  was  possible  to  rebuild  the  dam- 
aged tissues  so  th  it  no  evidence  of  disfigurement 
could  be  observed. 

The  process  of  emb  lming  is,  in  broad  terms,  the 
complete  irrigation  of  the  vascular  system  by  a dis- 
infecting solution  injected  into  one  or  more  of  the 
main  arteries,  the  blood  being  simultaneously 
drained  from  one  or  more  of  the  main  veins.  The 
solution  is  basically  one  of  formalin,  glycerin,  and 
borax  with  coloring  matter  to  restore  the  natural 
complexion  of  the  tissues.  Satisfactory  distribution 
removes  all  traces  of  cyanosis  and  hypostasis,  and 
the  massage  of  the  exposed  parts  during  the  course 
of  the  injection  results  in  the  complete  restoration 
of  the  natural  contours.  Normal  or  abnormal 
body  fluids  are  removed  by  aspiration,  and  parts 
or  substances  not  receiving  the  supply  of  embalming 
cannot  go  in  the  course  of  the  arterial  injections, 
as  for  example  fecal  matter  in  t.he  alimentary  tract 
or  special  diseased  areas,  are  cared  for  by  a direct 
injection  of  a concentrated  embalming  chemical. 
There  can  be  little  doubt  that  embalming  is  a highly 
developed  technic  and  its  value  needs  no  stressing. — 
Current  Medical  Digest,  July,  1949 
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APPLICATION  OF  SPONGE  BIOPSY  FOR  CANCER  DIAGNOSIS  IN 
OFFICE  PRACTICE 

Sidney  A.  Gladstone,  M.D.,  New  York  City 

( From  the  Department  of  Pathology,  New  York  Polyclinic  Medical  School  and  Hospital ) 


AN  IMPORTANT  spearhead  in  the  present 
concerted  attack  on  the  cancer  problem  is 
the  development  and  improvement  of  simple, 
reliable  methods  of  diagnosis.  The  key  to 
cancer  cure,  in  many  instances,  lies  in  early 
diagnosis  at  a stage  of  the  disease  when  signs 
and  symptoms  may  be  slight  if  not  entirely 
absent.  The  visual  acuity  of  the  physician  in 
the  examination  of  all  accessible  body  surfaces 
which  may  be  the  site  of  cancer  could  be  mul- 
tiplied several  hundred  times  if  it  were  possible 
to  focus  the  high  powers  of  the  microscope  on  all 
these  surfaces  without  significant  disturbance  to 
the  patient.  The  medical  practitioner  occupies 
a strategic  position  in  encouraging  and  request- 
ing the  microscopic  examination  of  all  early 
accessible  ulcerative  lesions  of  skin  and  mucous 
membranes  to  determine  the  presence  or  absence 
of  cancer,  especially  since  that  determination  may 
now  be  made  by  a simple  procedure  which  avoids 
the  hazards  of  pain,  hemorrhage,  and  infection. 
This  procedure  is  the  recently  introduced  method 
of  sponge  biopsy  for  the  diagnosis  of  cancer.1-6 

Technic 

Sponge  biopsy  for  the  diagnosis  of  cancer  in 
accessible  areas  is  performed  by  firmly  rubbing  a 
suitable  sponge  over  an  ulcer  or  mucosal  surface. 
The  sponge  will  absorb  tissue  juice,  suspended 
cells,  and  particles  of  tissue.  The  sponge  with 
its  absorbed  contents  is  then  placed  in  a small 
bottle  of  10  per  cent  formalin  for  fixation,  after 
which,  in  the  routine  manner,  it  is  embedded  in 
paraffin,  cut  by  microtome,  and  stained  with 
hematoxylin  and  eosin  prior  to  examination  by  a 
pathologist.  The  microscopic  sections  will  show 
the  network  of  the  sponge,  on  the  surfaces  and 
in  the  interstices  of  which  will  be  seen  the  coagu- 
lum  of  tissue  fluid  with  suspended  cells  and  tissue 
particles.  If  the  sponge  has  been  rubbed  in 
contact  with  a cancer,  one  will  find  cancer  cells, 
singly  and  in  groups,  as  well  as  particles  of  cancer 
tissue  with  their  characteristic  cytologic  and 
histologic  abnormalities. 

We  have  worked  mostly  with  two  types  of 
sponge,  one  gelatin  (Gelfoam  Number  12,  The 
Upjohn  Company,  Kalamazoo  99,  Michigan), 
the  other  cellulose  (Onkosponge  Number  1, 
Histomed,  Incorporated,  Paterson  1,  New  Jer- 


sey). Both  these  sponges  have  good  absorbing 
power  and  are  easily  cut  by  microtome  after 
embedding  in  paraffin.  The  cellulose  sponge 
has  greater  tensile  strength,  is  less  likely  to  tear, 
keeps  its  form  better  after  compression  and  wet- 
ting, and  has  slightly  more  abrasive  power, 
thus  facilitating  the  removal  and  absorption  of 
tissue  particles  from  granulating  surfaces.  It  is 
interesting  that  these  sponges  are  derivatives  of 
connective  tissue,  animal  and  vegetable,  respec- 
tively. In  order  to  facilitate  proper  application 
of  the  sponge,  we  have  introduced  a special 
sponge  biopsy  forceps  (Histomed,  Incorporated, 
Paterson  1,  New  Jersey).  This  instrument  is 
equipped  with  a narrow,  flat,  diamond-shaped 
surface  extending  beyond  the  point  of  seizure 
of  the  sponge  to  provide  support  from  behind 
and  permit  firm  pressure  as  the  sponge  is  rubbed 
over  the  ulcer  or  mucosal  surface  to  be  exam- 
ined (Fig.  1). 

The  success  of  the  method  depends  on  the 
transfer  of  cancerous  material  from  the  lesion  to 
the  sponge  and  the  microscopic  demonstration  of 
that  material  in  the  stained  sections.  Our 
experience  to  date  indicates  that  in  most  cases 
no  special  precautions  are  needed  for  the  success- 
ful application  of  the  method.  To  insure  the 
best  results  in  the  highest  percentage  of  cases, 
however,  the  adherence  to  a few  simple  technical 
suggestions  will  prove  helpful. 

First,  a clear  visualization  of  the  lesion  is 
essential.  This  presents  no  difficulty  in  ulcera- 
tions of  the  skin,  cervix,  mouth,  etc.  In  the 


Fig.  1.  At  the  top  is  the  special  sponge  biopsy 
forceps  showing  diamond-shaped  plate  behind  the 
sponge.  In  the  middle  is  the  same  seen  from  the 
opposite  side,  showing  the  square  sponge  and  the 
corrugations  on  the  short  arm  to  facilitate  scraping 
of  hard  or  granulomatus  surfaces  such  as  skin,  lips, 
mouth,  rectum,  etc.  At  the  bottom  is  the  long  nar- 
row uterine  forceps  with  triangular  sponge  for  inser- 
tion into  lower  portion  of  cervical  canal. 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Path- 
ology and  Clinical  Pathology,  May  4,  1949. 
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rectum  or  rectosigmoid,  however,  good  illumina- 
tion and  careful  cleansing  of  the  bowel  by  previous 
enema  or  by  wiping  with  several  cotton  gauze 
sponges  are  important.  In  general,  the  diagnos- 
tic sponge  should  be  rubbed  over  the  base  of  an 
ulcer  and  especially  around  its  margins  near  the 
healthy  surrounding  tissue.  If  the  lesion  is  high 
in  the  rectum  and  its  outlines  are  seen  with 
difficulty,  it  is  best  to  use  three  or  four  separate 
pieces  of  sponge,  each  rubbed  firmly  over  the 
entire  ulcerated  or  suspicious  area.  Second,  a 
chronic  ulcerating  lesion  is  usually  covered  with 
a varying  amount  of  granulation  tissue,  necrotic 
tissue,  and  inflammatory  exudate.  Such  mate- 
rial is  of  no  help  in  the  diagnosis  of  cancer. 
Accordingly,  in  an  occasional  case  where  an  excess 
of  such  material  covers  the  surface  of  the  lesion, 
it  should  be  firmly  wiped  with  dry  cotton  gauze 
to  remove  the  superficial  grayish-white  dead 
tissue,  thus  exposing  the  underlying  living  pink- 
ish tissue,  before  the  application  of  the  diagnostic 
sponge.  Third,  one  should  inspect  the  sponge 
after  its  application.  A sponge  rubbed  over  an 
ulcer  should  be  discolored  to  some  extent  by  the 
absorbed  material.  If  no  discoloration  is  seen, 
rub  the  sponge  more  firmly,  and  then  turn  the 
sponge  over  and  rub  the  other  side  against  the 
tissue  to  be  examined.  When  both  surfaces  of 
the  sponge  have  thus  absorbed  tissue  elements, 
even  if  these  are  not  visible  to  the  naked  eye, 
the  technician  will  not  be  able  to  make  the 
mistake  of  cutting  sections  from  the  wrong  side. 
In  general,  a sponge  which  has  been  properly 
applied  will  be  well  soaked  with  tissue  juice  and 
suspended  viable  cells  and  tissue  particles. 

Sponge  biopsy  of  the  cervix  uteri  requires  two 
or  three  separate  pieces  of  sponge.  One  flat 
square,  approximately  1.0  by  1.0  by  0.2  cm.,  is 
held  in  the  special  sponge  forceps  and  is  rubbed 
firmly  over  the  entire  surface  of  the  lips  of  the 
cervix  and  the  external  os.  The  second  piece,  trian- 
gular in  shape,  is  made  by  cutting  one  of  the  above 
squares  diagonally.  This  piece  is  held  at  the  end 
of  a long  narrow  uterine  forceps  and  is  then  in- 
serted gently  into  the  cervical  canal  for  a distance 
of  0.5  to  1.0  cm.,  depending  on  the  patency  of  the 
cervix  (Fig.  1).  The  sponge  forceps  is  then 
rotated  on  its  long  axis,  pressing  the  sponge 
against  the  mucous  membranes  of  the  lower 
cervical  canal,  the  os,  and  the  adjacent  lips. 
Both  triangular  pieces  should  thus  be  used.  If 
an  ulcerative  lesion  is  seen  on  the  cervix,  an 
additional  piece  of  sponge  should  be  rubbed  on 
the  ulcer,  especially  near  the  margins.  Sponges 
from  a single  area,  such  as  the  cervix,  may  all  be 
placed  in  the  same  small  formalin  bottle. 

The  tissue  technician  depends  on  the  discolora- 
tion of  the  sponge  as  a guide  in  selecting  the 
sponge  surface  to  be  sectioned.  The  technician 


will  cut  sections  from  the  sponge  surface  which 
has  come  into  most  intimate  contact  with  the 
lesion,  as  indicated  by  the  amount  of  discolora- 
tion and  the  presence  of  adherent  mucoid  or 
particulate  matter.  If  tiny  free  particles  are  seen 
in  the  formalin  bottle,  these  particles  should  be 
processed  along  with  the  sponge  and  should  be 
placed  in  contact  with  the  sponge  surface  to  be 
cut  before  embedding.  This  may  be  accom- 
plished by  placing  the  particles  in  the  melted  ' 
paraffin  and  then  covering  them  with  the  sponge. 
The  sections  taken  from  the  immediate  surface  of 
the  paraffin  block  should  be  mounted.  Deeper 
sections  may  also  be  taken. 

The  pathologist  can  quickly  familiarize  him- 
self with  the  findings  in  sponge  biopsy  by  rubbing 
sponges  as  described  above  over  fresh  tumors 
immediately  after  removal  from  the  patient.  I 
Sections  from  such  sponges  will  demonstrate  the 
ease  with  which  cancerous  material  may  be  ab-  j 
sorbed  by  a suitable  sponge  and  demonstrated 
by  microscopic  examination. 

General  Results  of  Sponge  Biopsy 

In  a previous  report  we  have  presented  the 
results  of  sponge  biopsy  in  280  cases;  in  110 
cases  additional  tissue  for  comparative  study  was 
made  available  by  surgical  biopsy,  surgical  speci- 
men, or  postmortem  examination.3  That  series 
included  six  cases  of  cancer  of  the  cervix  uteri, 
nine  cases  of  adenocarcinoma  of  the  rectum, 
three  cases  of  skin  cancer,  and  five  cases  of  can- 
cer of  the  vocal  cords  and  bronchi.  “In  these 
23  cases  of  proved  cancer,  sponge  biopsy  results  I 
were  positive  in  19,  presumptive  positive  in 
three,  suspected  positive  in  one.  The  sponge 
was  applied  in  these  23  cases  by  12  different 
physicians,  several  of  whom  were  not  aware  of 
the  simple  technical  requirements  elaborated 
during  the  course  of  this  study.  In  one  of  our 
cases  of  cancer  of  the  rectum,  the  surgical  biopsy 
was  negative;  sponge  biopsy  was  positive.  Of 
the  six  cases  of  cancer  of  the  cervix,  two  were 
completely  asymptomatic.”3  On  the  basis  of 
the  comparative  findings  in  the  controlled  series 
of  110  cases,  it  was  concluded  that  “with  respect 
to  accuracy  and  reliability  of  results,  the  method 
of  sponge  biopsy  closely  approximates  that  of 
surgical  biopsy.” 

Sponge  Biopsy  in  Office  Practice 

In  a series  of  75  sponge  biopsies  performed  by 
private  physicians  in  their  office  and  sent  to  us 
for  examination,  four  cases  of  cancer  were  found. 
These  include  one  case  of  early  carcinoma  of  the 
cervix,  one  advanced  carcinoma  of  the  cervix, 
one  cancer  of  the  rectosigmoid,  and  one  cancer 
of  the  skin.  Brief  summaries  of  these  positive 
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Fig.  2.  Sponge  biopsy  of  early  carcinoma  of 
cervix  (Case  1).  Note  the  particle  of  cancer  tissue 
made  up  of  large  cells,  with  large,  darkly  staining 
nuclei  showing  marked  variability  in  size  and  shape. 
The  dark  solid  bands  of  varying  thickness  are  the 
gelatin  framework  of  the  sponge.  (440  X ) 


cases  are  presented.  Two  cases  from  our  clinics 
are  added  to  illustrate  other  types  of  carcinoma. 

Case  1. — D.  S.  was  a forty-eight-year-old  white 
woman  whose  vague  complaints  were  thought  to  be 
menopausal  in  origin  and  who  accordingly  was  re- 
ferred to  a gynecologist  for  possible  endocrine  ther- 
apy. There  was  no  irregular  bleeding  or  spotting.  A 
sponge  biopsy  of  the  cervix,  which  on  inspection 
appeared  quite  normal,  was  included  as  part  of  the 
routine  pelvic  examination.  The  sponge  biopsy 
showed  epidermoid  carcinoma  (Fig.  2).  This  was 
confirmed  by  surgical  biopsy,  and  a panhysterectomy 
was  performed.  Examination  of  the  specimen 
showed  early  superficial  carcinoma  of  the  cervix 
with  one  area  of  invasion  0.8  cm.  in  greatest  diam- 
eter. 

Case  2. — F.  F.  was  a fifty-year-old  white  woman 
whose  menstrual  periods  were  regular  until  two 
months  previously  when  bleeding  began  and  con- 
tinued to  the  present.  A sponge  biopsy  showed  an 


Fig.  3.  Sponge  biopsy  of  advanced  carcinoma  of 
cervix  (Case  2).  The  tumor  cell  nuclei  are  large, 
darkly  staining,  irregular,  mostly  round  and  oval, 
vary  markedly  in  size.  The  tissue  is  more  anaplastic, 
showing  less  resemblance  to  stratified  epithelium 
than  does  the  tissue  of  the  preceding  case.  (440  X ) 


abundance  of  blood  and  scattered  particles  of  tissue 
diagnosed  as  epidermoid  carcinoma  (Fig.  3).  A sur- 
gical biopsy  was  performed  shortly  thereafter  and 
reported  as  carcinoma  of  the  cervix,  grade  3. 

Case  3. — J.  M.  was  a thirty-eight-year-old  white 
man  who  gave  a one-year  history  of  diarrhea  and 
rectal  bleeding.  A surgical  biopsy  done  elsewhere 
showed  “normal  rectal  mucosa,  muscle  wall,  appar- 
ently polypoid  tissue.”  The  patient  was  referred  to 
the  office  of  one  of  our  proctologists  who  saw  a lesion 
in  the  rectosigmoid  which  appeared  so  friable  that  he 
preferred  not  to  excise  any  significant  amount  of 
tissue  because  of  possible  perforation  of  the  bowel 
wall.  He  accordingly  did  a sponge  biopsy.  The 
sponge  biopsy  showed  numerous  particles  of  tissue 
characteristic  of  adenocarcinoma  of  the  large  bowel 
(Fig.  4). 

Case  4- — S.  S.  was  a fifty-eight-year-old  white 
woman  complaining  of  a sore  behind  the  left  ear 
which  did  not  heal  despite  continued  treatment  by  a 
dermatologist.  The  family  doctor  performed  a 
sponge  biopsy  which  showed  small  particles  of  tissue 
made  up  of  large  darkly  staining  anaplastic  cells 
showing  considerable  variation  in  size  and  shape 
(Fig.  5).  This  was  diagnosed  as  carcinoma  and, 
because  of  a history  of  a breast  lesion  three  years 
previously,  was  interpreted  as  probably  metastatic 
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Fig.  4.  Sponge  biopsy  of  adenocarcinoma  of 
rectosigmoid  (Case  3).  The  darkly  staining  atypical 
columnar  cells  are  crowded  together  in  irregular 
glandlike  pattern  and  in  solid  masses.  Abundant 
blood  is  also  present. 

from  the  breast.  A surgical  biopsy  of  the  skin  lesion 
showed  clumps  of  tumor  cells  in  the  subcutaneous 
tissue  and  lymphatic  channels  such  as  one  sees  in 
breast  carcinoma,  metastatic  in  the  skin. 

Case  5. — H.  Q.  was  a fifty-four-year-old  white  man 
seen  in  our  dental  clinic  complaining  of  a “soreness” 
in  the  mouth  of  three  months  duration.  Examina- 
tion showed  an  ulcerated  area  1 cm.  in  diameter  in 
the  left  cheek  behind  the  molars.  A sponge  biopsy 
was  performed  and  showed  epidermoid  carcinoma 
(Fig.  6).  This  was  subsequently  confirmed  by  sur- 
gical biopsy. 

Case  6. — W.  S.  was  a fifty-year-old  white  man  who 
came  to  our  nose  and  throat  clinic  complaining  of 
soreness  of  throat  of  three  months  duration.  Physi- 
cal examination  showed  a swelling  on  the  right  side 
of  the  nasopharynx.  Sponge  biopsy  showed  par- 
ticles of  tissue  made  up  of  large  atypical  anaplastic 
cells,  diagnosed  as  “carcinoma,  probably  lymphoepi- 
thelioma”  (Fig.  7).  The  surgical  biopsy  performed 
later  showed  lymphoepithelioma. 

Comment 

The  value  of  a diagnostic  procedure  varies 


Fig.  5.  Sponge  biopsy  of  small  carcinomatous 
ulcer  behind  the  ear,  metastatic  from  breast  car- 
cinoma removed  three  years  previously  (Case  4). 
Note  the  particle  of  cancer  tissue  with  characteristic 
cell  nuclei,  large,  darkly  staining,  round,  oval,  and 
irregular,  varying  in  size  and  shape.  (440  X ) 


directly  with  the  importance  and  reliability  of 
the  information  it  reveals  and  inversely  with  the 
costs  of  the  procedure,  measured  as  cost  to  the 
physician  in  terms  of  time,  effort,  and  requisite 
skill,  and  cost  to  the  patient  in  terms  of  anxiety, 
pain,  personal  danger,  and  financial  expenditure. 
A comparison  of  the  method  of  surgical  biopsy, 
which  has  been  the  standard  method  in  the  clini- 
cal diagnosis  of  cancer  for  two  generations,  with 
the  method  of  sponge  biopsy  in  respect  to  the 
several  factors  enumerated  above  may  be  useful 
to  the  physician  in  helping  him  to  utilize  each 
to  its  fullest  possibility.  The  importance  of 
the  diagnosis  by  either  method  needs  no  state- 
ment beyond  the  fact  that,  performed  early,  it 
may  lead  to  complete  cure;  performed  late,  it  is 
tantamount  to  an  obituary  notice.  As  to  reli- 
ability of  the  results,  assuming  that  both  methods 
are  applicable  and  properly  perfonned,  our  stud- 
ies to  date  indicate  that  positive  results  are 
equally  reliable  with  both  methods,  that  an 
occasional  false  negative  is  possible  with  either 
method,  and  that  doubtful  results  may  be  en- 
countered more  frequently  with  sponge  biopsy 
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Fig.  7.  Sponge  biopsy  of  carcinoma — lympho- 
epithelioma  of  nasopharynx  (Case  6).  A particle 
of  tumor  tissue  is  seen  to  consist  of  cells  with  large 
darkly  staining  irregular  nuclei,  showing  considerable 
variation  in  size  and  shape.  (440  X) 


disease.  In  many  benign  cases,  surgical  biopsy 
is  a weighty  procedure  compared  to  the  trivial 
nature  of  the  disease  and  may  cause  more  dis- 
turbance than  the  disease  itself.  A simple  and 
reliable  method  is  required  not  only  to  diagnose 
malignancy,  but  also  to  demonstrate  its  absence 
in  the  large  number  of  benign  ulcerative  lesions 
which  simulate  cancer  and  require  microscopic 
examination.  In  that  category,  the  method  of 
sponge  biopsy  has  shown  considerable  promise. 

Several  practical  advantages  of  sponge  biopsy 
become  apparent  in  a consideration  of  the  six 
cases  briefly  summarized  above.  In  Case  1, 
there  was  no  evidence  pointing  to  disease  of 
the  cervix,  yet  sponge  biopsy  revealed  a carci- 
noma at  that  site.  A similar  case  from  our  clinic 
had  previously  been  seen.  A confirmatory 
surgical  biopsy  prior  to  operation  was  considered 
desirable.  The  cervix,  however,  appeared  nor- 
mal, and  the  problem  of  selecting  a site  for  the 
biopsy  arose.  In  a recent  study  on  the  anatomic 
distribution  of  early  superficial  carcinoma  of  the 
cervix,  Foote  and  Stewart  found  that  a single 
piece  of  tissue  taken  from  the  most  likely  site 
will  miss  half  the  lesions.I * * * * 6  Several  pieces  are 
necessary.  In  the  present  case  the  surgeon 
curetted  the  entire  mucoepithelial  ring  at  the 


Fig.  6.  Sponge  biopsy  of  epidermoid  carcinoma 
4 of  mouth  behind  molars  (Case  5).  Note  compara- 
iti:  tively  large  piece  of  tumor  tissue  made  up  of  atypical 

ibj  I stratified  epithelial  cells  showing  atypism  and  tend- 
ency to  concentric  pearl  formation.  Adjacent  is 
i seen  the  irregular  linear  structure  of  the  cellulose 
I sponge.  (100  X) 


I because  of  the  comparative  paucity  of  tissue 

I available  for  examination. 

With  respect  to  the  costs  to  the  physician  in 

j terms  of  time,  effort,  and  requisite  skill,  the 
j method  of  sponge  biopsy  is  distinctly  superior. 
I With  respect  to  costs  to  the  patient,  i.e.,  the 
anxiety,  pain,  and  personal  danger  of  a surgical 
j biopsy  which  involves  a minor  surgical  operation 
| sometimes  requiring  hospitalization,  the  method 

; of  sponge  biopsy,  which  is  a simple  office  proce- 
dure, is  certainly  preferable.  With  respect  to 
financial  cost,  the  advantage  again  lies  with 
sponge  biopsy.  A useful  rule  of  procedure  would 
be  to  obtain  the  diagnosis  by  sponge  biopsy  if 
possible  and  obtain  it  early.  If  the  findings  do 
not  fit  in  with  the  clinical  picture,  repeat  the  test, 
or  use  surgical  biopsy  to  obtain  more  tissue  for 
examination.  A consultation  with  the  patholo- 
gist in  the  occasional  doubtful  or  difficult  case 
may  save  a great  deal  of  time  and  effort. 

! Statistically,  most  of  the  ulcers  seen  in  the 
j office  are  benign  rather  than  malignant.  In 
| malignant  cases,  surgical  biopsy  is  a trifling 
procedure  compared  to  the  seriousness  of  the 
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external  os.  The  tissue  showed  superficial 
carcinoma,  with  little  invasiveness.  Taken  alone, 
it  might  have  been  difficult  to  diagnose.  The 
previous  sponge  biopsy,  however,  had  included 
very  characteristic  particles  of  cancer  tissue 
obtained  from  the  invasive  portion  of  the  tumor 
on  the  cervical  lip,  about  1 cm.  from  the  os,  not 
detectable  on  visual  inspection  and  completely 
missed  by  the  biopsy  scalpel.  The  advantage  of 
the  sponge,  therefore,  is  its  ability  to  cover  the 
entire  surface  of  the  lips  of  the  cervix.  Early 
superficial  cancer  is  soft,  cellular,  and  friable, 
and  particles  of  cancer  tissue  are  easily  detached 
and  absorbed  in  the  sponge  which  is  firmly 
rubbed  over  the  cervix.  The  simplicity  of  this 
procedure  and  the  important  information  it  im- 
parts would  commend  it  as  a routine  test  as  part 
of  the  pelvic  examination  of  any  woman  past 
thirty  years  of  age. 

In  Case  2,  when  the  abnormal  bleeding  started, 
the  disease  was  already  far  advanced.  Car- 
cinoma of  the  cervix  is  a slowly  developing  dis- 
ease, probably  spread  over  several  years.  Bleed- 
ing is  a late  sign  resulting  from  extensive  tumor 
growth  and  tissue  destruction.  At  this  stage, 
treatment  is  likely  to  be  costly,  protracted,  and 
ineffectual.  The  time  to  treat  cancer  of  the 
cervix  is  before  extensive  invasion  and  tissue 
destruction  have  taken  place.  This  can  be  done 
only  by  the  early  detection  of  the  disease,  which 
may  be  accomplished  by  sponge  biopsy,  by  the 
use  of  cytologic  studies  of  cervical  secretions,  by 
the  examination  of  tissue  scrapings,  curettings, 
etc.  Of  the  several  methods  mentioned,  the 
method  of  sponge  biopsy  appears  to  be  the  only 
one  that  detaches  for  examination  tissue  particles 
from  the  entire  surface  of  the  cervical  lips  and 
adjacent  cervical  canal  and  with  a minimum  of 
trauma  at  that. 

In  Case  3,  diarrhea  and  rectal  bleeding  were 
present  in  a man  of  thirty-eight  for  one  year 
before  the  presence  of  cancer  was  demonstrated. 
A previous  attempt  by  surgical  biopsy  had  failed. 
Sponge  biopsy  made  the  diagnosis.  We  have 
another  similar  case  in  our  comparatively  short 
series  of  rectal  cases  (about  1 5) . Since  the  sponge 
rubbed  over  a rectal  ulcer  will  pick  up  many 
tiny  tissue  fragments  from  different  parts  of  the 
lesion,  the  chance  of  missing  a malignancy,  if 
present,  is  greatly  reduced.  Furthermore,  the 
hazard  of  possible  hemorrhage  following  surgical 
biopsy  in  rectal  ulcers  is  significant  and  may  be 
avoided  by  the  use  of  sponge  biopsy.  In  many 
cases  the  clinical  and  roentgen  ray  findings  point 
to  rectal  or  sigmoidal  carcinoma,  and  tissue 
confirmation  is  desired  prior  to  extensive  opera- 
tion. In  such  instances,  sponge  biopsy  is  pref- 
erable by  far  to  surgical  biopsy. 

In  Case  4,  a small  ulcer  behind  the  ear  in  a 


woman  of  fifty-eight  was  treated  by  a dermatolo- 
gist without  success.  The  history  of  a previous 
breast  tumor  pointed  to  a possible  metastatic 
lesion.  This  was  found  by  sponge  biopsy  and 
confirmed  by  surgical  biopsy. 

In  Case  5,  our  dental  surgeon  showed  us  the 
ulcer  in  the  mouth  of  this  patient.  The  dentist 
pointed  out  that  a surgical  biopsy  would  require 
local  or  general  anesthesia.  Since  the  ulcer 
was  obviously  infected,  local  infiltrating  anes- 
thesia seemed  undesirable.  Accordingly,  a gen- 
eral anesthetic  would  be  necessary.  We  recom- 
mended the  avoidance  of  these  difficulties  by  the 
use  of  sponge  biopsy.  This  showed  epidermoid 
carcinoma,  later  confirmed  by  surgical  biopsy. 

In  Case  6,  a fifty-year-old  man  had  a sore 
throat  of  three  months  duration  and  showed  a 
swelling  on  the  right  side  of  the  nasopharynx. 

A sponge  biopsy  gave  a prompt  diagnosis  of 
“carcinoma,  probably  lymphoepithelioma,”  which 
was  confirmed  by  surgical  biopsy. 

The  use  of  surgical  biopsy  is  often  postponed 
by  the  objections  and  delaying  action  of  the 
patient  or  by  the  unwillingness  of  the  physician 
to  use  a procedure  which  may  disturb  the  patient 
more  than  the  disease.  In  a high  percentage  of 
cases,  these  difficulties  can  be  resolved  by  the  use 
of  sponge  biopsy. 

Summary  and  Conclusions 

Sponge  biopsy  is  a method  of  collecting  tissue 
from  an  ulcerating  or  mucosal  surface  suspected 
of  being  cancerous.  The  sponge  firmly  rubbed 
over  the  surface  of  the  lesion  will  absorb  tissue 
juice,  suspended  cells,  and  tiny  dislodged  particles 
of  tissue.  Sponge  and  absorbed  material  are 
fixed  in  formalin,  embedded  in  paraffin,  cut  by 
microtome,  and  stained  by  hematoxylin  and 
eosin  prior  to  microscopic  examination  by  a 
pathologist.  The  method  is  applicable  to  the 
diagnosis  of  cancer  of  the  cervix  uteri,  rectum 
and  rectosigmoid,  skin,  mouth,  pharynx,  etc.  a 
On  the  basis  of  parallel  determinations  it  has 
been  found  that,  with  respect  to  accuracy  and 
reliability,  the  method  of  sponge  biopsy  closely 
approximates  that  of  surgical  biopsy.  Because 
of  the  simplicity  of  the  technic,  the  reliability 
of  the  results,  and  the  absence  of  pain,  hemor-  j 
rhage,  or  possible  infection,  the  method  of  sponge 
biopsy  commends  itself  as  a useful  office  pro-  j 
cedure. 
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Discussion 

Bernard  L.  Cinberg,  M.D.,  New  York  City. — The 
sponge  biopsy  technic,  introduced  by  Dr.  Sidney 
Gladstone,  is  of  special  interest  to  clinicians.  I have 
had  the  opportunity  to  utilize  the  sponge  biopsy  on 
my  ward  service  and  in  my  private  practice  from  its 
very  inception. 

The  simplicity  of  this  diagnostic  procedure  estab- 
lishes it  as  a weapon  in  the  gynecologist’s  diagnostic 
armamentarium  second  only  to  surgical  biopsy. 

We  are  becoming  increasingly  aware  of  the  chroni- 
city  of  carcinoma  of  the  cervix.  The  development 
of  the  concept  of  carcinoma  in  situ  or  preinvasive 
carcinoma  of  the  cervix  has  radically  altered  our 
ideas  of  cervical  malignancy.  In  one  series  of  rou- 
tine gynecologic  examinations,  the  average  age  of 
women  with  cervical  carcinoma  in  situ  was  thirty- 
seven  and  one-tenth  years.  The  average  age  of 
women  suffering  from  clinical  cervical  carcinoma 
was  forty-eight  years.  An  interval  of  almost  eleven 
years  seems  to  have  elapsed  before  invasion  oc- 
curred. ' The  apparent  chronicity  of  this  lesion  and  its 
accessibility  to  simple  methods  of  detection  offers 
the  clinician  a golden  opportunity  to  check  decisively 
the  ravages  of  cancer  of  the  cervix  and  uterus. 

We  have  greatly  benefited  by  the  vaginal  cytology 
technic  of  Papanicolaou  and  Traut  and  its  modifica- 
tion, the  surface  biopsy  of  Ayre.  These  methods 
rest  on  recognition  of  the  individual  cancer  cells. 
The  clinician  has  been  unable  to  utilize  them  to  their 
fullest  extent  because  of  certain  technical  difficulties. 

After  the  practitioner  has  collected  the  specimen  in 
his  office,  he  must  immerse  the  slide  in  a mixture  of 
ether  and  alcohol  for  one  hour.  This  mixture  evap- 
orates readily  and  requires  constant  renewing  be- 
tween utilizations.  Then,  one  is  faced  with  mailing 
or  transportation  problems  because  cytology  tech- 


nics are  highly  specialized.  They  require  precision 
in  making  the  tests,  skill  in  staining,  and  experienced 
judgment  on  the  part  of  the  cytologist.  Therefore, 
the  staining  and  examination  of  the  smear  is  best 
done  by  specially  trained  technicians  in  centers  de- 
voted to  this  purpose. 

Most  pathologists  have  a constant  and  varied  pro- 
fusion of  problems  in  their  daily  work.  Justifiably, 
the  introduction  of  the  Papanicolaou  technic  which 
requires  reorientat  ion  and  seemingly  endless  examina- 
tion time  is  not  exactly  welcome. 

In  contrast,  the  sponge  biopsy  places  the  diagnosis 
of  cervical  and  uterine  carcinoma  where  it  belongs: 
in  the  hands  of  the  practitioner  and  the  pathologist. 
The  clinician,  with  a minimum  expenditure  of  time, 
secures  a specimen  and  drops  the  sponge  into  10  per 
cent  formalin.  The  pathologist,  working  with  the 
usual  paraffin  embedding,  hematoxylin  and  eosin 
stain  technic  and  without  recourse  to  esoteric  stains 
and  fixatives,  is  able  to  make  an  effective  diagnostic 
survey  from  adequate  tissue. 

Mass  diagnostic  technics  must,  of  necessity,  be 
organized  with  an  eye  to  simplicity  and  expediency. 
If  they  are  to  be  employed  in  rural  areas  where 
laboratory  facilities  are  limited,  complicated  proce- 
dures must  be  eliminated. 

Sponge  biopsy  fulfills  most  of  the  requirements  for 
a country-wide  mass  diagnostic  procedure  for  the 
detection  of  cancer  of  the  cervix.  Its  application  to 
cancer  diagnosis  in  other  of  the  body  cavities  de- 
serves careful  consideration.  There,  its  field  of  use- 
fulness has  only  begun  to  be  explored. 

One  cannot  help  but  be  impressed  by  the  possi- 
bility that  sponge  biopsy,  coordinated  with  annual 
gynecologic  examinations,  may  enable  us  to  reduce 
the  mortality  of  cervical  carcinoma  to  the  vanishing 
point. 


REPLACEMENT  OF  IRON  LOST  BY  MENSTRUATION* 


Many  women  lose  enough  blood  during  menstrua- 
tion to  require  daily  replacement  of  0.08  to  1.21  mg. 
of  iron.  Since  only  11  to  12.5  per  cent  of  the  iron  in- 
gested is  retained,  menstruating  women  should  have 
a daily  intake  of  10  to  11  mg.  Those  with  excessive 
blood  loss  require  more. 

Supposedly  standard  meals  may  offer  only  8 mg. 
In  a sample  menu  prepared  by  Ruth  Frenchman, 
M.S.,  and  Frances  A.  Johnston,  Ph.D.,  of  New  York 
State  College  of  Home  Economics  and  of  Cornell 
University,  Ithaca,  New  York,  the  extra  amount  is 
provided  by  spinach  and  by  molasses  in  gingerbread. 
Iron  may  be  found  in  such  foods  as  liver,  oysters, 
dried  apricots,  and  prunes  or  by  unusually  large  por- 
tions of  meat  and  eggs. 


* The  relation  of  menstrual  losses  to  iron  requirement.  J. 
Am.  Dietet.  A.  25:  217  (1949) — Modern  Medicine,  July  1, 
1949. 


Serving 
Weight,  Gm. 

Iron,  Mg. 

Breakfast 

Grapefruit  sections 

100 

0 . 30 

Grape-Nuts  Flakes 

15 

0.65 

Enriched  bread 

25 

0.45 

Coffee 

0.00 

Lunch 

Cheese  souffle 

110 

1 .50 

Sliced  tomato 

50 

0.30 

Sliced  cucumber 

10 

0.03 

Gingerbread 

50 

1 47 

Whipped  cream 

30 

0.01 

Milk 

250 

0.08 

Enriched  bread 

25 

0.45 

Dinner 

Pork  roast 

60 

2.00 

Mashed  potatoes 

100 

0.60 

Buttered  spinach 

50 

1 . 50 

Celery 

20 

0.10 

Fruit  cup 

100 

0.43 

Milk 

250 

0.08 

Enriched  bread 

25 

« 

0.45 

Total 

10.40 

THE  USE  OF  DICUMAROL  IN  ACUTE  MYOCARDIAL  INFARCTION 


Seymour  L.  Frank,  M.D.,  New  York  City 
( From  the  Medical  Service  of  the  Bronx  Hospital) 

PERIPHERAL  and  pulmonary  embolism  still 
remain  as  dreaded  complications  of  acute 
coronary  occlusion  with  myocardial  infarction. 
Fairly  frequently,  these  phenomena  are  directly 
responsible  for  the  death  of  a patient  whose 
recovery  would  otherwise  be  assured.  The 
problem  of  minimizing  the  occurrence  of  fatal 
complications  has  presented  a challenge  to  the 
clinician  which,  until  recently,  more  often  than 
not  could  not  be  met  successfully. 

Anticoagulants  are  used  in  the  management 
of  acute  coronary  thrombosis  with  myocardial 
infarction  with  four  principal  objectives  in  mind: 

1.  To  prevent  the  formation  of  intracardiac 
mural  thrombi. 

2.  To  prevent  pulmonary  embolism  from 
arising  from  thrombophlebitis. 

3.  To  prevent  the  extension  of  the  thrombus, 
either  proximally  or  distally  to  the  original  site  of 
occlusion. 

4.  To  prevent  the  further  development  of 
thromboses  in  arteriosclerotic  peripheral  arteries. 

When  interest  in  the  anticoagulants  became 
apparent,  many  physicians  were  still  reluctant 
to  employ  them  in  the  treatment  of  acute  coro- 
nary thrombosis.  They  felt  that,  since  coronary 
occlusion  is  sometimes  precipitated  by  subintimal 
hemorrhage  into  an  atheromatous  placque,  the 
anticoagulants  might,  in  those  cases,  play  an 
adverse  role.  Later  evidence,  however,  showed 
this  to  occur  in  very  few  instances  of  coronary 
artery  occlusion. 

Although  the  exact  mode  of  action  of  Dicumarol 
is  unknown,  evidence  seems  to  favor  the  concept 
that  it  inhibits  the  formation  of  prothrombin  at 
its  source.  This  inhibition  of  the  formation  of 
prothrombin  varies  in  different  individuals,  since 
it  was  found  that  identical  doses  administered  by 
mouth  to  different  persons  produced  variable 
effects  on  the  prothrombin  time.  Absorption 
and  renal  excretion  may  be  important  in  influenc- 
ing the  effect  of  the  drug  on  prothrombin.  Less 
than  5 per  cent  of  patients  appear  to  be  resistant 
to  Dicumarol.  In  some,  inadequate  absorption 
may  be  the  cause  of  this  resistance,  and  larger 
and  more  frequent  doses  may  be  necessary.  On 
the  other  hand,  patients  are  seen  who  are  sensitive 
to  Dicumarol  and  whose  concentration  of  pro- 
thrombin in  the  blood  may  fall  to  critical  levels 
after  the  first  few  doses.  These  are  the  cases 
that  may  develop  bleeding. 

Applying  the  knowledge  of  the  value  of  Dicu- 


marol in  the  treatment  of  peripheral  thrombosis 
and  embolism,  a clinical  study  of  the  use  of 
Dicumarol  in  intracardiac  thrombosis  as  a result 
of  acute  coronary  occlusion  was  undertaken  at 
the  Bronx  Hospital.  Although  only  32  cases  are 
reported,  it  is  felt  that  this  series,  together  with 
others  now  appearing  in  the  literature,  will  help  j 
to  confirm  the  value  of  Dicumarol  in  reducing 
thromboembolic  phenomena  and  mortality  in 
acute  myocardial  infarction. 

Procedure 

No  case  was  considered  unless  it  met  all  the 
criteria  for  diagnosis — clinical  history  and  labora- 
tory and  electrocardiographic  evidence  of  acute 
infarction.  There  were  many  more  that  clin- 
ically presented  this  diagnosis,  but  failure  of  the 
electrocardiogram  to  confirm  this  impression 
excluded  them  from  the  series. 

Daily  prothrombin  determinations  were  made 
according  to  the  method  described  by  Quick.1 
The  routine  administration  of  Dicumarol  was  as 
follows:  On  admission  the  patient  had  a pro- 
thrombin determination  and  a blood  typing,  the 
latter  a routine  procedure  on  all  patients  receiving 
anticoagulant  therapy.  An  initial  dose  of  300 
mg.  of  Dicumarol  was  given  orally,  followed  by 
200  mg.  the  second  day  and  100  mg.  daily  there- 
after until  the  prothrombin  level  reached  20  per 
cent  of  normal.  The  prothrombin  level  was 
kept  as  close  to  20  per  cent  of  normal  as  was 
possible.  If  the  level  fell  below  20  per  cent,  no 
Dicumarol  was  given.  When  the  level  reached 
20  per  cent,  in  most  cases  50  to  100  mg.  of  Dicu- 
marol given  every  other  day  aided  in  maintaining 
the  level  at  this  optimum  point.  If  there  was 
any  evidence  of  Dicumarol  overdosage — gross 
hematuria,  epistaxis,  melena,  etc. — the  drug 
was  promptly  discontinued  and  72  mg.  of  vitamin 
K given  slowly  intravenously  and  repeated  in 
four  hours  if  necessary.  If  bleeding  persisted, 
a transfusion  of  whole  blood  was  given.  This 
procedure  usually  controlled  whatever  bleeding 
had  ensued.  Should  it  be  necessary,  repeated 
transfusions  can  be  given.  When  bleeding  had 
ceased,  Dicumarol  therapy  was  reinstituted  with 
the  critical  level  now  raised  to  the  point  at  which 
no  bleeding  had  occurred. 

The  patients  were  kept  on  anticoagulant  ther- 
apy until  they  became  ambulatory — in  most  i 
cases  at  least  thirty  days.  At  this  point  the  drug 
was  discontinued. 
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Results 

Of  the  32  cases  treated  with  Dicumarol,  three 
died  (9.4  per  cent).  One  of  these,  a seventy-two- 
year-old  man  with  a history  of  two  previous 
infarctions,  had  been  started  on  Dicumarol  four 
days  after  admission.  On  the  tenth  hospital 
day  he  suddenly  developed  acute  left  ventricular 
failure  and  expired.  His  prothrombin  level  at 
time  of  death  was  25  per  cent  of  normal.  The 
second  death  occurred  in  a fifty-five-year-old 
man  who  had  been  admitted  in  a critical  con- 
dition. He  was  improving  until  there  was  a 
recurrence  of  dyspnea,  orthopnea,  and  cyanosis 
on  the  fourteenth  hospital  day.  He  died  six 
days  later,  twenty  days  after  admission.  His 
prothrombin  level  was  25  per  cent  of  normal. 
The  third  fatality  occurred  in  a sixty-eight-year- 
old  woman  who  was  showing  marked  clinical 
improvement  until  the  ninth  hospital  day  when, 
while  turning  in  bed,  she  suddenly  gasped  for 
breath  and  expired.  At  the  time  of  death  her 
prothrombin  level  was  45  per  cent  of  normal. 
In  the  latter  two  cases,  the  coronary  episode  was 
the  initial  one  for  both  patients.  Unfortunately, 
permission  for  postmortem  examination  was  not 
obtained  in  any  of  the  three  deaths,  but  the 
clinical  impression  as  to  cause  of  death  was  that 
of  embolism. 

The  majority  of  the  patients  treated  were  in 
the  sixty  to  sixty-nine  year  age  group.  Of  the 
others,  the  youngest  was  thirty-three  and  the 
oldest  eighty-one  years.  The  latter  developed 
an  incarcerated  femoral  hernia  (left)  on  the  thir- 
teenth hospital  day,  was  given  vitamin  K intra- 
venously preoperatively,  and  operated  upon 
under  local  1 per  cent  novocaine  anesthesia. 
Postoperatively  he  was  continued  on  Dicumarol 
and  left  the  hospital  in  good  condition.  Of  the 
11  women  and  21  men  in  the  series,  three,  includ- 
ing one  of  the  fatalities,  had  experienced  previous 
myocardial  infarctions. 

The  electrocardiograms  revealed  eight  posterior 
wall  infarcts,  22  anterior  wall,  one  posterolateral, 
and  one  lateral  wall. 

The  duration  of  Dicumarol  therapy  was  approxi- 
mately thirty  days  in  most  cases,  with  a minimum 
of  nineteen  and  a maximum  of  fifty-eight  days. 
The  average  amount  of  Dicumarol  given  during 
the  period  of  treatment  was  1,750  mg.,  a mini- 
mum of  1,050  mg.  (nineteen  days)  and  a maxi- 
mum of  2,850  mg.  (fifty-eight  days). 

Two  patients  developed  mild  gross  hematuria 
which  was  promptly  controlled  by  cessation  of 
the  drug  and  intravenous  administration  of 
vitamin  K. 

Except  for  what  was  assumed  to  have  occurred 
in  the  three  mortalities,  there  was  no  clinical 
evidence  of  subsequent  embolic  phenomena  in 


any  of  the  other  patients  during  their  hospital 
stay. 

Comment 

Hellerstein  and  Martin  reported  an  11.5  per 
cent  incidence  of  clinically  detectable  thrombo- 
embolic lesions  in  1,605  cases  of  myocardial 
infarcts.2  In  their  autopsy  series  of  160  cases  of 
myocardial  infarcts  encountered  in  a series  of 
2,000  consecutive  autopsies,  45  per  cent  had  a 
total  of  111  peripheral  emboli  or  infarcts.  Sixty- 
five  of  their  autopsied  cases  (41  per  cent)  showed 
intracardiac  mural  thrombi,  and  of  these,  36 
cases  (55  per  cent)  showed  evidence  of  peripheral 
occlusion  of  vessels  as  a result  of  either  thrombus 
or  embolus  formation.  Of  the  95  cases  without 
intracardiac  thrombi,  37  cases  (39  per  cent)  had 
distal  occlusion  of  peripheral  vessels  indicating 
the  formation  of  thromboembolic  processes  in 
organs  distal  to  the  heart  in  cases  where  the 
heart  did  not  appear  to  serve  as  the  source  of 
emboli.  The  lungs  were  found  to  be  most  fre- 
quently involved,  followed  by  the  kidneys,  spleen, 
brain,  extremities,  mesentery,  and  aorta.  These 
findings  were  similar  to  those  of  Blumer  in  his 
analysis  of  164  autopsied  cases.3  However,  in 
81  clinical  cases,  Blumer  found  that,  following  the 
lungs,  the  central  nervous  system  was  the  next 
most  common  site  for  thromboembolic  lesions 
followed  by  the  vessels  of  the  extremities,  of  the 
kidneys  and  surface  vessels,  and  vessels  of  the 
spleen  and  aorta.  Pulmonary  and  cerebral 
emboli  would  obviously  be  clinically  recognizea 
because  of  the  detectable  signs  and  symptoms. 
This  would  also  hold  true  for  the  occlusion  of  the 
vessels  of  the  extremities. 

On  the  other  hand,  since  many  of  the  patients 
who  have  experienced  an  acute  myocardial 
infarction  are  so  seriously  ill,  the  small  emboli 
to  the  spleen  and  kidney  could  more  easily  be 
overlooked. 

That  arterial  embolism  was  the  most  common 
cause  of  death  in  individuals  under  the  age  of 
fifty  with  myocardial  infarction  was  shown  by 
Master  and  his  coworkers.4  In  100  consecutive 
cases  of  acute  myocardial  infarction  at  the  Mayo 
Clinic,  Nay  and  Barnes  found  thromboembolic 
complications  in  37  of  the  100  cases,  and  of  these, 
the  deaths  of  12  could  be  attributed  to  these 
complications.5 

From  July  1,  1946,  to  June  30,  1947,  at  the 
Bronx  Hospital,  the  mortality  rate  among  a 
control  group  of  patients  who  experienced  their 
initial  attack  of  acute  coronary  occlusion  and  who 
received  no  anticoagulant  therapy  was  approxi- 
mately 20  per  cent.  On  the  other  hand,  the 
over-all  mortality  rate  in  the  series  just  presented 
was  9.4  per  cent,  with  only  three  fatalities  in  a 
group  of  32  cases.  Unfortunately,  since  per- 


2696 


SEYMOUR  L.  FRANK 


[N.  Y.  State  J.  M. 


mission  for  postmortem  examination  could  not 
be  obtained,  the  exact  cause  of  death  could  not  be 
determined.  The  striking  feature  of  the  study 
was  the  fact  that  there  was  no  clinical  evidence 
of  embolism  as  a sequela  of  the  acute  infarction 
in  any  of  the  surviving  cases  receiving  Dicumarol, 
as  contrasted  with  the  previously  mentioned 
incidence  among  those  not  receiving  the  anti- 
coagulant. We  feel,  in  view  of  this  evidence, 
that  Dicumarol  therapy  is  indicated  in  acute 
coronary  occlusion  with  myocardial  infarction. 

In  addition  to  Dicumarol,  all  accepted  meas- 
ures for  the  treatment  of  coronary  thrombosis 
were  included  in  the  therapy.  Digitalis  was 
given  to  those  patients  who  developed  congestive 
heart  failure  as  a result  of  the  coronary  episode. 
In  spite  of  reports  which  have  appeared  suggest- 
ing the  increase  of  embolism  when  digitalis 
was  administered,  it  was  felt  that  with  the  use  of 
the  anticoagulant  the  possibility  of  digitalis 
enhancing  embolus  formation  was  greatly  les- 
sened, if  not  completely  overcome.6-6 

During  the  course  of  the  study,  heparin  was 
given  to  several  patients  in  conjunction  with 
Dicumarol  until  the  latter  drug  exerted  its  effect, 
and  then  the  heparin  was  discontinued.  This 
took,  usually,  about  forty-eight  to  seventy-two 
hours.  It  was  noted  that,  if  blood  for  the  pro- 
thrombin level  was  drawn  too  soon  after  heparin 
had  been  given,  an  inaccurate  prothrombin 
reading  was  obtained.  Therefore,  it  was  con- 
cluded, as  had  Wright  and  his  coworkers  and 
Long,  Hurn,  and  Barker  previously,  that  to 


counteract  the  heparin  effect  upon  the  prothrom- 
bin level,  blood  for  the  prothrombin  level  should 
be  drawn  just  before  the  next  dose  of  heparin  is 
to  be  given.7-8 

Summary  and  Conclusions 

1.  Thirty-two  cases  of  acute  coronary  occlu- 
sion with  myocardial  infarction  treated  with  Dicu- 
marol are  presented. 

2.  The  usual  therapeutic  methods  were 
employed  in  addition  to  the  anticoagulant. 

3.  The  mortality  rate  was  9.4  per  cent  (three 
cases). 

4.  There  was  no  clinical  evidence  of  compli- 
cating embolism  in  any  of  the  29  surviving  cases. 

5.  Except  for  two  mild  cases  of  hematuria, 
there  were  no  toxic  effects  of  Dicumarol.  Use  of 
vitamin  K promptly  caused  subsidence  of  hema- 
turia. 

6.  Dicumarol  should  be  used  routinely  as  an 
adjunct  to  therapy  in  acute  coronary  occlusion 
with  myocardial  infarction. 
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‘DOCTOR  JONES”  SAYS— 

“The  Accident-Prone  Individual” — that  was  the 
title  of  an  editorial  in  the  A.P.H.A.  Journal  awhile 
back.  A lot  of  people  (you’ve  maybe  known  some  of 
’em) — they’re  always  having  accidents;  machinery, 
automobiles,  falls,  and  what  not.  Some  of  ’em,  the 
reasons  are  apparent:  dull  wits,  clumsiness,  care- 
lessness, and  so  on.  The  editorial  wasn’t  referring 
to  them.  These  accident-prones  are  likely  to  be  in- 
telligent, thoughtful,  ablebodied  people. 

It’s  automobile  accidents,  of  course,  that  attract 
most  attention,  especially  when  people  other  than 
drivers  are  injured.  In  one  six-year  study  of  traffic 
accidents  they  found  that  less  than  four  per  cent  of 
the  drivers  were  involved  in  36  per  cent  of  the  ac- 
cidents. They’re  likely  to  lay  their  accidents  to  the 
“bad  breaks”  they’ve  gotten.  Well,  there’s  plenty 
of  bad  breaks  but  they’re  results,  not  causes.  The 
causes  are  psychologic.  Consciously  they’re  anxious 
to  avoid  accidents;  unconsciously,  on  occasion, 
they  want  to  have  ’em. 


It  comes  back,  mostly,  to  this  old  business  of  un- 
conscious reactions  to  childhood  impressions.  In 
some  cases,  for  example,  there’s  hangover  of  childish 
resentment  of  what  seemed  like  too  much  parental 
regulation  and  control— rebellion  against  authority. 
Along  with  that  there  may  be  a feeling  of  guilt  over 
the  rebellion.  An  accident,  in  the  unconscious  mind 
of  the  driver,  is  a double-barreled  opportunity:  to 
get  even  with  “the  boss”  and  punish  himself  for  his 
rebellion.  Conscious  says:  “Sharp  curve!  Slow 

down!”  Unconscious  says:  “Step  on  it!”  Uncon- 
scious wins  and  they  go  over  the  bank.  There’s  more 
to  it,  but  that’s  at  least  a peep  into  the  works. 

The  immediate  problem,  from  the  standpoint  of 
public  health  and  safety,  is  to  spot  the  accident- 
prones  and  keep  ’em  in  jobs  and  places  where  their 
accidents  will  be  least  likely  to  be  serious.  Under- 
standing one’s  accident-proneness  should  help  to 
overcome  it.  But  they  have  to  be  discovered  first. — 
Paul  B.  Brooks,  M.D.,  September  19, 1949 


A REPORT  ON  THE  USE  OF  SODIUM  PTEROYL  TRIGLUTAMATE 
IN  413  CASES 

Stanton  M.  Hardy,  M.D.,  Austin  L.  Joyner,  M.D.,  Pearl  River,  New  York,  and 
Rutledge  W.  Howard,  M.D.,  New  York  City 


THE  purpose  of  this  report  is  to  indicate  the 
nature  of  the  results  obtained  during  the 
course  of  clinical  investigations  with  sodium 
pteroyl  triglutamate  on  patients  with  late,  hope- 
less malignancies.  Many  physicians  partici- 
pated in  the  study,  and  the  results  observed, 
therefore,  cannot  be  regarded  as  the  work  of  one 
group  but  rather  as  the  observations  determined 
by  physicians  in  various  types  of  medical  prac- 
tice and  under  varying  conditions.  The  cases 
were  not  selected  but  represent  random  cases 
having  incurable  malignant  tumors  treated  to 
determine  the  degree  of  symptomatic  benefit 
which  might  be  obtained  under  the  conditions  of 
medical  practice. 

All  of  the  patients  were  considered  not  likely 
to  be  benefited  by  present  known  methods,  in- 
cluding surgery,  radiation,  and  hormonal  therapy. 
These  other  means  of  treatment  were  used  in 
most  of  the  cases  in  this  series.  In  addition,  no 
attempt  was  made  by  the  physicians  treating  and 
observing  the  patients  to  conduct  a controlled 
experimental  study.  It  is  obvious,  therefore, 
that  some  of  the  effects  reported  might  have  re- 
sulted either  from  therapy  with  sodium  pteroyl 
triglutamate  or  from  the  incidental  psycho- 
therapy involved  in  giving  any  form  of  special 
treatment  to  a patient  being  treated  for  symp- 
tomatic results  only.  It  is  to  be  further  noted 
that  the  cases  here  reported  were  studied  not  for 
any  objective  effect  which  the  drug  might  exert 
upon  the  tumor  or  its  metastases  but  rather  for 
the  symptomatic  relief  which  the  drug  might 
provide. 

Early  results  reported  by  Lewisohn  et  al., 
Farber  et  al.,  Lehv  et  al.,  and  Leuchtenberger 
et  al.  indicate  that  patients  with  malignant 
disease  who  exhibit  pain,  loss  of  sense  of  well- 
being, or  loss  of  appetite  may  obtain  sympto- 
matic relief  from  the  use  of  sodium  pteroyl  tri- 
glutamate.1-4 The  drug  was  used  in  this  series 
of  cases,  therefore,  to  see  whether,  in  the  hands 
of  the  practicing  physician,  it  might  prove  to  be 
clinically  useful. 

The  accompanying  table  shows  the  different 
types  of  malignant  disease  included  in  the  study, 
together  with  pertinent  data  regarding  them 
(Table  1). 

Discussion 

Analysis  of  the  results,  of  course,  is  dependent 
upon  the  observations  of  the  physicians  who  at- 


tended the  patients  and  who  were  in  the  best 
position  to  determine  whether  symptomatic 
relief  was  or  was  not  obtained.  Since  other 
forms  of  therapy  were  used,  including  surgery, 
radiation,  hormones,  and  analgesics,  it  might  be 
considered  difficult  to  evaluate  the  effectiveness 
of  sodium  pteroyl  triglutamate  with  any  degree 
of  accuracy.  Since  these  other  measures  used 
in  therapy  of  the  patient  did  not,  after  a reason- 
able length  of  time — and  in  the  case  of  radiation 
therapy  after  several  months  time — result  in 
symptomatic  relief  of  the  patient,  it  is  possible 
that,  where  beneficial  results  were  observed,  they 
can  be  attributed  to  sodium  pteroyl  triglutamate. 
It  is  possible,  of  course,  to  reason  that  psycho- 
therapy and  skill  in  the  art  of  caring  for  the 
patient  may  have  been  wholly  responsible  for  the 
symptomatic  benefit  observed.  Additional  work 
done  elsewhere,  however,  in  which  controlled 
studies  were  made,  indicates  that  it  is  the  result 
of  therapy  with  the  drug  rather  than  psycho- 


TABLE  1. — Types  op  Malignant  Disease  Included  in 
the  Study 


. Pain . Pain  - 

Not  Relieved  Relieved 


Total 

Num- 

Per 

Nu  m- 

Per 

Disease 

Cases 

her 

Cent 

ber 

Cent 

Carcinoma  of  breast 
Carcinoma  of  colon 

103 

52 

50 

51 

50 

and  rectum 

69 

43 

62 

26 

38 

Carcinoma  of  stomach 
Carcinoma  of  liver 

22 

9 

41 

13 

59 

(primary) 

Carcinoma  of  esopha- 

3 

3 

100 

gus 

Carcinoma  of  throat, 

9 

3 

33 

6 

67 

mouth,  and  tongue 
Carcinoma  of  tonsils, 

10 

6 

60 

4 

40 

nasopharynx 
Carcinoma  of  bron- 

9 

4 

44 

5 

56 

chus 

4 

3 

75 

1 

25 

Carcinoma  of  lung 

20 

11 

OO 

9 

45 

Carcinoma  of  pancreas 

12 

3 

25 

9 

75 

Carcinoma  of  kidney 

6 

3 

50 

3 

50 

Carcinoma  of  bladder 

7 

3 

43 

4 

57 

Carcinoma  of  prostate 

16 

6 

38 

10 

62 

Carcinoma  of  uterus 

10 

7 

70 

3 

30 

Carcinoma  of  cervix 

23 

12 

52 

11 

48 

Carcinoma  of  vagina 

3 

2 

67 

1 

33 

Carcinoma  of  ovary 

17 

8 

47 

9 

53 

Carcinoma  of  parotid 

1 

1 

100 

Carcinoma  of  skin 

6 

2 

33 

4 

67 

Spinal  cord  tumor 
(unspecified) 

1 

1 

100 

Glioblastoma 

2 

2 

100 

Melanotic  sarcoma 

10 

7 

70 

3 

30 

Sarcoma  (unspecified) 

12 

7 

58 

5 

42 

Lymphosarcoma 

5 

2 

40 

3 

60 

Multiple  myeloma 

2 

1 

50 

1 

50 

Miscellaneous 
Hodgkin's  disease 

18 

7 

39 

11 

61 

5 

4 

80 

1 

20 

Leukemia 

3 

3 

100 

Unknown 

5 

1 

20 

4 

80 

2697 


2698 
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therapy  which  gave  rise  to  the  results  in  these 
patients,  as  well  as  in  the  controlled  series.5 

Slaughter  in  a recent  report  has  demonstrated, 
in  a series  of  objective  experiments  on  normal 
humans,  that  the  administration  of  sodium 
pteroyl  triglutamate  consistently  produced  anal- 
gesia as  interpreted  by  a rise  in  the  pain  thresh- 
old.6 

The  fact  that  a significant  number  of  patients 
in  this  series  did  experience  some  measure  of 
relief  from  their  symptom  of  pain,  as  well  as  in- 
creased sense  of  well-being  and  increase  of 
appetite,  is  noteworthy.  It  is  important  to  note 
that  in  none  of  the  cases  reported  were  there 
any  serious  side  actions  or  toxic  effects.  The 
only  side  actions  which  did  occur  consisted  of  a 
burning  or  stinging  sensation  of  short  duration  in 
those  patients  who  received  the  dose  intra- 
muscularly instead  of  intravenously. 

Medication  was  given  in  doses  consisting 
usually  of  10  mg.  daily  for  the  first  week  and  20 
mg.  daily  for  subsequent  weeks.  Most  of  the 
physicians  indicated  that  when  relief  did  occur 
it  appeared  within  the  first  four  weeks  of  therapy. 
Thus,  it  would  seem  advisable  to  discontinue 
therapy  if  symptomatic  relief  does  not  occur 
after  one  month  of  treatment  with  sodium  pteroyl 
triglutamate.  When  pain  was  relieved,  therapy 
was  continued  in  some  instances  for  more  than 
one  year. 

The  nature  of  the  relief  obtained  in  this  series 
may  be  contrasted  with  the  relief  obtained  with 
morphine  medication.  In  the  patients  treated 
with  sodium  pteroyl  triglutamate,  when  there  was 
relief  of  pain  there  was  also  a psychic  improve- 
ment, described  by  some  of  the  reporting 
physicians  as  being  a return  to  a normal  mental 
outlook.  The  mental  depression  and  sedation, 
which  are  known  to  occur  when  morphine  therapy 


is  used  to  relieve  pain,  were  not  present.  Fur- 
ther, it  should  be  noted  that,  when  sodium 
pteroyl  triglutamate  was  withheld,  there  was  no 
evidence  of  addiction. 

The  nature  of  this  study  does  not  permit  a dis- 
cussion as  to  the  mechanism  of  the  action  of  this 
new  drug.  Further  studies  of  a pharmacologic 
and  physiologic  nature  must  be  awaited  before 
the  mechanism  of  action  will  be  better  understood. 

Summary 

1.  A report  of  413  unselected  cases  treated 
with  sodium  pteroyl  triglutamate  is  made  to 
show  the  possible  symptomatic  relief  to  be 
derived  from  this  new  drug  in  the  treatment  of 
malignant  disease. 

2.  Statistics  regarding  rate  of  relief  are  given. 

3.  A significant  degree  of  relief  indicates 
that  sodium  pteroyl  triglutamate  therapy  will 
play  a useful  role  in  the  care  of  the  patient  suffer- 
ing from  malignancy,  although  it  cannot  be  ex- 
pected to  eradicate  the  malignant  disease. 

4.  It  would  seem  advisable  to  discontinue 
therapy  if  symptomatic  relief  does  not  occur 
after  one  month  of  treatment  with  sodium 
pteroyl  triglutamate. 

5.  Further  studies  to  determine  the  mecha- 
nism of  action  are  recommended. 
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Case  Reports 


PREGNANCY  COMPLICATED  BY  ACUTE  DIABETIC  CRISIS 
Ellis  M.  Markell,  M.D.,  Harrison,  New  York 
( From  the  United  Hospital,  Port  Chester) 


TMABETES  mellitus  with  a blood  sugar  of  1,000 
mg.  per  cent  or  more  is  unusual.  The  follow- 
ing case  is  reported  because  of  the  acute  onset  of  the 
diabetic  state  itself  and  the  extremely  high  blood 
sugar. 


Case  Report 

M.  D.,  a nineteen-year-old,  white  nullipara,  was 
first  seen  November  5,  1946,  because  of  dysmenor- 
rhea since  age  thirteen,  primary,  lasting  seven  to 
eight  days,  with  an  interval  of  two  to  four  weeks. 
Bleeding  had  been  profuse  prior  to  her  marriage 
five  months  ago,  but  this  had  now  improved.  No 
precautions  had  been  taken  to  avoid  pregnancy. 
The  last  period  had  been  normal  in  amount,  painful, 
and  had  started  October  20,  19 16. 

The  patient  had  had  rheumatic  fever  at  age  thir- 
teen with  no  cardiac  involvement.  Maternal 
grandmother  and  one  paternal  aunt  were  known  dia- 
betics. 

Examination  revealed  no  abnormalities  except 
obesity,  patient  being  5 feet  6V2  inches  tall  and 
weighing  175  pounds.  Routine  urinalysis  was  nega- 
tive. 

It  was  felt  that  this  was  a case  of  primary  pitui- 
tary-ovarian dysfunction,  and,  in  keeping  with  the 
policy  of  trying  the  simplest  thing  first,  she  was  given 
diethylstilbestrol,  0.1  mg.  once  daily  except  during 
periods.  For  her  obesity  a 1,500-calorie  diet  was 
advised,  and  she  was  given  a capsule,  containing 
V«  grain  phenobarbital,  V<  grain  thyroid,  and  V12 
grain  benzedrine  sulfate,  twice  a day. 

The  patient  was  next  seen  on  December  3,  1946, 
at  which  time  she  was  pregnant.  Her  last  menstrual 
period  was  October  20,  1946.  She  weighed  1753/4 
pounds,  and  she  was  cautioned  not  to  gain  more  than 
2 pounds  a month.  Urine  was  negative. 

The  patient  was  seen  in  January,  February,  and 
March  and  was  doing  well  except  for  continued 
weight  gain.  Blood  pressure  remained  in  the 
neighborhood  of  120/80  until  March  24  when  it 
rose  to  138/84.  On  April  28,  it  was  144/86,  having 
dropped  back  to  128/80  earlier  in  April.  Her 
weight  was  now  203  pounds,  and  she  was  told  that 
unless  she  lost  weight  by  reducing  her  food  intake,  a 
complication  of  pregnancy  must  be  expected.  She 
was  placed  on  a more  stringent  diet,  with  two  days  a 
week  of  milk  and  one  serving  of  a single  vegetable. 

The  patient  was  now  seen  weekly,  and  blood  pres- 
sure and  weight  came  down  slightly  and  slowly. 
Urinalysis  was  performed  at  each  visit  and  was  neg- 
ative for  sugar,  with  only  an  occasional  faint  trace 
of  albumin’.  On  May  19,  she  complained  of  drowsi- 
ness, bad  taste  in  her  mouth,  blurred  vision,  and 
thirst,  although  she  was  unable  to  drink  water  un- 
less flavored  with  lemon  and  sugar.  She  was  seen  at 
home,  and  no  urine  specimen  was  obtained.  Blood 


pressure  was  144/92,  and  toxemia  of  pregnancy  was 
suspected.  The  next  day  symptoms  were  worse. 
There  was  now  thickened  speech  and  hallucinations 
which  progressed  to  disorientation.  She  was  ad- 
mitted to  the  hospital,  and  her  family  was  ques- 
tioned. They  revealed  that  the  patient  had  been 
showing  a hunger  for  sweets  for  several  weeks  but 
within  the  past  week  had  gone  on  a carbohydrate 
spree,  ingesting  unbelievable  amounts  of  cola  and 
sweet  soda  drinks.  She  had  had  several  cases  of 
sodas  in  the  past  week  and  had  devoured  large 
quantities  of  ice  cream  in  an  attempt  to  assuage  her 
thirst.  Mental  confusion  had  come  on  gradually 
so  that  her  history  and  complaints  were  completely 
unreliable. 

On  admission  to  the  Hospital  on  May  23,  1947,  the 
patient  was  completely  disoriented,  had  had  no  food 
for  two  days,  but  had  no  past  history  of  either  renal 
disease  or  diabetes.  Examination  revealed  a blood 
pressure  of  97/50,  pulse  140  and  regular.  There 
was  no  abnormal  odor  to  the  breath.  The  eye- 
balls were  soft.  General  physical  examination  was 
otherwise  negative  except  for  a seven-months  preg- 
nancy. No  fetal  heart  could  be  detected  at  any 
time  during  hospitalization  and  had  last  been  heard 
early  the  day  before  admission. 

Urinalysis  showed  sugar  4 plus,  no  acetone,  no 
diacetic  acid,  albumin  faint  trace.  Blood  sugar  was 
1,363  mg.  per  cent  at  3 p.m.  Nonprotein  nitrogen 
was  60  mg.  per  cent. 

Thereafter,  urine  was  obtained  hourly  from  an  in- 
dwelling catheter,  with  regular  insulin,  20  units  for  4 
plus  sugar  down  to  10  units  for  1 plus.  Another 
blood  sugar  determination  at  8 p.m.  showed  1,100 
mg.  per  cent. 

Blood  sugar  determinations  were  as  follows: 

May  23 — 3 p.m. — 1,363  mg.  per  cent 
7 p.m. — 1,100 

May  24 — 3 a.m. — 500 
9 a.m. — 207 
1 1 p.m. — 450 

May  26—  9 a.m.—  375 

May  28 — 9 a.m. — 333 

May  31 — 9 a.m. — 187 

When  the  sugar  level  fell  to  207  mg.,  insulin  was 
stopped,  and  the  patient  was  allowed  a meal  of 
orange  juice,  toast,  and  milk.  On  May  26,  her 
mental  confusion  was  almost  over  in  spite  of  the 
rise  in  blood  sugar.  She  was  allowed  a diet  of  100 
Gm.  carbohydrate,  50  Gm.  protein,  and  50  Gm.  fat, 
and  insulin  was  ordered  on  a sliding  scale  of  35  units 
for  4 plus  glycosuria  down  to  10  units  for  1 plus.  On 
May  27  she  was  given  bathroom  privileges,  and  the 
diet  was  increased  to  120  Gm.  of  carbohydrate, 
with  60  Gm.  each  of  fat  and  protein.  On  May  28, 
she  received  20  units  of  globin  insulin  with  her  regu- 
lar insulin  on  the  same  sliding  scale.  On  May  30, 
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globin  insulin  was  increased  to  30  units,  and  the  reg- 
ular insulin  cut  to  25  units  for  4 plus.  On  June  1, 
she  was  given  40  units  of  globin  insulin,  and  the  regu- 
lar insulin  was  limited  to  15  units  at  7 : 30  p.m. 

The  urine  during  this  entire  period  showed  ace- 
tone only  in  occasional  traces.  Sugar  fell  from  a 
steady  4 plus  to  negative,  and  the  patient  was  dis- 
charged from  the  hospital  on  June  1 on  globin  in- 
sulin, 40  units  daily,  and  a diet  of  120  Gm.  carbo- 
hydrate, 60  Gm.  protein,  and  60  Gm.  fat.  At  home, 
she  tested  her  urine  each  morning  and  afternoon. 
After  two  days  insulin  was  dropped  to  25  units. 
Next  day,  all  urines  being  negative,  she  took  only 

10  units,  and  this  was  her  last  dose  of  insulin. 

Although  no  fetal  heart  was  detected  from  the 

time  the  patient  became  disoriented,  labor  did  not 
ensue.  Finally,  on  June  20,  she  was  readmitted  to 
the  hospital.  Her  blood  pressure  was  98/50,  urine 
was  negative,  and  general  health  appeared  good. 
There  had  been  no  growth  of  the  uterus,  and  it  ap- 
peared definite  that  the  fetus  was  dead.  Induction 
of  labor  with  castor  oil  and  seven  doses  of  1 cc.  each 
of  nasal  pituitrin  was  unsuccessful,  so  she  was  taken 
to  the  delivery  room,  and  under  aseptic  condition 
the  membranes  were  ruptured  with  difficulty. 
About  100  cc.  of  dark,  brownish  amniotic  fluid  was 
drained.  Three  million  units  of  penicillin  in  wax  and 

011  were  given  before  instrumentation  and  daily  for 
five  days  thereafter.  Active  labor  started  five  and 
one-half  hours  after  rupture  of  membranes;  five 
hours  and  twenty  minutes  later  she  was  delivered 
spontaneously  of  a 3-pound,  13-ounce  stillborn 
which  showed  very  little  maceration.  The  placenta 
appeared  normal,  showing  no  significant  degree  of 
infarction. 

Laboratory  work-up  during  this  hospitalization 
showed  a blood  sugar  of  88  mg.  per  cent,  negative 
urine,  normal  complete  blood  count,  and  Rh  posi- 
tive blood.  Postpartum  course  was  completely  un- 
eventful. The  patient  had  gradually  gone  on  to  a 
normal  diet  at  home  so  the  only  regulation  given  in 
the  hospital  this  time  was  elimination  of  some  of  the 


sweeter  foods  at  the  patient’s  own  discretion.  There 
was  no  return  of  glycosuria  during  hospitalization 
nor  at  any  time  since.  Urine  is  tested  at  weekly 
intervals. 

Comment 

This  case  presented  several  interesting  points. 
The  blood  sugar  was  the  highest  ever  recorded  at  the 
United  Hospital  in  Port  Chester,  New  York.  There 
was  never  any  clinical  evidence  of  diabetes,  and  the 
urine  was  sugar  free  until  the  weight  climbed  to 
over  200  pounds.  Fetal  heart  was  heard  after  the 
onset  of  symptoms  so  diabetes  cannot  be  considered 
to  have  been  precipitated  by  failure  of  the  fetal 
pancreas.  The  most  interesting  clinical  observation 
was  the  fact  that  this  severe  diabetic  state  came  on  as 
rapidly  as  it  did,  in  a patient  who  was  under  con- 
tinuous observation,  including  frequent  urinalyses, 
and,  when  the  sugar  did  appear  in  the  urine,  the 
highest  acetone  was  one  plus  with  no  diacetic  acid. 
Another  point  is  the  fact  that,  following  termination 
of  the  acute  episode,  the  whole  picture  cleared  to  the 
extent  of  the  patient  having  no  further  evidence  of 
diabetes  mellitus.  I look  upon  this  as  a case  of 
acute  pancreatic  failure  due  to  severe  pituitary  dys- 
function. 

The  patient  was  seen  in  consultation  by  Dr. 
Morton  Ryder,  who  has  reviewed  this  report.  Dr. 
Ryder  spent  considerable  time  both  with  the  patient 
and  in  the  laboratory,  and  it  was  his  patience  and 
guidance  which  resulted  in  her  apparent  cure. 

Summary 

A case  of  severe,  perhaps  total  pancreatic  failure 
during  pregnancy  in  a patient  with  no  previous  or 
subsequent  diabetic  history  is  presented,  with  ap- 
parent cure  following  fetal  death. 

275  Harrison  Avenue 


NEW  TYPE  OF  INSULIN  AIDS  DIABETICS 
A long-acting  insulin  which  reduces  the  number  of 
injections  needed  by  diabetics  has  been  developed, 
according  to  an  article  in  the  October  1 issue  of  the 
Journal  of  the  American  Medical  Association. 

Duration  of  blood  sugar  lowering  action  of  the  new 
modified  protamine  insulin  (NPH-50)  is  28  to  30 
hours,  while  that  of  other  kinds  of  insulin  is  six, 
eight,  15,  and  72  hours  according  to  Dr.  Priscilla 
White  of  Boston,  Massachusetts. 

In  95  per  cent  of  the  336  persons  with  severe 
diabetes  to  whom  the  new  insulin  was  administered, 
results  were  as  successful  as,  if  not  more  so,  than 


those  from  separate  injections  of  crystalline  and 
protamine  zinc  insulin. 

In  5 per  cent  of  the  group,  a single  injection  of 
the  new  insulin  was  less  successful  in  controlling 
diabetes  than  were  separate  injections  of  these  two 
insulins.  These  failures  included  insulin-sensitive 
adults,  diabetic  children  under  five  years  of  age,  and 
patients  whose  requirements  for  long-acting  insulin 
were  small  compared  with  their  requirements  for 
quick-acting  insulin. 

Regulation  of  diet  and  exercise  is  a necessary  ad- 
junct to  treatment  with  the  new  insulin. 


AUREOMYCIN  IN  THE  TREATMENT  OF  VIRUS  PNEUMONIA 


Richard  B.  Cuthbert,  Jr.,  M.D.,  Canastota,  New  York 


( From  the  Lenox  Memorial  Hospital) 


ATTHILE  it  is  becoming  generally  agreed  that 
v v aureomycin  is  of  marked  value  in  the  treat- 
ment of  primary  atypical  and  virus  pneumonias, 
most  of  the  cases  reported  to  date  have  been  in 
adults.  Schoenbach  and  Bryer  in  their  series  of  13 
cases  present  two  in  children  of  ten  years  of  age,  and 
Kneeland  et  al.  in  their  series  of  ten  cases  include 
one  of  a child  of  eleven.1’2  In  view  of  this  scarcity 
of  reports  on  children,  it  is  felt  that  the  following 
case  may  add  to  the  total  experience  and  be  of  serv- 
ice in  evaluating  the  management  of  younger  pa- 
tients with  this  antibiotic.  The  diagnosis  in  this 
case  depends  largely  on  the  criteria  outlined  by 
Kneeland  et  al.  and  by  Appelbaum.2'3 


Case  Report 

S.  C.,  a girl,  age  eight,  weighing  65  pounds,  com- 
plained of  an  ache  in  her  neck  on  January  27,  1949. 
It  was  found  that  she  had  a temperature  of  100  F., 
but  otherwise  there  were  no  physical  signs.  She 
continued  to  run  a septic  type  of  temperature  but 
did  not  develop  any  physical  signs  until  January  29, 
when  she  began  to  exhibit  a dry,  hacking  cough.  A 
chest  x-ray  taken  on  this  date  showed  a small  area 
of  patchy  infiltration  in  the  lower  lobe  of  the  right 
lung.  The  patient  was  started  on  penicillin  therapy. 
This  antibiotic  was  discontinued  two  days  later 
(January  31)  after  administration  of  600,000  units. 
It  was  discontinued  because  the  temperature  had 
continued  to  spike,  having  reached  a peak  of  103.6 
F.,  and  because  repeat  x-ray  of  the  chest  on  this  date 
showed  an  extension  of  and  an  increase  in  the  opacity 
of  the  involved  area.  There  were  no  symptoms 


Fig  1.  X-ray  taken  on  February  3,  1949,  prior  to 
administration  of  aureomycin. 


other  than  the  nonproductive  cough  and  the  fever 
and  no  physical  signs  other  than  a slight  diminution 
in  resonance  over  the  right  base  posteriorly.  The 
child  was  treated  symptomatically  until  February  3, 
on  which  date  x-ray  of  the  chest  showed  consolida- 
tion involving  almost  the  complete  lower  lobe  of  the 
right  lung,  with  general  increase  in  the  root  mark- 
ings of  both  lungs  (Fig.  1).  It  was  felt  that  the 
child  was  suffering  from  a virus  type  of  pneumonia, 
and  this  diagnosis  was  supported  by  a positive  cold 
agglutinin  test  in  titer  of  1 : 64. 

Aureomycin  therapy  was  started  on  a dosage  of 
0.5  Gm.  every  six  hours,  which  is  approximately  66 
mg.  per  Kg.  of  body  weight  per  day.  Temperature 
reached  normal  sixteen  hours  after  the  institution  of 
the  therapy  and  remained  there  or  below  for  the  rest 
of  the  course  of  the  illness.  X-ray  taken  forty- 
eight  hours  after  the  start  of  the  therapy  showed 
almost  complete  disappearance  of  the  consolidation 
(Fig.  2),  and  a plate  taken  ninety-six  hours  after  the 
first  dose  of  the  aureomycin  showed  only  patchy 
infiltration  in  the  area  that  had  been  consolidated 
when  the  first  dose  was  given. 

The  aureomycin  was  continued  on  the  original 
dosage  schedule  (0.5  Gm.  every  six  hours)  until  the 
child  had  received  a total  of  12  Gm.  of  the  anti- 
biotic. Her  temperature  remained  normal.  At  no 
time  were  physical  signs  elicited  other  than  the 
septic  temperature  and  the  relative  dullness  at  the 
right  base  posteriorly.  No  symptoms  were  noted 
other  than  the  usual  reactions  to  temperature 
changes  and  the  hacking  cough.  This  became  some- 
what looser  on  the  fourth  day  after  aureomycin  but 
continued  to  be  unproductive.  The  child  was  al- 
lowed out  of  bed  on  the  seventh  day  after  aureomy- 
cin was  started,  and  she  returned  to  school  on  the 


Fig.  2.  X-ray  taken  on  February  5,  1949,  after  ad- 
ministration of  4.0  Gm.  aureomycin. 
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eleventh  day  after  its  institution,  the  eighteenth 
day  of  the  illness. 

Laboratory  examination  on  February  1,  1949,  was 
as  follows:  Urine  entirely  normal;  erythrocyte 

sedimentation  rate  (Weintrobe)  11  mm.  per  hour; 
white  blood  cells  7,000;  polymorphonuclears  54  per 
cent;  nonfilamented  forms  13,  and  lymphocytes  41. 
On  February  3,  the  cold  agglutinin  test  was  posi- 
tive in  a dilution  of  1 : 64.  On  February  4,  the  white 
blood  cells  numbered  8,500,  polymorphonuclears  56 
per  cent  (nonfilamented  21),  and  lymphocytes  34  per 
cent.  On  February  9,  there  were  4,600,000  red 
blood  cells,  13.8  Gm.  hemoglobin,  9,000  white  blood 
cells  (15  nonfilamented),  and  40  per  cent  lympho- 
cytes. On  February  15,  the  cold  agglutination  test 
was  positive  in  a dilution  of  1 : 256. 

Observations  on  the  reaction  to  aureomycin  were 
as  follows:  After  the  child  had  received  U/2  Gm. 
of  the  aureomycin,  she  complained  of  nausea  which 
lasted  for  two  hours.  She  did  not  vomit.  About 
an  hour  after  taking  the  dose  that  brought  the  total 
dose  to  4 l/2  Gm.,  the  patient  suddenly  vomited 
without  having  been  previously  nauseated.  A 
yellowish  color  was  noted  in  the  vomitus,  and  it  is 
felt  that  she  lost  some  of  the  medication  at  this 
time.  There  were  no  subsequent  attacks  of  nausea 
or  vomiting.  It  was  noted  that  in  each  of  the 
above  episodes,  the  medication  had  been  given 


when  the  patient’s  stomach  was  empty.  At  other 
times  she  did  not  seem  to  be  upset  by  the  medica- 
tion. After  the  total  dose  of  aureomycin  had 
reached  5 Gm.,  the  patient’s  stools  became  softer 
than  normal,  but  there  was  no  true  diarrhea.  There 
were  no  other  signs  or  symptoms  that  could  have 
been  construed  as  toxic  reactions  to  the  medication, 
and  it  will  be  noted  that  no  anemia  resulted  from  its 
use. 

Summary 

1.  A case  of  virus  pneumonia  in  a child  of  eight 
years  is  reported.  Aureomycin  therapy  was  em- 
ployed with  rapid  and  very  satisfactory  results. 

2.  Aureomycin  was  given  in  doses  of  0.5  Gm. 
every  six  hours.  The  dosage  was  not  reduced  as  the 
illness  progressed,  and  the  total  dose  of  the  medica- 
tion was  12  Gm.  The  medication  was  well  tolerated 
in  relatively  large  doses,  and  no  significant  toxicity 
was  noted. 
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USE  RADIOACTIVE  COMPOUND  TO  CONTROL  RARE  BLOOD  DISEASE 


Control  of  the  rare  and  previously  fatal  blood 
disease,  polycythemia  vera,  a condition  in  which  the 
body  manufactures  red  blood  cells  too  rapidly,  was 
reported  by  Dr.  John  H.  Lawrence  of  the  Uni- 
versity of  California,  Berkeley,  in  the  September  3 
issue  of  the  Journal  of  the  AM. A. 

In  the  treatment  developed  by  Dr.  Lawrence  and 
his  colleagues,  a compound  (sodium  radiophosphate) 
containing  radioactive  phosphorus  is  administered. 
This  chemical  collects  “to  a pronounced  degree”  in 
bone,  bone  marrow,  and  some  rapidly  growing  tissue 
and  apparently  inhibits  red  cell  production. 


Persons  treated  for  polycythemia  vera  with  the 
radioactive  compound  now  have  as  favorable  an 
outlook  as  do  those  treated  for  sugar  diabetes  with 
insulin  or  those  treated  for  pernicious  anemia  with 
liver,  Dr.  Lawrence  says.  He  bases  his  conclu- 
sion on  a ten-year  study  of  the  treatment  of  172 
patients. 

Average  age  at  the  onset  of  the  blood  disease  in 
the  series  of  patients  was  50.7  years,  and  the 
average  age  of  those  patients  who  died  was  67  years. 
This  is  nearly  a normal  life  expectancy  for  persons  in 
this  age  group,  Dr.  Lawrence  points  out. 


OPERATION  FOR  GANGRENE  REVERSES  BLOOD  STREAM 


A new  operation  that  “runs  the  blood  stream  in 
reverse”  was  announced  recently  by  Wayne  Uni- 
versity physicians  seeking  a better  treatment  for 
gangrene  of  the  leg. 

Working  on  the  treatment  are  Drs.  Charles  John- 
ston, E.  S.  Gurdjian,  Prescott  Jordan,  John  E.  Web- 
ster, and  Gordon  H.  Scott,  acting  dean  of  the  Wayne 
Medical  School. 

The  operations,  the  first  of  which  was  performed 
last  winter,  are  carried  out  by  Drs.  Johnston  and 


Jordan  in  Receiving  Hospital.  Dr.  Jordan  said  the 
operation  had  been  performed  fourteen  times  with 
“encouraging”  results. 

The  operation  consists  of  channeling  blood  from 
an  artery  in  the  thigh  into  a vein.  Normally,  blood 
in  the  vein  flows  toward  the  heart,  but  after  it  is  tied 
to  the  artery,  the  blood  flows  away  from  the  heart  to 
the  affected  limb.  The  reversal  is  possible  because 
arterial  blood  flows  faster  than  venous  blood  can  dis- 
place it. — New  York  Times,  September  3,  1949 


PRIMARY  TUBERCULOSIS  OF  THE  PAROTID  GLAND  TREATED  WITH 
STREPTOMYCIN 


Joseph  H.  Hersh,  M.D.,  New  York  City 


'"TUBERCULOSIS  of  the  parotid  gland  is  not  com- 
1 mon.  Cases  of  both  primary  and  secondary  in- 

Ivolvement  have  been  reported  in  the  literature  dur- 
ing the  last  fifty  years.  In  1932,  Berman  and  Fine 
^ reviewed  the  literature  to  date  and  reported  an  ad- 
ditional case.1  Since  then  nine  additional  articles 
have  appeared,  each  reporting  from  one  to  six  new 
i cases.2-10  Treatment  has  varied,  and  good  results 
; have  been  reported  with  surgical  extirpation,  as  in 
Berman  and  Fine’s  case.  No  case  report  could  be 
j found  in  which  streptomycin  or  other  antibiotic 
agent  had  been  employed. 

Case  Report 

iS.  R.,  a nineteen-year-old  white  boy,  complained  of 
J a swelling  on  the  left  side  of  his  jaw.  It  had  been 
noticed  about  six  weeks  previously  and  had  gradually 
j increased  in  size.  It  was  not  tender  or  inflamed. 

The  patient’s  past  history  contributed  nothing 
I pertinent  to  the  present  complaint.  He  did  state 
;|  that  his  father  had  pulmonary  tuberculosis,  that  he 
j was  under  treatment  by  pneumothorax  for  two 
years,  and  that  he  lived  at  home. 

Examination  revealed  a ruddy-faced,  obese  young 
j man.  On  the  left  side  of  his  face,  just  below  the  lobe 
I of  the  ear  and  covering  the  angle  of  the  jaw,  was  a 
| subcutaneous  mass  that  was  doughy  in  character, 
I unattached  to  the  skin,  and  sharply  demarcated  pos- 
’ teriorly  but  blending  with  the  parotid  gland  an- 
: teriorly.  It  measured  1 inch  in  diameter  and  pro- 
truded */<  of  an  inch  above  the  surrounding  skin  sur- 
; face.  A 16-gauge  aspirating  needle  was  plunged  into 
the  mass,  but  nothing  could  be  pulled  back  into  the 
j syringe. 

The  general  physical  examination,  chest  roent- 
j genogram,  complete  blood  study,  serologic  examina- 
II  tion,  and  urinalysis  disclosed  no  abnormalities. 

The  presumptive  differential  diagnosis  was  as 
: follows:  (1)  mixed  cell  tumor  of  the  parotid  gland; 

(2)  chronic,  infectious  granuloma  of  the  parotid 
j (tuberculosis,  Hodgkin’s  disease,  etc.);  (3)  parotid 
I gland  malignancy. 

On  April  10,  1947,  under  local  anesthesia  (pro- 
j caine  1 per  cent)  a curved  incision  was  made,  starting 
in  the  preauricular  crease  and  extending  downward 
I and  forward  under  the  angle  of  the  mandible.  The 
I skin  was  freed  and  reflected  in  two  flaps  posteriorly 
and  anteriorly  to  uncover  the  tumor  mass.  This  was 
picked  up  posteriorly  where  it  was  clearly  defined 
and  well  encapsulated.  By  blunt  dissection  it  was 
freed  anteriorly  until  it  was  found  to  merge  with  and 
become  indistinguishable  from  the  parotid  gland. 
The  tumor  mass  was  pale  gray,  friable,  and  had 
scattered  yellow  nodules.  Because  a total  gland  ex- 
cision had  not  been  contemplated,  the  freed  mass  of 
tumor  tissue  was  cut  away,  and  the  wound  was 
closed  with  interrupted  black  silk  sutures. 

Wound  healing  was  uneventful.  The  parotid  en- 
largement was  persistent . 

Microscopic  examination  revealed  the  tissue  to  be 
made  up  of  hyperplastic  epithelioid  tissue  which  re- 
placed the  usual  parotid  structure  that  was  repre- 


Fig.  1.  A high  power  photomicrograph  dis- 
playing a residuum  of  parotid  tubules,  the  epitheli- 
oid hyperplasia,  and  the  adjoining  necrosis. 


sented  merely  by  occasional  clumps  of  tubules  (Fig. 
1).  There  were  scattered  tubercles  with  occasional 
giant  cells  and  caseating  centers.  Large  areas  of 
caseation  were  also  seen.  Diagnosis  was  tuberculosis 
of  the  parotid  gland. 

Streptomycin  therapy  was  instituted,  1 Gm.  per 
day  being  administered  for  a period  of  six  weeks. 
Tiie  parotid  mass  gradually  receded.  At  the  end  of 
the  sixth  week  it  was  no  longer  evident.  The 
patient  has  been  examined  at  frequent  intervals  for  a 
period  of  two  years,  and  there  lias  been  no  sign  of 
recurrence. 
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Special  Article 

ROLE  OF  COUNTY  SOCIETY  MEMBERS  IN  MEDICAL  LEGISLATION 

Frederic  W.  Holcomb,  M.D.,  F.A.C.P.,  Kingston,  New  York 

( Vice-Speaker , Medical  Society  of  the  State  of  New  York ) 


EVERY  physician  who  is  engaged  in  the  practice  of 
medicine  in  our  State  should  realize  that  there 
has  been  a tremendous  increase  during  the  past  few 
years  in  both  the  problems  and  the  volume  of  legis- 
lation relating  to  public  health,  workmen’s  com- 
pensation, hospital  administration,  care  of  the  in- 
digent and  aged,  and  many  other  fields  of  concern  to 
the  members  of  our  profession.  These  problems  are 
of  concern  to  us,  not  only  from  a medical,  but  from 
an  economic  standpoint  as  well.  The  trend  toward 
political  or  bureaucratic  medicine  is  developing 
rapidly,  and  we  must  strive  to  the  best  of  our  ability 
to  guide  and  modify  this  trend  so  its  development 
will  be  in  the  best  interests  of  sound  medical  prac- 
tice. The  results  of  our  legislative  efforts  for  the 
State  Medical  Society  during  the  past  year  were 
rather  disappointing  in  several  respects.  This  leads 
us  to  attempt  an  analysis  of  our  program  and  to  try 
to  correct  the  weaknesses  in  our  organization. 

In  our  State  Society  we  have  an  approximate 
membership  of  22,000  physicians,  as  compared  with 
a voting  population  of  about  six  million  in  New 
York  State.  It  can  easily  be  seen,  therefore,  that  if 
our  Society  membership  represents  only  that  rela- 
tively small  number  of  votes,  the  disproportion  must 
be  compensated  for  by  each  member  extending  his 
or  her  influence  to  a large  number  of  the  voting 
population.  We  must  realize  that  legislators  are 
elected,  re-elected,  or  defeated  by  votes,  and  votes 
alone.  They  are  in  office  as  possessors  of  political 
acumen,  and  their  actions  and  opinions  are  guided  bv 
votes  and  potential  votes,  and  not,  as  are  ours,  by 
love  or  devotion  to  the  science  of  medicine.  We 
must  also  realize  that  many  groups  much  larger 
than  ours,  such  as  labor  unions  and  large  corpora- 
tions, employ  representatives  or  so-called  lobbyists 
in  Albany.  These  representatives  attempt  to  in- 
fluence legislation  in  which  their  groups  are  in- 
terested, and  most  of  them  are  supplied  with  ample 
funds  for  expense  accounts  and  entertainment  to 
assist  them  in  presenting  their  viewpoints  to  Sena- 
tors and  Assemblymen.  It  is  apparent,  therefore, 
that  in  order  to  carry  on  a worth-while  program,  witty 
the  twofold  purposes  of  informing  the  legislators  of 
our  opinions  on  medical  legislation  and  keeping  our 
membership  alerted  on  matters  pertaining  to  them, 
we  must  increase  both  our  personnel  and  our  budget. 

We  must  also  recognize  the  fact  that  the  legisla- 
tors in  the  State  capitol  are  in  many  instances  under 
the  influence  of  several  groups  having  not  only 
varied  interests,  but  often  very  conflicting  ones. 
An  able  and  conscientious  legislator  is  often  con- 
fronted with  different,  even  opposite  opinions  re- 
garding certain  measures  and  is  subjected  to  pres- 
sure by  various  labor,  business,  and  professional 
organizations.  This  makes  it  necessary  for  him  to 
weigh  carefully  the  various  possibilities  before  choos- 
ing his  stand  on  a given  question,  in  the  hope  of 
making  laws  which  are  fair  and  beneficial  to  the 
greatest  number  of  people. 

What  can  be  done  about  the  apathy  and  indif- 
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ference  on  the  part  of  our  physicians  concerning  I 
medical  legislation?  I feel  that  the  present  set-up 
in  the  State  Society’s  organization  is  basically  ade-  j 
quate  but  must  be  expanded  to  meet  the  ever-in- 
creasing needs.  Our  weakness  lies  in  the  indif-  t 
ference  and  complacency  of  the  average  practitioner, 
who  seems  to  expect  a very  small  group  of  men  to  i 
carry  on  the  work  in  this  field  for  22,000  members.  ; 
This  group  on  whom  the  burden  now  falls  includes 
our  only  legislative  officer  in  Albany,  Dr.  Robert  R. 
Hannon,  the  State  Legislative  Committee,  and  the 
chairmen  on  legislation  from  the  respective  county 
societies.  It  is  only  by  kindling  the  interest  and  ef- 
forts of  each  and  every  practicing  physician  that  we 
will  be  able  to  influence  the  votes  of  our  Senators  and 
Assemblymen. 

Every  legislator  with  whom  I have  discussed  this 
matter  admits  readily  that  the  medical  practitioner 
possesses  tremendous  potential  political  influence.  J 
As  a rule,  the  doctor  occupies  a position  in  the  com- 
munity that  commands  respect  for  his  opinions — j 
particularly  on  matters  regarding  public  health  and 
medical  care;  but— and  the  legislators  seem  equally 
unanimous  in  this  observation — the  doctors  are  ap-  \ 
parently  too  indifferent  or  too  lazy  to  exercise  even  a 
small  fraction  of  their  influence.  Until  this  situa-  I 
tion  is  altered,  I repeat  that  it  is  both  futile  and  un-  i 
fair  to  expect  a small  group  of  men  to  carry  on  the  1 
work  of  22,000.  Before  any  of  us  complain  to  our  j 
county  societies  about  adverse  legislation  being  j 
passed,  or  medically  beneficial  laws  being  defeated,  1 
let  us  question  ourselves  along  these  lines:  How 
much  time  and  effort  have  I,  as  an  individual,  ex-  I 
pended  in  the  past  few  years,  toward  influencing  the 
passage  or  defeat  of  medical  legislation  in  New 
York  State?  Your  State  Society  will  have  the  or- 
ganization capable  of  informing  you  as  members  on 
matters  pertaining  to  medical  and  public  health  * 
legislation,  but,  without  your  active  participation  in 
the  program,  it  can  do  no  more  in  the  future  than  it  t 
has  in  the  past.  The  proper  expansion  of  our  pro- 
gram in  Albany  depends  largely  upon  your  efforts 
to  influence  the  passage  of  beneficial  legislation. 

To  summarize,  I offer  the  following  suggestions: 

1.  Each  physician  in  the  State  Society  must  re- 
alize that  the  medical  legislation  affects  him,  both 
professionally  and  economically. 

2.  Let  each  physician  counsel  his  patients  and 
associates  wisely  and  unselfishly  concerning  matters 
of  important  medical  legislation. 

3.  A special  meeting  should  be  called  in  each 
county  society  following  the  State  Society’s  Legisla- 
tive Conference  in  Albany.  At  this  time  the  re- 
spective county  societies  should  discuss  and  pass  / 
resolutions  on  the  most  important  bills. 

4.  Each  Senator  and  Assemblyman  in  the  district  t 
should  be  promptly  informed  as  to  the  Society’s  ’ 
opinions  and  actions  on  such  bills. 

5.  The  Legislative  Committee  of  the  State  So- 
ciety should  send  promptly  to  every  physician  pam- 
phlets giving  a short  analysis  of  the  most  important 
bills.  These  pamphlets,  for  distribution  to  the  lay 
public,  may  well  influence  patients  and  friends  to 
inform  their  representatives  in  Albany  as  to  their 
opinions  on  medical  legislation. 
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AT  ITS  meeting  on  September  8,  1949,  the  Coun- 
cil considered  the  following  matters,  taking  ac- 
tion as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with  the 
armed  forces  for  two  members  for  1949  and  two  for 
1948;  and,  on  account  of  illness,  eleven  for  1949  and 
one  for  1948.  Eight  War  Memorial  assessments 
were  remitted  because  of  illness  or  service  with  the 
armed  forces. 

Communications. — 1.  Letter  from  Mrs.  Leon 
Gross,  Fort  Worth,  Texas,  as  follows: 

Dear  Sirs: 

Enclosed  please  find  my  check  for  one  hundred 
dollars  ($100),  given  as  a memorial  to  Dr.  Albert 
D.  Mayer  of  the  Hotel  Surrey,  your  city,  who 
passed  away  July  28,  1949. 

Also  a check  ($100)  as  a memorial  to  Dr.  A.  D. 
Mayer  from  R.  J.  Mayer. 

It  was  voted  that  the  disposition  of  these  funds  be 
left  to  the  discretion  of  the  Board  of  Trustees. 
(The  Board  of  Trustees  voted  to  assign  these 
generous  gifts  to  the  War  Memorial  Fund.) 

2.  Memo  from  Dr.  George  F.  Lull,  secretary  and 
general  manager,  American  Medical  Association: 

As  of  July  28,  1949,  our  records  show  that  your 
association  had  remitted  41  per  cent  of  the  twenty- 
five  dollar  assessment.  Its  relative  standing  in 
per  cent  collected  among  the  53  constituent  so- 
cieties was  47. 

It  was  voted  that  the  matter  be  referred  to  the 
Public  Relations  Committee  to  devise  means  of 
collecting  the  outstanding  assessments. 

3.  Letter  from  Mr.  William  C.  Stronach,  execu- 
tive secretary,  The  American  College  of  Radiology, 
dated  August  1,  1949: 

The  American  College  of  Radiology  views  with 
alarm  and  dismay  all  proposed  programs  relating 
to  the  distribution  of  medical  services  which  place 
the  diagnostic  aspects  of  medicine  in  a category 
apart  from  the  general  practice  of  medicine .... 

The  Chair  referred  the  letter  to  the  Managing 
Editor  of  the  New  York  State  Journal  of  Medi- 
cine for  publication. 

4.  Letter  from  Mr.  H.  H.  Barton,  president  of 
the  Chamber  of  Commerce  of  North  Creek,  New 
York,  July  20,  1949,  expressed  thanks  that  Dr. 
Jacques  Grunblatt  is  beginning  practice  at  North 

Creek “Yours  was  a valuable  service  to  our 

community  and  we  thank  you  sincerely.” 

It  was  voted  to  refer  this  to  the  Public  Relations 
Committee  and  to  the  Managing  Editor  of  the 
New  York  State  Journal  of  Medicine. 

5’.  As  a result  of  a letter  from  a member  protest- 
ing refusal  to  renew  his  participation  in  group  mal- 
practice defense  insurance, 

It  was  voted  that  he  and  the  chairman  of  the  Mal- 
practice Insurance  and  Defense  Board  be  invited 
to  appear  at  the  next  meeting  of  the  Council. 

6.  Two  letters  from  the  U.  S.  Pharmacopoeial 


Convention,  thanking  the  Society  for  contribution  of 
$100  to  their  building  fund,  were  received. 

7.  Letter  from  Dr.  Ernest  B.  Howard,  June  29, 
1949,  including  resolution  from  the  American  Medi- 
cal Association  and  letter  from  Dr.  L.  Fernald 
Foster,  secretary,  Michigan  State  Medical  Society, 
in  regard  to  H.  R.  Bill  2893. 

The  Secretary  reported  that  appropriate  action 
had  been  taken  during  the  summer. 

8.  Letter  dated  July  5,  1949,  from  Commissioner 
Robert  T.  Lansdale,  New  York  State  Department  of 
Social  Welfare,  expressing  appreciation  of  work  done 
by  Dr.  Christopher  Wood,  former  chairman  of  the 
Committee  on  Public  Medical  Care. 

9.  Letter  June  28,  1949,  from  Dr.  Albert  Vander 
Veer,  2nd,  secretary  of  Medical  Society  of  the 
County  of  Albany,  recommending  changes  in  the 
Workmen’s  Compensation  Fee  Schedule,  was  re- 
ferred to  the  Workmen’s  Compensation  Committee. 

10.  Letter  July  29,  1949,  from  Dr.  Joseph  A. 
Lane,  secretary,  Medical  Society  of  the  County  of 
Monroe,  re  so-called  Linowitz  Plan: 

By  action  of  the  Comitia  Minora  on  July  11  this 
letter  is  addressed  to  all  secretaries  of  county 
medical  societies  in  New  York  State,  calling  to 
your  attention  the  Linowitz  Plan,  which  seeks  to 
induce  voluntary  health  insurance. 

The  Comitia  Minora,  feeling  that  this  is  a posi- 
tive step  to  make  voluntary  insurance  possible  to  a 
greater  number,  endorsed  it  unanimously.  A 
copy  of  the  plan  is  included  herein,  and  we  hope 
that  your  society  after  due  consideration  will  con- 
cur with  the  Monroe  County  Medical  Society  in 
taking  similar  action. 

It  is  our  hope  that  the  Medical  Society  of  the 
State  of  New  York  will  join  with  other  state  medi- 
cal societies  in  endorsing  this  proposed  plan. 

It  was  voted  to  refer  this  to  the  Committee  on  Eco- 
nomics. 

11.  Letter  from  Dr.  Robert  H.  Hannon,  Execu- 
tive Officer,  requesting  additional  appropriation  of 
$152.58  for  meetings  of  executive  committees  of  dis- 
trict branches.  (The  original  appropriation  was 
$500  but  unexpected  attendance  and  increased  costs 
had  raised  the  expenses.) 

It  was  voted  that  the  Board  of  Trustees  be  re- 
quested to  appropriate  $152.58  to  eliminate  the 
deficit. 

(The  Board  of  Trustees,  after  due  consideration, 
voted  to  meet  this  unexpected  expense.) 

12.  The  request  of  the  Medical  Society  of  the 
County  of  Steuben  for  remission  of  Dr.  George  Allen 
Sisson’s  assessment  for  1949,  because  of  his  resi- 
dency for  three  years,  was  denied.  (The  Council 
does  not  have  power  to  remit  assessments  for  any 
cause  except  illness  or  service  with  the  armed  forces.) 

13.  Letter  August  22,  1949  to  Dr.  James  R. 
Reuling  from  the  Oklahoma  Division  of  the  Ameri- 
can Cancer  Society,  through  the  New  York  City 
Cancer  Committee  of  the  American  Cancer  Society, 
inquiring  amount  spent  during  the  year  by  the  State 
Society  on  the  study  and  control  of  cancer  was  re- 
ferred to  the  Committee  on  Public  Health  and 
Education. 

14.  Letter  July  11,  1949,  from  Mr.  Leslie  P. 
Huey  of  the  Eisenstadt  Manufacturing  Company, 
St.  Louis,  regarding  award  to  physicians  who  have 
been  practicing  fifty  years  or  longer. 
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After  discussion,  it  was  voted  to  refer  this  to  the 
Public  Relations  Committee  for  study  and  report. 

15.  Letter,  dated  September  1,  1949,  from  Miss 
Mary  Donlon,  chairman  of  the  Workmen’s  Compen- 
sation Board: 

Dear  Doctor  Anderton : 

On  my  return  from  Europe  I find  your  letter  of 
July  14,  which  was  acknowledged  by  my  secretary 
on  July  15. 

I am  interested  to  learn  that  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  has  recommended  approval  of  thoracic  sur- 
gery as  a separate  specialty. 

This  recommendation  indicates  that,  in  the 
judgment  of  the  House  of  Delegates,  specialists  in 
general  surgery  are  not  qualified  in  the  operative 
procedures  of  thoracic  surgery  and  that  disabled 
workers  in  need  of  thoracic  surgery  should  be  en- 
trusted only  to  the  care  of  specialists  in  that  field. 
May  I therefore  request  your  cooperation  in  de- 
fining the  area  of  the  new  specialty  from  which 
specialists  in  general  surgery  should  be  excluded. 

For  this  purpose  may  I suggest  that  the  Presi- 
dent designate  three  members  of  the  Society  who 
are  especially  qualified  in  thoracic  surgery  and  also 
three  members  who  are  qualified  as  specialists  in 
general  surgery,  but  not  in  thoracic  surgery,  so 
that  I may  consult  with  them  and  have  the  bene- 
fit of  their  recommendations  as  to  the  field  in 
which  operative  procedures  by  general  surgery 
specialists  should  not  be  recognized  under  the 
Workmen’s  Compensation  Law. 

After  discussion,  it  was  voted  that  the  President 
be  authorized  to  appoint  such  committee. 

16.  Correspondence  between  Mr.  Robert  Dwyer 
of  The  News,  Dr.  Drabkin,  secretary  of  Nassau 
County  Medical  Society,  Mr.  Richard  W.  Clarke, 
executive  editor,  News  Syndicate  Company,  Inc., 
and  Dr.  Anderton  in  regard  to  an  article  entitled 
“M.D.’s  Unorthodox  Ideas  Give  Heart  Patients 
Hope,”  written  by  Mr.  Dwyer. 

It  was  voted  that  the  President  answer  Mr.  Dwyer’s 
letter  according  to  the  sentiments  expressed  by 
the  members  of  the  Council  and  also  extend  to  him 
an  invitation  to  meet  with  the  President  and  the 
Public  Relations  Bureau  of  the  State  Society  for  a 
friendly  discussion  of  the  point  at  issue. 

It  was  voted  that  the  entire  matter  be  referred  to 
the  Nassau  County  Medical  Society  for  discussion 
in  open  membership  on  the  floor. 

17.  Letter  dated  July  18,  1949,  from  Group 
Health  Insurance,  Inc.,  requesting  consideration  and 
approval  of  its  medical  and  surgical  care  insurance 
plans  by  the  State  Medical  Society. 

After  discussion,  it  was  voted  that  this  be  referred 
to  the  Committee  on  Economics  with  the  privilege 
of  consulting  with  other  committees. 

Your  Secretary  has  attended  all  committee  and 
board  meetings. 

A question  has  arisen  as  to  whether  or  not  the 
Council  desires  to  continue  the  policy  of  remitting 
the  annual  assessment  for  members  who  have  re- 
mained in  the  armed  services  since  World  War  II. 
The  1941  House  of  Delegates  voted  power  to  the 
Council  to  make  such  remissions  upon  recommenda- 
tion of  a member’s  county  society. 

It  was  voted  to  continue  the  policy  of  remitting  the 
dues  for  members  who  are  temporarily  in  the 
armed  services. 

Appointments  authorized  by  the  Council  and  made 
by  the  President. — Dr.  Milton  G.  Potter,  Buffalo,  to 


represent  the  Medical  Society  of  the  State  of  New 
York  at  meetings  of  the  Board  of  Directors  of  the 
Mental  Hygiene  Clinic  for  the  Study  of  Alcoholism, 
University  of  Buffalo  School  of  Medicine. 

Dr.  Charles  Solomon,  Kings,  to  represent  the 
Medical  Society  of  the  State  of  New  York  at  the 
1950  meeting  of  the  Committee  of  the  U.  S.  Pharma- 
copoeia. 

Dr.  Carlton  E.  Wertz,  President-Elect,  delegate 
to  the  annual  meeting  of  the  Vermont  State  Medical 
Society. 

Dr.  Masterson,  with  the  approval  of  the  Council, 
appointed  Dr.  James  R.  Reuling  and  Dr.  J.  Stanley 
Kenney  representatives  to  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  Pennsylvania, 
September  26  to  29  in  Pittsburgh. 

The  Treasurer’ s report  was  accepted. 

Reports  of  Committees 

Legislation. — Dr.  Dattelbaum,  chairman,  pre- 
sented the  following  report  : 

The  Committee  recommended  that  the  Albany 
staff  be  augmented  by  an  additional  legislative  ex- 
pert. 

After  discussion  by  the  Council,  it  was  voted  to 
carry  out  this  recommendation. 

It  was  voted  that  the  matters  of  interviewing  indi- 
viduals for  the  position  of  legislative  expert  and 
remuneration  be  referred  to  the  subcommittee  of 
the  Committee  on  Legislation,  consisting  of  Drs. 
Masterson,  Hannon,  Ayers,  Dattelbaum,  and  the 
legal  counsel. 

The  Legislative  Committee  recommended  that  all 
news  releases  be  sent  to  Dr.  Hannon’s  office  to  be 
checked  by  him.  This  was  discussed. 

It  was  voted  that  this  should  be  accomplished  by 
the  Legislative  Committee  working  in  conjunction 
with  the  Public  Relations  Committee. 
Subcommittee  on  Lien  Law  appointed  as  follows: 
Drs.  Kottler,  Hollis,  and  Edwards.  (Dr.  Hannon 
said  he  would  like  to  have  this  subcommittee  see 
Senator  Friedman  and  discuss  with  him  any  recom- 
mended changes  in  last  year’s  bill.) 

The  following  subcommittee  was  appointed  to  dis- 
cuss with  the  other  interested  professions  an  in- 
junction bill  for  appropriate  professions,  to  be  intro- 
duced in  the  1950  Legislature;  Dr.  Holcomb,  chair- 
man, Drs.  Dickson  and  Lochner,  Mr.  Bell,  Mr. 
Martin,  or  Mr.  Clearwater  (legal  counsel). 

The  committee  recommended  that  Mr.  Martin, 
counsel,  should  look  into  the  matter  of  the  legality  of 
hospitals  practicing  medicine. 

The  Legislative  Committee  recommended  that  the 
Council  suggest  to  county  societies  the  importance 
of  appointing  to  their  legislative  committees  only 
members  interested  in  the  work  and  that  they  have 
a vice-chairman  trained  to  take  over  the  position  of 
chairman,  if  for  any  reason  the  latter  could  not  con- 
tinue. 

The  Committee  also  recommended  that  the  county 
societies  be  notified  that  the  special  legislative  meet- 
ing should  be  held  once  a year  by  each  county  so- 
ciety, after  the  annual  meeting  of  the  chairmen  of 
county  society  legislative  committees.  Each  county 
legislative  chairman  should  draw  up  an  agenda  and 
discuss  the  most  important  bills. 

Approval  was  voted. 

A subcommittee  consisting  of  Dr.  Kottler,  chair- 
man, and  Drs.  Needham  and  Lawrence  was  ap- 
pointed to  contact  radiologic  societies  about  the  pro- 
posed x-ray  bill  and  endeavor  to  obtain  approval. 

Medical  Indemnity  Payment.  Introduction  of 
legislation  to  preserve  free  choice  of  physicians  under 
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voluntary  medical  insurance  plans. — It  was  suggested 
that  this  matter  be  considered  by  the  Council  and 
also  discussed  by  the  Medical  Expense  Insurance 
Subcommittee.  It  was  also  recommended  that  the 
latter  Subcommittee  study  the  Panken  Bill  (Senate 
Intro.  1231  of  year  1949)  and  that  no  further  action 
on  it  be  taken,  until  approved  by  the  Council. 

Workmen’s  Compensation.  Legislation  affecting 
counties  having  population  of  over  one  million.—- The 
Committee  recommended  that  the  bill  to  abolish  the 
Medical  Practice  Committee  be  reintroduced  follow- 
ing a conference  between  the  chairman  of  the  Work- 
men’s Compensation  Board  and  members  to  be  ap- 
pointed by  Dr.  Masterson  from  Erie  and  West- 
chester Counties,  and  Dr.  Kenney.  No  action  was 
taken. 

Group  Practice. — It  was  reported  that  the  Legis- 
lative Committee  will  inform  the  House  of  Delegates 
that,  after  serious  consideration,  it  was  decided  that 
this  is  not  the  proper  time  to  introduce  the  type  of 
legislation  proposed,  which  would  attempt  to  har- 
monize the  Workmen’s  Compensation  Law  and  the 
Medical  Practice  Law  as  affecting  group  practice. 

Disability  Benefits  Law. — The  Committee  recom- 
mended amendments  be  withheld  for  the  present 
until  it  can  be  seen  how  the  law  works. 

The  President  requested  the  Committee  to  bring 
in  an  additional  report  at  a subsequent  meeting. 

Revision  of  the  Medical  Practice  Act. — The  Legis- 
lative Committee  recommended  to  the  Council  that 
a committee  be  appointed  to  confer  with  the  Depart- 
ment of  Education  about  amending  the  Medical 
Practice  Act. 

Approval  was  voted  for  the  chairman  to  appoint 
this  committee. 

Legislation  Regarding  Alcoholism. — Dr.  Hannon 
read  a letter  from  E.  H.  L.  Corwin,  Ph.D.,  of  the 
New  York  Academy  of  Medicine  (June  29,  1949), 
and  a copy  of  his  reply  (July  15,  1949).  He  also  re- 
ferred to  a memo  received  from  Dr.  Milton  G.  Potter, 
chairman  of  the  Committee  on  Problems  of  Alco- 
holism. The  Legislative  Committee  decided  that 
this  should  be  left  to  the  Committee  on  Problems  of 
Alcoholism  and  that  action  should  not  be  taken  until 
a report  is  received  from  Dr.  Potter’s  Committee. 

Re  Osteopaths. — Dr.  Hannon  read  a memo  from 
Dr.  Nat  Kanner  of  Brooklyn,  suggesting  that  osteo- 
paths be  required  to  use  the  title  “D.O.”,  or  the 
word  “Osteopath”  on  all  letterheads,  signs,  etc. 

The  Committee  suggested  to  the  Council  that  this 
body  recommend  to  county  medical  societies  that 
all  members  use  “M.D.”  on  prescription  blanks, 
letterheads,  signs,  etc., — also  that  the  Journal 
make  a note  of  this  fact. 

Introduction  of  Legislation  Concerning  Anesthesi- 
ology, Psychiatry . — The  Committee  recommended 
that  the  Council  appoint  a committee  to  work  with 
the  anesthesiologists  and  psychiatrists  in  regard  to 
legislation  to  be  introduced  in  the  next  session  of  the 
Legislature. 

The  Council  voted  to  refer  this  to  the  Joint  Com- 
mittee of  the  Hospital  Association  of  New  York 
State  and  the  Medical  Society  of  the  State  of  New 
York,  and  that  a representative  psychiatrist  be 
invited  to  participate  in  the  proposed  discussions, 
as  well  as  the  members  of  the  State  Society’s  sub- 
committee of  the  above  committee. 

Problems  of  Alcoholism. — Dr.  Potter,  chairman, 
sent  the  following  report: 

At  a Committee  meeting  held  in  Buffalo,  August  4, 
1949,  the  following  action  was  taken  and  Council  ap- 
proval is  requested: 

1.  That  the  policy  of  the  Committee  be:  En- 
couragement and  aid  to  education,  rehabilitation, 


proper  legislation,  and  research  in  the  problems  of 
alcoholism. 

2.  Education  Policy,  (a)  Due  to  the  poor  results 
obtained  last  year  from  letters  sent  to  the  county 
societies  by  the  chairman  of  this  Committee,  encour- 
aging the  formation  of  local  committees  on  this  sub- 
ject, it  is  recommended  that  an  appropriate  letter, 
composed  by  the  chairman  of  this  Committee,  be 
signed  by  the  President  and  sent  to  each  county  so- 
ciety, an  answer  to  be  requested  from  each  county  so- 
ciety. 

It  was  voted  that  this  be  done  if  the  letter  is  ap- 
proved by  the  President. 

(6)  That  the  President  and  the  President-Elect 
when  addressing  district  branch  meetings  and  local 
county  meetings  emphasize  the  importance  of  the 
formation  of  these  local  committees.  This  is  recom- 
mended because  it  is  not  possible  at  this  late  date  for 
members  of  this  committee  to  get  on  the  programs. 

(c)  That  the  President  be  instructed  by  the  Coun- 
cil to  send  letters  to  the  various  deans  of  the  medical 
schools  in  New  York  State  requesting  information 
concerning  the  nature  and  extent  of  courses  given 
on  the  Problems  of  Alcoholism.  A survey  such  as 
this  is  needed  before  suggestions  can  be  offered  by 
the  Society. 

It  was  voted  that  the  President  request  the  chair- 
man of  the  Committee  to  solicit  this  information. 

3.  Rehabilitation,  (a)  That  the  present  limited 

New  York  State  Pilot  Demonstration  Clinic  Hos- 
pital program  operated  by  the  Medical  School  of  the 
University  of  Buffalo,  sponsored  by  the  State  Mental 
Health  Authority,  suggested  by  the  Subcommittee 
on  the  Problems  of  Alcoholism  to  the  Interdepart- 
mental State  Council  and  financed  by  Federal  funds 
allocated  to  New  York  State  under  the  Mental  Hy- 
giene Act,  be  supported  and  be  greatly  expanded  to 
include:  1.  Experimental  convalescent  care  for 

those  patients  no  longer  requiring  active  hospitaliza- 
tion but  who  cannot  return  to  their  home  environ- 
ment until  a further  period  of  rehabilitation  is 
allowed;  2.  An  experimental  long-term  rehabilita- 
tion program  to  evaluate  technics,  values,  and  possi- 
bilities for  those  cases  which  require  hospitalization 
rather  than  ambulatory  treatment. 

Approval  was  voted. 

( b ) That  the  Council  approve  the  suggestions  con- 
tained in  a letter  to  Dr.  Hilleboe  dated  July,  1949, 
from  the  chairman  of  this  Committee. 

Approval  was  voted. 

(c)  That  the  Council  approve  the  suggested  State 
program  for  Alcoholic  Addiction  proposed  by  the 
Subcommittee  on  the  Problems  of  Alcoholism  to  the 
Interdepartmental  Health  Council  of  the  State  of 
New  York  omitting  Article  3 except  the  last  para- 
graph, only  after  the  initial  pilot  program  has  been 
expanded,  perfected,  evaluated,  and  its  worth  proved 
in  the  community  for  the  care  of  patients  in  the  vari- 
ous stages  of  the  disease  on  a practical  economic 
level. 

Approval  was  voted. 

4.  That  the  Council  strongly  objects  to  the  ac- 
tion of  the  Advisory  Council  to  the  Department  of 
Mental  Hygiene  of  New  York  State  in  stopping  the 
appropriation  of  Federal  funds  for  the  State  Pilot 
Demonstration  before  it  has  really  gotten  under  way. 
The  objection  should  take  the  form  of  a letter  or  a 
request  for  a hearing  with  the  Governor  only  after 
failure  to  get  results  by  personal  interviews  with  key 
members  of  the  Advisory  Council  to  the  Department 
of  Mental  Hygiene  and  the  Governor’s  personal  phy- 
sician, by  members  of  the  Committee. 
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It  was  voted  Ijo  send  this  back  to  the  Committee  for 

further  study  and  elucidation. 

5.  That  if  there  is  failure  to  obtain  continued 
Federal  funds  for  this  demonstration,  legislation 
should  be  originated  by  the  Interdepartmental  Coun- 
cil of  the  State  and  the  New  York  State  Medical 
Society  for  a definite  appropriation  to  carry  out 
this  initial  program,  prior  to  initiating  legislation 
and  an  appropriation  for  a State-wide  program. 

It  was  voted  that  this  be  referred  jointly  to  the 

Committee  on  Problems  of  Alcoholism  and  the 

Legislative  Committee. 

6.  That  the  Interdepartmental  Council  of  the 
State  of  New  York  (Dr.  Hilleboe,  chairman)  be 
notified  by  the  President  of  the  action  taken  by  the 
Council  upon  the  suggestions  of  the  Special  Com- 
mittee on  the  Problems  of  Alcoholism. 

It  was  voted  that  the  President  request  the  Secre- 
tary to  write  to  Dr.  Hilleboe. 

Constitution  and  Bylaws. — Dr.  Reuling,  chair- 
man, reported  that  changes  submitted  by  the 
Medical  Society  of  the  County  of  New  York  in 
their  bylaws  had  been  studied  by  members  of  the 
Committee  and  by  the  attorney,  and  as  there  was 
nothing  inconsistent  between  them  and  the  State 
Society’s  Constitution  and  Bylaws,  approval  was 
recommended. 

Approval  was  voted. 

Convention. — The  Convention  Committee  re- 
ported that  the  143rd  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York  was  held 
at  the  Hotel  Statler  in  Buffalo  from  May  2 through 
6,  1949. 

Close  to  2,500  registrations  were  recorded.  It  is 
possible  that  some  physicians  who  attended  the  sci- 
entific meetings  on  the  lower  floors  did  not  register 


on  the  17th  floor  of  the  hotel. 

The  registrants  were: 

Physicians 1,609 

Guests  (medical  students,  interns, 
nurses,  medical  technicians,  dieticians, 

and  others) 538 

Exhibitors  (technical) 335 

Total  2,482 


The  Scientific  Awards  Committee  conferred  a 
First  Award,  Second  Award,  and  Honorable  Men- 
tion in  two  classes:  Clinical  Research  and  Scientific 
Research.  Beribboned  plaques  were  pinned  on  the 
winning  exhibits  and  certificates  of  award  sent  to  the 
winners. 

The  following  were  the  recipients: 

Clinical  Research:  First  Award — “Low  Toxicity 
of  Sulfonamide  Mixtures,”  Dr.  David  Lehr,  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  New  York  City;  Second  Award — “Etio- 
logic  Diagnosis  of  Heart  Disease,”  Dr.  Charles  A.  R. 
Connor,  American  Heart  Association,  Inc.,  New 
York  City;  Honorable  Mention — “Gold  Toxicology 
in  Rheumatoid  Arthritis,”  Dr.  Charles  LeRoy  Stein- 
berg, Rochester  General  Hospital,  Rochester. 

Scientific  Research:  First  Award — “Radio  Iso- 
topes,” Nathan  H.  Woodruff,  Ph.D.,  Mr.  G.  William 
Morgan,  and  Mr.  Carroll  N.  Bowman,  Isotopes 
Division,  United  States  Atomic  Energy  Com- 
mission, Oak  Ridge,  Tennessee;  Second  Award — 
“Sponge  Biopsy:  A New  Method  in  Cancer  Diag- 
nosis,” Dr.  Sidney  A.  Gladstone,  New  York  Poly- 
clinic Medical  School  and  Hospital,  New  York  City; 
Honorable  Mention — -“New  Method  for  Roentgen 
Anatomic  Study  of  the  Skull,”  Dr.  Lewis  E.  Etter, 
Western  State  Psychiatric  Institute  and  Clinic, 
Pittsbi lrgh , Pennsylvan  i a, . 


Economics. — Mr.  George  Farrell,  director,  Medi- 
cal Care  Insurance  Bureau,  reported  he  had  spoken 
on  medical  care  plans  before  several  meetings. 

Following  the  request  made  by  the  House  of  Dele- 
gates that  further  consideration  be  given  to  a uni- 
form State  contract  for  medical  care  insurance,  Mr. 
Farrell  conferred  with  Dr.  A.  H.  Aaron,  chairman  of 
the  Subcommittee  on  Medical  Expense  Insurance, 
and  reviewed  a comparative  fee  schedule  and  ques- 
tionnaire on  contract  provisions  of  each  plan,  re- 
quested by  the  Subcommittee.  The  questionnaire 
and  comparative  fee  schedule  were  prepared  by  the 
Bureau  and  sent  to  all  plans  in  New  York  State  for 
return  by  September  1.  This  material  is  to  be 
analyzed  by  the  Bureau  for  presentation  to  the  Sub- 
committee. 

Mr.  Farrell  presented  the  semiannual  report  on 
the  six  plans  approved  by  the  Medical  Society  of  the 
State  of  New  York. 

The  report  was  approved. 

Dr.  Azzari,  chairman,  reported  on  matters  re- 
ferred to  the  Economics  Committee  by  the  Council 
at  its  June  meeting,  as  follows: 

Practice  of  Medicine  by  Hospitals  and  Colleges. — 
That  all  Blue  Cross  and  Blue  Shield  Plans  in  New 
York  State  be  notified  that  the  Medical  Society  of 
the  State  of  New  York  recommends  that  Blue  Cross 
discontinue  offering  medical  services  in  pathology, 
radiology,  anesthesiology,  and  physical  therapy, 
and  that  Blue  Shield  Plans  should  pay  for  these 
expenses. 

Medical  Indemnity  Payments.- — Recognizing  that 
contract  restrictions  under  certain  voluntary  insur- 
ance plans  tend  to  deny  or  restrict  the  free  choice  of 
physicians,  the  House  endorsed  in  principle  legis- 
lation to  preserve  free  choice  of  physicians  especially 
in  cases  where  there  are  indemnity  payments  under 
voluntary  medical  insurance  plans.  The  Committee 
discussed  this  particular  mandate  of  the  House  and 
recommends  its  approval  by  the  Council. 

Approval  was  voted. 

Prepaid  Medical  Insurance;  Voluntary  Sickness  i 
and  Hospital  Insurance. — The  House  voted  to  urge 
the  Blue  Cross  and  the  Blue  Shield  to  devise  plans  to  ^ 
offer  to  the  public,  particularly  the  low  income  seg- 
ment, comprehensive  medical  and  hospital  coverage, 
including  preventive  and  diagnostic  services.  The 
Committee  on  Economics  sees  no  reason  why  this 
should  not  be  carried  out  and  so  recommends. 

Approval  was  voted. 

Public  Medical  Care. — The  House  recommended 
“that  the  Federal  or  State  government  assist  the 
indigent,  including  all  those  who  are  eligible  for  old 
age  assistance,  to  obtain  medical  care  by  purchasing 
adequate  insurance  from  existing  prepayment  hos- 
pital and  medical  plans,  provided  that  all  voluntary  3 
health  insurance  programs  will  be  entirely  in  the 
hands  of  the  State  agency  acting  in  consultation 
with  the  State  Hospital  and  Medical  Care  Council 
and  Regional  Hospital  and  Medical  Care  authorities 
set  up  in  health  regions  within  the  State.”  This 
matter  was  referred  to  the  chairman  of  the  Subcom- 
mittee on  Public  Medical  Care,  Dr.  Stephen  R. 
Monteith,  and  the  Committee  on  Economics  has  not 
as  yet  received  reply.  The  Committee  on  Eco-  i 
nomics,  however,  of  its  own  accord  recommends  the  \ 
approval  of  this  resolution. 

Approval  was  voted. 

United  M edical  Service  Ceiling  Limits. — In  regard 
to  a letter  addressed  to  the  President  of  the  United 
Medical  Service  and  referred  at  the  last  Council 
meeting  to  the  Committee  on  Economics,  with  refer- 
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ence  to  raising  the  ceiling  limits,  the  Committee  on 
Economics  feels  that  this  should  carry  an  endorse- 
ment, first,  by  each  individual  county  society,  and 
that  the  Committee  on  Economics  should  simply  en- 
dorse this  in  principle. 

Approval  was  voted. 

Practice  of  Medicine  by  Hospitals  and  Colleges. — 
The  House  voted  (1)  “that  the  attention  of  hos- 
pitals and  teaching  institutions  be  drawn  to  the 
opinion  of  the  State  Society  that  such  bodies  should 
not  practice  medicine  in  any  of  its  branches  for 
pecuniary  gain.”  (Of  course  writing  a letter  telling 
them  that  is  our  opinion  is  very  easy  to  do.);  (2) 
“that  a conference  be  held  with  the  deans  of  medical 
colleges  and  representatives  of  hospitals  and  teach- 
ing institutions  to  formulate  a program  which  is  in 
the  public  interest”;  (3)  “that  such  institutions  be 
requested  to  take  no  further  action  toward  entering 
the  practice  of  medicine  until  after  such  a policy  has 
been  formulated.” 

The  Committee  on  Economics  have  discussed  this 
matter  and  feel  that  this  is  a very,  very  large  order, 
and  we  should  have  a lot  of  discussion  by  the  Coun- 
cil before  this  conference  is  called. 

After  discussion,  it  was  voted  that  the  Council  defer 
action  on  this  matter  until  the  Committee  on  Eco- 
nomics can  present  a plan  regarding  such  a con- 
ference, have  an  agenda,  and  discuss  what  their 
position  would  be  at  such  a conference. 

Ethics. — Dr.  James  R.  Reuling,  chairman,  re- 
ported: “The  Council  referred  to  the  Committee 
on  Ethics  the  question  of  the  revision  of  our  Code  of 
Ethics.  I have  sent  to  the  officers  and  to  the  mem- 
bers of  the  Council  the  new  Code  of  Ethics  as 
adopted  by  the  American  Medical  Association  and 
in  position  alongside  of  it  our  corresponding  sec- 
tions. There  will  be  a meeting  of  the  Committee 
soon.  I would  like  very  much  to  have  suggestions 
or  recommendations  from  all  councilmen  and  officers 
before  the  meeting  of  that  Committee.” 

Finance. — Dr.  James  R.  Reuling,  chairman,  re- 
ported as  follows:  “The  Committee  is  endeavoring 
to  prepare  the  budget  for  next  year  with  supporting 
data  for  each  line  item  in  the  budget  so  that  the 
officers,  Council,  and  Trustees  may  be  familiar  with 
all  items.  As  this  is  an  entirely  new  procedure,  con- 
siderable difficulty  is  being  encountered  and  it  is  felt 
that  again  this  year  the  budget  may  be  late  for 
proper  study  by  members  of  the  Council  and  the 
Board  of  Trustees. 

“It  is  recommended  and  I should  like  the  approval 
of  the  Council  directing  the  Finance  Committee  to 
proceed  with  the  preparation  of  the  1951  budget 
early  in  the  year  1950. 

“If  this  is  approved,  it  is  suggested  that  all  de- 
partment heads  be  instructed  to  cooperate  in  order 
that  the  budget  for  the  following  year,  1951,  will  be 
ready  and  in  the  hands  of  the  Council  and  Trustees 
immediately  after  the  close  of  the  1950  Annual 
Meeting.” 

Approval  was  voted. 

Publication. — Dr.  George  W.  Kosmak,  chairman, 
reported  that  the  Committee  met  on  September  7, 
and  the  publication  date  of  the  Directory  was  dis- 
cussed. The  revision  of  the  form  of  the  Directory 
was  referred  to  a special  subcommittee  to  report  at 
the  next  Committee  meeting.  He  called  attention 
to  the  prompt  issuance  of  Part  II  of  the  September  1 
issue  of  the  Journal,  which  contains  the  minutes  of 
the  1949  House  of  Delegates  meeting. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  that  he  had  attended 
meetings  of  his  various  subcommittees  and  arranged 


for  postgraduate  instruction  and  teaching  days  for 
several  counties. 

Subcommittee  on  Cancer. — Dr.  George  Adie,  chair- 
man, reported  that  the  Subcommittee  recommended 
preparation  of  a plan  for  formation  of  detection  cen- 
ters, in  conjunction  with  the  State  Department  of 
Health.  The  Department  of  Health  will  undertake 
its  publication,  but  the  Subcommittee  felt  the  State 
Society  should  pay  part  of  the  printing  expense. 

It  was  voted  that  the  1200  for  the  publication  of  this 
cancer  bulletin  be  expended  from  the  budget  of 
the  Committee  on  Public  Health  and  Education 
(and  if  there  is  not  sufficient  money  remaining  in 
their  budget  that  they  so  report  at  the  next  meet- 
ing of  the  Council). 

He  also  reported  that  a plan  for  the  revision  of  the 
Cancer  Manual  was  being  discussed. 

Medical  Film  Review. — Dr.  Curphey  reported  that 
there  was  a meeting  of  the  Medical  Film  Review 
Board  in  Albany  on  August  2 with  Dr.  Larimore  of 
the  State  Health  Department,  at  which  Dr.  Hughes, 
Dr.  Norris,  and  Dr.  David  S.  Ruhe,  the  director 
of  the  Film  Review  Board  of  the  Association  of 
American  Medical  Colleges,  were  present.  Dr. 
Norris,  chairman  of  the  Subcommittee,  makes  the 
following  recommendations:  “I  would  recommend 
that  this  board  be  made  up  of  a member  from 
Buffalo,  Rochester,  Syracuse,  Albany,  and  Metro- 
politan New  York.  The  function  of  this  board 
would  be  to  establish  policy,  both  regarding  selec- 
tion of  films  and  promotion.  It  is  suggested  that 
each  of  these  men  would  be  chairman  of  a local  Film 
Review  Board,  the  total  membership  of  which  would 
come  from  the  town  in  which  he  was  located  and 
the  composition  of  which  would  be  determined  by 
him.  The  function  of  each  local  committee  would 
be  to  review  the  titles  already  in  our  present  catalog 
in  one  or  two  specialties  and  to  select  from  this  list 
those  films  which  warrant  reviewing,  and  to  review 
those  films,  preparing  a report  and  their  evaluation. 
These  reports  would  form  the  basis  for  future  selection 
of  films  for  the  library  and  for  a descriptive  catalog. 
New  films,  as  they  appear,  would  be  similarly  re- 
viewed. We  would  suggest  that  Dr.  David  S.  Ruhe, 
director  of  the  Film  Review  Board  of  the  Association 
of  American  Medical  Colleges  and  Dr.  Granville 
Larimore  be  made  advisory  members  of  this  com- 
mittee.” Your  Chairman  heartily  endorses  this  sug- 
gestion. 

It  was  voted  that  Dr.  Ruhe  and  Dr.  Larimore  be 
made  advisory  members  of  this  Subcommittee. 
Rehabilitation  and  Physical  Medicine. — Dr.  Cur- 
phey reported  that  there  was  a meeting  of  the  Sub- 
committee on  September  1,  1949,  at  which  Dr. 
Morton  L.  Levin  and  staff  from  the  State  Health 
Department  presented  an  outline  of  the  proposed 
program  for  cerebral  palsy. 

Following  a general  discussion,  it  was  resolved 
that  we  endorse  in  principle  the  program  presented 
by  the  State  Health  Department,  but  feel  that,  in  the 
long-range  plan,  the  most  important  facet  is  that  of 
adequate  training  of  physicians  and  ancillary  per- 
sonnel and  that  such  training  should  be  on  a broad 
base  with  experience  in  both  in-  and  outpatient  fa- 
cilities, taking  into  consideration  the  physical,  psy- 
chologic, social,  and  educational  problems,  and  that 
another  important  facet  is  general  education  of  the 
medical  profession,  both  general  practitioners  and 
specialists,  in  the  problems  of  cerebral  palsy,  so  that 
they  will  be  familiar  with  the  handling  and  proper 
channeling  of  these  patients.  This  Subcommittee 
will  try  to  carry  on  such  a program  within  the  frame- 
work of  the  State  Medical  Society. 
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Further  discussion  centered  around  the  organiza- 
tion of  primary  and  secondary  treatment  centers. 
It  was  resolved  that  when  the  investigation,  which  is 
now  being  made  by  the  State  Health  Department,  is 
completed,  this  Subcommittee  will  review  the  pro- 
cedures and  try  to  formulate  basic  principles  that 
should  be  followed  in  primary  and  secondary  treat- 
ment centers. 

It  was  recommended  that  a Subcommittee  of  the 
Subcommittee  on  Rehabilitation  and  Physical  Medi- 
cine be  formed  and  that  it  be  designated  as  Sub- 
committee on  Cerebral  Palsy  and  consist  of  Dr. 
George  G.  Deaver,  chairman,  with  Dr.  Alfred  Lane 
and  Dr.  Austin  J.  Canning.  This  committee  has 
been  charged  with  studying  the  Cerebral  Palsy  Pro- 
gram of  the  State  Health  Department  and  it  is  ex- 
pected to  report  at  the  next  meeting. 

Approval  was  voted. 

It  was  further  resolved  that  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be  re- 
quested to  give  the  Subcommittee  on  Rehabilitation 
as  much  of  the  teaching  day  as  possible  at  the  next 
meeting  of  the  Medical  Society  of  the  State  of  New 
York  so  that  it  could  put  on  a dynamic  clinical 
demonstration  for  both  general  practitioners  and 
specialists  to  show  procedures  that  can  be  carried 
out  in  their  own  practices  in  the  management  of  the 
chronically  ill  and  disabled — paraplegics,  hemi- 
plegics,  amputees,  neurologic  conditions,  old  cases  of 
poliomyelitis,  etc. 

Approval  was  voted. 

The  Subcommittee  further  requested  that  the 
New  York  State  Journal  of  Medicine  publish  a 
series  of  editorials  highlighting  the  problem  of  re- 
habilitation. 

This  was  referred  to  the  Publication  Committee. 
It  was  finally  resolved  at  the  request  of  the  State 
Plealth  Department  that  the  Subcommittee  urge  the 
cooperation  of  the  profession  in  following  the  man- 
date of  reporting  all  cerebral  palsy  cases,  feeling 
that  it  would  be  of  great  benefit  both  to  the  public 
and  to  the  profession. 

This  was  referred  to  the  Publication  Committee. 
Diabetes. — Dr.  Curphey  presented  a communi- 
cation to  be  sent  to  secretaries  of  all  county  medical 
societies  which  would  serve  to  supplement  with  con- 
crete suggestion  a recent  communication  sent  to  our 
county  medical  societies  by  the  American  Diabetes 
Association,  inviting  each  of  these  to  take  an  active 
part  in  the  Diabetes  Detection  Drive  (D.D.D.) 
which  started  its  year-round  program  during  Dia- 
betes Week,  October  10  to  16.  The  committee  is 
anxious  that  our  own  State  make  a showing  in  the 
national  picture  befitting  its  prestige. 

After  discussion,  it  was  voted  that  the  county  medi- 
cal societies  be  officially  apprised  of  the  action  of 
the  State  Society  approving  of  the  plan,  and  also 
the  approval  of  the  State  Society  regarding  the 
plan  for  diabetes  teaching  programs. 

Blood  Banks. — Dr.  Curphey  stated:  “Your  Sub- 
committee on  Blood  Banks  had  a meeting  last  night 
at  the  Roosevelt  Hotel  in  which  certain  recom- 
mendations were  made.  It  is  felt  that  the  State  So- 
ciety should  give  its  support  to  the  revised  West- 
chester Plan,  in  which  cooperation  is  expected  be- 
tween the  county  medical  society  and  the  Red  Cross. 
It  was  felt  that  that  would  in  itself  represent  the  sort 
of  pilot  plan  to  take  care  of  the  problems  of  a large 
suburban  county. 

“The  Subcommittee  also  felt  that,  as  50  per  cent 
of  the  population  of  the  State  resided  in  rural  areas,  a 
comparable  experiment  might  be  made  in  Glens 
Falls,  a fairly  typical  sampling  of  the  average  rural 


area,  and  that  the  experiment  be  differed  somewhat 
in  that  instead  of  having  the  avowed  cooperation  of 
the  Red  Cross  they  develop  the  program  purely  on  a 
local  basis  without  aid  from  the  Red  Cross. 

Approval  was  voted. 

Program  of  the  New  York  State  Academy  of  General 
Practice. — Dr.  Curphey  stated  that  Dr.  I.  Jay 
Brightman  requested  “endorsement  on  the  part  of 
the  State  Medical  Society  of  the  program  that  is 
being  put  on  by  the  New  York  State  Academy  of 
General  Practice,  which  represents  the  first  annual 
meeting  of  this  group.  Dr.  William  Buecheler  of 
Syracuse  is  the  chairman  this  year.  He  has  or- 
ganized this  program,  and  Dr.  Brightman  assures  me  it 
will  be  good  as  outstanding  men  are  going  to  speak. 
The  State  Department  of  Health  is  willing  to  ap- 
prove, provided  the  Medical  Society  gives  its  ap- 
proval first.” 

Approval  was  voted. 

Arrangements  for  Teaching  Dag  at  Next  Annual 
Meeting. — “In  accordance  with  the  resolution  of  the 
House  of  Delegates  charging  this  Committee  jointly 
with  the  Subcommittee  on  Problems  of  Alcoholism 
and  the  State  of  New  York  Department  of  Health, 
your  chairman  has  been  in  communication  with  Dr. 
Milton  G.  Potter,  chairman  of  the  Committee  on 
Problems  of  Alcoholism  (a  committee  of  the  House  of 
Delegates)  for  the  purpose  of  arranging  a sym- 
posium. Dr.  Potter  in  conference  with  Dr.  Bright- 
man of  the  New  York  State  Department  of  Health 
has  agreed  that  a panel  discussion  on  “Chronic  Al- 
coholism as  a Medical  Problem”  instead  of  a sym- 
posium would  promote  more  interest  and  discussion 
at  the  1950  Teaching  Day.” 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, reported  activities  and  immediate  objectives. 

Veterans  Administration,  Liaison  with  the.— Dr. 
Anderton  reported  for  Dr.  Bauckus : A joint  meeting 
of  the  Committee  on  Liaison  with  Veterans  Ad- 
ministration and  the  Board  of  Directors  of  Veterans 
Medical  Service  Plan  of  New  York,  Inc.,  was  held 
September  7,  1949.  Dr.  J.  C.  Harding  and  Dr. 
Jacques  of  the  Veterans  Administration  Washing- 
ton Office  were  present. 

The  present  contract  with  Veterans  Administra- 
tion expires  October  1,  1949,  and  a new  contract 
eliminating  the  services  of  coordinators,  sent  by  Dr. 
Magnusen  of  the  VA  offices,  was  discussed. 

It  was  the  feeling  of  the  group  that  coordinators 
were  necessary  for  the  proper  control  and  adminis- 
tration of  the  plan,  and  at  a previous  meeting  of  the 
Board  a motion  was  adopted  that  the  continuance  of 
coordinators  be  included  in  any  contract  signed. 

After  discussion,  it  was  agreed  that  the  coordi- 
nators were  to  be  retained  on  a part-time  basis  at  a 
salary  to  assure  the  services  of  high  type  men. 

Motion  was  made,  seconded  and  carried  that  the 
president  of  Veterans  Medical  Service  Plan  be  au- 
thorized to  take  up  the  matter  of  remuneration  and 
time  of  service  with  the  coordinators  and  that  the 
final  determination  be  left  to  him. 

The  matter  of  a change  in  the  wording  of  the  fee 
schedule  pertaining  to  physiotherapists  was  dis- 
cussed. The  point  of  argument  was  that  Veterans 
Administration  desired  to  pay  physiotherapist  tech- 
nicians direct  rather  than  through  the  doctor.  It 
was  felt  that  this  change  would  be  advisable  and  on 
motion  seconded  and  carried  the  president  was  given 
authority  to  make  the  necessary  changes  in  the  con- 
tract relative  to  the  payment  of  physiotherapists. 

It  was  voted  to  approve  the  report. 

Workmen’s  Compensation. — Dr.  J.  Stanley  Ken- 
ney, chairman,  reported  on  the  activities  of  the 
Committee. 


NECROLOGY 


Donato  Vincent  Catalano,  M.D.,  of  West  Brigh- 
ton, Staten  Island,  died  on  October  16  at  his  home 
after  a long  illness,  at  the  age  of  fifty-nine.  Dr. 
Catalano  received  his  medical  degree  from  the 
Jefferson  Medical  College  in  Philadelphia,  Pennsyl- 
vania, in  1915.  During  World  War  I he  served  in 
France  as  a captain  in  the  Army  Medical  Corps. 
Active  in  civic  work  on  Staten  Island  for  the  last 
fifteen  years,  Dr.  Catalano  was  a former  president 
of  the  medical  board  of  St.  Vincent’s  Hospital, 
West  New  Brighton,  chief  of  its  obstetric  staff,  and 
a member  of  its  committee  on  surgery.  He  was 
also  attending  physician  in  obstetrics  and  gyne- 
cology at  Richmond  Memorial  Hospital  at  Prince 
Bay. 

Dr.  Catalano  was  a former  president  of  the  Rich- 
mond County  Medical  Society,  a Diplomate  of  the 
American  Board  of  Obstetrics'  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons  and  the 
New  York  Academy  of  Medicine,  and  a member  of 
the  Richmond  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

Max  N.  Cohnreich,  M.D.,  of  New  York  City,  died 
suddenly  on  October  8 at  the  age  of  sixty-six.  A 
native  of  Germany,  Dr.  Cohnreich  received  his 
medical  degree  from  the  University  of  Berlin  in 
1908  and  practiced  medicine  in  Berlin  until  1936. 
For  the  past  fourteen  years,  Dr.  Cohnreich  had 
practiced  in  the  Bronx  and  in  1948  marked  the  com- 
pletion of  forty  years  of  medical  practice.  After 
Dr.  Cohnreich  arrived  in  the  United  States,  he  com- 
pleted three  years  of  postgraduate  study  at  Beth- 
Israel  Hospital.  He  was  a member  of  the  Rudolf 
Virchow  Medical  Society  of  New  York  City. 

Edward  Martin  Colie,  Jr.,  M.D.,  of  New  York 
City,  died  on  October  22  at  his  home  at  the  age  of 
seventy.  Dr.  Colie  was  graduated  from  the  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, in  1905.  During  World  War  I he  served  as  a 
colonel  in  the  Army  Medical  Corps.  Dr.  Colie, 
who  had  practiced  in  New  York  City  for  more  than 
forty  years,  was  consultant  in  gynecology  at  City 
and  Midtown  Hospitals  and  had  been  attending 
gynecologist  at  the  West  Side  Hospital.  A Fellow 
of  the  American  College  of  Surgeons,  he  was  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the 
New  York  County  and  State  Medical  Societies, 
and  the  American  Medical  Association. 

Clarence  D’Azavado  Daniels,  M.D.,  of  Meridian, 
died  on  October  13  at  the  age  of  sixty-three.  Dr. 
Daniels  received  his  medical  degree  from  the  Uni- 
versity of  Pennsylvania  College  of  Medicine  in  1908 
and  had  been  an  instructor  there  before  coming  to 
Meridian  to  start  his  practice  eleven  years  ago. 
He  was  a member  of  the  Cayuga  County  and  New 
York  State  Medical  Societies  and  the  American 
Medical  Association. 

Robert  Tilden  Frank,  M.D.,  of  New  York  City, 
died  on  October  15  at  Doctors  Hospital  after  a short 
illness,  at  the  age  of  seventy-four.  Dr.  Frank  was 
graduated  from  the  College  of  Physicians  and  Sur- 
geons, Columbia  University,  in  1900,  and  then 
took  postgraduate  studies  in  Berlin,  Germany. 
During  World  War  I he  served  in  France  as  a cap- 


tain in  the  Army  Medical  Corps.  From  1920  to 
1925  he  was  attending  gynecologist  at  the  Univer- 
sity and  General  Hospitals  in  Denver,  Colorado, 
and  an  associate  in  cancer  research  and  associate 
professor  of  gynecology  at  the  University  of  Colo- 
rado. 

In  1906  Dr.  Frank  began  his  long  connection  with 
Mount  Sinai  Hospital,  New  York  City,  as  an  ad- 
junct gynecologist.  He  became  an  associate  in 
1912  and  returned  there  in  1925  as  an  attending 
gynecologist.  From  1937  until  his  death,  he  was 
consulting  gynecologist  at  the  hospital..  Dr. 
Frank  was  the  founder,  and,  from  1925  to  1944, 
the  director  of  the  endocrine  research  laboratory  at 
Mount  Sinai.  He  was  the  author  of  several  text- 
books on  gynecology  and  endocrinology  and  of 
more  than  200  scientific  papers  in  the  field. 

Dr.  Frank  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member 
of  the  American  Gynecological  Society,  the  New 
York  Academy  of  Medicine,  the  New  York  Ob- 
stetrical Society,  the  New  York  County  and  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 


John  Francis  McGrath,  M.D.,  of  New  York  City, 
died  October  15  at  St.  Vincent’s  Hospital  after  an 
illness  of  three  days,  at  the  age  of  sixty-three. 
Dr.  McGrath  was  graduated  from  the  Cornell  Uni- 
versity Medical  College  in  1908  and  served  his  in- 
ternship at  Bellevue  Hospital.  Dr.  McGrath,  who 
had  practiced  in  New  York  City  for  forty  years, 
had  been  a member  of  the  staff  of  St.  Vincent’s 
Hospital  for  that  period  of  time  and  was  director  of 
obstetrics  and  gynecology  there  at  the  time  of  his 
death.  He  was  also  associate  in  «bstetrics  and 
gynecology  at  New  York  Hospital. 

For  thirty  years,  since  1919,  Dr.  McGrath  had 
been  a member  of  the  faculty  of  Cornell  University 
Medical  College,  where  he  was  assistant  professor 
of  obstetrics  and  gynecology  at  his  death.  A 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  Dr.  McGrath  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Harvey  Society,  the  Alumni  of  Bellevue  Hospital, 
the  New  York  Academy  of  Medicine,  the  New  York 
Medical-Surgical  Society,  the  New  York  County 
and  State  Medical  Societies,  and  the  American 
Medical  Association. 


Abraham  J.  Rongy,  M.D.,  of  New  York  City, 
died  on  October  10  at  Mount  Sinai  Hospital  after 
an  illness  of  two  days,  at  the  age  of  seventy-one. 
A native  of  Vilna,  Russia,  Dr.  Rongy  came  to  the 
United  States  when  he  was  fifteen.  He  received  his 
medical  degree  from  the  Long  Island  College  Hos- 
pital in  1899  and  interned  there  the  following 
year.  Dr.  Rongy  was  a founder  of  the  Lebanon 
Hospital  in  the  Bronx,  where  he  was  a staff  member 
and  consultant  for  fifty  years.  Last  January,  he 
was  one  of  five  physicians  with  a record  of  fifty 
years  service  at  Lebanon  who  were  awarded  en- 
graved plaques  by  the  hospital’s  board  of  trustees. 

Dr.  Rongy  was  also  a founder  of  the  Jewish  Ma- 
ternity Hospital,  a consulting  gynecologist  for  the 
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Academy  of  Medicine  Holds  Graduate  Fortnight 


“ A D VANCES  in  Diagnostic  Methods”  was  the 
theme  of  the  twenty-second  annual  Graduate 
Fortnight  of  the  New  York  Academy  of  Medicine, 
held  from  October  10  to  21  at  the  Academy  building 
in  New  York  City.  During  the  two- week  program 
of  lectures,  panels,  hospital  conferences,  and  motion 
pictures,  several  hundred  outstanding  physicians 
from  different  parts  of  the  country  and  many  of 
the  Fellows  of  the  Academy  of  Medicine  partici- 
pated in  an  intensive  study  and  review  of  the  new 
technics  and  procedures  by  which  disease  conditions 
can  be  diagnosed  more  promptly. 

An  innovation  this  year  was  an  exhibition  and 
demonstration  of  x-rays  by  means  of  television. 


The  “Television  of  the  Interpretation  of  Roent- 
genograms” was  arranged  by  Dr.  Ross  Golden  and 
Dr.  Robert  P.  Ball.  A special  exhibit  of  books 
dealing  with  advances  in  diagnostic  methods  was 
arranged  for  the  Fortnight  by  the  Library. 

The  Graduate  Fortnight  program  was  organized 
by  a subcommittee  of  the  Committee  on  Medical 
Education,  of  which  Dr.  Louis  Softer  is  chairman 
and  Dr.  Mahlon  Ashford,  secretary.  Hospital 
conferences  were  arranged  by  a subcommittee 
headed  by  Dr.  Condict  W.  Cutler,  Jr.  The  scien- 
tific exhibit  was  under  the  direction  of  Dr.  Alfred 
Angrist,  and  panel  discussions  under  the  chairman- 
ship of  Dr.  Lloyd  F.  Craver. 


Award  Grants  for  Medical  Research 


GRANTS  of  .$2,056,426  have  been  awarded  by  the 
National  Institutes  of  Health  to  provide  con- 
tinued support  for  medical  and  allied  research 
projects  at  non-Federal  institutions.  A total  of 
217  projects  will  be  supported  at  94  institutions 
located  in  31  states,  the  District  of  Columbia, 
Alaska,  and  four  foreign  countries. 

The  projects  are  designed  to  provide  new  scien- 
tific data  on  a wide  variety  of  human  ailments. 
They  include  studies  of  deafness  and  speech  defects, 
peptic  ulcers,  the  common  cold,  and  the  relation  of 
the  endocrine  glands  to  aging.  They  also  include 
studies  of  the  changes  induced  in  the  living  cell  by 
irradiation,  the  longevity  and  behavior  of  patho- 
genic bacteria  in  frozen  food,  and  the  viability  of 
enteric  bacteria  in  sea  water  and  factors  controlling 
the  fate  of  sewage  after  discharge  in  the  sea. 

Continuation  grants  approved  in  New  York  State 
include  the  following: 

American  Public  Health  Association,  New  York 
City:  Reginald  M.  Atwater,  $27,972,  for  research 
in  the  evaluation  of  local  health  services. 

Columbia  University,  New  York  City:  Hattie 
E.  Alexander,  $13,651,  comparison  of  efficacy  of 
specific  therapeutic  agents  in  whooping  cough; 
Rhode  W.  Benham,  $4,644,  effect  of  nutrition  on 
morphology  of  dermatophytes;  Benjamin  N.  Berg, 
$4,482,  to  study  the  effects  of  pantothenic  acid 
deficiency  alone  and  in  combination  with  other 
partial  deficiencies  on  the  duodenal  mucosa;  Alfred 
Gilman,  $10,692,  studies  on  renal  physiology  with 
special  reference  to  the  effect  of  drugs  on  renal 
function;  Stephen  S.  Hudack,  $10,800,  studies  in 
articular  replacement;  John  S.  Lockwood,  $5,189, 
studies  on  lysozyme  in  ulcerative  disease;  David 
Shemin,  $7,398,  transamination  and  the  inter- 
mediary metabolism  of  amino  acid  studied  with  the 
isotope  technic,  and  H.  B.  Van  Dyke,  $13,176, 
metaDolic  fate  and  localization  of  representative 
barbiturates,  diphenylhydantoin  and  trimethadione 
by  the  use  of  Isotopes. 

Cornell  University  Medical  College,  New  York 
City:  Thomas  P.  Almy,  $3,500,  clinical  evaluation 
of  the  results  of  psychotherapy  in  duodenal  ulcer; 
William  DeWitt  Andrus,  $7,776,  studies  on  the 
etiology  of  ulcerative  colitis;  Herbert  Conway, 
$4,987,  studies  on  the  rehabilitation  of  children 
with  speech  defects  persistent  after  primary  surgery 


for  cleft  palate;  John  G.  Kidd  and  Lewis  D. 
Stevenson,  $5,000,  analysis  of  encephalomyelitis;  J 
other  studies  in  neuropathology;  Milton  I.  Levine,  | 
$8,404,  study  of  adolescent  children  inoculated  with 
BCG  in  early  infancy;  Mary  Hewitt  Loveless,  I 
$4,860,  the  relation  of  protein  binding  and  other 
induced  variables  to  the  activity  of  antimicrobial  , 
agents  as  reflected  by  host-parasite  relationships  in 
vivo,  and  Carl  H.  Smith,  $11,340,  pathogenesis  j 
and  treatment  of  Mediterranean  (Cooley’s)  anemia. 

Long  Island  College  of  Medicine,  Brooklyn,  ] 
Peter  Gruenwald,  $7,138,  pathology  and  causes  of  ' 
death  during  fetal  and  neonatal  periods. 

Mount  Sinai  Hospital,  New  York  City:  Harry 
Sobotka,  $6,000,  thermophil  enzymes  and  proteins. 

New  York  State  Department  of  Health,  Albany: 

F.  Wellington  Gilcreas,  $6,425,  study  of  standard 
methods  for  the  chemical  examination  of  sewage; 

H.  McLeod  Riggins,  $37,128,  comparative  value  of 
streptomycin  versus  dihydrostreptomycin  in  tuber- 
culosis, combined  chemotherapy  of  tuberculosis, 
and  the  toxic  and  therapeutic  effects  of  neomycin, 
alone  and  with  PAS. 

New  York  University,  New  York  City:  Henry 
Doubilet,  $11,880,  relation  of  biliary-pancreatic 
reflux  to  diseases  of  the  pancreas  and  biliary  tract. 

New  York  University,  Bellevue  Medical  Center, 
New  York  City:  Heinz  L.  Luschinsky,  $5,184,  the 
enzymatic  activity  of  the  placenta  in  normal  preg- 
nancy and  toxemia;  Alfred  Marshak,  $39,042,  meta- 
bolic studies  in  relation  to  chemotherapy  of  tuber- 
culosis; Severo  Ochoa,  $10,000,  study  of  enzyme 
systems  involved  in  biologic  oxidations  and  synthe- 
ses. 

Queens  College,  Flushing:  A.  H.  Blatt,  $9,450, 
synthesis  of  pentaquin  with  labeled  atoms. 

St.  Clare’s  Hospital,  New  York  City:  Max  A. 
Goldzieher  and  William  Bryant  Rawls,  $9,940,  the 
relat  ion  of  the  endocrine  glands  to  aging. 

Syracuse  University,  Syracuse:  Paul  A.  Bunn, 
$9,914,  to  determine  the  advantages  of  using  the 
rabbit's  eye  as  a tissue  to  study  antibacterial  activity 
of  tuberculostatic  agents. 

University  of  Rochester,  Rochester:  Edward 

F.  Adolph,  $12,960,  adaptations  of  animals  to  cold 
and  to  dehydration;  George  H.  Ramsay,  $10,548, 
iodinated  organic  compounds  as  contrast  media  for 
radiographic  diagnoses. 
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New  York  University  Medical  Alumni  Day 


TO  MARK  the  Alumni  Day  at  the  New  York 
University  College  of  Medicine,  a unit  of  the  New 
York  University-Bellevue  Medical  Center,  on 
November  11,  a program  of  six  papers  was  presented. 

Speakers  included:  Dr.  John  H.  Mulholland, 

professor  of  surgery,  “Present  Status  of  Vagotomy 
in  Peptic  Ulcer”;  Dr.  Morris  Herman,  professor  of 
surgery,  “Present  Status  of  Psychotherapy  in 
General  Practice”;  Dr.  William  L.  Watson,  associate 
professor  of  surgery,  “Present  Status  of  Special 


Diagnostic  Tests  in  Carcinoma”;  Dr.  Arthur 
DeGraff,  professor  of  therapeutics,  “Anticoagulants 
in  the  Treatment  of  Myocardial  Infarctions  and 
Other  Cardiac  Conditions”;  Dr.  William  E.  Studdi- 
ford,  professor  of  obstetrics  and  gynecology,  “Present 
Status  of  Newer  Technics  on  Management  of  Labor,” 
and  Dr.  Harrison  Stanford  Martland,  professor  of 
forensic  medicine,  “The  Teaching  of  Legal  Medicine 
and  the  Proposed  Institute  of  Forensic  Medicine 
at  New  York  University.” 


MEDICALLY  SPEAKING— 


Award  for  Essay  on  Hippocrates — A $100  govern- 
ment savings  bond  will  be  awarded  for  the  best 
essay  on  “The  Meaning  of  Hippocrates  in  the  Medi- 
cal World  Today”  by  the  United  States  Chapter  of 
the  International  College  of  Surgeons,  according  to  a 
recent  announcement.  Entries,  which  will  not  be 
restricted  to  any  certain  number  of  words,  must  be 
postmarked  not  later  than  March  1,  1950.  The 
contest  is  being  held  in  connection  with  the  celebra- 
tion of  Hippocrates  Day  by  the  International  College 
of  Surgeons  in  Chicago,  held  October  23,  1949. 
Entries  may  be  sent  to:  Essay  Contest,  care  of  the 
International  College  of  Surgeons,  1516  Lake  Shore 
Drive,  Chicago  10,  Illinois. 

Nursing  Population — In  a booklet  released  by  the 
American  Nurses’  Association,  certain  interesting 
information  is  presented.  An  inventory  of  profes- 
sional registered  nurses  in  1949  disclosed  that  the 
population  per  active  professional  registered  nurse  is 
shown  to  be  five  states,  only  one  nurse  for  95  to 
1,997  population,  while  five  other  states  had  one 
nurse  for  every  270  to  324  residents.  The  number  of 
professional  nurses  in  hospitals  and  schools  of  nur- 
sing increased  sixteen  per  cent  from  1947  to  1948. 
In  addition,  the  number  of  professional  nurses 
employed  by  government  agencies  rose  in  1949, 
compared  with  the  previous  year.  On  the  other 
hand,  enrollment  of  student  nurses  on  January  1, 
1949,  totaled  88,817,  a drop  of  about  three  per  cent 
from  the  91,643  students  enrolled  on  January  1, 
1948.  The  1949  enrollment  is  about  the  same  as 
the  total  on  January  1,  1941. 

Lectures  on  Industrial  Medicine — The  Faculty  of 
Medicine  of  Columbia  University,  New  York  City, 
has  announced  a series  of  lectures  on  industrial 
medicine,  which  are  being  given  on  Saturday  morn- 
ings from  9:00  to  10:00  a.m.  in  Amphitheater  A, 
College  of  Physicians  and  Surgeons,  630  West  168th 
Street.  The  lecturers  are  members  of  the  staff  of 
the  Industrial  Hygiene  Division  of  the  School  of 
Public  Health.  Interested  members  of  the  medical 
profession  are  invited  to  attend.  There  is  no  formal 
registration  and  no  tuition  fee. 

Lectures  already  presented  include: 

September  24 — “History  of  Industrial  Medicine” 
October  1 — “Scope,  Objectives,  and  Practice  of 
Industrial  Medicine” 

October  8 — “Industrial  Health  in  Relation  to 
Public  Health;  Hygiene  of  the  Environment” 
October  15 — “Industrial  Toxicology — General 
Considerations” 

October  22 — “Toxic  Metals” 

October  29 — “Toxic  Solvents” 

November  5 — “Toxic  Dusts” 

November  12 — “Toxic  Gases” 


Lectures  remaining  on  the  schedule  include: 

November  19 — “Emotional  Problems  in  Indus- 
trial Medicine” 

November  26 — “Workmen’s  Compensation” 

December  3 — “Elementary  Nuclear  Physics” 

December  10 — “Health  Hazards  Due  to  Radia- 
tion” 

Examination  for  Medical  Officers  in  U.  S.  Public 
Health  Service — A competitive  examination  for 
appointment  of  medical  officers  in  the  regular  corps 
of  the  United  States  Public  Health  Service  will  be 
held  on  January  9,  10,  and  11,  1950.  Examinations 
will  be  held  at  a number  of  points  throughout  the 
United  States,  located  as  centrally  as  possible  in 
relation  to  homes  of  candidates.  Applications 
must  be  received  no  later  than  December  12,  1949. 
Appointments  will  be  made  in  the  grades  of  assis- 
tant surgeon  (first  lieutenant)  and  senior  assistant 
surgeon  (captain).  Appointments  are  permanent 
and  provide  opportunities  to  qualified  physicians  for 
a lifetime  career  in  clinical  medicine,  research,  and 
public  health. 

Application  forms  and  additional  information 
may  be  obtained  by  writing  to  the  Surgeon  General, 
United  States  Public  Health  Service,  Federal  Se- 
curity Agency,  Washington  24,  D.  C.,  attention: 
Division  of  Commissioned  Officers.  Applications 
received  after  December  12,  1949,  will  not  be  ac- 
cepted for  this  examination  but  will  be  admitted  to 
the  examination  in  May,  1950. 

Memorial  Lectures — The  Mark  J.  Schoenberg 
Memorial  Lecture  will  be  held  at  the  New  York 
Academy  of  Medicine  at  8:30  p.m.  on  Monday, 
December  5,  under  the  joint  sponsorship  of  the  New 
York  Society  for  Clinical  Ophthalmology  and  the 
National  Society  for  the  Prevention  of  Blindness. 
Dr.  Jonas  S.  Friedenwald  of  Baltimore,  Maryland, 
will  discuss  “Some  Problems  in  the  Diagnosis  and 
Treatment  of  Glaucoma.”  This  lectureship  was 
established  as  a memorial  to  Dr.  Schoenberg’s  interest 
and  original  work  in  the  control  of  glaucoma.  The 
committee  in  charge  of  arrangements  includes:  Dr. 
Willis  S.  Knighton,  chairman;  Dr.  Isadore  Givner, 
Dr.  James  W.  Smith,  and  Dr.  Franklin  M.  Foote. 

The  1949  Menas  S.  Gregory  Lecture  was  delivered 
on  November  3 at  the  Bellevue  Hospital  Psychiatric 
Amphitheater  in  New  York  City.  Guest  lecturer 
was  Dr.  John  R.  Rees,  director  of  the  World  Federa- 
tion of  Mental  Health,  London,  England. 

The  American  Board  of  Orthopaedic  Surgery — 

The  following  statement  is  announced  in  order  to 
clarify  the  regulations  concerning  the  requirements 
of  the  American  Board  of  Orthopaedic  Surgery: 

1 . Examinations  for  Part  I are  held  once  yearly 
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usually  in  April  or  May,  in  various  centers  selected 
by  the  Committee  on  Examinations. 

2.  Examinations  for  Part  II  are  held  once  yearly, 
usually  in  January  or  February,  immediately  pre- 
ceding the  meeting  of-  the  American  Academy  of 
Orthopaedic  Surgeons. 

3.  Applications  for  Part  I must  be  received  in  the 
office  of  the  secretary  before  December  31  of  the 
year  preceding  the  examination. 

4.  Applications  for  Part  II  must  be  received  in 
the  office  of  the  secretary  before  August  15  of  the 
year  preceding  the  examination. 

5.  Notice  of  acceptance  for  Part  I examination 
is  mailed  to  the  candidates  during  the  month  of 
February  in  the  year  of  the  examination. 

6.  Notice  of  acceptance  for  Part  II  examination 
is  mailed  to  the  candidates  during  the  month  of 
November  in  the  year  preceding  the  examination. 

7.  Candidates  being  examined  in  Part  I in  1951 
are  required  to  have  completed  one  year  of  approved 
internship  and  one  year  of  approved  resident  train- 
ing in  orthopedic  surgery  and  are  not  required  to 
have  a year  of  general  surgery. 

8.  Candidates  being  examined  in  Part  I in  1952 
and  subsequently  are  required  to  have  completed 
one  year  of  approved  internship,  one  year  of  ap- 
proved resident  training  in  general  surgery,  and 


two  years  of  approved  resident  training  in  ortho- 
pedic surgery. 

9.  Starting  in  the  year  1951,  the  Part  II  examina-  ' 
tion  will  include  those  persons  who  took  an  additional 
year  of  resident  training  in  adult  orthopedic  surgery 
in  lieu  of  one  year  of  resident  training  in  children’s 
orthopedic  surgery. 

Certification  of  such  candidates  will  denote  the 
absence  of  qualified  training  in  children’s  orthopedic 
surgery. 

For  further  information  address  the  secretary, 

Dr.  Harold  A.  Sofield,  American  Board  of  Ortho- 
paedic Surgery,  122  South  Michigan  Avenue, 
Chicago  3,  Illinois. 

Formation  of  Mental  Health  Film  Board — Dr. 

Carl  Binger,  of  New  York  City,  editor  of  Psychoso- 
matic Medicine,  and  Dr.  Thomas  C.  Rennie,  associate 
professor  of  psychiatry,  Cornell  University  Medical 
School,  are  members  of  the  newly  organized  Mental 
Health  Film  Board.  This  Board  will  develop  a 
program  to  give  to  the  public  authoritative  films 
dealing  with  psychiatry  and  related  subjects,  as 
announced  by  Dr.  George  Stevenson,  director  of  the 
National  Committee  for  Mental  Hygiene.  Further 
information  is  available  at  the  office  of  the  latter 
organization  at  1790  Broadway,  New  York  City. 


MEETINGS 

PAST 


New  York  Academy  of  General  Practitioners 

The  first  scientific  assembly  of  the  New  York 
Academy  of  General  Practitioners,  an  affiliate  of  the 
Academy  of  General  Practice,  was  held  October  10 
and  1 1 in  Syracuse.  Chairman  of  the  session  was  Dr 
William  A.  Buecheler,  president  of  the  Academy. 

Speakers  from  New  York  State  included:  Dr. 
Harry  Feldman,  associate  professor  of  medicine, 
Syracuse  University;  Dr.  George  C.  Adie,  director 
of  surgery,  New  Rochelle  Hospital;  Dr.  George  T. 
Pack,  assistant  professor  of  clinical  surgery,  Cornell 
University  Medical  College;  Dr.  Carlton  E.  Wertz, 
Buffalo,  president-elect  of  the  Medical  Society  of  the 
State  of  New  York;  Dr.  John  H.  Talbott,  professor 
of  medicine,  University  of  Buffalo;  Dr.  Donald  A. 
Covalt,  clinical  director,  New  York  Universitv- 
Bellevue  Medical  Center,  and  Dr.  Edward  C. 
Hughes,  professor  of  obstetrics,  Syracuse  University 
College  of  Medicine. 

Officers  elected  include:  Dr.  William  A.  Buech- 
eler, Syracuse,  president;  Dr.  Vincent  E.  Fischer, 
Rochester,  president-elect;  Dr.  Samuel  H.  Garlan, 
New  York  City,  secretary-treasurer,  and  Dr.  W. 
Pierce  Taylor,  Buffalo,  vice-president. 

Long  Island  Psychiatric  Society 

The  first  meeting  of  the  Long  Island  Psychiatric 
Society  for  the  1949-1950  season  was  held  on  October 
18  at  the  Veterans  Administration  Hospital,  North- 
port.  Guest  speaker  was  Dr.  Gregory  Zilboorg,  as- 
sociate professor  of  clinical  psychiatry,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospitals, 
on  “Pride  and  Prejudice  in  Psychosomatic  Medi- 
cine.” 

Membership  of  the  Society  includes  staff  members 
of  the  Kings  Park  State  Hospital,  Central  Islip  State 
Hospital,  Creedmoor  State  Hospital,  Pilgrim  State 
Hospital,  Northport  Veterans  Administration  Hos- 


pital, and  several  private  institutions  on  Long  Is- 
land. The  Society,  which  was  organized  in  1925,  has 
the  following  officers:  Dr.  Henry  Brill,  president;  j 
Dr.  Pompo  Milici,  vice-president,  and  Dr.  Arnold  A. 
Schillinger,  secretary-treasurer. 

Tuberculosis  Sanatorium  Conference  of 
Metropolitan  New  York 

“The  Heart  in  Chronic  Pulmonary  Disease”  was 
the  subject  of  a panel  discussion  held  on  October  19 
at  the  Cornell  University  Medical  College,  New  York 
City,  under  the  sponsorship  of  the  Tuberculosis 
Sanatorium  Conference  of  Metropolitan  New  York. 

Dr.  H.  McLeod  Riggins,  assistant  clinical  profes- 
sor of  medicine,  Columbia  University  College  of 
Physicians  and  Surgeons,  was  the  moderator. 
Members  of  the  panel  included : Dr.  Aaron  Himmel- 
stein  and  Dr.  Dickinson  W.  Richards,  College  of 
Physicians  and  Surgeons;  Dr.  Charles  E.  Kossman, 
New  York  University  College  of  Medicine;  Dr. 
David  Ulmar,  New  York  University  Post-Graduate 
Medical  School;  Dr.  David  M.  Spain,  director, 
Department  of  Laboratories  and  Research,  West- 
chester County,  and  Dr.  George  W.  Wright,  Tru- 
deau Foundation,  Saranac  Lake. 

American  Public  Health  Association 

The  seventy-seventh  annual  meeting  of  the 
American  Public  Health  Association  was  held  in  New 
York  City  from  October  24  to  28,  with  headquar- 
ters at  the  Hotel  Statler.  Meeting  with  the  Associ- 
ation were  a number  of  other  organizations  devoted 
to  special  interests  allied  to  public  health. 

Scientific  sessions  were  held  on  the  following  top- 
ics: “Rehabilitation  of  Crippled  Children  and 

Adults,”  “Integrating  Mental  Hygiene  Concepts 
in  Public  Health  Programs,”  “Roundup  of  Research 
with  Implications  for  School  Age  Children,”  “Nu- 
tritional  Aspects  of  School  Feeding  Programs.” 
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“Mental  Hygiene  in  the  Classroom,’’  “Global  Con- 
trol of  Insect  Vectors,”  “Air  Sanitation,”  “Problems 
of  an  Aging  Population,”  “Trends  in  Maternity 
Care,”  “The  British  National  Health  Service,” 
“Public  Health  Technics  as  Applied  to  Home  Acci- 
dent Prevention,”  “Research  in  the  Dental  Field 
in  Public  Health,”  “Health  Aspects  of  Chemicals 
Introduced  in  Foods,”  “Regionalization  of  Medical 
Services,”  “Report  on  a Topical  Fluoride  Program,” 
“Voluntary  Health  Insurance  on  the  National 
Scene,”  “Tuberculosis,”  “Prematurity,”  “Some 
Public  Health  Implications  of  the  State  of  Nutri- 
tion During  Pregnancy,”  and  “Enteric;  Diseases  and 
Sanitation.” 

New  York  Allergy  Society 

A meeting  of  the  New  York  Allergy  Society  was 
held  on  November  2 at  the  New  York  Academy  of 
Medicine.  Scientific  papers  presented  included: 
“Cardiovascular  Lesions  Resembling  Those  Ob- 
served in  Hypersensitivity  Induced  by  Histamine,” 
Dr.  Lawrence  Farmer  and  Dr.  George  L.  Rohden- 
burg,  Lenox  Hill  Hospital,  and  “Cardiorespiratory 
Function  in  Relation  to  Asthma  and  Emphysema,” 
Dr.  Andre  Cournand,  associate  professor  of  medi- 
cine, and  Dr.  Dickinson  W.  Richards,  Jr.,  Lambert 
professor  of  medicine,  both  of  Columbia  University 
College  of  Physicians  and  Surgeons,  and  Dr.  Hor- 
ace Baldwin,  assistant  professor  of  clinical  medicine, 
Cornell  University  College  of  Medicine. 

Conference  of  State  Medical  Association 
Secretaries  and  Editors 

The  annual  Conference  of  State  Medical  Associa- 
tion Secretaries  and  Editors  was  held  in  the  Ameri- 
can Medical  Association  headquarters,  Chicago,  Illi- 
nois, on  November  3 and  4.  Chairman  of  the  pro- 
gram was  Dr.  Douglas  W.  Macomber  of  Denver, 
Colorado. 

Among  the  topics  presented  were:  “Making  a 


Speakers  Bureau  Fulfill  Its  Purpose,”  “How  Can 
State  Medical  Association  Secretaries  and  Editors 
Improve  Organization  Relationships  with  Hospital 
Associations?”,  “Office  and  Personnel  Management 
in  the  Expanding  Headquarters  of  State  Medical 
Associations,”  “The  ‘Medical  Grand  Jury’  Plan  of 
Investigating  Patient’s  Dissatisfactions,”  “Develop- 
ing and  Maintaining  Reader  Interest  in  State  Medi- 
cal Journals,”  “Availability  and  Utilization  of  Med- 
ical Care  in  America,”  “Management  of  Radio  Re- 
lations for  State  Medical  Meetings,”  “Technics  of 
Managing  a State  Legislative  Campaign,”  and  “The 
British  National  Health  Service:  Results  to  Date.” 

New  York  physicians  appearing  on  the  program 
included  Dr.  Louis  H.  Bauer,  Hempstead,  chairman 
of  the  Board  of  Trustees  of  the  A.M.A.,  who  greeted 
the  delegates  at  the  opening  session,  and  Dr.  Walter 
P.  Anderton,  New  York  City,  secretary  of  the  Medi- 
cal Society  of  the  State  of  New  York,  who  partici- 
pated in  a discussion,  “As  Others  See  Us.” 

National  Society  for  Crippled  Children  and  Adults 

“Achieving  Goals  for  the  Handicapped”  was  the 
theme  of  the  annual  convention  of  the  National  So- 
ciety for  Crippled  Children  and  Adults  held  Novem- 
ber 7 through  10  in  New  York  City.  Approximately 
2,000  delegates  were  present  from  the  National  So- 
ciety’s 2,000  state  and  local  affiliates  throughout  the 
United  States,  Alaska,  and  Hawaii.  Presiding  at  the 
opening  session  was  Dr.  John  J.  Lee,  president  of  the 
Society,  who  is  dean  of  the  Graduate  School  at 
Wayne  University,  Detroit,  Michigan. 

Among  those  appearing  on  the  program  were  Dr. 
George  G.  Deaver,  physician  in  charge  of  physical 
medicine  at  New  York  University-Bellevue  Medical 
Center,  who  is  president  of  the  American  Academy 
for  Cerebral  Palsy,  and  Dr.  Howard  A.  Rusk,  direc- 
tor of  the  Institute  of  Rehabilitation  and  Physical 
Medicine,  New  York  University-Bellevue  Medical 
Center. 


FUTURE 


Utica  Academy  of  Medicine 

Dr.  Frederick  H.  vom  Saal,  instructor  in  orthope- 
dics, New  York  University  Medical  College,  will 
speak  on  “Intramedullary  Fixation  of  the  Femur 
and  Tibia”  at  a meeting  of  the  Utica  Academy  of 
Medicine  to  be  held  Thursday,  November  17,  at 
8:00  p.m.  at  the  Hotel  Utica,  Utica. 

The  program  is  postgraduate  in  fraction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of 
New  York,  with  the  cooperation  of  the  New  York 
State  Department  of  Health. 

Association  for  the  Advancement 
of  Psychoanalysis 

The  next  meeting  of  the  Association  for  the  Ad- 
vancement of  Psychoanalysis  will  be  held  on 
Wednesday,  November  23,  at  8:30  p.m.  at  the  New 


York  Academy  of  Medicine,  New  York  City.  Dr. 
Alexander  Reid  Martin  will  present  a paper  entitled, 
“The  Nature  of  Insight.” 


National  Conference  of  County  Medical  Society 
Officers 

The  sixth  annual  National  Conference  of  County 
Medical  Society  Officers  will  be  held  in  Washington, 
D.C.,  on  December  8 during  the  clinical  session  of  the 
American  Medical  Association.  The  meeting  is 
scheduled  for  8: 00  p.m.  in  the  Hotel  Statler  and  will 
feature  a program  on  “Community  Health  Leader- 
ship.” 

Among  those  scheduled  to  speak  is  Dr.  Roy  L. 
Scott,  president  of  the  Erie  County  Medical  Soci- 
ety, whose  topic  will  be  “Erie  Countv  Rings  the 
Bell.” 


PERSONALITIES 


Retired 

Dr.  E.  Carlton  Foster  of  Penn  Yan,  one  of  the 
founders  of  the  Foster-Hatch  medical  group,  October 
1 after  forty-five  years  of  practice.  He  will  continue 
to  do  consultation  work. 


Honored 

Dr.  Anchise  A.  Cirillo,  New  York  City,  at  a testi- 
monial dinner  September  29  at  the  Hotel  Commo- 
dore, by  the  New  York  City  Police  Department  as 
“an  expression  of  gratitude  for  Dr.  Cirillo’s  many 
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years  of  service  as  honorary  surgeon  of  the  depart- 
ment.” 

On  September  25,  Dr.  Archie  I.  Cullen,  Alta- 
mont,  who  completed  forty-six  years  of  practice,  at 
“Dr.  Cullen  Day”  sponsored  by  the  Altamont 
Kiwanis  Club  . . . Dr.  Rachel  G.  Holloway,  Kerhonk- 
son,  on  October  6 at  a testimonial  dinner  sponsored 
by  the  Kerhonkson  Lions  Club  and  the  Veterans  of 
Foreign  Wars  post.  Dr.  Holloway  recently  an- 
nounced her  retirement. 

Appointed 

Dr.  Frederick  Elias,  Monticello,  as  clinical  in- 
structor of  radiology  at  the  New  York  Medical 
College  . . . Dr.  Robert  S.  Hotchkiss,  former  associ- 
ate professor  of  surgery  (urology)  at  Cornell  Univer- 
sity Medical  College,  as  professor  and  chairman  of 
the  department  of  urology,  New  York  University 
Post-Graduate  Medical  School . . . Dr.  Herbert  Kent, 
formerly  Fellow  in  Physical  Medicine  and  Rehabili- 
tation of  the  New  York  University-Bellevue  Medi- 
cal Center  and  National  Foundation  for  Infantile 
Paralysis,  as  chief  of  physical  medicine  rehabilita- 
tion at  the  Veterans  Administration  Hospital,  In- 
dianapolis, Indiana. 

Dr.  Harry  S.  Mustard,  New  York  City  Health 
commissioner  since  November  3,  1947,  as  executive 
director  of  the  State  Charities  Aid  Association,  ef- 
fective January  1 . . . Dr.  Edwin  J.  Quinn  and  Dr. 
Frederick  A.  Waldron,  as  assistant  medical  directors 
of  the  Mutual  Life  Insurance  Company,  New  York 
City  . . . Dr.  Charles  Fore  Wilkinson,  Jr.,  formerly 
associate  director  of  the  Kellogg  Foundation’s  Divi- 
sion of  Medicine  and  assistant  professor  of  medicine 
at  the  University  of  Michigan  Medical  School,  as 
professor  and  chairman  of  the  department  of 
medicine  at  the  Post-Graduate  Medical  School,  New 
York  University-Bellevue  Medical  Center,  and  direc- 
tor of  the  Fourth  Medical  Division  at  Bellevue  Hos- 
pital. 

Elected 

As  officers  of  the  Northeastern  Section  of  the 
American  Urological  Association,  Dr.  A.  L.  Parlow, 
Rochester,  president;  Dr.  William  J.  Kennedy, 
Gloversville,  president-elect,  and  Dr.  A.  M.  Crance, 
Geneva,  secretary-treasurer  . . . Dr.  Harry  E.  Rey- 
nolds, Schenectady,  to  the  board  of  directors  of  the 
Citizens  Trust  Company  . . . Dr.  Irving  Sherwood 
Wright,  professor  of  clinical  medicine  at  Cornell 
University  Medical  College,  as  president  of  the  New 
York  Heart  Association. 

Studies 

Dr.  Clarence  E.  de  la  Chappelle,  New  York  City, 
to  Europe  for  an  informal  survey  of  postgraduate 
medical  education  in  England,  France,  Germany, 
Switzerland,  and  Italy,  on  a trip  sponsored  by  the 
Post-Graduate  Medical  School,  New  York  Univer- 
sity-Bellevue Medical  Center  . . . Dr.  Sidney  Ruben- 
feld,  associate  clinical  professor  of  radiology,  New 
York  University  College  of  Medicine,  and  Dr.  An- 
thony A.  Blasi,  instructor  in  radiology  at  the  Col- 


lege, the  technic  of  using  radioisotopes  in  research, 
at  the  Oak  Ridge  Institute  of  Nuclear  Studies,  Oak 
Ridge,  Tennessee. 

Speakers 

Dr.  Max  L.  Fox,  Cato,  on  new  developments  in 
medicine  at  a meeting  of  the  Cato  Rotary  Club  Oc- 
tober 3 . . . Dr.  F.  H.  Marx,  Oneonta,  on  a system  of 
keeping  health  and  growth  records  of  students,  Oc- 
tober 13  at  a meeting  of  the  Oneonta  Rotary  Club  . . . 
Dr.  George  T.  Pack,  New  York  City,  on  “Carcinoma 
of  the  Stomach”  before  the  section  on  surgery  at  the 
ninety-ninth  annual  session  of  the  Medical  Society 
of  the  State  of  Pennsylvania,  September  29  in  Pitts- 
burgh, and  on  “Cancer  of  the  Stomach  and  Intes- 
tine” at  a meeting  of  the  New  York  State  Academy 
of  General  Practice,  October  1 1 in  Syracuse. 

Dr.  John  L.  Pulvino,  Clyde,  on  “A  Rookie  Medic- 
Goes  to  War”  at  a recent  meeting  of  the  Clyde  Ro- 
tary Club  . . . Dr.  William  R.  Stratton,  Rockland 
State  Hospital,  on  “Medical  Jurisprudence”  at  a 
meeting  of  the  Pearl  River  Lions  Club  October  4 . . . 
Dr.  Arthur  J.  Wallingford,  chairman  of  the  de- 
partment of  gynecology  and  obstetrics  at  Albany 
Hospital  and  Albany  Medical  School,  on  cancer,  at 
the  meeting  of  the  Latham  Business  and  Professional 
Women’s  Club  on  October  17  . . . Dr.  Alfred  M. 
Wedd,  Rochester,  on  “Drugs  in  Heart  Therapy”  at 
a meeting  of  the  Rochester  Pharmaceutical  Associa- 
tion October  13  . . . Dr.  Joseph  F.  Worthen,  Staten 
Island,  on  “State  Medicine”  at  a meeting  of  the 
Women’s  Club  of  Staten  Island  October  5 in  New 
Brighton. 

New  Offices 

Dr.  H.  Walter  Baum,  formerly  of  Elkins,  West 
Virginia,  practice  of  internal  medicine  in  Glens  Falls 
. . . Dr.  Robert  Collins,  U.  S.  Navy  Medical  Corps 
veteran,  general  practice  in  Potsdam  . . . Dr.  Donald 

R.  Davidson,  formerly  with  the  U.  S.  Army  Medical 
Corps,  general  practice  in  Ilion  . . . Dr.  Ralph  Dia- 
mond, formerly  of  Canisteo,  practice  of  eye,  ear,  nose, 
and  throat  in  Cortland  . . . Dr.  David  Hayeslip, 
Albany,  general  practice  in  Schenectady. 

Dr.  Antonia  J.  Keese,  New  York  City,  general 
practice  in  Hammond  . . . Dr.  Charles  Kleptar,  who 
came  to  this  country  from  Czechoslovakia  a year  I 
ago,  general  practice  in  Delhi . . . Dr.  John  R.  Kelly,  I 
recently  a captain  in  the  Army  Medical  Corps  in 
Korea  and  Japan,  practice  of  obstetrics  and  gynecol-  j 
ogy  in  Hornell  . . . Dr.  William  F.  Martin,  U.  S. 
Army  Medical  Corps  veteran,  general  practice  in 
Glen  Cove  . . . Dr.  Joseph  Ormand,  practice  of  inter- 
nal medicine  in  Crestwood. 

Dr.  F.  C.  Ronan,  of  Mille  Roches,  Ontario,  Can- 
ada, general  practice  in  Fort  Covington  . . . Dr.  Wil- 
liam M.  Sexton,  who  recently  completed  a two-year 
fellowship  in  surgery  at  the  Lahey  Clinic,  Boston, 
Massachusetts,  practice  of  general  surgery  in  Utica 
. . . Dr.  Myron  E.  Williams,  Jr.,  recently  with  the  U.  ] 

S.  Army  Medical  Corps  at  Fort  Jackson  Station 
Hospital,  Columbia,  South  Carolina,  general  prac-  \ 
tice  in  Holley  . . . Dr.  George  E.  York,  general  prac-  i 
tice  in  Schenectady. 


COUNTY  NEWS 


Albany  County 

At  the  September  28  meeting  of  the  Medical 
Society  of  the  County  of  Albany,  Dr.  Thomas  J. 
O’Donnell  delivered  the  vice-presidential  address 
on  the  topic  “Present  Day  Problems  in  Medicine.” 
Dr.  Herbert  D.  Adams,  chief  of  thoracic  surgery, 


Lahey  Clinic  and  New  England  Deaconess  Hospital, 
was  the  featured  speaker  at  the  County  Medical 
Society  meeting  on  .October  26.  Dr.  Adams  spoke 
on  “Diseases  of  the  Chest  and  Their  Treatment  by 
Thoracic  Surgery.” 
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Allegany  County 

The  Allegany  County  Medical  Society  heard  two 
programs  of  postgraduate  instruction  at  the  Septem- 
ber 8 and  November  10  meetings.  The  programs 
were  arranged  by  the  Medical  Society  of  the  State 
of  New  York  with  the  cooperation  of  the  New  York 
State  Department  of  Health  and  included  the  fol- 
lowing lectures:  Dr.  Burtis  B.  Brees'e,  Jr.,  Uni- 
versity of  Rochester  School  of  Medicine  and  Den- 
tistry, on  “Epidemiology  of  Streptococcal  Infec- 
tions,” and  Dr.  E.  Henry  Keutmann,  also  of  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  on  “Some  Practical  Considerations  of 
Pituitary,  Adrenal,  and  Gonad  Interrelationships.” 

Bronx  County 

The  regular  meeting  of  the  Bronx  County  Medical 
Society  was  held  on  October  19  at  the  Concourse 
Plaza  Hotel.  Dr.  Henry  J.  Barrow,  president  of 
the  Society,  presented  the  inauguaral  address,  and 
Dr.  John  J.  Masterson,  president  of  the  State 
Medical  Society,  spoke  on  the  activities  of  the  New 
York  State  Medical  Society. 

Cayuga  County 

Dr.  Joseph  D.  Godfrey,  University  of  Buffalo 
School  of  Medicine,  spoke  on  “The  Treatment  of 
Low  Back  Pain”  at  the  September  15  meeting  of 
the  Cayuga  County  Medical  Society.  This  was  a 
lecture  in  postgraduate  instruction  arranged  by  the 
Medical  Society  of  the  State  of  New  York  in  co- 
operation with  the  New  York  State  Department  of 
Health. 

Chemung  County 

The  September  meeting  of  the  Chemung  County 
Medical  Society  was  held  on  September  28  at  the 
City  Club.  Following  the  business  meeting,  Mr. 
Stephen  Leech,  field  representative  of  the  Public 
Relations  Bureau  of  the  Medical  Society  of  the 
State  of  New  York,  spoke  on  the  fight  against 
socialized  medicine. 

Columbia  County 

The  following  officers  were  elected  at  the  annual 
meeting  of  the  Columbia  County  Medical  Society  on 
October  4:  Dr.  Oscar  AVilcox,  Chatham,  president; 
Dr.  Harold  Levine,  Hudson,  vice-president,  and  Dr. 
Roger  Bliss,  Hudson,  secretary-treasurer.  “The 
Diagnosis  of  Anemia”  was  the  subject  of  a talk, 
illustrated  with  lantern  slides,  by  Dr.  Simon  Propp, 
Albany  Medical  College. 

Dutchess  County 

A golf  tournament  and  dinner  were  held  at  the 
Hudson  River  State  Hospital  on  September  14  for  the 
members  of  the  Dutchess  County  Medical  Society. 
Following  the  dinner,  Dr.  Philip  M.  Stimson,  Cor- 
nell Medical  College,  delivered  a lecture  on  polio- 
myelitis. 

Meetings  were  also  held  on  October  12  and  22  at 
which  times  Dr.  Benjamin  Etsten,  Tufts  Medical 
College,  spoke  on  “Recent  Advances  in  Anesthesia,” 
and  Dr.  George  Porter  Robb,  New  York  Post- 
Graduate  Medical  School,  gave  a talk  on  “The 
Anatomy  of  the  Heart  and  Thoracic  Blood  Vessels 
as  Revealed  by  Angiocardiography.”  The  latter 
meeting  was  held  at  the  Castle  Point  Veterans 
Hospital,  after  which  buffet  luncheon  was  served, 
and  the  members  attended  the  Army-Columbia 
football  game  at  West  Point  in  the  afternoon. 


Erie  County 

The  second  annual  sports  day  and  dinner  of  the 
Medical  Society  of  the  County  of  Erie  was  held  on 
August  18  at  the  Orchard  Park  Country  Club. 
The  outing  proved  a great  success  and  included 
a golf  tournament  and  steak  dinner.  The  Emer- 
gency Hospital  Four-Man  Golf  Team  won  the 
George  A.  Jeffrey  trophy. 

The  Erie  County  Medical  Society,  assisted  by  the 
Woman’s  Auxiliary  and  various  other  agencies, 
conducted  its  fifth  annual  public  education  meeting 
on  September  14.  Dr.  Andrew  C.  Ivy  of  Chicago 
was  the  featured  speaker,  and  Dr.  A.  H.  Aaron, 
University  of  Buffalo  School  of  Medicine,  was  the 
moderator  in  a panel  discussion  by  twelve  Erie 
County  physicians. 

The  opening  meeting  of  the  1949-1950  season  of 
the  Erie  County  Medical  Society  on  October  25 
consisted  of  the  third  annual  clinical  afternoon  and 
evening.  Speakers  included  Dr.  Burrill  B.  Crohn, 
Dr.  Richard  Harold  Freyberg,  Dr.  William  Emery 
Studdiford,  Jr.,  and  Dr.  George  T.  Pack,  all  of  New 
York  City.  Drs.  Crohn  and  Freyberg  presented 
additional  lectures  at  the  evening  session. 


Dr.  Rudolf  L.  Baer,  coauthor  of  the  “Year  Book 
of  Dermatology,”  was  guest  speaker  at  the  meeting 
of  the  Buffalo  Academy  of  Medicine  on  October  5. 
Dr.  Baer’s  topic  was  “The  Treatment  of  Allergic 
Skin  Diseases.” 

Fulton  County 

A lecture  in  postgraduate  instruction  arranged 
by  the  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of 
New  York  with  the  cooperation  of  the  New  York 
State  Health  Department  was  presented  bv  Dr. 
Pelham  Glasier,  instructor  in  surgery,  Albany  Medi- 
cal College,  at  the  October  20  meeting  of  the  Fulton 
County  Medical  Society.  Dr.  Glasier  spoke  on 
“Cancer  of  the  Colon.” 

On  November  17  another  program  of  postgraduate 
instruction  will  be  presented  for  the  members  of 
the  Fulton  County  Medical  Society.  The  meeting 
will  be  held  at  the  Eccentric  Club,  Gloversville,  at 
9:00  p.m.  and  will  include  an  address  by  Dr.  Francis 
D.  Speer,  professor  of  pathology  and  clinical  pa- 
thology, New  York  Medical  College  and  Flower  and 
Fifth  Avenue  Hospitals,  on  “Clinical  and  Labora- 
tory Fundamentals  in  Fluid-Electrolyte  Balance.” 

Greene  County 

At  the  annual  meeting  of  the  Greene  County 
Medical  Society  on  October  1 1 at  Memorial  Hospi- 
tal, Catskill,  the  following  officers  were  elected: 
Dr.  Marion  K.  Colle,  president;  Dr.  E.  B.  Van- 
Deusen,  vice-president;  Dr.  William  M.  Rapp, 
secretary,  and  Dr.  Mahlon  H.  Atkinson,  treasurer. 

Herkimer  County 

The  operation  of  Red  Cross  blood  banks  was  dis- 
cussed by  Mr.  Richard  B.  Jamieson,  technical  di- 
rector of  the  Syracuse  Regional  Blood  Donor  Center, 
at  the  October  11  meeting  of  the  Herkimer  County 
Medical  Society. 

Jefferson  County 

The  following  speakers  and  topics  were  high- 
lights of  the  recent  meetings  of  the  Jefferson  County 
Medical  Society.  On  September  20,  Dr.  Robert 
F.  Korns,  Bureau  of  Communicable  Disease  Con- 
trol, New  York  State  Department  of  Health,  ad- 
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dressed  the  members  on  the  subject,  “Epidemiology 
of  Poliomyelitis,”  and  on  October  18,  Dr.  Henry 
B.  Crawford,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  gave  a talk  on  “Preventive 
Orthopedics;  Common  Defects  with  Good  Prog- 
nosis Under  Medical  Care.”  These  two  programs 
were  postgraduate  instruction  arranged  by  the 
Medical  Society  of  the  State  of  New  York  with 
the  cooperation  of  the  New  York  State  Depart- 
ment of  Health. 

A third  program  of  postgraduate  instruction  will 
be  presented  on  November  15  at  the  Black  River 
Valley  Club,  Watertown,  at  8:00  p.m.  at  a meeting 
of  the  Jefferson  County  Medical  Society.  Dr.  E. 
Henry  Keutmann,  University  of  Rochester  School 
of  Medicine  and  Dentistry,  will  give  a lecture  on 
“Some  Practical  Considerations  of  Pituitary,  Adre- 
nal, and  Gonad  Interrelationships.” 

Kings  County 

Members  of  the  Kings  County  Medical  Society 
heard  a talk  on  “Electrolytes  in  the  Treatment  of 
Diabetes  and  Diabetic  Coma”  by  Dr.  Peter  H.  For- 
sham,  Harvard  Medical  School,  at  the  stated  meet- 
ing of  the  Society  held  on  October  18. 


Speakers  at  the  October  11  meeting  of  the  Physi- 
cians Guild  of  Kings  County  were  Mr.  John  Cash- 
more,  president  of  the  Borough  of  Brooklyn,  and 
his  opponent  for  election,  Mr.  Abe  Stark,  who 
discussed  medical  and  hospital  care  in  Brooklyn. 

Monroe  County 

The  October  meeting  of  the  Monroe  County  Medi- 
cal Society  featured  a speech  by  Dr.  Paul  A.  Davis, 
past  president  of  the  Academy  of  General  Practice, 
Dayton,  Ohio,  on  “Relation  and  Integration  of  the 
General  Practitioner  in  the  Hospital.” 

The  Monroe  County  Medical  Society  sponsored 
a postgraduate  instruction  day  on  November  10. 
The  program  was  arranged  by  the  State  Medical 
Society  with  the  cooperation  of  the  New  York  State 
Department  of  Health.  The  following  speakers  and 
topics  were  presented:  Dr.  Stanley  E.  Bradley, 

College  of  Physicians  and  Surgeons,  Columbia 
University,  on  “Renal  Insufficiency”;  Dr.  J.  Wil- 
liam Hinton,  New  York  Post-Graduate  Medical 
School,  on  “Upper  G.I.  Tract  Bleeding”;  Dr.  George 
G.  Deaver,  New  York  University  Coll  ;ge  of  Medi- 
cine, on  “Rehabilitation  of  the  Hemiplegic,”  and 
Dr.  Howard  C.  St  wart,  New  York  State  Department 
of  Health,  on  “BCG”  Question  and  answer 
periods  followed  the  scientific  sessions,  and  a movie, 
“Kidney  in  Health,”  was  also  shown. 


The  Rochester  Academy  of  Medicine  opened  its 
1949-1950  lecture  series  on  October  4 with  a dis- 
cussion of  medical  applications  of  atomic  energy 
by  Dr.  Shields  Warren,  director,  Division  of  Biology 
and  Medicine,  U.S.  Atomic  Energy  Commission. 
Dr.  Eugene  Ferris,  University  of  Cincinnati,  Col- 
lege of  Medicine,  was  the  guest  speaker  at  the  No- 
vember 1 meeting.  Dr.  Ferris  spoke  on  “Clinical 
and  Physiological  Studies  in  Hypertension.” 

Montgomery  County 

Members  of  the  Montgomery  County  Medical 
Society  and  the  Woman’s  Auxiliary  held  their  annual 
field  day  on  September  22  in  Ephratah.  Inclement 
weather  forced  postponement  of  outdoor  sports 


events,  but  an  indoor  program  was  substituted. 
Announcement  of  the  resignation  of  Dr.  Raymond 
Herr,  Montgomery  County  pathologist,  was  made, 
and  he  was  presented  with  a gift  from  the  Medical 
Society. 

Nassau  County 

The  regular  monthly  meeting  of  the  Nassau 
County  Medical  Society  was  held  on  September 
27.  Dr.  Earle  G.  Brown,  commissioner  of  the 
Nassau  County  Health  Department,  spoke  on  “The 
Services  of  a Modern  Health  Department”  as  part 
of  the  scientific  session. 

Niagara  County 

Members  of  the  Niagara  County  Medical  Society 
heard  a discussion  of  “The  Program  of  the  Regional 
Plan  of  Western  New  York  Associated  with  the 
University  of  Buffalo”  bv  Drs.  I.  Ruben  and  Stock- 
ton  Kimball,  director  of  the  Eastern  New  York  Re- 
gional Plan  Associated  with  the  University  of  Buf- 
falo and  dean  of  the  University  of  Buffalo,  School  of 
Medicine,  respectively,  at  the  regular  monthly  meet- 
ing held  on  September  13.  On  October  11  legisla- 
tive advice  to  physicians  was  the  subject  of  talks 
by  Mr.  Earl  Brydges,  Mr.  Ernest  Curte,  and  Mr. 
Jacob  Hollinger,  members  of  the  State  Legislature. 
This  wras  a part  of  the  program  of  the  regular 
monthly  meeting  of  the  County  Medical  Society. 

Radio  presentations  on  radio  station  WUSJ, 
Lockport,  sponsored  by  the  Niagara  County  Medi- 
cal Society,  include  two  weekly  features,  “The  Doc- 
tor Says,”  under  the  direction  Dr.  Wilfred  M.  Anna, 
chairman  of  public  relations  of  the  Niagara  County 
Medical  Society,  and  “Live  and  Like  It,”  a series 
prepared  by  the  American  Medical  Association. 

Oneida  County 

The  Oneida  County  Medical  Society  held  a dinner 
meeting  on  October  11  at  the  Rome  State  School. 
A scientific  program  was  presented  by  the  Utica 
Tumor  Clinic  under  the  direction  of  Dr.  John  S. 
Fitzgerald.  Speakers  were  as  follow’s:  Dr.  John  S. 
Fitzgerald  on  “Work  of  the  Tumor  Clinic”;  Dr. 
A.  L.  Shaheen  on  “Plastic  Surgery  of  Carcinoma  of 
the  Face”;  Dr.  J.  G.  Novek  on  “Carcinoma  of  the 
Cervix,”  and  Dr.  Gerald  F.  Jones  on  “Carcinoma  of 
the  Breast.” 


A joint  session  of  the  Utica  and  Syracuse  Acade- 
mies of  Medicine  w'as  held  on  September  15  at 
South  Bay,  Oneida  Lake.  The  day’s  program  in- 
cluded a golf  tournament,  dinner,  and  an  address 
on  “Medical  Mission  to  Poland”  by  Dr.  S.  Bernard 
Wortis,  New  York  City. 

Postgraduate  instruction  was  presented  at  the 
October  20  meeting  of  the  Utica  Academy  of  Medi- 
cine with  Dr.  George  A.  Perera,  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  speaking 
on  “The  Action  and  Use  of  the  Adrenal  Cortical 
Steroids  Including  Cortisone.”  The  program  was 
arranged  by  the  Medical  Society  of  the  State  of  New 
York  with  the  cooperation  of  the  New  York  State 
Department  of  Health. 

Onondaga  County 

A forum  on  employment  of  handicapped  persons 
was  held  on  October  10  at  the  Hotel  Onondaga. 
The  meeting,  sponsored  by  the  Onondaga  County 
Medical  Society  and  the  Onondaga  League  for  the 
Handicapped,  included  Drs.  Richard  S.  Farr,  D.  F. 
Gillette,  J.  Alderman,  Rufus  Reed,  W.  W.  Street, 
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Leo  Stoner,  and  George  Raus,  speakers  representing 
the  Medical  Society. 

Ontario  County 

The  scientific  session  of  the  regular  meeting  of  the 
Ontario  County  Medical  Society  held  on  October  1 1 
at  the  Canandaigua  Hotel  included  a lecture  in 
postgraduate  instruction  by  Dr.  John  C.  McCauley, 
Jr.,  associate  professor  of  orthopedic  surgery  at 
New  York  University  College  of  Medicine.  Dr. 
McCauley’s  subject  was  “The  Rehabilitation  Treat- 
ment of  Poliomyelitis.”  The  instruction  was  ar- 
ranged by  the  New  York  State  Medical  Society  with 
the  cooperation  of  the  State  Department  of  Health. 


Dr.  Arthur  M.  Reich,  clinical  professor  of  ob- 
stetrics and  gynecology  at  New  York  University 
College  of  Medicine,  addressed  the  Geneva  Academy 
of  Medicine  on  the  topic,  “The  Treatment  of  Ob- 
stetrical Bleeding.”  The  program,  held  on  October 
17,  was  postgraduate  instruction  arranged  by  the 
State  Medical  Society  and  the  Department  of 
Health. 

Orange  County 

Members  of  the  Orange  County  Medical  Society 
heard  Dr.  E.  M.  Bluestone,  director  of  Montefiore 
Hospital,  New  York  City,  at  a meeting  of  the  Society 
on  October  11.  Dr.  Bluestone  advised  physicians 
on  the  needs  of  hospital  patients  and  how  to  meet 
these  needs. 

Queens  County 

The  annual  joint  meeting  of  the  Queensboro 
Tuberculosis  and  Health  Association  and  the 
Queens  County  Medical  Society  was  held  on  Sep- 
tember 27.  Dr.  Houston  Peterson,  moderator  of 
the  television  program,  “Theatre  of  the  Mind,”  and 
head  of  the  philosophy  department  of  Rutgers  Uni- 
versity, spoke  on  “Books,  Courage,  and  Late 
Maturity.” 

The  stated  meeting  of  the  County  Medical 
Society  on  October  25  included  a round  table  dis- 
cussion on  maternal  mortality.  Dr.  Nicholson  J. 
Eastman,  professor  of  obstetrics,  Johns  Hopkins 
University,  School  of  Medicine,  acted  as  moderator. 
A scientific  exhibit  on  maternal  mortality,  prepared 
by  the  Exhibit  Committee  of  the  Medical  Society 
and  the  Queens  County  Cancer  Committee,  preceded 
and  followed  the  meeting. 

Richmond  County 

The  annual  outing  of  the  Richmond  County  Medi- 
cal Society  was  held  on  September  22  at  the  Atlantic 
Inn.  A picnic  and  dinner  were  included  in  the  day’s 
program. 

The  October  meeting  of  the  Richmond  County 
Medical  Society  on  October  12  included  an  address 
by  Dr.  Elliott  S.  Hurwitt,  adjunct  surgeon  for 
pediatric  surgery  at  Mount  Sinai  Hospital,  on 
“Pediatric  Surgery.” 

Rockland  County 

The  Rockland  County  Medical  Society  held  its 
annual  picnic  on  September  7 at  the  Summit  Park 
Sanatorium.  A steak  roast  and  outdoor  sports 
were  feat  ured. 

The  October  5 meeting  of  the  Society  heard 
Thomas  M.  Fleming,  Jr.,  of  the  Associated  Hospital 
Service  of  New  York  describe  plans  for  an  intensi- 
fied program  for  the  enrollment  of  individuals  in 
the  United  Medical  Service  and  Associated  Hospital 


Service  Plans  in  cooperation  with  the  local  medical 
societies. 

Saratoga  County 

The  annual  meeting  of  the  Saratoga  County  Medi- 
cal Society  was  held  on  October  20.  Election  of 
officers  was  h^ld,  and  Dr.  Adrian  A.  Ehler,  Albany, 
spoke  on  “Diseases  of  the  Esophagus.” 

Schenectady  County 

Dr.  Paul  Reznikoff,  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  spoke  on 
“Blood  Dyscrasia  Produced  by  Industrial  Ex- 
posures” at  the  October  4 meeting  of  the  Schenec- 
tady County  Medical  Society.  The  program  was 
postgraduate  instruction  arranged  by  the  Medical 
Society  of  the  State  of  New  York  in  cooperation  with 
the  New  York  State  Department  of  Health.  At 
the  regular  meeting  of  the  County  Medical  Society 
on  November  1,  members  heard  Dr.  Stewart  Wolf, 
associate  professor  of  medicine,  Cornell  University 
Medical  College,  speak  on  the  topic,  “Visceral  Pain 
Mechanisms.” 

Steuben  County 

A dinner  opened  the  fall  meeting  of  the  Steuben 
County  Medical  Society  on  September  7.  Guest 
speaker  was  Dr.  W.  W.  Fuge,  associate  professor 
of  surgery,  University  of  Buffalo,  School  of  Medi- 
cine, who  spoke  on  “Modern  Surgical  Management 
of  Gastric  and  Duodenal  Lesions.” 

Suffolk  County 

The  144th  annual  meeting  of  the  Suffolk  County 
Medical  Society  was  held  on  October  19  at  Robbins 
Hall,  Central  Islip  Hospital.  A panel  discussion 
on  gastroenterology  was  presented. 

Tompkins  County 

Mr.  Michael  R.  Hanna,  general  manager  of  sta- 
tion WHCU,  discussed  public  relations  as  affecting 
the  medical  profession  at  the  first  fall  meeting  of  the 
Tompkins  County  Medical  Society  on  September 
19. 

The  Tumor  Study  Group  of  the  Tompkins  County 
Medical  Society  met  on  September  20  at  the  Nurses’ 
Home  of  Biggs  Memorial  Hospital.  Members  of 
the  Hospital  staff,  Drs.  Kenneth  W.  Wright,  Wil- 
liam A.  McAuliff,  Richmond  Douglas,  and  Frederick 
Beck,  discussed  tumors  of  the  chest. 

Washington  County 

The  Washington  County  Medical  Society  held 
its  annual  meeting  on  October  11.  The  following 
officers  were  elected  for  the  coming  year:  Dr.  Joseph 
Feingold,  Fort  Edward,  president;  Dr.  Leo  Thume, 
Fort  Ann,  vice-president;  Dr.  Denver  M.  Vickers, 
Cambridge,  secretary,  and  Dr.  Charles  A.  Prescott, 
Hudson  Falls,  treasurer.  Dr.  John  Sumner  pre- 
sented the  presidential  address  on  “Experience  with 
Aureomycin,”  and  Dr.  Francis  W.  Dodge,  Albany, 
spoke  on  “Diagnosis  and  Treatment  of  Diseases 
of  the  Hip.” 

Wyoming  County 

On  October  12  a regular  meeting  of  the  Wyoming 
County  Medical  Society  was  held  in  Warsaw.  The 
following  officers  were  elected  for  the  coming  year: 
Dr.  Bruno  J.  Tryka,  Perry,  president,  Dr.  S.  T. 
Williams,  Attica,  vice-president,  and  Dr.  P.  A. 
Burgeson,  Warsaw,  secretary-treasurer. 


CORRESPONDENCE 


TOXIC  DRUGS  AND  ACCIDENTS 


To  the  Editor: 

A study  is  being  made  in  the  Department  of  Phar- 
macology and  Toxicology  of  the  University  of  Ro- 
chester School  of  Medicine  and  Dentistry,  under  the 
direction  of  Dr.  Harold  Hodge,  to  determine  to  what 
extent  the  effects  of  therapeutic  drugs  and  exposure 
to  toxic  chemicals  contribute  to  the  high  death  and 
disability  rates  due  to  accidents. 

This  study  is  part  of  a wider  consideration  of  the 
medical  aspects  of  accident  control  and  is  concerned 
particularly  with  the  problem  of  injuries  and  poi- 
sonings which  occur  in  homes  and  on  farms.  There 
is  special  emphasis  on  the  etiology  of  accidents  to 
children  between  the  ages  of  one  and  twenty  years, 
since  accidents  are  the  leading  cause  of  death  in  this 
age  group,  and  second  only  to  congenital  malforma- 
tions as  a cause  of  permanent  disability. 

In  dealing  with  industrial  and  traffic  accidents, 
some  degree  of  mechanical  and  legal  control  is  pos- 
sible. In  homes  and  on  farms,  where  the  accident 
rate  is  highest,  the  most  authoritative  influence  is 
that  of  the  practicing  physician. 

It  has  been  shown  statistically  that  about  20  per 
cent  of  the  total  population  have  most  of  the  acci- 
dents. There  is  also  considerable  evidence  to  show 
that  many  of  these  accident-prone  individuals  are 
suffering  from  physical  or  emotional  disorders  which 
can  be  diagnosed  and  treated  clinically.  The  baf- 
fling problem  of  accident  control  may  well  find  its 
solution  in  the  offices  of  private  practitioners. 

A request  is  being  made  to  doctors  to  help  in  the 
study  described  above.  The  immediate  need  is  for 
case  histories  of  the  following  type : 


1.  Records  of  patients  who  have  had  accidents 
while  under  the  effects  of  medications  such  as: 
antihistaminics,  anticonvulsants,  barbiturates,  sulfa 
drugs,  insulin,  bromide,  atropine,  and  procaine  hy- 
drochloride. 

2.  Records  of  patients  who  have  had  accidents 
after  exposure  to  toxic  chemicals  such  as:  carbon 
tetrachloride,  naphtha,  etc. 

3.  Records  of  patients  who  have  suffered  kidney  ' 
or  liver  damage  after  exposure  to  toxic  chemicals. 
There  is  special  interest  in  case  histories  of  such 
damage  after  exposure  to  carbon  tetrachloride  used  : 
for  dry  cleaning,  as  a solvent,  or  as  a watermark  de- 
tector by  stamp  collectors. 

4.  Records  of  patients  who  have  had  repeated 

small  or  major  injuries  because  of  some  physical  dis- 
order such  as:  limited  hearing,  defective  vision, 

orthopedic  impairment,  epilepsy  (slight  petit  mal  or 
psychomotor  attacks),  heart  failure,  diabetes. 

Assistance  in  obtaining  this  material  will  be  , 
greatly  appreciated.  Please  address  all  communica-  , 
tions  to: 

Marion  Gleason 

Department  of  Pharmacology  and  Toxicology 

University  of  Rochester  School  of  Medicine  and 
Dentistry 

200  Crittenden  Boulevard 

Rochester,  New  York 

Note:  The  foregoing  letter  appeared  in  the  July  2,  1949,  1 

issue  of  the  Journal  of  the  American  Medical  Association  and  1 
is  reprinted  for  the  attention  of  physicians  in  New  York- 
State. 


CHRONIC  BRUCELLOSIS 


To  the  Editor: 

Dr.  J.  A.  Mishkin’s  well-documented  report, 
“Chronic  Brucellosis  Complicated  by  Severe  Pan- 
cytopenia,” published  in  the  New  York  State 
Journal  of  Medicine,  September  15,  1949,  de- 
serves comment  because  of  the  importance  of  bring- 
ing this  aspect  of  brucellosis  to  the  attention  of  the 
medical  profession  and  because  of  the  statement  that 
there  is  no  mention  in  the  current  literature  or  texts 
of  a marked  depression  of  the  hemopoietic  system. 

Whereas  cases  such  as  the  one  reported  by  Dr. 
Mishkin  undoubtedly  are  not  common,  they  have 
been  observed.  In  my  book,  Brucellosis  ( Undulant 
Fever ) — Clinical  and  Subclinical,  Paul  B.  Hoeber, 
Inc.,  1941,  I stated  on  page  118:  “Anemia  is  found 
in  a large  percentage  of  cases  of  acute  or  chronic 
brucellosis The  degree  of  depression  of  hemo- 

globin and  red  blood  cells  varies  greatly  without  much 
regard  to  the  severity  of  the  infection.  Very  low 
hemoglobin  readings  are  occasionally  encountered. 
Red  blood  cells  are  often  reduced  in  number  to 
2,500,000  or  fewer.  Hemoglobin  and  red  cells  are 

reduced  proportionately The  picture  is 

usually  one  of  secondary  anemia  of  other  origin. 
Occasionally  the  anemia  is  profound.  Rarely  it 
closely  resembles  ■pernicious  anemia  from  which  it  must 


be  carefully  distinguished.”  [The  italics  were  used. ] 

Leucopenia  and  relative  lymphocytosis  were  dis- 
cussed. Calder,  Steen,  and  Baker  [Blood  Studies  in 
Brucellosis,  J.A.M.A.  112: 1893,  (1939)]  were  quoted 
as  to  their  extensive  observations.  They  had  found 
slow  clotting  time  in  one  third  of  cases,  with  normal 
platelet  counts,  in  agreement  with  my  own  observa- 
tions. In  four  of  my  patients  slow  clotting  time  was 
reversed  following  specific  therapy  of  the  Brucella  in- 
fection. Purpura  was  discussed. 

Blood  changes  in  brucellosis  are  discussed  more 
extensively  in  the  revised  edition  of  my  book,  now  in 
press. 

Dr.  Mishkin’s  case,  although  not  culturally 
proved,  probably  was  one  of  active  Brucella  infec- 
tion. The  observations  made  and  the  results 
achieved  have  added  confirmation  to  the  often- 
made  statement  that  brucellosis  may  cause  or 
simulate  a wide  variety  of  clinical  and  pathologic 
manifestations  often  ascribed  to  other  origin. 

Harold  J.  Harris,  M.D. 

New  York  City 
September  28,  1949 
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Reply  by  Dr.  Mishkin 


To  the  Editor: 

I wish  to  thank  Dr.  Harold  J.  Harris  for  his 
worthy  comments  of  my  article,  “Chronic  Brucellosis 
Complicated  by  Severe  Pancytopenia.” 

In  recent  years  there  have  been  more  frequent 
articles  referring  to  the  widespread  manifestations 
of  Brucella  infections,  to  the  many  organic  systems 
which  may  be  involved  in  brucellosis.  However, 
except  for  brief  mention  of  the  secondary  anemia, 
leucopenia,  and  relative  lymphocytosis,  very  little 
has  been  reported  concerning  the  more  severe  types 
of  blood  dyscrasias  which  may  be  seen  with  this 
disease  process. 

In  the  case  reported  by  me,  the  marked  de- 
pression of  the  hemopoietic  system  was  so  profound 
that  the  blood  picture  simulated  that  seen  in 
aplastic  anemia.  The  hemoglobin  ranged  between  30 
to  44  per  cent  Sahli  and  the  red  blood  count  between 
2,160,000  to  2,500,000.  The  white  blood  cells 


averaged  2,300  per  cu.  mm.  and  the  platelets  86,000. 
This  picture  lasted  for  about  one  month  in  spite  of 
repeated  whole  blood  transfusions,  iron  orally,  and 
liver  extract  intramuscularly.  It  was  not  until  the 
infectious  process  was  controlled  with  streptomycin 
that  the  blood  picture  reverted  to  normal.  Clotting 
and  bleeding  times  and  clot  retraction  were  within 
normal  limits.  Lack  of  space  did  not  allow  valuable 
tables,  which  indicated  the  progressive  changes  in 
the  blood  picture  during  the  course  of  the  disease,  to 
be  included  in  the  article. 

It  should  be  emphasized  at  this  time  that  the 
modern  concept  of  the  active  treatment  of  Brucella 
infections  places  prime  importance  on  the  newer 
antibiotics,  aureomycin  and  chloramphenicol. 

J.  A.  Mishkin,  M.D. 

Watertown,  New  York 
October  7,  1 949 


NECROLOGY 


[Continued  from  page  2711] 

Bronx  Maternity  and  Rockaway  Beach  Hospitals 
and  the  Hospital  for  Joint  Diseases.  From  1928  to 
1933  he  was  chairman  of  the  Greater  New  York 
Committee  on  Periodic  Health  Examination.  In 
1927  he  was  selected  to  attend  an  international  con- 
ference in  Geneva,  Switzerland,  on  the  Rights  of 
Jews  in  Rumania,  Hungary,  Poland,  Lithuania, 
and  other  European  countries.  As  national  council 
chairman  of  the  Zionist  Organization  of  America, 
Dr.  Rongy  was  active  for  years  in  behalf  of  his  co- 
religionists in  Europe.  He  was  also  active  in  the 
work  of  the  Federation  of  Jewish  Philanthropies. 

A Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  Dr.  Rongy  was  a Fellow  of  the 
American  College  of  Surgeons  and  of  the  New  York 
Academy  of  Medicine  and  a member  of  the  Ameri- 
can Obstetrical,  Gynecological,  and  Abdominal 
Surgery  Society,  the  American  Association  for  the 
Advancement  of  Science,  the  American  Medical 
Editors’  and  Authors’  Association,  the  New  York 
County  and  State  Medical  Societies,  and  the 
American  Medical  Association. 


Joseph  Anthony  Sanders,  M.D.,  of  Utica,  died  on 
August  10  at  the  age  of  ninety-seven  at  the  Masonic 
Home  in  Utica,  where  he  had  been  living.  Dr.  San- 
ders was  graduated  from  the  New  York  University 
Medical  College  in  1882  and  had  practiced  in  Clifton 
Springs  prior  to  his  retirement  in  1935.  Dr.  Sanders 
was  a retired  member  of  the  Ontario  County  and 
New  York  State  Medical  Societies  and  the  Ameri- 
can Medical  Association. 

James  Higgins  Whaley,  M.D.,  of  Rome,  died  on 
October  12  at  his  home  at  the  age  of  eighty-seven. 
Dr.  Whaley  was  graduated  from  the  Bellevue  Hos- 
pital Medical  College,  New  York  City,  in  1888,  the 
third  generation  of  his  family  to  practice  medicine. 
His  first  practice  was  in  Rome,  where  he  was  orig- 
inally a horse-and-buggy  doctor.  Dr.  Whaley 
practiced  for  sixty-one  years  and  for  thirty-eight 
years  was  a physician  for  the  New  York  Central 
Railroad.  He  was  honorary  physician  at  the  Rome 
and  Murphy  Memorial  Hospitals  and  a member  of 
the  Utica  Academy  of  Medicine,  the  Oneida  County 
and  New  York  State  Medical  Societies,  and  the 
American  Medical  Association. 
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Applied  Psychoanalysis.  Selected  Objectives  of 
Psychotherapy.  By  Felix  Deutsch,  M.D.  Duo- 
decimo of  244  pages,  illustrated.  New  York,  Grune 
& Stratton,  1949.  Cloth,  $3.75. 

Handbook  of  Materia  Medica,  Toxicology,  and 
Pharmacology.  For  Students  and  Practitioners  of 
Medicine.  By  Forrest  Ramon  Davison,  M.B. 
Fourth  edition.  Octavo  of  730  pages,  illustrated. 
St.  Louis,  C.  V.  Mosby  Co.,  1949.  Cloth,  $8.50. 

The  1948  Year  Book  of  Endocrinology,  Metabo- 
lism and  Nutrition.  Endocrinology  edited  by  Wil- 
lard O.  Thompson,  M.D.  Metabolism  and  Nutri- 
tion edited  by  Tom  D.  Spies,  M.D.  Duodecimo  of 
544  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1949.  Cloth,  $4.50. 

Fundamental  Considerations  in  Anesthesia.  By 
Charles  L.  Burstein,  M.D.  Octavo  of  153  pages, 
illustrated.  New  York,  Macmillan  Co.,  1949. 
Cloth,  $4.00. 

Medicine  Throughout  Antiquity.  By  Benjamin 
Lee  Gordon,  M.D.  Octavo  of  818  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Co.,  1949.  Cloth,  $6.00. 

The  Basic  Neurosis.  Oral  Regression  and  Psychic 
Masochism.  By  Edmund  Bergler,  M.D.  Octavo  of 
353  pages.  New  York,  Grune  & Stratton,  1949. 
Cloth,  $5.00. 

Problems  of  Early  Infancy.  Transactions  of  the 
Second  Conference  March  1-2,  1948,  New  York, 
N.Y.  With  Supplement  Covering  Special  Meeting, 
July  18-19, 1947,  New  York,  N.  Y.  Edited  by  Milton 
J.  E.  Senn,  M.D.  Octavo  of  120  pages,  illustrated. 
New  York,  Josiah  Macy,  Jr.  Foundation,  n.d.  Paper, 
$1.00. 

Conference  on  Metabolic  Aspects  of  Convales- 
cence. Transactions  of  the  Sixteenth  Meeting, 
New  York,  N.Y.,  October  27-28,  1947.  Edited  by 
Edward  C.  Reifenstein,  Jr.,  M.D.  Octavo  of  168 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr. 
Foundation,  n.d.  Paper,  $3.00. 

Conference  on  Metabolic  Aspects  of  Convales- 
cence. Transactions  of  the  Seventeenth  Meeting, 
New  York,  N.  Y.,  March  29-30,  1948.  Edited  by 
Edward  C.  Reifenstein,  Jr.,  M.D.  Octavo  of  246 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr. 
Foundation,  n.d.  Paper,  $4.00. 

Your  Child’s  Mind  and  Body.  A Practical  Guide 
for  Parents.  By  Flanders  Dunbar,  M.D.  Octavo  of 
324  pages.  New  York,  Random  House,  1949. 
Cloth,  $2.95. 

Fundamentals  of  Internal  Medicine.  By  Wallace 
Mason  Yater,  M.D.  Third  edition.  Octavo  of  1,451 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1949.  Cloth,  $12.00. 

Clinical  Radiation  Therapy.  By  Ira  I.  Kaplan, 
M.D.  Second  edition.  Octavo  of  844  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1949.  Cloth, 
$15.00. 

Public  Health  Statistics.  By  Marguerite  F.  Hall, 
Ph.D.  Second  edition.  Octavo  of  441  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  1949.  Cloth, 
$7.50. 

Garrod’s  Diseases  of  Children.  Edited  by  Donald 
Paterson,  M.D.,  and  Alan  Moncrieff,  M.D.  Fourth 


edition.  Volume  II.  With  contributions  by  24  con-  j 
tributors.  Octavo  of  1,033  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1949.  Cloth,  $10.00. 
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By  Sir  Stanford  Cade,  F.R.C.S.,  M.R.C.P.  Second 
edition.  Volume  II.  Octavo  of  430  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1949. 
Cloth,  $12.50. 
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M.D.  Second  edition.  Octavo  of  320  pages,  illus-  j 
trated.  Philadelphia,  Lea  & Febiger,  1948.  Cloth,  j 
$6.50. 
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tion of  the  Disabled  from  Bed  to  Job.  By  Howard  j 
A.  Rusk,  M.D.,  and  Eugene  J.  Taylor.  Octavo  of  j 
231  pages.  New  York,  Harper  & Bros.,  1949.  I 
Cloth,  $3.00. 

Vaponefrin  Aerosol  Library.  Edited  and  Com-  I 
piled  by  Marie  E.  Herring,  in  Cooperation  with  the  I 
Research  Department  of  the  Vaponefrin  Company.  | 
Vol.  1.  A Complete  Compilation  of  Principal  Ar-  I 
tides  on  Aerosol  Therapy  Through  1948,  Excerpted  j 
in  the  Author’s  Own  Words.  Octavo  of  168  pages,  I 
illustrated.  Upper  Darby,  Pa.,  Vaponefrin  Co.,  1 
1949.  Paper,  $2.50. 

The  New  York  Academy  of  Medicine.  Its  First 
Hundred  Years.  By  Philip  Van  Ingen,  M.D.  Oc-  | 
tavo  of  573  pages,  illustrated.  New  York,  Columbia  j 
University  Press,  1949.  Cloth,  $10.00. 

Clinical  Chemistry  in  Practical  Medicine.  By  I 
C.  P.  Stewart,  M.Sc.  (Dunelm.),  and  D.  M.  Dunlop, 
M.D.  Third  edition.  Octavo  of  324  pages,  illus-  I 
trated.  Baltimore,  Williams  & Wilkins  Co.,  1949.  I 
Cloth,  $5.00. 
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Sexual  Disorders  in  the  Male.  By  Kenneth 
Walker,  F.R.C.S.,  and  Eric  B.  Strauss,  D.M.  Third 
edition.  Octavo  of  260  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1948.  Cloth,  $3.50. 


Karsner,  M.D.  Assistant  Editor,  Herbert  Z.  Lund, 
M.D.  Clinical  Pathology  edited  by  Arthur  Hawley 
Sanford,  M.D.  Duodecimo  of  538  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1949.  Cloth,  $4.50. 


Syphilis:  Its  Course  and  Management.  By  Evan 
W.  Thomas,  M.D.  Octavo  of  317  pages,  illustrated. 
New  York,  Macmillan  Co.,  1949.  Cloth,  $5.50. 

Practical  Orthoptics  in  the  Treatment  of  Squint 
(and  Other  Anomalies  of  Binocular  Vision).  By  T. 
Keith  Lyle,  M.D  , and  Sylvia  Jackson,  D.B.O.,  with 
the  assistance  of  Lorna  Billinghurst,  D.B.O.,  and 
Diana  Salsbury,  D.B.O.  Third  edition.  Octavo  of 
271  pages,  illustrated.  Philadelphia,  Blakiston 
Co.,  1949.  Cloth,  $8.50. 

Diagnostic  Tests  for  Infants  and  Children. 
Principles,  Clinical  and  Laboratory  Procedures, 
Interpretation.  By  H.  Behrendt,  M.D.  Octavo  of 
529  pages,  illustrated.  New  York,  Interscience 
Publishers,  1949.  Cloth,  $7.50. 

Cardiovascular  Disease  in  General  Practice.  By 
Terence  East,  D.M.  (Oxon.).  Third  edition. 
Octavo  of  208  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1949.  Cloth,  $4.00. 

The  1948  Year  Book  of  Pathology  and  Clinical 

Pathology.  Pathology  edited  by  Howard  T. 


Character-Analysis.  By  Wilhelm  Reich,  M.D. 
Translated  by  Theodore  P.  Wolfe,  M.D.  Third 
edition.  Octavo  of  516  pages,  illustrated.  New 
York,  Orgone  Institute  Press,  1949.  Cloth,  $6.00. 

Guiding  Human  Misfits.  A Practical  Application 
of  Individual  Psychology.  By  Alexandra  Adler, 
M.D.  Revised  edition.  Duodecimo  of  114  pages. 
New  York,  Philosophical  Library,  1948.  Cloth, 
$2.75. 

Manual  of  Medical  Emergencies.  By  Stuart  C. 
Cullen,  M.D.,  and  E.  G.  Gross,  M.D.  Duodecimo  of 
267  pages,  illustrated.  Chicago,  Year  Book  Pub- 
lishers, 1949.  Cloth,  $3.75. 

Rapid  Microchemical  Methods  for  Blood  and  CSF 
Examinations.  By  F.  Rappaport,  Ph.D.  Octavo  of 
404  pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  $8.75. 

America’s  Health.  A Report  to  the  Nation.  By 

the  National  Health  Assembly.  Official  Report. 
Octavo  of  395  pages.  New  York.  Harper  & Bros., 
1949.  Cloth,  $4.50. 


BOOKS  REVIEWED 


The  Case  Against  Socialized  Medicine.  A Con- 
structive Analysis  of  the  Attempt  to  Collectivize 
American  Medicine.  By  Lawrence  Sullivan.  Sec- 
ond edition.  Duodecimo  of  54  pages.  Washington, 
Statesman  Press,  1949.  Cloth,  $1.50. 

Visionary  bureaucrats,  seeking  to  foist  a foreign 
way  of  life  upon  an  unsuspecting  public  and  becloud- 
ing the  outlook  of  many  highly  placed  in  political 
and  other  circles,  do  not  hesitate  to  use  question- 
able interpretations  of  statistics,  advance  specious 
arguments  insidiously  distorting  the  truth,  and,  with 
a simulated  cloak  of  outraged  righteousness,  de- 
nounce those  who  seek  to  prove  them  wrong,  blithely 
branding  as  enemies  of  the  people  those  who  wish  to 
keep  American  medicine  American. 

Nowhere  is  this  more  aptly  demonstrated  than  in 
Lawrence  Sullivan’s  latest  book,  The  Case  Against 
Socialized  Medicine. 

Based  on  the  sworn  testimony  of  witnesses  before 
the  committees  of  the  House  and  Senate,  Sullivan’s 
thesis  builds  up  a powerful  argument  against  the 
monstrous  attempt  on  the  part  of  bureaucrats  to 
bring  the  American  public  further  into  their  power. 
With  laudable  efforts  to  remain  unbiased,  the  au- 
thor presents  the  history  of  socialized  medicine  in 
other  lands. 

His  well-documented  account  clearly  shows  the 
dangers  ahead  for  those  who  prefer  the  American 
system  of  freedom  and  ordered  liberty  under  law 
for; 

“If  American  medicine  can  be  taken  over  by  the 
government,  then  every  other  activity  also  may  be 
socialized  under  a gigantic  bureaucracy.” 

This  book  is  must  reading  for  Americans  bred  in 
the  traditions  of  free  people  who  do  not  want  to  see 
medical  advances  curtailed  by  endless  red  tape  nor 
see  their  country’s  health  sink  to  a low  level  “when 
village  doctors  are  selected  like  postmasters.” 

Fantastic?  Not  at  all! 

Read  The  Case  Against  Socialized  Medicine  by  one 
of  Washington’s  veteran  newspapermen  and  a dis- 
tinguished magazine  and  radio  reporter  and  you’li 
agree  with  him  that: 


“So  long  as  we  keep  American  medicine  out  of  the 
bureaucratic  shackles,  we  shall  maintain  our  world 
leadership  in  health  and  welfare.  But  all  history 
tells  us  that  once  the  bureaucrats  take  over,  free- 
dom is  smothered  and  progress  stops.” 

Morris  Weintrob 

The  Biological  Standardization  of  the  Vitamins. 

By  Katharine  H.  Coward,  D.Sc.  Second  edition. 
Octavo  of  224  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Co.,  1947.  Cloth,  $5.00. 

This  clear  and  concise  handbook  on  biologic  stand- 
ardization of  the  vitamins  should  be  a valuable  refer- 
ence book  for  workers  in  the  field  of  nutrition. 
Technics  are  simply  and  adequately  described,  and 
methods  of  computation  illustrated  by  examples. 
Titles  and  illustrations  are  well  chosen. 

The  closing  chapters  on  statistical  methods  may 
prove  especially  helpful  for  both  theoretical  and  prac- 
tical uses.  Arthur  Shapiro 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1949.  Octavo.  Philadelphia, 
W.  B.  Saunders  Co.,  1949.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $16  net;  Paper,  $12 
net. 

This  edition  of  the  Clinics  has  excellent  reviews, 
with  good  bibliography,  of  dermatomyositis,  sar- 
coidosis, disseminated  lupus  erythematosis,  exfolia- 
tive dermatitis,  and  the  herpes  problem. 

Andrew  Babey 

The  Basis  of  Chemotherapy.  By  Thomas  S. 
Work,  Ph.D.,  and  Elizabeth  Work,  Ph.D.  Octavo 
of  435  pages,  illustrated.  New  York,  Interscience 
Pubs.,  1948.  Cloth,  $6.50. 

The  authors  of  this  book  have  endeavored  to  bring 
the  microbiologist,  bacteriologist,  biochemist,  and 
organic  chemist  up  to  date. 

The  book  is  quite  comprehensive  and  is  a fine 
starting  point  for  such  as  require  the  basic  data  for 
research, 
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“The  recent  prodigious  advances  in  antibacterial 
chemotherapy,  whose  highlights  have  been  reviewed 
here,  exert  a profound  influence  upon  all  the  biologi- 
cal sciences  and  upon  the  practice  of  medicine. 
They  offer  sure  promise  of  a day  when  harmless 
drugs  of  precise  specificity  will  endow  the  clinician 
with  the  power  to  destroy  every  pathogen  that 
threatens  the  life  or  health  of  man.  To  the  labora- 
tory investigator,  in  whatever  field  he  works,  the 
chemotherapeutic  drugs  are  delicately  fashioned  tools 
for  probing  the  intimate  mechanisms  of  the  life 
process.  By  their  very  nature  they  lay  open  the 
living  cell,  exposing  the  complex  metabolic  patterns 
upon  which  all  drugs  must  act.  This  deeper  signifi- 
cance of  chemotherapy  to  the  whole  of  pharmacology 
was  never  more  clearly  discerned  than  by  Ehrlich 
himself.” — from  Avram  Goldstein,  M.D.,  New 
England  Journal  of  Medicine  (January  20,  January 
27,  and  February  3),  1949.  This  well  expresses  the 
book’s  contents. 

In  the  aforementioned  article  rather  the  same  data 
in  a more  easily  comprehensible  manner  is  clarified 
in  eighty-four  “meaty”  pages  as  compared  to  the 
four  hundred  and  sixteen  of  the  above  excellent  work. 

Samuel  G.  Slo-Bodkin 

The*  Venereal  Diseases.  A Manual  for  Prac- 
titioners and  Students.  By  James  Marshall,  M.D. 
Second  edition.  Octavo  of  369  pages,  illustrated. 
New  York,  Macmillan  Co.,  1948.  Cloth,  $5.50. 

This  book  is  a companion  of  The  Skin  Diseases 
by  the  same  author.  Each  book  somewhat  dupli- 
cates the  other  in  regard  to  syphilis,  although  the 
details  of  therapy  are  given  principally  in  this  book. 
The  use  of  penicillin  in  the  various  venereal  diseases 
is  described  after  the  older  methods  have  been  dis- 
cussed in  greater  detail.  Evidently  in  this  edition 
the  chapters  on  therapy  were  not  rewritten  but  the 
recent  advances  were  added  in  new  chapters  without 
deleting  the  older  methods  which  are  more  or  less 
obsolete.  John  C.  Graham 

Diseases  of  Metabolism.  Detailed  Methods  of 
Diagnosis  and  Treatment.  A Text  for  the  Prac- 
titioner. Edited  by  Garfield  G.  Duncan,  M.D. 
Twenty-one  Contributors.  Second  edition.  Octavo 
of  1,045  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1947.  Cloth,  $12. 

This  scholarly  presentation  of  a massive  subject 
carries  the  tradition  already  well  established  by  a 
previous  edition:  it  is  a “sine  qua  non”  to  all  stu- 
dents and  researchers  in  the  field.  It  is  exception- 
ally well  documented  with  excellent  bibliographies 
throughout.  The  book  is  practical,  covering  the 
most  important  theoretic  considerations  in  the  field 
of  metabolism  and  bringing  these  “down  to  earth”  in 
practical  application.  George  E.  Anderson 

Adolescence  Problems.  A Handbook  for  Physi- 
cians, Parents,  and  Teachers.  By  William  S. 
Sadler,  M.D.  Octavo  of  466  pages.  St.  Louis, 
C.  V.  Mosby  Co.,  1948.  Cloth,  §4.75. 

This  is  a companion  book  by  the  same  author  to 
A Doctor  Talks  to  Teen-Agers.  Both  books  present 
the  problems  of  adolescence  from  different  points  of 
view,  and  are  the  result  of  the  author’s  experience  of 
over  forty  years  in  dealing  with  growing  boys  and 
girls. 

There  is  a great  deal  in  the  present  book  to  recom- 
mend it  to  teachers  and  to  all  parents.  There  are 
well-written  chapters  on  the  emotional,  the  sexual, 


and  the  psychologic  life  of  the  adolescent,  as  well  as 
hints  to  parents  on  how  to  handle  them. 

While  platitudes  abound,  common  sense  prevails 
throughout  the  book.  It  is  to  be  regretted  that  the 
author  has  devoted  so  little  space  to  the  prevention 
of  adolescent  delinquency. 

Joseph  L.  Abramson 

The  British  Encyclopaedia  of  Medical  Practice. 
Including  Medicine,  Surgery,  Obstetrics,  Gynaecol- 
ogy and  Other  Special  Subjects.  Medical  Prog- 
ress, 1948.  Editor  in  Chief,  Rt.  Hon.  Lord  Horder, 
M.D.  Octavo  of  511  pages.  London,  Eng., 
Butterworth  & Co.,  1948. 

The  1948  edition  of  Medical  Progress,  a supple- 
ment to  The  British  Encyclopaedia  of  Medical  Prac- 
tice, is  a satisfactory  survey  of  the  advances  recently 
made  in  medicine.  Lord  Horder  has  performed 
a good  task  of  editorial  supervision  and  the  volume 
can  be  highly  recommended.  It  is  neither  better  nor 
worse,  however,  than  other  surveys  of  the  same  type 
recently  published. 

Milton  Plotz 

Current  Therapy  1949.  Latest  Approved  Meth- 
ods of  Treatment  for  the  Practicing  Physician. 

Edited  by  Howard  F.  Conn,  M.D.  Consulting 
Editors,  M.  Edward  Davis,  M.D.,  Vincent  J.  Derbes, 
M.D.,  Garfield  G.  Duncan,  M.D.,  et  al.  Quarto  of 
672  pages.  Philadelphia,  W.  B.  Saunders  Co.,  1949. 
Cloth,  $10.00. 

There  are  over  200  qualified  contributors  to  this 
volume.  Most  of  the  articles  are  succinct  and  up  to 
the  minute.  The  expert  coverage  of  digestive  dis- 
ease is  especially  noteworthy,  as  are  Morgan’s  sec- 
tions on  syphilis  and  Whitehorn’s  treatment  of  the 
psychoneuroses.  The  arrangement,  printing,  and 
indexing  are  excellent.  There  are  some  omissions 
and  imbalances.  Dermatology  is  given  proportion- 
ately too  much  space.  Polycystic  kidney  and  cya- 
nide poisoning  are  completely  absent.  Nevertheless, 
the  book  is  most  worthy  of  wide  and  practical  usage. 

Alfred  P.  Ingegno 

Industrial  Hygiene  and  Toxicology.  Frank  A. 
Patty,  Editor.  Vol.  I.  Octavo  of  531  pages,  illus- 
trated. New  York,  Interscience  Pubs.,  1948. 
Cloth,  $10.00. 

Volume  1 of  Industrial  Hygiene  and  Toxicology  is 
a fascinating  and  instructive  treatise  on  an  ex- 
tremely important  subject.  From  its  opening  chap- 
ter, wherein  the  editor  describes  the  origin,  evolu- 
tion, and  progression  of  industrial  hygiene,  it  details 
in  a very  thorough  and  satisfactory  manner  one  of 
the  salient  and  ever  increasingly  important  factors 
in  the  field  of  management-labor  relations — the 
establishment  and  maintenance  of  health-  and  work- 
conducive  conditions  in  plants,  factories,  and 
shops. 

The  volume  is  liberally  illustrated  with  figures, 
exhibits,  and  pictures  which  graphically  bring  to 
point  the  ideas  offered  and  problems  posed  by  those 
whose  extensive  experience  has  made  this  volume 
possible.  These  specialists’  contributions  have  been 
most  valuable  and  have  enabled  the  editor  to  com- 
pile a textbook  which,  in  its  over-all  coverage  of 
many  facets  of  industrial  hygiene,  is  unique  and 
should  be  helpful  to  all  who  have  an  interest  in  the 
scientific  study  of  the  causes  and  sources  of  illness  in 
industry. 

John  J.  Wittmer 
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f$  Thesodate  — Brewer  IN  ANGINA  PECTORIS 
(Theobromine  Sodium  Acetate  7I/2  gr.  enteric  coated) 


Thesodate  has  been  proven  effective  in  increasing 
the  capacity  for  work  in  individuals  suffering  from  coronary 
artery  disease.  One  Thesodate  tablet  four  times  a day 
(after  meals  and  at  bedtime)  helps  to  maintain  improved 
heart  action  and  increased  coronary  artery  circulation. 

Enkide  — Brewer  IN  LUETIC  HEART  DISEASE 
(Potassium  Iodide  one  gram  or  half  gram  enteric  coated) 

Enkide  is  useful  as  an  adjuvant  in  tertiary  syphilis 
and  wherever  potassium  iodide  therapy  is  indicated.  Enkide 
insures  accuracy  of  dosage,  absence  of  gastric  irritation  and 
convenience  of  administration.  Patients  are  more  apt  to  fol- 
low prescription  directions  because  of  these  advantages. 


© Amchlor  — Brewer 


IN  CARDIAC  EDEMA 


(Ammonium  Chloride  one  gram  enteric  coated) 


Amchlor  cuts  in  half  the  number  of  tablets  each 
patient  takes  when  large  amounts  of  ammonium  chloride  are 
prescribed.  This  convenience  to  the  patient  helps  to  insure 
full  and  complete  use  of  the  entire  amount  prescribed. 
Amchlor  is  useful  in  cardiac  edema,  hypertension,  dysmen- 
orrhea, Meniere’s  Syndrome,  etc. 


Samples  and  Literature  Available  Upon  Request. 


BREWER  & COMPANY,  INC. 


WORCESTER  8,  MASSACHUSETTS  U.S.A. 


PUBLIC  RELATIONS  BUREAU 
MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


OPERATION — PAY  CHECK 


DOCTOR!  Now  available  are  newspaper  mats  for  four  cartoons,  one  of 
which  is  illustrated  above.  If  your  local  newspaper  can  use  this  series,  send 
in  the  order  blank  and  the  mats  will  be  forwarded  to  you. 


[Public  Relations  Bureau  Medical  Society  ot  the  State  of  New  York  292  Madison  Avenue  New  York  17,  New  York  j 

Please  send  to  the  address  indicated  below sets  of  newspaper  mats  for  Cartoon  Series  A. 

Send  to: i 
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v CONSTANT 
I RESEARCH 


Invented  In  1861,  Hanger  Artificial 
Limbs  have  been  constantly  improved 
over  the  years.  Today,  the  Hanger 
Leg  is  recognized  as  one  of  the  world  $ 
finest  artificial  limbs. 

Hanger  Research  is  continually  develops 
ing  and  testing  new  ideas,  new  methods, 
and  new  materials.  From  these  efforts 
have  come  many  outstanding  achieve- 
ments, adding  greatly  to  the  comfort 
and  to  the  ever-increasing  utility  of 
the  limb.  Hip  control,  dural  light  con- 
struction, natural  action  joints,  the  flexi- 
ble foot,  are  a few  of  the  many  ad- 
vancements of  recent  years. 

The  many  Hanger  companies  in  many  key  cities 
throughout  the  United  States  are  constantly  study- 
ing,  planning,  and  developing  new  improvements 
to  give  you  an  ever  better  artificial  limb. 

FICIAL  ! 
LIMBS 

104  Fifth  Avenue  98  Central  Avenue 

New  York  11,  New  York  Albany  6,  New  York 
200  Sixth  Avenue 
Pittsburgh  30,  Pa. 


B R IOS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

C.  CERIBELLI  & CO. 

121  VARICK  STREET  NEW  YORK 


NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 


. . . relieves  pain  . . . supplies  moist  heat . . . promotes  decongestion 

— in  respiratory  affections,  sprains,  strains,  contusions,  boils,  etc.  A 
single  treatment  lasts  for  eight  hours  or  more.  4,  8,  15  and  30  oz.  jars. 

NUMOTIZINE , INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 


For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


TL 


Each  tablet  contains:  Extract  off  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  1 00. 

STANDARD  PHARMACEUTICAL  CO.,  INC  1123  Broadway,  Now  York 


MEDICAL  SOCIETY 
OF  THE 

STATE  OF  NEW  YORK 

1950 

ANNUAL  CONVENTION 

• House  of  Delegates 

• Annual  Meeting  and  Banquet 

• Teaching  Day 

• Scientific  Program 

• Scientific  Exhibits 

• Scientific  Motion  Pictures 

• Technical  Exhibits 

• Woman’s  Auxiliary 

MAY  8 to  12,  1950 

HOTEL  STATLER,  NEW  YORK  CITY 
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Accepted 


Accepted 


by  Leading  Pediatricians 

by  Council  on  Foods  w 


Laxative  Modifier  of 
Milk  for  Constipation 
in  Infants 

• 

Borcherdt 
MALT  SOUP  EXTRACT 
(Liquid) 

e 

DRI-MALT  SOUP  EXTRACT 
(Powder) 


FEATURES: 

• High  proportion  of  readily  fermentable  maltose  en- 
courages the  growth  of  aciduric  bacteria  and  retards 
growth  of  putrefactive  organisms. 

• Malt  Soup  Extract  stimulates  peristalsis. 

• Water-soluble  extractives  of  choice,  malted  barley  and 
the  added  potassium  carbonate  contribute  to  the  gentle 
laxative  effect. 

• Mixture  of  sugars  (maltose-dextrins)  means  better 
toleration — no  danger  of  gastrointestinal  irritation,  ex- 
cessive fermentation,  or  diarrhea  when  used  as  directed 
by  the  physician. 

Palatable Dissolves  Readily  in  Milk 

SUPPLIED:  Malt  Soup  Extract — Jars  containing  8 fl.oz. 
and  1 pt.  Dri-Malt  Soup  Extract — Jars  containing  1 lb. 

BorchertD  malt  extract  company 

Malt  Products  for  the  Medical  Profession  Since  1868 
217  NORTH  WOLCOTT  AVENUE  CHICAGO  12.  ILLINOIS 
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HOLBROOK  MANOR  NK? 

Five  Acre!  of  Pincwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  oatients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  y.  Office:  GRamercy  5-4*75 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


BUY 


SAVINGS  BONDS 


TUBULIN 

TRADE  MARK 

DEPROTEINATED  RENAL  EXTRACT 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 
Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP. 

231  W.  58th  STREET  NEW  YORK 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  NOVEMBER  15,  1949—22,333 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston. . . . 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond. . . . 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

SufFolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming .... 
Yates 


President 

E.  S.  Goodwin Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen ....  Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till ....  Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese Baldwin 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 
L.  W.  Ehegartner ....  Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl . Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan . . Schenectady 

J.  H.  Wadsworth. . .Cobleskill 
Joseph  Y.  Roberts  Watkins  Glen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Homell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

Joseph  Feingold.Fort  Edward 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

Bruno  J.  Tryka Perry 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak ....  Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon Watertown 

C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend  ....  Dansville 

F.  O.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella ....  Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Sornberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson . . . Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend Dansville 

J.  F.  Rommel Oneida 

R.  E.  Delbridge Rochester 

Harry  Lebman. . . .Amsterdam 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

A.  Leikensohn. . .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newrark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 
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IN  ELMS 

A Modem 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Ratos  Moderate 
Eugene  N.  Boudreau,  M.  D.,  Psychiatric 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  We«t  Onondaga  St. 
SYRACUSE,  N.  Y. 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM-  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
I nervous  disorders.  Separate  accommodations  for  nervous 
i and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N,  Y.,  Tel:  1700,  1,  2 


WEST  BILE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  i» 
| beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
i treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD.  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pbj,ician-m-Cba,tt. 


FALKIRK 

IN  THE 

R A M A P 0 S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  1889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  cia  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *T*I.  2-1 621 


L 


‘INTERPINES’ 

Goshen,  N.  Y. 


Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  lor  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.,  Resident  Physician 


HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2-5105 

A licensed  private  hospital  for  the  care  and  treatment  ol  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  full  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F.  Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEOROE  E.  CARLIN,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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This  is  how  Chic  Young,  the  cartoonist,  makes  a first  rough  sketch  for  the  famous  strip. 


Then  when  each  panel  in  a strip  meets  his  approval,  he  makes  a careful  pencil  rendering  as  above. 


After  this,  the  pencil  rendering  is  carefully  inked  in,  as  you  see  here. 


STEP  BY  STEP  . . . 

that’s  the  way  it’s  done  successfully! 


as  you  can  see,  Chic  Young,  who 
A draws  the  popular  "Blondie”  comic 
strip,  goes  through  many  steps  to  arrive 
at  a finished  cartoon. 

And,  cartoonist  Chic  Young,  together 
with  millions  of  other  smart  Americans, 
will  tell  you  that  the  step-by-step 
method  is  the  easiest,  surest  way  of 
doing  anything  worth  while. 

Particularly,  saving  money. 

One  of  the  easiest  and  surest  ways  to 


set  aside  any  worth  while  amount  of 
money  is  to  buy  United  States  Savings 
Bonds  the  step-by-step  method— 

So  set  aside  a regular  amount  week 
after  week,  month  after  month,  year 
after  year.  Then  in  10  short  years  you 
will  have  a mighty  nice  nest  egg  tucked 
away. 

Get  started  now.  Get  your  Bonds 
through  Payroll  Savings  or  at  your  bank 
or  post  office. 


AUTOMATIC  SAVING  IS  SURE  SAVING  — U.  S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 


Doe*  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-month>  day  court*  includei  intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 


Ma*uU  School 


1834  Broadway — N Y C 
Circle  7-3434 


Licensed  by  the  State  of  New  York 


Physician,  30,  experienced  in  Medicine  and  Allergy  desires 
association  with  group,  older  physician,  or  individual  op- 
portunity. Box  341,  N.  Y.  St.  Jr.  Med. 


General  practice  25  miles  from  New  York,  combined 
office  and  home,  automatic  heat,  garage,  Hospital  facilities 
nearby.  Box  343,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


MAICO  AUDIOMETER  Model  D 5.  Reconditioned  like 
new.  Complete  with  all  attachments — ready  for  use. 
Portable  type.  Located  Bronx  County.  Must  be  called  for. 
Best  offer  gets  it.  Box  344,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


In  a medical  building,  two  offices:  large;  small;  single;  in 

suite;  lab  space.  Switchboard  service.  Available  full  time; 
part  time.  216  E.  70th  St.,  N.  Y.  C.  BUtterfield  8-0107. 


SITUATION  WANTED 


Nurse,  registered  desires  position  in  physicians  office  or 
industrial  plant.  N.  Y.  City.  Knowledge  typing.  Box  346, 
N.  Y.  St.  Jr.  Med.,  or  call  E15-2596. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
N.  Y.  St.  Jr.  Med. 


SITUATION  WANTED 


Medical  photographer  10  yrs.  experience  all  phases  of  med- 
ical photography — Excellent  references — Part  time  or  full 
time.  Box  338,  N.  Y.  St.  Jr.  Med. 


Physician,  XE  rating  BLE  Boards,  wants  position  9-12  AM 
4-7  PM.  Salary  or  partnership,  General  Medical  or  EENT. 
New  York  City  limits  Box  345,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office — established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


One  complete  chemistry  outfit  (Aloe)  including  complete 
stock  reagents,  centrifuge,  colorimeter,  $60.00.  One  Fisher 
cold  quartz  lamp,  $35.00.  Box  347,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times .. . 1.20 
6 Consecutive  times. . . 1.00 
12  Consecutive  times. . . .90 

24  Consecutive  times ...  .85 

MINIMUM  3 LINES 

Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


X-RAY 


X-ray  office  and  equipment  to  rent  in  Teaneck  New  Jersey, 
5 miles  from  New  York  City.  No  other  private  practice 
Radiologist  in  this  town  of  35,000.  Phone  Dr.  A.  Weiss, 
Teaneck  6-3560. 


FOR  SALE 


60  MA,  built-in  bucky,  2 tube  X-ray  machine,  excellent 
condition,  $600.00.  Address  Box  342,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


N.  Y.  C.;  11  E.  68  St.  Attractively  furnished  4 room  medical 
office  to  share.  Half  time  available.  Nurse,  telephone, 
utilities  included.  Reasonable.  Rh-4-0282  Call  10-6. 


FOR  RENT 


Doctor’s  office  located  in  East  Northport.  Established  20 
years.  Rare  opportunity  for  aggressive  physician.  Write 
Abram  Patiky,  East  Northport  L.  I.  or  Telephone  Northport 
1628. 


FOR  SALE 


Sacrifice  lovely  eight  room  colonial  home  every  convenience 
separate  three  room  apartment  suitable  office  opportunity 
growing  community.  Write  391  East  149th  Street,  New 
York  City,  Room  407. 


EYE,  EAR,  NOSE,  THROAT 


Practice.  Could  be  General  Practice  also.  Six  room 
office,  plus  3-room  apartment.  Lower  West  Side,  Manhat- 
tan, N.  Y.  C.  Box  337,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Large  general  practice,  Marathon,  N.  Y.  Large  combined 
home  and  office,  double  garage,  automatic  heat.  Office 
four  rooms,  lavatory,  dark-room.  Will  Introduce.  Hugh 
Frail,  M.D.  73  Port  Watson  St.  Cortland,  New  York  or 
A.  R.  Pringle,  First  National  Bank,  Marathon,  N.  Y. 


2734 


curd  tension  of 
Similac  — 0 grams 
truly  a fluid  food 


curd  tension  of 
breast  milk  — 0 grams 
truly  a fluid  food 


SIMIKAC 

so  similar  to  human  breast  milk 
that  j 

there  is  no 

closer 

equivalent* 

* Similac  protein  has  been  so  modified 

* Similac  fat  has  been  so  altered 

* Similac  minerals  have  been  so  adjusted 

that 

* There  is  no  closer  approximation  to 
mother’s  milk. 


curd  tension  of 
a powdered  milk 
especially  prepared 
for  infant  feeding  — 
12  grams 


SIMILAC  DIVISION  • M & R DIETETIC  LABORATORIES.  INC. 


COLUMBUS  16.  OHIO 
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In  the  management  of  arterial  hyperten- 
sion cultivation  of  sensible  habits  of  living 
—avoiding  unnecessary  emotional  stress- 
plays  an  essential  role  and  aids  consider- 
ably in  the  stabilization  of  pressure  on  a 
lower  level. 

For  supplementary  medication  Theominal, 
the  vasodilator,  antispasmodic  and  seda- 
tive, is  well  suited.  Theominal  exerts  a gen- 
eral tranquiiizing  effect  and  thus  helps  to 


control  temperamental  outbursts  that  may 
induce  dangerous  vascular  crises. 

The  average  dose  is  1 Theominal  tablet 
two  or  three  times  daily.  With  improvement 
the  dose  may  be  reduced  or  omitted  peri- 
odically. Each  tablet  contains  5 grains 
theobromine  and  Vi  grain  Luminal.® 

Winthrop-Stearns  Inc. 

Mew  York  13,  N.  Y. 

Windsor,  Ont. 


THEOMINAL®  fib 

Theominal,  trademark  reg.  U.  S.  & Canada  • luminal,  trademark  reg.  U.  S.  & Canada,  brand  of  phenobarbital 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Sections  for 
diagnostic  and  therapeutic  Radiology  as 
well  as  Pathology  are  maintained. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


Sanitarium  Main  Building 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 


Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 


THE  CLIFTON  SPRINGS  SANITARIUM  AND  CLINIC 
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ording  to  a Nationwide  survey: 


• Yes,  these  were  the  findings 
in  a total  of  2,470  weekly  ex- 
aminations of  hundreds  of 
men  and  women  from  coast 
to  coast  who  smoked  only 
Camels  for  30  consecutive 
days!  And  the  smokers  in  this 
test  averaged  one  to  two  pack- 
ages of  Camels  a day! 


R.J.  Reynolds 
Tobacco  Co., 
Winston-Salem. 
N.  C. 
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than  any  other  cigarette! 


Doctors  smoke  for  pleasure,  too!  When  three  leading  independent  research  organizations 
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Multi-Vi  Drops  Supply 


what  the  average  infant  requires 

. . . adequate  amounts 


of  all  essential 


vitamins 


Multi-Vi 
Drops 

Water  Miscible  . . . 

vitamin  D chemically  identical 
to  that  of  cod  liver  oil 
Non-Alcoholic 
Inexpensive 
Very  palatable 


Formula:  Each  0.6  cc.  contains: 


Vitamin  A 5000  U.S.P.  units 

Vitamin  D3 1000  U.S.P.  units 

Thiamine  Hydrochloride  ....  1 .0  milligram 

Riboflavin 0.4  milligram 

Pyridoxine  Hydrochloride  . . . 1.0  milligram 

Sodium  Pantothenate 2.0  milligrams 

Nicotinamide 10.0  milligrams 

Ascorbic  Acid 50.0  milligrams 


Bottles  of  1 0 cc.  and  30  cc. 
(with  calibrated  droppers). 


White  Laboratories,  Inc.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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AntFFIatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


inr 
il 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  In  indigestion,  hyper- 
acidity, bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  Now  York 


The  New  York  Polyclinic 

MEDICAL  SCHOOL  AND  HOSPITAL  (Organized  1881) 


(The  Pioneer  Post-Graduate 

PROCTOLOGY  and 
GASTROENTEROLOGY 

A combined  course  comprising  attendance  at 
clinics  and  lectures;  instruction  in  exami- 
nation, diagnosis  and  treatment;  witnessing 
operations;  ward  rounds;  demonstration  of 
cases;  pathology;  radiology;  anatomy; 
operative  proctology  on  the  cadaver. 


Medical  Institute  in  America) 

For  the  GENERAL  PRACTITIONER 

Intensive  full  time  instruction  in  those  subjects  which 
are  of  particular  interest  to  the  physician  in  general 
practice,  consisting  of  clinics,  lectures  and  demonstra- 
tions in  the  following  departments — medicine, 
pediatrics,  cardiology,  arthritis,  chest  diseases,  gastro- 
enterology, diabetes,  allergy,  dermatology,  neurology, 
minor  surgery,  clinical  gynecology,  proctology,  periph- 
eral vascular  diseases,  fractures,  urology,  otolaryn- 
gology, pathology,  radiology.  The  class  is  expected 
to  attend  departmental  and  general  conferences. 


For  information  address  MEDICAL  EXECUTIVE  OFFICER  345  W.  50th  St.,  New  York  City,  19 
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WITHOUT  WASTE 

The  Baxter  method  of  collecting,  storing 
and  administering  blood  and  plasma  is  a model 
of  simplicity,  safety  and  streamlined 
efficiency.  The  closed  system,  developed  and 
introduced  by  Baxter,  insures  sterility. 

Baxter  expendable  donor  and  administration 
sets  make  procedures  simple,  safe,  expedites 
teaching.  And  now  the  new  Baxter  Fuso-Flo 
stopper  solves  the  aging  problem,  insuring 
trouble-free,  easy-flowing  infusions.  A 
demonstration  of  this  complete  Baxter 
program  can  be  arranged  without  obligation. 


Manufactured  by 

BAXTER  LABORATORIES,  INC. 

Morton  Grove,  Illinois 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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tablets 

ampuls 

powder 

suppositories 


high  theophylline  content,  ready  solubility 
for  rapid  therapeutic  effects  in: 

Bronchial  Asthma 
Paroxysmal  Dyspnea 


dubin 
aminophyllin 


Cheyne-Stokes  Respiration 


(theophylline -ethylenediamine) 


H.  E.  DUBIN  LABORATORIES,  I nc.  250  E.  43rd  St..  New  York  17.  N.Y. 
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Chloral  hydrate,  used  in  medicine  since  1869.  is,  even  today, 

"the  standard  hypnotic  of  its  class.”1 

Goodman  and  Gilman  observe  that  it  "is  unfortunately 
neglected  today,”  and  that  the  present  widespread  use  of  the  barbiturates 
has  ".  . . caused  the  physician  to  lose  sight  of  the  fact  that 
chloral  hydrate  is  still  one  of  the  cheapest  and  most  effective  hypnotics.”2 
In  FELLO-SED,  supplementation  with  calcium  bromide 
and  atropine  sulfate  largely  overcomes  unwanted  side-actions, 
enhances  the  sedative  effect  and  provides  valuable  antispasmodic 
activity.  It  is  presented  in  palatable  liquid  form. 

‘N.N.R.,  1947,  p.  398. 

Goodman,  L.  & Gilman,  A.,  The  Pharmacological  Basis  of  Therapeutics.  MacMillan,  1944,  pp.  177-8. 


Available  in  8 fluidounce  bottles. 


26  CHRISTOPHER  STREET 
NEW  YORK  14.  N.  Y, 


ellows 

MEDICAL  MFO  CO.  INC. 


Adult  Dose:  As  a sedative:  A to  1 teaspoonful  with  water, 
every  3 or  4 hours  or  as  directed.  As  a hypnotic,  1 to  2 
teaspoonfuls  or  more  with  water  at  bedtime,  or  as  directed. 


FELLO-SED 

FORMULA:  Eachfluidram  (4  cc.)  contains,  in  a palatable  aromatic 
vehicle:  Chloral  Hydrate,  0.5  Gm.  gr.);  Calcium  Bromide, 
0.5  Gm.  (7A  gr.);  Atropine  Sulfate,  0.125  mg.  (1/480  gr.). 
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BURO-SOL 
PO W D ER 

Readily  soluble  in  water. 
Buro-sol  Solution  is  therapeuti- 
cally equivalant  to  Burows  Solu- 
tion (Liq.  Al.  Acet.). 

The  powder  is  a convenient 
method  of  preparing  a solution 
when  needed. 

Compresses  saturated  in  Buro-sol 
Solution  prevent  a sudden  change 
in  the  pH  value  of  the  skin  and 
will  neutralize  alkalinity. 

Applied  on  inflamed  surfaces, 
weeping  eczema,  the  inflammatory 
process  will  be  mitigated. 

DOAK  CO.,  INC. 

Cleveland,  Ohio 

NY  12-49 
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Of  the  many  drugs  commonly  used  to  lower 
arterial  pressure  in  hypertension,  Biologically  Standardized 
veratrum  viride  (in  CRAW  UNITS*)  is  the  only  drug  that 
produces  a physiologic  fall  in  blood  pressure. 
Thus,  a prominent  feature  in  the  integrated  response  to  oral 
doses  of  veratrum  viride  in  CRAW  UNITS  is  a reduction  in 
peripheral  resistance  without  compromise  of  circulation 
and  without  disrupting  circulatory  equilibrium. 

VERATRITE  represents  a practical  modification  of 
this  effective  hypotensive  drug  for  everyday  management  of 
the  mild  and  moderate  cases  of  essential  hypertension. 
Prolonged  action,  wide  range  of  therapeutic  safety  and  complete 
simplicity  of  administration  are  specific  advantages  of 
Veratrite  therapy.  Each  Veratrite  Tabule  contains:  Biologically 
Standardized  veratrum  viride  3 CRAW 
UNITS;  sodium  nitrite  1 grain;  phenobarbital  % grain. 
Samples  and  literature  on  request. 


IRWIN,  NEISLER  & COMPANY 


Veratrite 


LL 


DECATUR,  ILLINOIS 


M. 


* a research  development 
of  the  Irwin  - Neisler 
Laboratories 
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Allays  itching 
Reduces  hyperemia 
Promotes  formation 
of  normal  skin 


LENIGALLOL  Council  Accepted 

( triacetylpyrogallol ) 

For  the  usual  case  of  eczema,  prescribe 
Lenigallol  6%  in  an  ointment  base,  with 
or  without  zinc  oxide.  Stronger  appli- 
cations may  be  required  for  more  re- 
sistant eczema  and  athletes’  foot.  . . 


BILHUBER-KNOLL  CORP.  - - ORANGE,  NEW  JERSEY 
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Advise  the  arthritic  to  have  an  appointment  with  himself  twice  daily— 


to  apply 


ARTHBALGEV 


arthralgesic  unguent 


to  painful  joint  and  muscle  areas.  Relief  from  musculoskeletal  discomfort  after 
a single  application  is  gratifyingly  rapid,  in  a matter  of  minutes,  and  is  of 
long  duration,  extending  up  to  six  hours  following  concomitant  exposure  of 
the  affected  parts  to  moist  or  dry  heat. 

Why  does  Arthralgen  work  so  well?  Its  special  formula  advantageously  blends 
the  old  and  the  new  in  local  therapy.  Rubefaction  due  to  thymol  and  menthol 
plus  analgesia  due  to  methyl  salicylate  are  synergistically  combined  with  the 
unique  vasodilating  action  of  methacholine  chloride.  Arthralgen  dilates  both 
capillaries  and  arterioles.  The  resulting  active  hyperemia  tends  to  counteract 
the  vasospasm  found  in  articular  and  non-articular  rheumatism,  relieves  pain 
and  discomfort  and  brings  a welcome  feeling  of  deep  warmth  and  relaxation. 
All  this  is  facilitated  by  Arthralgen's  special  ointment  base  containing  selected 
wetting  agents  which  enhance  surface  penetration  and  facilitate  speedy  effec- 
tiveness of  the  active  ingredients. 

Arthralgen  is  beneficial  in  the  treatment  of  arthralgias,  myalgias  and  neural- 
gias—sprains,  lumbago,  synovitis,  bursitis,  neuritis  and  myositis.  In  chronic 
arthritis,  Arthralgen  is  a valuable  topical  adjunct  to  systemic  therapy. 

Arthralgen,  Arthralgesic  Unguent,  contains  0.25%  methacholine  chloride,  1% 
thymol,  10%  menthol  and  15%  methyl  salicylate;  available  in  1 ounce  tubes 
and  half-pound  jars. 


LABORATORIES  • Division  Nutrition  Research  Laboratories  • Chicago  30,  Illinois 
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For  throat  irritations  'Thantis’*  Loz- 
enges provide  effective  relief.  'Thantis’ 
Lozenges  are  especially  beneficial  in 
soothing  these  conditions  because  they 
are  both  antiseptic  and  anesthetic  for 
mucous  membranes  of  the  throat  and 
mouth.  These  effects  are  due  to  the  two 
active  medicinal  agents,  'Merodicein’* 
an  antiseptic  of  low  toxicity,  and  Salig- 
enin,  a mild  local  anesthetic.  When 
'Thantis’  Lozenges  are  dissolved  in  the 
mouth,  the  two  ingredients  dissolve 
slowly,  providing  prolonged  medica- 
tion of  the  throat. 


Each  lozenge  contains  'Merodicein’ 
(H.  W.  & D.  brand  of  monohydroxymer- 
curidiiodoresorcinsulfonphthalein-sodi- 
um)  J^j  grain,  Saligenin  (orthohydroxy- 
benzyl-alcohol,  H.  W.  & D.)  1 grain. 

Supplied  in  vials  of  12  lozenges  in 
individual  cartons  packed  in  dozens. 


■ Reg.  u.  s.  Pat.  oir. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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Facilitating  Bowel  Movement 


plain 


agoral*  plain  'warner’  is  a specially  processed,  thoroughly  homogenized 
emulsion  of  mineral  oil,  an  agar  gel,  tragacanth,  acacia,  and  egg-albumen.  The 
homogenized  emulsion  mixes  freely  with  the  intestinal  contents  helping  to  form 
and  maintain  a soft  mass.  In  addition,  agoral*  plain  provides  lubrication  which 
facilitates  passage  of  the  feces  through  the  intestinal  canal. 

AGORAL*  plain  is  particularly  useful  in  cases  in  which  intestinal  irritants  or 
cathartics  are  contraindicated  or  not  required,  agoral*  plain  has  a mild,  non- 
irritating, gentle  action.  Anal  seepage,  a usual  occurrence  with  mineral  oil  and 
mineral  oil  emulsions,  does  not  occur  with  agoral*  plain. 

AGORAL*  PLAIN  has  a pleasing  taste  and  may  be  taken  undiluted  or  mixed 
with  water,  milk,  or  fruit  juices. 

ACORAL*  plain  is  indicated  in  all  conditions  where  acute  or  chronic  consti- 
pation must  be  corrected  without  strain — pregnancy,  cardiovascular  diseases, 
old  age,  and  postsurgical  convalescence. 

agoral*  plain  'warner’  is  available  in  bottles  of  16  fluidounces. 


William  R.  Warner  & Co.,  Inc. 

NEW  YORK  ST.  LOUIS 


T.  M.  Ror.  U.  S.  Pat.  Off. 
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why  acne 

clears  up  so  rapidly 
when  you  prescribe 

Acnomel 


Acnomel’s  rapid  action  is  due,  chiefly, 
to  its  remarkable  vehicle.  This  special  vehicle, 
which  embodies  an  entirely  new  principle, 
assures  the  effectiveness  of  Acnomel’s 
time-tested  active  agents.  It  has  all 
the  virtues  of  an  oil-in-water  emulsion,  yet  it 
is  entirely  free  from  wax,  oil,  or  grease. 

Acnomel  is  stable,  grease-free,  flesh-tinted. 

It  contains  resorcinol,  2%;  and  sulfur,  8%. 

Available, on  prescription  only,  in  specially-lined \lA  oz.  tubes. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


Acnomel 


a significant  advance, 


clinical  and  cosmetic,  in  OCn6  therapy 


Folic  acid,  in  either  tree  or  conjugated  form, 
is  a normal  constituent  of  the  tissues  of  the  body 
and  is  usually  present  in  the  gastrointestinal 
tract.  Not  only  are  the  glossitis  and  enteritis  of 
sprue  dramatically  relieved  by  folic  acid  but 
the  blood  picture  is  also  simultaneously  improved. 
Lederle  has  been  extremely  active  in  conducting 
research  in  the  field  of  nutrition,  both  in  animals 
and  man,  and  it  is  anticipated  that  the 
orientation  of  folic  acid  with  respect  to  a number 
of  other  nutritional  factors  — including  the 
anti-pernicious  anemia  factor  and  the  animal  protein 
factor  — will  soon  be  made  clear. 


lederle  laboratories  division  America x Gfanamid company  30  Rockefeller  Plaza,  New  York  20,  N.  Y. 
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It  is  Pediforme’s  Policy  . . . 

To  act  only  as  your  technician  when  making  cor- 
reactive  alterations  on  shoes  in  accordance  with 
your  prescription. 

To  be  fair  with  your  patient  when  charging  for 
alterations  made. 

To  maintain  an  accurate  record  on  all  patients  re- 
ferred to  us  and  acknowledge  all  prescriptions 
filled. 


We  would  be  pleased  to  receive  your  recommenda- 
tion and  assure  you  of  our  complete  cooperation. 

JANHATTA  N — 3 4 WEST  36  STREET 
ROOKLYN  — 288  LIVINGSTON  STREET 
LATBUSH  — 8 4 3 FLATBUSH  AVENUE 
1EMPSTEAD  NEW  ROCHELLE 

I ACKENS ACK  EAST  ORANGE 


The  Alkalol  Company.  Taunton  30,  Mass. 


COLLECTIONS 

We  know  how  to  get  the  most  money  out  of  your  un- 
paid bills  and  maintain  good  public  relations. 

For  20  years  over  100  hospitals  and  thousands  of 
doctors  have  used  our  service.  Write 

NATIONAL  DISCOUNT  & AUDIT  CO. 

230  W.  41  St.  New  York  18,  N.  Y. 


BREAST  PROTHESIS 
LILLIAN  BERMAN, 

FORMS 

Our  distinctive  process  is  to  create  a form  which  effectively  and 
comfortably  conceals  the  operative  cavity  no  matter  how  extensive 
and  peculiar  its  configuration.  This  is  accomplished  through  the 
use  of  foam  rubber  which  is  sculptured  to  simulate  the  contours 
of  the  body  as  they  were  prior  to  the  Mastectomy. 

Our  service  includes  as  many  fittings  as  arc  necessary  to  ensure 
complete  patient  satisfaction.  Appointment  Necessary. 

250  West  104th  St.  NEW  YORK  25,  N.Y.  Riverside,  9-2054 
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Ixpbins 


a distinctive, 


new,  non-narcotic 


antitussive-expectorant 

At  last,  something  really  new  in  cough  syrups 
. . . something  completely  rational  . . . clinically 
sound  . . . Robitussin  'Robins'.  Robitussin  employs 
glyceryl  guaiacolate  and  desoxyephedrine 
hydrochloride,  in«a  palatable 
aromatic  syrup  vehicle. 


Glyceryl  guaiacolate  has  proven  an  effective 
aid  to  expectoration,  and  a cough  ameliorator 
with  prolonged  action,  through  its  increase  in 
and  thinning  of  respiratory  tract  fluid;1'2'3  yet  it 
has  no  ill  effect  upon  digestion.1 


Desoxyephedrine's  sympathomimetic  action  is 
also  well  recognized4,5'6:  by  relaxing  spasm  of 
the  bronchial  musculature  and  helping  maintain 
normal  respiratory  smooth  muscle  tone, 
it  greatly  minimizes  the  provocation  of  cough 
from  spasm.5  At  the  same  time  it  affords  relief 
from  psychic  depression  or  a feeling  of  fatigue. 


The  syrupy  vehicle,  with  its  aromatic  volatile 
oils,  has  a local  demulcent  effect.  Furthermore,  it 
assures  patient  cooperation  by  providing  a base 
which  makes  Robitussin  one  of  the  most 
palatable  of  all  antitussive-expectorants. 


You  will  find  Robitussin  'Robins'  an  exceptionally 
efficient,  safe,  therapeutic  tool  in  the  manage- 
ment of  cough— for  both  adults  and  children. 


Robitussin 


f T 
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tionally  formulated! 


FORMULA  Each  5 cc.  (1  teaspoonful) 
of  Robitussin  contains: 
Glyceryl  Guaiacolate  ...  100  mg. 
Desoxyephedrine  Hydrochloride  ...  1 mg. 

In  a palatable  aromatic  syrup. 


DOSAGE  Children:  one-half  to  one  teaspoonful, 
according  to  age,  three  or  more  times  daily. 
Adults:  one  or  two  teaspoonfuls,  as  necessary 
every  two  to  three  hours. 


SUPPUEO.  Pint  and  gallon  bottles. 


clinically  proved! 


ltfFCRfN«M:  t-  Connell,  W.  F.  et  at:  Canadian  Med. 
Assoc.  J.,  42:220,  1940.  2.  Perry,  W.  F.  and  Boyd,  E.  M.: 
J.  Pharm.  Exper.  Ther.,  73:65,  1941.  3.  Stevens,  M.  E.  et  al: 
Canadian  Med.  Assoc.  J.,  48:124,  1943.  4.  Foltz,  E.  E. 
el  al:  J.  Lab.  Clin.  Med.,  28:603,  1943  . 5.  Graham,  B.  E.: 
Ind.  Eng.  Chem.,  Ind.  Ed.,  37:149,  1945.  6.  Schulz,  F. 
and  Deckner,  S-:  Klin.  Wochschr.,  21:674,  1942. 


ROBITUSSIN— For  Rational  Cough  Management 

A.  H.  ROBINS  COMPANY,  INC. 
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PROVED 

UNDER  ACTUAL  PRACTICING  CONDITIONS 

BENZEDREX  INHALER ' 


SO  MUCH  BETTER  THAT  WE  HAVE 
DISCONTINUED  BENZEDRINE*  INHALER 


Our  new  BENZEDREX  INHALER  was  tested  by  rhinologists  in  controlled  studies  for 
more  than  two  years.  Reports  were  unanimously  enthusiastic. 

Nevertheless,  to  make  absolutely  certain  that  BENZEDREX  INHALER  was  the  best 
volatile  vasoconstrictor  ever  developed  we  decided  to  test  it  with  a large  segment 
of  the  medical  profession  under  actual  practicing  conditions. 

We  therefore  replaced  'Benzedrine’  Inhaler  with  BENZEDREX  INHALER  in  the 
entire  state  of  California.  Now,  after  more  than  a year’s  use,  California  physicians  tell 
us  that  they  and  their  patients  find  BENZEDREX  INHALER  the  best  inhaler  they  have 
ever  used. 

BENZEDREX  INHALER  has  exactly  the  same  agreeable  odor  as  'Benzedrine’ 
Inhaler,  but  gives  even  more  effective  and  prolonged  shrinkage,  and  does  NOT 
produce  excitation  or  wakefulness. 

**Benzedrine’  (racemic  amphetamine,  S.K.F.)  and  'Benzedrex’  T.  M.  Reg.  U.  S.  Pat.  Off.  Each 
Benzedrex  Inhaler  is  packed  with  l-cyclohexyl-2-methylaminopropane,  S.K.F.,  2 50  mg.;  and  aromatics. 


SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 


foresight 


in  pregnancy 


Pranone,*  Schering’s  orally  effective  corpus  luteum  preparation  makes  it 
possible  to  prevent  many  of  the  mishaps  of  pregnancy  due  to  corpus 
luteum  deficiency.  A history  of  abortion  warrants  the  usage  of 
$ ; 'v  Pranone  the  moment  pregnancy  is  recognized.  With  the  ap- 

pearance  of  any  active  signs  of  threatened  abortion, 
large  doses  of  Proluton*  (Schering’s 
Progesterone  U.S.P.  XIII)  are  indicated. 


iWmm 
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PRANONE 


(Anhydrohydroxy-progesterone  U.S.R  XIII) 

Pranone  can  serve  as  the  oral  equivalent  to  Proluton  administered  by 
injection.  In  addition  to  maintaining  pregnancy  in  patients  with  histories 
of  abortions,  Pranone  has  proved  to  be  efficacious  for  the  relief  of  dys- 
menorrhea and  premenstrual  tension.  Patients  appreciate  the  effective- 
ness and  convenience  of  therapy  afforded  them  with  Pranone. 


CORPO 


RATION  • BLOOMFIELD,  NEW  JERSEY 
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the  heart  of  the  matter. . . 


From  patient  to  patient,  there  is  so 
much  variation  in  response  to  digitalis 
therapy  that  the  physician  must  deter- 
mine the  therapeutically  effective  main- 
tenance dose  for  each  patient.  To 
give  him  all  the  flexibility  needed, 
Purodigin*  (Crystalline  Digitoxin, 
Wyeth)  is  available  in  three  strengths 
for  oral  use:  0.1  mg.,  0.15  mg.,  and  0.2 
mg.  tablets.  You  can  rely  on  Purodigin 
to  produce  a constant  response;  the 
comfort  of  the  patient  is  easily  main- 
tained through  the  varied  tablet 
strengths  whenever  a change  of  dosage 
is  indicated. 


WYETH  INCORPORATED,  PHILA.  3,  PA. 
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NEW  METHOD  FOR  RELIEF  OF 
ALLERGIC  NASAL  CONGESTION 


Distributes  mist  of  minute  droplets  of  Pyri- 
benzamine  hydrochloride  Nasal  Solution  0.5% 
throughout  nasal  passages. 

Relief  is  immediate — complete — prolonged. 
No  side  reactions  except  occasional  transient 
stinging.  Convenient  to  use  and  carry. 

Non-refillable.  Provides  several  hundred 
applications.  Dosage  one  application  to  each 
nostril  every  3 to  4 hours. 


PHARMACEUTICAL  PRODUCTS,  INC. 
SUMMIT,  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripelennamine) 
T.  M.  Reg.  U.  S.  Pat.  Off.  2/mism 
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The  choice  in  iron  deficiency 


OVOFERRIN 


As  an  effective,  acceptable  hematinic,  Ovoferrin  satisfies 
the  most  rigid  requirements ...  at  all  ages  and  in  all  con- 
ditions where  iron  is  indicated.  Since  it  is  palatable  and 
easily  assimilated  without  untoward  side  effects,  it  is  a 
selection  of  choice  for  . . . 

the  build-up  without  a let-down 

MAINTENANCE  DOSAGE  7k  THERAPEUTIC  DOSAGE 

For  Adults  and  Children:  One  ADULTS:  One  tablespoonful  3 or 
teaspoonful  2 or  3 times  a day  4 times  daily  in  water  or  milk, 
in  water  or  milk.  CHILDREN:  One  to  2 teaspoon- 

fuls 4 times  daily  in  water  or  milk. 

Made  only  by  the 

A.  C.  BARNES  COMPANY  • NEW  BRUNSWICK,  N.  J. 

“Ovoferrin"  is  a registered  trade  mark,  the  property  of  A.  C.  Barnes  Company 
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Alter  Tonsillectomy 

In  Pharyngitis  . . 
Acute  and 
Chronic  Tonsillitis  . . 


. for  analgesia  and 
antipyresis . . . especially  in  young  children 


Dillard's 


PERGUM 

SALIVARY  ANALGESIA 


Contains  3V2  grains  of  aspirin 

in  a pleasantly  flavored  chewing  gum  base  . . . 
acceptable  to  all  patients.  Ethically  promoted. 


WHITE  LABORATORIES,  INC. 

Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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Now  the  simplicity  and  convenience  of  pow- 
der inhalation  therapy  promises  prompt  relief 
in  bronchial  asthma,  thanks  to  an  effective 
new  drug,  available  as  a powder  in  Aero- 
halor* Cartridges.  The  drug  is  Norisodrine 
Sulfate,  a sympathomimetic  amine  with  a 
marked  bronchodilating  effect. 

For  oral  inhalation,  the  patient  uses  the 
Aerohalor®,  Abbott's  powder  inhaler,  and  a 
multiple-dose  cartridge  containing  Noriso- 
drine Sulfate  powder.  He  follows  the  "smoke 
it  like  a pipe"  procedure  already  popularized 
by  the  Aerohalor,  except  that  for  a single 
dose  he  inhales  only  a small  portion  of  the 
contents  of  one  cartridge.  Relief  usually  fol- 
lows quickly.  Effectiveness  of  the  drug  has 
been  confirmed  by  clinical  observation.1’2 

When  the  drug  is  properly  administered, 
side-effects  are  infrequently  encountered 
and  usually  are  minor  in  nature.  However, 
overdosage  can  result  in  disturbing  side- 
effects.  It  is  imperative  that  the  physician 
know  and  carefully  instruct  the  patient  in 
the  methods  of  administration  and  precau- 


tions to  be  taken.  It  is  recommended  that  the 
dosage  for  each  patient  be  carefully  estab- 
lished under  the  physician's  personal  super- 
vision. Write  now  for  your  copy  of  literature. 
ABBOTT  LABORATORIES,  NORTH  CHICAGO,  ILL. 

HOW  SUPPLIED: 

POWDER 

10%  POWDER — Each  Aerohalor  Cartridge 
contains  Norisodrine  Sulfate  10  mg.  and 
Lactose  90  mg.  Supplied  in  boxes  of  12. 
25%  POWDER — Each  Aerohalor  Cartridge 
contains  Norisodrine  Sulfate  25  mg.  and 
Lactose  75  mg.  Supplied  in  boxes  of  12. 

SOLUTION 

NORISODRINE  SULFATE  SOLUTION 
1:100 — For  use  with  hand  nebulizer  or  by 
oxygen  aerosolization.  Each  cc.  contains 
Norisodrine  Sulfate  1 0 mg.  In  bottles  of  1 0 cc. 

1.  Krasno,  L.  R.,  Grossman,  M.,  and  Ivy,  A.  C.  (1948), 
The  Inhalation  of  Norisodrine  Sulfate  Dust,  Science, 
108:476,  Oct.  29.  2.  Krasno,  L.  R.,  Grossman,  M.  I., 
and  Ivy,  A.  C.  (1949),  The  Inhalation  of  l-(3',4'- 
Dihydroxyphenyl)  - 2 - Isopropylaminoethanol  (Noriso- 
drine Sulfate  Dust),  J.  Allergy,  20:111,  March. 

*Trade  Mark  for  Abbott  Sifter  Cartridge. 


NORISODRINE*  SULFATE 


(Isopropylarterenol  Sulfate,  Abbott) 


2761 


NOW ! 


stable 

crystalline 


Sodium 


Penicillin  G 


by  Tongue « by  Lung9  by  G.  I.  Tract 


By  Tongue: 

Sublingual  Penalev  tablets  (50,000  or 
100,000  units)  are  rapidly  absorbed,  quickly 
create  therapeutic  penicillin  blood  levels. 


A 


flv  G.  I.  Tract: 

Penalev  tablets  dissolve  promptly  and 
completely  in  milk,  fruit  juices,  or  infant 
formulas,  without  appreciably  changing  their  tastes. 


By  l,ung: 

Potent  penicillin  G aerosol  solutions 
can  be  prepared  readily  by  dissolving 
Penalev  tablets  in  water  or  normal  saline. 


plug 


INALKVI 

flSTAlLINl  Sti 

PlNICIlllEt 
50.000 
."•9  Not  tor « 
S»»RP  S.  DO* 
’MadtlphiA,  w 


9 


9: 


9 


Penalev 

Soluble  tablets  sodium  penicillin  G:  50,000  and 
100,000  units;  vials  of  12  tablets  crystalline. 
Sharp  & Dohme,  Philadelphia  1,  Pa. 


Penalev 


Soluble  Tablets  Crystalline 


Sotlinni  Penicillin  G 
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GLOBIN INSU 


...was  developed  to  fill  the 
“ need  for  an  insulin  with 
activity  intermediate  between 
that  of  regular  insulin  and  that 
of  protamine  zinc  insulin.”1 


'B.W.&CO.'-a  mark  to  remember 


BURROUGHS  WELLCOME  & CO.U.S.A.)  INC.  Tuckah..7.N.wY«ri, 


IN  1939,  Reiner,  Searle  and  Lang  described  a new 
“intermediate  acting”  insulin. 

IN  1943,  after  successful  clinical  testing,  the  new  sub- 
stance was  released  to  the  profession  as  ‘Wellcome" 
brand  Globin  Insulin  with  Zinc  ‘B.W.  & Co." 

TODAY,  according  to  Rohr  and  Colwell,  “Fully  80% 
of  all  severe  diabetics  can  be  balanced  satisfactorily""2 
with  Globin  Insulin  'B.W.  & Co."— or  with  a 2:1  mixture 
of  regular  insulin:  protamine  zinc  insulin.  Ready-to-use 
Globin  Insulin  ‘B.W.  & Co."  provides  the  desired  inter- 
mediate action  without  preliminary  mixing  in  vial  or 
syringe. 

In  10  cc.  vials,  U-40  and  U-80. 


I.  Rohr,  J.H.,  and  Colwell,  A.R.:  Arch.  Int. 
Med.  82:54,  1948. 

ibid  Proc.  Am.  Diabetes  Assn.  8:37,  1948. 
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New  Sulfa  Combination. . . 


RFONYL 


SULFAMERAZINE 

SULFAMETHAZI 


for  safe  sulfonamide  therapy 


HIGH  BLOOD  LEVELS 
All  three  components  are 
absorbed  and  excreted  independently. 
High  blood  levels  can  be  maintained 
without  kidney  concretion  and 
with  minimal  sensitivity  reactions. 


WIDE  ANTIBACTERIAL  RANGE 

All  three  components 

have  a wide  antibacterial  range 

and  are  highly  effective 

in  the  treatment  of  pneumonia  and 

other  common  infections. 


0.5  Gm.  tablets 
Bottles  of  100  and  1000 

Suspension,  0.5  Gm.  per  5 cc. 
(pleasant  raspberry  flavor) 
Pint  bottles 


"TERFONYL"  IS  A TRAOEMARK  OF  E.  R.  SQUIBB  4 SONS 


Sqjjibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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in  ill-defined  anemias... 


write  FEOSOL  PLUS 


FEOSOL  PLUS  is  the  ideal  single 
preparation  with  which  to  correct  all 
too-common  dietary  deficiencies  and  promote 
optimal  metabolic  efficiency. 


each  FEOSOL  PLUS 


capsule  contains 


Ferrous  sulfate,  If  exsiccated,  200.0  mg.; 
liver  concentrate  powder  (35:1),  325.0  mg.;  folic  acid,  0.4  mg.; 
thiamine  hydrochloride  (B,),  2.0  mg.; riboflavin  (B2),  2.0  mg.; 
nicotinic  acid  (niacin),  10.0  mg.;  pyridoxine  hydrochloride  (B6),  1.0  mg.; 
ascorbic  acid  (C),  50.0  mg.;  pantothenic  acid,  2.0  mg. 


FEOSOL  PLUS 


by  no  means  replaces  Feosol. 
Feosol  is  the  standard  therapy 
in  simple  iron-deficiency  anemias. 


Dosage — 3 capsules  daily,  one  after  each  meal. 
Available  in  bottles  of  100  capsules. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


FEOSOL  PLUS 


For  the  correction  of  ill-defined  secondary  anemias 
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The  most  " persuasive " oral 
you  can  prescribe 


germicide 


1.  Cepaeol  persuades  a wide  range  of  oral  bacteria  to 
surrender  within  15  seconds  after  contact1 

2.  Cepacol’s  pleasant  taste  persuades  your  patients  to  use  it 

The  rapid  antisepsis2  and  soothing  relief  which  Cepaeol  brings  to  inflamed,  sore 
throats  are  important.  Along  with  the  fact  that  Cepaeol  is  non-irritating,  non- 
toxic, and  does  not  interfere  with  tissue  healing.  Too,  patients  are  extremely 
grateful  to  you  for  prescribing  something  so  effective  that  also  is  so  pleasant 
to  use — as  either  gargle  or  spray. 


CEPACOL® 


The  alkaline  germicidal  solution  that  works  in  partnership  with  saliva 


Merrell 


1828 


NOW  AVAILABLE — Cepaeol  Throat  Lozenges!  These  convenient , 
pleasant-tasting  lozenges , dissolved  slowly  in  the  mouth,  provide  a sooth- 
ing, analgesic  solution  to  relieve  the  dryness  and  irritation  of  sore  throat. 


C I N c I N N A T 


• U.  S.  A. 


1.  As  shown  in  laboratory  studies.  2.  Cepaeol  contains  an  effective  germicidal  detergent,  the 
quaternary  ammonium  salt  Ceepryn  (§)  Chloride,  1:4000. 


Early  treatment  with  Thephorin-AC  tablets 
will  frequently  abort  or  relieve  the 
common  cold  with  little  likelihood  of 
drowsiness.  Thephorin-AC  is  therefore 
of  particular  value  to  motorists,  machine 
operators  and  ambulatory  patients  who 
must  remain  alert.  It  combines  the 
antihistaminic  effect  of  Thephorin  with  the 
action  of  acetophenetidin,  acetylsalicylic 
acid  and  caffeine.  In  over  2,000  attacks 
of  the  common  cold,  Brewster*  found  that 
Thephorin  "is  effective  . . . and  will 
abort  a high  percentage  of  the  attacks.” 

HOFFMANN-LA  KOCHE  INC  • NUTLEY  10  • N.  J. 

Thephorin-AC 

tablets 


•J.  M.  Brewster,  In  Press. 

(Thephorin — brand  of  phenindamine ) 
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Editorials 

Tactics 


Tactics  are  the  art  of  using  or  handling 
available  resources  to  accomplish  an  end. 
Physicians  are  accustomed  to  their  daily  use 
in  the  battle  for  the  lives  of  patients.  In  med- 
icine, however,  the  opposing  forces  are  either 
inanimate  or,  as  in  the  case  of  micro-organ- 
isms, without  apparent  intelligent  direction 
or  leadership;  finally,  as  in  the  case  of  neo- 
plasms, purposeless  malignancies.  Phy- 
sicians deal  tactically  with  these  opposing 
forces  of  destruction  with  the  patient’s 
economy,  his  person,  and  his  environment  as 
the  battleground.  Perhaps  only  in  the  field 
of  psychiatry  does  he  employ  fully  resources 
other  than  material. 

Accustomed  by  education  and  practice  to 
the  artful  employment  of  increasingly  ex- 
cellent medical  tactics  against  disease  in  sick 
people,  what  is  his  predicament  when  the 
problem  calls  for  the  tactical  use  of  available 
resources  vis-a-vis  well  people,  aggregations 
of  well  people,  with  intelligent  leadership, 
well  people  who  would  detach  the  control  of 


his  profession  from  him?  Here,  indeed,  is  a 
predicament,  and  a serious  one. 

It  is  probably  safe  to  say  that-  most  physi- 
cians know  little  about  well  people  and  have 
wasted  little  or  no  time  in  studying  them  be- 
yond establishing,  for  scientific  purposes, 
certain  norms.  This  is  not,  perhaps,  a seri- 
ous matter,  as  long  as  no  more  is  involved 
than  the  person-to-person  relationships  of  the 
individual  practice  of  medicine.  But  it  be- 
comes more  serious  and  may  be  calamitous 
even,  when  physicians  in  aggregate  seek  to 
accomplish  an  end  through  the  intermediary 
of  well  persons.  As  a matter  of  tactics,  an 
aggregation  of  physicians  such  as  a state 
medical  society  should  be  able,  at  least 
theoretically,  to  develop  a technic  of  using  or 
handling  its  available  resources  to  conduct 
successfully,  let  us  say,  a legislative  cam- 
paign in  the  public  interest. 

Practically,  such  a campaign  might 
possibly  fail.  Because,  if  leadership  for  it 
were  developed  from  the  ranks  of  the  pro- 
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fession,  such  generalship  would  be  seriously 
deficient  in  the  strategical  know-how  to  con- 
duct it  successfully.  If,  on  the  other  hand, 
the  campaign  were  directed  by  hired  pro- 
fessional nonmedical  strategists,  these  would 
be  considered  mercenaries,  and  a tactical 
error  of  the  first  magnitude  would  be  en- 
tailed in  some  loss  of  allegiance  to  such  leader- 
ship on  the  part  of  the  individual  physician. 

This  creates  a serious  dilemma.  Chief 
among  such  a society’s  available  resources  is 
the  individual  physician.  Can  he  be  de- 
veloped for  leadership  in  the  sense  here  under 
discussion?  Outside  of  his  practice  and  in 
relation  to  well  people,  his  tactical  training 
and  study  has  not  been  seriously  undertaken, 
and,  with  few  exceptions,  his  tactical  sense 
does  not  exist.  Possibly  more  fqrsighted 
leadership  in  the  profession  should  have 
made  the  subject  of  tactics  as  they  relate  to 
well  people  a matter  of  curricular  study, 
or  at  least  postgraduate  instruction.  It 
was  inevitable  that  the  expansion  of  the 
field  of  medicine  as  distinct  from  private 
practice  would  necessitate  the  development 
of  an  art  not  formerly  of  great  importance  in 
private  practice.  Now  it  is  realized  that 
there  is  a great  need  for  the  comprehensive 
understanding  of  what  makes  well  people 
and  groups  of  well  people  “tick.”  So  suc- 
cessful has  scientific  medicine  become  that 
the  well  vastly  outnumber  the  sick  and  live 
longer  than  in  the  past. 

Doctors  can  be  trusted  to  deal  scien- 
tifically and  competently  with  the  sick  and 
their  medical  care.  That  is  their  business. 
They  are  still  the  sole  reliance  of  this  hapless 
group  of  people.  Yet  it  is  the  growing  horde 
of  the  well  who  dispose  of  the  vast  forces  of 
potential  disruption.  What  do  they  think  of 
doctors  and  the  medical  profession?  The 
relatively  small  company  of  the  sick  upon 
whom  the  doctors  pour  out  their  wealth  of 
knowledge  and  skill  are  more  inclined  to  be 
resentful  of  their  illness  than  pleased  by 
their  improvement  or  recovery.  Well  again, 
they  join  the  ranks  of  those  who  can  make  or 
break  the  future  structure  of  medicine. 


Tactically,  doctors  are  at  a disadvantage 
in  that  they  lack  knowledge  of  the  inten- 
tions of  the  well ; they  ignore,  for  the  most 
part,  the  historical  fact  of  the  growing  organ- 
ization of  well  people  into  groups  whose  ac- 
tions and  thought  patterns  are  controllable 
to  an  extent,  groups  whose  attitudes  can  be 
compelled  by  rascals  as  well  as  by  sincere 
leaders.  Lacking,  themselves,  any  great 
amount  of  cohesiveness  by  reason  of  their 
training  as  individualists,  doctors  tend  to 
underestimate  the  effective  striking  force  of 
disciplined  cohesion  in  a vast  group  of  well 
people  who  resent  physicians  as  the  visible 
symbols  of  potential  pain,  frustration,  ex- 
pensive sickness,  and  disability,  all  of  which, 
be  it  noted,  the  doctors  and  medical  science 
are  laboring  mightily  to  abolish! 

It  is  not  too  late  to  commence  the  tactical 
training  of  doctors.  The  A.M.A.,  in  its 
Public  Relations  Bureau,  has  established  a 
general  staff.  This  staff,  however,  while  it 
can  and  does  map  out  over-all  strategy  for 
the  public  educational  campaign,  yet  must 
depend  upon  lower  echelons  to  make  this 
strategy  effective  in  the  field  of  operations. 
It  is  here  that  the  lack  of  tactical  art  may 
prove  to  be  highly  obstructive  to  the  accom- 
plishment of  the  general  strategy. 

It  is  absurd  to  jeopardize  a campaign  by 
good  generalship  of  poorly  trained  effectives 
under  field  commanders  having  little  tac- 
tical sense  and  less  tactical  training.  Let  the 
component  units  think  this  over.  It  is  not 
too  late,  it  would  seem,  to  initiate  a study  of 
tactics  by  county  societies.  Some  few  have 
done  so.  In  this  State  with  a well-organized 
Public  Relations  Bureau  a beginning  was 
made  early  this  year  in  the  speakers  training 
courses  held  regionally..  This  training 
should  be  followed  up  and  expanded  and 
must  include  more  doctors.  Only  when 
thousands  of  physicians  all  over  the  nation 
feel  themselves  to  be  a vital,  sure,  well- 
informed,  well-equipped  field  force  of  effec- 
tives can  a well-led  campaign  of  public 
education  and  legislative  adequacy  be  ac- 
complished. 


The  Creeping  Paralysis  of  Dependency,  I 

As  this  is  written,  the  principal  basic  in-  roads,  and  many  more  secondary  manufac- 
dustries  of  the  country — coal,  steel,  rail-  tures — are  slowing  down.  This  is  of  im- 
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portance  to  the  medical  profession,  since,  in 
the  wake  of  strikes,  shutdowns,  slowdowns, 
and  unemployment,  worry,  anxiety,  and  un- 
certainty swell  the  numbers  of  those  who  will 
shortly  crowd  doctors’  offices  and  increase 
the  patient  roster  of  hospitals  already  over- 
loaded. It  is  true  that  unemployment  in- 
surance, the  departments  of  public  welfare, 
and  the  numerous  charitable  organizations 
can  and  do  intervene  to  cushion  the  acute 
hardship  for  a while. 

But  continuing  aid  of  this  type  seems  to  us 
to  be  unhealthy — a magnificent  gesture  cer- 
tainly, but  no  substitute  for  a healthy  inde- 
pendence. Such  aid  begs  the  question,  does 
it  not?  It  ignores  the  cynical  leadership 
which  has  coerced  the  working  man  and 
woman  for  the  aggrandizement  of  its  own 
power  into  walkouts  often  of  an  irresponsible 
nature.  Such  leadership  trades  upon  the 
immunity  granted  to  labor  by  the  Clayton 
Act  from  the  ordinary  operation  of  the  anti- 
trust laws.  Result:  Loss  of  independence 


within  the  unions,  creation  of  a dependency 
of  the  working  man  to  questionable  leader- 
ship, increase  in  cost  of  living  for  everybody, 
abuse  of  public  and  private  charity,  creation 
of  public  inconvenience  affecting  union  and 
non-union  people  alike,  aggravation  of 
ordinary  and  usual  illness  by  unnecessary 
worry,  loss  of  work  and  of  the  security  of  in- 
dependence. 

More  and  more  the  economic  trend  is  to- 
ward the  futile  goal  of  higher  wages  and  a 
putative  “security”  for  union  members  only, 
within  the  larger  framework  of  national 
social  security.  Viewed  dispassionately 
against  the  background  of  the  recent  na- 
tional debt  (1948)  of  some  1252,292,246,513, 
or  about  Sl,721.45  per  capita,  “fixed” 
charges  of  $35,000,000,000  a year,  and  some 
$5,500,000,000  interest  on  the  national  debt, 
one  might  well  pause  to  ponder:  Who  is 
secure  from  what  and  for  how  long?1 


1 New  York  World  Telegram,  Oct.  2,  1949,  p.  22. 


Convalescence  Study 


In  its  generally  accepted  meaning,  con- 
valescence is  the  process  of  gradual  recovery 
from  sickness;  it  is  also  the  period  during 
which  such  recovery  takes  place,  and  the 
state  of  the  body  during  this  period.  Con- 
valescence is  not  only  a medical  problem,  it 
has  grave  financial  and  other  implications. 

Since  the  able-bodied  must  carry  the 
weight  of  those  who  are  disabled,  the  prob- 
lems of  convalescence  are  important  to  the 
nation’s  economy.  Little  has  been  done  in 
the  field  of  convalescence  other  than  to  af- 
ford patients  an  opportunity  to  rest  in  a 
neutral  environment  with  a good  normal 
diet.  Not  content  with  this  simple  proce- 
dure, a group  from  St.  Luke’s  Hospital, 
New  York  City,  are  now  interesting  them- 
selves in  the  basic  problems  involved  during 
the  convalescent  period.  It  is  their  hope  to 
be  able  eventually  to  modify  the  speed  of 
convalescence  through  specific  measures. 

Technics  to  be  employed  include  a per- 
sonalized approach  to  the  problem  of  each 
patient,  including  a careful  history  of  his 


diet;  an  evaluation  of  the  social  service  his- 
tory and  its  bearing  upon  the  patient’s  psy- 
chologic attitude  toward  his  or  her  own 
physical  state;  an  effort  to  orient  the  pa- 
tient’s own  thinking  about  his  illness  and 
stimulate  in  him  a positive  desire  to  help 
himself  get  well;  an  attempt  to  correct  any 
suspected  dietary  deficiency  specifically, 
using  such  diet  supplements  as  seem  in- 
dicated, if  the  patient  is  unable  or  unwilling 
to  eat  a sufficient  quantity  of  the  proper 
foods,  and  an  effort  to  be  made  to  determine 
the  optimum  protein  intake  for  various 
convalescent  states.  An  attempt  is  to  be 
made  to  determine  the  best  approach  to  the 
problem  of  deficiencies  in  hemoglobin.  Other 
phases  are  the  use  of  occupational  therapy  of 
a specific  nature  to  improve  function  of 
specific  parts  of  the  body;  the  effect  of  the 
psychologic  approach  to  the  patient’s  par- 
ticular problem  upon  the  rate  of  recovery; 
the  study  of  the  effect  of  high  protein  feed- 
ing upon  poor  cardiac  tone  from  any  cause, 
and  a study  of  the  relationship  of  the  eryth- 
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rocyte  sedimentation  rate  to  the  status  and 
activity  allowances  for  rheumatic  carditis 
cases. 

St.  Luke’s  Convalescent  Hospital  in 
Greenwich,  Connecticut,  has  recently  opened 
a new  Nutritional  Research  Laboratory 
where  basic  studies  in  protein  metabolism 
are  now  under  way.  An  effort  will  be  made 
to  study  individual  amino  acids  with  regard 
to  their  relation  to  specific  pathologic  condi- 
tions. After  determining  the  various 
changes  in  amino  acid  utilization  brought 
about  by  disease,  it  is  hoped  to  be  able  to 
shorten  the  period  of  convalescence  by  sup- 
plying an  excess  of  the  specific  amino  acids, 
as  indicated.  The  effect  of  various  hor- 
mones, particularly  the  steroid  group,  upon 
the  basic  nutritional  deficiencies  will  also  be 
investigated. 

It  is  possible  that  these  researches,  which 


it  is  anticipated  will  cover  a fifteen-year 
period,  may  provide  much  needed  short  cuts 
to  recovery.  This  is  a step  in  the  right  di- 
rection, in  our  view,  since  it  opens  possible 
channels  for  reducing  length  of  stay  in  hos- 
pital, and  may  provide  information  whereby 
incapacitated  workers  may  return  more 
quickly  to  their  jobs. 

We  feel  that  the  slowly  changing  mean 
age  of  our  population  makes  it  imperative  to 
know  all  we  can  about  the  needs  of  those 
above  fifty  years  of  age.  Theoretically,  it 
will  become  essential  in  the  not  too  distant 
future  to  keep  many  more  of  the  population 
productive  past  the  age  of  fifty.  Any  in- 
formation which  can  be  obtained  with  re- 
gard to  the  essential  factors  of  nutrition  in 
the  older  age  group  can  be  used  to  great  ad- 
vantage in  maintaining  a productive  citi- 
zenrv. 


Current  Editorial  Comment 


Permanent  Automatic  Prevention  of  En- 
demic Goiter.  It  is  almost  thirty  years 
since  the  first  systematic  attempts  were 
made  in  the  United  States  to  reduce  and 
control  the  incidence  of  endemic  goiter,  be- 
nign nontoxic  hyperthyroidism,  among 
school  children,  first  in  Akron  and  Cleve- 
land, Ohio,  and  later  on  a more  extended 
scale  in  Detroit  and  smaller  cities  of  Michi- 
gan and  in  some  of  the  other  states  of  the 
Great  Lake’s  goiter  belt  and  in  the  North- 
west. These  efforts  were  strikingly  success- 
ful largely  under  the  leadership  and  the 
technical  direction  of  Drs.  David  Marine 
and  0.  P.  Kimball  of  Cleveland  and  with 
the  widespread  support  of  physicians  in 
private  practice  and  in  public  health  posi- 
tions. 

A solution  of  iodide  of  soda  was  provided 
for  use  medicinally  during  a week  or  ten 
days  twice  a year  to  all  children  attending 
the  public  and  parochial  schools  in  Cleve- 
land. In  the  campaign  in  Detroit  and 
other  Michigan  communities  table  salt 
containing  a small  amount  of  iodide  was 
provided  by  the  salt  manufacturers,  with  no 
increase  in  cost  to  the  retail  purchaser.  It 
was  common  to  find  over  a period  of  five  to 
ten  years  a reduction  in  incidence  of  ap- 
preciable hyperthyroidism  among  the  chil- 
dren of  families  who  made  a practice  of  us- 


ing iodized  salt,  from  nearly  30  per  cent  to 
less  than  5 per  cent. 

The  medical  profession  became  con- 
vinced that  this  use  of  iodized  salt  had  no 
unfavorable  toxic,  irritative,  metabolic,  or 
dermatologic  results.  Toxic  hyperthyroid- 
ism also  showed  substantial  reduction 
among  communities  availing  themselves 
generally  of  the  dietary  preventive  re- 
source of  iodized  salt. 

Experience  of  the  trade  showed  that  sub- 
stantial amounts  of  iodide  were  lost  in 
processes  of  packaging,  transporting,  stor- 
ing, exposure  to  varying  warm  tempera- 
tures, and  from  other  factors.  This  was 
corrected  by  the  use  of  “stabilizers”  to  hold 
the  iodide  in  the  salt  container  and  by  im- 
proving the  carton  package. 

The  general  picture  was  favorable  and  a 
slow  but  encouraging  extension  occurred  in 
the  percentage  of  iodized  table  salt  sold  at 
retail,  but  rechecking  of  the  goiter  incidence 
by  the  committee  of  pediatrists  and  their 
surgical  and  internist  associates  in  Michi- 
gan revealed  a gradual  increase  of  goiter 
among  school  children  and  a lack  of  es- 
tablished purchasing  habits  among  parents 
of  buying  only  iodized  table  salt.  As  the 
wave  of  educational  and  professional  in- 
terest waned,  public  indifference  followed, 
and  teachers,  parents,  and  physicians 
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turned  to  other  temporarily  more  popular 
and  novel  fields  of  health  endeavor. 

To  meet  this  situation  a Committee  on 
Endemic  Goiter  was  appointed  by  the 
American  Public  Health  Association  in  1940 
under  the  chairmanship  of  the  late  Dr. 
Fred  Minor  of  Flint,  Michigan,  and  in- 
cluded in  its  membership  representatives  of 
the  A.M.A.,  U.S.P.H.S.,  Food  and  Drug 
Administration,  Nutrition  Board  of  the 
National  Research  Council,  the  Salt  Manu- 
facturers Association,  and  others.  This 
committee,  now  under  the  chairmanship  of 
Dr.  O.  P.  Kimball  of  Cleveland,  Ohio,  has  re- 
studied the  evidence  as  to  cause,  preventa- 
bility,  and  practical  measures  for  preven- 
tion which  will  not  demand  sustained  edu- 
cational promotion  or  depend  solely  on  the 
whim,  the  assumed  self-interest,  or  the  sus- 
tained attention  of  purveyor  or  purchaser  of 
table  salt.  The  committee  has  agreed  that 
the  ideal  would  be  the  universal  availability 
of  iodized  table  salt  and  the  disappearance  of 
table  salt  lacking  this  essential  and  trace 
supplement,  except  so  far  as  certain  re- 
ligious rituals  might  require  a sodium 
chloride  without  iodine  added. 

The  difficulties  to  be  overcome  are 
chiefly  technical  administrative  definitions 
and  certain  trade  practices  and  customs. 

All  the  table  salt  used  by  the  armed 
forces  in  World  War  II  was  iodized  salt  as 
advised  by  the  National  Research  Council. 

Before  resorting,  if  this  should  prove 
necessary,  to  an  official  definition  of  table 
salt  which  would  secure  to  all  purchasers 
and  users  the  benefits  of  the  small  addition 
of  an  iodide  which  would  effectively  pre- 
vent endemic  goiter,  an  understanding  has 
been  reached  with  the  manufacturers  of 
table  salt  to  use  the  channels  of  trade  ad- 
vertising to  promote  the  exclusive  use  of 
iodized  salt  for  table  and  family  purposes. 

An  excellent  basic  document  has  re- 
cently been  published  by  the  United  States 
Public  Health  Service  with  the  cooperation 
of  the  Committee  on  Endemic  Goiter  of  the 
A.P.H.A.  under  the  authorship  of  Dr.  Tom 
H.  Sebrell  of  the  National  Institutes  of 
Health,  which  gives  in  authoritative  form 
the  facts  and  principles  of  prevention  which 
will  be  used  for  educational  purposes.  No 
better  brief  statement  has  been  made 
available  under  any  auspices,  and  the  mat- 
ter is  worthy  of  sustained  interest  and 
active  promotion  by  the  medical  profession. 

The  minor  and  major,  overt  and  hidden, 
temporary  and  continuing  effects  on  the 
human  body  and  mind  of  insufficiency  of 


iodine  in  the  diet  can  be  avoided  at  no 
public  expense,  and  at  no  added  cost  to  the 
person  and  family  in  the  United  States,  if 
the  supply  and  demand  for  iodized  table 
salt  becomes  effective  throughout  the 
country  to  the  exclusion  of  the  use  of  the 
deficient  iodine-free  table  salt  too  com- 
monly used  at  present  in  house,  hospital, 
hotel,  and  restaurant  dietary  practice! 


Increases  in  Our  Aged  Population.  A 

great  deal  of  attention  is  currently  being 
focused  on  meeting  the  educational,  health, 
and  other  needs  of  the  large  crop  of  war  and 
postwar  babies — and  rightfully  so — but 
this  must  not  obscure  the  growing  needs  of 
our  aged  population.  The  resurgence  of 
the  birth  rate  has  swelled  the  ranks  of  our 
children,  but  this  must  not  divert  attention 
from  the  fact  that  the  number  of  old  people 
in  the  population  has  likewise  been  increas- 
ing rapidly  in  recent  years. 

In  1940  there  were  about  9,000,000  people  in 
the  United  States  at  ages  sixty-five  and  over; 
by  1948  the  number  had  jumped  to  nearly 

11.000. 000.  Thus,  in  the  short  span  of  eight 
years  our  aged  population  grew  by  nearly 

2.000. 000,  or  by  21  per  cent,  as  compared  with 
an  increase  of  1 1 per  cent  in  the  population  as  a 
whole.  The  proportion  of  the  aged  in  this 
period  rose  from  6.8  to  7.5  per  cent  of  the  total 
population. 

The  rate  of  increase  since  1940  for  people 
sixty-five  and  over  has  varied  considerably  from 
state  to  state  and  from  one  region  to  an- 
other.... In  general,  however,  the  New 
England,  the  southern,  and  the  midwestern 
states  showed  the  smallest  proportionate  rise, 
while  the  Middle  Atlantic  and  the  western 
states  experienced  the  largest  increase.  Maine 
and  Vermont,  which  have  long  had  a relatively 
high  ratio  of  old  people,  recorded  smaller  in- 
creases than  any  other  state — 4.2  and  7.8  per 
cent,  respectively.  At  the  other  extreme  are 
Florida,  California,  Nevada,  and  Arizona,  with 
additions  to  their  aged  population  ranging  from 
37  to  52  per  cent  in  the  eight  years  under  re- 
view.1 

That  portion  of  the  country  which  for- 
merly was  considered  the  youngest,  in  that 
it  was  settled  latest,  now  is  reaching  ap- 
parently a staid  maturity.  One  associates 
the  settling  and  early  development  of  the 
lands  of  the  middle  and  far  West  with  tales 
and  scenes  of  violent  and,  in  many  in- 

1 Stat.  Bull.  Met.  Life  Ins.  Co.,  Sept.,  1949,  p.  7. 
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stances,  early  death.  It  is  hard  to  envision 
that  area  as  now  populated  by  the  aged 
descendants  of  those  violent  and  hardy 
pioneers. 

Of  special  interest  are  the  population  changes 
which  have  been  taking  place  on  the  West 
Coast.  The  old  age  population  in  the  three 
Pacific  Coast  states  as  a group  increased  36.5 
per  cent,  outranking  by  a considerable  margin 
all  the  other  regions  in  this  respect;  for  Cali- 
fornia alone  the  rise  was  as  much  as  41.4  per 
cent.  Despite  the  very  sizable  additions  of 
old  people  to  the  Pacific  states,  the  proportion 
of  the  aged  in  relation  to  the  total  population 
actually  decreased  from  8.1  to  7.7  per  cent  be- 
tween 1940  and  1948.  This  paradox  is  ex- 
plained by  the  phenomenal  influx  into  this  area 
of  young  adults  and  their  children. 

Every  state,  without  exception,  has  added  a 
considerable  number  of  people  sixty-five  and 
over  to  its  population  since  1940.  In  some 
areas  the  increase  has  been  remarkably  large. 
New  York  State,  for  example,  has  added  nearly 
a quarter  of  a million  older  people  in  this  short 
period;  California  more  than  230,000;  Pennsyl- 
vania and  Illinois  about  130,000  each,  and 
Ohio  a little  more  than  100,000.  The  magni- 
tude of  the  problem  is,  of  course,  better  gauged 


by  the  total  number  of  aged  in  the  various 
states.  Thirteen  states  each  have  more  than  a 
quarter  of  a million  old  people,  and  of  these 
five  have  more  than  one  half  million;  in  New 
York  State  the  aged  number  about  1,200,000. 

Even  before  the  war  the  medical,  recrea- 
tional, housing,  and  other  facilities  needed  by 
the  aged  were  grossly  inadequate.  With  the 
marked  increase  in  the  old  age  population,  the 
situation  has  become  more  critical.  And,  as 
has  been  pointed  out  in  the  Bulletin  so  often, 
the  older  people  will  continue  to  increase  both 
in  absolute  numbers  and  as  a proportion  of  the 
total  population.  It  would  be  the  better  part 
of  wisdom  to  make  provision  for  their  growing 
needs.  Fortunately,  official  and  voluntary 
agencies  in  many  communities  throughout  the 
country  are  already  studying  the  problem  seri- 
ously and  taking  steps  towards  its  solution. 

Silver  threads  among  the  gold  create  a 
costly  and  vexing  problem  in  custodial  and 
other  care  for  Father  William  who,  when 
young,  if  memory  serves  us,  says  he— 

Took  to  the  law 

And  argued  each  case  with  my  wife 
And  the  muscular  strength  which  it 
gave  to  my  jaw 
Has  lasted  the  rest  of  my  life. 


OFFICE  MANAGEMENT  OF  VENEREAL  DISEASES 

“The  time  has  now  arrived  when  the  diagnosis  and  treatment  of  venereal 
diseases  should  properly  revert  to  the  office  of  the  private  physician  . ” 

are  the  words  prominently  displayed  on  the  cover  of  a valuable  and  useful 
booklet  recently  issued  by  the  Bureau  of  Social  Hygiene  of  the  New  York 
City  Department  of  Health,  in  cooperation  with  the  New  York  State  De- 
partment of  Health  and  the  United  States  Public  Health  Service.  This 
booklet  outlines  for  the  physician  the  management  of  venereal  disease  pa- 
tients and  is  up-to-date  on  the  new  methods  of  treatment,  including  peni- 
cillin and  other  antibiotic  agents,  although  the  final  word  on  these  remedies 
cannot  be  written  at  this  time. 

The  publication  is  well  worthy  of  the  attention  of  the  practitioner  and 
may  be  obtained  from  the  Department  of  Health,  125  Worth  Street,  New 
York  13,  New  York. 
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Speed.. . Comfort.. . Safety. . . 


Start  of  hypodermoclysis. 
Alidase  injected  in  right  leg. 
No  Alidase  used  in  left  leg. 


Completion  of  hypodermoclysis.  Right 
leg:  comfort,  safety,  rapid  absorption. 
Left  leg:  swelling,  pain,  slow  absorption. 


\ 


ALIDASE*  Searle  (highly  purified  hyal- 
uronidase)  injected  through  the  hypoder- 
moclysis  tubing  makes  it  possible  to  admin- 
ister subcutaneous  fluids  with  the  speed, 
comfort  and  safety  of  the  intravenous  route. 

Clinical  studies  have  demonstrated  that 
Alidase  markedly  increases  the  rate  of  ab- 
sorption of  saline,  plasma,  glucose,  Hart- 
mann’s or  Ringer’s  solution.  The  absorp- 
tion of  penicillin,  streptomycin,  procaine 
and  adrenalin  is  also  facilitated. 


The  swelling,  induration  and  discomfort 
which  ordinarily  accompany  hypodermoc- 
lysis are  negligible  when  Alidase  is  employed. 

usual  dose:  One  ampul  per  500  to  1,000  cc. 
of  hypodermoclysis  fluid. 

administration:  It  may  be:  (a)  injected 
through  the  wall  of  the  rubber  tube  near 
the  hypodermoclysis  needle  or  (b)  dissolved 
directly  in  the  solution  (when  the  amount 
of  fluid  to  be  injected  is  small). 
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The  common  cold 
a borted  with  . . . 

Pyribenzamine 

— report  3 independent  investigators 

The  theory  that  an  allergic  reaction  is  the  trigger  mechanism  in 
the  common  cold  is  gaining  wide  acceptance.  Three  reports  have 
heen  published  by  independent  investigators  on  their  use  of 
Pyribenzamine  to  abort  the  common  cold.  All  stress  that  treat- 
ment begun  within  a few  hours  after  onset  of  symptoms  produces 
the  greatest  benefits. 

Results  of  Treotment  of  Common  Cold  with  Pyribenzamine 

Persons  treated 

Number 

Benefited 

% 

Students' 

252 

224 

89 

Factory  Workers2 

494 

397 

80 

Naval  Personnel3 

466* 

348 

75 

'‘Includes  patients  treated  with  other  antihistaminics. 

1.  Gordon,  John  S.:  Laryngoscope,  58:  1265  (Dec.)  1918. 

2.  Murray,  H.  C.:  Induat.  Med.  18:  215  (May)  1949. 

3.  Brewster,  John  M.:  U.  S.  Nav.  M.  Bull.  49:1  ' Jan.-Feb.)  1949. 


Pyribenzamine  Expectorant — Each  teaspoonful  contains  30  mg.  Pyribenzamine 
citrate,  10  mg.  of  ephedrine  sulfate  and  80  ing.  of  ammonium  chloride. 

Dosage — Adults:  1 or  2 teaspoonfuls  every  3 to  4 hours  followed  by  a small  glass 
of  water. 

Children:  Vi  to  1 teaspoonful  every  3 to  l hours. 


Pyribenzamine  Nebulizer  — Distributes  mist  of  minute  droplets  of  Pyrihenzamine 
hydrochloride  IVasal  Solution  0.5%  throughout  nasal  passages.  Provides  effective 
relief  of  allergic  nasal  symptoms  with  no  side  reactions. 

Dosage — 1 application  to  each  nostril  every  3 to  4 hours. 


Ciba 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT,  NEW  JERSEY 


PYRIBENZAMINE  (brand  of  tripelennainine 
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Scientific  Articles 

Symposium 


METHODS  OF  TUBERCULOSIS  CASE-FINDING  IN  THE 

COMMUNITY 


MASS  CHEST  X-RAY  SURVEY 


A Summary  of  Follow-Up  Findings  in  200,000  Patients  Examined  in  Erie  County,  New 

York 


Miller  H.  Schuck,  M.D.,  and  Wendell  R.  Ames,  M.D.,  Buffalo,  New  York 
( From  the  Buffalo  and  Erie  County  Tuberculosis  and  Health  Association  and  the  Erie  County  Health  Department ) 


THE  mortality  from  tuberculosis  has  been 
higher  in  Buffalo  and  Erie  County  than  in 
any  other  portion  of  upstate  New  York.  There 
had  been  a decrease,  it  is  true,  during  the  period 
from  1900  to  1948,  but  the  rate  for  Buffalo  in 
1948  was  44  per  100,000  in  contrast  to  35.5  for 
New  York  State  as  a whole. 

The  Buffalo  and  Erie  County  Tuberculosis 
Association  was  fully  cognizant  of  the  special 
local  problem  and,  after  consultation  with  the 
Department  of  Health,  decided  to  purchase  and 
staff  a mobile  photoroentgen  unit  which  could  be 
utilized  in  all  parts  of  the  city  and  county.  The 
unit  was  to  be  used  for  a full-time,  continuous 
survey  instead  of  an  intensive  spot  survey  over  a 
short  period  of  time.  Our  purpose  is  to  present, 
in  brief,  the  organization  of  the  survey  program 
and  a summary  of  the  findings  from  the  200,000 
survey  films  which  were  taken  during  the  period 
from  March  4,  1946,  through  January  19,  1949. 

The  estimated  population  of  Buffalo  is  611,932 
and  that  of  the  entire  county,  including  Buffalo,  is 
876,710.  This  is  a highly  industrialized  area,  and 
there  is  a thorough  mixture  of  nationalities  and 
races.  There  are  approximately  30,000  Negroes 
in  Erie  County  as  a whole,  and  about  40  per  cent 
of  the  population  is  of  Polish  and  Italian  descent. 
There  are  smaller  groups  of  German,  Irish,  and 
•Slavic  nationalities.  During  the  war  years  there 
was  a very  considerable  migration  of  Negroes 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
Health,  Hygiene,  and  Sanitation,  May  4,  1949. 


from  the  Southern  agricultural  areas,  and  many 
diagnosed  patients  either  did  not  attempt  treat- 
ment or  left  sanatoria  against  advice.  However, 
all  of  these  factors  were  known  to  exist  in  other 
areas  with  a lower  mortality  rate  from  tuberculo- 
sis, and  it  was  presumed  that  the  high  rate  locally 
might  be  from  the  combination  of  undiagnosed 
cases  and  from  lack  of  isolation  of  known  pa- 
tients. It  was  thought  that  a mass  survey 
program  would  help  to  eliminate  the  former  factor. 

During  early  1946,  a 70-mm.  photoroentgen 
unit  was  delivered,  this  being  of  the  tractor-trailer 
type  with  a self-contained  power  generator.  Per- 
sonnel on  the  trailer  included  two  technicians  and 
a secretary.  A full-time  director  was  employed 
for  the  highly  important  task  of  supervising  opera- 
tion of  the  unit,  interviewing  employers  and  civic 
groups,  and  arranging  schedules.  One  physician 
was  made  responsible  for  the  reading  of  all  films, 
conducting  the  two  check-up  clinics,  and  forward- 
ing reports  of  findings  to  patients  and  physicians. 
A full-time  secretary  and  statistician  with  special 
training  in  other  survey  programs  has  been  re- 
sponsible for  the  transfer  of  information  to  the 
index  cards  and  compilation  of  findings. 

The  minimum  age  was  set  at  fifteen  years,  but  a 
considerable  number  of  younger  persons  have 
been  examined,  usually  because  they  had  family 
contact.  Some  younger  individuals  were  also 
included  in  the  high  school  surveys,  since  the 
junior  and  senior  classes  were  checked,  regardless 
of  age. 

All  of  the  survey  films  demonstrating  either 
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TABLE  1. — Distribution  ok  Persons  X-rayed  According  to  Age  and  Sex  (March  4.  1946,  to  January  19,  1949; 


Age  Groups 

Male 

Female 

Number  X-rayed 

Percentage  in 
Each  Age  Group 

0-14 

3,814 

4,354 

8,168 

4.1 

15-24 

38,372 

36,020 

74,392 

37.7 

25-34 

23,161 

21,253 

44,414 

22.5 

35-44 

16,558 

16,265 

32,823 

16.6 

45-54 

11,755 

10,079 

21,834 

11.1 

55-64 

6,542 

4,756 

1 1,298 

5.7 

65  and  over 

2,452 

1,418 

3,870 

2.0 

No  age 

307 

269 

576 

0.3 

Total 

102,961 

94,414 

197,375 

100.0 

questionable  or  definitely  abnormal  findings  were 
cut  from  the  roll  by  the  interpreter  and  a form 
letter  sent  to  the  individual  concerned  request- 
ing that  he  return  for  a large  check-up  film. 
When  he  reported,  a detailed  history  was  ob- 
tained, physical  examination  of  the  chest  was 
carried  out,  and  the  necessary  14-  by  17-inch  films 
were  taken.  When  indicated,  tuberculin  tests 
were  done,  fluoroscopic  check-up  was  made,  and 
directions  were  given  regarding  the  collection  of 
adequate  sputum  samples.  A brief  report  was 
then  forwarded  to  the  patient  and  a more  detailed 
report  to  the  family  physician.  In  some  cases,  of 
course,  it  was  necessary  to  make  repeated  ex- 
aminations for  accurate  evaluation,  but  every 
effort  was  made  to  get  the  patient  back  and  the 
first  report  to  the  doctor  in  a period  of  not  more 
than  ten  days.  It  was  thought  that  a longer 
delay  created  poorer  cooperation  on  the  part  of 
the  patients  and  caused  them  to  underestimate 
the  importance  of  the  findings. 

Patients  who  did  not  respond  to  the  first  re- 
quest to  return  received  a second  letter,  and,  in 
case  there  was  still  no  response,  the  survey  film 
was  then  turned  over  to  the  Health  Department 


and  a nurse  made  a personal  visit  to  encourage 
cooperation.  Patients  who  appeared  to  have 
cardiac  pathology  were  notified  through  the 
Visiting  Nurses  Association  and  advised  to  see 
their  family  physician.  Some  patients  were  re- 
quested to  return  to  our  own  check-up  clinic  when 
the  underlying  condition  was  not  obvious  and 
there  was  a differential  diagnosis  such  as  that 
involving  aortic  aneurysm  and  mediastinal  mass. 

Distribution  According  to  Age,  Race,  and 
Sex 

Although  200,000  films  were  taken,  2,625  were 
excluded  since  they  were  unsatisfactory  or  were 
taken  on  patients  outside  the  county  and  were 
not  rechecked  here,  leaving  197,375  films  to  be 
included  in  this  study. 

In  Table  1 we  have  shown  the  attendance  ac- 
cording to  age  and  sex.  Somewhat  to  our  sur- 
prise, there  was  practically  equal  representation 
of  the  sexes  in  all  age  groups.  There  was,  on  the 
other  hand,  much  better  attendance  in  the 
younger  age  groups.  Sixty  and  two-tenths  per 
cent  of  all  the  people  examined  were  in  the  age 
group  fifteen  through  thirty-four,  while  only  5.7 


TABLE  2. — Distribution  of 

Persons  X-rayed 

According  to  Age,  Sex, 

and  race  (March  4,  1946, 

to  January  19,  1949) 

Age  Groups 

Male 

White 

Female 

Number  X-rayed 

Percentage  in 
Each  Age  Group 

0-14 

3,611 

4,149 

7,760 

4.1 

15-24 

36,998 

34,400 

71,398 

38.0 

25-34 

21,934 

19,829 

41,763 

22.2 

35-44 

15,696 

15,316 

31,012 

16.6 

45-54 

1 1,134 

9,525 

20,659 

11.0 

55-64 

6,317 

4,593 

10,910 

5.8 

65  over 

2,370 

1,351 

3,721 

2.0 

No  age 

294 

258 

552 

0.3 

Total 

98,354 

89,421 

187,775 

100.0 

0-14 

203 

Nonwhite 

205 

408 

4.2 

15-24 

1,374 

1,620 

2,994 

31.2 

25-34 

1,227 

1,424 

2,651 

27.6 

35-44 

862 

949 

1,811 

18.9 

45-54 

621 

554 

1,175 

12.2 

55-64 

225 

163 

388 

4.0 

65  over 

82 

67 

149 

1.6 

No  age 

13 

11 

24 

0.3 

Total 

4,607 

4,993 

9,600 

100.0 

Grand  Total 

102,961 

94,414 

197,375 
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per  cent  were  in  the  group  fifty-five  through  sixty- 
four  years,  and  only  2 per  cent  of  the  total  were 
over  sixty-five  years  of  age. 

In  Table  2 the  attendance  has  been  shown  ac- 
cording to  race  as  well  as  age  and  sex.  The  pre- 
ponderance of  young  adults  in  the  age  group 
fifteen  through  thirty-four  years  was  noted  again ; 
in  fact,  the  percentage  of  attendance  in  the  vari- 
ous age  groups  was  essentially  the  same  for  the 
white  and  non  white  groups. 

Findings  on  Miniature  Film 

A total  of  337  people  (1.7  per  1,000)  were  classi- 
fied as  “definite  tuberculosis,”  admittedly  a low 
figure,  but  it  was  our  purpose  to  be  conservative 
in  presumptive  as  well  as  final  diagnoses.  There 
was  a strikingly  uniform  progress  on  in  the  rate 
per  1,000  in  each  older  age  group,  this  being  true 
of  both  white  and  nonwhite  groups.  In  the  age 
group  zero  to  fourteen  the  rate  per  1,000  was  only 
0.129  for  whites,  but  in  the  twenty-five  to  thirty- 
four  group  it  had  jumped  to  1.44,  and  in  the  age 
group  sixty-five  and  over  it  was  6.72  (Table  3). 

The  major  portion  of  films  showing  abnormal 
findings  were  classified  as  “suspicious  tuberculo- 
sis,” and  these  totaled  2,075  or  10.5  per  1,000. 
Here  again,  the  number  of  films  so  classified 
showed  a progressive  increase  with  each  of  the 
older  age  groups.  In  the  fifteen  to  twenty-four 
age  group,  4.56  per  1,000  were  classified  under 
this  heading,  but  the  number  had  increased  to 
41.1  per  1,000  in  the  age  group  of  sixty-five  and 
over.  There  was  no  gross  difference  in  the  white 
and  nonwhite  groups. 

In  the  white  group  a breakdown  of  the  “defi- 
nite” and  “suspicious  tuberculosis”  cases  accord- 
ing to  sex  showed  that  there  were  approximately 
equal  numbers  of  males  and  females  in  the  age 
group  from  fifteen  through  thirty-four  years,  but 
in  the  succeeding  age  groups  there  was  a prepon- 
derance of  males.  In  the  nonwhite  group,  this 
difference  between  the  sexes  was  not  apparent, 
possibly  due  to  the  small  number  examined. 

In  summary,  12.2  per  1,000  were  classified  as 
either  “definite”  or  “suspicious”  tuberculosis  on 
the  basis  of  findings  in  the  small  films;  277,  or 
1.4  per  1,000,  were  thought  to  have  cardiac  abnor- 
malities and  779  (4  per  1,000)  were  found  to  have 
nontuberculous  pulmonary  changes. 

Results  of  Follow-Up  Examinations 

In  Table  4 we  have  shown  the  final  diagnoses 
after  additional  study  and  re-examination  with 
conventional  14-  by  17-inch  films.  In  the  group 
of  337  originally  classified  as  “definite  tuberculo- 
sis” there  were  only  209  who  were  retained  in 
that  category,  while  88  were  classified  as  “ap- 
parently cured”  and  seven  were  continued  as 
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TABLE  4. — Results  of  Follow-tjp  Examinations  in  Relation  to  Findings  on  Miniatuhe  Film 


Findings  on  14-  by  17-inch  Film- 

Pulmonary  Tuberculosis . 

(Clinically  Significant) 


^2 

O 

>» 

’-*3 

*X5 

Findings  on 
Miniature  Film 

Number 

X-rayed 

Active 

0> 

> 

33 

Active 

Inactive 

Active 

Inactive 

C 

o 

ra  q 
— u 
C.  3 

<o 

Suspecte 

Tubercul 

Other 

Patholog 

Cardiac 

Negative 

Under 

Private 

Physiciai 

Refused 

Further 

Examina 

4 a 

5 c 

y.  o 
WCU 

Definite  tuberculosis 

337 

53 

67 

50 

28 

11 

88 

7 

19 

3 

2 

7 

2 

Suspected  tuberculosis 

2075 

148 

219 

35 

11 

2 

i 

459 

162 

277 

4 

663 

10 

62 

22 

Nontuberculous 

779 

1 

2 

2 

46 

15 

486 

12 

185 

9 

15 

6 

Cardiac 

66* 

8 

49 

9 

Unsatisfactory 

94 

1 

i 

4 

1 

7 

80 

Total 

3351 

202 

289 

86 

41 

13 

1 

597 

185 

797t 

65 

940 

21 

84 

30 

* In  addition,  211  cardiacs  found  on  the  Mobile  Unit  Survey  films  were  referred  directly  to  the  private  physician, 
t In  this  group  101  possible  neoplasm  cases  were  diagnosed.  Of  the  101  there  are  21  cases  in  which  definite  diagnosis  of  neo- 
plasm has  already  been  made. 


“suspicious  tuberculosis.”  In  the  group  of 
2,075  originally  classified  as  “suspicious  tuberculo- 
sis,” only  416  were  given  a diagnosis  of  “definite 
tuberculosis,”  459  were  classified  as  “apparently 
cured,”  and  162  were  continued  as  “suspicious 
tuberculosis.”  Five  cases  of  definite  tuberculo- 
sis were  screened  from  other  groups,  and  there 
were,  therefore,  632  individuals  (3.2  per  1,000) 
who  were  found  to  have  clinically  significant  and 
reportable  disease,  and  597  (3  per  1,000)  cases  of 
apparently  cured,  nonreportable  disease. 

Four  hundred  ninety-one,  or  78  per  cent,  of  the 
patients  were  found  to  have  minimal  disease,  202 
were  classified  as  active,  and  289  inactive.  There 
were  127,  or  20  per  cent,  moderately  advanced 
cases,  86  active,  and  41  inactive.  Only  14,  or  2 
per  cent,  advanced  cases  were  discovered,  but  13 
of  these  were  active.  The  preponderance  of 
minimal  disease,  78  per  cent  of  the  total,  is  in 
striking  contrast  to  the  older  figures  for  extent  of 
disease  at  the  time  of  admission  for  sanatorium 
care.  Only  19  per  cent  of  all  persons  examined 
fell  into  the  age  group  of  forty-five  and  over,  but 
this  group  contained  41  per  cent  of  the  patients 
found  to  have  reportable  disease. 

Careful  checking  with  the  central  tuberculosis 
register  revealed  that  only  61,  or  10  per  cent,  of 
the  reportable  cases  had  been  previously  known. 
This  finding  was  in  direct  contrast  to  the  opinion 


of  many  people  at  the  time  the  survey  was  insti- 
tuted (Table  5). 

Comment 

The  Mobile  Unit  Survey  has  been  different  from 
most  other  programs  in  that  (1)  careful  follow-up 
of  findings  on  miniature  film  was  made  by  the 
same  staff;  (2)  the  survey  was  county-wide,  but 
one  hundred  per  cent  coverage  in  individual  areas 
was  not  attempted;  (3)  the  survey  has  been  con- 
tinuous since  it  was  first  started  during  March, 
1946.  The  yield  of  3.2  clinically  significant  cases 
per  1,000  is  much  lower  than  the  13  per  1,000  re- 
ported by  Christie  from  the  survey  made  during 
1948  in  Washington,  D.C.,  but  the  fact  that  90 
per  cent  were  newly  discovered  patients  and  that 
78  per  cent  of  these  were  in  the  minimal  stage 
made  the  screening  process  profitable.1  If  the 
group  of  597  apparently  cured,  nonreportable 
cases  are  included,  the  total  yield  is  6.2  per  1,000. 
We  feel  that  the  yield  may  have  been  appreciably 
diminished  by  including  a higher  percentage  of 
the  age  group  fifteen  to  twenty-four,  especially 
through  surveying  the  junior  and  senior  classes 
in  the  various  high  schools.  We  also  realize  that 
there  has  been  duplication,  since  in  several  in- 
stances industrial  groups  were  surveyed  twice 
during  the  two-year  program.  A special  study 
has  been  conducted  at  the  University  of  Buffalo 


TABLE  5. — Clinically  Significant  Tuberculosis  on  Follow-Up  Examinations  According  to  Age  and  Sex 


■P> , pa . P> . Total 


Age  Groups 

Male 

Female 

Male 

Female 

Male 

Female 

Male 

Female 

0-14 

1 

1 

15-24 

‘24 

55 

‘9 

i(5 

' i 

33 

72 

25-34 

35 

57 

20 

11 

i 

56 

68 

35-44 

62 

50 

13 

10 

1 

"2 

76 

62 

45-54 

58 

38 

13 

3 

5 

1 

76 

42 

55-64 

54 

20 

15 

7 

2 

71 

27 

65  over 

22 

15 

9 

1 

1 

32 

16 

Total 

255 

236 

79 

48 

10 

4 

344 

288 
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School  of  Medicine  which  includes  a chest  x-ray 
for  each  student  three  times  each  school  year,  and 
this  group  also  has  been  included  in  the  total  re- 
ported. 

The  high  yield  of  significant  cases  from  the 
older  age  groups  has  been  stressed  by  Medlar  and 
Boyd,  and  the  fact  that  41  per  cent  of  our  report- 
able  cases  came  from  the  age  group  forty-five  and 
over  coincides  with  this  opinion.* 1 2’3 

Up-to-date  figures  are  not  available,  but  the 
1940  census  showed  that  29  per  cent  of  the  popula- 
tion in  Erie  County  was  made  up  of  people  forty- 
five  years  of  age  or  older.  Eighteen  and  eight- 
tenths  per  cent  of  this  survey  group  were  forty- 
five  years  of  age  or  older,  and,  therefore,  we 
appear  to  be  neglecting  the  most  important  seg- 
ment of  the  population. 

Summary 

1.  Survey  films  (197,375)  during  the  period 
from  March  4,  1946,  through  January  19,  1949, 
led  to  eventual  diagnosis  of  632  reportable  cases 
of  tuberculosis  (3.2  per  1,000)  and  597  cases  of 
nonreportable,  apparently  cured  disease;  78  per 


cent  were  minimal  in  extent,  28  per  cent  moder- 
ately advanced,  and  only  2 per  cent  advanced. 

2.  Only  18.8  per  cent  of  all  those  examined 
fell  into  the  age  group  of  forty-five  and  over,  yet 
41  per  cent  of  the  reportable  cases  were  in  this 
age  group. 

3.  From  miniature  films  alone,  1.4  per  1,000 
were  thought  to  have  cardiac  abnormalities,  and 
4 per  1,000  were  found  to  have  non  tuberculous 
pulmonary  pathology. 

4.  Only  61,  or  10  per  cent,  of  the  reportable 
cases  had  been  previously  known  to  the  Health 
Department. 

5.  The  incidence  of  reportable  pulmonary 
tuberculosis  was  no  higher  in  the  nonwhite  than 
in  the  white  group. 

We  are  indebted  to  Mrs.  Dorothea  Voltermann,  statisti- 
cian and  secretary-technician,  Buffalo  and  Erie  County 
Tuberculosis  Association,  for  tabulation  of  findings  and  her 
wholehearted  interest  in  this  survey. 
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NIAGARA  FALLS  MASS  CHEST  X-RAY  SURVEY 

Community  Organization 

Jerauld  A.  Campbell,  M.D.,*  Niagara  Falls,  New  York,  William  Siegal,  M.D.,  and 
Herman  E.  Wirth,  M.D.,  Albany,  New  York 

( From  the  Niagara  Falls  City  Health  Department  and  the  New  York  State  Department  of  Health ) 


THE  first  total  population,  chest  x-ray  survey 
using  multiple  mobile  photoroentgen  units 
in  New  York  State  was  conducted  in  the  City  of 
Niagara  Falls  from  October  18, 1948,  to  December 
10,  1948.  The  object  of  the  survey  was  to  x-ray 
the  chests  of  80  per  cent  of  the  population  age 
fifteen  and  over  and,  in  so  doing,  to  uncover  cases 
of  tuberculosis  in  their  early  stages. 

Early  diagnosis  of  tuberculosis  is  still  a problem 
in  Niagara  Falls,  as  indicated  by  the  fact  that 
75  per  cent  of  the  cases  reported  during  the  first 
seven  months  of  1948  were  either  moderately  or 
far  advanced.  Thus,  our  existing  case-finding 
facilities  had  been  a failure  when  judged  by  their 
ability  to  find  tuberculosis  early.  These  facil- 
ities consisted  of  a follow-up  and  examination  of 
all  known  cases  and  contacts,  maintenance  of  a 
case  and  contact  register  for  the  past  ten  years, 

* By  invitation. 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
Health,  Hygiene,  and  Sanitation,  May  4,  1949. 


two  chest  x-ray  clinics  per  week,  one  for  routine 
films  and  unreferred  individuals  on  70  mm.  film 
and  the  other  one  on  standard  14-  by  17-inch  film 
for  physicians’  referrals  and  for  follow-up  of  those 
showing  indications  of  pathology  on  the  small 
films.  In  addition,  both  local  hospitals  routinely 
x-ray  the  chest  of  a patient  on  each  admission. 
However,  this  last  detail  of  the  program  was  not 
inaugurated  until  May,  1948.  One  local  indus- 
try employing  about  2,000  persons  routinely  x- 
rays  all  its  employes  once  each  year. 

Preliminary  Planning 

During  the  early  part  of  1948,  plans  for  a chest 
x-ray  survey  were  promoted  by  the  Tuberculosis 
and  Health  Association  of  Niagara  County  and 
by  the  Niagara  Falls  Junior  Chamber  of  Com- 
merce. This  was  to  have  been  a limited  survey 
using  a single  transportable  unit  for  a period  of 
one  month.  However,  before  this  plan  could  be 
put  into  execution,  the  State  Department  of 
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Health  made  known  its  intention  to  employ  suf- 
ficient equipment  and  personnel  for  total  popula- 
tion surveys  within  a very  short  time.  In  view 
of  the  possibility  of  such  a,comprehensive  survey, 
the  plans  for  a limited  survey  were  abandoned. 
However,  considerable  interest  had  developed  in 
mass  surveys  as  a result  of  this  abortive  effort, 
and,  when  equipment  and  personnel  were  avail- 
able, the  State  Department  of  Health  offered 
them  to  the  City  Health  Department  for  a total 
population  survey. 

At  a preliminary  conference  between  represen- 
tatives of  the  State  Department  of  Health,  the 
City  Health  Department,  the  Niagara  Sana- 
torium, and  the  Tuberculosis  and  Health  Asso- 
ciation, a tentative  plan  was  developed  for  the 
survey.  Under  this  plan,  all  medical  and  techni- 
cal equipment,  as  well  as  adequate  personnel 
for  taking  and  reading  of  70  mm.  films,  were  to  be 
supplied  by  the  State  Department  of  Health. 
Office  space  and  equipment,  communications, 
follow-up  clinic  facilities,  and  publicity  and  pro- 
motional expenses,  as  well  as  the  stenographic  and 
clerical  personnel,  were  to  be  supplied  locally. 
Interpretation  of  follow-up  films  and  reporting 
of  findings  were  to  be  made  by  the  superintendent 
of  Niagara  Sanatorium.  It  was  agreed  that  this 
tentative  plan  would  be  presented  to  various 
groups  in  the  city  whose  cooperation  would  be 
necessary  and  that  a survey  should  be  conducted 
at  this  time  only  if  real  interest  in  the  project  was 
forthcoming.  Approval  by  the  local  medical 
profession  was  a specified  prerequisite.  Also, 
since  Niagara  Falls  is  a heavily  industrialized  city 
with  almost  one  third  of  the  entire  population 
employed  in  industry,  it  was  felt  that  the  un- 
qualified approval  of  both  management  and  or- 
ganized labor  was  absolutely  imperative. 

The  tentative  plan  was  presented  to  the  Niag- 
ara Falls  Academy  of  Medicine  which  voted  un- 
animously for  its  endorsement.  A special  meeting 
of  the  Industrial  Health  Committee  of  the 
Tuberculosis  and  Health  Association  was  called. 
Representatives  from  several  of  the  major  indus- 
tries and  from  the  three  major  unions  in  the  city, 
the  C.I.O.,  A.F.  of  L.,  and  U.M.W.,  attended. 
Since  x-raying  the  workers  on  the  job  was  part  of 
the  plan,  considerable  concern  was  evinced  by 
industry  as  to  how  much  interruption  in  pro- 
duction schedules  might  be  involved  and  the 
monetary  loss  resulting  from  such  interruption. 
A detailed  explanation  of  technics  to  be  used  and 
the  speed  with  which  the  actual  x-raying  could  be 
done  served  to  reassure  this  group.  The  labor 
leaders  present  were  frankly  skeptical  as  to  the 
confidential  nature  of  reporting,  fearing  that 
x-ray  findings  would  be  available  to  employers. 
Representatives  of  the  State  and  local  health 
departments  present  guaranteed  that  reports 


would  be  available  only  to  the  individual  and  his 
own  physician.  With  this  assurance,  the  survey 
was  endorsed  by  each  of  the  three  major  unions. 

With  the  cooperation  of  industry  and  labor 
assured,  the  next  step  was  to  enlist  the  coopera- 
tion of  the  general  public.  A general  meeting 
was  called  at  the  City  Hall  with  invitations  ex- 
tended to  representatives  of  a wide  variety  of 
community  organizations,  service  clubs,  veterans’ 
organizations,  and  religious  and  fraternal  leaders. 
From  the  groups  which  attended  this  meeting, 
a general  planning  committee  was  selected  for 
over-all  supervision  of  the  survey.  One  of  the 
city’s  leading  industrial  executives  accepted  the 
chairmanship  of  this  committee  and  selected  a 
small  executive  committee  for  detailed  planning 
and  administration. 

Organization 

The  necessity  for  a full-time  program  director 
was  recognized,  but  funds  were  not  available  for 
employing  such  a person.  Moreover,  it  was 
unlikely  that  anyone  who  had  adequate  knowl- 
edge and  experience  in  both  tuberculosis  and 
survey  methods  would  be  available.  This  prob- 
lem was  solved  by  requesting  the  Tuberculosis 
and  Health  Association  to  grant  its  executive 
secretary  a ten  weeks  leave  of  absence  from  his 
regular  duties  so  that  he  might  serve  as  program 
director.  This  request  was  granted. 

During  the  ensuing  two  weeks,  conferences 
were  held  with  representatives  from  the  Divisions 
of  Tuberculosis  Control  and  Public  Health 
Education  of  the  State  Department  of  Health, 
and  the  organizational  plan  necessary  to  meet  our 
needs  was  developed.  Subcommittees  were 
decided  on  as  follows:  (1)  Unit  Location  Plan- 
ning, (2)  Zone  and  Area  Organizing,  (3)  Publicity 
and  Public  Information,  (4)  Professional  Services, 
(5)  Industrial,  (6)  Schools,  and  (7)  Finance. 

The  chairmen  of  these  subcommittees  were 
chosen  by  the  executive  committee.  The  mem- 
bership was  developed  by  consultation  between 
the  general  chairman  and  the  individual  sub- 
committee chairmen. 

Subcommittee  Activities 

Unit  Location  Committee. — This  committee 
functioned  under  the  chairmanship  of  the  city 
editor  of  the  local  newspaper.  Since  a satisfac- 
tory source  of  power  was  necessary  at  each  loca- 
tion, a representative  from  the  local  utilities 
company  was  a valuable  member.  The  com- 
mittee first  divided  the  city  into  nine  working 
units,  designated  as  zones.  This  division  was 
determined  by  a consideration  of  trading  centers, 
natural  barriers,  main  thoroughfares,  and  popu- 
lation density.  Each  of  these  zones  was  then 
subdivided  into  smaller  units,  designated  as 


December  1,  1949] 


METHODS  OF  TUBERCULOSIS  CASE-FINDING 


2781 


areas,  each  of  which  was  to  have  a unit  location. 
Schools,  firehalls,  churches,  and  business  estab- 
lishments seemed  most  suitable  for  transportable 
units  and  street  locations  for  the  mobile  bus  units. 
When  the  locations  had  been  established,  per- 
mission for  the  use  of  the  premises  obtained,  and 
power  sources  checked,  a tentative  schedule  for 
the  eight  weeks  of  the  survey  was  set  up. 

Zone  and  Area  Organizing  Committee. — This 
committee  began  to  function  as  soon  as  the  city 
had  been  mapped  into  zones  and  areas  and  the 
unit  locations  had  been  established.  The  chief 
objective  of  this  committee  was  to  see  that  every 
home  in  the  city  was  visited  by  an  informed  neigh- 
borhood canvasser,  who  would  explain  the  survey 
and  invite  families  to  take  advantage  of  the  op- 
portunity when  the  unit  came  to  their  neighbor- 
hoods. The  committee  was  guided  and  assisted 
in  this  work  by  one  full-time  and  one  part-time 
health  educator  assigned  to  the  project  by  the 
State  Department  of  Health.  The  committee 
selected  leaders  for  each  of  the  nine  zones,  and, 
in  conference  with  these  zone  leaders,  area 
leaders  were  selected.  Each  area  leader  then 
recruited  a corps  of  block  workers,  usually  at 
least  two  for  each  block.  A schedule  of  orienta- 
tion meetings  for  block  workers  was  then  ar- 
ranged and  coordinated  with  the  unit  location 
schedule  so  that  the  meeting  preceded  the  arrival 
of  the  unit  in  the  area  by  about  one  week.  These 
meetings,  presided  over  by  a health  educator, 
served  to  acquaint  the  block  workers  thoroughly 
with  the  benefits  to  be  derived  from  the  survey 
so  that  they  might  better  be  able  to  overcome 
indifference  or  opposition  encountered  during 
their  canvassing.  Publicity  materials  to  be  left 
at  homes  during  the  canvass  were  distributed, 
including  a pamphlet  containing  questions  most 
frequently  asked  and  the  proper  answers  to  them. 

The  canvasser’s  visit  was  reinforced  by  a flyer 
delivered  to  each  home  one  or  two  days  before  the 
x-ray  unit  was  to  move  in.  This  flyer  gave  the 
exact  location  and  hours  of  operation  of  the  unit 
as  well  as  alternate  locations  in  adjacent  areas. 
Boy  Scouts,  Girl  Scouts,  and  the  Junior  Red 
Cross  delivered  the  flyers  under  the  direction  of 
the  committee  chairmen. 

This  house-to-house  canvass  was  probably  the 
most  effective  single  activity  contributing  to  the 
ultimate  success  of  the  project.  In  all,  500  block 
workers  visited  more  than  22,000  homes. 

Publicity  and  Public  Information. — The  chair- 
man of  this  committee  acted  as  director  of  pub- 
licity. Since  the  funds  available  for  this  phase 
of  the  project  were  rather  inadequate,  as  much  use 
as  possible  was  made  of  free  and  donated  forms  of 
publicity.  During  the  planning  stages  of  the  sur- 
vey most  of  the  publicity  was  in  the  form  of  news- 
paper accounts  of  the  progress  in  various  phases  of 


the  preparations.  To  eliminate  the  possibility  of  a 
lack  of  interest  resulting  from  a protracted  cam- 
paign, intensive  publicity  was  purposely  withheld 
until  about  one  week  before  the  actual  beginning 
of  operations.  The  director’s  plan  was  to  avoid 
using  all  types  of  publicity  at  the  beginning  of  the 
survey  so  that  interest  could  be  maintained 
throughout  the  entire  eight  weeks  by  the  periodic 
introduction  of  publicity  devices  and  promotions. 

The  city  editor  of  the  Niagara  Falls  Gazette 
assigned  one  reporter  for  the  duration  to  write  up 
the  survey  developments.  All  stories  were 
cleared  through  the  publicity  director  and  checked 
by  the  health  officer  for  scientific  accuracy. 

The  two  local  radio  stations  were  supplied  with 
a series  of  spot  announcements,  which  were 
plugged  daily  throughout  the  survey,  and  special 
programs  were  given  in  Italian  and  Polish. 

Special  publicity  devices  included  posters, 
movie  trailers,  leaflets,  inserts  in  department  store 
monthly  billings,  painted  sidewalk  signs,  sound 
trucks,  and  milk  bottle  collars.  At  the  midpoint 
of  the  survey  a special  four-page  pictorial  spread 
was  featured  in  the  rotogravure  section  of  the 
Buffalo  Sunday  newspaper. 

Professional  Service  Committee. — This  com- 
mittee, composed  of  members  selected  from  the 
local  medical  and  dental  professions,  checked  all 
procedures  and  publicity  materials  to  insure  their 
acceptability  from  the  standpoint  of  ethics  and 
scientific  accuracy.  This  committee  also  pre- 
pared and  sent  out  a letter  to  all  physicians  advis- 
ing them  of  the  routine  to  be  followed  and  the 
manner  of  reporting  to  private  physicians. 

Industrial  Committee. — This  committee  as- 
sumed full  responsibility  for  x-raying  in  industry. 
The  city  was  divided  into  five  industrial  zones 
with  a chairman  for  each,  usually  the  personnel 
manager  of  one  of  the  larger  plants.  Two  bus 
units  were  assigned  to  industry  for  its  exclusive 
use.  Most  Niagara  Falls  industry  is  electro- 
chemical and  electrometallurgical,  operating  con- 
tinuous processes.  Thus,  scheduling  had  to  pro- 
vide for  day,  night,  and  “swing”  shifts.  Blank 
cards  were  supplied  to  each  industry  and  made 
out  in  advance  from  their  owm  payroll  and  per- 
sonnel records.  With  cards  thus  prepared  in 
advance  men  could  be  x-rayed  in  small  groups 
with  a negligible  loss  of  time. 

The  industrial  committee  also  handled  public- 
ity within  the  plants.  Notices  were  posted  by 
both  management  and  union  officials. 

Schools  Committee. — This  committee  was  active 
in  arranging  unit  locations  in  the  schools  in  di- 
recting the  x-raying  of  students  age  fifteen  and 
over  as  well  as  teachers,  custodians,  engineers, 
and  lunch  room  personnel.  This  committee 
conducted  an  intensive  educational  campaign 
designed  chiefly  to  reach  the  parents  through  the 
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children.  The  importance  of  tuberculosis  con- 
trol and  the  value  of  the  survey  were  stressed  in 
the  health  and  biology  classes  in  the  secondary 
schools.  In  the  elementary  schools  the  teachers 
taught  the  children  a few  simple  facts  to  take 
home  to  their  parents  along  with  leaflets  and 
schedule  flyers. 

Finance  Committee. — This  committee  was  re- 
sponsible for  allocation  of  funds,  approving  all 
expenditures  and  limiting  them  to  the  budget. 
A total  of  $6,000  was  available,  this  amount 
appropriated  by  the  City  of  Niagara  Falls. 

Survey  Center 

Headquarters  were  necessary  to  house  and 
coordinate  the  various  activities  of  the  survey 
other  than  the  actual  x-raying.  Fortunately, 
ample  space  was  available  in  the  City  Chest 
Clinic,  and  this  was  converted  and  expanded  to 
serve  as  a center  of  operations.  Included  in 
this  center  were  the  administrative  headquarters 
of  the  program  director,  the  tuberculosis  con- 
sultant, the  supervising  technician,  the  health 
educator,  and  the  office  manager.  Facilities 
were  provided  for  interpretation  of  70  mm.  film, 
for  interviewing  and  history  taking  by  the  public 
health  nurses,  and  for  developing  both  70  mm. 
and  14-  by  17-inch  film. 

Management  of  administrative  details  con- 
nected with  the  survey  was  the  responsibility  of 
the  office  manager.  The  office  manager  served 
in  this  capacity  in  addition  to  her  regular  duties 
in  the  City  Health  Department.  Her  respon- 
sibilities included  equipping  and  arranging  the 
survey  center  to  accommodate  the  operating 
staff,  the  employment  and  supervision  of  steno- 
graphic and  clerical  personnel,  the  direction  of 
processing  of  records  and  medical  reports  with 
the  assistance  of  the  records  consultant,  and  the 
maintenance  of  an  accounting  system  for  local 
funds. 

Budget  limitations  did  not  permit  the  employ- 
ment of  all  the  clerical  personnel  needed.  After 
the  needs  of  the  survey  center  were  met,  only  four 
clerks  remained  to  serve  with  the  seven  units 
operating.  Soon  it  became  evident  that,  since 
one  unit  operating  at  capacity  required  the  serv- 
ices of  three  clerks,  a considerable  number  of 
volunteer  clerical  workers  would  be  required. 
Volunteers  were  secured  from  a panel  of  such 
workers  maintained  by  the  local  Red  Cross  and 
from  the  local  secretarial  association.  Assign- 
ments were  made  daily  by  the  health  educator 
from  this  roster. 

Results  and  Comment 

The  only  real  gauge  of  the  effectiveness  of  the 
organization  of  the  community  for  such  an  effort 
as  this  is  the  results  obtained.  Since  more  than 


75  per  cent  of  the  total  eligible  population  of  the 
city  was  x-rayed,  the  community  organization 
might  be  deemed  adequate.  However,  analysis 
of  the  25  per  cent  not  x-rayed,  especially  as  to  the 
age  and  sex  groups  into  which  they  fall,  will  be 
useful  information  for  guidance  in  future  surveys. 

The  most  serious  shortcoming  in  the  commu- 
nity organization  for  this  survey  was  the  lack  of 
experience  in  total  population  surveys  by  every- 
one concerned.  This  was,  to  a great  degree, 
counterbalanced  by  the  enthusiasm  and  effort 
demonstrated  by  the  hundreds  of  lay  workers 
involved.  We  were  fortunate  in  our  selection 
of  a general  chairman  whose  judgment  in  the 
choice  of  subordinates  was  excellent. 

As  the  survey  progressed,  certain  deficiencies 
were  made  manifest.  The  program  director  of 
such  a project  should  be  experienced  not  only  in 
survey  methods  but  also  in  medical,  technical, 
organizational,  and  administrative  aspects.  Such 
an  individual  will  rarely  be  resident  in  the  com- 
munity surveyed.  It  was  felt  in  Niagara  Falls 
that  the  program  director  should  be  supplied  on 
the  State  level  of  either  the  official  or  voluntary 
agency. 

There  was  a certain  amount  of  inertia  in  the 
earlier  stages  of  planning,  and  the  necessity  for 
maintaining  a strict  time  schedule  was  not  fully 
realized.  This  was  particularly  true  in  the  or- 
ganization of  the  house-to-house  canvass.  With 
seven  units  operating,  the  survey  moved  through 
the  city  at  a fairly  rapid  pace  so  that  the  area- 
organizing groups  were  sometimes  hard  pressed 
to  keep  ahead  of  the  units.  The  entire  organiza- 
tion of  each  zone  should  have  been  completed  at  a 
considerably  earlier  date.  Had  this  been  done, 
some  of  the  last  minute  emergency  organization 
could  have  been  avoided. 

The  budget  for  carrying  out  local  responsi- 
bilities was  inadequate,  and  this  situation  was 
further  complicated  by  the  lack  of  any  fluid 
funds.  Since  the  only  finances  available  were 
those  supplied  by  the  city,  all  expenditures  had 
to  go  through  the  usual  routine  including  com- 
petitive bids  and  council  approval  of  major  items. 
This  often  caused  serious  delays  in  a schedule 
which  was  already  rather  crowded.  In  another 
survey  an  effort  might  be  made  to  secure  fluid 
funds  through  contributions  from  voluntary 
agencies  so  that  something  more  than  minimum 
essentials  might  be  available. 

The  Niagara  Falls  survey  not  only  contributed 
to  the  improvement  in  the  local  tuberculosis 
control  program,  but  it  also  served  as  a suitable 
testing  ground  for  initiating  the  State-wide 
program  of  total  population  surveys  in  major 
cities.  It  is  hoped  that  the  experiences  gained 
in  this  survey  will  be  of  value  in  the  planning 
and  execution  of  future  similar  efforts. 


NIAGARA  FALLS  MASS  CHEST  X-RAY  SURVEY 

Procedures  and  Results 

William  Siegal,  M.D.,  Herman  E.  Wirth,  M.D.,  Albany,  New  York,  and 
Jerauld  A.  Campbell,  M.D.,*  Niagara  Falls,  New  York 

( From  the  New  York  State  Department  of  Health  and  the  Niagara  Falls  City  Health  Department) 


CHEST  x-ray  surveys  of  total  populations  of 
communities  in  relatively  short  periods  of 
time  are  now  recognized  as  an  integral,  necessary 
function  of  the  case-finding  aspect  of  any  well- 
organized  tuberculosis  control  program.  Such 
surveys  result  in  the  finding  of  many  unknown, 
mostly  asymptomatic,  early  cases  of  tuberculosis 
which  the  routine  examination  of  contacts  and  of 
persons  with  symptoms  would  not  discover. 
Mass  surveys,  therefore,  have  an  importance 
equal  to  that  of  established  clinics  in  the  discovery, 
of  new  cases. 

The  longer  tuberculous  individuals  remain 
undiscovered,  the  greater  the  number  of  second- 
ary cases  which  may  result  from  them,  so  that 
the  shorter  the  period  of  time  taken  to  find  all  the 
cases  in  the  community,  the  fewer  will  be  the 
secondary  cases  which  will  develop.  The  need 
for  completing  mass  community  surveys  as 
rapidly  as  possible,  therefore,  is  obvious. 

This  paper  is  a report  of  the  appraisal  of  the 
problem  and  facilities,  the  objectives,  the  pro- 
cedures employed,  and  the  immediate  results  in 
the  total  population  chest  x-ray  survey  of  the 
City  of  Niagara  Falls,  New  York,  conducted  in 
the  fall  of  1948.  The  distinguishing  features  of 
this  survey  which  warrant  this  presentation  are  as 
follows : 

1.  This  was  the  first  total  population  survey 
of  a city  of  over  50,000  population  in  New  York 
State.. 

2.  Tentative  diagnoses  of  definite  or  suspected 
tuberculosis  and  an  estimate  of  clinical  status 
were  made  on  the  basis  of  the  interpretations  of 
the  survey  films. 

3.  Persons  whose  survey  films  were  considered 
to  show  definite  or  suspected  tuberculosis  were 
x-rayed  on  standard  14-  by  17-inch  films  at  the 
survey  headquarters  as  soon  as  possible,  usually 
within  two  weeks  after  the  small  film  survey 
x-ray. 

4.  Reports  of  negative  films  or  notices  to 
consult  their  physicians  or  appear  for  re-examina- 
tion at  the  survey  headquarters  were  received, 
by  all  those  x-rayed,  no  later  than  two  weeks 
after  the  initial  x-ray. 

* By  invitation. 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
Health,  Hygiene,  and  Sanitation,  May  4,  1949. 


Appraisal  of  Problem  and  Facilities 

The  estimated  population  of  Niagara  Falls  is 
89,000.  About  66,000  are  fifteen  years  of  age  or 
over.  About  three  quarters  are  native-born; 
most  of  the  foreign-born  are  Polish  or  Italian. 
Aside  from  its  prominence  as  a tourist  center, 
the  city  is  highly  industrialized,  about  half  of 
the  working  population  being  engaged  in  manu- 
facturing plants,  the  most  important  of  which  are 
in  the  electrochemical,  electrometallurgical,  and 
the  printing  and  publishing  fields. 

With  a tuberculosis  death  rate  for  1947  of 

22.4  per  100,000  population  and  an  average  for 
the  three  years  1945  through  1947  of  25.9, 
Niagara  Falls  was  well  below  the  average  for 
cities  of  25,000  population  or  over  in  the  State. 
Since  1926,  when  tuberculosis  deaths  began  to  be 
allocated  by  place  of  residence,  there  has  been  a 

63.5  per  cent  decline  in  the  death  rate. 

Niagara  Falls  also  benefits  from  the  services  of 

a health  department  in  charge  of  a full-time  health 
officer  and  facilities  for  follow-up  and  for  hos- 
pitalization of  tuberculosis  patients  in  the  200-bed 
Niagara  Sanatorium,  a county  tuberculosis 
hospital.  In  view  of  these  favorable  circum- 
stances, a total  population  chest  x-ray  survey 
seemed  definitely  desirable  and  necessary  to 
supplement  existing  case-finding  procedures. 
At  the  same  time  it  would  afford  an  opportunity 
for  that  city  to  be  the  first  of  the  class  of  cities 
of  50,000  population  or  over  in  New  York  State 
to  carry  such  a project  to  a successful  conclusion. 

As  a result  of  this  appraisal  of  the  local  problem 
and  review  of  facilities,  the  health  officer  organ- 
ized a survey  committee,  presented  the  facts 
to  it,  and  recommended  that  a total  population 
survey  be  undertaken.  It  was  determined  that 
such  a survey  was  feasible;  plans  and  procedures 
for  the  survey  were  prepared  and  an  application 
submitted  to  the  State  Health  Department  for 
x-ray  survey  service.  This  application  was 
approved,  and  the  duration  and  dates  for  the 
survey  scheduled.  In  approving  this  applica- 
tion, there  were  made  available  to  the  Niagara 
Falls  Health  Department  the  following  facilities 
in  terms  of  equipment,  supplies,  personnel,  and 
services: 

1.  Seven  photofluorographic  machines,  four 
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TABLE  1. — Number  and  Percentage  op  Resident  Population  X-rayed  by  Age  and  Sex 


Esti  mated 

Both  Sexes — 

Residents  X-rayed* 

Estimated 

— Male 

Residents  X-rayed* 

Estimated 

-Female . 

Residents  X- raved* 

1948 

Num- 

Per  Cent  of 

1948 

Num- 

Per  Cent  of 

1948 

Num- 

Per  Cent  of 

Age 

Population 

ber 

Population 

Population 

ber 

Population 

Population 

ber 

Population 

Total 

66,402 

46,095 

69.4 

33,607 

24,949 

74.2 

32,795 

21,146 

64 . 5 

15-24 

13,598 

11,525 

84.8 

6,946 

5,943 

85.6 

6,652- 

5,582 

83.9 

25-44 

28,744 

21,758 

75.7 

14,132 

11,860 

83.9 

14,612 

9,898 

67.7 

45  and  over 

24,060 

12,650 

52.6 

12,529 

7,080 

56.5 

11,531 

5,570 

48.3 

Not  stated 

162 

66 

96 

* Exclusive  of  5,434  adult  nonresidents  and  of  608  persons  under  fifteen  years  of  age. 


mounted  on  buses  and  three  transportable  carried 
in  special  panel-body  trucks. 

2.  Films  and  chemicals. 

3.  Necessary  technical  personnel  for  operating 
the  equipment  and  processing  the  films. 

4.  A records  analyst,  responsible  for  the 
machine  processing  and  running  tabulation  of 
records,  for  the  smooth  flow  of  these  records,  and 
for  distribution  of  reports. 

5.  A supervising  technician  to  assist  with 
daily  scheduling  and  location  of  x-ray  machines, 
especially  with  regard  to  electrical  power  require- 
ments. 

6.  Two  physicians  for  interpretation  of 
films  and  to  assist,  advise,  and  provide  consulta- 
tion with  regard  to  any  aspect  of  the  survey. 

7.  One  full-time  and  one  part-time  public 
health  educator  to  provide  consultation  and 
advice  and  to  assist  with  the  community  organ- 
ization for  the  survey. 

8.  All  record,  report,  and  tabulation  forms. 

Objectives 

The  object  of  this  survey  was  to  x-ray  as  many 
of  the  estimated  66,000  adults  (those  fifteen  years 
of  age  or  older)  in  Niagara  Falls  as  could  be 
reached,  the  ideal  being  100  per  cent,  of  course. 
Practically,  in  any  large  community  survey,  if 
80  per  cent  of  the  adults  can  be  reached  for  x-ray, 
it  may  be  considered  a successful,  satisfactory 
survey.  Eighty  per  cent  of  the  adult  population 
of  Niagara  Falls  is  52,800. 

It  should  be  realized,  of  course,  that  the  x- 
raying  of  these  people  and  the  discovery  of  new 
cases  of  tuberculosis  among  them  are  only  the 
immediate  objectives.  These,  in  turn,  must  lead 
to  the  eventual  objectives,  namely,  the  control 
through  supervision  or  hospitalization  of  the 
newly  discovered  cases,  as  indicated  by  follow-up 
study,  and  thereby  the  interruption  of  the  cycle 
of  infection  and  development  of  new  cases. 

Procedures 

Eight  weeks  were  allowed  for  the  entire  survey, 
with  a goal  of  55,000  x-rays  to  be  taken  in  that 
period;  a goal  w'hich  fell  short  of  being  realized 
by  a scant  3,000.  The  survey  wras  conducted 
from  October  18  through  December  14,  1948. 


Every  person  x-rayed  received  (1)  a report  to 
that  effect  if  his  x-ray  was  negative,  or  (2)  a letter 
to  consult  his  physician  if  the  x-ray  indicated 
nontuberculous  intrathoracic  pathology,  or  (3) 
a letter  to  return  to  the  survey  headquarters  for  a 
second  x-ray  on  14-  by  17-inch  film,  at  which  time 
a history  was  taken  and  arrangement  made  for 
sputum  examination  if  the  survey  x-ray  film 
showed  definite  or  suspected  tuberculosis.  It 
wras  realized  that  to  retain  the  interest  of  the 
community  and  thus  contribute  to  the  success  of 
the  survey,  the  time  between  the  taking  of  the 
x-ray  and  the  notification  of  the  individual  of  the 
result  of  the  x-ray  should  be  as  short  as  possible. 
Actually,  only  rarely  did  it  take  longer  than  ten 
days  for  the  person  x-rayed  to  receive  his  report 
or  notification.  The  report  card  part  of  the 
record  was  mailed  to  each  individual  whose 
x-ray  was  negative.  Where  the  films  showed 
evidence  of  intrathoracic  pathology,  the  indi- 
viduals concerned  were  notified  by  form  letter. 

In  order  to  utilize  the  public  health  nursing 
service  to  the  best  advantage  and  to  provide 
proper  supervision  of  tuberculosis  cases  as  soon 
as  possible,  the  physicians  who  interpreted  films 
made  provisional  or  tentative  diagnoses  of 
definite  or  suspected  tuberculosis  on  the  basis  of 
the  survey  films.  In  addition,  they  made  an 
estimate  of  the  clinical  status  of  the  disease  on  the 
same  basis,  that  is,  if  a tentative  diagnosis  of 
tuberculosis  was  made,  whether  the  disease  was 
probably  active  or  probably  inactive.  Where 
the  disease  was  estimated  to  be  probably  active, 
the  extent  of  involvement  or  the  stage  of  the 
disease  was  also  noted  as  minimal,  moderately 
advanced,  or  far  advanced. 

Individuals  whose  films  showed  significant 
abnormalities  were  notified  by  letter,  the  contents 
of  which  differed  according  to  whether  the  diagno- 
sis was  definite  or  suspected  tuberculosis  or  some 
nontuberculous  condition.  If  a nontuberculous 
condition  was  diagnosed,  the  individual  concerned 
was  notified  to  visit  his  physician  to  whom  the 
report  containing  the  interpretation,  diagnosis, 
and  recommendations  had  been  sent. 

If  definite  or  suspected  tuberculosis  was  diag- 
nosed, the  individual  concerned  was  notified  to 
report  on  a specified  date  to  the  survey  head- 
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TABLE  2. — Prevalence  of  Tuberculosis  bv  Age  and  Sex 


•Both  Sexes- 

Probably 

Male — 

Probably 

Female  - 

Probably 

Total 

Active 

Total 

Active 

Total 

Active 

Num- 

Tuberculosis! 

Tuberculosis 

Num- 

Tuberculosis! 

Tuberculosis 

N u m- 

Tuberculosis!  Tuberculosis 

ber  X- 

Num- 

Per 

Num- 

Per 

ber  X- 

Num- 

Per 

Num- 

Per 

ber  X- 

Num- 

Per 

Num- 

Per 

Age 

rayed* 

ber 

Cent 

ber 

Cent 

rayed* 

ber 

Cent 

ber 

Cent 

rayed* 

ber 

Cent 

ber 

Cent 

Total 

51,529 

481 

0.93 

150 

0.29 

28,955 

306 

1.06 

107 

0.37 

22,574 

175 

0.78 

43 

0.19 

15-24 

11,979 

28 

0.23 

20 

0.17 

6,397 

17 

0.27 

12 

0.19 

5,582 

11 

0.20 

8 

0.14 

25-44 
45  and 

24,952 

175 

0.70 

68 

0.27 

14,170 

97 

0.68 

42 

0.30 

10,782 

78 

0.72 

26 

0.24 

over 

Not 

14,417 

277 

1.92 

61 

0.42 

8,311 

191 

2.30 

52 

0.63 

6,106 

86 

1.41 

9 

0.15 

stated 

181 

1 

0.65 

1 

0.55 

77 

1 

1.30 

1 

1.30 

104 

0 

0 

* Excludes  608  persons  under  fifteen  years  of  age,  but  includes  5,434  nonresidents, 
t Includes  probably  active,  probably  inactive,  and  suspected  tuberculosis. 


quarters  where  facilities  were  available  for  a 
confirming  x-ray,  with  upper  clothing  removed, 
on  14-  by  17-inch  celluloid  film.  At  the  same  time, 
a short  medical  and  social  history  was  taken,  the 
name  checked  for  previous  report  as  a case  of 
tuberculosis,  and  a sputum  specimen  container 
given  to  the  patient  with  instructions  as  to  how 
to  collect  the  specimen  and  where  to  deliver  it. 
The  report  which  was  sent  to  the  patient’s 
physician  was  the  interpretation  of  this  first 
follow-up  14-  by  17-inch  film  and  made  possible 
in  these  cases  a more  detailed,  accurate  descrip- 
tion and  diagnosis.  For  persons  who  did  not 
return  for  their  first  14- by  17-inch  follow-up  film, 
the  survey  film  interpretation  was  still  available 
as  a guide  in  determining  the  need  and  urgency 
i for  subsequent  public  health  nursing  follow-up. 

Results 

The  total  number  of  persons  x-rayed  was 
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Fig.  1.  Percentage  of  estimated  population  x-rayed 
by  age  and  sex. 


52,137,  of  whom  51,529,  or  99  per  cent,  were  fifteen 
years  of  age  or  over.  At  first  glance  this  would 
appear  to  represent  78  per  cent  of  the  residents 
fifteen  years  of  age  or  over  in  Niagara  Falls. 
Actually,  however,  it  is  estimated  that  only 
46,095  of  these  were  actual  residents  of  the  city, 
and  the  remainder,  for  the  most  part,  were  non- 
resident employes  in  the  industries  which  were 
surveyed  as  part  of  the  total  survey.  Of  the 
estimated  66,000  resident  adults,  5,000  employed 
in  industry  had  been  x-rayed  a short  time  prior 
to  the  beginning  of  this  survey,  and  it  was  not 
thought  necessary  to  insist  on  their  being  x-rayed 
again.  This  left  61,000  resident  adults  eligible 
for  x-ray  of  which  the  46,095  x-rayed  during  the 
survey  represent  75.4  per  cent.  The  tabulation 
of  the  x-rayed  adult  resident  population  according 
to  age  and  sex  is  based  on  this  figure  and  is 
shown  in  Table  1 and  Fig.  1. 

For  both  sexes,  the  highest  percentage  x-rayed 
was  in  the  age  group  fifteen  to  twenty-four  years 
(84.8  per  cent)  and  the  lowest  in  the  age  group 
forty-five  years  of  age  and  over  (52.6  per  cent). 


AGE 

Fig.  2.  Prevalence  of  active  tuberculosis  by  age 
and  sex. 
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TABLE  3. — Distribution  op  Cases  Classified  Probably  Active  Tuberculosis  by  Sex  and  Stage  of  Disease 


. — Total  Cases  Probably — > 

Active  Tuberculosis  - — Minimal Moderately  Advanced  Far  Advanced — 

Sex  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent 


Bothsexes  150  100.0  119  79.3  28  18.7  3 2 0 

Male  107  100.0  85  79.4  19  17.8  3 2.8 

Female  43  100.0  34  79.1  9 20.9  0 


In  terms  of  numbers,  however,  the  best  partici- 
pation was  obtained  in  the  age  group  twenty-five 
to  forty-four,  in  which  about  21,000  out  of  28,000 
eligibles  were  x-rayed.  For  all  age  groups  the 
percentage  of  males  x-rayed  was  higher  than  for  fe- 
males. This  was  particularly  marked  in  the  group 
twenty-five  to  forty-four,  in  which  about  84  per 
cent  of  the  males  were  examined  as  against  68  per 
cent  of  the  females.  This  excess  of  males  over 
females  may  be  due  to  the  fact  that  industry  in 
Niagara  Falls  employs  a large  percentage  of  the 
male  population  where  it  is  more  easily  reached 
by  survey  methods. 

The  prevalence  of  tuberculosis  based  on  survey 
film  interpretations  is  shown  in  Table  2 and  Fig. 
2.  Among  all  the  adults  x-rayed,  481,  or  0.9 
per  cent,  showed  x-ray  evidence  of  tuberculosis. 
Of  these,  150,  or  0.29  per  cent  of  the  total  x- 
rayed,  were  classified  as  “probably  active  pul- 
monary tuberculosis.”  For  all  ages  combined, 
the  prevalence  of  probably  active  pulmonary 
tuberculosis  was  two  times  higher  among  males 
than  among  females — 0.37  per  cent  as  against 
0.19  per  cent.  In  those  over  forty-five  years  of 
age,  the  rate  among  males  (0.63  per  cent)  is 
almost  four  times  that  of  the  females  (0.15  per 
cent)  and  serves  to  emphasize  once  more  the 
seriousness  of  the  problem  among  older  males  and 
the  need  for  ever-increasing  efforts  to  reach  this 
group. 

The  distribution  of  the  probably  active  cases  of 
tuberculosis  by  stage  of  disease  is  shown  in 
Table  3.  Of  the  150  so  classified,  12  showed 
pleural  effusion  and  are  provisionally  classified  as 
“minimal  tuberculosis.”  By  stage  of  disease, 
79  per  cent  were  minimal,  19  per  cent  moder- 
ately advanced,  and  2 per  cent  far  advanced. 
There  appear  to  be  no  significant  sex  differences. 
Only  12,  or  8 per  cent,  of  the  150  cases  designated 
as  probably  active  tuberculosis  had  been  pre- 


viously reported  and  thus  known  to  the  health 
department. 

While  chest  x-ray  surveys  are  organized  and 
conducted  for  the  primary  purpose  of  finding 
hidden  cases  of  tuberculosis,  the  importance  of 
the  nontuberculous,  intrathoracic  conditions  dis- 
covered through  this  means  cannot  be  mini- 
mized. In  this  era  of  increasing  public  health 
significance  of  heart  disease  and  cancer  control, 
to  mention  just  two  problems,  the  finding  of  con- 
ditions other  than  tuberculosis  assumes  steadily 
greater  importance  to  the  community  as  well  as 
to  the  individuals  concerned. 

Table  4 shows  the  distribution  of  nontubercu- 
lous, intrathoracic  conditions  by  sex.  A total  of 
630  persons,  or  1.2  per  cent  of  the  total  x-rayed, 
showed  x-ray  shadows  suggestive  of  nontuber- 
culous pathology,  of  whom  389,  or  0.8  per  cent, 
showed  evidence  of  heart  disease  and  169,  or 
0.3  per  cent,  pulmonary  fibrosis.  There  were 
also  17  whose  x-rays  showed  shadows  which  were 
thought  to  be  due  to  intrathoracic  tumor. 

A tabulation  of  probably  active  tuberculosis 
found  in  industrial  workers  and  in  the  rest  of 
the  community  is  shown  in  Table  5 and  Fig.  3. 

Of  the  total  of  28,955  adult  males  x-rayed, 
about  one  half  were  employed  in  industry. 
A study  of  Fig.  3 indicates  that  the  prevalence  of 
active  tuberculosis  below  the  age  of  forty-five  is 
higher  among  male  industrial  workers  than  among 
males  in  the  rest  of  the  community.  Above  the 
age  of  forty-five  no  significant  differences  are 
noted  between  these  groups. 

Of  the  total  of  22,574  females  x-rayed,  3,318,  or 
about  15  per  cent,  were  employed  in  industry. 
When  the  prevalence  of  probably  active  tuber- 
culosis among  female  industrial  workers  is  com- 
pared with  the  females  in  the  rest  of  the  commu- 
nity, it  appears  that  only  below  the  age  of  twenty- 
five  is  there  any  clear  indication  that  active  tuber- 


TABLE  4. — Prevalence  of  Nontuberculous  Intrathoracic  Pathology  by  Sex 


Total  Cardio-  Non- 

Nontuberculous  vascular  Pulmonary  specific 

Findings  Disease  Neoplasm  Fibrosis  Infection  Miscellaneous 

Number  Per  Per  Per  Per  Per  Per 


Sex 

X-rayed 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Number 

Cent 

Both  Sexes 

51,529 

630 

1.22 

389 

0.75 

17 

0.03 

169 

0.33 

25 

0.05 

30 

0.06 

Male 

28,955 

407 

1.41 

194 

0.67 

10 

0.03 

168 

0.58 

16 

0.06 

19 

0.07 

Female 

22,574 

223 

0.99 

195 

0.86 

7 

0.03 

1 

9 

0.04 

11 

0.05 
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Fig.  3.  Prevalence  of  active  tuberculosis  by  age, 
sex,  and  occupational  group. 


culosis  may  be  more  prevalent  among  females  in 
industry. 

The  findings  noted  above  suggest  that  male 
industrial  workers  in  the  younger  adult  ages  are 
subject  to  a risk  from  tuberculosis  which  is 
greater  than  that  observed  among  males  not 
employed  in  industries.  Female  workers  below 
the  age  of  twenty-five  employed  in  industry 
appear  to  have  a higher  prevalence  of  tuberculosis 
than  is  found  among  nonindustrial  female  work- 
ers. At  all  other  ages  there  appears  to  be  no 


difference  in  tuberculosis  prevalence  between 
females  in  industry  and  those  not  so  employed. 

Whereas  tuberculosis  is  significantly  more  prev- 
alent in  industry,  such  is  not  the  case  for  non- 
tuberculous  intrathoracic  conditions  (Table  6). 
No  significant  differences  in  the  rates  for  nontu- 
berculous  conditions  were  found  in  industry  as 
compared  to  the  rest  of  the  community,  with  the 
exception  of  heart  disease.  In  this  condition, 
the  rate  is  higher  in  the  community  than  in 
industry.  A reasonable  explanation  for  this 
might  be  that,  unlike  tuberculosis,  most  indi- 
viduals with  heart  disease  have  symptoms  that 
soon  necessitate  their  severance  from  employment, 
especially  in  manufacturing  industries. 

Results  of  Initial  Follow-Up  with  Large 
Films  . 

As  shown  in  Table  7,  of  481  individuals  whose 
survey  films  showed  evidence  of  definite  or  sus- 
pected tuberculosis,  332  had  also  been  x-rayed 
on  14-  by  17-inch  films  by  the  time  the  survey  was 
finished.  Of  the  320  with  survey  film  diagnoses 
of  definite  tuberculosis,  the  large  films  showed 
agreement  in  294,  or  92  per  cent.  The  large  film 
diagnosis  agreed  with  the  survey  film  diagnosis  in 
86  per  cent  of  those  whose  survey  film  diagnosis 
was  probably  active  tuberculosis  and  in  95  per 
cent  of  those  whose  survey  film  diagnosis  was 
probably  inactive  tuberculosis.  Only  19  of  the 
332  x-rayed  for  a second  time  were  negative  on 
the  large  films.  Thje  greatest  percentage  of  dis- 
agreement occurred  among  those  whose  survey 
film  diagnosis  was  probably  active  minimal  tuber- 
culosis. 

It  cannot  be  emphasized  too  strongly  that  nei- 


TABLE  5. — Prevalence  of  Active  Tuberculosis  bv  Age,  Sex,  and  Occupational  Group 


Age 

Total 

Male 

Probably  Active  Tuberculosis 

Total 

Female 

Probably  Active  Tuberculosis 

X-rayed 

Number 

Per  Cent 

X-rayed 

Number 

Per  Cent 

Total 

14,157 

61 

Industrial  Workers 
0.43 

3,318 

8 

0.24 

15-24 

1,956 

6 

0.31 

1,076 

3 

0.28 

25-44 

7,9.11 

28 

0.35 

1,777 

4 

0.23 

45  and  over 

4,241 

26 

0.61 

450 

1 

0.22 

Not  stated 

29 

1 

15 

Total 

14,798 

46 

Rest  of  Community 
0.31 

19,256 

36 

0.19 

15-24 

4,441 

6 

0.14 

4,506 

5 

0.11 

25-44 

6,239 

14 

0.22 

9,005 

23 

0.26 

45  and  over 

4,070 

26 

0.64 

5,656 

8 

0.14 

Not  stated 

48 

89 

TABLE  6. — -Prevalence  of  Nontuberculous  Intrathoracic  Pathology  by  Occupational  Group 


Total  Cardio-  Non- 

Nontuberculous  vascular  Pulmonary  specific 

Findings  disease  Neoplasm  Fibrosis  Infection  Miscellaneous 

Number  Per  Per  Per  Per  Per  Per 

Group  X-rayed  Number  Cent  Number  Cent  Number  Cent  Number  Cent  Number  Cent  Number  Cent 


Total 

51,529 

630 

1.22 

389 

0.75 

17 

0.03 

169 

0.33 

25 

0.05 

30 

0.06 

Industry 

17,475 

221 

1.26 

93 

0.53 

5 

0.03 

101 

0-.  58 

11 

0.06 

11 

0.06 

Community 

34,054 

409 

1.20 

296 

0.87 

12 

0.04 

68 

0.20 

14 

0.04 

19 

0.06 
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TABLE  7. — Results  of  Initial  14-  by  17-Inch  Follow-up  Film  Examinations  of  Persons  Whose  Survey  Films  Showed 

Definite  of  Suspected  Tuberculosis 


Initial 

Survey  Film 
(Tuberculosis 
Diagnosis) 
Total 

Probably  active 
Probably  inactive 
Suspect 


- — Initial  Follow-up  Films — • 

(14  by  17) 

Per  Cent  of  Diagnosis  from  Initial  Follow-up  Film  (14  by  17) . 


Number 

Number 

Survey  films 
Followed 

Probably 

Active 

Probably 

Inactive 

Suspect 

Nontuber- 
culous Deferred 

Negative 

481 

332 

69.0 

96 

206 

7 

2 2 

19 

150 

105 

70.0 

90 

1 

2 2 

10 

319 

215 

67.4 

3 

204 

8 

12 

12 

100.0 

3 

1 

7 

1 

ther  the  survey  film  diagnosis  nor  the  large  film 
diagnosis  may  in  any  way  be  considered  as  a 
final  diagnosis  or  determination  of  activity. 
In  having  the  physician  with  the  x-ray  units, 
who  should  be  experienced  and  qualified  in  the 
interpretation  of  chest  x-ray  films,  make  a tenta- 
tive diagnosis  and  estimate  of  clinical  status  on  the 
basis  of  the  examination  of  a small  or  a large 
film,  the  purpose  is  to  provide  an  index  to  public 
health  workers  for  priority  of  follow-up  and  also, 
if  for  some  reason  follow-up  is  not  carried  out,  to 
have  some  idea  of  what  type  of  tuberculosis  re- 
mains unsupervised  in  the  community.  The 
final  diagnosis  and  determination  of  clinical 
status,  obviously,  is  reached  by  thorough  study 
by  all  accepted  methods  through  effective  follow- 
up. In  other  words,  the  survey  points  to  the 
need  for  effective  follow-up.  Effective  follow-up 
implies  nursing  visits  and  study  of  the  patients 
by  all  the  methods,  including  additional  clinical, 
x-ray,  and  laboratory  study,  in  order  to  reach  a 
final  definite  diagnosis. 

Summary 

1.  A total  adult  population  chest  x-ray  survey 
of  Niagara  Falls  was  completed  in  eight  weeks, 
during  which  52,137  individuals  were  x-rayed,  of 
whom  99  per  cent  were  fifteen  years  of  age  or 
older. 

2.  It  is  estimated  that  75.4  per  cent  of  the 
resident  adults  eligible  for  x-rays  were  examined. 

3.  The  highest  percentage  of  adults  x-rayed 
was  in  the  age  group  fifteen  to  twenty-five  and 
the  lowest  in  those  over  forty-five.  The  largest 
number  of  individuals  examined  was  in  the  age 
group  twenty-five  to  forty-four. 

4.  In  all  age  groups,  more  males  than  females 
were  x-rayed. 

5.  On  the  basis  of  survey  film  interpretations, 


481,  or  0.9  per  cent,  of  the  films  showed  evidence 
suggestive  of  definite  or  suspected  tuberculosis. 
Of  these,  150,  or  0.29  per  cent  of  the  total  x-rayed, 
were  considered  tentatively  to  have  probably 
active  tuberculosis.  The  rate  of  probably  active 
tuberculosis  was  twice  as  high  among  males  as 
among  females. 

6.  In  both  sexes  and  in  all  the  age  groups,  the 
rate  of  probably  active  tuberculosis  was  highest 
among  males  forty-five  years  of  age  or  older. 
This  emphasizes  the  seriousness  of  the  problem 
among  older  males  and  points  to  the  need  for  in- 
creasing all  efforts  to  x-ray  the  chests  of  all  indi- 
viduals in  this  high  prevalence  group. 

7.  Only  12,  or  8 per  cent,  of  the  probably  ac- 
tive cases  had  been  reported  previously;  the 
remainder,  or  138,  therefore,  were  new  to  the 
Health  Department. 

8.  By  stage  of  disease,  the  probably  active 

cases  were  classified  as  follows:  minimal,  79 

per  cent;  moderately  advanced,  19  per  cent;  far 
advanced,  2 per  cent. 

9.  Nontuberculous  intrathoracic  conditions 
were  diagnosed  in  630  individuals,  for  a rate  of 
1.2  per  cent.  Of  these,  389,  or  0.8  per  cent,  were 
suggestive  of  heart  disease,  and  169,  or  0.3  per 
cent,  of  pulmonary  fibrosis.  In  17  films,  abnor- 
mal shadows  were  found  which  were  interpreted 
as  probably  being  due  to  intrathoracic  tumor. 

10.  Industrial  employes  showed  a higher  rate 
of  probably  active  tuberculosis  for  both  sexes, 
and  this  was  more  pronounced  in  males  than  in 
females. 

11.  Follow-up  14-  by  17-inch  film  examinations 
were  possible  during  the  survey  for  69  per  cent  of 
the  persons  whose  survey  films  showed  definite  or 
suspected  tuberculosis.  Of  the  320  persons  x- 
rayed  on  14-  by  17-inch  films,  whose  survey  films 
showed  definite  tuberculosis,  the  large  films 
showed  agreement  in  294  cases,  or  92  per  cent. 
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ALTHOUGH  diarrhea  of  the  newborn  was  not 
reportable  in  New  York  State  until  the 
middle  of  1946,  a total  of  28  nursery  epidemics 
came  to  the  attention  of  the  State  Department  of 
Health  during  the  six-year  period,  1942  through 
1947.  There  were  618  ill  infants  with  62  deaths. 
These  data  are  known  to  be  incomplete. 

Because  of  the  continuing  development  of  such 
epidemics,  the  need  for  a control  program  seemed 
evident.  The  clinical  manifestations  which  were 
grossly  similar  in  the  various  outbreaks  were  con- 
ceivably due  to  a variety  of  causative  agents  in 
the  light  of  past  experience.  The  mechanism  of 
spread  sometimes  seemed  evident  but  often  was 
not  detectable  through  epidemiologic  study. 
The  mortality  rate  in  the  various  outbreaks 
varied  from  0 to  50  per  cent  with  inadequate 
criteria  for  prediction  of  the  ultimate  outcome. 
Thus,  any  approach  to  control  had  to  be  partly 
specific  and  partly  general  and  aimed  at  prevent- 
ing the  introduction  and  spread  of  infection  in 
hospital  nurseries.  The  adoption  and  applica- 
tion of  minimum  standards  for  nursery  care  of 
newborn  infants  was  the  logical  answer  to  the 
problem  in  the  light  of  current  knowledge. 

The  standards  adopted  by  the  Public  Health 
Council  were  based  on  the  following: 

1.  Epidemiologic  studies  in  New  York  State 
and  elsewhere. 

2.  Recommendations  of  the  American  Acad- 
emy of  Pediatrics,  Committee  on  Fetus  and 
Newborn. 

3.  Children’s  Bureau  recommendations. 

4.  Michigan  Health  Department’s  extensive 
research  program  on  diarrhea  of  the  new- 
born. 

5.  Medical  Society  of  the  State  of  New  York, 
Council  Committee  on  Public  Health  and 
Education. 

6.  Hospital  association  representatives. 

7.  Laboratory  studies  of  formula  sterilization. 
S.  Individual  consultants  from  many  fields  of 
interest. 

Briefly,  the  standards  now  embodied  in  the 
Sanitary  Code  require  terminal  “sterilization” 

Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Public 
Health,  Hygiene,  and  Sanitation,  May  5,  1949. 

* This  presentation  is  a progress  report,  and  the  intro- 
ductory remarks  are  merely  a summary  of  more  detailed 
discussions  given  elsewhere. 


of  the  formula  in  individual  feeding  bottles  with 
nipple  and  cap  attached,  certain  principles  of 
isolation,  the  use  of  the  “suspect”  nursery  system 
for  observing  infants  with  suspicious  signs  of  ill- 
ness, individual  care  for  each  infant  with  his  own 
equipment,  careful  handwashing  by  physicians 
and  nurses  after  coming  in  contact  with  any  in- 
fant, adequate  space  for  nursing  care,  adequate 
numbers  of  nursing  personnel,  and  a limit  on  the 
number  of  infants  in  each  nursery. 

The  regulations  are  brief  and  allow  for  consid- 
erable flexibility  in  their  application.  Detailed 
standards  were  not  utilized  because  upstate 
hospitals  and  maternity  homes  vary  in  bassinet 
census  from  two  to  more  than  70  and  must  meet 
the  minimum  standards  with  existing  facilities 
and  community  resources.  The  regulations  have 
been  the  subject  of  favorable  editorial  comment, 
have  been  approved  of  by  the  individual  members 
of  the  American  Academy  of  Pediatrics,  Com- 
mittee on  Fetus  and  Newborn,  and  have  been 
sent  by  this  committee  to  its  subcommittees  in 
other  states  and  in  certain  territories  with  the  sug- 
gestion that  similar  legislation  be  secured.  Thus, 
the  New  York  State  program  has  emerged  as  an 
effort  attracting  national  attention.  Its  success 
or  failure  depends  on  the  medical,  nursing,  and 
administrative  staff  of  each  hospital  in  the  up- 
state area. 

Initiation  of  the  Program 

During  the  last  nine  months  of  1948,  the 
Medical  Society  of  the  State  of  New  York  and  the 
State  Department  of  Health  jointly  sponsored  an 
educational  program  to  acquaint  hospital  ad- 
ministrators, physicians,  and  nurses  with  the 
newly  adopted  standards  and  to  point  out  various 
feasible  ways  of  meeting  the  requirements  of  the 
Sanitary  Code  which  became  effective  January 
1,  1949.  Letters  of  explanation,  reprints,  sug- 
gested procedures,  and  questionnaires  planned  as 
means  of  self-evaluation  were  distributed . Eleven 
regional  institutes  were  held  which  were  attended 
by  982  administrators,  practicing  physicians, 
nurses,  and  health  officers.  Consultation  was 
given  by  a hospital  nurse  consultant  and/or  an 
epidemiologist  in  approximately  120  hospitals. 
A series  of  newspaper  and  radio  announcements 
were  released  to  acquaint  the  communities  with 
the/impending  changes  and  the  ways  in  which 
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they  could  assist  their  hospitals.  The  emphasis 
throughout  has  been  on  simplification  of  tech- 
nics, use  of  existing  equipment,  and  careful  study 
of  each  hospital’s  problem  to  avoid  expenditures 
beyond  the  hospital’s  needs  and  the  commu- 
nity’s resources. 

Scope  and  Magnitude  of  the  Hospitals’ 
Problems 

As  crude  measures  of  the  scope  and  magnitude 
of  the  hospitals’  problems,  data  collected  in 
1948  through  questionnaires  from  224  or  99 
per  cent  of  the  226  upstate  hospitals  and  mater- 
nity homes  with  nurseries  for  newborn  infants  can 
be  quoted.  The  purpose  here  is  to  illustrate 
certain  gross  needs  in  the  total  upstate  hospital 
group.  No  attempt  has  been  made  to  break  the 
data  down  according  to  certain  subclassifications 
of  hospitals.  No  criticism  is  intended  of  hos- 
pitals which  were  in  their  overcrowded  and  under- 
staffed status  due  to  the  increasing  demand  for 
hospital  deliveries.  Many  hospitals  were  doing 
a splendid  job  of  maintaining  precautions  for 
protection  of  the  newborn  before  the  control 
program  was  inaugurated. 

If  certain  of  the  requirements  of  Regulation 
35  are  used,  the  status  of  the  224  hospitals  can  be 
summarized  as  follows  (Table  1). 

From  this  tabulation  it  can  be  seen  that  over- 
crowding, understaffing,  lack  of  handwashing 
facilities,  equipment  and  bathing  and  dressing 
tables  common  to  several  infants  in  a nursery, 
and  lack  of  protection  afforded  by  terminal  heat- 
ing of  formulas  were  problems  of  considerable 
magnitude  in  the  224  hospitals. 

Transition  Period 

When  the  Public  Health  Council  adopted  the 
new  standards,  it  was  with  the  full  realization 
that  reconstruction  is  costly  and  time-consuming 
and  that  additional  nurses  cannot  be  trained  and 
employed  overnight.  For  these  reasons,  provi- 
sion was  made  to  defer  enforcement  of  the  require- 


ments specifying  floor  space  allowances,  maxi- 
mum number  of  infants  per  nursery,  and  maxi- 
mum number  of  infants  to  be  given  care  by  one 
nurse  until  January  1,  1951,  if  the  hospital  ad- 
ministrator and  the  responsible  health  officer 
agreed  that  such  were  necessaiy. 

Up  to  the  present  time  108  hospitals  have  been 
granted  deferments  to  the  average  space  require- 
ments for  each  infant.  Of  these  53,  or  49  per 
cent,  asked  for  a maximum  deferment  of  two 
years,  although  several  have  definite  building 
programs  underway  or  financially  assured. 
The  remaining  55,  or  51  per  cent,  are  making  the 
necessary  changes  in  less  than  two  years. 

In  addition,  84  have  been  granted  deferments 
to  the  requirement  that  no  nursery  shall  house 
more  than  12  infants.  Of  these  40,  or  47.7  per 
cent,  were  for  the  maximum  deferment  of  two 
years. 

Finally,  68  have  been  granted  deferments  to 
the  requirement  that  no  nurse  shall  give  care  to 
more  than  12  infants.  Of  these,  36  or  52.9  per 
cent,  were  for  the  maximum  deferment  of  two 
years. 

Thus,  about  50  per  cent  of  the  hospitals 
granted  deferments  of  any  type  have  arranged 
already  to  be  in  complete  compliance  in  less  than 
two  years.  Many  other  hospitals  made  the 
necessary  changes  before  last  January. 

It  should  be  pointed  out  that  many  of  these 
situations  requiring  deferments  were  borderline, 
and  the  hospitals  requested  deferments  as  pre- 
cautionary measures.  The  attitudes  of  the 
hospital  administrators  and  medical  and  nursing 
staffs  have  been  splendid.  Excellent  cooperation 
has  been  an  almost  universal  experience  for  those 
of  us  who  have  been  working  with  the  hospitals 
during  the  last  year.  Many  hospitals  have 
made  outstanding  efforts  not  only  to  meet  the 
minimum  standards  but  also  to  include  in  their 
nursery  policy  and  procedures  additional  de- 
tailed recommendations  of  the  American  Acad- 
emy of  Pediatrics. 


TABLE  1. — Status  of  224  Hospitals 


Number 

Number 

Per  Cent 

Meeting 

Not  Meeting 

Not  Meeting 

Requirement 

Requirement 

Requirement 

Total 

Requirement 

Nurse-baby  ratio  of  1:12  around  the  clock 

150 

74 

224 

33. 

.0 

24  square  feet  of  floor  space  per  infant  or  cubicles 

77 

147 

224 

65 

.6 

Not  more  than  12  infants  per  nursery 

111 

101 

222 

45 

.4 

Intercommunicating  nurseries  prohibited 

193 

28 

221 

12 

.7 

Isolation  facilities — permanent  or  temporary 

209 

8 

217 

3 

.7 

Individual  equipment  for  each  infant  except  for  weighing  scales 

105 

118 

223 

52 

.8 

No  common  carriers  for  bassinets 

143 

80 

223 

35 

.9 

Handwashing  facilities  in  all  nurseries 

166 

57 

223 

25, 

.6 

Formula  in  individual  feeding  bottle  at  time  of  preparation  with 

nipple  and  cap  attached 

176 

46 

222 

20 

.7 

Terminal  heating  of  formula 

93 

128 

221 

57. 

.8 

Bulk  storage  of  formula  prohibited 

170 

54 

224 

24, 

, 1 

Separate  nurses  for  sick  and  well  infants 
“Individual  care”  of  infants 

191 

32 

223 

14 

3 

100 

123 

223 

55. 

2 

Common  bath  table  prohibited 
Common  dressing  table  prohibited 

99 

123 

222 

55, 

.4 

100 

123 

223 

55. 

.2 
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Future  Policies 

Having  passed  through  this  initial  educational 
effort  and  the  period  of  change-over  in  the  hos- 
pitals as  far  as  it  has  progressed,  what  of  the 
future?  The  enforcement  of  the  minimum  stand- 
ards for  nursery  care  in  each  hospital  is  now  the 
responsibility  of  the  full-time  health  officer  or 
commissioner  of  the  city,  county,  or  district 
within  whose  jurisdiction  the  hospital  is  located. 
Every  effort  will  be  made  to  continue  the  pro- 
gram on  an  educational  level.  In  so  doing  at 
least  three  resources  will  be  utilized  beyond  those 
locally  available  through  the  health  officer: 
(1)  consultation  services  from  the  State  Depart- 
ment of  Health  and  (2)  distribution  of  appro- 
priate manuals  of  recommended  procedures.  For 
example,  the  newly  adopted  official  manual  of 
recommendations  for  care  of  the  newborn  pub- 
lished by  the  American  Academy  of  Pediatrics  is 
being  sent  to  every  hospital  and  every  health 
officer  who  will  be  working  with  these  hospitals. 
(3)  A demonstration  and  training  center  has 
just  been  organized  in  the  Brady  Maternity 
Hospital  in  Albany.  This  training  center  will  be 
utilized  first,  to  give  public  health  nurses,  who  will 
be  working  with  hospitals,  and  health  officers 
actual  experience  in  carrying  out  simplified  tech- 
nics and  meeting  the  Sanitary  Code  requirements ; 
second,  to  give  short-term  intensive  training  to 
nurses  from  hospitals  in  need  of  assistance,  and 
third,  to  demonstrate  to  health  officers  and  other 
physicians  the  recommended  procedures  in  actual 
practice.  This  center  is  designed  to  meet  an 
immediate  need  and  will  not  be  a substitute  for 
the  long-term  training  so  desirable  for  well- 
trained  supervisory  personnel. 

Evaluation 

It  is  impossible  at  this  time  to  evaluate  the 
long-range  results  of  this  control  program.  Ap- 
proximately a year  has  elapsed  since  the  initia- 
tion of  the  educational  program  described.  There 
were  two  epidemics  in  progress  last  May,  1948, 
when  the  regional  institutes  were  being  held. 
In  July,  1948,  there  was  one  bizarre  explosive 
outbreak  which  was  confined  to  breast-fed  in- 
fants and  was  self-limiting  and  nonfatal.  The 
same  hospital  recently  had  another  nonfatal  out- 
break. No  epidemics  have  been  reported  from 
the  other  225  hospitals  and  maternity  homes  in 
the  past  twelve  months.  No  lasting  importance 
can  be  attached  to  this  analysis  at  present. 
Similar  epidemic-free  periods  have  occurred  in  the 
past.  At  present,  it  can  be  said  only  that  the 
situation  appears  encouraging.  If  it  remains 
favorable,  it  will  be  the  result  of  a continuation  of 
the  wholehearted  cooperation  of  administrators, 
physicians,  nurses,  and  health  department  per- 


sonnel which  has  been  so  evident  up  to  the  present 
time. 

Discussion 

Harold  Abramson,  M.D.,  New  York  City. — It  is 
indeed  a pleasure  to  discuss  Dr.  Trussell’s  progress 
report  on  the  New  York  State  Department  of 
Health’s  program  for  the  prevention  of  diarrheal 
disorders  among  newborn  infants  in  obstetric  nurs- 
eries. The  planning  and  effort  involved  in  con- 
ducting such  a campaign  is  considerable.  Almost 
fifteen  years  have  elapsed  since  the  attention  of 
public  health  workers  was  first  called  to  the  preva- 
lence of  fatal  diarrhea  in  newborn  infants.  Since 
that  time,  interest  has  heightened  in  the  problems 
of  newborn  infants  and  in  the  improvement  of  their 
medical  and  nursing  care.  Sanitary  Code  regula- 
tions have  been  rapidly  enacted  placing  the  conduct 
of  maternity  and  newborn  nursery  services  under 
the  direct  jurisdiction  of  local  and  state  health  de- 
partments. Suggested  standards  have  also  been 
advanced  by  various  national  health  organizations. 
In  the  main,  these  regulations  and  standards  have 
sought  to  establish  practical  methods  of  medical 
and  nursing  procedure  and  to  prescribe  certain 
minimal  physical  requirements  and  equipment  to 
insure  the  safety  of  mothers  and  their  babies  in 
hospitals  giving  lying-in  care. 

It  will  be  noted  that  regulation  of  maternity 
services  had  its  origin  in  cities  such  as  New  York 
and  Chicago.  From  this  broad  local  base,  super- 
vision has  pyramided  with  separate  laws  of  control 
at  the  state  level.  These  codes  have  been  topped 
by  suggested  standards  circularized  by  national 
organizations  such  as  the  American  Academy  of 
Pediatrics  and  the  Children’s  Bureau.  A joint 
committee  of  the  American  Hospital  Association 
and  the  American  Public  Health  Association  is  now 
also  engaged  in  forming  for  distribution  suggested 
minimal  recommendations  for  the  control  of  infec- 
tion among  newborn  infants  in  hospitals.  Still 
another  committee  of  the  American  Hospital  Asso- 
ciation is  attempting  to  standardize  formula  prepa- 
ration procedures. 

With  this  multiplicity  of  regulations,  suggested 
standards,  and  committees,  the  thought  arises  that 
perhaps  the  eventual  over-all  result  will  be  one  of 
confusing,  rather  than  clarifying  the  basic  principles 
underlying  the  care  of  the  newborn.  The  problem 
could  perhaps  be  approached  more  efficiently  by 
setting  up  a central  advisory  committee  of  interested 
national  health  organizations  to  draw  up  acceptable 
basic  standards  and  to  coordinate  the  efforts  of  the 
separate  committees.  A vertical  organization  would, 
therefore,  be  established  representing  the  best 
thoughts  on  the  problem.  Following  the  formula- 
tion of  standards  at  the  national  level,  the  material 
could  be  adapted  for  use  at  the  state  level  and 
finally  tailored  to  suit  needs  at  the  local  level. 

Furthermore,  it  has  been  our  experience  that  the 
various  plans  that  have  been  advanced  seem  re- 
stricted in  scope  and  place  main  emphasis  on  the 
control  of  the  diarrheal  diseases  of  newborn  infants. 
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The  prevalence  of  infection,  such  as  sepsis,  impetigo, 
respiratory  disorders,  and  thrush  seems  to  have  been 
overlooked.  In  addition,  the  special  problem  of  the 
premature  infant  has  not  been  brought  to  the  fore. 
The  care  of  mothers  is  also  not  sufficiently  stressed. 

It  would  appear  that  more  comprehensive  pro- 
grams are  in  order.  The  projects  should  have  hori- 
zontal, bilateral  extensions  to  include  the  prenatal 
care  of  mothers  at  one  extreme  and  the  postpartum 
care  and  follow-up  of  mothers  and  their  babies  at 
the  other  extreme.  In  between,  the  goal  to  be 
achieved  is  the  safe  routing  of  mothers  and  babies 
through  the  hospitals.  The  psychologic  relation- 
ship between  mother,  baby,  and  father  should  be 
borne  in  mind  to  maintain  the  family  unit.  Whether 
the  small  nursery  unit  or  the  rooming-in  system  of 
care  is  best  suited  to  achieve  this  end  must  be  left 
to  the  test  of  time.  At  any  rate,  with  early  ambula- 
tion, the  mother  should  participate  more  and  more 
in  the  care  of  her  infant  in  the  hospital. 

A modern  and  completely  equipped  physical  plant 
is,  of  course,  desirable.  But  even  more  important  is 
the  establishment  of  safe,  practical,  and  closely 
supervised  medical  and  nursing  policies  and  pro- 
cedures. As  has  been  indicated  by  Dr.  Trussed, 
the  continued  training  of  physicians,  nurses,  and 
other  hospital  personnel  in  the  care  of  mothers  and 
babies  should  be  weighted  heavily.  It  has  been  our 
experience  in  New  York  City  that  there  are  two 
items  of  paramount  importance  that  cannot  be 
spelled  out  or  written  into  any  code  or  system  of 


standards.  They  are  an  understanding  of  the  quality 
of  care  and  the  art  of  its  administration.  It  is  here 
that  education  plays  so  important  a role.  This 
phase  of  the  project  is  one  of  long-term  instruction 
and  training. 

One  would  be  remiss  if  one  failed  to  include  in 
this  discussion  the  need  for  better  methods  of  study 
and  differentiation  of  the  diarrheal  disorders  of  the 
newborn,  as  well  as  other  communicable  disorders  to 
which  newborn  infants  are  peculiarly  susceptible. 
Main  reliance  in  the  differentiation  of  the  diarrheal 
diseases  must  at  present  be  based  on  clinical  criteria. 
The  cases  must,  furthermore,  always  be  considered 
in  relationship  to  possible  points  of  origin  of  infec- 
tion and  methods  of  spread.  Postmortem  examina- 
tions should  be  more  thorough. 

Except  in  instances  of  infection  by  organisms  of 
the  Salmonella  or  Shigella  groups,  present  bacterio- 
logic  procedures  offer  no  aid  in  diagnosis.  There  are 
a limited  number  of  laboratories  that  can  carry  out 
virus  studies  of  the  type  required  in  investigations 
of  the  diarrheal  diseases.  The  few  reports  that  have 
been  published  thus  far  have  not  conclusively  indi- 
cated a causal  relationship  of  outbreaks  to  the 
agents  isolated.  Progress  in  the  prevention  and 
control  of  the  diarrheal  diseases  will  be  impeded 
until  suitable  laboratory  technics  are  evolved  for 
differential  diagnosis.  In  the  future,  projects  de- 
signed to  control  the  spread  of  diarrheal  and  other 
infections  in  newborn  infants  should  provide  for 
adequate  laboratory  investigations. 
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CEREBRAL  palsy  has  been  defined  as  “a 
group  of  conditions  which  affect  the  control 
of  the  voluntary  motor  system  and  which  have 
their  origin  in  lesions  of  various  parts  of  the 
brain.”1  The  symptoms  have  been  classified 
under  five  categories,  namely,  spasticity,  athe- 
tosis, ataxia,  rigidity,  and  tremors.  It  has  been 
estimated  that  approximately  one  third  of  the 
cases  are  associated  with  mental  deficiency.  The 
extent  of  involvement  and  the  degree  of  functional 
loss  vary  considerably  among  the  afflicted  per- 
sons. Formerly,  the  condition  was  looked  upon 
as  one  of  hopeless  invalidism,  and  unfortunately 
both  patients  and  families  harbored  a sense  of 
shame  in  connection  with  it.  More  recently, 
great  claims  have  been  made  regarding  remark- 
able results  which  might  be  achieved  with  cere- 
bral palsy  patients  if  only  the  necessary  personnel 
and  facilities  were  made  available.  As  a result, 
there  have  appeared  many  arbitrary  statements 
regarding  the  needs  of  cerebral  palsy  patients 
and  the  responsibility  of  official  and  voluntary 
agencies  at  the  State  and  local  levels  to  meet  these 
needs.  Unfortunately,  there  have  been  little 
data  available  regarding  the  indicated  scope  and 
the  actual  potentialities  of  any  large-scale  pro- 
gram. 

Perlstein  has  estimated  that  seven  persons  with 
cerebral  palsy  are  born  every  year  for  each 
100,000  of  the  population,  and  that  six  of  these 
survive  past  the  sixth  year  of  life.2  This  formula 
cannot  be  considered  as  generally  applicable 
because  no  supporting  data  have  ever  been  pub- 
lished and  because  it  does  not  take  into  considera- 
tion the  age  distribution  of  the  population  and 
other  factors  which  affect  the  birth  rate. 

During  the  latter  half  of  1948,  a survey  was 
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conducted  in  Schenectady  County  for  the  purpose 
of  more  clearly  defining  the  problem  of  cerebral 
palsy  with  reference  to  its  incidence  and  preva- 
lence, variations  in  morphologic  and  functional 
types,  sociologic  aspects,  and  special  needs  for 
medical  and  related  services.  This  survey  was 
carried  out  by  the  New  York  State  Department 
of  Health,  with  the  State  Departments  of  Mental 
Hygiene,  Education,  and  Social  Welfare  serving 
in  an  advisory  capacity.  Extra  funds  were  made 
available  by  the  Joint  Legislative  Committee  to 
Study  the  Problem  of  Cerebral  Palsy.  Many 
Schenectady  City  and  County  official  and  volun- 
tary agencies  cooperated  by  making  their  records 
on  cerebral  palsy  patients  available  to  the  survey 
staff.  Foremost  among  these  was  the  Eastern 
New  York  Orthopedic  Hospital-School,  popularly 
known  as  Sunny  View,  which  also  provided  the 
facilities  for  the  special  clinics  held  in  connection 
with  the  study. 

The  purpose  of  this  article  is  to  highlight  some 
of  the  findings  of  the  Schenectady  County  survey 
and  to  point  out  the  scope  of  the  State  program 
during  the  current  fiscal  year. 

Schenectady  County  Survey 

Prevalence  Study. — The  study  of  prevalence  of 
cerebral  palsy  in  Schenectady  County  was  con- 
ducted in  two  steps.  First,  all  cases  known  to 
any  medical  or  welfare  agency  at  the  State  or 
local  level  were  collected  in  a roster  of  known 
cases.  In  addition,  questionnaires  were  sent 
to  each  of  the  physicians  practicing  in  the  County, 
inquiring  of  cases  of  cerebral  palsy  known  to 
them.  All  the  names  obtained  from  these  vari- 
ous sources  were  checked  for  duplications.  Each 
unduplicated  case  was  then  checked  to  ascertain 
whether  the  named  person  was  still  residing  in  the 
County. 

This  procedure  revealed  that  a total  of  125 


TABLE  1. — Prevalence  of  Cerebral  Palst-  According  to  Age 


. Reported  Cases 

in  County — - 

—*  Discovered  - 

Estimated  Cases 

in  County- 

Prevalence 

Cases  in 

Prevalence 

Age 

Population* 

Number 

Ratef 

Canvass  Area 

Number 

Ratef 

All 

137,488 

125 

90.9 

14 

209 

152.0 

Under  5 

12,751 

16 

125.5 

3 

34 

266.6 

5-9 

9,311 

41 

440.3 

3 

59 

633.7 

10-14 

7,103 

18 

253.4 

3 

36 

506.8 

15-19 

8,928 

10 

112.0 

1 

16 

179.2 

20-24 

11,031 

15 

136.0 

2 

27 

244.8 

25-34 

25,293 

19 

75.1 

0 

19 

75.1 

35  and  over 

63,071 

6 

9.5 

2 

18 

28.5 

* As  of  July  1,  1948,  total  population  estimated  by  Office  of  Vital  Statistics,  New  York  State  Department  of  Health.  Age 
distribution  is  that  found  in  sample  population  comprising  16.4  per  cent  of  estimated  total  population, 
t Per  i 00, 000  population. 
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patients  with  a diagnosis  of  cerebral  palsy  were 
known  to  be  residing  in  the  County  at  the  time  of 
the  survey.  As  the  Schenectady  County  popu- 
lation in  1948  was  estimated  at  137,000,  the 
prevalence  rate  of  known  cases  is  91  per  100,000 
population  (Table  1). 

The  second  step  was  a canvass  of  a representa- 
tive sample  of  the  population  for  the  purpose  of 
uncovering  cases  not  known  to  any  physician  or 
agency.  In  the  City  of  Schnectady  and  in  the 
adjacent  villages  of  Scotia,  South  Schenectady, 
and  Carman,  the  original  canvass  plan  included 
every  fourth  house  or  apartment.  In  the  rural 
areas  of  the  County,  patches  of  territory  corre- 
sponding to  about  25  per  cent  of  each  township 
were  selected  at  random,  and  all  dwellings  within 
each  patch  were  included  in  the  plan. 

A staff  of  18  medical  students  was  recruited 
during  their  summer  vacations  for  the  purpose  of 
interviewing  the  families  residing  in  the  selected 
houses.  The  prepared  questions  were  broad  in 
scope  and  were  designed  to  discover  all  persons 
who  might  possibly  have  cerebral  palsy.  The 
exact  determination  of  the  diagnosis  was  left  to 
subsequent  medical  examination. 

Because  the  medical  students  were  available 
only  during  the  summer  months,  it  was  not  possi- 
ble to  cover  the  total  of  25  per  cent  of  the  popula- 
tion called  for  in  the  original  plan.  However,  the 
investigation  obtained  adequate  information  con- 
cerning 22,528  persons,  or  16.4  per  cent  of  the 
estimated  total  population.  Because  of  its  ran- 
dom method  of  selection,  this  sample  was  con- 
sidered sufficiently  large  to  be  representative  of 
the  total  County  population.  The  age  distribu- 
tion of  individuals  in  the  canvassed  groups  did 
not  differ  in  any  significant  way  from  that  of 
Schenectady  County’s  population  as  recorded 
in  the  1940  census  and  was  also  essentially  similar 
to  that  of  New  York  State.  The  representativity 
of  this  16.4  per  cent  sample  was  further  indicated 
by  the  fact  that  the  canvassed  area  was  found  to 
include  the  residences  of  20,  or  16  per  cent,  of  the 
125  already  known  cerebral  palsy  cases. 

Fourteen  cerebral  palsy  persons  not  previously 
known  as  such  to  any  of  the  physicians  or  agencies 
cooperating  in  the  study  were  discovered  by  the 
investigators,  the  exact  diagnosis  being  confirmed 
by  later  medical  examination.  If  the  sample  is 
truly  representative,  it  can  be  assumed  that,  had 
the  entire  county  been  canvassed,  a total  of  six 
times  that  number,  or  84  previously  unknown 
cases  of  cerebral  palsy,  would  have  been  found. 
Therefore,  the  estimate  for  the  total  number  of 
cerebral  palsy  cases  in  the  County  is  125  known, 
plus  84  unknown  cases,  or  209  cases  in  all.  This 
is  equivalent  to  a prevalence  rate  of  152  per 
100,000  population. 

A puzzling  feature  of  the  age  distribution  of 


known  cerebral  palsy  cases  is  the  relatively  low 
prevalence  in  the  first  few  years  of  life.  One 
would  ordinarily  expect  that  a condition  which  is 
most  often  congenital  would  be  found  with 
maximum  frequency  in  the  group  under  five  years 
of  age.  If  all  cases  were  diagnosed  and  reported 
during  the  first  year  of  life,  the  prevalence  would 
be  highest  at  age  one  and  would  decrease  in  sub- 
sequent years  in  proportion  to  whatever  excess 
mortality  exists  among  cerebral  palsy  patients 
as  compared  with  all  other  individuals.  Yet, 
the  maximum  prevalence  of  known  cases  in  this 
survey  was  found  in  ages  five  through  nine  years, 
in  which  the  rate  was  440  per  100,000  population 
of  that  age.  The  rate  among  children  under  five 
years  was  only  126  per  100,000,  or  less  than  one 
third  as  great. 

The  most  apparent  explanation  for  this  differ- 
ence is  that  a high  proportion  of  cerebral  pals}- 
cases  are  either  not  diagnosed  or  not  reported  to 
any  medical  agency  during  the  first  five  years  of 
life.  Diagnosis  at  ages  under  one  year  is  difficult. 
Parents  often  ignore  or  minimize  any  neuro- 
muscular difficulties  which  they  may  notice  in 
the  infant  in  the  hope  that  he  will  outgrow  them, 
or,  on  the  other  hand,  may  try  to  shield  the  child 
from  any  public  agency  because  of  a sense  of 
shame.  Yet,  the  attempt  made  in  this  survey  to 
discover  such  cases  wras  only  partly  successful. 
The  survey  did  uncover  three  newr  cases  in  each 
of  the  younger  age  groups,  under  five  years,  five 
to  nine  years,  and  ten  to  fourteen  years.  How- 
ever, when  the  total  number  of  cases  was  esti- 
mated for  each  age  group,  the  deficiency  of 
cases  in  the  youngest  age  group  wras  not  signifi- 
cantly offset.  The  prevalence  rate  for  total 
estimated  cases  in  the  “under  five”  group  wras  267 
per  100,000,  still  less  than  half  that  for  the  five-to- 
nine-year  group  which  was  634. 

In  establishing  the  criteria  for  the  diagnosis  of 
cerebral  palsy  for  the  purpose  of  this  study,  it  was 
decided  to  limit  this  designation  to  those  patients 
whose  symptoms  had  been  manifested  before  the 
age  of  twelve.  An  analysis  was  made  to  deter- 
mine the  relative  incidence  of  congenital  causes  of 
cerebral  palsy  and  of  postnatal  causes  such  as 
meningoencephalitis  or  trauma.  Information 
regarding  the  time  of  onset  of  the  symptoms  and 
the  relationship  to  any  postnatal  factor  was  avail- 
able for  121  patients.  Of  these,  only  ten,  or 
8.3  per  cent,  had  a history  of  manifestations  of 
cerebral  palsy  appearing  subsequent  to  cerebral 
trauma  or  to  an  infectious  disease  suggesting 
meningoencephalitis.  In  nine  of  these  ten 
cases,  the  causative  factor  appeared  after  the 
fifth  year.  In  the  remaining  111  cases,  the  symp- 
toms appeared  at  birth  or  within  the  first  six 
months. 

When  the  prevalence  data  were  corrected  by 
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omitting  cases  developing  postnatally,  there  was 
still  a marked  discrepancy  between  the  prevalence 
of  congenital  cases  under  five  years  and  those 
between  five  to  nine  years.  The  rates  per  100,000 
population  were  251  and  591,  respectively. 
It  appears  that  the  figure  of  591  per  100,000,  or 
5.9  per  1,000,  is  close  to  the  true  incidence  of  the 
disease  among  newborn  infants  gnd  that  the 
lower  figure  for  prevalence  in  the  under-five  group, 
is  observed  only  because  of  failure  to  detect 
cases  despite  the  direct  type  of  survey  conducted 
in  Schenectady  County. 

The  Socioeconomic  Aspects.- — The  families  of 
104  patients  with  cerebral  palsy  were  visited  by 
trained  medical  social  workers  for  the  purpose  of 
determining  the  social  and  economic  background 
in  which  cerebral  palsy  occurred  and  the  effect 
of  the  disease  upon  the  adjustment  of  the  patient 
to  his  disability  and  to  his  environment.  For 
the  purpose  of  obtaining  control  data,  similar 
interviews  were  held  with  an  additional  109 
families,  30  of  which  had  no  physically  handi- 
capped member  and  79  of  which  had  one  or  more 
members  with  a handicapping  defect  other  than 
cerebral  palsy. 

Analysis  of  . the  economic  status  of  the  families 
revealed  that  cerebral  palsy  was  no  respecter  of 
economic  level  and  that  the  financial  resources  of 
the  cerebral  palsy  families  were  similar  to  those 
of  both  control  groups.  The  occupations  of  the 
chief  wage-earners  and  the  educational  back- 
grounds of  both  parents  were  likewise  similar  in 
distribution  in  the  cerebral  palsy  and  the  control 
families.  In  general,  the  families  of  both  the 
cerebral  palsy  patients  and  the  families  with  other 
physical  handicaps  paid  somewhat  smaller 
amounts  for  monthly  rentals  than  did  the  so- 
called  “healthy”  families.  This  may  be  related 
to  the  large  portion  of  family  budgets  utilized 
for  the  care  of  disabled  members.  Even  many 
of  the  higher  income  group  reported  that  the 
costs  of  providing  care  for  the  cerebral  palsy 
patient  had  resulted  in  serious  strain  on  the  family 
economy. 

Only  22  per  cent  of  the  patients  with  cerebral 
palsy  who  were  five  years  of  age  or  older  were  or 
had  been  able  to  attend  regular  school  and  main- 
tain their  proper  grade.  Another  17  per  cent 
were  or  had  been  able  to  attend  regular  school  but 
had  fallen  two  or  more  years  behind  the  grade 
expected  for  their  chronologic  age.  Thirty- 
four  per  cent  of  the  patients  were  or  had  been 
assigned  to  special  school  classes  or  committed  to 
special  institutions  because  of  serious  mental 
or  physical  incapacity,  and  27  per  cent  had  never 
been  able  to  attend  any  school  whatsoever.  As 
would  be  expected,  adjustment  to  school  was 
related  to  the  severity  of  involvement.  Fifty- 
three  per  cent  of  those  with  mild  handicaps  were 


attending  or  had  attended  regular  school  in  their 
proper  grades  compared  to  only  13  per  cent  of 
those  with  severe  handicaps.  On  the  other  hand, 
only  6 per  cent  of  those  with  mild  handicaps  had 
never  been  able  to  attend  school,  contrasted  to 
35  per  cent  of  those  with  marked  handicaps. 

Regarding  employment,  21  per  cent  of  the 
cerebral  palsy  patients  over  twenty  years  of  age 
were  found  to  be  working  full  time,  17  per  cent 
part-time  or  irregularly,  and  62  per  cent  not  at 
all.  It  was  observed  by  the  interviewers  that 
employability  in  general  was  dependent  not  only 
upon  the  extent  and  degree  of  involvement  but 
also  upon  the  type  of  personality  and  emotional 
adjustment  to  the  disability.  There  were  several 
patients  with  considerable  loss  of  function  who 
were  able  to  make  useful  citizens  of  themselves, 
either  by  taking  care  of  households  or  by  manag- 
ing to  maintain  some  form  of  self-support.  In 
contrast,  there  were  several  persons  with  rela- 
tively slight  degrees  of  disability  who  could  not 
maintain  a degree  of  self-sufficiency  because  of  a 
severe  emotional  reaction  to  the  defect  or  because 
they  tended  to  use  the  defect  to  protect  them 
from  facing  the  realities  of  life. 

The  Clinical  Picture  of  Cerebral  Palsy. — An 
evaluation  was  made  regarding  the  extent  of 
involvement  and  degree  of  functional  loss  for 
those  cerebral  palsy  patients  appearing  on  the 
roster.  This  roster  contained  147  names,  in- 
cluding the  125  patients  who  had  been  known  to 
the  various  medical  and  welfare  agencies,  the 
14  newly  discovered  patients  encountered  during 
the  canvass  of  the  sample  area,  and  nine  addi- 
tional patients  who  became  known  to  the  staff 
during  the  course  of  the  survey  as  a result  of 
information  submitted  by  interviewed  persons. 
In  79  instances  the  evaluation  was  based  upon  a 
physical  examination  arranged  especially  for  this 
purpose  and  conducted  by  a physician  with 
special  training  in  cerebral  palsy.  Eight  evalua- 


TABLE  2. — Classification  of  132  Cerebral  Palsy 
Patients  and  Analysis  of  Spastic  and  Rigid  Cases  by 
Extent  of  Involvement 


Classification  of  132  Cerebral  Palsy  Patients  by  Major 
Manifestation 

Manifestation 

Number  of  Patients 

Spasticity 

72 

Rigidity 

16 

Athetosis 

17 

Ataxia 

18 

Indefinite 

9 

Total 

132 

Classification  of  70  Spastic  and  16  Rigid  Cases  by  Extent  of 
Involvement 

Spastic  Rigid 

Monoplegia 

2 0 

Paraplegia  (lower  extremity) 

14  0 

Hemiplegia 

37  9 

Quadriplegia 

19  7 

Total 

72  16 
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tions  were  made  by  the  patient’s  private  phy- 
sician. Forty-five  patients  did  not  have  special 
examinations,  but  sufficient  data  for  evaluation 
were  available  through  clinic  and  hospital  records 
or  from  sociologic  interviews  with  the  families. 
Twelve  patients  were  in  State  schools  for  the 
feeble-minded  and  one  patient  with  epilepsy  was 
in  Craig  Colony.  It  was  not  possible  to  obtain 
sufficient  data  for  an  evaluation  of  two  patients. 

The  data  are  presented  in  Table  2.  Of  the 
132  patients  on  whom  adequate  data  were  avail- 
able and  who  were  not  in  institutions,  72  showed 
spasticity,  16  rigidity,  17  athetosis,  and  18  ataxia. 
In  nine  instances,  no  specific  classification  could 
be  assigned.  Table  2 also  includes  an  analysis 
of  the  spastic  and  rigid  patients  according  to 
extent  of  involvement. 

Sixty-five,  or  45  per  cent,  of  the  145  patients 
were  considered  to  be  mentally  deficient  or  to  be 
so  severely  handicapped  as  to  be  unable  to  give 
evidence  of  satisfactory  intelligence.  Twelve  of 
these  were  in  institutions  for  the  feeble-minded, 
and  34  others  had  received  low  ratings  in  school 
psychometric  tests.  The  remaining  19  were 
rated  as  mentally  defective  because  of  serious 
retardation  at  school  or  obvious  lack  of  mental 
development.  It  is  quite  probable  that  in  some 
instances  patients  with  normal  intelligence  were 
unable  to  achieve  satisfactory  psychometric 
ratings  or  to  demonstrate  intelligent  behavior 
because  of  serious  physical  defects. 

All  of  the  145  patients  were  reviewed  from  the 
viewpoint  of  what  services  were  indicated  to  give 
the  patient  the  best  possible  chance  of  maximum 
improvement.  The  variety  of  services  needed  for 
cerebral  palsy  patients  is  extraordinarily  complex 
including  as  it  does  many  medical  and  other  pro- 
fessional specialties  in  a wide  range  of  outpatient, 
inpatient,  educational,  and  institutional  types  of 
care.  The  patients  studied  in  this  way  were 
grouped  into  three  categories:  (1)  those  who 

needed  no  services,  (2)  those  whose  needs  could 
be  met  while  they  lived  at  home,  and  (3)  those 
who  required  permanent  or  prolonged  institu- 
tional or  hospital  care.  The  data  are  summarized 
in  Table  3. 

1.  Thirteen,  or  9.0  per  cent,  of  the  145  eval- 


TABLE  3. — Number  of  Cases  Needing  no  Services, 
Ou  patient  Services,  or  Inpatient  Services  (by  Age) 


Type  of 
Services 

Total 

Under 

5 

5-9 

10-14 

15-19 

20 

Years 

Needed 

Patients 

years 

Y ears 

Years 

Years 

Over 

All 

145  (100%) 

17 

46 

21 

12 

49 

Inpatient 

Hospital, 

school 

12  (8.3%) 

2 

4 

2 

2 

2 

Custodial 

institu- 

tion 

27  (18.6%) 

2 

7 

5 

2 

ii 

Outpatient 

93  (64.1%) 

12 

34 

ii 

7 

29 

None 

13  (9.0%) 

1 

1 

3 

i 

7 

uated  patients  had  such  a slight  degree  of  handi- 
cap or  were  so  well-adjusted  that  they  did  not 
require  any  special  services. 

2.  Ninety-three,  or  64.1  per  cent,  of  the 
patients  were  believed  to  be  able  to  profit  by 
some  form  of  outpatient  service.  The  cerebral 
palsy  patient  considered  under  this  heading  is  one 
whose  family  can  provide  a suitable  home  con- 
dition for  him  and,  if  necessary,  can  assist  him  in 
taking  care  of  his  routine  personal  needs  and 
whose  physical  and  mental  condition  called  for 
such  services  as  periodic  examination  by  an 
expert  medical  team,  physiotherapy,  occupa- 
tional therapy,  brace  fitting,  speech  therapy, 
psychometric  testing  and  follow-up,  medical 
social  service,  and  vocational  training.  The 
availability  of  these  services  offers  the  patient  a 
chance  to  achieve  maximum  rehabilitation  while 
remaining  in  his  own  home  environment  and,  in 
many  instances,  allows  him  to  carry  out  activ- 
ities such  as  attending  school  and  obtaining 
vocational  training  or  actual  employment. 

As  indicated  in  Table  4,  in  almost  two  thirds 
of  the  cases  it  was  believed  that  such  outpatient 
services  might  best  be  combined  with  schooling 
for  patients  of  school  age  or  for  those  over  twenty 
years  of  age  in  need  of  vocational  training.  From 
the  psychologic  viewpoint,  it  was  felt  that,  wher- 
ever possible,  the  children  should  be  assigned  to 
regular  school  classes.  This  was  considered 
feasible  in  21  instances.  Special  classes,  because 
of  serious  mental  retardation  or  severe  physical 
handicap,  were  indicated  in  33  instances.  Special 
vocational  training  classes  were  indicated  for 


TABLE  4. — Tyre  of  Outpatient  Services  Needed  by  93  Cerebral  Palsy  Patients,  According  to  Age  Group 


Under  5 

5-9 

10-14 

15-19 

20  Years 

Total 

Years 

Years 

Years 

Years 

and  over 

All  Cases 

93 

12 

34 

11 

7 

29 

Outpatient  services  associated  with  schooling 

60 

30 

11 

6 

13 

Regular  class  with  physiotherapy 

19 

11 

6 

2 

Special  cerebral  palsy  class 

22 

18 

4 

Class  for  mentally  retarded 

3 

1 

1 

1 

Vocational  training 

Outpatient  services  for  patients  below  or  above 

16 

3 

13 

school  age,  or  unable  to  attend  school 

33 

12 

4* 

1 

16 

* Includes  three  patients  temporarily  unable  to  receive  any  schooling  because  of  medical  status  and  one  patient  whose  phy- 
sical incapacity  necessitated  home  tutoring. 
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16  patients,  three  of  whom  were  in  the  fifteen- 
to-nineteen-year  age  group  and  13  of  whom  were 
twenty  years  or  older. 

The  remaining  33  patients  who  were  considered 
capable  of  benefiting  from  ambulatory  services 
were  either  below  or  above  school  age  or,  for 
various  reasons,  were  unable  to  attend  school. 
It  should  be  pointed  out  that  the  need  for 
ambulatory  services  will  be  increased  when 
patients  requiring  prolonged  hospitalization  are 
referred  to  ambulatory  services  when  such  hos- 
pitalization is  completed.  Many  may  refuse 
hospitalization,  and  then  the  need  for  ambulatory 
services  would  be  increased  immediately. 

3.  Prolonged  hospitalization  for  periods  rang- 
ing from  three  months  to  several  years  was  recom- 
mended for  12  patients  with  cerebral  palsy. 
Such  hospitalization  was  prescribed  when  special 
orthopedic  surgery  was  indicated  or  when  it  was 
considered  that  the  amount  of  muscle  training, 
physiotherapy,  and  speech  analysis  required  was 
so  intensive  that  possible  benefit  might  be  ob- 
tained only  by  placing  the  child  in  a hospital. 
Obviously,  upon  the  completion  of  such  treatment 
these  patients  would  be  referred  for  continued 
ambulatory  service. 

Custodial  care  was  recommended  for  25  pa- 
tients with  serious  degrees  of  feeble-mindedness 
and  also  for  two  patients  with  normal  mentality 
but  with  physical  disabilities  so  great  as  to  make 
care  at  home  impracticable.  Twelve  of  the 
patients  with  serious  mental  insufficiency  were 
already  confined  to  State  schools  for  the  feeble- 
minded. The  survey  revealed  13  other  similar 
patients  for  whom  such  institutional  care  was 
immediately  desirable.  There  were  eight  addi- 
tional instances  in  which  home  care  for  feeble- 
minded cerebral  palsy  patients  seemed  adequate 
for  the  present  but  for  whom  it  appeared  likely 
that  such  care  could  not  be  provided  for  any 
considerable  period  in  the  future  and  that  in- 
stitutionalization would  eventually  be  necessary. 

Of  the  two  patients  with  normal  mentality  for 
whom  custodial  care  seemed  indicated,  one  had 
epilepsy  and  was  already  confined  at  Craig 
Colony.  In  addition,  there  were  two  patients 
with  similar  clinical  conditions  for  whom  care  was 
being  adequately  provided  at  the  time  of  the 
survey  but  who  would  require  custodial  care  in 
the  near  future  when  it  seemed  likely  that  the 
parents  or  other  relatives  would  no  longer  be  able 
to  provide  for  them. 

Comment 

If  the  observations  made  in  Schenectady  County 
may  be  considered  as  applicable  to  the  State  as  a 
whole,  the  total  number  of  patients  with  cerebral 
palsy  in  New  York  State  would  be  estimated  at 
22,000.  Although  these  statistics  comprise  the 


most  reliable  data  available  at  the  present  time, 
it  must  be  considered  that  they  are  based  upon 
findings  observed  in  one  county  only.  Before 
they  can  be  considered  as  truly  indicative  of  the 
total  State  figure,  additional  surveys  must  be 
conducted  in  one  or  two  additional  counties. 

Even  allowing  a considerable  degree  of  error  in 
the  estimated  State  total,  the  problem  of  cerebral 
palsy  is  still  of  major  significance.  On  the  basis 
of  a birth  incidence  of  5.9  per  thousand  births, 
there  are  approximately  1,500  children  born  with 
cerebral  palsy  each  year  in  this  State,  of  whom, 
according  to  Phelps’  estimate,  approximately 
200  die  within  the  first  five  years  of  life.  Of  the 
remaining  1,300,  8 per  cent,  according  to  the 
Schenectady  data,  are  only  slightly  handicapped, 
leaving  an  increment  of  approximately  1,200  in- 
dividuals moderately  or  severely  handicapped  by 
cerebral  palsy  each  year. 

It  is  of  interest  to  compare  this  estimate  of 
cerebral  palsy  incidence  with  the  corresponding 
data  for  recorded  cases  of  poliomyelitis.  During 
the  five  years  from  1944  through  1948,  including 
the  epidemic  year  of  1944,  there  was  an  annual 
average  of  2,845  cases  of  poliomyelitis  reported. 
Published  data  indicate  that  3 per  cent  of  polio- 
myelitis cases  die,  and  14.5  per  cent  are  left  with 
moderate,  marked,  or  complete  residual  paralysis. 
Assuming  these  figures  to  be  generally  applicable, 
there  would  occur  an  average  annual  increment  of 
412  patients  with  moderate  or  severe  physical 
handicaps  caused  by  poliomyelitis  each  year. 
This  is  approximately  one  third  the  number 
handicapped  each  year  by  cerebral  palsy. 

There  is  no  doubt  that  the  need  for  therapeutic 
and  rehabilitative  services  for  cerebral  palsy 
patients  is  great.  Parenthetically,  it  should  be 
emphasized  that  the  term  “rehabilitation”  is  used 
here  in  its  broadest  sense  of  implying  the  training 
of  the  patient  to  utilize  his  neuromuscular  re- 
sources to  the  greatest  possible  extent  so  that  he 
may  become  wholly  or  partially  self-sufficient 
and  self-supporting.  Obviously,  in  the  case  of 
congenital  cerebral  palsy  patients,  it  could  not  be 
applied  in  its  more  narrow  sense  of  meaning  the 
restoration  of  a body  to  a previously  normal  con- 
dition, inasmuch  as  these  patients  had  never 
known  a normal  status  of  body  build  and  function. 

Remarkable  results  have  been  achieved  with 
formerly  bedridden  patients  who,  as  a result  of 
intensive  therapy  and  sound  adjustment,  have 
become  self-supporting.  Such  achievements  can- 
not be  expected  for  all  cerebral  palsy  patients, 
particularly  those  with  very  severe  physical 
handicaps  or  with  serious  mental  deficiency. 
However,  many  of  these  now  helpless  invalids 
can  be  raised  to  an  achievement  level  at  which 
they  can  at  least  take  care  of  their  own  personal 
needs.  It  makes  a tremendous  difference  to  the 
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family,  school,  or  institution  whether  a patient 
can  dress  and  feed  himself.  Frequently,  nothing 
short  of  an  attempt  at  rehabilitation  and  training 
can  demonstrate  the  real  physical  and  mental 
potentialities  of  these  patients. 

The  New  York  State  Department  of  Health 
has  been  spending  about  half  a million  dollars 
per  annum  for  services  to  cerebral  palsy  children 
during  recent  years.  Direct  services  by  the 
State  have  included  medical  or  surgical  care  at 
the  New  York  State  Rehabilitation  Hospital  at 
West  Haverstraw,  diagnostic  evaluation  at  spe- 
cial clinics,  and  physiotherapy  by  staff  nurses  and 
technicians.  Services  are  provided  indirectly 
through  State  reimbursement  to  upstate  counties 
and  to  New  York  City  for  the  costs  of  care  author- 
ized for  these  patients  by  the  county  children’s 
courts  and  by  the  New  York  City  Department  of 
Health.  Research  studies  in  cerebral  palsy  are 
conducted  either  directly  by  the  State  Depart- 
ment of  Health  staff  or  by  contract  with  medical 
agencies. 

For  the  fiscal  year  beginning  April  1,  1949,  the 
expenditures  by  the  Department  for  cerebral 
palsy  services  are  to  be  increased  to  over  one 
million  dollars.  Aside  from  increases  in  the  costs 
of  providing  the  services  described  above,  the 
major  items  in  this  augmented  program  are  the 
provision  of  $100,000  for  outpatient  diagnostic 
and  therapeutic  services,  experimentation  with 
cerebral  palsy  classes  in  cooperation  with  the 
State  Education  Department  and  provision 
of  $250,000  for  alterations  to  the  Rehabilitation 
Hospital  to  allow  it  to  care  for  65  patients  with 
cerebral  palsy  at  any  one  time.  An  important 
additional  item  is  the  provision  of  $25,000  to 
support  training  of  physicians,  physical  thera- 
pists, occupational  therapists,  speech  therapists, 
and  other  professional  personnel  in  the  manage- 
ment of  cerebral  palsy.  These  funds  are  in 
addition  to  those  expended  by  the  State  Depart- 
ments of  Mental  Hygiene,  Education,  and 
Social  Welfare  in  providing  services  to  cerebral 
palsy  patients  or  to  their  families. 

The  program  of  the  State  Department  of 
Health  can  be  much  enhanced  by  more  active 
support  by  the  full-time  county  and  city  health 
departments.  The  local  health  officers  are  in  a 
position  to  make  a very  significant  contribution 
by  expanding  their  current  crippled  children’s 
programs.  The  operation  of  cerebral  palsy 
clinics  might  well  be  operated  by  the  local  health 
departments  as  a regular  activity.  Cooperation 
with  the  local  departments  of  education  would 
result  in  the  development  of  facilities  for  care 
within  the  school  system  for  the  large  proportion 
of  patients  of  school  age  who  require  frequent 
therapy.  The  activities  of  the  public  health 
nurses  and  the  medical  social  workers,  when 


available,  could  be  of  great  value  in  case-finding 
if  adequate  local  facilities  were  available  to  which 
they  might  refer  suspicious  cases  encountered 
during  the  course  of  routine  activities.  They 
could  also  make  a significant  contribution  in 
assisting  the  families  and  the  patients  themselves 
in  carrying  out  therapeutic  procedures  at  home, 
in  making  the  best  possible  adjustment  to  the 
disease,  and  in  obtaining  maximal  utilization  of 
community  resources  in  their  effort  for  rehabilita- 
tion. Very  important  is  the  field  of  public  health 
education  directed  at  acquainting  the  public 
with  the  nature  of  cerebral  palsy  so  that  a com- 
munity effort  may  be  made  to  assist  the  patients, 
and  so  that  they  may  thereby  not  only  be  aided 
therapeutically,  but  will  be  allowed  the  best  pos- 
sible chance  of  establishing  themselves  as  re- 
spected members  of  society. 

The  costs  of  providing  maximal  therapy  to  all 
patients,  along  the  lines  indicated  by  the  Schenec- 
tady survey,  are  so  great  and  the  chance  of  pro- 
curing and  training  sufficient  personnel  so  remote 
that  the  combined  efforts  of  State  and  local  offi- 
cial and  voluntary  agencies  are  not  likely  to  be 
able  to  meet  these  recommendations  on  a State- 
wide basis  in  the  near  future.  One  of  the  most 
urgent  needs  is  the  development  of  new  tests  for 
the  determination  of  educability  and  of  poten- 
tialities of  muscle  training,  so  that  concentration 
of  effort  can  be  directed  at  those  patients  found 
to  be  best  prospects  for  rehabilitatio*n.  Con- 
tinuation of  intensive  therapy  after  maximum 
improvement  has  been  achieved  is  an  unwise 
utilization  of  scarce  personnel  and  facilities 
and  deprives  other  patients  from  possible 
benefit. 

Summary 

1.  A survey  of  cerebral  palsy  patients  in 
Schnectady  County  indicates  that  incidence  of 
this  disease  is  5.9  per  1,000  live  births,  and  the 
prevalence  is  152  per  100,000  population.  This 
would  indicate  that  there  are  at  least  22,000 
persons  with  cerebral  palsy  in  New  York  State. 
However,  the  data  are  based  on  observations  in 
one  county  only,  and  it  would  be  necessary  to 
repeat  this  survey  elsewhere  before  the  figures 
can  be  considered  as  truly  applicable  to  the  State 
as  a whole. 

2.  The  occurrence  of  cerebral  palsy  bears  no 
apparent  relation  to  social,  economic,  and  cul- 
tural factors.  Financial  strain  due  to  providing 
available  care  for  the  patients  was  evident  at  all 
but  the  highest  economic  levels. 

3.  Twenty-seven  per  cent  of  patients  five 
years  of  age  or  older  had  never  attended  school, 
and  34  per  cent  required  special  classes  or  insti- 
tutional care.  Sixty-two  per  cent  of  the  patients 
twenty  years  of  age  or  older  had  never  been 


December  1,  1949) 


THE  PROBLEM  OF  CEREBRAL  PALSY 


2799 


employed,  and  17  per  cent  were  employed  either 
irregularly  or  on  a part-time  basis. 

4.  The  Schenectady  County  survey  indicates 
that  9.0  per  cent  of  cerebral  palsy  patients  require 
no  services,  64.1  per  cent  need  services  on  an 
ambulatory  basis,  8.3  per  cent  require  prolonged 
medical  treatment  at  a hospital-school,  and  18.6 
per  cent  should  be  placed  in  institutions  for  cus- 
todial care. 

5.  In  view  of  the  limited  number  of  qualified 
personnel  and  facilities  available  for  the  treatment 
of  cerebral  palsy  patients,  studies  should  be  made 
to  determine  the  ultimate  which  may  be  expected 
following  the  application  of  optimal  treatment 
and  a means  determined  to  screen  good  prospects 
for  rehabilitation  from  those  who  have  already 
achieved  maximal  improvement. 
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Discussion 

Hollis  S.  Ingraham,  M.D.,  Albany. — The  study 
reported  by  Levin,  Brightman,  and  Burtt  is  a note- 
worthy contribution  to  the  knowledge  of  cerebral 
palsy  and,  additionally,  is  fraught  with  significance 
in  certain  other  aspects.  The  technic  of  the  study 
itself  merits  comment. 

Here  essentially  is  what  may  be  called  a field 
epidemiologic  investigation  of  a noncommunicable 
chronic  disease,  utilizing  not  only  Health  Depart- 
ment personnel  but  also  calling  on  the  skills  of  other 
field  workers.  It  is  an  excellent  example  of  the 
proper  approach  to  the  study  of  any  type  of  dis- 
ease prior  to  the  initiation  of  any  planning  for  con- 
trol. It  is  only  through  combing  a community  care- 
fully, ringing  door  bells,  and  interviewing  families 
that  one  can  hope  to  secure  a true  estimate  of  the 
prevalence  or  even  of  the  full  range  of  manifestations 
of  most  illnesses.  This  has  been  demonstrated  many 
times  over  in  the  field  of  the  acute  communicable 
diseases.  Only  the  illnesses  which  are  obvious  and 
manifest  are  known  to  the  clinics  and  hospitals  or 
even  to  the  practitioner.  In  practically  all  morbid 
states,  there  is  a group  of  sufferers  hidden  from  view, 
like  the  submerged  volume  of  an  iceberg. 

I am  sure,  in  the  future,  that  health  departments 
will  apply  these  and  related  technics  increasingly  to 
the  study  of  chronic  illness.  We  are  all  aware  of 
the  fact  that  health  departments  are  concerned 
more  and  more  with  the  prevention  or  amelioration 
of  chronic  disease,  and  it  is  imperative  that  the 
technics  which  they  have  developed  so  successfully 


in  the  study  and  control  of  the  acute  communicable 
diseases  should  be  utilized.  It  is  to  be  noted  that 
the  original  demand  for  health  department  participa- 
tion in  disease  control  studies  often  comes  from 
special  groups  in  the  population  and  may,  on  oc- 
casion, be  directly  translated  into  legislative  action. 

As  a result  of  the  survey  itself,  surmises  as  to  prev- 
alence can  be  replaced  by  estimates  founded  on 
an  actual  sample.  However,  it  is  to  be  emphasized 
that  even  this  large  sample  is  not  entirely  adequate, 
and  we  are  not  in  a position  to  say  that  the  results  of 
the  survey  can  be  applied  without  further  checking 
to  other  areas.  It  appears  that  at  least  in  the  sur- 
vey area  the  prevalence  rate  of  cerebral  palsy  is  con- 
siderably higher  than  previously  surmised,  actually 
being  at  least  double  the  estimate  advanced  by 
Phelps. 

On  listening  to  this  report,  one  is  again  impressed 
with  the  complexity  of  cerebral  palsy  and  with  the 
necessity  for  giving  much  additional  study  and  mak- 
ing haste  slowly  in  one’s  efforts  at  amelioration. 

The  high  proportion  of  persons  in  this  study 
found  to  be  suffering  from  mental  defects  is  par- 
ticularly tragic  and  brings  home  the  necessity  for 
the  careful  screening  of  patients  prior  to  the  initia- 
tion of  the  very  long,  drawn-out,  and  exacting  train- 
ing required  by  so  many  of  these  patients. 

A study  of  the  tables  of  prevalence  by  certain  age 
groups  calls  attention  to  what  would  seem  to  be  the 
excessively  high  mortality  suffered  by  patients  with 
cerebral  palsy.  This  is  made  apparent  by  the  fact 
that,  while  the  prevalence  rate  in  the  age  group  of 
five  to  nine  years  is  approximately  six  per  1,000,  it 
has  dropped  to  considerably  less  than  one  per  1,000 
in  the  age  group  centering  around  thirty,  indicating 
that  the  mortality  rate  is  many  times  that  of  the 
general  population.  This  fact  would  make  one  sus- 
pect that  the  excess  mortality  under  five  years  of  age 
might  be  even  greater  and  hence  the  prevalence 
rates  based  on  the  five  to  nine  age  group  would  very 
seriously  underestimate  the  actual  frequency  with 
which  patients  with  cerebral  palsy  are  born. 

This  is  on  the  assumption  that  the  ratio  of  cere- 
bral palsy  individuals  does  not  vary  from  year  to 
year.  This  assumption  may  be  false.  It  must  be 
further  assumed  that  the  group  surveyed  in  Schenec- 
tady was  reasonably  stable.  Since  there  has  been 
no  sharp  increase  in  population  in  this  area  since 
1910,  this  latter  assumption  is  probably  not  too 
incorrect. 

I should  like  to  compliment  the  authors  again  on 
this  excellent  study  and  suggest,  in  closing,  that 
similar  investigations  are  urgently  needed  in  other 
areas  of  the  country,  so  that  the  true  situation  may 
be  more  accurately  assessed.  Such  studies  would 
also  demonstrate  any  trends  in  prevalence  and  might 
be  so  designed  as  to  give  further  suggestions  on  the 
causation  of  cerebral  palsy. 
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IN  PREVIOUS  communications  we  gave  the 
results  of  experiments  with  caseous  vaccine, 
Koch’s  bacillen  emulsion,  and  Calmette’s  B.- 
C.G.1-4  The  caseous  vaccine  was  obtained  from 
the  tuberculous  lung  or  tuberculous  gland  of  the 
cow. 

Our  view  was  that  if  we  used  this  caseous  ma- 
terial as  a vaccine,  we  might  prevent  the  de- 
velopment of  caseation  and  thus  be  able  to  vacci- 
nate animals  against  subsequent  inoculation  of 
virulent  living  tubercle  bacilli. 

Endeavors  to  obtain  a vaccine  for  tuberculosis 
have  been  directed  to  the  tubercle  bacillus,  either 
living  or  dead,  or  to  substances  in  the  tubercle 
bacillus.  We  believe,  however,  that  this  is  only 
part  of  a proper  conception  of  the  problem,  and 
that  as  tuberculosis  is  a tissue  disease,  the  ne- 
crotic caseous  tissue  might  also  contain  substances 
for  effective  vaccination.  This  caseous  tissue 
contains  not  only  tubercle  bacilli  but  the  sub- 
stance that  produced  the  caseation.  This  sub- 
stance was  produced  by  the  tubercle  bacilli. 

Tuberculous  material  from  the  lungs  or  lym- 
phatic glands  of  a bovine  is  often  caseous  through- 
out and  can  be  easily  removed  as  a thick  pus  suit- 
able for  purposes  of  the  experiments. 

The  Department  of  Agriculture  and  Markets  of 
the  State  of  New  York  supplied  us  with  the  neces- 
sary material,  and  we  are  deeply  indebted  to 
E.  T.  Faulder,  J.  E.  Boyd,  and  J.  Woodward 
Claris  for  their  interest  and  help. 

The  preparation  of  our  caseous  vaccine  and 
Koch’s  bacillen  emulsion  has  been  described.1 
These  vaccines  are  always  heated  on  two  succes- 
sive days  for  one  hour  at  a temperature  between 
58  to  60  C.  and  tested  for  sterility  by  inoculation 
into  guinea  pigs.  Equal  amounts  by  weight  of 
each  vaccine  are  used  in  the  experiments.  Time 
and  space  will  allow  us  to  record  only  a few  of  our 
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experiments.  We  first  tested  our  caseous  vac- 
cine against  Robert  Koch’s  bacillen  emulsion,  as 
we  considered  this  to  be  the  safest  and  best  of  the 
killed  vaccines. 

EXPERIMENT  1 

This  experiment  consisted  of  30  rabbits,  which 
were  divided  into  three  groups: 

Group  A — Ten  rabbits  treated  with  Koch’s  bacil- 
len emulsion  made  from  virulent  human  tubercle 
bacilli. 

Group  B — Ten  rabbits  treated  with  cow’s  tuber- 
culous gland  emulsion. 

Group  C — Ten  rabbits,  controls,  untreated. 

The  weights  of  the  rabbits  in  the  three  groups  were 
about  the  same.  The  details  of  the  experiment  have 
already  been  published.1 


TABLE  1. — Duration  of  Life 


Total  Number 

Average  Number 

of  Days  After 

of  Days  After 

Virulent 

Virulent 

Inoculation 

Inoculation 

Group  A (Koch’s  bacillen 

emulsion) — 10  rabbits 

2,091 

209 

Group  B (caseous  vaccine) 

— 10  rabbits 

2,348 

234 

Group  C,  controls  (un- 

treated) — 10  rabbits 

1.661 

166 

The  infecting  dose  of  living  virulent  bovine  tu- 
bercle bacilli,  25,000  organisms,  overwhelmed  the 
animals  of  all  three  groups,  and  all  of  them  died  of 
far  advanced  generalized  tuberculosis. 

Group  B (caseous  vaccine)  outlived  the  controls 
by  687  days,  an  average  of  68  days  per  rabbit. 

Group  A (Koch’s  bacillen  emulsion)  outlived  the 
controls  by  430  days,  an  average  of  43  days  per 
rabbit. 

Group  B (caseous  vaccine)  outlived  Group  A 
(bacillen  emulsion)  by  257  days,  an  average  of  25 
days  per  rabbit. 

EXPERIMENT  3 

This  experiment  consisted  of  60  guinea  pigs  which 
were  divided  into  three  groups: 

Group  A — 20  pigs  treated  with  Koch’s  bacillen 
emulsion. 

Group  B — 20  pigs  treated  with  caseous  vaccine. 


TABLE  2. — Protective 

Values 

Group  A — bacillen  emulsion — 18  pigs 
Group  B — caseous  vaccine — 20  pigs 
Group  C — controls,  unvaccinated — 19  pigs 

No 

Tuberculosis 

3 (16.6%) 
15  (75%) 

1 (5.2%) 

Minimal 

Tuberculosis 

0 (33.3%) 

5 (25%) 

4 (21%) 

Moderately 
Advanced 
Tuberculosis 
4 (22.2%) 
0 

3 (15.7%) 

Far  Advanced 
Tuberculosis 

5 (27.7%) 

0 

11  (57.8%) 

Minimal  tuberculosis:  slight  although  positive  evidence  of  tuberculosis  in  some  of  the  lymphatic  glands  or  doubtful  disease 
in  one  or  two  organs.  „ . , . , . . » 

Moderately  advanced  tuberculosis:  definite  tuberculosis  in  some  of  the  glands  and  in  some  organs  but  moderate  in  amount. 
Advanced  tuberculosis:  extensive  disease  in  the  glands  and  organs. 
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TABLE  3. — Extent  op  Disease  (15  Months  After  First  Virulent  Infection) 


Group  B — 7 rabbits  (Caseous  vaccine) 

Group  D — 8 rabbits  (B.C.G.  vaccine) 

Group  C — 9 rabbits  (Unvaccinated  controls) 


No 

Tuberculosis 


6 (85.71%) 
6 (75%) 

1 (H%) 


Minimal  Advanced 

Tuberculosis  Tuberculosis 

1 (14.28%)  0 

2 (25%)  0 

3 (33%)  5 (55V2%) 


Group  C — 20  pigs,  controls,  untreated. 

This  experiment  has  already  been  published  in 
detail.1  Table  2 would  seem  to  represent  the 
protective  values  of  caseous  vaccine  and  bacillen 
emulsion.  The  infecting  dose  was  62,500  organisms 
of  a virulent  living  human  tubercle  bacillus  culture 
H60. 

In  Group  B (caseous  vaccine),  75  per  cent  of  the 
animals  had  no  tuberculosis.  In  the  remaining  25 
per  cent  there  was  a minimal  tuberculosis.  No  ani- 
mal reached  the  moderately  advanced  and  far  ad- 
vanced stages. 

In  Group  A (Koch’s  bacillen  emulsion),  16.6  per 
cent  had  no  tuberculosis.  In  the  remaining  animals 
there  was  a minimal  tuberculosis,  33.3  per  cent; 
moderately  advanced  tuberculosis,  22.2  per  cent; 
far  advanced  tuberculosis,  27.7  per  cent.  In  this 
group  50  per  cent  of  the  animals  reached  the  ad- 
vanced stages. 

In  Group  C (unvaccinated  controls)  5.2  per  cent 
had  no  tuberculosis.  In  the  remaining  animals  of 
this  group  there  was  a minimal  tuberculosis,  21  per 
cent;  moderately  advanced  tuberculosis,  15.7  per 
cent;  far  advanced  tuberculosis,  57.8  per  cent.  In 
this  group  73.5  per  cent  of  the  pigs  reached  the  ad- 
vanced stages. 

A definite  immunity  was  obtained  with  caseous 
vaccine  and  Koch’s  bacillen  emulsion  over  the  un- 
vaccinated controls. 

EXPERIMENT  6 

This  experiment  was  made  to  compare  our  caseous 
vaccine  with  Calmette’s  B.C.G.3  It  was  divided 
into  three  parts:  first,  to  determine  what  degree  of 
immunity  each  vaccine  produced  with  respect  to  ex- 
tent of  disease;  second,  to  determine  in  which  group 
the  immunity  persisted  longest,  and,  third,  to  deter- 
mine whether  B.C.G.  vaccine  would  produce  dis- 
ease. 

The  first  part  of  the  experiment  lasted  about 
fifteen  months,  that  is,  from  the  time  the  vaccinated 
animals  and  the  controls  received  the  virulent  inocu- 
lation. The  second  part  lasted  one  year,  that  is, 
from  the  time  the  animals  of  all  three  groups  received 
their  second  virulent  inoculation  till  the  time  the 
entire  experiment  was  terminated. 

The  experiment  was  based  upon  58  rabbits  divided 
into  the  following  groups: 

Group  B consisted  of  15  rabbits  which  were  im- 
munized with  four  doses  of  caseous  vaccine  obtained 


from  a cow’s  caseous  gland  at  intervals  of  ten  to 
eleven  days.  A total  of  126  mg.  was  given.  Thirty- 
one  days  after  the  last  vaccination,  they  were  in- 
fected subcutaneously  with  about  5,000  living  viru- 
lent bovine  tubercle  bacilli,  Bi  culture. 

Group  C consisted  of  15  rabbits,  un vaccinated 
controls.  These  rabbits  were  infected  with  5,000 
Bi  culture  on  the  same  day  as  Group  B. 

Group  D consisted  of  15  rabbits  which  were  im- 
munized with  B.C.G.  vaccine,  in  four  inoculations 
with  a total  dose  of  16  mg.,  on  the  same  day  as 
Group  B.  Thirty-one  days  after  the  last  vaccina- 
tion, they  also  were  infected  subcutaneously  with 
about  5,000  living  virulent  bovine  tubercle  bacilli 
B[  culture. 

Group  E consisted  of  nine  rabbits  which  were  in- 
jected with  B.C.G.  vaccine  at  the  same  time  as 
Group  D to  determine  whether  the  vaccinating  or- 
ganisms would  produce  disease.  They  received 
four  inoculations  at  intervals  of  ten  to  eleven  days, 
16  mg.  in  all. 

Part  I 

The  first  part  of  the  experiment  ended  fifteen 
months  from  the  first  virulent  infection.  Duration 
of  life  was  not  significant,  as  a number  of  animals 
from  each  group  died  of  pneumonia  soon  after  viru- 
lent inoculation.  Two  rabbits  of  Group  B (caseous 
vaccine)  died  of  pneumonia  at  39  and  45  days;  one 
rabbit  of  Group  D (B.C.G.  vaccine)  died  of  pneu- 
monia at  26  days  and  showed  no  tuberculosis. 
These  animals  are  excluded,  as  they  lived  too  short  a 
time  after  infection  to  be  enumerated. 

Table  3 shows  that  caseous  vaccine  and  B.C.G. 
give  definite  protection. 

Group  B (caseous  vaccine)  gave  85.71  per  cent  no 
tuberculosis,  14.28  per  cent  minimal  tuberculosis, 
and  no  advanced  tuberculosis. 

Group  D (B.C.G.  vaccine)  gave  75  per  cent  no 
tuberculosis,  25  per  cent  minimal  tuberculosis,  and 
no  advanced  tuberculosis. 

Group  C (controls,  un  vaccinated)  gave  11  per 
cent  no  tuberculosis.  33  per  cent  minimal  tubercu- 
losis, 55V2  per  cent  advanced  tuberculosis. 

Part  II 

This  was  for  the  purpose  of  determining  in  which 
group,  caseous  vaccine  or  B.C.G.,  the  immunity  per- 
sisted longer. 

Six  rabbits  remained  in  Groups  B (caseous  vac- 


TABLE  4. — Determination  of  Persistence  of  Immunity 


No 

Minimal 

Advanced 

Tuberculosis 

Tuberculosis 

Tuberculosis 

Group  B — 6 rabbits  (Caseous  vaccine) 

1 (16.66%) 

5 (83.33%) 
2 (33.33%) 

0 

Group  D — 6 rabbits  (B.C.G.  vaccine) 

3 (50%) 

1 (16.66%) 

Group  C — 5 rabbits  (Controls,  unvaccinated) 

1 (20%) 

0 

4 (80%) 
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cine)  and  D (B.C.G.),  and  five  remained  in  Group  C 
(controls).  These  three  groups  were  reinfected  with 
25,000  bovine  Bi  organisms  in  the  left  groin  subcu- 
taneously, 464  days  after  the  first  virulent  infection. 

One  year  later  the  experiment  was  terminated  by 
killing  all  the  surviving  animals.  The  findings  are 
shown  in  Table  4. 

Group  B (caseous  vaccine)  gave  16.66  per  cent  no 
tuberculosis,  83.33  per  cent  minimal  tuberculosis, 
and  no  advanced  tuberculosis. 

Group  D (B.C.G.  vaccine)  gave  50  per  cent  no 
tuberculosis,  33.33  per  cent  minimal  tuberculosis, 
and  16.66  per  cent  advanced  tuberculosis. 

Group  C (controls,  unvaccinated)  gave  20  per 
cent  no  tuberculosis,  no  minimal  tuberculosis,  and 
80  per  cent  advanced  tuberculosis. 

The  advanced  tuberculosis  in  the  lungs  of  the  con- 
trols, Group  C,  consisted  of  many  large  caseous  tu- 
bercles throughout  the  lungs.  Here  again  we  see 
the  protective  value  of  caseous  vaccine  and  B.C.G. 

Combining  the  two  parts  of  this  experiment  we  see 
that  the  extent  of  the  disease  in  the  rabbits  in  each 
group  was  as  shown  in  Table  5. 


in  the  inguinal  glands  of  two  animals.  Inoculation 
of  guinea  pigs  with  material  from  these  glands  failed 
to  produce  tuberculosis.  Seven  rabbits  were  en- 
tirely free  of  infection.  The  abscesses  which  de- 
veloped in  the  groins  of  these  two  rabbits  were  due 
to  the  repeated  large  numbers  of  B.C.G.  organisms 
which  were  injected.  B.C.G.  does  not  produce 
tuberculosis  in  rabbits. 

EXPERIMENT  7 

In  this  experiment  85  guinea  pigs  of  approximately 
the  same  weight  were  used,  and  were  divided  into  the 
following  groups: 

Group  A — 20  animals  treated  with  sterilized  pow- 
dered caseous  gland  emulsion — six  subcutaneous  in- 
jections into  the  groins  at  intervals  of  ten  days  over 
a period  of  46  days  with  a total  of  27  mg. 

Group  B — 20  animals  treated  with  sterilized  but 
not  powdered  caseous  lung  suspension — six  subcu- 
taneous injections  into  the  groins  at  intervals  of  ten 
days  over  a period  of  46  days  with  a total  of  27  mg. 

Group  C — 20  animals — treated  with  five  inocula- 


TABLE  5. — Total  Results 


No 

Minimal 

Advanced 

Tuberculosis 

Tuberculosis 

Tuberculosis 

Group  B — 13  rabbits  (Caseous  vaccine) 

7 (53.84%) 

6 (46.15%) 

0 

Group  D — 14  rabbits  (B.C.G.) 

9 (64.28%) 

4 (28.57%) 

1 (7.14%) 

Group  C — 14  rabbits  (Controls,  unvaccinated) 

1 (7.14%) 

3 (21.42%) 

9 (64.28%) 

Group  B (caseous  vaccine)  gav^53.84  per  cent  no 
tuberculosis,  46.15  minimal  tuberculosis,  and  no  ad- 
vanced tuberculosis. 

Group  D (B.C.G.  vaccine)  gave  64.28  per  cent  no 
tuberculosis,  28.57  per  cent  minimal  tuberculosis, 
and  7.14  per  cent  advanced  tuberculosis. 

Group  C (controls,  unvaccinated)  gave  7.14  per 
cent  no  tuberculosis,  21.42  per  cent  minimal  tuber- 
culosis, and  64.28  per  cent  advanced  tuberculosis. 

Part  III 

Group  E of  Experiment  6 was  composed  of  nine 
rabbits  immunized  with  B.C.G.  vaccine  at  the  same 
time  as  Group  D (B.C.G.),  to  determine  whether 
B.C.G.  would  produce  disease  in  rabbits.  They  re- 
ceived four  inoculations  of  B.C.G.  at  intervals  of  ten 
to  eleven  days  with  a total  of  16  mg.  They  were 
not  infected  with  living  virulent  tubercle  bacilli. 

One  rabbit  died  of  an  intestinal  disorder  195  days 
after  the  first  inoculation  with  B.C.G.  There  was 
no  evidence  of  tuberculosis  anywhere  in  the  animal. 
Two  of  the  rabbits  died  at  165  and  237  days  after 
B.C.G.  inoculation.  They  died  as  a result  of  fight- 
ing with  two  other  rabbits  and  failed  to  show  evi- 
dence of  tuberculosis.  Another  rabbit  died  of  pneu- 
monia at  427  days  and  showed  no  tuberculosis. 
Another  rabbit  died  of  a generalized  skin  suppuration 
at  693  days  with  no  tuberculosis.  Another  animal 
died  at  848  days  of  pneumonia  with  no  tuberculosis. 
Three  rabbits  were  killed  to  end  the  experiment  at 
892  days  after  first  B.C.G.  infection.  They  had  no 
tuberculosis. 

Although  the  organs  of  every  rabbit  were  ex- 
amined both  macroscopically  and  microscopically, 
the  only  evidence  of  a B.C.G.  infection  was  a focus 


tions  of  B.C.G.  subcutaneously  in  groins  at  intervals 
of  ten  days  over  a period  of  39  days  with  a total  of 
8 mg. 

Group  D — 20  animals — untreated  controls. 

Group  E — five  animals  treated  with  B.C.G.  alone 
—five  inoculations  subcutaneously  in  groins  at  inter- 
vals of  ten  days  over  a period  of  39  days  with  a 
total  of  8 mg. 

The  experiment  was  divided  into  three  parts  for 
the  purpose  of  determining  the  following:  (1)  To 
test  these  caseous  vaccines  and  B.C.G.  against  a very 
large  infecting  dose  of  living  virulent  human  tubercle 
bacilli;  (2)  to  see  if  a vaccine  made  from  a cow’s 
tuberculoiis  gland  was  more  potent  than  a vaccine 
from  a cow’s  tuberculous  lung;  and  (3)  to  test 
whether  B.C.G.  would  infect  guinea  pigs. 

Part  I 

In  this  as  in  other  similar  experiments,  it  was 
found  that  when  a very  large  infecting  dose  of  liv- 
ing virulent  tubercle  bacilli  was  given  to  guinea  pigs 
previously  vaccinated  with  Koch’s  bacillen  emulsion 
or  our  caseous  vaccine,  no  protection  was  obtained. 
In  fact  this  large  infecting  dose  overwhelmed  the  pro- 
tection, and  the  vaccinated  animals  lived  no  longer, 
and  sometimes  shorter,  than  the  unvaccinated  con- 
trols. In  contrast,  the  animals  vaccinated  with 
B.C.G.  revealed  an  astonishing  degree  of  protection, 
not  only  in  their  duration  of  life,  but  also  in  the 
amount  of  disease  exhibited  by  them. 

Part  II 

With  the  powdered  sterilized  caseous  gland  emul- 
sion, the  20  guinea  pigs  lived  a total  of  4,559  days 
with  an  average  duration  of  228  days  after  the  viru- 
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TABLE  6. — Duration  of  Life  of  the  Different  Groups 


Group  A — 20  Animals  (Powdered  caseous  gland 
emulsion,  sterilized) 

Group  B — 20  Animals  (Caseous  lung  suspen- 
sion, not  powdered  but  sterilized) 

Group  C — 13  Animals  (B.C.G.) 


Group  D — 20  animals  (Unvaccinated  controls) 


Duration 

Average 

of  Life 

Number 

(Days) 

of  Days 

4,559 

228 

4,649 

232 

7,181 

552 

4,979 

248 

Extent  of  Disease 

All  had  far  advanced  tuberculosis 

All  had  far  advanced  tuberculosis 
One  pig  had  minimal  tuberculosis;  two  had  mod- 
erately advanced  tuberculosis;  ten  had  far 
advanced. 

All  had  far  advanced  tuberculosis 


lent  inoculation.  All  animals  died  from  far  ad- 
vanced tuberculosis  from  90  to  454  days  (Table  6). 

With  the  sterilized  caseous  lung  suspension  (not 
powdered),  the  20  guinea  pigs  lived  4,649  days  with 
an  average  of  232  days  after  the  virulent  inoculation. 
All  animals  died  from  far  advanced  tuberculosis  from 
91  to  404  days. 

With  B.C.G.  vaccine,  13  guinea  pigs  lived  7,181 
days,  with  an  average  of  552  days.  One  pig  had 
minimal  tuberculosis;  two  had  moderately  ad- 
vanced tuberculosis;  ten  had  far  advanced  tuber- 
culosis. These  13  pigs  lived  from  116  to  1,548  days 
after  the  virulent  infection.  The  first  pig  died  of 
paralysis  of  the  legs  116  days  after  virulent  infec- 
tion; the  remaining  12  pigs  died  of  tuberculosis. 
Four  pigs  were  killed  for  sampling  at  230  days,  and 
all  had  minimal  tuberculosis,  mostly  in  the  lymph 
nodes. 

With  the  unvaccinated  controls  the  20  guinea  pigs 
lived  4,979  days  after  the  virulent  inoculation  with 
an  average  of  248  days.  All  animals  died  of  far  ad- 
vanced tuberculosis.  The  first  pig  died  at  136  days 
and  the  last  at  416  days. 

This  experiment  shows  the  enormous  protection 
which  B.C.G.  gives  over  caseous  vaccine  and  con- 
trols when  a very  large  infecting  dose  is  used.  The 
powdered  caseous  gland  emulsion  and  the  caseous 
lung  suspension  (not  powdered)  gave  about  the  same 
protection,  and  both  vaccines  lost  their  vaccinating 
properties  by  the  overwhelming  infection  doses. 

Two  hundred  thirty  days  after  receiving  the  viru- 
lent inoculation,  four  pigs  of  Group  C (B.C.G.)  were 
killed  for  sampling.  All  four  animals  had  minimal 
tuberculosis.  Four  animals  of  Group  A (caseous 
gland  emulsion)  died  about  this  time  (from  214  to 
242  days),  and  all  had  far  advanced  tuberculosis. 
Four  animals  of  Group  B (caseous  lung  suspension) 
died  from  214  to  251  days,  and  all  had  far  advanced 
tuberculosis.  Four  animals  of  Group  D (unvaccin- 
ated controls)  died  from  219  to  231  days,  and  all  had 
far  advanced  tuberculosis. 

Table  7 also  shows  the  enormous  protection  which 
B.C.G.  produces  over  caseous  vaccines  and  the  con- 
trols. 

Postmortem  examinations  were  made  on  every 
guinea  pig  that  died.  The  organs  of  the  animals  of 


Groups  A,  B,  and  D showed  the  same  amount  of 
tuberculosis.  The  organs  of  Group  C (B.C.G.) 
showed  very  much  less  disease,  although  when  the 
disease  was  extensive,  it  was  sufficient  in  amount  to 
classify  the  animal  as  far  advanced.  In  one  of  the 
B.C.G.  animals  the  disease  was  confined  to  the  lym- 
phatic glands. 

Part  III  • 

Group  E of  this  experiment  consisted  of  five  guinea 
pigs  inoculated  with  B.C.G.  at  intervals  of  ten  days 
from  August  2,  1938,  to  September  10,  1938.  A 
total  of  8 mg.  was  given. 

All  the  pigs  which  were  vaccinated  with  B.C.G. 
gave  a positive  tuberculin  reaction.  These  animals 
died  from  some  extraneous  cause  or  were  killed  from 
388  to  2,097  days  after  receiving  their  first  dose  of 
B.C.G.  They  were  examined  macroscopically  and 
microscopically,  and  no  organ  tuberculosis  was 
found.  The  infection  did  not  extend  beyond  the 
regional  lymph  glands.  It  is  thus  seen  that  B.C.G. 
does  not  infect  guinea  pigs. 

We  believe  that  the  B.C.G.  culture  is  safe  to  use 
on  the  human  subject,  and  in  our  experience  the  cul- 
ture has  remained  stable. 

E.  L.  Trudeau  believed  that  there  was  consider- 
able value  in  Robert  Koch’s  and  other  tuberculins 
but  became  convinced  that  the  living  attenuated  tu- 
bercle bacillus  was  necessary  to  give  the  greatest 
amount  of  immunity;  Calmette  believed  also  that  it 
was  necessary  to  have  an- attenuated  living  tubercle 
bacillus  for  this  purpose,  and  he,  therefore,  developed 
his  B.C.G. 

It  is  our  belief  also  that  the  living  attenuated  tu- 
bercle bacillus  is  necessary  to  give  decided  immu- 
nity, and  it  is  also  our  belief  that  the  killed  tubercle 
bacillus  will  not  give  such  immunity  as  does  the  liv- 
ing attenuated  germ.  In  the  process  of  killing  the 
germ,  probably  the  most  important  substance  of  the 
germ  is  destroyed  by  heat. 

Our  caseous  vaccine  was  prepared  from  a virulent 
killed  bovine  tubercle  bacillus.  B.C.G.  was  pre- 
pared from  an  attenuated  living  bovine  bacillus. 
We  have  shown  how  very  greatly  superior  B.C.G.  is 
over  our  caseous  vaccine  with  a large  infecting  dose, 
and  we  attribute  this  to  the  substance  B.C.G.  is  con- 


TABLE  7. — Extent  of  Disease  After  Approximately  230  Days 


Group  A — 4 pigs  (Caseous  gland  emulsion) 
Group  B — A pigs  (Caseous  lung  suspension) 
Group  C — 4 pigs  (B.C.G.) 

Group  D — 4 pigs  (Unvaccinated  controls) 


Duration  of  Life 
230  days  approximately — died 
230  days  approximately — died 
230  days  sacrificed 
230  days  approximately — died 


Extent  of  Disease 
Far  advanced  tuberculosis 
Far  advanced  tuberculosis 
Minimal  tuberculosis 
Far  advanced  tuberculosis 
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TABLE  8. — Analysis  op  Bovine  Lymph  Glands — Normal  and  Caseous 


Alcohol  Ether  Soluble  Substances - — Water  Insoluble  Residue  from  Alcohol-Ether — - 


Normal  bovine  peribron- 
chial and  mesenteric 


glands 

81.5 

24.4  6.51  32.27 

32.2 

68.73 

15.88 

0.85 

0.16 

1.78 

10.47 

Caseous  material  from 
lymph  glands,  semifluid 
mass,  no  macroscopic 
evidence  of  calcification 

75.16 

19.49  26.58  12.10 

51.2 

78.22 

10.64 

5.07 

2.04 

32.68 

41.13 

stantly  giving  to  the  organism.  This  most  valuable 
substance  is  lacking  in  caseous  vaccine.  When  the 
infecting  dose  of  living  virulent  tubercle  bacilli  was 
not  large,  our  caseous  vaccine  seemed  to  be  equal  to 
B.C.G.,  but  when  there  was  a large  infecting  dose, 
our  caseous  vaccine  guinea  pigs  showed  no  protec- 
tion whatever  and,  in  fact,  lived  for  a shorter  time 
than  the  controls.  The  B.C.G.  pigs,  however, 
showed  very  great  immunity,  not  only  in  duration  of 
life  but  in  extent  of  disease. 

Use  of  Caseous  Vaccine  and  Bacillen 
Emulsion  on  the  Human 

We  have  used  both  caseous  vaccine  and  Koch’s 
bacillen  emulsion  on  a large  number  of  patients 
suffering  from  pulmonary  tuberculosis.  All  had 
far  advanced  pulmonary  phthisis  and  were  not 
suitable  for  any  other  method  of  treatment. 
While  some  excellent  results  were  obtained  on  a 
few  patients,  many  failed  to  show  clinical  im- 
provement. These  killed  vaccines  will  not  cure 
tuberculosis  when  the  disease  is  far  advanced. 
Yet  we  believe  they  have  their  place  in  treatment. 
For  instance,  with  patients  that  have  relapsed, 
these  vaccines  are  well  worth  using  for  possible 
protection  against  another  relapse.  We  have  fre- 
quently seen  fever  of  a moderate  degree,  between 
99  and  100  F.,  disappear.  Intoxication  is  very 
decidedly  lessened,  and  patients  regain  strength. 


However,  tubercle  bacilli  do  not  seem  to  dis- 
appear from  the  sputum.  Experimental  evi- 
dence presented  by  us  supports  the  efficiency  of 
our  caseous  vaccine  when  the  infecting  dose  of 
virulent  tubercle  bacilli  is  not  too  large.  It  is 
possible  that  when  the  pulmonary  tuberculosis  in 
the  human  is  not  extensive,  and  when  the  general 
condition  is  good,  caseous  vaccine  may  be  of  de- 
cided benefit. 

Caldwell  has  analyzed  normal  and  caseous  bo- 
vine mesenteric  and  peribronchial  lymph  glands.* 1 2 3 4 5 6 
His  findings  are  given  in  Table  8.  One  of  the 
outstanding  differences  between  normal  and  case- 
ous glands  is  the  high  cholesterol  content  of  the 
caseous  material.  Shope  has  used  cholesterol  as 
a therapeutic  agent  in  experimental  tuberculosis.6 

We  wish  to  thank  Dr.  Arthur  Vorwald,  director  of  Trudeau 
Foundation,  Saranac  Lake,  for  assisting  us  in  the  execution 
of  this  study. 
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RESEARCHERS  CONDEMN  USE  OF  HORMONES  AS  BEAUTY  TREATMENT 


Treatment  with  hormones  is  not  the  answer  to  the 
problem  of  unwanted  hair,  a group  of  Duke  Uni- 
versity researchers  found.  The  researchers — Drs.  J. 
Lamar  Callaway,  James  T.  Wortham,  and  E.  C. 
Hamblen,  and  A.  A.  Salmon,  B.S.,  of  Durham, 
North  Carolina,  report  their  findings  in  the  October 
issue  of  Archives  of  Dermatology  and  Sy philology. 
Women  who  come  to  doctors  seeking  such  a treat- 


ment should  realize  that  unneeded  hormones  not 
only  may  fail  to  relieve  the  condition  but  also  may 
bring  about  significant  alterations  in  ovarian  func- 
tion, the  article  indicates.  The  only  recommenda- 
tion the  doctor  can  give  at  present  to  women  with 
unwanted  hair  not  caused  by  specific  disease,  such 
as  a tumor,  is  to  stop  overemphasizing  the  condition 
or  use  bleaching  or  safe  methods  of  hair  removal. 


TRENDS  AFFECTING  THE  WELFARE  OF  RADIOLOGY 

Ramsay  Spillman,  M.D.,  New  York  City 


I HAVE  seen  dissension  in  my  own  county  so- 
ciety as  to  what  constitutes  the  welfare  of 
medicine,  so  I feel  that  I should  define  what  I 
mean  by  the  welfare  of  radiology.  By  this  I mean 
its  maintenance  at  a level  where  it  can  live  up  to 
its  responsibility  in  the  grand  pattern  of  medicine. 
That  means  it  must  be  able  to  attract  young 
medical  men  as  able  as  those  who  go  into  other 
branches. 

The  long  course  of  preparation  for  admission  to 
medical  schools  today,  the  length  of  the  curricu- 
lum itself,  the  basic  internship,  and  the  long 
period  of  preparation  for  the  Boards  should  be  a 
deterrent  to  any  whose  primary  interest  in 
medicine  is  financial.  But,  by  the  same  token,  a 
candidate  who  has  complied  with  all  these  exact- 
ing requirements  should  have  earned  at  least  a 
decent  standard  of  living.  A specialty  that  can- 
not provide  that  and  that  cannot  provide  a pro- 
fessional prestige  equal  to  that  of  any  other 
branch  will  not  attract  as  good  candidates  as  it 
needs. 

I have  seen  five  generations  of  radiologists  and 
have  known  personally  many  individuals  in  each. 
With  very  few  exceptions,  those  of  the  first  gen- 
eration are  dead,  and  dead  before  their  time,  of 
x-ray  injuries.  From  their  experience  we  have 
learned  how  to  survive. 

Those  of  the  second  generation  are  the  elders  of 
today.  I belong  to  the  third  generation,  many  of 
whom  were  once  the  assistants  of  the  second.  We 
learned  the  craft  by  the  preceptor  system.  And 
now  there  is  a fourth  generation,  and  a fifth,  that 
looks  on  me  as  a chronologic  elder  and  shows  me 
respect  at  the  meetings  and  embarrasses  me  by 
calling  me  “sir.” 

The  fourth  generation  has  obtained  its  toehold, 
even  though  a precarious  one.  I am  a bit  wor- 
ried about  the  fifth  generation.  They  were  in 
their  residencies  when  they  had  to  go  into  the 
armed  forces.  They  served,  and  served  well,  as 
did  the  fourth  generation  and  some  of  the  third. 
But  they  never  got  a chance  to  try  their  wings  on 
their  own.  And  what  worries  me  is  whether  they 
ever  will.  They  are  out  of  the  service,  and  some 
of  them  have  the  diploma  of  the  Board.  And 
where  can  they  work?  Gold  or  even  silver  leaves 
do  not  seem  to  be  an  inducement  for  them  to  stay 
in  the  Army  or  Navy  in  any  numbers.  Some  of 
them  are  working  for  the  Veterans  Administra- 
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tion;  some  of  them  are  happy  there  and  some 
otherwise. 

If  life  had  gone  on  as  it  was  going  when  I began 
in  radiology  in  1922,  we  of  the  third  generation 
older  now  than  the  second  generation  were  when 
they  took  us  on  as  assistants,  would  be  making- 
places  in  our  offices  for  more  of  these  promising 
youngsters  than  we  are.  Speaking  for  myself,  I 
have  not  raised  my  fees  in  proportion  to  my  in- 
creased costs,  and,  by  the  time  I have  paid  my 
operating  expenses  and  paid  for  my  pro  rate  share 
of  the  kerosene  to  pour  over  the  potatoes  to  de- 
stroy them,  I don’t  have  enough  left  to  afford  an 
assistant.  And,  as  my  situation  is  not  entirely 
unique,  there  are  fewer  assistantships  for  the 
fifth  generation  than  there  are  candidates. 

If  the  applicant  cannot  get  into  an  office  that  is 
a going  concern,  I don’t  see  how  he  can  expect,  at 
present  prices  and  present  taxes,  to  equip  an 
office  and  pay  for  it  out  of  earnings,  even  if  he 
begins  as  small  as  I did  in  1928.  No,  not  even  if 
he  shares  it  with  several  others.  So,  unless  the 
young  radiologist  has  sources  of  income  from  his 
family,  or  from  some  other  family,  be  it  his  wife’s 
or  some  well-disposed  relative  or  friend,  an  office 
of  his  own  seems  a very  remote  possibility. 

I know  some  men  who  are  happy  in  their 
positions  with  the  Veterans  Administration.  I 
know  others  who  are  not,  and  who  are  either 
getting  out  or  wishing  they  could  get  out.  And 
this  despite  the  fact  that  they  know  they  will  have 
to  be  doing  very,  very  well  on  the  outside  to  make 
a net  income  equal  to  the  salary  they  are  leaving 
behind. 

By  the  simplest  of  arithmetic,  then,  the  largest 
market  existing  for  the  talents  of  these  aspirants 
is  the  hospitals.  The  immediate  past  president  of 
the  State  Society,  Dr.  Leo  F.  Simpson,  has  re- 
marked, “The  specialist,  dependent  as  he  is  on  the 
hospital  to  function,  and  lacking  maneuverability 
to  live  under  adverse  economic  conditions,  could 
easily  become  the  employe  of  the  hospital  trus- 
tees.”1 It  is  a very  natural  human  desire,  to  be 
paid  more  if  one  works  harder.  The  straight 
salary  hospital  job  is  not  the  ideal  situation.  A 
percentage  of  the  gross  receipts  is  more  desirable. 
But  even  a percentage  of  the  gross  receipts 
is  subject  to  one  consideration,  namely:  More 
and  more  x-ray  work  in  hospitals  is  being 
done  on  patients  of  the  Associated  Hospital 
Service  or  the  Blue  Cross,  whichever  name 
you  prefer.  You  know,  and  I know,  that  it  is 
counter  to  the  professed  object  of  the  Blue  Cross 
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to  put  people  in  hospitals  simply  to  get  a diag- 
nostic work-up,  but  you  know  and  I know 
that  it  goes  on.  Whether  the  radiologist  is 
on  a straight  salary  or  on  a percentage  of  the 
gross  revenue  of  the  department,  this  Blue  Cross 
work  brings  him  no  revenue  for  his  effort,  be- 
cause the  Blue  Cross  pays  the  hospital  a certain 
sum  (I  believe  in  some  cases  $16  a day),  and  to  the 
best  of  my  knowledge  none  of  that  money  is  al- 
located to  the  visible  revenue  of  the  x-ray  depart- 
ment. A hospital  cannot  maintain  a patient  and 
do  a gastrointestinal  examination  on  him,  too,  for 
any  $16,  and  the  result  is  that  the  hospital  gives 
to  the  patient  what  the  Blue  Cross  is  not  paying 
for,  and  then  goes  to  the  public  with  its  hat  in  its 
hand,  begging  to  make  up  its  deficit.  On  the 
morning  of  the  day  this  was  written,  the  news- 
papers carried  a story  that  423  voluntary  hos- 
pitals were  campaigning  for  eight  million  dollars  to 
meet  their  operating  expenses.  And  a few  weeks 
before  that,  a man  very  high  in  hospital  councils 
in  New  York  announced  that  the  government  was 
going  to  have  to  lend  a hand  in  operating  the 
voluntary  hospitals.  He  stated  further  that  ask- 
ing for  government  help  was  not  the  same  as  ask- 
ing for  government  control.  I have  my  doubts 
about  that.  The  Blue  Cross  is  not  coming  beg- 
ging to  the  public.  You  and  I should  have  such  a 
surplus  as  the  Blue  Cross  has.  But  some  of  that 
surplus  is  built  from  my  time,  and  yours,  and 
from  the  margin  of  safety  that  stands  between  me 
and  leukemia,  and  between  you  and  leukemia. 

Is  this  evidence  that  hospitals  in  general  are 
operating  on  sound  economic  principles?  When 
fewer  and  fewer  opportunities  outside  of  hospital 
practice  are  open  to  the  rising  generation  of  radi- 
ologists, can  they  be  pardoned  a bit  of  apprehen- 
sion as  to  how  firm  the  foundation?  With  a govern- 
ment committed  to  raising  taxes  even  above  pres- 
ent levels,  for  the  stated  purpose  of  reducing  the 
money  they  will  have  left  to  buy  things  and 
thus  ward  off  inflation,  are  people  to  have  enough 
money  left  over,  that  is  not  spoken  for,  to  make  up 
the  deficits  of  the  volunteer  hospitals? 

During  the  recent  war,  a very  likeable  woman 
came  into  my  office  and  identified  herself  as  a 
lifetime  social  worker,  engaged  in  a survey  for  the 
Bureau  of  Social  Security  to  determine  what  the 
costs  of  x-ray  examinations  were  in  hospitals  and 
in  offices.  She  was  one  of  an  earnest  group  of 
Federal  social  workers  who  were  confident  that 
the  WTagner-Murray-Dingell  Bill  was  about  to 
cure  all  the  ills  of  patients  and  doctors  alike, 
medical  and  financial,  and  they  wanted  to  know 
what  it  cost  to  do  x-ray  work,  so  they  would  know 
how  much  to  let  us  charge.  I felt  that  if  these 
people  did  get  the  upper  hand  over  us  we  would  be 
in  a better  position  if  they  knew  what  the  facts 
were.  I was  in  on  the  final  conference,  and  so 


were  several  other  New  York  men.  It  was  a sin- 
cere study,  based  on  a desire  to  ascertain  facts. 
But  I hope  that  I shall  not  be  doing  radiology 
when  I have  to  use  this  or  that  number  of  films 
on  a gastrointestinal  study,  even  if  the  directive 
is  based  on  the  findings  of  this  survey.  Some  of 
this  committee  were  impressed  that  the  x-ray 
machine  is  not  used  all  day  long  continuously. 
Well,  even  a radiologist  likes  to  get  out  of  the 
fluoroscopic  room  once  in  a while. 

Even  though  my  own  machine  has  intervals 
when  the  tube  can  cool  off,  I could  not  increase 
materially  the  volume  of  work  my  office  turns  out, 
even  though  the  government  should  pay  for  it. 
And  even  if  all  the  qualified  younger  radiologists 
were  given  facilities  and  subsidies,  I do  not  be- 
lieve that  the  proposed  extension  of  benefits 
could  be  carried  out  on  any  such  scale  as  the  pro- 
ponents of  socialized  medicine  intend. 

Paradoxically  enough,  at  the  same  time  that 
enormously  increased  demand  is  made  for  x-ray 
services,  regardless  of  how  paid  for,  the  very  im- 
provement in  diagnostic  capacity  of  radiology  is 
reducing  the  number  of  cases  any  given  installa- 
tion can  turn  out.  Two  prominent  workers, 
Swenson  in  Philadelphia  and  Coe  in  Washington, 
have  shown  recently  how,  by  taking  enough  pains, 
they  can  show  small  polyps  in  the  colon,  many  of 
which,  although  they  look  innocent  enough,  rep- 
resent full-fledged  but  as  yet  nonmetastasized 
carcinomas.*  And  when  Coe  brought  out  that  it 
was  sometimes  necessary  to  examine  these  colons 
up  to  four  times,  I marvel  at  the  lack  of  under- 
standing in  a fee  schedule  promulgated  by  a very 
large  life  insurance  company,  containing  a line, 
“Abdomen  (intestines,  colon,  rectum,  kidney, 
etc.)  maximum  payment,  $10.”  This  may  be  a 
well-meant  attempt  to  stave  off  state  medicine  by 
underwriting  a part  of  the  necessary  fee  for  an 
x-ray  examination,  but  I cannot  be  budged  from 
the  opinion  that  a $10  examination  of  the  colon 
cannot  reveal  any  but  a gross  average  of  pathol- 
ogy, speaking  by  and  large,  and  that  an  insurance 
company  is  not  rendering  a public  service  by 
underwriting  it.  I was  told  that  if  the  premium 
were  high  enough  to  underwrite  what  certain 
radiologists  feel  is  a competent  standard  of  work, 
the  cost  would  be  prohibitive. 

The  situation  simply  illustrates  that  the  costs 
of  satisfactory  work  cannot  be  pulled  out  of  a hat. 
Dr.  Simpson  states,  “Compulsory  health  in- 
surance involves  compulsion,  bureaucratic  ad- 
ministration, and  diminished  quality  of  service  to 
patients  who  need  it  due  to  the  impossible  de- 
mands of  those  who  do  not.”2  You  need  look  no 


* Since  this  paper  was  read,  a group  from  Temple,  Texas, 
won  the  gold  medal  of  the  American  Medical  Association  at 
the  1949  meeting  in  Atlantic  City  with  an  exhibit  which  ex- 
pands on  this  thesis. — R.  S. 
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farther  than  England  to  see  the  truth  of  that 
statement.  There  would  be  clearer  thinking  on 
how  to  get  the  maximum  benefit  from  medicine  if 
economists  could  grasp  what  any  freshman  in 
physics  knows,  that  there  is  a law  of  conservation 
of  energy  and  that  neither  wealth  nor  matter  can 
be  created  out  of  nothing.  But,  for  many  years 
past  now,  the  more  firmly  an  economist  believed 
that  it  could,  the  higher  he  has  been  apt  to  be  in 
the  councils  of  the  government. 

Two  trends  that  affect  radiology  adversely  to- 
day, as  I see  them,  are  first,  passing  the  diagnostic 
buck  to  the  x-ray  at  the  very  outset.  Among  the 
internists  who  send  work  to  me,  there  are  some  to 
whom  it  is  very  seldom  I tell  anything  that  they 
had  not  predicted  in  advance  from  a careful 
history  and  physical  examination,  plus  a high 
degree  of  clinical  intuition,  which  is  just  another 
name  for  using  reasoning  power.  The  second 
trend  is  the  ill-advised  attempt  to  make  x-ray 
available  to  everybody,  in  the  face  of  Dr.  Simp- 
son’s well-worded  warning  of  diminished  quality 
of  service  to  patients  who  need  it  due  to  the  im- 
possible demands  of  those  who  do  not. 

Do  I sound  pessimistic?  If  so,  let  me  leave  you 
a final  word  of  cheer,  derived  from  a small  book 
by  a very  wise  ethnologist,  Dr.  W.  M.  Flinders 
Petrie.3  He  is  probably  the  foremost  student  of 
the  phenomenon  that  we  call  civilization.  He 
finds  that  a civilization,  just  like  an  individual, 
does  not  go  on  forever.  It  is  born,  it  grows,  it 
matures,  it  becomes  senile,  and  it  dies.  He  finds 
that  we  are  in  the  eighth  civilization  of  which 
history  has  a record,  and  that  we  are  in  the  ter- 
minal stage.  Seven  times  before,  the  concentra- 
tion of  great  wealth  has  ushered  in  the  last  stage 
before  dissolution.  I find  no  evidence  in  his  study 
that  the  destruction  of  wealth  will  restore  a dying 
civilization.  In  a normal  culture,  the  amount 
of  government  bears  a reasonable  proportion  to 
what  else  goes  on.  I can  see  in  the  present  ex- 
pansion of  governmental  activities  a definite 
parallel  to  a malignant  tumor,  and  I firmly  be- 


lieve that  the  tumor  will  eventually  kill  its 
host. 

I think  you  will  find  food  for  thought  in  these 
few  concluding  words  from  Flinders  Petrie : 

At  every  invasion  by  a new  people,  which,  as 
we  have  seen,  is  the  necessary  foundation  of  a new 
period  of  civilization,  there  must  be  strong  per- 
sonal rule.  The  holding  together  of  the  invaders, 
the  decisive  subjection  of  the  invaded,  the  strife 
of  the  fusion  of  peoples,  all  require  an  autocracy 
of  greater  or  less  scope.  This  period  lasts  during 
four  to  six  centuries. 

The  next  stage  is  an  oligarchy,  when  leader- 
ship is  still  essential,  but  the  unity  of  the  country 
can  be  maintained  by  law  instead  of  autocracy. 
This  stage  varies  in  length;  in  Greece  and  Rome 
it  was  about  four  centuries,  in  Medieval  Europe 
about  five  or  six  centuries. 

Then  gradually  the  transformation  to  a democ- 
racy takes  place;  beginning  about  the  great 
phase  of  literature  in  Greece,  Rome,  and  modern 
Europe.  During  this  time — about  four  cen- 
turies— wealth — that  is,  the  accumulated  capital 
of  facilities — continues  to  increase.  The  accumu- 
lation of  thefacilitiesoflife,orcapital  in  every  form, 
diminishes  the  need  for  striving.  There  is  so  much 
the  less  worth  striving  for,  there  is  so  much  more 
to  enjoy  without  strife.  Hence,  the  easier  life  is 
rendered,  the  more  easy  is  decay  and  degradation. 
The  maximum  of  wealth  must  inevitably  lead  to 
the  downfall.  When  democracy  has  attained  full 
power,  the  majority  without  capital  necessarily 
eat  up  the  capital  of  the  minority,  and  the  civiliza- 
tion steadily  decays,  until  the  inferior  population 
is  swept  away  to  make  room  for  a fitter  people. 

I call  these  considerations  to  your  attention  be- 
cause I can  recognize  in  the  description  of  the 
scenery  some  landmarks  on  the  road  we  are  now 
traveling. 
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HOPE  FOR  THE  COCKTAIL  IMBIBER 
An  interesting  observation  was  presented  by  Dr. 
Ross  Golden  at  a recent  Graduate  Fortnight  meeting 
of  the  New  York  Academy  of  Medicine,  demonstrat- 
ing the  desirability  of  employing  x-ray  examinations 
of  the  gastrointestinal  tract  to  aid  in  diagnosing 
allergy,  amebiasis  of  the  cecum,  nutritional  dis- 
orders, etc.  He  quoted  an  example  of  a man  greatly 
distressed  because  upper  abdominal  pains  followed 
soon  after  taking  a cocktail.  After  preliminary 


x-ray  examination  showed  the  stomach  functioning 
normally,  he  took  a “barium  scotch  highball.” 
Within  a few  minutes  peristalsis  ceased,  and  the 
antrum  became  spastic,  suggesting  the  possibility 
of  an  allergic  reaction  to  alcohol.  He  was  given  a 
capsule  containing  antihistamine  drugs  and,  if  taken 
a half  hour  before  imbibing  the  beverage,  no  discom- 
fort resulted.  Thus,  concludes  Dr.  Golden,  science 
can  aid  suffering  humanity! 


X-RAY  STUDIES  OF  THE  DISARTICULATED  SKULL* * 

Lewis  E.  Etter,  M.D.,  Pittsburgh,  Pennsylvania 

{From  the  Western  Psych  iatric  Institute  and  Clinic,  University  of  Pittsburgh  Medical  Center,  Pittsburgh ) 


Roentgenograms  of  the  head  present  a 

confusing  labyrinth  of  superimposed  lines 
and  shadows.  In  order  to  separate  these  from 
one  another  and  discover  the  exact  details  con- 
tributed by  the  various  component  bones,  dis- 
articulation of  the  dried  skull  was  undertaken. 
This  dissection  was  accomplished  by  use  of  fine 
dental  drills  applied  along  the  suture  lines  where 
necessary.  Then,  by  filming  each  component 
bone,  at  first  separately  in  the  various  standard 
projections  and  next  with  it  replaced  in  the  skull, 
it  became  possible  to  correlate  features  found  in 
the  detailed  analysis  of  the  isolated  bone  with 
contiguous  structures.  Now,  if  a film  was  made 
of  the  skull  with  the  bone  under  study  removed, 
the  details  of  other  related  structures  became 
more  readily  apparent.  It  was  possible  then  to 
see  exactly  how  far  a given  line  or  anatomic  struc- 
ture extended  and  where  it  joined  with  a neighbor- 
ing part.  In  order  to  clear  up  any  question  re- 
garding location  of  anatomic  landmarks  as 
shown  on  the  films,  small  strips  of  lead  were  used 
to  accentuate  doubtful  elements. 

It  was  found  most  instructive  to  deal  only  with 
the  components  of  a single  bone  in  relation  to 
its  neighbors  at  one  time.  For  example,  the 
frontal  bone  enters  into  many  of  the  standard 
projections  of  the  skull.  If  the  whole  dried  skull 
was  filmed  it  was  difficult  to  say  exactly  where 
the  frontal  bone  components  ended  and  other 
bone  structures  commenced.  But  if  it  was  re- 
moved and  films  made  of  it  separately,  of  the 
skull  with  it  missing  and  then  replaced,  the  exact 
anatomic  features  could  be  picked  out  and  labeled. 
By  comparing  the  roentgenograms  of  the  living 
skull  in  the  same  position  it  then  was  possible 
to  label  exactly  the  features  of  the  frontal  bone 
and  not  be  confused  with  neighboring  structures. 

Since  the  primary  purpose  of  this  study  was  to 
produce  films  for  demonstration  and  classroom 
instruction,  a matter  of  practical  importance 
with  reference  to  labeling  presented  itself.  All 
of  the  films  of  the  bones  prepared  as  above  out- 
lined had  black  opaque  backgrounds  surrounding 
the  negative  roentgen  image.  If  it  was  desired 
to  preserve  this  appearance  of  the  bone  and  not 
reverse  the  blacks  and  whites  on  the  film  it  be- 

Presented, by  invitation,  at  the  143rd  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  Buffalo, 
Section  on  Radiology,  May  6,  1949. 

* A scientific  exhibit,  "New  Method  for  Roentgen  An- 
atomic Study  of  the  Skull,”  was  shown  in  connection  with 
this  paper  and  given  Honorable  Mention  in  Scientific  Re- 
search. 


came  necessary  to  get  rid  of  the  background. 
The  simple  expedient  of  cutting  out  the  roentgen 
image  from  the  black  film  was  developed,  and  the 
resulting  silhouette  glued  to  a sheet  of  cleared 
film  gave  ample  room  for  lettering  all  the  ana- 
tomic details.  Mounts  prepared  in  this  way 
were  then  placed  between  pieces  of  plexiglass  and 
bound  with  tape,  thus  making  a permanent 
teaching  or  exhibit  collection.  Prints  or  pro- 
jection slides  can  also  be  made  from  the  original 
lettered  and  mounted  silhouettes.  In  addition 
to  being  used  for  the  individual  cranial  bone 
study,  this  system  is  equally  of  use  for  mount- 
ing and  labeling  silhouettes  of  the  whole  dried 
skull  or  the  roentgenograms  of  the  living  subject. 

A study  of  the  sphenoid  bone  by  the  method 
described  has  been  most  illuminating.  As  an 
example,  the  appearance  of  this  keystone  struc- 
ture in  the  skull  in  the  AP.  occipital,  or  Towne 
position  is  very  instructive.  A photograph  of 
the  anterior  inferior  aspect  of  the  disarticulated 
sphenoid  is  shown  in  Fig.  1.  Several  of  the  ana- 
tomic landmarks  are  labeled,  and  particular 
attention  is  directed  to  the  small  triangular 
sphenomaxillary  surface  seen  projecting  down- 
ward as  an  inverted  pyramid  below  the  orbital 
surface  of  the  greater  wing.  This  surface  looks 
into  the  sphenomaxillary  fossa,  and  its  upper 
margin  forms  the  posterior  border  of  the  inferior 
orbital  or  sphenomaxillary  fissure.  It  is  of 
particular  importance  in  the  Towne  projection 
because  it  is  a prominent  feature  in  the  roent- 
genogram lying  medially  and  below  the  mastoid 


Fig.  1.  Photograph  of  the  disarticulated  sphe- 
noid bone  showing  anterior-inferior  aspect.  Note  par- 
ticularly the  triangular  sphenomaxillary  surfaces. 
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Fig.  5.  Occipital  view — sphenoid  removed. 


Fig.  2.  Occipital  view — sphenoid  components. 


tip  for  which  it  has  been  sometimes  mistaken 
(Fig.  2). 

In  Fig.  3 a roentgenogram  of  the  isolated 
sphenoid  bone  is  seen,  made  with  it  in  the  same 
position  it  occupied  in  the  skull  when  oriented 
for  the  AP  35  degrees  toward  the  feet  projection. 
It  will  be  seen  that  the  sphenomaxillary  surface 
is  a prominent  feature.  The  relative  positions 
of  the  anterior  clinoid  processes  and  the  dorsum 
sellae  are  clearly  delineated  with  lead  markers 
as  are  also  the  orbital  surfaces  of  the  greater  wings 
and  the  posterior  margin  of  the  inferior  orbital 
fissure. 

If  a film  is  then  made  of  the  dry  skull  with  the 
sphenoid  bone  replaced,  the  exact  details  con- 
tributed by  the  sphenoid  can  be  seen  clearly  by 
comparing  the  features  with  those  demonstrated 
in  the  isolated  bone  (Fig.  4).  As  described 
above,  the  sphenomaxillary  surface  is  seen  to  be  a 
prominent  feature  of  this  projection.  Its  rela- 
tion to  the  tip  of  the  mastoid  process  and  to  the 
inferior  orbital  fissure  is  definitely  proved.  To 


Fig.  3.  Sphenoid  disarticulated — occipitaljview. 


Fig.  4.  Sphenoid  components — occipital  view. 


demonstrate  the  relation  of  the  above  structures 
to  others  in  juxtaposition,  a film  of  the  skull 
with  the  sphenoid  removed  is  seen  in  Fig.  5. 
Here  we  can  identify  lines  produced  by  the  fron- 
tal, ethmoid,  maxillary,  mandible,  occipital, 
and  temporal  bones,  all  having  been  previously 
identified  by  the  same  processes  of  analysis  and 
synthesis.  Finally,  it  is  a comparatively  simple 
matter  to  study  the  view  of  the  living  skull  in 
the  same  projection  and  pick  out  the  features  now 
certainly  identified  as  belonging  to  the  sphenoid. 


Summary 

A method  of  x-ray  analysis  and  integration  of 
disarticulated  cranial  bones  has  been  outlined. 
Roentgenograms  of  individual  bones  were  made 
in  the  same  relative  positions  occupied  in  the 
skull  in  various  standard  projections.  Then 
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roentgenograms  were  made  of  the  skull  with  the 
bone  in  question  removed.  Another  exposure 
was  made  with  the  bone  replaced.  In  this  way 
the  exact  features  contributed  to  the  roentgen 
image  of  the  skull  of  the  living  subject  by  each 
bone  were  delineated  and  correlated. 

Discussion 

George  H.  Ramsey,  M.D.,  Rochester. — The 
roentgen  examination  of  the  skull  and  its  contents 


has  become  an  established  procedure  because  of  the 
direct  visual  evidence  it  adds  to  the  clinical  findings. 
If  we  are  to  give  accurate  interpretations,  we  must 
be  familiar  with  the  normal  in  the  various  projec- 
tions. 

Dr.  Etter,  in  his  radiologic  dissection,  has  clearly 
and  accurately  labeled  the  fines  and  shadows  con- 
tributed by  each  component  of  the  skull.  This 
method  is  both  painstaking  and  time-consuming, 
but  I am  sure  his  effort  is  well  repaid  by  the  results. 

This  research  is  being  aided  by  a grant  from  the  Sarah 
Mallon  Scaife  Foundation  of  Pittsburgh. 


AMERICAN  MEN  MARRY 

More  American  men  are  married,  maintaining  a 
home,  and  raising  a family — and,  what’s  more,  ap- 
parently liking  it — than  ever  before  in  the  history  of 
the  country.  This  is  based  upon  a study  of  the  Ameri- 
can husband  by  the  statisticians  of  the  Metropolitan 
Life  Insurance  Company,  who  bring  attention  to  the 
impressive  fact  that  there  are  now  about  35V2 
million  married  men  in  the  United  States,  and  that 
34 'A  million  of  them  are  living  with  their  wives. 

Even  the  small  proportion — approximately  three 
per  cent — living  apart  includes  those  men  who  are 
employed  away  from  home  or  are  temporarily  absent 
for  reasons  other  than  marital  discord,  the  statisti- 
cians note.  The  otherwise  happy  situation  is  clouded 
somewhat  by  the  fact  that,  because  of  the  housing 
shortage,  about  2V2  million  married  couples  are 
living  with  relatives  or  in  other  temporary  quarters, 
such  as  transient  hotels  and  lodging  houses. 


A.M.A.  SURVEYS  BLOOD  BANK  RESOURCES 

The  American  Medical  Association  is  conducting 
a nation-wide  survey  of  blood  bank  resources. 

Under  the  direction  of  a special  committee  es- 
tablished by  the  A.M.A.  House  of  Delegates,  the 
A.M.A.  Bureau  of  Medical  Economic  Research  has 
just  completed  mailing  questionnaires  to  more  than 
1,500  blood  banks  and  5,100  hospitals  which  have  no 
blood  banks.  The  questionnaires  are  the  first  step 
in  determining  the  capacity,  equipment,  personnel, 
inventory,  general  processing  procedures,  and  ar- 
rangements for  emergency  cooperation  among  blood 
banks. 

The  committee  is  headed  by  Dr.  Leonard  W. 
Larson  of  Bismarck,  North  Dakota.  Other  members 
of  the  committee  are  Drs.  William  A.  Coventry  of 


Nearly  one  third  of  the  husbands  are  under 
thirty-five  years  of  age,  and  about  one  quarter  are 
past  fifty-five.  Of  those  at  ages  thirty-five  to  fifty- 
four,  98  per  cent  are  gainfully  employed,  or  seeking 
employment,  as  a means  of  meeting  their  family  re- 
sponsibilities. 

Although  the  proportion  of  wives  who  work 
is  greater  than  ever  before,  less  than  one  fourth 
of  all  wives  work  outside  the  home,  and  these 
are  mostly  the  younger  ones  who  have  been  married 
only  a short  time. 

More  than  nine  out  of  every  ten  young  men  in 
this  country  eventually  marry.  All  in  all,  American 
men  look  with  great  favor  on  traditional  family  fife. 
They  make  a home,  raise  a family,  provide  for  cur- 
rent needs,  and  save  for  their  old  age  and  for  such 
contingencies  as  prolonged  sickness  and  premature 
death. 


Duluth,  Minnesota;  James  Q.  Graves  of  Monroe, 
Louisiana;  John  W.  Green  of  Vallejo,  California; 
Herbert  P.  Ramsey  of  Washington,  D.C. ; James  R. 
Reuling  of  Bayside,  New  York;  Deering  G.  Smith  of 
Nashua,  New  Hampshire ; James  Stevenson  of  Tulsa, 
Oklahoma;  William  D.  Stovall  of  Madison,  Wis- 
consin ; and  Ernest  B.  Howard  of  Chicago,  assistant 
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ANYONE  reading  the  literature  on  peptic 
ulcer  must  be  amazed  at  the  many  different 
opinions  expressed  regarding  etiology,  pathogene- 
sis, symptoms,  and  treatment  of  this  common 
disease.  Patients  who  have  made  the  rounds  of 
internists,  surgeons,  psychiatrists,  and  cultists 
frequently  ask  me  how  there  can  be  so  much 
confusion  in  the  ranks,  and  some  of  the  more 
intelligent  ones  have  expressed  the  opinion  that 
the  treatment  of  ulcer  has  become  almost  a 
“racket.”  Much  of  the  confusion  has  been 
caused  by  ill-conceived  and  uncorrelated  research 
by  investigators  unfamiliar  with  the  clinical 
aspects  of  the  disease.  The  American  Gastro- 
enterological Association  through  its  National 
Committee  for  the  Study  of  Peptic  Ulcer  has 
made  a careful  study  of  the  work  that  has  been 
done  and  is  attempting  to  promote  a planned 
program  of  future  study.  The  United  States 
Public  Health  Service  has  allotted  $100,000  for 
subsidizing  research  in  peptic  ulcer  under  the 
guidance  of  the  Committee,  and  it  is  to  be  ex- 
pected that  some  constructive  and  authoritative 
reports  will  emanate  from  this  source.  Mean- 
while, an  evaluation  of  the  problem  would  seem 
to  be  in  order. 

One  fact  in  regard  to  the  ulcer  problem  that 
stands  out  prominently  is  that  no  matter  what 
type  of  treatment  has  been  used,  the  reports  show 
that  ulcers  have  healed,  as  demonstrated  by 
x-ray  and  clinical  findings  before  and  after  treat- 
ment. Whether  the  patient  has  been  treated  by 
antacid,  hormonal,  or  endocrine  therapy,  whether 
he  has  been  fed  through  mouth  or  nose,  into  the 
stomach  or  duodenum  or  even  through  the  veins 
or  rectum,  whether  the  foods  have  consisted 
mainly  of  carbohydrates,  fats,  proteins,  or  amino 
acids,  whether  psychotherapy,  physiotherapy,  or 
radiotherapy  have  been  applied,  and  whether 
any  one  of  the  various  operations,  ranging  from 
simple  gastroenterostomy,  pylorectomy,  or  gas- 
trectomy to  that  “psychosomatic  operation”  of 
vagotomy,  have  been  performed,  the  reported 
results  have  all  been  approximately  the  same. 
The  old  familiar  statistical  studies,  so  notoriously 
inaccurate  when  applied  to  clinical  reports  in 
general,  have  been  used  to  show  the  value  of  each 
of  these  methods  of  treatment.  Looking  at  the 
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whole  picture,  any  rational,  unbiased  person 
could  come  to  only  one  conclusion — that  uncom- 
plicated ulcers  must  heal  spontaneously  and  that 
the  variation  in  healing  time  by  different  methods 
of  treatment  must  be  due  to  the  fact  that  some 
treatments  interfere  with  healing  more  than 
others. 

That  uncomplicated  ulcers  heal  spontaneously 
has  been  amply  demonstrated  in  the  past.  The 
most  important  point  in  the  typical  history  of 
ulcer  is  so-called  “chronicity  and  periodicity,” 
by  which  is  meant  the  occurrence,  over  a long 
period,  of  recurrent  attacks  of  ulcer  symptoms 
(hunger  pain  relieved  by  food)  with  often  long 
intervals  of  entire  freedom  from  symptoms, 
whether  the  patient  has  been  treated  or  not. 
During  the  intervals  between  typical  attacks 
demonstrated  to  be  due  to  ulcers,  x-rays  and 
even  operations  have  disclosed  either  that  no 
ulcer  was  demonstrable  or,  at  times,  that  scars 
of  healed  ulcers  were  present.  Recurrent  ulcers 
may  be  found  at  different  points  in  stomach  and 
duodenum  in  different  attacks.  Lewis  Gregory 
Cole,  twenty-five  years  ago,  at  first  by  frequent 
serial  roentgen  studies  and  later  by  detailed 
pathologic  research,  demonstrated  the  rapid  and 
complete  healing  of  uncomplicated  gastric  ulcer.1 
Later  studies  have  shown  that  uncomplicated 
duodenal  ulcers  will  also  heal  completely,  although 
at  times  leaving  deformities  from  scarring. 

Etiology  and  Pathology’ 

Practically  all. treatments  of  ulcers  have  been 
based  on  the  theory  that  ulcers  are  caused  by 
erosion  of  the  mucosa  by  acid  gastric  juice.  This 
theory  has  been  based  on  the  fact  that  excess 
secretion  of  hydrochloric  acid  has  usually  been 
found  in  the  stomachs  of  patients  with  ulcer, 
ignoring  the  fact  that  some  ulcers,  especially 
those  in  the  stomach,  are  found  in  the  presence  of 
an  achlorhydria.  The  fact  that  ulcers  heal  spon- 
taneously or  even  where  dilute  hydrochloric 
acid  has  been  given  due  to  a mistake  in  diagnosis 
has  been  ignored.  In  general,  the  increased  acid 
secretion  can  be  explained  on  the  basis  of  irrita- 
tion of  the  gastric  mucosa  caused  by  the  presence 
of  ulcer,  and  the  spontaneous  healing  of  the  ulcer 
in  the  presence  of  the  increased  acidity  could  be 
attributed  to  the  cleaning  out  of  the  base  of  the 
ulcer  by  the  acid,  promoting  the  healing  process. 
The  increased  acid  secretion  could  thus  be  ex- 
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plained  as  a protective  reaction  to  the  presence 
of  the  ulcer  much  more  rationally  than  that  it  is  a 
destructive  agent. 

It  is  known  that  normal  gastric  mucosa  is 
protected  from  digestion  by  gastric  juice,  so  that 
it  is  necessary  to  presuppose  damage  or  actual 
death  of  a localized  area  of  mucosa  before  the 
juice  could  digest  it  out  and  produce  an  ulcer. 
Cole,  in  his  carefully  checked  pathologic  re- 
searches, demonstrated  conclusively  that  ulcers 
do  not  originate  in  the  mucosa  but,  like  boils  and 
carbuncles,  originate  as  necrotic  areas  in  the 
deeper  layers  of  the  stomach  wall,  later  breaking 
through  the  mucosa,  the  size  of  the  resulting 
ulcers  depending  upon  the  depth  and  extent  of  the 
necrotic  area.1  Large  necrotic  areas,  such  as 
those  occurring  along  the  lesser  curvature  of  the 
stomach  with  its  loose  alveolar  tissue,  will  produce 
the  large  ulcers  seen  there,  whereas  small  ulcers 
are  found  in  the  prepyloric  and  duodenal  regions. 
When  the  necrotic  areas  are  deep  and  occur  in 
regions  where  the  wall  is  thin  and  the  lumen  small, 
particularly  in  the  duodenum,  the  breaking 
through  may  occur  in  both  directions,  through 
mucosa  and  serosa  at  the  same  time,  producing 
perforation.  When  a vessel  happens  to  lie  in  the 
sloughed  area,  it  may  slough  out  or  may  be 
eroded  by  the  gastric  juice  when  it  digests  out 
the  necrotic  area,  resulting  in  hemorrhage. 
The  extent  of  the  induration  occurring  about  an 
ulcer  and  the  degree  of  accompanying  peritoneal 
reaction  is  dependent  upon  the  size  and  particu- 
larly upon  the  depth  of  the  ulcer.  Stenosis 
resulting  from  cicatricial  contractions  after  heal- 
ing occurs  mostly  at  the  narrow  pylorus  and  is 
much  rarer  than  that  resulting  from  perigastric 
and  periduodenal  adhesions  caused  by  perfora- 
tions, especially  those  so-called  “slow  perfora- 
tions” into  neighboring  organs,  principally  the 
head  of  the  pancreas,  or  such  perforations  covered 
by  omentum. 

The  reason  for  the  occurrence  of  the  necrotic 
areas  constitutes  the  most  important  causative 
factor  in  the  production  of  ulcer.  This  fact  has 
gradually  come  to  be  recognized,  and  many  ex- 
planations have  been  advanced.  The  fact  that 
ulcers  occur  along  the  lesser  curvature  and  the 
duodenum  can  be  explained  by  the  fact  that  there 
is  an  endartery  circulation  in  this  region.  That 
some  ulcers  occur  as  a result  of  obliteration  of 
these  endarteries  as  a result  of  arteriosclerosis, 
obliterating  endarteritis,  periarteritis  nodosum, 
and  embolism  is  undoubtedly  true,  but  these  are 
rare  causes,  as  is  syphilis.  That  vasospasm  result- 
ing from  psychic  causes  could  proceed  to  actual 
death  of  tissue  seems  highly  improbable,  although 
the  occurrence  of  ulcer  following  psychic  trauma 
has  been  atrributed  to  this  cause.  That  body 
habitus  should  play  a part  is  incomprehensible 


and  is  belied  by  the  fact  that  ulcer  is  seen  propor- 
tionately as  often  in  patients  of  asthenic  as  of 
sthenic  habitus.  Some  endocrine  disturbances 
associated  with  vascular  abnormalities  could 
undoubtedly  play  a part  in  causing  arterial 
spasm  if  not  obliteration.  Allergy,  which  is 
known  to  cause  sloughing  areas  elsewhere,  as  in 
skin,  buccal,  and  rectal  mucosa  and  conjunctiva, 
might  conceivably  be  an  important  factor,  but 
rarely  are  peptic  ulcers  directly  attributable  to 
allergy  to  ingested  or  inhaled  substances. 

In  1912  and  1913  two  research  workers  made 
contributions  of  great  importance  to  the  etiology 
of  ulcer.  Rosenow  demonstrated  the  connection 
between  focal  infection  and  ulcer  previously  sug- 
gested by  Frank  Billings.2  Turck  produced 
typical  gastric  ulcers  in  dogs  by  the  intravenous 
injection  of  simple  extracts  of  homologous  tissue, 
attributing  the  resulting  necrotic  areas  in  the 
stomach  and  elsewhere  to  absorption  of  a theoretic 
substance  from  dead  tissue,  wdiich  he  called 
“cytost.”3  Later  he  called  attention  to  the  fact 
that  “cytost”  was  undoubtedly  present  in  small 
quantities  in  the  necrotic  tisShe  in  so-called  foci 
of  infection  and  that  the  absorption  could  dupli- 
cate his  findings  after  injection  of  “cytost”  in 
dogs.  This  was  further  emphasized  when  it 
was  realized  that  Rosenow  in  his  animal  experi- 
ments injected  mixtures  of  the  infective  material 
from  foci  of  infection  and  not  pure  cultures  of 
bacteria  into  his  animal’s  veins,  so  that  “cytost” 
was  included.  The  absorption  of  “cytost” 
would  also  explain  the  Curling  ulcer  following 
burns  and  the  ulcers  occurring  after  bad  fractures 
or  operations.  Whether  “cytost”  is  the  hista- 
mine-like  substance  which  various  workers  are 
trying  to  implicate  as  the  cause  or  whether  the 
reaction  in  the  mucosa  is  a so-called  autoallergic 
phenomenon  remains  to  be  demonstrated. 

Thirty-five  years  of  experience  in  the  eradica- 
tion of  all  foci  of  infection  in  my  patients  with 
ulcer  has  constantly  emphasized  to  me  the  im- 
portance of  focal  infections  win  the  etiology  of 
ulcer.  I have  never  seen  jfn  ulcer  occur  in  any 
case  in  which  such  foci  could  not  be  demonstrated 
as  a cause,  and  recurrences,  winch  might  be  post- 
poned for  an  indefinite  period  by  thorough  eradi- 
cation of  foci,  have  practically  always  been  found 
to  be  due  to  recurrence  of  old  infections  or  the 
development  of  new  ones.  That  some  patients 
tend  to  develop  ulcers  rather  than  other  condi- 
tions known  to  be  caused  by  focal  infections  would 
point  to  a constitutional  tendency  to  the  develop- 
ment of  ulcer,  which  seems  to  be  hereditary. 

Diagnosis 

The  history  is  the  most  important  single 
factor  in  making  a diagnosis.  Typical  of  peptic 
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ulcer  is  the  history  of  “chronicity”  and  “perio- 
dicity,” meaning  the  occurrence  of  attacks  of 
“indigestion”  lasting  from  a week  to  a few  months 
with  intervals  between  the  attacks  during  which 
the  patient  can  eat  anything  and  have  no  symp- 
toms whatever  because  then  no  ulcer  is  present. 
The  typical  symptom-complex  of  hunger  pains 
relieved  by  taking  any  kind  of  food  or  drink  (or 
antacid)  is  usually  present,  being  due  to  excessive 
gastric  hunger  contractions  of  the  empty  or 
nearly  empty  stomach  occurring  as  a result  of 
irritation  from  the  ulcer.  This  pain,  usually  in 
the  epigastrium, *may  be  reflected  upward,  down- 
ward, to  either  side  or  to  the  back,  but  at  times, 
especially  when  the  ulcer  is  complicated  by 
disease  in  other  parts  of  the  gastrointestinal 
tract,  the  pain  may  be  located  in  the  gallbladder 
region,  the  back  (with  pancreatic  irritation),  the 
appendix  region,  or  over  the  sigmoid.  In  any 
case  it  will  occur  late  after  eating  (one  to  three 
or  more  hours)  and  will  be  relieved  by  eating. 
The  time  of  occurrence  of  the  hunger  pain  is 
independent  of  the  location  of  the  ulcer  but  is 
often  directly  due  to  the  quantity  of  food  ingested, 
occurring,  as  would  be  expected,  earlier  after 
small  feedings,  later  after  large  meals. 

Another  type  of  pain,  due  to  pylorospasm  in 
the  case  of  an  ulcer  in  close  proximity  to  the  py- 
lorus, may  occur  immediately  after  or  even  during 
eating  and  is  usually  accompanied  by  retrostaltic 
symptoms  such  as  nausea,  belching  (aeropha- 
gia),  sour  eructations,  regurgitation,  or  even 
vomiting.  These  retrostaltic  symptoms  may 
occur  in  any  ulcer,  regardless  of  location.  A 
third  type  of  pain,  due  to  peritoneal  irritation, 
occasionally  occurs  in  large  lesser  curvature  ulcers 
when  the  crater  becomes  stretched  with  gastric 
contents,  that  is,  immediately  after  filling  the 
stomach,  and  will  last  until  intragastric  tension 
is  relieved,  usually  one-half  to  one  hour,  being 
succeeded  later  by  the  hunger  pains.  Peritoneal 
pain  also  occurs  in  deep  duodenal  ulcers  which 
are  impinging  against  peritoneum  and  is  of 
course  very  severe  if  the  peritoneal  coat  is  per- 
forated. Persistent  pain,  little  or  not  at  all 
relieved  by  food,  usually  indicates  a complication, 
such  as  a walled-off  perforation  and  adhesions 
to  neighboring  organs  or  actual  disease  in  these 
organs  (pancreas,  gallbladder,  liver,  omentum). 

A little  surface  bleeding  occurs  in  all  ulcers, 
but  gross  hemorrhage  is  a complication  to  be  dis- 
cussed later. 

Roentgen  diagnosis  is  valuable  if  performed  by 
an  expert.  To  make  a definite  diagnosis  of 
ulcer  it  is  essential  to  identify  a definite  niche 
or  crater  filled  with  barium  mixture  surrounded 
by  a defect  due  to  inflammatory  changes,  edema, 
or  induration.  This  is  only  rarely  possible  on 


fluoroscopy,  even  large  lesser  curvature  ulcers 
being  easily  overlooked.  Serial  roentgenograms 
are  absolutely  necessary  and  must  be  taken  in 
different  positions,  with  and  without  compression, 
in  order  to  bring  out  small  ulcers.  Too  often  a 
diagnosis  of  ulcer  is  made  only  from  the  presence 
of  spasm  or  because  a deformity  exists  in  stomach 
or  duodenum.  At  times,  a crater  not  seen  in  the 
early  films  may  be  well  visualized  at  one  or  two 
hours  after  the  barium  meal.  It  is  important  to 
recognize  the  difference  between  the  smooth 
crater  of  an  uncomplicated  ulcer  and  the  deeper, 
often  spreading  crater  or  extravasation  produced 
by  a walled-off  perforated  ulcer,  usually  in  the 
duodenum,  which  will  often  retain  barium  not 
only  for  six  hours  but  for  a long  period  of  time. 
Films  taken  at  six  hours  will  show  whether  an 
obstruction  is  present.  In  any  case  a complete 
roentgen  study,  with  films  at  twenty-four  and 
forty-eight  hours,  a barium  enema,  and  a cholecys- 
tography is  advisable  to  identify  complications 
which  might  have  a bearing  on  successful  treat- 
ment. 

Gastric  analysis  is  of  considerable  value  in 
many  cases.  Fasting  contents  removed  the 
morning  after  the  usual  rice  and  raisin  “duration 
meal”  taken  at  bedtime,  if  they  contain  visible 
rice  and  raisins,  indicate  a stenosis  either  in  mid- 
stomach (hour-glass  stomach),  at  the  pylorus, 
or  in  the  duodenum.  The  quantity  of  overnight 
residue  is  somewhat  of  an  index  of  the  degree  of 
obstruction,  a large  quantity  with  much  liquid 
indicating  a very  small  lumen.  The  acidity  may 
vary,  being  lower  in  gastric  than  in  duodenal 
ulcer.  The  microscopic  findings  include  sprout- 
ing yeasts  or  sarcinae  in  the  presence  of  free 
hydrochloric  acid  usually  found  in  ulcer,  as  con- 
trasted with  lactic  acid  bacilli  and  free  lactic  acid 
when  no  free  acid  is  present,  as  is  often  the  case 
in  carcinoma  causing  obstruction.  In  high  grade 
obstruction  the  overnight  residue  will  often  con- 
tain remnants  of  food  eaten  days  before. 

Fractional  gastric  analysis  will  produce  a curve 
of  acidity  which  is  not  always  characteristic. 
In  gastric  ulcer  the  acidity  may  be  high,  approach- 
ing a free  hydrochloric  acid  of  60  or  80  units,  but 
it  may  also  be  low  or  even  absent.  In  duodenal 
ulcer  the  curve  of  free  acidity  usually  rises  rapidly 
to  high  figures,  even  to  90  or  100  or  more,  and 
tends  to  remain  high,  indicating  the  hypersecre- 
tion usually  associated  with  this  condition.  Ab- 
sence of  blood  in  the  gastric  contents  is  against 
the  presence  of  an  active  ulcer,  but  its  presence 
may  be  due  to  trauma  in  passing  the  tube.  If  no 
blood  is  seen  in  the  early  removals  but  begins  to 
be  noticed  toward  the  end  of  the  examination, 
after  one  or  one  and  one-half  hours,  coincident 
with  regurgitation  of  bile  into  the  stomach,  it  is 
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indicative  of  a source  of  bleeding  in  the  duo- 
denum and  will  confirm  the  presence  of  an  active 
duodenal  ulcer  which  may  have  been  suspected 
only  by  x-ray  examination.  The  persistent  find- 
ing of  blood  may  also  be  of  help  in  determining 
the  presence  of  a postoperative  marginal  or 
jejunal  ulcer. 

Gastroscopy,  in  expert  hands,  will  show  an  ulcer 
if  it  comes  within  the  limited  area  of  the  stomach 
which  can  be  viewed  by  this  method,  but  errors 
in  diagnosis  are  frequent.  The  new  operating 
gastroscope  designed  by  Benedict  permits  of 
biopsy,  so  that  differentiation  from  carcinoma  is 
possible  in  cases  in  which  the  ulcer  can  be  reached. 

Stool  examinations  are  of  little  value  in  ulcer. 
Occult  blood,  found  in  so  many  stools  even  on  a 
strict  meat-free  diet,  may  be  due  to  slight 
trauma  or  bleeding  anywhere  from  mouth  to 
anus  or  in  any  of  the  tracts  opening  into  the  gas- 
trointestinal tract.  Absence  of  blood  may  be  an 
indication  that  no  active  ulceration  is  present  and 
is  of  value  in  determining  cessation  of  bleeding 
after  massive  hemorrhage. 

Other  laboratory  examinations,  such  as  blood 
counts,  serologic  tests,  and  the  various  tests  for 
possible  specific  diseases  causing  ulcer,  will  be  of 
obvious  advantage. 

The  differential  diagnosis  between  ulcer  and 
cancer  is  important.  Duodenal  carcinoma  is 
very  rare  and  is  usually  associated  with  biliary 
tract  carcinoma,  so  that  it  is  rarely  confused  with 
ulcer.  A gastric  ulcer,  on  the  other  hand,  must 
always  be  suspected  of  being  a carcinoma  with 
ulceration  until  proved  benign,  especially  if  the 
patient  has  no  history  of  previous  ulcers.  While 
an  ulcer  on  the  greater  curvature  is  practically 
always  malignant,  the  percentage  of  occurrence 
of  carcinoma  as  compared  with  ulcer  along  the 
lesser  curvature  or  on  the  posterior  wall  near  the 
lesser  curvature  is  not  of  great  help  in  differentia- 
tion. The  fact  that  most  carcinomas  occur  be- 
tween the  incisura  and  the  pylorus  does  not  mean 
that  an  ulcer  seen  elsewhere  is  not  malignant. 
The  patient’s  safety  demands  a definite  diagnosis. 
The  old  teaching  that  gastric  ulcer  may  become 
malignant  was  based  on  erroneous  diagnosis, 
ulcers  malignant  from  the  start  having  been 
mistaken  for  simple  ulcers.  As  a matter  of  fact, 
gastric  ulcers  heal  so  rapidly  that  there  is  no  time 
for  malignant  change  to  occur  except  in  the  scars 
resulting  from  healing,  and  this  is  very  unusual. 
The  fact  that  simple  ulcers  heal  so  rapidly  is 
the  basis  for  making  a re-examination  of  all  gastric 
ulcers  within  three  or  four  weeks  after  the  finding 
of  the  ulcer  when  the  ulcer  crater  may  be  found 
distinctly  smaller  or  entirely  absent  and  its 
surrounding  induration  diminished  or  gone,  as 
contrasted  with  increasing  and  irregular  infiltra- 
tion in  the  case  of  malignancy  and  increase  and 


often  irregularity  in  the  contours  of  the  ulcer 
crater.  A few  cases  have  been  reported  in  which 
the  carcinomatous  crater  was  found  to  be  smaller 
due  to  prolifieration  of  the  tumor  tissue  within  the 
crater,  but  careful  observation  would  show  an 
irregularity  of  outline  at  this  site  and  the  increased 
surrounding  infiltration.  It  must  be  emphasized 
that  inspection  or  even  biopsy  of  the  ulcer  through 
a gastroscope,  inspection  and  handling  of  it  at 
operation,  and  even  removal  of  the  ulcer  and  its 
microscopic  study  may  often  not  result  in  a defi- 
nite diagnosis,  and  cytologic  study  of  gastric 
contents  is  not  absolutely  diagnostic.  It  is 
only  by  actually  observing  that  an  ulcer  is  healing 
or  has  healed,  as  shown  by  repeated  x-ray  studies, 
that  a carcinoma  can  be  definitely  ruled  out. 

Treatment 

The  treatment  of  peptic  ulcer  resolves  itself 
into  three  principal  indications:  the  treatment 
of  the  simple  uncomplicated  ulcer,  the  treatment 
of  complications,  and  the  prevention  of  future 
ulcers. 

Prophylactic  treatment  is  the  most  important. 
As  I mentioned  before,  ever  since  the  relation  be- 
tween focal  infection  and  ulcer  was  first  demon- 
strated in  1913,  I have  carried  out  systematic 
and  thorough  eradication  of  all  infective  foci  in 
the  body,  and  my  results  have  justified  the  really 
great  effort  involved  in  carrying  out  this  program. 
I have  never  observed  the  development  of  subse- 
quent ulcers  except  in  cases  in  which  some  new 
infection  had  developed,  and  subsequent  care  of 
these  would  then  give  excellent  results.  Clini- 
cians opposing  removal  of  foci  are  invariably  those 
who  tried  it  but  did  not  carry  out  a compre- 
hensive program  and,  therefore,  got  no  results. 
My  contention  is  that  a clinician  allowing  ob- 
vious infections  to  remain  in  any  patient  who 
suffers  from  any  chronic  disease,  whether  it  has 
been  shown  to  be  one  due  to  focal  infection  or  not, 
is  not  giving  the  patient  adequate  care,  that  is,  he 
is  treating  a disease  and  not  the  patient.  Such 
neglect  is  getting  to  be  too  common. 

The  presence  of  one  small  oral  focus,  like  a re- 
tained root  fragment  in  the  jaw,  may  result  in  com- 
plete failure  of  this  method  of  treatment,  so  that  it 
is  necessary,  in  the  case  of  the  mouth,  to  insist  upon 
complete  mouth  x-rays  and  electric  pulp-testing  of 
all  teeth,  as  well  as  direct  observation.  Extrac- 
tion of  all  nonvital  or  impacted  teeth,  removal  of 
all  retained  fragments  of  teeth  or  fillings,  and,  in 
cases  of  pyorrhea,  the  removal  of  all  remaining 
teeth,  or  at  least  of  the  teeth  showing  the  greatest 
alveolar  resorption,  and  thorough  and  frequent 
scaling  of  those  allowed  to  remain.  X-rays  after 
extractions  must  be  insisted  upon.  Such  a pro- 
gram requires  a degree  of  cooperation  on  the  part 
of  the  dentist  which  is  often  difficult  to  obtain. 
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Ears,  nose,  throat,  and  sinuses  require  a com- 
plete study  and  removal  of  even  suspicious  ton- 
sils and  necessary  operative  or  other  procedures 
for  the  eradication  of  infections  in  nose,  sinuses, 
ears,  and  mastoid.  Chronic  sinus  infection  of- 
fers an  almost  insuperable  obstacle  with  ulcers 
recurring  at  any  time  when  an  exacerbation  or 
new  infection  develops.  The  ulcer  symptoms 
usually  begin  at  the  end  of  symptoms  of  an  acute 
upper  respiratory  episode.  1 have  found  that 
the  development  of  ulcer  at  such  a time  may  be 
prevented  by  proper  care  of  the  acute  infection, 
with  particular  attention  to  adequate  drainage, 
to  prevent  absorption  of  the  agent  producing  the 
ulcer. 

In  the  female,  a very  frequent  cause  of  ulcer 
is  the  infected  cervix,  which  may  require  anything 
from  cauterization  to  extirpation.  Acute  or 
chronic  vaginal  and  uterine  adnexal  infections 
should  of  course  be  adequately  cleaned  up.  In 
the  male,  chronic  infections  in  the  prostate  are 
a very  common  cause,  but  acute  and  chronic 
infections  of  any  part  of  the  genital  tract  should 
be  eradicated.  Renal,  ureteral,  and  bladder 
infections  also  must  be  treated. 

Although  the  three  areas  just  mentioned  con- 
stitute the  most  frequent  sites  of  focal  infection 
associated  with  the  development  of  ulcer,  others 
must  not  be  neglected.  Rectal  and  colonic  in- 
fections, pulmonary  infections,  bone  infections, 
and  even  chronic  skin  infections  must  be  elimi- 
nated. • Ulcers  may  also  occur  during  any  acute 
infectious  disease. 

Treatment  of  the  Uncomplicated  Ulcer 

Treatment  of  the  uncomplicated  ulcer  is  com- 
paratively simple.  Realizing  that  such  ulcers, 
no  matter  what  their  size  or  location,  will  heal 
spontaneously  and  completely  in  a matter  of 
days  or  weeks,  or,  in  the  case  of  large  lesser  curva- 
ture ulcers,  in  a couple  of  months,  all  that  is  neces- 
sary is  to  provide  conditions  favorable  to  healing. 
I tell  patients  that  the  ulcer  is  like  the  one  oc- 
curring in  the  neck  after  a boil  is  opened,  for  which 
a salve  is  applied  and  held  in  place  by  a bandage. 
In  the  stomach,  instead  of  a salve,  a diet  like  a 
salve  should  be  used  and  kept  in  place  by  fre- 
quent replenishment.  The  diet  should  be  well- 
balanced,  with  possibly  a slight  excess  of  protein 
which  long  ago  was  shown  to  promote  healing,  and 
should  consist  of  three  meals  per  day  with  be- 
tween-meal  and  nocturnal  feedings  at  two  or 
three-hour  intervals  while  the  patient  is  awake. 
It  has  long  been  contended,  and  I agree  with  these 
observations,  that  animal  protein  does  not  agree 
as  well  with  ulcer  patients  as  egg,  milk,  cheese,  and 
gelatin,  so  that  I leave  meat  out  of  the  diet 


for  the  first  two  or  three  months.  The  reason 
for  the  irritation  from  meat  is  not  definitely 
known,  but  perhaps  the  dead  animal  protein  may 
contain  a substance  similar  to  the  “cytost”  of 
Turck.  Forty  years  ago,  when  patients  had 
ulcer  recurrences,  the  eating  of  meat  was  blamed 
for  them,  and  today  I use  a return  to  a normal 
meat  diet  as  a clinical  test  of  cure  of  an  ulcer. 
A return  of  an  ulcer  then  indicates  that  some 
focus  of  infection  has  been  overlooked.  The 
diet,  which  with  slight  modifications  is  the  same 
as  the  one  I adapted  from  von  Leube’s  recom- 
mendation in  my  first  paper  on  ulcer  which  I 
read  forty  years  ago,  is  as  follows:4 

Ulcer  Diet 

Breakfast: 

Milk:  one  glass 

Cereal:  large  dish,  with  sugar  and  milk  or  cream 
Egg:  one  or  two,  soft  boiled  or  poached 
Bread  or  toast  with  butter,  one  or  two  slices 
Juice:  of  one  orange,  at  end  of  meal 
Midmorning: 

Powdered  gelatin,  one  heaping  teaspoonful  stirred 
into  one-half  glass  of  water  followed  by, 

Milk:  one  glass 
Luncheon : 

Milk:  one  glass 

Egg:  one  soft  boiled  or  poached,  or  cream  cheese, 
one-half  cake 

Baked  or  mashed  potato  or  plain  spaghetti 
Bread  and  butter,  one  or  two  slices 
Pudding,  custard,  gelatin,  ice  cream,  or  stewed 
fruit 

Midafternoon : 

Same  as  midmorning 
Supper: 

Same  as  breakfast  or  luncheon 
At  bedtime  and  at  two  and  one-half-hour  intervals 
in  night  if  awake:  feedings  as  between  meals 

As  this  diet  is  somewhat  deficient  in  vitamins 
and  minerals,  I usually  prescribe  these  in  capsule 
or  tablet  form.  Because  of  the  deficient  indi- 
gestible residue,  a dose  of  one-half  ounce  of 
mineral  oil  may  be  given  at  bedtime.  There  is 
no  reason  for  interdicting  salt.  In  patients  with 
marked  gastric  irritability  a tablespoonful  of 
vegetable  oil  may  be  taken  just  before  meals. 
Otherwise  no  medication  is  necessary  or  desirable. 
I have  not  used  alkalies  or  antacids  or  any  other 
medication  for  over  thirty  years,  and  my  pa- 
tients do  as  well  as  any  reported  in  the  literature. 
The  feeding  of  predigested  foods,  formerly  sup- 
plied in  the  form  of  peptonized  milk  and  eggs 
and  recently  in  the  form  of  amino  acids,  is  en- 
tirely unnecessary  in  a disease  characterized  al- 
most invariably  by  excessive  secretion  of  gastric 
juice.  Psychotherapy,  in  the  way  of  explaining 
the  simple  requirements  for  healing,  the  useless- 
ness of  medication,  and  the  undesirability  of 
sedatives,  will  greatly  aid  in  the  rapid  relief  of 
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symptoms.  Most  patients  report  complete  ces- 
sation of  pain  within  two  or  three  days.  This  diet 
is  followed  for  from  four  to  six  weeks  when  vege- 
tables and  fruits  are  gradually  added.  A full 
diet,  with  between  meal  feedings  continued,  is 
usually  started  at  about  three  months,  provided 
focal  infections  have  been  cleaned  up  in  the 
interim.  X-ray  check-up  should  show  the  ulcer 
healed. 

Surgical  treatment  is  unnecessary  in  uncom- 
plicated ulcer.  Failure  to  get  relief  by  the  diet 
outlined  may  be  due  to  incorrect  or  insufficient 
diagnosis.  Other  diseases  with  symptoms  simu- 
lating ulcer  or  complicating  ulcer,  such  as  biliary 
tract  disease,  appendicitis,  ileocolitis,  divertic- 
ulitis, and  even  diseases  outside  the  gastro- 
intestinal tract,  such  as  pelvic  or  genitourinary 
lesions,  should  be  searched  for  and  adequately 
treated.  Allergy  to  one  or  more  of  the  foods  in 
the  diet  may  cause  aggravation  of  symptoms. 
I have  seen  immediate  relief  of  symptoms  pre- 
viously aggravated  by  the  ulcer  diet  when  milk 
was  eliminated  from  the  diet.  Operative  treat- 
ment should  be  confined  to  complications. 

The  complications  of  ulcer  requiring  special 
care  include  hemorrhage,  perforation,  and  steno- 
sis. Formerly,  “carcinomatous  degeneration”  was 
included  among  the  complications,  but,  as  pointed 
out  before,  it  is  extremely  rare,  errors  in  the  past 
having  been  due  to  mistaking  a carcinomatous 
ulcer  for  a simple  gastric  ulcer.  In  my  experience 
patients  with  a history  of  previous  ulcers  who 
have  later  developed  carcinoma  have  shown  the 
carcinoma  not  to  be  located  at  the  site  of  previ- 
ously observed  ulcers. 

Treatment  of  Hemorrhage 

Hemorrhage  is  the  most  frequent  complication 
of  ulcer.  Slight  bleeding,  of  course,  occurs  on 
the  surface  of  all  ulcers  during  the  active  stage. 
As  little  as  30  cc.  of  ingested  blood  will  produce 
a black  stool,  and  such  a stool  or  a trace  of  bright 
blood  in  the  vomitus  without  general  symptoms 
of  hemorrhage  is  of  slight  significance.  Real 
massive  hemorrhage  is  usually  manifested  first 
by  general  symptoms  such  as  sudden  weakness, 
vertigo,  palpitation,  dyspnea,  cold  extremities, 
and  sweating,  the  symptoms  of  shock.  Fre- 
quently, such  patients  are  treated  for  a “heart 
attack,”  especially  when  bright  bloody  vomitus 
and/or  tarry  stools  are  not  noticed  by  patient 
or  attendants.  I have  even  seen  patients 
treated  for  “ptomaine  poisoning”  because  they 
had  arisen  in  the  night  and  had  vomited  and 
passed  a “diarrheal  stool”  in  the  dark,  the  sub- 
sequent anemia  being  attributed  to  the  “poison- 
ing.” The  real  tarry  stool  is  not  merely  black 
but  of  a sticky,  tarry  consistency,  in  severe  cases 


mixed  with  liquid  dark  blood.  The  vomitus  may 
consist  of  bright  blood  or  clots,  depending  on  the 
length  of  time  it  has  remained  in  the  stomach. 
The  blood  count,  before  dilution  of  the  blood  by 
absorption  of  fluid  from  the  tissues,  will  be  the 
same  as  before  the  hemorrhage,  dropping  after 
twenty-four  or  forty-eight  hours  to  its  minimum 
if  a single  hemorrhage  has  occurred.  Continuous 
bleeding  is  most  simply  recognized  by  frequent 
recording  of  the  blood  pressure  and  pulse,  a con- 
tinuous fall  in  pressure  and  increase  in  pulse  rate 
indicating  continuous  bleeding.  Prerenal  azo- 
temia with  blood  urea  nitrogen  up  to  40  or  60 
mm.  per  100  cc.  reaches  its  height  in  twenty-four 
or  forty-eight  hours  and  unless  bleeding  continues 
will  gradually  drop  to  normal  in  three  or  four 
days.5  It  can,  therefore,  also  be  used  as  an 
indication  of  continued  bleeding.  In  a patient 
known  to  have  had  ulcers  previously,  a hemor- 
rhage may  be  assumed  to  be  due  to  ulcer,  but  it 
must  be  remembered  that  massive  hemorrhage 
may  be  due  to  blood  dyscrasias,  ruptured  eso- 
phageal varices,  esophageal,  gastric,  or  duodenal 
neoplasms,  or  even  to  severe  gastritis.  For- 
tunately, the  same  treatment  will  be  adequate  for 
any  of  these  causes,  except  that  a ruptured  varix 
might  require  cauterization. 

Nature’s  way  of  stopping  hemorrhage  from  a 
bleeding  vessel  which  is  the  usual  cause  of  ulcer 
bleeding  is  by  producing  shock  which  enforces 
rest  in  a horizontal  position,  reduces  blood  pres- 
sure so  as  to  prevent  blowing  out  of  the  clot  which 
forms  at  the  site  of  bleeding,  and  increases  the 
formation  of  blood  coagulation  factors.  It  is 
important  to  aid  nature  in  the  maintenance  of 
these  conditions.  The  patient  should  be  at  rest 
in  bed,  the  blood  pressure  should  not  be  raised 
suddenly  by  intravenous  injections  of  any  kind, 
and  stimulants  should  be  avoided.  While  blood 
remains  in  the  stomach,  digestion  of  the  clot 
is  prevented  by  digestion  of  the  blood,  but  when 
this  has  disappeared,  the  same  effect  can  be 
secured  by  frequent  feedings  of  soothing,  liquid 
foods  which  combine  readily  with  gastric  juice 
and  if  possible  act  as  coagulants.  Gelatin  accom- 
plishes this  end.  The  following  is  a copy  of  the 
routine  treatment  for  hemorrhage  used  for  many 
years  on  my  service  at  the  Long  Island  College 
Hospital  and  resulting  in  a mortality  of  about  2 
per  cent  as  compared  with  previous  mortalities 
of  8 to  15  per  cent  by  medical  and  4 to  30  per 
cent  by  surgical  treatments.6-9 

Routine  in  Gastric  Hemorrhage 

1.  Order  gastric  hemorrhage  diet. 

2.  Treat  shock  by  rest,  warmth  to  extremities, 
and  sedatives,  if  required. 

3.  Quiet  apprehension.  Reassure  patient.  Do 
not  isolate. 
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4.  Do  not  take  a detailed  admission  history  nor 
make  a complete  physical  examination.  Do 
no  more  than  rule  out  complications  or 
bleeding  from  causes  other  than  ulcer. 

5.  Order  blood  coagulation  tests:  coagulation 
and  bleeding  time,  prothrombin  time,  vita- 
min K determination,  and  platelet  count. 
If  coagulation  is  impaired,  prescribe  coagu- 
lants. 

6.  Type  and  match  blood  for  transfusion.  No 
transfusion  to  be  used  in  first  ten  days  except 
for  evidence  of  severe  anoxia.  Then  try  one 
or  two  transfusions  of  150  to  220  cc.  of  ci- 
trated  blood.  If  not  successful,  prepare  for 
continuous  drip  transfusions  to  be  used  until 
bleeding  stops  or  at  least  for  thirty-six  hours 
(may  require  6 to  8 L.  of  blood). 

7.  Chart  blood  pressure  every  two  hours  at 
first,  blood  urea  nitrogen  every  two  days  at 
least. 

8.  Test  all  stools  for  occult  blood  until  this  dis- 
appears. 

9.  Start  mineral  oil,  one-half  ounce,  every  night 
after  second  night.  Retention  oil  enema  on 
fourth  night  and  thereafter  as  required. 

10.  Do  fractional  gastric  analysis  on  about  the 
twelfth  day  in  uncomplicated  cases. 

11.  Start  x-rays  on  about  the  fourteenth  day  if 
bleeding  has  stopped. 

12.  No  gastroscopy  until  after  x-ray. 

Contraindications 

1.  Ice:  Externally,  increases  shock.  Internally, 
stimulates  gastric  circulation. 

2.  Parenteral  fluids:  generally  increase  blood 
volume  and  pressure  and  cause  more  bleeding. 
Small  transfusions  may  be  required  in  severe 
anoxemia  (See  Routine). 

3.  Stimulants  (digitalis,  adrenalin,  etc.)  tend  to 
increase  bleeding.  Only  used  in  emergency. 

4.  Alkalis  stimulate  secretion  and  irritate  bleed- 
ing area. 

5.  Excitement  or  worry  increase  shock,  and 
reaction  may  increase  bleeding. 

6.  Examinations,  manipulations,  or  treatments: 
Only  if  absolutely  necessary,  especially  in 
first  few  days. 

The  formula  for  the  gastric  hemorrhage  diet  is 
as  follows: 

Gelatin-Milk  Feeding  ( Table  /):  Milk,  cream,  and 
dextrose  are  mixed  together  and  kept  in  the  refrigera- 
tor. Gelatin,  at  the  rate  of  50  Gm.  per  liter  of  the 
mixture  or  approximately  75  Gm.  per  day,  kept  in  a 


TABLE  1. — Formula  for  Gelatin-Milk  Feeding 


Food 

Amount 

Carbo- 
hydrate Protein 

Fat 

Calories 

Gelatin 

50  Gm. 

45  Gm. 

180 

Dextrose 

60  Gm. 

60  Gm. 

240 

Cream  (20 
per  cent) 

100  cc. 

3 Gm. 

3 Gm. 

18  Gm. 

180 

Milk 

900  cc. 

36  Gm. 

27  Gm. 

27  Gm. 

550 

99  Gm. 

75  Gm. 

45  Gm. 

1,150  per  L. 

paper  cup  at  the  bedside,  is  to  be  added  at  each 
feeding  as  follows:  A rounded  teaspoonful  is  to  be 
dissolved  in  one  or  two  ounces  of  warmed  milk  mix- 
ture, and  this  is  added  to  remaining  cool  mixture, 
making  a cool,  palatable  drink.  If  the  patient  pre- 
fers it,  the  drink  may  be  warmed.  A little  flavoring 
(tea,  vanilla,  cocoa)  may  be  added  at  time  of  feeding 
if  desired. 

Routine:  For  the  first  four  days  after  the  hemor- 
rhage, feed  6 ounces  of  mixture  every  two  hours, 
nothing  else  by  mouth.  If  asleep,  the  patient 
should  not  be  disturbed  for  three  or  four  hours. 

On  the  fourth,  fifth,  and  sixth  days  add  to  three  or 
four  of  the  feedings  one  of  the  following:  one  egg, 
soft  boiled,  poached,  or  raw;  cereal,  three  ounces; 
custard,  jello,  or  ice  cream,  3 ounces,  and  allow  water 
in  3-ounce  quantities  between  feedings. 

On  the  seventh  and  eighth  days,  add  two  of  above 
foods  to  each  feeding. 

On  the  ninth  day,  order  ulcer  diet. 

In  patients  who  are  allergic  to  milk  or  who  object 
to  it,  a less  satisfactory  substitute  is  a mixture  like 
the  following  (Table  2) : 


TABLE  2. — Formula  for  Gelatin-Water  Feedings 


Food 

Amount 

Carbo- 

hydrate 

Protein 

Calories 

Gelatin 

50  Gm. 

45  Gm. 

180 

Dextrose 

90  Gm. 

90  Gm. 

360 

Juice  of  3 
oranges 
Water 

to  1,000  cc. 

30  Gm. 

120 

120  Gm. 

45  Gm. 

660  per  L. 

This  is  used  the  same  way  as  the  gelatin-milk 
mixture.  In  milk  allergy  subsequent  additions 
must  consist  only  of  milk-free  foods. 

Vitamin  C,  0.5  to  1.0  Gm.  per  day,  should  be 
ordered  with  either  routine  diet. 

It  will  be  seen  from  a study  of  the  above  routine 
that  in  the  case  of  the  gelatin-milk  feedings,  a 
patient  taking  nine  or  ten  feedings  per  day  will 
be  consuming  nearly  2,000  calories  in  twenty-four 
hours  with  about  100  Gm.  of  protein.  In  the 
case  of  the  gelatin-water  feedings  only  1,000 
calories  will  be  taken,  with  only  about  60  Gm. 
of  protein,  represented  by  the  gelatin  alone,  or 
more  if  the  patient  can  take  a protein  mixture. 

In  patients  with  stenosis  complicating  the 
hemorrhage,  the  treatment  suggested  for  stenosis 
must  be  carried  out.  In  uncomplicated  hemor- 
rhage the  usual  studies  are  carried  out  after  ten 
or  twelve  days,  and  complete  treatment  for 
ulcer  is  instituted. 

Surgical  treatment  for  hemorrhage  is  not  often 
recommended.  With  operation  of  all  hemorrhage 
cases  at  the  onset  of  bleeding,  the  mortality  in 
expert  hands  is  two  or  three  times  as  high  as  with 
medical  care.  With  operation  after  persistent, 
recurrent  bleeding  with  the  patient  in  severe 
shock,  even  under  the  most  careful  adjuvant 
treatment  the  mortality  is  so  high  that  most  sur- 
geons refuse  to  operate.  In  three  patients  ap- 
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parently  moribund  we  have  been  able  to  save 
their  lives  by  continuous  drip  transfusion  over  a 
period  of  thirty-six  hours  or  more,  using  6 to 
8 L.  of  blood. 

Treatment  of  Perforation 

Perforation  of  ulcer  may  be  of  the  acute  or  of 
the  so-called  “chronic”  type.  Acute  perforation 
due  to  sudden  rupture  of  the  ulcer  through  the 
peritoneal  coat  into  the  free  peritoneal  cavity 
usually  occurs  at  the  time  the  ulcer  begins.  It 
may,  therefore,  occur  suddenly  without  previous 
ulcer  symptoms  or  with  a history  of  previous 
attacks  over  years.  Where  an  ulcer  has  been 
shown  to  be  present  previously,  the  perforation 
usually  can  be  demonstrated  as  due  to  another, 
new  ulcer  either  at  the  edge  of  the  previous  one 
or  some  distance  away.  The  sudden  terrific 
pain  followed  by  shock  and  symptoms  of  perito- 
nitis with  shifting  air  demonstrable  in  the  peri- 
toneal cavity  by  roentgen  examination  or  by 
diminished  or  absent  liver  dullness  calls  for  im- 
mediate operation,  although  it  must  be  empha- 
sized that,  to  prevent  too  high  a mortality,  recov- 
ery from  shock  should  be  complete  before  the 
shock  of  operation  is  superimposed.  Simple 
closure  of  the  perforation  is  the  conservative 
procedure,  leaving  further  care  of  the  patient  to 
the  future. 

Chronic  perforation  is  the  term  often  used  to 
describe  the  perforation  which  has  been  walled- 
off  by  the  protective  response  of  the  omentum  in 
covering  up  the  site  of  the  impending  perforation 
or  by  adhesions  to  neighboring  organs,  most  fre- 
quently the  pancreas  but  also  the  gallbladder,  liver, 
or  colon  producing  an  extravasation  or  fistula  in- 
to these  organs.  The  onset  of  this  perforation  may 
cause  very  severe  pain  with  signs  of  localized 
peritoneal  irritation  or  acute  pancreatitis  or 
cholecystitis,  which,  however,  does  not  increase  or 
subsides  gradually  over  an  observation  period  of 
several  hours,  so  that  operation  may  be  deferred. 

With  the  formation  of  firm  adhesions  spill  is 
prevented,  and  an  accessory  pocket  is  produced. 
This  pocket,  whose  base  is  not  stomach  wall  but 
the  tissue  of  the  neighboring  organ,  cannot  heal 
up  as  in  the  case  of  an  ordinary  ulcer.  It  may 
remain  open  for  years,  producing  symptoms 
either  continuous  or  intermittent,  often  brought 
on  by  exertion  or  other  trauma,  and  sometimes 
accompanied  by  bleeding  of  the  chronically  in- 
flamed tissues  or  by  perforation  at  the  edge  of 
the  pocket  due  to  tearing  away  of  adhesions. 
Rarely,  cicatricial  contraction  or  granulations  in 
the  pocket  may  cause  obliteration  so  that  the 
pocket  can  no  longer  be  seen  roentgenographically 
with  symptoms  sometimes  clearing  up  entirely  or 
others  persisting,  or  the  contraction  may  cause 
stenosis. 


It  is  these  perforated  walled-off  ulcers  with 
accessory  pockets  which  are  the  ones  causing 
chronic  persistent  or  frequently  recurrent  symp- 
toms. They  are  erroneously  called  “intractable 
ulcers.”10  They  should  be  recognized  at  the  time 
of  a complete  study,  and  the  probable  need  for 
operation  should  be  explained  to  the  patient. 
After  suitable  preparation  consisting  of  ulcer 
treatment  as  previously  described,  some  suitable 
operative  procedure  is  indicated. 

Treatment  of  Stenosis 

Stenosis  may  occur  as  a result  of  inflammatory 
reaction,  induration,  and  edema  at  the  onset  of  an 
ulcer  or  as  a result  of  cicatricial  contraction 
following  healing  of  an  ulcer  or  adhesions  or 
cicatricial  contractions  following  perforated  or 
almost  perforated  ulcers.  It  is  recognized  by  the 
cardinal  symptoms  of  “delayed  vomiting,” 
the  patient  vomiting  at  long  intervals  all  or 
nearly  all  of  the  food  taken  during  the  interval. 
Where  only  small  amounts  of  food  are  being  taken, 
the  stomach  may  never  become  so  overloaded  as 
to  cause  vomiting,  but  the  constant  epigastric 
fullness  and  the  belching  and  eructation  of  gas 
or  sour  material  smelling  of  yeast  may  indicate 
the  condition.  Rapid  loss  of  weight  and  strength 
and  increasing  pallor  are  also  noted.  The  over- 
night residue  already  described  under  gastric 
analysis  and  the  finding  of  a large  atonic  stomach 
with  not  only  six  but  often  twenty-four  or  even 
forty-eight  hour  gastric  retention  of  the  ingested 
opaque  meal  will  clinch  the  diagnosis.  Often 
the  ulcer  will  not  be  immediately  demonstrable. 
The  purpose  of  treatment  should  be  to  give  small 
amounts  of  concentrated  liquid  nourishment  at 
frequent  intervals  to  stimulate  peristalsis  and 
improve  gastric  tone,  plus  daily  or  twice  daily 
aspiration  of  all  gastric  content  to  prevent  over- 
distention and  to  act  as  index  of  improvement  and 
parenteral  administration  of  dextrose  and  amino 
acid  solutions,  fortified  with  vitamins,  and  min- 
erals and  any  other  medication  which  may  be 
indicated.  Transfusions  are  also  of  help.  I use 
the  same  mixture  of  milk,  cream,  and  glucose,  with 
added  gelatin  as  I use  for  hemorrhage  but  start- 
ing with  four  ounces  of  the  mixture  every  two 
hours  while  awake  and  gradually  increasing  the 
quantity,  adding  raw  eggs,  protein  preparations, 
and  fruit  juices  and  later  cereals,  puddings,  and 
other  foods,  as  indicated  by  improvement  shown 
in  diminishing  returns  on  daily  aspiration.  In 
cases  where  an  inflammatory  reaction  with  spasm 
was  the  cause  of  the  stenosis,  there  is  a gradual 
subsidence  of  the  obstruction  so  that  additions  to 
the  diet  are  readily  taken.  The  true  organic 
stenosis  may  show  some  improvement,  but  more 
solid  foods,  even  bread,  will  not  pass  the  narrow 
point.  Repeated  roentgenographic  study  after 
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ten  days  will  determine  the  extent  of  improve- 
ment. Some  patients  will  show  complete  and 
permanent  relief  of  the  obstruction;  others  will 
require  operation  for  relief.  In  either  case  gen- 
eral ulcer  treatment  is  indicated  in  addition. 

After  operation,  early  feedings,  following  in 
detail  the  routine  suggested  for  gastric  hemor- 
rhage, will  usually  result  in  an  uncomplicated 
convalescence,  and  a subequent  full  course  of 
ulcer  treatment  as  suggested  previously  will  give 
the  best  final  results. 

88  Sixth  Avenue 
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TO  A VIRUS 

I 

Twinkle,  twinkle,  little  virus, 

Do  you  find  me  so  desirous 
That  you  haunt  me  where  I hie, 

And  you’ll  do  so  till  I die? 

II 

First,  you  naughty  little  virus, 

Like  dots  of  red  on  white  papyrus, 

You  daubed  my  skin  with  German  measles 
Not  to  mention  coughs  and  sneezles. 

III 

Then,  my  nonspecific  virus, 

You  traipsed  across  my  tired  gyrus 
And  loosened  full  your  endo-tox 
The  time  you  gave  me  chicken-pox. 

IV 

Then  there  came  like  a cadenza 
Acute  coryza  with  influenza 
Tracheo-laryngo-pharyngitis 
And  equine  encephalomyelitis. 

V 

Twinkle,  twinkle,  little  virus 
I wish  I were  a rose  or  iris 
That  has  no  lungs  that  consolidate 
Then  I’d  snub  you  and  go  pollinate. 

J.  H.  Werk,  M.D. 
Port  Jefferson — Bulletin  of  the  Suffolk  County  Medi- 
cal Society,  October,  1949 


MY  ACHING  BACK 

I 

Were  I a victim  of  lechery 

Or  given  to  treachery 

With  bats  in  my  turret 

I’d  much  prefer  it 

To  this  nasty  affliction 

That  defies  prediction 

I refer,  to  be  precise  and  plain, 

To  this  lower  than  low,  low-back  pain. 

II 

Were  I a case  of  megalomania 
Or  stowed  away  on  the  Mauretania 
I’d  sooner  have  it 
(And  be  mighty  avid) 

Than  this  nasty  disease 

That  none  can  appease 

That  has  me  on  the  torture  rack 

I mean  that  pain  that’s  down  the  back. 

III 

I’ve  been  a sufferer  of  colitis 
I’ve  seen  gobs  of  myelitis 
Not  to  mention 
Marked  retention 
All  of  which  I could  endure 
Acceptance  that  I’d  ne’er  adjure 
If  only  you  would  break  the  strain 
Of  this  awfully  low,  low-back-pain. 

Or  if  none  of  these  fine  suggestions  fit, 

Could  you  please  move  it  up  or  down  a bit. 

J.  H.  Werk,  M.D. 
Port  Jefferson — Bulletin  of  the  Suffolk  County  Medi- 
cal Society,  September,  1949 


PSYCHOSOMATIC  ASPECTS  OF  REGIONAL  ILEITIS 

Walter  A.  Stewart,  M.D.,  New  York  City 

(From  the  Departments  of  Psychiatry  and  Medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University ) 


THIS  paper  reviews  the  proved  cases  of  re- 
gional ileitis  diagnosed  over  a nine-year 
period  at  the  Presbyterian  Hospital  in  New  York 
City,  with  particular  attention  to  the  nature  and 
frequency  of  psychiatric  problems  found. 

Review  of  Literature 

The  first  systematic  description  of  the  disease 
was  reported  in  1923  by  Crohn  et  al.  who  com- 
pared the  symptoms  to  those  of  ulcerative 
colitis.1  The  cause  remains  unknown.  In  the 
attempt  to  discover  the  causative  agent,  almost 
every  possibility  has  been  investigated.2 

There  have  been  a number  of  papers  dealing 
with  the  pathology  of  the  disease.  Schepers  sug- 
gested as  one  possibility  that  the  disease  was 
caused  by  a “neuropathic  disturbance,”  a concept 
consistent  with  a psychogenic  cause.3  A similar 
conclusion  is  offered  by  Morehead  who  writes, 
“Its  high  incidence  in  neurotic  individuals  sug- 
gests the  possibility  of  vasospasm  as  the  initiating 
factor.”4 

In  a more  recent  review,  Bockus  points  out 
that  the  etiology  is  unknown  but  states:  “I  have 
encountered  very  few  calm  and  phlegmatic 
persons  with  this  disease.  Many  of  them  were 
emotional,  sensitive,  rather  excitable  people.  At 
least  four  of  19  patients  could  be  classified  as 
severely  psychoneurotic . . . The  most  prominent 
personality  traits  were  anxiety  and  emotional  im- 
maturity. It  has  seemed  to  me  that  emotional 
immaturity  is  even  more  pronounced  in  patients 
with  chronic  regional  enteritis  than  in  those  with 
chronic  ulcerative  colitis.”8  In  a discussion 
following  presentation  of  a paper  by  Garlock  and 
Crohn,  Dr.  H.  C.  Cave  states  that  he  had  noticed 
nonspecific  enteritis  usually  occurred  among 
“high-strung,  nervous  persons  not  unlike  that 
group  of  patients  among  whom  duodenal  ulcer 
frequently  develops.”6  However,  many  writers 
fail  to  see  the  possibility  that  emotional  factors 
may  be  a cause  of  structural  changes,  as  sug- 
gested by  Weiss  and  English.7’8 
Notwithstanding  the  suggestive  comments 
made  by  Bockus,  Schepers,  and  Morehead,  there 
has  been  neither  a systematic  investigation  of  the 
personal  history  of  patients  with  regional  ileitis 
nor  any  study  of  the  psychiatric  factors  which 
might  play  some  role  in  the  production  of  the 
disease.  This  paper  is  a report  of  the  investiga- 
tion of  these  factors. 


Methods 

The  material  dealt  with  in  this  paper  was  taken 
from  the  case  records  of  the  Presbyterian  Hospital 
and  included  histories  of  patients  in  whom  the 
diagnosis  of  regional  ileitis  was  made  during  a nine- 
year  period  from  1940  through  half  of  1948.  A 
total  of  82  charts  were  examined.  In  most  of 
these  records,  the  personal  history,  social  service 
record,  and  the  record  of  psychiatric  examination 
contained  sufficient  material  for  the  purpose  of 
this  paper.  However,  a more  intensive  study  of 
emotional  factors  was  undertaken  in  those  cases 
where  the  clinical  diagnosis  of  regional  ileitis  was 
substantiated  by  subsequent  operation  and  later 
histologic  examination  of  the  pathologic  speci- 
men. 

There  was  a total  of  27  cases.  An  attempt  was 
made  to  interview  these  patients.  Of  this  group 
of  27,  ten  were  seen  on  one  or  more  occasions  for 
the  purposes  of  this  study;  13  could  not  be  found, 
and  four  were  known  to  be  dead. 

Table  1 presents  an  analysis  of  the  total  82 
cases  in  which  the  tentative  diagnosis  of  regional 
ileitis  had  been  made.  These  cases  are  examined 
in  terms  of  the  correctness  of  the  diagnosis  and  the 
presence  of  psychopathology. 

From  Columns  1 and  2,  it  can  be  seen  that  in  27 
cases  proved  to  have  regional  ileitis  by  operation 
and  by  microscopic  examination  of  the  patho- 
logic specimen,  20  were  found  to  have  significant 
psychopathology.  These  cases  are  discussed  in 
more  detail  later. 

In  Columns  3 and  4 are  ten  cases  in  which  both 
regional  ileitis  and  ulcerative  colitis  were  present 
either  simultaneously  or  in  succession.  Because 
it  is  now  generally  recognized  that  psychopathol- 
ogy plays  some  role  in  the  genesis  of  ulcerative 
colitis,  these  cases  were  not  included  with  those 
studied  intensively.  Psychopathology  was  uni- 
formly present  in  the  entire  group  of  ten. 

In  Columns  5 and  6 are  listed  20  cases  in  which 
the  diagnosis  of  regional  ileitis  was  made  on  the 
basis  of  clinical  and  laboratory  studies.  Since 
the  diagnosis  was  not  confirmed  by  operation  nor, 
therefore,  by  any  study  of  pathologic  tissue,  no 
intensive  study  of  these  cases  was  made.  How- 
ever, from  the  chart  records  alone  it  was  apparent 
that  psychopathology  was  present  in  16  of  the  20 
cases. 

Finally,  in  Columns  7 and  8 are  listed  25  cases 
in  which  the  tentative  impression  of  regional 


2820 


December  1,  1949] 


REGIONAL  ILEITIS 


2821 


TABLE  1.— - Relationship  of  the  Diagnosis  of  Regional  Ileitis  to  the  Presence  of  Psychopathology  in  82  Cases 
Diagnosed  at  Presby'terian  Hospital  in  New  York  City  from  1940  to  1948 


Year 

Number  of 
Patients 

— — Correct  Proved---' 
Diagnosis 

Positive  for 
Psycho- 
Number  pathology 

. — Correct  Diagnosis — - 
but  Complicated  by 
Ulcerative  Colitis 

Positive  for 
Psycho- 
Number  pathology 

< — Probably  Correct  — • 
Diagnosis 

Positive  for 
Psycho- 
Number  pathology 

' — Proved  Incorrect — ■ 
or  Probably  Incorrect 
Diagnosis 

Positive  fo, 
Psycho- 
Number  pathology 

1940 

15 

5 

3 

4 

4 

3 

3 

3 

0 

1941 

14 

5 

4 

1 

1 

7 

5 

1 

0 

1942 

11 

3 

2 

1 

1 

3 

2 

4 

1 

1943 

8 

5 

3 

1 

1 

1 

1 

1 

0 

1944 

7 

3 

3 

0 

0 

1 

1 

3 

0 

1945 

8 

1 

1 

0 

0 

1 

1 

6 

1 

1946 

8 

1 

1 

3 

3 

1 

0 

3 

1 

1947 

8 

2 

1 

0 

0 

3 

3 

3 

1 

1948 

3 

2 

2 

0 

y0 

0 

0 

1 

0 

Total 

82 

27 

20 

10 

10 

20 

16 

25 

4 

' ileitis  was  later  proved  incorrect  or  most  im- 
probable. In  only  four  of  the  25  cases  was  there 
evidence  of  psychopathology.  This  group  acts 
as  a control  series  for  the  group  in  which  the 
diagnosis  of  regional  ileitis  was  proved  correct. 

The  table  shows,  by  comparing  the  totals  in 
* Columns  1 with  2,  5 with  6,  and  7 with  8,  that,  in 
those  cases  where  the  diagnosis  of  regional  ileitis 
seemed  likely,  psychiatric  factors  were  prominent 
(36  out  of  47),  whereas  in  those  cases  where  the 
diagnosis  of  regional  ileitis  was  improbable  or  in- 
correct, psychiatric  factors  were  markedly  less 
frequent  (four  out  of  25). 

A more  intensive  study  of  the  27  cases  in  which 
the  diagnosis  of  regional  ileitis  was  confirmed  by 
operation  was  undertaken.  The  equal  distribu- 
tion between  the  sexes,  14  men  and  13  women,  and 
the  average  age  of  onset  of  the  disease  at  slightly 
below  thirty  years  are  in  agreement  with  the  re- 
ports of  others.9-10 

Seventeen  of  the  27  cases  were  diagnosed  pre- 
operatively  from  x-ray  films.  This  confirms  the 
opinion  expressed  by  Brown  and  Donald  that 
x-ray  studies  are  the  most  important  diagnostic 
aid.11  The  x-ray  findings  in  regional  ileitis  were 
those  that  have  been  described  by  Kan  tor. 12 

Following  study  of  the  charts  of  these  27  cases, 
they  were  divided  into  three  groups : 

1.  Seven  cases  in  which  evidence  of  psycho- 
pathology was  inadequate.  None  was  available 
for  interview  by  the  author. 

2.  Three  cases  in  which  psychopathology  was 
present  and  may  have  played  some  role  in  the 
disease  process.  None  was  available  for  inter- 
view. 

3.  Seventeen  cases  in  which  psychopathology 
was  very  prominent  and  probably  played  some 
role  in  the  genesis  of  the  disease  process. 

In  the  seven  patients  comprising  Group  1, 
there  was  little  evidence  in  the  history  charts  to 
suggest  that  emotional  problems  played  a role  in 
the  onset  or  exacerbation  of  the  disease.  This 
may,  in  part,  be  accounted  for  by  the  fact  that 
none  of  these  patients  was  available  for  interview. 


The  only  personal  history  available  had  to  be 
taken  from  the  medical  history  presented  in  the 
hospital  charts.  In  five  of  the  seven,  there  was  no 
follow-up,  and  the  period  of  time  in  which  they 
were  known  to  the  hospital  was  eight  months  or 
less.  In  the  remaining  two,  the  disease  process 
was  relieved  following  a single  surgical  interven- 
tion, and,  therefore,  there  was  no  reason  for  in- 
quiry into  the  personal  history.  In  spite  of  this, 
one  patient  gave  a history  of  chronic  constipation 
relieved  by  a regular  nightly  laxative.  He  also 
had  a son  who  had  a “spastic  colon.”  Another 
patient  described  herself  as  nervous  and  irritable ; 
a third  complained  of  nervousness  and  lack  of 
self-confidence;  a fourth  described  himself  as 
nervous  and  high-strung,  and  a fifth  complained 
of  feeling  discouraged  and  said  she  didn’t  want  to 
live.  These  comments  were  of  course  considered 
neither  sufficient  nor  accurate  enough  evidence  of 
emotional  problems  to  justify  including  these 
patients  in  the  group  in  which  psychiatric  factors 
appeared  to  play  some  causative  role. 

There  were  three  patients  in  Group  2 in  whom 
there  was  sufficient  evidence  of  emotional  tension 
and  strain  so  that  it  seemed  likely  that  psy- 
chiatric factors  played  some  role  in  the  production 
of  the  disease.  None  of  these  three  patients  was 
available  for  interview;  the  personal  history  ob- 
tained was  limited  to  what  was  in  the  charts. 

One  was  a thirty-year-old,  incredibly  optimis- 
tic, dependent,  obsessive-compulsive,  “goody- 
goody”  man  who  was  unable  to  express  aggression 
in  any  fashion.  Underneath  his  facade  of  co- 
operative agreeableness,  there  was  evidence  of 
considerable  aggressive  demands.  The  second 
patient  was  a hard-working,  self-reliant  account- 
ant who  described  himself  as  having  always  been 
of  nervous  temperament  and  a poor  sleeper.  His 
tense,  driving  temperament,  combined  with  his 
inability  to  accept  help,  which  was  in  conflict  with 
his  obvious  dependent  needs,  suggested  that 
psychiatric  factors  may  have  played  some  role  in 
his  illness.  The  third  patient  in  this  group,  a 
seventeen-year-old  Jewish  girl,  was  described  as 
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tense,  nervous,  demanding,  uncooperative,  and 
irritable.  It  was  felt  that  her  mental  status  was 
such  that  even  medical  treatment  was  impossible, 
and  she  later  died. 

The  remaining  17  cases  (Group  3)  gave  defi- 
nite evidence  in  the  history  that  the  onset  and 
later  exacerbations  of  the  disease  were  correlated 
with  emotional  problems.  Of  this  group,  seven 
were  interviewed  for  the  purposes  of  this  paper; 
eight  were  seen  by  a psychiatric  consultant  in  the 
course  of  their  hospital  stay,  and  only  two  were 
not  at  some  time  seen  by  a psychiatrist.  Seven  of 
the  17  were  treated  psychiatrically,  and  one  other 
was  committed  to  a mental  institution  where  she 
died. 

A summary  of  one  of  the  case  histories,  with 
protocols  of  three  others,  are  included  here  as  ex- 
amples. 

Case  Reports 

Case  1. — R.  F.  was  a thirty-three-year-old  Negro 
subway  porter.  His  chief  complaints  were  symptoms 
suggestive  of  intestinal  obstruction.  He  gave  a 
long  history  of  borborygmi  and  constipation.  When 
interviewed,  he  appeared  to  be  a soft-spoken,  recep- 
tive, dependent,  and  ingratiating  person. 

He  described  his  mother  as  a hard-working,  well- 
meaning  person.  She  was  first  married  to  an  actor 
who  left  her  $10,000  when  he  died.  She  next  mar- 
ried the  patient’s  father,  who  is  described  as  a pro- 
fessional confidence  man,  a gambler,  bootlegger, 
and  dealer  in  narcotics 

The  patient  recalls  frequent  police  raids  on  his 
home  during  his  childhood.  His  father  would  gen- 
erally get  away,  but  his  mother  would  be  locked  up. 
His  father  deserted  the  family  when  the  patient  was 
seven.  His  mother  then  worked  in  a laundry  to 
support  the  patient  and  his  siblings,  two  sets  of 
twins. 

The  patient  began  work  when  nine  years  old, 
washing  cars.  Shortly  after  this,  his  mother  re- 
married for  the  third  time,  “because  things  were  so 
tough.”  This  marriage  is  described  as  the  worst; 
her  third  husband  had  served  ten  years  in  jail  and 
had  committed  a number  of  murders.  He  was 
abusive  to  her  and  to  the  patient.  The  patient  re- 
members with  anger  and  resentment  how  frustrated 
he  was  because  he  was  too  small  to  fight  back.  Later 
the  third  husband  again  went  to  jail.  When  he  got 
out,  the  patient  was  twenty-one  years  old  and  re- 
fused to  let  him  stay  in  the  house.  He  had  to  “run 
him  out  with  a knife.” 

The  patient  married  at  sixteen.  His  wife  was 
seven  months  pregnant  at  the  time  of  marriage. 
She  had  a bad  reputation  and  had  “never  tried  to 
make  anything  of  herself.”  He  married  her  be- 
cause he  was  afraid  he  would  be  sent  to  reform 
school  if  he  didn’t.  They  had  frequent  fights,  and 
she  threatened  him  with  a knife  on  several  occasions. 
She  was  described  as  insanely  jealous  but  frequently 
unfaithful.  He  wanted  a divorce  which  she  would 
not  give  him.  He  felt  frustrated  because  he  was 


unable  to  force  a decision.  His  children  were  inse- 
cure, fearful,  and  cried  frequently. 

He  left  his  wife  for  four  years  (1930  to  1934)  and 
lived  with  his  mother  and  his  two  older  children. 
During  this  time  he  met  his  present  fiancee.  His 
wife  finally  brought  court  action  against  him  for 
increased  support  which  he  felt  he  could  not  pro- 
vide. Therefore,  he  returned  to  her,  telling  his  girl 
friend  he  was  going  to  try  again  to  make  a success  of 
his  marriage.  A few  months  afterwards,  his  step- 
father returned  to  live  with  his  mother.  The  pa- 
tient cried  when  he  saw  her  take  him  back.  How- 
ever, the  stepfather  soon  began  fighting,  drinking, 
and  gambling  again  and  was  forced  to  leave  after 
three  months. 

After  this,  the  patient  was  the  main  support  of 
his  mother  as  well  as  his  wife  and  children  but  con- 
tinued to  see  his  girl  friend.  He  was  working  hard 
trying  to  get  ahead  in  the  Civil  Service,  taking  eve- 
ning courses  and  working  as  a subway  porter.  He 
tried  a job  as  street  car  conductor  for  a month  but 
found  it  too  strenuous  and  said,  “It  almost  caused 
me  a nervous  breakdown.”  His  youngest  son  had 
developed  ulcerative  colitis  and  required  tutoring 
at  home. 

Because  the  patient  had  the  burden  of  his  father 
and  then  his  stepfather  and  the  constant  burden  of 
his  mother,  wife,  and  children,  he  was  unable  to 
realize  his  highly  ambitious  goals  to  better  himself 
and  felt  deeply  frustrated.  His  wife  had  found  out 
about  his  girl  friend  and  had  tried  to  “cut  her  with  a 
knife.”  He  was  also  in  debt.  It  was  in  this  setting 
that  his  illness  finally  became  acute  with  obstruction 
and  required  his  hospitalization. 

While  the  patient  was  in  the  hospital,  the  social 
service  agency  arranged  for  relief  support  of  his 
mother.  Following  discharge  from  the  hospital,  the 
patient  drew  his  pension  money  which  he  used  for  a 
divorce.  This  was  the  first  time  he  had  had  enough 
money  to  make  this  step.  His  mother  died  at  this 
time,  and  he  began  living  with  his  fiancee  whom  he 
describes  as  “a  lovely  girl  who  is  kind  and  generous 
and  gives  me  moral  and  financial  support.” 

He  has  since  been  promoted  in  his  job  so  that  he 
has  a permanent  position  as  a subway  guard.  At 
present  he  is  moved  from  one  station  to  another 
each  day  and  works  either  on  the  platform  or  in  the 
change  booth.  He  has,  on  a number  of  occasions, 
been  assigned  to  the  busiest  stations.  When  he 
reports  for  work,  he  feels  tense  and  insecure,  and 
these  emotions  affect  his  gastrointestinal  tract.  He 
states,  “The  necessity  of  tackling  the  job  makes  me 
feel  insecure  and  goes  to  my  stomach  and  causes  me 
diarrhea.  Anything  that  makes  trouble  for  me 
makes  me  feel  insecure,  makes  me  feel  rebellious. 
When  this  clears  up  I feel  O.K.  When  I feel  that 
I’m  master  of  the  job,  I stop  being  tense.  I like  a 
conservative  life,  not  an  exciting  one.  I get  rattled 
when  people  try  to  hurry  me  and  that  makes  me 
burn  up  inside.”  He  has  two  bowel  movements  per 
day  on  a quiet  day,  but  when  he  gets  excited  it  goes 
up  to  five  or  six  a day. 

In  spite  of  his  desire  for  a conservative  life,  when- 
ever he  reaches  some  reasonable  expectation  of  emo- 
tional or  financial  security,  he  undertakes  additional 
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responsibility  which  jeopardizes  his  position.  This 
results  from  the  conflict  of  his  dependency  needs  and 
his  ambitious  goals. 

Case  2. — J.  K.  was  a forty-six-year-old  Jewish 
printer.  He  described  his  mother  as  a nagging, 
dominating  person,  whom  he  never  felt  free  to 
criticize.  He  appeared  to  be  a dependent,  passive, 
and  immature  person  whose  ambitions  lay  well 
beyond  his  ability. 

His  illness  began  at  a time  when  he  felt  very 
guilty  over  a protracted  affair  he  was  having  with  a 
married  woman.  It  became  worse  when  he  found 
she  was  also  intimate  with  another  man.  However, 
he  continued  his  relationship  with  her  because  he 
worked  for  her  grandfather.  When  this  situation 
ended,  his  symptoms  subsided,  although  he  noticed 
he  had  diarrhea  when  he  became  emotionally  upset. 

His  most  recent  attack  followed  an  argument 
with  a tough  neighbor,  in  which  he  was  told  to  “shut 
up  or  fight.”  He  shut  up  but  couldn’t  get  over  the 
humiliation  of  the  affair.  He  was  unable  to  sleep, 
lost  his  appetitite,  and  felt  lonely  and  depressed. 

He  described  himself  as  easily  upset,  a shy,  self- 
conscious  worrier  who  “boils  inwardly”  and  broods 
when  facing  a situation  calling  for  aggressive  action. 

Case  3. — H.  W.  was  a forty-year-old  Jewish  deputy 
collector  of  internal  revenue.  He  appeared  to  be  an 
insecure,  tense,  emotionally  labile  person.  The 
diagnosis  of  regional  ileitis  and  anxiety  state  was 
made.  At  the  time  of  hospitalization  he  had  fre- 
quent suicidal  preoccupations  and  was  demanding 
and  resentful. 

His  life  history  revealed  that  he  was  orphaned  at 
the  age  of  eleven  months  and  subsequently  developed 
a “fight-at-the-drop-of-a-hat”  philosophy.  In  1935, 
following  his  separation  from  his  wife  because  of 
numerous  quarrels,  his  son  contracted  a severe  case 
of  poliomyelitis.  The  patient  was  extremely  anxi- 
ous, worried,  and  depressed  during  this  period,  and 
it  was  then  he  first  developed  his  symptoms.  The 
attack  subsided  following  surgery  and  his  reunion 
with  his  family.  He  was  on  his  good  behavior  and 
says,  “Instead  of  fighting  back  when  someone  tread 
on  my  tail,  I was  quiet,  but  I felt  it  in  my  guts.” 

Case  4 ■ — L.  L.  was  a twelve-year-old  Jewish  boy. 
His  mother  was  a dominating,  possessive  person. 
The  father  was  described  as  demanding  and  irri- 
table. As  a child,  the  patient  was  both  a behavior 
problem  and  a feeding  problem.  He  was  toilet- 
trained  early.  In  spite  of  the  obvious  overt  hos- 
tility between  the  patient  and  mother,  he  described 
himself  as  dependent  on  her  and  constantly  in  need 
of  her  presence. 

Later,  when  the  patient  voluntarily  expressed  the 
idea  that  worry  and  dissatisfaction  had  a marked 
effect  on  his  symptoms,  he  recalled  that  at  the  time 
of  the  onset  of  his  illness,  he  had  had  a premonition 
that  his  mother  was  going  to  die.  He  also  had  the 
idea  that  he  would  die  too,  and  there  “would  be  no 
world  for  anybody.”  It  was  noted  in  his  chart  that 
improvement  in  his  long  illness  dated  from  the  first 
day  he  got  his  job.  After  considerable  pressure, 
his  mother  was  persuaded  to  let  him  go  to  Arizona 
alone.  He  later  wrote  from  there  that  he  was 
physically  well  and  mentally  very  happy. 


Comment 

In  this  type  of  study,  no  decisive  relationship 
of  emotional  problems  to  a somatic  disease  such  as 
regional  ileitis  can  be  shown.  At  best,  the  study 
may  serve  as  a stimulus  to  further  inquiry.  How- 
ever, the  material  presented  does  strongly  sug- 
gest some  type  of  interrelationship.  The  first 
piece  of  evidence  for  this  is  the  high  correlation  of 
both  emotional  problems  and  regional  ileitis  in 
those  patients  with  proved  diagnosis  when  com- 
pared with  a control  group  without  regional 
ileitis.  A second  piece  of  substantiating  evidence 
is  the  fact  that  exacerbations  of  the  disease  are 
found  to  coincide  in  time  with  some  disturbance 
in  the  emotional  fife  of  the  patient.  In  addition, 
there  is  some  suggestion  that  the  severity  of  the 
disease  and  the  prognosis  are  related  to  the  sever- 
ity and  chronicity  of  emotional  disturbances. 

If  regional  ileitis  is  conceived  of  as  a psycho- 
somatic disease,  comparable  in  many  ways  to 
peptic  ulcer  and  ulcerative  colitis,  it  should  be 
possible  to  treat  selected  cases  in  the  same  way 
that  selected  ulcer  and  colitis  cases  have  been 
treated,  that  is,  by  vagectomy.13-14  In  this  series 
only  one  patient  has  been  treated  by  vagectomy. 
It  is  too  early  to  make  any  evaluation  of  the  re- 
sult. 

A final  piece  of  evidence  favoring  the  concept 
that  emotional  factors  are  important  in  regional 
ileitis  comes  from  even  a superficial  examination 
of  the  psychodynamics  of  the  17  patients  com- 
prising Group  3,  who  all  display  certain  similari- 
ties in  their  patterns  of  psychologic  adaptation. 
In  all  of  them,  overt  fear  and  repressed  rage  were 
present  as  part  of  a dependency  pattern  of  adap- 
tation produced  as  a defense  against  a threat  to 
their  security. 

It  is  not  suggested  that  the  dependency  pattern 
of  adaptation  associated  with  overt  fear  and  re- 
pressed rage  is  unique  in  regional  ileitis,  since  it  is 
observable  in  most  patients  who  have  an  illness  in 
which  emotional  factors  contribute  to  the  genesis 
of  the  somatic  disease.  The  additional  consti- 
tutional, hereditary,  or  experiential  factors  which 
must  also  exist  and  which  determine  the  choice 
of  the  end  organ  are  as  yet  unknown. 

The  evidence  cited  above  furnishes  the  present 
basis  for  the  psychosomatic  concept  of  regional 
ileitis.  This  concept  permits  the  following  formu- 
lation of  the  known  facts:  It  is  felt  that  emotional 
factors  start  the  series  of  events  in  some  cases. 
In  persons  predisposed  by  constitutional  or 
hereditary  factors  or  early  childhood  experiences, 
the  emotional  disturbance  produces,  via  the  auto- 
nomic nervous  system,  a disorder  of  gastroin- 
testinal physiology,  characterized  by  hypermo- 
tility, spasm,  and  hypersecretion.  These  changes 
produce  an  inflammatory  reaction  with  lymph- 


2824 


WALTER  A.  STEWART 


[X.  V.  State  J.  M. 


edema  and  finally  necrosis  and  ulceration  in  the 
mucosal  crypts.  This  is  an  early,  or  acute,  stage 
from  which  some  patients  recover  spontaneously 
and  at  which  time  in  other  cases  psychotherapy 
or  vagectomy  might  be  therapeutic. 

If,  however,  the  precipitating  factors  continue, 
the  illness  gradually  progresses  with  further  necro- 
sis, continuous  diarrhea,  further  inflammation, 
secondary  infection,  pain,  and  anemia.  The 
progression  of  the  illness  ends  in  irreversible  scar- 
ring and  hardening  of  the  small  intestine  and 
finally  obstruction.  Because  the  structural 
damage  in  the  late  stages  of  the  illness  is  irre- 
versible and  because  the  local  gastrointestinal 
lesions  become  autonomous,  treatment  requires 
surgical  intervention,  either  a short-circuiting 
operation  or  resection. 

Summary 

The  charts  of  82  cases  of  regional  ileitis  accumu- 
lated over  a nine-year  period  at  the  Presbyterian 
Hospital  in  New  York  City  were  examined  for  the 
presence  or  absence  of  psychiatric  factors.  In  25 
cases  the  diagnosis  of  regional  ileitis  was  dis- 
proved or  seemed  unlikely.  Of  these,  only  three 
seemed  to  have  any  emotional  problems.  In  ten 
cases,  ulcerative  colitis  coexisted,  and  in  all  ten 
emotional  factors  were  present. 

In  the  remaining  47  cases,  in  which  the  diag- 


nosis of  regional  ileitis  seemed  probable,  emo- 
tional problems  were  present  in  36.  In  27  of 
these  47  cases,  the  diagnosis  of  regional  ileitis  was 
proved  at  operation  and  by  examination  of  the 
pathologic  specimen. 

The  histories  of  these  27  proved  cases  of  re- 
gional ileitis  were  studied  in  detail.  In  20 
patients,  sufficient  evidence  was  obtained  to 
suggest  that  emotional  factors  play  a consider- 
able role  in  the  production  and  progress  of  the 
disease.  In  the  remaining  seven  cases,  no  infor- 
mation was  available  as  to  the  role  of  emotional 
factors.  A formulation  of  the  disease  from  a 
psychosomatic  point  of  view  is  presented. 
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THE  MANAGEMENT  OF  EAR  PROBLEMS  IN  CHILDREN 

Marvin  F.  Jones,  M.D.,  New  York  City 

( From  the  Department  of  Otolaryngology,  Manhattan  Eye,  Ear  and  Throat  Hospital) 


THE  solution  of  the  problems  of  deafness  or 
impaired  hearing  in  the  adult  may  be  found  in 
the  child.  Aside  from  the  fenestration  operation 
there  is  little  to  offer  the  adult  patient  to  restore 
( useful  hearing.  With  the  exception  of  the  com- 
I paratively  small  percentage  of  otosclerosis  pa- 
tients among  people  with  impaired  hearing, 
nothing  except  a hearing  device  will  restore  adult 
loss  of  hearing  to  a useful  hearing  level.  This 
statement  does  not  hold  true  for  the  child.  A 
child’s  impaired  hearing  may  be  improved,  cured, 
or  prevented. 

There  are  many  reasons  why  hearing  difficul- 
ties of  children  have  been  overlooked  or  ignored. 
| The  youthful  patient  is  always,  more  of  a diag- 
nostic problem  than  the  adult  and  perhaps  more 
of  a challenge  to  the  ability  and  tolerance  of  the 
I otologist.  Parents  sometimes  complicate  the 
problem  for  both  the  child  and  the  otologist.  A 
knowledge  of  child  psychology,  parent  psychology, 
a complete  understanding  of  otolaryngology  in 
children,  plus  endless  patience  must  be  at  the 
command  of  any  doctor  who  is  to  work  in  the  only 
field  where  prevention  or  cure  of  deafness  is  now 
possible.  Diplomacy,  in  its  finer  sense,  must  con- 
trol all  the  actions  of  the  doctor. 

When  a nice  little  child  cooperates  beautifully 
during  the  routine  examination  and  the  beaming 
> parents  are  justifiably  proud  of  the  youngster’s 
1 behavior,  it  takes  real  courage  to  follow  through 
and  complete  a nasopharyngoscopic  examination. 
But,  unfortunately,  such  an  examination  may  be 
I the  most  important  part,  since  it  is  the  most 
satisfactory  and  perhaps  the  only  satisfactory 
way  to  examine  a child’s  nasopharynx.  The 
I procedure  usually  gives  the  most  valuable  infor- 
mation obtainable.  Too  few  otologists  have 
taken  advantage  of  this  instrument  in  routine  ex- 
aminations. The  usual  method  employed  is  to 
insert  a finger  between  the  child’s  carefully 
guarded  teeth  into  the  nasopharynx.  This  is  an 
informative  procedure  and  sometimes  necessary, 

!but  it  is  also  a strain  on  the  heretofore  friendly 
patient-doctor  relationship.  Again  I say  the 
proper  use  of  the  nasopharyngoscope  is  the  only 
method  which  enables  an  examining  doctor  to 
make  a satisfactory  examination  of  a child’s  naso- 
pharynx. When  the  child  is  not  cooperative, 
such  an  examination  is  practically  impossible  and 
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may  be  dangerous.  The  use  of  a transient  general 
anesthesia  is  justified.  We  must  be  very  sure  of 
our  grounds,  however,  before  we  subject  our 
small  patient  to  the  slight  additional  risk  from  an 
anesthetic. 

Something  has  happened  in  the  past  several 
years  to  reduce  the  incidence  of  acute  and  chronic 
otitic  infections  in  children.  This  decrease 
started  before  antibiotics  and  sulfa  drugs  came 
into  use.  If  anyone  accepts  the  statement  that 
such  infections  diminished  before  these  new 
medications  were  used,  the  individual  must  ask 
himself  why.  In  response  to  the  question,  some 
possibilities  come  to  min,d.  After  careful  con- 
sideration, some  of  the  following  causes  may  be 
classed  as  probable. 

Wholesale  removal  of  tonsils  and  adenoids  has 
been  condemned,  and  perhaps  with  justice.  Those 
of  us  who  have  legitimately  removed  these  tissues 
have  felt  like  hanging  our  heads  in  shame  because 
of  confrere  and  public  onslaught.  I doubt  if  any- 
one will  question  the  fact  that  overenthusiasm 
in  the  past  has  placed  a certain  stigma  on  a useful 
and  necessary  surgical  operation.  We  have 
damned  each  other  and  been  damned  by  others 
for  removal  of  tonsils  and  adenoids,  but  I have 
reached  the  conclusion  that  this  almost  routine 
procedure  of  not  so  many  years  ago  has  had  a 
beneficial  effect  on  the  health  of  the  patients  thus 
treated.  Complications  of  upper  respiratory  in- 
fections have  been  less. 

In  recent  years,  the  otolaryngologists  have  been 
condemned  because  of  their  sometimes  over- 
enthusiastic  tonsil  and  adenoid  surgery,  but,  when 
the  final  estimate  is  given,  I believe  this  surgery 
can  be  credited  for  a diminution  in  all  types  of  ear 
infections,  sinus  infection,  and  the  malnutrition 
in  children  not  caused  by  insufficient  and  poor 
food.  In  a child  with  impaired  hearing,  the 
tonsils  and  adenoids  should  be  thoroughly  re- 
moved by  surgery.  This  statement  is  not  in 
agreement  with  other  authorities,  but  I believe  it 
will  stand  the  test  of  time. 

The  use  of  radium  for  the  removal  of  pharyn- 
geal lymphoid  tissue  has  had  a thorough  trial 
under  Crowe  at  Johns  Hopkins.  The  subject  is 
one  of  great  controversy.  This  work  has  been 
imaginative,  meticulously  done,  and  laboriously 
followed  up.  No  such  carefully  recorded  observa- 
tions have  been  done  in  similar  numbers  of  pa- 
tients in  order  to  determine  hearing  results  ob- 
tained by  the  usual  methods.  Such  work  would 
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furnish  a comparison  of  the  results  obtained  by 
the  use  of  radium  and  other  methods,  both  ex- 
perimental and  standard. 

Having  had  unfortunate  experiences  with 
. radium  in  its  earlier  application,  I have  been  per- 
haps unduly  concerned  about  the  late  effects  of 
such  radiation.  The  recent  reports  have  not 
tended  to  allay  my  apprehensions.  We  must  all 
decide  what  methods  we  employ  on  the  basis  of 
the  results  we  ourselves  are  able  to  obtain.  The 
results  we  have  attained  at  the  Conservation  of 
Hearing  Clinic  of  Manhattan  Eye,  Ear,  and 
Throat  Hospital  have  not  equaled  the  enthu- 
siastic claims  of  others.  Perhaps  the  use  of 
radium  has  had  an  unexpected  good  result  in  that 
the  use  of  the  nasopharyngoscope  has  become 
more  popular.  It  is  assumed  that  no  otologist 
would  presume  to  apply  a radium  applicator  to 
the  nasopharynx  before  an  examination  with  the 
nasopharyngoscope  in  order  to  determine  whether 
or  not  the  pathology  exists  which  radium  is  sup- 
posed to  correct.  There  is  also  the  danger  of 
overenthusiasm  affecting  our  scientific  eyesight. 
I have  not  seen  the  marked  changes  in  the  naso- 
pharynx in  the  comparatively  few  cases  I have 
examined  who  were  treated  with  radium.  I have 
removed  tonsils  and  adenoids  which  have  been 
subjected  to  the  radium  treatment,  and  the  radia- 
tion failed  in  its  purpose.  However,  in  order  to 
determine  whether  adenoid  tissue  is  present,  one 
must  use  the  nasopharyngoscope  intelligently  and 
observe  the  results  obtained  at  operation.  Such 
an  examination,  with  proper  records,  will  prove 
whether  the  adenoid  growth  appearing  at  a later 
date  is  a regrowth  or  a remnant.  It  may  also 
prove  that  the  cause  of  a regrowth  is  a recurrent 
sinusitis.  It  may  also  prove  that  the  underlying 
factor  of  the  recurrent  sinusitis  is  an  allergy.  If 
this  is  a byproduct  of  the  investigation  of  radia- 
tion, the  byproduct  may  have  more  far-reaching, 
beneficial  effects  than  the  main  project. 

For  some  years  the  optional  operations  have 
been  scheduled  at  a time  when  the  upper  re- 
spiratory infections  were  at  a minimum.  This 
category  includes  tonsillectomy  and  adenoidec- 
tomy.  Our  most  propitious  time  seemed  to  be 
during  the  summer  months.  Then  came  some 
rather  dramatic  pronouncements,  which  were 
properly  publicized  by  interested  agencies,  re- 
garding the  increased  incidence  of  poliomyelitis 
following  tonsillectomy.  It  seems  that  again 
statistics  were  made  to  paint  a modernistic 
picture  with  distorted  values.  The  judgment  was 
that  not  only  the  winter  months  but  also  the 
summer  months  were  on  the  forbidden  list  for 
tonsillectomies.  The  summer  being  the  time  of 
prevalence  for  polio,  it'was  claimed  to  be  advis- 
able to  discontinue  tonsil  surgery  during  the  sum- 
mer. This  leaves  no  time  for  tonsil  surgery  which 


is  acceptable.  However,  tonsil  surgery  must 
still  be  done.  Subsequent  analyses  have  defi- 
nitely shown  that  there  is  no  added  risk  of  polio 
to  those  children  who  have  had  a tonsillectomy. 
Perhaps  there  remains  some  doubt  regarding  the 
bulbar  type  of  case,  but  even  this  is  questionable. 
We  all  agree  that  it  would  be  hazardous  to  do 
optional  surgery  during  an  acute  epidemic  of  any 
sort,  and  this  statement  includes  any  epidemic  of 
poliomyelitis.  When  there  is  a definite  indication 
for  removal  of  tonsils,  those  tonsils  should  be  re- 
moved. I still  claim  the  surgical  removal  of 
tonsils  and  adenoids  also  acts  as  an  important 
prevention  measure  in  ear  diseases,  either  of  the 
infectious  or  the  functional  type. 

Sinusitis  is  frequently  coexistent  with  hyper- 
trophied and  diseased  tonsils  and  adenoids.  It  is 
also  a cause  of  recurrent  adenoid  tissue  following 
adequate  adenoidectomy.  Surgery  on  the  sinus 
of  a child  is  rarely  necessary.  When  I believe 
sinusitis  is  a cau^e  of  recurring  lymphoid  growth 
in  the  nasopharynx,  I do  at  least  one  nasal  treat- 
ment a day  myself.  Occasionally,  a mother  will 
carry  out  treatment  orders  specifically,  but, 
where  one  needs  to  be  sure  of  the  effectiveness  of 
sinus  treatment  that  by  its  effectiveness  will 
produce  an  improvement  in  impaired  hearing,  it 
is  better  to  do  one  treatment  a day  yourself  and 
leave  the  rest,  perhaps  two  or  three  treatments,  to 
the  mother.  A persistent  sinusitis  will  be  helped 
many  times  by  a proper  tonsillectomy  and  ade- 
noidectomy when  such  operations  are  indicated. 

Tonsils  seldom  recur  after  they  are  properly 
removed,  but  adenoids  do  recur  frequently  follow- 
ing satisfactory  surgical  removal.  There  is  an 
explanation  which  sounds  logical.  We  are  all 
familiar  with  the  hypertrophied  lymphoid  streaks 
extending  from  the  nasopharynx  along  the  post- 
pharyngeal wall  medial  to  the  posterior  pillar  of 
the  tonsil.  I have  always  associated  this  condi- 
tion with  persistent  sinusitis.  By  posterior 
rhinoscopy,  one  can  observe  the  nasopharynx  and 
lateral  walls  around  the  fossae  of  Rosenmueller. 
Similar  growths  or  regrowths  of  varying  sizes  will 
also  be  found  in  these  locations.  Surgical  re- 
moval of  this  lymphoid  tissue  which  is  not  fol- 
lowed by  proper  treatment  of  the  sinuses  is  apt  to 
be  followed  by  a recurrence  of  lymphoid  growth. 

Our  adult  patients  with  impaired  hearing  fre- 
quently give  a history  of  recurrent  continuous 
colds  during  childhood.  These  recurrent  colds 
suggest  the  third  item  in  the  causes  of  adult  im- 
pairment in  hearing.  It  is  a little  early  as  yet  to 
have  brother  otologists  or  other  medical  men 
accept  the  proposal  that  the  recurrent  attacks  of 
upper  respiratory  disturbances  arising  from  re- 
current allergy  attacks  may  be  a major  cause  of 
progressive  deafness;  however,  within  my  rec- 
ollection, even  the  suggestion  that  allergy  might 
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be  the  basis  of  some  of  our  nose  and  throat 
diseases  was  dismissed  with  a sarcastic  smile. 
Today  most  otolaryngologists  accept  as  a fact 
that  allergy  is  at  the  root  of  much  ear,  nose,  and 
throat  pathology.  Therefore,  in  making  the 
statement  that  allergy  and  impaired  hearing  may 
be  in  a “cause  and  effect”  relationship,  I realize 
how  difficult  it  is,  under  present  conditions,  to 
accept  it. 

I shall  present  for  your  consideration  a few  case 
histories  from  my  private  files  to  illustrate  some 
of  my  statements.  I have  not  selected  unusual 
cases;  these  are,  for  the  most  part,  examples  of 
the  average. 

Case  Reports 

Case  1. — Suzanne  F.,  aged  seven  and  one-half, 
consulted  me  on  February  18,  1947.  Difficulty  in 
hearing  combined  with  repeated  colds  and  sneez- 
ing attacks  were  the  complaints.  A good  removal 
had  eliminated  her  tonsils.  Presumably,  the  phar- 
yngeal adenoid  tissue  had  been  as  competently  re- 
moved. Suzanne  had  many  skin  tests  for  allergy. 
She  showed  a marked  reaction  to  alternaria  and  a 
marked  reaction  to  bananas.  Desensitization  to 
alternaria  plus  allergen-elimination  diet  and  local 
i treatment  produced  this  improvement  in  hearing. 

Case  2. — Joan  S.,  aged  nine,  was  a fat,  apathetic, 
j rather  difficult  child.  Her  hearing  was  below  the 
serviceable  level.  She  was  most  uncooperative. 
The  nasopharynx  was  filled  with  adenoid  tissue  which 
had  been  subjected  to  previous  surgery,  and  more 
was  advised.  The  nose  was  closed  with  blue-gray 
tissue,  and  the  chinks  were  pus  filled.  Her  first  visit 
j was  on  May  13,  1947.  Joan  was  sensitive  to  dust. 
She  was  desensitized.  Allergen-poor  diet  plus  local 
treatment  for  the  nose  was  used.  The  improved 
hearing  which  she  obtained  was  accompanied  by 
improvement  in  character.  On  March  19,  1948,  I 
have  a note  which  reads,  “The  improvement  in  this 
girl’s  hearing  has  been  rather  phenomenal — her  nose 
has  entirely  cleared  under  local  and  antiallergic 
methods  for  recurrent  bad  sinusitis.  Her  whole 
personality  has  improved.”  Today  Joan  is  quite  a 
1 lady.  Her  hearing  chart  shows  her  to  be  improved 
to  within  normal  limits. 

Case  3. — Gail  S. , aged  twelve,  is  probably  the  most 
dramatic  case  in  this  series.  Her  complaint  at  the 
visit  on  December  28,  1945,  was  deafness  in  the  right 
ear.  The  duration  was  one  year.  Small  buried 
tonsils  and  pus  in  the  nose  were  found  in  the  physical 
examination.  A history  of  colds  which  lasted  a 
long  time  made  one  suspicious  of  a sinusitis  which  the 
x-ray  helped  confirm.  Food  elimination  of  the 
common  allergenic  ingestants  plus  local  nasal 
medication  put  Gail  back  in  the  normal  hearing 
group  and  reduced  her  disabling  colds. 

Case  4- — Willie  H.,  aged  nine,  was  a physically 
underdeveloped  boy  of  nine.  Willie  had  a nice 
cooperative  disposition,  and  he  rewarded  a doctor’s 
best  efforts  with  his  appreciation.  I saw  him  first 
on  February  6,  1948,  and  my  letter  to  his  doctor  was, 
in  part,  as  follows:  “Your  very  likable  little  Willie 
! H.  has  rather  a pack  of  trouble.  I doubt  that  he 


has  any  hearing  present  at  all  in  his  right  ear.  His 
left  is  diminished.  The  right  side  of  his  nose  is 
almost  completely  blocked  by  deflection  of  the 
nasal  septum.  The  part  of  the  nose  that  was  not 
blocked  was  completely  filled  with  pus. 

“I  have  started  some  treatment  for  his  sinusitis, 
taken  x-rays  to  determine  its  extent,  and  later  will 
decide  whether  or  not  I think  a submucus  would  be 
excusable  at  his  early  age.  I am  afraid  that  nothing 
can  be  done  for  his  hearing  in  the  right  ear,  and  our 
whole  effort  should  be  directed  toward  maintaining 
hearing  in  his  left.”  My  later  note  on  May  recom- 
mended a radical  maxillary  sinus  operation  and 
submucus  resection.  These  procedures  were  not 
done.  Diet,  drops,  and  dumb  luck  did  it  again. 

Case  5. — -There  is  no  great  loss  of  hearing  in  the 
case  of  Edward  S.,  but  his  audiogram  illustrates  the 
type  which  I believe  if  unchecked  would  result  in  im- 
pairment later  in  life.  This  boy  is  the  only  one  with  a 
discharging  ear  history.  He  had  frequent  colds  and 
recurrent  ear  involvement  in  the  past,  but  both  had 
improved  during  the  current  year.  His  hearing  was 
diminishing,  and  the  school  recommended  a visit  to 
his  otologist.  I believe  it  saved  Edward  from  an 
aural  handicap.  Seven  and  one-half  years  was  his 
age  at  the  time  of  his  visit  August  12,  1948.  The 
usual  treatment  brought  a lowered  hearing  up  to 
within  normal  limits. 

Case  6. — A tonsillectomy  and  adenoidectomy  did 
the  trick  for  this  youngster.  K.  G.  was  age  seven 
at  the  time  of  the  first  visit  on  January  8,  1949. 
The  patient  had  suffered  from  blocked  nose  and  nasal 
discharge  during  January  and  December  since  the 
age  qf  one.  There  was  occasional  pain  in  the  ears 
plus  difficulty  in  hearing  for  the  past  two  months. 
The  mother  was  a hay  fever  patient.  The  nasal 
mucous  membranes  of  the  patient  were  pale.  As  a 
first  step  in  the  cure,  an  adenoidectomy  and  tonsil- 
lectomy were  done  January  12,  1949.  An  audio- 
gram  taken  February  12  (one  month  later)  shows  the 
quick  recovery  of  hearing  to  within  normal  limits. 

Case  7.— Lois  T.,  aged  thirteen  at  her  first  visit 
on  September  27,  1948,  is  the  seventh  and  last  of  this 
series  I am  presenting.  She  was  sent  from  school 
with  an  impaired  hearing  record.  She  had  had 
difficulty  in  hearing  since  myringotomy  at  the  age  of 
seven.  In  my  note  to  the  referring  physician  I 
stated,  “She  has  a slight  impairment  of  hearing  in 
the  conversational  area  which  I believe  to  be  due  to  a 
low-grade  sinusitis  which  has  caused  a hypertrophy 
of  lymphoid  tissue  in  her  nasopharynx.”  Lois 
weighed  113V4  pounds  on  November  8,  1948,  and 
on  February  22,  1949,  the  weight  was  123  pounds. 
Her  swollen  adenoid  tissue  has  subsided,  and  her 
sinuses  have  stayed  clear.  She  received  1 per  cent 
ephedrine  in  normal  saline  as  nasal  medication  and 
allergen-poor  diet,  and  that  is  all.  The  hearing  is 
now  within  normal  limits. 

Comment 

These  seven  cases  are  samples  of  what  can  be 
done  by  medical,  surgical,  and  allergic  care  in 
these  patients.  Even  adults  have  shown  favor- 
able responses  when  the  impairment  in  hearing 
has  not  progressed  too  far. 
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The  real  hitch  in  producing  results  is  the  failure 
to  identify  and  take  proper  cognizance  of  the 
child  with  early  hearing  impairment.  The  doctor 
has  failed  to  place  enough  importance  on  slight 
hearing  impairments  in  the  young.  There  is  a 
psychologic  factor  which  often  makes  a doctor 
shirk  his  responsibility.  We  just  hate  to  tell 
parents  that  their  child  is  losing  his  hearing.  Ac- 
tion is  needed  on  the  first  dajr  any  auditory  im- 
pairment is  noted.  Any  involvement  of  the  ear 
should  be  followed  by  repeated  tests  of  the  hearing 
function. 

The  broader  step  is  more  important  and  in- 
volves unremunerative  work  of  the  most  tedious 
order.  Every  child  of  school  age  should  have  a 
hearing  test  on  entrance  to  school,  and  these  tests 
should  be  done  annually  as  a matter  of  routine. 
If  this  routine  testing  becomes  just  a part  of  some 
system  to  build  up  a pile  of  dust-covered  records, 
then  all  efforts  are  wasted.  We  went  through 
this  sanctimonious  self-satisfying  conscience 
soporific  in  New  York  State;  piles  and  piles  of 
pure  statistics  on  which  little  action  was  taken  to 
help  the  individual  child.  We  have  now  estab- 
lished a sufficient  number  of  conservation  of 
hearing  clinics  to  do  real  work  in  solving  the 
hearing  problems  of  our  individual  patients.  And 
this  work  must  be  on  the  individual  basis  in  order 
to  obtain  results.  Assembly  line  methods  to  ac- 
cumulate statistics  are  worse  than  useless. 

“The  hard  of  hearing  problem” — we  have  that 
phrase  so  rubber  stamped  it  does  not  occur  to  us 
that  our  next  door  neighbor  and  friend  has  a 
child  who  is  the  hard  of  hearing  problem,  prob- 
ably not  given  proper  attention  until  too  late. 
“They  will  grow  out  of  it,”  you  tell  the  patient. 
Your  sealed  verdict  may  sentence  that  child  to 
permanent  hearing  loss.  If  you  do  not  know  what 
can  be  done  for  the  aurally  handicapped  or  poten- 
tially handicapped  child,  by  all  means  find  out. 

The  congenitally  deaf  child  is  a continuing 
problem  for  all  concerned.  It  takes  the  finest  type 
of  parents  to  cooperate  in  a teaching  program  and 
the  highest  type  of  aurist  to  help  the  parents  see  it 
through.  Any  attempt  on  the  part  of  either  the 
doctor  or  the  parents  to  avoid  responsibility  will 
have  unmeasurable  adverse  effects  on  the  deaf 
child.  Unfortunately,  the  otologist  in  too  many 
instances  dodges  his  responsibility  by  trying  to 
“pass  the  buck”  in  this  unremunerative  and  time- 
consuming  field.  Many  times  these  children  re- 


spond to  understanding  sympathies,  and  ex- 
traordinary results  are  produced.  It  is  well  to  re- 
member that,  even  the  deaf  children  can  be  made 
self-supporting,  they  can  enjoy  social  contacts, 
and  they  become  agreeable  companions  if  they 
are  properly  directed.  Some  show  an  unexpected 
ability  to  adjust  themselves  and  overcome  their 
handicap.  Means  of  communication  must  be 
furnished  them,  and  their  first  instruction  must 
of  course  be  along  those  lines. 

The  usual  child  with  impaired  hearing  is  much 
better  adjusted  to  his  handicap  if  permitted  to 
continue  with  normal  children.  The  use  of  a 
hearing  aid,  instruction  in  lip-reading,  and  an  ad- 
vantageous position  in  the  classroom  will  enable 
these  children  to  meet  or  exceed  the  performance 
of  unhandicapped  pupils  in  their  age  group. 
Much  depends  on  the  teacher.  And  this  point 
should  be  carefully  investigated  before  any  school 
is  recommended.  The  unusual  problems  are  best 
handled  by  individual  instruction.  Small  groups 
working  with  a competent  teacher  seem  to  pro- 
gress most  satisfactorily.  Like  ourselves,  the 
schools  for  the  aurally  handicapped  are  apt  to  fall 
behind,  using  outmoded,  stereotyped  methods, 
rather  than  taking  advantage  of  the  unbelievably 
rapid  progress  in  methods  to  aid  the  aurally 
handicapped.  The  development  of  speech  for  the 
deaf  child  is  a major  problem  which  is  best 
managed  by  a competent  speech  teacher  to  whom 
small  groups  are  assigned.  The  association  in 
small  groups  seems  to  give  the  individual  patient 
courage  and  confidence. 

To  obtain  the  maximum  result  with  the  hard  of 
hearing  child  I only  echo  Wishart’s  opinion,  “The 
otologist  must  approach  the  patient  in  the  proper 
frame  of  mind,  must  have  the  means  and  environ- 
ment for  measuring  hearing,  must  be  prepared  to 
examine  the  patient  many  times  before  expressing 
a final  opinion,  and  must  do  the  work  himself.”1 
In  conclusion  I will  emphasize  his  thought  and 
say  that  an  otologist  will  not  get  the  best  results 
with  his  small  patients  who  have  hearing  problems 
unless  he  does  the  work  himself  and  treats  them 
as  individuals  and  individual  patients. 
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WARN  OF  ILL  EFFECTS  FROM  OVERDOSES  OF  ASPIRIN 


A warning  that  aspirin  acts  as  a poison  when 
taken  in  too  large  doses  is  given  by  three  Philadel- 
phia doctors.  Excessive  amounts  of  the  drug  have  a 
toxic  effect  on  the  brain,  kidneys,  and  other  organs, 
Drs.  Bernard  L.  Lipman,  Sidney  O.  Krasnoff,  and 


Robert  A.  Schless  point  out  in  the  October  issue  of 
American  Journal  of  Diseases  of  Children. 

They  report  five  cases  of  poisoning  from  over- 
doses of  aspirin.  Three  patients  were  children,  and 
there  were  two  deaths  in  the  series. 


PEDIATRIC  SUGGESTIONS  TO  REDUCE  NEONATAL  MORTALITY 

Manfred  Weichsel,  M.D.,  and  Joseph  H.  Lapin,  M.D.,  New  York  City 

{From  the  Pediatric  Service  of  Greenpoint  Hospital  and  the  Department  of  Pediatrics,  Bronx  Hospital) 


THE  reduction  of  infant  morbidity  and  mortality 
cannot  be  accomplished  by  pediatricians  alone, 
since  only  about  one  fourth  of  all  infants  are  under 
the  medical  supervision  of  pediatricians.  Although 
infant  mortality  rates  have  shown  a remarkable 
decline  in  the  last  decade,  the  neonatal  death  rate 
i has  been  reduced  only  10  per  cent  from  1916  to 
1934. 1 Of  the  total  number  of  deaths  during  the 
first  year  of  life,  more  than  half  occur  during  the 
first  twenty-four  hours,  according  to  data  com- 
piled by  the  U.S.  Bureau  of  the  Census.  There- 
1 fore,  a better  understanding,  by  the  obstetrician 
or  any  physician  taking  care  of  the  newborn  in- 
I fant,  of  certain  preventive  aspects  of  modern 
pediatrics  may  materially  reduce  the  mortality 
I rate  of  the  newborn.  The  effects  of  the  obste- 
trician will  greatly  influence  the  hazards  during  the 
first  twenty-four  hours  and  the  ultimate  prog- 
nosis. The  anatomic  findings  of  the  causes  of 
fetal  and  neonatal  deaths  reported  in  some  recent 
! studies  supply  a basis  for  making  recommenda- 
tions on  methods  for  reducing  the  number  of 
these  deaths.2- 6 

Notwithstanding  a remarkable  fall  in  the  mor- 
tality rate  from  prematurity,  this  condition  rep- 
resents still  the  chief  cause  of  neonatal  deaths  in 
the  United  States.  It  is  responsible  for  from  19.1 
to  49.5  per  cent  of  neonatal  deaths  in  the  reports 
cited.  Although  prematurity  per  se  is  not  neces- 
sarily associated  with  high  mortality  rates,  imma- 
turity of  various  organs  and  of  the  temperature 
regulating  mechanisms  present  a serious  handi- 
! cap.  To  reduce  mortality  from  premature  birth, 
steps  have  been  advocated  to  diminish  the  in- 
I cidence  of  premature  birth  as  well  as  methods  for 
improving  the  care  of  the  premature  baby  after 
birth.  Conservative  obstetric  practice  is  op- 
posed to  the  performance  of  procedures  which  in- 
terfere with  the  birth  of  a viable  infant,  and  it 
strives  to  prolong  intrauterine  life  as  long  as  pos- 

Isible.  Thus,  the  extra  hazard  of  prematurity  re- 
sulted in  obstetric  disapproval  of  early  inter- 
ference as  a means  for  reducing  erythroblastosis. 
A six-months  pregnancy  complicated  by  placenta 
previa  should  not  be  terminated  by  cesarean  sec- 
tion at  this  stage  unless  absolutely  indicated  to 
save  the  mother’s  life.  There  are  indications  that 
low  forceps  and  episiotomies  often  do  less  harm  in 
premature  birth  than  so-called  normal  deliveries. 

The  cause  of  prematurity  may  be  considered 
under  four  headings:  acute  infections  such  as 
pneumonia,  pyelitis,  gonorrhea ; chronic  disorders 


such  as  heart  disease  and  nephritis;  inadequate 
diet  of  the  pregnant  mother,  and  obstetric  com- 
plications. The  acute  infections  deserve  far  more 
intensive  chemotherapy  or  treatment  with  anti- 
biotics than  has  been  the  usual  procedure  hereto- 
fore. Of  the  chronic  disorders,  competent  medical 
care  of  the  patient  with  cardiac  conditions,  hyper- 
tension, diabetes,  etc.,  should  reduce  the  number 
of  premature  births.  The  obstetric  complications 
like  premature  rupture  of  the  membranes,  pla- 
centa previa,  vaginal  and  cervical  infections, 
uterine  fibroids,  etc.,  require  the  exercise  of  ma- 
ture judgment  in  balancing  the  danger  to  the 
mother’s  life  against  the  danger  of  prematurity. 
The  figures  on  the  influence  of  an  inadequate  diet 
in  pregnancy  on  prematurity  are  impressive.6 
The  diet  to  be  recommended  should  contain  pro- 
tein, 85  Gm.  or  more;  calcium,  1.5  Gm.;  phos- 
phorus, 2.0  Gm.;  iron,  20  mg.;  vitamin  A,  8,000 
units;  thiamine,  2.0  mg.;  riboflavin,  2.5  mg.; 
niacin,  18  mg.;  ascorbic,  100  mg.,  and  vitamin 
D,  400  to  800  units. 

In  spite  of  all  efforts  to  carry  the  pregnancy  to 
full  term,  many  will  end  prematurely.  The  ques- 
tion arises:  How  may  the  obstetrician  aid  in 
reducing  the  mortality  and  morbidity  of  the 
premature  baby?  Recommendations  include  de- 
termination of  the  size  of  the  baby  at  the  onset  of 
labor,  preservation  of  the  membranes  as  long  as 
possible,  and  episiotomy,  elimination  of  inhalation 
anesthesia,  morphine,  scopolamine,  and  barbitu- 
rates, and  the  administration  of  vitamin  K and 
oxygen  to  the  mother  during  labor.7-9  Regional 
nerve  block  anesthesia  has  been  shown  definitely 
to  offer  the  premature  infant  its  best  chance  for 
survival.10  A heated  crib  for  the  reception  of 
premature  infants  should  be  on  hand.  The 
continuous  administration  of  oxygen  during  the 
first  hours  after  birth  is  advocated,  and  infection 
should  be  eliminated  as  much  as  possible  by 
prophylactic  chemotherapy.  The  early  admin- 
istration of  vitamins  A,  B,  C,  and  K and  the  use 
of  a half-skimmed,  dried  milk  powder  formula 
have  materially  helped  in  the  feeding  problems  of 
the  prematures.11-12 

Next  to  prematurity  per  se  as  a cause  of  death 
are  respiratory  conditions  or  anoxia.2-6  Deaths 
in  10.9  per  cent  of  prematures  and  from  16  to  28 
per  cent  of  full-term  infants  resulted  from 
massive  aspiration  of  amniotic  fluid,  the  higher 
figure  in  the  latter  group  reflecting  the  longer, 
more  difficult  deliveries.  Asphyxia  and  atelec- 


2829 


2830 


WEICHSEL  AND  LAPIN 


[N.  Y.  State  J.  M. 


tasis  are  the  chief  concern.13-14  Abnormal  condi- 
tions in  the  mother,  as  well  as  pathologic  condi- 
tions in  the  infant,  are  mainly  responsible  for 
asphyxia. 

Certain  positive  recommendations  can  be 
made.  First,  where  the  fetus  is  in  obvious  dis- 
tress, early  delivery  is  indicated.  Second,  the 
use  of  oxytocics,  sedatives,  and  morphine  late  in 
labor  should  be  avoided.  Third,  nitrous  oxide 
should  not  be  given  unless  15  per  cent  oxygen  is 
added.15  Fourth,  if  there  is  evidence  of  fetal 
embarrassment,  oxygen  should  be  supplied  to  the 
mother  in  high  concentrations.  Fifth,  every 
newborn  baby  should  be  held  head  downward — 
unless  there  is  reason  to  suspect  cerebral  hemor- 
rhage— while  a careful  toilet  of  the  nose  and 
throat  is  done  with  a soft  rubber  catheter  and 
gentle  suction.  Roberts,  who  found  that  the  use 
of  paraldehyde  did  not  increase  infant  mortality, 
considers  mechanical  resuscitators  of  doubtful 
value.  “Positive  pressure  up  to  16  mm.  of  mer- 
cury with  negative  pressure  to  9 mm.  of  mercury 
is  advocated.  Such  pressure  at  times  appears 
incapable  of  expanding  the  neonatal  atelectatic 
lung  and  yet  at  other  times  seems  sufficiently 
great  to  cause  alveolar  rupture  and  emphy- 
sema.”5 He  depends  on  mouth- to-mouth  resus- 
citation and  occasionally  on  the  endotracheal 
catheter.  Flagg  advocated  the  use  of  an  endo- 
tracheal catheter  in  the  stage  of  flaccidity  because 
the  glottic  structures  are  collapsed.16  The 
cathether  is  used  for  suction  as  well  as  admin- 
istration of  oxygen.  It  may  be  inserted  either 
under  direct  laryngoscopy  or  by  palpation. 
While  Torpin  states  that  6 to  10  per  cent  of  in- 
fants require  such  intubation,  other  investigators 
consider  the  method  harmful  and  unnecessary.17 
Gentleness  and  external  warmth  are  advocated  in 
all  these  procedures.  , 

Death  in  another  7.8  per  cent  of  the  pre- 
matures and  20.8  per  cent  of  the  full-term  infants 
results  from  pneumonia.2-6  In  the  majority  of 
the  premature  infants  the  cause  is  given  as 
aspiration  pneumonia.  This  complication,  re- 
sulting almost  entirely  from  aspiration  of  milk, 
may  be  due  in  some  measure  to  unskilled  gavage 
but  in  great  measure  to  the  iniquitous  habit  of 
propping  up  the  bottle  in  the  crib.  As  a conse- 
quence, the  newborn,  while  feeding  unassisted, 
may  choke  on  the  milk  and  suck  in  enough  to 
produce  a rapidly  fatal  aspiration  pneumonia. 
Careful  attention  to  nursing  details  should  serve 
to  keep  this  group  down  to  a bare  minimum. 
The  other  pneumonias  are  bacterial  and  are 
probably  due  to  aspiration  of  infected  amniotic 
fluid.  It  seems  reasonable  to  suppose  that  the 
routine  use  of  penicillin  in  the  mother  after  the 
rupture  of  the  membranes  would  appreciably  re- 
duce the  number  of  these  bacterial  pneumonias. 


The  next  most  frequent  cause  of  neonatal 
death  is  birth  trauma,  accounting  for  12.8  per 
cent  of  the  prematures  and  23.9  per  cent  of  the 
full-term  infants.2-5  Intracranial  hemorrhage 
may  occur  in  spontaneous  deliveries  but  usually 
results  from  trauma,  asphyxia,  or  low  blood  pro- 
thrombin concentration.  Faber  found  a high 
incidence  of  prenatal  factors  responsible  for 
cerebral  injury  in  cases  of  cerebral  atrophy.15 
These  children  showed  mental  deficiency,  spastic 
paralysis,  or  the  convulsive  state.  The  factors 
responsible  included  placental  separation,  tox- 
emia, Rh  incompatibility,  oversize  infant,  prema- 
ture rupture  of  the  membranes,  maternal  trauma, 
infectious  disease,  and  many  cases  of  difficult  de- 
liveries, breech  deliveries,  and  abnormalities  of 
the  cord.  Prophylactic  measures  include  better 
obstetric  management  and  administration  of 
vitamin  K during  labor. 

Congenital  anomalies  were  responsible  for 
death  in  6.5  per  cent  of  the  prematures  and  1.06 
per  cent  of  the  full-term  infants.2-5  The  pre- 
vention of  congenital  anomalies  has  assumed  in- 
creased importance  in  the  past  few  years.  The 
susceptibility  of  embryonal  tissue  to  virus  infec- 
tions is  well  known  and  the  effect  of  rubella  in  the 
pregnant  mother  on  the  infant  well  established. 
Among  the  serious  disturbances  are  congenital 
cataracts,  cardiac  lesions,  deafness,  microcephaly, 
and  mental  retardation.  Deliberate  exposure  of 
older  girls  to  rubella  has  been  suggested  with  a 
view  to  producing  immunity.  The  significance 
of  other  infections  in  causing  congenital  mal- 
formations is  doubtful;  toxoplasmosis  in  the 
mother,  however,  may  cause  anomalies  in  the  in- 
fant. Other  causative  factors  include  pelvic 
radiation  and  nutritional  deficiencies.18-23  Nox- 
ious agents  affecting  early  embryonal  develop- 
ment may  cause  mongolism.24  Hemorrhage, 
threatened  abortion,  intercurrent  infections, 
mechanical  disorders,  and  tumors  of  the  uterus 
are  mentioned  among  the  causative  factors.  All 
anomalies  found  in  mongolian  idiots  appear  to 
arise  in  the  sixth  to  ninth  week  of  embryonal  de- 
velopment. 

While  not  all  of  these  congenital  malformations 
are  preventable  at  present,  the  outlook  for  some 
of  the  affected  infants  has  improved  recently  due 
to  better  surgical  technic.  Early  recognition  of 
these  defects,  however,  is  imperative.  The  most 
important  ones  affecting  the  gastrointestinal 
tract  may  be  mentioned: 

1.  Congenital  atresia  of  the  esophagus  of 
which  there  are  several  varieties.  There  is 
prompt  regurgitation  of  attempts  to  swallow 
food,  and  fluids  return  through  the  nose  and 
mouth.  A simple  examination  by  means  of  a soft 
catheter  passed  into  the  stomach  will  usually  re- 
veal the  obstruction.  If  roentgenographic  stud- 
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I ies  are  considered  necessary,  iodized  oil  rather 
than  barium  should  be  instilled  into  the  upper 
segment.  There  is  usually  gaseous  distention  of 
the  stomach. 

2.  Atresia  and  stenosis  of  the  small  intestine. 
There  is  greenish-brown,  often  chocolate-like 
vomiting  and  cornified  epithelial  cells  and  lanugo 

| are  absent  in  the  stools.  X-ray  findings  are 
characteristic.  There  may  be  malrotation  of  the 
colon  with  the  cecum  on  the  left  side,  obstructions 
due  to  volvulus,  or  constricting  peritoneal  bands. 

3.  Diaphragmatic  hernia.  Characteristic 
signs  include  cyanosis,  sunken  abdomen,  rapid 
respiration,  dyspnea,  and  overdistended  chest. 

4.  Malformation  of  anus  and  rectum  occur 
occasionally  and  should  be  diagnosed  imme- 
diately, since  an  early  operation  is  an  absolute 
necessity. 

The  influence  of  the  mother’s  health  and  nutri- 
tional status  on  prematurity  has  already  been 
discussed  but  must  be  adequately  considered  in 
! the  prevention  of  neonatal  deaths  in  the  full- 
term  baby  as  well.  Thus,  adequate  antiluetic 
treatment,  the  skilled  management  of  tuberculo- 
sis, cardiac  and  nephrotic  lesions,  frequent  hemo- 
globin determinations,  endocrine  therapy  when 
indicated,  appraisal  of  the  size  of  the  fetal  head 
by  x-ray  examination,  and  good  obstetric  man- 
agement are  all  important  factors.  The  child  of  a 
diabetic  mother  needs  special  care  in  the  regula- 
tion of  the  blood  sugar  of  the  pregnant  mother 
and  estrogen  therapy  where  indicated.25 

The  figures  for  neonatal  death  due  to  sepsis 
approach  the  vanishing  point.  Many  institu- 
tions now  practice  prophylactic  administration  of 
| penicillin,  especially  to  premature  infants. 

Minimizing  deaths  from  erythroblastosis  re- 
quires a definite  plan.  Rh  testing  should  be  done 
| fairly  early  in  pregnancy,  and  the  Rh  negative 
mothers  and  those  Rh  positive  mothers  with  a 
history  suggestive  of  erythroblastosis  should  have 
a repeat  Rh  test  and  an  Rh  antibody  titer  test. 
In  questionable  cases,  titers  should  be  repeated 
monthly  and  the  other  appropriate  tests  done. 
i In  addition,  all  newborns  with  jaundice  within 
the  first  twenty-four  hours,  pallor,  and  splen- 
omegaly should  be  investigated  thoroughly.  So- 
called  replacement  transfusions  have  recently 
been  used  more  extensively.  The  indications 
should  be  clear-cut : demonstration  of  antibodies 
in  the  mother’s  circulation,  anemia,  edema,  jaun- 
dice, splenomegaly,  hepatomegaly,  and  a high 
nucleated  red  cell  count.  Diamond  has  de- 
1 scribed  a mode  of  transfusion  by  using  the  um- 
bilical vein  by  means  of  a special  catheter  which 
appears  to  be  safer  and  easier  than  the  older 
methods.26  Perhaps  of  more  importance  is  good 
pediatric  and  nursing  care  of  these  infants, 
especially  in  regard  to  infection  and  aspiration.'27 


They  should  be  treated  in  the  premature  nursery 
where  greater  emphasis  is  laid  on  the  care  of 
apathetic  infants. 

The  question  of  preventing  infections  in  the 
nursery,  notably  the  outbreaks  of  epidemic 
diarrhea  and  skin  infections,  is  complicated  and 
has  received  a great  deal  of  attention.  Our 
knowledge  of  epidemic  diarrhea  of  the  newborn  is 
limited;  some  investigations  indicate  a virus 
cause.  Steps  to  prevent  infections  as  summa- 
rized from  the  “Standards  and  Recommendations 
for  Hospital  Care  of  Newborn  Infants”  of  the 
American  Academy  of  Pediatrics  Committee  on 
Fetus  and  Newborn  include  the  following: 

1.  Health  examination  of  physicians,  nurses,  and 
auxiliary  workers,  including  x-ray  of  the  chest  and 
bacteriologic  cultures  of  nose,  throat,  and  stool. 

2.  At  least  one  graduate  nurse  supervising  and  at 
least  one  nurse  or  aid  for  each  12  full-term  infants. 

3.  One  nursery  for  normal  full-term  infants,  one 
or  more  suspect  nurseries,  and  a proper  isolation  unit. 

4.  Twenty  to  30  square  feet  per  bassinet  with  8 
to  12  bassinets  in  each  full-term  nursery  and  only 
six  in  suspect  nurseries. 

5.  Bassinet,  bedside  table  with  drawer,  and  a 
lower  compartment,  all  together  or  as  a single  unit. 

6.  Formula  room  with  aseptic  control  and  ter- 
minal sterilization. 

7.  Prematures:  Six  hours  nursery  care  per 

twenty-four  hours;  should  have  at  all  times,  day  and 
night,  nurses  (or  aids)  in  a ratio  of  one  nurse  for  each 
four  infants  (for  present  emergency  six  infants 
allowed). 

8.  Separate  premature  nursery  with  separate 
provisions  for  infants  born  out  of  the  hospital,  for 
suspect  infants,  and  for  isolation. 

9.  Premature  nursery  with  no  more  than  six  bas- 
sinets with  30  square  feet  per  bassinet. 

The  interest  of  the  obstetrician  in  physical 
equipment  and  facilities  for  the  care  of  newborn 
infants  is  obvious.  In  the  construction  of  new 
hospitals,  special  attention  is  paid  to  the  max- 
imum number  of  bassinets  allowed  in  one  nursery 
on  the  principle  that  newborn  infants  should  be 
in  small  groups  and  should  have  adequate  space. 
The  avenues  of  cross-infection  are  being  studied, 
and  contact  cross-infections  by  nurses,  interns, 
attending  physicians,  mothers,  and  visitors  can 
easily  be  reduced.28  Detailed  recommendations 
should  be  studied  by  everyone  interested  in  pre- 
venting infections  in  the  newborn.29  To  prevent 
airborne  cross-infections,  air  conditioning,  in 
order  to  dilute  or  eliminate  contaminated  air,  and 
ultraviolet  radiation,  as  well  as  glycol  vapor,  have 
been  advocated  and  are  now  being  studied.30 
Premature  infants  thrive  better  in  an  atmosphere 
of  relatively  high  humidity.  The  optimum  tem- 
perature is  between  80  and  90  F.,  and  a humidity 
of  about  60  per  cent  is  desirable.  Individual  in- 
cubators with  accurate  control  of  temperature 
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and  humidity  which  allow  changing  of  the  diapers 
and  handling  of  the  baby  without  opening  the 
incubator  will  diminish  airborne  infections. 

So-called  rooming-in  arrangements  where 
mother  and  baby  are  in  the  same  room  close  to 
each  other  have  obvious  advantages  because  the 
mother  learns  to  know  her  child  better  before  her 
discharge  from  the  hospital;  the  father  may  get 
acquainted  with  his  child  at  an  early  stage;  the 
mother  is  allowed  to  have  her  baby  by  her  bedside 
as  often  as  she  desires;  breast  feeding  is  pro- 
moted, and  the  danger  of  communicable  disease 
is  lessened. 

There  are  several  other  preventive  measures  of 
interest  to  the  obstetrician  which  may  aid  in  re- 
ducing morbidity  in  infants.  Active  sensitiza- 
tion of  the  infant  by  antigen  transmitted  through 
the  placenta  may  occur  quite  frequently  and  has 
been  demonstrated  in  animal  experiments.31 
Ingestion  of  food  protein  by  the  pregnant  mother 
may  be  responsible  for  allergic  reactions  observed 
in  infancy.  For  this  reason,  the  pregnant 
mother  should  limit  her  intake  of  allergenic  foods 
such  as  eggs,  fish,  chocolate,  nuts,  etc. 

Another  important  problem  the  obstetrician 
may  have  to  deal  with  is  prenatal  immunization 
against  some  contagious  diseases  of  childhood. 
While  the  newborn  infant  is  immune  against 
measles,  poliomyelitis,  diphtheria,  and  scarlet 
fever,  he  shows  no  resistance  against  tuberculosis, 
varicella,  and  whooping  cough.  The  longstand- 
ing belief  that  young  animals  respond  poorly  to 
antigens  led  to  the  delay  of  many  active  immun- 
izations until  the  second  half  of  the  first  year  of 
life.  This  would  make  it  impossible  to  provide 
adequate  protection  against  pertussis  at  a time 
when  it  is  most  needed.  Although  a certain  per- 
centage of  pregnant  mothers  exhibits  antibodies 
against  pertussis,  the  corresponding  titer  in  their 
babies  appears  to  be  insufficient  to  confer  immun- 
ity, and  even  after  immunization  this  titer  drops 
to  zero  over  a period  of  several  months.32’33  Pre- 
natal immunization  against  pertussis  has  been 
performed  by  giving  injections  of  pertussis  vac- 
cine during  the  last  trimester  of  pregnancy.34 
Whether  the  titer  of  these  passively  transmitted 
antibodies  is  sufficient  to  protect  the  baby  against 
pertussis  is  questionable.  Studies  are  in  progress 
to  determine  whether  the  presence  of  these  pas- 
sively transmitted  antibodies  will  interfere  with 
the  active  production  of  antibodies  against 
Hemophilus  pertussis  and  thereby  cause  post- 
ponement of  active  immunization  until  the  latter 
part  of  the  first  year  of  life.  Another  aspect  of 
this  problem,  obviating  the  need  for  prenatal 
immunization,  is  the  successful  demonstration  of 
active  immunization  of  very  young  infants. 36’3G 
These  experiments  seem  to  indicate  that  young 
infants  are  capable  of  producing  antibodies 


against  pertussis  just  as  well  as  older  children, 
especially  if  alum-precipitated  vaccine,  which 
affords  prolonged  antigenic  stimulus,  is  used. 
The  disadvantages  of  immunizing  pregnant 
mothers  against  pertussis  apply  also  to  prenatal 
immunization  against  diphtheria.  The  change 
of  the  immunologic  state  of  the  population 
against  diphtheria  is  well  known.37  Due  to  the 
decline  in  the  number  of  diphtheria  carriers  a 
greater  percentage  of  the  adult  population  be- 
came susceptible  to  infection.  In  this  country 
about  half  of  the  newborn  infants  have  protective 
titers  against  diphtheria,  while  in  Sweden  only  10 
per  cent  are  immune.38  Since,  however,  diph- 
theria is  rare  in  young  infants  and,  on  the  other 
hand,  protective  levels  of  diphtheria  antitoxin 
may  be  attained  by  active  immunization  of  young 
infants,  no  routine  immunization  of  pregnant 
mothers  can  be  advocated  at  this  stage. 


The  authors  are  indebted  to  Dr.  H.  Sternberg  for  his  valu- 
able suggestions  in  the  preparation  of  this  manuscript. 


References 

1.  Bundesen,  H.  N.,  Fishbein,  M.  I.,  Dahms,  O.  A.,  and 

Potter,  E.  L.:  J.A.M.A.  109:  337  (1937). 

2.  Labate,  J.  S. : Am.  J.  Obst.  & Gynec.  54:  188  (Aug.) 

1947. 

3.  Potter,  E.  L.:  J.A.M.A.  124:  336  (1944). 

4.  Adair,  F.  L.:  J.  Michigan  M.  Soc.  31:  363  (1932). 

5.  Roberts,  M.  H.:  J.A.M.A.  139:  439  (1949). 

6.  Burke,  B.  S.,  Beai,  V.  A.,  Kirkwood,  S.  B.,  and 

Stuart,  H.  C.:  J.  Nutrition  26:  569  (1943). 

7.  Johnston,  R.  A.:  Texas  State  J.  Med.  41:  5 (1945). 

8.  Beck,  A.  C.:  Am.  J.  Obst.  & Gynec.  42:  355  (1941). 

9.  Ibid.  51:  173  (1946). 

10.  Hingson,  R.  A.,  Edwards,  W.  B.,  Lull,  C.  B.,  Whit- 

acre,  F.  E„  and  Franklin,  H.  C.:  J.A.M.A.  136:  221  (1948). 

11.  Levine,  S.  Z.,  and  Gordon,  H.  H. : Am.  J.  Dis. 

Child.  64:  274  (1942). 

12.  Gordon,  H.  H.,  Levine,  S.  Z.,  Wheatley,  M.  A.,  and 

Marples,  E.:  ibid.  54:  1030  (1937). 

13.  Grulee,  C.  G.,  and  Sanford,  H.  N.,  quoted  in  Brenne- 

inan,  J.:  Practice  of  Pediatrics,  Hagerstown,  Maryland, 

W.  F.  Prior  Co.,  Inc.,  1948,  vol.  1,  chap.  42. 

14.  Clifford,  S.  H.:  J.  Pediat.  18:  567  (1941). 

15.  Faber,  H.  IC:  Am.  J.  Dis.  Child.  74:  1 (1947). 

16.  Flagg,  P.  J.:  Art  of  Resuscitation,  New  York,  Rein- 

hold  Publishing  Co.  1944. 

17.  Torpin,  R.:  J.A.M.A.  124:  343  (1944). 

18.  Murphy,  D.  P.:  Am.  J.  Obst.  & Gynec.  18:  179 

(1929). 

19.  Idem:  Surg.,  Gynec.  & Obst.  48:  766  (1929). 

20.  Goldstein,  L. : Arch.  Neurol.  & Psychiat.  24:  102 

(1930).  , _ 

21.  Wolbach,  S.  B.,  and  Bessey,  O.  A.:  Arch.  Path.  32: 

689  (1941). 

22.  Warkany,  J.:  Advances  in  Pediatrics,  New  iork, 

Interscience  Publishers  Inc.,  1947,  vol.  2. 

23.  Warkany,  J.,  Roth,  C.  B.,  and  Wilson,  J.  B.:  Pedi- 

atrics, 1:462  (1948). 

24.  Ingalls,  T.  H.:  Am.  J.  Dis.  Child.  73:  279  (1947). 

25.  White,  P.:  Virginia  M.  Monthly  70:  436  (1943). 

26.  Diamond,  K.  K.:  Pediatrics  2:  520  (1948). 

27.  Wheeler,  W.  F.:  ibid.  1:  799  (1948). 

28.  Tisdall,  F.  F.:  ibid.  2:  106  (1948). 

29.  Frant,  S.,  and  Abramson,  H.,  quoted  in  Brenneman, 

J. : Practice  of  Pediatrics,  Hagerstown,  Maryland.  W . r. 

Prior  Co.,  Inc.,  1944,  vol.  1,  chap.  28,  section  2. 

30.  Hess,  J.  II.:  Am.  J.  Dis.  Child.  73:  696  (1947). 

31.  Ratner,  B.:  Allergy,  Anaphylaxis  and  Immuno- 

therapy, Baltimore,  Williams  & Wilkins  Co.,  1943. 

32.  Weichsel,  M.,  and  Douglas,  G.:  J.  Clin.  Investiga- 

tion 16:  15  (1937). 

33.  Mishulow,  L.,  Leifer,  L.,  Sherwood,  C.t  Schlesinger. 

S.  L„  and  Berkey,  S.  R.:  Am.  J.  Dis.  Child.  64:  608  (1942). 

34.  Cohen,  P.,  and  Scadron,  S.  J.:  J.A.M.A.  121:  6on 

(1943). 

35.  Sako,  W.:  J.  Pediat.  30:  29  (1947). 

36.  Di  Sant’Agnese,  P. : Pediatrics  3:  20  (Jan.)  1949. 

37.  Symposium  Section:  Internat.  M.  Digest.  47:  307 
(1945). 

38.  Vahlquist,  B.:  Lancet  1:  16  (Jan.  1)  1949. 


THE  RELATION  OF  THE  POSTCHOLECYSTECTOMY  SYNDROME  TO 
PSYCHOSOMATIC  MEDICINE  AND  TO  LATENT  SUBCLINICAL 
FORMS  OF  CLINICAL  DISEASE 

Abraham  O.  Wilensky,  M.D.,*  New  York  City 


THE  last  decade  has  witnessed  much  discus- 
sion of  the  rather  frequent  recurrence  of 
symptoms  after  the  operative  removal  of  the 
gallbladder.  These  always  include  complete 
enumerations  and  discussions  of  the  unfortu- 
nately common,  operatively  produced  or  other 
anatomic  lesions  which  are  discovered  secondarily, 
as  well  as  of  the  cases  in  which  calculi  are  again 
demonstrated,  found,  and  removed  at  subse- 
quent operations.  While  the  results  of  all  of  this 
secondarily  performed  surgery  have,  in  many 
cases,  been  brilliant,  it,  nevertheless,  is  in  no  sense 
a discussion  of  the  symptom  complex,  which  has 
been  described  under  the  term  of  the  “postchole- 
cystectomy syndrome.”  The  discussion  in  this 
1 communication  concerns  only  the  latter. 

The  postcholecystectomy  syndrome  includes 
; symptom  complexes  in  which  (1)  the  manifesta- 
tions frequently  and  commonly  repeat  with  greater 
or  lesser  similarity  those  present  before  the  chole- 
cystectomy was  done  and  (2)  an  indefinite  array 
of  symptoms  referred  to  the  right  side  or  upper 
right  quadrant  of  the  abdomen  which  do  not  seem 
to  be  indicative  of  any  distinguishable  localized 
intra-abdominal  lesion.  Clinical  study  by  means 
of  physical  examination  and  by  all  methods  of 
i laboratory  examination  yield  no  enlightening 
data.  One  is  left  with  many  symptoms  for  which 
no  adequate  anatomic  or  functional  cause  can  be 
• found.  This  is  what  is  meant  by  the  postchole- 
1 cystectomy  syndrome. 

It  is  manifestly  true  that,  when  such  symptom 
complexes  appear  or  reappear  after  cholecystec- 
' tomy,  under  the  conditions  just  defined,  some- 
where along  the  path  of  original  study  a mistake 
lias  been  made  and  the  presenting  symptoms 
i have  been  wrongfully  correlated  with  gallbladder 
| disease.  In  this  connection  it  is  very  true  that 
(1)  not  all  radiographically  demonstrable  gall- 
' atones  are  productive  of  symptoms  in  general  and 
of  the  individual  subjective  symptoms  of  the 
given  patient  in  particular ; (2)  some  of  the  cases 
without  calculi  or  other  demonstrable  anatomic 
lesion  before  the  primary  cholecystectomy  may 
1 be  cases  of  gallbladder  and  biliary  tract  dysfunc- 
i tion  which  possibly  can,  and  do,  produce  sub- 
j jective  symptoms;  and  (3)  the  latter  group  may, 

| and  probably  do,  include  cases  with  latent  or 
— 

* Dr.  Wilensky  died  on  February  4,  1949.  Therefore, 
only  editorial  corrections  have  been  made  on  this  manu- 
script. 


subclinical  forms  of  hepatic — cellular  or  intersti- 
tial— disease  ( vide  infra) . 

Clinical  experience,  as  determined  by  adequate 
follow-up  studies,  indicates  very  strongly  that  the 
“postcholecystectomy  syndrome”  symptoms  very 
rarely,  or  perhaps  never,  have  occurred  when  the 
primary  preoperative  lesion  has  included  anatomic 
evidences  of  acute  and  chronic  infection,  and  the 
more  marked  this  has  been,  the  more  true  is  this 
statement.  These  are  the  cases  which  give  the 
best  and  most  reliable  results  after  cholecystec- 
tomy. 

One  must  study  the  patient  from  every  angle 
when  the  postcholecystectomy  syndrome  is 
present.  In  cases  with  this  clinical  picture,  i.e., 
when  no  adequate  anatomic  lesion  is  demonstra- 
ble, one  is  forced  to  conclude  many  times,  at  least 
until  further  observation  possibly  demonstrates 
otherwise,  that  there  is  a psychiatric  background 
for  the  manifestations  and  that  the  patient  is  in 
need  of  psychotherapy.  As  knowledge  of  psycho- 
somatic medicine  accumulates  and  is  applied  to 
some  of  the  constantly  occurring  problems  of  this 
kind,  manifold  examples  are  found  in  which 
emotional  conflicts  have  been  very  important 
items,  and  to  these  it  behooves  one  to  pay  suffi- 
cient attention.  There  is  much  in  psychosomatic 
medicine  and  in  psychiatry  today  to  corroborate 
this  viewpoint. 

This  group  of  cases  undoubtedly  includes  in- 
stances— I cannot  say  how  many  or  how  often — 
of  latent  or  subclinical  forms  of  hepatic  cellular 
or  hepatic  interstitial  disease.  And  for  these 
one  must  constantly  be  on  the  lookout,  for  the 
powerfully  important  reason  that  for  them  mod- 
ern forms  of  therapy  are  productive  of  greater 
good  and,  possibly,  of  cure  at  this  subclinical 
stage  than  at, later  stages.  This  is  one  of  the 
accomplishments  of  modem  medicine  and  did  not 
seem  possible  ten  dr  twenty  years  ago.  The 
notes  of  the  following  case  are  very  pertinent 
here. 

Case  Report 

In  1933,  when  this  married,  Para  2 woman  was  in 
her  early  fifties,  she  was  ill  with  a form  of  nephritis, 
the  nature  of  which  I do  not  know,  and  from  which 
she  presumably  recovered. 

In  1936,  she  exhibited  symptoms,  referable  to  the 
upper  right  quadrant  of  the  abdomen,  which  were 
roentgenographically  and  laboratory  wise  correlated 
with  gallbladder  calculus  disease  without  signs  of 


2833 


2834 


ABRAHAM  O.  WHEN  SKY 


[N.  Y.  State  J.  M. 


any  acute  or  chronic  infection.  I operated  on  her  at 
that  time,  and  the  operative  findings  included  (1)  a 
thin-walled  gallbladder  containing  a large  number  of 
small  cholesterol  and  biliary  calculi,  (2)  an  extra- 
hepatic  duct  system  which  was  negative  to  palpatory 
exploration,  and  (3)  a beginning  hob-nailing  of  a 
relatively  normal  sized  liver.  The  pancreas  and 
associated  lymph  nodes  were  also  negative.  The 
spleen  was  not  enlarged  and  was  presumably  con- 
sidered not  otherwise  altered.  The  rest  of  the  ab- 
dominal cavity  and  its  contained  organs  were  also 
negative  to  exploration. 

The  matter  was  taken  under  advisement,  and  the 
situation  was  explained  to  the  patient.  However,  in 
the  profundity  of  our  therapeutic  lack  of  knowledge 
at  that  time,  nothing  further  was  done.  Following  a 
relatively  easy  and  uncomplicated  recovery  from  the 
cholecystectomy,  the  patient  felt  relatively  well  for 
the  next  ten  years. 

In  1946,  the  woman  developed  an  anemia  of  the 
secondary  type,  and  it  was  discovered  that  she  was 
passing  large  amounts  of  blood  in  the  stools.  A 
large  hard  liver  and  an  enormous  spleen  were  easily 
palpable.  For  the  next  two  years  the  symptoms  and 
signs  progressively  increased  until  she  finally  died. 
The  diagnosis  was  Banti’s  disease  with  splenomegaly 
and  hepatic  cirrhosis.  Unfortunately,  no  post- 
mortem examination  was  permitted. 

Comment 

It  is  undoubtedly  true  that  the  final  illness  was 
the  progression  of  the  liver  lesion  which  was  found 
at  the  primary  exploration  in  1936.  It  is  equally 
true  that  the  original  diagnosis  was  not  altogether 
correct  and  that  whatever  symptoms  she  pre- 
sented at  that  time  were  not  entirely  due  to  the 
gallbladder  stones  but  to  a subclinical  stage  of  the 
disease  from  which  she  finally  died  twelve  years 
later. 

It  is  not  always  possible  to  find  such  gross 
structural  evidences  of  hepatic  disease  at  the 
primary  exploration.  When  present,  they  are 
generally  mild,  have,  perhaps,  to  be  passed  over, 
and/or  are  held  of  little  significance.  Unfor- 
tunately, they  are  commonly  considered  not 
worthy  of  further  study,  concern,  or  therapeutic 
application. 


Nevertheless,  in  all  postoperative  cases  with 
this  syndrome,  the  factor  of  an  underlying  sub- 
clinical  form  of  hepatic  parenchymal  or  inter- 
stitial disease  must  be  considered.  It  follows 
that  in  the  absence  of  the  signs  of  acute  or  chronic 
infection  all  preoperative  cases  also  carry  the 
suspicion  of  the  possibility  of  a similar  latent 
hepatic  disease.  It  becomes  obligatory,  there- 
fore, for  us  to  deny  or  establish  such  disease  in 
every  case  both  before  and  after  cholecystectomy 
so  that  proper  precautions  and  therapeutic 
measures  may  be  taken. 

At  the  present  writing,  subclinical  or  latent 
forms  of  liver  disease  only  show  indications  of 
their  presence  by  disturbances  of  liver  function. 
No  one  method  seems  to  answer  the  clinical 
purpose,  and  no  single  determination  is  of  any 
diagnostic  use.  What  is  needed  is  a series  of 
consecutive  determinations  of  liver  function  by 
more  than  one  method  inasmuch  as  all  are  not  of 
equal  accuracy.  Should  evidence  of  latent  or 
subclinical  hepatic  disease  be  shown  by  these 
means,  the  patient  must  be  informed  of  the  exist- 
ing state  of  affairs  so  that  proper  modern  methods 
of  therapy  may  be  employed.  The  latest  experi- 
ence has  demonstrated  that  the  progress  of  the 
disease  may  be  halted,  and  a cure  may  possibly 
follow. 

Summary 

The  postcholecystectomy  syndrome  includes 
the  patients  who  have  a frank  recurrence  of  their 
precholecystectomy  symptoms  or  of  other  in- 
definite symptoms  referred  to  the  right  side  or 
upper  right  abdominal  cavity.  The  postcholecys- 
tectomy  syndrome  seems  to  be  proof  that  the 
original  diagnosis  was  an  error.  The  patients 
fall  into  two  categories : those  who  seem  to  have 
a psychosomatic  background  for  their  symptoms 
and  those  with  subclinical  or  latent  forms  of 
hepatic  cellular  and/or  interstitial  disease.  The 
recognition  of  the  latter  is  important  because  at 
this  state  modern  therapy  seems  to  be  able  to  do 
very  encouraging  things. 


RESEARCH  FIXES  LIMITATION  OF  MAN’S  ALCOHOL  CAPACITY 


Any  one  on  a daily  ration  of  a quart  of  100  proof 
whisky  would  show  obvious  signs  of  intoxication, 
says  an  editorial  in  the  August  13  Journal  of  the 
American  Medical  Association. 

The  editorial  is  a commentary  on  man’s  capacity 
for  alcohol  and  is  based  on  a recent  study  by  Dr. 
Henry  W.  Newman  of  the  Stanford  School  of  Medi- 
cine, San  Francisco.  Dr.  Newman  for  the  first  time 
presented  an  accurate  standard  of  human  capacity 
for  the  consumption  of  alcohol. 

His  research  indicated  that  a man  weighing  154 
pounds  can  metabolize, (con vert  into  energy)  about 


26'/2  ounces  (about  one  fifth)  of  100  proof  whisky  in 
24  hours.  Any  definite  increase  in  this  amount 
would  raise  the  alcohol  content  of  the  blood  and 
brain  to  a point  where  coma  would  supervene.  This 
limit  could  be  exceeded  only  for  a brief  period, 
probably  -a  matter  of  hours. 

It  is  also  stated  that  the  idea  that  habituation 
produces  increased  facility  in  metabolization  is  not 
supported  by  scientific  evidence.  Large  and  heavy 
persons  can  consume  more  but  merely  on  account  of 
their  bulk  and  not  because  of  any  increase  in  ability 
to  metabolize  alcohol. 


Case  Reports 


COXITIS  DUE  TO  ESCHERICHIA  COLI 

W.  R.  Petersen,  M.D.,  Albany,  New  York 


( From  the  Edward  J.  Meyer  Memorial  Hospital,  Buffalo,  New  York) 


j np IIE  case  to  be  reported  below  is  the  fourth  re- 
i "*■  corded  since  1936  in  which  Escherichia  coli  is  the 
j!  cause  of  a destructive  arthritis  of  the  hip.1-3  Three 
I of  the  four  cases,  including  the  one  below,  were 
j known  to  have  had  urinary  infection  due  to  E. 

] coli,  presumably  as  the  primary  infectious  focus. 

Case  Report 

K.  L.,  a sixty-seven-year-old  white  man,  was  ad- 
mitted to  the  Edward  J.  Meyer  Memorial  Hospital 
on  April  21,  1948,  complaining  of  increasing  pain  in 
his  right  hip,  which  had  never  been  able  to  take  his 
full  weight  since  a fracture  and  subsequent  operative 
treatment  at  Cook  County  Hospital  in  1943.  Func- 
tional inquiry  revealed  frequency  of  urination,  noc- 
turia, and  dysuria,  present  for  eighteen  years  and 
progressive. 

Physical  examination  revealed  a moderately  ill, 
j elderly  white  man,  temperature  100.4  F.,  pulse  110, 
respirations  24,  and  blood  pressure  160/100.  Posi- 
| tive  findings  included  rales  in  the  bases  of  both 
j lungs,  an  enlarged  heart,  distention  of  the  bladder, 
and  benign  prostatic  hypertrophy.  The  right  hip 
presented  a long,  curved  anterolateral  scar,  marked 
swelling  anterior  to  the  joint,  semifluctuant  and 
mildly  tender  to  pressure,  and  marked  pain  on  at- 
! tempt  at  active  and  passive  motion  in  any  direction. 

! There  was  an  external  rotation  deformity  and  2 
inches  shortening  of  the  right  lower  extremity.  Pre- 
I tibial  edema  was  present  bilaterally. 

The  right  leg  was  placed  in  Buck’s  extension,  and 
an  indwelling  catheter  was  inserted  into  the  bladder. 
Parenteral  Ringer’s  solution  and  plasma  were  given 
I daily  for  uremia.  Aspiration  of  the  right  hip  pro- 
duced 150  cc.  of  bloody  pus.  Penicillin  was  then 
given  while  awaiting  the  result  of  culture.  The  pus, 
as  well  as  blood  and  urine,  yielded  a short,  gram- 
negative bacillus  on  culture  which  produced  much 
mucoid  material  and  which  was  identified  as  a 
modified  E.  coli.4 

The  organism  was  found  to  be  sensitive  to 
streptomycin,  but  the  drug  could  not  be  given  be- 
cause of  progressive  uremia.  On  May  6,  1948,  in- 
cision and  drainage  of  the  right  hip  was  done  under 
local  anesthesia.  An  incision  made  directly  ante- 
rior over  the  hip  joint  entered  a huge  abscess  be- 
ginning about  1 inch  from  the  skin.  The  abscess 
extended  high  into  the  pelvis  posteriorly  and  down 
to  the  lesser  trochanter  and  adductor  region  in- 
teriorly. About  1 L.  of  slimy  blood,  pus,  and  de- 
bris, and  a bony  spicule  were  removed.  The  head 


of  the  femur  was  palpated  and  found  to  be  devoid  of 
soft  tissue  attachments  anteriorly.  The  upper  end 
of  the  metallic  fixation  agent  was  in  the  abscess 
cavity.  The  day  after  incision,  profuse  drainage  of 
another  liter  from  the  abscess  necessitated  change 
of  dressing.  Later  on  the  same  day  the  patient 
expired. 

Laboratory  findings  were  as  follows:  Urinalysis 

— specific  gravity  1.015,  albumin  1 plus,  no  sugar, 


Fig.  1.  Note  necrotic  head,  narrowed  joint  space, 
and  nonunion  of  fracture. 
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many  pus  cells;  blood  urea,  98,  111,  206,  241;  car- 
bon dioxide  combining  power,  22;  hemoglobin,  6.8 
Gm.;  red  cell  count,  3,000,000;  Wassermann  nega- 
tive; serum  protein  6.6  per  cent.  Figure  1 is  an  x- 
ray  of  the  right  hip. 

An  autopsy  was  done  on  this  patient.  The  kid- 
neys and  renal  pelves  were  found  to  be  the  site  of  an 
active  chronic  ascending  pyelonephritis  with  mul- 
tiple scars,  destruction  of  renal  parenchyma,  and 
slimy  pus  secondary  to  prostatic  obstruction  of  long 
duration.  There  was  an  abscess  of  the  right  psoas 
muscle,  extending  to  the  muscle  origin  at  the  lumbar 
spine,  distinctly  separate  from  the  right  kidney  and 
ureter  and  extending  interiorly  to  the  hip  joint, 
greater  and  lesser  trochanters,  and  the  adductor  re- 
gion of  the  thigh.  The  abscess  measured  38  by  7 by 
6 cm.  The  old  fracture  was  ununited.  The  carti- 
laginous surface  of  the  head  was  irregularly  eroded 
and  covered  with  much  purulent  material.  Post- 
mortem cultures  of  the  abscess  and  renal  pelves  pro- 
duced the  same  organism  as  antemortem  cultures. 

Comment 

This  patient  probably  developed  his  septic  proc- 
ess in  the  right  hip  region  at  some  time  after  his 
early  postoperative  period.  He  undoubtedly  had  a 
latent  chronic  pyelonephritis  with  recurrent  exacer- 
bations and  occasional  bacteremia.  The  injured 
and  operated  hip  was  a locus  minoris  resistentiae 
where  the  metastasizing  organism  could  create  an 
active  low-grade  infection.  The  low  virulence  of  the 


organism  and  the  resistance  of  the  host  due  to  pro- 
longed urinary  infection  with  the  same  organism  al- 
lowed the  infectious  process  to  develop  gradually, 
probably  over  a period  of  months  or  years.  The 
same  factors  also  are  assumed  to  have  modified  an 
organism  which  was  originally  a typical  E.  coli. 
The  patient  did  not  seek  medical  care  until  his  last 
hospital  admission  when  progressive  renal  destruc- 
tion with  uremia  allowed  his  other  disease  process  to 
develop  more  rapidly  and  become  acutely  sympto- 
matic. 

At  his  last  admission,  the  renal  changes  were  ir- 
reversible. Streptomycin  could  not  be  used. 
Blood  donors  were  unobtainable.  Incision  and 
drainage  of  the  abscess  and  urologic  treatment  were 
too  late  by  months  or  years. 

Summary 

A case  of  coxitis  due  to  E.  coli  is  reported  with 
autopsy  findings  and  discussion  of  course  and  prob- 
able mechanism  of  the  disease  process. 

380-B  Hackett  Boulevard 

References 

1.  Graber-Duvernay,  J.:  Lyon  m6d.  157:  615  (1936). 

2.  Ibid.  161:  661  (1938). 

3.  Hall,  Earle  R.:  Bull.  Vancouver  M.  A.  18:  314  (1942). 

4.  Zinsser,  H.,  and  Bayne-Jones,  S. : A Textbook  of  Bac- 
teriology, 8th  ed.,  New  York,  D.  Appleton-Century,  1939,  p. 
494. 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  8, 
1950,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
ing on  the  outside  the  same  motto  or  device,  and  containing  the  name  and  address 
of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.’’ 

All  essays  must  be  presented  not  later  than  February  1,  1950,  and  sent  to  the 
Chairman  of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State 
of  New  York,  292  Madison  Avenue,  New  York  17,  New  York. 

Armitagb  Whitman,  M.D.,  Chairman 
Committee  on  Prize  Essays 


FULMINATING  MENINGOCOCCEMIA  (WATERHOUSE-FRIDERICHSEN 
SYNDROME)  WITH  RECOVERY 

R.  Willard  Brand,  M.D.,  Clifton  Springs,  New  York 

{From,  the  Medical  Service  of  Clifton  Springs  Sanitarium  and  Clinic) 


OME  25  cases  of  recovery  from  the  so-called 
, Waterhouse-Friderichsen  syndrome  have  been 
reported  in  the  literature. 1-6  The  term  Water- 
house-Friderichsen syndrome  was  applied  originally 
to  the  postmortem  observation  of  bilateral  adrenal 
hemorrhages  in  cases  of  fulminating  infection  having 
widespread  purpuric  rash  and  signs  of  circulatory 
failure.  The  causal  relationship  between  the  adrenal 
hemorrhage  and  the  clinical  shocklike  picture  seemed 
apparent.  However,  Williams  observed  adrenal 
hemorrhage  at  autopsy  in  only  nine  of  17  fatal  cases 
clinically  indistinguishable  from  this  syndrome.7 
Furthermore,  in  view  of  the  increasing  number  of 
recovered  cases  reported  it  seems  permissible  to  infer 
that  all  patients  present  ing  the  clinical  characteristics 
of  fulminating  sepsis,  purpuric  rash,  and  shock  do 
not  necessarily  have  bilateral  adrenal  hemorrhages. 
The  syndrome  should,  therefore,  be  regarded  as 
potentially  reversible  by  proper  treatment.  This 
case  is  presented  as  an  example  of  complete  recovery 
from  severe  and  prolonged  shock  occurring  with 
fulminating  meningococcal  infection. 

Case  Report 

History. — A forty-nine-year-old  housewife  was 
admitted  on  April  27,  1946.  Three  previous  ad- 
missions between  April,  1931,  and  August,  1945, 
had  been  for  acute  pyelitis,  appendicitis,  and  peptic 
ulcer,  recovery  from  each  of  these  conditions  having 
been  satisfactory.  Previously  feeling  well,  the 
patient  was  awakened  about  4:00  a.m.  of  the  day 
of  admission  by  a severe,  shaking  chill,  nausea,  and 
vomiting.  She  was  seen  soon  after  by  her  family 
physician,  who  reported  finding  no  abnormality 
other  than  an  oral  temperature  of  101  F.  She  was 
given  Ve  grain  of  morphine,  after  which  she  went  to 
sleep.  Later  that  morning  she  complained  of 
moderate  headache  and  pain  and  soreness  in  the 
joints.  She  was  brought  to  the  hospital  that  after- 
noon because  she  could  be  aroused  only  with  diffi- 
culty. 

Physical  Examination. — On  admission,  about 
twelve  hours  after  the  initial  symptoms,  her  tem- 
perature was  105.6  F.,  pulse  110,  respirations  35; 
no  blood  pressure  could  be  obtained.  The  patient 
was  semicomatose  and  in  lucid  intervals  complained 
of  generalized  aching  and  soreness.  The  entire 
body  was  covered  with  petechiae  varying  in  size 
from  pinpoint  to  0.5  cm.  in  diameter.  Her  pupils 
were  pinpoint.  A mucopurulent  discharge  was  seen 
in  the  pharynx;  petechiae  were  noted  over  the  soft 
palate.  The  ears  were  normal.  The  neck  was 
supple;  no  Kernig  sign  was  present;  the  reflexes 
were  normal.  The  lungs  were  clear  and  resonant; 
the  heart  was  normal  except  for  sinus  tachycardia, 
and  the  abdomen  was  not  remarkable.  Later, 
cyanosis  and  Cheyne-Stokes  breathing  developed. 
Further  petechiae  appeared,  and  purpuric  areas 
developed  over  the  entire  body,  those  on  the  legs 
becoming  confluent,  extending  over  areas  as  large 
as  15  by  20  cm.  by  the  second  day.  The  patient 
had  to  be  restrained  because  of  extreme  restlessness. 


Peripheral  circulatory  collapse  was  severe,  and 
considerable  difficulty  in  starting  intravenous 
therapy  was  encountered.  Stiffness  of  the  neck  did 
not  develop  until  twenty-eight  hours  after  the  onset 
of  the  initial  chill. 

Laboratory  Studies. — The  initial  laboratory 

studies  revealed  erythrocytes  5,190,000,  hemoglobin 
15.1  Gm.,  leukocytes  8,400,  with  70  per  cent  neutro- 
phils, 27  per  cent  lymphocytes,  2.5  per  cent  mono- 
cytes; blood  sugar  130  mg.  per  cent,  and  urea 
nitrogen  18  mg.  per  cent.  Voided  urine  showed 
specific  gravity  of  1.020,  a trace  of  albumin,  and 
occasional  red  and  white  cells  per  high  powered 
field.  The  spinal  fluid  was  cloudy  and  contained 
5,000  leukocytes  with  90  per  cent  polymorpho- 
nuclears.  Gram-negative,  intracellular  diplo- 
cocci  were  seen  on  direct  smear;  a culture  later 
revealed  them  to  be  meningococci.  The  spinal 
fluid  sugar  was  20  mg.  per  cent.  On  the  second  day 
of  admission  the  white  count  was  29,100  with  76.5 
per  cent  neutrophils  and  22  per  cent  lymphocytes, 
1 per  cent  monocytes,  and  0.5  per  cent  basophils. 
A catheterized  urine  specimen  showed  a specific 
gravity  of  1.017,  albumin  2 plus,  occasional  red  and 
white  cells  per  high  powered  field,  and  3 to  4 finely 
granular  and  hyaline  casts  per  high  powered  field. 
The  urine  culture  was  negative.  A blood  culture, 
not  obtained  until  after  chemotherapy  was  started, 
was  sterile. 

Treatment. — The  patient  was  started  on  peni- 
cillin, 50,000  units  intramuscularly  every  three 
hours  and  also  received  4.5  Gm.  of  sodium  sulfa- 
diazine intravenously,  as  well  as  adequate  amounts 
of  intravenous  saline  and  sodium  lactate  solution. 
The  penicillin  was  continued  through  the  eighth  day, 
and  the  sulfadiazine  was  continued  orally  for  thir- 
teen days,  a dosage  of  0.5  Gm.  every  four  hours 
becoming  sufficient  to  maintain  an  average  blood 
level  of  8 mg.  per  cent.  During  the  first  twenty- 
four  hours  the  patient  received  a total  of  50  cc.  of* 
adrenal  cortical  extract  intravenously;  during  the 
same  time  intravenous  fluids  were  administered 
almost  constantly.  Sufficient  fluid  intake  was 
accomplished  orally  after  forty-eight  hours,  and  the 
urinary  output  was  never  below  2,000  cc.  per 
twenty-four  hours  during  the  first  ten  days  of 
therapy  and  remained  normal  thereafter. 

Course. — The  patient’s  blood  pressure  remained 
unobtainable  for  twelve  hours  after  admission  but 
gradually  rose  to  normal  in  the  next  twenty-four 
hours.  The  temperature  fell  to  100  F.  in  the  first 
twenty-four  hours  and  then  fluctuated  between  99 
and  101  F.  for  two  weeks,  finally  remaining  con- 
sistently normal  during  the  third  week  and  there- 
after. For  the  first  seventy-two  hours  the  patient 
was  restless  and  intermittently  irrational.  In  lucid 
intervals  she  complained  of  severe  headaches,  gen- 
eralized aching,  and  hyperesthesia  throughout  the 
body.  Oxygen  was  necessary  to  combat  cyanosis 
from  the  third  through  the  fifth  day.  Signs  of 
moderate  pulmonary  congestion  appeared  on  the 
second  day,  associated  with  dyspnea,  cough,  and 
occasional  blood-tinged  sputum  which  contained 
only  a few  nonpathogenic  organisms.  A chest  x-ray 
on  the  fifth  day  showed  moderate  passive  congestion 
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only.  The  lungs  became  free  of  rales  on  the  sixth 
day,  and  the  respiratory  rate  was  normal  thereafter. 
A systolic,  apical  murmur  was  first  heard  on  the 
seventh  day  and  remained  for  ten  days.  At  no  time 
did  signs  of  pericarditis  develop.  An  electrocardio- 
gram on  the  eighth  day  showed  slight  right  axis 
deviation  and  low  but  upright  T waves  in  all  leads. 

Herpes  labialis  developed  on  the  fifth  day  and 
was  quite  extensive  and  troublesome  for  several 
weeks.  On  the  ninth  day  a few  soft,  tender  nodules 
were  noted  on  the  extensor  surfaces  of  the  arms  and 
legs.  More  nodules  appeared  in  the  next  two  days 
involving  the  extremities  chiefly,  but  also  present 
over  the  breasts.  They  were  red,  firm,  very  tender 
intracutaneous  nodules  varying  from  1 to  3 cm.  in 
diameter.  They  gradually  subsided  in  the  next 
week.  Their  appearance  coincided  with  painful 
but  not  swollen  ankle,  knee,  elbow  and  wrist  joints. 
The  gradual  disappearance  of  the  nodules  coincided 
with  the  beginning  of  a steadily  normal  temperature 
on  the  fifteenth  day  of  the  illness.  All  joint  symp- 
toms had  disappeared  by  the  twenty-fifth  day.  At 
no  time  was  there  any  joint  swelling.  The  patient 
had  not  received  any  serum  therapy.  The  patient 
first  complained  of  deafness  and  vertigo  on  the 
fifth  day,  and  these  symptoms  persisted  for  three  or 
four  weeks.  Examination  one  month  after  the  onset 
of  her  illness  revealed  only  slight  perception  deaf- 
ness bilaterally.  Three  weeks  later,  the  hearing  was 
perfectly  normal. 

A follow-up  examination  two  months  after  the 
onset  of  the  illness  revealed  an  asymptomatic, 
healthy  appearing  woman.  The  skin  was  entirely 
clear  except  for  a small,  subsiding  remnant  of 
herpes  on  the  lower  lip.  The  blood  pressure  was 
126/82,  and  complete  physical  examination  was 
entirely  normal.  An  electrocardiogram  at  this  time 
revealed  slight  right  axis  deviation,  a broad  and 
notched  P2,  P-R  interval  of  0.18  second,  inversion 
of  Ti  and  T2,  a small  Cs,  and  a low  R<.  Blood  count 
and  urine  analysis  were  normal.  A repeat  electro- 
cardiogram two  months  later  was  normal  and  similar 
in  every  respect  to  a routine  tracing  which  had  been 
taken  a year  prior  to  this  particular  illness.  Three 
years  after  this  illness,  the  patient  reported  con- 
tinuing excellent  health. 

* Comment 

The  cause  of  circulatory  failure  in  this  syndrome 
has  been  assumed  to  be  due  mainly  to  acute  adrenal 
insufficiency.  Since  it  has  been  established  that  the 
plasma  volume  is  decreased  in  Addisonian  crisis  (ad- 
renal insufficiency),  a similar  mechanism  might  be 
expected  to  account  for  the  shock  in  the  Waterhouse- 
Friderichsen  syndrome.8  However,  Kinsman  et  al. 
reported  three  cases  in  none  of  which  was  there 
hemoconcentration  characteristic  of  decreased 


plasma  volume.4  Ebert  and  Stead,  studying  circula- 
tory failure  occurring  in  cases  of  acute  sepsis,  found 
normal  hematocrit  and  plasma  volume  values.9 
They  concluded  that  the  circulatory  failure  in  these 
cases  does  not  have  the  same  mechanism  as  that 
of  hemorrhage  or  traumatic  shock  because  the 
plasma  volume  is  not  decreased.  It  is  probable 
that  the  circulatory  failure  in  acute  infections  is 
produced  by  failure  of  the  entire  cardiovascular 
system  through  widespread  damage  by  the  infection. 
Supporting  this  view  is  the  study  of  cutaneous  le- 
sions in  acute  meningococcemia  by  Hill  and  Kinney 
who  state  that  the  fundamental  pathologic  lesion 
in  the  skin  is  diffuse  vascular  damage  and  that  this 
widespread  vascular  change  is  also  found  throughout 
the  serous  surfaces  and  in  other  organs  of  the  body. 10 

It  is,  therefore,  probable  that  the  circulatory 
collapse  in  acute  sepsis  is  due  primarily  to  a wide- 
spread injury  of  many  tissues,  in  particular,  those 
of  the  cardiovascular  system.  The  toxic  effects  of 
infection  produce  disturbances  in  cell  metabolism 
throughout  the  body,  and  the  circulatory  failure  is 
secondary  to  the  general  failure  of  metabolism. 
Improvement  in  the  circulation  occurs  when  the 
infection  is  brought  under  control. 

The  recognition  that  this  formerly  fatal  clinical 
syndrome  may  now  be  reversible  with  the  advent 
of  chemotherapy  places  a premium  on  prompt  diag- 
nosis and  the  institution  of  antibacterial  therapy. 

Summary 

1.  A recovered  case  presenting  the  character- 
istics of  the  Waterhouse-Friderichsen  syndrome  is 
described. 

2.  Attention  is  called  to  the  possible  mechanism 
of  the  circulatory  failure  in  this  syndrome  and  its 
potential  reversibility  with  prompt  treatment. 
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TREAT  VASCULAR  DISEASES  WITH  HISTAMINE  PREPARATION 


Favorable  results  in  treating  patients  for  two 
types  of  vascular  disease  with  injections  of  histamine 
in  wax  and  sesame  oil  are  reported  by  Drs.  S.  Feld- 
man and  J.  M.  Linder  and  I.  J.  Greenblatt,  Ph.D., 
of  Brooklyn,  in  the  September  24  J.A.M.A. 

The  preparation  was  used  for  30  patients  with 
arteriosclerosis  obliterans,  for  41  patients  with 
diabetes  and  arteriosclerosis  obliterans,  and  for  13 


patients  with  Buerger’s  disease.  Nine  patients  were 
treated  for  miscellaneous  disorders,  including  vari- 
cose ulcers  and  fractures  of  the  legs. 

Of  72  patients  with  lameness,  41  showed  definite 
improvement,  the  doctors  say.  After  the  patients 
had  received  a course  of  the  histamine  preparation, 
complete  cessation  of  pain  was  observed  in  13 
instances. 


ELECTROCARDIOGRAPHIC  CHANGES  IN  MALARIA 
Irving  Greenfield,  M.D.,  F.A.C.P.,  Woodmere,  New  York 


ALTHOUGH  malaria  has  been  considered  a sys- 
temic disease,  observations  of  the  cardiac  com- 
plications of  this  disease  are  sparse.  From  a review 
of  the  literature,  it  is  evident  that  considerable  con- 
troversy exists  as  to  whether  or  not  the  heart  is 
affected  adversely  by  the  malarial  parasite.  Path- 
ologists have  observed  abnormalities  in  the  vessels 
of  the  myocardium.  Ewing  observed  capillaries  in 
the  myocardium  distended  with  young  parasites  and 
pigmented  cells.1  Dudgeon  and  Clarke  and  Merkel 
recorded  sudden  death  from  cardiac  failure  and 
found  degenerative  changes  in  the  myocardium,  as 
well  as  infarcts  in  the  myocardium.2’3  The  latter 
suggested  that  the  condition  behaved  like  any  other 
form  of  coronary  artery  occlusion  clinically.  Rojas 
and  Deza  observed  thrombi  made  up  of  destroyed 
erythrocytes  and  parasites  in  various  stages  of 
evolution  in  the  capillaries  of  the  myocardium.4 
After  recording  the  electrocardiographic  changes 
present  prior  to  the  institution  of  therapy,  they  ob- 
served a favorable  response  in  most  of  the  cases  soon 
after  treatment  was  started.  Sprague  studied  the 
electrocardiograms  in  a series  of  50  patients  with 
recurrent  malaria  and  observed  no  abnormalities  in 
the  tracings  which  could  not  be  considered  either 
within  the  normal  variants  or  of  nonspecific  import.5 
In  a previous  communication,  attention  was  called 
to  the  case  of  a twenty-two-year-old  marine,  who, 
following  three  proved  attacks  of  malignant  tertian 
malaria,  developed  quintigeminal  rhythm  and  heart 
block.6 

In  view  of  the  fact  that  pathologists  have  observed 
abnormalities  in  the  vessels  of  the  myocardium  as 
well  as  in  the  myocardium  itself  and  in  view  of  the 
controversy  which  exists  among  clinicians  concern- 
ing the  effects  of  malaria  of  the  heart,  the  occurrence 
of  precordial  discomfort,  together  with  electrocardio- 
graphic changes  following  an  attack  of  vivax  malaria, 
is  considered  sufficiently  unusual  to  warrant  the 
following  case  report. 

Case  Report 

A thirty-year-old  white  man  who  had  served  in 
the  tropics  of  the  South  Pacific  for  two  years  gave 
the  following  history:  He  had  dengue  fever  in  1944. 
Shortly  thereafter,  he  had  his  first  attack  of  malaria. 


His  second  attack  was  in  April,  1946,  after  he  had 
discontinued  suppressive  therapy  (atabrine).  Dur- 
ing this  episode  Plasmodium  vivax  was  again  identi- 
fied in  the  blood  smear.  The  attack  was  treated 
with  atabrine,  and  recovery  was  uneventful.  Rou- 
tine examination  in  July,  1948,  revealed  no  abnor- 
malities. The  electrocardiogram  including,  in  addi- 
tion to  the  standard  limb  leads,  CF2,  CF4,  and  CF6, 
is  reproduced  (Fig.  1A).  In  brief,  it  is  a normal 
electrocardiogram,  save  for  some  splintering  of  the 
main  complex  lead  3. 

In  August,  1948,  following  a period  of  intense 
excitement,  he  had  a chill  which  lasted  about  twenty 
minutes,  followed  by  fever  and  sweat.  The  physical 
examination  at  this  time  was  entirely  normal.  The 
spleen  was  not  enlarged.  The  heart  tones  were  nor- 
mal. The  systolic  blood  pressure  in  mm.  of  mercury 
was  110,  and  the  diastolic  was  70.  Blood  smears 
revealed  the  presence  of  Plasmodium  vivax.  Ata- 
brine was  again  given.  On  the  third  day  the  pa- 
tient developed  precordial  lancinating  pains,  felt 
chilly,  broke  out  into  a sweat,  and  complained  of 
weakness.  He  had  no  chill,  and  there  was  no  eleva- 
tion of  temperature.  There  was  no  significant  drop 
in  his  blood  pressure.  Malarial  parasites  were 
again  present  in  the  blood  smear.  There  was  no 
significant  change  in  the  leukocyte  count.  An  elec- 
trocardiogram taken  at  this  time  revealed  depres- 
sions of  the  T wave  in  leads  1,  2,  CF2,  CF4,  and  CFj 
(Fig.  IB).  The  entire  contour  of  the  complex  in 
lead  3 had  changed.  R was  small,  S was  the  pre- 
dominant deflection,  ST  was  isopotential,  and  T was 
inverted.  With  bed  rest  the  symptoms  subsided. 
After  six  weeks  the  electrocardiogram  (Fig.  1C)  had 
returned  to  the  control  (Fig.  1A)  pattern.  The 
hemograms  are  recorded  in  Table  1. 

The  parasites  were  seen  in  the  smear  on  four 
occasions  as  noted  (Table  1)  during  August,  1948. 
No  parasites  were  seen  in  the  smears  examined  after 
August  26,  1948.  At  no  time  was  a pericardial  fric- 
tion rub  heard. 

A teleoroentgenogram  taken  on  the  same  day  as 
the  electrocardiogram  was  normal  (Fig.  2). 


Comment 

There  are  several  points  of  interest  in  this  case 
presentation.  The  onset  of  the  clinical  picture, 
which  the  patient  recognized  as  identical  with  those 
symptoms  which  he  had  while  in  the  tropics,  as  well 


TABLE  1. — Laboratory  Data 


1948 

Aug.  12 

Aug.  14 

Aug.  16 

Aug.  26 

Sept.  17 

Sept.  23 

Hemoglobin 

114% 

118% 

108% 

103% 

Red  blood  cells 

5,000,000 

4,900,000 

4,810,000 

5,000,000 

4,940,000 

4,910,000 

White  blood  cells 

7,450 

8,300 

9,450 

6,900 

10,100 

8,350 

Polyraorphonuclears 

56 

53 

53 

54 

55 

48 

Lymphocytes 

32 

41 

38 

39 

39 

43 

Monocytes 

7 

1 

2 

3 

2 

2 

Eosinophils 

2 

2 

2 

2 

1 

3 

Juvenile  cells 

1 

1 

Stab  forms 

3 

3 

4 

2 

3 

3 

Basophilic  stippling 

+ + 

+ 

+ 

+ 

0 

0 

Parasites 

+ + 

+ 

+ 

+ 

0 

0 
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July,  1948  August  14,  1948  October  17,  1948 

Fig.  1.  Electrocardiograms  taken  as  indicated.  T waves  in  all  leads  of  B are  of  lower  voltage  than 
they  were  in  control  (A).  In  lead  3,  the  T wave  is  inverted.  (C),  taken  six  weeks  after  (B),  shows  a 
return  of  the  T waves  to  the  control  amplitude. 


as  those  which  he  had  soon  after  he  discontinued 
suppressive  therapy,  was  striking.  The  patient 
was  involved  with  labor-management  problems  in  a 
large  plant.  After  five  days  of  excitement,  the  chill 
appeared,  and  the  smear  was  positive  for  Plasmo- 
dium vivax.  There  was  no  exposure  to  malaria 
other  than  that  noted  while  the  patient  was  on  trop- 
ical service. 

On  the  third  day  after  the  onset  of  the  clinical 
symptoms  in  the  recent  episode,  pain  in  the  pre- 
cordium  appeared,  followed  by  chilly  sensation, 
sweat,  and  weakness.  At  this  time  the  white  cell 
count  was  elevated  to  9,450  cells.  There  was  no 
significant  change  in  the  differential  count.  The 
number  of  cells  containing  parasites  and  the  number 
of  cells  with  basophilic  stippling  had  diminished. 
The  electrocardiographic  changes  involved  the  T 
waves  in  all  the  leads.  The  contour  of  the  main  com- 
plex in  lead  3 was  changed  completely,  and  T3  was 
inverted.  After  a period  of  bed  rest  the  configura- 
tion of  the  electrocardiogram  reverted  to  the  control 
pattern. 

In  order  to  rule  out  the  atabrine  as  the  causative 
factor,  the  patient  was  given  therapeutic  dosage  of 
this  chemical  following  the  lapse  of  an  adequate 
interval.  Electrocardiograms  were  taken  to  ascer- 
tain whether  that  chemical  agent  was  responsible  for 
the  electrocardiographic  changes  noted.  They  dif- 
fered in  no  way  from  that  recorded  in  Fig.  1C,  and 
so  it  was  reasonable  to  exclude  the  atabrine. 


Summary 

1.  A case  of  malaria  with  electrocardiographic 
changes  is  recorded. 

2.  Since  the  electrocardiographic  changes  noted 


Fig.  2.  The  teleoroentgenogram,  taken  on  October 
17,  1948,  is  essentially  normal. 
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were  not  reproduced  following  a second  administra- 
tion of  atabrine  in  the  absence  of  malaria,  it  is  rea- 
sonable to  eliminate  atabrine  as  a causative  agent. 

3.  In  the  absence  of  any  other  explanation  for 
the  symptomatology  and  the  electrocardiographic 
changes  recorded,  it  is  reasonable  to  assume  that  the 
heart  muscle  changes  resulted  from  malarial  thrombi 
in  the  myocardium. 
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DEATH  IN  A CASE  OF  BRONCHIAL  ASTHMA  TREATED  SUCCESSIVELY 
WITH  INTRAVENOUS  PROCAINE  AND  SODIUM  AMYTAL 

Maxwell  L.  Gelfand,  M.D.,  Monroe  H.  Mufson,  M.D.,  and  Walter  P.  Richman,  M.D., 
New  York  City 

(From  the  Fourth  Medical  Division,' Bellevue  Hospital,  and  New  York  University  College  of  Medicine) 


"D  ECENT  years  have  witnessed  a great  enthusi- 
asm  for  the  use  of  intravenous  procaine  in 
many  fields  of  medicine.  The  fact  that  the  liver 
can  rapidly  detoxify  procaine  has  led  many  observ- 
ers to  feel  safe  in  employing  relatively  large 
amounts  of  this  drug.  Although  toxic  reactions  from 
intravenous  procaine  have  been  noted,  many  thou- 
sands of  such  injections  have  been  given  without 
any  serious  mishap.  Recently  a fatality  following 
the  successive  use  of  procaine  and  sodium  amytal 
intravenously  in  a chronic  asthmatic  was  en- 
countered and  is  herewith  reported. 

Case  Report 

A.  H.,  a fifty-four-year-old  man,  entered  Bellevue 
Hospital  on  November  12,  1948,  complaining  of 
marked  dyspnea,  orthopnea,  paroxysmal  episodes 
of  cough,  and  weakness  of  one  week  duration.  He 
visited  his  local  physician  on  the  morning  of  Novem- 
ber 12  and  was  given  0.5  cc.  of  adrenalin  (1 : 1,000) 
without  any  benefit.  He  was  then  referred  to 
Bellevue  Hospital  where,  in  the  emergency  room, 
he  received  20  cc.  of  aminophylline  intravenously. 
There  was  no  alleviation  of  his  asthma,  and  so  he 
was  admitted  to  the  ward  for  further  study. 

The  past  history  disclosed  that  in  August,  1943, 
the  patient  sustained  multiple  rib  fractures  with 
depression  of  the  sternum  complicated  by  a right 
middle  lobe  pneumonia.  Several  months  after  this 
injury,  bronchial  asthma  of  the  perennial  type 
developed.  There  was  no  family  allergic  history. 
Skin  tests  performed  at  the  allergy  clinic  revealed 
positive  reactions  to  many  inhalants  and  foods  but 
no  evidence  of  infection.  It  was  also  noted  that  the 
fumes  emanating  from  the  taxi  which  he  operated 
initiated  an  attack.  In  August,  1948,  he  spent 
three  weeks  at  Bellevue  Hospital  for  an  episode  of 
intractable  asthma,  with  recovery. 

Physical  examination  revealed  a well-developed 
and  well-nourished  adult  white  man  in  acute  respira- 


tory distress  with  slight  cyanosis  and  marked  appre- 
hension. His  pupils  were  equal  and  regular  and 
reacted  to  light  and  accommodation.  The  external 
ocular  movements  were  normal,  and  the  fundi  failed 
to  disclose  any  evidence  of  hemorrhages,  exudates, 
or  papilledema.  His  nose  and  throat  were  normal. 
There  were  no  masses  in  the  neck,  and  the  thyroid 
was  not  palpable.  His  chest  was  emphysematous 
and  symmetric.  Cardiac  dullness  was  not  enlarged, 
and  the  heart  sounds  were  distant.  The  rhythm 
was  regular,  and  there  were  no  murmurs  or  thrills. 
The  rate  was  rapid,  and  the  blood  pressure  was 
160/100.  The  lungs  revealed  numerous  inspiratory 
and  expiratory  wheezes  with  many  sibilant  and 
sonorous  rales  throughout.  There  were  no  palpable 
masses  or  organ  edges  felt  on  abdominal  examina- 
tion. Rectal  examination  revealed  a small  prostate 
with  no  masses.  The  extremities  disclosed  no 
evidence  of  edema  or  inflammation.  Homan’s  sign 
was  negative. 

Urinalysis,  hematologic  study,  and  blood  chem- 
istry findings  failed  to  reveal  any  abnormal  findings. 
The  venous  pressure  was  120  mm.  of  water,  and  the 
decholin  circulation  time  was  eight  seconds. 

Procaine  hydrochloride  solution,  0.2  per  cent,  was 
prepared  by  dissolving  1 Gm.  of  procaine  in  500  cc. 
of  normal  physiologic  saline,  and  an  intravenous 
infusion  was  begun  at  4:00  p.m.  on  November  12, 
1948,  at  the  rate  of  45  drops  per  minute.  The  blood 
pressure  reading,  pulse  rate,  respiratory  rate,  and 
subjective  and  objective  signs  were  recorded  every 
fifteen  minutes.  It  was  noted  that  the  pulse  re- 
mained between  120  to  140,  and  the  original  blood 
pressure  of  160/100  dropped  to  138/78  at  6:45  p.m. 
and  then  rose  again  to  170/110  at  7:00  p.m.  and  at 
7:15  p.m.  The  patient  felt  considerably  relaxed 
and  appeared  comfortable  with  decrease  of  cyanosis 
and  dyspnea.  However,  at  7:15  p.m.,  after  250  cc. 
of  the  infusion  had  been  given,  the  patient  com- 
plained of  dizziness  and  a metallic  taste  in  the 
mouth.  He  became  markedly  agitated,  excited, 
threw  himself  about,  jumped  out  of  bed,  and  it 
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required  four  men  to  put  him  back.  At  this  time 
his  pulse  rate  was  160,  respiratory  rate  22,  and 
blood  pressure  170/110.  The  infusion  was  im- 
mediately withdrawn,  and,  while  he  was  held 
down,  0.5  Gm.  of  sodium  amytal  was  given  intra- 
venously. Within  a few  minutes  the  patient 
calmed  down  somewhat  and  dozed  slightly.  Sud- 
denly he  again  attempted  to  jump  out  of  bed, 
became  markedly  agitated,  cyanotic,  breathed 
heavily,  and  expired. 

Comment 

The  failure  to  respond  to  the  conventional  therapy 
for  bronchial  asthma,  such  as  oxygen,  adrenalin,  and 
intravenous  aminophylline,  always  causes  consider- 
able concern  and  leads  one  to  search  for  another 
method  of  treatment.  The  use  of  intravenous 
procaine  for  bronchial  asthma  is  not  without  prece- 
dent. The  French  medical  literature  is  filled  with 
favorable  reports  concerning  the  beneficial  effects 
obtained  with  intravenous  procaine  in  chronic 
bronchial  asthma.  However,  in  this  country, 
there  is  only  an  occasional  mention  of  its  use.  State 
and  Wangensteen  treated  27  cases  with  intravenous 
procaine  without  any  untoward  reactions,  and  of 
this  group  only  one  was  a case  of  bronchial  asthma.1 
No  benefit  resulted  in  the  latter  patient  from  such 
therapy,  but  in  their  other  instances  of  hypersensi- 
tive states  considerable  amelioration  of  symptoms 
occurred.  In  the  cases  treated  by  Rovenstine  at 
Bellevue  Hospital,  there  were  several  patients 
with  bronchial  asthma  who  received  intravenous 
procaine  without  success.2  Appelbaum,  Abraham, 
and  Sinton,  employing  the  technic  suggested  by 
State  and  Wangensteen,  obtained  an  excellent  result 
in  a case  of  serum  sickness  following  tetanus  anti- 
toxin.* Delayed  reactions  to  penicillin  were  success- 
fully treated  by  Dressier  and  Dwork  and  Rossellini 
and  Van  Rooy.4>6  Thus  it  was  thought  worth  while 
to  attempt  this  method  of  therapy  for  this  patient, 
who  presented  symptoms  of  status  asthmaticus 
uncontrolled  by  the  usual  regime. 

Procaine  owes  its  therapeutic  success  to  a multi- 
plicity of  actions  of  which  the  major  one  is  the  ability 
to  paralyze  the  sympathetic  nerves,  producing 
smooth  muscle  relaxation  and  vasodilatation. 
Harvey  has  shown  that  procaine  has  a curare-like 
action  in  the  myoneural  junction,  reducing  the 
amount  of  acetylcholine  produced  and  neutralizing 
the  acetylcholine  that  is  liberated.8  It  may  also 
exert  its  effect  by  direct  action  on  the  endings  of 
the  sensory  nerve  fibers,  by  antagonizing  histamine 
or  histamine-like  substances,  and  by  potentiating 
epinephrine  secretion. 

The  dosage  recommended  is  1 Gm.  of  procaine 
dissolved  in  500  or  1,000  cc.  of  either  glucose  or 
saline  to  be  given  by  the  infusion  method  at  a rate 
ranging  between  40  to  50  drops  per  minute.  The 
amount  and  the  rate  of  administration  employed  in 
this  case  is  in  conformity  with  the  accepted  technic. 

The  performance  of  a skin  test  prior  to  the  use  of 
the  drug  to  determine  hypersensitivity,  as  has  been 
suggested  by  many  observers,  is  a useless  procedure. 
Positive  direct  skin  reactions  of  the  immediate 
wheal  type  are  rarely  observed  in  instances  of 
drug  allergy,  hence  its  omission  here. 


Benign  deleterious  effects  noted  during  intra- 
venous procaine  therapy  consist  of  a sensation  of 
warmth  throughout  the  entire  body  occurring  about 
five  minutes  after  the  infusion  has  begun,  a metallic 
taste  in  the  mouth,  lacrimation,  nausea,  giddiness, 
and  sluggish  speech.  Serious  consequences  are 
marked  apprehension,  excitability,  convulsions,  and 
signs  of  bronchial  constriction.  The  dosage  and  the 
rate  of  administration  are  governing  factors  in  deter- 
mining the  degree  and  severity  of  reaction.  How- 
ever, it  is  agreed  that  in  order  to  obtain  a maximum 
therapeutic  result  it  is  necessary  to  secure  a mild 
toxic  response.  Oftentimes  the  line  of  demarcation 
between  a harmless  and  grave  outcome  cannot  be 
accurately  measured. 

The  improvement  of  the  bronchial  asthma  noticed 
after  the  onset  of  intravenous  procaine  suggested 
a successful  response  to  the  drug.  After  half  the 
solution  entered  the  blood  stream,  symptoms  of 
nervous  system  irritability  appeared  requiring  the 
use  of  sodium  amytal  by  vein.  The  barbiturates 
of  either  moderate  or  short  duration  action  are  the 
accepted  antidote  for  the  toxic  nervous  system  re- 
action to  intravenous  procaine.  Occasionally,  ac- 
cidental poisoning  may  follow  the  use  of  intravenous 
amytal,  and  death  results  from  paralysis  of  the 
respiratory  center. 

The  terminal  episode  in  this  patient  was  one  of 
marked  cerebral  anoxia.  It  is  difficult  to  identify 
the  exact  cause  of  this  mechanism  for  there  are 
three  factors  to  be  considered.  First  is  the  bron- 
chial asthma  per  se,  which  can  produce  an  anoxic 
type  of  anoxia.  Second  is  the  intravenous  procaine, 
which  may  have  increased  the  bronchoconstriction 
already  present  and  also  acted  on  the  higher  centers, 
creating  anoxia.  Third  is  the  sodium  amytal  with  its 
potential  hazard  of  depression  of  the  respiratory 
center  resulting  in  anoxia.  Death  may  have  been 
the  result  of  any  of  the  above  components  or  the 
cumulative  effect  of  all  three. 

Summary 

1.  A case  of  bronchial  asthma  that  did  not 
respond  to  epinephrine  and  aminophylline  is  herewith 
presented. 

2.  An  infusion  of  1 Gm.  of  procaine  in  500  cc.  of 
saline  was  given  at  a rate  of  40  to  45  drops  per  minute 
for  the  relief  of  the  asthmatic  state. 

3.  After  half  the  dose  was  administered  a marked 
irritability  and  restlessness  was  noted. 

4.  Sodium  amytal  was  then  given  intravenously 
to  counteract  the  marked  restlessness  and  excit- 
ability, and  shortly  thereafter  death  occurred. 

5.  The  terminal  picture  closely  resembled  cere- 
bral anoxia,  and  the  probable  factors  responsible  for 
such  anoxia  in  this  case  are  mentioned. 
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THE  MASTER  "2-STEP”  EXERCISE  TEST  IN  THE  DIFFERENTIAL  DIAGNOSIS 
OF  CORONARY  ARTERY  DISEASE 

Sidney  Storch,  M.D.,  Leon  Pordy,  M.D.,  and  Joseph  Kolker,  M.D.,  New  York  City 
(From  the  Cardiographic  Department  of  Mt.  Sinai  Hospital) 


''THE  Master  “2-step”  exercise  test  and  the  anox- 
emia  test  have  both  been  employed  with  greater 
frequency  in  recent  years  as  important  aids  in  the 
objective  diagnosis  of  coronary  artery  disease  when 
the  resting  electrocardiogram  is  normal.1-3  The 
case  of  a man  sixty  years  of  age  with  gastrointes- 
tinal bleeding  and  coronary  disease  is  described 
because  of  the  diagnostic  problem  he  presented. 
The  differential  diagnosis  rested  between  duodenal 
ulcer,  cerebral  lesion,  and  coronary  disease,  with 
the  ultimate  solution  arrived  at  by  use  of  the 
Master  “2-step”  test.  The  results  of  the  latter 
were  confirmed  nine  months  later  by  an  attack  of 
spontaneous  angina  followed  by  myocardial  infarc- 
tion due  to  coronary  occlusion. 

Case  Report 

The  patient,  B.  N.,  was  a sixty-year-old  white 
man  whose  relevant  past  history  was  as  follows: 


He  was  first  admitted  to  the  Mount  Sinai  Hospital, 
New  York  City,  on  March  1,  1946,  with  the  chief 
complaint  of  gnawing  epigastric  pain  with  radiation 
to  the  mid  back  region.  This  had  persisted  for 
three  weeks  prior  to  his  admission  to  the  hospital. 
He  gave  a history  of  epigastric  pain  and  gastro- 
intestinal bleeding  for  several  years  for  which  he 
was  hospitalized  twice  in  the  city  hospitals  of  New 
York.  A diagnosis  of  bleeding  duodenal  ulcer  was 
made.  Three  weeks  prior  to  this  Mount  Sinai  Hos- 
pital admission  he  experienced  severe  gnawing 
epigastric  pains,  not  relieved  by  food  or  alkali.  He 
entered  the  hospital  with  extreme  epigastric  pain 
with  mid  back  radiation.  The  laboratory  studies 
at  this  time  showed:  blood  urea,  blood  sugar,  total 
proteins,  and  urine  analysis  all  normal;  blood 
Wassermann  and  Kahn  negative;  hemoglobin  103 
per  cent;  white  blood  cells  3,800  with  normal  dif- 
ferential count,  sedimentation  rate  20  mm.  per  hour 
(Westergren);  stool  guaiac  negative;  blood  hema- 
tocrit 48  per  cent;  Rehfuss  test  showed  free  hydro- 
chloric acid.  The  patient  was  discharged  as  a case 
of  simple  duodenal  ulcer  on  March  22,  1946. 


Fig.  1.  B.  N.,  a patient  with  acute  coronary  insufficiency  and  pressure  heaviness  over  the  chest  radia- 
ting to  back,  not  related  to  effort,  often  accompanied  by  syncope.  Physical  examination,  including  neu- 
rologic, negative. 

(A)  Normal  electrocardiogram  at  rest.  The  “2-step”  exercise  test  taken  on  February  7,  1947,  posi- 
tive for  acute  coronary  insufficiency,  showed  definite  RS-T  depressions  and  T-wave  inversions. 

(B)  Ten  per  cent  anoxemia  test,  taken  on  February  20,  1947,  was  also  positive  for  acute  coronary 
insufficiency. 

(C)  Electrocardiogram  taken  on  January  5,  1948,  showed  large  Q2  and  Q3  indicative  of  previous  cor- 
onary occlusion  with  posterior  wall  infarction;  the  RS-T  segment  depression  in  lead  IV  accompanied  the 
clinical  episode  of  acute  coronary  insufficiency. 
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The  patient  was  seen  frequently  in  the  outpatient 
department  and  had  no  unusual  complaints  until 
January  24,  1947,  five  days  prior  to  his  second 
Mount  Sinai  Hospital  admission  on  January  29, 
1947,  when  he  began  to  experience  sudden  attacks  of 
syncope  associated  with  pressure  over  the  lower  por- 
tion of  the  chest  or  upper  abdomen  which  radiated 
to  the  mid  back.  The  pressure  was  not  related  to 
effort.  There  was  also  shortness  of  breath  on  exer- 
tion. Physical  examination  was  normal.  The 
diagnosis  was  considered  to  lie  between  a cerebral 
lesion  (because  of  the  syncope)  and  a bleeding 
duodenal  ulcer.  Coronary  disease  was  not  sus- 
pected since  the  resting  electrocardiogram  was  nor- 
mal. No  evidence  of  bleeding  could  be  discovered, 
and  the  stool  examination  was  negative.  The 
neurologic  examination  was  normal.  The  patient 
was  referred  to  the  cardiographic  department  for 
consultation.  Here  coronary  artery  disease  was 
suspected,  and  the  Master  “2-step”  test  was  per- 
formed. Figure  1A  shows  the  results  of  this  test: 
Distinct  RS-T  depressions  and  T wave  inversions 
appeared  in  leads  I,  II,  and  IV,  and  a diagnosis  of 
coronary  artery  sclerosis  was  made.  This  was  con- 
firmed by  the  10  per  cent  oxygen  test  which  dis- 
closed conspicuous  depressions  of  the  RS-T  seg- 
ment in  leads  I,  II,  and  IV  (Fig.  IB).  Subsequent 
events  further  established  the  specificity  of  the  “2- 
step”  test. 

Nine  months  later,  the  patient  developed  a classic 
anginal  syndrome,  i.e.,  substernal  pressure  on  effort 


or  excitement,  and  he  suffered  an  acute  coronary 
occlusion  with  infarction  involving  the  posterior 
wall  of  the  left  ventricle.  The  electrocardiogram 
showed  a deep  Q2Q3  pattern. 

On  January  5,  1948,  while  attending  the  cardiac 
outpatient  department,  the  patient  had  a sudden 
attack  of  substernal  oppression  and  drop  in  blood 
pressure  from  140/92  to  112/90,  accompanied  by 
tachycardia,  weak  pulse,  cold  sweat,  and  pallor,  and 
the  patient  was  admitted  to  the  ward  in  partial 
shock.  A diagnosis  of  coronary  artery  sclerosis 
with  insufficiency  was  made  (Fig.  1C).  Here  again 
the  laboratory  showed  normal  hemoglobin  with 
stools  negative  for  blood. 

Summary 

1 . This  case  demonstrates  the  value  of  the  Master 
“2-step”  test  in  substantiating  the  diagnosis  of 
coronary  artery  disease  in  a patient  whose  previous 
history  was  quite  misleading. 

2.  The  “2-step”  test  was  the  only  positive  find- 
ing and  was  positive  nine  months  before  the  patient 
suffered  an  attack  of  acute  coronary  insufficiency. 
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“DOCTOR  JONES  SAYS”— 

In  Arkansas,  one  time,  we  visited  a cotton  planta- 
tion. One  of  the  cabins  had  a piano  on  the  porch 
and  we  asked  the  boss,  “How  come?”  They’d 
bought  it  on  the  installment  plan,  he  said,  and  when 
it  came  there  wasn’t  room  for  it  inside.  It  wouldn’t 
go  through  the  door,  anyway,  so  it  was  the  best 
they  could  do.  It’s  something  like  that,  I guess, 
undertaking  to  tell  the  psychoanalysis  story  in  three 
small  installments. 

The  analyst — we  haven’t  said  much  about  him. 
He’s  the  mainspring  that  makes  the  analysis  “tick.” 
The  success  of  the  operation  depends  largely  on  his 
personality,  experience,  and  skill — and  ability  to 
pick  promising  cases.  Oh,  sure,  there’s  women  an- 
alysts. Why  not? 

What  folks  are  likely  to  be  benefited  by  analysis: 
it’d  make  a long  list.  People  with  troublesome 
neuroses — they’re  the  ones  that  need  it  most,  so 
they  usually  give  ’em  priority.  Many  people  in 
mental  institutions  might  be  helped  by  it,  but  it 
takes  too  much  time  and  individual  attention  to  be 


practicable,  as  a general  proposition.  But  lots  of 
intelligent,  serious-minded  people,  not  too  old, 
that  aren’t  satisfied  with  their  personalities  and  re- 
actions would  be  better  for  it.  The  late  Rabbi 
Liebman,  that  wrote  Peace  of  Mind,  had  been  an- 
alyzed, so  I’m  told.  More  and  more  doctors  are 
going  into  it.  When  they  understand  ’emselves 
they’re  better  able  to  understand  their  patients  and 
their  reactions. 

The  results — well,  they  vary,  naturally.  The 
analysts  try  to  weed  out  the  poor  prospects;  even  so, 
some  can’t  make  the  grade.  The  ones  that’re  suc- 
cessful (probably  the  majority)  neuroses  are  relieved 
and  “normal”  folks  are  better  able  to  deal  with  the 
realities  of  life.  The  way  it  changes  people — that 
part  of  it  is  a story  by  itself. 

How  do  I know  these  things?  Well,  I’ll  tell  you: 
it’s  like  the  burdocks  my  Sealyham  had  on  him 
when  he’d  been  out  in  the  brush  back  of  the  barn. 
He’d  picked  ’em  up  going  through  it. — Paul  B. 
Brooks,  M.D.,  October  24,  1949 


ACUTE  MYOCARDIAL  INFARCTION  IN  A SIXTEEN- YEAR-OLD  BOY 

Albert  H.  Douglas,  M.D.,  F.A.C.P.,  and  Leon  Marienberg,  M.D.,  Jamaica,  New  York 
( From  the  Queens  General  Hospital  and  the  Jewish  Hospital  of  Brooklyn) 


A CUTE  myocardial  infarction  in  childhood  is  an 
uncommon  event.  However,  as  our  case  illus- 
j trates,  it  can  occur,  and  it  must  be  considered  in  the 
| differential  diagnosis  of  chest  pain  in  the  young. 


Case  Report 

R.  D.,  a sixteen-year-old  boy,  developed  mild 
| pain  in  the  sternal  region  on  June  24,  1948.  This 
pain  subsided  in  a few  moments  and  was  dis- 
i regarded.  Five  days  later,  the  patient  awoke  with 
j severe  pain  in  the  same  area.  The  pain  was  attrib- 
I uted  to  the  effort  involved  in  jacking  up  a car 


Fig.  1.  Electrocardiogram  taken  on  July  1,  1948. 


the  day  before.  It  was  described  as  sharp  and  bore 
no  relation  to  respiration,  position  change,  or  swallow- 
ing. It  did  not  radiate  and  lasted  all  day.  There 
were  no  associated  symptoms. 

The  past  history  included  mumps  at  five,  measles 
and  whooping  cough  at  six.  At  eleven  the  patient 
had  a high  fever  of  unknown  cause,  not  associated 
with  joint  pains,  that  lasted  two  weeks.  At  the  age 
of  fourteen  he  was  treated  for  obesity  with  one  grain 
Proloid  daily  for  a period  of  five  months.  His 
weight  fell  from  220  to  180  pounds.  The  basal 
metabolic  rate  is  said  to  have  been  normal  at  this 
time.  From  November,  1947,  to  March,  1948,  the 
patient  was  given  25,000  units  of  Vitamin  A twice  a 
day  as  treatment  for  acne  vulgaris. 

The  family  history  was  significant  only  in  the  fact 
that  the  patient’s  father  had  a coronary  artery 
thrombosis  at  the  age  of  forty-eight. 

Physical  examination  done  on  July  1,  1948,  two 
days  after  the  onset  of  the  acute  illness,  revealed  a 
well-developed,  slightly  obese  boy  of  sixteen  in  no 
apparent  distress.  He  was  5 feet  8V2  inches  tall 
and  weighed  180  pounds.  There  were  no  positive 
findings  except  for  acne  vulgaris  of  face  and  chest 
and  a faint  systolic,  blowing  murmur  localized  over 
the  pulmonic  area  and  audible  during  expiration 
only.  The  blood  pressure  was  120/70.  An  elec- 
trocardiogram showed  a Ti  type  of  pattern  sugges- 
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Fig.  2.  Electrocardiogram  taken  on  July  28,  1948. 
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tive  of  acute  myocardial  infarction  with  involve- 
ment of  the  anterolateral  aspect  of  the  ventricles 
by  a lesion  limited  to  the  subendocardial  layer  (Fig. 

The  patient  ran  a low-grade  fever  to  100  F.  orally 
for  three  days.  Thereafter  his  temperature  was 
normal.  The  sedimentation  rate  was  38  mm.  in  an 
hour  on  June  29,  1948.  The  blood  cholesterol  was 
215.  Urinalysis  was  negative.  Re-examination  on 
July  28,  1948,  a month  after  the  onset  of  the  illness, 
revealed  no  change  in  physical  findings.  The  pa- 
tient was  asymptomatic  and  anxious  to  get  out  of  bed. 
His  blood  pressure  was  140/50.  An  electrocardio- 
gram showed  return  of  the  displaced  S-T  segment  in 
leads  1 and  3 and  CF5  to  an  isoelectric  level;  sharp 
inversion  of  the  T wave  in  leads  1,  2,  CF4,  and  CF6 
persisted.  The  electrocardiographic  patterns  are 
typical  of  acute  myocardial  infarction. 

Comment 

Diabetes,  hypertension,  hypothyroidism,'  and 
familial  hypercholesterolemia  are  common  predis- 
posing causes  of  atherosclerosis.  None  were  present 
in  the  case  described.  However,  the  patient  was 
obese,  and  this  may  have  been  significant.  French 
and  Dock  reported  eighty  cases  of  fatal  coronary 
arteriosclerosis  in  young  soldiers  and  found  that  73 


were  overweight.1  Five  of  their  cases  were  in  the 
age  group  twenty  to  twenty-two  years.  Newman 
has  also  noted  the  good  physical  development  and 
nourishment  of  young  adults  with  coronary  occlu- 
sion.2 He  reported  50  cases  in  service  personnel, 
including  22  in  the  age  group  twenty  to  thirty.  The 
literature  includes  a number  of  autopsy  reports 
which  describe  coronary  disease  in  children  without 
mention  of  the  nutritional  state  of  the  subjects.3-6 

Summary 

A case  of  acute  myocardial  infarction  with  re- 
covery in  a sixteen-year-old  boy  is  reported.  The 
possible  relationship  of  obesity  to  coronary  sclerosis 
in  the  young  is  illustrated  by  this  case. 
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DOCTORS  FIND  INHERITED  TENDENCY  TOWARD  DISEASE  OF  CORONARY  ARTERY 


Existence  of  a hereditary  tendency  toward  de- 
velopment of  one  type  of  hardening  of  the  coronary 
artery  is  indicated  by  studies  made  by  three  New 
York  doctors,  David  Adlersberg,  Albert  D.  Parets, 
and  Ernst  P.  Boas  of  Mount  Sinai  Hospital,  report- 
ing their  findings  in  the  September  24  Journal  of  the 
American  Medical  Association. 

The  common  factor  for  most  patients  with  athero- 
sclerosis of  the  coronary  artery,  a form  of  hardening 
characterized  by  fatty  degeneration  of  tissue  of  the 
arterial  walls,  appears  to  be  a hereditary  disturbance 
of  the  body’s  metabolism  of  cholesterol,  a fatlike 
substance  found  in  all  animal  fats  and  oils.  The 
doctors  investigated  201  persons  belonging  to  fami- 
lies with  xanthoma  for  large  amounts  of  cholesterol 
in  the  blood,  coronary  artery  disease,  and  other 
“stigmas”  found  in  xanthoma. 

Serum  cholesterol  was  determined  in  175  of  these 
persons  and  found  elevated  in  122.  Coronary  artery 
disease  was  found  in  80  patients  of  the  entire  group. 
Serum  cholesterol  was  determined  in  66  of  these 
80  patients  and  found  elevated  in  57.  Genetic 
analysis  of  the  families  supports  the  concept  that 
this  disturbance  of  cholesterol  metabolism  is  in- 
herited, the  doctors  point  out. 

These  results  were  compared  with  those  of  a pre- 
vious investigation  in  which  122  patients  with 


disease  of  the  coronary  arteries  were  examined  for 
elevated  serum  cholesterol  and  “stigmas”  associated 
with  it.  Seventy-one  had  an  excess  of  cholesterol  in 
the  blood.  In  addition,  50  families  of  these  122 
patients  were  studied.  In  15  families  all  or  most 
children  exhibited  an  excess  of  cholesterol  in  the 
blood,  as  did  half  of  the  children  in  nine  other 
families. 

“A  hereditary  disturbance  of  lipid  metabolism  is 
only  one  of  the  conditioning  factors  for  the  develop- 
ment of  coronary  artery  disease,”  the  doctors  write. 
“A  disturbance  of  uric  acid  metabolism  may  play 
an  associative  role.  It  may  well  be  that  for  persons 
with  a tendency  toward  hypercholesterolemia  a 
‘normal’  American  diet  contains  sufficient  fat  and 
cholesterol  to  maintain  the  serum  cholesterol  levels 
at  critical  values  which  may  hasten  atheroma  for- 
mation, whereas  a low  fat  diet  may  exert  a retarding 
effect  on  the  pathologic  process. 

“The  serum  cholesterol  of  all  relatively  young 
patients  affected  with  coronary  atherosclerosis 
should  be  determined  as  the  initial  step  in  uncovering 
hypercholesterolemia  in  members  of  their  immediate 
family.  Those  whose  cholesterol  level  is  found  to  be 
elevated  should  be  examined  for  latent  cardiovascu- 
lar disease  and  should  be  kept  under  permanent 
medical  supervision.” 


CATHETER  FOUND  IN  PERITONEAL  CAVITY  FOLLOWING  ABORTION 
Bernard  J.  Ficarra,  M.D.,  Brooklyn,  New  York 
( From  the  Department  of  Surgery,  Holy  Family  Hospital) 


'"pHE  evil  effects  of  criminal  abortion,  on  both  the 
moral  and  physical  levels,  are  universally  recog- 
nized. Attention  is  focused  on  this  topic  when 
unwanted  publicity  is  given  to  it  in  the  daily  press 
or  when  an  unusual  condition  associated  with  an 
abortion  demands  special  consideration.  This 
latter  situation  has  been  a recent  experience  which 
is  believed  worthy  of  recording. 

Case  Report 

The  patient,  Mrs.  A.  I.,  a twenty-five-year-old 
housewife,  was  seen  for  the  first  time  on  October  9, 
1948.  At  8:30  p.m.  of  that  day,  she  was  admitted 
to  the  hospital  as  an  emergency  patient.  On  ad- 
mission she  presented  the  following  history:  Two 
weeks  prior  to  admission  she  was  treated  at  home  by 
her  family  physician  for  “colic.”  Twenty  hours 
before  her  hospital  admission  she  had  a recurrence 
of  this  “colic”  which  became  quite  severe.  Her 
family  physician  was  again  consulted.  At  this  time 
he  stated  that  she  might  be  developing  acute 
appendicitis.  Later  that  evening,  October  9,  1948, 
the  same  physician  stated  that  she  had  appendicitis 
and  should  be  hospitalized. 

On  examination  at  the  time  of  admission,  the 
patient  complained  of  moderate  abdominal  pain. 
She  was  not  dehydrated  and  had  not  vomited.  The 
significant  findings  were  demonstrated  on  ab- 
dominal examination.  There  was  marked  bilateral 
lower  abdominal  tenderness  with  rebound.  Vaginal 
examination  revealed  a pelvic  mass  about  4 cm.  in 
diameter  attached  to  the  left  adnexa.  This  mass 
was  tender  to  palpation  and  initiated  much  pain  on 
motion.  The  diagnostic  impression  at  that  time 
was  a tubal  abscess  for  which  conservative  treat- 
ment was  instituted. 

The  laboratory  report  on  the  day  of  admission 
indicated  leukocytosis  (14,500  cells)  and  a very 
rapid  sedimentation  rate.  Conservative  therapy 
was  effective,  and  the  patient  was  discharged  two 
weeks  after  her  admission. 

Several  weeks  later  she  was  readmitted  to  the 
hospital  for  elective  surgery.  On  November  9, 
1948,  an  exploratory  laparotomy  was  performed. 
The  operative  findings  were  not  anticipated. 

A left  tubal  abscess  was  found  attached  to  the 
fimbriated  end  of  the  fallopian  tube.  Adherent  to 
the  abscess  was  a number  12  rubber  catheter  with 
1 inch  missing  from  the  distal  end.  This  end  of 
the  catheter  was  imbedded  in  the  abscess.  The 
proximal  two  thirds  of  the  catheter  was  firmly 
adherent  to  a section  of  ileum.  At  one  point  the 
catheter  completely  encircled  the  ileum,  constricted 
the  intestine,  and  was  so  adherent  to  the  serosa 
that  it  had  to  be  dissected  free  with  a scalpel  (Fig.  1). 

Following  operation  the  patient  was  questioned 
more  thoroughly  and  presented  the  missing  infor- 
mation in  the  true  story  of  her  illness.  In  1944, 
the  patient  was  married.  She  became  pregnant  and 


Fig.  1.  Catheter  and  abscess  removed  at  time  of 
operation.  Arrows  indicate  intestinal  serosa  adher- 
ent to  catheter. 


gave  birth  to  a baby  girl  on  December  25,  1944. 
Two  years  later  she  was  pregnant  again.  Having 
separated  from  her  husband,  she  was  in  Florida 
awaiting  a divorce.  While  there,  she  visited  a 
female  nurse  who  inserted  a rubber  catheter  vagi- 
nally  on  July  30,  1946.  The  nurse  could  not  retrieve 
the  catheter  and  cut  the  distal  end  so  that  it  would 
not  protrude  from  the  vagina.  Three  months  after 
the  nurse  inserted  the  catheter,  the  patient  expelled 
a three-month-old  fetus.  Hemorrhage  occurred  on 
the  next  day.  She  was  hospitalized  in  Florida  on 
the  same  day  and  passed  the  placenta  the  next 
day. 

In  1947  she  was  reconciled  to  her  husband.  She 
became  pregnant  again  and  on  September  1,  1948, 
gave  birth  to  a normal  baby  boy. 


Comment 

The  presentation  of  this  case  is  unusual  from 
several  points  of  view.  First,  a catheter  inserted 
vaginally  entered  the  uterus  and  finally  came  to 
rest  in  the  peritoneal  cavity  where  it  became 
adherent  to  small  intestine  and  formed  a tubal 
abscess.  Second,  the  catheter  became  densely 
adherent  to  the  ileum,  was  covered  with  serosa,  and 
in  one  area  completely  encircled  the  intestine  with- 
out causing  an  intestinal  obstruction.  Third,  a 
normal  pregnancy  and  delivery  occurred  with  this 
catheter  still  attached  to  the  left  tube  and  present 
in  the  peritoneal  cavity. 

Up  to  the  present  time,  the  patient  is  well  and  has 
a normal  menstrual  cycle. 
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Joseph  Henry  Acton,  M.D.,  of  Endicott,  died 
suddenly  on  October  24  at  his  home  from  a heart 
attack  at  the  age  of  fifty-one.  Dr.  Acton  received 
his  medical  degree  from  McGill  University  College 
of  Medicine  in  1925.  Before  beginning  his  medical 
studies,  Dr.  Acton  had  served  with  the  British 
Royal  Air  Force  in  France  during  World  War  I.  He 
became  one  of  the  Allies’  top  war  aces  and  was  a 
member  of  the  “Quiet  Birdmen,”  an  organization  of 
the  first  fifty  war  aces. 

Dr.  Acton  had  been  a member  of  the  surgical  staff 
of  the  Ideal  Hospital  of  Endicott  and  belonged  to  the 
Broome  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 

L.  Franklin  Anderson,  M.D.,  of  Buffalo,  died  on 
October  24  after  a long  illness  at  the  age  of  sixty- 
seven.  Dr.  Anderson  was  graduated  in  1907  from 
the  University  of  Buffalo  School  of  Medicine.  Be- 
fore his  retirement  because  of  illness,  Dr.  Anderson 
had  been  consulting  anesthetist  at  Gowanda  State 
Hospital  in  Helmuth  and  attending  anesthetist  at 
Lafayette  General,  Millard  Fillmore,  and  Emer- 
gency Hospitals  in  Buffalo.  He  was  a member  of  the 
American  Society  of  Anesthetists,  the  Erie  County 
and  New  York  State  Medical  Societies,  and  the 
American  Medical  Association. 

Frank  Edwin  Brundage,  M.D.,  of  Buffalo,  died  on 
October  25  at  the  age  of  sixty-eight.  Dr.  Brundage 
was  graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1909  and  had  retired  recently  as  chief 
medical  officer  of  the  Veterans  Administration  for 
western  New  York.  During  World  War  II  Dr. 
Brundage  served  as  a colonel  in  the  Army  Medical 
Corps  for  five  years,  including  one  year  of  foreign 
service  in  Algiers.  He  was  associate  consulting 
pediatrician  at  Meyer  Memorial  Hospital  in  Buf- 
falo. Dr.  Brundage  was  a member  of  the  Erie 
County  and  New  York  State  Medical  Societies  and 
the  American  Medical  Association. 

William  John  Cavanaugh,  M.D.,  of  Poughkeepsie, 
died  on  October  23  at  his  home  after  a long  illness,  at 
the  age  of  seventy-five.  Dr.  Cavanaugh  was 
graduated  from  the  Albany  Medical  College  in  1899 
and  had  retired  in  1943  because  of  ill  health.  He  had 
opened  a practice  in  Oneonta  and  then  served  at  the 
Willard  State  Hospital,  Willard,  before  joining  the 
staff  of  the  Hudson  River  State  Hospital,  Pough- 
keepsie, in  1901.  Dr.  Cavanaugh  was  supervising 
psychiatrist  when  he  retired  in  1943. 

In  May,  Dr.  Cavanaugh  was  honored  at  the  1949 
meeting  of  the  Medical  Society  of  the  State  of 
New  York,  in  Buffalo,  for  his  completion  of  fifty 
years  in  the  practice  of  medicine.  He  also  received 
an  award  from  the  Alumni  Association  of  Albany 
Medical  College  in  recognition  of  fifty  years  of 
meritorious  service  to  humanity.  Dr.  Cavanaugh 
was  a member  of  the  American  Psychiatric  Associa- 
tion, the  National  Committee  on  Mental  Hygiene, 
the  Dutchess  County  and  New  York  State  Medical 
Societies,  and  the  American  Medical  Association. 

Joseph  Angelo  Devlin,  M.D.,  of  New  York  City, 
died  suddenly  on  November  4 of  a heart  attack  at  the 
age  of  sixty-five.  Dr.  Devlin  received  his  medical 


degree  from  the  University  of  Maryland  in  1906  and 
interned  at  St.  Francis  Hospital  in  New  York  City. 
He  began  his  practice  in  1910.  Dr.  Devlin  served  as 
consulting  obstetrician  and  gynecologist  at  Miseri- 
cordia  Hospital  and  as  attending  obstetrician  and 
gynecologist  at  St.  Clare’s  Hospital,  both  in  New 
York  City.  He  was  also  consulting  surgeon  to  the 
New  York  City  Police  Department,  executive 
medical  officer  of  the  Third  Naval  District,  and 
medical  officer  of  the  69th  Regiment  of  the  New 
York  National  Guard. 

Dr.  Devlin  was  a Fellow  of  the  American  College 
of  Surgeons  and  of  the  New  York  Academy  of  Medi- 
cine. He  was  a member  of  the  New  York  Surgical 
and  Medical  Society,  the  Celtic  Medical  Society,  the 
New  York  County  and  State  Medical  Societies,  and 
the  American  Medical  Association. 


Charles  Joseph  Dillon,  M.D.,  New  York  City,  died 
on  November  4 at  St.  Elizabeth’s  Hospital  after  a 
month’s  illness,  at  the  age  of  sixty-nine.  Dr.  Dillon 
was  graduated  in  1902  from  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  interned  at 
City  Hospital,  Welfare  Island,  where  he  was  on  the 
staff  as  visiting  physician  until  1947,  when  he  be- 
came consulting  physician.  In  1911  Dr.  Dillon  was 
appointed  a surgeon  in  the  New  York  City  Police 
Department,  was  promoted  to  chief  surgeon  in  1938, 
and  retired  in  1946.  He  was  the  author  of  “The 
Police  Officers  and  Obstetric  Emergencies,”  an 
obstetric  guide  for  patrolmen. 

During  World  War  I,  Dr.  Dillon  served  as  a cap- 
tain in  the  Army  Medical  Corps.  He  had  been  head 
of  the  allergy  clinic  at  New  York  Post-Graduate 
Hospital,  a resident  physician  at  New  York  Found- 
ling Hospital,  and  on  the  staffs  of  Misericordia, 
Roosevelt,  Polyclinic,  and  New  Rochelle  Hospitals. 
Dr.  Dillon  was  a member  of  the  New  York  County 
and  State  Medical  Societies  and  the  American 
Medical  Association. 


Andrew  Jackson  Fox,  M.D.,  of  New  York  City, 
died  at  his  home  in  Camden,  Maine,  on  November  3 
at  the  age  of  ninety-two.  Dr.  Jackson  was  graduated 
from  the  Bellevue  Hospital  Medical  College  in  1884 
and  interned  at  Bellevue  Hospital.  Later  he  was  on 
the  staffs  of  New  York,  Roosevelt,  and  Presbyterian 
Hospitals  in  New  York  City.  For  forty-six  years, 
until  his  retirement  twelve  years  ago,  Dr.  Fox  was 
chief  medical  examiner  for  the  Equitable  Life  As- 
surance Society  of  the  United  States.  He  was  a 
member  of  the  New  York  County  and  State  Medical 
Societies  and  the  American  Medical  Association. 


George  Jesse  Ganow,  M.D.,  of  Port  Dickinson, 
died  on  October  24  at  his  home  after  a short  illness,  at 
the  age  of  eighty.  Dr.  Ganow,  one  of  Broome 
County’s  oldest  practitioners,  received  his  medical 
degree  from  Hahnemann  Medical  College  in  Phila- 
delphia, Pennsylvania,  in  1894.  Before  starting  his 
practice  in  Port  Dickinson,  where  he  had  been  for 
thirty-four  years,  Dr.  Ganow  practiced  in  Smithville 
Flats,  Sidney,  and  Oxford,  in  New  York  State,  and 
in  Oklahoma.  During  World  War  I he  was  a captain 
in  the  Army  Medical  Corps. 

[Continued  on  page  2850] 
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[Continued  from  page  2848] 

Dr.  Ganow  was  health  officer  for  the  towns  of 
Binghamton  and  Dickinson  and  the  village  of  Port 
Dickinson.  Several  years  ago  he  was  honored  by  the 
Medical  Society  of  the  State  of  New  York  in 
recognition  of  his  completion  of  fifty  years  in  the 
practice  of  medicine.  Dr.  Ganow  was  a member  of 
the  American  Institute  of  Homeopathy. 

William  McDowell  Halsey,  M.D.,  of  Oswego,  died 
suddenly  on  October  28  at  the  age  of  seventy.  Dr. 
Halsey  was  graduated  from  the  Syracuse  University 
College  of  Medicine  in  1902  and  had  practiced  in 
Norfolk,  Virginia,  and  Ellisburg,  New  York,  before 
opening  his  practice  in  Oswego  in  1911.  He  was 
assistant  surgeon  on  the  staff  of  the  Oswego  Hospital 
and  was  a member  of  the  Oswego  Academy  of 
Medicine,  the  Oswego  County  and  New  York  State 
Medical  Societies,  and  the  American  Medical  Asso- 
ciation. 

Rosslyn  Philip  Harris,  M.D.,  of  Hudson,  died  on 
October  27  at  the  Columbia  Memorial  Hospital  in 
Hudson  at  the  age  of  sixty-five.  Dr.  Harris  was 
graduated  from  the  Albany  Medical  College  in  1908 
and  had  practiced  in  Hudson  since  1913.  He  was 
chief  of  the  surgical  staff  at  Hudson  City  Hospital 
and  consultant  radiologist  at  the  Columbia  County 
Tuberculosis  Sanatorium.  Dr.  Harris  had  served  as 
president  of  the  Columbia  County  Board  of  Health, 
of  the  Columbia  County  Medical  Society,  and  of  the 
Tuberculosis  Eradication  Association  of  Columbia 
County.  During  World  War  II  he  was  chairman  of 
the  county’s  selective  service  committee  supplying 
doctors  to  the  armed  services.  Dr.  Harris  was  a 
member  of  the  Columbia  County  and  New  York 
State  Medical  Societies  and  the  American  Medical 
Association. 

George  J.  Lawrence,  M.D.,  of  Flushing,  died 
November  9 at  his  home  at  the  age  of  sixty-eight. 
Dr.  Lawrence,  a major  general  of  the  New  York 
National  Guard,  was  graduated  from  the  University 
of  Pennsylvania  College  of  Medicine  in  1907  and 
opened  his  practice  in  Flushing.  In  1916  General 
Lawrence  enlisted  as  an  Army  surgeon,  serving  on 
the  Mexican  border,  and  the  next  year  went  to 
France  with  the  69th  Regiment  as  a major.  He  was 
in  charge  of  a front-line  field  hospital. 

At  the  end  of  World  War  I,  General  Lawrence  was 
with  the  Army  of  Occupation  in  Germany  until  1920. 
Wounded  twice  during  the  war,  he  was  decorated 
with  the  Silver  Star  for  gallantry  in  action.  General 
Lawrence,  who  had  been  a member  of  the  Officers 
Reserve  Corps  since  1909  and  a member  of  the  New 
York  National  Guard  since  1908,  was  promoted  to 
the  rank  of  colonel  in  1940  and  placed  in  charge  of 
the  organization  and  command  of  the  69th  New 
York  Guard  Regiment.  In  1932  he  was  elected 
commander  of  the  New  York  State  Department  of 
the  American  Legion. 

Dr.  Lawrence  was  consulting  gynecologist  and 
obstetrician  at  the  Flushing  Hospital  and  a member 
of  the  Queens  County  and  New  York  State  Medical 
Societies  and  the  American  Medical  Association. 


Franklin  Dana  Lawson,  M.D.,  New  York  City, 
died  on  October  26  after  a long  illness,  at  the  age  of 
eighty-three.  Dr.  Lawson  was  graduated  from  the 
College  of  Physicians  and  Surgeons,  Columbia  Uni- 
versity, in  1890  and  practiced  in  New  York  City  for 
several  years.  He  served  on  the  staffs  of  New  York 
and  Polyclinic  Hospitals.  Dr.  Lawson,  who  was  also 
a voice  teacher  and  former  soloist  at  St.  Bartholo- 
mew’s and  St.  John’s  Protestant  Episcopal  Churches 
in  New  York  City,  studied  singing  in  Paris.  He  was 
the  author  of  a manual  of  voice  training,  “The 
Human  Voice,”  published  in  1944.  Dr.  Lawson 
founded  the  Society  for  the  Prevention  of  Accidents 
in  1922  and  was  a member  of  the  Singing  Teachers 
Association  of  New  York  City. 

Arthur  Clark  Loper,  M.D.,  of  Greenport,  died 
October  22  at  his  home  at  the  age  of  eighty-one.  Dr. 
Loper  received  his  medical  degree  from  the  College 
of  Physicians  and  Surgeons,  Baltimore,  in  1896,  and 
had  practiced  medicine  in  Greenport  for  fifty-two 
years.  He  was  attending  physician  at  the  Eastern 
Long  Island  Hospital  in  Greenport  and  a former 
member  of  the  Greenport  Board  of  Education.  Dr. 
Loper  was  a member  of  the  Suffolk  County  and  New 
York  State  Medical  Societies  and  the  American 
Medical  Association. 

Clarence  Edmond  Mullens,  M.D.,  of  Albany,  died 
on  November  9 at  the  Albany  Memorial  Hospital 
after  a long  illness,  at  the  age  of  sixty.  Dr.  Mullens 
was  graduated  from  the  Albany  Medical  College  in 
1912,  and  served  during  World  War  I as  a captain 
in  the  Army  Medical  Corps,  later  being  with  the 
Army  of  Occupation.  Dr.  Mullens  was  attending 
surgeon  at  Memorial  Hospital  and  a member  of  the 
Albany  County  and  New  York  State  Medical  So- 
cieties and  the  American  Medical  Association. 

Nishan  Alexander  Pashayan,  M.D.,  of  Schenec- 
tady, died  suddenly  on  October  28  in  his  office  while 
examining  a patient,  at  the  age  of  seventy-four. 
Born  in  Armenia,  Dr.  Pashayan  fled  his  native 
country  in  1890  to  escape  rule  by  the  Turks  and  came 
to  America.  In  1901  he  was  graduated  from  the  Al- 
bany Medical  College  and  was  associated  with  New 
York  State  hospitals  before  opening  his  practice  in 
Schenectady.  A diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology,  Dr.  Pashayan  was  con- 
sultant in  neuropsychiatry  at  Ellis  Hospital  in 
Schenectady.  He  was  past  president  of  the  Schenec- 
tady County  Medical  Society  and  a member  of  the 
New  York  State  Medical  Society  and  the  American 
Medical  Association. 

Norton  Isaac  Pennock,  M.D.,  of  Poughkeepsie, 
died  on  November  3 at  his  home  at  the  age  of  sixty- 
seven.  Dr.  Pennock  received  his  medical  degree  from 
Queens  University  in  Toronto,  Canada,  in  1904.  He 
joined  the  New  York  State  Department  of  Mental 
Hygiene  in  Ogdensburg  and  in  1905  transferred  to 
the  staff  of  the  Hudson  River  State  Hospital  at 
Poughkeepsie,  where  he  was  supervising  psychiatrist 
at  the  time  of  his  death.  Dr.  Pennock  was  a member 
of  the  Dutchess  County  and  New  York  State  Medi- 
cal Societies  and  the  American  Medical  Association. 
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"A  safe  and  effective  drug  to  use  in 
controlling  weight  gain 


pregnancy. 


Coopersmith,  B.I.:  Dexedrine  and  Weight  Control  in  Pregnancy,  Am.  J.  Ohst.  & Gynec.  (Oct.)  1949 


Coopersmith  reports  the  successful  use  of  'Dexedrine’  Sulfate  Tablets  for 
weight  control  in  a series  of  100  obstetric  patients.  Because  'Dexedrine’ 
curbed  appetite  and  thus  enabled  these  patients  to  follow  their  prescribed  diets, 
control  or  reduction  of  weight  was  achieved  in  virtually  all  cases. 


It  is  noteworthy  that  other  methods,  including  the  use  of  thyroid,  had  pre- 
viously failed  to  prevent  excessive  weight  gain  in  these  same  individuals. 
"Thyroid”,  Coopersmith  states,  "increases  the  appetite  . . . and  is  toxic  in 


many  cases. 


'Dexedrine  Sulfate”,  the  report  concludes,  "is  a safe 


and  effective  drug  to  use  in  controlling  weight  gain  during  pregnancy.’ 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Dexedrine*  Sulfate  tablets  • elixir 


for  control  of  appetite 


in  weight  reduction 


*T.M.  Reg.  U.S.  Pat.  Off.  for  dextroamphetamine  sulfate,  S.K.F. 
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You  and  Your  Fears.  By  Peter  J.  Steincrohn, 

M. D.  Duodecimo  of  224  pages.  Garden  City, 

N.  Y.,  Doubleday  & Co.,  1948/1949.  Cloth,  $2.50. 
Limbo  Tower.  By  William  Lindsay  Gresham. 

Octavo  of  275  pages.  New  York,  Rinehart  & Co., 
1949.  Cloth,  $3.00. 

New  and  Nonofficial  Remedies,  1949.  Contain- 
ing Descriptions  of  the  Articles  Which  Stand  Ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association  on  January  1, 
1949.  Issued  Under  the  Direction  and  Supervision 
of  the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  Duodecimo  of  805 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Co.,  1949.  Cloth,  $3.00. 

Emotional  Security  of  the  Child.  A Guide  for 
Religious  Leaders.  By  Othilda  Krug-Brady,  M.D. 
Duodecimo  of  15  pages.  Cincinnati,  Hebrew  Union 
College,  Jewish  Institute  of  Religion,  1948.  Paper, 
50  i. 

The  Compleat  Pediatrician.  Practical,  Diagnos- 
tic, Therapeutic  and  Preventive  Pediatrics.  For  the 
Use  of  Medical  Students,  Internes,  General  Prac- 
titioners, and  Pediatricians.  By  Wilburt  C.  Davi- 
son, M.D.  Sixth  edition.  Octavo  of  250  pages. 
Durham,  N.C.,  Duke  University  Pr.,  1949.  Cloth, 
$4.75. 

Bensley’s  Practical  Anatomy  of  the  Rabbit.  An 
Elementary  Laboratory  Text-Book  in  Mammalian 
Anatomy.  Revised  and  edited  by  E.  Horne  Craigie, 
Ph.D.  Eighth  edition.  Octavo  of  391  pages,  illus- 
trated. Philadelphia,  Blakiston  Co.,  1948.  Cloth, 
$4.25. 

Medicine.  By  A.  E.  Clark-Kennedy,  M.D. 
Volume  2 — Diagnosis,  Prevention,  and  Treatment. 
Octavo  of  894  pages.  Baltimore,  Williams  & Wil- 
kins Co.,  1949.  Cloth,  $7.00. 

Change  of  Life.  A Modem  Woman’s  Guide. 
By  F.  S.  Edsall.  Duodecimo  of  127  pages,  illus- 
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Now  that  several  investigators' 3 have  reported 
remarkable  results  with  antihistaminic  therapy 
for  the  common  cold. 

Coughing,  sneezing  and  nasal  discharge  — 
from  colds  — are  becoming  outmoded. 


CAUBREN  COMPOUND  CURBS  COLDS  BY 

reducing  contagion  relieving  symptoms  shortening  duration 


Caubren  Compound 
contains: 

Chlorothen  Citrate  25  mg. 
long-acting  antihistaminic 
of  low  toxicity 

Acetophenetidin  320  mg. 

Caffeine 32  mg. 

analgetic  and 
antipyretic  synergists 


V LABORATORIES 


administration: 

one  to  two  tablets  every  3-4  hours  for  at  least  48 
hours  beginning  as  soon  as  possible  after  ap- 
pearance of  initial  symptoms.  Children:  accord- 
ing to  weight. 

available:  Bottles  of  20  tablets  and  100  tablets. 

bibliography:  (1)  Brewster,  J.  M.:  U.  S.  Nav.  M. 
Bull.  49:1,  1949.  (2)  Gordon,  John  S.:  The  laryn- 
goscope 58:1265-73,  1948.  (3)  Murray,  H.  G.: 
Indust.  Med.  18:215,  1949. 
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trated.  New  York,  Woman’s  Press,  1949.  Cloth, 

§2.00. 

Explorer  of  the  Human  Brain.  The  Life  of  San- 
tiago Ramon  Cajal  (1852-1934).  By  Dorothy  F. 
Cannon.  With  a Memoir  of  Dr.  Cajal  by  Sir 
Charles  Sherrington.  Octavo  of  303  pages,  illus- 
trated. New  York,  Henry  Schuman,  1949.  Cloth, 
§4.00. 

Rehabilitation  of  the  Handicapped.  A Survey  of 
Means  and  Methods.  Edited  by  William  H.  Soden. 
Octavo  of  399  pages.  New  York,  Ronald  Press, 
1949.  Cloth,  $5.00. 

Autobiography  of  Dr.  Robert  Meyer.  (1864-1947). 
A Short  Abstract  of  a Long  Life.  With  a Memoir  of 
Dr.  Meyer  by  Emil  Novak,  M.D.  Quarto  of  126 
pages,  illustrated.  New  York,  Henry  Schuman, 
1949.  Cloth,  $2.50. 

Text-Book  of  Ophthalmology.  By  Sir  W.  Stew- 
art Duke-Elder,  M.D.  Volume  4 — The  Neurology 
of  Vision.  Motor  and  Optical  Anomalies.  Octavo, 
pages  3473-4627,  illustrated.  St.  Louis,  C.  V. 
Mosby  Co.,  1949.  Cloth,  $20. 

A Descriptive  Atlas  of  Radiographs.  An  Aid  to 
Modem  Clinical  Methods.  By  A.  P.  Bertwistle, 
M.B.  Seventh  edition.  Large  octavo  of  622  pages, 
illustrated.  St.  Louis,  C.  V.  Mosby  Co.,  1949. 
Cloth,  $16. 

Treatment  in  Proctology.  By  Robert  Turell, 
M.D.  With  a Chapter  on  Psychosomatic  Problems 
by  Louis  Linn,  M.D.  Octavo  of  248  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Co.,  1949. 
Cloth,  §7.00. 

Synopsis  of  Hernia.  By  Alfred  H.  Iason,  M.D. 
Illustrations  by  Alfred  Feinberg.  Octavo  of  500 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1949.  Cloth,  $6.50. 

The  Parathyroid  Glands  and  Metabolic  Bone  Dis- 
ease. Selected  Studies.  By  Fuller  Albright, 
M.D.,  and  Edward  C.  Reifenstein,  Jr.,  M.D.  Oc- 
tavo of  393  pages,  illustrated.  Baltimore,  Williams 
& Wilkins  Co.,  1948.  Cloth,  $8.00. 

Progress  in  Neurology  and  Psychiatry.  An 
Annual  Review.  Volume  4.  Edited  by  E.  A. 
Spiegel,  M.D.  Octavo  of  592  pages.  New  York, 
Grune  & Stratton,  1949.  Cloth,  $10. 

Photoradiography  in  Search  of  Tuberculosis. 
By  David  Zacks,  M.D.  Quarto  of  297  pages,  illus- 


trated. Baltimore,  Williams  & Wilkins  Co.,  1949. 
Cloth,  §5.00. 

An  Account  of  the  Schools  of  Surgery,  Royal  Col- 
lege of  Surgeons,  Dublin,  1789-1948.  (A  Dublin 
School  of  Medicine  and  Surgery.)  By  J.  D.  H. 
Widdess,  M.A.  (Dublin).  Octavo  of  107  pages,  il- 
lustrated. Baltimore,  Williams  & Wilkins  Co.,  1949. 
Cloth  $5.00. 

Early  Carcinoma  of  the  Uterine  Cervix.  Patho- 
genesis and  Detection.  By  Hansjakob  Wespi, 
M.D.  Translated  by  Marie  Schiller,  Ph.D.  Oc- 
tavo of  271  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1949.  Cloth,  $6.50. 

Blakiston’s  New  Gould  Medical  Dictionary  A 
Modem  Comprehensive  Dictionary  of  the  Terms 
Used  in  all  Branches  of  Medicine  and  Allied  Sci- 
ences, Including  Medical  Physics  and  Chemistry, 
Dentistry,  Pharmacy,  Nursing,  Veterinary  Medicine, 
Zoology  and  Botany,  as  Well  as  Medicolegal  Terms; 
with  Illustrations  and  Tables.  Editors,  Harold 
Wellington  Jones,  M.D.,  Normand  L.  Hoerr,  M.D., 
and  Arthur  Osol,  Ph.D.  With  the  cooperation  of  an 
editorial  board  and  80  contributors.  Octavo  of 
1,294  pages.  Philadelphia,  Blakiston  Co.,  1949. 
Cloth,  §8.50. 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1949.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1949.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  §16  net; 
Paper,  $12  net. 

The  Science  and  Art  of  Joint  Manipulation.  By 
James  Mennell,  M.D.  Vol.  1 — The  Extremities. 
Second  edition.  Octavo  of  215  pages,  illustrated. 
Philadelphia,  Blakiston  Co.,  1949.  Cloth,  S7.50. 

Recent  Advances  in  Oto-Laryngology.  By  R. 
Scott  Stevenson.  Second  edition.  Large  duo- 
decimo of  395  pages,  illustrated.  Philadelphia, 
Blakiston  Co.,  1949.  Cloth,  $6.00. 

Textbook  of  Medical  Treatment.  By  Various 
Authors.  Edited  by  D.  M.  Dunlop,  M.D.,  L.  S.  P. 
Davidson,  M.D.,  and  J.  W.  McNee,  M.D.  Fifth 
edition.  Octavo  of  999  pages,  illustrated.  Balti- 
more, Williams  & Wilkins  Co.,  1949.  Cloth,  §8.50. 

Marihuana  in  Latin  America.  The  Threat  It  Con- 
stitutes. By  Pablo  Osvaldo  Wolff,  M.D.  Duo- 
decimo of  56  pages.  Washington,  Linacre  Press, 
1949.  Paper,  §1.50. 


BOOKS  REVIEWED 


Diseases  of  the  Fundus  Oculi.  With  Atlas.  By 

Adalbert  Fuchs,  M.D.  Translated  by  Erich  Press- 
burger,  M.D.  Edited  by  Abraham  Schlossman, 
M.D.  Quarto  of  337  pages  and  44  colored  plates. 
Philadelphia,  Blakiston  Co.,  1949.  Three-quarters 
leather,  $30. 

This  is  a decidedly  valuable  translation  of  a well- 
known  foreign  text.  It  associates  the  microscopic 
picture  with  the  eyeground  picture  seldom  found 
elsewhere  in  the  literature. 

There  is  little  reference  to  the  contribution  of 
English-speaking  countries.  The  American  reader 
will  find  this  detrimental,  as  much  of  the  recent  prog- 
ress in  medical  aspects  of  eyeground  diseases  has 
been  made  in  the  United  States  and  in  England. 

John  N.  Evans 


Diabetic  Menus,  Meals  and  Recipes.  By  Betty 
M.  West.  Octavo  of  254  pages.  New  York, 
Doubleday  & Co.,  1949.  Cloth,  $2.95. 

If  every  diabetic  patient  were  on  the  diet;  Ch. 
150,  P.  80,  F.  80,  this  little  volume  by  Betty  M. 
West  would  by  all  odds  be  the  very  best  publication 
of  its  kind  on  the  market.  Unfortunately,  as  all 
physicians  realize,  the  diet  in  every  case  must  be 
fitted  to  the  needs  of  the  individual,  or  tailored  as  it 
were.  Diabetic  diets  vary  widely  from  Ch  150  Gm. 
or  less  to  250  Gm.  or  more,  protein  80  Gm.  or  less  to 
150  Gm.  or  more,  fat  from  45  to  150  Gm.  There  is 
no  such  Utopian  entity  as  a single  diabetic  diet  which 
will  fit  all. 
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HALL-BROOKE 

Greens  Farms,  Conn.  Tel.  Westport  2*5105 

A licensed  private  hospital  tor  the  care  and  treatment  of  MENTAL  and  NERVOUS  DISEASES. 
Psychotherapy  emphasized  as  well  as  electro-shock  and  iull  insulin  coma. 

George  K.  Pratt,  M.D.,  Medical  Director  Heide  F Jones,  Bus.  Mgr. 

New  York  City  office:  133  East  58th  St.,  Suite  709  Plaza  5-2570 


GLADYS  BROWN  DDflU/N’C  MUrray  Hill 

Ouincr- Director  DIlVITn  7 )gl9 

MEDICAL  BUREAU 

7 East  42  Street,  Now  York  17,  N.  Y. 

An  employment  ar  »ncy  specializing  in  qualified  personnel 
for  Hospitals,  Chemical,  Pharmaceutical,  Insurance,  Ship- 
ping and  Industrial  organizations,  also  Medical  and  Den- 
tal offices. 


WEST  HIEE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


PINEWOOD 

Westchester  County,  Katonah,  N.  Y.  — Katonah  775 

A psychiatric  hospital  furnishing  advanced  methods  of  therapy 
Licensed  by  the  Department  ofMental  Hygiene 
Approved  for  residency  by  the  American  Medical  Association 

New  York  Offices 

Dr.  Louis  Wender— 59  E.  79  St.— Bu  8-0580— Mon-Wed-Frl 
Dr.  Joseph  Epstein — 975  Perk  Ave.— Rh  4-3700— Tues-Thurs-Sat 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  ISS9 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefullysupervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  buildings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tel.?-l6?i 


HOLBROOK  MANOR  n^smeg 

Five  Acret  of  Rintwooded  Grounds 

SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  patients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  O.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y.,  N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Physician-in-Chary. 


‘INTERPINES’ 

Goshen,  N.  Y. 

Phone  117 


Ethical — Reliable — Scientific 
Disorders  of  the  Nervous  System 
BEAUTIFUL— QUIET— HOMELIKE 

Write  for  Booklet 

FREDERICK  W.  SEWARD,  M.D.,  Director 
FREDERICK  T.  SEWARD,  M.D.,  Resident  Physician 
CLARENCE  A.  POTTER,  M.D.#  Resident  Physician 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYV1LLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEORGE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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It  is  deplorable  that  with  very  little  more  effort 
on  the  part  of  the  author  it  would  have  been  possible 
to  make  the  subject  matter  of  this  book  less  compli- 
cated and  sufficiently  flexible  to  meet  any  and  every 
possible  dietary  prescription  of  the  physician,  at  the 
same  time  retaining  as  a working  foundation  the 
original  figures,  menus,  and  recipes  as  noted. 

It  is  unreasonable  to  expect  even  the  most  con- 
scientious patient  to  struggle  through  elaborate 
arithmetical  gymnastics  in  order  to  arrive  at  his 
dietary  menu  for  the  day  (See  page  19).  The  mod- 
ern physician  seeks  to  bridge  this  gap  rather  than 
foster  in  his  patient  the  bases  for  compulsion  neu- 
roses. 

The  reviewer,  recognizing  the  unusual  array  of 
appetizing  and  attractive  recipes  which  might  well 
transform  the  drab  austere  diet  of  the  diabetic  into 
the  board  of  a gourmet,  will  give  his  patients  the 
advantage  of  this  book  sans  slide-rules  and  the  musty 
calculations  of  a previous  generation.  He  will  sup- 
ply his  patients  with  lists  of  simple  uniform  fixed 
increments  of  carbohydrate  and  fat  with  the  sug- 
gestion, “Add  to  Betty  West’s  diet  so  and  so  many 
units  of  carbohydrate  and  fat.”  (No  mathematics 
involved.)  Without  some  such  simple  adjustment, 
the  unwary  diabetic  using  this  book  (who  will  under 
no  conditions  be  annoyed  by  a multitude  of  arith- 
metical calculations)  might  to  his  own  great  detri- 
ment persuade  himself  that  all  diabetics  should  be 
on  the  same  dietary  figures  as  Betty  West.  It  is  the 
bane  of  the  physician  when,  regardless  of  counsel  and 
actual  needs,  his  diabetic  patient  borrows  the  diet  of 
a neighbor. 

Much  effort  has  been  put  into  this  work  of  Betty 
West.  A broader  viewpoint  on  the  part  of  the  au- 
thor might  well  have  transformed  it  from  its  present 
status  as  a diabetic  hazard  to  possibly  the  most  serv- 
iceable and  practical  dietary  handbook  for  the  pa- 
tient in  the  English  language. 

George  E.  Anderson 

Symptoms  in  Diagnosis.  By  Jonathan  Campbell 
Meakins,  M.D.  Second  edition.  Octavo  of  542 
pages,  illustrated.  Baltimore,  Williams  & Wilkins 
Co.,  1948.  Cloth,  $7.50. 

The  second  edition  of  Meakins’  Symptoms  in 
Diagnosis  continues  the  best  features  of  the  first. 
It  will  be  a useful  introduction  to  differential  diag- 
nosis for  the  student  or  young  practitioner  but  con- 
tains little  which  cannot  be  found  in  standard  text- 
books. If  this  volume  were  half  the  size  and  half 
the  price,  it  would  reach  a wider  audience  with  little 
sacrifice  of  pertinent  material.  Milton  Plotz 

More  Than  Armies.  The  Story  of  Edward  H. 
Carey,  M.D.  By  Booth  Mooney.  Octavo  of  270 
pages,  illustrated.  Dallas,  Mathis,  Van  Nort  & Co., 
1948.  Cloth,  $5.00. 

This  is  a book  about  an  unusually  gifted  man,  a 
former  A.M.A.  president,  whose  inner  drive,  kaleido- 
scopic yet  organized,  fulfilled  itself  in  many  fields  of 
endeavor.  Educator,  scientist,  medical  statesman, 
and  outstanding  citizen  of  Dallas,  Dr.  Carey  early 
espoused  prepaid  health  insurance.  Later,  his  forth- 
right courage  when  testifying  before  a Congressional 
committee  delivered  a telling  blow,  for  the  time  being 
at  least,  against  what  he  considered  an  effort  of  col- 
lectivists to  socialize  medicine  as  the  first  move  in 
the  socialization  of  the  American  way  of  life.  More 
Than  Armies  is  an  inspiring  word  picture  epitomiz- 
ing the  success  possible  in  an  atmosphere  of  enlight- 
ened, democratic  free  enterprise. 

Morris  Weintrob 


Psychodynamics  and  the  Allergic  Patient.  By 
Harold  A.  Abramson,  M.D.  With  Panel  Discus- 
sion. Duodecimo  of  81  pages,  illustrated.  St.  Paul 
& Minneapolis,  Bruce  Publishing  Co.,  1948.  Cloth, 
$2.50.  (An  official  publication  of  the  American 
College  of  Allergists.) 

The  author  traces  the  psychosomatic  aspects  of 
hay  fever  and  asthma  from  Hippocrates  to  the  pres- 
ent time.  He  discusses  thirteen  complete  case  rec- 
ords of  patients  with  allergic  manifestations  and 
points  out  the  importance  of  evaluating  underlying 
psychic  disorders  which  mightcontributetothesymp- 
tomatology. 

The  book  contains  several  references  and  a panel 
discussion  of  this  subject  as  arranged  by  the  Ameri- 
can College  of  Allergists  at  its  third  annual  meeting 
held  in  Atlantic  City  in  1948. 

Matthew  Brunner 

Cornell  Conferences  on  Therapy.  Harry  Gold, 
M.D.,  Managing  Editor.  Vol.  3.  Duodecimo  of 
337  pages,  illustrated.  New  York,  Macmillan  Com- 
pany, 1948.  Cloth,  $3.50. 

The  third  volume  of  the  Cornell  Conferences  on 
Therapy  continues  to  be  informal  and  instructive. 
There  are  fifteen  discussions  of  topics  ranging  from 
the  “Dose  of  a Drug”  to  “Treatment  of  Genito- 
urinary Tract  Infections.”  There  is  much  ma- 
terial unobtainable  elsewhere,  entertainingly  pre- 
sented, with  emphasis  on  practical  clinical  problems. 
The  very  reasonable  price  of  these  volumes  puts  them 
within  everyone's  reach.  Milton  Plotz 

Blood  Transfusion.  By  Elmer  L.  DeGowin, 
M.D.,  Robert  C.  Hartin,  M.D.,  and  John  B.  Alsever, 
M.D.  Octavo  of  587  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Co.,  1949.  Cloth,  $9.00. 

Progress  has  been  so  rapid  in  the  field  of  blood 
transfusion  that  an  up-to-date  book  on  the  subject  is 
welcome  at  any  time.  The  present  volume  will  no 
doubt  be  very  well  received  because  it  is  a practical 
manual  with  emphasis  on  technics  and  represents  the 
conclusions  of  the  authors  based  on  their  own  per- 
sonal experiences.  Each  of  the  authors  is  an  au- 
thority in  one  or  more  branches  of  the  fields  of  blood 
grouping  and  transfusion.  By  adopting  the  plan  of 
dividing  the  subject  matter  into  chapters,  each  chap- 
ter being  written  by  the  author  with  the  most  experi- 
ence in  that  particular  branch,  they  have  succeeded 
in  producing  an  authoritative  work  without  any 
weak  spots. 

The  theoretic  section  of  the  book  is  only  114  pages 
in  length  and  makes  no  attempt  to  review  completely 
the  vast  literature  on  the  subject.  Still,  it  is  com- 
prehensive and  clear  and  deals  not  only  with  the 
A-B  groups  and  M-N  types  but  also  in  considerable 
detail  with  the  Rh-Hr  blood  types.  The  major  sec- 
tion of  the  book  deals  with  technics  of  blood  group- 
ing and  blood  banking  and  incorporates  more  than 
450  pages.  The  technical  section  of  the  book  is  logi- 
cally arranged  and  clearly  presented,  making  the 
book  invaluable  to  all  those  who  work  in  blood  banks. 
The  book  is  also  ideal  for  teaching  purposes. 

A.  S.  Wiener 

Child  Health  Services  and  Pediatric  Education. 

Report  of  the  Committee  for  the  Study  of  Child 
Health  Services,  the  American  Academy  of  Pedi- 
atrics. With  the  cooperation  of  the  United  States 
Public  Health  Service  and  the  United  States  Chil- 
dren’s Bureau.  Octavo  of  269  pages,  illustrated. 

[Continued  on  page  2858] 
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BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  12-monthi  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

MatdM.  School  1834ctT.d7y3734  y c 

______  Licensed  by  the  State  of  New  York  


BUY 

SAVINGS  BONDS 


Original  Contribution 


Vitamin  deficiencies  are  best  treated  by  massive  doses  of  necessary  vitamins. 

EMULSION  MULTIVITAMfflS-MRT  follows  and  even  exceeds  the  therapeutic 
dosage  requirements  recommended  by  many  authorities.  Daily  dosage  of  EMULSION 
MULTIVITAMINS  — MRT  (2  teaspoonfuls-10  cc.)  contains:  Vitamin  A,  50,000  USP 
Units;  Vitamin  D,  4,000  USP  Units;  Vitamin  B,,  10  mg.;  Vitamin  B2,  20  mg.;  Vitamin 
C,  300  mg.;  Niacinamide,  200  mg.  Available  in  4-oz.  bottles  (convenient  (4-teaspoonful 
measure  furnished  with  each  bottle). 

By  MARVIN  R.  THOMPSON,  INC.  Stamford,  Connecticut  • Service  To  Medicine 


Share 

Their 

Care 


Adequate  and  Dependable  aid  is  provided  by  the 
PHYSICIANS’  HOME  to  aged  and  indigent  members 
of  the  Medical  Society  of  the  State  of  New  York. 

Monthly  payments  are  made  through  the  local  county 
medical  society  to  members,  former  members  and 
their  widows. 

The  importance  of  continuing  this  direct  personal 
help  deserves  your  support. 


Make  checks  payable  to 

PHYSICIANS’  HOME 

52  EAST  66  STREET  • • • 


NEW  YORK  21 
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New  York,  Commonwealth  Fund,  1949.  Cloth, 
$3.50. 

This  book  represents  a report  of  a survey  con- 
ducted by  the  American  Academy  of  Pediatrics  of 
the  facilities  available  for  child  care  throughout  the 
country. 

It  was  shown  that  children  nearer  the  large  cities 
receive  much  more  care  than  those  in  the  rural  com- 
munities. The  latter  part  of  the  report  has  to  do 
with  the  pediatric  education  of  the  physician  and 
stresses  the  need  for  more  thorough  undergraduate 
and  postgraduate  education. 

The  survey  merits  close  attention  by  the  pro- 
fession. Stanley  S.  Lamm 

Evaluation  of  Chemotherapeutic  Agents.  Sym- 
posium Held  at  the  New  York  Academy  of  Medicine. 
March  25  and  26,  1948.  Edited  by  Colin  M.  Mac- 
Leod, M.D.  Octavo  of  205  pages,  illustrated.  New 
York,  Columbia  University  Press,  1949.  Cloth, 
$4.00. 

This  symposium  on  the  Section  on  Microbiology  of 
the  New  York  Academy  of  Medicine  is  an  attempt  to 
evaluate  in  a general  way  certain  of  the  many  fac- 
tors involved  in  the  success  or  failure  of  treatment. 

The  individual  contributors  are  leaders  in  their  re- 
spective fields.  For  the  most  part  the  subject  mat- 
ter is  timely.  Rapid  progress  in  antibiotics,  how- 
ever, has  outmoded  some  chapters  such  as  the 
chemotherapy  of  rickettsial  diseases  and  viral  infec- 
tions. 

The  inclusion  of  cancer  chemotherapy  adds  to  the 
value  of  the  volume,  which  should  appeal  alike  to 
clinicians  and  investigators.  jjEO  Loewe 

Transactions  of  the  Third  American  Congress  on 
Obstetrics  and  Gynecology,  Municipal  Auditorium, 
St.  Louis,  Missouri,  September  8 to  12, 1947.  Spon- 
sored by  The  American  Committee  on  Maternal 
Welfare,  Inc.  Edited  by  Geo.  W.  Kosmak,  M.D., 
and  Robert  N.  Rutherford,  M.D.  Quarto  of  412 
pages,  illustrated.  Portland,  Ore.,  The  Western 
Journal  of  Surgery  Publishing  Company,  1948. 
Cloth,  $9.00. 

The  book  includes  the  papers  presented  at  the 
Third  American  Congress  on  Obstetrics  and  Gyne- 
cology in  St.  Louis  during  September,  1947.  The 
congress  was  sponsored  by  the  American  Committee 
on  Maternal  Welfare  and  attracted  many  well- 
known  and  authoritative  contributors. 

The  subjects  covered  in  the  general  and  sectional 
meetings  and  at  the  round  tables  were  varied.  Can- 
cer of  the  cervix,  pregnancy  complications,  and 
cesarean  section  were  covered  in  greater  detail. 

The  volume  presents  many  of  the  newer  contribu- 
tions to  the  literature  and  should  be  of  great  interest 
to  the  specialist.  Alexander  H.  Rosenthal 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1949.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Co.,  1949.  Published  Bi- 
monthly (six  numbers  a year).  Cloth,  $16  net; 
Paper,  $12  net. 

The  current  issue  of  Medical  Clinics  of  North 
America  is  entirely  devoted  to  an  excellent  sympos- 
ium on  long-term  illness  under  the  able  editorship  of 
Eli  Rubin.  Most  of  the  papers  discuss  the  manage- 
ment of  specific  varieties  of  chronic  illness.  All  are 
good,  one  or  two  outstanding.  But  of  greater  im- 


portance are  those  devoted  to  general  discussions  of 
our  changing  attitudes  towards  disease.  Those  by 
Alvarez,  Stieglitz,  and  Ruesch  should  be  read  with 
care,  but  that  by  Bluestone,  who  more  than  anyone 
else  in  this  country  has  been  responsible  for  the  in- 
creasing attention  to  this  problem,  compels  our 
greatest  admiration.  Much  has  been  written,  al- 
most too  much,  regarding  care  of  the  aged,  and  an 
attempt  is  being  made  to  create  a new  specialty, 
geriatrics,  not  a very  realistic  classification.  Blue- 
stone  has  sensibly  pointed  out  that  the  important 
problem  is  in  the  providing  of  care  for  the  chronic  ill 
of  any  age,  and  the  social  implications  are  clearly 
pointed  out.  The  editors  of  Medical  Clinics  are  to 
be  commended  for  their  good  judgment  in  providing 
us  with  this  symposium.  Milton  Plotz 

Hernia.  Anatomy,  Etiology,  Symptoms,  Diag- 
nosis, Differential  Diagnosis,  Prognosis,  and  Treat- 
ment. By  Leigh  F.  Watson,  M.D.  Third  Edition. 
With  illustrations  by  Helen  Lorraine,  Willard  C. 
Shepard,  and  Ralph  Sweet.  Third  edition.  Octavo 
of  732  pages,  illustrated.  St.  Louis,  C.  V.  Mosby 
Co.,  1948.  Cloth,  $13.50. 

This  edition,  as  previous  ones,  contains  a very 
interesting  historical  summary.  The  format  makes 
for  easy  reading  and  rapid  reference  on  all  related 
subjects.  The  drawings  and  diagrams  are  well  done. 
Several  new  chapters  have  been  added;  the  one  on 
complications,  especially  that  of  recurrent  hernia,  is 
particularly  good.  The  discussion  on  early  ambula- 
tion and  vascular  complications  is  lucid  and  well 
written.  The  chapter  on  the  injection  treatment  of 
hernia  is  so  well  written  as  to  make  the  procedure 
look  simple  and  is  therefore  somewhat  dangerous  for 
general  use.  Phillip  E.  Lear 

Critical  Studies  in  Neurology.  By  F.  M.  R. 
Walshe,  M.D.  Octavo  of  256  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Co.,  1948.  Cloth, 
$4.50. 

Although  the  contents  of  this  book  have  been  pre- 
viously published  elsewhere,  they  are  of  such  telling 
importance  in  understanding  the  pillars  of  neuro- 
anatomy and  neurophysiology  that  the  earnest  stu- 
dent of  medicine,  as  well  as  the  specialist  in  neuro- 
psychiatry, will  be  very  grateful  to  the  author  for 
critically  hand  picking  these  most  important  contri- 
butions. Dr.  Walshe’s  eminence  in  his  field  makes 
doubly  significant  his  foreword,  “The  Function  of 
Criticism  in  Medicine,”  and  his  perspicacity  in  in- 
tegrating his  special  field  with  medicine.  Research 
and  clinical  fundamentals  are  presented  in  an  envi- 
ably lucid  literary  style  concerning  the  anatomy  and 
physiology  of  cutaneous  sensibility,  the  motor  cor- 
tex, pyramidal  tract  studies  including  “discrete 
movement,”  and  the  role  of  pyramidal  tract  in  willed 
movements.  Frederick  L.  Patry 

An  Introduction  to  Medical  Mycology.  By 

George  M.  Lewis,  M.D.,  and  Mary  E.  Hopper,  M.S. 
Third  edition.  Quarto  of  366  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1948.  Cloth,  $8.50. 

This  book  justifies  its  title,  and  the  material  is 
stated  clearly  and  simply.  The  subject  matter  is 
divided  into  two  parts,  one  of  which  deals  with  the 
clinical,  theoretic,  and  experimental  aspects  of  my- 
cology and  occupies  about  two  thirds  of  the  book, 
while  the  other  is  devoted  to  the  laboratory  aspects 
of  fungus  diseases.  There  are  103  excellent  black- 
and-white  illustrations  and  two  colored  plates. 

Arthur  W.  Grace 
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New  Tax  Deduction  For  Life  Insurance 


Will  your  family  pay  a penalty  because  you  have  not  quali- 
fied your  policies  for  the  new  tax  deduction?  Are  you  using 
the  clauses  which  may  increase  benefits  10%  to  40%  without 
increasing  premiums  and  without  changing  the  policies? 
Information  given  without  obligation  as  a public  relation 
service  to  the  medical  profession.  The  security  of  your  fam- 
ily is  involved.  Investigate  now.  Write  for  free  booklet — 
"Taxes  and  Life  Insurance”.  Justin  Traub,  “Estate  Plan- 
ning for  the  Doctor”  225  Broadway,  N.  Y.  7,  Ba.  7-3984 


FOR  SALE 


60  MA,  built-in  bucky,  2 tube  X-ray  machine,  excellent 
condition,  $600.00.  Address  Box  342,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


One  complete  chemistry  outfit  (Aloe)  including  complete 
stock  reagents,  centrifuge,  colorimeter,  $60.00.  One  Fisher 
cold  quartz  lamp,  $35.00.  Box  347,  N.  Y.  St.  Jr.  Med. 


DOCTORS’  OFFICE  FOR  RENT 


972  Fifth  Avenue,  New  York  City.  (Former  Whitney 
Mansion)  Doctors  offices  from  400  to  2600  sq.  ft.  Suit- 
able radiologist.  Byrne  Bowman  & Forshav,  Inc.,  370 
Lex.  Ave.,  MU  3-2600. 


FOR  SALE 


21  miles  from  New  York  City,  combination  house-practice, 
fitted  for  general  or  psychiatric  office — established  13  years, 
hospital  facilities.  Leaving  for  University — position.  Rea- 
sonable. Box  325,  N.  Y.  St.  Jr.  Med. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 

. $1.35 

3 Consecutive  times . 

. . 1.20 

6 Consecutive  times . 

. . 1.00 

12  Consecutive  times . 

. . .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


Doctor's  Office — For  sale  or  sublet  or  share.  4 rooms. 
Equipped.  Center  of  town.  Near  transportation.  36-45 
Main  St.,  Flushing,  N.  Y.  FL  3-1044. 


Internist  for  12  years  in  Jackson  Heights  wants  to  sublet 
parttime  his  fully  equipped  office  on  account  of  sickness. 
Box  349,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practice,  Prospect  Ave.  section,  Bronx,  reasonable. 
Reason  for  sale:  too  busy  to  look  after  2 offices.  FOrdham 
7-0949. 


REAL  ESTATE  FOR  SALE 


For  Sale — Home  and  office,  metropolitan  New  Jersey; 
excellent  location;  low  down  payment;  4%  mortgage;  con- 
siderable equipment  available.  Box  348,  N.  Y.  St.  Jr.  Med. 


AFFILIATION  DESIRED 


With  group  or  general  practitioner.  American.  Howard 
Berger,  M.D.,  1879  Prospect  Ave.,  N.  Y.  C. 


FOR  MAKING 

WET  DRESSINGS 

LIKE  BUROW'S  SOLUTION 


iliifomTMiEfs 

— r.  AIIIKJINUM  ACE 


patented 
form 

fflSl,  ..tip..."*.  .v  ,l  *IMY  ■ HAW  _ 


STANDARD  PHARMACEUTICAL  CO^  INC.,  1123  Broodway,  New  York 


m 

Manufacturers 
of 

NUCARPON  ® 

Compound 
Charcoal 
Tablets  for 
Intestinal 
Dysfunction 


Officers — County  Medical  Societies — 1949 


TOTAL  MEMBERSHIP  AS  OF  DECEMBER  1,  1949—22,462 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer .... 

Jefferson 

Kings 

Lewis 

Livingston .... 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York. . . . 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond. . . . 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


President 

E.  S.  Goodwin ....  Albany 

R.  O.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen ....  Margaretville 

C.  A.  Crispell . . . Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till Dolgeville 

W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton. . . .Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Violyn Amsterdam 

Walter  C.  Freese Baldwin 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 
W.  C.  Schintzius. . . .Boonville 

L.  W.  Ehegartner Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall Cold  Spring 

Arthur  Fischl . Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan . . Schenectady 

J.  H.  Wadsworth . . . Cobleskill 
JosephY.  Roberts  Watkins  Glen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Homell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

Joseph  Feingold.Fort  Edward 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

Bruno  J.  Tryka Perry 

R.  F.  Lewis Penn  Yan 


Secretary 


A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . . Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak. . . .Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon Watertown 

C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend  ....  Dansville 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin. . .Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine ....  Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovern Saratoga 

R.  E.  Isabella Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Somberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond. . .Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend Dansville 

J.  F.  Rommel Oneida 

R.  E.  Delbridge Rochester 

Harry  Lebman. . . .Amsterdam 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 
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USED  BY  PHYSICIANS  FOR  14  YEARS* 

Ray-Formosil  for  intramuscular  injection  is  a 
clinically  proved,  effective  treatment  for  Arth- 
ritis and  Rheumatism.  It  is  a non-toxic,  sterile, 
buffered  solution  containing  in  each  cc. 


FORMIC  ACID 
HYDRATED  SILICIC  ACID 


Supply: 


5 mg. 
2.25  mg. 

Literature  sent  upon  request. 

1 cc.  2 cc. 

25— $6.25  25— $7.50 

100—20.00  100—25.00 


(These  net  prices  to  physicians  are  25%  o ft  regular  list  prices) 

*C.F.F„  M.D..  OF  PA.,  HAS  REORDERED  RAY-FORMOSIL  142  TIMES 


PHARMACAL  COMPANY 
PHILADELPHIA  3 4,  PA. 
PHARMACEUTICAL  MANUFACTURERS 
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announcing 

Nuclon 


a mining  point  in  the  treatment  of 


the  common  cold 


% 

Nuclon — a dramatic  new  application  of  antihistaminic  therapy — 
is  a truly  effective  weapon  against  the  common  cold. 

Nuclon  is  no  ordinary  antihistaminic  preparation,  but  a judicious  combination  of 
three  outstanding  ingredients:  thenylpyramine  fumarate,  'Dexedrine’*  Sulfate 
and  acetylsalicylic  acid.  These  three  agents  work  together  to  perform  an  essential 
function  in  combating  the  head  cold. 

/ 

Nuclon  is  so  effective  that,  in  the  majority  of  cases,  it  will  either  completely 
abort  the  common  cold  or  will  markedly  reduce  its  duration  and  severity. 


Each  adult  dose  (2  capsules)  contains: 

Thenylpyramine  (methapyrilene)  fumarate  . . 75.0  mg. 

Dexedrine’*  Sulfate 2.5  mg. 

Acetylsalicylic  acid  5.0  gr. 


Smith , Kline  & French  Laboratories 


Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro-amphetamine  sulfate,  S.K.F. 
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appetite  stimulated ... 
nutrition  improved ... 

greater  resistance  to  infection  exhibited. •• 


The  common  complaints  of  infancy — anorexia,  undernourishment, 
slowness  of  weight  gain,  propensity  to  infection — are  less  frequently 
encountered  when  White’s  Multi-Beta  Liquid  is  part  of  the  infant’s 
diet  routine. 

Five  drops  daily  of  White’s  Multi-Beta  Liquid  raises  the  average  infant 
intake  of  all  clinically  important  vitamin  B factors  to  a safe  level. 

For  adults,  full  supplementation  of  the  essential  vitamin  B factors  is 
provided  with  just  one  teaspoonful  of  White’s  Multi-Beta  Liquid  daily. 

An  excellent  prescription  ingredient . . . 

Palatable,  non-alcoholic  and  stable,  White’s  Multi-Beta  Liquid  is 
ideally  suited  to  prescription  use.  Compatible  with  such 
ingredients  as:  (1)  Tincture  Nux  Vomica,  in  equal  parts,  (2) 

Elixir  Phenobarbital,  1 to  4 parts,  (3)  White’s  Mol-Iron  Liquid, 

1 to  8 parts. 


...multi-purpose  B complex  source 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 
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JUST  OFF  THE  PRESS  - - 

improved  method  of  contraception — a twelve-page  brochure 
with  five  full-color  anatomical  illustrations — presents  a complete 
description  of  the  improved  diaphragm  and  jelly  method  of  con- 
traception, which,  according  to  the  A.M.A.  Council  on  Phar- 
macy and  Chemistry,  offers  a maximal  degree  of  protection. 

The  brochure  features  an  improvement  in  contraceptive 
technique  designed  to  give  greater  protection  by  assuring  an 
adequate  supply  of  spermatocidal  jelly  around  the  cervix,  where 
it  is  needed  most. 


I 


Lanteen  Jelly  contains: 
Ricinoleic  Acid,  0.50%; 
Hexylresorcinol,  0.10%; 
Chlorothymol,  0.0077%; 
Sodium  Benzoate  and 
Glycerine  in  a Traga- 
canth  base. 


Available  Without  Cost  to  the  Medical  Profession 

On  request,  Lanteen  Medical  Laboratories  will  send  without 
charge: 

1.  The  brochure,  “Improved  Method  of  Contraception.” 

2.  The  full-size  professional  package  of  Lanteen  Jelly. 

The  unusually  fine  quality  and  construction  of  the  Lanteen 
Diaphragm  and  the  rapidly  spermatocidal  action  and  soothing 
effect  of  Lanteen  Jelly  are  the  basis  for  the  safe  and  effective 
protection  afforded  by  the  improved  method  of  contraception. 


The  Lanteen  Diaphragm  and  Lanteen 
Jelly  are  accepted  by  the  Council  on 
Physical  Medicine  and  the  Council  on 
Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association,  respectively. 


a nteen 


LANTEEN  MEDICAL  LABORATORIES,  INC* 

2020  Greenwood  Street,  Evanston,  III. 


"! hroat  Specialists 
report  on 
30-Day  Test  of 
Camel  smokers— 


mm  dmfh  wie  &wt  MMm 

smokim  C/Otmdil" 


• Yes,  these  were  the  findings 
in  a total  of  2,470  weekly  ex- 
aminations of  hundreds  of 
men  and  women  from  coast 
to  coast  who  smoked  only 
Camels  for  30  consecutive 
days!  And  the  smokers  in  this 
test  averaged  one  to  two  pack- 
ages of  Camels  a day! 


According  to  a Nationwide  survey: 


R.J.  Reynold* 
Tobacco  Co., 
Winston-Salem, 

N.C. 


than  any  other  cigarette! 

Doctors  smoke  for  pleasure,  too!  When  three  leading  independent  research  organizations 
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FOR  EFFECTIVE  BOWEL  MANAGEMENT 


Instead  of  punishing  the  colon  with  harsh, 
irritant  laxatives  or  agents  that  pack  or  wad 
in  the  bowel,  the  use  of  ZYMENOL  furthers 
normal  bowel  physiology  and  in  no  way  inter- 
feres with  it. 

ZYMENOL  offers  the  effective  enzyme  action 
and  natural  B-Complex  of  Brewers  Yeast 
specifically  to  restore  normal  bowel  tone  and 
motility.  Pleasant-tasting  ...  safe ...  mild .. . non- 
ha bit  forming  . . . without  the  use  of  irritant 
drugs  or  chemicals.  Specify  ZYMENOL... from 
Pediatrics  to  Geriatrics. 


rest® 


ration 


AN  EMULSION  WITH  BREWERS  YEAST 
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In  Chronic  Cholecystitis ... 
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chemically  pure  bile  acid  derivative  made  available 
for  therapy,  Council-Accepted  since  1932,  exhaust- 
ively studied  and  most  favorably  reported  by  hun- 
dreds of  investigators,  Decholin®  remains  today  a 
bile  acid  preparation  for  use  in  the  medical  man- 
agement of  chronic  cholecystitis. 

The  Most  Potent  Hydrocholeretic , 

Decholin  multiplies  and  frees  the  flow  of  thinned  liver  bile.  By  thus  easing  biliary  evacuation 
and  closely  simulating  a physiologic  drainage  of  accumulated  foreign  matter  through  the  hepatic  and 
common  ducts,  Decholin  may  lessen  the  epigastric  and  right  upper  quadrant  discomfort  typical  of 
chronic  cholecystitis,  improve  the  patient’s  tolerance  for  food  and  reduce  the  periods  of  disability. 

Decholin 

dehydrocholic  acid 

3%  gr.  tablets  in  bottles  of  25,  100,  500,  and  1000. 

Decholin  Sodium®  (sodium  dehydrocholate)  in  20% 
aqueous  solution;  ampuls  of  3 cc.,  5 cc.  and  10  ce., 
packages  of  3 and  20  ampuls. 

The  Fifth  Edition  of  “Decholin  in  Biliary  Tract  Dis- 
turbances” is  now  available  upon  request. 


AMES  COMPANY,  INC. 


ELKHART,  INDIANA 
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in  psychosomatic 
and 

menopausal  cases 


iSANDOZ  PHARMACEUTICALS 

SlciJdnCC  • Perfection  I Division  of  Sandoz  Chemical  Work*,  Inc. 

I NEW  YORK  14.  N.  Y.  • CHICAGO  6,  ILL.  • SAN  FRANCISCO  8,  CAL. 


Bellergal®  gives  excellent  results  in  relieving  the  functional  disturb- 
ances of  anxiety  states,  and  in  gastric  and  cardiovascular  neuroses. 

For  treatment  of  that  part  of  the  psychosomatic  disorder  which  in- 
volves dysfunction  of  both  the  autonomic  and  central  nervous  systems, 
BELLERGAL  contains  the  most  effective  combination  of  drugs. 
ONLY  BELLERGAL  PROVIDES  ALL  THREE 

1.  Sympathetic  inhibition  with  ergotamine  tartrate. 

2.  Parasympathetic  inhibition  with  Bellafoline. 

3.  Central  sedation  with  phenobarbital. 

Bellergal  & 
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SILT 

WITHOUT 


Water  retention  (excessive  gain  in  weight — 
pitting  edema)  is  quite  common  in  pregnancy. 
Sodium,  particularly  if  used  excessively, 
accelerates  this  process.  Vice  versa,  sodium 
restriction  can  prevent  water  retention. 

Neocurtasal,  completely  sodium  free  salt,  palat- 
ably seasons  low  sodium  diets.  Neocurtasal  looks 
and  is  used  like  ordinary  table  salt.  Available  in 
2 oz.  shakers  and  8 oz.  bottles. 

Constituents:  Potassium  chloride,  ammonium  chloride, 
potassium  formate,  calcium  formate,  magnesium  citrate 
and  starch.  Potassium  content  36%;  chloride  39.3%; 
calcium  0.3%;  magnesium  0.2%. 

Write  for  pads  of  diet  sheets. 


NEOCURTmi/ 


Neocurtasal,  trademark  reg.  U.  S.  & Canada 
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NUMOTIZINE  THE  PRESCRIPTION  CATAPLASM 

In  sprains  . . . strains  . . . contusions  . . . inflammations 

— combines  decongestive  and  analgesic  actions — reduces  swelling,  relieves 
pain.  A single  application  lasts  for  many  hours.  4,  8,  15  and  30  oz.  jars. 


NUMOTIZINE , INC.,  900  N.  FRANKLIN  STREET,  CHICAGO  10,  ILLINOIS 
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In  the  treatment  of  chronic,  fatty  liver 
involvement  in  diabetes,  in  malnutrition, 
in  poisoning  by  hepatoxic  agents,  in 
various  infectious  processes  and  in  cirrhosis — 


i 


i 
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DIHYDROGEN  CITRATE  (FLINT) 


SYRUP  CAPSULES 


i 


4 


Syrup  CholinC  [Flinty  — a palatable  and  stable  preparation  containing 

one  gram  of  choline  dihydrogen  citrate  in  each  4 cc. 

Supplied  in  pint  and  gallon  bottles. 

“Capsules  Choline  (Flint)”— containing  0.5  gram  of  choline  dihydrogen  citrate 

per  capsule.  Supplied  in  bottles  of  100,  500  and  1000. 

For  your  copy  of  “ The  Present  Status  of  Choline  Therapy 
in  Liver  Dysfunction ” — write 


FLINT,  EATON  & COMPANY 

DECATUR,  ILLINOIS 
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RELIEF  IN  80-90%  OF  CASES  by  the 
PERENNIAL  METHOD  OF  SPECIFIC 
HYPOSENSITIZATION 


DIAGNOSTIC  AND  TREATMENT  SETS 

State  Pollen  Diagnostic  Sets  ($7.50):  Dry  pollen 
allergens  selected  according  to  state;  1 viol  house- 
dust  allergen.  Material  for  30  tests  in  each  vial. 
Stock  Treatment  Sets  ($7.50):  Each  consisting  of 
a series  of  dilutions  of  pollen  extracts  for  hypo- 
sensitization, with  accompanying  dosage  schedule. 
Single  pollens  or  a choice  of  21  different  mixtures. 
Five  3-cc.  viols  in  each  set— 1:10,000,  1:5,000, 
1:1,000, 1:500,  and  1:100  concentrations. 

Special  Mixture  Treatment  Sets  ($10.00) 
Mixtures  of  pollen  extracts  specially  prepared  accord- 
ing to  the  patient's  individual  sensitivities.  Ten  days' 
processing  time  required. 

Arlington  offers  a full  line  of  potent,  carefully  pre- 
pared, and  properly  preserved  allergenic  extracts 
for  diagnosis  and  treatment— pollens,  foods,  epi- 
dermals,  fungi,  and  incidentals. 

Literature  to  physicians  on  request. 

&&&&&) 

THE  ARLINGTON  CHEMICAL  COMPANY 

YONKERS  1,  NEW  YORK 


■ or  most  effective  results 
in  controlling  pollinosis, 
specific  hyposensitization 
should  be  continued 
throughout  the  year. 
Authorities  agree  that 
“desensitization  treatment 
is  still  the  method  of  choice, 
and  the  antihistaminic 
drugs  cannot  be  considered 
as  substitutes.”1 


1.  Levin,  L.;  Kelfy,  J.  F.,  and  Schwartz, 
E.:  New  York  State  J.  Med.  48: 
1474  (1948). 
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ORAL  ESTROGENS,  PARKE-DAVIS 

oral  estrogen  therapy  that 

has  no  after-taste 
imparts  no  odor 

The  lingering  after-taste,  unpleasant  breath,  and  perspiration 
odor  produced  by  ordinary  preparations  of  natural  oral  estro- 
gens may  prejudice  the  menopausal  patient  against  therapy. 
MENAGEN  ...  a refined  and  purified  non-conjugated  estro- 
genic preparation  intended  for  oral  administration  ...  is 
completely  freed  of  all  odoriferous  contaminants.  Because 
MENAGEN  leaves  no  after-taste  and  imparts  no  breath  or 
perspiration  odor  the  menopausal  patient’s  cooperation  in 
accepting  and  continuing  therapy  is  more  readily  secured. 
The  visual  attractiveness  of  the  bright  flame-colored  capsules 
still  further  enhances  their  “patient  appeal.” 

Clinically,  MENAGEN  Capsules  are  exceptionally  well-toler- 
ated, and  (being  natural  estrogen)  impart  that  feeling  of 
well-being  so  rarely  obtainable  with  synthetic  estrogens.  Un- 
varying potency  is  assured  by  rigorous  standardization. 
MENAGEN:  Available  in  bottles  of  100  and  1000  capsules.  (Each 
capsule  contains  10,000  International  Units  of  estrogenic  activity.) 
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For 

Anti-Flatulent 
Effects  in  Intestinal 
Putrefaction  and 
Fermentation 


VmMM 


NUC  A 


TL 


Each  tablet  contains:  Extract  of  Rhubarb,  Senna,  Precipitated  Sulfur,  Peppermint  Oil  and 
Fennel  Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and  carminative.  For  use  in  indigestion,  hyper* 
acidity,  bloating  and  flatulence. 

1 or  2 tablets  daily  */j  hour  after  meals.  Bottles  of  100. 

STANDARD  PHARMACEUTICAL  CO.,  INC.  1123  Broadway,  New  York 
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2 BABIES  THRIVE  ON 

EASILY  DIGESTED  SIMILAC 
WITH  ITS  ZERO  CURD  TENSION 


1 


ONLY 

SIMILAC 

IS  NEEDED 


SIMIKAC 

so  similar  to  human  breast  milk 
that  there  is  no  closer 


equivalent 


1.  SAVES  TIME  AND  MONEY- one  can  of  Similac 
supplies  116-oz.  of  formula— 20  calories  an  ounce 
at  an  average  cost  of  less  than  9/lOths  of  a cent 
per  ounce. 

2.  SAVES  TIME  AND  MONEY -no  milk  modifiers 
needed  with  Similac;  its  higher  vitamin  content 
must  be  considered;  helps  avoid  costly  compli- 
cations of  ordinary  formula  feedings. 

3.  SAVES  TIME  AND  MONEY -easily  prescribed, 
easily  prepared— simply  1 measure  of  Similac  to 
2 oz.  of  water. 

SIMILAC  FOR  GREATER  INFANT  FEEDING  VALUES 


SIMILAC  DIVISION  -MAR  DIETETIC  LABORATORIES,  INC. 


COLUMBUS  16,  OHIO 
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for 

PEPTIC  ULCER 
HYPERACIDITY 


AIZINOX 

(PATCH) 

Brand  of  Dihydroxy  Aluminum 
Aminoacetate  0.5  Gm.  (7.7  grs.) 
per  tablet 

• Prompt  pain  relief 

• Rapid  and  prolonged  antacid  action 

• High  acid-buffer  action 

• Low  aluminum  content 

• No  acid  rebound 

• Pleasant  taste,  no  need  to  chew 

DOSAGE: 

1 to  2 tablets  1 to  2 hours  after  meals  and 
upon  retiring 

SUPPLIED: 

Bottles  of  100  and  500 

The  E.  L.  PATCH  COMPANY 

ST0NEHAM,  MASS. 
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KELLEY-KOETT 

MULTICRON  3 0 0 M A 
GENERATOR 


new  possibilities 
for  the  radiologist 


The  Kelley-Koett  Multicron  300  MA  is  a heavy  duty 
X-ray  generator  with  capacity  and  operating  features 
surpassing  any  previous  diagnostic  unit  yet  available 
in  its  range. 

The  therapy  rating  is  140  KVP  at  10  milliamperes 
for  four  hours  of  continuous  operation.  Diagnostic 
rating  provides  125  KVP  at  300 
milliamperes  in  intermittent  opera- 
tion. Fixed  milliamperage  control 
and  a unique  electronic-mechanical 
timer  make  operation  outstandingly 
simple  . . . results  extremely  accurate 
in  every  technic. 

These  and  other  features  of  interest 
to  the  hospital  radiologist  are  de- 
tailed in  descriptive  literature  avail- 
able on  request. 

Telephone  or  Write  for  Complete  Details. 

121  Park  Avenue  GEORGE  WILLIAM  FINEGAN,  INC.  Rochester  1,  N.  Y. 


Telephone  Hillside  1436 

Buffalo,  N.  y.  Binghamton,  N.  V. 

42-A  Oxford  Avenue  113  Chenango  St. 

Telephone  Parkside  0038  Telephone  Binghamton  2-3092 

THE  KELLEY-KOETT  MFG.  COMPANY  215  E.  37TH  ST. 


Syracuse,  N.  Y. 

State  Tower  Building 
Telephone  Syracuse  2-7676 

NEW  YORK  CITY  16,  N.  Y. 
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When  your  patient  needs 


The  place  is  The  Saratoga  Spa 


Have  t/ou  a patient  who  n 

was  three  ye  ^ there  was  a d Groups 
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. you  recommend  " a change  of  scene” 

3 weeks  at  The  Saratoga  Spa  will  benefit,  refresh,  relax 
your  patients  with  such  chronic  conditions  as  Heart 
and  Digestive  disorders,  Arthritis  and  related  ailments, 
and  Hypertension.  At  your  request,  we  will  send  list  of 
local,  private  practicing  physicians  who  will  cooperate 
with  you  as  to  treatment,  rest  and  diet.  Address  Medical 
Director,  The  Saratoga  Spa,  155  Saratoga  Springs,  N.Y. 


Listed  by  the  Committee  on  A merican  Health  Resorts 
of  the  Council  on  Physical  Medicine  and  Rehabil- 
itation of  the  American  Medical  Association 


Ik  Saratoga  Sipa 


The  Empire  State’s  Contribution  to  the  Medical  Profession 
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safe  and  effective  reduction 
of  elevated  blood  cholesterol 

with  lipotropic  therapy 

“Clinical  and  experimental  observations  indicate  that  lipotropic  factors  [choline, 
methionine  and  inositol]  . . . prevent  or  mitigate  the  deposition  of  cholesterol  in  the 
vascular  walls  of  rabbits  and  chickens  and  seem  to  exert  a decholesterolizing  effect 
on  atheromatous  deposits  in  man,  chickens  and  rabbits.”* 

These  findings  suggest  the  therapeutic  possibilities  of  lipotropic  Methischol  in  the 
prevention  and  possible  treatment  of  atherosclerosis. 


methischol® 

Suggested  daily  therapeutic  dose  of 
3 tablespoonsful  or  9 capsides  contains: 


Choline  Dihydrogen  Citrate 
( Choline  . . . 1 Gm.)* 

2.5  Gm. 

dl-Methionine 

1.0  Gm. 

Inositol 

0.75  Gm. 

Liver  Fractions  f rom 

36.0  Gm.  liver 

* present  in  syrup  as  1.15  Gm.  choline  chloride 

Supplied  in  bottles  of  100,  250,  500  and 
1000  capsules,  and  16  oz.  and  one  gal- 
lon syrup. 


combines  major  lipotropic  agents 

for  specific  therapy  in  reparable  liver  damage  . . . cirrhosis, 
fat  infiltration,  functional  impairment, 
toxic  hepatitis,  infectious  hepatitis. 

write  for  samples  and  literature 

u.  s.  vitamin  corporation 

casimir  funk  laboratories,  inc.  (affiliate) 
250  east  43rd  st.,  new  york  17,  n.  y. 


’■'Hueper,  W.  C.:  Medical  Clinics  of  North  America,  May  1949. 
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maintaining  urinary 
antisepsis  without 

M ' ~ininilllf|ipW|ill|||^B(IWI>liiiini~  iiTT|  - r - 

distressing  the  patient 

Comprehensive  clinical  evidence  establishes  that 
MANDELAMINE  (methenamine  mandelate)  is  effective  against 
Escherichia  coli,  Staphylococcus  aureus  and  albus,  and 
certain  streptococci.  Comparative  studies  indicate  its 
bacteriostatic  and  bactericidal  effectiveness  to  be  approx- 
imately the  same  as  that  of  the  sulfonamides  or  strepto- 
mycin . 

Because  MANDELAMINE  therapy  is  exceptionally  well  tolerated, 
patients  willingly  adhere  to  the  prescribed  regimen. 

dosage:  Adequate  dosage  is  important;  for  maximum  effect, 
adults  should  take  3 or  4 tablets  t.i.d.;  children  in 
proportion. 

Complete  literature  and  samples  sent  to  physicians  on 
request. 


6 


outstanding  features 


• Has  wide  antibacterial  range 

• No  supplementary  acidification  required  (except 
when  urea-splitting  organisms  occur) 

• Little  or  no  danger  of  drug-fastness 

• Is  exceptionally  well  tolerated 

• Requires  no  dietary  or  fluid  regulation 

• Simplicity  of  regimen  — 3 or  4 tablets  t.i.d. 


REG  U S PAT  OFF 


BRAND  OF  METHENAMINE  MANDELATE 

urinary  antiseptic-council  accepted 


NEPERA  CHEMICAL  CO.,  INC 

tyi (a >i ttffic/tri trt fj 


NEPERA  PARK 


YONKERS  2,  N.  Y. 


r'4Tioi 
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^f/t/WlMC,  Wlfecfa/,  ctdcmeoub  u/cwb  of  hypostatic,  decubital  or  diabetic  origin,  usually 
respond  rapidly  to  topical  Furacin  therapy.  Of  81  such  cases  specifically  mentioned  in  the 
literature,  good  results  were  obtained  in  65.  The  infection,  odor  and  discharge 
usually  diminished  promptly  without  delay  of  healing.  Furacin®  brand  of 
nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and 
Furacin  Soluble  Dressing  (N.N.R.)  containing  Furacin  0.2%. 

These  preparations  are  indicated  for  topical  application  in  the 
prophylaxis  or  treatment  of  infections  of  wounds,  second 
and  third  degree  burns,  cutaneous  ulcers,  pyodermas 
and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES,  INC.,  NORWICH.  N.  Y. 

Downing,  J.  et  al. : J.  A.  M.  A.  133:299,  1947  • Johnson,  H. : Arch.  Dermat, 

& Syph.  57:348.  1948  • Miller,  J.  et  al. : New  York  State  J.  Med.  47:2316 
1947  • Miller,  R.  et  al. : North  Carolina  M.  J.  9:574,  1948  • Shipley,  E 
et  al.,  Surg.,  Gynec.  & Obst.  84  :366,  1947. 
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50,000  units  of  penicillin * 


in  this  dropper 


-fiitiz&i 


(Irop-ciliin 


100,000  units  of  penicillin * 


in  this 
teaspoonful 


clram-cillii 


. . . both  with  a delicious  vanilla  flavor 


SUPPLIED: 

DROP-CILLIN  — in  9 cc.  “drop-dosage”  bottles  con- 
taining 600,000  units  of  penicillin.  Accompanying 
calibrated  dropper  (filled  to  mark)  delivers  approxi- 
mately 20  drops  (0.75  cc.)  containing  50,000  units  of 
penicillin.* 


DRAM-CILLIN  — in  60  cc.  “teaspoonful-dosage”  bot- 
tles containing  1,200,000  units  of  penicillin.  Each 
teaspoonful  (approx.  5 cc.)  provides  100,000  units  of 
penicillin.* 


❖( buffered  penicillin  G potassium ) 


more  convenient 

potent,  palatable 


DROP-CILLIN  has  been  specially  formulated  to  provide 
a “drop-dosage”  form  of  penicillin  for  oral  administration  to 
infants  and  young  children.  It  may  be  administered  directly 
or  added  to  the  first  ounce  or  two  of  formula  without  sig- 
nificantly altering  the  taste  or  appearance  of  the  formula. 


Hitim  DRAM-CILLIN  is  a most  potent  liquid  oral  penicillin. 

Its  pleasant  taste  and  deep  ruby-red  color  appeal  to  both 
children  and  adults  alike. 


In  suitable  indicated  cases,  Drop-cillin  and  Dram-cillin  obviate  the 
use  of  injections  with  their  attendant  fear  and  discomfort,  especially 
for  the  young  patient.  In  addition,  the  nurse  or  mother  is  relieved  of 
the  chore  of  crushing  tablets  and  forcing  medication  upon  recalcitrant 
patients.  Full  and  accurate  dosage,  with  willing  adherence  to  the 
dosage  schedule,  is  assured. 


I White’s  DROP-CILLIN  — 50,000  units  in  one  dropperful 
White’s  DRAM-CILLIN  — 100,000  units  in  a teaspoonful 

Supplied  to  the  pharmacist  as  a dry  stable  crystalline  powder.  Dis- 
pensed as  freshly  prepared  solutions,  Drop-cillin  and  Dram-cillin  will 
retain  full  stated  penicillin  potency  for  seven  days  when  refrigerated. 

WHITE  LABORATORIES^^tlJ^^icafl^f^rers,  Newark  7,  New  Jersey 
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. . FOOT 
ACTION! 


1 HE  mechanical  fool  action  of  Hanger 
Artificial  Legs  allows  a close  approxi- 
mation of  natural  walking  for  their 
wearers.  The  forward  and  backward 
motion  and  rubber  cushions  absorb 
shock  and  give  the  flexibility  of  motion 
so  important  in  maintaining  an  even 
stride.  This  is  one  more  example  how 
the  goal  of  Hanger  design  and  develop- 
ment is  to  allow  the  amputee  to  resume 
life's  normal  functions.  Throughout, 
Hanger  Limbs  are  constructed  of  a few 
parts  simply  assembled  to  reduce  un- 
necessary breakdowns  and  repairs. 


ARTIFICIAL 
LIMBS 


HANGERS 

98  Central  Ave.,  104  Fifth  Avenue 

Albany  6,  N,  Y.  New  York  11,  Few  York 
2000  Sixth  Avenue 
Pittsburgh  30,  Pa. 


B R IOS  C H I 

A PLEASANT  ALKALINE 
DRINK 


Actively  alkaline.  Contains  no  narcotics,  no 
injurious  drugs.  Consists  of  alkali  salts,  fruit 
acids,  and  sugar,  and  makes  a pleasant  effer- 
vescent drink. 

Send  for  a sample 

G.  CERIBELU  & CO. 


121  VARICK  STREET 


NEW  YORK 
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Addison’s  disease,  characterized  by  as- 
thenia, weight  loss,  pigmentation,  hypo- 
tension, hypoglycemia  and  anemia,  is  the 
most  distinct  indication  for  Adrenal 
Cortex  Extract  Armour.  Since  the  dis- 
ease varies  greatly  in  severity  in  differ- 
ent patients  and  in  the  same  patient  at 
different  times,  the  dosage  must  be  adapt- 
ed to  the  individual  case. 

Some  patients  are  controlled  by  as 
little  as  one  c.c.  daily,  whereas  others  re- 
quire 10  c.c.  or  more.  When  the  Addison- 
ian patient  is  exposed  to  some  unusual 
stress  such  as  infection,  surgery,  trauma 
or  excessive  physical  exertion,  massive 
dosage  (50  c.c.  or  more)  may  be  required. 
Indeed,  there  are  many  published  reports 
which  indicate  that  the  adrenal  cortex 

Have  confidence  in  the  preparation 
you  administer  — specify  "Armour" 


steroids  are  of  great  importance  in  help- 
ing normal  (non-Addisonian)  individuals 
meet  such  stress.  Adrenal  Cortex  Extract 
Armour  is  also  indicated  in  connection 
with  the  surgical  removal  of  adrenal 
tumors  to  meet  both  the  stress  of  the  op- 
eration and  to  compensate  for  deficiency 
of  cortical  secretion. 


Adrenal  Cortex  Extract  ARMOUR 


is  a highly  concentrated  and  purified  ex- 
tract of  adrenal  glands,  essentially  free 
of  epinephrine  and  containing  a mixture 
of  the  cortical  steroids  as  isolated  by 
Kendall  and  others.  It  is  supplied  in  10 
c.c.  rubber-capped  vials,  and  standardized 
to  contain  not  less  than  50  dog  units  per  c.c. 

ARMOUR 


HEADQUARTERS  FOR  MEDICINALS  OF  ANIMAL  ORIGIN 


CHICAGO  9,  ILLINOIS 
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\Vhen  Lipotropic  Action 

IS  THE  THERAPEUTIC  NEED 


INOSITOL 

<E> 


Inositol-C.  S.  C.  is 
available  on  pre- 
scription in  0.5  Gm. 
capsulettes  (capsule- 
shaped tablets)  in 
bottles  of  100. 


Inositol,  although  widely  found  in  nature  in  both  free  and 
combined  forms,  owes  its  clinical  importance  to  its  lipotropic 
activity. 

The  lipotropic  action  of  inositol  was  first  detected  in  rats,1’2 
and  was  later  also  demonstrated  in  human  subjects.3  This 
vitamin  B complex  member  is  capable  of  mobilizing  fat  in  the 
liver,  reducing  the  severity  of  fatty  infiltration  of  dietary 
origin,  or  preventing  it  entirely.  The  lipotropic  action  of 
inositol  is  being  investigated  extensively  in  many  clinical 
studies,  particularly  in  patients  with  arteriosclerosis,  peripheral 
vascular  disease,  coronary  artery  disease,  and  cirrhosis  with 
and  without  ascites.4- 5 

Excellent  therapeutic  results  have  been  obtained  by  many 
investigators  in  the  treatment  of  these  diseases,  but  the  limited 
experience  to  date  makes  impossible  absolute  claims  regarding 
clinical  indications. 

The  dosage  of  inositol  has  been  tentatively  placed  at  1 .0  Gm. 
three  or  more  times  daily,  given  after  meals.  Diets  should  be 
high  in  protein,  other  B-complex  vitamins,  and  carbohydrate. 


1.  MacFarland,  M.  L.,and  McHenry,  E.  W.:  Further  Observations  on  the  Lipotropic  Need 
for  Inositol,  J.  Biol.  Chem.  176:429  (Oct.)  1948. 

2.  Gavin,  G.,  and  McHenry,  E.  W.:  Inositol:  A Lipotropic  Factor,  J.  Biol.  Chem.  139:485 
(May)  1941. 

3.  Abels,  J.  C. ; Kupel,  C.  W. ; Pack,  G.  T.,  and  Rhoads,  C.  P. : Metabolic  Studies  in  Patients 
with  Cancer  of  Gastro-Intestinal  Tract;  XV.  Lipotropic  Properties  of  Inositol,  Proc.  Soc. 
Exper.  Biol.  & Med.  54:157  (Oct.)  1943. 

4 Hermann,  G.  R.:  Some  Experimental  Studies  in  Hypercholesterolemic  States,  Exper. 
Med.  & Surg.  5:149  (May-Aug.)  1947. 

5.  Broun,  G.  O.:  Treatment  of  Hepatic  Cirrhosis,  Postgrad.  Med.  4:203  (Sept.)  1948. 


CS.C 


A DIVISION  OF  COMMERCIAL  SOLVENTS  CORPORATION  . 17  EAST  42ND  STREET  • NEW  YORK  17,  NEW  YORK 


a rationale 
• against 
psoriasis 


the  therapeutic  efficacy 'of 


SAS-PAR 

tablets 


is  dramatically  underscored  by  the  remarkable  experimental  researches  of 
Macht.’  His  unique  method  of  phytopharmacologic  analysis  shows  that 
Sas-Par  has  a definite  detoxifying  action  on  psoriatic  blood  serum.  This  bene- 
ficial effect  may  arise  from  Sas-Par’s  chemical  affinity  for  cholesterol  and  from 
its  neutralization  of  excess  blood  lipoids. 

Clinically  effective  against  both  early  and  fuller-blown  psoriatic  affections, 
notably  free  of  untoward  side  actions,  Sas-Par  Tablets  offer  a rewarding  basic 
rationale  for  antipsoriatic  treatment. 

Even  better  results  are  to  be  anticipated  when  systemic  therapy  with  Sas-Par 
is  reinforced  by  concomitant  topical  application  of  “exceedingly  beneficial”1 
Ultroine  Ointment. 

SAS-PAR  Tablets  • Bottles  of  60  and  120. 

ULTROINE  Ointment  • l1/^  ounce  and  1 pound  jars. 

Available  in  three  graded  strengths,  mild,  medium  and  concentrate. 

I.  Thurman,  F.M.:  New  England  J.  Med.  227:128,  1942.  2.  Saunders.  T. 

S. : Arch.  Dermat.  & Syph.  50:23,  1944.  3.  Zaun,  H.:  Deutsche  rued.  Wchn- 
schr.  64:1073,  1938.  4.  Ritter,  H.:  Deutsche  med.  Wchnschr.  62:1629,  1936. 

5.  Macht,  D.  I.:  Cincinnati  J.  Med.  29:616-619,  1948. 


ERNST  BISCHOFF  COMPANY,  I NC  • I VORYTON,  CONN. 
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Salcedrox 


IMPROVEMENT 

Salcedrox  permits  administration  of  adequate  amounts  of  salicylate 
without  complicating  gastric  intolerance  and  with  reduced  systemic 
toxicity.  It  also  combats  and  corrects  the  frequently  associated  de- 
pressed ascorbic  acid  blood  levels.  Thus  it  markedly  enhances  the 
therapeutic  efficacy  of  salicylate  medication  in  rheumatic  fever, 
allied  rheumatic  states,  and  whenever  salicylales  are  indicated. 

Salcedrox  combines  in  a single  tablet: 

Sodium  salicylate 5 gr.  Calcium  ascorbate 1 gr. 

Aluminum  hydroxide  gel,  (equivalent  to  50  mg. ascorbic  acid) 

dried 2 gr.  Calcium  carbonate 1 gr. 

Available  on  prescription  through  your  pharmacy. 

THE  S.  E.  MASSENGILL  COMPANY 
Bristol,  Tenn.-Va. 

NEW  YORK  ' SAN  FRANCISCO  • KANSAS  CITY 


SALICYLATE 
PLUS  ANTACID 
PLUS  VITAMIN  C 


SBV/fiTCU 


TABLETS 
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The  ‘Beminal’  family  provides  a choice  of  five  distinctive  forms  and  potencies  for  the 
effective  treatment  of  vitamin  ‘B’  deficiencies.  Each  is  designed  to  fill  a particular  need. 


1.  ‘Beminal’  fortified  with  Iron,  Liver  and  Folic  Acid  Capsule  No.  821  is  suggested 

for  the  treatment  of  iron  deficiency  anemias,  certain  macrocytic 
anemias  and  as  adjunctive  therapy  in  pernicious  anemia. 

2.  ‘Beminal’  with  Iron  and  Liver  Capsule  No.  816  is  recommended  for  the  treat- 

ment of  the  various  types  of  iron  deficiency,  occurring  either  as 
frank  hypochromic  microcytic  anemia  or  as  the  less  pronounced 
anemia  of  nutritional  origin. 

3-  ‘Beminal’  Forte  with  Vitamin  C Capsule  No.  817  is  suggested  when  there  is 

severe  depletion  of  the  patient's  nutritional  stores  due  to  either 
prolonged  dietary  inadequacy  or  nutritive  failure  as  a result  of 
organic  disease. 

4-  ‘Beminal’  Forte  Injectable  (Dried)  No.  495  provides,  when  reconstituted,  a 

high  concentration  of  important  vitamin  B factors  for  intensive 
therapy. 

5-  ‘Beminal’  Tablets  No.  815  may  be  of  value  if  the  vitamin  B complex  defi- 

ciency is  mild  or  subdinical. 


Ayerst,  McKenna  8c  Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


‘Beminal’  for  *B’  therapy 
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c/ywp 

for  POSTOPERATIVE 
and  POSTPARTUM 

NEEDS 


Basic  design  and  the  unique  sys- 
tem of  adjustment  make  a large 
variety  of  Camp  Scientific  Sup- 
ports especially  useful  as  post- 
operative aids.  Surgeons  and 
physicians  often  prescribe  them 
as  assurance  garments  and  con- 
sider them  essential  after  op- 
eration upon  obese  persons, 
after  repair  of  large  herniae,  or 
when  wounds  are  draining  or 
suppurating.  A Camp  Scientif- 
ic Support  is  especially  useful  in 
the  postoperative  patient  with 
undue  relaxation  of  the  abdom- 
inal wall.  Obstetricians  have 
long  prescribed  Camp  Post- 
operative Supports  for  post- 
partum use.  Physicians  and 
surgeons  may  rely  on  the  Camp- 
trained  fitter  for  precise  execu- 
tion of  all  instructions. 

If  you  do  not  have  a copy  of  the 
Camp  “Reference  Book  for  Phy- 
sicians and  Surgeons”,  it  will 
be  sent  on  request. 


otutho t/jed. S ex  tsi c e 

c/yvAP 

Scientific  SuppottS 


THIS  EMBLEM  is  displayed  only  by  reli- 
able merchants  in  your  community.  Camp 
Scientific  Supports  are  never  sold  by  door- 
to-door  canvassers.  Prices  are  based  on 
intrinsic  value.  Regular  technical  and 
ethical  training  of  Camp  fitters  insures 
precise  and  conscientious  attention  to  your 
recommendations. 


S.  H.  CAMP  AND  COMPANY,  JACKSON,  MICHIGAN 

World's  Largest  Manufacturers  of  Scientific  Supports 
Offices  in  New  York  • Chicago  • Windsor,  Ontario  • London,  England 


Robin^ 


v< 


trically  soluble  outer  shell 
loins  pepsin ; enterically 
led  core  contains 
c reatin  and  bile  salts.  / 


- ./• jm 

By  the  development  of  an  entirely  new  type  of  coated  tablet,  consisting 
of  a gastrically  soluble  outer  shell  containing  pepsin,  and  an 
enterically  coated  core  containing  pancreatin  and  bile  salts— Robins  (with  their 
new  product  Entozyme)  now  makes  it  possible  to  release  these  three 
important  digestants  in  fully  active  form  to  that  part  of  the 
gastrointestinal  tract  where  pH  conditions  for  optimum  activity  prevail. 
Clinical  research’  indicates  that  Entozyme's  greatest  field  of  usefulness  is  in  chronic 
cholecystitis,  post-cholecystectomy  syndrome,  subtotal  gastrectomy,  infectious 
hepatitis,  pancreatitis  and  chronic  dyspepsia— where  its  unique  selective  therapy  restores 
more  nearly  physiological  conditions  in  the  gastrointestinal  tract.  It  is  also  highly 
effective  in  nausea,  anorexia,  belching,  flatulence  and  pyrosis.  In  peptic  ulcer 
patients,  too,  pancreatin-pepsin  therapy  has  produced  excellent  results.2 

Each  specially  constructed  tablet  contains  Pancreatin,  U.S.P.,  300  mg.; 
Pepsin,  N.F.,  250  mg.;  Bile  Salts,  150  mg. 

1 or  2 tablets  after  each  meal,  or  as  directed  by  physician, 
without  crushing  or  chewing 

Bottles  of  25  and  1 00. 


tUch 

**"u**i,n  u $ p . ....  XOtrt 

***•«  H T 

iX>°« 

*WJLT  DOSE  , *,  I uMti.  *<'  <** 

o>  ».  phy »•«'«*  T*  ’* 

“"''►•'•U  with  w»»tr. 

Mot  »*  W chewed  or  croehed 


A coined  word  to  describe  the  unique  mechanical  action  of  Entozyme  Tablet— whereby  pepsin  is 

It  i * *’ 


released  only  in  the  stomach,  and  pancreatin  and  bile  salts  only  in  the  smell  intestine. 

A.  H.  ROBINS  COMPANY,  INC.  • Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1 878 


Co 
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New  Sulfa  Combination.. . 


E RFONYL 


SULFAMETHAZI 


for  safe  sulfonamide  therapy 


HIGH  BLOOD  LEVELS 
All  three  components  are 
absorbed  and  excreted  independently. 
High  blood  levels  can  be  maintained 
without  kidney  concretion  and 
with  minimal  sensitivity  reactions. 


f 

i 


WIDE  ANTIBACTERIAL  RANGE 

All  three  components 

have  a wide  antibacterial  range 

and  are  highly  effective 

in  the  treatment  of  pneumonia  and 

other  common  infections. 


0.5  Gm.  tablets 
Bottles  of  100  and  1000 

Suspension,  0.5  Gm.  per  5 cc. 
(pleasant  raspberry  flavor) 
Pint  bottles 


"TERFONYL"  IS  A TRADEMARK  OF  E.  R.  SQUIBB  4 .SONS 


Sqjljibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 
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SUCCESSFUL  IN 
INFANT  NUTRITION 


The  advantages  of  these 
Nestle  products  in  the 
feeding  of  infants  have 
been  confirmed  by  long 
and  widespread  usage. 


I 


/ 


SPRAY  DRIED 

LACTOGEN 

HOMOGENIZED 
WHOLE  COW’S  MILK 

Modified  with 

MILK  FAT 
LACTOSE 

Reinforced  with  IRON 


DEXTROGEN 

HOMOGENIZED 
WHOLE  COW'S  MILK 

Modified  with 

DEXTRINS  • MALTOSE 
DEXTROSE 

Reinforced  with  IRON 


ACIDIFIED  • SPRAY  DRIED 

PELARGON 

HOMOGENIZED 
WHOLE  COW'S  MILK 

Modified  with 

GLUCOSE  * SUCROSE 

STARCH 

, . ■ ( IRON 

Reinforced  with  / vitamins 

| a b c & 


o 


SIDE 

EFFECTS 

^ Free  from 

Mucosal  Irritation 

✓ Absence  of  Con- 
stipation Rebound 

^ No  Development 
of  Tolerance 

^ Safe  from  Excessive 
Dehydration 

No  Disturbance  of 
Absorption  of 
Nutritive  Elements 

^ Causes  no 

Pelvic  Congestion 

^ No  Patient 
Discomfort 

^ Nonhabituating 

^ Free  from 

Cumulative  Effects 


adminis- 

tration 

^ Flexible  Dosage 
✓ Uniform  Potency 
^ Pleasant  Taste 


Judicious  Laxation 

...through  freedom  from 
undesirable  side  effects 


The  clinical  preference  for  Phospho-Soda  (Fleet)* 
stems  in  large  part  from  its  freedom  from  unde- 
sirable side  effects.  This  desideratum,  together 
with  its  controlled  action  and  ease  of  adminis- 
tration, assure  safe,  effective  anticoostive  therapy 
from  every  prescription  of  this  "tried  and  true" 
laxative  agent.  Clinical  samples  on  request. 

C.  B.  FLEET  CO.,  INC.  • LYNCHBURG,  VIRGINIA 


• PHOSPHO-SODA'  and  FLEET' 
ore  registered  trade-marks  of  C.  8.  Fleet  Co.,  In c. 


PHOSPHO-SODA 

(FLEET) 

& 


© 


Phospho-Soda  (Fleet)  is  a so- 
lution containing  in  each  100 
cc.  sodium  biphosphate  48  Gm, 
and  sodium  phosphate  18  Gm. 


ACCEPTED  FOR  ADVERTISING  BY  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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Because  "SUDDEN”  is  a dangerous  word 

in  cases  of  hypertension..  • it  has  become  almost 

instinctive  with  physicians  to  prescribe  Nitranitol.  An  ideal  vaso- 


dilator, Nitranitol  prod uces  gradua l reduction  of  blood  pressure 

in  essential  hypertension.  Nitranitol  maintains  lowered  levels  of 

\\  \ 

pressure  for  prolonged  periods.  Virtually  non-toxic,  Nitranitol  is 
safe  to  use  over  long  periods  of  time. 


For  gradual , prolonged,  safe^  vasodilation 


Merrell 


1828 


CINCINNATI  • U.S.A. 


When  sedation  is  desired.  Nitranitol  with  Phc 
nobarbital.  (Y  gr.  Phenobarbital  combined  with 
Yl  gr.  mannitol  hexanitrate.) 

For  extra  protection  against  hazards  of 
capillary  fragility.  Nitranitol  with  Phenobarbital 
and  Rutin.  (Combines  Rutin  20  mg.  with  above 
formula.) 
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Why  Many  Physicians  Write  It 

CAfyS  TAIfyS 

when  whiskey  is  indicated 


More  and  more  well-informed  physicians 
are  recommending  light  blended  whiskey 
to  their  patients  when  whiskey  is  medically 
indicated.  Reason: 

Neutral  spirit  blends  contain  few  congeners, 
such  as  fusel  oil,  tannins,  aldehydes,  esters, 
furfurals,  acids,  etc.  That  means  they’re 
not  only  light  but  mild,  too.  What’s  more, 
they’re  usually  around  only  86  proof 
(43%  alcohol  by  volume). 

One  of  America’s  leading  whiskies  of  this  type 
is  Carstairs  White  Seal.  It  is  blended  with  care 
...  by  expert  distillers  devoted  to  the 
highest  quality  standards.  Their  insistence 
on  perfection  has  made  Carstairs  famous  as 
the  Perfectly  Balanced  Blend. 

Whenever  whiskey  is  indicated,  may  we  suggest 
that  you  recommend  that  superb  blend  — Carstairs 
White  Seal  — to  the  patients  in  your  care? 


thcMut  L I 

CARSTAIRS 

r White  Seal  *) 

bunded  whiskev 


The  a Man  who  Cares  says 

CARSTAIRS  White  Seal 

Blended  Whiskey 


WRITE  FOR  FREE  PAMPHLET!  It  contains  much  interesting  information  on 
the  difference  between  whiskies  of  various  types.  For  your  free  copy,  write: 
Carstairs  Bros.  Distilling  Co.,  Inc.,  405  Lexington  Avenue,  New  York,  N.  Y. 

I 1 

CARSTAIRS  BROS.  DISTILLING  CO..  INC..  BALTIMORE,  MD.  BLENDED  WHISKEY  86  PROOF,  12%  GRAIN  NEUTRAL  SPIRITS 


2897 


PATTERNED  AFTER  HUMAN  MILK 

S-M-A,  ready  to  feed,  has  the  same  percentage  of  protein,  fat,  carbohydrate, 
and  ash  as  human  milk. 

Amino  Acids— Content  of  essential  amino  acids  equals  or  exceeds  the  average 
values  for  human  milk. 

Carbohydrate  is  lactose,  favoring  correct  acidophilic  intestinal  flora. 

Fats— Index  of  unsaturated  fatty  acids  is  standardized  at  the  top  of  the  range 
found  in  human  milk. 

Vitamins  (including  vitamin  c)— S-M-A  equals  or  exceeds  human  milk  in 
content  of  all  vitamins  for  which  minimum  daily  requirements  are  established. 
Minerals— S-M-A  exceeds  values  of  human  milk  for  calcium, 
phosphorus,  and  iron.  Both  S-M-A  and  human  milk  supply  an 
average  of  20  calories  per  ounce. 

S-M-A®  builds  husky  babies 


WYETH  INCORPORATED,  PHILA.  3,  PA 
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TUBULIN 

TRADE  MARK 

DEPROTEINATED  renal  extract 

VASODILATOR 

Useful  in  treatment  of: 

Peripheral  Vascular  Diseases 

1.  Arteriosclerosis  Obliterans. 

2.  Buerger’s  Disease. 

3.  Raynaud’s  Syndrome. 

4.  Vaso-spasm. 

Dosage:  One  c.c.  Every  Four  Days. 
Subcutaneously  and  Intramuscularly. 
Supplied  in  Ampoules:  1.0  c.c. 

Each  1 c.c.  represents  sterile  aqueous 
solution  of  deproteinated  renal  extract 
obtained  from  2.5  grams  of  Kidney 
tissue.  For  Literature  write 

INCRETO  PRODUCTS  CORP. 

231  W.  58th  STREET  NEW  YORK 


(greetings 

1949  £h  1950 


THE  PHYSICIANS’  HO ME'&mtmti 

Makes  a positive  attack  on  the  needs  and  uncertainties  faced  by  many  of  our 
' aged  and  retired  colleagues  and  their  widows.  At  this  season  of  good  will,  a 
clause  in  your  will  can  assist  in  the  continuance  of  this  direct  personal  service. 


"I  give  and  bequeath  to  the  Physicians'  Home,  incorporated  in  the 

State  of  New  York,  June  4,  1919,  the  sum  of  $ 

to  be  used  by  the  Board  of  Directors  to  maintain  and  continue  the 
purposes  and  activities  of  the  Physicians'  Home. 


CONTRIBUTIONS  TO  THE  PHYSICIANS'  HOME  ARE 
DEDUCTABLE  IN  COMPUTING  YOUR  FEDERAL  INCOME  TAX 

OFFICERS 

Charles  Gordon  Heyd,  M.D.,  President 

Harvey  B.  Matthews,  M.D.,  1st  Vice-President  Alfred  Heilman,  M.D.,  Assistant  Treasurer 
Walter  W.  Mott,  M.D.,  2nd  Vice-President  Beverly  C.  Smith,  M.D.,  Secretary 
B.  Wallace  Hamilton,  M.D.,  Treasurer  Adrian  Lambert,  M.D.,  AssistantSecretary 

Make  checks  payable  to 

PHYSICIANS’  HOME  • 52  East  66th  St.,  New  York  21 
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from  distressing 
URINARY  SYMPTOMS 


ENJOYS 


PATIENT 


under  TREATMENT 


Distressing  symptoms  of  urinary  tract  infec- 
tion such  as  urinary  frequency,  pain  and 
burning  on  urination  can  be  rebeved  prompt- 
ly in  a high  percentage  of  patients  through 
the  simple  procedure  of  administering  Pyri- 
dium  orally. 

With  this  easy-to-administer  and  safe  uri- 
nary analgesic,  physicians  can  often  provide 
their  patients  with  almost  immediate  relief 
from  distressing  urinary  symptoms  during 


the  time  that  other  therapeutic  measures  are 
directed  toward  alleviating  the  underlying 
condition. 

Pyridium  is  virtually  nontoxic  in  thera- 
peutic dosage  and  can  be  administered 
concomitantly  with  streptomycin,  penicillin, 
sulfonamides,  or  other  specific  therapy. 

The  complete  story  of  Pyridium  and  its 
clinical  use  is  available  on  request. 


PYRIDIUM 

(Brand  of  Phenylazo-diamino-pyridine  HCI) 

MERCK  & CO.,  Inc.  RAHWAY,  N. 

ufactu  ttnff 

In  Canada:  MERCK  & CO.,  Ltd.  Montreal,  Que. 
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This  is  how  Chic  Young,  the  cartoonist,  makes  a first  rough  sketch  for  the  famous  strip. 


Then  when  each  panel  in  a strip  meets  his  approval,  he  makes  a careful  pencil  rendering  as  above. 


After  this,  the  pencil  rendering  is  carefully  inked  in,  as  you  see  here. 


STEP  BY  STEP  . . . 

that’s  the  way  it’s  done  successfully! 


as  you  can  see,  Chic  Young,  who 
A draws  the  popular  "Blondie”  comic 
strip,  goes  through  many  steps  to  arrive 
at  a finished  cartoon. 

And,  cartoonist  Chic  Young,  together 
with  millions  of  other  smart  Americans, 
will  tell  you  that  the  step-by-step 
method  is  the  easiest,  surest  way  of 
doing  anything  worth  while. 

Particularly,  saving  money. 

One  of  the  easiest  and  surest  ways  to 


set  aside  any  worth  while  amount  of 
money  is  to  buy  United  States  Savings 
Bonds  the  step-by-step  method — 

So  set  aside  a regular  amount  week 
after  week,  month  after  month,  year 
after  year.  Then  in  10  short  years  you 
will  have  a mighty  nice  nest  egg  tucked 
away. 

Get  started  now.  Get  your  Bonds 
through  Payroll  Savings  or  at  your  bank 
or  post  office. 


AUTOMATIC  SAVING  IS  SURE  SAVING  — U.  S.  SAVINGS  BONDS 


Contributed  by  this  magazine  in  co-operation  with  the 
Magazine  Publishers  of  America  as  a public  service. 
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REQUIREMENT  OF  EFFECTIVENESS 
AND  PATIENT-ACCEPTANCE 


TRADEMARK  RfG  US  PAT  OIF. 

VAGINAL  JELLY 

Immobilizes  sperm  in  the 
fastest  time  recognized 
under  the  Brown  and 
Gamble  technique  ** iiK.tiCi'P 

mM  Occludes  the  cervix  for  as  long  as 
10  hours — effective  barrier  action 

Kb  Nonirritating  and  nontoxic 

^ — safe  for  continued  use 

Crystal  clear,  nonstaining,  delicately 
fragrant — esthetically  agreeable 

K Will  not  liquefy  at  body  tempera- 
ture— not  excessively  lubricating 

FOR  ECONOMY  TO  YOUR  PATIENTS 
SPECIFY  THE  LARGE  FIVE-OUNCE  SIZE 


gynecological  division 


JULIUS  SCHMID,  INC 


423  West  55th  St.,  New  York  1 9,  N.  Y 
quality  first  since  1883 


Active  Ingredients:  Dodecaethyleneglycol 

AAonolaurote  5%;  Boric  Acid  1%;  Alcohol  5%. 
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DOLOPHINE 
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HYDROCHLORIDE* 


t 


*(Methadon  Hydrochloride,  Lilly) 


Cough,  especially  when  unproductive  and  irritating, 
interferes  with  rest  and  sleep  and  may  be  painful. 

'Dolophine  Hydrochloride’  quiets  an  overactive  cough  reflex 
without  altering  respiratory  rate  or  air  volume.  Compared 
with  opium  derivatives,  it  is  more  effective  in  smaller  doses 
and  its  action  lasts  over  a longer  period  of  time. 

This  palatable  cherry-flavored  syrup  fully 
deserves  the  physician’s  preference. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A 


Literature  on  Syrup  'Dolophine  Hydrochloride’  is  available 
from  your  Lilly  medical  service  representative  or  will 
be  forwarded  upon  request. 


• Narcotic  order  required. 


DOSE:  tsp.  = 1.5  to  2 mg.  and  controls  cough 
for  four  to  six. hours  or  longer. 
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Editorials 

Christmas,  1949 


To  every  member  of  the  Medical  Society 
of  the  State  of  New  York,  the  officers  of  the 
Society,  the  Publication  Committee,  the 
1 Editors,  and  the  Associate  Editorial  Board 
extend  heartiest  greetings  and  best  wishes 
for  a joyous  Christmas. 

All  over  the  world  the  tenuous  flame  of  the 
torch  of  freedom  is  flickering;  here  and 
, there  its  light  has  ceased  to  penetrate  the 
| surrounding  murk;  the  quenched  embers 
i glow  secretly,  if  they  yet  retain  any  remain- 
, ing  warmth,  only  in  the  recesses  of  men’s 
souls.  There  they  are  kept  alive,  secure  by 
hope,  love,  charity,  and  the  help  of  God. 


The  evanescent  tyranny  of  manlike  beasts, 
annoying  temporary  oppression  by  officials 
vested  with  a little  brief  authority,  the 
evanescent  exercise  of  excessive  controls  by 
big  governments,  bigotry,  meddlesomeness, 
unkindness,  stupidity  can  be  endured  be- 
cause of  the  certainty  of  their  very  imper- 
manence and  the  sure  knowledge  that  the 
small,  continuing  spark  of  spiritual  aspira- 
tion, fanned  by  hope,  will  surely  burst  again 
into  strong  bright  flame  to  light  the  faltering 
progress  of  mankind  onward  and  upward. 
Merry  Christmas  and,  with  Tiny  Tim, 
“God  bless  us  all— every  one.” 


To  Thyself  Be  True 


It  is  related  of  the  late  Peter  Marshall, 
D.D.,  formerly  chaplain  of  the  U.S.  Senate, 
that  in  one  of  his  opening  prayers  he  said: 
“0  God!  Give  us  clear  vision  that  we  may 
know  where  to  stand  and  what  to  stand  for 


—because  unless  we  stand  for  something 
we  shall  fall  for  anything.”1 

The  code  of  ethics  of  the  medical  profes- 


1 Daily  News.  Nov.  15,  1949,  p.  4. 
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sion  and  the  twelve-point  program  of  the 
American  Medical  Association,  respectively, 
have  fulfilled  the  requirements  of  this  spicy 
invocation,  the  former  for  centuries  and  the 
latter  for  decades  in  so  far  as  American 
medicine  is  concerned.  Support  of  the 
Medical  Practice  Act  in  this  State  by  the 
majority  of  the  physicians,  the  long  and 
important  history  of  which  Act  we  have 
recently  condensed  in  these  columns,  is 
another  striking  example  of  a corollary  ful- 
fillment of  the  spirit  of  the  good  chaplain’s 
prayer,  in  the  public  interest  by  the  profes- 
sion.2 

We  are  about  to  face  again  in  this  State 
the  annual  onslaught  of  quackery  as  we 
have  done  in  every  recent  session  of  the 
Honorable  the  Legislature.  That  onslaught 
must  be  met  determinedly;  we  must  know 
where  we  stand  and  what  we  stand  for; 
but,  more  importantly,  the  legislators  and 


2 New  York  State  J.  Med.  49:  2255  (Oct.  1)  1949. 


the  public  must  understand  it,  too.  If  they 
do  not,  there  is  no  telling  what  they  may 
fall  for!  Chiropractic,  naturopathy,  all  the 
devices  shrewdly  calculated  to  serve  as 
short-cuts  to  the  pretension  of  real  medical 
knowledge  and  skill  may  be  expected  to 
parade  their  shallow  profundity,  their  shoddy 
charlatanism,  their  evasive  humbuggery 
in  crafty  legislative  proposals  for  licensure. 

Citizen-dupes  wall  be  marshalled  to  sup- 
port this  onslaught;  legislators  will  be 
swamped  with  mail ; letters,  petitions,  post- 
cards will  carry  the  message  that  the  public 
must  have  its  favorite  quackery  legalized. 

Little  of  the  mail  will  oppose  such  bill 
or  bills  as  may  be  introduced,  over  the 
signature  of  doctors,  if  past  experience  is  any 
criterion.  In  1949  the  chiropractic  bill 
barely  failed  of  passage.  This  Journal 
again  urges  all  doctors  of  medicine  in  the 
State  to  tell  their  legislators  where  the 
individual  doctors  stand  and  what  they 
stand  for;  otherwise 


The  Medical  Problems  of  Rural  Health 


These  problems  could  be  boiled  down  to 
the  statement:  Not  enough  of  anything 

available  where  needed.  The  Medical  So- 
ciety of  the  State  of  New  York  has  for 
years  studied  the  needs  of  the  rural  areas 
for  better  medical  service,  more  medical 
and  ancillary  personnel,  expanded  hospital 
and  diagnostic  facilities,  and  possible  ways 
of  providing  them.  The  New  York  State 
Department  of  Health  has  also  given  these 
problems  a vast  amount  of  study  looking  to 
the  solution  of  many  public  health  and  sani- 
tation needs.  Jointly,  the  Commissioner  of 
Health  and  the  Council  Committee  on 
Public  Health  and  Education  have  for  long 
conferred  and  have  jointly  and  severally  ob- 
tained action  over  the  years  by  which  be- 
ginnings have  been  made  in  solving  some  of 
the  problems.  Much  remains  to  be  done. 
Vast  amounts  of  information  as  to  needs  are 
available  as  the  result  of  former  and  contin- 
uing study.  What  about  more  action? 

In  the  November  issue  of  Health  News, 
Dr.  Herman  E.  Hilleboe,  Commissioner  of 
Health,  makes  some  very  concrete  sugges- 


tions. He  urges  a review  of  the  steps  taken 
by  the  Michigan  State  Medical  Society: 

Following  this  [A.M.A.]  conference  the 
State  of  Michigan  began  immediately  to  act. 
The  Michigan  State  Medical  Society  put  aside 
$2,000  for  a State  conference.  Early  in  1948, 
a State  meeting  on  this  subject  was  held  and 
28  lay  organizations  were  enlisted  as  cospon- 
sors. As  a result  of  this  meeting,  five  practical 
steps  were  taken.  (1)  The  Michigan  Founda- 
tion for  Medical  and  Health  Education  was 
formed  to  advance  loans  to  medical  students 
who  agreed  to  enter  rural  practice.  (2)  A 
physician  placement  service  was  organized 
under  the  auspices  of  the  State  Society.  (3) 
A nurse  recruitment  program  was  organized. 
(4)  A plan  for  more  local  community  health 
councils  was  formed.  (5)  A yearly  State  con- 
ference on  rural  health  was  determined  upon. 

The  Michigan  Foundation  for  Medical  and 
Health  Education  began  its  operation  by 
soliciting  funds  from  lay  organizations,  wealthy 
citizens,  and  other  possible  sources.  By 
January,  1949,  it  had  $100,000,  and  it  will 
award  sometime  this  month  its  first  scholarship 
loans  to  medical  students  who  are  willing  to  go 
into  rural  practice. 


December  15,  1949] 


EDITORIALS 


2905 


Studies  have  been  under  way  by  the 
Society  for  some  years  relating  to  the  prob- 
lems of  rural  medical  service  peculiar  to  this 
State  and  with  the  object  of  eliciting  the 
help  and  interest  of  the  Grange,  the  4-H 
Clubs,  and  the  Joint  Hospital  Survey  and 
Planning  Commission.  Basically,  the  task 
of  increasing  the  number  and  improving 
the  training  of  general  practitioners  has  been 
recognized  as  of  first  importance.  Already 
in  several  sections  of  the  State  experimental 
work  is  going  forward  in  an  effort  by  medical 
schools  and  hospitals  to  increase  hospital 
internship  training  in  general  practice  and 
to  revive  something  like  the  old  preceptor- 
ships,  the  students  actually  working  in  the 
offices  of  and  making  calls  with  rural  medical 
practitioners.  The  House  of  Delegates  at 
the  1949  Annual  Meeting  suggested  to  the 
Council  the  possible  formation  of  a Section 
on  General  Practice.  The  Council  is  recom- 
mending the  formation  of  such  a section  now. 


Also  in  October  of  this  year  the  New  York 
State  component  of  the  Academy  of  General 
Practice  held  its  first  scientific  meeting  at 
Syracuse. 

A survey  of  the  needs  for  medical  per- 
sonnel has  been  completed  recently  by  the 
State  Medical  Society;  the  Joint  Hospital 
Survey  and  Planning  Commission  is  now 
gathering  factual  material  relative  to  exist- 
ing and  needed  facilities;  studies  are  in 
progress  by  the  Medical  Society  of  the 
State  of  New  York  on  the  feasibility  of  the 
establishment  of  group  practice  in  rural 
areas,  and  the  Women’s  Auxiliaries  of  the 
State  and  county  societies  have  been  active 
in  assisting  nurse  recruitment  and  in  the 
study  of  rural  health  problems.  The  further 
steps  suggested  by  the  Commissioner  of 
Health  will  unquestionably  be  considered 
by  the  Council  Committee  on  Public  Health 
and  Education  at  an  early  date,  including 
the  Kansas  experiments  along  this  line. 


The  Hospital  and  the  Physician 


The  care  of  the  sick  in  the  average  Ameri- 
can home  is  rapidly  disappearing.  This  ap- 
plies not  only  to  serious  illnesses,  but  also  to 
a multiplicity  of  minor  ones  as  well  Eor 
many  and  adequate  reasons,  the  hospital  has 
been  substituted  for  the  home.  Better 
medicine  can  be  practiced  there,  not  only 
from  the  standpoint  of  the  physician,  but, 
more  important  still,  because  of  the  better 
results  to  the  patients.  It  is  apparent, 
therefore,  that,  in  the  future,  hospital  care 
will  continue  to  increase  in  quantity,  pres- 
tige, and  value.  There  is  no  possibility  that 
it  will  decrease. 

Over  the  years,  moreover,  the  hospitals, 
especially  the  larger  ones,  have  continually 
multiplied  their  functions.  In  addition  to 
the  scientific  care  of  the  sick  they  have  be- 
come institutions  of  social  service,  of  educa- 
tion for  doctors,  nurses,  social  service  per- 
sonnel, and  others,  ranging  from  librarians 
to  potential  hospital  superintendents.  Some, 
as  those  connected  with  teaching  centers, 
are  engaged  in  the  tremendously  expensive 
problems  of  the  education  of  medical  stu- 
dents, as  well  as  medical  research. 

The  larger  part  of  the  hospital  load  is 
carried  by  the  voluntary  hospitals.  Their 


income  is  derived  largely  from  patients.  It 
may  be  supplemented  by  community  chest 
contributions,  or  from  philanthropic  gifts, 
now  rapidly  diminishing.  They  have  been 
harassed  by  ever-increasing  costs  for  labor, 
food,  and  materials.  They  are,  in  fact, 
threatened  with  insolvency.  State  as  well 
as  national  government  is  keenly  aware  of 
its  degree  of  insolvency  and  anticipates  sub- 
sidies. 

Subsidies  are  not  an  evil  in  themselves. 
They  can  be  constructive,  but  also  they  may 
be  destructive.  They  can  be  constructive  if 
they  relieve  the  hospital  of  the  financial  bur- 
den of  the  education  of  so  many  people  who 
not  only  make  the  hospital  more  efficient  but 
also  will  serve  the  community  in  the  future. 
These  are  now  largely  paid  for  at  the  cash- 
ier’s office  by  the  patient. 

Subsidies  can  be  constructive,  if  they  pay 
for  intelligent  research.  A constructive  idea 
also  would  be  one  for  the  establishment  of  a 
commission  to  study  the  problems  of  hos- 
pitals, both  structurally  and  functionally,  in 
relation  to  the  community  in  which  they 
might  serve.  Such  a commission  should  be 
guided  by  the  invariable  rule,  old-fashioned 
though  it  may  be,  that  no  hospital' Should  be 

OF  r'lilj^-lDE^HIA 


2906 


EDITORIALS 


[N.  Y.  State  J.  M. 


built  beyond  the  capacity  of  the  local  com- 
munity to  finance  it.  One  hundred  fifty 
thousand  dollars  of  extra  cost  due  to  un- 
necessary cubic  feet  in  rooms  or  halls,  or  to 
ornate  decorations,  usually  makes  the  dif- 
ference between  solvency  and  insolvency 
when  it  comes  to  amortizing  the  mortgage. 

Far  too  many  hospitals  are  doomed  to 
financial  failure  as  soon  as  they  are  com- 
pleted. This  is  largely  due  to  the  fact  that 
the  construction  is  not  rigidly  controlled  by 
honest  bookkeeping  as  applied  to  anticipated 
income  and  expense.  This  should  be  done 
while  the  hospital  is  still  on  paper — before  a 
stone  is  laid.  Instead  of  this,  the  guiding 
light  is  the  ideas  of  visionary  and  expansive 
planners.  Good  medicine  and  surgery  are 
performed  by  men — not  by  marble  columns 
or  wide  corridors. 

Under  the  political  philosophy  of  recent 

years  it  is  assumed  that  man  is  unable  to 

care  for  himself  and  his  future,  that  he  needs 
» . * • 
constant  help  and,  what  is  more  important, 

supervision.  The  power  of  unlimited  money 
as  subsidies  has  caused  a convergence  of  wel- 
fare workers  on  every  conceivable  point  of 
attack.  One  of  these  is  the  hospital  which, 
in  turn,  can  be  used  for  the  expansion  of  the 
same  ideas. 

Destructive  subsidies,  therefore,  are  those 
that  build  or  subsidize  hospitals  directly,  be- 
cause control  must  inevitably  follow.  This 
endangers  the  autonomy  of  the  hospital  and, 
secondly,  the  autonomy  of  the  physician. 

In  New  York  State  the  lay  board  has  legal 
control  of  the  physical  plant,  the  finances, 
the  medical  staff,  the  nursing  staff,  and  the 
personnel.  The  physician  is  legally  ap- 
pointed to  the  staff  by  the  lay  board,  and, 
although  the  latter  may  consult  the  medical 
staff  as  to  its  appointments,  they  are  under 
no  obligation  to  follow  such  a course.  In 


spite  of  this,  however,  the  relationship  be- 
tween the  lay  boards  and  the  medical  staffs 
of  our  hospitals  has  usually  been  amicable. 
Each  has  kept  to  its  field  and  worked  to- 
gether for  the  common  good.  The  lay  board 
has  retained  its  power  for  local  service,  and 
the  physician  his  independence.  This  will 
probably  remain  so  as  long  as  the  hospital 
itself  can  remain  solvent.  Should  rt  have  to 
accept  subsidy,  things  might  be  altered. 

It  is  unthinkable  that  subsidy  would  long 
continue  from  any  source  without  control 
following  from  the  same  source.  All  pre- 
vious experience  proves  that.  The  nature 
of  that  control  cannot  be  foreseen,  but  un- 
doubtedly it  will  be  flavored  by  the  social 
theories  of  those  who  exercise  it.  It  can  be 
expansive  if  backed  by  the  general  fund  of 
the  taxpayers’  money. 

It  behooves  the  doctor,  therefore,  while 
there  might  be  time,  to  consider  actively  the 
solvency  of  his  own  castle — of  his  workshop. 
He  should  join  actively  with  the  lay  board 
in  sympathetic  understanding,  so  that  both 
may  become  allergic  to  unnecessary  expense 
and  debt — to  the  end  that  his  hospital  re- 
mains solvent.  He  should,  by  studying  the 
functional  activities  of  the  hospital,  of  him- 
self, and  of  his  colleagues,  make  medical  care 
in  his  own  institution  more  efficient  and  less 
expensive.  He  might  also  be  stimulated  to- 
ward this  activity  by  the  thought  that,  if  he 
does  not  do  it,  he  might  quickly  be  in  jeop- 
ardy. 

At  present  he  is  working  in  a place  con- 
trolled by  his  friends,  although  he  is  but 
one  of  the  personnel.  Should  his  friends  be 
superseded  his  security  and  dignity  would  be 
imperiled.  The  intense  competition  among 
physicians,  so  valuable  to  the  patient,  would 
also  disappear,  and  the  quality  of  medical 
care  would  suffer  in  consequence. 


The  Creeping  Paralysis  of  Dependency,  II 


Physicians  are  in  a position  to  assess  the 
subtle  corruption  of  dependency;  they  have 
to  contend  with  it  in  many  cases  of  illness  in 
which  it  is  a factor — the  dependency  which 
demands  “security”  as  a sop  for  the  vague 
fear  that  all  is  not  well,  that  creeping  paraly- 


sis of  the  will  which  aggravates  sickness, 
prolongs  recovery,  provokes  relapses,  and 
drives  the  cost  of  sickness  ever  higher,  the 
cost  of  living  ever  upward,  makes  the  tax 
bill  ever  greater;  the  dependency  which  ex- 
hausts the  coffers  of  private  charity,  over- 
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loads  public  assistance,  permits  private 
taxation  to  be  levied,  for  example,  on  every 
ton  of  coal  mined  to  be  paid  by  every  coal- 
using citizen  for  the  “health  and  welfare”  of 
an  elite  protectorate  who  may  work  one  or 
two  days  a week  if  permitted.  Surely,  they 
must  need  a “health  and  welfare”  fund  of 
huge  proportions  since  their  house  is  “empty, 
swept,  and  garnished,”1  ready  for  occupancy 
by  the  seven  devils:  idleness,  vainglory, 
pride,  preferment,  tyranny,  hate,  and  fear. 

Within  the  labor  movement,  dependency 
grows  constantly,  witheringly  as  a result  of 

1 Matthew  12  : 44. 


the  pursuit  of  the  will  o’-the-wisp  “security.” 
In  the  larger  field  of  national  affairs,  au- 
thority is  proposing  “social  security”  on  an 
ever  more  grandiose  scale,  apparently  un- 
mindful that  “security,”  whether  social  or 
not,  is  preceded  by  debt,  accompanied  by 
dependency,  and  followed  by  destruction. 

Consider  the  current  public  debt,  consider 
the  current  commitments  of  this  nation  to 
others,  consider  the  proposed  domestic 
legislation  to  increase  “security”  and  in- 
crease dependency,  citizen-taxpayers!  Shall 
we  travel  that  road  to  its  end?  Who  then 
can  be  secure,  from  what  and  for  how  long? 


Current  Editorial  Comment 


A Great  Medical  Discovery.  Some 
highly  placed  but  invisible  figure  in  the 
administration  of  the  United  States  govern- 
ment has  made  during  the  past  sixteen 
years  an  important  medical  discovery.  It 
is  that  of  visual  fatigue. 

The  average  reader  of  the  average  paper 
in  this  country  is  easily  bored  with  counting 
ciphers.  Members  of  the  generation  awed 
by  the  accumulation  in  private  hands  of 
the  Ford,  Rockefeller,  and  Carnegie  mil- 
lions now  see  the  next  generation  led  down 
the  garden  path  in  precisely  the  opposite 
direction,  but  on  a vastly  more  magnificent 
scale.  The  amassing  of  millions  in  private 
i hands  is  a matter  for  public  execration. 
The  spending  of  billions  by  government  is 
one  for  public  admiration.  We  quote 
| from  the  financial  section  of  the  New  York 
Times,  Sunday,  October  9,  1949: 

VAST  EXPENSE  SEEN  IN  SOCIAL  SECUR- 
ITY 

Possible  annual  cost  is  placed  at  $13,000,000,- 
000  fifty  years  in  the  future 
In  10  years  the  annual  cost  will  be  $3,800,000,-  * 
000 

And  on  top  of  this  we,  the  nation  with 
the  best  record  of  national  health,  are  being 
asked  to  institute  a system  of  socialized 
medicine. 

We  gladly  invite  the  accusation  of  nai- 
vete by  asking  this  question:  Why  is  it 

moral  for  governments  to  do  things  for 
which  a private  individual  would  be  put  in 
jail?  Upon  what  meat  do  these  our  poli- 
ticians feed,  that  they  are  growm  so  omnis- 


cient? The  first  question  a private  banker 
would  ask  of  a client  wishing  to  launch  a 
new  idea — a new  vision — if  you  please,  is 
“What  is  your  credit  rating?” 

We  do  not  wish  to  put  too  much  of  a 
strain  upon  our  readers,  but  we  ask  them 
to  consider  for  a moment  Government  as  an 
individual — Mr.  Smith.  Mr.  Smith’s  heart 
bleeds  for  the  unfortunates  who  cannot 
themselves  meet  the  cost  of  medical  care. 
For  their  benefit  he  would  tax  the  entire 
people,  sick  and  wrell  alike.  By  this  means 
he  would  benefit  a proportion  of  the 
nation.  The  majority  of  taxpayers — and 
those  having  money  to  pay  taxes  are  usually 
the  smarter  or  the  more  industrious,  plod- 
ding, conscientious  proportion  of  the  popu- 
lation— would  not  take  long  to  discover 
that,  if  they  had  to  shell  out  money  for  the 
care  of  the  sick  no  matter  how  well  they 
were  themselves,  they  would  lose  their 
incentive  to  keep  well.  Heart  Associa- 
tions, Cancer  Clinics,  Foundations  for 
Infantile  Paralysis,  and  Tuberculosis  and 
Health  Associations  keep  the  public  con- 
tinuously aware  of  the  pitiful — and  fre- 
quently deserving — plight  of  sufferers  from 
such  plagues. 

The  public  is  not  aware,  but  the  medical 
profession  is,  of  the  vastly  greater  numbers 
of  people  with  psychosomatic  ailments  who 
are  not  ill  because  they  sometimes  cannot 
afford  to  be.  Neither  is  Mr.  Smith.  So 
what  is  Mr.  Smith’s  next  move  in  his  pro- 
gram of  measureless  devotion  to  the  public 
welfare? 

He  sues  the  Atlantic  and  Pacific  Com- 
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pany  because,  through  their  far-flung  com- 
binations, their  efficiency  methods,  and 
their  business  acumen,  over  many  years 
they  have  succeeded  in  supplying  the 
underprivileged  masses  with  cheaper  food. 
They  are  Big  Business,  which  for  some 
reason  he  doesn’t  like.  He  doesn’t  see  the 
good  results  because  he  resents  the  methods 
by  which  they  are  attained. 

If  Mr.  Smith  were  submitted  to  an  ex- 
amination by  a board  of  impartial  psychia- 
trists, we  think  he  might  be  adjudged  a 
schizophrenic. 

We  find  this  transposition  of  govern- 
ment to  individual  very  disturbing.  What 
do  you  think? 

Retail  Druggists’  National  Association. 

In  September,  the  Federal  Security  Ad- 
ministrator’s speech  to  the  National  Retail 
Druggists’  Association  sought  to  win  the 
support  of  this  organization  for  the  admin- 
istration’s national  compulsory  health  in- 
surance program.1 

Refusal  of  the  National  Association  of 
Retail  Druggists  to  accept  the  Federal 
Security  Administrator’s  proposal  for  a 
compulsory  health  insurance  program  has 
been  hailed  by  Mr.  Robert  L.  Lund,  presi- 
dent of  the  St.  Louis  College  of  Pharmacy, 
as  the  rejection  of  “ an  appeal  to  the  pocket- 
book  rather  than  to  principle.” 

Mr.  Lund  referred  to  the  action  of 
NARD’s  51st  annual  convention  in  Septem- 
ber, which  reaffirmed  opposition  to  social- 
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ized  medicine  despite  a personal  appeal  by 
Mr.  Oscar  R.  Ewing,  FSA  chieftain.  A 
resolution  objecting  to  the  political  health 
scheme  was  passed  by  delegates  after 
Ewing’s  speech  in  which  he  openly  stated 
that  “I  do  not  see  how  the  retail  druggist 
can  fail  to  profit  enormously”  under  the 
project. 

Pointing  to  the  “specious  and  offensive 
logic”  of  the  speech,  Mr.  Lund  said  that 
Ewing  “misunderstood  the  character  of  the 
druggists  of  America  in  his  effort  to  bring 
national  health  to  the  level  of  merely  their 
stock  in  trade,  cash  registers,  and  profit.” 

“It’s  reassuring  to  all  of  us  who  are  con- 
cerned for  free  American  institutions  to 
know  that  the  druggists  of  this  country  be- 
lieve that  the  question  of  the  people’s 
health  should  be  decided  on  principle  and 
on  the  basis  of  achievements  of  our  exist- 
ing medical  system,  recognized  to  be  the 
finest  in  the  world,”  Lund  continued. 

“The  druggists  of  America  have  shown 
clearly  that,  so  far  as  they  are  concerned, 
this  question  is  not  to  be  answered  by  any 
appeal  to  short-term,  selfish,  commercial 
interest,  but  by  reference  to  the  true  prin- 
ciples and  values  involved — the  welfare 
and  the  freedom  of  all  Americans.” 

This  attitude  of  the  retail  druggists  as 
expressed  by  the  president  of  the  St.  Louis 
College  of  Pharmacy  seems  to  us  to  be  a 
fitting  rebuke  to  salesmen  of  national  com- 
pulsory health  insurance  who  can  appar- 
ently find  so  little  to  commend  it  that  they 
must  resort  to  an  appeal  to  the  most  of- 
fensive and  sordid  commercialism. 


OFFICE  MANAGEMENT  OF  VENEREAL  DISEASES 

“The  time  has  now  arrived  when  the  diagnosis  and  treatment  of  venereal 
diseases  should  properly  revert  to  the  office  of  the  private  physician  . ” 

are  the  words  prominently  displayed  pn  the  cover  of  a valuable  and  useful 
booklet  recently  issued  by  the  Bureau  of  Social  Hygiene  of  the  New  York 
City  Department  of  Health,  in  cooperation  with  the  New  York  State  De- 
partment of  Health  and  the  United  States  Public  Health  Service.  This 
booklet  outlines  for  the  physician  the  management  of  venereal  disease  pa- 
tients and  is  up-to-date  on  the  new  methods  of  treatment,  including  peni- 
cillin and  other  antibiotic  agents,  although  the  final  word  on  these  remedies 
cannot  be  written  at  this  time. 

The  publication  is  well  worthy  of  the  attention  of  the  practitioner  and 
may  be  obtained  from  the  Department  of  Health,  125  Worth  Street,  New 
York  13,  New  York. 
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Effect  on  Salivary  Suspensions  of  Streptococcus  Hemolyti- 
cus  and  Staphylococcus  Aureus,  Resulting  from  One-Half 
Hour's  Exposure  to  Various  Concentrations  of  Tyrothricin. 


Range  of  Salivary 
Concentrations 
provided  by  one 
Lozille  containing 
2 mg.  of 
tyrothricin,  used  as 
recommended, 
during  approxi- 
mately one-half 
hour. 


STAPHYLOCOCCUS 
AUREUS 
~range  necessary 
for  slight  to 
marked 
Inhibition. 


Effective  Salivary  Levels  of  Tyrothricin 


Used  as  recommended,  one  Lozille  main- 
tains for  approximately  one-half  hour  sali- 
vary tyrothricin  levels  as  shown  in  chart. 

The  sustained  salivary  concentrations  in- 
sure broad  antibacterial  action  against  gram- 
positive organisms  responsible  for  acute 
oropharyngeal  infections. 


Tyrothricin,  unlike  topical  penicillin,  is  re- 
markable for  its  lack  of  local  toxicity.  Pleas- 
ant-tasting,  Lozilles  also  provide  propesin, 
for  non-toxic,  long-lasting  analgesia. 

Each  Lozille  contains  2 mg.  of  tyrothricin 
and  2 mg.  of  propesin.  Supplied  in  vials  of 
15  Lozilles. 


toz/ues 

(Loh-Zeels)  TYROTHRICIN-PROPESIN  LOZENGES 


WHITE  LABORATORIES,  INC.,  Pharmaceutical  Manufacturers,  Newark  7,  N.  J. 


^lOW 

% 

in  the  Control  of  Edema 

ORAL 

Mercurial  Diuretic 
with  Ascorbic  Acid 


One  to  two  tablets  daily  will 
permit  maintenance  of  patients  at 
optimal  or  “dry”  weight.  Tablets 
MERCUHYDR1N  with  Ascorbic  Acid 
combat  the  pathologic  retention  of 
water-binding  sodium  which  im- 
poses a mounting  fluid  burden  on 
the  failing  heart.  Effective  and  usu- 
ally well-tolerated,  they  are  of  spe- 
cial value  in  treatment  of  ambula- 
tory patients. 

mercuhydriN  mobilizes  water  and 


sodium  from  inundated  tissues  and 
fosters  their  urinary  excretion.  Oral 
maintenance  therapy  . . . Tablets 
MERCUHYDRIR  with  Ascorbic  Acid 
. . . supplements  the  parenteral 
mercurial  and  diminishes  the  num- 
ber of  injections  required  to  main- 
tain the  edema-free  state. 

Tablets  Mercuhydrin  with  Ascor- 
bic Acid:  Bottles  of  100.  Each  tablet 
contains  meralluride  60  mg.  and  as- 
corbic acid  100  mg. 


INC. 
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GASTRIC  RESECTION  FOR  PEPTIC  ULCER  IN  POOR-RISK  PATIENTS 


John  D.  Stewart,  M.D.,  Harry  W.  Hale,  Jr.,  M.D.,  and  James  E.  Hix,  M.D.,  Buffalo, 

New  York 

(From  the  Edward  J.  Meyer  Memorial  Hospital  and  the  Department  of  Surgery  of  the  University  of  Buffalo 

School  of  Medicine) 


TN  CONSIDERING  the  advisability  of  any 
-L  surgical  operation,  the  benefit  likely  to  be 
obtained  by  the  patient  must  be  balanced  against 
the  risk  of  the  procedure.  Furthermore,  the 
patient  is  interested  in  the  risk  of  operation  in 
his  own  case  with  the  particular  circumstances  at 
hand,  rather  than  in  statistical  abstractions. 
The  surgeon  must  estimate  the  patient’s  physio- 
logic reserve  and  the  effect  of  the  surgical  lesion 
as  well  as  incidental  disease,  as  these  may  bear  on 
his  fitness  for  surgical  operation.  At  the  same 
time  the  surgeon  must  know  what  the  risk  of  the 
proposed  operation  amounts  to  in  his  own  hands 
with  the  facilities  available  to  him. 

Although  the  term  “elective”  is  used  for  surgi- 
cal operation  under  certain  conditions,  actually 
the  indications  for  surgical  treatment  are  always 
relative,  not  absolute.  Consequently,  with  ad- 
vances in  the  art  and  science  of  surgery,  its  proper 
scope  broadens.  The  surgeon,  as  well  as  the 
referring  physician,  must  always  keep  this  point 
in  mind  in  order  to  advise  the  patient  wisely. 
For  the  physician  to  gauge  the  place  of  a surgical 
operation  on  the  basis  of  its  benefits  and  dangers 
twenty  years  ago  or  even  ten  years  ago  is  mani- 
festly unreasonable  and  unfair  to  the  patient. 
The  present  study  was  undertaken  to  obtain  in- 
formation on  the  current  risk  of  the  operation 
of  subtotal  gastric  resection,  as  performed  for 
the  relief  of  complications  of  peptic  ulcer  in  a 
depleted,  poor-risk  group  of  patients.  The  series 
comprises  120  consecutive  cases  recently  operated 
on  by  the  senior  author. 

The  Hoffmeister  type  of  subtotal  gastrectomy 
has  been  used  almost  exclusively,  and  the  anasto- 
mosis has  been  of  the  antecolic,  short  jejunal  loop 
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variety.  Actual  measurements  have  shown  an 
average  excision  of  80  per  cent  of  the  stomach. 
When  the  ulcer  was  duodenal,  it  was  usually,  but 
not  always,  excised.  In  the  penetrating  duodenal 
ulcer  with  extensive  involvement  of  surrounding 
tissues  and  a pancreatic  crater,  the  operation  de- 
scribed by  Allen  has  at  times  been  employed  with 
satisfaction.1  Ether  anesthesia  by  closed  system 
and  endotracheal  catheter  has  been  used,  and 
early  ambulation  has  been  routinely  practiced 
with  the  patients  walking  within  twenty-four 
hours  after  operation.  Penicillin  has  been  used 
postoperatively  and  in  a few  cases  streptomycin 
as  well.  Blood  transfusion  has  been  freely  used 
during  and  after  operation,  not  only  in  the  acutely 
bled-out  patients  but  in  the  nonhemorrhagic 
cases. 

The  indications  for  gastric  resection  in  the  120 
cases  are  shown  in  Table  1.  The  commonest 
finding  was  intractability  to  medical  management, 
which  usually  meant  penetration  of  the  ulcer  to 
such  an  extent  as  to  involve  neighboring  struc- 
tures outside  the  stomach  or  duodenum.  In 
many  instances,  the  ulcer  had  actually  burrowed 
into  other  viscera.  Often  there  were  several  of 
the  so-called  surgical  complications  of  peptic 
ulcer  present  in  the  same  patient.  Thirty-four 
of  the  patients  were  suffering  from  acute  massive 
hemorrhage  and  were  operated  upon  within 
twenty-four  hours  after  admission  to  the  hospital. 

TABLE  1. — Indications  for  Gastric  Resection  in  Peptic 
Ulcer  in  120  Patients  with  163  Complications 


Complication  Number 

Intractability  to  treatment  37 

Intractability  and  obstruction  17 

Intractability  and  recurrent  bleeding  13 

Intractability,  bleeding,  and  obstruction  3 

Acute  massive  hemorrhage  34 

Suspected  malignancy  7 

Recurrent  bleeding  4 

Obstruction  6 
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In  each  of  these  the  red  cell  count  was  2,500,000 
per  cu.  mm.  or  less,  or  the  total  circulating 
red  cell  mass  was  60  per  cent,  or  less,  of  normal. 
The  less  seriously  exsanguinated  patients  were 
not  operated  upon  until  they  had  recovered  from 
the  effects  of  hemorrhage,  for  a specific  study  of 
the  merits  of  gastric  resection  for  acutely  mas- 
sively bleeding  ulcer  was  being  carried  out. 

It  is  of  special  interest  that  during  the  same 
period  of  time,  while  120  patients  had  gastric 
resection  for  the  indications  mentioned,  13  pa- 
tients had  gastric  resection  for  supposedly  benign 
gastric  ulcer  which  turned  out  to  be  malignant. 
Since  42  of  the  120  patients  operated  on  for  peptic 
ulcer  had  benign  gastric  ulcer,  it  follows  that  the 
incidence  of  unsuspected  cancer  was  13  out  of 
55  gastric  ulcerations  coming  to  operation,  or 
23.6  per  cent.  Of  further  interest  was  the  fact 
that  there  were  47  patients  during  the  same  period 
of  time  hospitalized  for  perforation  of  peptic 
ulcer.  Perforation  is,  therefore,  somewhat  less 
common  than  massive  hemorrhage  as  a complica- 
tion, for  a control  group  of  30  cases  of  massive 
hemorrhage  during  the  same  period  were  not 
operated  upon. 

The  average  duration  of  symptoms  of  peptic 
ulcer  in  the  120  patients  of  the  series  was  eight 
and  eight-tenths  years.  Twenty-five  of  the  group 
had  had  previous  operations  for  peptic  ulcer — 
in  12  instances  suture  of  perforation.  Twenty  of 
the  120  patients  were  classified  as  chronic  al- 
coholics, while  in  13  frank  malnutrition  and  avita- 
minosis were  present.  The  weight  loss,  as  aver- 
aged from  the  data  obtainable  with  reasonable 
accuracy  in  84  patients,  was  14  pounds.  Two 
patients  were  so  depleted  that  ascitic  fluid  was 
present  in  the  peritoneal  cavity  at  the  time  of 
gastric  resection;  in  both,  convalescence  was 
uneventful. 

Shown  in  Table  2 is  information  to  indicate 
associated  diseases  found  in  the  series  of  120 
patients.  The  degenerative  diseases,  malnu- 
trition, chronic  alcoholism,  and  pulmonary  tuber- 
culosis were  common.  Since  the  patients  were  in 


TABLE  2. — Associated  Disease  in  120  Patients  Having 
Gastric  Resection  for  Peptic  Ulcer 


Disease 

Number 

Heart  disease 

24 

Hypertensive 

13 

Arteriosclerotic 

7 

Rheumatic 

3 

Luetic 

Pulmonary  disease 

1 

19 

Active  tuberculosis 

7 

Emphvsema,  severe 

5 

Bronchiectasis 

3 

Kyphoscoliosis,  severe 
Malnutrition  and  avitaminosis 

4 

13 

Chronic  alcoholism 

20 

Diabetes  mellitus 

2 

Syphilis  of  central  nervous  system 

2 

Osteoarthritis,  severe 

2 

Miscellaneous 

36 

TABLE  3. — Age  Distribution  of  120  Patients  Having 
Gastric  Resection  for  Peptic  Ulcer 


Age  Distribution 

(Years) 

10 

20 

30 

40 

50 

60 

70 

80 

to 

to 

to 

to 

to 

to 

to 

to 

Acute  massive  hemorrhage 

20 

30 

40 

50 

60 

70 

80 

90 

cases  (34) 

0 

3 

6 

5 

4 

13 

3 

0 

Not  acutely  bleeding  (86) 

1 

3 

11 

22 

27 

17 

3 

2 

Total 

1 

6 

17 

27 

31 

30 

6 

2 

the  older  age  group,  the  high  incidence  of  hyper- 
tensive cardiovascular  disease  was  not  surprising. 
Five  patients  had  suffered  one  or  more  bouts  of 
cardiac  decompensation,  and  two  showed  signs 
of  decompensation  on  admission  to  hospital. 
Four  were  taking  digitalis  when  admitted;  four 
were  suffering  from  angina  pectoris,  and  one  had 
had  coronary  occlusion.  Nine  patients  showed 
electrocardiographic  changes  denoting  diffuse 
myocardial  damage,  and  in  seven  cardiac  en- 
largement on  radiographic  examination  was  pro- 
nounced. Four  patients  had  systolic  blood 
pressure  above  200  at  operation. 

Of  the  19  patients  with  pulmonary  disease,  the 
seven  with  active  pulmonary  tuberculosis  were  of 
particular  interest.  Despite  the  presence  of 
cavitation,  which  was  bilateral  in  one  case,  opera- 
tion and  anesthesia  were  well  borne.  In  the 
group  of  patients  with  malnutrition  and  avita- 
minosis, as  in  those  with  chronic  alcoholism,  the 
peptic  ulcers  were  found  to  be  especially  large, 
and  the  involvement  of  neighboring  organs  was 
often  severe.  In  two  of  these  patients  ascites 
was  present  at  the  time  of  gastric  resection. 
The  miscellaneous  associated  diseases  included 
a wide  variety  of  lesions,  such  as  carcinoma  of  the 
larynx,  psychoneurosis  (three  patients),  neuro- 
fibromatosis, epilepsy,  and  cholecystitis  with 
cholelithiasis.  No  patient  in  the  series  had 
cirrhosis  of  the  liver. 

That  the  series  of  patients  represented  a wide 
distribution  of  age  is  shown  in  Table  3.  However, 
the  preponderance  was  in  the  older  age  group,  and 
the  average  age  for  the  entire  group  was  fifty- 
one  and  one-half  years.  The  oldest  patient,  a 
man  of  eighty-five  years,  gave  a history  of  peptic 
ulcer  going  back  for  over  twenty  years.  The 
youngest  patient,  eighteen  years  of  age,  had  had 
four  episodes  of  massive  hemorrhage  from  duo- 
denal ulcer  since  the  age  of  sixteen.  The  fifth, 
sixth,  and  seventh  decades  showed  the  highest 
number  of  cases.  The  series  is  too  small  to 
warrant  statistical  conclusions,  but  it  is  notable 
that  in  the  34  patients  acutely  exsanguinated 
from  hemorrhagic  ulcer  the  average  age  was 
somewhat  higher  and  a disproportionate  number 
of  patients  were  in  the  seventh  decade  of  life. 

With  regard  to  laboratory  data,  interest  centers 
chiefly  in  the  group  of  patients  admitted  for  acute 
massive  hemorrhage.  This  group  of  34  patients 
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met  the  following  criteria  of  classification:  (1) 
There  had  been  gross  bleeding  into  the  gastro- 
intestinal tract  with  attendant  signs  of  cerebral 
anoxia  within  one  week  and  (2)  the  admission 
red  cell  count  was  2,500,000  per  cu.  mm.  or  less, 
or  the  total  circulating  red  cell  mass  was  reduced 
to  60  per  cent,  or  less,  of  normal.  These  patients 
had  blood  replacement  and  gastric  resection 
within  twenty-four  hours  after  admission.  The 
average  initial  red  blood  cell  count  for  the  34 
patients  of  this  group  was  2,610,000  per  cu.  mm. 
The  average  for  the  nonhemorrhagic  group  was 
4,250,000  per  cu.  mm.,  there  being  72  observa- 
tions recorded.  The  plasma  protein  concentra- 
tion, as  averaged  from  30  hemorrhagic  cases  on 
admission,  was  5.95  Gm.  per  100  cc.,  and  for 
59  nonhemorrhagic  cases  the  average  value 
was  about  the  same  (5.92  Gm.  per  100  cc.). 
The  lowest  plasma  protein  concentration  recorded 
for  the  entire  group  was  4.0  Gm.  per  100  cc. 

As  observed  at  operation  62.5  per  cent  of  the 
ulcers  were  duodenal,  23.3  per  cent  were  gastric, 
and  11.6  per  cent  were  both  gastric  and  duodenal. 
In  one  patient  the  site  of  the  ulcer  was  not 
recorded,  and  in  two  patients  the  ulcer  was  mar- 
ginal and  based  on  gastroenterostomy  performed 
years  before.  In  49  cases  the  ulcer  showed  pene- 
tration into  the  pancreas  and  in  four  penetration 
into  the  liver.  Four  patients  had  resection  of 
jejunum  and  old  posterior  gastroenterostomy  as 
well  as  gastric  resection,  and  one  patient  with  a 
gastrojejunocolonic  fistula  also  had  to  have  re- 
section of  the  colon. 

In  considering  postoperative  complications  in 
the  series,  as  shown  in  Table  4,  pulmonary 
atelectasis  and  infection  were  the  commonest  and 
occurred  singly  or  together  in  32  patients.  In  no 
instance  were  these  complications  fatal,  and,  as  a 
rule,  convalescence  of  the  patient  was  retarded 
only  slightly,  if  at  all.  In  four  cases  there  was 
enough  bleeding  to  be  noted  in  the  nasogastric 
suction  drainage  during  the  first  forty-eight 
hours  after  operation.  In  two  instances  there 


TABLE  4. — Postoperative  Complications  in  115  Gastric 
Resections  for  Peptic  Ulcer  (5  Fatalities  Not  Included) 


Complication 

Number 

Lungs 

34 

Pulmonary  edema 

i 

Atelectasis 

19 

Pneumonia 

13 

Pleurisy 

Gastrointestinal  tract 

1 

15 

Bleeding 

4 

Dumping  syndrome 

2 

Diarrhea,  mild 

7 

Gastric  retention,  mild 
Circulation 

2 

11 

Pulmonary  embolism 

i 

Thrombophlebitis 

4 

Transfusion  reactions 
Wound 

6 

7 

Dehiscence 

2 

Infection 

4 

Hematoma 

1 

TABLE  5. — Mortality  for  Gastric  Resection  in  120 
Consecutive  Operations  for  Complicated  Peptic  Ulcer 


Indications  for  Operation 

Number 

Deaths 

Acute  massive  hemorrhage 

34 

5 

Other  surgical  complications 

86 

0 

Total 

120 

5 

was  temporary  gastric  retention  following  opera- 
tion. There  were  two  instances  of  wound  dehis- 
cence, four  of  wound  infection,  four  of  thrombo- 
phlebitis, and  one  of  nonfatal  pulmonary  embo- 
lism. 

In  Table  5 are  shown  mortality  figures  for  the 
series.  The  five  deaths  were  all  in  the  group 
operated  upon  as  a life-saving  measure  for 
exsanguinating  hemorrhage.  Brief  abstracts  of 
these  five  cases  are  included  below.  It  should  be 
mentioned  that  the  mortality  rate  in  a similar 
group  of  cases  of  massive  bleeding  treated  non- 
surgically  was  approximately  twice  as  great. 

Case  Reports 

Case  1. — S.  P.,  a seventy-four-year-old  man  with  a 
history  of  peptic  ulcer  of  two  years  duration,  was 
brought  into  the  hospital  unconscious  from  massive 
hemorrhage  into  the  upper  gastrointestinal  tract. 
He  had  been  vomiting  blood  for  twenty-four  hours. 
Blood  pressure  and  pulse  responded  somewhat  to 
transfusions,  but  the  patient  remained  disoriented. 
He  was  operated  upon  within  twenty-four  hours  after 
admission,  and  gastric  resection  was  performed  for  a 
large  duodenal  ulcer  penetrating  into  the  pancreas 
and  liver.  The  patient  died  the  following  day,  and 
autopsy  showed  extensive  hemorrhagic  softening  of 
frontal,  parietal,  and  occipital  lobes  and  basal 
ganglia. 

Case  2. — J.  K.,  a fifty-six-year-old  man  with  a 
history  of  ulcer  dyspepsia  of  four  months  duration, 
came  to  the  hospital  after  four  days  of  exsanguinat- 
ing hemorrhages  into  the  upper  gastrointestinal 
tract.  He  was  not  in  shock  when  admitted.  After 
transfusion  therapy  he  was  operated  upon,  and  a 
duodenal  ulcer  with  pancreatic  penetration  was 
excised  with  subtotal  gastrectomy.  The  immediate 
postoperative  course  was  satisfactory  but  the  pa- 
tient died  on  the  sixth  postoperative  day  after  an 
episode  of  hematemesis.  Autopsy  was  not  per- 
formed. 

Case  3. — W.  K.,  a sixty-five-year-old  man,  was 
admitted  to  the  medical  service  for  arteriosclerotic 
heart  disease  with  decompensation.  Five  days 
after  admission  he  had  severe  hematemesis  and 
melena  and  went  into  collapse.  At  operation  he  was 
found  to  have  a gastric  ulcer  with  pancreatic  adhe- 
sion, and  gastric  resection  was  performed.  His 
postoperative  course  was  excellent  until  the  third 
day  when  he  died  suddenly  while  being  examined. 
He  had  been  digitalized  prior  to  operation.  No 
autopsy  was  performed,  but  death  was  attributed  to 
coronary  artery  disease. 

Case  4- — M.  P.,  a sixty-one-year-old  man  with 
severe  hunchback  deformity,  was  admitted  in  hemor- 
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rhagic  shock  gasping  for  breath.  He  had  been 
vomiting  blood  and  passing  tarry  stools  for  twenty- 
four  hours.  The  response  to  transfusion  therapy 
was  poor.  He  died  seven  hours  after  gastric  resec- 
tion without  regaining  consciousness.  In  the  gas- 
tric specimen  there  were  multiple  prepyloric  ulcers 
containing  open  vessels. 

Case  5. — A.  L.,  a sixty-year-old  woman  with  a 
ten-year  history  of  peptic  ulcer,  was  admitted,  bled- 
out  and  showing  air  hunger.  She  had  been  passing 
blood  by  rectum  and  vomiting  blood  over  a three- 
week  period.  At  operation  a posterior  wall  duodenal 
ulcer  with  pancreatic  crater  was  found.  The  ulcer- 
bearing area  of  the  duodenum  was  excised,  and  gas- 
tric resection  was  performed.  She  died  three  days 
after  operation  with  signs  of  bronchopneumonia  and 
peritonitis.  No  autopsy  was  performed. 


Summary 

A study  has  been  made  of  the  risks  of  gastric 
resection  in  a group  of  120  consecutive  compli- 
cated cases  of  peptic  ulcer;  the  evidence  for 
classifying  the  patients  as  poor-risk  cases  is 
analyzed,  and  the  morbidity  and  mortality 
findings  are  presented.  It  seems  profitable  to 
conclude  that  adequate  ulcer-correcting  gastric 
resection  can  now  be  performed  with  low  risk 
even  in  patients  presenting  locally  and  generally 
unfavorable  conditions. 


Reference 

1.  Allen,  A.  W.,  and  Benedict,  E.  B.:  Ann.  Surg.  98:  736 
(1933). 

Discussion 

Herman  Pearse,  M.D.,  Rochester. — Dr.  Stewart  is 
to  be  congratulated  in  attaining  so  low  a mortality 
as  4 per  cent  in  such  a poor-risk  group  of  patients 
subjected  to  a major  surgical  procedure.  This 
extension  of  operability,  in  spite  of  the  degenerative 
diseases  of  old  age  and  complications  from  the  pri- 
mary disorder,  is  prevalent  in  all  of  surgery  today. 
The  resident  surgeon  now  calmly  proceeds  under 
circumstances  that  would  have  made  the  senior 
attending  physician  shudder  twenty  years  ago.  I 
doubt  if  this  is  due  to  better  surgical  skill.  Rather, 
it  comes  from  improvement  in  the  ancillary  measures 
used  before,  during,  and  after  the  operation.  These 
are  largely  responsible  for  our  smaller  mortality  and 
greater  scope  of  activity. 

The  appreciation  of  the  need  to  correct  anemia, 
hvpoproteinemia,  dehydration,  demineralization, 
and  avitaminosis;  the  strengthening  of  cardiovascu- 
lar and  renal  function;  the  improvement  in  anes- 
thesia; the  avoidance  of  shock  by  blood  replace- 
ment, and  the  prevention  of  postoperative  complica- 
tions by  antibiotics,  rebreathing,  hydration,  gastric 
suction,  and  early  ambulation  are  the  measures  that 
have  extended  the  scope  of  surgery. 

Hence,  this  report  of  Dr.  Stewart’s  is  very  timely, 
for  it  demonstrates  the  degree  of  safety  with  which 
major  operations  may  now  be  done  by  skilled  sur- 
geons on  poor-risk  patients. 


ANTIBIOTIC  DRUG  PROVES  VALUABLE  FOR  SKIN  DISEASE 


Successful  use  of  an  antibiotic  drug,  bacitracin, 
for  impetigo  and  other  skin  diseases  is  reported  in  the 
September  17  Journal  of  the  American  Medical 
Association.  Bacitracin  is  thought  to  be  especially 
valuable  because  it  apparently  causes  few  allergic 
reactions,  say  Drs.  Jack  L.  Derzavis  of  Georgetown 
University  School  of  Medicine,  Washington,  D.C., 
and  J.  Sidney  Rice  and  Louis  S.  Leland  of  the  U.S. 
Army  Medical  Corps,  Washington,  D.C.  In  con- 
trast, use  of  sulfa  drugs  and  penicillin  for  skin  dis- 
eases has  the  drawback  that  some  patients  become 
hypersensitive  to  these  substances  which  they  may 
need  later  for  severe  infections,  such  as  pneumonia. 

To  determine  human  sensitivity  to  bacitracin,  the 
doctors  made  patch  tests  of  150  adults  by  applying  a 
small  amount  of  the  drug  to  the  skin  for  48  hours. 
All  of  the  tests  were  negative  for  reaction  to  baci- 


tracin. A fortnight  later,  50  of  these  same  persons 
were  retested  by  the  patch  method  on  the  same  site 
for  another  48  hours.  All  test  sites  were  again 
normal  after  the  patches  were  removed. 

“These  results  seemed  indicative  of  low  aller- 
genicity and  were  subsequently  corroborated  by  the 
occurrence  of  only  one  case  of  dermatitis  of  the  con- 
tact type  among  the  138  patients  subsequently 
treated  with  bacitracin  ointment,”  the  doctors  point 
out.  Only  skin  diseases  which  respond  well  to  treat- 
ment with  penicillin  and  the  sulfa  drugs  were  treated 
with  bacitracin.  Of  the  138  patients,  128  were 
cured  by  the  newer  antibiotic  drug,  five  were  im- 
proved, and  only  five  failed  to  improve. 

Results  against  contagious  impetigo  are  especially 
noteworthy.  Many  of  these  eruptions  were  cured  in 
48  hours  after  treatment  with  bacitracin  was  begun. 


GASTRIC  MALIGNANCY 

John  J.  Morton,  M.D.,  Rochester,  New  York 

( From  the  Department  of  Surgery , University  of  Rochester  School  of  Medicine  and  Dentistry) 


WHAT  the  medical  profession  needs  is  a 
simple  test  to  determine  abnormal  gastric 
physiology.  If  such  a test  were  available,  we 
could  assemble  groups  of  those  patients  with  an 
increased  tendency  toward  the  development  of 
gastric  malignancy.  We  would  weight  these 
groups  as  heavily  as  possible  in  our  favor,  select- 
ing those  patients  who  had  conditions  which  in 
the  past  had  preceded  the  development  of  malig- 
nancy. We  would  start  with  the  age  factor; 
then  the  sex  factor;  the  presence  of  atrophic 
gastritis,  gastric  ulceration,  or  pernicious  anemia; 
the  absence  of  free  acid  or  a diminished  gastric 
acidity;  and  those  showing  occult  blood  in  the 
stools.  Since  93  per  cent  of  gastric  malignancies 
occur  after  forty  years  of  age  we  would  begin  at 
this  age  level.1  We  would  choose  twice  as 
many  men,  since  in  gastric  cancer  incidence  males 
outnumber  females  by  61.6  per  cent  to  38.4  per 
cent.2  All  gastric  ulcerations  would  be  carefully 
observed,  since  10  per  cent  turn  out  to  be  ulcerat- 
ing cancers.3  Although  pernicious  anemia  pa- 
tients constitute  only  5 per  cent  of  the  carcinomas 
of  the  stomach,  it  would,  nevertheless,  be  im- 
portant to  follow  this  group  carefully.4  The 
hypoacidity  or  anacidity  groups  are  in  more 
jeopardy  than  people  with  normal  acid  values. 
Those  with  low  or  absent  hydrochloric  acid 
constitute  about  30  per  cent  of  the  people  over 
fifty  years  of  age.5  Comfort  and  coworkers  have 
demonstrated  that  there  was  achlorhydria  or 
hypochlorhydria  in  over  half  of  a series  of  patients 
who  subsequently  developed  gastric  cancer.6 
Stout  noted  that,  from  the  third  decade  on,  mucosal 
atrophy  was  encountered  with  increasing  fre- 
quency.7 All  these  factors  add  up  to  an  in- 
creased liability  for  the  development  of  malig- 
nancy. If  the  medical  profession  could  get  these 
individuals  together  and  follow  them  periodically, 
earlier  recognition  of  gastric  malignancy  might  be 
possible. 

Atrophic  gastritis  can  be  diagnosed  in  life  only 
by  gastroscopic  examination.  For  practical  pur- 
poses this  does  not  make  a convenient  screening 
mechanism.  Pernicious  anemia  can  be  diagnosed 
by  a good  blood  examination.  All  such  patients 
should  be  known  in  any  general  hospital  record 
room.  Gastric  ulceration  can  be  demonstrated 
by  x-ray  studies.  This  is  not  generally  available 


for  large  group  studies.  When  normal  people 
over  fifty  years  have  had  mass  survey  by  this 
method,  only  one  in  a thousand  showed  positive 
evidence  of  malignant  change.  This  is  a time- 
consuming,  expensive  method  with  little  return 
for  the  effort  expended.  Absence  of  hydrochloric 
acid  or  diminished  amounts  of  it  require  passage 
of  a tube  and  chemical  study.  For  these  reasons 
it  is  not  a good  mass  study  tool.  We  have  en- 
deavored to  simplify  the  mechanisms  for  deter- 
mination of  the  acid  content  of  the  stomach  be- 
cause we  think  it  is  the  best  lead  that  we  have  at 
present  for  detecting  potential  gastric  cancer 
victims.  If  determination  of  the  gastric  acidity 
were  made  on  all  patients  over  forty  years  of  age 
in  our  general  hospitals,  we  would  soon  build  up 
a group  of  people  with  low  or  absent  gastric 
acidities.  This  would  require  some  extra  effort, 
but  it  might  be  much  more  valuable  than  some  of 
the  other  routine  laboratory  tests. 

The  symptoms  and  signs  of  early  gastric 
malignancy  are  minimal.  By  the  time  the  symp- 
toms develop  the  lesion  is  advanced.  We  cannot 
expect  to  make  a diagnosis  in  time  for  curative 
therapy  under  such  circumstances.  The  more 
pronounced  symptoms  are  epigastric  pain,  vomit- 
ing, loss  of  weight,  loss  of  appetite,  and  weakness. 
These  mean  well-established'  disease.  The  more 
minor  complaints  deserve  our  careful  scrutiny. 
Fullness,  gas,  and  discomfort  after  eating  may 
have  important  significance.  Loss  of  energy  and 
a distaste  for  food  should  arouse  suspicion. 
Alvarez  emphasizes  that  something  is  radically 
wrong  whenever  a man  or  woman,  after  a lifetime 
of  good  health,  begins  to  suffer  with  epigastric 
pain  or  discomfort,  or  a feeling  that  food  is  re- 
maining too  long  in  the  stomach.8  “Indigestion 
does  not  begin  after  the  age  of  forty  years,”  ac- 
cording to  Ogilvie,  and  it  should  be  followed  till 
proved  innocent.9  This  means  turning  our 
entire  battery  of  diagnostic  tests  into  action. 
X-ray  study  should  consist  in  more  than  simple 
fluoroscopy,  as  even  the  most  experienced  radiol- 
ogist may  overlook  the  small  lesion.  This  is  the 
important  lesion  to  detect.  Consequently,  “pfo- 
longed,  painstaking  fluoroscopy,  ‘spot’  films, 
and  roentgenograms  in  several  positions”  are 
requisites,  according  to  Rigler.4  Gastroscopy 
should  be  used  as  well  whenever  possible.  Tests 
for  gastric  acidity  should  be  done,  probably  on  the 
old-fashioned  test  meal  basis  rather  than  after 
whipping  up  the  acid  glands  by  histamine. 


Presented  at  the  143rd  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  Buffalo,  Section  on  Sur- 
gery, May  6,  1949. 
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Search  for  exfoliated  cells  may  be  diagnostic  if 
performed  before  the  material  is  digested.  It  is 
essential  that  an  experienced  cytologist  review 
the  cells  to  differentiate  them  from  the  nasal, 
bronchial,  and  esophageal  cells  which  may  be 
present  following  tube  passage.  Papanicolaou 
and  Cooper  initiated  this  type  of  study  which  is 
being  pursued  widely  at  present.10  The  -combina- 
tion of  radiography  and  the  Schmidt  camera  may 
diminish  the  radiation  dosage  danger  and  give  a 
simpler  screening  mechanism.  This  has  been 
the  experience  at  Johns  Hopkins  and  at  the  Ros- 
well Park  Memorial  Institute  in  Buffalo. 

If  such  a program  is  followed,  the  chances  of 
finding  gastric  cancer  earlier  are  good  for  the 
middle-aged  and  older  people.  It  ignores  the 
cancers  and  other  malignant  gastric  tumors 
which  arise  in  children  and  young  adults.  Gold- 
stein recorded  from  the  world  literature  a large 
number  of  gastric  carcinomas  in  these  age 
groups.11  It  is  surprising  to  find  cases  of  gastric 
cancer  as  early  as  the  tenth  day  of  life.12  King 
collected  40  cases  from  the  literature  for  the 
first  two  decades  of  life.13  Phillips  found  90 
cases  of  gastric  carcinoma  and  six  of  gastric 
sarcoma  in  persons  less  than  thirty  years  of  age 
in  the  Mayo  Clinic  records  to  the  time  of  his 
review.14  Altogether,  this  seems  like  a consider- 
able number,  but  it  amounts  to  slightly  over  1 
per  cent  of  gastric  cancers. 

The  same  may  be  said  for  malignant  tumors  of 
the  stomach,  other  than  cancers.  These  sar- 
comas constitute  between  2 and  3 per  cent  of 
gastric  malignancies.  Differential  diagnosis  from 
carcinoma  of  the  stomach  is  almost  impossible. 
For  practical  purposes  any  tumor  of  the  stomach 
should  be  regarded  as  cancer  until  proved  other- 
wise. This  means  diagnosis  by  microscopic 
examination.  The  sarcomas  tend  to  occur  in  an 
earlier  age  group;  their  duration  appears  to  be 
longer;  the  late  symptoms  are  less  severe  except 
for  the  hemorrhages  which  may  be  profuse,  espe- 
cially with  the  leiomyosarcoma  type.  Since  about 
64  per  cent  of  the  sarcomas  are  lymphosarcomas, 
the  spleen  may  be  enlarged  in  about  10  per  cent 
of  the  cases.  Pathologic  examination  will  show 
that  fibrosarcomas  stand  next  in  frequency  and 
that  leiomyosarcomas  and  angiosarcomas  con- 
stitute most  of  the  remaining  lesions.  Hodgkin’s 
disease  and  leukemias,  as  well  as  some  rarer  forms, 
may  also  involve  the  stomach. 

The  benign  tumors,  especially  the  leiomyomas, 
are  regarded  as  definite  threatening  lesions  by 
some  surgeons  who  urge  their  thorough  removal 
for  good  prophylaxis.15  The  gastric  polyps 
should  be  placed  in  the  same  category.  From 
the  medical  standpoint,  Berry  and  Cole  found 
that  prompt  relief  from  gastric  mucosal  atrophy 
could  be  obtained  by  proper  nutritional  sub- 


stances added  to  their  treatment.16  Liver  ex- 
tract, vitamin  B complex,  and  nicotinic  acid  were 
employed  with  relief  of  symptoms  and  resump- 
tion of  a normal  appearance  of  the  gastric 
mucosa  on  gastroscopy. 

The  question  regarding  the  proper  manage- 
ment of  the  gastric  ulcer  patient  has  been  well 
stated  by  Alvarez  and  more  recently  by  Allen.8-3 
Alvarez  wrote,  “After  ten  days  of  dieting,  the 
crater  should  show  marked  shrinkage,  and  in 
twenty  days  it  should  be  hard  to  find.  If  it  does 
not  show  signs  of  healing,  it  may  yet  be  benign, 
but  it  is  dangerous  to  go  on  with  medical  treat- 
ment. If  the  lesion  continues  to  grow  in  size, 
operation  must  be  done  immediately.”8  Allen 
advocates  observation  in  the  hospital  and  medical 
treatment  if  (1)  the  patient  is  young  and  the 
lesion  acute,  (2)  if  the  lesion  is  under  1 cm.  in 
diameter,  and  (3)  if  it  is  on  the  lesser  curvature 
or  on  the  anterior  or  posterior  wall.*  If  the 
healing  is  complete  under  medical  treatment,  re- 
peat the  studies  one  month  later.  If  the  healing 
is  not  complete  within  one  month,  surgery  should 
be  done.  Immediate  surgery  is  indicated  (1)  if 
the  ulcer  is  of  short  duration  and  the  patient  is 
over  fifty  years  of  age,  (2)  if  the  ulcer  is  over  2.5 
cm.  in  diameter,  (3)  if  there  is  no  free  hydrochloric 
acid,  (4)  if  the  ulcer  is  on  the  greater  curvature  or 
in  the  prepyloric  region,  and  (5)  if  the  ulcer  is 
chronic,  recurrent,  and  on  the  lesser  curvature. 
If  this  advice  is  followed,  the  10  per  cent  of  ul- 
cerating cancers  of  the  stomach  will  be  picked  up 
in  their  early  stages. 

The  treatment  of  gastric  malignancy  is  surgical. 
If  the  lymphosarcomas  could  be  diagnosed  be- 
forehand, a trial  of  radiotherapy  might  be  used 
in  those  cases  which  showed  a favorable  response. 
This  is  rarely  possible.  The  surgery  must  be 
radical  in  type  in  order  to  remove  the  regional 
nodes  in  the  pyloric  region,  along  the  lesser 
curvature,  and  about  the  hilar  region  of  the  spleen 
in  the  fundic  region.  Total  gastrectomy  would 
be  the  ideal  operation  for  complete  “bloc  dissec- 
tion.” The  cure  rate  is  not  sufficiently  greater 
than  that  of  subtotal  gastrectomy  to  warrant  the 
risk  of  the  higher  mortality  rate  for  total  gas- 
trectomy. If  this  discrepancy  can  be  obviated, 
there  is  no  doubt  that  total  gastrectomy  is  the 
more  thorough  operation. 

The  operability  has  been  extended  to  include 
removal  of  adjacent  organs  with  the  stomach  when 
involved  by  the  growth.  Direct  extension  to 
the  transverse  colon,  to  the  left  lobe  of  the  liver, 
or  to  the  pancreas  no  longer  constitutes  an  ob- 
stacle to  surgery.  No  patient  should  be  denied 
the  right  of  exploration,  because  many  times 
there  is  more  to  be  accomplished  than  is  thought 
possible.  The  transthoracic  access  to  the  cardiac 
growths  has  made  it  possible  to  remove  these 
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TABLE  1. — Mortality  F ollowinq  Surgery  in  Some  Series 


Opera-  Resect-  5-Year 

bility  ability  Mortality  Survival 

(PerCent)  (PerCent)  (Per  Cent)  (PerCent) 

Welch  and  Allen, 
Massachusetts 
General  Hospi- 
tal, 1941-1946 

75.0 

50.0 

3.0 

7.0 

State, Moore, and 
Wangensteen, 
University  of 
Minnesota, 
1945-1947 

88.0 

80.0 

3.8 

6.6 

Maimon  and  Pal- 
mer, Univer- 
sity of  Chicago, 
194620 

83.5 

52.1 

16.3 

7.4 

Mayo  Clinic, 

1948 

53.8 

5.8 

hitherto  hopeless  neoplasms.  The  technical 
advances  in  the  suturing  of  the  esophagus  to 
stomach  and  the  more  adequate  pre-  and  post- 
operative handling  have  cut  the  mortality  rates  as 
well. 

It  does  not  seem  possible  to  improve  the  techni- 
cal approach  to  resection  to  any  great  extent. 
The  hope  for  better  results  must  rest  on  getting 
the  patient  to  surgery  at  an  earlier  stage.  Hence, 
a mass  screening  test  of  a simple  type  is  highly 
desirable. 

Surgeons  have  increased  their  operability  for 
gastric  cancer.  Resectability  has  also  been  ex- 
tended including  total  gastrectomy  when  indi- 
cated. The  mortality  following  surgery  has  been 
consistently  whittled  down  till  it  is  now  below  10 
per  cent  in  many  hospitals  (Table  1).  In  some 
centers  it  is  below  5 per  cent.  There  are  many 
more  patients  who  live  from  three  to  five  years 
after  resection,  and  the  five-year  survival  rate  is 
over  7 per  cent  in  some  clinics.  Palliative  opera- 
tions rarely  prolong  life,  but  the  removal  of  the 
growth  is  worth  a great  deal  in  the  comfort  that  it 
gives.  If  the  nodes  are  involved,  the  prognosis 
is  much  poorer.  Even  in  those  cases  where  no 
node  involvement  is  demonstrated,  a number  will 
be  found  to  have  direct  extension  through  the 
lymphatics  of  the  stomach.  Sections  should  be 
taken  from  the  upper  end  of  the  resected  stomach 
to  determine  this  point.  In  other  instances  there 
is  invasion  of  the  blood  vessels,  demonstrated  in 
the  studies  of  Warren  and  coworkers.17 

The  largest  number  of  five-year  survivals  in  the 
gastric  sarcomas  is  in  the  lymphosarcoma  group.18 
The  prospect  for  cure  in  these  patients  is  some- 
what better  than  it  is  for  those  who  have  carcino- 
mas. Both  the  resectability  rate  and  the  five- 
year  survival  rate  are  somewhat  higher  than  for 
gastric  carcinoma.  The  malignant  lymphocy- 
toma  type  (small  round  cell  sarcoma)  is  more 
responsive  to  radiotherapy  than  the  reticulum  cell 
variety.  The  fact  that  four  out  of  six  patients 
with  Hodgkin’s  disease  of  the  stomach  were  living 
six  to  eight  years  after  partial  or  complete  gastric 


resection  indicates  that  this  disease  may  not  al- 
ways be  multicentric  in  origin.19 

We  must  continue  to  treat  gastric  malignancies 
with  the  best  tools  that  we  have  until  something 
better  is  discovered.  Radical  surgery  seems  to  be 
our  main  reliance  at  the  present.  Consequently, 
it  behooves  us  to  get  the  patients  to  the  surgeons 
when  there  is  still  a chance  for  cure.  We  look 
forward  to  better  forms  of  treatment  in  the  near 
future.  Meanwhile  let  us  screen  the  aging  popu- 
lation as  carefully  as  we  can  to  pick  out  in  time 
those  who  may  become  afflicted  with  gastric 
malignancies. 
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Discussion 

William  A.  Cooper,  M.D.,  New  York  City. — Dr. 
Morton  has  covered  the  subject  completely,  and  I 
would  like  to  endorse  everything  he  has  said.  The 
cure  for  gastric  cancer  is  available,  and  each  year 
some  cases  are  salvaged  by  proper  surgery.  This 
salvage  rate  is  low,  primarily  because  our  diagnostic 
methods  are  cumbersome,  expensive,  and  imperfect. 

For  several  years  Dr.  Papanicolaou  and  I have 
been  working  on  the  cytology  of  the  gastric  juice  in 
an  effort  to  diagnose  gastric  cancer  pathologically. 
The  normal  gastric  juice  contains  rather  few  cells, 
most  of  which  are  blood  elements  (red  cells,  lympho- 
cytes, and  polymorphonuclears)  and  desquamated 
squamous  cells  from  the  upper  digestive  tract. 
Occasionally  cells  are  found  from  the  respiratory 
epithelium.  Rather  few  cells  are  seen  from  the  gas- 
tric mucosa,  so  that  finding  such  a group  is  rare. 

In  patients  with  gastric  cancer  abnormal  cells  may 
be  recovered.  They  vary  in  size  and  shape,  and  the 
nuclei  are  bizarre  or  may  be  multiple.  The  finding 
of  just  one  such  abnormal  cell  may  reasonably  con- 
firm the  diagnosis. 

In  several  hundred  cases  in  which  this  method  has 
been  used,  about  50  per  cent  of  the  gastric  cancer 
cases  failed  to  show  such  cells.  These  were  missed 
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diagnoses.  There  were  less  than  1 per  cent  false 
positives.  The  method  is  still  in  its  research  phase, 
and  we  hope  to  discover  better  methods  for  obtain- 
ing cells  that  will  make  diagnosis  possible.  One  of 
the  encouraging  features  is  that  some  of  our  best 
specimens  have  been  recovered  from  some  of  the 
smallest  tumors.  If  we  can  perfect  the  method  and 
obtain  such  material  from  80  to  90  per  cent  of  cases 
with  gastric  cancer,  a new  and  valuable  screening 
method  will  become  available. 

Until  that  time  when  an  adequate  diagnostic  pro- 
cedure for  early  gastric  cancer  can  be  developed— 
and  I believe  that  it  will  be — we  must  rely  on  vague 
clues  and  a variety  of  imperfect  aids.  The  dis- 
covery of  precursor  groups  such  as  pernicious  anemia, 
achlorhydria,  and,  possibly,  gastric  ulcer  is  helpful  in 
focusing  attention  on  these  groups  for  particular 
scrutiny,  but  the  major  responsibility  for  the  dis- 
covery of  early  gastric  cancer,  for  many  years  to 
come,  will  lie  primarily  with  the  clinician.  The 
family  doctor  who  first  listens  to  the  patient’s  com- 
plaints holds  the  key  position  in  gastric  cancer.  It 
is  he,  rather  than  the  specialist,  that  has  the  oppor- 
tunity to  apply  the  various  diagnostic  aids  early  in 
the  course  of  the  disease. 

Sidney  A.  Gladstone,  M.D.,  New  York  City. — 
For  about  one  year  we  have  been  using  suitable 
sponge  to  obtain  from  accessible  sites  small  particles 
of  tissue  for  microscopic  examination  in  the  diagno- 


sis of  cancer.  Our  efforts  have  been  confined  for  the 
most  part  to  lesions  and  sites  which  we  could  see  and 
upon  which  we  could  rub  a sponge  under  direct 
vision.  Within  the  past  month  we  have  introduced 
sponges  into  the  fasting  stomach  of  patients,  either 
as  a series  of  sponges  on  braided  silk  or  as  a string  of 
3ponges  wound  spirally  around  the  lower  end  of  a 
Levine  stomach  tube.  In  a series  of  12  cases  there 
were  two  with  proved  cancer  of  the  stomach.  In 
each  of  these,  particles  of  cancer  tissue  were  found 
on  microscopic  examination  of  the  sponges.  In  the 
third  case  a patient  fifty  years  of  age  with  a two-year 
“ulcer”  history,  complaining  mostly  of  loss  of 
appetite  and  slight  weight  loss,  was  examined  by  us 
by  means  of  stomach  sponge  biopsy.  The  micro- 
scopic examination  of  the  sponges  indicated  the 
presence  of  carcinoma  which  was  confirmed  by 
operation  performed  as  soon  as  the  diagnosis  was 
made. 

This  type  of  study  is  at  its  beginning,  and  many 
cases  must  be  studied  before  the  technic  can  be 
crystallized  and  the  results  evaluated.  It  may  be 
said  at  this  time,  however,  that  the  method  of 
stomach  sponge  biopsy  provides,  for  examination, 
small  particles  of  more  or  less  viable  tissue  rubbed 
off  ulcerating  surfaces.  This  material,  in  contrast 
to  the  partly  digested  cells  of  the  gastric  contents,  is 
morphologically  well  preserved  and  permits  of  easy 
microscopic  recognition. 


PRIZE  ESSAYS 

The  Merrit  H.  Cash  Prize  and  the  Lucien  Howe  Prize  will  be  open  for  competition 
at  the  next  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  May  8, 
1950,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution 
on  some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a 
member  of  the  Medical  Society  of  the  State  of  New  York. 

The  Merrit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original 
essay  on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members 
of  the  Medical  Society  of  the  State  of  New  York,  who  at  the  time  of  the  competition 
are  residents  of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the 
essay  is  submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a 
motto  or  other  device.  The  essay  shall  be  accompanied  by  a sealed  envelope  hav- 
ing on  the  outside  the  same  motto  or  device,  and  containing  the  name  and  address 
of  the  writer. 

If  the  Committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it 
will  not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1950,  and  sent  to  the 
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SELECTION  OF  OPERATION  FOR  CARCINOMA  OF  THE  LOWER 
PORTION  OF  THE  COLON  AND  RECTUM 

Charles  W.  Mayo,  M.D.,  Rochester,  Minnesota 
{From  the  Division  of  Surgery,  Mayo  Clinic) 


FOR  purposes  of  clarity  and  understanding,  a 
discussion  of  this  nature  must  be  kept  within 
specific  bounds.  Consequently,  I shall  confine 
myself  here  to  malignant  lesions  that  are  situated 
within  20  cm.  of  the  dentate  margin  of  the  anus. 
For  convenience  of  presentation  and  because,  in 
my  opinion,  the  distance  from  the  anus  that  a 
resectable  lesion  is  situated  is  one  of  the  most 
important  factors  which  influence  the  type  of 
surgical  procedures  to  be  selected,  I have  divided 
this  20  cm.  of  bowel  into  four  parts  of  5 cm.  each. 
This  statement  is  made  advisedly,  because  there 
still  are  those  who  sincerely  believe  that  a prop- 
erly performed  combined  abdominoperineal  re- 
section is  the  operation  of  choice  for  all  carcino- 
mas which  are  situated  within  this  limit  of  dis- 
tance; that  is,  for  lesions  that  have  passed  beyond 
the  stage  at  which  they  can  be  dealt  with  safely 
by  figuration. 

The  objective  of  the  surgeon  is  to  get  beyond 
the  reaches  not  only  of  the  primary  growth  but 
also  of  its  metastatic  spread.  If  the  operative 
procedure  selected  fails  to  accomplish  this,  the 
result  is  only  palliative.  The  theory  that 
prompts  those  who  advocate  the  most  radical 
of  resections  in  all  instances  has  the  semblance  of 
practicality  in  that,  they  argue,  it  is  impossible  to 
predetermine  whether  there  is  lymphatic  involve- 
ment and,  if  so,  whether  the  spread  will  be  up- 
ward, lateral,  or  retrograde. 

Opinions  gradually  have  been  influenced  by 
special  studies  relative  to  lymphatic  spread. 
These  studies,  although  confirming  the  great 
importance  of  upward  spread,  also  have  led  to 
proper  evaluation  of  lateral  and  retrograde  lym- 
phatic involvement.  Although  many  investi- 
gators have  contributed  to  the  development  of 
these  particular  aspects  of  the  field,  great  credit 
must  go  to  Gilchrist  and  David,  Coller,  Kay  and 
MacIntyre,  Glover  and  Waugh,  Dafoe,  and 
Kirklin,  Dockerty,  and  Waugh,  for  their  careful 
work  on  the  subject.1-6 

The  Time  Factor 

Time,  however,  remains  the  greatest  single 
factor  that  influences  the  final  result  in  the  indi- 
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vidual  case  of  malignancy:  the  time  between 
initiation  and  discovery  of  the  malignant  process, 
regardless  of  cause,  and  the  time  between  dis- 
covery and  adequate  removal  of  the  lesion.  At 
some  time,  regardless  of  the  patient’s  age  and 
heredity  and  the  location,  grade,  or  type  of  malig- 
nant lesion,  the  lesion  is  curable ; it  is  confined  to 
the  areas  under  discussion  in  this  paper  and  if  it 
can  be  discovered  and  removed  while  it  is  still 
confined  locally. 

The  first  point  to  which  I would  draw  your 
attention,  therefore,  is  that  any  time  that  is 
allowed  to  elapse  between  the  finding  of  a malig- 
nant lesion  and  initiation  of  preparation  of  the 
bowel  for  adequate  surgical  treatment  may  be 
time  tragically  wasted.  In  the  interest  of  the 
patient,  let  us  hear  no  talk  such  as,  “I  have  a 
patient  with  cancer  of  such  and  such  waiting  for 
me  to  do  when  I get  home,”  or  “I  let  the  patient 
go  home  to  settle  up  his  affairs ; he  will  be  back 
in  two  weeks.”  This  interval  in  treatment  can 
well  be  the  difference  between  palliation  and  cure. 

Other  Important  Factors 

In  addition  to  time,  many  other  important 
factors  enter  into  the  picture  to  hasten  penetra- 
tion and  spread.  The  grade  of  malignancy, 
according  to  Broders’  classification,  is  perhaps  the 
next  most  important  consideration.7  There  is 
now  an  abundance  of  proof  that  the  degree  of 
glandular  involvement  increases  in  direct  propor- 
tion to  the  grade  of  malignancy.  We  know,  too, 
that  patients  in  the  younger  age  groups  have  a 
poorer  prognosis,  as  a whole,  than  do  members  of 
the  older  age  groups,  regardless  of  the  grade  of  the 
lesion.  Another  point  is  that  the  greater  the 
obstruction,  the  poorer  the  prognosis.  When 
there  is  complete  obstruction,  the  five-year  sur- 
vival rate  is  twice  as  poor  as  it  is  when  obstruction 
is  not  present.8  When  venous  involvement  has 
been  found  by  pathologic  study  of  the  removed 
specimen,  95  per  cent  of  the  patients  concerned 
will  succumb  within  five  years,  as  demonstrated 
by  our  follow-up  studies. 

Actually,  it  is  the  summation  of  all  factors 
determined  preoperatively  and  at  the  time  of 
operation,  by  both  the  surgeon  and  the  surgical 
pathologist  that  influences  the  surgeon’s  judg- 
ment as  to  what  technic  he  shall  employ  and  the 
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extent  of  resection  indicated  in  the  individual 
case. 

Site  of  Lesion  and  Choice  of  Operation 

The  situation  of  a cancer,  if  it  is  not  out- 
weighed by  one  or  more  of  the  aforementioned 
factors,  is  of  greatest  importance  in  determining 
the  type  of  surgical  procedure  to  be  performed, 
and  it  is  the  one  consideration  I shall  stress  on  the 
basis  of  evidence  that  has  been  developed  and  is 
developing  regarding  lymphatic  spread.  Perhaps 
I best  can  express  my  own  attitude  toward  cancer 
of  the  rectum  and  lower  portion  of  the  sigmoid 
by  stating  that  before  operation  I have  all  pa- 
tients with  such  surgical  conditions  prepared, 
mentally  and  physically,  for  the  establishment  of 
a permanent  colonic  stoma  and  one-stage  com- 
bined abdominoperineal  resection.  I am  sure 
that  if  abdominal  exploration  justifies  it,  I will, 
in  fact,  perform  one-stage  combined  abdomino- 
perineal resection  in  some  cases,  nanqely,  those 
in  which  a resectable  lesion  involves,  in  whole  or 
in  part,  the  first  5 cm.  of  the  rectum  above  the 
dentate  margin.  For  lesions  situated  above  this 
segment  of  rectum,  although  I have  anticipated 
that  I may  perform  one-stage  combined  abdom- 
inoperineal resection,  I hope  I may  find,  on 
abdominal  exploration  and  after  mobilization  of 
the  lesion,  that  resection  and  re-establishment  of 
the  continuity  of  the  bowel  can  be  performed 
safely. 

Preservation  of  the  Anus 

It  is  only  natural  that  one  of  the  great  concerns 
of  a patient  should  be  that  the  normal  anal  outlet 
and  its  control  be  preserved.  It  is  the  surgeon’s 
responsibility  to  see  to  it  that  the  anus  is  not 
sacrificed  unnecessarily.  A comfortable  and 
productive  life  is  compatible  with  a permanent 
and  well-made  abdominal  colonic  stoma,  but  it  is 
difficult  to  convince  oneself  or  one’s  patient  that 
an  unnecessary  colonic  stoma  is  justified. 

Rectum  Above  the  Dentate  Margin 

First  Five  Centimeters  above  the  Dentate  Margin. 
— For  carcinomas  that  involve  the  first  5 cm.  of 
the  rectum,  in  whole  or  in  part,  an  extensive  re- 
section should  be  performed  in  the  light  of  present 
knowledge  regarding  upward,  lateral,  and  retro- 
grade glandular  involvement. 

Barbosa,  Waugh,  and  Dockerty,  in  a study  of 
105  cases  of  low-lying  rectal  and  anal  adenocar- 
cinomas, concluded  that  the  prognosis  for  these 
lesions  is  poorer  than  for  those  situated  higher.9 
Gilchrist  and  David,  in  a report  of  their  cases, 
also  have  indicated  that  a poorer  prognostic 
result  obtains  in  low-lying  rectal  lesions.1*2  It 
has  been  demonstrated  that  such  carcinomas 
spread  not  only  upward  but  also  laterally  along 


the  lymphatic  vessels.  Lateral  spread  usually 
does  not  occur  in  the  levator  muscle  bundles 
themselves,  but  in  the  lymphatic  vessels  of  the 
fascial  planes  of  the  levators.  Retrograde  spread 
is  a late  sequela  and  is  the  result  of  lymphatic 
blockage  above  and  to  the  sides.  It  has  been 
this  concept,  plus  the  feeling  that  combined  abdom- 
inoperineal resection  is,  as  a rule,  not  sufficiently 
radical  for  the  low-lying  rectal  carcinomas,  that 
have  motivated  Dixon  for  years  to  apply  the 
technic  of  colostomy  for  such  lesions  and,  later, 
radical  posterior  resection,  with  the  patient  in 
the  Kraske  position,  or  the  two-stage  combined 
resection  with  removal  of  the  superior  hemorrhoi- 
dal vessel,  a single-barrel  colostomy,  inversion  of 
the  rectal  stump,  and,  later,  posterior  resection.10 

The  weight  of  evidence  for  dealing  with  malig- 
nant lesions  in  the  first  5 cm.  of  the  rectum  that 
require  surgical  treatment,  whether  resection  is 
undertaken  with  the  expectation  of  cure  or  for 
palliation  only,  shows  that  a permanent  colonic 
stoma  should  be  created  and  wide  resection  of  the 
rectum  should  be  carried  out.  The  method  I 
prefer  is  one-stage  combined  abdominoperineal 
resection.  The  reasons  for  this  preference  are 
that  the  operation  can  be  as  radical  as  any  other 
type  of  procedure,  the  operative  mortality  rate  is 
as  low  as  that  of  other  methods,  or  lower  (a 
review  of  1,097  cases  in  which  operation  has  been 
performed  at  the  Mayo  Clinic  from  1940  through 
1948  revealed  an  over-all  hospital  mortality  rate 
of  3.6  per  cent),  and  finally,  the  operation  is  per- 
formed in  one  stage,  so  that  the  time  the  malig- 
nant lesion  remains  in  the  body  is  shortened  and 
the  morbidity  and  expense  to  the  patient  are 
minimized. 

The  so-called  pull-through  operation,  with  pres- 
ervation of  the  sphincter  muscle,  should  not  be 
attempted  for  malignant  lesions  at  this  level, 
no  should  an  attempt  be  made  to  perfonn  low 
anterior  resection  and  anastomosis.  According 
to  our  pathologic  findings,  approximately  half 
of  the  malignant  lesions  of  the  rectum,  regardless 
of  location,  have  metastasized  to  lymph  nodes 
at  the  time  of  resection.  For  half  of  the  patients, 
therefore,  knowing  the  pathways  of  such  spread, 
I consider  it  imperative  that  radical  excision  be 
performed  for  the  low  rectal  lesions  under  dis- 
cussion. Dukes  is  correct,  of  course,  in  stating 
that  the  life  expectancy  for  patients  from  whom 
unmetastasized  carcinoma  of  the  rectum  has 
been  removed  is  good,  no  matter  in  what  location 
it  may  have  been.11 

Six  to  Eleven  Centimeters  above  the  Dentate 
Margin. — I would  call  to  your  attention  again  the 
fact  that  the  divisions  of  the  bowel  that  have  been 
made  for  this  discussion  are  arbitrary.  I would 
remind  you,  too,  that  measurements  of  distance 
for  lesions  in  the  rectum,  even  though  designated 
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by  the  proctoscope,  are  not  without  a degree  of 
error.  Yet  some  standard  must  be  accepted,  and 
it  would  seem  that,  on  the  whole,  the  judgment  of 
the  physician  at  the  time  of  proctoscopic  exam- 
ination best  fits  the  needs. 

The  level  of  peritoneal  reflection  from  the 
anterior  surface  of  the  sigmoid,  to  the  vagina  in 
the  female  and  to  the  bladder  in  the  male,  varies 
in  each  case;  it  is  estimated  to  range  from  5 to 
10  cm.  or  more.  All  the  rectum  and  the  lower 
posterior  portion  of  the  sigmoid  are  devoid  of 
peritoneum. 

The  segment  of  rectum  from  6 to  11  cm.  from 
the  dentate  margin  is  that  about  which  there  is 
greatest  disagreement  and  contention  from  the 
standpoint  of  operation  of  choice.  It  is  for  le- 
sions within  this  area,  essentially,  that  surgeons 
begin  to  form  their  individual  preferences  of 
technical  procedures,  each  with  his  own  major 
or  minor  variations.  In  general,  the  methods 
divide  themselves  into  the  following  categories: 
(1)  one-stage  combined  abdominoperineal  re- 
section (Miles);  (2)  one-stage  combined  abdom- 
inoperineal resection,  with  preservation  of  the 
sphincters  or  so-called  pull-through  operation 
(Babcock-Bacon) ; and  (3)  low  anterior  segmen- 
tal resection  with  primary  anastomosis,  with  or 
without  concomitant  colostomy. 

This  is  the  most  important  area  for  our  consid- 
eration because,  as  stated  before,  there  are  those 
who  unequivocally  believe  that,  in  fairness  to  the 
patient,  one-stage  combined  abdominoperineal 
resection  and  permanent  colostomy  constitute 
the  only  operation  to  be  considered  for  malig- 
nant lesions  in  any  portion  of  the  rectum.  Prior 
to  World  War  II,  I too  was  of  this  opinion,  but 
since  then  I have  been  influenced  by  the  careful 
studies  that  have  been  made  of  lymphatic 
spread,  and  I have  increasingly  adopted  low 
anterior  segmental  resection  for  lesions  of  the 
upper  portion  of  the  rectum,  concerning  which 
more  later. 

However,  it  is  my  opinion  that  for  lesions 
situated  in  whole  or  in  part  within  the  limit  of 
6 or  7 cm.  from  the  anal  margin,  the  percentage  of 
cases  in  which  a Miles  type  of  one-stage  combined 
abdominoperineal  resection  should  be  performed 
increases.  In  other  words,  it  is  not  that  I do  not 
consider  the  Miles  type  of  combined  and  abdom- 
inoperineal resection  a valuable  operation,  and  it 
is  not  that  the  percentage  of  so-called  cures  will 
not  be  high,  all  factors  considered.  It  is  simply 
a question  of  whether  or  not  there  is  available  a 
procedure  as  radical  as  necessary  to  obtain  the 
same  end  results  in  selected  cases  as  those  ob- 
tained from  the  abdominoperineal  resection  and, 
in  addition,  a procedure  which  is  accompanied 
by  an  equivalent  hospital  mortality  rate  and 
lowered  morbidity  rate  and  still  leaves  the  pa- 


tient with  a normally  controlled  and  functioning 
anus. 

I have  found  that  those  who  are  so  adamant  in 
their  stand  against  the  low  anterior  segmental 
resection,  even  for  selected  lesions  in  this  region, 
are  of  the  same  mind  also  in  regard  to  the  one- 
stage  combined  abdominoperineal  resection  with 
preservation  of  the  anal  sphincters.  I also  have 
observed  that  those  who  most  criticize  that  type 
of  operation  have  seen  it  done  the  least  often. 
To  have  seen  recurrences  follow  the  modified 
Hochenegg  operation  is  no  justification  for  the 
contention  that  the  operation  has  no  place  in 
rectal  surgery  for  cancer.  There  is  no  colon 
surgeon,  no  matter  how  excellent  his  judgment 
is  or  how  skilled  he  is  technically,  who  has  not 
seen  more  recurrences  than  he  expected  in  his 
own  well-treated  surgical  patients. 

For  lesions  in  this  particular  area  of  the  rectum, 
I think  the  so-called  pull-through  operation,  well 
performed,  does  have  a place.  From  my  experi- 
ence with  it,  I am  equally  of  the  opinion  that  it  is 
not  an  operation  for  me  to  perform.  Waugh  at 
the  Mayo  Clinic,  Babcock  and  Bacon  in  Phila- 
delphia, and  other  accomplished  individual 
surgeons  with  extensive  series  of  operations  per- 
formed by  their  own  methods  are  in  a better 
position  than  I am  to  judge  the  merits  and  short- 
comings of  this  particular  procedure.  They  per- 
haps would  employ  it  in  cases  in  which  I most 
often  would  select  low  anterior  segmental  resec- 
tion or,  more  rarely,  the  Miles  combined  abdom- 
inoperineal resection. 

In  the  presence  of  lesions  of  the  upper  part  of 
the  rectum  we  are  confronted  with  four  schools  of 
thought: 

1.  Combined  abdominoperineal  resection; 

2.  That  which  advocates  resection  with  end- 
to-end  anastomosis  and  concomitant  transverse 
colostomy; 

3.  That  which  advocates  resection  and  anas- 
tomosis, without  performance  of  colostomy;  and 

4.  That  which  advocates  resection,  sometimes 
with  and  sometimes  without  performance  of 
colostomy. 

Essentially,  all  remarks  or  writings  in  medicine 
and  surgery  reflect  principally  the  thoughts  and 
opinions  of  the  author.  Here,  then,  I shall  pre- 
sent my  own  ideas  about  anterior  segmental 
resection. 

I have  become  more  and  more  impressed  with 
the  advantages  of  anterior  segmental  resection 
for  the  majority  of  cancers  of  the  upper  portion  of 
the  rectum,  as  I have  seen  them  and  have  studied 
the  results  obtained  by  those  who  have  per- 
formed this  operation  more  times  than  I have. 
In  a study  which  I reported  of  two  series  of  100 
consecutive  cases  each,  one  not  involving  the 
concomitant  performance  of  colostomy  and  the 
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other  including  this  procedure,  the  over-all  hos- 
pital mortality  rate  was  4.5  per  cent,  counting  all 
deaths  from  all  causes.  Dixon  has  studied  his 
cases  of  performance  of  anterior  segmental 
resection  from  the  standpoint  of  prognosis,  and 
the  results  are  comparable  to  those  obtained  from 
combined  abdominoperineal  resection,  as  far  as 
three-year  and  five-year  survival  rates  are  con- 
cerned.10 

It  has  been  stated  previously  that  all  patients 
scheduled  for  operation  for  cancer  of  the  rectum 
and  lower  portion  of  the  sigmoid  are  prepared 
preoperatively  for  combined  abdominoperineal 
resection  and  are  advised  that  this  procedure  may 
be  needed.  The  decision  as  to  the  adoption  of 
that  procedure  or  of  low  anterior  resection  is  not 
made  until  the  lesion  has  been  mobilized  and  the 
abdominal  part  of  the  operation  has  been  per- 
formed, just  as  for  combined  abdominoperineal 
resection.  If,  at  this  point,  conditions  are  found 
to  be  such  that  the  rectum  and  its  posterior  , and 
lateral  tissues  can  be  transected  at  a point  at  least 
2 cm.  below  the  lower  border  of  the  lesion  and  the 
remaining  portion  of  the  sigmoid  can  be  mobil- 
ized to  assure  an  accurate  anastomosis  without 
tension,  then  I select  end-to-end  sigmoidorectos- 
tomy  as  the  operation  of  choice.  As  we  now  see 
them,  in  not  more  than  1 per  cent  of  cases  does 
retrograde  spread  extend  more  than  2 cm.  below 
a lesion  at  this  level.  It  is  important  to  open  the 
resected  portion  of  bowel  on  removal  to  determine 
the  distance  from  the  lesion  to  the  lower  line  of 
transection.  If  there  is  any  question  from  any 
standpoint  when  the  pathologic  report  is  received, 
the  rectum  can  be  closed  and  the  surgeon  can  pro- 
ceed with  the  operation  as  a combined  abdomino- 
perineal resection. 

If  the  colon  has  been  well  prepared  from  the 
viewpoint  of  cleanliness  by  irrigations  and  by 
the  efficient  use  of  available  chemotherapeutic 
agents,  clamps  are  not  necessary  in  accomplishing 
the  anastomosis.  I use  interrupted  cotton  su- 
tures in  the  outer  coats  of  the  bowel  and  running 
catgut  sutures  in  the  mucosa.  At  the  conclusion 
of  the  operation,  after  retroperitoneal  drainage 
has  been  established  and  the  drains  have  been 
brought  out  through  the  lower  angle  of  the  low 
left  rectus  incision,  the  anastomosis  is  extraperi- 
tonealized,  and  when  the  abdomen  has  been 
closed,  the  anus  is  dilated  thoroughly.  A tube 
is  not  inserted  in  the  rectum  past  the  site  of  the 
anastomosis  and  left  in  place,  colostomy  is  not 
performed,  and  the  use  of  the  Miller-Abbott  tube 
is  a rarity. 

More  than  three  fourths  of  the  patients  treated 
by  this  method  are  able  to  leave  the  hospital 
within  two  weeks  and  to  return  home  within 
three  weeks  after  the  date  of  the  operation.  This 
is  a most  decided  material  saving  to  the  patient, 


both  from  the  standpoint  of  the  financial  aspect 
and  that  of  preservation  of  the  anus. 

Eleven  to  Sixteen  Centimeters  above  the  Dentate 
Margin. — At  this  distance,  a lesion  is  still  within 
the  range  at  which  many  surgeons  believe  that 
the  Miles  type  of  operation  is  almost  invariably 
indicated.  Rankin  recently  has  stated  that  one- 
stage  combined  abdominoperineal  resection 
(Miles)  is  the  operation  of  choice  for  all  malignant 
lesions  situated  below  a line  2 inches  above  the 
peritoneal  reflection.12  For  lesions  lying  in  this 
area  or  extending  into  it  from  above,  I now,  with 
few  exceptions,  perform  low  anterior  resection 
with  sigmoidorectostomy,  just  as  described  in  the 
immediately  preceding  section  of  this  paper. 

For  adequate  surgical  treatment  there  would 
seem  to  be  little  to  be  gained  by  performance  of  a 
pull-through  operation  for  carcinoma  at  this  level, 
considering  the  ease  with  which  the  surgeon  can 
reach  at  least  2 cm.  or  more  below  the  lower 
margin  of  such  lesions. 

Sixteen  to  Twenty-one  Centimeters  above  the 
Dentate  Margin. — Lesions  situated  at  this  level 
do  not  provoke  grave  controversy  as  to  treat- 
ment ; rather,  there  is  a great  concord  of  surgical 
opinion  in  this  respect.  With  advancing  prog- 
ress in  the  methods  of  preparing  the  colon  for 
operation  and  the  application  of  the  efficient 
antibiotic  agents  now  available,  extraperitoneal 
or  modified  Mikulicz  operations  are  being  applied 
less  and  less.  Most  surgeons  now  employ  resec- 
tion and  primary  anastomosis.  There  are,  how- 
ever, surgical  points  at  this  level,  just  as  below, 
which  must  be  kept  in  mind.  These  points  in- 
clude wide  resection  of  the  mesentery  with  re- 
moval of  tissue  well  above  and  below  the  lesion, 
excision  of  the  superior  hemorrhoidal  vessels 
after  high  ligation,  and  creation  of  an  accurate 
anastomosis  without  tension.  One  more  point 
which  I stress  is  thorough  dilatation  of  the  anus. 

Even  those  surgeons  who  formerly  advocated 
and  performed  one-stage  combined  abdomino- 
perineal resection  for  lesions  at  this  level  have 
abandoned  it  in  favor  of  one-stage  resection  and 
primary  anastomosis,  although  all  surgeons  have 
not  accepted  this  without  the  concomitant  per- 
formance of  transverse  colostomy. 

Comment 

It  is  encouraging  to  note  that  surgery  of  the 
colon  and  rectum  is  not  a static  field.  Definite 
advances  have  been  made  in  all  its  branches,  to 
the  benefit  of  the  patient.  To  the  chemothera- 
peutic agents  now  employed,  to  a better  under- 
standing of  lymphatic  pathways  from  the  various 
levels,  to  improved  anesthesia,  and  to  technical 
developments  to  aid  the  surgeon  goes  great  credit 
in  lowering  mortality  and  morbidity  rates  and 
lessening  the  unnecessary  sacrifice  of  tissue.  The 
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anus  must  be  sacrificed  when  it  should  be,  but  it 
is  a precious  physiologic  asset  and  certainly  should 
be  preserved  when  this  can  be  done  without 
unduly  risking  the  “long-pull  cure”  hoped  for 
by  the  patient  and  the  surgeon. 

Early  diagnosis  of  lesions  of  the  colon  still  is 
the  great  field  for  medical  progress,  for  it  is  in  the 
treatment  of  premalignant  or  early  localized  ma- 
lignant processes  that  we  can  serve  the  patient 
best.  In  this  connection,  it  is  of  value  to  point 
out  that  in  a series  of  more  than  1,000  proctoscopic 
and  sigmoidoscopic  examinations  performed  at 
the  Mayo  Clinic  on  patients  who  had  had  no 
signs  or  symptoms  to  indicate  the  need  for  such 
an  examination,  polyps  that  required  fulguration 
were  found  in  almost  10  per  cent  of  the  cases.  I 
am  convinced  that  this  examination  is  a “must” 
for  anyone  undergoing  a complete  physical 
examination.  If  polyps  are  found  and  are  prop- 
erly treated,  much  grief  will  be  saved  many  people 
later  in  fife. 

Cancer  of  the  rectum  or  colon,  diagnosed 
early  and  properly  treated  surgically  at  an  early 
time,  is  curable.  As  Professor  Charles  A.  Pan- 
nett,  of  England  stated,  “I  have  come  to  feel 
that  scientific  advance  can  be  made  only  if  we 
regard  our  contemporary  beliefs  as  always  wrong, 
or  at  most  only  half  truths.”13  Certainly  we 
must  agree  that  an  open  and  thoughtful  mind  is 
essential  to  medical  progress. 
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Discussion 

John  Burke,  M.D.,  Buffalo. — We  will  all  agree 
that  an  ideal  operation  for  carcinoma  at  any  level  of 
the  gastrointestinal  tract  will  be  able  to  restore  con- 
tinuity and  at  the  same  time  give  assurance  of  com- 
plete cure.  Most  procedures,  unfortunately,  must 
compromise  one  or  the  other  of  these  objectives. 
It  is  obvious  that  the  cure  factor  is  by  far  the  most 
important.  At  the  same  time,  we  continue  to  strive 
toward  restoration  of  the  normal  physiologic  pattern. 
Whether  or  not  we  belong  to  the  school  which  feels 


that  combined  abdominal-perineal  resection  with 
permanent  colostomy  is  the  only  answer  to  lesions  in 
the  rectum  and  sigmoid,  or  whether  we  believe  that 
in  many  cases  an  operation  permitting  conservation 
of  the  function  of  the  anus  is  possible,  we  must  agree 
with  Dr.  Mayo  when  he  states  “an  open  and  thought- 
ful mind  is  essential  to  medical  progress.”  We  are 
too  often  prejudiced  either  by  a few  unfortunate 
experiences  of  our  own  or  a few  equally  fortunate 
survivals.  To  that  might  be  added  another  prej- 
udice, to  quote  Dr.  Mayo:  “I  also  have  observed 
that  those  who  most  criticize  that  type  of  operation 
have  seen  it  done  the  least  often.” 

I think  that  we  will  agree  that  for  the  first  or 
lowest  segment  described  by  Dr.  Mayo,  abdominal- 
perineal  resection  with  permanent  colostomy  is  the 
operation  of  choice.  I am  inclined  to  believe  that 
this  operation  is  also  the  operation  of  choice  for 
almost  all  of  the  lesions  which  fall  in  the  next  cate- 
gory, that  from  6 to  11  cm.  above  the  dentate  mar- 
gin. A good  case  is  made  out  by  the  proponents  of 
the  pull-through  operation  and  also  the  proponents 
of  the  low  anterior  resection.  1 have  had  no  per- 
sonal experience  with  the  pull-through  operation. 
So  far  as  the  anterior  resection  in  this  area  is  con- 
cerned, I do  not  feel  that  I can  get  sufficient  segment 
on  either  side  of  the  tumor  to  insure  a reasonably 
radical  procedure.  Perhaps  this  is  due  to  the  unfor- 
tunate experience  of  seeing  local  recurrence  on 
several  occasions  where  it  was  thought  that  at  the 
time  of  operation  there  was  adequate  bowel  on 
either  side  of  the  tumor,  and,  so  far  as  microscopic 
evidence  could  demonstrate,  this  was  so.  Unfor- 
tunately, even  histologic  examination  of  the  cut  end 
does  not  always  guard  against  the  existence  of  sub- 
mural metastatic  areas  or  invasive  areas.  For  this 
reason,  I am  inclined  to  resect  as  much  tissue  as  is  in 
any  way  practical.  For  the  third  group  I would 
still  tend  toward  the  combined  abdominal-perineal 
resection  unless  the  growth  was  easily  mobilized  to- 
gether with  a rather  large  cuff  of  apparently  normal 
tissue  on  either  side.  This  may  place  the  line  of 
anastomosis  uncomfortably  low  in  the  pelvis.  I 
have  no  quarrel  with  those  who  can  perform  a satis- 
factory anastomosis  at  this  level,  but  I find  it  rather 
awkward.  So  far  as  the  fourth  group  is  concerned,  I 
am  inclined  to  agree  with  Dr.  Mayo  that  many  of 
these  can  be  treated  by  segmental  resection.  Cer- 
tainly the  five-year  survivals  in  the  group  so  treated 
compare  very  favorably  with  those  found  after 
abdominal-perineal  resection,  and  there  is  no  ques- 
tion about  the  comfort  of  the  patient  or  of  the 
economic  load  of  his  hospitalization. 

Dr.  Mayo’s  statement  that  his  patients  are  pre- 
pared physically  and  mentally  for  a combined 
abdominal-perineal  resection  is  very  important. 
This  makes  it  possible  for  the  surgeon  to  exercise  a 
reasonable  choice  after  the  abdomen  has  been 
opened  and  the  dissection  begun  and  at  the  same  time 
spares  the  patient  the  sudden  realization  that  he  has 
a permanent  colostomy.  In  the  final  analysis,  the 
general  condition  of  the  patient,  the  peculiarities  of 
his  own  lesion,  and  the  technical  ability  and  open- 
mindedness  of  the  operating  surgeon  will  determine 
the  proper  operation  for  that  patient. 
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RENAL  lipomatosis,  until  recently  regarded 
as  a rare  condition,  is  a relatively  little 
known  pathologic  entity  in  which  varying 
amounts  of  destroyed  renal  parenchyma  become 
replaced  by  fat.  Renal  lipomatosis  (fatty  re- 
placement of  the  kidney),  lipomatous  paraneph- 
ritis (fatty  transformation  of  the  kidney),  and 
lipomatous  nephritis  are  a few  of  the  other  terms 
used  to  describe  essentially  the  same  condition. 
In  the  early  literature  renal  lipomatosis  was  not 
clearly  differentiated  from  true  renal  lipoma. 
The  latter  condition  is  one  in  which  a circum- 
scribed fat  tumor  occurs  within  a normal  kidney 
parenchyma,  usually  at  the  periphery  attached  to 
the  capsule,  and  is  quite  rare,  the  autopsy  inci- 
dence being  reported  as  one  in  40,000. !- 2 
A number  of  investigators  agree  that  renal 
lipomatosis  can  no  longer  be  considered  a rare 
process.  This  is  very  pointedly  borne  out  by  the 
easy  discovery  in  1938  by  Roth  and  Davidson  of 
37  examples  of  this  condition  in  an  average 
museum  of  pathology  designed  for  teaching  pur- 
poses.3 

Fatty  replacement  of  the  kidney  was  first  re- 
ported by  Baader  in  1778. 4 Fifty-nine  years 
later  (1837),  Rayer  recorded  the  first  detailed 
description  of  this  process.8 

It  is  generally  agreed  that  renal  lipomatosis  is  a 
condition  which  does  not  present  a clinical  picture 
all  its  own.  In  fact,  it  never  has  been  diagnosed 
as  such  preoperatively  or  prior  to  necropsy.  The 
symptoms  which  cause  a patient  having  this  ab- 
normal process  to  seek  treatment  are  usually 
those  of  pyonephrosis  or  pyelonephritis.  These 
most  commonly  are  pain  over  the  kidney  region 
and  pyuria  with  dysuria.  If  the  course  has  been 
of  long  standing,  the  kidney  may  have  ceased  to 
function  with  resulting  minimal  or  absent 
symptomatology.  The  literature  contains  a num- 
ber of  examples  of  autopsy  discovery  of  renal 
lipomatosis  in  persons  meeting  sudden  death  who 
had  been  perfectly  well  at  the  time  of  their  pass- 
ing. 

Since  renal  lipomatosis  is  ordinarily  a uni- 
lateral condition,  blood  chemistry  and  renal 
function  tests  are  usually  normal.  Ureteral 
catheterization,  however,  often  shows  the  involved 
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kidney  to  be  functionless.  A very  few  cases  of 
bilateral  renal  lipomatosis  are  on  record.6 

Fatty  replacement  of  the  kidney  has  been  found 
most  commonly  in  people  of  middle  age.  Extreme 
variations,  however,  have  been  reported,  the 
youngest  being  a child  of  eleven  and  the  oldest  a 
man  of  seventy-seven.7-2  Several  authors  have 
reported  that,  in  their  observations,  renal 
lipomatosis  was  encountered  only  in  obese 
patients.8 

There  are  many  theories  which  attempt  to  ex- 
plain the  etiology  of  renal  lipomatosis.  Borst 
feels  that  a proliferation  of  fatty  tissue  such  as 
fills  in  the  defect  produced  by  muscular  atrophy 
in  certain  types  of  dystrophy  is  active  here  too.9 
We  are  all  cognizant  of  such  other  examples  of  re- 
placement of  an  organ  by  fat,  as  the  normal  re- 
placement of  the  thymus  in  children  and  the 
pathologic  replacement  in  the  myocardium  of 
some  middle-aged  and  elderly  persons.  Borst 
also  points  out  the  contention  of  Perls-Neelsen, 
Rokitansky,  and  others  that  the  renal  substance 
is  destroyed  by  pressure  atrophy  as  a result  of 
fatty  tissue  proliferation.  However,  no  evidence 
of  compression  of  the  renal  parenchyma  adjacent 
to  the  fatty  tissue  can  be  demonstrated  to  lend 
support  to  such  a theory.  If  the  process  of  the 
spreading  fatty  tissue  were  an  invasive  one  pass- 
ing across  the  boundary  of  the  renal  sinus,  one 
would  expect  to  find  islets  of  renal  tissue  between 
the  fat  accumulations.  Still  other  investigators 
have  posed  the  theory  that  the  adipose  tissue 
arose  by  a process  of  metaplasia  following  pro- 
liferation of  the  kidney  connective  tissue.  Most 
investigators,  however,  support  the  belief  that  fat 
from  the  renal  sinus  moves  in  to  replace  destroyed 
renal  parenchyma.2- 10-14  Since  the  lining  of  the 
sinus  is  a prolongation  of  the  kidney  capsule,  the 
fat  therein  is  extrarenal  and  in  direct  continuity 
with  the  perirenal  fat. 

It  is  generally  agreed  that  the  destruction  of 
the  renal  substance  anteceding  fat  replacement  is 
accomplished  most  frequently  by  longstanding  in- 
fection. This  is  practically  always  non  tubercu- 
lous, although  tuberculosis  has  been  reported  as 
preceding  or  accompanying  this  condition.8-15 
Kutzmann  tabulated  33  cases,  and,  of  these,  79 
per  cent  had  renal  calculi,  and  all  showed  evidence 
of  infection.14  It  is  probable  that  the  infection  is, 
in  most  cases,  secondary  to  obstruction  of  the  ex- 
trarenal urinary  passages.  Seven  of  Young’s  11 
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Fig.  1.  Case  1:  Purulent  infiltration  in  right 
lower  corner,  lipoid  macrophages,  plasma  cells,  and 
monocytes  in  other  parts.  (400  X ) 


Fig.  2.  Case  1:  Large  macrophages  demon- 

strating the  reticular  and  granular  intracellular 
lipoid.  (400  X) 


cases  showed  replacement  of  a hydronephrotic 
kidney  by  fat.16  One  might  expect  such  a substitu- 
tion in  a slowly  progressing  hydronephrosis 
where  the  increase  of  bacteria  is  encouraged  and 
where  a pyelonephritis  or  pyelonephrosis  is  an 
intermediate  development.  On  the  other  hand, 
in  the  case  of  an  acute  hydronephrosis  which  has 
developed  in  a comparatively  short  period  of 
time,  one  would  not  expect  to  find  fatty  replace- 
ment of  the  renal  substance  because  infection  had 
not  had  sufficient  time  to  wreak  destruction  in  the 
renal  parenchyma. 

Hamm  and  de  Veer  cite  cases  substantiating 
their  contention  that  lipomatous  tissue  can  re- 
place renal  parenchyma  lost  in  noninflammatory 
conditions  such  as  senile  atrophy  and  the  arterio- 
sclerotic contracted  kidney.8 

Eight  new  cases  of  renal  lipomatosis,  some  of 
which  suggest  a new  mechanism  for  the  develop- 
ment of  this  condition,  are  reported  in  the  ensuing 
paragraphs.  Seven  of  these  cases  were  en- 
countered in  a series  of  40  consecutive  nephrec- 
tomies performed  in  a twenty-four-month  period 
immediately  preceding  April,  1948.  Renal 
lipomatosis  was  found  once  in  the  course  of  308 
consecutive  necropsy  examinations  in  the  same 
period  of  time. 


Case  Reports 

Case  1. — Mrs.  E.  F.,  age  fifty-two,  was  admitted 
to  the  Deaconess  Hospital  March  26,  1946,  with  a 
history  of  recurrent  attacks  of  severe  left  costover- 
tebral angle  pain,  accompanied  by  chills,  fever,  and 
emesis  for  the  past  year. 

Physical  examination  showed  marked  tenderness 
and  spasm  in  the  left  costovertebral  angle  and  left 
anterior  abdomen. 

Urinalysis  showed  pH  5.2  and  albumin  2 plus;  a 
microscopic  specimen  was  loaded  with  pus  and  red 
blood  cells.  Blood  count  was  as  follows : 22,000  white 
blood  cells  with  a left  shift  in  the  differential.  The 
nonprotein  nitrogen  was  36  mg.  per  100  cc.  The 
carbon  dioxide  combining  power  was  39.4  volumes 
per  cent.  Cystoscopy  revealed  a chronic  cystitis  with 
drainage  of  purulent  material  from  the  left  ureteral 
orifice  which  cultured  as  nonhemolytic  Staphylo- 
coccus aureus.  Urine  from  the  right  kidney  was  clear 
and  negative  on  culture.  Preoperative  diagnosis  was 
left  pyonephrosis. 

A left  nephrectomy  was  performed  on  April  2, 
1946.  In  the  course  of  the  operation  a large  peri- 
nephritic  abscess  was  encountered  and  drained.  The 
incision  was  closed  with  drainage.  She  had  an  un- 
• complicated  convalescence. 

The  pathologic  report  was  as  follows:  The  kidney 
and  attached  tissue  involved  in  the  pathologic  proc- 
ess weighed  700  Gm.  The  capsule  was  firmly  fused 
to  the  kidney  substance.  The  renal  parenchyma 
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Fig.  3.  Case  2:  Granulomatous  area,  mainly 

plasma  and  round  cells  with  various  types  of 
macrophages,  some  of  them  containing  lipoid. 
(400  X) 


showed  a whitish,  gelatinous,  and  fibrotic  appearance 
on  section  in  which  no  details  of  the  normal  gross 
kidney  structure  could  be  recognized.  The  calyces 
were  greatly  dilated  and  were  surrounded  by  a rim  of 
yellowish,  necrotic-appearing  tissue.  They  and  the 
pelvis  contained  dark,  grayish-red  masses  of  shaggy 
matter  floating  in  a thin  purulent  exudate.  The 
fatty  renal  capsule  appeared  to  be  continuous  with 
areas  of  fat  in  the  kidney  parenchyma,  particularly 
in  the  hilar  region.  A perirenal  abscess  cavity  was 
also  noted. 

In  all  the  microscopic  sections  only  small  areas  of 
recognizable  kidney  tissue  were  noted.  Even  in 
these  areas  the  tubules  had  been  obliterated  by  a 
proliferating  fibrous  tissue.  Other  areas  consisted  of 
a subacute  granulation  tissue  in  which  round  and 
polymorphonuclear  cells  predominated  (Figs.  1,  2). 
Still  other  areas  showed  great  masses  of  foam  cells 
(lipoid  macrophages)  interspersed  with  round  and 
polymorphonuclear  cells.  The  separation  between 
the  granulation  and  necrotic  tissue  and  the  fat  tissue 
was  not  sharp.  Fat  cells  were  noted  singly,  in  small 
numbers,  and  also  in  large  accumulations.  In  a few 
areas  the  foam  cells  and  mature  fat  cells  were  mixed. 

The  final  pathologic  diagnosis  was  pyonephrosis 
with  complete  disintegration  and  fatty  metamor- 
phosis of  the  kidney  tissue. 


Fig.  4.  Case  2:  Mature  fat  cells  scattered 

throughout  lipoid  granuloma  deep  in  renal  paren- 
chyma. (400  X) 


Case  2. — Mrs.  A.  S.,  a white  woman,  sixty-six 
years  of  age,  entered  the  Deaconess  Hospital  on 
February  12,  1947,  with  complaints  of  dull,  aching 
right-sided  pain,  loss  of  weight,  and  a gradually  en- 
larging right  abdominal  mass. 

Examination  revealed  her  to  be  pale  and  poorly 
nourished,  with  a blood  pressure  of  160/90  and  a 
palpable  right-sided  mass  about  16  cm.  in  diameter. 

Urinalysis  showed  albumin  3 plus  and  many  pus 
cells  on  microscopic  examination.  Blood  counts  re- 
vealed marked  anemia.  Her  white  count  and  dif- 
ferential count  were  normal.  The  sedimentation 
rate  was  17  mm.  per  hour.  The  nonprotein  nitrogen 
was  26  mg.  per  cent.  Other  blood  chemistry 
studies  (chlorides,  total  serum  protein,  and  albumin- 
globulin  ratio)  were  normal.  Examinations  of  urine 
for  tumor  cells  on  several  occasions  were  negative. 
At  cystoscopy  a nonfunctioning  right  kidney  was 
found,  with  obstruction  in  the  ureter  at  11  cm. 

Pyelograms  showed  a normal  left  kidney.  There 
was  nonfilling  on  the  right  side  above  the  level  of  the 
fourth  lumbar  vertebra.  The  right  kidney  was 
twice  the  normal  size  with  a staghorn  calculus 
present.  Preoperative  diagnosis  was  right  calculus 
pyonephrosis. 

After  a series  of  blood  transfusions  and  general 
supportive  measures,  the  patient’s  red  blood  count 
increased  to  4,060,000  cells. 
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A right  nephrectomy  was  performed  on  February 
26,  1947,  under  sodium  pentothal  anesthesia.  Her 
postoperative  course  was  uneventful,  and  she  was 
discharged  fifteen  days  after  operation.  Outpatient 
department  records  indicate  that  this  patient  gained 
10  pounds  in  the  first  two  months  after  operation  and 
that  her  general  health  was  much  improved. 

The  pathologic  report  was  as  follows:  The  ex- 
tirpated kidney  weighed  500  Gm.  Hemisection  of 
the  organ  revealed  a striking  picture  of  a fatty, 
fibrous,  nodular  tissue  replacing  the  normal  archi- 
tecture. The  pelvis  was  distended  by  purulent 
matter;  two  portions  of  a staghorn  calculus  were 
contained  in  this  thick,  heavy,  purulent  exudate. 

Microscopic  examination  showed  the  kidney 
parenchyma  to  be  almost  completely  replaced  by  fat 
and  a granulation  tissue  presenting  evidence  of  a sub- 
acute inflammation  (Fig.  3).  This  replacement  tissue 
had  infiltrated  between  remnants  of  the  tubules  and 
glomeruli.  The  inflammatory  cells  included  seg- 
mented granulocytes,  plasma  cells,  round  cells,  and 
fibroblasts  of  varying  ages.  Extensive  areas,  com- 
posed of  lipoid  macrophages  (typical  foam  cells), 
were  noted  scattered  throughout  the  granulation 
tissue.  In  some  of  these  macrophages  the  transition 
to  typical  fat  cells  can  be  traced.  The  majority  of 
these  cells  showed  the  usual  dense  foamy  cytoplasmic 
pattern  with  central  location  of  the  nucleus.  In 
certain  of  these  cells,  however,  the  foamy  pattern 
showed  clearing,  and  moving  of  the  nucleus  to  the 
cellular  border  (Fig.  4).  No  reticular  framework  was 
left  in  certain  of  these  cells,  thus  making  them  in- 
distinguishable from  adult  fat  cells.  They  were 
often  seen  to  be  still  surrounded  by  the  cells  com- 
prising the  lipoid  granuloma.  The  scanty  remnants 
of  kidney  parenchyma  showed  various  degrees  of 
degeneration  such  as  intercapillary  sclerosis  of 
glomeruli,  thickening  of  the  capsule  of  Bowman,  and 
hyalinization  of  whole  glomeruli. 

The  final  pathologic  diagnosis  was  fatty  replace- 
ment of  kidney  tissue  in  pyonephrosis. 

Case  3. — Mrs.  M.  S.,  age  thirty-eight,  was  ad- 
mitted to  the  Deaconess  Hospital  on  January  12, 
1947.  She  complained  of  right  upper  quadrant  pain 
and  tenderness  with  recurrent  attacks  of  chills  and 
fever,  a weight  loss  of  30  pounds  in  four  months, 

' frequency,  dysuria,  and  occasional  nocturia. 

Examination  revealed  an  obese  white  woman  with 
a poorly  defined  mass  in  her  right  upper  quadrant. 
Laboratory  findings  were  essentially  negative. 

At  cystoscopy  an  obstructing  calculus  1 cm.  in 
diameter  was  found.  The  right  kidney  pelvis  and 
calyces  were  markedly  dilated  above  this  and  had  a 
serrated,  “moth-eaten”  appearance  on  x-ray  exam- 
ination, with  no  function  from  this  side.  The  psoas 
muscle  shadow  was  obliterated  on  the  right.  The 
left  kidney  was  normal.  Preoperative  diagnosis  was 
right  perinephritic  abscess  with  right  pyonephrosis. 

At  operation  on  January  27,  1947,  a perinephritic 
abscess  was  encountered  and  drained.  Approxi- 
mately 300  cc.  of  purulent  matter  was  evacuated. 
Cultures  on  this  pus  showed  a heavy  growth  of 
Bacterium  coli.  The  patient  was  discharged  on 
February  6,  1947,  still  having  a small  amount  of 
serous  drainage  from  her  incision. 


On  April  12,  1947,  this  patient  was  readmitted  for 
nephrectomy.  Since  her  last  discharge  she  had  felt 
well  and  had  been  able  to  do  her  housework  every 
day.  She  had  had  sporadic  purulent  drainage  from 
the  operative  incision  in  her  right  flank.  Slight  right 
costovertebral  angle  pain  was  experienced  when 
drainage  was  minimal  or  had  stopped;  this  subsided 
when  drainage  again  commenced.  She  had  noticed 
moderate  dysuria  and  nocturia  once  nightly  during 
the  week  preceding  admission. 

A right  intracapsular  nephrectomy  was  performed 
on  April  14,  1947,  without  incident.  Her  postopera- 
tive course  was  uneventful.  She  was  discharged  on 
April  29, 1947. 

The  pathologic  report  was  as  follows:  The  re- 
moved kidney  weighed  110  Gm.  Cross  section 
showed  the  normal  kidney  architecture  to  be  de- 
stroyed and  replaced  by  areas  of  softening  and 
necrosis  in  the  region  of  the  cortex  and  medulla. 
These  areas  which  were  scattered  throughout  the 
kidney  substance  were  1 to  2 cm.  in  diameter.  The 
normal  structure  of  the  pyramids  was  replaced  by 
yellowish-gray  fibrous  tissue. 

Microscopically,  the  normal  renal  structure  was 
seen  to  be  completely  destroyed,  except  for  occa- 
sional tubular  structures  and  glomerular  remnants. 
There  were  large  necrotic-appearing  areas  in  which 
polymorphonuclear  cells,  round  cells,  and  pre- 
dominantly huge  lipoid  macrophages  were  the 
principal  constituents.  Large  areas  of  hemorrhage 
and  the  occasional  presence  of  true  lymphoid  fol- 
licles with  germinal  centers  were  also  noted.  There 
was  no  evidence  of  tuberculosis.  In  some  of  the 
necrotic-appearing  regions  the  lipoid  macrophages 
were  seen  to  be  apparently  moving  into  the  accumu- 
lations of  round  cells,  plasma  cells,  and  polymorpho- 
nuclear leukocytic  debris.  Some  of  these  macro- 
phages showed  clearing  of  their  reticular  structure 
and  marginal  location  of  their  nuclei.  In  other  areas 
the  fat  cells  were  present  in  chronic  granulation  and 
markedly  fibrotic  tissue,  similar  to  the  fat  metamor- 
phosis sometimes  found  in  the  submucosa  of  the 
appendix  following  inflammation. 

The  final  pathologic  diagnosis  was  chronic  pyelone- 
phritis and  pyonephrosis  with  beginning  metaplasia 
of  the  kidney  tissue. 

Case  4. — Mrs.  A.  G.,  a forty-five-year-old  house- 
wife, was  admitted  to  the  Deaconess  Hospital  on 
March  7,  1947,  stating  that  she  had  had  an  attack  of 
intense  right  upper  quadrant  abdominal  pain,  lasting 
for  seven  days,  two  months  prior  to  admission. 
Subsequent  x-ray  studies  revealed  what  seemed  to  be 
a kidney  stone. 

A right  upper  quadrant  mass,  the  size  of  a large 
grapefruit,  was  felt  on  physical  examination.  This 
was  separate  from  the  liver  and  was  slightly  tender. 
Some  right  costovertebral  angle  tenderness  was 
likewise  noted. 

Cystoscopic  examination  revealed  a nonfunction- 
ing right  kidney  with  no  dye  excretion  in  fifteen 
minutes.  The  left  kidney  was  normal. 

Roentgenologic  studies  showed  a staghorn  calcu- 
lus in  the  vicinity  of  the  right  kidney;  several  small 
calculi  were  seen  lying  just  inferior  to  the  larger  one. 
Intravenous  urography  indicated  a normal  pelvis, 
calyces,  and  ureter  on  the  left  side.  There  was  no 
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Fig.  5.  Case  4:  Chronic  inflammatory  tissue, 

mature  fat  tissue,  and  lipoid  granuloma.  No 
sharply  demarcated  boundaries  are  demonstrable 
between  the  renal  tissue  and  the  lipoid  granuloma 
(100  X) 


excretion  of  the  injected  dye  on  the  right  in  thirty 
minutes.  Preoperative  diagnosis  was  right  calculus 
pyonephrosis. 

A right  intracapsular  nephrectomy  was  performed 
on  March  17,  1947.  This  type  of  procedure  was 
deemed  advisable  because  the  kidney  was  small  and 
surrounded  by  approximately  3 cm.  of  dense,  scarred 
fatty  tissue.  The  incision  was  closed  with  drainage. 
The  patient’s  postoperative  course  was  uneventful. 

The  pathologic  report  was  as  follows:  The  ex- 
tirpated kidney  weighed  130  Gm.  and  measured  9 
by  5 by  5 cm.  in  size.  Upon  section,  this  organ  was 
seen  to  be  almost  entirely  composed  of  fat.  Only  at 
its  lower  pole  was  there  a small  amount  of  tissue 
having  any  semblance  of  renal  parenchyma;  this 
appeared  to  be  markedly  inflamed.  A large  staghorn 
calculus  was  found  embedded  in  the  shaggy  in- 
flammatory tissue. 

Microscopic  study  of  representative  portions  of 
this  specimen  revealed  necrotic  masses,  surrounded 
by  a chronic  granulation  tissue,  partly  enclosed  in  a 
fibrous  capsule  (Figs.  5,  6).  Although  this  necrosis 
appeared  somewhat  caseous,  nothing  in  the  imme- 
diate vicinity  indicated  a tuberculous  process.  This 
diagnosis,  however,  could  not  be  excluded  on  the 
basis  of  these  microscopic  sections.  Mature  fat 
tissue  was  observed  interspersed  with  chronic 


Fig.  6.  Same  as  Fig.  5.  (200  X) 


granulation  tissue,  round  cell  accumulations,  and 
fibrotic  tissue. 

The  final  pathologic  diagnosis  was  marked  fatty 
replacement  of  the  kidney. 

Case  5. — Mrs.  H.  K.,  a thirty-six-year-old  house- 
wife, was  admitted  to  the  Deaconess  Hospital  on 
September  12,  1947.  She  complained  of  attacks  of 
sudden  severe  right  upper  quadrant  abdominal 
pain,  extending  through  to  the  region  of  the  right 
costovertebral  angle,  of  six  months  duration.  These 
attacks  were  associated  with  fever,  excessive  per- 
spiration, nausea,  and  emesis.  In  addition  to  the 
above  symptoms,  she  also  complained  of  nocturia 
(2  to  3 times),  urgency,  frequency  of  urination  (20  to 
30  times),  and  pyuria. 

Physical  examination  on  admission  to  the  hospital 
revealed  an  obese  woman  having  a tender,  respira- 
tory-mobile mass  in  the  right  upper  quadrant  of  the 
abdomen  extending  four  finger  breadths  below  the 
costal  margin. 

X-ray  examination  of  the  abdomen  on  September 
14,  1947,  showed  a large  right  kidney  in  an  ab- 
normally low  position.  A laminated  shadow,  having 
the  appearance  of  a gallstone,  was  noted  just  to  the 
right  of  the  third  lumbar  vertebra.  On  September 
17,  1947,  intravenous  urograms  showed  excretion  of 
the  dye  in  good  concentration  on  the  left  in  five 
minutes.  No  excretion  of  the  dye  was  noted  on  the 
right  by  x-ray  in  eight  hours. 

Cystoscopic  examination  was  carried  out  on  Sep- 
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tember  19,  1947.  No  phenolsulfonphthalein  re- 
turned from  the  right  ureteral  orifice;  the  dye  ap- 
peared from  the  left  ureteral  orifice,  in  normal  con- 
centration, in  four  minutes.  Retrograde  pyelograms 
showed  that  the  calculus,  seen  on  x-ray  films  taken 
five  days  previously,  was  in  the  right  renal  pelvis.  A 
suggestion  of  a filling  defect  in  the  pelvis  about  the 
calculus  was  noted.  The  dye  did  not  fill  the  calyces 
of  this  kidney.  Preoperative  diagnosis  was  light 
calculus  pyonephrosis. 

On  September  22,  1947,  the  right  kidney  was  re- 
moved. 

The  pathologic  report  was  as  follows:  This  organ 
weighed  200  Gm.  and  measured  13  by  7 by  0 cm.  in 
size.  The  capsule  stripped  with  difficulty;  in  some 
areas  it  was  so  adherent  that  the  stripping  was  al- 
most impossible.  On  hemisection  a greatly  dilated 
pelvis  and  calyces  having  a ragged  hemorrhagic 
lining  were  noted.  The  renal  parenchyma  was 
white  and  fibrous  in  appearance  and  showed  focal, 
yellowish,  fatty  nodules  adjacent  to  the  calyces. 
Most  of  the  characteristic  kidney  structure  could  no 
longer  be  identified. 

Microscopic  examination  showed  far-advanced 
destruction  of  the  kidney  parenchyma  and  especially 
of  the  convoluted  tubules.  Massive  interstitial  in- 
filtration of  round  cells,  plasma  cells,  and  polymor- 
phonuclear leukocytes  was  strikingly  evident.  The 
glomeruli  appeared  to  be  somewhat  better  pre- 
served; their  capsules,  however,  were  thickened  and 
in  some  areas  showed  various  degrees  of  degenera- 
tion. The  wall  of  the  kidney  pelvis  showed  marked 
infiltration  by  polymorphonuclear  leukocytes  and 
round  cells.  Free  pus  was  noted  in  the  lumen  of  the 
pelvis.  Certain  areas  presented  a picture  of  marked 
interstitial  fibrosis  which  had  advanced  to  such  a de- 
gree as  to  make  the  kidney  tissue  all  but  unidentifi- 
able. Fat  was  seen  to  be  invading  the  renal  sub- 
stance in  these  areas.  The  transition  from  a chronic 
i granulomatous  tissue  to  one  made  up  chiefly  of  fat- 
containing  macrophages  to  true  fatty  tissue  was 
clearly  observed. 

The  final  pathologic  diagnosis  was  chronic  cal- 
culus pyelonephritis  and  pyonephrosis  with  be- 
ginning fatty  metaplasia. 

Case  6. — Mrs.  M.  L.,  a forty-year-old  housewife, 
was  admitted  to  the  Deaconess  Hospital  on  Novem- 
ber 9,  1947,  complaining  of  pain  in  the  right  costo- 
vertebral angle,  urgency,  frequency,  nocturia, 
nausea,  emesis,  chills,  and  fever.  These  symptoms 
had  persisted  for  four  days  prior  to  hospitalization. 
Her  past  history  revealed  that  she  had  been  treated 
for  pyelitis  and  cystitis  nine  years  before. 

At  the  time  of  her  admission  this  patient  was 
noted  to  be  well  nourished.  She  had,  however,  a low- 
grade  fever.  Her  blood  pressure  was  96/60.  The 
remainder  of  the  examination  was  negative  except 
for  marked  tenderness  and  spasm  noted  in  the  right 
costovertebral  angle  extending  down  into  the  right 
lower  quadrant  of  the  abdomen.  No  masses  were 
palpable. 

A 3 plus  albuminuria  and  many  clumped  white 
blood  cells  per  high  power  field  in  the  urine  sediment 
were  the  only  positive  urinary  findings.  Blood 
studies  revealed  4,620,000  red  blood  cells  per  cu. 


mm.,  13.6  Gm.  of  hemoglobin  per  100  cc.  (Sahli), 
and  12,000  white  blood  cells  per  cu.  mm.  The  dif- 
ferential count  indicated  a moderate  shift  to  the 
left. 

Cystoscopy  revealed  an  infected  bladder.  An  in- 
fected right  hydronephrosis  of  175  cc.  capacity  was 
found.  Drainage  from  the  left  kidney  was  normal 
with  clear  urine.  Phenolsulfonphthalein  appeared 
in  normal  concentration  from  the  left  ureter  in  five 
minutes;  none  appeared  on  the  right.  Analysis  of 
the  urine  from  the  right  kidney  revealed  a 4 plus  al- 
bumin and  many  white  blood  cells.  The  urine  from 
the  left  kidney  was  negative.  Retrograde  pyelo- 
grams demonstrated  the  right  ureter,  pelvis,  and 
calyces  to  be  markedly  distended,  irregular,  and 
ragged  in  outline.  The  left  pyelogram  appeared  to 
be  normal.  Preoperative  diagnosis  was  right 
pyonephrosis. 

A right  nephrectomy  was  performed  on  November 
17,  1947,  without  incident.  The  organ  was  densely 
adherent  to  the  peritoneum  and  was  freed  from  this 
and  the  perirenal  fat  with  some  difficulty.  The 
patient  ran  an  essentially  uneventful  postoperative 
course  and  was  discharged  on  her  thirteenth  post- 
operative day. 

The  pathologic  report  was  as  follows:  The  re- 
moved kidney  weighed  240  Gm.  and  measured  12  by 
7 by  6 cm.  in  size.  The  external  surface  was  smooth. 
Hemisection  showed  the  cortex  to  be  atrophic  and  al- 
most absent.  The  medulla  was  replaced  by  fatty 
tissue.  The  pelvis  was  markedly  dilated. 

Microscopic  examination  revealed  evidence  of 
chronic  nonspecific  pyelonephritis  and  pyonephrosis 
with  extensive  destruction  of  the  kidney  parenchyma. 
Accumulations  of  fat  cells  were  seen  in  a matrix  of 
hyaline  fibrous  tissue.  A few  lipoid  macrophages 
were  noted  in  the  vicinity  of  the  mature  fat  cells. 

The  final  pathologic  diagnosis  was  advanced  fatty 
metamorphosis  of  the  kidney  tissue. 

Case  7. — Mr.  W.  S.,  a fifty-four-year-old  foreman, 
was  admitted  to  the  Deaconess  Hospital  on  August 
2,  1946,  with  the  complaints  of  chills,  fever,  pyuria, 
and  dull  aching  pain  in  the  right  flank  for  five  days. 
He  claimed  to  have  had  similar  episodes  every  six  to 
eight  months  for  the  past  two  years.  About  fifteen 
years  previously  he  had  passed  several  stones  from 
his  bladder. 

Physical  examination  revealed  a well-nourished 
man  with  tenderness  and  spasm  over  the  right  flank. 

Blood  studies  were  normal  throughout.  Urinalysis 
showed  albumin  2 plus  with  many  pus  and  blood 
cells  microscopically. 

Cystoscopy  with  pyelography  showed  a calculus 
pyonephrosis  on  the  right  side,  with  nonvisualization 
of  the  right  psoas  muscle  and  a small  nonobstructing 
left  ureteral  calculus.  The  left  ureteral  calculus  was 
removed  several  days  later  with  a nylon  loop  and 
measured  14  by  6 mm. 

One  week  later,  August  28,  the  right  kidney  was 
explored  and  a large  perinephritic  abscess  was 
drained.  It  was  not  feasible  to  remove  the  kidney  at 
this  time.  He  was  discharged  with  a draining  sinus 
from  his  right  flank  incision. 

Sixteen  months  later  he  was  readmitted  to  the 
hospital.  He  had  gained  20  pounds  in  weight,  and 
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his  only  complaint  was  the  draining  sinus  in  his 
operative  scar. 

Physical  examination  revealed  an  obese  white 
man  with  a blood  pressure  of  130/90  and  a sinus  5 
mm.  in  diameter  at  the  inferior  border  of  his  right 
flank  incision. 

Urinalysis  again  revealed  albumin  2 plus  with 
microscopic  clumped  pus.  Blood  studies  were 
normal.  Skiodan  acacia,  injected  in  the  sinus  tract, 
showed  it  to  pass  into  the  right  kidney,  filling  the 
calyces,  which  were  blunted  and  distorted.  Intra- 
venous pyelograms  revealed  a normal  left  kidney 
with  a nonfunctioning  right  calculus  pyonephrosis. 
Preoperative  diagnosis  was  right  calculus  pyonephro- 
sis. 

At  operation  a sinus  tract  was  dissected  out  to  the 
region  of  the  right  kidney.  It  was  surrounded  by 
dense,  fatty,  and  inflammatory  tissue.  An  intra- 
capsular  nephrectomy  was  attempted,  but  because 
the  kidney  was  very  firmly  adherent  to  the  true 
capsule,  this  had  to  be  abandoned.  The  kidney  and 
surrounding  mass  of  fatty,  inflammatory  tissue  were 
removed  by  block  dissection  after  the  ureter  had 
been  identified  and  cut.  The  pedicle  was  tied  off,  but 
because  of  the  shortness  of  the  stump,  one  clamp  was 
left  in  place  on  the  pedicle.  The  incision  was  closed 
in  layers  with  drainage.  The  clamp  on  the  pedicle 
stump  was  removed  in  seventy-two  hours. 

The  pathologic  report  was  as  follows:  The  speci- 
men consisted  of  a lump  of  fat  tissue  roughly  assum- 
ing the  shape  of  a kidney.  Hemisection  showed  that 
the  renal  parenchyma  was  almost  replaced  by  fat 
and  soft,  fibrous  tissue.  Only  at  the  lower  pole  an 
approximately  cherry-sized  piece  of  solid  tissue,  re- 
sembling that  of  kidney,  was  seen.  Several  calculi 
of  varying  size  and  shape  were  scattered  throughout 
the  specimen. 

Microscopically,  a small  piece  of  fairly  well-pre- 
served kidney  tissue  was  seen.  This  showed  focal 
interstitial  round  cell  and  fibrous  tissue  accumulations 
as  well  as  epithelial  degeneration  in  the  tubules.  All 
glomeruli  exhibited  hyaline  thickening  of  their 
capsules  and  basal  membranes.  The  transition  from 
the  relatively  well-preserved  renal  tissue  to  the 
adjacent  fat  tissue  containing  a few  areas  of  fibrosis 
and  some  fibrotic  remnants  was  abrupt. 

The  pathologic  diagnosis  was  renal  lipomatosis 
(fatty  replacement  of  the  kidney  parenchyma) 
secondary  to  chronic  purulent  infection. 

Case  8. — Mr.  C.  P.,  age  eighty-one,  expired 
twenty-one  hours  after  admission  to  the  Hospital. 
His  death  was  attributed  to  a peritonitis  secondary 
to  a traumatic  perforation  of  the  rectum.  An  inci- 
dental finding  at  autopsy  was  a lipomatosis  of  the 
right  kidney. 

Gross  examination  of  this  organ  showed  marked 
thinning  of  the  cortex  and  considerable  fatty,  pro- 
liferation in  the  medulla.  Extensive  areas  of 
interstitial,  round,  and  plasma  cell  infiltration  and 
fatty  replacement  in  areas  of  destroyed  parenchyma 
were  noted  microscopically. 

Comment 

Since  renal  lipomatosis  appears  to  be  a replace- 
ment process,  one  would  expect  to  find  it  existing 


in  varying  degrees  of  progression.  This  was  the 
case,  not  only  in  the  eight  patients  herein  re- 
ported, but  also  in  those  reported  in  recent  years 
by  other  authors.  In  this  series,  five  cases  showed 
far-advanced  replacement  of  the  renal  substance 
(Cases  1,  2,  4,  6,  and  7).  The  process  was 
moderately  advanced  in  one  (Case  8)  and 
minimally  present  in  two  (Cases  3 and  5).  As 
might  be  expected,  the  earliest  cases  reported  in 
the  literature  where  those  of  marked  fatty  re- 
placement, for  these  first  caught  the  attention  of 
the  pathologist  and  surgeon.  The  case  which  was 
incidentally  discovered  at  autopsy  (Case  8)  had 
developed  without  symptoms  referable  to  the 
genitourinary  tract. 

Certain  of  these  cases  suggest  a mechanism  for 
the  development  of  renal  lipomatosis  somewhat 
different  from  those  propounded  by  other  in- 
vestigators. These  cases  (Numbers  1 to  6)  indi- 
cate that  the  first  stage  of  fatty  replacement  con- 
sists in  the  formation  of  a lipoid  granuloma.  The 
macrophages  of  the  granulomatous  areas  ingest 
fat  from  the  cellular  debris  of  the  destroyed  kidney 
parenchyma  and  the  abundant  pus  cells  usually 
found  in  their  neighborhood.  It  appears  that 
then  only,  after  this  intermediate  stage  of  lipoid 
granulomatosis,  the  definite  replacement  by  adult 
fat  tissue  takes  place.  Because  of  these  findings 
it  is  not  necessary  to  surmise  that  fat  from  the 
renal  sinus  moves  in  to  fill  the  area  destroyed  by 
infection.  Fatty  replacement  is  also  seen  in  other 
organs.  For  instance,  the  very  common  replace- 
ment of  the  submucosa  of  the  appendix  following 
chronic  infection  is  well  known.  In  this  example, 
invasion  from  a contiguous  structure  is  not  pos- 
sible. 

Another  finding  which  is  somewhat  different 
from  the  pathologic  picture  described  by  many 
investigators  is  that  the  demarcation  of  the  fatty 
tissue  from  the  diseased  kidney  tissue,  although 
structurally  still  identifiable,  is  not  sharp.  A 
definite  capsule  separating  these  two  types  of 
tissue  was  not  seen  in  this  series  of  cases.  Accu- 
mulations of  fat  cells  were  found  far  inside  the 
granulomatous  area;  these  were  never  found  in 
noninfected  kidney  tissue. 

A number  of  investigators  have  reported  that 
general  obesity  is  a usual  finding  in  cases  of  renal 
lipomatosis.  This  is  not  substantiated  in  this 
series  of  cases,  for  half  of  the  eight  cases  were  of 
average  or  slight  physique. 

The  equal  distribution  of  renal  lipomatosis,  in 
regard  to  side  involved  and  sex  as  reported  by 
numerous  authors,  was  likewise  not  found  in  this 
series  of  cases.  All  except  two  (Cases  7 and  8) 
were  found  in  women,  and  in  seven  of  the  eight 
cases  the  right  kidney  was  involved  in  the 
pathologic  process. 

In  certain  investigations  the  idea  was  brought 
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forward  that  the  most  advanced  type  of  renal 
lipomatosis  occurs  after  drainage  of  an  advanced 
calculus  pyonephrosis  and  that  the  many  reported 
cases,  having  either  a spontaneous  or  postopera- 
tive draining  sinus,  substantiate  this  view.  Two 
of  this  series  of  eight  cases  had  draining  sinuses 
prior  to  nephrectomy.  One  of  these  (Case  7)  had 
had  surgical  drainage  of  a kidney  abscess  contain- 
ing calculi  with  a subsequent  persistent  draining 
sinus  sixteen  months  prior  to  removal  of  his 
kidney.  Pathologically  this  specimen  presented 
a picture  of  advanced  renal  lipomatosis.  The 
other  case  (Case  3)  had  had  a kidney  abscess 
drained  three  months  prior  to  nephrectomy.  A 
draining  sinus  had  persisted  in  the  interval  be- 
tween operations.  In  this  latter  instance  the 
kidney  was  pathologically  diagnosed  as  a chronic 
pyelonephritis  and  pyonephrosis  with  beginning 
lipomatous  metaplasia  of  the  kidney  tissue. 

Thus  we  have  two  cases  exhibiting  persistent 
draining  flank  sinuses  between  surgical  drainage 
of  kidney  abscesses  and  nephrectomy.  The 
extirpated  kidney  in  one  showed  very  early  fatty 
transformation,  whereas  the  other  presented  a 
picture  of  far-advanced  renal  lipomatosis.  These 
extreme  pathologic  variations  of  fatty  replace- 
ment in  cases  of  draining  flank  sinus  would  sug- 
gest that  the  persistence  of  a sinus  per  se  is  due 
entirely  to  blockage  of  the  extrarenal  urinary  pas- 
sage and  that  it  is  not  necessarily  an  accompani- 
ment of  renal  lipomatosis.  The  development  of 
renal  lipomatosis  is  favored  in  complete  blockage 
because  the  resulting  stagnation  of  urine  is  con- 
ducive to  bacterial  increase  which,  in  turn,  favors 
infection  of  the  renal  substance.  The  cases  herein 
reported  all  showed  evidence  of  severe  infection 
of  the  parenchymal  kidney  tissue.  The  case 
demonstrating  minimal  fatty  change  with  a drain- 
ing flank  sinus  was  found  in  a thirty-eight-year- 
old  individual  who  was  unequivocally  shown  to 
have  a complete  blockage  at  the  ureteropelvic 
junction. 

It  is  reasonable  to  postulate  that  cases  having 
calculi  in  the  pelvis  or  calyces  can  readily  have  the 
pelvic  outlet  occluded  by  one,  or  a part  of  one,  of 
these  calculi.  With  the  development  of  increased 
pressure  behind  such  a stone  and  formation  of 
edema  in  the  ureteropelvic  tissue  adjacent  there- 
to, the  obstruction  can  become  complete.  Follow- 
ing release  of  a resulting  increased  intrapelvic  pres- 
sure by  surgical  incision  of  a pyonephrosis  or 
perirenal  abscess  communicating  with  the  pelvis, 
an  adequate  exit  for  the  contained  urine  and  pus 
is  established.  In  time  the  edema  about  the  im- 
pacted ureteropelvic  calculus  has  a chance  to  sub- 
side, and  unless  the  stone  has  eroded  into  and  be- 
come attached  to  the  wall  of  the  pelvis  or  ureter,  a 
partial  ureteral  passage  may  again  be  established. 
However,  if  the  obstruction  at  the  pelvic  outlet  is 


not  relieved,  either  by  surgical  intervention  or  by 
a subsiding  of  the  edema  about  a stone,  a per- 
sistent sinus  very  likely  will  result  if  there  is  any 
function  of  the  particular  kidney  in  question. 

A careful  search  for  calculi  in  the  pelvis  and 
calyces  is  indicated  when  a distended  kidney 
pelvis  is  opened  into  for  any  cause.  If  all  stones 
are  removed,  the  possibility  of  their  occluding  the 
normal  urinary  passages,  and  so  encouraging  a 
persistent  flank  sinus,  is  obviated.  The  taking  of 
portable  x-ray  films  of  the  kidney  area  on  the 
operating  table  can  be  a valuable  aid  in  the  loca- 
tion of  such  stones.  Using  a technic  advocated  by 
Sosman,  a developed  and  fixed  film  of  the  kidney 
in  question  can  be  viewed  by  the  operating  sur- 
geon ten  minutes  after  its  exposure.17  Since  80 
per  cent  of  renal  stones  contain  enough  calcium 
to  be  seen  on  roentgen  examination,  the  use  of 
contrasting  radiopaque  dye  has  not  been  con- 
sidered necessary.18  In  the  case  of  stones  asso- 
ciated with  intrapelvic  infection,  the  percentage 
of  calculi  containing  enough  calcium  to  be  de- 
tectable by  roentgen  examination  probably 
approaches  100  per  cent. 

Five  of  the  seven  cases  which  were  operated 
upon  showed  no  phenolsulfonphthalein  excretion 
from  the  side  involved  by  the  fatty  replacement. 
Another  (Case  7)  showed  a poor  concentration  of 
the  dye  from  the  affected  kidney  eight  minutes 
after  it  was  injected  intravenously.  Ureteral 
catheterization  was  not  attempted  in  the  other 
case  (Case  1)  because  of  the  patient’s  poor  reac- 
tion to  cystoscopy.  The  passage  of  thick  pus 
from  the  left  ureteral  orifice,  however,  was  noted 
prior  to  removal  of  the  cystoscope. 

The  removal  of  kidneys  in  which  fatty  replace- 
ment has  progressed  to  an  advanced  degree  is 
often  technically  difficult.  The  adipose  tissue 
usually  found  in  renal  lipomatosis  is  much  firmer 
than  ordinary  fat.  If  too  much  of  this  is  caught 
between  clamps  being  closed  across  pedicle 
vessels,  proper  occlusion  of  the  latter  cannot  be 
accomplished.  The  toughness  of  the  fat  found  in 
renal  lipomatosis  can  be  understood  when  one  ob- 
serves the  fibroblastic  proliferation  and  round  cell 
infiltration  in  microscopic  sections.  Because  of 
the  unyielding  firmness  of  this  tissue,  intracapsular 
nephrectomy  was  the  operative  procedure  in 
three  of  the  seven  cases  taken  to  surgery. 

Summary  and  Conclusions 

1 . Eight  new  cases  of  renal  lipomatosis  are  re- 
ported. 

2.  Microscopic  analysis  suggests  a new 
theory  regarding  the  pathogenesis  of  this  con- 
dition, namely,  that  lipomatosis  develops  through 
the  transitional  stage  of  a lipoid  granuloma  which 
is  then  replaced  by  adult  fat  tissue.  It  is  felt  that 
no  invasion  from  the  renal  sinus  is  necessary  to  ex- 
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plain  this  replacement.  Attention  is  drawn  to 
similar  processes  in  the  chronic  inflammation  of 
other  organs. 

3.  The  role  of  renal  calculi  in  establishing  and 
maintaining  severe  renal  infections  is  stressed. 


The  x-ray  findings  were  reported  by  Dr.  Roy  E.  Seibel, 
roentgenologist,  Deaconess  Hospital. 
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Discussion 

Albert  M.  Crance,  M.D.,  Geneva. — Drs.  Farrow, 
Cross,  Tannhauser,  and  Andrews  are  each  to  be  con- 
gratulated on  the  excellent  preparation  of  this 
treatise  on  renal  lipomatosis,  so  ably  presented  by 
Dr.  Farrow.  It  is  an  excellent  piece  of  pathologic 
research.  Unquestionably,  there  is  such  a thing  as 
fat  replacement  in  a kidney  damaged  by  some  other 
cause,  and  in  rarer  instances,  as  they  have  mentioned, 
it  appears  to  exist  in  otherwise  normal  kidneys.  The 
fact  that  pathologists  have  encountered  it  at  autopsy 
in  cases  of  sudden  death,  in  which  no  urologic  symp- 
toms appeared  to  have  existed  is  proof  of  this. 


However,  in  seven  of  the  eight  cases  they  are  re- 
porting, the  kidney  was  removed,  not  because  of 
lipomatosis,  but  for  obvious  reasons  of  pyonephrosis, 
hydronephrosis,  and  calculi,  including  staghorn 
calculi,  in  a nonfunctioning  kidney.  In  other  words, 
after  the  kidney  was  removed,  they  were  able  then, 
and  only  then,  to  add  this  pathologic  entity  to  their 
diagnoses. 

The  writers  have  very  clearly  stated  that  fat 
replacement  is  apparently  concomitant  with  other 
pathology  and  that  it  is  not  a condition  we  are  going 
to  be  able  to  diagnose  preoperatively.  Therefore, 
we  should  not  be  too  concerned  about  its  presence 
clinically.  It  certainly  would  not  appear  to  be  a 
condition  which  will  affect  us,  as  urologists,  in  our 
judgment  concerning  the  management  of  renal  dis- 
ease. It  is,  moreover,  a pathologic  entity  occurring 
with  or  more  often  following  other  pathology. 

Some  twenty  years  ago  I removed  a left  kidney 
from  a man  fifty-two  years  of  age — a nonfunction- 
ing, grossly  bleeding  kidney  with  elongated  and  nar- 
rowed calyces,  typical  of  renal  neoplasm.  Upon 
exposing  the  kidney,  there  was  no  external  evidence 
of  tumor  except  that  the  kidney  felt  very  hard  and 
its  cortex  was  studded  with  peculiar,  deep  yellowish 
deposits.  On  hemisection,  it  was  like  cutting 
through  a large  lipoma,  no  normal  kidney  tissue  re- 
mained. The  pathologist  termed  it  fatty  degenera- 
tion of  the  kidney.  I really  feared  at  the  time  that 
this  patient  would  in  all  probability  develop  a similar 
condition  in  the  opposite  kidney,  although  a normal 
preoperative  pyelogram  and  normal  function  existed 
on  the  right  side.  However,  he  is  now  in  his  seven- 
ties, very  much  alive  and  well.  I wonder  now  if 
this  was  possibly  not  an  extreme  case  of  the  very 
condition  Dr.  Farrow  has  presented  to  us  today. 

One  thing  is  certain — we  will  probably  have  a 
keener  interest  in  the  pathology  of  those  kidneys 
which,  in  the  future,  we  will  find  reason  to  remove. 
On  the  other  hand,  we  will  not  be  performing  nephrec- 
tomies because  of  the  diagnosis  of  lipomatosis  but 
rather  for  a major  condition  which  has  damaged  the 
kidney  sufficiently  to  cause  this  destroyed  tissue  to 
have  been  replaced  by  fat. 


SMEAR  TEST  DETECTS  INACCESSIBLE  CANCERS 


Earlier  detection  of  cancers  arising  in  the  gall- 
bladder, pancreas,  and  certain  bile  ducts  appears  to 
be  possible  by  use  of  the  smear  test,  two  Boston 
doctors  reported  in  the  September  24  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  test  is  the  most  hopeful  technic  yet  described 
for  early  detection  of  this  group  of  otherwise  obscure 
and  inaccessible  malignant  tumors  which  accounts 
for  at  least  10,000  deaths  annually  in  the  United 
States,  say  Drs.  H.  M.  Lemon  and  W.  W.  Byrnes. 

The  smear  test  is  based  on  examination  under  the 
microscope  of  shed  body  cells  to  see  if  cells  indicating 


a malignant  condition  are  present.  Sediments  of 
material  taken  from  the  portion  of  the  small  intestine 
adjoining  the  stomach  are  stained  by  the  method 
developed  by  Papanicolaou. 

The  doctors  studied  38  patients  with  nonmalig- 
nant  disease  of  the  liver,  pancreas,  small  intestine, 
and  biliary  tract  and  16  patients  with  proved  cancer 
of  these  areas. 

In  none  of  the  patients  with  nonmalignant  disease 
did  the  smear  test  show  even  questionable  evidence 
of  cancer.  In  the  16  cases  of  proved  cancer,  1 1 were 
suspected  or  diagnosed  from  the  smear  test. 


URETEROSIGMOID  ANASTOMOSIS  BY  DIRECT  ELLIPTIC 
CONNECTION 

Reed  M.  Nesbit,  M.D.,  and  A.  Waite  Bohne,  M.D.,  Ann  Arbor,  Michigan 


InpHE  need  for  improvements  in  the  technic  of 
J-  ureterointestinal  anastomosis  has  long  been 
I1  appreciated  by  surgeons  familiar  with  this  opera- 
tion. To  date,  some  fifty  to  sixty  different  meth- 
ods have  been  conceived  or  tried.  The  operation 
| described  in  the  present  communication  employs 
t direct  anastomosis  of  the  ureter  to  the  bowel. 
It  does  not  involve  a new  surgical  procedure,  for 
this  is  one  of  1 1 surgical  plans  or  principles  which 
have  been  applied  to  the  implantation  operation. 

The  plan  of  direct  anastomosis  was  probably 
first  performed  on  a human  being  in  1878  by 
Smith.  His  procedure  consisted  chiefly  of  an 
I end-to-side  anastomosis,  suturing  mucosa  of 
iij  ureter  to  mucosa  of  bowel.  This  was  a tedious 
i and  painstaking  process;  leakage  was  common- 
place and  the  results  not  spectacular.  A similar 
: | technic  of  direct  anastomosis  was  described  in 
1900  by  Reuben  Peterson  who,  instead  of  an 
end-to-side  connection,  followed  the  principle 
used  in  small  bowel  surgery  and  made  a side-to- 
ji  side  union.  This  was  only  in  dogs  and,  as  far  as 
is  known,  was  never  performed  on  humans. 
Neither  of  the  above  two  plans  gained  very 
i wide  acceptance.  Even  at  that  time,  most  sur- 
( geons  felt  that  it  was  essential  to  provide  some 
i1  sort  of  a valvelike  mechanism  at  the  anastomotic 
i site  in  order  to  prevent  direct  reflux  of  fecal 
; material  into  the  urinary  tract  and  at  the  same 
time  secure  maximum  protection  against  the 
1 ever-present  danger  of  leakage.  The  tunneling 
operation,  popularized  by  Coffey,  in  which  the 
ureter  was  buried  in  the  bowel  wall,  fulfilled  these 
I two  requirements  and  became,  therefore,  the 
operation  of  choice. 

The  tunnel  principle,  however,  was  not  without 
I its  faults,  since  it  was  readily  observed  that  any 
| pre-existing  dilatation  of  the  ureter,  other  than 
minimal,  precluded  the  use  of  this  method.  Like- 
' wise,  the  greatest  cause  for  failure  after  implan- 
| tation  was  stricture  formation  at  the  anastomotic 
j site,  with  resultant  hydronephrotic  dilatation  of 
the  upper  tract  and  subsequent  renal  insufficiency. 
This  stricture  formation  occurred  at  one  or  more 
of  three  places  in  the  anastomosis — at  the  pro- 
| jecting  ureteral  stump,  in  the  tunnel  area  itself, 

' or  at  the  serosal  margin  where  the  ureter  entered 
the  bowel  (Fig.  1). 

Even  with  the  advent  of  sulfa  drugs  and  anti- 
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biotics,  complete  cystectomy  for  carcinoma  of  the 
bladder  was  not  always  performed  when  it  might 
seem  indicated,  because  pre-existing  dilatation  of 
the  ureters  or  the  ever-present  fear  of  stricture 
formation  often  led  the  surgeon  to  choose  a less 
radical  procedure  not  necessitating  ureterointes- 
tinal transplantation. 

The  operation  presented  here  again  reverts  to 
the  principle  of  direct  anastomosis  and  eliminates 
entirely  the  tunnel  procedure  with  its  inherent 
faults  (Fig.  2).  Instead  of  a direct  connection 
by  Smith’s  end-to-side  technic  or  a side-to-side 


Fig.  1.  Stricture  formation  in  the  anastomosis: 
(A)  at  the  projecting  ureteral  stump,  (B)  in  the 
tunnel  area  itself,  and  (C)  at  the  serosal  margin 
where  the  ureter  entered  the  bowel. 
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Fig.  2.  Comparison  of  principles — tunnel  pro- 
cedure and  direct  anastomosis. 


anastomosis,  such  as  was  used  by  Peterson,  an 
oblique  elliptic  connection  of  ureter  to  bowel  is 
performed.  The  free  end  of  the  ureter  is  incised 
longitudinally  on  one  side,  thus  allowing  the 
terminal  portion  of  the  ureter  to  assume  a spoon- 
like shape  (Fig.  3).  The  bowel  is  likewise  in- 
cised longitudinally,  which  opening  naturally 
becomes  elliptic  (Fig.  4).  Anastomosis  is  now 
readily  accomplished  since  the  contiguous  surfaces 
are  of  identical  shape  (Fig.  5).  The  advantage 
of  forming  a spatulate  end  of  the  ureter  is  to  be 
found  in  the  fact  that  this  arrangement  provides 
for  an  attachment  to  the  bowel  having  a stoma 
with  maximum  diameter.  Furthermore,  any 
constriction  of  the  connecting  stoma  will  not 
impinge  on  the  diameter  of  the  ureter  (Fig.  6) . A 
simple  running  suture  or  interrupted  sutures  may 
be  used,  but  all  layers  of  each  structure  should  be 
included,  since  only  one  layer  of  sutures  is  em- 
ployed. 

After  completion  of  the  anastomosis,  it  is  ex- 
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Fig.  3.  Longitudinal  incision  of  the  ureter  on 
one  side  allows  the  terminal  portion  of  the  ureter  to 
assume  a spoonlike  shape. 


Fig.  4.  Similar  longitudinal  incision  of  bowel 
which  produces  elliptic  opening. 


tremely  important  that  the  bowel  then  be  securely 
anchored  to  the  parietal  peritoneum  in  a position 
which  will  avoid  angulation  of  the  ureter. 

Operative  Technic 

The  details  of  the  technic  are  as  follows: 
Laboratory  studies  of  the  nonprotein  nitrogen, 
carbon  dioxide  combining  power,  hemoglobin, 
and  white  blood  count  are  made.  Intravenous 
pyelograms  and  x-ray  of  the  chest  are  also  ob- 
tained at  this  time.  A three-day  preoperative 
preparation  consists  of  the  following: 

1.  A modified  Miles  regime — 1 ounce  of  a 
mixture  of  1/i  ounce  of  magnesium  sulfate  crys- 
tals dissolved  in  8 ounces  of  water  given  hourly, 
beginning  at  6:00  a.m.  and  followed  at  4:00  p.m. 
by  a plain  water  enema.  This  is  repeated  daily. 

2.  Low  residue  diet. 

3.  Sulfasuxidine,  3 Gm.  orally  four  times 
daily. 

4.  Streptomycin,  1 Gm.  orally  twice  daily. 

Operation  is  performed  on  the  morning  of  the 

fourth  day.  With  the  patient  supine  and  in 
deep  Trendelenburg  position,  a lower  abdominal 
transverse  incision  is  made  at  the  level  of  the 
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Fig.  5.  Anastomosis  readily  accomplished,  con- 
tiguous surfaces  being  of  identical  shape. 


anterior  superior  spines,  extending  to  the  lateral 
border  of  each  rectus  muscle.  Both  rectus  mus- 
cles are  transected  and  the  peritoneum  opened. 
After  packing  off  the  small  bowel,  the  ureter  is 
identified  just  below  the  pelvic  brim,  the  peri- 
toneum overlying  it  incised,  and  the  ureter  picked 
up  in  a Babcock  forceps.  The  ureter  is  then 
incised  longitudinally  on  its  posterior  medial 
surface  for  a distance  of  approximately  1 to  1.5 
cm.  An  appropriate  portion  of  the  sigmoid  is 
then  picked  up  between  Babcock  forceps  and 


Fig.  6.  Diameter  of  ureter  not  impinged  on  by 
constriction  of  connecting  stoma. 


accurate  estimation  of  the  exact  implant  site 
determined  by  coapting  the  ureter,  sigmoid,  and 
the  parietal  peritoneum  in  such  a position  that 
all  structures  will  lie  in  the  pelvis  with  no  con- 
striction or  acute  angulation  when  final  fixation  is 
performed. 

The  bowel  is  next  incised  longitudinally  along 
the  lateral  taenia  for  a distance  of  1 to  1.5  cm. 
Anchor  or  approximating  sutures  are  then 
placed.  The  first  of  these  sutures  passes  through 
all  layers  of  the  ureteral  wall  at  the  proximal 
end  of  the  ureteral  incision  and  then  through  all 
layers  of  the  bowel  at  the  superior  margin  of  that 
incision.  The  second  anchor  stitch  joins  the 
distal  portion  of  the  ureteral  flange  to  the  inferior 
end  of  the  bowel  incision  (Fig.  7).  When  slight 
traction  is  applied  to  these  sutures,  the  edges  of 
the  bowel  and  ureter  are  brought  into  close 
apposition,  facilitating  the  accurate  placing  of 
sutures.  A grooved  director  inserted  in  the 
ureteral  canal  often  aids  in  the  accurate  placing 
of  sutures  adjacent  to  the  proximal  anchor  stitch. 
Anastomosis  is  then  completed  using  5 zero 
chromic  catgut,  either  by  interrupted  technic  or  a 
running  suture  (Fig.  8). 

Finally,  the  anastomotic  site  is  anchored  firmly 
to  the  lateral  pelvic  peritoneum  in  such  a way  as 
to  preclude  angulation  or  traction  upon  the 


Fig.  7.  Distal  portion  of  ureteral  flange  is  joined 
to  inferior  end  of  bowel  incision  by  second  anchor 
stitch. 
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Fig.  8.  Anastomosis  completed  with  5 zero  chromic  catgut  using  interrupted  (A)  or  running  sutures  (B). 


ureter.  This  is  very  important  and  should  be 
performed  with  great  care  in  all  cases. 

Following  transplantation  of  the  right  ureter, 
the  left  ureter  is  handled  in  an  identical  fashion, 
providing  there  is  sufficient  mobility  of  the  sig- 
moid. In  some  cases,  however,  mobilization  of 
the  colon  is  not  sufficient  to  permit  an  easy  lateral 
approximation  of  structures,  and  anastomosis  is 
more  readily  accomplished  by  bringing  the  ureter 
through  an  opening  made  in  the  mesosigmoid, 
thus  preventing  angulation  of  the  ureter  and 
facilitating  the  connection.  Fixation  of  the  sig- 
moid must  be  carried  out  on  the  left  side  as  it  is 
on  the  right. 

Cystectomy,  when  indicated,  is  now  performed 
through  the  same  abdominal  incision.  Closure 
is  accomplished  after  insertion  of  two  penrose 
drains  into  the  retroperitoneal  pelvic  space,  but 
no  drains  are  left  in  the  peritoneal  cavity. 

Postoperative  care  necessitates  the  use  of  an 
inlying  rectal  tube  as  a means  of  urinary  drain- 
age. Experience  has  shown  that  a dePezzer  or 
Malecot  catheter  placed  just  inside  the  anus  is 
the  safest  procedure.  Unfortunately,  one  pa- 
tient in  the  series  that  has  been  performed  at  the 
University  Hospital  suffered  an  anterior  perfo- 
ration of  the  rectum  postoperatively  due  to  the 
careless  reinsertion  of  the  ordinary  type  rectal 
tube.  A mushroom  type  tube  is  now  used  as  it 
accommodates  itself  readily  to  peristaltic  action 
and  remains  fixed  at  the  most  distal  portion  of  the 
bowel. 

Other  factors  in  the  after  care  include  ambula- 
tion on  the  second  day,  low  residue  diet  as  soon  as 


tolerated,  and  streptomycin  and  sulfasuxidine 
for  a period  of  one  week. 

Experience  has  shown  that  many  patients  fol- 
lowing ureterosigmoid  anastomosis  develop  acido- 
sis from  loss  of  base,  regardless  of  the  type  con- 
nection used.  Not  only  does  the  carbon  dioxide 
combining  power  fall,  but  at  the  same  time  there 
occurs  an  elevation  of  the  nonprotein  nitrogen. 
The  patient  complains  of  anorexia,  nausea,  mal- 
aise, and  a sense  of  impending  disaster.  At 
times  this  electrolyte  loss  may  be  quite  severe, 
necessitating  administration  of  intravenous  fluids. 
While  the  mechanism  of  this  chemical  imbalance 
is  not  fully  understood,  it  has  been  found  to  be 
readily  corrected  by  the  administration  of  addi- 
tional base  to  the  diet.  A convenient  form  is 
either  sodium  bicarbonate  or  sodium  citrate 
given  in  daily  doses  of  4 to  8 Gm.  On  the  other 
hand,  administration  of  too  much  base  may  lead 
to  a relative  alkalosis  which,  peculiarly  enough, 
gives  rise  to  the  same  symptoms.  After  the 
acidosis  has  been  corrected,  it  has  also  been 
found  that  the  nonprotein  nitrogen  rapidly  re- 
turns to  a normal  value. 

Mention  should  also  be  made  of  the  observation 
that  postoperatively  these  patients  frequently 
take  great  pride  in  their  ability  to  retain  the  urine 
in  the  bowel  for  prolonged  periods  of  time.  This 
accomplishment  is  to  be  deplored,  since,  evi- 
dently, gaseous  reflux  with  ascending  infection  is 
far  more  prone  to  occur  under  this  circumstance 
than  if  the  colon  is  emptied  promptly.  These 
patients,  therefore,  should  be  instructed  to 
evacuate  the  bowel  every  three  to  four  hours. 
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Conclusion 

The  direct  elliptic  connection  described  above 
possesses  some  distinct  advantages  over  the  other 
technics  that  have  previously  been  employed. 

It  provides  for  maximal  diameter  of  the  uretero- 
sigmoidal  opening.  The  elliptic  shape  counter- 
acts concentric  fibrosis  and  maintains  a diameter 
three  times  that  of  the  tubular  ureter. 

It  assures  freedom  from  ureteral  stenosis  with 
uninterrupted  output  of  urine.  The  close  appo- 
sition of  the  sutured  edges  together  with  through- 
and-through  suture  technic  and  thorough  pre- 
operative bowel  preparation  greatly  decreases  the 
chances  of  leakage  and  infection. 

It  permits  the  safe  transplantation  of  dilated 
ureters. 

Discussion 

Carl  Aberhart,  M.D.,  Toronto,  Ontario,  Canada 
( By  invitation).- — I cannot  concur  with  the  author’s 
view  that  dilated  ureters  cannot  be  transplanted  by 
means  of  the  Coffey  technic.  The  only  factor 
limiting  the  size  of  ureter  which  can  be  transplanted 
by  this  method  is  the  transverse  diameter  of  the 
colon.  Various  modifications  of  technic  in  these 
cases  must  be  utilized. 

The  greatest  single  problem  in  the  transplantation 
of  ureters  is  the  change  which  occurs  postoperatively 
in  the  upper  urinary  tract  due  to  lower  ureteral  ob- 
struction. The  site  of  this  stenosis  I am  not  pre- 
pared to  discuss  at  this  time. 

Let  me  demonstrate  to  you  these  unfortunate 
changes  which,  in  my  hands,  occur  in  the  Coffey  1 
type  of  transplant  in  approximately  75  per  cent  of 
cases.  (Slides  shown.)  You  will  note  two  very  im- 
portant points : first  that  the  hydroureter  and  hydro- 
nephrosis occur  early  and  second  that  once  estab- 
lished are  constant  and  progressive.  In  our  series  I 
have  never  seen  a hydronephrosis  and  hydroureter 
disappear. 

This  fact  caused  us  much  concern.  We  were  con- 
vinced that  cancer  of  the  bladder  should  be  treated 
by  the  application  of  general  surgical  principles, 
namely,  ureterointestinal  transplantation  and  total 
cystectomy,  but  we  did  not  feel  justified  in  replacing 
a known  lethal  disease,  such  as  cancer,  with  an 
equally  lethal  disease  in  the  form  of  pyelonephritis. 

Many  modifications  were  made  in  our  technic, 
using  Coffey  type  transplants,  with  uniformly 
unpredictable  results.  It  was  not  until  Dr.  Nesbit 
reported  to  the  genitourinary  surgeons  in  May, 


1948,  his  method  of  direct  elliptic  anastomosis  that 
any  satisfactory  results  seemed  possible. 

Since  May,  1948,  I have  operated  on  35  cases  for 
the  purpose  of  ureterointestinal  transplantation,  with 
or  without  cystectomy,  by  the  Nesbit  technic. 
Through  experience  we  have  found  there  are  several 
points  in  the  operation  whjch  should  be  emphasized. 
First,  the  preparation  of  the  ureter  must  be  such 
that  there  will  be  no  looseness  or  slack  in  the  ureter 
following  completion  of  the  anastomosis.  The  ostium 
of  the  ureter  must  be  at  least  1 to  l'A  cm.  in  circum- 
ference. I would  suggest  to  you  that  it  is  impossible 
to  have  too  large  an  ostium  and  that,  to  be  safe, 
always  make  it  V4  cm.  larger  after  you  feel  it  is  large 
enough. 

The  ureter  should  be  sutured  to  an  opening  in  the 
rectosigmoid  which  is  situated  between  the  taenia  or 
longitudinal  bands.  In  our  experience  ureters  trans- 
planted into  the  taenia  have  become  obstructed. 
This  principle,  as  you  will  realize,  is  the  direct  oppo- 
site to  that  employed  in  Coffey  type  transplanta- 
tions. 

Following  the  anastomosis,  the  colon  must  be 
firmly  immobilized  to  the  lateral  pelvic  wall.  We 
have  found  that  5 zero  chromic  catgut  is  not  suffi- 
ciently strong  for  this  purpose.  We  now  use  ordi- 
nary curved  gastrointestinal  suture. 

There  is  one  further  point  associated  with  this 
operative  procedure  which  I should  like  to  bring  to 
your  attention.  I believe  it  unwise  to  attempt  this 
type  of  anastomosis  in  patients  whose  ureters  show 
evidence  of  acute  ureteritis  or  where  the  clinical 
findings  have  suggested  acute  pyonephrosis  or 
pyelonephritis  due  to  lower  ureteral  obstruction. 
One  such  case  was  transplanted  with  a resulting 
urinary-fecal  fistula  appearing  on  the  fifth  day. 

It  would  not  be  fair  to  conclude  my  remarks  with- 
out telling  you  that,  in  my  opinion,  we  have  not  yet 
reached  the  total  answer  to  the  satisfactory  solution 
of  ureterointestinal  transplantation.  The  cause  of 
the  postoperative  complications  of  nausea  and  dis- 
taste for  food,  occurring  within  a few  days  of  opera- 
tion, must  be  discovered.  The  reason  for  lowered 
carbon  dioxide  combining  power  occurring  in  later 
stages  must  be  sought.  It  is  likely  that  the  whole 
biochemistry  of  the  individual  with  urine  in  the  lower 
colon  will  have  to  be  studied. 

It  is  my  opinion,  however,  that  the  anatomic  and 
functional  results  of  ureterointestinal  anastomosis, 
performed  by  direct  elliptic  suture,  are  consistently 
superior  to  those  obtained  by  any  other  method. 
For  this  reason,  this  operative  procedure  must  be 
mastered  and  included  in  the  surgical  armamen- 
tarium of  all  doctors  dealing  with  serious  lesions  of 
the  lower  urinary  tract. 
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PANCREATITIS  is  a common  disease  fre- 
quently unrecognized  because  it  simulates 
other  acute  upper  abdominal  conditions.  It  can 
usually  be  diagnosed  easily  if  the  possibility  of 
its  presence  is  considered  and  if  routine  serum 
amylase  determinations  are  done  in  all  such 
conditions.  The  diagnosis  of  acute  pancreatitis 
is  important  because  operation  should  never  be 
done  during  the  acute  phase.1-3 

An  understanding  of  the  etiology  and  pathology 
of  the  disease  is  based  on  the  following  points: 

1.  A common  passageway  is  present  between 
the  bile  and  pancreatic  ducts.  Spasm  of  the 
sphincter  of  Oddi  or,  rarely,  a stone  impacted  in 
the  papilla  will  enable  bile  to  enter  the  pancreatic 
ducts.4'5  This  common  passageway  was  found 
in  the  great  majority  of  our  cases. 

2.  An  emotional  disturbance  is  the  usual 
cause  of  spasm  of  the  sphincter  of  Oddi  (Fig.  1). 

3.  The  inflammation  of  the  pancreas  is  ini- 
tiated by  the  bile  salts  present  in  the  bile.  This 


was  proved  by  Flexner  in  1906,  and  confirmed  by 
Archibald,  Dragstedt,  Ireneus,  and  Wangen- 
steen.4,6-9 

4.  Alkalinization  of  the  bile  salt  solution  by 
pancreatic  juice  renders  it  toxic  and  causes  re- 
active edema  and  necrosis. 

5.  Necrosis  and  hemorrhage,  which  some- 
times follow  the  initial  edema  produced  by  the 
bile  salts,  are  due  to  the  action  of  trypsin  which 
has  been  activated  by  dead  cells  and  exudate. 

6.  The  local  effects  of  acute  inflammation  of 
the  pancreas  may  result  in  the  following: 

(a)  Obstructive  jaundice  which  is  transient 
when  due  to  swelling  of  the  head  of  the  pan- 
creas. The  bile  duct  may  become  tortuous 
and  narrowed  and  even  completely  obstructed 
when  the  head  of  the  pancreas  becomes  fi- 
brosed, enlarged,  and  irregular  (Fig.  2). 

{h)  Acute  and  chronic  diabetes — A transient 
severe  diabetes  associated  with  severe  acidosis 
and  glycosuria  may  occur  during  periods  of 
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acute  edema.  With  advanced  destruction  of 
the  pancreas,  a chronic  diabetes  may  develop. 

(c)  Normal  restitution — The  attacks  of 
edematous  inflammation  may  resolve,  and  at  a 
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Fig.  2.  Postoperative  cholangiogram  through 
the  gallbladder  in  a patient  who  developed  jaundice 
with  each  attack  of  pancreatitis  shows  marked  con- 
striction of  the  common  duct  at  one  point  (arrow) 
with  distortion  and  narrowing  below  that  point. 
Marked  dilatation  of  the  biliary  tract  above  the  in- 
flammatory stricture  is  present. 


later  date  the  pancreas  will  be  found  normal 
by  direct  observation  at  operation. 

(d)  Complete  necrosis  of  the  pancreas — 
A generalized  hemorrhagic  necrosis  may  lead 
to  death  due  to  large  losses  of  fluids  into  the 
peritoneal  cavity. 

( e ) A pancreatic  cyst  may  replace  a localized 
area  of  necrosis. 

(/)  Chronic  pancreatitis — Recurrent  attacks 
producing  localized  necrosis  will  lead  to  fibrosis 
and  gradually  destroy  the  pancreas.  The  loss 
of  pancreatic  juice  will  eventually  result  in 
steatorrhea,  inability  to  digest  food,  or  to 
maintain  normal  weight. 

(g)  Calcification  of  the  pancreas — Under  cer- 
tain conditions,  calcium  carbonate  stones  will 
form  in  the  pancreatic  ducts  and  lead  to  ob- 
struction, fibrosis,  and  loss  of  pancreatic  juice 
secretion. 

( h ) Widespread  inflammation  of  the  upper 
part  of  the  abdominal  cavity  followed  by  for- 
mation of  adhesions,  fibrosis  and  calcification. 
— The  exudate  from  the  inflamed  pancreas 
pours  out  through  the  foramen  of  Winslow  and 
involves  the  gallbladder,  liver,  transverse  colon, 
and  duodenum  in  a massive  inflammatory 
exudate  which  eventually  leads  to  fibrosis  and 


adhesions.  It  may  spread  down  the  right  lum- 
bar gutter  and  involve  the  whole  peritoneum, 
producing  a paralytic  ileus,  with  x-ray  evidence 
of  distended  small  bowel  with  fluid  levels. 
Accumulation  of  fluid  beneath  the  diaphragm 
may  lead  to  subphrenic  abscess.  Areas  of  fat 
necrosis  may  become  calcified  and  these  calcific 
nodes  may  be  found  on  the  gastrohepatic 
omentum,  on  the  liver,  and  on  the  mesentery 
throughout  the  peritoneal  cavity. 

(i)  Varicosity  of  the  portal  system  may  occur 
as  a result  of  the  narrowing  or  occlusion  of  the 
portal  vein  due  to  the  surrounding  fibrosis. 

7.  General  effects  produced  by  acute  inflam- 
mation of  the  pancreas: 

(а)  The  serum  amylase  is  elevated  due  to 
absorption  into  lymph  and  blood  from  the  in- 
flamed organ.  In  a mild  attack  the  rise  is 
transitory;  in  a severe  attack  it  may  last  a 
week.  If  the  pancreas  is  fibrosed  and  partially 
destroyed  as  a result  of  recurrent  attacks,  the 
serum  amylase  may  be  normal  or  low.  A high 
serum  amylase  is  diagnostic;  a low  figure  does 
not  exclude  pancreatitis.  Serum  lipase  is  also 
elevated  but  is  not  usually  measured  because 
of  technical  difficulties. 

(б)  Elevation  of  serum  trypsin  is  probably 
present  but  cannot  be  measured.  Its  presence 
is  indicated  by  (1)  injury  to  the  cardiovascular 
system,  as  evidenced  by  electrocardiographic 
changes,  occasionally  by  transient  hyperten- 
sion, and  sometimes  by  vascular  thrombosis, 
occasionally  involving  the  brain;  (2)  injury 
to  the  liver  and  to  the  kidneys;  and  (3)  sub- 
cutaneous hemorrhages. 

8.  Pain  in  recurrent  pancreatitis  is  produced 
by  two  mechanisms: 

(а)  Distention  of  the  biliary  pancreatic 
ducts  due  to  hypertonicity  of  the  sphincter  of 
Oddi — Epigastric  and  back  pain  radiating  to 
the  right  (biliary)  and  to  the  left  (pancreatic) 
is  either  intermittent  or  continuous;  early  in 
the  disease  it  may  occur  only  during  an  acute 
attack.  Food  always  produces  or  aggravates  the 
pain.  Section  of  the  sphincter  of  Oddi  abol- 
ishes this  pain. 

(б)  Inflammatory  pain — This  occurs  during 
an  acute  attack  and  is  severe,  persistent,  and 
frequently  localized  in  the  right  upper  quad- 
rant where  the  inflammatory  exudate  first 
comes  in  contact  with  the  parietal  peritoneum. 
The  pain  lasts  from  twelve  hours  to  two  weeks 
if  the  patient  is  not  treated  adequately. 

9.  Other  causes  of  acute  pancreatitis — Mumps 
and  possibly  other  virus  diseases  may  cause  in- 
flammation of  the  pancreas.  Alcohol  may  be  a 
special  causative  factor  in  pancreatitis;  if  so, 
the  mechanism  of  its  action  on  the  pancreas  is 
still  unknown. 
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Fig.  3.  Kymographic  records  of  the  tonus  of  the 
human  sphincter  of  Oddi  show  that  acid  (locally 
applied),  morphine,  and  acute  distention  of  the 
biliary  tract  produce  spasm.  Atropine  abolishes 
this  reflex  to  acid  and  to  distention  but  does  not  in- 
fluence the  effect  of  morphine. 


10.  Spasm  of  the  human  sphincter  of  Oddi 
can  be  produced  deliberately  by  (1)  acid,  (2) 
morphine,  and  (3)  acute  distention  of  the  biliary 
tract  through  a T-tube  (Fig.  3). 10  These  pro- 


NORMAL RESPONSE 
TOTAL  VOLUME  172  CC. 
TOTAL  AMYLASE  464  UNITS 


cedures  are  useful  in  cholangiography,  since  the 
presence  of  a common  passageway  can  be  demon- 
strated by  visualizing  the  pancreatic  duct.  Mor- 
phine produces  spasm  of  the  duodenal  wall  as 
well.  It  is  useful  in  proving  that  the  one-way 
valve  action  of  the  duodenal  wall  which  prevents 
duodenal  reflux  and  cholangitis  is  intact  after 
sphincterotomy.  This  complication  has  not 
occurred  in  any  of  our  patients  after  sphincterot- 
omy. 

Diagnosis  of  Pancreatitis 

Acute  Phase. — A high  serum  amylase  is  diag- 
nostic and  differentiates  pancreatitis  from  per- 
forated ulcer,  acute  cholecystitis,  intestinal  ob- 
struction, mesenteric  thrombosis,  or  cardiac 
infarct.  A low  serum  amylase  does  not  exclude 
pancreatitis.  A history  of  repeated  attacks  or 
of  a previous  operation  in  which  pancreatitis  was 
found  is  of  help.  Frequently,  a diagnosis  can  be 
made  only  by  exclusion  after  the  attack  has  sub- 
sided. 

Interval  Phase. — The  diagnosis  depends  on  (1) 
the  history,  (2)  the  type  of  pain,  (3)  exclusion  of 
other  upper  abdominal  diseases,  (4)  evidence  of 
calcification  of  the  pancreas,  (5)  a diminished 
secretin  test  (Fig.  4),  and  (6)  steatorrhea — pres- 
ence of  undigested  food  in  the  stools  and  failure 
to  gain  weight  on  an  adequate  intake. 

Recurrent  pancreatitis  is  the  most  common 
cause  of  postcholecystectomy  attacks  of  pain. 
A normal  secretin  test  may  be  found  even  after  a 
long  history  of  recurrent  attacks.  It  is  wise  to 
watch  such  patients  until  a high  serum  amylase  is 
finally  discovered  during  the  height  of  one  of  the 
attacks.  However,  serious  loss  of  weight  due  to 


ADVANCED  PANCREATITIS 
TOTAL  VOLUME  55  CC. 
TOTAL  AMYLASE  14  UNITS 


Fig.  4.  Typical  secretin  tests — 17  mg.  secretin  (Lilly)  injected  intravenously. 
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Fig.  5.  Endocholedochal  sphincterotomy.  (A)  The  sphincterotome  is  inserted  through  the  common  duct 
into  the  duodenum  until  it  elevates  the  anterior  duodenal  wall.  (B)  The  blade  is  then  opened  and  the  in- 
strument retracted  until  it  hooks  the  anterior  free  lip  of  the  papilla.  On  closure  the  sphincter  of  Oddi  is 
sectioned. 


fear  of  pain  on  eating  may  force  the  issue  at 
times. 

Treatment  of  Recurrent  Pancreatitis 

Acute  Phase. — Operation  is  contraindicated. 
The  treatment  is  based  on  the  following  prin- 
ciples : 

1.  Shock  and  dehydration  are  treated  by 
intravenous  blood,  saline,  glucose,  and  amino 
acids. 

2.  The  pancreas  is  put  at  rest  by  stopping  all 
oral  feeding.  Continuous  Wangensteen  suction 
is  used  to  prevent  acid  from  entering  the  duo- 
denum and  so  stimulating  the  pancreas  by  the 
formation  of  secretin.  Paralytic  ileus,  if  present, 
is  also  controlled.  Atropine,  1/15o  grain  every  six 
hours,  also  helps  to  reduce  the  activity  of  the 
pancreas. 

3.  Penicillin  is  given  to  prevent  infection  of 
the  exudate  and  any  necrotic  tissue  present. 

4.  Treatment  of  acute  diabetes  if  present. 
Emergency  blood  sugar  and  carbon  dioxide  com- 
bining power  should  be  tested,  even  if  the  urine 
is  sugar  free.  Large  doses  of  insulin  are  some- 
times required  to  overcome  the  acidosis. 

5.  Rapid  subsidence  of  the  pain  results  from 
the  above  measures.  At  most,  small  doses  of 


Demerol  are  required.  Morphine  is  never  used. 

Surgical  Treatment. — When  the  patient  has 
recovered  from  the  acute  attack,  careful  x-ray 
studies  of  the  gallbladder,  stomach,  and  duo- 
denum are  done.  A secretin  test  to  determine 
external  pancreatic  secretion  and  a glucose  toler- 
ance curve  to  exclude  the  possibility  of  diabetes 
are  also  performed.11  Serum  protein  and  pro- 
thrombin time  are  checked. 

Preoperative  Preparation. — A Rehfus  tube 
is  passed  one  hour  before  operation.  Medication 
consists  of  Demerol  and  atropine.  General 
anesthesia  is  preferred. 

Operative  Procedure. — Through  a right 
upper  transverse  abdominal  incision,  the  cystic 
duct  is  dissected  out  and  a rubber  strip  passed 
around  it  to  steady  it  and  close  off  the  gallbladder. 
Cholangiographic  studies  are  carried  out  through 
a needle  inserted  into  the  cystic  duct.  In  the 
absence  of  the  gallbladder,  the  needle  is  inserted 
into  the  common  duct.  Ten  cubic  centimeters  of 
one-tenth  normal  hydrochloric  acid  are  injected 
through  the  Rehfus  tube  to  cause  spasm  of  the 
sphincter  of  Oddi  and  so  enable  the  diodrast  to 
enter  and  visualize  the  pancreatic  duct.  The 
gallbladder  is  then  removed;  the  common  bile 
duct  is  opened  supraduodenally  and  the  sphincter 
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of  Oddi  cut  endocholedochally  if  the  sphinctero- 
tome  enters  the  duodenum  readily  (Fig.  5).12’* 
The  common  duct  is  then  closed  and  a small 
rubber  tube  placed  down  to  it.  If  the  instrument 
is  arrested  at  the  papilla,  a 3-mm.  incision  is  made 
in  the  anterior  duodenal  wall  over  the  tip  of  the 
instrument.  By  pushing  the  anterior  duodenal 
wall  dorsally  over  the  tip,  the  papilla  riding  on 
the  end  of  the  instrument  is  made  to  protrude 
through  the  small  incision.  The  sphincter  is 
sectioned  under  vision.  The  instrument  is  then 
withdrawn  and  the  opening  in  the  duodenal  wall 
closed  by  a pursestring  suture  reinforced  by 
another  layer. 

Postoperative  Treatment.  — Continuous 
Wangensteen  suction  is  kept  up  for  two  days. 
The  patient  is  supported  by  intravenous  glucose, 
saline,  and  amino  acids.  Water  is  given  by 
mouth  on  the  second  day,  fluids  on  the  third 
day,  and  a soft  diet  (fat  free)  on  the  fourth  day. 
The  rubber  drainage  tube  is  removed  on  the  third 
day. 

A T-tube  is  placed  in  the  common  duct  in 
patients  who  are  to  be  studied  for  proof  that 
sphincterotomy  (1)  destroys  the  function  of  the 
sphincter,  (2)  prevents  pancreatic  reflux,  and 
(3)  does  not  permit  duodenal  reflux  by  retaining 
the  one-way  valve  action  of  the  duodenal  wall. 
The  T-tube  is  tied  off  on  the  fourth  day  since  the 
bile  flows  into  the  intestine  with  minimum  resist- 
ance. On  the  tenth  day,  cholangiographic 
studies  are  done  to  confirm  the  absence  of  any 
residual  stone,  to  show  that  the  sphincter  does  not 
react  to  acid,  and  to  prove  that  the  duodenal  wall 
is  intact.  The  next  day  kymographic  tracings 
are  done  to  Confirm  these  observations. 

Case  Reports 

Case  1 ( Treatment  of  Severe , Acute  Recurrent 
Pancreatitis  with  Many  Complications). — F.  R.  was  a 
twenty-seven-year-old  woman  with  a three-year 
history  of  recurrent  attacks  of  severe,  midabdominal 
pain  radiating  to  the  epigastrium  and  left  upper 
quadrant,  occurring  at  varying  intervals  from  daily 
to  monthly,  lasting  from  two  hours  to  one  week  and 
accompanied  by  fever  and  tenderness  in  the  epigas- 
trium and  left  upper  quadrant.  Her  last  attack 
started  five  days  before  admission  to  the  Third 
(New  York  University)  Medical  Division  of  Bellevue 
Hospital,  October  9,  1947.  Examination  at  this 
time  revealed  j aundice  ( icteric  index  22,  bile  in  urine ) ; 
paralytic  ileus  (distended  small  bowel  with  fluid 
levels  by  roentgen  ray);  diabetes  with  acidosis 
(blood  sugar  250  mg.  per  cent,  sugar  and  acetone  in 
urine,  carbon  dioxide  combining  power  in  blood,  30 
volume  per  cent);  hypertension  (blood  pressure 
158/96);  albumin  in  urine;  and  serum  amylase 
over  300  mg.  per  cent. 


* Manufactured  by  the  American  Cystoscope  Makers,  New 
York. 


Under  treatment  by  intestinal  suction,  atropine, 
intravenous  fluids,  and  insulin,  all  symptoms  dis- 
appeared within  one  week.  A cholecystogram 
three  weeks  after  onset  of  attack  visualized  the  gall- 
bladder. Roentgenogram  of  the  stomach  and  duo- 
denum showed  normal  findings.  The  patient  was 
transferred  to  the  surgical  service  on  November  1, 

1947.  A secretin  test  showed  diminished  pancreatic 
function  (volume  91  cc.,  amylase  92  units).  At 
operation  on  November  7,  1947,  a thin-walled  gall- 
bladder surrounded  by  dense  adhesions  was  found; 
the  pancreas  was  hard,  enlarged  to  at  least  twice  its 
normal  size,  and  showed  areas  of  old  diffuse  hemor- 
rhage beneath  its  capsule.  A cholangiogram  visu- 
alized the  pancreatic  duct.  The  common  bile  duct 
was  very  narrow.  After  cholecystectomy,  the  duct 
was  opened  and  a fine  probe  passed  into  the  duo- 
denum, which  was  opened  over  the  probe.  The 
sphincter  was  sectioned  and  a fine  catheter  passed  up 
the  bile  duct  and  out  through  the  lateral  angle  of  the 
wound.  The  duodenum  was  then  closed.  The 
catheter  was  dislodged  accidentally  on  the  fourteenth 
day,  and  a cholangiogram,  performed  immediately 
afterwards  through  the  fistula,  visualized  the  pan- 
creatic duct.  The  fistula  closed  the  next  day,  and 
the  patient  was  discharged  sixteen  days  after  opera- 
tion. 

Histologic  examination  of  a biopsy  of  the  pan- 
creas showed  a marked  inflammatory  reaction  and 
replacement  of  acinar  tissue  by  extensive  fibrosis. 

The  patient  has  been  asymptomatic  since  opera- 
tion, in  spite  of  relapsing  to  old  habits  of  periodic 
alcoholic  sprees.  When  last  seen  one  and  one-half 
years  after  operation  she  had  gained  20  pounds  in 
weight. 

Case  2 ( Persistent  Severe  Postprandial  Pain  and 
Loss  in  Weight  Following  Cholecystostomy  for  Acute 
Pancreatitis). — C.  R.  was  a twenty-nine-year-old 
woman  with  a six-year  history  of  recurrent  monthly 
attacks  of  severe  epigastric  pain  associated  with 
nausea  and  vomiting  and  radiating  to  both  upper 
quadrants  and  to  the  back.  Repeated  roentgeno- 
grams of  the  gallbladder,  stomach,  and  duodenum 
showed  no  abnormality.  Exploratory  laparotomy  at 
another  hospital  during  an  acute  attack  in  1943  re- 
vealed acute  pancreatitis.  Cholecystostomy  and 
drainage  of  the  pancreas  were  performed.  Drainage 
from  the  cholecystostomy  site  persisted  intermit- 
tently for  the  intervening  five  years  and,  at  one  time 
during  the  course  of  this  biliary  drainage,  a small 
cholesterol  stone  was  extruded.  When  the  fistula 
closed,  the  attacks  recurred. 

She  was  admitted  to  this  hospital  on  February  15, 

1948.  Contrast  medium  injection  of  the  fistula  re- 
vealed a small  cavity  which  appeared  to  hold  a radio- 
translucent  stone.  The  drainage  fluid  contained  no 
amylase.  A secretin  test  showed  marked  reduction 
in  the  pancreatic  function  (total  volume  42  cc.,  total 
amylase  43  units).  At  operation  on  February  25, 
1948,  the  fistula  was  found  to  communicate  with  a 
markedly  fibrotic  gallbladder  containing  a stone 
impacted  in  the  cystic  duct.  The  common  bile  duct 
was  at  least  twice  its  normal  size.  The  pancreas 
was  hard  throughout  and  moderately  enlarged.  A 
cholangiogram  visualized  the  whole  pancreatic  duct 
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Fig.  6.  Operative  cholangiogram  (Case  2)  in 
which  the  pancreatic  duct  (arrow)  was  visualized  as 
a result  of  spasm  produced  by  acid. 


Fig.  7.  Operative  cholangiogram  in  patient  with 
calcification  of  pancreas  (Case  3).  The  distended 
common  bile  duct  becomes  narrow  and  tortuous  in 
its  passage  behind  the  enlarged,  fibrosed,  and  calci- 
fied pancreas  (arrow). 


(Fig.  6).  Cholecystectomy  and  endocholedochal 
sphincterotomy  were  performed.  The  common  duct 
was  closed  and  a small'  drain,  which  was  removed 
four  days  after  operation,  placed  down  to  it.  The 
patient  has  been  completely  symptom  free  since 
operation. 

Case  3 ( Chronic  Pancreatitis  with  Calcification 
Resulting  from  Recurrent  Attacks;  Previously 
Treated  by  Cholecyslostomy). — D.  R.  W.  was  a forty- 
year-old  white  man  with  a twelve-year  history  of 
attacks  of  severe  epigastric  pain  radiating  to  the 
back  and  to  both  upper  quadrants,  occasionally 
accompanied  by  vomiting.  The  attacks  lasted 
from  two  hours  to  two  days  and  at  first  occurred 
about  every  six  months,  but  in  the  last  few  years  the 
severe  attacks  occurred  every  few  weeks  and  he  had 
had  pain  after  eating  almost  every  day.  Ten  years 
ago  a diagnosis  of  perforated  ulcer  was  made,  but  no 
operation  was  done.  Between  1940  and  1944,  he 
was  admitted  to  four  different  military  hospitals. 
Many  roentgenograms  showed  a normal  gallbladder 
and*  normal  stomach  and  duodenum.  He  was 
finally  discharged  from  the  Army  on  February  11, 
1944,  because  of  incapacitating  pain.  No  diagnosis 
was  made.  Examination  by  a civilian  physician  re- 
vealed calcification  of  the  pancreas.  A cholecystos- 
tomy  was  performed,  but  by  request  of  the  patient  the 
pancreas  was  not  removed.  He  had  no  pain  as  long 
as  the  cholecystostomy  was  functioning.  As  soon 
as  the  drainage  tube  was  removed  the  attacks  of  pain 
recurred.  A secretin  test  done  on  April  12, 1948,  re- 
vealed marked  impairment  of  the  pancreas  (total 
volume  120  cc.,  total  amylase  65  units). 

At  operation  on  April  16,  1948,  the  pancreas  was 
found  to  be  large  and  very  hard  with  an  irregular, 
knobby  surface.  The  gallbladder  was  removed.  A 
cholangiogram  showed  the  common  bile  duct  to  be 
about  twice  its  normal  size  above  the  duodenum  and 
very  tortuous  and  narrowed  below,  owing  to  its  pas- 
sage behind  the  fibrosed,  enlarged  irregular  head  of 
the  pancreas  (Fig.  7).  The  common  duct  was 


opened,  the  sphincterotome  passed  into  the  duo- 
denum, and  sphincterotomy  done.  The  common 
duct  was  sutured,  and  a small  drain  placed  down  to 
the  line  of  suture.  He  has  had  no  pain  since  his 
operation,  but  the  function  of  his  pancreas  has  not 
improved.  Steatorrhea  is  present.  It  is  controlled 
by  large  doses  of  pancreatin  and  bile  salts.  On  this 
regimen  he  is  gaining  weight. 


Summary  and  Conclusions 

Pancreatitis  is  a common  disease  frequently 
undiagnosed  because  routine  serum  amylase 
determinations  are  not  done  in  all  acute  upper 
abdominal  conditions.  Frequent  use  of  the 
secretion  test  would  also  increase  the  number  of 
recognized  cases,  especially  in  the  group  diag- 
nosed as  postcholecystectomy  syndrome  or  biliary 
dyskinesia. 

The  main  causative  factor  is  reflux  of  bile  into 
the  pancreas  as  a result  of  spasm  of  the  sphincter 
of  Oddi.  Section  of  this  sphincter  prevents 
further  biliary  reflux  and  arrests  the  disease. 
Preservation  of  the  duodenal  musculature  sur- 
rounding the  bile  duct  prevents  ascending  cholan- 
gitis. 
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Discussion 

John  J.  Morton,  M.D.,  Rochester. — Acute  pancrea- 
titis must  be  considered  as  a possibility  in  patients 
complaining  of  severe  epigastric  pain.  Even  the 
most  experienced  clinicians  cannot  with  certainty 
make  a differential  diagnosis  on  such  a patient  with- 
out the  assistance  of  laboratory  procedures.  At- 
tempts to  rule  out  perforated  ulcer  should  be  carried 
out  by  x-ray  examination.  Fulminating  biliary 
tract  infection  is  difficult  to  evaluate,  as  60  per  cent 
of  these  patients  show  icterus.  Electrocardiographic 
changes  may  be  noted  suggestive  of  myocardial 
infarction  or  coronary  thrombosis,  but  the  upper 
abdominal  peritoneal  irritation  and  elevated  blood 
amylase  establish  the  diagnosis  of  acute  pancreatitis. 
In  fact,  until  we  had  Somogyi’s  rapid  amylase  test 
we  were  in  the  dark  on  many  of  these  acute  cases. 
The  result  was  surgical  exploration  with  a high  mor- 
tality. The  serum  amylase  test  should  now  be  rou- 
tine for  every  acute  abdominal  emergency.  The 
test  takes  twenty  to  thirty  minutes.  If  the  serum 
amylase  is  over  200,  it  is  beyond  the  normal  range 
and  points  strongly  to  the  pancreas.  Once  the  diag- 
nosis is  established,  watchful  waiting  should  be  the 
rule  until  the  process  has  subsided,  usually  within 
one  week.  Then,  study  of  the  biliary  tract  and 
operation  will  prevent  recurrence  of  acute  pancreatic 
episodes  in  most  instances.  These  operations 
usually  mean  cholecystectomy  and  exploration  of 
the  common  duct  because  small  stones  passing  down 
the  duct  and  blocking  the  papilla  cause  reflux  of  bile 
into  the  pancreatic  duct  in  most  cases.  This  is 
either  due  to  the  10  per  cent  common  channel  or  to 
spasm  of  the  sphincter  of  Oddi.  Bakes  dilators 
should  be  used  to  be  sure  that  the  sphincter  has  been 
well  stretched. 

If  operation  is  not  done  following  subsidence  of  an 
acute  pancreatic  attack,  the  patient  may  have  an- 
other attack  later;  and  some  go  on  having  attack 
after  attack  until  something  is  done  to  prevent  them. 

Elman  recommends  nitroglycerin  and  gives  his 
patients  Vioo  grain  tablets  to  help  abort  attacks  by 
relaxing  tne  sphincter  of  Oddi  at  the  start.1’2  Gage 
advocates  bilateral  splanchnic  block  to  relieve  the 
spasm  in  the  acute  attack,  repeating  if  necessary.3 
Others  have  claimed  relief  by  paravertebral  block  in 


the  eighth  to  tenth  dorsal  segments  or  by  vagotomy.4 5 
Leriche  in  1934  records  a case  in  which  he  made  a 
direct  incision  into  the  pancreatic  duct  and  drained 
it  for  chronic  pancreatitis.6  Twenty  years  later  he 
repaired  the  hernia  in  the  abdominal  wall.  He 
wrote  that  this  “was  the  fortunate  ignorance  of 
youth — today,  I would  take  out  the  gallbladder  and 
drain.”  In  a recurrent  attack  of  pancreatitis  in  a 
badly  diseased  pancreas,  Caleb  Smith,  and  Pearse 
decided  to  tie  off  the  pancreatic  channel  so  that 
reflux  could  not  occur.6  This  resulted  in  freedom 
from  attacks. 

The  direct  attack  on  the  sphincter  is  rational.  Its 
spasm  is  undoubtedly  a factor  of  importance.  The 
approach  through  the  common  duct  is  logical,  al- 
though direct  attack  by  a transduodenal  operation 
might  prove  more  accurate. 

The  clinician  must  be  able  to  differentiate  be- 
tween the  acute  edematous  pancreatitis  and  the 
hemorrhagic  pancreatic  necrosis.  The  former  calls 
for  delay  and  subsidence  of  the  attack,  the  latter  for 
action,  since  delay  is  fatal.  Only  close  clinical 
observation  and  judgment  will  make  it  possible  to 
tell  when  the  patient  remains  ill  and  does  not  re- 
spond as  he  should  to  the  edematous  type.  Fine 
states  that  when  the  amylase  reading  is  high  (2,000 
or  over),  he  operates,  but  this  has  not  been  our 
experience.7  Some  of  the  highest  readings  have 
quickly  subsided  to  normal  within  a few  days,  and 
the  patient  gets  well. 

Many  patients  who  have  severe  attacks  sustain 
pancreatic  damage  which  shows  up  later.  If 
followed  long  enough,  a definite  proportion  will  show 
diabetes.  Shumacker  found  that,  of  those  surviving, 
from  3 to  10  per  cent  had  diabetes.8  Repeated  recur- 
ring attacks  should  be  avoided  in  order  to  spare  all 
the  pancreatic  tissue  possible. 
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MATERNAL  MORTALITY  RATES  DROP  AGAIN  FOR  1948 


A continuation  of  the  downward  trend  in  maternal 
mortality  shown  by  rates  of  1947  is  indicated  by 
provisional  figures  for  1948  collected  from  state 
public  health  agencies  by  the  American  Medical 
Association 

The  United  States  undoubtedly  will  show  a rate 
of  not  more  than  1.2  maternal  deaths  per  thousand 
live  births  in  1948,  a drop  of  0.1  from  the  previous 
year,  according  to  an  editorial  in  the  October  1 issue 
of  the  Journal  of  the  American  Medical  Association. 

Since  1933,  the  United  States  has  made  tremen- 
dous progress,  with  the  rate  declining  from  6.2  to 
1.2  in  fifteen  years;  in  1947  the  rates  for  whites  and 


nonwhites  were  4.5  (5.6  — 1.1)  and  6.4  (9.7  — 3.3) 
lower  than  in  1933.  The  spread  between  the  highest 
and  lowest  state  rates  decreased  from  7.2  (11.5  — 
4.3)  in  1933  to  2.3  (2.7  - 0.4)  in  1948.  More  im- 
portant than  the  decline  for  the  whole  nation  is  the 
fact  that  the  highest  state  rate  in  1948  was  2.7, 
which  was  less  than  two  thirds  of  the  rate,  4.3  for 
the  best  state  in  1933. 

To  the  extent  that  this  one  vital  statistic  can  be 
considered  an  index  of  health,  the  charge  that  rapid 
improvement  in  health  has  been  limited  to  the 
wealthier  sections  of  the  country  is  clearly  and 
emphatically  refuted. 


DIABETES  CONTROL  IN  THE  PUBLIC  HEALTH  PROGRAM 

Hugh  L.  C.  Wilkerson,  M.D.,  Boston,  Massachusetts 

{From  the  U.S.  Public  Health  Service,  Division  of  Chronic  Disease,  Diabetes  Branch) 


THE  problem  of  diabetes  mellitus  is  a serious 
matter.  Its  relationship  to  the  occurrence  of 
cardiovascular  disease,  particularly  arteriosclero- 
sis, blindness,  and  other  diseases  including  the 
nephritides  demands  that  more  attention  be 
given  to  it  by  clinicians,  health  officers,  and  re- 
search workers. 

This  presentation  attempts  to  describe  one 
concept  of  the  responsibility  of  the  community  for 
assistance  in  the  control  of  diabetes  mellitus. 
A practical  plan  of  action  is  now  being  demon- 
strated. 

What  is  meant  by  the  statement  that  diabetes 
is  a public  health  problem?1  What  is  public 
health?  The  general  concept  of  public  health 
today  is  that  it  deals  with  the  prevention  of 
disease,  the  prolongation  of  life,  and  the  promo- 
tion of  mental  and  physical  efficiency  through 
organized  community  effort.  What  is  diabetes 
control?  Before  the  discovery  of  insulin,  the 
average  life  expectancy  of  a child  with  diabetes 
was  about  two  years  with  the  best  treatment 
known.2  A diabetic  adult  lived  on  an  average 
about  eight  years.  It  was  difficult  to  manage 
diabetes  in  the  individual  clinically,  and  starva- 
tion diets  provided  the  major  control  measures. 
Public  health  measures  were  not  adaptable  to  the 
diabetes  problem  at  that  time. 

Significant  changes  have  occurred  in  compara- 
tively recent  years.  With  advances  in  insulin 
and  diet  therapy,  the  juvenile  diabetic  can  now 
look  forward  to  an  ever-increasing  life  span.  If 
the  adult  diabetic  today  is  recognized  early 
and  he  gets  all  the  benefits  of  our  present  medical 
knowledge,  he  may  expect  to  have  a longevity 
which  approaches  that  of  the  average  American 
citizen  of  his  age.  Early  detection  improves  the 
prognosis  and  offers  encouragement  for  the  pre- 
vention of  complications.  Prompt  and  aggressive 
therapy  by  a competent  physician  usually  fore- 
shadows successful  treatment  and  a happy  life. 
The  proper  psychologic  presentation  of  the  treat- 
ment pattern  encourages  the  individual  and 
stimulates  good  mental  adjustment  to  the 
required  changes  in  habits.  This,  together  with 
comprehensive  education  of  the  diabetic  individ- 
ual in  feasible  methods  of  self-management, 
promotes  both  his  mental  and  physical  well- 
’ being. 

Progressively  more  encouraging  results  are 
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being  obtained  in  the  reduction  of  deaths  and 
the  prevention  of  illness  due  to  acute  infectious 
diseases,  particularly  in  the  younger  age  groups. 
Public  health  programs,  however,  have  given 
very  little,  if  any,  attention  to  diseases  of  a 
chronic  nature  affecting  the  older  age  groups. 
Conditions  more  commonly  found  in  middle  age 
and  later  adult  life,  such  as  cancer,  heart  disease, 
and  diabetes,  have  been  showing  a steady  increase 
in  morbidity  and  mortality  year  by  year. 

There  are  significant  factors  which  may  be 
responsible  for  this  increase: 

1.  Life  expectancy  has  been  increased  from 
49.2  years  in  1900  to  65.8  in  1945.  This  means 
that  comparatively  large  numbers  of  people  will 
reach  an  age  at  which  they  are  particularly  sus- 
ceptible to  diseases  such  as  cancer,  heart  disease, 
and  diabetes. 

2.  Better  diagnostic  measures  are  available, 
and  their  use  has  become  more  general. 

3.  There  is  reason  to  believe  that  obesity  or 
overnutrition  in  relation  to  body  needs  may  have 
brought  a true  increase  in  diabetes. 

It  is  reasonable  to  assume  that  one  reason  for 
the  lack  of  success  in  the  prevention  and  control 
of  diseases  among  older  age  groups  is  due  to  the 
fact  that  little  has  been  done  by  organized  com- 
munity effort  and  health  departments  in  the 
promotion  of  adult  hygiene. 

Before  considering  whether  organized  com- 
munity effort  can  give  assistance,  it  may  be  well 
to  review  briefly  some  of  the  data  about  the 
prevalence  of  diabetes. 

In  1947,  a study  was  made  in  Oxford,  Mas- 
sachusetts, by  the  Diabetes  Section  of  the  Public 
Health  Service.3  Analyses  of  both  blood  and 
urine  for  sugar  were  made  on  70.6  per  cent  of 
the  entire  population  of  5,000.  A total  of  70 
cases  of  diabetes  was  found.  Forty  of  these  cases 
consisted  of  previously  known  diabetes.  The 
additional  30  cases  were  discovered  during  the 
survey.  The  prevalence  of  diabetes  was  2 per 
cent  of  those  tested.  Authorities  in  the  Ameri- 
can Diabetes  Association  have  applied  these  fig- 
ures to  the  whole  population  of  the  U.S.,  estimat- 
ing that  there  are  probably  more  than  two  million 
people  in  our  country  with  diabetes,  half  of 
them  known  and  half  unknown. 

By  1985,  it  is  estimated  that  the  population  of 
the  nation  will  be  at  a maximum.  It  is  predicted 
that  by  that  time  the  general  population  will  be 
increased  by  only  22  per  cent,  whereas  the  diabetic 
population  will  be  increased  about  75  per  cent.4 
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From  a study  of  Joslin’s  patients  who  died 
between  1936  and  1943,  it  was  found  that  64 
per  cent  of  individuals  known  to  have  diabetes 
were  classified  as  having  died  from  it.6  Eleven 
per  cent  of  the  individuals  were  classified  as 
having  died  from  some  concurrent  cause  with 
diabetes  as  a contributory  cause,  and  in  24  per  cent 
of  those  known  to  have  diabetes  it  was  not  men- 
tioned on  the  death  certificates.  Altshuler  re- 
ported similarly  that  only  58  per  cent  of  a 
group  of  142  known  diabetics  at  death  were  re- 
corded as  having  died  of  diabetes.6 

The  past  trend  in  the  death  rate  for  diabetes 
is  difficult  to  evaluate  because  the  procedure  used 
for  classifying  diabetes  deaths  for  official  statis- 
tics did  not  take  into  account  the  physician’s 
opinion  of  the  importance  of  diabetes  relative  to 
other  concomitant  diseases  and  conditions. 
Starting  with  1949,  it  is  expected  that  the  re- 
corded statistics  will  more  nearly  reflect  medical 
opinion  of  diabetes  as  a cause  of  death.  How- 
ever, diabetes  mortality  statistics  for  1949  and 
later  years  will  not  be  comparable  with  those  of 
earlier  years. 

For  the  above  reasons  conclusions  based  upon 
mortality  are  not  given  much  attention  in  this 
discussion.  It  is  the  great  prevalence  of  the 
disease  and  the  seriousness  of  the  increasing  socio- 
economic problem  of  its  complications  to  which 
emphasis.*  is  given. 

In  considering  the  matter  of  health  and  disease 
the  question  quite  naturally  arises  as  to  when  a 
health  problem  becomes  one  with  which  public 
health  agencies  should  cope.  It  is  believed  that 
a health  problem  becomes  a public  health  respon- 
sibility, when,  because  of  its  nature  and  extent, 
it  is  more  amenable  to  solution  by  organized  com- 
munity action.  There  should  be  practical  and 
easily  available  methods  and  procedures  appli- 
cable through  community  action  to  the  solution 
of  that  particular  problem.  The  communicable 
diseases  and  such  other  activities  as  vital  statis- 
tics, health  education,  and  sanitation  fit  readily 
into  this  concept  of  public  health.  Questions 
arise,  however,  as  to  the  extent  to  which  public 
health  programs  should  act  in  relation  to  problems 
of  the  sick  individual. 

Dr.  Harry  Mustard  has  this  to  say  regarding 
the  subject: 

One  wealthy  individual  with  diabetes,  or  a 
thousand  pregnant  women  able  to  pay  their  way, 
do  not  necessitate  any  organized  action  for  their 
care,  and  their  problems  would  not,  therefore,  fall 
within  the  limits  of  the  generally  accepted  con- 
cept of  a public  health  problem.  But  a hundred 
diabetics  uneducated  as  to  the  care  of  their  feet, 
unable  to  buy  insulin,  or  to  pay  a physician,  or  a 
thousand  maternity  cases  with  no  funds  for  medi- 
cal care,  would  necessitate  organized  action, 


whether  by  hospitals,  by  health  departments,  or 
by  a privately  operated  clinic.  The  real  question 
at  issue,  then,  is  not  so  much  whether  the  person 
is  well  or  ill,  or  even  in  the  last  analysis,  whether 
rich  or  poor — for  the  rich  use  the  sewerage  system 
— but  rather  when,  or  if,  a given  problem  of 
health  and  disease  can  no  longer  be  solved  by  the 
unassisted  effort  of  the  citizen  and  the  un- 
coordinated resources  of  the  community.7 

If  we  are  convinced  that  most  diabetics  are  (1) 
being  detected  reasonably  soon  after  they  develop 
the  disease,  (2)  receiving  the  kind  and  amount  of 
education  which  makes  it  possible  for  them  to 
cooperate  with  their  private  physician  in  the  con- 
trol of  their  disease,  and  (3)  receiving  adequate 
medical  care,  then  we  have  no  public  health 
problem.  If,  however,  practicing  physicians, 
health  officials,  and  the  public  agree  that  these 
are  needs  in  which  organized  community  effort 
should  give  assistance,  we  are  faced  with  the 
challenge  of  developing  a community  program. 

How  serious  is  diabetes  as  a public  health  prob- 
lem? It  probably  is  not  possible  to  measure 
exactly  the  seriousness  of  a public  health  prob- 
lem. However,  criteria  have  been  set  forth 
which  enable  us  to  evaluate  the  problem  rela- 
tively.7 These  criteria  are  discussed  in  relation 
to  diabetes. 

First,  the  median  annual  mortality  rate  is 
usually  considered.  The  data  are  incomplete  and 
confusing  so  far  as  reported  deaths  are  concerned. 
For  the  country  as  a whole  in  1946,  diabetes  was 
reported  as  causing  one  third  more  deaths  among 
white  women  than  tuberculosis.  In  1920,  ac- 
cording to  recorded  data,  diabetes  caused  1.2 
per  cent  of  deaths  from  all  causes,  and  in  1940 
this  proportion  had  more  than  doubled — 2.5  per 
cent  of  the  total  deaths.  In  other  words,  between 
1920  and  1940  the  rate  of  increase  of  diabetes  as  a 
cause  of  death  was  second  only  to  heart  disease. 
It  is  noteworthy  too  that  a significant  amount  of 
arteriosclerotic  heart  disease  is  probably  causally 
related  to  diabetes  mellitus. 

Second,  consider  the  median  annual  morbidity 
rate.  Reporting  of  diabetes  is  not  required,  but 
it  has  been  estimated  that  new  cases  currently 
number  at  least  50,000  annually.4  When  the 
probabilities  for  each  sex-age  group  are  applied  to 
the  1946  population  of  the  United  States,  it  is 
found  that  about  4,125,000  persons,  or  2.9  per 
cent  of  this  population,  will  eventually  become 
diabetic. 

As  we  have  said,  present  therapy  gives  the 
juvenile  diabetic  more  hope  for  an  ever-increasing 
life  span.  Also,  as  noted  before,  the  adult  dia- 
betic, recognized  early  and  receiving  the  benefits 
of  our  present  medical  knowledge,  has  a life 
expectancy  which  approaches  that  of  the  average 
American  citizen  of  his  age.  This  represents 
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real  progress  in  treatment  and  is  encouraging  for 
I the  diabetic;  however,  no  cure  is  known  for 
diabetes.  That  means  his  problem  is  with  him 
for  a long  period  of  time — a most  important 
factor  in  determining  the  seriousness  of  diabetes 
as  a public  health  problem. 

To  be  dealt  with  also,  are  the  all  too  frequently 
occurring  disabling  complications  of  long  duration 
diabetes,  such  as  arteriosclerosis,  neuropathy,  reti- 
nopathy, and  intercapillary  glomerulosclerosis. 

Third,  we  should  take  cognizance  of  the  age 
group  in  which  the  forces  of  mortality  and  mor- 
, bidity  express  themselves. 

It  has  been  stated  by  Mustard  that,  from  a 
biologic  and  even  from  a sociologic  point  of  view, 
deaths  in  old  persons  are  not  so  serious  a national 
problem  as  the  same  number  of  deaths  in  young 
adults.7  He  further  states,  however,  that  to 
work  out  a formula  establishing  relative  values 
of  life  at  various  ages  would  involve  arbitrary 
decisions  so  numerous  as  to  invalidate  conclu- 
sions. 

Diabetes,  however,  is  by  no  means  a disease 
confined  to  the  aged.  Therefore,  when  the 
criteria  just  discussed  are  applied  to  diabetes,  it 
may  be  safely  stated  that  it  is  a public  health 
problem  of  a magnitude  sufficient  to  warrant  our 
serious  attention. 

With  reference  to  age  distribution  of  diabetes, 
Joslin  points  out  that  discussions  of  prevalence 
and  incidence  are  misleading.2  In  analyzing 
over  10,000  diabetes  case  records  for  age-of- 
onset  of  the  disease,  he  reveals  that  about  one 
1 fourth  of  the  cases  became  diabetic  before  thirty 
1 years  of  age  and  about  one  half  between  the  ages 
of  thirty  and  fifty-nine  years.  These  findings  led 
him  to  conclude  that  “diabetes  is  not  an  old  age 
! disease”  and  that  there  is  “a  declining  suscepti- 
bility in  the  latter  decades  of  life.” 

Factors  in  the  Makeup  of  the  Public  Health 
Program 

It  would  seem  logical  for  health  departments 
to  balance  their  programs  of  prevention  and  con- 
trol in  relation  to  the  seriousness  of  the  various 
diseases.  However,  this  is  not  always  possible, 
because  often  the  scientific  knowledge  necessary 
for  prevention  and  control  of  the  condition  is  not 
yet  available  or  is  not  applicable  to  the  problem. 
In  the  case  of  diabetes,  however,  we  do  have  suf- 
ficient knowledge  to  launch  a program  which 
would  aid  substantially  in  the  prevention  and 
control  of  the  disease. 

The  problem  is  not  too  disseminated  or  masked 
as  to  make  detection  of  early  and  potential  cases 
impractical.  There  is  a favorable  attitude  on  the 
part  of  the  public.  The  medical  profession, 
particularly  through  the  magnanimous  work  of 
the  American  Diabetes  Association,  is  sponsoring 
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and  encouraging  the  fullest  possible  application 
of  scientific  knowledge  concerning  the  disease. 
The  American  Diabetes  Association  is  energeti- 
cally stimulating  practicing  physicians  to  become 
awakened  to  their  own  responsibility  in  this 
public  health  problem. 

The  cost  of  undertaking  a continuing  compre- 
hensive diabetes  control  program  is  not  excessive. 
It  is  believed  that  the  cost  will  be  lowest  and  the 
success  greatest  where  the  cooperation  is  closest 
between  medical  society,  local  health  agencies, 
and  the  community. 

From  the  public  health  point  of  view,  preven- 
tion is  the  most  important  aspect  of  the  problem. 
In  diabetes  preventive  measures  which  lend  them- 
selves to  practical  application  by  the  public  are 
provided  by  our  knowledge  of  the  common  factor 
of  hereditary  susceptibility,  the  high  incidence 
of  obesity  often  found  as  a forerunner,  and  the 
frequency  with  which  acute  infection  or  exacer- 
bation of  chronic  infection  “lights  up”  the  patho- 
logic process. 

Even  though  the  exact  causative  agent  or  the 
specific  host  factor  responsible  for  diabetes  is  not 
known,  early  detection  is  a preventive  measure 
and  it  is  practical  on  a community-wide  basis. 

It  is  believed  that  relatively  simple  screening 
tests  will  find  most  of  those  individuals  in  the 
population  who  are  most  likely  to  have  undetected 
mild  or  early  diabetes.  Examination  of  both 
blood  and  urine  for  sugar  between  one  and  two 
hours  postprandially  will  result  in  the  most 
efficient  detection  of  mild  diabetics.  Either 
blood  analysis  or  urinalysis  alone  will  yield  a 
significant  number  of  unknown  diabetics,  al- 
though evidence  to  date  points  to  the  greater 
efficiency  of  blood  sugar  screening  in  detection 
programs. 

The  ideal  detection  center  is  in  the  private 
physician’s  office.  It  is  unfortunate,  however, 
that  the  average  individual  does  not  go  to  his 
physician  until  signs  and  symptoms  of  disease 
have  existed  long  enough  to  produce  discomfort 
or  pain.  Methods  used  in  mass  chest  x-ray 
studies  have  demonstrated  beyond  doubt  the 
important  part  public  health  can  play  in  uncover- 
ing early,  asymptomatic  cases  of  disease  at  a 
stage  most  amenable  to  successful  treatment. 
The  practicality  and  advisability  of  public  health 
departments  and  organized  community  efforts 
supplementing  the  efforts  of  private  physicians 
in  mass  diabetes  detection  programs  can  hardly 
be  doubted. 

There  is  knowledge  available  which  the  diabetic 
patient  should  acquire  in  order  to  cooperate  in 
the  control  of  his  condition.  This  should  be 
presented  in  a manner  conducive  to  the  satisfac- 
tory mental  and  physical  adjustments  to  a re- 
stricted regime  which  must  be  made. 
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It  is  apparent  then,  that  the  present  state  of 
medical  and  health  knowledge  permits  an  active 
community  program  in  diabetes  control.  There- 
fore, it  is  believed  that  the  first  requirement  for  a 
practical  public  health  program  must  be  a 
sincere  cooperative  understanding  and  working 
agreement  between  private  physicians  (the  medi- 
cal society),  public  health  officials,  and  repre- 
sentatives of  the  organized  community.  Then 
the  functions  of  the  health  department  in  the 
control  of  diabetes  may  properly  be : 

1.  Detection  of  new  cases  of  diabetes  by 
screening  large  groups  of  the  population  with 
urine  and  blood  tests  for  sugar.  A case  finding 
program  should  be  continually  pursued . Of  great 
importance  is  the  prompt  referral  to  their  private 
physicians  of  diabetes  suspects  with  follow-up  to 
see  that  the  cases  understand  the  importance  of 
obtaining  medical  supervision  and  care. 

2.  Supplementation  when  needed  in  the 
education  of  the  diabetic  patient  concerning  the 
basic  principles  of  diabetes  therapy  in  order  that 
he  may  cooperate  fully  with  his  physician  in  the 
complete  control  of  his  condition. 

3.  Education  of  the  general  public  concerning 
the  early  symptoms  of  the  disease  so  that  the  per- 
son with  incipient  diabetes  will  seek  advice  from 
his  physician  early  in  the  course  of  his  illness. 

The  principles  of  a cooperative  public  health 
program  in  diabetes  control  were  agreed  upon  by 
the  American  Diabetes  Association  and  the 
Diabetes  Branch  of  the  Public  Health  Service  in 
1946.  The  primary  objective  outlined  was  to 
seek  prevention  of  illness  and  disability  through 
education  and  early  detection.8  With  reference 
to  planning  preventive  measures,  Dr.  Russell  M. 
Wilder  says : 

The  importance  of  early  detection  of  diabetes 
cannot  be  overemphasized.  Treatment  now  is 
usually  postponed  beyond  the  time  when  such 
restoration  of  pancreatic  island  functions  can  be 
expected.  Intensive  management  of  diabetes 
offers  greatest  promise  when  it  can  be  instituted 
at  the  very  onset  of  the  disease.  However,  this 
involves  detecting  the  disease  on  its  incipience, 
which  rarely  has  been  possible.  For  this  reason 
all  health  examinations  should  include  some 
screening  tests  for  diabetes  with  a careful  follow-up 
of  the  diabetic  suspects  they  disclose.  An  exam- 


ination such  as  this  made  every  year  in  all  schools, 
colleges,  and  other  institutions,  also  in  all  business  t 
firms  and  factories,  would  contribute  greatly  to 
the  public  health.  For  this  reason  also,  the 
present  active  interest  of  the  United  States  Public 
Health  Service  in  undertaking  diabetic  surveys  of 
communities  as  in  Oxford,  Massachusetts,  and 
in  Jacksonville,  Florida,  should  receive  all  possible 
support  from  practitioners  of  medicine  and 
specialists  in  diabetes.9 

There  is  experimental  and  clinical  evidence  to 
demonstrate  the  value  of  early  diagnosis  of 
diabetes.  The  generally  accepted  theory  of  the 
pathologic  processes  is  that  there  is  insufficient 
production  of  insulin  resulting  from  a decreased 
functional  capacity  of  the  islands  of  Langerhans 
or  an  increased  inhibition  of  the  action  of  insulin 
in  the  body.  Investigators  have  provided  evi- 
dence in  experimental  animals  that  the  pan- 
creatic islet  cells  have  a capacity  for  regenera- 
tion.10-12 In  diabetes,  the  pathologic  changes  in 
the  pancreas  are  reversible  if  corrective  measures 
are  taken  early  enough.  Before  the  discovery  of 
insulin  it  was  the  severe  diabetic  who  showed  the 
serious  complications  of  the  disease— acidosis 
and  diabetic  coma — from  which  more  than  half 
of  the  cases  died.  Today,  the  long  duration 
case  of  diabetes  is  prone  to  develop  arterioscle- 
rotic and  other  degenerative  complications  pre- 
maturely. The  mild,  undetected  diabetic  is 
usually  overweight  and  uninformed.  He  is 
prone  to  develop  prematurely  the  vascular 
pathology  which  may  produce  arteriosclerotic 
changes  leading  to  invalidism. 

The  Oxford,  Massachusetts,  survey  of  a general 
population  group  revealed  that  early  case  finding 
of  diabetes  could  be  achieved  on  a mass  basis.3 
Table  1 shows  the  comparison  of  the  value  of 
case-finding  efforts  in  a general  population  group 
such  as  Oxford,  Massachusetts,  with  a similar 
study  using  the  same  diagnostic  procedures  in 
bleod  relatives  of  known  diabetics  in  Jacksonville, 
Florida.  The  testing  of  753  relatives  brought  to 
light  31  previously  unknown  diabetics,  but  it 
required  the  testing  of  3,516  people  in  a general 
population  group  to  yield  approximately  the  same 
number  of  new  cases.  You  will  note  that  30  new 
diabetics  were  discovered  from  a group  of  558  rela- 
tives between  the  ages  of  fifteen  and  seventy-four 


TABLE  1. — Results  of  Diabetes  Testing  Program  Among  General  Population  in  Oxford,  Massachusetts,  and 
Among  Relatives  of  Diabetics  in  Jacksonville,  Florida 


Oxford,  Mass.  General  Population • . — Jacksonville,  Fla.  Relatives  of  Diabetics • 


Total 

Diabetes  Mellitus 

Total 

Diabetes  Mellitus 

Age  Group 

Tested 

Number 

Per  Cent 

Tested 

Number 

Per  Cent 

Total  all  ages 

3,516 

30 

0.9 

753 

31 

4.1 

Under  15 

931 

0 

.0 

192 

0 

.0 

15-44 

1,616 

5 

0.3 

401 

13 

3.2 

45-74 

898 

20 

2.2 

157 

17 

10.8 

75  and  over 

69 

5 

7.2 

3 

1 

Total  15-74 

2,514 

25 

1.0 

558 

30 

5.4 
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TABLE  2. — Comparison  of  Percentage  Age  Distribution  of  Two  Study  Groups,  Oxford  (General)  and  Jacksonville 
(Relatives)  with  the  Population  of  the  United  States 


Population 

Under  15 

15-24 

25-34 

35-44 

45-54 

55-64 

65-74 

75  and  Over 

Total 

Oxford 

General  Group,  1945 

26.5 

14.8 

17.2 

13.9 

11.7 

8.4 

5.5 

2.0 

100.0 

Jacksonville 

Relatives  Group,  1948 

25.5 

17.3 

17.8 

18.2 

9.3 

7.8 

3.7 

0.4 

100.0 

United  States,  1945 

25.2 

17.0 

16.1 

14.0 

11.8 

8.7 

5.0 

2.2 

100.0 

years.  This  is  5.4  per  cent  of  new  cases  detected 
in  a study  of  blood  relatives  of  diabetics  as  com- 
pared with  approximately  1 per  cent  in  a general 
population  group  of  2,514  people  in  the  same  age 
group  in  Oxford,  Massachusetts.  The  table 
shows  for  the  testing  of  relatives  that  the  number 
of  diabetics  in  the  age  groups  fifteen  to  forty-four 
is  3.2  per  cent  and  from  forty-five  to  seventy-four 
years  it  is  10.8  per  cent.  In  the  general  popula- 
tion group  these  percentages  for  the  same  ^ age 
groups  were  0.3  and  2.2  per  cent,  respectively. 
No  new  cases  were  observed  under  fifteen  years 
of  age  in  either  study.  It  is  noted  that  out  of 
69  people  over  seventy-five  years  of  age  in 
Oxford,  five  persons,  or  about  7.2  per  cent,  were 
discovered  as  diabetic  in  comparison  with  one 
case  out  of  three  among  relatives  of  the  same  age 
group  in  Jacksonville,  Florida.  The  latter 
figures  here  are,  of  course,  too  small  for  reliable 
comparison. 

In  the  comparison  of  percentage  age  distribu- 
tion of  the  two  groups  in  Table  2,  you  will  note 
that  the  relatives  tested  in  Jacksonville  comprise 
a somewhat  younger  group  than  that  of  the 
general  population  of  the  United  States.  In  the 
Oxford  studies  the  age  distribution  much  more 
closely  approached  the  national  census  figures. 
Although  not  shown  in  the  tables,  it  is  note- 
worthy that  in  Oxford  it  was  found  that  the 
disease  was  almost  as  prevalent  among  men  as 
among  women,  even  more  prevalent  among  men 
in  the  newly  discovered  diabetics,  that  is,  1.0 
per  cent  as  compared  with  0.8  per  cent,  respec- 
tively. 

Because  diabetes  found  in  an  early  stage  is 
much  easier  to  control,  it  seems  worth  while  to 
continue  studies  with  younger  age  groups  in  an 
attempt  to  define  the  prediabetic  or  potential 
diabetic  state,  particularly  in  children  and  young 
adults. 

It  is  noteworthy  to  comment  on  the  preliminary 
results  of  one  particular  case-finding  effort  in  the 
general  population  in  Brookline,  Massachusetts. 
This  was  incidental  to,  but  ran  concurrently  with, 
a tuberculosis  case  finding  program.  Out  of 
approximately  6,000  adults  who  responded  for 
chest  x-rays  ten  new  active  cases  of  tuberculosis 
were  discovered,  a rate  of  0.17  per  cent.  At  the 
same  time  that  the  people  were  having  their 
x-rays,  the  diabetes  demonstration  unit  offered 
tests  of  urine  and  blood  for  sugar,  and  2,100  of 


the  6,000  were  given  these  tests.  Of  this  number, 
18  new  diabetics  were  discovered,  or  about 
0.88  per  cent  (five  times  the  discovery  rate  of 
tuberculosis).  It  is  of  interest  that  in  this  same 
community  in  1947  there  were  three  reported 
deaths  from  tuberculosis  and  25  reported  deaths 
from  diabetes  mellitus. 

In  all  of  the  diabetes  detection  work  in  which 
assistance  is  given  by  the  Public  Health  Service, 
every  newly  discovered  or  suspected  case  is 
referred  promptly  to  the  family  physician  for 
further  study,  diagnosis,  and  treatment.  Cases 
with  an  abnormal  finding  on  first  examination  are 
rechecked  for  confirmation  before  referral.  All 
confirmed  abnormal  laboratory  findings  are  sent 
directly  to  the  private  physician  designated  by  the 
person  examined . A general  statement  indicating 
whether  the  tests  are  “normal”  or  whether  further 
study  is  needed  is  mailed  to  each  person  examined. 

The  operation  of  that  part  of  the  public  health 
program  which  includes  the  education  of  the 
patient  and  his  family  has  been  very  gratifying. 
There  probably  is  no  other  disease  in  which  the 
education  of  the  patient  ‘plays  a more  important 
role  in  producing  mental  and  physical  adjust- 
ment, happiness,  and  successful  treatment  than  in 
diabetes.  Regular  medical  supervision  is  neces- 
sary, but  the  patient  must  carry  out  his  own  treat- 
ment from  day  to  day,  and  the  progress  of  his 
case  depends  to  a great  extent  upon  the  manner  in 
which  he  takes  care  of  himself.  Beyond  any 
doubt,  the  most  logical  and  best  person  to  give 
the  diabetic  patient  the  necessary  instruction  for 
living  intelligently  with  his  diabetes  is  the  private 
physician,  either  personally  or  with  the  assistance 
of  his  nurse  and  dietitian. 

Unfortunately,  not  many  physicians  have  the 
time  or  the  funds  to  provide  such  facilities. 
Dr.  Warvel  of  Indianapolis  says,  “We  are  quite 
convinced  that  very  little  can  be  learned  by 
routine  office  calls  by  the  diabetic  to  the  phy- 
sician’s office  unless  he  has  had  previous  hospital- 
ization. Few  doctors  have  time  to  spend  an 
hour  or  more  at  each  office  visit  with  these  pa- 
tients to  teach  them  the  basic  principles  of  their 
disease.”13 

There  seems  to  be  little  doubt  in  the  minds  of 
diabetes  specialists  that  the  well-informed  dia- 
betic patient  has  fewer  complications,  is  more 
cooperative  and  happier,  and  usually  lives  longer. 
On  this  premise  a school  or  instruction  class  for 
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TABLE  3. — Referrals  to  Health  Department  Instruc- 
tion Class  in  Diabetes  Mellitus  (Jacksonville,  Florida, 
Unit  of  Diabetes  Section  U.S.  Public  Health  Service) 


Source  of  Referral 
Private  physician 
47  in  Duval  County 
3 outside  area 
County  hospital  charity 
clinic 

Self  (cleared  with  family 
doctor) 

Friends  and  relatives 
Grand  Total 


White  Negro  Unknown  Total 


93 

28 

121 

34 

89 

123 

5 

5 

70 

10 

70 

132 

122 

70 

324 

diabetics  was  organized  over  a year  ago  in  Jack- 
sonville, Florida.  An  advisory  committee  from 
the  county  medical  society  assisted  the  staff  of 
the  diabetes  demonstration  unit  in  planning  the 
details  of  instruction.  During  the  first  year 
324  persons  attended  the  classes,  70  of  whom  were 
friends  or  relatives  of  diabetics. 

In  Table  3,  a preliminary  analysis  of  the  class 
attendance  records  in  the  school  for  diabetics  in 
Florida  reveals  that  123  patients  have  been 
referred  to  the  instruction  class  by  the  diabetes 
clinic  of  the  county  hospital.  Of  these,  34  were 
white,  and  89  were  Negro.  You  will  note  that 
121  patients,  of  whom  93  were  white  and  28 
Negro,  were  referred  to  this  class  of  instruction 
by  private  physicians.  Forty-seven  different 
physicians  within  Duval  County  and  three 
physicians  outside  the  immediate  area  made  these 
121  referrals.  Many  physicians  have  expressed 
their  appreciation  of  this  facility,  saying  it  has 
proved  of  practical  benefit  to  them  and  their 
patients.  They  have  found  that  education  by 
this  medium  results  in  a more  cooperative,  hap- 
pier, and  better  controlled  patient  and  one  who  is 
more  regular  in  returning  to  his  doctor  for  check- 
ups. The  instruction  in  this  school  for  diabetics 
is  given  by  the  professional  members  of  the 
diabetes  demonstration  unit  in  Jacksonville. 
This  unit  is  composed  of  a medical  officer,  a 
public  health  nurse,  a nutritionist,  and  two  tech- 
nicians, all  specially  trained  in  diabetes  work. 
The  advisory  committee  from  the  local  medical 
society  works  closely  with  this  group,  advising 
and  consulting,  as  well  as  reviewing  the  methods 
and  contents  of  the  instruction  classes.  A series 
of  six  two-hour  classes  are  given.  Special  night 
classes  have  been  added  at  the  request  of  those 
who  are  unable  to  attend  during  the  day. 

To  further  the  education  of  the  patient  a 
monthly  newsletter  is  compiled  through  the 
efforts  of  the  medical  director  of  the  diabetes 
unit,  his  professional  staff,  and  the  medical 
advisory  committee.  This  letter  is  sent  to  all 
diabetics  and  their  relatives  who  are  interested  in 
receiving  current  information  about  diabetes. 

The  diabetes  demonstration  control  units  in 
Brookline,  Massachusetts,  and  Jacksonville, 


Florida,  function  as  a part  of  the  local  health 
departments.  Voluntary  health  agencies  such  as 
the  visiting  nurses  association  are  assisting  to  a 
great  extent  with  the  program.  Every  phase  is 
developed  with  the  advice,  consultation,  and  close 
cooperation  of  the  medical  advisory  committee 
from  the  local  medical  society.  In  Brookline, 
Massachusetts,  a lay  advisory  committee  assists 
the  health  department  and  the  medical  advisory 
committee  in  the  promotion  and  planning  of  the 
program. 

In  the  epidemiologic  phase  of  the  program, 
analyses  of  data  are  being  carried  out  in  order 
to  learn  more  about  the  behavior  of  diabetes  in 
the  general  population  as  compared  with  the  char- 
acteristics it  usually  shows  among  clinical  or 
hospital  groups. 

Many  of  the  research  objectives  in  diabetes 
are  being  administered  through  another  division 
of  the  Public  Health  Service.  Among  other 
diseases  of  metabolism  and  endocrinology,  dia- 
betes is  one  of  the  important  fields  of  research 
assisted  through  grants-in-aid  recommended  by 
the  Metabolism  and  Endocrinology  Study  Section 
of  the  Division  of  Research  Grants  and  Fellow- 
ships of  the  National  Institutes  of  Health. 

A “meal  planning”  booklet  is  being  developed 
through  the  cooperation  of  the  Education  Com- 
mittee of  the  American  Diabetes  Association,  the 
American  Dietetic  Association,  and  the  Diabetes 
Section  of  the  Public  Health  Service.  This  book- 
let will  give  the  consensus  of  experts  on  the  basic 
food  values  and  how  to  use  them  in  planning 
meals  for  the  diabetic. 

One  very  important  objective  of  our  diabetes 
program  is  the  development  of  simplified  detec- 
tion and  screening  procedures.  A cheap,  quick, 
and  simple  screening  method  for  determining 
blood  glucose  has  been  introduced.14  Rough 
drawings  of  the  equipment  and  procedure  appear 
in  Fig.  1.  By  this  method  it  is  concluded  in 
five  minutes  whether  a blood  sugar  is  above  or 
below  a predetermined  screening  level.  You 
will  note  the  procedure  is  carried  out  by  filling  a 
test  tube  with  tap  water  to  the  5 ml.  mark; 
0.1  ml.  of  capillary  blood  from  the  finger  tip  or 
ear  lobe  is  collected  by  means  of  a capillary  pi- 
pette and  added  to  the  tap  water.  Tablet  I,  con- 
taining zinc  sulfate  and  sodium  chloride,  and 
tablet  II,  containing  potassium  iodide  and 
sodium  bicarbonate,  are  added  to  the  solution 
which  is  boiled  by  lighting  methenamine  heating 
tablets  as  shown  in  the  diagram.  The  blood 
proteins  are  coagulated  by  the  zinc  hydroxide 
formed,  and,  as  the  solution  boils,  the  cake  of 
protein  is  pushed  upward  in  the  test  tube  by  the 
steam.  This  protein  cake  can  be  removed  with 
the  glass  scoop  when  it  reaches  the  funnel-shaped 
mouth,  obviating  the  necessity  for  filtering. 
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1.  0.1  ml.  of  blood  is  introduced  into  5 cc.  of  tap  water. 

2.  Tablet  1 (ZnSCb.NaCl)  and  Tablet  2 (KI.NaHCOi)  added  to  the  solution  of  blood  and  water. 

3.  Heating  tablet  lighted,  blood  proteins  coagulated  forming  a cake,  caked  protein  pushed  to  the  flared  mouth  of  the 
tube,  protein  removed  with  scoop. 

4.  Tablet  3 (Kj[Fe(CN)«],  NasCOi,  Starch,  NaCl)  added  to  the  deproteinized  solution,  another  heating  tablet  added 
and  lighted. 

5.  Tablet  4 (tartaric  acid,  ZnSO«.  7H»0,  Starch)  added  to  the  cooling  solution. 

6.  Tube  immersed  in  a container  of  cold  water. 

Fig.  1.  Diagram  of  simplified  detection  and  screening  procedure. 


Then  tablet  3,  containing  potassium  ferricya- 
nide,  sodium  chloride,  and  starch,  is  added  and  the 
solution  boiled  again.  At  the  end  of  the  second 
heating  period  tablet  4,  containing  tartaric 
acid,  zinc  sulfate,  and  starch,  is  added,  and  the 
test  tube  is  immersed  immediately  in  cold  water. 
When  cold  the  solution  will  be  either  blue,  due  to 
the  formation  of  the  starch  iodine  complex,  or 
colorless  if  no  iodine  is  present.  In  other  words, 
if  solution  is  blue,  the  blood  sugar  is  below  the 
predetermined  level,  but,  if  colorless,  it  is  above 
and  merits  further  investigation. 

In  surveys  our  experience  so  far  indicates  that 
knowledge  of  the  actual  blood  sugar  value  is  less 
important  in  screening  work  than  noting  whether 
or  not  a certain  level  is  exceeded.  While  certain 
technicalities  at  first  prevented  the  use  of  the 
screening  test  for  mass  surveys,  revisions  have 
been  made,  and  the  test  is  now  considered  satis- 
factory for  individual  or  mass  screening.  The 
test  is  useful  wherever  a quick  laboratory  screen- 
ing service  is  needed  and  routine  standard  labora- 
tory facilities  are  not  available.  It  is  particularly 
applicable  to  use  for  screening  by  the  general 
practitioner  or  in  a small  office  laboratory. 
Further  w’ork  on  diagnostic  methodology  is  in 
progress. 

A certain  number  of  false  positives  will  neces- 
sarily be  encountered  owing  to  the  critical  screen- 
ing levels  at  which  the  values  are  set.  It  is  not 
within  the  scope  of  the  proposed  procedure  to  re- 
place clinical  judgment  required  to  establish  a 


diagnosis.  A positive  screening  test  creates  a 
suspicion  index  and  recommends  more  elaborate 
study.  The  screening  test  does  not  make  a diag- 
nosis. 

There  is  now  available  a machine,  the  Hewson 
Clinitron,  which  performs  this  type  of  screening 
test  at  a top  capacity  of  two  tests  per  minute. 

Summary 

1.  A discussion  is  presented  of  the  reasons 
why  diabetes  is  believed  to  constitute  a public 
health  problem.  A practical  program  for  solu- 
tion is  described  as  possible  through  cooperation 
between  physician,  health  agency,  and  organized 
community  effort. 

2.  Blood  and  urine  testing  programs  among 
736  blood  relatives  of  known  diabetics  in  Jack- 
sonville, Florida,  have  revealed  a discovery  rate 
of  5.4  per  cent  in  the  age  group  fifteen  to  seventy- 
four  years,  about  five  times  that  obtained  in  work 
with  a general  population  group  in  Oxford,  Mas- 
sachusetts. 

3.  Many  busy  practitioners  of  medicine  are 
using  the  school  for  diabetics  in  the  Diabetics 
Demonstration  Unit  in  Jacksonville,  Florida,  to 
provide  instruction  for  their  patients  who  have 
diabetes.  They  have  found  that  a thorough 
understanding  of  the  disease  by  the  patient 
results  in  a more  cooperative  patient  who  is 
healthier  and  happier  and  who  may  expect  to  live 
longer  and  have  fewer  complications. 
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4.  All  plans  for  the  diabetes  demonstration 
control  units  are  formulated  with  the  help  and 
advice  of  a committee  of  the  local  medical 
society.  These  plans  are  carried  out  as  a func- 
tion of  the  local  health  department  with  the  coop- 
eration and  assistance  of  voluntary  health  agen- 
cies, such  as  the  visiting  nurses  association. 

5.  A quick,  new  screening  method  for  blood 
glucose  determination,  thought  to  be  par- 
ticularly useful  to  the  general  practitioner  and 
for  mass  surveys,  is  described  and  illustrated. 
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Discussion 

I.  Jay  Brightman,  M.D.,  Albany. — This  scholarly 
presentation  by  Dr.  Wiikerson  leaves  no  doubt  as 
to  why  his  name  is  now  so  intimately  associated 
with  the  new  movement  in  the  public  health  field, 
the  control  of  diabetes.  The  programs  conducted  by 
the  United  States  Public  Health  Service  in  Massa- 
chusetts and  Florida  have  clearly  demonstrated  that 
the  welfare  of  the  diabetic  patient  can  best  be 
served  by  a close  partnership  between  the  private 
physician  and  the  public  health  agency. 

The  general  pattern  of  the  public  health  approach 
to  the  control  of  disease  is  well  applicable  to  diabetes. 
The  last  few  years  have  seen  the  development  of  the 
necessary  refinements  required  to  fit  diabetes  upon 
the  public  health  lathe.  The  mass  survey  for  dia- 
betes, utilizing  the  speedier  biochemical  tests,  may 
now  be  accepted  as  a proved  case-finding  weapon 
comparable  to  that  applied  to  tuberculosis.  The 
fact  that  one  third  of  the  patients  undergoing  rou- 
tine chest  examinations  voluntarily  submitted  to 
blood  and  urine  tests  indicates  that  the  tests  for 
diabetes  are  not  particularly  objectional  or  painful. 
Possibly  with  a more  intensive  educational  program, 
this  percentage  of  volunteers  may  be  significantly 
increased.  From  the  epidemiologic  viewpoint,  the 
investigations  made  upon  the  blood  relatives  of 
• known  diabetics,  with  the  resulting  fivefold  increase 
in  fruitfulness,  are  particularly  significant.  The 
Brookline  approach  was  really  rifle-shooting  com- 
pared to  the  shotgun  approach  made  in  Oxford. 


The  Oxford  type  of  mass  survey  might  be  expected 
to  pay  increased  dividends  if  conducted  among 
racial  and  age  groups  in  which  the  prevalence  of 
diabetes  is  known  to  be  higher  than  in  the  general 
population. 

If  the  prevalence  of  diabetes  by  age  group,  as 
found  in  the  Oxford  survey,  is  applied  to  New 
York,  it  may  be  estimated  that  there  are  about 
240,000  diabetics  in  this  State,  of  whom  only 
approximately  half  have  been  diagnosed.  The 
diagnosed  diabetic,  particularly  if  discovered  early, 
has  a good  possibility  of  making  a satisfactory 
adjustment  to  his  disease,  of  having  a normal  life 
expectancy,  and  of  enjoying  life  with  few  restric- 
tions. The  undiagnosed  diabetic  should  have  the 
same  opportunities.  We  must  determine  and  cor- 
rect the  reason  for  the  condition  remaining  unknown, 
whether  it  be  ignorance,  neglect,  or  lack  of  adequate 
facilities.  Public  health  education  must  not  only 
advise  the  patient  with  suggestive  symptoms  to  seek 
examination  but  must  encourage  all  persons  to  go 
through  a periodic  health  check-up  so  that  asympto- 
matic disease  of  any  type  may  be  detected. 

A complete  program  for  diabetes  might  well  in- 
clude services  to  assist  the  private  physician  in  the 
management  of  his  case.  Group  courses  designed 
to  interpret  to  the  patients  the  recommendations 
of  their  physicians  would  certainly  promote  a more 
careful  adherence  to  dietary  and  insulin  regimes. 
Such  services  are  well  within  the  province  of  the 
bureaus  of  nutrition  of  State  and  local  health  de- 
partments. Teaching  days  for  physicians,  two-  or 
three-day  refresher  courses,  and  group  consultation 
clinics  conducted  in  the  more  rural  areas  by  special- 
ists coming  from  the  medical  centers  would  follow 
closely  the  type  of  program  already  operating  for 
other  diseases.  The  pattern  is  there;  the  tools  have 
been  refined,  the  potentialities  are  great.  There 
remains  the  question  of  the  funds  and,  even  more 
important,  the  qualified  personnel  necessary  to 
administer  such  a program. 

The  number  of  diabetics  in  the  population  is  in- 
creasing and  will  continue  to  increase  as  the  control 
of  this  disease  improves.  H.  G.  Wells,  a diabetic 
himself  suggested  that  the  excellent  training  a 
well-controlled  diabetic  receives  and  the  excellent 
discipline  to  which  he  subjects  himself  might  well 
be  reflected  in  his  nonmedical  activities  and  that 
possibly  this  might  be  advantageous.  Addressing 
fellow  diabetks  back  in  1935,  Mr.  Wells  stated, 
“We  are  a high  and  austere  cult.  Our  characters 
are  strengthened  by  a perpetual  self-control;  we 
have  learned  to  detest  the  pasty  and  saccharine  in 
thought,  word,  and  deed.  We  shall  be  plain  and 
fine  with  each  other.  Formerly  diabetics  died,  but 
now  I shall  begin  to  look  for  the  diabetic  influence 
in  every  aspect  of  life,  in  art,  science,  conduct,  a 
new  delicate  strength,  a restraint  and  a clearness. 
Am  I writing  nonsense?  Not  altogether.  For  my 
own  part  I have  certainly  found  diabetes  an  in- 
vigorating diathesis.” 

Nonsense  or  not,  the  diabetic  patient  and  the 
world  of  which  he  is  part  are  indebted  to  Dr.  Wiiker- 
son and  the  Diabetes  Section  of  the  U.S.  Public 
Health  Service  for  their  pioneering  work  in  this  field. 


GENITOURINARY  SYMPTOMS  DUE  TO  EXTRINSIC  DISEASE* 

William  J.  Kennedy,  M.D.,  Gloversville,  New  York 


THE  differential  diagnosis  between  certain 
urinary  tract  lesions  and  disease  of  other 
viscera  frequently  presents  a problem  which,  in 
the  final  analysis,  must  be  solved  by  the  urologist. 
The  kidney  and  the  gastrointestinal  tract  have  a 
common  nerve  supply  derived  from  the  solar 
plexus.  Thus,  it  is  apparent  that  renal  or 
ureteral  pain  may  simulate  disease  of  practically 
any  abdominal  or  pelvic  organ,  and  it  is  equally 
apparent  that  the  reverse  may  also  be  true. 

Referred  pain,  especially  to  the  back,  may  be 
due  to  disease  of  almost  any  intra-abdominal 
organ  or  to  local  causes  such  as  myalgias,  strains, 
postural  defects,  vertebral  lesions,  or  any  in- 
flammatory or  mechanical  change  involving  sen- 
sory nerve  roots.  Tubercular  spondylitis  and 
the  chronic  ganglionitis  of  tabes  are  capable  of 
producing  pain  closely  simulating  that  of  renal 
colic. 

Motley  discusses  a pain  syndrome  closely 
simulating  ureteral  colic.1  It  consists  of  pain 
arising  in  the  lumbar  area  and  radiating  around 
the  flank  to  the  abdomen  and  downward  toward 
the  bladder.  The  lesions  found  responsible  for 
this  syndrome  involved  the  eleventh  and  twelfth 
thoracic  and  the  first  lumbar  nerve  segments.  In 
some  of  his  patients  urologic  investigation  had 
been  done,  and  treatment  based  on  faulty  diag- 
nosis had  consisted  of  nephropexy  or  the  use  of 
some  abdominal  support  based  on  the  assumption 
that  the  symptoms  were  due  to  ptosis,  while 
another  group  of  patients  was  subjected  to 
anywhere  from  five  to  100  cystoscopic  instru- 
mentations for  the  correction  of  supposed  ureteral 
strictures.  Motley  states  that  the  only  result  of 
this  treatment  has  been  “persistence  of  the  same 
pain,  a leaner  purse  and  a discouraged  outlook  on 
life,  and  a dim  view  of  the  medical  profession  as  a 
whole.” 

Orr,  Mathers,  and  Butts  have  published  case 
records  in  which  pain  identical  with  that  of 
ureterorenal  disease  was  found  to  be  due  to 
fibrolipomatous  nodules  located  at  the  level  of 
the  twelfth  dorsal  and  first  and  second  lumbar 
vertebrae.2  In  these  cases,  temporary  relief  of 
pain  followed  injection  of  novocaine  into  the 
nodule  and  permanent  relief  was  obtained  fol- 
lowing surgical  removal. 

Bladder  symptoms  due  to  lesions  of  the  female 
pelvis  are  extremely  common  and,  as  a rule, 
present  no  serious  diagnostic  problems.  Tumors, 


uterine  malpositions,  and  alteration  in  the  normal 
anatomic  relations  due  to  gynecologic  surgery  or 
childbirth  are  the  most  important  factors. 

Cystitis  of  the  allergic  variety  is  being  reported 
with  increasing  frequency,  although  the  small 
number  of  case  reports  in  literature  would  lead  one 
to  believe  that  the  condition  is  rare.  It  is  quite 
probable  that  a greater  awareness  on  the  part  of 
the  urologists  will  add  many  more  cases  to  the 
literature.  A factor  which  militates  against  more 
thorough  study  of  the  suspected  cases  may  be 
the  transitory  duration  of  symptoms.  This  is 
most  apt  to  occur  if  the  allergy  is  due  to  food 
hypersensitiveness.  One  should  suspect  an  al- 
lergic cystitis  in  any  patient  presenting  transitory 
symptoms  of  cystitis  who  gives  a history  of  having 
had  attacks  of  urticaria.  It  was  possible  to  study 
the  following  case  over  a considerable  period  of 
time  because  pork,  the  only  meat  in  the  patient’s 
diet,  was  eaten  almost  daily. 

Case  1. — C.  A.,  a girl  aged  five,  complained  of 
intense  urgency,  frequency,  dysuria,  and  nocturia 
with  intermittent  attacks  of  gross  hematuria.  The 
past  history  and  general  physical  examination  were 
negative.  Urine  examination  showed  leukocytes 
and  red  blood  cells.  Repeated  cultures  of  the  urine 
were  sterile.  Guinea  pig  inoculations  were  later 
reported  negative.  On  cystoscopic  examination 
circumscribed  areas  of  varying  size  were  seen  on  the 
bladder  wall.  They  appeared  slightly  elevated. 
Some  had  a pale  center  surrounded  by  an  area  of 
hyperemia  and  edema,  while  others  had  centers 
which  were  hemorrhagic  in  character.  The  cysto- 
scopic picture  resembled  no  lesion  with  which  I was 
familiar  at  that  time. 

A more  careful  and  detailed  history  obtained  from 
the  child’s  mother  revealed  the  following  facts: 
The  child’s  parents  who  lived  on  a small  farm  had 
decided  to  defeat  the  then  current  meat  shortage 
by  raising  pork  for  home  consumption,  so  pork  had 
been  almost  the  only  meat  in  the  family’s  diet. 
Further  questioning  also  revealed  that  the  child 
had  had  an  occasional  attack  of  hives.  Intradermal 
tests  showed  marked  sensitivity  to  pork,  and  elimina- 
tion of  pork  from  the  diet  produced  rapid  recovery 
from  all  symptoms.  It  is  noteworthy  that  this 
child  had  never  had  any  previous  allergic  manifes- 
tations, nor  has  she  shown  any  since. 

Ordinarily  appendicitis  presents  no  very  serious 
diagnostic  problem;  yet  in  a survey  of  328 
patients  operated  for  appendicitis,  Weis  and 
Potter  found  12  with  sufficient  urologic  manifes- 
tations to  make  diagnosis  difficult.8  Of  the 
patients  studied  25  per  cent  had  suprapubic 
tenderness;  33  per  cent  showed  right  costoverte- 
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bral  tenderness;  33  per  cent  showed  albuminuria, 
and  in  42  per  cent  there  were  red  blood  cells  in 
the  urine.  It  is  significant  that  in  75  per  cent  of 
the  cases  showing  urologic  symptoms  the  appen- 
dix was  either  retrocecal  or  pelvic.  In  addition 
to  these  symptoms,  we  have  seen  several  patients 
in  whom  the  first  symptom  noted  by  the  patient 
was  pain  in  the  right  testicle.  Urinary  tract 
symptoms  due  to  appendicitis  are  easily  explained 
as  being  due  to  extension  of  the  inflammatory 
process  to  adjacent  structure.  The  following 
case  history  illustrates  this  point. 

Case  2. — W.  N.,  a thirty-six-year-old  white  man, 
was  admitted  to  Littauer  Hospital  complaining  of 
pain  in  the  right  loin.  He  stated  that  for  three 
weeks  before  admission  there  had  been  pain  in  the 
right  abdomen  which  at  times  was  colicky  in  char- 
acter. It  was  not  referred.  It  was  unaccompanied 
by  vomiting  or  other  digestive  symptoms  and  had 
not  confined  the  patient  either  to  his  bed  or  indoors. 
On  the  day  of  admission,  the  pain  became  much  more 
severe,  and  he  had  several  severe  chills.  His  past 
history  was  not  significant  except  that  he  had  tuber- 
cular bone  disease  in  one  leg  during  childhood. 

Physical  examination  showed  a rather  poorly 
nourished  man  whose  temperature  was  102.8  F. 
The  head  and  neck,  respiratory,  and  circulatory 
systems  were  negative.  The  right  side  of  the  abdo- 
men was  slightly  rigid,  and  in  the  right  upper  quad- 
rant an  indefinite  mass  was  palpable.  There  was 
marked  tenderness  at  the  right  costovertebral  angle. 
On  the  right  thigh  were  two  linear  scars  resulting 
from  bone  tuberculosis  suffered  in  childhood. 
Neurologic  examination  was  negative.  The  hemo- 
globin was  90  per  cent,  and  the  red  cells  4,365,000; 
white  cells  varied  from  12,800  to  16,600.  Poly- 
morphonuclears  showed  80  per  cent  top  level. 
Blood  urea  nitrogen  was  24  and  blood  sugar  108. 
At  cystoscopy,  the  bladder  presented  nothing  of 
interest.  Urine  obtained  from  the  bladder  and  both 
kidneys  was  sterile  on  culture  and  negative  for 
tuberculosis  on  smear  and  guinea  pig  inoculations. 
Pyelogram  showed  the  right  kidney  fixed  as  demon- 
strated by  double  exposure  films  taken  at  inspiration 
and  expiration.  The  shadow  of  the  right  psoas 
muscle  was  obliterated.  There  was  bowing  of  the 
spine,  and  the  right  ureter  was  displaced  laterally. 
Both  kidneys  showed  satisfactory  elimination  of 
pthalein. 

Diagnosis  of  perinephritic  abscess  was  made,  and 
at  operation  a large  perinephritic  abscess  was  opened 
and  drained  through  the  usual  loin  incision,  finger 
dissection  being  used  after  the  perirenal  space  was 
entered.  The  pus  evacuated  from  the  abscess  had 
a strong  fecal  odor  suggestive  of  Bacterium  coli 
infection,  and  on  culture  staphylococcus  and  B.  coli 
were  isolated. 

The  patient  reacted  satisfactorily,  and  on  the 
following  day  his  temperature,  which  had  ranged 
between  103  and  104.2  F.,  dropped  to  normal  and, 
except  for  an  elevation  to  100.4  F.  which  occurred 
on  two  occasions,  remained  normal.  On  the  third 
postoperative  day  it  was  noticed  upon  dressing  the 


wound  that  the  drainage,  which  until  now  had  been 
purulent,  was  now  definitely  fecal  and  remained  so 
during  his  entire  stay  in  the  hospital.  He  was  dis- 
charged three  weeks  after  operation  with  the  wound 
healed  except  for  a small  sinus  which  drained  a small 
amount  of  fecal  material  at  irregular  intervals.  It 
was  felt  that  this  would  heal  spontaneously. 

Six  months  later,  the  sinus  had  not  healed,  and  the 
patient  was  readmitted  to  the  general  surgery  serv- 
ice. An  x-ray  of  the  colon  by  means  of  barium 
enema  showed  the  colon  filling  only  to  the  hepatic 
flexure  and  the  colon  at  this  point  appeared  markedly 
irregular  at  its  upper  surface.  At  operation 
through  a right  rectus  incision,  it  was  found  that  no 
ascending  colon  was  present.  There  was  evidence 
of  an  old  appendiceal  abscess.  The  infected  por- 
tion of  the  colon  was  removed,  and  an  anastomosis 
of  the  ilium  and  transverse  colon  was  done.  Patient 
made  a rather  smooth  postoperative  recovery. 

In  this  case,  we  have  a frank  urologic  lesion  due  to 
direct  extension  from  the  appendix.  The  true  na- 
ture of  the  lesion  was  not  suspected  until  fecal 
drainage  occurred,  although  the  presence  of  B. 
coli  in  a perinephritic  abscess  should  have  aroused 
our  suspicions.  The  entire  picture  was  made  more 
obscure  by  the  congenital  malformation  of  the  intes- 
tinal tract  and  the  unusual  site  of  the  appendix. 

Pressure  on  the  ureter  by  pelvic  tumors  and 
cysts,  enlarged  iliac  lymph  nodes,  as  reported  by 
Marshall  and  Schnittman;  Hodgkin’s  disease; 
and  aneurysms  of  the  iliac  or  abdominal  aorta 
may  produce  symptoms  which  are  indistinguish- 
able from  obstructive  lesions  due  to  intrinsic 
factors.4  The  following  case  belongs  in  this 
category. 

Case  3. — W.  M.,  a sixty-eight-year-old  man,  was 
admitted  to  the  Littauer  Hospital  for  urologic  in- 
vestigation. During  the  night  before  admission, 
the  patient  was  awakened  by  pain  in  the  right  tes- 
ticle. Pain  was  constant  and  severe  enough  to 
produce  a slight  degree  of  shock,  but  a physician  was 
not  called  until  the  following  morning.  Morphine 
gave  prompt  relief.  Examination  by  his  physician 
elicited  tenderness  in  the  right  costovertebral  angle. 
Urine  showed  many  red  blood  cells  in  the  uncent- 
rifuged specimen.  An  admission  diagnosis  of  renal 
colic  due  to  calculus  was  made.  The  relief  of  pain  by 
the  use  of  morphine  was  so  complete  that  the  patient 
came  to  the  hospital  in  a taxicab  and  walked  in 
unassisted. 

When  the  patient  was  examined  at  the  hospital, 
his  pupils  were  equal  and  reacted  normally.  The 
lungs  were  clear.  There  was  a loud  systolic  murmur 
heard  over  the  entire  precordia,  the  second  aortic 
sound  being  greater  than  the  second  pulmonic. 
The  abdomen  was  slightly  distended,  particularly 
in  the  epigastrium.  There  was  some  tenderness 
on  pressure  in  the  right  upper  quadrant  and  marked 
tenderness  over  the  right  costovertebral  angle. 
Neither  kidney  was  palpable.  The  right  inguinal 
ring  was  patent,  but  there  was  no  evidence  of 
extrusion  of  the  bowel  or  omentum.  The  scrotal 
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contents  and  prostate  were  normal.  Neurologic 
examination  was  negative. 

At  cystoscopy,  the  passage  of  the  instrument 
caused  very  profuse  bleeding  from  the  anterior 
urethra  where  some  obstruction  was  encountered. 
The  bladder  contents  were  clear,  and  the  bladder 
mucosa  appeared  normal.  Both  ureteral  orifices 
were  normal  in  appearance,  and  clear  urine  was 
emitted  from  each  ureter.  Number  6 catheters 
were  passed  easily.  No  obstruction  was  encoun- 
tered. Flow  from  the  catheters  was  normal  in  rate 
and  rhythm.  Flat  film  was  negative  for  evidence 
of  stone.  The  pyelogram  showed  both  pelves  nor- 
mal in  size  and  contour.  Examination  of  urine 
obtained  at  cystoscopy  showed  the  bladder  urine 
to  be  filled  with  red  blood  cells.  There  was  an 
occasional  coarse  granular  cast.  Urine  from  the 
right  kidney  showed  only  an  occasional  fine  granular 
cast  and  from  the  left  kidney  10  to  15  epithelial 
cells  and  an  occasional  red  blood  cell  per  high  power 
field.  Urine  cultures  were  sterile. 

When  x-ray  studies  had  been  completed,  the 
catheters  were  removed  and  the  panendoscope  intro- 
duced in  order  to  identify  the  lesion  producing  the 
obstruction  and  urethral  hemorrhage.  In  the  pos- 
terior portion  of  the  anterior  urethra  an  hemangioma 
was  found  situated  on  the  floor  and  left  lateral  wall 
of  the  urethra.  This  undoubtedly  was  the  source 
of  the  red  blood  cells  found  in  the  urine.  The  pa- 
tient’s blood  urea  ranged  between  30  and  6 1 . Hemo- 
globin was  85  to  60,  red  cells  from  3,950,000  to 
3,140,000,  white  cells  from  19,000  to  10,600,  poly- 
morphonuclears  ranged  from  93  to  76  per  cent. 
Sedimentation  rate  was  64.  Intravenous  fluids  and 
several  transfusions  produced  only  temporary  im- 
provement. 

The  patient  expired  rather  suddenly  after  com- 
plaining of  severe  abdominal  pain.  At  autopsy,  an 
aneurysm  of  the  abdominal  aorta,  situated  just 
above  the  bifurcation,  was  found  to  have  ruptured. 
In  retrospect,  re-examination  of  the  pyelogram 
showed  the  right  kidney  and  ureter  to  be  situated 
slightly  more  laterally  than  the  left.  However,  this 
deviation  was  not  beyond  normal  limits. 

Hematuria  is  one  of  the  most  important  and 
certainly  one  of  the  most  dramatic  symptoms  of 
disease  of  the  urinary  tract.  In  the  review  of 
3,800  cases  with  urologic  disease,  MacKenzie 
reported  21.6  per  cent  had  hematuria.6  In  150 
cases  of  surgical  disease  of  the  kidney,  Herman 
found  hematuria  present  in  43.3  per  cent,  while 
only  3.9  per  cent  of  the  general  admissions  to  the 
Pennsylvania  General  Hospital  gave  a history 
of  hematuria.6  We  must  conclude  from  this 
that  while  hematuria  is  a prominent  and  frequent 
symptom  in  urologic  practice,  it  is  a compara- 
tively rare  symptom  in  general  practice.  It  has 
been  shown  from  various  surveys  that  the  inci- 
dence of  hematuria  due  to  extrinsic  disease  is 
approximately  5 per  cent. 


Routine  urologic  investigation  will  usually 
disclose  the  local  causes  of  hematuria,  but  in 
those  cases  in  which  the  hematuria  is  due  to 
extrinsic  disease  the  problem  may  become  ex- 
tremely difficult.  Of  the  many  common  general 
causes  of  hematuria  the  various  blood  dyscrasias 
are  of  prime  importance.  Primary  anemia,  poly- 
cyphemia,  and  leukemia  ordinarily  will  present 
do  very  great  difficulty.  Appropriate  laboratory 
tests  will  confirm  the  diagnosis  of  occult  jaundice, 
while  the  family  and  personal  history  will  furnish 
the  necessary  clues  if  hemophilia  is  the  causative 
factor.  In  those  cases  due  to  purpura,  the  char- 
acteristic hemorrhagic  skin  lesions  will  render  the 
diagnosis  easy.  In  Hodgkin’s  disease,  however, 
the  diagnosis  may  be  much  more  obscure  and 
final  confirmation  may  depend  on  bone  marrow 
studies  or  pathologic  section  of  the  lymph  glands. 
Infectious  fevers,  namely,  malaria,  typhoid,  and 
scarlet  fever  are  of  little  importance  to  the  urol- 
ogist, since  the  diagnosis  is  usually  clear. 

Hematuria  due  to  medicinal  or  other  chemical 
factors  is  perhaps  more  common  than  generally 
supposed.  Of  the  numerous  drugs  which  may 
cause  hematuria,  the  sulfonamides  undoubtedly 
head  the  list.  The  role  of  urotropin  and  turpen- 
tine has  long  been  recognized.  Lyons  reported 
six  cases  of  hematuria  in  workmen  employed  in 
the  aniline  dye  industry.7 

The  habitual  use  of  aspirin  for  the  treatment  of 
headache  was  found  to  be  the  cause  of  rather  pro- 
fuse hematuria  in  two  women  referred  to  me  for 
urologic  investigation. 

Summary 

1.  The  upper  urinary  tract  and  the  gastro- 
intestinal tract  have  a common  nerve  supply. 

2.  Disease  involving  intraperitoneal  viscera 
may  simulate  lesions  of  the  urinary  tract. 

3.  The  differential  diagnosis  usually  becomes 
the  problem  of  the  urologist. 

4.  Abstracted  histories  of  illustrative  cases 
are  presented. 
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RELATIVE  IMPORTANCE  OF  LEADING  CAUSES  OF  DEATH  IN 
NEW  YORK  CITY 

Godias  J.  Drolet,  New  York  City 
( From  the  New  York  Tuberculosis  and  Health  Association) 


THE  steadily  declining  mortality  from  tuber- 
culosis, although  more  new  cases  have  been 
reported  lately,  has  naturally  lowered  the  rank  of 
the  “white  plague”  among  leading  causes  of 
death.1  Several  keen  observers— Dempsey  of 
the  National  Tuberculosis  Association,  Dickin- 
son of  the  American  Medical  Association,  Ed- 
wards of  New  York,  and  Stocks  of  England — 
have  pointed  out  that  a closer  look  into  the  age 
at  which  deaths  occur  from  the  more  important 
killing  diseases  or  conditions  necessitates  a re- 
arrangement of  the  list  if  the  relative  importance 
of  the  principal  causes  of  mortality  is  to  be  ap- 
reciated  fully.2-6 

Edwards,  when  discussing  the  importance  of  the 
leading  causes  of  death  for  the  entire  United 
States  during  the  year  1947,  recalled  that,  ac- 
cording to  ordinary  numerical  listing,  tuber- 
culosis among  both  males  and  females  ranked  only 
seventh  that  year  among  the  chief  causes  of 
death.  But  he  carefully  added  that  if  one  con- 
sidered the  age  at  which  the  deaths  from  various 
causes  occurred  during  the  working  period  of  life, 
primarily  between  fifteen  and  sixty-five  years, 
men  dying  from  tuberculosis  at  an  average  age  of 
forty-eight  and  eight-tenths  years  lost  sixteen 
and  two-tenths  years,  and  the  disease  rose  to 
third  place  among  leading  causes  of  death. 
Moreover,  in  the  case  of  the  deaths  from  this 
same  cause  in  the  female  sex,  since  they  died  at 
the  age  of  forty  and  four-tenths  years  on  an 
average,  they  lost  even  more,  namely  twenty- 
four  and  six-tenths  years  of  the  working  period 
previously  mentioned.  From  being  seventh  on 
the  list,  tuberculosis  mortality  among  women, 
therefore,  rose  to  first  place  among  the  leading 
causes  of  death  in  being  responsible  for  loss  of 
future  working  lifetime. 

Stocks,  chief  medical  statistician  of  the  General 
Register  Office  in  London,  when  studying  tuber- 
culosis mortality  in  England  and  Wales  in  1945 
in  comparison  to  certain  leading  causes  of  death, 
which  in  this  instance  were  syphilis,  cancer,  and 
fatal  accidents,  remarked  that  “on  the  average 
a death  from  tuberculosis  robs  the  community 
of  twenty-four  years  of  future  working  life  be- 
tween the  ages  of  fifteen  and  sixty-five,  whereas  a 
cancer  death  causes  a loss  of  only  five  years  be- 


tween those  ages,  and  a fatal  accident  eighteen 
years This  suffices,”  he  added,  “to  estab- 

lish the  statement  that  tuberculosis  is  our  number 
one  problem,  in  that  its  eradication  would  confer 
more  benefit  to  the  community  than  would  be  the 
case  for  any  other  disease.” 

In  New  York  City,  during  1948,  a total  of  81,- 
651  deaths  from  all  causes  occurred.  The  great 
majority  of  them,  88  per  cent,  were  due  to  the 
following  seven  groups  of  diseases  or  conditions: 
first,  came  those  due  to  cardiovascular  renal 
diseases,  a total  of  39,444;  second,  cancer  with 
15,169  deaths;  third,  fatal  accidents,  3,813; 
fourth,  deaths  associated  with  diabetes,  3,736; 
fifth,  the  group  of  deaths  due  to  diseases  of 
infancy  or  congenital  malformation  in  the  new- 
born, 3,436;  sixth,  tuberculosis,  3,112;  and 
seventh,  pneumonias,  3,037. 

However,  mortality  was  not  evenly  divided  or 
due  to  identical  causes,  at  least  as  to  frequency, 
in  each  sex.  While  in  both  the  male  and  female 
sex  heart  diseases  and  cancer  were  the  first  two 
leading  causes  of  death,  among  men  accidents 
were  third,  and  among  women,  diabetes.  In  the 
male  sex,  tuberculosis  was  fourth  among  leading 
causes  of  death,  followed  in  fifth  place  by  pneu- 
monias and  in  sixth  place  by  cerebral  hemorrhage, 
then  diabetes  and  nephritis.  In  the  female  sex 
in  New  York  City,  the  fourth  principal  cause  of 
death  in  1948  was  cerebral  hemorrhage  followed 
by  accidents,  nephritis,  pneumonias,  and  tuber- 
culosis. 

In  a mere  numerical  listing  of  causes  of  death 
tuberculosis  was,  therefore,  fourth  in  the  male 
sex  and  only  eighth  in  rank  in  the  female  sex. 
But  this  is  rather  an  inadequate  observation, 
for,  if  we  look  beyond  that  point  and  see  at  what 
time  of  life  tuberculosis  or  the  other  causes  strike, 
we  have  a much  more  enlightening  view  of  what 
really  takes  place.  Among  men  in  New  York 
City  dying  from  some  form  of  heart  disease  during 
1948,  the  average  age  was  sixty-four  and  nine- 
tenths  years.  The  deaths  associated  with  dia- 
betes or  due  to  cerebral  hemorrhage  occurred 
even  later;  the  first  struck  down  at  an  average 
of  sixty-five  and  three-tenths  years,  and,  the 
second,  at  sixty-six  and  three-tenths.  Both  the 
deaths  from  nephritis  or  from  cancer  among  men 
occurred  at  an  average  age  of  sixty-two.  Acci- 
dents, however,  took  toll  at  an  earlier  age,  on  an 
average  of  fifty-two  years.  The  pneumonias 
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TABLE  1.— Loss  of  Future  Working  Lifetime  (18  to  65  Years)  Due  to  Principal  Causes  of  Death, 

New  York  City  for  the  Year  1948* 


Rank 

Cause  of  Death 

Number 

of 

Deaths 

Average  Age 
at  Death 
(Years) 

Person-years 
Lost  for 
Each  Death 

Total  Person-years 
of  Working  Life 
Lost 

Economic 
Loss  to 
Communityt 

1 

Heart  diseases 

18,203 

Males 

64.9 

Rank 
0.1  (6) 

Rank 
2,667  (6) 

$ 8,001,000 

2 

7,852 

62 . 6 

2.4 

(5) 

19,231  (4) 

57,693,000 

3 

2,410 

52.2 

12.8 

(3) 

30,805  (2) 

92,415,000 

4 

Tuberculosis 

2,202 

50.6 

14.4 

(1) 

31,768  (1) 

95,304,000 

5 

Pneumonias 

1,895 

51.1 

13.9 

(2) 

26,311  (3) 

78,933,000 

6 

Cerebral  hem. 

1 ,760 

66 . 3 

0.0 

(8) 

0 (8) 

7 

Diabetes 

1,324 

65.3 

0.0 

(7) 

0 (7) 

10,755,000 

8 

Nephritis 

1,224 

62 . 1 

2.9 

(4) 

3,585  (5) 

1 

Heart  diseases 

13,782 

Females 

69.9 

0.0 

Rank 

(8) 

Rank 
0 (8) 

$57,408,000 

2 

Cancer 

7,317 

61.1 

3.9 

(3) 

28,704  (1) 

3 

Diabetes 

2,412 

66.6 

0.0 

(6) 

0 (6) 

4 

Cerebral  hem. 

2,011 

68.4 

0.0 

(7) 

0 (7) 

6,480,000 

5 

1,403 

62.7 

2.3 

(4) 

3,240  (4) 

6 

Nephritis 

1,211 

63 . 4 

1 . 5 

(o) 

1,827  (5) 

3,654,000 

7 

Pneumonias 

1,104 

53.2 

11.8 

(2) 

13,072  (3) 

26,144,000 

8 

Tuberculosis 

910 

38.7 

26.3 

(1) 

23,938  (2) 

47,876,000 

* Based  on  reports  by  courtesy  of  Bureau  of  Records  and  Statistics,  Department  of  Health,  City  of  New  York, 
t Department  of  Labor,  State  of  New  York— Weekly  earnings,  workers  in  manufacturing  industries,  1948,  New  York  City: 
men  $67.22  to  $72.44;  women  $42.83  to  $46.18.  Average  annually:  men  $3,640;  women  $2,312.  Computed,  on  basis  of 
$3,000  annually  for  men  and  $2,000  for  women  to  allow  for  unemployment,  by  G.  J.  Drolet,  New  York  Tuberculosis  and 
Health  Association. 


were  responsible  for  death  among  men  mostly  of 
fifty-one  years.  Deaths  from  tuberculosis  oc- 
curred at  the  earliest  age  in  any  of  those  causes 
listed  here,  fifty  and  six-tenths  years. 

Among  women,  in  general,  the  average  age  at 
death  was  higher  except  in  case  of  cancer  and 
especially  of  tuberculosis  (Table  1).* 

Productive  Work  Period 

If  we  consider  that  working  lifetime  in  New 
York  City  for  most  people  is  between  the  ages  of 
eighteen  f and  sixty-five,  we  find  that  among  meh 
the  deaths  from  the  causes  listed  were  responsible 
in  each  case  for  the  loss  of  the  following  person- 
years:  heart  disease  only  one-tenth  of  a year; 
both  the  deaths  from  cerebral  hemorrhage  and 
those  associated  with  diabetes,  since  they  occur 
on  an  average  after  age  sixty-five,  no  loss,  com- 
paratively speaking,  of  working  lifetime;  in  the 
case  of  cancer,  about  two  and  one-half  years; 
the  deaths  from  nephritis,  a loss  of  nearly  three 
years.  The  deaths  from  accidents,  occurring  as 
they  do  around  age  fifty-two,  were  responsible  in 
each  instance  for  the  loss  of  thirteen  person-years 
of  working  lifetime  and  those  from  pneumonias, 
thirteen  and  nine-tenths  years.  But  those  due 
to  tuberculosis  among  men,  occurring  as  they 
did  at  an  age  slightly  over  fifty,  on  an  average, 
were  responsible  for  a loss  of  no  less  than  fourteen 
and  four-tenths  years  of  future  working  lifetime. 

* Average  age  at  death  from  all  causes:  women,  sixty-one 
and  one-tenth  years;  men,  fifty-eight  and  two-tenths. 

t Younger  children  must  either  remain  at  school  or  be 
under  vocational  training  in  New  York,  and,  if  between  six- 
teen and  eighteen,  "working  papers”  from  the  Health  De- 
partment are  required. 


Thus,  we  see  that,  although  on  the  ordinary 
listing  of  the  number  of  deaths  tuberculosis 
ranked  fourth  as  a leading  cause,  in  the  case  of 
deaths  from  this  cause  in  the  male  sex,  on  the 
serious  basis  of  the  person-years  lost  for  each 
death  of  possible  future  working  lifetime,  it 
ranked  first,  heart  disease  being  relegated  to  sixth 
place  and  cancer  to  fifth  place. 

In  the  female  sex,  the  deaths  occurring  in 
New  York  City  during  1948  from  tuberculosis 
numbered  910  and  would  seem  to  be  only  eighth 
in  numerical  rank  among  leading  causes  of  death. 
But  here  again,  if  we  look  more  carefully  into  the 
significance  of  the  deaths  from  various  causes 
among  women,  we  see  that  the  average  age  at 
death  among  those  dying  from  heart  disease  was 
nearly  seventy  years;  the  deaths  from  both 
diabetes  and  cerebral  hemorrhage  were  past  sixty- 
five  years  of  age;  even  those  due  to  cancer  were 
at  an  average  age  of  sixty-one,  and  the  deaths 
from  pneumonia  were  at  the  age  of  fifty-three. 

Deaths  due  to  tuberculosis,  however,  were  at  a 
comparatively  earlier  period  of  life,  the  average 
age  being  only  thirty-eight  and  seven-tenths 
years.  Therefore,  on  the  basis  of  person-years 
lost  for  each  death  during  possible  working  life- 
time, namely,  from  eighteen  to  sixty-five,  those 
due  to  heart  diseases,  diabetes,  and  cerebral 
hemorrhage  involved  no  loss  since  they  all  oc- 
curred after  age  sixty-five;  those  from  nephritis 
caused  a loss  of  only  one  and  one-half  years 
from  a possible  working  capacity;  those  from 
accidents  entailed  a loss  of  two  and  three-tenths 
years;  those  from  cancer  cut  off  nearly  four  years, 
and  the  deaths  from  pneumonia  approximately 
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twelve  years.  Hence,  deaths  from  tuberculosis 
among  women  in  New  York  City  in  1948  involved 
a loss  of  possible  future  working  lifetime  of  no 
less  than  twenty-sLx  years,  or  more  than  half  the 
entire  working  period.  On  this  practical  basis 
of  gauging  the  importance  of  leading  causes  of 
death  in  the  female  sex  in  New  York  City,  tuber- 
culosis now  ranks  first;  pneumonias,  second;  and 
cancer,  third.  Heart  diseases,  on  the  contrary, 
from  being  first  in  a numerical  listing  drop  all 
the  way  down  to  eighth  place  when  one  considers 
their  relative  importance. 

Ultimate  Total  Loss  of  Working  Life 

The  above  comments  relating  to  the  age  at 
death  do  not  take  into  consideration  the  different 
number  of  deaths  from  the  various  causes.  If, 
however,  we  do  so  now  in  conjunction  with  the 
years  of  life  lost  for  each  death  during  the  working 
period  from  eighteen  to  sixty-five,  we  find  that 
the  deaths  from  diseases  of  the  heart  among  men 
— which  totaled  18,203  in  New  York  City  in 
1948  and  where  there  was  involved,  because 
of  the  average  age  of  sixty-four  and  nine-tenths, 
only  one-tenth  of  a year  lost  for  each  death — 
meant  a total  loss  ultimately  of  2,667  years  of 
working  life.  But,  on  the  other  hand,  in  the  case 
of  the  2,202  deaths  from  tuberculosis  in  the  male 
sex,  which  occurred  on  an  average  at  age  fifty- 
one  and  involved,  therefore,  in  each  instance  a 
loss  of  fourteen  years  of  possible  working  lifetime, 
we  see  a total  of  31,768  years  of  working  lifetime 
lost,  the  greatest  number  of  any  due  to  leading 
causes  of  death  among  men  in  New  York  City. 

While  tuberculosis  ranks  first  among  females 
according  to  the  loss  of  working  lifetime,  since 
the  deaths  among  women  occur  at  an  average  age 
of  38.7  years  with  a loss,  therefore,  of  26.3  years, 
the  small  number  of  deaths  (910  in  1948)  shows  a 
possible  total  loss  of  23,938  years  of  working  life, 
which  is  second  to  the  28,704  years  due  to  cancer, 
since  the  deaths  due  to  malignant  tumors  in  the 
female  sex  were  eight  times  as  numerous  as  those 
due  to  tuberculosis. 

Economic  Loss  Due  to  Premature  Deaths 

The  world-wide  discussion  of  the  influence  of 
economic  conditions  on  daily  life  has  brought 
home  that  the  everyday  business  dealings  between 
different  nations  are  bound  up  in  problems  of 
production,  distribution,  and  payment  of  goods. 
In  particular,  it  has  been  shown  that  the  solution 
lay,  especially  for  those  countries  that  have  been 
dependent  upon  American  aid,  in  a greater  capac- 
ity on  their  part  to  produce  and,  therefore,  to 
make  goods  for  exchange  available.  But  produc- 
tion of  goods  is  basically  dependent  on  human 
labor,  and  we  can  understand  all  the  better  the 
importance  of  a disease  on  workers  if  we  consider 


them  for  what  they  really  are — the  most  valuable 
economic  units. 

On  that  basis  an  interesting  and  revealing 
computation  can  be  made,  for  just  the  twelve- 
month  period  of  1948,  of  what  the  deaths  from 
the  leading  causes  we  have  been  discussing  have 
meant  to  the  community.  And  it  is  there  that 
we  see  a quite  different  and  truer  picture  from  that 
suggested  by  the  ordinary  listing  of  causes  of 
death  on  a mere  numerical  basis.  It  is  readily 
possible  in  this  city  to  estimate  fairly  accurately 
the  earning  capacity  of  employed  people  and  who, 
in  these  days,  is  not  busy  either  at  the  shop,  office, 
or  home  (Fig.  1). 

The  New  York  State  Department  of  Labor,  for 
instance,  for  the  year  1948  makes  available  for 
New  York  City  separately  the  average  annual 
earnings  of  workers  in  manufacturing  industries 
both  for  men  and  women.  It  is  sufficient  to  recall 
the  rather  large  number  of  persons  employed  in 
the  garment  and  textile  industry  in  New  York 
City  or  in  printing  establishments  to  see  that 
the  figures  made  available  by  the  State  of  New 
York  are  a proper  basis  for  the  computation  to 
follow.  The  Labor  Department  points  out  that 
during  1948  the  average  annual  earnings  of  men 
in  manufacturing  industry  was  $3,640,  and  of 
women,  $2,312.  If,  for  purposes  of  discussion 
here,  we  set  the  possible  economic  loss  from  each 
death  among  people  during  their  working  period 
at  lower  figures,  namely,  $3,000  for  men  and 
$2,000  for  women  to  allow  for  possible  unemploy- 
ment, we  have  a fair  basis  for  gauging  the  situa- 
tion from  an  economic  viewpoint.  On  that  score, 
we  see,  for  instance,  that  since  the  deaths  among 
men  last  year  from  heart  diseases  involved  a 
total  number  of  2,667  years  of  working  life,  the 
economic  loss  to  the  community  from  the  cutting 
off  of  these  workers  must  at  least  be  approxi- 
mately $8,000,000,  with  none  whatever  in  the 
case  of  the  deaths  from  heart  diseases  for  the 
female  sex  since  these  occurred  at  an  average 
age  of  sixty-nine  and  nine-tenths. 

In  the  case  of  tuberculosis,  which  ranks  first 
in  the  number  of  years  of  working  lifetime  lost 
(fourteen  years)  and  where,  therefore,  among  the 
2,202  such  deaths  in  the  male  sex  a total  of  31,768 
years  of  working  life  was  incurred,  we  see  there 
a possible  economic  loss  to  the  community  of 
$95,000,000,  the  highest  from  any  single  cause  of 
death.  Even  though  among  women  the  more 
numerous  deaths  from  cancer  at  an  average  of 
sixty-one  years  involve  a possible  economic  loss  of  ■ 
$57,408,000,  still  we  find  in  tuberculosis  with  its  J 
910  deaths  and  the  cutting  off  of  twenty-six  years 
in  each  case  that  there  is  an  economic  loss  of  j 
$47,000,000.  In  fact,  between  the  two  groups  of  j 
men  and  women,  the  deaths  of  valuable  producers  j 
in  just  one  year  involve  an  ultimate  economic  loss  ] 
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Principal 
Causes  of  Death 

Number 

of 

Deaths 

Average 
Age  at 
Death 

MALES 

Ag€ 

l 

Tuberculosis  .. 

2,202 

50.6 

2 

Pneumonias  .... 

1,895 

51.1 

3 

Accidents  

2.A10 

52.2 

A 

Nephritis  

1.22A 

62.1 

5 

Cancer  

7,852 

62,6 

6 

Heart  diseases. 

18,203 

64.9 

7 

Diabetes  ...... 

1.32A 

65.3 

8 

Cerebral  hem,  . 

1,766 

66.3 

FEMALES 

1 

Tuberculosis  .. 

910 

38.7 

2 

Pneumonias 

1,10  A 

53.2 

3 

Cancer  •••••.•• 

7,317 

61.1 

A 

Accidents  

1.A03 

62.7 

5 

Nephritis  

1,211 

63.4 

6 

Diabetes  

2,412 

66.6 

7 

Cerebral  hem.  . 

2,011 

68'.  4 

8 

Heart  diseases. 

13,782 

69.9 

Available  □ 


I Lost 


WORKING  LIFETIME 


Total 

for  each 
Death 

Years  of 
Working  Life 
lost 

Economict 
Loss  to 
Community 

65 

14. A 

31,768 

$95,304,000 

13-9 

26,311 

78,933,000 

12.8 

30,805 

92,415,000 

2.9 

3,585 

10,755,000 

2.4 

19,231 

57,693,000 

0.1 

2,667 

8,001,000 

0.0 

0 

... 

0.0 

0 

... 

26.3 

23,938 

$47,876,000 

11.8 

13,072 

26,144,000 

3.9 

28,704 

57,408,000 

2.3 

3,240 

6,480,000 

1.5 

1,827 

3,654,000 

0.0 

0 

... 

0.0 

0 

... 

0.0 

0 

* * * W 

Note:  Department  of  Labor,  State  of  New  York:  Average  annual  earnings,  workers,  manufacturing  industries — men 
$3,640,  women,  $2,312. 

t Economic  loss  computed  above  on  basis  of  $3,000  annually  for  men  and  $2,000  for  women  to  allow  for  unemployment. 
Based  on  reports  by  courtesy  of  Bureau  of  Records  and  Statistics,  Department  of  Health,  City  of  New  York.  G.  J.  Drolet, 
New  York  Tuberculosis  and  Health  Association. 

Fig.  1.  Relative  importance  of  leading  causes  of  death  according  to  loss  of  working  lifetime  between  18 
and  65  years  of  age  (among  those  dying  during  1948  in  New  York  City). 


to  the  community  of  over  $143,000,000.  Let  us 
bear  in  mind  that  these  figures  are  arrived  at  on 
the  basis  of  wages  paid,  and  yet  it  is  obvious  that 
to  their  employers  these  workers  must  have  been 
profitable  and,  therefore,  that  as  economic  units 
the  amounts  quoted  are  conservative  and  prob- 
ably an  understatement. 

Summary 

The  ordinary  numerical  listing  of  leading  causes 
of  death  is  an  incomplete  statement  of  the  loss 
from  them  incurred  by  the  community. 

The  average  age  at  death  from  various  causes 
and  the  years  lost  during  possible  working  life- 
time in  New  York  City  during  1948  being  taken 
into  consideration,  the  deaths  from  heart  diseases 
among  men  involved  the  loss  on  an  average  of 
one-tenth  of  one  year  for  each  death : those  from 
cancer,  two  and  four-tenths  years;  from  nephri- 
tis, two  and  nine-tenths  years;  from  accidents, 
twelve  and  eight-tenths  years;  from  pneumonias, 
thirteen  and  nine-tenths  years;  and,  from  tuber- 
culosis, the  greatest  of  any,  fourteen  and  four- 
tenths  years.  The  latter,  therefore,  ranked  first 
in  importance  as  a man  killer  during  the  most 
productive  period  of  life. 


Among  women,  the  loss  of  possible  working 
lifetime  was  least  from  deaths  due  to  nephritis, 
(one  and  five-tenths  years)  and  again  greatest 
from  those  due  to  tuberculosis  (twenty-six  and 
three-tenths  years). 

On  the  basis  of  years  of  working  life  lost  and 
the  assigned  values  or  average  wages  earned  dur- 
ing 1948,  there  was  involved  in  the  case  of  tuber- 
culosis an  estimated  economic  loss  among  men 
dying  from  that  disease  of  $95,304,000  and 
among  women  $47,876,000 — not  to  mention  that, 
because  of  prolonged  illness,  especially  from  that 
disease,  there  is  usually  an  additional  amount  of 
lost  earnings  prior  to  death. 

According  to  loss  of  working  lifetime,  tuber- 
culosis in  New  York  City  is  in  the  first  rank  of 
significance  among  leading  causes  of  death. 
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Special  Article 

SUGGESTIONS  TO  IMPROVE  INTERN  AND  RESIDENCY  TRAINING 
AND  TO  FACILITATE  INTERN  PLACEMENT  BY  REARRANGEMENT 
OF  SCHEDULE 

Report  of  Subcommittee  of  the  New  York  Committee  on  the  Study  of  Hospital 
Internships  and  Residencies 

Carl  Eggers,  M.D.,  Chairman,  William  W.  Beckman,  M.D.,  and 
Lindsley  F.  Cocheu,  M.D.,  New  York  City 

( Subcommittee , New  York  Committee  on  the  Study  of  Hospital  Internships  and  Residencies) 


WITH  the  onset  of  the  last  war  the  intern 
schedules  existing  at  the  time  were  seriously 
upset  and  modified  by  the  demands  of  the  armed 
forces  for  medical  officers.  The  majority  of  the 
graduates  were  allowed  to  serve  only  a nine-month 
internship.  The  educational  opportunities  offered 
them  during  their  military  service  varied  a great 
deal.  Some  men  had  the  good  fortune  to  be  assigned 
to  units  which  offered  an  opportunity  for  study  and 
practice,  while  others  served  as  field  officers  with 
less  opportunity  to  improve  themselves.  The  result 
was  that  a large  percentage  of  discharged  medical 
officers  required  further  education  and  sought  ap- 
pointments as  interns,  residents,  or  laboratory  assist- 
ants, while  others  participated  in  refresher  courses. 
Eventually,  all  the  men  were  absorbed  and  found 
their  place  in  more  or  less  satisfactory  positions  in 
life. 

During  the  war,  home  medical  institutions  were 
affected  by  reduction  in  teaching  staffs,  laboratory 
personnel,  and  intern  assignments.  At  the  termina- 
tion of  hostilities  many  hospitals  did  not  return  to 
the  same  type  of  an  internship  they  had  formerly 
had.  A one-year  internship  was  largely  accepted. 
This  was  due  partly  to  the  fact  that  hospitals  had 
become  accustomed  to  a short  rotating  internship 
and  partly  to  the  fact  that  specialty  boards  required 
only  a one-year  internship  prior  to  training  in  a 
specialty,  with  expansion  of  residencies  at  the  ex- 
pense of  more  prolonged  internships.  In  addition, 
medical  officers  had  become  conscious  of  the  advan- 
tages which  certification  in  a specialty  offered  during 
war  time.  The  demand  for  special  training,  there- 
fore, increased  enormously  to  the  detriment  of 
training  for  general  practice. 

These  different  factors  have  contributed  to  the 
present  confused  situation  concerning  internships 
and  have  complicated  still  further  the  problem  of 
intern  placement.  This  year’s  results  in  the  na- 
tional placement  program  were  disappointing  to  the 
hospitals  because  there  was  an  insufficient  number  of 
graduates  available  for  the  total  number  of  intern- 
ships offered  (5,100  medical  graduates  for  9,118  in- 
ternships). * The  current  shortage  of  interns  among 
civilian  hospitals  is  due  to  several  factors.  There 
are  more  approved  internships  available  than  there 
were  before  the  war,  and  the  institutions  which  for- 
merly had  a two-year  internship  now  require  twice 
as  many  men  annually  for  their  one-year  intern- 
ships. It  is  further  accentuated  by  the  number  of 
medical  men  taken  annually  by  the  Army  and  Navy 
hospitals  (over  10  per  cent  of  the  graduates). 


To  find  a solution  for  these  problems  and,  at  the 
same  time,  to  assure  adequate  basic  practical  train- 
ing to  interns  and  residents  is  most  important.  The 
problem  is  the  same,  whether  they  expect  to  engage 
in  general  or  family  practice  or  whether  they  desire 
to  prepare  themselves  for  the  practice  of  a specialty. 
The  training  of  interns  and  residents  must  be  consid- 
ered a joint  problem.  Cooperation  between  medical 
schools,  hospitals,  and  other  interested  organizations 
is  essential. 

The  New  York  Committee  on  the  Study  of  Hos- 
pital Internships  and  Residencies  is  interested  in  the 
placement  of  interns  and  residents,  their  education, 
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Diagram  3 — t/z  as  many  2 year  men.  No  time  added  to 
residency. 


/ General  mixed  or  rotating  internship,  first  year, 
x Second  year  internship,  straight  medicine  (Assistant 
Resident).  . 

o Second  year  internship,  straight  surgery  (Assistant 
Resident). 

xx  Junior  resident  in  medicine, 
oo  Junior  resident  in  surgery. 

X Senior  resident  in  medicine. 

O Senior  resident  in  surgery. 

XX  Chief  resident  in  medicine. 

OO  Chief  resident  in  surgery. 

Fig.  1.  Reduction  in  the  number  of  annual  ap- 
pointments to  the  intern  staff  which  may  be  effected 
with  a two-year  internship. 


2960 


* 1948-1949  figures. 


December  15,  1949] 


INTERN  AND  RESIDENCY  TRAINING 


2961 


and  their  physical  well-being.  The  Committee  is 
deeply  concerned  about  the  present  unsatisfactory 
state  and  has  given  thought  to  possible  remedies. 

The  discrepancy  between  the  number  of  medical 
graduates  available  and  the  large  number  of  ap- 
proved internships  is  too  great  to  be  easily  and  com- 
pletely reconciled.  It  is  the  opinion  of  the  Com- 
mittee that  the  introduction  of  a two-year  internship 
in  all  those  hospitals  with  sufficient  clinical  facilities 
to  warrant  them  would  aid  a great  deal  in  partially 
closing  the  gap.  Such  a plan  would  provide  for  the 
preparation  of  men  for  general  practice  or  for  train- 
ing in  a specialty. 

At  present,  many  hospitals  have  a one-year  rotat- 
ing internship,  which  is  generally  not  considered 
adequate  in  New  York  City.  The  Committee  be- 
lieves that  a good  general  internship  could  be  ar- 
ranged if  it  continued  for  two  years.  One  year  could 
be  devoted  to  medicine  and  its  specialties  and  one 
year  to  surgery  and  its  specialties.  Such  a plan 
would  prove  very  satisfactory  for  the  preparation  of 
general  practitioners.  For  those  desiring  to  prepare 
themselves  for  the  practice  of  a specialty,  the  intern- 
ship might  be  arranged  in  such  a way  that  the 
second  year  would  be  devoted  to  the  chosen  specialty, 
saving  the  necessity  of  an  extra  year  of  hospital 
training.  This  arrangement  may  permit  the  second 
year  to  be  classed  as  an  assistant  residency. 

In  the  accompanying  diagram  the  Committee  has 
illustrated  the  reduction  in  the  number  of  annual 
appointments  to  the  intern  staff  which  may  be 


effected  with  a two-year  internship  (Fig.  1).  It 
will  be  seen  in  diagram  2 that  by  cutting  the  number 
of  internships  in  half  the  resident  structure  would 
be  rather  top  heavy,  and  there  would  only  be  two 
candidates  a year  available  to  go  into  the  specialties. 
Of  course,  all  this  assumes  that  the  total  number  of 
house  staff  which  the  hospital  requires  under  the 
present  one-year  internship  is  the  minimal  require- 
ment with  respect  to  personnel.  In  the  diagram  we 
have  used  the  hypothetical  case  of  a hospital  which 
has  a house  staff  of  46,  but  we  feel  sure  that  the  same 
thing  would  be  true,  regardless  of  the  size  of  the 
house  staff. 

In  diagrams  3 and  4,  we  have  indicated  our  ideas 
of  the  possibilities  if  a two-year  internship  were 
instituted  and  the  number  of  interns  appointed  each' 
year  cut  down  to  two  thirds  of  the  number  required 
under  the  one-year  internship  plan.  In  diagram 
4,  which  suggests  the  plan  of  adding  another  year 
to  the  residency,  half  the  interns  would  be  available 
to  go  into  the  specialties. 

It  is  evident  that  diagrams  3 and  4 offer  the  most 
satisfactory  arrangement.  Only  two  thirds  as 
many  men  will  be  required  annually  as  at  present. 
This  will  permit  a more  equable  distribution  of 
interns  among  hospitals.  In  addition,  there  is 
assurance  of  better  training  for  the  future  general 
practitioner,  and  the  residency  program  is  simplified. 

The  Committee  recommends  that  hospitals  be 
encouraged  to  adopt  a two-year  internship  as  out- 
lined above. 


NEW  YORK  STATE  MEDICAL  LIBRARY 

Doctors  of  New  York  State  are  reminded  of  the  facilities  of  the  State  Medical 
Library  at  Albany.  They  are  invited  to  visit,  telephone,  or  write  to  the  Library 
where  a trained  staff  of  librarians  will  take  care  of  their  requests. 

Upon  request,  a copy  of  the  regulations  will  be  sent,  which  lists  the  services  of 
the  Library,  including  the  compiling  of  bibliographies,  sending  material  on  specific 
subjects,  or  filling  requests  for  definite  book  or  journal  references. 

A collection  of  over  57,000  books  and  the  receipt  of  approximately  600  current 
medical  journals  enable  the  Medical  Library  to  offer  a real  service  to  the  doctors 
of  the  State. 


Letters  may  be  addressed  to  Miss  Maude  E.  Nesbit,  Librarian,  New  York  State 
Medical  Library,  Education  Building,  Albany  1,  New  York. 


NECROLOGY 


Arnold  I.  Bricker,  M.D.,  of  Brooklyn,  died  in 
August.  Dr.  Bricker  was  graduated  from  the  Long 
Island  College  of  Medicine  in  1947  and  was  a resident 
in  radiology  at  the  Beth-El  Hospital  in  Brooklyn. 
He  was  an  intern  member  of  the  Kings  County 
Medical  Society. 


Francis  Joseph  d’ Avignon,  M.D.,  of  Lake  Placid, 
died  suddenly  on  November  3 while  on  a hunting 
trip  in  Canada.  He  was  sixty-four.  Dr.  d’Avignon 
received  his  medical  degree  from  the  McGill  Uni- 
versity College  of  Medicine  in  1909  and  had  prac- 
ticed in  Lake  Placid  for  many  years.  He  was  at- 
tending surgeon  at  the  Lake  Placid  General  Hospital. 
Dr.  d’Avignon  was  a member  of  the  Essex  County 
and  New  York  State  Medical  Societies  and  the 
American  Medical  Association. 


Emery  Alexander  de  Bardoly,  M.D.,  of  New  York 
City  and  Manhasset,  died  on  November  11  at  his 
home  in  Manhasset  at  the  age  of  forty-eight.  Dr. 
de  Bardoly,  a native  of  Hungary,  received  his 
medical  degree  from  the  University  of  Budapest  in 
1925  and  came  to  the  United  States  before  World 
War  II.  During  the  war  he  served  as  a captain  in 
the  U.S.  Army  Medical  Corps  in  the  Asiatic  theater. 
He  was  stationed  in  Tokyo  when  General  Hideki 
Tojo,  wartime  Japanese  Premier,  later  executed, 
made  his  suicide  attempt,  and  Dr.  de  Bardoly  par- 
ticipated in  his  care.  Dr.  de  Bardoly  was  president 
of  and  physician  to  the  Verhozay  Society,  an 
association  of  Hungarian-Americans. 


Walter  R.  Grunewald,  M.D.,  of  Mayfield,  died  on 
November  10  at  his  home  at  the  age  of  sixty.  Dr. 
Grunewald  was  graduated  from  the  Albany  Medical 
College  in  1912  and  had  formerly  practiced  in  Cohoes 
and  Crescent.  Dr.  Grunewald,  who  moved  to  May- 
field  in  1920,  was  assistant  physician  at  the  Nathan 
Littauer  Hospital  in  Gloversville  and  had  served  as 
Fulton  County  coroner  for  the  past  twenty-seven 
years,  having  been  re-elected  to  the  position  in  the 
November  8 elections.  He  was  a member  of  the  . 
Fulton  County  and  New  York  State  Medical  So- 
cieties and  the  American  Medical  Association. 


Lester  Mead  Hubby,  M.D.,  of  New  York  City, 
died  on  November  10  at  his  home  after  a brief  ill- 
ness, at  the  age  of  seventy-eight.  Dr.  Hubby  was 
graduated  from  the  New  York  University  Medical 
College  in  1896.  During  World  War  I he  served  as  a 
major  at  the  American  Red  Cross  Hospital  in  Paris 
under  Dr.  Joseph  Blake.  Dr.  Ilubby  was  consulting 
otolaryngologist  at  the  Harlem  and  Manhattan  Eye, 
Ear,  and  Throat  Hospitals,  and  consulting  surgeon 
of  the  Northern  Dispensary  of  the  City  of  New 
York. 

A Fellow  of  the  American  College  of  Surgeons  and 
a Diplomate  of  the  American  Board  of  Otolaryn- 


gology, Dr.  Hubby  was  a member  of  the  American 
Laryngological,  Rhinological,  and  Otological  So- 
ciety, the  American  Otological  Society,  the  New 
York  Otological  Society,  the  New  York  Academy  of 
Medicine,  the  New  York  County  and  State  Medical 
Societies,  and  the  American  Medical  Association. 


George  Albert  Lane,  Jr.,  M.D.,  of  Rochester,  died 
on  October  31  at  the  age  of  seventy-four.  Dr.  Lane 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1896.  He  practiced  in 
Rochester  for  many  years  before  his  retirement 
about  twenty  years  ago. 


Frederick  L.  McCrea,  M.D.,  of  Port  Jefferson, 
died  on  November  11  at  his  home  at  the  age  of 
sixty-eight.  Dr.  McCrea  was  graduated  from  the 
Long  Island  College  Hospital  in  1907  and  had  been 
practicing  in  Port  Jefferson  for  the  past  forty-one 
years.  He  was  chief  of  the  obstetric  staff  of  Mather 
Memorial  Hospital  in  Port  Jefferson  and  was  a past 
president  of  the  hospital's  medical  board.  Dr. 
McCrea  was  a member  of  the  Suffolk  County  and 
New  York  State  Medical  Societies  and  the  American 
Medical  Association. 


Russell  Addison  Millar,  M.D.,  of  Williston  Park, 
died  suddenly  on  October  30  at  the  age  of  forty-four. 
Dr.  Millar  was  graduated  from  the  Long  Island 
College  Hospital  in  1930.  During  World  War  II  he 
served  with  the  Navy  Medical  Corps  as  a lieutenant 
commander  and  was  overseas  in  the  Pacific  theater. 
Dr.  Millar  was  assistant  pediatrician  at  the  Nassau 
Hospital  in  Mineola  and  was  an  associate  on  the 
staff  of  the  North  Country  Community  Hospital  in 
Glen  Cove.  He  was  a member  of  the  Nassau  County 
and  New  York  State  Medical  Societies  and  the 
American  Medical  Association. 


Christian  William  Schmidt,  M.D.,  of  Montour 
Falls,  died  on  November  3 at  the  Arnot-Ogden 
Hospital  in  Elmira  at'  the  age  of  forty-seven.  Dr. 
Schmidt  was  graduated  from  the  Syracuse  Univer- 
sity College  of  Medicine  in  1934.  He  was  secretary- 
treasurer  of  the  Schuyler  County  Medical  Society 
and  a member  of  that  group,  the  New  York  State 
Medical  Society,  and  the  American  Medical  Associa- 
tion. 


Samuel  Maxwell  Seafuse,  M.D.,  of  Elmira,  died 
on  October  29  at  the  age  of  eighty.  Dr.  Seafuse  was 
graduated  from  the  College  of  Physicians  and  Sur- 
geons in  Baltimore  in  1893  and  was  honored  several 
years  ago  by  the  Medical  Society  of  the  State  of  New 
York  on  his  completion  of  fifty  years  of  service 
as  a physician.  Dr.  Seafuse  began  his  practice  in 
Gillett,  Pennsylvania,  before  moving  to  Elmira, 
where  he  practiced  for  more  than  forty  years.  He 
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was  a member  of  the  Chemung  County  and  New 
York  State  Medical  Societies  and  the  American 
Medical  Association. 


Albert  Ferdinand  Soch,  M.D.,  of  Fredonia,  died 
on  October  30  at  the  Buffalo  General  Hospital  at  the 
age  of  seventy-eight.  Dr.  Soch  was  graduated  from 
the  University  of  Buffalo  School  of  Medicine  in  1897 
and  interned  at  the  Erie  County  Hospital.  Since 
1900  he  had  been  in  general  practice  in  Fredonia.  In 
1948  Dr.  Soch  was  honored  by  the  Medical  Society  of 
the  State  of  New  York  for  having  completed  fifty 
years  of  service  as  a physician.  He  was  an  honorary 
staff  member  of  the  Brooks  Memorial  Hospital  in 
Dunkirk  and  a member  of  the  Chautauqua  County 
and  New  York  State  Medical  Societies  and  the 
American  Medical  Association. 


Davis  S.  Warner,  M.D.,  of  Center  Moriches,  died 
on  November  13  at  the  age  of  eighty-five.  Dr. 
Warner  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  in  1888, 
and  had  practiced  for  forty  years  in  Center  Moriches 
before  retiring  about  twenty  years  ago.  He  first 
made  his  rounds  with  a bicycle  and  later  with  a 
horse  and  buggy. 

Russell  H.  Wilcox,  M.D.,  of  Tonawanda,  died  on 
October  9 at  the  age  of  sixty-seven.  Dr.  Wilcox 
was  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1906.  He  was  attending 
physician  on  the  staff  of  the  De  Graff  Memorial 
Hospital  in  North  Tonawanda  and  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Twin  City 
Academy  of  Medicine,  the  Erie  County  and  New 
York  State  Medical  Societies,  and  the  American 
Medical  Association. 


SCIENTIFIC  EXHIBITS 
1950 

ANNUAL  MEETING 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Subcommittee  on  Scientific  Exhibits  of  the  Convention  Committee: 

Dr.  J.  G.  Fred  Hiss 
505  State  Tower  Building 
Syracuse  2,  New  York 

The  Annual  Meeting  will  be  held  May  8 to  12,  1950,  at  the  Hotel  Statler  in  New  York 
City. 

No  applications  can  be  considered  after  January  15,  1950 

There  will  be  two  groups  of  awards: 

Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which  are  judged 
on  the  basis  of  originality  and  excellence  of  presentation. 

Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely  experimental 
studies  and  which  are  judged  on  the  basis  of  excellence  of  presentation  and  correlation  of 
facts. 

W.  P.  Anderton,  M.D.,  Secretary 


CORRESPONDENCE 

Medical  Terminology 


To  the  Editor: 

In  the  October  1,  1949,  issue  of  the  Journal  on 
page  2318  there  appears  an  interesting  article  on 
the  uselessness  of  the  term  “essentially”  in  reports 
and  statements  by  the  medical  profession.  May  I 
nominate  a few  others  which  are  not  only  terribly 
overworked  but  often  result  in  harm  to  the  patient 
and  in  a poor  understanding  of  his  condition. 

First  on  the  list  is  the  word  “normal,”  apparently 
in  the  sense  that  a certain  finding  falls  within  an 
arbitrary  interval  of  maximum  and  minimum. 
Such  a standard  may  be  statistically  valid  but  need 
not  apply  to  a particular  case,  especially  when 
viewed  in  relation  to  other  individual  factors,  which, 
of  course,  were  not  taken  into  account  when  the 
“normal”  standard  was  set.  Since  “normal” 
findings  are  generally  blindly  dismissed  as  inconse- 
quential, serious  errors  in  judgment  are  not  infre- 
quent. 

“Routine”  is  another  such  term  acting  as  a mental 
narcotic.  No  enlargement  on  this  statement  seems 
necessary. 

With  the  introduction  of  the  many  and  con- 


stantly increasing  number  of  tests  and  signs,  ab- 
breviations to  initials  of  procedures  and  results 
are  gaining  in  popularity.  Unquestionably  this 
saves  much  time  and  paper  space,  and  this  practice 
should  not  be  abolished.  As  one  reflects,  however, 
on  its  effect  on  constructive  and  observational 
medical  thinking,  one  cannot  escape  the  conviction 
that  it,  too,  acts  to  quite  an  extent  as  a mental 
narcotic.  The  original  significance  of  the  procedure 
and  the  inferences  which  it  was  supposed  to  permit 
become  greatly  dulled  in  incisiveness,  and  much  of 
its  possible  use  may  be  lost.  One  questions  whether 
this  saving  of  space  and  time  is  not  really  bought 
at  too  high  a price.  I venture  to  say,  too,  that 
many  uselessly  ordered  tests  would  not  be  asked  for 
if  the  term  “routine”  were  used  more  sparingly  and 
abbreviations  were  reduced  in  hospital  practice. 

William  Wolf,  M.D. 

40  West  59th  Street 
New  York  City 
October  25,  1949 


Sigmoidal  Endometriosis 


To  the  Editor: 

In  recent  article  on  “Endometriosis  of  the  Sig- 
moid,” by  Paul  F.  Berlin  and  Edward  0.  Finestone 
[New  York  State  J.  Med.  49:  2081  (Sept.  1) 

1949],  I was  interested  to  note  that  a resection  of  the 
sigmoid  was  done  for  the  endometriosis. 

I would  like  to  inquire  of  Doctors  Berlin  and 
Finestone  as  to  the  indications  for  such  a resection 
in  view  of  the  fact  that  complete  regression  of  such 
lesions  usually  occurs  following  simple  bilateral 
oophorectomy.  I refer  particularly  to  such  stand- 


ard textbooks  as  Wharton’s  Gynecology , Crossen 
and  Crossen’s  Diseases  of  Women,  and  Goodall’s 
Endometriosis. 

I feel  that  the  authors  were  unnecessarily  radical 
but  would  like  the  point  clarified. 

Howard  S.  Morrow,  M.D. 

Crane  Road 
Mahopac,  New  York 
October  14,  1949 


Reply  by  Dr.  Finestone 


To  the  Editor: 

In  compliance  with  your  request,  I will  attempt 
to  answer  the  queries  made  by  Dr.  Morrow  in  his 
communication  of  October  14,  1949.  The  authors 
of  the  article,  “Endometriosis  of  the  Sigmoid,”  were 
quite  cognizant  of  the  fact  that  “complete  regression 
of  such  lesions  occurs  following  simple  bilateral 
oophorectomy.”  Indeed,  a bilateral  oophorectomy 
was  performed. 

It  is  well  known  that,  in  lesions  of  the  stomach 
with  ulceration,  it  is  virtually  impossible  to  tell  at 
operation,  when  the  organ  is  seen  and  felt  by  the 
surgeon,  whether  he  is  dealing  with  a benign  ulcer 
or  a malignancy.  Only  a biopsy  can  decide  this 
issue. 

In  this  case,  a well  recognized  pathologist  was  at 
hand  for  this  very  purpose,  but  it  is  impossible  to 
take  a biopsy  of  the  colon  without  cutting  through 


all  its  layers.  Moreoever,  in  the  case  reported, 
the  lesion  was  so  indurated  and  had  involved  all 
the  coats  of  the  bowel  to  such  an  extent  that  it 
produced  a marked  stenosis.  Therefore,  it  occurred 
to  the  authors  that  the  fibrotic  reaction  resulting 
from  the  repeated  hemorrhages  incident  to  the 
endometriosis  would  not  subside  with  castration 
alone.  Therefore,  a bowel  resection  was  indicated. 
In  the  final  analysis,  where  doubt  exists  as  to  a prob- 
able malignancy  even  though  there  is  an  associated 
benign  condition,  resection  is  deemed  most  advis- 
able. A definitive  biopsy  was  unobtainable  by 
sigmoidoscopy  before  operation. 

Edward  O.  Finestone,  M.D. 

1067  Fifth  Avenue 
New  York  City 
October  31,  1949 
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Proposed  Treatment  of  Radiosensitive  Tumors  with  Repository  Containing 

Radioactive  Isotope 


To  the  Editor: 

When  a substance  is  injected  into  the  body  and 
requires  an  extended  length  of  time,  say  from  about 
six  hours  to  a week  or  more,  to  be  completely  ab- 
sorbed, we  speak  of  a repository  or  a depot  of  the 
substance.  Repository  therapy  was  used  for  a 
long  time  in  the  treatment  of  syphilis  in  the  form  of 
suspensions  of  mercury  and  bismuth  salts  in  oil. 
Suspensions  of  estrogen  in  water  give  a prolonged 
action  upon  injection  owing  to  repository  formation. 

In  the  early  days  of  penicillin,  injections  of  soluble 
sodium  penicillin  were  given  every  four  hours. 
Ways  were  sought  to  prolong  its  action  by  means 
of  creating  repositories.  Romansky  and  Rittman 
in  1944  did  this  by  mixing  the  sodium  penicillin  with 
oil  and  wax.1  In  1947  the  writer  described  a series 
of  water  insoluble  penicillin  salts,  both  organic  and 
inorganic,  which  could  be  used  as  repository  therapy 
to  give  prolonged  blood  levels.2  The  most  widely 
used  penicillin  derivative  at  the  present  time,  pro- 
caine penicillin,  owes  its  repository  action  to  its 
water  insolubility. 

What  are  the  requirements  of  a substance  to  be 
used  in  repository  therapy?  Any  substance,  in- 
organic or  organic,  is  suitable  for  such  use,  if  it  is 
substantially  insoluble  in  water  and  is  completely 
absorbable.  Water-soluble  substances  as  such  are 
unsuitable  unless  mixed  with  a protective  colloid 
such  as  wax  or  pectin  to  slow  their  absorption.  A 
repository  substance  may  be  used  in  the  solid  form, 
as,  for  example,  an  estrogen  implant;  it  may  be 
injected  suspended  in  water,  or  in  oil  if  it  is  also 
insoluble  in  oil;  it  may  be  dissolved  in  diluted  ethyl 
alcohol  or  some  other  nontoxic  water-miscible  sol- 
vent and  then  injected.  The  alcohol  or  other  sol- 
vent is  quickly  absorbed,  leaving  the  water-insoluble 
repository  in  situ.  I have  lately  injected  sub- 
cutaneously water-insoluble  procaine  base  in  aqueous 
suspension  and  in  solution  in  50  per  cent  ethyl 
alcohol  to  produce  repositories  resulting  in  anesthesia 
of  the  overlying  skin  for  a period  of  two  weeks  and 
more  or  until  the  procaine  was  completely  absorbed.3 

The  duration  of  a repository  depends  upon  a num- 
ber of  factors,  among  which  may  be  mentioned  the 
degree  of  water  insolubility  of  the  substance  used, 
the  size  of  its  particles,  its  concentration  in  the 
menstruum,  the  type  of  menstruum,  the  presence 
of  protective  colloids,  and  the  vascularity  of  the 
tissue  into  which  it  has  been  injected.  By  varying 
these  factors  it  is  possible  to  produce  repositories 

1.  Romansky,  M.  J.,  and  Rittman,  G.  E.:  Science  100: 
196  (1944). 

2.  Monash,  Samuel:  Ibid.  106:  370  (1947). 

3.  Idem:  In  Press. 


varying  in  duration  of  absorption  from  a few  hours 
to  two  weeks  and  more. 

If  we  use  a repository  substance,  with  a radio- 
active isotope  taking  the  place  of  one  or  more  of  its 
normal  atoms,  we  have  at  our  disposal  the  means  of 
introducing  by  injection  or  otherwise  a radioactive 
substance  into  any  area  of  the  body  and  keeping 
it  there  a definite  length  of  time.  The  latter  will 
depend  on  either  the  duration  of  the  repository 
or  the  life  of  the  radioactive  isotope  or  both.  If, 
for  example,  the  isotope  Bismuth  210,  with  a half- 
life  of  five  days,  is  used,  most  of  the  radioactivity 
will  disappear  before  the  entire  repository  has  been 
absorbed.  The  opposite  is  true  of  long  life  isotopes. 
With  the  latter,  such  as  carbon,  it  is  necessary  to 
use  a repository  which  is  completely  eliminated, 
so  that  with  complete  absorption  of  the  repository 
there  should  be  no  more  radioactive  isotope  present 
in  the  body. 

Suggested  repositories  are  procaine  base,  especi- 
ally valuable  because  of  its  anesthetic  and  pain- 
dulling  effect  as  long  as  it  remains  present.  In 
addition  it  is  hydrolyzed  by  the  body  into  para- 
aminobenzoic  acid  and  diethylaminoethanol.  Prac- 
tically all  of  the  former  is  quickly  eliminated  in  the 
urine  after  absorption  from  the  repository.  The 
radioactive  isotope  should  therefore  be  placed  in 
the  para-aminobenzoic  acid  fraction  of  the  procaine 
base  molecule. 

The  various  salts  of  penicillin,  especially  the  pro- 
caine and  iron  salts,  are  also  suitable.  In  addition 
one  may  use  bismuth  subcarbonate  or  subnitrate, 
calcium  carbonate,  mono-  or  dicalcium  phosphate, 
iron  carbonate,  iron  phosphate,  and  barium  or 
calcium  sulfate. 

Considerable  work  would  have  to  be  done  to 
determine  the  proper  dosage  of  such  radioactive 
repositories.  With  this  knowledge,  however,  tumors 
can  be  treated  by  injection,  first  around  their  peri- 
phery to  prevent  metastasis  and  then  directly  into 
the  growth  itself;  suspicious  areas  during  operation 
can  be  injected;  lymph  nodes  can  be  neutralized; 
the  thyroid  area  can  be  directly  injected;  epithelio- 
ma ta  of  the  skin  can  be  undermined;  radioactive 
phosphorus  can  be  introduced  directly  into  the  bone 
marrow  or  spleen  and  a radioactive  repository  mist 
can  be  instilled  into  the  lungs. 

I myself  have  not  the  facilities  to  do  work  of  this 
type  but  think  my  suggestions  are  valid  and  should 
stimulate  work  along  these  lines. 

Samuel  Monash,  M.D. 

1475  Broadway 
New  York  City 
November  4,  1949 


NOTE  ON  YOUR  1950  CALENDAR  THE  DATES  OF  THE 
ANNUAL  MEETING  OF  THE  STATE  SOCIETY,  MAY  8-12, 
HOTEL  STATLER,  NEW  YORK  CITY. 


DEPARTMENT  OF  MEDICAL  CARE 
INSURANCE 

Conducted  by  George  P.  Farrell,  Director 


Membership  in  Medical  Care  Plans  Approaching  Two  Million 


AS  OF  September  30,  1949,  membership  in  the 
voluntary  nonprofit  medical  care  insurance 
Ians  in  New  York  State  (approved  by  the  Medical 
ociety  of  the  State  of  New  York)  was  1,987, 104,  an  in- 


crease of  447,845  members  for  the  nine-month  period. 

Payments  for  benefits  to  members  was  $6,652,277, 
an  increase  of  $2,453,196,  or  58  per  cent  more  than 
the  corresponding  period  a year  ago. 


NEW  YORK  STATE  VOLUNTARY  NONPROFIT  MEDICAL  CARE  INSURANCE  PLANS 
(Approved  by  the  Medical  Society  of  the  State  of  New  York) 

Quarter  Ending  September  30,  1949 

TABLE  1. — Membership  Prooress 


By  Types  of  Contracts 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Surgical  Only: 

September  30,  1949 

1,038,515 

178,347 

126,751 

4,120 

89,327 

1,437,060 

June  30,  1949 

987,992 

172,240 

119,433 

3,805 

84,024 

1,367,494 

Increase 

Surgical,  In-Hospital  Medical: 

50,523 

6,107 

7,318 

315 

5,303 

69,506 

September  30,  1949 

388,286 

19,268 

60,396 

467,950 

June  30,  1949 

365,696 

19,619 

57,995 

443,310 

Increase 

Surgical-Medical  (Home,  Office, 

22,590 

-351 

2,401 

24.640 

and  Hospital) : 
September  30,  1949 

62,551 

19,528 

82,079 

June  30,  1949 

57,209 

18,716 

75,925 

Increase 

Medical  Expense  Fund: 

5,342 

812 

6,154 

September  30,  1949 

15 

15 

June  30,  1949 

15 

15 

Increase 
Grand  Totals: 

0 

0 

September  30,  1949 

1,489,367 

197,615 

126,751 

23,648 

89,327 

60,396 

1,987,104 

June  30,  1949 

1,410,912 

191,859 

119,433 

22,521 

84,024 

57,995 

1,886,744 

Increase 

78,455 

5,756 

7,318 

1,127 

5,303 

2,401 

100,300 

Note:  57,607  members  in  the  Utica  Plan 

were  covered  by  Medical  Call  Riders  as 

of  September  30,  1949,  an 

increase  of 

3,623  during  the  quarter. 

TABLE  2. — Comparative  Statement  op  Membership  Increase  for  Nine  Months  Ending  September  30,  1948  and  1949 

By  Types  of  Contracts 

New  York 

Buffalo 

Utica 

Syracuse 

Rochester 

Albany 

Totals 

Surgical  Only: 

305,027 

September  30,  1949 

227,457 

39,361 

16,788 

747 

20,674 

September  30,  1948 
Surgical,  In-Hospital  Medical: 

183,594 

26,348 

15,799 

1,323 

13,846 

8,697 

240,910 

121,652 

September  30,  1949 

114,572 

-1,617 

September  30,  1948 
Surgical-Medical  (Home,  Office, 

100,210 

-2,039 

20,194 

118,305 

and  Hospital): 
September  30,  1949 

18,525 

2,795 

21,320 

September  30,  1948 
Medical  Expense  Fund: 

16,255 

2,702 

18.957 

-154 

September  30,  1949 

-154 

September  30,  1948 
Grand  Totals: 

-520 

— 520 
447,845 

September  30,  1949 

360,400 

37,744 

16,788 

3,542 

20,674 

8,697 

September  30,  1948 

299,539 

24,309 

15,799 

4,025 

13,846 

20,194 

377,712 

2966 


December  15,  1949] 


MEDICAL  CARE  INSURANCE 


2967 


TABLE  3.— Comparative  Statement  op  Incurred  Claim  and  Administrative  Expense  Ratios  to  Earned  Premium 
Income  for  Nine  Months  Ending  September  30,  1948  and  1949 


Earned  Premium  Income: 

New  York 

Buffalo 

Utica 

Rochester 

Albany 

Syracuse 

Totals 

September  30,  1949 

$7,218,597 

$949,166 

$722,040 

$399,590 

$367,957 

$179,327 

$9,836,679 

September  30,  1948 

4,677,662 

711,692 

591,851 

262,514 

223,101 

143,412 

6,610,232 

Claim  Expense: 

September  30,  1949 

$4,906,370 

$732,001 

$568,186 

$275,418 

$285,600 

$147,503 

$6,915,078 

September  30,  1948 

3,039,747 

503,067 

474,534 

192,377 

170,179 

108,021 

4,487,925 

Administrative  Expense: 

September  30,  1949 

$1,477,839 

$ 84,595 

$ 98,554 

$ 54,967 

$ 32,104 

$ 21,921 

$1,769,980 

September  30,  1948 

990,126 

73,142 

84,591 

39,491 

24,761 

18,619 

1.230,730 

Claim  Expense  Ratio  to  Earned 
Premium  Income: 

September  30,  1949 

67.97 

77.12 

78.69 

68.60 

77.6 

82.25 

70.29 

September  30,  1948 

64.98 

70.69 

80.17 

72.20 

76.3 

75.32 

67.89 

Administrative  Expense  Ratio 
to  Earned  Premium  Income: 

September  30,  1949 

20.47 

8.91 

13.64 

13.60 

8.7 

12.22 

17.99 

September  30,  1948 

21.17 

10.28 

14.28 

15.00 

11.1 

12.98 

18.61 

TABLE  4. — Claim  Data  (Paid  Basis) — Year  to  September  30,  1949  (By  Types  of  Contracts) 


Plan  Location 
and  Types  of  Contracts 
New  York 

Surgical  Expense  Indemnity 

Surgical,  In-Hospital  Medical 

General  Medical 

Total 

Buffalo: 

Surgical 

Surgical,  In-Hospital  Medical 

Total 

Utica: 

Surgical  and  Special  Benefits 

Medical  Call  Rider 

Total 

Syracuse: 

Surgical 

Surgical  and  Medical 

Total 

Rochester: 

Surgical 

Albany: 

Surgical,  In-Hospital  Medical 
Grand  Total 


Number 

of 

Claims 

Amount 

53,622 

22,062 

32,007 

$3,214,325 

1,178,380 

387,670 

107,691 

$4,780,375 

19,727 

5,109 

$ 573,911 
$ 116,742 

24,836 

$ 690,653 

19,108 

1,805 

$ 492,106 
$ 34,769 

20,913 

$ 526,875 

479 

6,576 

$ 15,256 

123,940 

7,055 

$ 139,196 

7,259 

$ 250,312 

6,213 

173,967 

$ 264,866 
$6,652,277 

Ratio  to 
Earned 
Premium 

Average 
Cost  per 
Claim 

73.99 

54.24 

57.45 

$59 . 94 
53.41 
12.11 

66.47 

$44.39 

75.03 

63.35 

$29.09 

22.85 

72.76 

$27.80 

81.40 
29 . 58 

$25.75 

19.26 

72.97 

$25. 19 

76.56 

77.75 

$31.64 

18.84 

77.62 

$19.73 

62.64 

$34.48 

71.98 

67.81 

$42.63 

$38.23 

Claim 
Incidence 
per  1,000 
Participants 
per  Annum 

Average 

Exposure 

Participants 

70.5 

78.0 

704.4 

1,013,051 

376,967 

60,582 

163.8 

340.6 

160,507 

19,999 

211.1 

44.4 

120,677 

54,232 

166.3 

471.4 

3,823 

18,577 

108.9 

88,831 

143  3 

57,783 

TABLE  5. — Comparative  Statement  of  Claim  Data  (Paid  Basis)— Nine  Months  Ending  September  30,  1948  and  1949 


Number 

Ratio  to 

Number 

Ratio  to 

of 

Earned 

of 

Earned 

Plan  Location  and  Types  of  Contracts 

Claims 

Amount 

Premium 

Claims 

Amount 

Premium 

New  York: 

Surgical  Expense  Indemnity 

34,756 

$2,161,497 

69.46 

53,622 

$3,214,325 

73.99 

Surgical,  In-Hospital  Medical 

9,103 

511,965 

46.26 

22,062 

1,178,380 

54.24 

General  Medical 

*18,079 

233,317 

50.25 

32,007 

387,670 

57.45 

Total 

61,938 

$2,906,779 

62.07 

107,691 

$4,780,375 

66.47 

Buffalo: 

Surgical 

11,144 

$ 342,065 

67.30 

19,727 

$ 573,911 

75.03 

Surgical,  In-Hospital  Medical 

5,743 

128,843 

63.31 

5,109 

116,742 

63.35 

Total 

16,887 

$ 470,908 

66.16 

24,836 

$ 690,653 

72.76 

Rochester: 

Surgical  Expense  Indemnity 

3,917 

$ 142,731 

54.37 

7,259 

$ 250,312 

62.64 

Utica: 

Surgical  and  Special  Benefits,  including  Medical 

Call  Riders 

16,335 

$ 437,262 

73.88 

20,913 

$ 526,875 

72.97 

Syracuse: 

Surgical 

340 

$ 10,818 

74.02 

479 

S 15,256 

76.56 

Surgical  and  Medical 

5,379 

103,896 

80.66 

6,576 

123,940 

77.75 

Total 

5,719 

$ 114,714 

79.98 

7,055 

$ 139,196 

77.62 

Albany: 

Surgical,  In-Hospital  Medical 

3,117 

$ 126,687 

56.78 

6,213 

$ 264,866 

71.98 

Grand  Totals 

107,913 

$4,199,081 

63.47 

173,967 

$6,652,277 

67.81 

* Estimated. 


AT  ITS  meeting  on  October  13,  1949,  the  Council 
considered  the  following  matters,  taking  action 
as  indicated. 

Secretary’s  Report 

Remission  of  Assessments. — Remission  of  annual 
assessments  was  voted  on  account  of  service  with 
the  armed  forces  for  one  member  for  1948;  on 
account  of  illness  for  three  members;  also,  War 
Memorial  assessment  on  account  of  illness  for  one 
member. 

Communications. — 1.  Letter  dated  September  6, 
1949,  from  Mr.  Frederick  F.  Stevens,  President, 
New  York  State  Pharmaceutical  Association,  to 
President  Masterson,  requesting  that  the  Medical 
Society  of  the  State  of  New  York  appoint  a com- 
mittee to  act  in  conjunction  with  one  from  their 
society. 

It  was  voted  to  approve  a joint  committee  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
New  York  State  Pharmaceutical  Association  and 
that  Dr.  Masterson  be  empowered  to  negotiate 
with  the  President  of  the  New  York  State  Pharm- 
aceutical Association  to  decide  the  size  of  the 
committee  and  to  appoint  our  members. 

2.  Letter  of  September  7,  1949,  from  Dr.  Carl 
M.  Peterson,  Secretary,  Council  on  Industrial 
Health,  American  Medical  Association,  requesting 
that  the  Medical  Society  of  the  State  of  New  York 
cosponsor  the  Tenth  Annual  Congress  on  Industrial 
Health  at  the  Hotel  Roosevelt,  New  York  City,  on 
February  20  and  21,  1950. 

It  was  voted  to  act  as  a cosponsor. 

3.  Letter  of  October  4,  1949,  from  Miss  Clara 
Quereau,  Secretary,  Board  of  Examiners  of  Nurses, 
to  Dr.  Anderton,  requesting  two  or  more  nomina- 
tions for  a vacancy  on  the  Nurse  Advisory  Council 
of  the  New  York  State  Department  of  Education. 

Dr.  W.  P.  Anderton  and  Dr.  W.  Guernsey  Frey, 
Jr.,  were  nominated. 

4.  Letter  of  October  5,  1949,  from  Dr.  Herman 
E.  Hillcboe,  New  York  State  Commissioner  of 
Health,  acknowledging  letter  of  September  27,  1949, 
sent  by  the  Secretary  regarding  action  taken  by  the 
Council  on  the  report  of  the  Committee  on  Prob- 
lems of  Alcoholism. 

Activities.— The  Secretary  detailed  his  attendance 
at  district  branch  meetings  and  announced  that  the 
annual  meeting  of  county  society  secretaries  was  to 
be  held  November  2,  1949,  at  the  Hotel  Ten  Eyck, 
Albany. 

He  also  reported  that  President  Masterson  had 
him  notify  Dr.  James  A.  Lynch,  Bronx,  that  he  has 
been  appointed  on  the  Legislation  Committee;  Dr. 
David  S.  Ruhe  and  Dr.  Granville  Larimore,  New 
York  State  Department  of  Health,  Albany,  that 
they  were  advisory  members  of  the  Subcommittee  on 
Medical  Film  Review  of  the  Public  Health  and 
Education  Committee;  and  Dr.  Irving  J.  Sands, 
Brooklyn,  that  he  is  a member  of  the  Mental 
Hygiene  Subcommittee  of  the  Public  Health  and 
Education  Committee. 

At  the  request  of  Mr.  Robert  W.  Osborn,  secretary 
of  the  Committee  on  Tuberculosis  and  Public  Health 
of  the  State  Charities  Aid  Association,  Dr.  Theodore 
J.  Curphey,  chairman  of  the  Committee  on  Public 
Health  and  Education,  was  requested  to  represent 


the  Society  at  the  first  meeting  of  the  Heart  Advisory 
Committee  to  the  State  Executive  Committee  of  the 
Committee  on  Tuberculosis  and  Public  Health  of  the 
State  Charities  Aid  Association.  The  Secretary 
suggested  that  this  request  be  approved  and  that 
Dr.  Curphey  be  designated  as  representative  on  this 
Heart  Advisory  Committee. 

Approval  was  voted. 

Furthermore,  Dr.  Anderton  reported  that  during 
the  past  month  there  had  been  an  unusual  number 
of  physicians  who  called  in  regard  to  localities  in 
New  York  State  desiring  a general  practitioner. 
Having  visited  eleven  such  localities  during  his 
recent  vacation,  the  Secretary  reported  he  was 
able  to  be  of  help. 

Also,  President  Masterson  requested  the  Secretary 
to  represent  the  Society  on  the  Citizens  Committee 
on  Hospital  Bond  Issue  for  New  York  State. 

Approval  was  voted. 

The  Secretary  announced  that  Mr.  Bernard 
McDermott,  president  of  the  Hospital  Association 
of  New  York  State,  has  appointed  the  members  of 
his  Executive  Committee  to  represent  the  associ- 
ation on  the  Joint  Committee  of  the  Hospital 
Association  of  New  York  State  and  the  Medical 
Society  of  the  State  of  New  York.  These  gentlemen 
are:  Messrs.  Carl  P.  Wright,  Carl  P.  Wright,  Jr., 
Lawrence  E.  Kresge,  and  Moir  Tanner. 

On  October  10,  1949,  the  Secretary  represented 
the  Society  at  the  laying  of  the  cornerstone  of  the 
Bird  S.  Coler  Memorial  Hospital  for  Chronic  Dis- 
eases on  Welfare  Island,  New  York  City. 

The  sudden  death  of  Mrs.  Edgar  M.  Neptune, 
last  year’s  president  of  the  Woman’s  Auxiliary,  was 
reported.  Flowers  were  sent  to  her  funeral  in  the 
name  of  the  Society  and  a letter  of  sympathy  to  Dr. 
Neptune. 

The  Treasurer’ s report  was  accepted. 


Report  of  the  Executive  Officer 

Dr.  Hannon  reported  his  attendance  at  district 
branch  meetings  and  at  a special  meeting  of  the 
Subcommittee  on  Legislation.  He  reported  he  had 
been  in  contact  with  representatives  of  the  Depart- 
ment of  Education,  the  Dental  Society,  the  Podiatry 
Society,  and  the  Optometrists  Association  in  regard 
to  proposed  legislation. 


Reports  of  Committees 

Legislation. — Dr.  Dattelbaum,  chairman,  re- 
ported as  follows: 

Following  the  approval  of  the  Council,  the  Chair- 
man and  Executive  Officer  have  continued  to  work 
on  its  recommendations  which  were  approved  by  the 
Council  and  to  stimulate  the  subcommittees  of  the 
Legislative  Committee  to  carry  out  their  assign- 
ments. Contacts  have  been  made  through  members 
of  these  subcommittees  with  various  legislators, 
representatives  of  different  State  departments,  and 
representatives  of  other  professions. 

On  September  20,  1949,  a subcommittee  of  the 
Legislation  Committee  met  at  the  State  Society 
office  to  discuss  the  proposed  employment  of  an 
additional  full-time  legislative  representative. 
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After  discussion,  it  was  voted  that  the  matter  of 
employing  a legislative  representative  be  laid  on 
the  table,  on  account  of  other  unexpected  ex- 
penses. 

Problems  of  Alcoholism. — Dr.  Milton  G.  Potter, 
chairman,  wrote  Dr.  Anderton  on  October  10,  1949, 
and  enclosed  a copy  of  the  third  report  of  the  Sub- 
committee on  Problems  of  Alcoholism  to  the  Inter- 
departmental Health  Council  of  New  York  State. 
This  report  approves  continuation  of  the  clinic  for 
the  care  and  rehabilitation  of  the  chronic  alcoholic 
patient  which  is  being  conducted  under  the  auspices 
of  the  University  of  Buffalo  School  of  Medicine  in 
Buffalo.  It  also  proposes  that  a bill  similar  to  the 
following  be  introduced  in  the  1950  State  Legis- 
lature. Dr.  Potter  requests  “approval  of  the  draft 
by  the  Council  at  this  time,”  and  that  it  be  intro- 
duced under  the  auspices  of  the  Medical  Society  of 
the  State  of  New  York. 

DRAFT  OF  PROPOSED  BILL 
“Control  of  Chronic  Alcoholism” 

The  Commissioner  of  Health  is  hereby  author- 
ized to  establish,  equip,  maintain,  and  conduct  a 
demonstration  program  designed  to  determine 
adequate  methods  for  the  care  and  rehabilitation 
of  persons  suffering  from  chronic  alcohol  addic- 
tion; to  carry  out  such  educational  and  research 
activities  as  he  may  deem  necessary  in  connection 
with  the  said  program;  to  encourage  and  assist 
local  communities  in  establishing  and  maintaining 
outpatient  services  for  rehabilitable  alcoholic 
addicts,  and  to  establish  necessary  rules  and  reg- 
ulations to  effect  the  purpose  of  this  act. 

The  Commissioner  may  conduct  this  program 
solely  as  a State  activity  or  in  cooperation  with 
such  institutions,  hospitals,  or  municipal  corpora- 
tions .as  he  may  select,  on  such  terms  as  they  agree 
upon. 

The  sum  of  $150,000  or  as  much  thereof  as  may 
be  necessary  is  hereby  appropriated  to  the  De- 
partment of  Health  for  the  purpose  of  carrying 
out  the  provisions  of  this  section  of  the  Public 
Health  Law  as  added  by  this  act. 

This  act  will  take  effect  April  1,  1950. 

It  was  voted  to  approve  the  report. 

Economics. — Dr.  Azzari,  chairman,  reported  re- 
garding meetings  which  Mr.  Farrell,  Director  of  the 
Bureau  of  Medical  Care  Insurance,  had  attended. 
He  stated  that  financial  and  membership  statements 
about  the  New  York  State  plans  for  the  years  1946, 
1947,  and  1948  and  to  June  30,  1949,  had  been  dis- 
tributed at  the  district  branch  meetings  and  in- 
cluded in  his  report  to  the  Council  as  published  in 
the  agenda  of  the  meeting. 

Dr.  Azzari  reported  regarding  several  matters  re- 
ferred to  the  Economics  Committee,  as  follows: 
Income  Tax  Allowance  for  National  Health  Insur- 
ance ( the  Linowitz  Plan). — The  Committee  recom- 
mended this  should  be  studied  further.  The  Coun- 
cil granted  permission. 

Practice  of  Medicine  by  Hospitals. — Dr.  Azzari 
stated  that  it  continued  to  be  the  feeling  of  the  Com- 
mittee on  Economics  that  it  would  be  unwise  to 
have  a conference  with  deans  of  medical  schools  and 
representatives  of  teaching  institutions  at  this  time. 
After  discussion,  it  was  voted  that  no  action  be 
taken  at  this  time. 

Group  Health  Insurance,  Inc. — The  Committee 
studied  this  plan  and  the  application  of  this  Group 
for  endorsement  by  the  State  Society  and  makes  no 


recommendation  as  to  approval,  following  the 
established  policy  of  referring  such  groups  to  the 
respective  county  societies  first,  for  endorsement. 

After  discussion,  it  was  voted  that  the  Group 
Health  Insurance,  Inc.,  be  notified  that  the  proper 
procedure  for  them  to  follow  would  be  to  request 
the  county  societies,  in  the  area  in  which  they 
operate,  to  give  endorsement. 

Annual  General  Practitioner’ s Award — The  Com- 
mittee received  from  the  Secretary  the  nominations 
of  two  men  from  county  societies  for  the  Annual 
General  Practitioner’s  Award  to  be  submitted  to 
the  American  Medical  Association.  The  Com- 
mittee felt  that  it  was  unfortunate  that  there  were 
only  two,  because  both  are  very  worthy  men. 

After  discussion,  it  was  voted  to  nominate  Dr.  John 
R.  MacElroy  of  Saratoga  County  for  the  Annual 
General  Practitioner’s  Award  of  the  American 
Medical  Association. 

Public  Medical  Care — Dr.  Anderton  stated  that 
Dr.  Stephen  R.  Monteith,  chairman  of  the  Public 
Medical  Care  Subcommittee,  recommends  approval 
of  the  second  edition  of  the  Drug  Manual  issued  by 
the  Onondaga  County  Department  of  Welfare. 

Approval  was  voted. 

Malpractice  Insurance  and  Defense  Board. — A 
member  appeared  before  the  Council  in  regard  to  his 
petition  that  the  Council  reconsider  its  vote  not  to 
renew  his  malpractice  insurance  under  the  Society’s 
group  policy. 

It  was  unanimously  voted  that  the  recommendation 
of  the  Malpractice  Insurance  and  Defense  Board 
be  adopted  as  follows : In  view  of  the  rather  un- 
favorable record  that  this  member  has  had  in  re- 
gard to  malpractice  insurance,  thereby  throwing 
an  undue  burden  on  the  rest  of  the  members  in- 
sured, that  he  be  denied  the  privilege  of  re-insur- 
ance in  the  Malpractice  Insurance  Plan  at  t he  ex- 
piration of  his  present  contract. 

Publication. — Dr.  Kosmak  reported  that  the 
Committee  met  on  October  12,  1949.  Changes  in 
the  advertising  department  of  the  Journal  and 
Directory  necessitated  much  discussion.  It  was  be- 
lieved desirable  to  increase  our  present  staff  of 
advertising  solicitors  to  include  the  West  Coast  and 
the  Middle  West,  so  that  eventually  we  will  have 
five  salesmen  instead  of  two. 

Mr.  Anderson’s  visit  to  Chicago  recently  was  pro- 
ductive of  complimentary  statements  as  regards  the 
advertising  value  of  the  Journal,  and,  notwith- 
standing the  depressed  situation  in  the  advertising 
field,  we  are  glad  to  report  that,  as  far  as  the 
Journal  is  concerned,  there  has  been  no  diminution 
but  rather  a certain  increase.  Of  course,  that  will  be 
balanced  by  the  fact  that  the  expense  of  publishing 
the  Journal  during  the  coming  year  is  largely  in- 
creased. We  have  also  found  it  desirable  to  use  a 
heavier  quality  of  paper,  and  I think  that  will  reflect 
favorably  on  the  advertisers  as  well  as  the  readers  of 
the  Journal. 

The  budget  for  the  year  was  thoroughly  discussed. 
Dr.  Reuling  will  report  about  it  later. 

We  also  decided  on  an  increase  in  advertising 
rates  of  10  per  cent  both  for  the  Journal  and  the 
Directory. 

In  view  of  the  fact  that  the  New  Jersey  and  Con- 
necticut physicians  are  to  be  omitted  from  the  next 
Directory,  we  considered  that  we  would  have  to 
change  the  title  to  the  Medical  Directory  of  New 
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York  State.  The  Committee  plans  to  extend  the 
value  of  this  book  by  inserting  a considerable 
amount  of  material  of  interest  to  physicians,  which 
will  make  them  refer  to  the  book  more  often  and  so 
increase  its  value  to  advertisers.  That  matter  is 
still  under  discussion. 

We  hope  that  the  next  Directory  will  appear  in 
December,  1950,  and  will  be  known  as  the  1951 
edition. 

Public  Health  and  Education. — Dr.  Curphey, 
chairman,  sent  a report  stating  he  had  attended 
meetings  of  subcommittees  and  arranged  for  post- 
graduate instruction  and  teaching  days  for  several 
counties. 

In  connection  with  the  activities  of  the  Subcom- 
mittee on  Cerebral  Palsy,  it  was  recommended  that 
Dr.  George  W.  Kosmak  be  included  as  a member. 

It  was  voted  that  the  recommendation  be  approved. 

Public  Relations. — Dr.  Winslow,  chairman,  re- 
ported that  during  the  past  month  the  Public  Rela- 
tions Bureau  took  steps  to  reactivate  the  full-scale 
field  program  that  had  been  halted  temporarily  dur- 
ing the  summer.  Mr.  Leech,  Mr.  Tracey,  and  Mr. 
Weinrich  returned  to  their  stations  and  resumed 
activities.  Coordination  of  the  field  program  was 
placed  in  charge  of  Mr.  Miebach,  while  Mr.  Walsh 
was  assigned  to  the  speakers  bureau  and  the 
Woman’s  Auxiliary. 

He  also  reported  on  the  various  activities  that 
took  place  during  the  month,  such  as  releases  on 
district  branch  meetings,  publicizing  an  article  in 
Look  magazine,  and  Dr.  Louis  H.  Bauer’s  speech  to 
the  National  Association  of  Retail  Druggists. 

Veterans  Administration,  Liaison  with. — Dr. 
Anderton  reported  that  the  contract  between 
Veterans  Medical  Care  Plan  of  New  York,  Inc.,  and 
the  U.  S.  Veterans  Administration  had  been  ex- 
tended for  a year  and  that  the  salaries  of  the  Co- 
ordinators had  been  reduced  one  quarter. 

Woman’s  Auxiliary. — Dr.  Beekman,  chairman, 
reported  as  follows:  As  the  National  Education 
Campaign  gains  momentum,  the  value  of  the  part 
our  woman’s  auxiliaries,  both  State  and  county,  are 
playing  in  relaying  the  medical  profession’s  message 
to  the  American  public  becomes  more  evident. 

Therefore,  it  is  recommended  that  the  Council 
authorize  the  Secretary  to  prepare  a letter  to  the 


presidents  of  the  county  medical  societies.  This 
letter  should  contain  the  suggestion  that,  wherever 
practical,  the  chairman  of  each  county  and  the 
State  public  relations  committees  extend  an  invita- 
tion to  the  chairman  of  the  respective  woman’s 
auxiliaries’  public  relations  committees  to  attend 
the  meetings  of  his  committee. 

Approval  was  voted. 

Workmen’s  Compensation. — Dr.  Kenney,  chair- 
man, reported  on  the  activities  of  the  Committee. 

New  Business 

Appointment  of  Committee  on  History  of  the 
Medical  Society  of  the  State  of  New  York. — Dr. 
Anderton  reported  as  follows:  A Special  Com- 
mittee on  the  History  of  the  Medical  Society  of  the 
State  of  New  York  has  been  previously  recom- 
mended and  has  been  considered  in  conference  by 
several  members.  Dr.  Redway  has  written  to  the 
President  suggesting  that  such  committee  consist  of 
Dr.  Fenwick  Beekman,  chairman,  Dr.  Nathan  B. 
Van  Etten,  Dr.  W.  P.  Anderton,  Dr.  Laurance  D. 
Redway,  and  Dr.  James  F.  Rooney,  with  Miss 
Dougherty  as  recorder. 

It  was  voted  that  the  Council  request  the  President 
to  appoint  this  committee. 

The  President  so  appointed. 

Judge  Proctor's  Charge  to  the  Jury  in  A.M.A. 
Case. — Judge  Proctor  states  in  simple  and  plain 
language  what  a membership  society  can  and  cannot 
do. 

It  was  voted  to  send  a letter  from  President  Master- 
son  to  the  president  and  secretary  of  each  county 
society  with  a copy  of  Judge  Proctor’s  charge  to  the 
jury  in  the  suit  of  the  Department  of  Justice 
against  the  Washington,  D.C.,  Medical  Society 
and  the  A.M.A.  some  years  ago. 

Political. — As  the  result  of  a memorandum  read 
by  Dr.  Anderton, 

It  was  voted  to  adhere  to  the  policy  that  the  Med- 
ical Society  of  the  State  of  New  York  does  not 
take  active  part  as  an  organization  in  any  political 
campaign. 


VITAMIN  B,*,  EXERCISES  AID  VICTIMS  OF  PERNICIOUS  ANEMIA 


Spinal  cord  degeneration,  which  is  one  of  the  most 
sinister  complications  of  pernicious  anemia,  can  be 
reversed  if  treatment  with  vitamin  B12  and  exercises 
is  begun  early  enough,  say  three  doctors  from  the 
Mayo  Clinic,  Rochester,  Minnesota. 

“Our  study  indicates  that  degeneration  of  the 
spinal  cord  associated  with  pernicious  anemia  is  re- 
versible if  intensive  treatment  is  instituted  early,” 
Drs.  Byron  E.  Hall,  Frank  H.  Krusen,  and  Henry 
W.  Woltman  write  in  the  September  24  J. A.M.A. 

“Early  diagnosis,  therefore,  is  essential,”  they 
add.  “Treatment  consists  of  administration  of 
vitamin  Bl2  and  daily  use  of  coordination  exercises. 


“The  simple  arrest  or  reversal  of  the  neuro- 
degenerative  changes  by  the  administration  of 
vitamin  B12  without  the  use  of  a well-directed  exer- 
cise program  will  not  accomplish  return  toward 
normal  coordination  and  function  of  the  extremities 
as  rapidly  as  when  the  exercises  are  added.  They 
start  with  the  patient  in  the  recumbent  position, 
become  gradually  more  complex,  and  progress  to 
exercises  given  in  the  sitting  and  finally  in  the  erect 
position.” 

The  doctors  base  their  conclusion  on  results  ob- 
tained in  treating  12  patients  for  degeneration  of 
the  spinal  cord  associated  with  pernicious  anemia. 


MEDICAL  NEWS 


First  War  Memorial  Scholarships  Awarded 


ASA  tribute  to  34  members  who  lost  their  lives 
while  serving  as  medical  officers  in  World 
War  II,  the  Medical  Society  of  the  State  of  New 
York  has  announced  through  its  War  Memorial 
Committee  the  award  of  the  first  of  a series  of 
scholarships  to  provide  for  the  education  of  their 
surviving  children. 

Ten  young  men  and  women,  most  of  them  now 
enrolled  in  schools  and  colleges,  were  the  first  to 
benefit  under  the  provisions  of  a War  Memorial 
Fund,  created  by  the  State  Society  by  a $12  special 
assessment  on  each  of  its  23,000  members.  There 
are  65  children  of  deceased  medical  officers  from 
New  York  State  eligible  to  benefit  under  the  Fund. 
More  than  5, 100  members  of  the  State  Society  were 
in  service  during  the  last  war. 

Dr.  James  F.  Rooney,  of  Albany,  chairman  of  the 
War  Memorial  Committee,  estimated  that  the 
Fund  will  continue  in  operation  until  1972,  and  will 
entail  a total  expenditure  up  to  $328,000.  He  said 
scholarships  will  be  awarded  annually  to  each 
eligible  survivor  upon  completion  of  his  or  her 
high-school  education,  if  he  or  she  pursues  a col- 
legiate or  postgraduate  professional  course,  up  to 
the  age  of  twenty-five. 


Recipients  of  the  first  awards  in  the  form  of 
checks  issued  by  Dr.  James  R.  Reuling,  of  Bayside, 
treasurer  of  the  State  Society,  were: 

John  R.  Benfield,  eighteen,  a student  at  Columbia 
College.  His  father,  Captain  Richard  Benfield, 
died  in  Calcutta,  India,  on  October  8,  1945.  His 
home  is  at  103  West  86th  Street,  New  York  City. 

Mary  Jean  Buckmaster,  twenty-two,  who  grad- 
uated this  year  from  the  University  of  Michigan. 
Her  father,  Major  De  Forest  Buckmaster,  died  at 
Walter  Reed  Hospital,  Washington,  on  February  3, 
1945.  Her  home  is  at  609  Spring  Street,  James- 
town. 

Franklin  Brown,  fourteen,  a student  at  St. 
George’s  School,  Middletown,  Rhode  Island.  His 
father,  Commander  Clyde  H.  Brown,  lost  his  life 
on  April  12,  1945,  at  Okinawa.  His  mother  is  Mrs. 
Clyde  H.  Brown,  of  33  Cranston  Avenue,  Newport, 
Rhode  Island. 

Lillian  M.  Haran,  nineteen,  a student  at  the  Uni- 
versity of  Miami,  at  Miami,  Florida.  Her  father, 
Captain  Patrick  S.  Haran,  died  at  Fort  Jay  Hospital 
on  December  15,  1944.  Her  home  is  at  846  Pros- 
pect Place,  Brooklyn. 

Arthur  E.  Lyons,  eighteen,  a student  at  Columbia 


Two  future  doctors  receive  War  Memorial  Scholarship  awards.  Left  to  right:  Dr.  James  R.  Reuling,  State  Society 
treasurer;  Dr.  John  J.  Masterson,  State  Society  president;  John  R.  Benfield,  New  York  City,  and  Arthur  E.  Lyons. 
Flushing,  both  students  at  Columbia  College. 
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College.  His  father,  Lt.  Commander  Alfred  L. 
Lyons,  lost  his  life  on  April  28,  1945,  on  a hospital 
ship  off  Okinawa.  His  home  is  at  164-03  Crocheron 
Avenue,  Flushing. 

Robert  J.  Milne,  nineteen,  attending  Hobart 
and  William  Smith  Colleges,  Geneva.  His  father, 
Major  E.  A.  Milne,  died  at  Strong  Memorial  Hos- 
pital, Rochester,  on  May  4,  1948.  His  home  is  at 
23  Wolcott  Street,  Le  Roy. 

Lawrence  G.  Sachs,  twenty-five,  who  finished 
third  year  law  school  at  Harvard  University  in 
May.  His  father,  Captain  Harold  M.  Sachs,  died 
at  home  on  October  7,  1943.  His  home  is  at  1648 
Madison  Street,  Brooklyn. 

Clifford  A.  Schmiesing,  eighteen,  a student  at 
Loyola  University,  Los  Angeles,  California.  His 
father,  Major  Clifford  A.  Schmiesing,  died  on 


January  21,  1944,  in  Algeria.  His  home  is  at  1117 
South  Wilton  Place,  Los  Angeles. 

Fay  M.  Stevens,  eighteen,  a student  at  Elmira 
College,  Elmira,  and  Charles  L.  Stevens,  twenty, 
enrolled  at  Pennsylvania  Military  College,  Chester, 
Pennsylvania.  Their  father,  Lt.  Commander 
Charles  L.  Stevens,  died  at  Pensacola  Naval  Hos- 
pital on  November  19,  1943.  Their  home  is  at  636 
West  Gray  Street,  Elmira. 

Some  of  the  students  received  retroactive  awards, 
due  to  the  fact  that  they  became  eligible  under  the 
provisions  of  the  War  Memorial  Fund  last  year. 

Members  of  the  War  Memorial  Committee,  of 
which  Dr.  Rooney  is  chairman,  are  Drs.  Edward 
R.  Cunniffe,  of  the  Bronx;  Maurice  J.  Dattelbaum, 
of  Brooklyn,  and  Fenwick  Beekman,  of  New  York 
City. 


MEDICALLY  SPEAKING— 


Electrical  Transcriptions — The  Bureau  of  Health 
Education  of  the  American  Medical  Association  has 
provided  an  excellent  series  of  electrical  transcrip- 
tions for  use  by  medical  societies  and  other  inter- 
ested groups.  These  should  be  extremely  valuable 
as  dramatic  presentations  by  radio  professionals 
derived  from  authentic  medical  sources  and  includ- 
ing a large  variety  of  subjects.  For  further  informa- 
tion address  the  Bureau  at  535  North  Dearborn 
Street,  Chicago  10,  Illinois. 

Mobile  Chest  X-ray  Unit — The  first  mobile  chest 
x-ray  unit  of  the  Bureau  of  Tuberculosis  of  the  New 
York  City  Department  of  Health  was  put  into  opera- 
tion at  Borough  Hall,  Brooklyn,  on  October  24. 
The  new  $25,000  mobile  x-ray  unit,  housed  in  a 27- 
foot  specially  designed  bus  with  a six-foot  trailer 
carrying  the  generator,  will  be  used  in  all  five  bor- 
oughs. 

“The  new  unit  will  take  the  x-ray  facilities  of  the 
Department  of  Health  into  even  the  remotest  sec- 
tions of  the  City,”  said  Dr.  Arthur  B.  Robins,  direc- 
tor of  the  Department’s  tuberculosis  bureau.  “This 
new  service  is  part  of  the  continuous  fight  the 
Department  of  Health  wages  against  tuberculosis,” 
he  explained.  “The  Bureau  of  Tuberculosis  has 
steadily  intensified  its  use  of  mass  x-ray  surveys  to 
discover  cases  of  tuberculosis  in  persons  who  do  not 
realize  they  have  the  disease.” 

Elect  District  Branch  Officers — Officers  for  the 
Second  and  Sixth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York  were  elected  at  the 
annual  meetings  of  the  groups,  held  recently. 

Meeting  October  19  in  Cortland,  the  Sixth  Dis- 
trict Branch  elected  the  following  officers,  to  serve 
for  two  years  beginning  at  the  adjournment  of  the 
1950  House  of  Delegates:  Dr.  Norman  C.  Lyster, 
Norwich,  president;  Dr.  Elton  R.  Dickson,  Bing- 
hamton, first  vice-preisdent;  Dr.  Gilbert  M.  Palen, 
Margaretville,  second  vice-president;  Dr.  James  L. 
Palmer,  Binghamton,  secretary,  and  Dr.  Robert 
H.  Kerr,  Cortland,  treasurer. 

At  its  meeting  October  26  in  Bronxville,  the 
Second  District  Branch  elected  the  following  officers 
for  the  remainder  of  the  current  year  and  until  the 
House  of  Delegates  adjourns  in  1951:  Dr.  Stephen 
R.  Monteith,  Nyack,  first  vice-president;  Dr. 
Austin  B.  Johnson,  Cedarhurst,  second  vice-presi- 
dent; Dr.  John  F.  Rogers,  Poughkeepsie,  secretary, 
and  Dr.  Reid  R.  Heffner,  New  Rochelle,  treasurer. 


Dr.  Charles  C.  Murphy,  Amityville,  continues  as 
president.  Next  year  this  branch  will  elect  all 
their  officers  for  the  two  ensuing  years. 

Postgraduate  Instruction — On  Monday,  Decem- 
ber 19,  a program  of  postgraduate  instruction  will  be 
given  for  the  Geneva  Academy  of  Medicine  at  the 
Bellhurst, Geneva, at8:30p.M.  Dr. Foster  Kennedy, 
professor  of  clinical  medicine  (neurology),  Cornell 
University  Medical  College,  will  speak  on  “Psychiat- 
ric and  Neurologic  Problems  in  General  Practice.” 
The  program  has  been  arranged  by  the  Council 
Committee  on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York  with  the 
cooperation  of  the  New  York  State  Department  of 
Health. 

Course  in  Psychiatry — A course  in  “Psychiatry  in 
General  Medicine”  will  be  given  at  the  Mount  Sinai 
Hospital,  New  York  City,  in  affiliation  with  Colum- 
bia University,  on  Tuesday  mornings,  from  9 a.m. 
to  12  noon,  from  January  3 to  May  16,  1950,  in- 
clusive. The  course  is  designed  for  the  general  prac- 
titioner with  particular  reference  to  the  type  of 
neuropsychiatric  problems  in  general  hospital  and 
medical  practice.  Application  may  be  made  to  the 
Registrar  for  Medical  Instruction,  Mount  Sinai 
Hospital,  Fifth  Avenue  and  100th  Street,  New  York 
29,  New  York. 

To  Give  Lecture — The  sixteenth  Walter  M. 
Brickner  Lecture  will  be  given  at  the  Hospital  for 
Joint  Diseases,  New  York  City,  by  Dr.  Ephraim 
Shorr,  associate  professor  of  medicine,  Cornell 
University  Medical  College,  on  Tuesday,  December 
27,  at  8:30  p.m.  The  subject  of  the  lecture  will  be, 
“Some  Aspects  of  Skeletal  Metabolism  and  Renal 
Calculus  Formation.” 

Military  Surgeons  to  Meet — A joint  meeting  of 
the  Metropolitan  New  York  Chapter,  Association  of 
Military  Surgeons,  and  the  New  York  Academy  of 
Medicine  will  be  held  Friday  night,  January  6,  1950, 
at  8:30  p.m.  at  the  New  York  Academy  of  Medicine, 
New  York  City.  Chairman  of  the  meeting  will  be 
Dr.  Harold  R.  Merwarth,  president  of  the  Metro- 
politan Chapter.  The  program  will  include  the 
following:  “Civilian  Health,  a Joint  Responsibility,” 
Dr.  Warren  P.  Dearing,  deputy  surgeon  general, 
U.  S.  Public  Health  Service,  and  “Recent  Advances 
in  Electronic  Microscopy,  Dr.  Ralph  Wykoff,  scien- 
tist director,  National  Institutes  of  Health,  U.S. 
Public  Health  Service,  Bethesda,  Maryland. 
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Health,  function  of,  2389 

Biopsy  of  the  liver,  needle,  in  alcoholic  patients,  2677 
Biopsy,  sponge,  for  cancer  diagnosis  in  office  practice,  2687 
Brenner  Tumor  (Kushner),  1573 

Brucellosis,  chronic,  complicated  by  severe  pancytopenia, 
2181 

Cancer  and  Cardiovascular  Diseases  (Foldes),  2563 
Cancer 

diagnosis  in  office  practice,  sponge  biopsy  for,  2687 
metastatic,  localization  of,  by  trauma,  1839 
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prevention  and  detection  centers,  1944 
see  also:  Carcinoma 

Capillary  fragility,  hesperidin-C  and,  1823 
Carcinoma 

of  the  esophagus,  esophagogastrostomy  for,  2559 

of  the  lower  portion  of  the  colon  and  rectum,  selection  of 

operation  for,  2919 

of  the  skin  and  lips  [Symposium:  Precancerous  and 

Cancerous  Dermatoses  of  the  Skin],  1659 
Cardiovascular  diseases,  cancer  and,  2563 
Case  of  Acute  BAL  Toxicity  During  Treatment  of  Gold 
Glossitis  (Zarowitz  and  Nelson),  1965 
Catheterization,  cardiac,  and  angiocardiography  in  diagnosis 
of  congenital  cardiac  lesions  [Symposium:  Surgical  Treat- 
ment of  Heart  Disease],  1713 

Catheter  Found  in  Peritoneal  Cavity  Following  Abortion 
(Ficarra),  2847 

Caudal  anesthesia,  continuous,  in  obstetrics  [Panel  Discus- 
sion: Obstetric  Anesthesia],  1531 
Cecostomy  in  Large  Bowel  Obstruction  Associated  with 
Megacecum  (Ficarra),  2191 

Central  Placenta  Previa  with  Missed  Labor  (Bird  and 
Nemser),  1835 

Cerebral  Apoplexy:  Mechanism  and  Differential  Diagnosis 
(Zimmerman),  2153 

Cerebral  Edema  Complicating  Active  Rheumatic  Heart 
Disease  in  a Child  (Kowaloff),  2183 
Cerebral  Palsies:  Their  Diagnosis,  Classification,  and  Treat- 
ment (Dugan),  2535 
Cerebral  palsy,  problem  of,  2793 

Cerebrospinal  Fluid  Examination  in  Diagonisis  of  Multiple 
Sclerosis  (von  Storch,  Harris,  and  Layer),  2145 
Cesarean  section,  extraperitoneal,  2295 

Chest  x-ray  survey  [Symposium:  Methods  of  Tuberculosis 
Case-Finding  in  the  Community],  2775 
Chest  x-ray  survey,  Niagara  Falls  [Symposium:  Methods  of 
Tuberculosis  Case-Finding  in  the  Community],  2779,  2783 
Children,  management  of  ear  problems  in,  2825 
Chronic  Thyrotoxic  Myopathy  (Rinzler  and  Marder),  2573 
Chronic  Brucellosis  Complicated  by  Severe  Pancytopenia 
(Mishkin),  2181 

Clinical  Aspects  of  Congenital  Cardiac  Lesions  Amenable  to 
Surgical  Therapy  [Symposium:  Surgical  Treatment  of 

Heart  Disease]  (Baldwin),  1707 
Clinical  Evaluation  of  Ethinyl  Estradiol  in  the  Menopause 
(Dubrow,  Poole,  and  Walter),  1828 
Clinieopathologic  Conferences,  2566 
Colitis 

segmental,  associated  with  rheumatic  fever,  1702 

ulcerative,  1782 

see  also:  Ulcerative  Colitis 

Colle3’  fracture,  comminuted,  treatment  by  ulnar  styloid 
resection,  2540 

Colon  and  rectum,  lower  portion  of,  selection  of  operation 
for  carcinoma  of,  2919 
Colonic  Dysfunction  (Jordan),  1802 

Colon,  review  of,  for  years  1947-1948  at  Binghamton  City 
Hospital,  1821 

Comminuted  Colles’  fracture,  treatment  by  ulnar  styloid 
resection,  2540 

Commission  for  the  Blind  of  the  State  Department  of  Social 
Welfare,  functions  of,  2389 

Comparison  Between  Various  Forms  of  Psychosurgery 
[Symposium:  Psychosurgery]  (Mettler),  2283 
Complete  Versus  Supravaginal  Hysterectomy  (Irons),  1951 
Congenital  Atresia  of  the  Small  Intestine  (Cantor),  2439 
Congenital  cardiac  lesions  amenable  to  surgical  therapy 
[Symposium:  Surgical  Treatment  of  Heart  Disease],  1707 
Continuous  Caudal  Anesthesia  in  Obstetrics  [Panel  Discus- 
sion: Obstetric  Anesthesia]  (Herzlich),  1531 
Convulsive  Reaction  Pattern  (Simons),  2074 
Coronary  artery  disease,  Master  "2-step”  exercise  test  in  the 
differential  diagnosis  of,  2843 

Correction  of  Deformities  of  the  Nose  Associated  with  Nasal 
Obstruction  (Whitham),  2413 
Counterimmunization,  Rh,  2299 

County  society  members,  role  of,  in  medical  legislation,  2704 
Coxitis  due  to  Escherichia  Coli  (Petersen),  2835 
Critical  Appraisal  of  Spinal  Analgesia  and  Anesthesia  for 
Obstetrics  [Panel  Discussion:  Obstetric  Anesthesia] 

(Greene),  1527 

Curettage,  unusual  sequel  to,  in  the  puerperal  uterus,  2441 
Cutaneous  Leishmaniasis — Report  of  a Case  and  Summary  of 
the  Newer  Concepts  (Winer),  1671 

Deafness  as  It  Occurs  in  Various  Age  Groups  (Nash),  2409 
Death  in  a Case  of  Bronchial  Asthma  Treated  Successively 
with  Intravenous  Procaine  and  Sodium  Amytal  (Gelfand, 
Mufson,  and  Richman),  2841 

Death,  relative  importance  of  leading  causes  of,  in  New  York 
City,  2956 

Defects  in  the  Visual  Fields  Resulting  from  Increased  Intra- 
cranial Pressure  (Rucker),  2417 
Deformities  of  the  nose  associated  with  nasal  obstruction, 
correction  of,  2413 

Diabetes  Control  in  the  Public  Health  Program  (Wilkerson), 
2945 


Diabetes  mellitus,  vascular  degeneration  in,  2055 
Diabetic  crisis,  pregnancy  complicated  by,  2699 
Diagnosis  of  malignant  cells  in  serous  fluids,  sputa,  and  bron- 
chial secretions,  review  of,  2673 
Diaphragmatic  Hernia  Through  the  Foramen  of  Morgagni 
(Johnson),  1842 

Diarrhea  of  the  Newborn  (Trussell),  2789 
Dicumarol,  use  of,  in  acute  myocardial  infarction,  2694 
Diodrast  reactions,  failure  of  antihistaminic  drugs  to  inhibit, 
2556 

Diphtheria  Immunity  in  High  School  Seniors  (Lane  and 
Holla),  2548 

Discussion  of  Cancer  Prevention  and  Detection  Centers 
(Goldman),  1944 

Discussion  of  the  Various  Surgical  Procedures  Employed  in 
the  Management  of  Portal  Hypertension  (Lord),  2064 
Dissecting  (Intramural)  Diverticulitis  (Cohen),  2661 
Diuretics,  mercurial,  untoward  effects  of,  2429 
Diuretics,  organic  mercurial,  toxic  nephrosis  from,  2319 
Diverticulitis,  dissecting  (intramural),  2661 
Diverticulum,  Meckel’s,  2309 

Early  Recognition  of  Possibly  Dangerous  Nevi  (Moles)  and 
the  Best  Procedure  to  Avoid  Development  of  Malignant 
Melanomas  (Nevocarcinoma)  [Symposium:  Precancerous 
and  Cancerous  Dermatoses  of  the  Skin]  (Traub),  1661 
Ear  problems,  management  of,  in  children,  2825 
Eclampsia,  acute  hemolytic  crisis  complicating,  2442 
Ectopic  Pregnancy  with  a Study  of  an  Associated  Clinical 
Syndrome  (Ingraham,  Gardner,  and  Witkin),  1562 
Electrocardiographic  Changes  in  Malaria  (Greenfield),  2839 
Electrophoresis,  administration  of  curare  by,  1569 
Electrosurgical  snare,  sigmoidorectal,  2311 
Erythroblastosis  Fetalis  due  to  Blood  Group  A-B-0  Incom- 
patibility (Tisdall  and  Hartnett),  1699 
Erythrocyte  regeneration  in  pernicious  anemia,  2158 
Encephalitis  in  Children  with  Electroencephalographic 
Changes  (Shinners,  Krauss,  and  Rochester),  2140 
Endocarditis,  bacterial,  penicillin  prophylaxis  of,  1693 
Endometriosis  of  the  Sigmoid  (Berlin  and  Finestone),  2081 
Escherichia  coli,  coxitis  due  to,  2835 

Esophagus,  carcinoma  of  the,  esophagogastrostomy,  2559 
Esophagogastrostomy,  high  cervical,  for  carcinoma  of  the 
cervical  esophagus,  2559 
Ethinyl  estradiol  in  the  menopause,  1828 
Etiology  and  Treatment  of  Pancreatitis  (Doubilet  and 
Mulholland),  2938 

Etiology  of  Poliomyelitis  (Dalldorf),  2053 
Exercise  test,  Master  “2-step”,  in  the  differential  diagnosis  of 
coronary  artery  disease,  2843 

Experiences  with  Anticoagulant  Therapy  (Boiler,  Quigley, 
Tarpey,  and  Harris),  1687 

Experience  with  the  Barton  Forceps  in  a Small  Urban  Hos- 
pital (Barton),  1825 

Extraperitoneal  Cesarean  Section:  Is  There  Still  a Need  for 
It?  (Nelms),  2295 

Extrinsic  disease,  genitourinary  symptoms  due  to,  2953 

Failure  of  Antihistaminic  Drugs  to  Inhibit  Diodrast  Reactions 
(Crepea,  Allanson,  and  DeLambre),  2556 
Failures  in  Retinal  Detachment  Surgery  (Koenig),  2405 
Femoral  neck  fracture,  ununited,  method  of  fixation  for,  1963 
Femur,  fractures  of,  in  children,  2541 
Fetal  risk,  trend  toward  reduction  of,  in  obstetrics,  2070 
Five-Day  Ambulatory  Penicillin  Therapy  of  Early  Syphilis 
(Rausch),  1668 

Fixation  of  ununited  femoral  neck  fracture,  1963 
Foreign  Body  (Needle)  in  Heart  (Friedlander,  Brodman,  and 
Smith),  1837 

Fractures  of  the  Femur  in  Children  (Potts  and  Dunham), 
2541 

Frontal  lobotomy,  successes  and  failures  following  [Sym- 
posium: Psychosurgery],  2263 
Fulminating  Meningococcemia  (Waterhouse-Friderichsen 
Syndrome)  with  Recovery  (Brand),  2837 
Functions  of  the  Commission  for  the  Blind  of  the  State 
Department  of  Social  Welfare  (Gillette),  2389 
Fungous  Infections  of  the  Skin  and  Scalp:  A New  Approach 
to  Their  Treatment  (Reiss  and  Dougherty),  1939 
Furacin,  sensitivity  to,  2325 

Gangrene  of  Entire  Large  Bowel  to  Distal  Sigmoid  Following 
Volvulus  of  Hepatic  Flexure  (Avitabile  and  Fiorentino), 
2321 

Gastrectomy,  pernicious  anemia  following,  2437 
Gastric  Malignancy  (Morton),  2915 

Gastric  Resection  for  Peptic  Ulcer  in  Poor-risk  Patients 
(Stewart,  Hale,  and  Hix),  2911 
Gastroenteritis  in  Man  due  to  a Filtrable  Agent  (Gordon, 
Ingraham,  Korns,  and  Trussed),  1918 
Genitourinary  Symptoms  due  to  Extrinsio  Disease  (Ken- 
nedy), 2953 

Glossitis,  gold,  acute  BAL  toxicity  during  treatment  of,  1965 
Granuloma  inguinale  treated  with  aureomycin,  1911 
Granulosa  cell  tumors  of  the  ovary,  spontaneous  rupture  of, 
2305 
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Hay  Fever  as  a Public  Health  Problem  (Lazarowitz),  1960 
Hemolytic  crisis,  eclampsia  complicating,  2442 
Hemopneumothorax,  spontaneous,  2185 
Hemorrhage:  see  Postpartum  Hemorrhage 
Hemorrhoidectomy,  spontaneous  rupture  of  a varix  of  the 
internal  jugular  vein  following,  2435 
Hematologic  Disorders  (Allen),  1956 
Hematoma  of  the  Umbilical  Cord  (Schwartz),  1575 
Hernia,  diaphragmatic,  through  foramen  of  morgagni,  1842 
Hesperidin-C  and  Capillary  Fragility  (Loughlin),  1823 
High  Cervical  Esophagogastrostomy  for  Carcinoma  of  the 
Cervical  Esophagus  Extending  into  the  Superior  Medias- 
tinum: Value  of  a Right-sided  Thoracoabdominal  Ap- 

proach (Lord  and  Localio),  2559 
House  of  Delegates  (Andresen),  1968 
Hydronephrosis  Revealed  by  Trauma  (Baretz),  2445 
Hypertension,  portal,  surgical  procedures  employed  in  the 
management  of,  2064 
Hysterectomy 

complete  versus  supravaginal,  1951 
postpartum  hemorrhage  necessitating,  2323 

Ileitis:  see  Regional  Ileitis 
Ileojejunitis  (Crohn),  1808 

Immunity,  diphtheria,  in  high  school  seniors,  2548 
Incidence  of  Valvular  Heart  Disease  in  People  over  Fifty  and 
Penicillin  Prophylaxis  of  Bacterial  Endocarditis  (Lichtman 
and  Master),  1693 

Indications  for  Operation  in  Patent  Ductus  Arteriosus  (With 
Special  Reference  to  Adults)  {Symposium:  Surgical  Treat- 
ment of  Heart  Disease]  (Touroff),  1722 
Inhalation  Anesthesia  in  Obstetrics  [Panel  Discussion: 
Obstetric  Anesthesia]  (Jahraus),  1535 
Injuries  to  Major  Arteries  and  Their  Treatment  (Linton), 
2039 

Intern  and  residency  training,  suggestions  to  improve,  and  to 
facilitate  intern  placement  by  rearrangement  of  schedule, 
2960 

Intestinal  obstruction  in  infancy,  1691 

Intracranial  pressure,  increased,  defects  in  the  visual  fields 
resulting  from,  2417 

Laryngeal  edema,  acute,  in  nephritis,  2188 
Lateral  sclerosis,  amyotrophic,  rectal  administration  of 
tolserol  in,  2190 

Legislation,  medical,  role  of  county  society  members  in,  2704 
Leishmaniasis,  cutaneous,  1671 
Lipomatosis,  renal,  2924 

Liver,  needle  biopsy  of,  in  alcoholic  patients,  2677 
Lobotomy,  frontal,  successes  and  failures  following  [Sym- 
posium: Psychosurgery],  2263 
Localization  of  Metastatic  Cancer  by  Trauma  (Pack  and 
Booher),  1839 

Lymphogranuloma  venereum,  anorectogenital,  treated  with 
aureomycin,  1911 

Malaria,  electrocardiographic  changes  in,  2839 
Malignancy,  gastric,  2915 

Malignant  cells,  diagnosis  of,  in  serous  fluids,  sputa,  and 
bronchial  secretions,  2673 

Management  of  Ear  Problems  in  Children  (Jones),  2825 
Management  of  the  Symptom  Complex  in  Acute  Poliomyelitis 
(Smith,  Graubard,  and  Rosenblatt),  2655 
Mass  Chest  X-ray  Survey  [Symposium:  Methods  of  Tuber- 
culosis Case-Finding  in  the  Community]  (Schuck  and 
Ames),  2775 

Massive  Intestinal  Resection  for  Regional  Ileitis  (Weinstein 
and  Roberts),  2577 

Master  “2-Step”  Exercise  Test  in  the  Differential  Diagnosis  of 
Coronary  Artery  Disease  (Storch,  Pordy,  and  Kolker),  2843 
Maternal  deaths  in  New  York  City  in  1947,  study  of,  1676 
Meckel’s  Diverticulum  (Hyman  and  Gumport),  2309 
Mediastinal  Cystic  Necrosis  of  the  Aorta  and  Dissecting 
Aneurysm  with  Rupture  into  Pericardial  Sac  (Bellevue), 
2566 

Megacecum,  large  bowel  obstruction  associated  with,  2191 
Melanomas,  malignant,  best  procedure  to  avoid  development 
of  [Symposium:  Precancerous  and  Cancerous  Dermatoses 
of  the  Skin],  1661 

Meningococcemia,  fulminating,  with  recovery,  2837 
Menopausal  Syndrome  (Hock),  2078 
Menopause,  ethinyl  estradiol  in,  1828 

Mesencephalothalamotomy,  thalamotomy  and  [Symposium: 
Psychosurgery],  2275 

Metabolic  Aspects  of  Vascular  Degeneration  in  Diabetes 
Mellitus  (Anderson),  2055 
Methemoglobinemia,  well  water,  2576 

Method  of  Fixation  for  Ununited  Femoral  Neck  Fracture 
(Lusskin  and  Freund),  1963 
Methylguanidine,  blood,  in  p liomyelitis,  1685 
Migraine  Headache  Treated  Successfully  by  Head- Traction 
Manipulation  and  Thiamin  Chloride  (Braaf),  1812 
Migraine  Problem  (Friedman),  1831 

Mortality,  neonatal,  pediatric  suggestions  to  reduce,  2829 
Multiple  Sclerosis 

cerebrospinal  fluid  examination  in,  2145 
diagnosis  of,  2425 


Myocardial  Infarction 

in  a sixteen-year-old  boy,  2845 
use  of  Dicumarol  in,  2694 
Myopathy,  chronic  thyrotoxic,  2573 

Nasal  obstruction,  correction  of  deformities  of  the  nose 
associated  with,  2413 

National  Hospital  for  Speech  Disorders,  Postlaryngectomy 
Clinic  of,  2398 

Necrosis  of  the  aorta,  mediastinal  cystic,  and  dissecting 
aneurysm  with  rupture  into  the  pericardial  sac,  2566 
Needle  Biopsy  of  the  Liver  in  Alcoholic  Patients  (Sanes, 
Bahn,  Chappie,  and  Chassin),  2677 
Neonatal  mortality,  pediatric  suggestions  to  reduce,  2829 
Nephritis,  acute  laryngeal  edema  in,  2188 
Nephrosis,  toxic,  from  organic  mercurial  diuretics,  2319 
Neuritis  and  Neuronapathy  in  Industrial  Medicine  (Perkins), 
2149 

Neuronapathy,  neuritis  and,  in  industrial  medicine,  2149 
Neuropsychiatric  Diagnosis  (Bigelowl,  2172 
Nevi,  early  recognition  of  possibly  dangerous  [Symposium: 
Precancerous  and  Cancerous  Dermatoses  of  the  Skin],  1661 
Newborn,  diarrhea  of  the,  2789 

Niagara  Falls  Mass  Chest  X-ray  Survey — Community  Or- 
ganization [Symposium:  Methods  of  Tuberculosis  Case- 
Finding  in  the  Community]  (Campbell,  Siegal,  and  Wirth), 
2779 

Niagara  Falls  Mass  Chest  X-ray  Survey — Procedures  and 
Results  [Symposium:  Methods  of  Tuberculosis  Case- 

Finding  in  the  Community]  (Siegal,  Wirth,  and  Campbell), 
2783 


Obstetrician's  View  of  Modern  Anesthesia  [Panel  Discussion: 
Obstetric  Anesthesia]  (Siegler),  1538 
Obstetrics:  see  Panel  Discussion:  Obstetric  Anesthesia 
Obstructs  n,  intestinal,  in  infancy,  1691 
Old  Age  (Klumpp),  1929 
Omentum,  torsion  of,  1571 

On  the  Diagnosis  of  Multiple  Sclerosis  (Kennedy),  2425 
Orthopedic  X-ray  Problems  in  Children  (Scatchard),  2545 
Our  Common  Goal:  The  Health  of  the  Public  (Masterson), 
1845 

Ovarian  Malignancy  in  a Young  Girl  (Goodfriend  and 
Caruso),  2178 

Ovary,  granulosa  cell  tumors  of,  spontaneous  rupture  of,  2305 
Ovulation,  human,  open-scale  thermometer  for  timing,  2554 

Pain,  chronic  intractable,  surgical  treatment  of,  1681 
Palsy:  see  Cerebral  Palsy 
Pancreatitis,  etiology  and  treatment,  2938 
Pancytopenia,  chronic  brucellosis  complicated  by,  2181 
Panel  Discussion:  Obstetric  Anesthesia,  1527,  1531,  1535, 
1538 

Paralysis  agitans,  treatment  of,  with  Thephorin,  1817 
Parotid  gland,  primary  tuberculosis  of,  treated  with  strep- 
tomycin, 2703 

Patent  ductus  arteriosus,  indications  for  operation  in  [Sym- 
posium: Surgical  Treatment  of  Heart  Disease],  1722 
Pediatric  Suggestions  to  Reduce  Neonatal  Mortality 
(Weichsel  and  Lapin),  2829 
Penicillin 

in  early  latent  syphilis  and  syphilis  in  pregnancy,  1829 
prophylaxis  of  bacterial  endocarditis,  1693 
uses  and  abuses  of,  2059 

Penicillin  in  Cardiovascular  Syphilis  (Russek,  Nicholson,  and  I 
Zohman),  2176 

Pentothal,  quantitative  pharmacologic  studies  with,  1546 
Peptic  ulcer,  gastric  resection  for,  in  poor-risk  patients,  2911  I 
Peptic  Ulcer  Problem  (Andresen),  2811 

Peripheral  vascular  disease,  arteriosclerotic  heart  and,  vita-  I 
min  E in,  2422 
Pernicious  Anemia 

erythrocyte  regeneration  in,  2158 
following  gastrectomy,  2437 
vitamin  B12  effective  in,  2570 

Pernicious  Anemia  Following  Gastrectomy  (Beebe  and  I 
Meneely),  2437 

Physical  therapy  in  industrial  medicine  and  surgery,  uses  and  J 
abuses  of,  1934 

Placental  Stage  and  Postpartum  Hemorrhage  (Dieckmann 
Seski,  McCartney,  and  Smitter),  2287 
Placenta  previa,  central,  with  missed  labor,  1835 
Pneumonia,  virus,  aureomycin  in  the  treatment  of,  2701 
Poliomyelitis 
etiology  of,  2053 

management  of  symptom  complex  in,  2655 
significance  of  blood  methylguanidine  in,  1685 
Poliomyelitis  at  Meadowbrook  Hospital,  1948  (Robertson),  I 

2550 

Poor-risk  patients,  gastric  resection  for  peptic  ulcer  in,  2911 
Postcholecystectomy  syndrome,  relation  of,  to  psychosomatic  I 
medicine  and  latent  subclinical  forms  of  clinical  disease,  ^ 
2833 

Postlaryngectomy  Clinic  of  the  National  Hospital  for  Speech 
Disorders:  A Statistical  Study  of  300  Patients  (Greene),  1 
2398 
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Postpartum  Hemorrhage  Necessitating  Immediate  Hysterec- 
tomy (Keenan  and  Lewis),  2323 
Postpartum  hemorrhage,  placental  stage  and,  2287 
Postphlebitic  syndrome,  1923 

Post-thrombotic  syndrome,  use  of  sympathectomy  in,  2161 
Post-traumatic  Painful  Disabling  Syndromes  with  Associated 
Vasomotor  Imbalance  (Smith wick),  2049 
Practical  Open-Scale  Thermometer  for  Timing 
Human  Ovulation  (Keefe),  2554 
Precancerous  Lesions  of  the  Skin  (Symposium:  Precancerous 
and  Cancerous  Dermatoses  of  the  Skin]  (Andrews  and 
Post),  1655 
Pregnancy 
ectopic,  1562 

syphilis  in,  penicillin  in  treatment  of,  1829 
Pregnancy  Complicated  by  Acute  Diabetic  Crisis  (Markell), 
2699 

Present  Status  of  Kh  Counterimmunization  (Gwynn),  2299 
President's  Address — Annual  Meeting,  1949  (Simpson),  1578 
Primary  Tuberculosis  of  the  Cervix  Treated  with  Streptomy- 
cin (Michaelson  and  Murray),  2433 
Primary  Tuberculosis  of  the  Parotid  Gland  Treated  with 
Streptomycin  (Hersh),  2703 

Problem  of  Cerebral  Palsy  (Levin,  Brightman,  and  Burtt), 
2793 

Problem  of  Plantar  Radiodermatitis  [Symposium:  Pre- 

cancerous and  Cancerous  Dermatoses  of  the  Skin]  (Mont- 
gomery, Montgomery,  and  Montgomery),  1664 
Prophylactic  and  Therapeutic  Indications  for  Tracheotomy 
During  Surgical  Intervention  (Friscia  and  Bishop),  1550 
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Practical  Methods  in  Biochemistry  (Koch  and  Hanke), 
1600 
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Riley,  Gardner  M.:  Essentials  of  Gynecologic  Endo- 
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Therapeutisches  Taschenbuch  fur  Arzte  und  Studierende 
(Ruepp,  ed.),  1610 

Thomson,  David,  and  Thomson,  Robert:  Oral  Vaccines 
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Turner,  C.  Donnell:  General  Endocrinology,  1604 
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Students  (Marshall),  2724 

Venous  Thrombosis  and  Pulmonary  Embolism  (Neuhof), 
1600 
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Which  do  you  prescribe? 


* fife*' 


O i1' 


8 GRAMS 
Ammonium  Chloride 

ore  indicated 


WHICH  WOULD  YOUR 
PATIENT  PREFER? 


AMCHLOR 

( BREWER ) 

ONE  GRAM  ENTERIC 
COATED  TABLET  OF 
AMMONIUM  CHLORIDE 


TOTAL 
8 Gm. 


TOTAL 
8 Gm. 


Sample  and  Literature  on  request 


BREWER  & COMPANY/  INC 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 


Officers — County  Medical  Societies — 1949 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Slings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga. . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 

Richmond 

Rockland 

St.  Lawrence . 

Saratoga 

Schenectady. . 
Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington . . 

Wayne 

Westchester. . 
Wyoming 
Yates 


TOTAL  MEMBERSHIP  AS  OF  DECEMBER  15,  1949—22,482 


President 

E.  S.  Goodwin Albany 

R.  0.  Hitchcock Alfred 

Henry  J.  Barrow Bronx 

L.  J.  Flanagan . . . Binghamton 

N.  P.  Johnson Olean 

C.  T.  Yarington Moravia 

W.  L.  King Jamestown 

M.  F.  Butler Elmira 

Newton  Brachin Greene 

Aaron  Davis Mooers 

R.  D.  Shaw Stottville 

R.  H.  Kerr Cortland 

G.  M.  Palen ....  Margaretville 

C.  A.  Crispell. . .Poughkeepsie 

Roy  L.  Scott Buffalo 

T.  J.  Cummins Mineville 

C.  R.  Morse Tupper  Lake 

H.  C.  Hagaman . . . Gloversville 

S.  J.  Gerace Batavia 

M.  Viviano Tannersville 

Nicholas  D.  Till ....  Dolgeville 
W.  F.  Smith Watertown 

I.  E.  Siris Brooklyn 

Elbert  Dalton. . . .Beaver  Falls 

G.  E.  Lynch Avon 

L.  S.  Preston Oneida 

J.  J.  Finigan Rochester 

R.  R.  Yiolyn Amsterdam 

Walter  C.  Freese Baldwin 

John  J.  H.  Keating.  .New  York 

J.  A.  D’Errico.  .Niagara  Falls 

W.  C.  Schintzius Boonville 

L.  W.  Ehegartner Syracuse 

R.  E.  Doran Geneva 

Arnold  Messing Newburgh 

A.  F.  Leone Medina 

E.  J.  Dillon Phoenix 

J.  W.  Latcher Oneonta 

Ralph  M.  Hall. . . .Cold  Spring 
Arthur  Fischl . Long  Island  City 

F.  T.  Cavanaugh Troy 

Oscar  M.  Race.  .Staten  Island 

John  Rooney,  Jr Nyack 

R.  V.  Persson. . .Newton  Falls 

R.  S.  Hayden Saratoga 

S.  F.  MacMillan . . Schenectady 

J.  H.  Wadsworth . . . Cobleskill 
Joseph Y.  Roberts  Watkins  Glen 

E.  J.  Bove Seneca  Falls 

C.  E.  Patti Homell 

W.  C.  Carhart East  Islip 

R.  S.  Breakey Monticello 

A.  J.  Capron Owego 

C.  S.  Wallace Ithaca 

K.  H.  LeFevre Kingston 

Saul  Yafa Glens  Falls 

Joseph  Feingold.Fort  Edward 

J.  H.  Arseneau Lyons 

Waring  Willis Bronxville 

Bruno  J.  Tryka Perry 

R.  F.  Lewis Penn  Yan 


Secretary 

A.  Vander  Veer Albany 

H.  G.  Chamberlin Cuba 

G.  B.  Gilmore Bronx 

R.  S.  McKeeby. . .Binghamton 

W.  B.  Arthurs Olean 

J.  D.  Hammond Auburn 

Edgar  Bieber Dunkirk 

J.  J.  McConnell Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

E.  F.  Higgins Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

M.  J.  Kazmierczak ....  Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

R.  C.  Warner Gloversville 

C.  C.  Koester Batavia 

W.  M.  Rapp Catskill 

R.  C.  Ashley Little  Falls 

C.  A.  Prudhon Watertown 

C.  H.  Loughran Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend Dansville 

F.  0.  Pfaff Oneida 

J.  A.  Lane Rochester 

J.  M.  Rupsis Amsterdam 

I.  Drabkin . . . Rockville  Centre 

B.  W.  Hamilton New  York 

C.  M.  Dake Niagara  Falls 

D.  H.  MacFarland Utica 

I.  L.  Ershler Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine ....  Oneonta 

F.  J.  A.  Lehr Carmel 

W.  Benenson Flushing 

H.  F.  Albrecht Troy 

L.  E.  Viola Staten  Island 

R.  L.  Yeager Pomona 

W.  R.  Carson Potsdam 

M.  J.  Magovem Saratoga 

R.  E.  Isabella Schenectady 

D.  R.  Lyon Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

E.  P.  Kolb Holtsville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

F.  H.  Voss Phoenicia 

A.  C.  Davis Glens  Falls 

D.  M.  Vickers Cambridge 

I.  M.  Derby Newark 

M.  M.  Loder Rye 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  Yan 


Treasurer 

F.  E.  Vosburgh Albany 

Loren  P.  Bly Cuba 

C.  W.  Frank Bronx 

J.  W.  Kane Binghamton 

G.  C.  Cash Olean 

L.  H.  Rothschild Auburn 

C.  E.  Hallenbeck Dunkirk 

J.  A.  Mark Elmira 

N.  C.  Lyster Norwich 

K.  M.  Clough Plattsburg 

L.  J.  Early Hudson 

F.  F.  Somberger Cortland 

S.  G.  Edgerton Delhi 

J.  F.  Rogers Poughkeepsie 

W.  S.  Walls Buffalo 

J.  E.  Glavin Port  Henry 

D.  H.  Van  Dyke Malone 

W.  H.  Raymond . . . Johnstown 
C.  C.  Koester Batavia 

M.  H.  Atkinson Catskill 

R.  C.  Ashley Little  Falls 

L.  E.  Henderson. . .Watertown 

H.  Mandelbaum Brooklyn 

G.  J.  Bach Croghan 

A.  J.  Townsend  ....  Dansville 

J.  F.  Rommel Oneida 

R.  E.  Delbridge Rochester 

Harry  Lebman ....  Amsterdam 

I.  Drabkin . . . Rockville  Centre 

C.  W.  Cutler New  York 

F.  A.  Lowe Niagara  Falls 

R.  C.  Hall Utica 

A.  C.  Hofmann Syracuse 

C.  B.  Smith Victor 

E.  C.  Waterbury. . .Newburgh 

J.  G.  Parke Albion 

D.  C.  Mead Fulton 

J.  M.  Constantine. . . .Oneonta 

G.  H.  Steacy Mahopac 

C.  Krenz ....  Long  Island  City 

H.  C.  Engster Troy 

A.  Leikensohn. . .Staten  Island 

M.  R.  Hopper Nyack 

L.  T.  McNulty Potsdam 

J.  M.  Lebowich Saratoga 

H.  Miller Schenectady 

D.  L.  Best Middleburg 

C.  W.  Schmidt.  .Montour  Falls 

Bruno  Riemer Romulus 

R.  J.  Shafer Coming 

W.  H.  Eller Sayville 

D.  S.  Payne Liberty 

I.  N.  Peterson Owego 

R.  Douglass Ithaca 

H.  B.  Johnson Kingston 

A.  C.  Davis Glens  Falls 

C.  A.  Prescott. . .Hudson  Falls 

I.  M.  Derby Newark 

David  Fertig Hartsdale 

P.  A.  Burgeson Warsaw 

W.  G.  Roberts Penn  YaD 
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:or  the  successful  treatmentof  . 


LEG  ULCERS 


the  DAXALAN-DOME-PASTE  BANDAGE  TECHNIQUE 

AS  INTRODUCED  BY  DR.  WILLIAM  M.  COOPER,  Director,  Department  of  Peri- 
pheral  Vascular  Diseases  — New  York  Polyclinic  Medical  School  and  Hospital. 

This  technique  is  based  on  a 3 point  program  — 

Reduction  of  dermatitis  with  wet  dressings  of 
DOMEBORO  TABS  (BUROW'S  SOLUTION ) 

Combat  local  infection  and  stimulate  healing 
with  thick  application  of  DAXALAN  in  the  center 
of  the  ulcer  and  surrounding  areas. 

Overcome  venous  insufficiency,  stasis  and 
edema  by  wrapping  DOME-PASTE  BANDAGE 
around  the  entire  leg  to  supply  compression. 


DOME  CHEMICALS  INC. 


123  West  64th  Street 
New  York  23,  N.  Y. 
Makers  of  the  Soothing , Modernized  Form  of  Burow*s  Solution 
DOMEBORO — Tablets  • Powder  • Packets  • Ointment 


Daxalan  ii  our  trademark  for  a rigidly  standardized  whole  crude  tar  paste,  (low  in  naphthalene  content)  uniform  in  color,  free  of  coal 
tar  specks  and  aged  for  six  months. 

Dome  paste  bandage  is  a flesh  colored,  4*  x 10  yd.  gauze  bandage  impregnated  with  a modified  "Unna’s  Formula"  consisting  of  zinc 
oxide,  glycerine,  gelatine  and  calamine.  This  Unna’s  Boot  comes  to  you  in  a soft  condition  and  is  ready  for  instant  use. 


FALKIRK 

IN  THE 

R A M A P O S 

A sanitarium  devoted  exclusively  to 
the  individual  treatment  of  MENTAL 
CASES.  Falkirk  has  been  recom- 
mended by  the  members  of  the  medi- 
cal profession  for  half  a century. 

Literature  on  Request 

ESTABLISHED  [889 

THEODORE  W.  NEUMANN,  M.D.,  Phys.-in-Chg. 

CENTRAL  VALLEY,  Orange  County,  N.  Y. 


COLLECTIONS 

Fair  Rates 
Prompt  Reports 
Good  Public  Relations 
Write 

CRANE  DISCOUNT  CORPORATION 

Herald  Tribune  Bldg.,  N.  Y.  18,  N.  Y. 

Established  1933 


ORDER  FROM  YOUR  SUPPLY  HOUSE  OR  PHARMACIST 


SUPPORT  YOUR  1950  FUND  CAMPAIGN 
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IN  ELMS 

A Modem 

Psychiatric  Hospital  Unit 
Selected  drugand  alcohol  problems 
accepted. 

Rates  Moderate 
Eugene  N.  Boudreau,  M.  D„  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


DR.  BARNES  SANITARIUM 

STAMFORD,  CONN. 

45  minutes  from  N.  Y.  C.  via  Merritt  Parkway 
For  treatment  of  Nervous  and  Mental  Disorders,  Alcoholism 
and  Convalescents.  Carefully  supervised  Occupational  Therapy. 
Facilities  for  Shock  Therapy.  Accessible  location  in  tranquil, 
beautiful  hill  country.  Separate  build ings. 

F.  H.  BARNES,  M.D.,  Med.  Supt.  *Tcl.  2-1621 
I 


LOUDEN-KNICKERBOCKER  HALL,  me. 

81  LOUDEN  AVENUE  - Tel.  Amityville  53  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request 

JOHN  F.  LOUDEN,  President  GEOROE  E.  CARLIN,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRUNSWICK  HOME 


A PRIVATE  SANITARIUM.  Convalescents,  postoper- 
ative, aged  and  infirm,  and  those  with  other  chronic  and 
nervous  disorders.  Separate  accommodations  for  nervous 
and  backward  children.  Physicians'  treatments  rigidly 
followed.  C.  L.  MARKHAM,  M.D.,  Supt. 

B'way  & Louden  Ave.,  Amityville,  N.  Y.,  Tel:  1700,  1,  2. 


BRIGHAM  HALL  HOSPITAL 

AT  CANANDAIGUA,  N.Y. 

FOR  MENTAL  AND  NERVOUS  PATIENTS.  An  un- 
institutional  atmosphere.  Treatment  modern,  scientific, 
individual.  Moderate  rates.  Licensed  by  dept,  of  Men- 
tal Hygiene.  (See  also  our  advertisement  in  the  Medical 
Directory  of  N.  Y. , N.  J.  and  Conn.)  Address  inquiries  to 
MARGARET  TAYLOR  ROSS,  M.D.,  Pkjucian-in-Chary. 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdele-cn-the-ITud30n,  New  York  City 

For  nervous,  mental,’  dL-ifg*  and  alcoholic  pafients.  The  sanitarium  is 
beautifully  located  in  a ^private  p".rL.c.f  tea  acr*.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  f5r  s£ock  treatment. 
.Occupational  therapy  and  recreational  activities.  - Doctors  may  direct  the 
1 treatment.  Rates  and  illustrated  bcfoklet  gladly  sent  5a  reaucst. 

HENRY  W.  LLdYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440  r»  * * 


i 


HOLBROOK  MANOR  NKG 

Five  Acrci  of  Pinewoodcd  Groundi 

- SENILE,  AGED,  CHRONICS 

Physicians  may  treat  their  own  Datients. 

Hypertensives  Arterio-sclerotics  All  Neurological  Disorders 
Non-sectarian,  dietary  laws  observed 

Medical  Director:  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office:  GRemercy  5-4875 


HALCYON  REST 

754  BOSTON  POST  ROAD,  RYE,  NEW  YORK 

Henry  W.  Lloyd,  M.D.,  Physician-in-Charge 
Licensed  and  fully  equipped  for  the  treatment  of  nervous, 
mental,  drug  and  alcohol  patients,  including  Occupational 
therapy.  Beautifully  located  a short  distance  from  Rye 
Beach.  Telephone:  Rye  550  Write  for  illustrated  booklet. 
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WE  ARE  MANAGEMENT  MEN, 

NOT  MEDICINE  MEN  ^ 

. . . but  we  do  cure  headaches  . . . prevent  ^ 
worries  resulting  from  inefficient  property  §|| 
management.  ^ 

The  cost  is  nominal,  far  less  than  you  would  |§5 
expect  to  pay  for  a reliable  specialist. 

Freedom  from  worry  . . . profitable  returns  ||| 
on  your  real  estate  investment  are  the  results. 

Consult  us  without  obligation — today! 

PLaza  9-1470 


FOR  RENT 


3-Room  Office  Suite.  (Living  quarters  optional) . Residence 
prominent  Physician,  recently  deceased.  243  Atlantic  Ave., 
Lynbrook,  L.X.,  Phone  Lyn  9-3775. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time 

. .$1.35 

3 Consecutive  times. 

. . 1.20 

6 Consecutive  times. 

. . 1.00 

12  Consecutive  times. 

. . .90 

24  Consecutive  times. 

. . .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication  Publication  dates  are  the  1st 
and  the  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 


FOR  RENT 


Doctor’s  office  for  rent.  Excellent  location — association  with 

established  dentist.  Population  30,000.  Dr.  Paul  Stone, 

FOR  SALE  599  Chestnut  St.,  Union,  N.  J.  Unionville  2-1039. 


Nose  & Throat  Unit  — Sorenson — De  Lux — $200  — Mrs.  G. 
A.  Chapman,  23  Elm  St.,  Glens  Falls,  N.  Y. 


Well  educated  fully  experienced  young  man  wishes  to  estab- 
lish a complete  medical  laboratory  in  upstate  community. 
Inquiries  and  interviews  with  physicians  welcome.  Box  332, 
FOR  RENT N.  Y.  St.  Jr.  Med. 

Small  apartment  for  any  professional  need,  on  ground  floor, 
beautiful  street  in  B’klyn.  Pr  8-7369  evenings  or  write  to 
P.  Turner,  1034  Lincoln  PI,  B’klyn. 


FOR  SALE 


Excellent  three  story  corner  property  with  exceptionally 
large  offices.  Has  been  the  home  and  offices  of  doctor  (recently 
deceased.)  Two  car  detached  garage,  large  porches,  oil  heat, 
and  all  conveniences.  Great  need  of  two  more  medical  men 
in  this  area.  Will  sell  furniture,  office  equipment,  and 
instruments.  Prompt  possession.  Inspection  arranged 
Phone  Riverside,  N.  J.  4-0389. 


PROFESSIONAL  OFFICES 


986  Fifth  Ave.  (Betw  79-80th).  Ground  floor  2-3-4  room 
suites  400-900  sq  ft.  from  $150.  Apply  on  premises  or 
E.  G.  Wahl,  535  Fifth  Avenue,  Room  602,  Mu  2-3858. 


FOR  SALE 


60  MA,  built-in  bucky,  2 tube  X-ray  machine,  excellent 
condition,  $600.00.  Address  Box  342,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


PROFEX  X-Ray — shock-proof,  very  slightly  used.  Excel- 
lent terms — wall  type,  can  be  seen  any  day  except  Mon.  & 
Thurs.  Dr.  A.  Grillo,  213  W.  53rd  St.,  N.Y.C.  CO  5-4562. 


FOR  SALE 


Combination  house  office — -equipped  for  general  practice- 
automatic  oil  heat — attractive  small  community — central 
New  York  State — leaving  for  hospital  appointment.  Box 
350,  N.  Y.  St.  Jr.  Med. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB  & X-RAY  AVAILABLE 
Our  1 2-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE. 

McauLL  School  1 834aB,reT.d7-3«4  y c 

Licensed  by  the  State  ol  New  York 


2988 


Have  a Coke 


The  pause  that  refreshes 
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Scientific  Articles 

Panel  Discussion — Obstetric  Anesthesia 
Pharmacologic  Studies  with  Pentothal 

Recognition  and  Management  of 
Circulatory  and  Cardiac  Emergencies 
During  Anesthesia 


Editorials 

The  Unending  Struggle 
Doctors  and  Atomic  Energy 

Advances  in  Physical  Medicine — The  Role 
of  Therapeutic  Exercises  in  the  Treatment 
of  Low  Back  Pain 
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SWIFT  ACTION:  The  base  of  Nupercainal  is 

Nupercaine.  Its  activity  in  small  quantities  permits  the  use  of  low  con- 
centration (i%),  which  is  'promptly  effective  on  surface  application  of 
this  ointment. 


LASTING  RELIEF:  An  emollient  providing  penetrating  anesthetic  action, 
Nupercainal  brings  prolonged  alleviation  of  pain. 

AN  ETHICAL  PRODUCT:  Nupercainal  is  available  at  prescription  phar- 
macies for  treatment  of  sunburn,  as  well  as  simple  burns,  X-ray  dermatitis, 
fissured  nipples,  intertrigo,  pruritus  ani  and  vulvae,  and  hemorrhoids. 


NUPERCAINAL:  l-ounce  tubes  with  hard  rubber  applicator, 
i -pound  jars  for  office  use. 


PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 


NUPERCAINAL  (brand  of  dibucaine  ointment) — Trade  Mark  Reg.  U.  S. Pat. Off.  2/1447M 
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Eliminating 
fishy 
odor  and 
taste 


WILLIAM  R.  WARNER  & CO.,  INC.  takes 
pride  in  announcing  the  synthesis  of 
VITAMIN  A and  its  availability  to  the 
medical  profession  for  therapeutic  use. 

Synthetic  Vitamin  A ‘ Warner'  is  iden- 
tical structurally,  chemically,  pharmacol- 
ogically and  physiologically  with  natural 
vitamin  A. 

Synthetic  Vitamin  A ‘ Warner ’ (Syn- 
thetic Vitamin  A Acetate)  is  more  stable 
than  natural  vitamin  A,  thus  minimizing 
deteriorative  losses  or  destructive  losses 
in  the  gastrointestinal  tract.  Synthetic  Vit- 
amin A Acetate  ‘Warner’  is  devoid  of  the 
fishy  taste  or  odor  so  often  found  in  nat- 
ural vitamin  A preparations. 


The  high  stability  of  Synthetic  Vitamin 
A ‘ Warner ’ assures  greater  available 
quantities  for  absorption  and  assimila- 
tion. Elimination  of  fishy  odor  and  taste 
assures  excellent  tolerance  by  patients 
who  are  spared  fishy  aftertaste  and  fishy 
eructations. 

Synthetic  Vitamin  A ‘ Warner ’ is  indi- 
cated in  all  conditions  where  vitamin  A 
therapy  is  required. 

Synthetic  Vitamin  A * Warner ’ (Syn- 
thetic Vitamin  A Acetate),  is  available 
in  packages  of  24  sanitaped  capsules, 
25,000  units  each. 

WILLIAM  R.  WARNER  & CO.,  INC. 

NEW  YORK  ST.  LOUIS 


in  1932  we  brought  out  Pablum?* 

• *-'j|yK;  ...  - V.  j ■ 1 . " 

Embodying  a new  concept  of  cereal  nutrition,  easy  of  prep- 
aration, nonwasteful,  forerunner  of  present  day  widely 
practised  principles  of  food  fortification — remember? 
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Later,  in  response  to  requests  from 


physicians,  we  went  a step  further  in  Pabena,*  similar  in 
nutritional  and  convenient  features  to  its  father-product, 
Pablum,  different  in  flavor  because  of  its  oatmeal  base. 
If  our  pioneer  work  and  ethical  policy  meet  with  your  appro- 
bation, remember,  please,  to  specify  Pablum  and  Pabena. 

*“ Pablum”  and  “Pabena"  are  the  registered  trademarks  of  Mead  Johnson 
& Company  for  these  vitamin-and-mineral-enriched  precooked  cereal  foods. 

Utead  d*  £,vOH4vctle.  Onduuui.  %l.S./4. 
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for 

better 


New  type 
antacid 


management  of 
peptic  ulcer 


Carmethose  gives  prolonged 
control  with  no  adverse  effects 


Advantages  over  adsorbent  gels: 

1.  Non-constipating — hydrophilic  gel 
promotes  normal  elimination.1-2 

2.  Reduction  of  acidity  in  two  ways — 
prompt  action  by  ion  exchange 
is  followed  by  classical  buffering 
action. 


Carmethose  promptly  lowers  gastric 
acidity,  and  its  protective  tenacious  coat- 
ing has  been  observed  in  the  stomach 
for  as  long  as  three  hours.1 

Adult  dose  is  2 to  4 tablets  or  tea- 
spoonfuls 4 times  daily  between  meals. 


Carmethose  Tablets:  sodium  carboxymethylcellu- 
lose,225mg.  and  magnesium  oxide,  75mg.  Bottles  of  700 

Carmethose  Liquid:  5%  concentration  of  sodium 
carboxymelhylcellulose.  Bottles  of  12  oz. 


PHARMACEUTICAL  PRODUCTS.  INC.,  SUMMIT,  NEW  JERSEY 

CARMETHOSE— Trade  Mark  2/l5<MM 


3.  Palatable  — small,  easily  swal- 
lowed tablets  and  pleasantly  fla- 
vored liquid — preferred  by  patients.5 

Advantages  over  soluble  alkalis: 

1.  No  acid  rebound — effectively  in- 
hibits acid-pepsin  activity,  with  no 
secondary  hypersecretion. 

2.  Protective  coating — mucin-like  gel 
is  rapidly  formed  and  clings  to  ulcer 
crater  and  gastric  mucosa. 

3.  Non-systemic  — cannot  disturb 
acid-base  balance  because  it  is  non- 
absorbable. 

1.  Brick,  I.B.:  Amer.  J.  Dig.  Dis.,  In  Press  2.  Bralow, 
Spellberg  & Necheles:  Scientific  Exhibit  #1112,  A.M.A* 
Annual  Session  1949 
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Part  II 


NEW  YORK  STATE 
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Proceedings  of  the  House  of  Delegates 
Medical  Society  of  the  State  of  New  York 
143rd  Annual  Meeting,  May  2 to  6,  1949 
Buffalo 


THE  CLIFTON  SPRINGS  SANITARIUM 

AND  CLINIC 

CLIFTON  SPRINGS,  NEW  YORK 


Hospital  and  Clinic  Building  Sanitarium  Main  Building 


THE  CLINIC 

Medical  sections  for  the  care  of  metabolic 
and  cardiovascular  diseases,  arthritic,  psy- 
choneuroses, gastroenterology,  pediatrics 
and  hematology,  as  well  as  general  diag- 
nosis are  available.  Surgical  sections  are 
available  for  general  surgery  and  the 
various  surgical  specialties.  Laboratory 
sections  are  maintained  for  radiolcgy  and 
pathology. 

The  clinic  is  general  and  maintains  com- 
petent medical,  surgical  and  laboratory 
staffs.  All  types  of  general  medical  and 
surgical  cases  are  received  for  diagnosis 
and  treatment.  Recognized  forms  of  physio- 
therapy are  provided.  There  is  an  excel- 
lent dietetic  service.  No  cases  of  active 
pulmonary  tuberculosis,  contagious  dis- 
ease, epilepsy,  or  insanity  are  accepted. 


THE  SANITARIUM 

REST,  RELAXATION,  MEDICAL  CARE 

The  Sanitarium  has  all  the  atmosphere  of  a 
fine  hotel  with  individual  rooms  and  tasteful 
decorations.  A special  feature  is  made  of 
occupational  therapy  of  all  kinds  with 
competent  staff  and  facilities.  Other  fea- 
tures are  large  cheerful  solarium,  billiard 
room,  complete  gymnasium,  complete  bath 
and  massage  department.  The  spacious 
grounds  include  a nine-hole  golf  course. 
All  the  sanitarium  facilities  are  open  to 
guests  who  do  not  wish  examination  and 
medical  care,  but  come  simply  for  the 
baths  and  massages  and  rest  and  recrea- 
tion. Modern  medical  equipment  and 
superb  location  offer  the  combined  advan- 
tages of  a medical  center  and  rural  Spa. 


Illustrated  booklet  mailed  to  physicians  on  request. 

Address  all  communications  to  S.  A.  Munford,  M.D.,  Superintendent 
Clifton  Springs,  New  York,  Phone:  3 
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In  the  average  case,  it’s  usually  possible  to  control 
the  patient’s  cough — but  often  it’s  a real  problem  to 
do  it  without  impairing  the  cough  reflex  he  needs  to 
keep  bronchioles  and  throat  passages  clear.  That’s 
where  you’ll  find  pleasant-tasting  Mercodol  unique! 


Leaves  the  cough 
reflex  he  needs 


Gives  the  cough 
relief  your  patient 


wants..* 


For  Mercodol  contains  the  cough-controlling  narcotic1  that  gives  better  anti- 
tussive  action  than  codeine  or  heroin,  yet  keeps  beneficial  cough  reflex  ...  a 
superior  bronchodilator2  to  relax  plugged  bronchioles  ...  an  effective  expecto- 
rant3 to  liquefy  secretions.  And  you’ll  find  Mercodol  notably  free  from  nausea, 
constipation,  retention  of  sputum,  and  cardiovascular  and  nervous  stimulation. 


MERCODOL 

AN  EXEMPT  NARCOTIC 


The  antitussive  syrup  that  controls  cough — keeps  the  cough  reflex 


Merrell 

1828 


Each  30  c.c.  contains: 
•Mercodinone  * 10.0  mg. 
2Nethamine®  0.1  gm. 
3Sodium  Citrate  1.2  gm 
•Trademark. 


CINCINNATI  • U.  S.  A. 


TRASENTINE-PHENOBARBITAL 


a powerful  antispasmodic  ...with  selective  action 

avoiding  undesirable  side  effects 


Effective  relief  of  visceral  spasm  is  generally  obtained  with  Trasentine  or 
Trasentine-Phenobarbital.  By  its  selective  action,  Trasentine  avoids  the  unde- 
sirable side  effects  of  dryness  of  the  mouth  and  pupillary  dilatation  frequently 
produced  by  belladonna  or  atropine.  These  advantages  have  caused  physicians 
to  prescribe  more  Trasentine  and  Trasentine-Phenobarbital  than  probably 
any  other  brand  of  antispasmodic. 

• Average  adult  dose  is  one  or  two  tablets  3 or  4 times  daily  as  required. 

Trasentine-Phenobarbital  — Tablets  (yellow)  contain  50  mg.  Trasentine  hydro- 
chloride with  20  mg.  phenobarbital,  in  packages  of  100  and  500. 

Trasentine  — Tablets  (white)  of  75  mg.,  in  bottles  of  100  and  500;  also  suppositories 
of  100  mg.,  and  ampuls  of  50  mg. 


PHARMACEUTICAL  PRODUCTS,  INC.,  SUMMIT.  NEW  JERSEY 


TRASENTINE  (brand  of  adiphenine) — Trade  Mark  Reg.  U.  S.  Pat.  Off. 
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new  convenience  • new  flexibility  in  dosage 
new  all-around  usefulness 


3 new  water-soluble 
liquid  vitamin  preparations 


Poly-Vi-Sol 


Tri-Vi-Sol 


Ce-Vi-Sol 


Each  0.6  cc.  supplies: 


Vitamin  A 
Vitamin  D 
Ascorbic  Acid 
Thiamine 
Riboflavin 
Niacinamide 


5000  USP  units 
1000  USP  units 
50.0  mg. 

1.0  mg. 

0.8  mg. 

5.0  mg. 


Each  0.6  cc.  supplies:  Each  0.5  cc.  supplies: 

Vitamin  A 5000  USP  units  Ascorbic  Acid  50  mg. 
Vitamin  D 1000  USP  units 
Ascorbic  Acid  . 50  mg. 


Each  of  these  preparations  is  ideally 
suited  for  routine  prophylactic  or  thera- 
peutic vitamin  supplementation  for  in- 
fants and  children  as  well  as  adults. 

Water-soluble, pleasant  tasting,  they  can 
be  stirred  into  the  infant’s  formula,  or  into 


fruit  juice,  milk,  cereals,  puddings,  etc.;  or 
incorporated  in  mixtures  for  tube  feeding. 

Each  is  scientifically  formulated  and 
ethically  marketed.  They  are  supplied  in 
15  and  50  cc.  bottles,  with  an  appropri- 
ately calibrated  dropper. 
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